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ABSTRACT
Introduction Cervical cancer is the leading cause of 
cancer deaths among women in Malawi, but preventable 
through screening. Malawi primarily uses visual inspection 
with acetic acid (VIA) for screening, however, a follow- up 
for positive screening results remains a major barrier, 
in rural areas. We interviewed women who underwent a 
community- based screen- and- treat campaign that offered 
same- day treatment with thermocoagulation, a heat- based 
ablative procedure for VIA- positive lesions, to understand 
the barriers in accessing post- treatment follow- up and 
the role of male partners in contributing to, or overcoming 
these barriers.
Methods We conducted in- depths interviews with 
17 women recruited in a pilot study that evaluated the 
safety and acceptability of community- based screen- and- 
treat programme using VIA and thermocoagulation for 
cervical cancer prevention in rural Lilongwe, Malawi. Ten 
of the women interviewed presented for post- treatment 
follow- up at the healthcare facility and seven did not. The 
interviews were analysed for thematic content surrounding 
barriers for attending for follow- up and role of male 
partners in screening.
Results Transportation was identified as a major barrier 
to post- thermocoagulation follow- up appointment, given 
long distances to the healthcare facility. Male partners 
were perceived as both a barrier for some, that is, not 
supportive of 6- week post- thermocoagulation abstinence 
recommendation, and as an important source of support 
for others, that is, encouraging follow- up attendance, 
providing emotional support to maintaining post- treatment 
abstinence and as a resource in overcoming transportation 
barriers. Regardless, the majority of women desired more 
male partner involvement in cervical cancer screening.
Conclusion Despite access to same- day treatment, long 
travel distances to health facilities for post- treatment 
follow- up visits remained a major barrier for women 
in rural Lilongwe. Male partners were identified both 
as a barrier to, and an important source of support 
for accessing and completing the screen- and- treat 
programme. To successfully eliminate cervical cancer 
in Malawi, it is imperative to understand the day- to- day 
barriers women face in accessing preventative care.

INTRODUCTION
Cervical cancer is preventable if precancerous 
lesions are detected early and adequately 

treated. However, cervical cancer remains 
the fourth most common cancer among 
women globally, disproportionately affecting 
low- income and middle- income countries 
(LMICs) where HIV burden is high and 
screening rates are low.1 Malawi, a country 
in sub- Saharan Africa (SSA) has the highest 
cervical cancer incidence and mortality in 
the world, with an age- standardised rate of 
72.9 and 54.5 per 1 00 000 women per year, 
respectively.2 In 2019 alone, 4163 new cases 
of cervical cancer were diagnosed in Malawi 
and 2879 women died from this disease.3

In efforts to fight this deadly disease, in 
2004, Malawi implemented the single- visit 
screen- and- treat strategy for secondary 
prevention of cervical cancer, using visual 
inspection with acetic acid (VIA) to detect 
precancerous lesions and same- day cryo-
therapy to treat VIA- positive lesions amenable 
for ablative therapy.4 VIA is a visual examina-
tion of the uterine cervix after application 
of 3%–5% acetic acid to detected abnormal 
cells that could develop into cervical cancer 

Strengths and limitations of this study

 ► We interviewed women who completed the en-
tire screen- and- treat programme, including post- 
treatment follow- up, to understand their experiences 
and challenges with the programme.

 ► We interviewed seven participants who did not 
make their post- thermocoagulation follow- up ap-
pointments to understand realistic barriers that pre-
vented follow- up completion.

 ► We had an experienced qualitative interviewer (MT) 
who conducted extensive hour- long interviews that 
allowed participants to reflect and discuss their ex-
periences freely and in- depth.

 ► Selection bias is a limitation to our study as we only 
interviewed women who presented for screening 
and underwent thermocoagulation for an abnormal 
visual inspection with acetic acid result.

 ► We only interviewed participants, but not their male 
partners.
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if untreated.3 Cryotherapy is an ablative procedure that 
destroys precancerous lesions identified on VIA through 
freezing. While screening age was from 25 to 65 years 
old, the programme targeted women aged 30–45 years 
and women on HIV Antiretroviral Therapy (ART).5 
HIV negative women were screened once every 5 years 
while women living with HIV were screened once every 
2–3 years.5 However, an evaluation of the programme 
between 2011 and 2015 revealed that screening rates 
remained low at 26.5% and most VIA- positive women 
eligible for cryotherapy, never received treatment.5 The 
high running cost of sustaining cryotherapy machines left 
machines non- functional, and therefore same- day treat-
ment was often not available and percentage of patients 
who returned for treatment was low. On the other hand, 
reasons for low screening uptake are multifactorial. 
Studies from SSA have shown psychosocial barriers such 
as stigma of disease and decision- making barriers related 
to patriarchal systems, as major contributors to non- 
participation in screening.6–8 Geographical limitations 
to access has also been shown.9 In a predominantly rural 
country of Malawi, with 83% rural population,10 long 
travel distances to healthcare facilities and prohibitive 
costs of transportation are thought to be major barriers 
to accessing screen- and- treat services and attending post- 
treatment follow- up care.

