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Abstract 

Invasive cervical cancer (ICC) has been documented to be the major cause of cancer-related deaths 

among women majorly in low and middle income countries such as Kenya. Despite cervical cancer 

increasingly being a huge national public health problem, uptake of cervical cancer preventive services in 

health facilities is still as low as 5%. The aim of this review was to identify all documented reasons for the 

very low utilization of cervical cancer preventive services in Kenya and other low- middle income 

countries and the proposed interventional strategies to increase the uptake. Using the key words cervical 

cancer screening, cervical cancer prevention, barriers, low- middle income countries and Kenya, an 

online search was done for published articles, reviews reports on uptake of cervical cancer preventive 

services. In total, 48 articles published between 2000 and 2018 were analyzed. 

 Three broad reasons identified as main factors hindering women at risk from utilizing cervical cancer 

preventive services in low- middle income countries include personal or individual, health systems and 

societal perspectives.  

In order to significantly improve the uptake of cervical cancer preventive services in Kenya and other 

low- middle income countries, there is an urgent need to prioritize and integrate strategies to identify 

most suitable interventions. This review proposes on the interventions that will focus on health policies, 

sensitization of the African health care providers and awareness creation targeting women at risk of 

cervical cancer.  
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Introduction 

Cervical cancer is the second most common 

cancer among women globally with 

approximately 528,000 new cases and 266, 000 

deaths annually (IARC, 2012). HIV infected 

women develop cervical cancer quicker than the 

uninfected counterparts (Hawes, 2003). WHO 

guidelines suggest that cervical cancer prevention 

can be at primary, secondary and tertiary levels 

(WHO, 2013). Primary prevention strategies 

include provision of human papilloma virus 

vaccine to girls aged 9 to 13 years and creating 

appropriate health awareness on the risk behaviors 

and cervical cancer (Banura, 2012). Secondary 

prevention involves screening for early detection 

of asymptomatic and subclinical disease as well as 

treating and regularly assessing women at risk of 

developing malignancy (Mariani, 2008). This has 

been practiced by use of cytological smears and 

non-cytological screening methods such as visual 

inspection with acetic acid (VIA) and visual 

inspection with lugols iodine (VILI) 

(Sankaranarayanan, 2001). Tertiary prevention 

involves surgery, radiotherapy and or 

chemotherapy (WHO, 2013). The success of a 

cervical cancer prevention program is an immense 

challenge due to the fact that it is essential to 

attain high HPV vaccination rates, have herd 

immunity, and increase the cervical cancer 

screening coverage rates and cervical cancer 

treatment for all women with precursor lesions in 

target groups (Gakidou, 2008). 

By the end of 2016, only 12 low income 

countries/ low middle income countries had 

introduced routine HPV vaccination in their 

national vaccination programs (LaMontagne, 

2017). VIA VILLI was provided in 12 Sub 

Saharan African countries, whereas 15 countries 

offered pap smear cytology at population level in 

the same region (Coleman et al., 2016). This 

review aims to identify existing gaps in the 

utilization and uptake of cervical cancer 

prevention services for a possible effective 

intervention in Kenya and other low- middle 

income countries. 

Methods 

Using the key words cervical cancer screening, 

cervical cancer prevention, barriers, Kenya, low 

and middle income countries, we searched several 

online databases including PubMed/ MEDLINE 

(NCBI), Google scholar, Embase (Elservier) and 

African Index Medicus (AIM) for published 

studies. Our search also included highly relevant 

global and government reports not published in 

peer- reviewed journals. Inclusion criteria 

included publication between 2000 and 2018 

conducted in Kenya and other low- middle income 

countries. Duplicates and articles that were not 

available in full were eliminated. Emphasis was 

made on articles focusing on African countries. 

Reference sections of articles were reviewed to 

identify additional eligible articles. A total of 48 

articles were selected and analyzed. 

 

Results 

Women at risk of developing cervical cancer in 

low and middle income countries fail to utilize 

cervical cancer care prevention services due to 

factors relating to individual, health systems and 

the society. 

