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Objective To describe the scale-up of cervical cancer screening and treatment for women living with human immunodeficiency virus (HIV),
aged 25-49 years in Uganda, and to analyse the programme data.

Methods The health ministry targeted existing HIV clinics in a 2-year scale-up of cervical cancer screening services from October 2020. In
preparation, we trained health workers to assess women attending HIV clinics for screening eligibility, provided either by human papillomavirus
(HPV) testing and/or visual inspection with acetic acid. Clinic staff treated women with precancerous cervical lesions with thermocoagulation
or referred women with suspected cancer to external services. We analysed data reported every 6 months for the number of clinics offering
screening, screening uptake, the number of positive diagnoses and the number of women who received treatment.

Findings The number of HIV clinics offering cervical cancer screening services increased from 11, before the programme launch, to 1571.
During the programme, screening uptake increased from 5.0% (6506/130293) to 107.3% (151872/141527) of targets. The cumulative
proportion of positive diagnoses was 5.9% (23 970/407 323) overall, but was much lower for screening offering visual inspection only
compared with clinics offering HPV testing. Although the proportion of women receiving treatment if positive increased from 12.8% (53/413)
t0 84.3% (8087/9592), the World Health Organization target of 90% was not reached.

Conclusion We demonstrated marked increases, potentially replicable by other countries, in screening and treatment. These increases
could be improved further by expanding HPV testing and same-day treatment of precancerous lesions.

Abstracts in B H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Cervical cancer is a disease of the female reproductive tract
caused primarily by oncogenic types of human papillomavirus
(HPV). In 2020, it was the fourth most common cancer among
women worldwide, with an estimated 604 000 new cases and
342000 deaths.' Low- and middle-income countries are dis-
proportionately affected, with the highest levels of incidence
and mortality occurring in sub-Saharan African countries.'
Women living with human immunodeficiency virus (HIV)
are six times more likely to develop invasive cervical cancer
compared with women without HIV infection.” In 2021, the
World Health Organization (WHO) released updated clinical
guidelines for cervical cancer, recommending that women liv-
ing with HIV aged 25-49 years are screened every 3-5 years.’

In Uganda, cervical cancer is the most common malig-
nancy among women and the leading cause of cancer-related
deaths.” In 2010, the health ministry published a strategic plan
for cervical cancer control, recommending annual screening
for women living with HIV.” However, a decade later less than
1% (11/1797) of HIV clinics supported by the United States
President’s Emergency Plan for AIDS Relief (PEPFAR) provid-
ing antiretroviral therapy (ART) to women aged 25-49 years
had introduced cervical cancer services. Among the HIV clin-
ics that had introduced such services, uptake was low mainly

because of a lack of resources for commodities and equipment
due to competing health-care priorities. By 2018, more than
80% of about 6000 women referred each year for cervical
cancer treatment to the Uganda Cancer Institute presented
with either stage 3 or stage 4 cancer, of whom 70%-80% were
HIV positive.® In 2020, estimated HIV prevalence among
women aged 15 years and older was 6.8%, and there were an
estimated 810000 women living with HIV.” During that year,
approximately 6959 Ugandan women were diagnosed with
cervical cancer and 4607 women died of the disease.*

Given the high cervical cancer burden, low screening
uptake and large population of women living with HIV, in
October 2020 the health ministry launched an intensive
scale-up of cervical cancer services among women living with
HIV aged 25-49 years. In alignment with the WHO global
strategy for cervical cancer elimination,® the health ministry
adopted a screen-and-treat approach to identify and treat
precancerous cervical lesions in a timely manner. The key
goals of this scale-up were to: improve patient literacy; build
health workers’ capacity to provide high-quality cervical can-
cer services, especially the capacity of midwives and nurses
to deliver screening and treatment of precancerous lesions;
increase the availability and accessibility of high-quality
cervical cancer services for women living with HIV; provide
timely referrals to specialist care for suspected cervical cancer;
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and contribute to eliminating cervical
cancer by 2030 through the 90:70:90
strategy (in which 90% of girls are fully
vaccinated with HPV vaccine by age
15 years, 70% of women are screened
with a high-performance test by age
35 years and again by age 45 years, and
90% of women identified with cervical
disease receive treatment).’

We describe the nation-wide scale-
up of cervical cancer screening and
treatment in terms of its development
and implementation. We also analyse
the programme data for the 2-year pe-
riod from its launch date, including the
number of HIV clinics offering cervical
cancer screening services; the number
of women living with HIV screened; the
number of women screened positive;
and the number of women receiving
treatment.

