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Cervical cancer remains one of the most prevalent and preventable
malignancies affecting women worldwide. Despite advancements in early
detection and treatment, morbidity and mortality remain high, particularly in low-
resource settings. Knowledge, attitude, and practices (KAP) regarding cervical
cancer and its screening play a pivotal role in the timely diagnosis and prevention
of this disease. This review explores the current state of KAP towards cervical
cancer and its screening among women attending tertiary care hospitals. The
study evaluates factors influencing awareness, cultural perceptions, accessibility,
and healthcare-seeking behaviors that affect screening participation. Additionally,
barriers such as socio-economic factors, myths, stigma, and inadequate healthcare
infrastructure are examined. Emphasis is placed on the role of education,
community engagement, and policy-level interventions in improving screening
uptake. Findings suggest that a multidisciplinary approach involving healthcare
providers, government bodies, and non-governmental organizations is crucial in
addressing gaps in cervical cancer screening. Strengthening educational
initiatives, promoting self-sampling techniques, and implementing targeted
awareness campaigns are key strategies to enhance screening rates. The review
underscores the need for robust healthcare policies, enhanced outreach programs,
and improved healthcare provider-patient communication to ensure early
detection and treatment of cervical cancer. By addressing the disparities in
knowledge, attitude, and practices, significant strides can be made towards
reducing the burden of cervical cancer and improving women's health outcomes.
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1. INTRODUCTION

Cervical cancer is the second most common cancer among women globally, with a substantial burden
in low- and middle-income countries. The World Health Organization (WHO) estimates that nearly 600,000
new cases are diagnosed annually, with approximately 342,000 deaths attributed to the disease [1]. Persistent
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infection with high-risk human papillomavirus (HPV) is the primary etiological factor for cervical cancer,
making it a preventable malignancy through vaccination and early screening [2].

Despite the availability of effective screening methods, including Pap smears, HPV DNA tests, and
visual inspection with acetic acid (VIA), participation rates remain low. The knowledge, attitude, and practices
(KAP) of women towards cervical cancer and its screening play a crucial role in determining screening uptake
and early diagnosis [3]. Various socio-demographic factors such as age, education level, socioeconomic status,
cultural beliefs, and access to healthcare significantly impact women’s perceptions and behaviors regarding
cervical cancer screening [4].

Tertiary care hospitals serve as referral centers and play a critical role in providing specialized care for
women at risk of or diagnosed with cervical cancer. Understanding KAP among women attending these
hospitals is essential for designing effective awareness programs, improving screening rates, and reducing
disease burden [5].

This review aims to comprehensively analyze KAP towards cervical cancer and its screening among
women attending tertiary care hospitals. It explores existing literature on awareness levels, screening behaviors,
barriers to participation, and effective intervention strategies. The study further highlights the role of healthcare
providers, policy interventions, and community-based initiatives in bridging the knowledge gap and improving
cervical cancer prevention.

2. KNOWLEDGE OF CERVICAL CANCER AND SCREENING

Knowledge about cervical cancer, its risk factors, symptoms, and screening methods is a fundamental
determinant of screening behavior among women. Studies indicate that awareness levels vary significantly
among different populations, particularly in developing regions [6].
2.1 Awareness of Cervical Cancer
Many women remain unaware of cervical cancer's risk factors, including persistent HPV infection, early sexual
activity, multiple sexual partners, smoking, and immunosuppressive conditions [7]. A study conducted in South
Asia found that only 40% of women could correctly identify HPV as a primary cause of cervical cancer [8].
Limited knowledge about symptoms, such as abnormal vaginal bleeding, pelvic pain, and post-coital bleeding,
further delays diagnosis and treatment [9].
2.2 Understanding of Screening Methods
Pap smears, HPV DNA testing, and VIA are the primary screening techniques used for early detection of
cervical cancer. However, knowledge regarding these methods is often inadequate. Research shows that only a
minority of women attending tertiary care hospitals are familiar with the recommended screening frequency and
procedures [10]. Educational interventions aimed at improving awareness about the benefits of screening have
been shown to increase participation rates [11].
2.3 Sources of Information
Healthcare professionals, mass media, and social networks play a critical role in disseminating information
about cervical cancer screening. However, misinformation and myths surrounding screening procedures often
contribute to fear and reluctance among women [12]. Targeted health campaigns and culturally appropriate
educational materials are essential for improving knowledge levels [13].

