Rybin A. 1., Zamyshlyak V. |. Patients’ attitudes towards cancer screening: a literature review. Journal of Education, Health and
Sport. 2026;88:70953. el SSN 2391-8306.

https://dx.doi.org/10.12775/JEHS.2026.88.70953

https://apcz.umk.pl/JEHS/article/view/70953

https://zenodo.org/records/19608697

The journal has had 40 points in Minister of Science and Higher Education of Poland parametric evaluation. Annex to the announcement of the Minister of Education and Science of
05.01.2024 No. 32318. Has a Journal's Unique Identifier: 201159. Scientific disciplines assigned: Physical culture sciences (Field of medical and health sciences);

Health Sciences (Field of medical and health sciences). Punkty Ministerialne 40 punktéw. Zatacznik do komunikatu Ministra Nauki i Szkolnictwa Wyzszego z dnia 05.01.2024 Lp. 32318.
Posiada Unikatowy Identyfikator Czasopisma: 201159. Przypisane dyscypliny naukowe: Nauki o kulturze fizycznej (Dziedzina nauk medycznych i nauk o zdrowiu); Nauki o zdrowiu
(Dziedzina nauk medycznych i nauk o zdrowiu). © The Authors 2026;

This article is published with open access at Licensee Open Journal Systems of Nicolaus Copernicus University in Torun, Poland

Open Access. This article is distributed under the terms of the Creative Commons Attribution Noncommercial License which permits any noncommercial use, distribution, and
reproduction in any medium, provided the original author (s) and source are credited. This is an open access article licensed under the terms of the Creative Commons Attribution Non
commercial license Share alike.

(http://creativecommons.org/licenses/by-nc-sa/4.0/) which permits unrestricted, non commercial use, distribution and reproduction in any medium, provided the work is properly cited.
The authors declare that there is no conflict of interests regarding the publication of this paper.

Received: 20.01.2026. Revised: 27.01.2026. Accepted: 11.02.2026. Published: 26.02.2026.

UDC 616:316-006

Patients’ attitudes towards cancer screening: a literature review

A. l. Rybin, V. I. Zamyshlyak

Odessa National Medical University, Odessa, Ukraine

A.l. Rybin, ORCID: 0000-0002-1145-6690, e-mail: Andriy.Rybin@gmail.com
V.1. Zamyshlyak, ORCID: 0009-0001-1588-182X e-mail: vikazamishlyak@gmail.com

Abstract

The aim of this review is to summarise the findings of studies on patients’ attitudes
towards cancer screening. The review examined the full texts of 63 publications on four
common cancers: breast cancer, cervical cancer, colorectal cancer and lung cancer. For each
disease, specific features of patients’ attitudes towards screening programmes were identified,
as reflected in their willingness to undergo screening, their awareness of the disease and
screening for it, and the motivators and barriers to participating in cancer screening. For all
these diseases, widespread support for screening programmes was found among various
population groups, but the awareness of this support is called into question. The review
concludes with recommendations for conducting research into patients’ attitudes towards

cancer screening in Ukraine.
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Introduction

Screening for cancers such as breast cancer (BC), cervical cancer (CC) and colorectal
cancer (CRC) helps to reduce mortality from these diseases in at-risk groups. Cancer
screening for these diseases is carried out regularly in various countries around the world as
part of large-scale screening programmes and studies. Screening for other cancers (such as
lung cancer, prostate cancer and stomach cancer) is also carried out, but due to more specific
risk groups or insufficient evidence of effectiveness, these screening initiatives are less
widespread [1]. An important aspect of implementing cancer screening is patients’ attitudes
towards it [2]. Even large-scale screening programmes accessible to all sections of the
population may prove unsuccessful if patients for whom cancer screening is recommended are
insufficiently informed about it, harbour prejudices, feel distrustful, or have fears and
concerns regarding the procedures being carried out [3]. Low support for screening
programmes from the general public and specific groups of individuals can contribute to late
diagnosis, more advanced disease at the time of diagnosis, and less favourable clinical
outcomes [4]. Patients’ attitudes towards cancer screening are investigated using qualitative
and quantitative methods of analysis — through surveys of the general population and high-
risk groups, interviews with patients, and experiments. The authors of such studies seek to
understand individuals’ attitudes towards cancer screening, their perceptions of current and
planned screening programmes and studies, their beliefs regarding cancer and screening, their
willingness to undergo screening, their experience of participating in screening activities,
their knowledge of the disease, its screening and treatment, as well as what may encourage or
already encourages them to undergo screening (motivators), and what may hinder or already
hinders them from undergoing screening (barriers). The results of such research inform other
researchers about which aspects of cancer screening implementation require attention, what
information is important to convey to participants, and how best to engage them in screening
[5]. Studying patients’ attitudes towards screening can help optimise the implementation of
planned screening programmes and address shortcomings in existing initiatives [1]. The aim
of this review is to summarise the findings of studies on patients’ attitudes towards cancer
screening.

