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Abstract

Objective: The present study aims at systematically reviewing research conducted

on factors promoting breast, cervical and colorectal cancer screenings participation.

Methods: A literature search in MEDLINE/PubMed and PsycInfo from January

2017 to October 2021 was performed. Data extraction, researchers' full agreement

and the inclusion criteria produced 102 eligible studies. Data were narratively

synthesized and critically interpreted.

Results: Multiple factors favoring or hindering breast, cervical and colorectal cancer

screeningswere identified and summarized as factors operating at the individual level

(background information, individual characteristics, emotions related to screening

procedure and to cancer, knowledge and awareness), at the relational level (re-

lationships with healthcare staff, significant others, community members), and at the

healthcare system level (systems barriers/policy, lack of staff). A critical appraisal of

studies revealed a fragmentation in the literature, with a compartmentalization of

studies by type of cancer screening, country and specific populations of destination.

Conclusions: Overall findings indicated that greater integration of research results

obtained independently for each cancer diagnosis and within the different coun-

tries/populations could foster a more comprehensive understanding of factors

potentially enhancing the participation in breast, cervical and colorectal cancer

screenings worldwide. This review, which is grounded in the current context of

globalization and superdiversification in population, can help to enhance a better

integration between research and practices, by supporting the development of more

effective and inclusive evidence‐based interventions and health‐promotion cam-

paigns worldwide. Research and practical implications are highlighted and

discussed.
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1 | BACKGROUND

Cancer still represents one of the leading causes of death worldwide,

accounting for almost 10 million deaths in 2020.1 Nonetheless, be-

tween 30% and 50% of cancer diagnoses can be avoided through the

effective implementation of prevention strategies.2 Therefore, sub-

stantial efforts have been made globally to develop health promotion

campaigns with the aim to effectively reduce delays in, and barriers

to, a timely cancer diagnosis. In this direction, the World Health

Organization (WHO) recommends the development of organized

screening programs,2 with consistent guidelines across countries.3

Nevertheless, despite the richness of programs and of research/in-

terventions aiming at promoting cancers screening, the participation

rate still remains unsatisfactory,4 requiring a critical evaluation of the

current trends, needs and challenges for public health provision and

research in this field.

Several systematic reviews have targeted the key issue of cancer

screening participation. However, these studies are conducted within

specific countries (e.g., Uganda—including 14 studies5; Netherlands—

including 25 studies6) and/or address specific population groups (e.g.,

people with disability in UK—including 11 studies7; Asian Americans

—including 24 studies8). This could, however, substantially limit the

possibility to capture the multiple factors that may influence in-

dividuals' screening participation. This is particularly true in light of

the increasingly globalized world, which requires taking into account

a more complex, inclusive and superdiverse perspective in public

health research and interventions (i.e., population groups featured by

differences in socioeconomic status, gender, sexual orientation,

migration background).9

Moreover, the majority of these reviews independently target

each type of cancer diagnosis, focusing on breast,10,11 cervical,12,13 or

colorectal cancer screening alone.14,15 This may however hinder the

possibility to identify those common factors that can influence the

overall screening attitude. Indeed, there is evidence underlining how

offering screenings for different cancers at the same time could favor

individuals' general attitude towards, and actual uptake of, cancer

screening.16–18

Therefore, based on the abovementioned premises, this sys-

tematic review aims at comprehensively assessing factors promoting

breast, cervical and colorectal cancer screenings participation by

answering the following research questions:

1. What factors either favor or hinder breast, cervical and colorectal

cancer screenings participation?

2. What is the research trend on cancer screenings participation by

country/specific population group?

This review has been developed in the context of the wider

Action‐Research Project MIRIADE. This adopts a multi‐dimensional
approach to identify variables that may influence adherence to can-

cer screenings, in order to sustain planning and implementation of

health promotion activities and to improve participation rates. This

project is fully in line with the 2030‐UN‐Agenda for Sustainable

Development to reduce mortality from cancer,2 which has underlined

the imperative need to strengthen the development of interventions

focused on health promotion, screening participation, and greater

access to healthcare care services globally. By identifying a

comprehensive set of factors promoting cancer screenings partici-

pation, and by addressing the challenges imposed by the current

superdiverse world,9 this review may foster the development of more

effective evidence‐based interventions and health‐promotion cam-

paigns worldwide.

