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ABSTRACT

Objective: This study aimed to identify the barriers to women’s Pap smear testing and related risk factors.

Methods: In this descriptive and cross‐sectional study, 294 women were included by stratified random sampling. The General Information 
Questionnaire, The Self‐Efficacy Scale, The Health Belief Model Scale for Cervical Cancer, and the Pap Smear Test were used.

Results: About half of the women (47.6%) had a Pap smear test in their lifetime. Residing in a village/non‐provincial district (OR = 0.412), not 
having a Pap smear test because family members/friends did not have one (OR = 7.752), having high Barriers subscale scores (OR = 1.053), 
and having lower self‐efficacy levels (OR = 0.951) were found to be risk factors for not having a Pap smear test. In addition, not knowing the 
symptoms of cervical cancer, believing that the cervical cancer is a non‐treatable condition, expecting to experience vaginal infection, not being 
able to get permission from her husband, and considering the test as embarrassing were found among the barriers (p < 0.005).

Conclusion: A well designed health education program focusing on cervical cancer and the benefits of screening would increase awareness, 
especially among women with a high educational attainment status. Public health nurses and midwives should provide health educations 
considering the local cultural environment. To improve access to health services, mobile health services need to be developed, and in hospitals, 
routine Pap smear test health educations should be conducted and guidance should be provided.
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1. INTRODUCTION

Cervical cancer is globally an important cause of morbidity 
and mortality in women of all ages (1,2). In Turkey, cervical 
cancer incidence increases at the age of 40 and over (10.5 per 
100.000), and its highest incidence rate (15.7 per 100.000) is 
seen in 65‐70 year‐old women (3). Per the recommendation 
of the World Health Organization (WHO), women in Turkey 
in the age range of 30‐65 years have been screened every 
5 years since 1992 with the Pap (Papanicolaou) test (3). 
Despite this effort, the rate of Pap smear test in Turkey is 
not at a desired level. According to a report by the Turkish 
Statistical Institute (TSI), only 30% of the women in the age 
range of 25‐65 had a Pap smear test (4). The rate of having a 
Pap smear test in the previous year in women over the age of 
15 years in Turkey was reported to be 10.9% and the rate of 
those who had never had a Pap smear test before was 69.3% 
(5). This rate is expected to be much higher considering the 
facts that, in the Turkish health care system, Pap smear tests 
are performed at a very low cost in urban and rural areas, 
and even they are performed free of charge in Cancer Early 

Diagnosis, Screening and Education Centers. However, in both 
national health statistics and surveys conducted in different 
geographical areas of the country, the rate of having a Pap 
smear test is very low (4,6,7). In Turkey, studies investigating 
the reasons why women do not participate in cervical cancer 
screenings and why they do not have a Pap smear test are 
very limited and it is very important to find out the barriers to 
their participation in screening tests. In international studies, 
barriers to women’s having a Pap smear test have been cited 
as lack of knowledge, religious beliefs, embarrassment, 
difficulty in access, the fear of a positive result, no health 
insurance, not having time, and the gender of the healthcare 
provider (8‐10). In a study conducted in Texas, USA involving 
524 women, the following barriers were cited: cost 
(61.6%), fear of a positive result (53.1%), worry (38.7%), 
embarrassment (25.6%), expectation of pain (23.6%), male 
obstetrician (19.7%), lack of knowledge (18.8%), language 
(18.3%), other health problems (16.5%), neglecting to make 
an appointment (14.9%), and not allocating time (13%) (11). 
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In another study conducted in Nigeria, the following factors 
were reported: the gender of the healthcare provider, the 
fear of a positive result, the fear of catching a disease at 
the hospital, discomfort during screening, not being aware 
of the screening programs, not caring much about cervical 
cancer, and the need for their husband’s approval before 
screening (9). In order to reduce the incidence of cervical 
cancer, it is important to understand the perceived structural 
and personal barriers, misconceptions, and socio‐cultural 
differences in the population in having cervical screening 
tests. The aim of this study was to identify the barriers to 
women’s having a Pap smear test and related risk factors.

