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Abstract 

Objective: To establish barriers towards cervical cancer screening among women aged 18- and over in 

Gatanga Sub-County, Muranga County, Kenya. 

Design: Descriptive Cross sectional design 

Setting: Gatanga Sub-county, Muranga County, Kenya. 

Subjects: Two hundrend and forty three respondents.  

Results: 

The study found out that employment status was the only socio-demographic characteristic that was 

statistically significant (p=0.05). Doctors were the most common source of cervical cancer screening 

information, although nurses and community health workers also had a fair share of respondents served. 

The level of knowledge was found to be low. The results also revealed moderate results on screening uptake 

with more than 50% of the respondents had been screened in the past 1-3years. Following the findings, the 

study recommends more systematic sensitization programs, exploring other avenues for disseminating 

information on cervical cancer screening, as well as greater effort by the local authorities in accessing the 

people in need of the information. Studies to explore the disparity between high awareness and low uptake 

should also be conducted.  
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Introduction 

In order for the health system to attain the Sustained Development Goals (SDG), it must organize itself in a 

way which maximizes its comparative advantages and brings together the people best suited to the task at 

hand. One of the advantages inherent in the health system is the ability to screen for chronic diseases such as 

cervical cancer. Cervical cancer is a major global health problem, with nearly 500,000 new cases occurring 

each year worldwide. Each year an estimated 270,000 women die from the disease with nearly 80% of the 

deaths occurring in developing countries. It is the leading killer from cancer of women in the developing 

world and is the second most common malignancy in women worldwide after breast cancer. In the third 

world cervical cancer is the most common cancer where over three quarters of the estimated half a million 

newly diagnosed cases occur annually. The highest incidence is observed in developing countries including 

the sub-Saharan Africa. This high incidence is attributed to paucity of and inadequacy of screening programs 

as well as the unawareness of the disease. As such, a necessary first step may be to establish cervical 

screening uptake. 

 

Background 

Kenya has a population of 10.32 million women aged between 15 years and above who are at risk of 

developing cervical cancer (KNBS, 2010). Current estimates in Kenya indicate that every year 2635 women 

are diagnosed with cervical cancer and 2111 die from the disease in Kenya in addition, cervical cancer ranks 

as the most frequent cancer among women in Kenya, and the second most frequent cancer among women 

between 15 and 44 years of age. In Kenya, cervical cancer accounts for 59% of all documented genital 

cancers (GLOBOCAN, 2012). In 2012, approximately 645,000 new cancer cases and 456,000 cancer deaths 

occurred in Africa. With limited knowledge and awareness, most patients reach health facilities at an 

advanced stage of the disease, when the prognosis and survival prospects are dim. They travel long 

distances, make huge financial sacrifices, and often end up on waiting lists. The impoverishing effects of 

catastrophic health spending on cancer are a major concern. For example, in Kenya, chemotherapy ranges 

between $130 and $2000 per treatment. Considering the country’s GDP is 2776, the cost of these treatments 

is very high. The situation is dire in places where health systems are ill-prepared and poorly financed. Only 

5% of global cancer resources are spent in LMICs, which account for 80% of disability adjusted years of life 

lost to cancer. This disparity is expected to grow dramatically as changing lifestyles, increasing 

urbanization, and aging populations are projected to double the incidence of cancer in Africa in the next five 

years (Parkinet al, 2010). 

The capacity of public facilities in Africa to provide treatment outstrips the demand for these 

specialized services, and care at private facilities is beyond the means of most families. The majority of 

countries have only a handful of cancer specialists, and access to costly medications, technologies and 

diagnostics is a major bottleneck.  Programs to detect and diagnose cancers early are still at a nascent stage. 

Cancer is an increasing public health problem in Africa exacerbated by rising HIV-associated malignancies 

and exposure to environmental carcinogens. The burden of cancer is expected to increase rapidly in the next 

few years, largely due to adoption of western type of life styles and an increasing proportion of elderly 

people. According to the World Health Organization (WHO, 2008), 12.5% of all deaths worldwide are 

caused by cancer, more than from HIV/AIDS, TB and Malaria combined, yet at least one-third of all new 

cases of cancer every year can be prevented. A recent World Health Organization report (WHO, 2010) states 

that 70% of cancer-related deaths occur in the developing world with most of the patient being diagnosed 

late which lends to the high mortality statistics. The report further states that cancer-related deaths in 

developing countries could reach as high as 6.7 million by 2015 (WHO, 2010). Cervical cancer is ranked the 

third most common cancer in women globally, and the seventh overall, with an estimated 530,000 new cases 
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in 2008. It is a major cause of death in developing countries where more than 85% of the global burden 

occurs accounting for 13% of all female cancers (Ferlayet al, 2010).  

