
	

https://denofo.nurepikis.com/337616755129861046597425287702844222539589?rirokavijaguxuviwukujibe=jozosadilelatajakawemolivirudejowunewimekurudizevepowunagagutatosurusoxepinajukonejabesuxebunolugopokimesumefixudipomizozipijuxasafiruxaxizawisetugejogejelofexaxojodenepipuxuvukaligobozonezawifiworesidabapivi&utm_term=%D8%A7%D9%84%D9%85%D8%A8%D8%A7%D8%AF%D8%A6+%D8%A7%D9%84%D8%AA%D9%88%D8%AC%D9%8A%D9%87%D9%8A%D8%A9+asccp+agcl&muxizepasijepanapisuputopojexalesugevevuzopawagukejujikeloribirekipiwazopigalagamebokavumagol=tawegezenewarigejuxojumisigidurulakavuvirazedafamudofilolipopuwizujawelamunamorizetiruzevibafakixupubaji
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Skip	to	main	content	2024-02-01	 تافآ 	 نع 	 فشكلا 	 لب 	 ،بسحف 	 يرشبلا 	 يميلحلا 	 مرولا 	 سوريفب 	 ىودعلا 	 ديدحت 	 ىلع 	 يرشبلا 	 يميلحلا 	 مرولا 	 سوريف 	 نع 	 فشكلا 	 نم 	 ضرغلا 	 رصتقي لا	 .	 قلقلا 	 ببست 	 دقو 	 محرلا 	 قنع 	 ناطرسب 	 صخشلا 	 ةباصإ 	 ةرورضلاب 	 ينعت 	لا	 يرشبلا 	 يميلحلا 	 مرولا 	 سوريفل 	 يوونلا 	 ضمحلا 	 رابتخا 	 ةيباجيإ 	 نإف 	 ،كلذ 	 عمو 	 ،ركبملا 	 فشكلاو 	 ةيساسحلا 	 ثيح 	 نم 	 ةصاخ 	 ،محرلا 	 قنع 	 تاحسمب 	 ةنراقم 	 محرلا 	 قنع 	 ناطرسل 	 ركبملا 	 صحفلا 	 يف 	 ةريبك 	 ايازم 	 يرشبلا 	 يميلحلا 	 مرولا 	 سوريفل 	 يوونلا 	 ضمحلا 	 رابتخا 	 رفوي 	 ،محرلا 	 قنع 	 ناطرسل 	 ةرمتسملا 	 ةحفاكملا 	 يف .	 اهجلاعو 	 ةيناطرسلا 	 لبق 	 ام 	 تلااحلا 	 نع 	 ركبملا 	 فشكلا 	 ىلع 	 ،ةينطولا 	 ناطرسلا 	 تلااكوو 	 ةيملاعلا 	 ةحصلا 	 ةمظنمب 	 رثأتت 	 يتلا 	 ،محرلا 	 قنع 	 ناطرس 	 صحفل 	 ةيلودلا 	 ةيهيجوتلا 	 ئدابملا 	 ددشت .	 تفونليس 	 تاودأو 	 فشاوك 	 نم 	 لماش 	 لح 	 مادختساب 	 محرلا 	 قنع 	 ناطرس 	 صحف 	 يف 	 ةدعاسملا
JM,	Garcia	FA,	Moriarty	AT,	Waxman	AG,	Wilbur	DC,	Wentzensen	N,	Downs	LS	Jr,	Spitzer	M,	Moscicki	AB,	Franco	EL,	Stoler	MH,	Schiffman	M,	Castle	PE,	Myers	ER,	Chelmow	D,	Herzig	A,	Kim	JJ,	Kinney	W,	Herschel	WL,	Waldman	J.	Saslow	D,	et	al.	J	Low	Genit	Tract	Dis.	2012	Jul;16(3):175-204.	doi:	10.1097/LGT.0b013e31824ca9d5.	J	Low	Genit	Tract	Dis.	2012.	PMID:	22418039	Free	PMC	article.	Review.	Skip	to	main	content	 ءاضعأ 	 كلذ 	 يف 	 امب 	 انئاضعلأ 	 مهتياعر 	 يف 	 ةمدخلا 	 يمدقم 	 هيجوت 	 يف 	 ةدعاسملا 	 ىلإ 	 تاداشرلإا 	 فدهت .	 اينطو 	 اهب 	 فرتعملا 	 تلااكولا 	 نم 	 ءارظنلا 	 لبق 	 نم 	 اهتعجارم 	 تمت 	 يتلاو 	 ةلدلأا 	 ىلع 	 ةمئاقلا 	 ةلصلا 	 تاذ 	 ةيهيجوتلا 	 ئدابملا 	 ىلإ 	 ةراشلإا 	 متت .	 هاندأ 	 حضوم 	 وه 	 امك 	 ،ةيئاقولا 	 تامدخلاو (	 ةيكولسلاو 	 ةيبطلا 	 ةيحصلا 	 تلااحلا 	 كلذ 	 يف 	 امب 	) ةنمزملا 	 ضارملأل 	 تاداشرإ 	 نطنشاو 	 يف 	 عمتجملا 	 ةحص 	 ةطخ 	 مدختست
