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Abstract
Objective. The purpose of this paper is to describe some of
the results of the Morelos HPV Study. The main objective of
the Morelos HPV Study is to evaluate the use of human
papillomavirus (HPV) DNA testing, as compared to the
Papanicolaou (Pap) test, for cervical cancer (CC) screening.
Material and Methods. The Morelos HPV Study is currently
being conducted in Mexico, to examine the possibility of using
HPV testing for CC screening.The HPV testing of self-collected
vaginal and clinician-collected cervical specimens was evaluated
as part of this study. The acceptability of the HPV testing of
self-collected specimens was compared to that of the Pap test.
A cost-effectiveness analysis (CEA) and cost-benefit analysis
(CBA) was also performed. Results. The Morelos HPV Study
results indicate that HPV testing has a greater sensitivity to
detect cervical intraepithelial neoplasia (CIN) 2/3 and CC than
the Pap test. Our results also indicate an over-all lower
acceptability of the Pap test as compared to the self-collected
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Resumen
Objetivo. Describir algunos de los resultados del Estudio de
VPH en Morelos. El objetivo principal del Estudio de VPH en
Morelos es evaluar el uso de la prueba del virus de papiloma
humano (VPH), en relación con la prueba de Papanicolaou,
para el tamizaje de cáncer cervical. Material y métodos. El
Estudio de VPH en Morelos actualmente se está llevando a
cabo en México, para examinar la posibilidad de usar la prueba
de VPH para la detección de cáncer cervical. Se evaluó el uso
de la prueba de VPH en muestras auto-tomadas vaginales y en
muestras cervicales tomadas por un clínico. Se comparó la
aceptabilidad del uso de la prueba de VPH en muestras autotomadas al uso del Papanicolaou.También se realizó un análisis
de costo-efectividad y de costo-beneficio. Resultados. Los
resultados del Estudio deVPH en Morelos indican que la prueba
de VPH tiene una mayor sensibilidad para detectar los casos
de neoplasia intraepitelial cervical 2/3 y cáncer cervical que la
prueba de Papanicolaou. Los resultados también indican una
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procedure. The results of the CEA and CBA indicate that
screening women between the ages of 20-80 for CC using
some type of HPV testing is always more cost-effective than
screening for CC using the Pap test. Conclusions. Our results
suggest that self- and clinician-collected HPV testing could be
used in CC prevention programs, as an effective complement
or substitute for the Pap test. This paper is available too at:
http://www.insp.mx/salud/index.html

aceptabilidad menor al uso de la prueba de Papanicolaou que
al uso de la prueba de VPH auto-tomada. Los resultados del
análisis de costo-efectividad y el análisis de costo-beneficio
indican que el tamizaje con la prueba de VPH en mujeres de
20-80 años de edad siempre es más costo-efectivo que el
tamizaje con el Papanicolaou. Conclusiones. Nuestros
resultados sugieren que la prueba del VPH (ya sea auto-tomada
o clínica) podría ser utilizada en los programas de detección y
prevención de cáncer cervical, como un complemento o un
sustituto efectivo de la prueba de Papanicolaou. Este artículo
también está disponible en: http://www.insp.mx/salud/index.html
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Burden of disease

