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ABSTRACT	 Objectives. To estimate cervical cancer screening (CCS) coverage rates and assess the spatial distribution 
and clustering between departments and municipalities in Bolivia.

	 Methods. Standardized CCS coverage rates were calculated using the direct standardization method. The 
global Moran’s I test was used to investigate the existence of spatial autocorrelation of CCS coverage, and the 
Getis-Ord Gi* was used to identify the spatial clustering of municipalities with high (hot spot) or low (cold spot) 
coverage.

	 Results. Overall coverage was low. Around 14% of women aged 20–69 years were screened in Bolivia in 
2022. Large geographical inequities in CCS coverage rates were identified both between departments and 
between municipalities. At the municipal level, CCS showed large differences, ranging from 59% to below 1%. 
Hot spots were identified in northwestern and southeastern Bolivia; specifically, in Pando, Chuquisaca, and 
Tarija departments. Cold spots were identified in Beni and Santa Cruz departments.

	 Conclusions. Bolivia is still a long way from achieving the World Health Organization target of 70% screen-
ing coverage. The present results indicate where the screening program must be reinforced to improve the 
responsiveness of Bolivia’s health system to women’s reproductive health needs.

Keywords	 Uterine cervical neoplasms; early detection of cancer; diagnostic screening programs; epidemiology; spatial 
analysis; health inequities; Bolivia.

Cervical cancer (CC) is the fourth most frequently diag-
nosed cancer and the fourth leading cause of cancer death in 
women worldwide, with an estimated 604 000 new cases and 
342 000 deaths in 2020 (1). The World Health Organization 
(WHO) adopted a global strategy for CC control in 2020. This 
intervention consists of vaccinating 90% of girls against human 
papillomavirus (HPV) by age 15, screening 70% of women with 
a high-performance test at ages 35 and 45, and treating 90% of 
identified precancerous lesions and invasive cancers (2).

Due to effective primary (HPV vaccination) and secondary 
(screening) prevention measures, CC is considered nearly com-
pletely preventable. However, these measures have not been 
equitably implemented across and within countries (1). Rates 
of CC remain disproportionately high in low-middle Human 
Development Index (HDI) compared to high HDI countries 
(18.8 vs. 11.3 per 100 000 for incidence; 12.4 vs. 5.2 per 100 000 
for mortality), and only 44% of women living in low- and mid-
dle-income countries (LMICs) have ever been screened (1, 3).
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These differences exist even within regions like the Ameri-
cas, where North America shows similar rates to Europe while 
rates in South America are higher (7.8 vs. 15.4 per 100 000 for 
incidence; 2.1 vs. 7.8 per 100 000 for mortality) (1). Although 
rates have declined over the past decade in the South America 
region, they remain high (4). Differences in screening, inci-
dence, and mortality rates have been identified in Colombia, 
Brazil, and Peru (5–8). Inequalities remain a major challenge for 
screening programs. Another challenge in the region is the lack 
of standardized and comparable screening coverage informa-
tion for a comprehensive evaluation of CC control (9).

Within South America, as of 2020 Bolivia had the highest CC 
incidence rate, with both incidence and mortality being twice as 
high as in the overall region (36.6 vs. 15.4 per 100 000 for inci-
dence; 18 vs. 7.8 per 100 000 for mortality) (1, 9). In 2017, Bolivia 
introduced HPV vaccination for girls, which reached 70% of 
the target population (10). The cervical cancer screening (CCS) 
program is based on cytology Pap smears (Pap) and visual 
inspection with acetic acid (VIA) (11). However, the CCS cover-
age remained low; Pap rates from 2005 to 2016 never exceeded 
~16% (10), which is very far from the 70% recommended by 
WHO. The low screening coverage is alarming, since most 
women at risk of CC have not yet been vaccinated.

