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Abstract

Background: Cervical cancer is a major public health challenge in Africa. We analyzed the 

presence and content of policies for the primary, secondary and tertiary prevention of cervical 

cancer in Africa, to identify areas of opportunity for policy strengthening in the region most 

affected by cervical cancer globally.

Methods: We searched for publicly-available policy documents among countries in Africa. Using 

a data extraction form, we gathered data from these policies about key elements of primary, 

secondary and tertiary prevention approaches and activities based on World Health Organization 

(WHO) guidelines. We also contacted key stakeholders in each country to confirm these details. 

We summarized each country’s policy details (summed score for each prevention stage and 

overall), and compared these scores across individual countries and groups of countries based on 

economic, policy and public health characteristics.

Results: Most countries had at least one policy addressing some aspect of cervical cancer 

prevention. Primary and secondary prevention were more commonly addressed, and certain details 

like age of vaccination, screening age/ interval and method, were frequently mentioned in these 

policies.

Conclusion: Countries with high HIV burden and relatively more donor financing for health 

had more comprehensive cervical cancer policies; there was no apparent association with cervical 

cancer mortality, female representation in government, or economic indicators (poverty prevalence 

or income inequality).

Policy summary: There is room to improve cervical cancer policy comprehensiveness in Africa, 

and to bring these policies in line with evidence and expert recommendations. This analysis is 

timely given upcoming monitoring of the WHO Global Strategy to Accelerate the Elimination 

of Cervical Cancer as a Public Health Problem. These findings suggest some improvements in 
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African cervical cancer policy, including increased inclusion of vaccination, but many topics 

remain under-specified. The influence of internal and external factors on policymaking should also 

be considered.
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1. Introduction

Cervical cancer remains a major public health challenge in Africa, where it is the 

leading cause of cancer death for women [1,2] and incidence is rising [3]. High-income 

countries have reduced their cervical cancer burden through implementation of effective 

prevention strategies. Primary prevention (vaccination against human papillomavirus [HPV]) 

and secondary prevention (screening and treatment of precancerous lesions) have the 

potential to eliminate cervical cancer worldwide [4,5]. Although lower-income countries 

have faced numerous resource constraints and implementation challenges when introducing 

and scaling up these strategies [6–8], there is increasing interest and commitment by African 

policymakers to address the substantial burden of cervical cancer. The Organization of 

African First Ladies for Development have undertaken initiatives related to cervical cancer 

control, the African Cancer Coalition has established a network of oncologists across the 

continent, and the African Union has held advocacy events on cancer alongside their 

annual summit. It is thus an opportune moment to ensure that this focus and advocacy 

can be operationalized through cancer control policies that are robust and evidence-based 

[9]. Policy can affect financing, service organization and delivery, discourse and behaviors 

[10–12]; and detailed, multi-level policies and strategies are needed in order to effectively 

implement programs and services to reduce cervical cancer burden [13]. Per the Centers for 

Disease Control and Prevention (CDC)’s logic model for developing national cancer control 

programs, policy change can affect access to care, delivery of clinical preventive services 

and cancer care, as well as individuals’ knowledge and behaviors – ultimately impacting 

quality of life, disparities, and cancer outcomes [14].

Not all plans and policies are equally actionable and relevant, however. For example, 

although most African countries have at least one integrated non-communicable disease 

(NCD) policy or plan [15], a recent analysis identified substantial heterogeneity in the level 

of detail and comprehensiveness of such plans, and a mismatch between priorities and 

activities enumerated in national versus global documents [16]. This may impact capacity 

to implement such policies and deliver services accordingly. It is therefore imperative to 

analyze both the presence and content of health policies in order to understand how they 

might influence outcomes.

We undertook a review to characterize the cervical cancer policy landscape in Africa. 

