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INTRODUCTION

This pocket guide draws on the National Screening Guidelines for Priority Non-
communicable Diseases (NCDs) in Primary Health Care for Jamaica and
repackages them as a handy tool for clinicians, policymakers and programme

managers.

Source: National Screening Guidelines for Priority Non-communicable Diseases
(NCDs) in Primary Care 2nd Edition. Ministry of Health & Wellness, Jamaica;
2024.

The complete screening guidelines are available at:
https://www.moh.gov.jm/wp-content/uploads/2021/03/National-Screening-
Guidelines-for-Priority-Non-Communicable-Diseases-NCDs-in-Primary-Health-

Care.pdf
o



During the patient encounter, the healthcare provider will be required to:

1. Identify the patient’s age and stage along the life course.
2. Classify the patient based on risk for the NCD being reviewed.

Average
Risk

Classify

High Risk

3. Identify the recommended screening test for the patient, appropriate to their life
course stage, age and risk classification.

(2]
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SCREENING GUIDELINE FOR HYPERTENSION &
CARDIOVASCULAR DISEASE IN CHILDREN & ADOLESCENTS

Algorithm 1: Screening, Referral and Follow Up in Children and Adolescents
at Average and High Risk for High Blood Pressure

) Referral to internal
Full medical medicine / paediatric
profile in PHC** clinic dependent on
age**

High Risk:
Elevated body mass index (BMI).

w4 Repeat BP twice*

BP measurement Other risk factors include:
Asymptomatic 8 cVurisk « Low birth weight
3to <19 years -ve oM
assessment ale sex
* Prematurity

« Sleep disordered breathing
 Chronic kidney disease

* There may also be comorbidity with
diabetes mellitus

-ve

Rescreen:

* Average risk: Every 2 years
* High Risk: annually

Abbreviations: PHC, primary health care, -ve, negative (<120/<80 mmHg), +ve, positive
(>120/>80 mm Hg)

*at different times, different settings if possible
** See appendix 3 of the National Screening Guidelines for priority Non-Communicable

Diseases (NCDs) in Primary Healthcare.



SCREENING GUIDELINE FOR HYPERTENSION &
CARDIOVASCULAR DISEASE IN ADULTS

Algorithm 2: Screening, Referral and Follow Up in Adults at Average and High Risk for High Blood Pressure and CVD Risk

If average

Full medical risk <40 yr

file PH assessed
Repeat pr?irll: to C and treated

twice* treatment by PHC if not

guidelines due to 2°
cause

Asymptomatic BP If 40 average
>20 years measurement risk-assessed
-ve: rescreen at every and treated by
visit & dependent on CVD PHC
risk and diagnosis

CVD risk If high risk or
measurement™ Actions to |, due to 2° cause

risk is or complication
dependent on refer to

High Risk CVD risk specialist
and
* Overweight or obese diagnosis

* Family history

Average Risk

* >18 Years nil history of
hypertension
* No risk factors

Abbreviations: PHC, primary health care, -ve, negative (<120/<80 mmHg), +ve, positive (>120/>80 mm Hg)
*at different times, different settings if possible. **See appendix 3 of the National Screening Guidelines for priority Non-Communicable
Diseases (NCDs) in Primary Healthcare. o
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SCREENING GUIDELINE FOR HYPERTENSION &
CARDIOVASCULAR DISEASE IN PREGNANT WOMEN

Algorithm 3: Screening, Referral and Follow up in Pregnant Women at Average
and High Risk for High Blood Pressure and Cardiovascular Disease Risk

+ve

Asymptomatic
>18yrs woman in FMP-HBP in
pregnancy average measurement PHC* link
and high risk to treatment

guideline

refer

High risk

antenatal
clinic

Rescreen and repeat blood
pressure at every antenatal visit** High Risk:

« History of eclampsia/ pre-eclampsia

* Multifoetal gestation

* Previous adverse maternal outcome

* Obesity

* Nulliparity

* Advanced maternal age

* Comorbid conditions; diabetes
autoimmune disorder, etc.

