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Background: This study aimed to investigate the status of cervical cancer screening (CCS) implementation in Europe
by investigating national or regional policies towards broadening coverage of CCS amongst vulnerable subgroups of
the population at high risk for CC. Methods: A web-based survey was conducted between September 2021 and
February 2022 with CCS programme managers and experts to identify and rank six population subgroups at high
risk considered most vulnerable to CC and to map existing policies that addressed the coverage of CCS towards
population sub-groups at risk. Results: A total of 31 responses were received from experts covering 22 European
countries. The results of this survey suggest that whilst many countries identify lower coverage of CCS amongst
population subgroups at high risk of CC as a public health problem, few countries have developed dedicated
policies towards broadening coverage among these subgroups. The six countries who reported having done so
were concentrated in the Northern or Western European regions, suggesting the existence of geographical
disparities within the continent. A key challenge in this respect is the difficulty to categorize subgroups of the
target population; many individuals are burdened by intersectionality thereby resting in multiple categories,
which may hinder the effectiveness of interventions targeted to reach specific subgroups. Conclusion: A greater
clarity on the conceptualization of vulnerability can help countries to develop and subsequently implement
strategies to increase coverage to subgroups of the target population currently underserved with regards to CCS.

Introduction

Cervical cancer (CC) is an almost entirely preventable disease. It is
also curable if detected early and adequately treated. Yet, CC
remains a leading cause of death in women globally: in 2020 alone,
an estimated 66821 new cases were diagnosed and the disease
claimed over 30608 lives in the WHO Europe region." By 2030,
the yearly European burden is projected to increase up to 68135
cases and 32725 deaths, respectively.” The projected increase calls
for action to promote the 90-70-90 Strategy of the World Health
Organisation (WHO) to Accelerate Elimination of Cervical Cancer
as a Public Health Problem globally.” The European Union (EU) has
reinforced this Strategy through Europe’s Beating Cancer Plan
(EBCP), which aims to offer cervical cancer screening (CCS) to
90% of the qualifying population by 2025.*

As the natural history of the disease involves a detectable and
treatable precancerous state lasting over 10-20 years,” CC is particu-
larly amenable to screening. Widely used methods for CCS include
visual inspection with acetic acid (VIA), conventional (Papanicolaou
smear) or liquid-based cytology and Human Papillomavirus (HPV)
DNA or mRNA testing.® CCS delivery approaches are rapidly evolv-
ing, such as introduction of HPV self-sampling, which has been
demonstrated to be nearly as accurate when compared to clinician-
sampled cervical specimens and has demonstrated to be highly

acceptable to the women improving their participation to screen-
ing.”® A recent meta-analysis observed that offering self-sampling
devices directly to underscreened women in communities generated
greater than 75% uptake.9 Moreover, a cross-sectional study in
England reported that self-sampling was the preferred option by
eligible women included in the study.'

The proposal of the European Commission to replace Council
recommendation (2003/878/EC) of 2 December 2003 on cancer
screening'’ calls on EU Member States to organize CCS, in accord-
ance with quality assurance guidelines,'>'® by testing for HPV for
women aged 30-65 with an interval of 5 years or more, and to
consider adapting ages and intervals to risk based on the HPV vac-
cination history of the individuals.'" Preferentially, CCS should be
delivered in an organized, programmatic framework in order to in-
crease the potential for providing more equitable services to reduce
disparities in coverage, access and uptake, and minimize the harms
of screening related to over-screening,'*'

Taking due account of the specific needs of population subgroups
at higher cancer risk is especially important for the organization of
CCS. The burden of CC falls disproportionately on women with
limited access to healthcare, and it is closely associated with socio-
economic inequalities.'® Recent estimates suggest 90% of CC deaths
occur in Low- and Middle-Income Countries,!” and the Human
Development Index (HDI) and poverty rates have been shown to
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account for over 52% of global variance in mortality."® Moreover, co-
morbidity and intersectionality with other risk factors further aggra-
vates CC burden among certain subgroups; for instance, women
living with HIV have a 6-fold higher risk of developing CC relative
to their counterparts without HIV." While the average incidence of
CC among the WHO Europe region stands at 10.1 per 100000
women,' it is estimated to be at 66 per 100000 (95% CI 57-77)
among women living with HIV.*

