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Abstract 21 

Objective: Routine, population-wide cervical screening programmes reduce cervical cancer 22 

incidence and mortality. However, socioeconomically deprived communities and ethnic 23 

minority groups typically have lower uptake in comparison to the general population and thus 24 

are described as ‘underserved’. A systematic qualitative literature review was conducted to 25 

identify relevant determinants of participation for these groups.  26 

Methods: Online databases were searched for relevant literature from countries with well-27 

established, call-recall screening programmes. Overall, 24 articles were eligible for inclusion. 28 

Data was synthesized via Framework synthesis. Dahlgren & Whitehead’s (1) social model of 29 

health was used as a broad a priori coding framework.  30 

Results: Participation was influenced by determinants at multiple levels. Overall, patient-31 

provider relationships and peer support facilitated engagement. Cultural disparities, past 32 

healthcare experience and practical barriers hindered service access and exacerbated 33 

negative thoughts, feelings and attitudes towards participation. Complex interrelationships 34 

between determinants suggest barriers have a cumulative effect on screening participation.  35 

Conclusions:  These findings present a framework of psychosocial determinants of cervical 36 

screening uptake in underserved women and emphasise the role of policy makers and 37 

practitioners in reducing structural barriers to screening services. Additional work, exploring 38 

the experience of those living within socioeconomically disadvantaged areas, is needed to 39 

strengthen understanding in this area.  40 

 41 

KEYWORDS:  Cervical screening, underserved, qualitative, evidence synthesis  42 
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Background 43 

Cervical screening aims to detect precancerous, and often symptomless, abnormalities 44 

within the cervix, and prevent cervical cancer morbidity and mortality. Although this is 45 

sometimes referred to as ‘cervical cancer screening’, the test is not designed to detect 46 

cancer and is intended as a preventative measure. To avoid confusion and potentially 47 

deterring people from screening, many organisations now use the term ‘cervical screening’ 48 

rather than ‘cervical cancer screening’ (2–4). 49 

Many countries such as Finland, Netherlands and the United Kingdom; UK) have 50 

implemented population-wide cervical screening programmes in which women are invited to 51 

be screened at regular intervals. Whilst target age groups and screening intervals differ 52 

across countries, organised screening programmes have been shown to significantly reduce 53 

rates of cervical cancer incidence and mortality, increase equity of access, and thus improve 54 

programme efficacy and cost-effectiveness (5–7). Indeed, in the UK alone, it is estimated 55 

that the national cervical screening programme saves around 5,000 premature deaths from 56 

cervical cancer each year (8). Despite these benefits, socioeconomic inequalities in uptake 57 

remain (9).  Whilst attendance data by socioeconomic status (SES) is not always collected at 58 

population level, research evidence from multiple countries demonstrates that those from 59 

socioeconomically deprived communities are less likely to attend routine cervical screening 60 

in comparison to those of higher socioeconomic status (10–14). These inequalities are 61 

particularly problematic given non-attendance at routine screening substantially increases 62 

risk of cervical cancer mortality (15). Higher rates of non-participation within underserved 63 

groups are therefore likely to result in higher ill-health burden within already disadvantaged 64 

communities. For example, cervical cancer incidence rates are 72% higher for women living 65 

in the most deprived areas in England, in comparison to the least deprived. Moreover, 66 

women living in the most deprived areas in England are 148% more likely to die from 67 

cervical cancer in comparison to women living in the least deprived areas (16).  As such, it is 68 

important to understand factors influencing cervical screening participation within low SES 69 

groups. Given the association of deprivation with ethnic minority status (17),  it is also 70 

important to ensure that efforts to understand socioeconomic inequalities include evidence 71 

which elucidates factors important to ethnic minority groups. This is particularly relevant in 72 

relation to cervical screening as past research has consistently highlighted those from ethnic 73 

minority groups are also often less likely to participate in routine screening (14,18–22).  74 

Participation in routine cervical screening is complex and dependent on multiple factors that 75 

are situated within psychological, sociocultural and environmental contexts (11,23). Survey 76 

data suggests negative attitudes and beliefs towards cervical screening, poor screening-77 

related knowledge, fear and embarrassment surrounding the procedure, work commitments 78 
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and childcare challenges are common barriers to participation (20,21,24,25). Understanding 79 

of these factors has been advanced by qualitative methods. Qualitative approaches have 80 

contextualised determinants, providing rich, in-depth exploration of women’s experience of, 81 

and perspectives towards, cervical screening. Such studies have echoed the barriers 82 

highlighted above and demonstrated the complexity of cervical screening related behaviour, 83 

whereby individual’s attendance is often related to multiple factors and circumstances rather 84 

than one specific determinant (26–30). 85 

Whilst individual qualitative studies offer important insight, synthesising bodies of qualitative 86 

evidence allows researchers to develop new and detailed insight into a phenomena. This 87 

approach can also highlight previously unexplored pathways to behavioural change (31). 88 

Previously, researchers have synthesised qualitative evidence to gain insight into 89 

determinants of engagement with cancer screening programmes. Young et al., (32) 90 

reviewed qualitative literature in the UK which focused on factors influencing the decision to 91 

attend for cancer screening. Although considering cancer screening broadly, this review 92 

highlighted the influence of patient-provider relationships, cancer-related fear and risk 93 

beliefs/discourses in contributing to decisions surrounding screening attendance. More 94 

specifically to cervical screening, Chorley et al., (11) synthesised 39 studies that explored 95 

factors influencing cervical screening participation.  This review emphasised screening as a 96 

behaviour that was consistently reassessed and revaluated over time, determined 97 

predominately by women’s thoughts and perceptions of the test as they considered the 98 

relevance and value of screening in conjunction with their emotional responses towards (and 99 

previous experiences of) the procedure. To a lesser extent, extrinsic factors such as 100 

competing priorities and practical barriers, were also identified and discussed as factors that 101 

may influence screening participation.  102 

These reviews provide detailed insight into screening participation. However, much existing 103 

cervical screening literature tends to focus on individual level factors (e.g., beliefs, attitudes, 104 

emotions), with less attention given to social or environmental based barriers to 105 

engagement. This may lead to an over-emphasis on individual responsibility to, for example, 106 