2 | METHODS

2.1 | Search strategy

This systematic review was conducted following the procedure for

the search and selection of studies set in the Preferred Reporting

Items for Systematic Reviews and Meta‐Analyses (PRISMA) guide-

lines.19 The databases searched were MEDLINE/PubMed and Psy-

cINFO. The keywords used were: “Breast OR Cervical OR Colorectal”

AND “Cancer Screening” AND “adherence OR uptake OR attendance

OR attitude” OR “factors OR causes OR influences OR reasons OR

determinants”. Keywords were selected considering the need to limit

our results to breast, cervical, and colorectal screening behaviors.

Keywords were also carefully selected to maximize the possibility to

identify relevant, and sometimes unforeseen, results (e.g., using

“factors OR causes OR influences OR reasons OR determinants”

instead of “risks/protective factors” or “barrier/facilitators”).

2.2 | Selection criteria

Articles were included if they met the following inclusion criteria: (1)

published in a peer‐reviewed journal; (2) published from 2017 on-

wards; (3) written in English/Italian. Exclusion criteria were: (1)

absence of full‐text; (2) reviews/protocols/dissertations; (3) article
addressing socio‐demographic/socio‐economic data only; (4) article

reporting cancer screening rates/medical parameters only; (5) articles

not addressing one or both research questions. Moreover, according

to the research aims, only papers focusing on at least one among

breast, cervical, and colorectal cancer screenings were included.

2.3 | Study selection and data extraction

Firstly, duplicates were removed and titles/abstracts were indepen-

dently screened for relevance by two researchers (FV and DL). Af-

terwards, a selected pool of articles was chosen for full‐text reading
and the final set was established for inclusion. Any discrepancy was

discussed among all the authors to reach a satisfactory and shared

decision.

For the data extraction, a tailored form was developed. It was

drawn by using a form which was piloted by the extractors (FV and
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DL) on a different pool of papers exploring cancer screening behav-

iors (n = 74). The form was revised and checked by another two

reviewers (MD and DC) to ensure extractors would record all the

relevant information and to allow comparisons between the studies.

The following information was extracted: Study‐ID (authors, year of

publication, country); Study population (number, sex, age‐range);
Type of screening; Aim/design; Findings. Given the heterogeneity

across the studies, a meta‐analysis was not performed. Data appraisal
and synthesis was, instead, performed narratively considering the

research questions settled for purpose of the current study. As part

of the granted wider Action‐Research Project MIRIADE activities,

this review was not registered, and a protocol was not prepared. The

study was approved by the Ethical Committee of Psychological

Research of University of Naples Federico II (IRB n.16/2022).

2.4 | Quality assessment

Quality assessment was performed on papers which underwent

full‐text reading. The Mixed‐Methods Appraisal Tool (MMAT)

version‐2018 was used.20 This tool was developed for evaluating the

methodological quality of empirical studies (qualitative/quantitative/

mixed methods). Two reviewers (FV and DL) independently assigned

the quality rating (range: 1–10). Studies reporting a score ≥5 were

included in the final analysis. Before the final removal, any discrep-

ancy/disagreement was solved by discussions involving all the

authors.

3 | RESULTS

3.1 | Study selection

Altogether, 2304 records were identified, of those 331 were

removed due to duplications. Afterwards, 1973 individual citations

were screened by assessing the title/abstracts, and 1263 records

were removed since they were considered out of topic. After a

careful evaluation of the remaining papers, 312 records were elimi-

nated, since they did not meet the inclusion criteria. Overall, 398

articles underwent full‐text reading and 102 studies were included in
the final analysis (Figure 1). The majority of the studies applied

quantitative (n = 80) methods, 20 reported qualitative methodologies

(interviews/focus groups), and two studies applied a mixed approach.

