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Abstract

Background. Participation in organised cervical cancer screening has declined recently. While
research has focussed on barriers to screening participation, less attention has been paid to what
motivates women to attend. Moreover, little is known about healthcare provider/practitioner-level
barriers and facilitators to participation. Better understanding of these issues could help inform
strategies to improve participation.
Objective. To explore the role of general practitioners (GPs) in influencing women’s cervical
screening behaviours and investigate other motivators for women to attend for a cervical smear.
Methods. Ten focus groups were conducted in Ireland, shortly before the launch of a national cervical
screening programme. Discussions were audio-recorded, transcribed verbatim and transcripts were
analysed thematically.
Results. GPs greatly influence women’s screening behaviours and can have a positive or negative
impact on women’s participation in screening. Four major subthemes emerged in relation to this: the
attitude of the GP; prompting by the GP; trust in the GP; and women’s relationships with their GP.
Two main motivators to screening participation were identified: personal reasons/benefits (e.g.
potential of smears to be life-saving); and practical issues/convenience. Women’s also expressed
desires for what they would like to see incorporated in the national screening programme (e.g. an
“out-of-hours” service).
Conclusion. GPs can impact positively and negatively on women’s cervical screening participation.
Providing on-going support to GPs around their cervical screening practices is essential to maximise
screening attendance. Targeted information materials that focus on the personal reasons and benefits
of having smear tests could help stimulate women to participate.
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Introduction
Well-organised cervical screening programmes can reduce cervical cancer incidence and mortality (1,
2). Cervical screening programmes are in place in many European countries (3). Although, there are
variations in screening protocols, between countries, all programmes aim to attain high uptake. High
uptake is crucial for detecting pre-cancerous changes and preventing invasive cancers; therefore,
attendance, or more accurately non-attendance, can have a significant impact on the effectiveness of
screening.

Concerns about uptake have been expressed in several countries. In England, the screening
programme was established in 1964 and uptake had been high, but coverage has been declining
recently, particularly among the youngest age group (4). Similar trends have been seen in other
countries such as Sweden and Australia (5). At the other end of the age spectrum, in Ireland uptake is
lower in older (>50 years) than younger women and in England attendance has recently declined in
women aged 60 - 64 years (6, 4). Of particular concern, is that recent research has revealed women
≥50 years who do not have cervical screening are six times more likely to be diagnosed with cervical
cancer in later life (7).

Better understanding of the reasons why women participate, or do not participate, in cervical
screening is essential if these trends are to be reversed. Reasons for non-participation have been
identified at the level of individual women and the level of the healthcare system. Woman-level
barriers to screening participation include embarrassment, low perceptions of cervical cancer risk and
negative attitudes towards cervical screening. Examples of system-level barriers include inconvenient
appointment times, male smeartakers and lack of provision of childcare facilities (8-10). To date,
healthcare provider/practitioner-level barriers and facilitators to screening participation have not been
extensively explored. One recent study identified the importance of primary care professionals in
women’s experiences of actually undergoing smear tests. However, this study did not look at how
health care professionals may influence women’s participation in screening (11). While there are a
plethora of studies that have examined barriers to screening participation, less attention has been
paid to what motivates women to attend for smear tests.
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We used qualitative methods to explore, in-depth, the role of general practitioners (GPs) in influencing
women’s cervical screening behaviours and investigate other motivators for women to attend for a
cervical smear.

Methods

Setting

The study was conducted in Ireland, which has a mixed public-private healthcare scheme. The study
was carried out between August 2007 and August 2008, shortly before the launch of a national
cervical screening programme. The programme began in September 2008 offering free cervical
screening to women aged 25 to 60; women aged 25 to 44 have smears every 3 years and women
aged 45 to 60 have smears every 5 years (12). Prior to this, a pilot-based screening programme was
set up in 2000, offering free smears to women aged 25 to 60 in three mid-western counties. Outwith
these areas, women could have a smear by attending their general practitioner (GP) and would
typically pay €50-60. Smears were also done opportunistically, e.g. following childbirth. Indirect
evidence suggests that many women had had at least one smear prior to the introduction of the
screening programme (13).

