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Abstract

Late-stage cancer diagnoses of prevalent cancers are increasing in the Northern Province of
Sri Lanka, a region currently rebuilding its healthcare system after a prolonged civil war.
In this region, cancer prevention services are limited. We describe a community-centric
approach to cancer education and prevention as a strategy to cancer control in this rural,
post-conflict region. Nursing students were trained as Community Cancer Educators
(CCEs), equipping them with essential knowledge about cancer symptoms, risk factors,
and the importance of early detection. The training also included creative methods such
as dance and drama to help CCEs communicate cancer-related messages in an engaging
and culturally relevant manner. These CCEs supported the oncologist-led community
health camps in delivering cancer education and screening directly to community members
within their community. We planned the health camps in collaboration with the existing
community-based public health system for better outreach. Feedback from community
participants and healthcare providers suggests that this community-centric approach can
improve cancer awareness, encourage participation in population screening, and support
early cancer detection. This approach could strengthen community engagement and
contribute to more equitable access to prevention and screening services in rural, post-
conflict settings with limited healthcare infrastructure.

Keywords: delivery of healthcare; community health services; health personnel; public
health infrastructure; cancer risk factors; early detection of cancer; cancer control; resource-
limited setting; Sri Lanka

1. Introduction
Cancer incidence in Sri Lanka has doubled in the last 25 years, making it the second

leading cause of hospital mortality nationally [1,2]. In Sri Lanka, the National Cancer
Control Program (NCCP) was established in 1980 to coordinate cancer prevention and
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control efforts across the country [2]. Over the years, several health promotion interventions
have been implemented to improve awareness and early detection [3]. These interventions
have focused on commonly diagnosed cancers including oral, breast, and cervical cancers.
Interventions include the Well Woman Clinic (WWC) program, social marketing campaigns,
and school-based programs [3–5]. Despite these efforts, Sri Lanka currently reports about
103 new cancer cases daily, totaling about 37,753 cases per year annually [6]. The NCCP
reports that over 40% of breast and cervical cancers, as well as 70% of oral cancers, are
diagnosed at advanced stages (stages 3 and 4) [6,7]. This complicates treatment, leads to
poor health outcomes, and decreases survival rates.

CancerCare Manitoba (CCMB), whose overarching vision is “leading the way in cancer
control” has collaborated with the University of Jaffna for nearly a decade to advance cancer
prevention and control strategies in Sri Lanka’s Northern Province. The collaboration began
with efforts to establish a cancer registry in the region by conducting a retrospective, cross-
sectional study of hospital cancer cases from 2015 to 2018. The study identified 3266 cases,
with the highest prevalence among individuals aged 60 to 69 years (32.7%). Oral cancer
was the most common cancer in the Northern Province. This differs from the national data,
which reports breast cancer as the most prevalent cancer [7], emphasizing the need for
region-specific cancer prevention and control strategies.

In many low- and middle-income countries (LMICs) including Sri Lanka, screening
programs are available for oral, breast, and cervical cancer [8]. However, these programs
are often concentrated in specialized urban centers and are difficult for rural populations to
access due to barriers such as lack of awareness, financial constraints, and travel require-
ments [9–11]. Research shows that rural populations often have lower cancer screening
rates and are diagnosed at a more advanced stage, contributing to poorer outcomes [12–14].
This is evident in Sri Lanka’s Northern Province, home to approximately 1.2 million people,
of whom 83.4% live in rural areas [15]. This region was severely affected by 16 years of
prolonged civil war and is currently rebuilding its healthcare infrastructure [16–18]. As
a rural, post-conflict setting, the Northern Province faces multiple barriers to healthcare,
including weak health infrastructure, limited specialist services, long travel distances,
poverty, and low health literacy [19]. Addressing these challenges requires both strengthen-
ing healthcare infrastructure and community engagement to improve acceptance and reach
in underserved populations [20].

Community-focused approaches have been used in similar LMICs to improve early
cancer detection and increase cancer awareness [20–22]. For example, in rural India,
a population-based cancer screening program that trained community volunteers and
health activists led to early diagnosis in nearly half of oral cancer cases [23]. Similarly,
community health workers across South Asia have been instrumental in promoting breast
and cervical cancer screening and delivering community cancer education in underserved
populations [24,25].

Building on these examples, we designed a community-centric cancer education and
screening project in the Northern Province of Sri Lanka. The long-term goals are to increase
awareness, promote early detection, and improve equitable access to cancer prevention
services. This report describes the early phase of the project, highlighting local partnerships
and using culturally tailored strategies to engage the rural, post-conflict populations with
limited access to healthcare services.

2. Materials and Methods
2.1. Project Overview

This community-centric cancer education and screening project was conducted across
all five districts of Sri Lanka’s Northern Province: Jaffna, Kilinochchi, Mullaitivu, Mannar,
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and Vavuniya (Figure 1). This initial phase tested a community-centric cancer control
approach by delivering cancer education and basic screening services directly to community
members in accessible venues such as community halls and schools. The project consisted
of six one-day, oncologist-led community health camps hosted at accessible community
venues. These health camps were conducted between June 2022 and July 2023. The
camps provided culturally tailored education using dance and drama, followed by on-site
screening for oral and breast cancers.

