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ABSTRACT
Background: Despite increased uptake of the human papillomavirus (HPV) vaccine, cervical screening participation among 
younger South Asian women has declined, particularly in deprived areas in England. The reasons for this pattern remain poorly 
understood. This study explored barriers and facilitators to cervical screening among South Asian women aged 25–29 in a 
deprived locality.
Methods: Semi‐structured interviews were conducted with South Asian women aged 25–29 (n = 15) and healthcare profes
sionals involved in cervical screening delivery (n = 6) in Blackburn with Darwen. Data were analysed using reflexive thematic 
analysis.
Results: Barriers to screening were multifactorial and included limited understanding of cervical screening and HPV, cultural 
norms surrounding modesty and sexuality, fear of community judgement and embarrassment, and structural challenges such as 
appointment access and competing responsibilities. Family networks acted as both barriers and facilitators. Healthcare pro
fessionals described adapting language to reduce fear, but highlighted service pressures related to staffing and funding, which 
constrained proactive engagement. Although most women reported receiving the HPV vaccination, understanding of HPV and 
the continued importance of cervical screening remained limited, highlighting opportunities to reinforce cervical screening 
education.
Conclusion: Cervical screening engagement among young South Asian women is shaped by intersecting cultural, emotional, 
and structural influences, which may be intensified in deprived settings. HPV vaccination should be accompanied by clear 
communication about the continued importance of cervical screening, particularly where knowledge and awareness remain 
low. Culturally responsive communication, flexible service provision and community partnership approaches are needed to 
address persistent inequalities in screening uptake.
Patient or Public Contribution: The study was informed by prior community engagement and public involvement work with 
underserved populations. Interview guides were developed in collaboration with a public advisor from the South Asian 
community to ensure they were relevant, inclusive, and reflective of community priorities.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided 
the original work is properly cited. 
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1 | Introduction 

Cervical cancer remains an important public health issue 
worldwide and in the United Kingdom. Global and national 
strategies aim to eliminate cervical cancer through the human 
papillomavirus (HPV) vaccination at a younger age, and through 
screening and treatment of pre‐cancerous cells. In England, the 
National Health Service (NHS) has pledged to eliminate cervical 
cancer by 2040 [1], a target that could save thousands of lives 
each year. Preventive efforts include the routine HPV vaccination 
offered to girls and boys aged 12–13 since 2008, aimed at 
reducing transmission of high‐risk HPV types [2], and the NHS 
Cervical Screening Programme, which invites women aged 25–64 
every 5 years since 1988 to detect and prevent cervical cancer at 
an earlier stage [3]. Evidence demonstrates significant reduction 
in cervical cancer incidence among those who are vaccinated and 
subsequently screened, highlighting the importance of uptake of 
both vaccination and screening programmes [4].

Despite historically high national coverage, cervical screening 
participation in England has declined steadily since 2010. 
Among women aged 25–49, coverage has fallen from 74.1% to 
68.8% in 2024, with disparities across communities, in particu
lar those from ethnic minority backgrounds [5]. These 
inequalities also extend to the HPV vaccination programme [6] 
with strong evidence indicating that those who are HPV vac
cinated at age 12–13 are also more likely to attend cervical 
screening when invited for the first time [7, 8]. Despite this, less 
is known about how HPV vaccination relates to cervical 
screening engagement among underserved and minority ethnic 
groups. Research from England suggests that differences in 
vaccination and screening uptake by ethnicity may contribute 
to inequalities in HPV‐related disease, highlighting the impor
tance of considering vaccination alongside continued partici
pation in cervical screening [9]. However, this population‐level 
data does not capture individual‐level factors that may drive 
disengagement from screening after vaccination. Vaccination 
alone may therefore not be sufficient to support sustained en
gagement with cervical screening, particularly where knowl
edge, cultural, emotional or structural barriers persist.

The cervical screening inequalities literature consistently reports 
lower screening participation among South Asian women glob
ally, particularly among younger cohorts, who may encounter 
distinct or intensified barriers to screening [5, 10–16]. Specifi
cally, research highlights South Asian women often report lim
ited knowledge of cervical cancer and screening, misconceptions 
related to risk of screening and emotional barriers including 
embarrassment, fear, and anticipated stigma. Cultural norms 
relating to modesty, language barriers, and difficulties navigating 
or engaging with health services are also frequently documented 
[10, 13, 15, 16]. However, much of this evidence is derived from 
studies encompassing heterogeneous ethnic groups and wide age 
ranges, limiting insight into the experiences of younger South 
Asian women approaching cervical screening for the first time. 
Moreover, there remains a limited understanding of how HPV 
vaccination delivered in adolescence intersects with subsequent 
cervical screening behaviour within this population.

Importantly, little qualitative research has examined cervical 
screening behaviour among South Asian women aged 25–29, 

many of whom are likely to have been eligible for HPV vac
cination during adolescence. Although the first routinely 
vaccinated cohorts became eligible for cervical screening in 
England from 2020, there remains a notable absence of 
research exploring how HPV vaccination is understood, 
interpreted and contextualised within this population, and 
whether it meaningfully influences subsequent screening be
haviour. Understanding this intersection is critical, particu
larly given the potential for HPV vaccination to shape 
perceptions of cervical cancer risk and the perceived necessity 
of continued screening.

In England, NHS data do not routinely capture cervical 
screening coverage by ethnicity, limiting detailed population‐ 
level analysis of inequalities in screening participation. As a 
result, a place‐based approach is necessary to understand how 
inequalities in cervical screening participation are experienced 
within South Asian communities and how local, social, cultural, 
and structural factors may shape engagement. In the North 
West of England, Blackburn with Darwen represents a partic
ularly pertinent setting, given the area's well‐documented 
health inequalities and sizeable South Asian population (over 
35% of the residents identify as South Asian [17];). Cervical 
screening coverage in this locality remains below the national 
average, with coverage reported as 59.6% among women aged 
25%–49% and 70.6% among women aged 50–64 in 2023 [18]. 
Examining screening participation and engagement within this 
context provides an opportunity to explore how broader pat
terns of inequality manifest at community level and to identify 
specific gaps in provision and access. Accordingly, this study 
aims to explore how cultural, social, structural and knowledge‐ 
related factors influence cervical screening participation and 
engagement among South Asian women aged 25–29 living in 
Blackburn with Darwen.

