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Background

 Cervical cancer is a leading cause of mortality among women. 

 In 2020, an estimated 604 000 women were diagnosed with cervical cancer 

worldwide and about 342 000 women died from the disease.

 Cervical cancer is the most commonly diagnosed cancer in 23 countries and is the 

leading cause of cancer death in 36 countries. 

 The vast majority of these countries are in sub-Saharan Africa, Melanesia, South 

America, and South-Eastern Asia. 



Background
• In May 2018, Dr Tedros Adhanom Ghebreyesus, World Health Organization (WHO) 

Director-General, issued a call to action for the elimination of cervical cancer. In 

November 2020, the Director-General launched the Global strategy to accelerate the 

elimination of cervical cancer, 

• Following the launch of the global strategy, a large panel of experts met to define the 

key areas of focus to increase access to screening and treatment to reach the 2030 

targets.

• One of the agreed areas of focus was to update the existing WHO recommendations 

for screening and treatment to prevent cervical cancer, and to simplify the 

algorithms.



■ The Global Strategy states that in order to reach the elimination threshold of four 

cases of cervical cancer per 100 000 women a year by the end of the century, 

countries should reach the following targets by 2030 (the “90–70–90” targets) and 

maintain them from that point on:

■ 90%of girls fully vaccinated with the HPV vaccine by the age of 15

■ 70%of women screened with a high-performance test by the age of 35, and again by 

the age of 45 (i.e. at least twice in their lifetime, a maximum of 10 years apart)

■ 90%of women with identified cervical disease receive treatment (i.e. 90% of women 

with precancer treated and 90% of women with invasive cancer managed).



Rationale for this new edition of 
recommendations

■ Guidelines should be updated when new knowledge or developments could 

materially influence existing recommendations. 

■ They should also be updated when the publication date, presentation, background 

text, evidence synthesis methods, or evidence-to-decision (EtD) considerations might 

threaten their credibility. In addition, end-user feedback might highlight 

recommendations that are conflicting, ambiguous, out-of-date or difficult to 

implement, thus also necessitating an update. 

■ This guideline will support efforts to reach the 2030 targets of the global strategy.



Screening tests

■ The traditional method :the Pap smear 

■ When cytology results are positive, the diagnosis is confirmed by colposcopy, and 

appropriate treatment is informed by biopsy of suspicious lesions for histological 

diagnosis.

■ In countries with effective cytology-based cervical cancer screening and treatment 

programmes, the mortality from cervical cancer has been reduced fivefold over the 

past 50 years .

■ This screening approach has not been as successful in low- and middle-income 

countries.



screening tests

■ Newer screening tests :visual inspection with acetic acid (VIA), and 

molecular tests, mainly high-risk HPV DNA-based tests. 

■ More recently, even newer tests and techniques have been 

developed: (i) other molecular tests such as those based on HPV 

mRNA, oncoprotein detection or DNA methylation; (ii) more objective 

tests performed on cytological samples such as p16/Ki-67 dual 

staining; and (iii) more advanced visual inspection tests based on 

artificial intelligence/machine learning platforms .



Programme considerations

■ It is appropriate that a multidisciplinary health ministry team, which can consider 

different factors and make informed decisions, chooses which algorithm (or 

algorithms) to include in a national programme. The choice will vary by country –

and in different settings within country programmes – and will depend on available 

resources, feasibility and acceptability. 



Screening and triage tests considered in this guideline

■ High-risk HPV DNA tests: This guideline specifically refers to partial genotyping (i.e. 

the detection of HPV16 and 18 versus other carcinogenic types) to identify women 

at the highest risk of cervical cancer among those testing positive for HPV .

■ Self-sampling or provider sampling can be used for HPV DNA testing. In this 

guideline, an HPV DNA test means a high-risk HPV DNA test, which is a nucleic acid 

amplification test (NAAT).

■ Cytology: Cytology tests (including the Papanicolaou smear test and liquid-based 

cytology [LBC]) identify atypical cells on the cervix through the preparation and 

interpretation of slides using microscopy by a trained expert. LBC requires 

sophisticated processing to create slides from liquid specimens.

■ The threshold used in this guideline to identify the need for further evaluation or 

treatment is a cytological result of atypical squamous cells of undetermined 

significance (ASCUS) combined with the presence of high-risk HPV.