Materials and methods. Studies on patients’ attitudes towards cancer screening were

identified using the search engines PubMed, Scopus and Google Scholar. The search was



conducted by combining the query ‘cancer screening’ with a range of terms related to
patients’ attitudes towards cancer screening: ‘acceptability’, ‘adherence’, ‘attitudes’, ‘beliefs’,
‘barriers’, ‘facilitators’, ‘intentions’, ‘knowledge’, ‘motivation’, ‘patient perspectives’,
‘participation’, ‘perceptions’, ‘public interest’, ‘public opinion’, ‘uptake’, ‘views’,
‘willingness’. A search for relevant literature was also conducted using the reference lists
provided in the identified publications. The collected publication data were compiled into a
single database, from which duplicates were removed. Reading the study abstracts enabled the
selection and examination of the full-text versions of the articles. The search covered a 16-
year period (from 2007 to 2023). he literature search also identified four cancers for which, at
the time of writing, the largest number of studies had been published on patients’ attitudes
towards cancer screening: breast cancer, cervical cancer, colorectal cancer and lung cancer.
Due to differences in screening recommendations (different risk groups, different procedures,
and different screening frequencies), patients’ attitudes towards screening for each of these
diseases were considered separately.

Breast cancer is the most common cancer among women worldwide [6]. Many
countries have screening programmes designed to detect breast cancer early and improve
outcomes. These programmes are generally aimed at all women aged between 40/50 and
70/80 and most often involve a free mammogram every two years. In rarer cases, for women
with a genetic predisposition and a high risk of developing breast cancer, earlier screening
using magnetic resonance or ultrasound imaging is recommended [7]. Mammography, or X-
ray examination of the breasts, is the gold standard for breast cancer screening. Its results are
independently assessed by two specially trained radiologists. The method offers high
resolution, allowing even small changes in tissue structure to be detected. However, the use of
mammography in screening is not always effective and is often the subject of debate. Firstly,
screening programmes are very labour-intensive and expensive due to the high ratio of
examinations performed to cases of cancer detected, as well as the practice of double reading
[8]. Secondly, the interpretation of mammograms often vyields false-positive and false-
negative results, meaning patients may face both overdiagnosis and undetected cancer [9].
Thirdly, healthcare systems are increasingly facing a shortage of qualified radiologists to
carry out breast cancer screening [10]. In light of this, the latest update to the European
guidelines on quality assurance in breast cancer screening recommended promoting informed
choice regarding mammography for women eligible for screening [11]. To make an informed
choice about participating in screening, women must be informed of both the benefits and the

harms of mammography. Studies show that in European countries with widespread and well-



established breast cancer screening programmes, women have limited knowledge of the
benefits and harms of such screening, which hinders their ability to make a truly informed
choice [12]. Recent studies in the literature confirm significant variability in terms of breast
cancer awareness and screening availability across different countries. Whilst developed
nations possess sufficient human and financial resources to provide information on breast
cancer and develop national mammography screening programmes, developing countries are
often constrained by such resources. For example, in Pakistan, Turkey, Saudi Arabia, the
UAE and Jamaica, women have insufficient awareness of breast cancer and its risk factors, as
well as the frequency and procedures of breast cancer screening [13]. However, low
awareness is not limited to regions where there are no national breast cancer screening
programmes. The results of a systematic review of studies from 1992 to 2017 demonstrate
that most women in developed countries are familiar with mammograms, but are far from
always aware of the aims of screening, the possibility of false-positive or false-negative
results, and overdiagnosis. It is also important to note that some topics (e.g. radiation
exposure, age at which screening begins) are more understandable to women than others (e.g.
age at which screening ends, overdiagnosis and mortality reduction) [14]. Given the
importance of raising awareness, the authors of a systematic review assessing the
effectiveness of educational interventions for the uptake of breast cancer screening
programmes make the following recommendations [15]. Firstly, to comprehensively evaluate
educational initiatives to provide evidence of their effectiveness. Secondly, to foster a positive
attitude towards screening, implement programmes based on multiple models that take into
account the cultural and psychosocial factors influencing women’s behaviour. Thirdly, the
content of educational activities should include key messages regarding knowledge and
beliefs related to breast cancer and screening, as well as information on the importance and
effectiveness of screening tests. The literature allows us to identify positive factors
(facilitators) associated with the intention to participate in, or actual participation in, breast
cancer screening. These include, first and foremost, having a higher education and general
awareness. For example, it has been shown that women who are aware of the real risk of
developing breast cancer and have a high level of awareness regarding the need for its
prevention participate in screening more frequently [16]. here is also evidence that women’s
attitudes towards breast cancer screening and their intention to participate depend on the
information they have, including regarding the benefits and harms of mammography
screening [17]. In addition to education, positive triggers for breast cancer screening include

