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Abstract
Background In 2012, more than half a million women (528,000) were diagnosed with cervical cancer around 
the world. More than 80% of cervical cancer occurs in developing nations, such as Malawi, where estimates of the 
disease’s burden show an incidence of 75.9 per 100,000 women and a mortality rate of 49.8 per 100,000 women (both 
age-adjusted). Despite its case fatality rate, cervical cancer can be avoided through immunization, early detection 
and screening. Malawi however, has low immunization and screening rates with coverage as low as 9% and 15%, 
respectively. Here our aim is to uncover factors that contribute to low utilization of cervical cancer screening services 
among women in Lilongwe, a large urban center.

Methods This was a qualitative cross-sectional study. Participants were chosen at random from a big metropolitan 
health center. In-depth interviews and two observations were undertaken by the researchers. Interviews were taped, 
transcribed verbatim, and content assessed.

Results A total of 24 women and 5 health workers, with an average age of 34.8 years, were questioned. 50% of 
women had completed secondary school, 33.3% had completed primary school, and 4% had completed no formal 
education. The majority of the women were housewives and entrepreneurs. 62.5% of the respondents had fewer 
than four children, 25% had four to six children, and 8.3% had more than six children. 91 − 6% of those surveyed were 
married, with 78% of Christians and 20% of Muslims. The majority of women were unaware of the importance of 
cervical cancer screening. Some people were concerned about marital troubles, pain during the process, “laziness,“ 
and the amount of time necessary. The majority of people would come for a test as a result of signs and symptoms. 
Male health personnel would be unable to screen Muslim women. All of the medical personnel had at least two years 
of experience. Women’s low involvement in cervical cancer screening has been linked by health workers to a lack of 
resources and a lack of community awareness.

Conclusion Cervical cancer can be prevented by early detection and treatment. Women, on the other hand, are 
uninformed about cervical cancer. Myths, misconceptions, cultural and religious beliefs, as well as service restrictions 
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Background
Most women in low-resource countries are motivated to 
seek medical treatment when they experience symptoms 
of cervical cancer, which frequently indicate that the ill-
ness has progressed to an advanced stage [1]. Interven-
tions are suboptimal at this point, and outcomes are 
dismal. In low-resource settings, visual inspection with 
acetic acid (VIA) was implemented to detect precancer-
ous alterations before invasive cervical cancer occurs [2], 
allowing for successful treatment. Despite VIA program-
ming, many women with advanced cervical cancer still 
present to referral centers with limited treatment options 
[1].

Persistent infection with the human papillomavirus 
(HPV), particularly strains 16 and 18, causes cervical 
cancer [3]. Men can also be infected with the virus [3, 
4]. It is one of the most common cancers in women, with 
estimates indicating that over a million women globally 
have the disease, with the majority of them lacking access 
to diagnostic and treatment services [3]. According to 
projections based on prediction modelling, 604,127 new 
cases of cancer will be identified worldwide in 2020, with 
341,831 women dying from the disease [5]. Even in well-
resourced health systems, social and demographic factors 
can be impediments to cervical cancer screening. In the 
United States, for example, the healthcare system and 
socioeconomic demographic variables impeded access to 
cervical cancer screening programs [6].

Cervical cancer is considered to be the most com-
mon malignancy among women in Sub-Saharan Africa, 
with 34.8% of new cases and 22.5% mortality per 100 000 
women [7, 8]. In African countries, this amounts to an 
estimated 119,284 instances of cervical cancer each year, 
with 81,687 fatalities [9]. According to estimates, devel-
oping nations, especially Sub-Saharan Africa, account for 
83% of all new cervical cancer cases each year and 85% of 
all cervical cancer deaths [8]. Unfortunately, in develop-
ing countries, there are numerous impediments to early 
detection and adequate treatment of cervical cancer [10]. 
90% of cervical cancer deaths are thought to be owing to 
a lack of access to prevention and treatment [11], human 
and material resources, diagnostic tests or equipment, 
and treatment facilities are among the factors highlighted 
[10].

