10.5005/ctdt-4-2-vii

Editorial
Cervical Cancer—A Tragedy We Can Prevent

World Health Organization (WHO) launched Global Strategy to spur up elimination of cervical cancer on 17th Nov 2019 1 by their Teal
lighting initiative – this was the first ever global initiative towards elimination of cervical cancer with 194 countries committing to cancer
elimination. The iconic landmarks stood in solidarity to illuminate in teal – and look at a cervical cancer free future. Standing in solidarity
with over 100 landmarks across the world, In Amritsar in India from where I belong – the Golden Temple Plaza (entry to Golden Temple,
Heritage walk, Jallianwala Bagh, Town Hall glimmered as beacons of hope for a cervical cancer free future – made possible by efforts of
‘Phulkari CAN -Women of Amritsar”.

Three key strategies have been outlined under this WHO initiative: – Vaccination, Screening and Elimination. The discussion on Cervical
cancer has become so pertinent at this hour. Reasons –
• Womens health especially during the Covid pandemic has been ignored and undermined – and this is a worldwide phenomenon.
• Cervical Cancer is preventable.
• Detected early it is treatable.
The WHO is focusing on Awareness, Vaccination and Screening – the three pillars to eliminate cervical cancer. The need of the hour
is to create awareness and knowledge about what is cervical cancer, what are the causal factors and what can be done to eliminate it.
Cervical cancer is one of the most treatable form of cancer, if it is detected early and managed effectively. It is the 4th most common
cancer in women in the world. 2018 data shows 5,70,000 women diagnosed with cervical cancer worldwide and about 3,11,000 women
deaths. 90% deaths are seen in low and middle income countries while 80% of cervical cancer patients are detected in advanced stage
of cancer.2,3
Cervical Cancer is the second most common cause of cancer mortality among women of low and middle income countries including
India.4 Cervical cancer kills roughly 67,477 Indian women annually. Women in age group 55-65 age group are at the highest risk of Cervical
cancer, many women also fall prey to it at 30’s and even late 60’s. 2018 stats show that there are 96,922 new cases and 60,078 deaths each
year in India, accounting for one-fourth of world’s cervical cancer deaths.
About 99.7% cases of cervical cancer are caused by high risk Human papilloma virus (HPV). About 60% sexually active men and
women are infected with HPV sometime in their lives. Most HPV infections resolve spontaneously but persistent infections can cause
cervical cancer. HPV types 16 and 18 are responsible for 82% of cervical cancers in India. Higher income countries have reduced their
burden of this cancer by 65% over the past four decades by HPV vaccination and Screening campaigns 5. HPV vaccine has played a major
role in reducing the burden of this disease. Prof Harald zur Huasen in 2008 received the Nobel Prize in Physiology and Medicine for his
avant-garde work on discovering the association between HPV and Cervical cancer – such is the implication of this discovery.
WHO has set targets for 2030 in a step towards elimination of cervical cancer1:
• 90% girls fully vaccinated with HPV vaccine by 15 years of age.
• 70% women screened for cervical cancer with high performance test by age 35 and again by 45 years of age.
• 90% women detected receive treatment.
• If this target is met than by 2030 we can reduce cervical cancer deaths by 30% and bring down 40% of new cases and 5 million deaths
by 2050.
3 HPV vaccines are available for use in USA : GardasilR, GardasilR9 and CervarixR. All 3 prevent infection with HPV type 16 and 18, two
high risk HPVs that cause about 70% of cervical cancers (HPV 2). CervarixR also prevent infection from HPV types 6 and 11 (HPV4) which
account for 90% of genital warts and GardasilR 9 from HPV type 31,33,45,52 and 58 (HPV 9).
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The dose schedule for vaccine is:
• Age 9–14 years: 2 doses given at 0 and 6 months.
• Age 15–45 years: 3 doses given at 0, 2 and 6 months.
American Cancer Society updated guidelines for Cervical cancer screening:6
• Age 25–29: HPV test every 5 years (preferred), HPV/PAP cotest every 5 years (acceptable), PAP test every 3 years (acceptable).
• Age 30–65: HPV test every 5 years (preferred), HPV/PAP cotest every 5 years (acceptable), PAP test every 3 years (acceptable).
• Age 65 and older: No screening if a series of prior tests were normal.
Focus should also shift to availability and use of self sampling kits for cervical screening in low and middle income countries like
India, which would accelerate cervical screening program especially in the wake that several studies have authenticated that HPV DNA
detection between self-collected vaginal samples have 98.9% sensitivity and 100% specificity vis a vis physician collected samples7.
The human papilloma virus (HPV) vaccination was launched in the districts of Bathinda and Mansa in Punjab by Principal Secretary
Health, Mrs Vini Mahajan on 23 November 2016, with technical support from WHO Country Office for India. The state is waiting for the
inclusion of HPV vaccination in the immunization programme throughout the state.
The Indian Academy of Paediatrics and Federation of Obstetrics and Gynaecology of India have strongly recommended the use of
HPV Vaccination towards Cervical Cancer elimination, but we are still waiting to see its inclusion in the UIP of India. National Technical
Advisory Group on Immunization (NTAGI) on a meeting on 19th Dec 2017 recommended for introduction of HPV vaccine. India specific
data on cost effectiveness of HPV vaccines is also very promising according to WHO definition for inclusion in UIP. While HPV vaccine
should be given to both boys and girls, but at present giving it to adolescent girls alone is more cost effective to reduce the disease
burden. Giving that vaccination alone does not mitigate the need of Screening in later years of life.8
The investment in this project can generate huge economic and societal returns especially improving women’s health also leading
to improvement in family, community and societal well-being. We need governments and ministries of health and family welfare, Health
care professionals, NGOs, partners, cancer advocates to come forward and adopt the WHO call towards prevention and elimination of
cervical cancer.
After the success of implementation of COVID vaccination by India, if a cost effective indigenous HPV vaccine can be developed in
India, NTAGI recommends and the vaccine is included in UIP, awareness of cervical screening and its implementation will definitely change
the momentum from the debate on why to how India should implement its Cervical cancer elimination program. Let us all together
create history and ensure a cervical cancer free future.
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