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ABSTRACT
Objective Cervical cancer in Cameroon ranks as the second 
most frequent cancer among women and the leading cause 
of cancer- related deaths, mainly due to the lack of prevention. 
Our principal objective was to explore potential barriers to an 
human papillomavirus (HPV)- based cervical cancer screening 
from a healthcare provider (HCP) perspective in a low- income 
context. Second, we aimed to explore the acceptability of a 
single- visit approach using HPV self- sampling.
Settings The study took place in the District hospital of 
Dschang, Cameroon.
Participants Focus groups (FGs) involved HCPs working 
in the area of Dschang and Mbouda.
Primary and secondary outcome measures All FGs 
were audiorecorded, transcribed and coded independently 
by two researchers using the  ATLAS. ti software. A 
qualitative methodology was used to capture insights 
related to the way people perceive their surroundings. 
Discussion topics focused on perceived barriers, 
suggestions to improve cervical cancer screening uptake, 
and acceptability.
Results A total of 16 HCPs were interviewed between July 
and August 2019. The identified barriers were (1) lack of 
basic knowledge on cervical cancer among most women and 
men and (2) lack of awareness of the role and existence of 
a screening programme to prevent it. Screening for cervical 
cancer prevention using HPV self- sampling was considered 
as an acceptable approach for patients according to HCPs. 
Traditional chiefs were identified as key entry points to raise 
awareness because they were perceived as essential to reach 
not only women, but also their male partners.
Conclusions Awareness campaigns about cervical 
cancer, its prevention and the availability of the screening 
programmes are crucial. Furthermore, involving male 
partners, as well as key community leaders or institutions 
was identified as a key strategy to encourage participation 
in the cervical cancer screening programme.
Trial registration Ethical Cantonal Board of Geneva, 
Switzerland (CCER, N°2017-0110 and CER- amendment n°2) 
and Cameroonian National Ethics Committee for Human Health 
Research (N°2018/07/1083/CE/CNERSH/SP).

INTRODUCTION
According to the WHO, 570 000 cervical 
cancer cases were diagnosed worldwide 
and 311 000 deaths were registered in 2018, 

most of them occurring in low- income and 
middle- income countries (LMICs).1 In sub- 
Saharan Africa, cervical cancer is the second 
leading cause of cancer among women and 
the leading cause of deaths.2 In Cameroon, 
a total of 2356 new cases were diagnosed in 
2018 and 1546 deaths were documented, with 
cervical cancer being the leading cause of 
cancer- related deaths among women.2 There-
fore, cervical cancer is a major public health 
concern in Cameroon.

In high- income countries (HICs) organised 
screening programmes with high coverage 
rates have shown a significant reduction in 
the number of new cases and mortality rates.3 
As a result, there is an important difference 
in the incidence of and mortality rates from 
cervical cancer between LMICs and HICs. 
Thus, prevention strategies are important to 
reduce the gap in health inequalities between 
LMICs and HICs.4

In 2018, the WHO Director- General called 
all countries to take action to eliminate cervical 
cancer worldwide. To reach this goal, every 
country must achieve the following global 
targets by 20301: (1) increase vaccination 

Strengths and limitations of this study

 ► A strength of this study was its qualitative approach, 
with the aim to explore cervical cancer screening 
barriers in Cameroon from the perspective of health-
care providers (HCPs).

 ► Second, it was conducted on- site with participation 
of HCPs with different educational backgrounds.

 ► As focus groups (FGs) were conducted by a 
Cameroonian anthropologist, interviewer bias was 
intended to be minimised but cannot be excluded 
due to his higher education and gender.

 ► A limitation of the study was the methodology of the 
FGs which covered a range of topics considered im-
portant by the participants, and results might not be 
applicable to the general population.
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coverage against human papillomavirus (HPV), (2) 
increase screening coverage using HPV testing5 and, (3) 
offer appropriate management for women with an inva-
sive cervical cancer.

