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ABSTRACT

Malawi has the second highest age-standardised
incidence rate and the highest mortality rate of cervical
cancer in the world. Though the prevalence of HIV is
currently 11.7% for Malawian women of reproductive age,
cervical cancer screening rates remain low. To address this
issue, we integrated cervical cancer screening into a dual
HIV and non-communicable disease clinic at a rural district
hospital in Neno, Malawi. The project was implemented
between January 2017 and March 2018 using the Plan-
Do-Study-Act model of quality improvement (Ql). At
baseline (January to December 2016), only 13 women
living with HIV were screened for cervical cancer. One
year after implementation of the QI project, 73% (n=547)
of women aged 25 to 49 years living with HIV enrolled in
HIV care were screened for cervical cancer, with 85.3%

of these receiving the screening test for the first time.

The number of women living with HIV accessing cervical
cancer services increased almost 10 times (from four per
month to 39 per month, p<0.001). Key enablers in our QI
process included: strong mentorship, regular provision

of cervical cancer health talks throughout the hospital,
nationally accredited cervical cancer prevention training
for all providers, consistent community engagement,
continuous monitoring and evaluation, and direct provision
of resources to strengthen gaps in the public system. This
practical experience integrating cervical cancer screening
into routine HIV care may provide valuable lessons for
scale-up in rural Malawi.

PROBLEM

Even though cervical cancerscreeningservices
are available in most parts of Malawi, facilities
offering the services continue to report very
low rates of women receiving the services such
as the case of Neno District. Neno District is a
rural district in southern Malawi with a popu-
lation of about 165000 in 2016." The district
has one district hospital, one rural commu-
nity hospital and 12 primary care facilities.
All primary care facilities refer complicated
patients to Neno District Hospital, a facility
with both inpatient and outpatient services,
including surgical services.

1

By 2016, Neno District was the only district
in Malawi implementing an Integrated
Chronic Care Clinic—a clinic managing both
HIV and non-communicable diseases (NCDs)
patients (mainly hypertension, diabetes,
epilepsy and chronic respiratory diseases)
regardless of their HIV status in all 14 facil-
ities throughout the district.> Apart from
HIV and/or NCD medications, all patients,
including women living with HIV, benefited
from routine screening during their clinic
visit which included screening for malnutri-
tion using anthropometric measurements,
tuberculosis and hypertension at every visit,
as well as annual screening for diabetes.
The screening, which aimed at early detec-
tion and timely management of the selected
conditions, was protocol based and has been
described elsewhere.” By the end of 2016,
over 10200 patients were receiving care at
the Integrated Chronic Care Clinic. Of these,
approximately 7800 were HIV-positive and
2400 were being managed for an NCD (Part-
ners In Health (PIH) internal data, 2016).

In contrast, cervical cancer screening was
oftered as part of maternal and child health
(MCH) services in only eight of the 14 health
facilities in Neno District, a separate service
from the Integrated Chronic Care Clinics.
Cervical cancer screening was done using
visual inspection of cervix with acetic acid
(VIA) to women aged 25 to 49 years which
was in line with the Ministry of Health
(MoH) policy at the time. For VIA-negative
women, re-screening was recommended at 1
year, and to women living with HIV or HIV
negative, re-screening was recommended at
3 years." Depending on the size of the VIA-
positive lesion, women were referred to one
of the two hospitals—Neno District Hospital
or Lisungwi Community Hospital—for cryo-
therapy or cervical biopsy.” In general, facil-
ities which offered cervical cancer screening

BM)

Talama GC, et al. BMJ Open Quality 2020;9:6000892. doi:10.1136/bmjoq-2019-000892 1


http://bmjopen.bmj.com/
http://orcid.org/0000-0003-3507-9591
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjoq-2019-000892&domain=pdf&date_stamp=2020-09-13

services were reporting very low numbers of women
screened.

Though women living with HIV are at high risk of
developing cervical cancer and the MoH recommenda-
tion that women between 25 and 49 years living with HIV
should undergo annual screening, it was not offered at
the Integrated Chronic Care Clinic.’

In 2016, 749 women aged 25 to 49 years living with HIV
were routinely receiving care at the Integrated Chronic
Care Clinic based at Neno District Hospital. However,
the hospital only screened 13 women living with HIV
for cervical cancer during the same year, with the total
women screened in 2016 at Neno District Hospital only
reaching 352 in number.