Methods
Development

Under the leadership of the Ministry
of Health AIDS Control Program,’ the
development of our scale-up of cervi-
cal cancer services for women living
with HIV was supported by multiple
internal and external stakeholders. We
established a national coordination
committee, bringing together experts
from a wide range of relevant depart-
ments (e.g. noncommunicable diseases
and reproductive health), local institu-
tions (e.g. Uganda Cancer Institute and
PEPFAR implementing partners) and
international stakeholders (e.g. WHO
Country Office in Uganda; PEPFAR; the
Global Fund to Fight AIDS, Tuberculo-
sis and Malaria; and the Clinton Health
Access Initiative). We obtained the larg-
est proportion of the required financial
resources from PEPFAR, with additional
support provided by the Global Fund
and the Clinton Health Access Initiative.

Our phased approach to the scale-
up included: (i) materials preparation
(March-August 2020), which included
a review of cervical cancer strategy and
guidelines, the development of tools
and standard operating procedures,
and the finalization of procurement
plans, including commodity quanti-
fications; (ii) training and delivery of
commodities (September-December
2020), which included training required
staff down to regional and district levels
(starting with a national training-of-
trainers), and HIV clinic preparations
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(including delivery of initial screening
commodities and treatment equipment);
(iii) HIV clinic-level activities (October
2020-March 2021), including training
clinic staff and starting the screening
and treatment services; and (iv) catching
up from the effects of the coronavirus
disease 2019 (COVID-19) pandemic
(April-September 2021). During the
final catch-up phase, some clinics were
updated to improve the space available
for screening and treatment, and imple-
mentation was fast-tracked, resulting in
a large increase in access to screening
and treatment.

Implementation

We trained health workers to assess
women living with HIV attending clin-
ics for ART and other HIV services
for screening eligibility at triage, and
provide health education on cervical
cancer. Screening is now offered as part
of the routine service delivery, requiring
informed consent from eligible women.
Those who consent to be screened either
(i) undergo visual inspection with acetic
acid; or (ii) are tested for HPV followed
by a visual inspection with acetic acid
if positive. For the second method, a
health-care provider instructs women
on collecting a vaginal sample; samples
are then tested using GeneXpert® (Ce-
pheid, Sunnyvale, United States of
America), following manufacturer
instructions and health ministry guide-
lines.”” HIV clinics without GeneXpert®
machines, or clinics with GeneXpert®
machines but capacity limitations (e.g.
lack of HPV cartridges, or competing
testing needs with tuberculosis and
COVID-19), offer screening by visual
inspection with acetic acid only. Clinic
staff schedule women who screen nega-
tive by either method for rescreening
in 3 years.’

We also trained health workers to
use the results of visual inspection with
acetic acid to determine the appropriate
treatment for women who screen posi-
tive. Those for whom eligible precancer-
ous cervical lesions have been identified
are treated with ablation (primarily
thermocoagulation, with cryotherapy
used at a few sites), ideally on the same
day as screening. Women with lesions
covering more than75% of the cervix
are ineligible for ablation, and are in-
stead referred to regional hospitals for a
loop electrosurgical excision procedure.
Clinic staff schedule women who have
undergone either type of treatment for
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rescreening after 1 year, to assess for le-
sion recurrence and potential treatment
needs. Women with lesions potentially
indicative of cervical cancer are referred
to regional hospitals for biopsy and
evaluation by gynaecologists. Hospital
health workers refer women diagnosed
with cervical cancer to the Uganda Can-
cer Institute or satellite sites for further
management.

Targets

Of the 1797 PEPFAR-supported HIV
clinics serving women aged 25-49 years,
we targeted a total of 1789 (99.6%) for
the provision or enhancement of cervi-
cal cancer services during years 1 and 2.
The health ministry targeted 302 HIV
clinics per 6-month period in year 1
(including the original 11), increasing
to 592 then 593 for the two 6-month
periods in year 2. To ensure that the
most at-risk and age-eligible women
benefitted from the scale-up, the health
ministry set 6-month screening targets
of 130293 women living with HIV (an-
nual total of 260 586 women) for year 1,
and 141527 women living with HIV
(annual total of 283054 women) for
year 2. We estimated that the proportion
screening positive for cervical cancer
from HPV test and/or visual inspection
with acetic acid would be 5%-25%."" In
alignment with the WHO global strategy
for the elimination of cervical cancer,®
the health ministry programme aims to
treat 90% or more of women diagnosed
with cervical disease.

