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ARTICLE INFO ABSTRACT

Keywords: Objectives: To identify the demographic and behavioural factors associated with cervical screening preferences if
Cervical screening a choice of test, health professional-collected samples or self-sampling at home, is implemented in the UK; and
HPV tests the behavioural barriers to self-sampling at home.

::f;;?frhng at home Study design: A mixed-methods study of secondary data.

Choice Methods: We used data from the Cancer Research UK CAM + survey (February 2023) and performed a quanti-

tative regression analysis to examine the associations between demographics, behavioural factors, screening
behaviours, and screening preferences of the UK population aged 25-64. Unadjusted and multivariable adjusted
logistic regression models were used. Qualitative content analysis was used for free text comments on behav-
ioural barriers to self-sampling and mapped onto the Theoretical Domains Framework.

Results: Analytical sample (n = 906). Test preference: Self-sampling (45.4 %); health professional-collected
samples (41.1 %); and no test preference (13.6 %). Preference for self-sampling was significantly associated
with older groups and psychosocial barriers (motivation and physical opportunity) regarding health professional-
collected samples. Individuals with no test preference were the youngest and older groups, from low social grade
and living with a partner. Behavioural barriers included test reliability and ability to do the test (motivation) and
information needs (capability).

Conclusions: Home seems a suitable setting for self-sampling, and it could alleviate many barriers faced to health
professional-collected samples. Yet introducing test options did not allow all individuals a compelling basis for
preference. Specific behaviour change techniques for identified barriers are proposed for this group. Ultimately,
if choice is offered, future screening guidelines should consider how to address individuals with no test
preference.

Test preference
No preference

1. Introduction England, Wales, and Scotland invite women (aged 25-64) every 5 years

to test for HPV first and followed by cytology triage if high-risk HPV is

Cervical screening uptake in the UK has been persistently declining
in the past two decades and is now well below the optimal performance
standard (80 %) of population coverage, which includes people with a
cervix aged 25-64 years. Coverage in England fell from 73.9 % in 2013
to 68.7 % in 2023," with a similar decreasing pattern observed in
Northen Ireland, Wales and Scotland.? Younger age groups (25-49) have
shown the steepest decline, and with a 33 % difference in screening
coverage between the least and most deprived areas.” Currently,

found. If both tests are positive they are referred to colposcopy. In
Northen Ireland, screening for 25-49 years old is offered every 3 years
and those aged 50-64 are invited every 5 years.”® >! Following the WHO
Global Strategy for cervical cancer elimination,” the UK National
Screening Committee has recently recommended the use of self-sample
kits to under-screened people (never attended or 6 months overdue),
giving commissioners the decision to implement self-sampling when
they consider it can have an impact on uptake.” In England this will be
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available from 2026. Self-sampling will be offered opportunistically (GP
practices), via a direct mail-out (letter and kit) or by offering both a
direct mail-out and an opportunistic offer.”

A key criterion for selecting a screening procedure is that the test
should be acceptable to the eligible population. Self-sample tests could
tackle some of the challenges reported with health professional-
collected samples (HPCS) (pain, embarrassment, previous bad experi-
ence),® and evidence indicates that self-sampling is generally acceptable
in women”*>%? and can increase uptake in underserved groups.8 UK and
international studies have identified some challenges with
self-sampling, primarily, women’s lack of confidence in taking a vaginal
sample and concerns about the reliability of the test compared to the one
performed by health professionals® ' as well as a lack of trust for the
introduction of self-sampling as an option.12

Screening preferences prior test exposure or information can elicit
insights into the behavioural determinants for different groups. Prefer-
ences are relevant and worth exploring because of the internal delib-
erate process of value representations that takes place before choice
commitment is made.'® Information about screening test preferences (or
lack of preference) would be relevant to help develop theory-informed
behaviour change interventions to better support implementation of
new screening practices. The Theoretical Domains Framework (TDF)
was selected for the survey analysis, as it was developed to identify
determinants of behaviours in health contexts where new
evidence-based guidelines have been or are about to be implemented in
practice. It consists of 14 behavioural domains which can be further
mapped onto the COM-B model, capability (psychological and physical),
opportunity (social and physical), and motivation (automatic and
reflective).'” Additionally, the TDF can be linked to evidence-based
behaviour change techniques (BCTs) which enable the development of
intervention components targeting specific behavioural barriers.'®

Our aim was to identify the initial screening preferences, if a choice
of cervical screening test was offered, in different sociodemographic
groups and the capabilities, opportunities or motivations associated
with their declared preferences and no preference.