Specifically, the study addresses the following research 
questions: 

1. What are the perceived barriers and facilitators to cervical 
screening participation among South Asian women 
aged 25–29?

2. How do cultural, social and structural factors influence 
screening behaviour within this population?

3. How do healthcare professionals perceive the challenges 
and opportunities in supporting screening uptake?

2 | Methods 

2.1 | Study Design 

A qualitative study design was used to explore awareness, 
beliefs, and experiences related to cervical screening among 
South Asian women, alongside healthcare professionals' per
spectives on screening delivery. A qualitative approach was 
considered appropriate as it enabled in‐depth exploration of 
participants' experiences, perceptions, and decision‐making 
processes surrounding cervical screening behaviour. The study 
is reported in accordance with the Consolidated Criteria for 
Reporting Qualitative Research (COREQ) checklist [19], pro
vided as Supporting Information A.
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2.2 | Study Setting 

This study was conducted in Blackburn with Darwen, a local 
authority area in the North West of England characterised by a 
large South Asian population and persistently low cervical 
screening coverage. This setting was selected to enable an in‐ 
depth, place‐based examination of cervical screening inequali
ties within a community that experiences multiple forms of 
disadvantage.

2.3 | Selection and Description of Participants 

Two participant groups were recruited. The first group com
prised of South Asian women aged 25–29 years living in 
Blackburn with Darwen who were eligible for cervical 
screening. Women who had undergone a total hysterectomy 
(including removal of the cervix) or who had formally opted out 
of cervical screening were excluded. This group of participants 
was recruited using opportunistic and snowball sampling 
through community networks, social media, local organisa
tions, and professional contacts. Previous evidence suggests that 
developing interpersonal relationships with South Asian com
munities and building trust are integral to recruiting research 
participants [20]. Thus, lead researcher, KM, who worked at a 
patient advocacy organisation (Healthwatch Blackburn with 
Darwen), carried out patient and public engagement (PPIE) 
before recruitment with South Asian women aged 25–29 to 
identify best places for sharing recruitment materials and 
attended family hubs (i.e. organisations which provide support 
for women) to disseminate study information more widely. 
Where possible, if individuals were contacted to take part in the 
study, they were asked to share the study invitation wider in 
their communities. This approach was considered appropriate 
for accessing populations that are often under‐represented in 
health research and may be difficult to engage through tradi
tional recruitment approaches.

The second group included healthcare professionals working in 
Blackburn with Darwen who had experience delivering cervical 
screening or women's health services. Eligible healthcare pro
fessionals included registered nurses, nurse practitioners, phy
sician associates, doctors and practice managers. Healthcare 
professionals were recruited through existing professional and 
community networks, including Healthwatch Blackburn with 
Darwen and the Blackburn with Darwen GP Federation. 
Recruitment information was disseminated via invitation 
emails, social media and study advertisements, with oppor
tunistic and snowball sampling used to identify additional 
participants. As healthcare professionals were recruited from 
services operating within Blackburn with Darwen, where South 
Asian communities comprise a substantial proportion of the 
local population, participants would be expected to have routine 
experience providing care to South Asian patients. Conse
quently, specific information regarding previous experience 
working with South Asian communities was not collected.

Recruitment materials for both participant groups outlined the 
study purpose and eligibility criteria. All participants received a £20 
shopping voucher in recognition of their time and contribution. No 
participants withdrew after providing consent, and reasons for non‐ 
participation were not systematically recorded. Recruitment 

continued until sufficient information power was achieved, taking 
into consideration the specificity of the sample, the focused study 
aim and the locality in which the study was conducted [21].

2.4 | Data Collection 

Semi‐structured, one‐to‐one interviews were conducted between 
October 2024 and January 2025. Interviews took place either 
face‐to‐face, by telephone, or via Microsoft Teams, according to 
participant preference, and lasted approximately 30 min. No non‐ 
participants were present during interviews. All interviews were 
audio‐recorded and transcribed verbatim.

Separate interview guides were developed for South Asian 
women and healthcare professionals. For women participants, 
questions explored knowledge and awareness of cervical 
screening, accessibility and logistical challenges, previous 
screening experiences, perceived barriers and facilitators to par
ticipation, and cultural or social influences on screening en
gagement. Healthcare professionals were asked about commonly 
reported patient concerns and misconceptions, service‐level 
barriers and facilitators, strategies used to support screening 
uptake and perceived cultural influences on participation.

To ensure the interview guides were relevant, inclusive, and 
reflective of community priorities, they were developed in col
laboration with a public advisor from the South Asian com
munity in Blackburn with Darwen. This collaborative approach 
helped to shape the wording and focus of the questions, sup
porting the collection of meaningful and culturally sensitive 
insights and strengthening the study's relevance to the popu
lation of interest. The interview schedules are provided in 
Supporting Information B and C.

2.5 | Data Analysis 

All interviews were conducted and transcribed verbatim by KM. 
Data were managed and coded in NVivo (v14.23.3) and analysed 
using reflexive thematic analysis, following Braun and Clarke's 
[22] six‐phase approach. Transcripts were read repeatedly to 
achieve familiarisation with the data and to identify initial pat
terns of meaning. Coding was conducted inductively, with codes 
generated directly from the data rather than through pre‐defined 
categories. The coding process was iterative and reflexive, 
involving active engagement with participants' accounts to 
identify patterns within and across interviews. Initial themes 
were developed through grouping related codes and were sub
sequently reviewed and refined to ensure they accurately repre
sented the dataset. Themes were then defined and named 
through an iterative process of reflection and team discussion. 
Analysis was conducted by YH and ZL. Regular discussion 
within the wider research team supported analytical rigour by 
encouraging reflexive engagement, critical examination of as
sumptions, and consideration of alternative interpretations.

