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Abstract 

Introduction: Cervical cancer is a cancer develops at the neck of the womb which is due to the 

abnormal growth of cells that have the ability to invade other parts of the body. With 

approximately 528,000 new cases occurring each year worldwide. It is the second leading cause 

of cancer related death and one of the top 20 causes of death in Ethiopia. The disease is about 7.9 

times more common in HIV infected women than none infected ones. Cervical cancer screening 

reduces morbidity and mortality by more than 80%.Cervical cancer screening coverage in 

Ethiopia is very low which is 1.6% for all women with unknown status and <1% for HIV 

positive women. 

Objective: The objective of this study was to assess and compare cervical cancer screening 

service utilization and associated factors among HIV positive women and unknown HIV status 

women at Alamata generalized hospital, Tigray Ethiopia 2018. 

Method: facility based cross sectional study design was conducted from March1 –May15, 2018. 

A total of 714 women, 357 from HIV positive and 357 from unknown HIV status women come 

to the hospital was selected by systematic random sampling method. Data was collected by 

interviewer administered, entered to Epi data version 3.1 and exported to SPSS version 23 for 

analysis. Bivariate and multivariate logistic regressions were used to identify factors associated 

with outcome variable. 

Result: The magnitude of cervical cancer screening service utilization among both groups was 

very low which was 7.8% for HIV positive and 11.4 % for unknown HIV status women ones and 

the difference was statistically significant. Factors associated with utilization of cervical CA 

screening service among HIV positive women groups was parity{AOR=3.87795% CI=(1.264-

11.891)}, knowledge AOR=4.754 95%CI =(1.534-14.738) and perceived susceptibility {AOR=3.898 

95% CI=(1.255-12.103)} and among unknown HIV status women groups having multiple sexual 

partner {AOR=5.058 95%CI=(1.83-13.978)}, knowledge {AOR=4.822 95% CI=(1.172-19.832)}and 

perceived susceptibility {AOR=3.212 95% CI=(1.129-9.137)} have significant association. 

Conclusion and recommendation: The prevalence of cervical cancer screening among both 
groups was very low. Determinant factors among two groups were the same with exception of 
parity and having history of multiple sexual partners. Responsible bodies should give better 
attention in awareness creation and knowledge improvement among women. 

Key word=cervical cancer, cervical cancer screening, utilization  
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CHAPTER 1:  Introduction 

1.1 Background 
Cervical cancer is a cancer develops at the neck of the womb which is due to the abnormal 

growth ofcells that have the ability to invade other part of the body (1).It is almost always 

caused by human papilloma virus (HPV), specifically strains HPV 16 and HPV 18(2-

4).Persistent infection with specific types of HPV may lead to precancerous lesions. If 

untreated, these lesions may progress to cervical cancer, but this progression usually takes 

many years (15 to 20 years to develop in women with normal immune systems (5).  

 

The progression to precancerous lesion can take only 5 to 10 years in women with weakened 

immune systems, such as those with untreated HIV infection (5).These is due to HIV infected 

women are immunosuppressed with possible co infection with different strains of HPV. This 

group of people is also more likely to have risky sexual practices, unprotected sex beginning 

at a young age involving multiple partners, tobacco use, which has been identified as a risk 

factor for acquiring HPV in HIV infected women (5).Another risk factors for acquiring CC 

are multiple pregnancies and long term use of oral contraceptives (6).The disease is about 7.9 

times more common in HIV infected women than none infected ones (3-8). 

With approximately 528,000 new cases occurring each year worldwide,each year an 

estimated 275,000 women die from the disease with around 86% of the cases occurring in 

developing countries, and it represents 13% of all female cancers. SSA is the countries with 

the highest incidence of cervical cancer in the world (1-2). This entirely preventable disease 

is the second largest cancer killer of women in low and middle-income countries including 

Ethiopia with most women dying in the prime of life (9). 

To tackle cervical cancer effectively, screening programs have a vital role in cervical cancer 

prevention allowing for early detection and treatment(10).Cervical cancer screening is the 

systematic application of a test to identify cervical abnormalities in an asymptomatic women 

population (10).The screening and diagnosis is using detecting service technologies such as, 

Pap smear test, VIA, VILI, HPV DNA and liquid based cytology LBC (5).Cervical cancer 

screening coverage in developing country is very low. As evidences show that socio-

demographic factors, reproductive history of women, knowledge and perception about the 

disease were associatedwith utilization of cervical cancer screening service (9). 
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1.2Statement of the problem 
 

Cervical cancer prevention is a public health priority in Ethiopia especially among HIV-

infected women. In Ethiopia 27 million women aged 15 and above are at risk of developing 

cervical cancer. After breast cancer, cervical cancer is most frequently found in Ethiopian 

women, and has the highest mortality rate compared to other cancers. In this country current 

estimates indicate that every year 7095 women are diagnosed with cervical cancer and 4732 

die from the disease. According to WHO data 2014 cervical CA is from the top 20 causes of 

death in Ethiopia, and ranks Ethiopia 34th in the world (11). 

Ethiopia is a country with high prevalence of HIV/ AIDS and early initiation of sexual 

intercourse (according WHO 2014 data adult prevalence of HIV/AIDS in Ethiopia is 1.15% 

Increment of those high risk factors for cervical cancer together with lower socioeconomic 

status increases prevalence of cervical cancer in this country. 

Cervical cancer screening reduces morbidity and mortality by more than 80%(12, 

13).Evidence shows that early detection through cervical Pap smears has had a significant 

impact on the incidence and mortality associated with cervical cancer in many developed 

nations.This success has been attributed to greater access to healthcare, increased uptake of 

cervical cancer screening, and increased awareness of screening practices among women in 

these developed nations (14, 15).  

On the other hand, screening activities in many developing areas including Ethiopia have 

failed to decrease cervical cancer incidence and mortality due to low utilization and follow-

up of screening (16).Lack of awareness and deep-seated stigma associated with the disease 

also pose significant barriers to access help (9) 

Ethiopia adopted WHO recommendation and recommended women to begin cervical cancer 

screening three years after initiation of sexual intercourse according to the guideline.And 

FMOH of Ethiopia supported the integration of cervical cancer prevention services within 

selected HIV/AIDS centers 

Despite this cervical cancer screening coverage in Ethiopia is very low among general 

women which 1.6% for urban and 0.4% for rural (14, 15).Its screening coverage as part of 

HIV was also very  low, only covers less than 1 % even though those groups are at higher 

risk (17, 18, 19). 
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The project “pink ribbon red ribbon(worldwide “sea and treat” approach to fight against 

cancer”) also engaged Ethiopia as a fourth country of focus in 2015 together with FMOH it 

scaled up the service to 19 sites which currently offer the screening and treatment service, 

trained 52 health staff with sea and treat approach, educate women about cervical cancer 

screening. Even though different interventions are administered screening service utilization 

among HIV positive and HIV negative women was reach at the minimum level of planed 

achievement(14). 

As previous studies conducted in Ethiopia the major factors associated with low prevalence 

of screening are socio-demographic factors like (age, level of education, income, marital 

status, place of residence etc.), reproductive history of women like age at first sexual 

intercourse, parity, family history of CC, knowledge about cervical cancer and cervical 

cancer screening, perceived susceptibility to cervical cancer, perceived benefits and barriers 

to screening (32, 38, 47, 49). 

Extremely few studies are conducted in HIV positive women. And all the available studies 

are failed to study the association between partner support and CC screening utilization. As 

there was no previous studies was conducted in the study area so, the aim of this study is to 

asses and compare cervical cancer screening service utilization and its determinant factors 

among HIV positive and women with in known HIV status . 
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1.3 Significance of the study 

 

Cervical cancer is public health priority in Ethiopia as there is high prevalence of cervical 

cancer and related mortality and morbidity. Emerging research suggests that gynecologic 

health care including cervical cancer screening is underutilized by HIV-positive women and 

women in general in Ethiopia. Despite low coverage of screening and high prevalence of the 

disease there are only limited bodies of researches that elucidate why women population in 

general was not utilize the service. It is also extremely hard to find studies which depict the 

factors that influence HIV infected women not to utilize the screening service, even though 

those groups are at higher risk. So, this study is aimed to assess and compares the prevalence 

and factors which influence cervical cancer screening service utilization among HIV positive 

and women with unknown HIV status. comparison of the two groups are very crucial for 

better understanding of the factors that affect women’s cervical cancer screening practice as it 

provide ample information regarding both groups. 

This study will include the variable which was neglected in the previous study which is 

partner support and its relationship with cervical cancer screening service utilization 

The finding of this study is believed to provide useful information to policy makers,so that 

they can set programs which are important to increase utilization of the CC screening service   

by all womenand ministry of health will re-engineer programs to increase uptake of 

screening. Health providers are also in need of information regarding factorsrelated with 

underutilization CC screening service so; they will use this finding for appropriate 

intervention in the hospitals and health centers by understanding the gap.It is also believed 

that the finding of this study will provide baseline information for future researchers.  

 

 

 

 

 



5 
 

CHAPTER 2:-Literature review 

2.1. Introduction 
In contrast to some other types of cancer cervical cancer can normally be effectively treated if 

it is detected at an early stage and for women with a diagnosis of cervical cancer curative 

treatment exist with anexcellent survival prognosis (24).Pap smear screening every 3–5 years 

with appropriate follow-up can reduce cervical cancer incidence up to 80%(17, 21).But 

screening rates remain low in much of the world especially in developing countries like 

Ethiopia. 

The American Cancer Association (2012) recommended that cervical cancer screening 

should begin at age 21 and women between the ages of 21 and 29 should have a Pap test 

every 3 years .For women ages 30 to 65 years, the preferred approach is co testing every 5 

years with cytology and HPV testing. It is also possible for women to continue to be screened 

every 3 years with cytology alone (11).  

ACA (2016) approved that the above recommendation is only for average risk women not for 

HIV infected.This group should have a follow up more frequently. Current HIV treatment 

guidelines recommend biannual cervical cytology screening following women’s initial HIV 

diagnosis. If both tests are normal, screening can be reduced to an annual schedule (11) 

2.2. Prevalence of cervical cancer screening service utilization 
 

The large declines in cervical cancer mortality in developed countries have been attributed to 

widespread screening, but Cervical cancer in developing countries is continues to be the 

leading female malignancy because cervical screening is rare (22). There is striking 

difference of cervical cancer screening service uptake among developed and developing 

countries, A 2015 analysis of population-based World Health Surveys measured coverage of 

cervical cancer screening as the proportion of women aged 25-64 who report having had a 

pelvic exam and Pap smear in the past three years. The analysis indicates that coverage in 

developing countries is on average 19%, compared to 63% in developed countries, and 

ranges from 1% in Bangladesh to 73% in Brazil (26). 

