CORSO DI AGGIORNAMENTO E FORMAZIONE COLPOSCOPISTI DEL
2° LIVELLO SCREENING PER IL CERVICOCARCINOMA CON L'AVVIO
DEL NUOVO PROGRAMMA REGIONALE E UTILIZZO DEL TEST HPV
COME TEST PRIMARIO
07/04/2014

LINEE GUIDA AMERICANE

Giovanni Maina

IV Struttura Complessa di Ostetricia e Ginecologia




“STANDARD AND QUALITY IN COLPOSCOPY”
D. Luesley

NHSCSP-Pubblication n° 2 January 1996

“COLPOSCOPY AND PROGRAMME
MANAGEMENT”

NHSCSP- Publication n.20 April 2004
NHSCSP- Publication n.20 May 2010



Ewrmpaan gubdedines oo QGuslily BasamEnce
I CesviCE] CEMCES SBCIE==riirg Sssoss Scordion

_'lll:.:—'-ll:l:—-—:—

2008

i
:
i
:
|
:
:




REVIEW Annals of Oncology 21:448-458,2010

EUROPEAN GUIDELINES FOR QUALITY ASSURANCE IN
CERVICAL CANCER SCREENING. SECOND EDITION-
SUMMARY DOCUMENT

M. Arbyn, A. Anttila, J. Jordan, G. Ronco, U. Schenck, N. Segnan, H. Wiener, A. Herbert & L. von Karsa.



GESTIONE DELLA PAZIENTE CON PAP TEST ANORMALE
LINEE GUIDA DELLA SOCIETA’ ITALIANA DI
COLPOSCOPIA E PATOLOGIA CERVICO VAGINALE
EDIZIONE 2006

MANUALE DEL Il LIVELLO
RACCOMANDAZIONI PER LA QUALITA" NELLA DIAGNOSI,
TERAPIA E FOLLOW UP DELLE LESIONI CERVICALI,
NELL'AMBITO DElI PROGRAMMI DI SCREENING
GISCI 2009



COLPOSCOPIC MANAGEMENT OF ABNORMAL CERVICAL
CYTOLOGY AND HISTOLOGY
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Summary of Recommendations

Recommended
Population Screening Method™ Management of Screen Results Comments
Aged <21y Mo screening HPFV testing should not be used
for screening or management
of ASC-US in this age group
Aged 21-29y Cytology alone HPV-positive ASC-UST or cytology of LSIL or more HPV testing should not be used
every 3y severe: Refer to ASCCP guidelines? for screening in this age group
Cytology negative or HPV-negative ASC-UST:
Rescreen with cytology in 3y
Aged 3065 y HPV and cytology HPV-positive ASC-US or cytology of LSIL or more Screening by HPV testing alone
“cotesting” every severe: Refer to ASCCP guidelines? is not recommended for most
5y (preferred) HPV positive, cytology negative: clinical settingst

Option 1: 12-mo follow-up with cotesting
Option 2: Test for HPV16 or HPV16/18 genotypes
= |f HPV16 or HPWV16/18 positive: refer to colposcopy
= |f HPV16 or HPV16/18 negative: 12-mo follow-up
with cotesting
Cotest negative or HPV-negative ASC-US: Rescreen
with cotestingin 5 ¥
Cytology alone every HP\-positive ASC-UST or cytology of LSIL or more
3y (acceptable) severe: Refer to ASCCP guidelines?
Cytology negative or HPV-negative ASC-US™:
Rescreen with cytology in 3y

Aged =6by Mo screening following Wormen with a history of CIN2 or
adequate negative a more severe diagnosis should
prior screening continue routing screening for

atleast 20 y




Summary of Recommendations

Population

Recommended
Screening Method™ Management of Screen Results

Comments

After hysterectomy

Mo screening

Applies to women without a cervix
and without a history of CIN2 or
a more severa diagnosis in the
past 20 y or cervical cancer ever

HP\ vaccinated

Follow age-specific
recommendations (same
as unvaccinated women)
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InEroduction

Cytology

Since the publication of the 2006 consensus guidelines, new
cervical cancer screening guidelines have been published
and new information has become available which includes
key cervical cancer screening and follow up, and cervical
precancer management data over a nine year period among
maore than | million women cared for at Kaiser Permanente
Morthern Califormia. Moreover, women under age 21 are no
longer receiving cervical cancer screening and cotesting
with high-risk HPV type assays, and cervical cytology 1s being
used to screen women 30 years of age and older.

