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Abstract

Objectives: Among cancer prevention studies, little is known about knowledge, attitudes, and beliefs toward triage
adherence in the context of the human papillomavirus self-collection test. This formative research aims to identify
knowledge, attitudes, and beliefs related to human papillomavirus and cervical cancer prevention specifically about
adherence to Pap triage among women residing in a low-income province in Argentina.

Methods: We conducted six focus groups, stratified by residence and age. All participants were aged 30 or older
and had performed human papillomavirus self-collection. Data collection and thematic analysis were carried out using
constructs from the Health Belief Model.

Results: Misinformation regarding human papillomavirus and cervical cancer was common and was a source of distress.
Women could not distinguish Pap screening from triage; human papillomavirus risk perception was limited but cervical
cancer was perceived as a threatening disease. Women were willing to follow-up after receiving an abnormal screening
result. Negative views about clinician-collected screening/triage were common, defined as painful and shameful, and
comes with an economic cost (transport/time). Lack of help from family/friends was an obstacle to adhering to triage.
Health issues in the family’s records and a physician’s recommendation were a cue to adhere to triage.

Conclusion: Lack of knowledge or misinformation of the causes of cervical cancer, human papillomavirus, and the
multi-step screening and triage process are barriers to follow-up adherence. Interventions to improve communication
between women and health providers about screening results and follow-up are needed. Also, health services should be
organized to respond to women’s needs and reduce access barriers to follow-up.
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Introduction

In Latin America, the high mortality rate due to cervical
cancer (CC) is related to problems in the continuity of the
screening process, including the low coverage of screen-
ing and high follow-up abandonment.'> Human papillo-
mavirus (HPV) DNA tests are more effective than
cytology for the detection of CC precursors and have high
negative predictive value, therefore reducing screening
frequency.>* HPV testing allows self-collection (SC),
which is especially beneficial for women facing obstacles
in accessing the health care system.>”’ SC is highly
accepted by women in different countries and increases
screening coverage.®®® In an HPV-test-based program,
triage tests are needed to identify which HPV-positive
(HPV+) women need further diagnostic and treatment
procedures. When cytology is used as triage, HPV+
women have to attend health care centers for a Pap test.
However, adhering to triage and treatment can be chal-
lenging, especially among women with SC tests, who in
general may not be regular health care system users, and
therefore are at greater risk of not being able to continue
with triage procedures.'®!! In Argentina, clinician-col-
lected screening involves taking two samples for HPV
screening and Pap triage. Evidence has shown that women
using SC have lower triage adherence.!!

Evidence from cytology-based screening studies has
shown that in addition to socio-economic conditions, fac-
tors related to the health care organization and individual
aspects, such as fears and beliefs, are key determinants of
women’s capacity to adhere to follow-up procedures.'? !
In particular, studies found that poor knowledge or mis-
conceptions regarding the need for follow-up, wrong
beliefs regarding what screening results mean, fear of can-
cer, and low-risk perception were common among non-
adherent women.'*? Instead, most studies have focused
on women’s knowledge, attitudes, and beliefs (KAB)
related to traditional Pap screening, not the HPV SC
screening process.'3

An HPV + result means the sexually transmitted infec-
tion (STI) is present and might cause cancer, but additional
tests are needed to detect whether the virus infection has
developed into cervical disease. This means screening
results require women to process complex concepts regard-
ing the different stages of the infection/disease progres-
sion and the role of screening, follow-up, diagnosis, and
treatment.?! In a quantitative study carried out in Argentina,
subjective reasons, such as fear of cancer or thinking that
triage was not necessary, were among the main reasons
reported by HPV+ women with self-collected samples for
not continuing Pap triage.'? A systematic review conducted
to analyze the impact on inequalities of the introduction of
HPV-based screening showed that feelings related to an
HPV+ result depended on women’s previous knowledge
and their ability to understand the physicians’ indications.?

