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ABSTRACT 
 
BACKGROUND: 
Numerous studies have highlighted a decrease in the uptake of cervical cancer (CC) screening 
among immigrant population most especially Black ethnic minority groups relative to other 
members of the society. 
OBJECTIVE:  
This study examined knowledge of CC screening among immigrant Nigerian women in the UK, 
attitudes and factors associated with attitudes towards screening. The study also assessed 
willingness to undergo screening, and awareness of cancer services. 
METHODS:  
Utilising a cross-sectional online survey, primary data was collected from adult immigrant Nigerian 
women in the UK. ANOVA, t-test, multiple (linear) regression and logistic regression were used to 
explore relationships between variables. 
RESULTS: 
Of the 129 respondents, 43.4% were aged 37–47 years and 41.9% aged 26–36 years. Majority (93.0%) 
have heard about CC but 7.0% had not. Majority (72.1%) had undergone CC screening while 27.9% 
had not. Attitude towards CC screening was assessed using attitude scale and the mean attitude 
score was 100.13, denoting a positive attitude. After adjusting for the effects of multiple factors, 
having previously undergone cervical screening was the strongest predictor of attitude to screening 
in both multiple regression (beta=0.312, p<0.001) and in logistic regression (OR=8.93, 95% 
confidence interval: 1.76–45.31, p=0.008). Other factors independently associated with attitude 
were 18-36 age group, marital status, knowledge that early detection through screening prevents 
deaths, and geopolitical zone of origin in Nigeria. Majority (94.6%) would consider seeking 
support/treatment if concerned about CC, but some would not (3.9%) or were unsure (1.6%). 
Awareness of cancer services available in the UK was high, especially NHS CC screening services 
(79.8%), and local GP (71.3%). 
CONCLUSION:  
Some women had not heard of or undergone CC screening and would not seek support/treatment if 
concerned about CC. Interventions would be needed to achieve the public health goals of early 
detection and improved health outcomes. 
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INTRODUCTION 
Cervical cancer (CC) is ranked as the 9th most common 
cancer in humans globally, the 4th most prevalent and a 
leading cause of cancer-related mortality in women 
worldwide 1,2. About 311,000 fatalities resulted from the 
disease in 2018 3. The annual incidence is expected to 
rise from 570,000 to 700,000 between 2018 and 2030, 
with an estimated annual death toll rising from 311,000 
to 400,0004. Following the introduction of the 
Nationwide Human papillomavirus (HPV) vaccination in 
2008 by UK National Health Service (NHS) and the 
previous 1988 reminiscence program5, there has been 
a fall in the CC mortality rate to nearly 70% since the 
year 1979 6, 7. Hence in the UK, CC ranks 19th among the 
leading causes of cancer-related deaths in females 8.  
  
CC screening is an important component of preventive 
healthcare for women globally. It aids early detection of 
abnormalities caused by type 16 and 18 HPVs, allowing 
ample treatment time to reduce the risk of developing 
CC 9. However, studies carried out among a population 
of women in England revealed low knowledge of CC 
among the immigrant minority group and a higher 
percentage of ‘’overdue for screening’’, 21.3% 
compared to 13.6% in Whites 10. The national CC 
screening policies in the UK ensures that the NHS sends 
out routine CC screening invitation letters to every 
woman aged 25–6411. However, research has exposed 
negative predisposition of some immigrant women 
regarding CC and attitude towards the uptake of CC 
screening. A study by Marlow et al. 12 revealed a 44–71% 
non-attendance rate among Black, Asian, and Minority 
Ethnic (BAME) group and 12% among the British. 
Furthermore, being African, and having migrated were 
among the factors associated with cervical screening 
attendance and being overdue for screening 13. 
  
One of the barriers perceived to hinder the acceptance 
(or) and uptake of cervical screening among immigrant 
women is the knowledge of CC and screening 13. Many 
studies have revealed the influence of the level of 
knowledge about CC, the associated risk factors, and 
symptoms on pap smear uptake 14-16. Moreso, evidence 
suggests that overall knowledge and awareness of 
cancer among immigrant women is low 17. There are 
many factors associated with CC screening uptake, 
such as cultural beliefs, societal and emotional factors 

that significantly shape perceptions of health and 
engagement in preventive care. Immigrant women's 
cultural backgrounds may influence attitudes to CC 
screening, including considerations related to fear, 
privacy, and trust in healthcare providers 14, 18-20. 
Knowledge about CC, its risk factors, and the 
importance of screening can impact screening 
behaviour 13. Socioeconomic status like income level, 
education, and access to healthcare can impact 
screening rates. Accessing healthcare services, 
including availability, and proximity of healthcare 
facilities can affect screening behaviour 19, 7. 
Immigration status can impact healthcare access and 
utilization, and eligibility for public health programs or 
services due to no recourse to public funds and 
entitlements 13.  
 
