
Vega Crespo et al. BMC Public Health         (2022) 22:2144  
https://doi.org/10.1186/s12889-022-14601-y

RESEARCH

Barriers and facilitators to cervical cancer 
screening among under-screened women 
in Cuenca, Ecuador: the perspectives of women 
and health professionals
Bernardo Vega Crespo1*, Vivian Alejandra Neira1,2, José Ortíz Segarra1, Andrés Andrade1, Gabriela Guerra1, 
Stalin Ortiz1, Antonieta Flores1, Lorena Mora1, Veronique Verhoeven3, Ana Gama4,5, Sónia Dias4,5, 
Bo Verberckmoes6, Heleen Vermandere6, Kristien Michelsen6 and Olivier Degomme6 

Abstract 

Background: Cervical cancer screening is a cost-effective method responsible for reducing cervical cancer-related 
mortality by 70% in countries that have achieved high coverage through nationwide screening strategies. However, 
there are disparities in access to screening. In Ecuador, although cervical cancer is the second most common cancer 
in women, only 58.4% of women of reproductive age have ever been screened for cervical cancer.

Methodology: A qualitative study was performed to understand the current barriers to screening and to identify 
strategies that could increase uptake in Azuay province, Ecuador. Seven focus group discussions (FGDs) were con-
ducted with under-screened women and health professionals (HPs). The FGDs were recorded and transcribed. Con-
tent analysis was done using the socio-ecological framework to categorize and analyse the data.

Results: Overall, 28 women and 27 HPs participated in the study. The two groups perceived different barriers to 
cervical cancer screening. The HPs considered barriers to be mainly at the policy level (lack of a structured screening 
plan; lack of health promotion) and the individual level (lack of risk perception; personal beliefs). The women identi-
fied barriers mainly at organizational level, such as long waiting times, lack of access to health centres, and inadequate 
patient–physician communication. Both groups mentioned facilitators at policy level, such as national campaigns 
promoting cervical cancer screening, and at community and individual level, including health literacy and women’s 
empowerment.

Conclusions: The women considered access to health services the main barrier to screening, while the HPs identi-
fied a lack of investment in screening programmes and cultural patterns at the community level as major obstacles. 
To take an integrated approach to cervical cancer prevention, the perspectives of both groups should be taken into 
account. Additionally, new strategies and technologies, such as self-administered human papillomavirus (HPV) testing 
and community participation, should be implemented to increase access to cervical cancer screening.
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Introduction
Cervical cancer still represents a considerable threat 
to women’s health: in 2020, 604,000 new cases were 
reported worldwide, and more than 341,000 women 
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died from cervical cancer [1]. Almost 90% of these 
cases occurred in low- and middle-income countries, 
and the number of deaths is projected to increase by 
25% over the next 10 years if comprehensive measures 
are not taken [2, 3]. Cervical cancer screening is a cost-
effective method that has led to a reduction in cervical 
cancer-related mortality of 70% in countries that have 
achieved high uptake [4].

In Ecuador, cervical cancer is the second most com-
mon cancer in women. In 2020, 1534 new cases were 
detected, and 813 women died of this cause [5]. The inci-
dence of cervical cancer in Ecuador is 17.8 per 100,000 
women. The only country in South America with a 
higher incidence is Bolivia (35.8 per 100,000 women). 
Brazil has the lowest incidence in the region (12.2 per 
100,000 women) [6]. The number of deaths each year 
has increased in Ecuador over the last 10 years, which 
is an indication that current public health policies are 
insufficient or poorly implemented [6, 7].

Ecuador’s national cervical cancer prevention strategy 
from 2015 recommends three-yearly screening, based on 
cytology, for sexually active women between the ages of 
21 and 67 years, and offers human papillomavirus (HPV) 
vaccines to adolescent girls aged 9–12 years [8–10]. How-
ever, in some health centres, women are offered yearly 
screening. Most screening services are offered in pub-
lic primary health care centres for free, but women can 
also be screened at non-governmental organization and 
private health centres at low cost. Only in some public 
and private services in urban areas is HPV DNA testing 
offered as primary screening and for follow-up in case of 
cervical abnormalities [11, 12].

The World Health Organization’s global strategy to 
accelerate the elimination of cervical cancer suggests 
that to reduce cervical cancer-related mortality, up to 
70% of all women should be screened with a high perfor-
mance test at least twice during their lifetime, at 35 years 
and again at 45 years [13]. To reach that goal in terms of 
screening uptake, barriers to screening should be clearly 
identified and overcome [14].

Despite the availability of free, public services, only 58.4% 
of women of reproductive age in Ecuador have ever been 
screened for cervical cancer during their lifetime. In other 
words, 41.6% of eligible women in Ecuador have never been 
screened, which reveals the presence of major limitations in 
the national screening programme [15–17]. Few publica-
tions have ever presented a unique profile of never-screened 
women in Ecuador, and these have mainly concentrated on 
large populations with a common characteristic. However, 
the most commonly reported characteristics related to 
never having been screened for cervical cancer are living in 

a remote rural area, belonging to an indigenous community 
and having a low educational level [17–19].

