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Introduction
Non‑Communicable Diseases  (NCDs) are 
of the biggest threats to health and human 
development worldwide, particularly in 
developing countries. Seven in 10 people 
die from one of the four major types of 
NCDs including cardiovascular disease, 
cancers, diabetes, and chronic pulmonary 
diseases.[1] Results of a study showed that 
the global incidence and mortality of all 
cancer types among young adults aging 
20‑39 in 2012 was 43.3 and 15.9 per 
100000 people per year, respectively.[2]

Based on the results of a study, liver and 
stomach cancers are predicted to be two 
of the first five causes of death.[3] Further, 
findings from a review study showed that 
the burden of gastrointestinal cancers, 
especially the five most common cancers 
of this system, including stomach, colon, 
liver, pancreas, and esophagus has an 
increasing trend in Asia.[4] In a recent 
study conducted by Darabi and colleagues 
in 2016 it was reported that the incidence 
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Abstract
This qualitative systematic review was conducted to summarize the policies for prevention of 
common gastrointestinal cancers worldwide. This study was conducted using PubMed, Web of 
Science, SCOPUS, and ProQuest databases. Two independent reviewers assessed included studies 
for methodological quality and extracted data by using standardized tools from Joanna Briggs 
Institute (JBI). Primary study findings were read and reread to identify the strategies or policies used 
in the studies for prevention of gastrointestinal cancers. The extracted findings were categorized on 
the basis of their similarity in meaning. These categories were then subjected to a meta‑synthesis. 
The final synthesized findings were graded according to the ConQual approach for establishing 
confidence in the output of qualitative research synthesis. From the nine included studies in this 
review, 39 findings were extracted and based on their relevance in meaning were aggregated into 
12 categories. Four synthesized findings were developed from these categories. We used World 
Health Organization report on 2000 for synthesizing the findings. The four synthesized findings 
were “service provision”, “resource generation”, “financing”, and “stewardship”. In order to reach a 
comprehensive evidence informed policy package for the prevention of gastrointestinal cancers, there 
should be a great communication among the interventions conducted directly on patients, health 
system infrastructures, and resources.
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rate of gastrointestinal cancers has steadily 
increased over the past 10 years.[5]

It has been reported that cancer incidence 
can be controlled and reduced by 
prevention, screening, and finally with 
a timely and effective cure.[6] According 
to the results of a systematic analysis of 
global burden of disease published in a 
study, it is expected that the incidence of 
cancer increase in the future; hence, it will 
be better to allocate some limited sources to 
prevention and early diagnosis of cancers.[7]

National and international policies and 
strategies that provide NCDs with high 
quality preventive and curative care on 
the whole and specifically to each of 
four major types of NCDs can be helpful 
for health policy makers and health care 
providers.[8,9] In this regard, World Health 
Organization  (WHO) and United Nations 
general assembly have developed global 
action plans for the prevention of NCDs.[10,11]

For example, in Iran there are some 
policies other than national action plan for 
prevention of NCDs,[12] such as nutritional 
traffic light labeling and taxation on 
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unhealthy food products for the prevention of NCDs in 
Iran.[13] Also, African countries have developed policies 
for controlling risk factors of NCDs.[14] For example, in 
Zambia the government has made the policy response and 
developed a strategic plan for controlling NCDs.[15]

Despite many international and national policies 
and strategic plans for the prevention of NCDs and 
gastrointestinal cancers, there has not yet been a 
comprehensive qualitative systematic review in this 
context. As it is mentioned in a study, there is a strong 
need for producing evidence informed policies for the 
prevention of NCDs.[16] Hence, we conducted the current 
systematic review to summarize policies for the prevention 
of common gastrointestinal cancers worldwide. Based on 
the context of their country, health policy makers could 
rely on the results of this review in a way to implement the 
synthesized findings.

Methods
Inclusion criteria

Types of participants

This qualitative review considered studies that included 
patients of any age, gender, and cultural background that 
have been prevented from a common gastrointestinal 
cancer. Also, the studies that included physicians and all 
health services providers, managers, and policy makers 
from a variety of cultural background, which provided or 
decided interventions for the prevention of gastrointestinal 
cancers, were included.

Phenomena of interest

The current systematic review considered the studies 
that described policies and strategies for the prevention 
of common gastrointestinal cancers. Any type of policies 
reported in the studies; such as strategies, action plans, and 
rules, were considered and included.

Context

Qualitative studies conducted in health care and community 
settings all over the world were included.

