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Abstract

Background: Cervical cancer is a major public health cocern and remains the leading cause
of cancer-related deaths among women in developing countries. In Ethiopia, HPV testing
was first introduced in 2021 for women living with HIV and is expected to become the
primary screening method for all women in future national guidelines. While HPV testing is
highly sensitive, it has a low positive predictive value. Consequently, the test often identifies
many women as HPV-positive even in the absence of precancerous lesions. Being informed
of an HPV infection can cause significant psychological distress, as many women may
associate the diagnosis directly with cervical cancer.

Objective: To assess the magnitude of psychological distress and its associated factors among
women who tested positive for HPV, including both women living with HIV (WLHIV) and
those in the general population in Addis Ababa.

Method: An explanatory sequential mixed-methods study was conducted from February to
May 2025 in selected HPV screening facilities in Addis Ababa, Ethiopia. For the
quantitative component, a facility-based cross-sectional study design was employed.
Psychological distress was assessed using the Kessler Psychological Distress Scale (K10),
with scores calculated by summing the values of 10 individual responses, yielding a total
score ranging from 10 to 50. Cut-off points of <20, 20-24, 25-29, and >30 were used to
categorize psychological distress as likely to be well, mild, moderate, and severe,
respectively. Descriptive statistics and logistic regression analyses were performed to
identify factors associated with psychological distress. Thematic analysis was used for
qualitative data analysis.

Result : From a total of 423 participants, 146(34.5%) were found to have severe mental distress
while 63 (14.9%) had moderate mental distress, 40 (9.4%) had mild mental distress and 174
(41.1%) were likely to be well. The respondants who had poor knowledge about HPV (AOR =
5.26, 95% CI: 2.82-9.80), negative social and cultural perception associated with HPV (AOR =
1.91, 95% CI: 1.0-3.6) , lack of support from their partners (AOR = 4.59, 95% CI: 2.43-8.71) and
negative experience during screening and follow up services experience (AOR = 2.63, 95%
CI:1.43-4.83) were found to be significantly associated with mental distress among HPV positive

women. The qualitative findings revealed that some of the emotional reactions to an HPV

vii



positive screening included fear of stigma,blame and abandonment which inturn resulted fear of
reporting the result to partners or family. Follow-up care difficulty was also reported, such as
access barriers, vague information, and emotional resistance to return for reassessment.
Conclusion and Recommendation : The study reveals that a significant proportion of HPV-
positive women experienced mild to severe psychological distress following their screening
results. knowledge gaps, sociocultural stigma, limited partner support, and negative experiences
with screening and follow-up services have been negatively associated with the psychological
conditions after the screening. Addressing these factors through improved health education,
strengthened social support systems, and the integration of mental health care into screening
programs is essential to mitigate the psychological impact associated with HPV positive results
after screening.

Key Words: HPV testing, HPV positive, Psychological Distress, Cervical cancer,

Counselling
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Introduction

1.1 Background

Human papillomavirus (HPV) infection is a common sexually transmitted infection that is
linked to the development of cervical cancer. Cervical cancer is one of the most common
cancers among women (1).In 2022 globally, around 660,000 new cervical cancer cases were
diagnosed and approximately 350,000 deaths in the same year. In Ethiopia, cervical cancer
is the second most commonly diagnosed cancer and a leading cause of cancer-related death

among women (2).

The frequency of HPV in women with normal cytology varies by area worldwide. With
57.7% in Eastern and Central Asia and 44.4% in Southern Asia, the highest prevalence was
seen in Asian regions. Sub-Saharan Africa comes next, with a prevalence of 32.3% in
Eastern Africa and 42.2% in Southern Africa. The prevalence of HPV was lower in
European nations, at less than 30% (3). A systematic review study found that only 38.74%
of the HPV positive women had abnormal cervical cytology(4). In Ethiopia, the prevalence
of high-risk HPV ranged between 20% and 30% in the general population and among
women living with HIV(5)

Psychological distress (PD) is broadly defined as a state of emotional suffering
characterized by symptoms of depression (e.g., loss of interest, unhappiness, hopelessness)
and anxiety (e.g., restlessness, feeling tense (6). Studies have reported that psychological
distress is associated with cancer screening (7), (8). A positive HPV test result can cause fear

and anxiety in women due to the association between HPV and cervical cancer (9), (10).

A study conducted in the United Kingdom found that women who tested positive for high-
risk HPV with normal cytology exhibited higher anxiety scores than those who received
negative results, with nearly 25% experiencing clinically significant anxiety despite having
no immediate risk of cancer (11)Similarly, in Australia, reported that HPV-positive women
had significantly higher emotional distress and cancer-related worry compared to those who

tested negative, even when no lesions were present(12).



1.2  Statement of the problem

Cervical cancer is one of the most preventable cancers, but it continues to impose a
significant health burden on women in the world(13). The link between Human
papillomavirus (HPV) and cervical cancer is well known(4) HPV screening programs allow
for the early detection of high-risk genotypes, thereby reducing cervicalcancer development

and mortality (14).

Although the majority of HPV infections are transient and clear spontaneously, a small portion
can persist and increase the risk of developing cervical abnormalities, especially high-risk types
such as HPV16, HPV18, and HPV52. Evidence from a Zimbabwean study showed that HPV
persistence and clearance occurred in 34.6% and 65.4% of cases, respectively(15). The study
also revealed that clearance rates of Hr-HPV among younger women below the age of 30
years and older women aged 30 years and older were comparable (53% vs. 47%,), implying
that age in itself might not be a reliable predictor for HPV persisitance are assoited with the
higher rate of persistence (15). However, some genotypes, including 16, 18 and 52 are

assoited with the higher rate of persistence compared to other high-risk groups(15).

Psychological distress can lead to avoidance of follow-up care and decreased screening,
which may prevent the early detection of the cancer. This indicates the importance of
knowing the psychological distress as a major component of HPV screening
programe(16).In many developing countries like Ethiopia awareness about HPV and
cervical cancer remains low and healthcare infrastructure is often insufficient to provide
psychosocial support to women who got a positive test result for HPV(17).Psychological
distress in HPV-positive women can stem from several factors, including, lack of knowledge

on the implication of the HPV result which result in the fear of having cancer (18).

Currently, In Ethiopia over 70 healthcare facilities provide HPV testing for women for
general public and specifically women living with HIV (WLHIV) in which the risk of
progression to cervical canceris higher(19). Additionaly The Else Kroner Center for Cancer
Care (EKCC) project in Ethiopia is a comprehensive initiative aimed to enhancing and
decentralizing cancer care in the country to reduce morbidity and mortality rates associated

with breast and cervical cancer, The project focuses on improving cancer screening and care



for breast and cervical cancer in 15 rural health points and 8 selected hospitals, Also referred
to as the Churchill Center. Although HPV testing is highly sensitive and effective in
identifying infections it has low positive predictive value which means that many women
test positive for the virus even in the absence of cervical lesions(20). This situation often
leads to considerable psychological distress as many women interpret a positive HPV result
as a direct indication of cervical cancer(16). In addition, the fear of disclosing their status to
a partner because of its nature of sexual transmission can cause anxiety about judgment or
mistrust(21).The resulting fear, anxiety, and emotional burden highlight the pressing need to
understand the psychological and social implications of HPV testing(21). Despite the heavy
HPV burden and the psychological distress of a positive test, there is surprisingly scant
research in the Ethiopian context particularly on the emotional and psychological
implications of an HPV-positive test on women. Most studies have been conducted in high-
income or culturally dissimilar settings, which may fail to capture realities, beliefs, access to
care, and social dynamics in Ethiopia. Therefore, this study is designed to investigate the
prevalence of psychosocial distress and identify the factors associated with it among women

who tested positive for HPV in Addis Ababa, Ethiopia.



1.1 Significance of the study

This study aims to examine the psychosocial distress experienced by women who tested
positive for HPV in Addis Ababa. The findings of this study will aid in improving
communication strategies of health professionals to enhance women’s understanding of the
implications of positive results. More education about HPV and its health impacts can
reduce fear and anxiety, potentially leading to higher follow-up screening and treatment
compliance. The study can assist in formulating strategies for improving women's

awareness and knowledge of HPV.

The findings of this study can be utilized as a basis for practice in terms of psychological
support during HPV and cervical cancer screening since it is one of the leading causes of
death among women in developing countries and needs to be addressed.

Although extensive research has been conducted in other regions of the world, there is a
major scarcity of data focusing on the experience of women after their HPV screening result
in Ethiopia. The study will have a significant help in filling the critical gap in the existing
literature on the psychological impact of HPV positive diagnosis. Findings from this study
can serve as a foundation for further research into the psychological implications of HPV

screening



Literature review

2.1 Burden of HPV
Circular, non-enveloped, tiny double-stranded DNA viruses known as human papillomaviruses

attack epithelium and can result in a variety of serious illnesses (22). According to study in
2019 HPYV is the primary cause of cancer in women and the second most prevalent virus
causing gynecological diseases. Anal, vulvar, penile, vaginal, and upper aerodigestive
cancers are the next most common diseases caused by infection with the 17 known HR-
HPVs, which are 16, 18, 31, 35, 39, 45, 51, 52, 53, 56, 58, 59, 66, 68, 73, and 82.
Anogenital and cutaneous warts are among the other conditions linked to HPV (10).
Cervical cancer is primarily caused by HPV, and oncogenic HPV strains are thought to be
responsible for about 98% of cases of this disease, Its infection leads to an estimated

266,000 cervical cancer deaths annually (23).

The prevalence of HPV-related disorders is predicted to rise by 2% by 2030, while the
global repartition pattern of HPV infection has increased by 1% in just three years and is
predicted to reach 5% by 2025.0ncogenic forms of HPV are thought to be responsible for
about 98% of this illness (22). According to a study, women had a 6.1% and 1.1%
prevalence of high-risk HPV16 and HPV 18, respectively other high-risk HPV strains were
also common. Only 6.4% of women who were evaluated were positive for HPV16 and 18

strains (10).

Worldwide, 12% of women with normal cytology have HPV, whereas Sub-Saharan Africa has
significantly higher rates (24%). Asia has the greatest HPV prevalence among all females
(57.7% in Eastern and Central Asia and 44.4% in Southern Asia), followed by Sub-Saharan
Africa (42.2% in Southern Africa and 32.3% in Eastern Africa). The prevalence of HPV was

low (less than 30%) in European nations (3).



A woman's lifetime chance of contracting HPV is over 80%, and the majority of infections
happen within three to four years of sexual interaction. Approximately three out of four
persons will have HPV at some point in their lives. HPV infections are present in more than

99% of cervical cancer patients (24).

It has been discovered that the burden of HPV prevalence varies by country, it is 52.9% in
South Africa, 55.5% in Botswana, 31.3% in the Democratic Republic of the Congo, and
43.6% in Zimbabwe. These variations may be caused by a variety of factors, such as the
type of specimen used, the age of the study population, the presence of HIV co-infection,

the study population's characteristics, and various HPV detectionassays (19).

A systematic review and meta-analysis of the prevalence of cervical lesions among tested
women in Ethiopia was carried out in 2019. The results showed that the prevalence was
15.1% in Addis Ababa, 19.65% in the Southern nation and nationalities region, 14.35% in
Ambhara, 12.9% in others, and 15.27%, especially among HIV -positive women (24, 25, 26).
With a noteworthy incidence rate of 11.7 cases per 100,000 women every year, cervical
cancer in Ethiopia among women aged 15 to 44 years became the second most prevalent

cause of cancer deaths after breast cancer as a result of HPV infection (24).

According to a study conducted in Addis Ababa, 24 (9.72%) people had the nonspecific
HPV test with MY09/11 PCR. Ages 36 and older than 21 had the highest HPV prevalence
(8.5%), whereas the age range of 16 to 25 had no HPV prevalence (27).

Another study conducted in Addis Ababa found that the prevalence of high-risk HPV was
23.9% in specimens collected by clinicians and 29.4% in specimens self-sampled. The test
result's overall concordance was 87.3%. Other than HPV16 and 18, oncogenic HPV types
were more common in both sampling methods, accounting for 19.9% of vaginal specimens
collected by the patient and 16.7% of cervical specimens obtained by the clinicians(28). The
sensitivity and specificity of self-sampled HPV test was 84.0%and 88.4%, respectively (29).



2.2 Measuring psychological distress

A prevalent mental health issue in society, psychological distress is a condition of emotional
suffering that is usually typified by signs of stress, anxiety, and depressions (30).Though there

are many contributing factors for people to develop psychological distress.

According to study “Magnitude of paternal postpartum psychological distress and associated
factors in Addis Ababa, Ethiopia: a facility-based cross-sectional study ,The Kessler 10-item
Psychological Distress Scale (K10), which has been widely used and validated in Ethiopian
contexts, was used to measure psychological distress. By asking about symptoms that have
occurred throughout the previous month, the tool determines whether general distress is present.
The overall score ranges from 0 to 50, with each item being assessed on a 5-point Likert scale
from O (never) to 5 (always) (31). Ethiopian urban and rural contexts, the Amharic variant has
shown strong psychometric qualities,At the ideal cut-off point of >7, a validation study
conducted in Addis Ababa on postpartum women produced sensitivity and specificity of 84.2%
and 77.8%, respectively, and had strong internal consistency (Cronbach's 0=0.90) (31).

According to study done in Ethiopian Amhara regions Psychosocial distress refers to a specific
co-morbid and clinically significant condition that is experienced by cancer patients. It is
identified and measured by using the Questionnaire on Distress in Cancer Patients (QSC-R10),
which is a validated measurement scale with psychometric properties specific to cancer. An
individual with a score of >14 is recognized as having psychosocial distress, and a score of <14

is recognized as not experiencing psychosocial distress (32).

We employed the Kessler-10 instrument for measuring, while the Kessler 6-item Psychological
Distress Scale was used in the Korean and Australian research to gauge parental psychological
distress, and the General Health Questionnaire-28 (GHQ-28) was used in the Norwegian and
Iranian investigations.The Depression Anxiety Stress Scale 21 was utilized in the Malaysian

investigation to evaluate distress (33).

