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ABSTRACT 

Cervical cancer is the second leading cat1se of cancer deatl1 an1011gst wome11 in 

developing countries including Nigeria where there are no effective scree11i11g and prompt 

treatment of precancerous condition of the cervix. Poor knowledge of cervical cancer a11d 

tl1e risk factor as well as poor t1tilizatio11 of screening services have been sl1own to 

increase mortality and morbidity. Altho11gl1 a lot of research has bee11 co11dt1cted 011

uptake of cervical cancer screening an1ong Nurses and in antenatal clinics, not so mt1cl1

has been documented on utilization of scree11ing services a111011g female public servants. 

Hence, tl1is study was de�igned to investigate tl1e determinants of tl1e t1tilization of 

cervical cancer scree11ing services among fe111ale pt1blic servants in Akt1re, 011do State. 

A cross-sectional design was adopted for the study a11d a sample size ot' 3 I 3co11senting 

wome11 we1·e interviewed using i11terviewer-ad1ninistered stJ:uctured questioru1aire. Tl1is 

sot1gl1t i11for1nation on demographics, screening practice ru1d willingness to be screened. 

Knowledge of cervical cancer was assess.!d ·usi11g a 65point scale. Score gr·eater tha11 or 

eqt1al to 40 was cl1osen as tl1e cut off in deter1nini11g good knowledge. K.r1ovvledge of 

cervical cancer risl< factors was also assessed usi11g a 50point scale. Score greate1· than or 

equal 25 was chosen as the ct1t off i11 determi11i11g good. knowledge. Data wereanalyzed 

t1sing descriptive statistics a11d Cl1i-�quare was t1sed to assess the assr�iatio11 betwee11

categorical variables witl1 le,,el of sigrufica11ce set at 5%. 

Mean age of respondents was 43.9±6.5 years, 49.2% we1·e in tl1eir 4th decade of life .. 

87. 9o/o were 111arried, 79 .2o/o were Clrristians, 67 .1 o/o were senior cadre, 79 .2% l1ad 

HND/BS.c, and 70.8% from a monogamot1s setting.Mean knovvledge score \Vas 

45.1±7.038 witl1 24.9% l1aving good ki1owledge of cervical cancer. Wl1ile n1ean 

knowledge score for cervical ca11cer risk factor ,vas 43.7±6.593 with 75.7% l1avi11g good 

knowledge. 011ly 5.4o/o l1ad ever been screened wl1ile 41.2°/o ,vere vvilli11g to be scree11ed. 

Reasons 111entio11ed for not being screened i11cl Lide little unde1·standing of cervical cancer 

mentioned by 65o/o, Not advised or reconm1ended by a doctor (91.2%), thinkil1g of 110t 

being at risk (88.2°/o), do not kno\v vvhere to go for screening (74. 7o/o ). believe tl1at 

screening is for pron1iscuot1s wo1ne11 (54.'1o/o) .. believe that tl1ey ai·e }1ealtl1y (95.JO/o) ailcl 

have never l1eard of cervical cancer sc1·ee11ing (67 .6o/o) . 
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Majority of respondents who had good knowledge had bee11 screened (p-,,alt1e= 0.011 ). 

wlule otl1ers who had not been screened were willing to have a screeni11g test (p-valt1e < 

0.05). Also, a respondent whose family members have or has had cervica1 cancer were 

n1orewilling to be screened (p-value= 0.048). 

Conclusion 

The poor level of knowledge of cervical cancer and practice of cervical cancer screenu1g 

among the public servant in Akure t,nderscores the need for the provir · on of screening 

services and effective health educatio11 to promote preventive practices and inculcate 

screening culture among the women. 

Ke)"vords 

Cervical ca11cer knowledge, cervical cancer sc1·ee11ing, Risk factors, Willingness, Public 

servai1ts 

Word Count: 479 
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1.0. INTRODUCTION 

1.1. Background of the Study 

CHAPTER ONE 

Cervical cancer is the commonest malignancy of tl1e female genital tract. Tl1e world is facing an 

emerging global epidemic, a rising incidence of cervical cancer in almost all cot1ntries and 

regions of tl1e world. Cervical cancer has claimed n1any lives of women worldwide. Globall)'. 

nearly l .5million cases of cervical cancer are recogi1ized and 85% of these are in developing 

cou11tries like Nigeria. In the developed countJ·ies, the incidence of cervical cancer l1as redLtced 

by over 70% i11 tl1e last 50years while tl1e burden seems to be on th.e rise in developing coL1nt1·ies. 

It is expected tl1at between year 2012 and 2025, the in.cidence of cervical c-�ncer in developing 

countries will rise fro1n 444,546 to 588,922 (Ferlay et al, 2013). 

Cervical cancer is listed among the top five cancers that affect won1en globally (Blackman el al. 

2013). Tl1e crude incidence rate of cervical cancer is 19.3 in Nigeria, 19.9 in western Africa and 

15.8 worldwide. And it 1·anks tl1e second n1ost freque11t cancer among women betwee11 ages 15 

and 44 years of age in Nigeria (An1i11u et al, 2014). 

Accordi11g to the 2014 African cervical cancer M 11Iti indicato1· i11cidence and mortality scorecard. 

out of the 20 cou11tries globally wit)1 tl1e higl1est incide11.ce of cervical cancer, 16 are At'rica11

countries. Easte1n Africa is said to have tl1e higl1est i11cide11ce of cervical cancer. Malawi and 

Mozambiqt1e are globally known to have the l1ighest age standardized incidence 1·ate of 75.9 and 

65.0. (Africa coalition on maternal newbon1 and child health, 2014). In Sub-Saharan Africa� 

about 35 cervical cancer cases are diagi1ose1J for every 100,000 women. compared with only 

about 7 new cases for every 100,000 women in North America. About 23 women per 100,000 

die from cervical cancer in St1b-Sal1aran Afi·ica, com·pai·ed to abot1t 3 per l 00�000 in No11h 

America (CDC, 2014). In su·b-Saharan Africa (SSA) cervical cancer has been under-recognized 

compare to co1npeting l1ealtl1 pt·iorities �ucl1 as 1-IIV / AIDS, tuberculosis a: j Malaria. 111 Sub

Saharan Africa, 34.8 new cases of cervical cancer a1·e diagnosed per I 00.000 won1en aru1ually 

a11d 22.5% per 100,000 won1en die from tl1e disease (WHO, 2013). 
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Futhern1ore, in most Sub-Saharan countries data on the prevale11ce and mortality of· ce1·vical 

cancer are either sparse or unavailable. Only 17 % of Afiican countries have a national 

programme and a specific budget for fighting cervical cancer. And where sucl1 a ce1-vical cancer 

program1ne exists, the effective coverage m� J be low. In addition, those womet1 at the l1igl1est 

risl< of developing cervical cancer may have the most difficult access to care (Catl1e1·ine et.al� 

2015). 

Acco1·ding to a study, about 2.71nillon women between the ages 25 and 64years die dt1e to 

cervical cancer; 2.4million from developing cot1ntries and 0.3million fro111 :t�veloped cot111tries. 

Worldwide a woman dies of ce1·vical cancer every two 1ni11utes (Adefuye, 2006). Tl1e n1orbidity 

and mortality of tlus preventable disease contint1e to remain high i11 developing countries like 

Nigeria, whereas it is declining in developed counti·ies. It l1as been projected tl1at in tl1e year 

2025 there will be 19440 new cervical cancer cases ru1d I 0991 cancer deatl1s in Nigeria (Ferlay 

et al, 2013).Accoi·ding to a study do11e in tl1e University College Hospital (UCH) out of 1942 

total malignancies recorded in 1.he cancer registry in 2007, 353 cases were d.ue to cervical cru1cer 

i11dicati11g a high incidence rate (Ndiko111 a11d Ofi, 2012). Also, about 36.6n1illion Nigeria11

won1en aged � 15years were reported to be at risk of developing cancer o 'the cervix in 2007 

(Al1med et al, 2013). 

Tl1e l1uman papillo111a virus (HPV) is said to be a necessa1-y cause of cervical cancer� commonly 

serotypes 16 a11d 18, wl1icl1 is present in 99.9c,/o of cases co111bined with other 1isk factors st1cl1 as 

oral contraceptive use, smoking, n1ultiparous, early sext1al initiation and multiple sext1al part11ers 

(Ajah et al, 2015).111 Nigeria about 23. 7% of wo111en are estimated to harbo1· the �luman 

Papillo1na Virus (HPV) and the invasive cervical cancers are attributed to HPV subtypes 16 and 

l 8(Fe1·lay et al, 2013). About 40.43millio!.1 women are said to be at risk of df, ·eloping ca11cer and

evidence fro1n epide1niological stt1dies have established an associatio11 between t11is sextially 

transmitted HPV and cervical cancer (WI-10/ICO, 201 O). 

Cancer of the cei-vix is a preventable disease and also is ct1red if detected early (Areviru1 et al. 

2006). A 11umber of studies l1ave proved effective screening programs to reduce the incide11ce of-' 

cervical cancer i11 wo1nen i11 tl1e developed cot1ntries (Horan et al, 2007). Detecting cer,,ical 

cancer in its eru·lier stage is life saving as it reduces cer\1ical ca11ce1· 1·ates by 60-90% (AI11erica11 

2
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cancer society, 2006).The prevention of cervical cancer involves providi11g \videsp1·eua at1cl 

regular cervical screening services for all women wl10 have been sexually active. Tl1is is do11e b> 

the HPV test, Pap smear test or the Visual Inspection with Acetic Acid (VIA) (RTCOG. 2003 ). 

The Papanicolau (pap) smear is one of the essential screening tools for early diagnosis of 

ce1"Vical cancer and most effective preventive measu1·e (WHO, 2006). In developing cotl11tries 

like Nigeria where knowledge and awareness of cervical cancer is lin1itea, it is unlikely for 

women to access screening services ai1d cases are presented at advanced stages. Tl1e American 

cancer society reconunends screening from age 2lyears (American Cancer Society, 2012). 

The differe11ce in the incidence of cervical cancer in developed and developing countries is the 

l1igh level of awareness, utilizatio11 and the availability of screening facilities in developed 

countries. 

I 
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1.2 PROBLEM STATEMENT 

Cervical cancer is tl1e second most common cancer worldwide after breast can.cer, with a global 

esti1nation of about 530,000 new cases and 275,000 deaths each year (Bray el ctl� 2012). Eacl1 

year approximately 14,089 women develop cervical cancer and abot1t 8240 won1en die from 

cervical cancer in Nigeria (WHO/ICO, 2014). In Nigeria, the national incidence of cervical 

cancer is 250/100,000. Human papilloma vi111s (HPV) prevalence is about 24.8%. (Alm1ed el c1!, 

2013). In recent times, statistics available 11ave show11 tl1at in Nigeria, cervical cancer accounts 

for about 1 Spercent of female cancers as con1pared to 3.6 percent in developed cot1nt1·ies. 

Co11sequently, cervical cancer kills a woman every hotrr in tl1e country (An1osu et al, 2011). 

In a study conducted among nurses at Nnamdi Azikwe Uriiversity Teaching 1-Iospital, only 5.7o/o 

of 11urses have ever been screened (Udigwe, 2006). In anotl1er stttdy conducted at the Unive1·sity 

College 1-Iospital, Ibadan on tl1e t1tilization of screening se1·vices, out of a total number of 503 

11t1rses only 34.6% nt1rses have ever been screened (Arulogt111 and Maxwell, 2012). 

111 developi11g cot1ntries of tl1e world like Nigeria, a large nt1mber of wome11 are diagnosed i11

advanced stages with poor st1'°vival rates (Sankara11arayan el. al, 200 l ). This n1ight be due to 

i·neffective screening facilities. poo1· knowledge ai1d aware11ess. The negative l1ealtl1 seel<.i11g 

bel1avior of wo1nen can also lead to tl1e �001· utilization of tl1e scree11ing fa"ilities. Currently in 

Nigeria, less than I Oo/o of won1en have eve1· l1ad cervical screening (WHO/ICO, 2010). 

Cervical cancer is co111mon among Nigerian women witl1 a national age standardized incidence 

rate of about 33.0 cases per 100,000 wo111en 1er year ru1d 60% of Nigerian vvomen live i11 rural 

areas with no access to screening (Fe1·lay, 2014). A.ccordi11g to the Wo1·ld Health Organization. 

Nigeria does not have a widely spread Natio11al cei"ical cancer policy and sufficient sc1·eeni11g 

facilities, thereby n1ost wo1ne.11 come to tl1e l1ospital at advanced stages (WHO� 2012). 
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1.3 JUSTIFICATION 

Cervical cancer is a major Pt1blic I-Iealth issue. Majority of wome11 are ignorant and u11avvare of· 

cervical cancer prevention program and the utilization of screening services. Most of tl1ese 

won1en do not use the services because tl1ey are not knowledgeable abot1t tl1e i111portance of

screening. Studies conducted in various parts of the world have documented high 1norbidity and 

mortality rate among won1en a11d it is of great i1nportance to determine tl1e perception. 

prevention and utilization of the screening facilities among tl1ese women in other to i11forn1 tl1e111 

on tl1e risks associated with the disease. 

Though studies l1ave been done on cervical cancer and these studies vve1·e can·ied out a111011g 

l1ealth care workers, won1en attending the antenatal/gynecology clinics bttt very few studies have 

been carried out among other female professionals n1ore so among fen1ale public servants 

working in variot1s mirustries. 

Cervical cancer is a preventable disease when it is discovered early (p1·e-invasive stage) and there 

are effective methods of treatm.ent for pre-invasive ce1·vical cancer, screening is known to redt1ce 

the incide11ce and mortality of invasive cancer of tl1e cervix. To ensure tl1at most women benefit 

frorn cervical scree11ing services, most developed cot111tries l1ave put in place effective screeni.t1g 

programines. This is not tl1e case in most developing cot1ntries like Nigeria. However. screening 

levels ren1ai11 low at just 3 .2 pe1·cent runong ,:1 ·omen aged 18-69 years compared with 70 percent 

of wo1nen in tl1e developed world (WHO 2010). 

Tl1erefore, a stt1dy 011 tl1e dete:·minants of the utilization of cervical cancer screening services 

an1ong fetnale public se1-va11ts i11 various n1i11isti·ies stands to enlighten these women on the 

knowledge of cervical cancer and tl1e i1npo11:ance of screening. Further1nore. tl1e findings of this 

study will also i11fo1·111 the Ministry of l-Iealth who are policy n1akers to inclt1de cervical cancer 

screening at the point of entry during rec1 ·uitment i11 the state and to organize sen1i11ars in order to 

create awareness of cervical ca11cer and tl1e imnortru1ce of scree11ing for all won1e11 in the state. 
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1.4 RESEARCII QUESTIONS 

1. Wl1at proportion of female public servants in the various Minisn·ies has kno\vledge abot1t

cervical cancer and tl1e screening services? 

2. Wl1at proportion of female public servant has been screened for cervical cancer?

3. What are the facto1·s i11flt1encing tl1e utilization of the screeni11g services among fen1ale

public servants in tl1e variot1s n1inist1·ies? 

4. Wl1at propo.rtion of tl1e female public servants is willing to utilize screening programs?

5. Wl1at are tl1e prevalent risk factors of cervical cancer among female public servants?

1.5 OBJECTIVES 

Tl1e stl1dy assessed tl1e utilization of cervical cancer sc1·eeni11g services and the determinants 

among fe111ale public servants working in Akure, Ondo state. 

1.5.1 SPECIFIC OBJECTIVES 

l. To assess tl1e knowledge of cervical ca11cer and sc1·eening services among fe1nale civil

serva11ts. 

2. To detern1ine the proportion of women usi11g and willing to make use of cervical cancer
• • 

screening services. 

3. To deter111ine tl1e prevalence of risk factors for cervical cancer among the fe1nale civil

serva11ts. 

4. To deter111ine tl1e factors influencing tl1e t1tilization of tl1e screening services.
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CHAPTER TWO 

2.0 LITERATURE REVIEW 

2.lPathophysiology of Cervical cancer

Tl1e cervix is tl1e lower, narrow end of tl1e uterus (a l1ollow, pear-shaped organ where tl1e foetLlS 

grows. The cervix leads from the uterus to the vagina (National cancer i11stitt1te, 2015). 

