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Abstract
Introduction: Current UK guidelines for cervical cancer screening are based on 
the assumption that most women living with HIV (WLWH) are also high-risk 
(HR) human papillomavirus (HPV)-positive. We aimed to provide data on preva-
lence of HR-HPV in WLWH in the UK and to assess feasibility and acceptability 
of HR-HPV self-sampling in this group.
Methods: Women living with HIV attending six HIV services in London/south 
of England, with no history of cervical cancer, were enrolled. Participants self-
collected a vaginal swab for the detection of HR-HPV, completed a survey about 
sexual/gynaecological history, attitudes towards annual screening and perception 
of HR-HPV self-sampling, and were asked to have their annual cervical smear.
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INTRODUCTION

Over 99% of cervical cancer is caused by persistent in-
fection with high-risk (HR) types of human papilloma-
virus (HPV) [1]. Primary HPV screening involves testing 
the cervical sample for HR-HPV DNA initially, followed 
by cytology if HR-HPV is detected. This process provides 
greater protection against cervical carcinomas compared 
with cytology alone and is cost-effective [2]. For this rea-
son, the UK National Cervical Screening Programme now 
recommends primary HR-HPV screening at either 3-  or 
5-year intervals for women aged 25–64 years [3].

According to current British HIV Association 
(BHIVA) guidelines, women living with HIV (WLWH) 
should have annual cytology, as this was the standard 
screening method in place at the time of their writing 
[4]. The recommendation for annual tests was based on 
the assumption that WLWH are highly likely to be HR-
HPV positive. Although HIV is associated with increased 
persistence of HPV infection [5], HR-HPV detection is 
correlated with low CD4 and uncontrolled HIV replica-
tion [6]. Therefore, the prevalence of HR-HPV infection 
in WLWH in settings with widespread antiretroviral ther-
apy use may no longer be sufficiently high to justify an-
nual tests for all WLWH [6–9], and many WLWH may 
currently be invited for frequent tests unnecessarily. 
Over the longer term, this could represent an additional 
barrier to adherence to the screening programme. This 
should be a cause for concern because adherence to such 
programmes tends to be low in WLWH and among mi-
grant women in Europe in particular [8–12]. Lack of in-
formation and emotional responses to the test are among 

the most reported barriers to having a smear in the gen-
eral population [12,13].

We conducted a small-scale study to provide prelimi-
nary data on HR-HPV prevalence in WLWH in the UK. 
We also aimed to investigate awareness of cervical cancer 
risk and attitudes towards cervical cancer screening rec-
ommendations. Finally, we wished to assess the accept-
ability of HPV self-sampling in this population, given that 
this provides a means for women to overcome barriers to 
having a smear and, in some settings, it might prove cost-
effective [13–16].

METHODS

The study (NCT04155294) was approved by NHS Research 
Ethics Committee London Camden and King Cross, UK 
(19/LO/0842).

Women were recruited at six UK HIV clinics: Oxford 
University Hospital; Upton Hospital, Slough; Guy's 
and St Thomas' Hospital, London; Royal Free Hospital, 
London; Wycombe Hospital; Milton Keynes University 
Hospital. Inclusion criteria were: diagnosed with HIV for 
≥ 6 months, age 25–64 years, no history of CIN 2/3 and/
or treatment for cervical dysplasia, annual smear test due, 
ability to speak and understand English, and ability to 
provide informed consent.

