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ABSTRACT

Background: Cervical cancer is the third most frequent cancer of women around the
world.As WHO recommendation women should screen once in alifetime and it’s better
to have cervica screening every three years from 15-49 years.Screening is an
individual’s decision that is reached upon self-perception and deliberations on the
importance of such a service.But self-initiated cervical cancer screening rate seems very
low compared to the clinical recommendation and symptomatic referral. Objectives.To
assess self-initiated utilization level of cervical cancer screening and determinants

among women of the reproductive age group in Arsho medicallaboratories 2020.

Methods: Institution-based prospective cross-sectional study design was conducted at
the Arsho medicallaboratories locatedat Addis Ababa from Mayl-June 30/2020.The
consecutive study sampling method was used to select study subjects, based on sample
size calculation 275 women were enrolled.Self-initiated cytology-based cervical cancer
screening rates and determinants were assessed with the interview-based semi-
structured questioner to measure the research objective All the questionnaires were
entered, edited, coded, and cleaned into Epi-data and exported to SPSS version 25
software for analysis. Relationships between each independent variable and outcome
variable were investigated using a binary logistic regression model. Those variables
with P- value less than 0.25at the bivariable level was included in a multivariable
logistic regresson model for controlling potential confounding effects.In the
multivariable analysis, the degree of association between independent and dependent
variables was assessed using odds ratio, 95% confidence interval and P-value <0.05 to

be considered as significant.

Results:Out of 275 women age between 15-49 years, the mean age was36 with
SD+6.6.The self-initiated cervical cancer cytology screening level was 37%.Among the
total variables which were included in the analysis, variables show association with self-
initiated CCS were,orthodox Christian followers [AOR=2.01 95% of CI (1.94 -
4.22)],Women from urban area [AOR=3.25 95% of CI (1.08-9.81)].< 1-year health
facility visit frequency [AOR=4.16 95% of Cl (2.18-8.12)] having a history of STD



[AOR=2.295% of Cl (2.07-4.51)] and women’s havingclinician
counseling[AOR=5.47(95%0F CI (3.18-9.42)].

CONCLUSION:Based on the finding self-initiated cytology-based cervical cancer
screening was low compared to symptomatic referral. Being from an urban area hasa
good opportunity to have CCS. Frequent health facility visit also has great contribution
along with previous clinician counseling.Thesexually transmitted disease was
significantly associated with cervical cancer screening that should be considered as a

paralel servicein the future.

Keyword: Self-initiated,Cervical cancer,screening,Utilization, prevention



CHAPTER ONE
1. INTRODUCTION
1.1 BACKGROUND

Canceris a disease in which cells in the body grow out of control. Cancer is aways
named for the part of the body where it starts, even if it spreads to other body parts later.
When cancer starts in the cervix, it is caled cervical cancer. All women are at risk for
cervical cancer. Human papillomavirus.HPVis the main cause of cervical cancer and a
common virus that is passed from one person to another by body fluid. At least half of
sexually active people will have HPV at some point in their lives, but few women will get

cervica cancer(l).

Cervical cancer is the third most frequent cancer of women around the world. WHO
report showed that 570,000 new cases around the world that are representing 6.6% of all
female cancer .from those new cases 311, 000 deaths were recorded & approximately
85% of death reported from low and middle-income countries(2). Social, economic, and
political inequalities are mentioned as a reason for the highest-burden in undevel oped

countries.

The high mortality rate from cervica cancer globally could be reduced through a
comprehensive approach that includes prevention, early diagnosis, and effective
screening and treatment programs. Most western countries have been prevented cervical
cancer with cervical cancer screening, HPV vaccination,and early diagnosis to reduce
complications and death. When cervical cancer is found early, it is highly treatable and
associated with long survival and good quality of life. If cervical cancer prevention,
screening, and treatment are not urgently scaled up, experts estimate that by 2040 there
could be a50% increase in deaths over 2018 levels(3).

Screening aims to detect precancerous changes which if not treated may lead to cancer.
Women who are found to have abnormalities on screening need follow-up, diagnosis, and
treatment, to prevent the development of cancer or to treat cancer at an early stage.
Screening should be performed at |east once for every woman in the target age group (21-
49 years) and every three years for those sexually active women. HPV testing, cytology



and visual inspection with acetic acid (VIA) is al recommended screening test
Regardless of the approach used, the key to an effective program is to reach the largest
proportion of women at risk with quality screening and treatment. (4).

Women who come for cervical cancer screening are either because of self-initiation and
motivation or physician recommendation. Self-initiated cervical cancer screening is
women come to screening sites with their knowledge gained from communication with
people, health education, and mass media, and so on. But physician recommendation for
cervical cancer screening has symptomatic referral or risk associated reasons to screen

based on clinician recommendation.

A population-based cohort study done in Germany shows that for having successful
cervical cancer screening regular participation of eligible women is important. in the
study three group was involved. One with a personal invitation letter for CCS,the second
with the additional brochure and without any invitation.The result shows that women
who were invited to CCS in the study were more likely to participate within 3 years than
those who were not invited (OR 2.69, 95% CI 2.15-3.37)(5).A meta-analysis including
studies from the USA, Canada, Australiaand the United Kingdom also revealed that
invitations in the form of mailed letters increased participation in CCS as compared to
those who did not receive the intervention (OR 1.64, 95% Cl),this will transfer

opportunistic cervical cancer screening to national programmeatic schedule(6).



1.2 STATEMENT OF THE PROBLEM

The majority of cervical cancer (over 80%) in sub-Saharan Africa are detected at a late
stage, predominantly due to lack of information about cervical cancer and a dearth of
prevention services. The late-stage disease is associated with low survival rates after
surgery or radiotherapy. Besides, these treatment modalities may be lacking/limited, or
too expensive and inaccessible, for many women in low-resource countries, including
Ethiopia This is the result of late symptomatic referral instead of self-initiated cervical
cancer screening. Cervical cancer is potentially preventable, unlike other reproductive
organ cancers(7). In high-income countries, regular screening with a Pap smear has been
shown to lower the risk for developing invasive cervical cancer, through detecting
precancerous changes(8). As WHO recommendation women should screen once in a
lifetime and it’s better to have cervical screening every three years from 15-49 years of
age for those having sexual exposure, but the estimated coverage of cytology-based
cervical cancer screening in Ethiopia is 1.6% in urban settings and 0.4% in rural areas
(WHO, 2003).Very few numbers of women receive cervical cancer screening
programs.Low level of awareness, lack of effective screening program, overshadowed
screening program by other priorities (TB, HIV) &socia, political, and economic
inequality are mentioned as areason (8).

Thehigh volume of the patient is a determinant factor for poor clinician counseling for
women who are asymptomatic but at risk for cervical cancer. On the other hand, self-
initiated cervical cancer screening isnot well promoted to overcome this gap.

An expert does not recommend using Pap test results to determine whether unvaccinated
females should receive the HPV vaccine, nor do they recommend using vaccine receipt to
inform cervical cancer screening practices(9).For self-initiated cervical cancer screening
is becoming overshadowed by symptomatic referral this makes late diagnosis and
difficult treatment and end up in death after unsuccessful treatment.