The DASS-21 was used in a study conducted at the University of Gonder to measure stress,
anxiety, and depression ,is a psychological screening tool that may distinguish between stress,
anxiety, and depression symptoms With 21 items divided into three domains each with seven
items it is a validated and trustworthy tool for evaluating stress, anxiety, and depression

symptoms(34).



A 2017 study found that the DQS5 performed best at identifying people who fit the DSM-5
criteria and had a good fit to a unidimensional construct. In determining caseness, the HSCL-25
and SRQ-20 also performed adequately, albeit with lower specificity and sensitivity than the
DQ5(35).

2.3Magnituide of psychological distress in HPV postive women

A study conducted in Australia claims that Participants testing HPV+ reported greater mean
anxiety (41.67 vs. 37.08) and emotional distress (11.88 vs. 7.71) scores than those testing
HPV-. Additionally, HPV+ participants were more concerned about their test results
(34.3% vs. 1.3%,), perceived risk in comparison to ordinary women (55.4% vs. 14.1%, p <
0.001), and cancer anxiety (27.8% vs. 5.9%,) than HPV—participants (36). Compared to
those testing HPV—, those testing HPV+ were less confident in their screening results (16%
vs. 75.1%). Compared to those who reported testing HPV—, those who tested HPV+ knew
more about HPV (11.96 vs. 10.36 out of 16) and HPV testing (3.94 vs. 3.28 out of 5) (25).

According to studies, Psychological considerations are central to the successful
implementation of HPV primary screening. Under the primary screening protocol, all women
who attend will be told whether they test positive or negative for high-risk HPV. Testing
positive for HPV can lead to increased anxiety, fear and concern related to the possible
development of cervical cancer(37).

When HPV testing is used to triage women with borderline or mildly abnormal cytology,
anxiety and distress have been found to be higher in women testing positive for HPV than
those who test negative or do not have an HPV test, although the difference seems relatively
short-lived(38). HPV can also carry a negative label due to its sexually transmitted nature,
sometimes resulting in shame, stigma and concerns about fidelity and relationships. As well
as testing far greater numbers of women for HPV, the primary screening protocol also
creates a new group of women who have normal cytology, but test positive for high-risk
HPV. These women are at very low immediate risk of cervical cancer but are recalled at 12
months for repeat HPV testing. The prevalence of this result was 8.5% in the English HPV
primary screening pilot’” which would mean around 270,000 women receiving it in England

every year. Women’s psychological response to this result in routine cervical screening is
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unknown (39).

Research has consistently shown that women who test positive for high-risk HPV often
reportelevated levels of psychological distress. For instance, a study by McBride et al high
lights thatreceiving a positive HPV test result, especially when accompanied by abnormal

cytology, is associated wit increased anxiety and distress shortly after diagnosis (39)

Similarly, Dodd et al. found that women in Australia who tested HPV positive experienced
heightened anxiety compared to those with negative results, indicating that the
psychological impact of HPV diagnosis is a common phenomenon across different cultural
contexts (39) .This suggests that the emotional response to an HPV diagnosis is not only

prevalent but also significant enough to warrant attention in clinical settings.

The psychosexual impact of an HPV diagnosis has also been explored in various studies.
Bennett conducted a systematic review that revealed a notable psychosexual impact among
women diagnosed with high-risk HPV, with some reporting significant distress at the time
of diagnosis and during follow-up assessments (40). This aligns with findings from McBride
which indicate that psychosexual distress can persist for up to 12 months post-diagnosis,
suggesting that the emotional ramifications of HPV are long-lasting(41). Such prolonged
distress can affect women's sexual health and relationships, further complicating their

psychological well-being.

The psychological evaluation of HPV primary screening in England found that women
testing HPV+/normal displayed higher short-term anxiety than those with normal screening
results, as well as elevated psychosexual distress for up to 12 months (42). Despite low

cancer risk, nearly aquarter experienced clinically significant anxiety (41).

According to a cross-sectional between-groups study in UK findings are consistent with
previous studies showing that testing positive for HPV with abnormal cytology is associated
withraised anxiety and distress. However, unique to HPV primary screening and unique to
the literature, we also found evidence of raised anxiety, concern about the screening result
and worry about developing cervical cancer in women who tested positive for HPV with
normal cytology. These women were more anxious than the control group (normal cytology;
no HPV test) and displayed a mean anxiety score slightly above the upper threshold

expected in the general population (mean score of 38.3 compared to the normal range of 34—
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36) (18,43). They were alsol.9 times more likely to exhibit very high anxiety compared to
the control group (indicated by aSTAI score >49/80), scoring similarly to individuals with

clinically important.

In study conducted in England the latent illness representation profiles identified in this
study provide support for the role of negative beliefs contributing to anxiety in women

testing HPV-positive with normal cytology(44).

Latent profile analysis identified three distinct profiles of illness representations (termed

99 <6

“adaptive,” “negative,” and “negative somatic”’) which differed significantly in their patterns
of illness perceptions,revealed that these latent illness representation profiles accounted for
21.8% of the variance in anxiety, after adjusting for demographic and clinical
characteristics. When compared with adaptive representations ,women with negative
representations and negative somatic representations had significantly higher anxiety, with

clinically meaningful between-group differences (10).

Random-effects meta-analyses showed that there were no long-term differences in the short-
term anxiety levels of HPV+ women with abnormal or normal cytology compared to those
with normal findings (MD on State-Trait Anxiety Inventory = 7.6, 95% CI: 4.59-10.60 and
MD = 6.33, CI: 1.31-11.35, respectively). In both the short and long term, HPV+ women
with aberrant cytology experienced higher levels of psychological discomfort. HPV+ testing

was also linked to feelings of embarrassment, surprise, and anxiety about cancer (45) .

At baseline, women with abnormal cytology and HPV had the greatest anxiety scores (mean
=42.2, SD = 15.0). However, after 12 months, these scores had decreased to mean 37.0, SD
= 11.7, which was closer to being in the "normal" range (scores between 34 and 36 are
deemed "normal"). Additionally, this group had the lowest distress at 12 months (mean=1.9,
SD: 3.8), but the highest distress at baseline (mean=3.3, SD: 3.8; 3.1scores of 3+ indicate

case-level distress)(46).

In study done in Iran initial reactions to positive HPV results were shock, unrealistic fear,
confusion, distress, and financial concerns. Stigma was manifested in form of self-blame,
fear ofHPV-disclosure, negative body image, being stigmatized by healthcare providers, and

receiving health care anonymously. Refusal to use insurance services showed how evident
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and powerful the stigma was. Few women, who all have received positive HPV results
within the last month, had psychological conditions such as thinking of death and suicide

(47)

2.4 Risk factors for psychological distress among women screened for HPV

Routine screening for HPV has become a corner stone of cervical cancer prevention. However,
psychological distress is a frequent but underexplored consequence of the screening process,
arising from the stigma surrounding sexually transmitted infections, the anxiety of cancer
diagnosis, and the uncertainty about the implications of positive test results(22).This review
discusses the associated risk factors contributing to psychological distress in women undergoing

HPV screening.

2.4.1 Knowledge and Awareness About HPV

Knowledge about Human Papillomavirus (HPV) encompasses understanding its nature,
transmission which predominantly occurs through sexual contact associated health risks, and
preventive measures which is , highlighting the necessity for safe practices to minimize risk
particularly through vaccination(48).

In study done in Iran Almost all participants reported that they had little or no knowledge of
HPV on the day of the test,After receiving positive results, they had tried to find out more
about HPV on the Internet. They described the Internet as a private accessible source of
comprehensiveknowledge, but confusing and stressful as well. Some women assumed that a
positive hr HPV result means they definitely develop cervical cancer in the future. Women
with more hr HPV genotypes, including 16/18 and abnormal cytology (CIN) expressed
intense fear and distress(49).

A cross-sectional survey was carried out at the Armed Forces Hospital in Saudi Arabia as
part of the study. Although 43% of women in this area are aware of cervical cancer, they are
unaware of its principal cause, which is the human papillomavirus (HPV), its risk factors, or
its timing. Approximately 64% of the respondents were not aware that the test could identify
asymptomatic lesions, and 32% of them had received health and wellness advice from
female medical experts. In terms of test-taking attitudes, only 38% of respondents were

adequately informed(18).
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As per a study conducted in Sudan, 500 married women between the ages of 14 and 58 were
gathered from Khartoum's obstetric clinics, hospitals, and universities. The survey revealed
that knowledge of cervical cancer and its risk factors was also examined; 87.8% of the

women had heard of the disease, 46.6% had heard of HPV as a causative agent, and 39.2%
had heard of the HPV vaccine, but only 11.4% (57/500) had received it (43).

In studies in Ethiopia awareness about HPV and its relationship to cervical cancer among the
Ethiopian populace is alarmingly low, most surveys indicate that only about 61% of parents were
aware of the HPV vaccine's existence, and misconceptions about cervical cancer and HPV are
common. In many cases, parents do not identify HPV as a contributing factor to cervical cancer;
studies reveal that parents often recognize factors like advancing age and opinions from health
education materials, but few associate HPV with cervical cancer. Notably, 81.9% of respondents
knew HPV is commonly found in women under 30 years of age. However, detailed knowledge
about HPV's risks and preventive measures remains significantly lacking(50).

When we come to our country, A research conducted in Addis Ababa claims Of the parents,
just 38 (9.0%) are aware that HPV may spread through sexual contact. Of the study
participants, only 47 (11.0%) think that cervical cancer is caused by HPV infection. Overall,
only 119 study participants (28%) knew enough about HPV (51).

There were 583 research participants who were actual respondents during the data collection
period in another study conducted in Hosanna town. As a result, 98% was determined to be
the study's response rate. The participants were between the ages of 18 and 48. Additionally,
270 (46.3%) of the respondents scored below the mean (7.57+SD 6.61), indicating weak
knowledge. However, 313 (53.7%) of the respondents scored higher than or equal to the
mean, indicating that they possessed good knowledge (52).

In a study conducted at Zewditu Memorial Hospital in Addis Ababa 75% of the 237
respondents said they had heard of cervical cancer, and of those, 47.5% said they had heard
it via the media. The other respondents said they had heard about it from friends, family,
medical professionals, books, and periodicals. Based on their accurate answers to over 60%
of the questions, 59% of the participants in our survey demonstrated an excellent
understanding of cervical cancer and how to prevent it. Additionally, the respondents'

overall mean knowledge score is 7.3, with a standard deviation of 4.4(53).
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Lack of knowledge can lead to negative psychological reactions to an HPV-positive
result;early research in the context of cervical screening revealed that many women were
taken aback by the connection between a STI and cancer(54). Other adverse psychological
reactions have been reported, Many of these are related to known reactions to other STIs
and are caused by the fact that HPV is sexually transmitted. Women usually concentrate on
HPV's sexually transmitted nature, which might affect their relationships and sexual

partners, even when there are no cytological abnormalities presents(55).

2.4.2Socio-Cultural Perceptions and Stigma

Cultural and social views regarding sexually transmitted infections have a significant effect
of the psychology of women who undergo HPV screening. Studies have found women who
live inmore traditional societies are more likely to stigmatize which exacerbate their distress
(56). In addition these women may face judgment from their families and friends which may
led them toisolate themselves and increased psychological distress.

2.4.3 Relationship Dynamics and Partner Reactions

The emotional impact of finding out that you or your partner has STI can sometimes be
worse than the actual infection. As most HPV is invisible, partners will inevitably share it,
and there is no way to know which partner it came from or when they got it. In most people,
HPV is harmless and causes no symptoms and will not develop into warts, pre-cancer or
cancer. In a fewpeople, HPV can cause genital warts or abnormal cells. It's possible for HPV
to remain dormant for many years, sometimes decades without causing any symptoms or
being detected by tests(57). This can be difficult to believe, especially for partners in long-
term relationships who feelthat some recent infidelity must be to blame. However, research
continues to show that even patients who have not been sexually active for many years can
suddenly develop warts (58).

2.4.4Sociodemographic profile

According to a recent study, women with abnormal cytology may not always follow up as
advised. In particular, women who were younger, had lower-grade lesions, or were currently
smokers were more likely to experience psychological distress and not adhere to the

required follow-up following referral for abnormal cytology during HPV screening (58).
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2.5 HPV screening process

Primary HPV testing and triage of HPV-positive women is an effective cervical cancer
screening strategy. In industrialized nations, HPV testing is becoming more and more advised as
a screening method. It is also taken into consideration for basic resource settings (59).

Cervical intraepithelial lesions can be detected with good sensitivity with HPV testing, but the
specificity is not ideal, particularly for women under 30. There are a number of triage tests
available to prevent overtreatment, including as cytology, molecular (biomarker) testing, and
visual assessment of lesions (colposcopy, VIA).Specifically, pl16/Ki-67 dual stain cytology
(CINTec PLUS®, Roche Diagnostics) HPV-DNA testing and triage was recently demonstrated
to be the best cervical cancer screening algorithm in a first-world context (60).Human
immunodeficiency virus (HIV)-positive women in hospital settings were the primary focus of the
few research on cervical cancer screening uptake in Ethiopia (62). Self-reported prior screening
experience served as the basis for other uptake studies conducted in Ethiopia. Howeverit was
noted that self-reported screening measures can have drawbacks including overreporting (62).
Research from 2022 indicates that laboratory techniques for high-risk (HR) HPV identification
are more accurate and sensitive than traditional cytology for cervical cancer and preneoplastic
lesions (63). The high negative predictive value (NPV) of a negative HR-HPV test may lead to
longer intervals between screening visits and decreased incidence and mortality from Cervical
cancer (64). s a primary screening test, the HR-HPV test had a sensitivity of 98.66% and a
specificity of 87.15%.Including the findings from exocervical and endocervical PAP stains and
biopsies, the unadjusted prevalence rate of HPV-related lesions was 3.6%. Using the Cobas®
test, all of these patients had positive HR-HPV results. 88.47% was the positive predictive value,
while 98.48% was the negative predictive value (65).

