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ABSTRACT

Background: Cervical Cancer is the common gynecologic cancer affecting the life of women. It causes
deaths of thousands of women annually worldwide. Cervical cancer screening is the method of early
detection of cervical cancer before occurrence to decrease the mortality and morbidity of the diseases.
When women screened at least once in her lifetime between the ages of 30 and 40 for cervical cancer,
her risk of cancer could be decreased by 25-36%. Despite this advantage the coverage of cervical cancer
screening is low in Low and Middle Income Countries including Ethiopia. Only few studies have been

done in Ethiopia concerning cervical cancer screening service utilization among eligible women.

Objective: To assess cervical cancer screening service utilization and associated factors among eligible

women (30-49 years) in Jimma town, south west Ethiopia, 2017.

Methodology: Community based cross sectional study was conducted among women of 30-49 years in
Jimma town from March 20 to April 15, 2017. Triangulated with qualitative method of data collection.
The data were collected using a structured interviewer administered questionnaire. Data were entered
using epidata manager version 4.0.2 and exported to SPSS version 21 for analysis. Logistic regression
analysis was performed and variables with p-value of less than 0.05 were taken as statistically

significant predictors of cervical cancer screening service utilization.

Results: Of the 737 women, only 114 (15.5%) had been screened for cervical cancer. Among
respondents who were screened, 51(44.7%) screened because they had been requested by a health care
provider. The independent predictors of cervical cancer screening were: occupational status
[AOR=2.67, 95% Cl:1.29-5.49], knowing someone who had ever been screened [AOR=363, 95% CI:
2.06-6.40], history gynecologic examination [AOR =2.91, 95% CI: 1.49-5.66], no gender preference
for gynecologic examination [AOR=3.59, 95% CI:1.97-6.53], consultation of health care providers
[AOR=4.37, 95% CI:2.51-7.63], Knowledge status [AOR=3.46, 95% ClI:1.44-8.31] and perceived
susceptible status [AOR=3.23, 95% CI:1.74-5.99].

Conclusion: Utilization of screening service is low in Jimma town. Occupation, knowing someone who
screened, history of gynecologic examination, gender preference for gynecologic examination,
consultation/advise about cervical cancer with health care providers, perceived susceptibility for
cervical cancer and knowledge about cervical cancer & screening were independent predictors for
cervical cancer screening. Strengthening the screening service is important through raising the

awareness of the community and integration of the services.

Key words: cervical cancer, cervical cancer screening, utilization, Jimma town
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CHAPTER ONE: INTRODUCTION
1.1. Background
Cervical cancer screening is the method of early detection of cervical cancer before occurrence
to decrease the mortality and morbidity of the diseases. It can identify precancerous cells in
women or healthy women before occurrence of cancer. Because, removal of such lesion
prevent development of disease which occur after long time(1). According to American
college of obstetricians and gynecologists cervical cancer screening is a procedures used to
identify change in cells of cervices that could result in cancer(2).

Morbidity and mortality from cervical cancer can be prevented through primary, secondary
and tertiary preventions which include screening as secondary prevention. Recommendation
of World Health Organization (WHO), as primary prevention includes vaccinating girls all
between the ages of 9 to 13 with human papilloma virus (HPV) vaccine and raising their
awareness towards risk factors of cervical cancers and associated behaviors such as avoiding
early initiation of sexual practices and multiple sexual partner. Secondary prevention,
involves early detection and treatment of subclinical, asymptomatic, or early disease in

women of 30 years or older, without apparent signs and symptoms of cancer(3,4).

The standard screen method for cervical cancer is cytology Papanicolaou testing (Pap test),
and if cytology results are positive the diagnosis of Cervical Intraepithelial Neoplasia (CIN)
is based on following colposcopy, biopsy of suspicious lesions, and then treatment only when
CIN2+ has been histologically confirmed. This screening method requires highly trained
human resources and extensive amount of laboratory equipment. In low and middle income
countries, this screening method is difficult due to high cost of setting up screening
programmes based on cytology. Coverage of screening is very low and alternative screening
methods are required(4). Others screening tests includes HPV DNA test, visual inspection
with acetic acid (VIA) or Lugol’s iodine (VILI). Visual inspection of the cervix with acetic
acid is the best method in resource limited area. This method requires few visits and offer a
“screen and treat” at the same visit. So, it can save the resources and time specially in low and

middle income countries(5).



When women screened at least once in her lifetime between the ages of 30 and 40 for cervical
cancer, her risk of cancer could be decreased by 25-36%. Because the screening identifies
precancerous lesion and leads to early treatment for lesion. Pap testing has resulted in
dramatically decreased cervical cancer rates when the test is repeated every few years(6).

Every woman age of 21-60 and older years of age should get chance for screening. But routine
screening program should start from age of 25 years. The choice of starting at early age and

stopping at older age should be individual decision(7).

In resource limited area age at which routine screening starts and frequency of screening is
different from developed countries. According to Ethiopian cervical cancer screening
guideline, every woman of 30-49 years of age should have cervical cancer screening every
five year intervals. But in the case of HIV/AIDS positive women the age is decreased to 25
years of age because of immune suppression can increases the occurrence of cervical cancer.
In Ethiopia visual inspection with acetic acid (VIA) screening of cervical cancer is being
used(8).



1.2. Statement of problem
Cervical Cancer is the second most common cancer among women worldwide and contributes

for the death of 266,000 and new cases of 528,000 in women annually according to
GLOBOCAN 2012(9). There is high disparity of incidence and death from cervical cancer
between low and middle income countries and High income countries (HIC). Nine out ten
deaths due to cervical cancer occur in low and middle income countries (LMIC). Low and
middle income countries share about 85% of the cases and 87% of death due to cervical
cancer. In sub-Saharan Africa, about 34.8 new cases of cervical cancer are diagnosed per 100
000 women every year, and 22.5 per 100 000 women die from the disease(9). There is
disproportionately high burden of cervical cancer in sub-Saharan Africa, parts of Latin
America and the Caribbean, and elsewhere in medically underserved populations(10). The
death from cervical cancer in 2020 is estimated to be raise by twenty percent in low and middle
income countries. According to WHO estimation within the next ten year about 3.65 billion
US dollar is required to combat cervical cancer through vaccination of girls, screening services

and treatment of cervical cancer in LMIC (11).

The main causes of disparity in mortality and morbidity of cervical cancer between HIC and
LMIC are the utilization of appropriate prevention mechanisms such as screening service and
HPV vaccine. Because of availability of appropriate screening test in HIC countries the
incidence and mortality from cervical cancer is dramatically decreasing unlike that of LMIC
(12).

Like others low income countries, the burden of cervical cancer is high in Ethiopia. Cervical
cancer is the second leading cause of death next to breast cancer in women aged 15 - 44 years
in 2012 in Ethiopia. It accounts about 11% of all cases of cancer. Annually about 7,095 new
cervical cancer cases are diagnosed and 4,732 cervical cancer deaths occur in the same
year(13). Study conducted in Addis Ababa at Tikur Anbessa Specialize hospital showed that
the trends of cervical cancer were increasing over last 16 years. A total of 5293 new cases of
cervical cancer were registered over the period. According to this study majority of the cases
are from Addis Ababa. Also there are cases that could not reach health facility for different
reason and when those cases are added the burden is high(14).



The coverage of cervical cancer screening service is very low in Ethiopia. Less than one
percent of eligible women under go screening in the country(15). Also study indicated that
knowledge about cervical cancer and cervical cancer screening is low in Ethiopia. In Jimma
university specialized hospital out of 60 patient who developed invasive cervical cancer only
2(3.3%) of them have history of cervical cancer screening and only 7(11.7 %) of them heard
about cervical cancer(16). Study conducted in North West Ethiopia illustrate that the

participants have low awareness and knowledge about cervical cancer(17).

To increase the coverage of cervical cancer screening and awareness about cervical cancer the
Ethiopian government made some efforts. According to 2015 Ethiopian federal ministry of
health(FMOH) report a total of 22,818 women aged 30-49 undergone cervical cancer
screening, out of whom 2,801(12.3%) had precancerous lesion and 1,348 (5.9%) were
identified as full-blown cancer. Cancer registry was finalized in Addis Ababa as well as in
the regional states(18).

Some studies have been conducted in Ethiopia and indicating attitude and knowledge of
cervical cancer screening as well as the level of cervical cancer screening among study
population. But, majority of studies are focused on university students and health care
providers(17,19-24). So this study will identify factors associated with cervical cancer
screening service utilization among eligible women (30-49) which will help to increase

service utilization by acting on those factors.



1.3.  SIGNIFICANCE OF THE STUDY
Studies showed that the incidence of cervical cancer is decreasing in developed countries.

This is because of effective screening methods. In contrast the burden of the disease is

dramatically increasing in LMICs(12).

Many studies have been conducted in Ethiopia concerning knowledge and attitudes of
participants towards cervical cancer and screening. Majority of those studies were focused on
health professionals and university students. This study intended to fill this gap by focusing
on eligible women for screening and at great risk for cervical cancer. Finding from this study
will help to identify magnitude of cervical cancer screening utilization and associated factors
in Jimma town. Identifying these factors is useful on increasing utilization of cervical cancer
screening by acting on those hindering or facilitating factors. In addition, the study used
Health Belief Model which allows for the consideration and influence of environmental
factors that may affect screening behaviors as well as individual and system-level variables.

Also this study can be used as baseline for other studies.



CHAPTER TWO: LITERATURE REVIEW

2.1. Utilization of Cervical Cancer Screening
The proportion of susceptible women who undergo screening is low in many LMICs including

Ethiopia. Study conducted in Tanzania showed that self-reported cervical cancer screening is
low, from total of women participated in the study about 85 percent of them know about
cervical cancer and cervical cancer screening. But only about 6 percent of them utilized the
screening services(25). Similarly according to community based study conducted in Kenya,
out of 424 women participated only 17 percent of them have history of cervical cancer
screening(26). In Nigeria out of 220 participants only 22 (10%) of them have history of ever
screened for cervical cancer but about 217 (98.6%) of the respondents had good knowledge
concerning cervical cancer and screening services(27). Study from Ghana which 392
participants were involved only three (0.8%) of them have ever screened for cervical
cancer(28). In Malawi among 257 women selected for study less than quarters (13.2 %) of
them have history of cervical cancer screening(29). Study from northern Ethiopia showed out

of 1186 age eligible women, only 235(19.8%) have been screened for cervical cancer(30).

2.2. Factors Associated with Cervical Screening Utilization
Utilization of cervical cancer screening is affected by several factors. Some group factors

facilitate utilization of the services while others act as obstacles of using the services.
Negatively influencing factors are more prevalent in developing countries unlike those of
developed countries. Low utilization of cervical cancer screening services in LMICs is
attributed to barriers in accessing and utilizing of the prevention services(9). Individual
factors like lack of awareness and knowledge about risk factors and prevention of
cervical cancer, Age, marital status, social economic status, cultural and religious belief of

the women are among determinants of women's willingness to utilize the services(31).



2.2.1. Socio-Demographic Factors
Age of women
As age of women increase the rate of participating in cervical cancer screening is increasing.

Study conducted in Malawi on population of 30-45 years of age showed that women of older
age (40-45 years) are more likely to utilize cervical cancer screening than younger women
(30-40 years of age)(29). According to study conducted in Mekele Northern Ethiopia older
women are more likely to utilize cervical cancer screening i.e. Women in the age range of 30—
39 years were more likely to be screened for cervical cancer compared with those 21-29 years
old(30).

