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Building on the momentum created by the release of  
the WHO global strategy to accelerate the elimination 
of cervical cancer as a public health problem in 2020, the 
WHO Regional Office for the Eastern Mediterranean, in 
close consultation with Member States and partners, has 
developed a context-adapted regional cervical cancer 
elimination strategy aligned with the regional Vision 
2023: Health for all by all. While having the same vision as 
the global strategy, which is to eliminate cervical cancer, 
the regional strategy also considers the contextual 
challenges, resources and competing priorities 
experienced by our Member States.

Globally, the major burden of cervical cancer comes 
from low- and middle-income countries. It is truly a 
disease of inequity since it occurs disproportionally 
among vulnerable women who face difficulties in 
accessing health care. Our Region faces major health 
status disparities within and between countries and 
includes both low-burden countries and also those with 
the highest cervical cancer incidence worldwide. The 
time has come to tackle these disparities and support 
critical interventions to provide all women with access to 
universal health coverage. 

By committing to achieving the 90-70-90 targets by 
2030, our Member States are setting themselves on a 
pathway to eliminate cervical cancer as a public health 
problem. Given the current epidemiological trends 
in the Region, many of our countries stand a good 
chance of progressing solidly towards the elimination 
of cervical cancer. To accelerate elimination efforts, we 
must promote high-level commitment and multisectoral 
collaboration by fostering partnerships that enable 
the establishment of sustainable national and regional 
programmes. We must also give significant attention to 
awareness-raising and prevention activities to increase 
service uptake and capacity-building through health 
system strengthening. Working together, we can move 
more efficiently and effectively towards this goal. 

Conquering cervical cancer will mean a world where 
empowered women do not succumb to this disease 
and are able to give their full potential to their family 
and society. We are at a pivotal point and have an 
opportunity to contribute to eliminating the first cancer 
in history. Let us seize this opportunity and take concrete 
action together.

Dr Ahmed Al-Mandhari
WHO Regional Director for the Eastern Mediterranean

Foreword
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Executive summary
The rationale and purpose of the strategy
Despite being a preventable and curable disease, cervical cancer is responsible for a 
large burden of suffering in women around the world, especially in low- and middle-
income countries. To uphold the right to health for adolescent girls and women, it is 
important that disparities in access to high-quality health services are addressed. 

In 2020, the World Health Organization (WHO) set a goal to eliminate cervical cancer 
as a public health problem globally by 2120 (1). To reach this goal, WHO’s Member 
States should strive to meet the following interim scale-up targets by 2030: 

·	 90% of girls are fully vaccinated with human papillomavirus (HPV) vaccine by 15 
years of age;

·	 70% of women are screened using a high-performance test by 35 years of age and 
again by 45 years of age;

·	 90% of women with pre-cancer are treated, and 90% of women with invasive cancer 
are managed. 

To build on the momentum of the Global strategy to accelerate the elimination of 
cervical cancer as a public health problem (2), a regional cervical cancer elimination 
strategy has been developed for the WHO Eastern Mediterranean Region that is 
adapted to the religious, cultural, social, economic and geographical contexts in the 
Region.

The regional strategy is a resource for the development of national strategies and 
implementation plans in countries/territories of the Region to achieve and maintain 
the goals outlined in the global strategy for cervical cancer elimination.

The process of the strategy’s development
The regional strategy was developed in several phases. The first phase included 
a readiness assessment survey and stakeholder engagement plan, followed by 
development of a situation analysis that informed the initial draft of the regional 
strategy. The draft strategy was shared with representatives from Member States and 
technical experts, and further discussed during a regional consultation, held virtually, 
from 7 to 9 June 2022. Finally, a written online consultation to facilitate further 
stakeholder (including civil society) input into the strategy was held from 26 August to 
6 September 2022. All findings were then summarized and consolidated to produce 
the strategy. 
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The strategy’s content
The regional strategy sets out the following five strategic actions for the Region: 

·	 Strategic action 1: To strengthen primary prevention by accelerating HPV 
vaccine introduction and improving coverage 

·	 Strategic action 2: To improve cervical cancer screening and pre-cancer 
treatment

·	 Strategic action 3: To reduce the burden of suffering caused by cervical cancer 
by improving the availability of early diagnosis, treatment, rehabilitation and 
palliative care services

·	 Strategic action 4: To strengthen health systems to ensure integrated, efficient 
and equitable delivery of high-quality services across the vaccination, screening 
and treatment pillars, and appropriate and effective monitoring and evaluation 
systems

·	 Strategic action 5: To improve communication, advocacy and social mobilization 
to counter vaccine hesitancy, increase awareness of prevention and treatment, 
and improve acceptability of diagnosis. 

These actions are based on the three core pillars of the global strategy (actions 1 
to 3), plus two enablers relevant for the Region (actions 4 and 5): health systems 
strengthening; and improving communication, advocacy and social mobilization. The 
additional cross-cutting actions were included as they contribute to improving the 
overall integration of services and health outcomes in the Region and support other 
regional goals for health and development. 

For each of these five strategic actions, the strategy outlines a series of specific 
actions to facilitate progress on achieving the WHO interim targets set out in the 
global elimination strategy. 

A guidance framework for implementation, monitoring and evaluation in the Region 
is also included in the strategy. The framework provides targets and indicators for 
the ongoing assessment of progress toward the elimination threshold. Key targets 
include the 90-70-90 targets, as well as the overall elimination goal of a reduction in 
cervical cancer incidence to less than 4 per 100 000 women per year and reducing 
the mortality to incidence ratio. Meeting these targets will require a focus on 
strengthening national databases and registries for vaccination, screening and cancer 
incidence, including patient referral and tracking systems, and standard of care 
pathways. 
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The way forward 
Cervical cancer is unique in that it is a noncommunicable disease caused by an 
infectious agent. This can be challenging to manage in siloed health system 
structures, as successful control requires collaboration across groups in the health 
system, at all levels, that may not have previously worked together. However, as the 
only cancer almost entirely caused by an infectious agent, cervical cancer is the first 
cancer that the global community has ever attempted to eliminate. It is the right of 
all women to receive quality health services, and they themselves, their families and 
communities deserve our collective best efforts to unite behind this common goal.

This strategy represents a commitment by all countries and territories of the Eastern 
Mediterranean Region to reduce the burden of suffering caused by cervical cancer 
through improving prevention (vaccination and screening), early detection (screening 
and diagnosis) and treatment. All countries and territories of the Region will strive to:

·	 reach and maintain an incidence rate below the elimination target of less than 4 
per 100 000 women per year; and

·	 reduce the mortality to incidence ratio for cervical cancer.1  

Member States whose routine data suggest that they are already below the 
elimination target will equally commit to reducing the mortality to incidence ratio 
through early detection and to alleviate the suffering often experienced with delayed 
diagnosis, while continuing to strengthen cancer registries. 

Member States may choose to adopt a relative reduction incidence target in their 
national strategies, should current data suggest that they are below the global 
elimination target.

For all Member States, the importance of continuing to strengthen cancer registries 
and building systems to monitor progress towards meeting the targets will be a 
critical part of this strategy. 

WHO will work with its Member States and partners to jointly support 
implementation of the regional strategy to improve access to HPV vaccination, 
screening, treatment for cervical pre-cancer and management of cervical cancer, and 
to eventually achieve elimination of cervical cancer in the Region.

1 The mortality to incidence ratio compares the number of cervical cancer deaths with the number of new cases 
diagnosed over a period. It can be measured using routine cancer registry and death registry data and will vary 
depending upon the quality, completeness and timeliness of data. With stable data sources, when cervical cancer is 
diagnosed at a later stage when cure is less likely, the mortality to incidence ratio will be higher. A falling mortality to 
incidence ratio may suggest improved detection of early-stage cervical cancer through screening or increased awareness 
of disease symptoms and/or improvements in availability and access to treatment. Note that the mortality to incidence 
ratio is NOT the same as survival, which requires individual linked follow-up/outcome data for each case.
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in our world means that granularity in the 
necessary elements and implementation 
of the global strategy needs to be added 
at a regional level, and likely also at the 
country level. The necessary technical 
tools and guidelines are available to 
achieve the elimination targets, but their 
implementation in many regions of the 
world has been limited. 

This regional strategy provides a resource 
for the development of national strategic 
action and implementation plans in 
countries of the Eastern Mediterranean 
Region, to facilitate achieving and 
maintaining the elimination targets 
outlined in the global strategy (2). The 
document is informed by a regional 
consultation meeting on the draft global 
strategy held in 2019, a situational 
analysis conducted in 2019, a regional 
cervical cancer survey with nominated 
focal points from ministries of health in 
2022, a regional strategy consultation 
meeting in 2022 and a subsequent online 
written consultation, as well as the most 
recent WHO NCD country capacity survey 
findings. The regional strategy aligns with 
WHO’s global strategy but is tailored to 
the context of the countries and territories 
of the Eastern Mediterranean Region.

1. Rationale and 
purpose 

Cervical cancer is a preventable 
disease that – when detected early 
and appropriately treated – can be 
cured. Despite this, cervical cancer is 
responsible for a large burden of suffering 
among women around the world. Truly 
a disease of inequity, cervical cancer 
incidence is far higher in low- and 
middle-income countries than in high-
income countries. By closing the disparity 
between those who have access to high-
quality health services and those who do 
not, adolescent girls’ and women’s rights 
to health can be upheld.

In 2020, Member States of the World 
Health Organization (WHO) endorsed 
the Global strategy to accelerate the 
elimination of cervical cancer as a public 
health problem (1). WHO set a goal to 
eliminate cervical cancer globally by 2120 
and an elimination target of less than 4 
cases per 100 000 women per year (2). 
As stated in the global strategy, it is time 
for an ambitious, concerted and inclusive 
vision to guide all countries to achieve 
this goal (2). The economic, cultural, 
religious, geographic and social diversity 
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2. Introduction and 
background

The WHO Eastern Mediterranean Region 
has a population of nearly 679 million 
people spread across 22 countries and 
territories. There is enormous economic, 
religious, linguistic, cultural and 
geographic diversity between and within 
the Member States. The Region contains 
some of the world’s richest countries 
and some of the most challenging 
humanitarian emergencies and protracted 
crises. Major inequities exist between 
and within Member States, which are 
further exacerbated by conflict, mass 
movements and displacement of people, 
economic and gender inequality, climate 
change and the COVID-19 pandemic. 
As outlined in the recent report on 
Progress on the health-related Sustainable 
Development Goals and targets in the 
Eastern Mediterranean Region, 2020, 
improvements have been made in the last 
decade; however, sociocultural barriers 
and a lack of policies still prevent women 
and girls across the Region from realizing 
their right to positive health outcomes (3). 

2.1 Cervical cancer incidence, 
morbidity, mortality and co-
factors in the Region

2.1.1 Human papillomavirus (HPV) 
types

Almost all cases of cervical cancer are 
caused by persistent infection with HPV. 
There are more than 100 types of HPV, 
of which at least 14 are oncogenic. Two 
of these – HPV types 16 and 18 – are 
responsible for approximately 70% 
of cervical cancer cases globally (4), 
and recent analysis has demonstrated 
these two types were present in 74.5% 
of invasive cervical cancer cases in the 

Eastern Mediterranean Region (5). HPV 
prevalence in the Region is currently 
estimated at 9.8% among women with 
normal cervical cytology (6). Most HPV 
infections are cleared spontaneously 
by the immune system within two years 
of infection. However, in about 10% of 
cases, infection can persist leading to the 
development of pre-cancerous lesions 
and eventually cervical cancer over a 10- 
to 20-year period. There are many factors 
that are associated with viral persistence, 
including HIV infection, smoking and 
prolonged oral contraceptive use. These 
co-factors are discussed in subsection 
2.1.4 below. 

2.1.2 Incidence
Globally, age-standardized incidence 
rates of cervical cancer vary from less 
than 10 per 100 000 women in the lowest 
risk countries to 75 per 100 000 in the 
highest risk countries. Most countries in 
the Eastern Mediterranean Region have 
estimated age-standardized incidence 
rates of less than 10 per 100 000 women. 
Four countries have age-standardized 
incidence rates higher than 10 per 100 000 
women: Somalia (25.4 per 100 000), 
Djibouti (13.4 per 100 000), Afghanistan 
and Morocco (both 10.4 per 100 000) (7). 
However, limitations in cancer registration 
data in the Region (see section 2.1.3, 
below) mean that incidence rates should 
be interpreted with caution, as they 
are likely to be underestimates in many 
countries.