A most studies done on the uptake of cervical cancer screening mentioned as cervica
cancer cytology study with clinician recommendation and referral takes the highest
percentage compared to self-initiated cervical cancer screening. This might be due to the
fact that these women were more responsive to health providers who educate them about

the disease and preventive measures (10). Women who were informed by health
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professionals about cervical cancer were 6.65 times higher to take pre-cervical cancer
screening as compared to those who were not informed or who come by self-initiation;
this may the main reason for missed uptake of cytology-based cervical cancer screening
for those age-eligible women (11).I1n a country like Ethiopia with a shortage of clinicians,
self-initiated screening should promote with all communication channels, but there is no
continuous health education and also there is poor media coverage about cervical cancer.
1.3 SIGNIFICANCE OF THE STUDY

This study assessed self-initiatedutilization of cervical cancer and determinants for CCS
especialy in those women who live in Addis Ababa with better access but low uptake of
scheduled-basedscreening  behavior  insteadofclinicianrecommendation.  Self-initiated
utilization needs cooperative social, political, and economic support fromboth
governmental and non-governmental organizations. The FMOH recommends that
information and education strategies should be directed towards women who have never
been screened before, and towards their partners and family members who can encourage
them to solicit screening and comply with follow-up instructions. Healthcare providers
should pass on clear and consistent messages in a language that is understood by the
audience. Counseling should be structured to educate the woman, review the results of
screening and follow-up, present aternative services and procedures, and discuss any
follow-up she may need. This will give the woman the tools she needs to make rationa
decisions for herself.Despitethisfact,the policymakersandresearchersdonotgiveattentionto
self-intiated cervical cancer screening.Therefore this study help as baseline data for
policymakers to fill the gap of sustainable self-initiated utilization of cervical cancer
screening to make new approaches to overcome the gap b/n service provider and illegible

women for screening.



CHAPTER TWO

2. LITERATURE REVIEW
2.1 MAGNITUDE OF CERVICAL CANCER AND SCREENING RATE
High incidence and mortality rate has been registered in Africa specifically in east Africa.
In Ethiopia in 2010 there was an estimation of 20.9 million women at risk of cervica
cancer .by 2025 it’s projected that the burden will double with7,619 the annual number
of new cases and 6,081 deaths every year. It accounted for 25.8% - 32% of al female
malignancies in sub-Saharan Africa over 80% of the case was detected in late-stage w/c
is a common reason of death from cervical carcinoma because of lack of facility for
management of invasive carcinoma, economical issues and other factors women’s end up
with death (9).
The incidence and mortality from cervical cancer in Ethiopia are 26.4 and 18.4/100,000
respectively. These figures are probably lower than the actual number of cases, given the
low level of awareness, cost, and limited access to screening services, and lack of a
national cancer registry(1).
Self-initiated cytology-based cervical screening is critically low with <1% total coverage
of cervical cancer screening in EthiopiaAsareason lack of awareness about cervical
cancer ,low advocacy and social mobilization about cervical cancer screening can be the
reason for low level screening on self intiated cervical cancer screening and referral
compared to symptomatic referral .Early detection and screening could reduce

complication and death from cervical cancer screening.

2.2 IMPORTANCE OF SELF-INITIATED CERVICAL CANCER SCREENING
Cervica cancer screening has an important role to detect abnormal cells in the area of
the cervix.Providing screening opportunities and creating awareness for cervical cancer is
indeed one of the most effective ways of promoting access and utilization of these
services. Screening is an individual’s decision that is reached upon self-perception and
deliberations on the importance of such a service (12).

A study was done in Andorra pradis;show that the success and benefit of a public health
program to control and prevent cervical cancer will depend to a great extent on the level

of awareness of the potential beneficiaries about different basic aspects of the disease
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Comprehensive health education programmers are more likely to be beneficia to
encourage screening. Therefore, nurses have an important task of imparting information
on risk factors, detection of early signs of cervical cancer, and encourage women to
perform cervical cancer screening regularly.This can be achieved by conducting
additional education programmers for nurses.Currently, scanty information isavailable on
the knowledge base of the Indian nurses on cancer of the uterine cervix (13).Obstacles to
seeking cervical cancer screening in Jamaica include inadequate cervical cancer
knowledge; lack of knowledge of where to seek screening; fear of pain or embarrassment
from the procedure; limited access to quality health services, especialy in rura and low-
resource communities; lack of healthcare provider recommendations; and staff shortages
in government laboratories that cause delays in receiving test results, lengthen the time
between diagnosis and treatment, and lead to patients being lost to follow-up (14).

Most African countries including Kenya have limited cervical cancer screening and
treatment programs. In Kenya, cervical cancer accounts for 20% of reproductive cancers
in women. It is estimated that in Kenya, the risk of getting cancer before the age of 75
yearsis 14% while the risk of dying of cancer is estimated to be 12%, but less than 5% of
women undergo cervical cytology screening within five years of period (15).

There are determinants for reduced uptake for scheduled based cervical cytology
screening as reviewed from literature A study shows that recent doctors visit can
increases the CCS than those who don’t visit within one year’s period. In Latin American
countries,adjusting for other socioeconomic covariates, women were between 47% and
244% more likely to have received a recent Pap smear screening if they had had a recent
doctor’s visit compared who had not.Besides, health care providers may disseminate Pap
smear knowledge and encourage screening, athough a recent study of direct clinica
observation in Peru found opportunities to educate patients on Pap smear screening were
often missed by health care providers (16, 17).

Other determinants are reviewed below.



2.3 SOCIO-DEMOGRAPHIC BEHAVIOR
2.3.1AGE

A study done in Cameroon on the uptake of cervical cancer screening found that there is
no relation b/n cervical cancer screening uptake and age(18). a study was done in
Ethiopia by WHO coverage and screening rate of cervical cancer out of 195 participants
91 were b/n 30-40(9).A cross-sectional study was done in DebreMarkos; Ethiopia shows
that women b/n age group of 35-49 years were 3.21 times more likely to take cervical
cancer screening than those age from 15-24(11). Women in their 30’s were 1.8 times
more likely to be screened compared to women in their 20s (AOR = 1.799, 95%CI =
1.182-2.739). The lower screening rates among younger (21-29 years) women is not
unigue to Ethiopia; there are aso researches with the same findings from elsewhere in
Africa and developed countries. According to the study done in one African country,
women in the age range of 35-39 were 3 times more likely to be screened compared to
those in their 20s(19).

2.3.2 RELIGION
Women who followed Christianity have the highest rate of cervical cancer screening
compared to Muslims followed by the Hindu religion (20).A study was done in Kenya;
about 89% of the total respondents said that their religion alowed uptake of cervica
cancer screening while 4% said religion doesn’t allow it. 7% showed that they were
uncertain on whether their religion allows or does not allow cervical cancer services.
Some of the reasons given by those who said religion does not allow cervical cancer
observed that there is no need for screening for cervical cancer since it is only God who

can show the truth about such diseases and not human beings who are sinners (21).

2.3.3 EDUCATION
A study done in India shows that education matters to have cervical screening. women
who complete 2ndary education >12 grades have a higher rate of 37.1 to have cervical
cancer screening compared to 9-12 which is 36.9% and no education account 24.7%
(20)&(22). Knowledge of Pap smears may derive indirectly from greater educational

attainment. Women with greater education may have a greater awareness of and reap



greater benefits from preventive medicine, exercise greater autonomy, and face lower

cultural barriersto screening(17).

2.3.4 PLACE OF RESIDENCE
Urban women’s CSS was more than rural women's. Living in an urban areawas 2.5 times
higher rate than the rural area (23). Other studies mentioned as a mgority of the
respondents (88%) were urban dwellers and 119 (34.8%). residence in a rural or urban
area (unadjusted PR = 1.05, 95% CI = 1.01-1.08)(24)& (25).
24 SOCIOECONOMIC FACTORS AFFECTING  SELF-INITIATED
CERVICAL CANCER SCREENING

2.41WOMEN’S INCOME& PARTNER OR RELATIVE SUPPORT
Women’s income can determine women’s cervical screening rate. a study done in
Ethiopia showed thathaving a household annual income of more than 23,300 to 30,000
ETB was 2.1 times and having a household annua income of more than 30,000 ETB
were7.1 more likely to be screened for cervical cancer than their counterparts(11).A study
done in less than one-third of all women had a net household income of >2,500 Euro per
month and less than one-fifth had an income of under 1,500 Euro per month(5).WWomen
who had a family history of cervical cancer were 4.5 times higher to use pre-cancer
screening when compared to have arelative history of cervical cancer(11).

