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Utilising the COM-B model to
interpret barriers and facilitators to
cervical cancer screening in young
women

Sonia Shpendi'®, Paul Norman', Jilly Gibson-Miller'
and Rebecca K. Webster'

Abstract

As most women now reaching the age for cervical cancer screening (24.5 years old) in the UK will be HPV
vaccinated, their current perspectives on screening can inform effective interventions to increase screening
uptake (and thus, early detection). Twenty-four interviews were conducted with women aged 24-30 years
old to explore their views on cervical cancer screening (n = |2 attendees and n = |2 non-attendees).
Reflexive thematic analysis generated six themes that were then mapped onto the COM-B model. Reflective
motivations (e.g. reassurance) were key facilitators to screening attendance for both groups. Social opportu-
nities (e.g. open communication) contrasted between the groups, with attendees more likely to have dis-
cussed screening with friends. Automatic motivations (e.g. embarrassment) were key barriers to attending
screening in both groups. Notably, HPV vaccination did not factor into the decision to attend screening.
Interventions to increase screening uptake may target motivational and social factors.

Keywords
cancer, cervical cancer, cervical screening, health behaviour, health psychology, pap smear, sexual health,
women’s health

Introduction

Cervical cancer remains a public health concern
worldwide and in the United Kingdom (UK),
despite the availability of free effective preven-
tative measures such as cervical screening under
the National Health Service (NHS, 2023).
According to the European age-standardised
incidence rate, cancer rates in the UK have
increased by 13% in young females over the
last decade (Cancer Research UK, 2022).
Furthermore, epidemiological studies have
revealed the highest prevalence of cervical

cancer cases in situ, preinvasive lesions that
without treatment may develop into invasive
carcinoma, is in females aged 25-29 (Cancer
Research UK, 2019). Therefore, cervical
screening programmes remain central to early
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diagnosis, with 99.8% of cervical cancer cases
being preventable (Roope, 2021).

However, there is a clear age gradient in cer-
vical screening uptake in the UK with younger
women (59.7% of 25-29-year-olds) being less
likely to attend than older women (72.1% of
45-49-year-olds) (NHS Digital, 2021). One rea-
son for this may be that young women tend to
report more practical barriers to screening atten-
dance and lower perceptions of risk for devel-
oping cancer (Waller et al., 2009). Therefore, it
is important to understand the unique perspec-
tives and barriers to screening in this age group.
A recent systematic review highlighted the util-
ity of the COM-B model in conceptualising bar-
riers and facilitators reported in previous
studies of the uptake of cervical screening in
young women (Shpendi et al., 2024). The
COM-B model is designed to provide an over-
arching framework that captures all factors that
influence behaviour change (Michie et al.,
2011). The COM-B model states that behaviour
is the outcome of (1) physical and psychologi-
cal capability to perform the behaviour; (2)
physical and social opportunity to do so; and
(3) reflective (conscious thought and decision-
making) and automatic (habits and subcon-
scious processes) motivation (Michie et al.,
2011). The COM-B model has previously been
used to examine cervical screening behaviours
as well as to illustrate barriers to attendance
among different age groups (Alam et al., 2021;
O’Donovan et al., 2021). Shpendi et al. (2024)
reported that key barriers to attending cervical
screening identified among those aged 30 and
younger aligned with the physical opportunity
(e.g. low accessibility and financial constraints)
and automatic motivation (e.g. embarrassment)
components of the COM-B model. In contrast,
psychological capability (e.g. knowledge) and
social opportunity (e.g. communication with
friends and family) were commonly cited fac-
tors facilitating screening attendance.

It is important to note that the majority of
women in the UK who now reach the screening
age (24.5 years old) will have received the

Human Papillomavirus (HPV) vaccination (UK
Health Security Agency, 2022). Persistent HPV
infection remains one of the most common
causes of cervical cancer (Bedell et al., 2020),
therefore, it follows that a reduction in HPV
infection via vaccination would reduce the pre-
valence of cervical cancer. This means that vac-
cination could potentially influence cervical
screening uptake both positively and negatively.
On the one hand, it might be that lower atten-
dance could result from a reduced perceived
need for cervical screening among the vacci-
nated. Alternatively, vaccination could serve to
alleviate anxieties or provide reassurance sur-
rounding the likelihood of receiving positive
screening results and therefore increase atten-
dance. Indeed, previous studies have reported
that HPV vaccination is positively related to the
uptake of cervical cancer screening (Beer et al.,
2014; Boone et al.,, 2016; Kitchener et al.,
2018). Shpendi et al. (2024) also highlighted
that young women who were HPV vaccinated
were more likely to have attended screening
compared to those not vaccinated. It is therefore
important to explore further how being vacci-
nated encourages screening uptake through in-
depth qualitative research.