The questions addressed in the study were:

1. Do sociodemographic characteristics of women affect 
the rate of having a Pap smear test?

2. Is there a relationship between women’s having a Pap 
smear test and their Health Belief Model Scale for 
Cervical Cancer‐Barriers subdomain and Pap Smear Test 
scores?

3. Do the women’s self‐efficacy levels affect the rate of 
having a Pap smear test?

4. Do cultural factors affect the rate of having a cervical 
screening test?

2. METHODS

2.1. Design

The study was designed as descriptive and cross‐sectional.

2.2. Study Setting

The research was carried out at Family Health Centers (FHCs) 
located in Konya, a province in the Central Anatolia Region 
of Turkey. There are three metropolitan districts of Konya, 
namely, Karatay, Meram, and Selcuklu. There are 23, 25, 
and 24 FHSs in these districts, respectively, with a total of 
72 FHSs in the province. Since the women living in these 
districts have sociodemographic and lifestyle differences and 
to ensure heterogeneity in the study, women from 3 districts 
were included in the study. One FHS from each district 
was randomly selected: FHC‐15 from Karatay, FHC‐5 from 
Selcuklu, and FHC‐25 from Meram.

2.3. Study Population, Sample Size, and Sampling Strategy

The universe of the study was all ≥18 year-old women who 
were married or living with a partner and presented to the 
selected FHCs between 1 February and 1 May 2019. Sample 
size of the study was calculated using an online tool: A‐priori 
Sample Size Calculator for Multiple Regression (12). The 
sample size was calculated based on 2 main variables and 
21 observed variables, with an effect size of 0.10 (medium), 
statistical power of 0.90, and α probability of error of 0.05. 
The minimum required sample size was calculated as 294 

using the online calculator (13). During the study period, 350 
women were invited to participate, but 56 women rejected to 
take part due to such reasons as infants’ crying, breastfeeding, 
disapproval of the partner/husband, and lack of time. 
Therefore, the study was completed with 294 women, who 
agreed to participate in the study and filled out the forms 
completely. For this descriptive, cross‐sectional research, a 
total of 294 women were included by means of convenience 
sampling. The inclusion criteria were being women, being 
at an age of ≥18 years, having an active sexual life, being 
literate, being able to speak Turkish, and being volunteer. 
There was no upper age limit in the participation criteria and 
women who were in premenopausal or menopausal women 
were included in the study. Exclusion criteria were being 
virgin, pregnant, being in the postpartum period, having 
been diagnosed with cervical preinvasive lesion or cervical 
cancer, having a mental problem, having an inactive sexual 
life, and not being able to speak Turkish.

2.4. Pilot Study

To pretest the items in the data collection tools, the tools 
were administered in 5 women from each FHC and the 
item with which the women had difficulty in understanding 
was revised. The answers given by these women were not 
included in statistical analyses.

2.5. Data Collection

We used a well‐structured self‐administered questionnaire to 
collect the data. All participants who properly completed the 
questionnaire were included in the study. The questionnaire 
had three sections and took about 15 minutes to complete. 
The data were collected by the researchers by face‐to‐face 
interviews. Women who were willing to participate in the 
study were asked to fill in the questionnaires in a private room 
in the FHC. The General Information Questionnaire, the Self‐
Efficacy Scale, the Cervical Cancer and Pap Smear Test Health 
Belief Model‐Barriers Subscale were used for data collection 
regarding the women’s socio‐demographic features and the 
barriers to the women’s having a cervical screening test.

2.6. Measures

2.6.1. The general information questionnaire: This 
questionnaire was developed by the researcher using the 
literature. It consists of two parts as ‘socio‐demographic 
items’ and ‘items regarding the barriers to the women’s 
having a cervical test’.

