WEbicar
omae  Astana Medical Journal

€2790-1203 ASTANA MEDICAL

UNIVERSITY

https://doi.org/10.54500/2790-1203-2025-6-125-am;j004

Cervical cancer screening using the self-sampling method

among Kazakhstani women: A pilot validation study

Kuralay Amirbekova !, Yerbolat Iztleuov 2, Gulnara Sakhipova 3, Gulzhanat Aimagambetova 4

Received: 11.09.2025
Accepted: 25.11.2025
Published: 29.12.2025

1Undergraduate Student, School of Medicine, Nazarbayev University, Astana, Kazakhstan

2 Head of the Department of Radiology, Marat Ospanov West-Kazakhstan Medical University,
Corresponding author:
Gulzhanat Aimagambetova,

Aktobe, Kazakhstan
E-mail:

3 Associate Professor, Department of General Medicine, Marat Ospanov West-Kazakhstan Medical University,
gulzhanat.aimagambetova@nu.edu.kz

Aktobe, Kazakhstan

Citation: Astana Medical Journal, 2025, 4 Assistant Professor School of Medicine, Nazarbayev University, Astana, Kazakhstan
125 (6), amj004.

This work is licensed under a Creative

Commons Attribution 4.0 International

License Abstract

Background. With the high rates of cervical cancer incidence and mortality in

Kazakhstan and limited coverage of the national cytological cervical screening
program, the alternative methods of screening need to be tested and implemented.
This is a pilot study that aims to validate acceptance of the cervical self-sampling
device for human papillomavirus (HPV) detection among Kazakhstani women and
investigate their perceptions of the comfort, potential advantages, and barriers of the
approach.

Methods. Two questionnaires and a self-sampling HPV test BGI Sentis was
distributed among women attending outpatient gynecological facilities in Astana in
January 2025 - June 2025. Ordinal logistic regression and non-parametric tests are
used to find the relationships between sociodemographic and medical characteristics
and attitudes of women.

Results. A total of 34 women were included in the final analysis. 61.8% of
participants perceived the self-sampling test as easy to take, 82.4% as unpainful, and
58.9% as not unpleasant. Only 44.1% of respondents are sure they took the sample
correctly. For their subsequent cervical cancer examination, 38.2% of respondents
would choose the self-sampling method, 58.8% - a gynecologist-taken sample, 3% -

a GP-taken sample.
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Conclusions. Women in Kazakhstan accept HPV self-sampling devices as an

efficient and comfortable way to increase coverage of cervical cancer screening.

Despite their positive experience with the self-sampling device, participants prefer

sampling done by a healthcare professional over self-sampling across the board, with

no difference in age, marital status, number of children, or other factors. There could

be social, cultural, and economic factors affecting women’s preference for sampling

by a doctor that need to be further investigated.

Keywords: cervical cancer, precancerous diseases of the cervix, self-collection of

material.

1. Introduction

Cervical cancer is an abnormal growth of cells of
the cervix, a lower part of the uterus that connects to the
vagina (birth canal) [1]. In 2020, there were 604,000 new
cases and 340,000 deaths detected worldwide due to
cervical cancer. Cervical cancer was estimated to be the
4th most common cancer in women (6.5% of all new
cancer cases) and the 8th most common cancer overall
(3.1% of all new cancer cases) [2]. About 85% of cervical
cancer deaths worldwide occur in developing countries,
with the death rate 18 times greater in low- and middle-
income countries compared with wealthier nations [3].

In Kazakhstan, in 2018, the crude incidence rate
of cervical cancer was estimated to be 19.5, while the
crude mortality rate was 6.4 per 100,000 women. Age-
standardized incidence rate (ASIR) was 18.3 per 100,000
women [4]. In Kazakhstan, cervical cancer ranks second
among cancers that affect women [5]. According to
Igissinov, et.al. (2021), the ASIR of cervical cancer in
Kazakhstan is at its highest at the ages of 45 to 64, with
the average age of cervical cancer patients being 50.7 [4].
(HPV), a
transmitted infection, is the cause of cervical cancer in
99.7% of cases [6]. HPV is a double-stranded DNA virus

belonging to the Papillomaviridae family of more than

Human papillomavirus sexually

200 types of viruses that affect skin basal epithelial cells
or inner lining of tissues [7]. Other than cervical cancer,
HPV can cause anal, oropharyngeal, penile, vaginal, and
vulvar cancer [1]. Based on their correlation with cancer
risk, HPVs can be classified as high-risk and low-risk.
Low-risk HPV types, types 6, 11, 42, 43, and 44, can cause

warts on or around the genitals, anus, mouth, or throat
but don’t cause cancer. High-risk HPV types, types 16, 18,
31, 33, 34, 35, 39, 45, 51, 52, 56, 58, 59, 66, 68, and 70, can
cause several types of cancer [1,8]. HPV-16 and -18,
specifically, account for over 50% and 10% of cervical
cancer cases, respectively, and are considered the
prevailing cause of cervical cancer [6].