2.1.3 Morbidity and mortality
Cervical cancer is not only one of the 
leading causes of cancer death in the 
world, but also has substantial impacts 
on quality of life. For women with late-
stage cervical cancer, extreme refractory 
pain, offensive vaginal discharge, chronic 
bleeding, and fistulae between the 
bladder, vagina and rectum can leave 
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women isolated from their families 
and their communities. The suffering is 
extreme (8). In the Eastern Mediterranean 
Region, despite many countries reporting 
a low incidence of cervical cancer, the 
burden of cervical cancer disease is 
increasing (9). Moreover, the mortality 
to incidence ratio (the ratio of the rate 
of deaths to rate of new cancer cases) 
is reasonably high (over 0.5 in most 
Member States), which suggests that 
diagnoses are occurring late, potentially 
due to a lack of opportunities to screen 
and diagnose early to maximize curative 
opportunities (7). Delayed diagnosis has 
been reported through research studies in 
many countries in the Region (10). In these 
cases, palliative care to reduce suffering is 
essential, but often not available (10–12).

Fig. 1 depicts the mortality to incidence 
ratios for each of the Member States, the 
global average mortality to incidence 

ratio, and a number of other high-
income countries progressing toward 
the elimination thresholds. While 
comparison between health systems and 
contexts is challenging, it is presented to 
demonstrate that mortality to incidence 
ratios below 0.5 are achievable.

Population-based cancer registries 
systematically collect data on reportable 
cancers in a geographically defined 
area (13). The cervical cancer burden 
and mortality data in Member States of 
the Eastern Mediterranean Region are 
derived from cancer registries where 
available. The International Agency for 
Research on Cancer (IARC) reports that 
only four of the 22 countries and territories 
of the Region are able to provide good 
quality cervical cancer incidence and 
mortality data, and that these rates may 
consequently be underestimated in 
some countries (14). Establishing and 

Fig 1. Mortality to incidence ratios in the Eastern Mediterranean Region and 
globally, 2020 
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strengthening existing cancer registries 
will ensure reliable and timely data 
that can be used to monitor progress 
towards cervical cancer elimination. WHO 
reports that national registries have been 
established in eight countries, including 
Bahrain, Islamic Republic of Iran, Jordan, 
Lebanon, Oman, Qatar, Saudi Arabia and 
Syrian Arab Republic (15). A further eight 
countries have established registries at 
the subnational level, including Egypt, 
Iraq, Libya, Morocco, Pakistan, United 
Arab Emirates, Tunisia and Yemen, 
while Gulf Cooperation Council (GCC) 
countries (Bahrain, Kuwait, Oman, Qatar, 
Saudi Arabia and United Arab Emirates) 
participate in a subregional cancer 
registry. Plans to establish cancer registries 
are underway in the occupied Palestinian 
territory and Sudan (15). 

2.1.4 Co-factors 
2.1.4.1 Tobacco smoking
In 2020, WHO estimated that one third 
(33.0%) of men in the Region smoked 
tobacco, while the rates for women were 
4.2% (16,17). Tobacco smoking appears 
to be an independent risk factor for the 
development of cervical cancer (16,18). 
A 2018 meta-analysis showed that 
even exposure to second-hand smoke 
is associated with an increased risk of 
cervical cancer (odds ratio 1.7; 95% 
confidence interval 1.4–2.07), making 
tobacco smoking an important modifiable 
risk factor in the Region (19). 

2.1.4.2 HIV infection
HIV infection is associated with an 
increased risk of persistent HPV 
infection (20). A 2021 meta-analysis 
reported that the risk of cervical cancer 
increases six-fold among women living 
with HIV (21). HIV prevalence across the 
Region is low, at only 0.1% of the adult 
population. However, it should be noted 

that 70% of people living with HIV in the 
Region reside in three countries (Pakistan, 
Islamic Republic of Iran and Sudan). Given 
the important link between HIV infection 
and cervical cancer, it is important to 
consider the particular cervical screening 
needs of women living with HIV. 

2.1.4.3 Oral contraceptive use
Prolonged use of oral contraceptives 
is associated with an increased risk of 
cervical cancer; however, a 2007 analysis 
demonstrated that the risk does decline 
after use of oral contraceptives ceases 
(22). 

2.1.4.4 High parity
High parity is associated with a higher 
risk of cervical cancer (23,24). Although a 
crude measure, total fertility rates in the 
Region vary, with seven Member States 
having a total fertility rate (births/woman) 
of more than three.

2.2 Global cervical cancer 
elimination strategy

In 2020, WHO launched the global 
strategy to accelerate the elimination of 
cervical cancer as a public health problem 
by 2120 (defined as an incidence of less 
than 4 cases per 100 000 women per 
year (2). This will be the first time the 
world has had the evidence base and 
technology to eliminate a cancer. While 
the technology and knowledge to achieve 
the elimination targets do exist, they have 
not been implemented on a global scale, 
particularly in regions where the burden is 
highest. 

The global strategy proposes that all 
Member States should strive to meet 
the interim targets by 2030. Achieving 
these targets will significantly advance 
progression towards elimination of cervical 
cancer. These targets (Fig. 2) aim to have: 
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Fig 2. WHO interim targets

90% of girls fully vaccinated with HPV 
vaccine by 15 years of age; 70% of women 
screened using a high-performance test 
by 35 years of age and again by 45 years 
of age; and 90% of women with pre-cancer 
treated, and 90% of women with invasive 
cancer managed. 

Modelling using global data has provided 
evidence of the added benefits of the 
three pillars – vaccination, screening and 
treatment – working together. By 2030, 
the introduction of HPV vaccination 
alone would have very little impact on 
mortality; however, introducing vaccines in 
conjunction with scaling up twice-lifetime 
screening and scaling up cancer treatment 
would reduce mortality by 34.2% and avert 
300 000 deaths. Even more pronounced 
are the longer-term effects. By 2070, 
vaccination alone would reduce mortality 
by 61.7% and avert 4.8 million deaths; 
when introduced in conjunction with 
screening and treatment, mortality can be 
reduced by 88.9%, averting 14.6 million 
deaths (25). 

The global strategy not only presents an 
opportunity to eliminate a preventable 

form of cancer, but also aligns with other 
global and regional commitments made 
by countries/territories of the Eastern 
Mediterranean Region (3,26,27). In 
addition to the 90-70-90 interim targets, 
the global strategy proposes strategic 
actions to support: a) health system 
enablers; b) partnerships, advocacy and 
communication; and c) surveillance, 
monitoring and evaluation (2). These 
strategic actions directly align with those 
in the Region’s Vision 2023 to build 
health capacity, enhance preparedness, 
strengthen partnerships, advocate for 
health, mobilize resources and foster 
innovation (27). 

In addition, the global elimination 
strategy contributes significantly to 
the achievement of the Sustainable 
Development Goals, including target 
3.4 to reduce premature mortality from 
noncommunicable diseases (NCDs) by 
one third by 2030, while aligning with 
other global and regional reproductive 
health, immunization and NCD targets 
(26). 

90% 70% 90%
of girls fully 

vaccinated with 
HPV vaccine by 

age 15

of women screened 
with a high-

performance test 
by 35 years of age 
and again by 45 

years of age

of women identified 
with cervical disease 

receive treatment 
(90% of women with 
pre-cancer treated, 
and 90% of women 
with invasive cancer 

managed)
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2.3 Emerging research, 
technology and innovation 
enablers of progress toward 
elimination

As momentum builds across the world to 
eliminate cervical cancer as a public health 
problem, new evidence, technologies 
and innovations are emerging to facilitate 
action. 

Infrastructure developments: The global 
laboratory response to the COVID-19 
pandemic, in addition to the response 
to the AIDS epidemic, provides an 
opportunity to leverage polymerase chain 
reaction (PCR) capability and capacity 
in scaling up HPV tests. In addition, the 
infrastructure established to support 
COVID-19 vaccination efforts can be 
leveraged.

Vaccination: In December 2022, the 
WHO Strategic Advisory Group of 
Experts on immunization (SAGE) issued 
recommendations for a one-dose HPV 
vaccine regimen, based on emerging 
evidence, stating that a single dose 
has comparable efficacy and duration 
of protection as a two-dose vaccine 
schedule (28). Accordingly, SAGE 
recommends that dose schedules for HPV 
vaccination be updated to one- or two-
dose schedules for both the primary target 
group of girls aged between 9–14 years, 
and for girls aged 20 years or younger. 
This lower-resource vaccination schedule 
can mitigate many barriers – including 
financial constraints – to achieving high 
coverage, as well as the need to recall 
people for second and third doses.

HPV tests: HPV tests, although expensive, 
enable much longer screening intervals 
than previous screening tests (cytology 
and visual inspection with acetic acid (VIA)) 
due to a very high negative predictive 
value. Global modelling has demonstrated 

that twice-lifetime HPV testing can 
have a considerable impact on cervical 
cancer incidence and mortality (25). 
Because of the considerably reduced 
number of lifetime screens required, 
HPV-based screening has been found to 
be cost-effective in almost all settings 
globally (20,25,29–31). In addition, HPV 
tests are much easier to implement and 
quality assure than either cytology or VIA.

Self-collection to increase reach and 
acceptability: HPV testing has enabled 
the possibility of self-collection. There 
is good evidence that self-collected 
vaginal samples tested for HPV are as 
accurate as clinician-collected cervical 
samples for the detection of cervical 
intraepithelial neoplasia of grade 2 or 
higher (CIN2+) (32). This opens important 
opportunities to increase the reach of 
screening programmes, since health 
workers are not required to undertake a 
pelvic exam on all screened women, only 
those in whom HPV is detected. There is 
also good evidence that self-collection is 
highly acceptable to health workers and 
to women (33), overcoming many barriers 
to screening inherent in either cytology or 
VIA-based approaches.

Screen and treat to reduce loss to follow-
up: WHO screening guidelines (34) allow 
test-and-treat approaches in resource-
constrained settings, and this approach 
significantly reduces loss to follow-up 
between screening and treatment. It 
is particularly helpful in small, remote 
communities and in settings where women 
are required to travel long distances 
to access health care services. In these 
settings, treatment is usually delivered 
via thermo-coagulation rather than 
cryotherapy. Thermo-coagulators are 
small, portable devices that do not require 
gas cylinders.



7Regional cervical cancer elimination 
strategy for the Eastern Mediterranean

3. Current 
progress 
towards the 
goals in the 
Region

3.1 Data sources
In 2022, a survey was conducted 
with Member States of the Eastern 
Mediterranean Region to inform the 
development of the regional elimination 
strategy. The survey collected information 
on Member States willingness and 
readiness to adopt WHO’s global strategy 
to accelerate the elimination of cervical 
cancer as a public health problem, and 
perceived barriers to its implementation. 
The survey included four sections: Country 
overview, HPV vaccination, Cervical cancer 
screening, and Cancer treatment and 
palliative care. Twenty of the 22 countries 
and territories of the Region nominated 
country-level contacts and responded to 
the survey. 

The survey was distributed online utilizing 
REDCap, in addition to the option of hard 
copies being provided and submitted via 
email. Survey distribution commenced 
on 22 March 2022, and the process 
was concluded by 22 June 2022. The 
respondents contacted were individuals 
with authority and expertise in the fields 
of cancer control, women’s health and 
immunization, who were nominated 
by the respective health ministry. The 
results of the survey were self-reported 
by one or two individual respondent(s) 
and showed some inconsistencies with 
the country profiles provided by WHO on 

cervical cancer burden, which were also 
self-reported (7). Therefore, information 
collected in this survey may not be 
representative of the current situation in 
some countries. 

Table 1 summarizes the survey data, 
including reported status of country 
plans and programmes. Overall, 70% 
of respondents thought the elimination 
target of less than 4 per 100 000 women 
per year was appropriate for the Region 
(and 80% considered it relevant for their 
own country) given that some Member 
States have estimated incidence rates 
already below this threshold, whereas 95% 
thought that a relative reduction target by 
2030 may be appropriate.