Individual factors 

Women and young girls lack awareness about 

cervical cancer screening, HPV vaccination and 

available treatments or interventions (ACCP, 

2004). In a study conducted at a regional hospital 

in Tanzania to assess nurses awareness of cervical 

cancer and their own screening practices revealed 

that over 60% of the nurses did not know about 

the causative agents of cervical cancer and how it 

can be prevented (Urasa, 2011). Lukorito et al 

(2017) in their study conducted in Kenya among 

HIV newly diagnosed women enrolling in 

compressive care centers in Nairobi reported that 

80% of the women were not aware of their HIV 

status and thus expressed no need for cervical 

cancer screening (Kahesa, 2012).  

Early first sexual intercourse, early pregnancy, 

low condom use and high numbers of 

uncircumcised men with a history of multiple 

sexual partners in Africa were identified to be risk 
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factors associated with increased incidences of 

HPV infections (Loiue, 2009). In Micronesia 

women did not want to participate in cervical 

cancer screening because culturally, they did not 

want to show their genitals to anyone else apart 

from their husbands. (Wong and Kawamoto, 

2010). Educated women with high income 

accessed the services more than those without 

education and with a low income (McFarland, 

2003). Women have also reported failure to go for 

the prevention services because of diffidence 

(shyness) (Chidyaonga- Maseko, 2015). Social 

stigma has also been associated with cervical 

cancer probably because of its location, dire 

natural course and its connections to the socially 

condemned behaviors which are associated with 

HIV and AIDs (White, 2012). 

Fear of getting diagnosed with cervical cancer has 

also scared women due to its association with 

death. Women with solid religious backgrounds 

believe in divine fate called fatalism and God’s 

will destines specific persons to have certain 

conditions such as cancer of the cervix. (Arlene, 

2005). Women would consider themselves not 

being at risk given that they did not have 

symptoms for cervical cancer and had fear of pain, 

bleeding and discomfort during and after cervical 

cancer screening procedure (Twiomujuni, 2015). 

In HPV demonstration project carried out in 

Uganda, majority of the parents and guardians of 

the   young girls who got partial vaccination or 

who did not get vaccinated cited lack of 

awareness about the vaccination program as the 

key reason for not getting this prevention service 

(Banura, 2012). In contrast to the HPV 

demonstration project in Kitui Kenya among 

young school girls, the vaccine coverage was high 

at 85%. The high coverage was achieved due to 

community sensitization, engagement   and male 

involvement, the importance of accurate targeting 

to avoid vaccine shortfalls, and exploring ways of 

bundling HPV vaccine with other adolescent 

health services (KNCI, 2015). 

 

 

Society associated barriers.  

Importance of sexual health education; most 

parents define sexuality as a taboo or they are in a 

mission to protect family reputation and 

encourage modesty. In Southern Europe, women 

lacked informal sexual education (Markovic, 

2005), there was stigma attached to reproductive 

health discussions in communities (Markovic, 

2005). Lower perception towards being at risk of 

cervical cancer has also been due to traditional 

myths and misconceptions (Bukirwa, 2015). Most 

Kenyan communities do not talk about cancers 

related to reproductive health (Thomas, 2005).  

Gender inequality in the society influences 

women’s poor ability to access cervical 

prevention services (Markovic, 2005).  

Health system barriers 

Adequate financial resources, infrastructure, 

trained human resources and elaborate 

surveillance systems needs to be in place for a 

successful implementation of a cervical cancer 

prevention program (Sankaranarayanan, 2001).  

Access to health facility and health personnel are 

barriers towards the uptake of cervical cancer 

prevention services both in the urban and sub 

urban areas (Markovic, 2005). There lacks the 

capacity to sustain both visual and cytological 

based cervical based screening programs in the 

low and middle income countries. Health care 

providers are not adequate to meet the demand of 

patients seeking care coupled by lack of a 

multidisplinary team of clinicians such as 

oncologists, gynecologists, radiologists and 

pathologist (Kessler, 2016).  

Cytology as a screening tool, requires multiple 

visits to health facilities, with its inherent 

challenge of transport and time. In addition to late 

post-diagnosis treatment, there is inefficient recall 

and referral systems, inadequate resources for 

screening and treatment, and competing priorities 

in the healthcare system (Sahasrabuddhe, 2012). 

