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Cervical cancer is one of the most preventabletaaadable cancers. It has been
estimated that up to 90% of the most common typzepfical cancer may be
prevented if cell changes are detected and trestdg. Early detection is undertaken
using a Pap test. In most Western countries, imegudustralia, and in many less
developed countries, screening for cervical caiscprovided to women in the form
of an organised program. These programs typicatlyige Pap tests free or at low
cost, at the point of delivery. However, as mosiceas occur in women who have
never or rarely screened, increasing the ratereesing remains an important issue.

Numerous studies have identified the variablesa@atm with women rarely or never
screening. Older, poorer women, women living irafr@ommunities and those from
non-European ethnic backgrounds (in Australia, @sfig those who do not speak
English) are much less likely to screen than theimger, richer, urban-dwelling,
English-speaking sisters. This type of informatiam be used to target women less
likely to screen but does not address what wometepe to be the major barriers to
their having a Pap test or what messages mightdse effective in convincing them
to have the test. A number of qualitative studi@gehexamined these issues. In this
project, the results of such studies have beerhsgiged in an attempt to answer two
guestions:

1. Why don’t some women have Pap tests?
2. What would work to encourage women who currentlyndbscreen to change
their behaviour?

This synthesis adopted the meta-ethnographic apprasdescribed in Campbell et al
(2003). The results from 16 papers were appraiséerims of the quality of the
research undertaken as well as results and coonhisi

The results indicate that the majority of womenéhbeard of or know about the Pap
test. However, many were misinformed about theildat&the test and its
implications. Women may not think a Pap test isvaht for them for a number of
reasons: many believe that it detects cancer (réthe cervical abnormalities which
may or may not be pre-cancerous lesions). Thisle&yto under-screening if a
woman is afraid of cancer or believes that screprsonly necessary if and when
symptoms appear. Women may also not screen if ¢hd#tiral and/or religious beliefs
connect cervical cancer with sexually transmittgfdétions acquired as the result of
pre-marital or extra-marital sexual contact (ierpigcuity). Common barriers to
accessing Pap tests included the direct cost de8teand various opportunity costs in
terms of time and availability of childcare. Thekaf availability of female health
care providers was also an important barrier.

The synthesis has indicated that there are somdasth preferences and barriers
which cross cultural, demographic and socio-econdimes that could be considered
by practitioners and policy makers attempting tpriove services and increase
screening uptake. Practitioners can encourage woongereen by emphasising the
curable nature of cervical lesions, being honestiathe relationship between sexual
activity and cervical cancer and explicitly reconmdijg a Pap test. There is also a
need for more individually tailored approachesaigeét specific ethnic groups. An
understanding of community-specific beliefs is ilonadle to health professionals if
they are to provide cultural sensitive and appaiprservices.



Background

Screening for cervical cancer

Cervical cancer is one of the most preventabletaaadable cancers. It has been
estimated that up to 90% of the most common typeeofical cancer (squamous cell
carcinoma) may be prevented if cell changes arectll and treated early. Currently,
such early detection is undertaken using a Papaestatively straightforward
exercise for an experienced and well-trained daatarurse. Having a Pap test
involves the practitioner perform an internal exaation during which cells from the
cervix are collected, placed on a slide and seatlaboratory where they are tested
for changes in the cells of the cervix. It doesciwck for other problems in the
reproductive system and it is not a check for skyxt@i@nsmitted diseases (STDs)
(Australian Department of Health and Ageing 2008)st abnormalities detected by
a Pap test are not cancer but some are regarged-aancerous or potentially pre-
cancerous. Guidelines for the treatment of screaetied cervical abnormalities
indicate the recommended management for partialaormalities. In Australia, the
original guidelines were issued in 1994 and aftgrazess of review by the National
Health and Medical Research Council (NHMRC), nevdelines have been issued.
(National Health and Medical Research Council 148&jtional Health and Medical
Research Council 2005).