Types of studies

Current review considered qualitative studies with all 
methodologies that include but are not limited to designs 
such as phenomenology, ethnography, case studies, 
grounded theory, and qualitative components of mixed 
method studies.

Search strategy

The search strategy aimed to consider both published 
and unpublished studies. A  preliminary limited search 
of MEDLINE was undertaken to find MeSH terms and 
text words in order to develop a search strategy. All the 
identified keywords and MeSH terms were searched across 

all the included databases. Furthermore, the reference list 
of all the included studies was screened for any additional 
research.

This review was limited to the studies published in 
English due to inability to translate the studies having 
been published in other languages. As the first integrated 
program of WHO to prevent and control non‑communicable 
diseases was published in 1988, the search strategy was 
limited to the studies published between January 1988 to 
30 Juan 2018.

Information sources

The databases searched were PubMed, ISI Web of 
Knowledge, SCOPUS, The Cochrane Library, JBI database 
of systematic reviews and implementation reports, and 
ProQuest dissertations, and theses. Also, the following 
databases were searched for any qualitative report: WHO, 
United Nations, and World Bank. A  full search strategy is 
provided in Appendix 1.

Study selection

Following the search, all the identified citations were 
collated and uploaded into Endnote software and then the 
duplicates were removed. The titles and abstracts were 
then screened by two independent reviewers for assessment 
against the inclusion criteria for the review. The studies 
that met the inclusion criteria were retrieved in full and 
assessed in detail against the inclusion criteria. The 
included studies underwent a process of critical appraisal. 
Any disagreements between the reviewers were resolved 
through discussion, and if it didn’t help, a third reviewer 
independently appraised the paper.

Assessment of methodological quality

Each eligible study was assessed for methodological 
quality by two independent reviewers using Critical 
Appraisal Checklist for Qualitative Research from JBI.[17] 
Any disagreements between the reviewers were resolved 
through discussion, and if it didn’t help, they were referred 
to the third reviewer. The reviewers considered the papers 
with a score of 7 and above as a high‑quality paper.

Data extraction

Data were extracted from the included papers using the 
standardized data extraction tool from JBI.[17] Based 
on this tool, the extracted data included phenomena 
of interest, research methodology, context of the study 
(clinical, cultural, and geographical), participants, and 
study methods.

Data synthesis

The primary study findings were read and reread to identify 
the strategies or policies used in the studies for prevention 
of gastrointestinal cancers. These findings were grouped on 
the basis of their similarity in meaning. Categories were 
developed by the chief reviewer and were verified and 
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accepted by all the reviewers. These categories were then 
subjected to a meta‑synthesis in order to produce a single 
comprehensive set of synthesized findings that could be 
used as a basis for evidence‑based practice.

Assessing certainty in the findings

The final synthesized findings were graded according to 
the ConQual approach[18] for establishing confidence in 
the output of qualitative research synthesis. In ConQual 
approach, each paper is initially ranked as “high” if it is 
a qualitative paper. From this starting point, each paper is 
then graded for “dependability”, and then “credibility”. The 
dependability score is based on the scores of five questions 
(2, 3, 4, 6, and 7) from the critical appraisal checklist.[17] The 
ranking per paper moves up or down  (or stays the same) 
depending on the “dependability” score as follows:
	 4‑5 “yes” responses: the paper remains unchanged (high)
	 2‑3 yes’ responses: downgrade from high to moderate
	 0‑1 yes’ responses: downgrade from high to low, or 

moderate to very low.

The synthesized findings may then be downgraded based on 
the aggregate level of dependability from across the included 
findings. For example, if the majority of individual findings 
have a “low” level of dependability, this designation should 
then apply to the resultant synthesized findings.

The credibility score is assigned to each synthesized findings 
by crosschecking how many findings of what type included 
in the categories associate with the synthesized findings:
•	 Unequivocal  (U): relates to evidence beyond reasonable 

doubt which may include findings that are matter of fact, 
directly reported/observed and not open to challenge

•	 Credible  (C): those that are, albeit interpretations, 
plausible in light of data and theoretical framework. 
They can be logically inferred from the data because 
the findings are interpretive they can be challenged

•	 Un‑Supported  (US): when neither 1 nor 2 applys and 
when most notable findings are not supported by the 
data.

Then, each synthesized finding was ranked according to the 
following scoring rubric:
•	 All unequivocal findings: remains unchanged
•	 Mix of unequivocal/credible findings: downgraded 

one (‑1)
•	 Credible/unsupported findings: downgraded three (‑3)
•	 Not‑supported findings: downgrade four (‑4).