3.2 HPV vaccination
The advent of HPV vaccines will change 
the epidemiology of HPV. HPV vaccines, 
initially bivalent or quadrivalent, induce 
immunity to HPV types 16 and 18, while 
quadrivalent vaccines also target types 
6 and 11 which cause genital warts. The 
more recent development of a nonavalent 
vaccine, with coverage for seven 
oncogenic HPV types, offers protection 
for up to 90% of cervical cancers as well 
as HPV types 6 and 11 (35). This vaccine 
promises to extend cancer prevention 
effectiveness among those who receive 
the vaccine prior to HPV exposure. 

Of the 20 countries and territories of 
the Region that provided responses to 
the vaccination survey, three countries 
had current national HPV vaccination 
programmes (Libya, Saudi Arabia and 
United Arab Emirates). Of the remaining 

1 A respondent in the online consultation in August–
September 2022 indicated that Saudi Arabia is now 
vaccinating girls in 7th grade at school and offering vaccine 
to girls aged 9–18 years through primary health care.

2 A response in the online consultation in August–
September 2022 indicated that coverage is now 82% in the 
United Arab Emirates.



Table 1. Current and planned national cancer prevention and control strategies, HPV 
vaccination and cervical screening programmes in the Region, from the 2022 elimination 
readiness survey 
Country/ 
territory

National 
cancer 

prevention 
and control 

strategy

Plans to 
include 
cervical 
cancer 
targets

National 
vaccination 
programme

Plans for 
vaccination 

programmes

National screening 
programme and 
primary method

Plans for screening programmes

Afghanistan û
Planning to 

develop

û No plans û Does not plan to implement

Bahrain* ü ü û Microplanning 
stage

ü 
Cytology

Planning to implement HPV 
screening

Egypt û
Planning to 

develop

û Scoping stage û Planning to start a new 
programme using HPV screening

Islamic 
Republic of 
Iran 

ü û û Microplanning 
stage

~^
HPV

Planning to implement HPV 
screening

Jordan û
Planning to 

develop

û No plans ~ Unsure of future plan

Kuwait ü ü û Pre-launch 
phase

~ Decision yet to be made

Lebanon ü û û No plans ~ Does not plan to implement

Libya û
Planning to 

develop

ü^ N/A û Decision yet to be made

Morocco ü û û Microplanning 
stage

ü
VIA

Revision underway, currently 
piloting an HPV screening 

programme
Occupied 
Palestinian 
territory

û
Planning to 

develop

û No plans û
Primary method 

unclear

Decision yet to be made

Oman ü û û Scoping stage û Planning an awareness campaign

Pakistan û
No plans to 

develop

û No plans û Does not plan to implement

Qatar ü ü û^ Scoping stage ~^
Cytology

Decision yet to be made

Saudi 
Arabia**  

û^
No plans to 

develop

ü^ N/A û Decision yet to be made

Somalia û
No plans to 

develop

û No plans û Decision yet to be made

Sudan û
Planning to 

develop

û No plans ~
VIA

Planning to start a new 
programme using HPV screening 

– "passive, 
not active screening"

Syrian Arab 
Republic

û
Planning to 

develop

û No plans ü
Cytology

No response

Tunisia ü ü û Scoping stage ü
Cytology

Pilot underway for 
HPV screening

United Arab 
Emirates 

ü ü ü N/A ü
Combination HPV/

cytology

The screening programme 
was revised in 2018

Yemen ü ü û No plans û Planning to implement a national 
programme 2022–2025

^ Inconsistent with WHO country profiles  ü National programme  ~ Subnational programme only û No national or subnational programme.  
* Microplanning stage – employing community action to inform and plan the development of a programme, utilizing a bottom to top approach.  
** Consultation in August/September 2022 indicated that Saudi Arabia has a national cancer control plan 2014–2025. 
Note: No response from Djibouti or Iraq. 
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17, eight countries were considering 
implementing a future programme, 
while nine had decided against a 
potential programme. Of the three 
current vaccination programmes, two 
programmes target girls aged between 13 
and 14 (with no catch-up for older girls), 
while only the Saudi Arabia programme 
aims to vaccinate females up to the age 
of 26.1 Full dose coverage was reported as 
29% for the United Arab Emirates in 2020.2 
Coverage data was not reported for Libya 
or Saudi Arabia (7). 

Countries and territories with plans to 
implement a vaccination programme in 
the future cited current concerns with 
the cost and supply of vaccines and the 
potential for population hesitancy to 
vaccinate. Most of these Member States 
were still within the scoping stage of these 
programmes.

Countries and territories which indicated 
that there were no current plans to 
implement a vaccination programme 
cited concerns with cost, and the need 
for more information. Stakeholders from 
some Member States indicated that a 
vaccination programme would not be 

Table 2. Barriers to establishing a vaccination programme 
Barriers to establishing an HPV vaccination programme Percentage

Vaccine hesitancy – perception of HPV infection 65%

Vaccine hesitancy – safety concerns 60%

Cost of programme 55%

HPV vaccine supply 45%

Lack of demand for HPV vaccination 40%

Loss to follow-up for second dose 30%

Lack of existing infrastructure to support vaccination in this age group 25%

Lack of political will 25%

Ability of programme to reach all girls 20%

Lack of experience vaccinating this age group 15%

cost-effective given the perceived current 
low burden of cervical cancer and HPV 
infection within the country.

The main barriers identified across 
all countries/territories were vaccine 
hesitancy related to stigma around HPV 
infection and safety concerns, the cost of 
the programme, the HPV vaccine supply 
and a lack of demand for the vaccine. 
Barriers are listed in Table 2.

3.3 Screening
3.3.1  Current programmes
Of the 20 countries and territories that 
provided responses to the screening 
survey, five had implemented a 
national screening programme, six had 
implemented a subnational screening 
service and the remaining nine had no 
current screening programme. In the 
countries/territories with a national 
programme, three were using cytology as 
a primary test, one was using VIA, and one 
was using a combination depending on 
age (co-test approach using HPV testing 
and cytology). These are summarized in 
Table 1.
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Fig 3. Secondary prevention: women screened for cervical cancer across the 
Eastern Mediterranean Region, 2019

Data source: WHO cervical cancer country profiles, 2019 (7).  
No data available for the occupied Palestinian territory.

Screening coverage across the Region 
varies, with none of the countries and 
territories reaching greater than 70% ever 
screened. WHO targets are for 70% of 
women to be screened twice in a lifetime, 
once by 35 years of age and again at 45 
years of age. While these data are not 
specific enough to be used as an indicator, 
they do currently suggest that no country 
in the Region has yet reached the WHO 
elimination target for screening (Fig. 3).

3.3.2. Planning for HPV testing
Currently, only one country has 
implemented a national HPV-based 
screening programme (United Arab 
Emirates – co-testing). Three countries 
are planning to transition an existing 
programme to HPV DNA testing, and four 
are planning a new programme with HPV 

testing. Three countries (Afghanistan, 
Lebanon and Pakistan) had decided not 
to implement HPV DNA testing, and 
a decision had not been made in the 
remaining countries/territories (Table 1).
A lack of screening programme 
infrastructure and the cost of HPV tests 
were cited most frequently as the primary 
issues preventing the introduction of HPV 
screening. The most commonly cited 
barriers to implementing HPV testing are 
outlined in Table 3.

3.3.3. Perceived acceptability of self-
collection 

Self-collection for cervical screening is 
where a woman collects her own vaginal 
swab, rather than undergoing a pelvic 
examination with a speculum and having 
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a cervical sample collected by a health 
care provider. This method of sample 
collection has been demonstrated to be 
as sensitive as a clinician-collected sample 
when a PCR-based HPV test is used (32). 
Rapidly emerging evidence from a wide 
range of settings demonstrates that self-
collection is highly acceptable to women 
who use it (33). A 2021 systematic review 
highlighted that the majority of women 
prefer self-collection due to increased 

Table 3. Barriers to the introduction of HPV testing 
Barriers (Screening) Percentage

Lack of existing screening programme infrastructure 70% 

Cost of HPV tests 65% 

Lack of understanding of need for screening by women/community 60% 

Lack of clinical staff/health service availability for screening, diagnosis and 
treatment 55% 

Belief there is insufficient burden of disease to justify screening 55% 

Lack of laboratory capacity to process HPV tests 45% 

Lack of knowledge about/experience using primary HPV screening 45% 

Health care professionals may be resistant to changing method of screening 35% 

Lack of political will 35% 

Lack of acceptability of provider-collected screening test to women 30% 

Table 4. Anticipated acceptability of self-collection 
Perceived self-collect attitude  Count  Percentage  

Women  Very unacceptable 2 10%

Somewhat unacceptable 5 25%

Somewhat acceptable 10 50%

Highly acceptable 2 10%

Don’t know 1 5%

Practitioners  Very unacceptable 1 5%

Somewhat unacceptable 3 15%

Somewhat acceptable 11 55%

Highly acceptable 5 25%

confidentiality, privacy, convenience and 
practicality. It removes embarrassment, 
is less invasive and creates a sense of 
autonomy (33).

The survey also sought to understand 
how stakeholders perceived the likely 
acceptability of self-collection for women 
and health care professionals in their 
country. The results are summarized in 
Table 4. 
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Two countries (Morocco and Saudi Arabia) 
reported pilot studies of self-collection. 
Morocco referred to a study conducted 
in 2018 with 200 women, where 83% of 
participants agreed to self-collection as 
the cervical cancer screening option.

3.4 Treatment
Most Member States surveyed could 
not estimate what proportion of women 
diagnosed with invasive cervical cancer 
receive treatment and care in their country. 

According to the survey, most countries/
territories of the Region only have access 
to treatment in selected tertiary centres, 
with the minority of countries stating that 
treatment was widely available. Most had 
surgery available in the public sector. 
Notably, only three countries/territories 
had radiotherapy and palliative care 
widely available in the public sector. Four 
countries/territories had no radiotherapy 
at all, and five could not offer palliative 
care to their population in the public 
sector. The results are summarized in 
Table 5.

Barriers to achieving the 90% treatment 
target are shown in Table 6. The most 
common barriers identified were that 
women do not know where to seek 
care, a lack of clear referral pathways, 
and a current lack of radiotherapy and 
palliative care services, including the 
provision of essential medicines such as 
chemotherapeutic agents and opioids. 
Practical barriers, including geographic 
and cost barriers, and a lack of primary 
care expertise, were all frequently cited. 

3.5 Monitoring and surveillance
Cancer registries are critical for providing 
the accurate data needed to inform 
responsive policies. When asked what 
barriers would impact the ability to scale 

up interventions to meet WHO targets for 
2030, 40.0% (8 out of 20) of respondents 
stated that they would require “more 
information about the burden of cervical 
cancer in our country” (see Table 7, page 
30 ). Half (4 out of 8) of these countries are 
of low-income status. 

Comments from respondents surrounding 
data quality highlight the lack of access 
to an accurate cancer registry within 
some Member States. One respondent, 
in reference to their country’s ability 
to scale up interventions, stated that 
“National data [is] necessary to advocate 
for the elimination strategy”, which is 
emphasized in statements from a different 
respondent conveying there is “no data 
on [real] prevalence of cervical cancer [in 
the] country.” These comments address 
the difficulty in determining the burden 
of disease in countries without access to 
cancer registries, and the need for better 
data collection pathways to facilitate 
advocacy to generate the requisite 
political commitment for cervical cancer 
elimination. 

Member States with a cancer registry 
also stated that they faced limitations 
surrounding data quality and use. One 
country highlighted that despite having 
a cancer registry, there has been an 
“Absence of national cancer registry 
analyses since 2018” and that “available 
data is not reflecting the real burden 
and extent of cervical cancer nationally”. 
This was echoed by another respondent 
affirming that there is a “Lack of updated 
database on [the] prevalence and burden 
of cervical cancer at national level.” This 
is an indication that cancer registries may 
not necessarily reflect the current burden 
of cervical cancer in certain countries and 
territories. 
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Table 5. Access to services in public sector 
Public sector Widely available Only in selected 

tertiary centres
Not available

Surgery 30% (6) 65% (13) 5% (1)

Chemotherapy 25% (5) 65% (13) 10% (2)

Radiotherapy 15% (3) 65% (13) 20% (4)

Palliative care 15% (3) 60% (12) 25% (5)

Table 6. Barriers to scaling up treatment services to achieve the 90% 
treatment target 
Barriers to scaling up treatment services Percentage

Women do not know where or how to seek care 65%

Lack of clear referral pathways 55%

Practical barriers prevent women from attending for treatment e.g. 
distance to services, need for childcare 50%

Lack of primary care capacity/expertise in supporting women with cervical 
cancer 50%

Lack of availability of radiotherapy 45%

Lack of availability of palliative care essential medicines e.g. opiates 45%

Cost of treatment (financial barriers) 45%

Lack of availability of palliative care services 40%

Fear/refusal of treatment 40%

Stigmatization of cervical cancer diagnosis 30%

Lack of availability of chemotherapy 25%

Lack of availability of surgery 20%

Lack of laboratory capacity to support cancer diagnosis 20%
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4. Strategic actions 
to progress 
toward the 
elimination 
targets

This strategy sets out a series of strategic 
actions to guide Member States of the 
Eastern Mediterranean Region to progress 
towards the elimination of cervical cancer 
and to reduce the unnecessary suffering 
of women. An important goal of this 
strategy is to mobilize support from 
political and civil society partners, with the 
hope of creating momentum and building 
optimism in the Region that cervical 
cancer can be eliminated as a public 
health problem. 

