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Abstract

Introduction: Participation in free nationwide population-based breast and cervical cancer screening in the Netherlands has
declined, especially among underserved women in low socioeconomic neighborhoods in The Hague. Aim: This study aims
to identify the social networks, needs, and barriers of these women regarding informed screening decisions. Method: A
qualitative study with interviews, focus groups, and field observations. Results: Social networks—including family, community
centers, religious institutions, and key community figures—were central to reach underserved women. VWWomen expressed a
need for clear, accessible information in their native language and from trusted sources. Barriers included language difficulties,
lack of knowledge, limited digital skills, cultural and religious beliefs, fear, and distrust in health care. Discussion: Findings
suggest that providing culturally sensitive information and engaging social networks are essential for supporting informed
decisions and reducing health disparities. Effective strategies should focus on trust-building, communication, and community
involvement. Future research should evaluate these strategies.
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Introduction High participation rates are crucial, with a minimum
threshold of 70% deemed necessary to ensure adequate cov-
erage and early cancer detection (RIVM, 2022). In The
Hague, a super-diverse city in the Netherlands, participation
in population-based BC and CC screening remains substan-
3 ) ) . . tially below national averages, with rates of 33% and 58%,
reducing mortality, and improving survival outcomes (Aarts respectively, in 2022 (RIVM, 2022; Vertovec et al., 2023),

et. .al'f 2911; Broeders et al, 2012;, Hartmar'l .et al., 2009; both substantially below national averages, indicating sig-
Rijksinstituut voor Volksgezondheid en Milieu [RIVM], nificant local underparticipation (RIVM, 2022)

2022). In the Netherlands, nationwide cost-free population- Population-based screening programs have been shown to

pased cancer. screenng  programs have thgrefore been reduce both cancer incidence (through the detection of
implemented as part of the National Screening Program.

These programs are coordinated by the National Institute for
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Volksgezondheid en Milieu”; RIVM) in collaboration with INetherlands Organization for Applied Scientific Research (TNO), Leiden,
the National Health Screening Organization (“Bevolk-  |heNetherlands
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Breast cancer (BC) and cervical cancer (CC) are among the
most frequently diagnosed cancers in women worldwide
(Bray et al., 2024; World Health Organization, 2026).
Screening plays a key role in the early detection of cancer,



https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/tcn
mailto:a.ham@hhs.nl
http://crossmark.crossref.org/dialog/?doi=10.1177%2F10436596261435968&domain=pdf&date_stamp=2026-04-16

Journal of Transcultural Nursing 00(0)

precancerous lesions) and mortality. Where people do not
participate, they are more likely to be diagnosed at a later,
more advanced stage, when treatment is less effective and
more burdensome (Van Stigt et al., 2025). This is especially
evident among underserved women—those facing substantial
barriers to health care access and equity. This group includes
first-generation migrant women who speak languages other
than English or Dutch, born outside the country, women with
limited literacy or low health literacy, and women from lower
socioeconomic status (SES) (Bongaerts et al., 2020, 2023).

These women are currently not adequately reached
through existing communication channels and may therefore
struggle to make an informed decision about participation in
population-based screening programs. This is due to various
cultural, practical, emotional, and religious barriers, includ-
ing limited knowledge about screening, stigma and taboo,
fear, religious fatalism, lack of resources, limited social sup-
port, language barriers, low (health) literacy, having a male
general practitioner (GP), and limited awareness of or trust
in the health care system (Bongaerts et al., 2020; Hamdiui
et al., 2022; Kasmi, 2018).

Participation rates—particularly in cities such as The
Hague—represent a significant public health concern, exac-
erbating health disparities by limiting equitable access to
health information and care. This underscores the need to
better understand the barriers experienced by underserved
women and to develop effective communication and inter-
vention strategies to enhance informed decision-making
regarding population-based BC and CC screening.

To promote informed decision-making, researchers con-
nected with Mammarosa, a Dutch organization that support
women with BC who experience language barriers due to low
literacy or cultural differences. Mammarosa assists these
women in accessing health information, making informed
decisions, and connecting with peers through self-help groups.
Together, we conducted a pilot study: the Screening the
Neighborhoods (StN) project. This paper focuses on the StN
project and assesses the needs of underserved women.
Specifically, we address three research questions: (1) How can
non-participating women be effectively reached and engaged
at the start of the research to assess their needs?; (2) What
social networks (e.g., key figures, contact persons), locations,
and activities characterize these women?; and (3) What barri-
ers do underserved women face, and what potential solutions
can inform the development of effective communication and
intervention strategies to enhance informed decision-making?

Method

Ethical Consideration

This study received Institutional Review Board (IRB)
approval (registration number: 2023-019) and was conducted
in accordance with the Declaration of Helsinki. All record-
ings and transcripts were anonymized and stored following

the ethical guidelines for human research of TNO and prin-
ciples of good research practice, as approved by the TNO
ethical board. The study is reported in line with the
Consolidated Criteria for Reporting Qualitative Research
(COREQ) checklist (Buus et al., 2025).

