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ABSTRACT

PURPOSE This study examined the determinants of breast and cervical cancer screening 
and quantified socioeconomic inequalities in service use.

METHODS We analyzed data from women age 15-49 years from the 2023 Tajikistan De-
mographic and Health Survey. The outcomes were self-reported ever having 
received a clinical breast examination for breast cancer and ever having been 
tested for cervical cancer. The prevalence was estimated using weighted de-
scriptive statistics and Rao-Scott chi-square tests. Determinants were exam-
ined with multivariable logistic regression, reporting adjusted odds ratios 
(AORs), and 95% confidence intervals. Socioeconomic inequality was assessed 
using concentration curves and concentration indices, accounting for the 
complex survey design.

RESULTS The final sample size was 9,824. Breast and cervical cancer screening prevalence 
was 6.2% and 9.3%, respectively. Uptake increased with age (25-34 years: 
breast AOR 5 2.68; cervical AOR 5 2.41; 35-49 years: breast AOR 5 3.54; cervical 
AOR 5 3.27, v 15-24 years) and with household wealth (richest v poorest, 
cervical AOR 5 1.95). Higher screening odds were associated with parity, recent 
health care visits, contraceptive use, and media exposure, whereas lower odds 
were associated with nonmotorized transport use. The prevalence was greater in 
urban areas. Concentration indices showed significant pro-rich inequality for 
both screening services (breast 5 0.05; cervical 5 0.05; P < .001).

CONCLUSION Strategies prioritizing integrating screening into reproductive and primary 
care, expanding outreach to poorer households, ensuring financial protection, 
and delivering community-based services in rural areas, alongside monitoring 
equity indicators, are critical to advancing universal access to breast and cervical 
cancer screening in Tajikistan.

INTRODUCTION

Cancer has now emerged as the leading cause of death in 
both developed and developing countries. 1 Among women, 
breast cancer is the most common, representing nearly one 
quarter of new cases and about one sixth of cancer deaths 
globally. 2 Although incidence is lower in developing coun-
tries, mortality is disproportionately higher, reflecting gaps 
in early detection, diagnosis, and treatment. 3 Cervical cancer 
is also a major public health concern, ranking as the fourth 
most common cancer in women worldwide and contributing 
to a large share of cancer-related deaths. 4 In 2022, breast 
cancer accounted for more than 2.3 million new cases and 
over 665,000 deaths, whereas cervical cancer caused about 
662,000 new cases and 348,000 deaths worldwide. 5

In the WHO European Region, countries in Eastern Europe 
and Central Asia (EECA) experience high cervical cancer 
incidence and mortality, along with elevated breast cancer 
mortality. 6 Tajikistan, one of the poorest countries in this 
region, reported a cancer incidence rate of 91.7 per 100,000 
and mortality of 63.9 per 100,000, with breast cancer being 
the most common cancer among women. 7 Cervical cancer is 
also a major health challenge, with approximately 400 new 

cases and 130 deaths annually, more than half diagnosed at 
advanced stages and one fifth of women dying within a year 
of diagnosis. 8

Global evidence shows that socioeconomic disparities 
strongly influence participation in cancer screening. Low 

household income, lower education, rural residence, and
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limited health service access are consistently associated with 
reduced screening uptake. 13-16

Given the gaps in organized screening programs in Tajiki-
stan and the evidence of socioeconomic disparities across 
similar contexts, it is essential to generate country-specific 
evidence. This study, therefore, investigates the determi-
nants of breast and cervical cancer screening and quantifies 
socioeconomic inequalities in uptake using nationally 
representative data.

METHODS

Study Design and Data Source

This study used nationally representative cross-sectional 
data from the 2023 Tajikistan Demographic and Health 
Survey (TjDHS 2023), the third DHS conducted in the 
country. The survey was implemented by the Agency on 
Statistics under the President of Tajikistan in collaboration 
with the Ministry of Health and Social Protection of Pop-
ulation, with technical assistance from ICF through the 
DHS Program. Data collection was conducted from August to 
November 2023, with additional support from USAID, 
UNICEF, and UNFPA. 17 The detailed methodology, sampling 
procedures, and main findings of the 2023 TjDHS have been 
reported elsewhere. 17

The primary objective of the TjDHS 2023 was to generate up-
to-date estimates of key demographic and health indicators, 
including fertility, contraceptive use, maternal and child 
health, nutrition, childhood mortality, and awareness of 
HIV/AIDS and other health conditions.

The survey used a two-stage stratified sampling design 
based on the 2020 Population and Housing Census. In the 
first stage, 370 enumeration areas (166 urban and 204 rural)

were selected using probability proportional to size. In the 
second stage, 22 households per cluster were systematically 
chosen, yielding a target sample of about 8,140 households. 
The design ensured representativeness at national, regional, 
and urban-rural levels, with separate estimates for the 12 
Feed the Future districts in Khatlon. All women age 15-
49 years who were permanent residents or present the night 
before the survey were eligible to participate.

Data Collection Instruments

The TjDHS 2023 used three standardized instruments: the 
Household Questionnaire, the Women’s Questionnaire, and 
the Biomarker Questionnaire. All were adapted from the 
DHS Program’s core models and tailored to address Taji-
kistan’s demographic and health priorities. Drafts were 
reviewed by national ministries, nongovernmental orga-
nizations (NGO), and international partners to ensure 
policy relevance, and then finalized in English and trans-
lated into Tajik and Russian for field use. 17 The Household 
Questionnaire collected demographic data (eg, age, sex, 
education, marital status, parental survival for children <18 
years) and information on living conditions, including 
water and sanitation, housing materials, migration, re-
mittances, and household assets. 17 The Women’s Ques-
tionnaire was administered to all women age 15-49 years 
and captured information on sociodemographic charac-
teristics, fertility, maternal and child health, nutrition, 
health behaviors, noncommunicable diseases, domestic 
violence, autonomy, HIV/AIDS, and breast and cervical 
cancer screening. 17 Data for this study were derived from 

the Household and Women’s Questionnaires.

Data Collection Procedures

Data collection was conducted using computer-assisted per-
sonal interviewing (CAPI) on tablet computers programmed

CONTEXT

Key Objective
To examine the determinants of breast and cervical cancer screening among women of reproductive age in Tajikistan and to 
quantify the extent of socioeconomic inequalities in access to and utilization of these screening services.

Knowledge Generated
Participation in breast and cervical cancer screening was low (6.2% and 9.3%, respectively). Uptake increased with age, 
parity, wealth, contraceptive use, health care contact, and media exposure. However, strong pro-rich inequalities persisted, 
and women in rural areas or using nonmotorized transport had lower screening rates, reflecting access and affordability 
barriers.

