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2. Executive summary 

Inequality exists when resources and opportunities within society are distributed 

unevenly. Health inequality refers to differences in the care that people receive and 

the opportunities that they have to lead healthy lives (1). 

This Health Equity Audit (HEA) examines the inequalities within the cervical screening 

programme delivered across the North East and North Cumbria (NENC). We observe 

that cervical screening coverage (%) is lower in some population groups.  

The unequal distribution and use of health services is a complex, multifactorial issue 

in health and public health. As such, any suggested association between cervical 

screening coverage and the characteristic groups described in this HEA does not 

necessarily indicate causation. Rather, we look to highlight regional inequalities (and 

where these overlap) and to provide recommendations as to how these could be 

addressed.  

In keeping with national and international literature on cervical screening uptake, we 

report quantitative data demonstrating that cervical screening may be accessed less 

frequently among younger populations, more deprived populations, more ethnically 

diverse populations, and among people with a learning disability, across the North 

East and North Cumbria.  

Qualitative data gathered at focus groups supports these associations, and also 

provides additional evidence of the barriers to screening experienced by trans and 

non-binary individuals, Eastern European people living in the region, and older people 

at the upper age limit of cervical screening programme eligibility.   

Furthermore, for many service users, the language used in written communications 

concerning cervical screening, such as screening invite/ results/ follow-up, is 

inaccessible. This is either because it is too technical and complex or because it is not 

written in a language that the recipient understands. These documents are produced 

by the National Cervical Screening Programme; however, partners and local services 

should consider appropriately engaging with their own population groups using 

bespoke, local resources.  

When examining the population groups recording lower cervical screening coverage 

rates, the intersectional relationship between these groups should also be considered. 

As such, we comment on the possible overlap of ethnicity and deprivation data and 

also geography data (urban vs rural) and deprivation. Figures from the Office for 

National Statistics (ONS) (2) and the 2018 Race Disparity Audit (3) illustrate the 

correlation between deprivation and ethnically minoritised groups such as Asian and 

Black populations. We also report on access to transport, in terms of geography and 

deprivation/income, inferring unequal opportunities to access cervical screening 

resources.  
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Deprivation is a key driver of the inequalities reported in this HEA, and in the wider 

context of health inequality more generally. The recommendations within this HEA 

should be actioned by local partners and stakeholders as part of initiatives aimed at 

addressing deprivation inequalities in keeping with the NHS England and NHS 

Improvement Core20PLUS5 approach. 

  

• Core20: the most deprived 20% of the national population as identified through 

IMD (Index of Multiple Deprivation) 

• PLUS: Integrated Care System (ICS)-determined population groups 

experiencing poorer than average health access, experience and/or outcomes, 

but not captured in the ‘Core20’ alone 

• 5: Early cancer diagnosis is identified as one of five priority areas 

 

The evidence reported in this HEA represents a call to action, to commissioner and 

provider organisations, to embed a health inequalities approach to cervical screening 

in current and future service models.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/
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3. Recommendations 

The report that follows describes the evidence gathered in undertaking this HEA, and 

for each section draws a conclusion and offers one or more recommendations. These 

recommendations are presented here in a list. This HEA recommends the following 

actions to improve cervical screening uptake and address inequalities locally: 

Recommendations based on the evidence reported on deprivation, employment 

and transport 

• Applying proportionate universalism means ensuring that interventions are 

targeted in the right way. Local partners, when designing health promotion 

activities and interventions, should aim to concentrate these in areas of 

deprivation. 

 

• Availability of personal transport by car is very likely to impact on the ability of 

individuals to attend clinic and hospital locations. Providers, service planners 

and screening commissioners (NHSEI) should specifically take in to account 

the accessibility and proximity of public transport at their provider locations.   

This will especially apply to decisions being made on existing services, service 

changes or the introduction of a new service. 

 

• NHSEI should provide a map of cervical screening coverage and provide this 

to local partners at LSOA or other local level to identify specific practices and 

areas. 

 

• Noting that the deprivation charts identify GP practices which are outliers, local 

partners should identify and explore the reasons why these practices are either 

high or low compared to similar practices in the same area (as well as 

deprivation-matched practices). 

 

• NHSEI and partners should ensure that they reference the NHS priorities 

described by Core20Plus5 to ensure that time and resources are spent on 

delivering the recommendations described above.  

 

Recommendations based on the evidence reported on age 

• NHSEI with local partners should undertake a regional communications 

campaign targeted at under-35-year-olds.     

• NHSEI and their school age vaccination providers, working with local partners, 

should review the way in which HPV vaccination in schools is promoted, to 

ensure that the relevance of cervical screening in later life is explained and 

understood.  
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• NHSEI and local partners should target under-25-year-olds, who are coming up 

to screening age eligibility, with information about cervical screening. 

• GP practices working that have exceptionally low coverage rates and whose 

practice population is young (including practices that serve university student 

populations) should ensure that their patient register is up-to-date in view of the 

fact that their denominator may be inflated due to the mobility of the young 

population. This work should be undertaken in collaboration with NHSEI 

Primary Care Commissioning. 

Recommendations based on the evidence reported on ethnicity 

• Service providers and local partnership groups should be aware of the ethnicity 

profile of their target population and should seek to design services that are 

accessible and promoted directly to all groups within the population. As a 

minimum, providers should ensure that materials are readily available and 

culturally appropriate/accessible in languages suitable to the target individuals, 

and that interpretation and translation services are available. 

• Service providers and local partnership groups should ensure that they are 

aware of any cultural reasons why cervical screening uptake may be lower for 

their local populations and design their interventions accordingly.  

• The cervical screening invitation letter from the CSAS should take into account 

the spoken language registration flag on the GP system, and send translated 

materials accordingly. NHSEI should take this up with CSAS and the NHSEI 

National Section 7a Team. 

• NHSEI should seek to generate Coverage data linked to ethnicity flags on GP 

systems.   It should do this working with GP IT suppliers, CSAS and the NHSEI 

National Section 7a Team. 

Recommendations based on the evidence reported on learning disability 

• As per ethnicity, the cervical screening invitation from the CSAS should take 

into account the learning disability registration flag on the GP system and send 

easy-read materials accordingly. NHSEI should take this up with CSAS and the 

NHSEI National Section 7a Team. 

• NHSEI should commission and support specific projects to promote and enable 

individuals with learning disabilities to participate in cervical screening.  

 

• NHS provider organisations and services that support individuals with learning 

disabilities should take opportunities to promote and describe cervical 

screening to their clients.  
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Recommendations based on the evidence reported on sexual orientation and 

gender 

• GP practice staff with a responsibility for delivering cervical screening should 

be aware of available materials that promote an inclusive programme and the 

principles set out in them.  

• This should be a part of GP practice induction and update training as well as 

specialist cervical screening training.  

Recommendations based on the evidence reported on pregnancy 

• We don’t report any specific data to show that women are less likely to progress 
with cervical screening after completing a pregnancy.  

• However, it would be reasonable to make sure that women are asked about 

their cervical screening status at opportunities like the six-week postnatal check 

with GP and at home visit/clinic opportunities with health visitors (noting that 

national guidance advises that cervical screening should only be undertaken ≥ 

twelve-weeks postpartum). 

Recommendations based on the evidence reported on geography 

• Local partners should take into account issues such as rurality, distance and 

access to transport when developing cervical screening campaigns and 

services. 

• Local partners may wish to explore the link between coverage and geography 

more closely within their local areas:  

o The rural-urban classification data can be found here 

o The SHAPE atlas for identification of GP practices within LSOA/ 

MSOA areas can be found here 

Recommendation based on evidence on communication of invitation 

• NHSEI and local partners should always consider reading levels of their target 

populations, for language and comprehension, so that materials are accessible 

to the greatest number of people. For example, more widespread use of easy-

read materials would be appropriate in the wider population, and these 

resources should not be reserved only for people with a learning disability. 

• NHSEI should encourage the development of additional easy-read materials 

and the review of existing materials with the NHSEI National Section 7a Team, 

given the relatively advanced reading age required to fully understand the 

current cervical screening leaflets and letters. 

 

https://www.gov.uk/government/collections/rural-urban-classification
https://shapeatlas.net/
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Recommendations based on evidence around opportunistic screening 

• There is evidence to suggest that sample takers in secondary care and CASH 

settings are more likely to submit inadequate samples, and more likely to make 

potentially unnecessary referrals to colposcopy services. As such, training of 

staff in these settings should be reviewed and enhanced.  

 

• There is a contract in place to facilitate cervical screening in CASH settings, 

and accessing screening in these settings may be preferable to service users 

who require longer appointment slots or face other barriers to primary care 

services. As such, primary care colleagues and service users should be made 

aware of this possible route to screening and CASH settings should be 

consulted and supported to offer this service more widely.    

Recommendation for further research 

• Further research on the uptake of the HPV vaccine is required to assess if there 

is a decline in vaccine uptake. 

Implementation of HEA recommendations 

• A multiagency Project Delivery Group will be appointed to lead the progress of 

work planned against the recommendations of this HEA.  

 

• Some members of the project Steering Group have expressed an interest in 

being part of this delivery group. 
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4. Purpose and scope 

This health equity audit (HEA) aims to gather and describe evidence regarding 

inequalities in the cervical cancer screening programme delivered across the North 

East and North Cumbria. It provides a series of recommendations for further work 

programmes to improve the uptake of cervical screening, with a particular focus on 

unwarranted variation in uptake in certain groups/communities.   

Scope 

• The HEA focuses on inequalities occurring at the initial part of the cancer 

screening programme pathway, as illustrated in appendix 1. 

• For inequalities (or the potential for inequalities) existing further along the 

pathway (e.g., service-driven inequalities in colposcopy access), 

recommendations will reflect the need for further research in these areas. 

• The impact of the COVID-19 pandemic (March 2020 – present) is explored as 

part of this HEA. 

• At the time of writing, a cervical screening self-sampling pilot was taking place 

across England (4). Cervical screening self-sampling is not discussed further 

herein, but clearly offers a potential solution to some of the barriers to screening 

that will be described.   

 

5. Background 

Cancer of the cervix is relatively rare; in the UK, approximately 3,200 people are 

diagnosed with cervical cancer each year (5; 6). Screening for cervical cancer began 

in England in 1964 and is estimated to save 4,500 lives in the UK annually (5). 

However, around 850 women in the UK die every year due to cervical cancer, and 

99.8% of cases are considered preventable (ref).  

 

Since 2019, cervical screening has involved testing for the presence of human 

papilloma virus (HPV) in the first instance, rather than for cytological abnormalities in 

the cells that line the cervix. The UK National Screening Committee determined that 

this change would save more lives by identifying the risk of cancer earlier, as this test 

is more sensitive for the detection of pre-invasive disease of the cervix (5; 7).  

Although most cases of HPV infection are self-limiting and will resolve spontaneously, 

chronic HPV infection can cause changes to the cells on the cervix that may progress 

to cervical cancer if not monitored or treated (8). There are numerous strains of HPV, 

with 13 high risk types linked to cervical cancer. Almost all cases of cervical cancer 

(99.7%) are caused by one of these high-risk strains of HPV (most commonly HPV 16 

or 18) (9).  

Since 2008, the HPV vaccination programme has been offered to girls aged 12-14 

years old across the UK; in 2019 this programme was extended to boys in the same 
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age group (10). A recent Lancet paper examined the early effects of the HPV 

immunisation programme in England (11). The authors evidenced the effectiveness of 

the vaccination programme, reporting a substantial reduction in cervical cancer cases 

and of pre-cancerous cases in vaccinated cohorts (11).  

