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Abstract 

Introduction: Cervical cancer is the most common cancer, and the second leading cause of 

cancer deaths in Haitian women. Aim: Identify the factors that either facilitate or prevent women 

in Gonaives to uptake cervical cancer screening. Methods: This study was an explanatory 

sequential mixed-method design in a stratified random sample of 200 women, aged 25 years and 

older, in Gonaives, Haiti. Surveys estimated the proportion of women who had received cervical 

cancer screening. Fisher’s exact tests were used to compare women who had been screened to 

women who had not been screened. Logistic regression models were used to examine the 

association between screening status and possible factors that may affect women’s decision to 

seek screening. Thirteen women who had not been screened and seven healthcare 

providers/administrators were interviewed about perceived barriers to screening. Analysis of the 

qualitative data used an inductive, thematic content analytic approach. providers and 

administrators were interviewed about perceived barriers to screening. Results: Women who had 

been screened were more likely to have higher level of education (80% versus 62%, p=0.02) and 

less likely to say feedback from peers would impact their decision to go for screening (16% 

versus 37%, p=0.06) compared to women who had not been screened. Although not statistically 

significant, an association was found between past screening status and fear (8% versus 23%, 

p=0.11). The major themes that emerged from the interviews were grouped according to three 

main themes: 1) proximal barriers to screening; 2) distal barriers to screening; 3) facilitators to 

screening. By merging the results in a comparative joint display, level of education was reflected 

in a gap between level of information and awareness; peer’s feedback was reflected in fear. 
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Although not statistically significant, partners’ approval (16% screened versus 37% not 

screened), “not being given the screening results” (58% screened versus 36% not screened) and 

access to treatment (92% screened versus 97% not screened) emerged as barriers to cervical 

cancer screening in interviews. Conclusion/Implications: This study revealed that cervical 

cancer prevention efforts in Gonaives should focus on improving the quality and the specificity 

of the information provided during awareness campaigns, as well as improving the screening 

services for women to receive their test results and to have access to care if ever they are tested 

positive.  

 

 

 

 

 

 

 

 

 

 

  



iv 
 

Table of Contents 
PART 1: POLITICAL ECONOMY/BACKGROUND ............................................................................... 1 

PART 2: PUBLISHABLE PAPER ............................................................................................................ 20 

INTRODUCTION ............................................................................................................................... 20 

METHODS ........................................................................................................................................... 21 

RESULTS ............................................................................................................................................. 26 

DISCUSSION ....................................................................................................................................... 44 

CONCLUSION .................................................................................................................................... 50 

REFERENCES ........................................................................................................................................ 51 

APPENDICES .......................................................................................................................................... 56 

Appendix 1: Survey data collection form .......................................................................................... 56 

Please provide the best way to contact you if you previously signed the “consent to contact” section of 
the consent forms: 
______________________________________________________________________________ .... 60 

Appendix 2: Interview guide with women ......................................................................................... 60 

Appendix 3: Interview guide with healthcare providers and administrators ................................. 61 

 

  



v 
 

Figures 

Figure 1: Selection of study participants  ..................................................................23 

Figure 2: Perceived causes of cervical cancer  ..........................................................28 

Figure 3: Source of information on cervical cancer screening among women who know about the 
availability of cervical cancer screening services  .....................................................29  



vi 
 

Tables 

Table 1: Participant characteristics by cervical cancer screening status ....................27 

Table 2: Potential factors that could impact women’s decision to undergo cervical cancer 
screening ....................................................................................................................30 

Table 3: Logistic regression models of predicted factors that can affect the decision to get 
screened ......................................................................................................................32 

Table 4: A comparison joint display showing quantitative and qualitative data .......43 

 

 

  



vii 
 

Acknowledgements 

This work was conducted with support from the Master of Medical Sciences in Global Health 
Delivery program of Harvard Medical School Department of Global Health and Social Medicine 
and financial contributions from Harvard University and the Ronda Stryker and William 
Johnston MMSc Fellowship in Global Health Delivery. The content is solely the responsibility of 
the authors and does not necessarily represent the official views of Harvard University and its 
affiliated academic health care centers. 

I wish to express my sincere appreciation to the members of my research team, who took my 
hands and guided me through the process of conducting this research. I wish to thank the entire 
staff of the department of Global Health and Social Medicine at Harvard Medical School who 
have been the “shoulders I could lean on” during this entire master’s program; the support 
provided was incredible.  

A special thank you to my amazing classmates who have been simultaneously friends, families, 
cheerers, supporters, advisors, discussion partners and inspirers; each of them made the journey 
beautifully and amazingly unique. 

I wish to thank Harvard University, the Institute of International Education (IIE), the United 
States Embassy in Haiti, and the Philanthropic Educational organization (PEO) for their support 
and funding of my master’s degree. 

I want to acknowledge the hard work of my survey data collectors: two nurses who freshly 
graduated from nursing school—Mitsha O. Jean, Wislande André; and two nursing students who 
were completing their bachelor program at that time—Roodlyne S. Pierre, Vanessa Dolciné. 
Despite all the civil protests and safety issues that made the data collection challenging, these 
nurses completed the work with rigor, and on time. I also wish to thank all the participants who 
consented to be a part of this study. This project could not have reached its goal without them. 

I wish to acknowledge the unconditional love and support of my family members, especially my 
mother, and my partner; they are the ones who give a sense to my existence. I want to thank the 
friends who became families, and have been supporting me: Norma O., Joanne P. and the Stuart-
Shor family. A special thank you to all the people who have been present for me in my blurry as 
well as my shinny days, have witnessed my sleepless nights and provided me with emotional 
support during the writing process of this paper.



1 
 

PART 1: POLITICAL ECONOMY/BACKGROUND 

Vignette 

Sometimes, I dream of a world without inequalities, social suffering, and scarcity, 

without essential distinctions between poor and rich, women and men—where we are all just 

humans. Sometimes, I dream of a world where human rights are no longer a privilege conferred 

to people by some external force, but an intrinsic and indispensable part of people’s dignity and 

humanity. Sometimes, I dream of a world with no disparities in healthcare delivery between 

nations, regions, countries, social classes, and skin colors. I dream of radical systemic change 

that nobody imagines could happen, and those dreams give me a thousand reasons to fight for 

transformational changes. 

It was seven o’clock in the morning when the shrill sound of the alarm drew me from the 

deep sleep in which I had been in for only a few hours. It was Monday. I had to go to work. I 

woke up with one of those Monday morning headaches familiar to many of us. You know, those 

Monday mornings when you do not want to go to work, but you must. However, ‘Monday-itis'—

a state of lethargy, asthenia, irritability, and apathy occurring after a weekend or a holiday 

period, and commonly leading to feeling poorly1—was not the only reason why I did not want to 

go to work. I did not want to hang around the whole day in the cervical cancer screening clinic 

where I was working, waiting for a few patients to come and again experience the frustration of 

telling some of them, “I have diagnosed you with cancer. I am sorry—this clinic merely does 

prevention; we do not provide treatment. I cannot help you.” This moment was to be the precise 

time when I wished I could transport my patients from their reality to the beauty found in the 

world of my dreams. 
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 While thinking about this challenge in my fieldwork, the image of Jeanette (pseudonym) 

came to my mind. One a typical dry, hot morning in Gonaives city., I delivered this horrific news 

to my patient Jeannette. Jeannette was forty-eight years old when she found herself lightly 

bleeding from the vagina two years after menopause. She became worried when the spotting 

began to last for more than two days. She went right away to the healthcare facility in a rural area 

located to the north of Gonaives, where she lives to find out what was going on. The provider 

asked her a few questions about her health condition and gave her some contraceptive pills 

without any further investigation. She went back home and began taking the pills. Seeing no 

more bleeding, she thought she was okay. A year and a half later, the bleeding started again.  It 

was irregular but heavier and lasted longer. Jeanette was scared. She went to three different 

health centers in the area and tried different traditional healing practices. When she didn’t 

observe any positive changes, she finally decided to come to the city of Gonaives to seek 

treatment. Jeanette was first seen at the public hospital in Gonaives and then was referred for a 

colposcopy to the clinic where I worked - a cervical cancer “see and treat” facility implemented 

by a non-governmental organization in the heart of Gonaives city.  

After two-and-a-half years of adversities, going back and forth in several health centers, 

and taking many different pills—contraceptive pills, iron, vitamins—Jeanette finally learned 

what had been causing her to bleed. She had an advanced stage of cervical cancer. Too much 

time had passed before Jeanette learned her diagnosis, and little could be done for her. I vividly 

remember the shocked expression on Jeannette’s face when I told her the terrible news. Why did 

not Jeanette benefit from a screening procedure? How could a screening have changed Jeanette’s 

narrative? What are the barriers that prevented her from coming to the screening facility at an 

earlier time, when more treatment options would have been possible?  
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1 Thesis Statement 

Early detection and early treatment for cervical cancer are available and affordable in the 

community of Gonaives, and the women are exposed to information about cervical cancer.  

However, attendance of cervical cancer screening is low in Gonaives, and cervical cancer 

remains one of the leading causes of cancer death among Haitian women.2 Because of the limited 

infrastructure available for cervical cancer treatment, early detection and early treatment is vital 

in the effort to decrease cervical cancer incidence and mortality in Haiti. To meaningfully 

improve cervical cancer care in the region, it is vitally important to identify the barriers that are 

impeding Haitian women from attending these facilities. 

Research question: What are the factors that affect the uptake of cervical cancer screening 

services in Gonaives? 

This paper aims to dispute the assumption that cervical cancer screening uptake should 

automatically increase with good health education and to raise awareness about the potential 

barriers that drive to low uptake of the prevention services, and that should be considered in the 

future.  

2 General concepts for a more understanding of Jeanette’s disease 

2.1 Definition and causes of cervical cancer 

Jeanette was diagnosed with cervical cancer. The mechanism of Jeanette’s cancer is the 

same as all of the other types of cancers. The disease is characterized by the abnormal and 

uncontrollable growth of cells of the cervix ─the lower part of the uterus in a woman’s body─ to 

form a malignant tumor.3 In contrast to what is known about other types of cancers, cervical 

cancer is associated with a direct cause. The root of cervical cancer is a sexually transmitted 
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infection (STI). The majority of cervical cancers are linked to the Human papillomavirus (HPV), 

a sexually transmitted virus.4 Human Papillomavirus can produce proteins which have the 

capacity to turn off the tumor suppressor genes, making the cells proliferate without any control, 

leading to cancer.5  HPV infection is widespread among the sexually active population. 

Approximately 80% of the world’s sexually active population will acquire the HPV infection at 

some point in their lifetimes.6 Because of the high frequency of the infection, even individuals 

who have engaged in sexual activities (oral, anal, vaginal) just one time in their life with only 

one partner are at risk of infection of being infected. 