Relevance
Findings highlight major gaps in screening coverage and equity in Tajikistan. Integrating screening into primary and re-
productive care, expanding outreach to poor and rural women, and improving financial protection could enhance early 
detection and guide policies toward equitable access to women’s cancer screening.
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with CSPro software. Before the main survey, an extensive 
pretest was carried out to evaluate questionnaire translation, 
technical functionality of the CAPI system, and the accuracy 
of biomarker procedures. Feedback from this phase was 
incorporated into the final survey instruments. 17

Outcome Variable

The two primary outcomes were breast cancer screening and 
cervical cancer screening. To assess breast cancer screening, 
women were asked: Has a doctor or health care provider ever 
examined your breasts to check for breast cancer? Those who 
answered yes were coded as 1 (screened), whereas those who 
answered no were coded as 0 (not screened). 17

Cervical cancer screening was measured using the question: 
Has a doctor or health care provider ever tested you for 
cervical cancer? Responses were similarly coded as 1 
(screened) and 0 (not screened). For both outcomes, par-
ticipants who responded don’t know were excluded from the 
analysis. 17

Explanatory Variables

On the basis of prior literature and biological and social 
plausibility, 15,18,19 a range of explanatory variables were ex-
amined. These included age (15-24, 25-34, or 35-49 years), 
educational attainment (no schooling/primary, secondary, 
or higher), household wealth quintile (poorest to richest), 
and parity (none, one, two, or three or more children). Health 
service–related variables included undergoing a health care 
visit within the past year (yes or no), perceived travel time to 
the nearest health facility (≤10 minutes, 11-20 minutes, 
or >20 minutes), usual mode of transport (motorized or 
nonmotorized/other), and contraceptive use at the time of 
the survey (yes or no), region of residence (Dushanbe, 
Gorno-Badakhshan Autonomous Oblast [GBAO], Sughd, 
Districts of Republican Subordination [DRS], or Khatlon), 
place of residence (urban or rural), frequency of reading 
newspapers, listening to radio, and watching television (not 
at all, less than once a week, or at least once a week). The 
wealth index was calculated using principal component 
analysis of household assets, dwelling characteristics, and 
access to basic services and was then categorized into 
quintiles following DHS guidelines. 17,20-22

Statistical Analysis

All analyses were conducted in Stata version 18.0. Survey 
weights and design variables were applied to account for the 
complex two-stage sampling, ensuring representativeness 
at national and regional levels. Weighted prevalence esti-
mates of breast and cervical cancer screening were calcu-
lated, with unweighted sample sizes reported alongside 
weighted percentages. Group differences were tested using 
the Rao-Scott chi-square statistic, which adjusts for survey 
clustering and stratification. To identify independent de-
terminants of screening, we fitted multivariable logistic

regression models for each outcome. Results were presented 
as crude odds ratios (ORs) and adjusted ORs (AORs) with 
corresponding 95% CIs. Statistical significance was deter-
mined using a two-sided threshold of P < .05. Given that 
missing data were minimal (<1%), analyses were restricted 
to complete cases. Reporting adhered to the Strengthening 
the Reporting of Observational Studies in Epidemiology 
guidelines. 23

Socioeconomic inequalities in breast and cervical cancer 
screening were further examined using concentration curves 
and concentration indices. The concentration curve plots the 
cumulative proportion of screened women against the cu-
mulative population ranked by household wealth, from 

poorest to richest. A curve along the 45° line represents 
perfect equity; curves below this line indicate pro-rich 
concentration, whereas curves above it indicate pro-poor 
concentration. The concentration index (CIX), calculated as 
twice the area between the curve and the line of equality, was 
used to quantify the magnitude of inequality. Values range 
from –1 to 11, where 0 denotes perfect equity, negative 
values indicate concentration among the poor, and positive 
values indicate concentration among the wealthy. These 
inequality analyses incorporated survey weights and design 
features to ensure unbiased estimates. 24-27

Ethical Considerations

The survey protocol of TjDHS 2023 was reviewed and ap-
proved by the Institutional Review Board (IRB) of ICF 
(Project Number: 2023-029). In Tajikistan, the national 
statistics agency is legally mandated to carry out population-
based surveys, and therefore local IRB approval was not 
required.

RESULTS

Background Characteristics of Participants

The TjDHS 2023 achieved high response rates, with about 
99.5% of the 8,140 sampled households successfully 
interviewed. Of the 9,930 eligible women identified, 9,879 
completed interviews, 17 and the final analytic sample in-
cluded 9,824 women age 15-49 years.

The background characteristics of participants and the 
prevalence of breast and cervical cancer screening status by 
covariates are presented in Table 1.

Prevalence of Breast and Cervical Cancer Screening

The weighted prevalence of breast cancer screening was 
6.24%, whereas 9.34% of women reported ever being 
screened for cervical cancer. Breast cancer screening rates 
were 1.89% among women age 15-24 years, 7.68% among 
those age 25-34 years, and 9.14% among women age 35-
49 years (P < .001). Cervical cancer screening rates were 
3.12% in women age 15-24 years, 11.06% in those age 25-
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TABLE 1. Background Characteristics of Participants and Prevalence of Breast and Cervical Cancer Screening Status by Covariates in Tajikistan, 
Demographic and Health Survey 2023 (N 5 9,824)

Variable No. (%)

Breast Cancer Screening, 
No. (%)

Cervical Cancer Screening, 
No. (%)

Yes P a Yes P b

Age group <.001 <.001

15-24 3,256 (33.60) 71 (1.89) 103 (3.12)

25-34 3,010 (31.44) 269 (7.68) 368 (11.06)

35-49 3,558 (34.96) 382 (9.14) 555 (13.79)

Education .002 .058

No education or primary 393 (4.47) 25 (5.61) 33 (7.71)

Secondary 6,995 (75.93) 461 (5.77) 699 (9.03)

Higher 2,436 (19.60) 236 (8.20) 294 (10.95)

Wealth index <.001 <.001

Poorest 1,622 (18.56) 59 (2.98) 102 (5.10)

Poorer 1,585 (19.94) 103 (5.66) 151 (8.54)

Middle 1,590 (19.85) 96 (5.61) 152 (9.33)

Richer 1,747 (19.91) 135 (7.14) 210 (11.25)

Richest 3,280 (21.75) 329 (9.31) 411 (11.96)

Parity group <.001 <.001

0 children 2,779 (27.36) 42 (1.39) 69 (2.72)

1 child 1,101 (11.07) 95 (7.76) 118 (9.04)

2 children 1,758 (17.21) 183 (8.60) 224 (10.47)

31 children 4,186 (44.36) 402 (7.94) 615 (13.07)

Health care visit <.001 <.001

No 2,764 (30.67) 82 (2.60) 115 (3.94)

Yes 7,060 (69.33) 640 (7.86) 911 (11.73)