Whilst CCS programmes have managed to reduce CC mortality,’
profound disparities in terms of coverage exist among EU countries:
in 2019, 2.6% of women in Czechia self-reported to have never had
cervical smear test, while the figure amounted to 47.4% in
Romania.*'"** Moreover, there remains considerable gaps in cover-
age within countries with CCS inaccessible to subgroups at risk of
CC, such as sex workers, Roma populations, illicit drug users,
migrants and homeless communities.”*** Consequently, such
groups can be considered as being currently underserved by CCS.
The ongoing CBIG-SCREEN project aims to tackle inequality in
coverage and access by developing a knowledge framework around
barriers to CCS in Europe, leading to coherent, evidence-based rec-
ommendations to decision-makers outlining measures to broaden
coverage amongst those underserved by CCS.

The sub-study of CBIG-SCREEN reported in the present manu-
script aimed to add to knowledge in the literature on the status of
CCS implementation by investigating policies in European countries
towards broadening screening coverage among subgroups in the tar-
get population at high risk of CC thereby considered to be vulnerable
to developing the disease.

Methods

Conducting a survey

A web-based survey was conducted to map the approaches that were
in place (at national, regional or local level) within the health system
to identify population subgroups at heightened risk, thus considered
vulnerable to developing CC and typically underserved in respect of
CCS. The survey was conducted between 24 September 2021 and 28
February 2022.

A 47-item survey was designed and structured into six domains
related to CCS: (i) identification of vulnerable women; (ii) policies;
(iii) financing;( iv) monitoring and evaluation; (v) programme invi-
tation strategies; and (vi) activities towards raising awareness and
eliminating access barriers. Several items, notably those measuring
barriers to access CCS services, were adapted from the Barriers to
Effective Screening Tool (BEST), which had been previously vali-
dated in European setting.*® Final questionnaire items underwent
an iterative revision process by the co-authors before pre-testing
with professionals from partner organizations in the CBIG-
SCREEN project consortium. Subsequently, the draft questionnaire
was shared with experts external to the project in three countries
(Cyprus, Denmark and Slovenia) to review the legibility and rele-
vance of questions, feasibility to respond and provide the requested
data, and to identify gaps, inconsistencies or duplication of items.

The survey was administered using REDCap (Research Electronic
Data Capture) electronic data capture tools hosted at the
International Agency for Research on Cancer (IARC).***' REDCap
is a secure, web-based software platform designed to support data
capture for research studies, providing an intuitive interface for vali-
dated data capture, audit trails for tracking data manipulation and
export procedures.

Target participants for the survey

In terms of geographical coverage, all 27 EU member states were
included in the scope along with Iceland, Norway, Switzerland and
the UK, totalling 31 countries.
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Personal invitations to complete the survey were extended to the
target participants, who were programme coordinators or managers
of CCS programmes. In countries with several regional and local
programmes, the targeted participants were professionals involved
in nationwide oversight, monitoring or evaluation of the pro-
grammes either through a network of screening coordinators or
through a national/federal agency. For countries without an existing
CCS programme, experts in CC prevention were invited to
participate.

A snowball sampling method was used whereby initial contacts
either responded to the survey or referred to CCS-related stakehold-
ers in governmental, academia or civil society settings. Both recruit-
ment and periodic reminders were conducted via email
correspondence.

Statistical analysis

Results were provided as crude data for all responses. Descriptive
analyses (relative frequencies) were performed by country and geo-
graphic region (North, South, Central Eastern and West Europe
according to EuroVoc).”> When multiple responses were obtained
from one country, a consensus response was generated to allow for
comparison amongst countries: one author pooled the responses per
country; responses in agreement were accepted; and if there was a
difference in response, the level of governance (regional/national)
was taken into account, whereby the national one was prioritized
upon a second author validation.

A qualitative inductive thematic analysis was performed for open-
ended questions. Two investigators analyzed the content of the inter-
view transcriptions and systematically coded items into conceptually
related categories, for review by a third investigator. Discrepancies
were agreed upon through a verbal consensus amongst investigators.