■ VIA testing:  VIA testing uses dilute acetic acid (vinegar) on the cervix without 

magnification to identify aceto-white lesions that need treatment (e.g. ablation or 

excision) or further evaluation. 

■ VIA is not appropriate for use in women when the transformation zone is no longer 

visible or after menopause.



why HPV DNA testing?

■ Evidence from a synthesis of two randomized controlled trials and modelling that HPV 

DNA testing followed by treatment is more likely to lead to greater reductions in CIN2+ 

lesions, advanced (stage II+) cervical cancer and cervical cancer deaths at follow-up, 

compared with VIA testing .VIA has limitations, such as subjectivity and wide variation in 

accuracy.

■ The modelling also showed that primary HPV DNA testing followed by treatment may 

result in fewer treatments overall and fewer preterm deliveries in the screened 

population compared with primary VIA testing, even when assuming favourable VIA test 

performance. 

■ Evidence from randomized controlled trials and cohort studies indicated a substantially 

lower 3- to 10-year CIN3+ risk and a lower cancer risk (up to 70% lower) after a negative 

HPV DNA test compared with the risk after negative cytology.      

■ HPV DNA testing was most cost-effective. 

■ The sensitivity and specificity of self-collected upper vaginal samples for HPV testing 

may be similar to those of cervical samples taken by health-care providers for the 

detection of CIN2+ using clinically validated polymerase chain reaction (PCR)-based 

high-risk HPV DNA tests. 



notice

■ When comparing the effects of different triage tests after HPV DNA primary 

screening, there may be slightly fewer cervical cancers and related deaths when 

HPV16/18 genotyping is used as a triage compared with the use of colposcopy, VIA 

or cytology as a triage test. 





Age to initiate or stop screening

■ Moderate-certainty evidence found that there are likely to be small numbers of women 

with cervical cancer before the age of 30 years (3/100 000 at age 20; 5/100 000 at 

age 25; and 12/100 000 at age 30), and a small proportion of women between the 

ages of 15 and 29 years with CIN2 or CIN3+ (1400/100 000 and 700/100 000, 

respectively.

■ Another review found that a greater proportion (60%) of women younger than 30 with 

CIN2 may regress back to CIN1 or normal after 24 months of surveillance, compared 

with 44% of women older than 30. Low-certainty evidence from modelling also found 

that when screening is started at the age 

■ of 30 years using strategies with HPV DNA screening, there are greater reductions in 

cervical cancer and deaths compared with starting at the age of 35 years, 

■ with starting at 30 years of age (compared with starting at age 35) since more 

resources are needed for screening and treatment . Starting screening at 30 or 35 

years of age is likely to be acceptable to women.

■ Age to stop screening:The age to stop screening was dependent on the population risk, 

the resources available and the frequency of screening between the ages of 30 and 49 

years, when the risk is greatest.



Screening intervals 

■ A 5-year screening interval may result in greater benefits, fewer harms than a 10-year 

one when providing HPV DNA testing with or without triage.

■ These effects may be similar to those with cytology testing (followed by colposcopy) 

every three years, 

■ The GDG agreed that, at a minimum, twice-in-a-lifetime screening would be feasible 

and provide benefits, and therefore made it a good practice statement. 

■ A systematic review of the literature, primarily in high-income countries, found that HPV 

DNA testing by self-sampling is likely to improve screening uptake and may improve 

follow-up care slightly.





Screening and treatment recommendations and good practice 
statements for the general population of women
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Approaches to screening and treatment

■ In a screen, triage and treat approach, the triage test is done if the primary 

screening test is positive, and the decision to treat is made when both the primary 

test and the triage test are positive.

■ • A positive triage test can lead to colposcopy with biopsy and histopathological

examination for diagnosis to determine the appropriate treatment. The 

implementation of colposcopy and biopsy can be challenging, however, so this 

guideline also considers triage strategies that are not dependent on the availability 

of colposcopy.

■ • When the primary screening test is positive, and the triage test is negative, women 

need appropriate follow-up evaluation at a specified date according to the 

recommendations.



Approaches to screening and treatment

■ screen-and-treat approach :

■ treatment is provided based on a positive primary screening test alone, without 

triage (i.e. no second screening test and no histopathological diagnosis).

■ women who screen positive are treated without histological diagnosis.

■ The treatment aims to destroy or remove the transformation zone of the cervix, or 

remove areas of the cervix that have been identified as abnormal by 

screening(ablative or excisional).