The incidence of cervical cancer in Africa is highest in eastern and southern Africa (30 – 40 per 

100,000 females). The rest of sub-Saharan Africa has a lower incidence (20 – 30 per 100,000 females), and 

Northern Africa has the lowest incidence at 12 per 100,000 females on average (Parkinet. al., 2008). In 

Uganda, cervical cancer is the most common in women with age standardized rates increasing at an average 

of 3% a year, currently at 52.4 per 100,000 in 2 2002 -2006 (Parkinet al, 2010). All these suggest that 

environmental and demographic characteristics have a bearing on cervical cancer prevalence. Kenya has a 

population of 10.32 million women aged 15 years and older who are at risk of developing cervical cancer. 

The etiology of cervical cancer has been largely linked to a virus known as Human Papilloma virus (HPV) 

which is sexually transmitted. About 38.8% of women in the general population are estimated to harbor 

cervical HPV infection at a given time, and 60.9% of invasive cervical cancers are attributed to HPVs 16 or 

18 (WHO/ICO HPV Information Centre, 2010). The development of vaccines against HPV represents a 

great success in terms of prevention of major cancers. The implementation of these vaccination programs in 

low and middle income countries, however, poses a major economic challenge. A few countries in Africa 

have administered the vaccine to a large population. Political will is crucial in implementation of the 

vaccine. Rwanda and Uganda are some of the countries that have administered the vaccine to a large 

population targeting young adolescent girls. In Kenya the implementation of these vaccines has been very 

slow largely due to cost implications and lack of awareness on the importance of these vaccines. The fact 

that the vaccines targets young girls from the age of 9 to 13 years is another challenge given that consent has 

to be given by the parents or a directive from the government. In private hospitals and clinics the vaccines 

are available but the cost for the three recommended doses is inhibitive (Sankaranarayanan&Boffetta, 2010). 

Kenya had a very successful pilot in Kitui, but the national program has not be rolled out. 

 

Methods 

Study Subjects 

The study was conducted in Gatanga Sub-County, Gatanga County, specifically in Kihumbuini and 

Gatanga wards. The two wards were chosen purposively since they are the most populous of the six wards 

within the Sub-County. The study population of 2628 consisted of women aged 18 and over, who had 

resided in Gatanga and Kihumbuini wards for more than three months at the time of study. A sample size of 

243 respondents was arrived at using Multi stage random sampling by selecting 109 respondents from 

Kihumbuini which was 43% of the study population, and 134 female respondents from Gatanga which 

represented 57% of the study population (Mugenda&Mugenda, 2003). Two (2) county assembly wards with 

the highest number of women was selected, from which a sample of six (6) sub-locations was again selected 

using simple random sampling. The six sub locations represent 30% of the 19 sub locations in the two 

county assemblies.  For each sub-location in Kihumbuini, thirtyseven (37) females were systematically 

selected while in Gatanga forty four (44) females were selected in each sub location until the desired sample 

size was achieved. Three (3) research assistants were recruited to assist in the data collection. 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 to minimize information bias. Permission to 

conduct the study was sought from the local administration of the county. After an explanation of the 

purpose of the study and obtaining written consent from the participants the data collection commenced. 

Confidentiality was assured by ensuring that their names did not appear anywhere in the questionnaire.  
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Study Designs 

This study was carried out within the framework of a cross-sectional research design employing 

quantitative and qualitative data collection methods. This descriptive cross-sectional survey sought to collect 

datafor inferences  about  the  population  of  interest  as  snapshots  of  the  characteristics under study 

within the population. This type of study was also employed as it afforded the opportunity to capture the 

population’s characteristics and test hypotheses quantitatively. Since for this study, the researcher had no 

control on the variables therefore unable to manipulate them, any kind of experimental research design was 

seen as inappropriate (Kothari, 2003).  

Analytical Techniques 

Once questionnaires had been completed the data collected was systematically arranged according to 

the codes of the questions to facilitate analysis. Verification of all filled questionnaire for completeness and 

made a follow-up to make sure all questions were as appropriately answered as possible. Incomplete, 

irrelevant, inconsistent or inaccurate records were removed from the database. Panel data were sorted for 

ease of analysis with creation of new variables for appropriateness of the analysis process as per objectives. 

The data was stored in a computer and the password protected while the questionnaires were locked in a 

cabinet. Data was analyzed using SPSS package version 22. Descriptive statistics computed based on the 

themes of the study and the results were then presented in tables. A composite variable, preparedness, 

consisting of effects from need for knowledge perception, capacity levels as well as measure of vulnerability 

perception by each individual staff was calculated. 

 

Results 

Socio- demographic characteristics of the respondents 

The mean age of the respondents was 34 years with a standard deviation of 12 years.37.9% (n=102) of the 

respondents were between the ages 25-34 years. The mean parity was 2. The mean size of a household was 

3, with a maximum of 11 persons per household. Majority of the respondents, 66% (n=177) were married; 

22% (n=58) single; and 12.6% (n=34) were separated, widowed or divorced. Of all the women interviewed, 

45.7% (n=123) had primary level education, 38.7% (n=104) had secondary level education, 11.9% had 

tertiary level education, and 3.7% of the respondents had never been to school for any formal education. 