A thin layer of tissue made up of cells covers a womru, 's cervix ru1d these healtl1y cells gro\,v .. 

divide and are replaced. Cervi'"'al cancer occurs fron1 t1ncontrolled growth of abnormal cells in 

the cervix. When cells of the cervix start to cl1ange ru1d become abnom1al, it is called dysplasia 

of the cervix or cervical dysplasia. Dysplasia is a pre-cancerous condition, \\·hich 1neans tl1e cells 

are 11ot yet cancerot1s bL1t there is a high chru1ce of beco1ni11g cervical cancer. Dysplasia of tl1e 

cervix can be treated if detected early. Cancer cells divide rapidly and spread to other organs. 

tl1en eventually form a inass of tissue called a tumor (Canadian cancer society, 2015) . 
• 

Cervical cancers begin in the cells in the transfom1ation zone. These cells do not suddenly 

change ii1to cancer; instead the norn1al cells of t11e cervix frrst gradually develop pre-cancerous 

cl1anges tl1at tun1 into cancer. The n1ain types of ce1·vical cru1cers are squru �-ous cell carcinoma 

and adenocarcinoma. Most cervical cancers about 9 ot1t of 10 are squamous cell ca1·cino1nas. 

Tl1ese cancers form fro1n cells in tl1e exo-cervix a11d Squrunous cell carcinomas most often begi11 

in the transfonnation zone (whe1·e tl1e exo-ce.rvix joins the endo-cervix). Most of tl1e other 

cervical cancers are adenocarcino1nas. Adenoca·rcinomas are cancers that develop from gland 

cells. Cervical adenocarcinon1a develops fron1 tl1e mucus-producing gland cells of the endo

cervix (America11 ca11cer societ), 2014). 

The cha11ge fron1 cervical pre-cancer to ce.rvical cancer L1sually takes several · �ars .. but it ca11 also

l1appen in less than a yea1·. For n1ost women, pre-cancerous cells go away \\rithout any treahnent 

but in some won1en p1·e-cancers tur11 i11to invasive cancers. Tl1e stratified squamous epithelium 

coveri11g the cervix provides protection fi·om toxic substances and i1uection. Tl1e top layers are 

continually dyi11g and slot1ghing off bL1t it is n1aintai11ed by the constant and orde1·ly foi1natio11 of 

new cells in tl1e basal layer. However, in the presence of persistent I-IPV ( l1t1111a11
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papillomavirus), infection and other cofactors, such as, early sexual activity, n1ultiple 

pregnancies, long-term use of oral contraceptives, the n1etaplastic squa111ot1s cells of tl1e 

transforrr1atio11 zone take on an abnormal appearance, cervical squamot1s pre-cancer ( dysplasia) 

These cells later multiply in a disorderly manner typical of cancerot1s c11a11ge to J)rodt1ce 

squamous cell carci11oma. During puberty, pregnancy and in women using oral contraceptives, 

t11e transforrr1ation zone on the ecto-cervix is enlarged (WHO, 2006). 

2.2 Burden of cervical cancer 

Cervical cancer is the second most con1mon cancer among won1en worldwide and is tl1e leading 

cat1se of cancer deaths in developing cot1ntries. In 2008, it was estin1ated that 529,409 new cases 

occu1Ted globally, witl1 274,883 of tl1e won1en (52o/o of cases) dying. Of the total new cases eacl1 

year, about 86% occur i11 developing cot111tries, where unfo11U11ately 80-90% of cervical cru1cer 

related deaths occur (GLOBOCAN 2008). With tl,e peak age of cervical cancer being 35-45 

years of age, it claims the lives of women u1 the prime of tl1eir life wl1e11 they may be raising 

children, caring for the family, and contribtiting to the social and eco11omic life of tl1eir 

commu11ity. 

In sub-Saharan Africa (SSA) the n1agnitt1de of the problen1 l1as been under-recognized ar1d under 

prioritized co111pared to con1peting healtl1 priorities st1cl1 as HIV & AIDS .. tuberculosis and 

1nalaria. In sub-Sal1aran Africa, 34.8 11ew cases of cervical cancer are diagnosed per 100,000 

women annually ru1d 22.5% per 100,000 wo1nen die from tl1e disease (WHO 2013). This is due 

to lack of epidemiological data and poor aware11ess, lack of l1uman and financial resot1rces .. 0011-

existent cancer se1�vice policies and lacl< of political wi 11 to address the co1nplex p1·oblem (Denn)· 

et al, 2006; Parkin et al, 2008). 

2.3 Cervical Cancer Screening 

Cervical cancer screening is acknowledged a� cu·rrently the n1ost effective approach for ce1-vical 

cancer control, and it is associated with redt1ced i11cidence and mortality from tl1e disease (Lyiino 

et al, 2012). 

Cervical ca11ce.r screeni11g is tl1e 111ost preve11tive measure a11d the purpose of the screening is to 
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detect tl1e early pre-cancero11s conditions and treat them before they develop into i11vasive 

cervical cancer (Boscl1 et al, 2002). Among all cancers, cervical cancer can be said as t11e only 

type that can be totally prevent d if there is regt1lar screening and treatment at the pre- cancerous 

stage (Bosch et al, 2002). There are several methods available for detection of several forms of 

pre-cancers and tl1ese include direct visual inspection of the cervix aided by acetic acid ru1d 

iodine (visual inspection witl1 acetic acid [VIA] and visual inspection with Lugol's iodine 

[VILI]), whicl1 causes recognizable colour changes. Other screening techniques, like C}rtolog) 

( conventional Pap smears, liq11id- based cytology) and HPV DNA testing� and treatment of pre

cancer using cryotherapy or the loop electrosurgical excision procedure (LEEP), are helpful in 

reducing tl1e burden of cervical cancer (Bosl1 et al, 2002). 

Cervical cancer is however easily detectable and c1rrable in its early stages. Unfortunately. only 

5% of women in developing countries undergo screening for cervical cancer con1pared to o, er 

40% in developed countries, and 70% or higher in countries that have sJ1own marked reduction 

in incidence and prevalence of cervical cancer. It is therefore not surprising that in Africa� \v here 

screening rates are very low the majority of women present at late stages \\11tl1 invasi,,e and 

advanced disease. Women sl1ould be screened at every opportunity of contact with a l1ealtl1 

professional eitl1er at postnatal clinics, STI clinics and gynecological clinics. For \\ omen \\-'ho are 

sexually active, annual screening from age 18 to 35 years is advised: thereafter every 3 to 5 

years. provided tl1e test result remains negative (WI-IO. 2006) In developed countries the 

prevalence and mortality of cervical cancer has fallen bet\veen 30°/o and 75°1
} because resources 

are allocated to prevention initiatives (Clifford et al. 2005). Howe\er. the succes� ot' cen1ical 

cancer screening depends on high participation of \Von1en. \vhich is also deter111ined b, tl1e 

v.'omen's knowledge, perceptions, attitudes and other socio-cultural issue . 
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Tl1e ltlgl1 incidence a11d prevalence of cervical cancer in developing cot1ntries such as Nigeria is 

quite alanning and ru1 example is a pilot study in Jos� Nigeria, which reported an estin1ated 

rumual i11cidence rate of cervical cancer in 77 /1,000 women with mo·rtality of 3000-8000 

(Obafunwa et al, 1999; Olaleye , 2011 ). These estimates gotten from the pilot study in Jos is 

much higher than those of the United States. The uptake of Pap smear test in Nigeria is very low 

even a11d also in othe1· developing countries •,hich contributes to tl1e reported levels of cervical 

cancer and its morbidity (Khalid , 2009). It has been reported that almost two thirds of cen ical 

cancer cases in Nigeria present at stage III or later, and that a single one time screen could 

potentially save n1ore than 6,000 wo1nen annually (Adewole , 2005). Various reasons have been 

suggested for the low utilization of Pap smear test screening in Nigeria. The two main reasons 

are lack of awareness and poverty (Obiechina , 2009). 

Further1r1ore, a strong relationship between poverty and incidence or prevalen.ce of cervical 

cancer in low-income countries in Africa, such countries including Nigeria with high incidence 

of cervical cancer, were reported to have lower rates of screening. Some investigators concluded 

that increased awareness might not translate into increased utilization .. because studies among 

healthcare workers, medical students and physicians, vvho have a high level of a\vareness in 

igeria, have demonstrated a lower level of utilization tl1an non-healthcare wor1'.ers (Oyebode A. 

2004).ln a study condt1cted in Enugu it was found that the utilization of tht subsidized cen icaJ 

cancer screening service is very poor (Leonard et.al, 2003). 
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2.4 SCREENING METHODS 

2.4.1 Exfolativecervico-vaginal cytology: Also known as the Pap smear screeni11g techniqt1e 

l1as been used from as far back as 1927 when papanicolau was introduced and for many years 

been i11 use. For many years the Paparticolaou (Pap) smear has been the gold standard method of 

cervical cancer screening. 

In this technique, Pap smear collection is obtained from the cervix and the endo-cervical canal .. 

Samples taken are then smeared on a slide, wl1ich is then fixed with cytology fixative. The 

inaccuracy of tl1is test is about 5% to l 0% cases, which has been related 1vvith \.vrongfully taking 

the sample due to poor technic of sample collection. Pap smear screening has proven to be tl1e 

most successful metl1od of detecting cervical cancer and has helped in decreasing morbidity and 

mortality brougl1t about by cervical cancer. (Nouvo, 2001 ). The Pap smear has remained the 

most effective cervical screening test for use in population screening programs in high and 

medium resourced countries (International Agency for Research on Cancer. 2005). 

2.4.2 Liquid based cytology: Sample collection method is similar to that of the conventional 

Pap smear method although a special sample-collecting device that collects exfoliated cells fron1 

transforrnation zone of tl1e cervix. (American college of obstetricians.. 2009). The de,·1ce is 

placed in a vial that contains preservative that contains l1emol)1ic and mucol)'1ic agents 111 this 

technique there is even distribution of cells \vith reduced cellular debri::, and Rsc· s i11 tl1� 

sample, this has highly decreased the incide11ts of positive false diagnosis ol ... cytolog1cal at. p1a 

and is better at detecting squamous abnor111alities. (Kerka, 2006) 

United states survey of 2003 indicated thrlt the liquid based cy1ology (LBC) 1t.;chn1que ,�as tound 

to be more comn1onl)' used compared to tl1e pap screening techniqut! ,vitl1 o,,er 90o/o of' 

obstetrician-gynecologists and pl1ysicians preferring it to Pap �mear scret!ning. ationall_ 

representative studies sho\ved that among outpatients ,risitors bet\\een 2006-2007 an 

approximate of 70% V.'ere tested using the liqt1id based cytology making it the most con1n1011 

method of screening presently. (Hing, 2011) 
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2.4.3 Visual sc1·eening: Tl1is type of screening involves direct inspection of tl1e cervix vvitl1011t 

taking of sa1nples and altl1ot1gl1 it is less tedious in terms of preparatio11 a11d i11spectio11 it is 

considered to be less accurate in identifying precancerous conditions. However with tl1e t1se of 

acetic acid (vinegar) tl1e precancerous cells temporarily turn white when exposed to the solution 

therefore making it easy to identify them. In other cases iodine-based solution is used which 

turns normal cervical cells brown and the abnormal cells remain yellow or unstained 1naking 

tl1em clearly visible. Tllis l1as made Visual inspection with added solt1tions is quite reliable in its 

use as compared to pure visual screening without use of any agent. (PA TH'I 2000.) 

2.4.4 HPV DNA Screening: Aimed at detecting higl1 risk HPV types 16 .. 18, 31, 33 .. 35. 39 .. 45. 

51, 52, 56, 59 and 68 which are often associated with high grade cervical intraepithelial 

neoplasia (HSIL) and invasive cancer in the cervix. Technics available in this metl1od ot· 

screening include souiliem bolt hybridation, which is said to be a laborator,' gold standard. It is 

ho\ve,,er laborious and tedious and not very suitable for clinical use because it demands for use 

of fresh tissue which is not easy to conduct especially in mass screening programmes. A more 

suitable tecru1ic l1as been use of Hybrid capture 2 assay which is mostly used in HPV ON.\ 

screening. Samples for the screening are ob-.ained from cell suspensions acquired from liquid 

based cytology or 11se of the cytocervical brush (Kerkal&Kulkarmi. 2006 ). 
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2.5 Factors Influencing cervical cancer screening uptake 

Several factors influencing cervical cancer screening have been repo11ed. Tl1ey include: lack of 

awareness, age and marital stah.1s, inadeqt1ate access to l1ealthcare facilit)' dt1e to poor 

infrastructure, unawareness among the l1ealth care providers in rural areas regardi11g in1portance 

of early diagnosis and treatment (Singh S and Badaya S, 2012). Other factors include; existence 

of alternative medicine, deficie11t economic and n1oral support from husband and family a11d an 

inappropriate demand for providing cervical cancer sc1·eening from the potential beneficiaries 

(Basu P and Chowdl1ury D, 2009). 

2.5.1 Demographic characteristics 

Demographic characteristics include education, age a11d marital status. Several studies 11ave 

found tl1at women with high screening rates l1ave a higl1 level of education (Liao C et al 2006� 

Femru1dez et al 2009). However, women with high education may not necessarily seek screeni11g 

(Abotchie and Shokar 2009) tl1us, additional factors 111tisl be considered. Regarding age rates of 

screening are lower in you11ger women aged 20-29 years and elderly women aged 60 years and 

above (Cyril et al 2009). In a study it was found that unmarried and widowed women a1·e less 

likely than married wome11 or wo1nen living with a partner to obtain screening (Liao et al 2006). 

In additio11, so1ne studies have found tl1at single wo111en a1·e n1ore likely than married women to 

l1ave pap sc1·ee11ing (Cyril et al 2009). 

2.5.2 Level of kno,vledge 

W 0111en's knowledge on cervical cancer and its risk factors have been listed as a key facto·r

influencing uptal<e of screening, W 01nen vvith low levels of knowledge abot1t cervical cancer and 

its prevention are u11likely to access screening services. A stt1dy in Moshi Ta112ru1ia lool<.111g at tl1L 

most important factors related to tl1e uptake of screening a111011g 354 wom�n aged beffiee11 18 

and 69 revealed that, more tl1a11 l1alf (59.6%) of tl1e participants had a low level of knowledge oi� 

cervical cancer and its preventio11. The study also showed that those witl1 tl1e l1ighest level of 

knowledge about cervical cancer a11d its prevention were 111ore likely to be screened tha11 those 

with low or n1edium level of knowledge (lyin10 and Be1·an, 2012). 
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In another study in Ghana among college students on k.r1owledge and health beliefs on cen1ical 

cancer. Human papillomavirus is the most important risk factor for developing cervical cancer 

according to t11e American cancer society yet only 7.9% of the participants in the stt1dy knew 

about HPV (Abotcl1ie and Shokar 2009). Also in Uganda, a study on influences on uptake of 

reproductive health services in Nsagi community and their i1nplications for cervical ca11cer 

screening found ignorance about cervical cancer risk factors as one of the n1ajo1· bru·riers to 

screening uptake (Mutyaba el al, 2007). 

In a cross- sectional study done in Kenya among 3 84 female primary scl1001 teachers on 

awareness of cervical cancer risk factors and practice of Pap smear testing 87°/o of the wome11 

were aware about cervical cancer and 75% knew about the Pap smear test. (Ombecl1, el al 2012). 

Another study do11e in Thika among 498 won1en on facto1·s affecti11g uptake of cervical cance1·, 

lacl< of aware11ess of cervical cancer and the benefits of eru·ly detection meast1res were reported 

as critical barriers to screening. In tllis study, about 17.3% of tl1e wornen had ever gone for 

cervical cance1· screening (N gugi, et al 2012). 

In a study in Lagos among nurses found that 99% of tl1e responde11ts were aware of cen ical 

cancer, 92o/o of the respondents were also aware of a 111ajor risk factor (l1uman papillomavirt1s). 

(91 %) were aware of Pap sn1ear as one of the screening techniques of cervical cancer but most 01· 

the1n had 11ever done tl1e screening. 

2.5.3 Socio-cultural factors 

Several socio-cult11ral factors are associated with low uptake of cervical cancer scree11ing 

services. They i11clude myths/perceptions st11Tounding the disease and test, wome11' s lack of 

ability to make decisions, lack of social support and traditions/customs that are still practiced i 11

the comn1unities. For instar1ce, 1nen are considered to be tl1e leaders of the family and si11ce the 

women lack tl1e ability or right of decision 1n?'cing, tl1e l1usband serve as key decisio11-make1· and 

may prevent the woman from seeking scree11ing se1·vices (Singh KK et al 1998). Tl1e role of 111en 

may thus, be important in determi11ing wome11's access to screening for cervical ca11cer. 
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Otl1er cultural barriers may lead to negative opinions about screening inclt1ding co11cem abottt 

exposure of private body parts (Hummeida, et al 2009). The gender of the l1ealtl1 worker \Vl10 

perforins tl1e Pap smear test also matters therefore, n1ay be important '1vhic11 n1eans only fen1ale 

health workers will be allowed to do the screening (Bener, et al 2001). 