In most Western countries, including Australia, amdhany less developed countries,
screening for cervical cancer is provided to wonmete form of an organised
program (Australian Department of Health and Age2085; National Health Service
2005); (McLachlin C 2005); (Steinberger E 2004he3e programs typically provide
Pap tests free or at low cost, at the point ofvéeji. For example, in Australia, Pap
tests are provided mainly by general practitioff&®s) and the only potential cost to
women for a standard Pap test is any out-of-pootstis associated with the
consultation (ie if the GP does not bulk bill). ditional activities undertaken by the
Australian National Cervical Screening Program (RCBiclude advertising and
marketing the program to both women and generatiticmers, sending reminders to
women about when their test is due and coordinatatg collection and quality
control for laboratories. Programs such as the NG@&#R, on the whole, been
successful in raising the population rate of saregas well as improving the quality
of Pap test sampling and analysis (Australian Diepamt of Health and Ageing
2005). Debate continues about such issues as theaffiective and cost-effective age
range for screening and what interval between Ests to recommend as well as the
place of new technologies such as liquid-basedi®@sp (designed to increase the
accuracy of the test) and testing for human pap#élwirus (HPV), now considered
the probable cause of many cervical cancers. Sischgsion is focussed on
improving an existing program for women who alreadseen. However, as most
cancers occur in women who have never or rarees@ad (National Health Service
2005), increasing the rate of screening amongsetgeoups remains an important
issue for policy makers.

Research about why some women rarely or never a&ap test

Numerous studies have identified the variablesa@at with women rarely or never
screening. Older, poorer women, women living iral@wommunities and those from
non-European ethnic backgrounds (in Australia, @sjig those who do not speak
English) are much less likely to screen than theimger, richer, urban-dwelling,



English-speaking sisters (Taylor 2001; Ngyuen TU20This type of information

can be used to target women less likely to scregddes not address what women
perceive to be the major barriers to their havifiap test or what messages might be
most effective in convincing them to have the test.

In order to address these issues, it is necessaryeflect on the possible reasons for
non-screening behaviour, ii) assess whether thetsedsom qualitative studies
confirm the existence of these mechanisms anddiisider the extent to which such
information can be used to design programs aimettexring non-screening
behaviour.

There are three major reasons why a woman mighéareen for cervical cancer:

1. She does not know about Pap tests;

2. She knows about Pap tests but does not think hawriags relevant for her
circumstances (note: there may be many such cireunoss; for example, being
too young or too old, not being sexually activenly having one partner, not
wanting to be seen as sexually active due to mlgyor cultural beliefs etc);

3. She faces barriers in accessing Pap tests (egdimancial, geographical,
cultural barriers etc).

A number of qualitative studies have examined thesges. In this project, the results
of such studies have been synthesised in an attenapswer two questions: Why
don’t some women have Pap tests? What would woektourage women who
currently don’t screen to change their behaviour@ paper is organised in the
following way: the next section deals with the $\adis of qualitative studies and the
method adopted in this project. The findings ofghedy and an interpretation of the
results precede a discussion and conclusion whielr dut some lessons for
practitioners and policy makers.

Method

Meta-analysis of qualitative research

Techniques such as meta-analysis are used for cingguantitative systematic
reviews and involve the application of criteria &msessing the quality of the research
to form a separate study. There has been muchsdiscuas to whether such
techniques could be used for assessing qualitegsearch. Noblit and Hare’s (Noblit
and Hare 1988) meta-ethnographic approach enaligsraus procedure for

deriving substantive interpretations about setstlohographic or interpretive studies,
like the quantitative counterpart of meta-analylsesprocess of putting together
studies, comparing and analysing them to createimgnpretations can be considered
a complete study in itself. Campbell et al (CanliplB®und et al. 2003) set out to
evaluate the meta-ethnography approach and apptedesearch on lay experiences
of diabetes and diabetes. They also wanted tavtesther the meta-ethnographic
approach would work on a large number of variedisti Noblitt and Hare (Noblit
and Hare 1988) based their method on 2-6 paper€antbell et al included 10
(Campbell, Pound et al. 2003). Their synthesis uwvatkertaken as part of a formative
evaluation of methods for appraising and synthegigualitative research which was
explicitly designed to explore whether it was pbksto achieve a meaningful
synthesis using method. Campbell et al (2003) cmiexd that meta-ethnography can



lead to a synthesis and extension of qualitatiseaech in a defined field of study but
that it required further testing and evaluationobefit could be recommended for
more widespread adoption. In this study, Campdtedl’s method for reviewing
qualitative research of diabetes is used to syrghegialitative research which aimed
to investigate the reasons women do not screeng@alinPound et al. 2003).