Services	Only.	 ةيريرسلا 	 ةدوجلا 	 نيسحت 	 ةنجل 	 كراشت .	 نيماع 	 لك 	 لقلأا 	 ىلع 	 ةدحاو 	 ةرم 	 تاداشرلإا 	 عيمج 	 ةعجارم 	 متت .	 ةلدلأا 	 ىلع 	 ةمئاقلا 	 ةيلاحلا 	 ةيهيجوتلا 	 ئدابملا 	 عم 	 ىشامتت 	 مادختسلاا 	 ةرادإ 	 تارارق 	 يف 	 ةمدختسملا 	 ةيريرسلا 	 ةيطغتلا 	 ريياعم 	 نأ 	 اضًيأ 	 ةيهيجوتلا 	 ئدابملا 	 نمضت 	(CQIC)،	 كراشت .	 ةرفوتملا 	 طباورلا 	 ىلع 	 كلذكو 	 ،بلطلا 	 دنع 	 ةمدخلا 	 يمدقم 	 وأ 	 ءاضعلأل 	 تاداشرلإا 	 نم 	 ةيقرو 	 خسن 	 رفوتت .	 تارييغت 	 يأ 	 ىلع 	 قفاوتو 	 ،ةعجارملا 	 هذه 	 يف 	 ،ةكبشلا 	 يف 	 ةدوجلا 	 ييئاصخأو 	 ةيكولسلاو 	 ةيبطلا 	 ةحصلا 	 تامدخ 	 يمدقم 	 مضت 	 يتلاو 	CHPW	 ددحت 	 ،ماع 	 لك 	 يف .	 ةينواعتلا 	 يرب 	 تايصوت 	 عبتتو 	 اضًيأ 	Bree	Collaborative	 يف 	 نيلجسملل 	 ةمدقملا 	 ةيحصلا 	 ةياعرلا 	 عون 	 هيجوتل 	 نطنشاو 	 ةيلاوب 	 ةيحصلا 	 ةياعرلا 	 ةئيه 	 ىلإ 	 اهلاسرإ 	 متي 	 مث 	 ،ىرخلأا 	 تامظنملا 	 هب 	 موقت 	 يذلا 	 لمعلاو 	 ةيلاحلا 	 ةدوجلا 	 نيسحت 	 جمارب 	 رابتعلاا 	 يف 	 تايصوتلا 	 ذخأت .	 ةلدلأا 	 ىلع 	 ةمئاق 	 تايصوت 	 عضول 	 ءاربخلا 	 نم 	 لمع 	 ةعومجم 	 لبق 	 نم 	 ةعجارملل 	 اهرايتخا 	 مت 	 يتلا 	 عيضاوملا 	 ةعجارم 	 متت .	 ىضرملا 	 ةملاسب 	 قلعتت 	 تلاكشم 	 ىلع 	 يوطنت 	 يتلا 	 وأ 	 ،ضيرملا 	 ةحص 	 وأ 	 لضفأ 	 ةياعر 	 ىلإ 	 يدؤت 	لا	 اهنكلو 	 رركتم 	 لكشب 	 اهمادختسا 	 متي 	 يتلاو 	 ،ةياعرلا 	 ميدقت 	 ةقيرط 	 يف 	 ريبكلا 	 نيابتلا 	 تاذ 	 ةيحصلا 	 ةياعرلا 	 تامدخ

دمتعا 	،(2014	 لولأا 	 نيرشت / ربوتكأ 	18-13 	) ةسداسلا 	 ةرودلا 	 	...يف صوصنملا 	 اهتامازتلاب 	 ءافولا 	 ىلع 	 فارطلأا 	 ةدعاسم 	 وه 	 ةيهيجوتلا 	 ئدابملا 	 هذه 	 نم 	 ضرغلا 	 نإهنع 	 علاقلإاو 	 غبتلا 	 ىلع 	 دامتعلااب 	 قلعتي 	 اميف 	 بلطلا 	 نم 	 دحلا 	 ىلإ 	 ةيمارلا 	 	...ريبادتلا ةحصلا 	 ةمظنم 	 ةيقافتا 	 نم 	13	 ةداملا 	 ىضتقمب 	 اهتامازتلاب 	 ءافولا 	 ىلع 	 فارطلأا 	 ةدعاسم 	 وه 	 ةيهيجوتلا 	 ئدابملا 	 هذه 	 نم 	 ضرغلا 	 نهتياعرو 	 هل 	 جيورتلاو 	 غبتلا 	 نع 	 	...نلاعلإا بجومب 	 اهتامازتلاب 	 ءافولا 	 ىلع 	 فارطلأا 	 ةدعاسم 	 وه 	 ةيهيجوتلا 	 ئدابملا 	 هذه 	 نم 	 دوشنملا 	 ضرغلاةماعلا 	 ةيعوتلاو 	 بيردتلاو 	 لاصتلااو 	 ميلعتلا 	 نأشب 	 ةيهيجوتلا 	 	...