Bolivia is categorized as an LMIC, and has a low HDI (12). 
Studies suggest that despite reduction of extreme poverty, 
Bolivia is still characterized by significant inequities in health-
care access between rural and urban areas and between its 
departments and municipalities (13, 14). However, it is not 
known whether these inequities also affect access to CCS. The 
existing aggregated estimates for the country might hide geo-
graphical variations that have not yet been studied.

Previous studies have demonstrated how spatial analysis 
can contribute to a better understanding of CC geographical 
inequities in countries such as Colombia, Brazil, and Peru (6–8). 
Identifying which areas have unusually high or low rates of 
a particular health variable in the context of their neighbors 
can be used to inform local health policymakers and advo-
cacy groups for intervention and prevention efforts (15). To the 
best of our knowledge, no nationwide study has characterized 
the spatial inequities of CCS. The objective of this study was 
therefore to estimate CCS coverage rates and assess the spatial 
distribution and clustering between departments and munici-
palities in Bolivia.

MATERIALS AND METHODS

Study area

Bolivia has an estimated population of 12.08 million inhabi-
tants (as of 2022) distributed among 9 departments (Santa Cruz, 
La Paz, Cochabamba, Potosí, Chuquisaca, Tarija, Oruro, Beni, 
and Pando) and 342 municipalities. Bolivia has 36 Indigenous 
peoples, each with their own language (16). The Bolivian health 
system is organized into the public, the social security, and the 
private sectors, with the private sector including both nonprofit 
and for-profit organizations (17).

The Ministry of Health (MoH) developed the National 
Clinical Care for Cervical Cancer guideline and established a 
secondary prevention system, free of charge within the public 
sector, based on two tests: Pap in women aged 25–70 or VIA in 
those aged 30–55. The screening interval is every three years 

after two normal consecutive annual tests (1–1–3) for Pap, and 
annual for VIA (11). Additionally, the provision of healthcare 
services is organized into three levels: primary, secondary, 
and tertiary. Tests are taken at primary and secondary level. 
Depending on available resources at healthcare facilities, the  
secondary level carries out colposcopy and biopsy while  
the tertiary level carries out specialized treatment and oncol-
ogy treatment (11).

Data and data sources

We performed an ecological study using information from 
three datasets. The first dataset reported on the number of 
women screened with Pap and VIA tests at healthcare facilities 
corresponding to the public, social security, private, church, and 
NGO sectors during 2022. Tests are reported monthly by each 
healthcare facility to the National Health Information System 
– Epidemiological Surveillance (SNIS-VE in Spanish) managed 
by the MoH. This dataset aggregated the age groups as follows: 
<15, 15–19, 20–34, 35–49, and ≥50 (18).

The estimated female population dataset was obtained from 
projections carried out by the National Institute of Statistics 
(INE in Spanish) for 2022, based on the national census of 2012. 
In this dataset, the age group ≥50 was aggregated up to the 
age of 69 (16). These two datasets were publicly available on 
the SNIS-VE website. The third dataset of geographical infor-
mation was used for spatial distribution at the municipal and 
departmental levels. This dataset was in shapefile format and 
was obtained via a request to the Departmental Health Service 
in Cochabamba Department (SEDES in Spanish).

The three datasets were combined and crosslinked by 
municipal and departmental identification. Considering the 
aggregation of age groups in the first and second datasets, and 
the screening target population established by the national 
guideline, the 20–69 age group was selected for the analysis. 
Pap and VIA tests reported by all sectors (public, social security, 
private, church, and NGO) were considered and aggregated for 
this purpose.

Raqaypampa (Cochabamba department), San Pedro de 
Macha (Potosí department), and Jatun Ayllu Yura (Potosí), 
which are Indigenous territories that have been considered 
autonomous municipalities since 2018 and 2022 (16), were 
excluded from the analysis due to lack of demographic infor-
mation. Santa Rosa, Exaltación, and Puerto Siles municipalities 
(Beni department) were also excluded because of missing infor-
mation during 2022. Thus, the study included information from 
336 of Bolivia’s 342 municipalities and all 9 departments.