Results

Coverage of targeted countries

A total of 31 representatives from 22 European countries responded
to the survey. This represents a coverage of 70.97% of the 31 coun-
tries originally targeted by the survey. Coverage was higher in
Central and Eastern Europe (n=7/8; 87.50%), followed by
Western Europe (n=7/9; 77.78%), Southern Europe (n=4/6;
66.67%) and Northern Europe (n=4/8; 50.00%). Details of CC in-
cidence, mortality and screening programme from the respondent
countries are described in table 1.

Nine countries did not respond; four of these (Austria, Cyprus,
Greece and Luxembourg) do not offer a nationally or regionally
organized CCS programme, whilst the remaining five countries
(Croatia, Iceland, Latvia, Lithuania and Sweden) have a programme
of some description.

Descriptive analysis of survey results by domain
Identification of vulnerable women

A total of 20 respondent countries (90.91%) recognized the presence
of vulnerable populations in their territory who were underserved by
the CCS programme (the respondent for Estonia was unsure, and
Hungary denied its presence).

The three most commonly identified groups as such were ‘women
living in poverty in socially deprived areas’ (n=18; 81.82%),
‘migrants from high HPV prevalence areas living in deprived areas’
(n=15 68.18%) and ‘homeless people’ (n=13; 59.09%).
Nevertheless, when asked to rank the categories for vulnerability,
‘homeless people’ was most often ranked first (n =6; 27.27%). The
group for which data were more commonly available, so that specif-
ically targeted interventions could be designed, was ‘women living in
poverty in socially deprived areas’ (n=7; 31.82%), followed by
‘women attending HIV/STI clinics’, ‘prison inmates’ and ‘migrants
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Table 1 Survey respondent details including country, EUROVOC region, amount of responses and scope of coverage, presence of a popu-
lation-based cervical cancer screening (CCS) programme,?' cervical cancer (CC) age-standardized incidence rate (ASR), CC mortality and

Human Development Index (HDI)'

Country Region No. of Coverage Population-based CC incidence ASR CC mortality ASR HDI
responses CCS programme? per 100 000 women  per 100 000 women
(estimates 2020) (estimates 2020)
Belgium Western Europe 2b National and  Yes—regional 7.7 2 0.92
Regional

Bulgaria Central and Eastern Europe 7¢ National No programme 18 71 0.82
Czechia Central and Eastern Europe 1 National Yes—national 9.3 3.6 0.89
Denmark Northern Europe 19 Regional Yes—national 10.2 2.2 0.93
Estonia Northern Europe 1 National Yes—national 18.5 43 0.88
Finland Northern Europe 1 National Yes—national 5.2 1.1 0.93
France Western Europe 1 National Yes—regional 7 2.2 0.89
Germany Western Europe 1 National Yes—national" 7.6 2.2 0.94
Hungary Central and Eastern Europe 1 National Yes—national 17.2 49 0.85
Ireland Western Europe 1 National Yes—national 10.7 2.8 0.94
Italy Southern Europe 1 National Yes—national 6.9 1.6 0.88
Malta Southern Europe 1 National Yes—national 3.7 1.1 0.89
Norway Northern Europe 1 National Yes—national’ 12 1.7 0.95
Poland Central and Eastern Europe 1 National Yes—national 12.3 5.9 0.87
Portugal Southern Europe 2¢ Regional Yes—regional 10.7 3.2 0.85
Romania Central and Eastern Europe 1 National Yes—national 22.6 9.6 0.82
Slovakia Central and Eastern Europe 1 National No—planning national 16.6 53 0.86
Slovenia Central and Eastern Europe 1 National Yes—national 6.7 24 0.9

Spain Southern Europe 1f National No—population-based 54 1.6 0.89

programme
Switzerland Western Europe 1 National No—population-based 34 1 0.95
programme®

The Netherlands Western Europe 1 National Yes—national 6.9 14 0.93
UK Western Europe 29 National Yes—national 9.9 1.9 0.92

a: These data do not derive from the survey, but from the EUSR17 reference 21.

b: Response represents the region of Flanders.

