
UWL REPOSITORY

repository.uwl.ac.uk

Bridging the gap: exploring healthcare professionals' perceptions and barriers

towards cervical cancer screening services uptake amongst women in rural

communities

Amadi, Azubuike, Lawal, Muili ORCID logoORCID: https://orcid.org/0000-0002-1502-3884, Khan, 

Hafiz T.A. ORCID logoORCID: https://orcid.org/0000-0002-1817-3730 and Japhet, Sharry (2026) 

Bridging the gap: exploring healthcare professionals' perceptions and barriers towards cervical 

cancer screening services uptake amongst women in rural communities. Journal of the Egyptian 

National Cancer Institute (JENCI), 38. 

https://doi.org/10.1186/s43046-026-00346-x

This is the Published Version of the final output.

UWL repository link: https://repository.uwl.ac.uk/id/eprint/14843/

Alternative formats: If you require this document in an alternative format, please contact: 

open.research@uwl.ac.uk 

Copyright: Creative Commons: Attribution 4.0

Copyright and moral rights for the publications made accessible in the public portal are 

retained by the authors and/or other copyright owners and it is a condition of accessing 

publications that users recognise and abide by the legal requirements associated with these 

rights. 

Take down policy: If you believe that this document breaches copyright, please contact us at

open.research@uwl.ac.uk providing details, and we will remove access to the work 

immediately and investigate your claim.

Rights Retention Statement:

mailto:open.research@uwl.ac.uk
mailto:open.research@uwl.ac.uk


R E S E A R C H Open Access

Journal of the Egyptian
National Cancer Institute

© Crown 2026. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the 
article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to 
obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​v​e​c​​o​m​m​​o​n​s​.​​o​r​​g​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/.

Amadi et al. Journal of the Egyptian National Cancer Institute           (2026) 38:10 
https://doi.org/10.1186/s43046-026-00346-x

*Correspondence:
Azubuike Amadi
iykedaisy@yahoo.com

Full list of author information is available at the end of the article

Abstract
Background  Cervical cancer remains a significant public health concern, particularly in rural communities where 
access to screening and diagnostic services is limited. Despite being preventable through HPV vaccination and early 
detection via screening, cervical cancer continues to pose substantial health challenges in resource-limited settings. 
Colposcopy, a crucial diagnostic procedure for women with abnormal screening results, faces various implementation 
challenges in rural healthcare settings.

Objective  This study explores healthcare professionals' perceptions, experiences, and identified barriers affecting 
cervical cancer screening services uptake among women in rural communities, with particular focus on colposcopy 
service delivery challenges and potential improvement strategies.

Methods  Two qualitative focus group discussions were conducted with healthcare professionals (n = 18 total; FGD1: 
n = 9, FGD2: n = 9) involved in cervical cancer screening services in rural areas. Participants included obstetrician-
gynaecologists, general practitioners, and healthcare providers with experience in colposcopy services. Data were 
analysed using thematic analysis to identify key themes and patterns.

Results  Healthcare professionals identified multiple interconnected barriers affecting cervical cancer screening 
services uptake, including: (1) limited awareness and cultural beliefs among rural women, (2) infrastructural 
challenges including equipment shortages and power supply issues, (3) workforce limitations and inadequate 
training, (4) accessibility and transportation barriers, and (5) security concerns in rural areas. Despite these challenges, 
professionals acknowledged the critical importance of colposcopy in early cervical cancer detection and prevention.

Conclusions  Based on healthcare professionals' experiences in this study of three local government areas in 
Rivers State, successful implementation of cervical cancer screening services in rural communities requires a multi-
faceted approach addressing infrastructure development, continuous professional training, community education 
programmes, and policy support. Healthcare professionals emphasise the need for sustained commitment from 
government and non-governmental organisations to bridge existing gaps in cervical cancer prevention services.
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Introduction
Cervical cancer represents one of the most preventable 
forms of cancer, yet it continues to pose a significant 
threat to women's health globally, particularly in low 
and middle-income countries [8]. The disease's prevent-
able nature stems from its well-understood natural his-
tory, with identifiable precancerous lesions that can be 
detected and treated before progression to invasive can-
cer [52]. Colposcopy, as a specialised diagnostic proce-
dure, plays a pivotal role in the evaluation of abnormal 
cervical cytology and the early detection of cervical 
intraepithelial neoplasia (CIN) and invasive cervical can-
cer [57].