Educational status of women

Educational statuses of the women affect utilization of cervical cancer screening. Study
conducted in Tanzania showed that women who had attended primary or secondary school
accept cervical cancer screening more likely than who didn’t attend school (32). Similarly
study conducted on Turkish women reveal that woman with low-level education are less likely
to utilize cervical cancer screening and as educational status of women increase women
exposed to information about fact of cervical cancer risk and availability of cervical cancer
screening services(33). Also study conducted in Addis Ababa indicate that educational status

of women is positively associated to utilize cervical cancer screening service(20).
Parity

Parity is also among factors predicting cervical cancer screening service utilization. Low
parity is positively associated with uptake of cervical cancer screening. Study conducted in
Tanzania indicated that Women who had 0-2 children were more prone to accept screening

in comparison with women who had five or more children(32).

2.2.2. Predisposing Factors
Using contraceptive Methods
Women who use contraceptive are more likely to utilize cervical cancer screening. According
to study in Malawi women that previously or are currently using oral contraceptives use
cervical cancer screening two times than non-users oral contraceptives(29). Use of

contraceptive increase chance of women to contact with health professional and discussion



about their health including cervical cancer screening for better life. Study conducted on
Turkish women reveal that women who use contraceptive method use cervical cancer

screening than non-users of contraceptive methods(34).
Knowledge about cervical cancer

Knowledge about cervical cancer is the main factors that affect utilization of cervical cancer
screening service utilization. Those women who have knowledge are more likely to utilize
cervical cancer screening than those who lack knowledge(35). A qualitative study done in
Ibadan, Nigeria indicated that respondents reported not being aware of cervical cancer and did
not know what cervical cancer screening entailed or the screening methods and thus, they
were not utilizing the services(36). Study from Malawi also showed that those women that
demonstrated high level knowledge were more likely to use cervical cancer screening unlike
those with low level knowledge(29). Study from Kenya revealed that significant associations
were found between awareness of cervical cancer and screening utilization(22). Similarly
study conducted in Mekele showed that knowledge on cervical cancer and screening were
significant predictors of cervical cancer screening service utilization (30).

Income Status

Income affect utilization of many services including cervical cancer screening because it
influences life style, accessibility of the services and directly or indirectly income influence
factors such as possession of communication media materials, expenditure of health services.
Knowledge about cervical cancer, risk factors of cervical cancer and preventive measures of
cervical cancer is low among rural and un employed women(37). According to study
conducted in Belgrade Serbia, women with better income status are more likely to use cervical
cancer screening compared to those low income level (38). Other study conducted on Turkish

women indicated that low income status is among barriers of cervical cancer screening(33).



Possession of Radio/TV
Currently in many developing countries the major form of communications are radio and
television. Women those have access media such as radio and television can access
information about cervical cancer and availability of the screening. Study conducted in Serbia
showed that possession of media is positively associated with utilization of cervical cancer
screening(38). Study conducted in North West Ethiopia reveals that among participant those
have information about cervical cancer majority of them accessed information from
television/radio. This shows availability of those medias affect utilization cervical cancer
screening(17).
Occupation

Women who are working outside of home can easily access much information concerning
their health including about cervical cancer and cervical cancer screening availability and
usefulness of the services. Study showed that women who work outside of their home are

more likely to participate on cervical cancer screening than women who work at home(34).

2.2.3. Perceived susceptibility for cervical cancer

After knowing about cervical cancer and risk factors for the disease women may perceive as
they are at risk to develop the disease and undergo screening. Study conducted in Uganda
reveals that cervical cancer screening is high among women who said they were at risk of
developing cervical cancer(39). The women who are not aware as they are susceptible for the
disease do not use the screening service and feeling not at risk is negatively associated with
utilization screening(26). Study in Nigeria showed that regardless knowledge about cervical
cancer and cervical cancer screening, the utilization of the screening service is low. The main
reason why women do not use screening was the perception that they were not at risk of the
disease (27).



2.2.4. Perceived barriers
Gender preference for gynecologic examination

Gender preference for a gynecologic examination can negatively influence the utilization of
cervical cancer screening and other services that involving pelvic examination. Women who
prefer male or female health worker may miss the service while waiting for their preference
but not assigned to area. Study conducted in Serbia showed that those women have no gender

preference use cervical cancer screening than women with gender preferring women(38)

2.2.5. Cue to action
Knowing Someone with Cervical Cancer
When women see someone who has developed cervical cancer in their surrounding they may
take preventive measures for themselves. Study conducted among Turkish women reveal that
women who know history of cancer in women’s family or relatives or from their surrounding
are more prone for utilizing cervical cancer screening when compared to those without history

of cancer in women’s family or relatives(34).
Knowing Someone who ever screened for Cervical Cancer

If women discuss about cervical cancer and screening with other women who screened for
cervical cancer the chance of being screened will be increased as the result of screened women
share experience about the procedures, time it takes, cost of the services and other related
information. The study conducted in Uganda showed that women who know someone ever
screened were more likely to utilize cervical cancer screening when compared with those who

do not know someone who ever screened(40).
Consultation/Advise from physician/health care providers

Communication of women with health care provider about their health has great role on their
health outcomes. When they communicate with health workers about their health they become
take care of themselves and practice healthy life. So if women got information about cervical
cancer and preventive measure they will practice screening services. Study in Serbia showed
that women who consult with physician are more likely to utilize cervical cancer

screening(38). Also discussion with women about cervical cancer, risk factors, availability
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and benefit of screening services when they presented to health facility for other service, it
increases the rate of engagement of women to cervical cancer screening. So discussion is

important above issue with women presented to health facility for any services(7).

2.3. Health Belief Model
The Health Belief Model is the theoretical model most frequently used to explain health

behavior. The model includes six key constructs: perceived susceptibility, perceived severity,
perceived benefits, perceived barriers, cues to action and self-efficacy, which determine an

individual’s decision to take up a health behavior(41).

Perceived susceptibility is an individual’s assessment of the probability of suffering from a
negative health condition. This feeling of vulnerability regarding the development of an
undesirable health condition motivates the individual to take preventative action. Perceived
severity is an individual’s perception of the seriousness of the effects of this condition. The
more severely the condition is perceived, the greater the chance of the individual taking action
against it. Perceived benefit is an individual’s opinion of the effectiveness of the
recommended health behavior to reduce the risk, severity or impact of the condition, while
perceived barriers are the costs, both psychological and tangible, which prevent the individual
from carrying out the behavior. Thus, what occurs is a cost-benefit analysis where the
individual weighs the positive outcomes and effectiveness of the behavior against the possible
costs of the behavior. The model defines experiences which encourage an individual to carry
out the health behavior as cues to action(41).So this model is applicable to assess individual

perception as well as environmental factors to increase cervical cancer screening utilization.
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CONCEPTUAL FRAMEWORK
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Figure 1: Conceptual framework for cervical cancer screening service utilization and associated factors among
women of 30-49 years of age in Jimma town adapted from Stretcher V. Rosen stock 1.M(1997)
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CHAPTER THREE: OBJECTIVES OF THE STUDY

General objective

X/
°e

To assess cervical cancer screening service utilization and associated factors among eligible

women (30-49 years) in Jimma town, south west Ethiopia, 2017

Specific objectives
+ To determine magnitude of cervical cancer screening service utilization among women of 30-
49 years in Jimma town, south west Ethiopia,2017
+ To identify factors affecting cervical cancer screening service utilization among women of

30-49 years in Jimma town, south west Ethiopia, 2017
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CHAPTER FOUR: METHODS AND MATERIALS

4.1. Study Area and Period
Study was conducted in Jimma town among women of 30-49 years of age. Jimma town is the

capital of Jimma zone which is 352 Km far from Addis Ababa. There are two Public hospitals,
four health centers and more than 15 private clinics providing health services in Jimma town. From
these health facilities two hospitals and two NGO (Non-Governmental Organization) health
facilities provide cervical cancer screening using visual inspection with acetic acid. In the last two
years media campaign and sensitization were done in Jimma town to increases cervical cancer

screening service utilization (42).
Study was conducted from March 20 to April 15, 2017.

4.2. Study Design
Community based cross sectional study design complemented with qualitative method was used.

4.3. Population
4.3.1. Source population for Quantitative study

Source population includes all female population age eligible for cervical cancer screening (30-49

years of age) in Jimma town(8).

4.3.2. Study Population for Quantitative study

All randomly selected age eligible women (30-49 years) in Jimma town in selected kebele during
study period(8).

4.3.3. Sampling Units for Quantitative study
Randomly selected households in selected kebeles’ of Jimma town
4.3.4. Study Unit for Quantitative study
Randomly selected eligible women in selected house hold

4.3.5. Study population for qualitative study

Include health care providers working in OPDs of health facilities providing cervical cancer
screening service, HEW and screened women for cervical cancer in Jimma town during study

period.
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4.3.6. Inclusion and Exclusion Criteria
Inclusion criteria

v All women aged 30-49 years, in selected Kebele of Jimma town who lived at least 6
months.

Exclusion criteria
v" Women in severe illness and unable to give response during interview

4.4, Sample size and sampling technique/sampling procedure
4.4.1 Sample size determination

Sample size was determined by using single population proportion formula by considering the
following assumptions for the first objective:

p = 19.8% the prevalence of cervical cancer screening from a study at mekele zone(30).
D = 3% the margin of error

Za» = 95% confidence of certainty (1.96)
N = [(Zu2)? *p(1-p)]/ o2 = 678
10% non-response rate = 68 and the total sample size become = 746

Sample size for second specific objective was calculated as follows variables from the same study
with objective one.

(z,+2,,F{p.0-p,)+ p,@-p,)}
(pl - P )2

Where p1= prevalence screening among exposed group

P2= prevalence screening among non-exposed group

Table 1. Sample size determination for cervical cancer screening service utilization and
associated factors in Jimma town among women of 30-49 years of age 2017

Parameters Sample size (n)
Variable C1 Power Proportion
Knowledge about cervical cancer |o= 5% B=80% |P1=23% P2=8% 97

Perceived susceptibility a= 5% B=80% |P1=26% P2=7% 62
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The largest sample size was taken from sample size of first objective as sample size of the study.

n=746

For qualitative (in-depth interviews) 12 individuals were included. (Three health care providers,

five HEW and four screened women for cervical cancer)

4.4.2. Sampling Procedure for quantitative study

Systematic random sampling was employed for quantitative study. Five Kebele (=30%) was
randomly selected from total of seventeen kebeles of Jimma town. Then the total sample was
allocated proportionally to each Kebele based on the house holds of each kebeles. K=20 was
determined based on the total number house hold in kebeles. The data collection was started
from first zone and continued to next zone guided by health extension worker of each kebele
by adding K on the first chosen house hold. The first house of each Kebele was selected after
getting the center of first zone of each Kebele and selected among the first twenty house hold
by chance. The starting direction was chosen by spinning the pen and the next direction was
started after reaching the end of the zone. To avoid missing respondents in houses, interview
also done after working hours and during weekends. For households which would not fulfill
inclusion criteria, and for those houses that would closed and family might not present, the
next nearest household was selected. For house hold with more than eligible women one

woman was randomly selected by using lottery method.
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Schematic Presentation of Sampling Procedure

Jimma town (17 kebeles)

NS

Five kebels were randomly selected

S LN

Bacho Bore Bossa Addis Ginjo Guduru Mender Kochi Awetu Mandera
5398 HH 2108 HH 2027 HH 2769 HH 2596HH
270 Samples 106 Samples 101 samples 139 Samples 130 Samples

Proportionally allocated sample

v

Total sample =746

Figure 2: Schematic presentation of sampling procedure in assessment of cervical cancer screening
and associated factors in Jimma town 2017

4.4.3 Sampling Procedure for qualitative study

For qualitative study five health extension worker one from each Kebele to explore their
experience, four screened women to assess their perception about screening before and after
screening and three health professional from institution providing cervical cancer screening
services to assess their experience during they provide screening service for women were

included for in-depth interview.
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4.5. Data collection procedures
4.5.1. Data collection tool & personnel

The data were collected using interviewer-administered structured questionnaires which was
adapted from related literatures(22—-24). The questionnaire has parts like: sociodemographic,
reproductive characteristics, knowledge about cervical cancer and screening, practices related
to cervical cancer screening, constructs of health belief model (perceived susceptibility
perceived severity, perceived benefit and perceived barriers). Cronbach’s alpha coefficients
were computed to test internal consistency reliability of the HBM construct scales. Perceived
susceptibility was measured by three items with Cronbach alpha of 0.83, perceived severity
was measured with six items Cronbach alpha of 0.84 while perceived benefit was measured
with five items giving Cronbach alpha of 0.87 and perceived barriers was measured with 10

items with Cronbach alpha of 0.92.