Data analysis

We analysed data archived in the
PEPFAR Monitoring, Evaluation, and
Reporting Database for the 2-year scale-
up. These data are routinely collected as
part of HIV care and treatment services,
and are reported every 6 months by
PEPFAR-supported HIV clinics provid-
ing cervical cancer services.

To quantify the scale-up of cervical
cancer services at HIV clinics, we calcu-
lated the number of PEFPAR-supported
HIV clinics serving eligible women liv-
ing with HIV, determined as those that
reported any data on cervical cancer
screening during each 6-month period,
as a proportion of the number of HIV
clinics targeted for scale-up.

We calculated the number of wom-
en living with HIV who were screened
as a proportion of the target screening
number for each 6-month period. We
calculated the number of women living
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Table 1. Cervical cancer screening indicators among women living with HIV aged 25-49 years, Uganda, October 2020-September 2022

Indicator

No. achieved or diagnosed/target or sample size (%)

Oct 2020-Mar 2021

Apr2021-Sep 2021 Oct 2021-Mar 2022

Apr 2022-Sep 2022

Cumulative results

Targeted clinics offering 91/302 (30.1)

cervical cancer services
6 506/130293 (5.0)
413/6 506 (6.3)
60/3 266 (1.8)

Screening uptake
Positive diagnoses
Positive diagnoses at
clinics offering visual
inspection with acetic
acid only

Positive diagnoses at
clinics offering HPV
testing

Women receiving
treatment if positive

353/3 240 (10.9)

53/413 (12.8)

470/302 (155.6) 807/592 (136.3)

102912/130293 (79.0) 146033/141527 (103.2)
6342/102912 (6.2) 7623/146033 (5.2)
2495/74688 (3.3) 4279/109433 (3.9)

3847/28224(13.6) 3344/36600 (9.1)

3581/6 342 (56.5) 5695/7 623 (74.7)

203/593 (34.2) 1571/1789 (87.8)

151872/141527 (107.3) 407 323/543 640 (74.9)

9592/151872 (6.3) 23970/407323 (5.9)

3993/110958 (3.6) 10827/298345 (3.6)
5599/40914 (13.7) 13143/108978 (12.1)
8087/9 592 (84.3) 17416/23970 (72.7)

HIV: human immunodeficiency virus; HPV: human papillomavirus.

Fig. 1. Cervical cancer screening indicators among women living with HIV aged 25-49
years, Uganda, October 2020-September 2022
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HIV: human immunodeficiency virus.

with HIV who screened positive by ei-
ther HPV and/or visual inspection with
acetic acid as a proportion of the total
number of women living with HIV who
were screened for each 6-month period,
and compared this proportion with the
expected proportion of women screen-
ing positive. Because screening method
was not reported in the database, we
assumed that: (i) women screening
positive at HIV clinics without GeneX-
pert® machines received visual inspec-
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tion only; and (ii) women screening
positive at HIV clinics with GeneXpert®
machines may have received HPV
testing followed by visual inspection
or, because of capacity limitations on
HPYV testing in some clinics, visual
inspection only.

We calculated the number of wom-
en living with HIV who received treat-
ment for precancerous cervical cancer
lesions as a proportion of the number
who screened positive for each 6-month

period, and compared this proportion
with the WHO treatment target of 90%
or more.”

Results
Service provision

We observed that the number of HIV
clinics serving eligible women living
with HIV reporting cervical cancer
screening increased from 11 before the
health ministry scale-up to 1571 HIV
clinics (87.8% of the cumulative 2-year
scale-up target of 1789 HIV clinics) in
September 2022 (Table 1). These 1571
HIV clinics providing cervical cancer
services represent 87.4% (1571/1797)
of all PEPFAR-supported HIV clinics
serving eligible women. Of these 1571
HIV clinics, 5.3% (83) had GeneXpert®
machines with which to provide HPV
testing, and 94.7% (1488) provided
screening via visual inspection with
acetic acid only.

Screening

Of the 1215789 people living with
HIV receiving PEPFAR-supported HIV
treatment on 30 September 2020, 44.8%
(545 188) were women living with HIV
aged 25-49 years, who were considered
eligible for cervical cancer services.
Only 5.0% (6 506/130293) of the first
6-month screening target was achieved
(Fig. 1; Table 1). However, screening
uptake increased by the fourth 6-month
period to 107.3% (151872/141527)
of the target for that period. Overall,
407 323 women living with HIV were
screened during the 2-year period,
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comprising 74.9% (407 323/543 640)
of the cumulative target, and 74.7%
(407 323/545 188) of eligible women
living with HIV.

