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INTRODUCTION 

Developing successful public health initiatives targeted at 

enhancing women’s health outcomes requires an 

understanding of the differences in cervical cancer 

knowledge and reproductive health behaviours between 

urban and rural populations. Rural and urban populations 

differ greatly in terms of the socioeconomic determinants 

of health, which include access to healthcare, work, 

education, and money. Rural areas frequently have worse 

health outcomes than metropolitan areas. These 

differences are especially noticeable in the fields of 

cancer prevention and reproductive health, where rural 

areas have higher rates of healthcare access hurdles and 

knowledge gaps, which result in delayed diagnosis and 

worse prognoses.1  

Despite being one of the most preventable cancers 

through excellent immunization, screening, and early 

identification, cervical cancer continues to rank among 
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the top causes of cancer-related mortality among women 

globally. The World Health Organization (WHO) stressed 

in its 2020 report how critical it is to eradicate cervical 

cancer as a public health issue by 2030. This challenging 

objective emphasizes the significance of fair access to 

immunizations and screening programs, which are 

disproportionately available in urban areas, underserving 

rural populations.2 Progress toward this objective is still 

hampered by urban-rural health inequities, though, since 

rural women are less aware of and engage in preventative 

treatment.3,4 

Women's awareness of cervical cancer and their 

participation in preventative health activities are 

influenced by education, which is a crucial factor of 

health literacy. Higher educated women are typically 

more knowledgeable about cervical cancer, its risk 

factors, and the significance of early detection and 

immunization.5 On the other hand, rural women 

frequently encounter more obstacles to education, which 

restricts their access to vital health information and 

services. Due to socioeconomic and infrastructure 

limitations, rural women have a far lower likelihood of 

completing secondary or higher education.6 The lack of 

adequate healthcare facilities in rural areas exacerbates 

this educational disparity by limiting access to 

reproductive health services and cervical cancer 

screening.7 

A distinct urban-rural difference is also evident in the use 

of contraceptives. Rural women frequently utilize 

traditional techniques or do not have access to 

contraception, whereas urban women are more likely to 

use modern methods. Few researchers from Asia and sub-

Saharan Africa have repeatedly demonstrated that urban 

women report higher prevalences of contraception and 

have greater access to modern methods like hormonal 

contraceptives and intrauterine devices (IUDs), whereas 

rural women are more likely to face obstacles related to 

socioeconomic status, healthcare access, and education.8,9 

The disparity in contraceptive use between urban and 

rural areas emphasizes the necessity of focused programs 

that address the particular difficulties rural women 

encounter in obtaining reproductive health care.10 

Another area where there are clear differences between 

urban and rural areas is awareness of cervical cancer, 

particularly understanding of its link to human 

papillomavirus (HPV) infection and the availability of 

vaccinations. While rural women frequently lack basic 

knowledge about cervical cancer and its prevention, 

urban women are more likely to be aware of the condition 

and to engage in screening programs. Rural women are 

less likely to be aware of HPV, cervical cancer, or the 

related screening programs, according to studies 

conducted in Tanzania, India, and Uganda.11-13 The lack 

of qualified healthcare personnel, logistical obstacles to 

receiving healthcare, and cultural beliefs all contribute to 

the low awareness levels among rural populations.14 

Additionally, there are greater obstacles to cervical cancer 

screening in rural locations. Rural women's low screening 

participation is commonly attributed to cost, 

transportation challenges, and mistrust of healthcare 

practitioners.10 On the other hand, urban women are more 

likely to forego screening because they believe there are 

no symptoms or because they are worried about their 

privacy. This suggests that treatments that concentrate on 

behavioural modification, stigma reduction, and 

enhancing healthcare privacy may be beneficial for urban 

women, but rural women encounter substantial logistical 

obstacles.1 Andersen’s Behavioural Model of Healthcare 

Utilization, which highlights how contextual and 

individual factors, including social and economic 

constraints, affect healthcare-seeking behaviours, is 

consistent with these findings.15,16 

Context-specific public health approaches that 

acknowledge the particular difficulties faced by rural 

women are necessary to address these inequities. 

