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Abstract

Background: worldwide there is an estimated 493,000 annual cases of cervical cancer and
273,500 annual deaths, women in developing countries account for about 85% of both its
morbidity and mortality. To have early screening and early detection, having knowledge is
important. Women with a better knowledge of cervical cancer were more likely to attend cervical
cancer screenings. In Ethiopia practice of cervical cancer screening is below 1%.

Objectives The objective of this study was to assess the knowledge, Attitude and Practice on
cervical cancer and screening among reproductive health service clients at health centers in
Addis Ababa.

Methodology: A facility based cross sectional study which contain quantitative and qualitative
methods were conducted at 13 public health centers in Addis Ababa, from February to
March2015. Totally 520 samples were taken For Quantitative study and a multi-stage sampling
technique was employed to address the study subjects. Four focused group discussions were
conducted among the clients in the qualitative part. Data was analyzed using descriptive statistics
and logistic regression model was used to identify factors associated with the outcome variable
and the result is presented using the OR with the corresponding 95% CI. The transcribed and
translated qualitative data was coded using Open Code software. Then finally the codes were
categorized and thematically described.

Result Over all knowledge of cervical cancer was 43.8% and knowledge of cervical cancer
screening were 27% and 56% of participants had positive attitude towards cervical cancer
screening. And over all practice of cervical cancer screening was 3.5%. Being knowledgeable of
cervical cancer (AOR=5.0,95% CI;2.7-3.0) and source of information from health professionals
(AOR= 1.8, 95% CI (1-3.2)) were found to be statistically significant towards knowledge of
cervical cancer screening and Knowing someone diagnosed with cervical cancer (AOR= 2.1, 95
Cl (1.2-3.4)) and being knowledgeable of cervical cancer (AOR=3, 95%CIl (1.8-5.3)) were
statistically significant predictors for positive attitude towards cervical cancer screening. women
who know someone diagnosed with cervical cancer (AOR= 3.2, 95% CI; 1.0-10.0) and source
of information from health professionals (AOR =3.5, 95%CI; 1.2-10.2) were the significant
determinants of cervical cancer screening practice.

Conclusion and RecommendationMore than half of the participants were not knowledgeable

of cervical cancer and screening, however they had positive attitude. Cervical cancer screening
practice was very low. Lack of knowledge, accessibility of services with affordable price and
absence of gynecological signs were among common perceived barriers for not to undergo
cervical cancer screening practices. Service should be available and accessible with reasonable
price to the clients and health education and awareness creation regarding cervical cancer should
be in place.
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1. Introduction

1.1 Background

Cervical cancer is a cancer arising from the cervix, which is due to the abnormal growth of cells
that have the ability to invade other part of the body. It is almost always caused by human
papilloma virus (HPV), specifically two strains HPV 16 and HPV 18. Other risk factors include
giving birth to many children, smoking, using oral contraceptives for long time, low immune
system and first sexual intercourse initiation at early age. Cervical cancer screening is a way to
detect abnormal cervical cells, including precancerous cervical lesions, as well as early cervical
cancers. Routine cervical screening has been shown to greatly reduce both the number of new
cervical cancers diagnosed each year and deaths from the disease. According to guidelines,
women ages 21 through 29 should be screened every three years. And women with certain risk

factors should screen more frequently (1, 2).

There are several cervical cancer screening tests in use or being studied around the world
traditional and modern screening methods. They are Cervical cytology, Liquid-based cytology
(LBC), New screening methods like, HPV DNA test and Visual tests: VIA and VILI (2).

According to the report from WHO, globally in 2012, cervical cancer incidence was 7.9%,
mortality 7.5% and five year prevalence was 9%. In sub-Saharan Africa the incidence was
25.2%, mortality 23.2% and five year prevalence was 27.6% (1). In Ethiopia the incidence was

17.3%, mortality 16.5% and five year prevalence was 18.2% (3).

Cervical cancer trend is significantly reduced in high income countries due to early diagnosis and
treatment. And because of poor access to quality screening and treatment service, the trend is
increasing in developing countries (4). According to trend analysis on cervical and breast cancer
between the year 1980 and 2010, Cervical cancer trend is increasing from 378 000 (256 000-489
000) to 454 000 (318 000-620 000) an average annual increase of 0.6% (4). New cases of
cervical cancer occur more often in developing countries than in developed countries in all age
groups. In developing countries, among individuals aged 15-49 years, there were 154 000 (106
000-208 000) cases of cervical cancer (4). In 2010, 76 100 (17%) of these cases were in sub-



Saharan Africa. The number of cases of cervical cancer has been increasing for all regions except
in high-income countries (4).

Generally worldwide trends show that developing countries going through rapid societal and
economic changes, the shift towards lifestyles like that of industrialized countries leads to a
rising burden of cancers associated with reproductive, dietary, and hormonal risk factors (5).

In 2013, WHO launched the Global Action Plan for the Prevention and Control of Non
communicable Diseases from 2013-2030, that aims to reduce premature mortality from Cancer,
Cardiovascular diseases, Diabetes and Chronic respiratory diseases by 25% (6). In Ethiopia
though there was no separate cervical cancer prevention strategy and screening program, cancer
of reproductive organ is one component of the Ethiopian reproductive health strategy. There was
also project named "Adis tefa" by pathfinder international in Ethiopia that support
comprehensive facility services, educate the community about cervical cancer prevention, and
establish lasting alliances with local partners. Together with the Federal ministry of health
(FMOH) and Stanford University Program for International Reproductive Education and
Services (SPIRES), the project aim to establish services in 14 health institutions (including five
Cervical Cancer Prevention Centers of Excellence) in the regions of Addis Ababa, Amhara,
Oromia, Tigray, and Southern Nations, Nationalities, and People’s Region (SNNPR) (7).
Recently FMOH launches guide line for cervical cancer prevention which aims to provide
healthcare providers, implementing partners and other stalk holders involved in the prevention
and control of cervical cancer in Ethiopia with standardized cervical cancer prevention and
control health service delivery directive (8). And From the pilot project with path finder, FMOH

planned to scale up screening service in to public health care facilities (8).



1.2. Statement of the problem

Cervical cancer is the commonest cancer affecting reproductive organ and also, leading cause of
death from cancer among women. It was estimated that 20.9 million women were at risk of
developing cervical cancer in Ethiopia with an estimated 4648 and 3235 annual number of new

cases and deaths respectively (12).

Cervical Cancer screening could reduce at least 50% of Cervical Cancer deaths (9). For early
screening and early detection, having knowledge is important. Women with a better knowledge
of cervical cancer were more likely to attend cervical cancer screenings. Lack of knowledge
about cervical cancer remains an important factor that affects the participation of women in these
screening practices (10). Level of knowledge about cervical cancer and screening, perceived

health behavior is higher in urban settings than in rural settings (11).

According to Institute catala'd'Oncologia Human papiloma virus (ICO HPV) Information
Centre, Ethiopia has Total fertility rate of 4.8, median age at first intercourse in females was 16
years, among women age 15-24 who had sex before age 15 was 16%, and high HIV prevalence
and the low socioeconomic status that makes a population of 27.19 million women ages 15 years
and older at risk of developing cervical cancer (12). However study done in northwest Ethiopia
shows, Knowledge of risk factor, symptoms and preventive option regarding cervical cancer
were very low (13). Even the knowledge and screening practice was very low in educated
women and study done in Addis Ababa show that knowledge and practice of cervical cancer

screening was very low among nurse population (14).

In most developed countries studies shows on average, practice of cervical cancer screening was
23% which was low and in Ethiopia it is 0.6% (15, 16, and 12). Most study findings show
practice of screening is followed by knowledge of cervical cancer and screening (10). And study
in north Ethiopia shows among the participants who have knowledge about cervical cancer
screening only 14.7 of them had practiced cervical cancer screening (13). This all show the need
of information regarding knowledge attitude and practice on cervical cancer screening and
factors associated with it. Hence, this study is aimed to assess knowledge attitude and practice on

cervical cancer screening and factors associated with it.



1.3. Rationale of the study

Despites the growing number of cervical cancer cases in Ethiopia, still there is gap in knowledge
with low screening practice. Knowledge about cervical screening is low. By considering the
increasing pattern of the disease, low practice of screening and high prevalence of risk factors,
the need for cervical cancer prevention program is evident. Data from the primary health care
facilities are also scarce to see the problem for better intervention. To establish and improve any
program and strategy, understanding knowledge attitude and practice of eligible clients is
important. In the country Information related to cervical cancer like knowledge of the disease,
attitude and practice towards screening is very limited. The findings from this study will provide
the necessary information to fill this gap particularly for the primary care system strengthening to

tackle this growing public health problem.

The study will moreover, helps policy makers and programmers to strength the existing
screening programs in the country to improve the life of the women by providing information
about the level of knowledge and attitude with practice on cervical cancer screening. In addition,
the study will give insight and serve as base line data for researchers and planning of other
intervention plan like; health education and promotion regarding cervical cancer care activities.



2. Literature review:

2.1. Magnitude of cervical cancer and screening

In developing countries, cervical cancer is the leading female malignancy, but cervical screening
is rare (17). There are an estimated 473,000 annual cases of cervical cancer worldwide and
253,500 annual deaths, women in developing countries account for about 85% of both its
morbidity and mortality (8). There are an estimated 10,000 women who are diagnosed with
cervical cancer annually in the United States, 3,900 die from the disease. In developed countries,
however, including the United States, death rates from cervical cancer have been dropping

because regular cervical screening and treatment is available and accessible (18).

Estonia is one of the countries in Eastern Europe with the highest incidence and mortality rates
for cervical cancer. In the year 2008, the estimated world age standardized incidence rate of
cervical cancer was 19.1 per 100, 000 women-years in Estonia with 151 new cervical cancer
cases being detected. The 5-year age-standardized relative survival among cervical cancer
patients diagnosed from 1990 to 1994 is 63% in Europe, and 53% for Estonia (19).

India holds one-fourth of global burden of cancer of cervix with estimates of 134,420 women

developing cervical cancer every year and 72,825 die from the disease (20). In India it is the
second most frequent cancer with an age-standardized incidence rate of 27%, while globally the
ages standardized incidence rate of cervical cancer is 15.2 % women (20). In India cancer
incidence in rural area is lower, patterns are different and population based survival was lower.
which can be explained by lower access to health service in rural areas and relatively low health

seeking behaviour (21).

Cancer of the cervix is also common form of cancer amongst South African black women with
incidence of over 40 per 100,000 but fourth in white women (22). It is estimated that

approximately one in every 29 women in their lifetime may develop this form of cancer (23).



Deaths due to cervical cancer in South Africa have been seen to outhnumber the maternal deaths
during 2000 (24).

Cervical cancer is preventable, but most women in poorer countries do not have access to
effective screening programs (6). Acute lack of awareness and knowledge among the concerned
population is particularly noted in rural areas of the low income countries (3). Disparities

between populations in cancer incidence and outcomes are influenced by differences in
exposures to risk and protective factors, differential access to preventive services, screening,

early diagnosis, timely and effective treatment, support services, and palliative care (25).

Cervical cancer incidence and mortality rates varied widely, with many African countries such as
Guinea, Zambia, Comoros, Tanzania, and Malawi having at least 10-to-20-fold higher rates than
several West Asian, Middle East, and European countries, including Iran, Saudi Arabia, Syria,
Egypt, and Switzerland. high development index (HDI), poverty rate, health expenditure per
capita, urbanization, and literacy rate were all significantly related to cervical cancer incidence
and mortality and poverty rate explaining >52% of the global variance in mortality. Both
incidence and mortality rates increased in relation to lower human development and higher
gender inequality levels. A 0.2 unit increase in HDI was associated with a 20% decrease in
cervical cancer risk and a 33% decrease in cervical cancer mortality risk. Higher health
expenditure levels were independently associated with decreased incidence and mortality risks
(21).