 However, not all women who are infected with HPV will get cervical cancer. Some risk 

factors such as immune system deficiency (for example, HIV conditions), genetic predisposition, 

and socioeconomic factors will make some women more likely to develop a tumor when infected 

by HPV.7 We can assume that a significant part of the Haitian population, both men and women, 

might be infected by the Human Papilloma Virus (HPV) and are at high risk of developing an 

HPV related cancer (including cervical cancer for women) since the prevalence of sexually 

transmitted infections (STIs) and sexually transmitted diseases (STDs) is high.8 

2.2 Symptoms and treatment 

HPV infection and pre-cervical cancer conditions are asymptomatic. That is why many 

women, including Jeanette, were unaware of their condition. Many years can pass between initial 

infection with the Human Papilloma Virus and the emergence of the symptoms. Cellular changes 

in the cervix are occurring during this period, but they often go unnoticed unless a screening test 

is performed. The changes in the cells progress to cancer, leading to symptoms like abnormal 

vaginal bleeding, unusual vaginal discharge, and pain during sex.9  Treatment options for 

cervical cancer depend on the stage of the disease: surgical procedures (hysterectomy, Loop 
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Electrosurgical Excision Procedure), radiation therapy, and chemotherapy.10 In Gonaives ─ and 

more generally, in Haiti ─ the only treatment options include surgical procedures and 

chemotherapy.  The prohibitive cost of these options makes treatment effectively inaccessible to 

the majority of the population.  

In Jeanette’s case, surgical procedures and even chemotherapy would not have offered 

much clinical benefit. When Jeanette received her diagnosis she was exhibited stage IIIA cancer, 

defined by the Cleveland clinic as “the disease having spread to the lower part of her vagina 

wall.”11 Further examination would help to see if the cancer has spread to other parts of the 

pelvis, but, based on her personal medical history, it was unlikely that Jeanette’s cancer had 

spread to other regions of the pelvis. A combination of radiation therapy and chemotherapy 

would have been a more clinically appropriate course of treatment. Unfortunately, this type of 

treatment is available anywhere in the country. After announcing the diagnosis to Jeanette, I told 

her the only way to be treated was to leave Haiti and pursue treatment abroad – either in the 

Dominican Republic, Cuba, or the United States.  

“How much is it going to cost?” she asked. 

“I do not have an exact price in mind,” I responded, “but you should at least have USD$3,000 

US$.”,” I said. 

“(Whispering) (Silence)”. She was silent. 

2.3 Cervical cancer prevention 

After this incident, I was frustrated. I knew Jeanette was not going to have the money to 

afford treatment in the Dominican Republic or anywhere else. I knew that she was more likely to 

die from the disease. I knew that the possibility of treatment was a fantasy. Jeanette’s case is one 
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of the most vivid representations of healthcare disparities that I often see banished to my dreams. 

I went back to my desk with a question torturing my mind: What could have been done to 

prevent this from happening?  

Given Haiti’s limited infrastructure for cancer treatment, Jeanette’s best chances would 

have been early engagement with cervical cancer prevention. There are three levels of 

preventions: 1) Primary prevention that adopts measures to prevent the occurrence of a disease 

before it happens; 2) Secondary prevention that prioritizes early detection and early treatment; 3) 

Tertiary prevention that promotes rehabilitation of the ones affected by the disease to prevent 

complications.12 The recommended measures of prevention, by the World Health Organization 

(WHO), are vaccination (for primary prevention), HPV testing and “screen and treat” Visual 

Inspection with Acetic Acid (VIA) followed by cryotherapy (for secondary prevention), 

treatment of any cervical cancer stage (for tertiary prevention).13 

In this prevention chain, only HPV testing and the “see and treat” methods are available 

in Haiti – and these options are available in only a few select regions of the country. A vaccine 

for HPV is now widely available in wealthy countries, but this critical advancement is available 

in Haiti for a select few – through small pilot projects.  

Other forms of prevention recommended by the WHO are the different screening 

procedures such as HPV testing, screen-and-treat procedure, etc. In Gonaives, there is one public 

hospital: La Providence Hospital, and several other healthcare facilities that are either privately 

run or supported by non-governmental organizations (NGO). HPV testing is not available in any 

of these settings. Approximately five private clinics currently offer cytology-based screening 

(Papanicolaou test) in the city of Gonaives, which is different from the HPV test. The difference 
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is that this screen detects abnormal changes in the cells due to the presence of HPV instead of 

determining the presence of high-risk HPV types in the cells (National Cancer Institute, 2014).14 

These private clinics offer the Papanicolaou test as a third party. After the specimen is collected, 

they are sent to a laboratory in the capital of Haiti, Port-au-Prince, for examination. After a 

couple of weeks or months, results are returned to the clinics for patients to get the results. It 

implies that, if for some political protestations, the roads from Gonaives to Port-au-Prince are 

inaccessible, the service will automatically stop, which used to happen.  

The public hospital in Gonaives—'Hôpital La Providence'—does not provide this service. 

It offered visual inspection with acetic acid (VIA) from October 2016 to June 2017. In 

September 2017, La Providence tried to provide both VIA and pap smear. However, the services 

have been discontinued since it was difficult for the hospital to send specimens to Port-au-Prince.  

Results were not provided to patients, and the service was terminated. When VIA was offered, 

La Providence Hospital did not provide any early treatment.  Instead, patients with a positive 

screening were sent for early treatment to an NGO-supported clinic or a private facility outside 

of Gonaives for early treatment. In May 2018, La Providence reopened its cervical cancer 

screening services, including VIA + cryotherapy for pre-cancerous conditions (screen and treat) 

for an approximate cost of USD$6. Pre-cancerous conditions were treated once a week by a non-

resident medical professional who lived outside of town, and patients diagnosed with cancer 

were sent to Saint-Luc hospital in Port-au-Prince for follow-up. In the instance of advanced 

cancer, the patients were returned to the hospital for palliative care. However, funding for the 

program was cut, and screenings came to a stop again. 

There is only one “see and treat” clinic in Gonaives implemented by a non-governmental 

organization, the Women’s Global Cancer Alliance (WGCA), at La Redemption clinic. The “see 
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and treat” technique is a practice of cervical cancer early detection. In this practice, a healthcare 

professional inspects the cervix of a woman by applying a solution to a colposcope to “see” pre-

cancerous changes due to the potential presence of Human Papillomavirus and to “treat” those 

pre-cancerous conditions. The “see and treat” method” does not provide care for any cancerous 

condition in the cervix, but it is used as a tool to prevent the evolution of pre-cancerous cells in 

the cervix to cancer cells.  

La Redemption, the clinic where I work, is the only facility that offers early detection and 

free early treatment for the population of Gonaives and its close surroundings. This is the clinic 

where I was working and where I had met Jeanette. It is a small building on the second floor of a 

primary health care setting owned and managed by an Episcopalian institution. It is located in the 

heart of Gonaives and is a walking distance to the public market and the public square. The 

services offered at the cervical cancer screening clinic itself are free of charge, but the 

Episcopalian institution charges patients a facility fee of 2 US$.  

I worked in this cervical cancer screening facility for three years and observed that very few 

women came to the clinic for screening—on average of a scant three patients a day. Clinics that 

offer early detection and treatment remain a crucial component of cervical cancer prevention. 

Jeanette’s case is a vivid representation of this statement. If Jeanette has been able to access early 

screening, she would have been diagnosed with pre-cancer lesions and could have been treated. 

3 The importance of screening attendance in eliminating cancer incidence  

Cervical cancer is one of the most preventable cancers, and screening plays a significant 

role in this prevention, especially in impoverished settings where treatment and vaccination are 

not available. With appropriate detection and early treatment, cervical cancer screening can 
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change the narrative of cancer mortality. Early detection plays a significant role in the reduction 

of cervical cancer incidence and improving the likelihood of survival of the disease. Some 

studies in impoverished countries have supported this idea. In India, a study reported that single 

visual inspection with acetic acid screening procedure had a 25%-36% reduction in cervical 

cancer incidence.15 While this suggests that cancer screening does not prevent women from 

having cancer, it is an important element in ensuring that women do not die from the disease, and 

is thus a critical component in reducing rates of cancer mortality.16 This statement finds its real 

application in Jeanette’s case. 

Two months and a half after receiving her biopsy result, we called Jeanette to confirm her 

diagnosis with her. When my assistant called the phone number in Jeanette’s chart, a male voice 

picked up the phone. My assistant introduced herself, then asked to talk to Mrs. Jeanette. The 

unusual silence followed by some confused excuses of my colleague led me to ask her what was 

wrong. She repeated to me the exact words that her interlocutor on the phone had told her: “We 

buried our mother last Sunday.”   

Jeanette’s passing represents one more death in the unknown, increasing number of 

women dying from cervical cancer. If Jeanette had attended a cervical cancer screening facility, 

she would not have died of cervical cancer. We must ask – what impedes women like Jeanette 

from coming to the clinic for early screening? 

4 Potential barriers to cervical cancer screening attendance 

4.1.1 Lack of trained healthcare providers 

Jeanette vaguely knew about cervical cancer; she heard that this disease was untreatable, 

and that vaginal bleeding could be a sign of it, but she never experienced screening. We could 
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question the quality and amount of information available. However, she knew enough to go to a 

healthcare facility when she noticed some abnormalities. If there was no cervical cancer clinic in 

the area, the provider could refer her to a setting where she can get care for that. How would this 

change the narrative of Jeanette?  

Let us imagine a different scenario of Jeanette’s story: Jeanette goes to a clinic when she 

first sees the bleeding. Instead of waiting for two years and a half taking medications that are not 

helping her, she is sent right away to the public hospital in Gonaives. The public hospital, which 

has the necessary capacity, examines her and diagnoses her with an early stage of cancer (or 

maybe with the pre-cancerous condition). The public hospital sends Jeanette to their surgical unit 

for considerations for hysterectomy, while potentially waiting for biopsy results. One small 

difference in the chain of actions would change the complete narrative. 

