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Definitions

Cervical cancer cases: the 27010 SEER Recodes Site Recode ICD-O-3/WHO 2008 limited 
to invasive and female sex only

Cervical cancer incidence: how often a cervical cancer case is diagnosed among females 
during a certain time period

Cervical cancer incidence rate: the total number of new cervical cancer cases diagnosed 
in a time period in the population of interest, divided by the at-risk population and 
multiplied by 100,000

At risk-population: all females using the SEER U.S. County Population Data, County-Level 
Population Files-20 Age Groups (Wisconsin) populations

Age-adjusted cervical cancer incidence rate: the cervical cancer incidence rate adjusted 
to account for different age distributions between populations using the 2000 U.S. 
standard population estimates from the Census P25-1130 and direct method

Invasive: a malignant cancer or tumor that has spread beyond the layer of tissue in which 
it developed and is growing into surrounding, healthy tissues

Stage: the extent of cancer’s progression and is often determined by the size of the cancer 
and how far it has spread

Merged summary stage: a variable created by cancer registries to standardize cancer 
staging data over time, especially when different staging schemes were used in different 
years

Ninety-five percent confidence interval: a range of values describing the uncertainty 
surrounding an estimate where the interval describes the expected number to include the 
true underlying value 95% of the time

Trend: overall direction and magnitude of change in cancer incidence rates over a specific 
time

Joinpoint regression: a statistical method that fits a series of straight-line segments to the 
trend data and identifies points (joinpoints) where a statistically significant change occurs

Annual percent change (APC): the average yearly change in cancer incidence rates within 
a specific segment of time, expressed as a percentage in Joinpoint regression

https://seer.cancer.gov/siterecode/icdo3_dwhoheme/index.html
https://seer.cancer.gov/popdata/
https://seer.cancer.gov/popdata/
https://seer.cancer.gov/stdpopulations/
https://seer.cancer.gov/stdpopulations/
https://surveillance.cancer.gov/joinpoint/
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Background
Cervical cancer is a disease where cells grow out of control in the cervix. Anyone with a 
cervix is at risk, but cervical cancer is most often diagnosed in women between the ages of 
35 and 44.1 The human papillomavirus (HPV) is a common virus responsible for more than 
9 of every 10 cases of cervical cancer.2 HPV is a common virus passed from one person to 
another during any sexual contact. Most sexually active people will have HPV at some point 
in their lives.3 Most people who become infected with HPV don’t know they have it and the 
infection will usually go away on its own. However, when the body’s immune system can’t 
get rid of an HPV infection, it can cause cancer. Cancer usually takes years, even decades, 
to develop after a person gets HPV.2

Fortunately, almost all cervical cancer can be prevented by HPV vaccination.2 The HPV 
vaccine series was first recommended for females ages 11 or 12 years. Since then, 
vaccination policy has evolved as new evidence supporting vaccinating both males and 
females to prevent future cancers emerged, and updates to the vaccine provided 
additional protection against other HPV types. 

Cervical cancer screening is also an important part of routine care to identify cancer early. 
The goal of screening is to find precancerous cellular changes to the cervix so treatment 
can prevent cancer from developing. Screening frequency and the types of tests used 
depends on a patient’s age and health history. The Screening and prevention section of 
this surveillance brief covers more information about current recommendations. 

• Between 2018–2022, 921 diagnosed cervical cancer cases were reported to the 
Wisconsin Cancer Reporting System at the Wisconsin Department of Health Services 
between.

• HPV vaccination is showing early signs of reducing cervical cancer burden among 
younger women. 

• Most women diagnosed with cervical cancer in Wisconsin are between 35 to 44 years 
old. Women in this age group experienced rising incidence rates from 2001–2022, 
making them a key population for outreach and screening.

• Progress toward reducing incidence rates among women of all ages has plateaued.
• From 2001–2022, Wisconsin saw a significant increase of distant-stage cervical cancer 

rates. This indicates more women are being diagnosed at later, less treatable stages.

