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ABSTRACT Manuscript Information 

Background: Cancer represents a major and increasingly complex non-communicable 

disease (NCD) challenge, with substantial implications for population health, health-system 

capacity and socioeconomic well-being. Although advances in cancer diagnosis and treatment 

have improved outcomes for several malignancies, the public-health burden remains strongly 

influenced by preventable risk factors, inadequate awareness, delayed presentation, limited 

screening uptake, diagnostic delays and discontinuities across the cancer-care pathway. In 

India, these challenges are particularly important because of the country's large and diverse 

population, substantial rural–urban disparities, variable healthcare accessibility and 

dependence on primary healthcare for population-level prevention and early detection. 

Objective: This narrative review aims to examine the role of primary healthcare in integrating 

cancer prevention and early detection within the broader NCD-control framework in India, 

with particular emphasis on community-based risk reduction, health promotion, population 

screening, early recognition of symptoms, diagnostic referral, continuity of care and health-

system integration. 

Methods: An evidence-informed narrative review approach was adopted. Relevant literature 

concerning cancer epidemiology, modifiable risk factors, community-based prevention, 

population-based screening, primary healthcare, early diagnosis, referral pathways, digital 

health, community health workers and continuity of cancer care was conceptually synthesized. 

Particular attention was given to evidence relevant to the Indian public-health context and to 

▪ ISSN No: 3139-6313 

▪ Received: 13-08-2026 

▪ Accepted: 13-09-2026 

▪ Published: 16-09-2026 

▪ IJCRP:1(5); 2026: 41-53 

▪ ©2026, All Rights Reserved 

▪ Plagiarism Checked: Yes 

▪ Peer Review Process: Yes 

How to Cite this Article 

Bhise S M, Khatri S. Integrating 

Cancer Prevention and Early 

Detection into Primary Healthcare in 

India An Evidence-Informed Narrative 

Review of Community-Based 

Strategies, Population Screening, Risk 

Reduction, Early Diagnosis and 

Continuity of Care for Strengthening 

Non-Communicable Disease Control. 

Int. J. Creative Res. Publ. 

2026;1(5):41-53. 

https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.5281/zenodo.22795368


 
     

Int. J. Creative Res. Publ.     Peer-Reviewed Journal        Volume 1 Issue 5 [Sep-Oct] 2026 

42 
© 2026 Dr. Sachin Madhukarrao Bhise, Dr. Sneha Khatri. This is an open-access article distributed under the terms of the Creative Commons Attribution 

4.0 International License (CC BY NC ND).https://creativecommons.org/licenses/by/4.0/ 

 

identifying implementation gaps and opportunities for strengthening the cancer-control 

continuum. 

Results: The literature indicates that effective cancer control requires a shift from 

predominantly treatment-oriented approaches toward an integrated prevention-to-care 

continuum. Tobacco and alcohol exposure, unhealthy diet, physical inactivity, obesity, 

environmental exposures and selected infectious agents constitute important targets for 

primary prevention. Community engagement and health literacy can improve recognition of 

risk factors and warning symptoms, while appropriately implemented screening programmes 

can facilitate earlier identification of selected cancers. Primary healthcare facilities and 

community health workers can function as critical points for risk assessment, health 

education, screening coordination, referral and follow-up. However, fragmented referral 

pathways, inadequate diagnostic capacity, workforce constraints, socioeconomic barriers, 

geographical inequity and loss to follow-up can weaken the effectiveness of otherwise well-

designed programmes. 

Conclusion: Cancer prevention and early detection should be positioned as integral 

components of comprehensive primary healthcare and NCD control in India. A Community-

to-Care Cancer Control Continuum, linking population risk reduction, community awareness, 

screening, early diagnosis, referral, treatment linkage and survivorship-oriented follow-up, 

may provide a useful conceptual framework for strengthening cancer control. Future research 

should evaluate context-specific implementation models, equity-sensitive screening 

strategies, digital innovations and measurable pathways from community-level intervention 

to cancer outcomes. 

