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Screening promotes early detection of cancer in the 
asymptomatic population so as to provide timely 
treatment. Screening has been shown to be effective 
in detecting cervical cancer and colorectal cancer 
(CRC); however, the effectiveness of breast cancer 
and prostate cancer screening remains unclear.1,2 In 
this commentary, we discuss the roles of healthcare 
professionals in screening of two important cancers 
in Hong Kong: CRC and breast cancer.3-5

 Colorectal cancer was the most common 
cancer among men and the second most common 
among women in Hong Kong in 2018.6 Among new 
cancer cases, CRC accounted for 17% of them, with 
a higher prevalence in the older age-group. In 2014 
and 2015, 90% of cases were patients aged ≥50 years. 
Colorectal cancer was the second leading cause of 
death in 2018, leading to around 2300 deaths, a rate 
that was relatively stable between 1981 and 2018.7 In 
Hong Kong, breast cancer is the commonest cancer 
in women, with an incidence of 109.3 per 1 000 000 
population in 2017. Breast cancer is the third 
leading cause of death for women, but there was no 
significant change in the age-standardised death rate 
between 1981 and 2018.8

 
Effectiveness of cancer screening
The effectiveness of cancer screening is illustrated by 
lowering mortality. Meta-analyses have shown that 
mortality rates were decreased by 59% by the faecal 
immunohistochemical test for CRC and by 31% in 
mammography for breast cancer.9,10 However, low 
participation in screening limits its effectiveness. 
The participation rate for CRC screening was only 
8.3% in Hong Kong in the period 2017 to 2018 
for people born in 1946 to 1955.11 Despite the 
advantages of cancer screening, there are also some 
drawbacks, including high rates of false positives 
and false negatives. Overdiagnosis can lead to 
unnecessary pain and radiation, resulting in negative 
psychological consequences for misdiagnosed 
patients.12

Barriers to cancer screening
Major barriers to cancer screening include a 
lack of medical knowledge and awareness in the 
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general population. In a study in Hong Kong, 
<30% of respondents recognised that early CRC 
is asymptomatic, and many had poor knowledge 
of symptoms and screening methods associated 
with CRC.13 Psychological factors, including 
embarrassment and fear, also contribute to poor 
screening uptake, whereas a positive attitude 
towards screening is key to enhance participation 
and compliance.14

Roles of healthcare professionals
Advocacy
Healthcare professionals should encourage 
asymptomatic individuals as well as people at 
risk to participate in cancer screening. Frontline 
healthcare professionals, in particular general 
practitioners (GPs) and community pharmacists, 
are in a position to identify eligible individuals, 
as they act as first point of contact for the general 
population in the community. Because GPs may 
understand patients’ social histories, personalities 
and attitudes in addition to their physical health 
conditions and demographics, they can advise their 
patients as “trusted advisors”.15 A thorough face-to-
face explanation of screening and its procedures 
by healthcare professionals enhances patients’ 
willingness to opt in for screening. In Hong Kong, 
government-initiated screening programmes 
also rely on primary healthcare clinics to provide 
screening venues for community participation, 
including the CRC Screening Programme. In 
Western countries, community pharmacists provide 
updated information on cancer screening in a simple 
and concise manner.16

Patient education
Healthcare professionals also have a role in educating 
patients about risk factors for cancers and distinctive 
features of screening modalities. Perceived risks and 
health benefits significantly increase the likelihood 
of CRC screening participation, thus substantiating 
the need for interventions to educate individuals. 
Healthcare professionals are held responsible for 
offering a thorough explanation of CRC screening and 
addressing patients’ concerns, even when different 
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individuals have varying values, perceptions, and 
health beliefs. Patient education not only improves 
health literacy, but also modifies patients’ attitudes 
and intentions to partake in cancer screening. 
Physicians may also act on the variables pertinent to 
behavioural models, such as perceived behavioural 
control, intention for screening, and attitudinal 
attributes to encourage screening uptake.17

Offering choice for screening modalities
Healthcare professionals play a crucial role in 
maintaining an informed decision-making process, 
in particular by promoting patient autonomy, 
through offering choices of different screening 
modalities. For CRC screening, a local study 
concluded that patients with regret over their 
initial screening choice were associated with poorer 
screening compliance,18 while a low compliance also 
stems from limited knowledge of benefits and risks 
of the screening modalities available.19 Increasing 
evidence also shows higher patient participation 
and screening adherence with the offer of choice for 
different screening modalities, with an odds ratio of 
2.54 (95% confidence interval=2.30-2.82, P<0.001).20 
Current modalities of breast cancer screening include 
mammography and magnetic resonance imaging, 
as well as patient self-examination. However, 
population-based screening is still under much 
debate in Hong Kong. The importance of healthcare 
professional recommendation of mammographic 
screening was highlighted by a study, which found 
that the majority of respondents in Hong Kong had 
never heard of mammography and therefore did not 
undergo regular check-ups.21

Involvement in screening process
To maximise the cancer detection rate, healthcare 
professionals maintain screening quality by following 
guidelines and undergoing regularly audits. Some 
documented problems in CRC screening include 
positive faecal occult blood test results without 
follow-up and colonoscopy that is unable to 
reach the cecum or detect important lesions.22 
Withdrawal time and adenoma detection rate are 
important quality indicators for CRC screening.23 
To mitigate inconsistencies in international breast 
cancer screening guidelines, local quality assurance 
standards should be established for the existing 
mammography service in Hong Kong. Psychological 
support is essential for promoting screening 
adherence. Patients less satisfied with past screening 
are more prone to early dropout, consistent refusal, 
or delayed screening.24 Non-pharmacological 
alternatives, particularly aromatherapy and self-
chosen music, reduce anxiety during invasive 
screening. Healthcare professionals should explain 
the possibility of false-positive results to prepare 
patients psychologically before screening and 

reinforce the benefits of continuous screening after 
receiving false-positive results. Nurse-led screening 
can attain similar quality to that of physician-led 
procedures, with better emotional support.25,26

Compliance and monitoring
Healthcare professionals play an essential role 
in improving patients’ compliance to screening, 
particularly through giving advice of regular 
screening. There are multiple methods by which 
physicians could monitor patients’ situation after 
the first round of screening, for instance through the 
alert system in patients’ electronic medical records 
during the follow-up period.27 In addition, interactive 
training seminars on achieving shared decision-
making could be held to boost physicians’ intention 
to prescribe faecal immunohistochemical test and 
colonoscopy.28 Patients could also be reminded to 
take part in cancer screening via interactive telephone 
calls which have been demonstrated to be significant 
in enhancing CRC screening uptake.29 A non-
adherence model could be established by combining 
six parameters, including sex, history of psychiatric 
illness, non-adherence ratio, wait time, number 
of prior missed endoscopies, and education level, 
to predict patients’ non-compliance.30 Healthcare 
professionals could then make use of such a model 
to encourage target groups with higher probability of 
non-adherence to continue cancer screening.

Conclusion
Healthcare professionals play multifaceted roles in 
promoting cancer screening as advocates, educators, 
medical experts, quality controllers, and supporters 
of patients. Interventional roles discussed in this 
study are limited to individuals already actively 
engaged in the healthcare system, thus prompting 
the need for collaboration with public health policy 
makers for effective outreach. Cancer screening 
rates vary widely among different socio-economic 
conditions, suggesting an inequality in screening 
utilisation. Further research is required to clarify 
methods to lower barriers for implementing 
screening programmes for specific high-risk 
populations, and to promote extensive screening 
with greater public acceptance.
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