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Abstract 

Background: Prostate cancer (PC) is curable with early 

detection, yet it remains a major public health problem 

globally and a leading cause of mortality among men. 

The objective of the study was to explore the barriers 

and facilitators to the uptake of prostate cancer screening 

among men aged 40–69 years in a rural community in 

Kenya. Methods: We utilized an explorative qualitative 

design and purposive sampling to select participants. Six 

focus group discussions (FGDs) and seven in-depth 

interviews were conducted among 59 men aged 40–69 

years and key informants in Kiambu County, Kenya. 

Data was collected using a semi-structured guide and 

content analysis was done. Results: The facilitators of 

screening included experience of symptoms, proximity 

and prominence of cancer, accessibility, and advocacy. 

The barriers to screening included lack of knowledge, 

fatalistic beliefs, low risk perception, stigma, and male 

dominance factors. Conclusion: This study provides  

 

vital information for the development of interventions to 

enhance shared decision-making in regard to PC 

screening. Capacity building of clinicians, task shifting 

and provision of well-coordinated affordable culturally 

sensitive screening services should be explored. The 

concerted effort among policy makers and all health care 

workers to overcome the stated barriers to screening is 

highly recommended. 
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Introduction 

Prostate cancer (PC) is curable with screening and 

early detection, yet it remains a major public health 

problem globally as it is among the leading causes of 

cancer-related mortality among men worldwide. 

African men suffer disproportionately from PC with 

higher mortality reported among men in Sub-Saharan 

Africa (1, 2). In Kenya, PC is ranked as the most 

prevalent cancer in males with 2864 new cases 

(14.9%) in 2018 (3). Generally, low rates of PC 

screening have been reported among Black men (4, 

5). 
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Globally, prostate specific antigen (PSA) screening 

remains a much debated issue with varying 

recommendations across countries. Nevertheless, 

there is a general agreement on utilization of shared 

decision-making in-line with the US Preventive 

Services Task Force recommendations (6). The 

screening guidelines in Kenya recommend 

individualized risk-based screening through shared 

decision-making between the client and clinician 

among men aged 40–69 years (3). The screening 

rates, however, remain abysmally low despite high 

intention to screen (7–10). Unfortunately, the number 

of men diagnosed with advanced aggressive PC is on 

the rise with an alarming increase in mortality 

attributed to low uptake of screening (3, 11). Despite 

equivocal evidence given on the effects of PC 

screening on mortality, risk-based screening aimed at 

early treatment initiation is vital (7). 

The low uptake of PC screening among Kenyan men 

despite a considerably high level of awareness 

remains a great puzzle in public health that requires 

further investigation. There is a paucity of studies on 

barriers to PC screening in developing countries. The 

few studies carried out in Kenya are quantitative, 

hence they lack a deeper exploration of the factors 

influencing screening. The success of PC prevention 

and control programs requires an in-depth 

understanding of contextual factors influencing 

uptake of screening. The study therefore applied a 

qualitative approach to explore context-specific 

barriers and facilitators to PC screening among 

Kenyan men in a rural community. 

 

Methods 

Design 

We used a descriptive exploratory qualitative study 

design. 

Study site 

The study was conducted in Gatundu-North and 

Kiambu Sub-counties in Kiambu County, which are 

located in the central region of Kenya. The sub-

counties were selected as they have linked health 

facilities which offer PC screening services. The 

population in the study area is demarcated into 

Community Units (CUs) for the purpose of 

implementation of community health strategy. All the 

17 CUs were included in the study. 

 

Study population 

The study participants included 59 men aged 40–69 

years, the eligible age for screening in Kenya (3). The 

key informants (KIs) included members of the 

County and Sub-county Health Management 

Committee including public health nurses and 

officers and community health strategy coordinators. 

 

Sampling technique 

The focus group discussion (FGD) participants were 

purposively selected which aimed at ensuring 

heterogeneity and representation of various socio-

economic and demographics characteristics. The 

selection of the KIs was facility-based and included 

the key people involved in the implementation of the 

Community Health Strategy in the sub-counties. 