2.6 | Researcher Characteristics and Reflexivity 

The study was conducted by a multidisciplinary research team 
with experience in qualitative health research, public health, 
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and cancer prevention. Team members all identified as female 
and brought a range of professional backgrounds and perspec
tives to the design, conduct, and analysis of the study. Data 
collection and analysis were undertaken by researchers trained 
in qualitative interviewing and thematic analysis. Reflexivity 
was maintained throughout the research process through reg
ular analytic discussions, during which the team reflected on 
how their assumptions, disciplinary perspectives, and prior 
understanding of cervical screening and healthcare engagement 
might shape data collection, interpretation, and theme devel
opment. This collaborative and reflexive approach supported 
transparency, analytic rigour, and credibility of the findings.

2.7 | Ethical Considerations 

Ethical approval was obtained from the University of Lancashire 
Ethics' committee (ref: HEALTH 01169). Data were anonymised 
and stored securely, with access limited to the research team. 
Anonymised transcripts were shared with a public advisor to 
support interpretation of the findings. All participants provided 
informed written consent prior to participation in the interviews.

3 | Results 

3.1 | Participant Characteristics 

A total of 15 South Asian women participated. Participants 
identified as Indian, Pakistani, British Indian or British 
Pakistani. Most reported at least one prior experience with 
cervical screening (n = 10), although some described delayed 
participation (n = 2) or non‐attendance (n = 3). HPV vaccina
tion status varied, with the majority reporting receiving the 
vaccination (n = 10), while a small number were unsure or 
unable to recall (n = 4) (Table 1). Although most women had 
attended screening on at least one occasion, all participants met 
the study's eligibility criteria and were recruited from a locality 
with persistently low cervical screening coverage. As described 
below, many participants recounted inconsistent engagement 
with the screening pathway over time, and their accounts offer 
insight into the factors that supported eventual attendance.

Six health care professionals participated, including general 
practice nurses (n = 4), a practice manager (n = 1) and an oper
ations manager (n = 1). Healthcare professionals represented 
both primary care and sexual health clinic settings involved in 
screening delivery (Table 2). All healthcare professionals worked 
in Blackburn with Darwen from GP practices with high South 
Asian representation and their roles included delivering cervical 
screening, contacting non‐responders to reengage in screening 
and supporting women in informed decision‐making.

3.2 | Qualitative Findings 

Five key themes were developed following analysis of the in
terviews, illustrating how knowledge, structural realities, cul
tural context and emotional responses collectively shape 
cervical screening engagement among South Asian young 
women. A summary of each theme with an illustrative quota
tion has been provided in Table 3. 

1. Knowledge gaps and misconceptions 

South Asian women revealed persistent uncertainty about the 
purpose and process of cervical screening, with many parti
cipants describing limited understanding of what screening 
involved or tested for. One participant mentioned, ‘I'll be very 
honest, I actually have no clue… I don't really know what it is 
or what it's looking for' (Patient, 1). This lack of clarity con
tributed to anxiety and shaped expectations of the procedure 
and informed responses to the invitations to screen. 

Misconceptions were frequently reinforced through imagined 
scenarios and informal information sources. Anticipated 
invasiveness was highlighted by one participant who 
described, ‘I'm thinking of like big metal forceps… like they're 
going to open you up. That's what I imagined.' (Patient, 4). 
HCPs similarly recognised widespread misunderstanding, 
particularly around HPV literacy, ‘I never refer to it as a 
cancer test, because if you're HPV positive it doesn't mean 
you've got cancer, but that's what a lot of women think.' 
(HCP 3) 

TABLE 1 | Demographic information for South Asian Women 
participants.

Characteristic n = 15

Age (mean, range) Mean = 27, range = 25–29
Ethnicity

Indian 3
Pakistani 4
British Indian 1
British Pakistani 7

Married 10
Children 6
Previous cervical screening

Never attended 3
Attended once 8
Attended more than once 2
Delayed participation 2

HPV vaccinated
Yes 10
No 1
Unsure/don't remember 4

TABLE 2 | Demographic information for healthcare professional 
participants.

Characteristic n = 6

Place of work
General practice 4
Sexual health service 2

Role
General practice nurse 4
Practice manager 1
Clinical/operations manager 1

4 of 13 Health Expectations, 2026
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TABLE 3 | Summary of themes with illustrative quotations.

Subtheme Illustrative quote

Theme 1: Knowledge gaps and misconceptions around cervical screening
Low awareness of purpose and process ‘I'll be very honest, I actually have no clue… I don't really know what it[cervical 

screening] is or what it's looking for’ (Patient 1; not screened, vaccinated)
‘I'm thinking of like big metal forceps… like they're going to open you up. That's 
what I imagined.’ (Patient 4; not screened, vaccinated)
‘I never refer to it as a cancer test, because if you're HPV positive it doesn't mean 
you've got cancer, but that's what a lot of women think.’ (HCP 3)
‘They don't understand HPV. They've never heard of it, so they don't know what's 
actually being tested.’ (HCP 6)
‘I think we had it just the girls because we were so excited that it's just the girls 
can get out of lesson. And when we were out of class. Yeah, all going together and 
we didn't know. We didn't know what was going in our arm.’ (Patient 9; 
screened, vaccinated)
No, I don't think I know I've had one, but that was not quite sure what it [HPV 
vaccination] was. (Patient 2, screened, not vaccinated)
‘don't know. I don't. I don't recall that. I don't think I did. I don't, don't. I don't 
know if that was. No. Is this something for like it's too far back.’ (Patient 14; 
screened, unsure if vaccinated)
‘Yeah, I have heard of it [HPV vaccination], but I just can't remember if I had it 
done. And usually I think at that age it's more of the parents.’ (Patient 13; 
screened, unsure if vaccinated)