Key findings

Introduction
This surveillance brief presents findings on cervical cancer incidence using data reported 
to the Wisconsin Cancer Reporting System (WCRS) at the Wisconsin Department of 
Health Services. All Wisconsin health care facilities are required to report cancers to 
WCRS as mandated by Wis. Stat. § 255.04. This surveillance brief includes cervical cancer 
incidence trends analyses (2001–2022) and examines disparities in burden (2018–2022) to 
inform prevention and control efforts across the state.
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Data are from the Wisconsin Cancer Reporting System (WCRS). WCRS collects cancer 
incidence data on Wisconsin residents with newly diagnosed, reportable cancers. All health 
care facilities in Wisconsin are required to report cancers to WCRS as mandated by Wis. 
Stat. § 255.04. All tumors with malignant cell types are reportable except basal cell and 
squamous cell carcinomas of the skin and in situ cervical cancer. 

WCRS has been recognized by the CDC’s (Centers for Disease Control and Prevention) 
National Program of Cancer Registries and the North American Association of Central 
Cancer Registries for meeting high quality data standards. All analyses were performed by 
WCRS staff in SEER*Stat 9.0.41.0 and Joinpoint 5.4.0.

Important considerations
Incidence data in this surveillance brief include invasive cervical cancer cases reported to 
WCRS from 2001–2022. It does not include in situ or precancerous lesions such as Cervical 
Intraepithelial Neoplasia (CIN) 2 or CIN 3, which are not reportable and often diagnosed 
and treated in outpatient settings.  

National survey data suggest a substantial fraction of women in the United States have 
undergone a hysterectomy, including the removal of the uterine cervix.4 Recent studies 
have shown that correcting for hysterectomy is an important part of accurately estimating 
cervical cancer burden among women still at risk.5,6 Data in this surveillance brief have not 
been corrected for hysterectomy prevalence, so true burden may be underestimated, 
disparities—particularly racial and ethnic—may be masked, and trends by age should 
especially be interpreted with caution.

Delay-adjustment was not used in this surveillance brief. Delay-adjustment methods help 
account for the time it takes for cases to be reported to registries.7 Delay-adjusting rates 
can sometimes lead to shifts in observed trends, particularly in recent diagnosis years. 

For other important data considerations when interpreting WCRS incidence data, visit the 
“Documentation and Information” section on the WISH: Cancer Incidence Modules website.

Data sources and analysis
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Because the HPV vaccine prevents infection from high-risk types of the virus that cause 
most cervical cancers, vaccine timing and changing eligibility plays a key role in 
understanding cervical cancer risk. Women who were too old to receive the vaccine when it 
was first introduced in 2006 (typically those now in their mid-30s or older) did not benefit 
from routine adolescent vaccination and may have already been exposed to HPV. As a 
result, they remain at higher risk for developing cervical cancer compared to younger 
women who were vaccinated earlier in life. This age-related difference in vaccine uptake 
and timing helps explain why cervical cancer incidence remains higher among older 
women. It also emphasizes the continued importance of routine cervical cancer screening in 
this population. 

WISCONSIN CANCER REPORTING SYSTEM      SURVEILLANCE REPORT • AUGUST 2025

https://www.dhs.wisconsin.gov/wcrs/index.htm
https://docs.legis.wisconsin.gov/statutes/statutes/255/ii/04
https://docs.legis.wisconsin.gov/statutes/statutes/255/ii/04
https://seer.cancer.gov/seerstat/
https://surveillance.cancer.gov/joinpoint/
http://www.dhs.wisconsin.gov/wish/cancer/index.htm


Incidence
An estimated 184 cervical cancer cases are newly diagnosed among women in Wisconsin 
each year. Between 2018–2022, 921 cases were diagnosed among women of all ages 
(Table 1). The age-adjusted incidence rate in 2022 was 6.1 per 100,000 women in 
Wisconsin, which is lower than the 2022 national rate (7.5 per 100,000).8 Age-adjusting 
rates allows for more accurate comparisons across groups by accounting for differences in 
age distributions among populations.

Cervical cancer burden affects certain female populations in Wisconsin differently. Figure 1 
details age-adjusted incidence rates of cervical cancer stratified by key demographic and 
geographic factors at the time the cancer was first diagnosed. Rates are displayed by race 
and Hispanic ethnicity, age group, rural-urban county residence, Department of Health 
Services (DHS) region, and residence in a persistent poverty census tract. 

