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The following paper is written on behalf of  BSCC Council to express our views on 
the new proposals for cervical screening intervals, which were announced by the 
NHSCSP at a recent press conference1, and to comment on differences between our 
interpretation and theirs on the pathogenesis of high-grade cervical intra-epithelial 
neoplasia (CIN) and cancer.  We are also concerned that the new screening intervals 
have already been published on the NHSCSP website www.cancerscreening.nhs.uk 
without prior consultation with the Regional Quality Assurance Committees or PCTs 
over the practical implications of their implementation. 
 
 
New guidance for the frequency of cervical screening 
 
The BSCC strongly supports the proposal for all women aged 25-49 to be invited for 
screening every three years and has advocated that policy for many years.  The 
evidence that 3-year screening provides better protection than 5-year screening has 
accumulated over more than fifteen years2,3,4.  The sensitivity of a single cervical 
cytology test is not sufficient to allow an interval as long as five years, especially in 
the age groups in which high-grade CIN is most frequently detected. 
 
 
Screening women under 25 
 
In the UK in 1998 CIN3 was diagnosed in 4,000 women aged 20-24, which was more 
than half the number in women aged 25-29 (the peak age group for CIN3)5.  In both 
those age groups rates of CIN3 increased markedly between 1992 and 1998 even 
though screening coverage declined (see attached, Figure Three6).  Coverage is lower, 
and is declining more steeply, in women aged 20-24 compared with 25-29:  61% 
compared with 78% in 1998 and 53% compared with 75% in 2002 6.  Any further 
reduction in screening women aged 20-24 could lead to an increase in invasive cancer 
in the following decades of life, and it should be remembered that between 1993 and 
1997 the peak age group for invasive cancer was 25-394.   
 
During the last decade in England, registrations of invasive cancer have not declined 
in women under 30 but they have steadily declined in women in their 30s and 40s, 
which could be reversed if women in their 20s were discouraged from being screened 
(Figure 1-3, data for cancer registrations in England taken from the Office for 
National Statistics7).  It would be discouraging, and indeed difficult to explain, that 
screening may do more harm than good under 25 but should be carried out 3-yearly 
thereafter.  

 
 
Low-grade abnormalities in young women 
 
The problem with screening young women is the high prevalence of low-grade 
abnormalities caused by infection with human papillomavirus (HPV).  The great 
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majority of these lesions will regress spontaneously but they are not “false positives”, 
as inferred in the NHSCSP announcement1.  Low-grade lesions carry a risk of 
progression to high-grade CIN, and even cancer, if high-risk HPV persists8.  Every 
effort should be made to manage women with these lesions conservatively, avoiding 
treatment and explaining the likelihood of the lesions resolving.  
  
 
Screening women over 50 
 
Women over 50 are at low risk for high-grade CIN and cancer if they have been 
previously screened9.  The BSCC supports the proposal to extend the interval to (or 
maintain it at) 5-yearly in women over 50 as long as they have regularly been 
screened before that age.  It would probably be safe to cease screening at 60 in 
previously screened women, as has been the policy in Scotland since 198710.  There is 
no reason to believe that screening is any more effective in women over than under 
50, as inferred by the NHSCSP and Sasieni et al1,4.
 

 
The effectiveness of screening 
 
The primary aim of cervical screening is to detect and treat high-grade CIN, 
particularly CIN3, to reduce the risk of progression to invasive disease in subsequent 
years of life.  More than 90% of CIN3 is detected in women less than 45 years of 
age5.  Screening cannot be regarded as less effective in women under 40 just because 
incidence has not fallen in women in their 20s4,11.  Furthermore, most cancers in 
women under 40 are detected by the test.  In the national audit reported by Sasieni et 
al 34% of cancers in women aged 25-39 were microinvasive4, which represent about 
half of screen-detected cancers12. 
 
 
Numbers of lives saved by screening 
 
Members of BSCC hold the view that the NHSCSP and Department of Health 
consistently underestimate the number of lives saved by cervical screening to an 
extent that seriously undermines confidence in the test.  It is simply not credible that 
as few as 1,300 lives are saved each year.  Nearly half that number is probably saved 
by the detection of microinvasive cancers alone, which have a 5-year survival 
approaching that of CIN3.  Throughout the 1970s and 1980s there were 4,000 cancers 
and 2,000 deaths.  Now there are 3,000 cancers and 1,000 deaths.  The relatively 
greater decrease in mortality is likely to reflect the increasing proportion of cancers 
that are detected early by screening, either as microinvasive or stage 1B cancers.  
Stating that no more than 1,300 lives are saved each year contradicts the evidence of 
increased risk of cervical cancer in women born during the 1940s, 1950s and 1960s 
(see attached Figure Thirteen 5 referring to papers by Quinn et al and Sasieni and 
Adams 13,14).  That number of lives saved is also inconsistent with the known risk of 
progression of CIN3 to invasive cancer.  More than 20,000 cases of CIN3 have been 
treated each year since 1988 and many thousands during the preceding twenty years15.  
Furthermore, nearly as many cases of CIN2 are treated each year, which substantially 
decreases their risk of progression to CIN3 or cancer.   
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The BSCC believes that the effectiveness of screening would clearly be demonstrated 
if a current, national invasive cancer audit was available, based on the categories of 
screening history recommended by the BSCC in 199516.  Relative risk in screened and 
unscreened women is only relevant to the category of women who have had negative 
smears in the past.   
 
Everywhere else in the world cervical screening is recognised as preventing around 
80% of invasive cancers, which is also likely to be the case in the UK and has been 
stated in previous NHSCSP publications.  It is time that the public was informed that 
a highly effective screening programme has reversed a substantial increase in risk of 
disease: of a disease which would be a major public health problem in this country in 
the absence of effective screening. 
  
 
BSCC proposal for screening intervals 
 
The BSCC suggests the following modification to the NHSCSP proposal. 
  

• Encourage women to be screened in their 20s, explaining that it reduces their 
risk of developing cancer. 

  
• Advocate surveillance rather than treatment of low-grade cytological 

abnormalities in young women. 
  

• Call women for screening at age 24 if they have not been screened before. 
  

• Recall 3-yearly between 25 and 49. 
  

• Recall 5-yearly between 50 and 60 if at least two tests have been negative 
during the preceding 10 years. 

 
• Audit cervical cancers nationally following the recommendations originally 

published in ABC116 
 

 
Amanda Herbert 
Chairman, British Society for Clinical Cytology 
18th November 2003 
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