Human papillomavirus (HPV) infection is the primary 
etiological factor for cervical cancer, with persistent 
high-risk HPV types responsible for virtually all cases 
of cervical cancer [18, 56]. HPV vaccination represents 
the cornerstone of primary prevention, while screening 
serves as secondary prevention for detecting and treat-
ing precancerous lesions before they progress to inva-
sive cancer [52]. The integration of both vaccination and 
screening is essential for comprehensive cervical cancer 
prevention [59].

In Nigeria, cervical cancer ranks as the second most 
common cancer among women, with an estimated age-
standardised incidence rate of 23.7 per 100,000 women 
[25, 3]. The burden is disproportionately higher in rural 
communities, where access to preventive healthcare ser-
vices, including cervical cancer screening, remains sig-
nificantly limited [9, 21]. This disparity is particularly 
concerning given that rural women often present with 
advanced-stage disease, resulting in poorer outcomes 
and higher mortality rates [19].

Nigeria's healthcare system is structured across three 
tiers: primary, secondary, and tertiary levels. However, 
the distribution of healthcare professionals, particularly 
specialists, is heavily skewed towards urban areas. Rural 
communities experience severe shortages of trained 
healthcare providers, with most obstetrician-gynaecolo-
gists concentrated in urban tertiary hospitals [2, 3]. This 
geographic maldistribution creates significant barriers 
to accessing specialised services like colposcopy in rural 
settings.

HPV vaccination in Nigeria has made recent prog-
ress despite implementation challenges. Nigeria offi-
cially introduced the single-dose HPV vaccine into the 
National Programme on Immunisation (NPI) in October 
2023, targeting girls aged 9–14  years [42, 60, 23]. Prior 
to national introduction, pilot vaccination programmes 
were conducted in several states to assess feasibility and 
acceptability [43]. However, nationwide coverage remains 

limited due to cost, supply chain challenges, logistical 
barriers in reaching all eligible girls, and low awareness 
among both healthcare providers and the general popula-
tion [7].

Nigeria does not currently have a fully organized, pop-
ulation-based national cervical cancer screening program 
[20]. Screening services are largely opportunistic and 
facility-based, concentrated primarily in tertiary hospi-
tals in urban areas. There is no systematic recall or fol-
low-up system, and many women never receive screening 
throughout their lifetime [32]. Unlike some organised 
breast cancer screening initiatives in select states, cer-
vical cancer screening lacks coordinated national-level 
implementation, contributing to late-stage presentation 
and poor outcomes [31].

The implementation of effective cervical cancer 
screening programmes in rural settings faces numerous 
challenges, ranging from inadequate healthcare infra-
structure to cultural barriers and limited healthcare 
workforce [61, 58]. Understanding healthcare profession-
als' perspectives on these challenges is crucial for devel-
oping targeted interventions that can improve screening 
uptake and ultimately reduce cervical cancer morbidity 
and mortality in underserved populations.

Colposcopy, introduced by Hans Hinselmann in 1925, 
has evolved to become an essential component of cervi-
cal cancer prevention programmes worldwide [54]. The 
procedure allows for magnified visualisation of the cer-
vix, enabling healthcare providers to identify abnormal 
areas that may not be visible to the naked eye and to 
guide targeted biopsies when necessary [38]. However, 
the successful implementation of colposcopy services 
requires adequate training, appropriate equipment, and 
supportive healthcare infrastructure, resources that are 
often limited in rural healthcare settings.

This study aims to explore healthcare professionals' 
perceptions, experiences, and identified barriers affecting 
cervical cancer screening services uptake among women 
in rural communities focusing on colposcopy, with the 
goal of informing evidence-based strategies for improv-
ing cervical cancer prevention services in underserved 
areas.