2.4.4 SERVICE COST
Distance to the service site, time for screening, and cost of service are mentioned as a
determinant factor for cervical cancer screening uptake .most of the participants

mentioned the service cost is expensive to spend for screening(18).

2.5 KNOWLEDGE ABOUT RISK FACTOR OF CERVICAL CANCER

Source of awareness, a majority of respondentsare told that they gain knowledge from
health care workers, followed by mass media, family, friends, teachers as a source of
information. Being the least source. As arisk factor for cervical cancer was assessed on
women’s come for screening having multiple sexual partners mentioned as the highest
risk factor to screen cervical cancer .abdominal pain mentioned as the highest symptom
to screen cervical cancer (18).



Cigarette smoking, alcohol consumption, taking a pill for birth control, history of the
sexually transmitted disease can be mentioned as a common risk factor for cervical
cancer (18)& (23).Women were between 1.47 and 3.44 times more likely to have received
a recent Pap smear if they had a recent doctor’s visit. Even the poorest women with a
recent doctor’s visit were more likely to screen than the richest women without a recent
visit(17).

2.6 REPRODUCTIVE STATUS OF WOMEN
2.6.1 MARITAL STATUS

Current married women have the highest screening prevalence followed by widowed
women then divorced ones; unmarried women have a lower rate of cervical cancer
screening rate compared to others (9)&(26). A study done in Cameroon mentioned as a
majority of the respondents, 40.71% (n=103) were married, 29.64% (n=75) single and
12.25% (n=31) living together, 11.07% (n=28) widowed, 3.16% (n=8) divorced, and the
rest of the respondents 3.16% (n=8) were separated this can show that married women’s
are more prone to have self-initiated cervical cancer screening(27).

2.6.2PARITY OF WOMEN
Cervical cancer screening based on the party has seen that most women having more than
two children have a higher rate of cervical cancer screening compared to null parity and
also >2 children (20). The parity of the respondents, most of them 47.04% (n=119) had
given birth at least 1-4 times, 29.64% (n=75) from five times and above while the rest
23.32% (n=59) have never given birth(27).

2.6.3 AGE AT FIRST SEXUAL INTERCOURSE
Age at first sexual intercourse <18 years considered as a risk factor for cervical
cancer screening study done in Arbaminch mentioned as sex at age = 18 year were
(56%), married at age = 18 year (44%)(15).study findingsof Initiation of sexual
intercourse at an early age were mentioned by 52.5% of respondents(13).



2.7 CONCEPTUAL FRAMEWORK
This conceptual framework shows the relationship betewen dependent and independent

variable on self-initiated cervical cancer screening rate and determinant factors devel oped

by reviewing different literature works on cervical cancer screening based on reference
(8,9, 15, 16, 17, and 18).

Figure -1Conceptua framework on determinants of cervical cancer screening



CHAPTER THREE

3. OBJECTIVE
3.1GENERAL OBJECTIVE

To assess self-initiated utilization level of cervical cancer cytology screening and

determinants among women ofreproductive age group atArsho medicallaboratories 2020.

3.2 SPECIFIC OBJECTIVES
To describe self-initiated utilization level of cervical cancer cytology screening.

To assess factors associated with cervical cancer cytology screening
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CHAPTER FOUR
4. METHODS

4.1STUDY AREA AND PERIOD

The study was conducted from Mayl to June 30,2020, at Arsho medica
laboratories.Arsho Medical Laboratories is a registered trademark of private diagnostic
laboratory practice in Addis Ababa Ethiopia. It is focused on delivering quality
diagnostic testing most cost-effectively. The general services render by Arsho medical
laboratory are
clinical chemistry,pathol ogy,hi stoandcytopathol ogy,mi crobiol ogy,mol ecul ardiagnostics,se
rology,virology tests.The geographical area served by Arsho Medical Laboratories is
distributed in Addis Ababa Sub-Cities including Arada, Addis Ketema, Bole, Kirkos, and
Yeka. From al collected cites pathology test Pap smear is served in Arada sub-city
around Catedral School called Catedral branch and Piazza branch.

4.2STUDY DESIGN
An institution-based cross-sectional study design was conducted from Mayl-June
30/2020.

4.3 SOURCE POPULATION

All women who visit Arsho medicallaboratoriesduring the study period at Addis
Ababa, Ethiopiawas taken as a source population.

44STUDY POPULATION
Women who are in the reproductive age group and come for cervical screeningduring
the study period.

45ELIGIBILITY CRITERIA
4.5.1INCLUSION CRITERIA
All women who come for cervical cancer screening at reproductive age
All women who come for cervical cancer screening during the study

period.
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4.5.2EXCLUSIONCRITERIA
Women who are on known cervical cancer follow up.

Those women who were unwilling to participate

4.6 SAMPLE SIZE DETERMINATION

The total population for sample size was determined by usingthe formula below is to
calculate sample size by considering 95%level of confidence,5% margin of error, and
proportion of cervical cancer screening was 20.9% considering recent cervical cancer

screening rate proportion (11) and used 10% non-response rate.

n =Z%xPexp (1-Pexp)

d2
Wheren =required samplesize

Pexp = expected prevalence

d =desiredabsol uteprecision

Z1-0/2 = 1.96

Level of significance =0.05 (95% confidenceinterval) Marginal oferror(d)=5%

P=20.9% CCS from a study done in Debremarkos town

n =(1.96)2x0.207(1-0.207)/0.0025= 250

Contingency = 10%

13



The

Total Samplesize =275

sampl esi zeforthesecondspecifi cobj ectivei scal cul atedby

usingthe

EPIINFOversion7with the assumptions:Confidence interval= 95%,Power oftest= 80%

Table -1Sample size calculation for the second objective

Outcomein|Oddsratio |Power |Samplesize [Totasample Reference
Variable exposed |(AOR) (n) size With 10
group
Jononresponserate
Educational status [32.2% 2.8 80% 127 139.7 (23)
Party of women  [79% 0.21 80% 71 78.1 (15)
Women’s Income [32.2% 14 80% 91 100.1 (17

Comparing the sample size with the first objective and the second objective; the first
objective yields the largest sample size, which is 275 so, it is the representative and

appropriate sample size for both objectives.

4.7 SAMPLING PROCEDURE
All age group visited  Arsho

medi callaboratoriesforcervical cancer screening fulfilling inclusion criteria were enrolled

women inthe reproductive whohave
within the study period.Arsho medical laboratories have 2 cytology-based collection sites
in Addis Ababa based on the sample size determination study subject were selected with
consecutive study sampling method; considering low customer flow because of the

epidemic of COVID-19.

Informed consent was collected from every subject in the study and work accordingly
with the ethical procedure.
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4.8 DATA COLLECTION AND PROCEDURES

Data collection was done at two sites of Arsho medicallaboratories. Two recruitednurse
who has previous data collection experience was assistedin data collection and two
supervisors have controlled the collection process.A brief description ofthe research
objective, data collection, and aso ethical consideration was given by the principa
investigator (PI),discussthe questioner was minimized information bias. A Pretest was
conducted at International clinical laboratories; which give parallel service of |aboratory-
based cytology screening on 5% of a calculated sample size before the data collection
period. Based on the pretest, appropriate modifications were made before the actual data
collection.Throughout the whole process, the principal investigator was on the duties of

control, monitor, and gave technical support for data collectors.

4.9 MEASUREMENT VARIABLES
4.9.1 DEPENDENT VARIABLE

Self-initiated cervical cancer screening rate

4.9.2 INDEPENDENT VARIABLE:-

Socio-demographic factor:-Age, Religion, education, residence
Socioeconomic factors: - income, service and transportation cost, health
care visit, partner support

Behavioralriskfactor for cervical cancer: - Contraceptive use,lifetime
sexual partner.