As HPV is a sexually transmitted infection, the
risk factors of cervical cancer include sexual activity
factors, such as the age of first sexual contact, having
several partners, and parity, and other health factors,
such as smoking, long-term use of oral contraceptives,
and co-infection with chlamydia, genital herpes, and
human immunodeficiency virus infection (HIV) [6]. The
majority sexually active people in the world will have
come in contact with HPV at least once in their lifetime
without experiencing any pathologies [7]. Worldwide,
the prevalence of HPV 16/18 is equal to 3.9% in women
with normal cytology, 25.8% with low-grade lesions, 51.9%
with high-grade lesions, and 69.4% with cervical cancer.
A large proportion of cervical cancer cases are caused by
high-risk HPV types, which is proven by histology results
in women with invasive cervical cancer that indicate the
presence of HPV-16 and HPV-18 in 55.2% and 14.2% of
cases, respectively [9]. The increased risk of HPV
infection coincides with the highest metaplastic activity,
which occurs at puberty and first pregnancy and drops
after menopause. Sexually active young women aged 18-
30 are the most exposed to HPV infection; then, there is a

sharp decline in prevalence to the virus. Nonetheless,
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women over 35 are significantly more likely to get

cervical cancer, indicating that HPV infection starts

earlier and eventually develops into cancer later in life [8].

There is no available data from the HPV
Information Centre on the HPV burden in the general
population of Kazakhstan yet. In Asia, the estimated
prevalence of cervical HPV-16/18 infection at any one
moment is 3.4% of women in the general population [5].
According to some limited studies, between 43.8% and
55.8% of the population of Kazakhstan is HPV positive.
Still, the state of the epidemiology of HPV-related cancers
in Kazakhstan is not well understood due to a lack of
available data. Researchers can only infer the widespread
nature of HPV from the high incidence and mortality
rates of cervical cancer due to the absence of reliable data
and HPV screening and low public awareness of the
problem [10].

Cervical cancer can be prevented using primary
and secondary prevention methods. Primary prevention
involves the elimination of risk factors to prevent disease
occurrence. In the case of cervical cancer, primary
prevention includes HPV vaccination and sexual health
education [11]. The first vaccine against HPV, Gardasil
(Merck&Co, Pennsylvania), was licensed and approved
by the US Food and Drug Administration in 2006. It
protects against four HPV strains: 6, 11, 16, and 18 [6].
Additionally to Gardasil, three other HPV vaccines are in
use: Gardasil-9, Cervarix, and Cecolin. Since the vaccine
was first approved, more than 100 WHO member
countries implemented it successfully [12].

Secondary prevention entails early diagnosis and
treatment of the disease. Secondary methods for cervical
cancer prevention include cervical cancer screening and
HPV DNA tests [11]. The techniques for screening
preinvasive disease include conventional cervical
cytology, or Papanicolaou test (Pap-smear), liquid-based
cytology, histological methods such as visual inspection
using 3%-5% acetic acid (VIA) and Lugol’s iodine (VILI),
and HPV DNA testing [11,13]. Cervical cytology is the
globally recommended cervical cancer screening method
that has been shown to reduce the occurrence of invasive
cervical cancer by up to 80% [11]. Pap-smear detects
abnormal cell

changes and precancers in the

transformation zone of the cervix that can be treated

before they turn into cancer [1]. The WHO suggests that
women in general and women living with HIV should
begin routine cervical cancer screening at ages 30 and 25,
respectively. Where HPV DNA tests are unavailable,
WHO suggests a screening interval of 3 years using VIA
or cytology as primary tests [8].

Despite its immense contribution to cancer
prevention, the Pap-smear test has limitations, namely
low sensitivity and coverage. The sensitivity and
specificity of Pap-smear in detecting cervical
premalignant and malignant lesions are equal to 47.19%
and 64.79%, respectively [14]. Inadequate samples
constitute about 8% of cytology specimens received.
There have been reports of false-negative rates as high as
20-30% [8]. Low sensitivity can be solved by co-testing -
the approach of using cervical cytology together with
HPV testing. A combination of the high sensitivity of
HPV DNA testing and the high specificity of cytology can
lengthen the screening interval for women who tested
negative by both methods. The FDA authorized such a
combined test in 2003 for primary screening use in low-
risk women 30 years of age and older [11].

In 2020, the WHO officially launched the Global
Strategy to Accelerate the Elimination of Cervical Cancer.
By 2030, the Global Strategy aims “to vaccinate 90% of
eligible girls against HPV, to screen 70% of eligible
women at least twice in their lifetimes, and to effectively
treat 90% of those with a positive screening test or a
cervical lesion, including palliative care when needed”
[13].

In Kazakhstan, women are screened for cervical
cancer using the cervical cancer cytology, Papanicolaou
test (Pap-test). The national cervical cancer screening
program is covered by the Government and is available
free of charge for all women aged 30-70 every 4 years in
any gynecologic outpatient department. HPV testing is
offered only on a self-pay basis and in big cities [15]. The
use of only Pap-test as a screening method makes the
cervical cancer prevention program in Kazakhstan less
efficient than most developed countries, which employ
co-testing [4]. Still, the introduction of a screening
program in Kazakhstan has shown substantial results: in
2007, the percentage of women with an advanced stage

upon diagnosis, or the neglect rate, was 26.7%. Since the
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state cervical screening program was implemented in
2008, the neglect rate has fallen by half [4].

