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Screening for Cervical Cancer
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Consensus-Gynecology in collaboration with Christopher Zahn, MD, Akiva P. Novetsky, MD, MS, Kimberly Gecsi, MD, and
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This committee statement announces the American College of Obstetricians & Gynecologists’ qualified endorsement of
the 2026 Women'’s Preventive Services Initiative’s (WPSI) updated cervical cancer screening guidelines and addresses
cervical cancer screening for patients at average risk in the following age categories: 21-29 years, 30-65 years, and older
than 65 years. This committee statement discusses specific qualifications to the WPSI guidelines, particularly regarding
self-collection for primary high-risk human papillomavirus screening, among other implementation considerations.

SUMMARY OF RECOMMENDATIONS

The American College of Obstetricians & Gynecologists
(ACOG) endorses the Women’s Preventive Services Ini-
tiative’s (WPSI) updated cervical cancer screening rec-
ommendations for patients at average risk (1). The WPSI
recommendations are adopted by the U.S. Department
of Health and Human Services’ Health Resources & Ser-
vices Administration’s (HRSA) Women’s Preventive Ser-
vices Guidelines and were updated in January 2026. This
endorsement includes specific qualifications, as noted in
the following recommendations (the recommendations
are also summarized in Table 1)

. Individuals aged 30-65 years should undergo
clinician-collected primary high-risk human papil-
lomavirus (hrHPV) screening every 5 years, using
U.S. Food and Drug Administration—-approved
tests for primary screening.

. Co-testing with hrHPV and cervical cytology
every 5 years for individuals aged 30-65
years is acceptable when primary hrHPV
testing is not available or, after counseling,
the patient chooses co-testing. Patient-col-
lected primary hrHPV screening every 3 years,
using U.S. Food and Drug

. Individuals aged 21-29 vyears should be
screened for cervical cancer every 3 years
with cervical cytology alone.

Administration—-approved testing kits, may be
considered when systems are in place for
appropriate notification and follow-up.

The American College of Obstetricians & Gynecologists (ACOG) reviews its publications regularly; however, its publications may not reflect the most
recent evidence. A reaffirmation date is included in the online version of a document to indicate when it was last reviewed. The current status and any
updates of this document can be found on ACOG Clinical at acog.org/lot.

This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use of this information is
voluntary. This information should not be considered as inclusive of all proper treatments or methods of care or as a statement of the standard of
care. It is not intended to substitute for the independent professional judgment of the treating clinician. Variations in practice may be warranted when,
in the reasonable judgment of the treating clinician, such course of action is indicated by the condition of the patient, limitations of available resources,
or advances in knowledge or technology.

While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any warranty of accuracy, reliability,
or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the products or services of any firm, organization, or person.
Neither ACOG nor its officers, directors, members, employees, or agents will be liable for any loss, damage, or claim with respect to any liabilities,
including direct, special, indirect, or consequential damages, incurred in connection with this publication or reliance on the information presented.
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. Cervical cytology alone for individuals aged
30-65 years should be used only in settings in
which primary hrHPV testing or co-testing is not
available or if, after counseling, the patient
chooses cervical cytology alone.

- Routine screening is not clinically indicated in
patients older than age 65 years if they have
received adequate prior screening, defined as
three consecutive negative cytology results or
two consecutive negative co-testing results
within 10 years before stopping screening, with
the most recent test occurring within 3 years for
cytology alone or 5 years if co-testing is used.
For patients older than age 65 years who have
not received adequate prior screening accord-
ing to the criteria described or who are at high-
risk for cervical cancer, screening should
continue.

. Routine cervical cancer screening
recommended for patients who have
undergone hysterectomy with removal of the
cervix and who do not have a history of cervical
cancer or another high-grade precancerous
lesion.

is not

BACKGROUND

ACOG has updated its cervical cancer screening
recommendations based on the 2026 update to the
WPSI cervical cancer screening recommendations,
adopted by the HRSA (1). This Committee Statement
addresses cervical cancer screening for patients at aver-
age risk and does not include clinical recommendations
regarding surveillance after diagnostic testing or treat-
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ment for a preinvasive or invasive lesion, although the
HRSA Women’s Preventive Services Guidelines do
address that additional testing and follow-up findings
from initial screening may be required to complete the
screening process (1). Guidance regarding management
of cervical cancer screening abnormalities, including
appropriate follow-up and testing, can be found in the
“2019 ASCCP Risk-Based Management Consensus
Guidelines for Abnormal Cervical Cancer Screening
Tests and Cancer Precursors” and the “Enduring Con-
sensus Cervical Cancer Screening and Management
Guidelines” (2-4).

