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Editorial

Cervical screening by Pap-test has been on the top of public health 
agenda for several decades. This is not because of the epidemiological 
weight of the disease but because we have all tools for its prevention 
in hand. The primary prevention of cervical cancer by vaccination 
against human papillomvirus (HPV) infection is an increasingly 
widespread practice; however, we still do not know enough how 
long the protection will last. The secondary prevention by method of 
proven effectiveness for early detection of both premalignant lesion of 
uterine cervix, and cervical cancer itself has long been widely available 
for women. Screening tests, by definition, sort out apparently well 
persons who probably have the target disease those who have not. 
Cervical screening is to substantially reduce the burden of disease in 
terms of mortality, morbidity, and improve quality of life. Primary and 
secondary prevention of cervical cancer could be the “success story” of 
health care system. Unfortunately, they are not so.

In the last 50–60 years, the clinical spread of screening was 
followed by the need for its public health application. In 1960’s, expert 
groups established the concept of “organized screening”, as opposed 
to “opportunistic” one, meaning actions initiated and financed by 
the provider health care system, and individually inviting of those 
women to be screened [1]. In the development of such population 
screening, the Nordic Countries have shown a good example [2]. 
Population screening is most effective if most invited women in the 
eligible population choose to participate. The participation rate is the 
Achiles’heel of population screening. 

In fact, not everyone benefits equally from the screening due to 
inequalities of various kind, such as diversity in health care systems, 
access to screening services, socioeconomic and demographic 
status, lack of knowledge and education, and last but not least, due 
to differences in geopolitical status [3].  Screening programmes are 
much better developed in Nordic and Western Europe as compared to 
the Central-Eastern Europe, where the burden of the disease is much 
higher due to a history of mostly opportunistic cervical screening 
practices, and due to the strong influence of political and economic 
changes in post-communist transition; as a result the screening 
facilities are underdeveloped [4]. 

As far as Europe is concerned, in 2003, the Council of the 
European Union recommended to its Member States to implement 
organized, population-based cervical screening programmes [5]. 

In 2017, in the second report of the implementation of the Council 
Recommendation, out of 27 member states not more than nine 
countries reported “complete rolling out”, the rest of the countries 
“piloting” or “planning” organised cervical screening programmes 
[6]. The up-to-date estimates of cancer burden in Europe shows that 
cervical cancer mortality is inversely proportional to the intensity of 
the cancer screening activities in the respective countries [7]. 

The gynaecological community has a lot to contribute with to 
the impact of cervical screening, as the smear-taking for cytological 
analysis is their task in all those countries where the task is not 
delegated to paramedical personnel, as midwifes, praxis nurses, public 
health nurses. In such a situation, the gynaecologists are the “gate-
keepers” of the screening which tends to be opportunistic rather than 
organized one; opportunistic screening is much less effective than the 
organized one [8]. The insistence of gynaecological community on 
their “historical role” seems to be a major obstacle to be overcome.

Cytological screening every three to five years can potentially 
prevent up to four out five cases of cervical cancer, and can reduce 
cervical cancer incidence up to 80% at population level [9]. Such 
benefits can only be achieved if screening is provided in organised 
population-based programmes with optimal attendance rate, and 
quality assurance at all levels [10]. Following this protocol, the cervical 
cancer might become a defeated enemy [11]. 
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