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Advanced practice nurses have established
themselves as available, affordable, and
effective healthcare providers for reducing
the burden of cervical cancer in the United
States. At present, preparation for skills in
colposcopy, cryotherapy, and LEEP exists
only in continuing educational venues that
require prior experience in practice. Perhaps
it is time to consider these skills integral to
basic women’s health APN practice and to
incorporate them into standard graduate
education.

“We continue to look forward to the day
when the elimination of cervical cancer
is a reality.”1
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reat strides have been made in reducing the incidence of invasive cervical cancer in the
United States. As of 2010, 24 states had achieved
the Healthy People 2020 goal of reducing the incidence of this disease to 7.1 per 100,000 women.2
In 2010, 83% of U.S. women underwent the recommended cervical cancer screening.2
Although these achievements merit celebration,
new strategies are needed to reach women who remain at risk. Approximately half of cervical cancers
occur in women who have never been screened.1
Many of these women are poor, reside in rural areas, and lack access to primary care providers.3
Since 1991, the National Breast and Cervical Cancer
Early Detection Program (NBCCEDP) has provided
free services to more than 4.5 million women, diagnosing more than 3,400 invasive cervical cancers.4
Women eligible for this program—about 10% of
U.S. women—live at or below 250% of the federal
poverty level. However, the NBCCEDP reaches only
8.2% of eligible women, and certain populations of
women still suffer from a higher incidence of cervical cancer despite these efforts.
Barriers to cervical cancer screening and treatment are complex, and comprise psychosocial,
socioeconomic, and cultural factors.5,6 Healthcare
providers (HCPs) must understand the circumstances contributing to patients’ health beliefs
and behaviors, and try to foster a constructive
therapeutic partnership emphasizing empowerment, agency, and informed decision-making.
These principles guide advanced practice nurses
(APNs) as they provide screening, diagnostic services (colposcopy and cervical biopsy), and treatment (cryotherapy and the loop electrosurgical
excision procedure [LEEP]) for precancerous cervical lesions.
Increased APN involvement may be a reasonable approach for reducing the incidence of cervical cancer in the United States. Although nurse
practitioners (NPs) have gained acceptance as
providers of cervical cancer screening, these HCPs
are capable of playing a more prominent role by
participating in the entire cervical cancer prevention triad: screening, diagnosis, and treatment.
Now is the time to re-examine the NP role in this
regard.
www.NPWOMENSHEALTHCARE.com

Frontline primary care providers
Nurse practitioners are ideal clinicians to provide
full cervical cancer prevention services. With 89%
of NPs prepared in primary care and 75% actively
providing primary care nationwide, NPs are the
most rapidly growing population of the primary
care workforce.7 By contrast, according to Naylor
and Kurtzman,8 primary care medical residency
programs decreased by 3% from 1995 through
2006 (over this same period, primary care programs for NPs increased by 61%). In addition,
compared with primary care physicians, NPs are
more likely to work in rural areas and with underserved populations.9
Evidence indicates that NPs provide quality care
at a lower cost than their physician colleagues.10
An extensive literature review showed that NPs
provide equal or better quality care at a lower cost
compared with other practitioners providing the
same services.10 NPs are consistently cost efficient
across diverse practice settings, including managed care organizations, nurse-managed centers,
health management organizations, on-site NP
practices, and acute care settings.11

Competency and current state of nursing
practice
Screening—NPs are the main providers of primary care in family planning clinics and they perform the majority of primary care services, including cervical cancer screening, in these clinics.12
Cervical cancer screening is a well-accepted aspect
of NP scope of practice.13
Diagnosis—Less well established is the NP role
in providing follow-up care to women with abnormal Pap test findings, even though NPs are in a
pivotal position to do so. Research indicates that
they can perform colposcopy and diagnostic procedures as competently as their physician colleagues. A 2012 study conducted by Kilic et al14 to
compare physician and NP accuracy in recognizing cervical dysplasia during colposcopy showed
that these two groups of HCPs were similarly capable. Studies conducted in the United Kingdom
and New Zealand reached similar conclusions.15-17
In the United States, APNs who complete training courses and demonstrate competency in colposcopy through programs such as the American
Society for Colposcopy and Cervical Pathology
(ASCCP) Comprehensive Colposcopy Education
www.NPWOMENSHEALTHCARE.com