Figure 1 and Table 1 highlight disparities in cervical cancer incidence and can help identify 
populations most affected or at risk. For example, most women diagnosed with cervical 
cancer in Wisconsin are between the ages of 35 to 44. Cervical cancer incidence rates are 
higher in urban counties, as well as areas of the state experiencing persistent poverty and 
those ranked high vulnerability. Additionally, Hispanic, non-Hispanic Black, and non-
Hispanic American Indian/Alaska Native women in Wisconsin are diagnosed at higher rates 
than other races and ethnicities.

6
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Table 1. Female age-adjusted cervical cancer incidence rates per 100,000 and case counts by population and 

geographic characteristics, Wisconsin (2018–2022)9,10

Population characteristics Cases Rate (95% CI)

Wisconsin overall 921 6.1 (5.7, 6.5)

Race/ethnicity

NH White 719 5.6 (5.2, 6)

NH Black 91 10.8 (8.7, 13.3)

NH AI/AN 14 10.1 (5.5, 17.2)

NH API 20 5.5 (3.3, 8.7)

Hispanic 72 9.3 (7.1, 11.9)

Age at diagnosis

0 to 34 years 119 1.9 (1.6, 2.3)

35 to 44 years 221 12.3 (10.7, 14)

45 to 64 years 374 9.9 (8.8, 11)

65+ years 207 7.5 (6.5, 8.6)

Rural-urban classification

Urban counties 672 4.5 (4.1, 4.9)

Rural counties 249 1.6 (1.4, 1.8)

DHS region

Southern 182 5.9 (5.1, 6.9)

Southeastern 374 6.7 (6, 7.4)

Northeastern 189 5.9 (5.1, 6.9)

Western 101 4.9 (4, 6)

Northern 75 5.9 (4.5, 7.6)

Area-based social measures

Not persistent poverty census tract 850 5.9 (5.5, 6.3)

Persistent poverty census tract 70 11 (8.5, 13.9)

Social vulnerability index (2018)

Low vulnerability 258 4.5 (3.9, 5.1)

Low-medium vulnerability 297 6.2 (5.5, 7)

Medium-high vulnerability 202 6.4 (5.5, 7.4)

High vulnerability 162 11.1 (9.4, 13)
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Notes: NH=non-Hispanic; AI/AN=American Indian/Alaska Native; API=Asian/Pacific Islander. Rural-urban classification uses Rural-Urban Continuum 
Codes (2013). DHS regions are defined by Wisconsin Department of Health Services. Persistent poverty census tracts are defined by the NCI SEER 
Program as 20% or more of the population has lived below the poverty level for approximately 30 years. Social vulnerability index (2018) is defined 
by the CDC’s Agency for Toxic Substances and Disease Registry.

(dhs.wisconsin.gov/aboutdhs/regions.htm
seer.cancer.gov/data/specialized/available-databases/census-tract-request
seer.cancer.gov/data/specialized/available-databases/census-tract-request
atsdr.cdc.gov/place-health/php/svi/index.html
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Figure 1. Female age-adjusted cervical cancer incidence rates per 100,000 by 

population and geographic characteristics, Wisconsin (2018–2022)9,10      

95% confidence intervals displayed in shaded grey

Notes: NH=non-Hispanic; AI/AN=American Indian/Alaska Native; API=Asian/Pacific Islander. Rural-urban 
classification uses Rural-Urban Continuum Codes (2013). DHS regions are defined by the Wisconsin 
Department of Health Services. Persistent poverty census tracts are defined by the NCI SEER Program as 
20% or more of the population has lived below the poverty level for approximately 30 years. Social 
vulnerability index (2018) is defined by the CDC’s Agency for Toxic Substances and Disease Registry.
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Trends

Figure 2. Female age-adjusted cervical cancer incidence rates per 100,000 and modeled trends, Wisconsin (2001–
2022) and SEER 8 Registries (1975–2022)9,11

2020 rates excluded from Wisconsin and SEER 8 modeled trend analyses. All exclusions displayed in grey.

Long-term trends in cervical cancer incidence give insight and context around the impact 
of screening and vaccination efforts. Figure 2 shows age-adjusted cervical cancer 
incidence rates and modeled trends in Wisconsin alongside SEER 8 Registries. SEER 8 data 
come from the longest standing, high-quality population-based cancer registries in the 
United States. SEER 8 registries are a common benchmark for tracking national cancer 
trends longitudinally. 