Access this Article Online 
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KEYWORDS: Cancer prevention; cancer screening; early detection; primary healthcare; community medicine; non-
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INTRODUCTION 

Cancer has emerged as one of the defining public-health 

challenges of the twenty-first century. Its importance extends 

beyond mortality and morbidity to include disability, 

psychological consequences, financial toxicity, loss of  

 

productivity and substantial demands on health systems. 

Cancer should therefore be understood not merely as a 

collection of diseases requiring specialist treatment but as a 

major component of the broader non-communicable disease 

agenda. 
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The public-health response to cancer has traditionally been 

dominated by diagnosis and treatment. Although these remain 

essential, a substantial proportion of the cancer burden can be 

influenced through population-level interventions addressing 

preventable risk factors, vaccination, health promotion, 

screening and early diagnosis. 

The role of primary healthcare is particularly important in 

this context. Primary healthcare represents the point at which 

health promotion, disease prevention, community 

participation, screening, early recognition and longitudinal 

care can be brought together. In a country as geographically 

and socioeconomically diverse as India, specialist oncology 

services alone cannot provide an adequate population-level 

response. 

Cancer control therefore requires a continuum extending 

from the community to the health system: 

Risk reduction → Health literacy → Risk assessment → 

Screening → Early recognition → Diagnostic confirmation 

→ Referral → Treatment linkage → Follow-up → 

Survivorship and rehabilitation 

The effectiveness of this continuum depends not only on the 

availability of individual interventions but also on how 

effectively these interventions are connected. 

This review examines cancer prevention and early detection 

through a community medicine and primary-healthcare 

lens, with emphasis on the Indian context. 

 

 
 

2. Why Cancer Should Be Embedded within the NCD 

Framework 

Non-communicable diseases share several characteristics: long 

duration, complex causation, interaction between biological 

and social determinants, substantial behavioural components 

and the need for sustained healthcare engagement. 

Cancer shares many of these characteristics. 

 

Major modifiable exposures include: 

• tobacco use;  

• harmful alcohol consumption;  

• unhealthy dietary patterns;  

• overweight and obesity;  

• physical inactivity;  

• selected occupational exposures;  

• environmental pollution;  

• ultraviolet radiation; and  

• certain infectious agents associated with carcinogenesis.  

This creates an important opportunity for integration. 

 

Instead of developing completely separate prevention systems 

for each disease, primary healthcare can address common risk 

factors across multiple NCDs. 

For example: 

 

Tobacco cessation 

can simultaneously contribute to prevention of: 

• oral cancer;  

• lung cancer;  

• oesophageal cancer;  

• cardiovascular disease;  

• chronic respiratory disease; and  

• several other tobacco-associated conditions.  

Similarly, promotion of physical activity, healthy diet and 

healthy body weight has relevance to both cancer and 

cardiometabolic diseases. 

Thus, cancer prevention can be incorporated into existing NCD 

platforms rather than treated as an isolated programme. 
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3. Conceptual Framework: The Community-to-Care Cancer Control Continuum 

A central proposition of this review is that cancer control should be conceptualized as a connected continuum rather than a series of 

independent interventions. 

Population and Social Determinants 

↓ 

Cancer Risk Exposure 

Tobacco • Alcohol • Diet • Obesity • Physical inactivity • Environmental and occupational exposures 

↓ 

Primary Prevention 

Health promotion • Tobacco cessation • Vaccination • Healthy lifestyle interventions 

↓ 

Community Health Literacy 

Knowledge • Risk perception • Warning-sign recognition • Help-seeking behaviour 

↓ 

Risk Assessment 

Individual and population risk identification 

↓ 

Population-Based Screening 

Appropriate cancer-specific screening according to evidence and programme recommendations 

↓ 

Early Detection 

Recognition of symptoms and abnormal screening results 

↓ 

Primary Healthcare Assessment 

Clinical evaluation • Initial investigations • Referral 

↓ 

Diagnostic Confirmation 

Appropriate diagnostic services 

↓ 

Treatment Linkage 

Oncology referral • Treatment initiation • Multidisciplinary care 

↓ 

Continuity of Care 

Follow-up • Adherence • Survivorship • Rehabilitation • Palliative support 

↓ 

Improved Cancer Outcomes and Health Equity 
 

Figure 1. Proposed Community-to-Care Cancer Control Continuum 

  

This framework emphasises that screening alone cannot produce population-level benefit unless positive results are connected to 

timely diagnosis and appropriate care. 
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4. Cancer Prevention: The First Public-Health 

Opportunity 

Cancer prevention represents the earliest point at which public-

health intervention can modify disease risk. 