A majority of the respondents, 75% (n=202) were protestants. With Catholics consisting 24% (n=64) of the 

respondents. The employment status of the respondents was also established and 60% (n=163) of the 

respondents were self-employed, 15.2% (n=41) were employed either full time or part-time, and 24.2% 

(n=65) were not employed. 

Most of the participants, 42.7% (n=114) earned between 1000 and 5000 Kenya shillings per month, 30.7% 

(n=82) earned less than a 100026.6% earned between 5000 and 20,000 Kenya shillings. The characteristics 

are summarized in the Table 1. 
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Table 1: Socio- demographic characteristics of the respondents 

CHARACTERISTICS CLASSIFICATION FREQUENCY  PERCENT % 

AGE IN YEARS <25 37   19.0 

25-34 102   37.9 

35-44 62    23.8 

45-54 30     12.3 

54-64 9     4.5 

65-74 3       2.6 

TOTAL 243   100 

MARITAL STATUS MARRIED 170    65.8 

SINGLE 55      21.6 

SEPRATED  12     7.4 

DIVORCED 1      0.4 

WIDOWED 5     4.8 

TOTALS 243  100 

EDUCATION LEVEL PRIMARY 116     45.7 

SECONDARY 96   38.7 

TECHNICAL COLLEGE 25    11.2 

UNIVERSITY  1     0.7 

NONE 5    3.7 

TOTAL  243   100 

RELIGION CATHOLIC 58      23.8 

PROTESTANT 182    75.1 

OTHER 3        1.1 

TOTAL 243   100 

EMPLOYMENT 

STATUS 

FULLTIME 34   12.6 

PART TIME 7       2.6 

UNEMPLOYED 40    17.1 

SELF-EMPLOYED 148    60.6 

FULL TIME HOUSEWIFE 10      5.6 

RETIRED 3        1.1 

OTHERS 1        0.4 

TOTAL 243 100 

MONTHLY INCOME 

IN SHS 

<1000 78    30.7 

1000-5000 103   42.7 

5000-10000 41    18 

10000-20000 17     6.4 

>20000 5      1.9 

TOTAL 243   100 
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Cervical cancer awareness 

Awareness of cervical cancer 

 
Figure 3: Awareness of cervical cancer among the respondents 

 

The majority of the respondents; 80.2% (n=195) had heard of cervical cancer, whereas 19.8% (n=48) had 

never heard of cervical cancer. 

Knowledge of signs and symptoms of cervical cancer 

More than half of the respondents did not know that the signs and symptoms mentioned to them are 

associated with cervical cancer. 

 

Table 2: Respondent’s knowledge of the signs and symptoms of cervical cancer 

SIGNS AND SYMPTOMS YES  NO  DON’T KNOW  

Vaginal bleeding between periods 31.6 (n=77) 10.4 (n=20) 58.0 (n= 138) 

Persistent lower back pain 24.2% (n=57)  12.3% (n=25)  63.6% (n=163) 

Persistent vaginal discharge with unpleasant 

Smell 

32.7% (n=80)  10.0% (n=19)  57.2% (n=144) 

Discomfort or pain during sex 25.7% (n=61)  9.7% (n=17)  64.7% (n=165) 

Menstrual periods that are heavier or longer 

than usual 

26.0% (n=62) 13.4% (n=17)  60.6% (n=164) 

Persistent diarrhea 5.9% (n=10)  31.6% (n=77)  64.5% (n=156) 

Vaginal bleeding after menopause 34.6% (n=85)  3.3% (n=3)  62.1% (n=155) 

Bleeding during or after sex 29.0% (n=70) 7.4% (n=12)  63.6% (n=161) 

Blood in stool or urine 17.8% (n=40)  20.1% (n=46)  62.1% (n=157) 

Unexplained weight gain 13.2% (n=33)  19.2% (n=48)  66.6% (n=162) 

 

Among the respondents, 31.6% identified bleeding between menstrual periods as a sign of cervical cancer. A 

slightly higher proportion, 32.7% identified presence of vaginal discharge that is smelly as a symptom of 

cervical cancer. Similarly, 34.6% and 29 % identified vaginal bleeding after menopause and bleeding during 

or after sex respectively as symptoms of cervical cancer. The proportion of those who experienced persistent 

diarrhea, blood in stool or unexplained weight gain was lower than those who never experienced the three 

symptoms. 

 

82%

18%
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yes

no



European International Journal of Science and Technology               ISSN: 2304-9693         www.eijst.org.uk 

 

 

80 

The respondents who knew about cervical cancer signs and symptoms were asked if they could recognize 

symptoms of cervical cancer from the ones presented in table 2 above. Only 4% (n=8) were very confident 

that they would identify a symptoms of cervical cancer if they were affected. More than half of the 

respondents 58% (n=141) were not confident at all that they could identify a sign of cervical cancer. 