When we come to our country study done in Amhara region Among women with and without
cervical lesions, the prevalence of HR-HPV 16/18 infections was 2.4% and 38.6%, respectively.
Additionally, VIA's sensitivity was 70.8%, identifying 17 out of 24 HPV-positive women while
missing 7. While VIA sensitivity is 91.3%, 286 out of 293 participant women were accurately
diagnosed as negative, despite its positive predictive value of 61.4% (27 out of 44). HIV -positive
women had a 3.0% prevalence of HR-HPV 16/18 infections, while HIV-negative women had an

8.1% prevalence (66).
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2.6 Conceptual framework

The conceptual framework for this study is developed to assess the psychosocial distress and
its associated factors in women screened positive for HPV, adopted from the different
literature. This study focuses on the psychological impact and emotional distress experienced by
the participants following their positive HPV testing. The relationship between psychological
distress and its influencing factors is multifaceted it includes Socio-demographic Factors, ,
Knowledge and Awareness about HPV, Screening and Follow up Experience, Socio-Cultural

Perceptions and Stigma,Relationship dynamics and partner reactions(57).
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Women Screened for Cervical Cancer in Addis Ababa,Ethiopia.
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Objective

3.1 General objective

To assess the magnitude of psychological distress and its associated factors among women who
tested positive for HPV, including both women living with HIV (WLHIV) and those in the
general population in Addis Ababa

3.2 Specific objectives:

1. To determine magnitude of Psychological Distress among women who tested positive for

HPYV during cervical cancer screening in Addis Ababa.

2. To assess the associated factors with Psychological Distress of women who tested positive

for HPV during cervical cancer screening in Addis Ababa.

3. To understand the emotional and psychological impact among women who tested positive for

HPV during cervical cancer screening in Addis Ababa.

4. To explore healthcare providers' perceptions of psychological distress among women who

tested positive for HPV during cervical cancer screening in Addis Ababa.
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Methods
4.1 Study setting

The study was conducted in the Ethiopian capital city, Addis Ababa, where over 70 of the
country's health facilities offer HPV test services. Specifically, 26 government health
facilities in Addis Ababa offer HPV screening services for women living with HIV
(WLHIV), a high-risk group for complications from HPV. Among the 26 facilities, 11
health centers were selected purposively based on their service volume and availability of
HPV screening services. In addition to these 11 centers, Churchill Center also known as the
Else Kroner Cancer Center (EKCC) was included in this study. EKCC is a one-stop clinic
offering HPV screening services to the general female population as well as being involved
in a national program aimed at increasing the screening and treatment of cervical and breast
cancer in Ethiopia.Collectively, these 12 locations provided the framework for data

gathering and participant enrollment in this research.

4.2 Study design and period

An Explanatory sequential mixed study design that combines both quantitative and qualitative
methods in a sequential manner was carried out. The study began with the collection and analysis
of quantitative data and based on the quantitative findings a qualitative study was conducted to

gain deeper insights.

The study was conducted from Februaryl to May 20, 2025. The study fascilities were the
following; Kirkos Hc, churchilll Hc-Else Kroner Cancer Center(EKCC), yeka Hc, kotebe
Hc,NSLworeda09 Hc, AddisKetema He,Kolfeworeda9 Hce, yekatit Hospital,
MinilikHospital, Zewditu Hospital, Alert Hospital, Ghandi Hospital.

4.3 Source population

Women who were in age group of 25-49 and tested Positive for HPV screening test in Addis

Ababa.

4.4 Study population

18



The study population was women from both the general population and WLWHIV within
the age group of 25-49 and who tested positive for HPVin selected health facilities of Addis
Ababa and had their positive HPV result in the last three months. (According to WHO
guideline the recommended age of cervical cancer screening for WLHIV is the age group of
25-49)(67).

4.5Eligibility criteria

4.5.1 Inclusion criteria

Women within the age group of 25-49 and tested positive for HPV in the last 03
months.
4.5.2 Exclusion criteria
Women who were screened positive by Visual Inspection with Acetic Acid( VIA) and who were
treated, women with cervical cancer, pregnancy and hysterectomy done for them previously,
Women who were critically ill and individuals with significant pre-existing mental health
disorders were excluded from the study.

4.6 Sample size determination
Quantitative

The sample of the study was determined considering two objectives. For the two objectives,

sample size was determined by using the single population proportion formula.

. =zlg 1 —1F']F'
(Do)

Where ni=initial estimated sapmle size
Z=confidence level
P=prevalence of psychological distress

d=marginal error

Specific Objective 1 the magnitude of Psychological Distress among women who screened

positive forHPV in Addis Ababa.
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The sample size was determined using single population proportion formula by considering that
there is no previous research done on Psychological Distress among women who screened

positive forHPV in Addis Ababa.

(p) = 50 % , z=standard score corresponding 95% confidence interval 1.96 and d =marginal
error corresponding (d) 4%. n= sample size required is calculated as:
n= (1.96)*(1-0.5)0.5/(0.05)*
n=384.16
After addung a 10% non-response rate the final sample size bcame 423.
Specific objective 2: Age
Age is one of the socio-demographic predictors for psychological distress among women who
screened positive for HPV the age above 45 years has been proposed to be associated with
the age above 45 years had been proposed to be associated with psychological distress
proportion of psychological distress among a women above 45 years of age were 48%
(69)sample size is calculated as follows.
n=(1.96)%(1-0.48)0.48/(0.05)*
n=383.55
After adding 10% non-response rate the final sample size became 423.

sociocultural factors predictors for psychological distress among women who screened positive for

HPV with a proportion of 39%(70). sample size is calculated as follows.

n= (1.96)2(1-0.39)0.39/ (0.05)2
n=365.57

After adding 10% non-response rate the final sample size became 402..
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Table 1 Sample size determination

Factor Proportion Calculated sample size Final sample
size(+10%)
psychological 50% n= (1.96)*(1-0.5)0.5/(0.05)> | N= 368.79 + (368.79
distress n=384.16 *0.1) = 423
Sociocultural 39%(70) n= (1.96)*(1- N= 365.57 + (365.57
2
factor 0.39)0.39/(0.05) *0.1) = 402.
n=365.57
Age 48% (69) n= (1.96)*(1- N= 383.55 + (383.55
2
0.48)0.48/(0.05) *0.1) = 423.
n =383.55

The final sample size was taken based on feasibility and the maximum sample size from the list

ofvariables for both objectives is 423.
Qualitative

Purposive sampling approach was employed to select participants In-depth interview was
conducted. In-depth interview was held by purposivly selecting women from selected health
facilities the saturation level.

4.7 Sampling Procedures

Quantitative

First 12 health facilities were selected from total 27 health facilities which give HPV screening
in Addis Ababa by using purposive sampling technique. Based on prior three-month data from
reputable health institutions, the proportion to size allocation technique was used to calculate the

number of women from the chosen health institutions who were included in the study.

22



Calculation for sample size determination of participants from each health inistitution based on
the previous month client flow drom registration book.

Each health centers average sample size x total sample size (423)

Total average population of the ten health institutions
Sample Size for yeka He =(Total PopulationP1)xTotal Sample Size =(37/628)x423=
=0.05892x423~24.91~ 25 participants

Facility Population Allocated Sample Size

Yeka HC 37 25
Kirkos HC 34 23
Yekatit hospital 36 24
Minilik hospital 55 37
Churchill HC 150 101
Aler hospital 57 38
Zewditu hospital 58 39
Kolfe HC 30 20
St peter hospital 62 42
NSL HC 35 24
Addis ketema HC 42 28
Kotebe HC 32 22
Total 628 423

Systematic random sampling was used to select women included in the study . To identify the
interval ,the average number of women who screened positive in the last 3 month divided by the

total sample size

which is Calculate the Sampling Interval

k=N/n= 628/423
k=1.48
k~2

From each selected health facilities by using systematic random sampling every 2" chart to
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select individual clients from registery who tested positive for HPV in the last 3 month to ensure

representation from different sub-groups.

Addis Ababa

(Healthcare facilities that
provides HPV screening

service)

Health centers

Akaki HC, Saris HC, Kality HC, Semen
He, Afinchober Hc, Bole He, Kirkos He
Kaznchis Hc, Meshualekiya
HC,Woreda 9 Hc,Woreda 02
hc,T/haymanot ,Jagama kelo
Hc,Woreda 9 ,Kotebe HC

Yeka HC, Kolfe He, Addis Ketema Hc,

Public hospitals

Yekatit Hospital, St pual , ras
desta Hospital, St peter
ZewdituHospital, Ghandi
Hospital, Alert Hospital,
Minilik Hospital

S N S

Gha

Churchill HC Minili | Zewditu | Alert | Yekatit | ndi
/ l \ \‘ \ k Hospital I hospital | hospital | hosp
ital
Kirko | Church |Yeka | Kotebe | NSLWo | Addis f 5 l l
s He ill He Hc Hc reda 09 ketema HC l
Hc Hc
l l l l l n= n= n= n= n=
37 39 38 24 42
n= n= n= n= n= n= n=
23 10 25 22 24 28 20

Figure 2 Sampling procedure

4.8 Data collection procedure
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Quantitative

The data collection included a face-to-face interview. Ten data collectors and two supervisors
were involved in the data collection, and two-day training program was given to familiarize
themselves with the study objectives, data collection tools, and ethical considerations. Pre-test
was conducted before starting the data collection. The Data collection was conducted using
Kobbo tool.

A stracutured questionnaire was the he primary tool for quantitative data collection. This
questionnaire was designed to capture a wide range of information, including demographic
Information in age, marital status, education, occupation, and income was adopted from data
abstraction form for quantitative survey and In order to quantitatively measure levels of
psychological distress among participants the Kessler Psychological Distress Scale (K10)
tool was used . Kessler Psychological Distress Scale is a 10-item questionnaire intended to
yield a global measure of distress based on questions about anxiety and depressivesymptoms
that a person has experienced in the most recent 4 week period(71).

Trained data collectors administered the questionnaire through face-to-face interview with
participants. Data collection took place in a private setting within the hospital or health
center ensure confidentiality. The data collection process was followed by one supervisor
during the collection.

Qualitative

For the qualitative study, two separate interview guides were prepared for IDIs with patients and
health care proffesionals.The interview guide for the patients has three main and Open-end
questions were used to explore about psychological problems encountered, disclosure for their
partner and families , types of information received, and counselling and other psychological
supports received at thehealth facilities. Similarly, the interview guide for the health
professionals has seven open-ended questions focusing on psychological distress observed
among women who test positive for HPV, available psychological support services at their
facility, how they are delivered, and their perception of psychological support and why it is not
being provided. The principal investigator and One well experienced data collector was involved
in the data collection and one supervisor was involved.Training was given for 2 days. To monitor

saturation interviews are transcribed and analyzed concurrently with data collection using
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thematic analysis. The interviews were continued until saturation is observed with Sequential

Analysis.

4.9 Operational definitions

Psychological distress: Undifferntiated group of symptoms ranging from anxiety and
depression symptoms to functional impairment,personality traits (confusing,troubling), and
behavioural problems(6).

Kessler Psychological Distress Scale (K10) is a measure of psychological distress. The
numbers attached to the patients' 10 responses are added up and the total score is the score
on the Kessler Psychological Distress Scale (K10). Scores will range from 10 to 50. People
seen in primary care who

Score under 20 are likely to be well

Score 20-24 are likely to have a mild mental disorder Score 25-29 are likely to have
moderate mental distress.

Score 30 and over are likely to have severe mental distress.

Human Papilloma Virus (HPV): refers to a group of DNA viruses that infect epithelial
cells, leading to conditions ranging from benign warts to cancers, such as cervical cancer

(72).

HPV Screening: refers to the systematic process of detecting the presence of high-risk
human papillomavirus(HPV) strains associated with cervical cancer and other HPV-related
conditions. This is typically achieved through laboratory-based methods, such as HPV DNA
testing or HPV genotyping, which identify the genetic material of the virus in cervical cell

samples (9).

HPV Negative: is failure to detect human papillomavirus (HPV) DNA in a clinical sample
usingtests such as polymerase chain reaction (PCR) or hybrid capture technology regardless

of the clinical symptoms(27).

HPYV Positive: is the presence of human papillomavirus (HPV) DNA in a clinical sample
using tests such as polymerase chain reaction (PCR) or hybrid capture technology regardless

of the presenceor absence of visible clinical symptoms such as warts or lesions(27).
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Konwledge and Awarness : Defined as the participants' ability to answer multiple questions
which includes the knowledge about HPV, aware that HPV is a common virus that can naturally
be cleared by the immune system, know that not all HPV infections lead to cervical cancer
Knowledge about HPV: respondents scoring below the mean were categorized as having poor
knowledge, while those at or above the mean were considered to have good knowledge about
HPV.

Supportive relationship dynamics: Subjects who surpassed the mean were categorized as
having supportive relationship dynamics.

Un supportive relationship dynamics: subjects those scoring at or below the mean were
categorized to have un supportive relationship dynamics

Socio-Cultural Perceptions and Stigma on HPV: Participants scoring at or above the mean
score were considered to perceive high stigma, while those scoring below the mean were
considered to perceive low stigma related to HPV.

Screening Context and Follow-Up experience :Participants who scored above the mean were
categorized as having good screening experiences, while those scoring at or below the mean

were considered to have bad screening experiences
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4.10 Variables

Dependent variable

Psychological distress in women tested positive for HPV.

Independent variable

e Socio-demographic factor like age, marital status, educational status, occupation, and
economicfactors.

e Knowledge and awareness about HPV

e Socio-Cultural Perceptions and Stigma

e Screening and follow-up experience

e Relationship Dynamics and Partner Reactions

4.11 Data management

The data was collected by trained data collectors through face-to-face interviews with structured
questionnaire and in-depth interviews.The completeness of each questionnaire was verified every
day, and the data collection procedure was rigorously monitored. A logical checking technique
was used to find errors during the data cleaning process. Ensure that the data collected through
the Kessler Psychological Distress Scale (K10) and other instruments are complete and
consistent. Identify and handle missing values and outliers. Finally, a double data entry was

performed to check the consistency of the data. and exported to STATA version 17 for analysis.