As a cross sectional study conducted in Portland Jamaica, of 403 women participated 

approximately 66% (265 out of 403) had screening for Pap smear (28). In contrast to this  a 

cross sectional study conducted in Nepal, Asia  revealed that, the coverage rates for cervical 
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cancer screening services is very low (2.4%) (28).It is common to find low utilization of 

cervical cancer screening in SSA. As a cross sectional study conducted in Congo among 524 

women revealed that only 8.6% women was participate in cervical cancer screening(30).  

Other similar study conducted in rural Tanzania among 354 age eligible women revealed that 

only 22.6 women are participated in screening (21). Another facility based cross sectional 

study conducted in Kenya among 424 women participants only 17.5% of women ever had 

screening (25). It is not surprising to find low coverage of screening in Ethiopian, astudy 

conducted in Ethiopia Mekelle zone in 2015, among 1186 age eligible women which was 

only 235(19.8%) have been screened for cervical cancer (32). This indicates low coverage of 

screening in Ethiopia among women with unknown HIV status. This low prevalence of 

cervical cancer screening service utilization in SSA especially in Ethiopia is worrisome as 

these countries have high cervical cancer prevalence rates. 

Cervical cancer screening is also underutilized by HIV positive women especially in 

developing countries, despite the risk of acquiring the disease is high. There is also striking 

difference in CC screening service utilization in developed and developing countries. As 

cross sectional study conducted in England among 209 women who self-identified as HIV 

positive, 85.7% reported having had a Pap test in the last three years (33). In contrast with 

this a study conducted in Texas America revealed 46% of HIV infected women undergo 

screening in the last three years(34). In regard to developing countries, a cross sectional 

mixed study conducted in Nairobi Kenya among 387 HIV infected women revealed that 46% 

of them had screening (35).Coverage of cervical cancer screening in Ethiopia with regard to 

this group is worrisome. A sectional study conducted in Addis Ababa Ethiopia reports among 

335 HIV infected women only 11.5% women undergo screening (36). This implies cervical 

cancer screening is underutilized by HIV positive women and women in general in Ethiopia 

because of different factors that disable them not to utilize the service. 

2.3. Factors influencing cervical cancer screening service utilization 
 

Cervical cancer prevention program in developing countries have failed to meet their 

objectives due to logistical, financial and social problems. Furthermore, barriers to screening 

uptake include a lack of knowledge about the disease, a lack of familiarity with the concept 

of prevention, the geographical and economic inaccessibility of care, the poor quality of 
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services and a lack of support from husbands and families (25).other different factors also 

influence women not to experience cervical cancer screening service utilization. 

2.3.1 Associations of women’s socio-demographic characteristics and cervical cancer screening 

service utilization 

 

Extensive body of evidences elucidates Women with different socio-demographic and sexual 

history have involved in cervical cancer screening very differently. Because this factors 

enables or discourages women to participate in screening. 

Age:-different bodies of studies suggest that age is the main predictor for cervical cancer 

screening service utilization. as a cross sectional study conducted among 572 African 

migrants living in United States key findings indicate that age was significantly associated 

with cervical cancer screening as this study revealed from participants who had involved in 

Pap smear test 62.3% were those women with age 31-50, this age group were three times 

more likely to undergo screening than other group (37).Other similar study conducted in 

Jamaica also reports women in between the age of30-39 years group were almost three times 

more likely to have ever had a Pap smear compared to women in the youngest age group. 

This study also revealed that women who were 40-49 years of age were 6.2 times more likely 

to have ever had a Pap smear compared to women in the 19-29 years age group (28). 

The other cross sectional mixed study carried out in Nairobi, Kenya among HIV infected 

women revealed that Women aged 45 years and above was 2 times more likely to have been 

screened (35). another cross sectional study conducted in southern Ethiopia arbaminch also 

reports The odds of ever screening were 8 times higher for those Whose age is ≥30 years than 

those whose age is <30 years (38).In contrast to this study a cross sectional study conducted 

in Ghana among 395 women majority of respondents who had ever had screened was 

younger women.  

Education:-As the cross sectional study conducted in rural Tanzania among 354 women, 

depicts that fewer participants with secondary education or less had screened for cervical 

cancer compared to those with college education (21).Another similar study conducted in 

United States revealed 68.2% of screened participants were those attain above high school 

education (37). 
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In regard with studies carried out among HIV infected women, asCross sectional study 

conducted Alabama US, among 145 HIV infected African American women depicts that 

those women who attain lower education was 3.33 times more likely to have >2 pap smear 

tests (33).In contrast to this The other similar study conducted in Addis Ababa, Ethiopia 

among 322 HIV infected women depicts participants having education have 1.2 times more 

likely to undergo screening level compared to non-educated (36). In contrast study conducted 

in Nairobi, Kenya among HIV infected women revealed that HIV infected women who have 

higher level of education was more likely to have screening (35). 

Marital status: -A cross sectional study conducted in Portland, Jamaica with sample size of 

403 revealed that marital status is significantly associated with cervical cancer screening 

utilization (28). It reports; of 138 not undergo screening that 78% was single, and married 

women were two times more likely to be screened than single. Similarly the study conducted 

in Myanmar, Thailand showed that married women had four times higher than single to 

uptake the screening service (40). 

 Similar result with those studies were conducted in Malawi among 381 study participants, 

married women are more likely to be screened than single, widowed and divorced (41).In 

contrast to this studies a pilot study conducted in India reports as women become married 

their participation in screening was decreased (43).indifferent, a study conducted in illa 

municipality, Tanzania reports marital status was not associated with utilization of cervical 

cancer screening Services (42). 

Income: -a study conducted in Portland, Jamaica revealed that of the women who had never 

had a Pap smear more than half (56%) of them were women with low socioeconomic status 

(28). In contrast with those studies a study conducted in Alabama, US among HIV infected 

women reports women with lower socioeconomic status was 2.47 times more likely to 

undergo screening and study conducted in illa municipality Tanzania also revealed that 

women with lower socioeconomic status are more likely to be screened(34,42). 

But, another study conducted in Myanmar, Thailand revealed that there is no significant 

association between income and cervical cancer screening service utilization (40). 

As across sectional study conducted in southern Ethiopia arbaminch among 660 currently 

married women income is significantly associated with cervical cancer screening service 

utilization. This study depicts the odds of ever screening was 4 times higher for those with 
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average monthly income ≥1170ETB than those who with average monthly income 

<1170ETB (38).  

Place of residence:-place of residence also affects the participation in cervical cancer 

screening. It is established that women in the rural areas pointed to the difficulty of accessing 

clinics due to lack and cost of transportation compared to those living in urban areas (16). 

Women in rural areas are less likely to participate in cervical cancer screening. The studies 

conducted in Malawi and Mekelle also depicts this association (41, 32). Unlikely a study 

conducted in austral among 265 urban,238 rural and 230 remote households revealed that 

There was no statistically significant difference in the proportions of women from urban 

(74%), rural (76%), and remote (71%) regions who reported having a Pap smear (43). 

Husband support:-as many evidences suggest that partner support is key significant barrier 

and facilitator for women to undergo cervical cancer screening. The study in England among 

HIV infected women reports women who gain support from their partners are 4.64 times 

more likely to undergo screening than their counterparts (33). 

Another cross sectional study conducted in Kenya among 290 female participants’ reports 

that higher proportion of women is more likely to be screened for cervical Cancer is where 

there is male involvement in decision making. The highest proportion of Women who had 

previously been screened was recorded amongst the group of respondent’s where the male 

partner made decision support (31). Similar with this study a study conducted in rural 

Tanzania revealed that 77.8 % of the participants involved their spouse in making decision to 

utilize cervical cancer screening and this was also found to be strongly and positive  

associated with utilization of the service (p < 0.001) (21). 

In contrast with this study a pilot study conducted in India among 812 women, revealed that 

in this country husband is sole decision maker and most married women are less likely to 

participate in cervical cancer screening as their husband did not allow them to utilize the 

service (48).similarly a study conducted in Nairobi, Kenya among HIV infected women 

revealed that Majority 52.1% (49/94) of those who had been screened reported to have not 

received any support from their partners (43). 

2.3.2 Associations of women’s reproductive history and cervical cancer screening service 

utilization 

Early initiation of sexual intercourse: - As study conducted in Portland, Jamaica revealed 

that women who have history of sex before age 16 were 2.4 times more likely to have ever 
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had a Pap smear compared to women who had sex after age 16 (28).Similarly a pilot study 

conducted in India depicts women who have history of early initiation of sexual intercourse 

are more likely to undergo screening (43). 

Parity:-Across sectional study conducted in illa municipality Tanzania among 152 

participants showed that multiparouswomen were three times more likely to participate in 

screening than others (42). The other similar study in Portland, Jamaica alsorevealed 

significantly greater proportion of women who had ever had a Pap (63%) responded that they 

had multiple lifetime sex partners compared to one-half (50%) of women who had never had 

a Pap (P < 0.05) (28).similarly   another study conducted in southern Ethiopia showed that 

those women who have <5 children were 79% less likely to be screened than those women 

than those who had ≥ 5 children (38).  

Sexually transmitted disease: -A pilot study conducted in India demonstrates women with 

history of STDs are more likely to undergo screening. This study highlights that as they 

require a gynecological examination so a smear may have been taken as part of the 

consultation (43). Similarly the study conducted in northern Ethiopia Mekelle, among 1186 

age eligible women depicts that women who have diagnosed with sexually transmitted 

disease were four times more likely to undergo screening when compared to their 

counterparts (32) 

multiple sexual partner :-As a cross sectional study carried out in illa municipality Tanzania 

revealed that women with history of multiple sexual partners was two times more likely 

utilize the screening service than their counterparts(42).Similarly a study conducted in 

northern Ethiopia Mekelle zone revealed that women who have history of multiple sexual 

partners were 1.635 times more likely to undergo screening when compared to those who 

have no history of multiple sexual partners(32).  

In contrast, the study in England among HIV infected women demonstrated the service is 

more likely to be underutilized by women having multiple sexual partners (33).similar with 

this result a study conducted in El Salvador demonstrates that non adherence is more likely 

related with higher number of lifetime sexual partner (55).A study conducted in Tanzania 

also approves this association (48). 
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2.3.3 Association of knowledge with cervical cancer screening service utilization 

 

Different studies were conducted to elaborate the association between women’s knowledge 

and their cervical cancer screening service utilization practice. Almost all except little 

literatures suggest that there is the need for widespread dissemination of information about 

Pap smear screening and cervical cancer detection as there is strong association among them. 