Participants and recruitment

Focus groups were conducted in both urban and rural areas and in areas with different sociodemographic profiles. Women were recruited through adverts in newspapers, posters and flyers at
general practices, primary care centres, and Well Woman Centres (medical practices with an
emphasis on women’s health). Women were eligible to take part if they were aged ≥ 17 years.
Previous experience of smear tests was not required; this was clearly stated on all recruitment
materials. To ensure maximum diversity, women of a range of ages, and both public and private
patients, were recruited. Groups were held until data saturation was achieved (14). Interested women
returned their details via post to the research team. The research team telephoned interested women
to arrange a suitable date and time for the focus group.
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Procedures

Groups were held at locally convenient locations (e.g. general practices) and lasted 90-150 minutes.
Women signed a consent form before the discussion commenced. A topic guide was developed from
literature review (Supplementary file 1). A trained facilitator (JM) introduced topics from the guide and
a co-facilitator assisted, noting group dynamics and non-verbal communication. Each group
discussed cervical screening, HPV infection, and either HPV testing or HPV vaccination, with this
topic chose randomly by the facilitator before the group started. Women were invited for their views
on the forthcoming programme, and to consider what would make them, or other women, more likely
to have smear tests or to participate in the programme. The topic guide formed the basis of
discussions, but was not used prescriptively, and was allowed to evolve such that discussion in one
group informed the topic guide for the next group.

Analysis

Discussions were audio-recorded, transcribed verbatim and anonymised. Thematic analysis (15) was
conducted. Analysis was ongoing and iterative, such that analysis of early focus groups could inform
the content of subsequent groups. Two researchers (including the group facilitator) independently
reviewed the first two transcripts, coded these, and, in discussion, identified the main themes. This
process helped to ensure validity of coding categories and analytic rigour. The codes were then
applied to the rest of the dataset, but the code lists were also refined as analysis progressed.
Descriptive accounts of each group were prepared to identify more specific themes. Each theme was
considered in the context of each of the focus groups. Results reported here relate to women’s
participation in cervical screening; findings in relation to HPV are reported elsewhere (16). Direct
quotes are presented in tables to illustrate participants’ views, each of which is accompanied by the
relevant participant and focus group ID numbers.

The study was approved by the Irish College of General Practitioners Research Ethics Committee.
The results of this study are presented in line with the guidelines for reporting on qualitative research
(17).
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Results

Characteristic of Participants

59 women took part in ten focus groups. Most women (n=53) had previously had a smear test.
Participants’ socio-demographic characteristics are presented in table 1.

Two major themes relating to women’s cervical screening participation emerged from the analysis: (1)
the influence of GPs on women’s participation in screening and (2) motivators to screening
participation.

Influence of GPs on women’s participation in screening

Four subthemes emerged relating to the influence of GPs on women’s participation in cervical
screening: (1) the attitude of the GP; (2) prompting by the GP; (3) trust in the GP; (4) women’s
relationships with their GP (Table 2).

The attitude of the GP: The attitude of the GP with respect to cervical screening and women’s health
issues had a major influence on women’s attendance for smears, both positively and negatively. This
was especially important when women were attending for their first smear. Whether the GP viewed
smears as important, and how this was communicated to women, emerged as both a barrier and
motivator to having a smear. For example, some women talked about their GP’s positive attitude
toward screening and how this positively influenced their screening behaviour. On the other hand,
other women felt that their GP was not interested in women’s health issues and did not want the
“hassle” of taking smears. Some women felt that their GP was “sparing services” and did not want to
provide smears in order to save resources. A few women felt they had to be proactive in insisting they
were entitled to have a smear test from their GP. Having to ask for a smear test discouraged some
women from having one.