Using Neno District Hospital as the initial facility, we
hypothesised that we could increase the uptake and the
quality of cervical cancer screening for women living with
HIV by integrating the Integrated Chronic Care Clinic
with cervical cancer clinic. Additionally, we hypothesised
that the integration of the care would improve overall
number of women screened for cervical cancer as well
as increase detection of VIA-positive women and lesions
suspicious for cervical cancer. We aimed to achieve the
target of screening 80% of eligible HIV-positive women
screened for cervical cancer (571 out of the 749 eligible)
and aimed to achieve this target within 12 months of full
integration of the two services. The project was imple-
mented by the MoH in collaboration with a local organi-
sation, PTH.

BACKGROUND

Malawi has the second highest age-standardised incidence
rate and the highest mortality rate of cervical cancer
in the world.” ® In Malawi, cervical cancer is the most
common cancer in females, contributing to half of all
cancers.” Cervical cancer in Malawi is also typically diag-
nosed in advanced stages, resulting in very low survival
rates. A recent study reported that the 5-year cervical
cancer survival estimate in Malawi is as low as 2.9%, lower
than most African countries."

Cervical cancer secondary prevention remains the
most common and preferred method of prevention
and control of cervical cancer, especially in low-income
and middle-income countries where large scale vaccina-
tion against human papilloma virus is not yet feasible
and affordable." Cervical cancer secondary prevention
aims to identify and treat pre-malignant lesions, and one
common method is VIA and cryotherapy. This method
has been shown to be feasible, safe and effective in
resource-limited settings."*'* Additionally, it has been
demonstrated in many settings that VIA and cryotherapy
lower mortality and incidence of invasive cervical cancer
in resource-constrained environments.">™"’

Since 2004, Malawi has been providing cervical cancer
prevention under the Malawi National Cervical Cancer
Control Programme. VIA and cryotherapy remain the
most common method of cervical cancer prevention and

control in Malawi.'* ** The national target for VIA set by
the Malawi National Cervical Cancer Control Programme
in 2004 was 80% for all eligible women. Coverage has
incrementally increased from 14% in 2012, to 27.3% in
2015 and 47% in 2017. Though progress is being made,
the mark still falls far below 80%.'" '® Health system
challenges contributing to low uptake of cervical cancer
screening include unequal distribution of VIA sites with
more facilities in urban than rural areas, poor coordina-
tion of services within and between health centres, lack of
well-trained and mentored VIA providers, and inadequate
equipment and supplies for VIA and cryotherapy.'®"”

Cervical cancer is associated with HIV and is one of the
AIDS-defining cancers.” Malawi has one of the highest
HIV rates in the world, with an 11.7% prevalence among
women of reproductive age.”’ However, Malawi has one
of the most successful large-scale HIV programmes, with
90% of all people with HIV being diagnosed in 2018 and,
among people living with HIV, 78% are regularly receiving
care in HIV clinics.” Therefore, targeting cervical cancer
screening in women living with HIV is a clear strategy
to improve the uptake of cervical cancer screening in
Malawi, as these women are not only at risk of cervical
cancer but can also be opportunistically screened when
they access HIV care services.

MEASUREMENTS

Data was collected from the MoH cervical cancer register

to monitor uptake of screening and aggregated into

monthly reports by VIA providers. We used these monthly
reports to measure the outcomes of interest. To show
the impact of the quality improvement (QI) project,
we grouped the data into two categories: before the QI
project (January to December 2016) and after imple-

menting the QI project (January 2017 to March 2018).

The main outcome was proportion of eligible women

living with HIV enrolled in the Integrated Chronic Care

Clinic who received cervical cancer screening services in

the first year after the initiation of the QI project. Since

the project may have spillover effect on other aspects
of cervical cancer screening services, for example the
total number of women utilising cervical cancer services
or an anticipated increased detection of women with

VIA-positive result or women with lesions suspicious for

cervical cancer, other outcomes routinely reported in

the cervical cancer monthly reports were also evaluated.