Longer waiting times either due to the absence or 

shortage of service providers at the health facility 

for the cancer screening services was reported to 

contribute to the poor uptake (Markovic, 2005). 
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There is few data on vaccine availability, health 

system preparedness, vaccine cost effectiveness, 

and long term impact (Louie, 2009). Few 

population based cancer registries exists and the 

existing cancer registries have poor quality data 

which cannot yield adequate report upon analysis 

(Louie, 2009).  

On the other hand cervical cancer has been 

conceptualized as non-communicable disease, 

thus attracting less priority in terms of funding 

and research (Huchko, 2015). Lack of established 

palliative care services and inadequate pain 

control are rarely available (Mwaka, 2013).  

There is lack of basic epidemiological data of 

HPV prevalence and genotype-distribution among 

women in the general population according to 

HIV sero status to evaluate the potential impact of 

HPV vaccines and cervical cancer screening 

strategies (Louie, 2009). 

 

Discussion and recommendations 

Health systems in low and middle income 

countries need to strategize on how to develop 

health policies that are needed in facilitation and 

implementation of effective cervical cancer 

prevention programs. Locally designed programs 

would be useful in reducing barriers to screening 

such as poor quality health resources, economic 

and social inaccessibility, lack of awareness, 

difficulties in purchasing the services as well 

overcoming the stigma associated with cervical 

cancer (ACCP, 2004). Any intervention to 

increase uptake of cervical screening must be 

tailored to the baseline knowledge, perceptions, 

culture, and attitudes unique to the target 

population (Morema, 2014). 

There is need for urgent sensitization of the 

African health care providers on cervical cancer in 

order to increase utilization and provision on 

cervical cancer prevention services. A study 

conducted in the US pacific Island among the 

health care providers reported that 90.3% of the 

health care providers prioritized cervical cancer 

prevention in their routine clinical practice 

(Townsend, 2014). Eight six percent (86%) of the 

health care providers reported having adequate 

skills on the use of papanicolaou test to screen for 

cervical cancer. They proposed exploration and 

development of an evidence based, lower cost and 

sustainable screening technologies (Townsend, 

2014). The WHO report on the comprehensive 

report on cervical cancer control (2014) proposed 

working with program managers and advisory 

group members in order to increase awareness 

among decision makers about the need for 

prioritization of women’s sexual and reproductive 

health..  

To maximize the impact on the health system, 

optimally deploy scarce resources and reach the 

women most at risk, the way forward will likely 

involve integration of cervical cancer prevention 

with existing health programs such as HIV/AIDS, 

adolescents and youth’s clinics, reproductive 

health, maternal and newborn health, cancer and 

immunizations. There’s need to reorganize 

screening programs in reference to developed 

countries and past failures. Early detection tests 

such as VIA should be considered in the context 

of early clinical diagnosis in regions lacking 

cytology laboratories (Sankarayanan, 2001). 

Gichangi et al (2003) in a study conducted in a 

national teaching hospital in Kenya proposed 

advocacy that will see the ministry of health 

include the cervical prevention services into the 

National Health Annual Budget, based on the 

information about program costs and available 

resources. The study also proposed provision of 

cost effectiveness information to policy makers 

and those with influence to policy. There is an 

urgent need to ensure cervical cancer prevention 

services are covered in the national insurance 

funds sponsored by the government. 

Establishment of a functioning referral system and 

retention at the referral facilities in managing of 

cervical cancer cases in Kenya and low- middle 

income countries will avert a number of disability 

adjusted life year (DALYs).  

Medical students and nurses training curricula 

needs review and incorporate practical skills on 

cervical cancer screening in order to increase 
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hands on skills, attitudes and priorities on cervical 

cancer screening in health care provision 

(Mutyaba, 2006). To the community massive 

awareness on the use of condoms, risks of early 

sexual activities and the importance of male 

circumcision while limiting the number of sexual 

partners will be useful in intervening the high 

prevalence of HPV infections and increase 

cervical cancer prevention uptake (Louie, 2009). 

Media awareness as well as use of religious 

gatherings as a source of information in rural 

areas were proposals by Cunningham et al (2015). 