 Therefore, immigrant women require further research 
attention, aligning with the current drive to improve the 
health of people from ethnic minority backgrounds in 
the UK. Black immigrant women are of particular 
interest because it has been reported that Black women 
have 41% higher likelihood of developing CC compared 
to White women, and 75% higher likelihood of mortality 
from the disease 21. Thus, research focusing on Black 
women will yield useful data to inform a comprehensive 
approach to formulate more culturally sensitive and 
tailored interventions. This will increase screening 
uptake and improve health outcomes among this 
population 21.  
 
The UK has a large population of Nigerians, making 
them one of the largest Black groups in the country, and 
an appropriate focus for research. One of the existing 
studies in the UK on Nigerian immigrants is a qualitative 
study that explores perspectives of CC screening using 
a sample of six (6) Nigerian immigrants living in Leeds 22, 
but the small sample limited the generalisability of the 
findings. One quantitative study on related topic used 
only immigrant students20, and another quantitative 
study investigated Black women in general but was not 
specifically focused on Nigerian women or attitudes to 
CC screening 13. None of the studies investigated 
attitude to cervical cancer screening using a validated 
attitude scale. To address these research gaps, this 
study examined knowledge of CC screening, attitudes 
and factors associated with attitudes towards CC 
screening among immigrant Nigerian women in the UK. 
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The study also assessed willingness to undergo CC 
screening, and awareness of cancer services available 
in the UK.  
 
METHODS 
Study design and participants 
A cross-sectional online survey was conducted among 
adult immigrant Nigerian women living in the UK. The 
eligibility/inclusion criteria were: 1) must be a woman, 
2) must be a Nigerian Immigrant living in the UK at the 
time of the study, and 3) must be 18 years and above. 
The exclusion criteria were not being a woman, not 
being a Nigerian Immigrant living in the UK at the time of 
the study and not being up to 18 years. Participants 
were recruited using convenience sampling method 
from social media platforms. Women who met the 
eligibility criteria were encouraged to share the survey 
link with other eligible Nigerian women within their 
networks, creating a snowball recruitment approach.  
The online survey method was selected because it is a 
practical and cost-effective and time-efficient method 
for reaching immigrant Nigerian Women living in 
different regions of the UK. Given the sensitivity of the 
topic, an online survey also helped to minimise social-
desirability bias. The survey did not collect personal 
identifying information, which allowed participants to 
respond privately and provide more honest responses 
to the questions 23. However, online participant 
recruitment using convenience and snowball sampling 
via social media platforms may limit the generalisability 
of the of the findings to the broader population of 
Nigerian immigrant women in the UK and may have 
excluded the less digitally literate women. 
 
Survey Instrument and Data Collection 
An English language survey created using Qualtrics 
web-based platform. Data were collected between 
March and April 2024. The survey was pilot-tested prior 
to distribution and necessary adjustments were made 
to improve clarity and usability. The estimated survey 
completion time was approximately 10-20 minutes. The 
first block of the survey contained the participant 
information sheet which explained the purpose of the 
study and what participation involved. This allowed 
potential participants to make an informed decision 
about whether they wish to take part in the study. The 
next block contained consent questions and eligibility 

filter questions. These ensured that participants 
granted consent and met the study eligibility criteria.  
These questions were enforced using the force-
response and skip-logic commands within Qualtrics. 
Subsequent sections of the survey collected:  
• socio-demographic questions (age, education, 

religion, geographical location in Nigeria, length of 
stay in the UK, employment status, marital status, 
number of children) 

• Knowledge of cervical cancer and the risk factors 
• Awareness of cervical cancer screening 
• Attitudes toward cancer screening  
 
Measurement of Knowledge and Attitudes  
The knowledge questions were adapted from previous 
studies on CC/CC screening 7, 13, 20, 24 and relevant 
literature on the topic.  Attitudes toward cancer 
screening were assessed using the 24-item attitude to 
cancer screening scale. Responses were recorded on a 
five-point Likert scale ranging from 5 to 1 (5- completely 
agree, 4- partially agree, 3- neither agree nor disagree, 
2- partially disagree, 1- completely disagree). The total 
score ranges from 24–120. The scale is a validated tool 
with a Cronbach’s alpha coefficient of 0.95, indicating 
high internal consistency. The total attitude score was 
calculated by summing up responses to the 24 items 
after reverse-scoring negatively worded items 9, 12, 14-
24 25. A total score closer to 24 suggests a negative 
attitude and closer to 120 indicates a positive attitude 
toward cancer screening. In addition, questions were 
included to assess awareness of cancer services in the 
UK and willingness to seek support if participants had 
concerns about CC. These questions were included 
because fear and negative emotions surrounding 
cancer can contribute to stigma and avoidance of 
screening 26. Therefore, a health promotion approach 
was adopted to increase awareness of available cancer 
services and encourage participants to seek advice, 
support, or treatment when necessary 27.  
  
