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Abstract
Background Cervical cancer screening uptake remains low despite being a critical prevention method for adult 
women living with HIV(WLHIV). These women experience greater incidence and persistence of high-risk human 
papillomavirus (HPV) and severe outcomes, including cervical cancer comorbidity and death.

Objective We explored the opportunities, challenges, and recommendations of clinical care providers and WLHIV to 
improve cervical cancer screening uptake among WLHIV in Southwestern Uganda.

Methods In a cross-sectional qualitative study from January to June 2021 at Mbarara Regional Referral Hospital, we 
interviewed six key informant clinical care providers and held four focus group discussions with women living with 
HIV. Data was coded using Atlas ti software and analysed using thematic inductive analysis.

Results The participants identified several prevailing opportunities for cervical cancer screening, including skilled 
clinical care workers, public awareness for demand creation, optimized clinic flow, provider-led referrals, and peer-led 
information sharing that ease clinic navigation and shorten participant throughput. However, challenges occurred 
due to standalone services resulting in double queuing, longer clinic visit hours, missed chances for screening 
alongside unsupported lower health facilities leading to crowding at the referral hospital, and inadequate patient 
privacy measures leading to shame and stigma and the misconception that cervical cancer is incurable. Integrating 
HPV-DNA testing in HIV services was perceived with ambivalence; some participants worried about the quality of 
sample collection, while others valued the privacy it offered. Optimising self-collected DNA testing and sufficient 
counselling were recommended to improve cervical cancer screening uptake.
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Background
Globally, in 2020, approximately 500,000 women con-
tracted cervical cancer, and 340,000 died from it despite 
available preventive and treatment options such as 
human papillomavirus (HPV) vaccination and screen-
ing and treatment of pre-cancer or early-stage cancer 
[1, 2]. Women living with HIV (WLHIV) experience a 
greater incidence and persistence of high-risk HPV infec-
tion and severe outcomes, including cervical cancer and 
death, than their HIV-negative counterparts [3–5]. In 
sub-Saharan Africa, 24.9% of cervical cancers have been 
diagnosed in WLHIV, and approximately 20% of cases 
are attributable to HIV, compared to 1.1% around the 
globe [3]. In Uganda, cervical cancer remains the most 
common malignancy, with estimated annual diagnoses 
of nearly 6,400 women and the leading cause of death of 
about 4,300 women [4]. Evidence shows declining cervi-
cal cancer prevalence worldwide, except in sub-Saharan 
Africa [4], primarily due to limited access to vaccination, 
low screening uptake and treatment of precancerous cer-
vical lesions [6] amidst a generalised HIV epidemic [7, 8].

The World Health Organisation (WHO) recommends 
screening at least 70% of eligible women between the 
ages of 35 and 45 using a high-performance test by 2030 
as one of the cervical cancer elimination strategies [2, 9]. 
Mathematical models also show that screening for cervi-
cal cancer twice in a lifetime between the ages 30 and 45 
years combined with HPV vaccination could eliminate 
cervical cancer among WLHIV by 2120 [9, 10]. Uganda 
recommends HPV testing as the primary cervical cancer 
screening method and visual inspection with acetic acid 
(VIA) where HPV testing is unavailable or Papanico-
laou (Pap) smear in post-menopausal women— repeated 
every three years for WLHIV [11]. The WLHIV can enter 
cervical cancer screening programs through various 
healthcare entry points, mainly the HIV clinics, sexual 
and reproductive health clinics, outreach programs, and 
occasionally self-testing options where available. Despite 
WLHIV interfacing with clinicians at least twice a year 
and the presence of policy guidelines, cervical cancer 
screening rates of 30% nationally and 27% for western 
Uganda [12] remain far below the WHO 70% target. At 
another Ugandan urban HIV clinic, approximately 44% 
of eligible women had ever screened for cervical cancer, 

with only 16.1% having been screened in the previous 
year [13].

Screen-and-treat strategies have been used in cervi-
cal cancer screening programs to improve efficiency and 
accessibility, especially in low-resource settings [14]. 
However, few studies have triangulated the nuanced per-
spectives of clinical care providers and users to optimize 
cervical cancer screening among WLHIV. In Sub-Saha-
ran Africa, symptom debut [15, 16], disease awareness 
[17], and being referred to screening [18] have been cited 
as factors that promote cervical cancer screening. On the 
contrary, unfavourable geographical location and terrain 
[19], fear of embarrassment [20], high costs [21], and 
limited provider knowledge and skill [22] were cited as 
challenges to screening uptake. Amidst the above oppor-
tunities and obstacles, screening rates among WLHIV 
continue to lag behind the WHO-recommended 70% cer-
vical cancer screening targets. Therefore, we conducted 
a qualitative study exploring the perspectives of clinical 
care providers and women on opportunities, challenges, 
and recommendations to improve cervical cancer screen-
ing uptake among eligible WLHIV at a tertiary hospital 
in Southwestern Uganda.

Methods
Study design and duration
We conducted a cross-sectional qualitative study to 
explore the perspectives of clinical care providers and 
WLHIV on the determinants of cervical cancer screen-
ing and how to improve cervical cancer screening uptake 
among eligible WLHIV from January to June 2021.