ئدابملا رمتؤم 	 دصاقمو 	 غبتلا 	 ةحفاكم 	 نأشب 	 ةيراطلإا 	 ةيملاعلا 	 ةحصلا 	 ةمظنم 	 ةيقافتا 	 ماكحأ 	 رئاس 	 عم 	 قواستلابتتاحلطصملا 	 لامعتساو 	 ئدابملاو 	 ضرغلا 	 غبتلا 	 تاجتنم 	 ميسوتو 	 	...فيلغت نم 	9	و10	 نيتداملا 	 بجومب 	 اهتامازتلاب 	 ءافولا 	 ىلع 	 فارطلأا 	 ةدعاسم 	 وه 	 ةيهيجوتلا 	 ئدابملا 	 هذه 	 نم 	 ضرغلاغبتلا 	 تاجتنم 	 نع 	 فشكلا 	 ميظنتو 	 غبتلا 	 تاجتنم 	 تايوتحم 	 	...ميظنت ئدابملا 	 هذه 	 نم 	 فدهلا 	 لثمتي 	 فارطلإا 	 رمتؤم 	 دصاقمو 	 غبتلا 	 ةحفاكم 	 نأشب 	 ةيراطلإا 	 ةيملاعلا 	 ةحصلا 	 ةمظنم 	 ةيقافتا 	 ماكحأ 	 رئاس 	 عم 	 قواستلابغبتلا 	 ناخدل 	 ضرعتلا 	 نم 	 	...ةيامحلا غــبتلا 	 اــقفو 	 ةــحفاكم 	 نأــشب 	 ةــیراطلإا 	 ةــیملاعلا 	 ةحــصلا 	 ةــمظنم 	 ةــیقافتلا 	 ىرــخلأا 	 ماــكحلأل 	 اــقفوغبتلا 	 ىلع 	 بلطلا 	 نم 	 دحلل 	 ةيبيرضلاو 	 ةيرعسلا 	 	COP	ريبادتلا نم 	17	و	18	 نيتداملاب 	 قلعتي 	 اميف 	) غبتلا 	 ةعارزل 	 ايداصتقا 	 ةمادتسم 	 لئادب 	 نأشب 	 تايصوتلاو 	 تاسايسلا 	 تارايخ 	 نم 	 	،(FCTC	WHO	ةعومجم نم 	17	و	18	 نيتداملاب 	 قلعتي 	 اميف 	) ايداصتقا 	 ةمادتسملا 	ً	 غبتلا 	 ةعارز 	 لئادب 	 نأشب 	 تايصوتو 	 تاسايس 	 	:تارايخ هاندأ 	 طبارلا 	 نم 	 اهليمحت 	 نكمي 	 	(WHO	FCTC	يتلاو راطإ 	 ريفوت 	 وه 	 تايصوتلا 	 هذه 	 نم 	 ضرغلا ...	Skip	to	main	content	Skip	to	main	content	Although	the	guidelines	are	based	on	evidence	whenever	possible,	for	certain	clinical	situations,	there	is	limited	high	quality	evidence,	and	in	these	situations	the	guidelines	have,	by	necessity,	been	based
on	consensus	expert	opinion.	It	is	also	important	to	recognize	that	these	guidelines	should	never	substitute	for	clinical	judgment.Clinical	judgment	should	always	be	used	when	applying	a	guideline	to	an	individual	patient	because	it	is	impossible	to	develop	guidelines	that	will	apply	to	all	situations.Sometimes	cytology	or	pathology	are	not	conclusive.	Consider	management	according	to	the	highest-grade	abnormality	found	when	histology	or	cytology	is	inconclusive	such	as	a	result	of	‘LSIL	cannot	rule	out	HSIL’.Note	that	a	negative	past	history	should	be
entered	only	when	documented	in	the	medical	record	and	performed	on	time:Negative	HPV	test	or	cotest	within	5	yearsColposcopic	examination	confirming	CIN1	or	less	within	1	year.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	cervical	cancer	can	develop	in	women	participating	in	such	programs.SummaryUpdated	United	States	consensus	guidelines	for
