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A
t first glance, the American College of
Obstetricians and Gynecologists’ com-
mittee opinion is yet another reason

for “guideline shock.” The symptoms are fa-
miliar: New national guidelines
are released before older ones are
fully implemented, and as in this
case, the recommendations appear
to be the opposite of traditional
practice.

In reality, this guideline is the re-
sult of an evolutionary process
that has been in play since 2002,
one in which the management of
adolescent women, defined as
those under age 21 years, has be-
come much more conservative.
Before then, a national consensus
guideline issued in 1989 recommended that
women initiate cervical cancer screening with
the onset of sexual activity, or by age 18
years even if a woman was a virgin. 

In 2002, the American Cancer Society, rely-
ing on new studies of the natural history of
human papillomavirus infections and conse-
quent preinvasive cervical lesions, recom-
mended that a woman delay her first screen
until 3 years after her first episode of vaginal
intercourse or to start screening at age 21
years, given the possibility that some women
would not disclose their sexual history. 

In the following year, ACOG and the U.S.
Preventive Services Task Force issued similar
guidelines. 

In 2006, the American Society for Col-
poscopy and Cervical Pathology (ASCCP)
took the next step by recommending that
women under age 21 years not receive HPV-
DNA testing under any circumstances and also
sharply differentiated the management of ab-
normal cytology and histology results in ado-
lescents, compared with adult women. 

More recently, in December 2009, the
ACOG Practice Bulletin “Cervical Cytology
Screening” flatly recommended that cervical
cancer screening begin at age 21 years, re-
gardless of the age of onset of sexual activity
(Obstet. Gynecol. 2009;114:1409-20). 

The newest ACOG guideline on this topic
adds further advice for the management of
adolescents who had abnormal Pap screening
results in the “old system” and how they
should be transitioned to the new.

The reason for this evolution in thinking is
clearly stated in each of the guidelines. In
younger women, most HPV infections are
transient and not dangerous at the time of in-
fection. If persistent infection with a high-risk
type of HPV does result in the development
of a high-grade lesion, it typically does so over
a period of years or even decades, allowing
ample time for the discovery of a preinvasive
lesion once a woman starts screening at age
21 years. 

In addition, invasive cervical cancer is ex-
ceedingly rare in adolescents, occurring at a
rate of 1-2 cases per million women per year,
and even some of these cases do not appear
to have been preventable by screening. 

Beyond the fact that screening of adoles-
cents has no apparent benefit, the harms of
screening are becoming better understood.

Numerous studies have shown the negative
psychological effects of screening, disclosure
of abnormal results, and treatment, including
effects on sexual function. Even more con-

cerning are the findings that preg-
nancy outcomes following loop
electrosurgical excision procedure
show a significant increase in the
rate of preterm birth.

Regrettably, there is no reason
for optimism that this set of rec-
ommendations will be embraced
quickly. As a number of studies
have shown, clinicians have been
slow to adopt the 2002 cervical
cancer screening guidelines and
consumers either don’t know
about the guidelines or believe

that they are financially motivated. Providers
are fearful of encountering a patient with an
interval cancer and being sued for a missed di-
agnosis and also concerned that well-woman
visits will be skipped if they are not tied to the
need for a Pap test. 

There is also concern that sexually active
adolescents will not receive annual chlamydia
screening and targeted screening for other sex-
ually transmitted infections once they are in-
formed at that annual screening pelvic exam-
inations and Pap tests are no longer
recommended. While these are legitimate
concerns, they must be addressed in ways oth-
er than requiring a young woman to receive
a test that is unnecessary and potentially
harmful

For this guideline to be successfully imple-
mented, a number of interventions are nec-
essary. Most importantly, consumers must be
educated and persuaded that the public health
message of the last 60 years regarding the
need for annual Pap screening in all women
has been significantly modified for the pur-
pose of improving quality of care and not just
to save money. 

Second, providers must be convinced that
the guideline is based on the best available ev-
idence and are somehow motivated to follow
it. Third, once these measures have been
achieved, health plans should stop paying for
cervical cytology in women under age 21
years, as many have done already for HPV-
DNA tests.

