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Abstract
Background Despite efforts to increase cervical cancer screening access in rural Bolivia, uptake remains low. Bolivia 
has one of the highest cervical cancer mortality rates in the Americas. As it redoubles efforts to deliver Universal 
Health Care, the Bolivian government needs information on the factors constraining cervical cancer screening access 
and utilization, especially in rural areas.

Methods Our qualitative study explored cervical cancer screening barriers and described community and provider 
perceptions and experiences of care. Bolivian and US researchers analyzed data collected from eight focus groups 
with male and female community members (n = 80) and interviews with healthcare providers (n = 6) in four 
purposively selected rural communities in Hernando Siles, Bolivia. Deductive and inductive codes were used to 
thematically analyze data using MaxQDA software.

Results Four themes emerged from the data: lack of knowledge/misconceptions, health system inadequacy, lack of 
confidence in providers, and opportunities for improvement. Both men and women displayed misconceptions about 
the causes of cervical cancer, its consequences, the recommended screening frequency, and the means of accessing 
care. Providers noted community members’ lack of knowledge and low risk-perception as utilization barriers but also 
highlighted poor health service quality and inconsistent health education as factors. Poor healthcare quality was a 
significant barrier; this included poor patient-provider communication, lack of transportation to screening facilities, 
and severe delays in receiving test results. Providers also noted problems with provider training and physical space 
for screening. Community members reported low confidence in nurses to perform screening, preferring doctors and 
specialists. They also expressed discomfort in having male healthcare providers conduct screening. Suggestions for 
improvements included more intensive cervical cancer outreach to rural areas and having specialists train lower-level 
providers to perform screening.

Conclusions Our findings suggest that poor healthcare quality has affected screening uptake in addition to physical 
barriers to care. They indicate a need for initiatives to reduce reporting time for Pap test results, the incorporation 
of community-based HPV self-sampling into screening protocols, and the implementation of programs to improve 
community confidence in providers’ ability to perform screening.
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Introduction
Cervical cancer is the most common cancer among 
women in Bolivia. It disproportionately affects the poor-
est and most vulnerable and has a significant social and 
economic impact on families and rural communities. 
Bolivia has the highest age-standardized incidence rates 
of cervix uteri in females (36.6/100,000 females), the 
highest number of prevalent cases, and the second high-
est cervical cancer mortality rate (18/100,000 females) in 
the WHO Region of the Americas [1]. Cervical cancer 
accounts for 3.04% of deaths in Bolivian women; a larger 
proportion of deaths than any other cancer and more 
than double the deaths attributed to maternal causes, 
HIV, or malnutrition [2]. Cervical cancer incidence 
is predicted to double in the next 20 years as Bolivia’s 
population ages [3]. Cancers are currently responsible 
for approximately 20% of deaths in the country and the 
majority of disability adjusted life years and deaths are 
attributable to non-communicable diseases [2].

A main factor contributing to Bolivia’s high cervical 
cancer mortality rates is the difficulty in implementing 
reliable, high-quality screening programs [4]. Despite 
considerable efforts to increase primary healthcare access 
in Bolivia, cervical cancer screening uptake remains 
low. According to the last comprehensive Demographic 
Health Survey in 2008, only 33.3% of women aged 15–49 
have ever been screened in Bolivia, with only 19.3% 
screened in the poorest communities and 25.2% in the 
rural areas [5]. These low coverage rates are far from the 
recommended WHO target of 70% screened to reduce 
cervical cancer in populations [6].

Socio-cultural and health system factors drive low 
access to and utilization of cervical cancer screening in 
Bolivia. Poverty, geographic isolation, female illiteracy, 
lack of education, gender inequality, and discrimina-
tion against indigenous populations have created severe 
disparities in health outcomes between urban and rural 
areas [7, 8]. These disparities are compounded by health 
system weaknesses that have resulted in minimal human 
resources for health and poor insurance coverage [7, 8].

The Bolivian Ministry of Health has made significant 
efforts to address these disparities and systems’ weak-
nesses including initiatives aimed to train hundreds of 
primary health care doctors to work in rural areas, and 
a Universal Health Care system established in 2016 to 
increase financial access to outreach and primary health-
care services in communities [9, 10]. Since 2014, Boliv-
ian law has guaranteed free basic primary care health 
services, including free Papanicolaou cytology testing 
[9]. According to the most recent National Plan for the 
Prevention, Control, and Follow-up of Cervical Cancer, 

published in 2009, annual screening tests and treatment 
of pre-malignant lesions should be provided by trained 
health workers at all levels of the health care system 
[9]. National screening guidelines recommend cytology 
(Papanicolaou (Pap) test). New prevention and diagno-
sis strategies, such as vaccinating against human papil-
lomavirus (HPV) and incorporating HPV DNA testing 
into screening protocols, are under evaluation for rollout 
across Bolivia but are not yet incorporated into national 
guidelines [11].

As the Bolivian government redoubles efforts to deliver 
Universal Health Care by creating policies to promote 
equity and intercultural health, expand health promo-
tion and rural health, it will need information from rural 
healthcare providers and communities about the quality 
of existing cervical cancer screening and the factors con-
straining its uptake. In particular, it will require informa-
tion on local barriers and facilitators to healthcare access 
and usage [12].