Reproductive status of women:-sexually transmitted disease, age of first
sexual intercourse, parity of women

Knowledge about cervical cancer:-Information source about CCS,factor

affecting cervical cancer screening.

4.10 MEASUREMENT AND DATA COLLECTION

Sdlf-initiated cytology-based cervical cancer screening rate and determinant were
assessed with the interview-based semi-structured questioner to measure research
objective based on previous literature done before. *The Questioner was written in the

English language and then translated to Amharic language wi/c is the local language of a
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study areathen it will be translated back to English. The final questionnaire had five parts
include social demographic and socio-economic factors, Knowledge sourcerisk factors,

and reproductive health characteristics.

4.11 OPERATIONAL DEFINITIONS

4.11.1 SELF-INITIATED CERVICAL CANCER SCREENING
Women’s of the reproductive age group who are willing to undergo cytology-based
cervical cancer screening without clinician recommendation and symptomatic referral to
know their status about cervical cancer with acceptance of the importance of screening
for cervical cancer based on their knowledge gained from health education, community
mobilization,mass media and so on.

4.11.2 LIQUID-BASED CYTOLOGY SCREENING METHOD
This method is used for the collection of cells from the cervix, which are then transferred
to avia containing preservative solution instead of being fixed on a side, thus enabling
uniform distribution of the collected clinical material. Since only a portion of the sample
isused for cytology, the rest can be employed for further testing, including HPV testing.
(28).
4.11.3PUBLIC HEALTH EDUCATION
Public health education measures and implement the most effective strategies for health
promotion through different mass media, socialgazerign, using broachers with all
possible communication channels.

4.11.4Transportation cost for cervical cancer screening
The amount of money awomen spent form transportation fee that is from home to
screening facility,time she spent in the facility compaired with monthly income.

4.11.4Survice cost for cervical cancer screening
The amount of money a women spent for screening survice compared with

monthly income.
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4.12 DATA QUALITY MANAGEMENT

To ensure data quality, Pre-testing of the questionnaire was carried out at international
clinical laboratories which give the same service as Arsho medica laboratory; which
latter was not included in the study. Data collectors were selected based on their
educational background and experience in data collection. The training was given to data
collectors. Additionally, Data was cleaned after generated and exported by checking the
validity and completeness of the data. The data was exported from the latest and
validated version database which allows generating the required data at the required time
with standard format.

4.13DATA PROCESSING AND ANALYSIS

Data were entered and cleaned using Epi dataand analyzed using the SPSS version 25
software package. Mean and Standard deviation was used to describe continuous
variables descriptive statistics were analyzed and presented using tables and figures.
Frequencies and proportions were computed for a description of socio-demographic and
other variables. The normality distribution of the data was checked by skewness and
kurtosis of variable distribution.

The Strength of statistical associations was determined using the adjusted odds ratio with
a 95% confidence interval. Relationships between each independent variable and
outcome variable were investigated using a binary logistic regression model. Those
variables with P- value less than 0.25at the bivariable level was included in a
multivariable logistic regression model for controlling potential confounding effects. In
the multivariable analysis, variables with a p-value < 0.05 were considered as associated
factors

4.14 ETHICAL CONSIDERATION

Principles of Ethics were considered. Data was collected unlinked anonymously, without

any persona identifiers. The information participant providedas confidential. No
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information will identify one person in particular. The findings of the study will be
general for the study community and will not reflect anything particular of a person. The
guestionnaire was coded to exclude showing names for data collection, informed consent
was obtained from the study participants before administering the questioner and
objectives of the study were explained to the participants by the data collectors. Consent
was obtained from every participant. The risk of participating in this study was very
minimal, but only takes 10-20 minutes of participant time. There would not be direct
payment for participating in this study. But the findings from this research may reveal
important information for the local health planners. Participation in this study will be
fully voluntary. They have the right to declare to participate or not participate in the
study. If they decide to participate, every participant had the right to withdraw from the
study at any time and does not have to answer any question that does not want to answer.
Thiswill not label any loss of benefits on the service.Ethical clearance and approval were
obtained first from the Addis Ababa University Department of public health, second from
the Arsho medicallaboratories Institutional review board (IRB).

4.15DISSEMINATION OF RESULTS

The findings will be presented in open defense and submitted to Addis Ababa University
andArsho medicallaboratories Efforts will also be made to publish in peer-reviewed
journals and will be presented in different national and international conferences and

seminars.
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CHAPTER FIVE
5. RESULTS

5.1SOCI-DEMOGRAPHIC CHARACTERSTICS A total of 275 women between
15-49 years of age were targeted for the study, of which 275 responded making the
response rate 100%.The mean age of the study participants was 36 years with an SD of
6.6.andmost of the participants,216(78.3%)were in the age group of 31-49 About 251
(91.3%) were from the urban area, 199(72.4%)of study participants were married and the
dominant religion was orthodox Christian which was 186(67.6%).Diploma and above are
made up the largest proportion 101(36.1%).

Table- 2 Socio-demographic characteristics of women who came for CCS at Arsho
medical from May1 to June30/2020

Variables Frequency Percentage
Age 15-25 17 6.2%
26-30 42 15.3%
31-49 216 78.3%
Residence Urban 251 91.3%
Rural 24 8.7%
Religion Orthodox 186 67.6%
Protestant 26 9.5%
Catholic 10 3.6%
Muslim 53 19.3%
Marital status Unmarried 24 8.7%
Married 199 72.4%
Divorced 9 6.9%
Widowed 27 9.8%
Separated 6 2.2%
Education status Unable to read and write | 35 12.7%
Ableto read and write 19 69%
Primary education 49 17.8%
Secondary education 71 25.8%
Diploma and above 101 36.7%
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5.2 INFORMATION SOURCE

About 152 which is 55.2% got a source of knowledge frompublic health education
including different mass media,it was the highest proportion compared toknowledge
gained from the health facility and also from relatives pressure to screen which is about
93(33.8%) and 30 (10.9%) respectively.

Information sourcefor saf intiated CCS

PERCENTAGE

0 10 20 30 40 50

From public health education From health center From relative

Figure-2Women’sinformation source about cervical cancer screening at Arsho medical
laboratories from May1to June 30/2020.
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5.2.1FACTOR INFLUNICING CCS SERVICE
Women who know any relatives with cervical cancer were 44 or about 16% .Health
facility visit b/n 1-2 years also contributes about 104(37.8%) to have the highest number

to have cervical screening.women having cliniciancounseling for cervical cancer
screening were 46.9%,but the rest 51.6% were not been counseled by a health

professional. After cervical cancer screening, only 15.3% were scheduled for the next
CCS.From those scheduled women 10.5% had been scheduled time with < 1 year were

10.5% followed by 1-2 years gap for next schedule were8.7% and > 5-year gap was less

than 1%.

Table-3knowledge factors for

cervical cancer screening at Arsho medical laboratories

from May1toJune30/2020
Variables Frequency Percentage
Know anyone with cervical | Yes 44 16.1%
cancer No 231 84.2%
Health facility visit | <1years 76 27.6%
frequency 1-2 years 104 37.8%
>5 years 95 34.5%
Clinician counseling during | Yes 129 46.9%
the health care visit No 142 51.6%
Scheduled for next cervical | Yes 42 15.3%
cancer screening No 67 24.4%
Scheduletimeb/ntwo CCS | < 1years 29 10.5%
1-2 years 24 8.7%
2-4 years 11 4.0%
Syears 8 2.9%
>5 years 8 2.9%
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5.2.2 SELF-INTIATED CYTOLOGY BASED CCSLEVEL
Self-initiated cervical screening level among 275 with 95% confidence interval is about
103 which is 37% of women came for cervical cancer screening. The rest 63% were
visited the screening facility with the symptomatic referral.

