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Guideline Participants

• ACS: American Cancer Society 

• ASCCP: American Society of Colposcopy and Cervical Pathology

• ASCP: American Society of Clinical Pathology

• USPSTF: U.S. Preventive Services Task Force
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Defining An Average Risk Individual

Patients with a cervix who have all the following:

1. Asymptomatic

2. Immunocompetent

3. Have had all normal cervical cancer screening results in the past OR

• Patients age <25 years with HPV-negative ASC-US

• Patients age <25 years with LSIL or HPV-positive ASC-US, followed by 
two consecutive negative cytology results

• Patients age >25 years with LSIL followed by colposcopy in which CIN 
2 or worse was not found and followed by three consecutive negative 
co-testing results.



Defining A High Risk Individual

patients with a history of HIV or immunosuppression.

• These patients may need more frequent testing.



Screening Methods

1. Pap testing alone

2. Primary HPV testing

3. Co-testing



Screening Guideline

Organization Initiate at Discontinue at Recommended screening 
test and frequency

ACS/ASCCP/
ASCP

(2012)

21 65 Age 21 to 29 

Pap test every 
3 years 
(preferred)

Age ≥30 years

1- Co-testing
every 5 years
(preferred)

2- Pap test
every 3 years



Screening Guideline

Organization Initiate at Discontinue at Recommended screening 
test and frequency

ASCCP/SGO
(2015 interim

guidelines)

21 N/A Age 21 to 29 

Can consider 
primary HPV 
testing every 
3 years for 
patients age 
≥25

Age ≥30 years

Can consider
primary HPV
testing every
3 years



Screening Guideline

Organization Initiate at Discontinue at Recommended screening test 
and frequency

USPSTF 
(2018)

21 65 Age 21 to 29 

Pap test 
every 3 years

Age ≥30 years

1- Pap test
every 3 years
2- Primary HPV
testing alone
every 5 Years
3- Co-testing
every 5 years



Screening Guideline

Organization Initiate at Discontinue at Recommended screening 
test and frequency

ACS (2020) 25 65 1- Primary HPV testing every 
5 years (preferred)
2- Co-testing every 5 years
3- Pap test every 3 years



Initiation Age and Vaccintion

• Screening is not suggested in asymptomatic, immunocompetent
patients, <21 years, regardless of the age of initiation of sexual
activity.

• HPV vaccination of female and male adolescents reduces the risk of
developing cervical dysplasia. However, the vaccine does not provide
immunity against all HPV types responsible for cervical cancers, and
some vaccine recipients may already be infected with high-risk HPV



Discontinuation Age of 65

• Having no history of cervical intraepithelial neoplasia (CIN) grade 2+
for the past 25 years.

• Having adequate prior screening, as defined by:

1. Two consecutive negative primary HPV tests within the past 10
years, with the most recent test within the previous five years

2. Two consecutive negative co-tests within the past 10 years, with the
most recent test within the previous five years

3. Three consecutive negative Pap tests within the past 10 years, with
the most recent test within the previous three years



Terminology

• Negative for intraepithelial malignancy (NILM): adequate for
evaluation and no epithelial abnormality identified.

• Atypical squamous cells of undetermined significance (ASC-US):
Cells that display abnormalities more marked than simple reactive
changes but do not display a squamous intraepithelial lesion.
associated with cervical intraepithelial neoplasia (CIN).



Terminology

• Atypical squamous cells cannot exclude high-grade squamous
intraepithelial lesion (ASC-H): likely consists of a mixture of true
high-grade squamous intraepithelial lesion (SIL) and other findings
that mimic such lesions.

• Low-grade squamous intraepithelial lesions (LSIL): Lesions
associated with HPV infection. These tend to be associated with
transient changes that regress over time.



Terminology

• High-grade squamous intraepithelial lesions (HSIL): Lesions
associated with high-risk types of HPV that have a high risk of
progression to CIN or cancer.

• Atypical Glandular Cells (AGC): The term used to categorize glandular
cells with cytologic features that are too pronounced to be called
inflammatory or reactive but cannot be classified as malignant.



Distribution of results

NILM ASC-US LSIL HSIL

96%



practice-changing consensus: Principles

• Screening has shifted from primarily testing with cervical cytology to
primarily HPV-based testing, as HPV is a more sensitive test for
predicting cervical precancers.

• Cytology is a marker for current risk of CIN, while oncogenic HPV
subtypes are an excellent marker for predicting the presence of
current and future risk of CIN.



practice-changing consensus: Principles

• Management decisions are based on a patient's risk of developing
CIN 3+ (CIN 3, adenocarcinoma in situ, and cancer) as this threshold
reflects a reasonable balance between cancer prevention and the
potential harms of overtesting and overtreatment.

• A patient's risk of developing CIN 3+ is determined by their current
HPV and cytology results as well as past screening and clinical
history, if known; this is called the patient's "risk estimate"



equal management for equal risks

• The same current screening results may lead to a different
management recommendation for one patient versus another
patient, depending on past testing results.



Management decisions



Exceptions

• Expedited treatment is contraindicated in patients <25 years and
pregnant patients.

• Patients planning future childbearing, and those in whom the
concerns about potential adverse pregnancy outcomes (eg, preterm
delivery) after an excisional procedure outweigh concerns about
cancer, may reasonably choose colposcopy rather than expedited
treatment.



Expedited treatment or colposcopy: 
Immediate risk 25 to 59 percent
• expedited treatment is contraindicated in patients <25 years old and 

pregnant patients and may be avoided in patients whose concerns 
about potential adverse pregnancy outcomes (eg, preterm delivery) 
after an excisional procedure outweigh their concerns about cancer.

• expedited treatment may be a preferred option for patients who are 
at risk for loss to follow-up or who have completed childbearing.



Risk-Based Management
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Risk-Based Management

equal management for equal risks



Practice Made Easy

WWW.app.ASCCP.org
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Practice Made Easy



Thank you


