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ONLINE
EXCLUSIVE

USPSTF expands options
for cervical cancer screening

Women ages 30 to 65 years now have a third cervical

cancer screening option.

PRACTICE CHANGER

Offer women ages 30 to 65 years the option
of being screened for cervical cancer using a
high-risk human papillomavirus assay every
5 years.l’2

STRENGTH OF RECOMMENDATION
A: Based on a US Preventive Services Task
Force recommendation statement.

Curry SJ, Krist AH, Owens DK, et al. Screening for cervical cancer: US
Preventive Services Task Force Recommendation Statement. JAMA.
2018;320:674-686.

[ILLUSTRATIVE CASE]

A 35-year-old healthy woman without a histo-
ry of high-grade precancerous cervical lesions,
immunodeficiency, or exposure to diethylstil-
bestrol presents to your office for her routine
health visit. During your conversation with
her, she shares, "l read on the Internet that |
only need to be tested for human papilloma-
virus, but I'm wondering how I'll be checked
for cervical cancer.” She asks for your opinion
about cervical cancer screening methods.

he National Cancer Institute predicts

that there will be 13,800 new cases of

cervical cancer this year, with an es-
timated 4290 deaths.’ This type of cancer is
primarily caused by high-risk human papil-
lomavirus (hrHPV) infections. Fortunately,
high-grade precancerous cervical lesions and
cervical cancer can be detected with routine
Papanicolaou (Pap) smears, which have led
to a substantial decrease in the number of
deaths from cervical cancer in the United
States—from 2.8 per 100,000 women in 2000
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to 2.3 deaths per 100,000 women in 2015.2In
addition to hrHPV infection, risk factors for
cervical cancer include low socioeconomic
status, cigarette smoking, marrying before
18 years of age, young age at first coitus, mul-
tiple sexual partners, multiple sexual part-
ners of a partner, and multiple childbirths.*

Cervical cancer is associated with nu-
merous negative outcomes, including a de-
crease in quality of life, decreased libido,
poor mental health, infertility, negative body
image, and death.® This is particularly true
among women of lower socioeconomic sta-
tus or whose language differs from that of
their primary health care provider.?

Given the enormous impact cervical
cancer screening has made on the detec-
tion and mortality rate of this devastating
disease,** it is crucial to identify the types of
screening tests and screening intervals that
lead to the greatest benefit and least harm
for all patient populations. The US Preven-
tive Services Task Force (USPSTF) previously
addressed this issue in 2012, concluding
that cytology alone every 3 years for women
ages 21 to 65 years and cytology alone every
3years or co-testing with cytology and hrHPV
every 5 years in women ages 30 to 65 years
was of substantial benefit (strength of recom-
mendation [SOR]: A).5

[STUDY SUMMARY |

Another option for some women:
hrHPV testing alone every 5 years
In this 2018 systematic review and model-
ing study by the USPSTE, randomized con-
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Any 1 of 3
screening
methods is
adequately
sensitive for
detecting
precancerous
high-grade
cervical lesions
or cervical cancer
in women ages
30 to 65 years.
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trolled trials (RCTs) and cohort studies that
compared cytology to hrHPV testing alone
or co-testing (cytology with hrHPV) were
used to determine the optimal frequency of,
and age group for, cervical cancer screen-
ing that would yield the least harm and the
most benefit from each of these screening
methods.”

Similar to the previous recommendation,
the USPSTF found that screening women
< 21 years or > 65 years if previously ad-
equately screened (defined as 3 consecutive
negative screenings or 2 negative screenings
within the past 10 years with the most recent
being within the past 5 years) led to more
harm than benefit. They therefore concluded
that women in these age groups should not
be screened routinely (SOR: D). The USPSTF
also recommends against cervical cancer
screening in women who have had a hyster-
ectomy with removal of the cervix and who
do not have a history of a high-grade precan-
cerous lesion or cervical cancer (SOR: D).

However, for women ages 21 to 65 years,
the USPSTF found that screening substan-
tially reduces cervical cancer incidence and
mortality, and that for women ages 21 to
29 years, screening every 3 years with cytol-
ogy alone offers the best balance of benefits
and harms (SOR: A). For women ages 30 to
65 years, the USPSTF recommends screen-
ing every 3 years with cytology alone or every
5 years with either primary hrHPV test-
ing or co-testing (hrHPV with cytology)
(SOR: A). The recommendations apply to all
asymptomatic women with a cervix; excep-
tions include those with a history of a high-
grade precancerous cervical lesion or cancer,
in utero exposure to diethylstilbestrol, or a
compromised immune system.

I The change in this current set of rec-
ommendations by the USPSTF is the inclu-
sion of screening with hrHPV alone every
5 years as an additional cervical cancer
screening option for women ages 30 to
65 years. The decision to include this op-
tion was based largely on a decision analysis
model commissioned by the USPSTF and re-
viewed along with clinical trials and cohort
studies. The modeling studies found that both
primary hrHPV testing alone and co-testing
every 5 years prevented a similar number of

cervical cancer cases and required a similar
number of colposcopies.

Finally, the USPSTF emphasized that
screening alone is not sufficient for the pre-
vention of cervical cancer and that efforts
should be made to create equitable access to
follow-up of abnormal results and the provi-
sion of appropriate treatment.?

WHAT’'S NEW

When it comes to cervical cancer
screening, 3 solid options now exist

The previous USPSTF recommendation con-
cluded that women ages 30 to 65 years should
be screened with either cytology alone every
3 years or co-testing (cytology and hrHPV)
every 5 years. This systematic review and
modeling study concluded that any one of
the stated screening methods would be ad-
equately sensitive for detecting precancerous
high-grade cervical lesions or cervical can-
cer: cytology every 3 years, primary hrHPV
every 5 years, or co-testing every 5 years.”

CAVEATS

No studies comparing hrHPV

to co-testing and no meta-analysis

No studies were found that directly compared
primary hrHPV testing with co-testing.! A
meta-analysis could not be performed due
to the methodological differences in RCTs
and cohort studies reviewed. The new recom-
mendation is unique in its reliance on model-
ing to simulate a direct comparison of these
2 screening methods.

‘CHALLENGES TO IMPLEMENTATION

Getting the word out

and increasing comfort levels

The principal challenge to implementation
lies in practitioners’ knowledge of this new
recommendation and a possible low comfort
level with ordering hrHPV testing alone. Pa-
tients will need to be engaged in shared deci-
sion-making to understand and make use of
the 3 options. JFP
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