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FOREWORD 

 

Cancer is the second cause of death in OECD countries after cardiovascular diseases, accounting 

for about 25% of all deaths in 2017. The most common cancers are: lung cancer (21.5%), colon 

cancer (11%), breast cancer (14.5% among women) and prostate cancer (9.4% among men). 

Early diagnosis and treatment of cancer significantly increases the person's survival rate. Breast 

cancer is the second underlying cause of mortality among women accounting for 14.5% of deaths. 

While the incidence of breast cancer has increased in recent decades, mortality has declined or 

been stabilized, which is indicative of early diagnosis and treatment resulting in higher survival 

rates. 

In Albania, based on their mortality rate, the four main types of cancer are: lung cancer 24.3%, 

stomach cancer 9.7%, prostate cancer 8.5%, breast cancer 6.5%. According to the World Health 

Organization, the incidence of breast cancer is 45.7 / 100,000 and cervical cancer is 9.3 / 100,000 

in Europe. In Albania during 2020, 3,978 people lost their lives due to cancer, of which 2,659 

(66.8%) were men and 1,319 (33.2%) women (Table no.1) 

Table no.1: Statistics on cancer in Albania for 2020 

 MEN WOMEN BOTH  

Population 1,464,714 1,413,086 2,877,800 

Number of new cancer cases  4,195 2,842 7,037 

Age-standard index (worldwide) 170.6 128.1 148.1 

Risk of developing cancer before the age of 75 (%) 17.7 12.7 15.1 

Number of cancer deaths 2,659 1,139 3,978 

Age-standard incidence (worldwide) 101.0 50.9 74.9 

Risk of developing cancer before the age of 75 (%) 10.7 5.4 8.0 

5-year prevalence 9,844 8,128 17,972 

The five most common cancers excluding non-
melanoma skin cancers (ranked by cases) 

Lungs Breast Lungs 

Prostate Uterine  Breast 

Stomach Lungs prostate 

Bladder Colon Stomach 

Colon Cervical Colon 

Table 2 shows that in the overall structure of cancer, breast cancer accounts for 13.3% (reanked 

2nd) and cervical cancer 1.9% (ranked 15th). While in the structure of mortality from cancer 

diseases, breast cancer accounts for 6.5% (ranked 5th) and cervical cancer 1.9% (ranked 14th). 



Table 2: New cases and deaths by type of cancer 

 New cases Deaths  

Cancer Number  Ranking (%) Cumulative 
risk 

Number  Ranking  (%) 

Lungs 1,107 1 15.7 2.46 966 1 24.3 

Breast 936 2 13.3 4.86 260 5 6.5 

Prostate 794 3 11.3 3.48 338 3 8.5 

Stomach 468 4 6.7 1.07 385 2 9.7 

Bladder 379 5 5.4 0.71 179 7 4.5 

Pancreas 273 6 3.9 0.6 260 4 6.5 

Brain, CNS 223 7 3.2 0.57 184 6 4.6 

Leukemia 217 8 3.1 0.54 149 9 3.7 

Colon 212 9 3.0 0.47 132 10 3.3 

Kidneys 211 10 3.0 0.47 122 11 3.1 

Uterine 197 11 2.8 1.01 44 18 1.1 

Rectum 171 12 2.4 0.43 80 13 2.1 

Liver 170 13 2.4 0.39 155 8 3.9 

Larinx 147 14 2.1 0.36 90 12 2.3 

Cervical 133 15 1.9 0.71 74 14 1.9 

 

In order to reduce, detect and treat cancer timely, Albania prepared the National Program for 

Cancer Control in 2011, which is mainly based on primary prevention, and the main burden is 

carried by environmental factors and lifestyle, which are included in the vast majority of cancers. 

The main activities envisaged for the reduction of risk factors were: activities against smoking, 

against unbalanced nutrition and overweight, protected sex in the general population focusing on 

the most vulnerable groups, etc. 

About 21% of all breast cancer deaths worldwide are related to lifestyle factors, such as: alcohol 

use, overweight and obesity, and lack of physical activity. 