Prompting by the GP: Women described how prompting by their GP encouraged or reminded them to
attend for a smear test. Verbal prompting (e.g., face-to face during consultations) had a major positive
influence on women’s attendance. Women described how this was especially effective when having a
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first smear. Women also considered that prompting in the form of invitation and reminder letters or
through a “call-recall system” was helpful and encouraged them to attend.

Trust in the GP: Most women had a high level of trust in their GP. In addition, many women trusted
what their GP told them in relation to cervical screening. For example, while many women were
unhappy with the recommended screening interval (3 or 5 years) for the screening programme, they
were reassured by their GP’s support for these guidelines. Some women expressed concern at the
recommended age of 25 to commence screening; they felt that younger women should be offered
screening, but were reassured by their GP’s support for these recommendations. More generally,
trust in their GP encouraged women to attend for smear tests.

For most women, GP surgeries were their preferred and most trusted sources of cervical screening
information. Nevertheless, there were concerns over information provided GPs. Some women
questioned whether GPs know enough about cervical screening to discuss these issues with patients.
Women also observed that GPs could feel threatened by women who bring information with them to a
consultation. For some women distrust of information provided about screening/smear tests by the
GP, or lack of confidence in the GP’s knowledge, discouraged them from attending for smear tests.

Women’s relationships with their GP: Some women described having a strong relationship with their
GP. These women also felt that they could be more open with their doctor and freely discuss anything
with them. This type of relationship was –for some women - a strong motivator to attend cervical
screening. In contrast, other women felt that because they had such a strong relationship with their
GP, this could make them feel embarrassed about going for a smear.

Motivators to screening participation

Two major themes and several subthemes were identified as regards to what encourages women to
have smear tests: (1) personal reasons/benefits and (2) practical issues/convenience (Table 3).
Women also expressed desires for what they would wish to see incorporated into the forthcoming
national programme to help facilitate participation.

Personal reasons/benefits: Although most women believed that having smear tests was important to
prevent cervical cancer, it was seen as a woman’s personal choice whether to attend or not. For
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some women the importance of having a smear in terms of the potential to “save your life” overrode
concerns about the discomfort of the procedure. Some women indicated that they had smears
because they felt personally responsible for their own bodies. Others noted that attending for smears
provided them with reassurance.

Practical issues/convenience: Convenience and practical issues were considered essential enablers
of screening participation. Women felt that it was important to have the choice of where the smear test
was performed (e.g. own GP or a Well Woman Centre). The freedom of choosing with whom to have
the smear was also considered an important motivator for attendance. In terms of things that might
encourage women to have smears, most felt that the idea of an overall ‘MOT’ would be encouraging;
specifically, they favoured integrating smear tests with other health checks.

Desires for the national screening programme: Women had two major suggestions for what they
would like to see incorporated in the screening programme in order to maximise uptake. These were
a “buddy system” (e.g. encouraging women to attending for smears with a friend for emotional
support) and an “out of hours” service for working women.

Discussion

Influence of GPs on women’s participation in screening

A major finding of this study was that women’s cervical screening behaviours are greatly influenced
by their GP, both positively and negatively. In particular, a positive attitude by their GP towards
cervical screening strongly influenced their likelihood of having a smear. A similar finding has been
reported in relation to women’s participation in breast screening (18). Conversely, participants in our
study also reported a range of negative GP attitudes that deterred them from attending for smear
tests. Of these, what was particularly influential was if the GP expressed a negative view about
screening. This finding suggests that strategies to encourage GPs to be more positive about
screening during consultations could reflect positively on women’s attitudes to screening and
encourage them to attend for smears. Our study also goes further, in so far as it identified other key
issues relating to the influence of GPs on women’s screening participation: GP prompting, trust in the
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GP, and women’s relationships with their GP. Screening programmes may consider focussing on
these specific issues in their support of GPs in relation to their cervical screening practices.