3. ATTITUDES TOWARDS CERVICAL CANCER SCREENING

Attitudes toward cervical cancer screening influence women’s willingness to participate in screening
programs. Cultural beliefs, perceived susceptibility, fear of diagnosis, and trust in the healthcare system impact
screening behaviors [14].
3.1 Perceived Risk and Severity
Women’s perception of their susceptibility to cervical cancer affects their decision to undergo screening. Many
believe they are not at risk if they are asymptomatic or have a monogamous relationship, leading to a false sense
of security [15]. Studies suggest that women who perceive cervical cancer as a severe but preventable disease
are more likely to undergo regular screening [16].
3.2 Fear and Stigma
Fear of pain, embarrassment, and potential diagnosis of cancer are significant deterrents to cervical cancer
screening. Cultural stigma associated with gynecological examinations further discourages women from seeking
screening services [17]. Addressing these concerns through patient counseling and community outreach
programs is crucial for improving screening uptake [18].
3.3 Trust in Healthcare Providers
Women’s trust in healthcare providers and their confidence in the effectiveness of screening programs play a
pivotal role in participation rates. Poor communication, lack of female healthcare professionals, and previous
negative experiences deter women from seeking screening services [19]. Improving patient-provider interactions
and incorporating patient-centered approaches can enhance screening adherence [20].
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4. SCREENING PRACTICES AND BARRIERS

Despite the availability of screening services, utilization rates remain suboptimal due to multiple
barriers, including socio-economic, logistical, and cultural factors. Understanding the current screening practices
and challenges faced by women in tertiary care hospitals is essential for designing effective intervention
strategies.

4.1 Screening Uptake and Frequency

Studies indicate that screening rates vary widely across different populations, with lower participation observed
in low-income and rural communities [21]. Regular screening is often hindered by a lack of knowledge about
recommended screening intervals and eligibility criteria [22]. According to research conducted in developing
countries, less than 30% of eligible women undergo regular cervical cancer screening, compared to over 70% in
high-income nations [23].

Healthcare facilities play a vital role in encouraging routine screening. However, tertiary care hospitals often
cater to women who have already developed symptoms, rather than those seeking preventive care. Integrating
routine cervical cancer screening into primary healthcare services can significantly improve participation rates.
Additionally, community-based screening initiatives and maobile health units have been successful in increasing
screening uptake in remote areas [24].

4.2 Barriers to Screening

Women face multiple barriers to cervical cancer screening, which can be broadly categorized as personal, socio-
cultural, and systemic challenges.

4.2.1 Personal Barriers

Personal barriers include fear of pain during the procedure, anxiety about potential cancer diagnosis, and
misconceptions regarding cervical cancer. Many women believe that screening is only necessary when
symptoms appear, leading to delayed detection [25]. Others cite embarrassment and discomfort as reasons for
avoiding gynecological examinations [26].

4.2.2 Socio-Cultural Barriers

Social norms and cultural beliefs significantly influence screening behaviors. In some communities, cervical
cancer screening is associated with promiscuity, leading to stigma and reluctance among married women to seek
preventive care [27]. Religious beliefs and patriarchal structures further contribute to the hesitation in
undergoing screening, especially in conservative societies where discussing reproductive health is taboo [28].
4.2.3 Systemic Barriers

Healthcare infrastructure limitations, including inadequate screening facilities, long waiting times, and shortage
of trained healthcare personnel, negatively impact screening participation [29]. In many tertiary care hospitals,
cervical cancer screening services are underutilized due to lack of awareness campaigns and limited integration
of screening with other routine healthcare services [30].

Additionally, financial constraints pose a major barrier for women in low-income settings. The cost of Pap
smears, HPV DNA tests, and follow-up care can be prohibitive, especially in countries without government-
funded screening programs [31]. Expanding subsidized or free screening services and offering insurance
coverage for preventive screenings can help mitigate financial barriers.