* African descent

**More frequent
screening schedule
of antenatal visits

CVD Risk Actions to risk is

measurement 6-8 dependent on CVD

weeks to 1 year risk and diagnosis
postpartum & follow up

Abbreviations: *at different times (30 mins or more apart), different settings if possible
*FMP-HBP, full medical profile for high blood pressure; PHC, primary health care; -ve, negative (SBP <140mmHg
or DBP<90mmHg before or after 20 weeks gestation); +ve, positive (SBP 140 or DBP >90mmHg before or after

20 weeks gestation)

** for the pregnant teenager



SCREENING GUIDELINE FOR HYPERTENSION &
CARDIOVASCULAR DISEASE IN THE ELDERLY

Algorithm 4: Screening, Referral and Follow Up in the
Elderly at Average and High Risk for High Blood Pressure and CVD Risk

q Referral to chronic
mencathbicod - FMP-HBP in PHC disease clinic, for
pressure reading Link to treatment persons with
twice* guideline hypertension as a
complication of a
pre-existing
condition and already
measurement in a Specialty _
& CV risk clinic. Consult with
e Internal Medicine

Asymptomatic
60yrs and older

High Risk
* Qverweight or Obese
 African descent
* Elevated BP
(120-129 mmHg)
Average Risk
* > 60 years nil
history of hypertension
* No risk factors

Rescreen at next clinic
visit for persons with
high risk and once
annually for persons
with lower risk

Abbreviations: FMP-HBP, full medical profile for high blood pressure; PHC, primary health care; - ve,
negative (<120/<80 mmHg); +ve,

positive (>120/>80 mm Hg)

*at different times (30 mins or more apart), different settings if possible

**See appendix 3 of the National Screening Guidelines for priority Non-Communicable Diseases (NCDs)

in Primary Health Care.
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SCREENING GUIDELINE FOR DEPRESSION
IN ADOLESCENTS

Algorithm 5: Screening, Referral and Follow Up in Adolescents at
Average and High Risk for Major Depression

Full Mental health
medical assessment
profile & and treatment
need for further in child guidance

diagnosis specialist services
Asymptomatic by PHC in MHT
10-19 years team

High Risk:

Personal/ family history of
mental health disorder,
state care, history of
chronic illness, traumatic

life event, single parent
home, sexual minorities, Scheduled rescreen post treatment

substance abuse by child guidance services

Rescreen once yearly (low risk group)
3 times yearly (high-risk group)*

Average Risk:
Dual-parent home,
good socioeconomic
background, good
family support

Abbreviations: MHT, Mental Health Team; PHC, primary health care; -ve, KADS-6 negative = score<6; +ve, KADS-6 positive = score 6 or >
* Adolescents at high risk should be screened at least annually

8]



SCREENING GUIDELINE FOR DEPRESSION
IN ADULTS

Algorithm 6: Screening, Referral and Follow Up in Adults at Average Risk and High Risk for Major Depression
refer

Full medical Treatment

profile & started at
mental health PHC
assessment

for diagnosis
PHC* Refer Complex

Cases

follow up

igh Ri **Rescreen at 4-12 months Specialist Clinic
High Risk:

Personal/family history of mental health disorder; poor
socioeconomic background; history of chronic illness;
disabilities; negative life event; single parent; sexual
minorities; substance abuse; antenatal and postnatal
women.

based on Risk Assessment MHT*

Average Risk:
Good socioeconomic background; good family/ friend
support; married; employed.

