This chapter presents the out-
comes on barriers to cancer screen-
ing and the interventions that are
currently in place. It first provides
aggregate data on barriers to the
cancer screening pathway, followed
by aggregate data on existing inter-
ventions to improve cancer screen-
ing programmes, and then the key
messages.

3.1 Prioritized barriers to the
cancer screening pathway

There was great variability among
the barriers selected by countries.
For protocols and guidelines,
including building capacity to deliver
services in accordance with the pro-
tocols, the prioritized barriers were
related to inadequate governance
for assessing the training needs of
the screening providers, screening
providers not following the recom-
mended protocols, and insufficient
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monitoring of compliance with such
recommendations. The least select-
ed barrier was no regular updating of
screening guidelines.

At the step of identification of
the eligible population and invi-
tation to screening, most of the
countries selected an inadequate
population register as a prioritized
barrier. The population register was
not complete, was not updated in a
timely manner, or was missing some
of the eligible population, such as
immigrants and individuals who are
homeless. The least selected barri-
ers were data protection regulations
preventing access to contact infor-
mation of the eligible population, and
eligibility criteria varying from a de-
fined protocol according to location.

The barriers prioritized as the
most relevant to increasing screen-
ing participation were not having
an adequate system for monitoring
screening participation, inadequate

feedback to health professionals
about screening participation, diffi-
culties in scheduling screening ap-
pointments, and health profession-
als not promoting screening. Many
barriers at this step were selected by
only 1 or 2 countries, such as a lack
of trust in the health-care system,
the screening centre being far away,
negative attitudes of health profes-
sionals, and no financial coverage
of the direct costs of screening (cost
of appointment, cost of collection of
test, cost of test analysis, etc.).

With respect to the success-
ful operation of the programme,
countries selected the following pri-
oritized barriers: insufficient infra-
structure and/or financial resources
for screening, inadequate monitor-
ing and evaluation, and limited pub-
lic promotion of the screening pro-
gramme. The least selected barriers
at this step of the cancer screening
pathway were related to opportunistic
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screening: the outcomes of opportu-
nistic screening not being shared,
and the additional financial burden
on the health-care system from such

Table 1. Dimensions of barriers and most prioritized barriers within each
dimension by representatives of the health authorities of 27 countries in the
Community of Latin American and Caribbean States (CELAC)

out-of-programme activities. Dimension of barrier and most prioritized barriers Number of countries (%)

For follow-up, a large propor- Information system 27 (100)
tion of the countries selected the Population register is not accuratelor cqmplete . 19 (70)
R oL . K . Population register is not updated in a timely manner with 17 (63)
following prioritized barriers: insuffi- changes of contact information
cient monitoring of non-responders Inadequate system for monitoring screening participation 12 (44)
to follow-up; difficulties in sharing Quality assurance 26 (96)
. . . Insufficient monitoring of individuals diagnosed with 17 (63)
information because of inadequate precancer or cancer
|inkage between the screening reg- Insufficient monitoring and evaluation of non-responders 11 (41)
. . . to follow-up
istry, pr|mari/ care, anq peit|entS for Monitoring and evaluation are inadequate and insufficient 10 (37)
the screening organization; and No systematic monitoring or evaluation of treatment 10 (37)
not having a system in place to en- outcomes
sure appropriate  management of Protocols and guidelines 24 (89)
PP 'tP individ ? s | Insufficient number of professionals trained on the screening 13 (48)
SCreen-pOSl Ive Individuals. evera protocols and guidelines
barriers at this step were selected Screening guidelines are not regularly developed or adopted 7 (26)
by onIy 1 country, such as poor ad- Screening protocols and guidelines are not regularly updated 6 (22)
herence by providers to the official- ~ overmance . . 23(89)
L No well-defined organizing system in place to ensure 14 (52)
ly adopted guidelines on follow-up appropriate management of screen-positive
management, people distrusting the II:glt\jne‘:qL:Jaaltse(;allg-nsrﬁ;egrgﬁg]:rr}losgr;?s)tics to deliver screening 8 (30)
health-care system, no financial cov- services
erage of the direct costs of the diag- Complex and/or unclear admini;trative procedures 8 (30)