In Ecuador, only two studies have addressed the low 
coverage of cervical cancer screening: one focuses on 
the challenges and opportunities of accessing cervi-
cal cancer screening among indigenous populations, 
whereas the other (from 2009) reports on attitudes 
towards screening among women in urban and rural 
areas. Barriers identified included organizational 
obstacles, reduced access to screening in rural, indig-
enous communities, and individual and cultural bar-
riers, including fear of gynaecological examination, a 
lack of risk perception and a lack of knowledge about 
cervical cancer in general [17, 20]. The aim of this 
research is to complement and update previous stud-
ies, by assessing the perspectives of under-screened 
women and health care providers regarding barriers 
and facilitators of cervical cancer screening in Cuenca, 
Ecuador.

Methods
Research design
A qualitative study with a phenomenological approach 
was performed from April 2020 to March 2021 in Azuay 
province, Ecuador. Focus group discussions (FGDs) were 
organized with health staff and under-screened women 
separately, as this method allows participants to interact 
with each other, which enriches the information gener-
ated [21, 22]. This paper follows the consolidated criteria 
for reporting qualitative research (COREQ) guidelines 
for reporting qualitative research [23].

Recruitment and settings
Due to the COVID-19 pandemic and subsequent lock-
down measures in Ecuador, some FDGs were carried out 
online. To ensure biosafety, face-to-face FDGs were car-
ried out in venues where the researchers could control 
ventilation and the physical distancing of participants.

Focus group discussions with women
Women who had never or rarely been screened for cervi-
cal cancer were recruited during gynaecological consulta-
tions at the Sociedad de Lucha Contra el Cáncer (SOLCA) 
hospital in Cuenca and during outreach activities of the 
SOLCA mobile unit in rural areas. Inclusion criteria were 
being older than 30 years old, speaking Spanish and not 
having had a Pap smear test in the last 3 years.

The recruitment of participants was conducted by the 
project researchers. After verifying the inclusion crite-
ria and providing verbal information about the project, 
the invitation for participation in the FDG was issued. 
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Table 3 presents information about the settings and par-
ticipants of FDGs for under-screened women.

Focus group discussions with health professionals
Health professionals (HPs) were recruited from SOLCA 
hospital, the mobile unit of SOLCA and the Hospital del 
Niño y la Mujer (maternal and children’s hospital) in the 
municipality of Cuenca. All physicians and nurses work-
ing in cervical cancer screening as their main activity at 
the time were invited to participate.

Recruitment of HPs was done through a written invita-
tion to the directors of SOLCA and the Hospital del Niño 
y la Mujer. Each hospital director passed an invitation 
to HPs who met the selection criteria. Table  4 presents 
information about the settings and participants of FDGs 
for HPs.

Data collection
Two FGD guides were developed, one for the women and 
one for the HPs. Key topics addressed during the discus-
sions were: opinions about or experiences with cervical 
cancer screening; opinions about national cervical cancer 
screening practices or programmes; barriers that inhibit 
screening uptake; and suggestions to address these bar-
riers. The FGDs were conducted by a moderator, and two 
observers took field notes. In addition, participants were 
asked to complete a brief socio-demographic question-
naire. Table 1 describes the topics, used in FGDs.

Data analysis
All interviews were audio-recorded and transcribed. The 
transcripts were uploaded to Nvivo 12, and content anal-
ysis was performed [24]. Data analysis and coding were 
conducted by the first author (BV) and two experienced 
researchers (VAN; JO). As the objective of the research 
was to identify barriers and facilitators to cervical can-
cer screening, an adapted version of the socio-ecological 

model of Bronfenbrenner [25] was used to identify fac-
tors at five different levels: political, organizational, 
community, interpersonal and individual. The socio-
ecological model could give an overview of interactions 
between several barriers and facilitators at different lev-
els. It also allows integrated solutions identifying differ-
ent actors and environmental structures to be found. The 
political level includes national regulations and funding 
for the system. The organizational level refers to factors 
related to the health care system. The community level 
contains cultural values, beliefs and norms, and popula-
tion characteristics. The interpersonal level refers to a 
person’s family and related network, and the individual 
level encompasses knowledge, attitudes and skills, per-
sonal characteristics and behaviour [17, 26–28]. A priori 
categories were defined based on the literature review 
and organized according to the socio-ecological model. 
Other emerging categories were identified by inductive 
analysis [29, 30]. For this study, the most important quo-
tations related to barriers and facilitators were selected 
and translated into English.

Ethical aspects
Each FGD started with a presentation of the aims of the 
study and ethical aspects, namely that participation in 
the FGD was voluntary, that participants were free to 
decline to participate or withdraw at any time, and that 
their anonymity and data confidentiality were assured. 
All participants provided written informed consent.