‘change’ one’s thoughts, feelings and behaviours which in turn can inadvertently increase 107 

challenges to service access for marginalised or underserved groups (e.g. those of low 108 

socioeconomic status or those from ethnic minority groups) (33–35). Situating these 109 

determinants within wider social, structural and cultural contexts would therefore be 110 

valuable, particularly as doing so allows researchers to explore and understand how multi-111 

level factors interact with one another to influence behaviour (36,37). 112 
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Existing reviews also present an overview of determinants in the context of a generalised 113 

female population. The perspectives of ethnic minority and deprived communities tend to be 114 

largely absent from academic research (38) and as such, it is currently difficult to determine 115 

how these generalised determinants of uptake are relevant to these underserved groups. 116 

Whilst reviews of the literature focusing solely on underserved populations are scarce, there 117 

are some examples of systematic reviews which have aimed to identify specific determinants 118 

of screening participation within those least likely to attend (39–41). However, these reviews 119 

consider participation across a variety of international screening services, some of which 120 

come with a cost attached, or are not available country-wide, unlike the free screening 121 

programmes available within countries such as the UK, Australia, Denmark and Sweden.  122 

Due to these disparities, it remains important to consider specific determinants of cervical 123 

screening participation for underserved women, in the context of population wide call-recall 124 

programmes (i.e. whereby women are invited/recalled to participate at regular intervals).  125 

Given the existing disparities in routine cervical screening uptake, the present review 126 

therefore aims to systematically collate and synthesise qualitative literature which explore 127 

determinants of cervical screening participation within the context of population wide call-128 

recall screening programmes. Specifically, this review aims to synthesise the views of ethnic 129 

minority women and women living in socioeconomically deprived communities, identifying 130 

key commonalities across these underserved groups.   131 

Method 132 

The present qualitative systematic review adheres to ENTREQ guidelines for reporting 133 

qualitative synthesis (42) (see Supplementary Materials A).  134 

Defining Terms 135 

The present review uses the term ‘underserved women’ to collectively refer to a) women of 136 

ethnic minority status and b) those of low socioeconomic status. For the purposes of clarity, 137 

further defining details of these sub-groups are included in Supplementary Materials B.   138 

Search Strategy 139 

A comprehensive search of Web of Science, Scopus, MEDLINE, CINAHL and 140 

PsycARTICLES databases were carried out in June 2018 to identify relevant literature.  Grey 141 

literature was searched via Proquest Dissertation and Theses. Databases were searched 142 

with broad search terms relating to determinants of cervical screening participation to 143 

minimise the risk of missing any potentially relevant studies. An example search strategy is 144 

presented in Supplementary Materials C and was developed from a previously published 145 

systematic review in the field (11). Forward and backward citation searching was conducted 146 

on all included studies. The reference lists of full text articles were also hand searched for 147 
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additional eligible literature. This search strategy was repeated in January 2021, to 148 

incorporate relevant literature published in between September 2018 and January 2021, in 149 

line with guidance from Cochrane on updating systematic reviews (see 43). 150 

Inclusion and Exclusion criteria  151 

Articles were included under a strict set of eligibility criteria. We included any paper that 152 

included women’s detailed, perspectives and/or experiences regarding participation (or non-153 

participation) in routine cervical screening, within healthy samples of adult women eligible for 154 

routine screening (in their country of residence) who, in addition, can be classified as 155 

belonging to an ethnic minority or low socioeconomic status group. Articles should also be 156 

based within a country with a well-established (i.e. 10 years+) call-recall programme (i.e. at 157 

the time of the review this included the UK, Australia, Denmark, Finland, Iceland, Korea, the 158 

Netherlands, Norway, Slovenia and Sweden), and published at least 10 years after the 159 

initiation of routine screening within that country (See Supplementary materials D). This is to 160 

ensure views were in reference to an established programme which was familiar at a 161 

societal level. In addition, articles were excluded if no analysis of primary data was included 162 

and/or if the full-text was not available in English.    163 

Data extraction 164 

Identified records were initially stored on Endnote. Following the removal of duplications, AW 165 

screened title and abstracts for potential eligibility. The remaining full-text articles were then 166 

screened in line with the eligibility criteria. At both the title/abstract screening, and full text 167 

screening stages, LS acted as an independent, second reviewer and screened 20% of the 168 

sample.  Rates of concordance between the first and second reviewer were high (96% 169 

overall). Any disagreements were resolved via discussion. 170 

Data synthesis 171 

Thomas, O’Mara-Eves, Harden and Newman (45) suggest that the process of framework 172 

synthesis can described in two broad stages: Developing or selecting an initial framework 173 

and Recognising patterns through aggregation.  174 

Stage One: Selecting an initial framework  175 

To ensure cervical screening was considered within wider social and cultural contexts, it was 176 

important to select a framework which incorporates a holistic view of determinants that may 177 

influence an individual’s health and/or health behaviours. Dahlgren and Whitehead’s (1) 178 

Social Model of Health was deemed a suitably broad and inclusive framework for the current 179 

synthesis, which outlines the multi-level determinants of health and health behaviours. This 180 

model also emphasises interactions between determinants, demonstrating how individual-181 
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level factors are situated within, and relate to the social, economic and cultural environment.  182 

Moreover, as this model is widely used throughout health and health-related literature (e.g. 183 

