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Abstract

Background: Cervical cancer is the malignant neoplasm of the cervix). Globally, there are nearly
1.5 million cases of clinically recognized cervical cancer. Eighty five percent (85%) of these are
in developing countries like Ethiopia.

Objective: The objective of this study was to asses prevalence of cervical cancer screening
utilization and associated factor among 30-49years women in Jimma town, south west Ethiopia .
Methods: An institutional based cross sectional study design was employed on 422 women of age
30-49years war include in the study from both family guidance association and Maries stops clinic
through consecutive sampling technique Descriptive statistics and frequency Logistic regression
analysis were done. Bivariate analysis with p-value <0.25 considered candidate for multivariate
analysis and factors with p-value <0.05 at multivariate logistic regression were considered as
significant.

Result: Among 403 respondents, 309 (76.7%) of them were never screened. Mothers who were
educated up to grade 5-8 were seven times (AOR=6.798) more likely not to be screened for
cervical cancer compared to those with higher level of education. As the Knowledge level of
women about cervical cancer increased by one unit surprisingly the chance of getting screening is
decreased by 0.25times (AOR:.232.). Women with negative attitude towards the screening practice
were 24 times (AOR=24.524) less likely not to be screened cervical cancer compared to those
women with positive attitude. For women who had negative spouse support the chance of getting
screening was decreased by two (AOR=.2.1811, 95% CI.078, 4.413) times as compared to positive
spouse support.

Conclusions and Recommendation This study showed that the proportion of screening for
premalignant cervical lesions was 23.3%. Low educational level, poor attitude, negative spouse
support, poor knowledge, poor provider suggestion and inconvenient time were significantly
associated with the screening practice.

Government and non-government organization emphasis on female education. Clinics more
focused permanent screening time for researchers- to conduct further researches regarding this
issue by using strong study designs like longitudinal studies, healthcare providers need to do

promoting cervical cancer screening.
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CHAPTER ONE- INTRODUCTION

1.1 Background

The cervix is the base part of the uterus, which connects the uterine body to the vagina or the birth
canal. Cancers can be caused by DNA (Deoxyribo-Nucleic Acids) mutations (gene defects) that
activate cells promoting cell division (oncogenes).Sometimes this could be caused by inactivation
of tumour suppressor genes, resulting to abnormal proliferation of cervical cells(6 3).The most
important risk factor is Human Papilloma virus (HPV) infection, whereas lack of accessible
cervical screening services is a major barrier to screening uptake. Other risk factors are early age
at sexual contact, early marriage (below age 20 years), and multiple partners, polygamy, multiparty
and lack of awareness of the disease (7). Cervical cancer is attended by huge financial and social
burden. It is a social disease especially of the poor and less educated in whom the risk factors are
most prevalent. Tanzania is extrapolated to lose between 347.4 and 482.7 million US Dollars each
year to cancers (8).Cancer of the cervix occurs when the cells of the cervix grow out of control
where malignant cancer cells continue to divide until they form a growth or tumor that may appear
as a cauliflower-like growth that bleeds easily on make contact with. If left unnoticed, the cancer
cells become invasive, spreading to tissues and organs outside of the cervix such as the bladder,
intestines, liver, uterus and ovaries(9, 10). Most cervical cancers develop gradually in the lining of
the cervix as pre-cancerous changes known as pre cancer lesions (dysplasia) that can potentially
develop into cancer if not treated early, but some lesions may not be malignant and can disappear
without treatment (11,12).

1.2. Statements of the problem
Cancer is a major cause of death worldwide Cervical cancer is a leading public health concern
globally (1, 2). Although a decline has been observed in cervical cancer incidence and deaths in
the developed world over the past 20 years, there has not been a significant change in the same

key indicators in poor resource settings (3, 4, 5).

Cervical cancer is the malignant neoplasm of the cervix... While industrialized countries have
reduced its incidence by over 70% in the last 50 years, the burden seems to be on the rise in less

developed countries. It is expected that the incidence of cervical cancer in developing countries



will rise from 444,546 to 588,922 between 2012 and 2025 (2)Cancer of the cervix is the second
most common cancer among women worldwide with an estimated 529,409 new cases and 274,883
deaths in 2008. About 86% of the cases occur in developing countries, representing 13% of female
cancers (1, 3). Each year approximately, 10,000 women develop cervical cancer, and about 8,000
women die from cervical cancer in Nigeria (6). In 2008, 12.7 million cases of the disease were
diagnosed globally and 7.6 million individuals lost their lives as a result of the condition (1, 2).
Spine reported in their study that over half the study population was less than 50 years of age
suggesting this disease is responsible for a disproportionately greater loss of life-years and social
cost.” Records from cancer registry UCH indicate that the incidence is high; it was 353 out of 1942
total malignancies in 2007. Evidence of decline in incidence has been observed from countries like
the United States where there are established screening protocols with an estimated 12,710 new
cases diagnosed in the US(12) in 2011 and 4,290 reported deaths . Some 80% of cervical cancers
occur in developing countries (13). In addition, mortality rate of cervical cancer among Asian
women is similar to that of Caucasian women. In 2002—-2006, the age-adjusted death rate of among
Asian women in the U.S. was 2.2 per 100,000 (vs. 2.2 for stages Caucasians) for cervical cancer
(12).Many countries in Asia and Africa face the biggest challenge with half a million new cases

of cervical cancer reported yearly which result in 250,000 deaths occurring every year (9, 14).

Cervical cancer is however easily detectable and curable in its early. Unfortunately, Only 5% of
women in developing countries undergo screening for cervical cancer compared to over 40% in
developed countries and 70% or higher in countries that have shown marked reduction in incidence
and prevalence of cervical cancer. It is therefore not surprising that in Africa, where screening
rates are very low the majority of women present at late stages with invasive and advanced disease
(15). The increasing incidence of cervical cancer is often associated with lack of regular cervical
cancer screening and follow-up of abnormalities (12). Previous studies also showed that regular

uptake of cancer screening and follow-up reduces the incidence of cervical cancer (5, 16).