The final ConQual score was then determined due to the 
levels of dependability and credibility.

Results
Study inclusion

In total, 9660 studies from PubMed, SCOPUS, Web 
of Science, JBI database of systematic reviews and 
implementation reports, The Cochrane Library, and 
ProQuest; 1592 database sources from WHO, United 

Nations, and World Bank; and 132 records form hand 
search of selected journals were identified using the search 
strategy. After removing duplicates using bibliographic 
software  (EndNote), 9355 records remained. Title and 
abstract screening reduced this record to 63. Finally, 
nine articles were included in the review based on 
inclusion/exclusion criteria and methodological quality 
assessment. After full‑text review, the most common 
reasons for exclusion were: (1) the research question didn’t 
meet the aim of systematic review;  (2) the research didn’t 
have a qualitative methodology. Figure  1 is a PRISMA 
flow diagram of the study selection and inclusion process.

Characteristics of the included studies

The included studies provided qualitative data on 
the interventions and policies undertaken to prevent 
gastrointestinal cancers all over the world. The studies 
included in this review were published during the period 
2004‑2017. One of the nine included studies was a mixed 
method research with the descriptive methodology in 
the qualitative part.[19] One other study was part of a 
larger governmental study which was pragmatic and not 
underpinned by an exact methodology.[20] The other seven 
studies didn’t state the specific qualitative methodology used 
in the research.[21‑27] One of the included studies explored 
interventions of controlling liver cancer[21]; while, the others 
assessed colorectal cancer.[19,20,22‑27] Five out of nine studies 
assessed attitudes of health care providers,[19‑21,26,27] three 
studies surveyed patient’s viewpoints,[22,23,25] and one study 
considered both consumers and health care providers.[24] 
A total of 150 health care providers and 121  patients and 
health services consumers participated in the eight included 
studies.[19‑26] The number of participants in one study 
was unclear.[27] One of the nine studies was conducted 
internationally in 11 countries of Australia, China, France, 
Germany, Italy, Japan, Spain, South Korea, Taiwan, Turkey, 
and the United States,[21] two of the included studies 
were conducted in USA,[25,26] two in Canada,[19,24] two in 
Australia,[20,22] one in England,[23] and one was unclear.[27] The 
full characteristics of the included studies are indicated in 
Appendix 2.

Methodological quality

Among nine selected studies, three scored 9 out of 10,[20,25,26] 
four scored 8 out of 10,[21‑24] and the remaining scored 7.[19,27] 
Table  1 summarizes the methodological quality of all 
the nine studies. Criteria 1, 2, 4, 5, 8, and 10, which are 
related to the congruity between research methodology 
and philosophical perspective, research objectives, 
representation and the analysis of data, interpretation of 
results, as well as representation of participant’s voices 
and the congruity between conclusion and analysis of data, 
were met by all the included studies. Any of the included 
studies addressed the statement locating the researcher 
culturally or theoretically, criteria 6.
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Review findings

From the nine included studies in this review, 39 findings 
were extracted and based on their relevance were aggregated 
into 12 categories. Four synthesized findings were developed 
from these categories. Level of credibility was allocated to 
each extracted finding to indicate the level of support as 
below: Unequivocal [U], Credible [C] and Unsupported [US]. 
Thirty‑seven out of 39 findings were considered to be 
“Unequivocal” evidence; while the remaining two were 
assigned as “Unsupported”. The extracted findings for 
the included studies and their supported illustrations are 
indicated in Appendix 3. All the illustrations are referenced 
to the page of the article, from which they were extracted.

The framework we used for synthesizing the findings 
was the WHO report on 2000,[28] in which the functions 
of health systems were categorized into four categories. 
These four synthesized findings were: “service provision”, 
“resource generation”, “financing”, and “stewardship”. 
Appendix 4 shows full overview of the findings linked 
to the categories and synthesized findings; while a brief 
description of each synthesized finding is reported below:

Synthesized finding 1: Service provision

This synthesized finding was developed from the 
aggregation of six categories and 27 findings. This 
synthesized finding implies the policies and interventions 
which deal with the service provision of the population. 
The interventions of primary and secondary preventions are 
included in this synthesized finding.