Free cervical cancer screening services in public 

and private health facilities is paramount to 

increase uptake. This would be feasible mostly 

where public partnership system is established 

easing the screening and treat strategy 

(Sahasrabuddhe, 2012).  

The government should incorporate the human 

papillomavirus (HPV) vaccine in its immunization 

program for adolescents, and health education 

should be intensified to encourage women and 

their partners to comply with diagnostic and 

treatment regimens. Male partners should be 

encouraged to support screening of their partners 

(Mupepi, 2011; Huchko, 2015).  

There is an urgent need to innovatively develop 

Pap smear self-collecting kit coupled with 

workshops and seminars on how to use the kits 

effectively. Where feasible use of incentives to 

those screening for cervical cancer would 

motivate the women at risk to turn up for cervical 

cancer screening and HPV vaccination. (Teng, 

2018).  

Research on the basic epidemiological data of 

HPV prevalence and genotype-distribution among 

women in the general population according to 

HIV sero status to evaluate the potential impact of 

HPV vaccines and cervical cancer screening 

strategies is essential. Vaccine trials in infants to 

evaluate the potential inclusion as part of an EPI 

standard immunization schedule are also essential. 

Further research is warranted to fetch enough high 

standard data related to cervical cancer (Kessler, 

2016). 

References 

1. Allliance for Cervical Cancer Prevention. 

(2004). Improving Screening Coverage 

Rates of Cervical Cancer Prevention 

Programs: A Focus on Communities. In: 

Cervical Cancer Prevention Issues in Depth; 

4. 

2. Arlene C. (2005). Social construction of 

cervical cancer screening among women in 

Panama City, Panama. University of South 

Florida.  

3. Banura C., Mirembe F., Katahoire A., 

Namujju P, Mbidde E. (2012).Universal 

routine HPV vaccination for young girls in 

Uganda: a review of opportunities and 

potential obstacles. Infect Agent Cancer; 

7(1):2.  

4. Bingham A., Bishop A., Coffey P., Winkler 

J., Bradley J.et al. (2003). Factors affecting 

utilization of cervical cancer prevention 

services in low-resource settings. Salud 

Publica Mex.; 45 Suppl 3:S408-416.  

5. Bukirwa A., Mutyoba J., Mukasa B., 

Karamogi Y., Odiit M., et al. (2015). 

Motivations and barriers to cervical cancer 

screening among HIV infected women in 

HIV care: a qualitative study. BMC Women 

Health; 15: 82 

6. Chidyaonga- Maseko F., Chirwa M., Muula 

A. (2015). Underutilization of cervical 

cancer prevention services in low and 

middle income countries: a review of 

contributing factors. Pan African Medical 

Journal; 21:231. 

7. Coleman J., Cespedes M., Cu- Uvin S., 

Kosgei R., Maloba M., et al. (2016).An 

insight to cervical cancer screening and 

treatment in Sub Saharan Africa. J Low 

Genit Tract Dis. ; 20(1): 31–37. 

8. Cunningham M., Skrastins E., Fitzpatrick 

R., Jindel P., Oneko O. (2015). Cervical 

cancer screening and HPV vaccine 

acceptability among rural and urban women 

in Kilimanjaro Region, Tanzania. BMC 

Open; 5. 



 

James Mburu Kangethe et al JMSCR Volume 06 Issue 12 December 2018 Page 1045 
 

JMSCR Vol||06||Issue||12||Page 1040-1047||December 2018 

9. Gakidou E., Nordhagen S., Obermeyer Z. 

(2008). Coverage of Cervical Cancer 

Screening in 57 Countries: Low Average 

Levels and Large Inequalities. PLoS Med. 

2008; 5(6).  

10. Gichangi P., Estambele B., Bwayo J., Rogo 

K., Ojwang s. (2003). Knowledge and 

practice about cervical cancer and Pap 

smear testing among patients at Kenyatta 

National Hospital, Nairobi, Kenya. 

International Journal of Gynecological 

cancer. 13 (16):827-833.  

11. Hawes S., Critchlow C., Faye Niang M., 

Diouf M., Diop A, Touré P, et al. (2003). 