Bambra et  al., 2010; Public Health England, 2017), the application of this model to the 184 

current dataset also facilitates outcomes that are useful for policy and practice.   185 

Stage two: Recognising patterns through aggregation 186 

Eligible literature was uploaded to NVivo version 12. Any text that referred to the findings of 187 

the included studies were line by line coded and grouped thematically in line with the initial 188 

framework. The coded text included participant quotes and interpretive text from the 189 

author(s). Text excluded from coding (e.g. text quoting/referring to the opinions of health 190 

professionals or from comparison groups who did not fit the eligibility criteria) is summarised 191 

in Supplementary Materials E. Coding and analysis was primarily conducted by the lead 192 

author who is an experienced qualitative researcher. The lead author also met regularly with 193 

the second author to check coding/thematic development and discuss findings. During this 194 

stage, the initial framework was iteratively adapted to reflect the content of the synthesised 195 

literature i.e. by incorporating codes and themes identified during the coding process.   196 

Data relating to each aspect of the finalised framework was extracted into tabular format in 197 

Microsoft Word, and then reviewed again to ensure themes and sub-themes were 198 

addressing the overall study aims. The studies contributing to each aspect of the framework 199 

were expressed in tabular format (see Supplementary Materials F), to illustrate the 200 

robustness of the review and relative weight of each determinant/aspect. 201 

Quality Assessment 202 

Whilst there is a lack of consensus around appraising methodological quality in qualitative 203 

syntheses (47), the Critical Appraisal Skills Programme (CASP) checklist is the most 204 

commonly used within health and social care related literature reviews (48). This checklist 205 

guides systematic appraisal of studies on the basis of 10 questions relating to the reporting 206 

of the research, appropriateness of chosen methodologies and rigour of data analysis. The 207 

first 9 questions are answered via yes/no (or unsure) checkboxes and with the statement of 208 

value being made for the final question. Included literature was assessed, via the CASP 209 

checklist, by AW and checked by LS. Quality was assessed purely for guidance purposes, 210 

as poor reporting does not adequately justify excluding valuable participant data (see 211 

47,49,50). However, no studies were found to be of low quality (See Supplementary 212 

Materials G) 213 
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Results 214 

Search Results 215 

Following the literature search (and after removal of duplications), 544 articles were 216 

screened, with 511 being removed due to ineligibility. During the second (full text) round of 217 

screening, 19 further articles were removed. Overall, 24 studies were included within the 218 

final review. Further details of this process can be found in Figure 1. As highlighted within 219 

the inclusion criteria, all participants were residents of a country with a population-wide, 220 

routine, call-recall cervical screening programme. In addition, all participants were eligible to 221 

participate in their home country’s routine screening programme. The vast majority of the 222 

studies (n=21) focused on the perspectives of ethnic minority women with 2 studies focused 223 

on the perspectives of women from deprived communities. The one remaining study 224 

included the perspectives of both ethnic minority women and those of low socioeconomic 225 

status (i.e., two focus groups included those of low socioeconomic status and four focus 226 

groups included those of ethnic minority). 227 

 [Insert Figure 1 here] 228 

Summary of Study Characteristics  229 

Of the studies recruiting ethnic minority women, nine were carried out in the UK, six were 230 

carried out in Australia, two in Norway, three in the Netherlands, one in Sweden, one in 231 

Finland. The majority of studies (n=16) were focused upon migrant women. Two further 232 

studies grouped women as a minority based upon their religious beliefs, three studies 233 

classified participants as an ethnic minority if they self-defined as an ethnic group other than 234 

the country’s majority population and one study described participants as an ethnic minority 235 

in relation to their language group (without reference to migrant status).  236 

Of the three studies specifically recruiting women of low socioeconomic status, two were 237 

carried out in the UK and the remaining study was carried out in Australia. Two studies 238 

classified participants as low socioeconomic status as they lived within areas of high 239 

deprivation. The remaining study classified participants by their social grade i.e., including 240 

those who were from social grades C (lower middle class/skilled working class) through to E 241 

(non-working).  Further characteristics of the 24 included studies are presented in 242 

Supplementary Materials H. 243 

Data Synthesis 244 

Literature was synthesized using Framework Synthesis. Four over-arching, inter-dependant 245 

levels of influence were developed: 1) The Individual, 2) Social Context, 3) The Healthcare 246 

Environment and 4) Wider Society.  All levels were influential across both ethnic minority 247 

women and women of low socioeconomic status, however the type of influence within each 248 
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level (i.e., sub-themes) were often underpinned by sociodemographic context (See 249 

Supporting Information 2 for an overview of how reviewed studies mapped to themes/sub-250 

themes). A conceptual framework, outlining the major themes and sub-themes relevant to 251 

underserved women, is presented in Figure 2. A narrative outline of sub-themes are 252 

presented below, with accompanying illustrative quotes shown in Table 1.  253 

[Insert Figure 2] 254 

The Individual  255 

Embarrassment  256 

Embarrassment was a prominent sub-factor associated with cervical screening, mentioned 257 

across 15 studies (27,29,51–63). The procedure itself was deemed to be both physically and 258 

emotionally invasive, and those with strong religious or cultural beliefs felt there was an 259 

aspect of shame associated with ‘exposing’ oneself, even to medical professionals 260 

(53,54,56,58,61,62).  Some deemed it embarrassing to talk about cervical screening with 261 

others, particularly if incompatible with their cultural norms (51,54,57,64). These feelings of 262 

embarrassment and shame decreased women’s motivation to make appointments and were 263 

a key barrier to attending or reattending routine cervical screening.  264 

Fear 265 

Participants in 17 studies (27,29,51,53,55–67) discussed feeling fear in relation to making, 266 

attending or even talking about a cervical screening appointment. This fear appeared to be 267 

related to two distinct aspects of the screening process; fear of the actual test, and fear of 268 

the potential outcome. In the most extreme case some participants suggested they would 269 

prefer to die without knowing they had cancer than attend screening and find out in advance 270 