Study setting
The study was conducted in the two outpatient clin-
ics, the HIV and cervical cancer screening clinic of the 
Mbarara Regional Referral Hospital-Mbarara University 
of Science and Technology Complex in Mbarara City. 
The hospital complex serves 13 districts of Southwestern 
Uganda, with approximately 6  million people [23]. One 
clinic, the immunosuppression (ISS) clinic, is the highest-
volume HIV clinic in the region, providing comprehen-
sive HIV care to about 17,212 WLHIV as of September 
2019 [24]. The HIV-related clinical activities included 
HIV testing and counselling and antiretroviral therapy. 
The other was the cervical colpopathology (CCP) clinic, 

Conclusion Opportunities for cervical cancer screening included trained clinical care professionals, increased 
public awareness, improved clinic flow, provider referrals, and peer education. Challenges, such as unsupported 
lower-level health facilities, misconceptions, inadequate patient privacy, and uncertainty about integrating HPV-DNA 
screening into HIV services, were cited. Adequate counselling and self-sample collection were recommended to foster 
screening. Our findings may guide healthcare programs integrating cervical cancer screening into HIV clinics to reach 
the 70% World Health Organisation targets by 2030.
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offering cervical cancer screening to approximately 
15 women daily [23]. The two clinics are open Monday 
through Friday, and any of the about 168 WLHIV seen in 
the ISS clinic daily could walk in or be referred by health 
workers to screen for cervical cancer in the CCP clinic 
two blocks away [24]. Also, WLHIV come into CCP 
from sexual health clinics, outreach programs, referrals 
from peripheral lower health centers, and occasionally 
self-testing options where available. The cervical can-
cer screening-related services include HPV-DNA test-
ing, visual inspection with acetic acid (VIA), which is 
the commonest screening method, colposcopy, cervical 
biopsy, and Pap smear. The treatment options for precan-
cerous cervical lesions include ablative therapy with ther-
mocoagulation or cryotherapy and Loop Electrosurgical 
Excision Procedure (LEEP). At the CCP clinic, screen-
ing for cervical cancer involves educational counselling, 
HPV-DNA testing, followed by a triage of positive HPV 
cases using VIA. Some women access VIA screening and 
Pap smear testing without HPV testing. Colposcopy and 
cervical biopsy collection are also offered accordingly. 
Precancer cervical lesions based on VIA, Pap smear or 
biopsy are treated in the same clinic, while diagnosed 
cancer cases are referred to gynaecological and oncol-
ogy departments of the same referral hospital for further 
management.

Study participants and eligibility criteria
We studied adult WLHIV and their clinical care provid-
ers. We included WLHIV aged 24–49 years (to match the 
age range recommended for the VIA screening method) 
who were in care at the ISS clinic for at least one year 
before March 30, 2020, when Uganda announced the 
first COVID-19 lockdown. We excluded WLHIV who 
reported prior uterine removal or cervical cancer screen-
ing in the past year without medical record or who 
declined study participation. We included adult male and 
female clinical care providers who had delivered clinical 
services for at least three months at the ISS or CCP clinic.

Sample size and sampling procedures
All participants were purposively sampled [25] based 
on the duration of service for clinical care providers and 
age, time of known HIV diagnosis, and previous cervical 
cancer screening for WLHIV. We conducted six (n = 6) 
key-informant interviews (KIIs) with clinical care pro-
viders selected from a list of HIV medical officers in the 
ISS clinic (n = 3) and all nurses/midwives and specialists 
in the CCP clinic (n = 3). We conducted four (N = 4) face-
to-face focus group discussions (FGDs) with WLHIV 
balanced between those screened on schedule (2 FGDs) 
and those overdue for cervical cancer screening (2 FGDs) 
per the self-reported most recent screening date verified 
from medical records.

Data collection procedures
A gender-balanced team of four (4) researchers (CDA, 
AO, CA, AN) trained in qualitative research methods 
conducted face-to-face semi-structured KIIs and FGDs 
using interview guides. The researchers explored topical 
domains, including general experiences in delivering or 
receiving HIV care and cervical cancer screening and the 
role of clinical care providers, WLHIV, and healthcare 
facilities in improving cervical cancer screening services. 
The opportunities for cervical cancer screening referred 
to ways WLHIV could access and undergo screening for 
cervical cancer. All data collection procedures occurred 
at the MRRH premises, workplace and clinic. We held all 
FGDs in a private waiting room in the CCP clinic after all 
women living with HIV due for cervical cancer screen-
ing had completed the cervical cancer screening exercise. 
Clinical providers’ KIIs were held in their routine consul-
tation offices at the hospital. Only the study participants 
and researchers were present during the FGD or KII.

The semi-structured KII guide sought a general 
description of a typical day providing services at the CPP 
or ISS and any challenges or rewards at work. We then 
sought their views on what service users and clinical care 
providers could stop or continue doing to achieve cervi-
cal cancer screening targets in women living with HIV. 
Finally, clinical care providers reflected on whether there 
was anything else they felt was important to share with 
the study team on cervical cancer screening.

The FGD semi-structured interview guide explored 
broad descriptions of the day-to-day clinical services they 
receive at CCP and ISS clinics. We also sought their opin-
ions on cervical cancer screening processes that seemed 
to work well or needed improvement, thereby allowing 
other unanticipated domains to be examined. To ensure 
cultural nuance, participants preferred the local language 
(Runyankole); fluent researchers conducted the FGDs.

Audio recordings were used to collect data from KIIs 
and FGDs. FGDs averaged 1.5  h, while the KIIs lasted 
about 50  min. Verbatim transcription of the field notes 
and audio recordings was immediately done following 
each KII or FGD. The research team transcribed audio 
recordings into English, and no KII or FGD was repeated.

Data analysis
Our research team, consisting of four members (AO, 
CA, AN, CDA), developed an initial coding framework 
[26, 27]. We based it on the data we collected through 
interviews. We refined the framework deductively to 
align with the key thematic areas identified in the inter-
view guides. We reviewed and refined the framework 
throughout the coding process to ensure accuracy and 
consistency. To ensure coding consistency, the four 
researchers collaboratively discussed and reached a con-
sensus on how to code discrepant data segments. After 
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constructing and reviewing salient themes, we summa-
rized the main findings. Data were coded in Atlas.ti soft-
ware. The consolidated criteria for reporting qualitative 
research (COREQ) checklist (supplementary file) for 
interviews and focus groups guided our study reporting 
[28].

Ethical approvals
Ethical approval to conduct this study was obtained from 
the Mbarara University Research Ethics Committee (Pro-
tocol reference number 14/01–19). Written informed 
consent was obtained from all study participants. Only 
individuals over 18 years of age participated in this study.