Qualitative data: Data collection tools for qualitative study also adapted from similar
study(43). The interview was made by Pl and two MPH students using tape recorder and note
taking. Before conducting the interview, explanation on the need to do the in-depth interview
was made and the participants were asked for their willingness for the interview. In-depth
interview was conducted on age range of 25 -42 years. For each participant, the interview took
25— 35 minutes.

4.5.2. Recruitment and training of data collectors

Ten data collectors and three supervisors who are qualified with BSc in public health were
recruited and trained. The data collectors and the supervisors were trained for two days on
objective study, data collection tool, approach to the interviewees, details of interviewing
techniques, respect and maintaining privacy and confidentiality of the respondents.
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4.6. Study variables
Dependent Variable

v" Cervical Cancer screening service utilization
Independent variables
% Socio demographic
v' Age, Age at first sexual
intercourse and marriage
v" Possession of Radio/TV
v’ marital status

v" Educational status,

X4

Predisposing factors

*,

v Qccupation,

v Husband educational status,
v Income status,

v Parity

v" Knowledge about cervical cancer and cervical cancer screening,

v’ using contraceptive methods,
v’ history of HIV test
v’ history of STD

L)

X/
X4

L)

Perceived threat of cervical cancer

e

AS

L X4

v Gender preference for gynecologic examination

«» Cues to action

L)

» Perceived susceptibility and severity of cervical cancer

Perceived benefit of undergo cervical cancer screening

Perceived barriers to undergo cervical cancer screening

v Consultation/advise with health professional about cervical cancer screening,

v Knowing someone with cervical cancer,

v Knowing someone screened for cervical cancer,

v Hearing about cervical cancer from mass media

4.7. Operational Definition

+ Cues to action: are factors that triggers women to use cervical cancer screening

+ Knowledge about cervical cancer and screening: fifteen knowledge questions on about

cervical cancer and screening were presented and correct answer scored 1 and incorrect

answer score 0. Total points to be scored were 15 and the minimum was 0. On assessment,
Modified Bloom’s cut off points were adapted from Nahida’s KAP-Study (2007)(44). A score
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of 80 — 100% of correct responses meant a good knowledge, a score of 50 — 79% put a scorer
in a level of satisfactory knowledge and a poor knowledge was for the respondents with a
score less than 50% of the corrects responses.
Therefore, the scores with their respective knowledge levels were

[) 12 — 15 good knowledge

I1) 8 — 11 satisfactory knowledge

[11) 0 — 7 poor knowledge
Gynecological examination: if women has history of exposing her genitalia at health facility
for medical purpose e.g. for delivery, abortion care etc.
Gender preference for gynecologic examination: when woman prefer male or female health
care providers for physical examination involving pelvis.
Consultation with health care providers: if woman has discussion/advice about cervical
cancer and screening with any health care providers.
Constructs of HBM like Perceived susceptibility, perceived severity perceived benefit and
perceived barriers were measured using Likert’s scale. The scoring system used with respects
to respondents’ responses was as follows: strongly agree scored 5, agree 4, neither agree nor
disagree 3, disagree 2, strongly disagree 1. The responses were summed up and a total score
was obtained for each respondent. The mean score was calculated and those scored the mean
and above had positive/high attitude and scores below the mean meant negative/low attitude
towards screening for cervical cancer(45,46).
Perceived susceptibility for cervical cancer: Beliefs about the chances of experiencing a
risk or getting cervical cancer. It was assessed using Likert Scale (1 strongly disagree. 2.
disagree 3. neutral 4. Agree 5. strongly agree). Mean scores were computed and dichotomized
into high/positive and low/negative. If a respondent score mean and above, she was labeled
as having positive perceived susceptibility otherwise negative.
Perceived severity of cervical cancer: Beliefs about how serious and sequelae of cervical
cancer. It was assessed using Likert Scale (1 strongly disagree. 2. disagree 3. neutral 4. Agree
5. strongly agree). Mean scores were computed and dichotomized into positive and negative.
If a respondent score mean and above, she was labeled as having high/positive perceived

severity otherwise low/negative.
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+ Perceived benefit of undergoing cervical cancer screening: Beliefs in efficacy of the
advised action to reduce risk or seriousness of cervical cancer. It was assessed using Likert
Scale (1 strongly disagree. 2. disagree 3. neutral 4. Agree 5. strongly agree). Mean scores were
computed and dichotomized into positive and negative. If a respondent score mean and above,
she was labeled as having positive perceived benefit otherwise negative.

+ Perceived barriers for undergoing cervical cancer screening: Beliefs about the tangible
and psychological factors to undergo cervical cancer screening. It was assessed using Likert
Scale (1 strongly disagree. 2. disagree 3. neutral 4. Agree 5. strongly agree). Mean scores were
computed and dichotomized into positive and negative. If a respondent score mean and above,
she was labeled as having positive/high perceived barriers otherwise negative/low.

+ Practice assessment: The practice was assessed by looking on the respondent’s action
towards screening for premalignant cervical lesion in the past five years. Those who ever
screened within the past five years were regarded as having regular practice, those who ever
screened but more than five years ago from the time of data collection were regarded as having
irregular practice and those who never screened were regarded as having no practice on

screening.

4.8. Data processing and analysis
The data were entered into Epi-data manager version 4.0.2 and exported to SPSS version 21

statistical packages for analysis. The exported data were explored to check outliers, missing
value and assumptions. Frequencies were done for different variables as necessary. Cross-
tabulations and bivariate analysis were performed to select variables for multivariate analysis.
Hence variables with p-value < 0.25 in the bivariate analysis were taken as candidates for
multivariable analysis. Finally, multivariable logistic regression analysis was performed to
control for possible confounding effect of the selected variables and variables with p-value of
less than 0.05 was taken as statistically significant determinants for cervical cancer screening
utilization and OR with its 95% CI was used to show the degree of association between the
independent and the outcome variable. Multicolinerity was checked with Variance inflation
factors(VIF) and VIF less than 10 was used as cut off point to diagnose Multicolinerity. Model
fitness was checked with Hosmer and Lemeshow model goodness of fit test at p value of

greater than 0.05 used to declare model is fit. Thematic analysis was done for qualitative data
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from in-depth interview and it was translated, transcribed, coded, categorized and triangulated

with the quantitative result.

4.9. Data quality control
The structured questionnaire was adapted from different related studies. It was translated from

English to local language (Afan Oromo and Amharic) and back to English by independent
person to assure its consistency. The questionnaire was pre-tested in Agaro town on 5% of
total sample size and modification was made on sequence, grammar and how to conduct
interview. The principal investigator was supervising the performance of the data collectors
on daily basis. The collected data was checked for completeness, clarity and consistency by

the principal investigator.

4.10. Ethical consideration
Ethical clearance was obtained from ethical review committee of Jimma University institute of

health science. Support letter was obtained from department of population and family health. The
necessary permission was obtained from Jimma town health department, and selected kebele
administrative offices. All the study participants were informed about the purpose of the study,
their right to refuse and assured confidentiality and informed verbal consent was obtained prior to
the interview. At the end of each interview awareness creation was given to study participants in

about cervical cancer and the importance of screening as well as they in

4.11. Dissemination plan
The study is a requirement for partial fulfillment of the degree of masters of public health, the

thesis will be presented to the Jimma University, advisors and examiners, submitted to the
department of population and family health and copies will be given to the Oromia Regional Health
Bureau and Jimma town health office so that it can be used as a source of information for possible
planning and implementation of health intervention. Additionally, information will be provided as

necessary to other relevant bodies, and effort will be made for possible publication.
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CHAPTER FIVE: RESULT

5.1. Socio Demographic Characteristics
A total of 737 women were interviewed from five selected kebeles making a response rate of
98.8%. The mean age of the respondents was 36.6 + 5.3 years. About 380(51.6%) were Oromo
in Ethnicity and 304(41.2%) were Muslims by religion. Most of respondents 610(82.8%) were
married. Two hundred fifteen (29.2%) respondents were attended tertiary education. Concerning
occupation majority of the respondents 255(34.6%) were house wife. Table 2

Table 2: Socio-demographic Characteristics of women of age eligible women for cervical cancer screening (30-49
years) in Jimma town (N=737) June, 2017

Variable n(%o)
Age group

30-39 508(68.9)
40-49 229(31.1)
Religion

Muslim 304(41.2)
Orthodox 261(35.4)
Protestant 167(22.7)
Catholic 5(0.7)
Ethnicity

Oromo 380(51.6)
Ambhara 145(19.7)
Kafa 61(8.2)
Dawuro 59(8)
Yem 55(7.5)
Others* 37(5)
Marital status

Married 610(82.8)
Widowed 56(7.6)
Divorced 37(5)
Single 34(4.6)
Educational status

No education 166(22.5)
Primary education 196(26.6)
Secondary education 160(21.7)
More than secondary 215(29.2)
Occupational status

House wife 255(34.6)
Government employee 199(27)
Merchant 206(28)
Daily laborer 76(10.4)
Income status

<900 93(12.6)
901-1600 148(20.1)
1601-2700 110(14.9)
>2700 386(52.4)

* Tigre, Wolayita, Hadiya
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5.2. Reproductive characteristics of the respondent
Five hundred seventy-one (77.8%) of them started sexual intercourse before age of 20 years. Most

of the respondents, 661 (90.5%) have history of child birth from these 425(57.7%) have three or
more children. Regarding contraceptive use, majority of the respondents 587 (79.6%) had history
of modern contraceptive use(Table 3).