In Ethiopia cervical cancer is second common cancer and It is second leading cause of mortality
with 4732 death annually following breast cancer (1). And data compiled by Tikur Anbesa
Hospital shows that 30.3% of all cancers diagnosed from 1996-2008 in the hospital were cervical
cancer (8).

2.2. Knowledge of cervical cancer and screening:
In southeast Nigeria knowledge of cervical cancer about its preventable nature, cervical
screening and screening centers were all below 40% (11). Study done on South African

university student’s shows that 33% of the participants heard of cervical cancer screening and



33% knew that cervical cancer screening can prevent cervical cancer (26). Another study in rural
South Africa, nearly half (49%) of the respondents mentioned ever heard of Pap smear test. And
from the rest 51% almost half of the respondents (43%) received information on Pap smear

mainly from health care workers. South Africa has a national policy on pap smear (27).

In Ethiopia, community based study done in Gonder 47% did not know about the risk factors of
cervical cancer, 39.6% did not know about the symptoms, 36.1% did not know the preventive
measures, 33.9% did not know treatment options and 63.9% know it can be prevented.

According to this study only 13.7% of the women had heard about Pap smear (13).

The results of this study revealed that knowledge about cervical cancer was poor though,
majority of the women had heard about the disease. Specifically, the knowledge of women on
risk factors, signs and symptoms was poor. Education about the disease must include information
on risk factors, sign and symptoms of cervical cancer (13). In Addis Ababa most respondents
(81.2%) had never heard of Pap smear testing. From those who had heard of Pap smear, only 38
out of 52 (27%) had reasonably detailed knowledge of Pap smear testing (10). A KAP study of
Pap smear among nurses in Addis Ababa showed a low knowledge among these groups of health
care providers (14). In Ethiopia most participants from Addis Ababa had heard of “cancer" but
none spontaneously mention cervical cancer. In contrast, rural participants had limited awareness
about any type of cancer. In particular, awareness about cervical cancer was almost non-existent
(28).

2.3. Attitude toward cervical cancer and screening

Study In rural India show that 84.6% of the respondents were willing to undergo cervical
screening test as they felt it would benefit them in the long run and 62.5% were willing to be
screened. Having good attitude is mostly followed by having knowledge about the cervical
cancer and screening. Those who have heard about cervical cancer and screening have positive
attitude about cervical screening than those who have not heard about it (10). There are deferent
beliefs and perception regarding cervical cancer screening. Some negative beliefs mentioned
among rural areas are "cervical cancer screening is only for commercial sex workers" and other



positive beliefs like "pap smear decrease early death”. And increase in positive belief was
significantly associated with fivefold increase in the likelihood of accessing cervical screening

(29). Another study in Tanzania suggested that 79.2% of study participants were agreed that
cervical cancer screening can prevent cervical cancer and also on similar study in Kenya 87% of

respondents agree (30, 31).

2.4. Practice of screening services

According to study conducted In Botswana cervical cancer screening rate is far too low and do
not reach the Ministry of Health’s goal of cervical cancer screening of at least 75% or more. In
the same study only 40.0% of study participants had ever had a Pap smear test (29). This low
participation of cervical cancer screening and low follow-up of screening is consistent with other
studies done in less developed countries which reported an average participation rate of 23% and
follow up rates of 46% within 3 years interval (15, 16). Result from study in Tanzania and Kenya
Shows that practice of cervical cancer screening is 14% and 22% respectively (30,31). Nigerian
study describes that absence of gynecologic symptoms, fear of outcome of screening, lack o
information and lack of health workers request as common reason for not undergoing screening
practice (32). In contrary in Ethiopia prevalence of cervical cancer screening is only 0.6% (12).
And study had done in Gonder, Ethiopia from the participants that have knowledge about
cervical cancer screening only 14.7% of them had the test (13). In Addis Ababa, facility based
cross sectional study that assesses KAP, only 6.5% of all the respondents had ever had a Pap

smear test. This is by far low even compared to other developing countries (10).

2.5. Primary Health facilities and cervical screening

The cancer prevention and control sub-programs stated that health care providers who work at
the First referral hospitals especially village or town physicians, family group practitioners and
Midwives should be trained in performing acetic acid test and perform acetic acid test for all
Women from 30 to 60 years old every three years. If the test results are positive then local
Physicians and midwives are instructed to refer them to province and district hospitals for further

Diagnostic work-up (21).



Women are seeking care for screening mainly due to, increased health care provider's cancer
related information. And to improve health seeking behavior, health professionals’ support and
counseling is important. Primary health care units are the first point of contact between clients
and health care providers but in most developing countries, the first and the second referral level
health care centers are not providing cancer screening (33). Ethiopia is also not immune from
this scenario and most of the primary health care setups are not practicing this service for clients

demanding the service.

2.6. Factors associated with cervical cancer screening

In different studies different factors were associated with cervical cancer screening knowledge,
attitude and practice. Age was a significant factor towards accessing cervical cancer screening
services. Women aged + 45 years had a 90% less chance of accessing cervical screening
compared with women between 25 and 34 years old. The participants’ occupations were a
significant factor. Females who worked as market vendors had 96% less chance of accessing
cervical screening compared with females who were peasant farmers (33). On same study,
health facility factors like accessibility, affordability and availability of screening service at the
possible nearest place is related to screening practice among women. Socio economic factors
also play significant role in access and utilization of screening service, Females who were
financially independent, who have formal education and aged 25-34 were more likely to access
screening services(33). Also women with higher education and income levels had higher levels
of knowledge (P, 0.01) (34). Study in Botswana shows that knowledge of cervical cancer

screening tests and cervical cancer was inadequate among women in low income groups (29).

Level of knowledge about risk factors and purpose and availability of screening, higher
educational status and positive family history of cervical cancer has been associated with

screening practice (34).

Studies of the various areas of knowledge have demonstrated that the lack of knowledge about
cervical cancer appears to be an important barrier to participation in cervical cancer screenings
(33, 34).



Study in Congo, Kinshasa, showed that the place of residence was associated with the women'’s
knowledge about cervical cancer. Role of the media is high in the transferring of knowledge
(35).

From study in Zimbabwe barriers to accessing cervical cancer screening were identified and
included the following: (1) lacked knowledge about cervical screening tests and cervical
screening, (2) most females lacked access to cervical screening, (3) most females could not
afford the cost of cervical screening because of lack of health insurance, (4) most females had no
access to cervical screening because it was not offered at their nearest health center, even at a 6-
week postnatal examination, and (6) some females did not believe in their risk for cervical cancer

because it was not in their family history (33).

In Ethiopia secondary and above educational status, knowing someone with cervical cancer and
visit to a health institution were shown to be significant predictors of knowledge when adjusted
for variables p value less than 0.2. Participants with secondary and above education were also
about 1.2 times more likely to be knowledgeable than women with no formal education
(AOR=2.18, 95%CI (1.20-3.95)). In addition knowing someone with cervical cancer
(AOR=4.91, 95%CI (3.16-7.62)) and ever visit to health institution (AOR=8.13, 95%CI (3.19-

20.75)) were also factors that are more likely to increase knowledge of cervical cancer (13).

Given this overall acute lack of awareness, a significant association was seen between the level
of education and their awareness of the disease only in the urban areas. Those who had received
higher education had greater knowledge of the disease and this was evident among the urban

women (12).
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3. Objectives

3.1. General objective

To assess the knowledge, Attitude and Practice on cervical cancer and screening among

reproductive health service clients in the public health centers of Addis Ababa, 2015

3.2. Specific objectives

1.

To determine knowledge of cervical cancer and screening among reproductive health

service clients in the public health centers of Addis Ababa, 2015.

To determine attitude towards cervical cancer screening among reproductive health

service clients in the public health centers of Addis Ababa, 2015.

To determine practice of cervical cancer screening among reproductive health service

clients in the public health centers of Addis Ababa, 2015.

To assess factors associated to cervical cancer screening among reproductive health

service clients in the public health centers of Addis Ababa, 2015.

11



4. Methods

4.1. Study designA facility based cross sectional study was conducted using both quantitative

and qualitative methods.

4.2. Study area and PeriodThe study was conducted in Addis Ababa city. Addis Ababa is a
capital city of Ethiopia and a seat of African union. According to 2007 population census from
the central statistical agency of Ethiopia, The total population of Addis Ababa was 2,738,248 of
which 1,304,518 are males and 1,433,730 are females which makes a proportion of male and
female 49% and 51% respectively while the projected estimation for the year 2014 is 3.55
million. Number Of females in reproductive age group constitute 35.5% of total population.
Addis Ababa consists 10 sub cities and totally it has 86 currently functional health centers. The
study was conducted in 13 health centers. The public health centers generally give preventive
and curative services to the people. The health service coverage in Addis Ababa with regard to

geographical accessibility is almost 100%. Study was conducted from February to March 2015.

4.3. Population
4.3.1. Source population:

All 15-49 years old reproductive health service clients residing in Addis Ababa.

4.3.2. Study population
All 15-49 years old reproductive health service clients’ who were attending health centers of
Addis Ababa.

4.4. Inclusion and exclusion criteria
Inclusion Criteria: Reproductive health service clients who attend ANC, Family Planning and
Post natal care services were included to the study.

Exclusion criteria: women with known mental illness, women who are in labor and within two

hours interval after delivery.
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4.5. Sample size determination and sampling procedure

4.5.1. Sample size
Sample size was calculated using a formula for single proportion with the assumption of

knowledge about cervical cancer screening 19% (10), 95% confidence interval, the margin of
error taken 0.05 rate=5% and 80% detection power. The sample size was 236, after adding 10%
none respondent rate and multiplying with a design effect of 2 it became 520.

n=z2p (1-p)/d?

= (1.96)%(0.19x0.81)/(0.05)?

=236.3

= (236.3+10% non-response rate)*2

= (236.3+23.6)*2

=520

Where

n= number of the study subjects (sample size)

Z=is standardized normal distribution curve/value for the 95% confidence level (1.96)

p= 19% of population proportion with knowledge of cervical cancer screening (10)

d= the margin of error taken (0.05 taken) rate=5%

Based on this assumptions, the sample size become 236, but adding none response rate of 10%

and design effect of 2 the final sample size become 520.

4.5.2. Sampling procedure

Multi-stage sampling technique was utilized. From the ten sub cities four sub cities were selected
using simple random sampling, from the four selected sub cities totally 13 representing health

centers were selected based on lottery method. Proportional allocation was assigned to the
respective health centers based on their patient flow and finally, study subjects selected using
systematic sampling technique by taking every other day as interval based on average daily flow
from the respective health centers, and include every eligible clients coming to the facility in the

selected days of the week till the required sample size was achieved.
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Addis Ababa

(Ten sub cities)

simple random sampling

Arada sub Kolfe sub cities Addis Ketema sub Yeka Subcity
cities (8 HC) (10 HC) cities (9 HC) (10 HQ)
rando
Arada HC Kolfe Hc Addis Ketema HC mly Kotebe
Afincho ber HC wereda 9 HC wereda 3 HC yeka
Kebena HC Lomi meda HC wereda 7 wereda 6
wereda 4
90 130 110 190
Proportionally
I 520 allocated and
systematic
sampling

Figure 1. Schematic presentation of the sampling procedure used in the study Addis Ababa,

Ethiopia, 2015
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Qualitative Part

The total numbers of Focus group discussion were determined by the level of saturation. One
focus group discussions was held from each selected sub city representing health centers. The
participants were chosen from the selected health centers who were waiting for their turn to get
reproductive health services using purposive sampling and a total of 8-10 participants were
considered. The participants were told about the objective of the study and appointed for another

day for actual focus group discussion.