A comprehensive prevention strategy should operate at 

multiple levels. 

 

4.1 Tobacco Control 

Tobacco remains one of the most important preventable causes 

of cancer. 

In India, tobacco-related prevention has particular importance 

because tobacco is consumed in multiple forms, including 

smoking and smokeless tobacco. 

 

Community-based tobacco control should include: 

• prevention of tobacco initiation;  

• tobacco cessation counselling;  

• identification of tobacco users;  

• brief behavioural interventions;  

• referral for cessation support;  

• community education;  

• school-based prevention;  

• enforcement of tobacco-control regulations.  

Primary healthcare providers can integrate tobacco assessment 

into routine consultations rather than limiting tobacco 

counselling to dedicated clinics. 

 

5. Alcohol and Cancer Prevention 

Alcohol consumption is associated with increased risk of 

several cancers. 

From a community medicine perspective, intervention should 

extend beyond individual counselling. 

A comprehensive approach includes: 

Population policy → Community education → Risk 

communication → Individual counselling → Early 

intervention 

Health workers can identify harmful consumption patterns and 

provide brief interventions or referral where appropriate. 

 

6. Diet, Obesity and Physical Inactivity 

The relationship between lifestyle and cancer provides an 

opportunity to integrate cancer prevention into existing NCD 

programmes. 

 

Primary healthcare can promote: 

• balanced diets;  

• increased consumption of appropriate plant-based foods;  

• reduction of excessive energy-dense foods;  

• healthy body weight;  

• regular physical activity;  

• reduction of sedentary behaviour.  
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The important public-health principle is that cancer 

prevention does not require a separate lifestyle 

programme. 

The same infrastructure used for cardiovascular disease, 

diabetes and obesity prevention can support cancer prevention. 

 

7. Infection-Associated Cancer Prevention 

Some cancers are strongly associated with infectious agents. 

Important examples include: 

• human papillomavirus and cervical cancer;  

• hepatitis B and hepatocellular carcinoma;  

• Helicobacter pylori and gastric cancer.  

This creates opportunities for primary prevention through 

vaccination, infection prevention, appropriate treatment 

and screening strategies. 

HPV vaccination, in particular, illustrates the importance of 

linking immunization policy with long-term cancer prevention. 

 

8. Community Health Literacy and Cancer Prevention 

Knowledge alone does not necessarily produce healthier 

behaviour. 

 

A more useful public-health construct is action-oriented 

health literacy. 

The pathway can be conceptualized as: 

Information 

↓ 

Understanding 

↓ 

Risk perception 

↓ 

Motivation 

↓ 

Health-seeking behaviour 

↓ 

Preventive action 

 

This distinction is particularly important for populations where 

misconceptions, stigma, fear and fatalistic beliefs may 

contribute to delayed presentation. 

Community health workers can play a critical role in 

translating technical cancer information into locally 

understandable communication. 

 

9. Community Health Workers as a Link between 

Population and Primary Healthcare 

Community health workers represent a potentially important 

bridge between households and health facilities. 

Within cancer control, their potential functions include: 

• health education;  

• identification of risk behaviours;  

• tobacco cessation support;  

• promotion of vaccination;  

• awareness regarding cancer warning signs;  

• mobilization for screening;  

• facilitation of referral;  

• follow-up of individuals with abnormal screening results;  

• support for treatment adherence;  

• communication between households and healthcare 

facilities.  

The role should, however, be carefully designed to avoid 

inappropriate expansion of workload without adequate 

training, supervision and referral support. 

 

10. Population-Based Cancer Screening 

Screening occupies an important position between primary 

prevention and early diagnosis. 

However, screening should not be equated simply with testing. 

