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Key points

* Around 40% of clinicians provide
screening more frequently than
recommended

* Some clinicians screen women at younger
ages than recommended or perform HPV
and cytology co-testing

* Patient request was a key reason
for clinicians screening outside the
guidelines

Abstract

Objectives and importance of study: Changing cancer screening programs
is notoriously difficult and may be influenced by clinicians’ willingness

to adhere to new guidelines. Our objective was to investigate clinicians’
adherence to revised cervical screening guidelines and to identify any
reasons for testing outside the revised guidelines.

Methods: Australian clinicians involved in cervical screening and treating
women with cervical abnormalities were invited to complete a cross-sectional
online survey between September 2019 and February 2020. We measured
self-reported adherence to cervical screening guidelines for three common
scenarios and analysed free-text reasons for offering tests contrary to
guidelines using content analysis.

Results: A total of 607 clinicians (283 general practitioners [GPs], and

324 obstetricians and gynaecologists [O&Gs]) were eligible and participated.
Of these, 37.8% of GPs and 43.8% of O&Gs would provide testing more
frequently than indicated by guidelines, but recognised the need for patients
to be aware of the additional cost and for guidelines to be explained; 13.9%
of GPs and 10.2% of O&Gs would screen women at a younger age than
indicated due to patient request, patient/family history and the need for
patient reassurance; and 11.4% of GPs and 23.6% of O&Gs would perform
a HPV and cytology co-test when not indicated, mainly as a result of a
mistake or lack of familiarity with guidelines, patient/family history and patient
reassurance. Patient request for testing was a reason for testing outside the
guidelines with regard to frequency of testing, age of testing and co-testing.

Conclusions: These data suggest that it is likely cervical screening outside
guidelines is occurring in Australia. As patients often request these tests,
strategies to reduce screening outside the guidelines should include ensuring
that women are aware of the financial implications and the reasons for the
updated guidelines.
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Introduction

Screening programs for disease have both harms and
benefits. Overdiagnosis, overtesting and consequent
overtreatment have increasingly been recognised as
harms over the past 10 years."? Overtreatment can

result in emotional distress and increased healthcare
costs for patients. For some cervical lesions, it can also
lead to an increased risk of obstetric complications.®®
Using advances in technology and understanding of the
progression of disease to modify screening programs
can help ensure that the benefits of screening outweigh
the harms. Benefits for women of screening less often

for cervical cancer include reduced costs, less frequent
invasive speculum examinations, greater convenience
with fewer visits to the doctor® and reduced overtreatment
from unnecessary procedures. However, missing cancers
is a common concern.’

The Australian National Cervical Screening Program
has had demonstrable success in reducing cancer
incidence and mortality® alongside a successful
human papillomavirus (HPV) vaccination program.® The
screening program was revised in December 2017 as a
result of development of new technology and recognition
of potential overtreatment in younger women.'® This
revision involved reducing the frequency of testing in
women (from 2-yearly to 5-yearly), implementing primary
HPV screening and raising the starting age for the
screening program (from 18-20 to 25 years). To ensure
that the benefits of the changes are as anticipated, it is
essential that clinicians support the guidelines.

Previous research conducted in the US™ 12 and Italy'®
suggests that some clinicians do not adhere to changes
to cervical screening clinical guidelines, resulting in
women being overscreened. This was particularly
noticeable when screening intervals were increased. A
recent systematic review found that 31-43% of clinicians
reported initiating cervical screening in women aged
less than 21 years, and that women aged 21-29 years
often receive annual screening, which is not indicated by
guidelines.™ In Alberta, Canada, of all cervical screening
performed between 2011 and 2013, 17.5% of the female
population aged 15-20 years and 10.3% of the female
population aged over 70 years were screened contrary to
the existing guidelines.™

The aim of this study was to examine Australian
clinicians’ adherence to the revised cervical screening
guidelines and to identify any reasons for testing outside
the guidelines.