While some clinicians will prefer to wait for
updated guidelines produced by the U.S. Pre-
ventive Services Task Force or the American
Cancer Society before changing their prac-
tices, it is clear that the momentum of the
evolutionary changes will continue in the di-
rection that ACOG has taken. The bottom
line is that by continuing to screen adoles-
cents for cervical cancer, including those who
are pregnant, we risk harming our patients
rather than helping them. It’s time to aban-
don this unnecessary practice. ■
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S
creening young women be-
fore the age of 21 doesn’t re-
duce cervical cancer rates,

according to an opinion from the
American College of Obstetricians
and Gynecologists’ Committee on
Adolescent Health Care. 

Because of this, the committee
recommended for the first time
that cervical cancer screening start
at age 21, except in situations that
warrant earlier testing. 

“The vast majority of adoles-
cent girls should wait until they
turn 21 before they have their first
Pap test,” Dr. Cheryl B. Iglesia,
chair of ACOG’s Committee on
Gynecologic Practice, said in a
statement. 

“Our guidelines now specify the
exceptions to this recommenda-
tion,” which include adolescents
whose immune systems are com-
promised by HIV, prior organ
transplants, or long-term steroid
treatment.

Young women with HIV should
get Pap tests twice in the year fol-
lowing their diagnosis with the
virus and annually after that.
Those with a history of an organ
transplant or long-term steroid
treatment should be tested every
6 months in the year after they
start having sex, followed by an-
nual screening.

Dr. Veronica Gomez-Lobo,
director of pediatric and adoles-
cent gynecology at Washington
Hospital Center and Children’s
National Medical Center, also in
Washington, said she appreciates
that the committee paid particu-
lar attention to how to handle
adolescents with compromised
immune systems—her area of
specialty. 

“I think it makes it very clear for
us as clinicians as to what we
should be doing,” she said in an
interview.

Dr. Gomez-Lobo said that wait-
ing until age 21 to screen young
women makes sense, given how
rare cervical cancer is in that age
group. 

“When we did screen a lot of
teenagers, we were not prevent-
ing the few cancers that do hap-
pen in adolescents,” Dr. Gomez-
Lobo said. 

“Ultimately, many were having
excisional procedures that put
them at risk for preterm labor in
the future,” she said.

The guidelines also specify how
physicians should manage women
younger than age 21 years who
have already had Pap tests and
who were found to have dysplasia.
Periodic observation is generally
safe for those with low- to high-
grade precancerous lesions (Ob-
stet. Gynecol. 2010;116:469-72).

For those women whose Pap
smear results showed improve-
ment in dysplasia, it’s acceptable
to wait to rescreen until age 21, al-
though annual screening is also
okay. 

In those younger women who
were found to have cervical in-
traepithelial neoplasia 3 (CIN 3),
however, treatment with cryother-
apy, laser therapy, or loop electro-
surgical excision is warranted as
the natural history of CIN 3 has
not been determined.

Adolescents should not be test-
ed for human papillomavirus be-
cause the infection tends to re-
solve on is own most of the time,
according to the new ACOG
guidelines. 

Pregnancy in young women
does not alter the recommenda-
tions, nor does a diagnosis of a
sexually transmitted infection
other than HIV. ■
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The MOMS Spina Bifida Trial
Seeks Pregnant Enrollees

The Management of Myelo-
meningocele Study (MOMS)

is a randomized, controlled clini-
cal trial that continues to enroll
pregnant women between 19 and
25 weeks’ gestation. Funded by
the National Institute of Child
Health and Human Development,
the trial will compare the safety
and efficacy of prenatal versus
postnatal closure of myelomenin-

gocele. Participating MOMS cen-
ters are the Children’s Hospital of
Philadelphia; Vanderbilt Universi-
ty Medical Center in Nashville,
Tenn.; and the University of Cali-
fornia at San Francisco. 

To refer a patient or for more in-
formation, contact study coordi-
nator Jessica Ratay at 866-275-6667
or MOMS@ bsc.gwu.edu, or vis-
it www.spinabifidamoms.com. ■