Samples and Setting

On-the-Spot Interviews With Women. Neighborhoods in The
Hague were selected through desk research identifying areas
with below-threshold participation in population-based can-
cer screening. Between June and July 2023, on-the-spot
interviews (n=30) were conducted with women aged 30 to
75 years across 18 neighborhoods. Interviews took place in
public locations (e.g., stations, markets, parks), lasted
approximately 10 min, and explored screening participation,
social networks, frequently visited locations, and activities.
These brief interviews generated rapid, real-life insights
(Gaia et al., 2025).

Interviews With Underserved Women and Key
Figures

In May 2023, individual and focus group interviews were
conducted with underserved women (n=28) and key figures
(n=11), many with Turkish, Moroccan-Berber, Surinamese,
Iranian, Eritrean, or Ethiopian migration backgrounds, resid-
ing in low-participation neighborhoods. Participant volun-
teers from Mammarosa organized an informational session
on population-based cancer screening programs. Focus
groups lasted approximately 60 min and were conducted in
Dutch, with multilingual students providing translation when
needed to ensure a comfortable setting and foster trust
(Hammersley & Atkinson, 2019). Interviews addressed
social networks, access to information, barriers, support for
informed decision-making, and community activities.
Student researchers received prior training in qualitative
interview techniques.

Interviews With Health Care Workers

Semi-structured interviews were conducted with health care
workers (n=11) employed in low-socioeconomic status
neighborhoods. Participants were recruited through purpo-
sive and snowball sampling. Interviews lasted approximately
60 min and explored their role in supporting women’s deci-
sion-making regarding cancer screening, including perceived
barriers, challenges, opportunities, and forms of support.

Recruitment and Consent to Participate

Women, key figures, and health care workers were recruited
through community outreach, purposive sampling, and
snowball sampling. At inclusion, participants received ver-
bal information about the study from multilingual students,
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Table I. Needs Assessment: Sample Size and Research Methods.

Sample size Method Target group/setting Purpose
30 On-the-spot Women at public locations (stations, To explore participation in population-
interviews markets, parks) in various based cancer screening, social
neighborhoods in The Hague networks, locations, and activities
15 Semi-structured 12 women in vulnerable To explore social networks, access

2 focus groups

individual
interviews
Semi-structured

circumstances and 3 key figures to information, barriers, support to
informed decision-making, and activities
To explore social networks, access
to information, barriers, support to
informed decision-making, and activities

To examine the role of providers

Women and key figures such as

(8 women, 8 focus group community center staff and
key figures) interviews Mammarosa volunteers
I Semi-structured Healthcare professionals (2 GPs,
individual 3 nurses, 3 medical assistants, |
interviews midwife)
| Participatory Multicultural community center
observation

in supporting women’s screening

decisions, challenges and opportunities
To provide thick descriptions

interactions, and women’s engagement

researchers (AH and ZH), and the project leader (SK) from
Mammarosa. Written informed consent was obtained for par-
ticipation and audio recording prior to data collection.

Data Collection

Data were collected between May and July 2023 through on-
the-spot interviews, individual interviews, focus groups, and
participatory fieldwork. All interviews were audio-recorded
and transcribed verbatim. In addition, participatory observa-
tion was conducted during a community center event focused
on engagement strategies for non-participating women.
Detailed field notes and logbooks were maintained to pro-
duce thick descriptions of interactions and women’s engage-
ment (Silverman & Patterson, 2021).

Data Analysis

Qualitative data were analyzed using the framework for induc-
tive thematic analysis described by Virginia Braun and Victoria
Clarke (2006). All audio-recorded interviews were transcribed
verbatim. Segments conducted in Moroccan-Berber, Arabic,
or Turkish were directly transcribed into Dutch by multilin-
gual health science students. Transcripts were read repeatedly
to achieve familiarization with the data. Subsequently, open
and axial coding were performed to identify patterns and
develop themes and subthemes, which were organized into a
coding tree and approved by the first author (AH). Selective
coding was then conducted to generate overarching concepts
related to barriers and potential solutions for informed deci-
sion-making. Codes concerning social networks, locations,
and activities were systematically compared, validated with
key figures, and grouped using ATLAS. ti.

To enhance analytic rigor, multiple researchers indepen-
dently coded transcripts. Discrepancies were discussed until
consensus was reached, strengthening credibility and ensur-
ing that findings accurately reflected the data.

Rigor

Methodological rigor was ensured through triangulation of
data sources (interviews, focus groups, and field observa-
tions), inclusion of diverse participant groups (women, key
figures, health care workers), and collaborative coding
among researchers. The use of thick descriptions supported
transferability (Silverman & Patterson, 2021), and adherence
to the COREQ checklist enhanced transparency and report-
ing quality (Buus et al., 2025).

