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Cervical Cancer Screening
More Choices in 2019
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Widespread adoption of population-based screening has been associated with marked decreases in cervical cancer incidence and mortality in the United States over the last few decades. Despite these
gains, an estimated 13 240 US women were diagnosed with cervical cancer in 2018, and 4170 died from the disease.1
Alargebodyofconsistentevidenceimplicatesinfectionwithhighrisk types of human papillomavirus (hrHPV) as the causative agent in
cervical cancer. These infections are common, occurring in the majority of sexually active women over their lifetime.2 While most infections resolve without clinical consequence over a period of several
Author Audio Interview
years, persistent infections can
lead to high-grade precancerous cervical lesions (such as cerSupplemental content
vical intraepithelial neoplasia
[CIN] grades 2 and 3) that can progress to cervical cancer. Approximately 30% of CIN grade 3 lesions progress to invasive cancer over
a 30-year period.2 This slow progression allows many opportunities
for these lesions to be detected and treated, thereby disrupting the
trajectory to cancer.
In 2018, the US Preventive Services Task Force (USPSTF)
updated its screening guidelines.3 In addition to continuing to recommend triennial cytology (Papanicolaou tests) for women ages 21
to 29 years followed by either continued triennial cytology or adding a test for high-risk types of HPV every 5 years from ages 30 to
65 years, the task force endorsed a strategy of hrHPV testing alone
every 5 years for women ages 30 to 65 years. The USPSTF stated
that referring all women with abnormal test results directly to colposcopy would lead to a much greater number of colposcopies, but
it did not recommend any particular triage strategy for women with
a positive test result for hrHPV; the Society of Gynecologic Oncology recommends triaging these women with HPV genotyping
(tests for HPV types 16 or 18).4
Current screening guidelines from the USPSTF, American College of Obstetricians and Gynecologists (ACOG),5 and American
Cancer Society (ACS) and its partners6 are described in the eTable
in the Supplement. These guidelines apply to women at average
risk (no prior diagnosis of a high-grade precancerous lesion or cervical cancer, women who are not immunocompromised, and women
with no in utero exposure to diethylstilbestrol). Expanded screening recommendations for women with higher risk are also
included.5,7 All of these groups recommend discontinuing screening in women at average risk who have had a hysterectomy
with removal of the cervix. Clinical actions following common
abnormal screening test results, as recommended by professional
societies,4,5,8 are displayed in the Figure.
The endorsement of 3 strategies expands screening options and
accommodates a variety of clinical settings. The 2018 USPSTF
2018

Figure. Clinical Response to Common Abnormal Screening Test Results
for Women at Average Risk of Cervical Cancer, Aged 25 to 65 Years
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Clinical responses are based on recommendations by the American College of
Obstetricians and Gynecologists,5 the American Society of Colposcopy and
Cervical Pathology,8 and the Society of Gynecologic Oncology.4 Average risk
indicates women with no prior diagnosis of cervical intraepithelial neoplasia
grade 2 or grade 3, adenocarcinoma in situ (AIS) or cervical cancer, women who
are not immunocompromised, and women with no in utero exposure to
diethylstilbestrol. For women aged 21 to 24 years, colposcopy is recommended
for cytology interpreted as high-grade squamous intraepithelial lesion (HSIL) or
worse (indicates atypical glandular cells, AIS, carcinoma, or HSIL) or atypical
squamous cells, cannot exclude HSIL (ASC-H). For those with atypical squamous
cells of undetermined significance (ASC-US) or low-grade squamous
intraepithelial lesion (LSIL), repeat cytology at 12 and 24 months is
recommended and colposcopy performed if either is ASC-H, HSIL or worse, or if
cytology is persistently abnormal at 24 months. LSIL or worse indicates HSIL or
worse in addition to LSIL. HPV indicates human papillomavirus; hrHPV, high-risk
human papillomavirus.
a

Precise test(s) not specified.
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recommendation3 states that women aged 30 to 65 years should
discuss with their health care professional which testing strategy is
best for them, suggesting that their preferences may be important
considerations when choosing a particular strategy. The USPSTF
summarizes the clinical implications of choosing hrHPV testing alone
or cotesting over the cytology strategy as follows: over a lifetime of
screening, hrHPV-based strategies would avert approximately 1 additional cancer case per 1000 women screened compared with cytology, representing a “very small” improvement in life-years gained;
hrHPV-based strategies, however, would subject women to more
tests and procedures compared with cytology alone.
Shared decision making is easy to invoke but can be challenging to implement.9 Explaining the trade-offs between longer screening intervals and a higher likelihood of more testing due to surveillance can be complex and time consuming but is necessary if
women’s informed preferences are to be integrated into clinical practice. Many women, however, may prefer not to engage in such a detailed and nuanced discussion and would seek the advice of their clinician regarding which strategy best balances benefits and harms.
While the USPSTF does not consider costs in its deliberations, it states
that cytology or hrHPV testing alone are preferred to cotesting, based
on its assessment of this balance. Recent cost-effectiveness analyses suggest that cytology every 3 years for women ages 21 to 29 years
with either continued triennial cytology or switching to a low-cost
hrHPV test every 5 years from ages 30 to 65 years confers a reasonable balance of benefits, harms, and costs from both a societal
and health care sector perspective.10
From a health systems vantage point, the hrHPV primary screening option requires availability of at least 1 of the tests that have been
approved by the US Food and Drug Administration for that indication. The logistics of implementing the algorithms for follow-up of abARTICLE INFORMATION
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