Methods

Participants

Participants were a convenience sample of Australian
clinicians involved in cervical screening and treating
women with cervical abnormalities — that is, general

practitioners (GPs), and obstetricians and gynaecologists
(O&Gs). Primary recruitment used the mailing list of

the Royal Australian and New Zealand College of
Obstetricians and Gynaecologists (RANZCOG), and
advertisements in the RANZCOG and Primary Health
Network newsletters. Participants were eligible to receive
continuing professional development points as a result of
their participation.

Procedure

Between September 2019 and February 2020,
participants were directed to an online survey using the
web-based platform Qualtrics. Participants accessed
the participant information sheet and provided online
informed consent to participate before completing an
online survey of around 10 minutes duration.

Measures

The survey was developed by adapting previous
work on clinician attitudes towards, and acceptance
of, the revised cervical screening program before its
implementation.’® As well, discussions were held with
the Australian Government Department of Health, and
members of the National Health and Medical Research
Council Centre for Research Excellence in Cervical
Cancer Control.

As part of a larger survey, participants were asked
about their education and information sources for
the revised guidelines; comfort with, and confidence
in, aspects of the revised program; self-collection;
colposcopy; and the newly created National Cancer
Screening Register (data presented elsewhere').
Clinicians were also asked three questions about
adherence to the guidelines: 1) If your patient asked
for an additional cervical screening test that was not
recommended by the guidelines, would you screen them
as often as they requested? (Yes/No); 2) Have you offered
screening to women under age 25 where it was not
recommended in the guidelines? (Yes/No); and 3) Have
you offered human papillomavirus (HPV) and cytology
(a co-test) to women who did not meet the criteria in
the clinical guidelines? (Yes/No). Following each item,
participants who responded ‘yes’ were asked to give a
free-text response on their reasons for performing the
test. The study was approved by the University of Sydney
Human Ethics Committee (2019/691).

Analysis

Analyses were carried out using SPSS v26 (IBM SPSS
Inc.2019). Descriptive statistics summarised the
characteristics of the sample, and the proportion and
percentage of clinicians endorsing each item — overall
and by job role. Respondents were categorised into
0O&Gs (including specialist O&Gs and O&G registrars)
and GPs (including specialist GPs and GP registrars).
Respondents in ‘other’ roles were excluded from the


https://doi.org/10.17061/phrp3242237

Public Health Research & Practice December 2022; Vol. 32(4):e3242237 « https://doi.org/10.17061/phrp3242237
Offering cervical screening outside guidelines