Positive diagnoses

During the 2-year period, 5.9%
(23970/407 323) of screened women liv-
ing with HIV screened positive by either
HPYV testing and/or visual inspection
with acetic acid; the number of positive
diagnoses as a proportion of number
screened was greater than 5% during
each of the 6-month periods. HIV clin-
ics without GeneXpert” machines, that
is, clinics offering screening by visual
inspection only, reported positive di-
agnoses of 3.6% (10827/298 345) of
women screened. However, HIV clinics
with GeneXpert® machines, assumed to
indicate screening by HPV testing fol-
lowed by visual inspection or potentially
visual inspection only, reported positive
diagnoses of 12.1% (13 143/108978) of
women screened.

Treatment

During the 2-year period, 72.7%
(17416/23970) of women living with
HIV who screened positive received
treatment. The proportion of women
receiving treatment increased over time
from 12.8% (53/413) during October
2020-March 2021 to 84.3% (8087/9592)
during April-September 2022 (Fig. 1;
Table 1).

Discussion

Our scale-up allowed the successful
integration of cervical cancer services
into HIV clinics across Uganda, pro-
viding services to three quarters of all
estimated eligible women living with
HIV. We observed the number of women
living with HIV who were screened and
treated per 6-month period to increase
by a factor of 23 (from 6506 to 151 872)
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and 153 (from 53 to 8087), respectively,
during the 2-year period. The overall
number of women diagnosed positive as
a proportion of the number of women
screened remained above the expected
5% threshold.

Despite the successes of our pro-
gramme, limitations and challenges
remain. First, despite continual PEPFAR
data quality assurance activities, data
quality can be affected by reporting
challenges (e.g. site-level electricity or
internet outages preventing data trans-
mission). Another potential bias in the
data is that, given potential patient and
provider treatment delays, it is quite
possible that women could have been
treated in a different 6-month period
from that in which they screened posi-
tive, leading to artificially lower treat-
ment rates.

Second, we observed a negative
impact of the COVID-19 pandemic on
service delivery. Because of reduced
access to clinics by women and a disrup-
tion in the supply of commodities, only
5% of the first 6-month screening target
was achieved.

Third, the proportion of women
screening positive at HIV clinics that
only offer visual inspection with acetic
acid is less than 5%. Visual inspection
is subjective, that is, vulnerable to lower
sensitivity depending on the experience
of health-care providers'” with possible
unrecognized precancerous lesions. To
improve the quality of screening and
limit the risk of false-negative results,
experienced midwives have been pro-
viding support, supervision and ad-
ditional training since October 2022.
Expanded HPV testing capacity is also
being planned.

Fourth, among women screening
positive, the proportion of those re-
ceiving treatment remained below the
WHO benchmark of 90%. This statistic
could be improved by expanding the

© 2024 The authors; licensee World Health Organization.

volume of same-day treatment of pre-
cancerous lesions. Same-day treatment
was limited at the programme start by
supply chain disruptions caused by
the COVID-19 pandemic affecting the
delivery of thermocoagulators. Despite
COVID-19, all HIV clinics had the
appropriate equipment by September
2021, and the proportion of women
receiving treatment improved from this
date. Another barrier to same-day treat-
ment was reporting delays in HPV test
results; such delays meant that women
may have left the clinic before results
become available, preventing same-day
treatment and increasing loss to follow-
up. To address these gaps, all women
living with HIV who have screened
positive according to either HPV test-
ing and/or visual inspection with acetic
acid are tracked to ensure they receive
treatment.

To conclude, we have demonstrated
the importance of planning and coor-
dination with different stakeholders
to strengthen the health-care system,
including cervical cancer education
for patients and capacity-building
for health workers. The scale-up pro-
gramme achieved marked increases in
the number of women screened and, in
those who screened positive, the num-
ber of women treated. These advances
are expected to reduce morbidity and
mortality due to cervical cancer among
women living with HIV in Uganda. We
anticipate that our experience of de-
veloping and implementing a national
health-care programme aligned with
WHO global benchmarks can be useful
to other countries. M
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Résumé

Fourniture de services de prise en charge du cancer du col de I'utérus pour les femmes vivant avec le VIH en Ouganda

Objectif Décrire l'intensification du dépistage et du traitement du
cancer du col de ['utérus chez les femmes vivant avec le virus de
limmunodéficience humaine (VIH) et dgées de 25 a49 ans en Ouganda,
puis analyser les données du programme.