Results
Overall, 28 women took part in four FGDs, and 27 HPs 
participated in three FGDs. The average duration of the 
FGDs was 1 hour and 20 minutes. Almost all the FGDs 
took place face to face, either in a community setting or 
at SOLCA hospital. However, one FGD with HPs took 

Table 1 Topics of FGDs

Focus group discussions with health professionals

 • What are your opinions about or your experiences with cervical cancer screening among under screened women?

 • What are your opinions about national cervical cancer screening practices or programs?

 • Are there any gaps in these programs?

 • What do you think are the reasons or barriers that lead [insert the specific hard-to-reach group] to not participate in screening/to not participate 
enough?

 • How can we reduce the barriers we talked about/how can we increase participation?

Focus group discussions with women

 • What are the reasons that lead women to participate in cervical cancer screening?

 • What are the reasons or barriers that lead women to not participate in screening?

 • How can the barriers we talked about be reduced/how to increase participation in cervical cancer screening?

 • From what you know, how do you describe women’s experiences regarding cervical cancer screening?
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place online because of the COVID-19 lockdown in force 
at that time in Ecuador. Table 2 presents selected socio-
demographic characteristics of the women and HPs who 
participated in the FGDs. Tables 3 and 4 present the gen-
eral characteristics and locations of the FDGs.

Results are reported according to the different levels of 
the socio-ecological model (policy, organizational, com-
munity, interpersonal and individual). Both the positive 
factors (facilitators) and negative determinants (barri-
ers) are mentioned. Finally, suggestions made by study 

participants to improve uptake of cervical cancer screen-
ing based on their positive experiences are presented. 
Figure 1 presents an overview of the barriers and facilita-
tors at the different levels of the socio-ecological model.

Individual level
Barriers
At the individual level, several main barriers were identi-
fied by both the HPs and the women: lack of knowledge, 
lack of risk perception, lack of time, discomfort and fear. 
In particular, all participants reported that cervical can-
cer is not well known or often discussed.

“Women do not know what a disease like cervi-
cal cancer means. That is why they don’t consider 
Pap smears important... They do not have the cor-
rect information ... to be able to get screened. It is an 
unknown world for many people.” – Medical doctor, 
27 years

“About cervical cancer … . Not in my family, and 
neither with my daughter, who is 20 years old. We 
have not dealt with this issue. None of us are famil-
iar with this issue. The only thing we know is that it 
is dangerous.” – Woman, 50 years

A lack of risk perception, caused by a lack of knowl-
edge, means that some women only seek medical atten-
tion when they feel symptoms. For many women, feeling 
healthy is synonymous with being healthy; therefore, they 
do not see any reason to get screened.

“I got screened because I felt bad, so I took it, the 
exam [Pap smear] to see if I had cancer of the 
uterus.” – Woman, 47 years

“There are some adult women who say: ‘I’ve never 
had a Pap smear and I’m not going to get it, because 
I never feel anything and I’m fine and nothing has 
ever happened to me.’” – Woman, 49 years

In general, the participants, especially the women, 
reported a lack of time as a significant barrier. They are 
expected to first finish all their household obligations 

Table 2 Socio-demographic characteristics

Characteristic N (%)

Rarely screened women [28]

 Age
  30–39 years 6 (21.4)

  40–49 years 15 (53.6)

  50–59 years 6 (21.4)

  60–69 years 1 (3.6)

 Residence
  Urban 19 (67.9)

  Rural 9 (32.1)

 Education
  None 1 (3.6)

  Primary 8 (28.6)

  Secondary 7 (25.0)

  University 12 (42.9)

 Last Pap smear
  3–4 years ago 6 (21.4)

  5 years ago 6 (21.4)

  More than 5 years ago 16 (57.1)

 Time needed to reach a health centre
  Less than 30 minutes 23 (82.1)

  Between 30 minutes and 1 hour 4 (14.3)

  More than 1 hour 1 (3.6)

Health professionals [27]

 Gender
  Male 3 (11.1)

  Female 24 (88.9)

 Age
  25–29 years 6 (22.2)

  30–39 years 4 (14.8)

  40–49 years 4 (14.8)

  50–59 years 11 (40.7)

  60 years and more 2 (7.4)

 Role
  Medical doctor 13 (48.1)

  Nurse 11 (40.7)

  Midwife 3 (11.1)

Table 3 Women’s focus groups

Identification 
code

Date Location Number of 
participants

FGD 1 2 April 2020 Online 6

FGD 2 13 November 2020 Paute municipal hall 6

FGD 3 26 February 2021 University of Cuenca 8

FGD 4 5 March 2021 University of Cuenca 8
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before accessing health care. If they work, they need to 
ask permission to attend a health centre.

“So we go to the supermarket, we go to work, we pick 
up the child, we go to the meeting, we go to pay the 
bills, … and of course, we are busy, we do not have 
time to get a Pap smear.” – Woman, 49 years

Women also feel that they do not have the time for 
screening because they usually have to take care of others 
first and put their needs last, focusing on the well-being 
of their children and other priorities in their lives.