A study carried out in Nigeria among 846 women in Owerri, South -Eastern Nigeria establisl1ed 

that 52.8% of the women l1ad heard about cervical cancer and only 7 .1 o/o had ever do11e a Pap 

smear. In this study, 11.6% of tl1e respondents reported fear of positive results as a reason for 11ot 

taki11g the Pap smear test (Ezem, 2007). 

2.5.4 Socio-economic factors 

Studies have found that the clash of economic activities with clinic appointment ti111es can lead 

to low uptake of cervical cancer screening. Poverty is also 011e of the facto1·s associated with low 

uptake si11ce the cost of scree11ing has been found to be higl1. For instance a study in Cru11de11 

London amo11g ethnic Somali women found that the clash of clinic appointment time with 

market days and child care needs were associated witl1 low uptake of screening (Abdulahi et al., 

2009). 

In Kenya a study done in Eldoret at the Moi teaching ru,d refen·al hos·pital found tl1at 11.4% ot� 

the participa11ts lacked the fi11ances to pay for the test a11d tl1ey identified this as tl1e reason tl1e� 

do not go for screeni11g. Tl1e study was condt1cted a.111ong 219 wome11 atter .iing the MNCH-FP 

clinic at tl1e hospital (Were et al., 2012). 

2.5.5 Accessibility 

Long distances to the cervical cancer scree11ing services reduce the likelihood of vvon1e11 

accessing screeni11g (Jo W et al 2009). A cross-sectional, comn1unity-based st1rvey re,,ealed that 

poor transportation is an additional p1·oblem (Bener et al 2001 ). 

In Ba11gladesl1, a study on conunt1nity perceptions of cervical cancer t, 1d cervical cance1· 

screening among 220 111en, women and childre11 fot111d that low priority for seekii1g l1elp fo1· 

symptoms, lin1ited availability of l1ealtl1 services were among the most common barriers to 

screening(Ansiilk,eta/2008). 
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2.6 CERVICAL CANCER RISK FACTORS

2.6.1 Human papilloma virus infection 

The most important risk factor for cervical cancer is the hwnan papilloma vin1s (HPV). I-IPV is a 

group of more than 150 related viruses, some of which cause a type of growth called papillo111as. 

wl1ich are more commonly knowi1 as 1,1,arts. HPV can infect cells 011 tl1e stirface of the skin, a11d 

tl1ose lining the genitals, anus, mouth and throat, but not tl1e blood or inte1·nal organs such as the 

heart or lungs. A woman must be infected with HPV in order to develop cervical cancer becat1se 

it is a necessary cause of the disease. This can n1ean infection witl1 any of the L1igh-risk types. 

HPV 16 and 18 that causes almost all cervical cancers (Gl1aroro a11d lkeanyi. 2006: WHO. 2006 ). 

HPV can be spread from one person to another during skin-to-skin contact. One major way 1-IPV 

is spread is throt1gl1 sex, including vagi11al, anal, and even oral sex. Certain types of HPV may 

cat1se warts on or around the fe1nale and male genital organs and i11 the anal area. These are 

called low-risl<: typesof HPV because they are seldom linked to cance1·. Otl1er types of HPV are 

called l1igh-risk types because , riey are strongly Linl<:ed to cance1·s, including cancer of the cervix, 

vulva, and vagina in women, penile cancer in men, and cancers of tl1e antis, mouth_ and throat 111 

both me11 ru1d wo111en. Infection witl1 HP'! is commo11, and i11 1nost people tl:.:: body can clear tl1e 

infection by itself. While i11 some people the infection does not go away and becomes chronic 

(America11 cru1cer society, 2014). 

2.6.2 Smoking 

When someone smokes, tl1ey and those aroL111d tl1em are exposed to risk of many cancer-causing 

chemicals that affect organs otl1e1· than the lungs. Tl1ese l1armful substances are absorbed tlu·ottgh 

tl1e lungs and carried i11 the bloodstrea111 tl1.rougl1out tl1e body. Women who sn1oke are about 

twice as likely as non-s1nokers to l1ave cervical cancer. Tobacco by-products have been found in 

the cervical mucu.s of won1en who s111oke. These substances are said to damage the DNA of 

cervix cells and 111ay contribute to the developn1ent of cervical cancer. Smoki11g also n1akes the 

immune system less effective in figl1ting HPV infections (An1erica11 cancer society, 2014). 
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2.6.3 lmmunosuppression 

Hu1nan i1nmunodeficiency virus (HIV), tlus ·irus causes AIDS, it dan1ages tl1e jmmune systen1 

and puts women at higher risk for HPV infections. This nlight explain why wotnen with AIDS 

have a higher risk for cervical cancer. The immune system is important in destroying cancer cells 

and slowing thei1· growtl1 and spread. l11 women with HIV, a cervical pre-cancer might develop 

into an invasive cancer faster than it nortnally would. Another group of women at risk of cervical 

cancer are those taking drugs to s11ppress their immune response, such as those being treated for 

an autoimmune disease (in which the immune system sees the body's own tissues as foreign and 

attacks them, as it would attack a genn) or tl1ose who have had an organ transplant (American 

cancer society, 2014; Gr11licl1 et al, 2007). 

2.6.4 Chlamydia infection 

Chlamydia is a relatively comn1on kind of bacteria that can infect the reproducti\'e systen1. It is 

spread by sexual contact. Chlamydia infection can cause pelvic infla(Tlmation� leading to 

infertility. Some studies have seen a higher risk of cervical cancer in women "vhose blood test 

results show evidence of past or current chlamydia infection (compared \vith ,vomen wl10 l1ave 

nor111al test results). Women who are it1fected with chlamydia often have no symptoms In fact. 

they may not know that they are infected at all unless they are tested for chlamydia during a 

pelvic exam (American cancer society, 2014). 

2.6.S Diet Io,v in fruits and vegetable 

Women whose diets don't include enough fruits and vegetables may be ut increased risk. of' 

cen1ical cancer (American cancer society, 2014 ). 

2.6.6 Long-term use of oral contracepti, c (birth control pill ) 

There is evidence that taking oral contracepti\'es (OCs) for a long tin1e increase� the risk o1 

cancer of the cervix. Research suggests that tl1e risk of cen'ical cancer goes up th� lo11g�r u 

woman takes OCs, but the risk goes back do,,,11 again after the OCs are 'topped. ln one 
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study, tl1e risk of cervical cancer was doubled in women who took birth control pills longer than 

5 years, but the risk returned to 1101mal IO years after they were stopped. 

Tl1e American Cancer Society believes that a woman and her doctor should discuss whetl1er the 

benefits of using OCs outweigh the potential risks. A woman with n1ultiple sexual part11ers

should use condoms to lower her risk of sexually transmitted illnesses no matter what other for111 

of contraception sl1e uses (Alnerican cancer society. 2014). 

2.6.7 Multiple Pregnancies (Multiparous) 

Women who have had 3 o·r n1ore full-ter1n pregnancies have an increased risk of developing 

cervical cancer. One theory is that tl1ese women l1ad to have had unprotected intercourse to get 

pregnant, so they may have had n1ore exposure to HPV. Also, studies have oointed to hom1onal 

changes during pregnancy as possibly making women more susceptible to HPV infection or 

cancer growth. Allother reason is tl1at pregnant women might have weaker immune systems� 

allowing for HPV infection a11d cancer growth (American cancer society, 2014). 

2.6.8 Early sexual initiation and first full-term pregnancy at age younger than 17 

Women who were younger thai1 1 7 years at fust sex are more exposed to a lot of se'Xual panners 

This young women who have had their first pregnancy younger than 17 years are almost 2 ti1nes 

more likely to have cervical cancer later in life than women \Vho waited t get pregnant until 

the)' were 25 years or older (American cancer society� 2014). 

2.6.9 Poverty 

Po,,ert)' is also a r1s1' factor for cen teal cancer �tan) lo,,1-income \Vo men do not l1a,,e read, 

access to adequate health care services, inclt1ding Pap test . Thi� means the)' n1a)r not gt:t 

screened or treated for eel"\ icc..l pre-cancers (An1erican cancer oc1ety .. 2014; f\bdulahi et tr/. 

2009) 
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2.6. 10 Family history of cervical cancer 

Cervical cancer may run in some families. If a mother or sister had cervical cancer, the chances 

of developing tl1e disease are 2 to 3 times higher than if no one in the family had it. Some 

researchers st1spect that some i11stances of this familial tendency are caused by an inl1erited 

condition that makes some wo1ne11 less ab.le to fight off HPV infection than others. In other 

instances, women fi·om tl1e same family with a person already diagnosed could be more likely to 

have one or more of the other 11on-genetic risk factors (American cance1· society, 2014 ). 

2.6.11 Multiple sexual partners 

Women who l1ave had many sexual partners are more likely to be infected with HPV, w11icl1 is a 

necessary cause of cervical cancer but a woman who has had only one sex partner can still be 

infected if she has a part11er who has had many sex partners or if her partner is an uncircumcised 

male. 

Waiting to have sex at older age can help avoid I-IPV. It also helps to limit tl1e number of sex 

partners and to avoid having sex with someone who bas had many other sex partners. Although 

the virus most often spreads behveen a tnan and a won1an. HPV infection md cervical cancer 

also are seen in women who have only had sex with other "vomen. Someone can ha\ e 1-IPV tor 

)'ears and still l1ave no syn1ptoms. which means someone can pass the virus "'tithot1t k.nO\.\ing it 

(American cancer society, 2014). 
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2.7 CONCEPTUAL FRAMEWORK 

Healtl1 Belief Model is a conceptual frame\vork with three major components as it relates to 

d.etenninants of cervical cancer and utilization of screening services.

The three major components of the health belief model are: individual perception; modifying 

factors; and the variables affecting likelihood of action: 

- Individual perception: perception is the process of becoming aware of objects, qualities

or relation by the way of sense organ. The individual's perception of being at risk of 

cervical cance1· will motivate tl1e person to preventive services. 

- Modifyi11g factors: these are variables tl1at cl1ange or improve like I il1ood ot .. action. -r l1e)

include den1ographic variables, level of education, location of health facility, mass 111edia 

etc. They affect perc ·ption of threat; increased knowledge will result in correct 

perception of threat based on scientific knowledge of cervical cancer. 

- Likelihood of action: an individual will take action if she understand_ that there is a need

and that tl1e particular action will help in meeting the need. Also if barriers to the 

utilization of sucl1 services are minimized. 

- Since cervical cancer is not usually noticed until late stage the call to go tor screeni11g

seems to be ignored. 
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Figure 1: HEALTH BELIEF MODEL ADAPTED FROM STANHOPE AND LANCASTER. 

(Ndikom and Ofi, 2012) 
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CIIAPTER3

METIIODOLOGY

3.1Dcscription of Study Arca

Tl1e study area is Akure, Ondo State. T11e state l1as/comprises 18 local Government areas. Ondo

State is divided ii1to tl1ree zo11es, Ondo Nortl1, Ondo Central and Ondo Soutl1. (Sot1rce: Ondo

State Local Govemn1ent Commission, Akure, 2009). Ondo state l1as a total populatio11 of

3,440,000 according to the 2006 census. Ondo state is bot1nd to the East by Edo State, in tl1e 

North by I(ogi State, in the West by Oyo and Ogun State and in tl1e soutl1 by the Atlantic Ocean 

witl1 Akure tl1e State Capital. 

The state civil service has about twenty-one (21) Ministries and agencies in tl1e state. 111 Ondo

state, tl1e total population of tl1e Public servants is about 53000. 

TI1ere exists four specialist hospitals in Ondo state and they are located in Akure, Ondo, Ilcare

Al<ol<o and Okitipupa. Tl1ere a1·e eighteen (18) comprel1ensive l1ealth centres comprising one in 
• 

eacl1 of tl1e 18 local govcrnn1ent areas tl1at makeup Ondo state and tl1ere are Basic l1ealtl1 centres 

(primary l1ealtl1 care facilities) across the villages. In addition to the healtl1 facilities, tl1e present

ad1ni11istration f ot1nded ''n1otl1er and cl1ild 110s pitals in Al<ure ru1d Ondo towi1 to provide

specialist care to n1others and cl1ildren. Akure is 011e of tl1e towns tl1at has a state general hospital

in wl1icl1 healtl1 care is made available and it is also a screening center of cervical cancer . 

3.2Study Design 

A descriptive cross-sectional study was carried out to assess the determinants of the utilization of 

cervical cancer screening services an1ong female civil servants in Akure, Ondo state. 

• 

• 
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3.3 Study Population 

Tl1e study was carried out among female civil servants in various State Ministries 1n Ak11re,

Ondo state.

3.3.llnclusion Criteria 

Tl1is included all female civil serva11ts who give tl1eir consent to participate in the st11dy.

3.3.2Exclusion Criteria 

Tl1is included all the female civil servants not available during the study period. Tl1e out

statjo11ed staff in each ministry was not included in the slt1dy 

3.4Samplc Size Dctern1ination 

Tl1e sample size was estimated t1sing the for1nula (as cited by Igwilo. 2012) sl1ow11 below: 

Wl1ere N is tl1e minin1um san1ple size 

N= (Za) 
2
pq 

d2

Za = 1.96 (Standard nor1nal deviation at 95o/o confidence level) 

• 

P= assu111ed proportion of federal civil serva11ts women ever utilized screening services in Nortl1 

central Nige1·ia = 10.2% (Hyacinth et al, 2012). 

q= 1-P = (1-0.102) = 0.898 

d= desired level of precision = 5% = 0.05 

N= (1.96)2 x 0.102 x 0.898 

0.052

Using Design effect= 141 x 2 = 282. 

Using 1 Oo/o non- 1·esponse rate (nr), the sample size = Nx 1 / 1-nr 

282 X 1/}-Q.l = 313.

A minimum sample size of 313 was required for the study.
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3.5 SAMPLING TECIINIQUE

Simple random sampling was used to sel t I . . . ec e even ( 11) M1n1str1es among the t\venty-one (21)

Ministries in the state; Sample size was proportionately allocated to the size of tl1e Minist1·ies.

Using the forrr1t1la: sample size for each Ministry = n x sample size

N 

N = Total nun1ber of women in the Eleven ministries, n = total number of women in eacl1

n1i11istry. 

Syste1natic random sampling was used to determine participants in each Ministry by picking 

every l<th woma11 on tl1e staff list/attendance register of eacl1 ministry. Tl1e first woman was

randomly selected, and tl1en subsequently every k
th woman on the list was selected. 

No of women in the n1inistry 

Sample size allocated 

Sec Appc11clix III s110,ving a flo,v cl1a1·t of ho,v tl1c respondents used i11 tl1c stud)' ,vc1·c 

calculatccl and sclcctccl. 

• 

3.6 DATA COLLECTION 

A semi-structured interviewer-administered questionnaire was designed and developed to gather 

inf onnatio11 fro1n the respondents. Tl1e qt1estionnaire was divided i11to four sections labeled 

section A, B, C, D. Section A consist of qt1estions 011 tl1e socio-den1ograpl1ic cl1aracteristics of 

tl1e respondents, Sectio11 B consist of questions on the knowledge of cervical cancer, Section 

Ccontained questions on tl1e screening u·ptal<e and willingness, Section Dcontain questions on 

risl< factors of cervical ca11cer. A pre-test of tl1e questionnaire was conducted among 30 female 

civil servants in Oyo state.To test the reliability of the questionnaire, the internal consistency of 

the questionnaire was further tested with Cronbachs' alpha co-efficient analysis. This is a model 

of internal consistency based on the average inter-item correlation. When results show 

correlation coefficient greater than 0.5, they are said to be reliable. A correlation coefficient

result of 0.7 was obtai11ed t1sing SPSS version 20.0.
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The pre-test helped to detennine th d . e respon ents understanding of the instrument to n1ake

necessary adjustment to the qt1est1·onn · b C". h 
· · · · a1re e1ore t e 111a1n study was carried out an1ong c 1v1 I 

servants in Akure, Ondo State. 

