
 
Routine Pap screening



Regardless of the onset of sexual activity, no screening before 21 years of age. Screening started 
by Pap test without HPV DNA test at 21 years. (earlier and more frequent screening may be 
recommended for immunocompromised, Hx of in utero exposure to DES) 



From 21-29 years : pap test without HPV DNA test every 3 years in women who are 
immunocompetent and asymptomatic 



From 30 years : either pap test without HPV DNA test every 3 years or co-testing (pap test+HPV 
DNA test) every 5 years if both initial tests are negative



Can stop screening at 65 years : if within past 10 years, 3 consequtive normal pap tests or 2 
consequtive normal co-tests (recent test within 5 years) 



Can continue screening up to 80 years in high risk women



Women with symptoms suggestive of cervical cancer should undergo diagnostic evaluation 
independent of screening



Abnormal pap test 



Evaluation of abnormal pap test differs for women between 21-24 years compared to 25 years or 
older. There is a low risk of cervical cancer and high rate of HPV infection in women between 
21-24 years. 

  
Pap test result ASC-US (atypical squamous cells of undetermined significance) 


21 to 24 years



Women in this age group with ASC-US cytology may be managed in one of two ways: 



Repeat cytology in 12 months – The preferred approach is repeat cytology. The results are 
managed as follows:


Cytology is negative, ASC-US, or LSIL – Repeat cytology in 12 months. If repeat cytology is •
negative, it should be repeated again in 12 months, and if it is again negative, the patient may 
return to routine screening. If repeat cytology is ASC-US or a more severe abnormality, 
colposcopy should be performed.

ASC-H, HSIL, or atypical glandular cells – Colposcopy should be performed.
•



Alternatively, HPV testing may be performed – HPV results are managed as follows:


HPV-positive – Repeat cytology in one year and then follow in the same manner as the •
preferred repeat cytology approach for this age group as described above.

HPV-negative – Resume routine screening.
•


















Women ages 25 or older 



Women ages 25 years or older with atypical squamous cells of undetermined significance (ASC-
US) may be managed in one of two ways:



Human papillomavirus testing (HPV) – The preferred strategy is to perform reflex HPV testing.  
HPV results in combination with ASC-US cytology are managed as follows:


HPV-negative – Repeat co-testing with cervical cytology and HPV testing in three years [11].
•
HPV-positive – Colposcopy should be performed. (See "Colposcopy".)
•



Alternatively, cervical cytology may be repeated in one year, and the results managed as follows:


Negative cytology – The patient may resume routine screening.
•
ASC-US or a more severe abnormal cytology (ASC-H, LSIL, HSIL, atypical glandular cells) – •
Colposcopy should be performed.




Pap result ASC-H 
 
All women with ASC-H should be evaluated with colposcopy.



Pap result LSIL 
 
21 to 24 years 
 
Patients in this age group with LSIL should be evaluated with repeat cytology in one year (use of 
reflex HPV testing is an option only for ASC-US, not LSIL). The results are managed as follows:


Cytology is negative, ASC-US, or LSIL – Repeat cytology in 12 months. If cytology is negative, •
it should be repeated again in 12 months, and, if it is again negative, the patient may return to 
routine screening. If cytology is ASC-US or a more severe abnormality, colposcopy should be 
performed.

Cytology is ASC-H, AGC or HSIL – Colposcopy should be performed.
•



Ages 25 to 29 years  



Colposcopy should be performed. This is the preferred management for all women in this age 
group, even those tested for HPV who have a negative HPV result.



Ages 30 years and older




HPV negative – The preferred approach is repeat HPV/cervical cytology co-testing in one year. •
If co-testing results are both normal cytology and HPV negative, co-testing should be repeated 
in three years. If co-testing results are either positive cytology (atypical squamous cells of 
undetermined significance [ASC-US] or a more severe abnormality) or HPV positive, 
colposcopy should be performed.




Alternatively, colposcopy may be performed directly after a finding of HPV-negative LSIL.


HPV positive – Colposcopy should be performed.
•
HPV unknown – Colposcopy should be performed. This applies to women who were initially •



screened with cytology alone, typically due to the lack of availability of HPV testing.



 
 
 
Pap result HSIL

 

HSIL in women ages 25 or older is followed up with colposcopy or immediate loop 
electrosurgical excision.



The recommendations for follow-up for abnormal cervical screening results differ for women 
ages 21 to 24 years from those for women 25 and older. These advise a diagnostic excisional 
procedure if abnormal results are severe or recurrent. In our practice, we also perform a 
diagnostic excisional procedure in these patients if adequate colposcopy cannot be achieved. 
This is because the risk of cervical cancer is low in this patient population. 



Management of CIN based on histology



For most women with CIN 1, we suggest observation with cervical cancer screening tests rather 
than treatment. A cervical procedure for diagnosis and treatment is reasonable if CIN 1 is 
persistent for more than two years or if there is suspicion of high-grade disease (preceding high-
grade cytology). 



For women ages 25 and older, CIN 1 preceded by lesser abnormalities (ASC-US, LSIL, HPV 16 or 
18 infection detected with HPV genotyping, or persistent HPV infection) is managed with 
observation with co-testing with cervical cytology and HPV testing in 12 months. 

For women ages 21 to 24, management is observation with cytology alone in 12 months because 
the rate of HPV infection is high in this patient population. 



For most women with CIN 2,3, we recommend treatment rather than observation. Observation 
with cytology and colposcopy is reasonable for women who are planning future childbearing and 
are able to comply with long-term testing. Treatment is deferred for pregnant women, unless 
invasive disease is suspected.



INVASIVE CERVICAL CANCER 



Early-stage cervical cancer refers to stage IA or IB1 disease and is based on findings on pelvic 
examination and pathology. Stage IA – Cervical cancer diagnosed on microscopic examination 
with evidence of stromal invasion spanning 7 mm in the horizontal dimension and extending 
either 3 mm (stage IA1) or between 3 and 5 mm (stage IA2) in depth.

Stage IB1 – A clinically visible lesion confined to the cervix measuring less than 4 cm or a 
microscopic lesion with stromal invasion greater than in a stage IA lesion.

women with early-stage cervical cancer, we suggest a modified radical hysterectomy with pelvic 
lymphadenectomy rather than primary chemoradiation. women with microinvasive disease (stage 
IA1) who have no evidence of intermediate- or high-risk features, we suggest conization or 
extrafascial hysterectomy rather than radical hysterectomy 



Locally advanced cervical cancer is defined as: disease confined to the cervix with a clinically 
visible tumor >4 cm (stage IB2); disease that invades beyond the uterus, but involves less than 
the upper two-thirds of the vagina (stage II); disease that extends to the pelvic sidewall, involves 



the lower third of vagina, and/or causes hydronephrosis or nonfunctioning kidney (stage III); or 
disease that extends to the rectum or bladder, or beyond the true pelvis (stage IVA). 

For women with locally advanced cervical cancer, we recommend primary chemoradiation.