“Culturally, we as women have been left behind – 
that is, if you get sick, you are the last on the list and 
you have to heal yourself practically. That is the first 
mental barrier: we have to think about others and 
not think about ourselves.” – Woman, 45 years

Discomfort with the procedure was mentioned as a 
major barrier by both groups of participants. Several dif-
ferent aspects of discomfort were identified, the first of 
which was related to the fear of feeling pain during the 
examination.

“When that machine [speculum] is introduced, it 
hurts there, and ... I don’t even know why, those 
things have always hurt me.” – Woman, 62 years

Another discomfort they mentioned was embarrass-
ment. Women perceived cervical cancer screening as an 
uncomfortable and even denigrating experience.

“I think it’s like one of the most degrading exams that 
one can have. It does not feel good. Yes, like degrad-
ing, uncomfortable. I think that sometimes it doesn’t 
even hurt, but [it is uncomfortable] because of the 

Table 4 Health professionals’ focus groups

Identification code Date Locus Number of 
participants

FGD 1 26 February 2020 Online 2

FGD 2 26 July 2020 SOLCA auditorium 11

FGD 3 4 August 2020 Hospital municipal auditorium 6

FGD 4 27 August 2020 SOLCA auditorium 8

Fig. 1 Barriers and facilitators of cervical cancer screening according to the socio-ecological model. Note: W: Women; HP: Health professionals
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tension and stress.” – Woman, 48 years

For some women, it is even more embarrassing if a male 
doctor performs the gynaecological examination: they 
would feel more comfortable if a female doctor were to 
do it.

“Maybe I can say that I would have more confidence 
with a female doctor because when it’s a male doc-
tor, … I don’t know. No, well, speaking for myself, 
since I live alone, I always get nervous when I am 
going to see a male doctor.” – Woman, 62 years

Participants even reported that they fear being mis-
treated or sexually abused during the consultation. Some 
women mentioned that some doctors flirt during consul-
tations, while others even expressed fear of being raped.

“I have heard from friends that the gynaecologist, 
when he takes the Pap smears, touches her and puts 
his fingers in on purpose, that he does it roughly on 
purpose and that she feels that it gives him a certain 
pleasure … I saw him when he put his fingers in: he 
closed his eyes and yuck, that is horrible, and my 
husband was not there because he [the doctor] told 
him to stay out.” – Woman, 49 years

In addition, women reported poor communication 
between patients and physicians, claiming that some HPs 
do not take enough time to explain the procedure step by 
step. As a result, they do not understand the procedures 
and even fear them.

“The doctor did not explain or anything. He told me, 
‘Well, go and lie down [on the gynaecological chair], 
and I’ll do it [take the sample].’ From then on I was 
afraid to go. I said, ‘Now I’m not going to do anything 
again’, because it was horrible.” – Woman, 49 years

Finally, some women expressed fear of a possible positive 
result. Consequently, some women prefer not to be screened, 
ignoring the fact that early detection could save lives.

“For fear of the result. She had never had a Pap 
smear in her life until now, because of fear of the 
result. [Imagine that] suddenly [the doctor is] saying 
that she is going to die!" – Woman, 33 years

Facilitators and suggestions for improvement
Empowering women to take control over their own 
health was considered important to improve uptake of 
cervical cancer screening.

“When you love yourself, you take care of yourself, 
you protect yourself, and you don’t expect anyone 
to protect you as you protect yourself.” – Woman, 49 

years

All HPs agreed that improving women’s health literacy 
is a priority to improve their knowledge and aware-
ness regarding cervical cancer prevention. Sensitization 
should start at school and will motivate women to get 
screened.

“I think that with education and motivation it 
should start even at school and then at college and, 
well, at university.” – Medical doctor, 78 years

Interpersonal level
Barriers
The lack of family support was considered an important 
barrier to cervical cancer screening. HPs reported that 
in some traditional rural communities, women need to 
ask their husband’s permission to get a gynaecological 
examination. This machismo (sexism) prevents women 
from getting screened, since men are often reluctant 
and women follow their advice.

“A woman of about 42 years old says, ‘I don’t know, 
doctor, because my husband does not want me to 
do it.’” – Medical doctor, 40 years

Another reason why men might not approve is because 
sexually transmitted infections such as HPV could be 
detected during the medical consultation; this could be 
a proof of infidelity, for both men and women, and lead 
to divorce.