4.6. Data collection procedures

Quantitative: Data was collected using a structured interview based questionnaire that is
adopted from similar study in Tanzania (30) and modified by the investigator which had five
parts (Annex lll). The first part had socio demographic characteristics, the second part had risk
exposure assessing questions, the third, fourth and the fifth part assessed the knowledge, attitude
and practice on cervical cancer and screening. Data was collected by 13 trained nurses that
deliver reproductive health service at the time of data collection. The data collectors and
supervisors were trained before the actual data collection regarding the approach, objective of the
study and Ethical issue. The questionnaire was prepared in English and translated to Amharic. To
check for consistency of the meaning the Amharic was translated back to English language

again.

Qualitative part:

Based on the purposive sampling method, sample sizes were determined on the basis of
theoretical saturation—the point in data collection when new data no longer bring additional
insights to the research questions. The discussion process continued until that point was
obtained. And eventually that point reached after four focus group discussions The discussions
carried out by principal investigator with the assistance of a note taker. A discussion/topic guide
was developed by the principal investigator to conduct the focus group discussions. The
interview was tape recorded, and translated and transcribed in the same day of the interview.
Participants were encouraged to speak and express their ideas freely and describe their

experience with cases related to the topic.
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4.6.1. Study variable

Dependent variables

Knowledge of cervical cancer screening
Attitude of cervical cancer screening

Practice on cervical cancer screening services.

Independent variables
Socio demographic  Reproductive History Other factors

Characteristics

« Age * Parity * Knowing someone with

* Sex » Age at start of cervical cancer

» Educational status sexual » History of previous cervical
» Occupation intercourse cancer screening

» religion * Oral » Source of information about
» Residence contraceptive cervical cancer

use » Knowledge of cervical cancer

4.6.2. Operational definitions:

knowledgeable of cervical cancerThose respondents who score above median score of 4for
the cervical cancer knowledge assessing questions.

Not knowledgeable of cervical cancerThose respondents who score below median score of 4
for the cervical cancer knowledge assessing questions.

Knowledgeable about cervical cancer screeningthose respondents who score above median
score of 1for the cervical screening knowledge assessing questions.

Not Knowledgeable of cervical cancer screening hose respondents who score below median
score of 1for the cervical screening knowledge assessing questions.

Positive attitude Those respondents who score above median score of 25 for the attitude
assessing question.

Negative attitude Those respondents who score below median score of 25 for the attitude
assessing question

Practice: Those respondents who screen for cervical cancer at least once.

Good practice Those respondents who screen for cervical cancer at more than once.
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4.6.3. Data quality managementTo ensure the quality of the data. The data collectors and
supervisors were trained. The supervisor had routine checkups for completeness and consistency
of the data. Both qualitative and quantitative data tools were pre tested before the actual data
collection to check for the accuracy of responses, language clarity, and appropriateness of the
tools. The study was pre tested by testing 10% of the total sample size which is 52. It was done
before a week of the actual data collection period on the different public health facilities selected

for the actual study. And the necessary changes was done based on the findings of the pre test.

4.6.4. Data Processing and Analysis:

Quantitative: The data collection instruments coded and checked before entry. The data was
entered using Epi-info version 7.1 and after it cleaned it exported to SPSS Version 21 for further
analysis. Descriptive statistics like; numerical summary measures, frequencies and graphs
(diagrams), chi square test were used for describing the study population in relation to relevant
variables. Median was used to classify the scores of knowledge and Attitude. Those who score of
greater than or equal to the median knowledge and attitude of cervical cancer and screening
assessing questions will be considered knowledgeable and positive attitude resp&utiasly.

logistic regression analysis with odds ratio along with their 95% confidence interval was used to
assess the degree of association between dependent and independent variables and test
significance of the association. And variables which had significant association with the outcome
variable were entered into multivariate analysis to form the model. Multivariate analysis model
using adjusted odd ratio (AOR) applied to identify the important determinant factors of practice
of cervical cancer screening and used to control for possible confounding effects. Level of
significance below 0.05 was considers to determine the association. Hosmer-lemeshow goodness

of fit was used to check the goodness of the applied models.
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Qualitative: The tape recorded data was transcribed to Amharic and translated to English. Open
code software was used to code and categorize qualitative data, and then content analysis was
employed to analyze the qualitative data. The exported raw data in open code was read
thoroughly text by text and codes were labeled. After that codes were categorized into four
different categories. Then every category has been explained below to conceptualize the
interpretations of the whole data using the raw data. Finally a theme which fits all the categories

was formulated.

4.6.5. Ethical consideration

Ethical clearance was obtained from research Ethics committee of school of public health in
Addis Ababa University. Following this Addis Ababa health office informed on study aim and

objective and study permission was obtained. Then a written consent secured from the study
subjects through informed consent. The participants assured that the information that they were

giving used only for the purpose of the study and confidentiality will be kept.

The participants had long and short term benefits. The long term benefit would be, the result of
the study will be useful to expand and implement screening programs which could be very
beneficiary for the participants and also for the overall community. The short term benefit would
be the study participants get an insight about cervical cancer and screening during the data
collection period. There would be no serious harm to the participants. Though having
conversation about cervical cancer might cause anxiety. But to handle such conditions the data

collectors assured the participants well about the objective of the study.

4.7. Dissemination of resultsAfter completion of research, the results of the study will be
presented in Addis Ababa University School of Public Health as partial fulfillment of masters
degree in public health. In addition to this, the final result document will be presented to Addis
Ababa health office and other responsible bodies working in the area. Beside to this, the findings
of the study will be published through peer reviewed journals as scientific outputs.
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5. Result

5.1.1.Socio demographic characteristics of the study population

A total of 520 women participated in the study with response rate of 100%. The age distribution
of the respondents shows that 187 (36%) were between 25-29 years of age. The mean age of

participants was 27.7+5.49SD years, with minimum of 20 and maximum of 49 years.

Three hundred nine (59.4%) of the study subjects were orthodox Christian followers, 121
(23.3%) were Muslims. Of the study subjects 369 (71%) were married and 20 (23%) were single.
Concerning their educational status 172 (33.1%) were with the highest educational level of
primary schooling whereas 142 (27.3%) of them were at secondary schooling and 128 (24.6%) at
college. Majority of participants 205 (39.4%) were house wives, 131 (25,5%) were private
employees and 80 (15.4%) were government employees. More than half of study participants
have household monthly income of below 1000 Ethiopian birr. Regarding parity 162(31.2%)
were nullpara (Table 1)
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Table 1 Percentage distribution of the study population by selected socio demographic
characteristics, Addis Ababa, Ethiopia, 2015

Characteristics Frequency Percentage
n= 520
Age
20-24 157 30.2
25-29 189 36.3
30-34 104 20
35-39 53 10.2
40-44 11 2.1
45-49 6 1.2
Marital status
Married 369 71.0
Single 120 23.1
Divorced 13 2.5
Separated 10 1.9
Widowed 8 1.5
Religion
Orthodox 309 59.4
Muslim 121 23.3
Protestant 76 14.6
Catholic 14 2.7
Educational status
No schooling 77 14.8
Primary schooling 172 33.1
Secondary schooling 142 27.3
College/university 128 24.6
Technical vocational 1 0.2
Occupational status
Housewife 205 39.4
Private employee 131 25.2
Government employee 80 154
Daily laborer 29 5.6
Merchant 40 7.7
Student 35 6.7
Monthly income
<1000 306 58.8
1000-2000 110 21.2
>2000 104 20.0
Parity
0 162 31.2
1-4 344 66.2
4+ 14 2.6
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Risk exposure among the study subjects

Of all the participants 409 (78.7%) had used modern contraceptives. Of those who used modern
contraceptives 199 (48.6%) used injectable and 110 (26.8%) used oral contraceptives. And from
those who used Oral contraceptives 61 (55.5%) used for less than one year. Mean value of using
OCP was 1.89+1.74 years and maximum of 8 years. Among the respondents who use modern
contraceptive 63 (15.4%) of them currently use OCP. Over all participants, 6 (1.2%) smokes
cigarette. Mean age of initiation of sexual intercourse was 19.2+3 with minimum of 13 and
maximum of 30 years. And among the respondents 130 (25%) know someone diagnosed with

cervical cancer (table 2)

Table 2. Description of Risk exposure among the study subjects, Addis Ababa, Ethiopia, 2015

Variables Frequency percentage
Modern contraceptive use

Yes 409 78.7

No 111 21.3
Use of oral contraceptive

Yes 110 26.8

No 299 73.2
Length of contraceptive use

Less than one year 61 55.5

More than one year 45 44.5
Current OCP use

Yes 63 15.4

No 346 84.5
Smoke

Yes 6 1.2

No 514 98.8
Age at First sexual intercourse

Below 16 87 16.8

16 and Above 433 83.2
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5.1.2. Knowledge about cervical cancer

Among all the study subjects 478 (91.9%) had heard about cancer and 348 (66.9%) had heard of
cervical cancer. The median knowledge score was 4. When they were asked about the source of
information, Among those who heard of cervical cancer, media was the predominant source 211
(60.6%) followed by health professionals 97 (27.8%) and friends/relatives 91 (25%). One
hundred thirty (25%) of the respondents also knew someone who had cervical cancer. Figure 2
below shows source of information of respondents regarding cervical cancer.

B Source of information regarding cervical cancer

40.60%
- 27.80% 26.10%
g
3
2.30% 2.30%
Medias Family/Friends Health Teachers Leflets/broshers

proffessionals

Source of information

Figure 2 Source of information of respondents regarding cervical cancer, Addis Ababa, Ethiopia,
2015

1.2.1. Knowledge about risk factors, main symptoms, treatment options and prevention

From the series of questions regarding cause, risk factors, main symptoms, treatment options and
prevention and early detection measures of cervical cancer, among those respondents who heard
of cervical cancer, 79 (22.7%) respond that they know cause of cervical cancer, of those 26
(33.3%) mentioned HPV as a cause. Two hundred twenty five (64.6%) mentioned at least one
risk factor for cervical cancer. And 123 (35.3%) did not know about the risk factors whereas
131(37.6%) mentioned that having multiple sexual partner and 29 (8.3%) mentioned HPV virus
as risk factors. Two hundred twenty six (64.9%) mentioned at least one prevention method and
122 (35%) did not know about the prevention methods. And 123 (35.3%) know that avoid
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having multiple sexual partners is preventive methods and 14 (4%) mention HPV vaccine as
prevention method. Regarding treatment options, 122 (35.4%) did not know any type of
treatment option (Table 3).

Table 3 Knowledge of women about main presenting symptoms, risk factors, Prevention
measures and treatment options of cervical cancer among those who heard of cervical cancer,
Addis Ababa, Ethiopia, 2015

variables Frequency Percent

n= 348

Prevention methods
HPV vaccine 14 4
Avoid having multiple sexual partners 123 35.3
Avoid multi-parity 33 9.5
Avoid sexual initiation at early age 69 19.8
Condom use 80 23
Prolonged use of OCP 22 6.3
Cervical screening 66 19
Keeping personal hygiene 53 15.2
Avoid smoking 61 17.5
Eating vegetable 23 6.6

Risk factors
HPV 29 8.3
Multiple sexual partner 131 37.6
Multi-parity 23 6.6
Initiation f early sexual intercourse 58 16.7
Prolonged use of OCP 16 4.6
HIV infection 75 215
Personal hygiene 64 18.3
Cigarette smoking 63 18
Alcohol drinking 46 13.2
Do not know 123 35

Treatment options
Traditional treatment 19 55
Specific drug treatment 134 38.5
Surgical treatment 72 20.7
Radiotherapy 97 27.9
Do not know 122 35

Symptoms
Offensive vaginal discharge 119 34.2
Vaginal bleeding 139 40
Unknown 9 2.6
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Over all knowledge of cervical cancer

Questions regarding knowledge of risk factors, symptoms, treatment options and prevention and
early detection measures for cervical cancer were scored and pulled together and the median
score was computed to determine the overall knowledge of respondents. Respondents scored
above the median score knowledge considered as knowledgeable, in this case respondents who
score above median value which was 4, was 228 (43.8%), the rest 251 (48.3%) were not

knowledgeable.

