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Series Objectives

Learning objectives for this ECHO series include the ability to:

• Assess, diagnose and manage a range of gynecological conditions 

• Describe current screening guidelines and approaches to cancer 
detection 

• Identify strategies to promote well-being during life stages, 
preconception to post menopause

• Implement practices to reduce disparities in women’s health care 
delivery.



CMIE Disclosures 

• University of Vermont (UVM) Office of Continuing Medical and Interprofessional Education 
(CMIE) is approved as a provider of Continuing Medical Education (CME) by the ACCME. UVM 
designates this internet live activity for a maximum of 1.5 hours AMA Category 1 creditTM.

• UVM CMIE is accredited by the American Nurses Credentialing Center (ANCC) to provide CE 
for the healthcare team. This program has been reviewed and is acceptable for up to 1.5 
Nursing Contact Hours.

• Successful completion of this CME activity, which includes participation in the evaluation 
component, enables the participant to earn up to: 1.5 MOC points in the American Board of 
Internal Medicine's (ABIM) Maintenance of Certification (MOC) program; It is the CME 
activity provider's responsibility to submit participant completion information to ACCME for 
the purpose of granting ABIM or ABP MOC credit.

Participants should claim only the credit commensurate with the extent of their 
participation in the activity.



CMIE Disclosures

Interest Disclosures: As an organization accredited by the ACCME to 
sponsor continuing medical education activities, UVMCMIE is required 
to disclose any real or apparent conflicts of interest (COI) that any 
speakers may have related to the content of their presentations.

Meeting Disclaimer: Regarding materials and information received 
during this educational event, the views, statements, and 
recommendations expressed during this activity represent those of the 
authors and speakers and do not necessarily represent the views of the 
University of Vermont.
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Objectives

1. Understand how we got current American Society for Colposcopy 
and Cervical Pathology (ASCCP) Guidelines
• Building on past guidelines

• Using large datasets and establishing guidelines that can adapt to new 
data, new tests etc.

2. Participants will gain knowledge and experience through 
demonstration of algorithm use and case reviews 

3. Participants will incorporate and apply the ASCCP guidelines into 
their practice



Cervical Cancer in US 2022 estimates

• About 14,100 new cases of invasive cervical cancer will be diagnosed.

• About 4,280 women will die from cervical cancer. 

2022 American Cancer Society



HPV type 16 causes majority of human HPV cancers
HPV 18 is next most common for cervix

Cervical, vaginal, vulvar                  anal, rectal                            oropharyngeal                             penile

McBride AA. 2017 Oncogenic human papillomaviruses. Phil. Trans. R. Soc. B 372: 20160273. June 2017

HPV 16
HPV 18



HPV infection is the norm, not the exception

• Most women and men will be infected with at least one type of 
genital HPV at some point in their lives
– Estimated 79 million Americans currently infected 

– 14 million new infections/year in the US

– HPV infection is most common in people in their teens and early 20s

• Most people will never know that they have been infected

• Estimated that 75% (3 out of every 4) people in the US will have been 
exposed to HPV by age 49

Jemal A et al. J Natl Cancer Inst 2013;105:175-201

Koutsky L, Am J Med. 1997;102(5A):3-8



Annual burden of genital HPV-related 
disease in U.S. females: 

American Cancer Society. 2008;         Schiffman Arch Pathol Lab Med. 2003;  Koshiol  

Sex Transm Dis. 2004;                           Insinga, Pharmacoeconomics, 2005

4,000 cervical cancer deaths
10,846 new cases of cervical cancer

330,000 new cases of HSIL: CIN2/3
(high grade cervical dysplasia)

1.4 million new cases of LSIL: CIN1
(low grade cervical dysplasia)

1 million new cases of genital warts

3 million cases and $7 billion 



HPV effects on skin

McBride AA. 2017 Oncogenic human papillomaviruses. Phil. Trans. R. Soc. B 372: 20160273. June 2017



Cervical Cancer prevention in the 21st century

• Pre 2000s – linear progression Atypia➔ CIN I➔ CIN II ➔ CIN III and 
eventually cancer. So freeze, cut or burn all cervical dysplasia (and the 
earlier the better)

• 2001 1st ASCCP (American Society for Colposcopy and Cervical 
Pathology) guidelines – 2 tiered system low grade and high grade, 
reflex testing with HPV for ASCUS paps, do not always treat CIN I, 
always treat CIN II +

• Updates 2006, 2012 and 2015 interim guidance on primary HPV 
testing



ACOG and USPSTF Pap recommendations



American Cancer Society Recommendations 
for Cervical Cancer Screening, 2020
• Asymptomatic average risk individuals

• Risk-Based Management Consensus Guidelines. 