Women now reaching the screening age for
cervical cancer are some of the first cohorts of
women in the UK to have had the opportunity
to receive the HPV vaccination. Research has
not yet reported on the views of screening in
this group of women. Insights from qualitative
research would allow for a greater understand-
ing of the impact of the vaccination on screen-
ing uptake for cervical cancer, whilst adding a
more in-depth perspective to previous findings
that have investigated factors that are most pro-
minent for screening attendance. The current
study aims to explore, via semi-structured inter-
views, the barriers and facilitators, including
HPV vaccination, to attending cervical screen-
ing in women aged 24-30 years old who have
(attenders) versus those who have not (non-
attenders) attended their first cervical screening
invitation. We aimed to gain a richer and more
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in-depth understanding of the decision-making
process surrounding screening, which may con-
tribute to refining initiatives to promote cervical
screening.

Method
Participants

Participants were a convenience sample of
young women eligible for screening based in
the UK, recruited from online platforms (e.g.
Twitter, Call for Participants and LinkedIn).
Eligible participants were aged 24-30 years
old, to recruit those who had reached the elig-
ibility age of first invitation to the NHS cervical
screening programme in the UK (24.5 years
old), but also to allow for delayed uptake of
screening. Those who had attended a cervical
cancer screening under the age of 24 years
(before eligibility for the NHS screening pro-
gramme), had a history of cervical cancer and/
or had a hysterectomy procedure were not eligi-
ble to participate. Potential participants were
first invited to complete a screening question-
naire that consisted of four questions to deter-
mine eligibility for the interview study (i.e. age,
geographical location, whether they had been
screened previously under the age of 24, and
hysterectomy history) as well as one question
on whether or not they had attended their first
cervical cancer screening to categorise partici-
pants into groups. Eligible participants were
then contacted via email in the order they com-
pleted the screening questionnaire with further
information about the interview study and avail-
able interview slots.

Braun and Clarke (2021a) have questioned
the relevance of the concept of data saturation,
as well as the practice of predetermining a
required sample size, for reflexive thematic
analysis. Instead, they argue that determining a
sample size is a pragmatic exercise that should
be decided in situ (i.e. during data collection)
and informed by the extent to which the data
are adequate, in terms of their depth, richness
and/or complexity, to address the research

question. In the present study, it was decided to
initially interview 12 attendees and 12 non-
attendees, before deciding whether or not to
interview further participants.

Online interviews were organised with those
expressing an interest to participate until the
initial recruitment quotas had been met (i.e. 12
participants per group). Participants were pro-
vided with a unique participant ID, a link to an
information sheet and a consent form, to be
completed before the interview. After comple-
tion of the interview, participants were sent an
online shopping voucher via email (£20
Amazon voucher). The study received ethical
approval from the University of Sheffield
Research Ethics Committee.

In total, 24 participants were interviewed,
comprising 12 attendees and 12 non-attendees
(see Table 1 for sample characteristics). The
median age of the final sample was 27 (range =
26-29), all participants identified as women,
and the majority were either partnered (n = 11)
or married (n = 4). The majority of participants
were HPV vaccinated (n=13) and had
received two or more doses (n=28) (see
Table 2).

Interviews

Twenty-four in-depth online interviews were
conducted (12 attendees and 12 non-attendees),
between August and September 2022 by SS.
Semi-structured interviews encouraged an open
discussion and allowed participants to express
themselves freely. Core questions focused on
screening experiences, perceptions and attitudes
towards screening, and knowledge and experi-
ences of the HPV vaccination. The topic guide
gave the researcher a flexible set of questions
and prompts on relevant topics, allowing parti-
cipants’ views and experiences to influence the
discussion (see Supplemental Materials). SS
regularly reflected in a diary on her subjective
role within the interview process and analysis
as a young woman within the eligibility age for
this study, having attended her first cervical
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Table |I. Demographic characteristics of participants (N = 24).