5.1.3. Knowledge about cervical cancer screening

From all the respondents, 222 (42.7%) heard of cervical cancer screening and the rest 298
(57.3%) never heard of cervical screening. Among the 222 respondents who heard of cervical
screening, 104 (46.8%) mention frequency for screening practice once every year, 32 (14.4%)
once every five years, 17 (7.6%) once every three years. Regarding age of screening from those
who heard of cervical cancer screening, 113 (50.9%) replied that a women age 25 and above
should screen. Of all the respondents 36 (16.2%) mentioned as they know type of screening

options and from these 35 (6.7%) mentioned pap smear test.
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Table 4 Knowledge of women about Type of cervical cancer screening, Frequency of cervical
cancer screening and age of undergoing screening among those who heard of cervical cancer
screening, Addis Ababa, Ethiopia, 2015

Variables Frequency Percentage
Heard of cervical cancer screening
Yes 222 42.6
No 298 57.3
Type of cervical cancer
Yes 36 16.2
No 186 83.8
Frequency of cervical screening
Once every year 104 46.8
Once every three years 17 7.6
Once every five years 32 14.4
Once every six months 21 9.4
Do not know 48 21.6
Age of screening
Women who starts sexual intercourse 3 1.4
Women age 25 and above 113 51
Women age 30 and above 8 3.6
Women age 18 and above 18 8
Elderly women 49 22
Do not know 31 14

Questions regarding knowledge about age of screening, type of screening and frequency of
screening were scored and pulled together and the median score was computed to determine the
overall cervical screening knowledge of respondents. Median score of cervical screening
knowledge was 1 with maximum value 5 and minimum value 0. Based on this overall 144
(27.7%) had knowledge on cervical cancer screening whereas the rest 376 (72.3%) had no
knowledge. And from those 222 respondents who heard of cervical cancer screening, 144

(64.8%) were found to be knowledgeable of cervical cancer screening.
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5.1.3.1.Knowledge of cervical cancer screening across different variabl

Socio demographic status of the participants in relation to knowledge of cervical
screening shows that out of total . (27.7%) participants who were knowledgee of cervical
cancer screening6 (31.9%) were between -24 year age group 327.8%) age 2-29 the rest
37 (25.7%), 18 (12.25%), @.3%) lie between the age group 30-3%-39, 40-44 and 45-49
respectively. Half of the respondents (51.3%) were employees, 983.2%) whre married and
113(78.4%) were at primary school level in their educational status. Occupation (p=0.(
educational status (p=0.00) of the respondents showed relation with knowledge of
cancer screening. Frothe total 144 respondents whore knowledgeable of cervil cancer
screening, 124 (81.6%) weeknowledgeable about ceral cancer and the rest (13%) were
not knowledgeable of cewal cancer. And from those who re knowledgeable of scming
most of the respondents §%8.8%)werementioned health professionals as their sourc
information.And those who were knowledgeable of cervical cancer shows more relation \

increased knowledge of cervical cancer screening knowledge (p=(Figure %).

knowledge of cervical cancer screening in relation to different variable
120.00%
100.00% [— ] — —
. ° 13.90%
80.00% —
g ’ 54.90%
S 60.00% I
(3]
g 40.00% 86.10% ) — not Knowledgable of cervical
20.00% 58.80% 45.10% | cancer screening
000% | FNEEEEEN 2 BN 2020 N = Knowledgable of cervical cancer
Knowledgable of source of know someone screening
cervical cancer information from  diagnosed with
health cervical cancer
professionals
Variables

Figure 3, knowledge of ceical cancer screening in relation to cervical cancer knowle
knowing someone with cervical cancer and source of information from Iprofessionals,
Addis Ababa, 2015
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Table 5 knowledge of cervical cancer screening in relation to socio demographic status of
respondents, Addis Ababa, 2015

Variables Cervical cancer screening knowledge P value
Knowledgeable Not knowledgeable
Frequency(%) Frequency(%)
Age
20-24 46 (31.9) 60(29.4) 0.2
25-29 39 (27) 77(37.7)
30-34 37(25.7) 34(16.6)
35-39 18(12.5) 27(13.2)
40-44 2(1.4) 2(0.9)
45-49 2(1.4) 4(1.96)
Marital status
Married 91(63.2) 147(72) 0.15
Single 47(32.6) 37(18.1)
Divorced 2(1.4) 9(4.4)
Separated 2(1.4) 7(3.4)
Widowed 2(1.4) 4(1.9)
Occupational status
Hose wife 38(26.3) 85(41.7) 0.00
Employed 82(56.9) 82(40.2)
Daily laborer 0(0) 12(5.9)
Merchant 12(8.3) 16(7.8)
Student 20(13.9) 9(4.4)
Educational status 0.00
No school 10(6.9) 32(15.7)
Primary school 34(23.6) 79(38.7)
Secondary school  36(25) 49(24)
College/university 64(44.4) 44(21.6)
Monthly income 0.02
<1000 63(43.7) 126(61.8)
1000-2000 34(23.6) 39(19.1)
>2000 47(32.7) 39(19.1
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5.1.4. Attitude towards cervical cancer and screening

There were seven questions that assess attitude of participants. And by computing the seven
attitude questions median score value was obtained to classify respondents as positive and
negative attitude. Based on this median score of attitude of respondents were 25 with maximum
value of 35 and minimum 14. Based on this among those who heard of cervical cancer, 173
(49.7%) had positive attitude and 175 (50.3%) had negative attitude towards cervical cancer
screening. From all the respondents 75 (21.5%) strongly agreed that cervical cancer is becoming
prevalent disease and also 109 (31.3%) of them strongly agreed that anyone including
themselves can have cervical cancer and majority 132 (37.9%) of participants strongly agreed
that cervical cancer screening prevents cervical cancer, and 158 (45.4%) of women were willing
to undergo cervical cancer screening. the summarized response of participants described by table
6 hear under.

Table 6 The summarized response of participants for attitude questions regarding cervical cancer
and screening, Addis Ababa, 2015

No Variable Frequency percent

= 348

1 Carcinoma of the cervix is becoming
highly prevalent in our country.

Strongly agree 75 21.5
Agree 138 39.7
Neither agree nor disagree 57 16.3
Disagree 62 17.8
Strongly disagree 16 4.6

2 Any adult woman including you can
acquire cervical carcinoma

Strongly agree 109 31.3
Agree 153 44
Neither agree nor disagree 42 12
Disagree 36 10.3
Strongly disagree 8 2.3

3 Carcinoma of the cervix cannot be
transmitted from one person to another
Strongly agree 47 13.5
Agree 100 27.8
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Neither agree nor disagree 76 21.8
Disagree 97 27.9
Strongly disagree 28 8
4 Screening helps in prevention of
carcinoma of the cervix

Strongly agree 132 38
Agree 119 34.2
Neither agree nor disagree 77 21.1
Disagree 16 4.6
Strongly disagree 4 1.2
5 Screening causes no harm to the client
Strongly agree 84 24.1
Agree 111 31.9
Neither agree nor disagree 100 28.7
Disagree 44 12.6
Strongly disagree 9 2.6

6 Screening for premalignant cervical
lesions is not expensive

Strongly agree 47 13.5
Agree 83 23.8
Neither agree nor disagree 135 38.8
Disagree 64 18.4
Strongly disagree 19 5.5

7 If screening is free and causes no harm,
will you screen

Strongly agree 158 45.4
Agree 105 30.2
Neither agree nor disagree 71 204
Disagree 13 3.7
Strongly disagree 1 0.3

5.1.4.1. Attitude of cervical cancer screening across different variables

From the total of 173 respondents who have positive attitude towards cervical cancer screening,
46 (26.5%) lay between the age group of 20-24, 53 (30.6%), 25-29, 42 (24.2%) 30-34. And age
pattern in relation to attitude shows that, generally as age group increases the attitude is
declining with p value of 0.07 (figure 4). Most of them 120 (69.3%) were married and more than
half 98 (56.6%) were employed and 68 (39.3%) were attended college/university level. More
than half of them with positive attitude were monthly income above 2000 Eth birr. And as

monthly income increases the more positive the respondents were with p valve of 0.01. Among
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the respondents that have positive attitude towards the cervical cancer screening, most of the

respondents score above the median knowledge score of knowledge for cervical cancer.

Relation betwen postive attitude towards
cervical cancer and age group

35.00% -
30.60%

30.00% -

25.00% 1 24.20%

20.00% -
15.00% -
10.00% - —&—postive attitude

5.00%

0.00% . . . . = .
20-24 2529  30-34  35-39  40-44  45-49

Age interval

sstive attitude for cevical cancer screening

Figure 4, Relation between positive attitude towards cervical cancer and age group, Addis Ababa
Ethiopia, 2015.

5.1.5. Practice of cervical cancer screening

Among all the respondents of the study only 18 (3.5%) had cervical cancer screening. But among
respondents who heard of cervical cancer screening (222) only 8% were screened. Of those who
screened for cervical cancer 12 (66.6%) screened in hospitals and the rest 6 (33.3%) screened at
family guidance associations clinics. Two third (66.7%) of them were screened by initiation of
health professionals and the rest 6 (33.3%) were self-initiated. All of them had only one time
exposure for screening. Respondents who have no screening practice where asked for their
reasons for not to screen and among those who heard of screening 126 (57%) mentioned absence
of sign and symptoms, 125 (56.3%) do not know screening, 94 (42.2%) no screening service

around as reason for not practicing (Figure 6).
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Reasons mentioned for not to screen among
respondantes who heard of cervical screening

Expensive
shy
pain full

not decide yet B reasons mentioned for not to
screen among respondantes who
heard of cervical screening in

percent

no service around

mentioned reasos

abscense on symptoms

do notknow

0O 10 20 30 40 50 60 70

percentage

Figure 5 Reason®sentioned for not to screen among respondents who heard of ¢
screening, Addis Ababa, 20.

5.1.5.1. Practice otervical cancer screening across different variabls

Among the total 18 women who undergo cervical cancer screening, almost all (2
knowledgeable about cervical cancer, 13 know someone with cervical cancer,16 marriec
rest were singles, 11 weeenployees and 5 house wives, 8 were attend college/university
of them mentioned that cervical cancer can be treated if diagnosed at the earliest stage.
of them were between age group 0-44. Age distribution regarding the practice orvical
screening shows, as Age increases screening practice increases then when it reach to 1
age group tén it starts to decline againhe agegroups in the middle we practice screening
than thoseaspected extreme values. Age relation wit practice for cervical cancer (P va
of 0.02 withy? 13.5) (Figures).
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Figure 6, Practice of cervical cancer screening in relation to respondents age , Addis Ababa,
2015
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5.1.6. Factors associated with cervical cancer screening knowledge

According to the bivariate analysis the socio-demographic variables i.e. education, marital status
and monthly income were significantly associated with knowledge of cervical cancer screening.

And having knowledge about cervical cancer, knowing someone diagnosed with cervical cancer
and those women, that the source of information about cervical cancer were health professionals
found to be associated with cervical cancer screening knowledge relative to their respective

reference group.

In multivariate analysis being single, having knowledge about cervical cancer and women who
mention source health professionals as source of information were found to be significantly

associated with knowledge of cervical cancer screening.