Therefore, in 2012 the Amercan Society for Colposcopy and
Cervical Pathology {ASCCP), together with its 24 parmer
professional societies, Federal agencies, and international
orgamizations, began the process of revising the 2006
management guidelines. This culminated in the consensus

conference held at the National Institutes of Health in
September 2012, This report provides updated recommenda-
tions for managing women with cytological abnormalties.

A more comprehensive discussion of these recommendations
and their supporting evidence was published in the Journal
of Lower Genital Tract sease and Obstetncs and Gynecology
and is made available on the ASCCP wehsite at v ascop.org.

Histopathology

Appropnate management of women with histo-pathologically
diagnosed cervical precancer is an important component of
cernvical cancer prevention programs. Although the precise
number of women diagnosed with cervical precancer each
year in the U.5. is not known, it appears to be a relatively
commaon occurence. In 2001 and 2006, the American Society
for Colposcopy and Cervical Pathology and 28 partner
professional societies, federal agencies, and international
organizations, convened processes to develop and update
consensus guidelines for the management of women with

cervical precancer. Since then, considerable new informa-
tion has emerged about management of young women, and
the impact of treatment for precursor disease on pregnancy
outcomes. Progress has also been made in our understanding
of the management of women with adenocarcinoma in-situ,
alzo a human papillomawirus [HPV}—associated precursor
|esion to invasive cervical adenocarcinoma. Therefore, in
2012 the ASCCP, together with its partmer organizations,
reconvened the consensus process of revising the guide-
[ines. This culminated in the September 2012 Consensus
Conference held at the National Institutes of Health. This re-
port provides the recommendations developed for managing
women with cervical precancer. A summary of the guidefines
themselves—including the recommendations for manag-

ing women with cervical cytological abnormalities — are
published in JLGTD and Dbstetrics & Gynecology.

© Copyright, 2002, 2006, 2013 American Society for Colposcopy and Cervical Pathology. All rights reserved



General Comments

Although the guidelines are hased on evidence whenever
possible, for certain clinical situations limited high-guality
evidence exists. In these situations the guidelines are

based on consensus expert opinion. Guidelings should never
be a substitute for clinical judgment. Clinical judgment should
always be used when applying a guideline to an individual
patient since guidelines may not apply to all patient-related
situations. Finally, both clinicians and patients need to
recognize that while most cases of cervical cancer can be
prevented through a program of screening and management
of cervical precancer, no screening or treatment modality is
100% effective and invasive cemical cancer can develop in
women participating in such programs.

The 2001 Bethesda System terminology is used for cytological
classification. This terminology utilizes the terms low-grade
squamous intraepithelial lesion (LSIL) and high-grade
squamous intraepithelial lesion (HSIL) to refer to low-grade
lesions and high-grade cenvical cancer precursors respec-
tively. For managing cenvical precancer, the histopathological
classification is two-tiered applying the terms cervical
intraepithehal neoplasia grade 1 (CIN 1) to low-grade lesions
and CINZ 3 to high-grade lesions. If using the 2012 Lower
Anogenttal Squamous Terminology (LAST), CIN1 1s equivalent
to histopathological LSIL and CIN2 3 is equivalent to histo-
patholegical HSIL Please note that cytological LSIL is not
equivalent to histopathological CIN 1 and cytological HSIL

is not equivalent to histopathological CIN2.3. The current
guidelines expand clinical indications for HPY testing bazed
on studies using FOA-approved, validated HPY aszays.
Management decizsions based on results using HPV tests
not similarly validated may not result in outcomes intended
by these guidelines. HPY testing should be restricted to
high-risk {oncogenic) HPV types. Testing for low-risk (non-
oncogenic) HPY types has no role in evaluating women with
abnormal cervical cytological results. Therefore, whenever
"HPV testing” 15 mentioned in the guidelines, 1t refers to
testing for high-risk (oncogenic) HPY types only.

i© Copyright, 2002, 2006, 2013 American Society for Colposcopy and Cervical Pathology. All rights reserved



Definitions

B Colposcopyis the examination of the cervix, vagina,

and, in some instances the vulva, with the colposcope
after the application of a 3-5% acetic acid solution
coupled with obtaining colposcopically-directed biop-

sies of all lesions suspected of representing neoplasia.

Endocervical sampling includes obtaining & specimen
for either histopathological evaluation using an
endocervical curette or a cytobrush or for cytological
evaluation using a cytobrush.

Endocervical assessment is the process of evaluating
the endocervical canal for the presence of neoplasia
using either a colposcope or endocervical sampling.