Characteristics Median (range)  Attendees  Non-attendees  Total
n (%) n (%) n (%)
Age 27 (25-30)
Ethnicity
White British or White Other 9 (75) 7 (58) 16 (67)
Asian or Asian British 1 (8) 4 (33) 5(21)
Black, Black British, Caribbean or African 2(17) I (8) 3(13)
Place of residence
London 4(33) 7 (58) Il (46)
Yorkshire and The Humber 1 (8) 2(17) 3(13)
East of England 0 (0) 2(17) 2 (8)
West Midlands (England) 2(17) 0 (0) 2 (8)
East Midlands (England) 2(17) 0 (0) 2 (8)
Southeast (England) 2(17) 0(0) 2 (8)
Southwest (England) 1 (8) I (8) 2 (8)
Education
Undergraduate degree 4 (33) 6 (50) 10 (42)
Postgraduate degree 5 (42) 4 (33) 9 (38)
Higher certificates 3 (25) 0 (0) 3(13)
A-level, national diploma or equivalent 0 (0) I (8) I (4)
PhD 0 (0) I (8) | (4)
Relationship status
Partnered 7 (58) 4 (33) Il (46)
Single 2 (17) 5(42) 7 (29)
Married 3 (25) I (8) 4(17)
Other 0 (0) 2(17) 2 (8)
Religion
Not religious 7 (58) 5(42) 12 (50)
Catholicism/Christianity 3 (25) 4 (33) 7 (29)
Islam 2(17) 2 (17) 4(17)
Sikhism 0 (0) I (8) I (4)
Employment status
Employed 8 (67) 7 (58) 15 (63)
Part-time I (8) 5(42) 6 (25)
Studying 2(17) 0 (0) 2 (8)
Self-employed/Freelance 1 (8) 0 (0) I (4)

cancer screening and with experience of the
HPV vaccine. SS completed data collection and
analysis from a critical realist position
(Alderson, 2021) which recognises screening as
a universal ‘procedure’ to which women have
complex and varied experiences constructed
through social phenomena and influence.
Interviews were audio recorded and transcribed
verbatim. All participants provided consent and
completed a demographic questionnaire obtain-
ing data about age, ethnicity, place of residence,

education, relationship status, religion and
employment status. Interviews lasted a median
of 28 minutes (16—45 minutes) and were car-
ried out by SS.

Analysis

Reflexive thematic analysis (RTA) (Braun and
Clarke, 2021b; Braun et al., 2023) enables flex-
ible analysis and, most importantly, allows for
analysing data inductively and deductively.
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Table 2. HPV vaccination data of participants (N = 24).
HPV vaccination Attendees Non-attendees Total
n (%) n (%) n (%)

HPV vaccinated

Yes 7 (58) 6 (50) 13 (54)

No 5 (42) 6 (50) Il (46)
Number of doses

Two or more 4 (33) 4 (33) 8 (33)

One 3 (25) 2(17) 5(21)
Location of vaccination

School 5(42) 4 (33) 9 (38)

Healthcare services 2(17) 2(17) 4 (17)

RTA has been employed to explore people’s
experiences of a range of health issues (e.g.
Bell et al., 2024; Clarkson et al, 2023; Plunkett
and Pilkington, 2024). An important feature of
RTA is that the researcher reflects on their role
in knowledge construction throughout the
research process. SS kept a reflexive diary dur-
ing interviews and data analysis to draw on dur-
ing analysis. This reflective practice served as a
reminder of the objectives of the study and a
way to acknowledge the researchers’ biases and
assumptions about the subject matter as a
woman who closely identifies with the partici-
pants in the study.

RTA utilises both semantic codes and
themes, referring to explicit and surface mean-
ings of data and latent analysis that considers
underlying ideas and/or patterns in the data. In
the present study, data analysis comprised two
stages. In stage 1 initial themes were generated
using inductive reasoning, whereas in stage 2
deductive reasoning was used to map the
themes onto COM-B model components. A
similar approach was followed by Moore et al.
(2023) in their RTA of the impact of endome-
triosis on quality of life in which they used an
inductive approach to identify initial themes,
followed by a deductive approach to map the
themes onto pre-established illness representa-
tion dimensions. Analysis for attendees and
non-attendees was conducted separately, and
then combined. Data familiarisation began for

SS by listening to the transcripts and transcrib-
ing the recordings verbatim. During stage 1,
transcripts were coded by SS, who generated
initial themes using NVivol4 software. SS
referred back to her reflective diary entries to
refresh interview memory and recall initial
observations, for example, participants’ tone of
voice and emotional cues when discussing
points. No coding book was used, as RTA dis-
courages coding books (Braun and Clarke,
2024). Questions that arose with the team dur-
ing discussions and presentation opportunities
at the time of analysis aided the development
and review of initial themes. SS also used
mindmaps to visualise codes and initial themes
when building the narrative of the findings and
finalising the themes. In stage 2, the COM-B
model was used to interpret the themes accord-
ing to how they reflected the psychological
constructs represented in the model and agreed
by all authors.