Statistical analysis

A descriptive analysis of the CCS coverage rates was first per-
formed. Crude CCS rates were computed from the estimation 
of the number of screened women for each age group as the 
numerator and the estimated populations as the denominator. 
The three age groups were aggregated to calculate the stan-
dardized rates at municipality, department, and national level. 
Age-standardized coverage rates were calculated following the 
direct standardization method to adjust the selected age groups 
to the world population proposed by WHO (14). The 95% con-
fidence intervals (95% CI) were estimated using the “ageadjust.
direct” function from the epitools package in version 4.1.3 of 
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R. Standardized rates for Pap and VIA were also calculated 
separately with consideration of the national screening target 
populations and the age group aggregation in the data sets 
(Pap: 20–69; VIA: 20–55).

For spatial analysis, we first assessed the global spatial 
autocorrelation of the age-standardized coverage rate using 
Moran’s I. Before conducting in-depth local spatial analyses, it 
is crucial to determine whether the spatial pattern of values is 
random, clustered, or dispersed. Moran’s I is a widely used and 
valuable tool for this purpose (19). A hotspot analysis was then 
conducted to identify the spatial clustering of municipalities 
with high (hot spot) or low (cold spot) standardized rates of 
screening coverage. Spatial clusters were calculated using the 
Getis-Ord Gi* (20, 21). The analysis evaluated the spatial distri-
bution of screening coverage across municipalities to determine 
whether the distribution was random or influenced by neigh-
boring events.

The test employed a binary weighting scheme to assess the 
overall spatial distribution. In this context, binary weighting 
assigns a weight of 1 to all neighboring features and a weight 
of 0 to all other features. This method produces a Gi* statistic 
(z-score) and a p-value, which assess the presence of significant 
spatial clustering. The Gi* statistic is calculated by compar-
ing the local sum of a feature and its neighbors’ values to the 
expected local sum if the values were randomly distributed. 
A positive Gi* value indicates that a feature and its neighbors 
have high values (hot spot), while a negative Gi* value indi-
cates that they have low values (cold spot). The magnitude of 
the Gi* value indicates the strength of the clustering (20, 21).

In the present study, a hot spot was an area composed of one 
or more municipalities where the rates of screening coverage 
had high values compared to neighboring areas (i.e., munici-
palities). Conversely, cold spots were areas with low values of 
screening coverage relative to their surrounding areas.

All data cleaning, management, and statistical analyses were 
performed using version 4.1.3 of R (22).

Ethics approval

Ethical approval for this study was obtained from the School 
of Medicine Institutional Review Board at San Simon Univer-
sity (Number C-EB-3).

RESULTS

Pap and VIA screening coverage rates

In 2022, the estimated standardized CCS coverage for Pap 
and VIA in women aged 20–69 years in Bolivia was 14 054 per 
100 000 women. The overall median coverage of screening was 
13 969 screened women per 100 000. At the national level, the 
estimated rates varied significantly across the nine depart-
ments. Chuquisaca, Pando, and Tarija departments showed the 
highest standardized screening coverage, ranging from 27 106 
to 21 594 per 100 000 women. In contrast, La Paz, Beni, and 
Santa Cruz departments registered the lowest screening cover-
age, ranging from 11 673 to 12 852 per 100 000 women (Table 1).

At the national level, the overall median rates of Pap and VIA 
screening coverage were 11 164 and 2 486 per 100 000 women, 
respectively. Large differences were also observed according to 
the type of test that each department was using as part of its 
screening strategy. Chuquisaca had the highest rate of Pap tests, 
and Pando had the highest rate of VIA tests. The estimated rates 
of each test in each department, along with their 95% CI, are 
shown in the supplement (Tables A1 and A2).