Increased Risk of High-Grade Cervical 

Squamous Intraepithelial Lesions and 

Invasive Cervical Cancer among African 

Women with Human Immunodeficiency 

Virus Type 1 and 2 Infections. J Infect Dis.; 

188 (4):555–63. 

12. Huchko M., Maloba M., Nakalembe M., 

Cohen C. (2015). The time has come to 

make cervical cancer prevention an essential 

part of comprehensive sexual and 

reproductive health services for HIV-

positive women in low-income countries. 

Journal of the International AIDS society; 

18 (suppl 5)20282. 

13. International Agency for Research on 

Cancer (IARC).(2012). International 

Agency for Research on Cancer (IARC).  

Available from: 

http://globocan.iarc.fr/old/FactSheets/cancer

s/cervix-new.asp. Accessed 31 March 2018. 

14. Kahesa C., Kjaer S., Mwaiselage J., Ngoma 

T., Tersbol B. et al. (2012). Determinants of 

acceptance of cervical cancer screening in 

Dare Salam, Tanzania. BMC Public Health; 

12:1093. 

15. Kawonga M., Fonn S. (2008). Achieving 

effective cervical screening coverage in 

South Africa through human resources and 

health systems development. Reproductive 

Health Matters; 16 (32):32-40. 

16. Kenyan National Cancer Institute (KNCI) - 

Access accelerated. (2015). 

https://accessaccelerated.org/partner_initiati

ve/kenyan-national-cancer-institute-knci/. 

Accessed 25
th

 Nov 2018. 

17. Kessler S., Wexler C., Maloba M., Mabachi 

N., Ndikum- Moffor. et al. (2016). Cervical 

cancer prevention and treatment research in 

Africa: a systematic review from a public 

health perspective. BMC public Health; 16: 

29 

18. LaMontagne D., Barge S., Le N., Mugisha 

E., Penny M. et al. (2011). Human 

papillomavirus vaccine delivery strategies 

that achieved high coverage in low- and 

middle-income countries. Bulletin of the 

World Health Organization; 89 (11):821-

830B. 

19. D.S. LaMontagne, P.J.N. Bloem, J.M.L. Bro

therton, K.E. Gallagher, O. Badiane, C. Ndi

aye. (2017). Progress in HPV vaccination in 

low- and lower-middle-income countries Int 

J Gynaecol Obstet, 138, pp. 7-14. 

20. Louie K., Sanjose S., Mayaoud P. (2009). 

Epidemiology and prevention of human 

papillomavirus and cervical cancer in sub-

Saharan Africa: a comprehensive review. 

Tropical Medicine and International 

Health; 14: 1287-1302. 

21. Lukorito J., Wanyoro A, Kimani H. (2017). 

Uptake of cervical cancer screening among 

HIV positive women in Comprehensives 

Care Centers in Kenya. Research in 

Obstetrics and gynaecology; 5 (1) 1-6. 

22. Mariani L., Pagliusi S. (2008). Vaccination 

and screening programs: harmonizing 

prevention strategies for HPV-related 

diseases. J Exp Clin Cancer Res.; 27(1):84.  

23. Markovic M., Kesic V., Topic L., Matejic 

B. (2005). Barriers to cervical cancer 

screening: A qualitative study with women 

in Serbia. Social Science & Medicine; 

61(12):2528-2535.  

24. McFarland D. (2003). Cervical cancer and 

Pap smear screening in Botswana: 

http://globocan.iarc.fr/old/FactSheets/cancers/cervix-new.asp
http://globocan.iarc.fr/old/FactSheets/cancers/cervix-new.asp


 

James Mburu Kangethe et al JMSCR Volume 06 Issue 12 December 2018 Page 1046 
 

JMSCR Vol||06||Issue||12||Page 1040-1047||December 2018 

knowledge and perceptions. Int Nurs Rev.; 

50 (3):167-175.  

25. Morema E., Atieli H., Onyango R., 

OMondiJ., Ouma C. (2014). Determinants 

of Cervical screening services uptake 

among 18–49 year old women seeking 

services at the Jaramogi Oginga Odinga 

Teaching and Referral Hospital, Kisumu, 

Kenya. BMC Health Services Research; 14: 

335. 