 

 
Table 4: Ability to notice cervical cancer symptoms 

 

Knowledge of cervical cancer risk factors 

 

Table 3: Risk factors for cervical cancer 

RISK FACTORS DISAGREE  NOT SURE AGREE  

Infection with HPV 5.6% (n=7)  70.6% (n=182 23.5% (n=54) 

Smoking cigarettes 14.1% (n=30) 51.7% (n=130)  34.2% (n=83) 

Weakened immune system 9.4% (n=23)  59.2% (n=144) 31.2% (n=76) 

Long-term use of contraceptives 7.8% (n=19)  51% (n=124)  41.1% (n=100) 

Having STI's 7% (n=17)  55.5% (n=135)  37.4% (n=91) 

Having an uncircumcised sexual partner 18.8% (n=45) 71.1% (n=173)  10.2% (n=25) 

Having sex at an early age 13.7% (n=34)  63.9% (n=153)  23.4% (n=56) 

Having multiple sexual partners 11.6% (n=23)  50.6% (n=127)  37.7% (n=92) 

Having many children 31.2% (n=76) 58.7% (n=150)  10.0% (n=19) 

Having a sexual partner with multiple partners 13.4% (n=27) 53.9% (n=136)  32.7% (n=80) 

Not going for regular screening 11.9% (n=20)  52.8% (n=133)  35.3% (n=90) 

 

Based on table 3, only 23.5% (n=54) were aware that infection with Human Papilloma virus (HPV) is a risk 

factor associated with cervical cancer. In addition, 32.4% (n=83) of the respondents identified cigarette 

smoking as a risk. 28.1% (n=68) reported that -suppression of the immune systems due to infection with 

HIV and other conditions as a risk factor for cervical cancer. Majority of the respondents 40% (n=109) 

identified the long-term use of the oral contraceptive pill as a risk factor. Other risk factors identified by the 

respondents included: presence or history of sexually transmitted infections 37.3% (n=100), having an 

uncircumcised partner 12.7% (n=34), early sexual debut 24.3% (n=65), and having many sexual partners 

37% (n=101). Results are shown in table 3 above. 
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Knowledge of cervical cancer prevention 

 

 
Figure 4: Knowledge of cervical cancer prevention 

The respondents were asked if cervical cancer can be prevented. A majority 58.7% reported that cervical 

cancer can be prevented. 

 

Modes of cervical cancer prevention 

 

 
 

Figure 5: Modes of preventing cervical cancer 

 

Figure 5 shows the various means of preventing cervical cancer. About 23% (n=107) reported that following 

up on screening results from the clinic and addressing any abnormal screening result early was a way of 

preventing the development of cervical cancer. The rest of the modes of prevention identified included 

Limiting the number of sexual partners 16.2% (n=73); Not smoking 11.1% (n=50); Vaccination with HPV 

vaccine 9.3% (n=42); and using condoms consistently and correctly during intercourse 8.2 %( n=37). 
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Awareness of cervical cancer screening 

 

 
Figure 6: Awareness of cervical cancer screening 

 

Figure 6 represents the results on the proportion of respondents who had ever heard of the term Cervical 

Cancer. Majority of the participants 73.2% (n=197) had heard of cervical cancer screening. On the contrast, 

26.8% of the respondents had never heard of cervical cancer screening. 

 

Source of information on cervical cancer screening 

The Figure 7 below shows the distribution of sources of cervical cancer information by the respondents 

 

 
 

Figure 7: Source of information on cervical cancer screening 

 

Figure 7 reveals that Most of the respondents, 28% (n=65) reported to have gotten information on cervical 

cancer screening from a doctor). Others reported as having been informed through a nurse, 21.6% (n=50), 

Friends, 17% (n=39), Community health workers, 4.8% (n=11), Family members and 3% ((n=7). Twenty 

five percent (n=59) reported their sources of information on cervical cancer screening to be awareness 

campaigns, church and school gatherings as well as media. 

 

73.20%

26.80%

0%

10%

20%

30%

40%

50%

60%

70%

80%

yes no

p
e

rc
e

n
t

ever heard of cervical cancer screening

Chart of Percentage Against Cervical cancer 
Screening Awareness

ever heard of cervical cancer 
screening



European International Journal of Science and Technology                     Vol. 5 No. 7                October 2016 

 

 

83 

Cervical Cancer Screening Uptake 

 
Figure 8: Uptake of cervical cancer screening 

 

Cervical cancer screening uptake among the respondents was found to be 25% (n=67). Majority of the 

respondents had never been screened for cervical cancer. 