All records included reached a quality score ≥5 in MMAT, indicating a

satisfactory data collection, and coherence between data, analysis

and final interpretation.

3.2 | Results: Research question one

Multiple factors favoring/hindering cancer screenings were identi-

fied. They were critically appraised and summarized as factors

operating at: 1. the individual level; 2. the relational level; 3. the

healthcare system level. Findings have been detailed below.

3.2.1 | Individual level

Research suggests four subthemes, namely, background information,

individual characteristics, emotions, and knowledge and awareness.

Background information

People with higher educational level, employed and with greater so-

cioeconomic status are more likely to attend cancer screenings.21–26

Differently, being part of a minority group (i.e., for ethnicity/religion/

culture/gender identity/sexual orientation/diagnosis of mental/phys-

ical disorders) results in lower screening rates when compared to the

general population.

Specifically, research highlights that people belonging to sexual

and gender minority groups (LGBTQ + community), such as Sexual

Minority Women (SMW; non‐heterosexually identified women)27 and
Transgender and Gender‐Nonconforming people (TGNC),28 report

lower rates of screening attendance,, and they are also considerably

under‐researched when analyzing cancer screening literature.

Differently, a large body of studies focuses on immigration status,

which, particularly for recent immigrants, is demonstrated to nega-

tively influence the rating for adherence to breast, cervical29–33 and

colorectal cancer screenings.34,35 Difficulties related to the language

represent one of the main obstacles,36–38 along with cultural/reli-

gious beliefs.39 These barriers are mainly reported whether culture/

religion are particularly sensitive towards “intimate areas” and

“female body”,40 and cancer is considered as the unavoidable pun-

ishment for own sins.21,41 However, culture/religion seems to

represent a barrier for screening adherence mainly when people

belong to ethnic/religious minority groups within a specific coun-

try.42,43 For example, Hispanic people in United States42—whose

population consists of predominantly Non‐Hispanic‐White people—

and Christian women in Indonesia43—which is a Muslim‐majority
country—report significantly lower cancer screening rates than

those of members belonging to the majority groups within the

countries they live in. Nonetheless, immigrant people report satis-

factory screening rates44,45 if they have the following characteristics,

namely: 1. A partner native‐born in the country of residence; 2. High

educational level; 3. High socioeconomic status. This suggests that

the immigration background does not represent a hindrance in itself.

Similarly, religious faith, rather than being a hindrance only, can

provide people with support and a high sense of civic duty, signifi-

cantly promoting screening attendance.46,47

Moreover, people diagnosed with mental health disorders,45,48–50

intellectual disability, and physical disorders51–53 also received

tailored research attention since they are less likely to be properly/

timely screened. This may be due to additional psychological/physical

barriers that they can encounter when accessing healthcare ser-

vices,54 in particular related to the increasing discomfort/
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embarrassment linked to the dependency (i.e., necessity of someone