These additional outcomes, measured before and after

implementation of the QI project, included:

1. Monthly increase in women, regardless of their HIV
status, accessing cervical cancer screening services per
month.

2. Monthly increase in eligible women, regardless of HIV
status, receiving VIA for the first time per month.

3. Increase in the rate of women who are VIA positive and
the rate of women with lesions suspicious for cervical
cancer.
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Monthly cervical cancer reports were entered, cleaned and
analysed using Microsoft Excel 2013. Frequencies, means
and proportions were used to describe the outcomes of
interest and estimate the changes from baseline data. The
t-test was used to show the statistical significance of the
changes in outcomes before and after implementation
of the quality-improvement project. P<0.05 showed statis-
tical significance.

Before the QI project, baseline data was collected from
January to December 2016. On average, every month, 29
women, of whom only three were living with HIV, were
screened for cervical cancer. The VIA positivity rate and
rate of women suspicious for cervical cancer were 2.2%
and 3.8%, respectively.

Design

The QI was implemented between January 2017 and
March 2018 at Neno District Hospital. The district MoH
leadership team tasked the cervical cancer coordinator,
clinicians and nurses with finding feasible interventions
to increase rates of cervical cancer screening. It was
decided that women living with HIV and already enrolled
in HIV care in the Integrated Chronic Care Clinic would
be screened for cervical cancer by integrating VIA and
cryotherapy with HIV care.

Neno District Hospital was chosen as the initial site for
integration of VIA and cryotherapy with HIV care before
eventually expanding to all of the remaining facilities.
In this hospital, the Integrated Chronic Care Clinic was
conducted twice a week. VIA was provided on a daily basis
as part of integrated MCH services (including family plan-
ning, antenatal care and postnatal care) by two commu-
nity nurses. Cryotherapy was not provided at the time due
to breakdown of the cryotherapy machine.

Successful integration of cervical cancer screening
services and HIV care required linking two complex
units: HIV care in the Integrated Chronic Care Clinic and
cervical cancer prevention in the MCH unit. Geographi-
cally, these clinics were about 50 m apart. Eligible women
living with HIV were systematically identified among all
women attending the Integrated Chronic Care Clinic; this
was achieved by modifying the clinic’s screening forms to
include eligibility for VIA. Consistent with all MoH facil-
ities, all services in Integrated Chronic Care Clinic and
MCH unit (including VIA) were offered free of charge.

STRATEGY

A QI approach, using the Plan-Do-Study-Act (PDSA)
model was used to improve rates of cervical cancer
screening among women living with HIV in the Inte-
grated Chronic Care Clinic. PDSA is a QI framework for
identifying and testing changes that may lead to improve-
ment in a programme. These identified changes, called
change ideas, undergo a series of implementation steps,
which include planning for the change, implementing
the change, analysing the data to see if the change has

produced any improvement and finally acting on the
change with additional adjustments in an iterative fashion.

Initially, an advanced public health nurse (APHN)
mentor was identified to coordinate the activities of the
QI team. Additionally, the mentor accompanied the
VIA providers during screening to focus on quality of
care throughout the cervical cancer screening process.
Through support from the district clinical leadership, a
QI team was established consisting of: the APHN mentor,
the hospital matron, a senior clinician, the cervical cancer
coordinator, a PIH nursing coordinator, and a monitoring
and evaluation officer.

PDSA cycle 1: January 2017 to February 2017

To identify the root causes of low uptake of cervical

cancer screening among women living with HIV and

develop solutions, the QI team met with healthcare
workers working in the Integrated Chronic Care Clinic
and MCH unit. The main reasons identified for low
utilisation of cervical cancer screening among women
living with HIV included: lack of community awareness
on cervical cancer screening, lack of space to perform

VIA and cryotherapy due to the high volume of patients,

limited trained personnel in VIA and cryotherapy, lack of

knowledge on cervical cancer screening among support
staff, fragmented follow-up systems for women who are

VIA positive or suspected to have cervical cancer, and

insufficient supplies.

Based on the identified challenges, the following
change ideas were suggested and implemented:

1. Due to high numbers of patients reviewed on clin-
ic days (over 100 on some days) and limited space
within the Integrated Chronic Care Clinic, it was not
possible to provide VIA and cryotherapy at the clin-
ic. Therefore, it was agreed that the best solution
to provide cervical cancer screening was to design a
new clinical pathway for identification and referral to
cervical cancer screening services for women living
with HIV and attending the Integrated Chronic Care
Clinic. In this approach, the screening form used in
the Integrated Chronic Care Clinic for screening was
modified to include identification of women eligible
for VIA. After this identification, eligible women were
fast-tracked to receive HIV care and then immediately
referred to the MCH unit for same-day VIA. Any HIV-
negative women eligible for VIA and receiving NCD
care in the Integrated Chronic Care Clinic also bene-
fited from the changes in the new clinical pathway.