Research questions.

(1) What are the demographic and behavioural factors associated
with cervical screening preferences if a choice of test (HPCS or
self-sampling at home) is implemented in the UK? (quantitative
analysis)

(2) What are women’s behavioural barriers to self-sampling at home,
if this test were to be implemented in cervical screening? (qual-
itative analysis)

2. Methods

We conducted a mixed methods study consisting of a secondary data
analysis on the Cancer Research UK Cancer Awareness Measure Plus
(CAM+) survey“’ using quantitative regression analysis to examine the
association between demographic characteristics, behavioural infor-
mation, and screening preferences of the UK eligible population; and a
qualitative content analysis of free text comments. The CAM + survey
included 48 questions (excluding demographics), was delivered online,
and recruitment took place via a YouGov Plc’s panel between
02-February 22, 2023. In all, 2387 adults (18+) completed the survey.

2.1. Analytical sample

Inclusion criteria: (i) Participants who answered the survey question
on cervical screening preference, and (ii) identified as female, non-
binary/genderfluid/agender or answered ‘prefer not to say’ for the
question about gender.

Exclusion criteria: Participants who were not eligible for screening
(would not ‘take part in any cervical screening at all’) or answered
‘preferred not to say’ for the question on whether they are eligible for
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screening.
2.2. Measures

We have selected the following survey items for analysis based on the
literature and also in consideration of the sample size with available
data in each. Questions (Q. n) are summarised below, and full questions
presented to participants are available in Survey questionnaire
(supplementary data).

2.2.1. Outcome variable

Q. 39_al and 39_a2, Choice of screening modality, with the following
three answer options (1) HPCS; (2) self-sampling; (3) Don’t know (no
preference). In all analyses, the multi-categorical outcome variable on
cervical screening test preference was dichotomised, with either
assessing the odds of self-sampling preference over HPCS, or assessing
the odds of no preference (‘don’t know’) over clear preference.

2.2.2. Independent variables (see detailed information on the categorisation
of these variables in the ‘survey questionnaire’ supplementary material)

1. Socio-demographic factors:

Age range; ethnicity; disability; social grade; marital status; educa-
tion; and UK country.

2. Behavioural factors:
- Q.34: HPV awareness.
- Q.30_4_2: Beliefs about NHS provision for cancer services (staff and
equipment).
- Q.38: Barriers to standard cancer screening (HPCS).
Screening behaviours.
- Q.36: Past screening behaviour (attendance).
- Q.37: Intention to screen in the future.

2.2.3. Free text comment box

Q.39_b: An optional open question asking participants who respon-
ded ‘don’t know’ to screening preference about information that would
help them decide.

2.3. Data analysis

To examine whether there were any statistically significant differ-
ences in cervical screening test preferences between socio-demographic
groups and across other characteristics of the sample, we used unad-
justed and multivariable adjusted logistic regression models. In the
multivariable adjusted models, the Odds Ratios (AORs) were adjusted
for age groups, disability, social grade, marital status, education level,
ethnic groups (with 5 categories) and UK nation. In all analyses, the
cervical screening test outcome variable was dichotomised, with either
assessing the probability of self-sampling preference over HPCS or
assessing the probability of no preference (“don’t know”) over clear
preference.

For free text comments, content analysis was conducted and mapped
into the TDF for behavioural analysis'*'” to identify the potential bar-
riers to implementing new self-sample tests. We used a deductive anal-
ysis approach, where researchers familiarised with the data by reading
all entries. Themes and beliefs statements were identified for each
response and coded to specific constructs in the 14 TDF. The initial
coding was conducted by YE, and EC independently coded 20 % of the
responses. Discrepancies were solved by reviewing descriptors of TDF
until reaching analytical consensus.