■ Before treatment, all women who have screened positive with any test other than VIA 

should be visually inspected with acetic acid by a trained health worker to determine 

the transformation zone type rule out suspected cervical cancer and determine 

eligibility for ablative therapy.(the single-visit approach). 

■ • Ablation  or LLETZ
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treated for histologically confirmed CIN2/3 or adenocarcinoma 
in situ (AIS),or treated as a result of a positive screening test
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Recommendations and good practice statements: 
general population of women

■ WHO recommends using HPV DNA detection as the primary screening test rather 

than VIA or cytology in screening and treatment approaches among both the general 

population of women and women living with HIV.*[Strong recommendation]

■ WHO suggests using an HPV DNA primary screening test either with triage or without 

triage to prevent cervical cancer among the general population of 

women.[Conditional recommendation].

■ In a screen-and-treat approach using HPV DNA detection as the primary screening 

test, WHO suggests treating women who test positive for HPV DNA among the 

general population of women.

■ In a screen, triage and treat approach using HPV DNA detection as the primary 

screening test among the general population of women, WHO suggests using partial 

genotyping, colposcopy, VIA or cytology to triage women after a positive HPV DNA 

test .[Conditional recommendation]



Recommendations and good practice statements: 
general population of women

■ When providing HPV DNA testing, WHO suggests using either samples taken 

by a health-care provider or self-collected samples among both the general 

population of women and women living with HIV.* [Conditional 

recommendation]

■ WHO recommends starting regular cervical cancer screening at the age of 

30 years among the general population of women. [Strong recommendation]

■ After the age of 50 years, WHO suggests screening is stopped after two 

consecutive negative screening results consistent with the recommended 

regular screening intervals among both the general population of women 

and women living with HIV.* [Conditional recommendation]

■ As programmes introduce HPV DNA testing, use this test at the woman’s 

next routine screening date regardless of the test that was used at prior 

screening.



Recommendations and good practice statements: 
general population of women

■ Priority should be given to screening women aged 30–49 years in the general 

population of women. When tools are available to manage women aged 50–65 

years, those in that age bracket who have never been screened should also be 

prioritized. [Good practice statement]

■ WHO suggests a regular screening interval of every 5 to 10 years when using HPV 

DNA detection as the primary screening test among the general population of 

women. [Conditional recommendation]

■ Where HPV DNA testing is not yet operational, WHO suggests a regular screening 

interval of every 3 years when using VIA or cytology as the primary screening test 

among both the general population of women and women living with HIV.* 

[Conditional recommendation]



Recommendations and good practice statements: 
general population of women

■ While transitioning to a programme with a recommended regular screening interval, 

screening even just twice in a lifetime is beneficial among both the general 

population of women and women living with HIV. [Good practice statement]

■ WHO suggests that the general population of women who have screened positive on 

an HPV DNA primary screening test and then negative on a triage test are retested 

with HPV DNA testing at 24 months and, if negative, move to the recommended 

regular screening interval.[Conditional recommendation]

■ WHO suggests that women from the general population and women living with HIV 

who have screened positive on a cytology primary screening test and then have 

normal results on colposcopy are retested with HPV DNA testing at 12 months and, 

if negative, move to the recommended regular screening interval. [Conditional 

recommendation]



Follow-up after negative triage test or after 
treatment

■ The modelling found that results may be dependent on the triage test. There is low-

certainty evidence showing that after a negative triage test using HPV16/18 

genotyping or colposcopy, follow-up screening at 24 months or at 12 months may 

result in similar benefits, but there may be fewer cancer treatments and lower costs 

at 24 months.

■ The GDG agreed that the harms outweighed the benefits for screening at both 12 

and 24 months, and although the benefits and harms at 12 months and 24 months 

varied slightly by triage test, a conditional recommendation was made to retest after 

24 months.



Recommendations and good practice statements: 
women living with HIV

■ WHO recommends using HPV DNA detection as the primary screening test rather 

than VIA or cytology in screening and treatment approaches among both the general 

population of women and women living with HIV. [Strong recommendation]

■ WHO suggests using an HPV DNA primary screening test with triage rather than 

without triage to prevent cervical cancer among women living with HIV.[Conditional 

recommendation]

■ In a screen, triage and treat approach using HPV DNA detection as the primary 

screening test among women living with HIV, WHO suggests using partial 

genotyping, colposcopy, VIA or cytology to triage women after a positive HPV DNA 

test .[Conditional recommendation]

■ the choice of triage method will be dependent on feasibility, training, and resources 

in countries. 