and Mentorship Program may perform colposcopy
in their clinical practice, pending permission of
the state and medical facility. At the time of this
article’s publication, nearly 500 individuals will
have completed the ASCCP Mentorship since its
inception, and almost 90% of enrollees are advanced practice clinicians (nurse-midwives, NPs,
or physician assistants).18
Treatment for precancerous lesions—Since the
1980s, NPs have been performing cryotherapy as
part of cervical cancer prevention proesearch indicates
grams.19 The ASCCP
also provides trainthat NPs can perform
ing in LEEP to NPs
colposcopy and
who can incorporate
this skill into their
diagnostic procedures
practice, depending
as
on institutional poli20
cies. No state regas their physician
ulations prevent NPs
colleagues.
from performing
treatment of precancerous cervical lesions, although states may require extra documentation and education demonstrating competency.18 Further research is
necessary to ascertain NP efficacy at cryotherapy
and LEEP when compared with physicians.
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Benefits of nursing practice and the
cervical cancer prevention triad
More innovative and thoughtful approaches incorporating an in-depth understanding of women’s
cultures and communities are needed to decrease
the incidence of cervical cancer in the United
States. This understanding, in and of itself, is an
essential aspect of nursing practice. Furthermore,
health education, cultural competency, and collaboration of care are key areas of competency for
NPs.21 Collaboration of care emphasizes therapeutic partnerships that empower women with the information and agency to make informed decisions
regarding their health.21
Considering the intimate nature of pelvic examinations, HCPs must provide psychosocial support
and ample consultation time to establish a rapport with each patient and maximize her comfort
level. In a 2010 study of cervical cancer screening
practices of women in Appalachian West Virginia,
Grube22 found the patient–HCP relationship to be
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integral to a woman’s decision to pursue screening. Time dedicated to building a bond with a patient helps HCPs understand each woman’s unique
circumstances and determine a realistic follow-up
plan. Research indicates that patients who see an
NP not only have longer consultations, but also
benefit from the NP’s distinctly applicable skill set
to provide respectful, patient-centered care.8

Changing nursing practice: Formalize and
normalize the APN role in cervical cancer
prevention
Enabling more NPs to provide the full triad of cervical cancer prevention services may not only be
cost effective and ensure greater access to care for
women everywhere but may also address barriers
to reaching unscreened and under-screened
women and those lost to follow-up. To achieve
this goal, the APN
role in diagnosis and
apacitating
treatment of cervical
cancer
needs to be
in the cervical cancer
formalized through
prevention triad can
inclusion of relevant
skills in the standard
help ensure that
APN curriculum.
women nationwide
In the current state
of
colposcopy educato the
have
tion, an APN is adcare they need.
vised to wait for
2 years after graduation before entering a short-study colposcopy program, which lacks both a standardized clinical component and a mechanism for determining safe
practice upon completion. No data were found
supporting the need for 2 years of clinical practice
before undertaking colposcopy training, and positioning this education after graduation from a formal APN program might decrease the likelihood of
enrollment. Placing colposcopy skill training on a
continuing education (CE) level suggests that this
service or skill is not fundamental to practice. Of
note, though, courses on intrauterine contraception and endometrial biopsy that were initially offered as CE sessions have now become solidly integrated into basic graduate curricula, resulting in
more widespread student comfort in clinical skills.
In a similar type of evolution, creation of a semester-long course in colposcopy and management
modalities could ensure that APNs receive detailed
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classroom instruction, participate in simulation labs,
and complete a clinical preceptorship that would enable them to integrate didactic knowledge and develop their skills. If colposcopy education were part
of a standard curriculum, students might be more
likely to acquire education loans and expert clinicians might be more likely to link with university programs and serve as clinical preceptors. Examinations
and clinical evaluations would serve as a means to
assess successful completion of such a program.
Support from professional organizations is needed to normalize these skills as part of the NP scope
of practice and facilitate acceptance of NPs providing these services, especially in low-resource settings. Elimination of cervical cancer is an ambitious
goal, but one that can be realized. A key way to
make progress toward reaching this goal is by capacitating NPs in the cervical cancer prevention
triad to help ensure that women nationwide have
access to comprehensive, high-quality, and com=
passionate care.
Keri E. Zug is a WHNP Candidate and Wendy D.
Grube is Practice Assistant Professor and Director, Women’s Health/Gender Related Nurse Practitioner Program, both at the University of Pennsylvania School of Nursing in Philadelphia. The
authors state that they have no financial interest
in or other relationship with any commercial
product named in this article.
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With continued emphasis on OAB in academic
programs and national conferences, NPs can educate themselves to face this challenge. Nearly all
NPs in the NPWH survey (99.3%) responded affirmatively when asked if they wanted to receive
more information on OAB. To get more information,
including templates for use in OAB management,
and to access educational resources and training
seminars, readers can contact the Health & Continence Institute website.
=
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