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middle-income countries!

Suba et al. (Suba et al., 2017) present arguments for continued use of
cytology-based cervical cancer screening in low- and middle-income
countries (LMICs), based on its demonstrated feasibility in Viet Nam.
They go on to argue that, because HPV testing-based cervical cancer
screening is currently too expensive and visual inspection after acetic
acid (VIA) is problematic, cytology-based screening should be imple-
mented until HPV testing becomes available.

While Suba and colleagues repeatedly have claimed that Papanicolaou
(Pap) testing for cervical cancer screening has been successfully
established in Viet Nam (Suba et al., 2001; Suba and Raab, 2012; Suba
et al., 2017), they have provided little direct evidence of the high popula-
tion coverage and high-quality performance of Pap in Viet Nam. Suba
et al. (Suba and Raab, 2012) reported that approximately 220,000 Paps
were processed and evaluated in 2008. Of note, Vietnamhad a population
of approximately 85,000,000 million people in 2008 (http://data.
worldbank.org/country/vietnam) and therefore approximately 21million
women were between the ages of 25 and 64 years. Thus, in 2008, only
~1% of the women who need screening reportedly received one of
these Pap tests of unknown quality. An 2002–3 estimate of cervical
cancer screening coverage by any method, likely a mix of Pap and VIA,
in Viet Nam was 3.2% in women aged 18–29 years, 6.5% in women aged
30–39 years, 7.7% in women aged 40–49 years, 2.6% in women aged
50–59 years, and 3.6% in women aged 60–69 years (http://www.
hpvcentre.net/statistics/reports/VNM_FS.pdf). Personal observations
con!rm very low coverage of Pap or any cervical cancer screening in
Viet Nam at this time.

Claims of a successful Pap program in Viet Nam are at best undocu-
mented and at worst fallacy, which raise an important ethical concern.
Such reports provide false hope about establishing successful Pap test-
ing in low- and middle-income countries (LMICs) and delay the de-
mand for and adoption of new, robust strategies for cervical cancer
prevention that might be used to replace or complement Pap testing.
It is well established that cytology is poorly reproducible and requires
signi!cant investment in quality control measures to achieve andmain-
tain clinical performance (2005). Importantly, it is not suf!cient for a
cervical screening program to achieve high coverage only but must
also demonstrate effectiveness in detecting and treating precancerous
lesions for the prevention of cervical cancer. An independent audit of
the Viet Nam cytology program is probably warranted.

The World Health Organization (WHO) reviewed the evidence and
concluded that in countries that do not have high-quality, high-
coverage cervical cytology-based screening programs should not try to
establish them but rather use human papillomavirus (HPV) testing

and/or VIA for screening (2013). The American Society for Clinical On-
cology (ASCO) (Jeronimo et al., 2016) recently published resource-
strati!ed guidelines for secondary prevention and recommended HPV
testing for all resources, limiting the use of VIA to the Basic Resource
setting only until HPV testing becomes available. Importantly, given
the overwhelming evidence of greater effectiveness in preventing
cervical cancer incidence and related death (Ronco et al., 2013;
Sankaranarayanan et al., 2009) and reassurance against cancer when
HPV testing is negative (Dillner et al., 2008; Ronco et al., 2013;
Sankaranarayanan et al., 2009), all women should get at least one HPV
testing-based screen in a lifetime.

The policy discussion and resources should shift from what method
to use for screening to how to make HPV testing globally accessible. A
!rst step is to introduce a WHO list of essential diagnostics (Schroeder
et al., 2016) (http://www.who.int/selection_medicines/committees/
expert/21/applications/essential_in-vitro_diagnostics_other/en/) that
includes HPV testing. Then, develop a global strategy for procurement
of laboratory tests, as has been done for vaccines via the Global Alliance
for Vaccination and Immunization (http://www.gavi.org/; Geneva,
Switzerland), to make HPV testing available to and affordable for Viet
Nam and other LMICs.
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The U.S. Preventive Services Task Force (USPSTF) determined that
the establishment of Pap screening among populations naïve to screen-
ing reduces cervical-cancer rates by 60%–90% within 3 years, and that
these reductions in disease burden are “consistent and equally dramatic
across populations” (U.S. Preventive Services Task Force, n.d.). In con-
trast, the ethically controversial Osmanabad trial reported that Pap
screening, compared to no-screening, does not reduce cervical-cancer
rates, and that only human papillomavirus (HPV) screening is better
than no-screeningwhatsoever (Sankaranarayanan et al., 2009). The im-
plausible failure of Pap screening reported from rural Osmanabad was
probably an artifact of peculiar methodological biases (Austin and
Zhao, 2009). Differences in cervical-cancer rate reduction associated
with the screening tests studied in Osmanabad could not have been
caused by differences in screening test performance, because differ-
ences in disease-detection rates did not exist among the screening
tests studied; effects cannot result from causes that do not exist (Suba,
2014).