The widespread use of the Papanicolau (Pap) screening test for over 50 years has progressively
reduced the mortality of disease by 50-60% in high-resource countries(9, 14). However, in
developing countries, due to inadequate personnel and deficiencies in health system infrastructure,
cervical cancer prevention remains largely opportunistic, often relying on low-resource visual

inspection methods using acetic acid (V1A), or Lugol”’s iodine (VILI) with a ‘see-and-treat’ same-



day approach(12, 17).Reported uptake of even these screening services remains low, suggesting

that there are barriers preventing women from being screened.

In sub-Saharan Africa (SSA) the magnitude of the problem has been under-recognized and under
prioritized compared to competing health priorities such as HIV& AIDS, tuberculosis and malaria.
In sub-Saharan Africa, 34.8 new cases of cervical cancer are diagnosed per100, 000 women
annually and 22.5% per 100,000 women die from the disease (WHO, 2013). This is due to lack of
epidemiological data and poor awareness, lack of human and financial resources, non-existent

cancer service policies and lack of political will to address the complex problem (15, 18, and 19).

Cervical cancer is a treatable disease and tertiary interventions have contributed to reductions in

mortality rates (7).

However, when downstream activities are combined with preventive efforts, there is greater
impact in terms of lives saved. There is widespread acceptance that regular screening is the single
most important public health strategy to reduce cervical cancer incidence and subsequent
mortality. Screening tests such as conventional cytology (commonly referred to as the Pap smear)
are used to identify pre-cancers, which can be treated to prevent the occurrence of invasive cancer
or allow the disease to be identified at an earlier stage, permitting more effective treatment. The
systematic review on which this paper is based provided evidence for the Canadian Task Force on
Preventive Health Care to update their guideline regarding screening of average-risk women for
cervical cancer. Much of the recent research has focused on reductions in precursor cervical

lesions, which are more common and present earlier outcomes for measurement during trials. (9)

The proportion and uptake of cervical cancer screening remains a major challenge in Malaysia. A
cross-sectional study conducted in 2009 showed that the uptake of cervical cancer screening has
remained very low while the mortality and morbidity associated with cervical cancer has remained
high (10, 11, and 20). On the uptake of Pap smears, there has been no significant increase in the
number of Pap smears for the past ten years, as it has constantly ranged from 350,000 to 400,000.

The coverage of the Pap smear screening program in 1996 was only 26% (10, 20, and 21).

Given the current situation in Malaysia, this study was conducted to determine the perceived

susceptibility to cervical cancer.



Cervical cancer is the most frequent form and leading cause of cancer mortality among Ethiopian
women, which account with an overall mortality of 70%. Cervical cancer is often at an advanced
stage by the time they seek screening services. Records show that of the nearly 22 million
Ethiopian women over the age of 15, approximately 7,600 are diagnosed with cervical cancer and
roughly 6,000 women die of the disease each year (22, 23).As cross sectional study conducted in
FGAE in 2013 among 334 screened clients, 43 (12.9 %) were found to have VIA positive result
while 287 (85.9 %) had negative test result. The remaining four (1.2 %) were found to have lesions
suspicious for cancer. (Jimma (19)

Even though cervical cancer screening is proven to reduce cervical cancer incidence, many factors
influence the screening uptake among women. Factors such as poor awareness of the benefits of
the Pap smear test, lack of knowledge about cervical cancer and its risk factors, fear of being
embarrassed by health care workers, fear of pain and fear of getting a positive result, have become

major hindering factors in cervical cancer screening (5,6,22).

Over the years awareness and uptake of cervical cancer screening services has remained poor
despite all the studies on cervical cancer screening. Various studies indicate that cervical cancer
screening services is poorly utilized and the awareness of the need for it is very low but can be
treated if detected early (6, 23). Problems associated with cervical cancer incidence include late

reporting, ignorance and cultural issues relating to cervical cancer screening.

The barriers identified by were “ignorance about cervical cancer, cultural constraint/beliefs about
illness, economic factors, domestic gender power relations, alternative authoritative sources of

reproductive health knowledge and unfriendly health care services”(24).

Women in developing countries like Ethiopia seem to utilize reproductive health services more
during pregnancy. They also use reproductive health services for post natal checkup and family
planning or when faced with various gynecological problems. It is important to ensure that these
women are screened in order reduce incidence of cervical cancer. Their visit to the clinics provides
opportunity to give them information on the importance of the screening and where to get the
services. The researchers observed that many women attending various health facilities have not
been screened. Thus the need to identify the factors influencing utilization of cervical screening

services among women in selected Health facilities in Jimma town, Ethiopia.



1.3. Significances of the study

Little is known about the practice and factors associated with cervical cancer screening among
women in Ethiopia. Therefore, understanding of the factors associated with underutilization of the
cervical cancer screening among women is important in order to increase overall cancer screening
rates. Therefore, this study is aimed to determine the practice and associated factors toward the
cervical cancer screening among 30-49 years women in Jimma town.

Policymakers can use finding of this study proposal to expand their understanding of current
practice and inform future policy development. Researchers can use finding of this study proposal
to better understand practices that warrant evaluation and provide context for developing
evaluation protocols. The finding of this study proposal also provides rich material for additional
inquiry. FGAE, Marie’s stops, zonal health bureau, regional health bureau and FMOH can use
information from this study to understanding of the factors associated with underutilization of the
cervical cancer screening among women. My finding provides a unique insight into the
understanding of the factors associated with the utilization of the cervical cancer screening among

women of age 30-49 years in Jimma town.



CHPTER TWO: LITERATURE REVIEW

Screening for cervical cancer is the most preventive measure and the purpose of the screening is
to detect the early pre-cancerous lesions and treat them before they can develop into invasive
cervical cancer (9). Among all the cancers, cervical cancer is the only type that can be totally
prevented if there is regular screening and treatment of its pre-cancerous lesions (14, 16). Every
woman should be screened at every opportunity of contact with a health professional, at postnatal
clinics, STI clinics and gynecological clinics. For women who are sexually active, annual
screening from age 18 to 35 years is advised; thereafter every 3 to 5 years, provided the test results
remain negative (25). In developed countries where resources are allocated to prevention
initiatives, the prevalence and mortality of cervical cancer has fallen between 30% and 75% (20).
However, the success of cervical cancer screening initiatives depend on high participation of the
targeted group, which is also determined by the women’s knowledge, perceptions, attitudes and
other socio-cultural issues.