To reach the second goal, HPV- based screening has 
been suggested that can be performed by women them-
selves. HPV self- sampling is an innovative approach for 
cervical cancer prevention, requiring minimal human 
resources, and sampling kits can be offered anywhere 
(villages, markets, public squares or homes) increasing 
reach to vulnerable and underserved populations. 
Previous studies have demonstrated that, following 
efficient education and clear instructions, it is a highly 
acceptable and well- received method for most females 
eligible for screening and healthcare providers (HCPs).6

HPV self- sampling provides a unique opportunity to 
reduce cervical cancer mortality in women and diminish 
the inequalities in access to cervical cancer prevention 
services. Since 2018, a partnership between University 
Hospitals of Geneva (Switzerland), University Hospital 
of Yaoundé (Cameroon) and the University of Dschang 
(Cameroon) introduced a 5- year programme (2018–2023) 
based on primary self- sampling for HPV screening. This 
strategy is based on a ‘1 day visit’ termed the 3T- approach 
(for Testing, Triage and Treatment). Community- based 
sensitisation campaigns targeted a population of women 
aged between 30 and 49 years old for cervical cancer 
screening based on the 3T- approach at the Dschang 
District Hospital. HPV self- samples were analysed using 
a point- of- care test (Xpert HPV assay) followed by VIA/
VILI triage if HPV positive and treatment if required.6

However, approaches to scaling up these interventions 
in rural settings may differ7 and its introduction requires 
preparatory work before implementation. To better reach 
the target population, cultural, social, societal and finan-
cial barriers, as well as other circumstances that may affect 
the acceptance and uptake of cervical cancer screening, 
should be identified. Therefore, the first aim of our 
study was to identify barriers to cervical cancer screening 
from the HCPs’ perspective, as they influence women’s 
prevention behaviour.8 9 The second aim was to identify 
facilitators and explore acceptability and perception of a 
single- visit approach.

METHODS
Study site
The qualitative data were collected between July and 
August 2019 in the district of Dschang, a city located in the 
West of Cameroon, 4 hours from Doula and 5 hours from 
Yaoundé (figure 1). The Dschang city and surrounding 
areas have an estimated population of approximately 63 
838 inhabitants.10 The present study is part of a large trial 
termed ‘3T- approach’ implemented with the support of 
the Ministry of Health in September 2018 for a 5- year 
period expecting to include 6000 female participants.

Study setting and design
A qualitative methodology using focus groups (FGs) 
was chosen to capture insights related to the way people 
perceive and interpret their surroundings.11 12 A semi-
structured questionnaire, inspired by a previous study 

Figure 1 Map of Cameroon and of the districts of health: location of study site.
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conducted in Uganda,12 was used to lead the conversa-
tion.13 Discussion topics focused on (1) perceived barriers, 
(2) suggestions to improve cervical cancer screening 
uptake and (3) acceptability of the 3T- approach. The 
interview guide was pretested and adapted in Geneva 
prior to the study in Cameroon, addressing factors such 
as comprehensibility and time. The FGs took place in a 
private room in the District Hospital of Dschang and were 
conducted in French, by a Cameroonian anthropologist 
(NA).

Recruitment and sampling
The study used a systematic, non- probabilistic sampling 
approach. According to the standards of qualitative meth-
odology, we applied the principle of saturation. HCPs were 
invited to participate in the small FGs from the District 
Hospital of Dschang, where the screening programme 
was based, from the community setting, where cervical 
cancer screening is promoted, and from the Mbouda 
District Hospital, which frequently refers women to the 
screening site. They were either working as medical or 
as community healthcare workers. An information docu-
ment and a consent form were distributed prior to the 
FGs and only those who provided written consent were 
included in the study.

Patient and public involvement
Only HCPs were involved.

Data analysis
All FGs were recorded, anonymised and fully transcribed. 
Transcripts were systematically coded with a thematic 
approach, using  ATLAS. ti CAQDAS. Most codes were 
a priori defined based on the main research questions. 
Further codes emerged over the coding process itself 
after initial reading of the transcripts. Codes were aggre-
gated in overarching themes. Main topics and barriers to 
access screening that were identified in all the FGs were 
analysed and classified. Coding was conducted by two 
coresearchers separately and compared afterwards.