(58,60). Although in some cases, the perceived severity of cancer acted as a facilitator to 271 

attendance (52,53,67). In two studies, women suggested that the anticipated relief of  272 

receiving a positive outcome could overcome these fears, with the benefits of screening 273 

outweighing their own emotional response to the test (51,62).   274 

Risk beliefs  275 

Fifteen studies (27,51–57,60–63,65,67,68) outlined the influence of cervical cancer related 276 

risk beliefs on screening engagement. Women felt they were at low risk of developing cancer 277 

if they only had one sexual partner or were in a monogamous long-term relationship 278 

(27,53,61–63,65). Some held a belief that those from Somalian or Muslim cultures do not 279 

develop cancer, due in part to the perception that their religious background was a protective 280 

factor for cancer. This in turn was associated with the presence of misinformation and a lack 281 

of screening related knowledge within the community (56,60). There were also some 282 
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participants that felt that because they had no concerning symptoms, or were not worried 283 

about cervical cancer, they would not be at risk of developing the disease (27,54,55,59–284 

62,65,67). All of these risk beliefs were a significant barrier to attending screening services, 285 

as women felt there was no urgent need to attend under these circumstances. In contrast, 286 

the perceived severity of cervical cancer (53,67) and symptomless nature of the disease 287 

(52,62) encouraged intentions to screen.  288 

Religious Beliefs  289 

Participants across eight studies (53,56–60,66,69) also referred to their religious belief's 290 

surrounding sickness and disease, and suggested that praying to Allah or God would keep 291 

them safe from cervical cancer (59,60). Some believed the development of cervical cancer 292 

to be the result of a curse or engagement in negative behaviours or attitudes (58,59). 293 

Religious beliefs were often also tied to fatalistic attitudes towards cervical cancer, 294 

suggesting that it was ‘God’s will’ or ‘fate’ if one developed, or indeed was cured of, this 295 

disease (30,53,56,57,69). This in turn suggested cervical screening was an unnecessary 296 

procedure, which could do little to alter the already inevitable. In contrast, two studies 297 

highlighted a religious-based responsibility to take care of one’s own health, and engage 298 

with the medical options available to them (53,69).  299 

Prioritising competing demands  300 

Eleven studies (29,51–54,57,59,60,62,63,65) directly referred to competing demands 301 

throughout individuals’ everyday lives, and discussed how cervical screening was often 302 

prioritised last.  Home life, work life and paying bills were deemed more urgent and more 303 

important than participating in cervical screening, with some suggesting that their own health 304 

in general was not a priority when they had so many different responsibilities to manage 305 

(51,60,62,63). Migrant participants also had increased demands and responsibilities such as 306 

finding employment, accommodation and schooling for children which similarly needed to 307 

take priority over and above arranging cervical screening appointments (52,54,65). Some 308 

participants suggested screening was often postponed or forgotten about due to these 309 

complex, competing demands (27,29,57,62,65). 310 

Perceived stigma 311 

Eight studies (27,29,51,53,54,60,62,63) referred to perceptions of stigma surrounding 312 

participation in cervical screening. Women expressed a concern that they would be 313 

negatively judged, as screening attendance indicated to others that they were sexually active 314 

(27,29,63). This was also exacerbated by the belief that cervical cancer was caused by 315 

promiscuity, which was particularly problematic for those with strong religious networks 316 

(27,53,62) . 317 
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Knowledge  318 

There was a general lack of knowledge regarding the purpose of cervical screening, across 319 

19 studies (27,29,51–62,64,65,67,68,70). Some participants did not associate screening with 320 

cervical cancer and in some cases believed the test was carried out to detect other diseases 321 

or infections (i.e., such as HIV or syphilis) (58). This was sometimes linked to unfamiliarity 322 

with the test for migrants who had no experience of the procedure within their home 323 

countries (55) and/or a lack of accessible cervical screening related information (29,58,64). 324 

Others held beliefs that were rooted within incorrect knowledge about cervical cancer (for 325 

example, that a lack of symptoms meant that they did not need to attend cervical screening) 326 

(27,52,56,57,60,64,65). A lack of knowledge did not always lead to non-participation. Some 327 

participants explained that they had taken part in cervical screening simply because family 328 

members and/or health professionals  had told them they should , with little knowledge or 329 

understanding of the benefits or costs of the test (54,61,64,68).  330 

Social Context 331 

Peer and family influence 332 

Twelve studies (29,51,53–56,59,60,62,64,65,68,70) outlined the importance of social context 333 

in both deterring and facilitating cervical screening engagement. Strong social networks 334 

facilitated screening access, particularly for newly arrived women who found the process of 335 

settling into a new country, registering with numerous healthcare providers and services, 336 

overly complex (51,53,59,65,68).  337 

Close family members were felt to be particularly influential in facilitating appointment 338 

making and encouraging attendance (e.g. 65). Conversely, hearing negative stories and 339 

experiences from others, or even never having heard about female relatives attending 340 

screening could increase barriers to their own engagement (29,54–56,70). Husbands were 341 

particularly influential, especially for those who were reliant on their partners for translation 342 

services. In some cases, participants suggested they would not, or could not, attend if their 343 

partner held negative views towards cervical screening (59,60,64,65).  344 

Barriers to communication 345 

Fifteen studies (52–54,56–61,63–65,67,68,70)  highlighted the impact of communication 346 

barriers, particularly amongst those who did not speak English as a first language. 347 