Statistical Analysis 
Statistical analysis was conducted using SPSS 
statistical software for Windows version 26 (IBM SPSS, 
New York). A total of 137 persons responded to the 
survey but eight were excluded during data cleaning due 
to incomplete responses, refusal to grant consent and 
not meeting inclusion criteria. Therefore, 129 complete 
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responses were included in the analysis. Descriptive 
statistics were used to summarise the data. 
Continuous variables were presented using mean, 
standard deviation, minimum and maximum, while 
categorical variables were summarised using 
frequencies and percentages. Inferential statistical 
analyses were conducted to examine relationships 
between study variables. Independent samples t-test 
was used to compare mean attitude scores between 
two groups and One-way ANOVA was used to compare 
mean attitude scores across three or more groups. A p-
value of less than 0.05 was considered statistically 
significant.  
 
Further investigation was conducted using two different 
types of regression analyses to evaluate factors 
independently associated with attitudes to CC 
screening in the presence of multiple potential 
confounders. First, standard multiple (linear) 
regression analysis was conducted to investigate the 
best predictors of attitude to CC screening.  The 
dependent variable (attitude score) was used as a 
continuous variable, and all the independent/predictor 
variables were dichotomised and coded as one and 
zero.  
 
Secondly, binary logistic regression analysis was 
conducted using categorised (dichotomised) attitude 
score as the dependent variable. Since there is no 
known categorisation information for the attitude score, 
it was categorised using the 75th percentile cut-off 
point. In this study, the attitude score value at 75th 
percentile was 113. Therefore, attitude scores greater 
than or equal to 113 were regarded as high attitude 
(n=33, coded as one) while scores less than 113 were 
regarded as low attitude (n=96, coded as zero). All the 
independent/predictor variables were dichotomised 
and coded as one and zero. The forced entry method 
was used to assess the independent effect of the 
predictor variables on the dependent variable in the 
fully adjusted (multivariate) logistic model. All the 
predictor variables were included in the model due to 
their practical significance/public health relevance in 
relation to cancer screening. Results were presented as 
odds ratios with 95% confidence intervals (95% CIs) 
and the significant p-value was set at p<0.05. 
 
 

Ethics statement 
This paper is based on author KCS-O’s master’s 
dissertation. The University Research Ethics 
Committee 3 (UREC3) higher risk social science type 
studies with human participants ethics approval was 
granted by Sheffield Hallam University. All participants 
completed the consent form enforced with the force-
response and skip-logic commands within the 
Qualtrics web-based platform. Informed consent was 
obtained from all individual participants included in the 
study. Given the sensitive nature of the topic, a 
statement was included in the survey to inform 
participants about support resources available in the 
community if they experience psychological discomfort 
during or after participating in the study, and support 
groups for persons affected by cancer. 
  
RESULTS 
Sociodemographic characteristics of the sample 
A total of 129 respondents were included in the analysis 
after data cleaning. The socio-demographic 
characteristics of the respondents are presented in 
Table 1. As shown in Table 1, majority of these 129 
respondents were within the 26–36 (41.9%) and 37–47 
(43.4%) age groups, presently married or in civil 
partnership (88.4%), employed (76.7%), educated at 
master’s degree level (57.4%), belonged to Christian 
religion (95.3%), had one or two children (45.7%), were 
originally from South West geopolitical zone of Nigeria 
(48.7%) and have lived in the UK for 12–24 months 
(47.3%). 
 
Knowledge of cervical cancer and cervical screening 
Full details of respondents’ knowledge of CC and 
cervical screening are presented in Table 2. Most of the 
respondents were sexually active (89.8%), without any 
history of sexually transmitted infections (89.7%), and 
93.0% had heard about CC. Knowledge of some of the 
risk factors for cervical cancer was high at over 60% 
namely human papillomavirus infection, lack of 
cervical screening, having multiple sexual partners and 
history of sexually transmitted infections (STIs). The 
majority of the respondents were aware that 
vaccination could protect against CC (76.7%), and that 
early detection through screening can help prevent 
death caused by CC (96.9%). Knowledge of where to go 



 
 

  
ASFI Research Journal. 2026;3(1): e15883. doi:10.70040/asfirj-rdnq-n1eq 5 

 

eISSN: 3043-4262 

for cervical screening (87.4%), and awareness that NHS 
sends invitation letters for cervical screening to women 
  
 Table 1. Socio-demographic characteristics of the 
respondents (N = 129) 

 

aged 25 to 64 years (91.5%) were extremely high. 
However, even though 88.4% had received those 
invitations, only 72.1% had undergone cervical 
screening while 36 persons (27.9%) had not. Of those 
36 persons who had not undergone cervical screening, 
66.7% indicated a willingness to be screened but the 
rest were either unwilling (13.9%) or undecided (19.4%). 
Fear of the procedure, pregnancy/childbirth, time 
constraints and no invitation letters/lost letters ranked 
high among the reasons given for not undergoing 
cervical screening (Table 2). 
 
