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Key Policy Considerations 

Non-communicable diseases and risk factors 

prioritised in India’s Comprehensive Primary 

Health Care program such as diabetes, 

hypertension, oral, breast and cervical cancer 

pose a significant health burden. To expand the 

services and bring them closer to the community, 

Universal Screening of common Non-

Communicable Diseases (NCDs) was launched  

in 2016. This included screening of individuals 

aged 30 years and above for five common NCDs 

i.e. hypertension, diabetes, cancers of the oral 

cavity, cervix and breast. The key components of 

this initiative include population enumeration, 

assessment of risk factors, community 

mobilisation for screening in urban areas, health 

promotion, initiation of treatment at a primary 

health centre (PHC) and follow up at household 

level to ensure treatment compliance. Early 

detection, through screening can significantly 

decrease burden and disease progression.   While 

evidence on the broader range of NCDs is limited, 

policy considerations to improve screening uptake 

in Low- and Middle-Income Countries, and 

particularly in the Indian context are: 

 

1. There is almost no evidence on strategies for improving uptake of 

screening for hypertension, diabetes and oral cancer in LMIC setting. 

This leaves scope for generation of evidence through conducting large-

scale cluster randomised controlled trials as implementation research. 

2. Community-based outreach facilities, capacity-building, and integration 

of screening services within existing health services should be 

considered to improve screening uptake. 

3. Health education (contextually tailored, in local languages), along with 

integration of screening into existing health system, demand-side 
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financial incentives (e.g. vouchers for transport costs, free cancer 

screening services), and public awareness (including in mass media) 

may increase screening uptake for cervical and breast cancer 

sustainably.  

4. Improving access to screening services through various initiatives such 

as financial incentives (e.g. transport costs) or providing transportation 

could help create awareness and uptake.   

5. Short messaging services (SMS) as reminder for cervical cancer 

screening has been shown to improve screening rates for cervical 

cancer in LMICs. The use of Health technologies such as the use of NCD 

application by Auxiliary Nurse Midwives (ANMs) and Accredited Social 

Health Activists (ASHAs) for population based screening could help 

improve screening rates. 

6. Ensuring privacy and having female health care workers or providers 

available at health facilities can address embarrassment related to the 

screening procedures. In addition, standard protocols to be followed. 

7. Encouragement to attend screening by other women in the community 

(particularly for cancers) or health care workers has been identified as 

an important facilitator for accessing and availing screening services. 

8. Health facilities-based opportunistic screening with community outreach 

services should be continued  to  increase access to screening services 

to reduce travel time. This will continue to promote and improve 

screening uptake.. 

 

 

Enablers and barriers of note in the policymaking context are: 

 

Barriers 

 

Figure 1 presents a map of the barriers to the uptake of cervical and breast 

cancer screening services, with the overarching categories and the major 

themes identified from the systematic reviews and primary studies. Lack of 

knowledge and awareness, fear, embarrassment, stigma, lack of privacy were 

some of the main personal barriers. Sociocultural barriers included social 

stigma, social support, and poor patient and health care worker relationship. In 

terms of structural or health systems barriers, screening costs, long waiting 

times, transportation, and supply side inadequacies were identified as some of 

the main barriers.  

 

 

Enablers 

1. Personal: adequate knowledge, and greater perceived susceptibility of 

NCDs, mainly cervical and breast cancer.  



3 
 

 

2. Sociocultural: encouragement from friends and family members or other 

women in the community to attend screening, and educational sessions 

at health facilities or messages about cancer through various media 

could facilitate screening uptake. 