 

Significant milestones in the NHS cervical screening programme include: 
 

• 1960s: cervical screening is introduced in England 

• 1988: the NHSCSP was set up with the introduction of computerised call and 
recall systems 

• 2004: the introduction of liquid-based cytology (LBC), which has significantly 
reduced the number of inadequate cervical screening results 

• 2008: the introduction of the national HPV vaccination programme (for girls 
only) 

• 2012: the introduction of HPV triage and test of cure 

• 2019: the introduction of primary HPV testing in England to replace cytology 
as the primary screening test 

• 2019: the HPV vaccine routinely offered to boys aged 12 to 13 

 

5.1 The cervical cancer screening programme 

In England, the cervical cancer screening programme is delivered to women and 

people with a cervix between 25 and 64 years of age (8). Currently, people aged 

between 25 and 49 are invited for cervical screening every 3 years, with 50-64 year-

olds invited every 5 years (8).  

 

Recently, the UK National Screening Committee recommended that the screening 

interval for individuals aged 24.5 to 49 who test HPV negative as part of their routine 

test can be extended from 3 to 5 years (5; 7). A BMJ study has supported an extension 

to the screening interval due to the increased sensitivity of the test for high risk HPV 

(12). 

 

Most cervical screening is undertaken at a GP surgery; eligible individuals are sent an 

invitation letter through the post from the cervical screening administration service 

(CSAS) inviting them to book an appointment with their GP surgery (8; 13). The CSAS 

uses demographic data from GP practice registration, and invitations are sent to 

individuals who meet the following eligibility criteria (13): 

• Registration with a GP practice 

• Registered as female 

• Aged between 25.4 and 64 years 

GP practices have a responsibility to provide assurance that all eligible persons are 

offered screening. This is managed through the prior notification list (PNL) process. 
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The PNL is a list of individuals registered at a particular GP practice who are due to 

be called or recalled for screening. This provides an opportunity for practice staff to 

consider deferral or ceasing of individuals if appropriate (13). 

Through the Quality and Outcomes Framework (QOF), GP practices are incentivised 

to facilitate the participation of their list population in the cervical screening programme 

(14). GP practices receive payment based on the proportion of women eligible for 

screening whose records indicate that an adequate screening test has been 

performed. The 2020/21 thresholds for QOF points are set at achieving a minimum of 

45% of the eligible population and a target of 80% or more (14). 

As of March 2020, of 191 Clinical Commissioning Groups (CCGs) across England, 

only 6 met or exceeded the 80% target for coverage of eligible individuals screened 

(15).  

5.2 Cervical cancer prevalence 

Cervical cancer is the 14th most common cancer among women in the UK. Cancer 

Research UK reports that approximately 3,200 cases of cervical cancer were 

diagnosed each year between 2016-18 in the UK (6).  

 

Recent figures report 2,735 cases in England in 2019, with 151 cases in the North 

East (11.5 per 100,000 population) (16). Figure 1 (below) shows the incidence of 

cervical cancer in each region across England, with the North East reporting the 

second highest incidence per 100,000 population.  

 

Figure 1. Incidence of cervical cancer (age-standardised) by region across England in 2019. 

Adapted from data from NHS Digital Cancer Registration Statistics (16) 
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Cervical cancer incidence is highest in individuals aged between 30 and 34 years: 

figure 2 (below) shows both the average number of a new cases per year and the 

incidence rates across all age bands in the UK.  

Figure 2. Cervical cancer average number of new cases per year and age-specific incidence 

rates per 100,000 Female Population, UK, 2016-2018. 

Taken from Cancer Research UK (6). 

 

In the last 40 years, deaths from cervical cancer have declined significantly due to 

earlier treatment and detection following the rollout of the national cervical screening 

programme. The latest data reports 681 deaths (of 2,735 new cases) in England in 

2019 (16).  
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6 Methodology 

The Public Health England health equity audit cycle (17) shown in figure 3 (below) 

underpins this HEA. 

 
Figure 3. The health equity audit cycle, Public Health England (PHE) 2020 (17) 

 
6.1. Agree partners and issues 

i. A Project Steering Group was appointed. This included representation from the 

local NHS England screening and immunisation team, local laboratories, 

regional screening quality assurance for cervical screening, the Northern 

Cancer Alliance and local general practice colleagues. Membership is outlined 

in appendix 2. 

ii. This group defined the scope of the HEA and agreed upon the inequalities to 

be explored, using the PHE Health Equity Assessment Tool (HEAT) (18). 

iii. The project steering group helped to identify other key stakeholders including: 

• NENC Screening Saves Lives group and locality leads 

• Northern Cancer Alliance Public Accountability Forum (includes 
individuals with lived experience and patient representatives) 

• Cervical Screening trainers 

• Cancer Research UK: GP development team and facilitator team 

• Community Cancer Awareness Champions (Healthworks)  

• Individuals operating at a PCN/ GP practice level 

• Colposcopy services 

• Local laboratory  

• Sexual health services 



A Cervical Screening Health Equity Audit for NENC 
July 2022 

 

 15 

• Gynaecology services 

6.2. Equity profile 

i. A preliminary literature review was undertaken to ascertain the key individuals/ 

groups at risk of inequality in cervical screening. 

ii. Discussion with stakeholders identified potential local inequalities and barriers 

arising in the cervical screening programme. 

iii. Quantitative data reporting on cervical screening coverage and GP practice/ 

CCG demographics was gathered using various sources such as NHS Digital 

and OHID (the Office for Health Improvement and Disparities) Fingertips. 

iv. These data were statistically analysed using STATA© software. 

v. Local NHS Trust gynaecology services and local sexual health services were 

surveyed to better-understand their policies and procedures for offering 

opportunistic cervical screening. The survey is included in appendix 3.  

vi. A series of focus groups were undertaken with a range of individuals, including 

healthcare professionals and members of the public. 

vii. Anonymised focus group discussions were transcribed and analysed 

thematically. 

6.3. Agree high impact local action to narrow the gap 

i. The project steering group agreed that the NENC Regional Screening Saves 

Lives group is ideally placed to support the delivery of future work based on the 

inequalities identified by this HEA. 

6.4. Agree priorities for action 

i. Preliminary findings of the HEA were reported to the Project Steering Group. 

ii. The authors worked with the project steering group to produce a series of 

recommendations on priorities for local action. 

6.5. Secure changes in investment & service delivery 

i. The HEA will be reported to the NENC Cervical Screening Programme Board 

and the NENC Public Health Programmes Commissioning Management Group 

to make decisions on investment and service delivery based on the findings/ 

recommendations 

ii. Steering Group members have agreed to discuss the findings at the regional 

Cancer Alliance, which may also contribute investment 

6.6. Review progress and assess impact 

i. It is recommended that a multiagency Project Delivery Group will be appointed 

to lead the progress of work planned against the recommendations of this HEA. 

Some members of the project Steering Group have expressed an interest in 

being part of this delivery group. 
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7. Preliminary literature review 

Attendance at screening is not compulsory and women are rightly entitled to make an 

informed decision not to attend. However, a significant body of research evidence 

exists that explores the barriers, both external and self-imposed, that prevent many 

women from accessing regular cervical screening, particularly among underserved 

populations. Qualitative research in this area has generated studies that seek to 

understand and explain the phenomena of non-attendance at screening.  

 

• A literature search using the Embase, and PubMed bibliographic databases 

was undertaken on 19th October 2021.  

• A search for published literature exploring cervical screening inequalities and 

barriers to cervical cancer screening in countries such as the UK with well-

established cervical screening programmes identified 643 unique journal 

articles on this topic.  

• Thirty-nine of these studies had been included in a systematic review and 

thematic synthesis exploring obstacles to cervical screening published in 2017 

(Chorley et al, 2017).  

• A search of the grey literature also identified the findings of two surveys.  

 

Chorley et al, 2017 

Two overarching themes were identified in the thematic synthesis undertaken in 2017: 

‘should I go for screening?’ – the attitude more common among women contemplating 

the value and relevance of screening on receipt of their first and subsequent 

invitations, and ‘screening is a big deal’ – reflecting the negative experiences of 

women who have attended cervical screening in the past and the manner in which 

these experiences inform future decisions about whether or not to attend for regular 

cervical screening.  

 

Almost half (48.7%) of the studies included in this systematic review explored barriers 

to cervical screening among specific population subgroups, ranging from BAME 

women to women from specific immigrant communities to lesbian women (Chorley et 

al, 2017). The studies considered in the review were also mostly British and Australian 

in origin (79.5%), reflecting a predominantly English-speaking perspective on barriers 

to cervical screening that may not be representative of the experiences of, for 

example, South Korean women, whose voices were heard in only 2.6% of the eligible 

studies.  

 

Similarly, most of the participants in the 39 eligible studies were cervical screening 

‘occasional attenders’ rather than ‘never attenders’, potentially concealing the 

important differences between the barriers (predominantly younger) women might 

face in attending cervical screening for the first time as opposed to the barriers that 
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(predominantly older) women with some experience of cervical screening might 

encounter when the time comes to arrange a screening test.  

 

Bennett et al, 2018 

Other studies and surveys highlight the variety of barriers that prevent many women 

from engaging with cervical screening. A population-based survey of screening eligible 

women in the UK in 2017 found that non-attenders were most likely to report that the 

test did not feel relevant to them and that, in the absence of concerning symptoms, 

attendance at screening was not a priority (Bennett et al, 2018). The authors of this 

study also found that HPV self-sampling might represent an acceptable alternative to 

conventional screening that would overcome many of the practical and emotional 

barriers that deter some women from attending for their smear. This particular survey 

study was unusual in that it explicitly sought to compare the barriers to screening 

described by women who had made an active decision not to have a smear test to the 

barriers experienced by women who intended to participate but, for a variety of 

reasons, had not done so (Bennett et al, 2018).  

 

Jo’s Cervical Cancer Trust, 2018 

Emotional barriers to screening were considered in more detail in a 2018 survey of 25 

to 35 year old women in the UK, which found that more than a third of women in this 

age group had delayed organising a smear test because of embarrassment about their 

body shape and/or the appearance of their vulva (Jo’s Cervical Cancer Trust, 2018).  

 

A survey of 50 to 64 year old women in the UK in 2016 identified similar barriers 

associated with embarrassment, as well as difficulties booking appointments at 

suitable times and concerns that the test was more painful after the menopause (Jo’s 

Cervical Cancer Trust, 2016).  

 

Deprivation 

A qualitative interview study that explored the cervical screening experience of women 

living in a deprived community in Northern Ireland had found that the inconvenience 

of attending the smear test appointment, both for family and employment reasons, was 

the main barrier to accessing cervical screening in this group, but that feelings of fear, 

embarrassment and stigma also played an important part in informing attitudes to 

screening that were largely negative (Logan and McIlfatrick, 2011).  

 

Age 

A study in London published in 2012 was unique in considering the effect that 

differences in age had on the perceived barriers to cervical cancer screening, reporting 

that, while younger women were more likely to be deterred from attending by practical 

considerations such as appointment availability and clinic times, older women were 
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more likely to have made an active decision not to participate in screening and to 

express negative attitudes towards it (Waller et al, 2012).  

Ethnicity 

Ethnic minority women are also less likely to attend for cervical cancer screening, and 

a qualitative study published in 2015, also conducted in London, found that similar 

barriers to screening existed in this population – feelings of embarrassment and fear 

of pain associated with the test itself, cognitive barriers determined by perceptions of 

risk and a lack of awareness and understanding in some communities, and more 

specific cultural barriers in some groups concerning shame and cancer stigma (Marlow 

et al, 2015).  

Sexual orientation 

Lesbian and bisexual women have described themselves as being at lower risk of 

developing cervical cancer than heterosexual women, and some may be reluctant to 

attend for screening due to the perceived heteronormative assumptions of many 

healthcare providers (Fish, 2009).  