3.7 DATA COLLECTION PROCESS

The data collection involved the following steps: • 

1. Pennission was obtained from the Per111anent Secretary (PS) in each ministry tocondt1ct

the study among the female staff in tl1e Mi11istry, to disclose the nature of' study, tl1e

objectives and what these women stand to gain fron1 tl1e study wit11 assurance of

confidentiality regarding their responses.

2. Tl1e questionnaire was interviewer ad111inistered to eacl1 respondent andtl1e completeness

of the questionnaire was cl1ecked with tl1e l1elp of researcl1 assistants.

3. Con1pleted qt1estionnaire was collected imn1ediately.

3.8 DAT A ANALYSIS 

The 111a11agement of the quru1titative data i11cluded: cl1ecking for tl1e quality of inforination, 

problen1s noted during data collectio11 cru1 be resolved immediately, senal numbers will be 

writte11 on tl1e qt1estio1111aires for easy ide11tificatio11, Questionnai1·es will be coded. 

Data was entered into tl1e IBM SPSS statistics version 20 a11d was used to analyze tl1e 

questionnaire. 

Knowledge of tl1e respondents was calculated usi11g score obtained from the Like1t scale 

(Strongly Agree, Agree, Strongly Disagree, Disagree and Not sure). The total score obtai11ed 

from tl1e 13-item knowledge questions on ce1-vical ca11cer was 65. A score of greater tl1a11 or 

equal to 40 was chosen as the cut off i11 deten11-ining good mo,vledge of cervical ca11cer 

wllile a sco1·e less tl1an 40i11dicated poor knowledge of cervicaJ cancer. 

Tl1e total score obtained fro111 l O-ite1n knowledge questions on cervical cancer risk factors 

was 50. Score greater than or equal 25 was chosen as the cut off in deternlining good 

knowledge of cervical cancer risk factor while a score less than 25indicated poor knowledge 

of cervical cancer risk facto1. 
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Frequencies and proportions percent ,. d , age an crosstabs of relevai1t ,,ar1ables were 11sed to 

summarize the data. Chi-square test was used to determine association between calegorical

variables. A p-value less than 0.05 was considered to be statistically significant.

3.9 ETIDCAL CONSIDERATION 

The research proposal was s11bmitted to tl1e Etl1ics Review Committee of the Ondo State 

Ministry of Health for the approval of the research protocol and study instn1111ent. Permissio11 

to condt1ct the study and informed verbal consent was obtained from the respondents. 

A nu1nber of steps were taken to address tl1e etl1ical isst1es essential i11 tl1e st11dy: 

Making participation Voluntary: Participation in the stt1dy \1/as made voluntary. 

Assu1·ance of confidentiality: using serial numbers instead of respondent's names ensurecl 

confide11tial ity. 

Beneficence to participants: The stt1dy tends to be11efit the respondents and the general 

public as it provides information for developing futt1re intervention ,programs ru1d researcl1es 

related to cervical cancer. 

Non-maleficence to participants: No harm was done to respondents, as the researcl1 is 

11ei tl1er invasive nor l1run1ft1l. 
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CHAPTER4

RESULTS 

4.1 Socio-demographic characteristics of respondents

The mean age of respondents was 43.9±6.5 years. Abot1t half 154(49.2%) of the respondents

were in their 4th decade of life. Majority 275(87.9%) of tl1e respondents were married, 18(5.8%) 

were widowed while 12(3.8%) and 8(2.6 %) were si11gle and divorced, respectively.Predon1i11ant 

proportions 2 l 6(70.8o/o) of the married respondents were from a n1onogan10L1s setting.Most 

248(79.2 %)of the respondents were Christians wl1ile only 65(20.8%) were Muslims. Two 

ht1ndred and eighty-one(79 .2%)were from tl1e Y ort1ba tribe. The level of eC:-1cation showed tl1at 

1nore tl1an two thirdsl 79(79.2%) had HND/BSc as l1ighest level of education. followed by OND 

89(28.4%), Masters degree 24(7.3o/o) with tl1e least 11aving SSCE22(7.0°/o). Two

thirds2 l 0(67.1 %) of tl1e responde11ts were i11 tl1e senior cadre. The mea11 ave1·age 111011tl1l) 

inco1ne was 59,292±24,960 naira, witl1 most 190( 60. 7%) reporting an average mo11tl1ly inco111e 

betwee11 40,000 and 90, 000 naira. 
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CHAPTER4

RESUbTS 

4.1 Socio-demographic characteristics of respondents

The mean age of respondents was 43.9±6.5 years. About half 154(49.2%) of the responde11ts

were in their 4th decade of life. Majority 275(87.9%) of t11e respondents were married, 18(5.8%)

were widowed whlle 12(3.8%) and 8(2.6 %) were single and divorced, respectivel)r.Predo1nina11t 

proportions 216(70.8%) of the married responde11ts were fron1 a n1onogan1ous setting.Most 

248(79.2 %)of the respondents were Christians while only 65(20.8%) were Mus]in1s. Two 

hundred and eighty-one(79.2%)were from the Yoruba tribe. Tl1e level of eC:..1catio11 sl1owed tl1at 

n1ore than two thirds! 79(79.2%) had HND/BSc as higl1est level of edt1cation. followed by OND 

89(28.43/o), Masters degree 24(7.3%) with tl1e least having SSCE22(7.0%). Tvvo

tl1irds2 10(67 .1 %) of the responde11ts \.Vere in tl1e sertior cad1·e. Tl1e n1ean average rno11tl1ly 

i11con1e was 59.292±24,960 naira. 'vvith most l 90(60.7o/o) re1Jo1·ting an average 111ontl1ly i11con1e 

betwee11 40,000 and 90, 000 naira. 
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1.ablc 4:lFrcqucncy distributio11 of Socio-dcmograpltic Characteristics of RcsponcJcnts

v�1riables

-Age group (years)
<40 

40 -49 
> 50
-

Mea11±SD 
Marital Status 

Ilcligion 

Etl111icity 

Single 
Married 

Widowed 
Divorced 

Christianity 
Islatn 

Y Ofltba 

Otl1ers 
J·Iigl1cst Level of Edt1 catio11 

SSCE/Equivalent 
ONO 

I-IND/BSC 
Masters/Pl1D 

Cadre 
J t1nior 
Senior 

1r�1n1ily Setting 
Mo11ogan1y 

Polygan1y 
Average Montl1ly Incon1c 

< 40,000 
40,000 - 90,000 

> 90,000
Mea11±SD 

28 

Frequency (o/o) 

83(26.5) 
154(49.2) 
76(24.3) 
43.87±6.54 

12(3 .8) 
275(87.9) 
18(5.8) 
8(2.6) 

248(79.2) 
65(20.8) 

281 (89.8) 
32( l 0.2) 

22(7.0) 
89(28.4) 
179(57.2) 
23(7.3) 

I 03(32.9) 
210(67.1) 

216(70.82) 
89(29.18) 

87(27.8) 
190(60.7) 
36(11.5) 
59,291.82±24,959 .53 
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4.2 Kno,vledge of cervical cancer symptomJ

Of the 313 respondents, less tl1an half 137(43.8%) were ne1ttral to tl1e statement that vaginal

bleeding during sex is a sign of cervical cancer wllile I 04(33.2%) agreed.Less than one fiftl1

47(15.0o/o)agreed that persistent vaginal discharge that smells unpleasant i� a sign of cervical

cancer, 69(22.0%) agreed discomfort or pain during sex could be a sign of cervical cancer and

53(16.9%) agreed with the statement tl1at condoms use reduce the risk of getting cervical cancer.

More than half 178(56.8%) agreed tl1at the chances of curing cervical cancer are better when 

discovered in early stage. A significantly low proportion of respondents 39(12.5%)agreed tl1at all 

women are at risk of cervical cancer and 91(29.1%) agreed only promiscuous vvomen are at risl-.. 

of cervical cancer. wllile, 32(10.2°/o) believed tl1at all sexually active wome11 are at risk of 

cervical cancer. Approxi1nately l1alf 131(41.9%) of them agreed that vaginal bleeding after 

menopause could be a sign of cervical cancer. More respondents� 89(28.4o/o) disagi·eed than 

agreed 13( 4.2o/o) with the statement tl1at cervical cancer is associated \vith starting sexual 

intercourse early in life. Fifty-one (16.3%) believed that cervical cancer can be transmitted 

through a vin1s (HPV) from sufferer to another person. About 125(39.9%) agreed cervical cancer 

occurs only in elderly wome11. [Table.4.2] 

• 
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4.2 Kno,vledge of cervical cance1· syrnptom J

Of the 313 respondents, less than half 137(43.8%) were neutral to the statement that vaginal

bleeding dw·ing sex is a sigi1 of cervical cancer while 104(33.2%) agreed.Less tl1an one fifth

47(15.0¾)agreed that persistent vaginal discharge tl1at smells unpleasant i� a sign of cervical

cancer, 69(22.0%) agreed discomfort or pain during sex could be a sign of cervical cancer and

53(16.9%) agreed with tl1e stateme11t that condoms use reduce the risk of getting cervical cancer.

More than half 178(56.8%) agreed tl1at the chances of curino cervical cancer are better when 
b 

discovered in early stage. A significantly low proportion of respondents 39( l 2.5%)agreed tl1at all 

women are at risk of cervical cancer and 91(29.1 %) agreed only promiscuous ,vomen are at risk 

of cervical cancer. while, 32( 10.2%) believed tl1at all sexually active women are at risk of 

cervical cancer. Approximately l1alf 131(41.9%) of them agreed that vaginal bleeding after 

menopause cot1ld be a sign of cervical cancer. More respondents, 89(28.4%) disagreed tl1an

agreed 13(4.2%) with the statement tl1at cervical cancer is associated \.vith starting sexl.la) 

intercourse early in life. Fifty-one (16.3%) believed that cervical cancer can be trru1snutted 

through a virus (HPV) from sufferer to another person. About 125(39.9%) agreed cervical cancer 

occurs only in elderly women. [Table.4.2] 
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• 

Table 4:2Frcquency distributions of responses to items on cer�ical cancer kno�,vledge Among Respondents (N=313) 

Items SD 

n (0/o) 

Vaginal bleeding duri11g sex is a sign of cervical cancer 30(9.6) 

Persistent vaginal discl1arge that smells unpleasant is a 
sign of cervical cancer 87(27.8) 

Do you think discomfort or pain during sex could be a 
sign of cervical cancer 53(16.9) 
Do you think condoms reduce the risk of getting 
cervical cancer 54(17.3) 

Do you think chances of curing cervical cru1cer are 
better when discovered early stage 4(1.3) 

D N A SA 

n (o/o) n(0/o) n(o/o) n(0/o) 

25(8.0) 137(43.8) 104(33.2) 17(5.4) 

81(25.9) 85(27.2) 47(15.0) 13(42) 

64(20.4) 106(33.9) 69(22.0) 21(6.7) 

73(23.3) 119(38.0) 53(16.9) 14(4.5) 

11(3.5) 68(21.7) 178(56.8) 52(16.6) 

All women are at risk of cervical cat1cer 115(36.7) 70(22.4) 74(23.6) 39(12.5) 15(4.8) 

Only promiscuous wo1nen are at risk of cervical cancer 17(5.4) 59(18.8) 124(39.6) 91(29.1) 22(7.0) 
All sexually active women are at risk of cervical cancer 94(30.0) 104(33.2) 75(24.0) 32(10.2) 8(2.6) 
Do you think menstrual periods heavier or longer tha.n 
usual could be a sign of cervical cancer 87(27.8) 77(24.6) 107(34.2) 38(12.1) 4(1.3) 
Do you think vaginal bleeding after menopause could be 
a sign of cervical cancer 17(5.4) 29(9.3) 97(31.0) 131(41.9) 39(12.5) 
Cervical cancer is associated with starting sexual 
intercourse early in life 122(39.0) 89(28.4) 80(25.6) 13(4.2) 9(2.9) 
Do you think cervical cancer can be transmitted tl1rough 
a virus (HPV) from sufferer to anotl1er perso11 35(11.2) 88(28.1) 129(41.2) 51(16.3) 10(3 2) 
Do you think cervical cancer occurs only in elderly 

women 9(2.9) 16(5.1) 121(38.7) 125(39.9) 42(13.4) 

*SD(Strongly Agreed) D(Disagreed) N(Neutral) A(Agreed) SA(Strongl)' Agreed)
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4.3 J{nowledge o ,f risk factors of cervical cancer

Table 3 below shows the distribution of the kno\vledge of the risk factors for cervical cancer 

among the respondents. Of the 313 respondents, Only 34 women (I0.9o/o) women agreed tl1at

cervical cancer is caused by infection with Hun1an papilloma virus trans111itted througl1 sexual 

intercourse, while 55(17.6%)agreed that smoking is a risk factor for cervical cancer. Also, 92

(29.4%) women disagreed that immunosuppressive state like HIV could be a risk factor for

cervical cancer. Similarly, about one-third 93(29. 7%) of tl1e women disagreed tl1at long-term use 

of contraceptive pills is a risk factor for cervical cancer. A significa11tly low propo1·tio11 

14(4.5%) of the respondents agreed tl1at having too many cllildre11 is a risk factor for ce1-vical 

cancer wl1ile the same 15( 4.80%) was noticed for early sexual debut as a risk factor for cervical 

cancer. 
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• 

Table 4:3 Kno,vledge of Cervical Cancer Risk Factors among Respondents (N=313) 

Items SD D 

n (0/o) ll(0/o) 

Cervical cancer is caused by infection witl1 a virus called 
HPV transmitted through sexual intercourse 8(2.6) 27(8.6) 

Smoking 69(22.0) 80(25.6) 

Having a weakened immune system (e.g. having HIV) 40(12.8) 92(29.4) 

Long term use of contraceptive pill 68(21.7) 93(29.7) 

Having many sexual partners 15(4.8) 48(15.3) 

Sexually transmitted infections 30(9.6) 27(8.6) 

Having too many children 173(55.3) 81(25.9) 
Having a sexual partner wl10 bas other sexual partners 32(10.2) 60(19.2) 
Starting to have sex at a young age (before 18 or 20 years) 132(42.2) 89(28.4) 
Not going for screening 18(5.8) 34(10.9) 
*SD(Strongly Agreed) D(Disagreed) N(Neutral) A(Agreed) SA(Strongly Agreed)

• • 
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N 

ll (0/o) 

238(76.0) 

104(33.2) 

91 (29.1) 

117(37.4) 

111(35.5) 

94(30.0) 

45(14.4) 
89(28.4) 
77(24.6) 
1 OO(ll .92_ 

A 

n (0/o) 

34(10.9) 

55(17.6) 

84(26.8) 

31(9.9) 

130(41.5) 

150(47.9) 

14(4.5) 

126(40.3) 
15( 4.80) 
149(47.62 

SA Total 

,n (0/o) N 

6(1.9) 313 

5(1.6) 313 

6(1.9) 313 

4(1.3) 313 

9(2.9) 313 

12(3.8) 313 

0(0.0) 313 

6(1.9) 313 
0(0.0) 313 
12(3.8) 313 
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4.4 J(no,vlcdge of anatomical site of cervical cancer and sources of information on cen1 ic�11

cancer 

Of the 313 respondents only 57(18.2%) were able to correctly identify t11e cervix as the

anatomical site of cancer of the cervix while 138(44.1%) and 104(33.2%) wrongly reported tl1e

vagina and tl1e uterus as the anatomical site, respectively. About a third I 02(32.6%) of tl1e

respondents had no information about cervical cancer, while 45(14.4%) said television/radio was 

their source of inforrnation. T11· s was closely followed by health workers a11d friends ,vitl1 si1ni lar 

values of 43( 13. 7%) with the least reported source of info1mation being tl1e cJ1urch/mosqtie 

3(1.0%). (Table 4.4] 

33 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



, 11. 4·4 l(nO\'\: ledge of the a11�•tomical ite oJ· cen ical cancer ,11nong res1>onclcnt .
'I a ' c 

Varil1ble ( =313) 
- ______ FrC4!1£ncy(0

/o)

An�ltomical ite =313 

V,111i11a 
.... 

