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Background

Cervical cancer is a major public health problem in low-income countries, including Ethiopia. Various pieces of evidence show that the uptake of cervical cancer screening is low in Ethiopia. The reasons for this low uptake of cervical cancer screening have not been well documented.





Objective

The aim of this study is to explore the reasons for not taking up cervical cancer screening and gather the perspectives of women and healthcare providers in Addis Ababa, Ethiopia.





Methods

Adult women and healthcare providers participated in the study. Eleven focus group discussions were conducted with women from the community. A total of 18 key Informant interviews were conducted with healthcare professionals who providing cervical cancer screening services and family health team leaders. Interviews and discussions were audio recorded, transcribed, and coded. We used MAXQDA software v.20 for data reduction to facilitate thematic analysis and interpretation.





Results

Eleven focus group discussions and 18 key informant interviews were conducted. In this study, individual-level barriers, such as low knowledge of cervical cancer and screening, feeling healthy, fear of the screening procedure and results, fear of not being cured, fear of divorce, stigma and discrimination, preference for female healthcare providers, and spousal disapproval or resistance, were identified as the main reasons for the low uptake of screening. Community-level barriers such as perceiving cervical cancer as a deadly disease; misconceptions, such as screening causing infertility, and the absence of open discussion, were also found to contribute to low screening uptake.





Conclusion and recommendations

Knowledge about cervical cancer and screening was found to be inadequate. Individual and community-level socio-cultural barriers were identified as reasons for the low uptake of screening. Therefore, it is crucial to conduct behavioral change and communication activities at both the individual and community levels to increase knowledge of cervical cancer and screening, reduce sociocultural barriers, and improve the uptake of cervical cancer screening.
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1 Introduction

Cervical cancer is the fourth most common cancer and is a major public health issue worldwide (1). It is the second most common type of cancer and causes an estimated more than 4,700 deaths annually among women in Ethiopia (2, 3). The incidence rates of cervical cancer have decreased by more than half in many high-income countries over the past five decades, mainly due to widespread accessibility of screening services. However, in low- and middle-income countries, the rates of cervical cancer remain high due to the absence of organized screening services at the community level. As a result, low-income countries contribute over 80% of the global burden of cervical cancer (4, 5). The high burden of the disease in low-income countries could be attributed to the inaccessibility of screening services and a lack of knowledge about the benefits of early screening, detection, and treatment.

The incidence rate of cervical cancer screening in Addis Ababa city is low, ranging from 2.0% to 25.5% (6–8). Most cases of cervical cancer are detected at advanced stages, leading to poor prognosis due to delayed diagnosis (9). This late stage of diagnosis is attributed to a lack of screening services at the community level, low awareness, other socio-cultural barriers such as the influence of spousal support, the distance of health facilities providing screening services, and other organizational barriers related to the screening services.

The World Health Organization (WHO) has introduced a global strategy to accelerate the elimination of cervical cancer by 2030. The strategy aims to achieve 90% vaccination coverage, 70% screening coverage, and 90% treatment coverage in each country (10). For the implementation of “See and Treat” approaches, the WHO recommends visual inspection with acetic acid (VIA) or visual inspection with Lugol’s iodine (VILI) every three years for women aged 30-49 years in low-resource countries (11). Following the WHO strategy, Ethiopia’s 2015 National Cervical and Breast Cancer Prevention and Control guideline was introduced to combat cervical cancer by implementing a national cervical cancer screening program using a “see and treat” approach with visual inspection of the cervix with acetic acid (VIA) (2).

Barriers to the uptake of screening have been widely studied and documented in various parts of the world. In a study conducted in the UK, several barriers were identified, such as reluctance to know the test results, the belief that the test is unnecessary for asymptomatic women, lack of trust in healthcare services, and inconvenient appointment times (12). Similarly, a Canadian study highlighted barriers such as inconvenient clinic hours, procedural obstacles, and long travel distances to screening services (13). In a study in the USA, among Asian-American women, barriers like psychosocial factors, religious beliefs, limited knowledge, and inadequate access to healthcare were identified (14). Another study conducted in the USA, specifically in Minnesota among Somali women in key informant interviews, found that barriers at the individual level (knowledge limitations, religious beliefs, and feelings of pain, fear, and embarrassment) and the community level (culture and modesty, stigma, language problems, and trust in the healthcare system) contribute to low uptake of screening (15).

In one of the focus group discussions in Ghana, it was shown that the uptake of cervical cancer screening was low due to low-level awareness of screening and personal factors, screening procedure, screening facilities, and low income (16). Another study conducted in Kenya indicated that barriers such as spousal approval, stigma, embarrassment, fear of infertility as a result of speculum examination, fear of residual effects of test results, lack of awareness and knowledge, and religious or cultural beliefs were identified as barriers (17).

Studies conducted in Ethiopia, including Addis Ababa, have indicated that lack of awareness, negative community perceptions, financial problems, stigma, and long waiting times as barriers to the uptake of cervical cancer screening (18). Another study conducted in Jimma and Addis Ababa (through focus group discussions) showed that lack of awareness, perceived etiology, stigma, and limited access to cervical cancer screening services were also barriers to the uptake of screening (19).

There is a lack of evidence that could show the perspectives of women, cervical cancer screening service providers, and healthcare leaders on cervical cancer and screening in Addis Ababa. Therefore, this study aims to explore the perspectives of women and service providers regarding cervical cancer and screening uptake among women in Addis Ababa by organizing focus group discussions among women and conducting key informant interviews among service providers.




2 Materials and methods



2.1 Study setting and design

Addis Ababa, the capital city of Ethiopia, is experiencing rapid growth and is home to various African and international diplomatic organizations. The city has a population of over 5.7 million (20) and is administratively divided into 11 sub-cities and 111 districts. Within the city, there are 99 public primary care health centers and 12 public hospitals; all of which offer cervical cancer screening services. To investigate the reasons for the low uptake of cervical cancer screening, an explanatory phenomenological qualitative study was utilized.




2.2 Study population and participant selection

The study was conducted among adult women, health care providers (cervical cancer screening service providers), and district family health team leaders in Addis Ababa. Women aged 25–65 living in Addis Ababa were grouped into different categories, such as politically organized groups (Women Development Army and Women League groups) and socially organized groups (community members and leaders like “Idir” local and cultural women organizations). These groups were purposively selected and included in the focus group discussions to ensure diverse viewpoints. Health care workers providing screening service and health center Family Health Team leaders working on cervical cancer preventions and control activities were purposively included in the key informant interviews to understand the thoughts and perspectives of women on screening uptake.