Table 2. Knowledge of cancer and cervical cancer 
screening   

Variable Frequency (%) 
Sexually active  
Yes 115 (89.8) 
No   13 (10.2) 
Ever had sexually transmitted 
infections 

 

Yes    13 (10.3) 
No 113 (89.7) 
 
Ever heard about cervical cancer 

 

Yes 120 (93.0) 
No  9 (7.0) 
 
Awareness of cervical cancer risk 
factors**  

 

Human papillomavirus infection (HPV 
16 and 18) 

87 (67.4) 

Lack of cervical screening 88 (68.2) 
Early indulgence of sexual activities 50 (38.8) 
Having multiple sexual partners 81 (62.8) 
History of sexually transmitted infection 78 (60.5) 
Smoking 28 (21.7) 
Weak immune system (individuals living 
with HIV/AIDS, etc) 

63 (48.8) 

Long-term use of certain contraceptives 50 (38.8) 
Family history 73 (56.6) 
 
Awareness of the protective effect of 
vaccination  

 

Yes 99 (76.7) 
No 30 (23.3) 
 
Early detection through screening can 
prevent death 

 

Yes 124 (96.9) 
No    4 (3.1) 
 
Knowledge of where to go for cervical 
screening 

 

Yes 111 (87.4) 
No    16 (12.6) 

Variable Frequency (%) 
Age Group  
18-25 2 (1.6) 
26-36 54 (41.9) 
37-47 56 (43.4) 
48-58 15 (11.6) 
59 and above 2 (1.6) 
 
Present marital status 

 

Married/civil partnership 114 (88.4) 
Widowed 2 (1.6) 
Divorced/Separated 1 (0.8) 
Single 12 (9.3) 
 
Employment status 

 

Employed 99 (76.7) 
Unemployed 6 (4.7) 
Student 23 (17.8) 
Other 1 (0.8) 
 
Highest educational qualification 

 

Bachelor’s degree 48 (37.2) 
Master’s degree 74 (57.4) 
PhD 1 (0.8) 
Other 6 (4.7) 
 
Religion 

 

Christian 123 (95.3) 
Muslim 6 (4.7) 
 
Number of children 

 

No children 22 (17.1) 
1 or 2 59 (45.7) 
3 or 4 48 (37.2) 
 
Geopolitical zone of origin in Nigeria 

 

South South 20 (15.5) 
South West 63 (48.8) 
South East 39 (30.2) 
North West 1 (0.8) 
North East 2 (1.6) 
North Central 4 (3.1) 
 
Length of stay in the UK 

 

Less than 12 months 12 (9.3) 
12-24 months 61 (47.3) 
25-36 months 22 (17.1) 
37-48 months 10 (7.8) 
5 years and above 24 (18.6) 
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Table 2 (continued) 

 
Aware that NHS sends out cervical 
screening invitation to women  

 

Yes 118 (91.5) 
No  11 (8.5) 
 
Have received cervical screening 
invitation from NHS 

 

Yes 114 (88.4) 
No    15 (11.6) 
 
Have undergone cervical screening 
(pap smear)   

 

Yes 93 (72.1) 
No 36 (27.9) 
 
If you have never gone for cervical 
cancer screening, would you like to be 
screened?¶ 

 

Yes 24 (66.7) 
No    5 (13.9) 
Undecided    7 (19.4) 
 
If you have never gone for cervical 
cancer screening, why? Give reason¶ 

 

Fear of the procedure    6 (16.67)  
Lack of knowledge about cervical 
cancer and its severity. 

3 (8.33) 

Time constraints   4 (11.11) 
Pregnancy/childbirth   6 (16.67) 
No letter of invitation received or lost 
letter. 

  4 (11.11) 

Not perceiving the need for screening 1 (2.78) 
Procrastination 3 (8.33) 
No reason     5 (13.89) 
Not ready / undecided  3 (8.33) 
Not up to 25 yrs. 1 (2.78) 

Different denominators used due to missing data for some 
variables.  
**multiple responses allowed 
¶These questions were only applicable to those 36 
respondents who had not undergone cervical screening. 
 
 
 
 
 

Attitude towards cervical cancer screening and 
associated factors 
The 24-item attitude scale for cancer screening 25 was 
used to investigate attitudes towards cervical cancer 
screening in this study. It is recommended that the 
psychometric properties of an existing health scale 
should be assessed when utilised in a different context 
or study population 28 because the effectiveness of a 
health scale may differ across cultures and study 
groups 29. Accordingly, the psychometric properties of 
the scale were assessed using internal consistency 
reliability test. The result revealed a Cronbach’s alpha 
coefficient of 0.88, indicating very good internal 
consistency in this sample, thus the scale is reliable 30. 
 