The study methods

The initial literature search was restricted toftliowing keywords: cervical
screening, cervical cancer screening, Pap testéditative, women's perspective/s. A
search of the electronic databases (EMBASE and @EDLINE) was undertaken to
identify relevant English language publicationssé&cond round of articles was
gleaned from references cited in the first batchayers.

This synthesis adopted the meta-ethnographic apprasdescribed in Campbell et al
(2003), who in turn, adapted their comparativesdiat from the Critical Appraisal
Skills Programme (CASP, 1998) (Noblit and Hare )9&&ampbell, Pound et al.
2003). Stage one involved asking two screeningtires:

1. Is this qualitative research&nd

2. Does it address the issue we are interested in?

All papers were read and assessed in this way byégsearchers and their selections
compared. If an affirmative response to both qaestwas made by both researchers,
the paper was appraised in stage two of the prarssg criteria 3-9 (see Table 1).

Table 1: Critical appraisal questions
Stagel | 1.Is this qualitative research?
2. Does it address the issue we are interested in?
Stage2 | 3. Is there a clear statement of the aims of tiseaech
4. Is the theoretical perspective identified
a. which theoretical perspective is identified
5. Was a recruitment/sampling strategy outlined
a. who was recruited
b. where were they recruited
c. how were they recruited
d. how many were recruited
e. how many refused
f. why refused
g. participant characteristics outlined
6. Data collection addressed research question
a. how were data collected
b. were methods used described explicitly
c. is data saturation discussed
7. Data analysis
a. was method described
b. is role of researcher considered
c. is it possible to summarise the findings of gtisdy
d. are findings explicit




8. Key concepts
a. sufficient data presented to support findings
b. data selection explained
c. links between data and interpretation
d. negative cases/contradictory data
9. Overall
a. adequate discussion of the evidence for andhstgai
researcher’s findings
b. credibility of findings discussed
c. findings discussed in relation to the aims ef th
research/research question
d. Include in synthesis

Campbell et al highlight how Noblit and Hare (198@}cribe three different types of
synthesis which are distinguished by the way inciwlihe papers to be synthesised
relate to each other. The simplest form of synthissihat achieved when the accounts
contained in the papers are similar and syntheside achieved through reciprocal
translation. Conversely, accounts may conflict lick case a refutational synthesis
can be produced. The third type of synthesis iseadf argument syntheses which
they characterise as ‘essentially about infereWdeat can we say of the whole
(organisation, culture, etc.) based on selectivdiss of the parts?’ Campbell et al's
synthesis of diabetes research included an inraaklation of findings from one
paper to another and then applied the ‘line of mrgnt’ synthesis (Campbell, Pound
et al. 2003). This study follows a similar fornbaiilding a ‘line of argument’
synthesis. Following a description of the appiaasa the general synthesis of them,
the evidence for and against the previously desdrdausal mechanisms is detailed.
A description of each study is provided in Appentlix

Findings

Appraisal

Eighteen papers from the first round were reviev@these, five were rejected; two
as they were not considered to be qualitative rebeend three as they did not
address the reasons for ‘not screening’ adequak&iymn the second round (ie those
papers identified from the reference lists of thiginal papers) a further eight papers
were reviewed, with five of these being rejectedhay were not deemed to be
qualitative. The full synthesis was then carrietl@muthe remaining 16 papers; the
level of agreement between the two assessors \whslBspite a wide variation in the
quality of the papers.

Quality of the papers

The overall quality of each paper can be judgeddsessing the extent to which it
met criteria 3-9 (see Table 1). Such as assessewzdls that the papers varied
somewhat in meeting important indicators of qualltgn papers included a clear
statement of the aims of the research such assiigation of the barriers and
motivators to cervical screening”, two includedemgral statement such as “assess
factors associated with cervical screening” wistr did not include a statement of
aims.