One district was randomly selected from each sub-city where the baseline survey was conducted. Six to nine women were included in each focus group discussion, and one screening service provider and one family health team leader were included in key informant interviews from each selected district health center (See Figure 1).
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Figure 1 | Selection techniques of the study participants from women in Addis Ababa.






2.3 Data collection tools and procedure

The data collection guide was developed based on the study objectives for both the focus group discussions (FGD) and key informant interviews. The guide included open-ended questions about socio-demographics, awareness, benefits of screening, knowledge of risk factors for cervical cancer and prevention, reasons for not undertaking screening, and community perceptions and expectations. The focus group discussion guide was pre-tested in Kolfe Keraniyo sub-city, a district not selected for focus group discussion. Data was collected through focus group discussions with 6–9 discussants and key informant interviews in each district. Focus group discussions were held in selected health centers within the districts, in meeting halls or offices, to ensure a noise free environment. Audio recorders were used to capture the voices of discussants and key informants. Two trained data collectors were involved in the data collection. One recorded the audios and the other facilitated the discussion during focus group discussions. The focus group discussions lasted 50 - 70 minutes, depending on the interaction among discussants. Key informant interviews with health care providers were also conducted in their work places and lasted 20-30 minutes. Both focus group discussions and key informant interviews were recorded for later analysis, with field notes taken to aid the data analysis.




2.4 Data analysis

The recorded voices were transcribed after multiple listens to the recordings in the local language (Amharic). They were then translated into English by foreign language experts and back-translated into the local language by another expert. MAXQDA software version 20 was used to code the transcripts. Two independent coders created the codebook after carefully reading the transcripts. A discussion was held to identify any differences in the codes, and finally, an agreement was reached on the codes. Then, the verbatim statements were then coded. The principal investigator actively participated in the interviews and listened to the recordings multiple times before transcribing them. Member checking was done with two KII participants to ensure the credibility of the data. A thick description was used to ensure the transferability of the findings. Four thematic categories were identified: 1) Awareness of cervical cancer and screening, 2) Knowledge of cervical cancer and screening, 3) Socio-cultural barriers, and 4) Women’s expectations. Additionally, three to four sub-themes were identified under each theme. Finally, a thematic analysis was conducted.




2.5 Ethics approval

Ethical approval was obtained from Addis Ababa University College of Health Sciences Institutional Review Board number 081/22/SPH. Written permission was also obtained from the Addis Ababa City Health Bureau and each sub-city. The objectives of the study were explained to all participants, and informed consent was obtained to ensure voluntary participation. Focus group discussion Participants were reimbursed for transportation expenses after each focus group discussion session.





3 Result



3.1 Study participants characteristics

Ninety-two (92) participants took part in 11 focus group discussions, with an average of 8 participants, and eighteen (18) health care providers (HCPs) participated in key informant interviews. More than half of the participants of the focus group discussion and key informant interview participants were aged 31 to 40 years. The median age of focus group discussion participants was 37 years (IQR = 12.5), while that of key informant interview participants was 32 years (IQR = 6.25). Half of the focus group discussion participants had a secondary level of education, and more than two-thirds of them were housewives (homestay mothers). Nearly half of the focus group discussion participants belonged to the women’s development army group. The majority of the key informant interview participants were first-degree holders, midwives by profession, and more than half of them were cervical cancer screening service providers (See Table 1).


Table 1 | Socio-demographic characteristics of study participants, Addis Ababa.






3.2 Emergent themes

The study was organized around four emerging themes: 1) awareness of cervical cancer and screening; 2) knowledge of cervical cancer risk factors, symptoms, control and prevention; 3) socio-cultural barriers; and 4) women’s expectations. Perspectives of adult women and health professionals on cervical cancer screening were discussed separately within their respective groups. These themes were identified through code analysis (See Figure 2).
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Figure 2 | Perspectives on CCa with identified themes and sub-thematic categories, Addis Ababa.





3.2.1 Theme 1: awareness about cervical cancer and screening



3.2.1.1 Hearing about cervical cancer and screening up take

During the focus group discussion, participants were asked if they or other women in the community were aware of cervical cancer and screening. Similarly, key informant interview participants were asked if the women in their health center`s catchment area had heard about cervical cancer and screening. The majority of focus group discussion and key informant interview participants reported that most of the women were familiar with cervical cancer and screening. Focus group discussion participants said;


I think most of the women had heard about it. The health extension workers teach us during health home visits and community health meetings. I believe most women had heard of it. (FGD group 2 P3, FGD group 3 P5, FGD group 4P 2, FGD group 6P1, FGD group 6P2)



One of the key informants said


It is a priority service area for our institution. Our family health team provides health education to women during home visits. I believe most women in our district have heard about cervical cancer and screening. (HCP, M30, family health team leader).






3.2.1.2 Source of information

Women who participated in the focus group discussion were asked about the source and their choice of information sources. Approximately seventy-five percent of focus group discussion participants reported that they heard from mass media, half reported hearing from healthcare workers, and one-fourth reported hearing from multiple sources such as healthcare providers, health extension workers, and mass media. During the discussion, we also assessed the preferences for information sources. Some participants mentioned that they prefer receiving information from healthcare providers because it allows them to seek clarification for any questions they may have. Focus group participants mentioned as follows:


Women may hear about cervical cancer and screening from health extension workers, healthcare providers, and TV. However, it would be better if women hear it from healthcare professionals as they can have the time and opportunity to ask questions about cervical cancer and cervical cancer screening that may be unclear to them (FGD group 1 P1, FGD group 2 P3, FGD group 3 P5, FGD group 4P 2, FGD group 6P1, FGD group 6P2 and almost all KIIs Participants).




Women can hear information from various sources such as TV, HCPs, and social media. It is better to hear from a health professional like me, and when they have questions, they will get answers (HCP, F31 years old, screening service provider).






3.2.1.3 Spousal hearing and awareness

Spousal awareness of cervical cancer and cervical cancer screening is important to support women in accessing cervical cancer screening (21). Women in the focus group discussions were asked if their partners or spouses had heard about cervical cancer and cervical cancer screening. Key informant interview participants were also asked if males are aware of cervical cancer and cervical cancer screening. Some of them replied that


“Most men didn’t have much information about cervical cancer and screening, except for what they may have heard on TV. Health extension workers are unable to teach males during home visits as most men are at work when health extension workers visit homes to educate the community (FGD group1 P3, FGD group1 P5, and FGD group3 P7).”




