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Abstract
Background: Cervical cancer is a global public health problem with marked geographical disparity. There
are high morbidity and mortality rates in low- and middle-income countries (LMICs) associated with low
screening rates.  In 2020, in Rwanda, 3.7 million women aged 15–59 years were at risk of developing
cervical cancer. It is the most commonly diagnosed female cancer in Rwanda with an incidence rate of 42
cases per 100,000 women per year. Despite Rwanda being the �rst African country to vaccinate against
human papillomavirus (HPV) with a three-dose regimen, vaccination coverage of nearly 93 % in the target
population of girls aged < 15 years, and having an established cervical cancer screening program, recent
studies have found low screening rates. Our study sought to determine knowledge, motivators, and
barriers to cervical cancer screening.

Methods: This was a qualitative phenomenological study conducted in an urban health facility (Muhima
district hospital) and a rural health center (Nyagasambu health center) offering cervical screening
services in Rwanda. Focus group discussion (FGD) participants were women seeking these services and
other women attending the health facility for any reason, as well as female staff working in these health
centers. We also interviewed a key informant (KI) from the national organization. FGD and KI interviews
were recorded and transcribed, and the data were analyzed using thematic analysis.

Results: Thirty women were enrolled in the FGDs, with an average age of 39 years. Many FGD women
showed knowledge about cervical cancer existence and prevention methods. However, fear for pain, lack
of knowledge about screening, how and where the screening was done, and privacy concerns were
recurring subthemes. Key-informant and some FGDs participants have also mentioned a lack of health
insurance as a possible barrier for cervical cancer screening.

Conclusions: Barriers to the utilization of cervical cancer screening program in Rwanda are related to poor
information about cervical cancer and the importance of screening among women, as well non-
adherence to medical insurance schemes. Population sensitization through campaign and community
outreach activities could have a positive impact on increasing the uptake of cervical cancer screening in
Rwanda.

Background
Cancer incidence, morbidity, and mortality is still a major global public health challenge (1)(2)(3).
Particularly, cervical cancer is a deadly disease, the fourth most common cancer in women worldwide
with more than 604,127 new cases and 341,831 deaths in 2020 (1). Arbyn et al. reported that cervical
cancer is among the top three cancers affecting women < 45-year-old in 79% of 185 countries (4).
Furthermore, according to GLOBOCAN 2020, cervical cancer is the most commonly diagnosed cancer in
23 countries and the leading cause of cancer-related deaths in 36 countries (1).

The disparity in cervical cancer incidence and mortality between developed and LMICs is highlighted by
noting that 70 to 90% of cervical cancer cases and deaths occur in LMICs (4)(5)(6). Although considered



Page 3/15

a deadly disease, cervical cancer is one of the most easily managed forms of female cancers through
screening, early detection, and treatment (1)(7)(8). However, screening rates are low in LMICs, especially
in sub-Saharan Africa, compared to developed countries (9). East African countries, where Rwanda is
located, have a high number of cervical cancer cases and deaths (4)(10)(11)(12). In addition, the majority
of women at risk for cervical cancer disease who reside in rural communities in LMICs may not have
access to cervical cancer prevention programs (12); thus, only 0.4% − 14% of rural women are screened,
compared to > 20% of their urban counterparts(13).

In Rwanda, 3.7 million women aged 15–59 years, representing approximately 30% of the total population
in 2020 (14), are at risk of developing cervical cancer (10). This is the most commonly diagnosed female
cancer in Rwanda (15, 16) with a high incidence rate of 42 cases per 100,000 women per year (16). A
national program for cervical cancer prevention exists and the country has been the �rst African country
to initiate a nationwide program to prevent cervical cancer through vaccination against human
papillomavirus (HPV)(16). The program started in 2011 when girls in primary school grade six
(approximately 12 years old) were vaccinated with quadrivalent (HPV16/18/6/11) HPV vaccine (16). The
three-dose vaccination coverage was estimated at 93% of the target population (17).

Furthermore, Rwanda has introduced low-cost methods for cervical cancer screening including visual
inspection of the cervix with acetic acid (VIA) and HPV-DNA test for women aged ≥ 35 years with a repeat
screening at 7 years for those with a negative result (15). Women with positive results are followed by
colposcopy and biopsy (11).

