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Abstract
Background: Women with behavioral health (BH) conditions (e.g., mental illness and substance abuse) receive fewer
cervical cancer (CC) screenings, are diagnosed at more advanced cancer stages, and are less likely to receive specialized treatments. The aim of this study was to identify barriers that healthcare providers face in providing CC screening
to women with BH conditions.
Methods: Guided by the Consolidated Framework for Implementation Research, we conducted four focus groups in
North Florida with 26 primary care and BH clinicians and staff to examine perceived barriers to CC screening among
their patients with BH conditions to guide the future development of a tailored cervical cancer screening and followup intervention. Thematic analysis was used to analyze verbatim transcripts from audiotaped focus groups.
Results: Three main themes of barriers emerged from the data: 1) BH conditions related barriers included a history
of trauma, stigma and discrimination, and uncontrolled comorbid conditions, 2) System level barriers related to lack
of integration between BH and primary care, and 3) Similar barriers to the general population including lack of health
insurance, insufficient processes to send out reminders, and challenges with communicating with patients.
Conclusions: Tailored CC screening interventions that address the unique needs of women with BH conditions are
needed. Strategies that address improving trust between patients and healthcare providers, identifying avenues
to improve receipt of screening during time-limited clinical visits, connecting BH and primary care providers, and
addressing the social determinants of health have potential to improve CC screening rates for women with BH
conditions.
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Background
Cervical cancer mortality is preventable through early
detection via recommended screening [1]. A significant
decline in cervical cancer deaths is largely credited to
early diagnosis resulting in identifying cervical abnormalities at the pre-cancer or early cancer stages where
treatment is most successful [2, 3]. Despite success in
lowering the cervical cancer mortality rate, disparities
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in cervical cancer mortality continue to persist among
underserved populations [4, 5]. Growing research also
demonstrates that women living with chronic conditions are less likely to be up to date with cervical cancer
screening [6–8].
Mental health and substance use disorders, collectively
referred to as behavioral health (BH) disorders by the
Substance Abuse and Mental Health Services Administration (SAMHSA) are unfortunately common [9]. People living with behavioral health (BH) conditions (mental
health and substance use disorders) are more likely to die
of cancer despite having comparable cancer incidence
rate to the general population [10, 11]. The lower cancer survival rates among people with BH conditions are
likely a result of lower cancer screening rates, leading to
more advanced-stage diagnoses [12, 13]. Women with
BH conditions are significantly more likely to be diagnosed at later stages and have lower cancer survival rates
compared to women without BH conditions [14]. Despite
the disparities, a recent systematic review to identify
interventions to encourage cancer screening among people with BH conditions found no studies focused on this
population [15]. It is imperative to better understand barriers to cervical cancer screening to inform the development of targeted and tailored interventions for women
with BH conditions.
Access to care is a well-established barrier for cervical
cancer screening, however, despite high rates of healthcare utilization, women with BH conditions do not regularly receive recommended cervical cancer screening [16,
17]. While inconsistent across studies, likely due to the
diversity of conditions included within BH conditions,
barriers to providing cervical cancer screening to women
with BH conditions include low knowledge of cancer
among patients, provider negative attitudes towards
mental illness, patient challenges with processing information, potential for screening process to exacerbate BH
symptoms, poor relationships between staff and patients,
travel difficulties, lack of clinician training on how to
manage people with BH conditions, and high healthcare
costs [18–22]. Moreover, a lack of integration between
BH services and primary care leads to uncoordinated
care and gaps in knowledge of overdue preventative services which is a systemic barrier to coordinating cancer
screenings for individuals with BH conditions [18, 19].
Miller et al., explored challenges to providing both
breast and cervical cancer in a community-based healthcare system and two teaching hospitals that provide mental health services. The study’s findings were focused
more on breast cancer (mammography) screening barriers than cervical cancer screening barriers [19]. The study
highlighted that lack of engagement and communication
between BH health and primary care providers was a
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barrier to providing breast and cervical cancer screening
[19]. The study however was conducted in 2007 and did
not focus on the mechanisms which serve as a barrier to
providing in-clinic cervical cancer screening to women
with BH conditions [19].
The aim of this study is to examine provider perspectives on barriers to providing cervical cancer screening
for women with BH conditions. The study was informed
by the Consolidated Framework for Implementation
Research (CFIR), a framework used in implementation
science to systematically assess potential barriers and
facilitators in the process of developing theoretically
informed evidence-based interventions [23, 24]. The
CFIR framework has five major domains: intervention
characteristics, outer setting, inner setting, characteristics of individuals who are involved, and the process of
implementation. Each of the domains contains conceptual elements also known as constructs. For example,
the domain of outer setting includes the constructs of
patients’ needs and resources, and the domain of inner
setting includes constructs of structural characteristics,
networks and communications, climate, and culture [24].
The CFIR was used in this study because it provides a
pragmatic structure to guide formative research that can
be applied when developing interventions.