analysis. Content analysis®, which is a combination

= e Characteristic Total GPs O&Gs
of qualitative and quantitative methods, was used to sample n (%) n (%)
analyse free-text responses to the three items. RD and N (%)
HO first read through all the comments and developed a Other i 9036
coding framework through discussion. RD and HO then er area within (36)
. . . general practice
independently coded all comments using the coding o
framework. Agreement between RD and HO using Missing 4(1.6)
Cohen’s kappa coefficient®was indicated as ‘almost 0&Gs (n=263)
perfect’: 0.896 for the comments related to offering an General obstetrics and/ 230 (87.5)
additional cervical screening test, 0.826 for comments or gynaecology '
related to offering a co-test and 0.955 for comments 0 ,
related to offering a test to a woman under 25 years of bstetrics and 29(11.0)
. . . gynaecology sub-
age. Any discrepancies were discussed between RD specialty?
and HO. Responses indicating that the participant would p i Y
perform screening outside the guidelines but listing a Missing 4(1.5)
reason indicated in the guidelines (e.g. early sexual Average age (years) 46.96 45.07 48.24
activity, symptomatic) were removed from the content Years of practice as
analysis. Univariate logistic regression models explored specialist
the relationships between all covariates and the use of the
1 17 (6.9 9(385
three additional tests. All multivariable models controlled < ©.9 35
for clinical role (GP/O&G), gender (male/female), age 1-5 54(21.9) 47(18.1)
group (<35/36-50/51-65/66+), years of practice (<1/1- 5-10 28(11.3) 45(17.3)
5/5-10/10-20/20+) and state/territory. 10-20 61(247) 60 (23.1)
More than 20 87(35.2) 99(38.1)
Results
Gender
A total of 648 clinicians responded to the survey. Male 164 (25.7) 40 (14.1) 124 (38.3)
Participants not aware of changes to the screening
Femal 442 (72. 24 9) 1 14
program (n = 3), those who did not complete the survey emale (728) 3(859) 199(614)
(n = 6) and those who reported an ‘other’ role (n = 32) Other 1(0.2) 0(0) 1(03)
were excluded, leaving 607 participants included in the State or territory of
analyses (Table 1). Participants were O&Gs (n = 324; practice
53.4%) or GPs (n = 283; 46.6%). Almost 16% were Australian Capital 8(1.3) 2(0.7) 6(1.9)
specialist trainees (registrars): 12% of GPs (n = 34/283) Territory
and 18.8% (n = 61/324) of O&Gs. Fifty per cent New South Wales 191(31.5) 79(27.9) 112(34.6)
(n = 125/249) of GPs who provided information on their Northern Territory 12 (2.0) 10 (3.5) 2(0.6)
main area of practice had a special interest in women'’s ' ' '
health (e.g. GP obstetrician). Queensland 109 (18.0) 37(13.1) 72(22.2)
South Australia 52 (8.6) 26 (9.2) 26 (8.0)
Tasmania 21(3.5) 11(3.9) 10(3.1)
Table 1. Sample characteristics Victoria 152(250) 89(314) 63(19.6)
Western Australia 62(10.2) 29(10.2) 33(10.2)
Characteristic Total GPs 0&Gs Practice setting
SZT(;")‘? n%)  n(%) Rural 6(10) 5(18  1(03)
2 Urban 595(98.0) 276(98.2) 319(99.7)
Role 607 (100) 283 (46.6) 324 (53.4) o
Missing 6 (1.0)
What is your main area
of practice? @ Question not asked of GP or O&G registrars.
® Includes gynaecology oncology, maternal-fetal medicine,
GPs (n = 249) reproductive endocrinology and fertility, uro-gynaecology, and
General GP 111 (44.6) obstetric and gynaecological ultrasound.
Role in general practice 125 (50.2)

with a women'’s health
focus
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The main area of practice for O&Gs was general
obstetrics and/or gynaecology (n = 230/263; 87.5%

of those asked this question). Participants were
predominantly female (n = 442/607; 72.8%) and practised
in urban areas (n = 595/607; 98.0%).

Content analysis

Screening more frequently than indicated

When asked about screening more frequently than
indicated by the guidelines, just over one-third of GPs
n=107; 37.8%) and just under half of O&Gs (n = 142;
43.8%) indicated that they would screen women as often

as they requested (Table 2; Appendix A, available from:
ses.library.usyd.edu.au/handle/2123/29643).

The top three reasons both GPs and O&Gs gave for
testing patients more frequently than indicated by the
guidelines were the patient being aware of the additional
cost and still wanting to screen (65.4% of GPs; 38.7%
of O&Gs), the patient making an informed choice after
clinician education about why the test is not indicated for
them by the guidelines (51.4% of GPs; 27.5% of O&Gs),
and managing the patient’s anxiety (30.8% of GPs; 40.8%
of O&Gs). These were not mutually exclusive with some
clinicians listing multiple reasons.