Abbreviations: PHQ-2, Patient Health Questionnaire 2; PHQ-2 +ve, positive = yes to either question; PHQ-2 -ve, negative = no to both questions; PHQ-9 +ve,
positive = score 5 or >5; PHQ-9 -ve, negative = <5; PHC, primary health care; MHT, Mental Health Team; *Criteria for referral to the MHT is in the mhGAP for
management of common mental health disorders in primary care. **Rescreen: High Risk Groups, twice annually; Average Risk Groups, annually; The Elderly,

2-4 times per year; Pregnant & Post-partum, each antenatal & postnatal visit



SCREENING GUIDELINE FOR DIABETES
MELLITUS TYPE 2 IN CHILDREN & ADOLESCENTS

Algorithm 7: Screening, Referral and Follow-up in Children and Adolescents at High Risk for Diabetes Mellitus Type 2

Encourage
lifestyle
changes

FMP-DM2
done in

Asymptomatic adolescents +FGB, -ve OGTT
and children <20yrs (2hrPP) & -ve FMP -
overweight/Obese*! DM2: rescreen in 3

months in PHC

Rescreen every 2 years

Treatment started by
PHC with referral to a

endocrinology)

High Risk:
Elevated body mass index, overweight and
obese children (>10) and adolescents (<18)
who fulfil the criteria for screening for diabetes:

Classification of high-risk
child/adolescent:

Overweight/Obese (BMI >1 z-score for
age and sex)

Plus, two or more additional risk
factors:

Family history of type 2 diabetes in first
degree and second degree relative;
signs of insulin resistance or conditions
associated with insulin resistance

Abbreviations: FMP-DM2, Full medical profile for Diabetes Mellitus Type 2; PHC, primary health care; -ve, negative (Fasting Blood Glucose or Oral
Glucose Tolerance Test normal); +ve, positive (elevated Fasting Blood Glucose or Oral Glucose Tolerance Test

*1 Plus 2 or more risk factors *2 See clinical management guideline @



SCREENING GUIDELINE FOR DIABETES MELLITUS
TYPE 2 IN ADULTS

Algorithm 8: Screening, Referral and Follow-up in Adults at Average Risk for Diabetes Mellitus Type 2

Treatment PHC

Repeat Full medical with referral to
FBG & 0GTT profile in PHC specialist when

required*

Either +ve

Asymptomatic .
average risk: No Average Risk:
risk factor, >45yr  Adults with no risk factors
 Nil personal history of DM

3 Rescreen:
Both -ve Every 2 years
if no risk factor

Abbreviations: PHC, primary health care; -ve, negative (normal Fasting Blood Glucose or Oral Glucose Tolerance Test); +ve,
positive (elevated Fasting Blood Glucose or Oral Glucose Tolerance Test)
*Criteria for specialist care from the clinical management guideline

®



SCREENING GUIDELINE FOR DIABETES
MELLITUS TYPE 2 IN ADULTS

Algorithm 9: Screening, Referral and Follow-Up in Adults at High Risk for Diabetes Mellitus Type 2

Either +ve Treatment PHC

with referral to
specialist when
required*

GIACCAnE High Risk:
(759 glucose) Overweight or obese (BMI >25 kg/m,)

and among adults who have one or
more of the following risk factors:

* First-degree relative with

Rescreen: diabetes

Both -ve At least annually for * History of Cardiovascular

high risk Disease (CVD)

* Hypertension (BP>140/90
mmHg or on therapy for
hypertension);

* Hyperlipidaemia

* Women with polycystic ovary
syndrome

* Physical inactivity

 Other clinical conditions
associated with insulin
resistance (e.g., severe
obesity, acanthosis nigricans)

ey Repeat FBG

2 0GTT Full medical

Either +ve profile in PHC

Asymptomatic
high risk, >30yr

Abbreviations: -ve, negative (normal Fasting Blood Glucose or Oral Glucose Tolerance Test); +ve, positive (elevated Fasting Blood Glucose or Oral
Glucose Tolerance Test); PHC, primary health care; *Criteria for specialist care from the clinical management guideline
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SCREENING GUIDELINE FOR DIABETES
MELLITUS TYPE 2 IN PREGNANT WOMEN

Algorithm 10: For Screening, Referral and Follow Up in Women at Average Risk for Diabetes in Pregnancy

Refer for specialist care -

high risk clinic*

Average Risk:
Asymptomatic antenatal
with low risk of DM.