Unfortunately, the cervical cancer screening rate had been low among Rwandan women. The reasons are
not known (15). For example, in a study by Umulisa et al. (16) done between July 2013 and May 2014
only 2.6% of screened females reported previous participation in cervical cancer screening. This study
aims to elucidate knowledge, barriers, and motivators that may affect Rwandan women in using cervical
cancer screening services, to improve the overall utilization of this program and thus contribute to the
prevention of cervical cancer.

Methods
We used a qualitative study approach to elucidate knowledge about cervical cancer, and identify barriers
and motivators for Rwandan women to use cervical cancer screening services.

Study population and settings
The study was conducted in one urban (Muhima district hospital) and one rural health facility
(Nyagasambu health center) which provided cervical cancer screening and involved women 30 to 50
years of age. These sites were selected based on the convenience method according to the locations
(urban and rural areas), and the existence of screening services.
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We held FGD at two sites; the �rst site is Muhima district hospital in Kigali city. As a hospital serving
women and children in an urban area, the hospital is committed to improving the health outcomes of
women, children, and families from its catchment area, including providing cervical cancer screening
services. The second site is Nyagasambu health center which is a primary health facility located in
Gasabo district. The center is a community-based and patient-directed organization that delivers
comprehensive, culturally competent, high-quality primary health care services. It integrates access to
pharmacy, mental health, substance use disorder, and oral health services. Its services are used by
ordinary citizens with a rural lifestyle. The FGD participants were recruited from the women who came to
these sites for cervical cancer screening and for work-related activities, and women who accompanied
patients to the sites.

We also conducted a key informant (KI) survey at the national level to verify the implementation of the
national cervical cancer program and how the system was expected to work in Rwanda. The interviewee
was the national coordinator of the program.

Data collection
In FGD, we used a pre-tested semi-structured interview guide and conducted face-to-face FGD with the
recording of the interview. The facilitators were trained on how to conduct an interview.

For the key informant survey, a pre-de�ned open-ended questionnaire was sent to the respondent who
provided recorded answers to our questions. The lockdown period and COVID-19 preventive measures did
not make possible an interview with the key informant.

Data analysis
The language used in FGD was Kinyarwanda which was the mother tongue of the participants. The
recorded sessions were translated into the English language, transcribed, and veri�ed for �delity to the
recording with two different investigators. In case of a difference in translation, these investigators made
a consensus on the �nal translation with the assistance of the principal investigator. The observations
were hand-coded and organized into themes using an inductive approach. We then detected regularities
con�rming the �ndings of prede�ned themes, which we then explored further and �nally ended up with
general conclusions.

During data analysis we followed the six steps described by Creswell (18):

Step 1: Data organization and preparation for analysis, during this step the audio recordings from
interviews were transcribed into word document transcripts then translated into English.

Step 2: Reading through the data. Three investigators compiled the overall meaning to gain a general
sense of the information and ideas that the participants provided.

Step 3: Start the coding process: To achieve this, sentences with similar meaning were colored with one
marker and annotated using # number, and rural or urban were added to each sentence to be able to
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know from which participant is coming from.

Step 4: Use the coding process to generate a description of the setting or people as well as categories or
themes for analysis. At this step, we grouped similar subthemes under one theme regarding the pre-
de�ned themes as this is a frequent practice in qualitative research related to the healthcare �eld.

Step 5: Advance how the description and themes will be represented in the qualitative narrative. We
decided to use the narrative passage to be able to transmit the point of view/feelings from our
respondents. Each narrative was annotated by the assigned # number of the respondent, her living area
(rural or urban), and her age.

Step 6: The �nal step consisted in interpreting our results by comparing our �ndings to the currently
available data about cervical cancer screening and other healthcare-related issues.

The �nal report was reanalyzed, veri�ed, and validated by all researchers.

Results
Five FGDs were conducted with 30 women (14 urban and 16 rural). In terms of the reasons for visiting the
sites, 15 came speci�cally for cervical cancer screening, while the others came for other reasons (2
women working in the cleaning company, 2 women working as accountants, 6 women were
accompanying their patients, 5 were there for other health reasons). The mean age was 39 years.

