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    ABSTRACT 

The aim of the study was to develop an educational programme to enhance the 

utilisation of cervical cancer services among women of reproductive age in the 

Otjozondjupa region, Namibia. Cervical cancer is among the top ten most common 

causes of cancer-related deaths among women globally. The setting of this study is the 

Otjozondjupa region, which is one of the fourteen regions of Namibia. 

The study was conducted in four phases as follows: Phase one entailed the situational 

analysis which described the knowledge, attitudes, and practices of the reproductive- 

aged women regarding the prevention, screening, and treatment of cervical cancer in 

the Otjozondjupa region. Phase two of the study entailed the development of a 

conceptual framework of the study. Phase three was concerned with the process of 

developing the educational programme, and Phase four focused on identifying the 

guidelines for the implementation and evaluation of the educational programme 

interventions. The guidelines were identified in terms of the objectives and activities 

based on the cyclic curriculum development model. The study applied a quantitative 

approach with descriptive and cross-sectional designs to address the aim and specific 

objectives of the study in Phase one. 

A study population of 37066 women was divided into four strata representing four 

districts in the Otjozondjupa region and the sample was proportionally distributed to 

each stratum. Sample power calculation was done to determine the study sample size 

(381) using the Rao software programme. Multistage stratified random sampling was 

used in this study. Stage one: All four districts were included in the study and 

considered as strata. Stage two: All health centres and clinics were selected from each 

stratum for the study. Stage three: Proportionate stratified random sampling was used 

to select the clinics and respondents for the study at the facility level. Data were 

collected through a structured questionnaire with closed-ended questions using the 5 

level Likert scale questions for the respondents to indicate their level of agreement to 

a statement as well as dichotomous questions. The quantitative data were analysed 

descriptively using Statistical Package for Social Science version 25. Chi-square 

statistical analysis was applied to establish the association between demographic data 

as the independent variable, and knowledge, attitude and practices as the dependent 
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variables. Pearson correlation was used to determine the correlations between the study 

variables. The findings of the study revealed that the majority of the respondents 

(86.7%) scored low on knowledge regarding prevention, screening, and treatment of 

CC; 90.8% scored neutral level of attitudes regarding screening, prevention and 

treatment of CC and 32% scored low in terms of the uptake of cervical cancer 

screening. 

A conceptual framework was developed using the framework of the Practice-Oriented 

Theory by Dickoff et al., (1968). Subsequently, an educational programme to enhance 

the utilisation of cervical cancer services among women of reproductive age living in 

the Otjozondjupa region, Namibia, was developed. This was done according to the 

programme development process by Meyer and Van Niekerk (2008), the Cyclic 

curriculum development model of Nicholls and Nicholls (1972) as well as Kolb’s four-

stage model experiential learning theory (1984). Knowles’s learning theories will be 

used to facilitate teaching and learning during the implementation of the educational 

programme to the reproductive aged women regarding screening, prevention, and 

treatment for cervical cancer in the Otjozondjupa region. Finally, guidelines to 

facilitate the implementation and evaluation of the educational programme activities 

to enhance the utilisation of cervical cancer screening services among women of 

reproductive age in Otjozondjupa region were identified. 

 

Keywords: Knowledge, attitude, practices, screening, prevention, treatment, cervical 

cancer, reproductive and women 
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CHAPTER ONE  

ORIENTATION AND BACKGROUND TO THE STUDY 

1.1 ORIENTATION TO THE STUDY 

Cervical cancer is among the most common leading causes of gynaecologic cancer-

related deaths among adult women in low to middle income countries (World Health 

Organization, (WHO, 2020). However, since the introduction of pap smear in 1941, 

both the incidences and mortality of cervical cancer have markedly decreased in most 

developed countries, mainly due to effective screening, prevention, and treatment 

programmes. Thus, there is overwhelming evidence that cervical cancer is currently 

preventable through screening, prevention, and treatment of premalignant lesions 

before they develop into cancer disease (WHO, 2018; Ferlay et al., 2016). 

Unfortunately, the successes of organised screening, prevention and treatment have 

not been replicated in developing countries including those found in the Sub-Saharan 

African (SSA) region which is reported to have a higher global-cervical cancer burden 

(WHO, 2018). The existence of limited resources results in developing countries 

affording an average screening, prevention and treatment for cervical cancer (Pap 

smear) coverage of 5% - 19% (Kei et al., 2016; Sankaranarayanan, 2014) and Namibia 

is no exception to this trend. As such, Namibia has adopted and implemented the WHO 

recommendations on the provision of screening, prevention, and treatment services for 

cervical cancer. However, the uptake of screening, prevention, and treatment services 

for cervical cancer in Namibia is reported to be low (WHO, 2014). 

Screening for early detection and treatment for the prevention of cervical cancer for 

better health outcomes is related to the women’s knowledge, attitude and practices 
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regarding cervical screening, prevention, and treatment programme (WHO, 2019; 

Ndejjo et al., 2016).  The efforts to prevent and control cervical cancer are everyone's 

responsibility, with the health care professionals being expected to play an essential 

role in the initiation of screening, prevention and treatment of cervical cancer and the 

promotion of such services among women of reproductive age. Women in developed 

countries have a good level of knowledge on and positive attributes towards screening, 

prevention, and treatment of cervical cancer in comparison to the level of knowledge, 

attitudes and practices among women of reproductive age in developing countries 

(Ndejjo et al., 2016; WHO, 2018; Makurirofa et al., 2019). Therefore, health care 

professionals have an important role to play in educating and influencing women’s 

knowledge, attitudes, and practices regarding the screening, prevention and treatment 

for cervical cancer. 

Cultural diversity and socio-economic aspects influence women’s knowledge, 

attitudes and practice towards health issues including the screening, prevention and 

treatment for cervical cancer (Lim & Ojo, 2017). Women from the Otjozondjupa 

region in Namibia are characterised by diverse socio-economic qualities that are based 

on their level of education and cultural practices, which may influence their 

knowledge, attitude, and practices towards screening for the prevention and treatment 

of cervical cancer (Ministry of Health and Social Services (MoHSS), 2016). Therefore, 

the purpose of this study was to assess the knowledge, attitudes, and practices by 

reproductive aged women towards the screening, prevention, and treatment of cervical 

cancer in the Otjozondjupa region of Namibia. Subsequently, and based on the 

findings, an educational programme to facilitate knowledge, a positive attitude, and 
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practices of reproductive aged women on the screening, prevention, and treatment of 

cervical cancer in Otjozondjupa region was developed for implementation. 