The providers that Jeanette saw were responsible for guiding her to a cervical cancer 

screening facility. To identify a cervical cancer case and refer it to another facility for proper 

care, a provider needs to be skilled. A previous study of Haitian health care workers regarding 

cervical cancer and screening has demonstrated that health care providers lack the knowledge 

and experience significant to refer patients to cervical cancer preventive care.17 However, a lack 

of knowledge among providers reflect a deeper structural problem because it is the responsibility 

of governments and health systems to ensure that the health professional workforce has the 

capacity and capability to deliver a good quality of care.18 

This paper will include healthcare providers as a component of the research population because 

we need to hear about their perspective of cervical cancer screening, their challenges as well as 

their needs and expectations to target the disease. 
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4.1.2 Social norms and misconceptions 

In Haiti, poverty has been one factor that puts women at risk of having multiple sexual 

partners in the quest for financial support.8 Thus, poverty can be strongly related to the 

prevalence of Sexually Transmitted Infections (STIs).19 In our practice, we often met women 

who had multiple partners. Because many of the women we encountered do not have stable 

employment or do not have any job, they tend to have a partner to help them taking care of their 

kids. How would those women be willing to come to a cervical cancer screening facility where 

they are told to avoid multiple partners when these partners are for them the only way they can 

provide for their child? What should not a mother sacrifice for her children? They find 

themselves in a vicious circle: they date a new partner to help them to take care of the children, 

they give a baby to this partner, this partner leaves them. Then, they go for a new partner to help 

them take care of the old kids, and the new one from the other partner, and again tend to 

reproduce for the new partner. Eventually, they end up having many children from different 

partners, and all the potential sexually transmitted infections, including HPV infection. 

Sometimes, we, healthcare professionals, mechanize the relationship with the patients; we tell 

them what to do not do but completely ignore their reality and the drivers of their behaviors. As a 

result, instead of attracting them to the services, we might push them away from the services 

because they are not expecting their providers to moralize them. 

Another point to take into consideration is that giving birth is a marker of success in a 

relationship in Haitian culture, and a woman would potentially prefer not to get screened and 

treated for cervical cancer to keep her fertility intact. This is what Timothy Schwartz would call 

the “Prenatal Sociocultural Fertility Complex.”20 I have seen women who desperately wanted to 

“give” a child to their second or third partner. In my practice, I have met women who had pre-



12 
 

cancerous lesions but would prefer not to undergo cryosurgery (the process of freezing the cervix 

to destroy abnormal cells) by fear of losing their ability to give birth. Women tend to believe that 

cryotherapy can harm fertility—although it is not the case21—even if they know the risk of 

developing cervical cancer in the future. They used to say: “Give me two years, Miss [Miss is the 

common denomination for nurses in Haiti], and I will come back for the treatment.” Usually, 

these women tend to never come to the facility again.  

Moreover, the gender of the provider can affect interactions between patients and 

providers, constituting either a barrier or a driver. Many studies have shown that female provider 

preferences have contributed to higher rates of screening.22,23 Many of the Haitian women that I 

served at the clinic preferred to be seen by a female provider. When I carried out cancer 

education talks in the communities, I was often approached by women who were only 

comfortable with a female provider – they would ask me: “Are you the one doing the test, miss?” 

4.1.3 Attitudes 

According to an article published in the Miami Herald journal, most Haitian women do 

not usually seek preventive care; unless they are sick, they do not usually look for care.24 Some 

constraints that could determine an attitude of not routinely using screening services in Haiti, as 

reported by some studies, are financial constraints, gendered power imbalances, mistrust of 

healthcare providers, poor quality of care, no medical recommendation to do screenings, lower 

education status, or fear of examination.25,26,27 These could be listed as some of the reasons why 

Jeanette went to the clinic only when she noticed the abnormality. However, she still managed to 

look for care by herself even if the providers did not refer her to a different healthcare facility. 

Jeanette possibly had some information about cervical cancer and feared the worst, but why did 

she never undergo a screening procedure, even if she has heard about cervical cancer? What kind 
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of information did she have about cervical cancer? Why didn’t she seek preventive care? Why 

did she wait for only when she noticed the abnormality? 

Cervical cancer screening, as well as early treatment procedures, can also be a stressful 

experience for patients. I have met women who would prefer to live in ignorance of the condition 

of their cervix but instead live in fear due to a potential finding detected by screening. Even if 

they know the early treatment is available, they are still reticent to use the screening services. 

Also, many women have a misconception of the way the examination is performed. This 

misconception usually comes from the feedback obtained from peers who have experienced the 

procedure before. I was surprised when one of my patients told me this after examination: “Miss, 

I could have come before; I was afraid of the exam because they say that you are going to pull 

out my uterus.” This made me think about the number of women in my community who do not 

come for a screening because of biased peer feedbacks. This could be another reason why the 

community is not making full use of cervical cancer screening services. 

4.1.4 Gap between the expectations and the services offered 

It has been demonstrated that quality of care affects the use of healthcare services. In her 

book An Introduction to Global Health Delivery, Mukherjee28 demonstrates poor quality of care 

that does not respond to the needs of the patients is one of the major factors of low utilization of 

the services provided. What are the women seeking when they come to a cervical cancer 

screening facility? My patients often come for the sake of other unrelated-cancer-care such as 

vaginal infection care, breast cancer screening, fertility problems, fibroma. As it happened with 

Jeanette, my answer to all these concerns is always the same: “Sorry, we do not provide this type 

of care. I could advise you to go to X clinic [which is always a private clinic] or to the public 

hospital to ask for this type of care.” In my clinical experience, patients were often reticent to go 
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to the public hospital upon my recommendation. More investigations would probably help 

people to understand this other aspect of healthcare delivery in Gonaives. These other health 

issues are as important as, or even more critical than cervical cancer screening in the delivery of 

care. 

Moreover, screening detects pre-conditions, but can also be a step to diagnosing a health 

concern. Cervical cancer screening is useful in detecting pre-cancerous conditions and helping to 

provide pre-cancer care. In the case of cervical cancer, when it happens, what is the point of 

telling someone she has cancer and not being able to help? What if we found out a condition that 

needs treatment, like in Jeanette’s case? Screening attendance is significantly essential to help 

decrease the probability of being in such a situation. Nevertheless, a rescue plan needs to be set 

up if it happens. This demonstrates how preventive care is indissociable of treatment and 

palliative care. 

4.1.5  Other Structural Barriers 

Would Jeanette suffer from her disease if she was in a different setting? The first time 

Jeanette noticed the bleeding spots, she might have been in the Detectable Pre-clinical Phase 

(DPCP) of the disease, which is the time interval between the possible detection of disease by 

screening and the apparition of the symptoms.29 We do not deny that she might have been in a 

very early stage of cervical cancer either, but cervical cancer is not the only cause of post-

menopausal bleeding. Cervical polyp, vaginal or endometrial atrophy, or endometrial 

hyperplasia, which are all non-cancerous conditions of the female reproductive organ—yet 

endometrial hyperplasia could develop later to a cancer condition30—could also be responsible 

for the spotting. In Jeanette’s case, she could have had endometrial hyperplasia, which could 

explain why hormonal therapy would work.30 However, if at this moment, she has been referred 
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for further examination, she could have been diagnosed with pre-cancerous conditions in her 

cervix likely to develop to cervical cancer years later. What could be the right model in her case?  

The Haitian healthcare delivery system is structured into three levels: The lowest level is 

primary care provided by health centers and community reference hospitals; secondary care is 

provided by the departmental hospitals; tertiary care is provided by university hospitals or 

specialized centers.31 Typically, the health centers refer the health seekers to the second level or 

the third level of the pyramid when they cannot provide care due to insufficient resources. 

Jeanette could have been referred for further examination. She could have been referred to the 

nearest departmental hospital, which is La Providence hospital, the public hospital in Gonaives. 

Why was she not referred?  

As mentioned, the lack of experienced healthcare professionals could have been one of 

the reasons why Jeanette did not get a chance to be screened for cervical cancer. What if she was 

referred then? La providence hospital does not provide a stable cervical cancer screening service. 

It implies that Jeanette would still not get her screening done because of this rupture in the chain 

of the healthcare system. 

Moreover, cervical cancer uptake in Gonaives is not a matter of priority for the decision-

makers. The public hospital in Gonaives had a cervical cancer screening service, using visual 

inspection of the cervix without early treatment as a method. Patients who were diagnosed with 

pre-cancerous conditions were either sent to the NGO’s clinic, La Redemption, for follow up, or 

put on a waitlist for treatment by a private provider who resides outside of Gonaives and comes 

to the city once a week. Then services stopped, and the patients were lost to follow up. In the 

meantime, there is no screening policy about cervical cancer in Gonaives. How can screening 
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attendance be measured and adjusted when patients who are screened are not even followed? 

How can the services be improved if there is no track on those who do not get screened and the 

reasons why they do not get screened? Who are those being not screened? Most of the time, 

women who are more at risk of developing the disease are precisely those who are not accessing 

early screening services.  

To worsen the problem, any group of professionals, missionaries, or any instance can 

come and perform a once-a-week screening session for the community. Nobody will question 

them, no report will be done, and no control will be performed. I have met women who told me 

they are not interested in undergoing a screening test because they never get the results when 

they do it. Most of the time, these women are the ones who participate in these fast and 

ineffective screening sessions done by an anonymous group. The same phenomenon happens 

even in a private setting where the patients pay to undergo a Papanicolaou test but never get the 

results. This lack of regulation and governance around cervical cancer screening delivery in the 

city of Gonaives can incredibly impact the perceptions of screening of the women and 

demotivate them to take uptake of the screening services provided.  

Thinking about priorities, we could also consider the efforts done by the decision-makers 

at the Ministry of Health representative office in Gonaives about other health concerns. In 

Gonaives, there have been many local and regional campaigns around different topics: disaster, 

handwashing for cholera, filariasis, but never about cervical cancer. What could it cost to 

organize the same campaigns for cervical cancer? What could it cost to train professionals for the 

use of the materials already available at the public hospital? What could it cost to write and apply 

regulations for any institution providing cancer care? What could a collaboration with an NGO’s 

screening clinic cost in order to improve screening uptake? Are the decision-makers aware that 
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women are dying of cervical cancer? Well, it would be, in fact, difficult to know since no 

epidemiological data is available about cervical cancer mortality in the city. However, knowing 

that cervical cancer ranks as the second-leading cause of female cancer among Haitian women 

and the first common female cancer in women aged 15 to 44 years in Haiti2 can give us an idea 

about what the situation in Gonaives could be. Therefore, cervical cancer screening should be a 

priority for decision-makers in the city. 
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Conclusion 

Despite the gap in the literature about an accurate and coherent estimate of cervical 

cancer incidence and prevalence in Haiti, we can assume that the case of Jeanette is, 

unfortunately, not an isolated one. Because of low resources, screening is one of the most 

important keys to prevent cervical cancer burden. It has been proven that the “screen and treat” 

method is the best cost-effective and the safest screening program model for developing 

countries. However, health care delivery is not formulaic. For each specific community, there are 

specific needs and specific challenges. Gonaives’s situation could be an example. For working in 

a cervical cancer screening clinic in Gonaives for three years, I observed the phenomenon of low 

uptake of Cervical Cancer screening services with an average of three patients a day. As a result, 

patients like Jeanette are dying unnecessarily of the disease. Many barriers could be preventing 

women from using the services provided, even if they are available. The World Health 

Organization stated it well. For a cervical cancer screening program to be successful, many 

factors come into play. In essence, these factors include good infrastructure, political will to 

proceed and strong governance, training for healthcare providers, a reliable referral system, 

guidelines and protocols for care management, care delivery and patients follow up.32 All these 

components can either be drivers or barriers for cervical cancer screening uptake. Janette’s story 

makes it clear that these forces have very real effects for women in Gonaives.  