In this surveillance brief, each annual percentage change (APC) describing a trend was 
calculated from the slope of the regression line for a specific time period. The APC 
indicates where rates are increasing, decreasing, or stable. A positive APC reflects an 
increasing trend, a negative APC reflects a decreasing trend, and an APC not statistically 
different from zero reflects a generally stable trend. Trend analysis for Wisconsin only 
includes 2001–2022 to account for major changes in screening guidelines, diagnostic 
classification, and cancer reportability coding standards. Incidence rates for 2020 were not 
used in the fit of any modeled trends due to the impacts the COVID-19 pandemic had on 
cancer screening and diagnosis.12,13 During this period, routine cervical cancer screening 
was widely delayed or deferred, leading to an artificial drop in diagnoses that doesn’t 
reflect a true decline in incidence.14,15

From 1975–1982, SEER 8 cervical cancer incidence rates declined significantly by an APC 
of -4.5. These declines mostly reflect public health gains in routine use of the Pap test to 
screen for cervical cancer. Rates significantly declined again 1993–2003 (APC=-3.2), likely 
reflecting continued progress in screening guidelines and technology. From 2005–2022, 
however, the rate of decline dramatically slowed (APC=-0.02). In Wisconsin, cervical cancer 
incidence in Wisconsin have remained essentially stable by an APC of -0.07 from 2001–
2022. The stable trend over the last two decades in Wisconsin mirrors that of national 
trends estimated from SEER 8 registry data. 

Taken together, these data suggest that progress toward reducing cervical cancer 
incidence has plateaued. While the introduction of widespread HPV vaccination in 2006 
holds long-term promise, its protective effects have primarily benefited younger cohorts 
vaccinated before exposure to HPV.16,17,18 Many adult women, particularly those who were 
already sexually active by 2006 or who aged out of vaccine eligibility, did not benefit 
directly from HPV vaccination. Women born before 1991–1992, now in mid-30s and older, 
remain at elevated risk and continue to rely on regular cervical cancer screening for early 
detection and prevention.

9
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Table 2. Modeled trend data from SEER 8 (1975–2022) and Wisconsin (2001–2022) female age-adjusted 