Barriers perception
Identified barriers were classified according to the concep-
tual framework of Thaddeus and Maine of the three- delay 
model.7 According to their concept, increasing the avail-
ability of services (for instance by building more facili-
ties or expanding health programmes) does not always 
increase the use of services. Thaddeus and Maine argue 
that the decision to seek healthcare can be classified 
into three types of delays: first, the delay in the decision 
to seek care, including the role of the woman in the 
decision- making process but also structural factors such 
as distance from the health facility. Second, the delay to 
reach adequate care at the health facility mostly due to 
costs of transportation and poor road conditions. Third, 
the delay to receive adequate care once at the facility, 
due to availability of materials or staff. Even though the 
model was applied originally in the context of maternal 

mortality, it is adaptable to multiple health situations in 
order to identify key obstacles and how to address them.

RESULTS
Setting
Between mid- July and mid- August 2019, four FGs with 
a total of 16 participants (12 women and 4 men) were 
conducted in the District Hospital of Dschang. The FGs 
lasted about 60–75 min. All invited HCPs participated in 
the study. The majority were professionals working in 
hospitals, but community healthcare workers were also 
included, as they were doing outreach for the cervical 
cancer screening programme. Thirteen HCPs were from 
the Dschang district and three from the Mbouda district, 
who frequently sent women to Dschang for screening. 
Participants of two FGs had received specific training on 
cervical cancer prevention, while the two other FGs were 
not specialised. Among the female participants 75% had 
themselves been screened for HPV.

Sociodemographic characteristics of the participants
The 16 participants were all HCPs with an average of 15 
years work experience in healthcare. Most of them (44%) 
were midwives, married (75%) and on average 41 years old 
(range 28–62 years). Education level was high; more than 
three quarters had completed at least secondary educa-
tion and nearly half had obtained a university degree. In 
one FG (FG with community healthcare workers), the 
level of education was lower. Further details can be found 
in table 1.

Barriers to cervical cancer screening
Barriers to cervical cancer screening emerged in different 
areas and were classified according to the conceptual 
framework of the three- delay model.7

Phase I: delay in the decision to seek screening
According to Thaddeus and Maine, the healthcare seeking 
process starts with the decision to seek care and various 
factors will shape the decision of women to get screened. 
According to this model, barriers most commonly studied 
in the first delay are distance, cost, quality of care and 
sociocultural factors.7 Those barriers also emerged in our 
study, which revealed the first delay as the most important 
one.

Costs
The financial cost of receiving care has been extensively 
studied in the literature.7 Costs can include transportation 
costs, but also costs for physicians, facility fees, the cost of 
medications and other supplies.14 Previous studies have 
noted that costs and distance are often closely linked as 
longer distance to reach a facility results in higher cost.14 
Cost of transportation was indeed frequently mentioned 
by the HCPs from Mbouda district, from which patients 
need to travel to the District hHospital of Dschang to get 
screened.
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They [the women] will come [to Dschang] because it is free. 
But when they think there will be no cost for them and finally 
they do have to pay transport themselves, it might prevent 
them from going. (Female hospital staff)

Furthermore, opportunity costs were recognised as an 
important barrier causing a delay to seek care. Profes-
sionals noted that getting screened was not a priority for 
women because of lack of time. Getting to the screening 
centre, attending the information sessions while waiting 
for screening services, was mentioned as important time 
lost for daily duties that still need to be performed.

For those women, they first focus on the daily issues such as 
farming, or how to get food for their children. They only get 
free time to get to town on the day of the market and this is 
when most come to the center. (Male community health-
care worker)

However, besides the financial constraints, several HCPs 
noticed mistrust and ambivalence regarding the fact that 
the screening programme is free of charge:

There are two sides with a program free of charge because 
some people think that when it is free it means that it is 
something useless. Because when something is be important 
it cannot be for free. (Female hospital staff)

Distance to the facility
Distance plays an important role as a disincentive to seek 
care and increases the disparity between people living 
in rural versus urban areas.15 16 This barrier influences 
women’s decision process in seeking care, but also the 
time she needs to reach the facility, therefore also affecting 
delay of phase II. Several HCPs recognised distance as an 
important barrier to attending cervical cancer screening, 
as an HCP explained:

But the problem is that they [the women] are going to say: 
I do not have transportation means to arrive from so far. I 
prefer staying at home because of transport. (Female hos-
pital staff).