2. The cryotherapy machine was repaired and in antici-
pation of increased demand, supplies needed for VIA
and cryotherapy were provided to the MCH unit from
medical stores in the district. The support staff were
mentored on how to prepare for the cervical cancer
screening clinic, with emphasis placed on sterilisation
techniques and the correct supplies to include when
packaging VIA and cryotherapy equipment.

3. Health talks were given by support staff (clerks at the
Integrated Chronic Care Clinic and hospital attend-
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ants at MCH) before clients were reviewed by clini-
cians and nurses. To assist with the health talks, easy-
to-follow health talk aids were provided in the local
language. The support staff were initially given a 2-day
training on cervical cancer health education. They
practised giving health talks to a group of clients in the
presence of the mentor and nurses to provide ongoing
mentorship and answer any difficult questions from
the clients. The nurses could also provide the health
talks whenever the support staff were busy.

4. All eligible women living with HIV were referred to the
MCH unit to receive VIA on the same day as the clinic
visit. After the health talk and as part of their HIV-NCD
clinic visit screening, all women were asked if they
wanted to have the same-day VIA, with this information
recorded in the clinic medical records. If women want-
ed same-day screening, they were fast-tracked through
HIV-NCD care and a referral letter was written in their
personal record book for same-day referral to VIA. Af-
ter VIA, the results were stamped in the women’s per-
sonal record book, and the women were asked to show
the results to the Integrated Chronic Care Clinic the
same day or during the next visit. Women who opted
to forego the same-day screening were encouraged to
return for screening before their following clinic ap-
pointment, and they were also reminded at the next
clinic visit.

5. Prior to this QI project, Neno District had a weekly
community screening programme for NCDs, HIV and
other conditions as well as a weekly health education
programme on the local radio. Cervical cancer mes-
saging was also disseminated to the community using
these existing programmes.

6. We procured an MoH cervical cancer screening result
stamp which was used to VIA results of women in their
health record book.

7. Through community engagement, we came to under-
stand that there were many false notions regarding
how cervical cancer screening was performed. For
example, women thought that during the procedure,
their uterus was removed to examine the cervix. We
therefore developed culturally appropriate visual aids
used to explain the cervical cancer screening proce-
dure.

8. We used the existing continuous professional develop-
ment meetings held weekly at the hospital for nurses
and clinicians as a platform to disseminate ongoing
changes and results of the QI project.

In PDSA cycle 1, the change ideas identified by the QI

team, MCH team and the Integrated Chronic Care Clinic

teams were implemented within 2months. In months 1

and 2 of PDSA cycle 1, preliminary data on changes in

uptake of VIA was reviewed. During this time, the uptake
of VIA by women living with HIV started increasing.

However, it was unclear if the women living with HIV and

accessing VIA were coming from the Integrated Chronic

Care Clinic because the MoH cervical cancer register

did not capture where the women were referred from.

Additionally, few staff were available to conduct VIA. This
necessitated a second cycle of the QI project.

PDSA cycle 2: March 2017 to April 2017

In PDSA cycle 2, the QI team, in consultation with
the MCH and Integrated Chronic Care Clinic teams,
addressed challenges with recording the source of refer-
rals as well as the limited staff available for VIA and cryo-
therapy. First, in April 2017, the QI team agreed to add a
column to the cervical cancer screening register where
they could write the patient identification number and
indicate the referral source. This enabled the team to
know which women were referred from the Integrated
Chronic Care Clinic.

Second, six nurses (two from the MCH unit and four
from the Integrated Chronic Care Clinic) received a
5-day nationally accredited VIA and cryotherapy training
course in April 2017. In this training, the participants
were trained on identifying pre-malignant changes after
speculum examination and washing of cervix with 3% to
5% acetic acid for at least 1 min. Additionally, they were
taught on using double-freeze cryotherapy (with either
nitrogen dioxide or carbon dioxide gas) as a method
of treating pre-malignant lesions. The detailed method
of VIA and cryotherapy is explained elsewhere.* After
the training, a schedule was established to ensure that
all newly trained staff rotated through the MCH unit to
retain recently obtained skills, and that extra nurses were
available during Integrated Chronic Care Clinic days.