cervical cancer incidence rates per 100,0009,11

SEER 8 Wisconsin

Year Observed rate Modeled rate APC Observed rate Modeled rate APC

1975 13.9 14.1

-4.5*

NA NA NA
1976 13.8 13.5 NA NA NA

1977 12.8 12.9 NA NA NA

1978 12.1 12.3 NA NA NA
1979 12 11.8 NA NA NA

1980 11.6 11.2 NA NA NA

1981 10.3 10.7 NA NA NA
1982 10 10.2 Joinpoint NA NA NA

1983 10.1 10.2

-0.2

NA NA NA
1984 10.6 10.2 NA NA NA
1985 9.8 10.2 NA NA NA

1986 10.5 10.2 NA NA NA

1987 9.8 10.1 NA NA NA
1988 10.3 10.1 NA NA NA

1989 10.3 10.1 NA NA NA
1990 10.2 10.1 NA NA NA

1991 9.8 10.1 NA NA NA

1992 9.8 10 Joinpoint NA NA NA

1993 9.5 9.7

-3.1*

NA NA NA
1994 9.4 9.4 NA NA NA

1995 8.6 9.2 8 NA NA
1996 9.4 8.9 8.2 NA NA

1997 8.9 8.6 8.6 NA NA

1998 8.9 8.3 9.4 NA NA
1999 8 8.1 9.1 NA NA

2000 7.4 7.8 9.4 NA NA

2001 7.6 7.6 6.7 6.4

-0.07

2002 7.2 7.4 6.9 6.4

2003 7.1 7.1 6.7 6.4

2004 7 6.9 Joinpoint 7.4 6.4
2005 6.6 6.7

-0.02

6.5 6.4

2006 6.8 6.7 5.5 6.4
2007 6.4 6.7 5.8 6.4

2008 6.6 6.7 5.5 6.4

2009 6.7 6.7 6 6.4

2010 6.7 6.6 6.5 6.4
2011 6.7 6.6 5.9 6.4

2012 6.6 6.6 6.4 6.4
2013 6.3 6.6 5.6 6.4

2014 6.9 6.6 6.7 6.4

2015 6.8 6.6 7.3 6.4
2016 6.5 6.6 7.1 6.4

2017 6.4 6.6 5.9 6.4

2018 6.7 6.6 6 6.4
2019 6.5 6.6 6.1 6.4

2020 6 6.5 5.3 6.4

2021 6.6 6.5 5.8 6.4

2022 6.5 6.5 7.1 6.3
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2020 rates excluded from Wisconsin modeled trend analysis. All exclusions displayed in grey.
*Indicates the annual percentage change (APC) is significantly different from zero at the alpha=0.05 level. 



Cervical cancer incidence trends in Wisconsin over the last two decades differ by age at 
diagnosis (Table 3, Figure 3). These differences likely reflect the interplay of screening 
behaviors, HPV exposure, and prevention effectiveness. Among women diagnosed under 
age 35, incidence declined modestly but was not considered statistically significant (APC=-
1.12). This slight decline is consistent with national evidence that the introduction of HPV 
vaccination in 2006 may have begun reducing cervical cancer burden among younger 
women. Many in this group were the first to receive cervical cancer prevention benefits 
through HPV vaccination. 

The most striking pattern is among women diagnosed between ages 35 to 44, where 
incidence declined sharply between 2001–2007 (APC=-5.81*), but then reversed course 
with a significant increase from 2007–2022 (APC=1.93*). This change is consistent with 
national data showing rising cervical cancer incidence in midlife, potentially due to delayed 
or missed screenings, inadequate follow-up of abnormal results, or loss of coverage during 
healthcare transitions. Women ages 34 to 45 were typically too old to benefit from HPV 
vaccination when it was first introduced. Their increased risk today highlights a critical gap 
in prevention for those aging into middle adulthood without consistent screening. 

For women diagnosed at ages 45 to 64, incidence remained relatively stable (APC=0.27), 
though this group still accounts for a substantial portion of overall cases (41%). Incidence 
among those diagnosed at age 65+ declined slightly, but the trend was not statistically 
significant (APC=-0.72). However, given state and national concern about rising distant 
stage disease in older adults, this trend should be interpreted with caution and receive 
continued monitoring. 

Taken together, trends by age emphasize the importance of prevention strategies tailored 
across a woman’s lifetime. Women diagnosed in mid-life, especially those not covered by 
early vaccination efforts, remain a key population for outreach, screening, and follow-up 
care. 

Trends by age
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Figure 3. Female age-adjusted cervical cancer incidence rates per 100,000 and modeled trends by age at 

diagnosis, Wisconsin (2001–2022)9

2020 rates excluded from Wisconsin modeled trend analysis. All exclusions displayed in grey.
*Indicates the annual percentage change (APC) is significantly different from zero at the alpha=0.05 level. 
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Table 3. Observed and modeled trend data from female age-adjusted cervical cancer incidence rates per 100,000 by age at 