Results

The results are presented according to the three research
questions. First, we describe how non-participating women
were reached and engaged (research question 1). Second,
we present findings on women’s social networks, key fig-
ures, locations, and activities (research question 2). Third,
we outline the barriers underserved women face and the
potential solutions to support informed decision-making
(research question 3). In addition, similarities and differ-
ences in women’s experiences with population-based BC
and CC screening are presented, highlighting overlapping
and distinct barriers and facilitators for informed
decision-making.

Participant Characteristics

Participant characteristics (n==80) are presented in Table 1
and include women aged 30 to 75 from low-participation
neighborhoods in The Hague, key community figures, and
health care workers such as GPs, GP assistants, and nurses.
Many of the women and community figures had diverse
migration backgrounds. Below, the findings are presented
according to the three research questions, followed by simi-
larities and differences between population-based BC and
CC screening.
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Table 2. Logistical/Procedural and Relational Factors Facilitating Reach and Engagement.

Factor Type Operationalization in the StN project Why this facilitated reach and engagement

Cultural and Logistical/ Planning of information meetings was Acknowledging religious and cultural
religious procedural constrained by Ramadan, holidays, and rhythms highlighted the need for
activities seasonal travel to countries of origin, resulting culturally sensitive planning and prevented
affecting planning in limited opportunities for group meetings. misalignment with women’s availability.

Trusted Logistical/ A trusted contact person at the multicultural Invitations issued by a familiar and trusted
community procedural community center organized and invited intermediary lowered participation
contact women and key figures to a free lunch and thresholds and created a sense of safety

information session. and legitimacy.

Informal and Logistical/ A communal lunch combined with an Shared meals and informal activities aligned
supportive procedural interactive breast cancer information session with cultural norms, reduced social
activity created a welcoming, informal, and culturally distance, and facilitated open dialogue on

familiar setting. a sensitive topic.

Multilingual, Relational A senior researcher introduced the study Linguistic accessibility and an explicit

culturally diverse
research team

Building trust with Relational

the community

using her own screening invitation letter,
while multilingual team members provided
explanations and individual support in ||
languages.

Trust was built through repeated informal
contact, presence in the neighborhood,
collaboration with key figures, and reciprocal

“learn from the women” approach
enhanced understanding, reduced
power asymmetries, and encouraged
participation.

Long-term engagement fostered credibility
and mutual trust, which were essential
for participation in research on a sensitive

contributions to community activities.

and stigmatized topic

Reach and Engage Non-Participating Women. Five factors
facilitated reaching and engaging non-participating women
and key community figures at the start of the research (Table
2). Three factors were logistical/procedural and concerned
culturally and religiously sensitive planning, the involve-
ment of a trusted community contact, and the use of an infor-
mal and supportive activity. Two factors were relational,
emphasizing the importance of a multilingual, culturally
diverse research team and sustained trust-building with the
community. Together, these factors created a safe and acces-
sible environment in which women felt comfortable engag-
ing in conversations about population-based cancer screening
and participating in the research.

Women’s Social Networks, Locations, and Activities. On-the-
spot interviews with women and key figures showeds that
women connect in neighborhood streets, parks, markets, sta-
tions, and schools, with younger women also using social
media (e.g., WhatsApp). First-generation older woman often
gather through family, churches or mosques, and community
centers. As a woman with a Turkish background (60 years)
explained: “We meet with family, in the mosque, and in the
community center.” Another Dutch woman (68 years) stated:
“I am active in the church council.” A Moroccan-Berber
woman (45 years) shared: “We meet once a week for sewing
lessons in the community center in the Schilderswijk.”
Women also have contact with health care providers. Sug-
gested channels for population-based cancer screening infor-
mation included group activities, videos in their language in
waiting rooms at GPs’ offices, television or billboards cam-
paigns, tram advertising, or social media.

Barriers and Solutions to Increase Informed Decision-Mak-
ing. Thematic analysis of individual and focus group inter-
views with women, key figures, and health care workers
revealed six themes: (a) language barrier and lack of infor-
mation about population-based BC and CC screening; (b)
lack of social support and access; (¢) cultural and religious
factors; (d) fear of pain, cancer, and death; (e) lack of trust
and limited time; and (f) similarities and differences regard-
ing population-based BC and CC screening. These themes
include determinants that need to be addressed to develop
effective communication and intervention strategies to
improve informed decision-making.

Language Barrier and Lack of Information. Interviews with
women and key figures revealed that a lack of knowledge
about population-based BC and CC screening, and proce-
dures is a key barrier to participation. A major issue is the
absence of information in the women’s mother tongues.
Some women did not recognize or read the Dutch invitation
letter. As one woman with a Surinamese background stated:
“I do not receive this letter,” and woman with a Turkish
background added: “I’ve never seen this letter.” The women
emphasized the need for accessible information cancer
causes, prevention, and appointment scheduling.