Regular Pap smear testing has been utilized to identify cervical cancer at early stages, and have
been shown to be effective in decreasing cervical cancer deaths (9). The success and effectiveness
of an organized cancer screening program is largely dependent on obtaining high participation
rates through effective recruitment and retention strategies. However, cervical cancer screening
rates are consistently low among Asian women, both in Asian and Western countries. In the United
States, Asian Americans and Pacific Islanders have the lowest cervical screening rates among all
ethnic groups (2). A study published in 2000 reported that compared with21% Asian women (28%
Chinese, 8% Japanese, 15% Filipino, 25% Korean, 36% Vietnamese, and 26% Asian Indians)
never had a Pap test compared with only 5% of white women in the sample (26). Similar cervical
cancer screening rates for Asian women have been reported in countries such as Canada, UK and
Australia (2, 8).

Many authors agree that a screening program is important in improving uptake, they strongly argue
that other factors like knowledge, attitude of both women and health workers, socioeconomic,
cultural beliefs and other supporting institutional factors like sufficient and trained staff supersedes
just the availability of an organized screening program (12, 27). Analysis of data from a study
conducted in Netherlands showed that women’s beliefs about cervical cancer screening and
attendance are the best predictors of uptake of the service, even when organizational aspects are

taken into account (28, 29). In countries like Chile, Colombia, Costa Rica, Cuba and Mexico which



have been having organized screening programs in place, mortality due to cervical cancer has
remained the same or even increased. The reasons for this were reported to be other underlying
factors such as inadequate infrastructure, insufficient human resource and lack of education among
the masses. The countries have had to go back on the drawing board to address some of those
challenges (23, 27).

In a cross-sectional study conducted among clinic attendees in Trelawney, Jamaica in 2007, 18%
of women who had never had a Pap smear reported that it was not necessary as it would only
increase a woman’s anxiety if the results were found to be suggestive of cervical cancer. A survey
in Thailand concluded that Asian women, in particular Thai women, believe that it is more
beneficial to do Pap smears if one is married, compared to being unmarried (910,)

Several challenges face cervical cancer screening programs and help-seeking for cervical cancer
in sub Saharan Africa. The majority of cervical screening programs are opportunistic and are faced
with challenges including poor physical access to cervical screening facilities, low level or lack of
knowledge about cervical cancer screening and its benefits (12), low level of self-perceived risk
for cervical cancer, and understaffed and poorly equipped health facilities and long distances to
screening facilities and high transport costs (1).Furthermore, inadequate training and few human
resources that are poorly distributed affects effectiveness of cervical screening and management
in developing nations(26) .

Persistent stress related to challenging working environments with cancer patients often leads to
burnout and poor quality of car (15) as well as low morale and distress to the healthcare
professionals. Likewise, lack of knowledge, misconceptions about disease and lack of skills in
management of a disease among health professionals may lead to suboptimal care (16). There are
limited data from operational healthcare providers on barriers and proposed remedies for cervical
cancer care, yet the healthcare providers are well placed to contribute context specific strategies
that can catalyze policies on cervical cancer early detection and control. Understanding of local
factors influencing care is critical to design of targeted interventions (30) to promote help seeking.
For Asian women, barriers to cancer screening utilization include cognitive barriers (knowledge
about screening, understanding the purpose of the test, or benefits of testing for early detection),
emotional barriers (fear/social stigma), economic barriers (time, taking time off work, insurance

coverage), logistic barriers (lack of consistent physician, limited office hours, childcare,



transportation, waiting times, language barriers) and social barriers (support of family and friends,
support within the physician’s office (2,15).

Socioeconomic disparities influenced participation, and women with lower educational levels and
lower household income were less likely to be screened. Despite public health efforts, the rate of
cervical cancer screening may not be uniform across groups with different socioeconomic status
and socioeconomic disparities existed in cancer screening rates [8,13], and, in particular, global
evidence suggested that the cervical cancer screening rate was influenced by socioeconomic
factors as well as demographic factors such as race [14-20]. Studies in the United States and Korea
also showed that socioeconomic disparities constant in cervical cancer screening participation,
though there has been an improvement in overall screening rate [8, 21].

Previous studies have shown that individuals who believed they had risk factors for cervical cancer
and perceived vulnerability to an illness were more likely to take action to prevent an adverse
outcome subsequent to getting the disease (10).

The perception that one is not at risk of cervical cancer has been verified in previous studies as a
reason for not obtaining Pap smear tests (31). The importance of high perceived susceptibility will
influence positive perception of the importance of preventive measures. In another cross-sectional
survey of (2003), it was found that only 40.0% of participants had Pap smear tests and that the
major barriers to obtaining Pap smear tests included inadequate knowledge about the benefits of
Pap smear screening, insufficient information about the Pap smear screening procedure, provider’s
attitudes, and limited access to physicians (5,6).

As cross sectional study conducted in China in 2013 women who were willing to undergo
screenings had higher knowledge levels. ‘“‘Anxious feeling once the disease was diagnosed’’
(47.6%), ‘“No symptoms/discomfort’’ (34.1%) and ‘‘Do not know the benefits of cervical cancer
screening’’ (13.4%) were the top three reasons for refusing cervical cancer screening. Women who
were younger than 45 years old or who had lower incomes, positive family histories of cancer,
secondary or higher levels of education, higher levels of knowledge and fewer barriers to screening
were more willing to participate in cervical cancer screenings than women without these
characteristics (32).

A cross sectional study was conducted with a sample of 354 women aged 18 to 69 years of
Tanzania in 2012 less than one quarter (22.6%) of the participants had obtained cervical cancer

screening. The following characteristics, when examined separately in relation to the uptake of



cervical cancer screening service, were significant: husband approval of cervical cancer screening,
women's level of education, women's knowledge of cervical cancer and its prevention, women's
concerns about embarrassment and pain of screening, women's preference for the sex of health
provider, and women's awareness of and distance to cervical cancer screening services.
Knowledge of cervical cancer and its prevention and distance to the facility which provides
cervical cancer screening were significantly associated with screening uptake (33).the study
conducted in UK and South Asia show that cultural beliefs and perceptions influence uptake of
cervical cancer screening (14,34),.