Both GPs and O&Gs recognised that patients should
be made aware that they would be charged for additional

Table 2. Most common reasons for screening women outside the guidelines

Reason GPs agreed O&Gs agreed
n (%) n (%)

If your patient asked for an additional cervical screening test that was 107 (37.8) 142 (43.8)

not indicated by the guidelines, would you screen them as often as they

requested? — yes

Patient-related factors

Patient aware of additional cost and still wants to screen 70 (65.4) 55 (38.7)

Patient needs education first/explain guidelines/informed choice 55(51.4) 39 (27.5)

Manage patient anxiety/reassurance/encourage patient confidence in 33(30.8) 58 (40.8)

screening

Patient autonomy/request 17 (15.9) 33(23.2)

Provider-related factors

May be detrimental/acknowledge not necessary 4 (3.7) 5(3.5)

Test not 100% accurate/not comfortable with guidelines 3(2.8) 10 (7.0)

Have you offered HPV screening to women under age 25 where it was not 39 (13.8) 33 (10.2)

indicated in the guidelines? — yes

Patient-related factors

Patient autonomy/choice/request 11 (28.2) 6(18.2)

Patient/family history of cancer or abnormalities 5(12.8) 4(12.1)

Had previous Pap smear 2(5.1) 6(18.2)

Other risk factors (e.g. immunocompromised, sexual assault) 4(10.3) 8(24.2)

Provider-related factors

Accident/mistake 10 (25.6) 1(3.0)

Have you offered screening with HPV and cytology (a co-test) to women 32 (11.3) 76 (23.5)

who did not meet the criteria in the cervical screening guidelines? — yes

Patient-related factors

Patient autonomy/request 6(18.8) 16 (21.1)

Patient aware of additional cost and still wants to screen 5(15.6) (3.9)

Patient needs education first/explain guidelines/informed choice 5(15.6) 2.6)

Provider-related factors

Accident/mistake 7(21.9) 1(1.3)

Early days of program/initial confusion/not familiar with new guidelines 7(21.9) 9(11.8)

Clinical judgement 2(6.3) 2(2.6)
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tests outside the guidelines. Strategies used to avoid
giving the patient the extra test included explaining the
reasons behind the changes to the National Cervical
Screening Program:

“If, after careful explanation, they still wish to have
the test, and they are aware of cost, then | would
screen them.” (GP)

“To ease patient anxiety, only after discussion and
ensuring patient aware of cost.” (O&G)

Screening at an earlier age than indicated

Around 12% of clinicians reported that they had offered
HPV screening to women under 25 years of age where
it was not indicated by the guidelines (n = 39, 13.8% of
GPs; (n = 33, 10.2% of O&Gs). The top three reasons
given for screening under 25-year-olds differed between
GPs and O&Gs. GPs gave patient request (28.2%),
testing by accident or mistake (25.6%), or patient or
family history of cancer or abnormalities (12.8%) as
reasons:

“Sometimes forgot that CST [cervical screening
test] not covered in those under 25 — some women
would present for it, having had previous Pap tests,
and I'd forget to check their age.” (GP)

For O&Gs, the most frequently cited reasons were risk
factors such as immunosuppression (24.2%), the woman
having had a previous Pap smear (18.2%) and patient
request (18.2%):

“If previously been screened by liquid-based

cytology on previous system.” (O&G)

Screening with additional cytology rather than just
HPV (‘co-test’)

Just over 10% of GPs (n = 32; 11.3%) and 23.5% of
0O&Gs (n = 76) had offered screening with HPV and
cytology to women who did not meet the criteria in the
cervical screening guidelines. The top three reasons
for GPs ordering a co-test were an accident or mistake
(21.9%), initial confusion and lack of familiarity with the
guidelines (21.9%), and patient request (18.8%):

“Initially in the program there were so many
guideline arms that | thought co-test was done as a
follow-up after other HPV.” (GP)

Patient reassurance was the main reason given
for O&Gs offering co-testing (28.9%); other reasons
were patient/family history (21.1%) and patient request
(21.1%):
“For example a pt [patient] with a deceased
relative from cervical cancer or one with multiple
previous CIN [cervical intraepithelial neoplasia] is
more anxious than most women.” (O&G)