1.2 BACKGROUND TO THE RESEARCH PROBLEM STATEMENT 

Worldwide, cervical cancer is the fourth most frequent type of cancer in women, with 

an estimated 604 000 new cases in 2020. Of the estimated 342,000 deaths from cervical 

cancer in 2020, about 90% of these occur in low- and middle-income countries (WHO, 

2020; Sun et al., 2020). The WHO (2018) projects that without urgent attention, 

cervical cancer deaths are expected to rise globally by almost 25% in the next 10 years. 

Cervical screening, prevention and treatment coverage is relatively high in developed 

countries and the majority of women in the developed world have received at least two 

cervical screening sessions during their lifetime, thus increasing the chances of early 

detection of pre-cancerous lesions and enabling the prevention and curability of the 

disease (WHO, 2018). 

There are 34.8 new incidences of cervical cancer diagnosed per 100,000 women 

annually in sub-Saharan Africa, and 22.5 per 100,000 women die from the disease. By 

comparison, there are 6.6 new cases of cervical cancer per 100,000 women in North 

America, and 2.5 per 100,000 women die from it (WHO, 2020). There are more than 

250 million women who are at risk of developing invasive cervical cancer (ICC) in 

sub-Sahara Africa (SSA). Of the global statistics, the highest incidence rates of 

cervical cancer occur in eastern, western, and southern Africa, within age-standardised 

rates of 34.5, 33.7 and 26.8 cases per 100, 000 populations respectively. This high 

burden of disease in these regions of Africa is reported to be a result of women’s 

limited knowledge and negative attitudes, such as fears about cervical cancer screening 
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and lack of access to screening, prevention, and treatment services (Gatumo et al., 

2018). 

Available literature indicates that the majority of women globally and in SSA do not 

attend screening services (Pap smear) for the prevention of cervical cancer (Touch & 

Oh, 2018; Mabelele et al., 2018; Makurirofa et al., 2018; WHO 2018). In addition, 

perceived low susceptibility, fear of outcomes and long distance to health care 

facilities, unaffordability of transport costs and long waiting time at facilities are also 

associated with the low uptake of cervical cancer screening services by women in Sub-

Sahara Africa (Ndejjo et al., 2016).  Of concern is that even the majority of women 

from higher social and educational background in countries such as in South-Africa, 

are hesitant to undergo screening services for cervical cancer (Ramathuba et al., 2016). 

Several studies have shown poor knowledge and low screening, prevention, and 

treatment coverage of cervical cancer among women across Africa (Nwobodo & Ba-

Break, 2015). Existing literature indicates that the majority of women are unaware of 

the risk factors, and they lack knowledge on the symptoms of cervical cancer (Kei et 

al., 2016; Mabelele at al., 2018). The literature also indicates that women seem to be 

obtaining inadequate information about cervical cancer from health practitioners. Less 

reliable sources such as friends and the media were often cited by women as sources 

of information about cervical cancer (Kei et al., 2016).  

The literature further states that most patients with advanced cervical cancer had never 

heard of cervical cancer screening before, and as a result, they misinterpreted the 

symptoms of cervical cancer as simply signs of irregular menses, the resumption of 

menses and lower genital infection (Kei et al., 2016). The implication here is that 
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women should possess knowledge on cervical cancer with regards to risk factors, 

prevention, symptoms, and treatment for positive health outcomes.  

The data on screening for cervical cancer in the Otjozondjupa region indicates that 

although the cervical cancer screening programme is available in all districts of the 

region, there is low uptake for screening, prevention and treatment services for cervical 

cancer (Ministry of Health and Social Services (MoHSS, 2016). The knowledge of the 

disease is important for the creation of awareness of the disease, its risk factors and 

preventive measures, and this therefore allows positive attitudes towards screening, 

prevention, and treatment services for early detection and treatment (Kei et al., 2016; 

Makurirofa et al., 2019).  

The literature provides evidence that the knowledge about prevention, screening and 

treatment of cervical cancer alone may not necessarily result in positive health seeking 

behaviour. Intermediary factors such as attitudes play an important role in formulating 

actions of health seeking behavior (Kei et al., 2016; Jassim et al., 2018). This indicates 

that, while the knowledge about cervical cancer and its preventive measures is 

available, a severely limited number of women undergo a Pap smear test in their 

lifetime. In this regard, the Health Belief Model postulates that one would engage in 

health seeking behaviour if he/she perceives the benefits that may be accrued from the 

recommended behaviour such as attending cervical screening services (Glanz et al., 

2015). Attitude is therefore a determinant factor of women’s health seeking behaviours 

towards cervical cancer.  

The holding of a negative attitude towards cervical cancer screening services by 

women in SSA accounts for the existing low uptake of screening (Lim & Ojo, 2017).  
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Ndejjo et al. (2016) observe that most of those women who had screening for cervical 

cancer did so because they had been requested by healthcare providers. The factors 

that are associated with women’s negative attitudes towards screening for cervical 

cancer include women’s lack of knowledge and motivation, lack of financial resources, 

lack of perceived susceptibility, fear of outcomes, and cultural perceptions towards 

health care providers who may perform the Pap smear test in particular regarding 

female versus male health care provider (Chaka et al., 2018; Lim & Ojo, 2017). 

However, in Namibia, screening for cervical cancer (Pap smear) is offered free of 

charge at all government health facilities and financial implications may not be a 

determinant factor in this regard. 

1.2.1 Situation of cervical cancer in Namibia  

Similar to the women living in the rest of Africa, women in Namibia are faced with 

various risk factors for cervical cancer. These include infection with certain types of 

Human Papilloma Virus (HPV), early initiation of sexual intercourse, multiple 

pregnancies, a history of multiple sexual partners, sexual transmitted infections 

including HIV, long term usage of oral contraception (more than 5 years) and cigarette 

smoking (Cancer Association of Namibia (CAN), 2017).  

