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Background: Attitudes towards smoking, lung cancer screening, and perceived risk Published online Aug. 29, 2023
of lung cancer have not been widely studied in Malaysia. The primary objective of this

study was to describe the factors affecting the willingness of high-risk current smokers

and ex-smokers to undergo low-dose computed tomography (LDCT) screening for lung ® It is identical to the Creative
cancer. Commons Attribution Non-

. : . . : jal Li http:
Methods: A prospective, cross-sectional questionnaire study was conducted in cur- Commeroial License (http://
creativecommons.org/licenses/

rent smokers or ex-smokers aged between 55 and 80 years at three hospitals in Kota by-nc/4.0/).
Kinabalu, Sabah, Malaysia. The questionnaire recorded the following parameters:
perceived lung cancer risk; Prostate Lung Colon Ovarian Cancer 2012 risk prediction
model excluding race and ethnicity predictor (PLCO,,,012n0race); d€Mographic character-
istics; psychosocial characteristics; and attitudes towards lung cancer and lung cancer
screening.

Results: A vast majority of the 95 respondents (94.7%) indicated their willingness to
undergo screening. Stigma of lung cancer, low levels of knowledge about lung cancer
symptoms, concerns about financial constraints, and a preference for traditional med-
ication were still prevalent among the respondents, and they may represent potential
barriers to lung cancer screening uptake. A desire to have an early diagnosis (odds
ratio [OR], 11.33; 95% confidence interval [Cl], 1.53 to 84.05; p=0.02), perceived time
constraints (OR, 3.94; 95% Cl, 1.32 to 11.73; p=0.01), and proximity of LDCT screening
facilities (OR, 14.33; 95% Cl, 1.84 to 111.4; p=0.01) had significantly higher odds of will-
ingness to undergo screening.

Conclusion: Although high-risk current smokers and ex-smokers are likely to undergo
screening for lung cancer, several psychosocial barriers persist. The results of this
study may guide the policymakers and clinicians regarding the need to improve lung
cancer awareness in our population.

Keywords: Lung Cancer Screening; Psychosocial Determinants; Demographic Factors;
Absolute Risk; Perceived Risk; Lung Cancer; Low-Dose Computed Tomography
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Introduction

Lung cancer has a 5-year relative survival rate of 11%
in Malaysia due to late-stage diagnosis, with 90% of
lung cancer patients in Malaysia diagnosed with either
stage Il or IV disease'. Meta-analysis of nine random-
ized control trials demonstrated a 16% relative reduc-
tion in lung cancer mortality on low-dose computed
tomography (LDCT) screening®. In Malaysia, there are
no national lung cancer screening programs for high-
risk individuals, and LDCT screening for lung cancer is
offered only in private hospitals®.

Any screening program should first understand its
participants. Previous studies have indicated low lev-
els of knowledge of lung cancer symptoms and low
perceived risk of lung cancer among high-risk Malay-
sians®®. However, both these studies were single cen-
ter studies conducted in the more urban, prosperous
regions of West Malaysia. In contrast, the two states of
Sabah and Sarawak, which constitute East Malaysia,
remain the most impoverished states with relatively
larger proportions of rural populations and suboptimal
infrastructure®. It remains unclear if high-risk individ-
uals in Sabah, East Malaysia would be more willing to
undergo lung cancer screening if community-based
screening was provided, owing to the local topographi-
cal and geographical challenges.

The primary objective of this study was to describe
the effects of (1) perceived lung cancer risk; Prostate
Lung Colon Ovarian Cancer 2012 risk prediction model
excluding race and ethnicity predictor (PLCO,,»012n0race);
(2) demographic characteristics; (3) psychosocial char-
acteristics; and (4) attitudes towards lung cancer and
lung cancer screening on the willingness to undergo
LDCT screening for lung cancer.