These recommendations do not apply to patients with
human immunodeficiency virus (HIV), immunocompro-
mised patients without HIV, and patients with in-utero
diethylstilbesterol (DES) exposure (1). Of note, patient-
collected hrHPV testing (also known as self-collected
hrHPV testing or self-collection) previously had not been
included in major organizational screening guidelines as
an option but is addressed in the updated recommenda-
tions. This Committee Statement replaces the Practice
Advisory “Updated Cervical Cancer Screening Guidelines”
(originally published in 2021); updates screening recom-
mendations; and addresses implementation consider-
ations, particularly related to patient-collected hrHPV
testing options.

RATIONALE AND IMPLEMENTATION
CONSIDERATIONS

For patients aged 21-29 years, those older than age
65 years, and those who have undergone hysterec-
tomy with removal of the cervix, ACOG’s screening
recommendations, as listed above, remain unchanged

21-29 Cervical cytology every 3 years

30-65

Clinician-collected primary hrHPV every 5y
If primary clinician-collected hrHPV is not available:
e Co-testing with hrHPV testing with cervical cytology every 5y
e Patient-collected primary hrHPV screening every 3 y*
If primary hrHPV (clinician- or patient-collected) and co-testing are not available:
e Cervical cytology alone every 3 y'

Older than 65

Routine screening not clinically indicated with adequate prior screening’

hrHPV, high-risk human papillomavirus.

alone and systems for appropriate follow-up are in place.

*Using clinician-ordered, U.S. Food and Drug Administration—approved testing kits.

Only in settings in which hrHPV primary testing or co-testing is not available or, if after counseling, the patient chooses cervical cytology

‘Defined as three consecutive negative cytology results or two consecutive negative co-testing results within 10 years before stopping
screening, with the most recent test occurring within 3 years for cytology alone or 5 years for co-testing.
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and align with the WPSI screening recommendations.
ACOG also recognizes that the American Cancer Soci-
ety (ACS) includes primary hrHPV screening as an
option for patients aged 25-29 years (5). In addition,
ACOG recognizes that the ACS has amended its 2020
cervical cancer screening guideline for stopping
screening, incorporating primary hrHPV testing, co-
testing, or cytology performed at specific ages, before
considering stopping screening (6).

For patients aged 30-65 years, the WPSI recommen-
dations include screening with clinician-collected hrHPV
primary screening as the preferred option. Alternative
options include co-testing (using a combination of hrHPV
testing with cervical cytology) or continued cervical cytol-
ogy screening alone. ACOG’s recommendations,
although similar, provide qualifications to these recom-
mendations based primarily on implementation
concerns.

Prior ACOG recommendations included clinician-
collected hrHPV primary screening or co-testing every
5 years or cervical cytology alone every 3 years as
essentially equivalent options. Based on the evidence
supporting the WPSI recommendations, the draft
evidence review performed for the U.S. Preventive
Services Task Force, and the expanding availability
of hrHPV primary screening, ACOG currently considers
clinician-collected hrHPV primary screening as the
preferred option, with co-testing as an acceptable
alternative (7, 8). It is important to recognize that,
although the availability of and access to hrHPV pri-
mary screening has increased in recent years, the
ability for laboratories to conduct hrHPV primary test-
ing requires an infrastructure that may not be in place
nationwide. Coverage of hrHPV primary screening with
a test approved by the U.S. Food and Drug Adminis-
tration for primary screening also may not be available.
As a result, it is critical that co-testing remain an option
to optimize screening availability.

In addition, for patients aged 30-65 years, prior rec-
ommendations and the current WPSI recommendations
include cervical cytology screening every 3 years. Based
on test performance characteristics, including lower sen-
sitivity of cytology alone compared with primary hrHPV
testing or co-testing, and the current availability of hrHPV
primary screening and co-testing, cervical cytology alone
is not a preferred option for screening. Cervical cytology
alone still may be considered for clinical situations in
which hrHPV primary screening or co-testing is not avail-
able or if the patient still desires cervical cytology screen-
ing after clinician counseling.