4.12 Data analysis procedure

First, the data was checked for completeness and consistency prior to data entry and
cleaning and exported to STATA version 17 for further analysis. Descriptive statistics was
used to summarize proportion and frequency for patient socio-demographics and cross
tabulation was used to present the information for categorical data. Means and standard
deviations were used for continuous variables.

Kessler Psychological Distress Scale (K10) is a measure of psychological distress.The
numbers attached to the patients 10 responses are added up and the total score is the score
on the Kessler Psychological Distress Scale (K10). Scores were ranged from 10 to 50. People
seen in primary care. Ordinal logistic regression was conducted to assess association
between independent and dependent variables. Enter method was used during regression

analysis. The odds ratio for logistic regression along with a 95% confidence interval was

28



estimated. A P-value of less than 0.05 was considered as a level of statistical significance.
Before actual data analysis, missing values and outliers were checked by drawing

histograms.

Data analysis plan for specific objective 1:magnitude of psychological distress
Determine the prevalence of psychological distress by calculating the proportion of women
within each distress category (e.g., percentage of women with mild, moderate, and severe
psychological distress).Present results in tables and graphs for clear visualization.

The Kessler Psychological Distress Scale (K10) scores were calculated by summing the values
of the 10 individual responses, with each response scored from 1 to 5. This yielded a total score
ranging from 10 (indicating no distress) to 50 (indicating severe distress). Based on established
cut-off points, individuals scoring below 20 were categorized as likely to be well. Those scoring
between 20 and 24 were considered to have mild mental distress, scores between 25 and 29
suggested moderate mental distress, while scores of 30 and above indicated severe psychological
distress (31).

Cross-tabulations were used to explore the relationships between variables such as socio-
demographic factors (e.g., age, gender, and education level). Chi-square tests were used to assess
the association between categorical demographic variables and levels of psychological distress
then conducted ANOVA to compare mean K10 scores across different groups (e.g., age groups,

educational levels) to identify statistically significant differences.

Data analysis plan for specific objective 2: Associated factors with Psychological
Distress

Descriptive Statistics was used to summarize the data by calculating frequencies for categorical
variables (e.g., marital status, education level) and means, standard deviations for continuous
variables (e.g., age). Multiple regression analysis was employed to assess the impact of various
demographic, social, and healthcare-related factors on psychological distress levels, adjusting for
potential confounders.

HPYV knowledge Scoring

In knowledge of hpv scoring each correct response to the six HPV knowledge questions was

assigned a score of 1, while incorrect or "not sure" responses received a score of 0. The
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individual scores were summed to generate a total knowledge score ranging from 0 to 6. The
mean knowledge score among respondents was 3.05 (SD = 2.69). Based on this, respondents
scoring below the mean were categorized as having poor knowledge, while those at or above the
mean were considered to have good knowledge about HPV.

Sociocultural Perception Scoring

Each “Yes” response was given a score of 0, while “No” was given 1 and “I am not sure”
responses were scored as 0.5. The scores from all five questions were summed to form a total
score ranging from 0 to 5. Participants scoring at or above the mean score(2.91 and SD
1.78)were considered to perceive high stigma, while those scoring below the mean were
considered to perceive low stigma related to HPV.

Screening Context and Follow-Up Procedures

Each response was scored based on whether it reflected a positive or negative screening and
follow-up experience. A score of 1 was assigned to responses indicating a positive experience, 0
to negative experiences, and scaled values (0—4) were used for rating-based responses. Individual
scores were summed for each participant, resulting in a total score ranging from 0 to 11. The
mean score was calculated (6.31, SD = 2.46). Participants who scored above the mean were
categorized as having good screening experiences, while those scoring at or below the mean
were considered to have bad screening experiences. The majority (54.61%) were categorized as
having a good experience with the screening context and follow-up procedures while 45.39% of

participants were categorized as having a bad experience.

Qualitative Analysis

Perceptions of Psychological Distress:

A qualitative approach was used to analyze the data. After the qualitative data collection, All
transcribed documents,feld notes, and reflexive memos were entered into MAXQDA software
Each statement and word were coded line by line based on the stated objectives.

Inductive thematic analysis was applied in order to summarise and explain the emerging
categories and themes under each objective. Finally, the findings were described by thematic

areas and complimented to the quantitative findings.

4.13 Data quality assurance
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Before the data collection the English version questionnaire were translated to Amharic (local
language) and then back to English for analysis. Frequencies of each variable were ran in order
to clean up the data and ensure that it was consistent, clear, and complete. And pretest was done
on (5% of the study participants in St peter hospital). Before data collection started, In the pre-
test, participants were asked whether they found any of the questions confusing,difficult to
answeror understand,upsetting or offensive.

The data collection process was supervised,and the completeness was checked daily, Logical
checking technique was employed to identify errors during data cleaning and double data entry
was performed to check the consistency of the data. And exported to STATA version 17 for
analysis. The primary investigator provided two days of training to the supervisor and data

collectors, along with further instruction for the supervisor on data quality management.

4.14 Ethical concideration

After receiving ethical approval from Addis Ababa University's School of Public Health,
Research and Ethical Committee (REC), ), with IRB No SPH/452/2025 this investigation
was conducted, Permission to conduct this study was secured Addis Ababa health bureaus
informed consent was obtained through a clear and comprehensive way with outlines of the
purpose, procedures, potential risks, and Dbenefits of the study with IRB
NoAA/HB//2/101/17.

All participants were given written informed consent to participate in the study. Participants
fully understood their rights and they can voluntarily decide whether to participate.
Equitable selection of participants, preventing the exploitation of vulnerable populations.
The confidentiality was maintained by training to make dta collectors aware not to record

any identification information.

Data collectors conducted interviews in private, secure locations to ensure that sensitive
information cannot be overheard or accessed by unauthorized individuals. All data collection
materials were stored securely, in encrypted folders during and after the collection phase. Data
collectors received training on how to recognize emotional distress and appropriated techniques
for responding. The principle of beneficence guided the study design by implementing

educational components that enhance awareness of HPV and screening benefits, while
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minimizing any potential harms through psychological support and careful management of

Sensitive topics relate to women’s health.
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4.15 Dissemination

The findings of this study will be presented to a colleague of the health sciences school of
public health at Addis Ababa University. The Addis Ababa Regional Health Bureau and
other relevant organizations will receive it.In addition to being submitted to regional and/or

worldwide peer-reviewed journals for publication, the findings will be presented at the

defense.

thesis

33



5 Results

5.1 Quantitative results

5.1.1Socio-Demographic Characteristics

The study involved 423 women in the age group of 25-49 years with a mean age of 39.4 years

(£6.66).The majority of the participants (36.4%) were in the age group of 45-49, followed by

22.9% in the age group of 40-44). Regarding marital status, a majority of the respondents

(48.5%) were married while the others were divorced (20.1%), single (17%), and widowed

(14.4%) women. Regarding educational status , 35.5% had primary education, 25.3% secondary

education, and 22.2% had a college degree. 30.7% of the respondents own private business,

27.9% were housewives, and 24.1% were government workers. 35.93% of the respondents had

low income and 48.23% had high income.

Table 2 Socio Demographic characteristics of participants

Characteristic Category Frequency (n) Percentage (%)
Age Mean (SD) 39.4 (£6.66)
Median 40
IQR 10
25-29 54 12.8
30-34 37 8.8
35-39 87 19.2
40-44 97 22.9
45-49 154 36.4
Marital Status Single 72 17.0
Married 205 48.5
Widowed 61 14.4
Divorced 85 20.1
Educational Status [lliterate 72 17.0
Primary education 150 355
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Secondary education 107 25.3
Graduated from college 94 22.2
Occupation Housewife 118 27.9
Government employee 102 24.1
Private business 130 30.7
Student 14 33
Merchant 29 6.9
Other (specify) 30 7.1
Monthly Income Mean(SD) 5290.19((+4176.09)
Median 4300
IQR 3500
Very Low Income(<1000ETB) 11 2.7
Low Income(1000-3000ETB) 152 359
Middle Income(3001-4999ETB) 56 13.2
High Income(>5000ETB) 204 48.2
HIV status Positive 302 79.4
Negative 121 28.6

Source: Own survey, 2025.

5.1.2Knowledge and awareness about HPV
Table 3 Knowledge and awareness about HPV

Question Responses Frequency | Percent

HPV is a common virus often cleared by the Yes 231 54.6
immune system. No 180 42.6

I am not sure 12 2.8
Not all HPV infections cause cervical cancer. Yes 222 52.5

No 192 45.4

I am not sure 9 2.1
Informed about what HPV positive result means | Yes 244 57.7
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No 176 41.6
[ am not sure 3 0.7
Having HPV automatically means developing Yes 153 36.2
cervical cancer No 253 59.8
I am not sure 17 4.0
HPYV test can be positive without having cervical | Yes 210 49.7
lesions? No 204 48.2
I am not sure 9 2.1
Confidence in understanding of HPV and its Yes 229 54.1
health implications No 181 42.8
[ am not sure 13 3.1
Overall knowledge about HPV Good Knowledge | 214 50.1
Poor Knowledge 209 49.4

Source: own survey,2025

More than half of the participants (54.6%) were aware that HPV is a common virus that can

naturally be cleared by the immune system, while significant percentage (42.6%) were not

aware. Similarly, 52.5% knew that not all HPV infections lead to cervical cancer, whereas 45.4%

believed otherwise. 57.7% of the respondents were informed what HPV positive result meansand

41.6% were not informed. 36.2% believed that HPV infection always leads to cervical cancer.

49.7% of the respondents understand that there is a possibility of HPV positive testing without

cervical lesion. 54.1% were confident that they knew what HPV was and its implications for

health, and 42.8% were not. The mean knowledge score among respondents was 3.1 (SD = 2.7).

More than half of the participants (50.6%) were classified as having Poor Knowledge, scoring

below the mean and 49.4% demonstrated Good Knowledge, scoring at or above the average.

5.1.3 Socio-Cultural Perceptions and Stigma

Table 4 Socio-Cultural Perceptions and Stigma

Question

Response

Frequency

Percent

Being diagnosed with HPV brings shame to

Yes

164

38.7
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your family No 246 58.0
[ am not sure 13 33
Feel judged or blamed by others for being Yes 153 36.2
diagnosed with HPV No 257 60.8
I am not sure 13 3.1
Belief that HPV is linked to promiscuity in the | Yes 188 44.4
community No 172 40.7
I am not sure 63 14.9
Avoided discussing your diagnosis with others | Yes 182 43.0
due to fear of stigma or discrimination No 232 54.9
I am not sure 9 2.1
Feel that cultural or religious beliefs in the Yes 173 40.8
community make it harder to cope with HPV No 218 51.4
I am not sure 33 7.8
Overall sociocultural perception about HPV Negative 159 37.4
Perception
Positive Perception | 264 62.6

Source:own survey, 2025

Over one-third (38.7%) of participants believe that diagnosis of HPV shames their family, and
36.2% feel like they are judged or blamed by others due to their diagnosis. 44.4% of the study
participants believe that their community associates HPV with promiscuity. Fear of
discrimination is even noted since 43.0% of the respondents avoided talking about their
diagnosis due to fear of stigma. Moreover, 40.8% of them thought that cultural or religious
beliefs in their community made it harder to cope with the diagnosis. Participants scoring at or
above The mean score of the respondants was 2.9 (SD 1.78). Out of the total 423 participants,
37.4% were categorized as having a negative sociocultural perception toward HPV and 62.6%
had a positive perception by coring at or above the mean score.

5.1.4 Relationship Dynamics and Partner Reactions

Table 5 Relationship Dynamics and Partner Reactions
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Question Response Frequency | Percent
Felt anxious about disclosing HPV status diagnosis | Yes 105 51.2
to your partner? No 100 488
Partner was supportive upon hearing about HPV Yes 132 64.4
diagnosis No 64 312
[ am not sure 9 4.4
Partner encouraged you to seek medical advice or Yes 136 66.4
emotional support for your diagnosis
No 64 31.2
I am not sure 5 2.4
Felt that your HPV diagnosis has negatively Yes 68 33.2
affected the trust in your relationship No 15 56.1
I am not sure 22 10.7
Partner blamed you for the HPV diagnosis Yes 61 29.8
No 144 70.2
Overall relationship dynamic Unsupportive 89 434
Supportive 116 56.6

Source: own survey,2025

Over half (51.2%) of the respondents indicated concern in telling their partners about their HPV

diagnosis. Yet, most (64.4%) said their partners reacted in a supportive way when told. 66.4% of

the participants’ partners encouraged them to get medical or emotional help. Nevertheless, one-

third (33.2%) reported that the diagnosis had a negative effect on trust in the relationship, and

29.8% reported being blamed by their partners for the diagnosis. The mean score was calculated

(3.14 and SD 1.78). 56.59% had supportive relationship dynamics with their partners and

43.41% had unsupportive partner scoring below the mean score.

5.1.5 Screening Context and Follow-Up Procedures

Table 6 Screening Context and Follow-Up Procedures

Question Response Frequency Percent
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Provided with sufficient information about HPV | Yes 357 84.4

and the implications of a positive test No 53 12.5
[ am not sure 13 3.1
Offered counseling or mental health support after Yes 391 92.4
your HPV diagnosis by health care provider No 32 7.6
Feel that your emotional or psychological Yes 363 85.8
concerns were addressed by heathcare provider = No 60 14.2
Rate the communication style of healthcare Very poor 172 40.7
providers during the screening Poor 13 3.1
Neutral 36 8.5
Good 115 27.2
Excellent 87 20.6
The health care providers explained the follow- = Yes 409 96.7
up procedures clearly No 14 33
If yes, were follow-up procedures sufficiently Yes 200 48.9
explained to alleviate your concerns? No 209 51.1
Referred for follow-up procedures (e.g., Yes 368 87.0
colposcopy) promptly No 55 13.0
Left overwhelmed or confused about health Yes 247 58.4
status because of the screeing process No 176 41.6
Overall screening and follow up experience Good 231 54.6
Experience
Bad Experience 192 45.4

Source: own survey, 2025

A vast majority of the respondents (84.4%) indicated that they were provided with sufficient

information about HPV and what it means, although 12.5% were not. Most of the respondents

39



(92.4%) indicated that their healthcare provider offered counseling or mental health services
after their diagnosis. 85.8% of the participants reported that their healthcare provider
communicated with them regarding psychological concerns, while 14.2% did not. A large
percentage of the respondents rate communication as "very poor" (40.7%) while 27.2% rated it
"good" and 20.6% "excellent." Follow-up procedures were well defined for the most part, with
96.7% of participants reporting description clarity. Most (87%) said they were sent straight to
follow-up treatments like colposcopy. Lastly, the screening process left a significant proportion
of participants (58.4%) confused or overwhelmed regarding their health status. The mean score
was 6.3 (SD =2.5). The majority (54.6%) were categorized as having a good experience with the
screening context and follow-up procedures while 45.4% of participants were categorized as

having a bad experience.