Such information is largely lacking in Bolivia, where 
only a handful of cervical cancer studies have been con-
ducted in recent years. In order to contribute to address-
ing this gap in knowledge about the barriers people 
face in the prevention and diagnosis of cervical cancer 
in rural Bolivia, our objective was to assess community 
members’ perceptions and experiences of cervical can-
cer care. The study was coordinated with local Bolivian 
social and health authorities concerned about high lev-
els of new advanced-stage cervical cancer cases in their 
communities.

Materials and methods
The study used a phenomenological approach to explore 
community and provider perceptions of cervical cancer 
screening barriers and their experiences of receiving and 
providing care. A phenomenological approach explores 
participants’ lived experience to consider how these 
experiences can be used to understand their motivation 
and engagement with cervical cancer screening in rural 
Bolivia [13].

The research team and reflexivity
The project was developed by a male Bolivian medical 
doctor and public health academic (Researcher 1) and a 
Bolivian female public health researcher (Researcher 2) in 
coordination with local public health officials. Researcher 
1 led project implementation and took several trips to the 
study area before data collection to coordinate with local 
leaders, obtain permissions, and pilot test data collection 
and informed consent materials.

Keywords Bolivia, Cervical cancer, Screening, Pap smear, Qualitative



Page 3 of 13Basagoitia et al. BMC Women's Health          (2023) 23:359 

The data collection team included Researcher 1, a 
female Bolivian Guaraní nurse (Researcher 3), and a 
male Bolivian psychologist (Researcher 4). This team 
was assisted by an American male public health/medi-
cal student from Touro University California (Researcher 
5), who acted as a notetaker and logistics coordinator for 
the focus groups. The Bolivian psychologist (Researcher 
4) conducted interviews with healthcare providers. All 
data collection team members were fluent in Spanish and 
English, and Researcher 3 was fluent in both Spanish and 
Guaraní. Researcher 3 had extensive experience work-
ing with all four communities. Researchers 1 and 4 had 
extensive training and experience in qualitative research 
methods.

The data-analysis team consisted of Researchers 1, 
2, and two female Touro University California public 
health faculty members, one with expertise in qualitative 
research in the reproductive health sphere (Researcher 
6), the other, a fluent Spanish-speaker with expertise in 
Bolivian research ethics (Researcher 7), and two public 
health students from Touro University California who 
were both fluent in Spanish (Researcher 8, 9). The data 
analysis team also leads manuscript preparation.

Study setting and participant selection
The research team purposively selected Hernando Siles, 
a rural province, in Chuquisaca Department in south-
eastern Bolivia, as the study site because it had low rates 
of cervical cancer screening and a high incidence of 
advanced-stage cervical cancer diagnoses among those 
screened. Chuquisaca Department is more rural than the 
national average (51% vs. 30% rural) and is 73% indige-
nous [14]. There is a lack of current, sub-national health 
statistics on the area, but the 2009 data suggests that the 
Departments’ primary health coverage is roughly at the 
national average [15].

Within Hernando Siles province, the team worked 
with local health authorities to select four communities, 
including one Guaraní indigenous community, that rep-
resented the province’s geography, socio-demographic 
profile, and health infrastructure. Three of the commu-
nities were located in rural areas that only had a single 
primary care health center as its source of formal health 
care. The fourth community was in the small provincial 
capital of Monteagudo and contained a secondary-level 
hospital.

Two focus group discussions (FGDs)—one for women 
and one for men—were conducted in each of the four 
communities (n = 8 FGDs). Each group had ten partici-
pants for a total of 80 community participants. Focus 
group participants were selected with assistance from 
local health authorities. Our sampling strategy was based 
on our desire to learn about women’s lived experiences of 
having a PAP test in order to gain information that would 

help us understand screening barriers [13]. We sampled 
men because machismo has been cited as a barrier to 
screening in the Americas [16, 17].

Women were chosen from health center registries, with 
the aim of finding women who had undergone screening 
and achieving a balance between those over and under 
the age of 35. Health center registries were considered 
representative as these centers were the only healthcare 
facilities in the communities and are widely used for a 
variety of care needs. We expected that very few local 
women would be unlisted in the registries and that there-
fore, focus group participants reflected typical women in 
the communities. Women who met the initial selection 
criteria (having been screened) were invited to partici-
pate in the focus groups through a phone call or home 
visit performed by their local authorities. The male part-
ners of the women who agreed to participate were invited 
to join the men’s focus groups. Community leaders who 
are social representatives of the communities chosen 
according to their local customs, visited the communi-
ties before data collection and instructed the participants 
who had agreed to participate in the study to meet at a 
specified date, time, and place to join the focus groups. 
The project did not track the number of community 
members who declined to participate in the study. Focus 
groups were held in local schools and a hospital meeting 
room in one village.

We supplemented data on the community’s perceived 
barriers to screening with data from six in-depth inter-
views with health personnel in each of the four rural 
communities. These interviews were conducted at the 
same time as the community focus groups. All healthcare 
providers who were involved in cervical cancer screen-
ing, diagnosis, and care were eligible for inclusion in the 
interviews, but often there was only one health personnel 
(usually a nurse) at the primary care health center who 
was available for interviews. Four interviews were con-
ducted at the primary health centers and two at the sec-
ondary hospital in Monteagudo.

Data collection
The research team developed the focus group and inter-
view guides using the Bolivian National Cervical Can-
cer Plan and Guidelines to develop questions regarding 
the appropriate care for cervical cancer patients [18]. 
We incorporated standard questions on cervical cancer 
knowledge, attitudes, and practice from existing sur-
vey instruments and interview guides, as well as gen-
eral, open-ended questions on experiences with medical 
services and barriers to care [19, 20]. The guides were 
developed in Spanish and were pilot-tested by the pri-
mary investigators (Researchers 1, 2, and 3) with the sup-
port of five local health personnel, five women and five 
men from the communities selected for the study during 
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coordination and scheduling visits prior to data collec-
tion field work. As a result of the tests adjustments were 
made to improve the clarity and comprehensibility of the 
focus group guides.