The studies revealed that black minority ethnic groups in United Kingdom and South Asian women
consider cervical cancer as being caused by promiscuity; therefore it is considered a taboo, or a
just punishment from God. As a result of these beliefs, a big proportion of women shy away from
screening because they do not want to be associated with such a disease that is considered a curse
from God. Many other studies have also reported embarrassment when seen seeking care for
cervical cancer, stigma, and lowered self-esteem when one receives a negative result (30, 34).
Also, a UK based study reported that women had fear of getting abnormal screening results
because of worry associated with such results (4).

The women claimed that abnormal results would have severe effect on day to day functioning
leading to depressed mood, decreased libido and feeling of less attractive, tarnished, defiled or
contaminated and dirty feelings. Some cultural/religious belief such as Muslim women can only
be seen naked by their husbands; who influenced their preference for female general practitioners
especially for cervical smears. Also in this study, it was revealed that Pakistani Muslims were not
comfortable attending to a doctor from the same cultural background they would only go along for
a smear test if the doctor was not of the same cultural background for fear of being found out, 30).
Additional studies that explored culture show that cultural gender roles and behaviors of women,
may also affect the uptake of cervical cancer screening (15).

The exploratory study was conducted in Uganda revealed that cervical cancer is being a condition
affecting women’s sexual and reproductive health was likely to be shrouded in silence since these
are issues that are socially and culturally perceived to be private and cannot be openly discussed
in public (16,20).

Therefore, women found difficulty in accessing information even when they experienced cervical

cancer like symptoms .Other social gender roles and behaviors that hindered cervical cancer



screening include inability to leave house-hold chores, pre-occupation with family problems and
lack of approval from husbands (20) argues that, if women and communities were educated and
understood the importance of having a cervical cancer screening, and the importance of further
follow up, culture would not be a bigger hindrance since the results of her study showed that,
women’s general attitude was positive towards cervical cancer screening (15,22).

Institutional factors have also been shown by different studies to be influencing uptake of cervical
cancer screening. According to International Agency for Research on cancer Organization (2003),
uptake of screening is increased when the governments ensure that there is an organized screening
program in place. Mortality due to cervical cancer reduced drastically in developed countries
which had sustained organized screening program that were equipped with infrastructure, trained
human resource, organized follow up and surveillance systems (6, 7, 8).

A review of five qualitative studies that were conducted in Mexico, Peru and Ecuador showed that
the main barriers to increasing uptake of cervical cancer included inaccessible and unavailability
of high-quality health services, the lack of comfort and privacy in facilities, and unfriendly health
worker (4, 7). The study conducted in Queensland Women described the bearers for screening
participation is reminder factor and practitioner characteristics, particularly for women who did

not attend screening. (36)
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Socio-demographic Individual factors

1 Age 1 Attitude about cervical cancer
Parity 2 Knowledge about cervical
marital status cancer

2

3

4 Educational Level
5 Occupational

6

Income Social factors

1) Spouse support;

Remainder factor 2) Family Friends

1. Mass media (Newspaper, Prevalence of cervical

) and advice
. . cancer screening
magazine article) T —
utilizations

2. Cervical cancer Screening /

postcard
3. lllness of family member or X

Friond

Health system factors

1. Cost
2. Accessibility
v 3. Waiting time

4. Client perception on Provider’s attitude
, 5. Provider sex

. Figure: 1 Schematic diagrams showing conceptual frame work of prevalence of cervical
cancer screening utilization adopted from different literature (27, 36)
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CHAPTER THEREE: OBJECTIVE OF THE STUDY

3.1. General Objective

» The general objectives of the study is to assess of prevalence of cervical cancer screening
utilization and its associated factors among woman’s 30-49 women who attend in marry

stops and family guidance model clinic in Jimma town, south west Ethiopia in 2016.

3.2. Specific objectives
» To assess the proportion of prevalence of cervical cancer screening utilization among

woman’s 30-49 years.

» To identify factors that associated with prevalence of cervical cancer screening utilization

among woman’s 30-49 years.
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CHAPTER FOUR: METHODS AND MATERIALS

4.1.Study Area/ setting

Jimma town is located at 354Km South west of Addis Ababa. The town has an altitude of 1750-
2000m above sea level, temperature range of 20-30°C and average annual rainfall of 800-
2500mm?3. According to the national census of 2007, the projected total population of the town is
174,396 (86,326 males and 88,070 females) (27). There are 36,333 total households. There are 5
public health institutions (3 health centers & 2 hospitals) and 18 private clinics (6 higher and 12
medium clinics) clinic in addition to two non-governmental clinics mainly rendering reproductive
health services. Family Guidance Association of Ethiopia (FGAE) and Marie stops are the leading
non-governmental providers of sexual and reproductive health (SRH) care in Ethiopia. This study
will conducted at FGAE and Marie stops Jimma model clinic (JMC). The catchment area of the
clinic is Jimma town and surrounding districts. The clinic started opportunistic screening of
cervical Ca since September 2012 and 2014 respectively.

4.2.Study Design

Institutional based cross sectional study design was conducted among women 30-49years in

Jimma town, Ethiopia.

4.3 Study period

The study was conducted for 12 consecutive working days

4.4 Source population
All women’s between age 30-49 years attending outpatient services at Marie’s topes and FGAE

clinic.

4.5.Study population
All selected women between age 30-49years attending outpatient services at Marie’s topes and

FGAE during data collection period.

4.6 Inclusion criteria

v All women between age 30-49 years attending outpatient services at Marie’s topes and

FGAE clinic during data collection who are willing to participate in the study.
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4.7 Exclusion criteria

v’ All women’s between age 30-49years attending outpatient services at Maries topes and
FGAE those was unable to communicate due to critical illness.

4.8 Sampling method and sampling technique

4.8.1. Sample size
The appropriate sample size was calculated using single proportion formula based on 95%
confidence interval and assuming the uptake of cervical cancer screening of 50% since no
previous study on a similar population.
Formula:
N = (Z1-02)? ([P (1 - P)}/d?
n = the required sample size
Z = the critical value associated with the level of significance
P = the estimated prevalence cervical cancer screening (0.5)
d = degree of precision chosen for the study
Z = 1.96 for 95% level of confidence
P=05
d = 0.05 degree of precision
N= infinite
n=1.962[(0.5 (1 - 0.5)]/0.052
Therefore the desired sample size was 384.
Add contingency 10% which is equal to 10/100*384=38

Total sample was 384+38= 422 women

4.9 Sampling procedure
Non Probability consecutive sampling technique were used on purposively selected 2 model clinic
those provides the cervical cancer screening services in Jimma town. A total of 422 study
participants take from women of age 30-49years those attending Marie’s topes and FGAE through

consecutive selection until sample size will achieved. Participants will select from both study area
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based on proportion of the patients they served daily. FGAE is served 25 women of age between
30-49 years daily, whereas Maries stops serves only 15’wome n per day. Based on this
information: the proportional allocation of samples indicated as follows: | allocated sample for
both study area.