WHO (2014; 2018) advocates that countries in the low-resource settings should 

incorporate visual inspection with acetic acid (VIA) cryotherapy into the exciting 

cervical cancer prevention services within reproductive health services. VIA is an 

attractive alternative to cytology-based screening in low-resource settings and the 

results are available immediately at the point of care for early cervical lesions. The 

general consensus is that VIA is just as useful as the Pap smear test. In 2018, Namibia’s 
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MoHSS implemented WHO (2014; 2018) recommendations, that countries, Namibia 

included, should implement other feasible approaches such as visual inspection with 

acetic acid (VIA) for cervical screening. The MoHSS, with the assistance of I-TECH 

Namibia, has piloted provisions for cervical screening through the VIA “screen-and-

treat approach” programme in the Khomas region of the Windhoek district from 

October 2018 and introduced an ablative treatment with cryotherapy or 

thermocoagulation to all women diagnosed with positive pre-cancerous lesions. The 

programme has since been rolled out to other 10 regions (district hospitals, health 

centres and clinics) including Otjozondjupa region where the study is being conducted 

(MoHSS, 2019). Cervical screening using VIA (“screen and treat”) is the most 

appropriate method for women in Namibia, Otjozondjupa region in particular, as it 

reduces the waiting period for the results and avoiding repeated visits before the action 

is taken in the case of positive results. In case of the positive VIA test results, 

cryotherapy treatment is offered immediately. The purpose of treating pre-cancerous 

lesions is to destroy the affected cells before they turn into carcinoma, while treatment 

for invasive cancer includes surgery for the excision of the cancerous tissues, radiation 

of cancer cells and chemotherapy or systematic anticancer therapies (WHO, 2020). 

However, the treatment of cervical cancer depends on the size of the detected lesion 

(tumour) and how far it has spread. Also, a woman’s desire to have children in the 

future also plays an important role in deciding the type of treatment (WHO, 2020). 

 Patients diagnosed with invasive cervical cancer are referred to the regional and 

national referral hospitals for treatment. Women from the age of 20 years to 49 years 

of age are encouraged to go for cervical screening to access early treatment for 

prevention should any test positive for pre-cancerous lesions (Namibia Cervical 
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Cancer Prevention Guidelines, 2018). The Otjozondjupa health directorate is 

composed of four district hospitals, three health centres and 16 primary health care 

clinics, all of which offer cervical screening services for the early detection and 

treatment of cervical cancer (MoHSS, 2018).  

Cervical cancer is highly preventable through vaccination against the types of human 

papilloma virus infection (HPV) most likely to cause cervical cancer, thus the 

screening of all women, and treatment for precancerous lesions. Women living with 

HIV (WLHIV) are at a heightened risk of developing cervical cancer, with data 

showing up to a six-fold increase in incidence compared to HIV-negative women. 

Studies show both a higher prevalence and longer clearance time of HPV among 

WLHIV (WHO, 2020). Thus, in countries such as Namibia which have a high HIV 

prevalence rate and where the HPV vaccine is not yet widely available, screening and 

treatment of precancerous cells are essential for preventing cervical cancer. 

In addition, the Namibian health statistics show that cervical cancer accounted for 1 

118 diagnoses (19.4% of all cancers in women), during the period of 2010-2014, about 

132 new incidences are diagnosed annually and the incidence of cervical cancer is at 

11.1 per 100 000 women (Central Cancer Registry, Namibia, 2017). Current estimates 

indicate that cervical cancer is the second leading cause of cancer, with 375 new cases 

(19.7%) after breast cancer (558 (29.3%), among women in Namibia, and the third 

leading cause of death among women aged 15 to 44 years (Bruni et al., 2017; 

GLOBACAN, 2020). The number of women dying from cervical cancer in Namibia 

is on the rise, with the disease claiming 135 lives in 2018 (The Namibian News Paper, 

16 April 2022). The majority of these deaths could have been prevented if appropriate 
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screening, prevention and treatment had occurred in a timely manner in order to 

address the risk factors (Namibia Cervical Cancer Prevention Guidelines, 2018).  

1.2.2 Context of the study 

Namibia is divided into 14 regions for service delivery. These regions are: 

Otjozondjupa, Ohangwena, Omaheke, Omusati, Oshana, Oshikoto, Kunene, Kavango 

East, Kavango West, Karas, Khomas, Hardap, Erongo, and Zambezi region. The 

regions are as illustrated in Figure 1.1 below. 

 

 

 

 

 

 

 

 

Namibia has a population of 813 157 women aged 15 years and older who are at risk 

of developing cervical cancer. Current estimates indicate that every year 236 women 

are diagnosed with cervical cancer (National Cervical Cancer Prevention Guidelines, 

2018). 

1. Figure 0.1: Regions of Namibia 
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The current study setting was the Otjozondjupa region, where the study was conducted, 

and this is situated about 240 kilometres north of Windhoek, the capital city of 

Namibia. It had a population of 143 903 in 2011 (there was no census that was done 

in 2021) and at a growth rate of 0.6% per annum, the region’s population is projected 

to be 148 263 in 2016 (National Census, 2011). The region consists of four districts, 

namely Otjiwarongo, Grootfontein, Okakarara and Okahandja as illustrated in Table 

1.1. There are four district hospitals, two health centres and 16 clinics, which are 

providing screening, prevention, and treatment services for cervical cancer.  

1. Table 0.1 Healthcare facilities in the Otjozondjupa region 

District District hospital Health Centres Clinics 

Grootfontein 1 2 5 

Okahandja 1 0 2 

Okakarara 1 0 5 

Otjiwarongo 1 1 3 

Total 4 3 15 

Source: MoHSS, 2015/16 Annual report 

A total of 4 271 women in the Otjozondjupa region received screening services for the 

prevention and treatment for cervical cancer between 2010 and 2014, with the highest 

number of 1 283 women having been screened in 2011 and the lowest of 108 was 

screened in 2014 (MoHSS, 2014). Although cervical cancer screening, prevention and 

treatment programmes are available in all the districts of the region, the statistics above 
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indicate that there is a low uptake of screening services for the prevention and 

treatment of cervical cancer in the region.  

Studies report that negative attitudes such as the fear of pain of the procedure, 

embarrassment, perceiving the self as not at risk for cervical cancer, shyness over 

being screened by male healthcare providers and being afraid of the test results were 

observed among reproductive aged women. These factors are believed to be associated 

with the low uptake of screening services for the prevention and treatment of cervical 

cancer among women in SSA, Zimbabwe, Bahrain, Botswana and Kenya, which may 

also apply to women in Namibia (Makurirofa et al., 2019; Jassim et al., 2018; Lim & 

Ojo, 2017; Sudenga et al., 2016; Ramathuba et al., 2016). 