Consistent with USPSTF determinations, (U.S. Preventive Services Task
Force, n.d.) the establishment of Pap screening in southern Vietnam was
associated with 50% reductions in cervical-cancer rates between 1998
and 2003 (Suba et al., 2011a). Although we conceded the association
“may have no causative meaning,” (Suba et al., 2011a) Phil Castle in
2011 acknowledged Vietnamese Pap screening had been “a success”
(Suba et al., 2011b). Castle has since changed his mind, and now believes
“claims of a successful Pap program in Vietnam are at best undocumented
and atworst fallacy” (Castle, 2017). Castle is entitled to his beliefs. Howev-
er, the 220,000 Pap tests he cites comprised the annual volumes of only
three southern Vietnamese laboratories, and substantially underestimate
southern Vietnamese screening activity (Suba et al., 2011a). Moreover,
the catchment area of the population-based tumor registry for southern
Vietnam comprised fewer than 7million people during the 1990s. Regard-
less anyone's beliefs about Vietnam, two facts endure: Pap screening is fea-
sible even in rural areas (Sankaranarayanan et al., 2009) of low- and
middle-income countries (LMICs), and Pap screening reduces cervical-
cancer rates (U.S. Preventive Services Task Force, n.d.). At a minimum, les-
sons learned in Vietnam (Suba et al., 2011a) inform discussions, including
Delphi exercises, (Suba and Viet/American Cervical Cancer Prevention
Project, 2014) thatmay refocus agendas away fromtechnological!xations,
toward the essential public-health goal of “improving health outcomes as
rapidly as possible among asmany people as possible” (Suba et al., 2011a;
Suba and Viet/American Cervical Cancer Prevention Project, 2014).

Because people with positive screening tests desire to knowwheth-
er they actually have cancer, it may be unrealistic to recommend cervi-
cal screening approaches that provide cryotherapy without
con!rmatory testing (Suba et al., 2011a). Cytology may remain useful
for triage of women with positive visual or HPV primary screening
tests, since it may be unrealistic to believe that referring all such test-
positive women for colposcopy will be sustainable (Suba et al.,
2011a). Cytologymay also remain useful for primary screening of youn-
ger women in HPV-based programs and older women in visual-based
programs (Suba et al., 2011a). Cytology may therefore be useful, and
perhaps necessary, to develop realistic, sustainable cervical screening
efforts in LMICs (Suba et al., 2011a).

Castle believes that reports of successful Pap screening in LMICs pro-
vide “false hope” that reduces demand for HPV tests (Castle, 2017). In
fact, reports of successful Pap screening, regardless their impact on
HPV test sales, help mobilize essential political will for cervical screen-
ing in LMICs. Castle should acknowledge false hopes embedded in rec-
ommendations for HPV screening in LMICs. For example, in praising
the implausible conclusions of the Osmanabad trial, Mark Schiffman in
2009 recommended widespread HPV screening for LMICs (Schiffman
and Wacholder, 2009), only to concede in 2011 (Suba et al., 2011b)
and again in 2017 (Schiffman, 2017) that HPV tests remain too expen-
sive for LMICs. Recommendations, including those cited by Castle,
2017, for HPV screening in LMICs are therefore unrealistic and risk pro-
moting stagnation instead of progress.

I invite Castle to support, rather than oppose, Pap screening efforts in
LMICs. Otherwise, I invite Castle to participate in aDelphi exercise (Suba
and Viet/American Cervical Cancer Prevention Project, 2014) to deter-
mine whether absolutely cytology-free screening approaches, which
improve health outcomes as rapidly as possible among as many people
as possible, are realistic and sustainable in LMICs.
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