Methods
Study design

This study utilizes qualitative focus group data from
a larger mixed method study, Project CONTINUITY:
CONnecTing hIgh risk aNd Underserved Individuals To
care in the communitY, which aims to identify cancer
screening priorities, and develop corresponding cancer
screening and linkage to care interventions for women
with BH conditions in North Florida. Focus groups with
healthcare providers and staff were conducted between
June, 2020 and November, 2020 remotely using Zoom
because of the Coronavirus Disease (COVID-19) pandemic. Focus groups were conducted at primary care and
BH facilities that serve women with BH conditions. We
concentrated on primary care providers because they
provide an estimated 50% of care for common psychiatric
disorders. In addition, we wanted to focus on BH safety
net providers because this is a potential avenue to identify women eligible for evidence-based cancer-screenings
and to make referrals to primary care providers [25]. The
use of focus groups allowed for exploration of personal,
relational and collective experiences through group interaction [26].
Participants

Four focus (FG) groups were conducted among 26 clinicians (e.g., physicians, physician assistants, and nurses)
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and clinical staff. Purposive convenience sampling was
used to recruit healthcare providers who serve women
with BH conditions in primary care (academic and community clinics) and behavioral health clinics. One FG of
primary care (PC) providers was made up of representatives from three clinics that were part of the same department in a large academic health center. Individuals were
recruited after engagement with and permission from
each clinic’s leadership. Each focus group ranged in size,
(BH FG 1, n = 6, BH FG 2, n = 5, BH FG 3, n = 5, and PC
FG 01, n = 10). The number of participants was appropriate and manageable in terms of insuring all participants
had opportunity to contribute to the discussions.
Procedure

The University of Florida Health Science Center Institutional Review Board (IRB#202,000,767) approved this
study. Focus groups took place during breakfast or lunch
hours to minimize interruptions to the clinical workflow.
The focus group interview questions were guided by the
CFIR, because of its emphasis on examining the influence of personal, organizational, and external factors
in the implementation of new interventions [24]. Participants were asked to share barriers to cervical cancer
screening and linkage to care specific to serving women
with BH conditions. Table 1 outlines the question about
barriers along with follow-up probes that were used during the focus group interviews co-author SZ facilitated
focus groups with the help of research coordinators.
Data analysis

All focus groups were transcribed verbatim and de-identified during transcription. Two authors (RM and SZ)
independently coded the transcripts, focusing on participant discussions of barriers to providing cervical cancer
screening to women with BH conditions. The study team
followed the process of thematic analysis outlined by
Clarke and Braun, 2014 [27]. First, the study team familiarized themselves with the data through reading and

rereading the transcripts. Then, the domains and constructs of the CFIR were used as a guide to systematically
code the data [24]. Coding was conducted in three cycles.
First, line by line coding was used to identify quotes that
highlighted barriers to screening in each focus group
transcript. Second, topic codes were generated by each
coder independently. Then, the salient codes characterized by mention in more than 3 focus groups were used
to group each of the barriers. The coding team met to
resolve discrepancies in coding and interpretations of the
data and to discuss salient topic codes. The salient codes
were associated with the CFIR domains of outer setting,
inner settings, and characteristics of individuals [24].
Although coding was informed by the CFIR domains, we
did not limit identified codes and responses from participants to the domains and constructs. After coding was
complete, similarities in the coded quotes were identified to find patterns of semantic meaning and concepts.
Codes that were related were clustered together to form
themes to tell the story.