Literature review
Cervical cancer screening in resource-limited settings
Cervical cancer screening programmes have demon-
strated remarkable success in reducing disease incidence 
and mortality in high-income countries [49]. However, 
implementing similar programmes in resource-limited 
settings presents unique challenges that require adapted 
approaches and innovative solutions [51]. The World 
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Health Organisation (WHO) has emphasised the impor-
tance of context-specific screening strategies that con-
sider local resources, infrastructure, and cultural factors 
[59].

In sub-Saharan Africa, where cervical cancer rates 
remain among the highest globally, screening coverage 
is often inadequate, with many women never receiving 
screening services throughout their lifetime [14]. Rural 
communities face additional challenges, including geo-
graphic isolation, limited transportation options, and 
reduced availability of skilled healthcare providers [45].

Role of colposcopy in cervical cancer prevention
Colposcopy serves as a crucial bridge between primary 
screening (cytology or HPV testing) and definitive treat-
ment of precancerous lesions [5]. The procedure's diag-
nostic accuracy depends heavily on the colposcopist's 
experience and training, emphasising the importance of 
standardised training programmes and continuous pro-
fessional development [12].

Emerging developments in colposcopy technology, 
including digital imaging and artificial intelligence-
assisted interpretation, show promise for future appli-
cations. However, as of 2026, these technologies remain 
largely in research and development phases without ade-
quate validation for routine clinical practice in resource-
limited settings [29, 62]. Current implementation efforts 
should focus on ensuring access to standard, well-vali-
dated colposcopy equipment rather than unproven tech-
nological solutions.

Barriers to cervical cancer screening in rural communities
Previous research has identified multiple barriers to 
cervical cancer screening in rural communities, includ-
ing patient-level factors (knowledge, attitudes, cultural 
beliefs), healthcare system factors (access, availability, 
quality), and structural factors (transportation, costs, 
geographic distance) [4, 30]. Healthcare provider per-
spectives on these barriers are essential for developing 
comprehensive interventions that address system-level 
challenges.

Cultural and religious beliefs significantly influence 
women's decisions regarding gynaecological examina-
tions and screening procedures [1]. Understanding and 
addressing these cultural factors requires culturally sensi-
tive approaches that involve community leaders and tra-
ditional healers in health education initiatives [46].

Methodology
Study design
This qualitative study employed a focus group discussion 
approach to explore healthcare professionals' perceptions 
and experiences regarding colposcopy screening services 
in rural communities. The qualitative methodology was 

chosen to enable in-depth exploration of complex issues 
and to capture the nuanced perspectives of healthcare 
providers working in challenging environments.

Participants and recruitment
Recruitment strategy and data saturation
Healthcare professionals were recruited through pur-
posive sampling from rural healthcare facilities across 
three local government areas in Rivers State, Nigeria 
[26]. The recruitment approach involved initial contact 
with facility administrators and department heads who 
identified eligible participants based on the inclusion cri-
teria. Healthcare facilities approached included primary 
healthcare centres, general hospitals, and rural outreach 
centres providing women's health services [48].

Inclusion criteria required participants to have: (1) 
been trained and at least one year of experience provid-
ing healthcare services in rural communities, (2) direct 
involvement in cervical cancer screening programmes, 
and (3) current employment in a rural healthcare facility. 
Exclusion criteria included healthcare providers working 
exclusively in urban centres or those without direct expe-
rience in women's reproductive health services [17].