that are credited with reducing CC rates in the developed
world.10 The CCSP has a very low coverage (approximately 20% annually, and 40% over a three year period);
in 1996 an estimated 3 516 000 Pap tests were performed
on a population of approximately 16 507 011 women
between the ages of 25 and 65.11 Instead of being an early
detection tool, the Pap test in Mexico is frequently used
to diagnose advanced cases of CC. According to some
studies, between 20 and 60% of all CC deaths could be
prevented through an effective early detection CCSP.12 It
has been reported that 60% of cases detected using the
Pap test are invasive CC.12 The current CCSP prevents an
estimated less than 13% of the potentially preventable
cases of CC in Mexico.13
One of the explanations for the low coverage of the
Mexican CCSP is the limited utilization and acceptability
of the Pap test due to cultural and institutional barriers.14
Many women do not get a Pap test because they are
uncomfortable with the pelvic examination, their male
sexual partners will not let them, or because of a
previous negative experience. Other reasons include:
not knowing about the test, the perceived financial
expense, and the long waiting time to get the test at a
clinic and to receive the results.14
Although the efficacy of the Pap test has never been
evaluated in a randomized trial, it is the primary tool for
the screening of cervical neoplasia around the world. The
decline in the number of advanced lesions and in the
mortality rate for patients with CC that has occurred in
the last 40 years has mainly been attributed to the
introduction of this screening test.15 However, in the last
two decades, this decreasing trend is no longer occurring
in some developed areas, which have reported a
significant increase in incidence and mortality among
women under the age of 50. This is probably related to
an increase in the incidence of sexually transmitted
diseases, including infection with certain types of human
papillomavirus (HPV),16 which may have occurred 10-20