To our knowledge, only two analyses have been previously conducted on this topic, one 

focused exclusively on eastern Africa [17], and another that was conducted in 2016 so 

may be outdated in the rapidly-evolving context of cancer control [18] and given the 

major shifts in the global policy space around NCDs and cancer control including the 
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World Health Organization (WHO) Global Action Plan for the Prevention and Control of 

NCDs 2013–2020 [19], WHO’s recent Global Strategy to Accelerate the Elimination of 

Cervical Cancer as a Public Health Problem [20], as well as commitments from agencies 

including Gavi, PEPFAR and UNAIDS to invest in cervical cancer prevention and control 

activities. We aimed to summarize the publicly-available information relevant to cervical 

cancer prevention (primary, secondary and/or tertiary) policy among African countries, and 

to assess whether policies varied by country-level characteristics such as health policy and 

financing environments, burden of disease, or economic situation.

2. Methods

2.1. Search strategy and data collection

We conducted a scoping review to collect national cervical cancer policy documents from 

countries in the World Health Organization African region. First, we gathered policies 

posted to the International Cancer Control Partnership (ICCP) database [21] (International 

Cancer Control Partnership, 2020). Next, we searched Google to locate additional cervical 

cancer policy documents using search terms: cervical cancer, HPV, policy, and Ministry of 

Health (translated for non-English speaking countries). Third, we identified relevant policy 

documents from the website of each country’s Ministry of Health or equivalent, using 

both a manual search and search terms if a search engine was available; each website 

was searched for overall health policies and plans, as well as those specific to cervical 

cancer, HPV, cancer, non-communicable diseases (NCDs), sexual/reproductive health, and 

adolescent/child health.

We included policies in the analysis if they included information on primary, secondary, 

or tertiary prevention for cervical cancer. Primary prevention activities work to reduce risk 

factors; through secondary prevention, precancerous cases are identified and managed; and 

tertiary activities focus on mitigating disability among those with cancer.

There were no restrictions based on publication year and we analyzed the most recent 

version of each policy identified. There were no language restrictions, and non-English 

language documents were translated for analysis. If no policy/plan documents were found, 

we included information as available from the WHO, including the Global Immunization 

Summary, the Cancer Atlas, and HPV and Related Disease reports.

We also collected contact information for stakeholders in each country who might 

have information about cervical cancer policy – such as Ministry of Health employees, 

representatives of multilateral institutions (the West African Health Organization, the 

WHO), and collaborators listed on policy documents. We emailed these individuals to 

confirm our data about their country’s primary, secondary, and tertiary cervical cancer 

prevention activities; unfortunately, only three countries responded to our queries so we 

were unable to use these data in the analysis.

Using global databases, we collected data about each country’s region within Africa [22], 

burden of disease (female life expectancy [2018] [23], HIV prevalence [2019] [24] and 

cervical cancer age-adjusted mortality rate [2018] [2]), economics (prevalence of poverty 
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[most recent year available, ranged 2006–2018] [23] and Gini index [most recent year 

available, ranged 2008–2017] [23]), health financing (external financing for health [2017] 

[25]), and policy environment (presence of a non-communicable disease policy [2019] [25], 

and female representation in government [2014] [26]).

2.2. Data extraction and analysis

Each policy document was reviewed for information related to clinical requirements for 

cervical cancer primary, secondary or tertiary prevention. These were specified following 

recommended programmatic guidelines per the WHO [27,28]. One point was assigned 

per activity mentioned in the policy, and these points (equally weighted) were summed 

into scores for each category of prevention as well as overall (Table 1). Some data 

elements extracted (i.e., target sex for vaccination program, vaccine price, health personnel 

authorization for lesion treatment and for cancer treatment, follow-up protocol following 

cancer treatment) were not included in analysis because very few policies/plans included 

these. Policies were classified as recent if they were dated 2018 or later.

We analyzed scores across countries and activities; and we compared the median policy 

score across country characteristic (region, burden of disease, economics, health financing, 

and policy environment). For continuous measures such as cervical cancer burden or Gini 

coefficient, we classified each country as being above- or below-average for each indicator. 

The only exception was female representation in government, where the distribution was 

highly skewed, so we used a more stringent benchmark (85th percentile).

3. Results

In total, 47 of the 54 African countries contributed data to this analysis: 35 had policies 

containing information on primary prevention, 38 on secondary prevention, and 19 on 

tertiary prevention. There were 39 countries with recent (2018 or later) policies: 30 policies 

including primary prevention, 26 including secondary prevention, and 7 including tertiary 

prevention.