Figure 1. District profile of Northern Province of Sri Lanka, with X showing the location of the health
camp in each province [26].

The project design was based on Sri Lanka’s existing public health system, which is
divided into preventive and curative services. Preventive services are delivered through
the Medical Officers of Health (MOHs), who oversee community-focused public health
services in each district. MOHs are public health medical doctors and are supported by
public health staff. MOHs and staff are responsible for coordinating outreach and ensuring
services reach underserved rural areas [27]. The project team collaborated closely with
MOHs and local community leaders to select culturally appropriate and logistically feasible
venues and schedule for each health camp.

The project was carried out in three stages: planning and stakeholder engagement,
training of Community Cancer Educators (CCEs), and community cancer education and
screening delivery.

2.2. Stage 1: Planning and Stakeholder Engagement

The planning phase, which took place during the first six months of the project, was
focused on securing institutional support and aligning community engagement strategies
across all five districts of the Northern Province. It involved collaboration between CCMB
and Sri Lanka partners, including oncologists from the Centre for Early Detection of Cancer
(CEDC) Jaffna and Department of Community Medicine and Department of Drama and
Theatre at the University of Jaffna. These discussions focused on improving community-
level cancer awareness and early detection, while identifying practical ways to leverage
existing health infrastructure to support the project. Meeting outcomes were formally
communicated to the Northern Provincial Director of Health Services and the five Regional
Directors of Health Services to ensure alignment with provincial health planning. The
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project team then partnered with Cancer Aid North East (CANE), a local non-governmental
organization focused on cancer awareness to support and coordinate community efforts
at the district level. CANE facilitated connection with MOHs, public health officers, and
community leaders across districts. These district stakeholders assisted with identifying
accessible venues and arranging logistics such as transportation to the venue. The project
sponsor covered costs related to transportation and other essential logistics. Health camps
were intentionally scheduled in neutral, familiar, non-clinical community spaces such as
schools and community halls. These venues were selected to help participants feel comfort-
able and reduce the stigma around cancer and clinical settings. Community engagement
was further strengthened by involving locally based nursing students such as CCEs.

2.3. Stage 2: Training of Community Cancer Educators (CCEs)

Twenty-five nursing students from the Nurse Training School, Jaffna, were selected to
work as CCEs based on their interest in community health education and their willingness
to support their communities. The training took place over one day, and content was
developed in accordance with the NCCP of Sri Lanka to ensure alignment with national
cancer prevention guidelines.

The morning session focused on cancer education, led by three oncologists from the
CEDC and a psychiatrist from the Teaching hospital, University of Jaffna. This included
cancer development, behavioral and lifestyle-related risk factors for cancer, prevention
strategies relevant to the local context, solutions to supporting individuals experiencing
emotional distress related to cancer screening, and communication strategies for sensi-
tive conversations.

The afternoon session, facilitated by the University of Jaffna’s Drama and Theatre
Action Group, focused on culturally tailored communication strategies. The session em-
phasized the use of Tamil dance and drama to share cancer information in familiar and
engaging ways. The training prepared CCEs to support health professionals and effectively
communicate cancer messages in a manner that was relevant and easily understood by the
community members.

2.4. Stage 3a: Health Camp Delivery—Community Education

The health camps’ education session was open to all community members, providing
an opportunity for individuals to learn about cancer prevention, and were oncologist-led.
Each camp brought together a multidisciplinary team including 3 onco-surgeons (2 males,
1 female), 2 oral-maxillofacial surgeons, and between 9 and 15 female cancer nurses from
Teaching Hospital Jaffna. Also in attendance were 15–20 CCEs, MOH staff, a community
project coordinator, representatives from the University of Jaffna’s Drama and Theatre
Action Group, and local volunteers who supported with logistics and venue setup.

Planning and outreach for the camps were coordinated with CANE and CCEs, who
worked closely with village leaders to invite community members through community
gatherings and word of mouth. Transportation was arranged for participants from remote
areas to ensure equitable access to the health camp. Each health camp began with a cultural
performance by the CCEs and the Drama and Theatre Action Group featuring the Tamil dance
to create a welcoming environment, ease anxiety, and encourage community engagement.

The oncologist-led education session described lifestyle-based risk factors for cancer
including tobacco use, betel quid chewing, and alcohol consumption. They emphasized
how healthier choices can reduce cancer risk and how early detection improves treatment
outcomes and survival. The screening process was described, and a question-and-answer
session was conducted before the start of screening.
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2.5. Stage 3b: Health Camp Delivery—Screening

Registered individuals 25 years of age and older, who provided verbal consent and
completed a brief sociodemographic questionnaire, were eligible for screening. Consent
was obtained to confirm their voluntary participation in the screening process, including
a clinical examination and follow-up communication if required. A questionnaire that
captured basic demographic details, lifestyle-related cancer risk factors, and family history
of cancer was completed to understand those who participated and help plan future
community interventions.