All clinics giving Cervical CA Screening Test in Jimma Town

|

880 Clint f|0V\/I per month {or two. month Purposively selected

EGA Clinic Marries tops Clinics -
Coverage of all eligible
550 ) 330 74 women till sample size
& fulfilled in each of the
158 lini
264 clinics

Figure 2: Sampling Framework prevalence of cervical cancer screening utilization
and associated factor among 30-49years women who attend in marry stops and family guidance
model clinic in Jimma town, south west Ethiopia

4.10 Instruments and Measurements

Pretested and structured questionnaire were used. Translation of instrument were made from
English language to local Amharic language and Afan Oromo and back to English language by
different individuals who were blind to the original version of the questionnaire (English version)
in order to facilitate reliable responses to underline questions and keep the original meaning of the
instrument.

Study questionnaire for each items are adopted from previously conducted similar study (32) and
modified to the local context. The instrument contains three parts: starting from socio demographic
status of the clients (10 items), (Cervical cancer knowledge (17 items) cervical cancer knowledge
and screening uptake (nine items) a combination of response formats of multiple responses and

‘Yes and No’ ‘assuming score of ‘yes’=1, or ‘No’ =0 and for every correct item there was a
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reversed incorrect item . all of which eliciting responses on a five-point Liker’s scale format
ranging from ’strongly disagree’ to ‘strongly agree’ was included. Each of the responses was
scored: strongly disagree’=1, ‘disagree’=2,’undeciced/not sure’=3,’agree’=4 and ‘strongly
agree’=5.After reversed for negatively worded items to positively worded items, score was
summed for each respective factors and construct validity was ensured. To ensure reliability of the
scale, internal consistency of items was seen separately for each construct using Chrombanch’s
alpha score of >60% as cut off point. The specific values include; attitude (0=0.72) and Social
factors (0=0.84).

4.11 Study variables

4.11.1 Dependents variables

Prevalence of cervical cancer screening utilization

4.11.2. Independents variables
1) Socio demographics
Age
Parity
Marital status
Educational level
Occupational
Income
Individual factors
1 Knowledge of cervical cancers
2 attitude toward cervical cancers screening
Social factors
1) spouse support
2) family and friend
Health system factors
1. Cost
2. Accessibility
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3. Perception of client on Provider’s attitude about screening,
4. Provider gender
Remainder factor
1. Mass media (Newspaper, magazine)
2. Cervical cancer Screening post card

3. llIness of family member.

4.12 Operational definition

Prevalence of cervical cancer screening utilization: those who ever had got a Visual inspection
with acetic acid /V1A test on in a life time considered as having screening practice. And those who
never screened were regarded as having no screening practice. In my research this variable
measured by one items with ‘Yes’ scored ‘1’ and ‘no scored ‘0’ ‘answer question. Thus, the highest
score is 1and the minimum score is 0. The scores from 0-1 is going to be considered a dichotomous
variables; and those scored 1 is considered as having cervical Ca practicing or otherwise
considered as not having cervical Ca practicing.

The knowledge status of mothers on cervix cancer screening practice.

Knowledge: The knowledge of cancer of the cervix and screening for premalignant cervical lesion
was assessed using a 17 points scale. There were 17 yes or no questions that carried a total of 17
correct responses. Each correct response was given a score of 1 and a wrong response a score of
0. Total points to be scored will 17 and the minimum will 0. Study participants’ cervical
cancer/screening knowledge scores were converted into a dichotomous categorical variable of

knowledge levels using above and below average (mean) knowledge scores (36).
Poor Knowledge refers to for those scored below the mean.
Knowledge refers to for those scored below the mean

Attitude about cervical Ca screening: the belief and feeling of the respondents about screening
for premalignant cervical lesions It measured by likert’s scale with the score of 1 for strongly
disagree, 3 as neutral and score 5 for strongly agree. | have total 17 items having a total of a

maximum 85 score with minimum 17 score.
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Positive attitude Refers to for those scored the mean and the above and
Negative attitude refers to for those scored below the mean.

Social support: Support and advice from partner, family and friends will reported as important
factors that encouraged compliance and participation in recommended cervical Ca screening health
programs among the participants. Women often discussed their cervical Ca screening health
problems with their family and close friends and received emotional support and advice that
encouraged them to seek solutions for their health problems. This will measured by using likert’s
scale with a total of 3 items. It measured by likert’s scale with the score of 1 for strongly disagree,
3 as neutral and score 5 for strongly agree. | have total 3 items having a total of a maximum score

with minimum 1 score.

Health system factors- assessed by yes/no items. Cost, lack of accessibility of services, and
waiting time for care captured the structural characteristics of the health care system that may
affect screening intention. A single item-question with a yes/no response was used to assess

women’s perceptions about the influence of these health care system factors on screening.

Accessibility: refers presence or absence of screening service for cervical Ca and explained that
women had to travel long distances to get the services and lack of service in the nearest health
institution this item-question with a yes/no Each correct response was given a score of 1 and a
wrong response a score of 0 if the respondent answer yes this problem affecting this crevice but

no not this carves.

Cost of screening. The financial constraints imposed by user payments negatively affected
participants’ attitudes towards screening. Indirect costs such as outpatient cards and transportation
fees will consider additional barriers. The low socioeconomic status of women caused many of
them to focus their limited incomes on their most immediate basic needs rather than on preventive
health care. This question help us how the issue of cost adversely affect attitudes towards cervical
Ca screening, and perhaps her intention to screen: this item-question with a yes/no Each correct
response was given a score of 1 and a wrong response a score of 0 if the respondent answer yes

this problem affecting this crevice but no not this carves

Client perception on Attitudes of health professionals/Approach: is the attitude that health

professionals have toward cervical Ca screening practice. this item-question with a yes/no Each
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correct response was given a score of 1 and a wrong response a score of 0 if the respondent answer
yes this problem affecting this crevice but no (0) answer not affecting this carves It help us to

measure impact of health professionals’ attitude on client to have to screen to cervical Ca or not.