• The recommendations do not apply to individuals at increased risk for 
cervical cancer:
• solid organ or stem cell transplantation

• human immunodeficiency virus infection 

• immunosuppression from other causes

• in utero exposure to diethylstilbestrol (DES)



American Cancer Society Recommendations 
for Cervical Cancer Screening, 2020
Screening: 
• Initiate cervical cancer screening at age 25 y 
• Primary HPV testing every 5 y through age 65 y (preferred)

If primary HPV testing is not available
• Co-testing (HPV testing in combination with cytology) every 5y or cytology 

alone every 3 y (acceptable) 

Stop screening:
• Individuals with a cervix > 65 y, no history of CIN 2 or a more severe in last 

25y  and documented adequate negative screening in the 10-y period 
before age 65 y



ASCCP consensus guideline process for 2019 
guidelines

• Goal = management of cervical cancer screening abnormalities 

• Numerous experts, 19 professional societies, – reviewed all current 
evidence and produced consensus guidelines

• NCI produced risk data and other scientific support

Perkins BP, et al. J Low Genit Tract Dis 2020;24: 102–131



Principles carried over from 2012

Risk based approach based on these principles:

• Zero cancer risk unattainable
• Unbalanced harm and over treatment if attempt zero risk (balancing benefits 

and harms)

• Discourage intensive workups and treatment in 21-24 year olds

• Surveillance of CIN II in “young women” (at least 25 yo)

• Similar (equal) management for similar (equal) risk 

• Guidelines are for asymptomatic patients 

Massad LS et al. Journal of Lower Genital Tract Disease, Volume 17, Number 5, 2013, S1 -S27



Terminology

• Recommended: Good data to support use when only one 
option is available

• Preferred: Option is the best (or one of the best) when there are 
multiple other options

• Acceptable: One of multiple options when there is either data 
indicating that another approach is superior or when there is no data 
to favor any single option

• Not Recommended: Weak evidence against an option that carries 
minimal risk (This was new in 2012)

• Unacceptable: Good data against use

Adapted from Wright et al JAMA (2022;287:2120-2129



How to define risk 2019:

• CIN3+ (CIN3, AIS, and cancer) remains dx to base risk calculations
• same as 2012: 5 year risk of developing CIN3+

• but now immediate CIN3+ risk and 5 year CIN3+ risk

• Calculate from large database that takes into account current 
results and past history

• Much like Gail model, FRAX and VBAC calculators



New 2019 Principles

• HPV testing is basis for risk estimation
• HPV testing alone or HPV testing with cytology (cotesting)

• Personalized risk-based management (current results and past history)

• Colposcopy must follow 2017 ASCCP Colposcopy Standards

• Allow for ongoing updates from validated new test methods, changes 
in risks (ie vaccination) etc.

Perkins BP, et al. J Low Genit Tract Dis 2020;24: 102–131



2019 ASCCP Process

* NCI epidemiologists and statisticians

• estimate risk based on large long term data base (Kaiser Permanente 
Northern California)

• 1.5 million women followed over 10 years: >400 cancers, 4,000 CIN 3+, 10,000 
CIN 2+ diagnosed 

• multiple US data sets used to validate risk

* Workgroups – determined Clinical action thresholds (surveillance, 
colposcopy and treatment) 

* Reach by consensus and intended to last  

Schiffman M et al. J Low Genit Tract Dis 2020;24:87-89



Fall 2019 (from preliminary guidelines)



2019 ASCCP changes in brief (sort of):

1) Recommendations are based on risk, not results alone
• Risk of CIN 3+ based on current results and history (even unknown hx)

• So same test results - ie HPV pos + LSIL may have different next steps if 
different history, like prior HPV pos or prior CIN II

2) Colposcopy can be deferred for certain patients
• Patients who have had a proper colposcopy and have <CIN2 and prior 

“minor” cytology and again have a “minor” pap or HPV pos at 1st year f/u 
can have repeat testing in one year 

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  



NA, not applicable because stable risk estimates are 
not available.

How do you determine
Risk of 4.5% and 2.9%? 