Results

Figure 1 presents the six themes of barriers and
facilitators to screening that were identified in
Stage 1 of the analysis. In stage 2, five of these
themes were then mapped onto COM-B model
components (i.e. capability, opportunity, moti-
vation), which left the remaining theme focus-
ing on HPV vaccination, presented as a separate
concept.
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Stage 1. Stage 2. Stage 2.
Initial COM-B Final
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Knowldge & Psychological -
Misconceptions| Capability Capability
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with, Others PP YN
> Opportunity
Practical Physical //
Barriers Opportunity
Percieved Reflective
Importance Motivation N
and Benefits N
| Motivation
Fears and Automatic ,/
Concerns Motivation
S —— T eTm—
HPV HPV
Vaccination Vaccination
and Screening and Screening

Figure I. Visual representation of themes and
two-stage analysis.

Stage |: Inductive analysis

Knowledge and misconceptions. Unsurprisingly,
attendees expressed more knowledge sur-
rounding screening and the procedure than
non-attendees, which may influence the
uptake of screening. This was not only due to
experiencing screening first hand but also to
more information-seeking behaviours, such as
online searching and research about screen-
ing. The non-attendee group were aware of
the initial age of eligibility for screening and
were expectant of the invitation but lacked
knowledge of the procedure itself. Similar to
attendees, non-attendees expressed a desire to
research screening further but only some
actively had done so.

I’'m not very familiar with the topic yet. And I
wanted to do some research and understand what
it’s about and what it entails. So, once I have the

understanding then I would make the decision of
whether to go or not. (P20, non-attendee)

Misconceptions surrounding the age of screen-
ing were one of the most prominent barriers to
uptake amongst non-attenders. Participants
expressed screening as something done when
older and that they felt ‘too young’ to attend,
often referring to 30 years old and older, or
relative to mothers and aunties.

Yeah, I don’t think I can take it too seriously
because I feel like I am just still young. (P19,
non-attendee)

Most of the participants felt that improving edu-
cation and awareness around the topic was the
best way to improve knowledge about screening
and the procedure. This was consistent across
both groups, with school education as a com-
mon recommendation and a focus on specific
aspects of what screening is and why it is done,
to improve uptake. This also included the possi-
bility of adding more information to the invita-
tion and from GP/health worker settings, as
well as hearing from other community members
about their experiences.

If T hadn’t of been able to see the video or had sort
of like people that I know, talked to me about the
experience, or even had, like STI tests, like they
were in a similar I’ve done this similar way. uhm
I think I would have probably put it off like most
people. (PS5, attendee)

Attendees shared coping strategies and recom-
mendations for easing the screening experience.
Further knowledge surrounding various options
to personalise screening was also highlighted as
one way to improve confidence in screening
and overall experiences. For example, one par-
ticipant emphasised ‘distracting yourself” with
music and maintaining personal hygiene to be
more relaxed, whereas a few participants sug-
gested bringing a friend or family member for
moral support.
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Maybe kind of making it more clear to women or
people have like uhm cervixes like what their
kind of not rights what their kind of what they’re
entitled to in the procedure. (P10, attendee)

The nature of cervical cancer was also high-
lighted as a facilitator to screening, as women
were aware that cervical cancer can be asymp-
tomatic, but treatable if diagnosed early.

Experiences of, and conversations with, others.
Several attendees had experience and/or knowl-
edge of a close family member’s experience
with cancer. Specific family histories of breast
cancer, cervical cancer and ovarian cancer were
shared by some, in which two of these cases
were maternal figures. For some participants,
maternal encouragement was a driver in attend-
ing their screening, as well as having friends
and family working within the health industry.

My mom is a nurse. So, she’s always very hot on
[me] attending these sorts of things. (P4, attendee)

In attendees, overall conversations and open
communication with friends and family about
cervical screening and similar topics were com-
mon. Contrary to this, non-attendees high-
lighted a lack of conversation with friends and
family, resulting in unawareness of those who
had attended the screening or not in their close
circles.