Most men are unaware of cervical cancer. We have only provided education to women during home visits, not to men. However, well-educated men may have read about it and become aware. I believe that the majority of men have not heard of it. (HCP, F31-year-old screening service provider and HCP, F33-year-old family health team leader)







3.2.2 Theme 2: knowledge related to cervical cancer And screening



3.2.2.1 Knowledge of risk factor

Knowledge of risk factors is an important aspect of cancer prevention and control. Women in the focus group discussion and key informant interview participants were asked whether they knew about cervical cancer risk factors or not. Most of the focus group discussion participants did not know the risk factors, and more than four-fifths of key informant interview participants said that most women did not know the risk factors. The study participants said:


“I had heard about cervical cancer, but I didn’t know what causes it or what exposes someone to cervical cancer. I don’t think most women are aware of the risk factors of cervical cancer.” (FGD group 2 P6, FGD group 3 P5, FGD group 4 P5, FGD group 8 P5, FGD group 9 P1, FGD group 10 P5 and FGD group 10 P7). “I don’t think all women are aware of cervical cancer risk factors. We ask women about risk factors when they come for screening during counseling just before providing the screening service, but most of them don’t know any cervical cancer risk factors.” (Almost all HCPs and family health team leaders)



But some of focus group discussion participants tried to identify multiple risk factors such as unprotected sexual acts, poor personal hygiene, early marriage and sexual initiation, and Human Papilloma Virus (HPV) infection. They said:


“Early marriage and sexual initiation, having sex with multiple partners (unprotected sex) can be risk factors for cervical cancer. Unprotected sex exposes to HPV and HIV infection, which can expose women to cervical cancer.” (FGD group 1 P3, FGD group 3 P4, FGD group 4 P3, and FGD group 4 P4)



Some of the focus group discussion participants have misconceptions or beliefs about the risk factors of cervical cancer. Some women perceive or believe that a woman can be exposed to cervical cancer due to poor personal hygiene and if she urinates in sunny and hot areas.


“Cervical cancer can occur from poor personal hygiene, and urinating in sunny and hot areas.” (FGD group 7 P2, FGD group 10 P10, FGD group 11 P3, and FGD group 11 P1)






3.2.2.2 Knowledge of sign and symptom

Knowledge of the signs and symptoms of cervical cancer is also a factor that can influence cervical cancer screening uptake. The most common symptom of cervical cancer identified by women was foul-smelling vaginal discharge. Other symptoms, such as pain during sex, bleeding, and vaginal itching, were also mentioned. Some of the focus group discussants and key interview participants said.


“I am aware of cervical cancer symptoms, such as bad odor vaginal discharge, and itching of the vagina. Most women can identify these symptoms as cervical cancer symptoms” (FGD group 1 P7, FGD group 4 P7, FGD group 11 P5, and FGD group 11 P6).




Most of the women didn’t know about cervical cancer symptoms, but some of them explained symptoms like vaginal discharge, itching, and unusual frequent menstrual periods as symptoms of cervical cancer during counseling (HCP, M32-year-old Family Health Team Leader, and F32 and F30 years old Screeners).






3.2.2.3 Knowledge of prevention and control

Most focus group discussants were unaware of cervical cancer prevention methods. All key informant participants indicated that most women lacked knowledge about cervical cancer prevention methods. However, some focus group discussion participants believed that early cervical cancer screening and avoiding risk factors were effective prevention methods, and they stated:


“Early screening and diagnosis can prevent the advancement of the disease. Additionally, cervical cancer can be prevented by maintaining proper personal genital hygiene and sanitation” (FGD group 6P7, FGD group 7 P5, and FGD group 8 P3).




“Cervical cancer can be prevented mainly by delaying sexual initiation during young adolescent age, avoiding early marriage, and avoiding sexual relations with men who have had multiple partners (unprotected sex), which can cause infection to their wives and lead to cervical cancer” (FGD group 3 P6).



Focus group discussion and key informant interview participants were asked about the types of screening methods that women are aware of. Both the Focus group discussion and key informant interview participants mentioned that most women do not know about the available types of screening methods at their district health centers. Some of them said,


“I know the screening service is available at the health center, but neither I nor the other women knew about the types of screening methods offered at the nearby health facility” (FGD group 2, P8; FGD group 8, P1; FGD group 11, P5; and FGD group 11, P6).




Most of the women did not know about the type of cervical cancer screening method provided in our health center. They were unaware of what kind of test it is and when it would be done (HCPs, M36-year-old FHT leaders, and F25, F28, and F31 year old screeners).







3.2.3 Theme 3: socio-cultural barriers for cervical cancer screening up taking

Under this theme, there are subthemes such as individual barriers (psychosocial barriers, spousal disapproval or resistance, and preference for the gender of the healthcare provider) and community-level barriers (fear of cancer and perception, culture, and absence of open discussion).



3.2.3.1 Individual level socio-cultural barriers



3.2.3.1.1 Psycho-social barriers

Psycho-social barriers, such as feeling healthy, having no symptoms, fear of divorce, fear of stigma and discrimination, fear of not being cured, fear of the test, and the cost of treatment, were raised during discussion as the main causes for not taking up screening. Focus group discussion participants were asked about their main reason for not up taking cervical cancer screening and replied that:


Most of women do not want to up take screening since they feel healthy, do not have any symptom or do not feel any pain. Again they do not want to show their private body to other person to undergo screening (FGD group 1 P, FGD group 3 P6 FGD group 3 P1, and FGD group 8 P1).




I and other women fear that divorce could happen if we test positive. We worry that if our husband finds out we had cervical cancer, our marriage will fall apart. (FGD group 10 P6, FGD group 1 P3 and FGD group 3 P1),




Fear of discrimination and stigma is also another reason for not up taking cervical cancer screening among most women. Women think that they may discriminated by family or community if they are tested positive (FGD group 4P, FGD group 10P1and FGD group 5 P9)




I and most women also believe that the cost of treatment is high and we cannot afford services provided outside of government health institutions. Additionally, we worry that if we are diagnosed with cervical cancer, we will not be cured (FGD group 1 P6,and FGD group 2p2).