Previous research has shown that an established relationship with a health-care provider is a
facilitator of cervical screening participation (19). Moreover, the ability to establish a trusting
relationship with the health-care provider is important in making smear tests more acceptable to
women (20). Our study adds to the existing evidence-base on the importance of patient-provider
relationships by showing, for the first time, that a strong relationship with a GP can work both ways; it
acts as either a motivator or barrier to screening participation. GPs need to be reminded of the
importance of their relationships with patients in relation to cervical screening uptake.

Prompting by GPs motivated the women in our study to attend cervical screening. Some women
described how invitation and reminder letters were effective in encouraging them to attend. This
echoes findings from a study which found that a GPs’ signature on invitation letters increases breast
screening participation (21). It is also a practical illustration of how call-recall systems within screening
programmes increase effectiveness; in the UK, rates of cervical cancer declined after the introduction
of call-recall systems, although screening had been in place for several years before this (22). In the
current study, verbal prompting was also influential in encouraging women to attend for smears.
Unlike letters, this form of prompting is cost-free and takes up little of the GPs’ time. Verbal prompting
was particularly effective for women in this study who had never had a smear test. This is similar to
findings in breast cancer screening, where direct contact with a trained professional increased
participation (23).

Women were, predominantly, very trusting of their GP and the information provided by them.
However, concerns were raised by women about the knowledge levels of doctors in relation to
cervical screening. Previous studies have found gaps in doctors’ cervical screening knowledge,
particularly in relation to HPV (24, 25). Doctors have difficulties in keeping up-to-date with clinical
evidence and this has been recognised as a barrier to primary care practice (26). Simply “educating”
GPs in relation to cervical screening may not be the answer. Interventions that find more appropriate
ways to support GPs in their cervical screening practices and delivery of information to women are
needed.
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As in other healthcare systems, many smear tests taken in Ireland are now performed by primary care
nurses, although the professional responsibility still lies with the GP (27). The current study shows
that GPs are hugely influential in encouraging women to have smear tests; it is less clear whether
nurses have a similar effect. In fact, the role of nurses in cervical screening was not raised by women
in the focus groups, other than in the context of expressing desire for a female smeartaker. Therefore,
the impact of the increasing involvement of primary care nurses on women’s cervical screening
behaviours requires further investigation.
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Motivators to screening participation

The reasons why women do not attend for smears have been previously researched (28, 29). In order
to extend this evidence-base, we set out to better understand the benefits women perceive they gain
from attending for smears and their personal motivators for attending. Motivators identified by women
included: smears preventing cervical cancer, the potential of smears to be life-saving, a feeling of
personal responsibility for one’s body, and smears providing reassurance. Previous research has
suggested that an individual’s proactive role in cervical cancer prevention is one reason why women
attend screening (30) and that attendance is driven by a search for reassurance (31). Our findings,
and these, suggest that designing information initiatives which focus on the personal benefits of
attending for smears may help to induce non-attendees to participate.

One of the ways to potentially maximise screening uptake is to listen to the issues raised by women
and their desires for a screening programme. Women discussed the desire for an ‘out of hours’
service, which could facilitate participation among women who work. GP practices may need to
introduce or improve the flexibility of appointment times to accommodate women and encourage
screening uptake. Another desire of women was for a “buddy system”, whereby women could attend
their smear test with a friend. This system could be particularly beneficial in encouraging cervical
screening attendance among more vulnerable women. Implementing buddy systems in primary care
(which is a simple, low-cost intervention), particularly for women who require additional support to
attend for smear tests, may help improve screening uptake.