1) Look at tables 

or

2) ASCCP App

or

3) ASCCP website

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  



2019 ASCCP changes in brief (sort of):
3) Guidance for expedited treatment is expanded (i.e., treatment

without colposcopic biopsy – “Look and LEEP”)
• treatment without prior colposcopy biopsy is preferred 

• when immediate risk of CIN 3+ is > or equal to 60%
• or when 25 yrs or older and HSIL pap and HPV 16 pos or HSIL, HPV pos and rarely or 

never screened

• treatment without prior colposcopy biopsy is acceptable when risk 25–60%

4) Excisional treatment is preferred to ablative treatment for histologic
HSIL (CIN 2/CIN 3) in the United States
• Excision is recommended for adenocarcinoma in situ (AIS)

5) Observation is preferred to treatment for CIN 1 

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  



FIGURE 1

This figure demonstrates how 
patient risk is evaluated. For a 
given current results and history 
combination, the immediate CIN 
3+ risk is examined. If this risk is 
4% or greater, immediate 
management via colposcopy or 
treatment is indicated. If the 
immediate risk is less than 4%, 
the 5-year CIN 3+ risk is 
examined to determine whether 
patients should return in 1, 3, or 
5 years.

2019 ASCCP Risk-Based Management 
Consensus Guidelines for Abnormal 
Cervical Cancer Screening Tests and 
Cancer Precursors

Perkins, Rebecca B.; Guido, Richard S.; Castle, Philip E.; Chelmow, 
David; Einstein, Mark H.; Garcia, Francisco; Huh, Warner K.; Kim, 
Jane J.; Moscicki, Anna-Barbara; Nayar, Ritu; Saraiya, Mona; 
Sawaya, George F.; Wentzensen, Nicolas; Schiffman, Mark; for the 
2019 ASCCP Risk-Based Management Consensus Guidelines 
Committee

Journal of Lower Genital Tract Disease24(2):102-131, April 2020.

doi: 10.1097/LGT.0000000000000525

https://journals.lww.com/jlgtd/Fulltext/2020/04000/2019_ASCCP_Risk_Based_Management_Consensus.3.aspx


2019 ASCCP changes in brief (sort of):

6) Histopathology reports based on Lower Anogenital Squamous 
Terminology (LAST)/World Health Organization (WHO) 
recommendations for reporting histologic HSIL should include CIN 2 or 
CIN 3 qualifiers

• i.e., HSIL(CIN 2) and HSIL(CIN 3)

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  



2019 ASCCP changes in brief (sort of):

• 7) All positive HPV tests, regardless of genotype, should have 
additional reflex triage testing performed from the same laboratory 
specimen (e.g., reflex cytology).
• Requires your laboratory uses 1 of 2 current FDA approved tests for primary 

HPV testing and then reflex cytology

• Reflex cytology guides next step – ie HPV pos with HSIL pap managed 
different than HPV pos with ASCUS pap

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  



HPV 16 and HPV 18 are “special”

• *** HPV 16 and 18 have greatest risk of CIN 3 and occult cancer so colpo
with bx is indicated even with neg screening pap ***

• “For the purpose of these guidelines, HPV 18 infections were handled as a 
“special situation,” with recommended colposcopic referral, regardless of 
whether the 4.0% immediate risk of CIN 3+ threshold was met.”

• “Our analysis highlights the importance of partial HPV genotyping for 
clinical management of abnormal screening results. We still need to assess 
the value of genotyping for surveillance in different clinical settings 
(postcolposcopy and posttreatment)”

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  

Demarco M, eta al. J Low Genit Tract Dis 2020;24: 144–147



10 years



2019 ASCCP changes in brief (sort of):
8) Continued surveillance with HPV testing or cotesting at 3-year intervals for at least 
25 years is recommended after treatment of histologic HSIL, CIN 2, CIN 3, or AIS. 

• Continued surveillance at 3-year intervals beyond 25 years is acceptable for as long as the patient's life 
expectancy and ability to be screened are not significantly compromised by serious health issues.

• new evidence - risk remains elevated for at least 25 years 

• guidelines not address those with CIN 2 regression (ie no treatment) – I am assuming same 3 year testing

9) Surveillance with cytology alone is acceptable only if testing with HPV or cotesting
is not feasible. Cytology is less sensitive than HPV testing for detection of precancer
and therefore is recommended more often.

10) Human papilloma virus assays that are Food and Drug Administration (FDA)-
approved for screening should be used for management according to their regulatory 
approval in the United States. 
(Note: all HPV testing in this document refers to testing for high-risk HPV types only).