In 2019, as part of the consultation 
on the global elimination strategy, 
participants from the Region outlined 
several key considerations for inclusion 
in the final strategy to ensure successful 
implementation. These have also been 
considered in the development of this 
regional strategy. The overarching 
considerations at that time were to:

·	 highlight the integration and alignment 
of cervical cancer programmes as part 
of the national cancer strategy and 
overarching national health policies 
to ensure effective integration and 
to avoid the establishment of vertical 
programmes; 

·	 present a clear method and rationale 
for choosing the specified overarching 
target; 

·	 include a stronger emphasis and 
guidance on the communication 
components of the three streams of 

work (particularly important for HPV 
vaccination); 

·	 reflect the recommended accelerators 
for each stream of work through a 
health systems lens, following a set 
sequence by health system building 
block; 

·	 present the elimination targets in 
relative rather than absolute terms. 

The latter recommendation arose from 
the concern that countries in the Region 
already below the global target, according 
to their local incidence data, should not 
feel that there is no need to commit to 
improving cervical cancer prevention 
and control. Moreover, this aligns with 
other WHO NCD control targets which 
are stated in relative terms. It was noted 
that a reduction from the 2018 global 
age-adjusted incidence rate of 13.1 per 
100 000 to 4 per 100 000 women equates 
to a 70% relative reduction.

The strategy must account for the fact 
that there is great cultural, religious, 
geographic and economic diversity 
in the Eastern Mediterranean Region. 
The strategic actions outlined here also 
recognize that Member States are at 
different stages of progress in eliminating 
cervical cancer, and have different health 
systems, priorities and resources. In 
addition, there is great diversity in cervical 
cancer control measures, incidence, 
mortality and morbidity. According to 
available estimates, 10 of 22 countries/
territories have an incidence rate already 
below the elimination target. Meanwhile, 
the findings from the survey, as well as 
IARC grading of data quality, indicate 
that the vast majority of countries in the 
Region do not have access to up-to-date 
and reliable cervical cancer data, which 
might result in an underestimation of the 
real incidence rates. 
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This strategy represents a commitment by all countries and territories 
of the Eastern Mediterranean to reduce the burden of suffering caused 
by cervical cancer through improving prevention (vaccination and 
screening), early detection (screening and diagnosis) and treatment. 

All countries and territories of the Region will strive to:

·	 reach and maintain an incidence rate below the elimination target of 
less than 4 per 100 000 

·	 reduce the mortality to incidence ratio for cervical cancer.

Member States whose routine data suggest that they are already 
below the elimination target will equally commit to reducing the 
mortality to incidence ratio through early detection and to alleviate the 
suffering often experienced with delayed diagnosis, while continuing to 
strengthen cancer registries. 

Member States may choose to adopt a relative reduction incidence 
target in their national strategies should current data suggest that they 
are below the global elimination target.

For all Member States, the importance of continuing to strengthen 
cancer registries and building systems to monitor progress towards 
meeting the targets will be a critical part of this strategy. 

Underpinning the strategy are the 90-70-90 targets for 2030, which are: 

·	 90% of girls are fully vaccinated with HPV vaccine by 15 years of age;

·	 70% of women are screened using a high-performance test by 35 
years of age and again by 45 years of age;

·	 90% of women with pre-cancer are treated and 90% of women with 
invasive cancer are managed.

Across the Eastern Mediterranean Region, 
there are major challenges in reaching the 
WHO interim 2030 targets to achieve the 
elimination of cervical cancer as a public 
health problem. A lack of infrastructure 
in many settings, lack of population 
awareness of prevention, screening and 
treatment, perceived vaccine hesitancy, a 
lack of universal health coverage (UHC), 
and low public acceptability of HPV 
exposure and cancer diagnosis will all 
challenge progress.

The strategy leverages the cervical cancer 
elimination agenda as an opportunity 
to strengthen health systems to ensure 
women and girls have access to integrated 
preventive health care, to ensure cancer 
care services and data systems are 
strengthened, and to build capacity in 
the provision of palliative and supportive 
care for all people in the Region. Other 
major elements in this strategy include 
addressing the potentially growing 
vaccination hesitancy, mitigating the 
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evident stigma associated with HPV and 
cervical cancer, and a continued focus on 
health equity.

The strategy outlines five strategic actions 
for the Region (Fig. 4). Three of these 
actions respond to the three pillars of 
WHO’s global elimination strategy (2), 
with an additional two actions that 
acknowledge the regional  context 
regarding health systems strengthening, 
and communication, advocacy and social 
mobilization.

·	 Strategic action 1:To strengthen 
primary prevention by accelerating 
HPV vaccine introduction and 
improving coverage. 

·	 Strategic action 2: To improve cervical 
screening and pre-cancer treatment.

Fig 4. Regional strategic actions

Strategic action 4: Health system strengthening
Strategic action 5: Communication, advocacy and social mobilization

Strategic action 1: 
Primary prevention

Accelerate HPV 
vaccine introduction 

and improve coverage

Strategic action 2: 
Secondary prevention

Increase cervical 
cancer screening and 

early treatment for pre-
cancerious lesions

Strategic action 3:  
Cancer management

Improve availability 
of early diagnosis, 

treatment and 
palliative care

WHO 
Global 

Strategy

90% 70% 90%

·	 Strategic action 3: To reduce the 
burden of suffering caused by cervical 
cancer by improving the availability 
of early diagnosis, treatment, 
rehabilitation and palliative care 
services. 

·	 Strategic action 4: To strengthen 
health systems to ensure integrated, 
efficient and equitable delivery of high-
quality services across the vaccination, 
screening and treatment pillars, and 
appropriate and effective monitoring 
and evaluation systems. 

·	 Strategic action 5: To improve 
communication, advocacy and social 
mobilization to counter vaccine 
hesitancy, increase awareness of 
prevention and treatment, and improve 
social acceptability of HPV infection 
and cervical cancer diagnosis.
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For each of these five strategic actions, 
this strategy outlines a series of specific 
actions to facilitate progress on achieving 
the WHO interim targets set out in the 
global elimination strategy.

4.1 Strategic action 1: To 
strengthen primary 
prevention by accelerating 
HPV vaccine introduction and 
improving coverage

This strategic action can be achieved by 
adopting and implementing the WHO 
recommendation that at least 90% of girls 
be vaccinated against HPV at age 9–14 
years. 

4.1.1.  WHO guidelines
There are three prophylactic HPV vaccines 
currently available globally that are 
highly effective at preventing infection 
with HPV types 16 and 18, as well as 
pre-cancerous cervical lesions caused 
by these virus types. At the population 
level, HPV vaccination has been shown 
to reduce the circulation of high-risk 
HPV types, reduce the incidence of high-

WHO guidelines (28)

Target age group Primary target: Girls aged 9–14 years

Dose schedule Two-dose schedule. The current evidence supports the 
recommendation that a two-dose schedule be used in the primary 
target group from 9 years of age and for all older age groups for which 
HPV vaccines are licensed. The minimum interval between first and 
second dose is 6 months.

There is no maximum recommended interval between doses and 
longer intervals – up to 3 or 5 years – can be considered if useful from a 
programme perspective.

Alternative single-dose schedule. A single-dose schedule can be 
used in girls and boys aged 9–20 years. Single-dose regimen has a 
comparative efficacy and period of protection to two-dose regimen.

Immunocompromised 
and/or HIV-infected 

Should receive at least two HPV vaccine doses (minimum 6 months 
interval) and, where possible, three doses. 

grade cervical abnormalities, and prevent 
cervical cancer (36). Importantly, there is 
comprehensive and reassuring data on 
the safety profiles of all three vaccines. 
WHO recommends that these vaccines 
are targeted towards girls aged 9–14 
years, with an initial multi-age catch-
up programme provided whenever 
feasible (37). HPV vaccination should be 
implemented as part of a coordinated and 
comprehensive approach to eliminating 
cervical cancer, as it does not protect 
against all types of HPV. It also has a 
limited impact for women older than the 
vaccine target age groups. 

4.1.1.1 Sustainable vaccine supply and 
financing

Vaccine cost and the cost-effectiveness of 
vaccination programmes in the context of 
an apparently low burden of disease, were 
cited as common barriers to planning 
and implementation in the Region. In 
most countries and territories, substantial 
political will and adequate public funding 
are required to introduce HPV vaccination 
at a scale required to achieve the WHO 
targets.
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Seven countries of the Region 
(Afghanistan, Djibouti, Pakistan, Somalia, 
Sudan, Syrian Arab Republic and 
Yemen) are eligible to receive support 
from Gavi, the Vaccine Alliance. At this 
time, Gavi supplies first-generation 
vaccines, which protect against the most 
oncogenic HPV types 16 and 18, with 
some cross protection against other 
oncogenic types. One of these vaccines 
also provides protection against genital 
warts, caused by HPV types 6 and 11. 
While Gavi may support vaccine supply 
chains, it does not typically support in-
country vaccine delivery costs except 
for a vaccine introduction grant, which 
is also a significant barrier given the 
concern that the consulted stakeholders 
raised regarding a lack of vaccine delivery 
infrastructure and experience. 

While, to date, Gavi has supported 
low-income and lower-middle income 
countries in the provision of vaccines, 
there is an emerging recognition that 
the cost of the HPV vaccine remains a 
significant barrier, even for middle-income 
countries that either no longer receive 
Gavi support or were never eligible. A 
document describing Gavi’s renewed 
vision (still under discussion) indicates 
the development of a new approach to 
support middle-income countries which 
includes a focus on political will-building, 
addressing specific country needs through 
targeted technical assistance, and through 
resourcing an innovative facility for pooled 
procurement.

A 2019 global market study by WHO, 
through its Market Information for Access 
to Vaccines (MI4A) project, has provided 
confidence that the global supply of HPV 
vaccine will meet the increased demand, 
with increased production capacity and 
emerging HPV vaccine manufacturers 
including for nonavalent vaccines (38).

4.1.1.2 Emerging evidence on the 
efficacy of single-dose vaccines

SAGE has reviewed the evidence on the 
efficacy of a single-dose HPV vaccine and 
has concluded that it is comparable to 
a two-dose schedule (28). In April 2022, 
SAGE recommended to WHO that the 
dose schedule for the HPV vaccination be 
updated as follows: 

·	 one- or two-dose schedule for primary 
target of girls aged 9–14; 

·	 one- or two-dose schedule for young 
women aged 15–20; 

·	 two doses with a 6-month interval for 
women aged older than 21; 

·	 immunocompromised and/or those 
women living with HIV should still 
receive three doses if feasible. 

WHO’s position paper on HPV 
vaccines, issued in December 2022, 
reaffirms adoption of the SAGE 
recommendations (28). 

A single-dose regimen will increase 
the feasibility for Member States to 
implement HPV vaccination. A one-dose 
schedule would alleviate many barriers 
identified by Member States, including 
cost and concerns about girls being lost to 
follow-up before the second dose. A one-
dose strategy will also likely require less 
infrastructure and facilitate greater reach 
of girls at the appropriate age. If countries 
have hesitations around possible stigma 
in implementing a single-sex programme 
for girls, a single-dose strategy may 
also facilitate an affordable both-sex 
vaccination programme. 