Additionally, we also applied the TDF to the analysis of the inde-
pendent variable, barriers to cervical screening, where 18 statement
options in the survey where ascribed to a particular construct and
domain by YE and subsequently reviewed by EC and DW, with
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discrepancies resolved after group discussion. In both instances of TDF
mapping, we considered the domains’ frequency and linked them to the
source of behaviour in the COM-B model to allow identification of
important drivers of stated preferences.

In the process of data integration, we aimed for ‘expansion’ as
qualitative data allowed for a behavioural interpretation of the no
preference group, thus explaining the nature of the associations
observed in the quantitative data.>*

3. Results

From the 2387 adults who completed the survey, we excluded those
who responded ‘male’ to the sex question (n = 1125); those who did not
respond to the question on cervical screening preference, stated ‘I
wouldn’t take part in any cervical screening at all’, or ‘preferred not to
say’ (n = 356). Therefore, the analytical sample for this study consisted
of 906 participants. Table 1 presents the sample characteristics.

3.1. Quantitative results

3.1.1. Descriptive statistics

Table 1 shows the key socio-demographic characteristics of the
analytical sample, as well as the distribution of the participants’ answers
regarding questions on preference, awareness, beliefs and screening
behaviour in relation to HPV risk and screening practices. The propor-
tion of individuals who indicated a preference for self-sampling at home
was similar to those who would prefer HPCS, with 45.4 % and 41.1 %,
respectively. There were 13.6 % who selected they did not know which
sampling option they would prefer (no test preference). Most partici-
pants were White Europeans, lived in England, and distribution of social
grade was even. Most participants were aware that HPV infection is a
risk factor for cervical cancer; two-thirds of the sample attended cervical
screening last time they were invited and nearly three quarters of the
sample planned to attend next time they are invited.

A list of potential behavioural barriers for HPCS is presented in
Table 2. Barriers were categorised according to the COM-B model,
alongside the proportion of participants who selected each barrier. The
most common barriers were previous experience of pain (14.9 %) and
concern that it might be painful (11.3 %). Overall, barriers regrading
Motivation were the most mentioned, with Automatic motivation the
most reported (26.1 %), followed by Reflective motivation (19.5 %).
Although this is likely partly because Motivation barriers formed the
majority of the available options.

3.1.2. Self-sampling preference and no test preference

3.1.2.1. Demographic factors. Table S1 presents the proportion of par-
ticipants who indicated self-sampling preference, and the likelihood of
preferring self-sampling at home over HPCS across socio-demographic
groups. The results indicate that women over the age of 45 years old
were significantly more likely to prefer self-sampling at home (45-54
years: AOR 1.70, p = 0.013; 55-64 years: AOR 2.09, p = 0.002) over
HPCS compared to younger age groups. Apart from this difference by
age groups, sampling preferences showed no statistically significant
differences across other socio-demographic categories.

Table S2 shows the proportion of participants who indicated no
preference for any type of screening test, and the likelihood of this
answer across socio-demographic groups. The youngest (18-24 years)
and oldest age groups (45-64 years) were significantly more likely to
state no preference for test options compared to young adults (25-34
years). According to the multivariable adjusted logistic regression
models, participants in the lower social grade category (AOR 1.76, p =
0.008), those living with a partner (AOR 1.68, p = 0.037) or living in
Scotland (AOR 2.08, p = 0.044) were also more likely to state no pref-
erence for screening test.
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Table 1
Sample characteristics (n = 906).

Variable groups Variable Category n %

Cervical Self-sampling at 411 454
screening home
preference By doctor/nurse 372 411

in health care

setting

Don’t know (no 123 13.6
preference)

Socio- Age group 18-24 123 13.6
demographic 25-34 220 243
factors 35-44 194 214

45-54 212 234
55-64 157 173
Disability No disability 586 64.7
Limited a little 154 17.0
Limited a lot 83 9.2
No data on 83 9.2
disability
Social grade ABC1 (high) 458  50.6
C2DE (low) 448  49.5
Marital status Lives alone 314 347
(single, divorced,
widowed)
Lives with 426  47.0
partner (married,
civil partner)
No data on 166  18.3
marital status
Education Low 180 19.9
Medium 349 385
High 377  41.6
Ethnic group (5 White 765  84.4
categories) Mixed 52 5.7
Asian 48 5.3
African 36 4.0
Caribbean
Other 5 0.6
Ethnic group (2 White 765  84.4
categories) Any other ethnic 141 15.6
group
UK country England 605 66.8
Wales 38 4.2
Scotland 56 6.2
Northen Ireland 207 229

