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Discussion:   
The importance of cervical cancer screening in women and study follow up lies in the treatable nature of cervical cancer. 
Diagnosis, treatment and follow-up are based on histological staging. When discovered in early stages (I and II) cervical 
cancer can be treated effectively in 85-90% of cases with surgery or chemoradiotherapy and up to 60% in stage III disease.  
 
In October 2020, ASCCP (The American Society of Colposcopy and Cervical Pathology), updated clinical guidelines with a 
risk-based algorithmic approach to determine the necessity for surveillance, colposcopy, or treatment. Risk-based 
recommendations rather than result based recommendations are the major changes incorporated since the last update in 
2012. In addition, repeat testing for HPV DNA or co-testing at one year can now be done for minor screening abnormalities. 
In fact, observation is now the preferred treatment for CIN I.  In addition, excisional treatment of HSIL (CIN II or III) is 
preferred to ablative treatment. Finally, all positive primary HPV screening tests, regardless of genotype should have 
additional reflex cytology. Other more detailed essential changes from prior management guidelines were also discussed.  
 
Due to the complex nature of the new guidelines, the ASCCP has developed a free web-based management tool 
(https://app.asccp.org/). A smartphone app is also available for both the android and iOS platforms 
(https://www.asccp.org/mobile-app) for a fee.  The goal of these interactive tools is to make the ASCCP October 2020 
updates and guidelines user friendly and more widely used in clinical management and decision making.  

 

 

Colposcopy Results: 
10 o’clock Cervical Biopsy- Squamous mucosa, multiple fragments, with no significant pathology. Transitional zone is 
not present in this specimen. No evidence of HPV effect, glandular atypia, or high grade dysplasia visualized.  
6 o’clock Cervical Biopsy- Squamous mucosa, multiple fragments, with focal atypical squamous cells, favoring high 
grade squamous intraepithelial lesion CIN II/moderate dysplasia. Transitional zone is not present in this specimen. No 
evidence of glandular atypia or invasive carcinoma visualized. 
Endocervical Biopsy- Benign endocervical glandular epithelium, very scant amount. No evidence of HPV effect, glandular 
atypia or high grade dysplasia visualized                                                                              
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Presentation:  
C.B. is a 31 year-old female, G1P1 via SVD, s/p bilateral salpingectomy, and has a family history 
of breast cancer and a social history of smoking. The patient had a screening PAP smear done and 
co-testing with DNA PCR at a previous well woman exam from 05/04/2018 (results below).  She 
did not complain of dyspareunia or menorrhagia. The patient has had normal menstrual cycles that 
are moderate in flow and regular. No previous PAP history recorded. 
Physical Examination: 
● General- female, alert, oriented, and cooperative to exam. 
● Pelvic and Bimanual Exam- Normal uterine size, normal vaginal walls, cervix visualized, no 

irregular vulvar polyps or vaginal polyps, both ovaries were not palpable. No discharge. 
● Cardio/Pulm- RRR, no murmurs, rubs, or gallops. CTA B/L. 

 
 

Introduction: 
Human papillomavirus (HPV) is the most common sexually transmitted agent in the United 
States and is detected in almost all cases of cervical cancer. Specific HPV genotypes with 
differing cancer risk are well established (e.g. types 16 and 18 are considered high risk) (1). High 
risk HPV screening is an important tool to detect early disease, and lower incidence and 
mortality of cervical cancer. However, recommendations for screening and specific screening 
strategies must also weigh benefits against potential risks of harm. 

Timeline: 
05/04/2018- Well woman exam including PAP screening with co-testing of HPV. Cytology 
showed atypical cells of squamous type (ASCUS). High grade squamous intraepithelial lesion 
could not be excluded. HPV DNA PCR showed HPV 16 +, HPV 18 negative and other HPV 
strains negative. Unfortunately, after her initial screening showed an abnormality, the patient was 
lost to follow up until November 2019 when she reestablished care with a new PCP who referred 
her for colposcopy at the Eastside GYN Clinic.  
11/05/2019- Colposcopy completed. 
11/19/2019- Colposcopy data resulted. 
 

Follow-up events: 
About one month after colposcopy, C.B. complained of pelvic pain which she described as twisting sensation on standing 
and pain during sexual intercourse. No vaginal bleeding after her menses which occurred 1 week after colposcopy. The 
patient was scheduled for a LEEP, but it was rescheduled due to leukocytosis. CT A/P w/ IV contrast done on 12/16/2019 
showed left adnexal cyst, mild hepatic steatosis and hepatomegaly. No pelvic or retroperitoneal lymphadenopathy was seen. 
U/S the same day was congruent with left adnexal cyst. C.B. was  still having dyspareunia and generalized discomfort. C.B. 
was referred to U of R for LEEP and cone biopsy of her cervix on 02/19/2020. Pathology from the LEEP biopsy showed 
squamous epithelium with dysplasia from her endocervical biopsy as well as ecto/endocervical resection margins negative 
for dysplasia. Endocervical excision showed benign mucosa. CIN II was diagnosed based on colposcopic findings in the 
presence of HPV DNA. Although the patient did not have CIN on follow-up cytology after LEEP, the colposcopy may have 
been both diagnostic and therapeutic.  
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