On the other hand, beliefs, attitudes, and social norms play a significant role in patients’ 

decisions to utilize the services. Program designers and national decision-makers in Gonaives 

need to count these factors as crucial and necessary to understand what determines women’s 

decision to use the cervical cancer screening services. They need to get closer to the community, 

to be proximate to their suffering, and to make them a priority. I keep believing that my dreams 
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are possible, that someday they will come true. I am hoping that the findings of this research 

project will be a contribution to the improvement of cervical cancer screening services in Haiti 

(and particularly in Gonaives) in order to reduce cervical cancer death incidences. 
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PART 2: PUBLISHABLE PAPER 

INTRODUCTION 

Although the incidence of cervical cancer has significantly decreased in many high-

income countries, it remains a public health challenge in many low-resource settings.33 Cervical 

cancer is a disease of the poor and most vulnerable populations. In 2018, there were more than 

570,000 cases of cervical cancer worldwide, and of the 311,000 women who died from the 

disease approximately 88% were from low-and-middle-income countries.33   

As a result of the high burden of cervical cancer in low-resource countries, many recent 

efforts have focused on increasing access to cervical cancer screening in low-and-middle-income 

countries. In its comprehensive cervical cancer control guide, the World Health Organization’s 

(WHO) recommendations place a strong emphasis on a “screen-and-treat” approach, where the 

cervix is examined for abnormalities, and treated for any precancer conditions in a single visit.34 

This approach aims to decrease the incidence and mortality rates of cervical cancer in resource-

poor settings by eliminating the barrier of multiple visits.  This is particularly important in 

settings where diagnostic and treatment services are limited, and the human papillomavirus 

(HPV) vaccine is not widely available.  

 Because other diagnostic and treatment modalities for pre-cancerous lesions are limited, 

the “screen-and-treat” approach remains the optimal strategy for early detection and treatment of 

precancerous lesions in resource-poor settings. Screening can detect precancerous lesions that, if 

removed, will prevent the development of cancer.  Early treatment is a critical component in the 

prevention of morbidity and mortality from cervical cancer.16,35,36, 37 

Haiti is the poorest country in the Western Hemisphere38 and exhibits many of the 

characteristics present in other resource-limited settings. In Haiti HPV vaccines are not widely 



21 
 

available and there is limited access to cervical cancer treatment.39 However, Haiti does have 

moderate access to cervical cancer screening; yet, the incidence rate of cervical cancer in Haiti is 

14.9 per 100,000 women, making the disease the second leading cause cancer among women in 

Haiti.   

While previous studies have assessed several aspects of cervical cancer prevention and 

treatment in Haiti (HPV-self sampling screening, awareness, treatment approaches, vaccine 

implementation, knowledge, attitudes and practices),40–45 little is known about barriers to cervical 

cancer screening in Haiti. We conducted an explanatory mixed-method study that aims in 

Gonaives, Haiti, to better understand the factors that shape attendance at cervical cancer 

screening facilities. The results of this social research will target new approaches to implement 

effective screening efforts that are adapted to the community.  

 

METHODS 

Study setting and participants 

This study was an explanatory sequential mixed method study,46 conducted in Gonaives, 

Haiti, between August 2019 and December 2019. During this period of time, Haiti faced severe 

political instability, with a prolonged “lock-down” period of several months. The “lock down” 

describes a time when violent periods of political and socio-economic crisis immobilize all 

activities in the country. This period of instability affected our research in the following ways: 1) 

data collection was delayed due to the inability to travel outside during protests; 2) sample size 

was decreased as potential study participants migrated to a safer area in the countryside; and 3) 

there were other logistic issues (lack of electricity, connection issues) that made communication 

more difficult. The study included two phases: an initial survey phase where we randomly 
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selected a stratified sample of 200 women across the five urban areas of Gonaives; followed by a 

subsequent qualitative interview phase where we selected 13 purposefully sampled women from 

our quantitative sample using purposive sampling and seven providers and administrators using 

convenient sampling (Figure 1). 

Women aged 25 years old and older, living in Gonaives, Haiti, with the capacity to 

consent were eligible for the survey component. Age 25 was chosen as the screening criteria at 

some facilities is 25 years old or older. Surveyed participants were recruited by going door to 

door. For each area, we randomly selected a starting point and then selected every third 

household to invite to participate. We surveyed one woman per household based on their 

expressed interest in participating. Surveys were conducted in Haitian creole. 

For the qualitative interview phase, we selected participants who met the following 

criteria: (1) they participated in the survey; (2) they reported not having attended any screening 

program in the survey; (3) they reported that they knew cervical cancer screening services were 

available in town in the survey; and (4) they had no history of hysterectomy. We also selected 

seven providers and administrators who currently provide cervical cancer screening services in 

Gonaives or who have provided these services in the past. The administrators selected are key 

individuals who are involved in the development of cervical cancer screening policies. 

Interviews were conducted in Haitian creole, translated and transcribed in English. 
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Data collection 

Self-reported data collected in the survey included participant demographics (e.g., age, 

education, marital status, area of residence), knowledge about cervical cancer screening and 

service availability, previous screening experiences, and possible factors that would affect their 

decision to undertake screening. Women were categorized as “women who were screened” for 

women who underwent screening at least once in their lifetime, and as “women who were not 

screened” for women who never used screening services in their life. (See Appendix 1 for the 

full survey.) 
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Qualitative interviews were conducted in Haitian Creole by the first author.  Interviews 

lasted 15-30 minutes in duration and took place in a private room at the homes or the workplace 

of participants. Interviews were audio recorded with permission, and followed a semi-structured 

interview guides that covered the following topics: a) Structural barriers to screening uptake 

(related to the system or the service delivered, time conflict between household tasks and daily 

occupation among women, etc.); b) Personal barriers (related to fears, peer’s experiences, needs, 

and expectations); c) Cultural barriers (related to beliefs or traditions); d) Cognitive barriers 

(related to knowledge and awareness); e) Physical barriers (related to accessibility in terms of 

distance and physical impairment); f) Economic barriers (related to cost); and g) Political 

barriers (related to strikes, unrest and, closures due to political unrest). (See Appendix 2 for the 

full interview guide.) 

Topics covered during interviews with healthcare professionals and administrators 

included:  a) experiences with cervical cancer screening b) experiences of low uptake of 

screening services c) efforts to improve uptake d) personal assessment of cervical cancer 

screening coverage e) priorities related to screening g) and efforts to improve services. (See 

Appendix 3 for the full interview guide.) 

Data analysis  

All data collected during surveys were categorical; counts and percentages were 

calculated overall and by screening status for participants’ sociodemographic characteristics, and 

factors that may could impact women’s decision to undertake screening. The perceived causes of 

cervical cancer were summarized among women who have heard about the disease and the 

sources of information on screening were summarized among women who knew that screening 

was available. Fisher’s exact tests were used to compare women who had been screened to 
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women who had not been screened due to the small sample size. Logistic regression models were 

used to examine the association between some possible factors that may affect women’s decision 

to seek screening and past cervical cancer screening status. Models were adjusted for age, 

education, and area of residence. We considered factors that we suppose could affect screening 

uptake based on field experience. Odds ratios (ORs) and 95% confidence intervals (CIs) were 

reported. P-values <0.05 were considered statistically significant. 

Interview recordings were simultaneously translated and transcribed from Haitian Creole 

to English by the first author. Analysis of the qualitative data used an inductive, thematic content 

analytic approach.47 A subset of transcripts was open coded to develop a set of draft codes, 

which were piloted and revised to formulate a final codebook.  Coding was supporting with 

Dedoose qualitative data management software.  Coded data was inductively examined to 

develop a draft set of descriptive categories.  Using an iterative process, these initial categories 

were reviewed and revised to develop a final set of descriptive categories that represent women’s 

perceptions and experiences related to uptake of cervical cancer screening. The resulting 

descriptive categories are presented in the results section, below. 

A comparison joint display was developed to compare and contrast the findings from the 

qualitative interview phase with the quantitative findings. By merging the results of the two 

phases of the study, we examined the ways in which some factors from the quantitative phase 

were reflected in women’s experiences and provider’s opinions as reported in the interviews. The 

display presented a row for each quantitative variable that had a corresponding qualitative theme. 

Within each cell, we presented the quantitative scores as well as the qualitative quotes.  
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Ethical considerations 

This study was reviewed and approved by the Harvard Human Research Protection 

Program on May 6, 2019, and by the research department of Zanmi Lasante on August 27, 2019. 

Surveyed and interviewed participants gave written consent prior to their participation in the 

study. 

 

RESULTS 

Baseline characteristics 

We reached out to 224 women of whom 200 agreed to participate in the surveys (Figure 

1). Of the 200 women, only 25 (12.5%) had been screened for cervical cancer while the 

remaining participants had not been screened. There were no statistically significant differences 

between women who were screened and women who were not screened in terms of age, area of 

residence, marital status, family history of cervical cancer or family history of someone who died 

from vaginal bleeding/discharge (Table 1). Women who were screened had more education than 

women who were not screened (80% versus 62%, p=0.02). Among the screened women, 17 

(68%) reported preferring a female provider compared to seven (28%) who had no preference 

and one who preferred a male provider (4%, data not shown). 
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Possible factors associated with women’s decision to undertake screening 

Several factors that could influence a woman’s decision to go for screening were assessed 

among the screened and unscreened women (Table 2). These factors are grouped in three 
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categories: factors associated with knowledge, factors associated with social support, and factors 

associated with structural barriers. 