Asymptomatic*
pregnant screen at 24-28
weeks gestation*

Rescreen at 28
H

Screen for
CVD risk

Refer for further
care as indicated*

Abbreviations: 0ST — 0’Sullivan’s Test; FBG, Fasting Blood Glucose; OGTT, Oral Glucose Tolerance Test; -ve,
negative (normal 0 Sullivan Test, Fasting Blood Glucose or Oral Glucose Tolerance Test); +ve, positive (elevated
0’Sullivan, Fasting Blood Glucose or Oral Glucose Tolerance Test)

* Further care would need to be identified to manage CVD risk

®



SCREENING GUIDELINE FOR DIABETES
MELLITUS TYPE 2 IN PREGNANT WOMEN

Algorithm 11: Screening, Referral and Follow Up in Women at High Risk for Diabetes in Pregnancy

Refer for specialist care -
high risk clinic*

!

+ve

High Risk:
Asymptomatic antenatal
with high risk of DM

Asymptomatic*

screen at first
antenatal

visit

+ve FGB
-ve OGTT

0ST

Risk factors that increase a
woman’s risk for developing
GDM includes:
* Obesity
* Increased maternal
age (>35)
* History of GDM
* Women with a history
of macrosomia
* Family history (close
relative) of diabetes.

Rescreen at 24-28
weeks

Screen for GVD
Risk

Refer for further
care as indicated*

Abbreviations: 0ST — 0’Sullivan’s Test; FBG, Fasting Blood Glucose; OGTT, Oral Glucose Tolerance Test; -ve, negative (normal 0 Sullivan Test,
Fasting Blood Glucose or Oral Glucose Tolerance Test); +ve, positive (elevated 0’Sullivan, Fasting Blood Glucose or Oral Glucose Tolerance
Test) * Further care would need to be identified to manage CVD risks.
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SCREENING GUIDELINE
FOR BREAST CANCER IN WOMEN

Algorithm 12: Screening, Referral and Follow Up in Women at Average Risk for Breast Cancer

Clinical breast +ve
examination (CBE) based

<40 years

on clinical assessment

Asymptomatic

women at 40-69 years Mammogram once e >
average risk per year

Informed decision to e o

> WREICAL] be screened or CBE -

Women at an average risk
are defined as such based on:
* No personal or family

history of breast cancer -
*Personal or family history Refer to Ia_ s_pemallst ( e
is not associated with cinie

BRCA 1 or 2 gene
mutations
* No chest radiation

Though routine screening is not recommended for men, men may develop breast cancer and should be encouraged to feel their
breast and chest walls and report to their doctor any lumps or change.



SCREENING GUIDELINE
FOR BREAST CANCER IN WOMEN

Algorithm 13: Screening, Referral and Follow up in Women at High Risk for Breast Cancer

Women at high risk for breast
cancer are defined as such

based on:
Asymptomatic women L. Family history
identified to be at high 2. Prior diagnosis of breast cancer
risk 3. Chest radiation

4. Genetically tested (BRCA 1 or 2
mutation (17) and other mutations
including TP3 (25)

Request investigations (MRI,
ultrasound can be used as adjunct to
mammography if the MRI cannot be
done) and refer to a specialist clinic*

*High risk women should be referred to a Specialist Clinic. Screening test should be indicated as a

baseline.