Cervical cancer (CC) is a major public health problem in
Mexico, and in many other developing countries. Over
the past 25 years CC mortality rates have remained stable,
fluctuating little from 16.9 per 100 000 women in 1980 to
17.1 per 100 000 in 1997.1 In 1992, Mexico had the highest
CC mortality rate in the world,2 and it has ranked first in
CC mortality for Latin America.3 Between 1980 and 1995
approximately 62 000 women died from CC, and each year
more than 4 000 Mexican women die from this disease.4
The incidence of invasive CC in Mexico is also
estimated to be one of the highest in the world. In 1985,
the incidence of CC was estimated to be 40 new cases
per 100 000 women, and by 1997 this estimate had
increased to 50 new cases per 100 000.2,4 The mortality
and high incidence rate of late stage CC are indirect
evidence of the low impact of the Mexican National
Cervical Cancer Screening Program (CCSP), especially
since 90% of these cases can and should be detected
using the Papanicolaou (Pap) test.5
Although there has been a national CCSP in effect
since 1974, CC remains one of the leading causes of
death for women in Mexico.6 It is the second most
frequent cause of death for Mexican women, and it is
the principal cause of death for women on reproductive
age (15-49).7 Epidemiological reports from the Mexican
Institute of Social Security (IMSS) indicate that in 1995,
CC was the second most frequent cause of death due
to cancer, and the leading cause of death due to cancer
among women.8 In Mexico, the average age at death
from CC is 48, and 74% of these deaths occur between
the ages of 30 and 64.9
Problems with Pap Screening
In Mexico, it has been difficult to establish and maintain
an effective Pap-based screening program, such as those
salud pública de méxico / vol.45, suplemento 3 de 2003
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years ago. Also important is the fact that in some
developed countries with well screened populations, CC
mortality rates have stabilized and large reductions in
mortality are not expected. In a recent audit of the UK
national CCSP, 50% of invasive cancers were detected in
women who had been adequately screened.17 Recent
attention has been focused on developing more sensitive
and effective procedures that could be used to detect CC.
One possible option is the use of HPV testing as an
alternative to, or in conjunction with, the Pap test.
HPV testing for cervical cancer screening
Genital HPV infection is the most common sexually
transmitted viral infection.18 Infection with HPV through
sexual contact has been determined to be a necessary risk
factor for the development of CC.19 A recent study reported
that the worldwide HPV prevalence in cervical carcinomas
is 99.7%.20 The presence of HPV in virtually all CC implies
the highest attributable fraction that has been reported for
a specific cause of any major human cancer, around the
world.20 The official recognition of HPV infection as a
necessary cause of cervical dysplasia and CC has produced
an interest in the use of HPV diagnostic tests for screening
activities. Some of the possible uses of HPV testing include:
a) triage of women with low-grade Pap smear abnormalities, b) follow-up of women with confirmed cervical
intraepithelial neoplasia (CIN), and c) primary screening.21
The use of HPV testing in CCSPs could have the following
benefits, a) the sensitivity of CC screening results could be
largely improved, b) women who are not infected with
HPV could be screened at longer intervals, and c) limited
resources for follow-up could be targeted better.22 Other
benefits include the fact that the HPV test requires less
technical resources, it is more reliable, less subjective, and
relatively easier to perform than the Pap test. The higher
costs that may be associated with HPV testing are likely to
be offset by the savings in the direct and indirect costs of
Pap testing and Colposcopy services, and by allowing
longer screening intervals for HPV DNA negative women.
In direct comparison with the Pap, the HPV DNA
test has a significantly greater sensitivity for premalignant
lesions (CIN 2/3).23 Studies have also demonstrated that
HPV testing can be used to triage females with
inconclusive or low grade abnormalities on their Pap tests,
with potential cost savings.24-26 Other studies indicate that
a combination of HPV testing and repeated cytologic
screening can provide a reasonably sensitive screening
for CC, while limiting the use of overburdened
colposcopy services. 27-29 Finally, HPV testing may
improve the sensitivity of CC screening services by
identifying patients who harbor serious cervical lesions
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that are not detected by the Pap test, or who are at high
risk for cervical neoplasia.30
On its own or in conjunction with cytology, there
are a number of possibilities for incorporating HPV
testing at different ages and at different screening
intervals. Studies that have modeled different HPV
screening strategies using various values for prevalence,
sensitivity, and probability of progression indicate that
it may be effective and cost-effective.22,31 However,
current knowledge is incomplete and further studies and
modeling are needed to evaluate the potential roles and
most cost-effective use of HPV testing for screening
purposes.32
HPV prevalence
It has been estimated that at least 50% of sexually active
adults have had a genital HPV infection.33 Some studies
suggest that the prevalence of HPV in men is similar to
that found in women.34,35 When male partners of women
with HPV-associated genital disease are examined by
colposcopy and the acetic acid test, about 40 to 50% of
them show HPV-associated lesions, and half of these
lesions are sub-clinical.36 Another study reports that 32%
of men with low-grade penile intraepithelial neoplasia
were partners of women with CIN 2/3, whereas 72% of
men with high-grade penile intraepithelial neoplasia
had female partners with CIN 2/3.36
The highest rates of HPV infection have consistently
been found in sexually active women under the age of
25. This observation tends to be true even after adjusting
for factors such as lifetime number of sexual partners. In
some studies, older women appear to have a decreased
prevalence of HPV due to biological effects, such as
immunity, that may limit or clear the infection.33
Figure 1 shows the detection rates of HPV infection
by collection type for the Morelos HPV Study.37 These
findings indicate that the detection of HPV is greatest
among younger women (≤25 years of age), then it tends
to drop until the age of 35 when it begins to increase
again. This trend can be observed regardless of the HPV
testing technique used. The U-shaped HPV prevalence
results from the Morelos HPV Study indicate that, unlike
other studies in the US and Europe which have reported
that infection with HPV tends to decrease with age,
prevalence of HPV increases among older women. This
U-shaped curve is consistent with other studies of HPV
prevalence in Latin America such as Costa Rica and
Colombia that have found higher rates among younger
and older women.38,39 The reasons for the variation in
HPV prevalence rates by age and geographic region are
not yet fully understood. Some explanations for this
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FIGURE 1. HIGH-RISK HPV DETECTION RATES FOR THE SELF
AND CLINICIAN HC 2 TESTS.