 Among the 129 respondents, the mean attitude score 
was 100.13 (standard deviation=15.76, range: 58–120) 
denoting a positive attitude towards cervical cancer 
screening. Inferential statistics such as One-way 
ANOVA and Independent sample t-test were used to 
conduct subgroup analyses to explore 
sociodemographic and other factors associated with 
attitudes towards cervical cancer screening and the 
findings are presented in Table 3. Although variations in 
mean attitude scores were observed across different 
variables, there were no statistically significant 
association with age-group, employment status, length 
of stay in the UK, religion, geopolitical zone of origin in 
Nigeria, and being sexually active, as evidenced by p-
values above 0.05. However, respondents educated at 
PhD/other levels had higher mean attitude score than 
those with master’s and bachelor’s degrees (p=0.04). 
Those presently married or in civil partnership had 
higher mean attitude score than those 
single/widowed/divorced/separated (p<0.001). 
Respondents without any children had lower mean 
attitude score than those with children (p=0.04). Those 
who had undergone cervical cancer screening 
(p<0.001) and those aware that early detection through 
screening can help prevent death caused by cervical 
cancer (p<0.001) had higher mean attitude scores than 
others. 
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Table 3. Factors associated with attitude towards cervical cancer screening (N = 129) 
Variable N 

 
Attitude Scale 

Mean score 
Standard 
Deviation 

P-value¶ 

Age Group     
18-36 56 99.14 17.51 0.47 
37-47 56 101.96 13.24  
48 and above 17 97.35 17.50  
     
Present marital status     
Married/civil partnership 114 102.12 14.42 p<0.001 
Widowed/ Divorced/Separated/ Single    15 85.00 17.71  
     
Employment status     
Employed 99 102.21 14.61 0.08 
Unemployed / Other    7 93.71 18.97  
Student 23 93.13 17.68  
     
Highest educational qualification     
Bachelor’s degree 48 103.46 13.36 0.04 
Master’s degree 74 97.45 17.30  
PhD / Other   7 105.13 6.53  
     
Religion     
Christian 123 99.79 15.97 0.10 
Muslim 6 107.17 8.66  
     
Number of children     
No children 22 90.91 19.24 0.04 
1 or 2 59 102.64 14.79  
3 or 4 48 101.27 13.86  
     
Geopolitical zone of origin in Nigeria     
South South 20 100.15 13.40 0.25 
South West 63 102.41 15.66  
South East 39 96.00 17.06  
North West / North East / North Central   7 102.57 13.35  
     
Length of stay in the UK     
Less than 12 months 12 99.17 12.86 0.14 
12-24 months 61 96.84 16.41  
25-36 months 22 103.32 16.23  
37-48 months 10 100.40 18.84  
5 years and above 24 105.96 12.11  
     
Sexually active     
Yes 115 100.91 15.21 0.07 
No    13 92.62 19.48  
     
Have undergone cervical screening     
Yes 93 104.29 13.09 p<0.001 
No 36 89.39 17.12  
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Early detection through screening can prevent 
death  

    

Yes  124 101.44 14.54 p<0.001 
No     4 67.25 9.61  

  Some response categories were merged to increase the cell count for subgroup analysis. ¶P-value for One-way 
ANOVA and t-test. 
 
Regression analyses were used to investigate factors 
independently associated with attitudes to CC 
screening, controlling for the effect of several other 
factors. Results from the multiple (linear) regression 
analysis are shown in Table 4. The adjusted R square 
revealed that the model explained 32.8% of the 
variance in attitude score (p<0.001), which is an 
acceptable fit. Having undergone cervical screening 
made the strongest unique statistically significant 
contribution to explaining attitude to screening (beta = 
0.312, p<0.001), followed by being aware that early 
detection through screening can prevent death 
(beta=0.235, p=0.004), marital status (beta=0.217, 
p=0.048) and geopolitical zone of origin in Nigeria 
(beta=0.176, p=0.031). Results of both unadjusted and 

adjusted logistic regression analyses are presented in 
Table 5. The omnibus test of model coefficients shows 
that the full model containing all the predictors was 
statistically significant, χ2 (11) = 30.40, p = 0.001, 
indicating that the model was able to distinguish 
between participants with high attitude and those with 
low attitude. As shown in Table 5, only two variables 
were statistically significant in the adjusted model. 
Participants who had undergone cervical screening 
were almost 9 times more likely to have high attitude 
than those who had not (OR=8.93, 95% CI: 1.76–45.31, 
p=0.008). Participants within 18–36 age group were 
almost 4 times more likely to have high attitude than 
those aged 37 years and above (OR=3.85, 95% CI: 1.38–
10.71, p=0.01).  