I’ve got friends that have had issues, we’re very
open me and my friends about kind of, you know,
all sorts like periods we like talk about it all.
We’re very open. (P4, attendee)

Not really just like, it’s like occasionally men-
tioned. Like, it’s not like a topic of conversation
or something. (P18, non-attendee)

I haven’t met anyone who has gone to get this
screening. So, I don’t know who to ask or like,
does it hurt? Like, I don’t know. (P14, non-
attendee)

Negative experiences and stories were shared
by friends and family with participants in both

groups. However, the influence of this was
more prominent amongst non-attendees. In the
few instances where negative stories were
shared, this worked to deter participants from
screening. One participant who had missed an
appointment due to illness had not rebooked
due to negative stories shared via friends.

Very uncomfortable they didn’t feel well after and
I think it just put me off as well cos I’'m the sort
of person that’s quite squeamish about things any-
way. (P23, non-attendee)

Non-attendees also expressed negative percep-
tions of, and previous interactions with, health-
care providers. In general, non-attendees did not
express the same level of trust in healthcare ser-
vices as attendees. Furthermore, attendees also
frequently highlighted the role of the nurse/
health worker during screening and the impor-
tance of friendliness and reassurance.

They don’t care, they don’t care about how we
feel. And so then that makes things like this, is it
going to be a horrible experience? . . . I think
that’s that kind of general feeling that I have
towards it. (P22, non-attendee)

I think the best way to put it is that I trust the
NHS. The NHS has always done right by me.
(P9, attendee)

It must be essential that the nurses you know, nice
and calm and as I said, friendly, has a smile wants
to be there. (P4, attendee)

Irrespective of screening uptake, both groups
indicated that there was a lack of strong presence
of screening topics on social media, but both felt
this could be an opportunity to further spread
awareness. However, the emphasis remained on
encouragement and information coming from
trustworthy sources, such as GPs and healthcare
professionals, instead of social media.

Practical barriers. Busy lifestyles were reported
in both groups, but in particular amongst
non-attendees when discussing the reasons for
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non-attendance. Specifically, this often referred
to changing routines and work-life balance.
Emphasis on the specific timing of invitations
and personal availability at the time of remin-
ders was also reported in both groups. Many
attendees reported being caught at a ‘good
time’, whereas non-attendees highlighted the
importance of timing for them in aiding uptake.

When 1 received the letter, I was quite, there
wasn’t many things on my mind, my schedule
was fully empty. It wasn’t a busy time of my life.
(P6, attendee)

I’'m gonna start working. So you never, you never
really know when you’re going to be available.
(P16, non-attendee)

A key issue for non-attendees was also negative
perceptions and difficulties getting an appoint-
ment. They often referred to assumptions that
GP booking services are inconvenient and
tedious, based on experiences of booking gen-
eral appointments with GP services. Two parti-
cipants explicitly stated that booking an
appointment was the main reason for not yet
having attended screening. However, the sug-
gestion of pre-booked appointments as a solu-
tion yielded mixed responses; one participant
felt this would help with hesitation in booking,
whereas two others did not feel this would be
convenient and rather increased pressure to
attend.

Because I'm assuming that it’s not that I don’t
want to, I’d love to, I think the main problem is
that you call them they’ll probably say, well, we
don’t have any availability this week, or next
week, or in a month, you can come in like six
months, or something. (P16, non-attendee)

That’s what puts me off because I know how hard
it is to like speak to a- like get an appointment like
speak to anyone at like the appointments desk.
(P18, non-attendee)

Perceived importance and benefits. Screening
was frequently assumed as ‘important’, without

often providing reasoning for this assertion.
Most commonly participants reported attending
for ‘reassurance’, particularly through the
‘knowledge’ and ‘confidence’ in one’s health.
Consideration of the costs and benefits of
screening was common with one participant
stating that, for them, ‘the advantages outweigh
the disadvantages’ (P7, attendee).

Similarly, around half of those in the non-
attendee group also reported reassurance as a
main reason why they would intend to screen in
the future, as well as sharing the viewpoint that
screening is important. The majority of partici-
pants in the non-attendee group also indicated
an intention to screen.

The top three reasons so I would say my health
and reassurance . . . uhm so yeah reassurance that
everything’s all right. (P4, attendee)

Something like this is quite good because you get-
ting you know, the reassurance and everything’s
normal. (P19, non-attendee)

The most common reason for non-attendance
among participants was a lack of priority set-
ting when it came to booking and/or attending
an appointment. Some examples of this were
due to lower perceived risk amongst some in
the non-attendee group, with a lack of symp-
toms and a low number of sexual partners as
reasons for not attending the screening.