Cervical cancer is the most frequent cancer among 
Malawian women of reproductive age, with the highest 
incidence among women aged 40 years [12] and an age-
standardized incidence of 72.9 per 100,000 in 2018 [12]. 
Cervical cancer is responsible for just under half of all 

cancer cases [12], with an 80% fatality rate [2]. Malawi’s 
population of at-risk women is predicted to be 4.50 mil-
lion women aged 15 and up [2]. According to estimates, 
3684 Malawian women are diagnosed with cervical can-
cer per year, with 2314 dying as a result [2]. According to 
a local survey, cervical cancer was the top cause of mor-
tality among the five most common kinds of cancer, with 
a mean survival time of roughly 9 months [14].

Cervical cancer screening improves treatment out-
comes by ensuring early diagnosis of malignancy [15–17]. 
In 1999, Malawi launched a cervical cancer prevention 
program [2]. Currently, VIA is used to screen for cer-
vical cancer in 81 of 328 health clinics across 29 health 
districts [12]. Despite this, screening rates in the country 
are poor, and many women who are referred to the cen-
tral hospital have the advanced disease [1]. This has been 
ascribed to a lack of awareness, a poor perception of sus-
ceptibility, and low perception of advantages, with signs 
of cervical cancer serving as triggers to action [2]. Anxi-
ety, inadequate service delivery, and cultural and religious 
views were also mentioned as impediments [15–17].

In this case, we wanted to figure out what the current 
client and service health hurdles are to screening uptake 
in low-income urban areas.

Methods
Study design and population
This was a qualitative cross-sectional study conducted 
at Bwaila Hospital, a government hospital in Lilon-
gwe, Malawi’s capital city, that serves both urban and 
rural people. The hospital, which is located in the heart 
of Lilongwe, offers both curative and preventive care, 
including cervical cancer screening. The facility was cho-
sen for the study because it is the city’s sole government-
owned hospital now offering cervical cancer screening 
services. Notably, Kamuzu Central Hospital, which 
serves as a local referral center, was left out because it 
does not offer cervical cancer screening. The district’s 
rural hospitals were not included in the current study, 
which focused on the urban setting. Similarly, while pri-
vate urban institutions provide screening, the current 
research focused on low-income people whose primary 
access is through free government-mandated programs.

Sample recruitment strategy
There were two sample categories, and these were: (i) 
women and (ii) health workers. According to WHO 
guidelines, women between the ages of 25 and 50 can 
be screened using visual inspection with ascetic acid 

and community sensitization, influence the use of cervical cancer screening services. Addressing these issues has the 
potential to boost cervical cancer screening rates.

Keywords Cervical cancer, Women, Screening, Visual inspection with acetic acid, Lilongwe City, Malawi



Page 3 of 8Kamanga et al. BMC Women's Health          (2023) 23:183 

(VIA) [18]. Therefore, in the first category we recruited 
women aged 25 to 50 years old living in Lilongwe’s urban 
regions. The women were sampled using purposive sam-
pling methods. These women were recruited at the health 
facility in a private area to provide privacy. The second 
category included health workers who had worked for at 
least three months at Bwaila Hospital’s outpatient repro-
ductive family health unit.

Sample size
The health workers stated that they screen 17 to 20 
women each day on average, which equates to 300 partic-
ipants. In this study, however, saturation was attained at 
24 participants. As a result, 24 women were interviewed. 
In the area of health professionals, there were two trained 
cervical cancer nurses and three additional health work-
ers offering other reproductive health services, therefore, 
a total of five health workers were questioned.

Data collection methods
In February 2017, the lead investigator collected data 
at Bwaila hospital’s family healthy unit. Data were 
obtained through in-depth interviews with women in the 
Chichewa language following a topic guide, self-admin-
istered questionnaires in English for health workers, and 
participant observation in the health facility utilizing 
methodological triangulation. Prior to finalization, the 
tools were tested at the same hospital, with changes made 
to improve item clarity and sequencing. The interviews 
were taped with a recorder and later transcribed and 
translated by the lead investigator. Following the record-
ing and verification of the transcripts, audio recordings 
and any missing notes were incorporated. Data on service 
delivery was gathered through participant observation 
(equipment, attitude, space, health education). The focus 
of the observation was on the time it took to open the 
clinic and close it, as well as the procedure of screening 
the woman as she came in for the service.