Patient anxiety and negative feelings (such as insecurity or
fear) have also been shown to have a major role in the
behavior to adhere to follow-up.?-2¢

The objective of this analysis was to understand wom-
en’s KAB regarding CC prevention and HPV among
women who have performed HPV SC, and how they affect
HPV+ women’s ability to complete Pap triage. In this arti-
cle, we report results from formative research conducted
as part of the ATICA study (Application of Information
and Communication Technologies to Self-collection, for
its initials in Spanish), a trial evaluating an mHealth inter-
vention to increase compliance with triage testing among
HPV+ women who performed SC.?” Data provided by
this formative research will be key to inform researchers
and health authorities implementing HPV SC strategies, as
well as for implementation interventions aimed at increas-
ing adherence to follow-up.

Methods

Theoretical framework

For data collection and analysis, we relied on constructs
from the Health Belief Model (HBM),?%2° which has been
extensively used to understand psychosocial factors
regarding cervical screening behaviors (Figure 1).!330-33

The ATICA study includes a cluster-randomized trial
aimed at evaluating the effectiveness of a multicomponent
intervention consisting of SMS messages for women test-
ing positive after HPV SC and automated reminders to
community health workers (CHWSs) to visit and encour-
age HPV+ women who have not completed triage to
attend health centers.?” Following the HBM, we hypothe-
sized that HPV+ women would complete Pap-based tri-
age founded on their perceived susceptibility of getting
CC; their feelings about the seriousness of contracting it
(perceived severity), their perceived barriers to perform-
ing Pap-based triage, their evaluation about the benefits of
doing it; as well as their confidence in their capability to
attend triage (perceived self-efficacy). In this context,
CHW visits and SMS were considered cues to action, they
may also have an impact on individual’s beliefs.?®
Perceptions and feelings would differ by women’s socio-
demographic profile, previous knowledge, and health
information (modifying factors).

Participant selection

Eligible women were aged 30 or older, residing in Jujuy
province, who had performed an SC in the last 12 months,
were literate, and were mobile phone users. Focus group
(FG) participants were stratified by age (decile) and resi-
dential zone (rural/urban). We used a convenience sample
of women recruited face-to-face by 23 CHWs from 6 dif-
ferent health care centers of the province (Table 1).
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Figure |. Health Belief Model components and linkages.
Source: ATICA protocol,” adapted from Skinner et al. (2015).2

Table |. Focus group sample quotes.

Age Urban areas  Rural areas Total

30-50 years FGI:n=8 FG2:n=9 17 women
5l yearsorolder FG3:n=9 FG4:n=4 13 women
40 years or older* FGé6:n=6 FG5:n=12 18 women
Total 23 women 25 women 48 women

2Originally, four FGs were proposed. Two additional FGs were carried
out with women aged 40 years and above. In those cases, age segmen-
tation was redefined to obtain more data related to technology use.

Setting

The study took place in Jujuy province located in Northwest
Argentina. Jujuy has around 673,000 inhabitants; 85% live
in urban areas and 32% are poor. Three percent of those
aged 10 or above is illiterate, 69% of whom are women.>*
Primary HPV screening is offered free of cost in all public
health care facilities since 2012.° In 2014, SC was offered
by CHWs during home visits to women aged 30 or older
and who have not registered screening in the last 5 years.*
Currently, women receive instructions to retrieve their
results 30 days after home SC.?” Pap triage among HPV +
women is performed by a health professional at health
centers, also free of charge.’ The provincial public health
system includes a tertiary referral hospital, 300 primary
health care centers, 18 diagnostic centers, and 5 treatment
services. Forty-five percent use free health care services.

Data collection

We used a semi-structured guide for FGs, organized in five
modules: (1) cellphone and SMS use; (2) knowledge and

information regarding HPV and CC; (3) dimensions of the
HBM regarding HPV/CC, SC, and Pap; (4) relationship
with the health system and barriers for Pap (triage); and (5)
construction of SMS content (reported elsewhere).*® In
this article, we report results from modules 2, 3, and 4.
Each participant completed an anonymous profile survey
about age, educational level, current economic activity,
family status, and type of health insurance. At the end of
each FG, we provided them with accurate information and
answered their questions to reduce confusion.