 

A qualitative study in Australia published in 2015 identified fear of penetration and 

experiences of discrimination/heterosexism as the major barriers to screening in this 

population. These findings were supported by a mixed-methods study published in 

2016 that highlighted fear of discrimination and a reluctance to disclose sexual 

orientation as the major obstacles to accessing screening among lesbian and bisexual 

women (Curmi et al, 2015; Johnson et al, 2016).     

Literature outside of the UK context 

Various perspectives on the barriers to cervical screening have been explored in the 

qualitative literature, but UK-based studies have tended to be London-centric, and the 

heterogeneity of the barriers experienced by different groups and populations has 

been highlighted. However, the pervasiveness of cervical screening inequalities is 

clear: a recent European study found that women in low income households were 

around 40% less likely to access cervical screening than women in high income 

households, and similar income-inequalities in cervical screening uptake have been 

observed in non-European populations (Bozhar et al., 2022; Choi et al., 2018).  

 

Another European study identified a relationship between higher levels of income 

inequality within populations and lower cervical screening uptake (Gianino et al., 

2018). In some particularly marginalised groups, these inequalities are amplified. For 

example, a Danish study reported that women in ethnic minority populations had 

limited knowledge about the purpose of cancer screening, and a Spanish study 

identified particularly low cervical screening uptake among women in Roma 

communities (Tatari et al., 2020; Usera-Clavero et al., 2020). A French study reported 
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that low income women who were obese were less likely to access cervical screening 

than their normal weight counterparts (Sassenou et al., 2021).  

 

Perhaps unsurprisingly, ln low- and middle-income settings, screening inequalities are 

often even more stark – in Botswana, for example, women in the poorest population 

quintile were 84% less likely to access cervical screening than women in the wealthiest 

quintile, and in Peru, older women (50-59), women who lived in jungle communities 

and women without health insurance were found to be least likely to have had a smear 

test (Keetile et al., 2021; Barrenechea-Pulache et al., 2020).  

 

In the context of these longstanding screening inequalities, the concern that HPV 

vaccination, while ultimately reducing cervical cancer mortality, will at least initially 

increase cervical cancer and cervical screening inequalities, has been well-

documented (Johnson et al., 2018).   

Conclusion 

The literature on barriers to cervical screening demonstrates not only the homogeneity 

of some obstacles that are seen across multiple studies (emotional barriers including 

fear and embarrassment; practical barriers including competing priorities and 

work/family pressures) but also the variety of attitudes and experiences described 

among different marginalised populations. The findings of five of the focus group and 

interview studies described in the previous paragraphs are summarised in Table 1.  



Table 1. Key themes from included studies 

Study Authors/Year Location Sample Results 

Exploring women’s 

knowledge, experiences and 

perceptions of cervical 

cancer screening in an area 

of social deprivation  

Logan, L., McIlfatrick, S. 

(2011). 

Northern 

Ireland 

n = 48  

focus groups 

Women’s knowledge of cervical cancer was extremely 

limited, and many described negative feelings of ‘fear’, 

‘embarrassment’ and feeling ‘stigmatised’ in association with 

cervical screening. Practical difficulties were the main 

barriers to screening in this group.  

Exploring age differences in 

reasons for nonattendance 

for cervical screening: a 

qualitative study 

 

Waller, J., jackowska, M., 

Marlow, L., Wardle, J. 

(2012). 

London n = 46 

Semi-structured 

interviews and 

focus groups 

Many reasons for nonattendance were identified. Health 

professionals suggested that time pressures, service 

provision issues and knowledge/psychological barriers were 

important. Young non-attenders cited more practical barriers 

and older women had more negative attitudes to screening.  

 

Barriers to cervical screening 

experienced by lesbian 

women: a qualitative study 

 

Curmi, C., Peters, K., 

Salamonson, Y. (2015). 

Australia n = 9 

Semi-structured 

interviews 

Three main barriers were identified: lack of opportunistic 

screening, fear of penetration and experiences of 

heterosexism/discrimination.  

Barriers to cervical cancer 

screening among ethnic 

minority women: a qualitative 

study 

Marlow, L.A.V., Waller, J., 

Wardle, J. (2015). 

London n = 43 

Semi-structured 

interviews 

Participants reported emotional, practical and cognitive 

barriers to screening. Negative experiences were well 

remembered by all women. Emotional barriers were more 

prominent among Asian women and some women felt that a 

diagnosis of cervical cancer would be shameful. 

 

Quantitative and mixed 

analyses to identify factors 

that affect cervical cancer 

screening uptake among 

lesbian and bisexual women 

and transgender men 

 

Johnson, M., Mueller, M., 

Eliason, M.J., Stuart, G., 

Nemeth, L.S. (2016).  

USA n = 226 

Internet 

questionnaire 

n = 20 

Semi-structured 

interviews 

Some barriers overlapped with those experienced by the 

general female population, others were specific to 

lesbian/bisexual identity. Non-routine screeners reported 

experiencing discrimination related to their sexuality/gender 

expression. 
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8. Observation of health inequalities  

The PHE Health Equity Assessment Tool (HEAT) was used to identify individuals and 

groups at risk of health inequalities in the cervical screening programme (18). This tool 

and the PHE Screening Inequalities Strategy (19) observe that inequalities are likely 

to exist across a range of population groups. These include, but are not limited to, 

those illustrated in figure 4 (below). 

 

In order to undertake a comprehensive HEA, all the overlapping factors of inequality 

shown in figure 4 are included in this HEA. 

 
Figure 4. The overlapping dimensions of health inequalities, Public Health England (18) 

 

 

 

Cervical cancer screening coverage data  

To assess inequalities in cervical screening uptake, cervical screening coverage data 

at GP practice level was used as a measure of access and utilisation. Coverage data 

reports on the proportion (%) of those registered at the GP practice eligible for cervical 

screening who were screened within the appropriate timeframe (3.5 years for 25-49 

year olds and 5.5 years for 50-64 year olds).  
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NHS England publishes cervical screening coverage data collated from the National 

Health Application and Infrastructure Services (NHAIS) / Open Exeter Practice Profile 

data for each practice across England on a quarterly basis (20). For the purposes of 

this HEA, data was accessed in December 2021 reporting coverage as of March 2021.  

 

When coverage is calculated on NHAIS, the only reason for excluding a person from 

the denominator is if screening invitations are ceased due to the individual in question 

not having a cervix (normally following a total hysterectomy). Those with exceptions 

(Personalised Care Adjustments, or PCAs) would not be excluded and would be 

counted in the denominator for coverage.  

 

Figure 5 (below) reports coverage for both age groups at CCG level across the region. 

North Cumbria and Northumberland have the highest coverage for both age groups, 

with Newcastle Gateshead CCG reporting the lowest coverage for the 25-49 year age 

group and Tees Valley reporting low figures for both age groups compared to other 

CCG areas in the region. None of the regional CCGs met the target of 80% coverage 

in either age group. 

Figure 5. Cervical screening coverage data for both age groups across each CCG region of 

the North East and North Cumbria as of Q2 2021/22 (20) 
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8.1 Socio-economic groups and deprivation 

Health inequalities related to deprivation are frequently observed. Currently, life 

expectancy in England is nearly a decade shorter for those who live in the most 

deprived areas compared to the least deprived areas (21).  

 

For this HEA, cervical screening coverage data was compared against deprivation 

data at GP practice level. The deprivation level of each GP practice was accessed 

using the Office for Health Improvement and Disparities (OHID) Fingertips National 

General Practice Profiles (22) which utilise English Indices of Deprivation (IMD 2019) 

scores (23). 

 

Across the North East and North Cumbria there was an inverse linear relationship 

between cervical screening coverage and deprivation, whereby cervical screening 

coverage decreased as deprivation levels increased, see figures 6 and 7. Using 

STATA©, the Spearman’s rank correlation coefficient () was calculated to measure 

the strength of the association between these two factors – a negative number 

indicates a negative association. Data for the North East and North Cumbria shows a 

moderate association between cervical screening coverage and deprivation (between 

-0.4 and – 0.59). A strong correlation is reported as above or equal to 0.60 or -

0.60.  

Figure 6. Cervical screening coverage in 25-49 year olds vs. deprivation for GP practices 

across the North East and North Cumbria (20; 22). 

 

Spearman’s rank correlation = - 0.5300 
P value = <0.01 
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Figure 7. Cervical screening coverage in 50-64 year olds vs. deprivation for GP practices 

across the North East and North Cumbria (20; 22). 

 
 

CCG level data for cervical screening and deprivation 

[NOTE: Data reported at GP practice level for each local CCG is available upon 

request.]  

Data for deprivation and cervical screening coverage was also reported at CCG level, 

with Tees Valley and North Tyneside reporting the strongest correlation in the 25-49 

year old age group (-0.73; p=<0.01 and -0.67; p=<0.01 respectively). Newcastle 

Gateshead CCG reported the strongest correlation in the 50-64 year old age group 

(-0.70; p=<0.01).  

 

In these areas, particularly Tees Valley1 and Newcastle-Gateshead CCGs, the 

relationship is likely more significant as there are higher levels of deprivation and 

greater inequality gaps than in some other CCG areas in the region (i.e., 

Northumberland and North Cumbria).  

 

 
1 Data reported at CCG level. Tees Valley CCG covers 5 local authority areas: Darlington, 
Hartlepool, Middlesbrough, Redcar & Cleveland and Stockton-upon-Tees 
 

Spearman’s rank correlation = - 0.5392 
P value = <0.01 
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Where a weaker association was observed in some CCG areas, these results were 

not statistically significant: 

• County Durham coverage vs. deprivation in 25-49 year old group = -0.07 

(p=0.21)  

• South Tyneside coverage vs. deprivation in the 50-64 year old group = -0.24 

(p=0.61) 

 

In these areas, an association between deprivation and cervical screening coverage 

cannot be inferred with confidence. This is of note given that County Durham and (in 

particular) South Tyneside have relatively high levels of deprivation. Therefore, further 

work is required to understand how these areas are working to reduce inequalities in 

the cervical screening programme relative to deprivation.   

 

Employment 

There are various contributing factors driving the association between reduced 

cervical screening uptake and deprivation. One such factor may include the 

employment type of individuals in a given area. Those with less flexible jobs may find 

it particularly difficult to fit their professional responsibilities around the appointment 

hours of their GP practice.  

 

The Office for National Statistics reports data from the Official Labour Market on the 

proportion of residents by occupation types in local authority areas (24). Figure 8 

reports the proportion of residents in different occupation types for the local authorities 

across the North East2, whereby: 

• Standard occupational class (Soc10) groups 1-3 include managers, directors, 

senior officials and health professionals. Although there is a mix of % residents 

between local authorities, there is a general trend that the proportion of 

residents in this occupation group decreases as the IMD level increases.  

 

• Standard occupational class (Soc10) groups 8-9 include elementary trades and 

related occupations, administration and service occupations. There is a slight 

slope showing an increase in the proportion of residents in this group as IMD 

deprivation levels increase.  

 

• Unemployment: percentage of individuals in each local authority aged 16 years 

and over who are unemployed as a proportion of those who are economically 

active (employees and self-employed).  

 

 

 
2 North Cumbria is not included in the ONS Official Labour Market Statistics. Cumbria is 
included but was not reported in this analysis to avoid bias in the results. 
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Figure 8. Proportion of residents in certain occupational categories, per local authority in the 

North East. Data from the ONS Official Labour Market Statistics (24) 

 

Figure 8 shows that across each local authority in the North East, there is a mix of 

workers in both the higher and lower occupational class groups. Although the blue 

trendline shows that the proportion of workers in the higher occupational class groups 

gradually declines as the deprivation score (IMD average score) of each local authority 

increases, it is likely that this is not significant.  

All local authorities have a considerably higher proportion of their population in the 

higher occupational class groups than the lower occupational groups. Therefore, the 

notion that differences in employment categories across the local authorities may 

contribute to cervical screening is not supported by this data.  