Worrying about the disease will accelerate and worsen the disease progression, and bringing death closer. Therefore, many women say, “Why didn’t I just sit down and rest, knowing that death is imminent and scary?” (FGD group 9 P5, FGD group 10 P3 and FGD group 10 P9)



Key informant interview participants raised several issues that prevent women from utilizing screening. Factors such as fear of pain from the procedure, fear of test results, rumors about not being able to have sex after screening, infertility concerns, and feelings of shame were cited as reasons for not participating in screening among target women. Some of the KII participants said,


“The women don’t want to be screened for various reasons, such as fear of not being cured, thinking the screening material is large and causes harm, and some women heard rumors that something will be cut and taken for screening, which causes pain. Another reason is fear of not being able to have sex after screening, and fear of not being able to give birth to a child after screening.” (30, 34, and 28 years old screening service providers, and 33, 43, and 36 years old family health team leaders)




“Some women get off the examination bed upon seeing the screening materials (speculum) and apologize before the speculum is inserted, refusing the screening. They express that this material hurts them; so, they do not want to be screened. Finally, they leave to home without up taking the screening.” (HCP, F33 years old cervical cancer screener)



Another psychosocial reason revealed by many women during discussion is feeling shy and ashamed, commonly expressed by women for not up taking screening. This factor can impose a strong internal force on women not to uptake screening. Many focus group discussants and key informants reported that women feel shame in showing their private bodies to others to uptake screening, as it is considered taboo. The participants said,


“Cervical cancer screening is something that can cause shame. When we discuss it during some gathering, many women say how can they open and show their private body to others without experiencing any symptoms? When I gave birth, I had to expose my body, as failing to do so could put my life in danger.” (FGD group 7 P5, FGD group 6 P7, FGD group 8 P8, FGD group 1 P1, and FGD group 4P7)




“It is shameful for women to show their private bodies to others. This may be due to our culture. Additionally, the women often say, ‘I don’t have any symptoms, so why should I need to be screened?’ Another reason may be fear of discrimination and stigma if they are diagnosed positive.” (HCP, F31, F42, and F34-year-old CCS service providers and M32 and F38 years old FHT leaders)






3.2.3.1.2 Spousal disapproval or resistance

Spousal disapproval or resistance was raised during discussions as a reason for not undergoing screening among the target women. Many participants in the Key Informant Interviews also mentioned the issue of resistance or disapproval from women’s spousal partners as a factor in their decision against screening. One of the key informant interview participants said:


“There is pressure on women from their husbands not to be screened. After counseling, some women told me, ‘Let me talk to my husband and come back.’ While some women express they understand and want to undergo screening, but they feel the need to obtain permission from their husbands. One woman I know came for screening, and I counseled her to undergo screening. After counseling, the woman told me she would go home to ask her husband`s permission. I allowed her to go home and get permission from her husband. When I called her a few days later, she told me her husband refused. This scenario illustrates how husbands can prevent their wives from getting screened. This may be a major factor for low uptake of cervical cancer screening.” (HCP, F30-year-old screening service provider)



During the Focus group discussions, participants were asked if their partners allowed or did not allow their wives to undergo cervical cancer screening. Some of the participants expressed the situation as:


“Many women do not get screened due to fear of their husbands. If she goes and gets screened, the husband may ask her, ‘Where did you bring the disease from?’ He suspects that she cheated on him, and this could create problems in their marriage, possibly leading to divorce.” (FGD Group 2 P7)




“I don’t think partners allow their wives to undergo cervical cancer screening. Most men refuse their partner’s request for screening because they lack information about cervical cancer. Men may feel disappointed, worrying that their wives had cheated with another man, who resulted in her contracting cervical cancer, and this could ultimately lead to divorce.” (FGD Group 1 P3)






3.2.3.1.3 Preference of gender of HCP and religious matters

Another reason raised during discussion by women for not opting for cervical cancer screening was their preference for the gender of the screening service provider and religious matters. Many participants in the discussion reported that women do not want to be screened by male screening service providers. In particular, Muslim women do not want to be screened by male screeners. One of the community health leaders who was working on cervical cancer screening promotion and participated in the discussion said,


“I advised and encouraged a number of women found in my Ketena (local administrative area) to uptake cervical cancer screening at the local district health center. When I went to the screening site, I saw many Muslim women waiting for screening services. The women who were waiting for screening told me that they would not be screened if the screener is male. We asked the health center head about the gender of the screening service provider. The health center head informed us that the screeners are female professionals. All the women were happy to see a female screener, and finally, most of them were screened.” (FGD group 11P7)




“My sister, one of the discussants, spoke about Muslim women in a simple way, stating that they will be screened by male screeners. But it is not as easy as she said. It is ‘HARAM’ for a Muslim woman to be touched by a man other than her husband. The Muslim women who came with me for screening told me that they would not be screened if a screener is male and said to me ‘we have a fear of ALLAH’. Then, I informed the head of the health center that the women need to be screened by a female screener. Finally, a female screener was assigned, and the women were screened.” (FGD group 5 P3, FGD group 11 P8)



Key informant interview participants experienced that most women strongly prefer a female screener because they do not want to show their private body to a male screener. Most women become very happy and are more likely to undergo screening if they are screened by a female screener. Some of the key informant interview participants said:


“Most women prefer a female screener. One of the women came and saw me in the screening room while I was providing screening services to other women. She said ‘God’ helped me and she became happy to see a female screener, saying, ‘You are female; now I will be screened.’ When there is a male screener, most women say, ‘I don’t need to be screened.’ If the screeners are female professionals, women feel more comfortable and will be screened” (HCPs, F28, F31, and F36years old screeners)






3.2.3.1.4 Fear of infertility and perception of hereditary factors

Women have concerns about the potential harm of screening procedures and infertility associated with screening. Additionally, there is a common belief among women that cervical cancer is a hereditary disease. Thus, if there are no cases of cervical cancer in their families, they perceive that they may not have a chance to contract cervical cancer and screening is unnecessary. These views were expressed by some participants during the discussion.


During cervical cancer screening, a material is inserted into the uterus, and some women believe the screening material can cause damage to their uterus, leading to infertility (FGD groups 8 P8, 9 P5, and 11 P4).




Some women believe that cervical cancer is commonly caused by hereditary factors. They say that since no woman in their family who had had cervical cancer, they do not need to undergo screening (FGD groups 8 P8, 9 P5, and 11 P4).







3.2.3.2 Community level barriers

Under this sub-thematic area, sub-themes such as fear of cancer, culture and norms, religion, and the lack of community discussions about cervical cancer are explored. Community perception regarding cervical cancer is a strong factor that may hinder women from the uptake of CCS. This perception may arise from a lack of awareness and knowledge about cervical cancer within the community.