Women who were knowledgeable of cervical cancer were five times more likely to have
knowledge of cervical cancer screening than those who were not knowledgeable(AOR=5, 95%
Cl1 (2.7-9)). And those women who were single were two times more likely to have knowledge of
cervical cancer screening than those who were married (AOR= 1.8, 95% CI (1-3.2)) And having
source of information from health professionals were two times more likely to be knowledgeable
of cervical cancer screening than those women who don't mention health professionals as source
of their information (AOR= 1.8, 95% CI (1-3.2))
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Table 7, The Association between knowledge of cervical cancer screening with different
characteristics of women, Addis Ababa, 2015

Variables Knowledge of cervical cancer COR, AOR,
screening 95% ClI 95% ClI
Knowledgeable Not
(%) knowledgeable
(%)
Educational status
No schooling 10 (23.8) 32 (76.2) 1 1
Primary schooling 34 (30.1) 79 (69.9) 1.4(0.7-3.1) 0.9 (0.4-2.1)
Secondary 36 (42.4) 49 (57.6) 2.3(1-5.4) 1.8(0.7-4.4)
schooling
College/university 64 (59.3) 44 (40.7) 4.6(2.1-10.4) 1.8(0.7-4.6)
Knowledge of cervical
cancer
Knowledgeable 124 (54.4) 104 (45.6) 5.9(3.4-10.3)"3.018(2.7-9.1)**
Not Knowledgeable 20 (16.7) 100 (83.3) 1 1
Know someone
diagnosed with
cervical cancer
Yes 65 (54.2) 55 (45.8) 2.3(1.4-3.5)**  1.2(0.7-2.1)
No 79 (34.6) 149 (65.4) 1 1
Source of information
from health
professionals
Yes 57 (58.8) 40 (41.2) 2.7(1.6-4.3)** 1.9(1.1-3.2)*
No 87 (34.7) 164 (65.3) 1 1
Marital status
Married 91(38.2) 147 (61.8) 1 1
Single 47 (56) 37 (44) 2(1.2-3.4) **  1.8(1.1-3.3)*
Separated 2(18.2) 9(81.8) 0.4(0.1-1.7) 0.4(0.1-2.2)
Divorced 2(22.2) 7(77.8) 0.5(0.1-2.3) 0.3(0.1-1.9)
Widowed 2 (33.3) 4 (66.7) 0.8(0.1-4.5) 0.9(0.1-6.1)
Monthly income
<1000 63 (33.3) 126 (66.7) 1 1
1000-2000 34 (46.6) 39 (53.4) 1.7(1-3)* 1.4(0.7-2.8)
>2000 47 (54.7) 39 (45.3) 2.4(1.4-4)** 1.4(0.8-2.6)

NB * p-value < .05 and ** p-value < .001

COR= crude odds ratio, AOR=adjusted odds ratio
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5.1.7. Factors associated with attitude towards cervical cancer screening

According to the bivariate analysis the socio-demographic variables i.e. education, occupational
status and monthly income of participants were significantly associated with Attitude on cervical
cancer screening. And having knowledge about cervical cancer, knowing someone diagnosed
with cervical cancer, and that the source of information from health professionals found to be

associated with cervical cancer screening attitude relative to their respective reference group.

In multivariate analysis those respondents who know someone with cervical cancer, and those
who were knowledgeable of cervical cancer were found to be statistically associated with

attitude towards cervical cancer screening.

Those women who happened to know someone diagnosed with cervical cancer were two times
more likely to have positive attitude towards cervical cancer screening (AOR= 2.1, 95 CI (1.2-
3.4)).And women who were knowledgeable of cervical cancer were three times more likely to
have positive attitude than those who are not knowledgeable with (AOR=3, 95%CI (1.8-5.3)).
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Table 8 Factors associated with attitude on cervical cancer screening, Addis Ababa, Ethiopia

May, 2015
Variables Attitude for cervical Crude odd ratio Adjusted odds ratio
cancer screening 95% CI 95% CI
Positive Negative
Attitude(%) Attitude(%)
Educational status
No schooling 13 (31) 29 (69) 1 1
Primary school 48 (42.5) 65 (57.5) 1.6(0.8-3.5) 1.1(0.5-2.6)
Secondary school 44 (51.8) 41(48.2) 2.4(1.1-5.2) * 1.6(0.6-3.9)
College/university 68 (63) 40 (37) 3.8(1.7-8.1) ** 1.7(0.6-4.8)
Knowledge of cervical
cancer
Knowledgeable 138 (60.5) 90 (39.5) 3.7(2.3-5.9) ** 3.1(1.8-5.3)**
Not 35(29.2) 85 (70.80 1 1
Knowledgeable
Know someone
diagnosed with cervical
cancer
Yes 81(67.5) 39 (32.5) 3(1.9-4.5) ** 2(1.2-3.4)*
No 92 (40.4) 136 (59.6) 1 1
Source of information
from health professionals
Yes 63 (64.9) 34 (35.1) 2.4(1.4-3.8) ** 1.5(0.8-2.5)
No 110 (43.8) 141 (56.2) 1 1
Occupational status
House wife 53 (43.1) 70 (56.9) 1
Private employee 50 (55.6) 40 (44.4) 1.6(0.9-2.8) * 1.2(0.6-2.3)
Government 48 (72.7) 18 (27.3) 3.5(1.8-6.7) ** 1.7(0.7-3.9)
employee
Daily laborer 0 (0) 12 (100) 0.000(0.000-.) .000(000
Merchant 11(39.3) 17 (60.7) 0.8(0.4-1.9) 0.8(0.3-2.2)
Student 11(37.9) 18 (62.1) 0.8(0.3-1.8) 0.4(0.2-1.2)
Monthly income
<1000 77 (40.7) 112(59.3) 1 1
1000-2000 46 (63) 27 (37) 2.4(1.4-4.3)* 1.3(0.7-2.5)
>2000 50 (58.1) 36 (41.9) 2(1.2-3.4)* 0.9(0.5-1.8)

NB * for p-value < .05 and ** for p-value < .001

COR= crude odds ratio, AOR=adjusted odds ratio
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5.1.8. Factors associated with practice of cervical cancer screening

According to the bivariate analysis the socio-demographic variables i.e. age group was
significantly associated with practice of cervical cancer screening. And having knowledge about
cervical cancer, knowing someone diagnosed with cervical cancer, and the source of information
from health professionals found to be associated with cervical cancer screening practice relative

to their respective reference group.

In multivariate analysis knowing someone diagnosed with cervical cancer and source from health

professionals were found to be statistically significant.

Women who know someone diagnosed with cervical cancer were three times more likely to
practice cervical cancer screening than women who did not know (AOR= 3.764, 95% CI (1.072-
10)). Women those who got the information from health professionals were three times more
likely to practice screening than those who did not mention health professionals as source of
information (AOR= 95% CI (1-10)) (table 9)
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Table 9- The Association between practice of cervical cancer screening and different
characteristics of women, Addis Ababa, 2015.

Variables ervical cancer screenin COR 95% CI AOR
95% ClI
Screened Not Screened

Age group
20-24 2(1.9) 104 (98.1) 1
25-29 3 (2.6) 113 (97.4) 1.4(0.2-8.4) 1.4(0.2-9.1)
30-34 6 (8.5) 65 (91.5) 4.8(0.9-24.5)* 3.9(0.7-20.6)
35-39 5(11.1) 40 (88.9) 6.5(1.2-34.8) * 4.8(0.8-27.5)
40-44 1(25) 3 (75) 17.3(1.2-247.9) * 15.2(0.7-315)
45-49 1(16.7) 5(83.3) 10.4(0.8-134.8) 15.2(0.8-285)

Knowledge on cervical

cancer
Knowledgeable 17 (7.5) 211 (92.5) 9.5(1.2-72.9) ** 5.6(0.7-46.9)
Not 1(0.8) 119 (99.2) 1 1
Knowledgeable

Know someone

diagnosed with cervical

cancer
Yes 13 (10.8) 107(89.2) 5.4(1.8-15.6) * 3.3(1.2-10.2)*
No 5(2.2) 223 (97.8) 1 1

Source of information

from health

professionals
Yes 12 912.4) 85 (87.6) 5.8(2.1-15.8) ** 3.5(1.2-10.2)*
no 6 (2.4) 245(97.6) 1 1

NB * p-value < 0.05 and ** p-value < 0.001

COR= crude odds ratio, AOR= adjusted odds ratio.
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5.2. Result for qualitative study

Four FGDs conducted and each FGD comprise eight to eleven participants. Participants were
purposely selected. A total of 37 female participants were included in the discussion. The age of
the discussant ranged from 21 to 42 years. All the discussant engaged well with the topic and
responded enthusiastically to the questions. The findings are presented in four thematic groups:
awareness of cervical cancer (CC), awareness of cervical cancer screening, perceived barriers
screening and recommendation. The table 10 below shows Characteristics of women discussants
in focus group discussion and table 11 shows the codes, categories and theme developed during

the qualitative data analysis.

Table10 Characteristics of women discussants in focus group discussion, Addis Ababa, 2015

characteristics frequency Percentage
N 37 100
Marital status

married 30 81
Single 7 18.9
Occupation

Housewife 26 70.2
Employee 7 18,9
Students 4 11.8
Educational status

Primary school 20 54
Secondary school 12 324
Above secondary school 5 13.5
Reproductive health service

provided

ANC 14 37.8
PNC 7 18.9
Family planning 16 43
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Table 11 The codes, categories and theme developed during the qualitative data, Addis Ababa,

2015
Themes Knowledge, attitude, perceived barriers of screening practices
Category Awareness of| Awareness of | Perceived barriersi Recommendation
cervical cancer | cervical cancer for screening
screening
Code Heard of cancer Heard of cervical Individual factors Individual level
Heard of cervical screening Community factors| Community level
cancer Eligible women | Professional related Health facility level
- Symptom Type factors facility Government level
Cause Perception related factors
Treatment Use Government related
options Initiation factors
Severity willingness Knowledge related
Risk factors

5.2.1. Awareness about cervical cancer

Respondents were discussed about cancer of the uterus and cervical cancer. Most of them were
familiar with the word uterine cancer and some of them were confused when they heard about
cervical cancer. Most of the participants say that cervical cancer is a deadly disease that cannot
be cured. They get the information from Medias and from neighbors and relatives. Even though
most respondents heard about the disease, they have no detail knowledge. A 32 years old
pregnant women states that

“I heard from the media and people talk about it. But | don't have enough knowledge

about prevention and other things in detail".
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Discussants also try to explain the difference between cervical cancer and cancer of the uterus.
They said that cervical cancer is type of cancer that specifically occurs at the tip of the uterus.
Others mentioned that both cervical cancer and uterine cancer are the same and people use the
name interchangeably. The uterus was understood to be a single organ with no partition made
between cancer of the uterus and cancer of the cervix. A 27 years old house wife states that

"l heard that there will be little growth at the gate of the uterus if that little growth bursts

there will be cancer of the uterus"

When cause, symptoms, risk factors and prevention methods discussed, most of the discussant
state bleeding from the uterus and foul smell of vaginal discharge as major symptom but some
discussants do not agree that it has its own specific symptom rather it is similar to other sexually
transmitted diseases. Some of them also mentioned that most women they know who got cervical
cancer were told that they have the disease when they seek treatment for another disease. A 30
years old employee women states that

"I know someone in my village who told that she had cervical cancer, and at first she was

complaining of a back pain and after wards the doctors told her to check her uterus and

then they told her that she can have cancer of the uterus. So i think it has different

symptoms.... cervical cancer do not have specific syniptom

In relation with the symptom other discussant mentioned that cervical cancer have similar
symptom as other sexually transmitted diseases but it can be differentiated from other sexually
transmitted disease by getting checked for cervical cancer and mentioned cervical cancer

screening.

