FINAL DISCHARGE RECOMMENDATIONS

COLPOSCOPY SERVICES

Colposcopist name:

Contact information:

Date:

Patient identifier:

This patient is now discharged from colposcopy. She requires Pap screening by a primary care provider:

|:|Every three years (routine cervical screening)
|:| Every year (surveillance)

Re-referral to colposcopy in the future should be guided by her screening results.

According to the Ontario Cervical Screening Program’s recommendations, whether or not a woman has been
treated, further colposcopic examinations are not required and she can be discharged to primary care if:

HPV testing was not done

HPV testing was done

Colposcopy negative AND negative cytology on 3
consecutive visits. Pap screening every 3 years
by a primary care provider.

These patients are at very low risk for high-
grade dysplasia or cervical cancer.

Colposcopy negative AND any combination of
normal or low-grade cytology on 3 consecutive
visits. Pap screening every year by a primary
care provider.

These patients are at slightly elevated risk for
high-grade dysplasia or cervical cancer and
should be screened annually.

HPYV test is negative AND normal or low-grade

cytology. Pap screening every 3 years by a
primary care provider.

These patients are at very low risk for high-
grade dysplasia or cervical cancer.

HPV test is positive AND normal or low-grade

cytology. Pap screening every year by a primary
care provider.

These patients are at slightly elevated risk for
high-grade dysplasia or cervical cancer and
should be screened annually.

For further information on screening and colposcopy recommendations for Ontario see

cancercare.on.ca/pcs/screening/cervscreening/hcpresources.

, MD, Colposcopist
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