The national data on the uptake of screening, prevention, and treatment for cervical 

cancer in Namibia indicates that a mere 4 271 women in Otjozondjupa region have 

received screening services for the prevention and treatment of cervical cancer 

between 2010 and 2014 (CAN, 2014; MoHSS, 2014). The knowledge, attitudes, and 

practice of reproductive aged women in Namibia regarding the screening, prevention, 

and treatment of cervical cancer is not known, hence this study sought to assess the 

knowledge, attitudes, and practices of the reproductive aged women regarding 

screening, prevention, and treatment of cervical cancer in the Otjozondjupa region of 

Namibia.  

1.3 STATEMENT OF THE PROBLEM     

The available literature indicates that women do not access cervical screening due to 

complex barriers such as the low level of knowledge about the availability of cervical 

screening services, fear of the screening procedure, fear of a positive result, financial 
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insecurity, a reservation for potential exposure to a male health care provider and the 

restriction of cervical screening services at the district and national referral health 

facilities (Calvahlo, 2016; Msyamboza et al., 2016; Pittalis et al., 2020).   

Moreover, the Namibia Demographic Health Survey (DHS) (2013) reports that 

nationally, only 23.6% of women have been screened for cervical cancer, presumably 

owing to a reported low knowledge, attitudes and practices regarding screening, 

prevention, and treatment for cervical cancer among reproductive aged women (CAN, 

2014; MoHSS, 2014). Furthermore, the annual number of cervical cancer cases has 

been estimated at 2, 200 while deaths from cervical cancer have been estimated at 

1,238 (WHO, 2020). 

The knowledge, attitudes and practices regarding the screening, prevention, and 

treatment of cervical cancer in the Otjozondjupa region is insignificant among women 

of reproductive age (DHS, 2013), as only 108 (0.29%) of this population had cervical 

cancer screening in 2014 (MoHSS, 2014). However, there was no record of cases for 

screening, prevention, and treatment for cervical cancer in the Tsumkwe constituency 

of Otjozondjupa region for the period 2015-2016 (MoHSS, 2015/2016). The above-

noted data indicates that the majority of women of reproductive age in the 

Otjozondjupa region do not attend screening, prevention, and treatment services for 

cervical cancer. 

The MoHSS has introduced visual inspection with acetic acid (VIA) as the method of 

choice to address the knowledge, attitude, and practices of women of reproductive age 

regarding the screening, prevention, and treatment of cervical cancer in the country 

(MoHSS, 2018). However, the knowledge, attitudes, and practices among women of 
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reproductive age in Otjozondjupa region regarding the screening, prevention, and 

treatment of cervical cancer is not known. The knowledge, attitude, and practices, 

regarding screening, prevention and treatment of cervical cancer among reproductive 

aged women in the Otjozondjupa region is insignificant (DHS, 2013). The information 

indicates that the knowledge, attitudes, and practices of reproductive aged women in 

Otjozondjupa region is not known. There is a low uptake of cervical cancer screening 

among women of reproductive age in Otjozondjupa region. As such, there is a need 

for an educational programme to enhance cervical cancer screening utilisation among 

women of reproductive age living in the Otjozondjupa region, and thus an increase in 

cervical cancer screening uptake for prevention through the treatment of pre-cancerous 

lesions. When more women are cervical screened, it would reduce morbidity and 

mortality related to cervical cancer. It is against this background that the present 

researcher aimed to develop an educational programme to enhance cervical cancer 

screening utilisation among women of reproductive age and to identify the guidelines 

to facilitate the implementation of an education programme in Otjozondjupa region, 

Namibia. 

1.4 AIM OF THE STUDY   

The aim of the study was to develop an educational programme to enhance the 

utilisation of cervical cancer services among women of reproductive age in 

Otjozondjupa region, Namibia. 

1.5 RESEARCH QUESTIONS:  

The following are the research questions: 
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• What is the knowledge, attitudes, and practices of reproductive aged women 

regarding the screening, prevention, and treatment of cervical cancer in the 

Otjozondjupa region, Namibia?  

• What is the appropriate conceptual framework for this study? 

• What is the nature of the educational programme that is required to enhance 

the utilisation of cervical screening among women of reproductive age living 

in Otjozondjupa region? 

• What are the appropriate guidelines that are required for the implementation 

and evaluation of an educational programme to enhance the utilisation of 

cervical screening among women of reproductive age living in Otjozondjupa 

region? 

1.6 RESEARCH OBJECTIVES 

The objectives of this study were to:  

• Describe the situational analysis on the knowledge, attitude, and practices as 

the basis for the development of the education programme to enhance cervical 

cancer screening utilisation among women of reproductive age living in 

Otjozondjupa region, Namibia [Phase one].    

• Develop a conceptual framework for the development of an educational 

programme on the knowledge, attitudes and practices regarding the screening, 

prevention, and treatment of cervical cancer among reproductive aged women 

[Phase two].  

• Develop an educational programme to enhance cervical cancer screening 

utilisation among women of reproductive age living in the Otjozondjupa 

region, Namibia [Phase three]. 
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• Identify the guidelines for the implementation and evaluation of the 

educational programme on cervical cancer for reproductive aged women to 

improve the knowledge, attitude, and practices regarding the prevention, 

screening, and treatment of cervical cancer [Phase four].  

1.7 SIGNIFICANCE OF THE STUDY   

Firstly, the study sought to contribute to an understanding of cervical cancer by the 

reproductive aged women regarding their knowledge, attitudes, and practices in 

respect of prevention, screening, and treatment. Secondly, the developed educational 

programme from the study results is aimed at facilitating the successful improved 

knowledge of reproductive aged women, and to change their attitudes and practices 

regarding the prevention, screening, and treatment of cervical cancer, thus an increased 

uptake of cervical screening among reproductive aged women. Thirdly, the developed 

educational programme is a unique contribution to the field of nursing and to the 

reproductive health programme in the MoHSS in Namibia.   

1.8 THEORIES AND MODELS THAT GUIDED THE STUDY 

Theoretical assumptions are important in any study as they guide the process of 

argumentation, evidence generation, and conclusions (Mulenga, 2018). Theories are 

described as systematic ways of looking at the world and describing the events (Chinn 

& Kramer, 2018). Models consist of the main concepts in a research framework (Grove 

et al., 2015). This study was guided by five fundamental theories and models, and they 

are described as follows, namely, programme development of Meyer and Van Niekerk 

(2008), Dickoff, James and Wiedenbach`s practice orientated theory (1968), Cyclic 

curriculum development model of Nicholls and Nicholls (1972), Kolb’ s four-stage 
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model experiential learning theory (1984) and Knowles’ model on andragogy (1984). 