Materials and Methods

1. Study design and participants
This was a cross-sectional, interviewer-administered
questionnaire study of current or former smokers pre-
senting as inpatients to our Medical and Respiratory
Units of the respective study sites. Potential respon-
dents were opportunistically identified by the inves-
tigators and invited to participate in the study if they
fulfilled the inclusion criteria. The questionnaire was
made available in both English and Malay languages.
The study was conducted in two public hospitals
and one private hospital located in Kota Kinabalu, Sa-
bah, Malaysia. Recruitment and data collection were
carried out between May 2022 to November 2022. We
included individuals aged 55 to 80 years, who were not
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known to have lung cancer, and were current smok-
ers with a history of smoking minimum 20 pack-years
or ex-smokers with a history of smoking minimum 20
pack-years and had stopped smoking within the last 15
years. The minimum age of 55 years was determined,
as the objective risk calculator, PLCO,,,012n0race Model,
only accounted for individuals who were aged 55 years
and above’. Meanwhile, the smoking criteria were
adapted from the United States Preventive Services
Task Force (USPSTF) criteria®. We excluded individuals
with a known lung cancer diagnosis, and those who did
not fulfill the age or smoking criterion described above.

2. Bilingual questionnaire design and validation

The questionnaire was adapted from two validated
questionnaires, with permission from their respective
authors. The two validated questionnaires consisted
of a study comparing the absolute and perceived risk®,
and another study on the psychological determinants
of lung screening uptake'®. Malay translation was per-
formed as follows: the content was qualitatively validat-
ed in terms of relevance, importance, and coverage by
three authors who were subject-matter experts. Bilin-
gual comprehensibility and accuracy were ascertained
by forward-backward translation. Forward translation
from English to Malay was separately and independent-
ly conducted by a linguistic expert and subject-matter
expert, followed by backward translation from Malay
to English by a linguistic expert and subject-matter
expert. Then, three authors (Huan NC, Rosli T, and Ra-
marmuty HYD) reviewed the separate versions of the
questionnaire and finalized the pre-final translated ver-
sion in Malay. Face validation was then conducted with
five participants, and two authors (Nyanti LE and Rosli
T) reviewed and finalized the final translated version in
Malay.

3. Questionnaire content

The questionnaire was divided into three sections, with
a total of 34 questions. Section one consisted of 13
questions covering the demographics, smoking history,
perceived lung cancer risk, and objective lung cancer
risk, and it was adapted with permission from a vali-
dated survey from an Australian study’. Minor chang-
es were made to the question on race and ethnicity
to reflect Malaysian racial demographics. Questions
on objective lung cancer risk were derived using the
Prostate Lung Colon Ovarian Cancer 2012 risk predic-
tion model excluding the race and ethnicity predictor
(PLCO10012n0ma0e)°- A 1.5% risk threshold was used, as it
was the threshold at which the LDCT mortality reduc-
tion benefits over a chest radiograph began'".
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Table 1. Demographic characteristics, smoking history, and perceived and absolute risk of the study participants

Willingness to undergo LDCT screening

Characteristic All p-value
Yes No
No. of participants 95 90 (94.7) 5(5.3) NA
Age, yr 63.317.5 63.4+7.5 62.3+5.7 0.352
Sex 0.678
Male 92 87 (94.6) 5(5.4)
Female 3 3(100) 0
Ethnicity 0.254
Malay 20 20 (100) 0
Chinese 18 17 (94.4) 1 (5.6)
Indian 1 1 (100) 0
Sarawak native 3 3(100) 0
Sabahan native 44 42 (95.5) 2 (4.5)
Others 9 7(77.8) 2(2.2)
Education 0.918
Did not complete secondary school 60 56 (93.3) 4(6.7)
Completed secondary school 23 22(95.7) 1(4.3)
Certificate/Diploma 6 6 (100) 0
Degree 6 6(100) 0
Comorbidities
COPD 20 19 (95) 1(5) 0.995
Tuberculosis 14 13 (92.9) 1(7.1)
COPD and tuberculosis 1 1(100) 0
Cancer (non-lung) and tuberculosis 1 1(100) 0
BMI, kg/m2 23.9+55 23.9+55 21.6£4.98 0.341
<23 44 40 (90.9) 4(9.1)
223 51 50 (98) 1(2) 0.358
Smoking status
Current 32 32 (100) 0 0.164
Ex-smoker 63 58(92.1) 5(7.9)
Exposure, pack-years 42 (32-62) 42 (26-58) 47 (33-61) 0.728
Perception on smoking 0.724
Stopped, will not start again 56 51(91.1) 5(8.9)
Stopped, may start again 7 7 (100) 0
Cutting down with a target date 11 11 (100) 0
Plan to stop within a month 1 1 (100) 0
Plan to stop within 6 months 4 4 (100) 0
Thought about stopping, no concrete plans 11 11 (100) 0
Never thought about stopping, but might quit 5 4 (80) 1(20)
someday
Enjoy smoking, won't quit 0 0 0