Socio‐demographic items: This part comprises 13 items about 
the educational level, marital status, place of residence, 
employment status, health insurance status, income level, 
family type, year of marriage, number of children, chronic 
disease status (hypertension, diabetes mellitus, etc.), family/
individual history of cervical cancer, age, and the age of 
menarche (9‐11,14).
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Items regarding the barriers to the women’s having a cervical 
test: This section comprises 9 items, namely, “(1) I don’t know 
the symptoms and indications of cervical cancer, (2) I believe 
that cervical cancer is not a treatable disease, (3) I don’t 
want to have a Pap smear test because of others’ negative 
comments about it (4) I think that I’ll get vaginal infection 
after the Pap smear test, (5) Because my husband/partner 
would not allow me to have a Pap smear test, (6) I cannot 
have a Pap smear test because I cannot afford it, (7) I don’t 
have a Pap smear test because my family members/friends 
do not have it, (8) I think that Pap smear test is embarrassing, 
and (9) My religion would not allow me to have a Pap smear 
test” (10,11,14,15).

2.6.2. The self-efficacy scale: This scale is used to assess 
women’s self‐efficacy perceptions regarding the early 
diagnosis of breast and cervical cancer. The scale was 
developed by Lechner et al. and reliability and validity studies 
of the Turkish version of the scale were conducted by Beser 
et al. Cronbach’s Alpha coefficient of the scale is 0.90 (16, 17). 
The scale comprises seven 7‐point Likert‐type items. The total 
score of the scale ranges between ‐21 and +21. The higher 
score indicates better self‐efficacy perception regarding 
the improvement of a specific behavior. Cronbach’s Alpha 
internal consistency coefficient of the Self‐Efficacy Scale in 
the present study was found as 0.88.

2.6.3. The health belief model scale for cervical cancer 
and the pap smear test: The scale was first developed by 
Champion et al. in 2004 to assess breast cancer screening 
and the adaptation of the scale for cervical cancer screening 
was carried out by Guvenc et al in 2008 (18). The adapted 
version of the scale assesses the effects of the women’s 
health beliefs about cervical cancer and Pap smear test on 
the rate of having a Pap smear test. Cronbach’s Alpha internal 
consistency coefficient of the scale was reported as 0.62‐
0.86 (18). Cronbach’s Alpha internal consistency coefficient 
for Pap smear barrier perceptions (14 items) was found as 
0.82. The scale comprises 35 items (5‐point Likert‐type) in 5 
subscales. Responses receive points between 1 and 5. Each 
subscale is evaluated internally. The total score of the Barriers 
subscale ranges between 14 and 70. Higher scores indicate a 
higher perception of the barriers. Cronbach’s Alpha internal 
consistency coefficient in the present study was found as 
0.80.

2.7. Ethical Approval

At the beginning of the research, research ethics committee 
approval was granted by the Faculty of Health Sciences of 
Selcuk University (Ethics permit no: 34/2019). Institutional 
permission was obtained from the Health Directorate of 
Konya Province (10.12.2018, 94723667‐806.01.03). The 
primary purpose of the research was explained to all 
participants. All women involved in this study signed an 
informed consent form. Furthermore, all the information 
related to the participants was kept strictly confidential.

2.8. Data Analysis

The statistical package program of SPSS 20.0 for Windows 
(SPSS Inc., Chicago, IL, USA) was used to analyze the data. 
Because all skewness and Kurtosis values of all scales were 
found between ‐1.50 and +1.50, independent samples 
t‐tests were carried out (19). As descriptive statistical values, 
numbers, percentages, means, and standard deviations (SD) 
were used. A Chi‐square test was used in the comparison 
of the rate of having a Pap smear test and their socio‐
demographic and obstetric characteristics and in comparing 
some of the factors in barriers to having a Pap smear test.