Furthermore, figure 8 also shows that unemployment rates are relatively stable across 

the local authorities, and that it is unlikely therefore that unemployment rates are a 

contributing factor to differences in cervical screening coverage across the region.  

 

 

0.0

10.0

20.0

30.0

40.0

50.0

60.0

P
e
rc

e
n
ta

g
e
 o

f 
lo

c
a
l 
a
u
th

o
ri
ty

 r
e
s
id

e
n
ts

 

Local authorities across the North East (ordered by deprivation score)

Least deprived                                                                               Most deprived

Occupation types by local authority Oct 2020 - Sept 2021

Soc10 groups 1-3

Soc10 groups 8-9

Unemployment (%)



A Cervical Screening Health Equity Audit for NENC 
May 2022 

 

 27 

Transport 

Transport is another factor that may affect an individual’s ability to attend for cervical 

screening. The ONS reports data on car/van ownership relative to income levels (25). 

This data is displayed in figure 9 (below) and shows that there is a positive correlation 

between car/van ownership and income group. Car/van ownership more than doubles 

when households in the top 3 deciles are compared to those in the lowest decile.    

Without personal transport, individuals required to use public transport may be 

hindered from attending for cervical screening due to travel costs and the added 

inconvenience of likely increased travel time with public transport. Figure 9 shows that 

access to transport is significantly more challenging across the lower income groups.  

Figure 9. Percentage of households with cars or vans by income group across the UK in 

2018. Taken from ONS data (25). 

 
 

Development of HEA recommendations relating to deprivation 

This HEA recognises that deprivation is a key issue affecting cervical screening 

coverage locally. Further work to improve access to cervical screening for those in 

more deprived areas is needed. Furthermore, access to transport is an issue to 

consider in the design and delivery of services; particularly as the geographical 

footprints of care delivery become larger with the implementation of Primary Care 

Networks (PCNs) and Integrated Care Systems (ICSs).  
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There are ongoing trials on the acceptability of self-sampling for cervical screening 

which may remove barriers associated with transport. NHSEI (NHS England and NHS 

Improvement) should ensure that the self-sampling national research project is being 

supported in our area. However, as with any new intervention there is a danger that 

inequalities will actually widen rather than narrow when this intervention is rolled out, 

and NHSEI should be mindful of this.  

 

Recommendations based on the evidence gathered on deprivation, 

employment and transport 

 

1. Applying proportionate universalism means ensuring that interventions are 

targeted in the right way, local partners should aim to concentrate these in 

areas of deprivation. 

 

2. Availability of personal transport by car is very likely to impact on the ability of 

individuals to attend clinic and hospital locations. Service planners should 

specifically assess the accessibility and proximity of public transport for their 

provided location. 

 
3. NHSEI should aim to provide a map of cervical screening coverage and provide 

this to local partners at LSOA or other local level to identify specific practices 

and areas. 

 
4. Noting that the deprivation charts identify GP practices which are outliers, local 

partners should identify and explore the reasons why these practices are either 

high or low compared to similar practices in the same area (deprivation 

matched practices). 

 
5. NHSEI and partners should ensure they reference the NHS priorities described 

by Core20Plus5 to ensure that time and resources are spent on the above 

recommendations.  
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8.2 Equality Act Protected Characteristics 

The UK Equality Act 2010 was implemented to protect individuals from discrimination 

in the workplace and wider society through prohibiting by law the discrimination of 

certain aspects of a person’s identity, known as protected characteristics (26). This 

HEA explores how cervical screening coverage may be affected by potential 

inequalities existing in such protected characteristics.  

8.2.1 Age  

Data for cervical screening uptake is reported using two discrete age groups: 25-49 

years old and 50-64 years old. Figure 5 (page 16) reporting the average uptake for the 

CCG areas across the North East and North Cumbria shows that, generally, coverage 

for the older age group is higher than the younger age group.  

Data on age group coverage at a more granular level is reported for England rather 

than the North East (27), however inferences can be drawn from this national data. 

This data is shown in Figure 10 below.  

Figure 10. Bar graph to show cervical screening coverage by age bands (27) 

 

Age groups outside of the national screening programme age (i.e., those outside 24.5 

– 64 years) have been outlined in red since these individuals will not have attended 

for cervical screening as part of the screening programme. It is assumed that these 
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individuals had a cervical test on an individual clinical basis (i.e., symptomatic 

investigation). 

The percentage of 65 - 69 year olds is significant at 36% coverage despite the 

screening programme running up to 64 years. This is likely due to individuals attending 

for screening prior to their 65th birthday; however, at the time of data collection they 

are in the 65-69 age bracket. Data is collected based on whether individuals over 50 

years have attended for screening in the previous 5.5 years. 

Figure 10 shows that the younger age bracket, 25-29 years have the lowest uptake of 

the age groups typically included in the screening programme. Participants of a focus 

group held with the Community Cancer Awareness Champions reported that that 

those in the younger age group, particularly if it is their first cervical screening test can 

feel apprehensive about the procedure and fearful of feeling pain and embarrassment. 

This focus group also reported instances where older individuals over 60 were 

misinformed that they didn’t require a cervical screening test. Current guidelines 

recommend cervical screening in those with a cervix up to 64 years (8). 

HPV vaccination programme 

There is a concern that evidence supporting the effectiveness of the HPV vaccination 

in preventing cervical cancer may result in some individuals thinking that cervical 

screening is no longer necessary if they have received the HPV vaccination course. 

The HPV vaccination programme was implemented in 2008 to girls aged between 12 

and 14. Therefore women, trans men and non-binary individuals with a cervix born 

after 1994 (aged 28 or under in 2021) are likely to have received the HPV vaccination 

course. This cohort is currently in the group with the lowest coverage (across 

England). 

As mentioned, the UK National Screening Committee recommended that the 

screening interval for individuals aged 24.5 to 49 who test HPV negative as part of 

their routine test can be extended from 3 to 5 years (5; 7). Currently, there is a debate 

pertaining to further extending the cervical screening interval for individuals who have 

received a full course of HPV vaccination. New research from Cancer Research UK 

at the Queen Mary University of London estimate that vaccinated individuals may only 

require 3 cervical cancer screens in their entire life if they’ve received the HPV 

vaccination due to the reduced prevalence of high risk HPV (28). 

Recent discussions at a local NENC Cervical Screening Programme Board report that 

there have been local reports of HPV vaccinated women testing positive for HPV since 

there are HPV strains not included in the vaccine.   
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University populations 

CCG areas across the region with particularly young populations, such as university 

associated workers may report lower coverage. The transient nature of student 

populations may bias the data since students may attend cervical screening at a 

separate GP practice outside of term time, causing an under-reporting of coverage for 

term time GP practices. With two large universities, the student population may 

influence the low coverage reported in the 25- 49 years age group in Newcastle 

Gateshead CCG (shown in figure 5, page 11).  

This is further illustrated by coverage data and population age profile data of the GP 

practice closest to Newcastle University and the University of Northumbria. This GP 

practice, (Newcastle Medical Centre) reports 22.91% coverage in the 25-49 year age 

group, the practice’s population age profile is illustrated in figure 11.  

Figure 11. The population age profile of Newcastle Medical Centre as reported through 

National General Practice Profiles, OHID Fingertips (22) 

 

 

Development of HEA recommendations relating to age 

This HEA recognises that age is a key issue affecting cervical screening coverage 

locally. The quantitative data of coverage rates and age bands supports a variation, 
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this is also consistent with qualitative research from the literature and discussions with 

focus groups.   

 

Further work to remove barriers to cervical screening for younger age groups through 

the use of more targeted communications should be explored. An example of this 

could be improved education/ information about HPV and its relevance to cervical 

cancer.  

 

Focus groups recommended that key messages should include: 

• The process of cervical screening to normalise and reduce embarrassment and 

fear.  

• The rationale of the HPV vaccination and warning that other variants of HPV 

(not included in the vaccination programme) may cause cervical cancer 

Recommendations based on the evidence gathered on age 

1. Undertake a regional communications campaign targeted at under 35 year olds.  

 

2. Review the way that HPV vaccinations in schools are promoted to ensure the 

relevance of cervical screening in later life is well known and explained.  

3. Targeting under 25 year olds with information about cervical screening 

4. GP practices which have exceptionally low coverage rates and whose practice 

population is young should ensure that their patient register is up-to-date 

because their denominator maybe inflated due to the mobility of the young 

population.  

 

8.2.2 Ethnicity 

The North East has the highest proportion of White British population group in England 

at 93% (29). Local authority/ CCG areas across the North East have varying levels of 

ethnicity demography, with Newcastle and Middlesbrough local authority areas 

reporting the highest levels of populations identifying as ethnicities which are not White 

British.  

Figures 12a and 12b below present the ONS estimate data of ethnicity for local 

authorities in 2016. All ethnicities are shown in figure 12a and include the White British 

population; since the proportion of White British is vastly larger than the other 

ethnicities reported the proportion of ethnicities which are not White British is shown 

more clearly in figure 12b.  
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Figure 12a. Local Authority population breakdown by ethnicity in thousands (30). Adapted from ONS data. White British group shown 

separately as reference point 
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Figure 12b. Local Authority population breakdown by ethnicity (non-White British) in thousands (30). Adapted from ONS data. 
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Focus group discussions have reported that there are populations of White, non-British 

individuals of Eastern European origin who report an incongruence with their previous 

experiences and expectations of cervical screening.  

In determining whether there are disparities between cervical screening coverage in 

more ethnically diverse areas, ethnicity data from OHID Fingertips (which reports a % 

of non-white population) was correlated with cervical screening coverage data and 

analysed through STATA©.  

A limitation of ethnicity data is that it is reported using the 2011 census and is therefore 

likely outdated and has the potential to under-estimate the diversity of the region and 

local authority areas.  

Aggregated data for the North East and North Cumbria reported a negative correlation 

between coverage and ethnicity; where coverage decreased as ethnicity (non-white 

%) increased; this association was found to be moderate in the 25-49 year age group 

(-0.53; p=0.0 00) and weak in the 50-64 year age group (-0.3; p=0.000) see figures 

13 and 14.  

Figure 13. Cervical screening coverage vs. ethnicity for GP practices across the North East 

and North Cumbria in the 25-49 year age group (20; 22). 

 

 

Spearman’s rank correlation = -0.5256 
P value = 0.000 
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Figure 14. Cervical screening coverage vs. ethnicity for GP practices across the North East 

and North Cumbria in the 50-64 year age group (20; 22). 

 

Where OHID Fingertips reports % non-white population, one limitation is that the 

ethnicity of the population is poorly defined. Where some distinctions are made, the 

highest reported % ethnicity is Asian (20; 22). Mixed, Black and Other non-white are 

the other categories used in the dataset which are reported to a lesser extent (see 

table 2). 

The percentage of population groups (where reported) was totally together and divided 

across 355 GP practices to generate an average % for the GP practices across the 

NENC. These are shown in the table below (extremely likely to be largely under-

reported): 

Table 2: OHID Fingertips reported GP practice population ethnicity, as per 2011 census 

(calculated as an average across 355 GP practices) across the North East & North Cumbria.  

Asian Black Mixed Other non-white 

2.43% 0.27% 0.37% 0.94% 

This data, and also the ONS data presented in figures 12a and 12b show that although 

there are non-White British populations across the North East, these are largely 

minority populations compared to the proportion of the White British population.  

Spearman’s rank correlation = -0.2980 
P value 0.000  
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Table 2 and Figure 12b both show that of the ethnicities reported, Asian/ British Asian 

is the largest population group that is not White British (approx. 78 thousand across 

the North East).  

Furthermore, in line with reports from the focus groups about the Eastern European 

population, the next highest ethnicity group reported is the White, non-British 

population (approx. 39 thousand across the North East). 

Except Newcastle Upon Tyne, and Middlesbrough the proportion of the Black 

population across the North East is very low (approx. 16 thousand).  

