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introduction 

 

 1. Primary Prevention: intervening before health effects occur, 
through measures such as vaccinations, altering risky behaviors 

(poor eating habits, tobacco use), and banning substances known 

to be associated with a disease or health condition. 

 2. Secondary Prevention: screening to identify diseases in the 

earliest stages, before the onset of signs and symptoms, through 

measures such as mammography and regular blood pressure 

testing. 

 3. Tertiary Prevention: managing disease post diagnosis to slow or 
stop disease progression through measures such as chemotherapy, 

rehabilitation, and screening for complications. 
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 4.Quaternary prevention :According to the Wonca International 

Dictionary for General/Family Practice, Quaternary prevention is: 

"action taken to identify patients at risk of over medicalization, to 

protect him from new medical invasion, and to suggest to him 

interventions, which are ethically acceptable."  

 Marc Jamoulle initially proposed this concept, and the targets were 

mainly patients with illness but without the disease.  

 The definition has undergone recent modification as" 'an action taken 

to protect individuals (persons/patients) from medical interventions 

that are likely to cause more harm than good."  
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 Cervical cancer is a preventable disease with very high incidence 

and mortality rates in low resource areas.  

 While screening programs have reduced the burden of this disease 

in high resource countries, many low resource regions have 

ineffective screening programs and lack the infrastructure and 

expertise for management of patients with abnormal screening 

tests and invasive cancer ……. 



introduction 

Secondary prevention is a population-based or individual-based intervention to 
detect the disease early and treat the same to achieve a positive health outcome.  

Screening is an important secondary prevention strategy for certain cancers. 

The premalignant conditions of cervix do not cause any symptoms and can be 
detected only by routine application of a suitable screening test.  

The aim of cervical cancer screening is to detect the high grade lesions in the 
asymptomatic women, treat them and prevent progression to invasive disease. 
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The mean age at the detection of CIN 2 is around 35 years and that of CIN 3 is 40 
years, hence the possibility of detecting the high grade lesions is highest if the women 
are screened between 35 to 45 years of age. 

Invasive cancers are rare before the age of 30 years and screening women too young 
leads to the detection and unnecessary treatment of the spontaneously regressing low 
grade lesions.  

Based on such evidences the WHO recommended initiation of screening at the 
age of 30 years in the developing countries . 

Many of the developed countries with established screening programs are also raising 
the age of initiation of screening to 25 years.  

All sexually active HIV infected women should be screened for cervical cancer 
immediately after their HIV status is known because the aggressive nature of the 
cervical neoplastic process in these women. 



 The first and still the most widely used screening test for 
cervical cancer is pap smear cytology. 

 

 Depending on the severity of the abnormalities, the women 
with abnormal cytology are advised further assessment with 
colposcopy, repeat cytology or HPV detection test. 

 

 Adequate prior cytology screening history was documented in 
47% of women in the UK who developed invasive cervical 
cancer before the age of 70 years 

 



  The observed  sensitivity of cytology to detect CIN 2 or worse 

lesions (CIN 2+) at a cutoff of ASCUS cytology diagnosis was only 

65%. 

 Even in studies conducted in North American and European 

countries with well-established cytology screening programs (total 

sample size ~ 60,000) the sensitivity of cytology to detect CIN2+ 

lesions was highly variable, ranging from 18.6% to 76.7% across the 

different study sites with an average of only 53.0%. 



The specificity for cytology has been consistently high in the efficacy 
studies (92.0% in the Indian study and 96.3% in the North American and 
European study to detect CIN2+). 

Liquid based cytology (LBC) improves the quality of smears, which allows 
faster reading of the slides and reduces the proportion of inadequate 
smears. 

However no significant difference in sensitivity between LBC and 
conventional cytology was observed in a systematic review and meta-
analysis of eight cross-sectional studies and one randomized clinical trial  



 Considering these limitations of cytology, several alternative tests 

have been evaluated. 

  

 The most promising of them are the HPV detection technologies.  

 

 The commercially available HPV tests detect either the viral DNA or 

the mRNA of the E6 and E7 oncoproteins of the most oncogenic 

HPV types. 

 



Secondary Prevention of Cervical Cancer:ASCO 

Resource-Stratified Clinical Practice Guideline 

 For primary screening, human papillomavirus (HPV) DNA testing is 

recommended in all resource settings; visual inspection with acetic 

acid may be used in basic settings. 

The recommended age ranges for screening and frequency are as 

follows: 

 In the maximal setting, ages 25 to 65 years every 5 years. 

  In the enhanced setting, women aged 30 to 65 years every 5 years, 

and with 2 consecutive negative test results at 5-year intervals, every 

10 years.  