Early detection of cancer is based on the following criteria: 

• High incidence 

• Possibility of detection at an early stage (pre-clinical stage) 

• High curative potential when detected at an early stage 

• Possibility of detection with non-invasive (non-aggressive) methods 

• Low cost of screening methods 

Objectives until 2015 were set in this program: 



• Maintain a standardized breast cancer mortality rate at the 2006 levels (22 / 100,000) 

• Reduce the standardized mortality rate from cervical cancers by 5% compared to the 2006 

level (5.5 / 100,000) 

• Provide coverage with reproductive tract cancer prevention and treatment services in the 

twelve regions of the country 

• Establish a National Program for the Control and Prevention of Cervical Cancer 

One of the objectives of the National Cancer Control Program of 2011 was the establishment of 

the National Cancer Registry as a separate institution that collects, processes and disseminates 

information about the situation of cancer diseases in Albania, an institution that has apparently not 

been set up yet. In the Reproductive Health Strategy 2017-2021, Strategic Objective 3 envisages 

the prevention, detection and management of reproductive tract cancers, STIs, HIV and AIDS. 

This strategy consisted of three specific objectives: 

SO1: To establish a National Breast Cancer Screening Program 

SO2: To strengthen the diagnostic capacity of cervical cancer 

SO3: To improve the health information system on cancer diseases 

One of the SO3 activities was the establishment and strengthening of the cancer registry unit, 

which, as noted above, has been envisaged in the National Cancer Prevention Program 2011-2020, 

but has not been set up yet. 

The strategy also estimated the necessary budget (table no. 3) for the implementation of the 

envisaged objectives and activities. It specified that the amount planned by the state budget 

covered only 6% of the needs, about 9% of the budget was claimed to be met by donors, while 

about 85% remained without any financial coverage. This means that the strategy was 

unimplementable from the planning and, consequently, failed to achieve its objectives. 

Table no.3: Budget of the Strategic Document and Action Plan for Sexual and Reproductive Health 2017-2021, by 

objectives1 

 Necessary budget Planned state 
budget 

Donors Financial gap 

Reproductive tract 
cancers 

175,106,000  10,276,000  15,730,000  149,100,000  

ECONOMIC DIMENSION OF CANCER DISEASES 

                                                                 

1 https://new.shendetesia.gov.al/wp-content/uploads/2018/02/STRATEGJIA_E_SHENDETIT_RIPRODHUES_2017-2021_Final_5_dhjetor_2016-

1.pdf 



Cancer diseases have a significant economic burden on both the health system and the household. 

The economic burden on the health system is measured by two parameters: disability-

adjusted/modified life years (DALY) and the budget required to treat the disease. 

DALY is one of the most important indicators of the total morbidity burden in the population. 

DALY represents the overall costs, morbidity and mortality associated with all diseases / health 

conditions that affect the population at a given time (Murray and Lopez, 2004). In this perspective, 

DALY is a time-based indicator that combines years of life lost due to premature death and years 

of life lost due to illness (or "non-ideal" health status) (Murray and Lopez, 2004). 

Hence, a DALY can represent one year of lost “healthy” life, and the burden of disease can 

represent the gap between the current state of health and the ideal situation where every person 

ages without any diseases or disabilities (Murray and Lopez, 2004). DALY is the sum of two 

dimensions: (i) the current value of the next years of life lost from premature death, and (ii) the 

current value of the next years of life adjusted for the moderate severity (frequency and intensity) 

of each mental or physical disability caused by a certain disease or injury. 

In the chart we see that during two decades 1990-2010, it is estimated that DALY from cancer in 

Albania has increased by 56% (in total, the absolute increase was almost 1,200 DALY per 100,000 

from 1990 to 2000). The increase in the proportion of the total disease burden was 4.6% (from 

7.4% in 1990 to 12.0% in 2010). In both sexes the increase was similar (59% in men vs. 54% in 

women), despite the higher DALY value of cancer in men compared to women (68% and 63% 

higher in 2010 and 1990). 