Behavioural Aware of HPV as cancer Yes 612  67.6

factors risk No 84 9.3

Don’t know/not 210 232
sure

Believes there is not Agrees 741  81.8

enough NHS staff or Disagrees 78 8.6

equipment to see, testand  Don’t know or 87 9.6

treat all the people with prefer not to say

cancer that need to be

seen, tested and treated

Attended screening last Yes 604  66.7

time invited No 147 16.2
Not eligible/not 20 2.2

invited
Don’t know, not 135 14.9
says or missing

Plans to attend screening Yes 669 73.8
next time invited No 57 6.3
Not eligible 30 3.3

Don’t know, not 150 16.6
says or missing

*The CAM + survey was recruited using quotas to be representative of the UK for
age, gender, and social grade. The sample was boosted in Northern Ireland,
North-East England and among Ethnic minority respondents to allow for more
robust analysis among these subgroups.

3.1.2.2. Preference and behavioural factors, screening behaviours and
barriers to HPCS. Self-sampling at home preference: Table S3 presents the
results regarding those who would prefer self-sampling at home across
the behavioural targets. While there was no statistical differences in
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Table 2
Barriers to HPCS and the proportion of participants who mentioned them.
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Barrier (Thinking about the last time you were invited for cervical screening, did any of the following put you off going?)

COM-B component % of participants who indicated
that this barrier applies to

them (n = 763%)

I have found cervical screening painful when I have been before Automatic motivation 14.9
I was worried that cervical screening might be painful Reflective motivation 11.3
1 was too embarrassed to go for cervical screening Automatic motivation 10.5
I have had a bad experience of cervical screening in the past Automatic motivation 9.2
I didn’t want a man to carry out the screening test Physical opportunity 7.1
1 was too busy to go for cervical screening Physical opportunity 4.9
1 was too frightened of what the test might find Reflective motivation 4.6
I found it difficult to get an appointment Physical opportunity 4.3
1 didn’t have any symptoms of cervical cancer Psychological 3.5
capability
I don’t think that I am at risk of cervical cancer Psychological 3.2
capability
1 worried about putting extra strain on the NHS/health services Reflective motivation 2.5
1 was too afraid of having treatment if I was found to have cancer Reflective motivation 2.2
After thinking about cervical screening, I decided that the harms of taking part outweigh the benefits Reflective motivation 2.1
1 had other more important things to worry about than cervical screening Reflective motivation 2.0
1 was worried about catching COVID-19 if I went for screening Reflective motivation 1.3
I could not afford to cover the costs related to having an appointment (e.g. transport, childcare, reduced pay/earnings)  Physical opportunity 1.2
1 worried my pay/earnings would be affected if I needed to have further tests or treatment Reflective motivation 0.9
1 had symptoms that might have been related to COVID-19 Physical opportunity 0.5
Any barrier in the automatic motivation category 26.1
Any barrier in the reflective motivation category 19.5
Any barrier in the physical opportunity category 14.9
Any barrier in the psychological capability category 6.0

2 The following participants provided no answer to the "barriers" question: a. Answered "not eligible" or "have never been invited" to the question "Did you go cervical

screening the last time invited?" (n=20). b. Age 18-24 (n=123).

awareness of HPV cancer risk, there were considerable differences
depending on beliefs on NHS capacity and screening behaviours. In-
dividuals who agreed that NHS staff or equipment is insufficient to see,
test and treat all the people with cancer were significantly more likely to
prefer self-sampling at home (47.5 %) compared to those who have no
concerns about the NHS service capacity (35.9 %). Women who did not
attend cervical screening when invited last time (AOR 7.44, p= <0.001)
or were not planning to attend in the future (AOR 30.00, p= <0.001)
were also significantly more likely to prefer self-sampling at home.
The proportion of individuals who selected a preference for self-
sampling at home and their barriers to HPCS according to COM-B
components is shown in Table 3. For all four components (Reflective
motivation, Automatic motivation, Physical opportunity, and Psycho-
logical capability) preference for self-sampling at home (vs HPCS) was

found to be more common. The odds ratios suggested that most of these
differences remained statistically significant even after adjustment for
all socio-demographic factors. The strength of the association was
particularly strong for Automatic motivation related barriers (AOR 7.38;
p= <0.001).