who physically assists them during the procedure). However, research

also underlines protective factors that should help their screening

participation; among all, living in a nonmedical community setting, that

can provide assistance.55

Emotions

Beyond the population group and the screening type, the majority of

research underlines the psychological costs of cancer screening. In

particular, embarrassment, shame, discomfort, and fear represent the

most cited barriers to screening uptake.39,46,47,54,56–67 Furthermore,

for colorectal cancer screening only, also disgust and worries about

completing the faecal occult blood test (FOBt) incorrectly are addi-

tional barriers that should be carefully addressed.68

Still considering the factor under the label “fears”, some studies

highlight those fears related to the screening in itself, namely fears

related to the unknown procedure,62,64 previous negative experi-

ences,66 test pain,57,61 perceived mistrust in providers' confidenti-

ality63 and in the safety of the screening procedure.67 However,

nearly all the studies emphasize those “fears for the results”, since

many people consider cancer as a “deadly” diagnosis.39,47,57,61–67

In particular, when asked to think/recall about barriers to

screening, some people often report future fears related to cancer

diagnosis (e.g., fear of suffering, changes in appearance, and death).69

Furthermore, research suggests that unwillingness to screen is also

linked to fears about the impact of a potential cancer diagnosis on

relationships, that is, losing friends/job, being stigmatized and iso-

lated by the society and even by own family.47,61,69 Likewise, people

in a relationship and/or having children may also report fears related

to neglecting the care of children, saddening family, and experiencing

difficulties in the sexual life due to cancer and its treatments.69

Nevertheless, despite the majority of studies addressing this

emotion as potentially “paralyzing”, few studies reveal that fear of

cancer may also represent a factor promoting screening participa-

tion.70,71 Accordingly, family history of cancer (mainly breast/cervical

cancer) may significantly impact people' knowledge, attitudes, and

behaviors related to screening uptake; those not having relatives

who have had cancer often underestimate their own risk, thus more

likely being patients who do not adhere to screening recommenda-

tions.30,72–75 Conversely, people perceiving high susceptibility to

cancer and worries linked to cancer diagnosis are more likely to

participate in screening programs, since the latter are considered as

F I GUR E 1 PRISMA diagram of study flow. Adapted from Page et al., 2021
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potentially lifesaving (i.e., they are more likely to perceive cancer

diagnosis, rather than cancer screening, as entailing the greater

psychological and physical costs).23,46,70,71,76,77 Moreover, people

perceiving high susceptibility are also more likely to repeat the test

following the recommended time frames, thus the screening uptake

may recall not only negative emotions, but also reassuring feelings

linked to the “negative” results.23 Nonetheless, research also

demonstrated that an excessive amount of fear for cancer may

impact people' self‐assessment of susceptibility, resulting in a

defensive perception of low susceptibility and, accordingly, in active

screening avoidance.77

Individual characteristics

People adopting healthy behaviors, such as a high level of utilization

of preventive care (e.g., history of screening/flu‐vaccinations), com-
plementary medicine, physical activity and absence of health‐adverse
behaviors (e.g., tobacco‐use) are more likely adherent.22,78–80 In this

direction, people displaying high tendency to be ego‐involved in

health choices (i.e., health is of high personal relevance),70

prevention‐oriented,74,81,82 and health‐aware are more likely to

actively engage in cancer screening programs.76,77 Similarly, positive

attitude towards the benefits of screening,83 perceived control in

personal choices and over own health,81,84 personal motiva-

tion,33,70,74 high perceived self‐efficacy and response efficacy77 are

pivotal features promoting screening adherence, that enhance the

search of adequate information about cancer screening and that

support the willingness to overwhelm the perceived barriers to

cancer screening.

Considering personality characteristics, Type A personality (i.e.,

conscientiousness/time urgency/competitiveness) is associated with

increased adherence to the medical recommendations, including

cancer screening,85 probably by influencing the appraisal of the

benefit‐cost balance and by leading to prioritizing the benefits of

early cancer detection. In line with this, a recent study86 underlines

that individuals' participatory dialog (considering costs/benefits),

behavioral confidence (surety of behavior beyond external barriers),

and changes in physical environment (overcoming enabling factors

for behavioral intention) may promote screening adherence,

whereas emotional transformation (i.e., converting emotions into

intention, self‐motivation) and practice for change (e.g., overcoming

barriers) may endorse, instead, the maintenance of the regular

screening behaviors over time. Conversely, people possessing

fatalism are more likely to perceive greater barriers for screening

and, accordingly, less likely to accomplish health recommenda-

tions.46,82,87 In the same direction, the presence of procrastination,

addressed by studies reporting “lack of time”, “difficulties in plan-

ning appointment”, “forgetfulness”, and “other priorities” as bar-

riers24,29,39,58,59,62,64,65,88 is associated with notable low rates of

screening participation.

Knowledge and awareness

The majority of research highlights the role of high knowledge/

awareness about cancer etiology, and screening recommendation/

procedure/types in effectively promoting cancer screening atten-

dance, mainly among first‐time attenders.30,33,39,43,47,57,66,74,

82,88–92 This is particularly true considering the great number of

misunderstandings (e.g., the person lose part of uterus during bi-

opsy) and false myths (e.g., application of social norms which foster

the overestimation of personal ability to prevent cancer by lifestyle

choices such as monogamy for cervical cancer and breastfeeding for

breast cancer).21,61,63,75

3.2.2 | Relational level

Research suggests three subthemes, namely relationships with

healthcare staff, with significant others, and with community

members.