Self-initated cytology based CCS level and recommended CCS by
clinician

M Self-initated CCS level

M CCS by clinician recommendation

Figure-3 Self-initiated CCSlevel at Arsho medical laboratories from May 1to June
30/2020
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The private healthfacility was the most visited health facilityfor self-initiated cervical
cancer screening which is about 215 (78.2%). From personal experience, the time gap b/n
two consecutive cervical cancer screening was al-2years gap with around 40(14.5%) of
the respondent. the same with women with clinician scheduled time for CCS.

Table-4 hedlth facility type and time gap for HF visit anong women who visit Arsho
medical |aboratories from May1 to June 30/2020

Most visited a health | Government health | 60 21.8
facility for CCS facility
Private health facility 215 78.2
The time gap for cervica | >1 years 18 6.5
screening based on
) 1-2 years 40 145
personal experience
2-4 years 25 9.1
5years 12 4.4
>5 years 8 29

5.3 SOCIOECONOMIC CHARACTERSTICS

Women with a monthly income of 500-5000 have the highest frequency 189(68.7%) for
having sdlf-initiated cervical cancer screening. Cytological CCS test service and
transportation cost for cervical cancer screening were mentioned as fair with most women
184(66.9%) and 167(60.7%) respectively. Around 68% ofwomen have partner support to

have cervical cancer screening.
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Table-5 Socio-economic status of women who came for CCS at Arsho medica
laboratories from May1 to June 30/2020.

Variables Frequency Percentage
Monthly 500-5000 189 68.7%
Income 5100-10000 70 25.4%
10100-16000 8 2.9%
16100-21000 8 2.9%
Service cost Very expensive 6 2.2%
for  cervical Expensive 48 17.5%
cancer
_ Fair 184 66.9%
screening
Cheap 37 13.5%
Transportation Very expensive 9 3.2%
cost for Expensive 57 20.7%
cervicd
Fair 167 60.7%
cancer
screening Cheap 42 15.3%
Partner Yes 187 68%
support No 88 3206

5.4 REPRODUCTIVE STATUS AND RISK FACTOR OF WOMEN

Among 275 women having children of 1-3 is the highest number 169(61.5%).Around 106
or (38.5%) have their 1% sexual intercourse before eighteen years old.among 169(61.5%)
family planning users 127(46.2%) were using OCP.20 out of 127 OCP users take this

method for >5 years this can be mentioned as a risk factor for cervical cancer. Around
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95.2% have 1-3 lifetime sexua partners&only 35(12.5%)have sexualy transmitted
diseases but the rest did not have STD. That reproductive status may be considered as a

risk factor for cervical cancer.

Table-6 Reproductive and a risk factor for cervical cancer among women came for
screening at Arsho medical |aboratories from May1-June30/2020

Variable Freguency Percent
No child 34 12.4%
Number of children 1-3 169 61.5%
4-6 44 16.0%
7-10 28 10.2%
Ageat 1% sexual intercourse | <18 years 106 38.5%
18-30 163 59.3%
>30 years 6 2.2%
Do you use family planning | Yes 169 61.5%
No 106 38.5%
Do you use OCP Yes 127 46.2%
No 67 24.4%
How long do you use OCP <5years 95 34.5%
5 years 12 4.4%
>5 years 20 7.3%
Lifetime sexual partner 1-3 262 95.2%
4-5 7 2.5%
6-7 6 2.2%
History of STD YES 35 12.7%
NO 240 87.3%
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55 FACTOR ASSOCIATED WITH CERVICAL CANCER

Different factors were tested for utilization of cervical cancer screening using logistic
regression analysis.Residence,previous history of STD,hedth facility visit
frequency,previous knowledge about cervica cancer,physician
recommendation,religion,usage of OCP,and scheduled for self-initiated cervical cancer
screening has been associated with screening for cervical cancer in binary logistic
regression.Other independent variable monthly income,services, and transportation
cost,age,education,number of children,lifetime sexual partner,knowing anyone with
cervical cancer,partner support is not associated with cervical cancer screening.By
multivariable analysis, only religion,residence healthfacility visit frequency,history of
STD,and ever been counseled by a hedth professional is significantly associated with

self-initiated cervical cancer screening with a p-value less than 0.05.

Being orthodox Christianswere 2 times more likely to have self-initiated cervical cancer
screening than other religions [AOR=2.01 (1.9 - 4.2)].The odds of women came for
screening is 3 times higher for women who came from urban areas [AOR=3.25(1.08-
9.81)].< 1-year hedlth facility visit 4 times more likely to have cervical cancer
screening{ AOR=4.16(2.18-8.12)] and hasa history of STD mentioned as factor 2 times to
have cervical cancer screening compared to not have STD before (AOR=2.21(1.07-
451).The odds of having cervica screening is 5times higher for those gan

councilfromclinician than those who do not.
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Table-7Factor associated cervical cancer screening at Arsho medical laboratories from

May1-June 30/2020

Variable Self-initiated cervical cancer | COR (95%CI) AOR (95%Cl)
screening frequency %
YES NO
Residence
Urban 99(36%) 152(55.2%) 0.36(0.1-0.9)** 3.27(1.08-9.8)**
Rural 4(1.4%) 20(7.2%) 1 1
Religion
Orthodox 75(27.2%) 111(40.4%) 0.48(0.2-0.96)** 2.01(1.9-4.2)**
Protestant 12(4.3%) 14(5%) 0.37(0.14-1.02) 2.62(0.97-7.17)
Catholic 3(1.09%) 7(2.5%) . 0.71(0.01-3.36) 1.42(0.29-5.80)
Muslim 13(4.7%) 40(14.5%) 1
History of STD
Yes 19(6.9%) 16(5.8%) 2.21(1.07-4.5)** 2.21(1.07-4.5)**
No 84(30.5%) | 156(56.7%) 1 1
Health facility visit
< 1vyears 39(14%) 37(13.5%) 0.24(0.12-0.472)** | 4.16(2.18-8.17)**
1-2 years 45(16.6%) | 59(21.5%) 0.33(0.19-0.627)** | 3.01(1.62-5.61)
>5 years 19(6.9%) 75(27.4%) 1
Have clinician
counseling
Yes 74(27.3%) | 55(20.3%) 0.18(0.16-0.24)** 5.47(3.18-9.42)**
No 28(10.3% | 114(42%) 1 1
Usage of OCP

** The test statistic aresignificant at the p-value of < 0.05
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CHAPTER SIX
6. DISCUSSION

This study was identified aself-initiated cervical cancer screening level and factors
associated with cervical cancer screening uptake as a facility-based study in Arsho
medical laboratoriesin Addis Ababa;Ethiopia. The study found that the level of self-
initiated cervical cancer screening without symptomatic referral and clinical referral was
37%.This is similar when we compare to 37% or 50 of them have cervical cancer
screening by themselves. It’s dlightly higher than a facility-based study that was done in
Addis Ababa in 2019 found that self-initiated cervical cancer screening to be33.3%.This
difference may be explained by the setting difference between the study facility and study
method difference (29).Another study was done in Hawassa;Ethiopia was reported as
60.5%0f study participant was mentioned as recommended by a health provider to have
cervica cancer screening the rest 395 %( 135) doesnot recommend for
CCS.Amongthose who do not recommend by a physician,this study revealed HIV-

positive women with having study population difference(24).

About 78.5%were in the age group of 31-49 but a study done in Mekelle townfound that
the highest age to have cervical cancer was age b/n 21-29 taking about 51.8% which
means 614out of 1186,this can be explained by recall bias to remember the exact age
(29).In other studies done in Cameroonand Germany the highest frequent age group were
25-34 and 30-65 respectively.This can be explained by geographical and methodol ogy
differences(27)&(5).

Most of the study participant was from the urban area.lt’s about 251(91.3%) but the rest
24(8.7%) wasfrom a rural area of Ethiopia.Women from urban areas are 3times more
likely to have cervical cancer screening when compared to women who come from rura
areas.Population-based WHO steps study have a similar result with cervical cancer
screening rate being from urban is about 3 times more likely to utilize the service(30).

