[bookmark: _GoBack]Cancer morbidity and management in Georgia 
A complete and accurate information on cancer morbidity is crucial for cancer control, epidemiological studies, public health programs planning, and assessment of prevention and treatment methods. 
Cancer control covers all aspects of cancer monitoring and management in the country: surveillance, prevention, screening, early diagnosis and treatment. 
Cancer registry. According to population based cancer registry, that was implemented in 2015, during 2015-2017, the number of new cancer cases (including tumors in situ) varies from 8700 to 11000 (incidence rate per 100000 was 292; 280 and 235 accordingly). Incidence rates of almost all sites of cancer in males and females are smaller, compared to the indicators of the European region and the EU countries, and are approaching the average value for the CIS countries. 56-57% of all cancer cases were reported in females, 44-43% - in males. About 70% of new cases are registered in the working age population (30 to 70 years of the age), a quarter of cases in the population aged over 70 years. One percent of cases occur in the population aged under-15 and 15 - 20 years. The share of new cancer cases in women of reproductive age (15-49 years) is 24-27%.  The top five sites of cancer in women are the following: breast, thyroid gland, colorectal, corpus uterus, cervix uteri; Lung, prostate, urinary bladder, colorectal, and stomach cancers are the top five sites in men. Further improvement of cancer registry data is underway in the country with creation of a new unified electronic system for cancer data collection, which will cover also a screening component.
Primary prevention of cancer. The health promotion state program (introduced in 2015) is implemented to advocate healthy life style and implement “best buys” to prevent NCDs including cancer;  it covers main risk-factors – tobacco, high alcohol consumption, diet, low physical activity, that are shared by main non-communicable diseases. 
Vaccination against Hepatitis “B” is included in the national vaccination schedule; in addition, we have a big success in elimination of Hepatitis “C”; we hope, both of these activities will play an important role in prevention of liver cancer. In order, to establish primary prevention of cervical cancer Vaccination against Human papilloma virus have been implemented in 2017; vaccination is piloted in selected regions: Tbilisi, Kutaisi, Adjara and Abkhazeti. Vaccination against HPV is started from December 2017; it is piloted in selected regions: Tbilisi, Kutaisi, Adjara and Abkhazeti, to target 9 year-old-girls. From 2019 HPV vaccination will be included in the national vaccination program and target population will from 9 to 11 year-old.
Cancer screening. Screening for breast and cervical cancer within the Tbilisi municipality was launched in 2008 with the assistance of the National Reproductive Health Council and support from the UNFPA Georgia and the Municipality of Tbilisi. In 2010, this was expanded to include screening for colorectal cancer and prostate cancer management within the Tbilisi population. Then, in 2011, based on the success of the Tbilisi programs, the Georgian government decided to expand the screening program to all regions of Georgia with administrative control assigned to the National Centre for Disease Control (NCDC).
The aims of these screening programs were to: (1) Reduce morbidity and mortality from these cancers; (2) Ensure equitable access for the targeted age groups; (3) Achieve high standards of management, service delivery, accountability, monitoring and evaluation.
The participation rate of target population is not high and it has complex reasons – low awareness of population, low participation of primary health care practitioners in the process and others; implementation of the organized cancer screening will solve this problem. Increasing awareness of population of the importance of cancer screening and changes in a format of the state screening programs, including the involvement of primary health care sector in screening programs, still remains a challenge.

Cancer treatment and Management, covered by the government
· Onco-hematologic services for children
· Ambulatory and hospital treatment  for patient under 18

· Palliative care for incurable patient
· Ambulatory palliative care
· Hospital palliative care and symptomatic treatment 
· Provide incurable patients with medication
· Since 2013, Georgia enacted Universal Healthcare (UHC) program. Inclusion of uninsured (unemployed and retired) population in the UHC program has a positive impact on their financial accessibility to the health services. Thus, all type of treatment is generally available within this state insurance, which covers about 80% of each type of treatment for oncological patients. Georgia established a national network of centers able to provide chemotherapy treatments. 
· Planned ambulatory care
· Emergency ambulatory and hospital  services
· Planned surgical procedures 
· Chemotherapy, hormonal treatment and radiotherapy + diagnosis and medications related to treatment  of cancer patients