Results
The median age of the 27 women living with HIV was 38 
years (range 25–49), and their median duration of known 
HIV diagnosis was seven completed years (range 2–26). 
The median age of six clinical care providers was 41 
years; two were male, and their duration of clinical prac-
tice ranged from 4 to 23 years, as shown in Table 1.

Our analysis identified the perspectives of women liv-
ing with HIV and their clinical care providers, which we 
summarised under three domains as challenges, oppor-
tunities, and recommendations to improve cervical can-
cer screening for eligible women at Mbarara Regional 
Referral Hospital. The detailed codebook is attached as a 
Supplemental Table 1.

Opportunities for cervical cancer screening uptake among 
eligible WLHIV
Peer-led information sharing encourages cervical cancer 
screening
Participants reported learning about cervical cancer 
screening from peers, particularly those with personal 
experience. Two female participants living with HIV 
shared their comments:

“I have always heard about it, but I had never been 
instructed to go for screening, which is why I thank 
my friend who told me of the opportunity to be 
among those to be screened.” Women living with HIV, 
FGD.
 
“While the service cannot be provided at that ISS 
[HIV clinic] because it requires women’s privacy, we 

encourage those who screened to spread information 
and encourage their colleagues to come.” Provider 
KII.
 
“I have lived in Mbarara for thirty years. I started 
coming for treatment up there in 2011, but I had 
learned today that these services are available when 
[name] told me to come along and screen.” Women 
living with HIV, FGD.

Optimised clinic flow and provider-led referrals foster cervical 
cancer screening
Opportunities to enhance cervical cancer screening 
for women living with HIV were identified, including 
streamlining clinic flow and improving communication 
between clinical care providers and patients. At the clinic 
level, we noted opportunities in the client flow that would 
encourage WLHIV to screen for cervical cancer. Stream-
lined clinic flow and linkage support by peers, especially 
for women referred from lower-level health facilities or 
in-reach referrals from other hospital departments, was 
critical. Clear communication between clinical care 
providers and women during the screening process and 
prompts for cervical cancer screening for those due was 
also cited as crucial for improved service uptake.

“Those are not health workers [clinicians]; they are 
peer mothers [lay health workers]. And it is true that 
they escort us here and hand over files to nurses.” 
Women living with HIV, FGD.
 
“The patient flow in the cervical cancer clinic is hap-
hazard. Some patients come voluntarily to the clinic 
to specifically screen for cervical cervix. In contrast, 
others are referred from lower health facilities or 
departments like OPD, especially when presenting 
symptoms. The health workers, therefore, must han-
dle them depending on how they present themselves 
at the clinic.” Provider KII.
 
“Some are referred from lower health centres and 
seek cervical cancer screening because they know 
what they want. Others come to the usual outpatient 
department, and the clinician there advises them to 
undergo cervical cancer screening. Others get infor-

Table 1 Baseline characteristics of study participants, N = 33, Mbarara Regional Referral Hospital, 2021
Characteristic Clinical Care Providers(n = 6) Women Living with HIV (n = 27)
Male 2 Not applicable
Female 4 27
Median age in years (range) 42(27–48) 38(25–49)
Years of clinical practice, range 3–23 Not applicable
Duration of known HIV diagnosis in years, range Not applicable 2–13
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mation from colleagues and seek cervical cancer 
screening.” Provider KII.

Public awareness about cervical cancer screening services 
improves uptake
Women living with HIV who were screened on sched-
ule were generally reported to have received information 
about screening services via radio. This was especially 
true for those living in remote areas with limited access 
to information. The general public was increasingly 
informed about cervical cancer through local media, 
including radio and television, as well as educational out-
reach programs by the host health facility. As a result, 
awareness among the general population increased, lead-
ing to a higher demand for cervical cancer screening.

“Some people trying to advertise their herbal med-
icine on TV also teach a few things about cervical 
cancer and the need for screening.” Women living 
with HIV, FGD.
 
“To get to know that I needed to go for screening, I 
heard on the radio that there was free [cervical can-
cer] screening at [name]’s hospital.” Women living 
with HIV, FGD.

Clinical care providers equally suggested that the hospital 
leverage a combination of referral systems and commu-
nity engagement via radio announcements and education 
to reach women for cervical cancer screening.

“This regional referral hospital deals with many 
patients from different districts; some come from 
nearby health centres as referrals, and others come 
from the community. The majority come from the 
community because they get announcements from 
the radio, or sometimes during community work, we 
go and educate them.” Provider KII.

Available skilled clinical care workers to perform cervical 
cancer screening
The participants self-perceived adequate and continuous 
training in cervical cancer screening and management, 
allowing them to conduct multiple procedures related 
to cervical cancer. The clinical care providers reported 
participating in exercises in cervical cancer screening 
and management of women based on the screening out-
comes. They did not stop at initial training but had con-
tinuously updated skills depending on how the screening 
methods and guidelines evolved. Having received train-
ing in cervical cancer screening, a clinical care pro-
vider reports being proficient in several screening and 

precancerous cervical lesions treatment procedures. 
Clinical care workers acknowledge that continuous train-
ing has familiarised them with crucial cervical cancer 
screening and management techniques.

“From the beginning, we were trained to do VIA, 
whic is Visual Inspection with Acetic acid. Along 
the way, we added on doing pap smears, looking at 
colposcopy, and treating pre-cancers with cryother-
apy or thermos-coagulation. We are also trained in 
assisting doctors doing LEEP, so we added something 
every other time.” Provider KII.
 
“After the HPV DNA testing guidelines were real-
ized, I attended the trainer of trainees workshop 
organized by MoH [Ministry of Health]. As soon as 
I returned, I trained my colleagues during CMEs 
[continuous medical education] my colleagues.” Pro-
vider KII.