The first category “managing risk factors of the population” 
is developed from five findings: “Prevention of viral 
hepatitis  (B and C) mostly through vaccination”, “early 
risk assessment for Hepatocellular Carcinoma  (HCC)”, 
“Modification of risk factors such as alcohol use, obesity 
and diabetes for HCC”, “Physical activity for intermediate 
or high risk colorectal adenoma”, and “Consumption of red 
meat for intermediate or high risk colorectal adenoma”. The 
findings of this category are the interventions and policies 
considering primary phase of prevention.

The second category “clinical methods of population 
screening” is developed from five findings: “Fecal 
occult blood testing  (FOBT)”, “colonoscopy”, and 
“sigmoidoscopy”. Both FOBT and sigmoidoscopy were 

Figure 1: Search results and study selection and inclusion process
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repeated in two different studies, with no illustration 
addressed for sigmoidoscopy.

The third category “enhancing knowledge of population” 
is derived from five findings: “Increasing public awareness 
about importance of HCC through education by health 
campaigns and media exposure”, “Public education about 
screening”, “Use of support staff  (medical assistants) 
trained in educating and motivating patients on screening 
and follow‑up”, “Self‑care and community resources 
for colorectal cancer  (CRC)”, and “Providing follow‑up 
information for screening results as needed”. The findings 
of this category focus on enabling the population about the 
importance of prevention in gastrointestinal cancers and 
also follow‑up services.

The forth category “Population management” is developed 
from three findings: “Identify and manage populations for 
CRC”, “Screening of population at a certain age”, and 
“Importance of targeting the asymptomatic population”. 
This category focuses on the identification and screening of 
certain population.

The fifth category “Care management” is derived from 
three findings: “Plan and manage care for CRC”, “Track 
and coordinate care: referral tracking for CRC”, and 
“Measure and improve performance: implement continuous 
quality improvement for CRC”. As it is seen, all of the 
findings in this category consider colorectal cancer. These 
findings focus on the aspects of provided care.

The sixth category “Increasing access to care” is 
derived from six findings of “Free colorectal cancer 
screening tests”, “Building walk‑in clinics”, “Distribution 

of the FOBT kit by mail for colorectal screening”, 
“Socioeconomic differences among patients”, “Need to 
make CRC screening a self‑referral program, similar to 
other screening programs  (e.g., breast cancer screening)”, 
and “Referral process for a screening colonoscopy involves 
multiple steps and departments, which sometimes creates 
miscommunication and lack of follow‑up”. The main focus 
of this category is on providing prevention services in a 
way that improve access of population, especially people 
living on the edge with low socioeconomic features. Also, 
removing obstacles, which may prevent people from getting 
services including bureaucracy and long distance, are the 
issues of interest for this category.

Synthesized finding 2: Resource generation

This synthesized finding was aggregated form four 
categories and nine findings and summarizes the 
interventions for creating and improving resources.

The first category “Guideline development” consists of two 
findings: “Developing mandatory screening guidelines and 
systems for HCC”, and “Too many options in the system 
for screening and no clear guidelines for providers or 
patients”.

The second category “Enhancing provider ability” 
is developed from two findings of “Education and 
communication about resource stewardship and evidence 
based outcomes as it pertains to CRC screening seen as 
helpful”, and “Enhance access and communication between 
team”. In this category, improving some skills is focused 
for care providers.

Table 1: Assessment of methodological quality of included studies
Criteria/Studies Bridges Jilcott 

Pitts
Buchman Clavarino Dowson Dowswell Goel Liles Sarfaty

Congruity between the stated philosophical 
perspective and the research methodology

Y Y Y Y Y Y Y Y Y

Congruity between the research methodology 
and the research objectives

Y Y Y Y Y Y Y Y Y

Congruity between the research methodology 
and the methods used to collect the data

Y Y N Y Y Y Y Y Y

Congruity between the research methodology 
and the representation and analysis of data

Y Y Y Y Y Y Y Y Y

Congruity between the research methodology 
and the interpretation of results

Y Y Y Y Y Y Y Y Y

Statement locating the researcher culturally or 
theoretically

N N N N N N N N N

The influence of the researcher on the 
research, and vice‑versa, is addressed

U Y U U Y U U Y U

Participants, and their voices, are represented 
adequately

Y Y Y Y Y Y Y Y Y

Research is ethical Y Y Y Y Y Y Y Y U
Conclusions appear to flow from the analysis 
or interpretation of the data

Y Y Y Y Y Y Y Y Y

Total 8 9 7 8 9 8 8 9 7
Y: Yes, N: No, U: Unclear
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The third category “Enhancing knowledge among 
providers” is composed of three findings: “Educating 
primary care physicians about importance of liver disease 
and related risk factors”, “Increasing political (government) 
awareness”, and “Improving awareness among policy 
makers about importance of HCC”.