1- Three factors associated with knowledge 

Women who had previously been screened compared to women who were not screened 

were more likely to be aware of cervical cancer (100% vs. 85%, respectively, p<0.05), to have 

previously heard about testing (96% vs. 49%, p<0.001); and to know of screening services in 

their vicinity (88% versus 36%, p<0.001).  The perceived causes of cervical cancer were 

assessed among the 175 women who had knowledge of cervical cancer (Figure 2). Vaginal 

infection was the main perceived cause of cervical cancer (35%). Only 9% of women associated 

cervical cancer with HPV whereas 30% reported not knowing the cause of cervical cancer. Study 

participants also indicated they thought many other factors caused cervical cancer, including 

poor hygiene (11%), too many partners (10%), sexual practices (8%), and pregnancy-related 

issues (7%).  
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Of the 83 women who knew about the availability of the cervical cancer screening 

services in town, the main sources of information on cervical cancer screening were healthcare 

professionals, either medical referral or informal conversations (36%), radio advertisement 

(27%), and health facilities during a random visit, either from posters at the health facility, or 

from the providers during an education session, or from someone who came at that facility 

(23%). (Figure 3) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2- Four factors associated with social support 

Women who said feedback from peers would influence their decision to go for screening 

were less likely to have been screened compared to women who had not been screened (16% 

versus 47%, respectively, p<0.01, Table 2). When asked if they would need their partner’s 

approval to go for screening, 37% of women who had not been screened compared to 16% 

women who had been screened reported this would impact their decision (p=0.06). Religious 

leaders’ approval and fear of the exam were not statistically different between women who had 

been screened and women who had not been screened.  
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3- Four factors associated with structural barriers 

While not significant, if women would not be given their screening results, 36% of 

women who were not screened compared to 58% of women who were screened reported that it 

would impact their decision to be screened (p=0.07, Table 2). No significant associations were 

found between screening status and the following factors: transportation to a screening facility, a 

small fee of 150-350 HTG/$2-$3 USD and women’s access to treatment. 

Multivariable analyses of possible factors associated with women’s decision to undertake 

screening 

After adjusting for age, education and area of residence, women who reported that their 

decision to seek screening would be influenced by peer’s feedback had 0.25 times lower odds of 

having been screened than women who didn’t think they would need peer’s feedback (95% CI: 

0.08—0.80, p=0.02, Table 3). Although not statistically significant, women who reported that 

fear would be an issue had 0.25 times lower odds of having been screened compared to women 

who did not report that fear would be an issue to go for screening (95% CI 0.05—1.18, p=0.08). 

We found that women had higher odds of having been screened if they reported that not being 

given screening results would be an issue (OR=2.45, 95% CI 1.04—5.74, p=0.04). There were 

no statistically significant associations between family history of someone who died from 

vaginal bleeding/discharge and past screening or need for partner’s approval and past screening.  
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Qualitative results 

Multiple themes emerged from our thematic analysis, which described multiple factors 

that either facilitate or prevent women from attending cervical cancer screening facilities. They 

are grouped according to three main themes: 1) proximal barriers to screening, which are 

immediate concerns related to the day-to-day challenges faced by women 2) distal barriers to 

screening , which are structural barriers that are beyond women’s control and sometimes external 

to them; and 3) facilitators to screening uptake, which are factors that promote uptake of  

screening services. 

1. Proximal Barriers 

1.1. Gaps in level of information and awareness 

A gap in cervical cancer awareness and access to specific information on the screening 

services and procedures is reported as a major barrier to cervical cancer screening uptake. 

Women reported being aware of cervical cancer and having strong intentions to seek screening. 

However, they noted that there was a lack of for specific information about who is eligible for 

screening, where the services are available and how the screening procedures are done. Women 



33 
 

reported not knowing if they were eligible for screening. Some women also reported the need of 

more information about how the screening procedures are done.  

I thought I didn’t reach the ideal age for screening and that’s why I haven’t done it yet. 
But now I know that I can do it, based on information received form healthcare 
professionals. So, now I would like to do it. (Woman, Age range: 25-32, higher SES 
neighborhood) 
 

Healthcare providers and administrators’ opinions also echoed the women’s perspective, noting 

that in their view women in the community lacked clear information about the processes 

involved in screening as well as where the services are available.  They cited the importance of 

increasing screening awareness about screening services, as well as promising accurate 

information about cervical cancer in general.  For providers in particular, raising awareness 

about cervical cancer screening was an important public health issue. 

It is an education problem. They don’t really understand the service we provide. There is 
a lack of knowledge about the disease because as I said before, many women think that 
they live better if they don’t know. So, for them, it is when they get tested that they get to 
have the disease. We need to convince these people, raise awareness among them and 
more of them will use the service then. But, sometimes, some people come here because 
they have heard the advertisement about cervical cancer on the radio or they have heard 
about it from a friend. They understand that their health is important, so they come. Also, 
some people don’t come because they don’t know. Sometimes, some people tell me “I 
didn’t know there was this program here; I would have already come if I knew.” So, 
awareness is not well done, people are not really informed. Also, some women are 
reluctant, they need more awareness. (Provider, NGO facility) 
 

1.2. Fear 

Many unscreened women admitted that they were afraid to undergo screening. They were 

afraid that the screening procedures would be painful – something they assumed because they 

did not know what the screening procedure would involve. Some women linked the screening 

procedure with the process of delivering babies, associating cervical cancer screening with the 

pain of labor and delivery. 
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Some of my friends use to encourage me: “let’s go do the test, let’s go do the test”, but I 
never go because I am scared. Sometimes, I even reach the facility. Last time, I was 
standing in front of X clinic with my friends. My two friends walked in and me I left 
because I am scared to do the test. [...] I always think it might be as painful as when you 
are delivering a baby. That is why I am scared to do the test. (Woman, Age range: 33-40, 
higher SES neighborhood)  
 

Women’s fears are also reinforced by the feedback received from peers who had actually 

undergone screening, and who reported that the procedure was painful. The feedback received 

from peers impacted women’s decision to do not go for screening. 

Well, some of my friends went for screening and they told me the procedure is hard and it 
hurts a lot. So, I was scared and didn’t want to go. (Woman, Age range: 25-32, lower 
SES neighborhood) 
 

Another aspect of women’s fear was linked to provider’s skills. Some women explained that they 

were afraid that providers may not be competent enough; and that their lack of skills could cause 

them pain or even bodily them: 

Yes. The person who is doing the screening has to be competent. The person has to know 
what s/he is doing because while inserting this device inside you, an unskilled provider 
can cause you any damage. (Woman, Age range: 25-32, lower SES neighborhood) 
 

Some of the women interviewed were afraid that that screening entailed a major invasive 

procedure. They feared that their cervix would be cut – or even pulled out entirely. Healthcare 

providers also report that some women have misconceptions about the screening procedures. 

It is the way I explained you. They take out a small piece of the cervix. Someone else told 
me it’s not true, it is an instrument that they insert in the vagina to do what they have to 
do. You know, technology is advanced now, maybe now they are using other techniques. 
But in the past, they used to remove a piece of the cervix. Then, someone else told me that 
they inserted an instrument in the vagina. (Woman, Age range: 33-40, lower SES 
neighborhood) 
 
But it is the taboo or the lack of culture among women to use the screening services. 
Because, whatever the structure, no matter how small it is, once it has the minimum to 
provide cervical cancer screening, that’s fine. Now, the problem is in women’s mindset 
and the taboos. Some women say it is something that will be inserted in their vagina, or a 
piece of their vagina is going to be taken. So, it is complicated. (Provider, private 
facility)  
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1.3. Women waiting until health conditions are critical to seek care 

Women themselves reported that they were not inclined to go for screening because they 

did not perceive themselves as being sick. Consulting at a clinic was a practice that was closely 

associated with illness.  One woman explained that she was grateful that she was so healthy she 

never had to engage in cervical cancer screenings or campaigns:  

I never go to the doctors [..] Well, when they are doing campaigns, I use to hear them 
talking about it [cervical cancer]. But I never go to the doctors because I am never sick. 
[..] You know what? People who serve God, I don’t know if they are afraid of doctors, but 
they tend to go to the doctors only when they are sick because if they feel healthy, they are 
praying and they are alive, they feel good. (Woman, Age range: 33-40, higher SES 
neighborhood) 
 

Health providers and administrators corroborated this, explaining that among Haitian women, 

there is not a strong culture of screening for an illness before it develops.  One administrator 

explains: 

We believe that the women have not yet accepted the idea of preventing cancer before it 
develops. So, although we are seeing a reasonable number of patients between, we feel 
that we can see a lot more patients under the circumstances. (Administrator, NGO facility) 
 

1.4. Privacy concerns 

Women raised concerns that cervical cancer screening impeded on their privacy, as it was 

viewed as an intimate procedure.   One woman in the community explained that she did not want 

to attend screening services because she had heard from a friend that people other than the 

provider had access to the exam room:  

R: Also, it seems that there is no intimacy too.  
I: Huum. What do you mean? 
R: I mean, my friends told me that anyone had access to the screening exam room. 
I: So, would this be a reason why you wouldn’t go to? 
R: Yes.  
I:  Okay. So, talking about intimacy, do you picture in your mind what an intimate 
setting would be like? Can you give me a scenario where privacy is well-respected? 
R: [Laugh] Well, I picture a place where I am the only one in the room with the 
person who is performing the procedure. (Woman, Age: 25-32, lower SES neighborhood) 
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2. Distal Barriers 

2.1. Lack of human resources and supplies 

Providers and administrators explained that screening services were hampered by several 

structural barriers, including a lack of human resources at facilities.  They also noted an overall 

dearth of supplies, and major delays associated with the transportation of samples to laboratories 

in the capital.  Providers explained that biopsy samples of suspected cases, as well as pap-smear 

samples, could not be sent to labs in Port-au-Prince because travel was hampered by the political 

crisis. Providers and administrators all noted that there was not one pathologist in the district. 

So, to summarize the challenges of cervical cancer screening: First, there is supposed to 
be a structure or a specialist [pathologist] where the specimen examination could be 
done, so patients could have their results. Secondly, even if we would have a facility for 
examination, stock replenishment of supplies such as spatula, fixative, etc. would be 
another problem. The third problem is directly the transportation issue. The fourth one, 
even if you’d find a way to send the specimen to a laboratory, there are delays in getting 
the results back. As I said before, from my experience, it takes 4-6 weeks for me to get the 
result of a test that I perform. During massive awareness campaigns, [...] I am telling you 
that it can take over 3-4 months to get the results back during those campaigns, which is 
a too huge delay, and which often causes vulnerability [...] depends on what stage. 
(Administrator, Ministry of Health) 

 

Administrators carefully explained that these structural problems resulted in women who had 

attended screening services in Gonaives either not receiving test results at all or receiving them 

when it was too late for any meaningful clinical intervention. Providers explained that this 

severely limited their capacity to treat pre-cancerous conditions on time. 

I am telling you that it can take over 3-4 months to get the results back during those 
[screening] campaigns, which is a too huge delay and which often causes vulnerability 
because in oncology, you don’t know how fast all the viral [infection] [become] 
cancerous-reportable diseases [inaudible]. It depends on what stage [inaudible]. 
(Administrator, Ministry of Health)  
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2.2. Limited access to treatment 

Providers explained that they also lacked materials to provide early treatment. According 

to one provider, many women who tested positive for pre-cancer cells had been placed on a 

waiting list because there are no more cryosurgical materials available to provide early treatment. 