The information was collected in Spanish by two female
researchers with a background in social sciences: one
acted as a moderator and the other as an observer; neither
of them lived in Jujuy, nor did they have any relation with
the health care institutions or their authorities. This was
also stated during the FGs.

Fieldwork took place in January 2018 in locations that
were easily accessible for participants; no health care pro-
fessionals or CHWs were present. Each FG lasted 2 h on
average and was digitally recorded to transcribe verbatim.

Analytic approach

FG data were analyzed thematically using the HBM con-
structs. From women’s preferences and opinions, we coded
emergent categories as subthemes,?” allowing a thematic
analysis of the discussions regarding women’s beliefs, feel-
ings, and opinions about CC-prevention (SC and Pap) and
issues regarding adherence. Atlas.Ti (version 7.5.4;
ATLAS.ti Scientific Software Development GmbH, Berlin)
software was used for data processing. Transcripts were
analyzed independently by two researchers to later com-
pare, debate, and resolve the inconsistencies with the other



Women’s Health

Table 2. Characteristics of the participants.

Total cases Women f %
48 100
Age group (years) 30-39 14 29.2
40-49 19 39.6
50-70 14 29.2
Non-data I 2.1
Mean: 45 years; range: 3068 years
Educational level Primary complete/secondary incomplete 22 45.8
Secondary complete I 229
Tertiary incomplete/complete 14 29.2
Non-data I 2.1
Economic activity status Economically inactive (out of labor force) 16 333
Economically active (labor force) 32 66.7
Family status In a partnership with children 26 54.2
In a partnership without children 4 83
Single with children 12 25.0
Single without children 6 12.5
Health insurance Public 35 72.9
Private/social security 13 27.1

members of the ATICA team. Participant profile variables
were used to compare differences in women’s statements
and report differences relevant to the analysis. We used
COREQ (Consolidated Criteria for Reporting Qualitative
Research) for reporting our methodological approach.®

Ethical aspects

The ATICA study’s protocol, including the formative
research phase, was approved by the CEMIC Institutional
Review Board, the Ethics Research Committee of the
Jujuy Ministry of Health, The Institutional Review Board
of the Harvard T.H. Chan School of Public Health, and the
Deakin University Human Research Ethics Committee.
The trial was registered in ClinicalTrials.gov (no.
NCT03478397) and the Deakin University Human Ethics
Research Committee (no. APP 2018-039). Women had to
sign an informed consent before the study began. The ano-
nymity of participants was guaranteed.?’

Results

Characteristics of the women

A total of 48 women participated in six FGs. Most of them
had less than secondary-level education, were employed,
lived with a partner and children, and had public health
insurance (Table 2).

Knowledge and information regarding
HPV and CC

In most groups, some women were unaware: “I didn’t
know what it [HPV] is. You are telling me now” (FG4),

and several had misinformation regarding HPV, its rela-
tionship with CC, and the role of SC as prevention (FG1,
FG3, FG4, and FGY5). In the other groups, some partici-
pants demonstrated being well-informed (few from FG3,
and most from FG2 and FG6) and were regular health care
system users reporting periodic medical checkups.

When we asked about the purpose of SC, women knew
it was to prevent CC. Younger participants (in FG1, FG2,
and FG6) highlighted that CHWs did not explain that HPV
is an STI. For that reason, after the CHW visit, some
women sought information on the Internet (FG2 and FG6)
or they obtained information about HPV transmission
from other women (FG1 and FGO6).

Regardless of previous knowledge, participants pointed
out that faced with an HPV+ result they would visit a
gynecologist. However, most of them could not specify
why orwhat for (FG1,FG3,FG4,and FGS5). Misconceptions
included considering that an HPV + result implied starting
cancer-related treatments:

(What to do next on an HPV+ result) It is to do a deeper
examination to see what state you are in if you are very advanced
or in time to stop it, or if they have to remove the womb.