The fourth category “Use of technology” is developed 
from two findings of “Access and utilization to electronic 
medical record tools that help identify screening gap or 
indicate prior completed screening”, and “Use of automated 
telephone outreach for CRC screening”. This category 
focuses on the use of technology as a tool to motivate 
people in order to use screening services for gastrointestinal 
cancers.

Synthesized finding 3: Financing

This synthesized finding is composed of one category and 
two findings. In this synthesized finding, the interventions 
of financing preventive services is provided.

The category “Financial support” is derived from 
two findings of “Improving surveillance of incidence, 
prevalence, and burden of liver cancer through financial 
support”, and “Better allocation of funds for screening 
programs”.

Synthesized finding 4: Stewardship

This synthesized finding is composed of one category and 
three findings. In this synthesized finding, the stewardship 

and the main missions of health services providers is 
discussed.

The category “Organizational factors” conclude three 
findings of “Overall focus on quality and prevention as a 
primary part of organization’s mission and values”, “Trust 
in the structure of the integrated health system to enable 
alignment of evidence‑based CRC screening approaches 
with available resources and department roles”, and 
“Presence of primary care physician  (PCP) champions to 
assist other providers in navigating and integrating latest 
research with organizational goals and patient demand”.

ConQual summery of findings

Table  2 shows the summary of findings that includes the 
major elements of the review and details how the ConQual 
score was developed for each synthesized finding.

Discussion
Findings from this systematic review summarized the 
policies and strategies applied by the studies to prevent 
common gastrointestinal cancers worldwide. Four 
meta‑synthesized findings resulted from this study as below: 
“service provision”, “resource generation”, “financing”, and 
“stewardship”.

Synthesized findings 1 are composed of policies directly 
related to service provision of the population and controlling 
the major risk factors. Physical activity and consumption 

Table 2: ConQual summery of findings
Systematic review title: Policies for prevention of common gastrointestinal cancers
Population: Patients of any age, gender and cultural background that has been prevented from a common gastrointestinal cancer, physicians 
and all health services providers, managers and policy makers.
Phenomena of interest: Policies and strategies for prevention of common gastrointestinal cancers
Context: Studies conducted in any country
Synthesized 
finding

Type of 
research

Dependability Credibility ConQual 
score

Comments

Service 
provision

Qualitative Moderate * Downgraded 2 levels due to mix of 
unequivocal (U), credible (C) and 
unsupported (US) findings: 21 U+4 C+2 US

Very low Downgraded three levels 
due to dependability and 
credibility of primary studies

Resource 
generation

Qualitative Moderate * Downgraded 1 level due to mix of 
unequivocal (U) and credible (C): 9 U+2 C

Low Downgraded two levels 
due to dependability and 
credibility of primary studies

Financing Qualitative Moderate * Downgraded 1 level due to mix of 
unequivocal (U) and credible (C): 6 U+3 C

Low Downgraded two levels 
due to dependability and 
credibility of primary studies

Stewardship Qualitative High * Downgraded 1 level due to mix of 
unequivocal (U) and credible (C): 2 C+1U