“When she had a positive human papillomavirus 
test, ... she was obviously a person of a certain level 
[of education], she asked, ‘How is this transmitted?’ 
And the doctor told her how it was transmitted, 
and she said [to her husband], ‘I want a divorce.’ 
It was like that. The doctor tried to explain, and 
calm her down, but the patient reacted like that … 
I will never forget.” – Nurse, 52 years

Facilitators
Facilitators linked to providing information were 
reported most commonly by HPs. They considered that 
increasing awareness of cervical cancer screening in 
communities and households will increase the accept-
ance of Pap smears and reduce the stigma. In particu-
lar, targeting husbands in preventive programmes could 
improve uptake of cervical cancer screening, since it 
would help break down barriers caused by the lack of 
knowledge regarding screening and the machismo in 
those communities.
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“I say, ‘Bring him here [to the health centre] to con-
vince him’, like a joke. I say, ‘Bring him to convince 
him’ [the husband].” – Medical doctor, 40 years

Community level
Barriers
Cultural beliefs, even if they are based on misconcep-
tions, constitute a barrier to examinations, as, for exam-
ple, some women are afraid of getting sick or becoming 
infected during screening. Some women had experienced 
bleeding after having a Pap smear; therefore, they sus-
pected that the material used in the procedure was not 
sterilized well. One participant even mentioned experi-
encing symptoms of a sexually transmitted infection after 
the screening.

“I was fine, and two days after I returned from the 
exam, it began to feel bad, … [I felt] itching, then a 
very ugly discharge. I got a very strong infection.” – 
Woman, 44 years

According to HPs, women who live in rural areas are 
screened less often due to the great distance they have to 
travel to reach health centres. They also believe that these 
women might be more afraid of having a Pap smear.

“In rural areas people are still afraid of going to the doc-
tor to have a sample taken.” – Medical doctor, 61 years

In general, stigma related to Pap smears is a significant 
barrier, as some women thought that screening is mainly 
for women who have multiple sexual partners, such as 
sex workers, or for women who are victims of sexual 
abuse. As such, getting screened is not considered nec-
essary for a ‘respectable woman’, and participating in 
regular screening could lead to discrimination by the 
community.

“Maybe sex workers [should go for routine screening] 
because they are in more contact with their clients, 
let’s say. For their safety they should, they should ... 
And women or adolescents who are already sexually 
active ... or girls who are raped, girls who are raped 
should also already have a Pap test.” – Woman, 56 
years

Overall, some women believed that the main cause of the 
lack of adherence to routine screening is social inequity. 
Women who live in poverty, with a low educational level, 
have less access to screening.

“Social inequalities exclude more women, and 
women who are socially excluded – those who we 
consider more vulnerable in society – have less 
access to screening tests.” – Woman, 40 years

Moreover, Spanish is not the first language in some rural 
communities. HPs recognized that they themselves are 
not fluent in the local languages; hence poor communica-
tion is a bigger problem in these areas.

“In my indigenous community, we should look for 
possibilities to do [promotion] in Quichua [an indig-
enous language], because we try to involve them 
a lot, although I do not speak it [Quichua] 100 per 
cent.” – Medical doctor, 40 years

Facilitators and suggestions for improvement
According to the HPs, including the community in health 
promotion activities – for example, through peer educa-
tion or disseminating flyers in local languages – would 
not only increase knowledge about cervical cancer 
screening but would also help increase its acceptance.

“A great advantage in our community is that health 
promoters are indigenous, so they do not have lan-
guage barriers, so they can help us with this type of 
promotion. We have even used some brochures in 
Quichua.” – Medical doctor 40 years

Also, the support of political and religious leaders in 
the community could help spread positive messages and 
might encourage the population to attend screening. 
Participants considered young community leaders more 
open to collaborating with this type of health promotion.

“We involved leaders. Some of them are young and 
very open to promote this type of procedure.” – Medi-
cal doctor, 40 years

“Talking with the priest. Maybe if the priest talks in 
the same church [during a religious service] it would 
be spectacular.” – Nurse, 52 years

Organizational level
Barriers
HPs and women reported barriers related to both access 
to health centres and the quality of the health care ser-
vices provided. In particular, they identified difficulties 
and challenges at every step of the cervical cancer screen-
ing process: from making the appointment to obtaining 
follow-up care.

Getting an appointment was described as a major dif-
ficulty, since the waiting time can be up to 3 months. In 
addition, once an appointment is made, it can still be 
changed, and women only find out when they arrive for 
their appointment on the day originally scheduled. As a 
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result, many women are discouraged from returning to 
the health centre.

“I was going to my appointment one day, but they 
gave me another appointment for the next day, 
and then again [the next day]. They said, ‘Come 
tomorrow.’ I kept going all week, but no, [every 
time] they gave me an appointment for another 
day.” – Woman, 41 years

“If you call and they answer, you are lucky. If not, 
you spend a week calling and they never answer. 
If you are able to make an appointment, they give 
you one in three months: ‘Come on in on that date’, 
and so we go that day, and sometimes the doc-
tor has gone on vacation, and there is no one to 
replace him.” – Woman, 41 years

Because of these problems, some women opt for cer-
vical cancer screening at private clinics or non-govern-
mental organizations. However, both the HPs and the 
women reported that due to the cost this is only acces-
sible for those women who can afford this type of care.