FG3

Only a few women had information regarding HPV,
CC, transmission, and the need for follow-up. Women who
had already received HPV + results and attended a gyneco-
logic consultation for triage were knowledgable about the
follow-up process (FG1, FG2, and FGo6):

You need to consult with the gynecologist to take the methods
you have to follow. To start, you have to do a biopsy. If they
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performed the Pap. If it was positive, you have to have a
biopsy, because the doctor will ask you for the biopsy. After
the biopsy, they will send you to a specialist in case you have
warts. They will send you to the gynecologist or the oncologist.

FG6

After SC, some women worried about whether they had
done it correctly and if the SC was HPV+, then they
wanted confirmation with Pap (FG2 and FG6). It was not
clear if most women were able to distinguish between
screening and triage Pap:

Is the positive (SC result) because we did it wrong? I prefer to
go for sure . . . (To perform the Pap)

FG2

Perceived susceptibility to
HPV and CC

The perceived susceptibility to HPV was linked to being a
woman, which would result in the need for frequent gyne-
cology care: “We as women are prone to get infected with
anything” (FG2). HPV susceptibility was also related to
being sexually active, having “different partners,” and using
birth control methods (FG1, FG2, FG3, FGS5, and FG6).

Among young women who knew about the sexual trans-
mission of HPV, some mentioned doubts regarding the
partner’s faithfulness and they felt at risk of HPV (FG1).

One woman did not consider herself at risk as she had
not been sexually active for many years; therefore, she felt
that doing the test was a formality. When the woman
received her HPV + result and was able to link it to cancer,
she reacted with fatalistic beliefs and perceived herself as
a possible victim of social stigmatization:

After being offered the self-collection I said, “Well, okay.”
For me, it was just like a formality. It has been seven years
since I’ve separated and I haven’t had another partner . . . and
that’s why it felt like a formality, just in case.

(When I was told I was positive) I was ashamed to have a
(positive) result because I said, “What are they going to say?
That I’'m an easy woman who has sex with everyone.” I
started to realize, “Positive is cancer,” it is the first thing I
thought. “I have a daughter, she is a girl, and cancer is to die.
I cannot die ...” Life felt overwhelming ... Until that
moment I considered that HPV meant promiscuity . . . later
you understand it is not.

FG2

Gynecology-related health issues, such as endometrio-
sis, breast cancer, ovarian cysts, or pregnancy loss, suffered
by participants themselves or relatives were mentioned
conditions that increased women'’s susceptibility to CC:

I did the test mostly because . . . I had lost a baby, I said . . .
“maybe they left something inside of me . . .”

FGl

Perceived severity of having HPV and CC

Most participants did not perceive that having HPV was a
serious condition. Although the motive to perform SC was
to prevent cancer (considered a serious disease), they
could not link HPV and CC. Only those who received an
HPV+ result and a physician’s explanation understood
that HPV was associated with CC (FG1, FG2, and FG6).
Women knew that HPV is an STI and they compared its
severity to HIV:

WOMAN 1: To me, HPV is a very aggressive word because
after AIDS, the HPV issue . . . Why is that virus coming? What
does the virus come from? Then you say, “It is like AIDS.”

MODERATOR: Do you associate it with that?

WOMAN 2: It happens . . . it is not you. You can take it well,
but it is society. Imagine they come to you: “You caught it
(HPV) because you are dirty.” Look if they find out that you
have HPV?

FG6

Perceived benefits and barriers to Pap smear

The women made no mention of the benefits of Pap
smears. In all groups, the Pap smear was mentioned as a
part of women’s routine checkups. Regarding perceived
barriers, participants’ narratives focused on negative expe-
riences with previous Paps, irrespective of whether they
were for screening or triage. Most women expressed to
feel embarrassed when they performed it. However, they
thought that SC “is better than undressing in front of a
stranger” (FG6). Also, most women complained about the
rude behavior or mistreatment by some professionals:
“They yell at you: ‘Open your legs’ (imperative tone)”
(FG5). For some of them, this behavior was a motive for
not accepting Paps (FG3, FGS5, and FG6). Pap was also
described as a painful experience: “My gynecologist tor-
tures me every year (performing Pap).” (FG2) This kind of
experiences was described as a barrier to repeat the Pap:

1did a Pap and they made me hurt a lot because it seemed that
I was bitten, and then I said: “I never do anything again, never
again.”