Illness factors and education
The decision to seek healthcare depends on the patient’s 
recognition of the disease, but also on its perceived 
severity requiring medical treatment.7 17 Nearly all HCPs 
mentioned a profound lack of awareness on cervical 
cancer and its symptoms among women, which inhibits 
the recognition of cervical cancer and the perceived need 
of screening. A female community healthcare worker 
illustrated:

The issue is that information doesn’t come through. They 
[the women] didn’t know what was happening. They did 
not know that such things existed. (Female community 
healthcare worker).

Importantly, nearly all FG participants mentioned that 
the lack of awareness was more prevalent among women 
living in rural areas, where formal educational levels were 
lower. The link between lack of knowledge and education 
has been frequently mentioned in previous studies15 16 
and was confirmed in the current one. One female HCP 
of the Dschang District Hospital stated:

And for many of them, even when you try to inform them, 
you realise how important the level of education is. They un-
derstand today but they will forget tomorrow. Or maybe they 
tell you that they understand and they don’t truly. (Female 
HCP)

As a consequence, HCPs mentioned the importance 
of using appropriate wording that is easy to understand 
and will not frighten the patients. For example, the 
wording seropositivity is not appropriate in the area of 
HPV testing. However, community workers who are influ-
enced by other campaigns, such as HIV testing, have been 
using it. As the word ‘seropositivity’ is closely linked to the 
HIV status, HCPs suggested to use other terms in case of a 
positive HPV infection.

Seropositive or seronegative is not appropriate. This wording 
should not be used in our language. (Male community 
worker)

However, even if women had basic knowledge, two addi-
tional factors for not accessing screening were reported. 
First, misconceptions about symptoms, transmission or 

Table 1 Sociodemographic characteristics of participants

Number of participants 16

  Women 12 (75%)

  Men 4 (25%)

Age (years)

  Mean 41.7

  Range 28–62

Marital status

  Married 12 (75%)

  In relationship 0 (0)

  Single 4 (25%)

  Divorced or widowed 0

Education

  Never attended school 0 (0%)

  Finished primary education 2 (12%)

  Finished secondary education 6 (38%)

  Bachelor’s degree or higher 7 (44%)

  No answer 1 (6%)

Professional experience

  Mean (in years) range from 2 to 33 
years

15.4

Profession

  Nurse 3 (19%)

  Midwife 7 (44%)

  Community healthcare worker 5 (31%)

  Other 1 (6%)
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risk factors, but also fear of the severity of the disease. 
One of the female FG participants illustrated misconcep-
tions around cervical cancer as women did not experi-
ence signs or symptoms for cervical cancer:

They will tell you : I am not sick ! There is nothing there. 
(Female hospital staff).

Second, fear towards results was frequently observed 
especially by the community health workers who tried 
to motivate women to attend screening. Some women 
may give up on being tested because they think a positive 
result might be a synonym to death.

It is fear. Women are afraid of a potentially positive test 
result, because they wonder how they are going to make it. 
There is fear. Fear is the barrier. (…) (Male community 
health worker)

Perceived quality of care
Perceived quality of care and previous experiences with 
the healthcare system influences the decision of prospec-
tive patients. Important factors highlighted include 
satisfaction or dissatisfaction with previous treatment or 
screening, friendliness and communication of hospital 
staff and experience with administrative procedures.7 18 19 
Even if HCPs noted that most of the women were pleased 
with the screening and treatment procedures of the 
cervical cancer programme, HCPs recognised that some 
patients perceived structural factors (such as waiting 
times or administrative procedures) as a barrier. One 
HCP from Dschang noted:

And some patients told us that it takes a lot of time. For them 
it should be a 10 minute thing. But they enter, they stay 
one hour at the informative causerie (Informative causerie 
refers to the informative talk that is given to women to give 
information on cervical cancer prior to screening.) then they 
register, they do the sampling and they wait for the results! 
(…). This prevents them from coming. (Female hospital 
staff)

Additionally, the study revealed that administrative 
procedures could be improved in respect to testing results 
and respect of privacy. As a male HCP explained:

There is…there is as well the result. When a group of women 
arrive and we give them the results, we will tell one of them 
to wait…when we tell her to wait it will draw attention from 
the others. If the first ones are gone and this one need to wait 
it means…it means that there is a problem (…) and because 
the other women knew (…) As soon as she is back at home 
there will be some gossip. People will say that she had to stay. 
(Male hospital staff)

Lastly, several HCPs admitted that contact with patients 
could be improved. They recognised the importance of 
making the patient feel comfortable as well as the need to 
address the psychological dimensions of screening such 
as the fear of the outcome.

Making the patient feel comfortable is important as 
well…sometimes we do not manage to welcome patients as 
we should. (Female HCP)

Phase II: delay reaching the screening centr
As mentioned previously, the accessibility of services plays 
a role in influencing the decision to go to the screening 
centre. Thaddeus and Maine determine the time spent 
in reaching a facility as an important second delay, which 
is very common, particularly in rural areas.7 HCPs partic-
ipating in the FGs mentioned two important barriers for 
women to attend the cervical cancer programme. The 
first one was the financial cost, which has already been 
illustrated in the first delay. The second equally important 
barrier was the distribution of facilities. Reaching 
screening facilities has been linked not only to a lack 
of transportation, conditions of roads, but also to the 
distribution of health facilities. The only facility offering 
cervical cancer screening in Western Cameroon is the 
District Hospital of Dschang. Therefore, women in rural 
areas face a double burden in respect to healthcare: costs 
and difficulty to reach the facility. Additionally, commu-
nity healthcare workers faced difficulties to reach villages 
contributing to the lack of knowledge mentioned under 
the first delay. Therefore, FG participants suggested that 
motorcycles could be a feasible solution either to educate 
women and their families about cervical cancer screening 
or to provide mobile screening facilities.

If we had access to a motocycle, …we could go a little fur-
ther in the villages. Because we musn’t forget that sometimes 
you’re ready but you are not able to travel, to travel further… 
(Community healthcare worker)

Phase III: receiving adequate and appropriate screening and 
treatment
The third delay includes factors related to the healthcare 
at the facility such as shortage of supplies, equipment 
or trained personnel and competence of the available 
personnel. None of the HCPs mentioned factors related 
to shortage of supplies, equipment or staff, but they 
perceived that referral systems inside the medical commu-
nity were still inadequate. One female HCP working at 
the Dschang screening site explained:

Honestly doctors here, they are too distant. … I can count 
maybe only two that have stopped by to see what we are do-
ing here [at the screening facility] since we have started. 
(Female HCP)

HCPs perceived a lack of cervical cancer awareness and 
interest even in the medical community and wondered 
if doctors had enough knowledge on when and how to 
refer women.

Furthermore, the study explored HCPs’ perception of 
the single- visit approach using HPV self- sampling testing. 
Overall, the concept to be tested and treated on the same 
day was very well regarded by the HCPs. This point was 
consistent among the various FGs.
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There are many advantages because everything is already 
there. The woman will not need to travel to receive treatment. 
(Female HCP)

Furthermore, lower loss to follow- up rates due to 
reduced travel costs was seen as an advantage. However, 
several HCPs noted that women were sceptical regarding 
the procedure of the HPV self- sampling. A female HCP 
stated:

I do not think that they trust themselves [ perfoming the 
test]. They are already worried that they are doing the test 
themselves. […] Sometimes the HPV self- sampling is done 
well but they will ask you to do it again to be psychologically 
reassured. (Female HCP)