Distance to health facility .772 .764

≤10 minutes 2,923 (29.42) 204 (6.11) 297 (8.97)

11-20 minutes 3,876 (39.01) 285 (6.07) 427 (9.19)

>20 minutes 3,025 (31.57) 233 (6.58) 302 (9.88)

Transport to health facility .001 <.001

Motorized 2,909 (25.79) 284 (8.11) 400 (13.43)

Nonmotorized/Others 6,915 (74.21) 438 (5.60) 626 (7.92)

Contraceptive use <.001 <.001

Not using 7,440 (76.23) 440 (5.07) 639 (7.66)

Using 2,384 (23.77) 282 (10.02) 387 (14.73)

Region of residence <.001 .002

Dushanbe 1,997 (10.93) 245 (12.19) 312 (15.41)

GBAO 814 (1.60) 94 (11.47) 123 (15.69)

Sughd 2,107 (28.18) 168 (7.66) 166 (7.59)

DRS 2,274 (23.98) 96 (4.10) 213 (9.30)

Khatlon 2,632 (35.31) 119 (4.49) 212 (8.61)

Place of residence <.001 .019

Urban 4,198 (27.44) 401 (9.04) 505 (11.31)

Rural 5,626 (72.56) 321 (5.18) 521 (8.60)

Frequency of reading newspapers .015 .039

Not at all 5,836 (65.07) 383 (5.63) 584 (8.87)

Less than once a week 1,763 (15.94) 142 (7.43) 210 (11.65)

At least once a week 2225 (18.99) 197 (7.34) 232 (9.02)

(continued on following page)
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34 years, and 13.79% among women age 35-49 years 
(P < .001).

By household wealth, breast cancer screening rates were 
2.98% among women in the poorest quintile and 9.31% 

among those in the richest quintile. Cervical cancer 
screening rates were 5.10% in the poorest quintile and 
11.96% in the richest quintile (P < .001 for both). By edu-
cational attainment, breast cancer screening rates were 
5.61% among women with no or primary education and 
8.20% among those with higher education (P 5 .002). 
Cervical cancer screening rates were 7.71% among women 
with no or primary education and 10.95% among those with 
higher education (P 5 .058). By parity, the highest prevalence 
of breast cancer screening was observed among women with 
two children (8.60%), whereas cervical cancer screening was 
highest among women with three or more children (13.07%; 
P < .001 for both).

For media exposure, the highest prevalence of breast and 
cervical cancer screening among newspaper readers was 
observed in women who read less than once per week 
(breast: 7.43%, P 5 .015 and cervical: 11.65%, P 5 .039). 
Among television viewers, the highest prevalence was found 
in women who watched at least once per week (breast: 
6.98%, P < .001; cervical: 10.09%, P < .001). For radio ex-
posure, women who listened at least once per week reported 
the highest screening prevalence (breast: 9.28%, P 5 .003; 
cervical: 12.95%, P 5 .006).

Factors Associated With Breast and Cervical 
Cancer Screening

Table 2 presents the findings of multivariable logistic re-
gression presenting the factors associated with breast and

cervical cancer screening. Compared with women age 15-
24 years, those age 25-34 had 2.68 times odds of breast 
cancer screening (95% CI, 1.80 to 3.99) and 2.41 times odds of 
cervical cancer screening (95% CI, 1.74 to 3.33). Women age 
35-49 years had even higher adjusted odds for both out-
comes (breast: 3.54, 95% CI, 2.32 to 5.38; cervical: 3.27, 95% 

CI, 2.32 to 4.61).

Wealth index was associated with breast cancer screening 
and cervical cancer screening. Women in the middle quintile 
had 1.78 times the odds of breast cancer screening (95% CI, 
1.03 to 3.08) and 1.99 times the odds of cervical cancer 
screening (95% CI, 1.41 to 2.81) compared with the poorest. 
Women in the richer quintile had similarly higher odds for 
both outcomes. For cervical cancer, women in the richest 
quintile had nearly double the odds of screening (AOR, 1.95, 
95% CI, 1.29 to 2.95).

Parity was also associated with screening. Compared with 
nulliparous women, those with one child had more than 
three times the odds of breast cancer screening (AOR, 3.23, 
95% CI, 1.97 to 5.29) and nearly twice the odds of cervical 
cancer screening (AOR, 1.93, 95% CI, 1.27 to 2.93).

Health care contact was also found to be associated with 
breast and cervical cancer screening. Women who had visited 
a health care facility in the past 12 months had more than 
twice the odds of reporting breast cancer screening (AOR, 
2.12, 95% CI, 1.59 to 2.82) and cervical cancer screening 
(AOR, 2.35, 95% CI, 1.79 to 3.10). Transportation medium was 
also apparent; women using nonmotorized or other forms of 
transport were less likely to be screened compared with 
those using motorized transport (breast cancer screening: 
AOR, 0.78, 95% CI, 0.61 to 0.99; cervical cancer screening: 
AOR, 0.59, 95% CI, 0.45 to 0.76).

TABLE 1. Background Characteristics of Participants and Prevalence of Breast and Cervical Cancer Screening Status by Covariates in Tajikistan, 
Demographic and Health Survey 2023 (N 5 9,824) (continued)

Variable No. (%)

Breast Cancer Screening, 
No. (%)

Cervical Cancer Screening, 
No. (%)

Yes P a Yes P b

Frequency of listening to radio .003 .006

Not at all 7,653 (78.96) 543 (5.84) 771 (8.82)

Less than once a week 1,235 (12.03) 87 (6.60) 133 (10.06)

At least once a week 936 (9.01) 92 (9.28) 122 (12.95)

Frequency of watching television .001 <.001

Not at all 1,223 (14.56) 53 (3.83) 80 (5.71)

Less than once a week 1,807 (19.17) 115 (5.52) 187 (9.51)

At least once a week 6,794 (66.27) 554 (6.98) 759 (10.09)

Total 9,824 (100.00) 722 (6.24) 1,026 (9.34)

NOTE. All the frequencies are unweighted frequencies, and percentages are weighted percentages.
Abbreviations: DRS, Districts of Republican Subordination; GBAO, Gorno-Badakhshan Autonomous Oblast.
a The P value was yielded by a Rao-Scott chi-square comparison between women who had breast cancer screening and those who did not. 
b The P value was yielded by a Rao-Scott chi-square comparison between women who had cervical cancer screening and those who did not.

JCO Global Oncology ascopubs.org/journal/go | 5

Socioeconomic Inequalities in Cancer Screening in Tajikistan

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 1
63

.5
3.

14
8.