At baseline, women completed a survey which was re-
turned to study staff in a sealed envelope so as to minimize 
social desirability bias and to guarantee confidentiality. 
Questions included: information on HPV vaccination, sex-
ual and gynaecological history, adherence to, acceptability 

Results: In all, 67 women were included: 86.5% were of black ethnicity, the me-
dian (range) age was 47 (24–60) years, median CD4 T-cell count was 683 cells/µL 
[interquartile range (IQR): 527–910], and 95.4% had viral load ≤ 50 copies/mL. All 
performed the vaginal swab. Eighteen (27%) had no cervical smear results; none 
of these women attended HIV services where this was routinely offered. No cer-
vical samples were positive for HR-HPV. Three-quarters (75.8%) of participants 
reported adherence to annual screening, with only one woman (1.5%) attending 
irregularly. On visual analogue scales (from 0 to 100), median (IQR) acceptability 
and necessity of smear tests were 100 (75–100) and 100 (85–100), respectively.
Conclusions: Our results suggest that the prevalence of HR-HPV in WLWH in 
the UK may be low. Self-sampling seems to be acceptable, suggesting, if validated, 
its potential role in supporting less frequent smear testing and improving screen-
ing uptake in WLWH.
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and awareness of cervical cancer screening (‘How neces-
sary are smear tests to you?’), and attitudes towards self-
sampling. Questions were mostly closed, with ordered 
response choices and with visual analogue scales (from 0 
to 100) for the assessment of acceptability and necessity of 
smear tests. Demographic and clinical data were collected 
from clinical notes.

Women were also asked to perform a vaginal swab for 
the detection of HR-HPV after receiving instruction by the 
study team. They had the option to obtain the sample at 
home and post it to the laboratory using an addressed pre-
stamped envelope. This was the recommended method if 
they had sexual intercourse within 48 h of the collection 
to avoid contamination. Women were asked to attend 
their annual cervical smear and results were accessible to 
the study team via NHS records. Cervical samples were 
routinely analysed for HR-HPV, followed by cytology in 
cases where HR-HPV was detected, in accordance with 
national guidelines. Date of enrolment was the date of 
entry questionnaire completion, HR-HPV swab, or smear 
test, whichever occurred first within a 60-day window.

An exit questionnaire, the vaginal swab and the smear 
test were repeated after 1 year (data not presented here).

Swabs were analysed at the Department of Microbiology, 
Oxford University Hospital using the Abbott RealTime 
High-Risk HPV Test kit [17]. The assay identifies 14 HR-
HPV genotypes: 16, 18 and others (31/33/35/39/45/51/5
2/56/58/59/66/68). Specimens were collected in Hologic 
ThinPrep solution (Hologic Inc., Marlborough, MA, USA), 
shipped at room temperature and stored on site at 2–8°C.

Descriptive statistics for all survey questions are pre-
sented. The sample size reflected a compromise between 
feasibility and a reasonably precise estimate of the HR-
HPV prevalence (number of positive cervical smears 
at each time point divided by the number of samples 
tested).

RESULTS

Sixty-seven of the 77 women enrolled between October 
2019 and March 2020  had demographic data available 
and were included in analyses. The majority (86.5%) 
were black (African, Caribbean or British) and median 
age was 47  years [interquartile range (IQR): 24–60]. 
Their median CD4 count was 683 cells/µL (IQR: 527–
910). The majority (95.4%) had HIV viral load < 50 cop-
ies/mL (Table 1).

Sixty-six baseline questionnaires were included in the 
analysis; one questionnaire was not returned. All women 
except one had had at least one smear test in their life, and 
30 (45.5%) had at least one colposcopy. Median (IQR) ac-
ceptability and perceived necessity of smear tests were 100 
(75–100) and 100 (85–100), respectively. More than half of 
the women (56.1%) reported no concerns about self-taken 
swabs; however, one-third reported fear of not doing it 
properly or having inadequate results. Of note, 75.8% re-
ported adherence to the annual cervical cancer screening, 
and only one reported doing smears at irregular intervals 
(Table 2).