The median overall cervical cancer policy score was 4 (average: 4.8, range: 0–11) (Fig. 

1). Three countries received an overall score of zero (Equatorial Guinea, Guinea Bissau, 

and South Sudan) indicating that they did not have any recent policies including primary, 

secondary or tertiary cervical cancer prevention. South Africa received the highest score (11) 

and Kenya and Malawi received scores of 10. Table 2 shows information about the policies 

and points per country.

Overall, cervical cancer policies were more comprehensive in countries in Eastern and 

Southern Africa than other regions (Table 3). The financing and policy environment appear 

to be associated with the comprehensiveness of cervical cancer policies: countries with 

higher external financing for health had slightly more comprehensive cervical cancer 

policies (median score = 5) than countries with less external health financing (median score 

= 4). In countries with greater female representation in government, cervical cancer policies 

were substantially less comprehensive (median score = 4) than in countries with lesser 

female representation in government (median score = 8).
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3.1. Primary prevention

Policies were assigned up to 4 points for their discussion of primary prevention activities. 

Among those countries with a primary prevention policy (n = 35), the average score was 1.7 

(median 2). Focusing on recent policies only (n = 30), the average score was 2.0 (median 2).

Policies were most likely to contain information about the age range of girls eligible for 

HPV vaccination (n = 32) although this ranged widely (Table 4). (The WHO recommends 2 

vaccine doses for girls aged 9–14 [20]) Some countries mentioned a specific age cohort to 

be vaccinated (most commonly, 9-year old girls) while many others gave ranges for vaccine 

eligibility. Two countries (Malawi and South Africa) had policies that mentioned including 

boys in the future. Fewer than half of countries had policies containing information about 

which vaccine was being used or the vaccination schedule (n = 20), the setting(s) where 

vaccination would be offered (n = 12) or sensitization/education campaigns (n = 14). The 

most common vaccination setting was schools (n = 12), and 6 countries also included 

approaches for reaching out-of-school girls.

3.2. Secondary prevention

Most countries had policies that discussed secondary screening approaches (n = 38). Among 

countries with any secondary prevention policy, the average and median score was 3 

(maximum possible score: 6). Countries with recent policies (n = 30) also had an average 

and median score of 3.

Among policy elements, the most commonly included detail was about screening method 

(n = 35) and this was most commonly visual inspection with acetic acid (VIA); only 

Algeria and the Seychelles did not mention VIA. Policies that mentioned multiple screening 

approaches often suggested segmentation based on resource availability or level of the health 

system. Target ages for routine screening were also commonly mentioned but both starting 

and stopping ages for screening varied considerably across countries – as did suggested 

routine screening schedules, and there was no apparent association between screening 

approach/technology and recommended screening frequency. Only four countries had 

different screening age recommendation or frequencies for HIV-positive versus -negative 

women in their policies. The most common lesion treatment technique mentioned in 

these policies was cryotherapy; and the three countries with protocols for women after 

lesion treatment all had different recommendations. Only nine countries’ policies discussed 

awareness-raising about cervical cancer screening. The WHO recommends screening 

women aged 30–49 with HPV DNA test (or VIA in resource-constrained settings) followed 

by treatment of precancerous lesions [20].

3.3. Tertiary prevention

Twenty-eight countries did not have any information on tertiary prevention (Table 4); among 

those countries with a tertiary prevention policy (n = 19) the average score was 1.6 and the 

median was 2 (the maximum possible score was 2). Recent policies (n = 7) were slightly less 

comprehensive with an average of 1.3 and a median of 1.
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Cancer treatment, particularly chemotherapy and surgery, was discussed by 18 countries’ 

policies. Only the Gambia and Kenya recommended specific treatment methods for each 

cancer stage. Pain relief was more commonly mentioned as a palliative care approach by 9 

countries, and 4 included other types of psychosocial support.

4. Discussion

Cervical cancer burden remains high in Africa, with an age-standardized incidence rate of 

30.9, versus 13.3 globally (and 8.4 in high-income countries) [29]. Despite the potential to 

save many women’s lives, most countries in the African region lack comprehensive cervical 

cancer control policies. Robust policies are an important – although not sufficient – step in 

ensuring the delivery of life-saving cancer prevention services.