Participants described difficulties in reading and comprehending written information related 348 

to screening (thus not appreciating the importance of attendance) (52,53,57–60,63,65,67,68) 349 

and in verbally communicating with health professionals (61,64,65,70). Some needed to 350 

attend their GP practice with their husbands or sons as they were not always aware that they 351 

could have access to a translator (53,54,56,59,60). Even those who could communicate well 352 
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in English, outlined more nuanced difficulties in communication (e.g., expressing their 353 

thoughts and feelings clearly) during such a personal procedure, and experienced and/or 354 

expected negative attitudes or judgement from health professionals because of their ethnic 355 

status (61,64,68). 356 

 Unfamiliarity with screening 357 

Eleven studies (55–58,65,67,68,71,72) referred to a lack of familiarity with cervical 358 

screening. As well as being exacerbated by the language barriers and lack of peer/family 359 

support described above, migrant participants discussed the differences between healthcare 360 

in their home country and the country they were living in now; this being particularly 361 

problematic when individuals had migrated from countries with no formal screening 362 

programme (55–58,66). For some however, this unfamiliarity was not necessarily with the 363 

concept of cervical screening in itself, but with the way that cervical screening was delivered. 364 

Team et al., (72) described the disparities between healthcare in Russia (where women 365 

would be penalised if they did not participate in regular health checks) and the free choice 366 

that existed within the women’s new place of residence. Unfamiliarity with their new 367 

healthcare system thus resulted in perceptions that cervical screening was unimportant 368 

(i.e.as it would be compulsory if important to participate in).  369 

Healthcare Environment 370 

Past experiences of screening and healthcare 371 

Eleven studies (27,51,54,56,58,61,62,64,65,68,73) referred to participant’s past healthcare 372 

experiences as a potential barrier to future engagement. Overall, negative past experiences 373 

of the test (such as pain and/or bleeding) reduced the likelihood of future attendance. 374 

Moreover, migrant women described negative screening experiences that arose due to 375 

language barriers; for example some studies included accounts of women participating in 376 

cervical screening without the procedure being explained to them (thus also highlighting a 377 

lack of informed consent) (51,54,56,64). Impersonal and ‘clinical’ environments and/or 378 

screening facilities (in one instance likened to ‘herding cattle’; ,65) were also off-putting to 379 

service users and increased barriers to future participation.  380 

Sex of practitioner  381 

Fifteen studies (29,51,53,54,56–64,67,73) emphasised that access to a female screen-taker 382 

was key to encouraging screening participation. Across studies, the potential of a male 383 

screen-taker was off-putting to participants, resulting in feelings of embarrassment and 384 

indignity, and encouraged postponement. Female practitioners were believed to be more 385 

understanding and empathic; participants suggested they could be more open about their 386 
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fears, questions and concerns if they were speaking to a professional who had also 387 

experienced the screening procedure (51,59,61,73).  388 

Interpersonal skills of practitioners 389 

Although female staff were preferred throughout, this alone was not enough for participants 390 

to feel at ease with the screening procedure. Thirteen studies (27,29,51,57,58,60–391 

62,65,66,68,70,73) outlined the influence of practitioners’ general interpersonal skills. 392 

Women spoke favourably about healthcare staff who explained the procedure well and were 393 

friendly and approachable (e.g. 68,70). However, some participants described contrasting 394 

experiences; feeling misunderstood, unheard, ‘shouted at’ and/or rushed by healthcare staff 395 

which in turn, was a barrier to future participation (27,29,51,68) .  396 

Continuity of care 397 

In addition to a female practitioner (see ‘Sex of practitioner’ above), four studies 398 

(51,59,62,73) expressed the importance of a regular health-care practitioner and outlined 399 

women’s desire to see a doctor who they had previously built a rapport with and who was 400 

already familiar with their medical history. This was deemed particularly important in relation 401 

to those who had suffered sexual abuse, so individuals were not required to repeatedly 402 

explain their background to various different members of staff (73). Poor continuity of care, 403 

or access to a familiar/trusted practitioner was therefore a barrier to screening for some 404 

service users.  405 

Medical Mistrust  406 

Participants across seven studies (27,52,57,59,60,65,70) discussed the mis/trust they felt in 407 

relation to their healthcare providers. Migrant women in particular, expressed mistrust toward 408 

healthcare providers within the country they were currently residing in, sometimes referring 409 

to (their own or others’) experiences of medical mistakes or inadequate healthcare as 410 

validation (59,60,70). These women often preferred to verify medical decisions and 411 

diagnoses with practitioners in their countries of birth. In some cases, participants also 412 

described travelling, or intending to travel, back to their country of birth for screening (52,e.g. 413 

70).  414 

Practitioner Endorsement 415 

Thirteen studies (27,52–55,58–61,65,67,68,72) suggested women were more likely to attend 416 

cervical screening if they felt attendance was endorsed by a known health professional. 417 

Participants discussed being reminded or encouraged to attend when visiting their GP 418 

practice. Some also felt a personally addressed invitation letter was encouraging and also 419 

acted as a reminder to book their appointment (53,59). Reliance on GP encouragement was 420 
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particularly strong within individuals who had migrated from a country with a more 421 

compliance-based healthcare system (52,72).  422 

Service Accessibility 423 

Ten studies (27,29,51,54,56,57,61,62,68,70) referred to practical factors related to screening 424 

service access. Some migrant participants said receiving an invitation letter, to a free-of-425 

charge test, facilitated attendance (61,68,70). Despite this, many women still faced practical 426 

barriers to accessing screening services and , across studies, highlighted lack of childcare, 427 

difficulties with travelling to screening locations and unsuitable appointment times.  428 