T A B L E  1   Demographic characteristics of participants

n

Number of women 67 (100.0)

Enrolment date 21 October 2019 to 6 March 2020

Age (years) Median (range) 47 (24.60)

Ethnicity White 6 (8.9)

Black 58 (86.6)

Mixed 3 (4.5)

Time since HIV diagnosis (years) Median (range) 13 (1.29)

Duration of ART (years) Median (range) 10 (1.23)

Receipt of concomitant medications 44 (65.6)

Nadir CD4 T-cell count (cells/µL) (n = 54) Median (IQR) 247 (117–410)

Current CD4 T-cell count (cells/µL) (n = 65) Median (IQR) 683 (527–910)

Current viral load, n = 65 Undetectable 58 (89.2)

Detectable, ≤50 copies/mL 4 (6.2)

Detectable, > 50 copies/mL 3 (4.6)

Abbreviations: ART, antiretroviral therapy; IQR, interquartile range.
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All women undertook the vaginal swab themselves; 
three (4.4%) did not perform the swab in the clinic and 
posted it subsequently (all the posted swabs reached the 
laboratory). Three swabs did not reach the laboratory for 
analysis, two leaked during shipment and could not be 
analysed, and three produced indeterminate results. Of 
the 59 (88%) swabs analysed successfully, two (3.3%) were 
positive for HPV18, two (3.3%) were positive for other 
HR-HPV and for HPV16, and 15 (25.4%) were positive for 
other HR-HPV.

Eighteen (27%) of the smear test results were not 
available from their NHS records, suggesting that a sig-
nificant number of women self-administered the vagi-
nal swab at the study visit but did not attend for their 
annual smear test. Three sites did not offer the cervical 
smear routinely, and they recruited a total of 48 women. 
All 18 women with no smear test results were recruited 
at these sites; this translates into 63% (30/48) of screen-
ing uptake in women who were offered the test outside 
of the HIV service. By contrast, the screening uptake 
was 100% (19/19) in women recruited at the study sites 
where the smear was offered. No other differences 
emerged between those with and without the cervical 
smear.

None of the 49 smear samples analysed as part of the 
National Screening Programme was positive for HR-HPV. 

T A B L E  2   Summary results from entry survey

n

Number of women 66 (100.0)

Number of 
partners

None 2 (3.0)

1–5 38 (57.6)

6–9 7 (10.6)

10 or more 9 (13.6)

Not stated 10 (15.2)

Number of 
partners in last 
6 months

0 15 (22.7)

1 39 (59.1)

> 1 2 (3.0)

Not stated 10 (15.2)

Number of 
pregnancies

Median (IQR) 3 (0–9)

Contraception No – sterilized 2 (3.0)

No 46 (69.7)

Yes 14 (21.2)

Not stated 4 (6.0)

Smoker No 56 (84.9)

Yes 5 (7.6)

Not stated 5 (7.6)

Ever smoked No 46 (69.7)

Yes 15 (22.7)

Not stated 5 (7.6)

Had HPV vaccine No 60 (90.9)

Yes 4 (6.1)

Not stated 2 (3.0)

Frequency of 
condom use in 
last 6 months

Sometimes 10 (15.2)

Often 3 (4.6)

Always 15 (22.7)

Do not use 34 (51.5)

Not stated 4 (6.1)

Last menstrual 
period

< 4 weeks 30 (45.5)

4 weeks–3 months 7 (10.6)

3–12 months 3 (4.6)

> 12 months 23 (34.9)

Not stated 3 (4.6)

Ever had a 
colposcopy

No 26 (39.4)

Yes 30 (45.5)

Do not know 7 (10.6)

Not stated 3 (4.6)

n

Ever had a smear No 1 (1.5)

Yes 61 (92.4)

Not stated 4 (6.1)

How often have 
smears

Annually 50 (75.8)

2- to 5-yearly 13 (19.7)

Not regularly 1 (1.5)

Not stated 2 (3.0)

Acceptability of 
smear tests 
(n = 63)

Median (IQR) 100 (75–100)

Necessity of smear 
tests (n = 63)

Median (IQR) 100 (98–100)

How painful are 
smears (n = 61)

Median (IQR) 50 (20–70)

Views on swab No concerns 37 (56.1)

May not do properly 14 (21.2)

May be painful 2 (3.0)

Result not clear 8 (12.1)

Not answered 8 (12.1)

Abbreviations: HPV, human papillomavirus; IQR, interquartile range.