Overall, 4,460,320 women were screened for
cervical cancer in Kazakhstan as of 2018. The coverage of
cervical cancer screening was 45.9% in 2016 [16]. The
present coverage does not meet the goals set by the WHO
and the Ministry of Health of the Republic of Kazakhstan,

which is to reach at least 70% of the population at risk [17].

According to Issa, etal. (2021), the low screening
coverage can be explained by low awareness about
cervical cancer and the free screening program and the
fact that participants regarded themselves either healthy
or too young to attend screening. With these factors,
other potential reasons for low screening coverage
include a lack of practical resources such as sufficient
medical facilities nearby or time to go to the screening,
emotional barriers such as fear of the results, discomfort
during the procedure, and distrust towards medical
institutions [18].
Self-sampling devices for Human
Papillomavirus (HPV) detection are used as a potential
way to increase cervical cancer screening coverage.
Patients use brushes or other devices to collect samples

from the cervix by themselves. A possible benefit of self-

2. Materials and Methods

Study design and participants

This is a cross-sectional study, which was
conducted in the period of January 2025 — June 2025 in
the outpatient gynecological facilities of Astana,
Kazakhstan. A total of 34 women participated in the
study, answered the demographic and topic-related
questionnaires fully, and were included in the analysis.

Inclusion criteria

The study participants were selected from the
general population based on age, health, and literacy.
Women above 18 years were surveyed on the grounds of
their ability to give informed consent. The study
participants had to have an intact cervix with no prior
surgeries done on the cervix, including a total
hysterectomy. Participants had to be able to read, write,
comprehend, and respond to survey questions. Women

younger than 18, with no intact cervix, or those who

sampling is the potential for reaching those at risk of
developing cervical cancer who are unable to see a doctor
for screening. The participation rates of self-sampled
HPV tests are higher than in physician-collected tests
[19]). According to Chao, et.al. (2018), for the detection of
CIN2 (cervical intraepithelial neoplasia) or severe
diagnosis, HPV self-sampled testing can attain diagnostic
test accuracy comparable to that of clinician-sampled
tests. In terms of ease of use, privacy, and physical and
mental comfort (such as less pain, anxiety, and shame),
self-sampled specimens are deemed acceptable [20]).
Overall, self-sampling devices are considered an accurate,
comfortable, and convenient method for HPV detection
and cervical cancer prevention on a larger scale.

Aim: to validate acceptance of the cervical self-
sampling device for HPV detection among Kazakhstani
women and investigate their perceptions of the comfort,
potential advantages, and barriers of the approach.

Hypothesis: Kazakhstani women accept self-
sampling devices for HPV detection as an efficient and
comfortable way to increase participation and coverage
of cervical cancer screening, as compared to traditional

methods administered by healthcare professionals.

cannot read, write, comprehend, and give valid answers
in Russian, Kazakh, or English were excluded from
participating in the study. Those who could not use the
test due to menstruation or physiological concerns, or
withdrawn consent after learning about the method of
taking the sample, were also excluded from the study.

Study instruments

The primary instrument in the study were (1) BGI
Sentis self-collection kit for HPV (Figure 1). The BGI HPV
test combines self-sampling technology and genotyping
assay to detect 14 high-risk HPV types, 16, 18, 31, 33, 35,
39, 45,51, 52, 56, 58, 59, 66, 68, and 2 low-risk types - 6, 11.
Study participants are presented with the BGI DNA
sample storage card and a brush for sample collection
and asked to take a sample themselves. Before taking a
sample, participants get thorough written and verbal

instructions on the use of the test.
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DNA Sample Storage Card
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Figure 1 - BGI Sentis self-sampling card for HPV contents: a) Sampling brush; b) DNA sample storage card

Two questionnaires were used in the study. The
first survey collected data on the demographic and
clinical characteristics of women. Sociodemographic data
recorded were age, ethnicity, marital status, number of
pregnancies, births, living children, and abortions.
Clinical metrics such as height, body mass, age of
menarche, menstrual function, age of start of sexual
activity, gynecological disorders and surgeries endured,
smoking status, contraceptive use, and oncological
diseases in participants or their close relatives were also
recorded. There was a section with questions regarding
gynecologic screening tests - Pap-smear and vaginal
microbiome test. The second questionnaire was adapted
from De Pauw, etal. (2021) [21] and adapted to
investigate the acceptance of the self-sampling device
among women in Kazakhstan. The questionnaire was
modified to fit the context of Kazakhstan. All questions
were translated into Kazakh and Russian languages (the
official languages of the country) by independent
trilingual translators. The survey was divided into two
parts for women to answer: before and after using the
self-sampling device. The first part focuses on the
awareness of women on the topics of HPV and cervical
cancer, preliminary preferences in methods of taking the
test, and the potential benefits of self-sampling devices.