3. Structural or health systems: encouragement to attend screening by 

health care workers, providing transportation costs, free screening 

opportunities and integration of screening services with other existing 

health services. 
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Figure 1 A map of the identified barriers to cervical and breast cancer screening uptake 
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Methodology  

This rapid policy brief is based on two rapid evidence syntheses that examined: 

first, evidence on interventions to improve screening uptake for chronic 

diseases (component 1); and second, barriers and enablers for screening 

uptake for chronic diseases (component 2). We conducted rapid evidence 

syntheses and comprehensively searched three databases (PubMed, Embase 

and Health Systems Evidence databases) in November 2020 to identify 

systematic reviews and primary studies which met our eligibility criteria (see 

Box A). Standard rapid evidence synthesis processes were used for study 

selection, data extraction and synthesis of data; detailed information on 

methods is reported in the accompanying supplement documents. 

  Box A. Eligibility criteria 

 

 

Summary of the evidence 

Based on pre-specified inclusion criteria, five systematic reviews and five 

primary studies were considered eligible for inclusion for component 1. For 

component 2, eight systematic reviews and five primary studies were included. 

A brief summary for each component is provided below; detailed findings are 

available in supplement 1. 

• Population: adults aged 30 years or older screened for the following NCDs: 

breast cancer, cervical cancer, oral cancer, diabetes, and hypertension. 

• Interventions: Interventions that seek to increase screening uptake for NCDs 

of interest. 

• Outcome: Increase in screening uptake/screening rates. 

• Context/setting: Low- and middle-income countries (LMICs) and urban 

settings. 

• Study design:  

o For component 1, systematic reviews of randomised controlled trials 

(RCTs),  non-randomised studies such as controlled before and after 

studies (CBAs), interrupted time series (ITS) studies and cohort studies 

were included. In the absence of systematic reviews on any of the NCDs 

or interventions of interest, primary studies (aforementioned study 

designs) were considered for inclusion.  

o For component 2, mixed-methods systematic reviews including before 

and after studies, cohort studies, cross-sectional studies, qualitative 

studies and mixed-methods studies were considered. 

• Study selection: The 2020-2021 World Bank country income classification 

was used to identify and include relevant studies from LMICs.(1) 
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Component 1 

Overall, this RES highlighted the limited evidence base for strategies to improve 

screening uptake from an LMIC perspective. While there is some evidence of 

positive impact of health education interventions and mHealth technologies, the 

evidence is generally inadequate given the small number of relevant studies. 

Except for studies published in sub-Saharan Africa region,(2-10) very little 

research has been carried out in other LMICs in other regions, particularly in 

South Asia and in some parts of Central America. The objective of this rapid 

review was not to explore the reasons for the lack of evidence, but to review 

the existing evidence within a LMIC context. Therefore, we provide a summary 

of and gaps within the existing evidence base. 

Evidence from systematic reviews and primary studies that examined 

multicomponent health education interventions reported potential benefits such 

as an increase in cervical and breast cancer screening uptake and an increase 

in knowledge and awareness of screening services.   Health education 

interventions that included one-to-one education sessions with trained health 

providers and printed media with reminders  improved Cervical Cancer 

Screening (CCS) uptake, as compared to  passive education interventions such 

as providing educational booklets or materials and pamphlets.(2, 3) Further, the 

evidence highlighted the need for culturally tailored, simpler language health 

educational materials about cervical cancer and benefits of early screening to 

increase CCS uptake.(2, 3) The use of lecture, pamphlets, flip charts and 

demonstration of Breast Self Examination (BSE) using audio-visual materials 

increased BSE uptake by 90.7% compared to 0% pre-intervention in a study 

from India.(11) A community-based training initiative in Malawi involving 

laywomen to deliver breast cancer educational talks and conduct clinical breast 

examination (CBE) showed that 82% of the participants (1000/1220) 

participants underwent CBE following the intervention .(4) However, this finding 

is based only on the conference abstract, as no full text was available.(4)  