Regarding risk factors and causes of cervical cancer majority of the respondents mention having
multiple sexual partners as risk factor and very few two participants state that HPV is a risk and
that they heard it from the television but they don't know what it really is. Some of discussants
mentioned women urinate at open space during hot or sunny area and when they sit on stone that
was exposed to sun is at risk of cervical cancer. Others say that having family history of any type
of cancer, uterine infection and uterine tumor as risk factor in fact most of the participants think

that if women got uterine tumor will going to have uterine cancer. Almost all of the participant’s
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state keeping personal hygiene can help to prevent cervical cancer and any disease related with

uterus.

Treatment options were discussed thoroughly and participants think that cervical cancer can be
treated if it detected early. And some of them argued that there might be temporarily solution but
there will be no permanent treatment for the disease. Those who say it can be treated mention
surgical removal of the uterus as main treatment option. Generally participants think it can be
treatable if it detected early, but during further discussion about when is the time that we say
"early”, most of the participants states that before it become "cancer". They describe that once
women told that she has cancer there would be no treatment. 26 and 23 years old pregnant
women mentioned

"Medias and health workers say that cancer can be cured and | also heard that but | have

never seen a women with cancer get cured.”

"If it did not change to cancer there might be treatment but if it changes to cancer there is

no cure | have never heard cancer get cured. It can’'t be cured i never heard a person

cured of cancer"”

5.2.2. Awareness on cervical cancer screening

Some of the participants heard of cervical cancer screening and others heard of it but they did not
think it really exists specially in Ethiopia. There were different misconceptions regarding
cervical cancer screening. Some of the women thought that cervical cancer screening is kind of
screening that one undergoes if a woman face difficulty of bearing a child and others think it is
screening procedure that give to the mothers during ANC follow ups. And they think they also
get cervical screening at the same time. Regarding this a 24 and 35 years old postpartum mothers
stated,

“Yes, there are many types of screening services it might be there but i don't think it exists

here in Ethiopi&

“It is screening of cervix for cancer if couples get married and difficult to bear children

and when there is symptom appear"

42



"l heard about it but | don't have deep information but I think it is kind of screening during

pregnancy. And it is procedure done during pregnancy follow up and i have screened too."

But when the procedure of screening was raised as discussion point and discussed, only few
participants had relatively correct understanding of cervical cancer screening. They mentioned
that cervical cancer screening is done for women who starts sexual intercourse and it is done at
the hospital level and regarding the procedures most of them has no awareness but some of them
think procedure is done by taking fluid from the uterus and there is special device for the
screening some of them also say blood test and vaginal fluid examination. After procedures of
screening discussed most of respondents agreed that they only heard of the name cervical cancer
screening and have no detail knowledge of it. Regarding use of screening most almost all
respondents thinks that it is useful. And they were relating cervical cancer screening use with
pregnancy and with child health. 32 year old pregnant mother states,

“It helps if a women plan to have a baby she should know her health status for the health

of both mother and her baby

It is useful, to avoid complication during birth, help us to know what we should not done"
A 27 year old mother who came for family planning also adds,

"It is useful, can prevent late detection, and helps to detect the disease early and if it

detected early it is curable. if it did not detected early germs will spread fast. After the

disease spread it cannot be cured”

“it is useful, because if someone knows his status i is easy to plan for the future and helps

to protect yourself by avoiding things that contribute to the initiation or occurrence of the

disease"

Participants were willing to undergo screening if it will be available at the nearest place with

reasonable price.
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5.2.3. Perceived barriers for screening

The discussant have mentioned about barriers they faced not to undergo screening and barriers
for not to screen were divided in to four based on idea of concentration in to knowledge related
barriers, government related barriers, health facility and health professionals barriers and
individual barriers. The discussant mentioned that knowledge barriers as main obstacle. They
mentioned that they lack adequate information regarding cervical cancer itself, about the
existence of cervical screening, who were eligible for screening, where should they screen and
when they screen. And they agreed that if they know detail information about those issues they
will be screened for it. Some discussants were even getting angry when the issue was raised.
They said that raising this issued is not even appropriate because they do not even know where it
is given and they also mentioned the way the media is telling just a highlight and they do not

have detail information. A 26 years old pregnant mother states,

"there is lake of awareness about the service for example i want to check for uterine
cancer because i had repeated uterine related symptoms but i do not know where to go
whom to ask and how much it costs. So | go to the nearby health center and they gave me
some pills and they do not even offer me the test and then | thought it might not be there in
Ethiopia. But i still heard about it in Medias but i do not have any information and i am

sure there are many women that have similar situation like me."

Another mentioned barrier for cervical cancer screening was individual factors. Majority of
discussants mentioned absence of symptoms as barrier for screening. They explained as they
gave priority to diseases that shows symptoms. A 31 years old postpartum women states that,
"let alone something that do not have symptom, for other diseases that reveal symptoms,
first | try to get better by taking different medicines traditional or modern and if the
symptom persists, that is the time when | seek health professionals help because most
symptoms disappear by traditional home treatments."
Discussant also mentioned on other barrier which is related to health system. Majority of women
says that the service is not available at the nearest health center and it is not even available at all
hospitals. Only selected hospitals give the service to the clients so availability issue made it
difficult for women to practice screening. They add that health professionals did not offer the
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screening service and they don't even initiate women to undergo screening. If something is
offered or initiated by health professionals they will consider undergoing because they believe
that health professionals know better. Related to this a 29 years old came for family planning
service said,
"Most screening services are undergone by the initiation of health professionals, and
health professionals didn't initiate cervical cancer screening at all.”
Availability, accessibility and affordability with reasonable price were some of the barriers from
the health system side influencing the screening practice according to the discussant.

Recommendation from participants

Participants recommend that they need to have detail information regarding cervical cancer
screening and the disease itself and to have the service available at the nearest place and more
counseling and discussion with health professionals regarding the issue. One participant mention

the scenario of HIV/AIDS prevention as an example, A 30 year old pregnant mother said,

"There is no awareness about the disease for example different educations and awareness
creation services are given regarding HIV even in the bars/restaurants and other places
but no one talk about cervical cancer for the last decades. i think house to house education
Is necessary for women age 18 and above. If we see the scenario of HIV, back in the days
many people know themselves that they had HIV when they have another disease and when
they seek treatment for that disease. But due to increased awareness creation, currently
people voluntarily screen for HIV without presentation of any symptoms. so if awareness
creation is done there will be no chance that no one can't screen for cervical cancer. It is

also important to make the service available and accessible at reasonable price."
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6. Discussion

This study tries to assess knowledge attitude and practice on cervical cancer and screening with
their associated factors. Knowledge of cervical cancer was assessed by combining responses
regarding risk factor, cause, preventive measures and treatment option assessing questions.
Based on this, generally knowledge of respondents about cervical cancer found to be 43%. This
finding is consistent with the study done in Congo which was 43% and slightly higher than the
similar study in Gonder (35, 13). This can be explained due to the fact that the Gonder study was
a community based study and this study was facility based, the respondents in this study might
have relatively higher contact with health professionals that could increase their knowledge
about the disease. According to this study more than half of the respondents 66.7% heard about
cervical cancer. This finding was higher when compared to similar study in South Africa which
was 33% and consistent with the study in Gonder Ethiopia 78% (26, 13). The higher finding
compared with the South African study might be due to the difference in time period, which was
conducted in 2008 and the growing awareness currently might create such difference. Howe
ever, the focus group discussants answered that more women have a chance to hear cervical
cancer but there was a chance of using the word cervical cancer and uterine cancer
interchangeably, by considering both as similar disease with two different names. Majority of
respondents in this study mention Medias as their source of information regarding cervical
cancer, Followed by health professionals and family and friends. This finding is consistent with
other studies in Gonder Ethiopia, South Africa and Nigeria (13, 26, 32).

Regarding risk factor for cervical cancer over all 25% respondents mentioned having multiple
sexual partner as risk factor and this result was consistent with the study findings in Tanzania
which was 23% and higher from study done in Gondar Ethiopia which was 7.6% (30,13). This
difference can be explained due to the fact that this study is facility based and study in Gondar
was community based and health seeking behavior of respondents who visit health facility is
expected to be higher, that increase their contact to health professionals and which could have
impact on their knowledge of cervical cancer related issues. Focus group discussant also supports
this finding. Participants discussed that having multiple sexual partner is major risk factor for
cervical cancer. But most participants did not know the logical reason behind having multiple

sexual partners, that HPV is risk factor and cause of cervical cancer. According to this study only
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8.3% of the respondents mention HPV as risk factor for cervical cancer. Which is lower when it
compared to study in South Africa which was 32% this gap can be explained by the fact that

South Africa has national policy on cervical cancer prevention (26).

Among all the respondents more than half of the participants 56.6% did not know the treatment
options and 3.7% believe traditional treatment as an option. And the rest mentioned surgical
treatment, radiotherapy and specific drug treatments related with the disease. This finding was
higher than the findings in Tanzania that only 12% of participants do not know about the
treatment options (30). This could be due to the fact that there was a belief in Ethiopia that
cervical cancer cannot be treated. The idea of the Discussants of the focus group discussion in
this study also support this explanation, that some participants think that these mentioned
treatments are only temporary and that there will be no permanent cure for cancer and death is
certain once the disease occurs. This finding was also consistent with another qualitative study
done in Jimma and Addis Ababa, that participants believed that modern medicine cannot cure
CC (28).

Overall knowledge of cervical cancer screening in this study was 27%. This finding was a little
bit higher when it compared to Addis Ababa study which was done at hospital level that was
over all 13.6% (10). This gap can be explained due to the time and setting difference among the
studies. Although the former result of screening knowledge was lower from the present study,
the little difference between these results showed, much has not been done regarding knowledge
of cervical cancer screening among reproductive health clients in Addis Ababa for the past nine

years.

Those who heard of cervical cancer screening were 47.7% which was higher from study done in
South Africa which was 33% (26). This difference might be due to the difference from the study
settings. This study was facility based study, in which participants in the study might have
relatively higher health seeking behavior and will have contact with health professionals that
might expose them for different information regarding cervical screening. In this study only
12.7% of participants knew that cervical cancer screening prevent cervical cancer, but in the

southern African study almost all that heard of screening know that cervical cancer screening
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prevent cervical cancer. This showed the knowledge of participants of this study regarding
cervical cancer screening was low and the fact that South Africa has a cervical cancer prevention

policy have an effect on the knowledge of South African participants.

Regarding factors Associated with knowledge of cervical cancer screening, According to the
present study women who were single have greater knowledge of cervical cancer screening than
those who were married and this is statistically significant predictor for knowledge of cervical
cancer screening. The finding was consistent with Malaysian study in which being single were
associated with having greater knowledge of cervical cancer screening than those who were
married (36). And who were knowledgeable of cervical cancer and those women who mentioned
health professionals as their source of information were another statistically significant predictor
for knowledge of cervical cancer screening and those women found to have more knowledge
about cervical cancer screening than those who were not knowledgeable and with other source of
information. This could be explained due to the fact that information gained from health

professionals could be comprehensive and detail than other sources of information.

Fifty percent of participants had positive attitude towards cervical cancer screening. This finding
was consistent with study in Tanzania that 56% of all participants had positive attitude towards
cervical screening (30). And in the present study 75.6% of participants agreed to screen for
cervical cancer. Focus group discussants saying also supported this, almost all of participants
wanted to screen if they had been provided with adequate knowledge. This finding was
consistent with different studies including study done in Addis Ababa that, almost all
respondents were willing to undergo the screening test in the future when information was
provided on the importance of the test (10).Similarly study in rural India also showed that 84.6%
of the respondents were willing to undergo cervical screening test as they felt it would benefit
them in the long run. And 72% of participants agreed that cervical cancer screening prevents
cervical cancer this finding was consistent with the finding in the Tanzania in which 79.2% of
participants agreed that cervical cancer screening prevent cervical cancer(30).Regarding factors
associated with attitude towards cervical cancer screening, Knowledge of cervical cancer was
statistically associated with positive attitude. Women who were knowledgeable of cervical

cancer were found to have positive attitude than those who were not knowledgeable. This finding
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was also consistent with the Tanzanian study in which level of knowledge of cervical carcinoma
was associated with attitude on screening. Those with good knowledge were more positive with
p-value of 0.001 (30). Those women who happened to know someone diagnosed with cervical
cancer were more likely to have positive attitude towards cervical cancer screening. This could
be due to the reason that those women with cervical cancer can have chance of getting
information regarding the use of early detection, and those participants who happened to know
women with cervical cancer might have an opportunity to get information regarding cervical
cancer and the use of early detection that can increase their knowledge regarding cervical cancer,
which is associated with positive attitude.