Enhancing access to instructional materials, bolstering 

rural healthcare systems, and lowering the financial and 

practical obstacles to screening should be the top 

priorities of these initiatives. These efforts are critical to 

achieving the United Nations Sustainable Development 

Goal 3 (SDG 3), which emphasizes ensuring health and 

well-being for all women globally.17 As part of the 

worldwide drive to eradicate cervical cancer, public 

health strategies must be tailored to the unique needs of 

rural communities to provide equitable access to life-

saving services. However, few studies in India have 

systematically examined cervical cancer awareness and 

reproductive health practices by directly comparing urban 

and rural populations within the same sociocultural and 

geographic context. 

Addressing this gap is essential for developing targeted 

interventions and optimizing resource allocation to bridge 

urban-rural disparities and reduce cervical cancer 

incidence and mortality. The present study focuses on 

women in Rajkot, Gujarat, to explore these disparities in a 

regionally specific context. This study aimed to assess 

and compare cervical cancer awareness, screening 

behaviors, and reproductive health practices among urban 

and rural women in Rajkot, India. We hypothesize that 

urban women will demonstrate higher levels of cervical 

cancer awareness and better reproductive health practices 

compared to their rural counterparts. 

METHODS 

Study design and setting 

The Rajkot district of Gujarat state, India, which includes 

both urban and rural areas, provided a representative 

setting to examine disparities in cervical cancer 

awareness and reproductive health practices. This survey 

study used a community-based, cross-sectional design 

and was carried out between January and June 2024. 

Urban participants were selected randomly from city 
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neighbourhoods within the Rajkot Municipal 

Corporation, while rural participants were also randomly 

drawn from the nearby villages under the district's 

jurisdiction. 

Study population and sampling 

Women between the ages of 21 and 50 who had lived in 

the chosen urban and rural locations for at least a year 

made up the target group. A stratified random sampling 

procedure with multiple stages was employed. First, two 

rural blocks and two urban wards were chosen at random. 

Eligible women were then invited to participate in a 

random sampling of households drawn from voter lists. 

Women who rejected consent, were pregnant, or had a 

history of hysterectomy were not included. Given a 

predicted 20% difference in cervical cancer knowledge 

between urban and rural populations (α=0.05, power 

=80%), a minimum sample size of 400 was determined to 

provide adequate statistical power. In the end, 500 ladies 

took part, 250 from each of the two regions. 

Data collection instrument 

A standardized, pre-tested questionnaire created in the 

local language Gujarati and subsequently translated into 

English, was used to gather.18-20 There were four parts to 

the tool: (a) sociodemographic traits (occupation, age, and 

education); (b) using contraceptives and practicing 

reproductive health; (c) awareness and understanding of 

cervical cancer (vaccine, HPV infection, and screening); 

(d) obstacles to obtaining services for cervical cancer 

screening. In order to improve clarity and cultural 

relevance, the questionnaire was pre-tested on 30 women 

(who were not included in the final analysis) and 

examined for face validity by three public health 

specialists. 

Data collection procedure 

Trained female health workers administered face-to-face 

interviews in private household settings. Each interview 

lasted approximately 20-25 minutes. To reduce reporting 

bias, respondents were assured of anonymity, and 

questions were framed neutrally. 

Statistical analysis 

SPSS version 26.0 was used to enter and analyze the data 

(IBM Corp., Armonk, NY). Sociodemographic factors, 

contraceptive use, and awareness levels were compiled 

using descriptive statistics. The Chi-square (χ2) test was 

used to compare categorical data in order to evaluate the 

differences between urban and rural groups. The 

threshold for statistical significance was p<0.05. Where 

applicable, precise p values for very significant 

differences were provided. 