Health care workers similarly reported linguistic and lit-
eracy barriers, which hindered communication, with even
interpreters or translation apps being used. One Dutch GP
explained: “These are sensitive topics . . . Especially women
with an Eritrean or Ethiopian background—they simply do
not speak easily when a man [interpreter] is translating, even
in an anonymous telephone conversation.” These barriers
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contribute to a lack of knowledge about population-based
cancer screening. Therefore, making the invitation letter rec-
ognizable, understandable, and available in the women’s
native languages is essential.

Lack of Social Support and Access to Screening. Women and
key figures reported that making an online appointment is
difficult, especially due to limited computer skills and chal-
lenges using DigiD, leading to rely on their children or loved
ones for help. As one key figure explained: “The location for
screening is not easy to reach. A mobile bus in the neighbor-

hood would really help . . . that would make it easier and
lower the barrier” (35-year-old woman, Surinamese back-
ground).

Health workers emphasized the need for easily accessible
population-based cancer screening centers and support net-
works, such as information in mosques or peer mentoring
(“train the trainer”) to encourage women to support each
other and facilitate population-based BC and CC screening
participation. They highlighted the role of health care pro-
viders in encouraging participation during routine check-ups
and working together with women, key figures, and female
doctors. According to women and professionals personal,
narrative explanation assistance with (online) appointment
scheduling—combined with accessible locations and com-
munity support—can improve informed decision-making
regarding population-based BC and CC screening.

Cultural and Religious Factors. Women and key figures fre-
quently noted that cancer is not openly discussed in Turkish
and Moroccan communities: “First-generation Moroccans
and Turkish . . . have difficulty talking about cancer. Because
it is something that only concerns you and your partner”
(62-year-old woman, Turkish background). Feelings of
shame and taboo were common: “In our culture . . . we do
not even say the word [cancer].” Some believed that discuss-
ing cancer could cause it: “Don’t talk about it, or you’ll get it
yourself” (57-year-old woman, Iranian background).

Perspectives on faith varied. Some Muslim Moroccan
women felt that cancer is determined by God and therefore
chose not to participate: “We have to accept what God gives.”
Others saw screening as a religious responsibility: “Our lives
are determined to a certain extent, but how we follow a path
depends on ourselves” (67-year-old-woman, Turkish back-
ground). Another participant emphasized bodily care: “God
wants us to treat our bodies pure and clean” (54-year-old-
woman, Moroccan background).

Women and key figures valued community meetings,
such as those organized by Mammarosa, and suggested
offering similar meetings in mosques. Health care workers
recommended targeted awareness campaigns and training
female cultural or religious key figures to address health con-
cerns, (religious) values, and provide information in wom-
en’s native languages.

Fear of Pain, Cancer, and Death. Women frequently men-
tioned fear of pain during mammography as a significant bar-
rier to BC screening. As one participant noted: “I think many
women are afraid of the pain of that thing [mammography
machine]” (Woman, age unknown, Surinamese background).
Others confirmed this fear. Fear also related to receiving a
diagnosis. Some women with Turkish backgrounds said: “I
do not want to know if I have cancer,” avoiding screening
due to fear of the disease, or stigma tied to unhealthy lifestyle
behaviors such as smoking and alcohol consumption. Several
women expressed fear of dying and leaving their children
behind. Health care workers reported similar concerns among
patients, including fear of discovering a serious condition and
the stigma specifically associated with cervical cancer. As one
GP assistant explained: . . . there is also the group of women
who are simply afraid that something will be discovered . .
. cervical cancer is very stigmatizing . . . They say: ‘I can’t
have it, because I have one partner.”” Some women feared that
screening might lead others to assume that they were sexually
active outside of marriage, causing shame or gossip.

According to women and key figures, role models who
share their cultural background and speak openly about
screening or cancer experiences could support informed
decision-making. Health care workers emphasized the need
for culturally sensitive communication, tailored to women’s
language skills, education, health literacy, and cultural
background.

Lack of Trust and Time. A lack of trust significantly hin-
ders women’s willingness to participate in population-based
BC and CC screening programs. Many migrant women, for
example, expressed more confidence in their doctors abroad
than in those in the Netherlands: “The doctor in the Nether-
lands doesn’t take me seriously; I get paracetamol and have
to wait. That’s why I prefer to go to Morocco, where I get a
diagnosis and medication” (Woman with a Moroccan back-
ground, 68 years old).

This aligns with the statements of key figures, who
emphasized that explanations and information must come
from someone the women trust, who speak their language,
and who can provide culturally sensitive information.