diagnosis, Wisconsin (2001–2022)9 

0 to 34 years 35 to 44 years 45 to 64 years 65+ years

Year
Observed 

rate
Modeled 

rate APC
Observed 

rate
Modeled 

rate APC
Observed 

rate
Modeled 

rate APC
Observed 

rate
Modeled 

rate APC

2001 3.3 2.6

-1.12

15.2 14.7

-5.81*

9.7 9.9

0.27

8.7 8.8

-0.72

2002 2.6 2.6 14.5 13.9 9 10 8 8.8

2003 3.8 2.5 10.2 13.1 11.8 10 10.1 8.7

2004 4.7 2.5 13.1 12.3 10.5 10 9.6 8.7

2005 4.6 2.5 12.2 11.6 10.4 10.1 8.6 8.6

2006 4.6 2.5 10.9 10.9 10 10.1 4.9 8.5

2007 2 2.4 10.4 10.3 Joinpoint 9.3 10.1 9.1 8.5

2008 3.1 2.4 9.1 10.5

1.93*

9.2 10.1 7.7 8.4

2009 2.4 2.4 12 10.7 9.1 10.2 7.5 8.3

2010 3.5 2.4 10.8 10.9 10.4 10.2 9.3 8.3

2011 2.3 2.3 10 11.1 10.8 10.2 7.1 8.2

2012 1.8 2.3 9.5 11.3 9.4 10.2 10.5 8.2

2013 1.8 2.3 10.5 11.6 9.5 10.3 6.7 8.1

2014 2 2.3 11.4 11.7 12.6 10.3 8.6 8.1

2015 2.3 2.2 14.6 12 10.9 10.3 8.6 8

2016 2.7 2.2 15.8 12.2 10.9 10.4 8.6 7.9

2017 1.9 2.2 11.5 12.5 9.1 10.4 6.7 7.9

2018 2.9 2.2 12.6 12.7 9.5 10.4 7.9 7.8

2019 2 2.1 13.3 13 9.1 10.4 7.1 7.8

2020 1.9 2.1 10.60 13.2 8.5 10.5 7.4 7.7

2021 2.9 2.1 12.3 13.5 9.9 10.5 5.7 7.7

2022 2.1 2.1 12.8 13.7 12.5 10.5 9.2 7.6

2020 rates excluded from Wisconsin modeled trend analysis. All exclusions displayed in grey.
*Indicates the annual percentage change (APC) is significantly different from zero at the alpha=0.05 level. 
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The extent of cancer’s progression is known as stage. Stage is often determined by the size 
of the cancer and how far it has spread. Doctors use this information for treatment and 
monitoring progress. Stage at diagnosis measures cancer progression before any 
treatment is given. The International Federation of Gynecology and Obstetrics (FIGO) 
staging system uses Stages I through IV and is commonly used in clinical settings to stage 
cervical cancer. This surveillance brief uses merged summary stage to describe reportable 
cervical cancers by the following groups:

• Localized: a tumor limited to the organ in which it began, without evidence of spread
• Regional: a tumor spread beyond the original site to nearby lymph nodes, organs 

and/or tissues
• Distant: a tumor spread from the primary site to distant organs or distant lymph nodes  

The table below outlines the alignment between merged summary stage and FIGO stage:

Trends by stage

14
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Cervical cancer staging systems
Merged summary stage FIGO stage(s)

Localized I (IA1, IA2, IB1-IB3, I NOS)

Regional

Direct extension only II (IIA, IIB), IIIA, IIIB

Lymph nodes only IIIC1 (pelvic), IIIC2 (para-aortic)

Both extension and nodes II/III + nodes, IIIC with extension

Distant IVA, IVB

Cervical cancer incidence trends in Wisconsin from 2001–2022 in Figure 4 show shifting 
patterns by stage at diagnosis that reflect emerging public health challenges. Cervical 
cancer diagnosed at a localized stage declined slightly (APC=-0.45) but was not 
considered significant, suggesting a potential plateau or decline in early detection. 
Regional stage tumors declined slightly from 2001–2019 (APC=-0.52) but then showed a 
statistically significant increase between 2021–2022 (APC=9.37*). The recent uptick is 
limited to two years, and the changing trend may reflect delays in screening during the 
COVID-19 pandemic or ongoing challenges in access to timely diagnostic services. 

The most concerning trend is the significant increase of distant-stage diagnoses from 
2001–2022 (APC=2.68*), indicating that more women are being diagnosed at a later, less 
treatable stage. This pattern aligns with recent national studies and SEER registry data 
that show rising distant stage cervical cancer incidence. 



Table 4. Observed and modeled trend data from female age-adjusted cervical cancer incidence rates per 100,000 

by stage at diagnosis, Wisconsin (2001–2022)