Thisis because the accessibility of screening facilitiesis better than in rural areas.

Religion wasalso associated with self-initiated cervical cancer utilization.Orthodox
Christian women have more likely to have self-initiated cervical cancer screening than
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other religions [AOR=2.01 (1.9 - 4.2)].This percentage is the same when compared to
the community-based study done in Addis Ababa andMekelle town(19)&(24). This can
be explained the maority of women were orthodoxChristianity followers.There is no
association between education and self-initiated cervical cancer screening in this study;
which is adifferent finding from a study done in Hawassa town on HIV patients
mentioned that post-primary education has 5 times more to have cervical cancer
screening (24).This can be explained by the study population difference compared to the
current study.

Health facility visit frequency <1 year and between 1- 2 year hedth facility visit
frequency have significantly associated with cervical cancer screeningd and 3
timeshigher than health frequency visit more than 5 years. This result is similar toa study
donein Latin America among 10 different Latin Americancountries. The result explained
that women were between 1.47 and 3.44 times more likely to have received a recent Pap
smear if they had a recent doctor’s visit. This similarity can be explained by recent
doctors' visits were important to have cervical screening. Even the poorest women with a
recent doctor’s visit were more likely to screen than the richest women without a recent
visit.when it’s classified for Latin American countries the probability of this type of
screening among those who had was 48% higher in Bolivia (95% CI, 39%-59%); 241%
higher in Brazil (95% CI, 182%-312%); 98% higher in the Dominican Republic (95%
Cl, 85%-113%); 77% higher in Guatemala (95% CI, 3%-125%); and 94% higher in
Nicaragua (95% ClI, 67%— 129%)(17).The highest gap of two consecutive screenings was
1-2 years is about 8.7%.0nly 42(13.2%) were appointed by a health professiona for the

next follow-up.

Evaluating the source of awareness, in this study the most frequent source of knowledge
was from public heath educationwhich accounts for 55.2%,followed by health care
workers and relatives.nowever a study done in Cameroon mentioned that maority of the
respondents n=80 (31.6%) revealed that they had heard about cervical cancer from the
HCW, followed by the mass media n=39 (15.4%), families and friends n=38 (15.1%)
with printed materials and teachers as a source of information being the least sources of

information n=10 (3.9%) on cervical cancer(27).
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The most chosen health facility type for self-initiated cervical cancer screening is private
health facilities about 78.2% compared with governmental health facility 21.8%.This
finding is similar to other studies done in different studies.This can have many reasons
forthe program approach,accessibility, and so on.Previous clinician recommendations for
cervica cancer screening rateswere strongly associated with cervical cancer
screening.It’s 5 times more when we compare to those who are not previousy
recommended by the physician. In addition to an individual’s use of other healthcare
services, factors related to healthcare providersrecommendationswere also consistently
positively associated with screening.These factors include providing recommendations
for Papanicolaou testing.Several studies also demonstrated the association between
patient-provider communication and cervical cancer screening. A studywas done in china
also showed that a positive association of clinician recommendation with cervical cancer
screening rate.Increasing Pap smear screening in Latin America may depend on two key
efforts: raising awareness of preventive care within the community, and encouraging
health care providers to advocate more effectively for this type of screening during their
patient's visits(17),(3)& (31).

Women with a history of STD have 2 times more to have self-initiated cervical cancer
screening than those who do not have a history of STD.This finding is similarto a cross-
sectional study done in Uganda;having a previous history of STD significantly associated
with cervical cancer screening 1.23 [1.15-1.33]. Another study showed that womenwho
haveever experiencedsexuallytransmitted disease wereabout 1.635 times morelikely
toundergo cervical cancerscreening when compared to thosewhohavenotexperienced
thedisease (AOR =1.635,95%CI =1.094-2.443)(19), (25).The similarity of study findings
shows that women having STD have awareness about self-initiated cervical cancer

screening.

Another risk factor for cervical screening such as women having children of 1-3 is the
highest number 169(61.5%).most of the women have 1% sexual intercourse at the age of
18-30 having 163(59.3%).But around 107 or (38.9%) have their 1% sexual intercourse
before eighteen years old. Among 169(61.5%) family planning users 127(46.2%) were
using OCP.15.7% of OCP users take for greater than 5 years this can be mentioned as a
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risk factor for cervical cancer.But in this study, there is no significant association with

self-initiated cervical cancer screening.

Partner support also not associated with self-initiated cervical cancer screening but other
study done in Hawasa& Saudi Arabia have mentioned that partner support has 5 times
more to have cervical cancer screening compared with women's not having partner
support { AOR=4.7, 95% CI: (2.3, 9.4)} ;this difference can be explained by sample size
and study area difference (32)& (24).

WHO survey study in Ethiopia showed that having a household annual income of more
than 30,000 ETB were 7.1 more likely to be screened for cervical cancer than their
counterparts(9).But in this study, there is no association of monthly income of
women,service cost,transportation cost with cervical cancer screening. Sample size

difference may be considered as areason for the difference in the outcome.
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7. STRENGTH AND LIMITATION OF THE STUDY
7.1STRENGTH OF THE STUDY
Since the principal investigator and supervisor of the study were supervising the
daily data collection activity to minimize possible data collection errors
The study help to plan, review and make recommendations to the Ministry of
Health (MoH) on the continuous approach of health education for CCS.
This study could generate new ideas for further studies
7.2LIMITATION OF THE STUDY
Consecutive sampling method was used to get study population because it was a
very rare event to found women who came to a health facility to have cervica
cancer screening with the epidemic of coronavirus and also study area was done
in a private health facility that didn’t show the figure of the government health
facility.
Since the study used across-sectional study design,it is difficult to show the

temporal relationship on factor assessment.
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CHAPTER SEVEN
8. CONCLUSION AND RECOMMENDATION

8.1 CONCLUSION

Based on the study finding self-initiated cervical cancer screening was low compared to
symptomatic referral. This leads to missed cervical cancer screening of early-stage
cervical cancer diagnosis. Women’s came from urban areas have high opportunities to
have screening than from rura areareligion wasa very significant factor for cervical
cancer screening .being orthodox Christians were significantly associated with cervical
cancer screening compared to other religions who were included .this can lead to
conclude religious leader education about cervical cancer screening should be considered

as anew approach for health education.

Frequent health facility visits also have a great contribution to cervical cancer screening
compared to those who have rare health facility visits.This can conclude that clinicians
have agreat role in regular health education about cervical cancer screening on early
detection of cervical cancer screening. Additionally, women with sexually transmitted
diseases were significantly associated with cervical cancer screening.This shows that
sexually transmitted diseases can be useful to give parallel cervical cancer screening
programs along with STD treatment.

8.2 RECOMMENDATIONS

Based on the study findings and the conclusion the following recommendation is made
It is better to educate age-eligible women about cervical cancer screening with a
regular health checklist in every health department unit along with STD.
Screening facilities should be available for those women who live in a rura
setting.
Religious leaders should help in encouraging church members to participate in
cervical cancer screening services.
The ministry of health and other relevant authorities to help sensitize and create
awareness on the importance of cervical cancer screening with frequent health
education about cervical cancer screening using different media to increase self-
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initiation cervical cancer screening women's participation for those women with
the rare frequency of visit to the health facility.