RESULTS 

There were some significant disparities between the 

sociodemographic traits of women from rural and urban 

areas. Urban women were more prevalent in the 21-30 

and 31-40 age groups, while rural women were more 

prevalent in the 31-40 and 41-50 age groups. Despite 

these minor differences in age distributions, the 

difference was not statistically significant (χ2=5.27, df=2, 

p=0.072). This implies that the observed age variance is 

probably the result of chance. 

 

Table 1: Comparison of socio-demographic status of women in urban and rural areas. 

Features Urban (%) Rural (%) χ2 P value 

Age (in years)     

21-30 45 (18.00) 33 (13.20) 5.27 0.072 

31-40 52 (20.8) 72 (28.80)   

41-50 19 (7.60) 26 (10.40)   

Education level     

≤Junior high school/college 71 (28.40) 45 (18.00) 10.90 0.0043 

High school/college 52 (20.80) 41 (16.40)   

≥Bachelor 93 (37.20) 29 (11.60)   

Career status     

Farming 42 (16.80) 187 (74.80) 67.96 <0.05 

Homemakers 77 (30.80) 128 (51.20)   

Enterprises and businesses 83 (33.20) 57 (22.80)   

Individuals 29 (11.60) 76 (30.40)   

Contraceptive methods     

IUD ring 53 (21.20) 12 (4.80) 101.25 <0.05 

Condoms 127 (50.80) 59 (23.60)   

No measures 72 (28.80) 167 (66.80)   

Contraceptives 31 (12.40) 18 (7.20)   

Safety period 64 (25.60) 104 (41.60)   



Pathak S et al. Int J Community Med Public Health. 2026 Jun;13(6):2836-2842 

                            International Journal of Community Medicine and Public Health | June 2026 | Vol 13 | Issue 6    Page 2839 

Table 2: Knowledge about cervical cancer among urban and rural women. 

Knowledge about cervical cancer Urban (%) Rural (%) χ2 P value 

Did you know about cervical cancer screening     

Heard of but not screened 32 (12.80) 72 (28.80) 65.56 <0.05 

Never heard of it 12 (4.80) 56 (22.4)   

Screened (≥1 time) 45 (18.00) 10 (4.00)   

Understood but not screened 36 (14.40) 93 (37.20)   

Is it known that cervical cancer is associated with HPV infection 

Know 121 (48.40) 75 (30.20) 106.42 <0.05 

No idea 23 (9.20) 178 (71.20)   

Have you heard of the HPV vaccine?     

No idea 15 (6.00) 187 (74.80) 158.21 <0.05 

Injected 72 (28.80) 16 (6.40)   

Known but not injected 75 (30.00) 94 (37.60)   

Did you know that cervical cancer can be detected and prevented early through early screening? 

No idea 40 (16.00) 85 (34.00) 58.64 <0.05 

Know 84 (33.60) 16 (6.40)   

*HPV- human papilloma virus. 

Table 3: Reasons for not having cervical cancer screening among urban and rural women. 

Reasons Urban (%) Rural (%) χ2 P value 

Reasons for not getting screened for cervical cancer 

No symptoms, no need 34 (13.60) 10 (4.00) 83.50 <0.05 

Fear or shyness of having a gynecological examination 53 (21.20) 90 (36.00)   

I don’t trust the doctor, and I’m afraid I’ll be paid in vain 12 (14.80) 70 (28.00)   

No time to go to the hospital 19 (7.60) 98 (39.20)   

Unsupportive husband, unaccompanied 12 (4.80) 57 (22.80)   

Poor transportation and inconvenience in getting back and forth 13 (5.20) 47 (18.80)   

Fear of privacy breach 26 (10.40) 71 (28.40)   

Screening is expensive and economically problematic 29 (11.60) 103 (41.20)   

 

The education levels of urban and rural women, however, 

differed significantly (χ2=10.90, df=2, p=0.0043). While 

lower education levels were more prevalent in rural 

regions, urban women were more likely to hold a 

bachelor’s degree or above (37.2%) than rural women 

(11.6%). This suggests that residency and educational 

attainment are strongly correlated. 