Healthcare staff

For all the types of screening, research underlined that members of

the medical staff represent the chief persons involved in the decision‐
making process, significantly influencing the intention/actual partic-

ipation in cancer screenings.22,66 Indeed, several studies outline the

importance of regular interaction with healthcare providers and of

receiving clear/consistent information and recommendations about

cancer screening.25,29,32,56,69,75,79,82,90,93–95 However, not only the

patients but also the professionals highlight the need to thoroughly

discuss the screening practice (including information on both harms

and benefits, false‐positive results and over‐diagnosis).84,89,96–99

From the patient perspective, the possibility of having enough time

for being listened23 and for disclosing fears about screening with

healthcare professionals can play a pivotal role in favoring screening

participation.46,100–103 Indeed, negative counseling/screening expe-

riences may significantly hinder future attendance, requiring the

healthcare staff to be properly trained about these needs.67 For

example, for pap‐test, considering the invasiveness of the procedure,
which may potentially recall previous adverse experiences, the

presence of qualified professionals may significantly reduce women's

anxiety, promoting future attendance.66 For colorectal cancer

screening, perceiving support from healthcare staff (i.e., clear expla-

nations) may be useful even with self‐completed screening such as

FOBt.68

Significant others

Several studies report that talking about screening with family/

friends/work colleagues represents a significant promoting fac-

tor.16,29,66,83,88,104,105 Indeed, the possibility to share screening ex-

periences (even those negative) and to talk openly about them may

help overcome shyness, shame, and fears.81 Nevertheless, the

informal source of support/information needs to be adequate in or-

der to avoid the spread of further misunderstanding/false myths.38

Moreover, members of the informal social network may also trigger

feelings of obligations; this phenomenon should be carefully consid-

ered as it may represent a hindrance to the screening behaviors,

mainly over a long period.60
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Community members

Research highlights the significant role played by trusted community

members (e.g., promotoras for Latino community; Imam; health am-

bassadors), who received a tailored training on health promotion

practices, in significantly enhancing screening adherence through

language‐specific group educational sessions in familiar set-

tings.39,65,106–109

Nevertheless, the relational dimension may also entail potential

shadows, in particular concerning cancer stigma and

shame.21,24,26,61,75 This can be expressed, for example, through the

idea of personal responsibility (i.e., people with cancer are to blame

for their condition), and the avoidance/expression of uncomfortable

feelings when around someone with cancer.110 Research targeting

cancer stigma has deeply underlined the need for empowering men

on women's health, enhancing their knowledge, perceptions, and

attitudes related to cancer screening (e.g., mainly the need for male

family members/husband/partner).23,24,39,88,111

However, people belonging to minority groups can perceive even

higher levels of shame and stigma related to cancer screening. Spe-

cifically, people with mental/physical disorders50,51 and members of

sexual and gender minorities27,28 may require tailored support to

overwhelm concerns related to cancer screening, since they may feel

their needs as misunderstood. For example, a study underlines that

women belonging to sexual minorities report high concerns to be

judged on their sexual life by physicians—mainly by gynecologists—

and this significantly hinders their willingness to be screened (e.g.,

Pap‐Test). However, physicians' adequate interpersonal skills, the

adoption of inclusive practices, and higher sensitivity in the health-

care setting may help to reduce fear of negative evaluations and

improve screening adherence.27 Likewise, healthcare providers using

inclusive behaviors (e.g., applying the difference between sex, gender,

presentation, and orientation) may effectively favor screening

participation in Transgender and Gender‐Nonconforming People

(TGNC).28

3.2.3 | Healthcare system level

Research suggests three subthemes, namely, systems barriers, lack of

staff/staff heterogeneity, and system policies.