Méthodes Le Ministére de la Santé a ciblé les cliniques de prise en
charge du VIH existantes dans le cadre d'un renforcement des services
liés au cancer du col de I'utérus sur une période de deux ans, a partir
d'octobre 2020. En amont, nous avons formé des professionnels de la
santé a examiner les femmes fréquentant les cliniques du VIH afin de
déterminer leur admissibilité au dépistage, par un test de détection
du papillomavirus humain (HPV) et/ou une inspection visuelle apres
application d'acide acétique. Le personnel des cliniques a traité les

femmes présentant des lésions précancéreuses du col de I'utérus par
thermocoagulation, ou les ont renvoyées vers des services externes
lorsqu'elles étaient susceptibles d'étre atteintes d'un cancer. Nous avons
analysé les données transmises tous les six mois concernant le nombre
de cliniques proposant un dépistage, la participation au dépistage, le
nombre de diagnostics positifs et le nombre de femmes ayant recu un
traitement.

Résultats Le nombre de cliniques du VIH disposant de services
de dépistage du cancer du col de I'utérus a augmenté: 11 avant le
lancement du programme, 1571 apres. Au cours de ce programme, la
participation au dépistage est passée de 5,0% (6506/130 293) a 107,3%
(151 872/141 527) des cibles. Le pourcentage cumulé de diagnostics
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positifs s'élevait a 5,9% (23 970/407 323) au total; cependant, il était
nettement moinsimportant dans des cliniques effectuant uniquement
desinspections visuelles que dans celles proposant un test de détection
du HPV. Bien que le pourcentage de femmes ayant recu un traitement
en cas de diagnostic positif ait progressé de 12,8% (53/413) a 84,3%
(8087/9592), l'objectif de I'Organisation mondiale de la Santé, fixé a
90%, n'a pas été atteint.
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Conclusion Nous avons observé des hausses considérables,
susceptibles de se reproduire dans d'autres pays, en matiere de
dépistage et de prise en charge. Ces hausses pourraient étre accentuées
par le développement des tests de détection du HPV et de traitement
des lésions précancéreuses le jour méme.

Pestome

MpepoctaBneHne ycnyr No neyeHMIo paka WeKn MaTky XKeHLmHaMm, Xusywmm ¢ BUY, Yranpa

Uenb Onucatb pacwmpeHve MaclwTaboB CKPUHWHIOBOTO
00CnefoBaHnA 1 NeyeHnn paka WenKkn MaTku CPean »KeHLnH,
MKUBYLLMX C BUPYCOM MMMyHOAebMUMTa YenoBeka (BMY), 8 Bo3pacTe
25-49 neT B YraHae 1 npoaHanu3npoBaTh AaHHbIe MPOrpaMmbl.
MeTtopbl MVHMCTEPCTBO 3APAaBOOXPAHEHNA HALIENIO AeVCTBYOLIME
KIMHVKM N0 Nederunto BIY Ha paclumpenme ycnyr no CKOUHMHIOBOMY
00CneloBaHMI0 PaKa LIeKy MaTKi B TeUeHue ABYX NEeT, HaurHas
C okTAbpA 2020 roga. B npolecce NoAroToBKM 3TOM CTaTby ObiO
npoBefeHo obyyeHne MeANUMHCKMX PabOTHMKOB MO OLeHKe
MKEHLLWH, NoCeLWaoLWmX KIMHUKK No neveHnio BY, Ha npeamet
COOTBETCTBIA CKPUHMHIOBOMY OOCNIEA0BAHNIO, KOTOPOE MPOBOANTCA
AMbO C MOMOLLbIO aHanv3a Ha nanuiiomMaBmpyc Yenoseka (BM4),
AnbOo nyTem BK3yanbHOrO OCMOTPA C MCMOMb30BaHWEM YKCYCHOM
KCNoTbl. COTPYAHVIKM KIVHVIKM YNV KEHLLMH C NPeapakoBbiMM
NOPAKEHNAMN LUK MaTKN C MOMOLLbIO TePMOKOArynaumm mim
HaNpPaBAAAN KEHLWWH C NOAO3PEHNEM Ha pak B Apyrve CiyKobl.
B pamkax aHanv3a AaHHbIX, NpeacTaBAAeMblX Kaxable 6 MecAles,
6bIM10 onpefeneHo KOMMYeCTBO KIMHYIK, B KOTOPbIX MPOBOAMTCA
CKPUHUHIOBOE 00CefoBaHNe, KONMYECTBO MONOXUTENbHbIX
[MArHO30B 1 KONNYECTBO KEeHLLMH, MOMYUMBLUVIX IEYeHVe.