4.1.2 Actions to achieve the goals
These recommended actions align with 
the global strategy and specifically 
respond to barriers raised during the 
consultation.
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4.1.2.1 Service delivery
·	 Evaluate the existing vaccine delivery 

infrastructure, noting the investments 
that have occurred in the context 
of the COVID-19 pandemic. This 
evaluation should include a review of 
quality control systems and innovative 
vaccine delivery mechanisms (i.e. 
community visits, community health 
workers). 

·	 Evaluate the feasibility of a multi-age 
cohort catch-up programme, using a 
single-dose vaccine strategy. 

·	 Evaluate the feasibility of including 
HPV vaccination where other vaccines 
(e.g. diphtheria and tetanus) or other 
adolescent health interventions are 
being delivered, especially where a 
single-dose HPV vaccination strategy is 
being considered/implemented. 

·	 Review existing vaccination 
programmes in the Region and 
similar resource settings to gain 
an understanding of what works 
effectively and how HPV vaccination 
can be integrated.

·	 Plan or strengthen the implementation 
of a national HPV vaccination 
programme that reaches target age 
groups through schools, community 
and adolescent health services. 

·	 Assess the capacity of education 
systems to facilitate a school-based 
programme.

·	 Consult with all stakeholders 
and engage professional and 
community champions, including 
nongovernmental organizations, 
women’s associations, religious 
and community leaders, and 
professional societies (e.g., obstetrics 
and gynaecology, family health, 
gynaecological oncology).

·	 Review, develop and implement 
tailored community-based approaches 
to vaccinate hard-to-reach girls and 
young women (such as those not in 
school), including engagement with 
mothers.

·	 Conduct focused qualitative research 
to explore population awareness of 
vaccination programmes and existing 
barriers and enablers to receiving the 
vaccine. 

·	 Address vaccine hesitancy (including 
reviewing and adapting successful 
strategies used for COVID-19 vaccines) 
and improve acceptability through the 
strategies outlined in section 4.5.2.1. 

·	 Ensure a proactive communication 
strategy is prepared to respond to 
reports of adverse events following 
immunization.

4.1.2.2 Health workforce
·	 Educate and build awareness among 

health care workers and all health 
care professionals of the benefits of 
vaccination for all girls. This activity 
should start prior to vaccine roll-
out, emphasizing the evidence base 
relating to cancer prevention and 
vaccine safety. 

·	 Build the capacity of the workforce to 
proactively engage girls and parents in 
HPV vaccination programmes ensuring 
they are aware of government support 
for the programme.

4.1.2.3 Health information systems
·	 Develop routine monitoring systems 

and registries to track vaccine 
coverage and equity: review and 
leverage existing health information 
systems at all levels, including primary 
health care.



Regional cervical cancer elimination 
strategy for the Eastern Mediterranean20

·	 Develop systems to ensure monitoring 
and reporting of adverse events 
following immunization.

·	 Develop and regularly report against 
outcome indicators, such as: 

	– programme reach: number 
(and percentage of age-eligible 
population by geographical area) 
of girls who are fully vaccinated by 
age 15 years (WHO 2030 targets: 
90%);

	– programme equity: variation 
in reach outcome measures by 
education level, employment 
status, urban versus rural/remote 
community.

4.1.2.4 Financing
·	 For countries questioning the 

affordability of HPV vaccines, it 
is important that affordability/
localized investment cases are 
regularly developed and reviewed, 
since HPV vaccination has been 
found to be cost-effective in almost 
all settings, including in low- and 
middle-income countries, and it is 
likely to become more affordable in 
the near future, especially if local/
regional manufacturing occurs and 
data collection improves, which may 
increase the measured burden of 
disease (39–42). Consider pooled 
procurement arrangements across the 
Region.

·	 Eligible countries should be 
encouraged to engage with Gavi.

·	 Middle-income countries should 
maintain engagement with Gavi/
UNICEF to understand emerging 
initiatives for support.

·	 High-income countries should 
immediately start nationwide 
implementation of HPV vaccination 
using viable platforms that 

facilitate vaccine delivery within the 
recommended age bracket (i.e. in 
schools).

·	 Adopt WHO recommendations 
regarding single-dose vaccines.

·	 Review the available vaccines and 
select one that suits the country’s 
needs in terms of cost and dose 
requirements. Consider costs 
and reach of school compared 
to community-based vaccination 
strategies.

4.2 Strategic action 2: To 
improve cervical screening 
and pre-cancer treatment

This strategic action can be achieved by 
adopting and implementing the WHO 
recommendation that at least 70% of 
women should be screened by ages 
35 and 45, and 90% offered effective 
treatment for pre-cancer lesions. 

4.2.1 WHO guidelines
Effective screening and early detection 
of HPV and cervical lesions allows for 
earlier and more cost-effective treatment 
to prevent the development of cervical 
cancer (34). This leads to a reduction 
in suffering, morbidity and mortality 
associated with cervical cancer, while 
avoiding significant and unnecessary 
health system costs and burdens. To 
achieve accurate and reliable results and 
optimal outcomes, programmes should 
be implemented at a population level 
utilizing the highest quality and standards 
of testing and pre-cancer treatment. 
As outlined in WHO’s global strategy, 
screening without access to treatment is 
unethical (2). Therefore, strategic action 2 
relies on the success of the recommended 
actions in section 4.2.2, particularly tertiary 
prevention. 
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In addition to their role in supporting 
day-to-day data management, screening 
registers play an important role in 
running an effective national screening 
programme and have two major functions. 
First, as a safety net by supporting health 
care staff in identifying and contacting 
women who have not presented for 
scheduled follow-up review and/or 
treatment. Through this process, high 
rates of follow-up assessment and 
treatment can be achieved among 
participants in whom HPV is detected. 
Participants can also be recalled for 
rescreening at the agreed interval. 
Second, screening registers can provide 
real-time programme management 
data for monitoring, reporting and 
quality improvement on screening 
participation by geographical location and 
sociodemographic characteristics, HPV 
positivity, and treatment rates. 

Importantly, WHO has highlighted that 
self-collected or clinician-collected 

WHO guidelines (34) 

Screening test HPV DNA detection as the primary screening test rather than cytology or VIA.

Either clinician-collected or self-collected samples are appropriate. 

·	 In settings where cytology is established and quality assured, WHO 
recommends that this continue until HPV DNA testing is established. 

·	 A more rapid transition from VIA testing is recommended due to 
the inherent issues associated with achieving consistent quality and 
performance.

·	 This recommendation is consistent for the general population and 
women living with HIV. 

Screening 
algorithm 

Screen and treat OR screen, triage and treat. 

Screen, triage and treat for women living with HIV.

Screening 
intervals 

With a high-performing HPV test:

·	 every 5–10 years (or at least twice in a lifetime by 35 years and 45 years); 
·	 every 3–5 years for women living with HIV. 

Screening age From 30 years. 

From 25 years for women living with HIV. 

samples are both appropriate for use with 
HPV tests. HPV testing with self-collection 
mitigates well-described health system 
and patient barriers to screening. A case-
study from Malaysia, presented in Fig. 5, 
highlights the successful implementation 
of this model (43).

4.2.2 Actions to achieve the goals
As highlighted in the survey findings, 
the biggest barriers for Member States 
of the Region to implement an effective 
and national screening programme 
were a lack of existing infrastructure, the 
cost of HPV tests, a lack of population-
level understanding about the need to 
test, lack of clinically trained staff and a 
perception that the burden of disease 
was insufficient to justify a national 
screening programme. In countries 
dealing with conflict, prioritizing cancer 
screening and treatment services may be 
especially challenging, and international 
partnerships may initially be required to 
establish such services. Conflict can also 
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disrupt planned or existing services, and 
services may not be able to resume until 
the post-conflict rebuilding of health 
systems occurs (44). A 2020 systematic 
review of the impact of conflict on cancer 
found that more research is required to 
inform the development of basic cancer 
care packages and post-conflict cancer 
control planning and development 
strategies (45).

4.2.2.1 Service delivery
·	 Review national screening protocols, 

programmes and models of care, 
and align them with the 2021 WHO 
guidelines on screening and treatment. 

·	 Evaluate current national and 
subnational screening programmes, 
identify their strengths, and articulate 
areas for improvement. 

·	 Evaluate existing laboratory and 
screening infrastructure, noting the 

Fig 5. Project ROSE: removing obstacles to cervical screening in Malaysia (43)
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investments that have occurred in this 
context because of the COVID-19 
pandemic. This evaluation should 
include a review of quality assurance 
systems and innovative results delivery 
methods (e.g. SMS result provision). 

·	 Review capacity to implement screen 
and treat, or screen, triage and 
treat models of care, with a focus 
on reducing time to treatment and 
maximizing adherence to treatment 
(note that for women living with HIV, a 
screen, triage and treat model of care 
is recommended).

·	 Ensure referral pathways are in place 
to allow timely treatment for pre-
cancers for women who have had HPV 
detected. 

·	 Focus on building public and clinical 
awareness of the benefits of screening 
and early treatment. 
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·	 Promote the integration of cervical 
screening services, including treatment 
of pre-cancer, into primary health care 
and into HIV treatment services for 
women living with HIV.

·	 Conduct qualitative research to further 
understand women’s awareness of and 
attitudes to screening services, and to 
understand barriers to accessing care, 
to ensure services can be adapted to 
meet the needs of the population.

·	 Investigate the possibility of innovative 
approaches to screening, including 
the use of self-collection. In doing 
this, consider how to harness 
the community health workforce 
to contribute to the screening 
infrastructure. Extend activity to 
consider tailoring service models to 
under-screened groups. 

·	 Strengthen the integration of cervical 
screening services with services 
predominantly attended by women, 
including antenatal services and other 
family health services. 

·	 Investigate opportunities to promote 
or offer screening services to mothers 
at the time of adolescent vaccination. 

4.2.2.2 Health workforce
·	 Build the capacity of the clinical 

workforce to ensure services are of 
high quality, free of judgement and 
support access to evidence-based 
care. 

·	 Build the capacity and available 
resources for community health 
workers to support women in whom 
HPV, pre-cancer or cancer is detected 
who may need additional support in 
navigating treatment services, or who 
may have additional psychosocial 
needs.

·	 Expand the role of community health 
workers to promote and educate 
women about the potential for self-
collection, if Member States choose to 
adopt this.

·	 For countries where VIA exists, 
optimize VIA capacity to facilitate 
timely referral pathways for the 
treatment of pre-cancer while building 
workforce capacity for assessment 
and treatment once HPV testing is 
introduced.

4.2.2.3 Health information systems
·	 Ensure that data capture systems, such 

as screening registers, are sufficient to 
follow women through the screening 
and treatment continuum and to 
monitor screening participation and 
adherence to treatment.

·	 Establish clear and transparent 
governance and regulation over 
screening and related data that are 
part of health information systems, 
providing clarity about this data and its 
purpose to participants and to partners 
such as government, nongovernmental 
organizations, and public and private 
health services and providers.

·	 Monitor equity of service delivery for 
all populations within countries and 
territories of the Region.

·	 Ensure the existence of a robust quality 
assurance system that mandates 
the collection of data using WHO-
recommended key performance 
indicators, comparing performance 
with accepted standards, and taking 
corrective actions to address the 
deficiencies.

·	 Develop and regularly report against 
outcome indicators, such as: 

	– programme reach: number 
(and percentage of age-eligible 
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population by geographical area) 
of women who have an HPV test 
and receive their test result (WHO 
2030 target: 70%);

	– programme effectiveness: number 
(and percentage by geographical 
area) of HPV-positive women 
who complete same-day thermal 
ablation or attend for gynaecology 
review (WHO 2030 target: 90%);

	– programme equity: variation in 
reach and effectiveness outcome 
measures by education level, 
employment status, urban versus 
rural/remote community.

·	 Develop and regularly report against 
process indicators such as: 

	– turnaround times from self-
collection to receipt of HPV test 
result, and from screen positive to 
follow-up and treatment;

	– follow-up rate at 6–12 months for 
HPV-positive women.

4.2.2.4 Governance and financing
·	 Keep abreast of emerging technology 

to align with the rapidly evolving 
landscape and the potential for 
adoption of regional procurement 
strategies (43,46).

·	 Where possible, leverage public–
private partnerships and corporate 
philanthropy and goodwill to 

facilitate early implementation and 
pilot projects (e.g. employee health 
programmes).