An effective screening programme requires: 

 

Eligible population identification 

↓ 

Screening 

↓ 

Positive result identification 

↓ 

Diagnostic evaluation 

↓ 

Confirmation 

↓ 

Treatment initiation 

↓ 

Follow-up 

 

If the pathway stops after screening, the population benefit 

may be substantially reduced. 

Therefore, the appropriate public-health question is not: 

“How many people were screened?” 

but rather: 

“How effectively did screening lead to timely diagnosis and 

appropriate care?” 

This distinction has major implications for programme 

evaluation. 

 

11. Breast Cancer 

Breast cancer represents an important component of the cancer 

burden and requires attention to both awareness and timely 

diagnosis. 

 

Community-level strategies may include: 

• awareness of breast health;  

• recognition of warning symptoms;  

• reduction of barriers to seeking care;  

• appropriate screening approaches according to national 

recommendations;  

• efficient referral;  

• diagnostic linkage.  

The primary healthcare system can contribute to the 

identification of symptomatic individuals and facilitate 

movement through the diagnostic pathway. 

 

12. Cervical Cancer 

Cervical cancer provides a particularly important example of 

the potential for prevention and early detection. 

Its control involves several interconnected strategies: 
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HPV prevention 

•  

Screening 

•  

Early identification of abnormalities 

•  

Diagnostic evaluation 

•  

Treatment of precancerous lesions 

•  

Follow-up 

The cervical cancer pathway demonstrates why prevention, 

screening and primary healthcare should not operate as 

separate silos. 

 

13. Oral Cancer 

Oral cancer is particularly relevant to community medicine in 

India because of the country's substantial tobacco and 

smokeless-tobacco burden. 

Primary healthcare and community-level interventions may 

emphasize: 

• tobacco cessation;  

• recognition of persistent oral lesions;  

• identification of high-risk individuals;  

• screening where recommended;  

• prompt referral;  

• reduction of diagnostic delay.  

Community awareness concerning persistent oral ulcers, 

unexplained growths, abnormal patches and other concerning 

symptoms may contribute to earlier healthcare contact. 

 

14. Early Diagnosis: The Missing Link 

One of the most important distinctions in cancer control is the 

difference between screening and early diagnosis. 

Screening generally targets apparently healthy populations. 

Early diagnosis focuses on individuals who already have 

symptoms or signs suggestive of cancer. 

The latter requires: 

Symptom recognition → Healthcare seeking → Clinical 

assessment → Diagnostic investigation → Confirmation →  

 

Referral 

Delays can occur at every stage. 

 

Patient-level delay 

• lack of awareness;  

• fear;  

• stigma;  

• financial limitations;  

• competing responsibilities.  

 

Provider-level delay 

• missed warning signs;  

• inadequate diagnostic facilities;  

• inappropriate empirical treatment;  

• delayed referral.  

 

Health-system delay 

• limited specialist availability;  

• transportation barriers;  

• fragmented referral;  

• diagnostic waiting periods;  

• financial barriers.  

Therefore, reducing diagnostic delay requires a multi-level 

intervention, not merely awareness campaigns. 

 

15. Referral Pathways and Continuity of Care 

A cancer-control system is only as strong as its weakest 

transition. 

An individual may successfully move from: 

Community → Screening 

but fail to move from: 

Screening → Diagnosis 

or: 

Diagnosis → Treatment 

or: 

Treatment → Follow-up 

 

This phenomenon can be understood as care-continuity loss. 

A robust referral system should include: 

1. clear referral criteria;  

2. designated referral facilities;  

3. communication between levels;  

4. tracking of referred patients;  

5. mechanisms for follow-up;  

6. feedback to the referring facility.  

The primary-healthcare facility should not necessarily provide 

every component of cancer care. Rather, it should function as 

an effective coordinator and navigator within the health 

system. 

 

16. Digital Health and Cancer Control 

Digital health technologies provide opportunities to strengthen 

the cancer continuum. 

Potential applications include: 

• electronic screening registers;  

• digital risk assessment;  

• appointment reminders;  

• referral tracking;  

• teleconsultation;  

• patient navigation;  

• follow-up reminders;  

• community-health-worker decision support;  

• population-level surveillance.  