Two focus group discussions were conducted with a 
total of eighteen healthcare professionals (n = 18 total; 
FGD1: n = 9, FGD2: n = 9), including obstetrician-gynae-
cologists (n = 4), general practitioners (n = 9), nurse prac-
titioners (n = 3), and healthcare coordinators (n = 2) with 
varying levels of experience in cervical cancer screening 
and colposcopy services. Data saturation was assessed 
across both focus group discussions. The first focus 
group (n = 9) generated rich initial themes, while the 
second focus group (n = 9) was conducted to verify and 
expand upon these findings. By the conclusion of the 
second discussion, no new substantive themes emerged, 
and existing themes were well-saturated with diverse per-
spectives from participants representing different profes-
sional backgrounds and geographic locations within the 
three local government areas. This approach aligns with 
recommendations for achieving thematic saturation in 
qualitative health research [26, 27]. The two groups pro-
vided sufficient representation across expertise levels 
(specialist to general practitioners), facility types (pri-
mary to secondary care), and geographic coverage to jus-
tify data saturation [58].

Data collection and interview guide development
Development and piloting of interview guide
The semi-structured focus group discussion guide was 
developed through a systematic process involving litera-
ture review and expert consultation [33]. The initial guide 
was created based on theoretical frameworks for health-
care access and barrier identification, incorporating 
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elements from Andersen's Behavioural Model of Health 
Services Use and the Socio-Ecological Model [6, 39].

The interview guide underwent pilot testing with three 
healthcare professionals from urban centres who had 
rural healthcare experience but were not part of the main 
study sample [34]. Following the pilot, minor modifica-
tions were made to improve question clarity and flow, 
including the addition of probing questions about spe-
cific equipment challenges and training needs [37].

The final interview guide explored four main areas: (1) 
experiences and beliefs regarding colposcopy screening 
among rural women, (2) limitations affecting practice 
and service delivery, (3) barriers to screening utilisation, 
and (4) strategies for improvement. All discussions were 
conducted in English, as this is the official language of 
medical practice and education in Nigeria, eliminating 
the need for translation from local languages [53]. The 
focus group discussions lasted approximately 90  min 
each and were audio-recorded with participants' consent, 
subsequently transcribed verbatim by a professional tran-
scription service.

Data analysis
Analysis software and coding procedures
Thematic analysis was employed to identify patterns and 
themes within the data using NVivo 12 Plus software 
[50]. The analysis followed Braun and Clarke's [13] six-
phase approach: familiarisation with data, generating 
initial codes, searching for themes, reviewing themes, 
defining and naming themes, and producing the final 
report.

Three independent coders participated in the analy-
sis process: two primary researchers with qualitative 
research experience and one external coder with exper-
tise in health services research [10]. Initial coding was 
conducted independently by all three coders using the 
first 30% of the transcript to establish inter-coder reli-
ability [36]. Coding disagreements were resolved through 
structured discussion sessions where coders presented 
their rationale for specific codes, followed by consensus-
building discussions facilitated by the principal investiga-
tor [15]. A Cohen's kappa coefficient of 0.82 was achieved 
for inter-coder reliability, indicating substantial agree-
ment [35].

HIV status and comparative analysis
Although HIV status was not a primary focus of recruit-
ment, participants' discussions revealed experiences with 
HIV-positive women seeking colposcopy services. During 
the coding process, specific attention was paid to iden-
tifying HIV-related themes and experiences, with codes 
such as "HIV-stigma barriers," "HIV-screening concerns," 
and "HIV-clinical considerations" applied systematically 
[55]. Comparative analysis between HIV-positive and 

HIV-negative patient experiences was conducted through 
constant comparison methods, revealing distinct pat-
terns of stigma-related barriers and heightened screening 
anxiety among HIV-positive women that informed the 
findings on HIV-related stigma presented in the results 
[16]. These HIV-specific codes were analysed separately 
and integrated into the broader thematic framework to 
understand how HIV status compounded existing barri-
ers to colposcopy screening uptake.

Results
The analysis revealed five major themes regarding health-
care professionals' perceptions and barriers to colpos-
copy screening uptake in rural communities: (1) Limited 
awareness and cultural barriers among rural women, 
(2) Infrastructure and equipment challenges, (3) Work-
force limitations and training needs, (4) Accessibility 
and logistical barriers, and (5) Systemic and policy-level 
challenges.