Challenges in cervical cancer screening uptake among 
eligible WLHIV
Fragmentation of services leads to missed opportunities for 
screening
The CPP clinic for cervical cancer screening is held 
parallel to the ISS HIV clinic, causing difficulties for 
women attending both due to high client loads. Women 
expressed concerns about arranging the two service 
points: cervical cancer screening in the CPP clinic away 
from the ISS HIV clinic. There were implications; for 
example, a woman living with HIV found attending two 
clinics on the same day challenging. Worse still, each 
clinic had high client loads, and screening supplies were 
perceived to be intermittently dependent on the imple-
menting partner financing them.

“However much they tell us how cancer may kill us 
before even the HIV does, they don’t understand 
moving from one long queue for getting the drugs 
to another long one for screening, which disturbs us 
much.” Women living with HIV, FGD.
 
“It is done, and at one point, we used to tell them 
that if their file does not have the stamp confirm-
ing they have been screened, then they would not get 
the drugs, but the ladies would even cry, saying they 
have to go and attend to their businesses and we are 
holding them back for the whole day. The fact that 
they have to endure the queue for screening and then 
the one for getting the drugs somehow disturbs these 
ladies.” Provider, KII.
 
“Often cervical cancer screening is intermittent and 
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usually parallel depending on the implementing 
partner or funding project in the surrounding com-
munities. HPV-DNA kits were expensive and sup-
plied by the clinic; once the project supporting inte-
gration ended, so did the screening.” Women living 
with HIV, FGD.

Misconceiving cervical cancer as a “death sentence” hinders 
women from getting screened
Most women living with HIV reported that they gener-
ally perceived cancer diagnosis as a death sentence. Due 
to the high number of deaths associated with different 
cancers, being diagnosed with cervical cancer is consid-
ered to herald death. Some participants said they would 
prefer to remain ignorant of their cervical cancer status 
rather than learn about it and suffer mentally—described 
as “what I don’t know doesn’t kill me.”

“Others may not want to listen because they think 
what comes next after informing me that they have 
cancer is death, so they prefer to live in ignorance 
about it; counselling them not to fear may help.” Pro-
vider KII.
 
“I feared so much at first, but the last two, I was not 
afraid; I learned it is a check-up like other medical 
checks.” Women living with HIV, FGD.

Privacy concerns hinder women’s uptake of cervical cancer 
screening
Available standard cervical cancer screening options, 
such as VIA, Pap smear or collecting cervical biopsy, 
require women to undress and have a speculum placed 
into the vaginal canal to visualise the cervix. However, 
women feel embarrassed about being naked, which 
makes individuals reluctant to screen for cervical cancer.

“Some women are shy and fear being seen completely 
naked by the -doctor, not knowing that when the 
disease knocks them down, it will still be the same 
doctor to treat them; putting a screen is very fine.” 
Women living with HIV, FGD.
 
“As you can imagine, most women feel embarrassed 
during the cervical inspection. The self-collected 
HPV-DNA samples are, in a way, addressing this 
gap.” Provider, KII.
 
“They always say that they are not prepared to 
have the screening, given that the screening rotates 
around their privacy.” Provider, KII.

Lack of support to lower health facilities hinders cervical 
cancer screening
The participants perceived that lower health facilities 
lacked adequate capacity to implement cervical can-
cer screening. They felt that there was insufficient gov-
ernment support for essential supplies and tools to 
implement cervical cancer screening. Few clinical care 
providers had trained to screen and treat cases of cervical 
lesions adequately. At the same time, some health work-
ers had received training of limited scope, mainly focused 
on screening and missed treatment and management, 
especially the early pre-cancerous stages. Others had 
transferred to other facilities.

“The major problem is few health workers being 
trained about cervical cancer screening. They may 
have the information but not know about the pro-
cedure; they need both to become fully competent.” 
Provider KII.
 
“Cervical cancer screening within the HIV clinic 
depends on the prevailing situation. Guidelines on 
cervical cancer screening are available at district 
hospitals and level-IV health centres, but they don’t 
routinely carry out screening.” Provider, KII.
 
“By the way, my first screening was at the health cen-
tre, although when I returned for the next one, they 
said the nurse no longer works there.” Women living 
with HIV, FGD.

Recommendations to improve cervical cancer screening 
uptake among eligible women living with HIV
Adequately counselling women about cervical cancer 
screening
While clinical care providers knew what cervical cancer 
screening entails, women recommended improving pre-
screening counselling. The clinical team was not meet-
ing the expectations of women regarding the screening 
process and the potential outcomes. Clients anticipated 
peer-led counselling similar to that in the HIV clinics 
where peers living with HIV provide ongoing psychoso-
cial counselling and support to newly diagnosed ones.

“When we come, we find the screen on and join oth-
ers to watch the nurse explaining how one undergoes 
screening; when the nurse calls you in, she assumes 
you have prior knowledge of the screening process.” 
Women living with HIV, FGD.
 
“The other day, they taught about collecting samples, 
but I thought that was for those with previous expe-
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rience; they should do counselling just like our peers 
in our clinic.” Women living with HIV, FGD.

Optimising clinic flow for self-sample collection improves 
screening method choice
We noted that WLHIV and their clinical care provid-
ers considered access to more cervical cancer screening 
options to choose from, such as up-scaling self-sampled 
HPV-DNA testing, to be an opportunity to improve 
cervical cancer screening and management of positive 
lesions. Women perceived self-collected HPV screen-
ing as less embarrassing and painful than VIA, and most 
felt they understood how to take a self-sample upon 
instruction. However, both clinical providers and women 
expressed heterogeneous views on the efficacy of self-
sampling approaches. Most women living with HIV were 
unfamiliar with self-sampling, albeit voiced optimism. 
Mainly, the clinical care provider from the HIV clinic was 
skeptical about the capability of women living with HIV 
to collect their HPV-DNA samples.

“I am hopeful that most of the current challenges 
will reduce once we fully switch to HPV-DNA test-
ing…; women can just be guided on sample collec-
tion, where to deposit it, and where to get her results.’’ 
Provider, KII.
 