The applications of the theories and models in the study are described in the next 

sections  

1.8.1 Programme development of Meyer and Van Niekerk  

 The five phases of programme development by Meyer and Van Niekerk (2008) were 

modified to support the programme development and these formed the foundation for 

the objectives in this study. The modification of the five phases by Meyer and Van 

Niekerk (2008) is illustrated in Table 1.2 below. 

2. Table 0.2 Modification of the five phases of Meyer and Van Niekerk (2008) 

Meyer and Van Niekerk’s phases Modified phases 

Phase 1: Preliminary phase Phase 1: Situational analysis 

Phase 2 & 3: Exploratory phase 

(inductive) and design phase 

(inductive and deductive) 

Phase 2: Conceptual framework 

Phase 4: Development phase 

(inductive and deductive) 

Phase 3: Development of the training 

programme 

Phase 5: Validate/Evaluate the 

programme 

Phase 4: Development of the guidelines for 

the implementation and evaluation of the 

programme 

The study adapted Meyer and Van Niekerk’s (2008) modified four phases, namely, 

situational analysis, conceptual framework, development of the training programme 

and development of the guidelines for the implementation and evaluation of the 

programme. A situational analysis [Phase One] was conducted as the basis for the 

development of the educational programme for the prevention, screening, and 
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treatment of cervical cancer among women of reproductive age in Otjozondjupa 

region. The outcome of the situational analysis determined the knowledge, attitudes, 

and practices of women of reproductive age regarding the screening, prevention and 

practices of cervical cancer in the Otjozondjupa region. Phase Two informed the 

development of the conceptual framework of the study, whereas Phase Three informed 

the development of the training programme, while Phase Four informed the 

development of the guidelines for the implementation and evaluation of the 

programme (Chapter Three) 
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1.8.2 Dickoff, James and Wiedenbach`s Practice-Oriented Theory 

Dickoff, James and Wiedenbach`s (1968) Practice-Oriented Theory specify the 

activities that are essential in the conceptualisation process. This theory, which was 

used as a practical guideline, provided a conceptual framework during research and 

the educational programme development process in Chapters Six and Seven of this 

study. The theory prescribes the activities that are required to reach pre-determined 

goals and to envisage the outcomes of the interventions. According to Dickoff, James 

and Wiedenbach (1968), a survey list includes six components which describe the 

process that is followed to develop an educational programme that aims at the 

attainment of the study goals. The components are the agent (who or what performs 

an activity), the recipient (who receives an activity), the context where an activity is 

performed, the procedures or actions that guide an activity, the energy source of such 

an activity and the terminus (programme outcome). In this study, the agent is the 

researcher (health practitioner) who performed the activity, and the recipients were the 

women of reproductive age who received the activities of an educational programme 

for their empowerment regarding screening for the prevention and treatment of 

cervical cancer. The context was Otjozondjupa region where the study took place, the 

energy source was derived from the situational analysis (challenges/dynamics), the 

procedure was an educational programme to improve the knowledge, attitudes, and 

practices of reproductive aged women on cervical cancer, and the terminus was the 

intended programme outcome. A detailed description of the conceptual framework is 

presented in Chapter Three of this study. 
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1.8.3 Nicholls and Nicholls’s cyclic curriculum development model  

Curriculum development is described as the step-by-step process which is utilised to 

formulate positive improvements in the courses or trainings offered by a school, 

college, university, or community based educational programme. The process involves 

planning, implementing, and evaluating learning opportunities intended to produce 

desired changes in learners (Stuut, 2018).  

The model of Nicholls and Nicholls (1978) was adopted to guide the development of 

the education programme. The Nicholls and Nicholls (1978) curriculum development 

model specifies five curriculum components, and these are: the situational analysis, 

selection of objectives, selection and organisation of content, selection and 

organisation of methods and evaluation of learning. Based on the model of Nicholls 

and Nicholls (1978), a situational analysis was conducted in Phase one of this study to 

determine the energy source of the programme (dynamics) that informed the content 

of the educational programme. The programme objectives were formulated based on 

the dynamics identified during the situational analysis. The teaching methods to 

facilitate learning during programme implementation were selected and they are as 

follows: lecture presentation using power point presentation, learning aid (images and 

pictures), small group discussions, role-play, brainstorming, feedback in plenary and 

summarising important points/facts at the end of each session.  

After implementation, the programme is evaluated to determine whether further 

assistance, such as repeating a session to ensure that each participant grasped the 

concept under discussion for better programme outcomes, is required. In the current 

study, respondents were evaluated during classroom sessions, where they provided a 
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pre-assessment test, daily evaluation of sessions presented and a post assessment test 

at the end of the educational programme. More details regarding the applications of 

the cyclical curriculum development model of Nicholls and Nicholls (1978) are 

discussed in Chapter Seven of this study. 

1.7.4 Kolb’s Experiential Learning Theory 

Kolb (1984) and Zhang and Sternberg (2000) define learning as a process of creating 

knowledge through the transformation of experience, which develops through a 

combination of grasping and transforming experience.  Kolb’s theory is based on a 

four-stage cycle of learning that is elaborated in Chapter Seven. The four stages of the 

cycle consist of: 

• Concrete experience: doing something that would result in acquiring experience 

- this is learning from discussions and feedback from other participants. In this 

study, participants would gain new knowledge, positive attitudes and practices 

on cervical cancer screening, prevention, and treatment from other participants. 

• Reflective observation stage of learning: reviewing and reflecting on experience, 

thus reflecting on any inconsistencies between experience and understanding 

(Kolb & Boyatzis, 1999 as cited in Mulenga, 2018). This stage involves the 

observation of other participants or developing an observation from own 

experience that would be made possible through brainstorming or reflective 

exercises like role plays. In this study, the participants would reflect on their 

previous knowledge and try to understand the difference between previous 

knowledge and the implications it has on their health and the newly acquired 

knowledge that might change their belief about being at risk of cervical cancer. 
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• Abstract conceptualisation: concluding or learning from experience (Macleod, 

2017). This is about learning from directed learning situations that emphasise 

theory, such as learning from lecture presentations with participants making their 

own conclusions. In this study, participants would try to think and reflect on the 

new knowledge/ideas and weigh the benefits of following the recommended 

behaviour that reduces the risk of a particular illness, in this case cervical cancer, 

thus bringing about positive attributes of screening practices.  