Quantitative analysis

Univariate analyses showed that GPs were less likely
than O&Gs to provide additional cervical screening tests
(odds ratio [OR] = 0.71; 95% confidence interval [Cl]
0.51, 0.98;(p = 0.04) or co-tests (OR = 0.28; 95% CI 0.18,
0.43; p < 0.001), and male clinicians were more likely
than females to provide additional cervical screening
tests (OR = 1.49; 95% Cl 1.04, 2.13; p = 0.03) or co-tests
(OR =2.18; 95% CI 1.46, 3.25; p < 0.001). In addition,
participants practising in South Australia (OR = 0.34; 95%
C10.17,0.67; p = 0.002), Western Australia (OR = 0.52;
95% CI10.29, 0.94; p = 0.03) and the Northern Territory
(OR =0.22; 95% C1 0.08, 0.60; p = 0.003) were less
likely than those practising in New South Wales (NSW) to
request an additional cervical screening test. Clinicians
aged 35 years and under (OR = 0.21; 95% CI1 0.09, 0.48;
p < 0.001) and 36-50 years (OR = 0.43; 95% CI 0.21,
0.86; p = 0.02) were less likely to order a co-test for their
patient compared with their counterparts aged 66 years
and over.

Two factors remained significant when entered into
multivariable models (Table 3). GPs were less likely than
O&Gs to provide a co-test (OR = 0.26; 95% CI 0.16, 0.45;
p < 0.001), and participants practising in South Australia
were less likely than those practising in NSW to request
an additional cervical screening test (OR = 0.42; 95% CI
0.20, 0.87; p=0.02).

Years of specialist practice and number of patients seen
per week for GPs were not associated with requesting
tests outside the guidelines.

Discussion

The findings from this study demonstrate that screening of
women for cervical cancer outside the clinical guidelines
is reported by clinicians to be most often driven by
patient preferences or confusion around the guidelines.
Our previous publication showed that more than 80% of
the clinicians in this sample were comfortable with the
programmatic change to screening women every 5 years,
and only at age 25 years and over." The current study
found a very small number of clinicians who stated that
they did not agree with the new guidelines, supporting
previous research demonstrating that Australian clinicians
are generally positive about the changes?, unlike in the
US."2" These findings show that, despite being generally
positive about the changes and feeling comfortable
with the guidelines, clinicians will still offer cervical
screening outside the guidelines if a patient requests it.
Encouragingly, many clinicians did report that they would
explain to the patient why the test would not be indicated
by the guidelines before they performed the test, with
more than 95% of this sample feeling confident in doing
s0."7

Patient request and reassurance were common
reasons for screening outside the guidelines. This
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Table 3 Unadjusted and adjusted odds of factors associated with requesting screening outside the guidelines

Factor Additional cervical screening test Patient under 25 years of age Co-test
Unadjusted Adjusted Unadjusted Adjusted Unadjusted Adjusted
OR (95% ClI) OR (95% Cl) OR (95% Cl) OR (95% Cl) OR (95% ClI) OR (95% ClI)

GPs (relative to
0&Gs)

0.71(0.51, 0.98)

0.67 (0.45, 1.02)

0.76 (0.51, 1.13)

0.64 (0.38, 1.07)

0.28 (0.18, 0.43)

0.26 (0.16, 0.45)°

Male (relative to
female)

1.49 (1.04, 2.13)°

1.04 (0.66, 1.62)

0.80 (0.50, 1.27)

056 (0.31,
0.99)°

218 (1.46. 3.25)0

1.23(0.74, 2.03)

Age (relative to
66+)

35 years and
under

36-50 years
51-65 years

0,55 (0.27, 1.12)

0.62(0.32, 1.21)
0.80 (0.40, 1.57)

0.66 (0.19, 2.32)

056 (0.21, 1.49)
0.83(0.39, 1.80)

0.63 (0.28, 1.43)

0,53 (0.25, 1.15)
0.75 (0.35, 1.62)

1.13(0.25, 5.19)

0.45 (0.14, 1.44)
0.83 (0.34, 2.01)

0.21(0.09, 0.48)°

0.43 (0.21, 0.86)7
052 (0.26, 1.05)

0.60 (0.13, 2.75)