Educational status, marital status, the place of the longest 
residence, employment status, health insurance status, 
perceived income level, family type, year of marriage, the 
number of children, chronic disease status, family/individual 
history of cervical cancer, age, Self‐Efficacy scores, The Health 
Belief Model Scale for Cervical Cancer and the Pap Smear 
Test – Barriers Subscale scores were treated as independent 
variables in bivariate analyses. As to the independent 
variables found significant after performing the bivariate 
analyses, variables, such as women’s educational status (1 = 
junior high school and under and 0 = senior high school and 
over), the longest place of residence (1 = village/country, and 
0 = city), family type (1 = extended family, and 0 = nuclear 
family), the number of children (1 = 2 and under, and 0 = 3 
and over), the chronic disease status (0 = no, and 1 = yes), 
age, Self‐Efficacy Scale Scores, and The Health Belief Model 
Scale for Cervical Cancer and the Pap Smear Test – Barriers 
Subscale scores were included in the logistic regression 
analysis. Logistic regression analysis with the Backward 
method was conducted to identify the risk factors causing the 
barriers to having a Pap smear test. Not having a Pap smear 
test was assumed as the dependent variable. The assessment 
was based on having a Pap smear test (1=no) and not (0=yes). 
In the study, two tailed tests were used, and significance was 
accepted as p < 0.05.

3. RESULTS

The mean (SD) age of the women was 39.9 (10.3) years with 
a mean (SD) marriage year of 18.4 (11.6) years. The mean 
(SD) age of menarche was found to be 13.4 (1.2) and the 
mean (SD) number of children they had was 2.4 (1.2). Of 
the women, 47.6% (n=140) had at least one Pap smear test 
in their lifetime and 24.8% (n=73) had the test within the 
previous 12 months.

Those who were graduates of high school and above (p = 
0.014), those living in villages/districts (p = 0.001), those 
living in extended families (p = 0.018), those with a marriage 
year of 10 years or less (p = 0.000), those with 2 children or 
less (p = 0.009), those with no chronic disease (p = 0.004), 
younger women (p = 0.000), those with lower Self‐Efficacy 
Score (p = 0.000), and those with higher Health Belief Model 
Scale for Cervical Cancer and the Pap Smear Test – Barriers 
Subscale scores (p = 0.000) tended not to have a Pap smear 
test with a significant difference (Table 1).
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Table 1. Women’s Sociodemographic and Obstetric Characteristics 
and the Rate of Having a Pap Smear Test (n=294)

Characteristics

Rate of having a Pap 
smear test

t / x2 P valueYes No

n (%) n (%)
Educational level
High school and over 96 (53.3) 84 (46.7) 6.077a 0.014
Middle school and under 44 (38.6) 70 (61.4)
Marital status
Married 135 (48.7) 142 (51.3) 2.398a 0.121
Widowed 5 (29.4) 12 (70.6)
Place of residence
Village/district 38 (34.5) 72 (65.5) 12.044a 0.001
City 102 (55.4) 82 (44.6)
Employment status
Employed 35 (50.7) 34 (49.3) 0.349a 0.555
Unemployed/housewife 105 (46.7) 120 (53.3)
Health Insurance
Yes 133 (48.5) 141 (51.5) 1.370a 0.242
No 7 (35) 13 (65)
Perceived Income Level
Poor 31 (53.4) 27 (46.6) 0.984a 0.321
Moderate/good 109 (46.2) 127 (53.8)
Family Type
Nuclear Family 123 (50.8) 119 (49.2) 5.643a 0.018
Extended Family 17 (32.7) 35 (67.3)
Year of Marriage
10 year and less 18 (20.9) 68 (79.1) 34.713a 0.000
11 year and more 122 (58.7) 86 (41.3)
Number of Children
2 and under 65 (40.6) 95 (59.4) 6.884a 0.009
3 and over 75 (56) 59 (44)
Chronic Disease Status
Yes 49 (61.2) 31 (38.8) 8.187a 0.004
No 91 (42.5) 123 (57.5)
Family/individual history 
of cervical cancer
Yes 10 (58.8) 7 (41.2) 0.908a 0.341
No 130 (46.9) 147 (53.1)
Age (mean and SD) 42.6 (7.9) 3 7 . 4 

(11.5)
4.546b 0.000

The Self-Efficacy Scale 
(mean and SD)

5.7 (9.3) 0.3 (9.2) 4.982b 0.000

The Health Belief Model 
Scale for Cervical Cancer 
and the Pap Smear Test-
Barriers Subscale (mean 
and SD)