No test preference: Table 4 presents the results regarding those who
indicated no preference about their test option, across the following
behaviours: cancer risk awareness, beliefs on NHS capacity, and
screening attendance. Women who responded ‘don’t know’” when asked
if HPV was a risk factor for cervical cancer and those who didn’t know
about the NHS service capacity, were more likely to state no preference
for the screening test options.

Table S4 shows the percentage of women who did not indicate a
preference for a test depending on whether they mentioned specific

Table 3
Proportion of participants who prefer self-sampling at home, and the likelihood of preferring self-sampling over HPCS across identified COM-B components (barriers to
HPCS).
Variable Category % Prefer self-sampling at home Likelihood of preferring self-sampling at home over HPCS
Model 1 Model 2
OR 95 %CI p-value AOR 95 %CI p-value
Reflective motivation no 40.2 1 (reference) 1 (reference)
yes 66.4 3.16 (2.07-4.78) <0.001 3.61 (2.31-5.62) <0.001
Psychological capability no 44.4 1 (reference) 1 (reference)
yes 60.9 1.78 (0.93-3.40) 0.079 1.95 (1.00-3.81) 0.050
Automatic motivation no 35.1 1 (reference) 1 (reference)
yes 74.4 6.94 (4.53-0.64) <0.001 7.38 (4.73-1.51) <0.001
Physical opportunity no 42.2 1 (reference) 1 (reference)
yes 63.2 3.23 (1.98-5.27) <0.001 3.80 (2.28-6.34) <0.001

Model 1: unadjusted.

Model 2: adjusted for all socio-demographic factors presented in Table 3 (Supplementary material).
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Table 4
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Proportion of participants who had no test preference and the likelihood of no preference across behavioural factors and screening behaviours.

Variable Category % indicated no Likelihood of no test preference over clear preference in test type
test preference Model 1 Model 2
OR 95 %CI p- AOR 95 %CI p-
value value

Aware of HPV as cancer risk (binary) Yes 10.5 1.00  (reference) 1.00 (reference)
No 14.3 1.43 (0.73-2.77) 0.294 1.30 (0.65-2.57) 0.460
Don’t know or not 22.4 2.47 (1.63-3.74) <0.001 2.31 (1.50-3.56) <0.001
sure

Believes that there is not enough NHS staff or equipment to Agrees 12.7 1.00  (reference) 1.00 (reference)

see, test and treat all the people with cancer that need to be Disagrees 7.7 0.57 (0.24-1.36) 0.205 0.54 (0.22-1.32) 0.175
seen, tested and treated Don’t know or 26.4 2.47 (1.47-4.17) 0.001 2.70 (1.55-4.69) <0.001

prefer not to say

Attended screening last time invited Yes 13.6 1.00 (reference) 1.00 (reference)
No 8.2 0.57  (0.30-1.07) 0.079 0.58 (0.30-1.11) 0.099
Not eligible/not 25.0 212  (0.75-5.99) 0.156 2.32 (0.68-7.94) 0.179
invited
Don’t know or not  17.8 1.38  (0.83-2.27) 0.209 3.70 (0.93-14.63) 0.063
says or missing

Plans to attend screening next time invited Yes 12.7 1.00 (reference) 1.00 (reference)
No 5.3 0.38  (0.12-1.25) 0.111 0.40 (0.12-1.33) 0.134
Not eligible 26.7 2.50  (1.08-5.79) 0.033 2.10 (0.84-5.24) 0.113
Don’t know or not 18.0 1.51 (0.93-2.42) 0.090 2.35 (0.90-6.16) 0.082

says or missing

Model 1: unadjusted.

Model 2: adjusted for all socio-demographic factors presented in Table 4 (Supplementary material).

barriers related to the four COM-B components. While there were some
differences in terms of proportions, these differences were not statisti-
cally significant in the unadjusted or multivariable adjusted logistic
regression models.