Chart no.1: Performance of gender-based DALY for cancer conditions 1990-2010 shown by five years 

 

Based on the percentage of breast (32.9%) and cervical cancers (4.7%) in 2020 and the rate of 

increased burden in the system (Chart no. 1), we can say that both cancers contribute 

approximately to 941 DALY in the morbidity burden. 



The increased cancer burden in the health system, and the increased capacities are shown in an 

analysis of the volume of services at the Oncology Service at UHCT. 

Thus, in 2014 compared to 2013 there were 26.6% more inpatients hospitalized, 42.8% more 

outpatient consultations, 7.3% more patients treated with radiotherapy, 22.1% more biopsy and 

cytology examinations, 7% more radiological and endoscopic examinations, 55% more 

immunohistochemical examinations for inpatients. 

It is difficult to estimate the cost to the health system/person as long as there is no costing of 

services provided at each level. But based on the Strategic Document and Action Plan for Sexual 

and Reproductive Health 2017-2021, according to its objectives and budget, we can reach an 

estimate of 40,950,000 ALL (330,241 Euros) (Table no. 4). 

Table no.4: Budget for treating reproductive tract cancer conditions 

 1. Necessary 
budget 

Budget for 1 year 
1/4 

3. Number of cancer 
cases in 2020 

4. Cost per prevented 
case 2/3 

Reproductive 

track cancers 

175,106,000 43,776,500 1,069 40,950 

 

The financial burden of these diseases on the household and the health budget is difficult to be 

calculate accurately. 

In recent years there has been an investment by the government in state-of-the-art equipment in 

regional hospitals, to enhance access to services close to the citizens' place of residence. Currently, 

chemotherapy cabinets are located in 6 regional hospitals: Fier, Vlora, Shkodra, Elbasan, Durrës 

and Korça, supported and monitored by the Oncology Service at QSUT whose doctors provide 

technical and professional support to regional doctors2. 

These cabinets provide only chemotherapy services, while medical treatment continues to be 

centralized at QSUT. Therefore, in addition to problems with physical access and service, patients 

and their families also face financial costs. There are significant financial costs borne by people 

with cancer who will receive treatment at the University Hospital Center and their families that 

include: transportation, accommodation and, not infrequently, purchase of drugs missing in the 

hospital. 

Table 5 below illustrates the financial cost for a patient accompanied by a family member, who 

will need to stay in the hotel. The expenses to get the diagnostic visit reach 18,865.42 ALL. 

                                                                 
2http://www.parlament.al/Files/Procesverbale/20190225135905Komisioni%20i%20Shendetesise%20dat%C3%AB%2004%2002%202019.pdf 

http://www.parlament.al/Files/Procesverbale/20190225135905Komisioni%20i%20Shendetesise%20dat%C3%AB%2004%2002%202019.pdf


If we calculate the treatment cost according to the number of cycles, the costs will reach 18,865.42 

x 4 cycles = 75,461.68 ALL which is 139% of the average monthly salary of 54,149 ALL. 

Table no.5: Financial cost of a patient's visit from the districts to QSUT, Tirana 

 ALL Day/ALL 

Days spent 

for 

diagnosis  

Missed profits 

(patient + family 

member) 

Daily 

expenditure 

Average monthly salary 54,149 2,256.2 2 9,024.83  

Minimum wage 26,000 1,083.3 2 4,333.3  

Average monthly 

consumption 

expenditures of 

Albanian households 82,235 2,741.2 2  1,370.6 

Average monthly 

income per capita / 

equivalent 26,144 1,089.3 2 4,357.3  

Accommodation 

expenses  4,000.0 1   

TOTAL     18,865.42 

 

If we add to this cost the transport costs which are approximately 1,117.5 ALL per 100 km round 

trip, for a person living 150 km away, the travel cost will be 3 x 1,117.5 = 3,352.5 ALL. The 

patient will travel to receive 4 cycles x 3352.5 ALL = 13,410 ALL, equal to 25% of the average 

monthly salary. Besides, there are problems with finding the means of transport, especially during 

the pandemic. 