 

Period Since Last Cervical Cancer Screening 

 

 
Figure 9: Last time respondents had cervical cancer screening done 

 

Respondents who had had cervical cancer screening were asked to report the last day they were screened for 

cervical cancer. Respondents who were last screened over five years ago were 19.4% (n=13). More than half 

of the respondents had had cervical cancer screening done between 1-3 years ago with19.4% (n=13) last 

screened 3 years ago,28.4% (n=19) having been screened 1 year ago. The rest had been screened for cervical 

cancer between less than a month and 6 months during the study period (Figure 9). 
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Barriers to uptake of screening 

Questions were formulated based on the pre-identified reasons and respondents asked to indicate whether or 

not the statements were true as per their own life experiences. Figure 10 shows the frequency of affirmative 

responses to the suggested reasons. 

 
 

Figure 10: Barriers to cervical cancer screening 

 

Of all the responses, the most mentioned barriers to uptake of cervical cancer screening were: little 

understanding of cervical cancer at 85.9% (n=231); Lack of information about cervical cancer 77.0% 

(n=207). The fact that they thought that they were not at risk 63.2% (n=170) 

Fear of vaginal examination at 59.5% (n=160). 

 

Preferred places for dissemination of information on cervical cancer 

 
Figure 11: Preferred places to learn about cervical cancer 

 

Thirty percent (n=173) of the respondents reported that they would prefer to learn about cervical cancer at 

the place of worship (church) especially after the church service. Others, 22% (n=130) preferred health 

facilities, 16% (n= 96) local women groups. An almost similar proportion 14% (n=81) preferred markets and 

at home (n=79). The other areas that would be convenient for them to learn about cervical cancer were 

schools and campaign/awareness meetings (Figure 11). 
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Association between Demographic Characteristics and Ca. Cervix Screening Uptake 

A statistically significant association was observed between employment status and uptake of cervical 

cancer screening; p= 0.05. There was no statistically significant association between socio-demographic 

characteristics of the respondents and uptake of cervical cancer screening. Table 6 below shows the results: 

 

Table 4: Association between demographic characteristics and Ca. Cervix screening uptake 

CHARACTERISTICS CLASSIFICATION FREQUENCY (%) P- VALUE 

AGE IN YEARS < 25 46 (18.9) 0.535 

25-34 97 (39.9) 

35-44 59 (24.3) 

45-54 29 (11.9) 

54-64 9 (3.5) 

>64 3 (1.3) 

TOTAL 243 (100) 

MARITAL STATUS MARRIED 169 (65.8) 0.829 

SINGLE 51 (21.6) 

SEPRATED  13 (7.4) 

DIVORCED 1 (0.4) 

WIDOWED 9 (4.8) 

TOTALS 243 (100) 

EDUCATION LEVEL PRIMARY 115 (47.7) 0.247 

SECONDARY 97 (39.7) 

TECHNICAL COLLEGE 24 (12.2) 

UNIVERSITY  2 (0.9) 

NONE 5 (4.7) 

TOTAL  243 (100) 

RELIGION CATHOLIC 52 (24.8) 0.610 

PROTESTANT 185 (76.1) 

OTHER 3 (2.1) 

TOTAL 243 (100) 

EMPLOYMENT STATUS FULLTIME 21 (8.6) 0.05 

PART TIME 1 (0.4) 

UNEMPLOYED 40 (16.4) 

SELF-EMPLOYED 158 (65) 

FULL TIME HOUSEWIFE 10 (4.1) 

RETIRED 1 (0.4) 

OTHERS 1 (0.4) 

TOTAL 243(100) 

MONTHLY INCOME IN SHS <1000 76 (31.2) 0.389 

1000-5000 108 (44.4) 

5000-10000 42 (17.2) 

10000-20000 11 (4.5) 

>20000 4 (1.6) 

TOTAL 243 (100) 
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Association between cervical cancer awareness and screening uptake 

 

Table 5: Association between cervical cancer awareness and screening uptake 

Variables 

 

Ever been screened Total P- value 

 

 

 

Yes No 

Ever heard of  

cervical cancer 

Yes 53 155 208 

0.000 No 0 35 35 

Total 53 190 243 

 

Table 5 shows that there was a statistically significant association between respondents’ awareness of 

cervical cancer and screening uptake; p=0.000 

 

Association between awareness of cervical cancer screening and Uptake 

 

Table 6: Association between awareness of cervical cancer screening and Uptake 

Variables 

 

Ever been screened Total P- value 

 

 

 

Yes No 

Ever heard of cervical  

cancer screening 

Yes 65 118 183 

0.000 No 0 60 60 

Total 65 178 243 

 

Table 6 indicates that a statistically significant association was observed between awareness of cervical 

cancer screening and uptake of the same; p=0.000 

 

Association between knowledge of prevention of cervical cancer and screening uptake 

 

Table 7: Association between knowledge of prevention of cervical cancer and screening uptake 