 

Data collection tools 

A semi-structured guide based on the key themes of 

the study was used to conduct the interviews in the 

months of March–April 2019. The key themes of the 

study which included the barriers and facilitators of 

the uptake of screening were included in the guide. 

 

Internal validity and reliability 

Lincoln and Guba criteria were used for enhancing 

trustworthiness. Several debriefing sessions were 

held by the research team members, who used 

multiple coders ensuring consensus from the team 

members before the generation of themes. Referential 

adequacy was ensured by a review of the original data 

and findings by two members of the research team 

who had vast experience in qualitative data analysis 

and multiple reviews of the data by other research 

team members before generation of codes to ensure 

the credibility of the data. Operationalization was also 

done through member checking at the end of 

interviews and keeping an audit trail of all the steps 

undertaken during analysis to ensure rigor. 
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Researcher and methodological triangulation was 

also done (12). 

 

Data collection procedure 

We conducted six FGDs which consisted of 59 

community members and seven individual in-depth 

interviews with KIs and achieved saturation with a 

total of 66 participants. Each FGD was made up of 

the principal investigator and two research assistants. 

The FGD was conducted in a private set-up within the 

linked health facilities at the study site. The FGD was 

made up of nine to eleven participants. The average 

duration was 82 minutes. The KI interviews lasted 

between 30 and 45 minutes. All the interviews were 

audio recorded and transcribed verbatim. 

 

Ethical approval 

The study was approved by the Jomo Kenyatta 

University of Agriculture and Technology 

Institutional Ethics Review Committee 

(JKU/2/4/896B), the National Council of Science and 

Technology (NACOSTI P/19/71673/28322) and the 

Ministry of Health. Participant’s autonomy and 

privacy were maintained throughout the study and 

written consent was sought following the explanation 

of the purposes, benefits, risks, and ground rules of 

the session by the moderator. 

 

Data analysis 

The study applied inductive thematic analysis. The 

transcripts underwent de-identification of participants 

with codes. The research team immersed themselves 

in the data to enhance familiarization and 

triangulation of the data. The data was then coded 

independently by two researchers using the grounded 

theory (12). The final codes were generated based on 

consensus from the research team which included 

experienced researchers. The coding entailed the 

analysis of specific statements and their 

categorization into themes. This was followed by 

searching for the themes and researcher triangulation 

coupled with the diagrammatic representation of the 

connection of themes for further interrogation. Then 

a review of the themes and sub-themes was done and 

comparison with the raw data and the transcripts was 

done multiple times before the generation of codes. 

The main themes were then named and defined 

through consensus of the research team members and 

consultation of two experts in the subject. This was 

followed by the final analysis of the data using the 

established themes. The six steps of data analysis as 

guided by Braun and Clarke were applied in the study 

(12). The analysis also embedded some direct 

quotations of the participants to reflect their opinions. 

 

Results 

The socio-demographic characteristics of the 

respondents are presented in Table 1. 

 

Table1: FGD participants socio-demographics 

characteristics 

VARIABLE CATEGORY TOTAL 

Age in years 40–49 25 (42.4) 
 

50–59 21 (35.6) 
 

60–69 13 (22.0) 

Marital status Married 48 (81.4) 
 

Single 4 (6.8) 
 

Widowed 3 (5.0) 
 

Separated 4 (6.8) 

Religion Christian 49 (83.1) 
 

Traditionalist  4 (6.8) 
 

Muslim 6 (10.1) 

Education None 6 (10.1) 
 

Primary 20 (33.9) 
 

Secondary 27 (45.8) 

  Tertiary 6 (10.2) 

FGD, focus group discussion. 