· Village doctors / ambulatory service within UHC
· Diagnosis and treatment of chronic and acute diseases including oncological diseases
· From 2016 the MoH provides Herceptin to HER-2 positive early aggressive breast cancer patients; the aim of the program is to provide innovative, targeted treatment to Georgian women, diagnosed with the early aggressive breast cancer and increase financial affordability of the treatment. 165 patients benefited by the program and 3 567 873 GEL was spent. 

Recently, on world cancer day in 2019 “City cancer Challenge Initiative” was lunched in Tbilisi– this is a two year collaborative project with the Union International for Cancer Control (UICC). 
Objectives: 
· to encourage and support the city of Tbilisi to lead on improving the health of its population
· To reduce inequalities in accessing quality oncology care through multi-sectorial partnership


Radiation Oncology and Nuclear Imaging Services in Georgia
At present, several adequately equipped departments with appropriate personnel and quality control are operating in Georgia, which provide radiation therapy service for oncological patients, considering regional accessibility to radio-therapy. In addition, all kind of services within nuclear medicine are accessible for oncological patients in the country, but all these services (nuclear medicine) are available in Tbilisi only.
TBILISI
Radiotherapy departments
· One cobalt-60 – Universal Medical Center
· Three linear accelerators – High Technology Medical Center
· Three linear accelerators –Research Institute of Clinical Medicine
· One linear accelerators and One cobalt-60 – Radiation Medicine Center (Liv Hospital) 
Brachytherapy Departments
· High Technology Medical Center
· Research Institute of Clinical Medicine
· One Cyberknife - High Technology Medical Center
Three departments of Nuclear medicine
· High Technology Medical Center
· Aversi Clinic in Tbilisi
· Radiation Medicine Center (Liv Hospital)

KUTAISI
Radiotherapy department
· One linear accelerator – Z. Tskhakaia West Georgia National center of Interventional Medicine

ADJARA
Radiotherapy department
· One linear accelerator – Batumi Oncology Center 


Reflections on the ImPACT (Integrated mission of the Programme of Action for Cancer Therapy) review, conducted in 2014 in Georgia
	ImPACT mission (2014) recommendations 

	Changes according to the recommendations 


	Create a national cancer control steering committee drawn of representatives from the MoH, NCDC, relevant health centers / professionals  and stakeholders
	· National Cancer Control council established in 2017, 25th of September (order #01-206/ო)
· Head of the council is the MoH

	Introduce and follow strict guidelines of disinfection and sterilization procedures of medical instruments to improve the control of Hepatitis C
	· National strategy for elimination of HCV:
Objective 2.3. prevent healthcare associated transmission of viral HCV by improving infection control

	To conduct a well-planned HPV prevalence survey; Include HPV vaccination in the national immunization program
	· Vaccination against HPV is started in 2017 from selected regions of Georgia


	To foster early diagnosis, efforts should be focused  on improving  population and professional awareness of the early symptoms and signs of common cancers such as breast, lung, colorectal, and cervix
	· Education of PHC practitioners is ongoing; 
· Conducted by Georgian NGO “onco-prevention center”, supported the Czech development agency


	Consider starting organized screening with a single screening  programme and once this is operating effectively, the infrastructure and systems can be progressively expanded to include other cancers
	· Organized Cervical Cancer Screening is ongoing from 2015 in selected districts of Georgia


	Systematic PSA testing and other cancer markers testing are not recommended

	· Instead of Prostate cancer screening Prostate cancer management was implemented from 2015 (after ImPACT mission)

	There is an acute deficiency of  pathologists in Georgia, the reasons  are complex: 
· outdated work conditions 
· no universally accepted  pathology guidelines 
· lack of support in education 
· Training,  certification and low salaries
· there are currently 60 pathologists in Georgia, 25 out are over 65 years old
· the majority  are in Tbilisi and 8 are located outside of the capital city
	· After 2014, residential program for pathologists extended to 7 students (before 2014 it was only one)
· Endorsed the order of MoH about certification of pathology laboratories