The Bolivian researchers (Researchers 1 & 3) con-
ducted the focus groups together, and the Guaraní nurse 
(Researcher 3) conducted the focus groups in the Guar-
aní indigenous community in the Guaraní language. All 
participants provided written informed consent prior to 
data collection. This informed consent process, which 
was conducted in the participants’ preferred language, 
verified understanding of the project and highlighted the 
voluntary nature of participation in the project in accor-
dance with current ethical research standards. Because 
the level of literacy among the participants varied, facili-
tators read the informed consent document, explaining 
terms as requested for all potential participants regard-
less of their literacy level.

During the focus group discussions, a lead facilitator 
asked questions, and another research collaborator took 
notes and recorded conversations. At the end of the dis-
cussions, the researchers gave participants information 
on cervical cancer, correcting any misinformation shared 
in the group and answering outstanding questions. The 
health worker interviews were all conducted by the Boliv-
ian psychologist on the team (Researcher 4).

The focus groups and interviews lasted approximately 
one hour and were audio-recorded with consent. Com-
munal dinners were provided after the focus groups and 
interviews were completed to compensate for the partici-
pants’ time and transportation costs.

The research study protocol was approved by the Touro 
University California IRB (# PH-5517-TW) on Febru-
ary 15, 2017, and the Comité de Bioética de la Facultad 

de Medicina, Universidad Mayor de San Simon, Cocha-
bamba - Bolivia on February 20, 2017.

Data analysis
Project researchers transcribed audio files verbatim, and 
Researcher 3 translated the Guarani transcript into Span-
ish. The recordings, transcriptions, and Guaraní- Span-
ish translations were imported into MAXQDA (VERBI 
Software, 2019), a qualitative text management soft-
ware, for data analysis [21]. Data analysis was conducted 
on the Spanish-language transcripts. Researchers 1, 7 
and 8 translated illustrative quotes into English for the 
manuscript.

The research team (Researchers 1 and 9) used a com-
bination of inductive and deductive coding to iden-
tify themes that captured the participants’ barriers and 
facilitators related to cervical cancer prevention and care 
[22]. A preliminary set of codes were developed by two 
researchers (Researchers 1 and 9) using the data from 
the first focus group of women. These codes were then 
discussed, refined, and agreed upon by Researchers 1, 2, 
and 9. Researcher 9 applied the resulting codes to ana-
lyze the remaining focus group and in-depth interview 
transcripts. Researchers 1 and 9 held weekly meetings 
to discuss coding evolution and code application. Differ-
ences in understandings of the codes and disagreements 
about how codes should be applied were thoroughly dis-
cussed among the two researchers until a consensus was 
reached. Data interpretation was conducted during data 
analysis.

The codes were categorized into four overarching 
themes. The codes, themes, and illustrative quotes were 
then translated from Spanish to English for manuscript 
development. Researchers 6 and 7 reviewed and refined 
these thematic codes and the selection of illustrative 
quotes as part of their participation in manuscript prep-
aration. Refinement consisted of rewording themes to 
account for a lack of clarity in translations and removing 
codes and themes that were outside of the scope of the 
study.

Results
Four themes emerged from the data: (1) lack of cervi-
cal cancer knowledge/misconceptions, (2) health system 
inadequacy, (3) lack of trust in providers, and (4) oppor-
tunities for improvement. The themes and subthemes are 
summarized in Table 1 below.

Both male and female community members displayed 
misconceptions about the cause of cervical cancer, its 
consequences, recommended screening frequency, and 
means of accessing care. Providers noted community 
members’ poor knowledge and low risk-perception as 
utilization barriers but also highlighted poor health ser-
vice quality and inconsistent health education as barriers. 

Table 1 Themes and Sub-themes
Themes Sub-themes
Lack of cervical cancer knowl-
edge & misconceptions

• Misconceptions about causes of 
cervical cancer
• Inability to describe symptoms
• Lack of knowledge regarding 
screening schedule & services

Health system inadequacy • Difficulties accessing care
• Repeated delays in receiving results
• Patchy, inconsistent health outreach 
and education
• Lack of staff and a lack of space and 
equipment

Lack of trust in providers • Lack of confidence & trust in the 
local health personnel
• Lack of confidence in male providers

Opportunities for improvement • Improve physical access to services
• Increase rigorous training of local 
health personnel
• Improve communication & coordi-
nation within health system
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Poor healthcare quality was a significant barrier men-
tioned by respondents; this included poor patient-pro-
vider communication, lack of transportation to screening 
facilities, and severe delays in receiving test results. Pro-
viders also noted problems with care coordination, pro-
vider training, and physical space for screening when 
discussing experiences providing screening services. 
Community members reported low levels of confidence 
in the ability of nurses to perform Pap screening, pre-
ferring doctors and specialists. They also expressed 
discomfort in having male healthcare providers con-
duct screening. Suggestions for improvements included 
improving access to care through physical services; 
implementing more intensive cervical cancer outreach, 
conducting more rigorous training of lower-level provid-
ers to perform screening, and improving communication 
and coordination within the health system.