How our study fits in to what is already known about screening decisions

According to the Theory of Planned Behaviour, intentions to participate in screening are predicted, in
part, by subjective norms (what a significant other thinks about screening) (32). In a meta-analysis on
participation in cancer and non-cancer screening programmes, subjective norms was a major
predictor of attendance, particularly where screening participants were recruited from GP practices
(32). The authors suggested that this was due to participants valuing their visits to their GPs and
having a good relationship with their GP. Studies in other cancers have also revealed the influences
of health professionals on individual’s screening behaviours. For example, a doctor’s recommendation
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is a powerful motivator to attend colorectal cancer and breast cancer screening (33, 34). Our findings
on cervical screening are largely consistent with these results.

The transformation of cervical cancer prevention

The relationship between HPV and cervical cancer is revolutionising cervical cancer screening. HPV
testing is being used in the follow-up of women treated for high-grade abnormalities, for triage of
women with low-grade abnormalities and as a co-test with cytology in some settings. In addition,
primary HPV testing is likely to be introduced in the near future. In these focus groups, women raised
concerns over the lack of treatment for HPV infection and expressed a strong attachment to cervical
cytology testing (16). These findings suggest that the adoption of HPV testing into screening protocols
may raise new challenges to screening participation, especially once vaccinated women become
eligible for screening. Further research on the impact of HPV testing and vaccination on women’s
views on, and participation in, cervical screening is urgently required.

Strengths and limitations

The use of focus groups allowed us to explore, in-depth, women’s views about cervical screening.
Another key strength of the study is that it was carried out immediately prior to the introduction of a
national screening programme, but at a time when there was widespread public awareness that the
programme was about to commence. This enabled women to discuss their desires for a screening
programme before the experience of taking part in one. However, women’s views about cervical
screening may have changed since the inception of the programme in 2008. Moreover, the
introduction of HPV vaccination and testing might have also influenced women’s views (35). Further
focus groups could be beneficial to ascertain if women’s views on cervical screening have changed
considerably over time. Another possible limitation is that some women who took part in the study had
an interest in the topic area. However, maximum socio-demographic and socio-economic diversity
was aimed for when recruiting women to the focus groups such that the groups were heterogeneous.
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Conclusions

The findings of this study re-enforce the pivotal role GPs play in women’s cervical screening
attendance. Notably, GPs can impact both positively and negatively on women’s participation in
screening. This suggests that providing on-going support to GPs around their cervical screening
practices is crucial to maximise screening attendance among women. In addition, paying greater
attention to the reasons why women attend screening, and their desires for enhancing services, may
also help to increase participation. For example, targeted information initiatives that focus on personal
reasons and benefits for attending smear tests, longer service opening hours, and encouraging
women to have a friend accompany them, could help encourage women to participate.
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Table 1. Socio-demographic characteristics of focus group participants
Age of participants:
Age range (years):
17-20
21 – 30
31-40
41-50
n (%)
3 (5.1)
10 (16.9) 17 (28.8) 15 (25.4)
Relationship Status:
Single
3 (5.1)
1 (1.7)
3 (5.1)
1 (1.7)
Married
0 (0)
2 (3.4)
11 (18.6) 10(16.9)
Cohabiting
0 (0)
2 (3.4)
2 (3.4)
1 (1.7)
Divorced/separated
0 (0)
1 (1.7)
1 (1.7)
3 (5.1)
Relationship
0 (0)
4 (6.8)
0 (0)
0 (0)
(not cohabiting)
Education:
Primary level
0 (0)
0 (0)
1 (1.7)
0 (0)
Second level upper
3 (5.1)
3 (5.1)
6 (10.2)
6 (10.2)
Third level
0 (0)
7 (11.9)
10 (17.0) 9 (15.3)
Ever had a smear:
No
3 (5.1)
1(1.7)
0 (0)
0 (0)
Yes
0 (0)
9 (15.3)
17 (28.8) 15 (25.4)
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51-60
9 (15.3)

61-70
5 (8.5)

Total
59 (100)

1 (1.7)
5 (8.5)
0 (0)
3 (5.1)