We collected, summarized and compared the content of recent policies discussing primary, 

secondary or tertiary cervical cancer prevention in Africa. Nearly all countries had at least 

one policy addressing cervical cancer prevention, but most lacked important details. The 

median number of policy components in a country was 4 (out of a maximum of 12). Recent 

policies were also not more detailed than older policies, suggesting little improvement in 

policy comprehensiveness over time.

Policies were more likely to address primary and secondary prevention than tertiary. A 

previous scoping review had found lesser emphasis on HPV vaccination among African 

cervical cancer policies [18] – so our results suggest an improvement in policies for primary 

prevention, which may reflect increased vaccine availability in the region. The relative 

emphasis on prevention versus treatment has been noted in other recent policy reviews from 

Africa [16] – and should be understood in the context of limited surgical access [30,31] 

and lack of palliative care [32] in the region, alongside strong financial support from Gavi 

for HPV vaccination in many African countries. It is, however, particularly important for 

cervical cancer policies to address tertiary prevention – especially in lower-income countries 

where many women with cervical cancer receive late-stage diagnoses due to lack of access 

to primary and secondary prevention programs, and where cervical cancer survival is lowest 

[33].

Policies from countries in Eastern and Southern Africa, especially those with above-average 

HIV prevalence (e.g., Kenya, Malawi, and South Africa), were more comprehensive than 

policies from other regions. As these diseases share many important risk factors and women 

who are HIV-positive have more aggressive cancer progression, this is a crucial synergy, and 

prevention activities are particularly important in high HIV burden contexts – which may be 

one reason for stronger cervical cancer policies among countries in this group.

Policy content may be influenced by donor priorities, as countries with more health 

financing from external sources have more comprehensive policies. Many cervical cancer 

prevention activities in low- and middle-income countries are donor-funded (e.g., HPV 

vaccine financed and supported through Gavi and generous support for screening activities 

through USAID and other partners) [34]. This may be picking up an “HIV effect,” as HIV 

is the most common focus area for donor financing in Africa [35] – so the comprehensive 
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cervical cancer policies in high HIV burden countries, particularly those with more donor 

financing, may reflect responsiveness to both public health necessity and donor attentiveness 

to HIV response. We encourage further work to better understand the relationship between 

health financing (both source, like donor funding, and quantity) and policy quality.

We were surprised to see no association between a country’s cervical cancer burden and its 

policy comprehensiveness (Malawi is a noteworthy exception as it has the second-highest 

cervical cancer mortality rate in the region [1] as well as the second-most comprehensive 

policy) – although mortality estimates are subject to substantial error due to poor detection 

and reporting, so this correlation should be interpreted with caution. It is however possible 

that countries with high cervical cancer mortality are also those with weaker health systems 

and generally limited resources to implement robust cancer control strategies, but we did not 

explore this hypothesis.

We also expected to see a relationship between female representation in government and 

policy comprehensiveness, as more gender-inclusive voices at the policymaking table might 

be associated with greater attention to women’s health issues. However, we found evidence 

to suggest the opposite is true. Previous analyses from both higher- and lower-income 

countries have found a positive association between female representation in government 

and population health outcomes, and the posited mechanism is through increased financing 

for health [36–40]. Because cervical cancer programs in Africa are largely externally 

funded, this may attenuate the possible positive health effects of female governance on 

cervical cancer policy. A different hypothesis is that, due to the technical expertise needed 

for policy formulation, the stakeholders involved in cervical cancer policy development are 

at a different “level” – for example, within cancer units at the Ministries of Health – rather 

than the ministerial-level represented in this indicator. We encourage further exploration of 

this, and particular consideration of how women’s voices – from civil society as well as 

cervical cancer survivors – can be amplified in the policy-making space.

