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Abstract

IMPORTANCE One-quarter of US women who are at risk for cervical cancer delay screening. Self-
collected (SC) cervical screening was recently US Food and Drug Administration (FDA)–approved in
the US for use in a health care setting only; an at-home SC option is crucial to address clinic-related
barriers to screening.

OBJECTIVE To clinically validate the use of an SC device that was designed for optimal at-home
performance, safety, ease-of-use, and dry storage and transport.

DESIGN, SETTING, AND PARTICIPANTS This nonrandomized clinical trial used a prospective
method comparison study design. Participants aged 25 to 65 years were recruited from 16 clinical
sites in the US including community and academic practices from November 20, 2023, to April 5,
2024. Data analysis was conducted from April to August 2024.

INTERVENTION Eligible participants collected a sample with the SC method, followed by a clinician-
collected (CC) sample. The SC sample was eluted into PreservCyt at the laboratory and both samples
were tested on an FDA-approved high risk human papillomavirus (hrHPV) test approved for primary
screening. Participants were followed up for safety and completed usability and screening
preference surveys.

MAIN OUTCOME AND MEASURES The primary outcome measures were positive percentage
agreement (PPA) and negative percentage agreement for detection of hrHPV between the SC and CC
samples. Other study measures included clinical sensitivity for high grade cervical dysplasia and
usability.

RESULTS Of 609 screening-eligible participants, 599 (262 aged 30-39 years [43.7%]; 583 identified
as female [97.3%]) had paired SC-CC samples, of which 582 had valid paired samples included in the
end point analysis. Among the 582 evaluable paired samples, the PPA between SC compared with
paired CC samples for detection of hrHPV was 95.2% (95% CI, 92.1%-97.1%; 278 of 292 participants).
The absolute clinical sensitivity for detection of high-grade cervical dysplasia was 95.8% (95% CI,
86.0%-98.8%; 46 of 48 participants), equivalent to the CC (relative sensitivity, 1.00). Nearly all
participants (555 of 601 participants [92.3%]) reported that the device instructions were easy or very
easy to understand and also that they would choose SC if they knew the results were comparable to
CC results (560 of 602 participants [93.0%]).

(continued)

Key Points
Question What is the agreement for the

detection of high-risk human

papillomavirus (hrHPV) between

clinician-collected (CC) and self-

collected (SC) vaginal samples using a

device designed for at-home use among

a US population?

Findings In this nonrandomized clinical

trial of 599 individuals with paired SC-CC

samples, SC samples compared with CC

samples showed high positive

agreement for detection of hrHPV and

equivalent sensitivity for cervical

dysplasia. Device safety and usability

were also confirmed.

Meaning This study found that the SC

device is a safe and accurate method for

primary HPV cervical cancer screening,

offering a preferred alternative to

in-clinic cervical cancer screening.
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Abstract (continued)

CONCLUSIONS AND RELEVANCE In this nonrandomized clinical trial, SC samples collected with the
device showed equivalent clinical sensitivity and exceeded the PPA end point for cervical screening.
This SC method was found to be easy to use and to be a preferred option with high clinical
performance intended for use in an at-home setting.

TRIAL REGISTRATION ClinicalTrials.gov Identifier: NCT06120205
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Introduction

Prior to the development of the Papanicolaou (ie, Pap smear) screening test, cervical cancer was the
leading cause of cancer-related death for US women. Papanicolaou tests, and subsequently liquid
based cytology, became the cornerstone of cervical cancer screening until high-risk human
papillomavirus (hrHPV) was identified as the primary cause of cervical cancer.1-3 Testing for hrHPV is
the most sensitive cervical screening technique, and after its approval by the US Food and Drug
Administration (FDA) for primary screening in 2014, it was recommended by several US professional
societies including the US Preventive Task Force Service (USPSTF).1,4-7

Cervical screening tests (Papanicolaou and co-test [Papanicolaou plus hrHPV test]) require a
sample collected by a clinician during an in-clinic speculum examination, which poses both logistical
barriers (eg, scheduling and access to a clinic, time off, and childcare), as well as emotional deterrents
(embarrassment, fear or discomfort of the pelvic examination, or prior trauma).8-10 As a result, the
percentage of women reported overdue for cervical cancer screening in the US has increased from
14% in 2005 to 28% in 2021, which equates to more than 20 million individuals who are
underscreened and are at increased risk for invasive cervical cancer.10 More than one-half of newly
diagnosed cancers occur in underscreened individuals.11