Eleven of the papers explicitly discussed the tbcal perspective adopted. Of these,
five used grounded theory or a similar ethnogragpigroach, three used the Health



Belief Model and three used another theory (retationodel proposed by Rolland,
framework of iliness representations and stage mhdewvelve papers described in
detail their recruitment strategy. Of note is tthmee of the five papers which did not
adopt a theoretical perspective also did not desairecruitment strategy. It is also
important to note that not describing a recruitnstrdategy is also associated with no
details being available about who refused the défgrarticipate in the research and
why. All papers were clear about the methods useliect the data: four used focus
groups, six used in-depth interviews, four usedralination of focus groups and
interviews and two used other combinations (rewiéwedical records plus
interviews and focus groups plus questionnaireB)#pers described the analytical
techniques used but the detail varied between paPapers with a detailed
description of the analytical methods also tendeiddlude some explicit discussion
about the role of the researcher. In six papeesetivas no discussion of the role of
the researcher.

Rigor is an important concept in qualitative reshatt is enhanced by being explicit
about the issues discussed above. However, thetevaradditional issues which are
vital in ensuring the rigor of the research: prawidinformation about negative cases
and/or contradictory findings and explicit discossof the credibility of the findings.
Most papers performed well in relation to thesadatbrs: six of the papers neither
alluded to nor discussed negative cases or contoaglidata; one paper did not
discuss the credibility of the findings althouglif@thers included only a brief
discussion of this issue.

The synthesis

In all 16 papers the groups of women studied weregived to be at higher risk for
cervical cancer and/or with reported lower scregniptake than the rest of the
population. Initial formulation of the synthesighlighted a division between those
papers which focused on the screening behavioethoiic minority groups or
immigrants and those which focused on mainstregmulption groups that were
selected as potential under-screeners becauseiohtfe, level of income, education
and/or geographic location. Ten studies used tgciesibased on established
theoretical perspectives such as the Health Beladel, Grounded Theory, The
Theory of Planned Behaviour, lliness Representatiand the Relational Model or
adopted an Ethnographic or Anthropological approach

The papers can be divided into four sets: (1) aargeaup consisting of ten papers
that concentrated solely on women’s knowledge ofical cancer and screening and
the barriers and motivators to screening (NaisbyBret al. 1994; Price 1997,
Jameson, Sligo et al. 1999; Lazcano-Ponce, Caistio 2999; Strickland 1999; Carey
Jackson, Taylor et al. 2000; Lee 2000; Boyer, \afiis et al. 2001; Fernbach 2001,
Jackson, Do et al. 2002); (2) two papers that tsethiques that focused on iliness
representation and salient beliefs, referents antrals (Savage and Clarke 1998;
Agurto, Bishop et al. 2004); (3) one paper thatm@zhonly on psychosocial and
cultural influences (White 1995) ; and (4) a gradiphree papers that also included
men’s and/or health service workers perceptionsgAdms, Wood et al. 1997,
Jennings 1997; Arredondo 2003). However, apanfiltese relatively subtle
variations in the focus of the papers, all of thales revealed, to a greater or lesser



degree, women'’s perceptions of the Pap test anch#ijer influences on their
screening behaviour.

General information about the papers

In thirteen of the sixteen papers, the studies wadertaken in countries with highly
developed health systems: USA (7, including 1 \gitbups in both the USA and
Canada) (Jennings 1997; Price 1997; Carey JacKksyigr et al. 2000; Lee 2000;
Boyer, Williams et al. 2001; Jackson, Do et al. 208rredondo 2003), Canada (2
including 1 with groups in both the USA and Cang@ijickland 1999), Australia (2)
(Savage and Clarke 1998; Fernbach 2001), New Ze&#®n(\White 1995; Jameson,
Sligo et al. 1999) and the UK (1) (Naish, Browraktl994). The remaining three
studies were undertaken in Mexico (Lazcano-Poneastr@ et al. 1999), in five Latin
American countries (Agurto, Bishop et al. 2004) an8outh Africa (Abrahams,
Wood et al. 1997), countries which, whilst not mayhighly developed health
systems, promote screening for cervical canceéied some incentives to
encourage the uptake of screening.