0 (0)
5 (8.5)
0 (0)
0 (0)

9 (15.3)
33 (55.9)
5 (8.5)
8 (13.5)

0 (0)

0 (0)

4 (6.8)

4 (6.8)
2 (3.4)
3 (5.1)

1 (1.7)
0 (0)
4(6.8)

6 (10.2)
20(33.8)
33 (56.0)

1 (1.7)
8 (13.6)

1 (1.7)
4 (6.8)

6 (10.2)
53 (89.8)

Table 2. Influence of GPs on women’s participation in screening
Subthemes - Influence of GPs
Sample Quotes
‘I think actually some GP’s just…maybe they are just
The attitude of the GP
dismissive of women’s health issues generally speaking.
you do get an attitude sometimes when it’s women’s
things. And that there is that kind of lingering attitude I
think with some GP’s definitely’ (P02, FG3)
‘Her day was finished. She had gone home. So she was
ringing me from her own phone [with results of smear
test]. I actually kind of said…everyone I meet I was telling
them. Your woman down there..she is fabulous…rings
you at home and all..great. And I recommend her to
everybody.’ (P05, FG10)
‘why are they sparing the services [e.g. smear tests]..If I
went into a shop and I asked for a particular brand of
thing…wouldn’t they try and get it for me.’ (P04, FG7)
Prompting by the GP

‘I would never have thought of going [for a smear test]
only for the GP saying it to me. I just wouldn’t have
thought of it. Maybe if I was older or had a baby, I would
have’ (P07, FG6)
Well I have to say the biggest incentive for me is the fact
that the doctor..that I’m sent a letter with an appointment
on it from here.’ (P04, FG8)

Trust in the GP

‘I suppose you kind of trust that the doctor knows what
they are doing when they say wait for three years. But
then that’s tried and tested. Waiting three years [for a
smear test] is grand like, if you trust your doctor.(P03,
FG8)
‘A lot of doctors will say to you that somebody will come in
with this sheet printed off the internet and say “there you
go, that’s what I have”. But I think doctors do feel
threatened by that..they are kind of pulling back a bit on
information that they give people for that reason.’ (P02,
FG3)

Women’s relationships with their GP

‘Well also if you’ve got a relationship with your doctor..you
know its..if you feel good about it. Like going to the
hairdresser..you can say anything to them.’ (P01, FG6)
‘because people have such a relationship with their GP
that they feel embarrassed about it. ..if there was a centre
even attached to a hospital or something that you would
go in and it was somebody that you didn’t know, [women]
would be far happier.’ (P04, FG6)
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Table 3. Motivators to screening participation
Major themes
Subthemes
Personal reasons/benefits Prevention

The potential of smears
to be life-saving

‘That surprises me you know when you
hear people don’t go and I know it’s not the
most pleasant thing to do…But if it saves
your life …. It’s worth it.’ (P01, FG4)

Personal responsibility

‘even though I didn’t want to have the
cervical smear, I said it’s something that
perhaps I should do, I should just make
myself do it.’ (P05, FG1)

Reasssurance

Practical
issues/convenience

Sample Quotes
‘But prevention is better than cure. I think
the emphasis should be on the fact that it [
smear tests] can prevent a terminal illness.
.I mean its preventative isn’t it? I mean
that’s the whole idea of that screening.’
(P02, FG7)

‘I really don’t think about that one [cervical
cancer] that much I think it’s probably
because I have the routine of getting the
check done every two years and because
of that then I feel I don’t worry about it.’
(P03, FG4)

Choice of where and
with whom to have
smear

‘A well-woman clinic or a centre. And I
think then that…you know…I mean a
woman should be given the choice if she
wants to go to her GP and is quite happy to
do so, then fine.’ (P08, FG6)

Overall health
check/’MOT’

[Part of all other female checks]Oh god yea.
Why would you not. If you just had to go
once a year and you get everything done.’
(P02, FG6)
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