Results
Participants

The majority of participants were female (n = 23, 85%),
White (n = 14, 53.8%), and non-Hispanic (n = 23, 88.5%).
A large percentage of participants were physicians (n = 9,
34.6%), followed by leadership/administrators (n = 5,
19.2%), and nurses (n = 4, 15.4%). Most had a medical degree (n = 10, 38.5%), followed by master’s degree
(n = 7, 26.9%). Table 2 outlines participant demographic
characteristics.
Themes

The findings from the focus groups are presented for
each theme and sub-theme. The quotes from participants are presented verbatim, however, names are
redacted to maintain participant confidentiality. Identification codes are presented for each focus group (FG) by
type of providers interviewed (BH = behavioral health,

Table 1 Question on barriers to cervical cancer screening and follow-up probes
What are some of the barriers for cervical cancer screening for this vulnerable population?
Healthcare system (external), clinical
(internal) barriers

Insurance/Cost—To what extent is the cost a barrier? Because the insurer might not cover the care?

Infrastructure/Ability:

Reminders/EHR and IT/ time/ priority of cancer vs. other acute problems

Access to services

Women’s access to services including scheduling and transportation? Geographic movement of patients
across healthcare systems?

Other Social Determinants of Health for
this population?

Cell phone/internet access?
To what extent is patient trust a barrier for cervical cancer screening?
Patient knowledge of / prioritizing preventive screenings
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Table 2 Demographic Characteristics

Sex (% female)

All n = 26

Leadership n = 5

Physicians n = 9

Nurses (n = 4)
(APRN = 2, RN = 2)

Other Clinic
Staffa (n = 8)

88.5%

100.0%

66.7%

100.0%

100.0%

Race
Asian

11.5%

20.0%

22.2%

–

–

Black or African American

26.9%

20.0%

–

50.0%

5/8

White

57.7%

Other

3.8%

60.0%

66.7%

50.0%

3/8

–

11.1%

–

–

Ethnicity
Hispanic/Latino

3.8%

Not Hispanic/Latino

92.3%

No response/missing

3.8%

–

11.1%

–

–

100.0%

77.8%

100.0%

100.0%

–

11.1%

–

–

Education
Some college

3.8%

–

–

25.0%

–

Associates

3.8%

–

–

25.0%

–

Bachelors

19.2%

–

–

–

5/8

Masters

26.9%

80.0%

–

25.0%

2/8

–

–

25.0%

1/8

20.0%

100.0%

–

–

Doctorate
MD
a

7.7%
38.5%

Other Clinical Staff: Counselor/health specialists n = 3, Case Managers n = 3, Social Worker n = 1, Clinic Staff n = 1

PC = primary care). Three main themes emerged from
the data: 1) BH conditions related barriers, 2) System
level barriers related to BH care, and 3) Similar barriers
to the general population. The results are organized by
theme. Table 3 outlines CFIR constructs and domains in
relation to the themes presented.
1) BH conditions related barriers
Healthcare providers cited that patients’ BH conditions are a barrier to providing cervical cancer screening. BH conditions are perceived to impact cervical
cancer screening in three ways: (1) a history of trauma
is a barrier to communication and results in lack of trust
between patients and healthcare providers, (2) stigma
and discrimination towards BH conditions prevents
patients from seeking primary care services, and (3)
uncontrolled BH conditions limits time for preventative
services.
A history of trauma (CFIR construct: characteristics
of individuals)

Trauma was recognized as a barrier to cervical cancer screening by both primary care and BH providers.
Women with BH conditions that have a history of sexual
trauma, experience stigma and shame associated with
their trauma which serves as a barrier to communication
about cervical cancer screening. BH providers emphasized the dimension of trauma as a barrier to care.