Moderate Downgraded one level due to 
credibility of primary studies

*For synthesized finding 1, of the nine studies, three addressed four of the dependability questions, five addressed three, and one addressed 
two. So of the nine studies, six had moderate level and three had high level of dependability and the total level of dependability for synthesized 
finding 1 is moderate. For synthesized finding 2, of the three studies, one addressed four of the dependability questions, and two addressed 
three. Due to the equal number of high level and moderate level studies in this synthesized finding, we referred to the number of findings. 
Nine of the findings in synthesized finding 2 caught high level and two caught moderate level of dependability. For synthesized finding 3, the 
one study included have addressed three dependability questions. So the total level of dependability for synthesized finding 3 is moderate. 
For synthesized finding 4, the one study included have addressed four dependability questions. Therefore, the total level of dependability for 
synthesized finding 4 is high.
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of red meat were found in the studies included in this 
review. Similarly, DeTroye and colleagues reported in their 
review study that physical activity improved overall health 
of patients survived from colorectal cancer as well as 
prevented recurrence of this cancer.[29] Anderson and 
co‑authors in their randomized controlled trial provided an 
intervention of physical activity within colorectal cancer 
screening program and reached significant decrease in their 
participant’s weight that offered considerable potential for 
risk reduction of disease in older adults.[30] Pimpin and 
colleagues mentioned in their study that lifestyle changes 
such as reducing alcohol intake and weight reduction can 
lead to a decrease in the burden of liver diseases.[31] The 
findings from the current study showed that vaccination is 
a good strategy for the prevention of viral hepatitis B and 
C. Similarly, Wang and colleagues,[32] Chang,[33] Meireles 
and co‑ authors,[34] and Chang and co‑authors[35] reported in 
their research that liver cancer and hepatitis B virus can be 
effectively prevented through vaccination. Public education 
about risk factors and importance of screening and early 
detection of gastrointestinal cancers are findings of current 
study. Different studies in the world illustrated that public 
awareness of gastrointestinal cancer’s symptoms, risk 
factors, and screening modalities are low.[36‑42] There 
are some educational policies and strategies should be 
designed to public about relative subjects by policy makers. 
Finally, in the last category of the first synthesized finding, 
improving geographical and financial aspects of access 
to care, decreasing socioeconomic differences of service 
consumers and reducing bureaucracy and additional 
stages of getting services were proposed. Signorelli and 
colleagues showed socioeconomic disparities in access to 
screening program of hepatocellular carcinoma in public 
services setting, which provided services to the large 
population in Brazil.[43]

Synthesized finding 2 was aggregated form four categories of 
guideline development, enhancing provider ability, enhancing 
knowledge among providers, and use of technology. These 
are main resources of health system that are essential in 
care provision. In Japan, cancer screening guidelines have 
become a valuable tool for developing evidence‑based 
policies for national cancer screening programs. Accordingly, 
clinical practice guidelines for gastric and colorectal 
cancers have been published over the last 15  years in this 
country.[44] Federici and co‑authors indicated in their study 
that involvement of general physicians in colorectal cancer 
screening programs is crucial due to their direct contact 
with the healthy population. They also found that general 
physicians’ knowledge and compliance with clinical practice 
guidelines are important factors to enhance screening rate.[45] 
The Results of qualitative research showed that primary health 
care providers plays an important role in guiding individuals 
for decisions of cancer screenings; so, it is important to 
improve these providers’ knowledge and communication 
skills.[46] Koo and colleagues in their study found that the 

role of general physicians in motivating ethnically diverse 
population is very important in colorectal cancer screening 
programs due to the unawareness of population. Therefore, 
increasing general physicians’ awareness is essential.[47] 
The results of a literature review showed that there should 
be a multidisciplinary team approach between providers 
of primary care including primary care physicians, nurses, 
physician assistants, nurse practitioners, clerical staff, health 
educators, and behavioral scientists.[48] Use of technology in 
the second category of the second synthesized finding implies 
the use of electronic medical record and automated telephone 
outreach as patient‑centered, user friendly and acceptable 
ways of follow‑ up for patients and health care providers.[26] 
Telephone outreach intervention for colorectal screening is 
indicated to improve the screening rate significantly.[49] Also, 
the results of a Cochrane systematic review showed that 
automated telephone communications improved patients’ 
health behaviors in screening programs.[50] The results of a 
literature review showed that adoption of electronic medical 
records can improve cancer screening rates by empowering 
patients in decision making on preventive programs.[48]

Synthesized finding 3 and 4 in this review relates to 
financing and stewardship. Quality of care is a major 
factor in improving prevention and screening rates. 
Gastroenterologists should upgrade their services quality 
improvement, and audit and re‑audit their services.[51] 
The results of a study illustrated that implementation of 
a quality improvement program in a colonoscopy center 
increased the rate of cancer detection in population.[52] 
Integrating the latest evidence with organizational goals and 
patient demand was one of the components of synthesized 
finding 4 in the current study. Green and colleagues in 
their research showed that collaboration between primary 
care providers and research team led to a successful project 
that improved colorectal cancer screening rates from 75.1% 
at the baseline prior to program start up to 78.0% after 
12 months of intervention.[53,54]

Conclusion
This systematic review synthesized the findings of nine 
qualitative studies, which captured the policies for the 
prevention of common gastrointestinal cancers. In order to 
reach a comprehensive evidence informed policy package 
for the prevention of gastrointestinal cancers, there should 
be a great communication among interventions conducted 
directly on patients, interventions related to health system 
and its infrastructure, and interventions related to resources 
of health system including human resources and financial 
resources.
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