Cervical sampling is not required for detection of hrHPV, as supported by numerous studies
evaluating the accuracy of self-collected (SC) vaginal samples for detection of hrHPV using
polymerase chain reaction–based tests and that show comparable sensitivity to clinician-collected
(CC) cervical sampling for detection of cervical dysplasia.12,13 In May 2024, the FDA approved vaginal
SC in health care settings, where the sample is self-collected in a clinic and immersed in preservative
prior to or upon arrival at the laboratory. While this SC option can help address some of the emotional
deterrents to a speculum examination, it fails to overcome the remaining substantial clinic access
barriers cited among those who are underscreened, including time off work, arrangement of child or
elder care, and transportation.9,14 The updated USPSTF cervical screening draft recommendations7

(2025) include SC as an option for screening, acknowledging that the clinical accuracy does not differ
between home or clinic setting for SC, and that home-based SC has a greater positive impact on
increasing screening rates.

While prior studies have found high acceptability and usability for SC sampling in the at-home
setting, the performance of samples stored without media or preservative (ie, dry swab) required for
safe use at-home has shown lower sensitivity and agreement compared with samples collected by a
clinician.15-17 One option for improving performance of current SC methodology involved changing
the preanalytical workflow of FDA-approved assays (eg, smaller volume of media), and thus would
require additional validation.18-20

The goal of the Self-Collection for Cervical Cancer Screening (SELF-CERV) study was to evaluate
the agreement of dry swab samples collected with an SC device (Teal Wand) for the detection of
hrHPV when compared with CC samples, in consultation with FDA guidance. SC occurred in a
simulated at-home environment followed by a CC sample to ensure accurate hrHPV comparisons and
to assess disease status. An additional usability cohort evaluated steps specifically for at-home use.
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The SC method utilizes dry sample storage and collection with a device optimized for performance,
usability, and safety in the at-home user environment.

Methods

Study Design and Oversight
This nonrandomized clinical trial used a prospective, multicenter, method comparison study design.
Eligible participants within guideline-indicated screening ages (25-65 years)1,4 were recruited from
16 US investigational sites and enrolled from November 20, 2023, to April 5, 2024. A central
institutional review board (Advarra) and 2 other institutional review boards (Johns Hopkins
University and New York University) approved the study and provided human participants protection
oversight. The study was designed by the study sponsor (Teal Health) with feedback from the FDA.
All participants provided written informed consent. The study was conducted according to the
principles of the Declaration of Helsinki21 and followed the Transparent Reporting of Evaluations With
Nonrandomized Designs (TREND) guidelines. The trial protocol is available in Supplement 1.

Data management and monitoring were conducted by independent clinical research
organizations (Global BioClinical and Vantage), and 2 independent statisticians (L.G. and K.H.)
calculated end points, designed the interim analysis, conducted the blinded interim analysis, and
analyzed the data.

Study Population
Participants were required to be within guideline screening ages for primary hrHPV screening (25-65
years) with an intact cervix. Participants from 2 groups were enrolled: (1) a general screening
population and (2) an enriched group, which included people with a positive hrHPV diagnosis and/or
abnormal Papanicolaou cytology result within the preceding 6 months. Abnormal cytology included
diagnoses of atypical squamous cells of undetermined significance and above (�atypical squamous
cells of unknown significance) based on Bethesda criteria.22

Exclusionary criteria included pregnancy, vaginal bleeding, and a cervical alteration in the prior
5 months. All participants needed to be willing and able to provide informed consent. Participants
received institutional review board–approved reasonable compensation for their time.

Clinical Procedures
Following informed consent and enrollment, participants were given instructions for use for the SC
device (Figure). Participants were provided a private area for SC (simulating an at-home
environment) and followed the steps in the instructions for use for collection including inserting the
device in the vagina, extending the collection sponge with the dial, rotating the sponge 10 times,
and removing the device. The participant then detached the sponge from the device and placed it in
an empty vial. For method comparison, following SC, a sample was collected by a clinician using a

Figure. The Self-Collection Device

The handle is designed to 
make it easy to complete
self-collection using
just 1 hand.

The device is designed for all 
bodies. For some, it will only 
insert a few inches; for others, 
it could be more.