CCG level data for cervical screening and ethnicity 

NOTE: Data reported at GP practice level for each local CCG is available upon 

request.  

The correlation between cervical screening coverage and ethnicity was the strongest 

across the NENC CCG areas in the 25-49 year age group, in particular the following 

areas, which have the highest percentages of black and ethnic minority populations. 

• Sunderland CCG - strong correlation (-0.77; p=0.000) 

• Newcastle Gateshead CCG - moderate correlation (-0.69; p=0.000) 

• South Tyneside CCG - moderate correlation (-0.69; p=0.000) 

• Tees Valley - moderate correlation ( -0.58; p=0.000) 

In the 50-64 year old age group, only two CCG areas reported statistically significant 

associations which were much weaker than the younger age group: 

• Newcastle Gateshead CCG – weak correlation (-0.36; p=0.001) 

• Tees Valley CCG – weak correlation (-0.26; p=0.000) 

 

Recommendations based on the evidence gathered on ethnicity 

1. Local groups should be aware of the ethnicity profile of their target population 

and should seek to design services that are accessible and promoted directly 

to their local non-white British populations. As a minimum, making sure 

materials are readily available in languages suitable to the target individuals 

and there are interpretation and translation services available. 

 

2. Local groups should make sure that they are aware of any cultural reasons why 

cervical screening uptake may be lower for their local populations and to design 

their interventions accordingly.  
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8.2.3 Disability 

Learning disability 

Coverage data for cervical screening of people with a learning disability (vs coverage 

for people without a learning disability) is reported at a CCG level by NHS Digital (31).  

Figure 15 below shows the prevalence of the learning disability population across the 

Cumbria and North East STP.  

Figure 15. Learning disability prevalence in the Cumbria and North East STP as of 2020/21. 

Reported by NHS Digital (31). 

 

Figure 16 illustrates data from NHS Digital. This data uses the number of patients 

recorded on GP practices’ Learning Disabilities Register and who are eligible for 

cervical cancer screening being female aged 25 to 64 with no history of hysterectomy, 

on whom an adequate cervical smear test has been performed in the five years prior 

to Reference Year End Date (April 2019).  

This data is reported through NHS Futures Platform (32).  
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Figure 16. Coverage of cervical screening for people with and without a learning disability 

reported at CCG level across North Cumbria and the North East (31; 32). 

 

Figure 16 shows a clear reduction in coverage in individuals with a learning disability 

compared to those without a learning disability across the local CCGs. With Durham 

Dales, Easington & Sedgefield showing the largest difference of 70%. The latest 

data available is from 2018/19. 

Recommendations based on the evidence gathered on learning disability 

1. It would be ideal if the cervical screening invitation from the CSAS could take 

into account the learning disability registration flag on the GP system and send 

easy-read materials. NHSEI should promote this with CSAS. 

 

2. NHSEI should seek and support specific projects to promote and enable 

individuals with learning disabilities to participate in cervical screening.  

 
3. NHS Providers and Services which support individuals with learning disabilities 

should take opportunities to promote and describe cervical screening to their 

clients.  
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Physical disability 

Recommendations based on the evidence gathered on physical disability 

We have found no data/ evidence to show the correlation between this characteristic 

and cervical screening coverage therefore we cannot make a recommendation at this 

stage. 

8.2.4 Sexual orientation 

Public Health England reports that some women may have been misadvised that they 

do not need screening because they do not have sex with men (33). This was also 

consistent with findings of the literature review.  

Public Health England have developed guidance and materials to ensure that all 

people with a cervix are encouraged to take up cervical screening: 

• Cervical screening for lesbian and bisexual women (Jan 2021) (33) 

Furthermore, the LGBT Foundation has information and support for cervical screening 

for LGBT people: 

• Cervical screening for LGBT people (34) 

Recommendations based on the evidence gathered on sexual orientation 

• GP practice staff with a responsibility for administering and delivering cervical 

screening should be aware of available materials and the principles set out in 

them. This should be a part of GP practice induction and update training as well 

as specialist cervical screening training.  

8.2.5 Gender 

All eligible people registered with their GP as female automatically receive an invitation 

through the post. Current IT systems are not able to include individuals registered as 

male (such as trans men who may have a cervix), neither do these systems have the 

ability to record a non-binary gender category, therefore in these circumstances GP 

practices or the healthcare team managing gender reassignment are advised to send 

invitations. 

 

A new call and recall system, the Cervical Screening Management System (CSMS) is 

under development to replace NHAIS to launch in 2022/23. As part of this, planned 

improvements include allowing those not registered as female but with a cervix to be 

invited by the system. 

 

https://www.gov.uk/government/publications/cervical-screening-lesbian-and-bisexual-women/cervical-screening-for-lesbian-and-bisexual-women
https://lgbt.foundation/screening
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The current system also requires a request from the GP practice or gender 

reassignment service to cease/ remove a trans woman from cervical screening if 

registered as female with their GP practice (35). 

Discussions with a focus group for this HEA recalled an experience of a transgender 

man being challenged by GP reception staff upon booking their cervical screening 

appointment.  

 

Public Health England has produced promotional materials on NHS screening 

programmes aimed at trans and non-binary people: 

 

• NHS population screening: information for trans and non-binary people 

(October 2021) (36) 

 

Furthermore, the language used in most NHS published information sources refers to 

“women and people with a cervix” to promote inclusivity. The latest OHID toolkit to 

support the ‘Help Us Help You – Cervical Screening Campaign’ in February 2022 

included materials to activity target to ethnic minority (Black and South Asian) and 

LGBTQ+ people with a cervix, recognising that these groups can experience specific 

barriers to taking up screening (37). 

Recommendations based on the evidence gathered on gender 

• GP practice staff with a responsibility for administering and delivering cervical 

screening should be aware of available materials and the principles set out in 

them. This should be a part of GP practice induction and update training as well 

as specialist cervical screening training.  

8.2.6 Pregnancy and maternity 

Pregnancy can delay a woman’s cervical screening appointment to at least 12 weeks 

postnatal, or after a termination of pregnancy, or miscarriage (38).  

 

Advice from the Royal College of Obstetricians of Gynaecologists recommends 

women delay their routine screening appointment until after the baby is born. For a 

repeat smear following a previous abnormality, then individuals should still receive 

cervical screening during pregnancy – the best time is between 3 and 6 months of 

pregnancy (39).    

Recommendations based on the evidence gathered on pregnancy 

• While we don’t have any specific data to show women after pregnancy do not 

progress with cervical screening, it would be reasonable to make sure that 

cervical screening is systematically recommended at opportunities like the 6 

week postnatal check with GP and the home visit/ clinic opportunities with 

health visitors. 

https://www.gov.uk/government/publications/nhs-population-screening-information-for-transgender-people/nhs-population-screening-information-for-trans-people
https://www.gov.uk/government/publications/nhs-population-screening-information-for-transgender-people/nhs-population-screening-information-for-trans-people
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8.2.7 Marriage and civil partnership 

Recommendations based on the evidence gathered on marriage and civil 

partnership 

We have found no data/ evidence to show the correlation between this characteristic 

and cervical screening coverage therefore we cannot make a recommendation at this 

stage. 
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8.2.8 Religion or belief 

Data on religion by local authority was accessed from the Office for National Statistics which reports data from the Annual Population 

Survey. Table 3 (below) reports on the breakdown of religions across the North East and North Cumbria in 2018 (40). 

Table 3. Population of religion by local authority as of 2018 (40). 

Local authority No Religion 
Christian 

(all 
denominations) 

Buddhist Hindu Jewish Muslim Sikh 
Any Other 
Religion 

Hartlepool  34,793 55,324 - * - 959 - 672 

Middlesbrough  47,482 76,088 676 371 - 14,113 375 391 

Redcar and 
Cleveland  

49,129 82,063 283 383 - 825 - 1,045 

Stockton-on-Tees  78,179 107,915 * 547 - 6,316 - 1,480 

Darlington  37,800 63,172 495 417 - 1,129 408 1,222 

County Durham  196,072 313,080 1,670 * * * 1,248 4,343 

Northumberland  112,775 195,040 * * - 945 - 2,021 

Carlisle  39,753 64,669 * - - 820 - 1,159 

Gateshead  83,794 105,108 * 439 5,885 4,727 - 990 

Newcastle upon 
Tyne  

132,337 133,663 * 902 962 23,452 * 1,239 

North Tyneside  89,836 107,905 644 761 * 1,625 - 2,319 

South Tyneside  49,108 95,382 * 513 - 1,324 - 1,487 

Sunderland  105,731 159,235 649 1,205 - 4,544 619 2,551 

- No figures to report 

*  Sample sizes are too small to provide reliable estimates
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Recommendations based on the evidence gathered on religion and belief 

We have found no data/ evidence to show the correlation between this characteristic 

and cervical screening coverage therefore we cannot make a recommendation at this 

stage. 

8.3 Geography  

The Department for Environment, Food & Rural Affairs publishes the Rural Urban 

Classification to distinguish rural and urban areas (41). The latest data uses the 2011 

census.  

 

The Classification defines areas as rural if they fall outside of settlements with more 

than 10,000 resident population. For the smallest geography areas, the classification 

assigns them to one of four urban or six rural categories – listed here in order of largest 

(Urban: Major Conurbation) to smallest (Rural: Hamlets and Isolated Dwellings in a 

sparse setting): 

 

Urban: Major Conurbation (A1) 

Urban: Minor Conurbation (B1) 

Urban: City and Town (C1) 

Urban: City and Town in a sparse setting* (C2) 

 

Rural: Town and Fringe (D1) 

Rural: Town and Fringe in a sparse setting* (D2) 

Rural: Village (E1) 

Rural: Village in a sparse setting (E2) 

Rural: Hamlets and Isolated Dwellings 

Rural: Hamlets and Isolated Dwellings in a sparse setting* 

 

* those described as “in a sparse setting” reflect where the wider area is remotely 

populated. 

 

Table 4 below shows the rural urban classification at LSOA or MSOA level vs. cervical 

screening coverage data for a sample of GP practices across the region. A GP practice 

was selected across each of the urban and rural categories described above (where 

available).  