Theme 1: lack of information/misconceptions
Both male and female community members displayed 
a poor understanding of the relationship between HPV 
infection and cervical cancer, the symptoms of cervi-
cal cancer, and recommended cervical cancer screening 
schedule.

Community members had misconceptions about the 
causes of cervical cancer. One male focus group mem-
ber respondent thought “it might be passed through 
the blood (Men’s FGD 1)”, while others thought that it 
was due to a “lack of hygiene” (Women’s FGD 1) or to “a 
residue from a miscarriage” (Women’s FGD 1). The con-
nection between cervical cancer and HPV infection was 
rarely mentioned.

Cervical cancer is a tumor that appears in the 
uterus of women…because they have a lot of infec-
tion or [because of ] not doing a Pap screening 
(Women’s FGD 1)
... they hit, hurt themselves, and that damage causes 
cancer to the cervix (Men’s FGD 4),
I think it [cervical cancer] comes when they have a 
home birth in the rural areas, and they don’t have 
all the [proper] care they have at the hospital (Men’s 
FGD 2)
Women always have to have at least three children 
because if they don’t... then they don’t get to elimi-
nate all the bad things they have in their body... they 
get cervical cancer (Women’s FGD 2)

Women knew that cervical cancer was a serious and 
potentially deadly disease that affects the cervix but 
could not describe its symptoms. For example, women 
stated conditions such as “numbness of the feet” (Wom-
an’s FGD 3) as symptoms. Male focus group respondents 
had similar knowledge gaps regarding symptoms and, in 

addition, low overall awareness of cervical cancer. Several 
male community members, such as this respondent, were 
unaware of cervical cancer prior to the study:

“I’ve never heard [about cervical cancer]. [This is] 
the first time I’m hearing about this” (Men’s FGD 4)

In interviews, providers stated that low cervical can-
cer awareness was an important barrier to screening. In 
addition, community members and providers noted a 
lack of information about how and when to access proper 
cervical cancer screening and care services. Responses 
indicated that community members did not know when 
and how often women should be screened for cervical 
cancer. In addition, providers noted that women some-
times think a single screening was sufficient.

I don’t know until what age it [the Pap test] should 
be (Women’s FGD 1 )
[Regarding the age at which women should begin to 
have Pap tests] It depends on the ... doctor to come 
and say, right? When, what year is it to be done? 
Because … let’s say … we as parents or as a couple 
can’t tell them, right? Because mostly they say it is 
ten years old. I’ve heard before about fifteen years 
old when her first [menstruation] starts. (Men’s FGD 
1)
They think that “once it [the Pap test] is done, I’ve 
done it,” and that is it for their whole life (Provider 
Interview #5)

Male community members also held misconceptions 
about the availability or accessibility of screening and 
treatment services. Some, like this community member, 
thought that screening was only offered at certain times 
of day at certain times of the year.

That [screening] is not all the time. There are sea-
sons. It can’t be done any day (Men’s FGD 3)

Others did not realize that the Pap exam was free.

‘Of course the exam costs ... I don’t know how much 
it costs, but of course, it costs … and if there is an 
infection, I think the treatment costs too (Men’s FGD 
3)

The health personnel interviewed mentioned that com-
munities do not understand the severity of cervical can-
cer nor the reason or required schedule for Pap tests, 
especially among teenagers. They attributed this lack of 
knowledge in part to poor health education outreach on 
their part and low participation in existing health out-
reach events.
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“Some take it [cervical cancer] with ... some respon-
sibility, right? But for others it is, it is as if they were 
told you have the flu, and they do not give it much 
importance because I don’t know, there is no con-
sciousness yet, right? (Provider Interview 1)
“That’s the big problem, isn’t it? We lack an [health] 
education among people … especially adolescents, 
the problem of HPV awareness, for example, is seri-
ous in ... in adolescents, right?” (Provider Interview 
4)
“Generally, men don’t attend [community health 
meetings]. It’s necessary to insist… with great insis-
tence, they attend. They attend community meetings, 
but [for community meetings on] health they do not 
appear” (Provider Interview 2)

Theme 2: health system inadequacy
The second broad theme to emerge in interviews and 
focus groups was the inadequacy of current cervical can-
cer screening services. Poor physical access to health 
education and screening services and delays in receiv-
ing feedback after screening were mentioned barriers to 
cervical cancer screening and diagnosis. Women’s focus 
group participants discussed the difficulties of accessing 
care in rural communities that lacked comprehensive 
medical facilities and laboratories. They acknowledged 
that there were health centers located near their commu-
nities but stated that they still needed to walk for several 
hours to access these facilities, often in harsh weather, 
crossing rivers, and other rough terrains. They bemoaned 
the lack of public transportation to these health centers.

Participants noted that the lack of on-site laboratories 
was particularly concerning because Pap test samples 
obtained in rural areas needed to be sent to laboratories 
located far away, and this caused severe delays in receiv-
ing results. In addition, the women stated that health 
personnel often did not provide them with a follow-up 
date to obtain their Pap test results, but rather that there 
was an understood waiting period for the communities of 
approximately two to three months for results to return. 
As a consequence, the responsibility fell on the women 
to frequently travel back to health centers to obtain their 
results. As one woman noted, “we have to come [con-
tinuously] to ask…” [for the result] (Women’s FGD 1 ). 
Women complained that they never received their Pap 
test results and believed that the results must have been 
misplaced or lost. They noted that they rarely received 
an explanation for the delays in receiving results. One 
woman noted that for her Pap test results, “it has been 
one year … they don’t give them, they always get lost, 
they say” (Women’s FGD 1). Men also noted problems 
with obtaining results.