In this study only 3.5% of the respondents had undergone screening. This was also a problem of
many African countries. In a study done in Kenya, 22% of respondents were screened (31).
Another study done in Tanzania showed that 14% of the respondents had undergone screening
(30). And on similar study done in Addis Ababa Ethiopia practice of cervical screening was
6.8%. Although all screening practices among all countries were low, the finding of this study
tends to be lower (10).

Common reason mentioned for not to screen was absences of symptoms and lack of knowledge.
Similarly studies from Addis Ababa reported that reasons not to undergo screening practice were
absence of gynecologic symptoms (41.2%) and unable to know place where it is done (32.4%).
And on another similar study in Nigeria, respondents identified fear of outcome of screening,
lack of information and public awareness, lack of health worker request, high cost of screening
and lack of personnel at the screening centers as the reasons why people did not practice cervical
screening (32). This also supported by qualitative finding from the focus group discussion since
most discussant said that most women did not screen because of absence of symptom and lack of
information. They stated that they give priority to diseases that shows symptoms. One of focus
group discussant idea supports this.

"let alone something that do not have symptom, for other diseases that reveal symptoms,

first | try to get better by taking different medicines traditional or modern and if the

symptom persists, that is the time when | seek health professionals help because most

symptoms disappear by traditional home treatments."
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In addition focus group discussant also mentioned other barriers related with health professionals
and health facilities and majority of discussant said that the service was not available at the
nearest health center and even it was not available at hospitals. Only selected hospitals give the

service so availability issue made it difficult to practice screening.

In this study women who have got the information about cervical cancer from health
professionals screen for cervical cancer than those who did not mention health professionals as
source of information. And knowing someone with cervical cancer were statistically associated
with screening practice in which Women who knew someone diagnosed with cervical cancer
were more likely to practice cervical cancer screening than women who did not know anyone
diagnosed with cervical cancer This finding was consistent with study finding in Gondar that
women knowing someone with cervical cancer were more likely to practice cervical cancer

screening.
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7. Strength and limitation of the study
7.1. Strength of the study

* The study Used both quantitative and qualitative method
* It Included more primary health care facilities
7.2. Limitation of the study
* Due to the fact that the study was cross sectional study describing cause and effect

relationship of the exposure and outcome variables is difficult.
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8. Conclusion

More than half of reproductive health service clients in the primary health care setup of Addis
Ababa were not knowledgeable about cervical cancer and screening. Women's knowledge
regarding risk factors, cause and prevention methods were still very low. More than half of
Women have positive attitude towards cervical screening whereas the practice of cervical cancer
screening was generally very low however; their willingness to practice cervical cancer

screening was high.

Lack of knowledge, accessibility of services with affordable price and absence of gynecological
signs were among common perceived barriers for not to undergo cervical cancer screening

practices.

Knowledge of cervical cancer and source of information about cervical cancer from health
professionals were associated with greater knowledge of cervical cancer screening. Knowing
someone diagnosed with cervical cancer and knowledge of cervical cancer were significant
determinants of positive attitude towards cervical cancer screening. Knowing someone with
cervical cancer and source of information from health professionals were significant factors

associated with screening practice.
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9. Recommendations
With respect to the findings and objectives of the study, some recommendations have been made

at different levels.

At federal and regional health offices level
» There is a need to design policy and guide lines which is applied at primary health care
level on the prevention and control of cancer among women's particularly cervical
cancer.
» Design Health education and awareness creation regarding cervical cancer at primary

health care.

Health Facilities and health professionals

* Health education and awareness creation regarding cervical cancer should be
implemented at the health facility especially at primary health care units.

* Health professionals should be able to offer screening cervices and should counsel all
patients who came with symptom of sexually transmitted diseases about cervical cancer
screening

» Educating women with cervical cancer and care givers about the disease should be
considered since; they are part of the community they can serve as source of information

when they go to the community.

Researchers
* More studies should be done regarding cervical cancer screening and other facility related
factors.
» National level studies in the wider population regarding knowledge Attitude and Practice
on cervical cancer screening should be considered

+ Studies should also be done related with readiness of health facilities
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Annex I Conceptual frame work

health facility factors policy, programs and Socio economic Individual factors
Strategies factors
*  Readiness +  Availability of . Age health
e availability of strategies e Educational perception
service «  strength of the status Knowing
*  Accessibility available strategy * occupation someone
e Quality of * Marital with
service tstatus cervical
e provider T [ncome cancer
knowledge Family
history of
cervical
cancer
v History of
previous
Knowledge of cervical cancer cervical
screening cancer
i screening
Knowledge
Attitude of cervical cancer of cervical
cance

screening

Cervical cancer Screening
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Annex-ll Information sheet

I-Information sheet

Greeting: Good morning/afternoon!

Hello. My name is ___ .| am data collector for master of public health student project in Addis
Ababa University. | am conducting a study with the aim of assessing the knowledge, Attitude
and practice on cervical cancer and screening among reproductive health service clients in
selected health centers of Addis Ababa. The information | collect will help to your sub city and
the government at large to plan health services. Now you are randomly selected for the survey.

The questions usually take about 15 to 20 minutes.

Objective of the study: assessing the knowledge, Attitude and practice on cervical cancer and

screening among reproductive health service clients among selected health centers, Addis Ababa.

Benefit of the study: The participants will have long and short term benefits. The long term

benefit would be, the result of the study will be useful to expand and implement screening
programs which could be very beneficiary for the participants and also for the overall
community. the short term benefit would be the study participants will get an insight about

cervical cancer and screening after the data collection.

Risk of the study: Participating in this study will not have any risk or harm.

Rights of Participants: You have full right either to Participate or decline participation in this
study as participant. You may respond to all the questions or you may not answer to questions
you don’t want to and you may end the interview at any time you want. You can ask any
guestion which is not clear for you.

Confidentiality: Any information forwarded will be kept confidential and names will not be

written or specified.
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Annex lll, Informed consent

As to the information given ahead, Participating in this study has no any risk. Your name will not
be written on this form and the information you give will never be shared to others. You may not
answer any questions that you don't want to answer and you may end this interview at any time
you want. Now | would like to tell you that you are selected randomly to be participant of the
study. Your genuine response to the interviews will be very important for the purpose of the
study. At the same time we would like to appreciate your voluntarily participation in the survey
after a thorough understanding of the information given to you

I have read this form or it has been read to me in the language i comprehend and understand all
conditions stated above.
Are you willing to participate in this study?

1- No (say thank you) 2- Yes (continue interviewing)

Name of principal investigator: Eyerusalem Getachew
Cell phone No - 0913474412

E-mail: jerrydebo.eg@gmail.com.

Name of health facility......................oos.

Name of interviewer signature

Date of interview (Ethiopian calendar) / /

Result of interview:
1- Completed.................. 2- Refused ................
3- Respondent not available.............. 4- Partially completed ..........

Checked by supervisor;
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Annex IV ,English version of the quantitative data tool
Questionnaire

Part 1 Socio demographic status

No | Questions Answers Skip

101 | Age in years

102 | Religion Orthodox............. 1
Muslim................ 2
Protestant............ 3
Catholic.............. 4
Other................. 5

103 | Marital status single... ... 1
Married................ 2
Divorce................ 3
Widowed............. 4
separated............. 5

104 | Educational status illiterate............. 1
primary.............. 2
secondary........... 3
college........cc..u... 4
other................... 5

105 | Occupation House wife.........ccccevvveeeeee 1
Private employee................ 2
Farmer.......ccoviiiiiiiiiiineeens 3
Government employee....... 4
5.Daily laborer.................... 5
6.Merchant......................... 6
7.Student.......... 7
8.0thers(specify) .............. 8

106 | Monthly Income in Birr

107 | Do you know anyone with cervicak¥es............. 1

cancer NO.............. 2

Part 2 Risk exposure among the study subjects

108 | How many children do you have —  Innumbers

109 | Age at first sexual intercourse in years —— In years

110 | Did you use any contraceptive methods  vyes............. 1
NO......covvees 2 » Toll4

111 | If yes what type? Oral contraceptive pills........., 1f the answer
Injectables............ccceeevinene .25 other than
Norplant ..........evvevieviininnnnnns 31 no go to
Barrier methods.................... 4qustion  no
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Other Specify ......cccceeeeeeenennn. 57114
112 | If the response to the above question is 1,
forhowlongdidyou | .l Years
use oral contraception?
113 | Are you currently using oral YeS.iiiiiiiiiieaenn, 1
contraception? [N\ [o T 2
114 | Do you smoke? YEeS..oiiiiiienn 1
NO......ocvvvvis 2
Part 3 Knowledge about cervical cancer and screening
No | Questions Response Skip
201 | Have you ever heard abaoutes............. 1 End the question here
cancer NO........ovvnim 2
202 | Have you ever heard abaoutes............. 1 End the question here
cervical cancer NO.............. 2 >
203 | Where did you first learnNews Media.............ccccvvnneen.. 1
about carcinoma of theBrochures, posters and other
cervix printed materials....................... 2
Health workers............cooeeeee. 3
Family, friends, neighbors and
Multiple answer possible | colleagues......... e e 4
Religious leaders...................... 5
Teachers......ccccoviiiiiiiiiiiiiiinins 6
Other (please explain).............. 7
204 | What are the symptoms [0¥aginal bleeding.................... 1
carcinoma of the cervix? | foul smelling of Vaginal
discharges.......ccccocvvvvveiieennnnnns 2
Multiple answer possible | Do not Know..............cccccevveeen. 3
Other..........cccuvvviiiiiiiii. 4
205 | What are the risk factorg\cquiring HPV virus................ 1
for cancer of the cervix? | Having multiple sexual
PAIMNEIS. ... P
Multiple answer possible | Early sexual intercourse............ 3
Avoid having to many
children.........cccoviiiiiiieen, 4
Avoid using oral contraceptives
for long
tMe. i 5
Cigarette smoking................ 6
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Do not KNow..........cccceeeeereees 7
Other (please explain)......... 8

206 | How can a person preverthrough vaccination of HPV
getting cancer of thevaccine.........cccoooeeviiiiiiiiiiinnnnn. 1
cervix? Avoid multiple sexual

PArNErS......cccceeiiieeeeeeeeiieen, 2
Multiple answer possible | Avoid early sexual
INtErCOUISE.....vvviviiieieeeeeeeene 3
Avoid having to many
children.........cccciiee, 4
Avoid using oral contraceptives
forlong time........ccocovviiiiiiiienennnn, 5
Quit sSmoking..........cccoeeeeiiiennnnnn. 6
Screening for cervical cancer.....|7
Other (please explain)..... .......... 8
Do not KNOW...........ceeeveeeveeninnnnn.