Health care workers indicated that information about pop-
ulation-based BC and CC screening can be shared during
consultation hours. However, some admitted that they do not
always think about discussing screening, especially when the
primary complaint is unrelated to cancer. Addressing screen-
ing information to illiterate women who do not speak Dutch
requires time:

...once I’ve explained what a cervical smear test is and whether
she’s ever had one, well, by the time I find out whether she has
or not, then I’m happy that she understood that at all. And then I
don’t actually have time to explain it in more detail. (GP with a
Dutch background)
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Yet time cannot be an excuse: “A personal invitation might
improve the screening participation, and a lack of time can-
not actually be an excuse for this” (Health care worker with
a Turkish background). Some emphasized the need for
repeated efforts: “This is a target group for which just one
talk is not enough. You just have to do this a hundred times
again” (Nurse with a Dutch background). All expressed
motivation to contribute to higher BC and CC screening
attendance, highlighting the importance of personal relation-
ships with women.

Similarities and Differences Between Population-Based BC and
CC Screening. For population-based BC screening, women
mainly reported fear of pain during the mammogram and
lack of time. For population-based CC screening, barriers
more often involved embarrassment, cultural sensitivities,
and misconceptions—such as believing screening is unnec-
essary when not sexually active or after menopause. The
findings show diversification within diversity, indicating that
a cultural background alone cannot fully explain barriers;
instead, women’s experiences are shaped by linguistic, cul-
tural, and structural factors, aligning with the notion of
avoiding culturalization (Hoffman & Verdooren, 2019).

Health care professionals emphasized limited time during
consultations to address preventive issues, like population-
based BC and CC screening, and they were not always aware
which patients received invitations from Bevolkingsonderzoek
Nederland. Feelings of embarrassment, especially with male
practitioners, remained a recurrent barrier to population-
based CC screening.

Discussion

Our study contributes new insights into barriers and facilita-
tors of breast and cervical cancer screening among under-
served women. Although many of the identified barriers—such
as limited knowledge, language difficulties, culturally rooted
beliefs, fear, and distrust of health care providers—have been
well documented in previous systematic reviews and qualita-
tive research (Ferrari et al., 2024, 2025), our findings add
context-specific evidence by illustrating how these factors
manifest and interact within underserved communities in The
Hague. This contextualization is particularly relevant for
informing the design and implementation of culturally and
linguistically adapted screening interventions.

Reaching and Engaging Non-Participating
Women

Involving underserved women early in research projects is
crucial. Our findings highlight the need to connect with
women’s social networks, regular activities, and relevant
community organizations. Engaging women not typically
involved in research has been emphasized previously
(Bongaerts et al., 2023, 2021; Hamdiui et al., 2022; Kasmi,

2018), as a key step to identifying barriers and facilitators of
BC and CC screening participation.

Contemporary evidence further suggests that structural
barriers—including health care system bureaucracy, mistrust
in services, and socioeconomic obstacles—compound indi-
vidual-level challenges, underscoring the need for diverse,
culturally tailored strategies to reach and support under-
served populations (Wearn & Shepherd, 2024).

In addition to relational factors, logistical and procedural
considerations—such as scheduling around cultural and reli-
gious events, creating welcoming environments, and offering
activities like free meals—proved crucial. Combining infor-
mation sessions with a free lunch and interviews provided
effectively engaging the women. The research team’s cultural
and language diversity helped break down barriers by allow-
ing communication in participants’ native languages.
Accessibility was key: holding the event in a familiar multi-
cultural community center encouraged participation and dia-
logue. Providing information in women’s native languages
and creating welcoming community settings supported par-
ticipation, aligning with evidence that culturally adapted out-
reach enhances engagement (Agénor et al., 2024).

Women’s Social Network, Locations, and
Activities

This research highlights the value of outreach strategies
embedded in women'’s social networks, daily environments,
and community structures. Contemporary literature on com-
munity-based and social network approaches shows that
interventions integrated into existing social relations and
activities can improve access and uptake of preventive ser-
vices among harder-to-reach groups. Social network strate-
gies have been shown to effectively disseminate health
information and influence preventive behaviors through peer
support and trusted interpersonal ties (Greenley et al., 2023).
Building on this, a bottom-up approach not only promotes
screening participation but also strengthens women’s
empowerment, social cohesion, and community owner-
ship—an approach recommended by recent public health
research focused on reducing inequities in preventive care
engagement (Greenley et al., 2023).

Relational and Logistical Factors in Reaching the
Target Group

The success of the engagement strategy in this study aligns
with previous models on reaching and retaining target groups
(e.g., Agénor et al., 2024) Overall, our findings highlight the
importance of combining relational, logistical, and cultural
strategies to engage underserved women and in population-
based BC and CC screening programs. Considering social
networks, familiar community locations, and culturally sen-
sitive approaches enables researchers and health care work-
ers to reduce barriers, foster trust, and improve participation
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rates, ensuring that vulnerable groups have the opportunity
to make informed health decisions.