3.2.3.2.1 Community cancer perception

The community perceives that cancer is a deadly disease and believes that cervical cancer is caused by cheating or a curse from evil-doing. This perception leads to divorce, stigma, and discrimination if the woman is screened and found to be positive. Most women do not want to lose their family because of this reason. One of the key informants said,


“The community has a fear of cancer, thinking it is a deadly disease. If a woman contracts cervical cancer, her husband may divorce her; he will not take care of her because he assumes that she cheated on him and/or she is cursed. Therefore, the women do not come to the health center to screen for cervical cancer.” (36-year-old family health team leader).




“Society’s attitude towards cervical cancer is negative. The community believes that cervical cancer will occur due to a curse or cheating by the woman” (HCP, F28-year-old screener).






3.2.3.2.2 Culture and norms

Community culture can influence the health-seeking behavior of the individuals, particularly regarding reproductive healthcare services like cervical cancer screening. Most discussants believe that the community views exposing private body parts to others as shameful, or forbidden, even for health care providers, when the woman has no disease or symptoms. Some of the study participants said:


“It is considered shameful for women in our culture to show their private bodies to another person, except for their husbands. Therefore, women feel ashamed to show their private bodies to healthcare providers. This could be a reason why women are not being screened”. (FGD group 6 P7).






3.2.3.2.3 Absence of open community discussion

Community open discussion has been used to address issues such as discrimination, disclosure, early screening, and acceptance of chronic HIV care and support worldwide. This experience is vital for the elimination of cervical cancer. During the focus group discussion, participants were asked if there had been any discussion about cervical cancer in their families and communities. Many of them shared their experiences. Some of the discussants stated:


“I never discussed cervical cancer with my husband. He does not know anything about cervical cancer, and he refuses to talk about it when I try to discuss it with him. Whenever the topic of cervical cancer comes up on the radio or TV, he orders us to switch to another program. This is the reality in our family not to discuss. Husbands do not want to hear about cervical cancer. There is a lack of awareness and a belief that the disease is scary and terrifying.” (FGD group 6 P9)




The community avoids openly discussing cervical cancer and prefers not to address the issue of cervical cancer. When we encourage men to have their partners screened, they deny it as something that the government is promoting. They do not believe that the disease exists in our country. As a result, they prevent their wives from undergoing screening. Men exert pressure on women to avoid screening. (FGD group 2 P8, FGD group 8 P4, and FGD group 9 P6)








3.2.4 Theme 4: expectations of study participants

Most study participants believe that cervical cancer is a major cause of morbidity and mortality among women nowadays. Prevention and control of the disease requires collaborative work among the government, the community, and families. The expectations and support needed by women were also discussed with the study participants, and some women said that


A higher contribution is expected from the government to create open community discussion and awareness creation among the community, similar to what had been done for HIV/AIDS. Health education should be provided through the media and at community gatherings, aiming to raise awareness. Every family and husband should listen to the media and health extension teaching in order to be aware and support each other. Husbands should accompany and screen their wives and hear the results of the screening. If there is a problem, he should be involved and take care of his wife. (FGD group 1 P6, FGD group 4P2, FGD group 5 P6, FGD group 10 P4, FGD group 8 P5)








4 Discussion

The result of this study showed most women lack knowledge about the risk factors, symptoms, and prevention of cervical cancer. The findings of this study is supported by studies conducted in various areas of Ethiopia, including Addis Ababa, East Gojam and Addis Ababa, Kambata Tambaro, and Hadiya Zone and Arba Minch (18, 22–24), Kenya (17), Lagos, Nigeria (25), China (26) and Minnesota among Somali immigrants (15). The similarity may be due to the fact that hearing alone may not help women understand cervical cancer in detail. Poor knowledge about cervical cancer and screening can significantly hinder women’s uptake of screening. It is important to look for strategies to increase knowledge about cervical cancer and screening by providing comprehensive, culturally sensitive educational campaigns, improved access to healthcare services, and efforts to enhance health literacy related to cervical cancer screening among women.

The results of this study showed that feeling healthy and having a low-risk perception were the reasons for not taking up screening. This is supported by studies conducted in southern Ethiopia (23, 24), Ecuador (27), and Minnesota among Somali immigrants (15). This may be due to a lack of knowledge about risk factors and symptoms. Feeling healthy and perceiving being at low risk leads to a false sense of security and a belief in being free from diseases. This results in a late and advanced-stage diagnosis. Therefore, targeted health education is crucial to improving knowledge of risk factors and symptoms so that women understand they are at risk of developing the disease. Feeling at risk motivates women to screen for cervical cancer.

Another reason mentioned by the women for not taking cervical cancer screening was fear of screening materials, fear of pain, and discomfort. The results of this study are similar to the studies conducted in Addis Ababa and Arba Minch (22, 24), Ecuador (27), Kenya (17), Ghana (16), Cameroon (28) and Minnesota among Somali immigrants (15). The similarity may be due to misconceptions and the belief that the material can hurt them, causing problems in their reproductive organs, which leads to a loss of sexual activity and, ultimately divorce. It is essential to implement strategies such as education and counseling so that the women understand that screening materials do not cause any significant pain, do not hurt them, or do not lead to loss of sexual activity.

The result of this study found that women’s feelings of shame and embarrassment from exposing their private bodies to others during cervical cancer screening are the cause of low screening uptake. This finding is supported by study conducted in Addis Ababa and Arba Minch, southern Ethiopia (22–24), Ecuador (27), Iran (29), and China. The similarities can be attributed to the influence of community culture and norms that discourage women from exposing their private bodies to others. Religiously, it is illegal to show private bodies (reproductive organs) to others, especially among Muslim believers; this may be a key reason for not up taking cervical cancer screening. Behavioral communication and change activities are necessary to shift social norms and reduce feelings of shame associated with the uptake of cervical cancer screening.

Another result of this study showed that spousal approval and support have a greater influence on cervical cancer screening uptake and are considered as one of the main reasons for not taking up screening. The result of this study is supported by studies conducted in Addis Ababa and East Gojam, Ethiopia (18, 22), African countries such as Kenya, Nigeria, and Cameroon (17, 25, 28, 30) and Ecuador (27). The similarity may be attributed to the cultural belief that women need permission from male partners to access healthcare services, especially preventive healthcare services. If women undergo cervical cancer screening without their husband’s permission, the husband may perceive it as infidelity, and he may decide to divorce her. Creating awareness among male partners and community engagement in awareness creation helps to improve spousal support.