(@ Copynight, 2002, 2006, 2013 American Society for Colposcopy @and Cervical Pathology. All rights reserved

Terms Utilized in the Consensus Guidelines

Diagnostic excisional procedure is the process of
obtaining a specimen from the transformation zone
and endocervical canal for histopathological evaluation
and includes laser conization, cold-knife conization,
loop electrosurgical excision procedure (LEEP), and
loop electrosurgical conization.

Adequate colposcopy indicates that the entire
squamocolumnar junction and the margin of any
visible lesion can be visualized with the colposcope.

Endometrial sampling includes obtaining & specimen
for histopathological evaluation using an endometrial

aspiration or biopsy device, a "dilatation and curettage”

or hysteroscopy.
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Unsatisfactory Cytology

\ poscopy

|

Manage per ASCCP
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Routine screening (HPV-/unk |
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_— Age =30 years

Ages 21-29+ -
_I--'-'_‘-'_‘-'--‘-
o /
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i

HPV unknown

Cytology NILM* but EC/TZ Absent/Insufficient

|
| ;
I|| HPFV ne?\atwe / \
Preferred
| (Preferred) > HPV positive
| & o Tea
*llr Cytology + HPV test in 1 year Genotyping
u ¥
Manage per
ASCCP Guideline

Routine screening

*Megative for intraepithelial lesion or malignancy
*HPV testing is unacceplable for screening women ages 21-20 years
© Copyright, 2013, Amencan Sociefy for Colpozcopy and Cenvical Pathology. Al ighfs resensed. m
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Mormal Cytology/HPY Positive \\

Management of Women = Age 30, who are Cytology Negative, but HPV Positive

Repeat Cotesting / \

HPV DNA Typing

@ 1 vear
Accepitable Acceptable
& k- e Y
Cytology Negative =ASC HPV 16 or 18 Positive HPV 16 and 18 Negative
and or
HPV Negative HPV positive \ ¥
+ Repeat Cotesting
Colposcopy @ 1 year
Repeat cotesting
@ 3 years l
Manage per Manage per
ASCCP Guideling ASCCP Guideline

L Copyright, 2013, Amencan Sociefy for Colposcopy and Cendcal Pathology. All ighis resened.



PROTOCOLLO PROGETTO PILOTA

v 4
PAP TEST [ Test HPV ]
|
¥ v I v
Protocollo attuale [ HPV - } : HPV +
PAP TEST
|
v v
; Inadeguati
Negatlv [ ASC-USH ] [ Smarriti / Distrutti

Gestione
CPO




Management of Women with Atypical Squamous Cells of Undetermined Significance (ASC-US) on Cytology™

Repeat Cytology g S HPV Testing
R Preferred
Accepiable
Negative >ASC HPV Positive HPV Negative
(managed the zame as
l \ women with LSIL)

Routine Colposcopy

Screening” Endocervical zampling preferred in wormen .
with no lesions, and those with inadequate e
o @ 3 years
colposcopy; it iz acceptable for others

*Management options may vary if the
woman is pregnant or ages 21-24. Ha“a'ge_PH_
*Cytology at 3 year intervals ASCCP Guideline

& Copyrighf, 2013, Amencan Sociefy for Colposcopy and Cenvical Pathology. All ighfz resened. m

ASC-US /



| ASC-US or LSIL: Age 21-24 \

Management of Women Ages 21-24 years with either Atypical Squamous Cells of
Undetermined Significance (ASC-US) or Low-grade Squamous Intraepithelial Lesion (LSIL)

Women ages 21-24 years with ASC-US or L5IL

v v

Repeat Cytology HPV Positive < Reflex HPV Testing

@;rifr:;:‘g‘? s Acceptable for ASC-US only
I's Y |

Negative, ASC-US ASC-H, AGC, HSIL

or LSIL HPV Negative
Repeat Cytology -
@ 12 months Routlr'!e
¥ - Screening
Negative x 2 > Asc —> | Colposcopy

Routine |.u& _
Screen Inﬂ © Copyright, 2013, American Society for Colposcopy and Cenvical Pathology. All rights resenved. mgﬂ




Management of Women with Low-grade Squamous Intraepithelial Lesions (LSIL)*

LSIL with negative HPV test

LSIL with no HPV test LSIL with positive HPV test

Preferred¢

Repeat Cotesting
1 year

' .

Cytology Negative
and
HPV Negative

.