phenomenon may include: a) a hormonal effect, b) a
cohort effect, c) a reactivation of a latent infection, and
d) an immune system response. Other reasons could
be the HPV detection techniques that were used, or the
type of study population that was selected.
These results also indicate that the HPV testing of
self-collected specimens detects a larger number of
women who are infected than does the testing of cliniciancollected specimens. However, since the HPV testing of
self-collected specimens is less sensitive for detecting CIN
2/3 and CC than the testing of clinician-collected
specimens, these results indicate that the HPV testing of
self-collected specimens detects more women infected
with HPV that is not associated with CIN. A reason for
this phenomenon could be that the vaginal self-collected
specimens contain other types of HPV that are not found
at cervical os, the area from which the clinician-collected
specimens are obtained.
Figure 2 compares the age-specific prevalence of
HPV detected in clinician-collected specimens, and the
histologically confirmed cases of CIN 2/3 and CC
found in the Morelos HPV Study population. These
results indicate that the highest prevalence of HPV is
found in the youngest and oldest age groups, which
also report the lowest number of CIN 2/3 and CC cases.
This information could have important implications
in terms of the optimal age range for an HPV-based
screening strategy.
The process by which an HPV infection progresses
to carcinogenesis is not yet fully understood. The
development of invasive cervical cancer has been
regarded as a continuum that begins with mild dysplasia.
Although low-grade lesions caused by HPV are usually
transient, women with these lesions are at an increased
salud pública de méxico / vol.45, suplemento 3 de 2003
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risk of developing higher-grade CIN, the precursor to
invasive carcinoma. High-grade CIN will usually occur
in women with a previous low-grade diagnosis, but it
can also emerge in women with a prior normal cytology
or equivocal lesion diagnosis. The type of HPV found in
the cervix appears to predict the risk of a woman
progressing from a low-grade lesion to a diagnosis of CIN
2/3. This association has been demonstrated in both crosssectional,40,41 and prospective,42,43 studies.
The incubation period for the development of a
clinically apparent HPV infection (genital warts) varies
from three weeks to eight months. However, most HPV
infections in the squamous epithelium of the cervix
remain at a sub-clinical level, providing a reservoir for
the transmission of the virus.44 A latent infection may
be converted to a replicative infection but the signal to
initiate this process is not clear. Individuals who are
physiologically (as in pregnancy), medically (as in
taking steroids), or pathologically (as in HIV-infected)
immunosuppressed, are at a significantly greater risk
of replicative infections with HPV. When the
individual is no longer in an immunosuppressed state
the virus may again become latent, as is commonly
observed postpartum, or a complete clearance of the
infection may occur.45
Most HPV infections occur early in a person’s
sexual life, the overwhelming majority of infections are
cleared by the host immune system, and persistent
infection is strongly related to neoplasia.46 Recently
results have been presented showing a median duration
of HPV infection of only 8 months, and after 24 months,
only 9% of the women studied continued to be infected.47
Although infection with HPV is quite common,
relatively few infected women develop invasive cervical
S391
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cancer. One study found that 12% of young women (13
to 22 years old) who were persistently HPV positive
developed CIN 2/3 after two years. They also found
that approximately 70% of the participants who were
initially positive had HPV regression by 24 months.48
Another study found that 15.8% of patients with HPV
progressed to CIN after 24 months, persistence occurred
in 39.4% and regression in 44.8% of patients.49
Although infection with high-risk HPV types is a
necessary factor for the development of CC, it is not
sufficient, since the majority of infected women do not
go on to develop this disease. CC usually develops after
years or decades, apparently in association with other
possible co-factors. Studies suggest that infection with
high-risk types of HPV and older age are associated with
persistence. Certain behaviors such as smoking,
hormonal exposure (e.g. multiparity and prolonged use
of oral contraceptives), nutritional deficiency, HLA
haplotypes, other genital tract infections, and
immunodeficiency (especially infection with HIV), are
thought to be related to persistent infection and the
development of CC.46,50,51
Women with persistent HPV infections, especially
those with high-risk types, are at greater risk for
developing CIN and CIN lesions that persist instead
of regressing. The natural history of HPV infection
directly influences the prognosis of cervical dysplasia
as measured by persistence of the lesion.52 Studies
indicate that persistence of high-risk HPVs may
determine progression to more severe stages of the
disease, and risk for disease progression also seems to
be associated with viral burden.53,54
The Morelos HPV Study
Study design and enrollment activities
The Morelos HPV Study37 is currently being conducted
in Mexico, to examine the use of HPV testing for cervical
cancer screening. The main objective of the Morelos HPV
Study is to evaluate the effectiveness of two different
specimen collection strategies for HPV testing: selfcollected vaginal, and clinician-collected cervical, for
detecting pre-invasive cervical lesions and CC, as
compared to the Pap test. Another objective is to
investigate the role of other factors, such as HPV viral
load and types, for the risk of cervical intraepithelial
neoplasia (CIN) 2/3 and CC. An additional objective is
to evaluate the cost-effectiveness of HPV testing, as
compared to the Pap test.
This study is being carried out within the regular
population-based framework of the IMSS CCSP in
Morelos. The study participants were obtained as a
S392