5.1.6 Kessler Psychological Distress Scale

The 423 respondents had an average total T score of 24.2 (SD = 11.1), , their scores on the K10
were employed to categorize their level of mental distress. 41.1%, were labeled as "Well" and
also possessed very low levels of psychological distress. Mild mental distress was experienced
by 9.5% of participants, while moderate distress was registered in 14.9% of them. The result
constituted a significant portion of 34.5% with indicators of severe mental distress.

Table 4 Psychological Distress Category

Psychological Distress Category Frequency Percent
Well 174 41.1%
Mild Mental Distress 40 9.5%
Moderate Mental Distress 63 14.9%
Severe Mental Distress 146 34.5%
Total 423 100%
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Figure 3 psychological Distress Category

5.1.7 Bivariate and Multivariable Regression Analysis

Respondents who had poor knowledge had a five times higher likelihood of having a higher level
of psychological distress than those who possessed good knowledge (AOR = 5.26, 95% CI: 2.82-
9.80, p<0.001). Similarly, respondents who have negative sociocultural perception were nearly
twice as likely to suffer greater psychological distress compared to respondents who have
positive sociocultural perception (AOR = 1.93, 95% CI: 1.02-3.67, p=0.044). In addition, women
have unsupportive partner relationships had more than fourfold higher odds of psychological
distress compared to counterparts with supportive partners (AOR = 4.59, 95% CI: 2.43-8.71 ,
p<0.001). Lastly, those who had a negative experience of screening and follow-up were over two
times more likely to have psychological distress compared to those who had positive experience

(AOR = 2.63, 95% CI:1.43-4.83), p=0.02).

Margins analysis was performed after an ordinal logistic regression to estimate the predicted
probabilities of mental distress based on significant variables. Respondents who have good
knowledge are much more likely to be psychologically well (58%) compared with those who
have poor knowledge (27%), a difference of 31% (p < 0.001). Poor knowledged respondents
have a significantly higher chance of severe mental distress (47% vs. 19%, p < 0.001), while
mild distress rates are similar across groups (p = 0.29). Moderate distress is slightly more

common in the poor knowledge group (16% compared with 12%, p = 0.001).
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Respondents with a positive sociocultural perception are significantly more likely to be mentally
well (54%) compared to those with a negative perception (19%), with a 34% difference (p <
0.001). Those with a negative perception have a much higher probability of severe mental
distress (57% vs. 21%, p < 0.001), while mild distress is slightly lower (8% vs. 10%, p = 0.002).

Differences in moderate distress between groups are not statistically significant (p = 0.11).

Supportive relationship dynamics have a significantly higher probability of being mentally well
(52%) compared to those with unsupportive partners (17%), with a difference of 35% (p <
0.001). Those with unsupportive partners are more likely to experience severe mental distress
(60% vs. 22%, p < 0.001), while mild distress is slightly less common in the unsupportive group
(8% vs. 12%, p = 0.008). Differences in moderate distress between groups are not statistically

significant (p = 0.52).

Respondents who reported a good health screening and follow-up service experience were
significantly more likely to be mentally well (47.5%) compared to those with a bad experience
(31.9%), with a 16% difference (p < 0.001). Severe mental distress was more prevalent among
those with bad experiences (43%) than those with good ones (28%), which is a statistically
significant difference of about 15% (p < 0.001). Moderate distress was slightly more common in
the bad experience group (15.9% vs. 14.5%, p = 0.012), though the difference is small. Mild
distress showed no statistically significant difference (p = 0.066).

Table 5 Bivariate and multivariate Analysis

Vari Category Well Mild Moder Severe CO AOR  P-value
able ate RO (95

5% %

Cc)) Q)
Kno  Good 130 (74.7%) 10 14 55 - - -
wled Knowledge (25%) (22.2% (37.7%)
ge (Reference) )
Leve Poor 44 (25.3%) 30 49 91 377 526  kx*
1 Knowledge (75%)  (77.8% (62.3%) (2.6 (2.82

) 0, 9.80
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548 )

)
Soci  Positive 141 (81.03%) 30 38 55 - - -
ocult (Reference) (75%) (60.3%  (37.7%)
ural )
Leve Negative 33 (18.97%) 10 25 91 484 193( *
| (25%) (39.7% (62.3%) (-2 1.02,
) & 367
7.14
)
Partn = Supportive 60 (79%) 16 14 26 - - -
er (Reference) (76.2  (48.3% (32.9%)
Dyna %) )
mics  Unsupportive 16 (21%) 5 15 53 526 459 @ xkx*
Leve (23.8  (51.7% (67.1%) (.0 (2.43
1 %) ) 3 871
9.13 )
)
Expe Good 100 (57.5%) 33 45 53 - - -
rienc  Experience (82.5 (71.4% (36.3%)
e (Reference) %) )
Cate  Bad 74 (42.5%) 7 18 93 1.93 2,63  **
gory  Experience (17.5  (28.6% (63.7%) (1.3 (1.43
%) ) 5 483
2.77 )
)

Source: own survey, 2025 * p < 0.05 **p <0.01 ***p < 0.001 The model included the variables, age
group,educational status, occupation and HIV status, Knowledge level, sociocultural perception,relationship
dynamics and screening and follow up service experience; however, only variables with statistically significant

associations are displayed in the table
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Marginal analaysis of mental distress based on significant variables.

Knowledge
Level

Sociocultural
Perception

Partner
Dynamics

Health Service
Experience

1 = higher probability, | = lower probability

Good
Knowledge

Poor
Knowledge

Positive
Perception

Negative
Perception

Supportive
Partner

Unsupportive
Partner

Good
Experience

Bad
Experience

Well

58%

27%

54%

19%

52%

17%

47.5%

31.9%

Mild
Distress

11%

10%

10%

8%

12%

8%

10.1%

10.3%

Moderate
Distress

12%

16%

15%

16%

14%

15%

14.5%

15.9%

Severe
Distress

19%

47%

21%

57%

22%

60%

28%

43%

Significant
Findings (p-value)

Well (1, p <
0.001), Severe (|,
p <0.001)

Moderate (1, p =
0.001), Mild (NS,
p=10.29)

Well (1, p <
0.001), Severe (|,
p <0.001)

Mild (|, p=
0.002), Moderate
(NS, p=0.11)

Well (1,p <
0.001), Severe (|,
p <0.001)

Mild (|, p =
0.008), Moderate
(NS, p=0.52)

Well (1, p <
0.001), Severe (|,
P < 0.001)

Moderate (1, p =
0.012), Mild (NS,
p = 0.066)
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5.2Qualitative results

Socio-demographic characteristics of the study participants

In this study, 10 women who tested positive for Human Papillomavirus (HPV) were recruited.
Their mean age was 34 years, ranging from 25 to 49 years. Among them, 10% were divorced,
and the remaining participants were single, married, or widowed, each comprising 30% of the
total. A majority (90%) had attained at least a primary level of education, and 70% were
employed in private businesses.

Additionally, six health professionals working in cervical cancer screening rooms participated in
the study. Their mean age was 33 years (range: 28—50 years), with a mean of 10 years of work
experience. Regarding educational status, 10% held a diploma, while 90% had a bachelor’s
degree from a college.

Theme 1: Psychological feelings

This major theme includes three sub-themes such as positive feelings, negative feelings, and

being able to reduce negative feelings.

Sub-theme 1: Positive feelings

Some participants shared their views as they were not afraid when the result was informed

because they were aware that the virus can clear on its own.
“I didn’t feel anything because I was already informed that it wasn’t high-risk. The virus
can clear on its own, especially for those over 30, whose immune systems can handle it. 1
wasn’t worried then, and I'm still not. There’s no risk, and I was told to return for
another test in three years” (pt,age 30).

Some participants noted that they did not feel afraid when the health professional asked them to

undergo cervical screening, as they were already aware of the procedure and understood its

benefits.

“I was already aware of it. I knew it’s particularly important for women because it can
help detect precancerous changes early, so I understood the importance” (pt age 30).
Another respondent also shared their view as follows:

“I was aware of it. I came for the test based on the information provided near my
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workplace. They encouraged us to get tested, and the test was conducted. We were told
the results would be available after about three weeks and that if the virus was not high-

risk, it would likely resolve on its own” (pt,age 28)

Sub-theme 2: Negative feelings

The majority of participants reported experiencing deep emotional reactions, often resulting in
tears, when they received their results through a phone call. Health workers reported that the
emotional state of the patients changes significantly after receiving an HPV-positive test. While
patients are generally compliant for initial screening, diagnosis has a tendency to induce fear,
panic, and distress largely due to misconceptions about HPV and its link with cancer. Distrust of
medical equipment and unfamiliar procedures hindered outreach described women's fear of
speculum and refusal for screening also another challenge for the engagement of follow-up after

positive HPV result.

“I was completely devastated. I cried the whole day at work. I was overwhelmed, running
to the bathroom constantly—maybe 30 times that day. I couldn’t control my panic. It felt
like something very serious” (pt,age32).
One participant shared that she was overcome with fear, certain it must be cancer. The emotional
distress engulfed her she withdrew from others, isolated herself from her community, and, in that
moment, was overwhelmed by a profound sense of hopelessness and depression.
“I was truly terrified. I thought it was cancer for sure. I became emotionally distressed. 1
isolated myself from others, avoided my community, and began to hate everything about

life at that moment. [ felt very depressed” (pt,age 47).

“There’s a significant difference between the first visit and the post-diagnosis phase.
Initially, when we explain the importance of screening based on symptoms, they are
cooperative. But once they find out they are HPV-positive, they often panic. They tend to
forget the counseling we provided earlier and become very distressed. Accepting the

diagnosis is difficult for them.” (Hp , BSC nurse)

Participants described how receiving an HPV-positive result often triggered significant
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emotional and psychological distress among patients. Even though the health professionals
clarify that it indicates a pre-cancerous condition rather than a cancer diagnosis, they often
misunderstood as cancer itself. This distress not only from fear of illness but also from
misunderstanding the diagnosis confusion about transmission, concerns about stigma, and

relationship tension.

“Absolutely. Many women become anxious upon hearing they ve tested positive.
Although we explain that it’s a pre-cancerous finding—not a diagnosis of cancer—they
often interpret it as cancer. This misunderstanding generates fear and, in some cases,

outright refusal to proceed with further testing or treatment.” (Hp , BSC nurse)

Sub-theme 3: Able to reduce their negative feeling
One participant stated that the possibility of a more thorough diagnostic assessment brought
reassurance, as it promised a clearer understanding of the infection’s extent and the stage at
which it was detected. Rather than instilling fear, the knowledge that early intervention could
begin was a source of motivation. Consequently, she perceived the recommendation for further
testing as an opportunity rather than a cause for concern.
“The prospect of a more detailed diagnostic assessment was reassuring because it meant
I would gain a clearer understanding of the extent of the infection and the stage at which
it was detected. Knowing that early intervention could be initiated motivated me rather
than frightened me. Therefore, I viewed the recommendation for further testing as an
opportunity rather than a threat” (pt,age 30).
One participant expressed deep appreciation for the healthcare providers, describing them as
excellent, empathetic, informative, and reassuring. They provided clear explanations about the
virus, available treatment options, and what to expect moving forward. Their guidance helped
alleviate anxiety, emphasizing that the condition is common, treatable, and nothing to be feared
or stigmatized.
“The healthcare providers have been excellent. They were very empathetic and
informative. They explained everything clearly from the nature of the virus to the
treatment options and what to expect moving forward. Their reassurance helped me
manage my anxiety. They made it clear that this condition is common, treatable, and not

something to be ashamed of or terrified by’ (pt,age 30).
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Some participants shared that after speaking with the health proffesionals and gaining a clearer
understanding of their results, their fears were alleviated. The doctor provided thorough
explanations, reassuring them that the tests were essential for monitoring their health. Over time,
as they observed improvements in their condition, they felt increasingly at ease.
“After speaking with the doctor and understanding the results more clearly, my fears
were eased. The doctor explained everything thoroughly, and I was reassured that the
tests were important for monitoring my health. Over time, I felt much more at ease as 1

saw improvements in my condition” (pt ,age 31).

Participants emphasized that pre-test counseling is critical to preparing patients and preventing
panic and Empathy and confidentiality were identified as essential to effective communication

they shared that their smooth relation with the patients create them good communication style.

“During pre-counseling, we explain: ‘You are undergoing a brush test (HPV screening),
which can detect pre-cancerous changes in a laboratory setting.” We stress that this does
not mean they have cancer, but that early detection allows for timely prevention.”( Hp ,
Midwife )

“The counseling process plays a crucial role, but its effectiveness depends on both the
quality of counseling and the patient’s ability to understand. Some grasp the information
quickly, others need more time and Building rapport with patients is crucial. Being
friendly and transparent helps them feel at ease. Maintaining confidentiality is also key in
building trust.”( Hp , Midwife )

Theme 2: Sharing the result with their family

Under this major theme, two sub-themes are included: "Shared the result" and "Did not share the

result" with their family.
Sub-theme 1: shared the result

Some participants shared that their husbands accompanied them during the consultation. As
healthcare professionals, their husbands understood the results and remained unconcerned,
knowing the appropriate next steps. Their families, including their husbands, were informed, and
their husbands’ medical expertise proved valuable in providing clear explanations.
“My husband was with me during the consultation. Since he’s a health care professional,
he understood the results and wasn’t concerned. He knows what steps to take next. My

family, including my husband, is aware. His medical background is helpful because he
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can explain things clearly” (pt ,age 32).