T A B L E  2   (Continued)
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However, HR-HPV was detected in 14/49 (30%) vaginal 
swab samples. In other words, only in 59.1% of the cases 
was there concordance between the two tests (i.e both were 
negative). In addition, five women with missing smear 
results had positive HR-HPV on the self-administered 
swabs.

DISCUSSION

In our cohort of WLWH with preserved immune function 
who were largely unvaccinated against HPV, no HR-HPV 
was detected in cervical samples. For this reason, and 
given the small sample size, a formal calculation of HR-
HPV prevalence would be inappropriate. HR-HPV preva-
lence declines with increasing age after 30 years [20], and 
this could explain the low prevalence we found in our 
population of older women. Of note, approximately half 
of our cohort reported having had at least one colposcopy, 
suggesting that they have had significantly abnormal 
smears in the past. These data support our initial hypoth-
esis that where antiretroviral treatment is widely avail-
able, WLWH tend to clear the HR-HPV infection. For this 
reason, the assumption that the majority of WLWH are 
persistently HR-HPV-infected does not hold true, argu-
ing for updated guidelines for cervical screening in this 
population.

In general, the study showed that self-sampling is fea-
sible in WLWH with no major barriers to recruitment 
emerging. No women who completed the self-sampling 
reported side-effects, suggesting few major barriers to its 
implementation. However, one-third had concerns about 
the reliability of the results. Confidence in self-sampling 
can be increased by offering counselling and providing 
educational material with a description of the procedure.

Our cohort reported high levels of acceptability and 
awareness of the need for repeated smear tests as a means 
to determine whether they were at risk of cervical cancer. 
However, 18 smear test results were not available, show-
ing that one-quarter of our population failed to attend 
their annual smear. This result confirms the information 
of our entry survey, where only 75% reported adherence to 
the screening programme. This percentage is in line with 
the national uptake of cervical screening in England [18], 
suggesting that in our population, HIV infection does not 
seem to represent an additional barrier for adherence to 
the programme. However, the uptake remains below the 
NHS target of 80%, and interventions to improve adher-
ence are urgently needed. These should prioritize WLWH 
attending HIV services where the cervical smear is not 
routinely offered and the screening uptake seems to be 
particularly low. Self-sampling integrated in the screening 
programme and offered annually in the HIV clinic could 

help to identify the poorly compliant population at higher 
risk of cervical dysplasia.

A concordant negative result between smears and 
swabs was obtained from less than two-thirds of women 
studied. The reason for the discrepancy is unclear and de-
serves further investigation. The platform used to detect 
HR-HPV on swabs is approved by the UK Health Security 
Agency (UKHSA) for HR-HPV detection on cervical sam-
ples. One reason why we had such a high proportion of 
positive results could be contamination of vaginal samples 
with partners' HR-HPV. Recruitment from the clinic oc-
curred without prior notice, and despite the recommen-
dation of delaying the collection in case of recent sexual 
intercourse, the majority of women took the test while in 
the clinic. More than half of our cohort was sexually ac-
tive, but only 22.7% reported consistent condom use, sug-
gesting that cross-contamination cannot be excluded.

If validation studies confirm that self-sampling for HR-
HPV detection is at least as sensitive as the use of cervical 
samples, there may be a potential role for this method in 
allowing for longer intervals between smear tests, in at 
least a group of WLWH with preserved immune function. 
One possible scenario could see WLWH aligned to the 
general population for frequency of smear tests, with an-
nual self-sampling. Only those with HR-HPV detected on 
the swab would require an earlier repeat smear test.

The COVID-19 pandemic has necessitated implemen-
tation of remote consultations for non-urgent care. In 
such circumstances, self-sampling for HPV could ensure 
women are not lost from surveillance.