Screening participants were divided into smaller groups. For each group, a cancer
nurse and CCEs discussed cancer prevention, explained the screening process for oral
and breast cancer, and answered participants’ questions to ensure they felt informed
and comfortable. Screening was then provided by the onco-surgeons, oral-maxillofacial
surgeons, and cancer nurses.

i. Oral-related cancer screening included a visual inspection with handheld lights and
palpation of the head, neck, and cervical lymph nodes. Intraoral examinations were
conducted with white light, and findings were recorded as normal or abnormal.
Abnormalities checked during oral screening included visible lesions, non-healing
ulcers lasting more than two weeks, palpable lumps, or swelling in the jaw or neck.
This method has demonstrated 87% sensitivity and 50% specificity in detecting
potentially malignant oral disorders [28]. It is also effective in reducing oral cancer
mortality when used in population-based screening in LMICs [28–30].

ii. Breast cancer screening was conducted using a clinical breast examination (CBE)
performed by trained female cancer nurses. CBE is an inexpensive screening method
particularly suitable for LMICs [31]. Evidence shows that it can improve chances of
successful treatment and survival by enabling earlier diagnosis [32]. Abnormalities
checked included palpable lumps with irregular borders, asymmetry between
breasts, skin dimpling, and nipple retraction.

Screening participants with abnormal findings were scheduled for follow-up diagnos-
tic evaluation at the CEDC. Each referred participant was assigned to a CCE to provide
guidance. The CCE explained the importance of follow-up, outlined the next steps, and
ensured the participant understood the date, time, and location of the appointment.

2.6. Data Collection

Data collection was integrated into the screening process.

3. Results
A total of 847 individuals participated in screening in the health camps (Supplementary

Table S1). Two hundered and thirty-seven indivduals (28%) participated in Vavuniya, 181
in Jaffna (21%), 168 in Kilinochchi (20%), 131 in Mannar (15%), and 130 in Mullaitivu (15%).
Among the screening participants, five hundred ninety-four (70%) identified as female.
Participants’ ages ranged from 24 to 98 years of age, with an average age of 49 years of age.
The most reported occupation was housewife (n = 199, 23%), followed by craft and trade
worker (n = 132, 16%), and agricultural worker (n = 67, 7%). Forty-four percent (n = 378) of
participants did not report an occupation.

Thirty-seven percent of the screened participants (n = 313) reported chewing bethel
quid, which is frequently chewed with slaked lime and/or tobacco and has been linked
to oral cancer [33–35]. Other behavioral risks factors were reported less frequently, with
8.6% of participants (n = 73) reporting alcohol consumption and 5.4% (n = 46) reporting
tobacco smoking. Occupational risk factors reported included radiation exposure (n = 49,
5.8%) and industrial chemical exposure, which was less than 1%. A family history of cancer
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was reported by 146 participants (17%) and included breast cancer (n = 22, 2.6%) and oral
cancer (n = 18, 2.1%). Among these, 78 individuals reported that the affected relative was a
first-degree family member such as a parent, sibling, or child.

Out of the 847 participants screened, 94 (11%) were referred for further diagnostic
assessments at CEDC Jaffna. Abnormalities from oral screening had the highest number of
referrals. Some referrals were also made based on reported symptoms such as difficulty
swallowing, despite the absence of visible clinical signs. Data were not collected after the
end of the health camp, as this initial phase focused on delivering education and screening
within the community.

Participants reported feeling more informed about cancer risks and the importance of
early detection (Supplementary Section S2), although awareness was not formally measured.
They credited the dance and the CCEs for delivering cancer prevention information in a
relatable and memorable manner. Participants valued the convenience of receiving services
directly in their communities, as it reduced access barriers to healthcare services. Healthcare
workers expressed support for this proactive approach and supported bringing the hospital
to the community. Bringing the hospital to the community was how one of the cancer
nurses described the strategy of delivering specialist-led care and education in an accessible,
familiar, community setting.

4. Discussion
The long-term goal of this project is to improve community cancer awareness and

prevention through education and the promotion of early detection in a post-conflict setting
with limited healthcare infrastructure. We conducted oncologist-led community health
camps that offered both education and screening, using culturally tailored approaches to
actively engage participants. We demonstrated that delivering cancer prevention services
directly in the community allowed us to reach underserved populations to identify early
signs of cancer. Education was a central focus, as it is often the first and most critical step in
effective cancer prevention efforts [36]. Evidence shows that culturally tailored educational
programs are more effective in encouraging behavioral change and increasing involvement
in cancer prevention efforts [37,38]. This has been observed more in low-resource settings
and among people with limited health literacy [39–41].

