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Cancer elimination 
thresholds: one size 
does not fit all

Authors’ reply
In our analysis of the timeline for 
cervical cancer elimination as a 
public health issue in Australia,1 we 
considered two potential thresholds. 
These thresholds were the rare cancer 
threshold (often considered as six 
cases per 100 000 women in Europe 
and Australia), and a lower threshold 
of four cases per 100 000 women. 
We concluded that Australia is on 
track to reduce cervical cancer below 
four cases per 100 000 before 2035. 
In their Correspondence, Alejandra 
Castanon and colleagues posit that 
an elimination threshold of four per 
100 000 “is too easy for some countries 
and impossible for others”. As we 
made clear in our study, the process of 
defining an appropriate threshold for 
the elimination of cervical cancer as a 
public health problem is still underway 
and we agree that defining a threshold 
that is appropriate for global use and 
advocacy is indeed challenging. We 
suggest that if a threshold is defined 
as a number of incident cases per 
100 000 women per year, it should be 
conceived as a target for achievement 
by active intervention, for example, 
deployment of the two proven 
prevention strategies (prophylactic 
HPV vaccination and cervical screening) 
to prevent cancer cases that would 
otherwise occur in that population.

Achievability of an elimination 
target for cervical cancer incidence, 
and the subsequent cumulative 
impact on lives saved, depends not 
only on the threshold for elimination, 
but also on the timeframe considered. 
Castanon and colleagues present 
projections for England until the 
year 2040. We welcome projections 
for other countries, but suggest that 
modelling of longer timeframes, 
potentially to the end of the century 
(as we did for Australia), will be 
required for many countries to capture 

the full impact of vaccination and 
cervical screening.

The 2018 WHO call to action for 
cervical cancer elimination aims to 
galvanise international action to drive 
scale-up of both HPV vaccination and 
cervical screening in low-income and 
middle-income countries.² Rates of 
cervical cancer vary widely between 
countries, with the highest proportion 
of cases observed in some of the lowest 
income countries.3 It is important to 
note that, for low-income countries 
with a high burden of cervical cancer 
and no existing screening programme, 
screening even once or twice per lifetime 
is expected to reduce cervical cancer 
incidence and mortality more quickly 
compared to relying on vaccination 
alone. Even in well-resourced settings, 
implementing more effective strategies 
for both vaccination and HPV screening 
can reduce cancer rates even more 
rapidly.4,5 Going forward, modelling 
will continue to have a crucial role in 
predicting the timing and impact of 
scale-up targets for vaccination and 
cervical screening at the global level.
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