Repeat Cotesting
@ 3 yvears

AC;W$-1 ¢ -_____________--"

Colposcopy |+

* Management options may vary if the woman
is ages 21-24 years (see fext)

/// 7
= ASC Non-pregnant and no lesion identifed Endocervical sampling “preferred™
or Inadeguate colposcopic examinaiion Endocensical sampling “preferred™
HPV positive Adeguate colposcopy and lesien identified Endocervical sampling “acceptable”™
i A
No CINZ,3 CINZ,3
Hanage per MEHEBE pPer
ASCCP Guideline ASCCP Guideline

& Copyright, 2013, Amerncan Sociefy for Colposcopy and Cervical Pathology. All ights resenved. m
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LSIL Pragnant Woman \

Management of Pregnant Women with Low-grade Squamous Intraepithelial Lesion (LSIL)

Pregnant Women with LSIL
Colposco Defer Colposcopy
Hiﬁemdpy {Uatil ot feast 6 weeks posfeanium]
Acceptable
No CIN2,3" CIN2,3
Postpartum follow-up Manage per * In women with no cytological, histological, or
ASCCP Guideline colposcopically suspected CINZ 3 ar cancer

& Copyright, 2013, Amencan Sociefy for Calpescopy and Cendcal Pathology. All ights rezened. m@a



Management of Women with Atypical Squamous Cells:
Cannot Exclude High-grade SIL (ASC-H)*

Colposcopy
Regardless of HPV status
No CIN2,3 CIN2,3
Manage per Manage per
ASCCP Guideline ASCCP Guideline

* Management oplions may vary if the woman
is ages 21-24.

& Copyright, 2073, Amernican Sociefy for Colposcopy and Cenvical Pathology. All ights resened. mﬁ_i
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ASC-H and HSIL: Age 21-24

Management of Women Ages 21-24 yrs with Atypical Squamous Cells, Cannot Rule Out
High Grade SIL (ASC-H) and High-grade Squamous Intraepithelial Lesion (HSIL)

High-grade colposcopic
lesion or HSIL

Colposcopy
(Immediate loop electrasurgical excision is unacceptable)
No CIN2,3
i ¥
T”ZE”"’;“”;’;.’; - Observation with
R%]Sf u IE cn.fpnscopy & cytnlagf *
and @ & month infervals for up to 2 years
No High-grade / \
Colposcopic Other HSIL
Abnarmamy results Persists for 24 months with
no CINZ, 3 identified
Routine l v
Screening Diagnostic
Manage per isi
*If colposcopy is adequate and endocervical ASCCP gui?:leline ﬁ:iiﬁ:$+
sampling is negative. Otherwise a diagnostic

excisional procedure is indicated.
*Nof if patient is pregnant

Persists for 1 year

|

Biopsy

|

CIN2,3 ——
(If no CIN2 3,
continue observation)

CIN2,3

Y

Manage per
ASCCP Guideline
for young women

with CIN2,3

& Copyright, 2073, Amercan Sociefy for Colposcopy and Cenvical Pathology. Al rights resened. m@i



Management of Women with High-grade Squamous Intraepithelial Lesions (HSIL)*

Immediate Loop
Electrosurgical Excision*

or

* Management oplions may vary if the woman
is pregnant, postmenopausal, or ages 21-24
* Not if pafient is pregnant or ages 21-24

Colposcopy

(with endocervical assessment)

v

No CINZ2,3

'

CiINZ,3

Manage per
ASCCP Guideline

& Copyright, 2013, Amercan Sociedy for Colpozcopy and Cenvical Pathology. All righfz resernved. m




AGLC \

Initial Workup of Women with Atypical Glandular Cells (AGC)

All subcategories
(except atypical endomeirial cels)

' v

Colposcopy (with endocervical sampling) Endometrial and
and Endometrial sampling (if = 35 yrs or at risk for endometrial neoplasia*) Endocervical Sampling

‘

No Endometrial Pathology

Atypical Endometrial Cells

*Includes unexplained vaginal bleeding or conditions suggesting chronic anovulation. c DIPDSI::GP}"

& Copyright, 2013, American Society for Colposcopy and Cenvical Pathology. All ighfs resenved. m@i



Subsequent Management of Women with Atypical Glandular Cells (AGC)

Initial Cytology is Initial Cytology is
AGC - NOS AGC (favor neoplasia) or AlS
.&“"ff T i
No CIN2+, AIS or Cancer CIN2+butno No Invasive Disease
Glandular Neoplasia
|
' ! l
Cotest Manage per Diagnostic
at 12 & 24 months ASCCP Guideline Excisional
Procedure*
Both negative / \Any abnormality
Cotest * Should provide an infact specimen with inferprefable margins.
3 years T Gq|pnscopyr Concomitant endocervical sampling is preferred