 

Rural urban classification is reported at LSOA and MSOA level. Where LSOA level 

data was not report by the rural urban classification data, MSOA was used. The 

SHAPE Atlas mapping was used to deduce nearby GP practices for corresponding 

LSOA and MSOA levels (42). 

https://shapeatlas.net/
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Table 4: GP practice cervical screening coverage data and urban rural classification (based on census data 2011) (42) 

Rural Urban classification 
Lower Super Output 

Area name 
GP practice name 

Cervical screening coverage 

25 - 49 years 50 - 64 years 

Northumberland 

Urban: Major Conurbation (A1) Northumberland 029 

(MSOA)3 
Cramlington Medical Group  78.90 74.39 

Urban: City and Town (C1) Northumberland 021 

(MSOA)3 

Bedlingtonshire Medical 

Group 
81.09 80.81 

Urban: City and Town in a sparse setting (C2) Northumberland 001 

(MSOA)3 
Wellclose Surgery 70.69 70.27 

Rural: Town and Fringe (D1) Northumberland 017 

(MSOA)3 
Guidepost Medical Group 76.73 79.50 

Rural: Town and Fringe in a sparse setting (D2) Northumberland 005 

(MSOA)3 
Alnwick Medical Group 73.73 77.50 

Rural: Village (E1) Northumberland 039 

(MSOA)3 
Corbridge Health Centre 82.91 80.90 

Rural: Village in a sparse setting (E2) Northumberland 007 

(MSOA)3 
Rothbury Surgery 74.78 76.68 

Newcastle 

Urban: Major Conurbation (A1) All Newcastle upon Tyne LSOA’s considered Urban: Major Conurbation (A1) 

Gateshead 

Urban: Major Conurbation (A1) Gateshead 016A Beacon View Medical Ctr  77.95 77.27 

Urban: City and Town (C1) Gateshead 002A Crawcrook Medical Practice 74.19 78.70 

Rural: Town and Fringe (D1) Gateshead 022A Rowlands Gill Medical Ctr 74.87 76.95 

Rural: Village (E1) Gateshead 022D Oldwell Surgery 78.48 71.07 

 
3 Indicates areas included as MSOA as not reported at LSOA level by Rural Urban Classification data spreadsheet 
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North Tyneside 

Urban: Major Conurbation (A1) North Tyneside 021B Priory Medical Group 75.86 70.74 

Urban: City and Town (C1) North Tyneside 002E Wideopen Medical Centre4 73.82 73.35 

Rural: Town and Fringe (D1) North Tyneside 007C Northumberland Park 
Medical Group 

77.32 74.78 

South Tyneside 

Urban: Major Conurbation (A1) South Tyneside 012 

(MSOA)3 Wenlock Road Surgery 70.89 73.02 

Urban: City and Town (C1) South Tyneside 018 

(MSOA)3 
Whitburn Surgery 77.79 75.89 

Sunderland 

Urban: Major Conurbation (A1) Sunderland 001B Fulwell Medical Centre 82.04 80.28 

Rural: Town and Fringe (D1) Sunderland 035D Hetton Group Practice 78.88 77.75 

County Durham 

Urban: Major Conurbation (A1) County Durham 005 

(MSOA)3 

Pelton & Fellrose Medical 

Group 
77.09 74.82 

Urban: City and Town (C1) County Durham 029 

(MSOA)3 
Dunelm Medical Practice 70.63 73.77 

Rural: Town and Fringe (D1) County Durham 019 

(MSOA)3 
Sacriston Surgery 72.87 68.71 

Rural: Village (E1) County Durham 042 

(MSOA)3 
The Weardale Practice 76.50 79.93 

Rural: Village in a sparse setting (E2) County Durham 065 

(MSOA)3 
Old Forge Surgery 74.83 79.75 

 
4 Wideopen Medical Centre has a practice in a C1 area (Market St Surgery, Dudley) and a D1 area (Wideopen) – cervical screening coverage 
is reported as one across both practices. North Tyneside 002E is the only LSOA area reported for C1. Another surgery was chosen for D1.  
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Tees Valley 

Urban: City and Town (C1) 
Darlington 003 

(MSOA)3 
Whinfield Medical Practice 78.35 77.93 

Urban: City and Town (C1) 
Hartlepool 011 

(MSOA)3 
Seaton Surgery  80.15 76.00 

Urban: City and Town (C1) 
Middlesbrough 004 

(MSOA)3 
Crossfell Health Centre 68.42 64.87 

Urban: City and Town (C1) 
Redcar and Cleveland 

015 (MSOA)3 
The Manor House Surgery 78.08 75.75 

Rural: Town and Fringe (D1) 
Redcar and Cleveland 

006 (MSOA)3 
Zetland Medical Practice 75.52 73.68 

Rural: Town and Fringe (D1) 
Darlington 015 

(MSOA)3 

St George's Medical 

Practice 
81.55 79.56 

Rural: Village (E1) 
Darlington 001 

(MSOA)3 
Moorlands Surgery 74.36 75.41 

Rural: Village (E1) 
Stockton-on-Tees 005 

(MSOA)3 
Park Lane Surgery 78.67 79.03 

 

Where there are gaps in data (i.e., areas not reported at a certain rural urban classification), these have been omitted from the table. 

For example, North Tyneside does not have any areas listed as urban: minor conurbation (B1), urban: city and town in a sparse 

setting (C2), rural: town and fringe in a sparse setting (D2), rural: village (E1) nor rural: village in a sparse setting (E2). 

 

In the more rural areas, the nearest GP practice included in the table may have been in a more urban LSOA/ MSOA area which has 

the potential to bias the results. However, this is likely reflective of real world activity, whereby people are likely to travel to their 

nearest GP practice therefore coverage data is still associated with that area. 
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Table 4 shows that some CCG areas are more affected by geography than others. 

Northumberland has a GP practice with the highest coverage of the sample of GPs 

located in a rural village. This is also the case in North Tyneside where the GP practice 

with the higher coverage from the sample is in rural town and fringe.  

  

Coverage in the 50-64 year old age group in Gateshead reduces as rurality increases; 

however, this is not seen in the 25-49 year old age group. Across both age groups in 

Sunderland, there is a decrease in coverage in a GP practice in an urban area to a 

GP practice in a rural town and fringe.  

 

Across County Durham and Tees Valley, coverage is variable across both urban and 

rural areas.  

 

Some of the differences in coverage associated with geography may also be related 

to deprivation. With Gateshead and Sunderland classed as more deprived than 

Northumberland and North Tyneside. With deprivation, comes more limited choices – 

as reported earlier in the HEA, access to private transport (car/van) greatly reduces 

with decreasing income group. Access transport section here. 

Recommendations based on the evidence gathered on geography 

• Local partners must take into account issues such as rural deprivation and 

access to transport when developing campaigns and services. 

• Local partners may want to explore the link between coverage and geography 

more closely within their local areas.  

o The rural urban classification data can be found here 

o The SHAPE atlas for identification of GP practices within LSOA/ 

MSOA areas can be found here 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.gov.uk/government/collections/rural-urban-classification
https://shapeatlas.net/
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8.4 Excluded and under-served groups 

The following groups of people contained in the ‘excluded and under-served groups’ 

definition in the PHE guidance: Health equity audit guide for screening providers and 

commissioners has been considered as part of the HEA (17). 

8.4.1 Individuals whose first language is not English 

Individuals are invited to book cervical screening appointments with their GP practices. 

The cervical screening administration service (CSAS) posts out invitations to remind 

individuals when they are due. Anecdotally, experts say these invitations are written 

in English in the first instance. 

Although accompanying information on cervical screening is available in 10 different 

languages, original letters and information sent to patients is in English. Discussion 

with the HEA Steering group reports that CSAS is a national system and therefore it 

is not possible to change this system to allow for the sending of other languages at 

first letter.  

8.4.2 Individuals with literacy levels lower than the standard screening 

invite letter level 

Gunning Fox Index 

The Gunning Fox Index estimates the years of formal education needed to 

comprehend a passage of text on the first reading (43). 

• The NHS cervical screening invite letter has a Gunning Fox Index of 9.04. This 

means that the reader would need the ability of a high school freshman (US) 

which equates to a year 10 level in the UK (aged 14-15). From the 2011 Skills 

for Life Survey results displayed in table 4, around 15% of adults in England 

would struggle to read/ comprehend this letter. 

 

• Along with the invitation, an information leaflet is sent to all individuals invited 

for cervical screening. This has a Gunning Fox Index of 10.5 (43). An index of 

10.5 requires the reading age of a high school sophomore (US) which is year 

11/ GCSE level in the UK (aged 15-16 years). Using the 2011 Skills for Life 

survey (table 4), it is likely that around 15% will not be able to read this 

information, with a further possible 28.5% also likely to have difficulties. 

 

• The easy-read version of the information leaflet has a Gunning Fox Index of 

7.0, this requires a seventh grade level (US) which is the equivalent to a UK 

year 8 (aged 12-13 years) (43). 

 

 

https://www.gov.uk/government/publications/cervical-screening-description-in-brief
https://www.gov.uk/government/publications/cervical-screening-easy-read-guide
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Literacy levels of adults in England 

In England, the Government’s Skills for Life Survey (2011) assessed literacy, 

numeracy and ICT skills of adults across the Country (44; 45). For literacy, the results 

are reported in table 5 (below). 

Table 5. Literacy levels of adults (16 - 65 years) across England in 2011 (45) against the 

Gunning Fox Index for cervical screening information 

Recommendation based on evidence on communication of invitation 

• NHSEI and local partners should always take into account reading levels both 

for language and comprehension so that the materials are accessible to the 

greatest number of people.  

8.4.3 Individuals with limited or no access to the internet/ digital skills 

NHS Digital estimates that 54% of people looked up health information online in a 

three month period in 2021 (46). The cervical screening invite letter and information 

leaflet contain a total of 9 hyperlinks for further information through use of the internet. 

These links provide information regarding smoking cessation, the process of referral 

to colposcopy, the general cervical screening programme, and opting out of screening. 

Internet access 

Access to the internet as well as adequate digital skills are important in an increasingly 

digital age. Data from the Office for National Statistics reports the percentage of 

internet non-users between different UK regions has declined since 2012, leading to 

Level of literacy reported by 
adults 

% of 

population 

Gunning Fox Index 

Initial invite 

letter 

Information 

leaflet 

Easy 

read info 

Entry level 1 or below  

(equivalent reading age 5-7) 

5% 

   

Entry level 2  

(equivalent reading age 7-9) 

2.1% 

   

Entry level 3  

(equivalent reading age 9-11) 

7.8% 

   

Level 1 (GCSE grades D-G) 28.5% 
 some  

Level 2 or above  

(GCSE grades A*- C) 

56.6% 
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some narrowing of regional gaps, however regional differences do still persist (47). 

This is shown in figure 17 below.  

Figure 17. Percentage population of internet non-users by region across the UK in 2012 and 

2018. Taken from the Office for National Statistics (47). 

In the North East, the 2018 percentage population of internet non-users was 12.1%. 

Although not too far above other areas (Yorkshire & Humber = 12%, East Midlands = 

11.5%), this is still the highest proportion in England.  
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Digital skills 

Figure 18. The proportion of population with the five basic digital skills reported regionally. 

Taken from the Office for National Statistics (47).  

 

The Tech Partnership Basic Digital Skills Framework describes five basic digital skills 

that can be used to measure digital inclusion and the activities someone should be 

able to do to demonstrate each skill (47). These are: 

1. Managing information: using a search engine to look for information, finding a 

website visited before or downloading or saving a photo found online 

2. Communicating: sending a personal message via email or online messaging 

service or carefully making comments and sharing information online. 

3. Transacting: buying items or services from a website or buying and installing 

apps on a device. 

4. Problem solving: verifying sources of information online or solving a problem 

with a device or digital service using online help. 

5. Creating: completing online application forms including personal details or 

creating something new from existing online images, music or video.  

Figure 18 shows that, the proportion of population in the North East who are able to 

undertake the above 5 skills (71%) is below the England average (79%). Furthermore, 

figure 18 shows that the North East has one of the lowest scores in England (joint 

lowest with the East Midlands) (47).  
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There is a balance to be made between adequately informing individuals of the 

cervical screening process, the results and colposcopy process and also of ensuring 

the information is comprehensive for the general reader. The supplementary 

information provides a lot of information which, with the absence of internet access 

likely serves to adequately inform.   

8.4.4 People serving in the military and their dependants 

The Ministry of Defence (MoD) is responsible for providing general health care for 

most serving personnel and their families. GP practice services are undertaken by the 

(MoD) through the Defence Medical Services (DMS).  

In the North East and North Cumbria, the local DMS GP practices do have cervical 

sample (smear) takers based in their practices.  

Families of serving personnel are not able to access DMS services. They will usually 

register with the local GP practice.  

People serving in the military and their dependents may be affected by the transient 

nature of service life.  

8.4.5 People in prison 

The only women’s prison in the North East is HM Prison Low Newton situated in 

Durham which has a capacity of 336 adults and young offenders (229 women as of 

June 2021). Health care services are provided by Spectrum Community Health CIC 

and include nursing and GP primary care, mental health, and clinical and non-clinical 

substance misuse services (48).  

 

The prison population at Low Newton has access to screening and immunisation 

campaigns and services through a ‘Well Woman Clinic’ conducted on site. We spoke 

with an individual working across the North East in the Health and Justice Public 

Health Team to obtain further information about the delivery of the cervical screening 

programme in HM Prison Low Newton.  