The majority of the screening participants were female. This may be partially explained
by the longstanding presence of Well Woman Clinics (WWCs) in Sri Lanka. WWCs were
created to raise awareness about women’s preventive healthcare and provide screening
for selected non-communicable diseases including cancer [42]. However, actual service
utilization remains low. A district-level study [43] showed that 60% of women were aware
of the services of the WWC, but only 18.5% used the service. The existing knowledge of
such services may have made women more receptive to community-centric health camps
provided in this project, despite the underutilization of fixed clinics, supporting the fact that
education about cancer risk factors and screening is critical. One plausible reason for lower
participation by men is that, as primary income earners, men may be unable to attend a full-
day camp if it results in lost wages. Women, particularly housewives, had greater flexibility
in their daily schedules, which may have contributed to the observed participation rate. In
many South Asian settings, women are more likely to engage in community health activities,
especially when led by local female educators or health staff [44]. This possibly reflects
cultural norms that position women as primary caretakers, responsible for managing
their family’s health [45]. Their involvement often extends beyond personal care, as they
frequently share health information within their social networks and encourage others to
seek care [46]. This presents a future opportunity to engage women as active disseminators
of cancer knowledge in their community.
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A key behavioral risk factor reported by over one-third of participants was betel quid
chewing. Betel quid, commonly used in South Asia for its stimulant effects, typically
consists of areca nut, slaked lime, and sometimes tobacco, wrapped in a betel leaf [47]. Betel
quid chewing has been strongly associated with oral cancer [33–35]. In response to this
risk, the Sri Lankan Ministry of Health has issued a national ban on the use of betel quid,
tobacco, and areca nut in public institutions [48]. Yet the habit remains widespread. Public
awareness campaigns have used leaflets, posters, stickers, and TV spots to inform the
population about the dangers of betel quid chewing and its connection to oral cancer [49].
While these campaigns have increased awareness, whether they have led to meaningful or
lasting changes in behavior remains unclear. This uncertainty points to the need for a more
community-centric approach to cancer control that delivers culturally tailored education,
engages community members, and incorporates systems for evaluating long-term impact.
One strength of the approach used in this project was the ability to leverage existing public
health systems, which reduced the need for additional healthcare resources. Through this
process, we learned that collaborating with community organizations and community
leaders helped to improve the cultural relevance of health outreach and build the trust
needed in a post-conflict setting. Early engagement with local authorities, including
community leaders, is as important as technical expertise when delivering cancer control
activities. This approach may contribute to sustained behavior change in the future, which
is an outcome that national media campaigns have struggled to achieve.

4.1. Limitation

While we report encouraging evidence of this community-centric approach to cancer
control, we acknowledge several limitations and areas for further exploration. The project
did not examine follow-up or treatment outcomes; hence, we are unable to assess the
long-term impact of the intervention on health outcomes. Additionally, cancer risk factors
and screening awareness were not formally measured. Therefore, we are unable to quantify
changes in knowledge or behavior attributable to the intervention. Participation rates could
not be calculated, as information about the number of potentially eligible individuals in
each district was not collected.

4.2. Future Work

Future work includes the design and implementation of an intervention guided by
the RE-AIM framework. Baseline data on cancer burden and district-level eligibility will
inform the evaluation, with a particular focus on assessing the intervention’s reach and
effectiveness. We will also include follow-up information such as the number of individuals
who are diagnosed with cancer, treatment completion rates, and survival rates to assess
the impact of the intervention. We are also working with MOHs to formalize the role of
community health volunteers, including CCEs, to ensure the sustainability of the model of
care at the community level. This approach has been successful in other LMICs [50], such
as India, where trained community health workers achieved diagnostic accuracy in oral
cancer screening comparable to that of dentists [51].

5. Conclusions
A community-centric approach to cancer education and screening was feasible in

Sri Lanka’s underserved Northern Province. Culturally tailored health camps, designed
with sensitivity to post-conflict realities, engaged hundreds of rural community members,
most of whom had never participated in cancer screening. In addition to increasing access
to cancer services, the project contributed to building a local capacity that can promote
sustainable behavior change as part of long-term cancer prevention efforts. Decentralizing
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cancer education and screening by bringing prevention to the people, rather than requiring
people to travel to central facilities, is a promising strategy for cancer control. If integrated
into the national cancer control strategy with clear evaluation metrics, this community-
centric approach can serve as an equitable and scalable model for cancer prevention and
early cancer detection in underserved populations.
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community health camps in Sri Lanka’s Northern Province, by district.; S2: Testimonials from Health
Camp Participants; S3: Questionnaire.

Author Contributions: Conceptualization: A.J.T., G.S., T.M., and S.N.; data curation: A.J.T., A.N.D.;
funding acquisition: A.J.T. and S.N.; methodology: A.J.T., G.S., T.M., R.S., and S.N.; project administra-
tion: A.J.T. and S.N.; resources: G.S., T.M., R.S., K.S., and S.N.; supervision: K.M.D.; writing—original
draft, A.N.D. and S.A.; writing—review and editing, K.M.D. All authors have read and agreed to the
published version of the manuscript.

Funding: This project was seed-funded by the Jaffna Medical Faculty Overseas Alumni (JMFOA) of
Canada, and Cancer Aid North and East (CANE).

Institutional Review Board Statement: This project was conducted as part of routine care and
public education for the community. All methods described were performed in accordance with the
principles of the Declaration of Helsinki, as well as relevant guidelines and regulations outlined by
the Center for Early Detection, Jaffna. The project was approved by the Ethics Review Committee
Teaching Hospital Jaffna (S01/08/2024).

Informed Consent Statement: The health camps were conducted in informal, community-based
settings as part of routine public health outreach. However, verbal consent was obtained from
screening participants.

Data Availability Statement: The data is the property of the authors and can be available upon request.