·	 To ensure an affordable and 
sustainable supply of HPV tests and 
treatment devices:

	– standardize procurement of WHO 
pre-qualified HPV tests where 
possible, potentially facilitating 
bulk-buy arrangements;

	– reserve more expensive, pre-
qualified point of care tests for 
use in conjunction with same-day 
treatment; typically, this would be 
in smaller remote communities;

	– engage with Unitaid for optimal 
pricing of pre-qualified HPV 
tests and thermo-coagulation 
equipment at best available prices.



25Regional cervical cancer elimination 
strategy for the Eastern Mediterranean

WHO guidelines (47) 
Treatment National evidence-based guidelines should be used to select the stage-appropriate 

treatment modality or combination of treatment modalities. 
·	 Surgery – primary modality for early-stage cervical cancer. May also be appropriate 

for recurrent disease or when used for palliative intent. The extent of surgery 
should be based on disease stage, intent for fertility preservation, and the patient’s 
health status. Some patients may also require adjuvant radiotherapy and/or 
chemotherapy. 

·	 Radiotherapy – primary curative modality for women who are not candidates 
for surgery. The type of radiotherapy (external beam radiation therapy or 
brachytherapy) should be based on disease stage and both types are required for 
curative treatment. 

·	 Systemic treatment – chemotherapy is typically administered alongside 
radiotherapy rather than by itself. It may also be administered after surgery 
(adjuvant chemotherapy). Neoadjuvant chemotherapy and surgery may be 
administered where radiotherapy is unavailable, or resections of large early-stage 
cervical lesions are unable to be completed. 

Individualized treatment plans should be developed and discussed at a 
multidisciplinary team meeting.

Rehabilitation Survivorship care should continue for at least five years after curative treatment (unless 
there is a recurrence). It may be implemented in the household, primary, secondary or 
tertiary care levels and includes: 
·	 managing the physical and psychosocial effects of treatment; 
·	 managing chronic conditions; 
·	 promoting health; 
·	 providing surveillance for new and recurrent cancers. 

Palliative care Palliative care should be integrated into the cervical cancer diagnosis and treatment 
pathway. The essential package of palliative care for cervical cancer (EPPCCC) (48) 
should be applied by health care workers, with additional measures implemented to 
reduce suffering where necessary. Palliative care for cervical cancer should: 
·	 relieve symptoms;
·	 support social well-being by mitigating the effects of poverty, stigma and isolation;
·	 use culturally appropriate and compassionate communication; 
·	 include care planning and coordination.

4.3 Strategic action 3: To reduce 
the burden of suffering 
caused by cervical cancer by 
improving the availability of 
early diagnosis, treatment, 
rehabilitation and palliative 
care services 

This strategic action can be achieved by 
adopting and implementing the WHO 
recommendation that 90% of women with 
pre-cancer are treated and 90% of women 
with invasive cancer are managed. 

4.3.1 WHO guidelines 
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4.3.2 WHO recommendations
If diagnosed in the early stages, most 
cases of cervical cancer can be treated 
with curable intent using surgery or 
radiotherapy. Within the global strategy, 
WHO encourages all countries to build 
their surgical capacity, improve access to 
radiotherapy and chemotherapy services, 
and importantly, expand and integrate 
palliative care services to alleviate 
suffering (47). The global strategy sets a 
target of 90% of women with pre-cancer 
are treated and 90% of women diagnosed 
with invasive cancer are managed 
appropriately.

The EPPCCC has been developed to 
meet the needs of women suffering from 
cervical cancer (48). This has been adapted 
from the essential package of palliative 
care developed by the Lancet Commission 
on Palliative Care and Pain Relief (49) and 
WHO’s essential package of palliative 
care for primary health care (50). This 
package consists of a set of interventions, 
medicines, simple equipment and social 
supports, and serves as a guide for 
Member States as they build their capacity 
to provide palliative care (50).

4.3.3 Actions to achieve the goals
It is understood that cervical cancer 
management does not occur in 
isolation and efforts to improve access 
to treatment will occur within existing 
cancer management services. It is also 
important to note that any strengthening 
of treatment services will also benefit 
patients suffering from other cancers and 
other end-of-life conditions that require 
palliative care. There is an opportunity to 
use the cervical cancer elimination agenda 
to improve access to much needed 
services for other cancers.          

The consultation revealed that less than 
one third of Member States of the Region 
have widely available treatment services, 
with only 15% having palliative care widely 
available. Most stakeholders could not 
estimate the proportion of women in 
their country diagnosed with cancer who 
receive appropriate treatment. Almost 
a third of responding countries and 
territories had no palliative care services at 
all. Innovative solutions are required, such 
as community outreach models, as exist 
in Qatar. The programme in Qatar targets 
family members of patients, providing 
them with training for both psychological 
and technical support. Such a programme 
builds community capacity beyond 
cervical cancer. 

The major barriers to reaching and 
reporting on WHO targets for appropriate 
treatment were the fact that women 
did not know how to seek care, a 
lack of clear referral pathways, lack of 
radiotherapy and palliative care services, 
a lack of essential medicines, cost and 
geographical barriers, and limited primary 
care capacity to provide information and 
support for treatment options. Fear of 
cancer treatment and the societal strain of 
cervical cancer diagnosis were also noted 
as substantial barriers. Countries dealing 
with conflict or post-conflict situations will 
need to overcome significant resource 
and infrastructure challenges to develop 
and implement basic cancer care 
packages (44,51,52).

4.3.3.1 Service delivery
·	 Review, update and/or develop best 

practice protocols to align with current 
WHO frameworks (47) to ensure 
appropriate diagnosis, treatment 
and supportive care are available for 
women diagnosed with cervical cancer. 

·	 Clearly define optimal referral 
pathways. 
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·	 Support the provision of multimodal 
imaging to aid with staging 
(e.g. ultrasound and intravenous 
pyelography) and image-guided 
procedures for advanced cervical 
cancer (47).

·	 Promote establishment and 
scaling-up of face-to-face or virtual 
multidisciplinary tumour boards. 

·	 Promote the development of end-of-
life care plans, including appropriate 
and best practice pain relief. Enable 
home-based care where appropriate, 
including providing education and 
support to family and community 
members.

·	 Promote and enable adequate 
psychological support for all women 
and families, particularly in relation to 
palliative care.

·	 Ensure integration of palliative 
care knowledge, expertise and 
services into primary health care and 
multidisciplinary care.

·	 Ensure equitable access and financial 
protection for surgery, chemotherapy, 
radiotherapy and palliative care (e.g. 
through national health insurance 
schemes).

·	 Further develop in- and outpatient 
care infrastructure in gynaecology and 
gynaecological oncology.

·	 Harness community health workers to 
assist women in their navigation of the 
health service. 

·	 Conduct qualitative research to further 
understand women’s awareness of 
services, and barriers and enablers to 
seeking care.

4.3.3.2 Health workforce
·	 Build the capacity of the primary care 

workforce to facilitate a diagnosis 

of cervical cancer, and to support 
women’s access into the tertiary 
health sector and post-diagnosis 
care including, where needed, 
compassionate end-of-life care.

·	 Review workforce capacity and 
develop plans for bridging gaps within 
the national medical education system. 
Invest in building radiology, surgical, 
oncology and palliative care capacity.

·	 Strengthen ability to retain workforce 
through innovative funding models 
and provision of professional 
development opportunities.

·	 Strengthen workforce capacity to 
provide palliative care services in the 
home, potentially through community-
based cadres.

·	 Build the capacity of the clinical 
workforce through education 
and awareness, both clinical and 
compassionate, to ensure services 
are free of judgement and support 
access to evidence-based care. A 
more informed workforce would be 
beneficial for raising public awareness 
and reducing pervasive stigma.

·	 Establish partnerships with 
international professional societies to 
develop capacity and ensure up-to-
date knowledge on surgical, systemic 
and radiotherapeutic treatment of 
invasive cervical cancer.

4.3.3.3 Health information systems
·	 Continue to strengthen cancer 

registration systems to inform burden 
of disease estimates relating to cancer 
incidence, mortality, stage at diagnosis 
and survival:

	– review availability and quality 
of required data and consider 
whether data currently collected 
in disparate health information 
systems can be amalgamated;
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	– integration of UHC and a national 
unique patient identifier are 
strong steps to providing robust 
and comprehensive registries; a 
universal patient identifier can 
aid integration of data to monitor 
uptake of treatment and outcomes.

·	 Develop and regularly report on 
outcome and process indicators, such 
as: 

	– programme reach: number 
(and percentage of age-eligible 
population by geographical area) 
of HPV-positive women who 
receive the recommended follow-
up; number of women with invasive 
cervical cancer who receive optimal 
care in optimal time (WHO 2030 
target: 90% of women with invasive 
cervical cancer are appropriately 
treated);

	– programme effectiveness: number 
(and percentage by geographical 
area) of women with invasive 
cervical cancer who receive 
EPPCCC package; consider 
recording patient-reported 
outcomes; 

	– programme equity: variation in 
reach and effectiveness outcome 
measures by education level, 
employment status, and urban 
versus rural/remote community;

	– cancer incidence, mortality, stage 
at diagnosis, survival and mortality 
to incidence ratio.

4.3.3.4 Access to essential medicines 
and medical devices

·	 Ensure the access and supply of 
quality-assured medicines and medical 
devices for cancer treatment and 
diagnosis:

	– work with regional partners 
to consider models of local 

and regional production or 
procurement;

	– consider how to engage and 
educate private providers, 
regulators and other stakeholders 
on the need to make essential 
medicines and medical devices 
available and affordable to 
patients, including the de-
stigmatization of opioid use for 
cancer care.

·	 Review the regulatory frameworks 
within each country to ensure a 
continued and adequate supply of 
essential medicines such as opioids, 
and the procurement, maintenance 
and regulation of medical devices 
for cervical cancer diagnosis and 
treatment.

4.3.3.5 Financing
·	 Consider how integration of palliative 

care into primary health care and 
multidisciplinary care can reduce the 
costs of accessing these services. 

·	 Consider options to remove the 
financial burden of treatment.

·	 Include cervical cancer treatment 
services in UHC priority benefit 
packages.

4.4 Strategic action 4: To 
strengthen health systems to 
ensure integrated, efficient 
and equitable delivery of 
high-quality services across 
the vaccination, screening 
and treatment pillars, and 
appropriate and effective 
monitoring and evaluation 
systems

This strategic action can be achieved by 
strengthening models of care by building 
capacity of health workforce, improving 
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access to medicines and diagnostics, and 
enhancing health information systems, 
thus ensuring integration of cervical 
cancer programmes into universal health 
coverage schemes. 

4.4.1 WHO recommendations
The WHO framework for strengthening 
and scaling-up services for the 
management of invasive cervical cancer 
(47) outlines recommendations for health 
systems strengthening in the context of 
cervical cancer across all three streams 
of work. The framework refers to a cycle 
of three core areas: assessment and 
planning; monitoring and evaluation; and, 
implementation and scale-up. Assessment 
and planning include governance, 
situation analysis and optimizing service 
delivery. Monitoring and evaluation 
include quality improvement and 
population/facility-level monitoring. 
Implementation and scale-up include 
developing guidelines for cervical 
cancer management, ensuring a strong 
workforce, ensuring access to medicines 
and devices, stable funding/access to 
financial support, and surveillance and 
information systems (47).

Importantly, recommendations in the 
WHO framework (47) rely on or contribute 
to improvements in other health areas 
which may be considered of higher 
priority to the individual countries and 
territories. It is therefore important that 
the recommended actions listed below 
are considered as actions to strengthen 
not only cervical cancer prevention and 
control but the entire health system. 

4.4.2 Actions to achieve the goals
The availability of evidence-based national 
guidelines and protocols developed 
with the collaboration of all stakeholders 
is imperative for the delivery of high-
quality cervical cancer care (47). For 
optimal outcomes, the development, 

implementation and monitoring of these 
guidelines need to be systematically 
embedded and relevant to the country 
context (47). Responses from the 
consultation suggest varying stages of 
development and uptake of national 
cancer prevention and control guidelines 
in the Region. All countries with existing 
guidelines stated they had plans to 
include progression to the cervical cancer 
elimination targets in future versions of 
cancer prevention guidelines. However, 
10 out of 20 respondents stated there 
are no existing national guidelines, with 
seven of these stating they are planning or 
currently developing such resources (see 
Table 1).
Models of governance also need to 
be highly context-specific and should 
be developed with input from existing 
programmes such as cancer control, 
reproductive health, immunization or NCD 
services. This is particularly important for 
low-income countries or countries with 
limited resources. During the consultation, 
the top three barriers to scale-up 
included: a) lack of resources or capacity; 
b) cervical cancer not being seen as high 
priority; and c) the COVID-19 pandemic 
taking priority (Table 7). Enhanced 
governance, including delineation of 
responsibilities and processes, will 
ensure actions to improve cervical cancer 
management are prioritized. 