. . delay amendment of the screening protocol
nostic workup (cost of appointment, Availability 21(78)
cost of procedure, cost of test anal- Insufficient infrastructure and/or financial resources for 14 (52)
ysis, etc.), and unaffordable indirect ey )

t £ di . t of t | Insufficient trained human resources for screening 11 (41)
costs o iagnosis (cost of travel, Insufficient infrastructure and/or financial resources for 10 (37)
loss of a day’s wages, cost related to further assessment
care of dependents, etc.). Accessibility 21(78)

. Delays in initiation of treatment not related to availability

For barrler.s to treatment, most of hoalth services 15 (56)
of the countries selected the fol- System-level delays for diagnosis after screening 6 (22)
Iowing prioritized barriers: delays ?ppgint(rjnents for screening make it difficult for people 4(15)
S . - o atten
in initiation of treatment, insufficient Expected barriers (not financial) in access to cancer 4 (15)
monitoring of individuals diagnosed diagnosis in case of a p_ositiv_e sc_reening result

) Expected barriers (not financial) in access to cancer 4 (15)
with precancer or cancer, and a treatment in case of a cancer diagnosis
lack of systematic monitoring and The treatment centre is far 4(15)
evaluation of treatment outcomes. User—provider interaction 16 (59)

. Health professionals not disseminating information 9 (33)

The least selected barriers were the about or promoting screening
treatment centre being far away, the Limited public promotion of the screening programme 7 (26)
unavailability of effective treatment Current system does not gddress personal beliefs 1(4)
to all people who require it, the per: et e b (B el i
oallp p q ’ p_ Acceptability 13 (48)
sonal beliefs of patients preventing Limited health literacy, or beliefs and values that lead 6 (22)
them from undergoing treatment, no to non-participation in screening
. ) going R Health professionals’ attitudes and established patterns 5(19)
financial coverage of the direct costs of practice prevent screening
of treatment, and unaffordable indi- Patients do not_ undergo treatment because of a variety 4 (15)

t costs of treatment of personal befiefs
reci .

) ) Affordability 11 (41)

Table 1 shows the dimensions of Unaffordable indirect costs of treatment 6 (22)
barriers and the most prioritized bar- No financial coverage (total or partial) of direct costs 4 (15)
; e ; ; _ of screening
riers within each dimension by repre No financial coverage (total or partial) of direct costs 4 (15)

sentatives of the health authorities of
27 countries in CELAC.

of treatment

Source: Mosquera et al. (2024) [27].



3.2 Existing interventions to
improve cancer screening
programmes

All of the countries reported having
implemented some forms of inter-
ventions to improve cancer screen-
ing programmes (Table 2). The defi-
nitions of interventions are included
in Annex 2.

Most of the countries had some
intervention in place to increase de-
mand for screening among the eligi-
ble population. The most frequently
reported interventions were group
education (n = 23; 85%), mass media
campaigns (n = 22; 82%), and small
media campaigns (n = 22; 82%).
Few of the countries had a system
in place for inviting individuals (n = 4;
15%), which is done through home
visits, or for providing individual in-
centives (n = 3; 11%).

The most frequently reported in-
terventions to increase access to
screening were mobile units (n = 16;
59%), followed by the provision of al-
ternative screening centres (n = 13;
48%), scheduling out-of-hours ap-
pointments for screening (n = 8; 30%),
and patient navigation (n = 6; 22%)).
Only 2 countries (7%) addressed out-
of-pocket costs.

Patient navigation is a cross-cut-
ting intervention that can help over-
come barriers at different steps of
the cancer screening pathway. Nav-
igation to increase participation in
cancer screening was reported to be
implemented in 6 countries. Howev-
er, 3 of those countries reported spe-
cific barriers that could be addressed
by patient navigators: for example,
no follow-up of non-responders to
the initial screening invitation, people
experiencing practical issues (care
of dependents, disability, language,
etc.) that lead to non-participation in
screening, and health professionals
not sharing information about or pro-
moting screening.