To address some of these barriers, we implemented a 
pilot campaign to bring cervical cancer screen- and- treat 
services directly into rural communities. We also used 
thermocoagulation, instead of cryotherapy, to treat VIA- 
positive lesions. Thermocoagulation is an ablative proce-
dure with efficacy comparable to that of cryotherapy 
but uses portable devices and requires less resources to 
run sustainably.11–13 Along with assessing uptake of the 
services, the study aimed at exploring the experiences 
of women who underwent VIA and thermocoagulation 
as well as post- treatment barriers, including barriers to 
follow- up care and the role of male partners in screening 
and post- treatment process.

METHODS
Study site and population
University of North Carolina (UNC) Project- Malawi is a 
biomedical research institution located in Lilongwe within 
Kamuzu Central Hospital (KCH) premises and a collabora-
tion between UNC Chapel Hill, Malawi Ministry of Health 
and KCH. In 2017, we implemented a community- based 
cervical cancer screen- and- treat pilot campaign that brought 
VIA screening and same- day thermocoagulation treatment 
to four rural communities in Lilongwe, Malawi. The four 
rural communities are located outside Lilongwe city, Tradi-
tional Authority Malili about 30 km and about 1- hour travel 
from most participants’ homes to the follow- up care centre. 
The four communities were about 4 km and about 30–45 min 
travel from each other. The commonly used means of trans-
portation are bicycle taxi, motorbike taxi and minivans. 
After permission was obtained from traditional leaders in 

each respective community, we conducted educational 
talks about cervical cancer prevention through community 
meetings and invited women to access the services. We also 
used a public address system using a vehicle in the commu-
nity. On the day of screening, women who presented were 
screened for eligibility.14 Briefly, study population comprised 
of women between 25 and 49 years of age who had not had 
VIA screening in the last year, without history of hysterec-
tomy, cervical surgery or genital cancer/precancer, and were 
not currently pregnant or within 12 weeks post partum.15 
We enrolled women who had the ability and willingness to 
provide written informed consent.

Demographic information was collected and VIA 
screening with same- day thermocoagulation treatment 
for VIA positive lesions were provided. Women with larger 
lesions or suspected cancer were referred to KCH for 
follow- up. Women who received thermocoagulation were 
scheduled for 6- week and 12- week follow- up visit at UNC 
Project- Malawi study clinics located at KCH. Participants 
were required to travel to KCH on their own and reimbursed 
for travel costs on completion of the study visit.

Recruitment for the qualitative substudy took place 
at participants’ 12- week follow- up visit. For those partic-
ipants who did not present to their scheduled visit, 
community educators contacted the participants through 
phone or physical tracing to reschedule their missed 
follow- up visit. We aimed to interview both participants 
who attended their initial scheduled follow- up visit and 
those who missed their initial scheduled follow- up, there-
fore, required tracing and rescheduling. We estimated 
theme saturation at 10 interviews for each group. We esti-
mated that through observation and analysis, there would 
be no new themes after 10 interviews in each group.

Data collection and analysis
Individual in- depth interviews took place in private desig-
nated research clinic rooms at UNC Project- Malawi. 
Interviews were conducted by an experienced qualitative 
interviewer (MT) in Chichewa, the local language. The 
semistructured interviews were guided by seven domains 
of inquiry: (1) baseline knowledge of cervical cancer; (2) 
perception of cervical cancer screening; (3) screen- and- 
treat experience; (4) acceptability of pilot screen- and- treat 
programme; (5) follow- up barriers; (6) community and 
partner support and (7) attitudes towards self- sampling 
for Human Papillomavirus (HPV) testing as alternative 
primary screening method. The interviews were audio-
taped, translated and transcribed into English. Transcrip-
tions were reviewed after each interview by study staff 
allowing for modification to interview guides as needed 
to explore new subthemes and ideas that emerged.