	· Consider revision, upgrade or development (if non-existent) of  training programs  for radiotherapy and nuclear medicine professionals
· Consider including specific nuclear medicine procedures  in the state  health  insurance scheme
	· “Nuclear medicine” was defined as a sub- specialization of clinical oncology and radiology on November 27, 2016
· Established residential program in nuclear medicine 


	In longer term (10 year timeframe) Georgia should  consider to  increase the radiotherapy capacity to approximately 11 units

	Current capacity: 9 linear accelerators, 4 brachytherapy and 2 cobalt-60 machines  





Accelerating Cervical Cancer Elimination
Call to action. In May 2018, the Director-General of WHO announced a global call to action towards the elimination of cervical cancer, underlining renewed political will to make elimination a reality, and called for all stakeholders to unite behind this common goal. 
Key indicators and interim targets to impact both cervical cancer incidence and mortality are being developed for the period 2020–2030, which will shape the pathway to elimination for all countries.
Current status of prevention and control of cervical cancer globally: (1) vaccination against HPV is implemented. 84% of high income countries have introduced the vaccine versus 31% and 12% in middle- and low-income countries respectively; (2) screening and treatment for pre-cancerous lesions: only 22 countries, mainly with high income, reported screening programs achieving 70% coverage or above. The majority of countries report participation rates below 50%, some as low as 10%, due to lack of organized programs, ineffective population outreach, fragmented service delivery, unavailable infrastructure and limited financial resources; (3) diagnosis, treatment and palliative care of invasive cervical cancer: the majority of cases in low-, and middle-income countries are being diagnosed at late stages and many countries lack adequate diagnostic, treatment or palliative care services. As a result, the five-year probability of surviving from cervical cancer varies across the world, from 37% to 77%.
Example of definition and 2030 targets: Vision – A world without cervical cancer; Goal: below 4 cases of cervical cancer per 100 000 women.
2030 targets: (1) 90% of girls fully vaccinated with HPV vaccine by 15 years of age; (2) 70% of women screened with an HPV test at 35 and 45 years of age and all managed appropriately; (3) 30% reduction in mortality (note: 2030 targets and elimination threshold are subject to revision depending on the outcomes of the modeling and the WHO approval process).
Cervical Cancer Screening in Georgia. Cervical cancer is the fifth most common cancer diagnosed in Georgia, after breast, thyroid, colorectal, and uteri cancers. Each year during 2015-2017 the number of new cervical cancer cases, reported to the Georgia population-based cancer registry were 344, 371, and 254; it composed 19.4, 20.8, and 14.3 per 100000 women accordingly. Cervical cancer risk increases greatly from the age 40-44 years, peaks in the 50-60 age group and decreases after the age 75. Cervical cancer responsible for the death of 200 women annually.  
Breast and cervical cancer screening in Tbilisi municipality was launched in 2008 with the assistance of the National Reproductive Health Council and financial and technical support from the UNFPA Georgia and the Municipality of Tbilisi. In 2010, this was expanded to include screening for colorectal cancer and prostate cancer management. In 2011, based on the success of the Tbilisi programs, the Georgian Government expanded the screening program to all regions of Georgia with administrative control assigned to the National Centre for Disease Control and Public Health (NCDC).
Target population for Cervical Cancer Screening in Georgia are Women aged 25-60 with a 3-year recall interval. Screening procedures include vaginal examination and a Pap test performed by a gynaecologist. 
Infrastructure for cervical cancer screening. There are more than 30 facilities, throughout the country, where women can take sample for pap-smear testing. 
Budget for cervical cancer screening. The budget of cancer screening program in the country, is around 2 mln GEL, out of which about 30% is dedicated for cervical cancer screening.
The coverage of cervical cancer screening program is low averaging ≈18.5% in 2012 and 2013, but with a decrease during next years. The reasons for the low recruitment are complex, such as low awareness of population and medical professionals, stigma to cancer, and low involvement of PHC practitioners in order to increase knowledge of community on benefits of cancer screening. 
The plan of “implementing organized screening structure and quality assurance in order to increase efficacy of screening program” was developed in collaboration with the UNFPA-Georgia. The only practical approach to implement organized cancer screening in Georgia is to start with a single screening program and once this is operating effectively, the infrastructure and systems can be progressively expanded to include other cancers. Further, the Government decided implementing organized screening to start with the cervical cancer screening program followed by breast screening and then colorectal screening. The organised cervical cancer screening program was piloted for three years (2015-2017) in selected districts of Kakheti region (Gurjaani rayon) and Tbilisi (Varketili district).
Within this pilot program all key elements of organized screening, such as management and coordination, quality assurance and continuous quality improvement has been taken into consideration, but mainly it was emphasized to building the capacities of the existing health services to enable them to deliver cancer screening programs. Primary health care (PHC) staff have the closest proximity women in the screening population and are therefore in a position to influence screening attendance and follow-up compliance. However, to do this, PHC staff must have a good understanding of the screening process and know how to effectively counsel women about the importance of screening, Pap tests results, follow-up procedures, treatments, and etc. In addition to women’s counseling, family and village doctors should have skills to take Pap smear; it is well known that recruitment to cancer screening is negatively correlated with distance to the screening facilities. Approximately 25% of the Georgian population lives in Tbilisi, another 25% in a big cities with populations ≥100,000 (Batumi, Gardabani, Gori, Kutaisi, Marneuli and Zugdidi) and 50% in smaller communities where many will not have populations sufficient to justify a separate cancer screening clinic. Therefore, the delivery of cancer screening to these smaller communities requires training of PHC staff to conduct the cancer screening tests and coordinate the referral of people having a positive screening test for follow-up within secondary care facilities. 
Despite of that, all these challenges, related to organize cancer screening, was taken into consideration, screening recruitment range was - 23.3%-31.4% - over the 3 years of the pilot. General agreement of all stakeholders in the country is that cervical screening should be implemented as part of NCD prevention package and to be delivered through PHC. To achieve desirable results Georgia needs support from international experts.