Table 3: Reproductive Characteristics of age eligible women for cervical cancer screening (30-49 years) in
Jimma town (N=737) June, 2017

Variables n(%)
Age of first sexual intercourse

<20 571(77.8)
>=20 163(22.2)
Parity

<3 children 236(35.7)
>=3 children 425(64.3)
Use of modern contraceptive

Yes 587(79.6)
No 150(20.4)
History of STD

Yes 108(14.7)
No 629(85.3)
History of HIV test

Yes 657(89.1)
No 80(10.9)
Self-reported HIV sero status

Positive 25(3.8)
Negative 632(96.2)

5.3. Knowledge on cervical cancer and screening
About 524 (71.1%) and 484(65.7%) of the respondents had ever heard about cervical cancer and

cervical cancer screening test respectively. Among those ever heard about cervical cancer
only108(20.6%)have good knowledge(Figure 3). Knowledge about cervical cancer and screening
was low among respondents which was also supported by qualitative finding. Almost all of health
extension workers and health service providers described as the majority of women had no detail
knowledge about cervical cancer and screening services. There were rumors in the community
concerning cervical cancer, its causes and prevention. A 42 years old screened women said “....
people say when women sit for long time, when woman sit on hot stone, long journey in the car

can result to cervical cancer because of heat...”
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= Poor knowledge = Fair knowledge = Good knowledge

Figure 3: Knowledge status of 30-49 years about cervical cancer and cervical cancer screening in Jimma town June,

2017

Source of information about cervical cancer

The major source of information for respondent about cervical cancer and screening was radio.

Figure 4
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Figure 4: Source of information for women of 30-45 years about cervical cancer and screening in Jimma town June,

2017
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5.4. Constructs of Health Belief Model
Perceived susceptibility

About 265(50.4%) of respondents had positive perceived susceptibility while the rest had
negative perceived susceptibility to wards cervical cancer. The qualitative finding of this study
showed every woman can develop cervical cancer. Participants of in-depth interview

explained as every woman have chance of developing cervical cancer in her life time.
Perceived severity

About 394(75.3%) of respondents had positive perceived severity of cervical cancer. From
qualitative part the screened women reported as it is a killer disease and can affect the life of

women as well as their family.

Perceived benefit

The majority of the participants responded positively to statements about perceived benefits.
Three hundred eighty-seven (74.3%) of respondents had positive perceived benefit towards
cervical cancer screening. The result from qualitative part showed screening for cervical
cancer has many advantages. Almost all of in-depth interview participants explained screening
give psychological comfort for screened women with free of disease and provide chance of

early treatment for women with pre-cancerous lesion.
Perceived barriers

Three hundred eighty-eight (74.5%) had low perceived barriers for cervical cancer screening.
Barriers for cervical cancer screening such as lack of knowledge, lack of information and
gender preference for gynecologic examination were also identified through the qualitative
study. All of health care providers participated on in-deepth interview reported as majority of
their clients were want to be screened by female providers. Also health care providers and
HEW explained as there is no enough information in the community about cervical cancer

and screening.
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Cues to action

From those who ever heard about cervical cancer 487(92%) of them got information about
cervical cancer from mass media (Figure 5). Health care providers from indepth interview also
explained most of their clients had communication with health care providers of other
department and they were linked to their OPD from different services delivery of health

institutions.
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Knowing someone with  Knowing someone who Consultation from health Information from mass
cervical cancer screened for cervical worker cervical cancer media about cervical
cancer cancer

pecentage

cues to action

Figure 5: Distribution of responses for cues to action towards cervical cancer screening among age eligible
women for cervical cancer screening in Jimma town June, 2017

5.5. Practices Related to Cervical Cancer Screening
5.5.1. Magnitude of Cervical Cancer Screening

From a total of 524 heard about cervical only about 114(15.5%) had history of cervical cancer

screening within the last five years.
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s Screened ® Not screened

Figure 6: Magnitude of cervical cancer screening service utilization among women of 30-49 years of
age in Jimma town June, 2017

5.5.2 History of Gynecologic Examination and Related Practices
From a total of 524 heard about cervical cancer 353(67.5%) have history of gynecologic
examination. From these about half of them 238(45.5%) have gender preference for

gynecologic examination Table 4.

Table 4: Distribution of practices related to cervical cancer screening among age eligible women for cervical cancer
screening in Jimma town June, 2017

Variables n (%)
History of gynecologic examination

Yes 353(67.5)
No 170(32.5)
Gender preference on gynecologic examination

Yes 238(45.5)
No 285(54.5)
History of screening in the last five years

Yes 114(15.5)
No 623(84.5)
Indication of screening

Request by health care provider 51(44.7)
Personal initiative 63(55.3)
Frequency of screening

Once 97(85.1)
More than one 17(14.9)
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Reason for not screened for cervical cancer

Most of eligible women were not screened for cervical cancer in Jimma town. The most
common reason of not being screened were feeling healthy.
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Reason for not screened for cervical cancer

Figure 7: Reasons not screened cervical cancer screening service among age eligible women for cervical
cancer screening in Jimma town May June, 2017

5.6. Factors Associated with Cervical Cancer Screening
Bivariate analysis

In bivariate analysis educational status, occupation, possession of radio, Contraceptive use,
history of STD, self-reported history of HIV test, knowing somebody with cervical cancer,
knowing somebody who screened for cervical cancer, history of gynecologic examination,
gender preference for gynecologic examination, advice/consultation from health professional
about cervical cancer, knowledge about cervical cancer and screening, income, perceived
susceptibility, perceived barriers perceived severity of cervical cancer screening were

associated in bivariate analysis with ever screened.
Multivariable Analysis

In multivariable logistic regression 19 variables are entered and variables like occupation of
respondent, knowing someone who screened for cervical cancer, history of gynecologic
examination, gender preference for gynecologic examination, consultation/advise about
cervical cancer, perceived susceptibility to cervical cancer and knowledge about cervical

cancer & screening were independently associated with cervical cancer screening.
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Women who were government employee were 2.67 more likely to be screened when
compared with women who were house wife (AOR 2.67, 95%CI=1.29-5.49).

Women who know someone who screened for cervical cancer were 3.63 times more likely to
undergo screening compared to those who did not know someone who screened for cervical
cancer (AOR=3.63, 95%CI1=2.06-6.40).

Women who had history of gynecologic examination for any reason were 2.91 times more
likely to utilize cervical cancer screening service utilization when compared with women who
had no history gynecological examination by health professional (AOR=2.91, 95% C1=1.49-
5.66). Result from qualitative part also indicated that the history of previous gynecologic
examination facilitates utilization of cervical cancer screening. Health service providers
reported that women who had previous history of delivery at health facility are more

comfortable for screening.

Women who do not prefer gender for gynecological examination were 3.59 more likely to
undergo cervical cancer screening than women who prefer gender for gynecological
examination (AOR=3.59, 95%, CI=1.97-6.53).

Women who have history of consultation/advise from health professions were 4.37 times
more likely to undergone screening when compared with women who did not had
consultation/advise from health professions (AOR=4.37, 95%, C1=2.51-7.63).

Women who have good knowledge were 3.46 times more likely to undergo cervical cancer
screening when compared with women with poor knowledge. (AOR=3.46, 95% 1.44-8.31).
Similarly, women with fair knowledge were 2.66 times more likely to use cervical cancer

screening service than women with poor knowledge (AOR=2.66, 95%, C1=1.22-5.79).

Participants who have positive perception about potential susceptibility to develop cervical
cancer were about 3.23 times more likely to undergo screening than those who have negative
perception (AOR = 3.23, 95%CI =3.23 1.74-5.99)

30



Table 5: Bivariate and Multivariable analysis of factors associated with cervical cancer screening service

utilization among age eligible women for cervical cancer screening in Jimma town June, 2017

Screening status

Variables Yes

Educational status

No education 10(6.1)
Primary school 17(8.7)
Secondary 26(16.3)
More than secondary 61(28.4)
Occupational status

Government employee 63(31.7)
Daily laborer 5(6.5)
Merchants 27(13.1)
House wife 19(7.5)
Income status

<900 2(2.2)
901-1600 9(6.1)
1601-2700 17(15.5)
>2700 86(22.3)
Possession of radio

Yes 105(16.6)
No 9(8.2)
Age group

30-39 89(17.5)
40-49 25(10.9)
Contraceptive use

Yes 108(23.6)
No 6(9.1)
History HIV test

Yes 109(17.1)
No 5(6.3)
Know somebody with cx ca

Yes 82(33.3)
No 32(11.6)
Knowing someone who screened for cx ca

Yes 82(40.5)
No 32(10)
History gynecologic examination

Yes 93(26.3)
No 21(12.4)
Gender preference for gynecological examination
Yes 28(11.8)
No 86(30.2)
Consultation of health worker

Yes 76(40.6)
No 38(11.3)
Knowledge status

Good 57(35.4)
Fair 46(28.2)
Poor 11(5.5)
Perceived Susceptibility

High 89(33.6)
Low 25(9.8)

No

156(93.9)
179(91.3)
134(83.7)
154(71.6)

136(68.3)
72(93.5)

179(86.9)
236(92.5)

91(97.8)
139(93.9)
93(84.5)
300(77.3)

522(83.4)
101(91.8)

419(82.5)
204(89.1)

350(76.4)
60(90.9)

548(82.9)
75(93.7)

164(66.7)
244(88.4)

122(59.5)
286(90)

260(73.7)
149(87.6)

210(88.2)
199(69.7)

111(59.4)
298(88.7)

104(64.6)
117(71.8)
189(94.5)

176(66.4)
236(91.2)

Crude OR
(95% CI)

0.16(0.08-0.33)
0.24(0.13-0.43)
0.49(0.29-0.82)
1

4.03(2.29-7.11)
1.46(0.73-2.87)
1.28(0.44-3.69)
1

0.08(0.02-0.32)
0.25(0.11-0.46)
0.64(0.36-1.13)
1

2.26(1.11-4.61)
1

1.73(1.08-2.79)
1

5.41(2.32-12.57)
1

2.98(1.18-7.55)
1

3.81(2.42-6.00)
1

6.00(3.79-9.52)
1

2.54(1.52-4.25) 1
1
3.24(2.03-5.18)

5.37(3.44-8.39)
1

10.41(5.25-20.62)
5.87(2.9-11.9)
1

4.77(2.940-7.75)
1

AOR (95% CI)

0.68(0.25-1.84)
0.49(0.31-1.75)
1.63(0.75-3.56)

2.67(1.29-5.49)*

1.99(0.50-7.87)
1.71(0.77-3.77)
1

1.85(0.28-12.27)
2.07(0.29-14.51)
0.65(0.09-4.68)
1

0.90(0.31-2.60)
1

1.17(0.59-2.29)
1
1.77(0.57-5.47)
1

0.61(0.16-2.37)
1

0.89(0.44-1.81)
1
3.63(2.06-6.40)*
1
2.91(1.49-5.66)*
1

1
3.59(1.97-6.53)*

4.37(2.51-7.63)*
1

3.46(1.44-8.31)*
2.66(1.22-5.79)*
1

3.23(1.74-5.99)*
1
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Perceived severity

High 105(26.4) 289(73.6) 4.84(2.37-9.89) 2.28(0.94-5.55)
Low 9(7) 120(93) 1 1

Perceived benefit

High 96(24.8) 291(75.2) 2.13(1.23-3.68) 1.13(0.55-2.34)
Low 18(13.4) 116(86.6) 1 1

Perceived barrier

Low 20(15) 113(85) 1.81(1.06-3.07) 0.79(0.38-1.63)
High 94(24.2) 294(75.8) 1 1

* p<0.05, OR- Odds Ratio, AOR- Adjusted Odds Ratio
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CHAPTER SIX: DISCUSSION
The study showed that only 114(15.5%) had self-reported history of screening for cervical

cancer with in the last five years. This finding was in line with the study conducted in Mekele
zone(30). But it was higher when compared with prevalence at country level at 2008 G.C.
which showed only 1% of eligible women undergone screening. This may be due to time
difference and cervical cancer screening service is one of routine service for eligible women
currently. Also there were campaign by health facilities providing screening service in Jimma
town on cervical cancer screening and radio program about cervical cancer by Jimma
university specialized hospital. The finding was slightly lower than community based cross
sectional study conducted in Tanzania which about 22% of study participants were undergone
screening(47). This inconsistency may be due to difference in the socio-demographic
characteristics of the participants of the studies and study conducted in Tanzania employed

women between 18 and 49 years of age.