97
 o

n 
Ju

ly
 2

2,
 2

02
6 

fr
om

 1
63

.0
53

.1
48

.0
97

C
op

yr
ig

ht
 ©

 2
02

6 
A

m
er

ic
an

 S
oc

ie
ty

 o
f 

C
lin

ic
al

 O
nc

ol
og

y.
 A

ll 
ri

gh
ts

 r
es

er
ve

d.
 

http://ascopubs.org/journal/go


TABLE 2. Logistic Regression Analysis Results of Factors Associated With Breast Cancer and Cervical Cancer Screening in Tajikistan, 
Demographic and Health Survey 2023

Variable

Breast Cancer Screening Cervical Cancer Screening

COR (95% CI) P AOR (95% CI) P COR (95% CI) P AOR (95% CI) P

Age group

15-24 Ref Ref Ref Ref

25-34 4.32 (3.15 to 5.92) <.001 2.68 (1.80 to 3.99) <.001 3.87 (3.00 to 4.99) <.001 2.41 (1.74 to 3.33) <.001

35-49 5.22 (3.78 to 7.21) <.001 3.54 (2.32 to 5.38) <.001 4.97 (3.90 to 6.35) <.001 3.27 (2.32 to 4.61) <.001

Education

No education or primary Ref Ref Ref Ref

Secondary 1.03 (0.66 to 1.62) .896 1.0 (0.63 to 1.59) .991 1.19 (0.81 to 1.75) .382 1.21 (0.81 to 1.8) .359

Higher 1.5 (0.93 to 2.44) .099 1.03 (0.62 to 1.72) .897 1.47 (0.97 to 2.22) .067 1.2 (0.79 to 1.82) .384

Wealth index

Poorest Ref Ref Ref Ref

Poorer 1.95 (1.15 to 3.33) .014 1.89 (1.08 to 3.31) .027 1.74 (1.26 to 2.40) .001 1.87 (1.33 to 2.63) <.001

Middle 1.94 (1.15 to 3.27) .014 1.78 (1.03 to 3.08) .038 1.92 (1.39 to 2.64) <.001 1.99 (1.41 to 2.81) <.001

Richer 2.5 (1.47 to 4.26) .001 2.05 (1.15 to 3.65) .015 2.36 (1.72 to 3.24) <.001 2.4 (1.69 to 3.40) <.001

Richest 3.34 (1.99 to 5.61) <.001 1.65 (0.90 to 3.03) .103 2.53 (1.84 to 3.47) <.001 1.95 (1.29 to 2.95) .002

Parity group

0 children Ref Ref Ref Ref

1 child 5.97 (3.92 to 9.1) <.001 3.23 (1.97 to 5.29) <.001 3.56 (2.55 to 4.96) <.001 1.93 (1.27 to 2.93) .002

2 children 6.68 (4.60 to 9.71) <.001 2.85 (1.76 to 4.61) <.001 4.19 (3.04 to 5.78) <.001 1.82 (1.21 to 2.73) .004

31 children 6.13 (4.35 to 8.63) <.001 2.19 (1.36 to 3.54) .001 5.39 (4.13 to 7.03) <.001 1.92 (1.28 to 2.89) .002

Health care visit

No Ref Ref Ref Ref

Yes 3.2 (2.43 to 4.20) <.001 2.12 (1.59 to 2.82) <.001 3.24 (2.52 to 4.18) <.001 2.35 (1.79 to 3.10) <.001

Distance to health facility

≤10 minutes Ref Ref Ref Ref

11-20 minutes 0.99 (0.77 to 1.29) .963 0.93 (0.72 to 1.19) .551 1.03 (0.81 to 1.30) .83 0.98 (0.76 to 1.24) .838

>20 minutes 1.08 (0.81 to 1.44) .588 1.07 (0.81 to 1.42) .617 1.11 (0.77 to 1.6) .569 1.04 (0.76 to 1.41) .823

Transport to health facility

Motorized Ref Ref Ref Ref

Nonmotorized/Others 0.67 (0.53 to 0.85) .001 0.78 (0.61 to 0.99) .041 0.56 (0.42 to 0.73) <.001 0.59 (0.45 to 0.76) <.001

Contraceptive use

Not using Ref Ref Ref Ref

Using 2.09 (1.73 to 2.52) <.001 1.23 (1.00 to 1.52) .048 2.08 (1.76 to 2.47) <.001 1.3 (1.08 to 1.57) .006

Region of residence

Dushanbe Ref Ref Ref Ref

GBAO 0.93 (0.65 to 1.34) .711 1.02 (0.63 to 1.65) .925 1.02 (0.76 to 1.38) .892 1.06 (0.70 to 1.62) .779

Sughd 0.6 (0.45 to 0.79) <.001 0.69 (0.48 to 1.00) .05 0.45 (0.34 to 0.60) <.001 0.45 (0.31 to 0.66) <.001

DRS 0.31 (0.23 to 0.42) <.001 0.4 (0.27 to 0.61) <.001 0.56 (0.42 to 0.75) <.001 0.67 (0.46 to 0.98) .04

Khatlon 0.34 (0.24 to 0.49) <.001 0.51 (0.33 to 0.79) .002 0.52 (0.34 to 0.79) .002 0.73 (0.47 to 1.13) .155

Place of residence

Urban Ref Ref Ref Ref

Rural 0.55 (0.44 to 0.69) <.001 0.89 (0.64 to 1.22) .455 0.74 (0.57 to 0.95) .02 1.22 (0.86 to 1.72) .271

Frequency of reading newspapers

Not at all Ref Ref Ref Ref

Less than once a week 1.35 (1.04 to 1.74) .023 1.16 (0.87 to 1.55) .301 1.35 (1.08 to 1.70) .009 1.32 (1.01 to 1.71) .041

At least once a week 1.33 (1.04 to 1.69) .023 1.11 (0.84 to 1.47) .456 1.02 (0.79 to 1.31) .893 0.93 (0.72 to 1.21) .589

(continued on following page)
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Contraceptive use was positively associated with screening. 
Women using contraception had 23% higher odds of breast 
cancer screening (95% CI, 1.00 to 1.52) and 30% higher odds 
of cervical cancer screening (95% CI, 1.08 to 1.57). Regional 
disparities persisted after adjustment; women in Sughd, 
DRS, and Khatlon were significantly less likely to be screened 
compared with those in Dushanbe.

Socioeconomic Inequalities in Breast and Cervical 
Cancer Screening

Figure 1 presents the socioeconomic inequalities in breast 
cancer and cervical cancer screening in Tajikistan, respectively. 
Analysis of the concentration indices revealed significant pro-
rich inequalities in screening uptake. For breast cancer, the CIX

was 0.05 (SE, 0.01, P < .001), indicating that wealthier women 
were disproportionately more likely to be screened. Screening 
prevalence increased from 2.98% among women in the 
poorest quintile to 9.31% among those in the richest quintile 
(Table 3). Cervical cancer screening showed a similar pattern, 
with a CIX of 0.05 (SE, 0.01, P < .001). Screening prevalence rose 
from 5.10% among the poorest quintile to 11.96% among the 
richest (Table 4). Socioeconomic inequalities in both cancer 
screenings were evident across most subgroups.