The Wider society 429 

Culture 430 

Thirteen studies (51,53–61,65,68,69) explicitly discussed the role of culture on migrant 431 

women’s thoughts, feelings and choices surrounding routine cervical screening. Women 432 

highlighted disparities between their own cultural background and that of the country they 433 

now resided in as a barrier to engagement in cervical screening. For example, African 434 

women felt there was stigma surrounding female circumcision and were apprehensive in 435 

attending cervical screening, where they felt they may be judged by health professionals 436 

(56–58,60,69). Others described cultural beliefs that were not in line with the idea of 437 

preventative health (for example, that ‘searching’ for disease may ‘trigger’ ill health; ,59). 438 

Some participants suggested they would feel more comfortable attending screening if 439 

information and/or the test itself was provided by those who shared their own cultural 440 

background (51,53,61).   441 

Media 442 

Four studies briefly mentioned the influence of media on participation (21,55,59,70). 443 

Participants felt cervical screening related campaigns in public places, and human-interest 444 

stories had a beneficial effect, raising awareness and encouraging women to participate in 445 

routine cervical screening. The media focus on Jade Goody, a celebrity who died from 446 

cervical cancer in 2009, was mentioned by both migrant and native women in two studies 447 

(Jackowska et al., 2012; Marlow et al., 2015); participants felt this highlighted both the 448 

importance of screening attendance and also the potential seriousness of cervical cancer if 449 

left undetected.  450 

[Insert Table 1] 451 
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Discussion 452 

The present review aimed to systematically identify and synthesise qualitative research that 453 

outlines factors influencing routine cervical screening participation, specifically within 454 

underserved women. Overall, 24 studies were synthesised in line with the principles of 455 

Framework Synthesis (see 44). Dahlgren and Whitehead’s (1) social model of health was 456 

used as the initial conceptual framework for the analysis. Synthesis of existing literature 457 

resulted in four over-arching levels of influence, 1) The Individual, 2) Social Context, 3) The 458 

Healthcare Environment and 4) Wider Society. The resulting conceptual framework therefore 459 

presents cervical screening participation within the wider context of participant’s everyday 460 

lives, with sub-themes demonstrating the complexity of factors contributing to underserved 461 

women’s engagement in routine cervical screening. 462 

The findings reported within this review are reflective of the wider cancer screening literature 463 

which considers determinants of participation at population level (11,32).  However, the 464 

current synthesis goes further to highlight the relevance of these determinants for 465 

traditionally underserved women who are least likely to attend routine cervical screening. 466 

Situating these determinants within an adapted version of Dahlgren and Whitehead’s (1) 467 

Social Model of Health moves away from an over-focus on individual level barriers (e.g., 468 

attitudes, beliefs and emotions), also highlighting the social, cultural and environmental 469 

layers of influence that extend beyond the individual in influencing participation. For 470 

example, the healthcare environment was, unsurprisingly, a strong influence on women’s 471 

screening participation, with several barriers identified at this level including poor continuity 472 

of care, negative past experiences of screening, practical difficulties accessing services, 473 

increased levels of mistrust and impersonal patient-provider relationships. Moreover, 474 

participant’s social context had the potential to facilitate screening uptake, with supportive 475 

social networks acting as a source of encouragement, reassurance, and information for 476 

women. Without these supportive social networks, participants were often unfamiliar with the 477 

screening process, which in turn increased negative emotions and attitudes towards the test. 478 

In short, these findings support the belief that determinants of screening participation should 479 

not be considered in isolation (26,74,75). For example, aiming to tackle embarrassment, fear 480 

or negative attitudes towards screening may be partially effective but unlikely to address 481 

inequalities in screening participation without a consideration of the broader sociocultural 482 

context surrounding specific underserved groups (23,75–77).   483 

Whilst those from a broad range of social positions may also experience barriers identified in 484 

the present review (e.g., unsupportive family members/friends, low perceived risk of cervical 485 

cancer or feelings of embarrassment)(11,74,78), this synthesis considers the additional 486 
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structural and organisational barriers that are present for those in disadvantaged social 487 

positions. As such, non-participation within underserved women is often a result of multiple 488 

barriers at a number of different levels.  The accumulation or ‘clustering’ of barriers within 489 

disadvantaged populations has been previously discussed as a mechanism by which social 490 

gradients in health occur (79,80).However, this is the first study to the authors’ knowledge 491 

which puts forward this argument to account for the persistent inequalities observed within 492 

cervical screening participation.  493 

Strengths and limitations. 494 

The present review is the first to synthesise qualitative literature which identifies 495 

determinants of routine, population-wide cervical screening participation within underserved 496 

women (specifically those from ethnic minority groups and those living within areas of high 497 

deprivation). The findings of this review demonstrate not only the range of determinants that 498 

influence screening participation in underserved women, but importantly, situates these 499 

determinants within a well-established theoretical framework, and emphasises 500 

interrelationships between factors.  501 

Despite these strengths, this review should be considered alongside its limitations. As 502 

indicated above, underserved populations are diverse. Study samples include those from a 503 

variety of different cultural and social backgrounds (e.g., Somalian migrants, White British 504 

natives, Muslim women and so on). It is also important to emphasise that some of the 505 

sociodemographic characteristics discussed here are not mutually exclusive (e.g. 506 

participants of ethnic minority status may, or may not, experience economic disadvantage).  507 

As such, some of the factors discussed may be more relevant to some groups than others. 508 