¢: Responses submitted by Bulgarian representatives of the Government (n=2), Academia (n=3), WHO (n=1) and UNFPA (n=1).

d: Response represents the region of Central Denmark.
e: Responses represent the regions of Lisbon area and Central Zone.

f: Responses represent the regions of Catalonia and Basque Country.

g: Response represents the region of North Ireland.

h: As of 1 January 2020, Germany started rolling out nationwide population-based CCS programme.?’
i: As reported by the Cancer Registry of Norway. Data are not available in reference 21.

j: As reported by the National Oncology Institute of Slovakia. Data are not available in reference 21.
k: As reported by Burton-Jeangros et al. (33). Data not available in reference 21.

from high HPV prevalence areas living in deprived areas’ (each
having a frequency of three; 13.64%). Descriptive analyses of pop-
ulations of women identified as vulnerable for CCS in the European
region are shown in table 2.

CCS policies

When asked about the existence of a documented policy for CCS
delivery to any of the abovementioned vulnerable populations in
their country, only six respondents (27.27%) confirmed its presence
(see table 3). The target population varied by country: Romania
included ‘ethnic minority, unemployed, uninsured, women recently
released from penitentiary, low education level, low income, women
in the social protection system’; Hungary reported ‘women in the
target age range: between 25-30years and 30-65years’; Estonia
focused on ‘women without health insurance’ as of 2021; the UK
included ‘all underserved, mostly socio-economically deprived, with
learning disabilities and prison inmates’; Ireland focused on
LGBTQI+ and issued some guidance for primary healthcare pro-
viders; and France targeted ‘women who are unscreened or not regu-
larly screened’. Two respondents (Estonia and France) provided
specific performance indicators regularly monitored for the above-
mentioned populations, which included both invitation and screen-
ing coverage.

CCS financing

The most common sources of financing for screening, colposcopy
referral, biopsy and treatment services, included either a total or
partial coverage by the health insurance system (n=14; 63.64%
and n=29; 40.91%, respectively). Two countries reported complete
out-of-pocket payment by the service users (Bulgaria and Poland).

CCS monitoring and evaluation

The institutions most commonly in charge of CCS monitoring
included national health authorities (n =11; 50.00%), national cer-
vical cancer screening organizations (# = 11; 50.00%) and regional or
municipal health authorities (n=10; 45.45%). Notably, none of the
respondents reported a lack of monitoring of CCS in their territory.
Nevertheless, only five (22.73%) included separate monitoring for
vulnerable populations, through population registers (n = 2), health
insurance registers (n=2), screening registers (n=2) and primary
care registers (n = 1). Variables collected included ethnicity, sex, age,
income, occupation, disability, religion, language, geographic area
and education.

Strategies to invite eligible women

A total of 17 countries reported having CCS programme invitation
strategies in place (77.27%), out of which five had specific ones for
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Table 2 Categories and ranking of vulnerable women for cervical cancer screening (CCS) as identified by respondents in n=22 countries
classified by EuroVoc region

Countries by EUROVOC Central and Eastern Northern Europe Southern Europe Western Europe Total (n =22)
region Europe (n=7) (n=4) (n=4) (n=7)
Category n (%) n (%) n (%) n (%) n (%)
Proportion of vulnerable groups

Women living in 6 (85.71) 3 (75.00) 2 (50.00) 7 (100.00) 18 (81.82)

poverty in socially
deprived areas

Women attending 2 (28.57) 0 (0.00) 0 (0.00) 4 (57.14) 6 (27.27)
HIV/STI clinics
Drug or alcohol 3 (42.86) 1 (25.00) 2 (50.00) 4 (57.14) 10 (45.45)

addicted women
attending drop-in

centres
Sex workers 2 (28.57) 1 (25.00) 2 (50.00) 5(71.43) 10 (45.45)
Migrants from high 2 (28.57) 3 (75.00) 3 (75.00) 7 (100.00) 15 (68.18)