 

Anecdotal information from Health and Justice Public Heath Team 

For cervical screening, women’s eligibility and due date for a screening test is checked 

using skeleton GP practice notes (there is no GP spine connectivity currently) and by 

asking the women when they last had their cervical screening test when they enter the 

prison. Specialist sexual health nurses run clinics on site, in which women are booked 

in to receive their screening test. There is also an on-site colposcopy suite which can 

be used for analysis and more detailed sampling if required.  

 

file:///C:/Users/Malcolm.Moffat/Downloads/services%20including%20nursing%20and%20GP%20primary%20care,%20pharmacy%20services,%20mental%20health,%20dental%20and%20optical%20services,%20patient%20escort%20responsibility%20and%20management,%20clinical%20and%20non-clinical%20substance%20misuse%20services
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An advantage of screening and colposcopy being undertaken on the prison site is that 

the women do not need to leave the prison (which may require being cuffed during the 

procedure). Another advantage is that the prison population is relatively small and so 

the specialist nurses have more time in the prisons (comparted to the general public) 

to discuss the benefits of cervical screening and overcome any barriers. This may 

include working on a 1:1 basis with people who may have experienced sexual abuse 

or female genital mutilation and may be reluctant to undertake cervical screening.  

 

All NHS campaigns which take place in the general population also take place in the 

prison population which includes cervical screening advice and information and 

interventions such as “I’ve had my smear” stickers to raise awareness.    

 

Report of an unannounced inspection of HMP and YOI Low Newton 

In June 2021, an inspection of Low Newton prison was undertaken by the HM 

Inspectorate of Prisons (49). The cervical screening and colposcopy services were 

mentioned positively in the report. The comments are reported below: 

• Cervical screening had been maintained during the pandemic and ongoing 

education, support and encouragement to increase uptake was sensitive. The 

colposcopy suite in the health care centre enabled confidential investigation 

and treatment for the above-average number of women who required ongoing 

care. This was good practice. A consultant specialising in genitourinary 

medicine attended the prison and was available for specialist advice on the 

phone (49).  

• [in regard to infection control standards], an onsite colposcopy unit for cervical 

screening was excellent (49). 

• An onsite colposcopy suite enabled women to receive prompt checks and 

care for possible cervical cancer. It had significantly improved the uptake, 

early diagnosis and outcomes for women (49).  
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8.4.6 Other excluded and under-served groups 

We were unfortunately unable to obtain data on the following groups of people 

contained in ‘excluded and under-served groups’ definition in the PHE guidance: 

Health equity audit guide for screening providers and commissioners (17). 

We recommend further work is undertaken to explore and understand inequalities 

related to cervical screening in the following groups of people: 

• Drug and alcohol users 

• People with severe mental illness 

• People experiencing domestic violence 

• Homeless people 

• Sex workers 

• Young people leaving care 

• Gypsy, travellers and boating communities 

• New migrants 

 

8.5 Intersectionality 

In considering some of the characteristics in which we have found lower cervical 

screening coverage rates, the intersectional relationship between these groups must 

also be noted. Figures from the ONS link ethnicity and deprivation outcomes from the 

earliest start in life; where data shows that between 2007 – 2019, a higher proportion 

of births within the Asian, Black and Any Other ethnic groups were in the most deprived 

areas of England and Wales compared with the White ethnic group (2).  

The correlation between ethnicity and poverty is further illustrated by the Race 

Disparity Audit (2018) which reported Asian and Black households and individuals in 

the ‘Other’ ethnic group were more likely to be poor and to be in persistent poverty 

(16). Where the data does define the ethnic groups registered at GP practices across 

the North East and North Cumbria, the most prevalent population that is not White 

British is Asian/ British Asian.  

Local CCG data on cervical screening coverage is likely affected by both deprivation 

and ethnicity and the inter-relationship of both groups. There are particularly high 

correlations shown in both of these characteristic groups in areas such as Newcastle 

upon Tyne and Tees Valley, which both have higher proportions of minority ethnic 

groups and also high areas of deprivation compared to other areas across the North 

East and North Cumbria.  

Some of the differences in coverage associated with geography may also be related 

to deprivation. With Gateshead and Sunderland classed as more deprived than 

Northumberland and North Tyneside. With deprivation, comes more limited choices – 
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a reported earlier in the HEA, access to private transport (car/van) greatly reduces 

with decreasing income group. Access transport section here. 

9. GP Practice Personalised Care Adjustments (PCA) 

From 2019, exception reporting has been replaced by the Personalised Care 

Adjustment (PCA) indicator. This allows for practices to personalise care and remove 

patients from indicator denominators based on certain exceptions to protect them from 

being penalised through the QOF system.  

The criteria for the personalised care adjustment are general and described below. 

These criteria are separate to guidance on ceasing and deferring individuals from the 

cervical screening programme: 

• The investigative service or secondary care service is unavailable (where 

relevant to the indicator) 

• Intervention described in the indicator is clinically unsuitable 

• The patient has chosen not to receive the intervention described in the indicator 

• The patient has not responded to invitations for the intervention described in 

the indicator (a total of three invitations are required for cervical screening) 

• The patient has registered with the practice or has been newly diagnosed with 

the condition of interest in the preceding 3 months 

• The patient has registered with the practice or newly diagnosed with the 

condition of interest in the preceding 9 months and has not achieved the defined 

clinical standards 

 

Public Health England’s National General Practice Profiles dataset reports on 

exception reporting through the Quality and Outcomes Framework, NHS Digital (22).  

 

2020/21 data may be skewed due to payments made through QOF during the COVID-

19 pandemic. The majority of QOF indicators were income protected (paid irrespective 

of activity recorded for indicators 2020/21) therefore the PCA recorded during this time 

period could be misleading and not representative of activity undertaken. We have 

therefore used QOF data from 2019/20 (reported in August 2020). 
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Figure 19. Screening coverage & PCA rate for GP practices in North East & North Cumbria 

 
 

Figure 20. Screening coverage & PCA rate for GP practices in North East & North Cumbria 
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This HEA uses coverage data on the proportion (%) of those registered at the GP 

practice eligible for cervical screening who were screened within the appropriate 

timeframe (3.5 years for 25-49 year olds and 5.5 years for 50-64 year olds). NHS 

England publishes cervical screening coverage data collated from the National Health 

Application and Infrastructure Services (NHAIS) / Open Exeter Practice Profile data 

for each practice across England on a quarterly basis (20) 

 

When coverage is calculated on NHAIS, the only reason for excluding a person from 

the denominator is if they are ceased with no cervix (normally following a total 

hysterectomy). Those with exceptions (Personalised Care Adjustments, or PCAs) 

would not be excluded and would be counted in the denominator for coverage.  

Figures 19 and 20 both show a correlation where cervical screening coverage % 

decreases as the PCA rate % for cervical screening increases. This means that in 

some cases, low coverage rates in GP practices with higher PCA rates may mean that 

there are appropriate reasons why coverage is below the target (i.e., reasons for PCA 

listed above).  

However, what is also shown is that not all areas of low coverage can be explained by 

the exceptions included in the PCA definition. In both age groups, there are low 

coverage points in GP practices with relatively low PCA rates. This means that in these 

practices low coverage cannot be explained by the PCA/ exclusion categories, and it 

could be assumed that those who were not screened were eligible. 
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10. Number of cervical screening sample takers in local GP practices 

Data from the local pathology centre on cervical screening samples includes details 

on sample taker ID. Using this, we estimated the number of cervical screening sample 

takers for GP practices across the North East.  

 

Due to the size of the data, an average cervical screening uptake figure was calculated 

for each number of sample takers (1 – 20). This was calculated for both age groups 

(25-49 years and 50 to 65 years) and is shown in figures 21 and 22. 

 

Figure 21. Average cervical screening coverage in 25 -49 year olds (% of eligible population) 

vs. the number of sample takers across GP practices in the North East. 

 
 

Figure 21 shows a somewhat positive correlation, whereby the cervical screening 

uptake generally increases as the number of sample takers for each GP practice 

increases.  

 

It is assumed that an increase in sample taker numbers in GP practices may increase 

the availability of appointments (generally) and therefore provide improved choice for 

individuals in the 25-49 year old age groups.   
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Figure 22. Average cervical screening coverage in 50-64 year olds (% of eligible population) 

vs. the number of sample takers across GP practices in the North East. 

 
 

Figure 22 shows that there is no correlation between cervical screening uptake and 

the number of cervical screening sample takers in a GP practice. This is different to 

the association observed in 25-49 year olds (in figure 21).  
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11. Qualitative perspectives on cervical screening inequalities 

 

A one-hour focus group session took place in February 2022, with nine of Newcastle 

and Gateshead Healthworks’ community cancer awareness champions sharing 

their perspectives on cervical screening inequalities.  

 

Participants suggested that younger women, older women, women from ethnically 

minoritised communities, women with learning disabilities and trans men were less 

likely to attend for cervical screening, and often face particular barriers to accessing 

services. Respectively, these barriers included feelings of fear and anxiety around 

what a first smear test was likely to involve, painful and upsetting memories of previous 

speculum examinations and fears that a cancer diagnosis necessarily represented a 

‘death sentence’, a misunderstanding on the part of carers and family members that 

women who are not sexually-active do not require cervical screening, and difficulties 

communicating screening needs to GP reception staff. Participants also reported 

anecdotal experiences of women >60 being told that they did not need to access their 

final cervical screening appointment, due to current pressures on the healthcare 

system. Variation in screening practices in foreign countries (for example, frequency 

of screening and professional responsibility for delivering screening) was also 

perceived to be a barrier to screening for women from, for example, Eastern European 

communities. A particular challenge in encouraging younger women to attend for 

cervical screening related to a perceived misunderstanding as to the purpose of the 

HPV vaccination, and limited awareness of the causes of cervical cancer and the 

purpose of screening generally. The attitudes and behaviours of some healthcare staff 

and the complexity of language used in written communications were also seen as 

barriers to cervical screening in some low-uptake groups. 

 

Participants observed that the COVID-19 pandemic had had a significant impact on 

cervical screening inequalities. Members of the public were reluctant to attend 

healthcare premises for non-essential/acute review, and, despite efforts by the cancer 

champions to encourage women to organise cervical screening, GP practices had 

reduced capacity and were unable to offer smear test appointments. Some of this 

reduced capacity related to staff absence and to fewer opportunities for smear-takers 

to train colleagues. Reluctance to visit the GP due to the pandemic was seen to be a 

particular problem in some ethnically minoritised communities with low cervical 

screening uptake. 

 

A number of opportunities to address cervical screening inequalities were described. 

Participants felt that honest and open communication, using language that is easily 

understood by non-experts, and that makes women fully aware of what screening 

involves, why it is important, and what options are available to make the experience 

less threatening (for example, attending the appointment with a friend or relative) was 

crucial in narrowing screening inequalities. Including cervical screening in PHSE 
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teaching in schools, producing screening information resources with more visual 

elements that could be shared on social media platforms, and providing frontline staff 

with additional communication training were also proposed as potentially effective 

approaches. In terms of this particular group’s role in advocating for cancer screening 

in communities and across systems, the move to hosting more sessions and meetings 

online in view of pandemic restrictions was considered a positive development – in 

interactions with other parts of the healthcare system, third sector organisations 

seemed to have more opportunities to share their views, and in terms of service 

delivery, the cancer champions were able to reach communities that had previously 

been inaccessible. 

 

A focus group of four professionals from across the region involved in the 

delivery of cervical screening identified similar challenges and priorities. 