Pe3ynbtatbl KONMyecTso KMHMK NO neveHmio BKY, npeanaratowmx
YCIyr MO CKPUHMHIOBOMY OOCNEA0BaHMIO PaKa LWEeMKN MaTKu,
yBenuumnock ¢ 110 1571 0o Havana Nporpamvvibl. 3a BDEMA AENCTBIA
nporpammbl OXBaT CKPVHMHIOM yBennuunca ¢ 5,0% (6506/130 293)
00 107,3% (151 872/141 527) oT uenesbix nokasatenen. CymmapHan
[10NA NONOXUTENbHbIX AVarHO30B cocTaBuna 5,9% (23 970/407 323)
B LIESIOM, HO Obifia 3HAUUTENBHO HIXKE A1 AMArHO30B, MOCTaBNEHHbIX
B KNMHMKAX, Npeanaralolmx TONbKO BU3yanbHbI OCMOTP, MO
CPaBHEHWIO C KAMHMIKaMK, Npefiaralolyimm TecTrpoBaHme Ha B,
XOTA LONA KEHLLUMH, NOMYUYMBLUMX IEYEHME B CITyUae MONOKNTENBHOO
pesynbraTta, ysennumnacs ¢ 12,8% (53/413) no 84,3% (8087/9592),
LieneBow nokasartenb BcemmpHOWM opraHmsaLmm 30paBooxXpaHeHms
8 90% He JOCTUMHYT.

BoiBop M0 pe3ynbTaTam CKPWHWHIOBOrO 06CNefoBaHMUA U
neyeHus Bbln OTMeUeH 3HaUMTENbHbINA POCT, KOTOPbIN MOKET ObiTb
BOCMPOM3BeEeH B APYrMX CTPaHax. T MoKasaTenu MoryT ObiTb
MOBbIWEHbI 33 CYET paclUMpPeHNA TeCTMPOBaHWA Ha BIMY 1 neyerna
npenpakoBbix 06Pa30BaHNI B TOT e [eHb.

Resumen

Prestacion de servicios de cancer de cuello uterino para mujeres con VIH en Uganda

Objetivo Describirlaampliacién del cribado y tratamiento del cancer de
cuello uterino para mujeres con el virus de lainmunodeficiencia humana
(VIH) de entre 25y 49 afios en Uganda, y analizar los datos del programa.
Métodos El Ministerio de Salud se centrd en las clinicas de VIH existentes
en unaampliacion de dos afios de los servicios de cribado del cancer de
cuello uterino a partir de octubre de 2020. Como preparacion, formamos
a profesionales sanitarios para que evaluaran a las mujeres que acudian
a las clinicas de VIH para determinar si cumplian los requisitos para
someterse al cribado, mediante pruebas del virus del papiloma humano
(VPH) o inspeccién visual con acido acético. El personal clinico trat6 a
las mujeres que presentaban lesiones cervicales precancerosas con
termocoagulacion o derivé a las mujeres con sospecha de cancer a
servicios externos. Se analizaron los datos comunicados cada seis meses
sobre el nimero de clinicas que ofrecian el cribado, la aceptacion del
cribado, el nimero de diagnésticos positivos y el nimero de mujeres
que recibieron tratamiento.

Resultados El niimero de clinicas de VIH que ofrecen servicios de cribado
del cancer de cuello uterino aumento de 11, antes del lanzamiento del
programa, a 1571. Durante el programa, la aceptacion del cribado
aumento del 5,0% (6506/130 293) al 107,3% (151 872/141 527) de los
objetivos. El porcentaje acumulado de diagnésticos positivos fue del

5,9% (23 970/407 323) en general, pero fue mucho menor en el caso
de los diagndsticos en clinicas que solo ofrecian inspeccion visual en
comparacion con las clinicas que ofrecian pruebas del VPH. Aunque
el porcentaje de mujeres que recibieron tratamiento en caso positivo
aumentd del 12,8% (53/413) al 84,3% (8087/9592), no se alcanzo el
objetivo del 90% que habia fijado la Organizacion Mundial de la Salud.
Conclusién Se registraron aumentos notables, potencialmente
reproducibles en otros paises, en el cribado y el tratamiento. Estos
aumentos podrfan mejorarse aun mas ampliando las pruebas del VPH
y el tratamiento en el mismo dia de las lesiones precancerosas.
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