management	of	cervical	screening	abnormalities	are	needed	to	accommodate	the	three	available	cervical	screening	strategies:	primary	human	papillomavirus	(HPV)	screening,	cotesting	with	HPV	testing	and	cervical	cytology,	and	cervical	cytology	alone.	New	data	indicate	that	a	patient's	risk	of	developing	cervical	precancer	or	cancer	can	be	estimated	using	her	current	screening	test	results	and	prior	screening	test	and	biopsy	results,	while	considering	personal	factors	such	as	age	and	immunosuppression.	Furthermore,	since	prior	test	results	affect	risk,
patients	with	prior	abnormalities	often	require	surveillance	with	HPV	testing	or	cotesting	at	more	frequent	intervals	than	are	recommended	for	screening.	Routine	screening	applies	only	to	patients	without	risk	factors.The	2012	consensus	guidelines	were	the	first	to	be	based	on	the	principle	of	equal	management	for	equal	risk,	specifically,	the	risk	of	a	patient	developing	cervical	cancer,	estimated	by	the	surrogate	endpoint	of	the	5-year	risk	of	cervical	intraepithelial	neoplasia	(CIN)	grade	3	(CIN3)	or	more	severe	diagnoses	(CIN3+),	regardless	of	which	test
combinations	yielded	this	risk	level.	Introduction	of	risk-	based	guidelines	in	2012	was	a	conceptual	breakthrough,	but	the	recommendations	retained	a	continued	reliance	on	complicated	algorithms	and	insufficiently	incorporated	past	screening	history.	With	a	more	nuanced	understanding	of	how	prior	results	affect	risk,	and	more	variables	to	consider,	the	2019	guidelines	further	align	management	recommendations	with	current	understanding	of	HPV	natural	history	and	cervical	carcinogenesis.	More	frequent	surveillance,	colposcopy,	and	treatment	are
recommended	for	patients	at	progressively	higher	risk,	while	those	at	lower	risk	can	defer	colposcopy,	undergo	follow-up	at	longer	surveillance	intervals	and,	when	at	sufficiently	low	risk,	return	to	routine	screening.	Clearly	defined	risk	thresholds	to	guide	management	are	designed	to	continue	functioning	appropriately	when	population-level	prevalence	of	CIN3+	decreases	due	to	HPV	vaccination,	and	also	as	new	screening	and	triage	tests	are	introduced.	The	revised	guidelines	provide	a	framework	for	incorporating	new	data	and	technologies	as	ongoing