Data management and analysis
Data was verbatim transcribed and translated before 
being examined for content. The process of content anal-
ysis is systematically summarizing phrases or sentences 
while adhering to a classification scheme [19]. In this 
study, the lead investigator and an independent coder 
independently read the transcript several times to get 
the context. After familiarization with data, codes were 
developed, categorization and summary of verbal data 
was performed. After coding, the codes were classified 
into themes based on their commonalities. We used per-
centages to reach an agreement on the codes and reach 
on the final themes.

Trustworthiness in qualitative research
The following evaluative criteria were used to establish 
trustworthiness in the study: credibility, dependability, 
transferability, and confirmability [20]. Persistent obser-
vation, triangulation, prolonged interaction with par-
ticipants, pushing for further information; and the use of 
women who came for services at the family health unit 
and had a direct personal interest in the topic was used to 
establish credibility in this study. The interview guide was 
used to preserve consistency in the questions, resulting 
in dependability. The proper and detailed description of 
the study environment, as well as the inclusion and exclu-
sion criteria, assured transferability. The sample size was 
also mentioned, as well as the data gathering techniques. 
Confirmability was verified by audio recording and note-
taking during interviews.

Data interpretation
The research question was framed using the Health 
Belief Model (HBM) (see Fig. 1) [21]. This study focuses 
on individual attitudes and beliefs to explain and predict 
health behaviors [21]. The concept argues that an individ-
ual’s perception of susceptibility and severity of a health 
problem determines a threat, which increases the likeli-
hood of taking preventative action in a health interven-
tion that reduces the threat [21]. The model goes on to 
illustrate how modifying elements such as demographic, 
socio-psychological, and structural variables influence 
an individual’s perception of susceptibility, seriousness, 
advantages, and barriers to taking action on a health con-
dition [21]. This is a preventive hypothesis, and it cor-
responds to the notion of cervical cancer screening as a 
preventive measure. Individual attitudes and beliefs are 
used to operationalize this [21]. Perceived advantages, 
perceived susceptibility, perceived restrictions, and per-
ceived severity are the dimensions that the model focuses 
on [21]. People’s readiness to act is accounted for by these 
principles, which leads to the ability to exhibit self-effi-
cacy [21]. According to the HBM, if a person believes 
that a negative health condition such as cervical cancer 
may be averted, he or she will take associated action (e.g., 
cervical cancer screening). Furthermore, the individual 
has a positive expectation that by taking a recommended 
health action, she will avoid a negative health condition, 
e.g., cervical cancer screening will be effective at pre-
venting cervical cancer and believes that she can suc-
cessfully take a recommended health action. That is if 
she can go for cervical cancer screening comfortably and 
confidently.

Application of the model to the study
The HBM shows how the following factors can influence 
behavioral change in terms of health prevention:
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(i) If a woman believes she is not at risk for cervical 
cancer, the chances of her taking preventive steps are 
minimal. It becomes difficult to voluntarily undergo 
cervical cancer screening.

(ii) The severity of cervical cancer (perceived severity); 
if a woman is unaware that cervical cancer is a 
dangerous disease that cannot be treated at any 
stage, she may refuse to have her cervical cancer 
screened. If she believes it is a serious condition, on 
the other hand, she will seek preventive services.

(iii) Women’s perceptions of impediments to cervical 
cancer screening services (perceived barriers); the 
challenges women have in obtaining cervical cancer 
screening services may influence their desire to 
undergo screening. Individual, cultural, religious, or 
service delivery variables may be involved.

(iv) Perceived benefits vs. behavioral change hurdle; 
It will be difficult for a woman to go for screening if 
she is unaware of the benefits of doing so. This could 
be due to a lack of understanding of the advantages 
of screening.