26. Mupepi S., Sampselle c., Johnson T. (2011). 

Knowledge, Attitudes, and Demographic 

Factors Influencing Cervical Cancer 

Screening Behavior of Zimbabwean 

Women. Journal of Women’s Health; 20 

(6). 

27. Mutyaba T., Mmiro F., Weiderpass E. 

(2006). Knowledge, attitudes and practices 

on cervical cancer screening among the 

medical workers of Mulago Hospital, 

Uganda. BMC Medical education; 6:13. 

28. Mwaka A., Wabinga H., Mayanja-Kizza H. 

(2013). Mind the gaps: a qualitative study of 

perceptions of healthcare professionals on 

challenges and proposed remedies for 

cervical cancer help-seeking in post conflict 

northern Uganda. BMC Family Practice; 14: 

193. 

29. Saharabuddhe V., Parham G., Mwanahamtu 

M., Vermund S. (2012). Cervical Cancer 

Prevention in Low- and Middle-Income 

Countries: Feasible, Affordable, Essential. 

Cancer Prev Res; 5 (1): 11-17. 

30. Sankaranarayanan R., Budukh A., Rajkumar 

R. (2001). Effective screening programs for 

cervical cancer in low- and middle income 

developing countries. Bull World Health 

Organ; 79(10):954-962. 

31. Sankaranarayanan R., Budukh A., Rajkumar 

R. (2001). Effective screening programmes 

for cervical cancer in low- and middle 

income developing countries. Bull World 

Health Organ; 79(10):954-962.  

32. Teng F., Mitchelle S., Sekibubo M., 

Biryabarema C., Byamugisha J. (2014). 

Understanding the role of embarrassment in 

gynaecological screening: a qualitative 

study from the ASPIRE cervical cancer 

screening project in Uganda. BMJ Open; 4. 

33. Thomas V., Saleem T., Abraham R. (2005). 

Barriers to effective uptake of cancer 

screening among black and minority ethnic 

groups. International Journal of Palliative 

Nursing; 11(11). 

34. Townsens J., Storma A., Roland K., 

Bueconsenjo- Lum L., White S. eta l., 

(2014). Current Cervical Cancer Screening 

Knowledge, Awareness, and Practices 

among U.S. Affiliat.ed Pacific Island 

Providers: Opportunities and Challenges. 

The oncologist: 19: 383-393. 

35. Twinomujuni C., Nuwaha F., Babirye J. 

(2015). Understanding the Low Level of 

Cervical Cancer Screening in Masaka 

Uganda Using the ASE Model: A 

Community-Based Survey. PLOS ONE; (6) 

10. 

36. Urasa M., Darj E. (2011). Knowledge of 

cervical cancer and screening practices of 

nurses at a regional hospital in Tanzania. Afr 

Health Sci.; 11(1):48-57.  

37. Were E., Nyaberi Z., Buziba N. (2011). 

Perceptions of risk and barriers to cervical 

cancer screening at Moi Teaching and 

Referral Hospital (MTRH), Eldoret, Kenya. 

African Health Sciences; 11 (1):58 -64. 

38. White H., Mulambia C., Sinkala M., 

Mwanahamuntu M., Parham G., Moneyham 

L., Grimley D., Chamot E. (2012). "Worse 

than HIV" or "not as serious as other 

diseases?" Conceptualization of cervical 

cancer among newly screened women in 

Zambia. Social Science & Medicine.  

39. Wong VS, Kawamoto C. (2010). 

Understanding cervical cancer prevention 

and screening in Chuukese women in 

Hawaii. Hawaii Med J.; 69(6 Suppl 3):13-

16.  



 

James Mburu Kangethe et al JMSCR Volume 06 Issue 12 December 2018 Page 1047 
 

JMSCR Vol||06||Issue||12||Page 1040-1047||December 2018 

40. World Health Organization (WHO). (2009) 

Human papillomavirus vaccines. WHO 

position paper; 117–32. Report No 15. 

41. World Health Organization. (2013). 

Comprehensive cervical cancer prevention 

and control: a healthier future for girls and 

women. WHO Guidance Note; Geneva.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