Certain policy components were more likely to appear than others, across types and 

countries. For example, it was more common to specify target vaccination and screening 

groups (91 % of countries with primary prevention policies, and 76 % of countries 

with secondary prevention policies, respectively) – and relatively less common to discuss 

sensitization campaigns (40 % and 21 % of countries’ primary and secondary prevention 

policies, respectively) or education about risk factors (20 % of primary prevention 

policies). However, policy details were very heterogeneous and are not always reflective 

of current evidence. For example, the WHO strategy for cervical cancer elimination 

recommends twice-lifetime screening (ages 35 and 45) [41], reflecting findings from 

extensive modeling analyses [42–44]. However, these policies varied widely in their 

recommendations around ages for cervical cancer screening, from beginning at age 20–35 

(most common recommendation was age 25) and stopping at age 45–70 (most common 

recommendation was age 50).

Similarly, countries varied in their recommended screening intervals, from annual to once 

per decade, although the most common recommended frequencies were every two or 

three years. By deviating from global recommendations for optimal screening schedules, 

Akanda et al. Page 7

J Cancer Policy. Author manuscript; available in PMC 2023 April 12.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



these policies may subject women to over-screening [45], which can waste valuable 

limited financial and human resources, and can cause unnecessary burden for women (e.g., 

treatment complications, emotional distress) [46,47]. Additionally, although policies about 

cervical cancer screening in Africa mostly incorporate visual inspection with acetic acid 

(VIA) as is recommended by the WHO for lower-resource settings, only four reflected 

recent lesion treatment guidelines [48], i.e. including thermocoagulation as an alternative 

approach in low-resource contexts. Such mismatches were identified in an earlier analysis of 

cervical cancer policy in Africa [18], suggesting little improvement over time. These gaps 

and discrepancies highlight opportunities for strengthening and aligning local policies with 

global recommendations.

Several recommendations for policymaking arise from this analysis. (1) Countries should 

critically examine their cervical cancer control policies, with an eye toward comprehensive 

inclusion of primary, secondary and tertiary prevention activities. (2) During the process of 

choosing specific policy elements – for example, age for HPV vaccination, recommended 

frequency of screening or use of thermocoagulation – policymakers should consult the 

scientific literature to ensure their policies reflect the current evidence-based best practices. 

(3) There may be a need to examine, and potentially strengthen, who is motivating and 

who is “at the table” for cancer control policymaking. For instance, we found that external 

donors may play a substantial role in stimulating cervical cancer policy adoption/change, 

while female representation in policymaking spaces did not lead to improved cervical cancer 

policies. This is an area deserving of critical analysis, and in particular, policymakers may 

wish to identify ways to amplify local expertise during the policy design stage. (4) Although 

not examined in this analysis, policymakers and researchers should be attentive to the 

other steps in policy implementation, e.g. resource allocation, clear delineation of roles 

and responsibilities, cultivating champions, engaging constituency groups, specification and 

tracking of relevant monitoring indicators. Policies should be seen as living documents 

that should be updated to reflect new scientific evidence, to engage new and relevant 

stakeholders, to reflect evolving local contexts, and to address implementation realities. (5) 

This analysis could serve as a “benchmarking” or monitoring exercise if repeated in the 

future, e.g. following the 2022 World Health Assembly when countries will report back on 

their progress toward the WHO elimination strategy. Repeating this analysis could shed light 

onto policy progress over time.

This study has some limitations that should be noted. First, this was a desk review using 

Internet-based resources, so we may have overlooked important sources or recent policy 

documents that may not yet be online. Although we tried to include all relevant policies, 

for example, by looking at adolescent health policies to see if they included information 

about the HPV vaccine and reviewing reproductive health policies for relevant information 

about cervical cancer screening, it is possible that we overlooked other policies with relevant 

content. This may be a particular shortcoming if specific activities are more likely to be 

included in policies outside our search terms, for example if palliative care policy is detailed 

in other documents. We attempted to address this by contacting key stakeholders in each 

country to confirm and correct our data, but as only three countries responded to our 

queries, we unfortunately cannot fully address this limitation. In particular, our search did 

not include HIV policies, universal health coverage policies, or primary health care policies 
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– all of which could potentially include cervical cancer prevention and control activities. 