118(44.1) 

l ll'fll'i

( ·er, i,

Sto111acl1 

Kidne) 

V\'l>�•t is tlic ourcc of you,· inforn1f1tion 

0,1 cc,, ic,tl c,1ncc1· 

I ( )--1 ( ·' � . .2 l 

)7(18 . .2) 

11(3.5) 

3( l .0) 

I <l 111 i I ) / Re I at i , e 2 7 ( 8 . 6 ) 

Friends 43(13.7) 

Inte1·11et 25(8.0) 

('l1L1rcll/Mosqt1e 3( 1.0) 

I l' I L' \ i "i l) I) I<'"' ti I l) I " ( I -I l ) 

'\( ,t) l lL:c.1ltl1 ':>l:111111�1r 2)(8.()) 
No11e I 02(32.6) 

J4 
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4.5 Frequency dis'tribution of kno\vledge on . 1 cerv1ca cancer 11revention �1nd t)'pes of· 

screening test 

I-Ialfl 71(54.6%) of the 'respondents were aware that cervical cancer can be prevented. Of these,

almost all 168(98.2%) of the respondents are aware that early detection by cervical cancer

scree11ing can prevent cervical cancer. About 95(55.6%), are aware that avoiding multiple sexual

partner can prevent cervical cancer, 29(16.9%)are also a\vare that avoiding of cigarette smoking

can prevent cervical cancer and 21 ( 12. l % ) are aware avoiding co11traceptive pills can preve11t

cervical ca11cer. 

011ly 38 (12.1 %) women are aware that Pap smear test is a method of cervical cancer sc,reeni11g. 

5(1.6o/o) recog11ized visual inspection with acetic acid as a cervical cancer scree11ing n1etl1od. 

Also, HPV DNA test and visual inspection with Lt1gol's Iodine were recog11ized by 7(2.2°/o) a11d 

2(0.6%) of tl1e wo111en, respectively as cervical cancer screening 111etl1ods. See Table 4.5. 

Ottly 17 (5.4%) have ever been screened for cervical cancer out of wl1om 11 (64.7o/o) wome11 

111entio11ed tl1ey l1ave been screened 011ly once wl1ile 6 (25.3%) wome11 l1ave been scree11ed for 

cervical cancer two or more times. Majority 12(70.6%) of tl1ose screened l1ad Jlap sn1ear test. 

2(11.8%) eacl1 l1ad vist1al inspection witl1 acetic acid a11d I-IPV DNA tests wl1ile 1(5.9°/o) l1ad 

visual inspection with Lugol's Iodine. Abot1t half 8(47.1%) of tl1e respondents heard abot1t tl1e 

screening f1·0111 l1ealth workers. About 129(41.23/o) of tl1e respondents were willing to take a 

cervical cancer-screening test. Only 25(8.0%) won1en knew centers that provide cervical cancer 

screeni11g services. 16(5. 1 %) of the responde11ts think tl1at cervical cancer screening should be 

done every year wliile only 1 (0.3%) of the respondents think that cervical cancer screeni11g 

sl1ould be done every 5 yeru·s. 117 (37.43/o) wo111e11 think tl1at cervical cancer screening is 

effective in the prevention of cervical ca11cer while 39 (12.5%) wo1nen think otl1erwise. See 

Table 4.5 
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·1"ablc ..t:S"t Knc),, ledge <>n ccr, ir<,I c,,nc�,· prC', cr1tion ,111cJ t) pc'- of �c1·ec11ing test

Vi,r·iablc� 

C a,1 cer,·icu I ca11cer be pre\ e11ted9N JI J

Ye 

Neutral 

?\;o 
II )C"i. ,,11,11 ttrl: tl1c ,,�,).., c�,, 1c,1l c.111L't: l l1c 11rL'\\..tlll'(I''
11 I 7 I 

Cnrl) cletecl io,1 b) cer, 1cc1l ca11cer !:>Cree11 i11g Le�t 

\�'l1icl1 of tl1e follo,vi11g 1 
test'?N 313 

Yes 

Neutral 

0 

A,oid 1nultiple se:\Ltal part11t!r 
,, L'\ 

\L'l1lr:1I 

ll 

1-\, 01d s1nol,i11g 

Yes 

NeL1tra I 

No 
\ \ l l I J L l >1 l l I cl LC I) I I \ l I) I , , ...

,, l''\ 

cL1tr<1 I 

No 
• 

cervical ca11cer scree11111g 

Pap s111enr le t 

,, e-; 

Nel1lra I 

No 

· 'l(VIA)N 313\' l'>Lt,11 ,11i.;1Je�t1<..l11 ,, tll1 ncet,c nc,c 
Yes 

NeL1lra I 

l) 

1 ll)V l)Nf\ tc�tN 111 
' e" 

NeL1trc1 I 

No 

. I I I'- (YILl)N 313 
Vi Lta I i 11spect io,1 "' 111 Ltgo 5 

,, es 

Ne Lt t rel I 

() 

171(516) 

81 (25 9) 

61(19-')) 

168( 98.2) 

2( 1.2) 

1 (0.6) 

9"(")(1) 

18(..,:2()) 

18(22 0) 

29( 16.9) 

5 5(12.2) 

87("09) 

21(12,) 

72(12.1) 

78(45.6) 

i 8( I :! I ) 

269( 86.0) 

6( I . 9) 

5( 1.6)

29�1(91.9) 
11(1)) 

7( 2 �) 

291(91 6) 
13(4.J) 

2(0.6) 
293(93.6) 

18(5.8) 
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Table 4:SbKnowledge on cervical cancer prevention and \Villingness to be screened amongrespondents 
Variables 

Have you ever been screened for cervical cancer?N=313

Yes 

No 

l f  yes, wl1ich metl1od of screening did you undergoN=l 7

Pap smear test 

Visual inspection wjth acetic acid 

HPV DNA test 

Vist1al inspection with lt1gol's (VILI) 

If yes, )1ow did you know about the screeningN=I 7

Friends 

Media/Ir1ter11et 

Farnily 

Healtl1 Personnel 

NGO/Otl1ers 

Are you willi11g to take a screening test?N=3 l 3 

Yes 

Neutral 

No 
• 

Do yoti know centres that provide cervical cancer screer11ng 
servicesN=3 l 3 

At wl1at i11terval is screening doi,e?N=) l J 

Yes 

No 

Every year 

Every 3 years 

Every 5 years 

I don't know 

. . 
· effective in preve11tingDo yot1 tl1ink cervical scree11111g 1s 

cervical cancer N=3 13 

37 

Yes 

Neutral 

No 

FrequcnC}' (0/o) 

17(5.4) 

296(94.6) 

12(70.6) 

2( I 1 . 8) 

2( 11.8) 

1 (5.9) 

1(5.9) 

1(5.9) 

3(17.6) 

8( 4 7.1) 

4(23.5) 

129(41.2) 

51(16.3) 

133(42.5) 

25(8.0) 

288(92.0) 

16( 5. 1) 

7(2.2) 

1 (0.3) 

289(92.j 1 

117(37.4) 

157(50.2) 

39( 12.5) 
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6Risk factor practices among respondents4. 

h respondents only 75(24.0%) hav . 
· l 

Oft e e an exposure to use of oral contraceptive, of ,vh1c 1
40(53.3%) have used it for more than 4 years. 27(8.6%) reported ever smoking and 216(69.0%)ever taken alcohol. Approximately one third 66(30.6%) of those who had ever taken alcohol
reported taking it within the last 30 days. Two thirds 193(64.8%) of the resr-ondent reported age
of sexual debut to be less than 20 years, while a significant number 245(82.2%) of the
respondents had two or more sexual partners. 181(57.8%) say their partner never used protection
during sex. Of the respondents, onJy 33(10.8%) have been married two or more times and
majority 173(56.2%) had 1-3 children while 135(43.8%) have four or n1ore childre11. 198(63.3%)
reported ever l1aving any forrn of vaginal infection and 115(36. 7%) had no l1istory of vagi11al

infection. Majority 278(88.8%) reported not l1aving a family member who l1as or has l1ad

cervical cancer. 11 (3.5%) of all respondents reported ever been tested for HPV wl1ile of' tl1ose

who tested, 011ly 3(27.3%) tested positive. See Table 4.6
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Table 4 :6Rislc Factors of Cervical Cancer am R ' ong espondcnts

- Vnriablcs 
Frequency(%) 

-Do you use oral contraceptives (N=313)

If yes bow long in years have you used
conlraceptives (N=75) 

No 238(76.0) 
Yes 75(24.0) 

1 - 3 35(46.7) 
4 and above 40(53.3) 

I-Jave you ever s1noke cigarette(N=3 l 3)
No 286(91.4) 

Yes 27(8.6) 
J-lo\V often docs your partner use protection 
during sex(N=313) 

Never 181(57.8) 
Rarely 95(30.4) 
Often 37( 11.8) 

}-lave you ever taken alcol1ol(N=313) 
No 97(31.0) 

Yes 216(69.0) 
llnve you co11su1ned alcol,ol in the past 30 
daysN=216 

-

No 150(69.4) 
Yes 66(30.6) 

I-lave yolt ever been tested for 1-IPV(N=313)
No 302(96.5) 

Yes 11 (3.5) 
If yes, did you test positive to 1-IPVN=l l 

No 8(72.7) 
Yes 3(27.3) 

Have yot1 ever l1ad any for1n of vaginal i11fection 
n=313 

No 115(36.7) 
Yes 198(63.3) 

Do yolt have a family mcn1ber \Vl10 has or has 
had cervical cancer(N=313) 

Nu1nber of scxt1al partners(N=298) 

No 278(88.8) 
Yes 35(11.2) 

One 
T\VO or 1nore 

53(17.8) 
245(82.2) 

Age at first sext1al debut (years)(N=298) 
<20 
>20

193(64.8) 
I 05(35.2) 

Nu111ber of times married(N=305) 

Number of cl1ildren(N=308) 

One 
Two or more 

272(89.2) 
33( I 0.8) 

l - 3 173(56.2)
4 and above 135(43.8) 
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· fl encing S · 
U 4.7Factors LO u creenLOg ptake among Respondents ,,,ho have not been sc1·ccncd

Table 4.7 below shows the factors influencing screening uptake among the respondents who had

not been screened. About two thirdsl93(65.2o/o) of tl1e women me.ntio11ed they l1ad 11ot bee11

screened because they had little understanding of cervical cancer, 133( 44.9%) feel tl1e sc1·ee11i11g

procedure is rather painful, 276(88.2%) did not think they were at risk, 221 (74. 7%) did 11ot kno\\'

where to go for cervical cancer screening, 282(95.3%) feel they were healthy, hence no

perceived need, 270(91.2°/o) l1ad not been screened because they we1·e yet to be advised or 

recommended by a doctor/nurse and about two-thirds 200(67.6%) l1ad not been screened because 

they l1ave never l1eard of cervical cancer. 
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Table 4:7 Factors Influencing Screening Upt21<e among Respondents \Vho have not been
screened 

• 

Variables N=2 6 

-Little understru1ding of cervical cancer Frequency (0/o) 

Screening is painful 

Not tl,inking of being at risk 

Not knowir 1g wl1ere to go for screening

Cervical ca,,cer screening is expensive

Yes 193(65.2) 

No l 03(34.8)

Yes 133(44.9) 
No 163(55.1) 

Yes 276(88.2) 

No 20(6.8) 

Yes 221 (74. 7) 

No 75(25.J) 

Yes 99(33.4) 
No 197(66.6) 

No fe1nale l1ealtl1 worker to perfonn the test at tl1e
nearest healtl1 facility

Yes 

No 

Screening is for pron1isct1ous wotnen 

42( 14.2) 

254(85.8) 

I am l1ealtl1y 

Lack of l1usband approval 

Not advised or recomme11ded by doctor/nurse

I a1n stil I young to have tl,e teSt 

. 
b e,noved (total My utert1s and cen11x have eei, 1 

hysterectomy) 

f ·cal ca11cerl have never l1eard o cerv, 

Yes 161(54.4) 

No 135(45.6) 

Yes 282(95.3) 

No 14(4.7) 

Yes 22(7.7) 

No 274(92.3) 

Yes 270(91.2) 

No 26(8.8) 

Yes 44(14.9) 

No 252(85. 1) 

Yes 4( 1.4) 

No 292(98.6) 

Yes 200(67 .6) 
No 96(32.4) 
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4,SFactors affecting uptake of screening among respondents who have been screened.

Below shows frequency distnbution of the factors that influence screening uptake among the

women who had been screened for cervical cancer. Among the women who had cervical

screeni11g test: 15(88.2%) had cervical cancPr screening test following advice by a l1ealtl1care

professional; 11 (64. 7%) feel the screening test is painless; l1owever 8( 4 7.1 %) of the won1en J1ad

the screening following a positive self-perceived risk; 15(88.2%) each took. up the screeni 11g test

because they feel the screening is for all women and following a l1ealth talk session \vl1i1e

9(52.9%) were encouraged by friends to have the test. 
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fable 4.8Rcasons given for creening Uptake among Respondents \\'ho have been screened

-

VariablesN=l 7 

-Advised by a healthcare professional

Screening is pai11less

Think I may be at risk of having cervical 
cancer 

Yes 15(88.2) 
No 2(11.8) 

Yes 11 ( 64. 7) 
No 6(35.3) 

\'es 8(47.1) 
No 9(52.9) 

Screening is done in tl1e healtl1 facility I go to 
when sick 

• Cervical cancer screening is not expensive 

Screeni11g is for all women 

My friend e11couraged me 

My husba11d e11couraged nie 

Advised at a health talk 

Yes 
No 

6(35.3) 
11 (64. 7) 

Yes 7(41.2) 
No 10(58.8) 

Yes 15(88.2) 
No 2(11.8) 

Yes 9(52.9) 
No 8(47.1) 

yes 11 ( 64. 7) 
No 6(35.3) 

Yes 15(88.2) 
No 2(11.8) 
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• 9Associntion bct,vccn age of respondents and kno,vlcdgc of . 1 1 ... ccrv1ca cancer anc 

lcno,vlcdgc of cervical cancer risk factors.

The mean age of the respondents with poor knowledge of cervical cancer is 43.5±6.3 years ,vl1ilc 

tliat of respondents witl1 good lrnowledge of cervical cancer was 45.0±7.0 years. Tl1c1·c \Vas 110 

significant difference between tl1ese two mean ages (t= l .845, p=0.066). (Table 4.9) 

Also, Tl1e mea11 age of the respondents with poor kno,vledge of tl1e risk factors of cc1"ical ca11ce1·

was 44.4±6.4 years while that of the responde11ts with good lcnowledge of the risk factors of

cervical cancer was 43.7±6.6 years. There ,vas however no significant difference bet\veen mca11

age of tl1e two g1·oups (t=0.78, p=0.436). (Table 4.9) 

• 

• 

• 

• 
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T ble 4.9 Cervical Cancer and risk fac!or Kno 1 d 8 a ,v e ge core Categories

variable F reg uency (o/o) Mean Age±SD df t-test

-Cervical cancer
kno,vledge 

235(75.1) poor Knowledge 43.48±6.330 311 1.845 

Good Knowledge 78(24.9) 45.05± 7.038 
-Risi{ Factor
knowledge
Poor Knowledge 76(24.3) 44.38±6.375 311 0.78 

Good K:I1owledge 237(75.7) 43.71±6.593 
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-

1 ble 4.9 Cervical Cancer and risk factor Kno"rl d S a e ge core Categories

variable Freguency (%) Mean Age±SD df t-test
--cervical cancer
knowledge 

235(75. l) Poor Knowledge 43.48±6.330 311 1.845 
Good Knowledge 78(24.9) 45.05±7.038 

-Risk Facto r
knowledge
Poor Knowledge 76(24.3) 44.38±6.375 311 0.78 

Good K.11owledge 237(75.7) 43.71±6.593 

45 

p-,,.alue 

0.066 

0.436 
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ORelationship between previous cerv· I 4.1 ica cancer creen1ng status a11d kno\, ledge of

cervical cancer and kno,vledge of cerv1· cal cane . k f: et· r1s actors. 

Table 4.10 below shows the relationship between previous cervical cancer screening status of tl1e

respondents ( classified as Yes and No) and the level of cervical cancer knowledge an1011g tl1e

respondents. 9(11.5°/o) of the respondents wl10 had previously been screened for cervical ca11cer

had good knowledge of cervical cancer while only 8(3.43/o) of those with poor kt1owledge had 

previously been screened for cervical cancer. There is a significant difference between tl1ese two 
proportions (p=0.011 ). Also Table4.12 belo\v shows a relationship between ce1-vical screening 

status of the respondents and knowledge of cervical canceF risk factors. Abot1t 6(7.9%) of tl1e

responde11ts witl1 poor knowledge had cervical screening done wl1ile only 11 ( 4.6%) of the 

responde11ts witl1 good knowledge had a previous cervical cancer screening. However, there was 

no sig11ificant difference between these two proportions (p=0.295) . 

• 
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I 4 10Rclationship bchvccn cervical'fob c · cancer scrccn1ng status and kno,vlcdgc of ccn,ical
cancer and its risk factors among respondents.