access to national screening programmes, religious beliefs, and support from family and the



wider community [13]. Researchers worldwide are also interested in the barriers associated
with women’s reluctance or refusal to participate in breast cancer screening. The results of a
meta-analysis of 47 studies, involving 2,234 women from various countries aged between 18
and 75, identified a number of personal, social and systemic barriers [18]. Personal barriers
included fear (fear of diagnosis or the procedure itself), embarrassment, personal perceptions
and beliefs regarding breast cancer, lack of motivation, lack of knowledge, socio-economic
status and negative experiences. Cultural factors and stigmatisation were identified as social
barriers. Health insurance coverage, geographical and economic accessibility of healthcare
services, and the attitude of healthcare professionals were classified as systemic barriers. The
literature also mentions such barriers to participation in screening as long waiting times for
appointments at mammography centres, fatalism (the belief that screening and treatment are
pointless due to the inevitability of death from cancer), lack of acquaintances with breast
cancer, refugee, immigrant, self-employed or unemployed status, intellectual or
developmental disabilities, and language barriers [13, 16, 19]. Artificial intelligence (Al)
technologies are increasingly being viewed as a potential solution to enhance the capabilities
of screening mammography. However, it remains unclear how the use of Al in breast cancer
screening programmes will be received by the public, as this aspect has so far been studied in
only a few research projects. In particular, a research team led by Lennox-Chhugani collected
over 4,000 responses, assessing the attitudes of women—both current and prospective
participants in breast cancer screening—towards the use of Al in the analysis of
mammograms. It turned out that women over 50 were less likely than younger women to use
technology-based applications to obtain medical advice, yet they were more likely to have a
positive attitude towards the use of Al for screening [20]. Furthermore, an analysis of
questionnaires completed by 800 Italian women participating in breast cancer screening
revealed that 88% of them had a positive attitude towards its use in medicine [21]. According
to 94% of respondents, radiologists should always produce their own report on mammograms,
and 77% agreed with the use of Al as a second-opinion tool. The majority of women (52%)
expressed the view that responsibility for Al errors should be borne by both software
developers and radiologists. Finally, a recent survey of 922 women in the Netherlands showed
that they were most supportive of a combination of a radiologist as the first reader and an Al
system as the second reader [22].

Cervical cancer is the fourth most common cancer among women worldwide [6]. The
main cause of cervical cancer is infection with the human papillomavirus (HPV).

Approximately 70% of sexually active people become infected with HPV, although not all