• Active experimentation: planning and trying out what was learnt (Macleod, 2017) 

– this is about active learning through experimentation, such as learners engaging 

in small group discussions, learning from case studies, simulation sessions and 

homework activities. Applications of Kolb’s four stages of experiential learning 

are discussed in detail in Chapter Seven of this study.  

1.8.5 Knowles’s Model of Andragogy 

Knowles’s model of Andragogy (1984) states that Andragogy means that instruction 

for adult learners needs to focus more on the process (strategies) and less on the content 

being taught. Strategies such as case studies, role plays, simulations and self-

evaluation are most useful. Knowles’s theory was adopted to develop the learning and 

teaching methods in line with the needs of women of reproductive health regarding 

knowledge, attitude and practices on screening, prevention, and treatment of cervical 

cancer. The model has five components, and these are: 1) recognising the need for 

learning, 2) self-directed, 3) knowledge acquired generally through social interaction, 

4) learn things which should assist on how to cope effectively in life situations, and 5) 

learn what the perceived would help them to perform the learnt tasks in their life 

situations. The first assumption is important because adults would like to know why 
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they have to learn something new before they undertake it. Self-directed because they 

are also responsible for their own actions, and because adults have knowledge that is 

acquired generally through social interaction which also includes bias and 

presuppositions. Adult learners are ready to learn things which should assist them to 

cope effectively in life situations; and they are motivated to learn what they perceive 

as likely to help them to perform the learnt tasks in their life situations (Mulenga, 

2018). The researcher used Knowles’s model of Andragogy (1984) for the programme 

implementation.  

The programme was developed in line with the educational expectation that a 

programme should have a specific focus and be based on need assessment results 

(Neshuku & Amukugo, 2015). The study results were as follows: The study 

respondents (recipients) scored low on the level of knowledge regarding cervical 

cancer in respect of the preventive measures, types, symptoms, sources of information, 

availability of screening services, indications for cervical screening (associated 

factors) and treatment. The respondents also scored a neutral level of attitudes on 

psycho-social influences on prevention and screening, cultural beliefs that influence 

cervical screening, factors that influence screening and treatment, as well as low 

coverage uptake of cervical screening. The study’s results on the practices regarding 

screening, prevention, and treatment revealed that there was low (32%) cervical 

screening uptake, non-existent (0%) HPV coverage, a significant number of 

respondents (53.4%) that used oral contraceptives for more than five years, while the 

majority of the respondents (87.4%) did not know about the curability of cervical 

cancer. The application of Knowles’s model on Andragogy to this study is explained 

in detail in Chapters Seven and Eight of this study. 
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1.9 THE STUDY PARADIGM  

A paradigm is a set of beliefs about the nature of knowledge, a methodology on how 

to obtain the knowledge and criteria for validity and reliability of data collection 

instruments (Easterby-Smith et al., 2012). A research paradigm guides the researcher 

on the selection of research design and methods which are appropriate to the study 

(Shah & Abdullah, 2013). There are four worldviews or beliefs that researchers bring 

to inquiry and these are the positivist, constructivist, transformative and pragmatist 

paradigms. The philosophical approach applied in this study was based on the 

positivist paradigm (Creswell, 2014).  The term positivist paradigm is used to describe 

a quantitative approach to a study that relies specifically on scientific evidence, such 

as experiments and statistics, and therefore quantifies the findings through statistical 

analyses (Polit & Beck, 2017). 

In this study, the positivist research paradigm was adopted as the scientific method to 

investigate the research phenomenon under study. The researcher holds the view that 

using the quantitative design, which is associated with deductive reasoning, and using 

questionnaires to obtain measurable and quantifiable data from the respondents, 

ensures objectivity and independence from the respondents. This is the primary focus 

of positivist research and findings can be generalised to a large scale of the population. 

The researcher was interested in determining the underlying causes of phenomenon 

under investigation and sought to determine the levels of knowledge, attitudes and 

practices of women of reproductive age on the prevention, screening and treatment of 

cervical cancer. Therefore, this research study was based purely on the facts and 

considered the world to be external and objective (Crossman, 2020). 
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This study is based on the following main five types of philosophical assumptions of 

the positivistic paradigm:  ontological (nature of reality), epistemological (that 

describes the relationship of the researcher and participants), axiological (functions of 

values in the research study), methodological (process of research study) and rhetoric 

or language used in reporting study findings (Creswell, 2014). These assumptions are 

described below. 

1.9.1 Ontological assumption 

The ontology is the reality of knowledge that exists and that which the research wants 

to seek. For each research paradigm, there is an ontological view that the researcher 

seeks through research (Shah & Abdullah, 2013; Polit & Beck, 2017). In this study, 

the reality or the findings of this study are objective as they are formed by the data 

obtained from the respondents by using a questionnaire on the research question.  

The study research questions were as follows:  

• What is the knowledge, attitudes, and practices of reproductive aged women 

regarding the screening, prevention, and treatment of cervical cancer in 

Otjozondjupa region, Namibia?  

• What is the appropriate conceptual framework for this study? 

• What is the nature of an educational programme that is required to enhance 

the utilisation of cervical screening among women of reproductive age living 

in Otjozondjupa region? 

• What are the appropriate guidelines that are required for the implementation 

and evaluation of the educational programme to enhance the utilisation of 
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cervical screening among women of reproductive age living in Otjozondjupa 

region? 

The reality of the knowledge, attitudes, and practice of reproductive aged women in 

the Otjozondjupa region on the screening, prevention, and treatment of cervical cancer 

were provided by the evidence from the quantitative data collected from the study 

respondents in accordance with the research question or objectives. The reliability of 

the questionnaire for ontological (reality) purposes was determined through the use of 

the Cronbach alpha test. The Cronbach alpha test is described in Chapter Three: 

3.3.1.7.2 [Table 3.3] of this study. 

1.9.2 Epistemological assumption 

The epistemological assumption is concerned with the objectivity, and it clarifies the 

relationship between the inquirer and those being researched regarding the need to 

avoid biases (Nkwake, 2013). In positivist assumptions, objectivity is the primary 

method that is used to obtain information from the respondents because the search for 

truth should be based on the valid findings (Polit & Beck, 2017). Therefore, the data 

gathering techniques here are mainly questionnaires, observations, tests, experiments 

and these are objective and independent of the values, interest and feelings of the 

researcher (Makombe, 2017).    

