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Cervical cancer in South Africa
• Cervical cancer is the 8th most common cancer in women with 

569,847 new patients (3.2% both sexes) diagnosed worldwide 
(GLOBOCAN 2018)

• Cervical carcinoma is the 2nd most common cancer in South 
African females after breast cancer and the most common 
cancer in black South African females

• It affects mainly young  women and is often fatal if left 
untreated.

• Along with maternal deaths, cervical cancer has been 
identified as a critical healthcare priority in most LMICs, 
including those in sub-Saharan Africa.  

• Cervical cancer is associated with oncogenic human papilloma 
virus (HPV) types (mainly types 16 &18 ). 

• Disease progression rate is aggravated by co-infection with 
human immunodeficiency virus (HIV). 

• Both HPV and HIV are sexually transmitted



Cancer in South African females (NCR 2014)



Cancer in black females (NCR 2014)



Cancer in white females (NCR 2014)



Cancer in coloured females (NCR 2014)



Cancer in Asian females (NCR 2014)



Cervical cancer diagnosis in 
South Africa

• NCR data are pathology-based at present 
reflecting the exact number of patients with a 
tissue diagnosis of cervical cancer 

• GLOBOCAN data for South Africa from IARC are 
estimates based extrapolations from the 
Harare, Zimbabwe population-based registry

• GLOBOCAN 2018 reported 14,409 new patients 
with cervical cancer in southern Africa with ASR 
per 100,000 of 43.1

• South African population-based cancer registry 
in Ekhuhuleni (population ~3.5 million) started 
in 2017



Cervical cancer control policy

“A comprehensive programme includes three 
interdependent components. These strategies are 
aimed at (i) reducing oncogenic human 
papillomavirus (HPV) infections, (ii) detecting and 
treating cervical pre-cancer lesions, and (iii) 
providing timely treatment and/or palliative care 
for invasive cancer”

Dr Aaron Motsoaledi

Minister of Health



Cervical cancer policy targets

• To immunise at least 90% of grade 4 girls with the HPV vaccine, annually by 2020 through the 

integrated school health programme

• To increase the coverage of cervical screening amongst eligible women from approximately

50% to 75% by 2020.

• To increase the proportion of health facilities that  provide treatment for pre-cancerous lesions 

in each district  to 60% by 2020

• To decrease the proportion of cervical cancer cases diagnosed with late stage disease (FIGO 

stages III and IV) by 20% by 2020

• To reduce the numbers of women with  invasive cervical cancer from over 5735 per annum 

(2014) to 3600 per annum

• To reduce the mortality rate due to cervical cancer by 20% by 2020



Cervical cancer screening

• Cervical screening in South Africa has traditionally 
been done using cervical cytology (conventional 
Papanicolaou or Pap smear)  

• Liquid based cytology is now considered as an 
alternative more sensitive cytology investigation which 
is being phased in depending on resources

• HPV DNA PCR testing is extremely sensitive for current 
and future cervical cancer and will be phased in as the 
HPV vaccination program matures

• The use of VIA has not been considered appropriate in 
the South African setting at present



Target groups and frequency of screening

• General or low risk population:
• Asymptomatic women older than 30 years of 

age who are HIV negative or HIV unknown. 
• An unscreened low risk woman is older than 30 

years who reports her last screening more than 
10 years previously or never.

• Screening is offered to the low risk women as 
follows: 

▪ Three times at 10 yearly intervals starting at the age of 
30 years. 

▪ Asymptomatic women under the age of 30 years should 
not be screened unless infected with HIV.



Target groups and frequency of screening

• HIV positive or high risk population
• HIV positive women whether on ART or not 
• An unscreened high risk woman is anyone who is HIV positive 

and sexually active who has not been screened in the last 
three years or has never been screened 

• Recipients of organ transplants as well as patients with 
immunosuppressive disorders and those on chronic immune 
suppressant treatment are also at high risk and should be 
screened in the same way. 