Facilitators of cervical cancer screening
As lack of cervical cancer knowledge was perceived by all 
FG participants as one of the main barriers. FG partici-
pants highlighted the need to increase awareness about 
cervical cancer symptoms, treatment options and preven-
tion strategies by mentioning the available screening 
programme. As such, churches or ‘traditional chiefs’ 
were identified as key actors. While churches already 
inform attendees about cervical cancer and the possi-
bility of screening, involvement of the ‘traditional chiefs 
(traditional chiefdoms are entities of various size and 
importance which were former micro precolonial states. 
They are organised around the emblematic figure of 
the chief which have a role both political and spiritual. 
He has a mediator role between world of the livings 
and of the ancestors.20 They are physical entities where 
various meeting are held as they have a political, social 
and cultural role.)’ was seen as crucial to gain access to 
meetings organised in the ‘cheffery’. Furthermore, as 
the ‘traditional chiefs’ have enormous influence, their 
support was seen as very helpful in reducing barriers 
to cervical cancer screening, but also in involving men 
in the cervical cancer screening programmes. As most 
women need their husband’s permission for screening, 
informing men about cervical cancer screening by the 
‘traditional chiefs’ was seen as an important facilitator in 
encouraging women to attend the screening.

DISCUSSION
The current study is to our knowledge the first conducted 
in Cameroon aiming to understand women’s potential 
barriers to a cervical cancer screening programme from a 
qualitative perspective.

Barriers were organised around the three- delay model 
and most barriers were identified in phase I (delay in 
the decision to seek screening).7 Those identified were 
mainly around the four themes: (1) health literacy, (2) 
distance to the screening centre, (3) financial constraints 
and (4) perceived quality of care. The results were concor-
dant with previous international literature. The following 
discussion concentrates especially on barriers which can 
be directly addressed by the cervical cancer screening 

programme. Factors on the macro level, which are depen-
dent on governmental decisions and policies (such as the 
distribution of healthcare facilities addressing the existing 
barrier of distance (theme 2)), will not be addressed.

One of the most important barriers identified in our 
study was health literacy (theme 1). Health literacy has 
been defined by the WHO as ‘the cognitive and social skills 
which determine the motivation and ability of individuals 
to gain access to, understand and use information in ways 
which promote and maintain good health’.21 According 
to the results of our FGs, the lack of health literacy was 
noted particularly in rural areas where education was 
lower and additional barriers due to financial constraints 
were higher. Kim and Han reported that increasing 
woman’s health literacy might be the first step towards 
promoting cervical cancer screening programmes.22

From a public health perspective, raising awareness 
through the use of mass media, such as radio and television, 
can improve uptake.12 23 However, HCPs in our study mainly 
highlighted the importance of tailored cervical cancer aware-
ness campaigns that are adapted to the heterogenous levels 
of education as well as using local languages. Furthermore, 
involving community healthcare workers, who are familiar 
with the local conditions, frequent misconceptions and fatal-
istic concepts in the community, was mentioned as crucial. 
This is in concordance with Thaddeus and Maine,7 who 
reported that women’s recognition of illness and their percep-
tion of its severity are important influences on their decision 
to seek care. Promoting tailored educational campaigns 
respecting different levels of cervical cancer literacy might 
increase attendance of cervical cancer screening.22 24

Traditional chiefs were identified as important entry 
points to raise cervical cancer awareness, because they 
were perceived as essential to reach not only women, but 
also their male partners. Men play a significant role in 
the healthcare decisions and health- seeking behaviour of 
women and they are found to lack awareness and basic 
knowledge with respect to cervical cancer.25 26 Involving 
traditional leaders emerged as one of the key facilita-
tors. Leveraging the governance system of chiefs could 
promote access to cervical cancer prevention services, 
including rural women who are especially difficult to 
reach. While few studies have investigated these actors to 
date, a recent study by Kapambwe and colleagues showed 
that the influence of traditional chiefs facilitated access 
to cervical cancer prevention services in rural Zambia.27