 

 

 

 

 

 

 

 



 

IMPORTANCE OF PREVENTION  

The European Union and the EU Member States are committed to achieve the Sustainable 

Development Goals, where Objective 3 is directly linked to health: "Ensuring a healthy life and 

promoting well-being for all people of all ages" 

Meanwhile, in 2017, European Union leaders proclaimed the European Pillar of Social Rights. Its 

principle 16 states that "Everyone has the right to timely access to affordable, preventive and 

curative health care of good quality.". 

Given that 40% of cancer cases are classified as preventable, it is very important that all citizens 

have access to continuous services, including health promotion and disease prevention. 

The pandemic was a test of the health care systems resilience worldwide. Consequently, prevention 

strategies should also address the issue of pandemics, which includes social distancing, behavior 

change in treatment seeking, and economic and social impact. 

Strategies should focus on enabling people to increase mobility (physical activity in these 

pandemic times has a dramatic decline, which will translate into an increased morbidity for the 

population in the future) and find ways so that pandemic-restricted lifestyles do not exacerbate the 

health condition of the population. 

Health literacy among the population is also essential to amend health inequities and have effective 

prevention strategies.3. 

Indeed, almost half of all Europeans have inadequate and problematic skills in health literacy and 

this has turned into a public health challenge that cannot be neglected. Moreover, it is associated 

with higher costs. Research estimates that limited health literacy costs the US health care system 

$73 billion a year and the Swiss healthcare system between CHF 1.5 and 2.3 billion a year, posing 

a financial burden on health systems4. 

In terms of consequences, many researchers state that health literacy leads to improved self-

reported health, lower health costs, increased health awareness, lower hospitalization, and lower 

attendance at health services 5 , that is why its importance for the health system and disease 

treatment should be emphasized. 

CERVICAL CANCER 

                                                                 
3 Nothing about me without me: why an EU health literacy strategy embracing the role of citizens and patients is needed | Archives of Public 
Health | Full Text (biomedcentral.com) 
4 Health literacy : The solid facts (who.int) 
5 Health literacy and public health: A systematic review and integration of definitions and models | BMC Public Health | Full Text 
(biomedcentral.com) 

https://archpublichealth.biomedcentral.com/articles/10.1186/s13690-019-0342-4
https://archpublichealth.biomedcentral.com/articles/10.1186/s13690-019-0342-4
https://www.euro.who.int/__data/assets/pdf_file/0008/190655/e96854.pdf
https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-12-80
https://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-12-80


Cervical cancer is one of the most common cancers among women worldwide, and accounted for 

nearly 600,000 new cases and over 300,000 deaths in 2018. The cervical cancer distribution of 

incidence and mortality reflects global inequities in access to appropriate health services, as about 

90% of deaths occur in low- and middle-income countries. 

However, this type of cancer is a preventable disease, with effective prevention programs, 

especially in high-income countries. 

The underlying cause of cervical cancers is persistent or chronic infection by human papilloma 

oncogenic viruses (Hr-HPV), which is usually spread by sexual contact. Cervical cancer 

prevention strategies are based on vaccination, screening and treating pre-cancerous lesions. 

Cervical cancer in Albania, besides being a clinical and social health problem, is a public health 

problem. Along with uterine cancer, it is the second most common cancer among women of 

reproductive age (15-49 years), after breast cancer, mainly due to its typical increased risk in 

middle age (Chart 2). 

Chart no.2: Structure of new cancer cases in women 

 

Sexual behavior trends in Albania indicate a possible increase in this type of cancer in the absence 

of prevention strategies. According to official national data, the average mortality rate of cervical 

cancer in Albania for 2013-2017 was 2.9 / 100,000 and the incidence rate for 2015 (the first year 

when the national cancer registry started operating) was 9.2 / 100,000 (National Non-
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Noncommunicable Diseases Report6 - NCD). The mortality / incidence ratio for cervical cancer in 

Albania is 32% (the ratio of new cases per 100,000 inhabitants and mortality among them is 32%). 

Early stage detection of cervical cancer would enable health interventions resulting in gained 

healthy years of life. It is estimated that every year in Albania, 2,000-3,000 years of healthy and 

productive life are lost from cervical cancer and death. 