4.3 Role of Healthcare Infrastructure

The availability and accessibility of healthcare services are critical in determining cervical cancer screening
participation rates. A well-developed healthcare infrastructure should offer convenient screening locations,
trained female healthcare professionals, and patient-friendly services to encourage participation [32].

4.3.1 Integration of Screening in Routine Care

Integrating cervical cancer screening into maternal and reproductive health services has been shown to improve
screening uptake. Women who visit hospitals for antenatal care, family planning, or other gynecological
services should be encouraged to undergo screening as part of routine care [33].

4.3.2 Mobile and Community-Based Screening Programs

To overcome geographical barriers, mobile screening units and community outreach programs have been
implemented successfully in several countries. These programs utilize self-sampling techniques and HPV testing
to increase screening coverage in underserved areas [34].

4.3.3 Training and Capacity Building

Strengthening the capacity of healthcare workers through continuous training on cervical cancer prevention and
screening methods is essential. Ensuring the availability of well-trained female healthcare providers can help
address cultural sensitivities and encourage women to participate in screening [35].

4.3.4 Government and Policy-Level Interventions

Policymakers must prioritize cervical cancer screening by implementing national screening programs,
subsidizing screening costs, and integrating awareness campaigns into public health initiatives. Countries that
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have successfully reduced cervical cancer incidence have done so through widespread HPV vaccination and
organized screening programs supported by government policies [36].

4.4 Strategies to Overcome Screening Barriers
Addressing barriers to cervical cancer screening requires a multi-faceted approach involving healthcare
providers, policymakers, and community organizations. Some key strategies include:
e Educational Campaigns: Increasing awareness about cervical cancer and its screening methods
through media, schools, and workplaces can dispel myths and encourage participation.
e Community Engagement: Collaborating with local leaders and religious institutions to promote
screening in culturally acceptable ways.
e Self-Sampling Methods: Introducing HPV self-sampling kits can help women overcome
embarrassment and privacy concerns.
e Financial Support: Offering free or subsidized screening services and integrating them into existing
healthcare insurance schemes.
e Digital Health Initiatives: Utilizing mobile health applications and SMS reminders to encourage
women to attend screening appointments.
By addressing these barriers and implementing targeted interventions, cervical cancer screening rates can be
significantly improved, leading to early detection and reduced mortality rates.
Despite the availability of screening services, utilization rates remain suboptimal due to multiple barriers,
including socio-economic, logistical, and cultural factors.
4.4.1 Screening Uptake and Frequency
Studies indicate that screening rates vary widely across different populations, with lower participation observed
in low-income and rural communities [37]. Regular screening is often hindered by a lack of knowledge about
recommended screening intervals and eligibility criteria [38].
4.4.2 Barriers to Screening
Common barriers include financial constraints, lack of time, unavailability of screening facilities, and
misconceptions regarding the screening process [39]. Social norms, religious beliefs, and patriarchal societal
structures further limit women’s access to screening services [40].
4.4.3 Role of Healthcare Infrastructure
Limited availability of screening centers, long waiting times, and inadequate staffing in tertiary care hospitals
negatively impact screening participation [41]. Strengthening healthcare infrastructure and integrating cervical
cancer screening into routine healthcare services can significantly improve accessibility and uptake [42].

5. CONCLUSION

Cervical cancer remains a significant public health challenge, particularly in resource-limited settings
where awareness, attitudes, and screening practices remain suboptimal. Knowledge gaps, cultural barriers, fear,
stigma, and inadequate healthcare infrastructure hinder screening participation among women attending tertiary
care hospitals. Addressing these challenges requires a comprehensive approach, including enhanced health
education programs, improved healthcare accessibility, and community-based interventions. Policymakers,
healthcare providers, and community organizations must work collaboratively to design and implement effective
cervical cancer prevention and screening strategies. Incorporating HPV vaccination, promoting self-sampling
methods, and strengthening patient-provider communication can significantly improve screening rates. Future
research should focus on evaluating the impact of targeted interventions and policy changes on cervical cancer
prevention. By addressing the disparities in knowledge, attitude, and practices, substantial progress can be made
in reducing cervical cancer incidence and mortality, ultimately improving women's health outcomes.
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