Ever screened for cervical cancer 
-

No Va1·iablcs Yes Total 
x

z p-valt1c
- n {0/o) 

n {o/o} N 

-Cervical cancer
knowledge:

Poor l(nowledge 227(96.6) 8(3.4) 235(100) 6.504 0.011 

Good I<i1owledge 69(88.5) 9(11.5) 78(100) 

J(nowledge of cervical 
ca11cerrisk factor 

Poor Knowledge 70(92.1) 6(7.9) 76(100) 1.095 0.295 

Good ICnowledge 226(95.42 11(4.6) 237(100) 

• 
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1 lRelationship behveen willingness t t k . t·4. 0 a e up cervical cancer screening and kno,,·ledgc o 

cervical cancer 

Table 4.11 shows the relationship between respondent's willing11ess to take a cer\'ical cru1cer

screening test ( classified as willing ru1d unwilling) and cervical kno,vledge scores of tl1e

respondents. 44(56.4)% of the respondents with good knowledge were ,villing to take tl1e test 

and only 85(36.2)0/o of those with poor knowledge were willing to take the test. Tl1ere is a 

significant difference between these two pro·portions (p <0.05). There is no significant 

relationship between knowledge of cervical cancer risk factor ar1d willi11gnt,sS to take a cet-vical 

cancer screening test (p=0.154). 

I 
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bl 4 11 · Relationship bchvccn ,villm· t k · '(a c · · 
. gncss o ta c up ccrv1cal cancer screening and

kJ)o,vlcdgc of ccrv1cal cancer and its rislc factors.

Varii,blcs

Cervical cancer knowledge 

Poor Knowledge 

Good Knowledge 

Knowledge of cervical cancer 
risl< factor 

Poor Knowledge 

Good Knowledge 

Willingness to take a screening
test? 

No YcsTotal 

n(%) n (%) N(%) 

150(63.8) 85(36.2) 235(100) 
34( 43.6) 44(56.4) 78(100) 

50(65.8) 26(34.5) 76(100) 
134(56.5) 103(43.5) 237(100)

49 

x
z

9.902 0.002 

2.032 0.154 
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4,12Associatioo benveeo cervical cancer screening and socio-demographic characteristics

of respondents. 

Table 4. 12 shows the relationship bet\veen previous cervical cancer screening status of the

respondents and their socio-demographic characteristics. Although tl1ere was a progressive

increase in the proportions of tl1e respondents who had previous cervical cancer screening across

the three age groups, this showed no signifirant difference (p=0.271 ). Similarly. t}1ere \vas 110

statistically significant association betvveen previous cervical cancer scree11ing slatt1s a11d tl1e

responde11ts' socio-demographic variables such as: ethnicity, Religion, Higl1est level ol"

education, marital status, family setting, cadre at work, and average monthly income.
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4,12Association behveen cervical cancer screening and socio-demographic characteristics

of respondents. 

Table 4.12 shows the relationship between previous cervical cancer screenu1g status of tl1e

respondents and their socio-demographic characteristics. Although tl1ere ,vas a progressi,,e

increase in the proportions of the respondents who had previous cervical cancer screening across

tile three age groups, this showed no significant difference (p=0.271 ). Sin1ilarl)'. tl1ere \Vas nt)

statistically significant association between previous cervical cancer sc1·eening statL1s and tl1e

respondents' socio-demographic variables such as: ethnicity, Religion. Highest level oJ"

education, marital status, family setting, cadre at work, and average n1onthly income.
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Table 4.12: Relationship bctivccn socio-demographic cl1arnctcristics and up ta Ice of cct�'ical
ca11ccr sci·ccning among respondents ,vl10 l1avc ever been sc1·ccncd for ccn1ical cancer

Ever bee11 screened for cervical 
cancer 

Va1·iablcs No Yes Total 
x

2 11-valt1c 
n (0/o} 11(0/o) N 

Age group (years) 

<40 79(95.2) 4(4.8) 83 
40-49 148(96.1) 6(3.9) 154 2.609 0.271 

>=50 69(90.8) 7(9.2) 76 
Et1111icity 

Yort1ba 268(95.4) 13( 4.6) 281 2. I 04 0.147 
Otl1ers 28(87.5) 4(12.5) 32 

Religio11 

Cl1ristianity 234(94.4) 14(5.6) 248 0. I 10 0.740 
Isla111 62(95.4) 3(4.6) 65 

I ·Tigl1est Level of Edt1cation 

SSCE/Eqt1ivalent 21 (95.5) 1 ( 4.5) 22 

OND 85(95.5) 4(4.5) 89 0.424 0.935 

I-fND/BSC 168(93 .9) 11(6.1) 179 

Masters/Pl1D 22(95.7) 1(4.3) 23 

Marital Status 

Single 11(97.7) 1(8.3) 12 

3.153 0.369 Married 259(94.2) 16(5.8) 275 

Widowed 18( 100.0) 0(0.0) 18 

Divorced 8(100.0) 0(0.0) 8 

Family setting 
202(93.5) 14(6.5) 216 2.650 0.104 Monoga111y 

89 2(2.2) 87(97.8) Polygamy 

Cadre 
4(3.9) 93 0.716 0.397 99(96.1) Junior 
13(6.2) 210 197(93.8) Senior 

Average 111011thly income 
(Naira) 

5(5.7) 87 0.028 0.986 
82(94.3) < 40,000 

10(5.3) 190 
I 80(94.7) 40 000 - 90,000 

' 

- > 90,000 
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"!�able 4.12: Rclationsliip bct,vccn socio-dcmograpl1ic cl1aractcristics and uptalcc of ccn'iC�ll

cancer SCJ"CCning ainong respondents ,vho have ever been scrccnccl for ccn1ical cancer

Ever been screened for cervical 
cancer 

Vni·inblcs No Yes Total x.z �-val11c -

n (0/o) 11(0/o) N 
Age grot1p (years) 

<40 79(95.2) 4(4.8) 83 
40-49 148(96.1) 6(3.9) 154 2.609 0.271 

>= 50 69(90.8) 7(9.2) 76 
Etl1nicity 

Yoruba 268(95.4) 13( 4.6) 281 2.104 0.147 
Otl1ers 28(87.5) 4(12.5) 32 

Religio11 

Cl1ristianity 234(94.4) 14(5.6) 248 0.110 0.740 
Isla1n 62(95.4) 3(4.6) 65 

f·Iigl1est Level of Edt1catio11 

SSCE/Equi vale11t 21(95.5) 1(4.5) 22 
OND 85(95.5) 4(4.5) 89 0.424 0.935 

I-fND/BSC 168(93.9) 11(6.1) 179 

Masters/Plill 22(95.7) 1(4.3) 23 

Marital Statt1s 

Single 11(97.7) 1(8.3) 12 

3.153 0.369 Ma1·ried 259(94.2) 16(5.8) 275 

Widowed 18( 100.0) 0(0.0) 18 

Divorced 8(100.0) 0(0.0) 8 

Family setting 
202(93.5) 14(6.5) 216 2.650 0.104 Monogamy 

89 2(2.2) 87(97.8) Polygamy 
Cadre 

4(3.9) 93 0.716 0.397 99(96.1) Junior 
13(6.2) 210 197(93.8) Senior 

Average n1ontl1ly incon1e 
(Naira) 

5(5.7) 87 0.028 0.986 
82(94.3) < 40,000 

10(5.3) 190 
180(94.7) 40 000 - 90,000

, 

... > 90,000
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4 13Associationbehveen socio-demog h" h . . · · ,· rap ic c aracter1st1cs of respondents and ,, 1ll1ng11css

to take up cervical cancer screening

Table 4.13 shows tbe relationship between socio-den1ographic parameters of respo11de11ts and

respondent's willingness to take a cervical screening test. About 42.2o/o of the respondents belO\\

40 years of age were willing to take the test, while 52.3% and 50.0% of respondents aged

between 40-49 and greater than 50 years respectively, were willing to take the cervical cancer

screening test. There is no significant association between age and v''illingness to screen for 

ce1-vical cancer (p 0.412). 48.7o/o o·f the Y0ruba's were vvilling to take a screening test fo1· 

cervical ca.ncer while 53.6% from other tribes were willing to take the screening test. Tl1ere is no 

significant association between ethnicity and willingness to screen for cervical cancer (p 0.627).

so.s0/o of the Christians expressed willingness to take a cervical cancer screening test wl1i le onl} 

44.8°/o of the Muslims expressed willingness to take a cervical cru1cer screening test. Tl1ere was 

no significant association between the relationsl1ip between religion and willingness to take a 

cervical cancer screening test. There was also no observed association between lugl1est level of 

edtlcation, marital status, family setting, cadre, and average montl1ly income a11d willingness to 

take cervical cancer screening test. 
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Table 4:13Rclationship bchvccn socio-de 
. 

mograph1c cl1nractcristics nnd ,villingncss to be

screened for cervical cancer an1ong respondents

Are you willing to take 
a screening test? -

-

Vnriablcs No YcsTotal x
2 P-valuc

-

n (0/o) n (0/o) N 
-

Age (years) 
<40 37(57.8) 27(42.2) 64 

40 -49 63(47.7) 69(52.3) 132 1.775 0.412 

>=50 33(50.0) 33(50.0) 66 

Etl1nicity 
Yon1ba 120(51.3) 114(48.7) 234 2.36 0.627 

Others 13(46.4) 15(53.6) 28 

Religion 
Cl1ristianity 101(49.5) 103(50.5) 204 0.579 0.447 

Islan1 32(55.2) 26(44.8) 58 

I--Iigl1est Level of Edt1catio11 
SSCE/Eqt1ivalent 11 (64.7) 6(35.3) 17 

OND 37(49.3) 38(50.7) 75 6.224 0.101 

HND/BSC 80(53.0) 71(47.0) 151 

Masters/PhD 5(26.3) 14(73.7) 19 

Marital Statt1s 
Single 6(54.5) 5(45.5) 11 

Married 113( 48.9) 118(51.1) 231 3.765 0.288 

Widowed 10(66.7) 5(33.3) 15 

Divorced 4(80.0) 1 (20.0) 5 

Fa1nily setting 
89(50.3) 177 0.501 0.479 

Monogan1y 88(49.7) 

Polygamy 42(54.5) 35(45.5) 80

Cadre 0.192 
Junior 46(56.8) 35(43.2) 81 1.704 

Senior 87(48.1) 94(51.9) 181 

Average 111ontl1ly i11come 
(Naira) 30(44.1) 68 0.967 0.617 

38(55.9) 
< 40,000 161 82(50.9) 

79(49.1) 
40 000 - 90,000

> 90,000

53 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4 14Association between exposures t · k f 
r., 

• 0 ris actors among respondents and respondent s

cervical cancer screening statuf

Table 4.1 4shows tl1at 7(20.0o/o) of tl1e respondents wl10 ·had a family member who l1ad cervical

cancer had a previot1s cervical cancer screening while only 10(3.6%) of the responde11ts "vl10

11ave fan1ily 1nember witl1 cervical cancer had a previous cervical cancer scr�ening. Tl1i5

difference was found to be significant (p<0.005). Althouglunore 7(7.2°/0) respondents who had

never used alcohol than those wl10 had ever used alcohol 10(4.6%) had previously been screened

for cervical cancer, tl1ere was no sigrlificant difference between these two variables (p=0.350).

similarly, n1ore respondents wl10 are not currently smoking 3(14.3%)than tl1ose who are

currently smoking (0%) had previously been screened for cervical cancer. This difference

liowever was not significant (p=0.444). Variables sucl1 as age at sexual debut, number of tin,es

01arried and number of children showed no significant relationsl1ip with previous cervical cancer

screening status. 
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'fable 4:14Rclationsltip bchvecn ex os � P ures to cervical cancer rislc factors and ,villingncss to

sci·ccn among 1·cspondcnts.

Variables 

Do you l1ave fan1ily member who 
has or has had cervical ca11cer 

No 
Yes 

Ever used alcol1ol 

No 

Yes 
CUITently smoking 

No 

Yes 

Oral contraceptive use 
No 

Yes 

Number of sext1al partners 
One 

Two or more 

Age at sexual debt1t (years) 
< 20 

>= 20 

Numbers of times n1arried 
One 

Two or more 

Number of children 
1 - 3 

4 and above 

Are you willing to take a 
screening test 

No Yes Total 
n(%) n(%) N 

268(96.4) 10(3.6) 278 
28(80.0) 7(20.0) 35 

90(92.8) 7(7.2) 97 
206(95.4) 10( 4.6) 216 

18(85.7) 3(14.3) 21 
2(100.0) 0(0.0) 2 

227(95.4) 11(4.6) 238 

69(92.0) 6(8.0) 75 

52(98.1) 1 (1.9) 53 

229(93.5) 16(6.5) 245 

184(95.3) 9(4.7) 193 

97(92.4) 8(7.6) 105 

257(94.5) 15(5.5) 272 

32(97.0) 1(3.0) 33 

163(94.2) 10(5.8) 173 

129(95.6) 6(4.4) 135 

x2 P-valuc 

13.247 <0.005 

0.872 0.350 

• 

0.587 0.444 

1.166 0.280 

2.213 - 0.137

1.105 0 293 

0.421 0.848 
• 

0 275 0.600 

•
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A 15 Relationship behveen exposures t · k f d t' "J• 
· 0 r1s actors among respondents and respon en s

,villingness to take a cervical cancer screening test

Table 4.15 shows the bivariate analysis of the relationship between expost1res to risk factors

among respondents and respondent's willingi1ess to take a cervical cancer screening test.

About21 (65.6%) of a total of thirty-two respondents with fan1ily history of cervical cancer were

willing to take the cervical cance·r scree11ing test while 108(47.0%) of respondent who do not

have a family histo1·y of cervical cancer reported willingness to take a cervical cancer screening

test. There was a significant association between having a family member who has or l1ad 

cervical cancer and willingness to take screening test for cervical cancer (p 0.048). There \¥as no 

observed association between alcohol and oi-al contraceptive use� current smoking., number of 

sexual partners, age at sexual debut, number of tin1es married and number of children amo11g 

respondent and their willing11ess to take a cervical cancer screening test. 

56 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



'fable 4.lSRclationsliip bch,,cc11 exposures to ·1·isl{ factors among rcspondc11ts and

1·cspondcnt's ,villingncss to tal<.c a cervical cancer screening test

Are you willing to take a 
screening test? 

No {0/o) Y cs (0/o}Total x.2 P-valucva·riablcs 
- 11 (%) n (%) N 
-

Do you 11ave family me1nber wl10 has 
or 11as had cervical cancer 

No 122(53.0) 108(47.0) 230 3.917 0.048 

Yes 11 (34.4) 21(65.6) 32 

Ever used alcol1ol • 

30(42.3) 41(57.7) 71 2.822 0.093 No 
Yes 103(53.9) 88(46.1) 191 

Currently smol<i11g 
No 12(57.1) 9(42.9) 21 0.009 0.926 

Yes 0(0.0) 1(100.0) 1 
• 

Oral contraceptive use 
104(52.0) 96(48.0) 200 0.517 0.472 No 

Yes 29(46.8) 33(53.2) 62 

Number of sexual partnei·s 
18(47.4) 20(52.6) 38 0.144 0.704 

One 
Two or more 107(50.7) 104(49.3) 111 

Age at sexual debut (years) 
80(48.5) 85(81.5) 65 0.576 0.448 

<20 
74 

>= 20 45(53.6) 39( 46.4) 

Numbers of times married 109(48 2) 226 0.284 0 59� 
117(51.8) One 

28 15(53.6) 13(46.4) Two or n1ore 

Number of children 71(51.1) 139 0.606 0.436 
68(48 9)I - 3 

55(46.2) l 1964(53.8) 4 and above

• 
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fable 4: 16 Relatio11ship beti ,een fact . fl ors m uenc· . . . 

k 
. 

ing screening uptake and ,v1ll1ngness to 
ta e up screenLng. 

A liigl1er proportion of the responde11ts wh 1 
. 

0 1ad l1ttleknowledge of cervical cancer (58.4°/o) than

t11ose who had goodknowledge of cervical
. . . 

cancer (25.0%) were w illing to take a cervical cancer

screerung test. This differe11ce in these tw 0 proportions was statistically significant (x2=25.935.

p== <0.005).

· 1 not e 1eve that cervical cancer screenmg test wasA total of 57 .3o/o of the respondents wl10 d'd b 1· · 

painful were willing to take a cervical screening test wllile only 33.0% of the respondents who

believed that the screening test is painful were willing to take the test. This difference was found

to be significant (x2= 14.451, p<0.005).