Absolute risk (measured with PLCO,2012n0race)
6-year risk, % 2.6 (0.5-4.8) 2.65 (0.5-4.9) 2.2 (0.4-4.9) 0.682
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Table 1. Continued

Willingness to undergo LDCT screening

Characteristic All p-value
Yes No
Perceived risk (as compared to a smoker or 0.866
ex-smoker of the same age and sex)
Lower risk 18 17 (94.4) 1 (5.6)
Same risk 48 45 (93.8) 3(6.2)
Higher risk 29 28 (96.6) 1(3.4)
Screening eligibility (PLCO >1.5%)
Eligible 77 73 (94.8) 4(5.2) 0.377

Values are presented as number (%), meanzstandard deviation, or median (interquartile range).
Age at which smoking was commenced, median (interquartile range): 17.5 years (15 to 20); Youngest age at which smoking was com-

menced: 5 years old.

LDCT: low-dose computed tomography; NA: not applicable; COPD: chronic obstructive pulmonary disease; BMI: body mass index;

PLCO: perceived lung cancer risk and objective risk.

Section two presents an overview of LDCT screening,
including benefits and harms to the respondent, and it
was also adapted with permission from the Australian
study’. Section three consisted of 21 questions adapt-
ed from the Self-Regulatory Questionnaire for Lung
Cancer Screening (SQR-LCS) questionnaire'®, which
is a validated measure of psychological factors that
affect lung cancer screening uptake. The scope of the
questions encompassed several psychological con-
structs, such as consequences (question 14), personal
control (question 15), treatment control (question 16),
illness coherence (question 18), emotional representa-
tion (question 19), behavioral response and appraisal
(questions 20, 21, and 22), risk perception (question
32), response efficacy for smoking cessation (question
33), treatment intention (question 24), perceived stigma
(question 23), and lung cancer survival (question 17).
Additional questions not covered in either prior stud-
ies (questions 10 and 11) were integrated; these were
questions related to the local Malaysian setting, such
as costs incurred for screening and treatment of lung
cancer (questions 25 and 26), perceived time burden
to undergo screening (question 27), perceived logis-
tical burden to undergo screening (questions 28 and
29), perceived community stigma towards lung cancer
(question 30), and cultural beliefs related to cancer
treatment (question 31). Willingness of the respondent
to undergo lung cancer screening was indicated in the
final question (question 34).

4, Statistical analysis

The sample size was calculated according to the prev-
alence formula'?, which was derived from a smoker
prevalence of 13% in Sabah state, as reported in the
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National Health and Morbidity Survey (NHMS) 2019,
We used a z value of 1.96, corresponding to a confi-
dence coefficient of 0.95; and a precision, or margin
of error of 7.5%. The minimum sample size needed to
achieve a 7.5% precision in estimating the prevalence
was 77 subjects.

Demographic characteristics were presented using
descriptive analyses, namely frequencies, percentages,
means and standard deviations, or medians and inter-
quartile ranges. Group comparisons between patients
who preferred and did not prefer screening were per-
formed using the chi-squared test, t-test, or Wilcoxon
Signed Rank test, as appropriate. A p-value <0.05 was
considered significant. Missing data were not imputed.
Analysis was performed using SPSS version 28 (IBM
Co., Armonk, NY, USA).

5. Ethics approval

This study received ethics approval from the Medical
Research & Ethics Committee, Ministry of Health Ma-
laysia (NMRR ID-22-00669-QW2Z). Written informed
consent was obtained from all patients.

Results

1. Demographic and smoking characteristics

We interviewed a total of 95 respondents with a mean
age of 63.3 years, and they were predominantly of male
gender (n=92) and Sabahan native ethnicity (n=44).
Overall, our respondents had a low to moderate level of
education, with nearly two-thirds not having completed
secondary school and nearly one-third who completed
secondary school but did not progress further. One-
fourth of the respondents had chronic obstructive pul-
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monary disease (COPD), while the prevalence of past
tuberculosis infection was 16.8% (n=16). More than
half of the respondents were overweight. There were
only two respondents from the private hospital. The de-
mographic details are presented in Table 1.