DISCUSSION

The findings observed in this study highlight major gaps in 
cancer prevention in Tajikistan. The low screening coverage 
observed align with broader evidence from the EECA region.

TABLE 2. Logistic Regression Analysis Results of Factors Associated With Breast Cancer and Cervical Cancer Screening in Tajikistan, 
Demographic and Health Survey 2023 (continued)

Variable

Breast Cancer Screening Cervical Cancer Screening

COR (95% CI) P AOR (95% CI) P COR (95% CI) P AOR (95% CI) P

Frequency of listening to radio

Not at all Ref Ref Ref Ref

Less than once a week 1.14 (0.86 to 1.51) .372 0.94 (0.70 to 1.27) .707 1.16 (0.88 to 1.51) .294 1.07 (0.81 to 1.42) .615

At least once a week 1.65 (1.22 to 2.23) .001 1.31 (0.93 to 1.85) .117 1.54 (1.18 to 2.00) .001 1.52 (1.14 to 2.03) .005

Frequency of watching television

Not at all Ref Ref Ref Ref

Less than once a week 1.47 (1.01 to 2.14) .047 1.04 (0.71 to 1.50) .855 1.73 (1.28 to 2.36) <.001 1.27 (0.90 to 1.80) .171

At least once a week 1.89 (1.35 to 2.64) <.001 1.28 (0.91 to 1.81) .158 1.85 (1.37 to 2.50) <.001 1.41 (1.00 to 1.98) .049

Abbreviations: AOR, adjusted odds ratio; COR, crude odds ratio; DRS, Districts of Republican Subordination; GBAO, Gorno-Badakhshan 
Autonomous Oblast.
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FIG 1. Concentration indices of breast and cervical cancer screening in Tajikistan, Demographic and 
Health Survey, 2023.
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TABLE 3. Socioeconomic Inequalities in Breast Cancer Screening in Tajikistan, Demographic and Health Survey 2023

Variable Q1 (%) Q5 (%) Q5-Q1 (%) Q5/Q1 Index Value SE P

Total 2.98 9.31 6.33 3.12 0.05 0.01 <.001

Age group

15-24 1.95 3.01 1.06 1.54 0.01 0.01 >.05

25-34 3.67 11.07 7.40 3.02 0.05 0.01 <.001

35-49 3.21 14.04 10.83 4.37 0.08 0.01 <.001

Education

No education or primary 5.00 9.37 4.37 1.87 0.02 0.03 >.05

Secondary 2.59 8.64 6.05 3.34 0.04 0.01 <.001

Higher 5.84 10.36 4.52 1.78 0.04 0.01 <.001

Parity group

0 children 1.25 1.66 0.41 1.33 0.00 0.01 >.05

1 child 2.66 12.19 9.53 4.58 0.05 0.02 <.01

2 children 6.25 11.93 5.68 1.91 0.04 0.02 <.05

31 children 3.03 13.18 10.15 4.35 0.08 0.01 <.001

Health care visit

No 1.90 3.34 1.44 1.76 0.02 0.01 <.05

Yes 3.69 11.18 7.49 3.03 0.05 0.01 <.001

Distance to health facility

≤10 minutes 3.63 8.50 4.87 2.34 0.04 0.01 <.001

11-20 minutes 2.53 10.04 7.51 3.97 0.05 0.01 <.001

>20 minutes 3.02 9.12 6.10 3.02 0.05 0.01 <.001

Transport to health facility

Motorized 3.16 10.80 7.64 3.42 0.05 0.01 <.001

Nonmotorized/Others 2.93 8.21 5.28 2.80 0.04 0.01 <.001

Contraceptive use

Not using 2.68 7.51 4.83 2.80 0.03 0.01 <.001

Using 4.19 13.64 9.45 3.26 0.07 0.01 <.001

Region of residence

Dushanbe 15.84 12.08 -3.76 0.76 -0.02 0.02 >.05

GBAO 7.87 12.97 5.10 1.65 0.05 0.03 >.05

Sughd 6.83 9.08 2.25 1.33 0.02 0.01 >.05

DRS 1.03 5.25 4.22 5.10 0.03 0.01 <.001

Khatlon 2.32 3.70 1.38 1.60 0.03 0.01 <.001

Place of residence

Urban 1.94 10.05 8.11 5.18 0.03 0.01 <.001

Rural 3.07 4.94 1.87 1.61 0.02 0.01 <.001

Frequency of reading newspapers

Not at all 2.97 10.00 7.03 3.37 0.04 0.01 <.001

Less than once a week 5.29 7.19 1.90 1.36 0.02 0.01 >.05

At least once a week 1.10 9.85 8.75 8.96 0.06 0.01 <.001

Frequency of listening to radio

Not at all 2.90 10.02 7.12 3.46 0.05 0.01 <.001

Less than once a week 4.65 6.30 1.65 1.35 0.01 0.02 >.05

At least once a week 0.96 9.75 8.79 10.16 0.02 0.02 >.05

Frequency of watching television

Not at all 2.51 4.58 2.07 1.82 0.02 0.01 >.05

Less than once a week 4.88 7.07 2.19 1.45 0.02 0.01 >.05

At least once a week 2.53 10.25 7.72 4.05 0.05 0.01 <.001

Abbreviations: DRS, Districts of Republican Subordination; GBAO, Gorno-Badakhshan Autonomous Oblast.
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TABLE 4. Socioeconomic Inequalities in Cervical Cancer Screening in Tajikistan, Demographic and Health Survey 2023