Barriers and Solutions to Increase Informed
Decision-Making

The needs assessment identified barriers limiting women’s
informed decisions about population-based BC and CC
screening, including lack of knowledge, difficulty recogniz-
ing Dutch invitation letters, need for support with under-
standing screening information, cultural beliefs, fear of pain,
and a distrust of health care providers. These findings align
with prior systematic reviews (Escriba-Agiiir et al., 2016;
Wearn & Shepherd, 2024) qualitative studies (Hamdiui et al.,
2022; Kasmi, 2018) highlighting low SES, limited knowl-
edge about BC and CC screening, and language barriers as
key determinants of low participation.

Interventions that address these multifaceted barriers—
including self-sampling options, tailored communication,
peer support, and community health worker models—show
promise in expanding access and supporting informed deci-
sion-making among underserved groups (Gillibrand et al.,
2025; Hamdiui et al., 2022).

Limitations and Strengths

Our research had several limitations. As a pilot study with a
small number of participants, the findings have limited gen-
eralizability to the broader population in the Netherlands. In
addition, the information provided at the community center
focused more on BC than on CC screening, which may have
limited participants’ ability to fully express their views on
CC screening. However, the aim was not broad generaliza-
tion but in-depth insights to inform intervention strategies
for improving informed decision-making in population-
based cancer screening participation.

This study had notable strengths. We successfully engaged
women and key figures in low-SES neighborhoods in The
Hague, facilitated by multilingual health student researchers,
which likely increased comfort and participation. Organizing
meetings following existing activities at the community cen-
ter, enabled us to reach a diverse group of women and key
figures, and providing a free lunch may have further sup-
ported engagement and willingness to engage in the study.

Conclusion

Women in marginalized positions connect through public
places, social media, family gatherings, community events,
and religious institutions. Dissemination of population-based
screening information should leverage these social networks
and locations through using group activities, videos, TV pro-
motions, billboards, tram ads, and social media.

Primary barriers to population-based BC and CC screening
include lack of knowledge, difficulty understanding Dutch invi-
tation letters, cultural beliefs, fear, and distrust of health care

practitioners. Overcoming these barriers requires a culturally
sensitive approach that builds trust, improves communication,
and addresses practical and emotional challenges. Integrating
community-involvement, accessible information, and peer sup-
port can enhance participation and informed decision-making.
Although organizations like the National Institute for
Public Health and the Environment (RIVM) and Mammarosa
provide multilingual materials, awareness and digital literacy
remain limited among first-generation migrants. Solutions
include sharing materials via trusted key community figures
in native languages, improving accessibility, and offering
neighborhood-based support such as peer mentoring.
Engaging marginalized women in research is essential
and should involve trusted community figures and multilin-
gual researchers to foster trust. Future research should imple-
ment and evaluate these strategies to better support
underserved populations and reduce health disparities.

Acknowledgments

We would like to express our sincere gratitude to the members of
the target group and the key figures of the multilingual community
meeting center for their participation in this study, including the
interviews, and for granting permission to conduct the information
session and interviews at the center. We also extend our apprecia-
tion to the volunteers from Mammarosa and to the health sciences
student researchers from The Hague University of Applied Sciences
for their invaluable support.

Declaration of Conflicting Interests

The authors declared no potential conflicts of interest with respect
to the research, authorship, and/or publication of this article.

Funding

The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This
study was funded by the Dutch ZonMW Foundation [Zorg
Onderzoek Nederland Medische Wetenschappen] [NWO] (Health
Research and Innovation in Care) under the call: Vroege Opsporing
(Early Detection) 2020-2021, SA 2021, file no. 05550402110023.

ORCID iD

Anita Ham (2 https://orcid.org/0000-0002-8625-7813

Supplemental Material

Supplemental material for this article is available online.

References

Aarts, M. J., Voogd, A. C., Duijm, L. E., Coebergh, J. W. W., &
Louwman, W. J. (2011). Socioeconomic inequalities in attend-
ing the mass screening for breast cancer in the south of the
Netherlands—associations with stage at diagnosis and survival.
Breast Cancer Research and Treatment, 128, 517-525. https://
doi.org/10.1007/s10549-011-1363-z

Agénor, M., Noh, M., Eiduson, R., LeBlanc, M., Line, E. C.,
Goldman, R. E., Potter, J., & Austin, S. B. (2024). Barriers to


https://orcid.org/0000-0002-8625-7813
https://doi.org/10.1007/s10549-011-1363-z
https://doi.org/10.1007/s10549-011-1363-z

Journal of Transcultural Nursing 00(0)

and opportunities for advancing racial equity in cervical cancer
screening in the United States. BMC Women'’s Health, 24(1),
Article 362. https://doi.org/10.1186/s12905-024-03151-7

Bongaerts, T. H., Biichner, F. L., De Munck, L., Elferink, M. A.,
Guicherit, O. R., & Numans, M. E. (2023). Attendance char-
acteristics of the breast and colorectal cancer screening pro-
grammes in a highly urbanised region of the Netherlands: A
retrospective observational study. BMJ Open, 13(6), Article
e071354. https://doi.org/10.1136/bmjopen-2022-071354