Second, due to the relatively small number of countries we could not conduct multiple 

variable analyses, so our comparative assessment lacks intersectionality. This explorative 

approach should be expanded in future research using larger datasets and collecting new 

qualitative data from policymakers and stakeholders to explore these hypotheses. Third, the 

presence of a policy is not the ultimate end point: a policy is merely on the pathway to 

improved outcomes. Further work is needed to understand policy implementation and how 

these policies affect health outcomes such as cancer incidence and survival, as conducted in 

the recent analysis by Njunga et al. in Eastern Africa [17].

5. Conclusions

Comprehensive, evidence-based policies are an essential step toward improving population 

health outcomes – including for cancer control. We found that although many countries in 

Africa have policies that address primary, secondary and/or tertiary prevention of cervical 

cancer, many of these policies are not comprehensive. When policies do include details, 

they vary widely across countries and may not reflect global recommendations and recent 

evidence. These findings are surprising given the global policy context that increasingly 

emphasizes NCDs – and specifically cervical cancer elimination; and the major burden 

of cervical cancer in the African region. These results suggest that certain factors may 

influence cervical cancer policy comprehensiveness, including HIV burden and donor 

financing for health; while other variables may not be as influential as hypothesized, 

such as cervical cancer mortality and female representation in government. This analysis 

highlights opportunities for strengthening cervical cancer policy in the African region, 

including specific topics that are often overlooked, mismatches with global evidence that 

can be addressed, and “background” factors that may influence policy content and should be 

considered by those involved in knowledge translation efforts.
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Fig. 1. 
Cervical cancer policy comprehensiveness across Africa.

Numbers indicate total scores, which can range from 0 to 12. Darker blue denotes higher 

scores. Countries in grey were not included in this analysis.
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Table 1

Data extraction and analysis approach.

1 point assigned for information provided on: Score range

Primary prevention • HPV vaccine type or schedule

• Target age for HPV vaccination

• Setting for HPV vaccination

• Education or sensitization efforts

0–4

Secondary prevention • Screening method

• Target age for routine screening

• Routine screening schedule

• Lesion treatment method

• Lesion rtreatment protocol

• Awareness-raising activities

0–6

Tertiary prevention • Cancer treatment methods

• Palliative care approach

0–2

Total possible points 0–12
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Table 3

Median number of cervical cancer policy components, by country grouping.

Policy and financing context

NCD policy [25]

Countries with an operational, multisectoral national NCD policy, strategy or action 
plan (n = 21) Median score: 5

Countries without an operational, multisectoral national NCD policy, strategy or 
action plan (n = 26) Median score: 4

Female representation in 
government [26]

Countries with greater female representation in government (≥30 % of government 
ministerial positions filled by women) (n = 21) Median score: 4

Countries with lesser female representation in government (<30 % of government 
ministerial positions filled by women) (n = 26) Median score: 8

External financing for health [25]

Countries with greater external financing for health (≥21.4 % external health 
expenditure, as percentage of total health expenditure) (n = 17) Median score: 5

Countries with lesser external financing for health (<21.4 % external health 
expenditure, as percentage of total health expenditure) (n = 30) Median score: 4

Geographic and economic context

Poverty prevalence [23]

Countries with greater poverty (≥44.9 % of population below national poverty line) (n 
= 24) Median score: 4

Countries with lesser poverty (<44.9 % of population below national poverty line) (n = 
23) Median score: 4

Income inequality [23]
Countries with greater income inequality (≥43.8 Gin. Index) (n = 19) Median score: 4

Countries with lesser income inequality (<43.8 Gin. index) (n = 28) Median score: 4

African region [22]

Countries in Central Africa (n = 9) Median score: 2

Counties in Eastern Africa (n = 11) Median score: 7

Counties in Northern Africa (n = 2) Median score: 3

Counties in Southern Africa (n = 10) Median score: 6

Counties in Western Africa (n = 15) Median score: 4

Burden of disease

Female life expectancy [23]
Countries with longer life expectancy (≥64.9 years from birth) (n = 19) Median score: 5

Countries with shorter life expectancy (<64.9 years from birth) (n = 28) Median score: 4

HIV prevalence [24]
Countries with higher HIV prevalence (≥5.9 % among females aged 15+) (n = 13) Median score: 7

Countries with lower HIV prevalence (<5.9 % among females aged 15+) (n = 32) Median score: 3

Cervical cancer mortality rate [2]

Countries with greater cervical cancer mortality (≥25.9 age-standardized deaths per 
100,000) Median score: 4

Countries with lesser cervical cancer mortality (<25.9 age-standardized deaths per 
100,000) Median score: 4
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Table 4

Policy details.