Variable Q1 (%) Q5 (%) Q5-Q1 (%) Q5/Q1 Index Value SE P

Total 5.10 11.96 6.86 2.35 0.05 0.01 <.001

Age group

15-24 1.58 3.60 2.02 2.28 0.02 0.01 <.05

25-34 5.94 13.39 7.45 2.25 0.06 0.01 <.001

35-49 7.17 18.99 11.82 2.65 0.09 0.01 <.001

Education

No education or primary 4.58 13.85 9.27 3.02 0.06 0.03 <.05

Secondary 4.97 12.26 7.29 2.47 0.05 0.01 <.001

Higher 7.35 11.34 3.99 1.54 0.03 0.02 >.05

Parity group

0 children 2.54 1.92 –0.62 0.76 -0.01 0.01 >.05

1 child 3.70 12.63 8.93 3.42 0.06 0.02 <.01

2 children 4.34 15.76 11.42 3.63 0.08 0.02 <.001

31 children 6.88 17.76 10.88 2.58 0.09 0.01 <.001

Health care visit

No 3.08 4.92 1.84 1.60 0.01 0.01 >.05

Yes 6.42 14.16 7.74 2.21 0.06 0.01 <.001

Distance to health facility

≤10 minutes 6.84 11.55 4.71 1.69 0.04 0.01 <.001

11-20 minutes 4.45 13.20 8.75 2.97 0.07 0.01 <.001

>20 minutes 4.69 10.52 5.83 2.24 0.05 0.01 <.001

Transport to health facility

Motorized 8.35 14.15 5.80 1.69 0.03 0.02 <.05

Nonmotorized/Others 4.09 10.34 6.25 2.53 0.05 0.01 <.001

Contraceptive use

Not using 4.11 9.69 5.58 2.36 0.04 0.01 <.001

Using 9.10 17.43 8.33 1.92 0.07 0.02 <.001

Region of residence

Dushanbe 32.92 14.51 –18.41 0.44 -0.05 0.02 <.01

GBAO 13.19 13.13 –0.06 1.00 0.00 0.03 >.05

Sughd 4.20 9.47 5.27 2.26 0.03 0.01 <.05

DRS 5.28 10.70 5.42 2.03 0.06 0.01 <.001

Khatlon 4.72 9.23 4.51 1.96 0.06 0.01 <.001

Place of residence

Urban 3.42 12.30 8.88 3.60 0.03 0.01 <.05

Rural 5.24 9.93 4.69 1.90 0.05 0.01 <.001

Frequency of reading newspapers

Not at all 4.84 13.65 8.81 2.82 0.06 0.01 <.001

Less than once a week 8.45 9.69 1.24 1.15 0.00 0.02 >.05

At least once a week 4.34 11.07 6.73 2.55 0.05 0.01 <.01

Frequency of listening to radio

Not at all 5.17 13.11 7.94 2.54 0.05 0.01 <.001

Less than once a week 6.27 7.94 1.67 1.27 0.03 0.02 >.05

At least once a week 0.31 11.62 11.31 37.48 0.02 0.03 >.05

Frequency of watching television

Not at all 3.54 6.44 2.90 1.82 0.02 0.02 >.05

Less than once a week 8.01 12.34 4.33 1.54 0.04 0.02 <.05

At least once a week 4.81 12.39 7.58 2.58 0.06 0.01 <.001

Abbreviations: DRS, Districts of Republican Subordination; GBAO, Gorno-Badakhshan Autonomous Oblast.
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A recent nine-country survey reported that although 
Kazakhstan and Georgia have introduced population-based 
mammography and cervical screening programs with 
comparatively higher coverage (>50% and >70%, respec-
tively), most other countries in the region including Taji-
kistan continue to rely on opportunistic screening through 
dispensarization (routine preventive check-ups rather than 
organized population-based screening). 19 In these settings, 
coverage remains limited, screening often begins at early 
ages not aligned with WHO recommendations, and 
Romanowsky-Giemsa staining is still widely used for 
cervical smears. 19

Screening uptake increased with age, with women age 25-34 
and 35-49 years having higher odds compared with those 
age 15-24 years. This pattern is consistent with prior 
studies, 28-33 which suggest that older women are more likely 
to use health care services and have greater awareness of 
early detection. 33

The odds of breast and cervical cancer screening increased 
with household wealth index. This is consistent with mul-
ticountry evidence from sub-Saharan Africa, where a pooled 
analysis of 138,605 women reported a pro-rich CIX of about 
0.25 for cervical screening and identified wealth, education, 
and media exposure as major contributors to inequality. 35 

Similar results were reported in Jordan, where women in the 
highest wealth quintile had more than twice the odds of Pap 
testing compared with those in the lowest quintile. 36 Even in 
higher coverage settings such as South Korea, income-based 
gaps persisted despite substantial increases in participation, 
with significant absolute and relative inequalities between 
the richest and poorest groups. 37

Health care contact was positively associated with both 
breast cancer and cervical cancer screening. Women who 
visited health facilities in the past year had more than twice 
the odds of screening compared with those who did not. 
Routine health maintenance visits function as an impor-
tant facilitator of preventive care, indicating that stronger 
engagement with the health care system is a key deter-
minant of cancer screening uptake. 18 Contraceptive use 
was also positively associated with screening, suggesting 
that integration of cancer screening into reproductive 
health and family planning services could be an effective 
strategy. Similar findings have been reported in Nepal and 
Ghana, where integration of preventive services increased 
uptake. 15,18

Marked regional and geographic variation were observed. 
Women in urban areas, especially in Dushanbe, were more 
likely to be screened compared with rural residents. These 
patterns are consistent with the uneven distribution of 
health infrastructure and specialist services in Tajikistan. 
Access challenges are compounded in mountainous regions 
such as GBAO, although the prevalence there was higher than 
expected, possibly reflecting localized outreach or NGO-
supported programs. 38

Media exposure also played a role. Regular television viewing 
and newspaper reading were positively associated with 
cervical screening, in line with previous evidence. 15,19 The 
frequency of television viewing and newspaper reading likely 
reflects broader access to health information and public 
health messaging, which can influence awareness of cancer 
prevention and health care utilization. In Tajikistan and 
similar settings, traditional mass media remain important 
channels for health communication, particularly where 
digital access and structured health education are limited. 
However, these indicators do not directly capture cancer-
specific knowledge or individual health literacy. Future 
research would benefit from incorporating more granular 
measures, such as exposure to targeted cancer awareness 
campaigns, use of digital media, or validated health literacy 
instruments, to better elucidate the pathways linking in-
formation access and screening behavior. These findings 
suggest that although public health campaigns delivered 
through mass media may increase awareness and demand, 
they must be complemented by affordable and accessible 
screening services, particularly for women from poorer 
households and rural areas. The inequality analysis con-
firmed significant pro-rich disparities. The CIX for both 
breast and cervical screenings was 0.05, indicating that 
wealthier women were more likely to access services. This 
pattern reflects not only financial barriers but also broader 
social determinants such as education, mobility, and health 
literacy. Similar pro-rich inequalities have been documented 
across many LMICs, including other Asian countries, where 
preventive services remain concentrated among privileged 
groups. For example, research in India involving 707,119 
women from NFHS-5 reported concentration indices of 
approximately 0.20 for breast cancer screening and 0.15 for 
cervical cancer screening, with markedly lower uptake 
among poorer, less educated, and rural women. 16 In China, 
national estimates from 2018 to 2019 showed that cervical 
screening coverage was substantially lower in rural areas and 
in central and western regions compared with urban and 
eastern areas. 39 In Nepal, analysis of DHS data linked higher 
education, insurance coverage, and urban residence to in-
creased likelihood of breast and cervical cancer screening, 
underscoring the role of household resources and health care 
access. 15