The two groups’ employment statuses also varied 

significantly. While urban women were more likely to 

work in business or at home, rural women were much 

more likely to be farmers (74.8%) than their urban 

counterparts (16.8%). There was a considerable 

correlation between residence and occupational status, as 

seen by the very significant difference (χ2=67.96, df=3, 

p<0.0001). 

Significant variations were also observed in contraceptive 

practices. While rural women were more likely to report 

not taking any form of contraception (66.8%) or 

depending on the safety period (41.6%), urban women 

were more likely to use condoms (50.8%) and IUDs 

(21.2%). The choice of contraceptive method and 

residence were highly significantly correlated (χ2=101.25, 

df=4, p=5.33 × 10-21), indicating that there are significant 

differences in access to or preference for contraceptive 

methods between the two contexts. 

Urban women consistently showed much greater levels of 

awareness across all areas when comparing their 

knowledge and awareness of cervical cancer. Most urban 

respondents were aware of the HPV vaccine, had heard of 

or had experienced cervical cancer screening, understood 

the link between HPV infection and cervical cancer, and 

appreciated the significance of early diagnosis. Rural 

women, on the other hand, were less knowledgeable; 

many of them claimed to have never heard of screening 

or vaccinations. The findings that cervical cancer 

knowledge is significantly lower in rural regions were 

supported by the highly significant results of the Chi-

square tests for each category (p values ranging from 3.80 

× 10-14 to 4.42 × 10-35). 

Lastly, there were notable differences between the two 

groups in the reasons given for not getting screened for 

cervical cancer. Practical and systemic obstacles like 

expense, lack of transportation, mistrust of healthcare 

practitioners, or need for companionship were more 
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commonly mentioned by rural women. Conversely, urban 

women were more likely to blame non-participation on 

privacy concerns or a lack of symptoms. The statistical 

significance of this difference (χ2=83.50, df=7, p=2.66 x 

10-15) suggests that customized interventions need to 

target the unique challenges that each group faces. 

Overall, the results show significant differences between 

rural and urban women in terms of access to screening, 

awareness of cervical cancer, employment, education, and 

usage of contraceptives. These statistically significant 

disparities point to the necessity of focused health 

education and resource distribution, especially in 

undeserved rural areas. 

DISCUSSION 

Significant sociodemographic differences between urban 

and rural women were found in this study, especially in 

the areas of education, employment, usage of 

contraceptives, awareness of cervical cancer, and 

screening uptake. These discrepancies highlight structural 

injustices that have been extensively documented in both 

domestic and foreign studies. Our results demonstrate the 

critical need for inclusive, diverse public health 

approaches that take into consideration the particular 

difficulties faced by rural communities. 

Educational disparities and health literacy 

Rural women are far less likely to complete secondary or 

higher education because of socioeconomic and 

infrastructure impediments, and the notable difference in 

educational attainment between urban and rural women 

(p=0.0043) is in line with global trends.5 According to 

research, just 7% of young women in rural Ethiopia 

finished post-secondary education, whereas 18% did so in 

metropolitan regions.21 Health literacy, which affects 

people's capacity to make knowledgeable decisions 

regarding preventative care, including the use of 

contraceptives and cervical cancer screening, is intimately 

related to education. Therefore, improving health 

outcomes for rural women requires expanding their 

educational prospects.22  

Employment patterns and economic inequities 

According to our research, urban women were more 

likely to work in business or domestic duties, whereas 

rural women were primarily employed in agriculture 

(74.8%). This trend is consistent with data from the 

International Labour Organization (2023), which shows 

that in many low- and middle-income nations, rural 

women continue to work primarily in agriculture. In rural 

areas, women's access to healthcare treatments is severely 

hampered by economic uncertainty, time constraints, and 

occupational rigidity.23,24 Furthermore, rural women are 

disproportionately burdened with unpaid care and 

household duties, which restricts their ability to seek 

medical attention.25 Improving rural women’s access to 

healthcare requires addressing these financial obstacles. 