These limitations with the testing system mean that the women who tested positive will likely 

develop cervical cancer even after doing screening, making the screening useless. 

There are many women who need cryosurgery. [Interruption] So, yes, I have people 
waiting for cryosurgery, but we are not doing it for as many people as we used to do it 
before because I do not have the cryoshaft.  (Provider, public facility) 
 

Both women and providers/administrators acknowledged this issue of lack of access to 

treatment. However, while providers and administrators considered lack of access to treatment to 

be a motivator for women to come earlier to the screening facilities, women themselves 

considered it demotivating --  and explained that they would prefer not knowing to the fearful 

prospect of receiving a diagnosis and knowing that nothing could be done. 

So, no matter what the price is and no matter where, we keep promoting cervical cancer 
screening pap-smear. No matter where, we always encourage women to do a pap-smear; 
which is interesting because in an LMIC country like here, where there are no referral 
centers for cervical cancer treatment—it is costly, people don’t have health insurances—
so, primary prevention is extremely important. (Provider, public facility) 
 
No. Listen, you may decide to do screening. And unfortunately for you, they find out that 
you have an advanced cervical cancer. It doesn’t even have treatment. Wouldn’t you die 
faster? If you had the choice to live four days in peace, not being bothered by anything, 
may you just live your four days in peace, you don’t have to know about anything that 
would bother you. (Woman, Age range: 33-40, higher SES neighborhood) 
 

2.3. Inconsistent of services 

Women reported irregularities in the services provided. Some women who were 

interviewed women mentioned that occasionally providers from outside come in town to do 

screening, but they would never come back. One woman also expressed a deep demotivation to 



38 
 

go for screening if she could not receive her screening results, after mentioning that her friends 

who were previously screened never got their results back. 

No, they never got their results. And anyway, this team never came back. My friends were 
waiting for their results, but they never heard from them.  
I: Okay. Just before we wrap up, you also mentioned that your friends never got their 
results. Would this be something that could affect your decision to go for screening? 
R: Yes, because if I perform a test, I have to know what the results are. (Woman, Age 
range: 25-32, lower SES neighborhood) 
 

Healthcare providers and administrators agreed that cervical cancer screening services should 

have a separate unit at facilities and should be a systematic service that is always available – 

much like family planning.  Providers and administrators also agreed that targeted awareness 

campaigns were needed to help women understand more about service availability. One provider 

mentioned that services needed to be reinforced and extended in terms of capacity, for the 

awareness campaigns to successfully drive uptake of cervical cancer clinic services:  

To me, if we want a real surveillance, since cervical cancer is such a big challenge, there 
should be a permanent surveillance where women who come would be offered the service 
[...] The services need to be restructured and reinforced. There should be a medical 
doctor assigned uniquely to that.  [...] Promotion has to be done; awareness activities. 
But if you are raising awareness, the service has to be available. [...] So, the best thing 
would be to have a pathologist. We may not have a pathologist in each facility, but at 
least, we should have one at the public hospital. [...] You understand? If we have a 
pathologist, the problem is almost resolved because we can at least plan about the 
numbers of samples to collect and be examined. 
I: So, would this imply that the use of the screening services is only linked with the 
quality of the service provided and its availability? 
R: Yes, with the availability.  
(Administrator, Ministry of Health) 
 

Although many of the other providers did not link awareness to service availability, they all 

agreed that the services need to be extended to reach the remote neighborhoods: 

The little structure that we have here in Gonaives, the capital city of the Artibonite 
district, is very little structure. What about other neighborhoods like Desdunes, 
Marchand-Dessalines, Petite-Rivière de L’Artibonite, Terre-Neuve [these are communal 
sections]. All these places should have systematic cervical cancer screening centers. And 
doctors and nurses would be trained, and the minimum of structure should be out in 
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place to have women from these countryside neighborhoods to benefit from screening. 
(Provider, public facility) 
 

2.4. Political atmosphere 

Interviews revealed that women’s physical access to screening facilities was hampered by 

the political crisis. Women reported postponing their visits to a screening facility because of the 

lock-down period. One woman who live near a screening facility expressed her fear to go 

anywhere, even to the screening facility that was close to her home:  

No, it’s not because I don’t think about getting screened. I came to know that screening 
was available at [X] clinic, which is close to where I live. The problem is that I am afraid 
of leaving my house because of the current political situation. [...] I don’t go because 
when there are these movements, I mostly stay home. This is why I haven’t been to [X 
clinic] to get my screening done, but I had the idea to go. (Woman, Age range: 33-40, 
higher SES neighborhood) 
 

The constraints imposed by the political crisis mean that providers are unable to send biopsy 

samples to the capital for examination. This appeared to reinforce the infrastructural problems 

mentioned by providers when sending the samples to the capital. 

So, my aunt came to see my last week and I diagnosed her with a carcinoma. 
Unfortunately, because of the current crisis, I wasn’t able to confirm the diagnosis with a 
biopsy. We have some biopsy samples that have been waiting for 1-2 months to be sent to 
Port-au-Prince for examination, but we cannot send them. That is why we couldn’t 
perform a biopsy for her, and I told her that I would call her to come back whenever it 
would be possible to perform the biopsy because with the current crisis, I wouldn’t be 
able to send any biopsy specimen to Port-au-Prince. (Provider, NGO facility)  
 

2.5. Lack of skilled provider’s on cervical cancer screening training 

Administrators and providers explained that more providers trained in cervical screening 

methods were sorely needed.  Some providers shared stories of patients who had misdiagnosed 

their patients—mistaking symptoms of cervical cancer for another disease.  They called for 

increased funds to train healthcare workers on proper identification and screening proceedures:  

Because of the discharge, women think they have vaginal infection. There are even some 
healthcare professionals who are treating them for vaginal infection, which does not 
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work. The problem exists, we talk about it. Then we need to include it in the budget of the 
Ministry of Health. Not only to put in place the facilities, but also to train the staff 
regarding cervical cancer, especially cervical cancer screening which is a public health 
issue. (Provider, private facility) 
 
R: Uh, I think that there is a service at [X] facility, and I’m not...Uuuh... [sigh] I 
don’t know enough about the other services in Gonaives itself. Most of those are in 
private, I mean, in doctors ‘offices, but one has to remember that it is quite expensive to 
set up a clinic of this type to begin with. So, a lot of doctors can’t afford to put it in their 
office. And they are not trained to do the procedure. 
I: Got you. To do what procedure? The screen-and-treat or other procedures?  
R: Well, the see-and-treat; and mostly “the see”, meaning the use of the colposcope; 
what do the abnormal lesions look like and what do they mean in terms of whether they 
are cancer or precancerous. (Administrator, NGO facility) 
 

One woman echoed this sentiment, noting the importance of having competent, trained staff to 

safely carry out the procedure: 

Yes. The person who is doing the screening has to be competent. The person has to know 
what s/he is doing because while inserting this device inside you, an unskilled provider 
can cause you any damage. (Woman, Age range: 25-32, lower SES neighborhood) 
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3. Facilitators that are currently encouraging women to pursue screening 

3.1. Relationships as motivators for screening 

Our study found that partners and peers provided crucial emotional support for women and could 

be considered as influencers of women’s decision to go for screening. Although for some 

women, feedback received from peers created a fear of the exam, for one woman, feedback 

received from peers who have done screening gave her a positive view of screening. One woman 

mentioned that she would need someone who has done the test to encourage her to do it: 

It seems that someone needs to encourage me, even take my hands, tell me that it is 
important for me and tell me to go and do it.  
I: So, why don’t you ask your aunt who has already done the test to accompany 
you? 
R: I didn’t talk to her about it.  
I: So, you would like someone who has done the test to encourage you to go and do 
the test. 
R: Yes. 
I: And how would this be helpful? 
R: Well, I will do it. I will do the test. (Woman, Age range: 25-32, lower SES 
neighborhood)  
 

Most of the women also reported that their partner would be supportive of them doing screening, 

although few of them mentioned that their decision to go for screening was more personal and 

does not depend on their partner.  

For my partner, he usually makes jokes saying that nobody is allowed to see the intimate 
organs of my girlfriend. But he is usually joking. When it is about diseases, he also 
encourages me to go and see a doctor. (Woman, Age range: 25-32, lower SES 
neighborhood)  
 

One woman reported that her husband should be accompany her to the screening facility because 

it was not normal to do such a procedure without her partner being there: 

I told you. In my mind, it is only when I am giving birth that I should open my legs to 
someone. It is not normal. If I am not sick, I would not go and open my legs to someone. 
My husband should be there, come on. (Woman, Age range: 33-40, higher SES 
neighborhood)  
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3.2. Medical referrals 

Medical referrals from healthcare professionals appeared to be another positive support 

for women. Healthcare providers at a screening facility mentioned that, most of the times, 

women who come for screening are referred by a provider: 

Well, the patients come to our clinic mostly by Word of Mouth; [...] Now, we do have also 
a good number of patients that are referred into the Gonaives clinic by physicians or by 
other clinics. So, we also act as a referral center. (Administrator, NGO facility)  
 

Some administrators also echoed this idea and suggested to make screening services required; for 

all the woman to use the services.  

I think that this is a program that really should be a part of the Ministry of Health 
program, and not an [X] clinic. [...] Well, the patients come to our clinic mostly by Word 
of Mouth; whether by one woman talking to another woman or one woman in the 
neighborhood telling the other woman that they need to get in, to have their examination. 
Now, we do have also a good number of patients that are referred into [our] clinic by 
physicians or by other clinics. (Administrator, NGO facility) 

3.3. Provider’s gender matters 

Some women indicated that the provider’s gender was an important factor in their choice 

about whether to undergo cervical cancer screening.  While some women explained that they 

preferred female providers because they felt more comfortable with them, other women 

explained that a female provider was a requirement for seeking services.  Providers views 

supported this idea:  

R: I also would be more comfortable if it is a female provider. 
I: Why would you have preferences for a female provider over a male? 
R: Because I believe the female provider would understand me better.  
I: Can you elaborate? 
R: I mean, she will take her time when she is inserting the device in my vagina, she 
won’t abruptly insert it. A female provider would be more cautious compared to a male 
provider. (Woman, Age range: 25-32, lower SES neighborhood) 
 
Well, you know human motivation is not always easy. Especially for women, they are 
always complicating this; you know it is about examining the vagina, and so on. Some 
women think that a female provider should do this [the exam] to them; some others have 
no problem with that. So, it all makes it complicated. (Provider, private facility) 
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DISCUSSION 

This study identifies several barriers and facilitators to screening for cervical cancer. The 

main factors associated with women’s past screening status were lower levels of education and 

the peer’s feedback. Women with lower secondary education were less likely to have been 

screened. Women were less likely to have been screened if they thought peer’s feedback would 

play a role in their decision to go for screening. A gap in level of information and awareness, 

fear, women waiting for health conditions to be critical to seek care, and privacy concerns 

emerged as barriers to cervical cancer screening. Some distal barriers related to the lack of 

human resources and supplies, the limited access to treatment, the inconsistent of services, the 

political atmosphere and the lack of skilled provider’s also emerged. The main factors that 

emerged as enablers of women’s decisions to go for screening were women’s relationships, 

medical referrals, and the provider’s gender.  