BH providers shared: Trauma is a really, really
- it just follows along with substance use, whether
you have it before or it comes from use, trauma is
a big part of it. And a lot of our female clients have
a lot of sexual trauma, a lot of sexual trauma. And
it’s really hard for them, you could tell just talking
about - they don’t want to even - a lot of them, it’s
hard to even discuss (cervical cancer screening).
(BH_FG_01)
Another provider added: And there’s a shame
associated with it. Going back to a barrier, sometimes it’s that self-shame can be a barrier, just don’t
want to talk about it. The trauma itself could be the
barrier. (BH_FG_01)
Stigma and discrimination (CFIR Construct: inner setting)

Stigma surrounding mental health was cited as a barrier
to accessing preventive cancer screenings. Healthcare
providers sited that their patients have recounted experiences of discrimination and mistreatment from non-BH
providers. One provider voiced:
… I’ve had a couple in the past week who’ve said
things like they tried to go to emergency room for
something, and they were treated like a "drug addict"
and they hated that because they’re in a program,
they’re trying to get help, their lives are in recovery,
and yet, because they’re on methadone or Buprenor-
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Table 3 CFIR Constructions in relation to themes presented
Theme

CFIR domain

Sub codes associated with domain Example Quotes

CFIR Construct: Characteristics Of Individuals
  BH conditions related barriers

Other Personal Attributes

•A history of trauma

• “Some women have – with behavioral
health have maybe had traumatic experiences in the past, whether it’s physical or
sexual abuse. And so that is a very difficult
topic for them to sort of broach and be
comfortable with.”(PC_FG_01)

•Uncontrolled comorbid conditions

• “If they are in a situation where they are
experiencing severe depression or severe
anxiety, they don’t have the ability to
literally leave the house to get any services
or—that’s [cervical cancer screening] not
their even primary concern.” (BH_FG_01)

CFIR Construct: Inner Setting
BH conditions related barriers

Culture

•Stigma and perceived discrimination • “There’s absolutely a stigma that’s associated with the clients—our clients, our residents seeking outside medical care, and
then being open and honest about their
history, the fear that maybe a provider will
deny to treat them because of that history
and the risks associated with it. It’s hard.
It’s most certainly hard.” (BH_FG_01)

System level barriers related to
BH care

Structural Characteristics

•Lack of integration between behav- • “Still have trouble at {our primary care
ioral health and primary care services site} communicating between that group
(BH providers) given some of the firewalls
that exist.”(PC_FG_01)

Similar barriers to the general
population

•No process to send out reminders

• “One thing that’s not automatic is letting
them (patients) know when the next one
(screening) is due.” (PC_FG_01)

CFIR Construct: Outer Setting
Similar barriers to the general
population

Patient Needs and Resources •Lack of health insurance

•Communication Challenges

phine or even Vivitrol, they are considered lower or
like sub-standard people. I mean it’s very sad. And
I’ve heard that throughout my career with this clientele, but specifically recently it’s happened a lot.
(BH_FG_01)
Stigma and discrimination experienced by patients
with BH conditions leads to lack of trust especially with
new healthcare providers. One participant added:
.. I think going along with the trust issues, a lot of our
patients have schizophrenia or they can be extremely
paranoid, so it takes a long time for them to build up
trust (BH_FG_03)
Another provider added: I would say so. Just in
general yes, there can be a mistrust because of things
that I’m sure that has happened in the past or something that they have heard from a family member
about their experience, that fear comes into play

• “Well, one definite barrier we see here
a lot is the lack of health insurance.”
(BH_FG_03)
• “Either we cannot get them on the phone
or their phone’s been disconnected, or stuff
like that.” (PC_FG_01)

and then you find that there’s mistrust. But I think
the biggest and the most important thing when it
comes to trying to get our clients out for screening, or
trying to do screening overall is, of course, trust must
play a big part. But it’s more with the clients themselves and their primary care physician. I think the
trusts are there. And if the client trusts their primary
care physician to order something that is needed,
they may have enough trust to move forward getting
those screenings... (BH_FG_031)

Uncontrolled BH/ chronic conditions (CFIR construct:
characteristics of individuals)