Perkins RB et al. J Low Genit Tract Dis 2020;24:102-131  



Case
• 32 yo woman ASC-H pap and HPV pos. Prior paps neg.

• Colposcopy performed using 2017 ASCCP colpo guidelines

• Entire SCJ seen and 3 biopsies of all areas with AW changes performed

• Histology is CIN 1 and atypia

• What is next? use
• ASCCP app 

or 

• Table 3 

or 

• Algorithm fig. 10



TABLE 3 CIN 3+ 1-Year and 5-Year Risks Upon Receipt of Colposcopy/Biopsy Result

Risk Estimates Supporting the 2019 
ASCCP Risk-Based Management 
Consensus Guidelines

Egemen, Didem; Cheung, Li C.; Chen, Xiaojian; Demarco, Maria; 
Perkins, Rebecca B.; Kinney, Walter; Poitras, Nancy; Befano, 
Brian; Locke, Alexander; Guido, Richard S.; Wiser, Amy L.; Gage, 
Julia C.; Katki, Hormuzd A.; Wentzensen, Nicolas; Castle, Philip E.; 
Schiffman, Mark; Lorey, Thomas S.

Journal of Lower Genital Tract Disease24(2):132-143, April 2020.

doi: 10.1097/LGT.0000000000000529

https://journals.lww.com/jlgtd/Fulltext/2020/04000/Risk_Estimates_Supporting_the_2019_ASCCP.4.aspx


Perkins et al, Section 1.4 (14 pages in to this paper)

• I.4 Management of LSIL (CIN 1) or Less Preceded by ASC-H or HSIL Cytology Guideline: When CIN 
2+ is not identified histologically after an ASC-H or HSIL cytology result, it is acceptable to review 
the cytologic, histologic, and colposcopic findings. If the review yields a revised interpretation, 
management should follow guidelines for the revised diagnosis (CIII). When CIN 2+ is not 
identified, HSIL cytology is managed more aggressively than ASC-H cytology. For cytology showing 
HSIL, but biopsy showing histologic LSIL (CIN 1) or less, either an immediate diagnostic excisional 
procedure or observation with HPV-based testing and colposcopy at 1 year is acceptable, 
provided in the latter case that the initial colposcopic examination fully visualized the 
squamocolumnar junction and the upper limit of any lesion, and that the endocervical sampling, 
if collected, was less than CIN 2 (BII). For ASC-H, if the colposcopic examination can fully visualize 
the squamocolumnar junction and the upper limit of any lesion and that the endocervical
sampling, if collected, is negative, observation at 1 year with HPV-based testing is recommended; 
a diagnostic excisional procedure is not recommended (BII). For both HSIL and ASC-H cytology, if 
observation is elected, and all tests are negative at the 1-year visit, repeat HPV-based testing is 
recommended in 1 year (at 2 years from the original cytology). If all tests are negative at both the 
1- and 2-year follow-up visits, return for retesting with HPV-based testing in 3 years is 
recommended, then proceed with long-term surveillance (Section J.3).

Perkins BP, et al. J Low Genit Tract Dis 2020;24: 102–131



NEW APP                               OLD APP



Click on publication



FIGURE 10

This figure describes 
management of histologic 
LSIL (CIN 1) preceded by 
ASC-H cytology.

2019 ASCCP Risk-Based 
Management Consensus 
Guidelines for Abnormal 
Cervical Cancer Screening 
Tests and Cancer Precursors

Perkins, Rebecca B.; Guido, Richard S.; 
Castle, Philip E.; Chelmow, David; 
Einstein, Mark H.; Garcia, Francisco; Huh, 
Warner K.; Kim, Jane J.; Moscicki, Anna-
Barbara; Nayar, Ritu; Saraiya, Mona; 
Sawaya, George F.; Wentzensen, Nicolas; 
Schiffman, Mark; for the 2019 ASCCP 
Risk-Based Management Consensus 
Guidelines Committee

Journal of Lower Genital Tract 
Disease24(2):102-131, April 2020.

doi: 10.1097/LGT.0000000000000525

https://journals.lww.com/jlgtd/Fulltext/2020/04000/2019_ASCCP_Risk_Based_Management_Consensus.3.aspx


What if our patient’s pap had been HSIL instead of ASC-H?

This figure describes 
management of 
histologic LSIL (CIN 1) 
preceded by HSIL 
cytology.