Of the 13 studies conducted in countries with higltéveloped health systems, 10
were undertaken with groups of women whose ethndaigitinguished them as having
low rates of screening: English women from East &adth Asian and Middle
Eastern backgrounds (Naish, Brown et al. 1994), igaas of African, Hispanic,
Korean, Cambodian and Chinese background (Jent®®jg Price 1997; Carey
Jackson, Taylor et al. 2000; Lee 2000; Boyer, \Afitis et al. 2001; Jackson, Do et al.
2002; Arredondo 2003), Canadians of Pacific Nortst\Indian background
(Strickland 1999) and New Zealand women from afRalsackground (Jameson,
Sligo et al. 1999). The Mexican study targeted woihgng in both rural and urban
areas (Lazcano-Ponce, Castro et al. 1999), tha Baierican study targeted low-
income women (Agurto, Bishop et al. 2004) and tbetls African study targeted
black women (Abrahams, Wood et al. 1997). One Allisin and one New Zealand
study targeted older women (White 1995; SavageClacke 1998) and the second
Australian study focussed on young women (Ferni28€1).

Factors that influence women’s knowledge of cetwteacer and screening,
perceptions of the Pap test and cervical cancamtent, and the barriers and
motivators to screening can be divided into twomtaemes: cultural/psychosocial
and practical/structural influences; in other woslivision as to how screening
behaviour is influenced by personal or communityeieand attitudes, in addition to
external factors, such as the level of informatweailable, access to health services
and the quality of care provided. In the interptiietaof the results below, the
synthesis has been organised around the propossohefor not screening which
have been set out in the first section of this papérmation about factors likely to
encourage screening (as opposed to reasons fecre@ning) and cultural issues
which impact on the probability of a women scregnimas been used to suggest
practice or policy interventions.
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Interpretation of synthesis

1. Women do not know about Pap tests

Only one paper reported that some participantsioachowledge of Pap tests
(Fernbach 2001). This study focussed on young waméuistralia and only the two
youngest participants had no knowledge of the el other studies, all
participants had heard of a Pap test and most lgaderal idea of its purpose.
However, many women were misinformed about theildet&the test and its
implications.

2. Women know about Pap tests but do not think haemgis relevant for their
specific circumstances
A very common misconception is that Pap tests seel to detect cancer, rather than
cervical abnormalities (many of which are not pagaerous and all of which can be
successfully treated). This may seem a minor igsten the complexities of the
system used to describe and classify the abnoiesallowever, although there may
be some benefits to this misunderstanding (eg hewo believe that Pap tests detect
cancer early and therefore mean earlier treatmehpassible cure), there may also
be some negative connotations (eg if women arédataabout cancer, believe that
nothing can be done about it and would “ratherkmaw”). A number of studies
mentioned the importance of specific provider reg@ndations as a motivating
factor in a decision to have a Pap test. This pdmthe need for women to be
educated and informed about Pap tests as wellasismging providers to
recommend they have a test, when appropriate (Caekson, Taylor et al. 2000;
Lee 2000; Boyer, Williams et al. 2001).

A related issue is women'’s understanding of thdigapons of cervical
abnormalities being largely symptomless. Screemuaglves testing healthy
symptom-free populations and amongst some group®ofen, accessing health
services is regarded as something to be undertadgrwhen a person has symptoms;
ie is “ill”. Such findings illustrate the potentimhportance of opportunistic screening
when a woman presents at a health service for ancghson. Further, events
associated with life-stages such as becoming preggixing birth and menopause
(which are often regarded as special women’s basibg particular ethnic groups)
provide practitioners and policy makers with oppoities to inform women and
encourage them to have a Pap test (Lee 2000; JadRscet al. 2002; Arredondo
2003; Jennings 1997).

An important issue is the relationship between icahcancer and sexually
transmitted diseases (STDs). In a number of thdietuparticipants referred to
promiscuity and lack of hygiene as factors in teeedlopment of cervical cancer
(Sawyer, Earp et al. 1990; White 1995; Jamesogpt al. 1999; Strickland 1999;
Jackson, Do et al. 2002). Whilst there is no conoedetween general hygiene and
cervical cancer, it is the case that unprotected\séh multiple partners places
women at higher risk for cervical cancer and STibgeneral. As knowledge of the
causal relationship between HPV and cervical camoeeases, practitioners and
policy makers will need to find ways to acknowledie fact that many cervical
cancers are, in fact, STDs, whilst avoiding beirgad into moral or religious
arguments about sex and/or sex education. Heread deal can be learnt from HIV
and STD safe sex campaigns. Informing both womelnaen that safe sexual
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practice reduces the risk of cervical cancer as ageHIV and other STDs may
encourage and increase the use of such practices.