PRIMARY PREVENTION

Total points (range 0– 4)

0 points: n = 12
1 point: n = 9
2 points: n = 12
3 points: n = 11
4 points: n = 3

Policy details n countries mentioning Details and frequencies

Target age for HPV vaccination 32

9-year-old girls: n = 8
9-to 13-year-old girls: n = 7
10-year-old girls: n = 7
9-to 14-year-old girls: n = 3
14 years old: n = 2
7 years old: n = 1
11-to 12-year old girls: n = 1 
“Preadolescent girls”: n = 1 
10 to 14-year-old girls: n = 1
10–11-year-old girls: n = 1

HPV vaccine type or schedule
† 20

Type
‡
:

Gardasil: n = 3
Nonspecific quadrivalent vaccine: n = 1 
Cervarix: n = 1
Nonspecific bivalent vaccine: n = 1 
Gardasil and Cervarix: n = 1 
Schedule:
Two doses 6 months apart: n = 15 
Two doses 6–12 months apart: n = 1 
Two doses no timeframe specified: n = 2 
Three doses: n = 1

Education or sensitization efforts 14
Education campaigns about risk factors for cervical cancer

‡
:

Sexual behavior: n = 6 
Tobacco use: n = 7 
Non-specific topics: n = 9

Setting for HPV vaccination 12
Setting for vaccination

‡
:

Schools: n = 12
Approaches for out-of-school and other girls 
e.g. via health system, community-based campaigns: n = 6

SECONDARY PREVENTION

Total points (range 0– 6)

0 points: n = 9
1 point: n = 4
2 points: n = 8
3 points: n = 12
4 points: n = 9
5 points: n = 4
6 points: n = 0

Policy details n countries mentioning Details and frequencies

Screening method 35

VIA (at all): n = 33 
VIA only: n = 16 
VIA + cytology/Pap: n = 12 
VIA, + cytology/Pap + HPV DNA testing: n =5
Cytology only: n = 2
Cytology + HPV DNA testing: n = 1

Target age for routine screening 30

Begin at
‡
:

Age 20: n = 1 
Age 25: n = 15 
Age 30: n = 10 
Age 35: n = 2
2 years after sexual debut (no specific age): n =1 
Stop at:
Age 50: n = 4 
Age 65: n = 6 
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Age 45: n = 2 
Age 49: n = 6 
Age 55: n = 2 
Age 59: n = 2 
Age 70: n = 1 
No upper age limit: n = 2

21 Annual: n = 2 
Every 2 years: n = 3

Routine screening schedule

Every 3 years: n = 7 
Every 3–5 years: n = 6 
Every 5 years: n = 2 
Every 10 years: n = 1

Lesion treatment method 18

Method
‡
:

Cryotherapy (at all): n = 17 
LEEP (at all): n = 13 
Thermocoagulation (at all): n = 4 
Cold knife cone (at all): n = 4 
LLETZ (at all): n = 2

Lesion treatment protocol 3
Recheck after 6 months + annual screening for 5 years: n = 1
Annual screening for 3 years: n = 1 
Screening every 3 years until normal: n = 1

Awareness-raising activities 9 Education campaigns about screening for cervical cancer: n = 9

TERTIARY PREVENTION

Total points (range 0–2)
0 points: n = 28
1 point: n = 7
2 points: n = 12

Policy details n countries mentioning Details and frequencies

Cancer treatment methods 18

Surgery + radiation + chemotherapy: n = 13 
Radiotherapy alone: n = 2 
Chemotherapy alone: n = 1 
Surgery alone: n = 2

Palliative care approach 13 Pain relief: n = 9
Psychosocial, familial and spiritual support: n =4

†
One point assigned for type and/or schedule (a policy with both would obtain 1 point).

‡
Policies may be included in more than 1 row/count if they included more than 1 listed component.
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