FG3

Others mentioned difficulties to take time off work or ask
for permission to leave work and the potential economic
loss. Women with children (FG1 and FGS5) commonly
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mentioned the lack of family and social support to help look
after children so they could go to the health center and
undergo Pap, both for screening or triage. Among those who
did get support, it was mainly from female close relatives.
Few were supported by their partner or friends.

Perceived self-efficacy to perform SC and Pap
triage

When we asked about SC, some women mentioned feeling
insecure both before and after SC. Women expressed that
when the CHW offered them the SC kit, they felt afraid of
not being able to perform it correctly and hurting them-
selves (FGS5):

WOMAN 1: I was afraid to do it alone. I didn’t know if I
would be doing it correctly.

WOMAN 2: That fear seems to me that we have it all because
you say “Have I put it well? Has it been contaminated? Could
it be that . . .?”

FG2

Regarding Pap smear, both for screening or triage, most
women said they would be able to attend the consultation,
despite feeling embarrassed and preferring to avoid Pap:

WOMEN 1: For me, for example, it is difficult to go to the
gynecologist. But well, I go because I’'m a woman, I have to
do my checkups, but ... sometimes I’'m ashamed, being
there, opening my legs . . .

WOMEN 2: Its also is hard for me.

WOMEN 1: And yes, it’s hard, hard . . . but. . . well, as I say,
to me every year [ perform it . . . I told her (her doctor), “If I
could skip a year,” but she told me “No, it is important for
you, there is no other way.”

FG2

Cues to perform SC and Pap triage

A motive to perform HPV testing was knowing an
acquaintance who tested HPV + . In these situations, some
women perceived themselves as part of an at-risk group
(perception of susceptibility and severity of HPV):

My friends, when I told them (about her HPV + result) all
went to do checkups, because they said, “Oh, we are not
exempt, if (Woman name) has it, then we too . . .”

FG2

According to women, a cue to adopt preventive behav-
iors was the activities implemented by CHWs. They usually

assist women to get children’s immunizations, perform SC
tests, and remind them medical appointments (e.g. Pap
triage):

WOMAN 1: There are women who for example forget (to do
medical checkups)

WOMAN 2: The CHW is for that . . . they are sometimes for
that, they are mostly . . .

WOMAN 1: If you forgetto do it . . . if you forgot the vaccine
they knock on your door . . .

WOMAN 2: CHWs keep an eye on us.
WOMAN 3: Yes, they are more aware . . .

WOMAN 1: . .. if you have to go to the doctor . . . if the
doctor is calling you to do the Pap . . .

WOMAN 2: It is very good. They will knock on the door and
remind you . . .

FGl1

Almost all women recognized the need for a Pap test to
meet routine checkups (for screening). Although CHWSs
can remind them of the appointment, it is the doctor rec-
ommendation that is the main factor that leads them to do
the Pap (FG2):

(After the SC) I came here (to the health center), the doctor
attended me, explained the new results and she says “You
have to do the Pap.”

FGl1

Table 3 summarized the findings coded by themes con-
ceptually defined according to the HBM, the subthemes,
and the categories that emerged in the analysis.

Discussion

Our study showed that most women had misinformation
regarding what HPV was, its sexual transmission, and its
relation with CC. We also found that most women would
visita gynecologist if given a positive HPV result, although
they could not specify why or what for. Pap smear was
recognized as a part of women’s routine checkups, but
women were not able to distinguish between a Pap for
screening from a Pap for triage. The main barriers to adher-
ing to triage were previous negative experiences with Paps
and being able to take time off work or family responsibili-
ties to go to the clinic.

Our findings showed that most women knew that SC
was to prevent CC, but they had misinformation about
HPV and its causal link with CC, as well as its sexual
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Table 3. Knowledge and beliefs about HPV and cervical cancer (themes and verbatim).