Questions after taking the test evaluate the instructions

attached to the test and the comfort and ease of use of the

self-sampling test. Both parts included Likert scale

questions and Yes/No,

Additionally,

experience with the Pap-test is also requested.
Variables

Independent variables

Agree/Disagree questions.

information about the participant’s

In this research, the independent variables
included sociodemographic characteristics such as age,
BM], education level, marital status, and number of living
children. Age was categorized into two groups: 19-32 and
32-66 years. Ethnicity was categorized into 2 groups:
Kazakh and other ethnicities. Education level was
categorized as middle (high school), middle-specialized
(college), and higher. Additionally, BMI (underweight,
normal weight, overweight, obese), age of menarche (12>,
13-15, 15<), number of abortions (none, 1, more than 1),
and the use of contraceptives (yes, no) are all
independent variables.

Outcome variable

The outcome variable was the preference of
women for sampling methods for their next cervical
cancer examination. Women chose between self-taken, a
general practitioner-taken, and a gynecologist-taken

sample. For the sake of statistical analysis, the options of
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a GP and a gynecologist taking a cervical sample were
combined as “health provider-taken samples”.

Statistical analysis

Statistical analysis was performed on Statistical
Package for the Social Sciences (SPSS) software. All
continuous variables were tested for normality of data
distribution, revealing non-normal distribution for age,
BM]I, and age of menarche. The variables were described
as median and interquartile range and non-parametric
tests, Mann-Whitney U and Kruskal-Wallis tests, with a
significance value of <0.05 were used to analyze the
between continuous and

relationships categorical

3. Results

A total of 34 women aged 19 to 66 years agreed
to participate in the study. Table 1 represents the
socioeconomic characteristics of the participants. The
median age of participants was 28.5 (21.25-41) years, with
19 participants aged 19-32 (55.9%) and 15 participants
older than 32 (44.1%). Most participants were of Kazakh

variables. Pearson Chi-square test and Fisher's exact test
with a significance value of <0.05 were used to analyze
the relationships between nominal variables.

Ethical considerations

The study was approved by the Institutional
Research Ethics Committee of Nazarbayev University
(NU IREC) on 21 October 2022 (IREC Number:
621/03102022). Before inclusion in the study, all potential
participants were informed about the aims, methods,
risks, and benefits of the study. Written consent was
obtained from participants after an explanation of the

study's voluntary and anonymous nature.

descent (94.1%). 67.6% of participants had a higher
education. The majority of participants are married
(52.9%) and have children: 41.2% have 1 to 3 children, and
20.6% have more than 4 children.

Table 1 - The socioeconomic characteristics of the participants (N = 34)

Variables BGI sentis, N =34 (%)
Age, Median 28.5 (21.25-41)
19-32 55.9 %
32< 44.1%
Ethnicity
Kazakh 32 (94.1)
Other 2(5.9)
Education
Middle (high school) 7 (20.6)
Middle-specialized (college) 4 (11.8)
Higher 23 (67.6)
Marital status
Married 18 (52.9)
Single 16 (47.1)

Table 2 depicts the health characteristics,
especially related to gynecological examinations, of the

participants. The median BMI of the women is 22.81

(19.54-27.11), which is within the normal range, with 11.8%
within the underweight, 20.6% within the normal, 47.1%

within the overweight, and 20.6% within the obese range.
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The median age of menarche is 13 (13-14.75). Most
participants have normal menstrual function (67.6%) and
don’t suffer from gynecological disorders (70.6%). The
most common gynecological illnesses among the
participants are uterine fibroids (11.8%) and ovarian cysts
(11.8%). The majority of the respondents have not
undergone any reproductive system surgeries (73.5%)
and never had abortions (61.8%). 20.6% of respondents

have never had sexual experience, while 11.8% had their

first experience at the age of 18 or younger, 44.1% at 19-
22 years, and 23.5% older than 22 years. Among the
sexually active participants,
contraception (41.2% of all), 8 use IUDs (23.5%), and 5 use

barrier contraception methods (14.7%). Most participants

14 don’'t use any

have not taken a Pap smear (79.4%). The majority of
participants don’t smoke (91.2%), have no oncological
disorders (100%), and have no relatives who have

oncological disorders (94.1%).

Table 2 - The health characteristics of the participants

Variables Total N =34 (%)
BMI, Median 22.81 (19.54-27.11)
Underweight (18.5>) 4 (11.8%)
Normal weight (18.5-24.9) 7 (20.6%)
Overweight (25.0-29.9) 16 (47.1%)
Obese (30.0<) 7 (20.6%)
Menarche age, Median 13 (13-14.75)
12> 4 (11.8%)
13-15 28 (82.3%)
15< 2 (5.9%)
Menstrual function
Normal 23 (67.6%)
Abnormal 11 (32.3%)
Age of start of sexual activity
Never 7 (20.6%)
18> 4 (11.8%)
19-22 15 (44.1%)
22< 8 (23.5%)
Gynecological illnesses
None 24 (70.6%)
Uterine fibroids 4 (11.8%)
Ovarian cyst 4 (11.8%)
Other 3 (8.8%)
Gynecological surgeries
None 25 (73.5%)
C-section 3 (8.8%)
Other 6 (17.6%)
Abortions
None 21 (61.8%)
1 9 (26.5%)
1< 4 (11.8%)
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Pap-smear

Performed

7 (20.6%)

None

27 (79.4%)

Figure 2 illustrates the participants’ opinions
regarding the BGI self-sampling HPV test before using it.
The overwhelming majority believed that the self-
sampling test is a good way to increase coverage of
cervical cancer screening among women who do not go
to a general practitioner or gynecologist for a Pap-smear
(76.5%). 67.6% of the women believed that the self-taken

sample is worse than that taken by a doctor. Most women

claim that the self-sampling approach is suitable for
women who have not undergone cervical cancer
screening before (58.8%). When it comes to the possible
preference of self-sample over going to the doctor’s office,
women were conflicted - 38.3% believe that most women
will choose self-sampling over the sampling by a health

professional, 35.3% disagree, and 26.5% are not sure.