sample of all consecutive women attending CC screening services at any one of the 23 health units that make
up the CCSP in Morelos. Women attending any of the
CC screening clinics in Morelos were invited to join
the enrollment phase of the study between May and
October 1999. Overall, the response rate to participate
in the study was greater than 95%. This study sample
is considered representative of the women attending
CC screening services at the 23 IMSS clinics in Morelos
in 1999. All participants provided informed consent,
after a written and oral explanation of the study was
provided, at the recruitment visit.
Before the pelvic exam, participants were asked
to provide a self-collected (SS) vaginal specimen for
HPV testing. All participants also underwent a pelvic
examination that involved collecting a cervical sample
for the Pap smear, and a clinician-collected cervical
specimen (CS) for HPV testing. The Digene Hybrid
Capture (HC) 2 Probe B, microtiter assay was used to
determine the presence of HPV. A specialized HPV lab
was set up and validated at INSP with the help of
Digene technicians, and the samples were tested
according to the manufacturer’s instructions.55
A total of 7 872 women between the ages of 20 and
80, without a prior diagnosis of CIN 2/3 or CC, hysterectomy or other treatment, enrolled in the study. Data
were evaluated from 7 732 women with complete information for the three tests (median age = 41). The 1 147
women who received at least one positive result (Pap, SS
and/or CS) were asked to come back for a colposcopic
evaluation. During colposcopy, biopsies were taken as
appropriate, to histologically confirm a diagnosis of CIN
2/3 or invasive cancer. A total of 1 015 women returned
for colposcopy; and 101 women received a histologically
confirmed diagnosis of CIN 2/3 (n = 89) or CC (n = 12).
During the recruitment visit, all participants were
interviewed by female staff using a standard IMSS
registration form. In addition, during the initial
recruitment visit a randomly selected subsample of 1 069
participants were interviewed to collect additional
information about their demographic data; obstetric,
family planning and sexual history; risk factors for HPV
and CC; knowledge and use of the CCSP; experience and
acceptance of the Pap and HPV tests; patient costs of
screening; and willingness to pay to reduce risk of CC.

Results
HPV test performance results
The oncogenic HPV detection rate observed among the
Morelos HPV Study participants was found to be 11.6%
for SS, and 9.3% for CS. Fifty six Pap smear abnormalities
salud pública de méxico / vol.45, suplemento 3 de 2003
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Acceptability results
As previously mentioned, one of the reasons for the low
coverage of the Mexican CCSP is the limited utilization
and acceptability of the Pap due to socio-cultural factors.
Some of these factors include: a) a reluctance to have a
pelvic exam that may be embarrassing or painful; b)
feelings of helplessness associated with the invasive
nature of the exam; and c) the disapproval of a male
partner.14
Recently, the acceptability of the Pap was examined
in relation to the use of a self-sampling technique for HPV
testing.69 This investigation was conducted as part of the
Morelos HPV Study. A sub-sample of 1 069 women was
selected from the total Morelos HPV Study population of
7 732. These women were asked to provide a self-collected
vaginal specimen, to undergo a pelvic exam that included
a Pap test, and to answer an in depth questionnaire. The
acceptability component of the questionnaire addressed
the perception of the level of pain, discomfort, embarrassment, and privacy experienced with the Pap and
self-sampling procedures. Respondents were asked to rate
their answers using a Likert scale, where a score of "1"
represents low acceptability and a score of "5" indicates a
high acceptability.
Figure 3 compares the respondents’ experience
with both the Pap and self-sampling procedures in
terms of over-all acceptability, pain, embarrassment,
discomfort, and privacy. The respondents showed a
strong preference for the self-sampling technique as
compared to the Pap test, as measured by the Likert
salud pública de méxico / vol.45, suplemento 3 de 2003