Bongaerts, T. H., Biichner, F. L., Middelkoop, B. J., Guicherit, O.
R., & Numans, M. E. (2020). Determinants of (non-)atten-
dance at the Dutch cancer screening programmes: A systematic
review. Journal of Medical Screening, 27(3), 121-129. https://
journals.sagepub.com/doi/10.1177/0969141319887996

Bongaerts, T. H., Ridder, M., Vermeer-Mens, J. C., Plukkel, J.
J., Numans, M. E., & Biichner, F. L. (2021). Cervical cancer
screening among underserved women: A cross-sectional inter-
vention study. International Journal of Women’s Health, 13,
549-556. https://doi.org/10.2147/ijwh.s302002

Braun, V., & Clarke, V. (2006). Using thematic analysis in psy-
chology. Qualitative Research in Psychology, 3(2), 77-101.
https://www.tandfonline.com/doi/abs/10.1191/1478088706q
p063oa

Bray, F., Laversanne, M., Sung, H., Ferlay, J., Siegel, R. L.,
Soerjomataram, I., & Jemal, A. (2024). Global cancer statis-
tics 2022: GLOBOCAN estimates of incidence and mortal-
ity worldwide for 36 cancers in 185 countries. CA: A Cancer
Journal for Clinicians, 74(3), 229-263. https://acsjournals.
onlinelibrary.wiley.com/doi/10.3322/caac.21834

Broeders, M., Moss, S., Nystrom, L., Njor, S., Jonsson, H., Paap, E.,
Massat, N., Dufty, S., Lynge, E., & Paci, E.; EUROSCREEN
Working Group. (2012). The impact of mammographic screen-
ing on breast cancer mortality in Europe: A review of observa-
tional studies. Journal of Medical Screening, 19, 14-25.

Buus, N., Ong, B., Einboden, R., Juel, A., & Perron, A. (2025).
Constructing research quality: On the performativity of the
COREQ checklist. Qualitative Health Research. Advance online
publication. https://doi.org/10.1177/10497323251323225

Escriba-Agiiir, V., Rodriguez-Gomez, M., & Ruiz-Perez, 1. (2016).
Effectiveness of patient-targeted interventions to promote can-
cer screening among ethnic minorities: A systematic review.
Cancer Epidemiology, 44, 22-39. https://doi.org/10.1016/;.
canep.2016.07.009

Ferrari, A., Jael Herrera, D., van de Veerdonk, W., D’haenens, W.,
Ruiz Alejos, A., Van Bos, L., Talboom, S., Ding, L., Goossens,
M., & Van Hal, G. (2024). Advancing mammography uptake
among vulnerable groups: A systematic review of intervention
strategies. European Journal of Public Health, 34(Suppl. 3),
ckae144.1318. https://doi.org/10.1093/eurpub/ckae144.1318

Ferrari, A., Van Bos, L., Talboom, S., van de Veerdonk, W.,
D’haenens, W., Pak, M., Descan, M., Parmentier, S., Van
Collie, L., Sibiet, P., Goossens, M., & Van Hal, G. (2025). From
barriers to participation: Co-creating an effective reminder let-
ter for breast cancer screening among underserved women in
Flanders. Archives of Public Health, 83(1), 132. https://doi.
org/10.1186/s13690-025-01591-7

Gaia, A., Brown, M., Adali, T., Fleetwood, S., & Lai, C. (2025).
Response burden and survey participation. Experimental evi-
dence on the effect of interview length on non-response conver-
sion. International Journal of Social Research Methodology,
29,239-252. https://doi.org/10.1080/13645579.2025.2537398

Gillibrand, S., Gibson, H., Howells, K., Urwin, S., Davies, J. C.,
Crosbie, E. J., & Sanders, C. (2025). Exploring the barriers to cer-
vical screening and perspectives on new self-sampling methods
amongst under-served groups. BMC Health Services Research,
25(1), Article 79. https://doi.org/10.1186/s12913-024-12098-2

Greenley, R., Bell, S., Rigby, S., Legood, R., Kirkby, V., & McKee,
M.; CBIGSCREEN Consortium. (2023). Factors influencing
the participation of groups identified as underserved in cervical
cancer screening in Europe: A scoping review of the literature.
Frontiers in Public Health, 11, Article 1144674. https://doi.
org/10.3389/fpubh.2023.1144674

Hamdiui, N., Marchena, E., Stein, M. L., Van Steenbergen, J. E.,
Crutzen, R., VanKeulen, H. M., Reis, R., van den Muijsenbergh,
M. E. T. C., & Timen, A. (2022). Decision-making, barriers,
and facilitators regarding cervical cancer screening participa-
tion among Turkish and Moroccan women in the Netherlands:
A focus group study. Ethnicity & Health, 27(5), 1147-1165.
https://doi.org/10.1080/13557858.2020.1863921