“Unless the midwives help these women to collect 
those DNA samples, our common women are only 
familiar with urine samples; will they collect good 
samples sincerely?” Provider, KII.
 
“On that new one [HPV-DNA], most of us were 
hearing about it for the first time, but as a nurse 
helped me to collect my sample, it was not as pain-
ful or shaming as the usual one [VIA], she said the 
next one I should collect on my own, and the process 
seemed easy so that I will try,” Women living with 
HIV, FGD.
 
“With that rechargeable battery thermocoagulation 
and portable colposcope, I think we can increase 
outreach activities and even train more health cen-
ter midwives.” Provider KII.

Discussion
Cervical cancer is a significant health concern for women 
in HIV-burdened SSA, where screening coverage is low, 
impacting families and society [29]. In this qualitative 
study, providers and clients generated ideas on oppor-
tunities, challenges, and recommendations to improve 
cervical cancer screening uptake among eligible women 

living with HIV. The participants identified various 
opportunities for cervical cancer screening, such as hav-
ing skilled clinical care workers, raising public aware-
ness, optimising clinic flow, having provider-led referrals, 
and sharing peer-led information. However, screening 
for cervical cancer was challenging due to fragmented 
services, lack of support for lower health facilities, inad-
equate patient privacy measures, and the misconcep-
tion that screening heralds cancer—a “death sentence”. 
Despite recommendations for adequate counselling and 
self-collected DNA testing [30], WLHIV and clinical care 
providers held contradictory perceptions regarding offer-
ing both cervical cancer screening and HIV services at 
the same location during a single visit. Our analysis gath-
ered perspectives from providers and women living with 
HIV, complementing existing literature [31, 32]. Rather 
than focusing on barriers and facilitators, we sought par-
ticipants’ insights on the entire cervical cancer screening 
process, providing a comprehensive range of perspectives 
on improving it.

In this study, women and clinical care providers sug-
gested that self-collected HPV-DNA testing could poten-
tially address privacy concerns with other screening 
methods. This is similar to what Joseph et al. in Uganda 
[33] and Obiri-Yeboah et al. in Ghana [34] found, that 
the majority of women felt capable of learning the self-
sample collection procedure, which they believed would 
reduce embarrassment, shame, and pain associated 
with the commonly available VIA method. However, it 
was surprising that women living with HIV and clini-
cal care providers were ambivalent about self-collected 
HPV testing and integrating cervical cancer screening in 
HIV clinics. Screening programs must address women’s 
anticipated delays and double queuing at HIV clinics and 
cervical cancer screening venues such as as described 
by Ninsiima and colleagues [24]. Additionally, in-service 
educational programs specifically designed for HIV care 
and treatment clinicians can address knowledge gaps 
among healthcare workers regarding HPV self-collection. 
These programs can disseminate information on the effi-
cacy of self-collected samples and explain the benefits for 
women, such as increased access, convenience, and pri-
vacy [35].

Our findings regarding the lack of support for lower-
level health facilities align with existing literature from 
sub-Saharan Africa. Studies point to similar bottlenecks 
in the lower level health facilities, such as staff shortages 
and high turnover, which ultimately hinder the imple-
mentation of the cervical cancer “screen-and-treat” strat-
egy [36, 37]. Leveraging community health structures 
such as community health volunteers for mobilisation 
can expand screening and reach lower-level facilities to 
meet community screening demand. Private and non-
governmental partners can also address public clinical 
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care system gaps, like personnel and supply shortages 
identified in this study, to improve cervical cancer 
screening.

This study emphasises the importance of providing tar-
geted training to clinical care providers and counselling 
eligible women to optimise optimize the integration of 
HPV-DNA testing into HIV clinic workflows. This is due 
to uncertainties surrounding self-collected HPV testing, 
concerns about self-efficacy in self-sampling [32], and 
results delivery [29] reported elsewhere. Additionally, 
low uptake of self-collected HPV testing was registered 
in Kenya among 25-34-year-old women at multi-disease 
community health fairs [38], highlighting the impor-
tance of tailoring HPV-based self-collection strategies 
to address the specific needs of women at different age 
groups. Beneficiary-collected samples being less accurate 
than clinician-collected ones due to potential user error 
and lack of familiarity with the procedure have been 
reported [39]. Giving clear instructions with illustrations 
and reassuring women can boost self-efficacy and help 
achieve the 70% screening target.

Streamlined clinic flow, optimised provider referral 
for testing and amplified community awareness via mass 
media were cited as opportunities to improve cervi-
cal cancer screening. Similar studies show that creating 
community awareness [40, 41] and enhancing provider-
initiated referrals [13, 42] could improve overall cervical 
cancer screening uptake. This implies that standalone 
strategies might not improve screening uptake. More-
over, evidence shows that cervical cancer screening 
uptake was consistently lower than awareness levels 
in Kenya at 45% versus 84% [43], Uganda at 44% versus 
98% [13], and Botswana at 100% vs. 24% [16], respec-
tively. Our study underscores the need to move beyond 
awareness-only campaigns. Efforts to improve clinic effi-
ciency, strengthen referral processes, and leverage mass 
media for targeted outreach can be crucial in translating 
awareness into action and ultimately expanding screen-
ing access.

Our study strength included triangulating data from 
the perspectives of clinical care teams who provide cervi-
cal cancer screening services and WLHIV who are ser-
vice users. However, we also had some limitations. We 
did not differentiate quotes from specialists, nurses, and 
midwives to ensure anonymity in a small clinical staff 
unit. Our findings may not be generalizable to other 
populations due to our focus on specific HIV and cervical 
cancer clinics within a single regional referral hospital. 
However, the hospital serves a broader range of patients 
from neighbouring areas and regions with high HIV 
prevalence. We also enrolled WLHIV aged 25–49 years 
to match the VIA screening method precondition, limit-
ing generalizability to younger and older women living 
with HIV. Finally, COVID-19 and its response measures 

may have influenced the study and cervical cancer 
screening activities as the number of screened women 
declined during the pandemic.