& Copyright, 2013, Amencan Society for Colposcopy and Cenvical Pathology. All ights resenved. EE@
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CIN1 Precaded by Lesser Abnormalities \

Management of Women with No Lesion or Biopsy-confirmed Cervical
Intraepithelial Neoplasia — Grade 1 (CIN1) Preceded by “Lesser Abnormalities™*

Follow-up without Treatment * “Lesser abnomalifies” include ASC-US
or LSIL Cytology, HPV 16+ or 18+, and
+ persistent HPV
Cotesting at 12 months » > ASC or HPV(+) = Management options may vary if the
woman is pregnant or ages 21-24.
HPV(- Colposco + Cytology if age <30 years, cofesfing
a-nd{ ) po Py if age =30 years
E] Iﬂfﬂgjf Negatwe ¢ t Either ablative or excisional methods.
¢ Excizion preferred if colposcapy
| | inadequate, positive ECC, or
Age appropriate: retesting No CIN CIN2,3 CIN1 previously treated.
3 years later | |
Cytology negative l l
v .
; If persists for Follo
HPV(- M  » ollow-up or
¥ t Agcgﬁagﬁiﬂﬁjine at least 2 years Treatment *

| Routine screening® |

& Copyright, 2013, American Sociefy for Colposzcopy and Cervical Pathology. Al ights resenved. m@i



Management of Women with No Lesion or Biopsy-confirmed Cervical Intraepithelial
Neoplasia — Grade 1 (CIN1) Preceded by ASC-H or HSIL Cytology

Diagnostic Review of cytological,
Cotesting at 12 and 24 months™ or Excision Or histological, and
Procedure* colposcopic findings
! | y |
HPV{-) HPV(+) or Any HSIL -
and cytology at either visit Manage per
Cytology Negative  abnormality ASCCP Guideline
at both visits except HSIL for revised diagnosis
- *Only if colposcopy was adeqguate and endocervical sampling is negative
Age-specific Colposcopy ~ Fxcept in special populations (may include pregnant women and those ages 21-24)
Retesting *Cyiology if age <30, cotesting i age =30 years
in 3 years*

& Copyright, 2013, Amencan Sociefy for Colposcopy and Cendcal Pathology. Al ightz resenved. m

CIN1 Preceded by ASC-H or HEIL /



CIN1: Age 21-24 \

Management of Women Ages 21-24 with No Lesion or Biopsy-confirmed Cervical
Intraepithelial Neoplasia — Grade 1 (CIN1)

After ASC-US or LSIL

v

@ 12 months

Repeat Cytology

-

e

e
'Y

<ASC-H or HSIL 2 ASC-Hor HSIL

|

Repeat Cytology

@ 12 mos
Negative = ASC —*
Routine
Screening

Colposcopy

After ASC-H or HSIL

Manage per ASCCP Guideline
for Women Ages 21-24 with ASC-H or HSIL
using postcolposcopy path for
No CIN2,3

& Copyrighf, 2013, Amerncan Sociefy for Colpozcopy and Cenvical Pathology. All rightz resenqed. Eﬂg}i



Management of Women with Biopsy-confirmed Cervical Intraepithelial Neoplasia — Grade 2 and 3 (CIN2,3)*

Inadequate Colposcopy or

“Management options will Adeguate Colposcopy Recurrent CIN2,3 or
vary in special circumstances Endocervical sampling is CIN2,3
or if the woman is pregnant
or ages 21-24
HIF CINZ. 3 is identified at the Either Excision’ or Diagnostic Excisional
miargins of an excisional Ablation of T-zone* Proceduret
procedure or post-procedure
ECC, eytology and ECC at ¢ i
4-6mo iz prefermed, but repeat )
excision is acceptable and Cotesting at 12 and 24 months
hysterectomy is accepfabie Jff \*
if re-excision is nof feasible. 2% Ne gamre Resulis An_l.f test abnormal
Repeat cotesting
in 3 years
Colposcopy
J{/ With endocerndical sampling

Routine screening

& Copyright, 2013, Amencan Sociefy for Colpozcopy and Cenvcal Pathology. Al rights resenved. m
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CIN23 in Young Women \

Management of Young Women with Biopsy-confirmed Cervical Intraepithelial Neoplasia
— Grade 2,3 (CIN2,3) in Special Circumstances

Young Women with CIN2,3

Either treatment or obsenvation is acceptable, provided colposcopy is adequate. When CINZ is speciffed,
observation is preferred. When CIN3 is specified, or colposcopy is inadequate, treatment is preferred.