34.7 (9.1) 39.5 (8.7) ‐4.529b 0.000

aChi-square test, bt=Independent sample t-test, SD=standard deviation

In terms of barriers to having a Pap smear test in relation 
with the characteristics of the Turkish society, those who do 
not know the symptoms and indications of cervical cancer 
(p = 0.028), those who believe that cervical cancer is not a 
treatable disease (p = 0.014), those who believe that they 

would experience vaginal infection after the test (p = 0.019), 
those who cannot get permission from their husbands (p = 
0.000), those who do not have the test because their families 
or friends do not have it (p = 0.001), and those who believe 
that the test is embarrassing (p = 0.000) were had a tendency 
to not having the test with a significant difference (Table 2).

Table 2. Factors Causing the Barriers to Having a Pap Smear Test

Factors
The rate of having a 
Pap smear test

x2 P-value
Yes No
n (%) n (%)

I don’t know the symptoms 
and indicators of cervical 
cancer
Yes 89 (43.4) 116 (56.6) 4.799 0.028
No 51 (57.3) 38 (42.7)
I believe that cervical cancer 
cannot be fully treated
Yes 89 (43) 118 (57) 5.996 0.014
No 51 (58.6) 36 (41.4)
I don’t want to have the test 
because I heard negative 
comments about it
Yes 62 (48.1) 67 (51.9) 0.018 0.893
No 78 (47.3) 87 (52.7)
I believe that I will have a 
vaginal infection after the 
Pap smear test
Yes 45 (39.1) 70 (60.9) 5.456 0.019
No 95 (53.1) 84 (46.9)
I cannot get permission from 
my husband
Yes 41 (34.7) 77 (65.3) 13.096 0.000
No 99 (56.2) 77 (43.8)
I cannot have the test 
because I don’t have health 
insurance
Yes 5 (27.8) 13 (72.2) 3.026 0.082
No 135 (48.9) 141 (51.1)
I do not have the test because 
my family or friends do not 
have it
Yes 11 (24.4) 34 (75.6) 11.440 0.001
No 129 (51.8) 120 (77.9)
I think that Pap smear test is 
embarrassing
Yes 12 (24.5) 37 (75.5) 12.611 0.000
No 128 (52.2) 117 (47.8)
My religious beliefs would 
not allow me to have a Pap 
smear test
Yes 5 (38.5) 8 (61.5) 0.457 0.499
No 135 (48) 146 (52)

x2= Chi‐square test.

Table 3 presents the results of our regression analyses. Risk 
factors causing a barrier to cervical cancer screening are: 
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living in a village/non‐metropolitan district (Odds Ratio 
[OR] = 0.412, 95% Confidence Interval [CI] = 0.227–0.747), 
having family/friends not having the test (Odds Ratio [OR] = 
7,752, 95% Confidence Interval [CI] = 0.244–1.135), Barriers 
Subscale scores (Odds Ratio [OR] = 1.053, 95% Confidence 
Interval [CI] = 1.015–1.092), and Self‐Efficacy scores (Odds 
Ratio [OR] = 0.951, 95% Confidence Interval [CI] = 0.919–
0.004). The regression analysis showed that living in a 
village/district, having a family/friends not having the test, 
and Barriers Subscale score, and Self‐Efficacy score increased 
the risk of not having the test 0.412, 7,752, 1.053, and 0.951 
times, respectively (Table 3).

Table 3. Logistic Regression Analysis of the Risk Factors Causing the 
Barriers to having a Pap Smear Test

Risk factors causing 
the barriers to 
having a Pap smear 
test

B SE
Odds Ratio 

(OR)

%95 CI
P

Low High

Place of residence
Village/district (Ref)
City

‐0.887 0.304 0.412 0.227 0.747 0.004

Having a family/
friends not having 
the test
Yes (Ref)
No

2.048 0.980 7,752 0.244 1.135 0.037

The Health Belief 
Model Scale for 
Cervical Cancer and 
the Pap Smear Test 
– Barriers Subscale

0.052 0.019 1.053 1.015 1.092 0.006

The Self-Efficacy 
Scale

‐0.050 0.018 0.951 0.919 0.984 0.004

*Only significant variables as a result of regression analysis are presented 
in Table 3. Other variables in regression analysis model are presented in the 
Methods section.