Age, sex, ethnicity, knowledge, status, and personality are 
all modifying factors. Some women may refuse to have 
their breasts screened because they believe they are too 
young or too old. Some people may feel uneasy about 
getting screened by a male health care practitioner. Some 
people may be unable to attend a socioeconomic screen-
ing because they lack transportation and understanding 
about cervical cancer.

(vi) Inducing factors (cues to action), such as educa-
tion, symptoms, and media information. Some women 
may seek screening if they are experiencing symptoms 
of cervical cancer. Others may come because they were 
directed to do so by medical staff, and still others because 
they heard about it on the radio or at a health talk.

Ethical considerations
To get informed consent, participants were provided with 
extensive information about the study’s objective, impor-
tance or benefits, potential hazards, and data collection 
processes. Participants were ensured of their privacy and 
anonymity; no names appeared on the topic guide paper, 
and respondents were not penalized for declining to par-
ticipate in the study. The project received approval from 
the College of Medicine Research Ethics Committee 
(COMREC). P.11/16/2076 is the reference.

Results
Demographic characteristics of women
Table  1 below summarizes the demographic features of 
women. The research plan called for up to 30 women to 
participate, however, data collection reached saturation 
at 24. The women interviewed ranged in age from 25 to 
49 years old, with an average age of 34.8 years.

Qualitative results
The following themes and subthemes emerged:

Fig. 1 The Health Belief Model [21]
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Lack of education
i. Lack of knowledge
 The majority of women (75%) had little knowledge 

about cervical cancer or cervical cancer screening. 
The majority of people (79%) believed that cervical 
cancer may be cured at any stage and that doctors 
can work miracles. Some people (29%) believe it is a 
serious condition, while others (21%) do not believe 
it is. Some people (8%) have no idea what cervical 
cancer was.

ii. Misconceptions/myths
 The majority of women (42%) indicated they would 

accept malignant cells if they were discovered, and a 
few women (13%) said:

That means it is the end of my life and me because it 
cannot be cured [R11, age 26].

 Several women (29%) believed that their marriage might 
break or have problems because of cervical cancer.

It disturbs marriages since women drain fluid and 

are in pain the husband will not agree to this and 
may end up going out, you know men are difficult 
[R17, Age 37].

iii. Cues to action
 The majority (63%) indicated they would seek cervical 

cancer screening if they experienced signs and 
symptoms such as severe abdominal discomfort and 
abnormal vaginal discharge or bleeding. Some (21%) 
said they just came because their doctor informed 
them, they needed to come in for a screening to 
identify and know the diagnosis. The majority of 
women (46%) indicated they are unable to attend 
screening because they have heard it is an unpleasant 
procedure. Metal instruments are, after all, used.

I hear the screening uses metal instruments which 
when inserted in the vagina can cause trauma and 
pain [ R05, age 28].

 Some (13%) said laziness while others (17%) lack time to 
come for screening.

Cultural/religious factors
Because of their faith and beliefs, all Muslim women 
(20.8%) claimed they could not let a male health care 
practitioner screen them. The women were unaware that 
at the time, all of the providers were women.

Lack of support from management
i. Shortage of resources
 Stocks of acetic acid were identified by all five health 

professionals as important issues, as were a lack of 
skilled health experts. In terms of physical assets;

We buy acetic acid on our own, despite presenting 
the issue to management.

 In terms of human resources;

We are only two on daily basis to do the screening, 
which is a problem, but the bosses think we do noth-
ing, they say there is no workload. “Furthermore, 
most health centers in Lilongwe urban stopped pro-
viding VIA due to lack of other resources like cryo-
therapy. As such this clinic is providing the service to 
the whole of Lilongwe urban”.

ii. Community sensitization/awareness

Table 1 Demographic characteristics of participants (women) 
(n = 24)
Age Frequency Percentage
25–30 years 11 45.8

> 30–35 years 4 16.7

> 35–40 years 6 25.0

> 40–45 years 1 4.2

> 45–50 years 2 8.3

Education level
None 3 12.5

Primary 8 33.3

Secondary 12 50.0

Tertiary 1 4.2

Parity
0 1 4.2

1–3 15 62.5

4–6 6 25.0

7–9 2 8.3

Marital status
Single 2 8.3

Married 22 91.6

Religion
CCAP 10 41.7

Islam 5 20.8

Roman Catholic 4 16.7

Other 5 20.8

Occupation
Business 9 37.5

Housewife 6 25.0

Employed 5 20.8

Farmer 4 16.7
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 A lack of community sensitization on cervical cancer 
screening was mentioned by several of the nurses 
(40%). They used to go out into the community to 
raise awareness about cervical cancer, but these 
efforts have now been discontinued.