A total of ( 46.4%) who believed they were not at risk were willing to take the scree11i11g test. 

while 33 .3% of tl1e respondents wl10 believed they could be at risk were willing to take tl1e test. 

No significant association exists between tl1ese two proportions. (x2= 0.597. p= 0.4-+0)

A higher proportion of the respondents who did not know where to go for a cervical cancer 

screening test (54.6o/o) than those who knew where to go for a cervical screening test (20.6° 
o)

were willing to take a screening test and this difference is significant (x1=1 l .828. p<0.005) 

A total of 51.9% of tl1e respo11dents who believed cervical cancer screening was expensi\e ,,ere

willing to take the screening test while, 43% who believed ,vas not expensive were ,villing to 

take the test. No significa11.t association exists. (x"= 1. 702, p= 0.192)

Two thirds 66.4o/o of the respondents who did not believe tl1at cervical cancer scree11ing te�t \\t\s 

for promiscuous women were wi II i ng to take a cerv 1 cal cancer screening t� �t , , hi le only 29. 4 ° o

of the respondents who believer! that cervical cancer screening test \\as for promiscuous ,vomen 

werewilling to take the test. The difference bet\veen these t\\O proportion� ,-.a significant 

<x2=33.4p <0.005). 
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fable 4:16 Relationship beti1een fact . fl ors in uenc1ng · 
l . screening uptake and ,v1llingness to 

ta {C up sc1·een1ng. 

A 11igher proportio11 of the responde11ts w110 h d 1
. 

1 kn a itt e owledge of cervical cancer (58.4%) tl1an

tliose who had goodki1owledge of cervical 0 cancer (25.01/o) were willing to take a cervical ca11cer 

screening test. This difference in these tw . 
0 proportions was statistically significant (x,2=25.935.

p== <0.005).

· 1 not e 1eve that cervical cancer screening test wasA total of 57 .3% of the respondents wl10 d'd b 1· · 

painful were willing to take a cervical screeni11g test wlule only 33.0% of the respondents who

believed that tl1e screening test is painful were willi11g to take tl1e test. This difference was found

to be significant (x.2=14.451, p<0.005). 

A total of (46.4%) who believed they were not at risk were willing to take the screening test� 

while 33 .3% of tl1e respondents wl10 believed they could be at risk were willing to take tl1e test. 

No significant association exists between tl1ese two proportions. (x.2= 0.597, p= 0.440) 

A higher proportion of the respondents who did not know where to go for a cervical cru1cer 

screening test (54.6o/o) than th0se who knew where to go for a cervical screening test (20.6%) 

,vere willing to take a screening test and tl1is difference is significant (x2=2 l .828, p<O 005) 

A total of 5 l .9o/o of the respo11dents who believed cervical cancer screening "vas expensive v\
1ere 

willing to take the screening test while, 43% who believed was not expensh,e were willing to 

take the test. No significant association exists. (x2= 1.702, p= 0. l 92) 

Two thirds 66.4o/o of the respondents who dia not believe tl1at cer. ical cancer �cree11i11g te-;t \\Us

for promiscuous women were willing lo lake a cervical cancer screening tl!st , htlc on!� :!9 -+0 o 

of the respondents who believer:! that cervical cancer screening test ,vas for promiscuous \Voml!n 

werewilling to take the test. The difference bet,\een these t\-VO proportions \\as !.tgnificant 

(x2=33.4p <0.005). 
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A Iugher proportion of respondents 83 3o/c h b . 
• 0 w O el1eved tl1ey are not health)· were \Villing to take

creening test while, 45% of respond t h a s en s w o believed tl1ey are healtl1y were willing to tal<e

tl1e test. No significant association exists. (x,2== 3_687, p= O.OSS).

A total of 46·7o/o of respon<lents wl1o were not advised or recommended by a doctor/nurse to take

screening were willing to tal<e screening while, 36.8% who were advised were willing to take

screening. No significant association exists. (x2== 0.685, p= 0.408).

A total of 54.2o/o of respondents wl10 believed they are still young were willing to take screening 

test while 45% who did not believe they were too young were willing to take the screening test. 

No significant association exists. (x2= 0.726, p= 0.394). 

A total of 46.So/o who l1ad not removed their uterus and cervix were willing to take a screening 

test, while none of the respondents wl10 had removed their uterus was willing to take a screening 

test. No significant association exists. (x2= 3.721, p= 0.054). 

A significa11tly higher proportion of tl1e respondents who reported that they had heard of cervical 

cancer screening test (58.0%) than those who reported tl1at tl1ey had never heard of cen ical 

cancer screening test ( 41.2%) were willing to take the test. Tl1e difference betvveen these t\�'O 

proportions was significant. (x2=5.594,p=0.018). 
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Table 4.16Rclationship bchvccn factor · 11 s tn ucncmg s 
up screening among respondents.

creen1ng uptake and "'illingness to hike 

Are you \villing to take a

-Variables
screening test 

No Yes Total -

-Little ur1derstanding of cervical 
cancer 

n (%) n(¾) N 

Screening is painful 

Not tl1i11king of being at risk

Not l<t1owing wl1ere to go for 
scrce111ng 

Cervical car1cer scree11ing is 
expensive 

No 69(75.0)
Yes 64(41.6) 

No 56(42.7) 
Yes 77(67.0) 

No 6(66.7) 
Yes 127(53.6) 

No 50(79.4) 
Yes 83(45.4) 

No 94(57.0) 
Yes 39(48.1) 

No fe111ale l1ealtl1 wor"-er to perfor111 
tl1e test 

No 110(51.9) 
Yes 23(67.6) 

Screening is for pron1iscuous \Vomen 
No 37(33.6) 

I an, l1ealt)1y 

Lacie of l1usba11d approval 

Not advised or reco1nmended by 
doctor/nurse 

I arn still yot1ng to l1ave tl1e test

My uterus a11d cervix l1ave been 
re1noved (total l1ysterecto1ny) 

Yes 96(70.6) 

No 1(16.7) 
Yes 132(55.0)

No 126(54.5) 
Yes 7(43.8) 

No 12(63.2) 
Yes 121(53.3) 

No 122(55.0) 
Yes 11(45.8)

No 130(53.5) 
Yes 3(100)

23(25.0) 92 
90(58.4) 154 

75(57.3) 131 
38(33.0) 115 

3(33 .3) 
110( 46.4) 

9 
237 

13(20.6) 63 
100(54.6) 183 

71(43.0) 
42(51.9) 

165 
81 

102(48.1) 212 
11 (32.4) 34 

73(66.4) 
40(29.4) 

5(83 .3) 
108(45.0) 

105( 45.5) 
9(56.3) 

7(36.8) 
I 06(46.7) 

100(45.0) 
13(54.2) 

113( 46.5) 
0(0.0) 

110 
136 

6 
240 

231 
16 

19 
227 

222 
24 

243 
3 

l l1ave 11ever l1eard of cervical ca11cer

No 29(42.0) 40(58.0) 

I 04 58.8) 73 41 ·2)
69 
177 

Yes 
60 

x2 p-valt1e

25.935 <0.005 

14.451 <0.005 

0.597 0.440 
• 

21.828 <0.005 

1.702 0. I 92

2.931 0 087 

33.436 <0.005 

3.687 0.055 

0.702 0.402 

0.685 0.408 

• 

0.726 0.394 

3.721 o.os,, 

5.594 0 .018 
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Figure2: Shows the distribution of the respondents sottrce of information on cervical cancer
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. 3· Shows the dist1·ibution of willingness to take a screening test among respondents.
Figure 
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• 

CHAPTERS

01scuss10N, CONCLUSIO AND RECOMME DATIO S
• 

• 

s. l D1scuss1on

This study showed that the knowledge of cervical
0 

• 

cancer symptom a1nong the respo11dents was
poor (75.11/o). This can be ascribed to the rel · 

. 
attve]y high number of respo1,de11ts tl,at indicated

that they have no source of 1nfor1nation 102(32 6o/c) b . 

• • _ • 

• 0 a out cervical cancer with 011ly 45(14.4o/o) 

getting their information from TV /Radio Thi · 1. · s 1s s 1ghtly lo,ver than the outcon1e of a previous 

study by Igwilo et al, 2012 that reported 1 1 1 a ow eve of knowledge (91.9%) of cervical cance1· 

among women in Okada corrununity in O · N l E via ort 1- ast local government of Edo state in Nigeria 

and of the 3 84 respondents in the study h b · · , none ave een screened for cervical cancer. This 111ay 

be due to poor sensitization anc campaign programs on cervical cancer in the area. The lo\v level

of knowledge reported in this study is also lower tl1an tl1e valt1e reported by Abiodu11 el al, 2014

where (93.9%) l1ave very poor knowledge of cervical cancer an1ong rttral \.'v'omen in Odogbolt1 

and Ike1me local government of OgunState in Nigeria ,vl1ile 3.9°/o l1ad ever. l1ad ce1"'v1cal 

screening done. 

This was in contrast to a Turkish stt1dy (Erte n, 2009), wl1ichassessed tl1e level of awareness of 

Cervical Cancer Risk Factors and screening bel1avior an1011g nurses; this showed an appreciably

higl1 level of knowledge regarding cervical cancer sy1nptoms a1nong the nurses. This ca11 be

ascribed to tl1e fact that nurses being l1ealtl1 personnel l1ave a higher level of knowledge abot1t

n1ost medical diseases, cervical cancer inclusive a11d are t1sually n1edia of pac;sing inforrnation to

most wo111en. A study an1ong South African won1e11 (Pillay, 2010) showed a significa11tly higl1er

level of knowledge about cervical cancer (80%) than was found in our study. This can be

ascribed to tl1e well-developed t1ealtl1 systen1 witl1 well-establisl1ed screening services and a

higher level of awareness an1ong respondents. Similarly a Nigerian study assessing awareness of

cervical cancer among undergraduates show a comparatively higher level of knO\\ledge about

cervical cancer (7 l %) which �an be ascribed to the fact that most awareness campaign are

targeted at tertiary institutions with students who are believed to be sexually active.

Th. od level of knowledge about cervical ca11cer risk factor
1s stt1dy showed that there was a go 

237( . . 45 (46 401<) level of k11owledge about cervical cai1cer risk
75.7%) wl11cl1 co11t1·ad1cts · 0 

f: . N This shows tl1at most of the respondents in tlus st:l1dy
actorsfot1nd a1no11g the Turk1sh tirses.

are qt1ite 
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}{nowledgeable about risk factors and t 
. . . 

no syniptoms which may affect uptake of scree11i11g

services which 1nd1rectly can lead to late prese .
ntatton of cervical cancer cases.

This study shows that 171(54.6%) of tl1e r "'spondents are aware that cervical cancer ca11 be
Prevented. Of those that do, a significant · · ma.1or1ty cannot identify tl1e various screeni11g test

andonly 38(12.1 %) of them could ident'fy p · 1 ap smear as a sc1·eening test. The level of knowledge

on cervical cancer screening is similar to tl t c d b 1a 1ot1n y Guptaaet.al,2004) In assessing Ce1·v1cal 

Cancer Screening among South As1·an W · c omen 1n anada where he reported a low level of 

knowledge about tl1e Pap test and a low prevalence of Pap testing bel1avior despite tl1e

availability of screening services. The level of awareness of Pap smear in this study is lower t11a11

the proportio11 reported in by Nwaozor and Oragudosi (2013). Nwaozor and Oragudosi 2013. i11 a 

study of the awareness and uptake of cen ·cal cancer screening amo11g wo111en in On.itsha� 

Anan1bra state reported that about 36% of the respondents knew about Pap smear. 

Tl1e rest1lt of sc1·eening knowl, ·dge of .cervical cancer is significantly lower tl1ru1 that of Pi l la)1
•

2010 were approximately two fiftl1 of tl1e 70 respo11dents were L1naware of Pap smear a!> c1

screeni1 1g test for cervical. This is still ascribed to the higher level of h_altl1 care and well

establisl1ed sc1 ·eeni11g service in Soutl1 Africa. A stt1dy by Ezem, 2007 on awareness and uptake

of cervical cai1cer screening in a South-Eastern city in Nigeria showed a contradicting high level

of awareness of 52.8% among its 1·espo11de11ts. This can possibly be ascribed to an increased

campaig11 on cervical cance1� aware11ess and screening for residents in tl1e study area.

This study shows an abysmally low (5.4%) uptake of cervical cancer screening among our

respondents which is significantly lower than the level of uptake of cervical screening (75%)

among Inuit women in Canada (Cerigo et al. 2013). This n1ight be ascribed to Canada's well

developed health care system and improved literacy level. The same disparity was observed in a

study by Ncube et a/.20 I 5) where cervical cancer screening uptale ,vas 66% which "vas also

·fio d b · 1 1 t C'. d in our study. A Gl1anaian study assessing tl1e uptak.e ot'
t1n to e higher t 1an t 1a 1oun 

· . ll stude 1ts sho\ved a level of 12.0°/o which \Vas n1ore tha11
cervical cancer scree111ng among co ege
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that found in our study. This can possibl b 
. . 

Y e ascribed to youtl1 friendly reproductive services
targeted at girls 1n the reproductive age . . 

. . . . 
group especially m the tertiary institutions. Sirrular

dispar1t1es 1n cervical cancer screening u take . . . . · P were found 1n two N1ger1an studies wl1e1·e t1ptake
was found to be double what was found · 1 · in t 11S study w1th uptake of 7 .1 °/4 (Ezen1, 2007) and5 .1 %
(Udigwe, 2006). The increased uptake fou d · th 1 n 1n e alter study 1s due to the higher awareness oJ·

screening services among tl1e respondents in the study.

This study sl1ows a low level of (41 2°.1) · 11· b · • 70 WI 1ngness to e screened for cervical cancer among 

our respondents, which is slightly higher than the 30o/o willingness to screen for cervical ca11cer

fot1nd by Aswatl1yet.c,l , 2012 of rural women in India. This can be ascrjbed to the lo\ver

literacylevel among the respondents in the Indian study as well as tl1e socio cultural environn1ent

in 1I1dia. The level of willingness found in this study was comparatively low�1· tl1an that found in 

a Ghanaia11 study an1ong women attending antenatal cli11ic witl1 a willing11ess rate of 96o/o. A 

similar observation was made with a comparison of willingness to screen for cervical cai1cer 

a1nong women residing in two urban slums of in. a major 1netropolis u1 Nigeria (Balogun et c,l.,

2012), sl1owing tl1ey l1ad a l1igl1er willingness of 73.3%. 

This can be ascribed to a lower perception of being healtl1y among tl1e latter than the respo11de11ts 

from this study hence the higher willingness to take a screening test for cervical cancer. Themost

reported risk factors for cervical cancer an1ong respondents was 245(82.2%) having two or more

sexual partners, followed by 276(88.2%) who reported having partners who seldom or never use

condon1s,216( 6 9. 0%) reported a hi story of alcohol use, white 193 ( 64. 8%) and 198 ( 6 3. 3 °/o)

reported age of sexual debut less than twenty years and a history of vaginal infection

respectively. Several evidence points to the ;ncreased risk of cervical cancer which is aln1ost

thr t
. 

h' gh · l have }1ad 6 or more sexual partners. con1pared witl1 those wl10ee 1mes 1 er 111 women w 10

I l d l d doubled in won1en who first had sexual inte1·col1rse aged 14
1ave 1a only one as wel as aroun 

. 1 a· d so aged 25 or older (ICESCC 2009). This risk is also
or younger, compared w1tl1 tl1ose w 10 1 

• . . 

l · . . f ally transn1itted infections (STls) especially w1tl1
11gl1er for wo1ne11 w1tl1 a history o sexu · 

. . 14) There is scie11tific e,1idence that STis cat1ses 1n1111t111e-
Chlamyd1a t1·acl1on1at1s ( J e11se11eta/, 20 

. p ·11on1a Virt1s (HPV). Hanse11 et al.
suppressio11 allowing infection with I-luman apt 
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(2011) in his study reported that women with STI 
. 

b h. . �,·k 1 
. 

' in seekmg treatment will screen for cervical 

cancer tit t 1s 1s u1u1 e y 1n our respondents w· . . 

. . . 
Ith low w1ll1ngness to screen and lovv t1ptake 

ofcerv1cal screening services especially in the D 
. . 

ace of a health system with a poorly establisl1ed 

cervical screening se1�1ce.