3. Women face barriers to accessing Pap tests

In many of the studies women detailed specificaragor not being able to access
the services providing Pap tests. In the USA-basedies, the cost of tests and lack
of health insurance to cover the cost was alwdgstar mentioned by women as a
barrier to accessing health services (Jennings; 83 1997; Carey Jackson, Taylor
et al. 2000; Lee 2000; Boyer, Williams et al. 20Biredondo 2003). Other financial
barriers included lack of availability of child eaand/or transport to enable women to
access care (Naish, Brown et al. 1994; Carey JacHsylor et al. 2000; Jackson, Do
et al. 2002). More subtle barriers to the provisibhealth services included those of
language and gender of the provider of care anduhéty of care (Naish, Brown et
al. 1994; Jennings 1997; Savage and Clarke 199@yGackson, Taylor et al. 2000;
Boyer, Williams et al. 2001; Jackson, Do et al. 208gurto, Bishop et al. 2004). It is
likely that culturally appropriate care deliveregdfemale provider will increase the
probability that women will attend for a Pap testany women mentioned
embarrassment and pain as reasons for not havesy.dligh quality services (ie
involving well-trained, skilled, experienced progrd) are necessary to overcome
such barriers as well as others mentioned sudheassie of inappropriate venues with
little privacy, the lack of appropriate health sees information and the need for
health workers to promote testing (Jennings 198i¢eR997; Savage and Clarke
1998; Jameson, Sligo et al. 1999; Carey JacksoroiTat al. 2000; Fernbach 2001,
Arredondo 2003).

More problematic barriers to overcome may be tlasseciated with long or rigidly
held beliefs concerning sexuality and sex. Womeasatcultural or family beliefs
include disapproval of pre-marital sex and the pagnof men in male/female
relationships face specific barriers to accessg tests which are not readily
addressed by high-level policy initiatives (Jamesfligo et al. 1999; Lazcano-Ponce,
Castro et al. 1999; Arredondo 2003; Agurto, Biskbpl. 2004). The most promising
means of doing so are likely to involve trusted éarproviders offering women and
men detailed information about cervical cancer RBag tests and strongly
recommending the test. In doing so, it is crudiak &a balance be maintained between
providers who are cultural sensitive and the needdnfidentiality, particularly
around issues of sexual practices and sex outsadeage. It is also important to be
mindful that a number of studies highlighted groopgvomen who simply felt
western techniques of prevention were inappropf@atéhem and both practitioners
and policy makers need to consider the consequafi@tempting to impose such
actions on women from non-Western cultures (Caaeisbn, Taylor et al. 2000).

Discussion and conclusion

This synthesis has provided some useful insighéstire influencing factors affecting
women’s cervical screening behaviour. Whilst theles were of variable quality, all
provided information about perceived barriers t@ening from women'’s
perspectives.
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It is difficult to gauge the impact that the assesguality of the research process had
on the quality of the outcomes ie the breadth apidof the discussion and the
extent to which the results were translated intplications for policy. For example,
whilst there were a number of papers that includsgt little or no detail about
recruitment strategies or the role of the researchis not possible to know whether
this was because they really did not consider tiessees or because space precluded
their inclusion in the article. More important issusuch as not using a theoretical
perspective to inform the research and/or lackigfugsion regarding negative cases
or the credibility of the findings do not seem tvh resulted in less trustworthy or
useful results.

A number of studies focussed on minority ethniaugoliving in countries with well-
developed health care systems as these are grfiapgerceived as not accessing
services such as screening for cervical canceer®ttonducted research in countries
where the uptake of Pap tests has been low amonyg wamen (eg Mexico and
South American countries). A few studies conceattain young or old women who
are also less likely to access screening servidass, a major area of interest for
many studies was the influence of cultural beleefd norms which may deter or
motivate the uptake of screening.

Many cultural attitudes and beliefs were perceiaedarriers. In particular, cultural
attitudes which emphasized control over women brgiia and/or husbands, frowned
on pre-marital sex and stressed the relationshipdan sex outside marriage,
promiscuity, sexually transmitted infections andvazal cancer were perceived by
research participants as barriers to taking upesang.