Themes

Subthemes

Verbatim examples

Knowledge and
information regarding
HPV and CC

Perceived susceptibility
of having HPV and CC

No information
Misinformation
Some information on:

All women are at risk
Sexually active women

“l came (to FG) to learn about it.”

“We consume some foods and vegetables which brings us the disease.”

“Those who are over 30 years old.”

“To people who do not have health care insurance.”

HPV: “It’s because of sexual transmission.”

“HPV is a virus.”

“SC is to prevent CC.”

Follow-up steps in case of HPV+: “You need to consult with the
gynecologist to take the methods you have to follow.”

“As a woman, we are prone to get infected.”

“Who has sexual relations.”

Who has doubts about partner faithfulness: “He infected me.”

“l have had more than one partner, two . . . some partners. Then | had

the intrigue about . . .”

Personal/family history of
gynecological issues

“My mother had uterine cancer at 47 years old and | thought it can
happen to me too . . . | can have some issues. | always did the Pap, for

that very reason.”

Perceived severity of
HPV and CC

No perceived severity
Perceived severity

“It was one more checkup.”
HPV: “What does the virus come from? Then you say, ‘It is like AIDS’.”

“For me, it was if HPV is cancer, HPV is death . . .”
“Cancer is death.”

Evaluation of benefits
and barriers

Benefits of Pap
Barriers to undergoing Pap

None mentioned.
Pap requires time: “You miss a day at work.”

“You must do it yearly.”

“| felt shame.”

“| felt embarrassed.”

“Pap is painful, torture.”

“Some professionals had rude behaviors.”

“I don’t have time, | have small children and I'm taking care of them. |
have no one to leave them with.”

To not be able to do SC
To be capable to do Pap

Self-efficacy

Cues to perform Pap

“If SC was a positive result, maybe | did wrongly.”
“| felt embarrassed, but there is no other way.”
“My sister had already tested positive, so | wanted to do it.”

“My gynecologist, in particular, says if you have a good PAP result,
other doctors recommend you every three years, but she makes me
go every year [to perform Pap].”

“There are women who for example forget to do medical checkups
... The CHW is for that . . . they are sometimes for that, they are
mostly . . . If you forget to do it, they knock on your door . . .”

HPV: human papillomavirus; CC: cervical cancer; FG: focus groups; SC: self-collection test.

transmission. Similar findings were published by Waller
et al.*® in Australia who found that the links between HPV,
CC, and sexual activity were commonly absent. In our
study, participants’ knowledge of the causes of CC was
poor despite having performed SC. A study that analyzed
barriers to information among women undergoing HPV
tests found that after consultation some women felt over-
whelmed with HPV information, preventing the absorp-
tion of the new knowledge. The study conducted in a
public health facility in Ireland suggested that the com-
plexities surrounding HPV infection require to evaluate
what and how much information women need and how to
convey this information.*® Screening behaviors are

facilitated by trusted health providers*'* such as Jujuy

CHWs. Although CHWs provide national education mate-
rials to their patients and women accept SC, additional
education may be needed to emphasize the link between
HPV as an STI and the link with CC.

In our study, most women stated that they would visit a
gynecologist if they tested HPV+, although they do not
understand the meaning of the result or what additional
tests are needed. In addition, women did not know the dif-
ference between screening and triage. They acknowledged
Pap was routine care, but none was able to specify that
after HPV SC, the Pap test was used to identify HPV+
women with precancerous lesions. Several studies have
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shown that misinformation regarding the purpose of the
follow-up was a reason for non-adherence.'®*43 A prior
study conducted in Jujuy showed that after the gynecologi-
cal consultation, most women still had doubts and unan-
swered questions regarding diagnosis and follow-up.
However, other women said they understood what the pro-
vider explained, but demonstrated gaining only some of
the information. In both groups, information needs were
obstacles to adherence follow-up.?! In the current study,
misconceptions about the causes of CC made the HPV+
result synonymous with cancer itself. And that may explain
why some women in Jujuy believe that HPV + requires
cancer-related treatments.