The earliest age of smoking commencement was 5
years, while the median age of smoking commence-
ment and total duration of smoking was 17.5 and 41
years, respectively. One-third (n=32) of the respon-
dents were current smokers, while the remaining two-
thirds were ex-smokers; with a median daily cigarette
consumption of 20 cigarettes, and median exposure
pack-years of 42 years. Among the ex-smokers, median
years since quitting smoking was 6 years, but seven in-
dividuals (12.5%) conceded that they might start smok-
ing again. A vast majority of current smokers expressed
their intention to quit (n=27, 84.3%), but they varied
in terms of the actions taken. Meanwhile, five current
smokers had no intention of smoking cessation. Fur-
ther data on the smoking history and perceptions are
detailed in Table 1.

2. Absolute and perceived risk

Among our respondents, the median 6-year risk of
developing lung cancer was 2.6% (Table 1). Interest-
ingly, 18 respondents (18.9%) had a risk of less than
1.5%, which made them ineligible for screening. The
risk-reducing characteristics of these 18 respondents,
included having smoked less in terms of the duration
and quantity of cigarettes, a higher body mass index,
absence of COPD, absence of personal or family histo-
ry of other cancers, being a former smoker, and a high-
er level of education.

In terms of perceived risk, the majority of the re-
spondents perceived themselves to be at an equal
or lower risk of developing lung cancer compared to
non-smoking individuals of the same age and gender.
A greater proportion of these respondents were eligi-
ble for screening compared to those who perceived
themselves to be at higher risk (Figure 1). Only one-
third (n=29) of the respondents perceived themselves
to be at higher risk of developing lung cancer; out of
these, one-third had a PLCO,,»12n0race 8-year risk of less
than 1.5%, indicating that they may not actually require
screening.

Five respondents expressed their unwillingness to
undergo LDCT screening. One of these five respon-
dents demonstrated concurrence between the abso-
lute risk (PLCO,,2012n0race 8-YeQr risk: 1.0%) and perceived
risk; having accurately perceived himself to be at a
lower risk than a non-smoking individual of the same
age and gender. The remaining four respondents were
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Figure 1. Eligibility for screening based on the abso-
lute risk (perceived lung cancer risk and objective risk
[PLCO,12012n0race] >1.5%) in the higher, same, and lower
perceived risk groups.

Il [neligible
[ Eligible
Higher risk
Same risk
Lower risk
0 10 20 30 40 50 60

Respondents (%)

eligible for screening, with a PLCO,,012n0race 6-Y€QTr risk
of 9.0%, 2.2%, 4.7%, and 1.9%, respectively. Howev-
er, only one respondent perceived himself to be at a
higher risk. The respondent with the highest absolute
risk of 9.0% perceived himself to be at an equal risk of
developing lung cancer compared to a non-smoking
individual of the same age and gender.

3. Attitudes towards lung cancer screening,
diagnosis, and management

Nearly two-thirds of the respondents indicated that
they were unsure about the symptoms of lung cancer;
thus, demonstrating a visible knowledge gap (Figure
2, Question 2). More than three-quarters of the re-
spondents indicated that they would experience fear
and anxiety if they were diagnosed with lung cancer
(Figure 2, Question 1), but preferred to know about the
lung cancer diagnosis at an early-stage and agreed
that LDCT was beneficial in detecting early-stage
lung cancer (Figure 3, Questions 5 and 6). More than
three-quarters of the respondents felt that a diagnosis
of lung cancer would burden their loved ones (Figure 2,
Question 6). However, most of the respondents would
not blame themselves if they were diagnosed with lung
cancer (Figure 3, Question 3), and one-third of the re-
spondents feared external stigma from others (Figure 4,
Question 3).

Most of the respondents believed that early-stage
lung cancer is curable, and that treatment is potentially
curative (Figure 2, Questions 3 and 4), and they would
be willing to undergo surgical resection if they were di-
agnosed with early-stage lung cancer (Figure 3, Ques-
tion 2). However, one-third of the respondents would
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Figure 2. Psychosocial attitudes towards lung cancer, screening, and treatment (part one of three).
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Figure 3. Psychosocial attitudes towards lung cancer, screening, and treatment (part two of three). CT: computed tomog-

raphy.
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opt for traditional or alternative treatment options
above standard medical care (Figure 4, Question 2).
Nearly all respondents indicated increased willingness
to undergo screening if the LDCT facility was located
close to their homes. One-third of the respondents did
not believe that smoking cessation would result in a re-
duction in cancer risk (Figure 4, Question 1).