I don’t know [about my partner’s Pap test results]; 
she hasn’t told me ... because she hasn’t brought me 
the results since a year ago. There are no results, and 
we do not know if she is sick or healthy….(Men’s FGD 
3)

The repeated delays in receiving results had soured com-
munity members on cervical cancer screening, with 
numerous respondents in both the male and female focus 
groups saying that they no longer saw the point in con-
tinuing screening. According to guidelines, clients should 
receive Pap test results in writing from the facility at 
which they were screened. However, in practice, results 
are usually delivered through oral communication with 
the provider. Clients travel to the facility to get this infor-
mation, often without knowing ahead of time whether 
their results are available.

When I had it done, they didn’t give me a remedy 
or result, and since then, I don’t want to go get a 
Pap smear because they didn’t give me the answer. 
(Women’s FGD 2)
They don’t give us [the results], so that’s why we don’t 
want to; we don’t want our wife to get it [screening] 
because they never give us the results. (Men’s FGD 4)

Providers were aware of delays in the communication 
of Pap test results and noted that this reduced demand 
for screening, with one provider stating that because of 
delays, “people hardly want” Pap tests (Provider Inter-
view 5). In addition, they report that laboratory staff 
often complained that the samples were inadequate, 
which made analysis difficult and affected the quality 
of the results and diagnoses. One provider stated that 
“[Laboratory staff say that:] they [health personnel] don’t 
handle it [Pap test samples] well, we [health personnel] 
get samples handled poorly… (Provider Interview 6). 
Even when Pap test results are shared, community mem-
bers, particularly men, said that they sometimes did not 
understand the results and wanted better communica-
tion on the meaning of Pap tests and their results.

That too, we want them to explain the analysis 
results and the results they give. So that we can also 
explain to our wives and tell them to have the Pap 
test (Men’s FGD 4)

Geographic inaccessibility made contacting communities 
difficult and resulted in patchy, inconsistent health out-
reach and education activities in rural communities. This 
lack of outreach by health professionals was mentioned 
by community members, particularly men, who noted 
the lack of visits by more senior health professionals and 
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a lack of long-term engagement and one-on-one dialog 
on the part of health educators.

No, … but the doctor has never been asked to come 
to the meeting to talk to us, to explain what diseases 
are like, nothing (Men’s FGD 4)
They [health educators] come, weigh the chil-
dren, measure them, give them tablets, and that’s 
all… bye, go home to heal, they say. And they don’t 
explain anything to us. They visit nobody. Why are 
we going to lie? They have never come to the house, 
and we would like them to come and explain to us 
(Men’s FGD 3)

But, in addition to the physical difficulties in reaching 
communities for health education, providers noted that 
the health educators were often not qualified and that 
there was conflicting health information being provided 
by the different organizations providing cervical cancer 
screening information in the community.

Health information is also given, but sometimes they 
bring a student from ... an intern, for example, or a 
general practitioner who is on duty. They who do not 
have all the knowledge, let’s say, to give the informa-
tion” (Provider Interview 3)
But the big problem is that, the [cervical cancer] 
information [NGOS provide] is not similar to all” 
(Provider Interview 1)

Other health system barriers to cervical cancer care that 
emerged from the interviews with providers included a 
lack of staff and a lack of space and equipment for pro-
vider training, especially training to collect Pap test 
samples.

It [lack of staff] is a problem, for years we asked 
[for more staff], according to the rules, for example, 
there should be … a regular nurse and an auxiliary 
for each shift. It is not fulfilled; we do not have this. 
We have a nurse who is our auxiliary or one who is 
in two services, right?… the clinics, none of the clinics 
has a single nurse (Provider Interview 6)
We requested [in the past] any training, and it was 
given to us. …Now, there is absolutely no training, 
and, as I said, we need to read, and update our-
selves, all those things [regarding sample collection], 
right? (Provider Interview 1)

Poor service quality was laid at the feet of the health 
authorities, who were said to lack strategy and robust 
plans. Providers felt that authorities only cared about the 
Pap test coverage numbers rather than the quality of care 
or funding for diagnosis and treatment.

Everything is coverage, coverage and they [health 
authorities] say, “Come on!” they just want to see 
how many [women with PAP test] we have, how 
many we are doing, etc. (Provider Interview 1)

Theme 3: lack of confidence in mid-level and male 
providers
Related to the theme of health system weakness, a sep-
arate and consistent theme that emerged in the focus 
groups was an underlying lack of confidence and trust 
in the local health personnel. Community members did 
not feel that the health personnel met their health needs 
or expectations of quality care. As noted in the health 
system inadequacy theme, community members were 
frustrated by delays in getting Pap test results and poor 
communication with the health personnel in their pri-
mary health care centers. However, in addition to this, 
there was a seemingly deeply held belief that local health 
personnel at these centers were not skilled enough to col-
lect adequate Pap test specimens. Both men and women 
in the community stated that they trusted gynecological 
specialists, especially female gynecologists, and preferred 
them to local health providers for performing Pap tests. 
Distrust of local providers and a questioning of their 
skills were reinforced by past negative experiences with 
the health system