Recommendations and good practice statements: 
women living with HIV

■ When providing HPV DNA testing, WHO suggests using either samples taken by a 

health-care provider or self-collected samples among both the general population of 

women and women living with HIV.*[Conditional recommendation]

■ WHO suggests starting regular cervical cancer screening at the age of 25 years 

among women living with HIV.[Conditional recommendation]

■ After the age of 50 years, WHO suggests screening is stopped after two consecutive 

negative screening results consistent with the recommended regular screening 

intervals among both the general population of women and women living with HIV. 

[Conditional recommendation]



Recommendations and good practice statements: 
women living with HIV

■ Priority should be given to screening women living with HIV aged 25–49 years. When 

tools are available to manage women living with HIV aged 50–65 years, those in 

that age bracket who have never been screened should also be prioritized. [Good 

practice statement]

■ WHO suggests a regular screening interval of every 3 to 5 years when using HPV 

DNA detection as the primary screening test among women living with 

HIV.[Conditional recommendation]

■ Where HPV DNA testing is not yet operational, WHO suggests a regular screening 

interval of every 3 years when using VIA or cytology as the primary screening test 

among both the general population of women and women living with HIV. 

[Conditional recommendation] 

■ While transitioning to a programme with a recommended regular screening interval, 

screening even just twice in a lifetime is beneficial among both the general 

population of women and women living with HIV. [Good practice statement]



Recommendations and good practice statements: 
women living with HIV

■ WHO suggests that women living with HIV who have screened positive on an HPV 

DNA primary screening test and then negative on a triage test, are retested with HPV 

DNA testing at 12 months and, if negative, move to the recommended regular 

screening interval.[Conditional recommendation]

■ WHO suggests that women from the general population and women living with HIV 

who have screened positive on a cytology primary screening test and then have 

normal results on colposcopy are retested with HPV DNA testing at 12 months and, 

if negative, move to the recommended regular screening interval. [Conditional 

recommendation]

■ WHO suggests that women living with HIV who have been treated for histologically 

confirmed CIN2/3 or adenocarcinoma in situ (AIS), or treated as a result of a 

positive screening test are retested at 12 months with HPV DNA testing when 

available, rather than with cytology or VIA or co-testing, and, if negative, are retested 

again at 12 months and, if negative again, move to the recommended regular 

screening interval.[Conditional recommendation]



■ Primary screening tests: The costs, however, may be greater when 

using cytology followed by colposcopy.

■ HPV DNA testing followed by triage at five-years intervals may have 

similar benefits and harms when compared with cytology (followed by 

colposcopy) every three years, but it is more cost-effective than 

cytology and colposcopy at any interval .

■ Starting screening at the age of 20, 25 or 30 is likely to be 

acceptable to women living with HIV.

■ A systematic review of the literature, primarily in high-income 

countries, found that HPV DNA testing by self-sampling is likely to 

improve screening uptake and may improve follow-up care slightly.



■ Follow-up after negative triage test or after treatment: There is low-certainty 

evidence showing that after a negative triage test, there are greater benefits when 

retesting at 12 months compared with 24 months, but similar harms; and similar 

benefits and harms at 12 months compared with retesting at both 12 and 24 

months. Therefore, screening at 12 months is suggested. 

■ Systematic reviews providing moderate- and low-certainty evidence on treatment 

failure in women living with HIV suggest it may be around 30% after ablative 

treatment, and lower after excisional treatment.

■ the HPV DNA test is more sensitive and slightly less specific than cytology alone or 

co-testing with HPV DNA and cytology.

■



Additional recommendation and good practice statement 

for treatment not covered in previous guidelines for the general 
population of women and women living with HIV

■ Once a decision to treat a woman is made – whether from the general population of 

women or women living with HIV – it is good practice to treat as soon as possible 

within six months to reduce the risk of loss to follow-up. However, in women who are 

pregnant, good practice includes deferral until after pregnancy.In circumstances 

when treatment is not provided within this time frame, it is good practice to re-

evaluate the woman before treatment.[Good practice statement]

■ WHO suggests large-loop excision of the transformation zone (LLETZ) or cold knife 

conization (CKC) for women from the general population or women living with HIV 

who have histologically confirmed adenocarcinoma in situ (AIS).[Conditional 

recommendation, low-certainty evidence]





























Thank you for your attention