Misinformation and informal knowledge 
networks

‘I did google it and stuff…There's going to be mixed views on google, you don't 
know what's right or wrong’ (Patient 3; screened, vaccinated)
‘A lot of people never had it [HPV vaccination] because they thought it was 
Haram.’ (Patient 4; not screened, vaccinated)
‘I think some of the misconceptions is, is they've always heard a horror story or 
somebody's been into and had an experience. So I think with a lot of women, 
rather they listen to somebody else's story rather than experiencing it for 
themselves.’ (HCP 2)
‘It is very much negatively reflected on. It is seen as why would you need that? 
Because you've not been sexually active. So if you're going for the test, then it must 
mean that you have been sexually active.’ (HCP 4)
‘My sisters, the girls would be like, oh, I'm putting my kids for the forward for 
this vaccine. I don't know if it's for that, but. And then the brothers would stop 
People would be like, yeah, but it's got something in it gelatine you know, 
somewhere, I don't know. 
And then people that don't do it, but then some of them will do it and some of 
them won't then because scared.’ (Patient 4; not screened, vaccinated)

Missed educational opportunities across the 
life course

‘It wasn't told about in school, neither in college as well. It was never talked 
about.’ (Patient 9; screened, vaccinated)
‘I would have to look into that to see if that was. I don't. I don't recall it [HPV 
vaccination] at all. So maybe it was something that I opted out of. And again, is 
that because there wasn't enough information given? And so on.’ (Patient 14; 
screened, unsure if vaccinated)
‘I wonder if like antenatal clinics can do a little more actually. And midwives, 
because if they check the cervical screening history… that is the perfect 
opportunity to pick it up.’ (HCP 6)

Theme 2: Structural, practical and place based barriers to access
Reduced access in primary care ‘Just ringing the doctors to book the appointment was a mission in itself.’ (Patient 

2; screened, not vaccinated)

(Continues)
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TABLE 3 | (Continued)

Subtheme Illustrative quote

‘Work… family, kids and you're putting everyone else first all the time… we're too 
busy looking after everyone else all the time, aren't we.’ (Patient 6; screened, 
vaccinated)
‘By the time the appointment time has turned up, they tend to forget because it's 
three weeks advance.’ (HCP 5)

Place‐based and socioeconomic constraints ‘for somebody to come here for a cervical screen, it's you know, where we're going 
to park. Do I have enough money or for a taxi or whatever?’ (HCP 3)
‘I prefer the GP, it's closer to my home. I can just walk it.’ (Patient 15; screened, 
vaccinated)
‘They don't want to be seen walking into a sexual health clinic… Don't want 
people to think, oh, you know, why is she going in there?’ (HCP 3)

Competing roles and limited capacity for 
self‐care

‘You just think you could do it all. You could work, you could family, kids and 
you're putting everyone else first all the time.’ (Patient 6; screened, vaccinated)
Screening considered to be ‘non‐urgent' unless symptomatic. ‘I think maybe 
before I had kids, it'd probably be one of my top priorities.’ (Patient 11; screened, 
vaccinated)

Theme 3: Cultural and social contexts influencing engagement
Taboo and modesty ‘because the way we've all been brought up, well the majority of us you shouldn't 

really get it done before marriage.’ (Patient, 8)
‘we get young women coming in that are not sexually active or they don't think 
they need a psychology test because they think that, you know, HPV is only sort of 
contracted when you've had sexual intercourse, that kind of thing.’ (HCP 1)
Embarrassment discussing private parts, especially before marriage. ‘I was 
whispering, can I make a smear test please?’ (Patient 11; screened, vaccinated)
Even talking about sex or your private parts is not necessarily something that's 
discussed.’ (HCP 3)

Influence of family, partners and 
community narratives

‘Some of them have to go back and get their husbands permission before they 
come back.’ (HCP 5)
‘My mum was very pro screening… but my friend's mum was like no, don't go for 
it.’ (Patient 10; screened, vaccinated)
‘They don't want to be seen walking into a sexual health clinic… Don't want 
people to think, oh, you know, why is she going in there?’ (HCP 3)

Trust, representation and cultural safety I think the uptake has improved in the surgery, you know, because like I say, I 
can speak the language.’ (HCP 5)
‘I think people who have had it done, if they talk about it more within 
communities, I think that's the only thing.’ (Patient 13; screened, unsure if 
vaccinated)
‘We have to be careful about where we use these videos. It's quite embarrassing in 
the Asian community.’ (HCP 5)

Theme 4: Emotional drivers of engagement and avoidance
Fear of pain, exposure and loss of dignity ‘I'm thinking of like big metal forceps… like they're going to open you up.’ (Patient 

4; not screened, vaccinated)
‘I was like I have to get my bits out in front of another person. That's what I think 
I was more nervous about’ (Patient 10; screened, vaccinated)
‘I had just given birth so I was very traumatised from giving birth so I said no.’ 
(Patient 12; not screened, vaccinated)

Fear of results and diagnostic consequences ‘I was on edge, you know, for eight days. I was like, oh yeah, cancer, what would I 
do? Yeah, you know what I'm saying? So very scary.’ (Patient 5; screened, unsure 
if vaccinated)
‘I just prevent myself from doing the test.’ (Patient 6; screened, vaccinated)

(Continues)

6 of 13 Health Expectations, 2026

 13697625, 2026, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/hex.70960 by Scholarly C

om
m

unications - U
niversity O

f L
ancashire , W

iley O
nline L

ibrary on [05/11/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Knowledge gaps were situated within missed opportuni
ties for education across the life course. Several women 
described little exposure to screening information in 
educational or healthcare settings, with one participant 

noting, ‘It wasn't talked about in school, neither college… 
it was never explained.' (Patient, 9). Participants fre
quently expressed uncertainty in their knowledge about 
the vaccine itself and its link to cervical screening. This 

TABLE 3 | (Continued)