Acknowledgments: The authors would like to thank the Ministry of Health Northern Province,
the Onco-surgical unit of the Teaching Hospital Jaffna, Nurses Training School Jaffna, Department
of Drama and Theatre University of Jaffna, and the Faculty of Medicine at the University of Jaffna
for the support in the success of the health camp, as well as the CCMB staff for their support and
accompaniment in the retrospective cross-sectional study of hospital cancer cases. The authors have
reviewed and edited the output and take full responsibility for the content of this publication.

Conflicts of Interest: The funders had no role in the design of the project; in the collection, analyses,
or interpretation of data; in the writing of the manuscript; or in the decision to publish the results.

Abbreviations
The following abbreviations are used in this manuscript:

CCEs Community Cancer Educators
NCCP National Cancer Control Program
WWC Well Woman Clinic
CCMB CancerCare Manitoba
LMICs Low- and Middle-Income Countries
MOH Medical Officers of Health
CEDC Jaffna Centre for Early Detection of Cancer Jaffna
CANE Cancer Aid North East

https://www.mdpi.com/article/10.3390/ijerph22101492/s1
https://www.mdpi.com/article/10.3390/ijerph22101492/s1


Int. J. Environ. Res. Public Health 2025, 22, 1492 9 of 11

References
1. Gunasekera, S.; Seneviratne, S.; Wijeratne, T.; Booth, C.M. Delivery of cancer care in Sri Lanka. J. Cancer Policy 2018, 18, 20–24.

[CrossRef]
2. Jayarajah, U.; Abeygunasekera, A.M. Cancer services in Sri Lanka: Current status and future directions. J. Egypt. Natl. Cancer Inst.

2021, 33, 13. [CrossRef]
3. Perera, I.; Amarasinghe, H.; Jayasinghe, R.D.; Udayamalee, I.; Jayasuriya, N.; Warnakulasuriya, S.; Johnson, N.W. An overview of

the burden of oral cancer in Sri Lanka and its inequalities in the face of contemporary economic and social malaise. Community
Dent. Oral Epidemiol. 2023, 51, 680–696. [CrossRef]

4. Perera, C.; Mapitigama, N.; Abeysena, C. Perception of Cervical Cancer Screening Program among Healthcare Workers in a
District of Sri Lanka: A Qualitative Study. Eur. Mod. Stud. J. 2021, 5.

5. Vithana, P.V.; Hemachandra, N.N.; Ariyaratne, Y.; Jayawardana, P.L. Qualitative assessment of breast cancer early detection
services provided through well woman clinics in the district of Gampaha in Sri Lanka. Asian Pac. J. Cancer Prev. 2013, 14,
7639–7644. [CrossRef]

6. NCCP. National Cancer Incidence and Mortality Data Sri Lanka 2019; National Cancer Control Program: Colombo, Sri Lanka, 2019.
7. NCCP. Cancer Incidence Data; National Cancer Control Program: Colombo, Sri Lanka, 2024.
8. Sankaranarayanan, R. Screening for cancer in low- and middle-income countries. Ann. Glob. Health 2014, 80, 412–417. [CrossRef]
9. Chidyaonga-Maseko, F.; Chirwa, M.L.; Muula, A.S. Underutilization of cervical cancer prevention services in low and middle

income countries: A review of contributing factors. Pan Afr. Med. J. 2015, 21. [CrossRef] [PubMed]
10. Glasziou, P.; Straus, S.; Brownlee, S.; Trevena, L.; Dans, L.; Guyatt, G.; Saini, V. Evidence for underuse of effective medical services

around the world. Lancet 2017, 390, 169–177. [CrossRef] [PubMed]
11. Jacobs, B.; Ir, P.; Bigdeli, M.; Annear, P.L.; Van Damme, W. Addressing access barriers to health services: An analytical framework

for selecting appropriate interventions in low-income Asian countries. Health Policy Plan. 2012, 27, 288–300. [CrossRef] [PubMed]
12. Huq, M.S.; Acharya, S.C.; Sharma, S.; Poudyal, S.; Sapkota, S.; Shrestha, S.; Wijesooriya, K. Cancer care and outreach in South

Asian Association for Regional Cooperation (SAARC) countries: From epidemiology and the National Cancer Control Programme
to screening, diagnosis, and treatment. Lancet Oncol. 2024, 25, e639–e649. [CrossRef]

13. Garg, P.; Krishnamoorthy, Y.; Halder, P.; Rajaa, S.; Verma, M.; Kankaria, A.; Kakkar, R. Urban-rural disparities in cervical cancer
screening among Indian women between 30–49 years: A geospatial and decomposition analysis using a nationally representative
survey. BMC Cancer 2025, 25, 67. [CrossRef] [PubMed]

14. Bhatia, S.; Landier, W.; Paskett, E.D.; Peters, K.B.; Merrill, J.K.; Phillips, J.; Osarogiagbon, R.U. Rural-Urban Disparities in Cancer
Outcomes: Opportunities for Future Research. J. Natl. Cancer Inst. 2022, 114, 940–952. [CrossRef] [PubMed]

15. UNICEF. Northern Provincial Council–Citizens Budget 2022 June 2023. Available online: https://www.unicef.org/srilanka/
reports/citizens-budget-2022 (accessed on 15 September 2024).