We wish to emphasize that validation of HPV self-
sampling was not one of our objectives and the study 
was not powered to make this comparison, limiting con-
clusions that can be drawn. An ongoing large study from 
the UKHSA aims to address this question in the general 
population [19]. Another limitation of our study was the 
lack of information on 10 women who provided the self-
administered vaginal swab in the clinic. The excluded 
participants were enrolled across all the sites and their 
exclusion is unlikely to have had a major impact on our 
findings. The characteristics of the population were ho-
mogeneous within and between sites. None of the ex-
cluded women had positive smear tests.

CONCLUSIONS

Our results suggest that the prevalence of HR-HPV in the 
UK population of WLWH is relatively low. Self-sampling 
for HR-HPV is acceptable and may support less frequent 
smear testing in this population. At the same time, it may 
provide a means to identify women at higher risk of cervical 
dysplasia who do not attend for annual smear tests but who 
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regularly attend HIV follow-up appointments. However, 
further validation of the whole testing pathway is required.

Our data provide a foundation to investigate further the 
potential role of implementing integrated self-sampling 
HR-HPV primary testing in WLWH and to assess its cost-
effectiveness. This in turn will contribute to the current 
evidence base to modify cervical screening guidance in 
WLWH.

ACKNOWLEDGEMENTS
This work was funded by the BHIVA Research Awards 
2018 and sponsored by the University of Oxford. The 
BHIVA Research Awards were part-funded by Gilead 
Sciences. BHIVA is also grateful for donations from 
BHIVA members. We thank Alison Crook (NDM, 
University of Oxford) for providing assistance in the 
project management and Sunita Baniya and Kate 
Rabjohns (Slough Hospital) for helping with the study 
delivery. This research was additionally supported 
by the National Institute for Health Research Health 
Protection Research Unit (NIHR HPRU) in Blood Borne 
and Sexually Transmitted Infections at UCL in part-
nership with Public Health England (PHE). The views 
expressed are those of the authors and not necessarily 
those of the NIHR, the Department of Health and Social 
Care or PHE. We acknowledge the support of the NIHR 
HPRU Steering Committee: Caroline Sabin (Director), 
John Saunders (PHE Lead), Catherine Mercer, Gwenda 
Hughes, Greta Rait, Ruth Simmons, William Rosenberg, 
Tamyo Mbisa, Rosalind Raine, Rosamund Yu, Rachel 
Hunter, Fabiana Lorencatto, Samreen Ijaz, Mamoona 
Tahir, Kirsty Foster and Sema Mandal.

AUTHOR CONTRIBUTIONS
Paola Cicconi and Lucy Dorrell contributed to the pro-
tocol and design of the study and PC is chief investiga-
tor. Charlotte Wells, Blanka McCarthy, Susan Wareing, 
Monique Ingrid Andersson, Julianne Lwanga, Julie Fox, 
Nisha Pal, Fiona Burns, Clare Woodward, Ramona Malek, 
contributed to implementation of the study and/or labora-
tory experimentation.Caroline Anne Sabin did the statisti-
cal analysis. All authors critically reviewed and approved 
the final version.

ORCID
Paola Cicconi   https://orcid.org/0000-0001-6347-966X 
Caroline Anne Sabin   https://orcid.
org/0000-0001-5173-2760 

REFERENCES
	 1.	 Muñoz N. Human papillomavirus and cancer: the epidemio-

logical evidence. J Clin Virol. 2000;19(1–2):1-5. 10.1016/s1386​
-6532(00)00125​-6

	 2.	 Bains I, Choi YH, Soldan K, Jit M. Clinical impact and cost-
effectiveness of primary cytology versus human papillomavi-
rus testing for cervical cancer screening in England [published 
online ahead of print, 2019 Apr 24]. Int J Gynecol Cancer. 
2019;29(4):669-675. 10.1136/ijgc-2018-000161

	 3.	 https://www.gov.uk/guida​nce/cervi​cal-scree​ning-progr​amme-
overview. Accessed February 16, 2022.