Subtheme Illustrative quote

Reframing through positive experiences ‘The thought of the process is very traumatic… I'm a stranger and I'm looking at 
their private parts and touching them and that can bring back post‐traumatic 
stress disorder for them… So for me, I'm trying to establish what the issue is first… 
It will take a couple of appointments to establish that. It might be educating 
them… So I kind of do it gradually in to what suits them.’ (HCP 2)
‘And it's not as bad as you think it's going to be.’ (Patient 4; not screened, 
vaccinated)

Theme 5: Opportunities for change: Community led and culturally responsive
Tailoring intervention content and delivery 
to community contexts

‘But you know what I think personally, if there was a picture, honestly, and you 
said to put this inside you for not even 10 s… I would have said, actually, I would 
have done it.’ (Patient 5; screened, unsure if vaccinated)
‘it looks like they've typed a letter from the top of the page to the bottom and all of 
them words. we're not reading it.’ (Patient 5)
‘I've had so many ladies in floods of tears saying I don't understand what this 
letter means.’ (HCP 2)
‘Maybe if a letter or like a video… maybe something should be brought up in a 
different language, like in their language like in Urdu or Punjabi or something… 
English isn't obviously their first language so maybe in another language.’ 
(HCP 6)
I'm very passionate about education… And I think when they say ‘Oh my gosh, 
my friend had a speculum in and they opened her vagina that big' and I'm like, 
we would never open your vagina that big… and I'll say you know, it's not as bad 
as labour… and I'm going to talk you through it’ (HCP 2)
‘I think people who have had it done, if they talk about it more within 
communities…’ (Patient 13; screened, unsure if vaccinated)
‘explain with like talks… like how we have the coffee and chats…get all the South 
Asian women together in one rooms… just explain how it goes.’ (Patient 15; 
screened, vaccinated)

System‐level flexibility and partnership 
working

‘work. family, kids and you're putting everyone else first all the time… you just 
can't make time out for yourself, then so, you know, it's too late.’ (Patient 6; 
screened, vaccinated)
‘They can't get anyone to look after the kids… it's just things like that.’ (HCP 5)
‘GP appointments and nurse appointments are horrendous and I think they've 
only just got worse to be honest’ (Patient 13; screened, unsure if vaccinated)
‘obviously there is more we could do, but it's down to things like staffing… it's 
having the funding.’ (HCP 1)
‘We used to join forces with primary care and colposcopy, but that's' gone now. 
There's a lack of communication… it's unfortunate because it was really 
beneficial.’ (HCP 6)
‘So a community videos for Asian women to get support with health issues they 
don't want to talk about with anybody else or whether they get judged and, you 
know, things like that. There's nothing, nothing at all.’ (HCP 4)
‘If there were sessions at the community centre, like coffee and chats, where 
someone explained it properly, people would go.’ (HCP 5)
‘I've not come across any, any cervical screening seminars or groups or you know 
in the local community centre. Definitely definitely [would be beneficial]. (Patient 
6; screened, vaccinated)
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uncertainty persisted even among participants who re
ported receiving the HPV vaccination, highlighting the 
importance of communicating that HPV vaccination 
forms part of cervical cancer prevention. Many partici
pants had limited or no recall of what they'd received and 
why, with one participant mentioning ‘I don't think 
there's a lot about this vaccine online because I'm not 
going to lie to you after high school I still haven't even 
heard of it. I was trying to google it for days.' (Patient 10). 
Cultural factors also shaped vaccine participation, with 
one participant voicing how non‐attendance was common 
among peers, ‘A lot of people never had it because they 
thought it was Haram (forbidden).' (Patient 4). Similarly, 
HPC's observed that HPV knowledge was poorly under
stood among patients, ‘I think a lot of women… they don't 
understand HPV, they've never heard of it, so they don't 
actually know what's being tested… and it's because 
there's not a lot of education out there… about HPV and 
what it is and how we catch it.' (HCP, 6). Despite the 
majority of participants self‐reported receiving the HPV 
vaccination, this did not appear to translate into consistent 
engagement with cervical screening. Many women 
remained unclear about HPV and its relationship to cer
vical cancer and screening. 

Structural, practical and place‐based barriers to 
access 

Practical constraints limited women's ability to attend 
screening. Difficulties navigating appointment systems 
were commonly described, with one participant stating, 
‘Just ringing the doctors to book the appointment was a 
mission in itself.' (Patient, 2). Inflexible clinic schedules 
further compounded these challenges, especially for those 
women balancing work and caregiving responsibilities, 
‘Work… family, kids and you're putting everyone else first 
all the time… we're too busy looking after everyone else all 
the time, aren't we.' (Patient, 6). 

On the other hand, participants further described how 
practical constraints relating to marriage and family could 
also influence screening behaviour. Some participants 
suggested being more open to screening after marriage, ‘I 
have had a screening recently. That was post marriage, so 
I had a screening after I was married.' (Patient 8), while 
for others screening was frequently deprioritised amid 
competing demands, as one participant explained, ‘I think 
maybe before I had kids, it'd probably be one of my top 
priorities.' (Patient, 11). This highlighted that marriage 
can act as a cultural prompt to increase screening beha
viour, while the demands of family life could also intro
duce new practical barriers to consider. For some women 
who had previously delayed attending, marriage appeared 
to increase the perceived relevance of screening, suggest
ing a potential turning point at which openness to 
attendance grew. 

HCPs thought the financial and logistical burden associ
ated with travel and parking reduced attendance, noting, 
‘for somebody to come here for a cervical screen, it's you 
know, where we're going to park. Do I have enough 
money or for a taxi or whatever?' (HCP, 3). Moreover, 
even when services were geographically accessible, 

interviews suggested social visibility within local settings 
could create discomfort, with concerns about judgement 
or recognition creating barriers for attendance, with one 
HCP mentioning how ‘they don't want to be seen walking 
into a sexual health clinic…don't want people to think, oh, 
you know, why is she going in there?' (HCP 3). 