scale, (68% vs. 32%).69 The respondents also indicated
a greater amount of pain, embarrassment, and
discomfort associated with the Pap test, as compared
to the self-sampling procedure. More women reported
increased privacy associated with the self-sampling
technique than with the Pap test. Most of the women
(93.1%) who reported that they preferred the Pap test
indicated that they had more confidence in the
procedure.69
It is important to note that these women were
asked to rate their acceptance of the Pap and selfsampling procedures without knowing the sensitivity
and specificity of these screening techniques. Had these
women been informed of the fact that the sensitivity
of the Pap is actually lower than that of the HPV test
on self-sampled specimens, the acceptability of the Pap
may have been even lower.
Cost-effectiveness
There are few studies that have examined the costeffectiveness of HPV testing as compared to the Pap. A
recent review of 2 100 papers that address the role of HPV
testing for CC screening found that the existing modeling
studies are inadequate for assessing cost-effectiveness.70
This report was disseminated in 1999, at a time when there
were far fewer published studies on the effectiveness of
HPV testing. Since 1999, a number of studies have
published very promising results on the high sensitivity
and potential applications of HPV testing.
Some studies that have examined the costeffectiveness of HPV testing, such as van Ballegooijen

90
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Proportion of women

were observed in 2.4% of the women.56 The relative
sensitivity estimates for the Pap test, SS and CS were
59.4% (95% CI, 49.2-68.9), 71.3% (95% CI, 61.3-79.6), and
93.1% (95% CI, 85.8-96.9), respectively, while the
specificities were 98.3% (95% CI, 98.0-98.6), 89.2% (95%
CI, 88.5-89.9), and 91.8% (95% CI, 91.2-92.4),
respectively.56 The positive predictive values of Pap, SS
and CS were 36.1, 9.1 and 14.9, the colposcopy referrals
needed to detect a case of CIN2/3 or cancer were 2.8,
11.0 and 6.7, respectively.56
Other recent studies have also reported that the
HPV HC2 test has a greater sensitivity to detect CIN
2/3 and CC than the Pap test. Table I summarizes the
findings of some of these studies.
Preliminary results from other recent studies in
Brazil, Canada, Germany and the United States, have
also reported a greater sensitivity of HPV testing as
compared to the Pap.67,68 These results suggest that selfand clinician-collected HPV testing could be used in
CC prevention programs, as an effective complement
or substitute for the Pap test.
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TABLE I.
SENSITIVITY AND SPECIFICITY OF THE SELF- AND CLINICIAN-COLLECTED HPV HC 2 TESTS
Reference

Location
and period

Age range
(mean)

Self

To detect

Reference
population

Morelos HPV
Study 200056

Mexico
1999

20-80
(42.5)

7 736

71.3

90.4

93.1

92.8

CIN 2/3+

Routine Pap

Schiffman M
et al. 200057

Costa Rica
1993-1995

18-90+
(37 med.)

1 119

--

--

88.4

89.0

CIN 2/3+

Routine Pap

Womack S
et al. 200058

Zimbabwe
1999

25-55
--

2 140

--

--

83.9

57.8

CIN 2/3+

Routine Pap

Wright TC
et al. 200059

So. Africa
1998-1999

35-65
--

1 415

66.1

82.9

83.9

84.5

CIN 2/3+

Previously
unscreened

Lin CT et al.
200060

Taiwan

50-78
(62 med.)