In this study, the researcher used structured self-administered, and researcher 

administered interview questionnaires to search for data on the knowledge, attitudes 

and practices of women regarding the prevention, screening and treatment of cervical 

cancer. The researcher maintained minimal interactions with the respondents and thus 

ensured objectivity during the data collection process and data analyses (Chapter Three 
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and Four). The researcher also interviewed respondents who possessed limited literacy 

and, in the process, held his knowledge so as to maintain the objectivity of the data. 

The researcher received completed questionnaires from the respondents and drew 

objective conclusions from the participants.  

1.9.3 Axiological assumption  

The axiological assumption refers to the researcher’s view on values in a research 

study. It refers to ethics that are adopted to guide research principles and respecting 

the rights of the subjects (Hay & Singh, 2011 as cited in Mulenga, 2018). It studies the 

judgments on values in research (Saunders et al., 2012). In the positivist assumption, 

the objectivity point of view is valued and attempts to hold personal beliefs and biases 

in check is paramount to avoid contaminating the phenomenon under study (Saunders 

et al., 2012; Polit & Beck, 2017).   

In this study, the researcher remained detached, neutral and independent from what 

was being researched on and during data collection. Thus, the researcher considered 

the conclusions that were arrived at from the data instrument as the true reflection of 

the knowledge, attitude and practice regarding the prevention, screening and treatment 

of cervical cancer by the study respondents as reflected in the data analyses and 

findings (Chapter Four). The researcher adhered and ensured research ethical 

principles such as the principle of justice, respect of persons, beneficence, and non-

maleficence, the social value of research and scientific validity. 

1.9.4 Methodological assumption  

Methodological assumptions refer to the description of methods and techniques that 

are utilised to conduct a research study. A quantitative research methodology is the 
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method of choice for a positivist paradigm because the purpose of research is to test a 

theory, predict results, or find the strength of relationships between variables or a 

cause-and-effect relationship. Quantitative researchers begin with ideas, theories or 

concepts that are defined as they are used in the study to point to the variables of 

interest (Shah & Abdullah, 2013; Easterby-Smith et al., 2012).   

In this study, the researcher used a quantitative approach whereby descriptive and 

cross-sectional designs were used in Phase One of the study, which was a situational 

analysis. In this phase, the knowledge, attitudes, and practices of women of 

reproductive age in the Otjozondjupa region were investigated and described. The 

results identified in Phase one informed the development of a conceptual framework 

in Phase two of the study. The third phase dealt with the development of an educational 

programme for the women of reproductive age, as informed by the results from the 

situational analyses. Phase four covered the identification of the implementation and 

evaluation guidelines of an educational programme which aimed to improve the 

knowledge, and to change the attitudes and practices of the reproductive aged women 

on the prevention, screening, and treatment of cervical cancer. 

1.8.5 Rhetorical assumption 

Rhetoric assumption refers to the art of persuasion that is meant to convince the readers 

that the researcher’s articulation in the research report is worth something (Easterby-

Smith et al., 2012). The researcher adopted a rhetoric assumption in this study using 

simple English language and a well organised flow of persuasive language to 

communicate the information about the findings. The research report was prepared, 

and contributions of other authors are acknowledged using the APA referencing style. 
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The study is quantitative in nature, the findings are reported numerically, and the study 

explained the usual occurrences with tables and figures that were used to provide 

further clarity on the relationship between demographic variables by using Chi-square 

tests (Annexure I) and correlations between variables (Annexure K) reported using the 

Pearson r correlation.  

1.10 DEFINITION OF THE CONCEPTS 

The key concepts defined here are derived from the tittle of the study. These are 

knowledge, attitude, practice, women, reproductive age, cervical cancer, and 

programme development. The concepts are defined below:  

1.10.1 Knowledge  

The Oxford Online Dictionary (2019) defines knowledge as the acts, information and 

skills acquired through experience or education; the theoretical or practical 

understanding of a subject awareness or familiarity gained by experience of a fact or 

situation.  In this study, knowledge refers to the individual understanding of women 

of reproductive age on the screening, prevention and treatment of cervical cancer 

(Chapter Three - Table 3.2, Section B).  

1.10.2 Attitude  

An attitude is a person’s reaction towards a phenomenon, and it can be affective, 

cognitive, or behavioural (Oxford Online Dictionary, 2019). In this study, the attitudes 

refer to individual perceptions of women of reproductive age on the screening, 

prevention, and treatment of cervical cancer (Chapter Three - Table 3.2 Section C, p. 

81).  
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1.10.3 Practice  

According to the Mariam Webster’s Collegiate Dictionary (2019), practice is defined 

as the actual application or use of an idea, belief, or method, as opposed to theories 

relating to it. It is defined as the act of carrying out an action repetitively in order to 

become better at it. In this study, practice refers to the uptake of cervical screening, 

prevention, and treatment of cervical cancer by individual women of reproductive age 

for the prevention, early detection and treatment of cervical cancer (Chapter Three - 

Table 3.2 Section C, p. 81). 

1.10.4 Women  

A woman is an adult female person (Webster, 2019). According to United 

Nations Population Fund (UNFPA), (2018), a woman is a female of reproductive 

age (15-49 years) who desires either to have no (additional) children or to postpone 

the next child and who may be using a modern method of contraception. In this study, 

the researcher refers to women of reproductive age (18 - 49 years) in the Otjozondjupa 

region.  

1.10.5 Reproductive age  

The reproductive age in women refers to those years of life between menarche and 

menopause, roughly from ages 12 to 49 (WHO, 2018). According to the Namibia 

Cervical Cancer Prevention Guidelines (2018), reproductive age refers to women of 

ages between 20 and 49 who are the target population of cervical cancer screening 

services in Namibia. In this study, reproductive age denotes women aged between 18 

and 49 years of age, who met the inclusion criteria of this study. 
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1.10.6 Cervical cancer 

Cervical cancer (cervical carcinoma) is a type of cancer that occurs in the cells of the 

cervix in the lower part of the uterus that connects to the vagina. The squamous 

epithelium cells found at this junction of the cervix and uterus divide rapidly and have 

the potential to change into abnormal transition to dysplastic cells or cancerous cells, 

if exposed to carcinogens (Leslea et al., 2013; WHO, 2014).  For the purpose of this 

study, it refers to the types of cervical cancer for which the knowledge, attitudes, and 

practices regarding the screening, prevention, and treatment of cervical cancer of 

reproductive aged women are being investigated for the development of an educational 

programme. 