Ertem, (2009) Sl,owed a proportionately similar exposure an1ong Turkish nu1·ses with 81 .4°/o

, -· "o 1or ear y age of sexual debut when compared toreporting multiple sexual partners and 7? 20/ "" l 

values of 82.2% a11d 64.8%, respectively from thi's study R d fi ti · d 1 d . espon ents ron1 11s stt1 y repo1 e 

alower exposure of history of sexually transmitted diseases compared to tl1e other study (63.3°/o).

This can probably be ascribed to a cultural perception of reportu1g STI publicly. A Nigeria11

stt1dy by Ayinde et al, 2004 among female undergraduate sl1ows a similar proportion of

respondents reporting (5.1 %) early age of sexual debt1t comparable with that found in this study

while tl1ose tl1at reported n1.ultiple sexual partrier was lower (51.1 %) tl1an tl1at found in our stt1dy.

Tlus is probably ascribed to a possible lower number of sext1ally active respondents. Mt1ltiple

sexual partners was found to b,· a major risk factor noted in all study discussed. hence a need to

educate yot111g females on tl1e dangers of multiple sexual partner.

In this study, socio-demographic characteristics such as age, ethnicity, religion. highest level of

education, marital status, job cadre and average monthly incon1e had no significant relationship

with the utilization of cervical cancer screening among the respondents. (Abiodun et.a/, 20 I I)

however reported that age of the respondent; had a significant relationship "vith utilization of

cervical screening ainong the respondents but marital status, occupation of respondents. level of

education and average monthly income had no significant association with its utilization.

(Abiodun et al, 2011 ). Also, in a previous study reported that age and level of education had

significant relationship with utilization of cervical cancer screening �ervices (Hyacinth

et.al,2012). 

. 'ti tly higher proportion of respondents who had famil)

Also, this study revealed that a s1gn1 ica11 . . . 

. 1 er were willing to take the screening test. Tlus 1s

members previously diagi1osed of cei-vica cane . 

tact with tliose wl10 had the disease and had

probably due to the fact they have had close con 
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I 

"tter knowledge of the disease thus . nf1 c , I uenc1ng their heal . 

f the screening test. Adekanleet al O • d 
th seeking behavior to\vardsutilization

pine that an incr 

·11vely affects tl1e uptake of ce . 
1 

eased level of knowledge of the disease
,0s1 rv1ca cancer scree .

d done in Ibadan among t 
ning teSt (Adekanleeta/, 2011 ). A s1n11 lar

,tu Y an enatal care att d en ees also report d 
· 

·fi 
· · 

level of awareness f . e a s1gn1 1cantassoc1at1011 

,et,veen o cervical cancer and
. 

. . 

l rt d th 

willingness to utilize the scree11ing test. Tl1i5

·tudY a so repo e at age of the responde t , 
. 

n s was not associated witl1 willingness to utilize tl1e

screening test (Ndikomet.al,2011).

1n1str1es Selected and the Ot1t-stationed staff was 11otr11e study was limited to tl1e nu1nber of M' 
· 

· ew respondents had f eel1ng of tl1e1r privacy bcc11 used because of difficulty in locating them A ft . . . 

e pro en1 t 1rough assurances that their responses was violated but effort was made to reduce th bl 1 

kept confide11tial.
• 

Son1e women were diffictilt to assess because of son1e sensitive isst1es particularly on sexual 

practices and 11umber of sexual partners, although a fair number responded freely to tl1e question. 

5.2Conclusion 

Tl1e study revealed tl1at k.novvledge of cervical cancer signs and sy111pton1s among respondet1ts 

was very low, while the respondents had good knowledge of risk factors. This indicates that the 

\Vome11 do 11ot l1avc i11deptl1knowledge of cervical cancer and the inability to identify tl1e

signs&sympto1ns of cervical cancer will lead to the late presentation of the disease when the

survival rate i s  low. Willingnessto take a cervical cancer screening test and uptake of cervical

cancer screening was equally low among female civil servants in Akure, Ondo State. _Most of the

respondents gave the following reason for not utilizing screening service; Feeling healthy, not

thinking of being at risk, lack of recommendation by doctor and lack of knowledge of facilities

offering screening services. It is therefore recommended that a robust cervical screening service

be integrated into national health systen1 with increased effort at creating awareness about

cervical cancer and the benefits of regular screening whilst ensuring that facilit!es offering

cervical cancer screeni11g are wide spread and known.

• 
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• 

• 

s.JRccommcndations

I. There is 11eed to raise awareness about cervical cancer symptoms and available screening

services especially location of such facilities throt1gh the n1ass media to increase tl1e level

of lrnowledge about cervical cancer. 

2. Tl1e government can collaborate witl1 NGO's to ensure tl1at cervical ca11cer screening

se1vices is affordable and also health education program1nes focusing 011 lifestyles that

predispose to cervical cancer is given to the1n. 

3. Cervical cancer screening shot1ld be incorporated into our primary l1ealtl1 care delivery as

is do11e in otl1er countries in order to improve access to 11tilization of cervical cancer 

scree11i11g since PHC is the nearest l1ealth care delivery agency to the grass1·oots . 

• 

• 
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APPENDIX II 

Questionnnire No:
---

DETERMINANTS OF THE UTILIZATION OF CERVICAL CANCER SCREENING
SERVICES AMONG FRMALE CIVIL SERVANTS IN AKURE, ONDO ST A TE.

l{csportdt.·11t c�)11�cnt f•Jrnt 
I am Leye-Adebayo Salewa (Miss), a postgraduate student of Epidemiology and MedicalStatistics, Faculty of Public Health, College of Medicine, University of Ibada.i1. In partial 
fulfillment of tl1e requirements for the award of the degree of Masters of Science in Public
Health, I am carrying out a research on the deter111inants of the utilization of cervical cancer
screening services among female civil servants in Akure, Ondo state. I plead \.Vith you to be
truthful in your responses endeavor to answer all questions applicable to you. Tl1e res�onses
provided will be kept confidential and are stri"tly for academic purposes. Your name 1s not
reqt1ired a11d pru1icipation is voluntary. Thank you.

SECTION A: SOCJO DEMOGRAPJIIC Cl-lARACTERISTlCS 

A(!e (at last birtl1day 1 
Others (specify) Et11nicitv D Hausa 0 JgboO Yon1ba . .  

0 Christianitv D lslon1 OTrnditional Oothers .............. · · · · · · · , .. Relieion 
0 SSCE/Eauivalent O ONO O 1-lND/BSC OMnstcrs/PI-ID. 1-liehest level of education 

OMarried D \Vido\ved D Divorced Marital stntus D Single 
A veroge income in a month 

D Senior Cndre/(!rnde/level OJunior 
Ministry 

D Monogamy D Polygam\ Frunilv settin'1. 
SECTION B CERVIC1-\L C,-\NCER KNO\VLEDGE. 

Cervical cancer affects ,vhich of the folio,, ing organs? (a) Vagina (b) Uterus (,vomb) (c) Cervix (n1outh of the ,vornb) ( d) �1omach I cl 
Kidney 

Ans\ver the folJo,vinQ stntcn1cnts l>y tickin� ('1) ns aoorooriate to you 
Strongly 

Va12.inal bleed1n2. during sex is a sign of cervical cancer 
Persistent vaginal discharge thnt s1nells unpleasant is 8 sign of 
cervical cancer . 
Do you think discomtbrt or pain during se, could be a sign of 
cervical cancer 
Do you think condoms reduce tl1e risk of R:etting cervical �ancer
Do you think chances of cL1ring cervical are better ,vhen disease 
is discovered at an early sta2e 
All ,vomen are at risk of cervical cru1cer 
Only oromiscuous women are at risk of cervical cancer
All sexual Iv active \Vomen are at risk of cervical cruicer

1 · d h · or to11ger than usua Do you think menstrual per10 s eav1er 
could be a sil?.n of cervical cancer 

Id b 8 sign . . d · ft enopause cou e Do you think vaginal blee 1ng a er m 
of cervical cancer 

. . , 1 • t recurse Cervical cancer is associated \1/ith starting sexua in e 
earlv

_ in life . e sufferer to anotherCervical cancer can be trnns1n1tted from on 
oerson 
Cervical cancer occurs only in elderly ,voinen

agree 

I 
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I 

PLEASE TICK/ FlLL AS APPROPRlA .. fE

24 Wl1at is the source of your in� _ t · . Health worker (b) Fam'I / 
I . onna i�n on cervical cancer? (you can pick more tfian one) (a) 

Others spec ify .......... '.-�-��- �t.'.�� .. �c) friends {d) Internet (e) Church/mosque (f) Television/Radio (g)

KN?WLEDGE OF CERVICAL CANCER RISK FACTORS
Wh1cl1 of tl1e folio wing mav cause cervical cancer:

I , Strongly Ag1·ee I don't Disagree Str·ongl)' 
ae:ree knO\\' disaer·ee 

25 Cervical cancer is caused by 
infection witl1 a virus called l1uman 
papilloma virus (HPV) transmitted 
tl1rougl1 sexual intercourse 

" 26 S1noking 
27 Having a weakened immune system 

( e.g l1aving HIV) 
28 

Lon�;-ter1n use of contraceptive i I l 
29 Having 1na11v sexual partners 
30 Sexually transmitted infections 
31 Having too many children 

I ' 
32 I-laving a sexual partner 

\.Vl10 l1as otl1er sexual partners 
I ' 

33 Starti11g to l1ave sex at young age 
(before I ?years) 

34 Not going for scree11ing 

SECTION C: SCREENING KNOWLEDGE AND WILLINGNESS. 
Ans,ver tl1e followin2 statements bv tickine -, 

• 
\ as approp1·1ate to you 

35 Ca11 cervical cancer be orever1ted? 0 Yes D No Ol do11't 1<110,v (l f 110, skio to question 36)

36 If yes, "vl1at �,re the ,vays cervical cancer· can be 
prevented? D Yes DNo 0 I don't k11ow 
a) Early detection by cervical cancer screening test OYes ONo D I do11 't kno\.v 
b) A void multiple sexual partner DYes DNo D I don't kno,, 
c) Avoid smoking DYes ONo D 1 do11 't k11ow 
d) A void co11traceptive pi 11
e) otl1ers

-

37 Wl1ich of tl1e follo,ving is cervical cancer screening
DYe D 0 D I don't kno"' test? 

a) Pap sn1ear test OYes ONo D I don't h..no,� 
D Yes ONo D I do11 't k110\v 

b) Visual inspection with Acetic Acid (VIA)
0 Yes ONo 0 l do11't k110,1v 

c) HPV DNA test

d) Vist1al inspection witl1 lugol 's iodine (VI LI)

e) Otl1ers (specify)
' 
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38 

39 

Have vou ever been screened for ce . I If rv,ca cancer? O Yesyes, 110\v many times l1ave �ou been d 
. ONo (If No. go to questio11 42) 

40 
41 

If· 1 . 1 
screene ves, w 11c 1 metl1od of screeninu. did vou d ? ,. If h d. tin. ergo yes, ow 15 you know abo t ti · 

personnel (e) oth ( 1 
u ie screening? (a) Friends (b) media/internet (c) famil) (d) health

42 

43 
44 

45 

46 

47 

48 

49 

so 

51 

52 

53 

54 

55 

56 

57 

58 

59 

60 

61 

62 

63 

64 

65 

66 

. , ers P ease specify) Are you willing to take a screening test? D Yes ONo D l don't know
ONo 

Do you �ow centers that provide cervical ;ancer screeni11g services? D YesAt wl,at interval is sere · g d ? 0 . . enin one. Everv vear D Everv 3vears D Everv Svears D I don't kno\v 
en1ng 1s e ect1ve an preventing cervical cancer? D Yes DNo D IDo you think cerv1cal sere · · ffi · · . . 

don't know 

FACTORS INFLUENCING SCREENING UPTAKE 

To be answered b:y those ,vho have not being screened 

Wl,at are tl1e reasons wl1y you l1ave not being screened? 
Little understanding of cervical cancer OYes ONo 
Screening is painful DYes DNo 
Not tl1inking of being at risk D Yes DNo 
Not knowing wl1ere to go for screening DYes ONo 
Cervical cancer screening is expensive OYes DNo 

No female healtl1 \Yorker to perform at t11e nearest l1ealtl1 D Yes DNo 
faci I ity 
Screening is for promiscuo 1s women D Yes ONo 
I am healthy D Yes DNo 
Lack of l1usband approval OYes DNo 
Not advised or recommended by my doctor/nurse D Yes DNo 
l am sti 11 young to have tl1e test OYes DNo 
My uterus and cervix l1ave been removed ( Total D Yes DNo 
l1ysterecto111v)
I l1ave 11ever l1eard of cervical cancer D Yes DNo 
TO BE ANSWERED BY THOSE WHO HA VE BEEN SCREENED 

-

You said vo,1 have been screened for cervical cance1·, \Vhat made vou eo for screenin2? 

Advised by a l1ealtl1 care professional D Yes ONo 
Screening is pain less OYes DNo 
Tl1ink I 111ay be at risk of l1llving cervical cancer OYes DNo 
Screening is done in tl1e l1ealtl1 facility I go to \-vl1en sick DYes DNo 
Cervical ca11cer screeni11g is not expe11sive OYes DNo 
Screening is for all women D Yes D 1'..) 
My friend e11couraged 1ne D Yes ONo 
My l1t1sba11d encouraged 1ne OYes ONo 

D Yes DNo 67 Advised at a l1ealtl1 talk 
SECTION D: RISK FACTORS OF CERVICAL CANCER. 

Do you use oral co11traceptives? OYes DNo 68 

69 If yes, for l1ow long i11 all? 
70 Have you ever s111oked cigarette? D Yes ONo 

71 Do yot1 curre11tly s1noke cigarette? OYes DNo 

72 Have you ever l1ad sex? OYes ONo 

73 Age at first sext1al intercourse? 
74 How 1nany cl, i ldren do yot1 l1ave? 
75 1-lo\V ,nany times l1ave yot1 bee11 111arried? (if 111arried)
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79 

How ma11y wives does your ht1sband l1ave? (if n1arried) .. How often does your partner use protection (condom) during sexl1al intercoL1rse '\vitl1 yoti (a� iiever. (b)
Rarely c Often 

Have you ever taken alcol10I? DYes ONo (if No, skip to qt1estion 80) 
DNo Have you consumed alcohol in the past 30days? 0 Yes

How many sexua I part11ers h�a�v�e:_..;;
y�o�u�e�v�e:..r �ha�d�?�--====::=:::::::====�::::::-::-:---------1�8 l��H�a v�e:'....:y�o�u�e�v�e�r �te�st�e�d�f o�r�H�u m�an�pa�p�i l�Io�rn�a::.�vi�ru�s�([_l-l�P�V'J.)!....?· -----:::�O�Y�es=-�D�N�o�--------· -

82 , If yes, did you test positive to tl1e HPV? D Yes D No 

80 

83 Have you ever had any fonn of vaginal infection? D Yes D 1'1
1

Do you l1ave a family member (sister, aunt, motl1er, grandmother e t.c) \Vl10 110s or t1as l,ad cerv ical 

cancer? 
84 

D Yes DNo 
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APPEND!� III

NAMES OF MINISTRIES 
NOOF 

WOMEN 

I • Ministry of community developme11t and co- 31 
operative services 

2. Ministry of I-Iealth
166 

I ' 

3. Ministry of Culture and tourism 61 

4. Ministry of Education 93 

s. Ministry of Natural Resot1rces 30 

6. Mi11istry of Agriculture 80 

7. Ministry of youth developtnent and sport 3 l 

8. Ministry of Wo111en Affairs 43 

9. Mi11istry of E1nployme11t and productivity 18 

10. Mi11istry of l11for1nation 83 

11. M i11istry of Co111merce 42 

TOTAL 678 

83 

Sample Size 

Allocated 

31 X 3] 3= 14 

678 

166 X) 13= 77 

678 

6)x 313 =28 

678 

9) X 3] )= 43

678 

30 X J ( )= 14 

678 

80 X) l)= 37

678 

31 X 313= 14 

678 

43 X) 1 J= 20

678 

I 8 x 313= 9 

678 

83 X 313= 38 

678 

42 x313=19 

678 

313 

'' 

Sampling 

Interval 

31 =2 

14 I I 

166= 2 I) 

77 

61 =2 

28 

93=2 

43 

30 =2

14 

80 =2 

37 

I I 

31 = 2 

14 

43= 2 

20 

l8= 2 

9 

I ' 
83= 2 

38 

' ' 

42= 2 

19 

313 
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