HPV infections lead to the development of cancer. However, long-term infection with high-
risk HPV can lead to invasive cervical cancer, and the development of this disease can take up
to 20-30 years [23]. According to the WHO strategy for combating cervical cancer, adopted
in 2020, a comprehensive approach is required for the prevention and treatment of this disease
[24]. The recommended set of measures includes preventive, prophylactic and therapeutic
actions covering all categories of women. Primary prevention includes HPV vaccination
(among girls aged 9 to 14 years), secondary prevention — cervical screening using HPV tests
(for women aged 30 and over — every 5-10 years, and for women with HIV aged 25 and
over — every 3-5 years) and Pap smears, tertiary prevention — various methods of treating
invasive cervical cancer (all women with the condition). The ‘90-70-90° strategy was
developed as a set of targets for combating cervical cancer, according to which by 2030, 90%
of girls should receive the HPV vaccine, 70% of women should regularly participate in
screening programmes, and 90% of women with diagnosed disease should receive appropriate
treatment [25]. y mid-2022, guidelines for cervical screening had been developed and
implemented in 139 out of 202 countries, yet globally, two in three women aged 30-49 had
never taken part in cervical cancer screening programmes. Researchers also find significant
differences in participation in cervical cancer screening among women living in different
countries around the world. In high-income countries (e.g. the UAE, South Korea) 84% of
women have ever undergone cervical cancer screening in their lifetime; in upper-middle-
income countries (e.g. Kazakhstan, Serbia) this proportion is 48%, whilst in lower-income
countries (e.g. India, Tajikistan, Egypt) these proportions range from 8-13% [26]. There are
several barriers that hinder women’s participation in cervical cancer screening programmes.
The main one is a lack of awareness of the risk factors for cervical cancer and of the screening
procedure itself. Health education projects can help raise awareness. For example, a study
examining the role of health education projects in selected healthcare facilities in Ethiopia
showed that individual medical consultations or a leaflet at the clinic influence the decision to
undergo screening [27]. Some studies reveal a significant correlation between educational
attainment and the presence of barriers to participation in screening programmes [28]. For
example, the results of a survey of 433 women in the US showed that higher educational
attainment is associated with greater knowledge of risk factors for cervical cancer [29].
However, educational attainment is not always directly linked to sufficient awareness of
cervical cancer and screening programmes. A survey of female university students in South
Korea revealed that respondents had only a low or moderate level of knowledge about

cervical cancer and screening for it. Participants in this study, within the framework of focus



groups, also noted a number of barriers that were important to them and which prevented their
participation in screening activities: a sense of social pressure, fear of learning the test result,
and a lack of free time [30]. The first of these three barriers is linked to the stigmatisation of
the disease. The most common route of HPV transmission is through sexual contact;
consequently, some women are reluctant to undergo screening due to the potential for their
behaviour to be stigmatised by those closest to them and by society at large [30, 31]. Thus,
cultural factors linked to shame and taboos hinder their participation in screening and
potentially put their health at greater risk. It is important to remember that these issues may be
prevalent not only in individual countries, but also in specific communities within other
countries. For example, an analysis of the reasons for participating in or refusing CRC
screening among migrant women in the Netherlands showed that their lack of knowledge
about cancer and screening is influenced precisely by the taboo surrounding this topic in their
social circles [32]. Furthermore, the language barrier can be a significant obstacle to
participation in screening.

Colorectal cancer. Colorectal cancer is the third most common type of cancer
worldwide and the second leading cause of cancer-related deaths, accounting for
approximately one million deaths per year [6]. Risk factors for colorectal cancer include
genetic factors, the presence of polyps or inflammatory bowel disease, and familial
adenomatous polyposis. The U.S. Preventive Services Task Force recommends colorectal
cancer screening for people aged 45 to 75, whilst those over 75 are advised to consult their
doctor regarding the need for screening. Methods of colorectal cancer screening include faecal
occult blood testing, colonoscopy, irrigoscopy, flexible sigmoidoscopy and computed
tomography (CT) colonography. It is recommended that the choice of screening method be
made after consulting a doctor and selecting the most suitable option; however, it is important
to note that the list of methods includes invasive procedures, which can only be performed
with the involvement of a doctor and specialised equipment in a healthcare facility [33].
Factors that increase the likelihood of a person undergoing colorectal cancer screening
include a doctor’s recommendation to undergo screening, a family history of the disease, and
the belief that the decision to undergo screening should be made by doctors rather than by the
patient themselves [34]. A younger age and lower levels of anxiety have also been identified
as motivators for a person’s intention to undergo cancer screening [35]. Individual behaviour
is also influenced by external social factors: studies examining intentions and motivations for
undergoing screening have identified the influence of a person’s social environment, family

and friends, as well as cultural and gender-related barriers, in light of which interaction with