Facilitators to uptake of PC screening 

Four themes emerged as facilitators of PC screening 

which included experience of symptoms, proximity 

and prominence of cancer, accessibility of screening 

services and community advocacy as presented in 

Table 2. 
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Table 2: Facilitators to uptake of screening 

THEMES SUB-THEMES 

Accessibility of screening services Provision of free screening 
 

Inclusion of screening in National Health Insurance 
 

Provision of screening services in the peripheral facilities 
 

Inclusion in medical camps 

Experience of symptoms Presence of symptoms 

Proximity and prominence of cancer Death of family member/friend/community member 
 

Witnessing bad experiences of a relative/friend/community 

member affected by prostate cancer 

Community advocacy on PC screening Awareness created in the community/medical camps/mass 

media 

  Health care workers health education/recommendation 

  

Experience of symptoms: The respondents reported 

the experience of symptoms as a facilitator to the 

uptake of screening as stated, “I was visiting the toilet 

all the time to pass urine, so I decided to go to hospital 

to get checked: The doctor recommended that I get 

screened for prostate cancer.” 

Proximity and prominence of cancer: The 

experience of negative outcomes from PC among 

family members or friends and having a close person 

diagnosed with PC was reported by participants as a 

facilitator to the uptake of screening. A participant 

stated: “I lost my friend recently who was very close 

to me from prostate cancer, so I decided to take up 

screening.” 

Accessibility of screening services: The provision of 

free screening services which are available in 

peripheral health facilities and the inclusion of 

screening services in the National Health Insurance 

Fund was highlighted by the majority of the 

respondents as a facilitator of screening. A participant 

stated, “If the government provides these screening 

services for free, many men, including myself, might 

consider taking up the test.” 

Advocacy on prostate cancer screening: The 

creating of awareness through various channels of 

communication in the community was highlighted by 

the participants as a motivator to the uptake of PC 

screening. “I was informed about prostate cancer 

screening in church, and since I had also heard about 

it on the radio, I decided to go for the test.” 

 

Barriers to uptake of PC screening 

Five themes emerged as barriers to the uptake of 

prostate cancer screening which included lack of 

knowledge, fatalistic beliefs, low perception of self-

vulnerability, stigma, and male dominance factors as 

presented in Table 3. 
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Table 3: Barriers to uptake of PC screening 

THEMES SUB-THEMES 

Lack of knowledge and awareness Lack of knowledge on PC disease  
Lack of information on screening (where/methods/cost)  
Confusion of PC with being an “old man’s disease” (BPH)  
Myths and misconceptions on etiology of prostate cancer (denial of conjugal 

rights) 

Perception of fatalism towards PC Pessimism towards PC  
Perception of death inevitability on diagnosis/death sentence  
Fear of a diagnosis of PC 

Low perception of self-vulnerability Consider themselves at low risk  
Lack of symptoms 

Male dominance factors Association of sickness with femininity  
Masculinity threatened by low sexual performance  
Secrecy among men  
Preference of older males for screening 

Stigma Social isolation due to shame 

  Embarrassing disease associated with sexual changes 

 

 

Lack of knowledge 

Lack of knowledge was reported by participants as a 

barrier to the uptake of screening. Myths and 

misconceptions also deterred the uptake of screening 

with the predominant cause of PC reported being the 

denial of conjugal rights as illustrated by one 

participant: “This disease is caused by lack of sex, so 

men don’t want to go for screening because it will 

indicate their sexual life has a problem.” 

 

Perception of fatalism towards PC 

Fatalistic beliefs were reported as a barrier to 

screening. The participants seemed to perceive a 

diagnosis of PC as a death sentence as expressed by a 

participant: “With cancer in the equation, the 

denominator is always death, I fear cancer more than 

any other disease.” A key informant stated, “In the 

community people equate cancer to death, which has 

contributed to the majority of the men not undertaking 

screening and resulting in using herbal medication.” 

 

 

 

Low perception of self-vulnerability 

Low perception of the risk of PC was reported as a 

barrier to the uptake of PC screening. One participant 

stated: “I have not been screened since I believe that 

I cannot get this disease after all, I take lots of healthy 

juices and my marriage is okay, you know what I 

mean...” A KI asserted, “The medical camps have 

seen a very low turn-out of men for cancer screening 

since the majority don’t think they are at risk.” 

 

Male dominance factors 

Male dominance factors emerged as barriers which 

included threatening of masculinity due to poor 

sexual performance, association of sickness with 

being female, and screening by older male clinicians. 