The dial moves up and down
to extend and retract the 
sponge. It also rotates to 
collect an adequate sample 
for testing.

The device has a dimensional 
profile of a standard tampon
applicator.

Soft sponge collects cells
for cervical  cancer screening,
using a primary HPV test.

The device is a single patient-use, disposable device
intended for the collection of vaginal cells and material
to be tested with a US Food and Drug Administration–
approved test indicated for high-risk human
papillomavirus (HPV) primary screening for cervical
cancer. The device consists of biocompatible, medical
grade injection molded polymer components that are
the diameter of a standard tampon. The distal-most
components are fabricated from soft, atraumatic
materials.
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Rovers Cervex-Brush (Rovers Medical Devices B.V.) and transferred into a 20-mL vial of PreservCyt
(ThinPrep [Hologic, Inc.]).

Both the SC and CC samples were transported to the designated laboratory for processing. SC
samples were stored dry in the empty vial for up to 9 days before a laboratory technician eluted the
sponge into 20 mL PreservCyt. Samples were then tested using the Roche cobas hrHPV test on the
Roche cobas 8800 System (Roche Molecular Systems Inc.), which detects 14 hrHPV types with
partial genotyping for HPV-16, HPV-18, and 12 other hrHPVs (a pooled result inclusive of HPV-31,
HPV-33, HPV-35, HPV-39, HPV-45, HPV-51, HPV-52, HPV-56, HPV-58, HPV-59, HPV-66, and HPV-68).

As a nonpowered study measure, clinical sensitivity for detection of high-grade cervical
dysplasia (high-grade squamous intraepithelial lesions including cervical intraepithelial lesion grade 2
[moderate severity] or higher [CIN2+]) was evaluated as follows: if a biopsy or loop electrosurgical
procedure was collected during or closely following the study visit, the deidentified histopathology
results were collected and the highest severity diagnoses present were used to calculate clinical
sensitivity.

Self-reported participant race, ethnicity, income, education, prior cervical screening history, and
screening preferences were recorded. Race categories included American Indian or Alaska Native,
Asian, Black, Native Hawaiian or Pacific Islander, multiracial (2 or more of the previously listed race
categories), and other race (Brazilian, Middle Eastern, Mestiza, multiracial [2 or more races not
mentioned previously], West Indian, and none listed). Ethnicity was reported according to 2016 FDA
guidance23 as a separate category from race; ethnicity categories included Hispanic or Latino and
non–Hispanic or Latino. Race and ethnicity were included to evaluate any differences in preferences
or usability by race or ethnicity. Usability for the SC process was tested and recorded using surveys.
Safety was assessed after the collection procedures and between 6 to 14 days after study
procedures.

Statistical Analysis
The primary outcome measures were agreement (positive and negative) for detection of hrHPV
between the SC and CC samples. Agreement for detection of hrHPV provides an acceptable end
point for SC validation studies because hrHPV assays are validated and approved based on clinical
accuracy for detection of precancerous lesions (CIN2+).13 The point estimates for agreement for
detection of hrHPV were derived from published SC data using threshold analysis to establish the
agreement point estimates corresponding to a relative sensitivity exceeding 0.95 and relative
specificity exceeding 1.00.13 Point estimates of 87% for positive percentage agreement (PPA) and
88% for negative percentage agreement (NPA) with a lower bound of 80% (95% CI) were used to
compute the targeted minimum sample size for HPV-positive and HPV-negative CC samples in the
trial (225 HPV-positive and 198 HPV-negative). Additional primary measures included device design
adequacy for primary safety and usability. Participants’ general willingness to use an SC device and
concerns or preferences for SC were assessed using survey instruments.

Planned interim analysis at 291 participants showed acceptable safety and accuracy to continue
the study to conclusion without sample size adjustments. Enrollment continued beyond minimum
sample sizes to obtain requisite numbers of participants with HPV-16–positive results requested by
the FDA.