Conclusions
This research explored the perspectives of women and 
clinical care providers on opportunities, challenges, and 
recommendations to enhance cervical cancer screening 
for the priority population of women living with HIV in 
Southwestern Uganda. Continuous and expanded efforts 
to deliver screening methods at user-centric and flexible 
venues for women living with HIV, alongside increasing 
community awareness and addressing integration con-
cerns into HIV clinics, are crucial. Healthcare managers 
and programs in similar settings could use our findings 
to improve cervical cancer screening in women with HIV. 
Further research is needed to understand how expanded 
cervical cancer screening options integrated within HIV 
service points can be optimised to achieve the WHO cer-
vical cancer screening targets by 2030.

Abbreviations
CCP  Cervical colpopathology
COREQ  Consolidated criteria for reporting qualitative research
DNA  Deoxyribonucleic acid
FGD  Focus group discussion
HPV  human papilloma virus
ISS  Immunosuppression
KII  Key informant interview
WHO  World Health Organisation
WLHIV  Women living with HIV

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12905-024-03239-0.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
We thank all study participants for sparing their time and sharing information. 
We acknowledge the management at Mbarara Regional Referral Hospitals for 
allowing us to conduct the study at their HIV and Cervical Cancer clinics and 
the respective Clinic Managers for their help during data collection.

Author contributions
Conceptualisation, Formal analysis, Original draft, Review & editing, Funding 
acquisition (CDA, AN, AO); Formal analysis, Investigation, Review and editing 
(BA, LT, CA, JN MN) Formal analysis, Investigation, Methodology, Review & 
editing (CA, JN). All authors reviewed the manuscript.

Funding
Data collection was funded by Capacity Building Grant, Number MUSTFOM/
FM/19/01, under the Faculty of Medicine First Mile Community Health 
Program—Mbarara University of Science and Technology. The funder played 
no role in the conceptualisation, design, data collection, analysis, publication 
decision, or manuscript preparation.

Data availability
The supplementary material contains the codebook, and data are available 
upon reasonable request to the Faculty of Medicine at Mbarara University of 
Science and Technology through the corresponding author.

Content courtesy of Springer Nature, terms of use apply. Rights reserved.



Page 9 of 10Agaba et al. BMC Women's Health          (2024) 24:392 

Declarations

Ethics approval and consent to participate
Ethical approval was obtained from the Mbarara University Research Ethics 
Committee (Protocol reference number 14/01–19). All study participants 
provided written informed consent and were 18 years or older.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Obstetrics and Gynecology, Mbarara University of 
Science and Technology, P.O. Box 1410, Mbarara, Uganda
2Department of Physiology, Mbarara University of Science and 
Technology, Mbarara, Uganda
3Department of Obstetrics and Gynecology, Mbarara Regional Referral 
Hospital, Mbarara, Uganda
4Department of Epidemiology, School of Public Health, Makerere College 
of Health Sciences, Kampala, Uganda
5Faculty of Medicine, Mbarara University of Science and Technology, 
Mbarara, Uganda
6Infectious Diseases Research Collaboration, Kampala, Uganda

Received: 27 August 2023 / Accepted: 30 June 2024

References
1. Curry SJ, Krist AH, Owens DK, Barry MJ, Caughey AB, Davidson KW, Doubeni 

CA, Epling JW Jr., Kemper AR, Kubik M, et al. Screening for cervical Cancer: 
US Preventive Services Task Force Recommendation Statement. JAMA. 
2018;320(7):674–86.

2. WHO. Global strategy to accelerate the elimination of cervical cancer as a 
public health problem. World Health Organization; 2020.

3. Ibrahim Khalil A, Mpunga T, Wei F, Baussano I, de Martel C, Bray F, Stelzle D, 
Dryden-Peterson S, Jaquet A, Horner MJ. Age‐specific burden of cervical can-
cer associated with HIV: a global analysis with a focus on sub‐Saharan Africa. 
Int J Cancer. 2022;150(5):761–72.

4. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer 
statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide 
for 36 cancers in 185 countries. Cancer J Clin. 2018;68(6):394–424.

5. Stelzle D, Tanaka LF, Lee KK, Khalil AI, Baussano I, Shah AS, McAllister DA, Got-
tlieb SL, Klug SJ, Winkler AS. Estimates of the global burden of cervical cancer 
associated with HIV. Lancet Global Health. 2021;9(2):e161–9.

6. Nakisige C, Schwartz M, Ndira AO. Cervical cancer screening and treatment in 
Uganda. Gynecologic Oncol Rep. 2017;20:37–40.

7. Maiman M, Fruchter RG, Clark M, Arrastia CD, Matthews R, Gates EJ. Cervical 
cancer as an AIDS-defining illness. Obstet Gynecol. 1997;89(1):76–80.

8. Coghill AE, Newcomb PA, Madeleine MM, Richardson BA, Mutyaba I, Okuku 
F, Phipps W, Wabinga H, Orem J, Casper C. Contribution of HIV infection to 
mortality among cancer patients in Uganda. AIDS. 2013;27(18):2933.

9. Boily M-C, Barnabas RV, Rönn MM, Bayer CJ, van Schalkwyk C, Soni N, Rao DW, 
Staadegaard L, Liu G, Silhol R. Estimating the effect of HIV on cervical cancer 
elimination in South Africa: Comparative modelling of the impact of vaccina-
tion and screening. EClinicalMedicine. 2022;54.

10. Hall MT, Smith MA, Simms KT, Barnabas R, Murray JM, Canfell K. Elimina-
tion of cervical cancer in Tanzania: Modelled analysis of elimination in 
the context of endemic HIV infection and active HIV control. Int J Cancer. 
2021;149(2):297–306.