“Because in the countryside it is very complicated 
for the mothers, so they are selling eggs or exchang-
ing things to get money … They have to see how 
they can support the family. If they have to pay for 
their [cervical cancer screening] test and it has a 
very high cost, they do not go.” – Nurse, 54 years

The women also reported that the COVID-19 pandemic 
increased waiting times. In addition, they considered 
that HPs prioritized COVID patients, which made it is 
even more difficult to get an appointment at that time.

“If you get sick right now, they tell you, ‘Go to the 
health centre.’ But they don’t attend to you. Right 
now it’s more – because of COVID – ‘Go, or call the 
hospital’, yet they don’t attend to you.” – Woman, 
41 years

According to the women, the waiting does not end after 
getting an appointment. Once they have an appoint-
ment, they spend an entire morning at the health cen-
tre actually getting screened.

“Going to have a Pap smear at a health centre 
takes all day! The whole morning. People just don’t 
have that time.” – Woman, 47 years

After the sample is taken, patients wait another one or 
2 months, which is the minimum time it takes to pro-
cess the samples and share the results with the health 
centre. Participants thought that this delay compro-
mises treatment if cancer is found.

“The result is given after three months.” A Pap 
smear is taken, and they say, ‘Come back for the 
results. You can come in about three months.’ And 
we go back after three months, and what if you 
have cancer? It will already be worse by then.” – 
Woman, 49 years

While some women reported that it took months before 
they received their test results, others even mentioned 
that they never received them, which of course hampers 
their trust in the health system. The HPs confirmed that 
indeed sometimes samples and/or results do get lost and 
that some women, therefore, have lost interest in cervical 
cancer screening.

“I went to the hospital to get screened. I swear I 
waited one, two, three, four, five, six months for the 
results, but they never came, and he [the doctor] 
told me that he is going to take another sample.” – 
Woman, 35 years

In general, the women showed little trust in the quality 
of health services; for example, some women were afraid 
of getting sick or becoming infected during screening. 
Some participants had actually experienced bleeding 
after having a Pap smear; therefore, they suspected that 
the material used in the procedure was not sterilized well. 
One participant even mentioned experiencing symptoms 
of a sexually transmitted infection after the screening. 
Unclean examination rooms also contributed to this gen-
eral feeling of mistrust.

“I have been very suspicious of having to lie down 
and spread my legs on a stretcher where the sheet 
shows that it is completely dirty. There were hairs 
and black dots from the previous patient.” – Woman, 
50 years

With regard to the quality of the test, the HPs also added 
that false negative results have made them lose trust in 
the sensitivity of the Pap smear.

“She was getting a Pap smear every year, and has 
had over 15 or 20 or 30 tests, or more, and … the 
next year she died with advanced cancer, and there 
is nothing that can be done.” – Medical doctor, 50 
years

The HPs felt that this misinterpretation of Pap smears 
is caused by a lack of training of HPs in either obtain-
ing or managing the samples, or due to poor reading 
skills of pathologists, resulting in a high number of false 
negatives.

“Doctors, not all of them, don’t know how to take a 
Pap smear. As the doctor said [referring to another 
participant], it is true, and we have seen here [in the 
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hospital] that the Pap smear is poorly taken, poorly 
fixed and also poorly analysed.” – Medical doctor, 37 
years

Finally, the HPs considered that there is in general a lack 
of investment in high-quality cervical cancer screening 
services. They mentioned that when additional examina-
tions, such as HPV detection or colposcopy, are required, 
they need to refer patients to specialized health centres, 
as most health centres do not offer these services. Many 
of those patients then get lost to follow-up, since there is 
no system in place to manage or keep track of them at 
community health centres.

“I think we fall short in the treatment. We do a Pap 
smear and find an abnormality, so we need to do an 
HPV test or we need colposcopy and biopsy, so we 
send them [the patients] to another place and lose 
track of the patients.” – Medical doctor, 40 years

Facilitators and suggestions for improvement
The women and HPs identified some options that have 
shown good results in improving access to health ser-
vices. For example, both groups mentioned that mobile 
units can improve access to cervical cancer screening by 
removing barriers such as distance to health centres or 
lack of time.

“Mobile units that offer Pap smears, because, for 
example, women want to get screened, but because 
they live far away, first comes the economic aspect, 
second the time.” – Woman, 33 years

Reducing the cost of getting screened was also consid-
ered important to increase uptake, especially in poor 
communities where women do not have access to the 
public health system.

“Any test that is recommended in the communities 
should be free of charge, because if people already 
hear that there is no cost, they will go [for screen-
ing].” – Nurse, 42 years

Nurses also suggested that health centres could dedicate 
1 day per week to Pap smears, to increase uptake and 
reduce waiting times.

“Health centres should do Pap smears at least once 
a week; on that day Pap smears are taken for all 
patients who want one.” – Nurse, 59 years

They also proposed linking cervical cancer screening with 
other health services, to increase uptake. They also sug-
gested offering it opportunistically when women come in 
for other reasons, such as for pre-surgical examinations.