A majority of the respondents were concerned about
the financial implications of screening or treatment
(Figure 3, Question 1; and Figure 4, Question 7). Most
of the respondents disagreed that they had time or

Tuberc Respir Dis 2023;86:284-293

logistic constraints to undergo LDCT screening (Fig-
ure 4, Questions 5 and 6), but nearly all respondents
demonstrated increasing willingness to undergo LDCT
screening if the screening facility was located close to
their homes.

4, Determinants of willingness to undergo screening
We used univariable binary logistic regression to exam-
ine the demographic or psychosocial factors affecting
the willingness to undergo LDCT screening (Table 2).
Desire to know about a lung cancer diagnosis early,
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Figure 4. Psychosocial attitudes towards lung cancer, screening, and treatment (part three of three). CT: computed to-

mography.

Risk reduction as a result of smoking
cessation

@ Strongly agree [ Disagree
1 Agree Bl Strongly disagree
1 Unsure

Preference for traditional/alternative

medicine over standard medical care

External stigma upon diagnosis

Screening willingness in relation to
CT facility proximity

Logistic constraints to undergo screening

Time constraints to undergo screening

Cost concerns to undergo chemotherapy/
radiotherapy/surgery

having perceived time constraints to undergo screen-
ing, and having LDCT facilities closer to their place of
residence were associated with significantly higher
odds of willingness to undergo LDCT screening. Neg-
ative attitudes towards lung cancer treatment or ability
of LDCT to detect early lung cancer, preference for tra-
ditional treatments above conventional cancer therapy,
perceived burden towards loved ones, and higher ed-
ucation level demonstrated reduced odds to undergo
screening, but they were not statistically significant.

Discussion

Despite the overwhelming willingness to undergo
LDCT screening, our study highlights the potential
barriers to screening uptake if a future lung cancer
screening program was to be implemented. Low levels
of knowledge about lung cancer symptoms, preference
for traditional medication, high levels of fear and anxi-
ety about cancer diagnosis, and high proportion of stig-
ma among our respondents suggest a need for public
advocacy and educational efforts. Low levels of knowl-
edge may be attributed to the low educational level of
our respondents. Concerns about the costs of both
LDCT screening and lung cancer therapy suggest that
financial implications need to be considered in a future
lung screening program. Moreover, logistic factors and
accessibility of screening centers are major concerns,
which need to be incorporated in future lung screening
programs. Community-based screening implementing

https://doi.org/10.4046/trd.2023.0051

60 80 100

mobile LDCT has been trialed with success in the Unit-
ed Kingdom'. International studies have shown that a
lower socioeconomic status and current smoking sta-
tus predict stigma for lung cancer, low perceived bene-
fit, and low uptake of lung cancer screening'®°.

Tuberculosis and COPD were the main comorbidities
amongst our respondents; this reflects the burden of
lung disease among our study population. While the
factors of smoking initiation were not explored in this
study, the relatively early median age of smoking com-
mencement suggests a need for smoking education
and intervention in educational institutions, along with
a better understanding of the cultural or social drivers
for smoking initiation. In terms of gender, females were
likely grossly underrepresented in this study, owing
to the fact that high proportion of respondents were
male. Half of the current smokers were open to the
possibility of stopping but had not initiated concrete
plans or a stopping date; this may reflect the challeng-
es of smoking cessation, either motivational or nicotine
addiction-related challenges. Respondents who were
unwilling to undergo screening consisted entirely of
ex-smokers; this may have been due to a lower per-
ceived risk, which was seen in four out of the five re-
spondents.