The result from this study showed that the main reason for not utilizing cervical cancer
screening service was feeling healthy. This result was similar with study conducted in northern
Ethiopia Mekele zone and Arbaminch town Southern Ethiopia(30,48).

This study revealed that occupational status was among one of cervical cancer screening
service utilization predictors. Government employed women were more likely to be screened
when compared with house wives. This finding was similar with the study conducted in
Nigeria which shows employed women utilize cervical cancer screening services more likely
than unemployed women(37). This may be because of majority of employed women have
high educational status and they had access to information about cervical cancer & screening

service from different sources.

Finding from this study showed that knowing someone who were ever screened for cervical
cancer was among factors that predict cervical cancer screening service utilization. Women
who know someone ever screened are more likely to undergone cervical cancer screening
when compared with women who do not know someone screened for cervical cancer. This
result was consistent with the study done in Uganda which shows that knowing someone who
had ever screened was positively associated with utilization of cervical cancer screening

services(40). This may due to screened women discuss with unscreened women about the
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screening service, procedures, time it takes which decrease fear of women towards undergoing

screening.

History of gynecologic examination was also associated with utilization of cervical cancer
screening. Women who had previous history of gynecologic examination for any reason were
more likely to be screened for cervical cancer. From qualitative part of this study, all of health
care providers working on cervical cancer screening OPD explained as women who gave birth
at health facility are comfortable for screening than those do not gave birth at health facility.
This association can be explained by women who had history of exposure for health
professionals do not afraid to expose their genitalia for cervical cancer screening. In addition

to this the previous examination may inforce them for cervical cancer screening.

Gender preference for gynecologic examination was among factor which negatively affect
cervical cancer screening service utilization. Women who do not prefer gender for
gynecological examination are more likely to undergone cervical cancer screening services
than women who prefer gender for gynecologic examination. This finding was in line with
study conducted in Serbia which showed that women with no gender preference for a
gynecologist were more likely to undergo screening when compared with those have gender
preference for a gynecologist(38). This may be because of women who prefer gender for
gynecologic examination miss the service when the service is provided by gender that they do
not prefer. In contrast, women do no prefer gender for gynecologic examination will use the

service who ever providing the service.

Consultation/advice from health professions was associated with cervical cancer screening
service utilization. Women who had consultation /advise from health care providers were
more likely to be screened when compared with women who had no advice. Finding from
qualitative part also indicated as women who came for screening have advice and linked from
different service department of health facility. This finding was consistent with study
conducted in Jamaica and Uganda which shows women who had discussion with health care
provider about cervical cancer were more likely to undergo cervical cancer screening than
those who had no history of discussion with health care providers(40,49). This may be due to
the information from health care provider increase awareness about disease and advantages

of having screening services.
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Knowledge about cervical cancer and screening service was another factors that affect cancer
screening service utilization. From qualitative part of this study it was also explained as there
is no comprehensive knowledge about cervical cancer in the community. This result was in
line with study conducted in Mekele zone northern Ethiopia, Tanzania and Malawi which
showed that women who had good knowledge about cervical cancer were more likely to
utilize cervical cancer screening than those who have poor knowledge about cervical cancer
and screening(29,30,47). This may be due to knowledge about cervical cancer clear rumors

about cervical cancer and increase their awareness about advantage of undergoing screening.

Other important predictor of cervical cancer screening service utilization was perceived
susceptibility status of the study subjects. Women who had positive/high perceived
susceptibility were more likely to undergone screening when compared with low perceived
susceptibility. This finding was in line with study conducted in Mekele zone northern
Ethiopia(30). This result was also similar the findings of a study done in Kenya. The study
showed respondents who perceive they were at risk of developing cervical cancer were more
likely to seek screening when compared with those who believe they had a low risk(26). This
may be because of these women have information about the disease and know their
susceptibility as the result they undergo screening to protect themselves.

Strength and limitation of the study
%+ Strength

o The study used both quantitative and qualitative method of data collection to

strength the information found from the study.
% Limitation of the study

o The social desirability bias may occur on some variable during data
collection.
o Recall bias may occur for those screened before long time to remember

which come first screening or exposure.
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CHAPTER SEVEN: CONCLUSION AND RECOMMENDATIONS
7.1. Conclusion

Knowledge about cervical cancer and screening was low in Jimma town. The prevalence of
screening service is low when compared to accessibility of health facilities providing cervical
cancer screening. The common reasons for not undergoing screening were feeling of healthy.
Occupation, knowing someone who screened, history of gynecologic examination, gender
preference for gynecologic examination, consultation/advise about cervical cancer with health
care providers, perceived susceptibility for cervical cancer and knowledge about cervical

cancer & screening were independent predictors of cervical cancer screening.

7.2. Recommendation
% To Jimma town health office

v To increase awareness of the community through health extension workers and local
mass media.

v To encourage women to use health facilities for different purposes such delivery services,
abortion, Family planning and other services.

% To Health care providers
v' Health care providers should council screened women to disseminate information for

those women who have not screened.
v Providers have to create awareness about screening and issues of gender preference

% To Local Mass Medias
v Should give due emphasis on creating awareness on cervical cancer and screening by

inviting experts
% To researchers
v Should conduct further study on the topic using strong study design and also involving

rural community.
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ANNEX —I1: Data Collection Tools
Introduction and Consent

Greetings!

Hello! My name is -------------- | am data collector of the study that will be conducted by
Tadesse Nigussie, master’s student at Jimma University, institute of health, faculty of public
health department of population and family health. This is a study to be conducted with
objective to assess cervical cancer screening service utilization and associated factors among
eligible women (30-49 years) in Jimma town, south west Ethiopia. The study is directly related
to female of 30-49 years of age, therefore you are kindly requested to participate in this study
and provide the information required from you. This study is completely on voluntary bases,
you have the right to refuse participation and you can interrupt interview at any point after
you have started. Your response will be kept confidential and there will be no way of linking
your individual responses to the final result of the study findings. We would like to inform
you that the responses that you provide the questions are very essential, not only, for
accomplishment of the study but also for producing relevant information which will be helpful

in improving the cervical cancer screening service utilization.

Name of Data collector-------------==-=-=--=----- Sign -----------=-=--- Date--------------
Name of the supervisor ------------=---=----------- Sign --=-=-=neeeueee Date-----=-=-=-=-=---
THANK YOuU!!!
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Questionnaire

IUCD

SrNo |  Question | Response Remark
Part I- Socio-Demographic Characteristics
101 Age years
102 Religion 1. Muslim
2. Orthodox
3. Protestant
4. Catholic
5. Other(specify
103 Ethnicity 1. Oromo
2. Amhara
3. Kafa
4. Dowuro
5. Yem
6. Other(Specify)
104 Educational status 1. Don’t read and write
2. Primary (1-8)
3. Secondary
4. Tertiary/ college and above
105 Marital status 1. Single
2. Married
3. Widowed
4. Divorced
5. Separated
106 Family average monthly income ETB
107 Current occupation status 1. House wife
2. Merchant
3. Daily laborer
4. Governmental employee
108 Educational status of husband/partner 1 Don’t read and write
2. Primary (1-8)
3. Secondary
4. Tertiary/ college and above
109 Do you have radio from your house? 1. Yes 2. No
110 Do you have TV? 1. Yes 2. No
Part I1: Reproductive Health Related Factors
201 What was your age of marriage? years
203 Did you gave birth? 1. Yes 2. No
204 How many births do you have? If yes for Q 203 number.
205 Have you ever used modern contraceptive? 1. Yes 2. No
206 If yes for question 205. What is a type of contraceptive? 1. Oral contraceptive More than
2. Depo-Provera one answer is
3. Implant possible
4
5

Tubal ligation
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6. Others specify (__ )
207 For how long you have used modern contraceptive? years
208 Have you history of STD? 1. Yes 2.No
209 Do you have history of HIV test? 1. Yes 2.No
210 If yes for 209 what was the result? 1. Positive 2. Negative
211 What was your age of first sexual intercourse? years
Part —I111 Knowledge about cervical cancer
301 Have you ever heard about cervical cancer? 1. Yes 2. No
302 If yes where did you hear about it? 1. Radio
2. TV More than
3. Brochures, posters and other printed one answer is
4. Health workers possible
5. Family
6. Teachers
7. Other (specify)--------
303 Is cervical cancer preventable? 1. Yes 2. No
304 How can a person prevent getting cervical 1. Avoid multiple sexual partners
cancer? If yes for Q. 303 2. Avoid early sexual intercourse
3. Quit smoking
4. Through vaccination of HPV vaccine
5. Do not know
6. Other
305 Is cervical cancer can happen without symptoms? | 1. Yes 2. No
306 Is cervical cancer is communicable disease? I.Yes 2.No 3.Don’t know
307 Is cancer is a killer if not detected early? 1. Yes 2. No
308 What are the symptoms of cervical cancer? 1. Vaginal bleeding
2. Post coital bleeding More than
3. Painful coitus one answer is
4. Post-menopausal bleeding possible
5. Vaginal foul smelling discharges
6. Weight Loss
7. Other(Mention)
309 What are the risk factors for cervical cancer? 1. Having multiple sexual partners
2. Early sexual intercourse
3. Acquiring HPV virus
4. Cigarette smoking
5. Do not know
6. Other
310 Who are susceptible to develop cervical cancer? 1. All women above 30 years
2. Prostitutes
3. Elderly women
4. women with HIV positive
5. Women with multiple sexual partner
6. Others(Mention)
311 Do you think you are susceptible for cervical 1.Yes 2.No 3.Don’t know

cancer?
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312 Can cervical cancer be cured in its earliest 1. Yes 2. No 3.Don’t know
stages?
313 Is cervical cancer severe and hazardous whennot | 1. Yes 2.No 3. Don’t know
detected early?
1VV. Knowledge about cervical cancer Screening
401 Have ever heard about cervical cancer screening? | 1. Yes 2.No 3. Don’t know
402 Can screening prevent cervical cancer? 1. Yes 2.No 3. Don’t know
403 Avre there screening procedures to detect early 1. Yes 2.No 3. Don’t know
stages of cervical cancer?
404 Is early detection of cervical cancer good for 1. Yes 2.No 3. Don’t know
treatment outcome?
405 Is there cervical cancer screening in Jimma? 1.Yes 2.No 3.Don’t know
406 How expensive do you think cervical cancer 1) Itis free of charge
screening is? 2) ltisreasonably priced
3) Itis somewhat/moderately
4) Expensive
5) Itis very expensive
6) Don’t know
407 Who should be screened for cervical cancer? 1. All women of 30 years and above
2. Prostitutes
3. Elderly women
4. Women with HIV positive
5. Women with multiple sexual partner
6. Others specify
408 How frequent cervical cancer screening should 1. Once every year
done? 2. Once every three years
3. Once every 5 years
4.  Other specify
409 Do you know someone with cervical cancer? 1. Yes 2. No
410 Do you know someone who screened for cervical | 1. Yes 2. No
cancer?
Part- V Question about gynecological examination and Cx Ca screening
501 Have you ever had any gynecological 1.Yes 2.No
examination?
502 Do you prefer gender for screening/ examination? | 1. Yes 2. No
503 If yes which gender? 1. Male 2. Female
504 Did you have consultations with a physician 1.Yes 2.No
about cervical cancer prevention?
505 Have you ever had history of cervical cancer 1. Yes
screening 2. No
506 If yes for 505 how many times?
507 If yes for 505 when was your last screening? 1. Before five years
2. Within the last five years
508 If yes what was indications for undergoing 1. Request by health care provider

screening?