2019 ASCCP Risk-Based 
Management Consensus 
Guidelines for Abnormal 
Cervical Cancer Screening 
Tests and Cancer 
Precursors

Perkins, Rebecca B.; Guido, Richard S.; Castle, Philip 
E.; Chelmow, David; Einstein, Mark H.; Garcia, 
Francisco; Huh, Warner K.; Kim, Jane J.; Moscicki, 
Anna-Barbara; Nayar, Ritu; Saraiya, Mona; Sawaya, 
George F.; Wentzensen, Nicolas; Schiffman, Mark; 
for the 2019 ASCCP Risk-Based Management 
Consensus Guidelines Committee

Journal of Lower Genital Tract Disease24(2):102-
131, April 2020.

doi: 10.1097/LGT.0000000000000525

https://journals.lww.com/jlgtd/Fulltext/2020/04000/2019_ASCCP_Risk_Based_Management_Consensus.3.aspx


Age and reproductive plans remain important 
in how to manage

• 21-24 yo – still exceptions to many recommendations

• “young women” – new term in 2012 which essentially 
means a woman >25 yo planning on a future 
pregnancy



FIGURE 8

This figure describes management 
of CIN 2 in patients whose concerns 
about the effects of treatment on a 
future pregnancy outweigh their 
concerns about cancer. Also 
addressed is the management of 
histologic HSIL not further specified 
in women younger than 25 years, 
for whom observation is 
acceptable, and for women 25 
years or older for whom treatment 
is preferred.

2019 ASCCP Risk-Based Management 
Consensus Guidelines for Abnormal 
Cervical Cancer Screening Tests and 
Cancer Precursors

Perkins, Rebecca B.; Guido, Richard S.; Castle, Philip E.; Chelmow, 
David; Einstein, Mark H.; Garcia, Francisco; Huh, Warner K.; Kim, 
Jane J.; Moscicki, Anna-Barbara; Nayar, Ritu; Saraiya, Mona; 
Sawaya, George F.; Wentzensen, Nicolas; Schiffman, Mark; for the 
2019 ASCCP Risk-Based Management Consensus Guidelines 
Committee

Journal of Lower Genital Tract Disease24(2):102-131, April 2020.

doi: 10.1097/LGT.0000000000000525

https://journals.lww.com/jlgtd/Fulltext/2020/04000/2019_ASCCP_Risk_Based_Management_Consensus.3.aspx


Final note: HPV vaccine continues to work 10 
years after vaccination

• 10 years post vaccination HPV-16/18 vaccine shows continued 
efficacy against pre-cancer, irrespective of HPV type. 

• Studies also showed wide cross-protection against other high risk HPV 
types 31/33/45 in the long-term. 

Lehtinen M, et al. BMJ Open 2017;7:e015867. 
doi:10.1136/bmjopen-2017-01586



Why the controversy over a simple, safe and 
highly effective cancer prevention vaccine?

“It all comes down to the evils of sex. That’s an ideological position 
impervious to empirical evidence.”

James Trussell, director of the Office of Population Research at Princeton.



QUESTIONS??? 



Session Date Session Topic Speaker

December 7, 2022 Contraception: Beyond the basics Lauren MacAfee, MD

December 21, 2022 Management of abnormal PAP testing Ellie Wegner, MD

January 4, 2023 Endometriosis/Pelvic Pain Misty Blanchette Porter, MD

January 18, 2023 Abnormal Uterine Bleeding Jenn Dundee, MD

February 1, 2023 Preconception/Early Pregnancy Justin D’Angelis, MD

February 15, 2023 Adnexal Masses Charles Ashley, MD

March 1, 2023 Vulvovaginal disorders Tracey Maurer, MD

March 15, 2023 Patient-Centered Care: Reducing disparities TBD

April 5, 2023 Sexual function Jane Connoly, MD

April 19, 2023 Menopause/Amenorrhea Julia Johnson, MD

May 3, 2023 High Risk Breast Screening Kara Landry, MD



Closing Announcements
• Confirm case presenter(s) for next session

• Slides are posted at www.vtahec.org

• Recording of didactic portion will be sent by email to the full cohort 
• For the use of registered participants only

• Please complete evaluation survey after each session

• CE information and QR Code will be sent once evaluation is received

• Please contact us with any questions, concerns, or  suggestions:

• Mark.Pasanen@uvm.edu

• Patti.Smith-Urie@uvm.edu

http://www.vtahec.org/
mailto:Elizabeth.Cote@uvm.edu
mailto:Elizabeth.Cote@uvm.edu
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