Theme 1: limited awareness and cultural barriers among 
rural women
Healthcare professionals consistently highlighted the lack 
of awareness about cervical cancer and screening services 
among rural women as a fundamental barrier to service 
utilization. One participant noted:

"Most of the people in the rural areas are not aware 
of cervical cancer, neither are they aware of a screen-
ing method; they really do not have any belief system 
concerning it." (HP2).

Cultural beliefs and attitudes toward gynaecological 
examinations emerged as significant barriers. Health-
care providers described encounters with women who 
expressed reluctance to undergo screening procedures 
due to cultural taboos and misconceptions. A particu-
larly illustrative example was provided by one healthcare 
professional:

"They said 'so you want me to open my legs for you to 
check? Who told you I have cancer? What is cancer? 
I don't have anything like that please, please I don't 
need it.' Of the 400 women that came, I could only 
screen 10 women." (HP6).

The concept of fatalistic beliefs was also evident, with 
women often responding to health education with state-
ments such as "it is not my portion," reflecting a common 
cultural response to discussions about serious health 
conditions. Despite these challenges, some healthcare 
providers reported positive experiences when adequate 
education and counselling were provided:
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"I think with constant advocacy and public health 
enlightened talks that these women get from the 
health centres, presenting themselves for colposcopy 
wasn't a difficult thing… so many of them freely 
came to the health centres to be screened." (HP1).

Theme 2: infrastructure and equipment challenges
Infrastructure deficits emerged as a major systemic bar-
rier affecting colposcopy service delivery in rural areas. 
Healthcare professionals described multiple infrastruc-
ture-related challenges, including inadequate power 
supply, poor facility conditions, and limited equipment 
availability.

Power supply issues were particularly problematic for 
battery-operated colposcopy equipment:

"Sometimes the colposcopy equipment uses batteries 
that need to be charged. Sometimes when you want 
to use it there is no light, you will have to take the 
colposcopes to Port Harcourt and charge them and 
return them to the health facility before it can be 
used." (HP2).

The quality and user-friendliness of available equip-
ment also posed challenges. One healthcare professional 
described difficulties with internet-dependent colpos-
copy systems:

"The brand provided for us… is not very user 
friendly, it has internet connections. When the inter-
net services are erratic, we cannot use it." (HP3).

Basic facility requirements for conducting colposcopy 
procedures were often lacking:

"Some of the hospitals don't have a couch where you 
can examine these patients, some of these facilities 
don't have running water, you can't sterilize any-
thing." (HP13).

Theme 3: workforce limitations and training needs
Healthcare professionals identified significant gaps in 
trained personnel and ongoing professional development 
opportunities. The shortage of skilled colposcopists was 
described as a critical barrier to service expansion:

"In the rural areas there are no trained individuals 
that will man this colposcopy… The limitations are 
one, trained personnel, two equipment is not readily 
available in all rural communities." (HP6).

Training needs extended beyond initial skill acquisi-
tion to include regular updates and refresher training. 

Healthcare providers noted that infrequent use of colpos-
copy skills led to decreased confidence and competence:

"Another limitation is lack of confidence on the part 
of the care giver. These arise from forgetfulness due 
to infrequent use of colposcope." (HP4). The need for 
continuous professional development was empha-
sised by multiple participants:
"There is need to inculcate training and retraining 
of personnel to carry out colposcopy… most of the 
health personnel trained for cervical cancer screen-
ing are either retired or have relocated." (HP13).

Theme 4: accessibility and logistical barriers
Geographic and transportation barriers significantly 
impacted both service delivery and patient access to col-
poscopy services. Healthcare professionals described 
challenging travel conditions to reach rural healthcare 
facilities:

"Some of these rural areas are not easily accessible, 
some don't have good roads… some sections of the 
road were so bad that even with bike you may need 
to stop and cross on foot and continue your journey." 
(HP2).

Transportation costs and availability posed additional 
barriers for rural women seeking screening services:

"The transportation cost is a limiting factor and a 
barrier to women coming from the remote recesses of 
the local government to seek cervical cancer screen-
ing and treatment via colposcopy." (HP10).