Spatial distribution and spatial clusters of  
screening coverage

The estimated standardized CCS coverage rates by depart-
ments showed an uneven geographical distribution over the 
country, being twice as high in Chuquisaca department (high-
est coverage) as in La Paz department (lowest coverage). At the 
municipal level, the estimated rates also showed an uneven 
geographical distribution, with rates ranging from 187 to 59 071 
per 100 000 women (Figure 1).

The five municipalities with the highest rates were Azurduy 
(Chuquisaca department), San Pedro (Pando department), 
Tacobamba (Potosí department), Icla (Chuquisaca), and Tar-
vita (Chuquisaca), ranging from 59 071 to 45 314 per 100 000. 
The five municipalities with the lowest rates were San Joaquín 
(Beni department), Huacaraje (Beni), Loreto (Beni), San Anto-
nio de Lomerío (Santa Cruz department), and San Pedro de 
Quemes (Potosí department), ranging from 187 to 1 081 per 
100 000. The crude and standardized rates with 95% CI for all 

TABLE 1. Crude and adjusted rates of Pap and VIA screening coverage per 100 000 women aged 20–69 in Bolivia in 2022, by 
department

Department Number of screened women Women aged 20–69  
in population

Crude rate Adjusted rate (95% CI)

Bolivia (overall) 476 973 3 350 645 14 235 14 054 (14 014, 14 094)
Chuquisaca 48 711 179 689 27 109 27 106 (26 864, 27 350)
Pando 9 813 39 146 25 068 23 639 (23 159, 24 128)
Tarija 37 127 169 980 21 842 21 594 (21 374, 21 815)
Potosí 36 010 239 747 15 020 14 895 (14 740, 15 050)
Oruro 21 916 155 955 14 053 13 969 (13 785, 14 155)
Cochabamba 79 076 598 907 13 203 13 053 (12 962, 13 145)
Santa Cruz 123 927 951 761 13 021 12 852 (12 780, 12 925)
Beni 15 654 121 301 12 905 12 345 (12 149, 12 543)
La Paz 104 739 894 159 11 714 11 673 (11 602, 11 744)
Source: Prepared by the authors based on the study data.

https://journal.paho.org
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336 municipalities are shown in the supplement (Table A3). 
Rates classified by department and municipality also showed 
uneven differences in screening coverage, even among munic-
ipalities in the same department (Table A4). 

Spatial clusters of screening coverage

The Moran’s I test identified the presence of spatial autocor-
relation (I = 0.50, p < 0.001), indicating the existence of spatial 
clustering of SCC coverage between municipalities.

Statistically significant hot spots were detected in north-
western and southeastern Bolivia (Pando, Chuquisaca, and 
Tarija departments), while cold spots were identified in Beni 
department and the east of Santa Cruz department (Figure 2 
and Table A5).

DISCUSSION

Our study demonstrated that the estimated standardized 
CCS coverage in Bolivia overall was 14 054 per 100 000 women 
in 2022. This corresponds to around 14% of women aged 20–69 
years having been screened, which is very low compared to 
other countries in South America such as Colombia (53%) and 
Argentina (49%) (9). We also found large inequities in CCS 
coverage rates both between departments and between munici-
palities. At the municipal level, CCS coverage ranged from 59% 
to below 1%, meaning that none of the municipalities reached 
the WHO recommendation of 70% coverage.

Using the global Moran’s I and the Getis-Ord Gi* method 
(which identifies the locations of high or low coverage clusters), 
we found that the CCS coverage in Bolivia was spatially clus-
tered. Hot spots (high coverage) were identified in northwestern 

and southeastern Bolivia, in Pando, Chuquisaca, and Tarija 
departments, while cold spots (low coverage) were identified 
in Beni and Santa Cruz departments.

The national median Pap coverage identified in our study 
(11%) differed slightly from the rates presented in Bolivian 
national reports in 2010 (12.4%) (23) and in 2016 (16.6%) (10). 
Although the COVID-19 pandemic may have influenced test 
reporting in 2022, our study together with these previous rates 
shows that CCS coverage in Bolivia remains very low.