The discordance in the respondents’ absolute and
perceived risk suggests that individuals may some-
times underestimate their personal risk of lung cancer.
It is essential that smoking cessation campaigns and
educational efforts should emphasize the concept of
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Table 2. Univariable analysis of the demographic characteristics and psychosocial factors contributing to willingness to

undergo LDCT screening

Variable Odds ratio 95% ClI X? stat (df) p-value
Demographic factors
Current age 1.06 0.93-1.21 0.91 (1) 0.34
Age of smoking commencement 1.038 0.85-1.24 0.08 (1) 0.78
Average daily cigarettes 1.01 0.94-1.08 0.05 (1) 0.84
Completed secondary school 0.41 0.04-3.84 0.70 (1) 0.44
Having a family history of cancer 3.50 0.34-36.4 0.89 (1) 0.30
Weight 1.04 0.96-1.13 1.31 (1) 0.30
Having ILD, COPD 1.10 0.18-6.91 0.01 (1) 0.92
Psychosocial factors
Lung cancer as a burden to loved ones 0.28 0.04-1.81 1.61 (1) 0.18
Futility of individual action to modify lung cancer outcome 1.10 0.18-6.91 0.01 (1) 0.92
Treatment futility in lung cancer 0.15 0.02-1.42 3.53 (1) 0.10
Non-curability of early-stage lung cancer 0.30 0.05-2.0 1.43 (1) 0.21
Lack of awareness of lung cancer symptoms 1.22 0.44-3.39 0.14 (1) 0.71
Fear/anxiety about lung cancer 0.93 0.34-2.55 0.02 (1) 0.89
Futility of CT thorax in detecting early-stage lung cancer 0.25 0.04-1.67 1.81 (1) 0.15
Desire to know about lung cancer diagnosis early 11.33 1.563-84.05 4.63(1) 0.02*
Willingness to screen due to possibility of cancer diagnosis 1.57 0.61-4.04 0.80 (1) 0.35
Self-blame if diagnosed with lung cancer 1.07 0.11-10.23 0.04 (1) 0.95
Willingness for surgery if diagnosed with early-stage lung 1.64 0.26-10.4 0.27 (1) 0.60
cancer
Cost concerns to undergo screening 3.54 0.86-14.6 5.15(1) 0.08
Cost concerns to undergo chemotherapy/radiotherapy/surgery 2.42 0.68-8.58 2.78 (1) 0.17
Time constraints to undergo screening 3.94 1.32-11.73 8.78 (1) 0.01*
Logistic constraints to undergo screening 4.37 0.69-27.8 248 (1) 0.12
Perceived external stigma upon diagnosis of lung cancer 1.73 0.27-11.0 0.33(1) 0.56
Proximity of LDCT facility to home 14.33 1.84-111.4 5.30 (1) 0.01*
Preference for traditional medicine over standard medical care 0.57 0.23-1.46 1.60 (1) 0.24
Higher perceived risk of developing lung cancer compared to 1.81 0.19-16.91 0.30(1) 0.60
peers

Effect of smoking cessation on lung cancer risk reduction 2.72 0.43-17.13 1.16 (1) 0.29

*p<0.05 considered statistically significant.

LDCT: low-dose computed tomography; Cl: confidence interval; ILD: interstitial lung disease; COPD: chronic obstructive pulmonary

disease; CT: computed tomography.

risk among the high-risk population. However, given
that a quarter of the respondents had an absolute
risk score of less than 1.5%, it is unclear whether the
USPSTF criteria for smoking were the most suitable
criteria for our study population. Current efforts to es-
tablish screening criteria for Asians require further vali-
dation"’.

Our study is not without its limitations. Firstly, the
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overall sample size of 95 respondents was relative-
ly small and consisted of inpatients; thus, it may not
reflect the general population of high-risk smokers.
Future, larger questionnaire studies are needed in
our population. Recruitment from the private hospital
study site was poor, with only two respondents being
recruited. Hence, the overall findings of this study may
not be generalisable to the entire population. Second-
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ly, one limitation of using our modified version of the
questionnaire was that the results may not be directly
comparable to those of other studies that used other
questionnaires. Third, this study did not address female
non-smokers; data has shown that 60% to 80% of lung
cancers in women occur in non-smokers'®. Last but not
least, environmental pollution has been linked to lung
cancer, but it was not reflected in our questionnaire .
In conclusion, a majority of the current smokers and
ex-smokers would undergo lung cancer screening if
they were offered. A desire to have an early diagnosis,
perceived time constraints, and proximity of LDCT
screening facilities had significantly higher odds of
willingness to undergo screening. Stigma, low levels
of knowledge about lung cancer, financial constraints,
and cultural factors were the potential barriers to lung
cancer screening uptake. Lung cancer education,
smoking cessation efforts, and advocacy programs
need to be implemented before a regional lung cancer
screening program is launched. Further research is
needed to validate the findings of this pilot study.
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