 
Table 4. Multiple (linear) regression analysis of factors predicting attitude to cervical cancer screening 

Variable Unstandardized 
Coefficient B  

Standardized 
Coefficient 

Beta  

Sig (p) 95% CI for B Part  
Correlation 

    Lower Bound Upper 
Bound 

 

 

Age Group 1.616 0.052 0.539 -3.573 6.806 0.045 

       

Present marital status 10.468 0.217 0.048 0.098 20.838 0.146 

       

Employment status 1.346 0.036 0.661 -4.726 7.417 0.032 

       

Highest educational 
qualification 

4.377 0.136 0.079 -0.511 9.265 0.129 

       

Religion -6.950 -0.087 0.259 -19.078 5.178 -0.083 

       

Number of children -4.125 -0.098 0.268 -11.472 3.223 -0.081 

       

Geopolitical zone of origin 
in Nigeria 

5.466 0.176 0.031 0.521 10.411 0.160 
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Length of stay in the UK -2.100 -0.053 0.505 -8.319 4.120 -0.049 

       

Sexually active -3.958 -0.077 0.430 -13.857 5.941 -0.058 

       

Have undergone cervical 
screening 

10.757 0.312 <0.001 5.187 16.326 0.279 

       

Early detection through 
screening can prevent 
death 

20.939 0.235 0.004 6.983 34.894 0.217 

Note: R2 adj = 0.328, p<0.001. Bolded font = statistically significant variables. CI = confident interval for B.  
Dependent variable was used as a continuous variable. 
 
Table 5. Logistic regression analysis of factors predicting attitude to cervical cancer screening 

Variable N Unadjusted Model Adjusted Model¶ 
 

  OR (95% CI) P-value OR (95% CI) P-value 
Age Group      
18-36 56 2.16 (0.97–4.83) 0.06 3.85 (1.38–10.71) 0.01 
37 years and above 73 1.00 (ref)  1.00 (ref)  
      
Present marital status      
Married/civil partnership 114 5.463 (0.69–

43.27) 
0.11 8.26 (0.36–188.74) 0.19 

Widowed/ Divorced/Separated/ Single 15 1.00 (ref)  1.00 (ref)  
      
Employment status      
Employed 99 2.69 (0.86–8.41) 0.09 1.79 (0.48–6.75) 0.39 
Unemployed / Other/student 30 1.00 (ref)  1.00 (ref)  
      
Highest educational qualification      
Bachelor’s degree 48 1.88 (0.84–4.21) 0.12 1.68 (0.64–4.41) 0.29 
Master’s degree/PhD/Other 81 1.00 (ref)  1.00 (ref)  
      
Religion      
Christian 123 1.00 (ref) 0.66 1.00 (ref) 0.95 
Muslim 6 1.48 (0.26–8.50)  1.07 (0.12–9.77)  
      
Number of children      
No children 22 0.41 (0.11–1.47) 0.17 0.87 (0.17–4.43) 0.86 
1 or more children 107 1.00 (ref)  1.00 (ref)  
      
Geopolitical zone of origin in Nigeria      
South West 63 1.90 (0.85–4.25) 0.12 2.21 (0.83–5.86) 0.11 
Others 66 1.00 (ref)  1.00 (ref)  
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Length of stay in the UK      
Less than 5 years 105 0.49 (0.19–1.27) 0.14 0.52 (0.17–1.59) 0.25 
5 years and above 24 1.00 (ref)  1.00 (ref)  
      
Sexually active      
Yes 115 2.03 (0.43–9.68) 0.37 0.32 (0.03–3.51) 0.35 
No 13 1.00 (ref)  1.00 (ref)  
      
Have undergone cervical screening      
Yes 93 8.50 (1.92–37.71) 0.005 8.93 (1.76–45.31) 0.008 
No 36 1.00 (ref)  1.00 (ref)  
      
Early detection through screening can 
prevent death 

     

Yes  124 1.00 (ref) 0.99 1.00 (ref) 0.99 
No 4 0.00 (00-)  0.00 (00-)  

OR=Odds ratio. CI – confidence interval. ref = reference category. Dependent variable used as a categorical (dichotomised) 
variable. 
¶All the predictor variables were included in the fully adjusted model due to their practical significance/public health 
relevance. 
Note for adjusted model: Cox & Snell R Square = 0.213, Nagelkerke R Square = 0.312. Model χ2 (11) = 30.40, p = 0.001 
 
Awareness of cancer services in the UK and 
willingness to seek help 
In view of fear/negative emotions and stigma 
surrounding cancer in general, some questions were 
asked to promote help-seeking and awareness of 
cancer services and the findings are presented in Table 
4. Most of the 129 respondents (94.6%) would consider 
seeking advice, support, or treatment if they were 
concerned about CC but a minority would either not do 
so (3.9%) or were unsure (1.6%). Overall, awareness of 
cancer services available in the UK was generally high, 
especially NHS CC Screening Services (79.8%), and 
local GP (71.3%), followed by charities such as Cancer 
Support UK (51.2%) and Macmillan Cancer Support 
(33.3%). 
 