Reviews found that health education interventions on their own may improve 

overall awareness of early screening, which may or may not translate into 

increased uptake. Therefore, as suggested by Johnson et al in their review, 

integration (e.g. of cancer screening with other existing services), and financial 

incentives (e.g. providing vouchers for transportation costs to screening 

services) may be considered to provide necessary organisational support for 

effective implementation to increase screening uptake in resource-limited 

settings.(5) Restructuring and integrating screening services with other health 

services such as existing maternal health programs or preventive services may 

be more beneficial in improving screening uptake, instead of stand-alone 

interventions.(2, 5, 6, 10) Health education through community outreach with 

the help of trained laypersons / frontline functionaries (such as creche or 
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anganwadi workers) could be a potential culturally sensitive approach for 

cancer screening in certain contexts.(4, 5, 12) The effectiveness of community-

based group education programs increased when additional supports, such as 

assistance in attending screening services were provided. mHealth applications 

such as use of mobile phones for text messages and reminders focussed on 

engaging patients and encouraging change in behaviours may be beneficial 

and feasible in improving screening uptake for cervical cancer.(10) Evidence 

from two studies (conducted in Nigeria and Uganda) showed that direct home 

mailing of Human Papilloma Virus (HPV) self-sampling kit was associated with 

twice the likelihood of attending screening compared with patients who 

underwent screening at clinics.(9) 

Overall, these findings were based on a small number of studies from LMICs 

that included small sample sizes. Rigorous search strategies were used to 

identify relevant literature; however, only a small number of studies were 

identified that evaluated interventions designed to improve screening uptake 

for the NCDs of interest. The review also identified a lack of evidence on 

interventions designed to increase screening uptake for NCDs such as oral 

cancer, diabetes and hypertension, particularly from LMICs. There were no 

systematic reviews or primary studies of relevance from LMICs, with all the 

identified studies conducted in high-income and upper-middle income 

countries, mostly from the US, followed by UK, Canada, Australia, Iran and 

Turkey. 

 

Component 2 

This review identified barriers and enablers to screening uptake among adults 

living in LMICs to obtain a better understanding of the reasons behind NCD 

screening uptake. Similar to component 1, majority of the primary studies, 

including those in the systematic reviews were conducted in sub-Saharan Africa 

region,(13-20) very little research was carried out in countries from South Asia, 

mainly from India.(14-16, 21-23) Although various countries with differing 

cultural contexts were represented among the included studies in the 

systematic reviews, there were similarities and common themes in barriers and 

enablers to cervical and breast cancer screening among included studies.(13-

17, 19-21) In contrast, evidence for oral cancer, diabetes and hypertension was 

very limited to draw any meaningful conclusions.(18, 22-25) Thus, emphasis in 

this component was placed on cervical and breast cancers. Systematic reviews 

and primary studies mainly reported on barriers to screening uptake. Enablers 

and facilitators were sparsely reported.  

 

The most commonly cited barrier to screening was lack of knowledge regarding 

cancer and screening procedures.(13-17, 19, 21-24) However, it was found that 

studies that were conducted in health centers with integrated cancer screening 
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programs had higher rates of knowledge among study participants. Lack of 

knowledge and lack of understanding of the role of screening were key barriers 

to cervical cancer screening and breast cancer screening uptake amongst 

women in LMICs.(13, 15, 21) Women who reportedly had higher knowledge 

levels of cancer and cancer screening procedures identified health care 

providers as their primary source of information. Health care providers could 

act as key facilitators for screening uptake by educating patients and increasing 

their awareness toward cancer and screening. 

 

Fear and stigma around cancer screening procedures, and test results were 

the second most common personal factors for avoiding screening in the 

included reviews.(13, 15-17, 21) Low knowledge of screening procedures was 

a major factor for fear of screening. Stigma, including social stigma and 

embarrassment was reported commonly across several systematic reviews. 

 

Screening costs were reported as other significant barriers to cancer screening 

in many studies. In LMICs and in resource-poor settings, nonemergency health 

services such as cancer screening become secondary when compared to other 

priority health needs.(14, 15, 17, 21) Additional costs for services such as 

transportation to screening centres or hospitals act as a deterrent for women 

from undergoing screening even if facilities exist that offer free cancer 

screening services. 