[Discussing why women do not have Pap tests at the 
local health center] “it is that the doctor is a special-
ist … and here it’s only a nurse” (Women’s FGD 1)
I think that a gynecologist specialist knows what 
part [of the cervix exactly they are going to take 
samples [from] … a general doctor is not as often in 
that zone [of the body] and maybe can miss” (Wom-
en’s FGD 3)
Even if they [nurses] have been trained, there will 
always be mistrust. The work they do will never be 
good. If there is doubt, it [screening] is not going to 
happen even if there is the opportunity” (Men’s FGD 
2)
Yes, it [the test] has to be with a doctor because the 
nurse does not know how to do the exam” (Men’s 
FGD 3)

.Related to the lack of trust in local providers was a lack 
of confidence in male providers to perform Pap tests and 
a strong preference for female providers citing comfort, 
relatability, and trust as reasons for this preference

Yes, well, for us, a woman [gives us] more confidence” 
(Women’s FGD 1)
Why [do I prefer female providers]? because between 
women, there is more trust…I would ask her for 
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advice, and, as a woman, she would know (Women’s 
FGD 1)
[Pap tests should be] with women always; I imagine 
they [female users] have more trust in women. Espe-
cially the gynecologist. If it’s a man, some [women] 
don’t want to [get tested]. If there are only men, 
women don’t want [screening]. (Men’s FGD 3)
“It has to be a doctor. A woman should assist 
because there is more trust because among women 
they have no shame. But if the doctor does the test… 
mmmm I think they [women] are ashamed” (Men’s 
FGD 1)

Although healthcare providers noted that machismo 
had decreased as a barrier to men supporting their 
female partners to be screened, they stated that fear and 
shame persist and that female doctors are preferred for 
screening.

That [machismo] has been decreasing. It is not like it 
was before; there is no such jealousy. I mean, we tell 
the couple, and now, well, it is ... it is ... it is Ok for 
them (Provider Interview 3)

In interviews, providers also noted that poor quality of 
care had reduced trust in providers. Most communities 
trusted traditional healers more than formal care provid-
ers, seeking care from these healers before getting formal 
care.

First [point of contact] is the healer and according 
what he tells them, then they come [to the health 
service], when he tells them “this isn’t for me, it’s for 
the medic .” He even says which doctor [to visit] “Go 
to sees this doctor” (Provider Interview 1)

Theme 4: opportunities for improvement
All focus groups and interviews contained recommenda-
tions for improving cervical cancer prevention and care 
services and for increasing access to reproductive health 
care in general. However, suggestions for change differed 
markedly between the three groups of respondents.

Women’s suggestions centered on improving physical 
access to services. For example, several women in focus 
groups suggested extending public transportation sched-
ules to facilitate travel to and from health centers. Male 
community members’ suggestions focused on improving 
and increasing the cervical cancer health education they 
received so that they could better support their partners. 
They requested more frequent community health educa-
tion talks and, overall, expressed a desire for more leader-
ship and coordination on the part of health professionals 
in health education efforts.

It would be good if it [health education] would be 
organized from above, right? Because we don’t know 
when they come, when they will do it so, I think the 
doctors should communicate: “Well, people, this is 
going to be done.” It is necessary for the doctor to set 
a date to hold the meeting, another date to test all 
the women, so everyone gets ready (Men’s FGD 4)
If it there is a talk and it turns out that not a single 
woman appears, then all husbands should partici-
pate, and to generate more confidence, we should go 
with our partners, take them. If she is a little embar-
rassed, if she is a little shy, the husband should be 
sitting there to accompany her for the doctor to 
explain (Men’s FGD 2)

Following from the theme of distrust in mid-level provid-
ers, we found that community members recommended 
more rigorous training of local health personnel on prop-
erly performing Pap tests, preferably by gynecological 
specialists.

A bit more training [by specialists lasting] about two 
months and [community center health personnel] 
should be ready (Women’s FGD 1)

In contrast to community members, health personnel’s 
suggestions focused less on improving access to services 
and more on improving communication and coordina-
tion within the health system to speed up the delivery of 
test results and expand the scope of services. For exam-
ple, several providers noted the need for better commu-
nication with NGOs, family community doctors, and 
traditional healers. Specifically, they noted that these 
actors might have existing relationships with commu-
nities that the formal health sector lacks and that they 
could build on to extend their reach.

What is good about CIES [an NGO], is that it moves 
[around to] all people in the countryside,… [and] 
captures patients there (Provider Interview 1)

Providers also noted recent changes in health record-
keeping and health registration that might facili-
tate patient follow-up and promote screening and 
recommended their expansion. The increasing inclusion 
of mobile phone numbers in health center registries was 
mentioned, which allowed easier communication of Pap 
test results.

We have the patient’s phone numbers, so we [can let 
patients] know as soon as the results have arrived. 
Now that [the results] are coming out quickly, in a 
week they will be ready (Provider Interview 1)
Yet another strategy that we have taken is [commu-
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nicating with patients]…by mobile phone (Provider 
Interview 2)

Discussion
This study explored community and provider perceptions 
of cervical cancer screening barriers and their experi-
ences of care. Four themes emerged from focus groups 
and interviews with providers: (1) poor information/
misconceptions regarding cervical cancer, (2) health sys-
tem inadequacy, (3) lack of confidence in providers, and 
(4) opportunities for improvement. These themes were 
consistent across all four communities. Women had solid 
awareness of cervical cancer and the need for screen-
ing but had difficulty accessing care, were distrustful of 
health center staff, and were frustrated in their past expe-
riences with screening, in particular, delays in receiving 
test results. Their male partners had low cervical cancer 
awareness and harbored many misconceptions about the 
causes of cervical cancer and its symptoms. They were 
equally frustrated with the patchiness of health education 
and the lack of feedback regarding test results. Neither 
group had a solid knowledge of recommended screening 
frequencies. Both men and women questioned the qual-
ity of care that could be provided by local health center 
staff and preferred specialists. Providers also mentioned 
low cervical cancer knowledge, poor physical access 
to services, delays in receiving results, and barriers to 
screening, but they were primarily concerned with a lack 
of resources to deliver care and poor coordination within 
the healthcare system and between the public health sys-
tem and non-governmental service providers.