According to one estimate, cervical cancer costs the Albanian society at least $6,000,000/year due 

to lost productivity and health system-related costs. The long-term costs of the households and the 

society which would increase this figure have not been included here... 

INTERVENTION IN CERVICAL CANCER 

At the end of January 2019, the Institute of Public Health launched the population screening 

program for cervical cancer 7. The initial program is targeted women between 40-50 years old and 

there are 173,032 women in Albania in 2020, according to INSTAT. The screening process 

consists of two phases:  

In the first phase, the health center nurses fill out a personal form for each woman invited to take 

the screening. (There is no public information on the progress of this process, neither in total nor 

in detail by urban / rural areas). The women are invited to the health center where the specimen is 

taken and sent for testing to the central laboratory at the Institute of Public Health. The laboratory 

technique is the molecular technique of HPV (Human Papilloma Virus identification), the same as 

the real-time PCR technique used to identify the Covid-19 virus.  

The second phase is only for women who have tested positive for HPV and are invited to undergo 

further gynecological examinations (such as colposcopy) by specialists. 

Currently, the program is being implemented for women between 44-49 that were 90,679 in 2019 

(Source: INSTAT). 

According to information from the Institute of Public Health, since the beginning of the process in 

early 2019 and during 2020, approximately 25,000 tests have been performed, which means that 

about 27.5% of the target population has been tested. During 2019 about 6% of the screened 

women were found to be HPV positive. 

Effective primary prevention (HPV vaccination) and secondary prevention approaches (screening 

for precancerous lesions and their treatment) prevent most cases of cervical cancer.  

THE SCREENING MAIN PURPOSE is to identify precancerous lesions caused by HPV, which can be 

removed to prevent the development of invasive cancer.  

                                                                 
6 There is a discordance in reference to or determination of the national cancer register, because since 2009 the cancer diseases register is 
operational at UHCT but the National Cancer Registry as defined in the cancer strategy 2011-2020 has not been set up 
7 https://albania.unfpa.org/sq/news/ndryshimet-në-planifikimin-familjar-dhe-adresimin-e-kancerit-të-qafës-së-mitrës-në-shqipëri 



THE SECONDARY PURPOSE is to detect cervical cancer in its early stages, at which time it can be 

successfully treated.  

Cervical cancer screening consists of three current approaches across the world: 

• HPV testing, which looks for the presence of high-risk HPV in cervical cells; 

• Pap test  

• Simultaneous HPV / Pap test. 

The WHO is developing a strategy to eradicate cervical cancer as a public health problem, which 

proposes an eradication threshold of 4 cases per 100,000 women and includes a triple intervention 

by 2030. This intervention's targets are: 

1. HPV vaccination in up to 90% of women; 

2. Cervical screening twice in a lifetime up to 70% of women; 

3. Treatment of pre-invasive lesions and invasive cancer up to 90%. 

There are various studies on the cost-effectiveness of cervical cancer screening. The well-known 

magazine The New England Journal of Medicine, in the article Cost-effectiveness of cervical 

cancer, examination in five developing countries8 states that  screening women once in their 

lifetime, at the age of 35 years, with a one-visit or two-visit screening strategy involving visual 

inspection of the cervix with acetic acid or DNA testing for human papillomavirus (HPV) in 

cervical cell samples, reduced the lifetime risk of cancer by approximately 25-36%, and cost less 

than $500 per year of life saved. Relative cancer risk declined by an additional 40 percent with 

two screenings (at 35 and 40 years of age), resulting in a cost per year of life saved that was less 

than each country's per capita GDP. 

In another study in a stimulated cohort of 1 million women between 30 to 70 years old, the pattern 

predicted that screening by primary HPV testing instead of dual HPV / Pap test could lead to as 

many as 2,141 more ICC cases and 2,041 more ICC deaths. Dual testing showed a higher number 

of quality adjusted life years - QALY9 22,334 and $39 million in savings compared to HPV testing 

alone, i.e. higher effectiveness at a lower cost. 