Furthermore, a common discussion was around the 
reminder letters and text messages sent by GP practices 
which were largely ineffective at prompting attendance 
among the participants. Several participants mentioned 
receiving multiple invitations without acting upon them, 
with one noting, ‘I would say I've probably received a 
letter maybe 3–4 times now… you don't find them that 
informative…' (Patient 1) and another participant stating, 
‘I've been getting a letter, I got a letter again after that, but 
I've not done it.' (Patient 6). Letter content was frequently 
highlighted as a barrier itself, with participants describing 
them as inaccessible and uninformative, ‘not enough 
information about what it required or how it's going to be 
carried out, or what was the reason for it, it's that the lack 
of knowledge and the letter doesn't mention anything of 
that sort. So you just think, what am I signing up to?' 
(Patient 1). Some participants simply discarded the letter 
without reading them, ‘And me and my friends were like, 
oh, have you got it? Let's just put it in the dustbin.' 
(Patient 1). HCP's further acknowledged the limitations of 
written reminders and actively explored alternative 
approach to increase engagement, ‘I'm trying to increase 
the amount of text messages we're sending and making 
appointments bookable via the text because I think we are 
very much a techie world these days people don't want to 
sit on the phone for hours… got a chance of getting them 
in if they just click a link and say, yeah, I'll have that day 
and book it…(HCP, 4). One HCP noted the practical 
realities of forgetfulness which further compounded en
gagement, ‘By the time the appointment time has turned 
up… they tend to forget because it's 3 weeks in advance. So 
they've forgotten, you know, although they do get 
reminders.' (HCP, 5). These findings suggest that 
reminder systems alone are not sufficient, as non‐ 
attendance is not only driven by difficulties with access, 
but additionally by gaps in understanding and broader 
cultural and structural barriers.

2. Cultural and social contexts influencing engagement 

Participants placed screening decisions within cultural 
norms around modesty, sexuality and reputation. For 
some women, screening before marriage conflicted with 
social expectations. One participant explained, ‘because 
the way we've all been brought up, well the majority of us 
you shouldn't really get it done before marriage.' (Patient, 
8). Embarrassment around discussing intimate health was 
also a common feeling, with one participant describing, ‘I 
was whispering, can I make a smear test please?' (Patient, 
11). Preferences for female practitioners were commonly 
expressed as a means of protecting comfort and dignity, 
‘I'd definitely prefer a female. It's just more comfortable.' 
(Patient, 13). 

Family and community influences also played a signifi
cant role in shaping screening behaviour, operating as 
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both facilitators and barriers. One participant described 
contrasting maternal influences, ‘my mum was very pro 
screening…but my friend's mum was like no, don't go for 
it. (Patient 10). Participants often relied on experiential 
knowledge among peers than medical information ‘Eight 
of my friends are scared to do it. I was the 9th, I've done 
and a few of them, they're considering it now. I said make 
sure you won't feel it.' This highlights how encouragement 
from family members and reassurance from peers who 
had already attended screening, appeared to help some 
women move from initial reluctance towards participa
tion. One HCP noted that for married women the deci
sional influences also extend to their partners, ‘Some of 
them have to go back and get their husbands permission 
before they come back.' (HCP, 5). Trust and representa
tion emerged as important facilitators of engagement. 
HCPs described improved uptake where language barriers 
did not exist, explaining, ‘I think the uptake has improved 
in the surgery, you know, because like I say, I can speak 
the language.' (HCP, 5). South Asian women highlighted 
the benefit of peer advocacy with one participant men
tioning ‘I think people who have had it done, if they talk 
about it more within communities.' (Patient 13). Although 
cultural sensitivity remained important to consider, with 
one HCP noting ‘we have to be careful about where we 
use these videos. It's quite embarrassing in the Asian 
community.' (HCP, 5).

3. Emotional drivers of engagement and avoidance 

Fear and embarrassment were central to women's ex
periences of screening, and were often linked to limited 
knowledge and understanding of what screening involved. 
Anticipation around exposure was described, where 
women were uncertain about what to expect ‘I was like I 
have to get my bits out in front of another person. That's 
what I think I was more nervous about' (Patient, 10). For 
some, past healthcare experiences intensified this emo
tional burden, as illustrated by a participant who shared, ‘I 
had just given birth so I was very traumatised from giving 
birth so I said no.' (Patient, 12). 

Fear of results also shaped engagement. One participant 
described the distress associated with waiting for outcomes, 
‘I was on edge, you know, for 8 days. I was like, oh yeah, 
cancer, what would I do? Yeah, you know what I'm saying? 
So very scary.' (Patient, 5). For some, avoidance also served 
as a coping mechanism, with another participant noting, ‘I 
just prevent myself from doing the test.' (Patient, 6). These 
responses suggest that for some women, the emotional 
burden associated with screening, including anticipation of 
the procedure and its findings, hindered participation in 
cervical screening. Despite these concerns, positive experi
ences also had the potential to reframe expectations. 
Reflecting on their screening experience, one participant 
mentioned, ‘And it's not as bad as you think it's going to be' 
(Patient, 4), a feeling echoed by HCPs who observed similar 
reactions following appointments. For women who had 
positive experiences, this kind of reassurance appeared to 
have played an important role in eventual attendance, 
indicating that emotional responses to screening could 
positively shift once initial engagement was achieved,

4. Opportunities for change: community‐led and cul
turally responsive solutions

Participants proposed a range of strategies to improve engage
ment, emphasising the importance of accessible and culturally 
sound information. Visual explanations were especially valued, 
as highlighted by one participant, ‘you know what I think 
personally, if there was a picture, honestly, and you said to put 
this inside you for not even 10 s… I would have said, actually, I 
would have done it.' (Patient, 5). On the other hand, standard 
written communication was often perceived as inaccessible, 
with one participant noting, ‘it looks like they've typed a letter 
from the top of the page to the bottom and all of them words. 
we're not reading it' (Patient, 5).