Not actually booked in or did anything about it,
because I thought, well, it’s not really a priority
right now. (P13, non-attendee)

Fears and concerns. Participants across both
groups expressed emotions related to embar-
rassment, fear and nerves when discussing
screening. However, for non-attendee partici-
pants, this was cited as a barrier to screening
and a reason for non-attendance. Although both
groups expressed similar emotions, a clear dif-
ference was evident in the non-attendees’ confi-
dence in their ability to cope with screening
and overcome these emotions and complete
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screening. The invasiveness of the procedure
and the intimacy of the area seemed to ‘put off’
participants from attending.

Also a big part is just putting it off because I
really didn’t like the sound of having to do it —
it’s quite invasive. (P24, non-attendee)

Difficult if it entails more than a regular visit to a
gynaecologist and I'm already not happy with
that. It’s one of those. That’s why I'm like, No,
not for me. But I know it’s necessary but at the
same time I’m scared. (P14, non-attendee)

Fear or concerns about the result of the screen-
ing were mentioned in both groups but did not
seem to impact uptake in attendees (perhaps
because participants also felt that screening was
important exactly because it could detect cervi-
cal cancer early). However, a lack of knowledge
regarding results and details of what positive or
negative results meant was apparent across both
groups.

I definitely worry about results and stuff. (P23,
non-attendee)

For attendees, the preventative nature and
opportunity to attend screening were also
reported, with emphasis on the test being free.
Similarly, non-attendees also mentioned this as
a benefit to the screening process.

I mean what would be more uncomfortable if I
don’t get it done and then there is like a problem
later down the line it’s better to kind of go and get
it caught early if there is anything. (P11, attendee)

HPV vaccination and screening. Low awareness
of the vaccination and the link with screening
was evident across both groups; therefore, there
was no indication that the HPV vaccination
played an active role in the decision-making
process for participants’ screening behaviour.

I’ve got the vaccine I feel like I didn’t even really
think about the fact that I’d had the vaccine when
I went to screening. (P11, attendee)

So I guess it’s because I haven’t really heard
much about it. Again, [ haven’t thought about it
until you asked. (P16, non-attendee)

Reactions to the effectiveness of the vaccination
were also positive across all participants. Most
participants were also aware that the vaccina-
tion was not fully protective, and that screening
would still be needed.

Well, T will still go. It’s only 90% [effective
against cervical cancer], there’s 10% left. (P4,
attendee)

However, information about the vaccine’s effec-
tiveness also seemed to increase intentions to
attend screening by assuring protection whilst
also lessening concerns about screening out-
comes, indicating a possible facilitating role of
vaccination in screening.

On the other hand, one unvaccinated non-
attendee also expressed more motivation to attend
screening knowing that they did not have the vac-
cination. However, after discussing the HPV vac-
cination, some non-attendee participants did feel
that being vaccinated meant they could ‘put
[screening] to a later date’ (P19, non-attendee) or
be screened less regularly (P14, non-attendee).
Some non-vaccinated participants from both
groups also expressed more interest in taking the
vaccine than attending screening.

‘It wouldn’t discourage me from screening from
going and get in, and still having the smear test
and everything. (P35, attendee)

If T could be offered a vaccine at this stage? 1
would do it. And I would also get the courage to
go and get the screening over and done with.
(P15, non-attendee)

I think actually hearing that as well would proba-
bly make me more positive about going for my
screening as well. (P23, non-attendee)

Stage 2: Deductive analysis

The COM-B model (Michie et al., 2011) was
used to provide an overarching theoretical
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framework for interpreting the initial themes
identified in stage 1 of the data analysis, to rep-
resent the nature of the factors influencing
screening uptake in behavioural terms. In the
discussion between the authors, the themes
were mapped onto COM-B model components
as shown in Figure 1. We employed deductive
reasoning to map themes to COM-B model
components by analysing the extent to which
each theme represented each concept. For
example, the theme ‘Knowledge and Miscon-
ceptions’ illustrated how knowledge influenced
screening uptake and was therefore mapped
onto ‘Psychological Capability’, which refers to
how an individual’s capability leads to action.
We were able to map each theme to each com-
ponent of the COM-B model, except for
‘Physical Capability’ which was not discussed
in our data. Further, it was not possible to map
the theme ‘HPV Vaccination and Screening’
onto a COM-B model component and, as a
result, it remained as a fourth, separate theme.