Contraceptive use and reproductive health 

The present study showed that women in urban areas 

were significantly more likely to use modern forms of 

contraception, such as IUDs and condoms, than women in 

rural areas. Conversely, women in rural areas were more 

likely to use conventional techniques or none at all. 

National data from Ethiopia and other sub-Saharan 

African nations, which show that urban women take 

contemporary contraceptives at higher rates, are in line 

with these findings.26 Women in rural areas were 28% 

less likely than their urban counterparts to use 

contemporary contraception, according to a 2023 analysis 

of the Ethiopian Demographic and Health Survey. This 

disparity was attributed to lower income and education 

levels.21 Geographic differences in the use of 

contraceptives highlight the necessity for targeted 

interventions that improve access to family planning 

services in rural areas. 

Cervical cancer awareness and screening practices 

The difference in cervical cancer screening participation 

and understanding between urban and rural women was 

one of the study’s most startling findings. The awareness 

of cervical cancer and associated preventative strategies 

was considerably greater among urban women (p values 

<10-14), which is in line with Tanzanian studies.8,27,28 

Cervical cancer screening program participation is much 

lower in rural areas due to a combination of cultural 

beliefs, limited awareness, and practical obstacles to 

healthcare access. Though progress is still unequal, 

especially between urban and rural areas, the World 

Health Organization (WHO) stresses the significance of 

eradicating cervical cancer by 2030 through 

immunization, screening, and treatment.8 

Barriers to screening and health service utilization 

Systemic hurdles to cervical cancer screening, including 

lack of mobility, expense, and mistrust of healthcare 

practitioners, were mentioned by rural women in this 

study. These results are consistent with studies carried out 

in Tanzania, where rural women encountered significant 

logistical obstacles when trying to obtain screening 

services.12 On the other hand, urban women were more 

likely to say that they did not participate in screening 

because they did not have symptoms or because they 

were worried about their privacy. This implies that 

whereas rural interventions should address financial and 

practical impediments to access, urban programs should 

concentrate on behavioural change communication and 

stigma reduction. These trends are consistent with 

Andersen’s behavioural model, which emphasizes how 

contextual and individual factors influence healthcare 

use.15 This model has been used in studies conducted in 

China and Ethiopia to better understand healthcare-
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seeking behaviours and to identify enabling factors such 

as income and access to services.29 

Implications for public health interventions 

The discrepancies found in this research provide 

compelling evidence for the necessity of customized 

public health initiatives that target the unique obstacles 

that urban and rural women encounter. The 

implementation of mobile screening and immunization 

clinics, community-based health education facilitated by 

reliable local leaders, the incorporation of reproductive 

health services into primary care settings, and financial 

and transportation support systems have to be the top 

priorities for rural women. Enhancing awareness, 

addressing privacy issues, and offering emotional 

assistance should be the main priorities for metropolitan 

women. These focused tactics complement global health 

programs like the WHO’s cervical cancer elimination 

strategy and the Sustainable Development Goals (SDG 3: 

Good Health and Well-Being).3 The World Bank, Gates 

Foundation, and others just pledged around $600 million. 

and UNICEF to expand vaccination, screening, and 

treatment globally highlights the importance of 

addressing disparities in access to preventive measures.30 

This study’s comparative design, thorough statistical 

analysis, and diverse study sample are among its strong 

points. The study does have several drawbacks, though. 

The cross-sectional methodology makes it difficult to 

determine causal links, and responses about delicate 

subjects like cervical cancer screening and the usage of 

contraceptives may have been skewed by self-report bias. 

Furthermore, even though the study sample was diverse, 

it’s possible that the results won’t apply to other nations 

or areas, requiring additional validation in various 

settings.  

CONCLUSION  

The findings demonstrate significant urban–rural 

disparities in cervical cancer awareness, contraceptive 

utilization, educational attainment, and access to 

healthcare services among women in Rajkot. These 

inequities underscore the need for targeted, context-

specific public health interventions aimed at enhancing 

awareness, improving health literacy, reducing structural 

and socioeconomic barriers, and strengthening 

preventive, reproductive, and screening healthcare 

services, particularly among rural populations. 