Seasonal variations in agricultural activities and mar-
ket schedules also affected screening service utilization. 
Security concerns in some rural areas created additional 
barriers for both healthcare providers and patients:

"Some of these health care centres are situated in 
communities with very poor securities. A doctor or 
nurses going to those communities are high targets." 
(HP2).

Theme 5: systemic and policy-level challenges
Healthcare professionals identified broader systemic 
issues that affected the sustainability and effectiveness 
of colposcopy screening programmes. The absence of 
national screening programmes was noted as a signifi-
cant gap:

"At present there are no national cervical cancer 
screening programmes in Nigeria. However, institu-
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tional programmes exist in tertiary hospitals across 
the country." (HP3).

Resource allocation and prioritization within healthcare 
facilities also posed challenges. Cervical cancer screening 
was often viewed as a low-priority service that generated 
no revenue for healthcare facilities:

"Because it brings no revenue to the hospital rather 
takes from it is given low priority in terms of restock-
ing of exhausted materials." (HP7).

The reliance on donor funding and external support for 
equipment and training created sustainability concerns:

"Thank God for Clinton foundation who have pro-
vided colposcopy but are not still enough in the rural 
areas because it didn't go round in all of them." 
(HP6).

Discussion
Synthesis of findings
This study provides valuable insights into the complex 
challenges facing colposcopy screening implementation 
in rural communities from the perspective of healthcare 
professionals. The findings reveal interconnected barriers 
that operate at multiple levels such as individual, com-
munity, healthcare system, and policy levels, consistent 
with ecological models of health behaviour and service 
delivery [39].

In this specific context of three local government areas 
in Rivers State, the limited awareness and cultural barri-
ers identified align with previous research highlighting 
the importance of culturally sensitive health education 
approaches in cervical cancer prevention programmes 
[1]. The healthcare professionals' experiences suggest 
that sustained community education efforts, involving 
trusted community leaders and utilizing appropriate cul-
tural frameworks, may be necessary to overcome these 
barriers.

Infrastructure and technological considerations
The infrastructure challenges described by healthcare 
professionals underscore the need for context-appropri-
ate technological solutions. While advanced colposcopy 
systems with digital capabilities offer potential benefits, 
the experiences shared by participants suggest that sim-
pler, more robust equipment may be more suitable for 
rural settings with limited infrastructure support [40].

The power supply issues highlighted in this study 
reflect broader challenges in rural healthcare delivery in 
resource-limited settings. Alternative power solutions, 
such as solar-powered equipment or improved battery 

systems, may offer practical solutions for ensuring con-
sistent service availability [44].

Human resource development
The workforce challenges identified in this study reflect 
broader issues in rural healthcare delivery, where recruit-
ment and retention of skilled healthcare professionals 
remain significant challenges [47]. The emphasis on con-
tinuous training and professional development suggests 
that one-time training interventions may be insufficient 
for sustaining quality colposcopy services.

Task-shifting approaches, involving training of mid-
level healthcare workers in basic colposcopy skills, may 
offer a practical solution for addressing workforce short-
ages [22]. However, such approaches require careful 
quality assurance mechanisms and ongoing supervision 
to ensure diagnostic accuracy and patient safety.

Community engagement and cultural sensitivity
The cultural barriers described by healthcare profession-
als highlight the importance of community engagement 
in cervical cancer screening programmes. While health-
care professionals provide valuable insights into these 
barriers, the absence of women's voices in this study lim-
its our full understanding of cultural considerations from 
the community perspective. Previous research has dem-
onstrated the effectiveness of community-based inter-
ventions that involve traditional leaders, women's groups, 
and peer educators in promoting screening uptake [41].

The healthcare professionals' experiences suggest that 
addressing misconceptions about colposcopy procedures 
and their effects on fertility and reproductive health is 
crucial for improving acceptance. Culturally appropri-
ate educational materials and communication strategies 
may help address these concerns and improve screening 
uptake.

Policy and system-level interventions
The absence of national cervical cancer screening 
programmes identified in this study reflects broader 
challenges in healthcare policy implementation in 
resource-limited settings. International experiences 
suggest that successful national screening programmes 
require substantial political commitment, sustained 
funding, and comprehensive system strengthening [24].