11. MoH. Consolidated Guidelines for the Prevention and Treatment of HIV and 
AIDS in Uganda. In. Kampala Uganda: Government of Uganda; 2022.

12. Wanyenze RK, Bwanika JB, Beyeza-Kashesya J, Mugerwa S, Arinaitwe J, 
Matovu JKB, Gwokyalya V, Kasozi D, Bukenya J, Makumbi F. Uptake and cor-
relates of cervical cancer screening among HIV-infected women attending 
HIV care in Uganda. Global Health Action. 2017;10(1):1380361.

13. Sarah Maria N, Olwit C, Kaggwa MM, Nabirye RC, Ngabirano TD. Cervical can-
cer screening among HIV-positive women in urban Uganda: a cross sectional 
study. BMC Womens Health. 2022;22(1):1–9.

14. Bradford L, Goodman A. Cervical cancer screening and prevention in low-
resource settings. Clin Obstet Gynecol. 2013;56(1):76–87.

15. Hasahya OT, Berggren V, Sematimba D, Nabirye RC, Kumakech E. Beliefs, 
perceptions and health-seeking behaviours in relation to cervical cancer: a 
qualitative study among women in Uganda following completion of an HPV 
vaccination campaign. Global Health Action. 2016;9(1):29336.

16. Rendle KA, Ramogola-Masire D, Monare B, Ogden SN, Toneff HK, Saia CA, 
Wainwright JV, Friebel-Klingner TM, Bazzett-Matabele L, Bhatia R. Patient 
perspectives on delays in cervical cancer screening and follow-up care in 
Botswana: a mixed methods study. BMC Womens Health. 2022;22(1):195.

17. Ndejjo R, Mukama T, Kiguli J, Musoke D. Knowledge, facilitators and barriers 
to cervical cancer screening among women in Uganda: a qualitative study. 
BMJ open. 2017;7(6):e016282.

18. Musa J, Achenbach CJ, O’Dwyer LC, Evans CT, McHugh M, Hou L, Simon 
MA, Murphy RL, Jordan N. Effect of cervical cancer education and provider 
recommendation for screening on screening rates: a systematic review and 
meta-analysis. PLoS ONE. 2017;12(9):e0183924–0183924.

19. Modibbo FI, Dareng E, Bamisaye P, Jedy-Agba E, Adewole A, Oyeneyin L, 
Olaniyan O, Adebamowo C. Qualitative study of barriers to cervical cancer 
screening among Nigerian women. BMJ open. 2016;6(1):e008533.

20. Teng FF, Mitchell SM, Sekikubo M, Biryabarema C, Byamugisha JK, Steinberg 
M, Money DM, Ogilvie GS. Understanding the role of embarrassment in 
gynaecological screening: a qualitative study from the ASPIRE cervical cancer 
screening project in Uganda. BMJ open. 2014;4(4):e004783.

21. Mutyaba T, Faxelid E, Mirembe F, Weiderpass E. Influences on uptake of 
reproductive health services in Nsangi community of Uganda and their 
implications for cervical cancer screening. Reproductive Health. 2007;4(1):4.

22. Spencer K, Carr A, Doherty M. Patient and provider barriers to effective 
management of gout in general practice: a qualitative study. Ann Rheum Dis. 
2012;71(9):1490–5.

23. Ssedyabane F, Ngonzi J, Kajabwangu R, Najjuma JN, Tusubira D, Randall TC. 
Association between obesity and cervical intraepithelial neoplasia: results 
from a case control study in south western Uganda. BMC Womens Health. 
2023;23(1):1–8.

24. Ninsiima M, Nyabigambo A, Kagaayi J. Acceptability of integration of cervical 
cancer screening into routine HIV care, associated factors and perceptions 
among HIV-infected women: a mixed methods study at Mbarara Regional 
Referral Hospital, Uganda. BMC Health Serv Res. 2023;23(1):1–16.

25. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. 
Purposeful sampling for qualitative data collection and analysis in mixed 
method implementation research. Adm Policy Mental Health Mental Health 
Serv Res. 2015;42:533–44.

26. Saldaña J. The coding manual for qualitative researchers. 2021.
27. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Res 

Psychol. 2006;3(2):77–101.
28. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 

research (COREQ): a 32-item checklist for interviews and focus groups. Int J 
Qual Health Care. 2007;19(6):349–57.

29. Cancer IAfRo. Cervix uteri fact sheet. In. Geneva: Global Cancer Observatory; 
2021.

30. World Health O. WHO recommendations on self-care interventions: human 
papillomavirus (HPV) self-sampling as part of cervical cancer screening. In. 
Geneva: World Health Organization; 2020.

31. Kasraeian M, Hessami K, Vafaei H, Asadi N, Foroughinia L, Roozmeh S, Bazr-
fashan K. Patients’ self-reported factors influencing cervical cancer screening 
uptake among HIV-positive women in low-and middle-income countries: an 
integrative review. Gynecologic Oncol Rep. 2020;33:100596.

32. Guillaume D, Chandler R, Igbinoba S. Barriers to cervical cancer screening 
among women living with HIV in low-and middle-income countries: a 
systematic review. J Assoc Nurses AIDS Care. 2020;31(5):497–516.

33. Joseph NT, Namuli A, Kakuhikire B, Baguma C, Juliet M, Ayebare P, Ahereza 
P, Tsai AC, Siedner MJ, Randall TR. Implementing community-based human 
papillomavirus self-sampling with SMS text follow-up for cervical cancer 
screening in rural, southwestern Uganda. J Global Health. 2021;11.

34. Obiri-Yeboah D, Adu-Sarkodie Y, Djigma F, Hayfron-Benjamin A, Abdul L, Sim-
pore J, Mayaud P. Self-collected vaginal sampling for the detection of genital 
human papillomavirus (HPV) using careHPV among Ghanaian women. BMC 
Womens Health. 2017;17(1):1–6.