Observation — Colposcopy & Cytology Treatment using Excision
(@ & month intervals for 12 months or Ablation of T-zone
f_,.-"' "'-—\._\_\_\_H_\-\--\_\*
'?j ]5 3:: i;?g;jeg;’g:& Colposcopy worsens or
an -
P Py High-grade Cytology or Colposcopy GIN3 or CIN2,3 persists for 24 months
, persists for 1 year
Cotest in 1 year —» Either test l
# abnormal \‘
Repeat Col /B
Both tests negative mﬂesﬂp;;ﬁﬂzdjmy Sl e Abenn e 2

Cotestin 3 years & Copyrighf, 2013, American Society for Colposcopy and Cenvical Pathology. All righfz resenved. m@i




Management of Women Diagnosed with Adenocarcinoma in-situ (AlS) during a Diagnostic Excisional Procedure

. Conservative Management
Hysterectomy — Preferred Acceptable if future fertility desired

/ ™~

Margins Involved or Margins Negative
ECC Positive
Re-axcision Re-evaluation™
Recommended @@ 6 months — acceptable
Long-term
Follow-up

* Using a combination of cofesting and
colposcopy with endocervical sampling

& Copyright, 2013, Amencan Sociefy for Colposcopy and Cenvical Pathology. All ights resernved. m
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LAST Terminolegy

Interim Guidance for Managing Reports using the Lower Anogenital Squamous
Terminology (LAST) Histopathology Diagnoses

Low Grade Squamous High Grade Squamous
Intraepithelial Lesion Intraepithelial Lesion
(LSIL)* (HSIL)*
Manage like Manage like

CIN1 CIN2,3

*Histopathology Results anly.

& Copyrighf, 2013, Amencan Sociefy for Colposcopy and Cenvical Pathology. All ights resened. Eﬂ@}i
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2012 Updated Consensus
Guidelines for the Management of
Abnormal Cervical Cancer
Screening Tests and Cancer
Precursors

Box 1. Essential Changes From Prior Management
Guidelines*

« Cytology reported as negative but lacking endocervical cells can be
managed without early repeat.

« CIN 1 on endocervical curettage should be managed as CIN 1, not as a
positive ECC.

» Cytology reported as unsatisfactory requires repeat even if HPV negative.

« Genotyping triages HPV-positive women with HPV type 16 or type
18 to earlier colposcopy only after negative cytology; colposcopy is
indicated for all women with HPV and ASC-US, regardless of
genotyping result.

« For ASC-US cytology, immediate colposcopy is not an option. The serial
cytology option for ASC-US incorporates cytology at 12 months, not
6 months and 12 months, and then if negative, cytology every 3 years.

» HPV-negative and ASC-US results should be followed with co-testing at
3 years rather than 5 years.

» HPV-negative and ASC-US results are insufficient to allow exit from
screening at age 65 years.
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Box 1. Essential Changes From Prior Management
Guidelines*

» The pathway to long-term follow-up of treated and untreated CIN 2+
is more clearly defined by incorporating co-testing.

« More strategies incorporate co-testing to reduce follow-up visits. Pap-only
strategies are now limited to women younger than 30 years, but
co-testing is expanded even to women younger than 30 years in some
circumstances. Women aged 21-24 years are managed conservatively.

CIN, cervical intraepithelial neoplasia; ECC, endocervical curettage; HPV, human papil-

lomavirus; ASC-US, atypical squamous cells of undetermined significance.
*Prior management guidelines were from the “2006 Consensus Guidelines for the
Management of Women With Abnormal Cervical Screening Tests"” (6). Prior guidelines

not changed were retained.
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Box 2.

A recent consensus conference (the Lower Anogenital Squamous
Terminology [LAST] Project convened by the College of American
Pathologists and the American Society for Colposcopy and Cervical
Pathology) adopted a two-tier terminology that incorporates ancillary
tests and other criteria to distinguish indeterminate lesions as high grade
or low grade. Until a comprehensive evidence review and consensus
guidelines development process can be conducted, histopathology
results reported as low-grade squamous intraepithelial lesions (LSIL)
should be managed as cervical intraepithelial neoplasia (CIN) 1 and
those reported as high-grade squamous intraepithelial lesions
(HSIL) should be managed as CIN 2,3 (14).



Grazie

per |'attenzione