“On the surgery floor, before they go to have breast 
surgery or whatever, first thing you do is take a Pap 
smear.” – Nurse, 50 years

Furthermore, the HPs recommended using an appoint-
ment card to remind women when the next Pap smear 
should be done.

“When the Papanicolaou result is given, the next 
Pap test could be scheduled and written down on a 
card so that the patient does not miss her appoint-
ment and returns.” – Nurse, 35 years

Some nurses already applied a more active follow-up 
strategy by calling women who are lost to follow-up.

“We started calling patients who get lost. People 
leave us their numbers.” – Nurse, 54 years

In addition to these rather practical facilitators, the 
women also emphasized that HPs’ kindness and con-
fidence in HPs would encourage them even more to go 
for cervical cancer screening. They pointed out that 
improved communication skills of physicians would con-
tribute to increasing uptake of Pap smears.

“The respect and explanation that the doctor gives 
before the procedure. No matter if it is a man or a 
woman, it’s just that the doctor should always try ... 
to explain well.” – Woman, 35 years

Policy level
Barriers
Barriers to cervical cancer screening at policy level 
were mainly mentioned by the HPs. In their opinion, 
the national strategy for cervical cancer prevention is 
not well known by HPs in the field and therefore poorly 
implemented at operational level. Physicians added that 
there is no effective health promotion policy, includ-
ing for cancer screening, which leads to poor knowledge 
among the population.

“There is some policy on cervical cancer, but in prac-
tice it has not been used as it should be.” – Medical 
doctor, 78 years

“Many of the patients have not been adequately sen-
sitized regarding early detection, and there are no 
government screening programmes either.” – Medical 
doctor, 28 years

Moreover, the HPs mentioned that the current evalu-
ation system inhibits cervical cancer prevention: they 
are expected to take a certain number of Pap smears 
per month, rather than being incentivized to reach 
under-screened women. As a result, some women are 
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over-screened to reach numeric goals, while a large group 
of women are never invited.

“We do cytology or Pap smears among the same 
women ... We can’t see the ones who live further 
away [never-screened women], because all we want 
is to meet the three or six patients they ask of us [on 
the target list] at the end of the month.” – Medical 
doctor, 37 years

Facilitators and suggestions for improvement
Both the women and HPs believed they cannot influence 
political decisions, but some suggestions were made to 
improve cervical cancer screening programmes. First, all 
participants mentioned that national media campaigns 
could help to encourage women to get screened, by pro-
viding information on preventive medicine and how and 
where they can get screened for cervical cancer.

“Campaigns, so that the population knows about the 
exam [cervical cancer screening] or what they have 
to do in general.” – Medical doctor, 26 years

Women also suggested that offering screening in the 
workplace could remove various barriers such as limited 
time and a lack of engagement.

“I can tell you that I have done it [getting screened] 
periodically, because I worked in a public company, 
and they made us [get screened] practically every 
year.” – Woman, 58 years

Others even mentioned that the government should set 
up health programmes in which certain other benefits 
are conditional on getting screened. Even mandatory 
screening was considered an option, with a Pap smear a 
prerequisite for obtaining certain permissions at govern-
ment level. In addition, some women had the experience 
of being screened in the workplace through occupational 
health programmes. Those initiatives reduce absence 
from work and the need to ask for permission to seek 
medical attention.

“It should be a programme that motivates [women 
to take up screening] and gives conditions and per-
mission [to get screened at work]. It should be an 
obligation to take these exams annually.” – Woman, 
50 years

Discussion
The aim of this research was to identify barriers and 
facilitators of cervical cancer screening in Cuenca, Ecua-
dor, from the point of view of HPs and under-screened 
women. The socio-ecological model applied allows 

different levels of interactions to be identified as causes 
of adherence to cervical cancer screening. HPs mainly 
reported barriers and facilitators at policy and individual 
levels, while the women perceived the limited access to 
and poor quality of health services as the main problems 
(organizational level).

Even if there were a robust cervical cancer screening 
programme in place in Ecuador that offers free screen-
ing, women still face barriers that impede full adherence 
to routine screening. These barriers are a lack of time 
to attend a medical consultation, and practical difficul-
ties in accessing health centres (physical distance). These 
limitations were also reported [31]. Strategies that allow 
women to access screening at their workplace [31–33], 
the use of mobile medical units in remote areas and the 
use of portable point of care devices for HPV detection 
could be effective measures to overcome those obstacles 
[34–38, 28, 39].

Another barrier at individual level for women is the 
embarrassment and the fear of pain during a pelvic exam-
ination. Given that a lack of privacy prevents them from 
attending regular screening [40, 41], self-administered 
tests might be preferred over samples taken by a health 
care provider and might reduce the fear of pain [42–45].