ACKNOWLEDGEMENTS 

Authors sincerely thank all the women who participated 

in this study for their valuable time and cooperation. 

Authors also acknowledge the support and guidance of 

the department of biosciences, Saurashtra University, 

Rajkot, Gujarat, India, in facilitating this research. Special 

thanks to the dissertation students for their dedicated 

efforts during data collection. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Kakooza M, Wanyenze RK, Mutyoba JN, 

Nakalembe E, Makumbi F, Semitala S, et al. Health-

seeking behaviors and barriers to cervical cancer 

screening among rural women in Uganda. BMC 

Public Health. 2021;21(1):212. 

2. WHO. Cervical cancer elimination: WHO global 

strategy for the elimination of cervical cancer by 

2030. Geneva: WHO; 2020.  

3. World Health Organization. Global strategy to 

accelerate the elimination of cervical cancer as a 

public health problem. 2020. Available from: 

https://www.who.int/publications/i/item/978924001

4107. Accessed on 2 December 2025. 

4. Sichalwe MM, Kimaro RR. Barriers and facilitators 

of cervical cancer screening among Tanzanian 

women: a systematic review. J Cervical Cancer Res. 

2025;7(1):350-8.  

5. Rosser JI, Hamisi S, Njoroge B, Huchko MJ. 

Barriers to cervical cancer screening in rural Kenya: 

Perspectives from a provider survey. J Community 

Health. 2015;40:756-61. 

6. UNESCO. Global Education Monitoring Report 

2023: Technology in education- A tool on whose 

terms? Paris: United Nations Educational, Scientific 

and Cultural Organization, 2023. Available at: 

https://www.unesco.org/gemreport/en/2023technolo

gy. Accessed on 02 December 2025. 

7. Lindahl AM, Mwaka MJM, Mutyoba JN, Wanyenze 

RK, Nakalembe E, Makumbi F, et al. Healthcare 

access and cervical cancer prevention: A 

comparative study of urban and rural populations in 

sub-Saharan Africa. Afr Health Sci. 2022;22(2):225-

33. 

8. Budu E, Okyere J, Osei MD, Seidu AA, Ahinkorah 

BO, et al. Determinants of contraceptive 

continuation among women in sub-Saharan Africa. 

BMC Women’s Health. 2023;23:447. 

9. Birhane A, Alemayehu M, Hadush Z, Medhanyie 

AA, Ahmed M, Mulugeta A. Factors influencing 

contraceptive use among women of reproductive age 

from the pastoralist communities of Afar, Ethiopia: 

a community-based cross-sectional study. Ethiop J 

Health Develop. 2018;32(Special Issue). 

10. UNFPA. My body is my own: Claiming the right to 

autonomy and self-determination. State of World 

Population 2021. 2021.  

11. Chandrika K, Naik BN, Kanungo S. Awareness on 

cancer cervix, willingness, and barriers for screening 

of cancer cervix among women: a community-based 

cross-sectional study from urban Pondicherry. 

Indian J Public Health. 2020;64(4):374-80.  

12. Moshi I. Barriers to cervical cancer screening in 

rural Tanzania. Afr Health Sci. 2020;20(4):1023-31. 



Pathak S et al. Int J Community Med Public Health. 2026 Jun;13(6):2836-2842 

                            International Journal of Community Medicine and Public Health | June 2026 | Vol 13 | Issue 6    Page 2842 

13. Sarah Maria N, Olwit C, Kaggwa MM, Nabirye RC, 

Ngabirano TD. Cervical cancer screening among 

HIV-positive women in urban Uganda: a cross-

sectional study. BMC Womens Health. 

2022;22(1):148. 

14. Sichalwe MM, Kimaro RR. Barriers and facilitators 

of cervical cancer screening among Tanzanian 

women: a systematic review. J Cervic Cancer Res. 

2025;7(1):350-8. 