System barriers

While the healthcare system represents an important source of

support, despite the efforts, it may still bring obstacles for cancer

screening attendance, leading people from higher socioeconomic

status to screen in the private sector.112 Indeed, for all the types of

screening, research highlights structural barriers such as high finan-

cial costs,61,97 being underinsured/uninsured,43,100 and residing in

rural areas/with limited access to health care facilities.75 In partic-

ular, the lack of access to care21,54,61,62,81,82 the large distance be-

tween the primary care unit and their own place of residence/

work,37,46,112,113 issues with transportation58 all represent significant

hindrances to screening participation. These structural barriers,

exacerbated by the long waiting times and the perceived lack of

time29,39,59,63–65 may represent key determinants of non‐adherence.
Nonetheless, research highlights some measures which have been

successfully implemented to facilitate access to screening, such as

the “health bus” (i.e., a mobile unit providing healthcare services to

people who are geographically/economically/socially isolated and

face barriers to accessing healthcare facilities) and group visits with

language support.37,38,40,58,88,106

Lack of staff/staff homogeneity

Research underlines that the general distrust in the health care

service30,34,54,63,93,114 and the lack of heterogeneous staff (e.g., for

gender and ethnicity)42,90 negatively influence screening participa-

tion. In particular, several studies report women’ embarrassment at

being seen by a male physician,39,40,56,61,82 underlining that patient‐
provider gender discordance is associated with lower rates of can-

cer screening.42 This represents a key obstacle when the male

healthcare professional is the only option available at the health

station.16,90 Similarly, patient‐provider cultural/linguistic discordance
is found to reduce screening adherence.24,29,32,37,46,81,82

Healthcare systems policy

Research underlines that healthcare system provides important

services that may favor cancer screenings. In particular, the use of

individual contact methods,115 tailored text‐messages/reminder let-
ters,62,116 motivational117,118 and follow‐up106 calls to reinforce

screening messages and, for patients who still do not adhere to

screening, the scheduling of a second fixed date appointment,119 and

face‐to‐face interviews112 are all practices adopted to effectively

enhance attendance. Finally, considering that, in the current era,

people acquire information not only from institutions, but also from

Information and Communication Technologies (ICTs), some studies

highlight how the healthcare systems can employ ICTs to promote

screening.24,67,79,88,90 For example, the use of animated Virtual

Health Assistant120 and dedicated websites121 may provide tailored

and personalized support/information increasing knowledge and

cancer screening uptake.

3.3 | Results: Research question two

The international research trend over the last 5 years shows a

fragmentation by country/population groups and by type of cancer

screening. Overall, considering the total number of studies (n = 102),

the majority are conducted in North and South America (n = 39),

followed by Europe (n = 28) and Asia (n = 19). Only a few studies are

conducted in Africa (n = 9) and Australia (n = 7) (Supporting Infor-

mation S1: Tables A–E). Moreover, a compartmentalization of the

literature by country/study population is found. Indeed, the majority

of the studies conducted in North and South America (mainly in the

North27,88), and Europe,44,49 but also Australia,32,88 display a trend to

be more focused on achieving a greater understanding of factors

determining screening attendance among members of minority
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groups. Differently, research carried out in Asia41,56 and Africa21,83

plays still significant attention to the exploration of factors promoting

screening adherence among the general population within their

continents. This can reflect the still existing disparity among high‐
income countries (with high immigration rates) when compared

with lower‐income countries, in which screening adherence rates are
still extremely low.2 Therefore, this can partially explain the efforts

still made to understand factors that can help to effectively engage

the general population, without the possibility to explore specific

features of smaller and more specific populations.

Nonetheless, findings from the present review suggest that all

the efforts made for exploring group differences in factors favoring/

hindering screening attendance by ethnicity,33,47 and specific popu-

lation groups27,29,50,54 result in the identification of shared and

common factors that could be all taken into account globally.

Moreover, the majority of studies conducted worldwide focus on

breast and cervical cancer screening (Breast: 47 studies; Cervical: 24

studies; Both: 13 studies). Only nine studies focus on colorectal

cancer screening, and nine studies focus on all the three screenings

together (none of these are conducted in Africa and Australia).