HPV prevalence
areas living in
deprived areas

Prison inmates 2 (28.57) 0 (0.00) 3 (75.00) 4 (57.14) 9 (40.91)
Homeless people 4 (57.14) 1 (25.00) 2 (50.00) 6 (85.71) 13 (59.09)
Indigenous 1(14.29) 1 (25.00) 0 (0.00) 3 (42.86) 5(22.73)
populations
Women with 0 (0.00) 0 (0.00) 1 (25.00) 4 (57.14) 5(22.73)
disabilities
LGBTQI+ populations 0 (0.00) 0 (0.00) 0 (0.00) 3 (42.86) 3 (13.64)
Other?® 5(71.43) 1 (25.00) 2 (50.00) 3 (71.43) 11 (50.00)
Ranking of vulnerable groups
First place Women living in Tie between: Prison inmates Homeless people Homeless people
poverty in socially Women living in
deprived areas poverty in socially
Second place Homeless people deprived areas Migrants from high Migrants from high Tie between:
AND HPV prevalence HPV prevalence Women living in
Sex workers areas living in areas living in poverty in socially
AND deprived areas deprived areas deprived areas
Third place Drug or alcohol Migrants from high Tie between: Women living in AND
addicted women HPV prevalence areas Homeless people poverty in socially Migrants from high
attending drop-in living in deprived AND deprived areas HPV prevalence areas
centers areas Women with disability living in deprived
areas

Notes: Percentages are calculated as per the total of EuroVoc responses indicated in the column headings

HPV, human papillomavirus; HIV, human immunodeficiency virus; ST, sexually transmitted infection.

a: Respondents reported as ‘other’ in an open field text, including ethnic minorities (including Roma populations), older women, women
suffering from mental health disease, women living in rural areas or low access to primary healthcare centres, and victims of gender-
based violence.

Table 3 Stratified analysis of survey domains by EuroVoc region, presence of population-based cervical cancer screening programme,
cervical cancer incidence and Human Development Index

Presence of Existence of Dedicated CCS Invitation Awareness Awareness Client-
vulnerable  a policy for M&E among strategy for raising raising non- directed
groups VG (Q7) VG (Q6.1) VG (Q9.1) governmental governmental (Q13) interventions
(VG) (Q1) (Q12) (Q14)
n (%) n (%) n (%) n (%) n (%) n (%) n (%)
EuroVoc Region (total category)
Central and Eastern Europe (n=7) 6 (85.71) 2 (28.57) 2 (28.57) 1 (14.29) 4 (57.14) 3 (42.86) 5(71.43)
Northern Europe (n=4) 3 (75.00) 1 (25.00) 0 (0.00) 0 (0.00) 1 (25.00) 2 (50.00) 3 (75.00)
Southern Europe (n=4) 4 (100.00) 0 (0.00) 1 (25.00) 2 (50.00) 3 (75.00) 0 (0.00) 3 (75.00)
Western Europe (n=7) 7 (100.00) 3 (42.86) 2 (28.57 2 (28.57) 5(71.43) 4 (57.14) 5(71.43)
Presence of a population-based programme?
Yes (n=18) 16 (88.89) 5(27.78) 4 (22.22) 5 (27.78) 12 (66.67) 7 (38.89) 14 (77.78)
No (n=4) 4 (100.00) 1 (25.00) 1 (25.00) 0 (0.00) 1 (25.00) 2 (50.00) 2 (75.00)
Cervical cancer incidence (median 9.6)
Below median (n=11) 11 (100.00) 1(9.09) 2 (18.18) 2 (18.18) 6 (54.55 3 (27.27 7 (63.64)
Above median (n=11) 9 (81.82) 5 (45.45) 3(27.27) 3(27.27) 7 (63.64) 6 (54.55) 9 (81.82)
Human development index
High (0.8-0.9) (n=12) 10 (83.33) 4 (33.33) 4 (33.33) 4 (33.33) 7 (58.33) 5 (41.67) 10 (83.33)
Very high (>0.9) (n=10) 10 (100.00) 2 (20.00) 1 (10.00) 1 (10.00) 6 (60.00) 4 (40.00) 6 (60.00)
Total (n=22) 20 (90.91) 6 (27.27) 5 (22.73) 5 (22.73) 13 (59.09) 9 (40.91) 16 (72.73)

CCS, cervical cancer screening; M&E, monitoring and evaluation; VG, vulnerable group; Q, question item.
a: The presence of a population-based program does not derive from the survey, but from the EUSR17.2"
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vulnerable groups (29.41%). Such targeted strategies included letters
(France, Hungary and Italy), phone calls (Portugal), prison or insti-
tution visits by health workers (Italy) and dedicated screening cam-
paigns by a mobile team (Hungary). Target groups were identified
from a variety of sources, included population registries (n = 2), lists
from primary healthcare providers (n=1), list of insurance compa-
nies (n=1) and prison inmates registries (n=1).