The study has several notable strengths. First, it used a 
nationally representative sample, which enhances the 
generalizability of the findings in the context of Tajikistan. 
The 2023 TjDHS also achieved a high response rate and used 
standardized, validated tools for data collection. However, 
the study has limitations that warrant discussion. First, its 
cross-sectional design precludes establishing temporal re-
lationships and thus limits causal inference. Second, 
screening history was self-reported and based on stan-
dardized DHS questions, which may be subject to recall bias 
and misclassification. In particular, respondents with lower 
health literacy may not clearly distinguish cancer screening 
from diagnostic evaluations or routine clinical examinations. 
This limitation, inherent to large-scale population surveys,
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could result in either underestimation or overestimation 
of true screening prevalence. Third, the DHS does not 
collect detailed information on the timing, frequency, or 
quality of screening, which restricts interpretation of 
clinical effectiveness. Fourth, the analysis could not adjust 
for health insurance coverage or formal financial pro-
tection mechanisms because such information is not 
collected in the 2023 TjDHS. Fifth, the TjDHS included only 
women age 15-49 years, reflecting the standard age eligibility 
of the Demographic and Health Survey. Consequently, we 
were unable to assess screening uptake among women age 
50 years and older, who constitute the primary target pop-
ulation for guideline-recommended population-based breast 
cancer screening. Although we conducted age-stratified 
prevalence analyses and explicitly modeled age groups in

multivariable analyses, our findings primarily capture 
opportunistic screening practices among women of repro-
ductive age rather than coverage of organized, guideline-
based screening programs. Therefore, the results should be 
interpreted in the context of early detection behaviors within 
the TjDHS-eligible population.

In conclusion, breast and cervical cancer screening prevalence 
among women in Tajikistan is low and characterized by 
marked socioeconomic and geographic disparities. To advance 
cancer prevention and reduce inequities, Tajikistan should 
focus on integrating screening into reproductive health ser-
vices, strengthening rural infrastructure, and implementing 
targeted outreach for disadvantaged populations to achieve 
equitable distribution of cancer screening services.

AFFILIATIONS
1 Centre for International Public Health and Environmental Research, 
Bangladesh (CIPHER,B), Dhaka, Bangladesh
2 BRAC James P Grant School of Public Health, BRAC University, Dhaka, 
Bangladesh
3 Division of Epidemiology, Department of Medicine, Vanderbilt 
University Medical Center, Nashville, TN
4 School of Economic, Political, and Policy Sciences, The University of 
Texas at Dallas, Richardson, TX
5 Health Data Management Project, Friendship NGO, Dhaka, Bangladesh
6 Department of Public Health, School of Health and Life Science, North 
South University, Bashundhara, Dhaka, Bangladesh
7 Department of Development Studies, Daffodil International University, 
Dhaka, Bangladesh
8 Department of Social Relations, East West University, Dhaka, 
Bangladesh
9 School of Population and Public Health, University of British Columbia, 
Vancouver, BC, Canada

CORRESPONDING AUTHOR

Rajat Das Gupta, PhD, MPH, MBBS; e-mail: rajat89.dasgupta@ 

gmail.com.

DATA SHARING STATEMENT

The dataset analyzed in this study is drawn from publicly available 
sources provided by the Demographic and Health Surveys (DHS) 
Program. Interested researchers may access these data by registering 
and submitting an official data request through the DHS Program’s 
online portal at https://dhsprogram.com.

AUTHOR CONTRIBUTIONS

Conception and design: Rajat Das Gupta, Poulami Sarker 
Administrative support: Poulami Sarker, Ananna Mazumder 
Provision of study materials or patients: Arpan Das Gupta
Collection and assembly of data: Rajat Das Gupta, Ananna Mazumder 
Data analysis and interpretation: Rajat Das Gupta, Shams Shabab 
Haider, Ananna Mazumder, Arpan Das Gupta, Promit Ananyo 
Chakraborty
Manuscript writing: All authors
Final approval of manuscript: All authors
Accountable for all aspects of the work: All authors

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS 
OF INTEREST

The following represents disclosure information provided by authors of 
this manuscript. All relationships are considered compensated unless 
otherwise noted. Relationships are self-held unless noted. I 5 

Immediate Family Member, Inst 5 My Institution. Relationships may 
not relate to the subject matter of this manuscript. For more information 
about ASCO’s conflict of interest policy, please refer to www.asco.org/ 
rwc or ascopubs.org/go/authors/author-center.
Open Payments is a public database containing information reported by 
companies about payments made to US-licensed physicians (Open 
Payments).

No potential conflicts of interest were reported.

REFERENCES
1. Bray F, Laversanne M, Weiderpass E, et al: The ever-increasing importance of cancer as a leading cause of premature death worldwide. Cancer. 127:3029-3030, 2021
2. Sung H, Ferlay J, Siegel RL, et al: Global cancer statistics 2020: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin 71:209-249, 2021
3. Zhang Y, Ji Y, Liu S, et al: Global burden of female breast cancer: New estimates in 2022, temporal trend and future projections up to 2050 based on the latest release from GLOBOCAN. J Natl 

Cancer Cent 5:287-296, 2025
4. Vu M, Yu J, Awolude OA, et al: Cervical cancer worldwide. Curr Probl Cancer 42:457-465, 2018
5. Bray F, Laversanne M, Sung H, et al: Global cancer statistics 2022: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin 74:229-263, 2024
6. Znaor A, Ryzhov A, Losada ML, et al: Breast and cervical cancer screening practices in nine countries of Eastern Europe and Central Asia: A population-based survey. J Cancer Pol 38:100436, 2023
7. International Agency for Research on Cancer (IARC): CanScreen5: Global Cancer Screening Data. Lyon, France, IARC, 2020. https://canscreen5.iarc.fr/
8. Muhsinzoda N, Yuan AB, Tursunov R: Cervical cancer visual screening experience in the Republic of Tajikistan. Gynecol Obstet Reprod Med 30:55-61, 2024
9. Reference deleted
10. Reference deleted
11. Reference deleted
12. Reference deleted

JCO Global Oncology ascopubs.org/journal/go | 11

Socioeconomic Inequalities in Cancer Screening in Tajikistan

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 1
63

.5
3.

14
8.