The healthcare professionals' emphasis on the need for 
government involvement aligns with WHO recommen-
dations for comprehensive cervical cancer prevention 
and control programmes [59]. Such programmes should 
address the full continuum of care, from primary preven-
tion through treatment and palliative care.
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Implications for practice and policy
The findings of this study have several important implica-
tions for practice and policy:

1.	 Integrated approach needed: Successful colposcopy 
screening programmes require addressing multiple 
barriers simultaneously rather than focusing on 
single interventions.

2.	 Community engagement essential: Culturally 
sensitive community education programmes should 
be developed in partnership with local leaders and 
community organisations.

3.	 Infrastructure investment required: Sustained 
investment in rural healthcare infrastructure, 
including power supply and basic facility 
requirements, is necessary for effective service 
delivery.

4.	 Continuous professional development: Regular 
training and refresher programmes for healthcare 
providers are essential for maintaining service quality 
and provider confidence.

5.	 Policy supports crucial: National policies and 
programmes are needed to provide framework, 
funding, and coordination for cervical cancer 
screening services.

Study limitations
Several limitations should be considered when inter-
preting these findings. First, the study was conducted 
with healthcare professionals from a specific geographic 
region, which may limit the generalisability of findings to 
other rural settings.

The study's geographic specificity is an important 
limitation. Findings are based on healthcare profession-
als' experiences in three local government areas within a 
single Nigerian state (Rivers State). While these insights 
provide valuable understanding of barriers in this con-
text, they should not be assumed to represent all rural 
Nigerian communities or other sub-Saharan African set-
tings. Rural contexts vary significantly in terms of infra-
structure, cultural practices, healthcare resources, and 
sociopolitical factors. Therefore, these findings should 
be considered exploratory and context-specific, requir-
ing validation and adaptation when applied to other geo-
graphic settings.

Second, the focus group methodology, while providing 
rich qualitative data, may have been influenced by social 
desirability bias or group dynamics affecting individual 
responses [28].

Third, and most importantly, the study did not include 
perspectives from women in rural communities them-
selves. This is a critical limitation as women lived expe-
riences, preferences, and perspectives on barriers to 
screening uptake are central to understanding the full 

scope of challenges and developing patient-centred inter-
ventions. While healthcare professionals provide valuable 
systemic insights, the absence of women's voices limits 
our understanding of individual decision-making pro-
cesses, cultural considerations from the community per-
spective, and acceptable intervention approaches. Future 
research must prioritise direct engagement with rural 
women to ensure interventions are responsive to their 
needs and contexts.

Interviewer positionality may have influenced partici-
pant responses, as the research team included clinicians 
from urban tertiary institutions, potentially creating 
perceived hierarchical dynamics that could have shaped 
healthcare professionals' willingness to discuss system 
inadequacies openly [11]. Although interviews were 
conducted in English as the official medical language in 
Nigeria, potential nuances in participants' expressions of 
complex cultural and social concepts may have been lost, 
limiting the depth of cultural understanding captured in 
the analysis [53].

HIV-related considerations
Although HIV status was not a primary focus of this 
study's recruitment strategy, healthcare professionals' 
experiences revealed important considerations regarding 
HIV-positive women seeking cervical cancer screening 
services. The post-hoc emergence of HIV-related themes, 
including heightened stigma concerns and increased 
screening anxiety among HIV-positive women, sug-
gests this population faces compounded barriers [19]. 
These exploratory findings warrant further investiga-
tion through dedicated research specifically designed to 
examine the intersection of HIV status and cervical can-
cer screening uptake in rural Nigerian settings. Given the 
higher cervical cancer risk among HIV-positive women 
[22], future studies should purposefully recruit HIV-posi-
tive women and healthcare providers serving this popula-
tion to develop targeted interventions.