DISCUSSION 
Summary of key findings 
This study examined knowledge of CC screening among 
immigrant Nigerian women living in the UK, attitudes 
and factors associated with attitudes towards CC 
screening. Although knowledge and attitudes towards 
CC screening in this study population were generally 
high, the results showed that some women had not 
undergone screening. This finding is similar to that of 

Wilding et al. 31 who found that 34.0% of the 
respondents were not screened even though they had 
heard of CC, indicating that merely hearing about CC 
does not predict CC screening acceptance. It is 
therefore important to consider other barriers and 
facilitators to screening uptake rather than focusing on 
knowledge among women especially immigrants and 
ethnic minority groups.  
 
Strengths and limitations of the study 
This study is the first to quantitatively explore the 
attitude of Immigrant Nigerian women in the UK on a 
wider scope using diverse participants from the general 
population (instead of just students) and using a 
validated attitude scale. This study contributes 
important knowledge to research, policy, and practical 
interests in advancing the health of people from ethnic 
minority backgrounds by exposing factors contributing 
to the refusal or acceptance of CC screening uptake, 
shedding light on factors influencing attitudes towards 
screening and the need for continued awareness. The 
small sample size is an important limitation of this 
study as it limits the ability to identify differences if they 
exist and limits the generalisability of the results. A 
cross-sectional descriptive research approach while 
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practical given the limited time available for this 
research, cannot be used to establish causality and to 
explore changes over time. There could be potential 
bias due to recruiting participants online via social 
media using convenience and snowball sampling. This 
recruitment method facilitates access to a disperse 
immigrant population but limits participation of women 
without access to digital technology and limits 
generalisability of the study findings to all Nigerian 
immigrant women. Although geopolitical zone of origin 
in Nigeria was provided, lack of information on ethnicity 
is a limitation. A mixed-method approach rather than 
just a quantitative approach would be something to 
consider in future research to enrich the data and bring 
in additional perspectives from individual/personal 
opinions regarding attitudes towards CC screening. 
Qualitative data would have provided deeper 
understanding of the cultural, emotional, healthcare 
system and other barriers. Regardless of the 
weaknesses, this study advanced knowledge by using a 
validated tool to assess attitudes and provided data 
which would be useful to public health practice, policy 
and future research. 
 
Comparison with previous studies 
Respondents who had not undergone screening gave 
several reasons for not doing so. Fear of the procedure, 
pregnancy/childbirth, time constraints and no invitation 
letters/lost letters ranked higher than other reasons 
which mirrored some of the reasons reported in the 
study by Ekechi et al. 13, Idehen et al. 32, and Low et al. 7. 
Taken together, these findings suggest the need for 
interventions targeted at factors that eliminate barriers 
while promoting those that facilitate screening uptake 
31. Such intervention would include risk factor 
awareness. In this study, awareness of some risk 
factors such as human papillomavirus infection, lack of 
cervical screening, having multiple sexual partners, 
history of sexually transmitted infection, and family 
history was high whereas the rest were less known. 
Marlow et al. 12 and Low et al. 7 also uncovered low 
knowledge of many risk factors. Therefore, 
interventions on risk factors awareness may be useful 
for modifying individual behaviours towards screening 
uptake. 
  
The mean score suggested a positive attitude towards 
CC screening. This contrasted findings from previous 

studies that reported poor attitudes to screening uptake 
33, 20, 13. Apart from differences in country and other 
characteristics, a potential explanation for the disparity 
is time – it is possible that there has been a positive 
change in attitude over the years since these studies 
were published. Another potential explanation could be 
methodological differences – unlike previous research, 
attitude was measured using a validated scale in this 
current study.  
 
Educational level, marital status, number of children, 
having undergone CC screening and being aware of the 
preventive effect of early detection through screening 
were factors statistically significantly associated with 
attitude to CC screening in this current study. Evidence 
from existing literature regarding the association of 
attitude with relationship status has been mixed with 
some researchers reporting associations 24 while others 
did not 10. Yanikkerem et al. 33 found that those with 
children attended screening regularly. This current 
study took into consideration the number of children 
and found an association with attitude to screening, 
suggesting that more commitment to family obligations 
and childcare could pose a challenge with women 
getting around with screening appointments, and could 
explain some of the reasons listed by non-attenders to 
screening such as time constraints and procrastination.  
 