The gender of the screening service provider was raised as the reason for not up taking of cervical cancer screening. The majority of women prefer a female cervical cancer screening service provider. The findings of this study are supported by studies conducted in Addis Ababa (22), Lagos, Nigeria (25), rural Nigeria (30), Ecuador (27), and Singapore (31). The similarity may be due to the fact that women may feel ashamed to show their private bodies to male screening service providers. For Muslim women, it is not allowed to be touched on by another male except her husband. The gender of the screening service provider can affect uptake of screening, particularly in communities where gender norms and preferences play a significant role in healthcare-seeking behavior. Client-centered approaches and culturally sensitive care in healthcare systems (provided by female healthcare providers) can improve screening uptake.

The results of this study identified fear of cancer as a reason for not up taking cervical cancer screening. The result of this study was supported by the study conducted in Addis Ababa (22) and Wolaita (32). This may be due to a lack of awareness and knowledge about CCa and CCS. The community is unaware that early-diagnosed and treated cervical cancer can leads to cure and prevention. Raising awareness about the benefits of early cervical cancer screening is a crucial to increase the uptake of CCs and preventing further damage and loss of life due to cervical cancer.

The fear of stigma and discrimination associated with cervical cancer screening was raised as a reason for not undergoing screening. The results of the study are supported by studies conducted in Addis Ababa, East Gojam, Southern Ethiopia, and Arba Minch, Southern Ethiopia (18, 22–24), Cameroon (28), Ecuador (27), and two cities in China (26). The similarity may be due to the observation that women suffering from cervical cancer were stigmatized and discriminated against by the community and eventually died. Stigma and discrimination due to cervical cancer can be manifested in several ways. Women diagnosed with cervical cancer may face social isolation, blame, and exclusion from their communities. This societal attitude often stems from misconceptions, such as associating cervical cancer with promiscuity or moral judgment. Such stigmatization not only affects the psychological well-being of affected individuals but also acts as a deterrent for others considering cervical cancer screening. Implementing comprehensive community awareness programs, engaging local community leaders, religious leaders, and influential figures to change societal attitudes, ensuring that cervical cancer screening services are accessible and affordable, establishing peer support groups and counseling services for women diagnosed with cervical cancer, and advocating for policies that protect individuals from discrimination based on health status are crucial.

This study revealed a lack of open community discussion as a reason for not up taking cervical cancer screening. The result of this study is supported by the study conducted in Iran (29). In Ethiopia, discussions about sexual and reproductive health are often considered taboo (33). Because of the lack of open community discussion about cervical cancer, male partners lack awareness and disapprove of the screening up take of their wives. The cultural taboo of discussing reproductive organs results in a lack of open community dialogue about cervical cancer, which in turn impacts women’s access to information, support from their male partners, and ultimately their decision to undergo screening. Open discussions increase awareness among both men and women about the importance of cervical cancer screening help break down the stigma associated with reproductive health issues, including cervical cancer. Therefore, creating open community dialogue, engaging religious leaders and community elders to endorse and promote open discussions about cervical cancer, and establishing peer education groups are important to increase the uptake of cervical cancer screening.

The study participants expect that the government should facilitate open community discussions to increase awareness and knowledge among the entire community and provide health education for the male community, which could help increase spousal support that influences women’s uptake of screening.



4.1 Strength and weakness

The data were collected from all 11 sub-cities. Therefore, it can be generalized to the entire female population in Addis Ababa city. However, there is a lack of similar literature to compare the results of this study with other studies in a similar context.





5 Conclusion and recommendations

In this study, knowledge of cervical cancer and screening was found to be poor. Individual-level socio-cultural factors, such as feeling healthy, having a low perception of risk, fear of tests and procedures, fear of divorce, stigma and discrimination, fear of not being cured, preference for the gender of healthcare providers, and spousal disapproval or resistance, were identified as the main reasons for the low uptake of cervical cancer screening. The community perceives cervical cancer as a deadly disease. Misconceptions, such as screening materials causing pain and infertility, and the lack of open discussion, contribute to the low uptake of cervical cancer.

To address the barriers highlighted in the study and increase the uptake of cervical cancer screening, focused interventions and strategies are critical. This includes community-wide educational programs to combat misinformation, providing gender-sensitive healthcare services, establishing family or peer support for women to undergo cervical cancer screening or treatment, and offering counseling services to address concerns about the screening process, diagnosis, and treatment outcomes.





Data availability statement

The datasets used and/or analyzed during the current study are available from the corresponding author upon reasonable request.





Ethics statement

The studies involving humans were approved by Addis Ababa University College of Health Sciences IRB (Ref. no. 081/22/SPH) and the Addis Ababa City Administrative Health Bureau (Ref. no. A/A/H/523/227). The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.





Author contributions

EM: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. MK: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. GT: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. MA: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. AJ: Conceptualization, Data curation, Formal analysis, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. AA: Conceptualization, Data curation, Formal analysis, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing.





Funding

The author(s) declare that no financial support was received for the research and/or publication of this article.




Acknowledgments

This research was financially supported by the Research Capacity Building Collaborative Program of the American Cancer Society and Addis Ababa University. The authors thank the study participants and data collectors. We also thank the Addis Ababa City Health Bureau, all Sub City Health Offices, and selected health centers for their collaboration during data collection. This paper is part of Mr. Ebrahim Mohammed’s dissertation to fulfill the requirements for a PhD at Addis Ababa University, School of Public Health.





Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.





Correction note

A correction has been made to this article. Details can be found at: 10.3389/fonc.2025.1650395.





Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fonc.2025.1456804/full#supplementary-material




References

1. Sung, H, Ferlay, J, Siegel, RL, Laversanne, M, Soerjomataram, I, Jemal, A, et al. Global cancer statistics 2020: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. (2021) 71:209–49. doi: 10.3322/caac.21660

2. Federal Ministry of Health Ethiopia. Ethiopian Federal Ministry of Health. Guideline for Cervical Cancer Prevention and Control in Ethiopia. Addis Ababa, Ethiopia: Federal Ministry of Health, Ethiopia (2015). Available at: http://www.moh.gov.et/resources//asset_publisher/R1dUfCspGqqN/document/id/5467019 (Accessed July 30, 2024).