0.54 (0.19, 1.57)
0.72(0.32, 1.61)

No. of patients in
week (relative to
80+)°

Less than 40
40-80

0.51(0.23, 1.13)
0.58 (0.28, 1.21)

0.63(0.21, 1.87)
1.14 (0.4, 2.98)

2.63(0.56, 12.34)
2.07 (0.46, 9.29)

Years of specialist
practice (relative
to more than 20)

Less than 1 0.87(0.38,1.98) 1.38(0.46,4.21) 0.28(0.06, 1.23) 0.27 (0.05, 1.62) 0.48(0.16, 1.47) 0.86 (0.20, 3.61)
1-5 0.81(0.50,1.32) 1.18(0.51,2.74) 0.96(0.53, 1.72) 1.02(0.36,2.89) 0.59(0.32,1.08) 0.91(0.33,2.47)
5-10 0.91(0.52,1.56) 1.26(0.57,2.78) 0.61(0.29, 1.26) 0.86(0.32,2.32) 0.89(0.48,1.66) 1.11(0.44,2.79)
10-20 0.70(0.44,1.11) 0.92(0.49, 1.74) 0.93(0.53,1.62) 1.33(0.64,2.78) 1.05(0.63, 1.76) 1.50(0.73, 3.05)
State/territory of

practice (relative
to New South
Wales)

Australian Capital
Territory

Northern Territory
Queensland
South Australia

Tasmania
Victoria
Western Australia

1.26 (0.33, 4.84)

0.22 (0.08, 0.60)°
0.86 (0.54, 1.37)
0.34(0.17, 0.67)°

0.70(0.29, 1.71)
0.79(0.52, 1.21)
0.52 (0.29, 0.94)?

112 (0.24, 5.27)

0.46 (0.11, 1.87)
0.96 (0.57, 1.64)

0.42 (0.20,
0.87)

0.74 (0.29, 1.90)
0.88 (0.54, 1.44)
0.64 (0.33, 1.24)

1.89 (0.45, 7.89)

0.63(0.21, 1.92)
0.75(0.41, 1.38)
1.26 (0.62, 2.58)

1,42 (0.52, 3.85)
1.03(0.61,1.72)
0.48 (0.21, 1.14)

1.61(0.28, 9.36)

1,03 (0.20, 5.38)
0.77 (0.39, 1.50)
0.94 (0.40, 2.19)

1.46 (0.51, 4.20)
1,03 (0.57, 1.85)
058 (0.23, 1.45)

1,73 (0.42, 7.21)

0.75(0.27, 2.10)
0.98 (0.56, 1.72)
1.04 (0.50, 2.15)

1,62 (0.62, 4.21)
0.98 (0.59, 1.63)
0.92 (0.46, 1.84)

1.83(0.34,9.71)

1,65 (0.31, 8.73)
0.84 (0.44, 1.60)
1.24 (0.55, 2.83)

1,94 (0.67, 5.61)
1.07 (0.59, 1.94)
1,07 (0.48, 2.36)

@ p<0.05
® p<0.001
¢ Only asked of GPs so not included in multivariate analyses.


https://doi.org/10.17061/phrp3242237

Public Health Research & Practice December 2022; Vol. 32(4):e3242237 « https://doi.org/10.17061/phrp3242237
Offering cervical screening outside guidelines

supports findings from a cross-sectional survey

of healthcare professionals in the US, with patient
demand frequently cited as a reason for not adhering

to guidelines.? It also aligns with findings from studies
before implementation of the revised National Cervical
Screening Program, as many women asked whether they
would be able to request more frequent screening.”?
Personal experience is also influential in acceptance of
guideline changes.?* Clinicians’ reasons for adhering to
patient requests were the need to protect the patient’s
mental health, by reassuring women and reducing their
concerns. However, focus groups conducted with women
have shown that explaining the reasons behind the
changes can help reassure women about the changes
and may therefore reduce patient requests for additional
tests.®