97
 o

n 
Ju

ly
 2

2,
 2

02
6 

fr
om

 1
63

.0
53

.1
48

.0
97

C
op

yr
ig

ht
 ©

 2
02

6 
A

m
er

ic
an

 S
oc

ie
ty

 o
f 

C
lin

ic
al

 O
nc

ol
og

y.
 A

ll 
ri

gh
ts

 r
es

er
ve

d.
 

mailto:rajat89.dasgupta@gmail.com
mailto:rajat89.dasgupta@gmail.com
https://dhsprogram.com
http://www.asco.org/rwc
http://www.asco.org/rwc
https://ascopubs.org/go/authors/author-center
https://openpaymentsdata.cms.gov/
https://openpaymentsdata.cms.gov/
https://canscreen5.iarc.fr/
http://ascopubs.org/journal/go


13. Ding L, Wang J, Greuter MJW, et al: Determinants of non-participation in population-based breast cancer screening: A systematic review and meta-analysis. Front Oncol 12:817222, 2022
14. Asgedom YS, Kassie GA, Habte A, et al: Socioeconomic inequality in cervical cancer screening uptake among women in Sub-Saharan Africa: A decomposition analysis of Demographic and Health 

Survey data. BMJ Open 14:e088753, 2024
15. Lamichhane B, Adhikari B, Poudel L, et al: Factors associated with uptake of breast and cervical cancer screening among Nepalese women: Evidence from Nepal Demographic and Health Survey 

2022. PLOS Glob Public Health 4:e0002971, 2024
16. Sen S, Khan PK, Wadasadawala T, et al: Socio-economic and regional variation in breast and cervical cancer screening among Indian women of reproductive age: A study from National Family 

Health Survey, 2019-21. BMC Cancer 22:1279, 2022
17. Agency on Statistics Under the President of the Republic of Tajikistan, Ministry of Health and Social Protection of Population of the Republic of Tajikistan and ICF. Tajikistan Demographic and 

Health Survey 2023. Dushanbe, Republic of Tajikistan and Rockville, Maryland, Agency on Statistics Under the President of the Republic of Tajikistan and ICF, 2025
18. Anaba EA, Alor SK, Badzi CD, et al: Drivers of breast cancer and cervical cancer screening among women of reproductive age: Insights from the Ghana Demographic and Health Survey. BMC 

Cancer 24:920, 2024
19. Um S, Sopheab H: Breast and cervical cancer screening among women at reproductive age in Cambodia: A secondary analysis of Cambodia Demographic and Health Survey 2022. PLoS One 20: 

e0295881, 2025
20. Jolliffe IT, Cadima J: Principal component analysis: A review and recent developments. Philos Trans Ser A, Math Phys Eng Sci 374:20150202, 2016
21. Filmer D, Pritchett LH: Estimating wealth effects without expenditure data—or tears: An application to educational enrollments in states of India. Demography 38:115-132, 2001
22. Kolenikov S, Angeles G: Socioeconomic status measurement with discrete proxy variables: Is principal component analysis a reliable answer? Rev Income Wealth 55:128-165, 2009
23. von Elm E, Altman DG, Egger M, et al: The strengthening the reporting of observational studies in epidemiology (STROBE) statement: Guidelines for reporting observational studies. J Clin Epidemiol 

61:344-349, 2008
24. Kakwani N, Wagstaft A, van Doorslaer E: Socioeconomic inequalities in health: Measurement, computation, and statical inference. J Econom 77:87-103, 1997
25. Wagstaff A, Van Doorslaer E, Paci P: On the measurement of horizontal inequity in the delivery of health care. J Health Econ 10:169-256, 1991
26. Koolman X, Van Doorslaer E: On the interpretation of a concentration index of inequality. Health Econ 13:649-656, 2004
27. O’Donnell O, Van Doorslaer E, Wagstaff A: Analyzing Health Equity Using Household Survey Data: a Guide to Techniques and Their Implementation. Washington, DC, The World Bank, 2008. p 220
28. Bante SA, Getie SA, Getu AA, et al: Uptake of pre-cervical cancer screening and associated factors among reproductive age women in Debre Markos town, Northwest Ethiopia, 2017. BMC Public 

Health 19:1102-1109, 2019
29. Mingo AM, Panozzo CA, DiAngi YT, et al: Cervical cancer awareness and screening in Botswana. Int J Gynecol Cancer 22:638-644, 2012
30. Tefera F, Mitiku I: Uptake of cervical cancer screening and associated factors among 15-49-year-old women in Dessie town, Northeast Ethiopia. J Cancer Educ 32:901-907, 2017
31. Kangmennaang J, Mkandawire P, Luginaah I: Breast cancer screening among women in Namibia: Explaining the effect of health insurance coverage and access to information on screening 

behaviours. Glob Health Promot 26:50-61, 2019
32. Antabe R, Kansanga M, Sano Y, et al: Utilization of breast cancer screening in Kenya: What are the determinants? BMC Health Serv Res 20:228-229, 2020
33. Lemma Seifu B, Mekuria Negussie Y, Abrham Asnake A, et al: Determinants of breast cancer screening among women of reproductive age in Sub-Saharan Africa: A multilevel analysis. PLoS One 

19:e0312831, 2024
34. Reference deleted
35. Seifu BL, Negussie YM, Asnake AA, et al: Wealth-related inequalities of women’s cervical cancer screening in 11 Sub-Saharan African countries: Evidence from a pooled decomposition analysis. Sci 

Rep 15:12289, 2025
36. Al-Rifai RH: Differences in breast and cervical cancer screening rates in Jordan among women from different socioeconomic strata: Analysis of the 2012 population-based household survey. 

Asian Pac J Cancer Prev, 16:6697-6704 2015
37. Choi E, Lee YY, Suh M, et al: Socioeconomic inequalities in cervical and breast cancer screening among women in Korea, 2005–2015. Yonsei Med J 59:1026-1033, 2018
38. World Health Organization: Health Labour Market Analysis in Tajikistan. Copenhagen, WHO Regional Office for Europe, 2024
39. Zhang M, Zhong Y, Wang L, et al: Cervical cancer screening coverage—China, 2018-2019. China CDC Wkly 4:1077-1082, 2022
40. Reference deleted
41. Reference deleted

12 | © 2026 by American Society of Clinical Oncology

Gupta et al

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 1
63

.5
3.

14
8.

97
 o

n 
Ju

ly
 2

2,
 2

02
6 

fr
om

 1
63

.0
53

.1
48

.0
97

C
op

yr
ig

ht
 ©

 2
02

6 
A

m
er

ic
an

 S
oc

ie
ty

 o
f 

C
lin

ic
al

 O
nc

ol
og

y.
 A

ll 
ri

gh
ts

 r
es

er
ve

d.
 


	Determinants and Socioeconomic Inequalities in Breast and Cervical Cancer Screening in Tajikistan: Evidence From the 2023 D ...
	INTRODUCTION
	METHODS
	Study Design and Data Source
	Data Collection Instruments
	Data Collection Procedures
	Outcome Variable
	Explanatory Variables
	Statistical Analysis
	Ethical Considerations

	RESULTS
	Background Characteristics of Participants
	Prevalence of Breast and Cervical Cancer Screening
	Factors Associated With Breast and Cervical Cancer Screening
	Socioeconomic Inequalities in Breast and Cervical Cancer Screening

	DISCUSSION
	REFERENCES