incremental	recommendation	revisions,	minimizing	the	time	needed	to	implement	changes	that	are	beneficial	to	patient	care.Frequently	Asked	QuestionsWho	developed	these	guidelines?The	ASCCP	Risk-Based	Management	Consensus	Guidelines	represent	a	consensus	of	nearly	20	professional	organizations	and	patient	advocates,	convened	by	ASCCP;	they	are	designed	to	safely	triage	individuals	with	abnormal	cervical	cancer	screening	results.	The	last	10	years	of	research	has	shown	that	risk-based	management	allows	clinicians	to	better	identify	which
patients	will	likely	go	on	to	develop	pre-cancer	and	which	patients	may	be	indicated	to	return	to	routine	screening.	A	full	list	of	organizations	participating	in	the	consensus	process	is	available.How	are	these	guidelines	different?The	new	Risk-Based	Management	Consensus	Guidelines	have	several	important	differences	from	the	2012	Guidelines,	while	retaining	many	of	principles,	such	as	the	principle	of	equal	management	for	equal	risk.	Rather	than	consider	test	results	in	isolation,	the	new	guidelines	use	current	and	past	results	to	create	individualized
assessments	of	a	patient's	risk	of	progressing	to	precancer	or	cancer.	The	goals	of	the	ASCCP	Risk-Based	Management	Consensus	Guidelines	are	to	increase	accuracy	and	reduce	complexity	for	providers	and	patients.Do	the	new	guidelines	still	use	algorithms?The	new	guidelines	rely	on	individualized	assessment	of	risk	taking	into	account	past	history	and	current	results.	Risk	estimation	will	use	technology,	such	as	a	smartphone	application	or	website.	Because	the	new	Risk-Based	Management	Guidelines	will	be	electronic,	updates	and	new	technologies	will
be	incorporated	at	a	much	faster	rate	than	in	previous	iterations	of	guidelines.	The	ability	to	adjust	to	the	rapidly	emerging	science	is	critical	for	the	long-term	utility	of	the	guidelines.	There	will	be	an	option	available	at	no	cost.Why	were	the	guidelines	revised	now?The	management	guidelines	were	revised	now	due	to	the	availability	of	sufficient	data	from	the	United	States	showing	that	incorporation	of	the	risk-based	approach	can	provide	more	appropriate	and	personalized	management	for	an	individual	patient	based	on	their	current	results	and	past	history.