 

A useful model is: 

Community Worker 

↕ 

Digital Platform 

↕ 

Primary Healthcare Facility 

↕ 

Diagnostic Centre 

↕ 

Cancer Treatment Centre 
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Such systems may reduce information loss between levels of 

care. 

 

However, digital interventions must account for: 

• digital literacy;  

• connectivity;  

• language;  

• privacy;  

• interoperability;  

• workforce workload;  

• data quality;  

• cybersecurity;  

• unequal access to technology.  

 

Digitalization should therefore strengthen human-centred 

healthcare rather than replace it. 

 

17. Health Equity in Cancer Prevention and Early 

Detection 

Cancer prevention and screening programmes can 

inadvertently widen health inequalities if they 

disproportionately reach populations that already have better 

access to healthcare. 

 

Potentially underserved populations include: 

• rural communities;  

• economically disadvantaged groups;  

• geographically remote populations;  

• individuals with limited health literacy;  

• older adults;  

• marginalized communities;  

• populations with limited access to specialist services.  

Equity-oriented cancer control therefore requires: 

Universal policy + targeted implementation 

rather than assuming that the same intervention will produce 

equal benefits across all populations. 

 

18. Barriers to Integration 

Several barriers can undermine cancer integration into primary 

healthcare. 

 

Health-system barriers 

• workforce shortages;  

• competing NCD priorities;  

• inadequate diagnostic infrastructure;  

• fragmented referral systems;  

• limited monitoring mechanisms.  

 

Community barriers 

• stigma;  

• misconceptions;  

• fear of cancer;  

• low perceived susceptibility;  

• cultural barriers.  

 

Economic barriers 

• transportation costs;  

• diagnostic expenses;  

• treatment-related financial burden;  

• loss of wages.  

 

Geographic barriers 

• distance from diagnostic centres;  

• uneven distribution of oncology services;  

• rural–urban disparities.  

 

Programme barriers 

• inadequate follow-up;  

• incomplete documentation;  

• poor linkage between screening and treatment;  

• insufficient programme evaluation.  

 

19. Opportunities for Strengthening Cancer Control 

The review identifies several strategic opportunities. 

19.1 Integrate cancer into existing NCD services 

Cancer prevention can be incorporated into routine NCD risk 

assessment rather than creating completely parallel structures. 

 

19.2 Strengthen community participation 

Community-based organizations, health workers and local 

leadership can improve awareness and programme acceptance. 

 

19.3 Build screening-to-treatment pathways 

Screening programmes should include mechanisms for 

diagnostic confirmation and referral. 

 

19.4 Introduce patient navigation 

A designated navigation mechanism can help individuals move 

through complex healthcare pathways. 

 

19.5 Use digital tools selectively 

Technology can support tracking, reminders and 

communication where infrastructure permits. 

 

19.6 Measure outcomes beyond screening coverage 

Programme indicators should include: 

• screening coverage;  

• positivity;  

• diagnostic completion;  

• time to diagnosis;  

• treatment initiation;  

• loss to follow-up;  

• stage at diagnosis;  

• equity indicators.  

 

20. Proposed Public-Health Model 

Based on the synthesis presented in this review, we propose the 

following: 

 

“Community-to-Care Cancer Control Model” 

Layer 1 — Population 

Social determinants + environmental exposures + lifestyle 

↓ 

Layer 2 — Prevention 
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Tobacco control + healthy lifestyle + vaccination + risk 

reduction 

↓ 

Layer 3 — Community 

Health literacy + awareness + community participation + 

health-worker engagement 

↓ 

Layer 4 — Primary Healthcare 

Risk assessment + screening + symptom recognition + 

initial evaluation 

↓ 

Layer 5 — Diagnostic Network 

Investigation + confirmation + staging 

↓ 

Layer 6 — Cancer Care 

Treatment + rehabilitation + palliative care 

↓ 

Layer 7 — Continuity 

Follow-up + survivorship + recurrence monitoring + 

supportive care 

Cross-cutting principles 

Equity | Digital health | Quality improvement | Community 

participation | Health-system accountability 

 

21. Research Gaps 

The literature indicates several areas requiring further 

investigation. 

Gap 1 

Limited evidence on integrated community-to-diagnosis 

pathways rather than isolated screening interventions. 