Additionally, clear communication and empathy among 
HPs could decrease women’s fear and even overcome the 
current resistance to being treated by a male HP. This 
requires adequate training in physician–patient commu-
nication and could improve the trust in health services in 
general, thereby increasing the uptake of cervical cancer 
screening [46–49].

Similar to other publications, we found that mass media 
campaigns on cervical cancer prevention would be an 
important facilitator to improve the uptake of screening 
[31, 50]. These campaigns increase women’s knowledge 
and foster a culture of preventive health care in the com-
munity [17, 46, 51]. Improved knowledge would also help 
tackle myths and stigma about this illness and screening 
[42, 50], strengthen family support to attend screening 
[52], and empower women to overcome machismo that 
could limit their access to screening [17, 53].

However, the cost of maintaining a mass social media 
campaign can be high. As such, small-scale health pro-
motion activities at local level should also be considered. 
The women who participated in the study proposed 
involving community leaders [17, 20] and incorporating 
lectures on cancer prevention in adolescents’ sexual and 
reproductive health education. In health centres, screen-
ing could be promoted in the waiting rooms, it could be 
offered during medical consultations not related to can-
cer prevention, or health centres could organize screen-
ing on a fixed day each week.
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For Ecuador, changing from opportunistic screen-
ing to an organized programme with direct invitations 
sent to all eligible women would most likely increase 
uptake of screening, as shown in other settings [28, 
36–39]. Moreover, for the programme to be effective, 
it should be based on up-to-date national guidelines 
and protocols, which are currently lacking (national 
guidelines have not been updated since 2015 in Ecua-
dor). The World Health Organization now proposes 
that instead of screening women every 3 years using 
a test with low sensitivity (Pap smear), high-sensi-
tivity tests such as HPV DNA detection tests should 
be used for primary screening to reduce the burden 
of repeated screening (i.e. by screening women at 
least twice during their lifetime, rather than every 3 
years). The use of HPV DNA tests as primary screen-
ing for cervical cancer has shown advantages in terms 
of cost-effectiveness due to their higher sensitivity 
compared with Pap smear and the possibility of self-
testing [54–57]. Ecuador should consider the use of 
HPV DNA tests, as this could reduce the time and 
effort that both women and health staff have to invest 
in cervical cancer screening. However, other barriers 
still have to be addressed to reap the benefits of HPV 
DNA testing and self-testing [58, 59].

Indeed, improving access to health services will 
remain crucial. Our study found that it takes a long 
time for women to obtain an appointment, get 
screened, receive the results and be referred to a more 
specialized care centre, if necessary. Even if more sen-
sitive screening tests were used, the structural barri-
ers that cause these delays would need to be addressed. 
Therefore, the quality of health services should be 
monitored. A pilot study in Colombia considered that 
the maximum time between obtaining an appoint-
ment and receiving the test results should not exceed 
120 days, and the maximum time to provide specific 
treatment (if required) should not exceed 60 days [31, 
33, 60, 61]. Standardizing and reducing the length 
of each step in the cervical cancer screening cascade 
could improve the effectiveness of screening and treat-
ment, as well as the satisfaction of women and HPs. 
Furthermore, instead of evaluating screening pro-
grammes based on the number of women screened, 
the proportion of under-screened women should be 
monitored as a way to measure performance.

HPs consider that the implementation of a com-
prehensive cervical screening programme requires 
resources that are usually not available in low- and 
middle-income countries. However, the promotion of 
strategic alliances at the local level, joining public and 
private resources and efforts, can fortify cervical cancer 
prevention [17, 53].

Limitations
The main limitation of this study is that the results can-
not be extrapolated to different contexts: they reflect the 
current reality of women and HPs in the southern part of 
Ecuador only. Another limitation is that the study mainly 
reports the point of view of under-screened rather than 
never-screened women, as all participants had had at 
least one Pap smear during their lifetime. The reasons 
for declining cervical cancer screening among never-
screened women should be explored in future research.

Conclusions
The aim of this research was to understand barriers and 
facilitators of cervical cancer screening among under-
screened women and HPs in Ecuador. The HPs who par-
ticipated in the study reported the main barriers to be the 
lack of a structured screening programme, low invest-
ment in health – and especially in preventive care – cul-
tural patterns at community level linked with myths and 
machismo, and a lack of knowledge. On the other hand, 
the women interviewed considered the main barriers to 
be the long waiting times, inadequate patient–physician 
communication and the perception of Pap smears as a 
painful and embarrassing procedure.

In terms of facilitators, the HPs proposed that imple-
menting campaigns with community participation would 
increase awareness about cervical cancer, health literacy 
and adherence to cervical cancer screening. From the 
women’s point of view, ensuring fast and friendly access 
to quality health care and information about prevention 
will increase women’s health empowerment and improve 
uptake of medical examinations.

To increase cervical cancer screening, the perspectives 
of the HPs and the women interviewed should be taken 
into account, and the quality of services should be con-
tinuously monitored. In addition, innovative techniques 
such as self-administered tests could increase the uptake 
of screening.
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