Opinions of the participants regarding the self-sampling HPV test before the use

30

20

10

4

Good way to increase
coverage of cervical
cancer screening

Worse than a sample
taken by a doctor

B ves

B No

Suitable for women who
have never undergone
screening

Will be chosen by most
women over going to the
doctor's

| don't know

Figure 2 - Opinions of the participants regarding the self-sampling HPV test before the use (N=34). Yes (green bar);

No (red bar); I don’t know (yellow bar)

Figure 3 shows the participants’ perceptions of
their experiences with the BGI self-sampling HPV test
after using it. The majority, 61.8%, perceived the test to be
easy to take. 82.4% of the women disagreed with the
statement that the test is painful, and 58.9% disagreed

that it is unpleasant. 44.1% of respondents are sure they

took the sample correctly, 29.4% partially agree, and 20.6%
are not sure. Most women would recommend the
procedure to their family and friends (64.7%). Finally,
41.2% of respondents are sure that self-sampling is an
easier approach to cervical cancer screening than going to

the doctor’s office, while 29.4% of them fully disagree.
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Perceptions of the participants regarding the self-sampling HPV test
after the use

Easy to take

Unpleasant

Painful

Took correctly

Would recommend

Easier than going to
the doctor's

0 10

B Agree

B Partially agree

20 30 40

Disagree [} No opinion

Figure 3 - Perceptions of the participants regarding the self-sampling HPV test after the use (N=34). Agree (blue bar);

Partially agree (red bar); Disagree (yellow bar), No opinion (green bar)

In terms of the preferences in the sampling
methods for their following cervical cancer examination,

38.2% of respondents would choose the self-sampling

4. Discussion

Cervical cancer remains the 2nd most common
cancer in women in Kazakhstan (Bruni, et.al., 2023b) with
the crude rate of incidence of CC of 19.5 and the crude
mortality rate of 6.4 per 100,000 women in 2018 [4]. With
the coverage of cervical cancer screening being as low as
45.9% in 2016 [16], the healthcare system of Kazakhstan
needs to further reinforce the cervical cancer screening
program. Determining the factors associated with
acceptance of self-sampling HPV tests as a viable cervical
cancer screening method would allow the technology to
be implemented taking into account specific
socioeconomic, cultural, and medical characteristics of
the target audience. Up to now, there has been no
research done on the perceptions of women on self-
screening HPV tests, not only in Kazakhstan but in

Central Asia overall. Thus, there is a need to validate the

method; 58.8% would prefer a gynecologist to take a
sample, while 3% would prefer a GP to take a sample for

their subsequent cervical cancer examination.

acceptance of the cervical self-sampling device for HPV
detection among Kazakhstani women and investigate
their perceptions of the comfort, potential advantages,
and barriers of the approach.

Overall, the present study shows that most
women in Kazakhstan believe that the self-sampling
approach is a sufficient way to increase cervical cancer
screening coverage, especially for women who have
never undergone a Pap-test. After taking the test, most
participants perceived it as not causing pain or
discomfort and as easy to administer. They would
recommend using the method for their friends and family.
Still, there is a barrier for women to fully embrace the self-
sampling approach. Some of the participants view the
sample taken by themselves to be worse and less

trustworthy than that taken by a medical professional.
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Despite the positive feedback on the self-sampling device,
most women still choose to have their sample taken by a
gynecologist.

The results could be explained by the fact that the
concept of self-sampling is new and unfamiliar in
Kazakhstan for women of all ages, education levels,
marital statuses, and any number of children. The lack of
confidence in women in the sample quality could be due
to the absence of similar methods of sampling in the
country. Interestingly, the only factor that has a
significant correlation with the preference for a sampling
method is the use of contraceptives: those who use
contraception were more likely to prefer a self-sampling
device over a sample taken by a medical professional.
The reason for this could be that women who use
contraception are more likely to know about their health
and HPV screening methods and be comfortable with
administering tests on themselves.

The present research also sheds light on the
awareness of women in Kazakhstan of cervical cancer,
HPYV, and HPV testing. Figure 5 shows that only half of
the respondents know that HPV causes cervical cancer,
which shows low levels of cervical cancer awareness
among Kazakhstani women. This ignorance could be
another reason for distrust towards the self-sampling
device and preference for sampling done by a doctor.
According to Issa, et.al. (2021) [17], low screening
coverage in Kazakhstan can be attributed to low
awareness about cervical cancer and the free screening
program [18]. Similar reasons could affect the mixed
reaction of women towards the self-sampling device.
Future research could focus on health awareness,
contraceptive use, and other factors and their role in the
decision-making process of women who undergo or
avoid screening.