Gap 2 

Insufficient evidence regarding the long-term effectiveness of 

community-health-worker involvement in cancer control. 

Gap 3 

Need for better understanding of screening-to-treatment loss. 

Gap 4 

Limited evaluation of equity-sensitive cancer-screening 

models. 

Gap 5 

Need for implementation research examining how digital 

health can function within routine primary healthcare. 

Gap 6 

Limited evidence on locally adapted health-literacy 

interventions. 

Gap 7 

Need to evaluate cancer-control interventions using patient-

centred and system-level outcomes, rather than screening 

coverage alone. 

 

22. Implications for Community Medicine 

Cancer control provides an opportunity to expand the role of 

Community Medicine beyond conventional health education 

and screening. 

The discipline can contribute to: 

• population risk assessment;  

• epidemiological surveillance;  

• programme planning;  

• screening evaluation;  

• implementation science;  

• health-system research;  

• community participation;  

• health economics;  

• health equity;  

• behavioural interventions;  

• digital public health.  

Thus, cancer control should be viewed as a population-health 

and health-system challenge, not exclusively as an oncology 

problem. 

 

Homoeopathic Materia Medica and Supportive Symptom-

Oriented Care in Cancer 

Selected Homoeopathic Materia Medica: Symptom-

Oriented Therapeutic Considerations in Patients Receiving 

Cancer Care 

Homoeopathic 

Remedy 
Characteristic Symptom Picture Possible Supportive Context* 

Important Clinical 

Consideration 

Arsenicum album 
Marked anxiety, restlessness, 

weakness, insecurity and exhaustion 

Anxiety/restlessness associated 

with illness 

Should not replace 
psychological or medical 

management 

Nux vomica 

Irritability, hypersensitivity, nausea, 

digestive discomfort and sensitivity to 
stimuli 

Symptom-oriented consideration 

for gastrointestinal discomfort 

Persistent vomiting/nausea 

requires medical evaluation 

Phosphorus 
Fatigue, anxiety, sensitivity, thirst and 

tendency to easy exhaustion 

Supportive symptom framework 

in selected patients 

Symptoms require correlation 

with clinical status 

Sepia 
Fatigue, emotional exhaustion, 

weakness and altered well-being 

Supportive consideration for 
selected constitutional symptom 

patterns 

Does not constitute cancer 

treatment 

Ignatia amara 
Emotional distress, grief, anxiety and 

variable functional symptoms 

Supportive consideration for 

emotional symptoms 

Significant depression/anxiety 
requires appropriate mental-

health care 

Gelsemium 
Weakness, fatigue, trembling, 

drowsiness and apprehension 

Symptom-oriented consideration 

for fatigue/anxiety 

New or severe neurological 

symptoms require evaluation 

Carbo vegetabilis 

Marked weakness, exhaustion, 

abdominal discomfort and sensation 

of needing air 

Historical materia-medica 
consideration for severe weakness 

Breathlessness is a clinical red 
flag requiring assessment 

China officinalis 
Weakness and exhaustion associated 

traditionally with fluid/blood loss 
Historical symptom-oriented 

consideration for fatigue 
Anaemia, bleeding or nutritional 
deficiency must be investigated 

Phytolacca 

decandra 

Throat/oral discomfort, glandular 

symptoms and marked soreness 

Symptom-oriented materia-

medica consideration 

Persistent oral/throat lesions 

require cancer evaluation 
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Condurango 

Traditionally associated with 

oesophageal/gastric symptomatology 
and difficulty swallowing 

Historical materia-medica 

reference 

Dysphagia is a red-flag 

symptom requiring prompt 
investigation 

Hydrastis 

canadensis 

Thick, tenacious secretions, digestive 

weakness and mucosal complaints 

Supportive symptom-oriented 

consideration 

Persistent gastrointestinal 

symptoms require conventional 
evaluation 

Lycopodium 

clavatum 

Bloating, abdominal distension, 

digestive discomfort and early satiety 

Symptom-oriented consideration 

for gastrointestinal complaints 

Persistent weight loss/early 

satiety requires investigation 

* Interpretation: This column refers to traditional 

homoeopathic materia-medica symptom associations and 

should not be interpreted as evidence that the remedy 

treats, reduces, or prevents malignancy,  

 