Hospital policies
The screening room was decent, and the personnel was 
pleasant, according to all of the women (100%). However, 
the majority of them (54%) reported that if they arrive 
after 9 a.m., they are sent back without being screened. It 
will be tough for them to return. Two participant obser-
vation sessions were held to observe and document peo-
ple’s behavior, activities, and interactions in a methodical 
manner. The first observation focused on the working 
hours during weekdays. The clinic was open through-
out the study period. According to observers, the clinic 
opened late at 9 o’clock in the morning, while women 
arrived earlier, and then closed at midday, yet the offi-
cial working hours are from 8 o’clock in the morning to 
4 o’clock in the afternoon. All women who arrived after 
the health education has been completed were asked to 
return the next day for screening. On average, 17 women 
were checked, with only five of them returning. The sec-
ond observation was made during the screening process: 
the nurse collects all of the health passport booklets and 
provides a health presentation to the group of women 
about cervical cancer and screening. The health talk cov-
ered the concept of cervical cancer, its causes, and how 
to prevent it. All women who arrived after the books and 
education have been gathered and completed were sent 
back without being screened.

I came at 7 a.m., I waited until 9 o’clock, then 
health education was given, and I was screened at 
11 o’clock, imagine all these hours just for screening 
[R08, age 40].
I have been sent back because I came after the health 
education has already been done, so I have been told 
to come back next time and I should come before 9 
[R14, age 44].

Discussion
Despite the country’s lengthy history of cervical screen-
ing, we discovered significant hurdles to uptake among 
highly educated women in this low-income urban envi-
ronment. In comparison to older women, the data 
revealed that women between the ages of 25 and 35 
(45.8%) came for screening more frequently. These 
findings contradict those of a study on cervical cancer 
screening clinic non-attendance, which revealed that 
young women are extremely busy and do not believe they 
are in danger of acquiring cervical cancer [22]. We also 

discovered that women with secondary school education 
outnumbered women who have completed secondary 
school and post-secondary education. In Zimbabwe, on 
the other hand, knowledge levels of cervical cancer were 
shown to be unrelated to educational levels [23]. The 
majority of the women were secondary school dropouts, 
yet there was no difference in knowledge between those 
with primary school and those with tertiary degrees.

Another Malawi study found that some women refuse 
to have their breasts tested because they don’t want to be 
screened by someone younger than them [24]. Younger 
women, on the other hand, avoided screening because 
they were afraid of discomfort and because the major-
ity of them were still living with their parents and would 
be shocked if they went for a test [22]. While our sample 
was not randomly selected, almost all of the women in 
the current study had at least one child. This finding is 
consistent with a previous study that found that women 
with children were more likely to go for screening than 
women without children [22].

In terms of perceived severity, the majority of women 
thought cervical cancer could be cured at any stage. Fur-
thermore, because women are unaware of the causes and 
predisposing factors, they believe it is not a significant 
problem. This may have contributed to women avoid-
ing seeking help because they do not consider it to be a 
severe problem. As a result, they do not go for screen-
ing. This is consistent with the findings of research con-
ducted in Mulanje, a rural district in Southern Malawi 
and South Africa, which revealed that lack of informa-
tion and a low perceived threat were among the barri-
ers to service access [2, 25]. Women in urban regions, on 
the other hand, were shown to be more knowledgeable 
than women in rural ones [26]. On the other hand, a few 
women believed that if they went for screening and were 
found to have cancerous cells, they would die or hurt 
their relationship with their husbands, which echoed 
another study in which women saw cervical cancer as a 
serious condition that could endanger their relationship 
with their partners and that the majority of people died 
[27].