Content analysis was used to analyse the data. The tran-
scripts were read by analysis team until the content was 
intimately familiar. A list of codes was generated based on 
identified themes from transcripts and structural codes 
that corresponded to initial interview questions. An iter-
ative coding process between three coders (JC, FL and 
AB) was conducted in NVivo V.12 until agreement was 
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reached and a codebook was finalised. Coding compar-
isons were made and coding differences were discussed 
until an agreement was reached. To ensure intercoder 
reliability, 24% of data was coded by all three coders and 
the remainder of the transcripts were each double coded. 
The intercoder reliability was above 95%. In this paper, we 
present the results of domains 5 and 6, follow- up barriers 
and role of male partners.

Patient and public involvement
No patient involved.

RESULTS
Between July and August 2017, we screened 408 women, 
30 were VIA positive, of whom 28 were eligible for thermo-
coagulation and received treatment. Ten of the 28 partic-
ipants failed to present to their scheduled post- treatment 
follow- up appointment, of whom 7 were successfully 
traced and accepted the interview. We, therefore, inter-
viewed a total of 17 women who received thermocoagula-
tion: 10 who presented for their follow- up visit and 7 who 
required tracing to complete follow- up. Data saturation 
had been reached after 17 interviews.

Demographic characteristics
The baseline demographic characteristic of the 17 partici-
pants are described in table 1. The median age was 37 years 
old. Most were in 30s and 40s age groups. The highest 

education completed was some secondary (two partici-
pants), while most had either some or completed primary 
education. Most were married in monogamous relation-
ships (11 participants), however, most also reported that 
their partners likely had other partners. Most had 2–3 life-
time partners. All were HIV negative.

Barriers to presenting for follow-up for the seven participants 
that missed their initial scheduled follow-up visit
While the screen- and- treat campaign took place in the 
rural communities, post- thermocoagulation follow- up 
took place at UNC Project- Malawi, at KCH, which was 
about 30 km and about 1- hour travel from most partic-
ipants’ homes. While participants were reimbursed for 
travel costs to the research clinic after completion of 
the visits, of the seven participants that did not make the 
initial scheduled follow- up appointment and were inter-
viewed, many cited lack of or high cost of transportation 
as the major reason for not presenting for follow- up. 
Even those who successfully attended follow- up described 
the difficulty of travel, not being able to afford fuel for 
the motor bike and the fatigue of having to journey by 
foot. Other barriers that prevented participants from 
attending follow- up included illness or having to take care 
of family members who were ill, household duties and 
misunderstanding of where to follow- up (table 2). Partic-
ipants also cited transportation as a likely reason for non- 
participation in screening services among other women 
in their communities. Furthermore, many participants 
requested that transportation be included in screen- and- 
treat programmes for those who have to travel to health-
care facilities for follow- up, referrals or further treatment.

Role of male partners
All 17 women were asked about the role of male partners 
to attending cervical cancer screening and follow- up. 
Male partners were perceived as both a barrier and as an 
important source of support by different participants.

Male partners as a barrier to attending screening or follow-up
There was agreement among participants that lack of 
male partner support could be a major barrier for women 
in their communities to attend screening in general. One 
participant reported:

Not giving his wife transport can make the woman fail…
there are some men who forbid their wives to go to the hospital 
for their own known reasons. (ID#269, age 26)

Another participant described men’s concern with 
their wives’ privacy during screening:

Sometimes some males can discourage their women to go for 
screening because of jealousy, because there is undressing in-
volved. (ID#240, age 36)

There were also patriarchal themes highlighted by 
some participants as barriers. Specific barriers partici-
pants faced from their male partners included suspicion 

Table 1 Participants demographic characteristics (N=17)

Characteristics N=17

Median age (range) in years 37 (26–50)

Age by decades

20s 2

30s 8

40s 6

50s 1

Level of education

No formal 4

Some primary 6

Completed primary 5

Some secondary 2

Marital status

Married monogamous 11

Married polygamous 4

Other 2

Partners with additional partners

Yes 11

No 2

Unknown 4

Total lifetime partners

1 partner 6

2–3 partners 10

≥4 partners 1
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towards screening and refusal to provide money or trans-
port to attend follow- up visits.