At the provider level, 19 coun-
tries (70%) reported conducting
training of health professionals on
cancer screening delivery. A lower
proportion of the countries (n = 11;
41%) reported organizing training in
laboratory sciences, pathology, and
radiology. The least reported inter-
vention, which was implemented in
only 4 countries (15%), was having
provider reminders and recall. Of the
19 countries that reported training
health professionals, 5 ranked some
type of barrier related to provider
education as a priority: insufficient
number of professionals trained on

the screening protocols and guide-
lines, screening providers not fol-
lowing protocols and procedures,
and health professionals not shar-
ing information about or promoting
screening.

At the policy and system level,
most of the countries (n = 18; 67%)
reported having universal health
coverage, which helps to overcome
many of the barriers. As an interven-
tion to promote screening participa-
tion, giving a day off work to attend
screening was in place in 6 countries
(22%).

Table 2. Interventions to improve cancer screening programmes by type of
intervention and number of countries, from 27 countries in the Community
of Latin American and Caribbean States (CELAC)

Type of intervention

Number of countries (%)

User-directed interventions to increase demand

Group education 23 (85)
Mass media campaigns (television, radio, billboards) 22 (82)
Small media campaigns (brochures or leaflets, 22 (82)
newsletters, flip charts, videos, social media)
One-on-one education 21 (78)
Individual reminders and recall 6 (22)
Individual invitation 4 (15)
Individual incentives 3(11)
User-directed interventions to increase access
Mobile units 16 (59)
Alternative screening centres 13 (48)
Scheduling out-of-hours appointments 8 (30)
Patient navigation 6 (22)
Provision of transportation 4 (15)
Self-sampling tests for cervical cancer 3(11)
Reduction of out-of-pocket costs 2(7)
Provider-directed interventions
Training on screening delivery 19 (70)
Training in laboratories 11 (41)
Training in pathology 11 (41)
Training in radiology 11 (41)
Provider assessment and feedback 11 (41)
Provider incentives 6 (22)
Provider reminders and recall 4 (15)
Policy and system-level interventions
Universal health coverage 18 (67)
Day off work to attend screening 6 (22)

Source: Mosquera et al. (2024) [27].
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— Key messages

* To the best of our knowledge, this is the first systematic assessment of barriers to the cancer screening path-
way from the health system perspective and existing interventions to improve cancer screening programmes
in the CELAC context.

» More than 75% of the countries prioritized issues related to the availability of services, which is the first barrier
that the population might face to participate in cancer screening services. This barrier covers issues related
to infrastructure, financial resources, and human resources.

« All of the countries in the region prioritized barriers related to the information system, such as the population
register not being accurate or complete (70%) or not being updated in a timely manner with changes of con-
tact information (63%).

« All of the countries except one prioritized barriers related to quality assurance; the most prioritized barrier
(63%) was insufficient monitoring of individuals diagnosed with precancer or cancer.

* There was diversity among the dimensions of the barriers prioritized as the most relevant by countries, with no
clear pattern by region or by the level of organization of the screening programmes. The prioritization will be in-
fluenced by the socioeconomic context of each country, the health system organization, and the cancer burden.

* Ideally, the information collected in this project should be complemented with views from the population and from
providers. Also, it would be important to analyse whether there are differences across socioeconomic groups.

» Most of the countries reported having universal health coverage (67%). However, women had to pay for diag-
nostic and treatment services for breast cancer and cervical cancer in about 40% of the countries.

« After identifying potential interventions to overcome barriers, countries will have to prioritize the interventions
on the basis of the local context, enablers, the effectiveness of the interventions, the available expertise, the
feasibility of implementation, the legal framework, and/or the return on investment. Then, stakeholders will
need to be engaged to work on an action plan to overcome each barrier. This plan should include a SMART
objective (specific, measurable, actionable, relevant, and time-bound) and a system to monitor and evaluate
the interventions.

* Further analysis is required to assess why some countries that implement an intervention to overcome a
specific prioritized barrier are not successful.
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