16. Balawardena, J.; Skandarajah, T.; Rathnayake, W.; Joseph, N. Breast cancer survival in Sri Lanka. JCO Glob. Oncol. 2020, 6, 589–599.
[CrossRef]

17. Hewage, S.A.; Samaraweera, S.; Joseph, N.; Kularatna, S.; Gunawardena, N. Presentation, diagnosis and treatment delays in
breast cancer care and their associations in Sri Lanka, a low-resourced country. Clin. Oncol. 2022, 34, 598–607. [CrossRef]

18. Wijeratne, D.T.; Gunasekara, S.; Booth, C.M.; Berry, S.; Jalink, M.; Carson, L.M.; Gyawali, B.; Promod, H.; Jayarajah, U.; Seneviratne,
S. Colorectal Cancer Treatment Characteristics and Concordance with Guidelines in Sri Lanka: Results from a Hospital-Based
Cancer Registry. JCO Glob. Oncol. 2022, 8, e2200004. [CrossRef]

19. Nagai, M.; Abraham, S.; Okamoto, M.; Kita, E.; Aoyama, A. Reconstruction of health service systems in the post-conflict Northern
Province in Sri Lanka. Health Policy 2007, 83, 84–93. [CrossRef]

20. Kale, S.; Hirani, S.; Vardhan, S.; Mishra, A.; Ghode, D.B.; Prasad, R.; Wanjari, M. Addressing cancer disparities through community
engagement: Lessons and best practices. Cureus 2023, 15, e43445. [CrossRef]

21. Carethers, J.M.; Doubeni, C.A. Causes of Socioeconomic Disparities in Colorectal Cancer and Intervention Framework and
Strategies. Gastroenterology 2020, 158, 354–367. [CrossRef]

22. Habila, M.A.; Kimaru, L.J.; Mantina, N.; Valencia, D.Y.; McClelland, D.J.; Musa, J.; Jacobs, E.T. Community-Engaged Approaches
to Cervical Cancer Prevention and Control in Sub-Saharan Africa: A Scoping Review. Front. Glob. Women’s Health 2021, 2, 697607.
[CrossRef]

23. Philip, P.M.; Nayak, P.; Philip, S.; Parambil, N.A.; Duraisamy, K.; Balasubramanian, S. Population-based cancer screening through
community participation: Outcome of a district wide oral cancer screening program from rural Kannur, Kerala, India. South
Asian J. Cancer 2018, 7, 244–248. [CrossRef] [PubMed]

24. Dangal, G.; Dhital, R.; Dwa, Y.P.; Poudel, S.; Pariyar, J.; Subedi, K. Implementation of cervical cancer prevention and screening
across five tertiary hospitals in Nepal and its policy implications: A mixed-methods study. PLoS Glob. Public Health 2024, 4,
e0002832. [CrossRef] [PubMed]

https://doi.org/10.1016/j.jcpo.2018.10.001
https://doi.org/10.1186/s43046-021-00070-8
https://doi.org/10.1111/cdoe.12888
https://doi.org/10.7314/APJCP.2013.14.12.7639
https://doi.org/10.1016/j.aogh.2014.09.014
https://doi.org/10.11604/pamj.2015.21.231.6350
https://www.ncbi.nlm.nih.gov/pubmed/26523173
https://doi.org/10.1016/S0140-6736(16)30946-1
https://www.ncbi.nlm.nih.gov/pubmed/28077232
https://doi.org/10.1093/heapol/czr038
https://www.ncbi.nlm.nih.gov/pubmed/21565939
https://doi.org/10.1016/S1470-2045(24)00521-7
https://doi.org/10.1186/s12885-025-13446-z
https://www.ncbi.nlm.nih.gov/pubmed/39799327
https://doi.org/10.1093/jnci/djac030
https://www.ncbi.nlm.nih.gov/pubmed/35148389
https://www.unicef.org/srilanka/reports/citizens-budget-2022
https://www.unicef.org/srilanka/reports/citizens-budget-2022
https://doi.org/10.1200/JGO.20.00003
https://doi.org/10.1016/j.clon.2022.05.007
https://doi.org/10.1200/GO.22.00004
https://doi.org/10.1016/j.healthpol.2006.12.001
https://doi.org/10.7759/cureus.43445
https://doi.org/10.1053/j.gastro.2019.10.029
https://doi.org/10.3389/fgwh.2021.697607
https://doi.org/10.4103/sajc.sajc_104_17
https://www.ncbi.nlm.nih.gov/pubmed/30430093
https://doi.org/10.1371/journal.pgph.0002832
https://www.ncbi.nlm.nih.gov/pubmed/38236836


Int. J. Environ. Res. Public Health 2025, 22, 1492 10 of 11

25. Sabeena, S.; Ravishankar, N.; Kalpana, M.M. Implementation strategies of cervical cancer screening in South Asia: A systematic
review. Int. J. Gynaecol. Obstet. 2024, 166, 483–493. [CrossRef] [PubMed]

26. Sivakumar, S.S. Water Resources and Agriculture Potential in Northern Sri Lanka. Northern River Basins Yield Study for Opera-
tional Policy of Irrigation. 2021. Available online: http://www.opac.lib.esn.ac.lk/cgi-bin/koha/opac-detail.pl?biblionumber=90
928 (accessed on 21 September 2025).