Financial constraints (theme 3) were another 
important barrier described by nearly all participants. 
Costs included opportunistic costs while attending 
the screening, but also costs for transportation which 
increased with distance. Distance from a health centre is 
a major disincentive in the decision to seek care causing 
disparity between rural and local areas and has been 
mentioned frequently in the literature.7 As such, the 
single- visit approach minimises this barrier by screening 
and treating precancerous lesions on the same day. HCPs 
suggested organising mobile screening. Offering early 
detection services through mobile units has been shown 
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to be a practical way to increase physical and economic 
access to screening.28

The last barrier influencing women’s decision to seek 
care was the perceived quality of care (theme 4). In 
contrast to previous studies,7–12 participants in our FGs 
mentioned an interesting aspect towards the programme 
free of charge. While HCPs valued the screening option 
offered free of charge (intended to decrease barriers), 
FG participants explained that several patients ques-
tioned the quality of the care and the intentions of the 
cervical cancer screening programme due to the fact that 
it is offered free. Therefore, HCPs highlighted the impor-
tance to disclose more information about the financing 
of the programme in order to increase its acceptance.

Furthermore, long administrative procedures, struc-
tural challenges leading to a lack of confidentiality and 
insufficient friendliness of HCPs were mentioned as 
important factors influencing patients’ satisfaction, as 
well as disincentive for peers or family through word of 
mouth. A study conducted in Malawi showed that patient 
satisfaction is of utmost importance and was higher when 
women had an appointment or benefited from shorter 
waiting time.29 Furthermore, the importance of appro-
priate communication skills has been highlighted in a 
recent review.30 As a consequence, addressing these iden-
tified structural challenges might have a direct benefit to 
the programme acceptance.

Even if most barriers were mentioned in the first delay, the 
study revealed that concerns of the HPV self- sampling persist 
among patients. While the single- visit approach was acknowl-
edged positively, nearly all HCPs mentioned that most women 
did not trust self- sampling for HPV and preferred physician 
sampling. Similar concerns have been found in other studies 
in low- resource settings, but also in HICs, in which women 
expressed the fear of doing the test wrong, and then getting 
wrong results.23 31 A study already conducted in Dschang in 
201332 showed similar results. Therefore, our study highlights 
the need not only to educate women about HPV, cervical 
cancer and its prevention but also to reassure them about the 
accuracy of HPV self- sampling. The role of HCPs is central to 
help women build confidence and trust in themselves as well 
as in the HPV self- sampling. A reinforced trust in HPV self- 
sampling could be a real asset in maximising geographical 
coverage of screening as distance was seen as a major barrier.

The study had strengths and limitations. A strength of this 
study was its qualitative approach with the aim to explore 
cervical cancer screening barriers in Cameroon from the 
perspectives of HCPs. Second, it was conducted on- site with 
participation of HCPs having different educational back-
grounds. A limitation of the study was the methodology of 
FGs which covered a range of topics considered important 
and chosen by the participants. Therefore results might not 
be applicable to the general population as another group 
may have covered others topics. Also, the methodology 
of the FG design might have prevented some participants 
from expressing their honest opinion. However, to limit 
this influence, small FGs with participants from the same 
educational background were chosen. Moreover, as FGs were 

conducted by a Cameroonian anthropologist, interviewer 
bias was intended to be minimised but cannot be excluded 
due to his higher education and gender. Finally, this study 
has been based on the HCPs’ perspective. We would need to 
further evaluate our results directly with women eligible for 
screening. Currently a second qualitative study with patients 
is being planned, based on current results, in order to resolve 
this limitation.

CONCLUSION
Understanding barriers associated with underutilisation of 
cervical cancer screening is key to increasing overall screening 
uptake. The perspective of HCPs can be leveraged to improve 
screening programmes as their global view and experience 
reveal major findings. Although qualitative results cannot 
be generalised, we believe that our results are confirmed 
by the national and international literature.12–19 21 22 There-
fore, reducing those barriers may improve cervical cancer 
screening programmes at the personal and institutional 
level. Key strategies to address some of the most important 
barriers identified in our study should focus on improving 
health literacy (including the empowerment with respect to 
HPV self- sampling), involving influential community leaders 
or institutions (such as churches or traditional chiefs) and 
finally addressing administrative procedures including HCP’s 
communication skills.
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