Variables Ever been screened Total P- value 

 Yes No 

Can cervical cancer 

 be prevented 

Yes 48 101 149 

0.001 

No 1 15 14 

 Don’t know 10 68 80 

Total 59 184 243 

 

Association between knowledge of prevention of cervical cancer and screening uptake by the respondents 

was found to be statistically significant; p=0.001 (Table 7). 
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Discussion 

Cervical cancer screening uptake 

 Findings from this study indicate that, whereas 73% of the women had heard about cervical cancer 

and only 25% of the respondents had ever been screened. Among those who had been screened, the majority 

were aged between 25-44 years. Other studies done among women reveal similar low uptake of screening 

among women. A study by (Lyimo et al 2012) done in Moshi, Tanzania looking at the most important 

factors related to the uptake of screening among 354 women aged between 18 and 69 revealed that, more 

than half (59.6%) of the participants had a low level of knowledge of cervical cancer and its prevention. In 

this study only 22.3% women reported having been screened. The study also showed that those with the 

highest level of knowledge about cervical cancer and its prevention were more likely to be screened than 

those with low or medium level of knowledge (Lyimo et al., 2012). 

 

Socio- demographic characteristics 

 Socio- demographic characteristics of the respondents have been found to affect uptake of cervical 

cancer screening among women. In this study, the mean age of the respondents was 34 years with the 

majority of the respondents 35% aged between 25-34 years. There was no significant association between 

age and uptake of cervical cancer screening. However, screening was high among respondents aged 25-34 

(35.2%) and 35-44 (32%). This is in contrast with other studies that have found lower rates of screening 

among women aged between 20-29 years (Liao et al, 2009). Majority of the respondents, 66% were married, 

about22% single and the rest of the respondents 13% were separated, widowed or divorced. Majority of 

those who had been screened 70% were married but there was no significant association between marital 

status and uptake of screening. Other studies also found that unmarried and widowed women are less likely 

than married women to obtain screening (Liao et al 2006). These findings in contrast with other two studies 

that found that single women are more likely than married women to have been screened (Were et al 2011) 

 Of all the women interviewed, 46% had primary level education, 39% secondary level education, 

10% had tertiary level education and 6% of the respondents had never been to school for any formal 

education. In this study, there was no significant association observed between level of education and 

cervical cancer screening. This is in contrast with the studies done by Liao et al 2006 and Fernandez et al 

2009, who found that women with high screening rates have a higher level education. The study done in 

Taiwan by Liao et al 2006 was among a randomly selected sample of women 20 years and over and the 

interviews were done through telephone. 

 The employment status of the respondents was also established and 60%  of the respondents were 

self-employed, 15.2%  were either full time or part time, while 24.2% (n=65) were not employed. Most of 

the participants 40% (n=97) earned between 100 and 5000 Kenya Shillings per month, 24% (n=58) earned 

less than 1000 and the remaining 36.2% (n=88) earned between 5000 and 20000 Kenya Shillings. A 

statistically significant association was observed between employment status and uptake of cervical cancer 

screening. These findings are consistent with those in studies carried out in India (Nene et al 2007) and at 

Kenyatta National Hospital (KNH), Kenya (Gichangi et al 2003). Improved socio-economic status means 

that women have higher incomes, increasing the likelihood of them seeking for cervical cancer screening 

because they are able to finance their health care needs. 

 

Awareness of cervical cancer 

 This study determined the awareness of cervical cancer by respondents. Majority 80%  had heard of 

cervical cancer. This level of awareness is in keeping with a study involving 356 women from Mutoko and 

Shurugwi district in Zimbabwe (Mungoma, et al 2007), found that 95.8% of the women interviewed had 
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never gone for screening and had little knowledge about the various aspects of cervical cancer causes, 

prevention and treatment. Sensitization of women about available services is therefore necessary in low 

resource settings. In Uganda, a study on influences on uptake of reproductive health services in Nsagi 

community and their implications for cervical cancer screening found ignorance about cervical cancer risk 

factors as one of the major barriers to screening uptake (Mutyaba et al., 2006). A study among 310 medical 

workers on knowledge, attitudes and practices on cervical cancer screening in Mulago Hospital, Uganda 

found that less than 40% of the respondents had knowledge of the risk factors for cervical cancer. In this 

study 81% of the respondents had never been screened for cervical cancer (Mutyaba et al 2006). 

 

Awareness of cervical cancer screening 

 Level of awareness of cervical cancer screening in this study was found to be 72%. The source of 

information on cervical cancer screening among most of the respondents was from a doctor 27% . Other 

sources of information on cervical cancer screening nurse 21.3% (n=52), friends 17% (n=41), community 

health workers 4.8% (n=13) and family members 3% (n=9). Other respondents 25% (n=60) reported their 

sources of information on cervical cancer screening to be awareness campaigns, church and school 

gatherings as well as media. On the contrary, a qualitative study in Nigeria found out that the respondents 

did not know what cervical cancer screening entailed nor did they know the screening methods though they 

still believed that is important since like for other diseases it helped in early detection and treatment 

(Ndikom et al, 2012). 