4. DISCUSSION

The current investigation evaluated barriers in the cervical 
cancer screening continuum through assessment of self‐
conceived obstacles for obtaining Pap smear tests. Almost 
half of the women (47.6%) had a Pap smear test once in their 
lifetime. In the previous 12 months, almost a quarter of the 
women (24.8%) had a Pap smear test at least once. In a study 
conducted in New Jersey and Southeast Pennsylvania, out 
of 705 women, 62%‐73% were found to have had the Pap 
smear test once in their lifetime (20). In another study, 79% 
of the women in an age range of 40‐64 years were found to 
have had a Pap smear test one in the previous 3 years (21). 
In Turkey, in three different studies conducted in different 
groups from different regions, these ratios were reported 
to be 13.5%, 25.2%, and 66.1%, respectively (6,7,14). 
Considering that Cancer Early Diagnosis Screening and 
Training Centres (KETEMs) provide screening service free of 
charge, these rates are expected to be substantively higher. 
However, the low rate of having a Pap smear test found in 
this study is in parallel with the results of previous national 

reports (6,14). However, in several previous reports, it has 
been stated because of having no health insurance or a low 
socio‐economic status, women could not join the screening 
programs (22) and medical costs have been reported to be 
barrier to not having the Pap smear test (23). In a meta‐
analysis study, poverty was reported to be a strong indicator 
of screening, diagnosis, treatment, and survival rates (24). 
However, the present results show that poverty is not the 
only barrier, and the women’s educational level, family 
characteristics, working status, place of residence, number 
of children, and age are other barriers. Furthermore, the 
cultural structure of the society in which the women live 
should be considered as an integral part, and thereby, their 
awareness should be raised accordingly.

In the present study, 61.4% of the women were at least high 
school graduates and the rate of having a Pap smear test 
was substantially lower in this group. However, Watts et al. 
(25) reported that the women with at least a high school 
educational status (56%) had a higher rate of having a Pap 
smear test. Several other investigations have shown that 
low levels of education are reliable indicators for screening 
non‐adherence (14, 26). It is considered that the women did 
not allocate time for the Pap smear test because they were 
young and they had work‐ or family‐related responsibilities. 
However, public health nurses and midwives have a great 
responsibility in raising these women’s awareness regarding 
the Pap smear test.

It was also observed that some cultural characteristics 
constitute barriers to having a Pap smear test. Women in 
the present study did not have a Pap smear test because 
they did not know the symptoms and indicators of cervical 
cancer, believed that cervical cancer cannot be treated, had 
the fear of having a vaginal infection after the test, did not 
get permission from their husbands to have the test, because 
their family/close friends did not have it, and thought that 
the Pap smear test is embarrassing. In previous studies, 
cultural and social barriers included embarrassment to tell 
people about cervical cancer screening, husband and family 
not allowing screening, and not knowing what other people 
would think. This is consistent with other findings from 
previous studies, where women avoided screening due to 
attitudes of fear, lack of knowledge, inaccessibility of health 
services, cultural beliefs, and the belief that cervical cancer is 
an incurable disease (15, 27).

Living in a village/district (Odds Ratio [OR] = 0.412, 95 % 
Confidence Interval [CI] = 0.227–0.747) was found to be a 
risk factor for not having a Pap smear test Similarly, those 
who have better access to a health center or living in city 
centers were found to have the test more (8,28). Fernandez 
et al. (29) also reported that limited access to health centers 
is an important contributing factor in barriers to having a Pap 
smear test. Because health centers are not within walking 
distance in countryside, there is limited mass transportation 
opportunities, and those living in such areas have low income 
level, family practitioners and nurses need to provide mobile 
health services for these women to have a Pap smear test.
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In the present study, families and friends play an important 
role in encouraging the women to have the test. The fact 
that the women did not have a Pap smear test because their 
family members/friends did not have it (Odds Ratio [OR] 
= 7.752, 95% Confidence Interval [CI] = 0.244–1.135) was 
found to be a risk factor. Women receive recommendations 
and advices from family members and friends and they 
receive information from the people they trust, which was 
found to be one of the important facilitators of Pap smear 
test. Similarly, it was found that women are informed by their 
friends or they consult their friends for an advice (30.9%), 
and they are influenced by their family members or friends 
(%22) (30, 31). This outcome highlights the importance 
of conventional communication channels or information 
sources, and also the information provided by family 
members and friends raises the women’s self‐efficacy levels.