Statistical analysis was conducted from April to August 2024 using SPSS Statistics version
29.0.2.0 (20; IBM). Descriptive statistics were used to summarize participant characteristics. Basic
summaries of diagnostic test results were tabulated, including the dichotomized test result and
adequacy of the sample collected. Adverse events were evaluated for relatedness and severity.
Invalid results were reported in aggregate. Usability was assessed using patient-completed surveys
and invalid rate or false-negative results to ensure at least 90% valid sample collection and success
for critical steps. The threshold for statistical significance was a 2-sided P < .05.
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Results

A total of 609 eligible participants from 16 clinical sites in the US (eTable 1 and eTable 2 in
Supplement 2) were consented and 599 paired SC-CC samples (262 aged 30-39 years [43.7%]; 583
identified as female [97.3%]) were analyzed. Ten participants were excluded for inclusion or
exclusion reasons or if a paired sample was not obtained. Nearly 60% of participants (362
participants [59.4%]) were recruited from the hrHPV enriched group, while the remaining 40% (247
participants [40.6%]) were recruited from the general screening population (eFigure in
Supplement 2). While not required for the primary analysis of agreement, each participant’s active
involvement in the study was confined to a single collection visit and subsequent safety follow-up via
email or phone contact between 6 to 14 days post visit. Follow-up compliance was 98.2% (585 of
599 participants). All participants who used the SC device were evaluated for safety and usability end
points using survey responses. Participants were recruited from 16 clinical sites across the US,
representing diverse geography, sociodemographic diversity, and a mixture of academic and
community settings (Table 1; eTable 1 and eTable 2 in Supplement 2).

Paired SC and CC samples from 599 eligible participants were analyzed for detection of hrHPV.
The rates of invalid results for the SC (14 participants [2.3%]) and CC (3 participants [0.5%]) resulted
in 582 valid sample pairs for analysis (eFigure in Supplement 2). Efforts to evaluate the most likely
causes of the invalid samples did not show any one prevailing cause (eTable 3 and eTable 4 in
Supplement 2). Of note, an invalid sample result requires recollecting a sample but is not reported as
a negative (eg, false negative). The invalid rate reported here is comparable to that of the other
FDA-approved devices.24

As shown in Table 2, PPA for any of the 14 hrHPVs was 95.2% (95% CI, 92.1%-97.1%; 278 of 292
participants), including high agreement for HPV-16 and/or HPV-18 genotypes (69 of 72 HPV-16– or
HPV-18–positive samples [95.8%]), exceeding the point estimate and lower bound end points in the
protocol (Supplement 1 and eTable 5 in Supplement 2). The positive agreement for hrHPV was
significantly higher among those who did not receive the HPV vaccine but remained high in both
groups (132 of 136 unvaccinated participants [97.1%] vs 82 of 91 vaccinated participants [90.1%];
P = .04). This difference is expected given decreased HPV-16 and HPV-18 genotypes (targeted in all
vaccines and causative of the majority of cervical dysplasia and cancer) are less prevalent in
vaccinated individuals, with a proportional decreased burden of CIN2+ causing a lower positive
predictive value of an hrHPV.17 There were no statistically significant differences in PPA by prior
cervical tissue alteration, body mass index, presence of blood in the sample (eg, menses), or among
those with an intrauterine device in place.

Clinical Accuracy
Of the enrolled participants, 245 underwent a colposcopy with a biopsy or excisional procedure (eg,
loop electrosurgical procedure or conization) and an additional 19 underwent an excisional
procedure following the study procedure yielding histopathology results. A total of 48 participants
had high grade squamous intraepithelial lesions or CIN2+, and 29 of the 48 had a diagnosis of cervical
intraepithelial lesion grade 3 or higher (CIN3+).

The absolute clinical sensitivity of SC was 95.8% (95% CI, 86.0%-98.8%) for CIN2+ (46 of 48
participants). The relative sensitivity compared with CC was 1.00. The SC method demonstrated
absolute clinical sensitivity for CIN3+ of 96.6% (95% CI, 82.8%-99.4%; 28 of 29 participants), with a
relative sensitivity of 0.97 (Table 3; eTable 6 and eTable 7 in Supplement 2). There were no
statistically significant differences in clinical sensitivity by prior cervical tissue alteration, body mass
index, or among those with an intrauterine device in place. The relative specificity for CIN grade 1 or
lower was 0.97 among group 2.
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Table 1. Summary of Demographics

Response category No./ total No. (%)a

Race

American Indian or Alaska Native 4/599 (0.7)

Asian 23/599 (3.8)

Black 151/599 (25.2)

Native Hawaiian or Pacific Islander 3/599(0.5)

White 346/599 (57.8)

Multiracialb 21/599 (3.5)