 Findings from this study indicated that women’s knowledge and awareness of cervical cancer 

screening was significantly associated with uptake of screening or screening status. This means that women 

who are aware of cervical cancer and screening are more likely to undergo screening for the disease. In a 

qualitative study carried out in a Malaysia, lack of knowledge on cervical cancer and the Pap smear test was 

found among the respondents. Many women did not have a clear understanding of the meaning of an 

abnormal cervical smear and the need for the early detection of cervical cancer. Many believed the purpose 

of the Pap smear test is to detect existing cervical cancer, leading to the belief that Pap smear screening is 

not required because the respondents had no symptoms (Wong et al 2009). The study in Malaysia was 

among a population of women who had never had a Pap smear. 

 

Knowledge of signs and symptoms of cervical cancer 

 Respondent knowledge of the signs and symptoms of cervical cancer was found to be poor. Only 

34.6% of the respondents identified postmenopausal bleeding as a symptom of cervical cancer. Only 32%  

of the respondents identified bleeding between menstrual periods as a symptom of cervical cancer. A 

slightly higher proportion 32.7% (n=88) identified presence of vaginal discharge that is smelly as a sign of 

cervical cancer. In addition, only 25.7% (n=69) and 29% (n=78) identified pain during sex and bleeding 

during or after intercourse respectively as symptoms associated with cervical cancer. Similarly, 26% (n=70) 

reported that having menstrual periods that are heavier than usual as symptoms of cervical cancer. This was 

in keeping with a study conducted among primary school teachers in Kenya. The study sought to find out to 

know if the women knew of the signs and symptoms of cervical cancer. The majority of the women were not 

aware of the common signs and symptoms of cervical cancer. Those who reported knowledge of the signs 

and symptoms were as follows: bleeding between periods/menses 31.6%, lower back pain 24.2%, smelly 

vaginal discharge 32.7%, pain and discomfort during sex 25.7%, heavy menstrual period 26%, vaginal 

bleeding after menopause 34.6%, and bleeding during or after sexual intercourse 29% and unexplained 

weight loss 15.2% (Okonofua el at 2007). Similar low levels of knowledge on cervical cancer signs and 

symptoms and its prevention have been reported in other studies. 
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 A study in Tanzania had reported that more than half of the respondents 59.6% of 354 women were 

not aware of cervical cancer signs and symptoms (Lyimo and Beran 2012). In Zimbabwe, a study among 

356 women in Shurungwi and Mutoko districts found that 95.8% of the women had little knowledge about 

various aspects of cervical cancer including causes, prevention and treatment (Mupepi et al 2011). The low 

level of knowledge was also reflected in the respondents’ confidence in identifying signs and symptoms of 

cervical cancer if they were affected by the disease. Only 4% (n=11) reported that they were very confident 

they would be able to recognize the signs and symptoms. 28% (n=75) were fairly confident while 10% 

(n=26) and 58% (n=156) were not very confident and not confident at all respectively. 

 

Knowledge of cervical cancer risk factors 

 The knowledge of cervical cancer risk factors was also found to be low. Only 22.3% (n=54) were 

aware that infection with Human Papilloma Virus (HPV) is a risk factor for the development of cervical 

cancer. This is despite the fact that nearly all cases of cervical cancer can be attributed to HPV infection and 

that cervical cancer is by far the most common HPV related disease (WHO, 2013). In a study done in Ghana 

looking at knowledge and beliefs on cervical cancer screening among 140 college students only 7.9% (n=11) 

identified HPV as a risk factor for development of cervical cancer (Abotchie&Shokar 2009). Tobacco and 

cigarette smoking has been listed as one of the risk factors for development of nearly all cancers including 

cervical cancer. In regards to this, only 34%  of the respondents identified cigarette smoking as a risk factor 

the development of cervical cancer. 

These findings compare to another study done in on women’s knowledge about cervical cancer risk factors, 

screening and reasons for non-participation in cervical cancer screening programmes. Of the 1054 women 

responded to the questionnaire, only 49.2% reported smoking as a risk factor (Ombech et al 2012). The 

study by Abotchie et al 2009 also found that only 1% (n=4) recognized smoking as a risk factor. It is 

important to note that the study by Abotchie was among college students. This means therefore as much as 

women were educated, it does not mean that they know the risk factors for cervical cancer. 

Other risk factors identified by the respondents were; Immune- suppression of the immune systems due to 

infection with HIV and other conditions 31.2% (n=76), long term use of the oral contraceptive pill 41% 

(n=100), presence or history of sexually transmitted infections 37.3% (n=91), having an uncircumcised 

partner10% (n=9), early sexual debut 24.3% (n=56), having many sexual partners 37% (n=92). 10% (n=27) 

identified having many children as a risk factor while 32.7% (n=88) and 35.3%(n=95) thought having a sex 

partner with many other sexual partners and lack of regular screening respectively could put woman at risk 

of developing cervical cancer. 