Qualitative data were classi�ed into 3 different themes: knowledge about cervical cancer, barriers to the
use or adoption of screening services, and motivation to use screening services. Each theme had
subthemes as summarized in Table 1.

Table 1
Study themes

Themes Knowledge Barriers Motivators

Sub-

themes

• Existence of
cervical cancer

• Pain, fear to know the diagnosis • Government/healthcare
providers

  • Existence of
Prevention

• Feeling exposed and discomfort • Friends/family or history
of cancer

  • Existence of
Screening

• Financial/insurance issues • Personal reason

    • Other barriers (irregular services,
long-distance)

 

 

Knowledge about cervical cancer
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Existence of cervical cancer
The existence of cervical cancer was reported in all FGD. Women in the FDG showed awareness of risk
factors, symptoms, and treatment options by the following expressions:

‘’Cervical cancer can mostly affect women in childbearing age…., or those who start having sex at an
earlier age, among symptoms I know that someone may have persistent menses’’ (#4, urban, age 45)

‘’Cervical cancer may be caused by becoming pregnant at an earlier age or by having too many babies, ‘’
(#1, urban, age 36)

‘’my friend had cervical cancer and told me that it is the most painful disease.’’ (#12, urban, age 33)

Examples of lack of knowledge about cervical cancer were expressed in statements such as:

‘’ I did not know that cervical cancer is related to having sexual intercourse, … I was thinking that it could
be a disease like the most common disease’’ (#2, urban, age 40).

Lack of knowledge can also be detected in such questions as:

Does cervical cancer have signs/symptoms that we can recognize and go for screening? (#29, rural, age
37)

Existence of cervical cancer prevention and screening
Women understood how cervical cancer is screened. Some women also knew how cervical cancer could
be prevented by using HPV vaccines, use of condoms, and limitation of the number of sex partners

‘’you can do prevention by not involving in prostitution, or by going for consultation as earlier as possible’’
(#21, rural, age 46)

‘’you can use condoms when having sexual intercourse,’’ (#7, urban, age 34)

‘’I knew, through radio and television broadcast, that screening for cervical cancer is being done but I did
not know where to go for screening.’’ (#9, urban, age 39)

Barriers to cervical cancer screening:
The major barriers identi�ed include the following:

1. Fear of pain, especially during speculum insertion and removal:

‘’I thought about going to screening many times, but I always had fear of pain, … even in the past time I
went to a screening area where the campaign for cervical cancer screening was being done but because
of fear of the pain I did not yet participate in screening’’ (#13, urban, age 40)
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‘’I always had fear of pain even though today I came for screening, I come with reluctance because of fear
for pain’’ (#6, urban, age 38)

“I thought about going for screening but once I heard that it is painful, I decided not to go (#19, rural, age
36)

‘’I know nothing about cervical cancer screening but those who went for it told me that the procedure is
painful’’. (#2, urban, age 40)

Concerning fear for the pain two women suggested that:

‘’I can suggest the use of anaesthesia during screening because the procedure is painful, even though I do
not know if it is possible to use anaesthesia’’ (#10, urban, age 39)

‘’I am afraid that the procedure is painful and I am asking myself if there is no other way of screening for
cervical cancer, for example by using imaging tool or ultrasound’’ (#17 rural, age 46)

2. Privacy concerns especially discomfort with exposure of private parts during the procedure:

‘’Let’s consider a not yet married female (a girl) with no prior experience of giving childbirth, she is very
concerned with her privacy, she may have shyness, … There is no other way of doing screening without
exposing private part of the body?’’ (#26, rural, age 58)

Another woman asked about alternative procedures that would not require exposure.

‘’Can you use other technics for screening like ultrasound or by testing through blood?’’ (#6, urban, age
38)

3. Financial issues which prevented them from screening, such as the lack of health insurance,
unaffordable consultation fees, and other medical expenses.