Nonetheless, our intention was to present an overview of literature tailored toward the 509 

perspectives of those who traditionally experience difficulty accessing healthcare services 510 

and highlight key commonalities within these groups. These findings should therefore be 511 

valuable in providing a foundation from which further, more specific, insight can be 512 

developed.  513 

It is also of note that the present findings synthesised very few studies, particularly in relation 514 

to area-level deprivation (n=2). Thus, the results reported here may not necessarily be fully 515 

representative of the wider population of underserved women. For example, although there 516 

is much literature to suggest that factors such as living and working conditions can 517 

encourage healthy behaviours (81,82), these factors were relatively unexplored within the 518 

present review. In addition, the social context/demographic backgrounds of participants are 519 

often not fully described within published literature and as such, it is possible that some 520 

relevant studies were missed during the selection process. However, the lack of explicitly 521 
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relevant literature demonstrates the need for further qualitative work to explore cervical 522 

screening participation from the experiences and perspectives of those who are least likely 523 

to access the service.  524 

Implications for policy and practice 525 

Whilst organised screening programmes are beneficial in increasing equity of access (5,6) 526 

these findings suggest that further action is needed to address structural barriers for the 527 

most underserved (9). There were several barriers identified at the level of the healthcare 528 

environment. These included poor continuity of care, negative past experiences of 529 

screening, practical difficulties accessing services, increased levels of mistrust and 530 

impersonal patient-provider relationships. These findings therefore emphasise the prominent 531 

role of policy makers and healthcare providers in ensuring underserved women feel safe, 532 

supported and able to participate in cervical screening services. For example, the availability 533 

of a female screen-taker greatly influenced participants’ willingness (or ability) to engage in 534 

cervical screening. It is already well-established that the potential of a male screen-taker 535 

increases cervical screening non-adherence (13). Whilst women have a right to request a 536 

female practitioner for any intimate or invasive procedure, this right may be difficult to 537 

exercise for underserved women who often have poor communication with healthcare 538 

providers (83,84). As such, healthcare providers should go further than simply implementing 539 

female screen-takers as standard, they should also aim to increase awareness of female 540 

screen-takers for those who may be unfamiliar with standard practice (e.g. migrant 541 

populations).  542 

Patient-provider relationships also appeared to be particularly influential in determining 543 

screening participation and has been previously cited as one of the strongest modifiable 544 

factors to encourage cancer screening behaviour (85). Within the present review, a good 545 

rapport and feeling listened to during past appointments reduced anxiety surrounding the 546 

test, encouraging women to attend. Conversely, those who had negative interpersonal 547 

experiences with healthcare staff were understandably reluctant to engage with future 548 

cervical screening. In line with this, the present review suggests that a focus on increasing 549 

relational quality and screening related conversations between patients and providers would 550 

positively influence engagement with cervical screening within under-served women (9). This 551 

is also in line with previous evidence which suggests that it is not sufficient to simply 552 

increase patient-provider communication when attempting to encourage cancer screening 553 

participation; the quality of such interactions are key (85). This in turn also emphasises the 554 

need to prioritise culturally sensitive communication strategies and tools when discussing 555 

and delivering cervical screening. This may be particularly important within the UK 556 
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healthcare context given evidence that UK health services often do not meet the needs of 557 

culturally diverse groups (86,87).  558 

Recommendations for future research 559 

The current review presents a number of avenues for researchers to pursue. In the first 560 

instance, it is clear that there is a paucity of qualitative evidence exploring the experiences 561 

and perspectives of routine cervical screening participation, in relation to those living within 562 

areas of high relative deprivation. Developing this body of evidence would allow for further 563 

exploration of observed uptake inequalities and encourage identification of suitable targets 564 

for intervention.  As socioeconomically disadvantaged groups are often described as ‘hard-565 

to-reach’, it is also recommended that researchers develop acceptable strategies for 566 

connecting with socioeconomically disadvantaged groups within screening related research 567 

(38).  568 

The present findings also indicate that cervical screening participation is a result of a wide 569 

range of influences, indicating that more distal factors such as social context can indirectly 570 

increase likelihood of engagement. Whilst the importance of social determinants on health 571 

behaviours is widely known (82), this is relatively unexplored in relation to cervical screening 572 

participation. As such, it is recommended that further research is conducted to explore 573 

individual’s social, economic and environmental contexts in conjunction with cancer 574 

screening behaviours. This may be particularly important in light of increasing health 575 

inequality and challenges to healthcare access, which have occurred as a result of the 576 

Coronavirus disease 2019 (i.e. COVID-19) pandemic since this study was conducted (88). 577 

Understanding screening within this broader societal context would reduce further 578 

individualisation of screening behaviour (which is unhelpful to those who face increased 579 

structural barriers to engagement which they cannot control) (76,89) and facilitate the 580 

development of multi-level interventions. The complex interrelationships between 581 

determinants, described within this review, suggests that this approach is likely to be 582 

successful in increasing screening participation in underserved populations.  583 

Conclusion 584 

There are distinct and persistent inequalities in cervical screening participation. Women from 585 

ethnic minority backgrounds and/or those of low socioeconomic status are currently 586 

‘underserved’ and least likely to attend routine cervical screening. The present review 587 

suggests that, for underserved women, screening participation is a result of multi-level, 588 

interrelated determinants. Overall, positive patient-provider relationships and peer support 589 

may facilitate screening engagement whilst communication and cultural disparities, poor 590 

continuity of care and practical barriers often impede service access and exacerbate 591 
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aversive thoughts, feelings and attitudes toward participation. In contrast to their more 592 

affluent or privileged counterparts, underserved women face increased structural barriers to 593 

accessing screening services, navigating healthcare systems and services that are not 594 

adequate for their, often complex, needs. This review outlines the need to consider cervical 595 

screening participation in the wider context of participants’ lives. Furthering exploration of the 596 

social determinants of screening participation may result in more effective avenues for 597 

intervention development, targeted to those most in need of support.  598 
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Table 1. Illustrative quotes supporting themes and sub-themes. 932 

Theme Sub-Theme Illustrative quotes 

The 

Individual 

Embarrassment 

“Every time I went to the Pap smear test, it was a big struggle. I found it really embarrassing and the 

embarrassing feelings persisted a few days after the test, so I decided not to have it anymore” (Kwok et al., 