For researchers, it’s better to investigate the psychological impact of cervical
cancer screening for women who have undergone self-initiated cervical cancer

screening



9.REFERENCES
1.WHO. Comprehensive Cervical Cancer Control. comprehensive cervical cancer
control 2018.
2.Unfpa. Comprehensive cervical cancer prevention and control programme guidance for
countries. Cadernos UNFPA. 2011;1:20-.
3.LiuT, Li S, Ratcliffe J, Chen G. Assessing Knowledge and Attitudes towards Cervical
Cancer Screening among Rural Women in Eastern China. Int J Environ Res Public
Health. 2017;14(9).
4.Torre LA, Bray F, Siegel RL, Ferlay J, Lortet-Tieulent J, Jemal A. Globa cancer
statistics, 2012. CA Cancer J Clin. 2015;65(2):87-108.
5.Radde K, Gottschalk A, Bussas U, Schillein S, Schriefer D, Seifert U, et al. Invitation
to cervical cancer screening does increase participation in Germany: Results from the
MARZY study. International Journal of Cancer. 2016;139(5):1018-30.
6.Getahun F, Addissie A, Negash S, Gebremichael G. Assessment of cervical cancer
services and cervical cancer related knowledge of health service providers in public
health facilitiesin Addis Ababa, Ethiopia. BMC Research Notes. 2019;12(1):1-5.
7.Federal Democratic Republic of Ethiopia Ministry of H. Guideline for Cervical Cancer
Prevention and Control in Ethiopia. Federal Ministry of Health. 2015;1(April).
8.Abate E, Mihret W, Tezera LB. HPV and burden of cervical cancer in East Africa
Gynecologic oncology. 2006;99:S201-2.
9.Chirag M Lakhani AKMJYPMYV, Chirag J Patel DBTT. Primary care physicians’
adherence to expert recommendationsfor cervical cancer screening and prevention in the
context ofhuman papillomavirus vaccination. Physiology & behavior. 2019;176(3):139-
48.

10.Bante SA, Getie SA, Getu AA, Mulatu K, Fenta SL. Uptake of pre-cervical cancer
screening and associated factors among reproductive-age women in Debre Markos town,
Northwest Ethiopia, 2017. BMC Public Health. 2019;19(1):1-9.

35



11.Bante SA, Getie SA, Getu AA, Mulatu K, Fenta SL. Uptake of pre-cervical cancer
screening and associated factors among reproductive-age women in Debre Markos town,
Northwest Ethiopia, 2017. BMC Public Health. 2019;19(1).

12.Di J, Rutherford S, Wu J, Song B, Ma L, Chen J, et al. Knowledge of cervical cancer
screening among women across different socio-economic regions of China. PLoS ONE.
2015;10(12):1-16.

13. Naik PR, Nagarg K, Nirgude aS. Awareness of cervical cancer and effectiveness
of educational intervention program among nursing students in a rural area of Andhra
Pradesh. Healthline, Journa of Indian Association of Preventive and Social Medicine.
2012;3(2):41-5.

14. Coronado Interiors E, Anakwenze CP, Aung M, Jolly PE. Increasing Cervical
Cancer Awareness and Screening in Jamaica: Effectiveness of a Theory-Based
Educational Intervention. Int J Environ Res Public Health. 2015;13(1):ijerph13010053.
15.Gebru Z, Gerbaba M. Utilization of Cervical Carcinoma Screening Service and
Associated Factors among Currently Married Women in Arba Minch Town, Southern
Ethiopia. Journal of Women's Health Care. 2016;05(01):1-4.

16.Hailu A, Mariam DH. Patient side cost and its predictors for cervical cancer in
Ethiopia: A cross-sectional hospital-based study. BMC Cancer. 2013;13(1):1-.

17.Songji S, Fukui N. Socioeconomic determinants of cervical cancer screening in Latin
America. Revista Panamericana de Salud Publica/Pan American Journal of Public Health.
2013;33(3):174-82.

18.Donatus L, Nina FK, Sama DJ, Nkfusai CN, Bede F, Shirinde J, et al. Assessing the
uptake of cervical cancer screening among women aged 25-65 years in Kumbo West
Health District, Cameroon. Pan African Medical Journal. 2019;33.

19.Bayu H, Berhe Y, Mulat A, Alemu A. Cervical cancer screening service uptake and
associated factors among age eligible women in Mekelle zone, Northern Ethiopia, 2015:
A community based study using health belief model. PLoS ONE. 2016;11(3):1-13.
20.Van Dyne EA, Halowell BD, Saraiya M, Senkomago V, Patel SA, Agrawal S, et al.
Establishing baseline cervical cancer screening coverage-India, 2015-2016. Morbidity
and Mortality Weekly Report. 2019;68(1):14-9.

36



21.M Morris R. Factors Associated with the Uptake of Cervical Cancer Screening
Among Women of Reproductive Age in Homabay County, Kenya: A Case of
Kanyadhiang Sub Location. Clinicsin Mother and Child Health. 2016;13(01):1-6.
22.Ekane GEH, Obinchemti TE, Nguefack CT, Nkambfu DM, Tchounzou R, Nsagha D,
et a. Pap Smear Screening, the Way Forward for Prevention of Cervical Cancer? A
Community Based Study in the Buea Health District, Cameroon. Open Journa of
Obstetrics and Gynecology. 2015;05(04):226-33.

23.Terefe G, Lizeth R, Theodros G, Abebe B. Coverage and Factors Associated with
Cervical Cancer Screening: Results from a Population-Based WHO Steps Study in
Ethiopia. Journal of Oncology Research and Treatments. 2017;2(1):115-.

24 Assefa AA, Astawesegn FH, Eshetu B. Cervical cancer screening service utilization
and associated factors among HIV positive women attending adult ART clinic in public
health facilities, Hawassa town, Ethiopia: A cross-sectional study. BMC Health Services
Research. 2019;19(1):1-11.

25.Ndgjo R, Mukama T, Musinguzi G, Halage AA, Ssempebwa JC, Musoke D.
Women's intention to screen and willingness to vaccinate their daughters against cervical
cancer - A cross-sectional study in eastern Uganda. BMC Public Health. 2017;17(1):1-12.
26.Chen S-L, Tsai S-F, Hsieh M-M, LeeL-L, Tzeng Y-L. Factors Predicting Nurse Intent
and Status Regarding Pap Smear Examination in Taiwan: a Cross-sectional Survey.
Asian Pacific Journal of Cancer Prevention. 2016;17(1):165-70.

27.Donatus L, Nina FK, Sama DJ, Nkfusai CN, Bede F, Shirinde J, et al. Assessing the
uptake of cervical cancer screening among women aged 25-65 years in Kumbo West
Health District, Cameroon. Pan African Medical Journal. 2019;33:1-11.
28.Chrysostomou AC, Stylianou DC, Constantinidou A, Kostrikis LG. Cervical Cancer
Screening Programs in Europe: The Transition Towards HPV Vaccination and
Population-Based HPV Testing. Viruses. 2018;10(12).

29.Getachew S, Getachew E, Gizaw M, Ayele W, Addissie A, Kantelhardt EJ. Cervica
cancer screening knowledge and barriers among women in Addis Ababa, Ethiopia. PLoS
ONE. 2019;14(5):1-13.

30.Support 1, Hpv FOR, Primary B. Guideline Document Cervical Cancer Screening in
South Africa 2015 International Support for Hpv Based Primary. 2015:1-10.

37



31.Lori M. Millner MWL, Roland V, Jr. 2L5/0ALEZ2ER HHS Public Access. Physiology
& behavior. 2019;176(3):139-48.

32.Aldohaian Al, Alshammari SA, Arafah DM. Using the health belief model to assess
beliefs and behaviors regarding cervical cancer screening among Saudi women: A Cross-
sectional observational study 11 Medical and Health Sciences 1117 Public Health and
Health Services. BMC Women's Health. 2019;19(1):1-12.

38



10. ANNEXES

10.1IANNEX |
10.1.1PARTICIPANT INFORMATION SHEET AND INFORMED CONSENT
Good morning/afternoon dear participant! My name is ................... | am working as a

data collector for the study being conducted a Arsho medicalaboratories by
TizitaAshenafi, who is studying for her master’s degree at Addis Ababa University,
School of public health. | kindly request you to give me your attention to explain to you
about the study and being selected as the study participant.