 

Long waiting times in clinics and hospitals was found to be the most significant 

structural or health-system barrier in cancer screening among included reviews. 

Patients in the reviewed studies also reported not having time to wait to see a 

provider as a contextual barrier to screening. In many of the LMIC, many health 

care centers are largely under resourced or understaffed with high rates of 

turnover. Further, the shortage of equipment along with limited and small 

examination rooms (with a lack for privacy) resulted in patients waiting hours 

for screening. 

 

Perceived barriers to screening for hypertension included a lack of awareness 

of the need to be screened, time constraints, and a lack of awareness of 

screening services and access, as reported in two studies conducted in 

Mongolia and Nepal.(24, 25) A study conducted in Northern India reported that 

shortage of human resources including support staff was a major barrier for oral 

cancer screening in public health care facilities.(22) Barriers to diabetic care 

services including screening were explored in a study conducted across six 

districts in India.(23) Most of the patients in the study reported overcrowding 

and long waiting times as the major barriers to receiving diabetes screening at 

public health facilities.(23) In two studies conducted in Malawi and Nepal, 

challenges to NCD prevention services including screening, as reported by 
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health service providers included general lack of resources and equipment, 

understaffing, and lack of transportation for community outreach.(18, 25) 

 

Finally, in many LMICs, health care centers were under resourced, 

understaffed, and/or experienced high rates of turnover. Further, the shortage 

of equipment along with limited and small examination rooms (with a lack for 

privacy) resulted in patients waiting for hours for screening. The findings from 

this review reveal that there is an interplay of personal, sociocultural and health 

systems barriers that hinder patients from accessing screening services in 

LMICs. 

 

Policy implications  
 
These results suggest a need for:  

• Increased educational services and community outreach and the 

importance of promoting early screening. Increasing knowledge and 

awareness of cervical and breast cancer still remains a key challenge in 

many LMICs; thus, it becomes imperative to design optimal strategies for 

increasing cancer awareness.  

• Linking awareness and screening to existing service delivery systems and 

provider relationships appears to be key. 

• Health education sessions to inform women about saving for the costs 

associated with screening maybe useful in preparing them for the financial 

obligation. Moreover, if clinics offer free cancer screening services, this 

should be clearly communicated through appropriate channels, as it was 

reported in several systematic reviews that patients were not even aware of 

this free service. 

• Educational sessions at health facilities or messages about cancer through 

various media could facilitate screening uptake.  

 

Directions for further research  
 

• There is a dearth of research on enablers and barriers of screening related 

to hypertension, diabetes, and oral cancer in LMIC settings. This is a critical 

area of future research, particularly in contexts like India, where national 

programmes of population-based screening have been launched 

• Further research should utilise the strengths of qualitative and quantitative 

methodological approaches to capture and report on the unique barriers and 

enablers that both prevent and enable participation in screening services. 

Compared to quantitative research, relatively little qualitative research has 
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been conducted to explore the experiences and perspectives of 

participants, specifically related to the barriers and enablers. 

• This review has identified numerous barriers at personal, sociocultural and 

health systems levels that hinder the use of screening services among 

people with NCDs in LMICs. However, less is known about the enablers that 

facilitate screening in LMICs. 

 

Publishing notes  
 

Title  

Improving uptake for non-communicable disease screening: policy brief 

 

Full name of authors 

Sandeep Moola, Nachiket Gudi, Devaki Nambiar, Jyoti Tyagi, Misimi Kakoti, 

Soumyadeep Bhaumik, Neha Dumka, Rajani R Ved 

 

Competing interests 

The authors do not have any relevant competing interests. 

 

Acknowledgements 

This gratis policy brief was made possible due to the support from World Health 

Organisation, Alliance for Health Policy and Systems Research. The funder did 

not have a role in drafting, revising or approving the content of the policy brief 

or the rapid evidence synthesis.   