2. Personal initiative
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3.

Other specify

509 If no for 505 what is your reason of not screening 1. Feeling healthy
for cervical cancer? 2. Fear of positive result
3. Do not know about service
4. Itisexpensive
5. Service is not available
6. My husband would not agree
7. | feel shy
8. Other specify
VI - Perceived susceptibility
601 Do feel you will get cervical cancer some time | 1. Strongly disagree 2 Disagree. 3. Neutral 4. Agree
during your life 5. Strongly agree
602 It is likely that you will get cervical cancer in the | 1. Strongly disagree 2 Disagree. 3. Neutral 4. Agree
future 5. Strongly agree
603 Your chances of getting cervical cancer in the next | 1. Strongly disagree 2 Disagree. 3. Neutral 4. Agree
few years are high 5. Strongly agree
VI1I- perceived severity
701 If you thought about cervical cancer you worry 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
5. Strongly agree
702 When you think about cervical cancer, you will 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
afraid 5. Strongly agree
703 Problems you would experience with cervical 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
cancer would last a long time 5. Strongly agree
704 Cervical cancer would threaten a relationship 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
with my boyfriend, husband, or partner 5. Strongly agree
705 If you had cervical cancer your whole life would | 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
affected 5. Strongly agree
706 If you developed cervical cancer, you would not | 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
live longer than 5 years 5. Strongly agree
VII1- Perceived benefit
801 If you have a cervical cancer screening regularly | 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
and the result is good, you don’t need to worry 5. Strongly agree
too much about cervical cancer
802 Having regular cervical cancer screening will 1. Strongly disagree 2 Disagree. 3. Neutral 4. Agree
help to find changes to the cervix, before they 5. Strongly agree
turn into cancer
803 If cervical cancer was found at a cervical cancer 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
screening its treatment would not be so bad 5. Strongly agree
804 Having a regular cervical cancer screening is the | 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
best way for cervical cancer to be diagnosed early | 5. Strongly agree
805 Having regular cervical cancer screening will 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
decrease your chances of dying from cervical 5. Strongly agree
cancer
IX- Perceived barriers
901 You may afraid to have a cervical cancer 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree

screening for fear of a bad result

. Strongly agree
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902 You don’t know where to go for a cervical 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
cancer screening 5. Strongly agree
903 You would be ashamed to lie on a gynecologic 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
examination table and show your private partsto | 5. Strongly agree
have a cervical cancer screening
904 Having a cervical cancer screening takes too 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
much time 5. Strongly agree
905 Having a cervical cancer screening is too painful | 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
5. Strongly agree
906 You neglect or cannot remember to have a 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
cervical cancer screening regularly 5. Strongly agree
907 You have other problems more important than 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
having a cervical cancer screening in your life 5. Strongly agree
908 You are too old to have a cervical cancer 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
screening regularly 5. Strongly agree
909 There is no health center close to your house to 1. Strongly disagree 2. Disagree. 3. Neutral 4. Agree
have a cervical cancer screening 5. Strongly agree
910 You prefer a female doctor to conduct a cervical | 1. Strongly disagree 2. Disagree 3. Neutral 4. Agree
5

cancer screening

. Strongly agree
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Ambharic version Questionnaire
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2. DO TTTEE (1A ao&ott NA7E AN
3. LA TTEYE PUavge 1AL &FAN
4. MG AT dAn
5. fhNet aodhf
6. A (NG~ )
309 | ATwa7 NC h7AC P7.00AMm- A1CTF 7 1. ha?e 1AL PMLND TTETF ao6C
SFa? 2. AP BPT ARLCH LN TTFIT
3. N HPV avey
4.  Q24Tem0
5. hAm.pge
6. A (TNG---------m-mmm-mm- )
310 | AT NC hIAC PF2AM- A9 GF@.? 1. v0d 00D TTFrE PLLT 30 Govt 1AL
2. 0T h8e
3. 8. (T
4.  HIV NL9PFa. po977%
5. NATE 0AL IC 1N4L02 TTFrT 09°LLCT
6. A (NG~ )
311 | a99v87 OC NG T4 15 NAT FNOAT? 1. A®? 2. A2RA® 3. AA@.P9®
312 | P97ve7 OC WINC O hF 0P £.EGA? 1. A® 2. A2RA® 3. AA@.P9®
313 | P97987 OC 170G N1 hA 0P ALT15S 198 1. AP 2. hRRAI® 3. hA@.PyP
1@.?
heA 3: 7ve7 AC PLae NINC I°Cove- b T
401 | aa w67 OC P& NINC I°CoPl- NP+ 1. A®? 2. A2PA® 3. AA@.PI°
L@ P
402 | ?97067 OC $Lav 9°Cave- 097907 NC NG 1. A? 2. AhR2AY® 3. hADPI®
2hahAd
403 | Pavgavsg 045 271907 (IC NINCT NIPCae- 1. AP 2. heLAP 3. ham.po
18 7117 LFAN
404 | 277067 (IC $&a° NINC IPCave- AVNIPT 1. A? 2. heLAY® 3. hADPI®
ot a0 1o
405 | ?97087 (1C PLav 0INC I°Cavs- BT AL A 1. A? 2. AR2AY® 3. hAD.PI®
406 | 277087 (C $La° NINC I°Cavl- Nd.f Wi T 1) hhef
1.2 2) e’y
3) 70 e £ 1.
4) a.g o
5) M a.L: .
6) AhA@Pge
407 | A7087 OC NIAC T4 A7 SF@-? U-e9® PNLAD YT 247 30 Gavt NAL

oUW

+s h8d

L8 (Wi

HIV neoPFa. ¢o9.77%

ha7& 1AL IC L10LND 7T P9°PLCTH
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408 | 277067 OC $Lav 0INC I°Cave- NPI°T SUA 1) 9ovt A28 9
M, 10, 97,8.£70.7 2) otk Gavi J78: e,
3) NANE %ot WL eI,
4) M08
409 | 097007 OC 17AC Favav AD-f O-Pix 1. K® 2. hRLAT®
410 | P97007 OC $Lav NIAC IPCave- PL.LT D+ 1. h?® 2. he.LAJ®
PO P
h&d 52 29708 9°Cavs-S 2o007 (G PLPav NINC JPCove-
501 | 917G ®-9° 099907 PCaPL A& CI1D- PM-Plv 1. h® 2. he.LAP®
502 | N9°Cave- LH Pm.G OAgP-P £ L.avCMp 1. h® 2. he.LAPP
503 | 27 hvrh T o- 1078 2. ok
504 | aA“0U87 NCTAC aPhAd Pm.§ AAa-9 1. AP 2. heLAP®
AT @~ PP
505 | 997987 (IC $LPa0 NINC JPCI0L- +aPCIPLD- | 1. h®P 2. he2AP°
PO P
506 | 505A2hnvriartan | meeeeeeeeeeee-
507 | A2 art 0$CN av’E Favlavs. 1. h 5 qaot &+ 2. 0A%F 5 oot @t
508 | 505 AL hiFt A1& avlavs. L1aaP+ 97 10C 1. mS ape>g 7P
2. Oga-tatrk
3. A NG
509 | A97UA7T NCTAC 9°Cave- PARLTOT PN7eT | 1. Mm% A P
TN 2. Ao LCNTA NP AATLLL-
3. QA 9PCavem- IO, AATNETTIP
4. f9oCave. PO @<L AAUY
5. A0tk AAAING
6. 0AME QATILATIT]
7. QATC
8. AA( )
h&d 6: AP 9o
601 | W@t Hav¥l ATVET (C NIAC PaPIAT | 1. AMI® AANTITII® 2. AANTITIIP 3. aoTPaTFg0 KATINTITPFI® AAT-AIP
OLA k"] AT FTAT 4. WOTITAD- 5. 1NIPAONTITIAY-
602 | A9TU67 NC NIAC OLLT PI°IAT LAPAATA | 1. AMIPAANTITII® 2. AANTITIIC 3. aPATITIRI® AATINTITTIO RATAIP
4. K990~ 5. NNIPRATITIAU-
603 | NPMeE pet 0ovFt ATIWET OC NIAC | 1. AMIPAANTITI® 2. AANTITII° 3. apAT]aYRIP KATINTITIFIC AANTAT®
PROAT 0L NG 10~ 4. KT 5. AMIPRATITINY-
hed 6: e hNe T+
701 | AATWEINCHTIACTIANALLAD- 1. 0N9° AANTITI9 2. AANTTTIGP 3. aPATITPFGO AATIATIIFIO ANTATC
4. x990~ 5. ANI° AN
702 | damver nchrac annan, gera 1. Mg AANTITI9° 2. RANTITII° 3. aoaaaREge hATINTIOY IO
ANFA 4. haTITIAU- 5. NNPPROTITIAY-
703 | 0AT087 NCNTAC AALATI® 1. 0Mg° AANTITII° 2. AANTITIIO 3. a1 TITEID AATINTITPIO AATAIP
4. xM900- 5. N9 ”ATITIND-
704 | hewez0c hnc 1. 0N AANTT999° 2. AANTI9I9° 3. apaqagEge AATINTITPFIO AATATO
KCHIGINDF LB LIRS 4. hAT9TIAD- 5. 109° hATITIAY-
705 | 97067 OCNIAC F°CaPe SNTT TTTIT 1. 0N9° AANTITIIP 2. hAN 999990 3, aPATITIFIC AATINTITIFIC AATAIP
P40A0 NE AAIAD- 4. hde1¥90U- 5. (NFPRATITIND-
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706 | ?97087 OC h70C ANT VR O+F LavadAN 1. 0Mg® AANTITI9° 2. AANTITIIO 3, aPATITIFIO AATINTITIEIC AATAGP
4, x990~ 5. ANI° KON

707 | 77967 (IC W7AC AN h5 %avt (1AL 1. AMg° AARTITII° 2. AANTITII® 3, aPATIaTFIO AATINTITPIO AATAIP

AASCIP 4, x990~ 5. NN9° ZOTITTAD-
hed 8: 7o

801 | NPLH@-PIIVOINCNINCI°CAaPELTILCANTT | 1. AMI° AAOTTII9° 2. AAOTT979° 3. aP(979949° AATTNTTTVTI° AATAT
TYOINCIACAIATNADNBANLL-IP 4. A919900- 5. 0MI° AATIT9AD-

802 | NPLEL@-PYEINCHINCPLAPIPCAPETIRLA | 1. (1NG° AANTITII® 2. AANTITII° 3. aPATITYFI° hATINTITIRI® AATAT
ANACKIRAIATLLATA 4, ha@1e00- 5. 109 hA1wIAD-