La Paz, Santa Cruz, and Cochabamba departments are con-
sidered Bolivia’s metropolitan regions, concentrating more 
than 70% of the population and more than half of the country’s 
gross domestic product (GDP) (24). Interestingly, these depart-
ments showed low CCS coverage. Previous studies related to 
cancer screening have shown time and distance barriers and 
areas with a higher population density have a lower population 
screening capacity, and in consequence a longer waiting time 
and lower satisfaction of screening experience (25, 26). Addi-
tionally, the number of unreported tests conducted by private 
services could contribute to an underestimation in urban areas. 
Although these factors could influence low screening rates, fur-
ther studies are needed to explore this finding and whether low 
coverage in certain areas leads to a higher burden of CC inci-
dence and mortality.

We venture some potential explanations for the hot and cold 
spots of CCS identified in our study. First, we consider the hot  
spots, one of which was found in Chuquisaca. In 2018, this depart-
ment established an Institute of Oncology to improve the screening 
and early treatment of CC in southern Bolivia, with the support 
of governmental and nongovernmental actors (27). Moreover, 
in 2019, Departmental Law 415 was decreed to cover the costs 
of diagnosis, treatment, and follow-up of seven types of cancer 

FIGURE 1. Geospatial distribution of adjusted rates of Pap and VIA screening coverage per 100 000 women aged 20–69 years in 
Bolivia in 2022, by department (A) and by municipality (B)

Source: Prepared by the authors based on the study data.
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including CC (28). Over the years, intervention and prevention 
strategies have been actively implemented by different stake-
holders in Chuquisaca (29), which could be related to the hot 
spot found in this department.

The hot spot in Tarija could be explained by the fact that 
this department has a high GDP, above the national average, 
partly due to hydrocarbon revenues (24). Another potential 
explanation could be the early implementation of universal 
health coverage, which in this department took place in 2006 
while the rest of the country had to wait until 2019. Finally, Tar-
ija’s Departmental Law 041 provides cancer patients with free 
access to treatment, which could have influenced the high cov-
erage found (30).

Another hot spot was found in Pando department, located in 
the Bolivian Amazon region. This finding was surprising, since 
it is a department with a low population density and difficulties 
in access to healthcare due to the lack of communication routes 
and stable roads. Prevention campaigns that were carried out 
by the public sector, social security, and some international 
organizations could be linked to Pando being a hot spot (31). 
Interestingly, our study found that more VIA tests than Pap 
tests were performed in this department. Studies have shown 
VIA to be a low-cost and easy-to-implement test in lower- 
middle income settings (5). It seems likely that Pando took 
advantage of these characteristics in implementing a screening 
strategy suitable for the context.

On the other hand, a cold spot was found in Beni, which is 
also located in the Bolivian Amazon region. Beni is the depart-
ment with the largest Indigenous presence in Bolivia, as it is 
home to 18 of the country’s 36 Indigenous peoples. This depart-
ment is characterized by having a widely dispersed population 
with limited access to healthcare facilities. During the COVID-
19 pandemic, Beni’s healthcare system collapsed, showing 
economic limitations and lack of health personnel (32). These 
factors could be linked to the low CCS coverage identified in 
the department.

Another cold spot was identified in the east of Santa Cruz 
department, close to the border with Brazil, in San Matías 
National Park. This is the second-largest protected area in 
Bolivia and is inhabited by 26 Indigenous communities. It is  
characterized by limited access to healthcare services and  
is exposed to a situation of vulnerability due to frequent for-
est fires related to agricultural expansion activities (33). These 
aspects could have influenced the low CCS coverage.