3.2. Qualitative results

3.2.1. Behavioural barriers to self-sampling at home

The no test preference group were asked to comment (in a free text
box) if they would require specific information to help them decide. Out
of the 123 responses, 61 provided comments that were coded and cat-
egorised onto the TDF and COM-B model. A total of 73 behaviours were
identified and are summarised in Table 5, alongside the frequency they

Table 5
Behavioural analysis of no test preference comments®.

were mentioned in the TDF column. The three most identified behav-
iours corresponded to Beliefs about consequences (concerns about trust
in self-sampling tests, reliability and accuracy in comparison to the
HPCS) followed by Knowledge (information needs) and Beliefs about
Capabilities (concern about doing the self-sample correctly).

4. Discussion

In this secondary analysis of the Cancer Research UK CAM + survey,
we explored the relative contributions of demographic and behavioural
factors, and screening behaviours associated with women’s initial
preferences for cervical screening tests, self-sampling at home by
requesting a kit (opt-in) or HPCS. Most respondents (45.4 %) preferred

Example Quote Themes/beliefs statements Theoretical domains framework COM-B
(TDF).
- Knowing the self-sampling option produces as effective and truthful a result as having it ~ Test reliability Beliefs about consequences (n = Reflective
done by a professional. 31) motivation
- Depends how reliable it is doing it yourself!
- Assurance that my own swabbing would effectively collect the cells needed to determine
accurate results.
- Depends on the comparative accuracy of each.
- Would self-testing also pick up things that a test and visual inspection in person might
find.
- I would need more information about self-testing. More information Knowledge (n = 17) Psychological
- Clear instructions for home DIY kit and how reliable the results are compared to GP Don’t know capability
appointment.
- I just don’t know what I would choose.
- Iwould worry that the home kit would not be done properly. Concerns of doing it correctly Beliefs about capabilities (n = Reflective
- Not sure I'd do it right and maybe at the doctors would spot something I can’t see? 14) motivation
- If it was just urine sample, I would do it at home. Preference for urine sample Intentions (n = 6) Reflective
- Open to either. Willing to try both tests motivation

I would ask my doctor.

If I knew the nurse/doctor would be female, I would prefer that option to a home test.

More information about how the home test kit works, I have a muscle dysfunction so
don’t know if I could conduct the test sufficiently well.

Asking others/HCP: social

Social influences (n = 2) Social opportunity

support form HCP

HCP availability Environmental context and Physical
resources (n = 2) opportunity

Concern about physical Physical skills (n = 1) Physical

impairment capabilities

Q: You said you don’t know which option you would select. Is there any information that would help you make up your mind.?
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self-testing at home, whilst 13.6 % had no preference, and 41.1 %
preferred HCPS. Similar to other studies in high-income countries, home
appears to be suitable setting for self-sampling.” In terms of de-
mographic factors, those that preferred to self-sample at home were
significantly more likely to be aged 45 years and over, thus raising
questions about the acceptability of this setting for those aged (25-49
years old) who have shown a continued decline in attendance.® Those
who did not state a preference were more likely to be from a lower social
grade, young (18-24, without screening experience) and older groups
(45-64 years old).

A preference for self-sampling at home was more common among
participants who mentioned psycho-social barriers to taking part in
HPCS the last time they were invited and remained statistically signifi-
cant after adjustment for socio-demographic factors. The latter indicates
the prominence of behavioural barriers in screening preference across
all demographics, which could alleviate many barriers to uptake. Re-
spondents who did not attend cervical screening when last invited or
were not planning to attend in the future were also significantly more
likely to prefer self-sampling at home as observed in other studies.'®'®
Automatic motivation barriers showed a strong association with
self-sampling preference. Although self-sampling preference in this
group (irregular attenders) should be taken with caution, given the
known gap between intention and behaviour, there is scope to tap into
health promotion strategies focusing on preference-based decisions.
First, best practice guidance should be followed to reduce discomfort e.
g. use of lubricant and the appropriate size speculum. Second, screening
invitations could address evidence-based behaviour change techniques
(BCT) such as ‘reduce negative emotions’ and focus on the advantages of
self-sampling over the emotional barriers (Automatic motivation)
associated with non-attendance to traditional screening.