Otherc 23/599 (3.8)

Missing 28/599 (4.7)

Ethnicity

Hispanic or Latino 114/599. (19.0)

Not Hispanic or Latino 471/599 (78.6)

Missing 14/599 (2.3)

Gender identity

Female 583/599 (97.3)

Gender queer or nonconforming 8/599 (1.3)

Transgender man or male 3/599 (0.5)

Additional gender category 1/599 (0.2)

Missing 4/599 (0.7)

Age, y

25-29 148/599 (24.7)

30-39 262/599 (43.7)

40-49 113/599 (18.9)

≥50 76/599 (12.7)

Body mass indexd

<18.5 5/599 (0.8)

18.5-24 206/599 (34.4)

25-29 157/599 (26.2)

30-39 176/599 (29.4)

≥40 46/599 (7.7)

Missing 9/599 (1.5)

Annual income

<$9999 69/599 (11.5)

$10 000-$19 999 35/599 (5.8)

$20 000-$49 999 135/599 (22.5)

$50 000-$99 999 172/599 (28.7)

$100 000-$149 999 66/599 (11.0)

≥$150 000 67/599 (11.2)

Do not know or prefer not to say 55/599 (9.2)

Education level

No formal schooling 4/599 (0.7)

Up to middle school (grade 8) 13/599 (2.2)

High school or general educational development 160/599 (26.7)

Associates degree (2 y) 101/599 (16.9)

Vocational or technical school 41/599 (6.8)

Bachelor’s degree (4 y) 188/599 (31.4)

Master’s or professional degree 90/599 (15.0)

Missing 2/599 (0.3)

(continued)
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Safety
The clinicians collecting the study sample conducted a visual examination of the cervix and vagina
following use of the SC device and again following the cervical collection; any observations were
recorded. All observed events were anticipated, and the majority of reported events were mild and
attributed to CC procedures and/or the nonstudy subsequent colposcopy, biopsy, or excisions. Only 2
adverse events (2 of 602 participants [0.3%]) were solely attributed to the SC device; one event was
a minor cervical abrasion without associated bleeding or pain, and the other involved a participant
report of spotting after collection, while no spotting was noted on the clinician examination.
Additionally, mild spotting or bleeding attributed to either or both collection types was reported in
0.5% of cases (3 of 602 participants).

Usability
Usability testing showed high user comprehension and task execution across all study demographics
(601 participants). Instructions were written at a fifth to sixth grade level with 92.3% of participants
(555 of 601 participants) reporting easy or very easy understanding.

Table 3. Clinical Sensitivity for Detection of CIN2+ and CIN3+ and Relative Sensitivity Between Self-Collected
and Clinician-Collected Samples

Sensitivity

Sensitivity, No./total No. (%) [95% CI]

Relative sensitivitySelf-collected sample Clinician-collected sample
CIN2+ 46/48 (95.8) [86.0-98.8] 46/48 (95.8) [86.0%-98.8] 1.00

CIN3+ 28/29 (96.6) [82.8-99.4] 29/29 (100) [88.3-100.0] 0.97

Abbreviations: CIN2+, positive results for cervical
intraepithelial neoplasia grade 2 or higher; CIN3+,
positive results for cervical intraepithelial neoplasia
grade 3 or higher.

Table 1. Summary of Demographics (continued)

Response category No./ total No. (%)a

Human papillomavirus vaccination status

Not vaccinated 266/599 (44.7)

1 Dose 22/599 (3.7)

2 Doses 45/599 (7.6)

3 Doses 122/599 (20.5)

Unknown number of doses 70/599 (11.8)

Missing or unknown vaccination status 74/599 (12.4)

a Each category includes the number of responses based on the number of participants who answered each question who
were included in the paired analysis.

b Multiracial is defined as identifying with 2 or more race categories listed previously, therefore is not additive toward
the total.

c Other included Brazilian (14 participants), as well as Middle Eastern (5 participants), Mestiza (1 participant), multiracial (2
or more race categories not previously listed; 1 participant), West Indian (1 participant), and none (1 participant).

d Calculated as weight in pounds divided by height in inches.