We found that women with upper secondary education were more likely to have been 

screened. Other studies have also found an association between screening uptake and level of 

education. In a systematic review among different populations, having a higher level of 

education has been positively associated with adherence to cervical cancer screening.48 We also 

found a gap in knowledge and awareness as a major barrier in our study. The majority of women 

who were not screened were not informed about the existence of a cervical cancer screening test 

(51%) or about the existence of the screening services available in town (64%). A fair percentage 

of all women who knew about cervical cancer (~30%) didn’t know the causes of the disease 

either. A study conducted among University female in Ghana found some misconceptions about 

the risk factors of cervical cancer.49 The study concluded that specific knowledge on the risk 

factors of cervical cancer is essential to cervical cancer prevention. This supports the idea that 
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emerged from the qualitative interviews, that women were not getting specific information about 

cervical cancer, although they may be aware of it. That is why awareness campaigns should 

focus more on not just motivating women to come for screening, but on providing them with 

specific information about the procedures, the areas where screening is available, and about who 

should get screened and when.  

A gap between level of information and awareness emerged in our study as a barrier to cervical 

cancer screening. The interrelation between awareness and specific knowledge has been reported 

in many studies. In a systematic review of fourteen studies about the barriers and facilitators to 

cervical cancer screening among women in Uganda, two studies that assessed the relationship 

between knowledge and intention to screen reported a significant association between adequate 

knowledge of at least one screening procedure and women’s intention to screen.50 Seven other 

qualitative studies similarly reported the lack of awareness of cervical cancer screening and the 

poor knowledge of cervical cancer as barriers to screening.50 In a recent study among Haitian 

women, public awareness about cervical cancer as a disease and its causes has been found as the 

main determinant of the likelihood to screen.44  In addition to the relationship between awareness 

and knowledge, we also found, in our study, that the terminology used played an important role 

in women’s understanding of the message received. We found a mismatch between knowledge 

of screening and testing. Some women reported not knowing about cervical cancer “testing” but 

indicated that they had been “screened.” During the qualitative interviews, women were more 

familiar with the term “testing” than “screening”. Thus, language and terminology used in 

awareness campaigns may also pose a barrier, as many women may not be familiar with the 

concept of “screening.” 
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Awareness or level of education alone do not guarantee screening uptake considering that 

the majority of the women who were not screened in our study had at least heard of cervical 

cancer. We assessed how feedback from peers who had been screened could possibly play a role 

in women’s decision to go for screening. Other studies have revealed that peer support and good 

testimonies from peers have positively impacted cervical cancer screening uptake.51,52 One 

would think that feedback received from peers would positively affect women’s motivation for 

screening, but our study interviews indicated that women who get feedback from peers about the 

screening procedure were less likely to have been screened because they are afraid of having 

pain. This contrasting finding is justified by the fact that women are not getting only positive 

feedback from peers but are also getting negative feedback about their experiences with the 

procedure. Feedback from peers may be one reason why women are afraid of being screened. A 

randomized trial in Filipino where screening was encouraged through peers also showed that 

some women did not get screened despite high screening levels in their environment.53 Thus, 

feedback from peers (whether real or anticipated) may be a barrier to cervical cancer screening.  

 Other important factors from the qualitative interview are related to limited infrastructure. 

As reported by healthcare professionals and administrators, because of scarce resources, 

screening services were disrupted, and women were not given their results or did not have access 

to treatment if they tested positive. In our study, the hypothetical situation of “not being given 

their results” was positively associated with having been screened and access to treatment was 

not found being associated with past screening status. This maybe because women who have 

been screened understood the importance of knowing their results which could explain why this 

factor is more important to them than to women who have not been screened. In fact, these 

findings differed from the qualitative findings where these questions were asked only to 
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unscreened women in a more conversational manner. Women reported not being motivated to go 

for screening if they would not have access to their exam results or to treatment if ever, they are 

tested positive for the disease. Providers and administrators echoed women’s ideas, and 

identified several infrastructural challenges (political situation, lack of supplies, absence of 

pathologist) that could be the root causes of these barriers faced by women. Another a study 

about cervical cancer screening in developing countries shows that one of the significant barriers 

to cervical cancer screening uptake was the fact that screening results were not communicated to 

women because of the delays in examining the screening samples.54 

Some of the factors found in our study that could facilitate women to undergo screening 

are women’s relationships, the gender of the providers (preferably women) and medical referrals. 

The majority of the women who have heard about the screening services and had screened 

received the information from a healthcare professional. These findings align with a previous 

study in Taiwan that found a positive association between female providers and Pap tests 

utilization.23 Other studies also identified female providers, the recommendation of screening by 

healthcare providers, and family planning provider’s referrals as facilitators of screening.55,56 It 

was also found in some studies that women’s partners play a role in supporting them to go for 

screening, although they may be barriers sometimes.57,58  

This study underscores the need for cervical cancer prevention efforts to be 

comprehensive and adaptive to the community. Awareness campaigns should be more specific 

and focus on providing women with information about the screening procedures themselves, and 

about the eligibility criteria for screening. Awareness campaigns should also target women’s 

partners since they are identified as facilitator of women’s decision to seek screening. Healthcare 

professionals who are providing screening services should focus on a strategy that facilitates 
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shared decision-making by initiating a conversation with patients about any discomfort they may 

have, about the unicity of every woman’s experience with screening, and about the need to 

motivate their community to seek screening. There is also a strong need to integrate cervical 

cancer screening in a regional or national plan like the current contraception programs for 

women to have constant access to the services. To address the issues related to lack of resources, 

the ideal screening approach would be to promote a screen-and-treat approach, and train female 

providers to provide this type of screening since women have a preference for female caregivers 

when it is about cervical cancer screening. Cervical cancer screening programs should also 

collaborate with each other for better management of resources. In Gonaives, there is one facility 

where early treatment for precancerous conditions is provided. In facilities where only screening 

is provided, women who have precancerous conditions do not have to wait to receive care, they 

can be guided to the facility where they get the proper care. For this purpose, a strong referral 

system between programs need to be put in a place. 

Strengths and limitations 

This study is among the few studies in the community in Haiti that has assessed the 

barriers and facilitators to cervical cancer screening uptake. The study is cross-sectional; 

therefore, we cannot determine the temporal relationship between previous screening status and 

associated factors that would impact the decision to go for screening. As a result, this study’s 

findings explore what factors would be associated with going for screening for women who had 

previously been screened versus what factors would be associated with decision to go for 

screening among women who had not been screened. 

The sample size was small due to the political crisis occurring during data collection and the 

small sample of women who reported previous screening. As a result, the descriptive and 
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regression analyses should be interpreted with caution. For the interviews, many prospective 

participants could not be reached because they fled the urban areas to avoid the protests left the 

urban areas to go back to their originated rural areas because of violent protests. This meant that 

we were able to interview only a fraction of participants eligible to be interviewed. However, the 

size of the sample did not affect the representativity of this study. Our sample included 

participants with the characteristics of our target population, and data were reviewed throughout 

the data collection process for quality purposes.    

Another limitation is in the terminology used when the surveys were administered. The 

proportion of women reporting knowledge of screening services for cervical cancer may be 

underreported because many women may not know that screening and testing are the same thing. 

Some women who have used screening services had never heard about cervical cancer or 

cervical cancer testing. This misclassification may result in an underestimate of the proportion of 

women who had been screened. 

Some concerns may also be raised about the hypothetical questions that aimed to assess how 

some factors could affect women’s decision to go for screening. The data were self-reported, and 

we understand that women’s answers could change from one day to another, depending on their 

daily life constraints and possible life incidents along the way. Thus, this study cannot determine 

how well the hypothetical questions would accurately measure women’s likelihood to go for 

screening.  

The scope for generalization of findings of this study is limited to women residing in urban 

Gonaives.  All participants included in the study are residents chosen across Gonaives, although 

they may not be from there.  
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CONCLUSION 

Our findings suggest that cervical cancer efforts in Gonaives, Haiti, should not only focus 

on raising awareness, but also on improving the quality and the specificity of the information 

provided, as well as improving the screening services for women to have access to their test 

results and to the available treatments if ever they are tested positive. The study also suggests 

that more trained providers are needed to provide adequate screening. 
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APPENDICES 
 
Appendix 1: Survey data collection form 
 

Understanding the barriers and facilitators to Cervical Cancer screening among women in Gonaives, 

Haiti: an explanatory sequential mixed method study 

Introduction: Cervical cancer is caused by a virus. When a woman is newly infected with this virus, it can 

take from 10 to 20 years for her to develop cervical cancer. If the woman gets early detection, some 

interventions may prevent her from developing the disease. Since screening services are available in the 

city, I would like to ask you a few questions about cervical cancer screening and about you. 

The data collector will place a cross in the box in front of the answer given by the participant or write the 

answer in the space provided if the answer option provided by the participant is not available)  

Indicate if the participant agrees to be contacted for an interview session after this survey:  Yes  

No 

If yes, please write contact information: ________________________________________ 

Module 1: Background characteristics 

Instructions: The following questions are designed to have some general characteristics about you, about 

your family history and your health seeking behaviour. Please complete the questions by placing a cross  

 in the box that corresponds more to your answer. CHOOSE ONLY ONE (1) ANSWER (except when it 

is mentioned otherwise). Boxes are placed before the answers. 