A statistically-significant association existed between women’s intentions to be screened for 

cervical cancer and their knowledge about cervical cancer (14). 

As a cross sectional study conducted in Thailand among 666 female migrants showed 

Migrants with good knowledge about cervical cancer screening were 2.21 times more likely 

to have cervical cancer screening than those with poor knowledge (40). Similar with this 

astudyconducted in England among HIV infected women reports those who knowledgeable 

are 6.52 times more likely to be screened than their counterparts (33). 

The study conducted among 354 participants in rural Tanzania revealed that a significant 

proportion of respondents (75%) with very high level of awareness had been screened for 

cervical cancer (21). In contrast to this study conducted in Nigeria showed that and the 

‘aware’ group for screening services, only 13.6% had utilized the services (22). 

Different studies in Ethiopia also demonstrate that there is significant association between 

knowledge about cervical cancer and the screening service and screening utilization. As study 

conducted in northeast Ethiopia Dessie among 620 women revealed that those who are 

knowledgeable are 11.1 times more likely to be screened than their counterparts (47). at the 

same time study conducted in northern Ethiopia Mekelle zone reports Women who were 

generally knowledgeable on cervical cancer screening were 2.355 times more likely to 

undergo screening when compared to those who were not knowledgeable(32).Similarly a 

study conducted in Addis Ababa Ethiopia among HIV infected women demonstrates those 

who are knowledgeable HIV infected women are 3.6 times more likely to be screened(36). 

2.3.4  Health belief model 

 

Perceivedsusceptibility: - Is the belief of a person about his/her chances of getting a 

condition or disease. While in developed countries, people who perceive susceptibility to an 

illness take preventive actions early, the case is entirely different in most developing 

countries where preventive actions are usually viewed as an unnecessary practice. 
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As a cross sectional study conducted in Botswana among 267 participants reports the main 

reason for not screening is being healthy 72.68 % of women who feel healthy are not 

screened for cervical cancer. Women who have perceived susceptibility to cervical cancer 

were 3.2 times more likely to screen for cervical cancer among those with low perceived 

susceptibility to cervical cancer (45).Similar with this as study conducted in Malawi revealed 

that the screening service is free of charge nevertheless low perceived susceptibility to 

cervical cancer amongst women, aged 42 and older, might contribute to limited utilization of 

cervical screening services. For those who had not been screened, the most frequently-cited 

reasons from 73.5% respondents included not being sick and having no pain 

64%(41).similarly the study conducted in Florida among HIV infected women revealed that 

low perception of susceptibility is related to underutilization of the screening 

service(44).Another study conducted in northern Ethiopia Mekellealso reports that women 

with high perceived susceptibility are 2.225 times more likely to be screened (32). 

Perceived benefit: -A person’s belief that the new behavior will reduce his/her risk of a 

disease. The study conducted in Kenya among HIVinfected women revealed that from those 

who have been screened 94.7% reported that cervical cancer screening was very useful in the 

prevention of cervical cancer (35). In this study those who perceive more benefits are more 

likely to undergo screening.  

Perceived barriers: - The belief of a person about obstacles that may prevent them from a 

specific actions study conducted. Evidences suggest that, this factor is associated 

withutilization of cervical cancer screening service utilization. A study conducted in 

Myanmar, Thailand revealed that Migrants who had positive perceptions toward perceived 

threats were 1.57 times more likely to have screening than those who had negative 

perceptions (40). Similarly two studies in southern and northern Ethiopia revealed that 

women with positive perception of barriers about the screening are the 6 and 2.256 times 

more likely to be screened than their counterparts (38, 32).The theory-based study done 

among university students inSouth Africa showed that students who had a Papanicolaus test 

showed a significantly lower score in barriers to being screened compared to students who 

did not have the test (46). 
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2.4 Conceptual framework 
 

 

 

 

 

  

 

 

 

  

   

  

 

 

 

 

 

Figure 1: conceptual frame work adopted from HBM about factors associated with CC screening 

utilization and modified by reviewing previous literatures carried out in Ethiopia (32, 38) 
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CHAPTER 3:- OBJECTIVES 

3.1 General Objective 
To assess and compare cervical cancer screening service utilization and associated factors among 

HIV positive and women with unknown HIV status at Alamata generalized hospital,Tigray 

Ethiopia ,2018. 

3.2 Specific objective 
-To assess the prevalence of cervical cancer screening service utilization among HIV positive 

and women with unknown HIV status atAlamata generalized hospital, Tigray Ethiopia 2018. 

-To identify factors associated with cervical cancer screening service utilization among positive 

and women with unknown HIV status inAlamata generalized hospital,Tigray,Ethiopia 2018 

-To compare prevalence of cervical cancer screening service utilization and determinant factors 

among all eligible HIV positive and womenwith unknown HIV status at Alamata generalized 

hospital, Tigray Ethiopia 2018. 
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Chapter 4: Methodology 

4.1 Study area 
The study was conducted in AlamataWoreda.Which is located in southern zone of tigray 

bordered by Raya Azebo in the north,ofla in the west and Amahararegional state in the south and 

Afar regional state in the east at 12°15’N latitude and 39°35’E longitude. It is situated 600 KM 

north of Addis Ababa and 180 KM south of Tigray Regional capital city,Mekelle.It has 10 tabias 

namely Selemwuha,Limaat,SelamBkalsi,KuluGizeLemelem,Garjale,Ta’o,La’elayDayu,Tsetsera 

and Merewa and  has a total population of 33, 214, of whom16,140 are men and 17,074 are 

female.This woreda has 1 hospital 6 health centers and 15 health posts.From a total of 4890 HIV 

positive people in this woreda, 3000 of them are women and 1500 of the women gain ART 

service in Alamata general hospital. Alamata Health Bureau was responsible for overall health 

activity in the Town.Only Alamata general hospital which is found in the center of the woreda 

provides cervical CA screening service. 

4.2 Study design and period 
Comparative facility based cross sectional study was used from March1 to May 15, 2018.  

4.3populations 

4.3.1 Source population 

All women with unknown HIV status coming to Alamatageneralized hospital for other services  

All HIV positive women coming to Alamata generalized hospital for ART service  

4.3.2 Study population 

All age eligible women with unknown HIV status for cervical cancer who are available in 

Alamatageneralized hospital to gain other services at the time of the study. 

All age eligible HIV positive women for cervical cancer who are available in Alamata 

generalized hospital to gain ART services at the time of the study. 

4.4 Eligibility 

4.4.1 Inclusion criteria 

Women above the age of 21  
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4.4.2 Exclusion criteria 

1. Women who are critically ill and unconscious at the time of the study 

2. Women who have had their cervix removed 

4.5 Sample size determination and sampling technique 

4.5.1 Sample size determination 

The sample size was calculated with two population proportion formula considering the 

prevalence in both outcome variable and determinant factors by Epi Info version 7.2.0.1 Fleiss 

W/CC method using the following assumptions. 

 r=n1/n2=1:1 

Zα/2=1.96(value of standard normal distribution curve corresponding to confidence interval 95%) 

Zβ=0.84(value of standard normal distribution curve corresponding to 80% power 

p1=percent outcome 1 

p2=percent outcome 2 

Precision 5% at 95% confidence level 

Since the sample size calculated for specific objective one prevalence of cervical CA screening 

service utilization) accommodates the largest sample size by using the following value  

p1= 11.5 % prevalence of cervical CA screening service utilization among HIV positive women 

in Addis Ababa (36). 

p2= 19.8 % prevalence of cervical CA screening service utilization among women with unknown 

HIV status in Mekelle(32) then the calculated sample size was 648.After adding non response 

rate of 10% the minimum total sample size considered to undertake this study was 714(357 for 

HIV positive women and 357for HIV negative women). 

4.5.1 Sampling procedure: -samples wereselected by using systematic random sampling method 

until the required sample size was fulfilled.K is calculated by dividing total women available at 

the required outpatient clinics in the hospital per month to the required sample size. In part of 
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women with unknown HIV status : total number of women  coming to medical OPD,surgical 

OPD, gynecology and obstetrics OPD and ANC was considered which was 1200:medical 

OPD(250), surgical OPD (150),gynecology and obstetrics OPD(350) and ANC (450))k for this 

group is 1200/357which was 3. Regarding  with HIV positive women total women who use ART 

available per month was 1500 so K for this group is 1500/357 which was 4.So samples were 

selected every 3 interval for women with unknown HIV status and every 4 interval for HIV 

positive women.Samplesfrom unknown status was also proportionately allocated after 

information about client flow in medical OPD,surgical OPD,gynecology and obstetrics OPD and 

ANC per month was  gained.Therequired sample in each four OPD is medical (74), surgical (45), 

obstetrics and gynecology (104) and ANC 134. 

 

 

 

 

 

 

 

 

 

 

 

 

Schematic representation of sampling technique 



 

 

 

 

  

  

 

 

 

 

  

 

 

 

   

 

 

 

Figure 2: schematic representation of sampling technique

HIV status inAlamata generalized hospital, Tigray
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representation of sampling technique among HIV positive and women
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4.6 variables of the study 

4.6.1 Dependent variable 

Cervical cancer screening service utilization 

4.6.2 Independent variables 

 Socio-demographicfactors: -Age 

Level of Education  

Marital status  

Family income  

Place of residence,  

 Partner support 

 Reproductive history of women:Age at first sexual intercourse  

Parity 

Family history of cervical cancer 

History of STDs. history of multiple sexual partners 

 Knowledge about cervical cancer and screening service 

 Champions of health belief model 

Perceived susceptibility of cervical cancer  

Perceived barriers and Perceived benefits of CC screening 
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4.7 Operational definitions 
 

Good knowledgeable of cervical cancer: Those respondents who score equal to and above the 

mean score for the cervical cancer knowledge assessing questions (38, 44). 

Poor knowledgeable of cervical cancer: Those respondents who score below mean score for the 

cervical cancer knowledge assessing questions (32, 38). 

High perceived susceptibility: If respondents received two and more of the mentioned 

susceptibility questions (32, 38) 

Low perceived susceptibility: If respondents received one and less of the mentioned 

susceptibility questions (32). 

High perceived benefit: If the respondents received equal to and more than the median score of 

perceivedbenefit questions (32, 38) 

Low perceived benefit: If the respondents received less than the median score of 

perceivedbenefit questions (32, 38). 

High Perceivedbarriers: If respondents received equal to and more than the median score of the 

mentioned barrier positively (32, 38) 

Low perceived barriers: If respondents received more than the median score of the mentioned 

barrier negatively (32, 38). 

Utilized: If respondents have ever had screened with in the last three years (38). 