Participants with uncontrolled conditions with symptoms like depression or severe anxiety prioritize their
acute symptoms over preventative healthcare services
like cervical cancer screening. One provider shared
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how unstable BH conditions can limit patients from
accessing healthcare:
I think an additional barrier for quite a number of
patients that I’ve encountered, especially near the
beginning of their episode of care with us, is lack of
mental healthcare. If they are in a situation where
they are experiencing severe depression or severe
anxiety, they don’t have the ability to literally
leave the house to get any services or - that’s not
their even primary concern. They’re just mentally
not able to attend to that. Their first need is mental health stability. (BH_FG_01)
When patients do access healthcare services, the
management of uncontrolled medication conditions
and acute concerns represent urgent priorities overshadowing the need to address preventative services
during time-limited visits. One provider stated:
I agree that they [patients with BH conditions]
often come in crisis, and the other issue is that
the – depending on the severity of their behavioral health issues, the time spent even at a schedule visit, to address not only that but the impact
of the behavioral problem on other comorbidities,
like diabetes, hypertension consumes much of the
time in a visit. And the pelvic exam – and we can
get into this as it’s conventionally thought of, is
thought of as time consuming and needs preparation. So you really need a perfect – a perfect situation where the behavioral health issue is stable,
controlled. The comorbidities are stable and the
patient’s – really the key agenda for that visit is
yes, it’s a wellness visit or a gynecologic exam visit
to get it done. That’s tricky. (PC_FG_01)
Healthcare providers shared that it is challenging to
schedule follow-up care for preventive services. One
provider shared:
When a patient is here and they have all of these
chronic issues and they want to talk about that,
they don’t necessarily want to say, “Okay, I’ll
schedule that the next visit.” And then the next visit
comes around and they’ll push it back. So, they
will want to push forward. (PC_FG_01)
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Lack of integration between behavioral health and primary
care services (CFIR Construct: inner setting)

The lack of integration and communication between
behavioral and primary care services was cited as a barrier to identifying and following up with women in need
of screening services. One focus group participant shared:
And I think part of it is a little bit more of an all
hands on deck where there is more communication
between mental health and primary care, and we,
you know, still have trouble at {our primary care
site} communicating between that group (BH providers) given some of the firewalls that exist. And
I think, you know, oftentimes they’re not thinking
about those issues when they’re seeing them, but
then that may be the only contact that the particular patient’s getting. They’re kind of off of our
radar... (PC_FG_01)
3) Similar Barriers to the general population
Barriers mentioned during focus groups interviews
that are similar to documented barriers in the general
population included (1) lack of health insurance, (2) no
process to remind patients about cervical cancer screening, and (3) challenges communicating with patients.
Lack of health insurance (CFIR Construct: outer setting)

Lack of access to health insurance was cited as a barrier
to providing cervical cancer screening. One provider
shared:
A huge barrier that we see is the financial ability
to afford it…[staff member] is one of our uninsured
workers. So, she works with a lot of clients that
obviously don’t have insurance, but it’s generally
have no job, no income of any sort. (BH_FG_02)
Even among patients who are insured, there is concern of incurring out-of-pocket costs associated with
screening. One provider added:
I also have patients who are worried about cost a
lot and often I don’t have that information, whether
their insurance will cover it. So sometimes they want
to call their insurance, which sometimes doesn’t
happen. But that’s been a barrier too (PC_FG_01)

2) BH specific System level barriers
Healthcare providers shared that lack of integration
between BH and primary care services was a barrier
to providing or referring patients to cervical cancer
screening services.

Lack of adequate process to send reminders (CFIR Construct:
inner setting)

Healthcare providers also addressed difficulties in contacting patients to send screening notifications and
reminders:
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One thing that’s not automatic is letting them [patients]
know when the next one [screening] is due. So you
asked about how do patients – do patients recognize
like when they’re due for it? That’s an area that is provider dependent for us to write that in. (PC_FG_01)
Even for patients who are engaged in care through primary care visits, there is a lack of robust reminder system
making it challenging to schedule follow-up visits.
Another thing I would add is sometimes some patients,
it seems that they go – each visit is sort of a crisis and
you deal with that and then that takes up the entire
visit and you sort of get – you lose the health maintenance aspects. And as we’ve already said, you know, our
system doesn’t have robust reminders. We have to look
to see if people are up to date with things, and sometimes in most settings that gets missed. (PC_FG_01)
Communication challenges (CFIR Construct: outer setting)