1.1.  Which of the following best correspond to your age range? 25-32   33-40   41-48       49-

56   57-64   65 and over  

1.2.  In what area do you live? Bigot, Parc-vincent   Jubilé, Raboteau   Centre-ville   Ka Soleil     

Bienac, Gattereau    Other________________________________ 

 

Name of data collector 

______________________________________ 

Date of collection 

 

(DD/MM/YYYY) 
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1.3. Which of the following best describe your marital status? Single  Married  Separated   

Divorced  Widow  Domestic partnership  Seeing someone, not cohabitating 

1.4. What is the highest level of school you have completed? (if you are currently enrolled in a program 
or were enrolled but dropped, consider this degree as the highest completed.) Never been to school  

Adult school  Primary school  Secondary school  Undergraduate  Vocational school  

Graduate school  Doctoral or higher 

1.5.  Do you have any family member who have been diagnosed with cervical cancer? Yes  No  

Not sure (in case the symptoms are similar to cervical cancer but never been diagnosed) 

1.6.  Do you have any family member who died from having vaginal bleeding or heavy vaginal 
discharge? Yes  No  Not sure (in case the symptoms are similar to cervical cancer but never 

been diagnosed) 

1.7.  Have you ever had your cervix removed in the past? (to be explained by interviewer)  Yes    

No    I don’t know 

1.8.  When you have a health concern, who do you usually seek care from: (choose all that apply) 
Home remedies   Traditional healers  Voodoo priests  Healthcare professionals (nurses, 

doctors, etc.)   Paraprofessionals  I wait for when it is really bad to seek care  Peer’s advises  

 

Module 2: Knowledge of women about cervical cancer screening and service availability 

Instructions: The following questions are designed to assess how much you know about cervical cancer 

prevention. Please complete the questions by placing a cross   in the box placed before the answer you 

want to select. Choose only ONE (1) answer. Please ask questions for any clarification. 

2.1.  Have you ever heard about cervical cancer? Yes  No (If no, go to question 2.5) 

2.2.  Do you think cervical is a natural disease? Yes  No  Both  

2.3.  Do you think cervical cancer can be prevented? Yes  No  I don’t know  

 

 

2.4.  What do you think can cause cervical cancer? (choose all that apply)  Family history    Vaginal 

infection  HPV virus  Abortion  Trauma  Poor hygiene  Malnutrition  Unsafe water  

Early intercourse  Birth control  Having many partners  Abortion  Repeated or untreated 

vaginal infection  Supernatural reasons  Fate and bad luck  I don’t know  Other 

 

 

2.5. Have you ever heard cervical cancer testing? Yes  No (If no, go to question 2.6) 
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2.6.  Which of the following have you ever heard of? (choose all that apply)  Pap-test  Colposcopy  

Visual inspection with acetic acid (VIA)  HPV test  None of them 

 

 

2.7.  Have you ever heard about the existence of places in town where you can get tested for cervical 
cancer?   Yes   No (If no, thank the participant and stop the survey) 

2.8.  If your answer to the previous question is yes, how did you hear about the services? (choose all 
that apply)  

Medical professional Peer or family members Advertisements (radio, poster, etc.)     Social 

media  Church  Randomly, during a routine visit at a facility  I came randomly and asked 

question because I was seeking care  I did not know  Other 

 

 

2.9. Considering your answer for the previous question, do you think it is important to test for cervical 
cancer even if you are not sick? Yes  No  It depends 

 

 

Module 3: Screening experience 

Instructions: The following questions are designed to estimate how much you use or have used cervical 

cancer screening services in the past. Place a cross   in the box that corresponds to your answer. 

CHOOSE ONLY ONE (1) ANSWER, EXCEPT WHEN IT IS MENTIONED TO DO OTHERWISE. Boxes 

are placed before the answers. 

3.1. Have you ever performed any cervical cancer screening in the past? Yes  No (If no, go to 

question 4) 

3.2.  If yes, can you specify what type of screening you experienced? (Choose all that apply) Pap-

smear  Visual inspection with acetic acid  Colposcopy/see and treat  HPV test I performed 

a test, but don’t know its name 

 

 

3.3. In what type of clinics would you rather prefer to take screening services? Private clinics in 

town  The public hospital  NGO clinic in town  Missionary mobile clinics  Local mobile 

clinics  Outside of town  Outside of the country 
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3.4.  If you have experienced screening, in what type of clinics have you done it? (Choose all that apply)  
Private clinics in town  The public hospital  NGO clinic in town  Missionary mobile clinics  

Local mobile clinics  Outside of town  Outside of the country 

3.5.  Which interval better correspond to your screening frequency? Less than 6 months  Every 6 

months  Every year  Every 2-3 years  Every 3-4 years  Every 4-5 years  More than 5 

years  Whenever I am sick  , No routine whenever I remember  I have never experienced 

screening 

  

 

3.6. What is your gender preference regarding the provider who is performing the procedure?  
Male  Female  I have no preference 

Module 4: Other possible factors that can affect “see and treat” service uptake  

Instructions: The following questions are designed to identify possible reasons that could motivate you to 

go or not go to the colposcopy clinic in town. Place a cross   in the box that corresponds to your answer. 

CHOOSE ONLY ONE (1) ANSWER. 

4.1.  Would transportation be a challenge for you to go for screening? Yes  No 

4.2.  Would work/households’ commitments/daily activity be a challenge for you to have time to go 
for screening? Yes  No 

4.3.  Would a 150-350g fee be an issue for you to pay for screening? Yes  No  

4.4.  Would you be available to go for screening during the facility’s operational hours? Yes  No  

4.5.  Do you think you are/would be afraid to do the exam? Yes  No 

4.6.  To go for screening, would you need your partner’s approval? Yes  No 

4.7.  To go for screening, would you need your religious leader’s confirmation that it is not a sin 
(priest, pastor, etc.)? Yes  No 

4.8.  Would your decision to go for screening depend on feedback from people you know who have 
already done the test? Yes  No 

4.9.  If you know someone who died from cervical cancer, would this definitely convince you to 
perform the test? Yes  No 

4.10. Do you think you should do the test only if on medical recommendation? Yes  No 

4.11. Would you be interested in doing the test even if you would not get your test results? Yes  

No 
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4.12. To do the test, would you need to be sure that you would get access to treatment if ever they 

diagnosed you with a condition? Yes  No 

4.13. Would you prefer to do not do the exam to do not know anything instead of doing it and being 

eventually diagnosed with a condition? Yes  No 

Thank you for your contribution 

Please provide the best way to contact you if you previously signed the “consent to contact” section of the 
consent forms: 
______________________________________________________________________________  
 
Appendix 2: Interview guide with women 
 

This interview guide aims to draw an understanding of the factors that contribute to low uptake of cervical 

cancer screening among women in Gonaives, Haiti and identify possible interventions that could address 

this issue. We thank you for your time and your willingness to take part in this survey. Your help is highly 

appreciated. Please feel free to share any experience or relevant information and to ask for clarification 

anytime. 

1. Can you tell me more about how long you have resided here in Gonaives? 

2. Have you ever heard about cervical cancer? Tell me what you know about it. 

Can you tell me how you learned this information? 

3. What do you know about cervical cancer screening?  

Do you think that cervical cancer screening is important? Why or why not? 

4. Have you ever heard of cervical cancer screening?   

If yes, where did you find about it?  What do you know about it?  Where are those services 

provided? 

5. Tell me what is cervical cancer screening good for? 

Do you believe that cervical cancer screening can help prevent cancer of the cervix? Please 

elaborate how you think it can help preventing it. 

 

Now, I would like to ask you a few questions about your perceptions of cervical cancer screening. 

6. What could be the reasons why you have not been screened?  

Any other reasons? Elicit complete list of reasons. Can you tell me more about each of them? How 

could that be addressed? 

7. Have your providers ever talked to you about cervical cancer screening? 
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If yes, could you please lead me through the context of this conversation? 

8. From what you have heard, what do they actually do during a cervical cancer screening exam? 

How would you feel having that done to you?  

9. Can you tell me more about your daily occupation and how much time it would allow you to go for 

screening? 

10. Have you ever talked to your providers about cervical cancer screening?   

How comfortable are you telling your providers about your screening concerns? Please provide 

further details. How do you think that will affect your decision to come back for screening? Please 

explain 

11. How are cervical cancer screening/vaginal exams viewed by your religion?  

What is your personal view about that? 

12.  How are cervical cancer screening/vaginal exams viewed by your community (including husbands 

and partners if applicable)?  

How do you know that? Can you give me an example? 

13. What would help you go to a cervical cancer screening facility? 

14. Is there anything else that affects your decision to go for screening you would like to share with 

me? 

 

Thank you for your time. Please reach out to me through this number …. if you have any concern about 

this interview session. 

 
Appendix 3: Interview guide with healthcare providers and administrators 
 

This interview guide aims to draw an understanding of the factors that contribute to low uptake of 

cervical cancer screening among women in Gonaives, Haiti and identify possible interventions 

that could address this issue. We thank you for your time and your willingness to take part in this 

survey. Your help is highly appreciated. Please feel free to share any experience or relevant 

information and to ask for clarification anytime. 

1. Can you tell me about your current position?   

2.  How urgent do you think it is to address cervical cancer as a public health issue among 

others? 

Please provide details to support your ideas. 

3. What do you know about the cervical cancer screening services provided in Gonaives? 
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How many clinics are providing these services? What do you know about the services 

provided? 

Please share with us any information or idea you might have. 

4. What do you think are the benefits of doing a specific screening procedure compared to 

another one? 

What do you think the differences are? Can you tell me more about the benefits? Why or 

why not should someone choose one over another? 

5. Have you ever referred anyone to a screening facility?  

6. If no, why not? If yes, can you tell me about the last referral you made? Why did you decide 

to refer? Walk me through how the referral happened with that patient. 

7. What do you think about the management/functionality the facilities that provide 

screening? 

8. Do you think the screening programs are well managed in these specific facilities? Please 

explain. Do you think the screening services need to be extended? Do you think the services 

should be provided by medical doctors? Please provide any thought that you might have. 

Please specify the facility you are talking about when providing your answer. 

9. Have you ever undergone screening yourself? (if female) 

If no, why not? If yes, can you tell me more about your experience? Would this experience 

motivate you more or less to refer someone to the service? Please provide details. 

10. What do you think about the services provided at the screening facilities that you know? 

Do you think the services need some improvement? How? 

11. From your view, are women using the screening services enough?  

Why or why not would you think so? If not, what do you think could be done to increase 

the uptake? Please list some challenges (if any) you think women are facing regarding 

cervical cancer screening uptake based on your experience or observations. 

12. How would you describe the district office representative (DSA) of the Ministry of 

Health’s view on cervical cancer screening? 

Would you be confident to say that cervical cancer is among their priorities? Please provide 

details to explain your point. What do you know about the efforts made? What do you 

know about the current plan of the DSA to target cervical cancer? 
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13. What do you think are the biggest challenges for the DSA to address cervical cancer 

screening? 

14. What are the targeted goals of the DSA regarding cervical cancer? (for participants from 

DSA only) 

What interventions are planned? Is there a team working on it right now? Please provide 

any detail. 

15. As we are ending this session, please help us complete this checklist about general 

information: 

How long have you been involved in cancer screening: 0-1year□      1-3year□        3-

5years□     More than 5 years□ 

What facility have you been working with? (choose all that apply): □ Public facility □ NGO 

facility □Private facility □District MOH office □Other (please 

specify)_________________________________ 

 

Thank you for your time. Please reach out to us through this number (_) if you have any concern 

about this interview session. 

______________________________________________________________________________  

 