Collaboration within cancer control and prevention research activities 
1. To participate in cancer survival studies. It gives possibility to identify weak chain in cancer management in our country. Population based cancer registry gives this opportunity
2. To participate in researches on genetic cancer risk factors and environmental cancer risk factors
3. To conduct joint Epidemiological researches for thyroid cancer* among women, that has unexpected high incidence in country
4. To conduct human papilloma virus (HPV) prevalence survey
5. Extend enrolment of the country in the multi-central clinical trials, in order to improve management of cancer patients
Could be organized workshops on selected topics: 
6. Integrating cancer prevention and management into primary health care system
7. To promote psychosocial rehabilitation of oncological patients
8. Ethical issues in treatment of cancer patients

* In Georgia during 2015-2017 thyroid cancer Incidence among women was at the second place after breast cancer according to the cancer registry data; incidence rate per 100000 population in 2015-2017 composed 33.5; 42,8 and 40.8 accordingly. Ratio of women with thyroid cancer to men equals to 5/1. Cancer incidence is especially high among women aged less than 40 years.    Thyroid cancer accounts for approximately the 2% of all cancers diagnosed worldwide and 95% of all endocrine cancers; the male-to-female ratio was approximately 1 to 3.3. Most of the increase in incidence has been in one sub type known as papillary cancer, which has the best prognosis. Explanations for the worldwide increase of thyroid cancer incidence are controversial: some experts believe that the increased number of new cancers is due to the increased diagnostic intensity. Other experts consider that a true increase, due to environment and lifestyle changes, is also a likely possibility. In spite of the steadily increased incidence, thyroid cancer mortality is reported stable (At variance with most tumors (including breast, colon-rectum, lung, and prostate cancer) whose mortality has decreased in the last two decades, thyroid cancer mortality rate is not decreased, but rather slightly increased). 