Further studies are needed to empirically explore factors that 
influence higher and lower coverage. Previous studies have 
recommended the consideration of factors such as economic, 
geographic, and sociocultural barriers to accessing health 
services, public health campaigns, community education pro-
grams, tailored screening strategies, and the organizational 
structure of health systems (25, 34). Our findings highlight the 
need for future investments and improvements in CC secondary 

FIGURE 2. Hot and cold spots of adjusted rates of Pap and VIA screening coverage in Bolivia in 2022, divided by municipality

Source: Prepared by the authors based on the study data.
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prevention programs throughout the country, not only because 
of expected increases in CC burden but also because most cases 
are diagnosed at a late stage, which leads to low survival. It is 
also important to remember that coverage is not always associ-
ated with effective screening programs. Screening needs to be 
followed by adequate diagnosis, follow-up, and management 
of positive results (5).

Cold spots should be prioritized for future interventions, 
both because of their low coverage and because many of 
them are inhabited by Indigenous populations that have 
been historically discriminated against. Bolivia, together with 
Guatemala and Mexico, has the highest proportion of Indige-
nous population in the Americas (35). Previous studies have 
shown that Indigenous women in Latin America are in a state 
of vulnerability and face a heightened risk of CC incidence 
and mortality. This risk is linked to several factors, including 
limited access to healthcare services due to a lower number 
of healthcare facilities in Indigenous areas, longer distances, 
and language barriers; but also mistrust in healthcare sys-
tems due to cultural insensitivity, discrimination, and racism 
(25, 35).

Finally, our study provides standardized rates of CCS cov-
erage using up-to-date national administrative data from the 
Bolivian National Health Information System (SNIS-VE), thus 
allowing comparisons between countries for a comprehensive 
evaluation of how secondary prevention strategies affect the 
CC burden (5). To the best of our knowledge, this is the first 
nationwide study in Bolivia that identifies geographical hot 
and cold spots of CCS coverage.

Methodological considerations

There are some limitations to our methodological approach. 
We recognize that administrative data are subject to numer-
ator and denominator biases. On one hand, duplication of 
tests could be a source of overestimation. Most of the data 
correspond to the number of PAP or VIA tests taken, rather 
than differentiating between women who are being screened 
for the first time that year and those who are screened more 
than once a year. Additionally, there might be a number of 
tests conducted by private services that are not reported. This 
underestimation bias is more common in capital cities, and 
so our findings from rural areas are probably less influenced 
by this type of bias. The denominator was based on the esti-
mated female population from the 2012 census, which may 
not reflect the actual population. Additionally, the aggregated 
age groups in our data sets differed from those established in 
the national guidelines. Despite these limitations, we used the 
most accurate sources of information currently available, and 

therefore we consider our study to be a robust baseline mea-
sure in Bolivia.

Conclusion

CCS coverage in Bolivia is low, and there are large geo-
graphical inequities between departments and municipalities. 
Bolivia is still a long way from achieving the WHO target of 
70% screening coverage. Our finding of hot and cold (high 
and low coverage) spots provides valuable insight for policy-
makers, highlighting areas that require targeted interventions 
to strengthen the screening program and improve the respon-
siveness of Bolivia’s health system to women’s reproductive 
health needs. Further studies could explore whether the screen-
ing inequities correlate with higher incidence and mortality 
burden, incorporating sociodemographic and socioeconomic 
factors that may contribute to these disparities. Additionally, 
strengthening the cervical cancer surveillance system is essen-
tial. A comprehensive registry that tracks all screening tests, 
monitors diagnostic outcomes, and differentiates between first-
time screenings, repeat screenings, and recommended screening 
intervals would improve coverage estimates, optimize public 
health decision-making, and support progress toward cervical 
cancer elimination targets, as recommended by the Pan Ameri-
can Health Organization (PAHO).
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Inequidades geográficas en la cobertura del tamizaje del cáncer 
cervicouterino en Bolivia: estudio ecológico espacial de ámbito nacional

RESUMEN	 Objetivos. Calcular las tasas de cobertura del tamizaje del cáncer cervicouterino y evaluar la distribución 
espacial y las agrupaciones de departamentos y municipios bolivianos.

