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Primary HPV screening:
Pooled data on invasive cervical cancer outcomes
from four European trials - 176,000 women
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Primary HPV screening
Longitudinal results for screen-negative women
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Longitudinal outcomes:
HPV positive women
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Cumulative CIN3+ in 20,514 women (median age 34 years)

Khan MJ, Castle PE, et al. The elevated 10-year risk of cervical precancer and cancer in
women with human papillomavirus (HPV) type 16 or 18 and the possible utility of type-
specific HPV testing in clinical practice. JNCI 2005
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MSAC RECOMMENDATIONS

Cervical Screening Test (CST)

* HPV test with partial genotyping (16/18)

* Reflex Liquid Based Cytology (LBC) triage

* Five year screening interval

* Start at age 25 years

* Exit at 70—74 years

* All sexually active women-HPV vaccinated or not

* Self collection: never-screened and under-screened
* Invitation & reminders to screen: National Register
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CERVICAL SCREENING PATHWAY
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HIV-positive women have higher
risk of human papillomavirus
infection, precancerous lesions,
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and cervical cancer.

Liu, Gui; Sharma, Monisha; Tan, Nicholas; Barnabas,
Ruanne. AIDS. 32(6):795-808, March 27, 2018.
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MANAGEMENT OF SCREEN DETECTED
ABNORMALITIES IN IMMUNE-DEFICIENT WOMEN

HPV detected
(any type)

Colposcopy
Reflex LBC result

Assess
entire lower
anogenital tract

Histologically confirmed
abnormalities managed according
to these guidelines

Excisional
treatment
recommended

Type 3
excisional TZ

Test of Cure** Annual co-test

completed

+
Return to routine
HPV testing

every 3 years

CERVICAL SCREENING

Immune-deficient

Screening HPV test 3 yearly
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No confirmed
histological
abnormality

Follow up based
on HPV/LBC/
colposcopy in

accordance with

these guidelines

** Go-test (HPV and LBC) test 12 months after treatment & annually thereafter until the woman has had negative co-test
on 2 consecutive occasions, after which she returns to routine 3-yearly screening

# Until sufficient data become available to support retum to 3-yearly screening

Cancer
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Screening interval recommendations

REC16.1: Immune-deficient women in whom oncogenic HPV is not detected

Immune-deficient women who have a HPV test in which oncogenic HPV types are not
detected should be screened every 3 years with a HPV test.

Management of abnormalities

REC16.2: Colposcopy referral: positive oncogenic HPV test result (any type) in immune-

deficient women

Women who are immune-deficient and have a positive oncogenic HPV (any type) test
result should be referred for colposcopic assessment informed by the reflex LBC.

REC16.3: Colposcopy assessment and treatment in immune-deficient women

Assessment and treatment of immune-deficient women with screen-detected
abnormalities should be by an experienced colposcopist or in a tertiary centre.

ree sp
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Screening pathway recommendations

REC16.4: Colposcopy of whole lower genital tract in immune-deficient women

The entire lower anogenital tract should be assessed, as the same risk factors apply for
cervical, vaginal, vulval, perianal and anal lesions.

REC16.5: Treatment in immune-deficient women

When treatment of the cervix is considered necessary in immune-deficient women, it
should be by excisional methods.

REC16.6: Histological abnormalities of the cervix in immune-deficient women

Women with histologically confirmed abnormalities should be managed according to the
same guidelines as women who are not immune-deficient.

REC16.7: Test of Cure for treated immune-deficient women

Women who are immune-deficient and treated for HSIL (CIN2/3) should have follow-up
with Test of Cure as recommended in the Test of Cure after treatment for HSIL guidelines.
Women who complete Test of Cure should return to routine 3-yearly screening with a HPV
test.
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Screening recommendations

REC16.9: Screening women with a new diagnosis of HIV

Women aged between 25 and 74 years who have a new diagnosis of HIV should have a
review of their cervical screening history to ensure they are up to date with screening in
line with the recommended 3-yearly interval for this group.

REC16.11: Regular screening for immune-deficient women

Women who are immune deficient should be educated regarding the increased risk from
HPV infection and encouraged to attend for regular screening.

REC16.12: Young women with long term immune deficiency

For young women who are sexually active and who have been immune deficient for more
than 5 years, a single HPV test between 20 and 24 years of age could be considered on an

individual basis (regardless of HPV vaccination status).
(]
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Unresolved issues

There is insufficient evidence available to determine the optimal cervical screening
strategy in immune-deficient women. Current recommendations reflect a cautious
approach until further data become available. The effect of ART on progression of cervical
disease is still unclear.

Future research priorities

Long-term randomised controlled trials, comparing screening strategies in immune-
deficient women, are needed to inform future guidelines. It is anticipated that the
renewed NCSP and the National Cancer Screening Register will facilitate the collection of
data on immune-deficient women to support future recommendations. Modelled analysis
may help in determining whether routine 5-yearly screening could be suitable for this

group of women.
P
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Nine valent HPV vaccine

s * Recommended in 3 doses

regardless of age for
immune-deficient

vacdine

* Funded to age 19

* 9vHPV not routinely
recommended for those
previously vax with 4vHPV

’T‘Qﬁ Rt N
Eﬁ ng ; gf% but consider for immune-
: & deficient
AT calane | o |mmunogenic and safe in
& HIV+

* Limited efficacy data in HIV+

TR i It (McClymont et al, CID, in
VLPs in the bivalent, and the ines are shown with the proportion of necplasistic press)
w

ch group. HPV= irus. VLP=virus-like partice.
National HPV Vaccination
Program Register

Norasalent 'At‘s D
vache c" :
~

Thank you

jbrother@vcs.org.au

* VCSR is funded by the Victorian
Government and operated by VCS

* Thank you to all investigators of
the Victorian data linkage study
especially Michael Malloy, Anneke
van der Walt, Emma Foster, and
Vilija Jokubaitis for permission to
share unpublished findings

VCSacknowledges |

the support of the
Victorian

Government

et
, Cll'.. G e ‘ O VCS FOUNDATION


mailto:jbrother@vcs.org.au