The percentage of participants with no preference for a test (13.6 %)
was similar to the acceptability study conducted within the HPVali-
date'® where 12.2 % were undecided if both tests were available in the
future, despite participants having experienced self-sampling at the GP
practice followed by HPCS. In a FV urine self-sampling trial, 37.0 %
stated no preference, thus, pointing to a group with no preference for
self-sampling at home that is maintained after test exposure.”’ Choice
theory tends to consider no preference as a common response when
people encounter difficult decisions to make for which a reassessment of
options takes place before commitment.”’ Yet this is more common
when options are perceived as similar, and none of them superior, which
largely counter the health narrative of self-sampling screening.

Recent studies have confirmed that individuals may prefer a
recommendation to support their choices,>” as well as the need for
support to consider their preferences by a shared decision-making
approach.'? Participants who commented about the information
needed to help them decide on a preferred test suggest different
behavioural barriers (Table 5) including knowledge about the test and
how to do it, trust on the test performance (reliability, evidence-based),
and self-efficacy (confidence to do the test correctly). Different strategies
would be required for each of these behavioural components. Given that
trust in the new test (reflective motivation) was the most commented
factor, it may imply an active role for health professionals, that is, the
BCT communication through a ‘credible source’ (verbal or written) to
support decisions and also reassurance (test validity) a critical compo-
nent of acceptability.>® ?° Regarding knowledge, health communication
needs to ensure clarity in the instructions and should address the BCT
‘pros and cons’ by highlighting advantages/disadvantages of
self-sampling (automatic motivation barriers) alongside the compara-
tive reliability of both tests (reflective motivation). A related behaviour
is self-efficacy, where there is evidence that women who lacked
self-efficacy to self-sampling were less willing to do the test.”® BCTs that
have proven to work to improve self-efficacy are ‘instruction on how to
perform the behaviour’ and ‘verbal persuasion about capability’,'® in
this case, by health professionals, family and women network, partner
involvement and peer support alongside culturally sensitive health
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education and instructions.’®

Finally, the urine test, although being one of the survey options, had
fewer though positive comments in comparison with the vaginal swab.
Notably, findings from an LGBTQIA -+ survey, showed that the urine test
is the most preferred test amongst transmen. >’

4.1. Limitations

There are some potential limitations when interpreting our results.
Our analytical sample was not representative of the UK population as the
questionnaire was completed online, therefore limiting participation to
internet access and digital literacy. The sample size in several socio-
demographic subgroups (e.g. gender) was small, resulting in low sta-
tistical power to detect significant associations for test preference.
Qualitative data in surveys is generally brief, lacking in context, thus
reducing identification of other behavioural domains that could be
amenable to change. Finally, the survey asked about two different self-
sampling modalities (vaginal swab and urine), but responses did not
differentiate preference between them.

4.2. Conclusions

According to preferences reported in this survey, home seems a
suitable setting for self-sampling. Individuals preferring self-sampling at
home, and those with no test preference have different demographics
and behavioural determining factors. Those with a preference for self-
sampling at home were significantly associated with older groups and
with psychosocial barriers (motivation and physical opportunity)
regarding HPCS. Individuals with no test preference were the youngest
and older groups, from a low social grade and living with a partner.
Their comments on behavioural barriers included test reliability and
ability to do the test (motivation) and information needs about self-
sampling (capability). Introducing test options did not allow in-
dividuals in this group a compelling basis for preference, i.e. none of the
tests were perceived as superior, leading to a deferred choice confir-
mation. Having no preference between new/traditional cervical
screening tests seems a relevant and rather unanticipated finding
compared with the optimistic hope brought by the self-sample collec-
tion, and one for future screening guidelines to contemplate. Studies
have shown that lack of preference remains significant after experi-
encing HPCS and self-sampling tests. There is thus a need for more un-
derpinning evidence on the nature of the difficulties involved in making
a choice in different population groups. Additionally, it is recommended
to effectively tailor communications to support decision making as well
as to consider alternative choice strategies if evidence confirms that no
preference or deferred choice results in no screening uptake.
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