119

100

64.8

CIN 2+

Colpo
(Abn. Pap)

Sellors JW
et al. 200061

Ontario
1996-1997

18+
(31.5)

596

86.2

53.5

98.3

52.1

CIN 2/3+

Colpo
(Abn. Pap)

Fait G et al.
200062

Tel Aviv
1996-1997

17-48
(28.2)

503

--

--

88.2

94.7

CIN2
CIN 3

Colpo
(ASC-US, LSIL)

Bergeron C
et al. 200063

Paris
1996-1998

15-75
(35)

378

--

--

88.0

49.0

CIN 2/3+

(ASC-US, LSIL)
Colpo

Clavel C et al.
199964

France
1997-1998

15-72
(37)

1 518

--

--

100

85.2

CIN 2/3+

Routine
Pap

Cuzick J et al.
199965

England

34+
(46)

1 703

--

--

95.2

95.9

CIN 2/3+

Routine Pap

Ferris et al.
199866

USA

242

--

--
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et al,71 are limited by the estimates of the effectiveness
of HPV testing they used. More accurate estimates of
the effectiveness of HPV testing are only currently
becoming available. These studies are also limited by
the estimates of the cost of the HPV test they used
because it is not known what the cost of the test will be
for high-volume screening. The results of modeling
studies indicate that for plausible values of prevalence,
sensitivity, and disease progression, the use of HPV
testing could be cost-effective.70 However, since these
modeling studies have used imprecise input parameters
due to lack of data, additional studies are required to
improve the estimates of the key model parameters
needed to perform an accurate and up-to-date costeffectiveness analysis (CEA).
In order to determine what CC screening strategy
is the most appropriate, it is important to compare the
benefits and costs of each strategy. A recent study by
Mandelblatt et al.22 used a mathematical model of the
natural history of CC to estimate the benefits and costs
S394

Clinician
Spec

of screening the average US population. The use of
HPV testing alone and in combination with the Pap
test was compared to screening with the Pap test on its
own. This study used published estimates of costs and
effectiveness to create their model.The study concluded
that screening with both the Pap and HPV test every
two years results in additional years of life saved at a
reasonable cost, compared to Pap testing alone.
Another recent study by Goldie et al.31 examined
the policy implications of several CC screening strategies
in low-resource settings. A CEA was performed using a
mathematical model and a hypothetical cohort of 30
year-old, black, South African women who had never
been screened for CC. The performance of various
screening tests including, direct visual inspection of the
cervix, cytology, and HPV testing, were evaluated. The
researchers who conducted this study used data from a
South African screening study, a national survey, fee
schedules, and published literature, to create their
model. The study reports that when all strategies are
salud pública de méxico / vol.45, suplemento 3 de 2003
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compared simultaneously, HPV testing every three years
is the most cost-effective option.
These two studies provide important information
about the cost-effectiveness of HPV testing for CC
screening. However, the results of these studies are
based on cost and effectiveness parameters that were
estimated using previously published data from many
different sources. An economic evaluation of HPV
testing that is based on cost and effectiveness data
obtained from an actual CCSP context is also needed
in order to further assess the role of HPV testing for
CC screening. These data were obtained as part of the
Morelos HPV Study.
A CEA and a cost-benefit analysis (CBA) were
performed using data from the Morelos HPV Study, to
further evaluate the possibility of using HPV testing as
a screening technique for the detection of CC. The costs
and benefits of the following interventions were
evaluated and compared: a) using only the Pap test vs.
self- or clinician-HPV testing for CC screening; b) using
the clinician-HPV test in conjunction with the Pap test,
and c) using different screening options for different age
groups. The CEA and CBA were performed from the
perspective of society and IMSS. The results of the CEA
and CBA indicate that screening women between the
ages of 20-80 for CC using some type of HPV testing is
always more cost-effective than screening for CC using
the Pap test.72 The cost-effectiveness results vary based
on the cost that is assigned to missed cases of CC. If a
cost of $500 per missed case is used, the most costeffective option is Self-HPV testing followed by Pap
testing, Clinician-HPV testing, then Pap in conjunction
with Clinician-HPV testing, respectively. If a cost per
missed case of $10,000 is used, the most cost-effective
option is Pap in conjunction with Clinician-HPV testing,
followed by Clinician-HPV testing Self-HPV testing,
then Pap testing respectively. These results will be
reported in a future publication.