J Global Oncol 2017; DOI:10.1200/JGO.2016.006577 



Secondary Prevention of Cervical Cancer:ASCO 

Resource-Stratified Clinical Practice Guideline 

 In the limited setting, ages 30 to 49 years every 10 years, and 

in the basic setting, ages 30 to 49 years 1 to 3 times per 

lifetime. 

 

 Triage of screening results : {In basic settings, visual assessment 

is recommended as triage; for other settings, HPV genotyping 

and/or cytology may be used.}  

 

 For negative triage results, follow-up in 12 months is 

recommended. 

  

J Global Oncol 2017; DOI:10.1200/JGO.2016.006577 



Secondary Prevention of Cervical Cancer:ASCO 

Resource-Stratified Clinical Practice Guideline 

After triage 

 In basic settings, treatment is recommended for women with 

abnormal triage results; for other settings, colposcopy is 

recommended if triage results are abnormal. 

 Treatment of precursor lesions 

 In basic settings, treatment options are cryotherapy or loop 

electrosurgical excision procedure; in other settings, loop 

electrosurgical excision procedure (or ablation) is recommended.  

 In all settings, 12-month post treatment follow-up is recommended. 

 

J Global Oncol 2017; DOI:10.1200/JGO.2016.006577 



Secondary Prevention of Cervical Cancer:ASCO 

Resource-Stratified Clinical Practice Guideline 

Time to end screening 

 For maximal and enhanced settings, older than 65 years with 

consistently negative results during more than the past 15 years; 

in limited and basic settings, younger than 49 years. 

 Special populations 

 The guidelines are intended to complement, not replace, local 

guidelines. 

J Global Oncol 2017; DOI:10.1200/JGO.2016.006577 



Secondary Prevention of Cervical Cancer:ASCO 

Resource-Stratified Clinical Practice Guideline 

 For HIV–positive women, screening with HPV testing as soon as 

diagnosed and screening twice as many times per lifetime as 

the general population.  

 After delivery in basic settings, screening at 6 weeks 

postpartum; for other settings, screening at 6 months. 

 For basic settings without mass screening, infrastructure should 

be developed for HPV testing, diagnosis, and treatment. 

 Health care system decision makers and health care providers 

should be guided by the recommendations for the highest 







 The COVID-19 pandemic has presented major challenges to 

societies world-wide, with health systems particularly affected.  

 Evaluation and treatment of COVID patients combined with the need 

to reduce clinical services to comply with social distancing measures 

has led to major temporary reductions of elective health services. 

 In many places, stresses on healthcare systems have further 

exposed inefficiencies, lack of healthcare access, and health 

disparities. 

  Implementation of healthcare strategies is more challenging in the 

US system, which is decentralized and screens opportunistically, 

compared to organized screening programs.   



 The COVID-19 pandemic may not be our worst or only 

pandemic this century. 

  It is important to learn from the current experience and build 

resilience into cervical cancer prevention systems to minimize 

the impacts of future disruptions in care . 

 





The most common reasons for not performing Pap smear were:  

 no subjective need to perform it  

 no doctor’s recommendation  

 lack of gynecological care 

 feeling of shame  

  cost of the test 

  fear of pain 

  concern about the test result 

 

Systematic screening of women through organized population-based programs 

achieving high coverage can significantly reduce cervical cancer mortality 













  Model-based analysis supports a universal primary HPV screening 

program in Sweden, including women less than age 30 years, for 

unvaccinated cohorts, which may also be applicable in countries with 

similar HPV burden and health care systems. 

 In particular, we found that cervical cancer screening starting at age 

30 years, as implemented in some European countries , was 

suboptimal for the Swedish context.  

 Strategies involving primary HPV for starting at age 23 years 

dominated in both the cost-effectiveness analyses as well as in our 

benefit-harm trade-off analysis (colposcopy referrals per QALY 

gained). 



 The evidence base supports the notion that hrHPV tests can provide 
an advantage in triage of women with equivocal cytologic lesions and 
in the follow-up after treatment of cervical precancer. 

 

 However, in triage of LSIL, more specific tests are preferred. 

 

 HPV DNA or RNA genotyping for a limited number of HPV types allow 
identification of women at highest risk, but women testing negative for 
these tests still will need further testing. 

 



The evidence base indicates that hrHPV DNA testing with a clinically 
validated assay is more effective than cervical cytology in primary screening 
of women of 30 years and older and that screening intervals for HPV-
negative women can be safely extended to at least 5 years.  

Reflex cytology and genotyping for HPV16 or HPV18 can be used to triage 
hrHPV-positive women.  

The possible advantages offered by HPV-based screening require a well 
organised programme with good compliance with screening and triage 
policies. 