	 4.	 BHIVA guidelines on the routine investigation and monitoring 
of HIV-1-positive adults 2019 (interim update) https://www.
bhiva.org/monit​oring​-guide​lines. Accessed February 16, 2022.

	 5.	 Clifford GM, Franceschi S, Keiser O, et al. Immunodeficiency 
and the risk of cervical intraepithelial neoplasia 2/3 and cer-
vical cancer: a nested case-control study in the Swiss HIV 
cohort study. Int J Cancer. 2016;138(7):1732-1740. 10.1002/
ijc.29913

	 6.	 Heard I, Poizot-Martin I, Potard V, et al. Prevalence of and risk 
factors for anal oncogenic human papillomavirus infection 
among HIV-infected women in France in the combination 
antiretroviral therapy era. J Infect Dis. 2016;213(9):1455-1461. 
10.1093/infdi​s/jiv751

	 7.	 Tartaglia E, Falasca K, Vecchiet J, et al. Prevalence of HPV 
infection among HIV-positive and HIV-negative women in 
Central/Eastern Italy: strategies of prevention. Oncol Lett. 
2017;14(6):7629-7635. 10.3892/ol.2017.7140

	 8.	 Marchetti G, Comi L, Bini T, et al. HPV infection in a cohort 
of HIV-positive men and women: prevalence of oncogenic gen-
otypes and predictors of mucosal damage at genital and oral 
sites. J Sex Transm Dis. 2013;2013:915169. 10.1155/2013/915169

	 9.	 Davies O, Rajamanoharan S, Balachandran T. Cervical screen-
ing in HIV-positive women in the East of England: recent CD4 
as the predictive risk factor. Int J STD AIDS. 2015;26(13):945-
950. 10.1177/09564​62414​563624

	10.	 Yimer NB, Mohammed MA, Solomon K, et al. Cervical cancer 
screening uptake in Sub-Saharan Africa: a systematic review 
and meta-analysis. Public Health. 2021;195:105-111. 10.1016/j.
puhe.2021.04.014

	11.	 Emru K, Abebaw TA, Abera A. Role of awareness on cervi-
cal cancer screening uptake among HIV positive women in 
Addis Ababa, Ethiopia: a cross-sectional study. Womens Health 
(Lond). 2021;17:17455065211017041. 10.1177/17455​06521​
1017041

	12.	 Marques P, Nunes M, Antunes MDL, Heleno B, Dias S. Factors 
associated with cervical cancer screening participation among 
migrant women in Europe: a scoping review. Int J Equity 
Health. 2020;19(1):160. 10.1186/s1293​9-020-01275​-4

	13.	 Allen-Leigh B, Uribe-Zúñiga P, León-Maldonado L, et al. 
Barriers to HPV self-sampling and cytology among low-income 
indigenous women in rural areas of a middle-income setting: a 
qualitative study. BMC Cancer. 2017;17(1):734. 10.1186/s1288​
5-017-3723-5

	14.	 Yeh PT, Kennedy CE, de Vuyst H, Narasimhan M. Self-sampling 
for human papillomavirus (HPV) testing: a systematic review 
and meta-analysis. BMJ Glob Health. 2019;4(3):e001351.

	15.	 Kohler RE, Elliott T, Monare B, et al. HPV self-sampling ac-
ceptability and preferences among women living with HIV in 
Botswana. Int J Gynaecol Obstet. 2019;147(3):332-338. 10.1002/
ijgo.12963