The QI team continued to monitor the data on all
women accessing cervical cancer screening services
monthly. To ensure continued success and sustainability
of the project, the APHN mentor focussed on training
two local leaders of the QI team on the importance of
ongoing monitoring and evaluation, and imparting skills
to stakeholders (patients, nurses, clinicians and support
staff), as well as formulating collective plans of action for
when something is not working well.

Beginning April 2017, the QI ideas introduced in
PDSA cycle 1 and 2 were adopted as the standard clinical
practices at Neno District Hospital, and cervical cancer
screening data was collected and reviewed on a monthly
basis. The APHN mentor left in June 2017, and the two
local leaders assumed leadership of the QI team and
continued working with the teams to monitor data and
ensure that staff, equipment and materials were available
for the programme.

RESULTS

One year after the modification of the cervical cancer
screening register to indicate whether women receiving
screening services were referred from the Integrated
Chronic Care Clinic (April 2017 to March 2018), 547 out
of 749 (73%) eligible women living with HIV received
cervical cancer screening services. Among the 547
women, 464 women living with HIV (85%) received VIA
for the first time ever (table 1).
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Table 1 Uptake of cervical cancer screening services at Neno District Hospital

Baseline* End linet P value
Women living with HIV enrolled in the Integrated Chronic Care Clinic who - 73% (547/749)F
received cervical cancer screening services in the first year (%, n)f
Women accessing cervical cancer screening services per month, regardless of  29.3 90.4 0.001
their HIV status (n)
Women, regardless of HIV status, receiving VIA for the first time per month (n) 28.1 78 0.001
Rate of women who are VIA positive (%) 2.2% 3.9% 0.23
Rate of women with lesions suspicious for cervical cancer (%) 3.8% 0.9% 0.91

*Baseline: January to December 2016
TEnd line: January 2017 to March 2018

FFrom April 2017 to March 2018. We did not have baseline before April 2017 as the cervical cancer screening register did not indicate if HIV-

positive women were coming from Integrated Chronic Care Clinic
VIA, visual inspection of cervix with acetic acid.

Overall, there was an increase in the number of women
accessing cervical cancer screening services per month,
regardless of HIV status, from 29 to 90 per month (table 1
and figure 1). Nearly half of these women came from the
Integrated Chronic Care Clinic (n=560, 43%). Further-
more, the number of women per month receiving VIA
for the first time ever, regardless of HIV status, increased
from 28 to 78 per month.

The rate of women who were VIA positive among all
women who received cervical cancer screening increased
from 2.2% to 3.9% (p=0.23). Within the women living
with HIV from the Integrated Chronic Care Clinic, the
VIA positivity rate was 4.5%. The rate of women with
lesions suspicious for cervical cancer decreased from
3.8% t0 0.9% (p=0.91).

After the QI project, a total of 34 women were found to
be VIA positive, with 18 (52.9%) referred from the Inte-
grated Chronic Care Clinic. Of these women, 20 (58.8%)
received same-day cryotherapy. Similarly, among the 10
women who had lesions suspicious for cervical cancer,

Women accessing cervical cancer screening services in Neno District,Malawi

200
Il

Baseline

PDSA 1- Jan. 2017 to Feb. 2017

PDSA 2-Mar. 2017 to Apr. 2017

150
1
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1
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Total women accessing cervical cancer services ———First ever VIA screening ‘

Figure 1 Month-to-month changes in uptake of cervical
cancer screening services and first ever cervical cancer
prevention using VIA as a screening test in Neno, Malawi.
PDSA, Plan-Do-Study-Act; VIA, visual inspection of cervix
with acetic acid.

five (50%) came from women living with HIV from the
Integrated Chronic Care Clinic.

The reason for failing to receive same-day cryotherapy
included a lack of cryotherapy gas (one woman), a lesion
which was too big for cryotherapy (five women) and no
cryotherapy provider on the screening day (five women).
We could not ascertain the reasons for delaying cryo-
therapy in the remaining three women. Women with
lesions too big for cryotherapy were referred for review
and further work-up by the clinician working in the
gynaecology clinic at the hospital.

LESSONS AND LIMITATIONS

The high burden of HIV and cervical cancer, coupled
with the low uptake of cervical cancer screening, necessi-
tated the implementation of a QI project to improve the
uptake of cervical cancer screening services by women
living with HIV in Neno District, Malawi.