Hammersley, M., & Atkinson, P. (2019). Ethnography: Principles in
practice. Routledge. https://doi.org/10.4324/9781315146027

Hartman, E., Van den Muijsenbergh, M., & Haneveld, R. W.
(2009). Breast cancer screening participation among Turks and
Moroccans in the Netherlands: Exploring reasons for nonat-
tendance. European Journal of Cancer Prevention, 18(5), 349—
353. https://doi.org/10.1097/cej.0b013e32832bf40f

Hoffman, E., & Verdooren, A. (2019). Diversity-sensitive commu-
nication and the TOPOI model. In E. Hoffman, E. Marianus
Hoffman, & A. Verdooren (Eds.), Diversity competence:
Cultures don't meet, people do (pp. 113—135). CABI. https://
doi.org/10.1079/9781789242409.0113

Kasmi, S. (2018). Waarom een lage opkomst bij borstkankerscreen-
ing? Een kwalitatief onderzoek naar de beweegredenen van
Turkse en Marokkaanse vrouwen bij de deelname aan het bev-
olkingsonderzoek borstkanker [Why low participation in breast
cancer screening? A qualitative study on the motives of Turkish
and Moroccan women in participating in the national breast
cancer screening program|[Master thesis, Erasmus University
Rotterdam].

Rijksinstituut voor Volksgezondheid en Milieu [National Institute
for Public Health and the Environment]. (2023). Population
screening programmes. https://www.rivm.nl/node/993

Silverman, R. M., & Patterson, K. (2021). Qualitative research
methods for community development. Routledge. https://doi.
org/10.4324/9781003172925

Van Stigt, B. J., Olthof, E. M., de Kok, I. M., Heijnsdijk, E.
A., Lansdorp-Vogelaar, 1., van Ravesteyn, N. T., & Toes-
Zoutendijk, E. (2025). Decreasing participation in Dutch
population-based cancer screening programs: Trends from
2018 to 2022. Preventive Medicine, 193, 108257. https://doi.
org/10.1016/j.ypmed.2025.108257

Vertovec, S., Hiebert, D., Spoonley, P., & Gamlen, A. (2023).
Visualizing superdiversity and “seeing” urban socio-economic
complexity. Urban Geography, 45, 179-200. https://doi.org/1
0.1080/02723638.2022.2151753

Wearn, A., & Shepherd, L. (2024). Determinants of routine cervi-
cal screening participation in underserved women: A qualita-
tive systematic review. Psychology & Health, 39(2), 145-170.
https://doi.org/10.1080/08870446.2022.2050230

World Health Organization (2026). Four in ten cancer cases could
be prevented globally. https://www.who.int/news/item/03-
02-2026-four-in-ten-cancer-cases-could-be-prevented-globally


https://doi.org/10.1186/s12905-024-03151-7
https://doi.org/10.1136/bmjopen-2022-071354
https://journals.sagepub.com/doi/10.1177/0969141319887996
https://journals.sagepub.com/doi/10.1177/0969141319887996
https://doi.org/10.2147/ijwh.s302002
https://www.tandfonline.com/doi/abs/10.1191/1478088706qp063oa
https://www.tandfonline.com/doi/abs/10.1191/1478088706qp063oa
https://acsjournals.onlinelibrary.wiley.com/doi/10.3322/caac.21834
https://acsjournals.onlinelibrary.wiley.com/doi/10.3322/caac.21834
https://doi.org/10.1177/10497323251323225
https://doi.org/10.1016/j.canep.2016.07.009
https://doi.org/10.1016/j.canep.2016.07.009
https://doi.org/10.1093/eurpub/ckae144.1318
https://doi.org/10.1186/s13690-025-01591-7
https://doi.org/10.1186/s13690-025-01591-7
https://doi.org/10.1080/13645579.2025.2537398
https://doi.org/10.1186/s12913-024-12098-2
https://doi.org/10.3389/fpubh.2023.1144674
https://doi.org/10.3389/fpubh.2023.1144674
https://doi.org/10.1080/13557858.2020.1863921
https://doi.org/10.4324/9781315146027
https://doi.org/10.1097/cej.0b013e32832bf40f
https://doi.org/10.1079/9781789242409.0113
https://doi.org/10.1079/9781789242409.0113
https://www.rivm.nl/node/993
https://doi.org/10.4324/9781003172925
https://doi.org/10.4324/9781003172925
https://doi.org/10.1016/j.ypmed.2025.108257
https://doi.org/10.1016/j.ypmed.2025.108257
https://doi.org/10.1080/02723638.2022.2151753
https://doi.org/10.1080/02723638.2022.2151753
https://doi.org/10.1080/08870446.2022.2050230
https://www.who.int/news/item/03-02-2026-four-in-ten-cancer-cases-could-be-prevented-globally
https://www.who.int/news/item/03-02-2026-four-in-ten-cancer-cases-could-be-prevented-globally