Homoeopathy and Supportive Cancer Care: 

 Homoeopathic materia medica may be discussed within an 

integrative-care framework as a historical and complementary 

system of symptom description and individualized therapeutic 

consideration. In the context of cancer care, however, such 

considerations should remain supportive and symptom-

oriented rather than being presented as alternatives to  

 

evidence-based cancer screening, diagnosis, surgery, 

radiotherapy, systemic therapy, palliative care or other 

established interventions. Any complementary intervention 

should be evaluated for potential interactions, delays in 

appropriate treatment and patient safety. Persistent, 

progressive or unexplained symptoms should prompt 

appropriate medical investigation and referral. 

 

23. Future Directions 

Future cancer-control strategies in India should increasingly 

emphasize: 

Prevent → Identify → Confirm → Refer → Treat → Follow 

→ Recover 

 

 

The effectiveness of this approach will depend on 

strengthening the interfaces between communities, primary 

healthcare facilities, diagnostic services and specialized cancer 

centres. 

 

Future research should prioritize: 

1. implementation research;  

2. rural cancer-control models;  

3. community-health-worker interventions;  

4. digital referral systems;  

5. equity-sensitive screening;  

 

6. patient navigation;  

7. cost-effectiveness;  

8. cancer-care cascades;  

9. stage-at-diagnosis monitoring;  

10. longitudinal evaluation of primary-healthcare 

interventions.  

 

24. CONCLUSION 

Cancer represents a major component of the non-

communicable disease burden and requires a comprehensive 

public-health response extending beyond specialist treatment. 
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In India, primary healthcare provides a strategic platform for 

integrating cancer prevention, community awareness, risk 

assessment, screening, early diagnosis, referral and continuity 

of care. The success of cancer-control programmes should not 

be measured solely by the number of individuals reached or 

screened. Rather, the critical measure is whether individuals 

move successfully through the entire pathway from risk 

reduction to timely diagnosis and appropriate care. 

The proposed Community-to-Care Cancer Control Continuum 

provides a conceptual framework for linking population  

 

prevention with primary healthcare, diagnostic  

services and cancer treatment. Such integration may help 

reduce fragmentation, improve continuity, strengthen health 

equity and increase the public-health impact of cancer-control 

programmes. 

Ultimately, the most effective cancer-control system is not one 

that begins at the oncology centre—it is one that begins within 

the community and continues throughout the health system. 

 

Suggested Table for the Manuscript 

 
Table 1. Integrated Community-Based Framework for Cancer Control within Primary Healthcare 

 
Domain Community-Level Intervention Primary Healthcare Role Expected Outcome 

Risk reduction 
Tobacco/alcohol counselling, lifestyle 

education 

Risk assessment & 

counselling 
Reduced exposure 

Health literacy Awareness campaigns Individual counselling Improved knowledge and action 

Vaccination Community mobilization Immunization services 
Reduced infection-associated 

cancer risk 

Screening Mobilization of eligible population Screening coordination Earlier identification 

Early diagnosis Recognition of warning symptoms Clinical assessment Reduced diagnostic delay 

Referral Patient navigation Referral coordination Timely specialist assessment 

Treatment linkage Follow-up support 
Coordination with higher 

centres 
Earlier treatment initiation 

Continuity Community follow-up Monitoring and counselling Reduced loss to follow-up 

Survivorship Family/community support Longitudinal care Improved quality of life 

Table 2. Major Barriers and Potential Solutions for Community-Based Cancer Control 

 
Challenge Public-Health Consequence Potential Strategy 

Low awareness Delayed presentation Health-literacy interventions 

Screening hesitancy Low coverage Community engagement 

Geographic barriers Missed diagnosis Outreach/mobile services 

Weak referral Loss after positive screening Referral tracking 

Diagnostic capacity gaps Delayed confirmation Strengthened diagnostic networks 

Financial barriers Delayed care Financial protection 

Workforce constraints Poor programme implementation Training and task-sharing 

Digital divide Unequal access Inclusive digital-health design 
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