Multilingual resources were considered essential for inclusivity: 
‘Maybe if a letter or like a video… maybe something should be 
brought up in a different language, like in their language like in 
Urdu or Punjabi or something.' (HCP, 6). Additionally, honest 
explanations of discomfort were also considered to be helpful: 
‘I'm very passionate about education… and I'll say you know, it's 
not as bad as labour… and I'm going to talk you through it' 
(HCP 2).

Participants also highlighted the value of peer dialogue and 
community‐based engagement, suggesting informal group dis
cussions as a supportive learning environment, ‘explain with 
like talks… like how we have the coffee and chats…get all the 
South Asian women together in one room… just explain how it 
goes.' (Patient, 15). The lack of perceived absence of local sup
port was also noted, with one HCP suggesting, ‘a community 
link for Asian women to get support with health issues they 
don't want to talk about with anybody else… there's nothing, 
nothing at all' (HCP, 4).

System‐level flexibility was also identified as necessary to sup
port attendance. Women described persistent challenges bal
ancing screening with caregiving responsibilities, while HCPs 
emphasised resource constraints, noting that expanding ser
vices was often ‘down to things like staffing' and ‘having the 
funding.' (HCP, 1).

4 | Discussion 

4.1 | Summary 

This study explored barriers and facilitators to cervical screen
ing participation among South Asian women aged 25–29 in 
Blackburn with Darwen, alongside healthcare professionals' 
perspectives on screening delivery. By examining both patient 
and provider experiences within a single locality, the findings 
offer context‐specific insight into how knowledge, emotional 
responses, cultural norms, and structural constraints intersect 
to shape cervical screening behaviour.

Our findings demonstrate that screening participation among 
South Asian women aged 25–29 is shaped by multiple, inter
related factors. Limited understanding and misconceptions 
about the purpose and procedure of cervical screening reduced 
perceived need for screening, while fear, embarrassment, and 
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concerns about community judgement shaped decision‐making 
and led some women to delay or avoid screening. Cultural 
norms related to modesty and sexuality, expectations associated 
with marriage status, and concerns around visibility within 
close‐knit communities were identified as specific barriers. 
Practical challenges, including difficulties accessing appoint
ments and competing responsibilities, further constrained par
ticipation. Healthcare professionals described adapting their 
approach to support women but highlighted ongoing pressures 
related to staffing and service capacity [23]. Notably, the find
ings also revealed missed opportunities to promote under
standing of cervical screening during adolescence, despite most 
participants reporting HPV vaccination. Rather than suggesting 
that vaccination and screening are competing approaches, the 
findings highlight the importance of linking messages about 
HPV vaccination with clear information about the continuing 
role of cervical screening. This may be of particular relevance 
for younger South Asian women entering the screening pro
gramme following adolescent vaccination.

Furthermore, it is also important to consider participants' 
screening histories when interpreting these findings. Ten of the 
fifteen women had attended cervical screening on at least once 
occasion prior to interview, with the remainder describing 
delayed attendance or non‐attendance. Women who had pre
viously attended, even if inconsistently, may differ in relevant 
ways from those who had never attended and thus the findings 
should be interpreted with this in mind. At the same time, 
participants' accounts provide valuable insight into the cir
cumstances that supported behaviour from reluctance to 
attendance. Encouragement from family members and peers, 
increased openness to screening following marriage and 
reassurance gained from positive healthcare experiences were 
each described as helping women to overcome initial hesitancy. 
This suggests that barriers and facilitators to screening are not 
static, and that the point at which women transition from non‐ 
attendance towards engagement may represent a valuable 
opportunity for intervention.

4.2 | Comparison With Existing Literature 

A key novel finding of this study was that knowledge gaps 
appear to be reinforced by missed educational opportunities 
across the life course, with several participants mentioning how 
cervical health was never discussed at school or college. The 
absence of early education may therefore allow misconceptions 
to persist into adulthood and shape future health decisions. 
These findings are especially relevant to younger South Asian 
women aged 25‐29, who represent a population increasingly 
entering the cervical screening programme following eligibility 
for HPV vaccination during adolescence. In the present study, 
10 of the 15 women reported receiving the HPV vaccination, yet 
several participants described limited understanding of HPV 
and the continued importance of cervical screening. This pro
vides an important distinction from research exploring vacci
nation and screening as separate preventive behaviours. Rather, 
the findings suggest that the transition from adolescent vacci
nation to adult cervical screening may represent an important 
point at which knowledge and understanding need to be 
reinforced. Previous research has identified an association 

between HPV vaccination and subsequent cervical screening 
attendance [7, 8], while evidence also indicates persistent 
inequalities in vaccination uptake and screening participation 
among some ethnic minority groups [5, 6]. Our findings add a 
qualitative perspective by illustrating how vaccination does not 
necessarily translate into a clear understanding of the purpose 
and continuing importance of cervical screening among youn
ger South Asian women,

Consistent with existing literature, low awareness and knowl
edge remain key obstacles to cervical screening engagement 
among South Asian women [14, 10, 13, 16]. Reduced health 
literacy among minority ethnic groups has been linked to 
language barriers, differing health beliefs, and educational 
inequalities, all of which reduce an individual's ability to access 
and interpret health information [24]. Survey data from Jo's 
Cervical Cancer Trust further supports these findings, indicat
ing that minority ethnic women are less likely to attend 
screening and that improved knowledge may increase partici
pation [25]. The present study extends this evidence by focusing 
specifically on younger South Asian women approaching or 
engaging with the screening programme following adolescent 
HPV vaccination, highlighting the importance of connecting 
messages about vaccination with clear information about sub
sequent screening. This study further adds nuance by showing 
how culturally sensitive topics are frequently avoided in both 
formal and informal settings, reinforcing knowledge gaps.

Cultural beliefs linking screening to marriage, childbirth, or 
sexual activity, alongside assumptions that the absence of 
symptoms equates to the absence of risk, were prominent. 
These culturally shaped misunderstandings further led to 
reduced screening attendance. These findings align with prior 
research highlighting the role of modesty, virginity, and marital 
status in shaping screening attitudes [10, 11, 15]. Fear of com
munity judgement and concerns about visibility when accessing 
services mirrored findings among British Pakistani and Ban
gladeshi women [16]. Importantly, this study demonstrated 
intra‐community variation, with family members acting as both 
facilitators and barriers, challenging homogenising narratives 
about South Asian culture.