Due to high patient volumes, limited space and the
existing integration of HIV and NCD services, it was
not possible to integrate VIA and cryotherapy within
the HIV clinic solely using existing staff. Similarly, many
studies have reported that inadequate infrastructure
and high patient volumes are two of the main chal-
lenges of integrating HIV with cervical cancer screening
programmes.”' ** Therefore, integration by coordinating
HIV services with cervical cancer screening in the MCH
unit, through using a coordinated referral and data
system, provides another option of integration.”” This was
what we opted for in this project.

Key enablers of our QI project included: strong
mentorship, nationally accredited VIA and cryotherapy
training, consistent community engagement and direct
provision of resources to strengthen gaps in the public
system. These components have also been suggested as
solutions in other settings in Malawi."” To address chal-
lenges identified during integration of the services, we
had to address challenges in the entire system (human
resources, supplies and equipment, space, and referral
and data systems). However, addressing the majority
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of these challenges did not require extra resources to
achieve an impact; a simple re-organisation of existing
resources was required. This includes examples such as
making small changes to the flow of patients at the Inte-
grated Chronic Care Clinic to identify women living with
HIV eligible for VIA, task-shifting to provide routine
health talks and actively referring women living with HIV
to VIA services, all of which allowed the project to reach
73% of all eligible women living with HIV in the clinic.
This was achieved with minimal investment in local short-
term training, mentorship and materials.

The integration of data systems to measure success was
an important lesson. Although the cervical cancer regis-
ters record the HIV status of women screened, they do
not record the referral source or where women living
with HIV obtain HIV care. For effective measurement
of integration, we propose adding this data element to
the cervical cancer register, as it can help track progress
among the enrolled women living with HIV as well as the
relative contribution of different referral sources.

The project also encountered some challenges. We
found a very low percentage of VIA-positive women
compared with other studies, which show high VIA posi-
tive rates in HIV-positive women, including 10.4% in
one study in Malawi and 7% in Tanzania.'” ** However,
another recent study in Malawi found a similarly low VIA
positive rate of 3.4%.'° During the evaluation period, we
did not investigate why the VIA positivity rate was low. It
is possible that the low positivity was due to low cervical
cancer rates in this rural cohort of women. However, it
is also possible that the quality of the screening was low
as VIA is subjective and depends on the skills of the
provider. As we continue screening women in this clinic
and other clinics in Neno District, we will add additional
quality assurance and mentorship in an effort to improve
or confirm the low positivity rate. Additionally, not all
patients received same-day cryotherapy, and delayed cryo-
therapy is known to contribute to high loss of follow-up,
leaving additional areas for QI work.

The project had some limitations worth mentioning.
First, it was implemented in one rural clinic in Neno
District Hospital. As a result, the improvements in uptake
may not be generalisable to other facilities, especially
urban facilities. Future projects can include implementa-
tion strategies for more HIV and cervical cancer screening
clinics. Additionally, we screened up to 73% of women
within the first year of integration. We did not investigate
why we could not reach the rest of the women living with
HIV. Finally, we used routinely collected data, with the
quality of the data depending on the clinical staff charged
with writing programmatic reports.

CONCLUSION

The project demonstrated the feasibility of improving the
uptake of cervical cancer screening services among women
living with HIV in rural Malawi using a QI approach, and
it provided significant knowledge and experience around

integration of cervical cancer screening services into an
already complex HIV clinic in rural Malawi with exten-
sive experience in HIV-NCD integration. As far as we
know, this is the only project in Malawi to address cervical
cancer screening in an HIV clinic in a rural health facility.
Two previous studies, which integrated HIV and cervical
cancer screening, have been reported in Malawi, both
completed in urban and tertiary facilities.'® '’ This prac-
tical experience of integration experience of cervical
cancer screening may provide valuable lessons for scale-up
in rural Malawi.

Based on these lessons, plans are underway to inte-
grate cervical cancer prevention into Integrated Chronic
Care Clinics in the remaining 13 facilities in Neno
District. VIA will be done alongside the introduction of
thermo-coagulation, an alternative method of treating
cervical pre-malignant lesions, which has been shown to
be feasible in other settings in Malawi.'® ** Additionally,
lessons from integration with HIV care will be applied to
integration with other services, such as for patients with
common chronic NCDs, to maximise access to and uptake
of cervical cancer screening services in rural Malawi.
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