There were some differences between the present
study results and previous research conducted in other
countries of the world. The study that built the
framework of the present study, De Pauw, et.al. (2021),
assesses attitudes and experiences associated with self-
sampling among women enrolled in VALHUDES, a
Belgian research comparing the clinical accuracy of HPV
self-sampling tests and clinician-taken sample tests [21].

As the study is conducted in a high-income European

country, Belgium, the results indicate higher acceptance,
more apparent preference for the self-sampling method
over a sample taken by a doctor, and more evident
awareness of HPV and cervical cancer, compared to the
present results. These observations can be explained by
the fact that co-testing and alternative methods of cervical
cancer screening were introduced sooner and in higher
magnitude in high-income countries than in low- and
middle-income countries. Furthermore, the increased
awareness of HPV and cervical cancer in European
countries may be attributed to the higher quality of
health-related education and media coverage.

Results obtained in Kazakhstan, a middle-
income country, could be compared to the results of other
low- and middle-income countries (LMIC). The literature
review of 50 articles from 26 countries performed by
Kamath Mulki & Withers (2021) investigated the
feasibility and acceptability of the self-sampling method
in LMIC (countries of sub-Saharan Africa, Latin
America/Caribbean, East Asia/Pacificc South Asia,
Middle East/North Africa) [22]. According to the
researchers, the HPV self-sampling method is an effective
way to increase cervical cancer coverage in LMICs.
Overall, participants reported that the HPV self-sampling
method was easy to administer (75-97%, 18 studies),
painless (60-90%, nine studies), and preferred over
clinician-taken sampling (57-100%, 14 studies). The most
crucial perceived benefits of self-sampling were the
convenience of screening in the home environment, less
shame and embarrassment, and less travel. However,
some reviewed studies show that women had issues with
the quality of self-sampling, privacy issues in sampling
from home, and the need for assistance from health
professionals with self-sampling.

Similarly, in the research from China, Zhao, et.al.
(2019), among 1375 women, 86.55% perceived the self-
sampling as convenient, 78.40% as not uncomfortable,
83.27% would choose self-sampling for cervical cancer
screening again, and 85.82% were wary of inaccurate
sampling [23]. In research by Qu, et.al. (2023), 27% of 862
surveyed Chinese women from the Jiangsu province
favored clinician-sampling, 33% favored self-sampling,
and 40% had no apparent preference [24]. Women with

sufficient knowledge about HPV and prior positive
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experience with HPV self-sampling were more accepting
of self-sampling, compared to those who weren’t aware
of or exposed to it before. This further proves that
awareness about HPV, cervical cancer, and the self-
sampling approach produces higher acceptance for the
self-sampling device. As China has a comparable
economic state and some social and cultural
characteristics to Kazakhstan, the results indicate the
same experiences, attitudes, and worries in women in
both countries. Both women in China and Kazakhstan,
despite their positive experiences with the self-sampling
device, worry about the accuracy of their sample and
favor clinician-taken samples almost as much as samples
taken by themselves.

The current study doesn’t investigate the reasons
for preference for a health professional-taken sampling,
but they could be close to those obtained by Kamath
Mulki & Withers (2021), Zhao, et.al. (2019), and Qu, et.al.
(2023) [23,24]. Overall, the economic, social, and cultural
context of the self-sampling approach among women in
Kazakhstan needs to be further investigated in future
research.

Study strengths and limitations

The present research is the first study to examine
the attitudes of Kazakhstani women on cervical self-
sampling, their comfort when using the device, and
perceived advantages and disadvantages of the test
compared to a professional-taken test. There are many
strengths of the study. Firstly, the research inspects an
innovative and unexplored approach to cervical cancer
screening in Kazakhstan. As Kazakhstan has a crude
incidence rate of cervical cancer of 19.5 and a crude
mortality rate of 6.4 per 100,000 women [4], the study
provides indispensable and relevant insight into the
acceptability of the self-sampling approach among
women. Considering the high risk and low coverage of

cervical cancer screening in the country, the researchers

5. Conclusion

The present study assesses the acceptance of the
self-sampling HPV test among Kazakhstani women.
Women in Kazakhstan accept self-sampling devices for

Human Papillomavirus detection as an efficient and

raise an important issue that affects all women. The study
evaluates the acceptance of the self-sampling approach
based on various factors, including experience after
taking the sample, perception of effectiveness for
increasing cervical cancer screening coverage, preference
over going to the doctor’s office, and others. The research
reveals important implications for further investigation
on social, cultural, and economic factors affecting
women’s distrust of the self-sampling method.
Nevertheless, there are some limitations to the
study. Firstly, the sample size was too low (N=34). Due to
the low respondent count, statistical analysis results have
shown an insignificant relationship  between
socioeconomic and medical characteristics and women’s
choice of sampling methods. For more comprehensive
results, more participants need to be surveyed. The study
was conducted in one outpatient facility in Astana, which
makes the results less suitable to make general
conclusions about all women in Kazakhstan. Further
studies could be conducted in outpatient facilities in
different cities and towns of Kazakhstan. Additionally,
the study doesn’t explore the reasons for choosing the
self-sampling method, which could be explored next time.
Possible clinical implications. The results of the
study could be used to successfully implement the self-
sampling device in cervical cancer screening programs.
Kazakhstan comes closer to implementing co-testing for
cervical cancer screening. Therefore, the present research
could be used as a testament to the need to raise
reproductive health-related awareness among local
women before introducing the self-sampling approach to
broader audiences. The research also opens the
opportunity to study the social, cultural, and economic
factors, which are specific to Kazakhstan, that prevent
successful implementation of cervical self-sampling

methods.