803 | NTIOINCNINCPLICRLOPTNINCATT | 1. ANFAAATITII 2. AAONTITI 3. aPNTITLHI® ANTTNTTTI1I° AT AT
IRV TO-MALHTALUTA 4. 500D 5. AMI° KATITIAD-

804 | RMLUIWOINCNINCPLAPICPETILLADLN | 1, AMPAANTITI® 2. AANTITIT 3. aPATITPI® AATINTITIRIO AT AT
ZOChIPP4N4TATIDPTNNAGTHE, 10 4. AA%9AU- 5. 1N9° AATI99AU-

805 | RTLLTIWOINCNINCPLIPICaLNNINCL | 1, AMI® AANTITII® 2. AANTTTIIO 3, a0ATITYRI® RATINTIITHIO AAT-AT®
PrOLOLPTAN 4. K190~ 5. 1M9° ANTITIAU-
h&A 9: K7Pé-t

901 | 76 @.mit NATLEL 2TV (IC PLa0 1. AMIPAANTITII 2. ARANTTTI9° 3. aPATITEI® AATINTITNHIP AATATP
NG °CoP T18:4 L 4. h0e1790U- 5. (NI° AATITIAY-

902 | P70 NC PLa® NG J°Cave- Pt 1. AMg® AANTITIIP 2. AANTII9° 3, aP(T9TYHGP AATINTIIHIC AATAT®
WIRIPRLA hAQPP° 4. h@19900- 5. 1N9° AATITIAY-

903 | A“IU87 NC PLav NG I°Cove- NN 1. AMIPAANTITII® 2. AANTITI9P 3. aPTTaYEI0 AATINTITVFIO AATAIP
AT RGOV 4. h999900- 5. (NF° hATITIAY-

904 | P76 NC PLav NG J°Cove- - T4 1. AMPAANTITI® 2. AANTIOIIC 3. aoaag g0 AATINTITPEGO AATFATC
ReFN 4. KT 5. 109° hATITIAY-

905 | P70 (C PLa® NG P°CaPe- TILL 1. AMg° AAGTITI° 2. AANTITIIC 3, aPATIaTgR RATINTII TP
Onge LIy ANTA 4. Ad919900- 5. ANg° AATITIAD-

906 | P77V (C PLa® NG P°CaPL TILL 1. AMPAANTITII 2. KANTI9I9° 3. aPOTITYEGC AATINTITHIC AATAT
RANF QN DRI TFAV- 4. ha®@IAp- 5. AN AATITINY-

907 | WR@E h9Ive? NC PLav NIAC IPCave- AA | 1, AMIPAANTITII® 2. AANTTTIIC 3. aPATITIRI® AATINTITTIIO RATAIP
TeC by 4. hATTIAD- 5. 1N9° hATITIAY-

908 | P77 NC PLaP NG J°CaPe- ATILLA 1. 09 AAOTITI9° 2. AAQTI9I9° 3. aPATITIHIP AATINT TP
0L:T% ACR LA RATA 4. Ad999900- 5. (N9° AATITIAY-

909 | P77V NC PLa NYAC J°CaPL ATILL 1. AMIPAANTITI® 2. AANTTTI° 3. aPATITIHIC AATINTTITIFIP AATFAIP
0PC0 LS R eAT 4. h@19900- 5. ANI° ”ATTTI0U-

910 | P76 NC PLa® NG J°CaPe ATILLA 1. 0Mg° AANTITIIP 2. AANTI990 3, aP(T9aYEGO AATINTIITFIO AATATC
ot MG Ane>-¢ NHPT oPCNAY- 4. ha®¥9Ap- 5. AN AATITINU-

haoweGAy-!!!
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Afan Oromo version Questionnaire

Seensa fi unka waliigaltee
Magaan KoQ ---------=-===mmmmmmmmmmmmm oo jedhama. Ani gorannoo Taaddasaa Nugusee barataa
maastersii yuuniversitii jimma kan fayyaa hawaasaa ta’een geggeeffamaa jiru irratti
odeeffannoon funaana. Odeeffannoo isin nuuf laattan kaanserii ulaa gadameessaa ittisuuf
ga’ee guddaa gaba. Kaayyon qo’annoo kanaa wantoota qorannoo kaansarii ulaa gadaamessaa
taasisuuf murteessan dubartoota umurii 30-49 jiran keessatti addaan baasuuf fayyada. Akka
irratti hirmaattan kabajaan afeeramtaniirtu. Qorannoon kun fedhii irratti kan hundaa’e dha,
irratti hirmaachuu dhiisuu ykn erga eegaltanii addaan kutuuf mirga gabdu. odeeffannoon isin
kennitan iccitiidhan gabama, akkasumas odeeffannoon nama dhuunfaa akka bu’aa
gorannootti hin gabaafamu. Odeeffannoon isinirraa argamu gorannicha xumuruuf gofa 0soo

hin taane gorannoo kaansarii ulaa gadaamessaa fooyyessuuf gahee guddaa gaba.

Magaa Nama Daataa funaanuu------------------ --Mallattoo ----------------- Guyyaa----------

Magaa Nama Hordofuu ------------=---=-=-m-n-mom- Mallattoo --------------- Guyyaa----------------

GALATOOMAA!!
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Gaaffilee odeeffannoo

Lak. Gaaffiilee | Deebii Yaadachiisa
Kutaa 1: Gaaffii odeeffannoo walii gala
101 Umurii waggaa
102 Amantii 1. Ortodooksii 2. Musliima 3. Protestaantii
4. kaatolikii 5. kan biraa (ibsi )
103 Qomoo 1. Oromoo 2. Amharaa 3. Kafaa 4. Daawuroo
5.Yeem 6. kan biraa (ibsi___ )
104 Sadarkaa barumsaa 1. kan hin baratin
2. Sadarkaa 1ffaa
3. Sadarkaa 2ffaa
4. Sadarkaa 2ffaa ol
105 Haala gaa’ila 1. Kan hin heerumin 2. Kan heerumte
3. Abbaan manaa kan du’e 4. Kan wal hiikan
5. Kan gargar jiraatan
106 Galii maatii ji’atti giddu galeessan Qarshii
107 Gosa hojii 1. Haadha manaa 2. Daldaltuu
3. hojjettuu guyyaa
4. hojjettuu mootummaa
5. hojii dhuunfaa/ dhaabbata miti-mootummaa
108 Sadarkaa barumsaa abbaa warra/hiriyaa 1. kan hin baratin
2. Sadarkaa 1ffaa
3. Sadarkaa 2ffaa
4. Sadarkaa 2ffaa ol
109 Raadiyoo gabduu? 1. Eeyye 2. Miti
110 TV gabduu? 1. Eeyyee 2. Miti
Kutaa-2: Odeeffannoo sirna wal hormaata
201 Waggaa meeqatti heerumtee ture? Waggaa
203 Deessee jirtaa? 1. Eeyyee 2. Miti
204 ljoollee meeeqa deesse? Yoo gaafii 203 ijoollee
eeyyee ta’e
205 Mala ittisa da’umsa ammayyaa fayyadamtee 1. Eeyyee 2. Miti
beektaa?
206 Yoo gaafiin 205 eeyyee ta’e, mala ittisa 1. Kiniiniinligimsaa Debii tokkoo ol
da’umsaa gosa kam? 2. Kan lilmoon kennamu(diippoo) deebisuun ni
3. Kan irree keessa kaa’amu danda’ama
4. Kan gadaamessa keessa kaa’amu(Luuppii)
5. Mala ittisa da’umsaa dhaabbataa(TL)
6. Kan biro ibsi ( )
207 Mala ittisa da’umsaa ammayyaa hammamiif waggaa
fayyadamte?
208 Dhukkubni wal qunnamtii saalaan daddarbu si | 1. Eeyyee 2. Miti
gabee beekaa?
209 Qorannoo HIV gootee beektaa? 1. Eeyyee 2. Miti
210 Yoo 209 eyyee ta’e bu’aan qorannoo maali? 1. Posotivii 2. Negaativii
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211 Wal quunnamtii saalaa yeroo jalgabaaf waggaa
waggaa meeqatti raawwatte?
Kutaa —3: Beekumsa waa’ee kaansarii ulaa gadaamessaa
301 Waa’ee kaansarii ulaa gadaamessaa 1. Eeyyee 2. Miti
dhageessee beektaa?
302 Yoo gaffii 301 deebin eyyee ta’e, ecssaa 1. Raadiyoorraa
dhageesse? 2. TVirraa Debii tokkoo ol
3. Poostarii fiwantoota maxxanfaman deebisuun ni
4. Hojjetaa fayyaarraa danda’ama
5. Maatiirraa
6. Barsiisarraa
7. kan biraa (ibsi )
303 Kaansarii ulaa gadaamessaa ittisuun 1. Eyyee 2. Miti
nidanda’amaa?
304 Yoo gaffii 303 deebin eyyee ta’e, 1. Hiriya walqunnamtii baay’ee saalaa ittisuu
akkamitti ittisuu dandeenya? 2. Wal-qunnamtii dafanii eegaluu dhiisuu
3. Tamboo xuuxuu dhiisuu
4. Talaallii HPV
5. Hin beeku
6. Kkan biraa (ibsi )
305 Kaansariin ulaa gadaamessaa 0s00 1. Eyyee 2. Miti
mallattoo hin mul’isin dhufuu danda’aa?
306 Kaansariin ulaa gadaamessaa ni 1. Eyyee 2. Miti 3. Hin beeku
daddarbaa?
307 Kaansariin ulaa gadaamessaa yoo dafee 1. Eyyee 2. Miti
beekamuu dhiise nama ajjeesaa?
308 Mallattoon Kaansarii ulaa gadaamessaa 1. Dhiiguu gaama saalaa Deebii tokkoo ol
maal fa’i? 2. Dhiiguu wal-qunnamtii saalaa booda deebisuun ni
3. Dhiiguu umurii wal-hormaataa booda danda’ama
4. Dhangala’aa foolii badaa qaama saalaa
5. Hir’achuu ulfaatina qaamaa
6. kan biraa(ibsi )
309 Wantootni kaansariin ulaa gadaamessaaf 1. hiriyaa walqunnamtii saalaa baay’ee
nama saaxilan maal fa’i? 2. wal-qunnamtii saalaa dafanii eegaluu
3. HPV dhaan faalamuu
4. Tamboo xuuxuu
5. Hin beeku
6. kan biraa (ibsi )
310 Kaansariin gadaamessaa eenyu gabuu 1. dubartii umurii30 olii kamiiyyuu
danda”a? 2. Dubartoota sagaagaluun jiraatan
3. Dubartoota dullooman
4. Dubartii HIV’n gabaman
5. Dubartii hiriyaa walqunnamtii saalaa baay’ee
gabdu
6. kan biraa (ibsi )
311 Ati kaansarii gadaamessaan gabamuu 1. Eyyee 2. Miti 3. Hin beeku

akka dandeessu beektaa?
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312 Kaansariin gadaamessaa yoo yeroo 1. Eyyee 2. Miti 3. Hin beeku
beekame fayyuun ni danda’amaa?