4.8 Data collection tool 
Data was collected by structured interviewer administered questioner. Thequestionnaire has five 

sub parts namely socio-demographic characteristics, reproductive history, knowledge related, 

health belief model questions and screening practice questions. The questioner was adopted from 

health belief model questions for cervical cancer screening and modified from previous study 

questions in Ethiopia(32, 38). The questioner initially developed in English and later translated 

into local language by legal personnel who is an expert in English and local languageTigrigna 
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then retranslated back to English version by another person for appropriateness of tools, 

language clarity and accuracy.  

4.9 Data collection procedure 
Data was collected by 3 BSc nurses, 3 midwives and two supervisors (BSc nurse or BSc 

midwife) after training was given before the actual data collection for three days. In addition to 

that there was continuous follow up and supervision by principal investigator throughout the data 

collection period.  

4.10Data quality management 
To ensure quality of data,training was given for data collectors and supervisor for three days 

prior to study period on objectives of the study, how to collect data, regarding ethical issues, and 

on data quality.The questionnaire was also pretested in 5% of sample size in Alamatahealth 

center one weak prior to the actual data collection to determine its appropriateness on the local 

context.The finding of the pretest was incorporated to modify and clarify the collection tool 

before actual data collection.During data collection; Supervisorshad routine checkups for its 

completeness and scientific soundness. Additionally, the principal investigator checked the filled 

questionnaire and gave feedback for supervisorsdaily. 

4.11Data analysis 
The data was first checked for completeness and entered to Epi-data version3.1.1 to be cleared 

then transported to SPSS version 23 for analysis. Descriptive statistics like Frequency 

distribution, ratio, means, percentages and standard deviation was calculated.In order to 

investigate relative importance of the variables in relation to the dependent variable bivariate 

analysis was used. Those become significant was fitted together to multivariate logistic 

regression to explore association between dependent and independent variables and to control 

confounding.Statistical significance was interpreted using Odds ratio with 95% confidence 

interval and P value <0.05.The result was presented using texts, tables, figures and diagrams. 

4.12Ethical clearance 
Ethical clearance was obtained from AAU-college of health science department of nursing and 

midwifery IRB (institutional review board) of research committee and official letter was written 

to AlamataWoreda health bureau. Permission letter was written from Alamataworeda health 

bureau to the Alamata generalizedhospital for their cooperation and participation. Moreover, a 
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written consent was obtained from the study subjects before interviewing. All respondents have 

the right to withdraw from the study at any time without any consequences. Confidentiality was 

assured and no personal details was recorded or produced on any documentation related to the 

study. No one was obliged to participate unless otherwise agreed to take part. 

4.13 Dissemination of the finding findings 
The final report of this study was written scientifically and submitted to Addis Ababa University, 

college of health science, department of nursing and midwifery. The copy of report of the 

analysis result will be disseminated to all relevant bodies like FMOH, Alamatahospital and 

Alamatahealth bureau after the thesis is approved by examiners. As per the laws and regulation 

of the country, the study result will be presented and effort will be made to disseminate through 

publication. 
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CHAPTER 5:- Result 

5.1 Socio-demographic characteristics of participants 
A total of 714eligible participants, (357women from HIV positive individuals and 357 from 

women with unknown HIV status  ) were recruited in this study. Making an overall response rate 

of 98.5%(98.6% from women with unknown status and 98.3% from HIV positive).From the 

overall participants 7of them were refused to participate in this study while four of the study 

units were failed to complete the questioner. Table 1 describes the proportion of socio-

demographic characteristics of the study population. Age was distributed in normal pattern with 

the mean age ±SDof HIV positive was 33.61±8.810 and 31.51±8.966 for women with unknown 

HIV status individuals respectively. Majority of women with unknown HIV status were found in 

the age group of 21-30 and  HIV positive women were found in the age group of 31-

40.Concerning marital status more than half  of both groups were married with 181 (50.6%) and  

195(54.5%) HIV positive and women with unknown HIV status  respectively. 
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Table 1:-Socio-demographic characteristics of all eligible HIV positive and womenwith 

unknown HIV status for cervical CA screening at Alamata generalized hospital,Tigray Ethiopia 

2018 

Variable HIV positive n=357(50%) Unknown status women 

N=357(50%) 

Age 21-30 140(39.1%) 208 (58.3%) 

31-40 145(40.6%) 94(26.4%) 

41-50 55(15.7%) 44(12.3%) 

51-65 17(4.6%) 11(3%) 

Mean ± SD 33.61±8.810  31.51±8.966 

Marital status married 181 (50.6%) 195(54.5%) 

single 176(49.4%) 162(45.5%) 

Educational status No formal education 143(40%) 108(30.2%) 

Primary education 90(25.3%) 93(26.0%) 

Secondary education 74(20.7) 81(22.8%) 

College and above 50(14%) 75(21.0%) 

Occupational status House-wife 135(37.7%) 164(45.9%) 

Self-employed 155(43.4%) 133(37.4%) 

Government-
employed 

67(18.9%) 60(16.7%) 

Family’smonthly income  <1000 100(28.1%) 79(22%) 
1000-2000 114(32%) 133(37.4%) 
>2000 143(39.9%) 145(40.6%) 

Place of  residence urban 231(64.8%) 221(61.9%) 

rural 126 (35.2%) 136(38.1%) 

. 

In both of the groups, high numbers of women with the proportion of 40% HIV positive and 

30.2%  from unknown HIV status were illiterate preceded byacquired primary education which 

accounted 25.3% and 26% respectively.   

Regarding occupational status of participants, majority of women in HIV positive and negative 

status group were house-wife with proportion of 135(37.7%) HIV positive and 164(45.9%) 

unknown status and majority of participants were in higher economic status in both HIV positive 

and unknown HIV status women with the proportion of 39.9% and 40.6% respectively .While 

considering place of residence of participants number of women in both group lives in urban area 

accounted  64.8% and 61.9 % of HIV positive and negative respectively..  
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5.2 Reproductive history of participants 
 

The Mean age at first sexual intercoursewas 17.70 for HIV positive women and 18.08 for 

unknown HIV status women and more than half of women in both group started sexual 

intercourse since they were <18 which accounted 59.1 and 50.1 for HIV positive and  unknown 

status women respectively.Majority of the women in both groups claimed that they had no 

history of multiple sexual partners with the proportion of 65.1% and 79.7% in women of HIV 

positive and unknown HIV status women.  

Regarding gaining support from partner or husband, majority of the women had not gain partner 

or husband support to check their gynecological health both in HIV positive and unknown HIV 

status women groups which accounted 68.7% and 76.5% respectively. History of having STI is 

also rare in both groups with the proportion of 38.4% and 15.7 % in HIV positive and unknown 

HIV status women respectively.  Only 28.8% and 21.4% had ever use condom during sexual 

intercourse both in HIV positive and unknown HIV status women groups.  

Information related to given birth, majority of women both HIV positive and unknown HIV 

status women groups had given birth at least once with the proportion of 64.8% and 52% 

respectively. From those ever given birth majority of them with proportion of 72.2% and 93.8% 

both in HIV positive and unknown HIV status women had <5 children or they are not multipara. 

 

 

 

 

 

 

 

 



26 
 

Table 2:-Reproductive history of all eligible HIV positive and unknown HIV status women 

of alalmata generalized hospital, Tigray Ethiopia 2018 

  

Variable HIV positive  Unknown HIV status  
Age at first sex <18 211(59.1%) 179(50.1%) 

>=18 146(40.9%) 178(49.9%) 

Mean ± SD 17.70± 2.979 18.08± 3.638 

having  multiple 
sexual partner 

Yes 125(34.9%) 72(20.3%) 

No 232(65.1%) 285(79.7%) 

Partner support yes 112(31.3%) 84(23.5%) 

No 245(68.7%) 273(76.5%) 

History of STI yes 137(38.4%) 56(15.7%) 

No 220(61.6%) 301(84.3%) 

Condom use yes 103(28.8%) 76(21.4%) 

No 254(71.2%) 281(79.6%) 

Given birth yes 245(68.7%) 186(52%) 

No 112(31.3%) 171(48%) 

Parity <5 children 258(72.2%) 335(93.8%) 

>=5 children 99(27.8%) 22(6.2%) 

 

5.3 Information about cervical cancer and cervical cancer screening and the source 

of information 
Majority of women with positive HIV status were aware about cervical cancer and cervical 

cancer with proportion of 73% and 72.2% respectively. More than half of women with unknown 

HIV status have no information about cervical CA and its screening with proportion of 50.5% 

and 50.2% respectively. 

The major source of information about cervical cancer and cervical cancer screeningin HIV 

positive women groups were health professionals which accounted 58% and 61.6%., 

consideringunknown HIV status women TV accounted the large number with 56% and 60% 

respectively. 
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Table 3:- Information about cervical cancer and cervical cancer screening among age eligible HIV 

positive and unknown HIV status women in Alamatageneralized hospital, Tigray,Ethiopia 2018.  

Variables  HIV positive  Unknown HIV 
status  

Heard about cervical CA  Yes  261(73%) 177(49.5%) 

no 96(27%) 180 (50.5%) 

Source of information radio 32(12.2%) 25(14.3%) 

TV 78(29.8%) 99(56%) 

health  professionals 151(58%) 53(29.7%) 

Heard about cervical CA 
screening 

yes 203(72.2%) 141(50.2%) 

no 78(27.8%) 140(49.8%) 

Source of information  radio 19(9.4%) 21(14.6%) 

TV 59(29%) 85(60%) 

Health professionals 125(61.6%) 36(25.4%) 

 

5.4 Knowledge about cervical cancer and its screening among HIV positive and 

unknown HIV status women 
Regarding total knowledge status of participants,only 99(27.8%) HIV positive women and 

84(23.5%) unknown HIV status women have good knowledge. With concern of knowledge 

related to symptom of cervical CA only 71(19.9%) HIV positive women and 41(11.4%) 

unknown HIV status women have good knowledge,and majority of them which means 

183(51.2%) and 252(70.5%) HIV positive and women with unknown status did not know any 

one of the symptoms respectively. 

Known risk factors that predispose for cervical cancer were also asked to both group of the 

respondents, majority of them 216(60.5%) HIV positive women and 255(71.5%)  unknown HIV 

status women did not know any risk factor. 
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Table 4:-knowledge about cervical CA and cervical CA screening service utilization among HIV 

positive and unknown HIV status women in Alamata generalized hospital, Tigray Ethiopia 2018. 