 

The authors would also like to acknowledge and thank the National Health 

Systems Resource Centre (NHSRC).  

 

Email  for correspondence 

res@georgeinstitute.org.in  

 

Suggested citation 

Moola S, Gudi N, Tyagi J, Kakoti M, Nambiar D, Bhaumik S. Dumka N, Ved 

RR. Improving uptake for non-communicable disease screening: policy brief. 

The George Institute for Global Health, India, March 2021. 

 

Supplement documents 

Component 1 - Moola S, Gudi N, Tyagi J, Kakoti M, Nambiar D, Bhaumik S. 

Dumka N, Ved RR. Improving screening uptake for oral, breast and cervical 

cancers, hypertension, and diabetes in adult patients in urban areas: rapid 

evidence synthesis. The George Institute for Global Health, India, March 2021. 

 

mailto:res@georgeinstitute.org.in


11 
 

 

Component 2 - Moola S, Gudi N, Tyagi J, Kakoti M, Nambiar D, Bhaumik S. 

Dumka N, Ved RR. Barriers and enablers to screening uptake for hypertension, 

diabetes, oral, breast and cervical cancers in adult patients over 30 years in 

urban areas: rapid evidence synthesis. The George Institute for Global Health, 

India, March 2021. 

 

 

References 
 

1. World Bank. World Bank country classifications by income level: 2020-

2021. 2020 [cited 19 Nov 2020]. Available from: 

https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-

bank-country-and-lending-groups.  

2. Abu SH, Woldehanna BT, Nida ET, Tilahun AW, Gebremariam MY, 

Sisay MM. The role of health education on cervical cancer screening uptake 

at selected health centers in Addis Ababa. PLoS ONE. 2020;15(10). 

3. Agide FD, Garmaroudi G, Sadeghi R, Shakibazadeh E, Yaseri M, 

Koricha ZB, et al. A systematic review of the effectiveness of health education 

interventions to increase cervical cancer screening uptake. Eur J Public 

Health. 2018;28(6):1156-62. 

4. Gutnik L, Lee C, Gopal S, Moses A, Stanley C, Msosa V, et al. Uptake 

and performance of clinical breast exam screening program by trained 

laywomen in Malawi. Journal of Global Oncology. 2016;2(3):45s. 

5. Johnson LG, Armstrong A, Joyce CM, Teitelman AM, Buttenheim AM. 

Implementation strategies to improve cervical cancer prevention in sub-

Saharan Africa: a systematic review. Implement Sci. 2018;13(1):28. 

6. Msyamboza KP, Phiri T, Sichali W, Kwenda W, Kachale F. Cervical 

cancer screening uptake and challenges in Malawi from 2011 to 2015: 

retrospective cohort study. BMC Public Health. 2016;16(1):806. 

7. Ndikom CM, Ofi BA, Omokhodion FO, Adedokun BO. Effects of 

educational intervention on women’s knowledge and uptake of cervical cancer 

screening in selected hospitals in Ibadan, Nigeria. International Journal of 

Health Promotion and Education. 2017;55(5):259-71. 

8. Nkwonta CA, Hilfinger Messias DK, Felder T, Luchok K. Increasing 

Human Papillomavirus Vaccination and Cervical Cancer Screening in Nigeria: 

An Assessment of Community-Based Educational Interventions. Int Q 

Community Health Educ. 2020;41(1):89-99. 

9. Yeh PT, Kennedy CE, de Vuyst H, Narasimhan M. Self-sampling for 

human papillomavirus (HPV) testing: a systematic review and meta-analysis. 

BMJ Glob Health. 2019;4(3):e001351. 

10. Zhang D, Advani S, Waller J, Cupertino AP, Hurtado-De-Mendoza A, 

Chicaiza A, et al. Mobile technologies and cervical cancer screening in low- 

https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups


12 
 

 

And middle-income countries: A systematic review. JCO Global Oncology. 