	16.	 Malone C, Barnabas RV, Buist DSM, Tiro JA, Winer RL. Cost-
effectiveness studies of HPV self-sampling: a systematic review. 
Prev Med. 2020;132:105953. 10.1016/j.ypmed.2019.105953

https://orcid.org/0000-0001-6347-966X
https://orcid.org/0000-0001-6347-966X
https://orcid.org/0000-0001-5173-2760
https://orcid.org/0000-0001-5173-2760
https://orcid.org/0000-0001-5173-2760
https://doi.org/10.1016/s1386-6532(00)00125-6
https://doi.org/10.1016/s1386-6532(00)00125-6
https://doi.org/10.1136/ijgc-2018-000161
https://www.gov.uk/guidance/cervical-screening-programme-overview
https://www.gov.uk/guidance/cervical-screening-programme-overview
https://www.bhiva.org/monitoring-guidelines
https://www.bhiva.org/monitoring-guidelines
https://doi.org/10.1002/ijc.29913
https://doi.org/10.1002/ijc.29913
https://doi.org/10.1093/infdis/jiv751
https://doi.org/10.3892/ol.2017.7140
https://doi.org/10.1155/2013/915169
https://doi.org/10.1177/0956462414563624
https://doi.org/10.1016/j.puhe.2021.04.014
https://doi.org/10.1016/j.puhe.2021.04.014
https://doi.org/10.1177/17455065211017041
https://doi.org/10.1177/17455065211017041
https://doi.org/10.1186/s12939-020-01275-4
https://doi.org/10.1186/s12885-017-3723-5
https://doi.org/10.1186/s12885-017-3723-5
https://doi.org/10.1002/ijgo.12963
https://doi.org/10.1002/ijgo.12963
https://doi.org/10.1016/j.ypmed.2019.105953


396  |      CICCONI et al.

	17.	 https://www.gov.uk/gover​nment/​publi​catio​ns/cervi​cal-
scree​ning-accep​table​-hpv-tests/​cervi​cal-scree​ning-accep​
table​-hpv-tests​#abbot​t-realt​ime-high-risk-hpv-test. Accessed 
February 16, 2022.

	18.	 https://assets.publi​shing.servi​ce.gov.uk/gover​nment/​uploa​
ds/syste​m/uploa​ds/attac​hment_data/file/10061​61/OPENC​
ervic​al_cover​age_CCG_GPpra​ctice_Mar20​21.ods. Accessed 
February 16, 2022.

	19.	 https://phesc​reeni​ng.blog.gov.uk/2021/04/28/cervi​cal-scree​
ning-self-sampl​ing-study/. Accessed February 16, 2022.

	20.	 Howell-Jones R, Bailey A, Beddows S, et al. Multi-site study of 
HPV type-specific prevalence in women with cervical cancer, 

intraepithelial neoplasia and normal cytology, in England. Br J 
Cancer. 2010;103(2):209-216. 10.1038/sj.bjc.6605747

How to cite this article: Cicconi P, Wells C, 
McCarthy B, et al. Re-valuation of annual cytology 
using HPV self-sampling to upgrade prevention 
(REACH UP): A feasibility study in women living 
with HIV in the UK. HIV Med. 2022;23:390–396. 
doi:10.1111/hiv.13257

https://www.gov.uk/government/publications/cervical-screening-acceptable-hpv-tests/cervical-screening-acceptable-hpv-tests#abbott-realtime-high-risk-hpv-test
https://www.gov.uk/government/publications/cervical-screening-acceptable-hpv-tests/cervical-screening-acceptable-hpv-tests#abbott-realtime-high-risk-hpv-test
https://www.gov.uk/government/publications/cervical-screening-acceptable-hpv-tests/cervical-screening-acceptable-hpv-tests#abbott-realtime-high-risk-hpv-test
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1006161/OPENCervical_coverage_CCG_GPpractice_Mar2021.ods
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1006161/OPENCervical_coverage_CCG_GPpractice_Mar2021.ods
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1006161/OPENCervical_coverage_CCG_GPpractice_Mar2021.ods
https://phescreening.blog.gov.uk/2021/04/28/cervical-screening-self-sampling-study/
https://phescreening.blog.gov.uk/2021/04/28/cervical-screening-self-sampling-study/
https://doi.org/10.1038/sj.bjc.6605747
https://doi.org/10.1111/hiv.13257