Another participant also stated that:
“I live with my sister, and I informed her. I don’t have my parents anymore. When I told
her, she was very supportive. She simply encouraged me to go and receive the treatment

and reminded me it was in my best interest. Her support helped me remain calm” (pt

,age 45).

Sub them 2: Not shared the result
The majority of participants shared their perspectives, explaining that they initially chose not to
discuss the result with their family. Uncertain about how to articulate everything, they wanted to
avoid causing unnecessary worry and felt it was a personal issue they could manage on their own
also Healthcare workers reported a high rate of loss to follow-up after a positive diagnosis. Fear,
stigma, and a poor understanding of the test results were key barriers Regarding this, one
participant stated as follows:
“I decided not to talk about it with my family at first because I wasn’t sure how to explain
everything. I didn’t want to worry anyone, and I felt it was something personal that 1
could handle on my own. I only shared the news with my sister, but even then, she was in
shock and denial. It wasn’t easy, but I chose to deal with it privately. I wanted to
understand the situation fully before involving others ”(pt ,age 35).
I am still in the process of coming to terms with the diagnosis myself. Since I have not
fully accepted the reality of being HPV positive, I have preferred to keep it private for the
time being” (pt ,age49).

“Many patients don’t come back after testing positive—they think it means they re
already sick or that nothing can be done. Some even doubt the results. The bigger issue is

perception, not the test process.” ( Hp , Bsc Nurse).

Theme 3: Challenges in screening and Patient Follow-Up

Under this major theme, four sub-themes are included: Misconceptions and Disengagement,

Infrastructure and Facility Limitations, Challenges on counselling and Laboratory delays

Sub-theme 1: Misconceptions and Disengagement
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Healthcare workers reported a high rate of loss to follow-up after a positive diagnosis. Fear,
stigma, and a poor understanding of the test results were key barriers. Also, they described how

efforts to follow up by phone were often unsuccessful to get women for their follow up

“Many patients don’t come back after testing positive—they think it means they re
already sick or that nothing can be done. Some even doubt the results. The bigger issue is
perception, not the test process.” (Hp, Bsc Nurse)

“The hardest part is reaching them. Many won’t answer or hang up, and even after
repeated calls, some don’t return. But when we explain things thoroughly—especially in
person—they usually understand better and are more willing to come back.” ((Hp,

Midwife)

Sub-theme 2: Challenges on counselling
Some participants explained that Language and Accessibility Barriers are one of the challenges
in communication with the patients, it was also affected by language differences and special
needs

“Some patients, like those from Oromia, don’t speak Amharic. In those cases, we rely on
interpreters. I recall one who was also hearing-impaired—we had someone help her
through writing, but it wasn't fully effective.” (Hp,Diplomma Midwife)

Participants emphasized that pre-test counseling is critical to preparing patients and preventing

panic and Empathy and confidentiality were identified as essential to effective communication

they shared that their smooth relation with the patients create them good communication style.

“During pre-counseling, we explain: ‘You are undergoing a brush test (HPV screening),
which can detect pre-cancerous changes in a laboratory setting.” We stress that this does
not mean they have cancer, but that early detection allows for timely prevention.” (Hp
,2Midwife )

“The reassurance and clear explanations from the medical staff were the most helpful.
They took the time to address my fears and clarify what the results meant. Beyond that,
my faith played a huge role in keeping me calm”(Pt,age 25)

“The counseling process plays a crucial role, but its effectiveness depends on both the
quality of counseling and the patient’s ability to understand. Some grasp the information
quickly, others need more time and Building rapport with patients is crucial. Being
friendly and transparent helps them feel at ease. Maintaining confidentiality is also key in
building trust.” (Hp ,Midwife)

The majority of participants shared their perspectives explaining that high patient loads

sometimes force providers to use group counseling, which limits personalization of one-on-one

50



sessions and cannot address coping mechanisms for their patients’ distress. While it allows them
to reach more patients quickly, additionally they explained that time limitation workload and

limited appointment slots as barriers to quality care.

“When we have many clients, we provide group counseling, which can be less personal.
One-on-one sessions are more effective, but we can’t always do them due to time and
volume.” (Hp ,Nurse )

“Yes, when the workflow is consistent, it’s manageable. Occasionally, if only one or two
cases come in, you can explain things well and even complete treatment. But time
constraints definitely impact the quality of care. It limits how thoroughly we can counsel
and support each woman. Limited appointment slots and heavy workloads make it
difficult to provide thorough post-test counseling. Psychosocial and emotional support is
often compromised.” (Hp ,Midwife)

Sub-theme 3: Infrastructure and Facility Limitations

The majority of participants shared that Lack of private counseling spaces and shifting locations
disrupted the care experience. the health care providers explained that the narrow room for the
screening is one of barriers for counseling and they can not give appropriate service due to lack
of wide room for both counseling and screening. And also, they described the screening room
placement within the hospital made it difficult for some patients to find or reach without

assistance.

“Counseling usually happens in the same area as screening. It’s not ideal. We face frequent
interruptions, and patients feel uncomfortable.” (Hp ,Midwife)

“Counseling and screening are done in separate locations. Our facility setup changes frequently.
This causes confusion during follow-ups.” (Hp ,Nurse )

“The screening room is not easily accessible. Some patients have said they couldn’t find it,
which may cause missed appointments.” (Hp ,Midwife)

Another challenges that Many health care providers raise is laboratory delays for the results after
sample collected and send to the laboratory. They explained that the result delayals from the
laboratory can also affect the screening and follow up process by decreasing patient engagement
for the second test or screening after the result this Long turnaround times and missing results
from regional labs were major barriers.

“Delays from the regional laboratory are a major challenge. Samples are sent out and
sometimes never return. We re now considering using our in-house lab.” (Hp ,Midwife)
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“Sometimes it takes 2 to 3 months to get results. In some cases, results get lost during the
transmission process.” (Hp ,Nurse )

6 Discussion

The findings of this study revealed that 34.5% of HPV positive women were severely distressed,
14.9% had moderate psychological distress, 9.5% mild psychological distress while 41.1% of the
women were psychologically well. Variables such as knowledge about HPV, sociocultural
perception about HPV, relationship dynamics with partner and screening and follow-up service
experience were found to be significant. Qualitative study revealed that participants reported
experiencing distress largely due to misconceptions about HPV and its link with cervical cancer
and the result often triggered significant emotional and psychological distress among women.
The findings of this research identify significant psychological distress as it pertains to HPV
positivity that is similar to and builds upon prior literature in this domain. This study assessed the
psychological distress in women who tested positive for human papillomavirus (HPV) in Addis
Ababa, Ethiopia the results showed a high burden of distress, with 34.5% of the study
participants categorized as having severe psychological distress, These results demonstrate the
significant psychological effect on women who are given an HPV -positive test result and require
mental health to be addressed as part of cervical cancer prevention programs. The psychological
distress identified in the present study also receives support from A cross sectional survey
conducted in the UK (73)who demonstrated relatively high levels of anxiety and distress among
women tested HPV-positive with normal cytology. In the study, women with HPV-+/normal
results exhibited greater anxiety than in the general population mean and high degrees of
psychosexual distress up to 12 months(11). Similarly, in our study, women exhibited intense
emotional reactions following the diagnosis, typically due to stigma, misinformation, and
relationship problems.

A cross sectional study conducted in Australia (74)found that women who were positive for
HPV scored greater mean anxiety (41.67 vs. 37.08) and emotional distress scores (11.88 vs.
7.71) compared to the HPV-negative women (p < 0.001). The same research indicated that HPV-
positive women were more concerned with their test results (34.3% compared to 1.3%), felt

more at risk of cervical cancer (55.4% compared to 14.1%), and reported higher rates of worry
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about cancer (27.8% compared to 5.9%). These worldwide findings, which are consistent with
the current study, A recurrent theme throughout participant accounts was fear of cervical cancer
and not knowing what an HPV diagnosis implied. Most of the women gave a quick link between
HPV and cancer, and this led to panic and hopelessness. This resonates with the quantitative
results where 36.2% of the participants indicated that HPV always resulted in cancer, and 30.7%
indicated depression. The words of the women bring true meaning to these figures. That suggests
the emotional pain is not merely numerical but is highly individualized, even on the basis of
misinformation and nor reassure contend that an HPV-positive test result always brings
emotional hurt although in Ethiopia, both lack of infrastructural support and high stigma
undoubtedly enhance these effects.

Poor knowledge regarding HPV was a significant predictor of distress. In this study, poor
knowledge was reported by 50.6% of the participants, and low-knowledge participants had more
than fivefold higher odds of developing psychological distress and 36.17% of the participants of
our study had the perception that HPV always leads to cancer, creating fear and ignorance.
Women with low understanding of HPV’s transmission, natural history, and link to cervical
cancer were over five times more likely to experience distress than those with good knowledge.
This aligns with Iranian and Sudanese research, where limited awareness led women to
overestimate their cancer risk, misinterpret results, and experience heightened anxiety (49, 43).
Such gaps in understanding are particularly concerning in Ethiopia, where awareness about HPV
remains low (51, 52, 53).

A study done in Iran indicated that women would perceive a positive HPV test result as a
promise of an immediate evolution into cervical cancer, prompting severe anxiety and distress
(55,75).

Interestingly, A comparative cross-sectional study conducted in Addis Ababa (28)found that
HPV-infected HIV-positive women were more aware than HPV-negative women but still
showed low reassurance (16%) despite their relatively higher knowledge. This suggests that
knowledge does not always translate into psychological preparedness ,this implies that merely
offering knowledge may not be sufficient, and it must be followed by psychological support and
open communication to mitigate emotional impacts. This matches provider feedback in the
present study, where even educated or urban women were described as emotionally distressed

after a positive result.
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A study done in Iran indicated that women would perceive a positive HPV test result as a
promise of an immediate evolution into cervical cancer, prompting severe anxiety and distress
(55,75). Sociocultural beliefs in this study were strongly related to distress. The survey result
showed that respondents with negative sociocultural perceptions about HPV were more likely to
experience psychological distress. About 44.4% believed their community associates HPV with
promiscuity, and 38.7% believed their diagnosis brought shame to their family. This supports,
Women who held negative sociocultural beliefs like beliefs that HPV diagnosis is shameful or
related to promiscuity. Participants indicated that they felt ashamed, morally judged, or blamed
for having contracted a sexually transmitted disease. A woman commented, "I did not tell
anyone, not even my sister". They will believe that I have slept with many men." These
stigmatizing attitudes reflect findings (55)who reported that HPV-positive women feel shame
and spoiled sexual identity, even in high-income nations. In Ethiopia, though, deeply held social
norms and moral judgments may worsen distress. Further, the majority of women avoided
disclosing their diagnosis (43.0%) out of fear of blame or judgment indicating how stigma not
only increases mental distress but also socially isolates women.

In this study, unsupportive relationships were associated with a fourfold increase in
psychological distress (AOR = 4.59, 95% CI: 2.43-8.71). About 29.8% of women reported being
blamed by their partner, and 33.2 % believed their diagnosis reduced trust in the relationship.
These findings are consistent with the systematic review in England (55)which found that HPV
diagnoses can lead to strained relationships, reduced sexual intimacy, and emotional isolation.
The quantitative finding that 58.4% felt overwhelmed or confused and 40.7% rated provider
communication as “very poor.” This reflects the qualitative accounts show that women often left
the clinic with more fear than clarity, underscoring the urgent need for more empathetic and
patient-centered counseling. This shows the screening experience itself had a profound effect.
Despite most women reporting they received some form of counseling, many found it
inadequate. A participant shared, “They just told me I was positive but didn’t explain what that
means... I was too shocked to ask questions.” In this study, health care providers described how
women often reacted with panic, crying, or silence upon learning their HPV status. Many
providers linked this distress to misunderstandings about HPV, such as assuming it automatically
leads to cervical cancer or indicates sexual promiscuity. These perceptions mirror patient reports

in the quantitative results, where 36.17% believed HPV always causes cancer and 44.44%
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believed their community associates HPV with promiscuity. The alignment between provider
observations and patient experiences underscores a shared understanding of the stigma and
emotional burden attached to HPV in the Ethiopian context. This pattern is consistent with the
findings in the UK (PIPS study,(76)where even in a well-resourced setting, healthcare providers
observed heightened anxiety among HPV-positive women, particularly those unfamiliar with
HPV screening. However, unlike the UK, Ethiopian providers in this study reported limited
training, no mental health integration, and minimal time to address women’s emotional needs.
One provider remarked, “We try to counsel, but we have many patients and not enough time.”
This reflects the broader literature showing that in low-income countries, psychological care is
often deprioritized in busy, under-resourced health systems (28)Moreover, some providers in the
current study minimized patients' emotional responses, assuming women would “get over it.”
This perception contrasts with global literature, such as (55)who emphasize the lasting

psychosexual and emotional impact of HPV diagnoses and recommend proactive support even in

early stages of screening.

7.S Strength and limitation

7.1 Strength

One of the strength of this study is Addresses psychological distress in HPV-positive women a
growing screening program in Ethiopia with clear public health implications have not done
before yet in our country and the use of mixed method design this allow more comprehensive
understanding in deeper explanation.  In-depth interviews with health-care providers
complement women’s self-reports, enriching the analysis with both patient experiences and
clinical insights to inform practical recommendations for counseling and support. The other is
the data was collected using KoboToolbox which minimizes missing data.

7.2Limitation

One of the limitation of this study is it is cross sectional study and it doesn’t show temporal
relationships. The other is source of bias for this study may be differential non-response and
missing data women who decline to participate or whose case history is incomplete may
systematically differ from others on level of psychological distress, and may lead to an
underestimate or overestimate of the true prevalence. Further, our employment of retrospective

self-report asking participants to report symptoms and psychosocial functioning over the last
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three months creates the possibility for recall bias that may vitiate the validity of such data.
Finally, as in-person interviews will inquire sensitive questions about sexually transmitted
trauma and stigma, social desirability might lead certain women to misreport distress or
connected problems, again diminishing our ability to detect the full spectrum of effect following

a positive HPV result.