2020;6:617-27. 

11. Agide FD, Sadeghi R, Garmaroudi G, Tigabu BM. A systematic review 

of health promotion interventions to increase breast cancer screening uptake: 

from the last 12 years. Eur J Public Health. 2018;28(6):1149-55. 

12. Lu M, Moritz S, Lorenzetti D, Sykes L, Straus S, Quan H. A systematic 

review of interventions to increase breast and cervical cancer screening 

uptake among Asian women. BMC Public Health. 2012;12:413. 

13. Black E, Hyslop F, Richmond R. Barriers and facilitators to uptake of 

cervical cancer screening among women in Uganda: a systematic review. 

BMC Womens Health. 2019;19(1):108. 

14. Devarapalli P, Labani S, Nagarjuna N, Panchal P, Asthana S. Barriers 

affecting uptake of cervical cancer screening in low and middle income 

countries: A systematic review. Indian J Cancer. 2018;55(4):318-26. 

15. Islam RM, Billah B, Hossain MN, Oldroyd J. Barriers to Cervical Cancer 

and Breast Cancer Screening Uptake in Low-Income and Middle-Income 

Countries: A Systematic Review. Asian Pac J Cancer Prev. 2017;18(7):1751-

63. 

16. Kasraeian M, Hessami K, Vafaei H, Asadi N, Foroughinia L, Roozmeh 

S, et al. Patients' self-reported factors influencing cervical cancer screening 

uptake among HIV-positive women in low- and middle-income countries: An 

integrative review. Gynecol Oncol Rep. 2020;33:100596. 

17. Lim JN, Ojo AA. Barriers to utilisation of cervical cancer screening in 

Sub Sahara Africa: a systematic review. Eur J Cancer Care (Engl). 

2017;26(1). 

18. Lupafya PC, Mwagomba BL, Hosig K, Maseko LM, Chimbali H. 

Implementation of Policies and Strategies for Control of Noncommunicable 

Diseases in Malawi: Challenges and Opportunities. Health Educ Behav. 

2016;43(1):64s-9s. 

19. Panteli E, Pittalis C, Gajewski J. Factors influencing breast and cervical 

cancer screening service delivery in Malawi: A systematic review. BMC 

Proceedings. 2020;14. 

20. Runge AS, Bernstein ME, Lucas AN, Tewari KS. Cervical cancer in 

Tanzania: A systematic review of current challenges in six domains. Gynecol 

Oncol Rep. 2019;29:40-7. 

21. Babu GR, Lakshmi SB, Thiyagarajan JA. Epidemiological correlates of 

breast cancer in South India. Asian Pac J Cancer Prev. 2013;14(9):5077-83. 

22. Kaur R, Kant S, Mathur VP, Lohia A. Feasibility of opportunistic 

screening for oral cancers in a dental outpatient department of a secondary 

care hospital in Northern India. J Family Med Prim Care. 2020;9(2):909-14. 

23. Tripathy JP, Sagili KD, Kathirvel S, Trivedi A, Nagaraja SB, Bera OP, et 

al. Diabetes care in public health facilities in India: a situational analysis using 

a mixed methods approach. Diabetes Metab Syndr Obes. 2019;12:1189-99. 



13 
 

 

24. Demaio AR, Otgontuya D, de Courten M, Bygbjerg IC, Enkhtuya P, 

Meyrowitsch DW, et al. Hypertension and hypertension-related disease in 

mongolia; findings of a national knowledge, attitudes and practices study. 

BMC Public Health. 2013;13:194. 

25. Khanal S, Veerman L, Nissen L, Hollingworth S. Use of healthcare 

services by patients with non-communicable diseases in Nepal: A qualitative 

study with healthcare providers. Journal of Clinical and Diagnostic Research. 

2017;11(6):LC01-LC5. 

 