Another study that may be particularly important in countries like Albania with limited resources 

is to enable women to take the specimen on their own. A clinical trial of 180,000 women in the 

Netherlands to detect abnormal cervical cells from moderate to severe found that HPV testing 

performed on cervical cell samples taken by women themselves had similar accuracy to samples 

taken at the site. These findings have suggested that self-sampling may be used as a primary 

screening method in routine screening for cervical cancer. 

   

                                                                 
8 Cost-effectiveness of Cervical Cancer, Screening in five Developing Countries 
9 Quality Adjusted Life Years 



BREAST CANCER  

Infrastructural and professional opportunities, mammography screening backed by clinical breast 

examination or not, as well as follow-up of individuals with positive or suspected results, would 

reduce breast cancer mortality in women between 50-69 years old by almost one third (IARC). 

The maximum benefit would be achieved by performing screening every 2-3 years. The 

effectiveness of screening for women between 40-49 is not very clear (IARC). 

Breast cancer has been increasing in Albania since the late 1980s. Currently the risk is 45 new 

cases per 100,000 women, which in other figures would be 600 -650 new cases per year. In the 

mean time, about one third of them, 200-230, die. 

Physical breast examination by doctors has been proven to provide health benefits to women in 

their 50s (Shapiro, 1997). In Albania, screening of women over 35 for breast cancer through 

physical examination by a medical staff has been established as an activity for the first time in 

primary health care. 

In primary health care services, the procedure of clinical breast examination as a technique of early 

detection of breast cancer has started to be widely applied since 2013. Health center capacities 

have increased after the training of about 800 doctors and nurses and this activity has been set as 

a measurable and reported indicator, part of the indicators used to report on the performance of the 

health center and the financing of the bonus which accounts for 10% of the HC budget. The 

indicator was: 

• Percentage of women over 35 screened for breast cancer, 

• Estimated as: percentage of women over 35 screened for breast cancer divided by the total 

number of women over 35 registered by MPF 

• The target was: the percentage should be at least 10% in the first quarter, 40% in the second, 

50% in the third, 80% in the fourth quarter. 

In 2007, the implementation of the primary health care reform began in the country, with financial, 

organizational and legal dimensions. 

The funding reform included: 

• Fixed monthly payment (fixed payment) equal to 85% of the Health Center (HC) budget. 

• Monthly activity based payment (AP) equal to 10% of the HC budget 

• Quarterly bonus payment (5% Bonus). This payment consists of 5% of the HC budget and 

is considered as a payment for the quality of service provided in the HC catchment area. 

In a study conducted in 2011 on the implementation of the PHC reform in terms of satisfaction 

from the bonus, the medical staff said (Chart no.3): 

 



Chart no.3: Satisfaction from the bonus awarded every 6 months 

 

Motivation through the bonus and staff satisfaction from the bonus increased the HC performance. 

Chart no.4 below shows the progress of performance. 

Chart No.4: Progress of performance 2007-2010 in health centers 
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This indicator was added in the implementation of the National Cancer Control Program 2011-

2020, which emphasized the reduction of risk factors and early detection of tumors through 

screening methods.10. Disa studime të viteve ‘90 mbështesin idenë se gratë e të gjitha moshave 

kanë përfitime shëndetësore nga aplikimi sistematik i vetekzaminimit të gjirit (Gastrin 94, Harvey 

97). 

Some studies of the ‘90s support the idea that women of all ages have health benefits from the 

systematic application of breast self-examination (Gastrin 94, Harvey 97). 

Based on the current level of scientific knowledge, a national cancer control program should 

encourage early diagnosis or early detection of breast cancer focusing on women between 40-69 

years old through clinical breast examination in health centers or hospitals. 

Mammography as a primary mass screening tool in the population is used when resources allow 

for the delivery of good quality screening in at least 70% of the target population (women 50-69 

years old). If the screening rate falls below 70%, secondary prevention does not play any role but 

cross-cutting epidemiological studies are initiated to measure the disease prevalence. 