2011) 

Fear 
“I was shaking when I came in. . . . I was petrified and it was everybody in here that encouraged me to go 

and then when I went in, I was shaking like a leaf” (Logan et al., 2011) 

Risk beliefs 

“‘I don’t believe I should be worried about things like that because it is only when you worry that you get 

what you are not supposed to get. Anyway, I just don’t believe that it will happen to me and it’s not of 

concern to me” (Ogunsiji et al., 2013) 

Prioritisation of 

competing 

demands 

“I think we do not prioritize our health. Paying the monthly bills are more important for us and that’s what we 

care about most” (Gele et al., 2017) 

Religious 

beliefs 

“I know is that any kind of diseases like my Pastors told me, any kind of disease typically, cancer comes 

from bitterness or fear that manifest itself in the body. That is my Christian point of view [….] I would think 

people would generally think in the Shona culture if they were sick of cervical cancer it would have 

something to do with black magic or kind of black magic” (Anaman-Torgbor et al., 2017) 

“God has also said, if you have something, go after it. Help exists, doctors exist, there are medicines. And if 

your day has arrived, correct, your day has arrived, but this doesn’t mean that you don’t need to do anything 

about it.” (Hamdiui et al., 2021) 

Perceived 

stigma 

“I just hate the idea of it. The stigma that’s attached to it. Like people will see you go up for smear tests and 

they’re . . . thinking the worst or you think that that will mark you out . . . that you know that you’re sexually 

active yeah” (Logan et al., 2011) 

Knowledge  
“I didn’t know anything about cervical cancer and that I had to go for cervical screening.... I didn’t go 

because I didn’t know that it was important” (Logan et al., 2011). 
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Theme Sub-Theme Illustrative quotes 

“I do not understand about it much. The doctor who did it, didn’t tell me anything about it. Doing without 

knowing is painful” (Parajuli et al., 2020) 

Social 

Context 

Peer and 

Family 

Influence 

“Husbands are busy...and some of them prevent women from going [to cervical screening]...and others 

don’t care” (Batarfi, 2012) 

Barriers to 

communication 

“I don’t have difficulties communicating with doctors in English, but I still prefer having a Chinese speaking 

doctor for a Pap smear test because I feel best able to express myself and my feelings, particularly during a 

procedure where I feel very vulnerable already” (Kwok et al., 2011) 

"I got the letter; I decided not to go for the test because I thought I am not qualified. I thought that only 

citizens are entitled to it, if I knew that I can take part in the test, I would have gone because I believe it is a 

good thing to do". (Omolo, 2019) 

Unfamiliarity 

with screening 

“Firstly, if a person is new in this country, it’s likely that they don’t know the language. it may be that back in 

their country, they didn’t know where to get a smear test done. so, when they receive their smear test 

invitation and it’s explained to them. they may get shocked and say ‘as if I can strip naked in front of 

strangers” (Abdullahi et al., 2009) 

The 

Healthcare 

Environment 

Past 

experiences of 

screening 

“. . . I think it was [hospital name], and they were the roughest they could be in there. They weren’t gentle at 

all, especially having something like that done and they say, “Lay down,” and wham, you know, they’re in, 

and that, and it was awful. I said, no, that’s it.” (Butler et al., 2020) 

Sex of 

practitioner 

“I hate the idea of going to a man doctor. It’s a lot of embarrassment for me. I’m not going back to him. Even 

though it lasts only a couple of minutes I think it’s, it’s very undignified. It’s embarrassing” (Logan et al., 

2011) 

Interpersonal 

skills of 

practitioners 

“Mine was absolutely horrible and, erm, that’s why I won’t go again. It was … the first time I ever had it done 

it was okay but the second time I went, I don’t know quite what happened and I thought I was gonna die 
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Theme Sub-Theme Illustrative quotes 

from the pain from this woman and then … and I did cry. I mean, it hurt that much. And she shouted at me 

and called me a baby, err, which was just dreadful.” (Marlow et al., 2019) 

Continuity of 

care 

“I think women should stick to one doctor...to monitor any health problem. For example, my doctor in Saudi 

used to call me or send a text message to remind me that my check-up was due” (Batarfi, 2012) 

 

Medical 

Mistrust 

“There are many things that can cause doubt, for example, you can’t tell whether the person examining you 

is helping you or deceiving you. Since an important organ is being tested, it can happen that you might not 

trust the person examining you.” (Addawe et al., 2018) 

Practitioner 

Endorsement 

“My GP encouraged me, she asked me have you done Pap smear before and I said no and she said well 

it's important to do it then she explained why it's done then I accepted to do it because I have never done it 

before …”  (Anaman – Torgbor et al., 2017) 

“I have not done this, many times I went to the doctor and my doctor didn’t tell me to do it. I think, if the 

doctor didn’t tell me, it means that it’s not very important for me to do.” (Parajuli et al., 2020) 

Service 

Accessibility 

“Whenever they send me an appointment it never suits me, and I can’t get time off work for that. Can you 

see me asking my boss for time off to go for that?” (Logan et al., 2011) 

Wider 

Society 

Culture 
“I think it has to do with my culture because my culture does not emphasise things like that… looking for 

damages and things like that” (Ogunsiji et al., 2013) 

Media 

“Hearing about positive and happy endings for cancer survival encourages women to attend screening 

services...for example when Dr. Samia recounted her story on the TV...lots of women were talking about her 

survival...and attend screening services...especially because she was a gynaecologist” (Batarfi, 2012) 

933 
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 934 

Figure 1. PRISMA study selection flowchart 935 

 936 

 937 

Figure 2. Determinants of routine cervical screening in underserved women. 938 