Healthcare providers shared that some patients’ lack
communication resources preventing them from successfully communicating with patients. One provider shared:
Yeah, a lot of times, they won’t have cell phones or
they get a different cell phone quite frequently or we
lose contact. And we have a lot of individuals that are
homeless, and by that, I mean, yeah, they’re CouchSurfing with different friends. Our homeless shelter’s currently close. So, all of those individuals are
in hotels in the city and we might lose track of where
they’re at, how to reach them, especially if you don’t
have a cell phone. And then, they just don’t follow a
lot because they can’t be reminded of appointments or
they can’t be called for the specialized to be told, "Hey,
you have an appointment on this day at this time. So,
it’s just the inability to reach them. (BH_FG_02)
Healthcare providers serving patients in rural areas cited lack
of access to reliable internet or cell phone service as a barrier to
communicating with patients with limited resources.
A lot of our clients don’t have access to it [internet]. I
mean there are a lot that do, but many people don’t
have the ability to have even Wi-Fi so they can use
like Zoom or anything like that. They’re just struggling financially, and they don’t have - even in rural
areas, especially (BH_FG_01)

Discussion
This study provides important insight on barriers to
providing cervical cancer screening to women with BH
conditions in clinical settings. The findings revealed that
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trauma, uncontrolled BH conditions, stigma and discrimination, lack of integration between BH and primary care,
and lack of robust processes to send out reminders are
specific barriers to providing women with BH conditions
cervical cancer screening. Similar barriers to the general
population included lack of health insurance and communication challenges.
A history of trauma, especially sexual trauma, is a barrier to providing cervical cancer screening. A history of
sexual trauma is associated with co-occurrence of BH
conditions [28]. Women with a history of sexual trauma
such as sexual abuse are less likely to be screened for
cervical cancer [29]. The lower likelihood of screening is
associated with anxiety, fear, and shame associated with
the gynecological procedure [30]. Healthcare providers shared that building rapport with patients who have
a history of sexual trauma was key to building trust.
Trauma informed care and training is needed to improve
trust between primary care providers and women with
BH conditions [31–33].
Stigma related to BH conditions may influence provider social judgements about patients, negative attitudes
and treatment of patients that lead to low prioritization
of equitable care [34, 35]. For example, stigma may lead
healthcare providers to assume that people with BH conditions may not be able adhere to recommendations (e.g.,
follow-up if an abnormality is detected) due to their BH
conditions [36–38]. People with BH conditions report
being the target of stigmatizing attitudes and behaviors
related to having a BH diagnosis [39–41]. A study using
vignettes of patients found primary care providers had
significantly higher negative attitudes (stereotyping and
attribution of health challenges to mental illness) towards
patients with schizophrenia [42]. The reports of discrimination from healthcare providers explains findings
that patients lack trust in their providers [43, 44]. Our
findings call for efforts to minimize stigma of BH conditions amongst healthcare providers to help improve trust
between patients and healthcare providers [45, 46].
Despite access to general preventative care, utilization of
primary care services is not associated with meeting cervical cancer screening recommendations among people
with comorbidities [17, 47, 48]. For example, women with
comorbidities are diagnosed at later stages of cancer [9,
49–51]. Studies have found rates as high as 80.7% of physical health comorbidities among people with BH conditions
[52, 53]. Our study provides an explanation to findings
from previous studies. Pre-existing conditions (both BH
and chronic medical conditions) are a barrier to screening because addressing uncontrolled symptoms overshadows the ability to perform cervical cancer screening during
time-limited visits. The short length of time of primary
care visits is associated with decreased prioritization and
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provision of screening for several conditions including
blood pressure, depression, and cancer [54–56]. There is a
need to address the time constraint barrier that prevents
healthcare providers from conducting preventative services
during time-limited clinical visits.
Healthcare providers shared that a lack of integration
between BH and primary care services, a lack of a system to identify women who are due for screening, lack of
follow-up, and lack of resources to support women with
limited access to care were barriers to providing cervical cancer screening. Integration between BH care and
primary care is associated with improving concordance
of chronic disease treatment and receipt of preventative
health services including cancer screening among people
with BH conditions [57]. Since cervical cancer screening
is a service provided at primary care settings, integration allows communication between BH providers and