comfortable way to increase participation and coverage
of cervical cancer screening. Despite their positive
experience with the self-sampling device, participants

prefer sampling done by a healthcare professional over
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self-sampling across the board, with no difference in age,
marital status, number of children, and other factors.
There could be social, cultural, and economic factors
affecting women’s preference for sampling by a doctor
that need to be further investigated.
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Tyningeme

Kipicmre. Kasakcranga >kaTblp MOJHBI OOBIPBIHBIH aypyIIaHABIFBI MeH ©4iM-XITiM JeHreiiiHiH >KOFapbl
0oaybIHa, COHAAl-aK >KaThp MOJHBI LINMTOAOIVIICHIHBIH YATTBHIK CKPUHMHITIK OafAdapAaMachlHBIH IIeKTeyai
KaMTbLAybIHa OallAaHBICTEI CKPMHIHITIH 6a1aMaabl 94iCTepiH ChIHAKTaH OTKi3y JKoHe eHTi3y KaKeT.

3epTTeyaiH MakcaTbl. byl OMAOTTHIK 3epTTey KasaKCTaHABIK olieddep apachlHAa ajaM IalnA0Machl
BupyceiHa (AIIB) >xaTbIp MOJHBI >KaFbIHABLAAPBIH ChIHAY YIIIiH ©34iriHeH cblHaMa aAly KYPbLAFbICHIHBIH KOAallAbLABIFbIH
pacrayra >KeHe OAapAblH OCBI TOCiAAIH BIHFAMABIABIFBL, BIKTMMAaA apTHIKIIBIABIKTApbl MeH IeKTeyAepi Typaabl
TYCiHiIKTepiH 3epTTeyre GaFrbITTaAFaH.

Oaicrepi. 2025 xp1aAblH KaHTapel MeH 2025 KXBIAABIH ayCBIM apaAblfblHAA AcCTaHajarbl aMOyAaTOPABIK
TMHEKOAOTISIABIK eMXaHalapra KeATeH alieadepre exi cayaaHama >koHe BGI Sentis ceiHarbl Gepiagi. ©aeymeTTik-
AemorpasIABIK >KoHe MeAUIMHAABIK CUIIaTTaMalap apachlHAArel OaiilaHBICTapAbl, COHAAl-aK dileaAepAiH eMaeyre
AereH Ke3KapachIH aHbIKTay YIIIiH peTTiK A0TMCTUKAABIK perpeccusi >KoHe IapaMeTpAiK eMecC TecTTep KOAAaHBIAABL.

Hoarmxeci. Conrsl Taagayra 34 oviea xaTbicTsl. KaTsicymsiaapAbiy 61,8%-bI KaFBIHABIHEL ©3AiTiHEH XKIHAYABI
>KeHia, 82,4%-b1 aybIpTIIaabIKChI3, 58,9%-bI >KaFbIMABI A€ll TalThl. PecrionAeHTTepAiH TeK 44,1%-bI >XKaFbIHABIHBI AYPBIC
>KMHaraHJapblHa ceHiMAi. JKaTblp MOVHBI OOBIPBIHBIH KeWiHIi CKpUHUHIL YINiH pecrioHAeHTTepAin 38,2%-b
>KarbIHABIHBI ©3JIriHeH >XUHayAbl, 58,8%-bI OHBI )XIHAaY YIIiH I'MHEKOAOITHI XXoHe 3%-bl OHBI XMHAy YIIiH Adpirepai
TaHAAMADBI.

Koporremanl. Kasakcrananik oieagep HPV rtectiseyre apHaaraH e3iH-©3i XMHay KYpPbIAFbLAQPBIH JKaThIp
MOJIHBI OOBIPBIH CKPMHUHITIK KaMTyABl apTTHIPYABIH THUIMAi >KoHe BIHFallABI 94ici gem caHaiiabl. ©O3iH-031 XMHay
KYPBLAFBLAAPBIHBIH OH TaXKipmOeciHe KapaMacTaH, KaTBICYIIbLAap >KachbIHa, OTOACHIABIK, JKaFdaiiblHa, Oadalap caHBIHA
HeMece 0Oacka ¢akTopaapra KapamacTaH, >KarblHABLAAPABI AdpirepaiH >KMHAFaHBIH KaJdalAsl. Olieadepain
JKarbIHABLAAPABL JdpirepdeH aAyAbl KaJdaWThIHbIHA KOCBIMIIA 3epTTey4i Ka’keT eTeTiH a94eyMeTTiK, MajeHU >KoHe
DKOHOMUKAABIK (paKTOpAap acep eTyi MyMKiH.