Several studies have found psychological hurdles affect-
ing women’s attendance, such as dread of the surgery, 
cancer diagnosis, and pain [22]. Misconceptions and 
myths such as dread of the operation, that it is unpleas-
ant and traumatic, and fear of being diagnosed with can-
cer was shown to be barriers to accessing services in this 
study. This incorrect knowledge is spread by the ladies. 
This was also noted in a recent Malawi study, where 
existing misperceptions regarding cervical cancer screen-
ing programs, such as women ceasing to reproduce after 
having VIA and cryotherapy, hampered service deliv-
ery [24]. Another South African study found that some 
unscreened informants had heard from others that the 
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treatment was painful and that it led women to walk 
about with their legs spread for a long [26]. Most women 
were also afraid that if their husbands found out they had 
cervical cancer, their marriage would end, and for those 
who were married, it would result in divorce.

According to prior research in Malawi [24], cultural 
and religious considerations created a challenge in 
women, particularly Muslim women, who prefer female 
providers to male providers to get the service. In other 
countries, such as Iran, a guideline mandates that only 
female providers, not male health workers, can screen a 
woman, ensuring that access to the service is not ham-
pered by the presence of a male provider [28]. The pres-
ence of male physicians may affect women’s willingness 
to seek cervical cancer screening outside of the region 
and in other religious and cultural situations [29].

Service-side impediments to access include a lack of 
both human and material resources in clinics. A lack 
of provider monitoring was clear, with the clinic clos-
ing early and the screening not taking place until after 1 
o’clock in the afternoon. These factors also contribute to 
low screening usage since if a woman comes for screen-
ing in the afternoon, she will be unable to access the pro-
gram and will have to schedule another screening day, 
which is both costly and time-consuming for her. Inade-
quate human resources, lack of supervision, and frequent 
stock-outs of consumables and equipment have all been 
identified as challenges in Malawi’s health system [4].

The study found that community awareness initiatives 
have lapsed, leaving women unaware of the importance 
of cervical cancer screening. Low awareness of cervical 
cancer screening has also been noted as a hurdle in Ethi-
opia [30].

Opening times were one of the hurdles to screening in 
the current study: even in high-resource nations, clients 
may not be able to meet clinicians at convenient times 
[27]. This has prompted efforts to broaden access by 
allowing health workers to extend their working hours to 
accommodate all women who are unable to come during 
regular business hours [22].

Implications for research and practice
Service gaps must be filled to ensure that services are 
accessible and affordable: even though they are free, 
taking time off from work has a significant opportunity 
cost, especially if the clinic is closed. To ensure wider 
access, those decentralized health clinics that are cur-
rently unable to provide services should be reactivated. 
To avoid gaps in supply, commodity supply, such as acetic 
acid supply, must be consistent. Finally, to ensure proper 
practice and conformity to service regulations, appropri-
ate supervision of health professionals in cervical cancer 
clinics is required.

Women must be enabled to make their own decisions 
about cervical cancer screening and other preventive 
health services at the individual level. Women will be 
able to take control of their health in this way. Women 
should also be able to share preventive messages with 
their fellow women in their communities and encourage 
one another. According to the findings of the study, major 
campaigns on cervical cancer and screening are needed 
to educate women and the community because there is a 
significant dearth of information. With the help of com-
munity leaders, these efforts can be amplified.

Future research
Research is needed to test different models of health 
communication that reflect population characteristics 
and realities and enable women to challenge and over-
come service side barriers, such as advocating for conve-
nient and accessible services.

Study limitation
Due to the specific urban setting, the findings may not 
be nationally generalizable. Furthermore, the sample size 
was small, albeit in proportion to the scope of the study.

Conclusion
Several factors were found to be associated with low utili-
zation of cervical cancer screening services among urban 
women in Lilongwe, according to the study. Cultural and 
religious beliefs, a lack of knowledge about the severity 
of the disease and the availability of screening, time con-
straints for both women and health workers, myths and 
misconceptions among women, and a general lack of 
community sensitization are among these.
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