biological samples or the colonoscopy procedure may be perceived as incompatible with a
person’s ideological or spiritual values [36]. This latter point is also supported by a study on
colorectal cancer among African American men, in which respondents frequently articulated a
narrative of masculinity that did not align with the realities of undergoing a colonoscopy [37].
Such studies highlight the need to take culturally specific themes (such as ‘family’ and
‘masculinity’) into account when promoting colorectal cancer screening among different
population groups. Researchers also distinguish between attitudes towards colorectal cancer
screening as an individual decision affecting the life and health of the specific person
undergoing screening, and as a public health measure affecting the population. In surveys of
the Dutch population, the reasons cited for a positive attitude towards colorectal cancer
screening include both a general trust in the public health system and the screening it
provides, and personal views on the ‘seriousness’ of cancer as a disease and the importance of
one’s own health [38]. The most common barriers to undergoing colorectal cancer screening
are fear of the results, fear of the procedure, fear of pain, the high cost of the test, and a lack
of knowledge [39]. ‘Lack of knowledge’ refers to both a low level of education in general and
a low level of awareness of screening procedures and programmes. The second of these
aspects is something that can be influenced, at the very least, by informing people about the
screening initiatives being carried out. A survey of UAE citizens, where (according to the
authors) a colorectal cancer screening programme was launched in 2013, demonstrated that
public awareness efforts had been insufficient. It turned out that the majority of respondents
had never heard of colorectal cancer screening and did not consider colorectal cancer to be
common (67% and 64% respectively) [40]. Additional barriers vary depending on the group
under study: for example, frequently cited barriers to screening among rural residents in the
US included a lack of insurance coverage for the cost of the test, embarrassment or discomfort
during screening, a perceived lack of need for screening, a perceived lack of confidentiality, a
shortage of specialists, and distance from testing laboratories [41]. Another significant barrier
to undergoing screening specifically for colorectal cancer is aversion to the collection of
biological samples: people who prefer blood tests to stool or saliva tests showed a greater
level of aversion to stool, as did those who chose saliva testing [42]. It should be noted that
the absence of barriers and a positive attitude towards screening cannot unequivocally predict
an individual’s participation in colorectal cancer screening. A study conducted in Saudi
Arabia involved surveying respondents about their attitudes towards colorectal cancer
screening and subsequently inviting them to undergo this screening. Some respondents who

expressed a positive attitude towards screening at the survey stage did not accept the



invitation to screening, whereas respondents who expressed a neutral or negative attitude
towards attending screening did accept the invitation. Multivariate analysis revealed that the
decisive factor in accepting or declining the invitation to screening was the respondent’s
gender: men accepted the invitation to screening more frequently [43]. Another barrier
between a positive attitude towards screening and participation in the programme is the time
lag between the patient’s desire to undergo the test and their actual attendance. The
introduction of digital tools, such as mobile apps, improves the effectiveness of colorectal
cancer screening by enabling patients to book a screening test themselves. This helps to
reduce the time barrier by shortening the time between a patient’s desire to undergo screening
and the actual booking and completion of the test [44].

Lung cancer. Lung cancer is the second most common type of cancer and the leading
cause of cancer-related deaths [6]. ung cancer screening differs from screening for the
conditions described above in that there is a wider range of criteria that an individual must
meet in order to be recommended for annual screening using low-dose computed tomography
(LDCT). The criteria of the International Association for the Study of Lung Cancer include
being aged between 55 and 74, having a smoking history of 30 years, and smoking, on
average, at least one packet of cigarettes a day. Current smokers and those who have quit
within the last 15 years but meet the smoking history criteria are classified as being at high
risk of lung cancer [45]. Screening eligibility criteria vary across organisations; for example,
the US Preventive Services Task Force recommends screening younger individuals with
shorter smoking histories [46] and include less frequently cited characteristics (e.g., a family
history of lung cancer, stage 3 and 4 chronic obstructive pulmonary disease (COPD), and
working in environments with consistently high radon concentrations [47]). First and
foremost, researchers investigating patients’ attitudes towards lung cancer screening are
interested in the acceptance, beliefs, views and intentions among members of the high-risk
group for lung cancer, i.e. potential participants in relevant screening programmes. The results
of surveys and interviews with such individuals unanimously show that the majority of those
in the high-risk group for lung cancer are willing to undergo screening for the disease. The
proportion of those willing to undergo lung cancer screening using CT scans ranges from 68%
[48] to 97% [49]. Higher proportions of those willing to undergo screening are found among
those who have already quit smoking; the authors attribute these trends to the fact that these
study participants are more mindful of and concerned about the health of their lungs than
those who are also in the high-risk group but continue to smoke [50]. High-risk individuals

who are not willing to undergo lung cancer screening mention the following barriers to their