The Health Belief Model Scale for Cervical Cancer and the Pap 
Smear Test – Barriers Subscale outcomes were found to be a 
contributing risk factor in barriers to having a Pap smear test 
for cervical cancer screening. Regression analysis showed 
that the total score of the Barriers Subscale total scores affect 
the women’s having a Pap smear test 1.053 times (Odds 
Ratio [OR] = 1.053, 95% Confidence Interval [CI] = 1.015–
1.092). In a previous similar study in which barriers to having 
a Pap smear test were investigated, the Health Belief Model 
Scale for Cervical Cancer and the Pap Smear Test – Barriers 
Subscale scores were found to inhibit the women from having 
the test 0.22 times (32). Consistent with previous studies, 
our finding showed that women with higher scores on the 
perceived barriers for cervical cancer screening were less 
likely to have a Pap smear test ever than those with lower 
scores (26,33). Development and application of education 
programs based on the Health Belief Model may raise the 
women’s consciousness and reduce the barriers perceived, 
which may result in an increase in the rates of having a Pap 
smear test.

Another risk factor for having a Pap smear test is the Self‐
Efficacy Scale. Logistic regression analysis showed that Self‐
Efficacy Scale total scores influence the rate of having a 
Pap smear test 0.951 times (Odds Ratio [OR] = 0.951, 95% 
Confidence Interval [CI] = 0.919‐0.984). In a study investigating 
the Korean women’s having a Pap smear test, a positive 
correlation was found between Self‐Efficacy scores and the 
rate of having the test (34). Moreover, Fang et al. (20) found a 
positive correlation between Self‐Efficacy results and the rate 
of having a Pap smear screening test, and Hogenmiller et al. 
(35) reported that self‐efficacy was the primary indicator in 
having a Pap smear test.

4.1. Limitations

The present study has some limitations. The present study 
involved women from a few family health centers from city 
centers only. The results cannot be generalized to the general 
public, and especially those who do not visit these FHCs may 
have different barriers. Therefore, the results of this study 
should be interpreted with caution. The analysis was based 

on cross‐sectional data; thus, causal relationships could not 
be inferred. The perception of barriers is self‐reported, and 
it is difficult to measure the validity of these responses. On 
the other hand, one of the strengths of the study is that, it 
presents a comprehensive account of the barriers to having a 
Pap smear test, information about knowledge resources, and 
the women’s perception.

5. CONCLUSION

The present study attempted to identify the barriers to 
women’s having a Pap smear test and related risk factors. 
Almost half of the women (47.6%) in the present study had a 
Pap smear test once in their life time. Living in a village/non‐
metropolitan district, having family members/friends not 
having the test, higher Barriers Subscale scores, and lower 
Self‐Efficacy scores were found to be barriers to having a Pap 
smear test. In addition, not knowing the symptoms of cervical 
cancer, believing that cervical cancer is not a treatable 
disease, thinking that having the test would cause a vaginal 
infection, not being able to get permission from husband, 
and thinking that the test is embarrassing were also found 
to be barriers to having the test. Based on the results of the 
present study, a well‐designed health educational program 
regarding cervical cancer and the benefits of screening would 
raise awareness especially among the women with higher 
education in Turkey. To this end, a multimedia approach 
enriched with audio‐visual materials and presented via 
personalized communication methods may result in positive 
results. Public health nurses should provide culturally‐
oriented health education, mobile health services should be 
offered for better accessibility to health services, routine Pap 
smear test health educations should be offered in hospitals, 
and individualized health education and consultancy should 
be provided.
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