THE STUDY TITLE: Self-initiated utilization rate of cervical cancer cytology screening
and determinants for reduced uptake on scheduled based screening service among women
of reproductive age group atArsho medicallaboratoriesin 2019

PURPOSE OF THE STUDY: : The findings of this study help to show that the importance
of self-initiated cervical cancer screening and determinants for reduced uptake to show
the problem with demographic, economic, reproductive characteristics to promote,
advocate cervical cancer screening with the collaboration of governmental and

nongovernmental organization to overcome gaps.

PROCEDURE AND DURATION: Interview based semi-structured questioner will be
conducted. It will take 20-25munites.The Questioner will be interviewed after taking
informed consent from May-June 2020.

RISKS AND BENEFITS: Therisk of participating in this study is very minimal, but only
takes 10-20 minutes from your time. There would not be direct payment for participating
in this study. But the findings from this research may reveal important information for the
local health planners.

CONFIDENTIALITY: The information you provide for us will be confidential. There
will be no information that will identify you in particular. The findings of the study will
be general for the study community and will not reflect anything particular of an
individual person. The questionnaire will be coded to exclude showing names. No

reference will be made in oral or written reports that could link participants to the study.
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RIGHTS: Participation in this study is fully voluntary. Y ou have the right to declare to
participate or not in the study. If you decide to participate, you have the right to withdraw
from the study at any time and this will not label you for any loss of benefits that you
otherwise are entitled to. Y ou do not have to answer any question that you do not want to

answer.

CONTACT ADDRESS: If there are any questions or enquires any time about the study
or the procedure, please contact through the following address:

Principal investigator:

TizitaAshenafi

Mobile number: - +251913692060.

Email:-TizitaAshenafi
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10.2ANNEX 11
10.2.1PARTICIPANT’S INFORMATION SHEET

| have read/ was read to me the participant information sheet. | have clearly understood
the purpose of the research, the procedures, the risks and benefits, issues of
confidentiality, the rights of participating and the contact address for any queries. | have
been given the opportunity to ask questions for things that may have been unclear. | was
informed that | have the right to withdraw from the study at any time or not to answer any
guestion that 1 do not want. Therefore; | declare my voluntary consent to participate in

this study with my initials (signature) as indicated below.

Name of participant: Signature of participant:
Name of Data collector Signature of Data
collector

Result of the interview:

1. Completed

2. Partially completed

3. Theinterviewee refused
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10.3ANNEX I11
10.3.1 ENGLISH VERSION QUESTIONNAIRE

Instruction

The questioner is two types which arepreceded and open one .for precoded one ask

as its and for open questions record the response on the space next to the

guestioner .

PART ONE: SOCIO DEMOGRAPHIC INFORMATION

Table 4:- Questioner

NO

Question

Possible response

Code

101

Age

102

Residence

Urban
Rural

103

Education level

cannot read and write
can read and write
primary education
secondary school

collage/university

104

Religion

Orthodox
Protestant
Catholic
Muslim

Xiv




PART TWO: - WOMEN’S REPRODUCTIVE HEALTH STATUS

201 M al’l'[a| status S| ng| e
Married
Divorced
Widowed
Separated
202 How many childrendoyouhave | .........coooivienn .
203 Have ever had history of STD Yes
No
204 Number of lifetime sexual partner

PART THREE.AWARENESS OF CERVICAL CANCER SCREENING

301 Have you ever screen for cervical | yeg
cancer without clinician No
recommendation before?
302 How do you know about cervical | From clinician
cancer screening? From mass media
Community health education
From relatives
303 If your answer is Yes for question | <1 year
no 301 how long was the most 1 year
recent time you were screened?
2years
2-4 years
Syears

XV




>5 years

304

Do you ever scheduled for cervical

cancer by aclinician

Yes

No

305

If your answer is yes for the above
guestion what is the time b/n two
consecutive screening based on your

experience

<1 every year

Once every 2 years
Once every 3years
Once every 5 years

Above5 years

306

Where do you frequently go to

screen cervical cancer?

Government hospital

Private facility

307

Do you know anyone who has

history of cervical cancer

Yes

No

308

How frequent you have you visit
health institution

<1 year
1-2yaer

>5 year

309

Do you ever recommend cervical
cancer screening from a hedth

worker

yes

No

If your
answer is
yes please
skip
no.310

310

If your answer is no what doyou
think the possible reason

PART FOUR: SOCIO-ECONOMIC CHARACTERISTICS
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401 How much is your monthly | . . ..
income
402 What would you say about the | very expensive
service cost of cervical screening? Expensive
Fair
Cheap
Very cheap
403 Transportation cost to  have | very expensive
screening service Expensive
Fair
Cheap
Very cheap
404 Did your partner support you in | yes
your decision on cervical cancer NO
screening?
405 How frequently did you visit a| <1 year
health care 1-2 years
>5 years
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Part-five Sexua Hedlth risk factors characteristics

501 Age at first sexual intercourse?
503 Do you have the Previous history of | yeg
: NO
contraceptive use
504 If “Yes” for question 503 do you ever | yeg
use oral contraceptive? NO
505 If you used OCP, for <5 years
How long? o years
>5 years
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10.4ANNEX IV

10.4.1 PATICE % 1R oML P
TG Th& - THI (G4
Con:-
N2NTINTIFNAP LA TCOLLLICTIVA TGN TACICLICL-aoM TG CUTVA TGN T
NCP L avg°Covd- ICNHL PHHATCOLLN G V1. P T INACH RN ANNLA-LOD-OT
PGt

M5 LOTAT N,
ABMSANLVCHTTUTC ASNANNRLNC L VNLAONMSG 18 P10 7 H I WG 4
MNao®hANP TTGEIPNACHTTRENAANLPELNNALNTMPAD.CONAL TG TALLL]
AP 7LU7°CI0ACAB 2P INTTT .M P o110 hHL VN 3T TG EA L Aav AT
Ghao NS VNS PTG EThATT T TGEALNANT6L L LT T TP I AT % TR 7 5.U-9°
LA NACHCTL.MNP D TAIAR A FA V-

ANTY:-

201NN IFNAPEAATPTLLLICTIVATMENTACI LI L-ao M TG CTTVA TGN T
ACP L a9°Cavld- ICNFL SHHATCTLL TG UL P T INACH RSN AN LN D-0T
NPG @

PLI°Fn-tA:-

PATI° 1T DL P E T4 Lav-NPAT LENNAN@.ATVNLAT O 7T 4 £ O+ PbLaomB PN
M+ T 2MGBEF AT ANL TN PAOMLEAL COG LN PAaoMEE  20-
25 L& PLMNSA:NTINT -0 2020 coMPPPoLPTALIPGA::

A ML L@ LULOAMD-TPI°:-
ATMELDPTHFTPIPALT LD LTAN:TICT TG ENTN LN AP TG RO -9
AF&PEThTIVA TGN TAC ICOHL PHENT O TAD -+ 1A 718.U-9°P 7100 1.5 7O C
I°Cavl-NT1L L0 I T VBT PTFATIOP LLEAA: LVIPVTIADERN P TAGETALLNTTY
07 ENTACALLILNGTNLNG L L CEATCOIVATRATNTNCDLCTTIATONANAAC
I°BA 78O0 LLAN:ANMTavlBI° 79 h &1 e TIHNNG LA LN LA 1T 1ICT 77T T
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FO.I°P TG =TT &NTVA TR TNC ICT L SHAND. T L& TI°VC T LANA:: PTGk
@O.M Ao AN T OAEAL AL

TGEALANTAPTLTAD. TS T -

NTGEALaATGI° T A 81 TS T A CONT AT TICTTT £ LT 1000 ANNGFT7
ATONEATTANT::

e-tmgeem oo -
PACOTATELOTNGA T TALL T oo\ oA 10.:: AT & F 4T G EA L oo+ I A g
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10.5 ANNEX V
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