Another set of culturally-defined issues which weeen to have an impact on the
take-up of screening were non-Western views allmubtigins of disease, the impact
of different life-stages on a women'’s vulnerabilitydisease and a generally fatalistic
attitude to illness, and in some cases, canceariticplar. For example, many cultures
believe that illness or disease is the result dfrdralance within the body: Chinese
women refer to “yin and yang”; Latinas refer to tlamd cold”. In addition, it is
common to believe that women are more vulnerabéettain illnesses or diseases at
the onset of menstruation, after childbirth or &nwpause. Generally speaking, these
attitudes and beliefs were not barriers to screghut may represent opportunities to
increase the utilisation of screening services.

The synthesis has also highlighted that there @resstandard preferences and
barriers which cross cultural, demographic andeseconomic lines and that could be
considered by practitioners and policy makers agswaimprove services and
increase screening uptake. Emphasising the cunaltlee of cervical lesions, being
honest about the relationship between sexual icawid cervical cancer and making
a strong recommendation to have a Pap test areiwayisich practitioners can
encourage women to screen. Policy makers havepanswility to design programs
which reduce the systemic barriers as much aslgessinsure that there are
sufficient numbers of well-trained, culturally ated providers, increase the number
of female providers and reduce financial barrierfaa as possible.
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In contrast, the wide range of cultural factord thare uncovered by research
indicates the need for more individually tailorggbeoaches to target specific ethnic
groups. An understanding of community-specifiddislis invaluable to health
professionals if they are to provide cultural sewsiand appropriate services. A
particularly good example of this is noted in tlzger by Jameson and colleagues
(Jameson, Sligo et al. 1999), whose study of Ralsfander women in New Zealand
showed that not only did the community resent béamgeted by a screening
promotion campaign as they were ‘sick of being eisged with bad news’, it also
highlighted the difficult balance often requiredproviding services — in this case the
need for Pacific Islander health care providerswercome a language barrier went
hand in hand with women'’s preferences for a praviden outside the community to
avoid any consequences associated with knowinghak@amen were sexually active
(the confidentiality barrier).
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Investigation of
factors that deter
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general practitioners

Bengali, Kurdish,
Turkish, Urdu,
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preference for a
female doctor and for
childcare facilities

for cervical attitude of local
screening. GPs that women
BMJ 309(6962): from ethnic
1126 minorities are not
interested in
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and motivators
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among Korean-
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approach.

Cancer Nursing
23(3):168-175

women

and type of
knowledge about
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cause, early
detection and
prevention?
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, health care providers

f

regarding cervical screening 18-65 recruited in general, participants to recommend Pap
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with Pap tests: a attitudes and Pap tests, the younger unpleasant. The olde

qualitative study of behaviour group lacked group found it

Victorian women.
Health Promotion
Journal of Australia
12(3): 254-257

associated with
Pap tests to inforn
the development
of educational

knowledge about why|
women had Pap testg

opposed to detecting

Focused on cancer as

n

intrusive and
inconvenient with
some reporting pain 0
discomfort

I

campaigns abnormalities, some Those with children

women thought it reported childcare

tested for thrush problems

vaginal warts and
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all ages had little ided

of the causes of

cervical cancer and

HPV.
Jameson, Sligo and | Pacific women in To explore Face to face Belief in the sacred
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women’s use of screening, recruited using embarrassment and

cervical screening

information and
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and New Zealand
Journal of Public
Health
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capacity of the publig
health system to
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services.
Unpublished MPH
dissertation,
University of North
Carolina.

systems about
cervical cancer
and Pap smears
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African American
women?
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belief systems
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past experiences
with cervical
cancer screening
services?
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health care system
values that
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African American
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cervical cancer
screening?
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of the public
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professionals.
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cervical cancer and
cervical cancer
screening services
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cancer screening
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American
families?

Strickland, 1999
The importance of
qualitative research
in addressing
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experiences from
research with Pacific
Northwest Indian
women. Health Care
for Women
International 20:
517-525

Yakama and
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Pacific Northwest
Indians
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test

In-depth interviews
and focus groups
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they had some
previous unpleasant
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health care provider
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some are wary of
going to a clinic as it
highlights them as
sexually active.
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Lazcano-Ponce et al
1999

Barriers to early
detection of cervical-
uterine cancer in
Mexico. Journal of
Women’s Health;
8(3): 399-408

Urban and rural
Mexican women

To explore the
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to use of the early
detection program
for cervical-
uterine cancer
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Lack of understanding
of the aetiology of
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their male sexual
partner especially if
the test carried out by
a male provider;
dislike of the pelvic
examination itself,
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Waiting time for
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interaction between
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the test being provide
free of charge in the
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Carey Jackson et al,| Cambodian To obtain 42 unstructured Paucity of appropriate No familiarity with Embarrassment, pain

2000 American women in | information about | interviews with educational material. | western early detection and fear of the test.

