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Discuss the
essential changes
incorporated into
the current ASCCP
guidelines

Identify how to
utilize the current
ASCCP guidelines
in clinical practice

Describe changes
anticipated in the
future as a result
of current ASCCP
guidelines

Changing recommendations
• American College of Obstetricians and Gynecologists (ACOG)
• Society of Gynecologic Oncology (SGO)
• American Society for Colposcopy and Cervical Pathology
(ASCCP)
• Endorsed U.S. Preventative Services Task Force (USPSTF)
cervical cancer screening recommendations
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• Nationwide HPV vaccination coverage remains below target
levels
• Racial, ethnic, socioeconomic, geographical disparities in
vaccination rates
• Cervical cancer screening rates below expectations; lowest
among individuals under 30 yoa
• “Raising the screening start age to 25 years could increase the already high rate of underscreening among individuals aged
25–29 years and exacerbate existing health inequities in cervical cancer screening, incidence, morbidity, and
mortality”……….continue to recommend initiation at 21 yoa.”

What is different from prior guidelines?
• Goals: increase accuracy for treatment and reduce
complexity for providers and patients compared to the 2012
guidelines
• “Equal Management for Equal Risk”
• Concept of “clinical action thresholds”: current and past
test results combined to determined an individual’s risk
profile
• based on HISTORY & TESTING
• as opposed to algorithms based on test results alone
• CIN 3+ risk calculated for each patient: impossible to
memorize algorithms
Cleveland Clinic Journal of Medicine; Oct 2021
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Changes to clinical practice

When do the guidelines NOT apply?

• Framework to triage high-risk individuals to treatment
while avoiding unnecessary procedures and tests for lowerrisk individuals
• Better balance of benefits to harm for cervical cancer
screening

• Apply to average-risk, asymptomatic individuals with an
intact cervix, based on screening management data for
patients ages 25-66 years of age

• Reduce number of patients referred for colposcopy
• From 9.8% to 8.3% over 2 rounds of screening with
transition to risk-based vs results-based interventions
Cleveland Clinic Journal of Medicine; Oct 2021

• Separately address “special populations:”
• Under 25 or over 65
• Pregnant
• Receiving immunosuppressive therapy
• Post hysterectomy

Cleveland Clinic Journal of Medicine; Oct 2021

Recommendations based on
risk not results.
“Changing recommendations that

could be easily
memorized by clinicians to guidelines that
incorporate both current results and history is a
major undertaking”
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Obtaining history is essential!
• Pt screening history is often not known
• Unknown history is considered separately as a risk factor
• Screening history profoundly influenced risk estimates
• Current HPV & cytology results
• Previous HPV test results
• History of histologic HSIL
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Post-procedure
Document how patient will be notified of results
and management plan

Make arrangements to notify patient of results

WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

Challenging colpo: SCJ not fully visualized

WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

Endocervical speculum: allows a greater length of the canal to be inspected
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WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018
WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018
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WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

WHO: Colposcopy and treatment of cervical intraepithelial neoplasia; 2018

7

ASCCP Guidelines
Kristina Tocce, MD, MPH

E4

Multiple biopsies from distinct lesions should be taken
• Because patients are managed less aggressively after
colposcopic examination where CIN 2 or higher is not found,
maximizing detection of CIN2+ at each colposcopy visit is
paramount.
• Multiple biopsies targeting all areas with acetowhitening,
metaplasia or higher abnormalities are recommended. At least
two and up to four targeted biopsies from distinct acetowhite
lesions should be taken. Biopsy any degree of AW, metaplasia,
or other abnormality is present.

http://www.asccp.org

• Untargeted biopsies are not recommended.
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Managing patients with
immunosuppression
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Screening recommendations

Immunocompromised patients
•HIV
•Solid organ transplant
•Systemic lupus erythematous
•Inflammatory bowel disease
•Rheumatologic disease

Requiring current
immunosuppressive
treatments

*HPV contesting is not recommended for patients younger than 30 years of age with HIV*

Colposcopy referral recommendations

When to do
ECC?

Use of ECC remains unchanged since 2012
guidelines:
• Preferred for non-pregnant patients when colposcopy
is inadequate
• In those NOT at lowest risk in whom NO LESION is
identified

Screening After
Hysterectomy

• Is acceptable when lesion is seen
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Why was hysterectomy performed?
Treatment for cervical
abnormalities
HSIL (CIN 2 or CIN 3) or AIS

No previous diagnosis
of CIN2+ within
previous 25 years

• 3 consecutive annual HPVbased tests before entering
long-term surveillance
• Long-term surveillance:
• HPV-based testing at 3year intervals
• For 25 years

• Screening is generally not
recommended
• If performed, abnormal
vaginal screening tests
should be managed
according to published
recommendations

• Screening for older than 65 years should
follow national guidelines
• Stop at 65 years with adequate negative
prior screening
• No history of CIN2+ within last 20 years

Always
Consider

• Adequate negative prior screening
• 3 consecutive (-) PAPs or
• 2 consecutive (-) HPV
• Within 10 years of stopping; most recent
within 5 years
• Do not resume, even if reports patient reports
new sexual partner
ASCCP 2012

Older than 65
Years with a
history of prior
abnormalities

However…………
• Surveillance may be recommended for either history of abnormal
screening results or treatment for precancer
• Previous CIN3+ may require surveillance testing beyond the age of 65 due
to elevated lifetime risk of developing cervical or vaginal cancer
• Patient comfort, limitations of positioning and examining patients 65+
should enter shared decision-making conversation about when to
discontinue screening
• Vaginal estrogen (limited time/3 wks) can be utilized to obtain
adequate sampling
• Discontinuing surveillance is unacceptable if the patient is in reasonably
good health and testing is feasible.
• Discontinuing of surveillance is recommended for patients with a
limited life expectancy

Future Directions

ASCCP
Colposcopy
Standards to
become more
standard

Continue
transition from
memorizing
recommendation
s to guidelines
that incorporate
both current
results and
history

Shifting
populations
obtaining
screening &
colposcopy

New Technology
(HPV testing
modalities)

More rapid
changes in
guidelines

Incorporating
HPV vaccination
into guidelines as
individuals
vaccinated reach
screening age
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Impact on COVID-19 on cervical cancer
screening
• Modeling studies: impact in short

delay of subjects with previously HPV
negative results has a minor effect on
cancer outcomes
• Delay of management and treatment
can lead to larger increases in cervical
cancer
• Mitigation with HPV based screening?
• Higher accuracy
• Longer reassurance, if negative
• Self collection

• Nationwide HPV vaccination coverage remains below target levels
• Racial, ethnic, socioeconomic, geographical disparities in vaccination
rates
• Cervical cancer screening rates below expectations; lowest among
individuals under 30 yoa
• “Raising the screening start age to 25 years could increase the already high
rate of underscreening among individuals aged 25–29 years and
exacerbate existing health inequities in cervical cancer screening, incidence,
morbidity, and mortality”……….continue to recommend initiation at 21
yoa.”

Preventative Medicine 2021

Future guidelines?
Current guidelines designed to be enduring
Longer interval will transpire before next major
revision is needed
Leads to more stable clinical management
for providers
Integral to the data and risk-estimate analysis is
the ability to include new technologies
New screening strategy devised/new test
FDA-approved: can be considered for
inclusion in the guidelines assuming
sufficient data is available
HPV vaccination decrease prevalence of HPV
infection and risk of cervical carcinoma:
management recommendations will
incorporate these data

Thank you!

Questions??
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