Variables   HIV positive  UnknownHIV status  

Total knowledge about cervical 

CA and its screening  

Good knowledge  99(27.8%) 84(23.5%) 

Poor knowledge  258(72.2%) 273(72.5%) 

Knowledge related to symptom 
of cervical cancer 

Good knowledge  71(19.9%) 41(11.4%) 

Poor knowledge  103(28.8%) 64(18.1%) 

Do not know  183(51.3%) 252(70.5%) 

Knowledge about risk factor of 

cervical CA 

Good knowledge  109(30.6%) 74(20.7%) 

Poor knowledge  32(8.9%) 28(7.8%) 

Do not know  216(60.5%) 255(71.5%) 

Knowledge about cervical 

cancer prevention methods 

Good  knowledge 100(28.1%) 73(20.3%) 

Poor knowledge  39(11%) 15(4.3%) 

Do not know 218(60.9%) 269(75.4%) 

Knowledge about  interval of 

screening 

Good knowledge 28(7.8%) 14(3.9%) 

Poor knowledge  24(6.8%) 50(13.9%) 

Do not know 305(85.4%) 293(82.2%) 

Who should be screening All women of 21years and 

above  

90(25.3%) 84(23.5%) 

Others (do not know) 267(74.7%) 273(76.5%) 

Fatality of cervical CA if not 

screened and treated early  

Yes 192(53.7%) 80(22.4%) 

No(do not know) 165(46.3%) 277(77.6%) 

Availability of institution in 
Alamata(is it avail?) 

Yes 114(32%) 64(17.8%) 

No(do not know) 243(68%) 293(82.2%) 

Curability of cervical CA in its 

earlier stage  

Yes 149(41.6%) 90(25.3%) 

No(do not know) 208(58.4%) 267(74.7%) 

Asymptomatic behaviour  of 

cervical CA 

Yes 109(30.6%) 76(21.4%) 

No(do not know) 248(69.4%) 281(78.6%) 

Is CCA screening prevent 

development of advanced CCA  

Yes 161(45.1%) 99(27.8%) 

No (do not know) 196(54.9%) 258(72.2%) 
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The other knowledge part which was assessed for both groups of respondents were knowledge 

about prevention methods of cervical cancer, and majority of HIV positive and unknown HIV 

status women did not know any of the prevention methods with proportion of  217(60.9%) and 

269(75.4%) respectively. With regard to knowledge about interval of screening,most of 

respondents from both groups were not knowledgeable about it with the proportion of 

309(86.5%)HIV positive and 297(83.3%) unknown HIV status women. 

Majority of respondents from HIV positive and unknown HIV status women groups with 

proportion of 267(74.7%) and 273(76.5%) did not know about who are illegible for cervical CA 

screening. Regarding fatality of cervical CA, more than half of HIV positive women 192(53.7%) 

were know about the fatality of cervical CA if not screened early but majority of women with 

unknown HIV status with proportion of 277(77.6%) did not know about this.  

Knowledge about  curability of CA in its earliest stage was also part of knowledge assessment 

question; only small numbers of HIV positive and unknown status womenwere knowledgeable 

about its curability with proportion of 149(41.6%) and 90(25.3%) respectively. Majority of 

participants 248(69.4%) and 281 (78.6%) from HIV positive and unknown status did not know 

about the asymptomatic character of cervical CA and also did not know about the role of early 

cervical CA screening in prevention from development of advanced stage with proportion of 

195(54.9%) and 258(72.2%) respectively. 

Concerning with availability of service in the study area, only 114(32%) and 64(17.8%) of HIV 

positive and unknown HIV status women were knowledgeable about this. 
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5.5 Health belief model 
Very small amount of women in both groups with proportion of 96(27.8%) from  HIV positive 

and 53(14.9%) from unknown HIV status women have highly perceivedthat they are vulnerable 

for cervical CA. Regarding perceived benefit of CCA screening high proportion of women in 

both HIV positive and unknown HIV status groups have low perceived benefit of screening for 

cervical CA with the proportion of 202(56.6%) and 240(67.2%) respectively. In concern with 

perceived barrier of screening more than half of women in both groups have low perceived 

barrier for cervical cancer screening with proportion of 189(53%) from HIV positive and 

216(60.5%) from unknown HIV status women. majority of participants in both groups agreed 

that being healthy was the barrier for not utilize the service than other barriers which accounted 

170(47.7%) and 11(31.0%) from HIV positive and negative women respectively. 

Table 5: perception about CCA and CCA screening among HIV positive and unknown HIV 

status women in Alamata generalized hospital, Tigray Ethiopia 2018 

Variable  HIV positive 

women  

Unknown HIV 

status women  

Perceived susceptibility 

of CCA  

High perceived susceptibility  96(27.8%) 53(14.9%) 

Low perceived susceptibility 261(72.2%) 304(85.1%) 

Perceived benefit of 

CCA screening  

High perceived benefit  139(38.8%) 100(28.1 %) 

Low perceived benefit  218(61.2.6%) 257(71.9%) 

Perceived barrier of 

CCA screening  

High perceived barrier  125(34.9%) 141(39.5%) 

Low perceived barrier  232(65.1%) 216(60.5%) 
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5.6 utilization of cervical CA screening service 
The overall prevalence of cervical cancer utilization in this study was very low which accounted 19.2 

with proportion of 7.8% from HIV positive and 11.4 % from women with unknown HIV status. 

 

Fig 6:-prevalence of cervical CA screening utilization among HIV positive and unknown HIV status women in 

Alamata generalized hospital, Tigray, Ethiopia2018 

5.7Factors associated with cervical cancer screening service utilization among HIV 

positivewomen 
During bivariate logistic regression family’s monthly income, having history of STI, parity, 

knowledge about cervical CA and screening and perceived susceptibility was significantly 

associated with p value of less than 0.05.Those variables show significant association became 

candidate for multivariate logistic regression out of total forty seven    independent variables. 

After multivariate logistic regression analysis was conducted,two variables (family’s monthly 

income and having history of STI) was excluded as they were insignificant but parity{3.87(1.264, 

11.891)},knowledge {4.75(1.534, 14.738)} and perceived susceptibility {3.9(1.255, 12.103)} 

remained significant or show strong association with cervical cancer screening service utilization 

with p value of less than 0.05. 
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Table6: factors associated with cervical CA screening service utilization among HIV positive women in 

Alamata generalized hospital, Tigray Ethiopia 2018 

Variables  %of 
screened  

% of not 
screened  

COR AOR 

Families monthly 
income  

<1000 11(11.4% 87(88.6%) 1  

1000-2000 3(2.2%) 111(97.8%) 0.85(0.333-2.152) 1.07(.322,3.582) 

>=2000 14(9.8%) 128(90.2%) 4.79(1.034,22.208)* 4.06(.732,22.512) 

Having history of 
STI 

yes 20(15.5%) 111(84.5%) 4.9(1.992,13.950)** 3.14(0.965,10.23) 

no 8(3.4%) 218(96.6%) 1  

Parity >=5 18(26.2%) 46(73.8%) 5.5(1.953,12.815)** 3.88(1.264,11.891)*
* 

1-4 12(6.6%) 169(93.4%) 1  

Knowledge about 
cervical CA and 
careening  

Good knowledge 20(20.5%) 79(79.5%) 7.9(3.178,22.592)** 4.75(1.534,14.738)*
* 

Poor knowledge 8(3.0%) 250(97.0%) 1  

Perceived 
susceptibility 

High perceived 18(17.5%) 84(82.5%) 5.24(2.055,12.745)** 3.9(1.255,12.103)** 

Low perceived 10(4.0%) 245(96.0%) 1  

*=p-value 0.05 and **=p-value <0.01 

5.7 Factors associated with cervical cancer screening service utilization among 

women with unknown HIV status 
The procedure like we did for HIV positive groups was conducted to elucidate the association 

among dependent and independent variables. During bivariate logistic regression from the total 

independent variables eight of them; family’s monthly income, place of residence, history of 

having STI, history having multiple sexual partners, partner support, knowledge, perceived 

susceptibility and perceived benefit show significant association with cervical CA screening 

service utilization. 

Those considered significantly associated in binary logistic regression again fitted together to 

multiple logistic regression but only having history of multiple sexual partner {AOR =5.06 95% 

CI = (1.83-13.978)}, knowledge {AOR=4.8 95% CI = (1.172-19.832)} and perceived susceptibility 

{AOR=3.2 95% CI= (1.129-9.137)} remained significant. 
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Table7: Factors association with cervical CA screening utilization of cervical CA in women with 

unknown HIV status in Alamata generalized hospital, Tigray Ethiopia2018 

Variables  %of screened  % of not 
screened  

COR{95%CI} AOR{95% CI} 

Families monthly income  <1000 13(16.1%) 66(83.9%) 1  

1000-2000 5(4.6%) 127(95.2%) 0.91(0.389,2.134) 1.02(0.342,3.058) 

>=2000 22(14.9%) 123(85.1%) 3.505(1.244,9.872)* 2.08(0.631,6.831) 

PLACE OF RESIDENCE urban 30(15.4%) 168(84.6%) 2.66(1.150,6.147)* 0.42(0.105,1.680) 

rural 10(6.4%) 149(93.6%) 1  

Having history of STI yes 18(31.8%) 38(68.2%) 5.725(2.562,12.584)** 2.34(0.863,6.330) 

no 23(7.6%) 278(92.4%) 1  

Having history of multiple 
sexual  partner  

yes 25(36.4%) 45(63.6%) 10.07(4.549,22.678)** 5.06(1.83,13.978)** 

no 15(5.3%) 272(94.7%) 1  

Partner support yes 24(28.8%) 60(71.2%) 6.425(2.898,13.615)* 2.7(0.918,7.997) 

no 16(6.0%) 257(94.0%)   

Knowledge about cervical 
CA and screening  

Good 
knowledge 

27(29.6%) 63(70.4%) 7.744(3.439,16.786)** 4.8(1.172,19.832)* 

Poor 
knowledge 

14(5.2%) 253(94.8%) 1  

Perceived susceptibility High 
perceived 

19(35.7%) 34(64.3%) 7.163(3.256,16.163)** 3.2(1.129,9.137)* 

Low 
perceived 

22(7.1%) 282(92.9%) 1  

Perceived benefit High 
perceived 

20(20.3%) 80(79.7%) 2.962(1.395,6.247)** 0.407(0.13,1.271) 

Low 
perceived 

20(7.9%) 237(92.1%) 1  

*=p-value 0.05 and **=p-value <0.01 
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CHAPTER 6:-Discussion 
This study provides ample information regarding prevalence of cervical CA screening service 

utilization and associated factors among HIV positive and unknown HIV status women in 

Alamata generalized hospital Tigray Ethiopia. 

The overall prevalence of cervical CA screening service utilization in this study was very low. 