In	addition,	several	new	recommendations	for	cervical	cancer	screening	have	come	out	since	2012,	such	as	primary	HPV	as	a	screening	option	for	patients	25	years	of	age	and	older.	Updated	guidelines	were	needed	to	incorporate	these	changes.	In	addition,	changing	the	paradigm	of	management	from	one	that	is	based	on	specific	test	results	to	one	that	is	based	on	a	patient's	risk	will	allow	for	incorporation	of	future	technologies	as	well.Clinical	SituationsRoutine	Screening	(within	past	5	years):	Management	of	HPV	and/or	cytology	results	obtained	during
routine	cervical	cancer	screening	and	for	patients	where	prior	screening	results	did	not	result	in	colposcopy,	but	where	risk	was	too	high	to	return	to	routine	screening.Rarely	screened	(>5	years	ago):	Patients	who	are	not	currently	in	surveillance	and	have	not	undergone	screening	within	the	past	5	years.Evaluation	of	a	colposcopic	biopsy:	Management	of	biopsy	results	after	colposcopy.Management	of	results	during	post	colposcopy	surveillance	(within	past	7	years):	Management	of	current	HPV	and/or	cytology	results	for	patients	who	previously	were	triaged
to	1-year,	3-year	or	5-year	follow-up	after	colposcopy.Follow-up	after	treatment:	Management	of	current	HPV	and/or	cytology	results	for	patients	who	have	previously	been	treated	for	dysplasia.GlossaryCIN2+:	this	term	includes	CIN2,	CIN3,	AIS,	and	cancerCIN3+:	this	term	includes	CIN3,	AIS,	and	cancerClinical	Action	Threshold:	this	term	refers	to	risk	levels	that	prompt	different	clinical	management	strategies.	For	example,	an	immediate	CIN3+	risk	of	4%	is	the	Clinical	Action	Threshold	for	colposcopy;	risks	below	this	threshold	undergo	surveillance,	while
risks	above	this	threshold,	but	below	the	expedited	treatment	threshold,	undergo	colposcopy.Colposcopy	standards:	this	term	refers	to	the	ASCCP	Colposcopy	Standards	that	provide	evidence-based	recommendations	for	the	practice	of	colposcopy.Cotesting:	this	term	refers	to	screening	or	surveillance	performed	with	both	cytology	and	HPV	testing.Expedited	treatment:	this	term	means	treatment	without	confirmatory	colposcopic	biopsy	(e.g.,	see	and	treat).Excisional	treatment:	this	term	includes	procedures	that	remove	the	transformation	zone	and	produce	a
specimen	for	histologic	analysis,	such	as	Loop	Electrosurgical	Excision	Procedure	(LEEP),	Large	Loop	Excision	of	the	Transformation	Zone	(LLETZ),	and	cold	knife	conization.HPV:	this	term	refers	to	Human	Papillomavirus.	Within	this	text,	HPV	refers	specifically	to	high-risk	HPV	as	defined	by	IARC,	including	the	12	types	that	are	considered	Class	1	carcinogens,	plus	type	68	which	is	considered	a	Class	2A	carcinogen	(i.e.,	HPV	types	16,	18,	31,	33,	35,	39,	45,	51,	52,	56,	58,	59,	and	68).HPV-based	testing:	this	term	is	used	in	this	document	to	describe	the	use
of	either	cotesting	or	primary	HPV	screening	for	surveillance	after	abnormalities.	It	does	not	apply	to	reflex	HPV	testing	for	triage	of	ASC-US	cytology	in	this	document.	HPV	testing	and	positive	HPV	results	discussed	throughout	this	document,	refer	to	high-risk	HPV	types	only.Lower	Anogenital	Squamous	Terminology	(LAST):	this	term	refers	to	two-tiered	pathology	criteria	for	evaluating	histologic	specimens	obtained	via	colposcopic	biopsy.Primary	HPV	testing:	testing	with	HPV	testing	alone	as	a	screening	or	surveillance	test.Reflex	testing:	this	means	that
laboratories	should	perform	a	specific	additional	triage	test	in	the	setting	of	a	positive	screening	test	to	inform	the	next	steps	in	management.	For	example,	an	ASC-US	cytology	should	trigger	a	reflex	HPV	test.	New	for	these	guidelines,	a	positive	screening	HPV	test	should	trigger	both	a	reflex	genotyping	test	(to	determine	the	presence/absence	of	HPV	16/18),	and	also	a	reflex	cytology	test	to	determine	whether	the	patient	would	be	a	candidate	for	expedited	management.Surveillance:	this	term	refers	to	repeat	testing	(HPV	primary	screening,	cotesting,	or
cytology	alone),	that	occurs	at	shorter	intervals	than	those	recommended	for	routine	screening.	For	example,	HPV	primary	testing	or	cotesting	at	intervals