participation in the screening during surveys and interviews: fatalism, fears and anxieties
(regarding the harm from radiation exposure, waiting for results, receiving a positive result,
receiving a false-positive result), distrust of doctors and medicine in general [51, 52], as well
as the cost of the screening (if the patient has to pay for it themselves [53]). Researchers
obtain similar information when they broaden the inclusion criteria for study participants,
removing the age restriction (to include those who may be at high risk in the future) and/or
removing the restriction on whether a person smokes or has quit smoking (to ascertain the
general population’s views on lung cancer screening). The majority of respondents and
informants have a positive attitude towards lung cancer screening using CT [54], and among
smokers and ex-smokers, the proportions willing to undergo screening show no statistically
significant differences in most studies [51, 55]. However, as noted by Quaife et al. [49],
support for screening among these population groups may be ‘superficial’. The authors
introduce the concept of ‘superficially supportive’, which relates to the fact that, despite a
positive attitude towards screening, people cite the same barriers that prevent them from
actually undergoing screening as those who do not support the idea of screening using CT
(fatalism, fears, anxieties, mistrust). The existence of ‘superficial support’ is also confirmed in
Delmerico’s study [56]. The authors found that both smokers and non-smokers support lung
cancer screening programmes, yet very few of them had actually undergone such screening —
only 1 in 7 study participants. It is possible that the low rates of participation in lung cancer
screening programmes in countries where they are carried out are due to patients’ lack of
awareness of the existence of such examinations and a lack of understanding of certain
aspects of these examinations. For example, in the USA, Monu et al. [57] found that more
than half of respondents were unaware of or unsure about the existence of lung cancer
screening (57%), whilst a survey by Tseng [58] showed that almost half of respondents (47%)
had a low level of knowledge about LDCT. According to the findings of studies [54], greater
awareness among potential screening participants should be initiated by their treating
physicians through ‘shared decision-making’ , and the information they receive should be
comprehensive, covering not only the benefits of undergoing the screening but also the
potential harms (regarding radiation exposure and false-positive results), as well as the
waiting time for test results, further treatment in the event of a positive result, and
recommended actions in the event of a negative result.

This final aspect of awareness is worth including, as researchers frequently
encountered informants who believed during interviews that it was acceptable to continue

smoking if they received negative results, and that they should only quit the habit if the result
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was positive in a given year [58]. Greater awareness among participants in lung cancer
screening about the test itself leads to higher uptake, according to survey results [57]. Only
one study from South Korea shows the opposite: after respondents were informed of the
potential harms of LDCT, the proportion willing to undergo screening fell from 95% to 82%,
although, for the most part, attitudes towards screening deteriorated among younger people
(aged 40-49), for whom screening is not currently recommended [55]. On the other hand, this
may be a country-specific feature and reflect differences in public awareness of screening in
general, as another study in South Korea found that among those opposed to lung cancer
screening, half believed that screening should be carried out not only for high-risk groups but
also for low-risk groups, and one in five of those opposed believed that lung cancer screening
does not reduce mortality from the disease [59]. Conclusion For all the diseases considered in
this review, it is characteristic that the majority of study participants are willing or would like
to undergo screening for them. Such trends are observed for various high-risk groups for
disease development, for screening programmes of varying frequency, and for procedures of
varying degrees of invasiveness. However, when studying patients’ attitudes towards cancer
screening, it is important to understand that willingness to undergo screening does not equate
to actually undergoing it. The main barrier preventing participation in cancer screening for
any disease is a lack of awareness among individuals about the disease and screening for it.
Within the framework of screening programmes and studies on public attitudes towards
screening, participants should be provided with comprehensive information to ensure
informed participation and potentially increase the coverage of patients being screened. As
our study shows, attitudes towards cancer screening and willingness to undergo it vary across
different countries, linked to their cultural characteristics. In this regard, before implementing
a screening programme or study, it makes sense to ascertain what potential study participants
know about screening, what might motivate them to undergo screening, and what might
hinder their participation. It may also be worth including an analysis of patients’
understanding of the concept of ‘screening’ in general in such studies, as there are studies in
which some respondents and informants did not know what screening is, what benefits it may
offer, or what harms it may cause [41, 59]. We were unable to find any studies on patients’
attitudes towards cancer screening in Ukraine that were similar to the foreign articles
reviewed in this overview. We see a need for a more detailed examination of patients’
attitudes towards cancer screening among at-risk groups and the Ukrainian population as a
whole, using quantitative and qualitative methods of analysis, examples of which are

compiled in this overview. Such studies will not only help to identify the cultural
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characteristics of Ukrainian citizens in their attitudes towards screening, but will also provide
the population with further information about cancer screening.
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