While we compare the prevalence in HIV positive and unknown HIV status  women groups in 

this study, out of 357 HIV positive and 357 unknown HIV status women participants only 28 

(7.8) and 41 (11.4%) was screened respectively, this means the prevalence of screening among 

unknown HIV status women groups was  higher than that of HIV positive women groups.This is 

supported by the result in analysis of population-based World Health Surveys which depicts that 

the prevalence of screening in part of HIV positive women is lower than those unknown HIV 

status women groups (26). 

The prevalence of cervical CA screening among unknown HIV status women in this study was 

lower than the studies conducted in Rural Tanzania, Kenya, Northern Ethiopia, Mekelle which 

reported that the prevalence of cervical CA screening utilization was 22.6%, 17.5% and 19.8% 

respectively(21,35,32).This might be due to socio-economical and geographical differences 

among the study areas and  limited services providing health facility in the study area and lack of 

awareness of women about the availability functional service which provide cervical CA 

screening in this area. 

And it was much lower than the findings elucidated from the studies carried out in Brazil (73%) 

and Portland Jamaica which was 66% (33, 34). This might be due lack of familiarity with the 

concept of prevention, the geographical and economic inaccessibility of care and the poor quality 

of services in the current study as compared to the developed countries. 

In contrast to the above reports the prevalence of screening among unknown HIV status women 

in this study was higher than the studies conducted in Congo, and Nepal; Asia, which revealed 

that the prevalence in part of HIV negative women, was 8.6 and 2.4 respectively(30,29). This 

might be due to study year difference as advancement of sea and treat approach aimed at 

sustainable programs that allow women and girls to access the care and the need to thrive by 
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educating women and scaled up the service in Ethiopia in general and in the study area in 

particular after 2015. 

 

While we have seen the prevalence of screening among HIV positive women in this study it is 

much lower than the studies among HIV positive women done in England, Texas America, 

Nairobi Kenya and Addis Ababa Ethiopia which reportedthat 85.7%, 46%, 46% and 11.5% 

respectively (33, 34, 45, 36).This might be due to low level of awareness of HIV positive women 

about HIV  is one of the risk factor for  acquiring cervical CA related to low induction of health 

education regarding cervical CA by health professionals and lack of formal policies and 

programs which makes the screening mandatory for HIV positive women in the study  area..  

The key factors associatedwith utilization of cervical cancer screening service among HIV 

positive women in this study was parity, knowledge about cervical CA and its screening and 

perceived susceptibility for cervical CA.In this study HIV positive women who have >= 5 

children have nearly 4 times more likely to utilize cervical CA screening service than their 

counter parts. this result was slightly higher than the same study  carried out in Illa municipality 

Tanzania which revealed that multiparous women was 3 times more likely to utilize the service 

than their counter parts(42).this might be due to difference in the knowledge of women related to 

the possibility of multiparty in increasing the chance of acquiring cervical CA. 

The second key determinant factor for utilizing cervical CA screening service among HIV 

positive women was knowledge about cervical cancer and its screening. In this study HIV 

positive women who have good knowledge were 4.75 times more likely to utilize the service 

than those who have poor knowledge.This is supported by the study conducted in England 

among HIV infected women in which those who knowledgeable are 6.52 times more likely to be 

screened than their counterparts (33).Thedifference might be due to the women in this study 

areas were not engaged in giving priority for prevention approaches. 

The result of association between knowledge and cervical CA screening utilization in this study 

was higher than the result from the same study conducted in Dangoretti, Nairobi city county, 

Kenya and Addis Ababa among HIV infected women individuals which revealed that women 

with good knowledge was 2 and 3.6 times more likely to utilize the service than their 
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counterparts respectively (35, 36).This may be due to continuous education by health 

professionals was being advocated. 

The third key factor associated with cervical CA screening utilization among HIV positive 

women was perceived susceptibility. This study revealed that HIV positive women with high 

perceived susceptibility were nearly 4 times more likely to utilize the service than those who 

perceived low.This is supported by the study conducted in Florida among HIV infected women 

reported that low perception of susceptibility is related to underutilization of the screening 

service (33). 

 The report from the current study about the association of perceived susceptibility and cervical 

CA screening service utilization was higher than the study conducted in Northwest Ethiopia, 

Gondar which reports they were 2.85 times more likely to utilize the service than their 

counterparts. This may be due to the difference in the time of study(49). 

While we did analysis for unknown HIVstatus women there werethree determinant factors which 

have significant association with cervical cancer screening service utilization, these are having 

history of multiple sexual partners,and knowledgerelated to CCA and CCA screening and 

perceived susceptibility for cervical CA. 

Among unknown HIV status women participants, those women who have history of multiple 

sexual partners were5.058 times more likely to utilize the service than their counterparts.This 

result was higher than the same study conducted in illa municipality Tanzania and northern 

Ethiopia, Mekelle which revealed that women with history of multiple sexual partners was two 

times and 1.635 more likely utilize the screening service than their counterparts 

respectively(42,32).This may be due to  the time difference as continuous health education by 

health professionals and other medias about the association of multiple sexual partner and 

acquiring cervical CA became being advocated. 

The second key factor which was determined as significant amongunknown HIVstatus negative 

women in this study was knowledge about cervical cancer and its screening, which reported that 

those who have good knowledge were nearly 5 times more likely to engage in cervical cancer 

screening service utilization than those who have poor knowledge. This study is supported by the 

same study conducted in rural Tanzania which revealed that a significant proportion of 
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respondents (75%) with very high level of awareness had been screened for cervical cancer (21). 

The result of the current study is higher than the result reported from studies conducted in 

Myanmar Thailand and Mekelle which reported those women with good knowledge are 2.21 and 

2.355 times more likely to utilize the service than women with poor knowledge (40, 32).This 

might be the result of better and continuous induction of knowledge by health professionals. 

But it is lower than the results reported from study conducted in north east Ethiopia, Dessie 

which reported that women who are knowledgeable are 11.1 times more likely to utilize the 

service than their counterparts (47).This might be as a result of women in the current study area 

had no knowhow about the availability of the service in the area and how they gain accessibility 

for screening as the service is begin sooner in the current study. 

The third key factor which has significant association with cervical CA screening service 

utilization among unknown HIV status women was perceived susceptibility.In these study those 

women with unknown HIV status whohad high perceived susceptibility for cervical cancer was 

3.2 times more likely to utilize cervical CA screening service than their opposite groups. This is 

consistent with the report from Botswana which showed that those who have high perceived 

susceptibility were 3.2 times more likely to utilize the service than their opposite groups (45). It 

was also supported by study conducted in Malawi which revealed low perceived susceptibility to 

cervical cancer amongst women might contribute to limited utilization of cervical cancer 

screening services (41). 

The result from this study was higher than the result reported from northern Ethiopia Mekelle 

which depicts women who have high perceived susceptibility to cervical cancer were 2.225 times 

more likely to screen for cervical cancer than their counterparts (32). This might be due to 

continuous induction of participants about the risk of developing the disease if not screened early 

while they are already susceptible. 
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CHAPTER 7: STRENGTH AND LIMITATION OF THE STUDY 

7.1: Strength of the study 
 Being comparative study 

 It includes high number of participants from rural area which had not been assessed 

in   other studies. 

 It targets on risky populations: HIV positive women. 

7.2: Limitation of the study 
 Health belief model questions should be supported with qualitative approach. 

 As the study is cross sectional it makes difficult to explore cause and effect 

relationship among variables among independent and dependent variables. 
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CHAPTER 8: Conclusion and recommendation 

8.1: Conclusions 
The first aim of this comparative study was to compare theprevalence of cervical CA screening 

service utilization among HIV positive and unknown HIV status women. The finding of this 

study concluded that cervical CA screening service utilization among both groups was very low. 

Even though theprevalence of utilizing CCA screening service was very low among both groups, 

the prevalence among unknown HIV status women was higher than that of positive ones and the 

difference was significant. 

As exploring the main factors significantly associated with cervical CA screening service 

utilization was the other aim of this study, the results revealed that there are three factors for each 

group which was significantly associated with utilizing cervical CA screening service. Parity, 

knowledge about cervical CA and its screening and perceived susceptibility was the main factors 

which determine utilization of the service among HIV positive women groups.In women with 

unknown HIV status having history of multiple sexual partners, knowledge and perceived 

susceptibility for cervical CA was the significantly associated with cervical CA screening service 

utilization. 

While have seen the similarity of the factors among both groups,knowledge and perceive 

susceptibility were the factors that determine utilization of cervical CA screening service among 

both groups.  

But there was the difference in the other predictors for cervical cancer screening utilization,parity 

was the key factor among HIV positive women but not for those unknown HIV status groups and 

having history of multiple sexual partner was the main predictor for not utilizing the service 

among unknown  HIV status women but not for positive ones. 
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8.2:Recommendations 
Based on the findings, cervical cancer screening rates have remained low and needs to be 

improved through creating awareness. So the study has specific implications for responsible 

bodies at different positions  

A. First for policy makers  

The study suggested that there is a need for design policies and programs aimed at awareness 

creation and improving knowledge about cervical cancer and its prevention methods which can 

be applied at primary health centers at the rural area of the country. They should acknowledge 

and recognize that cervical cancer is a major public health concern and accord its prevention and 

treatment priority in education. 

B. For Health professionals and health facilities  

Health providers have to inform women about cervical cancer and how to prevent it by 

intensifying health education during every clinical contact in the form of regular cervical cancer 

checks. Health facilities must establish awareness campaigns that provide accurate information 

so that women can make informed choices.  

C. For researchers  

There is a need for doing more and more researches at the national level aimed at cervical cancer 

screening service utilization and its contributing factors as there is inconsistency among the 

factors. 

Since there is wide information gap about acquiring cervical cancer and HIV positive women,it 

is very helpful to study this important target population with better study design that can dig out 

determinant factors. 

. 
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ANNEXES 

Annex I.  Personal Information Sheet 
Title of Research: cervical cancer screening service utilization and its determinant factors among 

all eligible HIV positive and negative women at Alamta general hospital,Tigray Ethiopia, 2018: 

comparative cross sectional study. 

Name of sponsor: Addis Ababa University  

Principal Investigator: Lielt G/selassie(BSc) 

Contact me by E-mail: lieltseni@gmail.com or Mobile: +251914039831 

Advisor:  Mr.leulderibe(BSc, MPH) 

Purpose of research project: The aim of the study is to asses and compares cervical cancer 

screening service utilization and its determinant factors among HIV positive and negative 

women. 

Benefit of the study: - There is no direct benefit to you like payment. However, the result of the 

study will be helpful for all women population in the future by identifying factors associated 

with underutilization cervical cancer screening service which is useful in cervical cancer related 

mortality and morbidity reduction. 