Localized Regional Distant

Year
Observed 

rate
Modeled 

rate
APC

Observed 
rate

Modeled 
rate

APC
Observed 

rate
Modeled 

rate
APC

2001 3.7 3.5

-0.45

2 2.1

-0.52

0.2 0.5

2.68*

2002 4 3.5 1.9 2.1 0.5 0.6

2003 3.7 3.5 2.2 2.1 0.5 0.6

2004 3.8 3.4 2.5 2.1 0.9 0.6

2005 3.3 3.4 2.1 2.1 0.8 0.6

2006 3 3.4 1.8 2.1 0.5 0.6

2007 2.9 3.4 2 2 0.6 0.6

2008 2.7 3.4 2 2 0.6 0.7

2009 3.3 3.4 2 2 0.6 0.7

2010 3.5 3.3 2.1 2 0.6 0.7

2011 2.6 3.3 2 2 1 0.7

2012 3.4 3.3 2 2 0.8 0.7

2013 3.1 3.3 1.7 2 0.8 0.8

2014 3.4 3.3 2 2 1.1 0.8

2015 3.8 3.3 2.1 2 1.1 0.8

2016 4 3.3 2.3 1.9 0.8 0.8

2017 3.3 3.2 1.8 1.9 0.8 0.8

2018 3 3.2 2.1 1.9 0.9 0.9

2019 3.6 3.2 1.8 1.9 Joinpoint 0.6 0.9

2020 2.8 3.2 1.8 2.1

9.37*

0.6 0.9

2021 2.8 3.2 2.1 2.3 0.8 0.9

2022 3.3 3.2 0.9 12.6 2.5
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2020 rates excluded from Wisconsin modeled trend analysis. All exclusions displayed in grey.
*Indicates the annual percentage change (APC) is significantly different from zero at the alpha=0.05 level. 

Figure 4. Female age-adjusted cervical cancer incidence rates per 100,000 and modeled trends by stage at 

diagnosis, Wisconsin (2001–2022)9

2020 rates excluded from Wisconsin modeled trend analysis. All exclusions displayed in grey.
*Indicates the annual percentage change (APC) is significantly different from zero at the alpha=0.05 level. 
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Although everyone with a cervix is at risk for cervical cancer, the HPV vaccine and 
screening tests can help prevent disease and promote early detection. When found 
early enough, cervical cancer is highly treatable. The most important things someone 
can do to prevent cervical cancer is to:

• Have regular screenings. 
• Get vaccinated against HPV.

There are two main tests used to screen for cervical cancer: the HPV test and the Pap test 
(Pap smear). The Pap test looks for precancerous changes in the cervical cells that might 
become cancer if left untreated. The HPV test looks for the presence of the virus that 
causes cell changes on the cervix. An HPV test might be done at the same time as a Pap 
test (called co-testing). Health care providers might suggest an HPV test if a patient’s Pap 
test results were unclear, if they’re 30 or older, or if they’ve had atypical screening results 
in the past.19

The HPV vaccine protects against the kinds of HPV that most commonly cause cervical, 
vaginal, and vulvar cancers. The vaccine also protects against the kinds of HPV that most 
commonly cause cervical, oropharyngeal (back of the mouth and throat), anal, penile, 
vaginal, and vulvar cancers, plus genital warts. The vaccine has been a safe, effective tool 
to reduce HPV infections and cancer risk since 2006. The CDC recommends the HPV 
vaccine for:

• Children (male and female) ages 11 to 12, but they can be vaccinated as early 
as age 9.

• Everyone through age 26 years, if not already vaccinated.

Some adults ages 27 to 45 years who aren’t already vaccinated might choose to get the 
HPV vaccine. Talk to a doctor about the risk of new HPV infections and possible benefits 
of vaccination. HPV vaccination in adults provides less benefit, because more people in 
this age range have already been exposed to HPV.

Only 5 out of 10 teenagers are fully vaccinated by age 18, which is less than optimal. 
Vaccinating between ages 9 and 12 helps to best prevent HPV cancer later in life. 
Progress on HPV vaccination among adolescents is tracked on the Wisconsin 
Department of Health Services’ (DHS) Immunization Dashboard. The Wisconsin Cancer 
Collaborative (WCC) also monitors and promotes key findings on HPV vaccination in 
partnership with data from DHS through their annual Vaccine Data Snapshot. To learn 
more about HPV vaccination in Wisconsin, visit Immunizations: HPV and HPV-Related 
Cancers and HPV Vaccine and Cancer.

Screening and prevention
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https://www.dhs.wisconsin.gov/immunization/child-adolescent-vaccine-data.htm
https://wicancer.org/new-2022-data-snapshot-more-work-is-needed-to-promote-cancer-prevention-vaccines-in-wisconsin/
https://www.dhs.wisconsin.gov/immunization/hpv.htm
https://www.dhs.wisconsin.gov/immunization/hpv.htm
https://wicancer.org/programs/hpv-vaccine/
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