Conclusions and recommendations
This study reveals that implementing effective colpos-
copy screening services in rural communities requires 
addressing complex, interconnected challenges that 
span individual, community, healthcare system, and 
policy levels. Based on healthcare professionals' expe-
riences in this study of three local government areas in 
Rivers State, a comprehensive, multi-faceted approach 
is needed to improve cervical cancer screening services 
in underserved areas. While these findings provide 
valuable insights into healthcare system barriers, they 
should be considered exploratory and require validation 
through larger-scale studies and inclusion of women's 
perspectives.
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Key recommendations
Based on the findings of this study, the following recom-
mendations are proposed:

1.	 Community education and engagement

 	• Develop culturally sensitive health education 
programmes that address misconceptions about 
cervical cancer and colposcopy procedures

 	• Engage traditional leaders, religious leaders, and 
women's groups as champions for cervical cancer 
prevention

 	• Utilize peer education models to improve 
community acceptance of screening services

2.	 Infrastructure development

 	• Invest in reliable power supply systems for rural 
healthcare facilities, including alternative energy 
solutions

 	• Ensure basic facility requirements for colposcopy 
procedures, including appropriate examination 
spaces and sterilization facilities

 	• Provide robust, user-friendly colposcopy 
equipment suitable for resource-limited settings

3.	 Workforce development

 	• Implement comprehensive training programmes 
for healthcare providers in colposcopy techniques 
and cervical cancer management

 	• Establish regular refresher training and continuing 
education opportunities

 	• Consider task-shifting approaches with 
appropriate quality assurance mechanisms

 	• Develop retention strategies for trained healthcare 
providers in rural areas

4.	 System strengthening

 	• Develop national cervical cancer screening 
policies and programmes with dedicated funding

 	• Establish sustainable supply chains for screening 
materials and equipment

 	• Create referral networks linking rural healthcare 
facilities with higher-level facilities for complex 
cases

 	• Implement quality assurance mechanisms for 
colposcopy services

5.	 Access and logistics

 	• Develop mobile screening services to reach 
remote communities

 	• Provide transportation support or vouchers for 
women needing screening services

 	• Schedule screening services to accommodate 
agricultural and market cycles

 	• Address security concerns in high-risk areas

6.	 Primary prevention through HPV vaccination

 	• Advocate for full integration of HPV vaccination 
into Nigeria's National Programme on 
Immunisation with nationwide coverage

 	• Develop community education programmes on 
HPV and cervical cancer prevention, emphasizing 
the role of vaccination

 	• Create integrated service delivery models that 
combine HPV vaccination with screening services 
for comprehensive prevention

 	• Address cost and supply chain barriers to improve 
vaccine accessibility in rural communities

 	• Engage community and religious leaders as 
vaccination advocates to overcome sociocultural 
barriers

Future research priorities
Future research should focus on:

 	• Evaluating the effectiveness of different intervention 
approaches for improving colposcopy screening 
uptake in rural communities

 	• Investigating cost-effective models for sustainable 
screening service delivery

 	• Exploring the perspectives and preferences of rural 
women regarding cervical cancer screening services

 	• Assessing the potential role of digital health 
technologies in supporting rural colposcopy services

 	• Specifically examining barriers and facilitators for 
cervical cancer screening among HIV-positive 
women in rural settings

 	• Validating these findings across different geographic 
contexts within Nigeria and other sub-Saharan 
African settings

Final thoughts
Cervical cancer prevention represents one of the great-
est opportunities in women's health for preventing can-
cer-related mortality. However, realising this potential 
requires sustained commitment to addressing the com-
plex barriers that limit access to screening services, par-
ticularly for vulnerable populations in rural communities. 
The insights provided by healthcare professionals in this 
study offer valuable guidance for developing evidence-
based interventions that can bridge the gap between 
available preventive technologies and the women who 
need them most.
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The path forward requires collaboration among health-
care providers, communities, policymakers, and inter-
national development partners to create sustainable, 
culturally appropriate, and effective cervical cancer pre-
vention programmes. Only through such comprehensive 
efforts can we hope to reduce the burden of cervical can-
cer and achieve health equity for all women, regardless of 
where they live.
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