Discussion

The present study used the COM-B model of
behaviour change to interpret barriers and facil-
itators to cervical cancer screening among
young women, focusing on first screening
experiences and invitations. Inductive RTA
identified six themes that were then mapped
onto three COM-B model components, with an
additional theme unique to this data set. Thus,
we have conceptualised factors that influence
screening uptake in attendees and non-atten-
dees, into four final themes: Capability,
Opportunity, Motivation and HPV Vaccination
and Screening. Psychological capability varied
between groups, with attendees sharing more
knowledge about screening and the procedure,
while age-related misconceptions were promi-
nent amongst non-attendees. Differences in
social opportunities, such as open communica-
tion with friends and family, were some of the
key differences cited between attendees and
non-attendees. Greater reflective motivation,

such as considering screening as ‘important’
and a source of ‘reassurance’, were important
facilitators for both groups. In contrast, auto-
matic motivation, particularly feelings of
embarrassment, acted as a barrier for both
groups. Finally, participants’ decision to attend
cervical screening or not did not appear to be
influenced by HPV vaccination status.

Environmental contexts, specifically social
influences, were one of the most widely cited fac-
tors that impacted screening behaviour and differ-
entiated attendees from non-attendees. Attendees
reported that open conversations with family and
friends facilitated normalising and increasing
screening awareness in this age group. However,
these open conversations were not exclusive to
screening but also extended to sexual and
women’s health topics in general, which aided in
normalising the discussion of cervical screening.
In contrast, lack of conversation and negative
peer influence were cited multiple times by non-
attendees, and although not explicitly reported as
a barrier, could impact other factors such as
knowledge and awareness of screening overall.
However, participants who did not engage in
conversation surrounding these topics recognised
the benefit and sought more opportunities to dis-
cuss with friends and family (Coleman et al.,
2007; Leahey et al., 2011).

Limited knowledge and awareness of
screening remain an issue with this age group,
particularly among those who hadn’t attended
screening. Specifically, gaps in knowledge
regarding the necessity for screening and the
procedure were most prominent. Educational
interventions could target specific age-related
beliefs in this group, such as misconceptions
about being ‘too young’ for cervical screening.
This misconception could also impact young
women’s perceived risk of cervical cancer, out-
weighing the known benefits and importance of
screening. Educational-based interventions may
need to target both psychological capability and
reflective motivation to be effective. Further-
more, healthcare professionals were a desired
source of information and encouragement
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regarding cervical screening, as well as mem-
bers of the community when discussing per-
sonal experiences. Although social media could
be an avenue to explore for spreading aware-
ness in younger generations (Plackett et al.,
2020), this age group may also benefit from
reminders and prompts from their GP services
to reinforce the importance of screening to
increase psychological capability.

Motivational processes, both reflective and
automatic were salient in both groups.
Consistent with previous research (Shpendi
et al., 2024), emotional responses to screening
(e.g. embarrassment, fear and nerves) were con-
sistently raised by both attendees and non-
attendees as were concerns about the test result.
It is striking that while both groups mentioned
similar barriers, for many attendees, these con-
cermns were offset by the potential benefits and
the importance attached to screening. In addi-
tion, attendees reported employing various cop-
ing strategies, such as breathing and listening to
music, to deal with fears and worries about
attending screening. Highlighting such coping
strategies in pre-screening information could
benefit non-attendees. Interestingly, almost all
non-attendees in the current study reported an
intention to screen in the future. This may
reflect an ‘intention-behaviour gap’ (Sheeran
and Webb, 2016) such that positive intentions
to attend cervical screening may not always
translate into actual attendance at screening.
Although intentions to screen are more preva-
lent in younger women when compared to older
women (Waller et al., 2012), younger women
are less likely to attend than older women; for
example, attendance rates are only 59.7% for
25-29-year-olds in England, compared with
72.1% for 45-49-year-olds (NHS Digital,
2021). This suggests that other factors, includ-
ing those identified in the current study (e.g.
embarrassment and worries) may prevent many
young women from acting on their positive
intentions to attend cervical screening. Tailored
interventions that target the commonly per-
ceived barriers for this age group are likely to

be required to increase uptake. Given that prior
attendance at cervical screening is a strong pre-
dictor of continued attendance (Taylor-Phillips
et al., 2013; Labeit and Peinemann, 2015), it is
imperative that young women are encouraged
and supported to attend their first cervical
screening appointment. Encouragingly, previ-
ous research suggests that interventions may be
more successful among hesitant groups that
show an intention to screen than among resis-
tant groups with no intention to screen (Betsch
et al., 2015). Although long-term non-atten-
dance cannot be determined at the first invita-
tion, targeting this group could be most
effective as, if successful, this is likely to trans-
late into continued attendance given that past
behaviour is one of the strongest predictors of
future behaviour (McEachan et al., 2011).