Reminder factor; remainder factor for this study focused on the facilitator factors to cervical
cancer screening test. This includes Mass media, Reminder post card, 1liness of family member
or Friend, Newspaper, magazine article. In this study remainder factors assessed by using Mass
media— are strategies which consists radio, television as well as newspapers and magazines that
use to disseminate health information on prevalence of cervical cancer screening utilization and

its importance and used as reminder messages for cervical screening check-up.

Reminder postcards- such as postcards to remind client’s memories to come to health institution

for cervical screening check-up.

A newspaper - is a serial publication containing news, and other informative articles such as health
and medicine (on cervical cancer screening and its importance) and used as reminder messages for

cervical screening check-up.

Magazines-are publications, usually periodical publications, that are printed or electronically
published (the online versions are called online magazines.) They are generally published on a
regular schedule and contain a variety of content like health and medicine (on cervical cancer

screening and its importance) and used as reminder messages for cervical screening check-up...

IlIness of the family member or friend- by cancer cases like cervical cancer is used to remind

client’s memories to come to health institution for cervical screening check-up.

4.13. Data collection procedure
Four (4) data collector and two supervisor was recruited to assist in the data collection. These
research assistants was a bachelor’s degree in health related courses. They were trained by the
principal investigator on the study tool, the aims and objectives of the study as well as the ethical
considerations, how to conduct questionnaire interviews (interviewee questionnaire) to minimize
information bias. Permission to conduct the study was seek from the JU and respective
organizations. After an explanation of the purpose of the study and obtaining oral consent from

the participants the data collection were started. The research assistants introduced themselves to
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the participants and underscored that their participation were voluntary and that they would not be

victimized in any way.

Confidentiality was assured by ensuring that their names did not appear anywhere in the

questionnaire.
1. Interview questioner prepared in English.

2. The English questioner was translated to Afan Oromo and Amharic questioner. Afan
Oromo and Amharic questioner was used to collect the necessary information from

participants through interviewee.
3. The data collectors was trend before data collection period

The internal consistency of scales of attitude and Social factors (spouse support, family
advice & advice from friend) was measured using Cronbanch’s alpha. In this study values
above 0.7 are generally considered to indicate satisfactory internal consistency and below
0.6 were considered unacceptable.

Both items had acceptable to good and very good Cronbanch’s alpha indicating that the
scale is consistent and reproducible for use. The specific values include; attitude (a=0.72)
and Social factors (0=0.84).

4.14. Data Analysis

Each questionnaire was checked for completeness, missed values and unlikely responses and then
manually cleaned up on such indications before living the study area. Data was coded and entered
in to Epi data version 3.1. Data was cross checked for consistency and accuracy, and after clearing

exported to SPSS version 20 for statistical analysis.

Frequency distributions, percentages, proportions, measures of central tendency and dispersions,
tables and charts were used to show results of Univariate analysis. All explanatory variables which
was have association in bivariate analysis with p value less than 0.25 was entered in to
Multivariable logistic regression model in order to assess the significant association between

dependent and independent variables.
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Multivariable analysis were done using the logistic regression models to control for potential
confounders in the analysis. For the purpose of this study, statistical significance was defined at
a probability level of 0.05 (p<0.05).

Finally, to test whether or not the final model provides a good fit to the data, a Goodness -of -Fit
test was performed. Furthermore, results was presented in tables, bar charts, graphs and pie charts

as appropriate.

4.15. Data Quality Assurance/control
The quality of data were ensured by using a standardized instruments and 5% pre-testing of the
questionnaires in the same institute prior to two weak of data collection period on 5% of the
participants, and by giving training for the data collectors and supervisors before the actual data
collection performed. Appropriate modifications were made after reviewing the pre-test result and
overall supervision was made by the principal investigator. Every day after data collection,
questionnaires were reviewed and checked for completeness, accuracy and clarity by the
supervisors and principal investigator and the necessary feedback was offered to data collectors
prior to collect the next data. Data collectors was four nurses not working in study institutions and

one supervisor. Training were given for two days.

4.16. Ethical consideration
Data collection was started after permission obtained from Jimma University Ethical research
review committee. The letter was written to the respective organizations to obtain permission. All
respondents were asked for their willingness of participation in the study and verbal consent was
obtained after convincing respondents’ issues of confidentiality. Questionnaire was labelled with
ID number not by name in order to keep its confidentiality. Strict rules of confidentiality was
followed during the data collection, analysis, and reporting of this study. Each interview subject
was provided anonymity. All notes was kept on the person of the field worker at all times.
Participants and non-participants will not be allowed to view the notes at any time and content of
discussions and interviews will not be revealed to anyone else, to protect participants from possible
harm at the revelation of such information. Names of interviewees will not be used at any stage of
the data collection process. Pre-determined identification numbers was used on data collection

form (topic guide and notes).
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4.17. Dissemination of the result

Final document of the study will given to Research and Publication office of Jimma University,
post graduate coordinating office and Jimma University nursing & Midwives department. Attempt

will made for publication of the research on reputable journal.
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CHAPTER FIVE — RESULTS

5.1. Socio-demographic Characteristics

The total number of women included in this study were four hundred three making the response
rate of 95.5%. 255 (63.27%) of women lay in the age category of 30-39 years and the rest
148(36.73) were from the age group 40-49 years. The mean age of the respondents was 37.96 +SD
5.43).

351(87.09%) of the women were multipara and the rest 52 (12.91) were primi para and 225(55.8%)
of the women were married (Living with partner), 111 (27.5 %), attended grades 5-8, whereas
Muslim 198 (49.1 %) followed by Protestant 75(18.6 %) majority of them, 229 (56.8%) were
Oromo 50 (12.4%).