When inquired about strategies to maintain women in follow-up
and further assessment, 14 (63.64%) countries reported having such
for the general population, and none did so separately for pre-
identified vulnerable groups.

Activities aiming at CCS awareness raising

When asked about ongoing or planned initiatives to create awareness
about CCS and increase participation among vulnerable populations,
13 (59.09%) countries mentioned its organization by the governmen-
tal bodies and 9 (40.91%) additionally by non-governmental organ-
izations (NGOs), research institution and civil society. Activities
included mass and small media campaigns, group education, one-
on-one education, dedicated websites and social media platforms.
Detailed results derived from a qualitative analysis of a dedicated
open question can be found in Supplementary Material 1.

Activities to overcome barriers to CCS access

Moreover, different client-directed interventions were reported to
increase community access to CCS, including: self-sampling
(n=11; 50.00%); provision of alternative screening centres (distance
problem) (n=7; 31.82%); assisting through the healthcare system
(patient navigation) (n=6; 27.27%); access to screening in mobile
units (n=>5; 22.73%); provision of transportation to the screening
centre (n=0>5; 22.73%); scheduling screening out-of-hours (n=>5;
22.73%); and reduction of out-of-pocket costs through reimburse-
ment, voucher distribution or increased third party payment for
cancer screening (n=4; 18.18%). Self-sampling was offered either
in the entire programme (1 =2) or as a pilot (n=9). Women could
self-collect samples most-commonly at home (n=8). Some pro-
grammes offered a choice of collecting samples either at a clinic or
at home (n=2).

The results for each of the survey domains were stratified accord-
ing to CC incidence (dichotomised as above or below 9.6/100.000, as
per the median of the sample), Human Development Index (HDI),
presence of population-based CCS programme and EuroVoc region,
in respect of each of the 22 countries covered by the survey (table 3).

Discussion

This study investigated existing policies towards broadening cover-
age of CCS in Europe for subgroups of the target populations at high
risk of CC and, therefore, vulnerable to this disease.

Opverall, 31 responses were received from data providers represen-
tative of 22 European countries. The results indicated that whilst
majority of the respondents acknowledge the necessity of addressing
subgroups vulnerable to CC, few countries have developed a distinct
policy about broadening coverage of CCS amongst such subgroups.
Four of the six countries with such a policy were in the Northern or
Western European regions, which suggest that geographical dispar-
ities persist in Europe. These results are aligned with the unequal
CCS coverage in the general population,”"* leading to increased
inequity among vulnerable populations. This underpins the need
to advance the design and implementation of policies for vulnerable
subgroups, as the European Commission’s proposal of September
2022 to update the 2003 European Council screening guidelines
recommends'" in alignment with the WHO CC elimination strategy
and ECBP goals.>*

Five of the six countries whose respondents reported the presence
of a policy also reported specific measures (such as dedicated

monitoring and evaluation of CCS delivery to vulnerable popula-
tions).>* As reported elsewhere,”' these countries have population-
based screening programme, which may be a positive contributing
factor to the organization and delivery of dedicated strategies to
implement the policy towards vulnerable groups. This reinforces
the positive impact that population-based programmes have upon
cancer screening health outcomes as discussed by Zhang et al."®

Likewise, five out of six countries with a dedicated policy had CC
incidence above the European median incidence, which indicates
that a relatively high CC burden can act as a motivation for devel-
oping policies to vulnerable subgroups.'” Additionally, two-thirds of
countries in which awareness-raising activities by NGOs were
reported, are countries with high CC incidence. This emphasizes
the importance that civil society organizations have for the active
engagement with subgroups in those countries with greater CC in-
cidence,® and reinforces the need for cross-sector involvement in the
pursuance of the WHO and EBCP related targets.>*