Based on an extensive review of the available
evidence, WPSI| also recommends patient-collected
hrHPV primary screening as an option that should be
offered to patients aged 30-65 years at average risk (7).
ACOG also recognizes that the ACS has updated their
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cervical cancer screening recommendations to include
hrHPV patient collection as an option (6). It is important to
note that much of the evidence on self-collection (ie,
patient collection) is from non-U.S. settings and involves
patient-collected samples outside of the clinician office
environment. The currently available patient-collected
hrHPV tests are approved solely for samples ordered
or approved by a clinician for patients aged 25-65 years.
If self-collection is used, only US. Food and Drug
Administration-approved, clinician-ordered, or clinician-
approved test kits should be used.

ACOG acknowledges that patient-collected hrHPV
sampling can extend screening to patients who might
not otherwise be screened. However, it is critical that
appropriate policies and processes be in place for
documentation, notification, and follow up as indicated
based on test results before health care settings or
health care professionals offer patient-collected testing. If
those systems are not fully established, patient-collected
sampling could lead to missed diagnoses and errors,
which could be magnified if the patient is not screened
again for another 3-5 years. As a result, patient-collected
primary hrHPV screening should be performed only if
patients prefer this collection method and when notifica-
tion, documentation, and follow-up processes are in
place.

A further consideration related to patient-collected
hrHPV primary screening is the recommended time
interval. Data supporting a 5-year interval are lacking;
available data support 3-year screening intervals (9).
ACOG therefore recommends that, if patient-collected
hrHPV primary screening is used, 3-year intervals are
followed until there is sufficient evidence to support a
5-year screening cadence. Additionally, it is important
to recognize clinical situations for which neither
clinician-collected nor patient-collected hrHPV testing
alone is recommended, including cervical cancer
screening in people with HIV, screening for patients
with in-utero DES exposure, surveillance after colpo-
scopy for atypical glandular cells in which no cervical
intraepithelial neoplasia 2+ is identified, and surveil-
lance after the diagnosis of adenocarcinoma in situ
has been made (9).

An additional concern with patient-collected sampling
is the potential for overscreening, including screening
performed more frequently than the recommended
interval as well as screening outside of the recommen-
ded age ranges. These results and interpretations will
pose a challenge, because they may be outside any
accepted protocol for screening; therefore, interventions
and follow-up recommendations are not known. For that
reason, ACOG strongly recommends that patient collec-
tion should be performed only under a clinician-guided
process or with a clinical infrastructure in place. Guid-
ance for further evaluation or management in these
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situations will be needed, as well as the notification,
documentation, and follow-up processes as previously
described.

It is also critically important to recognize the potential
effect of these recommended screening strategies on
access and health equity. Patients in underserved
communities experience lower rates of cervical cancer
screening and higher rates of cervical cancer incidence
and mortality (10-12). The goal of preventive care is to
maximize the opportunity for screening all eligible individ-
uals; it is essential that underserved populations are not
limited to screening options that potentially worsen dis-
parities. Patient-collected hrHPV primary screening may
increase screening, but ensuring that all patients have
opportunities for appropriate counseling and follow up
is critical.

CONCLUSION

In summary, ACOG endorses the current HRSA-WPSI
updated cervical cancer screening guidelines, but with
qualifications as listed. Although there may be slight dif-
ferences between the ACOG recommendations and the
WPSI recommendations, the most significant overarching
principle is to maximize the opportunity for and access to
screening. Underscreening, or no screening, is the most
significant contributor to the development of cervical can-
cer. Continued efforts to have screening available and
accessible to all eligible patients are warranted.

USE OF LANGUAGE

The American College of Obstetricians & Gynecologists
recognizes and supports the gender diversity of all patients
who seek obstetric and gynecologic care. In this document,
authors seek to use gender-inclusive language or gender-
neutral language. When describing research findings, this
document uses gender terminology reported by investiga-
tors. To review ACOG’s policy on inclusive language, see
Inclusive Language (https://www.acog.org/clinical-informa-
tion/policy-and-position-statements/statements-of-policy/
2022/inclusive-language).
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