103 (25.6 %)were merchant For 107(26.84%) respondents, the average monthly income lay up to
600., For 117(29.57%) respondents, the average monthly income lay between 1801-3000 Eth. Birr.
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Table 1: Socio-demographic characteristics of the respondents in Jimma town, Ethiopia 2016 (n=403)

Characteristics
Age

Parity

marital status

Educational Level

Religion

Ethnicity

occupational

Income

Frequency ( N)

30-39 255
40-49 148
delivered once 523
delivered above two 51
Single (never married) 41
Married (Living with partner) 225
Married (separated) 61
Divorced 44
Widowed 32
1-4 53

5-8 111
9-10 77
11-12(preparatory) 54
TVT ( colleges) 79
University and above 29
Orthodox 73
Muslim 198
Catholic 50
Protestant 75
Amahra 45
Oromo 229
Tigriy 50
Gurage 49
Other 30
House wife 44
Private employee 96
Farmer 8
Government employee 100
Daily laborer 48
Merchant 103
1st percentile 107
2nd percentile 95
3rd percentile

4th percentile ;117

Percent (%)

63.27
36.72

12.9
87.09
10.2
55.8
15.1
10.9
7.9
13.2
27.5
19.1
13.4
19.6
7.2

18.1
49.1
12.4

18.6
11.2

56.8
12.4
12.2
7.4

10.9
23.8
2.0
24.8
11.9
25.6
26.84
23.03
29.57

20.55
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5.2PREVALENCE OF CERVICAL CANCER SCREENING
UTILIZATIONS

proportion of prevalenc m

m cervical cancer screened m cervical cancer not screened

Figure 3 proportion of prevalence of cervical cancer screening utilization and associated factor
among 30-49years women who attend in marry stops and family guidance model clinic in Jimma

town, south west Ethiopia



5.3 Factors affecting cervical cancer screening
5.3.1 Reminder factors
Among the reasons for screening of cervical cancer in mothers were; 37(9.2%) information
from Iliness of family or Friend, 22(5.5%) Family members, 28(6.9%) Friends and 9(2.2%)
nurse.

Table 2: Reminder factors toward cervical cancer screening in Jimma town, Ethiopia 2016

Variable [Frequency  [Percent
Remai Family members 22 5.5
[nder IlIness of family or Friend 37 9.2
factor Friends 28 6.9
Nurse I9 2.2

5.3.2 Knowledge of respondents on cervical cancer screening

The knowledge of cancer of the cervix and screening for premalignant cervical lesion was assessed
using a 17 points scale. There were 17 yes or no questions that carried a total of 17 correct
responses. Each correct response was given a score of 1 and a wrong response a score of 0. Total
points to be scored will 17 and the minimum will O .Respondents were asked about their
Knowledge towards screening for premalignant cervical lesion (222 ,55.1% ) of the respondents
had poor Knowledge towards screening for premalignant cervical lesion. The mean knowledge
score was 7.36 +£SD 3.626.) The minimum knowledge score was 0 and maximum score was 16.
The result showed in

Table 3 show the proportion of women who correctly responded to the knowledge question

regarding the Cervical Cancer Screening in Jimma town, Ethiopia 2016
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Variable knowledge Frequency Percent

Knowledge on cervical poor Knowledge 222 55.1
cancer Knowledgeable 181 44.9

5.3.3 Attitude of respondents on cervical cancer screening:

The attitude of the respondents about screening for premalignant cervical lesions It measured by
likert’s scale with the score of 1 for strongly disagree, 3 as neutral and score 5 for strongly agree.
| have total 17 items having a total of a maximum 85 score with minimum 17 score. This score
Positive attitude Refers to for those scored the mean and the above and Negative attitude refers to
for those scored below the mean Majority of the respondents 210 (52, 1%) had negative attitude
and the rest 193 (49.9%) had positive attitude on screening of cervical cancer lesion see (Table 4).
Table: 4 Distribution scores of attitude of the respondents toward cervical cancer screening
in Jimma town, Ethiopia 2016

variable Frequency Percent
Attitude of respondents on negative Attitude 193 49.9
cervical cancer screening positive Attitude 210 51.1

5.3.4 Health system factor of respondents on cervical cancer screening

When asked the respondent about health system problem their said that 44(61%) Not suggested
by the health care workers, 144(35.7).The Health system factor was 1.6998 (SD1.32585), the

minimum Health system factor score was 0 and maximum score was 6.

Table 5;health system factor of respondents among attendants in Marry stops And Family
Guidance Model Clinic in Jimma Town, South West Ethiopia, 2016

Variable Frequency Percent%

Health system factor of respondents

Not suggested by the health care workers No 157 39.0
yes 246 61.0

Lack of female screeners at the health no 330 81.9
facility yes 73 18.1
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poor Approach of health care workers no 359 89.1

yes 44 10.9

Lack of convenient clinical time No 345 85.6

Yes 58 14.4

Lack of designated rooms for no 364 90.3
screening at health facility yes 39 9.7

Not offered at the nearest health facility no 259 64.3

yes 144 35.7

Long distances to a health facility no 335 83.1

yes 68 16.9

The screening is expensive no 351 87.1

yes 52 12.9

5.3.5 Social factor
Majority of the respondents Disagree on friends198 (48.9%) next to Disagree spouse support

196(48.6)

Table ;6 Social factor of respondents among attendants in Marry stops And Family
Guidance Model Clinic in Jimma Town, South West Ethiopia, 2016

Variable Social factor frequency Percent
My partner have Strongly Disagree 70 17.4
recommended to Disagree 196 48.6
screening Not Sure 19 4.7
Agree 113 28.0
Strongly Agree 5 1.2
My family have Strongly Disagree 34 8.4
advised Disagree 86 21.3
me to go doctors Not Sure 36 8.9
Agree 193 47.9
Strongly Agree 54 134
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My friends have talked to me Strongly Disagree 89 22.1
about the importance Disagree 197 48.9
of cc Not Sure 22 55
Agree 87 21.6
Strongly Agree 8 2.0