27. Adikari, P.S.; Pathirathna, K.; Kumarawansa, W.; Koggalage, P.D. Role of MOH as a grassroots public health manager in
preparedness and response for COVID-19 pandemic in Sri Lanka. AIMS Public Health 2020, 7, 606–619. [CrossRef]

28. Haj-Hosseini, N.; Lindblad, J.; Hasséus, B.; Kumar, V.V.; Subramaniam, N.; Hirsch, J.M. Early Detection of Oral Potentially
Malignant Disorders: A Review on Prospective Screening Methods with Regard to Global Challenges. J. Maxillofac. Oral Surg.
2024, 23, 23–32. [CrossRef]

29. Walsh, T.; Liu, J.L.; Brocklehurst, P.; Glenny, A.M.; Lingen, M.; Kerr, A.R.; Scully, C. Clinical assessment to screen for the detection
of oral cavity cancer and potentially malignant disorders in apparently healthy adults. Cochrane Database Syst. Rev. 2013, 2013,
Cd010173. [CrossRef]

30. Brocklehurst, P.; Kujan, O.; O’Malley, L.A.; Ogden, G.; Shepherd, S.; Glenny, A.M. Screening programmes for the early detection
and prevention of oral cancer. Cochrane Database Syst. Rev. 2013, 2013, Cd004150.

31. Khanna, D.; Sharma, P.; Budukh, A.; Khanna, A.K. Clinical breast examination: A screening tool for lower- and middle-income
countries. Asia-Pac. J. Clin. Oncol. 2024, 20, 690–699. [CrossRef]

32. Sayed, S.; Ngugi, A.K.; Nwosu, N.; Mutebi, M.C.; Ochieng, P.; Mwenda, A.S.; Salam, R.A. Training health workers in clinical
breast examination for early detection of breast cancer in low- and middle-income countries. Cochrane Database Syst. Rev. 2023, 4,
Cd012515. [CrossRef] [PubMed]

33. Ko, A.M.-S.; Lee, C.-H.; Ko, Y.-C. Betel quid–associated cancer: Prevention strategies and targeted treatment. Cancer Lett. 2020,
477, 60–69. [CrossRef]

34. Senevirathna, K.; Jayasinghe, Y.A.; Jayawickrama, S.M.; Amarasinghe, H.; Jayasinghe, R.D. Oral Cancer Disease among the Poor:
A Sri Lankan Context. Oral 2023, 3, 420–436. [CrossRef]

35. Sumithrarachchi, S.; Athukorala, I.; Rumy, F.; Jayasinghe, R. Prevalence of tobacco and areca-nut use among patients attending
dental teaching hospital in the central province of Sri Lanka and its association with oral mucosal lesions; a cross sectional study.
J. Oral Biol. Craniofacial Res. 2024, 14, 39–43. [CrossRef]

36. Lopez, A.M.; Hudson, L.; Vanderford, N.L.; Vanderpool, R.; Griggs, J.; Schonberg, M. Epidemiology and Implementation of
Cancer Prevention in Disparate Populations and Settings. Am. Soc. Clin. Oncol. Educ. Book 2019, 39, 50–60. [CrossRef]

37. Hood, S.; Campbell, B.; Baker, K. Culturally Informed Community Engagement: Implications for Inclusive Science and Health Equity;
RTI Press: Triangle Park, NC, USA, 2023.

38. Wu, S.; Chalela, P.; Ramirez, A.G. Changes in knowledge and awareness for a community-based cancer screening educational
program. Arch. Public Health 2023, 81, 130. [CrossRef] [PubMed]

39. Huchko, M.J.; Olwanda, E.; Choi, Y.; Kahn, J.G. HPV-based cervical cancer screening in low-resource settings: Maximizing the
efficiency of community-based strategies in rural Kenya. Int. J. Gynaecol. Obstet. 2020, 148, 386–391. [CrossRef]

40. Shah, S.K.; Nakagawa, M.; Lieblong, B.J. Examining aspects of successful community-based programs promoting cancer screening
uptake to reduce cancer health disparity: A systematic review. Prev. Med. 2020, 141, 106242. [CrossRef] [PubMed]

41. Kline, K.N.; Rangel, M.L.; Bulsara, S.; Chenier, R.; Escobar, B.; Montealegre, J.; Weiss, M.J. Using Culturally Adapted Theater
Outreach to Promote Cancer Screening Among Medically Underserved Minority Communities. J. Racial Ethn. Health Disparities
2025, 12, 273–284. [CrossRef] [PubMed]

42. Mallawaarachchi, D.V.; Wickremasinghe, S.C.; Somatunga, L.C.; Siriwardena, V.T.; Gunawardena, N.S. Healthy Lifestyle Centres:
A service for screening noncommunicable diseases through primary health-care institutions in Sri Lanka. WHO South-East Asia J.
Public Health 2016, 5, 89–95. [CrossRef]