As reported by a participant: “There was a time there 

was a medical camp offering cancer screening in our 

village, and I did not see men going to be screened, 

most of these things are for women.” 

Stigma associated with PC 

Stigma associated with PC was also cited as a barrier 

due to its association with sexual behavior. A 

participant stated: “Who really wants to go for 
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screening? It will be like you are informing other 

people of your inability to perform sexually, it’s too 

shameful for any man.” 

 

Discussion 

Our study identified several barriers and facilitators 

to the uptake of PC screening in a rural community in 

Kenya. Experience of symptoms, proximity and 

prominence of cancer, accessibility of screening 

services, and advocacy were reported as facilitators of 

screening similar to those reported in other studies 

(13, 14). Clinicians should engage at-risk men 

presenting with urinary symptoms in shared decision-

making in line with the screening guidelines (3). The 

provision of affordable screening services and the 

inclusion of peripheral facilities can be explored to 

circumvent the barriers to accessibility of the 

services. Public health awareness on PC should be 

incorporated in routine care and reinforced in the 

community through a collaboration of clinicians and 

community-based health workers. 

In the study, lack of knowledge on PC was reported 

as a major barrier to uptake of screening. This finding 

is corroborated with studies conducted among men in 

the Sub-Saharan African region and Kenya (8, 9, 15). 

Participation of men in screening is highly dependent 

on their knowledge about PC and the benefits of early 

detection. Low perception of self-vulnerability to PC 

reported among this at-risk population has been 

reported in previous studies (16–18). Perception of 

self-vulnerability is critical in enhancing the uptake 

of screening (19). Targeted programs involving 

clinicians to reach at-risk men to enhance PC 

awareness and risk perception in the health care 

facilities and communities are urgently required.  

Fatalistic beliefs reported as barriers to screening in 

our study have been reported previously (9, 20). 

Fatalism is mainly attributed to a lack of knowledge 

and negative outcomes of PC (21). Clinicians can 

overcome these fatalistic beliefs through education of 

at-risk men, timely diagnosis and navigation of 

patients which will contribute towards improvement 

in PC treatment outcomes (20, 22). The male 

dominance factors reported in the study have been 

documented in previous studies (14, 23, 24). The 

preference of provision of screening services by older 

men was reported in the study. This can be explored 

by capacity building of male clinicians and inclusion 

of lower cadres like male nurses for provision of 

culturally acceptable screening services. 

Clinician recommendation is fundamental in PC 

decision-making processes. Evidence shows that low 

PC screening is associated with weak physician 

recommendation (25). An important question given 

our results is the involvement of clinicians in 

awareness creation and recommendation of screening 

to at-risk men. A study conducted in Kenya reported 

that only 10% of the screened men had a 

recommendation from a health care provider while a 

majority were not involved in decision-making (7). 

The need for sensitization of all clinicians on the 

current screening guidelines cannot be over 

emphasized. The study recommends the development 

of decision aids to enhance informed decision-

making among men and to facilitate the 

implementation of shared decision-making process 

among clinicians. 

 

Conclusion 

The study identified several barriers and facilitators 

to PC screening. Lack of knowledge remains a major 

barrier to screening as it contributes to myths and 

misconceptions, low perception of self-vulnerability, 

and negative beliefs. There is a need for targeted 

programs involving clinicians to reach at-risk men to 

enhance public awareness on PC. Integration of 

culturally sensitive education to regular care should 

be adopted. Capacity building of clinicians, task 

shifting, and provision of well-coordinated affordable 

screening services in peripheral facilities should be 

explored. The concerted effort among policy makers 

and all health care workers to overcome the stated 

barriers to screening is highly recommended. 

 

Strengths and limitations 

The strength of the study includes the use of multiple 

methods of data collection that enhanced the validity 

of the study. However, the selection of participants 
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was purposive sampling. Nevertheless, the 

researchers ensured heterogeneity in regard to socio-

economic and demographic characteristics and 

stratification using the CUs while the KIs were multi-

disciplinary. The participants were from a rural 

community, and hence the results may not be entirely 

generalized to urban communities.
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