‘’I had a desire for screening but because of lack of health insurance, I waited until I got it’’ (#11, urban,
age 41)

4. Other barriers include the long-distance from the testing site, lack of services nearby, inadequate
information about the location of screening services, and other administrative problems such as not
having enough testing materials and confusion about screening eligibility

‘’When I reached the screening service, they told me that the screening tools were not available and they
advised me to come back at another time’’ (#23, rural, age 35)

‘’ I had a desire for cervical cancer screening for a long time but I could not know where I can get
screening services’’ (#9, urban, age 39)
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“I came for cervical cancer screening in past time but nurses told me that they can not do screening for
me because I was less than 30 years old. Now as I have reached 30 years, I am back at the health center
and am happy that now they will do a screening for me!”(#22, rural, age 30)

Another woman was afraid that she might be too old because she was 59 years old, but was reassured
by the nurse that she was eligible to be screened.

None of the women expressed religious beliefs or familial reasons as barriers to attending cancer
screening services. However, one female insisted that she would not attend cervical cancer screening
because she was a widow:

‘’Because I do not have a husband … and as are the males who bring cancer to the females… and I had my
way, I do abstinence, therefore, I think that there is no reason that I have to go for screening, but in case I
have signs/symptoms I will go for consultation’’ (#30, rural, age 46.)

Motivators for use of cervical cancer screening services

Government and healthcare providers’ role
The current study found that the main motivator cited for using screening services was from government
promotion through different channels including mobile phones, radios and television broadcasts, and
local leaders. Individual health care providers also helped.

‘’Even today I received an SMS (short message service) advertising for cervical cancer screening’’ (24,
rural, age 42)

‘’When we come for antenatal care or the health of our children, nurses sensitize us about cervical cancer
screening,’’ (#7, urban, age 34)

Friends and family members or familial history of cancer
Women whose family members or relatives or friends had previously been screened for cervical cancer or
had a history of cancer were motivated to seek screening services.

‘’I come because I had my grand sister who had cervical cancer’’ (# 25, rural, age 42)

‘’My friend had many times advised me to go for cervical cancer screening.’’(#10, urban, age 39)

‘’My daughter has cervical cancer before she did not know that it was cancer and she was seriously ill
weighing like 20 kg but after we consult different hospitals, she received treatment and she is doing well
with about more than 50 kg, she is now healthy’’. (# 26., rural, age 58)

‘’After my mother died of cervical cancer, I thought about cervical cancer screening but I did not yet come
because I did not have insurance.’’(#18, rural, age 36)

Personal reason: early treatment and quick recovery
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A few women reported that they decided to go for cervical cancer screening on their own without any
external motivators. They thought that they were increasing the recovery chances if the results were
positive.

‘’When you go for screening, if you have illness they will treat you as earlier as possible and you will be
cured. And if they �nd that you do not have cancer, they will teach you more about how to do prevention’’
(# 5, urban, age 46)

Cervical cancer screening in Rwanda: insight from the key
informant.
We identi�ed one senior o�cer from the non-communicable diseases division of Rwanda biomedical
center of the Ministry of health who served as a key informant. His views are summarized below

The current situation on cervical cancer screening
‘’The statistics show that we still have a low number of people who come for cervical cancer screening.
But the screening service is also at its earliest stage. We have now done training of health care providers
in half of the health centers countrywide. In 2013 we did a screening campaign in 5 out of 30 districts
and we did a screening of 10,000 people using HPV testing kits. In 2014 we changed our approach to
using visual inspection of the cervix with acetic acid (VIA) because of a �nancial barrier. As VIA needs
further training, we did a training until 2018.

Since 2020, besides VIA we are also using HPV DNA test for which we started with 3 districts. If a test is
positive, we do VIA and if positive we do treatment with thermo-ablation. The most challenge is the low
rate of training of health personnel because you can not avail devices without trained people to use them.
And we need to train people to be able to do the basic treatment (thermo-ablation) of VIA positive cases
at health center level’’.

Barriers to reaching the goal
Among the major barriers mentioned by the key informant were the issues of lab consumables and
reagents as screening services are not covered by health insurance companies.