43. Warnasekara, J.; Gamakumbura, M.K.; Konthota, S.D.; Liyanage, L.S.K.; Lakpriya, B.A.D.; Agampodi, S. Is Cancer Screening a
Priority among Adult Females in Sri Lanka? Anuradhapura Med. J. 2018, 11, 11. [CrossRef]

44. Devotta, K.; O’Campo, P.; Bender, J.; Lofters, A.K. Important and Feasible Actions to Address Cervical Screening Participation
amongst South Asian Women in Ontario: A Concept Mapping Study with Service Users and Service Providers. Curr. Oncol. 2024,
31, 4038–4051. [CrossRef]

45. Tikkanen, R.S.; Closser, S.; Prince, J.; Chand, P.; Justice, J. An anthropological history of Nepal’s Female Community Health
Volunteer program: Gender, policy, and social change. Int. J. Equity Health 2024, 23, 70. [CrossRef]

46. Hilmianà, H.; Iskandar, Y. The role of women in improving the welfare of their families to improve their conditions during the
COVID-19 pandemic in Indonesia. Cogent Bus. Manag. 2024, 11, 2373465. [CrossRef]

47. IARC. International Agency for Research on Cancer. Preamble to the IARC Monographs; IARC: Lyon, France, 2019. Available online:
https://monographs.iarc.who.int/iarc-monographs-preamble-preamble-to-the-iarc-monographs/ (accessed on 15 September
2024).

https://doi.org/10.1002/ijgo.15366
https://www.ncbi.nlm.nih.gov/pubmed/38268412
http://www.opac.lib.esn.ac.lk/cgi-bin/koha/opac-detail.pl?biblionumber=90928
http://www.opac.lib.esn.ac.lk/cgi-bin/koha/opac-detail.pl?biblionumber=90928
https://doi.org/10.3934/publichealth.2020048
https://doi.org/10.1007/s12663-022-01710-9
https://doi.org/10.1002/14651858.CD010173.pub2
https://doi.org/10.1111/ajco.14126
https://doi.org/10.1002/14651858.CD012515
https://www.ncbi.nlm.nih.gov/pubmed/37070783
https://doi.org/10.1016/j.canlet.2020.02.030
https://doi.org/10.3390/oral3030034
https://doi.org/10.1016/j.jobcr.2023.11.006
https://doi.org/10.1200/EDBK_238965
https://doi.org/10.1186/s13690-023-01144-w
https://www.ncbi.nlm.nih.gov/pubmed/37438840
https://doi.org/10.1002/ijgo.13090
https://doi.org/10.1016/j.ypmed.2020.106242
https://www.ncbi.nlm.nih.gov/pubmed/32882299
https://doi.org/10.1007/s40615-023-01871-4
https://www.ncbi.nlm.nih.gov/pubmed/38010482
https://doi.org/10.4103/2224-3151.206258
https://doi.org/10.4038/amj.v11i1.7639
https://doi.org/10.3390/curroncol31070301
https://doi.org/10.1186/s12939-024-02177-5
https://doi.org/10.1080/23311975.2024.2373465
https://monographs.iarc.who.int/iarc-monographs-preamble-preamble-to-the-iarc-monographs/


Int. J. Environ. Res. Public Health 2025, 22, 1492 11 of 11

48. Rajapaksa, S.W.; Vidanapathirana, J.; Nawaratne, S.; Suranga, M.A. Tobacco control strategies enrich the National Strategic Plan
on prevention and control of cancer in Sri Lanka. Asian Pac. J. Cancer Prev. 2021, 22 (Suppl. S2), 45–50. [CrossRef] [PubMed]

49. Amarasinghe, H.; Warnakulasuriya, S.; Johnson, N.W. Evaluation of a social marketing campaign for the early detection of oral
potentially malignant disorders and oral cancer: Sri Lankan experience. J. Oral Biol. Craniofacial Res. 2021, 11, 204–208. [CrossRef]

50. Palaniraja, S.; Taghavi, K.; Kataria, I.; Oswal, K.; Vani, N.V.; Liji, A.A.; Chandran, A. Barriers and contributions of rural community
health workers in enabling cancer early detection and subsequent care in India: A qualitative study. BMC Public Health 2025, 25,
1527. [CrossRef]

51. Thampi, V.; Hariprasad, R.; John, A.; Nethan, S.; Dhanasekaran, K.; Kumar, V.; Gill, P. Feasibility of Training Community Health
Workers in the Detection of Oral Cancer. JAMA Netw. Open 2022, 5, e2144022. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.31557/APJCP.2021.22.S2.45
https://www.ncbi.nlm.nih.gov/pubmed/34780137
https://doi.org/10.1016/j.jobcr.2021.01.013
https://doi.org/10.1186/s12889-025-22735-y
https://doi.org/10.1001/jamanetworkopen.2021.44022
https://www.ncbi.nlm.nih.gov/pubmed/35040966

	Introduction 
	Materials and Methods 
	Project Overview 
	Stage 1: Planning and Stakeholder Engagement 
	Stage 2: Training of Community Cancer Educators (CCEs) 
	Stage 3a: Health Camp Delivery—Community Education 
	Stage 3b: Health Camp Delivery—Screening 
	Data Collection 

	Results 
	Discussion 
	Limitation 
	Future Work 

	Conclusions 
	References