3. Tessema, S, Habtemariam, M, Asefa, M, Deressa, T, Abayneh, G, Tsegaye, B, et al. Estimates of cancer incidence in Ethiopia in 2015 using population-based registry data. J Glob Oncol. (2018) 4:1–11. doi: 10.1200/JGO.17.00175

4. Torre, LA, Bray, F, Siegel, RL, Ferlay, J, Lortet-Tieulent, J, Jemal, A, et al. Global cancer statistics. CA Cancer J Clin. (2015) 65:87–108. doi: 10.3322/caac.21262

5. Yang, L, Morhason-Bello, MC, Ro¨nn, M, Obiri-Yeboah, D, Meda, N, Mayaud, P, et al. Regional and country-level trends in cervical cancer screening coverage in sub-Saharan Africa: A systematic analysis of populationbased surveys (2000–2020). PloS Med. (2023) 20:e1004143. doi: 10.1371/journal.pmed.1004143

6. Misgun, T, and Demissie, DB. Knowledge, practice of cervical cancer screening and associated factors among women police members of Addis Ababa police commission Ethiopia. BMC Cancer. (2023) 23:961. doi: 10.1186/s12885-023-11478-x

7. Woldetsadik, AB, Amhare, AF, Bitew, ST, Pei, JL, and Han, J. Socio-demographic characteristics and associated factors influencing cervical cancer screening among women attending in St. Paul’s Teaching and Referral Hospital, Ethiopia. BMC Women’s Health. (2020) 20:70. doi: 10.1186/s12905-020-00927-5

8. Emru, K, Abebaw, T-AB, and Abera, A. Role of awareness on cervical cancer screening uptake among HIV positive women in Addis Ababa, Ethiopia: A cross-sectional study. Women’s Health. (2021) 17:1–7. doi: 10.1177/17455065211017041

9. Dereje, N, Gebremariam, A, Addissie, A, Worku, A, Assefa, M, Abraha, A, et al. Factors associated with advanced stage at diagnosis of cervical cancer in Addis Ababa, Ethiopia: a populationbased study. BMJ Open. (2020) 10:e040645. doi: 10.1136/bmjopen-2020-040645

10. WHO. Global strategy to accelerate the elimination of cervical cancer as a public health problem. Geneva: World health organization (2020). CC BY-NC-SA 3.0 IGO.

11. World Health Organization. WHO guideline for screening and treatment of cervical pre-cancer lesions for cervical cancer prevention, second edition. Geneva: World health organization (2021). Licence: CC BY-NC-SA 3.0 IGO.

12. Marlow, LVA, and Waller, J. Barriers to cervical cancer screening among ethnic minority women: A qualitative study. J Fam Plann Reprod Health Care. (2015) 41:248–54. doi: 10.1136/jfprhc-2014-101082

13. Racey, SC, and Gesink, C. Barriers and facilitator to cervical cancer screening among women in rural Ontario, Canada: The role of self-collecting HPV testing. J Rural Health. (2015) 32:136–45. doi: 10.1111/jrh.12136

14. Fang, CY, Ma, GX, and Tan, Y. Overcoming barriers to cervical cancer screening among Asian-American women. Nam J Med Sci. (2011) 4:77–83. doi: 10.7156/v4i2p077

15. Ghebre, RG, Sewali, B, Osman, S, Adawe, A, Nguyen, HT, Okuyemi, KS, et al. Cervical cancer: barriers to screening in the somali community in minnesota. J Immigrant Minority Health. (2014) 17(3). doi: 10.1007/s10903-014-0080-1

16. Binka, C, Nyarko, SH, Awusabo-Asare, K, and Doku, DT. Barriers to the uptake of cervical cancer screening and treatment among rural women in Ghana. Hindawi BioMed Res Int. (2019) 2019:6320938. doi: 10.1155/2019/6320938

17. Lunsford, NB, Ragan, K, Smith, JL, Saraiya, M, and Aketch, M. Environmental and psychosocial barriers to and benefits of cervical
cancer screening in Kenya. Oncol. (2017)
22:173–81. Available online at: www.TheOncologist.com (Accessed July 21, 2024).

18. Burrowes, S, Holcombe, SJ, Leshargie, CT, Hernandez, A, Ho, A, Galivan, M, et al. Perceptions of cervical cancer care among Ethiopian women and their providers: a qualitative study. Reprod Health. (2022) 19:2. doi: 10.1186/s12978-021-01316-3

19. Birhanu, Z, Abdissa, A, Belachew, T, Deribew, A, Segni, H, Tsu, V, et al. Health seeking behavior for cervical cancer in Ethiopia: a qualitative study. Int J Equity Health. (2012) 11:83. doi: 10.1186/1475-9276-11-83

20. Central Statistics Agency. Addis Ababa, Ethiopia Metro Area Population 1950–2024 |MacroTrends (2024). Available online at: https://www.macrotrends.net/cities/20921/addis-ababa/population  (Accessed August 17, 2024).

21. Appiah, EO. Cues to cervical cancer screening and reaction to cervical cancer diagnosis during screening among women in Shai Osudoku District, Ghana. Ecancer. (2022) 16:1392. doi: 10.3332/ecancer.2022.1392

22. Hussein, K, Kokwaro, G, Wafula, F, and Kassie, GM. Factors influencing the uptake and utilization of cervical cancer screening services among women attending public health centers in Addis Ababa, Ethiopia: mixed methods study. BMC Women’s Health. (2024) 24:3. doi: 10.1186/s12905-023-02850-x

23. Ayanto, SY, Lema, TB, and Wordofa, MA. Women’s and health professionals’ perceptions, beliefs and barriers to cervical cancer screening uptake in Southern Ethiopia: a qualitative study. Sexual Reprod Health Matters. (2023) 31:1–14. doi: 10.1080/26410397.2023.2258477

24. Gebru, Z, Gerbaba, M, and Dirar, A. Barriers to cervical cancer screening in arba minch town, Southern Ethiopia: A qualitative study. J Community Med Health. (2016) 6:401. doi: 10.4172/2161-0711.1000401

25. Olubodun, T, Balogun, MR, Odeyemi, AK, Odukoya, OO, Ogunyemi, AO, Kanma-Okafor, OJ, et al. Barriers and recommendations for a cervical cancer screening program among women in low-resource settings in Lagos Nigeria: a qualitative study. BMC Public Health. (2022) 22:1906. doi: 10.1186/s12889-022-14314-2