SCREENING GUIDELINE
FOR CERVICAL CANCER IN WOMEN

Algorithm 14: Screening, Referral and Follow of Women at Average Risk for Cervical Cancer

Screening not recommended
HPV vaccination: 1 dose
between 9-14 Years
Adolescent (irrespective of risk)
<20 years [
Cytology every 3

years
Screen every 3 years
with Cytology every
3 years
Rescreen:
Asymptomatic HPV every 3 years OR

Screen every 3 years with
female at average -
e '] 30-64 years Cytology or HPV testing Cytology every 3 years

every 3 years

+verefer

3 q We isk
65 years Routine screening not ar:“r;:’l‘i:;ﬂa 2s suh based o
& older recommended* « No autoimmune illness or

compromised immune system

+ve refer  No in utero exposure to
diethylstilboestrol

* No history or previous
treatment of high-grade
precancerous lesion or cervical
cancer

Abbreviations: -ve, negative; +ve, positive

*Specialist consult and screening if <3 consecutive negative screening test results

®



SCREENING GUIDELINES
FOR CERVICAL CANCER IN WOMEN

Algorithm 15: For Screening, Referral and Follow Up in Women at High Risk for Cervical Cancer

Screen with
Cytology once

Rescreen every

per year year with Cytology

Asymptomatic Rescreen every year
women at Screen with Cytology with Cytology or HPV
high risk once per year OR HPV Testing
testing once per year

Rescreen every year
Screen with Cytology with Cytology or HPV
or HPV testing once testing
per year
Women at higher risk:
* Autoimmune illness or
compromised immune system| Referral to
* In-utero exposure to iali
dithyistiboestiol “ s';ﬁz'z"“
 History or previous
treatment of high-grade
precancerous lesion or
cervical cancer

+ve refer

Abbreviations: -ve, negative, +ve, positive

®



SCREENING GUIDELINES
FOR CERVICAL CANCER IN WOMEN

Algorithm 16: Recommended for Primary HPV Screen and Treat Algorithm

]

>ASC-US
Primary HPV
Screening
NILM

'
'



SCREENING GUIDELINES
FOR COLORECTAL CANCER IN ADULTS

Algorithm 17: Screening and Follow Up of Adults at Average or High Risk for Colorectal Cancer

Average risk screen with y .

patiengl > 45 Stool Testing, annual Fit c°;‘_‘|"|‘_;'°" Scfe:nlng
or Annual guaiac FOB x 3 until life expectancy

eam ot . <10 Years*

High risk
patient Colonoscopy (can be
offered as initial

patient)

Average risk:
* Age > 45 years,
« Nil personal/family history
« Nil predisposing genetic factors
High risk:
© Age > 45 years, male, black race
Specialist clinic  Associated risk (obesity, smoking,
diabetes, low fiber diet)
* Personal/family (close) colorectal
cancer
* Predisposing genetic disorder
(Ulcerated Colitis, Crohn’s Colitis,
familial adenomatous polyposis
Abbreviations: -ve, negative; +ve, positive . etc
*Rescreen Average Risk Patients with negative Colonoscopy every 10 years; rescreen High Risk Patients with negative
Colonoscopy < 5 years depending on risk assessment.
** Colonoscopy incomplete OR not available OR patient unwilling Source: modified (30)

D




SCREENING GUIDELINES
FOR PROSTATE CANCER IN MEN

Algorithm 18: Screening and Follow Up of Men at Average and High Risk for Prostate Cancer

PSA rescreen
in 2 years

PSA <1ng

>40y african
descent

PSA <1ng<3ng
PSA rescreen
in 1 year

PSA
screen

Asymptomatic
men >40y

PSA >3ng*

DRE
screen

Specialist clinic

Suspicious DRE*

High Risk Average Risk
1.Age >50 years 1.Age <40 years
2. African descent 2. Non-African descent
3. Personal/ family history (close 3. Nil personal/ family (close relative)
relative) prostate cancer history of prostate cancer
4. History of BRCA1/ BRCA 2 mutation

Abbreviations: DRE, Digital Rectal Examination; PSA, Prostate Specific Antigen
* All suspicious DRE / PSA> 3ng should be referred to a Specialist Clinic; other tests to assist with the work up of the patient may be requested but

should not delay referral to a Specialist Clinic
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