Although this finding may be biased by the research aim (inclusion/

exclusion criteria), the analysis of the body of studies covered in this

review reveals that, over the last years, there has been greater

research attention to women’ health (i.e., fewer studies on colorectal

cancer screening). In this direction, tailored screenings for breast,

cervical and colorectal cancer screening are often freely offered to

the target population (funded by the national healthcare systems),

whereas the same efforts and specific recommendations are not

available yet for other cancers, such as the prostate cancer

screening.78

4 | DISCUSSION

In line with the 2030‐UN‐Agenda for Sustainable Development to

reduce mortality from cancer2, the current review has applied a

multi‐dimensional and comprehensive approach to identify factors

that may have a significant role in influencing adherence to cancer

screenings globally. Indeed, this review is grounded in the current

context of superdiversification and covers research conducted

worldwide. Therefore, findings may be used to support the planning

and the implementation of more effective evidence‐based in-

terventions and global health promotion campaigns.

4.1 | Clinical implications

Responding to the study research questions, factors influencing

cancer screening participation were identified and categorized into

three meaningful and interconnected sets (individual level, relational

level, healthcare system level). They address both commonalities and

specificities of the countries/populations, suggesting practical impli-

cations that could be used globally (Figure 2).

Considering factors operating at the individual level, beyond

background information (e.g., being member of minority groups) and

personality characteristics, which, despite pivotal, are not‐at‐all/less
amenable to changes, research focused on factors that can be suc-

cessfully targetedwithin interventions, namely knowledge/awareness,

self‐efficacy, personal involvement. Accordingly, fostering motivation
and sustaining an aware personal drive to screening may effectively

help the development of programs that could reach not only passive

non‐attenders but also those who actively avoid screenings.
Moreover, since the majority of research emphasized the

emotional burden, it should be carefully considered the need to

actively deal with the psychological impact of cancer screening.

Health promotion, indeed, in its original definition,122 should cover

not only physical health but also psychological and social aspects of

life. Accordingly, the duty of handling the emotional barriers should

not be entrusted to the individuals' ability to deal/overwhelm their

own feelings or charged to the interpersonal skills of the healthcare

professionals, yet each national healthcare system should offer

tailored support services covering this key issue.

Considering factors operating at the relational level, the social

networks (i.e., health care staff/community members/family/friends/

partner) emerged as a key source of information and support. The

relationships with meaningful people may also provide a space to

disclose and share fears, doubts and emotions about screening, thus

providing not only practical but also emotional support. This finding

applies for all the countries, and not only to the more collectivist

cultures, in which people tend to be interdependent and influenced

by the community norms.105

However, the relational dimension may also entail additional

barriers, due to the social stigma related to cancer and cancer

screening, which is still existing worldwide,110 and which can be even

higher among those communities whose cultural background sup-

ports the idea that people diagnosed with cancer are to be blamed

and isolated (i.e., cancer is a punishment).41 Therefore, healthcare

providers and community members that are culturally/linguistically

similar to the target population (e.g., Imam108), should be actively

involved to enhance screening adherence. This may also help creating

a “common culture on cancer screening”, reducing the social stigma,

and reaching those populations which require additional support in

screening involvement (e.g., people diagnosed with physical/psycho-

logical disorders51).

Considering factors operating at the healthcare system, beyond

the notable efforts to reduce barriers, research suggested the still

existing need to arrange more flexible access, and to implement more

inclusive and culturally appropriate screening services37,81 by also

involving a variety of figures (e.g., staff‐restructuring: different peo-
ple belonging both to minority and majority groups) that can help the

encountering of superdiversity, the building of trust, the increase of

the active involvement, and the actual screening participation.