Since the beginning of the mobile mammography program in 2015, the number of examinations 

performed is shown in chart no. 5:  

Chart 5: Mammography examinations 2015-2020 

 

                                                                 

10 National Cancer Control Program 2011-2020 
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Mobile mammography is supposed to cover areas where there is no mammography. Interested 

women over the age of 50 or those between 40-50 who are deemed at a higher risk are the target 

group who can have the examination. 

The two mobile mammography units have certain technical limitations because mammography 

units perform about 15 examinations. There are 173,032 women between 40-50 years old living 

in Albania and 366,330 women between 50-69. 

The chart below (chart no.6) shows that during the two-month lockdown due to Covid-19 no 

mammograms were performed. In 2019, a total of 4,247 examinations were performed, while in 

2020, 3,087 or 27% less than in 2019 were performed. 

Chart 6: Comparison of mammographic examinations 2019-2020 
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Based on the information found on the official website of the Institute of Public Health on the 

number of mammographic examinations performed in recent years, and number by municipalities 

where mobile mammography has been performed, a rough estimate of women between 50-69 who 

have received the service in those areas can be calculated. 

Table no.6 below shows the percentage of women who have had a mammography by respective 

municipalities: 

Table no. 6: Percentage of women between 50-69 who have had a mammography in IPH mobile units 

 2015 2016 2017 2018 2019 2020 

Mammography11 4863 4535 4250 3719 4261 3124 

Total age group 50-69 
(excluding Tirana and Durrës 
regions, according to INSTAT) 

215,45312 20865913 21069414 21267415 21274316  

Percentage of the 50-69 age 
group who has had a 
mammography 

2.26% 2.17% 2.02% 1.75% 2%  

 

Above we see that there are many municipalities in isolated areas that have a very low percentage 

of women in the 50-69 age group, the target group of mobile mammography screening. In Has, 

which is an isolated municipality with a very reduced municipal hospital, only 6.2% of the target 

group have had a mammogram. The same problem persists in Klos with 3.4% and in Erseka with 

7.4%.   

  

                                                                 
11 http://www.ishp.gov.al/mamografite-e-levizshme/ 
12 http://www.instat.gov.al/al/temat/treguesit-demografikë-dhe-socialë/popullsia/publikimet/2016/popullsia-e-shqipërisë-1-janar-2016/ 
13 http://www.instat.gov.al/al/temat/treguesit-demografikë-dhe-socialë/popullsia/publikimet/2016/popullsia-e-shqipërisë-1-janar-2017/ 
14 http://www.instat.gov.al/al/temat/treguesit-demografikë-dhe-socialë/popullsia/publikimet/2016/popullsia-e-shqipërisë-1-janar-2018/ 
15 http://www.instat.gov.al/al/temat/treguesit-demografikë-dhe-socialë/popullsia/publikimet/2016/popullsia-e-shqipërisë-1-janar-2019/ 
16 http://www.instat.gov.al/al/temat/treguesit-demografikë-dhe-socialë/popullsia/publikimet/2016/popullsia-e-shqipërisë-1-janar-2020/ 

 



CONCLUSIONS  

Screening for cervical cancer as part of secondary prevention, to detect and treat it timely, is 

performed on site through the HPV molecular technique, the identification of Human Papilloma 

Virus, which needs the appropriate equipment and trained medical staff. 

Currently, the program is being implemented in women between 44-49. Nearly 25,000 tests have 

been performed, which means that about 27.5% of the target population has been tested. In 2019, 

about 6% of the screened women were found HPV positive. 

The cervical cancer screening project is being implemented by the Institute of Public Health, in 

collaboration with health centers. It is normal for a project to be initially implemented by an 

institution that has the testing expertise and infrastructure but after 2-3 years this service should 

become part of the package of services provided by health institutions through the development of 

screening protocols and investment in the regional lab infrastructure. 

Secondary prevention should also be combined with effective primary prevention (HPV 

vaccination), which together prevent most cases of cervical cancer. 

Breast cancer screening through mammography is a public health intervention that is part of the 

secondary prevention strategy, for timely detection of the pathology and treatment to cure or 

reduce health consequences. 