Following the HBM, perceived risk influences wom-
en’s decisions to adopt a CC preventive behavior.*>*” In
our study, many women did not perceive themselves as
being at risk of HPV. For them, all women are prone to any
STI based on gender-related susceptibility, not specific to
HPV. The risk perception was linked to having multiple
sexual partners and partner infidelity. Beliefs related to
being sexually active were also reported in a systematic
review conducted to examine socio-cultural factors influ-
encing CC prevention of studies among immigrant and
ethnic minorities in the United States.*

In our study, CC was considered a serious disease, but
HPV was not considered a severe condition and many
women did not perceive themselves at risk of HPV. An
HPV+ result would increase their perceived susceptibility
to CC. Perceived severity of cancer more generally prompted
women with a family history of cancer to adhere to doctor
recommendations.’**4° Although previous research has
signaled fear of cancer as a barrier to follow-up and treat-
ment after an abnormal Pap-based screening,'”!'>>* in our
study women did not mention the fear of cancer as a barrier.
Instead, the perceived severity of cancer modified the
women perceived susceptibility and influenced their will-
ingness to continue the follow-up. This subject should be
further analyzed, especially to develop educational materi-
als and communication strategies that provide accurate
information about the link of HPV and CC, without generat-
ing an increased and over-estimated perception of cancer
risk among HPV-positive women. This is particularly
important considering that evidence has shown that among
HPV-positive women the negative psychosocial impact of
HPV testing is mainly related to the fear of having CC.>!

Women from Jujuy did not mention any benefits of
Pap smear, but they reported negative views about clini-
cian-collected screening/triage: the gynecological con-
sultation was described as a painful and shameful
experience. Our previous work showed that many women
preferred SC due to previous bad experiences with health
providers at health centers; SC also allowed them to
elude the embarrassment of being examined by a health
professional.?* In our study, women’s previous painful
experiences during Pap-based screening, shame of the

pelvic examination, and mistreatment by professionals
were mentioned as a reason for not accepting Pap smears.
This perception of Pap-based screening as a painful,
shameful, threatening, and invasive procedure that could
act as a barrier has also been reported by other stud-
ies.*3925% In Ecuador, researchers found that the Pap smear
procedure provoked a sensation of great vulnerability and
brought back memories of experiences of mistreatment
and discrimination.>® Similar barriers to Pap were found
in Peru®® and Chile.’” In addition, women in our study
perceived Pap as producing economic and time loss due
to the time taken off from work or family responsibilities,
as other studies have also shown,335738

We found that the lack of family and friends’ support
made family and work responsibilities in an additional
barrier to screening/triage uptake. Consistently, women in
Jujuy reported that an HPV + result requires family and
social support to get over subjective (fear) and institu-
tional (get an appointment) barriers, as well as to deal
with home and children responsibilities. Our results sug-
gest that these negative feelings related to Pap-based
screening as well as the perception of the procedure as
time-consuming might affect women’s adherence to tri-
age in the same way that they have affected screening
uptake and follow-up.!”*"* This highlights the need of
improving organizational aspects of gynecology services
(i.e. organizing appointment times that respond to women
needs), the importance of assuring a consultation environ-
ment respectful of women’s privacy, as well as training
health providers in communicational strategies that take
into account and are respectful of women’s cultural and
socio-economic background.

This study has some limitations. We used a stratified
sample to obtain different profiles, but in all nonprobabil-
istic samples, results may be subjected to bias. Results
may disproportionately reflect opinions from participants
who had especially negative or positive experiences.
However, women who are not regular health system users
may be less represented. Due to the small sample size and
the specific study setting, the generalizability of our find-
ings may be limited; however, it is considered sufficient
for qualitative research and clear themes emerged from
the data.

Conclusion

Lack of knowledge or misinformation of the causes of CC,
HPYV, and the triage process may be barriers to understand-
ing the result of the SC test and subsequent need for fol-
low-up and treatment.

Our findings suggest innovations to improve health
providers’ communication and increase women’s knowl-
edge about HPV testing and the role of triage are needed.
Also, health services should be organized to respond to
women’s needs and reduce access barriers to follow-up.
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