Low knowledge and many misconceptions
The finding of patchy cervical cancer knowledge is in 
keeping with recent Bolivian studies that found that 
cervical cancer knowledge is low even among highly 
educated women [11, 23]. The emergence of this theme 
suggests that there is significant room for improvement 
in the health outreach and screening promotion activities 
currently being implemented in rural areas. Improving 
knowledge about cervical cancer and screening services 
is important because studies across a range of low- and 
middle-income countries and in Bolivia itself suggest that 
knowledge is a crucial factor in screening uptake [24–28]. 
The need for more intensive health education may be 
particularly acute for men because their misconceptions 
seem to be more pronounced than women’s and because 
they seemed eager to support their partners in attending 
health information sessions and screening services.

Distrust of midlevel & male providers
The lack of understanding regarding provider roles is 
closely related to our second theme, a distrust in midlevel 

providers and male providers to perform screening ser-
vices. It is not clear from our results whether the dis-
trust of midlevel providers was warranted due to low 
competence or whether it was primarily an artifact of 
our respondents’ understanding of what “quality” care 
entailed. Given the stated frustration with the weak per-
formance of their local health center staff, poor quality of 
past care is a reasonable explanation for the preference 
for specialists. Our findings of distrust in midlevel pro-
viders and screening services, in general, are supported 
by studies that have found that distrust in health systems 
in low- and middle-income countries is common [29].

The preference for female providers for cervical cancer 
screening is also common and has been reported else-
where in Bolivia and neighboring countries [23, 30, 31]. 
While there was a strong preference for female providers 
and feelings of shame and embarrassment about having 
male providers performing screening, the intense stigma 
surrounding cervical cancer, which is a common barrier 
to screening in other low-income settings and neighbor-
ing countries, was not a commonly mentioned barrier 
here [27, 30, 32].

Health system weakness
While many individual-level barriers to addressing cer-
vical cancer remain present in Bolivia, our findings 
highlight the fact that the country’s health system barri-
ers—operations, personnel, and material resources—also 
remain issues of great concern and may reflect a growing 
recognition of how deeply systematic factors influence 
perceptions of the quality of cervical cancer prevention 
and care activities in the country.

Our most clearly and consistently articulated theme 
was that poor cervical cancer screening quality reduced 
demand for services. Poor quality of care—delays in 
obtaining results, unclear patient-provider communica-
tion, lack of consistent health outreach, and poor physical 
access to care—seemed to lead directly to low demand 
for screening and overall distrust in the health system. 
Our respondent’s frustration with delay is well-founded, 
as studies in Bolivia have found that more than half of 
women screened using Pap smears were lost to follow-
up, primarily because of delays in obtaining results [33].

These delays    could be related to deficient sample col-
lection or handling which was mentioned by our study’s 
respondents. Bolivia’s current guidelines do not estab-
lish exclusive roles for sample collection, so the collec-
tion and handling of samples can be carried out by any 
health personnel at health posts in rural areas. Sample 
analysis occurs in a variety of locations (e.g., in a nearby 
municipality or further away) depending on workload 
and the availability of qualified personnel. These facili-
ties have varying degrees of oversight and technologi-
cal capacity and there is wide variation in the number 
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of intermediaries involved in handling samples with few 
controls to ensure that samples are handled adequately. 
In addition to the poor quality of sample collection and 
handling, studies in other countries suggest that work-
load backlogs and the lack of technology and information 
systems and oversight mechanisms may also contribute 
to delays in diagnosis [34, 35].

Quality of patient-provider interactions has been 
shown to influence trust in the healthcare system and, 
in return, satisfaction with services [29, 36, 37]. Studies 
in high-, low-, and middle-income countries have found 
that structural barriers, poor communication, confiden-
tiality breaches, and delays in providing results reduce 
screening uptake [30, 38, 39]. In neighboring Peru, a 
study found that prior experience with test results, delay, 
and a history of mistreatment by health personnel was 
negatively associated with screening uptake [30]. Like our 
study, one of the few other recent examinations of bar-
riers to cervical cancer screening in Bolivia, conducted 
in Cochabamba city, also found that factors such as wait 
times and poor communication with providers were 
more commonly cited barriers to care compared to cost. 
As in our study, they also found that fear of the screen-
ing procedure, language and cultural barriers, and lack 
of spousal support were not frequently mentioned bar-
riers to screening [23]. In rural Guatemala, distrust of 
the health system and long-turnaround times for screen-
ing results were associated with loss to follow-up post-
screening [40]. Reviews of studies on screening barriers 
and facilitators have found that good relationships with 
providers facilitate screening among the young [26].

Clinical and policy implications
Our findings suggest that the Bolivian Ministry of Health 
and other service providers should consider pivoting 
towards promoting quality of care rather than focusing 
intensely on increasing coverage numbers. While poor 
geographic access to health centers remains a barrier, and 
one mentioned by the women undergoing screening in 
our study, quality of care at these centers seems equally 
important for increasing service utilization. The observed 
preference for specialists and distrust of midlevel provid-
ers suggests that refresher courses and increased supervi-
sion and support for rural providers could complement 
intensified health education/outreach to build trust in 
providers. It is increasingly acknowledged that enforc-
ing competence levels for providers and paying atten-
tion to user experience is foundational to health system 
strengthening and that user experience, and system con-
fidence, are significant “blind spots” in health research 
[29].