However, one of the main findings of this review concerns the

idea that, despite the fragmentation in the literature, the classifica-

tion into factors operating at the individual, relational and healthcare

system levels was completely fulfilled by research conducted
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worldwide, thus suggesting all the above‐mentioned findings as

potentially having a global impact. Indeed, the evidence‐based con-

tributions provided by each continent may be effectively merged in

order to develop meaningful and valid recommendations for pro-

moting breast, cancer, and colorectal cancer screening adherence at

the international levels. This outcome should be carefully considered

given the increasingly superdiverse world, which requires public

health research and interventions to take into account the differ-

ences featuring the society members, yet without neglecting the

potential commonalities, and the richness raised from the exchanges

and integration of research evidence and best‐practices.

4.2 | Study limitations

Beyond the strengths, some limitations should be considered. Firstly,

despite the selection of the final pool of articles were discussed with

the authors, data extraction and quality assessment were conducted

by two reviewers only. Therefore, it may have been not exempt from

the risk of biases. Secondly, although several studies assessing

screening attendance rates by using national databases or clinical

records, some studies used self‐report measures, limiting the possi-

bility to draw conclusions about factors influencing not only the

intention but also the actual screening rates. Additionally, this review

focused on cervical, breast and colorectal screenings, thus limiting the

possibility to draw conclusions to promote participations in other

cancers screening programs. Nonetheless, in line with previous

research highlighting that offering screenings for different cancers at

the same time can favor general attitude towards screening,16–18 as

well as considering that some factors operating at individual (e.g.,

fear), relational (e.g., physicians' recommendations/interpersonal

skills), and healthcare system levels (e.g., financial barriers) can play a

role in influencing people' adherence to other cancer screenings (i.e.,

lung and/or prostate),28,74,94 we consider the possibility that our

findings could be useful to effectively foster cancer screening partic-

ipation in general. However, further research is needed to provide

evidence on similarities/differences in factors influencing people'

participation across the cancer screenings. Moreover, since the mixed

methodologies reported in the studies did not allow the adoption of

meta‐analytic procedures, the associations reported should be inter-

preted with caution, and future research could select a more heter-

ogonous pool of studies to better clarify factors favoring/hindering

screening attendance. Finally, this review aimed at identifying factors

rather than theoretical frameworks influencing cancer screening

adherence. Nevertheless, although the authors are aware of the

theoretical framework used to explore cancer screening participation

(e.g., Theory of Planned Behavior83,103; Health Belief Model15), after a

careful evaluation, it was opted to go beyond the structured frame-

works. Indeed, it was considered that findings from this reviewmay be

used to integrate the existing theoretical frameworks by including

multiple key factors, namely those operating at the individual, rela-

tional, and healthcare system levels. This multidimensional approach

may, indeed, effectively promote cancer screening adherence.

5 | CONCLUSION

Despite the limitations, by addressing a fairly large amount of

recent and updated studies conducted worldwide, this review may

foster the reflection upon the possibility to actively integrate

F I GUR E 2 Factors influencing screening participation and operating at the individual, relational and healthcare system levels:
Recommendations and Implications
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research and practices to develop interventions and health‐
promotion campaigns effectively promoting cancer screening up-

take at local, national and international levels. From this

perspective, considering the significant interplay between factors

operating at the individual, relational, and healthcare system levels,

policy‐makers could maximize the values of individuals. Indeed,

each person that can be reached, properly trained/informed about

cancer screening, engaged in healthy choices, supported by pro-

fessionals (also mental health professionals) and by health care

systems (e.g., through services such as the health bus) can also

represent a relational resource able to inform/support others

(family members/friends/co‐workers) in engaging in screenings.

These people may become, in turn, active resources for cancer

screening promotion. Therefore, our findings suggest that policy

makers should aim at achieving a population‐wide engagement in

cancer screenings (beyond the target populations) by fostering

educational programs/campaigns/interventions which also actively

involve healthcare providers, psychologists and psycho‐oncologists,
as well as key/trusted members representative of the different

communities within each country. This could support: 1. the

acknowledgement of specific and reciprocal needs; 2. the sharing

of common individual, relational and system barriers that should

be overwhelmed; 3. the enhancement of the existing individual,

relational and system resources that can effectively promote can-

cer screening participation.
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