One participant reported that she relied on her partner 
for travel support:

The assistance I need [from my husband] is just transporta-
tion to get here to the clinic… the challenge is often the money 
to buy fuel to put in the motor bike to travel to the clinic. 
(ID#253 (Missed initial follow- up visit), age 48)

Another participant discussed how her male partner 
limited her ability to present for follow- up due to misun-
derstanding of the screening and treatment she received:

I was unable to come because we had misunderstandings 
with my husband, we were not on the same page…the con-
doms I was given for example, his conclusion was that I 
want to start prostitution…this time around however, he 
read the consent I was given and finished it. After he read 
it is when he now said let us go there together. (ID#329*, 
age 41)

Apparent in this quote is stigma surrounding condom 
use and its association with prostitution. It also highlights 
the general lack of understanding surrounding cervical 
cancer prevention in the community. However, it also 
illustrates that the male partner was interested in learning 
more, as he read the consent and wanted to come along 
with his partner to her follow- up appointment so he could 
understand more.

Male partners as barriers in adherence to post-thermocoagulation 
instructions
Participants were counselled to abstain from vaginal 
sexual intercourse for 6 weeks after thermocoagulation 
to minimise risk of bleeding, infection and to allow the 
cervix to heal. This was a major challenge experienced 
by participants as it required disclosure and negotiation 

with their male partners. Some felt they were obligated to 
disclose their screening result and treatment procedure 
to their partners:

I had to inform him about my results, because I was also told 
to not have sex for six weeks so he had to know (ID#239, 
age 36)

Others reported that despite initially gaining support 
from their male partners, they were ultimately pressured 
into having sex before 6 weeks post- treatment:

They told me to wait for six weeks without having sex. After 
I told my husband he asked me to say ‘is it possible for people 
who are married to stay for six weeks without having sex; 
how is that even possible?’ All I said was, that is what they 
told me. Then after 2 weeks I noticed that [chuckles] he was 
not going to manage. (ID329*, age 41)

The same participant suggested that giving women time 
to discuss with their partners before offering screening 
and treatment could help alleviate misunderstanding and 
pressure:

What you need to do when you want to conduct the screening 
is to tell people in advance when you are going to come, so as 
to give other women the chance of talking to their husbands 
about it. (ID#207*, age 32).

Male partners as source of support
Other participants reported that they felt comfortable 
sharing their screening experience and screening results 
with their male partners. This participant only told 
her husband after a positive VIA and not only received 
encouragement to present for follow- up but was accom-
panied by her husband to the visit:

When I was found with the cancer cells, I told my partner 
that I went for cervical cancer screening and I have been 

Table 2 Barriers to presenting for follow- up reported by participants who missed follow- up appointment (n=7)

Participant and age Reason for missing follow- up appointment Quote

ID#116 age 33 Recovering from Malaria and her child’s illness ‘I failed to come because as I said earlier on, I had malaria.’

ID#180
age 31

Sick child, no transport, busy in garden, 
husband was on leave

‘So, on the date when they said I should go, I failed because one of my children was sick 
and I did not make it to the hospital.’

ID#207 age 32 Meeting/coordination misunderstanding, lack of 
transportation, mother was sick

‘I did not manage to come as I went for a very important meeting at Malili…. my in- 
law was sick and admitted at KCH because she had a stroke, it was not possible for 
me to come on that day. I came on another day and I was told that ‘if you missed your 
appointment then you cannot be helped as the doctors are not available’, so I went back 
and I never went there again.’

ID#253 age 42 Lack of money to buy fuel for transportation ‘Money was a challenge to buy fuel to get to Pingu, because where we stay is far to reach 
Mpingu, yes that’s why we failed to come here. Even the first time that we came here, 
when we were returning, we walked a long distance on foot. So, I felt very weak in my 
body.’

ID#329 age 41 Partner denied support and did not provide 
transportation

‘When I went home, I explained to my husband but we did not seem to agree on what to 
do …whenever I asked for transport, he used to refuse and say ‘there is something you 
want to do there and not for the medication’ so it was hard for me to come.’

ID#351 age 49 Misunderstanding about where to follow- up, 
transportation

‘when I was referred to come here, I did not know that I was supposed to come here. I 
went there at Ethel Mutharika…’

ID#385 age 39 Did not feel need to come back she was told 
she did not have precancerous cells based 
on pretreatment biopsy results and received 
treatment for chronic cervicitis.