primary care to facilitate identifying women in need of
screening or due for follow-up care.
Out of pocket expenses and the lack of access to health
insurance are well cited structural barriers to cancer
screening [58, 59]. For patients with BH conditions, lack
of health insurance is a major barrier to care [60]. Medicaid is a major insurer for people with BH conditions,
however the state of Florida did not expand Medicaid
eligibility [61]. In addition to lack of access to health
insurance, limited charity care resources in the area further exacerbate lack of access to screening services. Even
for patients with insurance, healthcare providers shared
that patients were not aware of their plan coverage and
worried that their insurance would not cover the screening. Patients were also reported to experience challenges
with contacting their insurance about coverage questions
highlighting a need to assist patients with navigating
and understanding their insurance benefits. The Florida
Breast and Cervical Cancer Early Detection Program
(FBCCEDP) should be recommended to uninsured eligible women as a free or low cost avenue to access screening [62]. Women may have to travel long distances to
access the FBCCEDP as the program is only available in
specific counties [62]. Supporting evidence supports our
findings that clinicians lack systems to support identification of patients who are due for cervical screening and
follow-up [63]. Patient reminders in the form of letters,
text messages, using mobile applications are strategies
that have been found to increase cervical cancer screening and follow-up rates [64–66]. Provision of communication tools alone is insufficient to overcoming barriers
to communicating. Patient communication preferences,
level of digital literacy, and stable housing need to be
considered in interventions that address communication
challenges between patients and healthcare providers
[67–69].
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Although our study contributes to the scarce research
soliciting provider identified barriers to cervical cancer
screening, findings must be considered with respect to
some limitations. First, we conducted a total of four focus
groups a higher number of focus groups would likely provide more contextual understanding of barriers [70]. The
use of purposive sampling was both a strength and weakness of this study. Purposive sampling was a weakness
because it limited our ability to examine variability across
a wide range of types of clinical practices (e.g., emergency room departments, urgent care facilities). Purposive sampling was a strength because our participants
included nurses, caseworkers, and others who regularly
provide care to patients with BH conditions resulting in
facilitating a broader understanding from a diverse group
of healthcare providers who serve patients in settings
with similar clinical workflow allowing for the development of targeted interventions for the specific clinical
practices in the future. Difficulties with recruiting diverse
provides coupled with the voluntary nature of participation of healthcare providers may have resulted in selfselection bias therefore results are limited to providers
from the clinics that participated in the focus groups. The
group dynamics during focus group may have influenced
participant responses [71]. We limited “group think” by
soliciting additional contributions from each participant
and encouraged participants to share novel responses as
well as build upon existing conversations. Lastly, while
lack of insurance coverage was identified as a barrier to
cervical cancer screening by study participants, we did
not review the patient insurance demographics of the
participating providers. Qualitative studies are important
for understanding context, increasing understanding,
and generating hypotheses. Future work should improve
upon the sampling and methodological approach and
include perspectives from both healthcare providers and
patients.

Implications for practice
Designed interventions to improve cervical cancer
screening among women with BH conditions should
consider strategies to improve trust between patients
and providers, support BH and chronic condition management, and improve communication systems that
facilitate continuity of care. The use of the CFIR allows
for articulation of findings using a standardized common language and list of constructs and domains that
can serve as a guide in the development of a future theory-driven targeted cervical cancer screening intervention for women with BH conditions. The results of this
study can also be applied as building blocks for developing future hypothesis driven studies informed by
the standardized CFIR theoretical framework [72]. For
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example, CFIR has been used to identify, adapt, implement, and evaluate evidence-based actionable strategies to improve colorectal cancer [73–75].

Conclusions
Findings highlight the need for tailored interventions
that address both clinic and patient barriers to cervical
cancer screening for women with BH conditions. Multilevel interventions that address social determinants of
health and are sensitive to the patients’ BH needs are
needed to facilitate both cervical cancer screening and
follow-up with recommended care.
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