 Knowledge on prevention on cervical cancer was also sought and 59% (n=158) were aware that 

cervical cancer can be prevented, 8.2% (n=22) said that it cannot be prevented and 33.1% (n=89) did not 

know that cervical cancer is preventable. Early detection of pre- cancerous lesions is universally recognized 

as the most effective method of preventing cervical cancer. In this study, the respondents who reported 

routine screening as way of preventing cervical cancer were 31.6% (n=143). The rest of the modes of 

prevention identified include: following up on abnormal screening result 23.7% limiting the number of 

sexual partners 16.2% (n=73), not smoking 11.1% (n=50), vaccination with HPV vaccine 9.3% (n=42) and 

using condoms consistently and correctly during intercourse 8.2% (n=37). 

Knowledge of cervical cancer prevention was also found to be known by respondents in a study done in 

Kisumu, Kenya whereby 86% of the respondents believed that cervical cancer was curable if detected early 

and that screening should be conducted annually (Sudenga et al 2013). 

 There was a statistically significant association between respondent’s knowledge of prevention of 

cervical cancer and screening uptake. In other words, when women are knowledgeable about the disease, its 
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symptoms and how to prevent it, they are the more likely to seek screening and also treatment from a health 

facility. In a study done in Kisumu among women seeking services at the Jaramogi Odinga Odinga hospital, 

knowledge level on the signs and symptoms of cervical cancer was an important determinant for being 

screened for cervical cancer (Ng’ayo et al 2008). Of note is that the study in Kisumu was hospital based 

while my study was done among women in the households. 

 

Barriers to cervical cancer screening 

 Majority of all the women interviewed reported little understanding of cervical cancer 74.4%  and 

not thinking that one is at risk, 70% as barriers to cervical cancer screening respectively. Other barriers 

reported were fear of vaginal examination 66%, inconvenient clinic time, and others thought that the 

screening is expensive. Others reported that women were not using the services as they did not know where 

to obtain such services. These findings are supported by various studies. In a study in Nigeria The major 

factors identified by the women in the study are lack of awareness about the screening. Illiteracy, some 

people think that such services are for educated people. Also, the facts that when people are healthy they 

don’t bother about preventive services as they have other contending problems. It is seen as generally not 

important and many nonchalant attitudes to their health. Financial constraint is another problem as the 

available services are not free. The poverty level in our society is quite high. (Lyimo et al 2012) 

 In Malawi a study on barriers to cervical cancer screening in women in rural areas of Malawi, major 

barriers to seeking preventative screening included low knowledge levels, low perceived susceptibility and 

low perceived benefits from the service. Study participants did not view cervical cancer screening as critical 

health care. Interviews suggested that use of the service could increase if women are recruited while visiting 

the hospital for a different service (Parkin et al 2006). 

 

Conclusion 

1. Awareness of cervical cancer screening among the respondents was high but their knowledge of 

the signs and symptoms and risk factors associated with cervical cancer was low.  

2. Screening uptake was very low despite the high levels of awareness of cervical cancer and 

cervical cancer screening indicating there is a disconnect between the respondents’ awareness 

and their health seeking behavior. 

3. A major barrier to screening was little or no understanding of the disease as well as lack of 

information about cervical cancer and screening itself.  

4. Many women did not feel they were at risk.  

            5.   Fear of the vaginal exam was a barrier to screening.  

 

Recommendations for policy makers and health professionals 

1. Healthcare providers should generate a systematic sensitization program on what is involved in the 

screening process and the number of times to be screened so as to address some fears by clients who find 

the whole process a mystery. This may increase screening uptake especially with the preference for 

hospital healthcare talks.  

2. More needs to be done by county health management teams and healthcare providers to reach those 

accessing the family planning clinics. This may include: inclusion in the budget of things specifically 

related to cervical cancer screening such as reagents and equipment; training more healthcare workers on 

screening; creation of specific rooms and specific schedules for cervical cancer screening and education. 

Then ensure clients are informed of these screening places and times.  
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3. Awareness campaigns and education programmes to enlighten the public about cervical cancer screening 

should be broad to encompass signs and symptoms, risk factors and modes of prevention of the disease. 

4. Explore new avenues of disseminating information like health talks to young women and men in schools 

and colleges; outreaches in market places and health briefs at the health facilities when the women are 

waiting to be seen by a doctor 

 

Recommendations for Further Studies 

1. Studies to explore the disparity between high awareness and low uptake should be conducted. For the 

disparity, a longitudinal cohort would be recommended to explore the factors better rather than a cross-

sectional survey. 
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