5.2 Bivariate
5.2.1 Table 7: Bivariate analysis of socio-demographic characteristics and cervical cancer
screening factor Association between socio-demographic characteristics toward cervical

cancer screening

Table 7: Bivariate analysis of socio-demographic characteristics of respondents toward

cervical cancer screening in Jimma town, Ethiopia 2016

Variables Screening practice Crude OR
Yes NO [95% CI]
age 30-39 60(63.8%)  195(63.3%) 1.032(0,638-1.667)
40-49 34(36.2%)  114(36.9%) 1
parity prmipara 11(21.2%)  41(78.8%) 1.154(.568-2)
Multipara 83(23.6%)  268(76.4%) 1
marital status of Single 15(36.6%)  26(63.4%) .678 (.250,1.842)
respondent Married 50(22.2%)  175(77.8%) 1.370(.596.3.148)
M Separated 13(21.3%)  48(78.7%) 1.445(.540,3.867)
Divorced 7(15.9%) 37(84.1%0 2.068(.677,6.317)
Widowed 9(28.1%) 23(71.9%) 1
Educational 1-4 grade 13(24.5%)  40(75.5%) 5.035(1.896 ,13.373)
level of 5-8 grade 19(17.1%)  92(82.9%) 7.923(3.228019.451)
respondents 9-10 grade 8(10.4%) 77(100.0% 14.1144.948-40.255)
11-12 grade 9(16.7%) 45(83.3%) 8.182(2.901,23.073)
TVTcollees 27(34.2%)  52(65.8%) 3.152(1.304,7.617)
University 18(62.1%)  11(37.9%) 1
House wife 3(6.8%) 41(93.2%) 41.000(3.205,524.435)
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Occupation of

respondents

Respondent

income cat

Respondent
knowledge
Towered
screening
Respondent
attitude
toward

screening

spouse support
Towered
screening
family support

toward screening

suggested by the
health care

workers

Private
Farmer
Government

Daily laborer
Merchant
Istp

2nd p
3rd p
4th p

Knowledgeable

Poor knowledge

negative attitude

positive attitude

negative spouse
support
Positive spouse
support
negative family
support
positive family

support
No
yes

No

13(13.5%)
1(12.5%)
35(35.0%)

7(14.6%)
32(31.1%)
19(17.8%)

14(14.7%)
25(21.4)
36(42.9%

17(73.9%)

23(8.9%)

8(3.3%

86(528%)

38(14.3%)

56(40.9%)

57(36.5%)

57(36.5%)

66(42.0%)

28(11.4%)

75(22.7%)

30

83(86.5%)
7(87.5%)
65(65.0%)

41(85.4%)
71(68.9%)
88(82.2%)

81(85.3%0
92(78.6%)
48(57.1%)

6(26.1%)

234(91.1%)

75(62.0%)

77(47.2%)

228(85.7%)

81(59.1%)

99(63.5%)

99(63.5%)

91(58.0%)

218(88.6%

255(77.3%

19.154(1.850-198.336)
21.000(.961,458.842)
5.571(.558-55.580)

17.571(1.593-193.871)
1
3.474(1.800-6.705)

4.339(2.127-8.854)
2.760(1.487-5.121)
1

1

11.768(6.359,21.779)

32.390(15.012,.895)

4.148(2.557,6.729)

32.390(15.012,.895)

177(.107.3)



Lack of female

screeners
poor Approach of

health care

workers

Lack of

convenient time

Lack of

designated rooms

facility Not
offered at the
nearest health
Long distances to

a facility

The screening is

expensive

yes

No

yes

No

yes

No

yes

No

yes

No

yes

No
yes

19(26.0%)

85(23.7%)

9(20.5%)

86(24.9%)
8(13.8%)

87(23.9%)
7(17.9%)

69(26.6%)
25(17.4%)

80(23.9%)

14(20.6%)

86(24.5%)
8(15.4%)

255(77.3%

274(76.3%)

35(79.5%)

259(75.1%
50(86.2%)

277(76.1%
32(82.1%)

190(73.4%)
119(82.6%

255(76.1%

54(79.4%)

265(75.5%
44(84.6%)

1.196(.643)

.829(.383-1.794)

1
1482(.220-1.057)

1
.696(.297-1.634)

1

1.729
(1.036,2.884)
1

826(.436-1.566)

1
560(.254-1.236)

COR-= crude odds ratio, AOR=adjusted odds ratio P= percentile * significant multivariable

Association between socio-demographic characteristics and cervical cancer screening, parity

and Age were not associated with cervical cancer screening. In bivariate analysis, level of

education, income, Occupation and marital were significantly associated with cervical cancer

screening of the respondents.

Association between Cervical cancer screenings with health institution factor according to health

institution factor like provider suggestion problem, Lack of convenient clinic time, facility not

offered to screening is significantly associated But Lack of female screeners, poor Approach of
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health care workers, Lack of designated rooms (privacy), Long distances to a health facilities

was not significantly associated .Regarding of Bivariate social factor was significantly associated

with prevalence of cervical cancer screening utilization .including spouse, family and friends

sport significantly associated towered prevalence of cervical cancer screening utilization.

Multivariable analysis

Educational

status

Attitude

spouse support

suggested by the
health care

Lack of
conconvenient
time

Knowledge

1-4 grade
5-8 grade

9-10 grade
University

negative attitude
positive attitude
negative s support
positive s support
yes
no
yes

no

Knowledgeable
Poor knowledae

Multivariable analysis

yes

13(24.5%)
19(17.1%)

8(10.4%)
18(62.1%)

38(14.3%)
56(40.9%)
38(14.3%)
56(40.9%)
66(42.0%)
28(11.4%)
86(24.9%)
8(13.8%)

17(73.9%)
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Screening practice

No

40(75.5%)
92(82.9%)

77(100.0%)
11(37.9%)

75(62.0%)
77(47.2%)
228(85.7%)
81(59.1%)
228(85.7%)
81(59.1%)
91(58.0%)
218(88.6%

6(26.1%)
234(91.1%

Exp(B) AOR

(95% C.l.for)

4.266(1.030,17.670)
8.043(2.256,28.682)

6.837(1.578,29.623)

276(.134(.567)

232(.107,505)*

Sig.

.045
.001

.010

.000

.030

.000

.001

.000



Multivariable Logistic regression analysis was also performed to examine the association between
prevalence of cervical cancer screening utilization and certain variables. In bivariate logistic
regression, analysis, marital status, level of education, income, Occupation were significantly
associated with the study towards cervical cancer screening. However in multivariate analysis
indicated that only level of education, were significantly associated with the respondent’s
prevalence of cervical cancer screening utilization. Mothers who were 5-8 seven times
(AOR=6.798, 95%CI: 1.526-30.289), not to be screened cervical cancer compared to those
university and above in both bivariate and multivariate analysis. Regarding knowledge towards
screening practice, as knowledge level 