Although the survey results demonstrate a widespread acknow-
ledgment that addressing low coverage of CCS is an important public
health issue, respondents differed in their interpretation of vulner-
ability. The lack of consensus on how to identify subgroups consid-
ered vulnerable to CC appears to be an obstacle to implementing
strategies to broaden coverage. In countries not having an organized
nationwide CCS programme not yet in place (e.g. Bulgaria), all
women and people with a cervix in the target population should
be considered vulnerable due to the lack of access to quality-
assured screening, and this was accepted by the Bulgarian respond-
ent. In other instances, respondents preferred to focus on the settings
or environments themselves, such as prisons and incarcerated
women, sex workers, homeless populations, etc., as the key defining
factor of vulnerability.

In many cases, common categories of population subgroups were
identified by respondents. These were typically subgroups considered
to be at elevated risk of CC, for which considerable gaps in CCS
coverage have been described in the literature.***® Frequently, the
issue of intersectionality was identified as a barrier to broadening
coverage. Intersectionality refers to the co-existence of multiple cat-
egories for an individual, e.g. incarcerated women, women living
with HIV, low socio-economic status, HPV unvaccinated, migrant
women from fragile states, etc.”>*® Respondents noted that as many
women underserved by CCS can be categorized according to mul-
tiple, intersecting identities, it becomes complex to develop targeted
interventions. To reduce the complexity, defining vulnerable sub-
groups could focus on actionable, identifiable factors, for example,
concentrating on location or factors documented in an accessible
registry such as country of origin, or vaccination status.

Several important limitations with this study should be acknowl-
edged. Despite the best efforts of authors to achieve responses from
all countries, nine are not covered by the survey. For some of these
countries, such as Cyprus, experts were not able to respond to the
survey due to the lack of a CCS programme in the country.
Correspondence from the experts from Sweden, who did not com-
plete the survey, noted that fewer than 0.01% of the target group for
CCS are long-term non-attenders. These individuals are sent directly
an HPV self-sampling kit. Although this result could not be included
for direct comparison it indicates the importance of self-sampling as
an intervention to broaden coverage.”'

Whilst efforts were taken to invite the most suitable experts, data
reported in this survey rely on the opinion and judgement of the
respondents and, therefore, care should be taken with generalizing
the findings beyond the scope of this study. Additionally, data on the
existence of a population-based CCS programme are derived from
the Cancer Screening in the EU report published in 2017.%'
Therefore, data from recent years are not likely to be captured.

This study has reported that whilst many countries identify lower
coverage of CCS amongst population subgroups at high risk of CC as
a public health problem, few countries have developed policies dedi-
cated towards broadening coverage among these subgroups. The
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complexity of categorizing subgroups of the target population con-
sidered to be vulnerable to developing CC is compounded by the
intersectionality of individuals amongst the subgroups. Greater clar-
ity on the conceptualization of vulnerability can help countries to
develop and subsequently implement interventions to increase cover-
age amongst subgroups currently underserved with regards to CCS.
Promoting a value-based approach to CC prevention with pragmatic
policies ensuring access, equity, quality, performance, efficiency and
productivity (optimized allocation of resources) will help European
countries minimize the inequalities that currently exist between and
within the countries.”

Supplementary data
Supplementary data are available at EURPUB online.