8.Conclusion

In summary, the study findings reveal a significant percentage of HPV positive women to be
severly distressed after ther diagnosis. Tthe study confirms that psychological distress is a
prevalent and complex consequence of HPV-positive diagnoses in Addis Ababa. The distress is
amplified by poor knowledge, sociocultural stigma, unsupportive partners, and inadequate
communication. These findings are consistent with both local and international studies
referenced within this thesis and highlight an urgent need for an integrated response that
combines medical care with psychosocial support, public education, stigma reduction, and
partner involvement. and incorporating mental health care into screening programs are crucial to

alleviate this distress.

9. Recommendation

The study's suggestions take direct aim at its core findings: to correct knowledge gaps, develop
and disseminate culturally tailored educational materials (brochures, videos, radio spots in
Ambaric and other local languages) clearly explaining HPV transmission, natural history, and
treatment to correct negative sociocultural perceptions, introduce stigma-reduction training for
health workers complete with role-plays in empathetic communication and start community

discussion and peer-support groups mediated by trained counselors. In order to minimize the
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impact of unsupportive partners, provide couple-focused counseling sessions at screening visits
and partner specific take home materials on shared responsibility and to improve women's
screening and follow up experience, encourage private, compassionate result delivery by
incorporating brief mental-health screening and clear referral mechanisms into cervical-cancer
services.

Future research should evaluate the effect of tailored educational interventions on HPV
knowledge and anxiety levels among women using randomized trials.Qualitative study should
the sources of sociocultural stigma, examining beliefs among families, community leaders, and
men. Longitudinal cohort studies should track the impact of partner engagement on
psychological outcomes over time and identify which counseling strategies most lastingly

establish spousal support.
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Annex
Annex I: Participant information sheet

My name is . I am working as a data collector for the study conducted

among women aged between 25-49 by TIGEST TERFE who is studying for her Master’s degree
at Addis Ababa University, Collage of Health Science, and School of Public Health. I kindly
request you to give me your attention to explain you about the study and study participant. This
is a study to be conduct with the objective of assessing psychological distress and identify
factors contributing to Psychological Distress among women in Addis Ababa who screened
positive for HPV.Therefore, you’re Honest and real response is vital for the success of this
study. You are going respond to Psychological Distress and its contributing factor

questionnaires and you have a full right not to participate and withdraw in the meantime.
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There is no any risk weather participating or not to answer the prepared questionnaire. The
privacy of your information is also guarantied and it is only used for study purpose.

The study title: Assessment of Psychological distress among women tested positive for
HumanPapilloma Virus test in Addis Ababa, Ethiopia.

Procedure and duration: I will be assessing of Psychological distress among women tested
positive for Human Papilloma Virus test in using Questionnaires. and this may take 25 to 30
minute.

Risks and benefits: Risk of participating in this study is none since the study does not have
invasive procedure and need collecting any samples. There would have no any direct benefits for
being study participant. But indirectly the findings from this research will be important for
increasing cervical screening rate and for scientific knowledge.

Confidentiality: All information collected kept confidential and names will not be
written.

Rights: Giving permission for this study is voluntary. You have the right to permit or not for this
study. If you decide to permit the study, you have the right to terminate the study at any time if
you consider something related to the study is wrong.

Contact address: If you have any question, which is not clear, you can contact the investigator.
Investigator; Tigest Terefe Arage

Email Address: tgterefe04@gmail.com Advisor :Dr Muluken Gizaw. 0966809345
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Annex II. Informed consent
Detail information about the study is explained to me. I have understood that the objective of this
study is to assess psychological distress and identify factors contributing to Psychological
Distress among women in Addis Ababa who screened positive for HPV in Addis Ababa
Ethiopia.

In addition, I understand about how the data collection is proceeding and the time it takes to
complete the data collection. I also understand that the research imposes no risk on me. I assured
that there would be confidentiality of my response and collected data used only for the study. It

also explained to me that I have the right to stop participation at any time.

Furthermore, I understood that participating in this study is important for scientific knowledge
and base for further study. Therefore, I have now consented to participate in the study by signing

this form.

Signature of participants date

Name and signature of data collector date
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Annex III:Questionnare

Data abstraction form/Quantitative survey and qualitative in-depth

Purpose of the Study: To Asses Psychological distress among women tested positive for

question

HumanPapilloma Virus test in Addis Ababa, Ethiopia.

.Part 1 Socio demographic status

S.No Questions Responses Code

1 Age in years

2 Marital status 1. Single 2. Married 3.Widowed 4.Divorced

3 Educational status | 1. Illiterate 2.Primary education 3.Secondary
education 4. Graduated from college

4 Occupation of | 1. Housewife 2.Government employee 3.

respondents Private Business 4.Student 5. Merchant

7.other

5 Monthly income in

birr
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Section 2: Psychological Distress

K10 Test

These questions concern how you have been feeling over the past 03 month after you tested
positive for HPV positive . Tick a box beloweach question that best represents how you have

been.

During the last 3 months, about how
often did you feel tired out for no
good reason after you tested

HPV positive?

None of

the time

A little of
the

time

Some of
the

time

Most of

the time

All of

the time

During the last 3 months, about how

often did you feel nervous after you
tested positive?

During the last 3months, about how
often did you feel so nervous that
nothing could calm you down

after you tested positive?

During the last 3months, about how

often did you feel hopeless after you
tested positive?

During the last 3months, about how

often did you feel restless or fidgety
after you tested positive?

During the last 3 months, about
howoften did you feel so restless
you could not sit still after you

tested positive?

During the last 3months, about how

often did you feel depressed after you
tested positive?

During the last 3months, about how
often did you feel that everything was

an effort after you tested positive?

During the last 3 months, about how
often did you feel so sad that nothing

could cheer you up after you tested
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positive?

During the last 3months, about how

often did you feel worthless after you
tested positive?

70




Section 3: Contributing Factors

Knowledge and awareness about HPV

and its health implications?

1 Are you aware that HPV is a common virus| 1.Yes

that can be 2.No

cleared naturally by the immune system? 3.1 am not sure
2 Did you know that not all HPV infections lead| 1.Yes

to 2.No

cervical cancer? 3.am not sure
3 Were you informed about what a positive HPV| 1.Yes

test 2.No

result means before you received your results? 3.1 am not sure
4 Do you believe having HPV automatically| 1.Yes

means you 2.No

will develop cervical cancer? 3.I'am not sure
5 Were you aware of the possibility of testing| 1.Yes

positive 2.No

for HPV without having cervical lesions? 3.1 am not sure
6 Do you feel confident in your understanding of| 1.Yes

HPV 2.No

3.1 am not sure

Socio-Cultural Perceptions and Stigma

7 Do you believe that being diagnosed with HPV| 1.Yes
brings 2.No
shame to your family 3.1 am not sure
8 Do you feel judged by others for being 1.Yes
diagnosed with HPV? 2.No
3.1 am not sure
9 In your community, is there a belief that HPV| 1.Yes
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is linked

to having more than one sexual partner?

2.No

3.1 am not sure

10 | Have you avoided discussing your diagnosis| 1.Yes
with 2.No
others due to fear of stigma or discrimination? 3.1 am not sure
11 | Do you feel that cultural or religious beliefs in| 1.Yes
your
2.No

community make it harder to cope

with an HPVdiagnosis?

3.1 am not sure

Relationship Dynamics and Partner Reactions

12

Did you feel anxious about disclosing your

1.Yes

HPV

diagnosis to your partner?

2.No
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13 Did your partner react supportively when you 1.Yes
informed them about your HPV diagnosis? 2.No
3.1 am not sure
14 Has your partner encouraged you to seek medical 1.Yes
advice or emotional support for your diagnosis? 2.No
3.1 am not sure
15 Do you feel that your HPV diagnosis has negatively | 1.Yes
affected the trust in your relationship? 2.No
3.1 am not sure
16 Has your partner blamed you for the HPV| 1.Yes
diagnosis? 2.No
17 Has your HPV diagnosis caused strain or conflictin | 1.Yes
your relationship? 2.No
Screening Context and Follow-Up Procedures
18 Were you provided with sufficient information| 1.Yes
about 2.No
HPV and the implications of a positive test? 3.Iam not sure
19 Did your healthcare provider offer counseling or 1.Yes
mental health support after your HPV diagnosis? 2.No
20 Do you feel that your healthcare provider addressed | 1.Yes
your emotional or psychological concerns regarding S No
HPV
21 How would you rate the communication 1.Very poor
style of healthcare providers during the 2.Poor
screening? 3.Neutral
4.Good
5.Excellent
22 Did the healthcare provider explain the follow-up 1.Yes
procedures in a way that you could easily| 2.No
understand?
23 Were you referred for follow-up procedures 1.Yes
2.No

promptly after your positive HPV result?
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24 If yes’ Do you feel that the follow-up procedures| 1.Yes
were 2.No
sufficiently explained to alleviate your concerns?

25 |Did the screening process leave you feeling 1.Yes

overwhelmed or confused about your health status? 2 1o
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Annex IV Qalitative Interview Questions

To explore psychological distress among women who tested positive for the Human

Papillomavirus in Addis Ababa, Ethiopia

Socio-demographic characteristics of the participants

The
Characteristics number of
participants
Marital status Single 3
Married 2
Widowed 3
Divorced 2
Education [lliterate 2
Primary education 3
Secondary education 2
Graduated from college 3
Occupation Housewife 2
Government employee 2
Private business 6
Income Low 2
Middle 4
High 4

Interview Questions for the HPV diagnosed women
1. What was your initial emotional reaction during your HPV screening?
2. How did your partner, family, or friends react when you shared (or did not share) your
results?
3. In your opinion what specific information or support would have reduced your level of

anxiety or distress during the HPV screening and follow-up process?

Interview Questions for Healthcare professionals
1.What has been your experience regarding the psychological distress experienced by women

who test positive for HPV?

2.Does a lack of time affect their ability to provide support?
3. Does the client’s knowledge play a role?

4. Are there issues related to infrastructure, language barriers, or any other logistical challenges
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5.What difficulties do you face with sample collection, result disclosure, and follow-up

6. What was your approach to the HPV screening process, and where did you identify gaps in

your counseling?

7. How do you support women who test positive for HPV to help them avoid psychological

distress?

76



Annex V Amharic version participant Information sheet

@£ +md:-
Pz O9° 2 (A0 AN RLOCAtL UATT 4°6P7 AmS 4270 hAE AS

nuNs+aQ M FPVCE (L (9PTIC AL PFTT@- TANT 44 n25-49 evhind A AT aPhhd

ATLNEL D TGt a8 ANAN PE APOLU- 10 QA TSR AT PTGk HAFd ARCAP ATINCST
Fed P A %AmTT AARNCT AnePAU-=

LU Mgt P NYLLm PO ANT 1Pt AdRI9RI9R AT NASN ANN @A A HPV
AP IRCARL NBLT AT AL PAT ANT FACT PR LANFA TPATLRTT NARAPY 10
NAHUT ACNP F99% 1PF AT AM-1+E AN AHU 25T At ANLAT 10 ANRNAS NA
1T AT ATRLPNZNERT APMEST TPAR APAM- 10> AT RNNHP &2h AARA+E A9
AATR @M d DAt AAPF: PHHIEM-T CPMLS ACDADAN MLYID  AADA+E goyge
A2 hRJ PAPC Usd PAGR: PADZEP IARTT ATE U P+2,97M 10- AT ADGF GATY N F
MPI° AL BMAA: AR PRM PR PLCAFMD FPART ADG+ NN ARt NF ALLPT NMIP
AN&AT MPTFDT MADP ADSAL: 11C 1T PTAIMLL Le+T ATIANA NBA AR mPIRF
AT,

PRTt CON: NAET AR PAD- PNYT ANT 65T 9192799 NALN ANNT ATER P LMD
TTA ALN gRLADL. AOFG, 47 J)M A

PYLk YLT AT P®LF 1H: OOMLETT NAPM$I® YM-A97F T T RLLN JRCADL
NELH AFT ABNNA PAG-T PAT ANT 67t A70D9G9A: AT 2U N 25 ANN 30 24ePT
ADNE £FAQ,

NIFF AT DPTY DPPF: MG+ ML 18+ NAAAD: §a>¢ AANAN NATY,PNLATD-
NHY G+ @ND PARA+E NI 9oIID ARPAGR: PMGH +AFL ADRPY GRY9R REYH
$P+E MPET ALFGIP: 1IC T NHHPPL hHU FRCIRC O+71FF 3 +F Pa99R7 1$CNA
gRCaDL. AOMTY ATRERIRC AF ANRINP AD-$F  MPT, LUPTA.