Risk of the study: - by participating in this research project you may feel some discomfort related 

to wasting time about 20 minutes during interview with data collection, but there is no other risk 

or harm  

Rights of Participants: - You have full right to participate or to refuse and you can ask question if 

it is not clear for you. You have also a right not to respond some or the entire question if u 

doesn’t want to respond. 

Confidentiality: - Issue will be maintained, no identification will be recorded.   

Questionnaires ID________________ 

 

mailto:lieltseni@gmail.com
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Annex II: Informed Consent Form 
Title of the project: cervical cancer screening service utilization and determinant factors among 

all eligible HIV positive and negative women at Alamatageneralzedhospital,Tigray Ethiopia 

2018 

I have been well aware of that this research undertaking is for a partial fulfilment of MSc degree 

which is fully supported and coordinated by Addis Ababa University College of Health Science 

Department of Nursing and midwifery, and the designate principal investigator. I have been fully 

informed in the language I understand about the research project objectives that are to understand 

the factors of cervical cancer screening service underutilization. I have been informed that all the 

information I shall provide to the interviewer will be kept confidential. I understood that the 

research has no any risk and no composition. I also knew that I have the right to withhold 

information, skip questions to answer or to withdraw from the study any time I have acquainted 

nobody will impose me to explain the reason of withdrawal. It is also enlighten there would have 

no effect at all in my health benefit or other administrative effect that I get. 

I have assured that the right to ask information that is not clear about the research before and or 

during the research work and to contact Addis Ababa University, College of Health Science IRB 

Office 

Principal Investigator’s Name: Lielt Gebreselassie Tel: +251914039831 

Advisor’s Name and Address: Mr LeulDeribe (BSc,MPH) Email.leul.deribe@gmail.com 

                    Mrs Nadia Worede(BSc,MSc)Email.Nadia.legesse@gmail.com 

I understand this form, or it has been read to me in the language I comprehend and understood 

the condition stated above, therefore, I am willing and confirm my participation by signing the 

consent.  

Agreed to participate in the study: Yes /No (mark one of them for verbal consent)  

Signature ______________________Name of witness……………………………. 

Signature ______________________ (Data collector, supervisor, any third person)  

mailto:Email.leul.deribe@gmail.com
mailto:Email.Nadia.legesse@gmail.com
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Annex III: Questionnaire (English version) 
 

SECTION 1:-SOCIODEMOGRAPHIC CHARACTERSTICS  

     QUESTIONS RESPONSES 

101 .Age   

102.Marital status 1.married 

2.single 

3.widowed 

4.divorced 

103.Occupation 1.Housewife  

2.Self-employees 

3.Government employees 

4.Others, specify____ 

104.Educational status 1.no formal education 

2.primary education 

3.secondary education 

4.college and above 

105. Family’s monthly income  

…………….. 

106.Place of residence 

 

1.urban 

2.rural 
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SECTION 2:-REPRODUCTIVE HISTORY OF WOMEN  

QUESTION RESPONSE  

201. What was your age at first sex? ---------------- 

202.Have you ever had multiple sexual partners? 1.YES 

2.NO 

203. Did your partner support you to check your 

gynaecological health? 

1.YES 

2.NO 

3.I Don’t have partner 

204. Have you ever had history of STIs? 1.YES 

2.NO 

205. If the women had sexual intercourse, have 

you usually use condoms during sexual 

intercourse? 

1.YES 

2.NO 

206. Have you ever given birth? ---------- 

207. If yes for question NO.14, how many 

times? 

------- 

 

SECTION 3: KNOWLEDGE DATA 

 

QUESTION RESPONSE  

301. Have you ever heard about cervical 

cancer? 

1.YES 

2.NO 

302. Have you ever heard about cervical 

cancer screening? 

1.YES 

2.NO 
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303. If yes for question NO.301 and 302 From 

where did you get the information? 

Radio 

TV 

Health professional 

4.other specify --------- 

304. What are the symptoms of cervical 

cancer? 

1. Vaginal bleeding 

2.foul smelling of Vaginal 

discharges 

3.post coital bleeding  

4.pain during sex 

5.Do not know 

 

 

305. What are the risk factors for cervical 

cancer? 

1.multiple sexual partner 

2.early initiation of sexual intercourse 

3.smoking 

4.immunosuppesion 

5.multiparity 

6.HIV infection 

7.long term use of oral contraceptive 

8.elder age  

9.don’t know 

306. How a person can prevent cervical 

cancer? 

1.Avoid multiple sexual partners 

2. Avoid early sexual intercourse 

3. Quit smoking 

4. early screening for cervical cancer  

5. having vaccination for HPV 

6.avoid having too many children 

7.avoid long term use of oral 

contraceptive  

8.do not know 
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307. Can cancer of the cervix be cured in its 

earliest stages? 

 

1.YES 

2.NO 

3.DON’T KNOW 

 

308. Do you think cervical cancer screening in 

general, can prevent development of advanced 

cervical cancer? 

1.YES 

2.NO 

3.don’t know  

309. Who should be screened? 1. women of 21years and 

above 

2.Prostitutes  

3.Elderly women 

4.Other 

5.Don't know 

310. Do you think that a person can have 

cervical cancer but not symptoms? 

 

1.YES 

2.NO 

3.don’t know 

311. Cervical cancer is a killer if not detected 

early?          

 

 

1.YES 

2.NO 

3.don’t know 

 

312. Is there any institution in Alamata which 

provides cervical cancer screening service? 

1.YES 

2.NO 

3.don’t know 
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313. What is the interval of screening? 1. every 3-5 years for normal women   

2. Twice annually for the first year and if 

normal, annual follow up  for HIV 

positive 

3.once in the life time  

4.every 10 years  

5.don’t know  

 

 

 

 

SECTION 4:-Champions of health belief model  

Perceived susceptibility 

 

 

401.It is likely that I will get cervical cancer 

 

. 

 

 

 

 

1.agree  

2.disagree  

3.don’t know 

 

 

 

402.My chances of getting cervical cancer in the 

Next few years are high  

1.agree  

2.disagree  

3.don’t know 

 

 

403.I feel I will get cervical cancer sometime 

during my life 

 

1.agree  

2.disagree  

3.don’t know 
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Perceived benefit of screening  

404.Screening helps in prevention of carcinoma 

of the cervix 

1.agree  

2.disagree  

3.don’t know 

 

405.Precancerous cervical 

Screening is beneficial to my wellbeing? 

1.agree  

2.disagree  

3.don’t know 

 

406. If I find abnormality  through screening  

early , 

my treatment for cervical cancer may not be 

as bad 

1.agree  

2.disagree  

3.don’t know 

 

407. doing cervical cancer screening can 

decrease my chance of dying from cervical 

cancer? 

1.agree  

2.disagree  

3.don’t know 

 

Perceived barrier 

408. I am afraid to have a screening because I 

might find out something is wrong 

1.agree  

2.disagree  

3.don’t know 

 

409.My husband would not agree to do cervical 

screening   

1.agree  

2.disagree  

3.don’t know 

 

410.The procedure is time taking 1.agree  

2.disagree  

3.don’t know 
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411.I  had not screened because I’m healthy  1.agree  

2.disagree  

3.don’t know 

 

412.I have other priority problems more important 

than screening  

1.agree  

2.disagree  

3.don’t know 

 

413.don’t know how to go about getting  

cervical cancer  

1.agree  

2.disagree  

3.don’t know 

 

414.Having screening is not necessary as I use 

condoms during sex 

1.agree  

2.disagree  

3.don’t know 

 

415.Having cervical screening is pain full 1.agree  

2.disagree  

3.don’t know 

 

416.having cervical cancer is not necessary as 

my ART drugs longer reduce my chances of 

getting CC  

 

1.agree  

2.disagree  

3.don’t know 

417.If any abnormality is find I will give up in 

life  

 

1.agree  

2.disagree  

3.don’t know 
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SECTION 5:-SCREENING  

Entry: Cervical cancer screening is the systematic application of the test to identify cervical 

abnormalities in asymptomatic women it is carried out by provider to scrape cells from the 

cervix. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

501. Have you ever screened for cervical 

cancer during the last three years? 

1.YES 

2.NO 
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Annex IV questionnaire (Tigirgna version) 
መረዳእታዘለዎፍቓድ 

ናይፅንዓትርእሲ፡-ቅድመጫፍካንሰርምርመራግልጋሎትምውሳድንተዛመድቲኩነታትንአብሞነጎኩለንዝምልከተን HIV 

ፖዘቲቭንነገቲቭንዝኮናደቂአንስትዮ፡አንፃራዊፅንዓት 

እዚፅንዓትከምሓደመማልኢማስተርስዲግሪኮይኑሙሉእብሙሉእብአዲስአበባዩኒቨርስቲጥዕናሳይንስኮሌጅዝተሓባበረንዝተደገ

ፈንምኻኑንበቲዋናመርማሪከምዝተዳለወንብዝግባእፈሊጠእየ፡፡ናይዚፅንዓትዋናዕላማእዉንቅድመጫፍካንሰርምርመራምውሳድ

ካብዝግባእንታሕቲምኻንንንዚዘቃልዑነገራትንምርዳእከምዝኾነብዝርድአኒቋንቋተነጊሩኒእዩ፡፡አነዝህቦምሓበሬታታትሚስጥራ

ቶምዝተሓለወምኻኑእዉንብዝግባእተነጊሩኒእዩ፡፡እዚምርምርምንምዓይነትጉድኣትንካሕሳንከምዘይብሉተረዲኡኒእዩ፡፡ብተወሳ

ኺሓብሬታናይዘይምሃብ፣ንሕቶታትመልሲናይዘይምምላስ፣አብዝደለኹዎግዘካብዚፅንዓትናይምውፃእመሰለይዝተሓለወምኻኑ

ንማንምሰብካብዚፅንዓትዝወፀሉምኽንያትንከረድእክምዘይገብረንንፈሊጠእየ፡፡ካብምምሕዳርጥዕናአብዝረኽቦናይጥዕናጥቕሚ

እዉንምንምዓይነትሳዕቤንከምዘይብሉተረዲኡኒእዩ፡፡ 

ብዛዕባእዚፅንዓትንምርምርንግልፂዘይኮነለይወይከዓዘይተረድኣኒነገርእንተሃልዩሓበሬታናይምሕታትንምስአዲስአበባዩኒቨርስቲ

ጥዕናሳይንስኮሌጅናይቲኮሌጅፅንዓትንምርምርንግምገማቦርድቢሮናይምርኻብመሰለይዝተሓለወምዃኑንአረጋጊፀእየ፡፡ 

 