Acknowledgements

Marc Bardou (Centre d’investigation clinique INSERM 1432, Centre
Hospitalier Universitaire de Dijon, Dijon, France; Université
Bourgogne-Franche Comté, Dijon, France). Berit S Andersen
(University Research Clinic for Cancer Screening, Department of
Public Health Programmes, Randers Regional Hospital, and
Department of Clinical Medicine, Aarhus University). Pia
Kirkegaard, Rikke Buus Bgje, Mette Tranberg (University Research
Clinic for Cancer Screening, Department of Public Health
Programmes, Randers Regional Hospital, Randers, Denmark). Rosa
Legood, Li Sun, Martin McKee, Sadie Bell, Rachel Greenley
(Department of Health Services Research and Policy, London
School of Hygiene and Tropical Medicine, London, UK). Anna
Foss, (Faculty of Public Health and Policy, London School of
Hygiene and Tropical Medicine, London, UK). Paolo Giorgi Rossi,
Letizia Bartolini, Laura Bonvicini (Epidemiology Unit, AUSL-IRCCS
di Reggio Emilia, Italy). Luca Ghirottoo, Giusy Iorio (Qualitative
Research Unit, AUSL-IRCCS di Reggio Emilia, Italy). Noemi
Auzzi, Paola Mantellini, (Osservatorio Nazionale Screening, ISPRO
Toscana, Florence, Italy). Nuno Lunet (Departamento de Ciéncias da
Saude Puablica e Forenses e Educacao Médica, Faculdade de
Medicina, Universidade do Porto, Porto, Portugal; EPIUnit,
Instituto de Saude Publica da Universidade do Porto, Porto,
Portugal; Laboratério para a Investigagao Integrativa e
Translacional em Satide Populacional (ITR), Porto, Portugal). Joao
Firmino-Machado, Margarida Teixeira, Ana Fernandes, Mariana
Amorim, Inés Baia (EPIUnit, Instituto de Saude Publica da
Universidade do Porto, Portugal). Anneli Uuskiila, Anna Tisler
(Institute of Family Medicine and Public Health, University of
Tartu, Tartu, Estonia). Aadriana Baban, Diana Taut, Nicoleta Jiboc
(Dept of Psychology, Babes-Bolyai University, Cluj-Napoca,
Romania). Florian Nicula, Alexandra Tolnai (Screening
Management Unit Ton Chiricuta’ Institute of Oncology Cluj-
Napoca (IOCN), Romania). Rebecca Moore, Vanessa Moore
(European Institute of Women’s health Limited (EIWH), Dublin,
Ireland). Partha Basu, Isabel Mosquera, Keitly Mensah, Eric Lucas,
Pia Kirkegaard (Early Detection, Prevention and Infections Branch,
International Agency for Research on Cancer/World Health
Organization (IARC), Lyon, France). Lise Rochaix (Hospinnomics
(PSE-Ecole d’Economie de Paris, Assistance Publique des Hopitaux
de Paris-AP-HP), France; Université Paris 1 Panthéon-Sorbonne,
Paris-Jourdan Sciences économiques (UMR 8545), Paris, France).
Camilla Fiorina (Hospinnomics (PSE-Ecole d’Economie de Paris,
Assistance Publique des Hopitaux de Paris-AP-HP), France). Irina
Todorova, Yulia Panayotova, Tatyana Kotzeva (Health Psychology
Research Center, Sofia, Bulgaria). David Ritchie, Helena Ros
Comesana, Meritxel Mallafré-Larrosa, Ginevra Papi (Association of
European Cancer Leagues (ECL), Chaussée de Louvain 479, Brussels,
Belgium). Christiane Dascher-Nadel (Inserm Transfert, Paris,
France).

Survey of current policies 507

Funding

Horizon 2020, Grant Agreement #964049. CBIG-SCREEN, a 5-year
collaborative research project, has received funding from the EU
Horizon 2020 Research and Innovation Programme under Grant
Agreement No. 964049. The opinions and findings of this publica-
tion reflect only the authors’ views and the European Commission is
not responsible for any use that may be made of the information it
contains.

Disclaimer: Where authors are identified as personnel of the
International Agency for Research on Cancer/World Health
Organization, the authors alone are responsible for the views
expressed in this article and they do not necessarily represent the
decisions, policy or views of the International Agency for Research
on Cancer/World Health Organization.

Conflicts of interest: None declared.

Data availability

Upon request to authors.

Key points

o Insights into dimensions of vulnerability among women for
cervical cancer screening (CCS) and its intersectionality;

o Pan-European mapping of CCS policies towards subgroups of
the population at high risk for cervical cancer (including 22
countries);

o Contribution to equity and reducing inequalities towards
World Health Organisation global strategy to eliminate
cervical cancer as a public health problem.
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