Opportunities to address cervical screening inequalities that were identified by this 

group included measures ranging from simple steps such as changing the colour of 

the paper on which invitation letters are printed, to additional training for GP reception 

staff as gatekeepers to screening and building in conversations about cervical 

screening as part of a MECC (making every contact count) approach. Providing 

additional information to service users, allowing partners and friends to attend 

screening appointments, and expanding opportunities for opportunistic screening 

were also highlighted.  

 

A semi-structured interview with a mother and daughter pair living in Newcastle 

explored some important intergenerational service user perspectives on cervical 

screening.  The older participant (mother) had had a hysterectomy fifteen years 

previously and was thus exempt from screening, but continues to receive invitation 

letters. She described mixed experiences of cervical screening during the period when 

she was eligible and observed that her experience of screening was determined to a 

significant degree by the manner and attitude of the person taking the sample. The 

younger participant (daughter) had only had one previous cervical screening test, 

which she described positively: she described the nurse who performed the test as 

“lovely and informative” and appreciated being shown the speculum and other 

equipment before the examination began. This younger participant was aware of Jade 

Goody’s death from cervical cancer, but, having attended a Catholic girls school, had 

had very little formal sex education. Even as one of the first cohort of girls to receive 

the HPV vaccination, she was unclear as to the link between vaccination and 

screening, and the advice to continue to attend for screening was not conveyed at the 

time she received her vaccine.   

 

The younger participant described how her screening appointment had been 

postponed due to COVID-19, but also that she was able to reschedule the appointment 

to later in the year without much difficulty. The older participant observed that the move 
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to telephone triage for acute presentations appeared to have made it easier to access 

cervical screening appointments. 

 

When asked to consider potential opportunities to enable easier access to cervical 

screening, the two participants suggested wider access to pop-up clinics, and 

potentially offering cervical screening as part of a ‘one-stop-shop’ women’s health 

review. There was also some appreciation that, for many women, cervical screening 

is not seen to be a priority – educating the public as to the benefits of screening was 

proposed as an important element of any health promotion strategy.  

 

Another focus group session took place in April 2022 with three women with learning 

disabilities living in Redcar. Two of their support workers also contributed to the 

discussion where appropriate. Participants described a variety of positive and negative 

experiences relating to their cervical screening history. One older participant shared 

that she had never had cervical screening as her GP had advised her that it wasn’t 

necessary (presumably because the participant in question had never been sexually 

active). This participant had never had a discussion about cervical screening with her 

carers or family and was unclear as to the rationale for or purpose of screening. On 

the other hand, the two younger focus group participants had both engaged with 

cervical screening relatively recently: one described a positive experience whereby 

the nurse personally invited the participant to attend for screening, provided her with 

easy-read information, and answered her questions about the procedure in full before 

talking through the test and showing the participant the equipment that would be used 

(including the speculum). This contrasted with the other participant’s first experience 

of screening when easy-read materials were not offered and the procedure itself was 

extremely uncomfortable. This particular participant was scared by what she had seen 

about cervical cancer on social media, and was still aware of the case of Jade Goody, 

commenting “looking back to Jade Goody, I’m not going to lose my life like she did.” 

Her second screening experience was more positive because the nurse (based in a 

different GP practice) gave a more detailed explanation about the nature of the 

procedure and used a smaller speculum. 

 

Two of the participants with learning disabilities regularly attended a club in Redcar, 

and they observed that many of their friends in this setting had received very little sex 

education and were unlikely to know much about cervical screening. They thought it 

unlikely that many of their female peers would have attended for a screening test. It 

was also mentioned again that families often assume that people with learning 

disabilities are not sexually active and that cervical screening is therefore not 

necessary, and that these assumptions had wider repercussions around families’ 

reluctance to discuss sex and relationship issues.     

 

Discussing the impact of COVID-19 on these women’s cervical screening experiences, 

one participant had a cervical screening appointment cancelled during lockdown, and 
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another was able to attend for her screening test but had to do so alone. However, the 

participant whose screening appointment was cancelled was given an appointment at 

a later date, and was given the opportunity to attend the GP practice for a discussion 

about screening with a practice nurse. Having both attended for cervical screening at 

least once before, these two focus group participants both felt comfortable with their 

understanding of the need for screening, and knew that they could ask, for example, 

for a smaller speculum.  

 

The participants observed for a second time that people are often reluctant to talk 

about cervical screening with women with learning disabilities, and that more 

information is needed for women and their carers/families, including as part of sex 

education programmes in schools. The support workers who attended the focus group 

session also highlighted the importance of easy-read materials – one participant, for 

example, had received her screening results letter in a non-easy-read format, and had 

to ask her mother to explain the contents of the letter to her. The support workers 

wondered if the GP record could automatically flag women with learning disabilities to 

ensure that they were sent easy-read materials, as is the case for bowel cancer 

screening.   
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12. Opportunistic screening in secondary care gynaecology services 

and sexual health services 

Opportunistic cervical screening, offered to women when they attend healthcare 

providers to access other services such as gynaecological review or STI testing, 

presents the opportunity to reach women who, for whatever reason, have not engaged 

with the screening programme previously or are overdue their smear. A Danish study 

found that women who accessed screening opportunistically were more likely to be 

diagnosed with cytological abnormalities than women who accessed screening in 

response to an invitation, and were in turn more likely to be young, to be single, and 

to be in receipt of benefits (Tranberg et al., 2015). As such, expanding the opportunistic 

screening offer in collaboration with healthcare partners presents a potential 

opportunity to narrow cervical screening inequalities. 

 

Cervical screening data published by NHS England describe the source of cervical 

screening samples received by laboratories, as well as some breakdown by sample 

test result and suitability for testing. Data for the North East region for the period 2019-

2020 are summarised in table 6. Of particular note, samples received from GUM 

clinics, community clinics and hospital settings are not only significantly more likely to 

be unsuitable for testing than samples received from primary care but are also 

significantly more like to report CIN. Samples submitted to laboratories in the North 

East region are significantly more likely to report CIN than samples submitted across 

England (regardless of the source) but are less likely to be inadequate for testing.  

 

An online survey exploring opportunistic cervical screening was shared with all 

colposcopy service providers in the region’s eight NHS Foundation Trusts, and 

responses were received from five providers. All five responding trusts indicated that 

any woman attending a gynaecology outpatient clinic appointment, attending a 

gynaecology ward for a planned inpatient (i.e. operative) procedure, or visiting hospital 

for emergency gynaecological review would be offered cervical screening as part of 

their assessment if they indicated to the attending clinician that their screening was 

overdue. Barriers to expanding the offer of opportunistic cervical screening in 

secondary care included time constraints and difficulties accessing online ordering, 

including label printing. One respondent suggested that additional cervical screening 

training for junior doctors might help to avoid unnecessary referrals to colposcopy, and 

that opportunistic screening was not always feasible in the context of busy clinics with 

short appointment times. Another respondent described a drop-in screening service 

that had previously been offered to trust staff that was popular and well-attended, and 

offered an alternative means of accessing screening for those staff unable to attend 

appointments at their GP practice, but ultimately was discontinued due to funding cuts.    

 

An online survey exploring opportunistic cervical screening was also shared with 

regional contraception and sexual health (CASH) service commissioners, and four 
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responses were received. All four providers indicated that any woman attending their 

service for siting of an IUD/IUS or for STI testing involving the collection of genital 

swabs would be routinely offered cervical screening if their screening was overdue. 

One provider reported that any patient with a cervical screening invitation letter could 

access cervical screening through their service, and another reported that longer 

appointment slots in CASH services (up to thirty minutes) might offer a more calming 

setting for cervical screening for women with fears around the screening process. 

Barriers to offering cervical screening in CASH settings more widely included capacity 

challenges (with more and more patients who attend these services reporting that they 

have been unable to arrange appointments with their GP) and competing clinical 

priorities, and difficulties accessing patients’ screening records on GP systems such 

as System One.   
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Table 6. Cervical screening results by source of sample and result of test (2019-20) 

Borderline change or High grade dyskaryosis

low-grade dyskariosis (moderate or severe) or

Total samples Inadequate (%, 95% CI) Negative (%, 95% CI) (%, 95% CI) worse (%, 95% CI)

England 3,276,381 42,888 (1.31%, 1.30-1.32%) 3,074,980 (93.85%, 93.83-93.88%) 123,818 (3.78%, 3.76-3.80%) 34,695 (1.06%, 1.05-1.06%)

North East

All sources 244,669 1,665 (0.69%, 0.65-0.71%) 229,483 (93.79%, 93.70-93.89%) 10,209 (4.17%, 4.09-4.25%) 3,312 (1.35%, 1.31-1.40%)

GP 230,419 (94.2%) 1,441 (0.63%, 0.59-0.66%) 217,198 (94.26%, 94.17-94.36%) 8,957 (3.89%, 3.81-3.97%) 2,823 (1.23%, 1.18-1.27%)

NHS Community Clinic 4,201 (1.7%) 49 (1.17%, 0.86-1.54%) 3,768 (89.69%, 88.73-90.60%) 297 (7.07%, 6.31-7.89%) 87 (2.07%, 1.66-2.55%)

GUM 801 (0.3%) 13 (1.62%, 0.87-2.76%) 688 (85.89%, 83.29-88.23%) 82 (10.24%, 8.22-12.55%) 18 (2.25%, 1.34-3.53%)

NHS Hospital 4,007 (1.6%) 120 (2.99%, 2.49-3.57%) 3,373 (84.18%, 83.01-85.29%) 372 (9.38%, 8.40-10.22%) 142 (3.45%, 2.99-4.16%)

Private 16 (<0.01%) - 16 (100%) - -

Other 5,225 (2.1%) 42 (0.80%, 0.58-1.08%) 4,440 (84.98%, 83.98-85.93%) 501 (9.59%, 8.80-10.42%) 242 (4.63%, 4.08-5.24%)
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13. Review of local colposcopy services 

Further work is required to explore the latter part of the patient pathway in regard to 

referral to and activity of local colposcopy services.  
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Appendix 1: Patient pathway: routine cervical screening in primary care 

This does not include opportunistic screening undertaken by sexual health or gynaecology services  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

  
 

 

 
 
The pathway for HPV positive samples management through colposcopy is described by PHE colposcopy management flowcharts.

Barriers to the identification of eligible patients 

• The call/recall process depends on registration at a GP practice. 

• Cohort identification depends upon gender identification 
 

Barriers to the invitation of eligible patients 

• Receipt of letter requires a registered address 

• If text messages are sent by GP, requires mobile phone access 
 

Barriers to appointment booking 

• Access to comprehensive information requires computer/ internet 

• Understanding letter requires certain level of literacy & 
comprehension of English.  

• Learning disabilities/ reduced capacity 

• Fear/ stigma/ embarrassment  

• Conflicting priorities in life and busy lives  

• Perception of primary care access 

• Intention not translated into action 
 

Barriers to attending appointment 

• Requires an easily accessible location (inc. public transport) 

• Travel costs/ parking availability and costs 

• Appointment times – zero hours contracts/ carers 

• Disability access  

• Availability/ access to interpreters  
 
 

 

Patients registered with GP practice as female entered 
into cervical screening administration service (CSAS) 

 

CSAS invites eligible patients. Letter in English 
with basic information provided and links to more 

comprehensive information to inform choice.  

 

Non-engagement x 2 
 GP practice takes 

responsibility for further 
communication 

  

Patient arranges appointment 
with GP practice 

  

Non-attendance 
to GP practice 

 

HPV negative HPV positive 

 

Routine recall 

Non-engagement x 1 
CSAS sends a reminder letter 

  

GP practice may 
continue to engage 
(e.g., flag on system 

for opportunistic 
screening) 

  

Direct lab referral to 
colposcopy  

Rescreen in 
12 months 

Cytology 
negative 

Cytology 
positive 

Attendance to 
GP practice 

Episode on 
CSAS closed 
and national 

system will not 
further pursue 

 

  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/856972/Screening_and_colposcopy_pathways.pdf
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