‘they showed that I did not have cancer, but it was another disease. They told me that they 
will inject me and then give me some oral medicine and they said I should come back 2 
October. It is on the 2nd of October that I did not come to my scheduled appointment and 
from what I saw, I said to myself that what I had asked God to do for me was fulfilled and 
I was fine.’
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found with cancer cells. I told him what happened and he 
said ‘Go there, this is a fatal disease, and we are lucky that 
they have found it at this earlier stage when it can be treated. 
It could be difficult for us if you were very sick.’ We came 
together here, and he is outside there. (ID#351*, age 49)

In fact, several participants reported that their male 
partners attended the follow- up visits with them:

My husband and we come together just as you can see. He 
is happy that doctors came and found me with the disease 
which is a rare thing…He thinks it is important that we 
should be coming to the hospital to get help as long as we 
survive. (ID#233, age 40)

Some male partners showed understanding of the 
concept of screening to catch a disease while it is still 
treatable, encouraging screening behaviour:

He says that the health workers have done well to come to our 
community because they have revealed the hidden disease. If 
we had waited till when I started showing signs of the disease 
it would have been impossible to get healed. (ID#269, age 
26)

Overall, most participants who managed to attend 
the follow- up visit reported some level of male partner 
support that helped them attend the follow- up visit, and 
all participants expressed that male partner support 
could assist in cervical cancer prevention.

Male partner involvement in cervical cancer prevention
When asked if male partners should be more involved 
in cervical cancer secondary prevention, overwhelm-
ingly all participants were supportive of that idea. Partici-
pants reported wanting male partners to understand and 
help keep their wives healthy, wanting help with paying 
for or obtaining transportation, wanting men to take 
responsibility and not be promiscuous themselves. One 
participant compared cervical cancer screening to family 
planning initiatives:

I think [male partners] should [be involved with cervical 
cancer screening], it is the same as family planning, even 
the government is encouraging the men to let their wives 
use family planning so that by the time they have another 
child, the first one will be grown enough. Mainly I think 
the problem is illiteracy or lack of knowledge, especially in 
the villages. That is why the health personnel nowadays are 
putting an emphasis on the men because they have a big role 
to play in the health of their women. It is the same with cer-
vical cancer, the man is supposed to encourage his wife to go 
for screening. If the woman gets sick, it is the man who will 
struggle and it is him who will have to spend his money for 
her to get better. (ID#385*, age 39)

This participant also felt that men should be educated 
and counselled on this topic so that they can be encour-
aging of cervical cancer screening- seeking behaviour and 
that screening is a good financial investment:

They need to be enlightened that cervical cancer is very danger-
ous and that what they need to do is to encourage their wives to 
go and get screened for cervical cancer. They need to be reminded 
that when a child or when the woman is sick, they are the ones 
who suffer in taking care of them. They end up using money 
which could have been used for something else in the process 
of making sure the women get better. So, in order to save their 
money, they should encourage their wives to go and get screened 
for cervical cancer. (ID#385*, age 39)

All but two participants voiced that male partners 
should accompany women to screening and/or follow- up 
visits to help with transportation but also to be counselled 
together.

If he can be accompanying me to the hospital, he can be pres-
ent when I am being screened for cancer, and we can be coun-
selled together. In this way he can know what causes cervical 
cancer and how it can be prevented.*(ID#180*, age 31)

Of the two who did not agree, one participant did not 
comment further. The other reported that men should 
not be at the screening because they would not want male 
doctors:

Men should not be there because it was mostly male doctors 
who were screening us. Do you think a man would allow 
another man to do tests on his wife? (ID#329*, age 41)

Some participants inquired if male partners can also be 
screened so that the burden can be shared and male part-
ners would be more understanding and supportive:

I told [my husband] that it was just unfortunate that only 
women were being screened for cancer. I feel it could have 
been better if the men were also screened because they said 
that the viruses are transmitted to the woman from the man 
(ID#207, age 32)

When asked how to best reach men, all participants felt 
strongly that healthcare providers play an active role in 
reaching out to men and providing the same counselling 
and encouragement for screening as participants them-
selves received:

I think it would have been better that when you come for 
screening… you encourage the women to take their husbands 
as well so that as you are teaching the women about cancer, 
the men should also hear that message. For them however, 
you would encourage them to take their wives for cancer 
screening. (ID#385*, age 39)

Other participants shared they would like healthcare 
workers to specifically counsel male partners on how to 
support women after thermocoagulation treatment.

