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Cervical cancer is almost entirely preventable and is curable if 
detected early. In related research, Pataky and colleagues model 
strategies for the elimination of cervical cancer in British Columbia 
and find that the greatest gains would come from increasing self-
sampling uptake among underscreened populations.1 Increasing 
uptake in hard-to-reach populations could be achieved by redu
cing barriers to accessing self-testing, or self-sampling. Guidelines 
from the World Health Organization published in 2022 recommend 
that self-sampling for human papillomavirus (HPV) be included in 
cervical cancer screening.2 The Canadian Partnership Against Can-
cer’s 2019 action plan to eliminate cervical cancer in Canada 
stated this as an immediate goal.3 British Columbia has led Can
adian jurisdictions by integrating self-sampling as an option in its 
screening program as of January  2024. That cervical cancer 
accounts for 1.3% of all new female cancers and 1.1% of all female 
cancer deaths in Canada, yet is preventable, should prompt all 
health systems in Canada to fund self-sampling without delay.4

Although its incidence is relatively low, cervical cancer pre-
dominantly affects young people and contributes disproportion-
ately to years of life lost to cancer.5 Moreover, the incidence of 
cervical cancer has been rising in Canada and the United States, 
with diagnoses being made both in younger age groups and at 
later stages of disease.6,7 Invasive cervical cancer disproportion-
ately affects equity-seeking populations. Yet, those most at risk 
are the least likely to be screened, including 2SLGBTQI+ people, 
immigrants, those with a disability, Black and Indigenous people, 
and victims of sexual trauma.8–10 It is the most common cancer 
among females living with HIV.11

Programs of HPV vaccination alone will not eradicate cervical 
cancer in the foreseeable future. Even if coverage and efficacy 
were 100%, the earliest vaccinated cohorts will not reach the 
average age of cervical cancer diagnosis for many years; uptake 
of HPV vaccination remains suboptimal, with most recent avail-
able data across Canadian jurisdictions (for school year 2017/18) 
demonstrating vaccine coverage of 57.1%–91.3% for girls and 
57.5–91.3% for boys.11

Canada has been slow to move from traditional cytology (Pap 
smear) to universal HPV testing as first-line screening to support 
earlier detection of cervical cancer and lower the rate of invasive 
cervical cancer, despite implementation in countries with com-
parable health systems such as the United Kingdom, Australia, 
and the Netherlands.12–14 Human papillomavirus testing for cervi-
cal intraepithelial neoplasia (CIN) grade 2 or 3 offers a sensitivity 
of 94.6% (95% confidence interval [CI] 84.2%–100.0%) compared 
with 55.4% (95% CI 33.6% –77.2% ) for cytology.15

Human papillomavirus self-sampling can raise rates of screen-
ing by addressing privacy, convenience, avoidance of an invasive 
exam, cultural concerns, and the need to travel.16 A vaginal swab 
is taken by the patient in the setting of their choice and returned 
by mail, similar to integrated programs for colon cancer screen-
ing. Human papillomavirus self-sampling may therefore increase 
reach among those most at risk for invasive cervical cancer: the 
underscreened and never-screened.

Accumulating evidence shows that self-collected samples 
analyzed by high-sensitivity polymerase chain reaction assay are 
as sensitive as physician-collected samples. A meta-analysis of 
56 studies comparing self-sampling with clinician-based screen-
ing found the relative sensitivities of self-sampling were 0.96 
(95% CI  0.90–1.03) and 0.99 (95%  CI 0.91–1.08) for CIN 2+ and 
CIN 3+, respectively, and relative specificities were 1.00 (95% 
CI 0.99–1.01) and 1.00 (95% CI 0.99–1.01), respectively.17 

Mailed HPV self-screening kits have been shown to be both 
acceptable and feasible and to increase sampling rates, particu-
larly among underserved groups in Canada, including insecurely 
housed or otherwise marginalized women, people in rural com-
munities, and people in Indigenous communities.18–20 In the BC 
pilot program, never- and underscreened participants who were 
offered self-sampling returned samples 26% of the time.3 A pilot 
study among underscreened patients in Manitoba showed sig
nificantly higher participation when patients were offered the 
option of self-sampling, compared with when they were not.18 
Australia implemented universal HPV self-sampling as an option 
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in July  2022, and early data have shown that 1 in 3  first-time 
screeners and 40% of overdue screeners chose self-collection, 
and an increase in sampling rates was observed in remote 
regions and among people identified as First Nations.21

Self-sampling is cost-effective compared with physician-
collected samples. In Sweden, self-sampling for HPV led to 1633 
more screened women and 107 more histologically diagnosed with 
CIN2+ at a substantially lower cost than with midwife-collected Pap 
smears.22 An economic analysis of mailed self-sampling kits in the 
US among women enrolled in a health plan found that using kits 
was markedly less expensive than physician visits.23

If Canada is to eliminate cervical cancer, which is entirely pos-
sible, every health system across the country should integrate 
self-sampling into their cervical cancer screening program.
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