FAMLPI: AR PHANAN: ARZEPTF NALNML +MANPD AT NTRF AR]GTO:
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amN$F:- AHU DTF £ AMT NPLETT 10 AHU DGt £ L PARAMT DLI°
PADAMF Aot RAPH: MTET ADPESE NOAR, NG+ IC O+PPH 116 NU+T ATRULY
NAM NEYYF@I° 1H MG+Y Pa9LLMm aONF AAPT,

PRE LA A& A TPTIR ALY M PR NACTHT 9148 PALPYT APCARLM-T @9Y107C B A

arcaqs FAINT +24,

Nah 0923845949
AT\ tgterefe04@gmail.com

AT1ns: &/C oot 10966809345
AG.0 ANA RZOCALT PG A0 DAL S AONMS TPUCT (T
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Annex VI. Amharic version Informed consent form

POICIOLT aPPPL PX

AA MG+ HOHE 0028 +NLCRATA. PHU mTF AATY PAY ANG 6T+ ATDIIRIGR A
NAZA ANN RTE&P © HPV NAZF aRPHY NZIIM- NARA ANN AFF AL PAY ANT
FoICY PMLDGFT TPNTPFT APF AV +LEFAU-

NtenTLIRT PaDZE AANATN Lo+ ATRF ATRMNYE AT PARLE AANANT ATIMT$SP
NAMOALM 1H  +LEFAU=: BT+ NAL AR P19 ARYT NJF AIRMEBLMCID
+ e FAUL: PAL TPAR AT PHANAN A28 AmG+t NF M9 AL PM-A TMATEP
AR T AZIIMALE NTIED-I° 1H +ATET PaI$IR a1t ATSATIR 1APAT A

N+tHTLIPE NHY mTF AP MA+E ANLTINR AD-$F AT APME MGH dbAlt
ANAT AU T EFAlE NAHUT AT BUTY 38 NORLLID NMG+  ATRA+E
+NTGTRF AU

P+AFELPT &L $7

Pa/E  ANAND N° AT &L $7

79



Annex VII: Amharic Version Questionnaire

A4.0 ANA RZACAAE MG 4270 DAET PUNLAON M TIPUCT b aPm @

AP €L

N&A 1 PARLe PAY
AHN ADSPC UL

TeEPT PART ne

1 02:9% N%av -+

2 eONF v 1. £A10 2. £10 3.00HF 4.0+4-3

3 eTIUCT RLE 1. POl 2. RavPavs@ RLE FIPUCT 3. AT 848
TIUCT 4. hAE: avs iz

4 AT AP T ¢ 1. 20t Aot 2,000 (Gt 3. P91 791 41914 5.
198, 7.0:A

5 oOC7e 0. 1. i
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h&A 2: PN1-ANT setd T

P K10 a™h¢-

ATHU mPEPF NAGTF 30 $9F MDD °7F ATL+ATPT PANNA: NALTETS PR NFT NAD- ADT

AL FRARY PECT AT ACNP A1EF ATRING N+AA U1 3 BMAAA:

NAé&+ 3 M4t
@AM P HPV 7HtN 9oCans helZern
NzA PA Ne 2071 P+

A9RY £UA 1H P&NIR AT
LAMPFA?

AT EgR
H

70 P1H

A18T2TE
1

NAé+ 3 M-t
@AM P HPV 7HtN 9oCans helZern
N3A 97 PUA 1H

PARZNA N+ +ATIPF?

NA$+ 3 M-t
@-AME P HPV 7HtN 9oCans hesZen
NH5AIRYIR 470

A.£2I3U PMRLTA 9o PUA 1H £F1ImM
+N9RFU 1NC?

NA&T 3 Mt
@AM P HPV 7HtN 9oCans helZern
N32A 927 PUA 1H +N4

paoesm Nt +NTHPT?

NA¢T 3 M4+
@AM: P HPV 7HtA 9oCans.

NeZoIA NEZA T 927 PUA 1H AT
am+ AT+
+ATHA?
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PUA PAZET Mt Nt +AIREA HID
NAR Apam KA FARID?

NA%*F 3 M+ 1 2
@-AME P HPV 7HtN 9oCans hesZen
NZA T AR PUA 1H

PADYL N Y+ +ATHA?

NA¢T 3 M4+ 1 2
@AM P HPV 7HtA 9°Cane- hesZen
NaA 927 PUA 1H

NA&T3 M4t 1 2
@-AME P HPV 7HtN 9°Cans heZen
NZA 92392 711C

ALNENTA PRLTA UHT 97
PUA +hTmA?

NA%+F 3 @&t @NDI P HPV 7HtN 1 2
gecans. NS NBA LI 11C AL ham,
AT 907 PUA 1H +ATIR?

N&Q 3: ANTPEP PN LT

NA HPV A@-$+ AT <17HN

1 HPV N+ NAZF PaPhANA NCYF ARS8 PO F4A AP
y AL
PHAML ALZN CRPRY PP A2

ACIME AL LAUIP

2 UA9D f HPV A .NAFT ML PamyUe™ NC NIAC AP

A £090,a0¢ Par A he
ACIMG hELAU9D

3 Mt FFUT N T+F0 N4+ APTFP © HPV AP

gocang. MMt 97 AT AT 1915 F A2 he
ACIMG hELALNID

4 ? HPV NAZF P99UB™ NC NINC LPHA AT AP

hE2
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1™ NAD- PIRTA?

ACIMG hELALNID

5 P47 NC b6 AL F8F ALLCANT A HPV APVFP | AP
panancanc 484 P-4 TNC? he
ACIMG hELALR9D
6 NA HPV AT NA MT ATEIRF@ NAPT 9THN NN | AP
M pmany EATP A2 he
ACIMG hELALNID
MUNLP-NUAP ITHNPF AT d2IAA
7 ? HPV NAZF M PH AN+ANP 10-C 10 NAG- AP
PIRTA? he
ACIMG hELALNID
8 N HPV NAZF NA+IRZ0R4 NAAT ATLMLZENNH AP
20 Fa? h&
ACIMG hELALR9D
9 NACAP TMUNZAN B&AMT HPV h +ALe @YLTF IC AP
QY FRYFE N amede IC P+ AE
ACIMG hELALNID

10r P ATRTT AA?
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10

anIAA MLIR dR AP NAP&g L+ hA AT IC

NATRCARLP NAPDPPT +&MNPA?

AP

hE2

ACIIME K2 RAUFP

11

NMYNZANP @>AH LA NUAP LD YLaye P
ARY$F © HPV 9RCaRL.Y AdReegD h\F I

AP

he
ATLTUY LATIPFA? o hBEALSe
PATFIFT FAPPsTF AT PRIC TRAR
12 | ? HPV 9°CTR¢-PY A NARFP NATINDS AP
R TPPA? he
13 | NARLE® DA HPV ToCALP A574.804 TOAR Akd? | AP
he
14 AGRCODL.P PYNIRG gRAL MLID N FP L I& AP
ATRLAT NANFP ANLFFPHA? he
15 | P HPV J°CT04P NTTFIHAP AL NAD- ATPTH AL | AP
AAF® +%0F KISARL BATIPHA? hE
ACAIME LA
16 | NARFPA HPV 9°Ca0L A0SR PHd? AP
he
ACIME KELALT
17 P HPV 9°CRLP NATFIFP @-ND BT dLIP AP
Fem AANFAA? hE
PMMLP AD-E AT POONF+P LETF
18 | NAHPV AT DA A@TFP JoCARL o9+ Nk ABLE | AP
he

TANFP FA?

ACIIME ARRAU-9®
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19 N HPV 9°CaRLP NEA PMGT NATHPP AP
AL

PIPNC ML IR PAATCL MT £ I8 N HA?
20 PMS NAM™>PP HPVT N+MAh+ PACNPY AP
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NTRFR IR N1-ANTR NIFT ATLLFT BATMPFA | A2
ACIIME RRLALTP

21 NPCaRs@ @+ PMST NAT> PP FYPTFIF HEN| NMIR A

AT8TF £7aRean mme

TAATS

T

NMI® Me.

22 PMT NAT™PP PATFA LEPTFT NPAA AP

ALST NFANT T A NECHPA? he

ACIIME AR LAU-9®

23 APYIFP P HPV @Mt N+H77 N3A AhTTA Let+ AP

+aOCAPA? hE

24 | AP NUT ' NORFPT ATISAL PRTTA LBEF MNe | AP
ik AT84NG SATIPFA? hE

25 | pameck 487 NA MEP o o1¢- TN AP
he

AT8NTPT AECAA?

Annex VIII: Training Manual for Data Collectors

Introduction:

The present manual will help the data gatherer to obtain information in a correct way for
the studyentitled, of Assessment of Psychological distress among women tested positive for
HumanPapilloma Virus test in Addis Ababa 2025. In this training, the objectives of the
study, data acquisition methods, ethical issues, and practical and standardized data collection
procedures will all be discussed.

Objectives of the Study are:

86



I.

3.

To determine the magnitude of Psychological Distress among women who screened

positive forHPV in Addis Ababa.

2. To assess associated factors with Psychological Distress of women screened

positive for HPVin Addis Ababa.

To explore lived experience of women who screened positive for HPV in Addis Ababa.

Training Objectives

After this training, data collectors will:

Interpretive understanding of the background, importance, and aims of the study.

Be able to apply data collection techniques accurately using structured software-based
questionnaire.

Show evidence of understanding the ethical guidelines, specifically in relation to requesting

informed consent.

Sections of Training

1.

Study Background and Setting: The study focuses on assessing magnitude and associated
factors of of Psychological Distress among women who screened positive for HPV in Addis
Ababa. Women diagnosed with HPV often face psychological and emotional challenges. The
stigma associated with sexually transmitted infections, combined with fears regarding
potential cancer risks, can lead to anxiety, depression, and emotional distress. Understanding

these psychological impacts is crucial for providing comprehensive care.

. Importance of the Study: Improving Patient Care By identifying the psychological needs of

women diagnosed with HPV, health care providers can tailor their approaches to provide
better emotional and psychological support. The findings from this study may help inform
public health policies and initiatives aimed at improving awareness, screening, and treatment
services for women affected by HPV in Ethiopia. Additionally By highlighting the
psychological impact of HPV, this study aims to foster greater awareness and understanding,
thereby reducing stigma associated with the diagnosis and encouraging more women to seek

screening and treatment.

Impact of HPV on Women's Health

Women diagnosed with HPV often face psychological and emotional challenges. The stigma

associated with sexually transmitted infections, combined with fears regarding potential cancer risks,

87



can lead to anxiety, depression, and emotional distress. Understanding these psychological impacts is

crucial for providing comprehensive care.

Need for Assessment of Psychological Distress

Research has indicated that women who screen positive for HPV may experience heightened levels

of stress and psychological distress, which can adversely affect their healthcare-seeking behaviors

and overall well-being. Assessing psychological distress is essential to identify the support needs of

these women and develop targeted interventions.

Annex IX:Emerging themes ,sub themes and code

Themes

Psychological feeling

Description of themes

It emphasizes emotional
responses that women
experience when
healthcare professionals
inform the results. It
explores the complexities
of their feelings, ranging
from anxiety and fear to
relief and hope, during
these pivotal moments in
their healthcare journey.

Sub-themes

Positive feelings

Negative
feelings

Able to reduce
their negative
feeling

Codes

wasn't fear
Informed
voluntarily

I have awareness
I had heard
Cried

can be cancer
shock and fear
I lost sleep
anxious
Distressed
Fear

no information

more detailed diagnostic
assessment
emotional support

Advice to reduce the stress
health professionals
reassured me

Education

He was supportive

Seeing other women

88



Sharing the
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Emphasize whether
women who tested positive
for HPV chose to share
their results with their
families or kept them
private.

Emphasize what
challenges they faith
during they disclose the
result for the patients and
other challenges with the
screening and follow up
process

Shared the
result

Not shared the
result

Misconceptions
and
Disengagement

Challenges on
counselling

Infrastructure
and Facility
Limitations

Faith
shared with family

to avoid unnecessary stress

Not shared with my family

Lost to follow up
Poor understanding
Phone follow up
Reaching women

Limited time

Language difference
Pretest counseling
Counseling process
confidentiality

one to one counseling
group counseling
quality care

work load

patient flow

Lack of private room
Narrowing of rooms
Laboratory delays

Accessibility of the rooms

89



Tigest Terefe Final thesis for checking.docx

ORIGINALITY REPORT

28« 25, 22« 5y

SIMILARITY INDEX INTERNET SOURCES PUBLICATIONS STUDENT PAPERS
PRIMARY SOURCES
article.sciencepublishinggroup.com 2
Internet Source %
www.ncbi.nlm.nih.gov 2
%
Internet Source
etd.aau.edu.et 2
Internet Source %
pericles.pericles-prod.literatumonline.com 1
4 %
Internet Source
bmcwomenshealth.biomedcentral.com 7
Internet Source %
H discovery.ucl.ac.uk /
Internet Source %
T:vww.saencegate.app ' %
nternet Source
H www.hpv.org.nz /
Internet Source %
n erepository.uonbi.ac.ke B
Internet Source %




	Acknowledgment
	List of tables
	List of figures
	Abbreviations and Acronym
	Abstract
	Introduction
	1.1 Background
	1.2 Statement of the problem
	1.1 Significance of the study

	Literature review
	2.1 Burden of HPV
	2.2 Measuring psychological distress
	2.3Magnituide of psychological distress in HPV postive women
	2.4 Risk factors for psychological distress  among women screened for  HPV
	2.4.1 Knowledge and Awareness About HPV
	2.4.2Socio-Cultural Perceptions and Stigma
	2.4.3 Relationship Dynamics and Partner Reactions
	2.4.4Sociodemographic profile

	2.5 HPV screening process
	2.6 Conceptual framework

	Objective
	3.1 General objective
	3.2 Specific objectives:

	Methods
	4.1 Study setting
	4.2 Study design and period
	4.3 Source population
	4.4 Study population
	4.5Eligibility criteria
	4.5.1 Inclusion criteria
	4.5.2 Exclusion criteria

	4.6 Sample size determination
	4.7 Sampling Procedures
	which is  Calculate the Sampling Interval

	4.8 Data collection procedure
	4.9 Operational definitions
	4.10 Variables
	4.11 Data management
	4.12 Data analysis procedure
	4.13 Data quality assurance
	4.14 Ethical concideration
	4.15 Dissemination

	5 Results
	5.1 Quantitative results
	5.1.1Socio-Demographic Characteristics
	5.1.2Knowledge and awareness about HPV
	5.1.3 Socio-Cultural Perceptions and Stigma
	5.1.4 Relationship Dynamics and Partner Reactions
	5.1.5 Screening Context and Follow-Up Procedures
	5.1.6 Kessler Psychological Distress Scale
	5.1.7 Bivariate and Multivariable Regression Analysis

	Marginal analaysis of mental distress based on significant variables.
	5.2Qualitative results

	6 Discussion
	7.S Strength and limitation
	7.1 Strength
	7.2Limitation

	8.Conclusion
	9. Recommendation
	References
	Annex
	Annex I:  Participant information sheet
	Annex II. Informed consent
	Annex III:Questionnare
	Annex IV Qalitative Interview Questions
	Annex V Amharic version participant Information sheet
	Annex VI. Amharic version Informed consent form
	Annex VII: Amharic Version Questionnaire
	Annex VIII:  Training Manual for Data Collectors
	Annex IX:Emerging themes ,sub themes and code