15. Andersen RM. A behavioral model of families’ use 

of health services (Research Series No. 25). 

University of Chicago, Center for Health 

Administration Studies. 1986. 

16. Maganty A, Byrnes ME, Hamm M, Wasilko R, 

Sabik LM, Davies BJ, et al. Barriers to rural health 

care from the provider perspective. Rural Remote 

Health. 2023;23(2):7769. 

17. UN. Sustainable Development Goal 3: Ensure 

healthy lives and promote well-being for all at all 

ages. 2021. Available from: 

https://sdgs.un.org/goals/goal3. Accessed on 2 

December 2025.  

18. Yang Q, Chen K. A survey on the awareness level 

and screening behavior of rural women in Haikou 

area. Chinese J Fam Plann. 2021;29(5):877-80. 

19. Wang H, Xu Z, Zhao P. Analysis of current 

knowledge, attitude, and behavior of active cervical 

cancer screening among married women in Yantai 

City. Modern Prevent Med. 2019;46(6):1031-4, 58. 

20. Yilidana M, Yusupu H, Liu H, Zhang X, Maimaiti 

G, Kawuli R, et al. Survey on cervical cancer 

knowledge and its influencing factors among 2,578 

women in Shache county, Kashi, China. BMC 

Women’s Health. 2023;23:246.  

21. Ethiopian Central Statistical Agency. Ethiopian 

demographic and health survey 2023. 2023.  

22. Kadingdi A, Moyo S, Takatshana S, Zondi N, 

Ndlovu P, Maseko G, et al. Education and health 

literacy in rural settings: a systematic review. J 

Public Health. 2021;45(3):318-27. 

23. International Labour Organization. Women in 

agriculture: Rural employment trends. 2023.  

24. Narayan S, Sivapalan S. Economic barriers to 

women’s healthcare access in rural India. Glob 

Health Act. 2022;15(1):234-45. 

25. Ferguson K, Smith A. Impact of unpaid care work 

on health-seeking behaviors in rural communities. J 

Rural Health. 2023;39(2):156-63.  

26. Fentie EA, Asmamaw DB, Shewarega ES, Negash 

WD, Teklu RE, Alemu TG, et al. Socioeconomic 

inequality in modern contraceptive utilization 

among reproductive-age women in sub-Saharan 

African countries: a decomposition analysis. BMC 

Health Serv Res. 2023;23:185. 

27. Mabelele MM, Materu J, Ng’ida F, Mahande MJ. 

Knowledge towards cervical cancer prevention and 

screening practices among women who attended 

reproductive and child health clinic at Magu District 

Hospital, Lake Zone Tanzania: a cross-sectional 

study. BMC Cancer. 2018;18:565. 

28. Thangappah RBP, Senthilkumar MPA, Sureshbabu 

G, Dharmalingam P, Palanisamy A, Subramanian V, 

et al. Knowledge and awareness of cervical cancer 

prevention and HPV vaccination among medical and 

nursing students in a tertiary care hospital. Int J 

Reprod Contracept Obstet Gynecol. 

2023;12(9):2756-61. 

29. Alkhawaldeh A, ALBashtawy M, Rayan A, 

Abdalrahim A, Musa A, Eshah N, et al. Application 

and use of Andersen’s behavioral model as 

theoretical framework: a systematic literature review 

from 2012-2021. Iran J Public Health. 

2023;52(7):1346-54. 

30. Reuters. 30. Reuters. Global vaccine and screening 

investment pledge: $600 million for cervical cancer 

elimination. 2024. Available from: 

https://www.reuters.com/business/healthcare-

pharmaceuticals/world-bank-gates-un-pledge-close-

600m-end-cervical-cancer-2024-03-05/. Accessed 

on 2 December 2025. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cite this article as: Pathak S, Barvadiya G, Parmar 

R, Kundu R. Urban-rural disparities in cervical cancer 

awareness and reproductive health practices among 

women in Rajkot, India: a cross-sectional survey 

study. Int J Community Med Public Health 

2026;13:2836-42. 