Alternative screening modalities may help address some iden
tified barriers. Whitley et al. [26] suggest that self‐sampling 
methods, including urine testing and vaginal self‐swabs, are 
acceptable among ethnically diverse women in North West 
England due to increased privacy, comfort and control over the 
screening process. These findings are particularly relevant given 
the emphasis on modesty and embarrassment observed in this 
study.

Emotional responses, including fear of pain, exposure, and 
potential diagnosis, were central to screening avoidance, reso
nating with prior research [10, 11, 13, 15]. Healthcare profes
sionals described adapting their language to reduce anxiety, for 
example by avoiding explicit references to cancer. While this 
approach may reduce anxiety, it may also limit opportunities for 
transparent discussion about cancer prevention and risk, 
highlighting a tension between reassurance and informed 
decision‐making. Positive screening experiences, however, had 
the potential to reframe expectations and encourage peer 
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advocacy, suggesting that experiential knowledge within com
munities may be a powerful facilitator.

Overall, these findings distinguish barriers that appear broadly 
generalisable across underscreened populations from those that 
are more specific to or more acutely experienced by South Asian 
women. Structural and practical barriers, including inflexible 
appointment systems, competing caring responsibilities and 
constrained health literacy, echo barriers reported among other 
underscreened groups, including migrant and low‐income 
populations [13, 15, 27]. In contrast, taboo linked to marital 
and sexual status, family and community and fear of reputa
tional harm within close‐knit communities emerged as more 
distinctly important within this study. This distinction bears 
practical significance, as generic interventions e.g. reminder 
letters or population‐level campaigns, are, in isolation, unlikely 
to address barriers that are culturally embedded. Rather, our 
findings highlight the need for community‐embedded, cultur
ally responsive approaches, delivered through trusted commu
nity spaces, access to female practitioners, multilingual 
resources and opportunities for confidential discussion away 
from family. Together, this may represent the most meaningful 
route to improving screening engagement among South Asian 
women.

4.3 | Strengths and Limitations 

To our knowledge, this is the first qualitative study to explore 
cervical screening barriers among South Asian women aged 
25–29, a cohort likely eligible for HPV vaccination following its 
introduction in England in 2008. A key strength is the inclusion 
of both women's and healthcare professionals' perspectives, 
offering a more comprehensive understanding of barriers and 
highlighting opportunities for intervention, particularly in 
relation to knowledge gaps.

However, the study took place in a single geographical area 
characterised by high ethnic diversity and low screening uptake, 
which may limit generalisability beyond similar settings. The 
absence of routinely collected, individual‐level ethnicity data 
within NHS screening statistics further restricts the ability to 
contextualise findings within wider epidemiological patterns, 
despite persistent place‐based evidence of inequality. Nevertheless, 
the findings are likely informative for other areas in England with 
comparable sociodemographic characteristics.

Several additional limitations should be noted. Recruitment 
relied on opportunistic and snowball sampling, which may have 
resulted in sampling and selection bias, as participants willing 
to take part may have been more engaged or motivated than 
women entirely disengaged from screening. However, a third of 
the study participants have either not taken part in screening or 
had delayed participation, which mirrors cervical screening 
participation patterns in Blackburn with Darwen.

HCPs were recruited based on their roles delivering cervical 
screening and promoting participation among non‐responders 
in Blackburn with Darwen; however, no data were collected 
regarding their years of experience and the practice character
istics (e.g. coverage rates among target population). These may 

have influenced their perspectives on screening barriers and 
facilitators among young South Asian women aged 25–29 in 
Blackburn with Darwen.

All interviews were conducted in English, excluding non‐English‐ 
speaking women; given that language barriers were identified as an 
important influence on screening engagement, this may have led to 
underestimation of their impact. Screening and HPV vaccination 
status were self‐reported, and some participants were uncertain 
about their vaccination history, limiting the ability to draw firm 
conclusions regarding the relationship between HPV vaccination 
and screening behaviour. However, this pattern could also point to 
a gap in HPV‐related understanding among vaccinated participants 
rather than a demonstrated causal relationship between vaccination 
and screening behaviour. Future research would benefit from the 
inclusion of interviews conducted in community languages and 
triangulation with health records where feasible.

4.4 | Implications for Research and Practice 

The findings of this research have important implications for 
primary care and public health practice. Culturally responsive 
communication strategies are needed, including proactive dis
cussions addressing misconceptions about both cervical 
screening and the HPV vaccine. Participants highlighted prac
tical improvements such as clearer communication, multi
lingual resources, access to female practitioners, and delivery of 
information within trusted community spaces, aligning with 
existing recommendations to improve screening uptake among 
minority ethnic populations [12, 13, 28].

While national campaigns such as ‘help us help you – cancer 
screening saves lives' aim to improve awareness and encourage 
attendance [29], reminders alone appear insufficient where 
psychological capabilities and physical opportunities are lim
ited. Persistent barriers are likely to be reduced through flexible 
appointment systems, tailored information, improved naviga
tion, and partnership working with voluntary and community 
organisations. Expanding access to self‐sampling and delivering 
support beyond traditional primary care settings may be par
ticularly beneficial for younger South Asian women. Further 
research is needed to understand how such approaches can be 
effectively implemented and sustained.

5 | Conclusion 

In Blackburn with Darwen, cervical screening behaviour among 
young South Asian women aged 25‐29 is shaped by intersecting 
knowledge‐based social, cultural, and structural factors. Addressing 
inequalities in screening uptake therefore requires a multifaceted 
approach incorporating culturally responsive communication, flex
ible service design, and strong community partnership. Without 
coordinated action across these domains, existing disparities in 
cervical screening participation are likely to persist.
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