Table 2. HPV Agreement, Including Genotype Group, Between Self-Collected and Clinician-Collected Samples

Agreement groups Agreement, No./total No. (%) [95% CI]
PPA for any high-risk HPV 278/292 (95.2) [92.1-97.1]

PPA for HPV-16 or HPV-18 only 69/72 (95.8) [88.5-98.6]

PPA for other high-risk HPV only 207/220 (94.1) [90.2-96.5]

Negative percentage agreement for any high-risk HPV 261/290 (90.0) [86.0-92.9]

Abbreviations: HPV, human papillomavirus; PPA, positive percentage agreement.
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Screening Preferences
Of the 602 participants who completed the survey, 192 (31.9%) reported having delayed their
screenings. Of the multiple response options provided, the following 3 reasons were reported in
participants who delayed screening: (1) uncomfortable with the examination, (2) lack of time, and (3)
financial issues. Other reasons for delaying their screening included having experienced sexual
trauma, other health or life crises, pain or embarrassment, lack of awareness, or lack of access. When
participants were asked to select 1 option for preferred screening option and location, nearly one-half
preferred at-home SC (276 participants [45.8%]), followed by in-clinic speculum collection (206
participants [34.2%]), with in-clinic SC least preferred (118 participants [19.6%]). When asked if an
at-home screening would make them more likely to stay up to date with screening, 516 participants
(85.7%) responded yes. Furthermore, 560 participants (93.0%) indicated they would prefer an
at-home SC option if they knew the results were equivalent to CC.

Discussion

The evolution of cervical screening tests from Papanicolaou tests to polymerase chain reaction–
based hrHPV DNA testing has not only improved screening sensitivity for detection of disease, but
also enables SC samples to be used for screening.6,10,12,25-28 This nonrandomized clinical trial was
designed to validate this SC method by demonstrating the performance for cervical screening for use
in an at-home setting. Among the 599 individuals from 16 US clinical sites, samples obtained with the
SC device showed excellent agreement and clinical sensitivity when compared with CC. Overall, this
SC method was acceptable to the diverse study population, who found that this option would help
address several of the barriers they face to regular cervical cancer screenings. Based on participants’
survey responses, 32% reported having delayed or avoided their cervical cancer screening, while
93% indicated that they would prefer an SC option if they knew the results were equivalent to CC.
Racial and ethnic minority individuals and socioeconomically disadvantaged groups have lower
participation in guideline-based screening, but are overwhelmingly accepting of and able to perform
an at-home SC of a vaginal sample, including those in the SELF-CERV study, emphasizing the
importance of the option.9,14,18,29-31 The SC procedure and device were safe and easy to use.

The updated USPSTF cervical screening draft recommendations include SC as part of the Grade
A screening recommendations, recognizing that home SC increases screening.7 Ensuring follow-up
to an abnormal result is a critical consideration with implementation of at-home SC screening.
Adherence to follow-up after a positive SC result across studies is typically high (85%-95%) even
among those who previously did not participate in screening.32-39 These rates are higher when
engaged with a clinician, including using digital and telehealth with ordering and receiving results.39

In-clinic screenings became even more inaccessible during the COVID-19 pandemic, and the
rates of screening have continued to lag in the post–COVID-19 pandemic period.25-28 With the decline
of in-clinic screenings, the use of at-home testing in the form of COVID-19 testing and colon cancer
screenings, coupled with the massive expansion of telehealth utilization during the COVID-19
pandemic, have changed the landscape of at-home testing.31-33,40,41 As an FDA-approved
prescription device, the SC device will require a clinician order and follow the same delivery workflow
for results as, for example, at-home colon cancer screening tests. At-home collection will allow
participation in screening for individuals facing the multiple barriers to speculum and clinic-based
collection cited in this study and the literature, and will facilitate greater compliance for those who
are underscreened.

Limitations
The limitations of the study include the requirement for a simulated (vs actual) at-home environment
to both assess device safety and collect a clinician sample during the same visit. This ensured an
accurate measure of agreement for detection of hrHPV and histopathology outcomes.
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Conclusions

The SELF-CERV nonrandomized clinical trial used a method comparison design that clinically
validated the SC device for vaginal specimens for cervical screening in a diverse US study population.
The study found that the SC device was a safe and accurate option for cervical screening suitable for
at-home use. The intersection of increased health autonomy and highly sensitive diagnostic tools
make this an optimal time to implement at-home SC cervical cancer screening in the US, thereby
improving access and accelerating progress toward cervical cancer elimination.42-57
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