ሽምዋናመርማሪንአድራሻን፡ልእልቲገ/ስላሴስ.ቑ፡ 0914039831 

ናይዋናመርማሪመማኸርቲሽምንአድራሻን፡- አቶልኡልደርቤ(BSc, MPH)ኢሜይል፡leul.deribe@gmail.com 

ወ/ሪትናድያወረደ (BSc,MSc)ኢሜይል፡Nadia.legesse@gmail.com 

 

እዚቅጥዒተረዲኡኒእዩ(አብላዕሊዘሎሓበሬታብዝርድኣኒቋንቋተነቢቡለይእዩ) 

ስለዚአብዚፅንዓትንምርምርንንምስታፍፍቓደኛምዃነይብፊርማይየረጋግፅ፡፡ 

አብዚፅንዓትንምስታፍተስማሚዕከኺ? እወ/ አይተስማማዕኹን (ኣብሓዲኡምልክትይገበር) 

ፊርማ፡………………………………………………………………………………………………

…………………………………… 

ፊርማ፡…………………………………………………………………………………..(አካቢሓበሬታ፣

ተቖፃፃሪወይምካልእሳልሳይሰብ) 
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ሕቶታት 

ክፍሊሓደ፡-ማሕበራዊንኢኮነምያዊንኩነታት 

 

 

 

 

 

ተ.ቁ ቃለመሕተት መማረፂመልሲ 

101 ዕድመ …………..ዓመት 

102 ኛይሓዳርኩነታት 1 ዘእተየት 

2 ዘየእተየት 

3 ዝፈትሐት 

4 ዝሞታ 

 

103 ስራሕኪእንታይእዩ; 1.ብዓልቲሓዳር 

2.ናይግሊስራሕ 

3.ናይመንግስቲስራሕ 

4..ካልእእንተኮይኑጥቀሲ 

104. ናይትምህርቲኩነታት 1.መደበኛትምህርቲዘይብላ 

2.ቀዳማይደርጃ 

3.ካልአይደረጃ 

4. ኮሌጅንካብኮሌጅንላዕሊን 

105. ናይቤተ-ሰብወርሓዊአታዊ  

106. ናይመንበሪቦታኺአበይእዩ? 1.ገጠር 

2.ከተማ 
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ክፍሊክልተ፡- ናይስነወሊድሓበሬታ 

 

ክፍሊሰለስተ፡- ሓበሬታብዛባናይጫፍካንሰርፍልጠት 

ተ.ቁ ቃለመሕተት መማረፂመልሲ 

201 አብመጀመርታግዘፆታዊርክብእንትትገብሪዕድምኪክንደይነይሩ ……… 

202. ምስብዙሕሰባትፆታዊርክብነይሩኪይፈልጥዶ 1.አወ            2.አይነበረንን 

203. በዓልገዛኪ/ዓርክኺናይስነወሊድጥዕናንክተረጋግፂይሕግዘኪዶ 1.እወ          2.አይሕግዘንን 

204. ብፆታዊርክብዝተሓላለፉሕማማትነይሩኪይፈልጥዶ 1.እወ                  2.አይፈልጥን 

205. አብእዋንፆታዊርክብመብዛሕቲኡግዘኮንደምትጥቀሚዶ 1.እወ2.አይጥቀምን 

206. ወሊድኪትፍልጢዶ 1እወ                  2.አይፍልጥን 

207 ንሕቶቁፅሪ 206 መልሳእወእንተኮይኑ.ክንደይወሊድኪ  

ተ.ቁ ቃለመሕተት መማረፂመልሲ 

301 ብዛዕባናይማህፀንጫፍካንሰርሰሚዕኪትፈልጢዶ 1እ.ወ                    2.አይፈልጥን 

302 ብዛዕባቅድመማህፀንጫፍካንሰርምርመራሰሚኪትፈልጢዶ 1.እወ                    2.አይፈልጥን 

303 ንሕቶቁፅሪ 301 ን 302 ንመልሲእወእንተኮይኑካበይሰሚዕኪ 1.ሬድዮ 

2.ቴሌቪዥን 

3.ካብበዓልሙያጥዕና 

4..ካልእእንተኮይኑጥቀሲ 

304 ናይማህፀንጫፍካንሰርምልክታትእንታይእዮም? 1.ብብልዕቲደምምፍሳስ 

2.ብብልዕቲጨናዘለዎፈሳሲምፍሳስ 

3 ድሕሪፆታዊርክብደምምፍሳስ 

4.ቃንዛአብእዋንፆታዊርክብ 
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5. አይፈልጥን 

 

305. ካብዞምዝስዕቡንጫፍካንሰርዘቃልዕአየናይእዩ 

?(ካብሓደንላዕሊምምራፅይክአልእዩ) 

1.ምሰብዙሓትሰባትፆታዊርክብምግባር 

2.ትሕቲዕደመፆታዊርክብምጅማር 

3.ሲጋራምትካኽ 

4.ናይሕማምምክልኻልዓቕሚምቕናስ 

5.ብዙሕምዉላድ 

6.ሕማም  HIV 

7.ንነዊሕግዜብአፍዝውሰድናይጥንሲመከላኸሊ

ምጥቃም 

8.እርጋን 

9. አይፈልጥን 

306. ናይማህፀንጫፍካንሰርከመይምክልከኻልይክአል?  

(ካብሓደንላዕሊምምራፅይክአልእዩ) 

1.ምስብዙሐትሰባትፆታዊርክብዘይምግባር 

2. ትሕቲዕደመፆታዊርክብዘይምጅማር 

3.ሲጋራዘይምትካኽ 

4.ቀዲምካናይቅድመካንሰርምርመራምግባር 

5.ብዙሕቆልዑዘይምውላድ 

6.ንነዊሕግዜብአፍዝውሰድናይጥንሲመከላኸሊዘ

ይምጥቃም 

7.አይፈልጥን 

8.ካልእእንተሃልዩጥቀሲ 

307. ናይማህፀንጫፍካንሰርብመጀመርታደረጃክድሕንይኽእልዶ? 1.እወ 

2.አይድሕንን 

2.አይፍልጥን 

308. ናይቅድመማህፀንጫፍካንሰርምርመራብሓፍሻእቲካንሰርናብዝል

ዓለደረጃከይኸይድክከላከኸልይኽእልእዩኢልኪትሓስቢዶ 
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ክፍሊአርባዕተ፡ናይጥዕናአተሓሳስባሞዴል 

309. ናይቅድመማህፀንጫፍካንሰርምርመራክገብርዘለዎመንዩ 

(ካብሓደንላዕሊምምራፅይክአልእዩ)  

1.ዕድመአን 21 ንልዕሊኡንዝኮናደቂአንስትዮ 

2.ፋይቶት 

3.ብዕድመዝደፍኣድቂአንስትዮ 

4.ካልእእንተሃልዩጥቀሲ 

5.አይፈልጥን 

310. ሓንቲሰበይቲናይማህፀንጫፍካንሰርእናሃለዋምልክትዘይክተርኢ

ትኽእልእያኢልኪትሓስቢዶ 

1.እወ 

2.አይሓስብን 

3.አይፈልጥን 

 

311. 

 

ናይቅድመማህፀንጫፍካንሰርአቐዲሙእንተተዘይተፈሊጡ 

ቐታሊእዩ 

 

1.እወ 

2.አይኮነን 

2.አይፍልጥን 

312. አብአላማጣናይማህፀንጫፍካንሰርምርመራዝህብተካልአሎዶ 1.እወ 

2.የለን 

2.አይፍልጥን 

313. ናይማህፀንጫፍካንሰርምርመራበብክንደይዓመትክውሰድአለዎ 1. በብ 3 ዓመትጥዕይቲንዝኮነትሰበይቲ 

2. አብመጀመርታግዜአብዓመትክልተግዜ

ካብኡበብዓምቱ HIV/AIDS 

ንዘለዋሰበይቲ 

3. አብሙሉእዕድመሓደግዜ 

4. በብዓሰርተዓመት 

5. አይፍልጥን 

ተ.ቁ   

401 ናይማህፀንጫፍካንሰርዝሕዘኒይመስለኒእዩ 1.ይስማማዕ 3 አይፈልጥን 

2.አይስማማዕን 

 

402 አብዞምዝመፁቀረባእዋናትንማህፀንጫፍካንሰርናይምቅላዕዕድለይዝልዓለእዩ 1.ይስማማዕ 
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2.አይስማማዕን 

3.አይፈልጥን 

403

. 

አብሙሉእሂወተይአብዝኾነእዋንናይማህፀንጫፍካንሰርከምዝሕዘኒይስመዓኒእ

ዩ?  

1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

404

. 

ቅድመጫፍካንሰርምርመራምግባርናይማህፀንጫፍካንሰርይከላከኸልእዩ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

405

. 

ቅድመጫፍካንሰርምርመራምግባርንጥዕናይአድላዪእዩኢልኪትሓስቢዶ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

406

. 

አቐዲመቅድመጫፍካንሰርምርመራገይረካንሰርእንተተረኺቡኒሕክምናኡዝቐለ

ለይኸውንእዩ ? 

1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

407

. 

ቅድመጫፍካንሰርምርመራምግባርብካንሰርናይምሟትዕድለይይቐንሶእዩ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

408

. 

ጫፍካንሰርክርከበኒስለዝኽእልቅድመጫፍካንሰርምርመራምግባርይፈርሕእየ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

409

. 

በዓልገዛይቅድመጫፍካንሰርምርመራንኽገብርአይስማማዕን 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

410

. 

ከይዲምርመራነዊሕስለዝኾነ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

411

. 

ዘይተመርመርኩሕማምስለዘይብለይእዩ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 
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ክፍሊሓሙሽተ፡-  ቅድመጫፍካንሰርምርመራ 

ተ፣ቑ ሕቶታት መማረፂመልሲ 

501. አብዝሓለፉሰለስተዓመታትቅድመጫፍካንሰርምርመራጌርኪትፈልጢዶ? 1.እወ 

2.አይፈልጥን 

 
 

 

 

 

 

 

 

 

412

. 

ካብቅድመጫፍካንሰርምርመራምግባርዘቐድሞምካልኦትጠቐምቲፀገማትሰልዘ

ለዉኒ 

1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

413

. 

ቅድመጫፍካንሰርምርመራግልጋሎትከመይምርካብከምዘለኒአይፈልጥን 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

 

414

. 

 

ቅድመጫፍካንሰርምርመራምግባርኽባርእዩ 

1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 

415

. 

ቅድመጫፍካንሰርምርመራምግባርቓንዛአለዎ 1.ይስማማዕ 

2.አይስማማዕን 

3.አይፈልጥን 
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