313 Kansariin ulaa gadaamessaa yoo yeroon 1. Eyyee 2. Miti 3. Hin beeku
beekamuu dhiise cimaa fi balaafamaa
dhaa?

Kutaa- 4: Beekumsa waa’ee qorannoo kaansarii ulaa gadaamessaa

401 Waa’ee qorannoo kaanserii ulaa 1. Eeyyee 2. Miti 3. Hin beeku
gadaamessaa dhageessee beektaa?

402 Qorannoo gochuun kaansarii ulaa Eeyyee 2. Miti 3. Hin beeku
gadaamessaa ni ittisaa?

403 Malli goranno kaansarii ulaa gadaamessaa | 1. Eeyyee 2. Miti 3. Hin beeku
yeroon adda baasan jiraa?

404 Kaanserii ulaa gadaamessaa yeroon adda 1. Eeyyee 2. Miti 3. Hin beeku
baasuun bu’aa wal’aansaaf gaariidhaa?

405 Qorannoon kaansarii ulaa gadaamessaa 1. Eeyyee 2. Miti 3. Hin beeku
jimma keessa jiraa?

406 Kaffaltiin gorannoo kaansarii ulaa 1. Kaffaltiirraa bilisa
gadaamessa akkami? 2. Gahaadha

3. Xigqoo ni cima

4. Mi’aawadha

5. Baay’ee mi’aawa dha
6. Hin beeku

407 Kaanserii ulaa gadaamessaaf eenyu faatu 1. Dubartoota umriin isaanii waggaa 30 fi isaa olii

goratamuu gaba? 2. Dubartoota sagaagalummaan jiraatan.
3. Dubartoota dullooman
4. Dubartoota vaayirasiin HIV dhiiga isaanii keessatti
argamu
5. Dubartoota wal quunnamtii saalaa nama baay’ee
wajjin raawwatan
6. Kan biro (ibsi)

408 Qorannoon kaansarii ulaa gadaamessaa 1) Waggaatti yeroo tokko
yeroo hangamiitti irra deddeebi’amee 2) Waggaa saditti yeroo tokko
godhamuu gaba? 3) Waggaa shanitti yeroo tokko

4) Kan biraa Ibsi

409 Nama kaanserii ulaa gadaamessaa gqabu 1. Eeyyee 2. Miti
beektaa?

410 Nama kaanserii ulaa gadaamessatif 1. Eeyyee 2. Miti
goratamee beeku beektaa ?

Kutaa -5: Qorannoo gaama wal hormaataa fi kaansarii ulaa gadaamessaa

501 Qorannoon gaama wal hormaataa siif 1. Eeyyee 2. Miti
taasifamee beekaa?

502 Qorannoon yoo siif taasifamu koorniyaa 1. Eeyyee 2. Miti
ogeessa fayyaa ni filattaa?

503 Yoo eeyyee ta’e, koorniyaa kam? 1. dhiira 2. Dhalaa

504 Waa’ee ittisa kaanserii ulaa gadaamessaa | 1. Eeyyee 2. Miti

irrati gorsa ogeessaa argattee beektaa?
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505 Umirii kee keessatti gorannoon kaansarii 1. Eeyyee 2. Miti
ulaa gadaamessaa siif godhamee beekaa?
506 Yoo gaafiin 505 eeyyee ta’e yeroo
meega?
507 Yoo gaafiin 505 eeyyee ta’e qorannoon 1. Wagga shan dura 2. Waggoota shaman daban keessa
dhiyeenyatti siif godhame yoomi?
508 Yoo gaafiin 505 eeyyee ta’e maaltu akka 1. Gorsa ogeessa fayyaatin.
goratamtu si taasise? 2. Tattaaffii dhuunfaatiin.
3. Kanbiroibsi(__ )
509 sababni kaansarii ulaa gadaamessaaf akka | 1. Fayyummaan waan natti dhagahamuuf
hin gqoratamne si godhe maali? 2. Soda bu’aa qorannoo
3. Tajaajilichi jiraachuu wallaaluu
4, Kaffaltiin mi’aawa dha
5. Tajaajilichi waan hin jirreef
6. Abbaan warraa koo naa hin deeggaru
7. Nan gaaneffa dha
8. Kan biroo (ibsi )
Kutaa -6: Tilmaama Saaxilamummaa
601 Umrii kee keessatti kaansarii ulaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gadaamessaan akka gabamuu dandeessu 4. Walii gala 5. Sirriitti walii gala
sitti dhaga’ama.
602 Gara fuulduraatti carraan kaansarii 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gadaamessaan gqabamuu kee jira. 4. Walii gala 5. Sirriitti walii gala
603 Waggoottan dhufan muraasaa keessatti 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
carraan kaansarii ulaa gadaamessaan 4. Walii gala 5. Sirriitti walii gala
gabamuu keetii olaanaadha.
Kutaa -7: Tilmaama hammeenyummaa/balaafamummaa
701 Waaaa’ee kaansarii ulaa gadaamessaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
yaaduun nama naasisa. 4. Walii gala 5. Sirriitti walii gala
702 Waa’ee kaansarii ulaa gadaamessaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
yaaduun si sodaachisa. 4. Walii gala 5. Sirriitti walii gala
703 Rakkoon kaansarii ulaa gadaamessaan wal | 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gabatee si mudatu yeroo dheeraaf tura. 4. Walii gala 5. Sirriitti walii gala
704 Kaanseriin ulaa gadaamessaa hariiroo 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
hiriyaa yookiin abbaa warraa kee waliin 4. Walii gala 5. Sirriitti walii gala
gabduuf ni sodaachisa.
705 Yoo kaansarii ulaa gadaamessaa qabaatte | 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
jireenyi kee hundi ni miidhama. 4. Walii gala 5. Sirriitti walii gala
706 Yoo kansariin ulaa gadaamessaa si gabe 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
waggaa shan caalaa hin jiraattu. 4. Walii gala 5. Sirriitti walii gala
Kutaa -8: Tilmaama Fayyadamumma
801 Yoo gorannoo kansarii ulaa gadaamessaa | 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
yeroo yeroon gootee fi bu’aansaa gaarii 4. Walii gala 5. Sirriitti walii gala
ta’e waaa’een kaansarii ulaa gadaamessaa
si hin dhiphisu.
802 Yeroo yeroon kaansarii ulaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa

4. Walii gala 5. Sirriitti walii gala
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gadaamessaa kan booda kaansariitti

803 Yoo kaansariin ulaa gadaamessaa yeroo 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gorannoo argame yaalli isaa salphaa dha. | 4. Walii gala 5. Sirriitti walii gala

804 Yeroo yerootti ilaalamuun, kaansarii ulaa | 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gadaamessaa sadarkaa salphaatti arguuf 4. Walii gala 5. Sirriitti walii gala
fayyada.

805 Yeroo yeroon gorannoo kaansarii ulaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gadaamessaa gochuun carraa kaansarii 4. Walii gala 5. Sirriitti walii gala
gadaamessaan du’uu ni hir’isa.

Kutaa -9: Gufuu

901 Qorannoo kaansarii ulaa gadaamessaa 1. Gonkuma walii hin galu. 2. Walii hin galu. 3. Bilisa
gochuu ni sodaatta bu’aa qorannoo 4. Walii gala 5. Sirriitti walii gala
badaaf.

902 Qorannoo kaansarii ulaa gadaamessaaf 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
eessa akka deemuu gabu hin beektu. 4. Walii gala 5. Sirriitti walii gala

903 Qorannoo kaansarii ulaa gadaamessaaf 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
iddoo gorannootti gaama saalaa kee 4. Walii gala 5. Sirriitti walii gala
mul’isuu ni qaaneffatta.

904 Qorannoo kaansarii ulaa gadaamessaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gochuun yeroo dheeraa fudhata. 4. Walii gala 5. Sirriitti walii gala

905 Qorannoo kaansarii ulaa gadaamessaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gochuun nama dhukkubsa/ dhukkubbii 4. Walii gala 5. Sirriitti walii gala
gaba

906 Yeroo yeroon gorannoo kaansarii ulaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gadaamessuu ni dhiifte ykn hin yaadattu. 4. Walii gala 5. Sirriitti walii gala

907 Jiruu kee keessatti rakkoo gorannoo 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
kaansarii ulaa gadaamessaa caalu gabda. 4. Walii gala 5. Sirriitti walii gala

908 Qorannoo kaansarii ulaa gadaamessaa 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
gochuf ati dulloomterta. 4. Walii gala 5. Sirriitti walii gala

909 Qorannoo kaansarii ulaa gadaamessaaf 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa
buufatni fayyaa dhiyootti hin argamu. 4. Walii gala 5. Sirriitti walii gala

910 Qorannoo kaansarii ulaa gadaamessaaf 1. Gonkuma walii hin galu. 2 Walii hin galu. 3. Bilisa

4

ogeessa fayyaa dhalaan feeta.

. Walii gala 5. Sirriitti walii gala

Galatoomaall!
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ANNEX- 111: In-Depth Interview Guide
ad. For screened women

Do you tell me something about cervical cancer?

v Cause
v Risk factors
v prevention

What is it that you have heard other people say about cervical cancer?

Do you regard cervical cancer to be a major health issue for women?

v How it affects life of women
v Family relation and quality of life
v Is it lethal

Susceptibility and severity of cervical cancer
v How would you judge your risk of developing cervical cancer?
v What do you think is the chance of cure of cervical cancer?
v" Please explain how difficult you think it is, to get the treatment of cervical cancer?
Can you tell me how cervical cancer screening done?
v How it be done for women
v' for whom it should be done?
v/ at what age?
What is advantage of undergoing cervical cancer screening?
v Do you think it is beneficial to have a cervical cancer screening? How beneficial is it?
v Can you explain to me how cervical cancer screening can give you satisfaction?
v" How important is it to have regular cervical cancer screening?
v" How important is detecting precancerous cells before onset of symptoms?
7. Do you feel that there is adequate health information for women in regards to cervical
cancer and screening?
v If yes, why do you think this?
v If no, what would you recommend or like to see implemented more effective

approach?
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b. For health extension workers
Do you regard cervical cancer to be a major health issue for women?
v How it affects life of women
v Family relation and quality of life

What is it that you have heard women say about cervical cancer?

v Cause
v Risk factors
v prevention

Do you feel that there is adequate health information for women in regards to cervical
cancer and screening?
v If yes, why do you think this?
v If no, what would you recommend or like to see implemented more effective
approach?
What is advantage of undergoing cervical cancer screening for women?
What factors could facilitate or hinder women from accessing cervical cancer screening
services?
v" Does it take long time to have a cervical cancer screening?
v How important it is to visit a cervical cancer screening clinic even when they
don’t even have any other illness?
v" How expensive it is to have a cervical cancer screening?

What do you think could be done in order increase cervical cancer screening in Jimma?
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4.

C. For health service providers

Do you regard cervical cancer to be a major health issue for women?

v How it affects life of women
v Family relation and quality of life
v Is it lethal

. What is it that you have heard other people (women) say about cervical cancer?

v' Cause of disease
v" How to prevent
v" Communicable or not
v How disease is severing
How severe do you think the problem of cervical cancer is in Ethiopia?
Do you feel that there is adequate health information for women in regards to cervical cancer
and screening?
v"If yes, why do you think this?
v If no, what would you recommend or like to see implemented more effective

approach?

What is advantage of undergoing cervical cancer screening for women and how women perceive

about screening?

v" Advantage
v who should undergo screen

v/ at what age to be screened

5. What factors could facilitate or hinder women from accessing cervical cancer screening services?

v Does it take long time to have a cervical cancer screening?
v How important it is to visit a cervical cancer screening clinic even when they don’t

even have any other illness?

6. What do you think could be done in order increase cervical cancer screening in Jimma?
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