• Screening is offered to the high risk (sexually active) women: 
▪ At three year intervals starting as soon as immunodeficiency or HIV 

infection is diagnosed. 
▪ Screening will be done irrespective of CD4 count and ART treatment and 

continued for life. 



Target groups and frequency of screening

• Symptomatic women:

• All adult women who present with any of the 
symptoms of early cervical cancer as well as 
women 40 years and older who are treated for 
presumed STIs 

• These women should be examined via a vaginal 
speculum to clearly visualise the cervix, cytology 
procured and then should be referred 
immediately to the next level of care



Cervical cancer screening (NHLS 2014)

• Cervical cancer screening coverage for South African women  
30 years and older increased from 54.5% in 2014/15 financial 
year to 57.4% in second quarter of 2015/16 financial year . 

• NHLS 2014 report indicates a low level of adequacy (55%) in 
smears collected which may be attributed to healthcare 
workers skills deficiencies 

• The results indicated that 8% of patients had LSIL (Low Grade 
Squamous Epithelial Lesion); 4% had HSIL (High Grade 
Squamous Epithelial Lesion); 4.1 % had ASCUS (Atypical 
Squamous Cells of Unknown Significance); 0.3 % had a 
malignancy and 0,1% had AGUS (Atypical Glandular Cells of 
Undetermined Significance)

• The report suggests that ~12% of women who were screened 
in the previous year had pre-cancerous lesions, which without 
intervention may progress to true cancerous lesions 



Cervical cancer screening 

• HIV status: 

▪ 6.7% of smears were collected from HIV positive 
women on ART. 

▪ 18.7 % smears collected were from HIV positive 
women not on ART.

▪ 25.2% from HIV negative women.

▪ 45.4% were of unknown HIV status. 



Screening with cytology for general or low risk population



Screening in high risk groups and symptomatic women 



HPV vaccination in South Africa

• The most effective strategy to prevent  infection is by 
immunisation against the most common causative HPV types, 
especially types 16 and 18. 

• HPV vaccination is indicated for pre-pubertal girls, before they 
become sexually active, in many countries. 

• Our current vaccination programme is jointly implemented 
through the Integrated School Health Programme by the 
National Department of Health, Department of Basic 
Education and the Department of Social Development. 

• Although the HPV vaccine will prevent  infection by the most 
oncogenic HPVs, cervical cancer will not be completely 
prevented immediately. 

• It will take at least two decades after implementing the HPV 
vaccination programme before realising the impact of the 
programme on cervix cancer incidence. 



HPV vaccination in South Africa
• Since the introduction of the HPV vaccination 

programme in public schools in 2014, over 
1.5 million girls have received doses 1 and 2 

• The vaccine is offered to girls who are in 
grade 4, whose minimum age is 9 years as 
per the vaccine registration requirement

• A bivalent vaccine (types 16 & 18) is given as 
2 rounds per calender year; with dose 1 and 
dose 2 approximately 6 months apart

• All the girls that have been vaccinated had 
signed parental consent 

• Children without consent are not vaccinated



HPV vaccination in South Africa

• The delays in reaching the targeted 2 dose coverage is caused 
by the high number of girls who are less than 9 years old in 
grade 4 at the beginning of the year when dose 1 is 
administered. 

• Most of the girls go on to turn 9 later in the year and receive 
their dose 1 when their peers are getting their dose 2. 

• These girls will only receive their dose 2 the following year 
when they are in grade 5 and so will be added to their original 
cohort later the following year.

• Plans are underway to move the vaccination campaign to 
grade 5, in order to mitigate the problem.



HPV vaccination in South Africa

The common side effect of HPV vaccination is soreness around 
the injection site. 

The Department of Health has a national system for monitoring 
vaccine side effects for all vaccines used in South Africa 
including HPV. 

The guidance for the programme is provided by a ministerial-
appointed group of experts called the NISEC (National 
Immunisation Safety Committee) and their TORs are adopted 
from the WHO.

The primary aim of HPV vaccination is the long term prevention 
of cervical cancer where the benefits definitely outweigh the 
minimal side effects.