The lack of trust in providers and seeming greater trust 
that community members place in traditional healers 
point to the potential of incorporating traditional healers 

into cervical cancer screening initiatives. Because there is 
significant regional variation in the strength of relation-
ships with traditional healers, this strategy might have 
to vary by region. In addition numerous studies have 
shown that the integration of traditional healers into bio-
medical practice and health promotion is challenging and 
complex due to substantial training needs of healers, the 
lack of systems for referral between traditional and bio-
medical services, and the discrimination and hostility of 
biomedical staff towards traditional healers [41]. In the 
Bolivian context, our findings also suggest that a lack of 
consistent outreach and interaction with the health sys-
tem is at the root of distrust. Any programs to integrate 
traditional healers must be conducted in conjunction 
with more rigorous outreach initiatives. Nevertheless, 
traditional healers remain an untapped and potentially 
powerful ally in comprehensively addressing cervical 
cancer and wider population health in rural communi-
ties and there is some evidence for their effectiveness in 
health promotion [42, 43].

Overall, our findings suggest that more sustained and 
consistent health outreach activities are required in 
these rural communities. The need for more outreach 
and engagement is underscored by the findings of poor 
knowledge and common misconceptions about cervical 
cancer. Any future cervical cancer screening education 
in Bolivia should clarify how often screening should be 
done and when and where it is available, as this was a 
knowledge gap in our study. Health educators may also 
have to educate people about the screening process and 
what kind of healthcare providers are appropriate for 
carrying out screening, to counter community views of 
screening as something that is technical and complex, 
requiring specialized care.

Together, the problems of geographic access, under-
resourced facilities, low trust in the health system, and 
a stated desire for more sustained health education/
engagement in rural communities suggest that commu-
nity-based HPV self-sampling screening approaches may 
be appropriate in these rural communities. It is surpris-
ing that providers in our study did not suggest changing 
the screening procedures to remove the need for labora-
tory diagnosis using microscopes. Provider recommen-
dations for improving care centered on expanding the 
geographic scope of existing screening services, provid-
ing more human and financial resources, and improving 
communication within the system rather than employing 
new screening strategies. This could be due to a prag-
matic understanding that health system resources are 
scarce and the system’s capacity to implement signifi-
cant changes is limited, given its constraints. However, 
given the depth of negative experiences with delayed 
Pap results and the seemingly chronic problems with 
understaffed labs, our findings lend support to others 
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who suggest that the country should move away from 
Pap tests as primary screening tools towards HPV DNA 
testing and self-collection of samples when possible [11]. 
Any revised cervical cancer screening policies and strat-
egies must include proper health promotion, training, 
and support as well as quality control measures to ensure 
the successful roll out of HPV DNA testing in Bolivia. 
Health education campaigns would be needed to address 
women’s lack of confidence related to self-collection and 
promote the HPV self-collection approach as easy, com-
fortable and without pain [11]. Such approaches have 
been shown to be acceptable across a range of rural low-
income country settings and among Bolivian women [4, 
11, 44–47]. However, even with self-sampling, providing 
screening services will also require knowledge and deci-
sion-making skills to interpret and act on the results.

Limitations
The following limitations should be considered when 
interpreting the findings of this study. First, there was 
a marked difference in the richness and detail between 
the male and female focus groups. The main facilita-
tor for three of our women’s focus groups was male, and 
the women with whom he spoke may have been uncom-
fortable speaking to him about their reproductive care. 
In addition, the cultural and educational differences 
between facilitators and respondents may have lim-
ited our ability to engage fully with participants, trans-
late abstract concepts, and draw out detailed responses. 
These contextual factors may have affected the richness 
of the language participants used, which is the basis of 
our study results. The study is also limited by the inabil-
ity to explore variation in themes by socio-demographic 
characteristics because this descriptive and demographic 
data on participants was not collected.

Our third major limitation is that while transcripts 
were coded in Spanish, the condensing and interpreta-
tion of codes were conducted using English translations 
that may have flattened the nuances of the respondents’ 
speech. Finally, this was a small study in one geographic 
area and may not reflect the views of other rural com-
munities in the country. We intended to explore this phe-
nomenon in a population that experiences this situation 
intensely. Therefore, representativeness was not our goal.

Despite these limitations, this study makes a meaning-
ful contribution to the understanding of cervical cancer 
screening utilization in Bolivia as there is little research 
on cervical cancer screening perceptions in Bolivia, and 
ours is one of only a handful of qualitative examina-
tions of existing (rather than pilot) screening services. 
Further research on Bolivian women’s experiences and 
perception of screening is needed to explore our “miss-
ing” themes around stigma and to study in more depth, 

embarrassment, and fear of cervical cancer screening 
procedures to confirm their role as barriers to care in the 
country.

Conclusions
Our findings suggest that in addition to physical barri-
ers to care, past experiences of poor-quality screening 
care and the resulting distrust in the healthcare system 
may be a significant barrier to cervical cancer screening 
in Bolivia. They indicate a need for intensive initiatives to 
reduce reporting time for Pap test results and programs 
to improve community confidence in providers’ ability to 
perform screening.
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