In Albania, there isn't any established system of immobile mammography, especially in small 

municipalities, while there is a mammography in every hospital in the regional center or in 

polyclinics in Tirana. The lack of immobile mammography in some areas (Has, Përrenjas, Bilisht, 

Erseke, Klos, Ballsh, Delvinë, Poliçan, etc17) is trying to be compensated through the provision of 

mobile mammography by the Institute of Public Health. Similar to the case of cervical cancer 

screening, the IPH has taken on the role of service provider, taking these two services out of the 

system despite delivering them in cooperation with the primary health care. 

The lack of a mammography in some areas reduces physical access to the relevant service, despite 

mobile mammography efforts. The service through mobile mammography has had problems in 

terms of delayed examination responses because the examinations are performed by a non-

provider health institution and there is no liaising information system between the IPH and the 

health centers. 

Decreased access to mammography became more sensitive during the lockdown due to the Covid-

19 pandemic, where no mammograms were performed in April and May 2020.  

 

                                                                 

17 These data are based on an assessment conducted by HII in 2013. There are no recent data on this issue. 



RECOMMENDATIONS 

FOR CERVICAL CERVICAL 

In order for the cervical cancer screening program to have a high coverage and reach the WHO 

target of 70%, several interventions need to be performed in the country: 

 Screening should become part of the routine reproductive health screening protocol 

 This process should have no financial barrier and be covered by health insurance regardless 

of where this service is obtained 

 Market liberalization and involvement of private providers in the system would reduce 

geographical barriers because testing and examination would be performed as close as 

possible to women. 

 High access is coordinated by the family doctor, who notifies each woman according to 

the protocol when to have the test. 

 It is acceptable that the screening program be managed by the IPH the first years, since it 

is an institution with practical knowledge and skills that deals with studies and provides 

the ministry with evidence-based policy data. However, this program needs to be embodied 

and become a natural part of routine health care and part of health institutions. 

 Reformation of the current system, liberalization, reduced financial and geographical 

barriers are measures that can work pretty well in cases of outbreaks. 

 In terms of what happened during the spring of 2020 due to the Covid-19 pandemic, with 

restricted mobility and gatherings, liberalization of health care would increase access and 

reduce the risk posed by a lack of health care services. 

  It is necessary to enhance information about the national cancer patients’ registry.  

FOR BREAST CANCER 

• We recommend increasing access to mammography by installing a mammography device 

in every municipal hospital. This is due to the fact that mobile mammography devices 

perform a very small number of daily examinations and consequently there are low 

screening rates. As explained above, this action is cost-effective for the health system and 

the society / individual. 

• Preparation of periodic breast cancer screening protocol for vulnerable groups. 

• In those areas where public institutions do not have any investment opportunities but 

private clinics are located, payment contracts can be entered with the Health Insurance 

Fund to perform mammography on the family doctor referral, according to the relevant 

protocol, based on good European practices. 

• Establishment of an information system or the use of telemedicine, so that the mammogram 

responses are timely and interpretative by the family doctor. Thus, the result of the 

examination becomes part of the patient's record and the client is notified at the same time. 



• Experience with mobile mammography should be shared within the system so that regional 

or municipal hospitals use it to increase access to remote areas. 

• For specific objectives related to cancer prevention and timely treatment, it is necessary to 

set performance indicators and reward the medical staff based on their level of 

achievement.  

FOR PREVENTION 

Mammograms and tests are part of preventative measures but public awareness of lifestyle changes 

is even more important, especially in difficult times of the pandemic. 

Therefore, it is recommended: 

 To have agreements with the national media to broadcast shows that help increase physical 

activity and games for people of all ages 

 To strengthen law enforcement against smoking in order to reduce the number of passive 

smokers 

 To collaborate with municipalities in order to increase the number of public spaces / 

facilities for public use, especially for young age groups, who in these times display many 

problems due to spending time (online learning) in front of the computer screen -a problem 

warned by health staffs. 

 To cooperate with civil society organizations in order to raise health awareness among the 

population about long-term benefits from health costs reduction. 