Development of a Seattle, USA cervical cancer Cambodian American Relatively poor concepts. Access to health care

cervical cancer
control intervention
program for
Cambodian
American women.
Journal of
Community Health;
25(5): 359-375

screening
behaviour

women. Four focus
groups. Participants
were aged 19-75
years.

knowledge about
cervical cancer and
Pap testing, many
believed a
hysterectomy is
required if results are
abnormal.

Many see it as an
American disease and
therefore not relevant
not concern them,
others believe they arg
only at risk if get an
STD

access, a lack of
insurance, cost,
problems with
scheduling
appointment as not
fluent in English,
transportation,
childcare, and a lack
of female providers.

&N

Carey Jackson et al,
2002

Development of
cervical cancer
control interventions
for Chinese
immigrants. Journal
of Immigrant Health;
4(3): 147-157

North American
Chinese women in
Seattle, U.S.A and
Vancouver, Canada

To develop a
culturally relevant
video and
pamphlet for use
as a cervical
cancer screening
educational
intervention.

87 qualitative
interviews and nine
focus groups with
Chinese women.

Lack of culturally
relevant information.

Issue with translatior
and understanding as
the cervix is not an
anatomic part
identified in lay
Chinese.

Uterine problems are
seen as related to poo

n hygiene and
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their spouse) diet and
environmental
conditions.

language ability

Ir makes making
appointment difficult,
transportation,
childcare, the lack of
female providers and
interpreters and.
Location specific
issues: in Vancouver
the women felt they
needed to see a
specialist and were ng
happy with a GP
carrying out the test In
Seattle lack of health
insurance and costs
deterred women
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Agurto, 2004
Perceived barriers
and benefits to
cervical cancer
screening in Latin
America. Preventive
Medicine 19:91-98

Women and men of
low education and
income status, and
health providers in
five Latin American
countries

To describe the
results of studies
on the barriers ang
benefits of
cervical cancer
screening and
compare them to
findings from the
literature

Five separate
gualitative studies
| (focus groups and
interviews) conducted
in Venezuela.
Ecuador, Mexico, El
Salvador and Peru.

Lack of access to
services and
availability of health
centres, transport and
opening times, long
waiting times in
clinic, slow
turnaround of results;
misinformation such
as lost of results, poor
quality Pap smears
rejected by lab, costs,
time and cost of
medicine, privacy,
courtesy of providers
found lacking,
information and
counselling
inadequate, language
issue for indigenous
groups.

Lack of symptoms
means no action
necessary,
acceptability of pelvic
examination feelings
of modesty,
discomfort and
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acceptability of exam
by partners, anxiety
over results and
subsequent treatment
(or lack of it)
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V 1998. Older
women’s illness
representations of
cancer: a qualitative
study. Health
Education Research
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» Screeners and non-
screeners in
Australia
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describe older
women’s illness
representations of
cancer and cancer
screening
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face interviews with
20 women aged 45-
70.
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the pill.
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No symptoms,
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female doctor, fear of
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experience of Pap
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uncomfortable,
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embarrassing.

Eyres White, 1994
Older women’s
attitudes to cervical
cancer: a New
Zealand experience.
Journal of Advanced
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Older women in
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older woman’s
perceptions of
cervical cancer
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screening services
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health seeking

In-depth interviews
with nine women
aged 45-70

Too much information
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Most women
presumed the smear
was to detect cancer,
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would die from it
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doctors time as not
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Pain, death
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health checks if they
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due to cost, and fear
of what they might
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a misdiagnosis
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experiences,
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Research Council,

January 1996.
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Evaluating a stage
model in predicting
Latina’s cervical
cancer screening
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role of
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Unpublished

dissertation for PhD,

Duke University USA

Jennings, 1997 African American To identify Older African Lack of access to a

Getting a Pap smear
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the USA.
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facilitating factors
associated with
Pap smear use
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