Although the prioritization of COVID-19 
was noted as a barrier to scaling up the 
progression towards cervical cancer 
elimination, the pandemic may also 
have created opportunities that can be 
capitalized upon. New and scaled-up 
infrastructure to support both vaccination 
and molecular testing is likely to have 
occurred across the Region.

Survey respondents highlighted gaps in 
the availability of treatment and palliative 
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care, with most stakeholders reporting 
gaps in both public and private sectors for 
radiotherapy and palliative care. Equitable 
access, financial protection and the 
regulation of private and public sectors 
should be prioritized at the national level.

4.4.2.1 Service delivery
·	 Establish clear referral pathways, with 

targets to reduce delays to diagnosis 
and treatment. 

·	 Ensure engagement of the private 
sector in best practice service 
provision.

·	 Support multidisciplinary collaboration 
across the Region with representatives 
from Member States, other health 
programmes (HIV/AIDS, NCDs, 
gynaecology/women’s health, 
adolescent health, cancer control, 
immunization), health economists, 
academia, patient advocates and 
nongovernmental organizations.

·	 Include interventions for HPV 
prevention and treatment of pre-
cancer and cancer in national health 
insurance systems, to assure access 
to care for all women in need without 
catastrophic health expenditures.

4.4.2.2 Health workforce
·	 Increase focus on the role and capacity 

of primary care providers in national 
cervical cancer control programmes. 

·	 Support health workforce capacity by 
identifying areas of need and creating 
an optimal distribution of skilled 
workers to support the delivery of new 
and ongoing HPV vaccination, cervical 
screening, treatment and palliative 
care programmes.

·	 Develop plans for bridging identified 
workforce gaps within the national 
medical education system.

·	 Ensure ongoing capacity-building 
and adaptability for new vaccination, 
screening and treatment options.

4.4.2.3 Health information systems
·	 Evaluate or develop methods of data 

collection, collation and reporting 
that are tailored to the local health 
infrastructure, explicitly considering 
governance and data-sharing 
agreements for national datasets and 
the development of registries.

·	 Review or develop minimum datasets 
that collect incidence, diagnosis, 
staging, treatment and mortality data.

Table 7. Barriers to scaling up cervical cancer prevention services 
Barriers to scaling up cervical cancer prevention services Percentage

Lack of resources or capacity 60%

Not seen as a high priority 60%

The COVID-19 pandemic is taking priority 45%

Need more information about burden of cervical cancer in our country 40%

Need more information about the WHO strategy 35%

Lack of political will 35%

Lack technical expertise and support 35%

Other barriers or issues 25%

None of the above 10%
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·	 Establish or strengthen population-
based cancer registries to collect 
timely and accurate data. 

·	 Establish or strengthen screening 
registers to monitor the participation 
of women through the screening 
pathway and facilitate the follow-up of 
women who have been lost to follow-
up prior to the management of pre-
cancerous lesions. 

·	 Develop national targets and 
indicators to monitor progress towards 
elimination and help to advocate for 
further action. 

·	 Develop and implement regular 
reporting mechanisms of progress 
towards national targets and 
indicators.

·	 Aim to develop capacity to monitor 
equity of vaccination, screening 
participation and cancer outcomes.

·	 Engage with the IARC Regional Hub 
for Cancer Registration in Northern 
Africa, Central and Western Asia to 
access mortality data and other data 
sources (53). 

·	 Aligning with the 2019 Framework 
for action on cancer prevention 
and control in the WHO Eastern 
Mediterranean Region (54), develop 
country-specific research plans to 
address priorities specific to the 
elimination of cervical cancer.

4.4.2.4 Access to essential medicines 
and technologies

·	 Improve or maintain access to essential 
vaccines, tests, devices and medicines 
(including opioids for palliation) to 
ensure core services and essential 
medicines and devices are available 
to reach the 90-70-90 WHO interim 
targets. 

·	 Consider regional partnerships for 
local manufacturing or procurement to 
reduce costs and improve access.

·	 Consider working with private 
providers to develop national public–
private partnership consortiums for 
the procurement and maintenance of 
affordable health technologies. 

4.4.2.5 Governance and financing
·	 Review, update and/or develop 

national cervical cancer policies 
based on best available evidence, the 
regional cancer control framework 
(54) and the WHO Global strategy to 
accelerate the elimination of cervical 
cancer as a public health problem (2). 

·	 Ensure that guidelines/policies 
explicitly outline governance, 
responsibilities and processes. 

·	 Realign national cervical cancer 
programme targets and plans with 
the 90-70-90 WHO interim targets to 
reflect regional and global objectives 
for cervical cancer elimination. 

·	 Leverage globally available cost-
effectiveness tools and modelling to 
regularly review cost-effectiveness 
and affordability, given the projected 
reduction in costs of vaccination and 
HPV testing, emerging single-dose 
vaccination policy and potential 
revisions to Member State estimates 
of disease burden over time as data 
collection improves.

·	 Review and ensure alignment of 
national programmes toward evidence-
based high-quality, person-centred 
care from prevention to palliation. 

·	 Strengthen managerial structures 
and delineate responsibilities and 
processes to ensure consistent 
implementation, monitoring and 
attainment of WHO interim targets. 
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·	 Strengthen public/private sector 
relationships and potential for 
bridging gaps in systems, particularly 
in the cancer treatment pillar, where 
appropriate.

·	 Ensure financial protection from 
catastrophic costs of cancer diagnosis.

·	 Establish governance mechanisms to 
support coordination of the referral 
system, with targets to reduce delays 
to diagnosis and treatment.

·	 Include cervical cancer prevention and 
management services in UHC priority 
benefit packages.

·	 Ensure ongoing capacity-building 
and adaptability for new vaccination, 
screening and treatment options. 

4.5 Strategic action 5: To improve 
communication, advocacy and 
social mobilization to counter 
vaccine hesitancy, increase 
awareness of prevention and 
treatment, and to improve 
acceptability of diagnosis

This strategic action can be achieved by 
driving public and political support for 
the elimination goals, informing about 
prevention, screening and treatment 
programmes, and improving social 
acceptance of HPV infection and cervical 
cancer. 

A strong theme emerging from the 
consultation was a concern that vaccine 
hesitancy, driven both by societal stigma 
against HPV and concerns about vaccine 
safety, was a potential barrier to the 
successful implementation of vaccination 
programmes. Negative perceptions of a 
cervical cancer diagnosis were also raised 
as a barrier to treatment programmes, as 
was the fact that women do not know how 
or where to access treatment.

Addressing vaccine hesitancy and 
ensuring tailored communication efforts 
to increase acceptability is a critical 
element for countries and territories of the 
Region to progress toward the elimination 
targets. A comprehensive understanding 
of the drivers of vaccine hesitancy in each 
Member State is essential.

In addition to these barriers to achieving 
the elimination targets, stakeholders 
also perceived varying levels of support 
from different sectors in their country, as 
summarized in Table 8. 
Within the peer-reviewed research, a 
number of studies have been done 
across the Region that assess knowledge, 
acceptability and awareness of cervical 
cancer prevention initiatives among 
women, parents and health care 
providers. Most studies have found low 
knowledge of HPV and the HPV vaccine 
within countries of the Region (55–59); 
however, support for HPV vaccination 
among women was often high (60–62). 
Most women wanted more information 
about HPV vaccination and screening 
options (62–65), noting that screening 
uptake in the Region has consistently 
been reported to be low (66,67). Fear 
and embarrassment were often cited as 
barriers to seeking treatment (65,68).

Many research studies have identified 
a need to improve knowledge and/or 
attitudes among health care professionals 
to advocate for cervical cancer 
prevention (69). For example, research 
among obstetricians and gynaecologists 
in one country demonstrated suboptimal 
knowledge of cervical cancer, with 
less than half reporting that they had 
performed a Pap smear, and less than 
half prescribing the HPV vaccine for 
their patients (70). Similarly, in another 
study, one third of female gynaecologists 
had never performed a Pap smear 
themselves (71). 
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Table 8. Member States perceived support for elimination targets 
Support Yes (%) No (%) Unsure (%)

Political support 13 (65) 3 (15) 4 (20)

Stakeholder support* 16 (80)  3 (15) 1 (5)

Public support 6 (30) 7 (35) 7 (35)

* Clinicians, societies, nongovernmental organizations.

4.5.1 WHO recommendations
The global strategy to accelerate 
the elimination of cervical cancer 
outlines communication and advocacy 
strategies at various points across the 
strategic actions, as well as specific 
recommendations across partnerships, 
multisectoral collaboration, advocacy and 
communication. 

4.5.2 Actions to achieve the goals
Communication, advocacy and education 
campaigns will need to be developed at 
the country level and will need to address 
the diversity of the population in countries 
and territories of the Region. 

4.5.2.1 Address vaccine hesitancy
·	 Align communication approach to the 

WHO HPV vaccine communication: 
special considerations for a unique 
vaccine, 2016 update (72).

·	 Prior to the roll-out of HPV vaccination 
programmes, engage with the 
community and faith leaders, seeking 
pro-active endorsement of the vaccine 
programme. Proactively provide 
education and awareness to key allies/
stakeholders, such as health care 
professionals, the education sector and 
the media.

·	 Create community demand for the 
HPV vaccine (using a rights-based 
approach) through advocacy and 
identification of champions. Integrate 
with other advocacy programmes, 
where appropriate.

·	 Develop evidence-based information 
to overcome vaccine hesitancy and 
counter misinformation, based on local 
contexts.

·	 Ensure campaigns consider decision-
makers within households and that 
messages are delivered equitably.

·	 Information should address specific 
hesitancy about safety concerns and 
improve public acceptability of HPV 
infection and cervical cancer diagnosis.

·	 Prepare proactive responses and 
protocols to address misinformation, 
including having expert spokespeople 
available to counter the anti-vaccine 
movement.

·	 Develop rapid response strategies to 
counter vaccine misinformation.

·	 Align with existing vaccination 
programmes and communication 
strategies, including learning from the 
COVID-19 vaccination roll-out (e.g. be 
innovative, proactive and prepared to 
communicate the importance of HPV 
vaccine).

4.5.2.2 Improve public acceptance 
of HPV infection and cervical 
cancer

·	 Develop culturally appropriate and 
context-specific information about the 
elimination strategy, cervical cancer 
and HPV to increase participation in 
vaccination and screening programmes 
and to encourage early presentation 
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by women experiencing symptoms 
of cervical cancer. Information may 
be provided in settings relating to 
adolescent and reproductive health, as 
well as in the context of primary health 
care and population health activities. 

·	 Develop and/or improve culturally 
appropriate educational and 
communication strategies to improve 
public perceptions of HPV and cervical 
cancer, especially towards young girls 
who receive the vaccination.

·	 Collaborate with civil society and 
nongovernmental organizations to 
deliver education and messages 
about HPV and cervical cancer to 
improve public understanding and 
perspectives.

4.5.2.3 Improve knowledge and 
capability for cervical cancer 
prevention among health care 
providers

·	 Leverage findings from research 
programmes in the Region to 
develop targeted advocacy and 
communication campaigns aiming to 
improve knowledge of the elimination 
strategy and the benefits and timing of 
vaccination and screening.

·	 Educate health care providers to 
destigmatize HPV and cervical 
cancer and to become effective 
communicators and advocates for 
elimination, including encouraging 
their proactive engagement of women 
and girls in preventive activities.

4.5.2.4 Advocacy
·	 Ensure advocacy efforts at all levels 

including government, civil society and 
the public:

	– engage with women and girls using 
a rights-based approach;

	– develop a step-by-step action plan 
to engage key decision-makers and 
create political will;

	– identify local champions for the 
elimination effort;

	– consider public–private 
partnerships and corporate 
philanthropy to garner support for 
elimination;

	– leverage other cancer prevention 
and women’s health programmes 
and initiatives; 

	– include the disenfranchised and 
under-vaccinated.