‘’We are also facing the issue of consumables/reagents because screening services are not reimbursed by
health insurance companies in our country. But we are doing our best to work together with insurance
companies and explain to them why it is better to invest in screening services: they have to think about
the price of screening which is around 1000-1500RWF (1 to 1.5 USD) and the price that they will pay in
future if someone is having cervical cancer because she has not been screened. The major message is
that insurance companies must not think about the premium of the client within one year of insurance
but within 30 years later on’’.

Key factors for more success
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When queried about key factors to make screening program successful, two main important ideas were
raised:

‘’We need collaboration from lower level to high level…., Cervical cancer screening campaign approach
looks more productive/ effective than routine screening because for routine screening women are
procrastinating due to their daily work. Campaign periods target a lot of people but we use HPV DNA test
which cost 8–15 USD for one female and this cost is high as we target about 1.5 million for the entire
country to reach the World health organization (WHO)’s target of cervical cancer elimination by 2030’’.

We investigated how the number of women attending /seeking cervical cancer screening services can be
increased and if there is no problem with the referral system and we found that women have the will to
attend these services but the problem could be found elsewhere as it is stated below:

‘’The problem is not limited to females only because they are eager to come for screening especially
during community outreach strategies and females transmit the message to their neighbours/ friends.
Therefore, there is a need to avail services at their nearest health facilities and involve community health
workers (CHW) and media to increase the awareness of cancer existence, prevention, and screening
program. We must also increase the number of trained health care providers, number of community
outreach activities because, during this period, females attend the screening services with a reduction of
cost and do all possible to attend the screening.

Discussion
In this qualitative study, most women in the focus groups had some knowledge about cervical cancer and
the screening methods used. We can speculate that the high rate of awareness about cervical cancer may
be associated with health promotion efforts using SMS, telecommunication, and radio station broadcast,
which were mentioned many times during the focus group discussions.

Fear of pain, concern about lack of privacy, and �nancial costs were 3 major barriers cited for not coming
forward for cervical cancer screening. Fear of pain, which can also be coupled with shyness or
uncertainty for privacy has been previously reported in Africa, especially Tanzania which is a
neighbouring country of Rwanda (19)(20). As there is increasing evidence of the effectiveness and
acceptability of self-sampling in cervical cancer screening and diagnostic testing of diseases of the
female genital tract (21)(19) this might be a remedy for both the concern of lack of privacy and pain as
barriers for attending cervical cancer screening. The inability to cover the expenses of cervical cancer
screening in rural African settings was reported as a major �nding in the systematic literature review by
Rahman et al. (20). In our study, participants reported that health insurance did not cover some of the
costs related to screening services. Other women noted that they waited until they had health insurance
before attendance at screening services.

While someone may expect familial and religious reasons to be among barriers (20), in our study none of
the women raised them. Long-distance as a barrier has been reported by other authors; hence community
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outreach and or use of community health workers may be needed to address this problem. We suggest
involving community health workers because they are playing a considerable role in the healthcare
system in Rwanda (22) and have been used in different roles for cervical cancer screening elsewhere
(23).

Community outreach activities were mentioned by some women as the source of information about
cervical cancer and by the key informant as one way of increasing coverage for cancer screening. We,
therefore, think that community outreach aiming at sensitization, teaching, and screening for cervical
cancer should be considered as a remedy for both long-distance, lack of information, and procrastination.
Additionally, community outreach has been found to increase the cervical cancer screening rate in the
United States of America (24)(25).

Limitation
Our study has some limitations, which further research may be able to address. First of all, the majority of
our respondents came from the ones who had access to health services. We did not go out to women in
the community in either urban or rural settings. Future research might involve the women who are using
herbal medicine or religious approach to keep themselves safe. In addition, poverty is well known to
interfere with healthcare-seeking behaviour (26–28) and we only interviewed women who had come to a
health facility.

Conclusion
This study has found fear for pain, privacy concerns, and cost as major barriers for not coming for
cervical cancer screening. Additionally, lack of information and misinformation may be contributing to
the low rate of participation in this program. On the other hand, the use of government sensitization
campaigns, health workers’ recommendations, and community outreach activities could have a positive
impact on increasing the uptake of cervical cancer screening.
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