26. Yang, H, Li, S-P, Chen, Q, and Morgan, C. Barriers to cervical cancer screening among rural women in eastern China: a qualitative study. BMJ Open 2. (2019) 9:e026413. doi: 10.1136/bmjopen-2018-026413

27. Vega Crespo, B, Neira, VA, Ortiz Segarra, J, Andrade, A, Guerra, G, Ortiz, S, et al. Barriers and facilitators to cervical cancer screening among under-screened women in Cuenca, Ecuador: the perspectives of women and health professionals. BMC Public Health. (2022) 22:2144. doi: 10.1186/s12889-022-14601-y

28. Moukam, AMD, Owono, MSE, Kenfack, PVB, Petignat, JSP, and Schmidt, NC. Cervical cancer screening: awareness is not enough”. Understanding barriers to screening among women in West Cameroon—a qualitative study using focus groups. Reprod Health. (2021) 18:147. doi: 10.1186/s12978-021-01186-9

29. Bayrami, R, Taghipour, A, and Ebrahimipour, H. Personal and socio-cultural barriers to cervical cancer screening in Iran, patient and provider perceptions: a qualitative study. Asian Pacific J Cancer Prev. (2015) 16:3729–34. doi: 10.7314/APJCP.2015.16.9.3729

30. Onyenwenyi, AOC, and Mchunu, GG. Barriers to CCS uptake among rural women in Nigeria. S Afr J Obstet Gynecol. (2018) 24:19–23. doi: 10.7196/SAJOG.2018.v24i1.1290

31. Chua, BWB, Neo, P, Ma, VY, Lim, LM, Ng, JSY, and Wee, HL. Health care provider’s experience and perspective of cervical cancer screening in Singapore: A qualitative study. Front Public Health. (2022) 10:853453. doi: 10.3389/fpubh.2022.853453

32. Demissie, BW, Azeze, GA, Asseffa, NA, Lake, EA, Besha, BB, Gelaw, KA, et al. Communities’ perceptions towards cervical cancer and its screening in Wolaita zone, southern Ethiopia: A qualitative study. PloS One. (2022) 17:e0262142. doi: 10.1371/journal.pone.0262142

33. Yibrehu, MS, and Mbwele, B. Parent-adolescent communication on sexual and reproductive health: the qualitative evidences from parents and students of Addis Ababa, Ethiopia. Reprod Health. (2020) 17:1–9. doi: 10.1186/s12978-020-00927-6




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.


Copyright © 2025 Mohammed, Kaba, Taye, Assefa, Jemal and Addissie. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fonc-15-1456804-g001.jpg
Addis Ababa City

1 District from each sub-cities for 1FGDs andKlls

(selection of 1 district from districts in which baseline servicey was

conducted)
1 District HC for Klls from each districts in
which FGDs was conducted
Z
1.CCS service providers/Selected
district
1 Family health team leaders

1 District for FGDs from each sub-cities, a total of
11 districts were randomly selected

WDA/FGD
2-3 women league
members/FGD
2-3 women community
members/FGD






OEBPS/Images/logo.jpg
& frontiers | Frontiers in Oncology





OEBPS/Images/fonc-15-1456804-g002.jpg
Awareness.

Reason fornot up
taking Cervical
cancerscreening;

Sociocultural Barriers.

Expectations





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Reasons for not undergoing cervical cancer screening: perspectives from women and health care providers in Addis Ababa: a qualitative study

      

        		

          Background

        



        		

          Objective

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusion and recommendations

        



        		

          1 Introduction

        



        		

          2 Materials and methods

        

          		

            2.1 Study setting and design

          



          		

            2.2 Study population and participant selection

          



          		

            2.3 Data collection tools and procedure

          



          		

            2.4 Data analysis

          



          		

            2.5 Ethics approval

          



        



        



        		

          3 Result

        

          		

            3.1 Study participants characteristics

          



          		

            3.2 Emergent themes

          

            		

              3.2.1 Theme 1: awareness about cervical cancer and screening

            

              		

                3.2.1.1 Hearing about cervical cancer and screening up take

              



              		

                3.2.1.2 Source of information

              



              		

                3.2.1.3 Spousal hearing and awareness

              



            



            



            		

              3.2.2 Theme 2: knowledge related to cervical cancer And screening

            

              		

                3.2.2.1 Knowledge of risk factor

              



              		

                3.2.2.2 Knowledge of sign and symptom

              



              		

                3.2.2.3 Knowledge of prevention and control

              



            



            



            		

              3.2.3 Theme 3: socio-cultural barriers for cervical cancer screening up taking

            

              		

                3.2.3.1 Individual level socio-cultural barriers

              

                		

                  3.2.3.1.1 Psycho-social barriers

                



                		

                  3.2.3.1.2 Spousal disapproval or resistance

                



                		

                  3.2.3.1.3 Preference of gender of HCP and religious matters

                



                		

                  3.2.3.1.4 Fear of infertility and perception of hereditary factors

                



              



              



              		

                3.2.3.2 Community level barriers

              

                		

                  3.2.3.2.1 Community cancer perception

                



                		

                  3.2.3.2.2 Culture and norms

                



                		

                  3.2.3.2.3 Absence of open community discussion

                



              



              



            



            



            		

              3.2.4 Theme 4: expectations of study participants

            



          



          



        



        



        		

          4 Discussion

        

          		

            4.1 Strength and weakness

          



        



        



        		

          5 Conclusion and recommendations

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Conflict of interest

        



        		

          Correction note

        



        		

          Supplementary material

        



        		

          References

        



      



      



    



  





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table1.jpg
Characteristics of
FGDs participants

Age category
2030 yers
3140 yers

50 yers

'
Educational status

No ducai

primary
Sccondary.
Diloma & Above
Occupation
Diily Laborer
House vile
Govt. Worker
private work
Role in the community
Women development rmy
Community merber
Women leoge

Others

2

1

@

sus
s00

76

57

04

163

Characteristics of
Kils participants.

Age category.
203 yeas
3140 yers
10 yers

Educational status
Diploma
I Deree
204 Degree

Profession
Nure
Midwiie
Public hsthprfesionsls
bt

Role n the Health institution
Scrcningsevie Provider
Family helth tam leader

Helth cente hesd

Frequency

s6

s

22

s6

56

m






OEBPS/Images/fonc.2025.1456804_cover.jpg
& frontiers | Frontiers in Oncology

Reasons for not undergoing cervical cancer
screening: perspectives from women and
health care providers in Addis Ababa: a
qualitative study