Furthermore, as previously reported, health-
care providers also play a crucial role in screen-
ing uptake and experiences (O’Connor et al.,
2014). Negative interactions and practical bar-
riers to accessing healthcare services were noted
among non-attendees in the current study, leading
to further fears of being ‘dismissed’ or ‘not taken
seriously’. Healthcare providers could use their
position positively to influence screening uptake
in young women. Specifically, healthcare provi-
ders were considered the most desired source of
information and encouragement when it came to
screening. A desire for a female nurse or health-
care provider was prominent, as well as options
to further ‘customise’ the experience to aid young
women during screening. For example, some par-
ticipants weren’t aware they could choose to be
accompanied by someone to the appointments
and during if desired, highlighting a further lack
of knowledge regarding screening options.

An important finding in this study empha-
sised the role of participants’ attitudes and per-
spectives on the HPV vaccination on cervical
screening attendance. Participants stated that the
effectiveness of the HPV vaccination would
increase their confidence in attending screening,
and news of the vaccine’s effectiveness was
well received. Perhaps contrary to expectations,
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a novel finding of this study is that participants
reported that they did not necessarily consider
their vaccination status in their decision to
screen, indicating that vaccination status may
not be predictive of screening uptake.
Improving HPV vaccination knowledge and
awareness may boost screening uptake, how-
ever, by providing young women with educa-
tion on the benefits of the vaccination, whilst
alleviating stressors linked with cervical screen-
ing results and emphasising the advantages of
being vaccinated. This highlights a possible ave-
nue to utilise the HPV vaccination as a facilita-
tor in future interventions to promote screening.

The current study had a number of strengths.
Most notably, the use of semi-structured inter-
views allowed for flexibility to explore in-
depth, women’s views on cervical screening.
Furthermore, the RTA enabled a two-stage anal-
ysis process whereby inductive reasoning gen-
erated themes that gave insight into barriers and
facilitators to screening, whilst a second deduc-
tive analysis stage allowed us to map these
themes onto a theoretical model of behaviour
change, the COM-B model. It should be noted
that the principal researchers’ position within
RTA may have influenced data collection and
analysis, given their demographic and previous
research on the topic. However, this was man-
aged throughout by active reflection. Reflexive
practice supports the flexible, yet systematic
approach to thematic analysis and is considered
a strength of this method, which values the
researcher’s subjectivity and in-depth interac-
tion with the data as the primary tool in discern-
ing meaning from data (Braun and Clarke,
2021b). Reflective notes also illustrated the ben-
efits of the researchers’ demographic in helping
to create rapport with participants during inter-
views. Given the sensitivity of the topic and
personal experiences being shared, discussing
this with someone of a similar age and gender
can help create a more open and understanding
environment during interviews.

Another key strength of the study is that it
was carried out at a unique period during which

some of the first HPV vaccination cohorts
became eligible for screening under the NHS
(24.5 years old and older). This allowed for dis-
cussion of HPV vaccination and screening with
a sample of first-invitation attendees and non-
attendees. However, previous qualitative
research has suggested that participants are not
always consciously aware of the ‘real’ reason
for screening attendance or non-attendance
(Waller et al., 2009), therefore it is common to
see similar explanations and emotions shared.
For example, negative attributes of screening
(e.g. embarrassment) are frequently used as jus-
tification for non-attendance; however, these
attributes are also equally cited by attendees.
Future quantitative research might validate the
present findings by assessing the prevalence of
these barriers and facilitators and the strength
of their relationships with screening behaviour
in a larger sample of young women.

Conclusion

Cervical cancer screening behaviour is com-
plex and presents unique challenges in ensur-
ing young women are adequately informed
and encouraged to attend. Our findings sug-
gest that more prompts and accurate informa-
tion are needed from healthcare professionals,
as well as encouragement to engender open
discussions amongst peers. Furthermore,
addressing factors that may be hindering those
with positive intentions to attend cervical
screening, such as feelings of embarrassment
regarding the procedure, is crucial to increas-
ing the uptake of cervical screening in young
women. Future work could also examine fur-
ther the impact of the HPV vaccination and
how this could be utilised to promote atten-
dance at cervical screening.
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