In Australia, tests that are requested by women
outside the guidelines are not reimbursed and must
be paid for by the women themselves, referred to as
‘out-of-pocket costs’. Many clinicians in this sample
reported that the patient needed to be aware that
there was a financial cost involved. Some of the
reasons given, albeit infrequently, aligned with findings
from research conducted before the changes were
implemented, in which clinicians said that they would
wish to continue screening from 18 years of age (as per
the previous Australian Pap smear screening program)
for women who had not been vaccinated for HPV, were
immunosuppressed or had been victims of childhood
sexual assault.’® This previous study also found that
GPs are more willing than O&Gs to follow the revised
guidelines, which is supported by our findings: a lower
proportion of GPs than O&Gs reported performing
tests not indicated by the guidelines. This may be due
to O&Gs being more aware of high-risk patients who
require more frequent screening.?' Some of the reasons
given by this sample of clinicians for why they offered
the test are listed in the guidelines as exceptions and
therefore recommended in the guidelines (e.g. if women
are symptomatic). This may suggest that clinicians at
the time of this survey were still not fully familiar with the
guidelines.

Previous evidence from Australia shows a lack of
compliance with National Health and Medical Research
Council guidelines for prevention of cervical cancer
with regard to the HPV test of cure (i.e. testing after
treatment), with more than 50% of women continuing to
have annual Pap smears with potentially unnecessary
biopsies and/or colposcopies.® In the US, overscreening
is widespread, with 30-50% of healthcare professionals
not following age-specific guideline recommendations for
HPV testing.2! Although patient reassurance was given in
these previous studies as a common reason for offering
the tests, overscreening could inflict psychological
distress if women are HPV-positive.?® A positive screening
result might have no clinical relevance because of the
transient nature of HPV infection in younger women, and
will incur unnecessary medical costs for the woman.

Understandably, some of the additional tests were
during the transition period between the old and the
new guidelines, and the main reason for GPs offering
co-tests was accident or mistake. The complex nature
of the guidelines was reported previously in a qualitative
study with clinicians in Australia.®® This suggests that
the transition between guidelines is a critical time for
educating and supporting clinicians to adhere to the
new guidelines. The timing of the survey means that
most of the responses for screening more frequently
than recommended would have been hypothetical, but a
small minority were not. Monitoring which clinicians are
providing tests more frequently than every 5 years, and
educating clinicians, are important to ensure that this
issue is addressed.

Given the cross-sectional nature of this survey and
our inability to calculate a response rate, these findings
may not be generalisable to other GPs and O&Gs across
Australia. We had a large number of clinicians practising
in urban settings, so future research is encouraged to
recruit clinicians from rural settings. The question about
frequency of screening was hypothetical; some clinicians
may have responded to reflect their current practice and
others to the hypothetical nature of the question, so it is
difficult to report whether these figures are representative.
Further useful data include the number of cervical
screens the clinicians conducted per month, to provide
context about their experience conducting cervical
screening.

Conclusions

As HPV primary screening is implemented across other
countries, and screening intervals are likely to increase
as a result, it has never been more important to identify
and address reasons for overtesting. Cervical screening
guidelines will continue to evolve as the World Health
Organization strategy for elimination of cervical cancer
progresses, so countries worldwide need to be able to
navigate these changes. As women become more aware
of guidelines, requests may subside for these additional
tests. However, there may also be patient characteristics
that predict overscreening, including a family or personal
history of cancer or abnormalities.?*?” This indicates a
need to ensure that clinicians are educated about the
role that HPV and not family history plays in cervical
cancer, to reduce overscreening in women who present
with family history as a reason for additional testing. As
many clinicians are comfortable with the new guidelines,
targeting particularly anxious women to reduce patient
requests for additional tests might be the most effective
way to reduce overscreening. Where overscreening

is driven by provider-related factors, practice-level
electronic health records could be one strategy to alert
clinicians when a cervical screening test would be of low
value based on a woman’s previous medical history.®
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