·	 Engage decision-makers to ensure 
national policies set out relevant and 
specific targets for vaccination, cervical 
screening and treatment.

·	 Employ social mobilization as a 
strategy to increase vaccination 
acceptance and uptake of screening 
and improve attitudes towards HPV 
infection and cervical cancer diagnosis; 
emphasize that vaccination is the long-
term strategy to prevent cancer.

·	 Embrace the potential contribution 
of survivorship programmes and the 
voice of survivors in contributing to 
increased awareness and support for 
strategic actions.

·	 Share findings, success stories and 
experiences across the Region as 
countries are at different stages of 
implementation and can learn from 
each other.

4.5.2.5 Health literacy
·	 Implement education about rights, 

informed consent and gender 
sensitivity; consider schools as an entry 
point to reach girls and parents.
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·	 Implement education about the signs 
and symptoms of cervical cancer to 
ensure early diagnosis.

·	 Raise awareness of preventive services 
and treatment for pre-cancerous 
abnormalities.

·	 Ensure that health communications 
and programmes are gender-sensitive.

·	 Communicate agreed referral 
pathways and means to access 
vaccination, screening and treatment 
services clearly to providers and 
throughout the community.

·	 Consider the development of 
plain language resources for wide 
distribution in health settings and the 
community.

4.5.2.6 Campaigns 
·	 Develop targeted campaigns to raise 

awareness of HPV vaccination and 
cervical screening; messaging that 
cervical cancer is preventable and 
curable.

·	 Implement innovative communication 
activities using a range of mediums 
(e.g., messaging, traditional and 
social media, community message 
boards) and tailored context-specific 
communication (i.e. language, dialect, 
gender-specific) to increase awareness 
at scale.

·	 Engage expert clinicians, patient 
advocates, cervical cancer survivors, 
opinion leaders, and traditional 
and faith leaders (multisectoral, 
including non-majority religions) as 
spokespeople for awareness-raising 
campaigns. 
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5. Implementation
Successful implementation of the 
regional strategy will be reliant on a 
strong commitment by Member States. 
Its implementation will further advance 
adolescent girls’ and women’s right to 
health through access to high-quality and 
equitable health services. The strategy 
serves as an advocacy tool to mobilize 
political will, motivate civil society and 
engage the general population in the 
elimination of cervical cancer. 

The actions in this strategy should be 
seen as an opportunity to strengthen 
overall cancer care systems and national 
networks. The cross-cutting nature of the 
initiatives can contribute to improving 
the overall integration of services and 
improving the health of the population in 
the Region. 

Investment from Member States in 
the planning and implementation of 
systems and programmes will facilitate 
progress toward the elimination targets. 
Coordination between countries to realize 
efficiencies in procurement will contribute 
to sustainable financing. 

Country-level engagement will be critical 
to tailoring the actions in this strategy 
to suit the needs of each context. Each 
country/territory will need to develop/
review its national strategy, as part of 
the national cancer plan, alongside a 
context-specific implementation plan that 
draws upon the strategic actions outlined 
in the regional strategy. The country-
specific implementation plans need 
to acknowledge the infrastructure and 
resources available in that setting. This 
will help to overcome the local individual 
and structural barriers that may deprive 
adolescent girls and women, especially 
those that are under-screened and/or 

have limited access to HPV vaccination, 
screening and treatment (73). Appropriate 
governance and leadership structures in 
each country/territory will be essential to 
the organization of these activities. 

Cervical cancer is unique as it is an NCD 
caused by an infectious agent. This can 
be challenging to manage in siloed health 
system structures, as successful control 
requires collaboration across groups in 
the health system, at all levels, that may 
not have previously worked together. 
However, as the only cancer almost 
entirely caused by an infectious agent, it is 
the first cancer that the global community 
has attempted to eliminate. As it is the 
right of all women of the Region to 
reproductive health, they themselves, their 
families and communities deserve our 
collective best efforts to unite behind this 
common goal.

5.1 Leveraging and strengthening 
partnerships 

Strong continued engagement and 
partnership will be needed with the key 
stakeholders involved in guiding and 
facilitating the global strategy to eliminate 
cervical cancer as a public health problem, 
including WHO, United Nations agencies 
such as UNICEF, the United Nations 
Population Fund (UNFPA), International 
Atomic Energy Agency (IAEA) and IARC, 
and organizations that influence and 
shape commercial markets producing 
vaccines and screening and treatment 
technologies (Gavi, Unitaid and PATH). 
Similar partnerships need to be fostered 
at regional and country levels. Continued 
engagement with nongovernmental 
organizations will help to support the 
implementation of this regional strategy.

Multisectoral collaboration within and 
between countries, drawing on the 
strengths of government and civil society, 
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will serve to build momentum and allow 
partners and stakeholders to productively 
contribute. As noted by the regional 
representatives in previous consultations, 
coordination of the elimination strategy 
with other programmes including 
immunization, adolescent health, school 
health, sexual and reproductive health, 
and cancer control programmes is 
essential to avoid the establishment of 
vertical siloed systems.

5.2 Resource mobilization 
A number of strategies have been 
proposed throughout this document to 
assist in the mobilization of resources, as 
highlighted below.

·	 Reducing existent stigma and 
discrimination associated with HPV 
infection and cervical cancer, and 
continuous advocacy to highlight 
the importance of cervical cancer 
elimination. Wide engagement with 
government, religious organizations 
and leaders, academic institutions, civil 
society, international nongovernmental 
organizations and professional 
societies is critical and needs to be 
harnessed to support these activities.

·	 Maximizing regional and public–
private partnerships to enable the 
efficient price negotiation of essential 
vaccines, technologies and medicines. 

·	 Using the cervical cancer elimination 
agenda to strengthen national and 
regional capacity to monitor, diagnose, 
treat and support people living with 
all cancers, which will contribute to 
reducing growing global inequity 
associated with cancer mortality. This 
collective benefit should be leveraged 
to advocate for resource commitments 
to achieve the elimination of cervical 
cancer.

6. Monitoring and 
evaluation
Implementation plans should include 
consideration of monitoring and 
evaluation of national progress towards 
the 2030 interim scale-up targets and, 
in the longer term, the impact of the 
elimination efforts. All countries and 
territories should be able to monitor 
cervical cancer incidence and mortality 
through appropriate investments in cancer 
registry and death registration systems. 
This will ensure that they can assess 
their ongoing status in relation to the 
elimination threshold and monitor their 
mortality to incidence ratio. 

A matrix for guiding monitoring and 
evaluation plans across the three pillars 
of elimination is provided in Table 9. 
It includes both outcome and process 
indicators, as well as indicators related to 
reach, effectiveness and equity. Indicators 
that all countries/territories should be 
able to monitor are noted as “Essential”. 
Indicators labelled as “Recommended” 
are those recommended for monitoring 
by all countries/territories as soon as is 
feasible. Indicators designated as “For 
consideration” are those to be included 
where resources allow.



38

Table 9. Monitoring and evaluation matrix for countries/territories of the 
Eastern Mediterranean Region 
Target Indicator Source

Less than 4 
cervical 
cancer 
cases per 
100 000 
women

Essential: National cancer incidence per year

Recommended: Cancer incidence by subnational 
geographic area, cervical cancer type, age, ethnicity

For consideration: Cancer incidence by stage

Cancer registry (for 
countries with minimal/
no registry infrastructure, 
this is a priority area for 
development as part of the 
strategy; interim measures 
such as systematic surveys 
of hospital facilities or 
records could be used as a 
temporary proxy) 

Reduction 
in mortality 
to incidence 
ratio

Essential: Cervical cancer mortality per year, 
national cancer incidence per year

Recommended: Cervical cancer survival by type, 
cervical cancer mortality by type, age, subnational 
geographical area, ethnicity

For consideration: Cervical cancer survival by stage

Cancer registry 
 

Death registry  

(For countries with minimal/
no registry infrastructure, 
this is a priority area for 
development as part of the 
strategy) 

90% of 
girls fully 
vaccinated 
by age 15

Essential: National vaccination coverage in girls by 
number of doses by age 15

Essential: adverse events following immunization 
(AEFI) monitoring as per WHO standards (74)

Recommended: Vaccination coverage by sex and 
by number of doses by age 15, by subnational area, 
ethnicity/religion, vaccine type, if applicable

For consideration: Vaccination coverage by parent’s 
education level, employment status

For consideration: HPV prevalence surveys (such 
surveys are NOT a prerequisite for implementation 
and monitoring of HPV vaccine programmes, as per 
WHO position paper on HPV vaccines) (37)

National vaccination 
register (where a registry 
is not yet in place, 
aggregated local data 
records can be used or at a 
minimum coverage surveys)

Linked to other national 
datasets or targeted 
coverage survey with 
additional demographic 
variables collected

AEFI monitored through 
dedicated database
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Table 9. Monitoring and evaluation matrix for countries/territories of the 
Eastern Mediterranean Region (continued) 
Target Indicator Source

70% of 
women 
screened by 
age 35, and 
again by 
age 45

Essential: National screening coverage by age 35 
(1 x) and by age 45 (1 x and 2 x)

Recommended: Screening coverage by subnational 
area, age, ethnicity/religion, marital status, HIV status, 
by nationally recommended screening interval, and 
screening type (if applicable)

Recommended: Proportion of women screened 
who are screen positive (i.e. HPV-positive once HPV 
screening introduced)

Recommended: Proportion of women screened who 
receive their HPV result

Recommended: Proportion of screen positive women 
who attend follow-up

For consideration: Screening coverage by education 
level, employment status 

For consideration: Proportion of women screen 
positive by subnational area, age, ethnicity/religion, 
marital status, HIV status, screening type if applicable

For consideration: Proportion of women screened 
who receive their HPV result by subnational area, age, 
ethnicity/religion, marital status, HIV status

For consideration: Proportion of screen positive 
women who attend follow up by subnational area, age, 
ethnicity/religion, marital status, HIV status

Screening register (where 
a registry is not yet in 
place, aggregated local 
data records can be 
used or at a minimum 
participation surveys)

90% of 
women 
identified 
with pre-
cancer 
treated

Essential: Proportion of women with cervical 
pre-cancer (or screen positive in screen and treat 
programmes) diagnosed who receive treatment

Recommended: Treatment coverage by subnational 
area, age, ethnicity/religion, marital status

For consideration: Treatment coverage by education 
level, employment status

Screening register (where 
a registry is not yet in 
place, aggregated local 
data records can be used 
or at a minimum clinic 
surveys)
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Table 9. Monitoring and evaluation matrix for countries/territories of the 
Eastern Mediterranean Region (concluded) 
Target Indicator Source

90% of 
women 
identified 
with 
cervical 
cancer 
treated

Essential: Proportion of women with cervical cancer 
who receive treatment

Recommended: Proportion of women with cervical 
cancer who receive optimal treatment

Recommended: Proportion of women with cervical 
cancer satisfied with their care

Recommended: Proportion of women with cervical 
cancer requiring palliative care services who can access 
it

Recommended: Timeliness of treatment (median time 
from diagnosis to treatment)

For consideration: Proportion of women with cervical 
cancer who receive treatment by stage, type of 
treatment, subnational area, age, ethnicity/religion, 
marital status, education level, employment status

For consideration: Proportion of women with cervical 
cancer satisfied with their care by stage, type of 
treatment, subnational area, age, ethnicity/religion, 
marital status, education level, employment status

For consideration: Proportion of women with cervical 
cancer requiring palliative care able to access it by 
stage, subnational area, age, ethnicity/religion, marital 
status, education level, employment status

For consideration: Timeliness of treatment by stage, 
type of treatment, type of provider (public or private) 
subnational area, age, ethnicity/religion, marital status, 
education level, employment status

Patient referral and 
tracking systems (where 
a system is not in place, 
information may be 
recorded in cancer 
registry and mapped 
against standard of care 
pathways).

Patient satisfaction surveys

Essential: Essential for all countries and territories to monitor.
Recommended: Recommended for all countries and territories to monitor as soon as feasible.
For consideration: For consideration in countries and territories where resources are available.

Evaluation of national-level implementation activities – in order to ensure that 
implementation is successfully delivering the required strategic actions – may wish to 
draw upon established implementation science methods and frameworks (75,76). Training 
resources are also available to support evaluators in strengthening the implementation 
research and evaluation capacity within their setting (77). 
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