When the effects of all the factors were examined 
together using multiple (linear) and logistic regression 
models, having a history of undergoing cervical 
screening remained the strongest predictor of attitude 
to screening in both models. It is not possible to know, 
based on our data, whether this favourable disposition 
preceded initial screening or whether it developed 
afterwards from positive cervical screening 
experiences. However, this is an important observation 
since research has shown that prior history of screening 
increases the likelihood of future screening 34. The odds 
for high attitude to CC screening was more in 
participants aged 18–36 age group than in those aged 
37 years and above.  This contradicted previous 
research report of poor attitudes among younger 
women 35 but aligned with report of poor attitudes 
among older women due to their concerns about 
screening and risk perception 36.  
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The regression model revealed that marital status was 
independently associated with attitude to screening. 
One possible explanation for this could be that people 
who are married or in civil partnership have social and 
emotional support from their spouses/partners which 
have been found to increase CC screening uptake 37,38. 
The regression model also showed that participants’ 
geopolitical zone of origin in Nigeria was independently 
associated with attitude to CC screening. There is no 
immediate plausible explanation for this observation. 
On the one hand, it brings to mind the fact that 
statistical significance does not imply clinical or 
practical relevance 39. But on the other hand, the finding 
suggests that further research would be needed to 
explore if and how immigrant women’s region of origin 
in the home country affects their attitude to screening.  
 
Interpretation of findings using theoretical 
framework   
Findings from this study can be understood through the 
lens of Health Belief Model (HBM). Based on this model, 
individuals' health-related behaviours are influenced by 
their perceived susceptibility to a health threat, 
perceived severity of the threat, perceived benefits of 
preventive actions, perceived barriers to acting, cues to 
action, and self-efficacy 40. According to Rosenstock 41, 
the HBM consists of four significant dimensions: for 
individuals to undertake measures to prevent any 
disease by testing for its early detection, they must 
believe that they are personally at risk of contracting the 
disease, the disease would have a significant impact on 
their life, taking specific action would be valuable in 
lowering their vulnerability or mitigating the severity of 
the disease, and perceive that overcoming potential 
barriers (such as cost, convenience, pain and so on) is 
feasible.  
 
However, HBM is limited because it seems to imply that 
health-seeking behaviours lie solely on an individual's 
complete awareness of the disease. Intersectionality 
theory can offer additional perspective to current 
research findings because it provides a broader view of 
the interconnected factors that influence health 
behaviours 42. For instance, this study highlighted 
disparities in attitude scores based on educational 
qualification, with more educated women exhibiting 
more positive attitudes towards CC screening. This 
suggest that educational qualification could intersect 

with healthcare-seeking behaviours as this could shape 
someone's perception of the disease. The same also 
applies to the other factors/predictors identified in this 
study. Formulating effective and culturally sensitive 
strategies/interventions for promoting CC screening 
and improving overall health outcomes would require 
considering intersecting identities and experiences of 
the women 21,42.  
 
Implications for policy and practice  
The above-mentioned study findings suggest a need to 
implement various public health measures to address 
gaps in knowledge, barriers to screening, reasons for 
non-attendance, and factors associated with attitudes. 
The following actions are recommended: 
• Interventions focused on education and outreach 

programmes targeted at immigrant populations to 
address identified issues and raise further 
awareness about the importance of screening, 
elaborating on the risk factors of the disease, and 
providing up-to-date information regarding the 
screening services and resources available in the 
UK.  

• Since time constraints were among the reasons for 
not undergoing screening, access to screening 
services could be improved by flexible scheduling 
options such as weekends and evening 
appointments, to accommodate people who work 
from 8:00-17:00 and Mondays to Fridays.  

• Since fear of the procedure ranked high among 
deterrents to screening, campaigns should include 
targeted message and communication strategies to 
debunk common myths, misconceptions, and fears 
about screening.  

• Findings from multivariate analyses identified 
several factors independently associated with 
attitude to screening. Taken together, inequalities 
and variations may exist based on immigrant 
women’s individual-level characteristics and it is 
important to consider these when planning 
intervention measures. 

• Recommendations for qualitative or mixed-
methods research over larger, multi-ethnic 
immigrant samples and longitudinal designs 
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CONCLUSION 
In conclusion, this study of immigrant Nigerian women 
living in the UK found that knowledge and attitudes 
towards CC screening were high. However, some of the 
women had not heard of or undergone CC screening 
and would not seek support/treatment if concerned 
about CC. Regression analyses revealed several factors 
independently associated with attitudes towards CC 
screening. These findings have implications for public 
health policy and practice. Formulation and 
implementation of culturally sensitive interventions to 
promote screening would be needed. Overall, routine 
follow-up campaigns to evaluate the efficacy of policies 
and interventions within immigrant communities would 
be useful to monitor progress. 
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