TyiiiH cesaep: >XaTbIp MOIHBI OOBIPEL, XKaThIP MOVHBIHBIH iCiK a14BI 3aKbIMAAHYBI, ©34iTiHEH ChIHaMa aAy.

CKkpuHMHTI paKa HIeiKyi MaTK/ MeTOA0M CaMOCTOsITeAbHOIO 3a00pa 00pa3oB cpean
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Pe3omMme

AKTya[leOCTI). B ¢Bs13u ¢ BrICOKMMU ITOKa3aTeAsIMU 3a6OA€Ba€MOCTI/I paKOM IIeVIKM MaTKu U CMepTHOCTI/I oT
HEero B KaSaXCTaHe, a TaK>Ke Ol"paHI/I‘IeHHBIM OXBaTOM HaceAeHINsI HaL[I/IOHa/lI:HOﬁ r[porpaMMoﬁ OUTOAOIMYeCKOro
CKpI/IHI/IHFa IIIeVIKI MaTKu, H€O6XO,Z],I/IMO aHpO6I/IpOBaTb u BH@API/ITB aAbTepHaTI/IBHbIe MeTOABI CKpI/IHI/IHFa.

I_lellb. rZ',aHHOQ IINAOTHOE J1ICCAeAOBaHIIe HaHpaBAeHO Ha O6OCHOBaHI/Ie HpI/IeM/leMOCTI/I yCTpOﬁCTBa AL

CaMOCTOSITeABHOTO B3ATHUS MasKa C IIeKM MaTKM A4S BBIABAEHM: BUpyca HanmnAAoMbl yeaoBeka (BITY) cpeam
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Ka3axXCTaHCKMX >KEHINVH U M3y4YeHMe MX BOCHPUATUS yA00CTBa, IOTEHIMAABHBIX IPEMMYINECTB UM OrpaHMIeHMNIT
AAHHOTO I104X0/a.

MeTtoganl. JKeHmuHaM, rocemasmuM aMOyAaTOpHbIE TMHEKOAOTMYECKUe YIpeXXAeHUss ACTaHbI B IIePUOJ, C
suBapsl 2025 roga mo mioHbs 2025 roga, 6p1au posgaHbl Ase aHKeThl 1 TecT Ha BITY BGI Sentis. Aas BbrABaeHM:
B3aMMOCB:I3€ll MeXAy COLMaAbHO-geMorpapuyecKMI 1 MeAUMIMHCKIMI XapaKTepUCTUKaMH, a Tak>Ke OTHOIIIeHIeM
SKeHIIVH K Ae4eHIIO UCII0Ab3YIOTCS ITOPSAKOBas AOTHCTIYeCKasl perpecciisl U HellapaMeTpuUdecKiie TeCTh.

PesyapTaTbl. B okxoHuaTeabHBINI aHaAM3 ObLAM BKAIOYWEHB! 34 >KeHIIMHBL 61,8% ydacTHMIT HOCYMTAaAN
CaMOCTOSITeABHBIN 3a00p MaszKa IpocTeiM, 82,4% — Oe300ae3HeHHBIM, a 58,9% — He HenpuATHBIM. Toasko 44,1%
PecIIOHAEHTOB yBepeHBI, YTO B35AM Ma3OK IIPpaBUABHO. 451 IIocaeayioniero oocaeA0BaHms Ha pak etk Matku 38,2%
PecIIoHAeHTOK BBIOpaAy OBl CAMOCTOSITEABHBIN 3a00p Ma3ska, 58,8% — 3abop ruHexoaoroM, 3% — 3a00p TepaIeBToM.

BoiBoanr. JKenmunnusr 3 Kazaxcrane cumTaioT yCTpoJicTBa A4s1 caMOCTOATEeABHOro 3abopa Maska Ha BITY
¢ ¢PexkTuBHEIM U yAOOHBIM CIIOCOOOM yBeAMYEHMsI OXBaTa CKPMHMHIOM paka Ineiikum Martku. Hecmorps Ha
II00>KVUTEABHBIN OIIBIT MICIIOAB30BAHMSI YCTPOIICTBA 4451 CAMOCTOATEABHOIO 3a00pa MasKa, y4aCTHULIBI IIPeATIOYUTAIOT
3a00p Ma3Ka BpauoM, HEe3aBMCUMO OT BO3pacTa, CEMEITHOIO IT0AOXKEHIIs], KOAMYECTBa AeTeit nau Apyrux ¢pakropos. Ha
IIpeAIIOYTEeHNEe >KeHIIVHaMM 3a0opa Mas3Ka BpayOM MOIYT BAUATL COIMaAbHBIE, KYyAbTYPHBIE UM DKOHOMMYECKUE
JaxTopsl, Tpebdyrore 4aAbHEIIIEero N3y IeH L.

KaioueBble ca0Ba: pak Ieiiky MaTKH, IIpeapaKoBble 3a00/1eBaHMs IIIeIKM MaTKI, CaMOCTOsITeABHEIN 3a00p

Marepuasa.
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