They should be taking part on following the instruction 
about refraining from sex for a month…They should also 
know that they are required to give us the transport…You 
can explain to them for most of them have women in their 
homes so they should be able to understand the dangers in-
volved. No man would want his wife to die and leave him 
with kids. (ID#269, age 26)
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Some participants suggested reaching out to village 
chiefs to mobilise men to be educated:

…like going through the chiefs to mobilize men for you and 
have them sit down and teach them just like how you did 
with us. They should understand the problems associated 
with this disease (ID# 245, age 30)

Discussion
Our findings showed that transportation was a major 
barrier to adherence in attending post- treatment follow- up 
appointments among women in our study. Furthermore, 
male partners were perceived as both a barrier for some 
and as an important source of support for others when 
completing the screen- and- treat programme. Therefore, 
creasing the improving the availability of transport and 
improving partner involvement in cervical cancer preven-
tion and treatment may help improve cervical cancer 
screening and adherence to follow- up appointments 
among women with abnormal VIA results.

Despite addressing barriers of access by providing 
community- based screening and same- day treatment, 
participants still faced major hindrance with presenting 
for post- treatment follow- up. The overwhelming diffi-
culty for women who missed their initial follow- up visits, 
requiring tracing and rescheduling, was the long- travel 
distance and prohibitive cost of transportation. Partici-
pants who did not miss their follow- up appointments, also 
reported similar barriers. This has been echoed in many 
studies of screening access in LMIC.16

The nature of post- thermocoagulation care requiring 
sexual abstinence and attending additional follow- up 
visits at healthcare facilities also inevitably posed barriers 
at home with male partners. Participants felt that they 
were put in positions to negotiate sexual abstinence for 
post- treatment and seek transportation money from their 
male partners to attend follow- up. These findings are 
similar to other studies in Malawi.17 The limited decision- 
making capacity of women regarding their own health in 
a patriarchal system poses difficulty for screening uptake 
and completion. In many Malawian societies, family deci-
sions including health decisions, are spearheaded by 
male partners.18 If male partners have concerns about 
health procedures, they are often unwilling to provide 
moral support and financial assistance.19 For example, 
one participant described her partner’s negative reac-
tion to condoms. Stigma surrounding condoms is often 
associated with prostitution.20 It is unusual for women to 
be found with condoms, and the situation is often met 
by men with mixed reactions with most men associating 
condoms with promiscuity.21

Participants also expressed appreciation for support 
they received from male partners, especially encourage-
ment and financial support for attending follow- up. Some 
men even accompanied their wives to the follow- up visit 
to learn more. This is consistent with studies that show 
increased screening uptake with male partner involve-
ment.17 Furthermore, a lack of knowledge on cervical 

cancer prevention among men have potential negative 
influence on uptake of the services, particularly in rela-
tion to women receiving permission and financial assis-
tance to undergo screening and treatment.22 It is evident 
from these findings that that male partners have poten-
tial to be a strong positive influence on women’s health 
seeking behaviour. Therefore, it is not surprising that 
almost all participants expressed desire for more male 
partner involvement with cervical cancer screening and 
urged healthcare workers to play a more active role in 
educating and counselling men regarding the disease.

Future cervical cancer screen- and- treat campaigns 
should continue to address transportation barriers 
to access. This could include providing free or low- 
cost transportation to healthcare facilities or schedule 
follow- up visits to occur in the community. Male partner 
support can be harnessed for cervical cancer prevention 
and education of men on cervical cancer screen- and- 
treat methods should be prioritised in future campaigns 
to promote spousal support during the screening and 
treatment processes. While there is room for community 
leaders to encourage men involvement in cervical cancer 
prevention, per participants of this study, healthcare 
workers should take an active role in reaching out to men 
as well.16

A limitation of our study is that we gathered the opin-
ions of the women who had abnormal VIA results and 
underwent same- day thermocoagulation treatment, 
which may have affected their perceptions and opinions 
about cervical cancer screening. This study does not 
capture the perspectives of male partners of women who 
did not participate in the screening, who had normal VIA 
results or those who were lost to follow- up. In addition, 
we did not interview their male partners to understand 
their perceptions towards some of the barriers and their 
role in women’s health when it comes to cervical cancer 
prevention and treatment. However, interviewing women 
who required completion of the screen- and- treat algo-
rithm and follow- up appointments allowed us to explore 
barriers with adherence to post- thermocoagulation 
instructions specifically need to abstain from sexual inter-
course for 6 weeks and also with adherence to follow- up 
visit appointments. Nevertheless, further studies should 
include interviewing men to capture their knowledge 
about cervical cancer, particularly their opinions about 
how they feel about the recommendations after thermo-
coagulation and how that influences their decision to 
support women to present for follow- up visits at a referral 
health facility after abnormal VIA results.
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