207 | Can cancer of the cervixes............. 1
be cured in its earliestNo ............. 2
stages? Don’t know ............. 3

208 | How can someone wittHerbal remedies............... 1
cancer of the cervix besurgery........cccooeeiiiiinnnnnn. 2
treated? Specific drugs given by

hospital...........ccccciie 3
Multiple answer possible | radiotherapy...........cc....... 4
Do not know.................... 5

209 | How expensive do yqutis free of charge................... 1
think cancer of the cervixlt is reasonably priced............. 2
treatment is in this It is somewhat/moderately
country? EXPENSIVE.....uueriiriiiiiiiiiinaans 3

It is very expensive................. 4
Don't KNOW..........cvvvviieeiieiiinnnnn, 5
other(Specify) ......ccccvvvvuennnnnns 6

210 | Are there  screeningres............. 1 if no 301
procedures to  deteciNo............... 2
premalignant cervical
lesion?

211 | How frequent is screeningnce every year.................... 1
for premalignant cervicalOnce every three years.......... 2
lesion done? Once every 5 years................ 3

Any other(mention).............. 4
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Don't KNOW..........cvuveeivinennnnns 5
212 | Who should be screened? Women of 25years and
above.......cccccciiiiii 1
Prostitutes.........ccccceveiiinnnne 2
Elderly women...........cccevveees 3
Other.......oooviiiiiiiie 4
Don't KNOW..........ccevveeeeninnnnns 5
213 | Do you know proceduresres................... 1
used in screening farNo.........c......... 2
premalignant
cervical lesions
214 | Can you mention any ofVIA................... 1
the procedures used |nVILI.................. 2
screening for premalignant Pap Smear........ 3
cervical lesions? | other............. 4
don't know........ 5
Multiple answer possible
Part 4 Attitude Questions
No | Questions Response Skip
301 | Carcinoma of the cervix is highlwstrongly agree............... 1
prevalent in our country and is a leadinggree............cccceeeeeeeennn. 2
cause neither agree nor
of deaths amongst all malignancy |idisagree..............c.......... 3
Ethiopia. disagree........ccccvvvvvrnnnns 4
strongly disagree........... 5
302 | Any adult woman including you castrongly agree............... 1
acquire cervical carcinoma o Y0 =TT 2
neither agree nor
disagree........ccccvvvvvvennnns 3
disagree........ccccvvvvvvennnns 4
strongly disagree........... 5
303 | Carcinoma of the cervix cannot [b&rongly agree............... 1
transmitted from one person to anotheragree..............cccccvvvveeenee 2
neither agree nor
disagree........cccovvvvvnnnnnne 3
disagree........cccovvvvvnnnnnne 4
strongly disagree........... 5
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304 | Screening helps in prevention |aftrongly agree............... 1
carcinoma of the cervix AQIEL....evveveereereririnerenenns 2
neither agree nor
disagree........ccccvvvverennne 3
disagree........ccccvvvverennne 4
strongly disagree........... 5
305 | Screening causes no harm to the clignt  strongly agree............... 1
AQree...cevvviiiie e 2
neither agree nor
disagree........ccccvvvvevennnns 3
disagree........ccccvvvvevennnns 4
strongly disagree........... 5
306 | Screening for premalignant cervicatrongly agree............... 1
lesions is not expensive o Y0 =TT 2
neither agree nor
disagree........cccovvvvennnnnne 3
disagree........cccovvvvvnnnnnne 4
strongly disagree........... 5
307 | If screening is free and causes no hastrongly agree............... 1
will you screen o T0 =TT 2
neither agree nor
disagree........cccovvvvennnnnne 3
disagree........cccovvvvennnnnne 4
strongly disagree........... 5

Part 5. Practice Questions

No | Questions Response Skip
401 | Have you ever heard of screening YES. it 1
NO.......ocvvvs 2
402 | Have you ever screened for anges.................. 1 If your
reproductive health screenings likBlo..................... 2 answer  is
HIV, STls.... NO go to
guestion
number 407
403 | Have you ever screened for cancer oés................... 1 If your
the cervix NO...ooviiiiiiin 2 answer i
NO go to
guestion
number 407
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404 | Where did you screen Hospital(Mention)............ 1
private(Mention)............... 2
Health centers. (Mention).....3

405 | What was the indication Self-initiated.................... 1
offered by the health
professionals.........c.......... 2
other(specify) .......cccvvuees 3

406 | If yes how many times in since YPONCE...........cevvvvevvevrvvrverennnns 1

become sexually active More than once.................. 2

407 | When was the last time you screengedithin the past three years
.................. 1
More than three years ago.
.................. 2

408 | If no, why? It may be painful. ................. 1
[ feel Shy.....cooii, 2
[ am healthy..........c.ccoevee 3

My husband would not agree......
| am afraid a screening test
would reveal cervical

CANCEN ...eeveiiieieeieeiieieeeeeeeenneaens
It IS eXPENSIVe.....coceveieeieieieee,
| am not

informed/knowledge................ 7
| haven't just decided.............. 8
Other . 9
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Annex V. Informed consent for the qualitative study

Greeting: Good morning/afternoon

My name is i am moderator

this is a study done by Eyerusalem Getachew A student in Addis Ababa university,study has an
objective of assessing the knowledge, Attitude and practice on cervical cancer and screening
among reproductive health service clients among selected health centers, Addis Ababa.
Participating in this study has no any risk. Your name will not be written. You may not answer
any questions that you don't want to answer and you may end this interview/discussion at any
time you want. We use tape recorder only to capture full idea of the discussion and after
analyzing it recorded voice will be deleted. Your genuine discussion will be very important for
the purpose of the study. At the same time we would like to appreciate your voluntarily

participation in the study after a thorough understanding of the information given.to you

I have read this form or it has been read to me in the language i comprehend and understand all
conditions stated above.

Are you willing to participate in this study?

1- No (say thank you) 2- Yes (continue interviewing)

Name of principal investigator: Eyerusalem Getachew
Cell phone No - 0913474412

E-mail: jerrydebo.eg@gmail.com.

Name of health facility........................ol.

Name of interviewer signature

Date of interview/FGD (Ethiopian calendar) / /
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Annex VI, Qualitative tool for the Focus group discussion

Topic guide for discussion

1. Have you ever heard of cancer of the uterus?

2. Where did you heard?

3. What do you know about the disease? symptoms treatment, screening, severity...

4. Have you heard of cervical cancer screening?

5. Do you think screening is important, how?

6. Have you ever screened for any reproductive health screenings, HIV, STIs...., if no why
7. Have you ever think to screen

8. What do you think is the reason not to screen for cervical cancer and any other RH screenings

in your community
9. Are you willing to undergo cervical cancer screening, if no why

10. What do you recommend for the health facilities regarding cervical cancer screening
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ANNTTIZTIC ..o 4
NN9° AANTI?T9°................. 5
304 PP Lao WINC 9°Cavs- 97007 | NMI° ANYT7IAU-................ 1
B NTACT AgonANA LLBA | ANTTZIAU ... 2
ao\9799+9° hAao(1?797-1-9°
ANTOT® .o 3
ANNTTIZDIC .o, 4
NM9° AANTT?T9°................. 5
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305 PP Lav NINC 9°Cavd- 9°79° NMg° ANTTI79AU-.................. 1
At 181 eam-9° ANTTPIAU- ..o, 2
ao(\9799+9° hWAao(9799-+9°
ANTOT®. oo 3
ANNTTITTI® .., 4
NMg° ANNTTOI9°. ... 5
306 PPLao NINC 9°Covd- PO NMg° ANTTI79AV-.................. 1
- hLLAT" ANTTIDIAV ..o, 2
ao\9799+9° hAao(9797-9°
ANTOT® oo 3
FYAX 1 G b LA 4
NMI° AANTTIOTI®........ 5
307 PPLao NINC 9°Covd- 19 0P | NNI° ANTIZIAV-....eee.. 1
AS 18 DAAD- Favlavld AT | ANTIZTIAU ... 2
ao(19997+9° ahao?999-}-9°
FYAXE ATV AR 3
ANNTTITTI® e, 4
NMI° AANTTIOPI°......... 5

NN 5 ¢+C TEeLLT

A TOeE DT aoA\N HAA
+TC
401 N +PAL HCE LA PLav AP e, 1 a9
I°Covd-PF7 A CTi ANDPI°. 2 nwry
FO-LLAT(AIANT h T he mg. 408
N.:PANAHC NTiJ 9°Cavi-...
402 PP Lao NINC I°Covld ALCIN | AP, 1 AMo-+9°
ENOX XY ANDPI°. . 2 vy
mL 408
403 PP Lav NINC 9°Covd-0-7 P AT FHA(Emen) ........... 1
hLCTN MG TN, 2
A BMNPO..eeee 3
404 PP Lav NINC 9°Covd-m-7 (| PAY S A Ta Y 1 AT 1
N4 97 WI1AAT mS OAao- LD
ATV e, 2
A MNP 3
405 071 LW taolooChi ATL Wi 1
nA7e I NAL.................. 2
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406 AaoghvlG LW P havlanChim- PONL@ haot...................... 1

oo’ - PAL@ 3 haol................. 2

nadt aaot 0ot 3

A SMPO..oeeeees 4

407 A9°7 hé\taolaoCTH9P° OANTINDP.......oeeeeeeen 1
NANINS ATN20-k

AACTICAT . .., 2

M5 AP 3

I°Cavld-m Vaod® NAAD-....4

A SMPA.....een 5
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PP L1+ aoomPE e Po(For Qualitative study)
LUGT RLLE/LVT RELSE

N2 L0AA ho el b5

LU PG PA%O ANO LLACHTL PLVEL 9°4F 1716 Wi o (A LSAN I To-
P04 OPT AN NA "7 e NINC Ao hoophht WG PP Lov
270C 9°Covie NG MAS%O0 AN 1PE P AT AL 9°7 PUA A7
o= (LY PG AL ovdte 990 ST PA@-YC=POLAMeT  ovldE ATTYC
ALTICY® Q9 T9°  ALmPN9°:  ovavpO  PTICLNNTT PR ATSo0AN
ALINLSGI° =401 L PPRO7 TIHI° CTAN:

P L7 oo YA ATITTT AOA BT L9 APS LTAA: Po-L LT
790 heel 107 A CPlom- £9°0 Wr%mé LLELIA= AND PG PoLPRCHT
TAONC APSE ovd T Pl o= PPGET 0477 D148 (1A 4. L5 PGk
AL NA“7.0T4 AT DAIGTAT =

LY onl® 019107 272 H0AT oL9° 0700, P07 TICT 14T av-
PGl AL AT LPLE 7

1. 4.FLE 0LLAVI°(haoO 10+ LOT) 2. 4.FPLF 1(
PA PAANT PTA)

PG QAT O9° ALSYINY DI To-

NAR ¢rC 0913474412

A-%2LA WhE ¢4 jerrydebo.eq@gmail.com

emg LCPe-l: O

Pho e n9° &7

P2 0ol P77

fo-L ek o-mt

1. TmGTLA 3. oA} AATTT9°
2. 4.PLF heLayde 4. 0270 +nGT LA
N-+$anim- JehA [ VA D ol
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AFL7? @ L8 ool PP+ TPEPT (For qualitative study)

1. aa “W07 W70C AJE o PAE?

2. A 07T NIAC /0T ATEE?

3. NA 07 a4 0I0C NI 97 avldE RAE?

4. PLav WIAC I°Covi- AN AP IE Jo-PATVU?
5. ¢Lav NINC 9°Cavis RNEA, 10+ NAE F9°GTATE?

6. A“VIGT®-9° KLyl POy TPAL MG I2C (N1PPH PLav  I°Covi. WECIE
Jo-PAE?  A9°AA: CANAHC (10D

7. PLav WIAC J°Covd- AL 00T P?
8. PLav WINC I°Covl- RISINGOT 99005 PE PICT 9°77 9°7 GFm?
9. PLav WIAC 9°Covld- A"1L471 GFLE GE? QAP a9°7?

10. ANY HLPf MG RV 97 T1LL) hAVTF@- TANE?
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