Discussion
Until recently, most studies have focused on the use of
the clinician-collected HPV test, rather than the selfcollected test. Also, previous studies have not examined
the potential use of different test combinations. Of
particular importance are the reference populations
that have been used for these studies; most have
focused on the use of HPV testing in women who are
attending colposcopy. The sensitivity and specificity
results in studies using a colposcopy population will
be different than those of studies that use a routine Pap
screening population. The HPV test may have a greater
salud pública de méxico / vol.45, suplemento 3 de 2003

sensitivity and a lower specificity to detect CIN 2/3
and CC when it is applied to a colposcopy population,
than when it is used within a regular screening
population. This is because women who are referred
to colposcopy have evidence of a cervical lesion, but
most will not have high grade cervical disease.
Also, very few studies have been conducted within
an actual population-based CCSP. Evaluating the use
of HPV testing for primary screening is very relevant,
and this must be done using a population of women
who are attending routine Pap screening services.
Studies that take place within an established CCSP can
produce results that will be applicable for the specific
screening program context. Finally, because the
specificity of the HPV tests is relatively low, identifying
strategies that could be used to improve it is a priority.
Since many women who test positive for HPV will never
go on to develop high grade CIN and cancer, it is
important to find ways to distinguish the HPV positive
women who are at greater risk of high grade disease,
from those who may not be at risk.
The results from the Morelos HPV Study indicate
an over-all lower acceptability of the Pap test as
compared to the self-sampling procedure. This finding
has important implications concerning the potential
use of self-sampling CC screening services for women
who reject Pap-based screening programs. However,
it is also important to note that most of the study
participants indicated no difference in pain, discomfort,
or privacy between the Pap test and the self-sampling
procedure. This finding is significant because it implies
that a large number of women appear to accept the
pelvic examination that is required to perform a Pap
test. As noted previously, the Morelos HPV Study
results indicate that the HPV testing of cliniciancollected cervical specimens has a higher sensitivity
for detecting CIN 2/3 and CC when compared with
HPV testing of vaginal self-collected specimens (93%
vs. 71%, respectively).56 This finding suggests that the
HPV testing of clinician-collected specimens could
potentially be a more effective CC screening option.
The fact that a significant number of women would
agree to have a pelvic exam is a necessary first step to
implementing HPV testing of clinician-collected
cervical specimens as a viable CC screening option.
The baseline results of the Morelos HPV Study
indicate that the use of Pap testing on its own is not as
effective as the use of HPV testing to screen for CC.
The combined use of the Pap and the clinician-collected
HPV test appears to be the most effective and costeffective option to detect cases of CIN 2/3 and cervical
cancer. Although the self-collected HPV test was not
found to be as effective or cost-effective as the PapS395
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HPV test combination, the acceptability results indicate
that most study participants showed a strong
preference for the self-sampling technique. These
findings suggest that the self-collected HPV test could
be an attractive option for women who refuse to get a
Pap or clinician-collected HPV test because of the pelvic
examination. The self-HPV test could be used as an
alternative way to reach these women, and increase
the coverage of CC screening programs.
Future studies need to examine the costeffectiveness and cost-benefit of HPV testing as part of
a long-term population-based screening program. Two
such demonstration studies are currently underway in
the states of Morelos and Tlaxcala in Mexico. These longterm studies will provide valuable information about
the ideal screening intervals for HPV testing, as well as
long-term cost-effectiveness results. One of the benefits
of HPV testing is the fact that women who are negative
may not need to be screened as frequently, which could
result in additional cost savings. Future research should
also examine the potential social consequences that
women may experience from receiving an HPV positive
diagnosis. A screening program that is based on HPV
testing may have to take into account issues associated
with screening for a sexually transmitted infection, as
well as those associated with screening for CIN and CC.
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