	 Métodos. Se calcularon las tasas estandarizadas de cobertura con el método de estandarización directa. Se 
utilizó la prueba de la I de Moran global para determinar si había autocorrelación espacial en la cobertura, y 
se aplicó la prueba de la Gi* de Getis y Ord para encontrar posibles agrupaciones espaciales de municipios 
donde la cobertura fuese alta o baja.

	 Resultados. La cobertura general fue baja. En el 2022, en Bolivia se aplicó el tamizaje del cáncer cervi-
couterino a alrededor del 14% de las mujeres de entre 20 y 69 años. Se observan importantes inequidades 
geográficas en las tasas de cobertura tanto entre departamentos como entre municipios. A nivel municipal 
hay grandes diferencias, con valores que van del 59% a menos del 1%. Se observaron zonas de cobertura 
alta en el nordeste y el sudeste de Bolivia, concretamente en los departamentos de Pando, Chuquisaca y 
Tarija, mientras que las zonas de cobertura baja se ubicaban en los departamentos de Beni y Santa Cruz.

	 Conclusiones. Bolivia aún está muy lejos de alcanzar la meta de la Organización Mundial de la Salud de 
una cobertura del tamizaje del cáncer cervicouterino del 70%. Los presentes resultados indican dónde debe 
reforzarse el programa de tamizaje para mejorar la capacidad de respuesta del sistema de salud boliviano 
para atender las necesidades de salud reproductiva de las mujeres.

Palabras clave	 Neoplasias del cuello uterino; detección precoz del cáncer; programas de detección diagnóstica; epidemi-
ología; análisis espacial; inequidades en salud; Bolivia.

Iniquidades geográficas na cobertura do rastreamento do câncer do colo do 
útero na Bolívia: estudo ecológico espacial de abrangência nacional

RESUMO	 Objetivos. Estimar as taxas de cobertura do rastreamento do câncer do colo do útero e avaliar aglomerados 
e a distribuição espacial entre departamentos e municípios na Bolívia.

	 Métodos. Taxas padronizadas de cobertura do rastreamento do câncer do colo do útero foram calculadas por 
meio do método de padronização direta. Utilizou-se o índice I de Moran global para investigar a ocorrência 
de autocorrelação espacial na cobertura do rastreamento e estatística Getis-Ord Gi* para identificar aglomer-
ados espaciais de municípios com cobertura alta (hot spot) ou baixa (cold spot).

	 Resultados. A cobertura geral foi considerada baixa. Aproximadamente 14% das mulheres de 20 a 69 anos 
realizaram o rastreamento na Bolívia em 2022. Foram constatadas grandes iniquidades geográficas nas taxas 
de cobertura do rastreamento do câncer do colo do útero, tanto entre os departamentos como entre os 
municípios. No nível municipal, o rastreamento apresentou enormes diferenças, variando de 59% a menos de 
1%. Foram identificados hot spots no noroeste e no sudeste da Bolívia, especificamente nos departamentos 
de Chuquisaca, Pando e Tarija. Por outro lado, foram identificados cool spots nos departamentos de Beni e 
Santa Cruz.

	 Conclusões. A Bolívia ainda está longe de alcançar a meta de 70% de cobertura do rastreamento estabe-
lecida pela Organização Mundial da Saúde. Os resultados indicam áreas onde o programa de rastreamento 
precisa ser fortalecido para aprimorar a capacidade de resposta do sistema de saúde da Bolívia às necessi-
dades de saúde reprodutiva das mulheres.

Palavras-chave	 Neoplasias do colo do útero; detecção precoce de câncer; programas de triagem diagnóstica; epidemiologia; 
análise espacial; desigualdades de saúde; Bolívia.
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