35. Mekuria SF, Timmermans S, Borgfeldt C, Jerkeman M, Johansson P, Linde 
DS. HPV self-sampling versus healthcare provider collection on the effect of 
cervical cancer screening uptake and costs in LMIC: a systematic review and 
meta-analysis. Syst Reviews. 2023;12(1):103.

Content courtesy of Springer Nature, terms of use apply. Rights reserved.



Page 10 of 10Agaba et al. BMC Women's Health          (2024) 24:392 

36. Fletcher FE, Buchberg M, Schover LR, Basen-Engquist K, Kempf M-C, Arduino 
RC, Vidrine DJ. Perceptions of barriers and facilitators to cervical cancer 
screening among low-income, HIV-infected women from an integrated HIV 
clinic. AIDS Care. 2014;26(10):1229–35.

37. Lott BE, Halkiyo A, Kassa DW, Kebede T, Dedefo A, Ehiri J, Madhivanan P, Car-
vajal S, Soliman A. Health workers’ perspectives on barriers and facilitators to 
implementing a new national cervical cancer screening program in Ethiopia. 
BMC Womens Health. 2021;21(1):1–14.

38. Choi Y, Ibrahim S, Park LP, Cohen CR, Bukusi EA, Huchko MJ. Uptake and cor-
relates of cervical cancer screening among women attending a community-
based multi-disease health campaign in Kenya. BMC Womens Health. 
2022;22(1):1–12.

39. Hariprasad R, John A, Abdulkader RS. Challenges in the implementation of 
human papillomavirus self-sampling for cervical cancer screening in India: a 
systematic review. JCO Global Oncol. 2023;9:e2200401.

40. Kimondo FC, Kajoka HD, Mwantake MR, Amour C, Mboya IB. Knowledge, 
attitude, and practice of cervical cancer screening among women living with 
HIV in the Kilimanjaro region, northern Tanzania. Cancer Rep. 2021;4(5):e1374.

41. Jatho A, Mugisha NM, Kafeero J, Holoya G, Okuku F, Niyonzima N. Mobile 
cancer prevention and early detection outreach in Uganda: partnering with 
communities toward bridging the cancer health disparities through asset-
based community development model. Cancer Med. 2020;9(19):7317–29.

42. Des Marais AC, Brewer NT, Knight S, Smith JS. Patient perspectives on cervical 
cancer screening interventions among underscreened women. PLoS ONE. 
2022;17(12):e0277791.

43. Kangethe JM, Monroe-Wise A, Muiruri PN, Komu JG, Mutai KK, Nzivo MM, 
Pintye J. Utilisation of cervical cancer screening among women living with 
HIV at Kenya’s national referral hospital. S Afr J HIV Med. 2022;23(1).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

Content courtesy of Springer Nature, terms of use apply. Rights reserved.



1.

2.

3.

4.

5.

6.

Terms and Conditions
 
Springer Nature journal content, brought to you courtesy of Springer Nature Customer Service Center GmbH (“Springer Nature”). 
Springer Nature supports a reasonable amount of sharing of  research papers by authors, subscribers and authorised users (“Users”), for small-
scale personal, non-commercial use provided that all copyright, trade and service marks and other proprietary notices are maintained. By
accessing, sharing, receiving or otherwise using the Springer Nature journal content you agree to these terms of use (“Terms”). For these
purposes, Springer Nature considers academic use (by researchers and students) to be non-commercial. 
These Terms are supplementary and will apply in addition to any applicable website terms and conditions, a relevant site licence or a personal
subscription. These Terms will prevail over any conflict or ambiguity with regards to the relevant terms, a site licence or a personal subscription
(to the extent of the conflict or ambiguity only). For Creative Commons-licensed articles, the terms of the Creative Commons license used will
apply. 
We collect and use personal data to provide access to the Springer Nature journal content. We may also use these personal data internally within
ResearchGate and Springer Nature and as agreed share it, in an anonymised way, for purposes of tracking, analysis and reporting. We will not
otherwise disclose your personal data outside the ResearchGate or the Springer Nature group of companies unless we have your permission as
detailed in the Privacy Policy. 
While Users may use the Springer Nature journal content for small scale, personal non-commercial use, it is important to note that Users may
not: 
 

use such content for the purpose of providing other users with access on a regular or large scale basis or as a means to circumvent access

control;

use such content where to do so would be considered a criminal or statutory offence in any jurisdiction, or gives rise to civil liability, or is

otherwise unlawful;

falsely or misleadingly imply or suggest endorsement, approval , sponsorship, or association unless explicitly agreed to by Springer Nature in

writing;

use bots or other automated methods to access the content or redirect messages

override any security feature or exclusionary protocol; or

share the content in order to create substitute for Springer Nature products or services or a systematic database of Springer Nature journal

content.
 
In line with the restriction against commercial use, Springer Nature does not permit the creation of a product or service that creates revenue,
royalties, rent or income from our content or its inclusion as part of a paid for service or for other commercial gain. Springer Nature journal
content cannot be used for inter-library loans and librarians may not upload Springer Nature journal content on a large scale into their, or any
other, institutional repository. 
These terms of use are reviewed regularly and may be amended at any time. Springer Nature is not obligated to publish any information or
content on this website and may remove it or features or functionality at our sole discretion, at any time with or without notice. Springer Nature
may revoke this licence to you at any time and remove access to any copies of the Springer Nature journal content which have been saved. 
To the fullest extent permitted by law, Springer Nature makes no warranties, representations or guarantees to Users, either express or implied
with respect to the Springer nature journal content and all parties disclaim and waive any implied warranties or warranties imposed by law,
including merchantability or fitness for any particular purpose. 
Please note that these rights do not automatically extend to content, data or other material published by Springer Nature that may be licensed
from third parties. 
If you would like to use or distribute our Springer Nature journal content to a wider audience or on a regular basis or in any other manner not
expressly permitted by these Terms, please contact Springer Nature at 
 

onlineservice@springernature.com
 

mailto:onlineservice@springernature.com