1.10.7 Educational programme 

It refers to a programme written by an institution of learning to impart knowledge 

(Online English Dictionary, 2020). In this study, an educational programme refers to 

the prepared educational contents that constitute the identified challenges (dynamics) 

with the aim of empowering women of reproductive age with the knowledge, attitudes 

and practices regarding the screening, prevention, and treatment of cervical cancer.  

1.10.8 Prevention 

It refers to the act or intervening before health effects occur through measures such as 

altering risk behaviours and banning substances known to be associated with a disease 

or health condition (WHO, 2014, 2018).  In this study, prevention refers to the 

activities being implemented to women of reproductive age through an educational 

programme aimed at avoiding and/or reducing the chance of developing cervical 

cancer. Prevention activities include HPV vaccination for girls and boys of   9 -14 
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years of age, and cervical screening for early detection of precancerous lesions to 

ensure better treatment outcome. 

1.10.9 Treatment 

It refers to the use of a chemical, physical, or biological agent to preserve or give 

particular properties to something (WHO, 2020). In this study, treatment refers to the 

treatment of pre-cancerous lesions detected through the use of visual inspection with 

the acetic acid procedure among women of reproductive age, for the cure of pre-

cervical cancer. Invasive cervical cancer treatment in this study refers to the treatment 

of cervical cancer tumours that developed into the second or third stage of the disease 

by using chemotherapy or radiation type of treatment. 

1.11 STRUCTURE OF THE STUDY  

Chapter one presents the orientation to the study, background, problem statement, 

purpose and objectives, significance and paradigm, theoretical assumptions, and the 

definitions of key concepts of the study. 

Chapter two presents a literature review to place the current study in the context of 

existing literature. 

Chapter three presents detailed descriptions on the research approach, design, sample 

and sampling method, data collection instrument, data collection procedure and types 

of analyses implemented, validity and reliability of the study, data collection 

instrument as well as ethical considerations applied to the study. 

Chapter four covers the study results and descriptions of the results. 
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Chapter five presents the discussions of the study results and literature control. 

Chapter six presents the development of an educational programme to enhance the 

utilisation of cervical cancer services among women of reproductive age in 

Otjozondjupa region, Namibia 

Chapter seven presents the guidelines for the implementation and evaluation of an 

educational programme to enhance the utilisation of cervical cancer services among 

women of reproductive age in Otjozondjupa region, Namibia.  

Chapter eight covers the conclusions, limitations, recommendations and contribution 

of the study 

1.12 CHAPTER SUMMARY  

This chapter presented an overview of the study. It outlined the introduction and 

background to the problem statement, the aim of the study, the objectives, and 

significance of the study. The paradigm perspectives and theoretical foundations upon 

which the study was based were also discussed. The key concepts of the study were 

also defined. The next chapter presents a review of literature related to the current 

study. 
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CHAPTER TWO 

LITERATURE RIVIEW  

2.1 INTRODUCTION 

The previous chapter presented the background of the study, problem statement, study 

purpose, objectives, and conceptual framework of the study. This chapter presents a 

review of literature on the knowledge, attitude, and practices of reproductive aged 

women on the screening, prevention, and treatment of cervical cancer. A literature 

review concerns itself with a critical analysis of organised published knowledge on a 

topic to contextualise the current research problem (Polit & Beck, 2017; Creswell, 

2018). The literature review shares with the reader the results of other studies that are 

closely related to the one being undertaken. It also provides a framework that 

establishes the importance of a given study and serves as a benchmark for comparing 

the findings of the current study with that of other studies (Creswell, 2014; Grove et 

al., 2015). Therefore, the purpose of a literature review is to convey to the reader what 

is currently known regarding the topic being investigated. 

The review of literature in quantitative research identifies a gap in what is already 

known, and it identifies the scope of enquiry. It also guides the researcher with regards 

to the approaches, methods, and data collecting instruments that are appropriate for the 

current study (Grove et al., 2013). In this study, the literature review enabled the 

researcher to formulate the research problem into a feasible context and to identify the 

research design and methods that are suitable to the current study. A review of 

international and national resources, such as journal articles, books and reports from 

Government institutions and non-governmental organisations (NGOs), focusing on the 
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knowledge, attitudes, and practices of women of reproductive age on cervical 

screening, and the prevention and treatment of cervical cancer was conducted. Search 

engines such as Science Direct, HINARI, Springerlink, PubMed, Google Scholar, 

Scopus, Ebscohost, SA E-publication and Taylor and Francis were utilised to access 

the sources for the literature in this research study. The keywords used for the search 

include knowledge, attitude, practices, cervical cancer, prevention, screening, risk 

factor, barriers, incidence, mortality and morbidity, and a combination of these terms. 

The findings of the relevant literature review are presented in the next sections with 

some inferences being made to the current study. 

2.2 BACKGROUND OF CERVICAL CANCER 

2.2.1 Global trends of cervical cancer 

Worldwide, cervical cancer is the fourth most frequent cancer in women with an 

estimated 604 000 new incidences in 2020. Of the estimated 342,000 deaths from 

cervical cancer in 2020, about 90% of these occur in low- and middle-income 

countries. There are 34.8 new incidences of cervical cancer diagnosed per 100,000 

women annually in sub-Saharan Africa, and 22.5 per 100,000 women die from the 

disease. By comparison, there are 6.6 new cases of cervical cancer per 100,000 women 

in North America, and 2.5 per 100,000 women die from it (WHO, 2020). 

The incidences of cervical cancer across the globe have increased over the years. It is 

estimated that currently over a million women worldwide have suffered from cervical 

cancer but most of these women have not been diagnosed, nor do they have free access 

to screening services for the early detection and early treatment that could cure them 

or prolong their lives (WHO, 2018). Recent studies have revealed that the absolute 
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number of cervical cancer cases have increased worldwide from 471 000 in 2000 to 

528 000 in 2012 and then to 570 000 in 2018 with 311 000 women having died from 

the disease, and thus ranking cervical cancer the fourth most common cause of cancer 

incidence and mortality in women (GLOBACAN, 2018; WHO, 2018; Arbyn et al., 

2019).  

Although there is current overwhelming evidence that cervical cancer is preventable 

through screening, prevention and treatment of premalignant lesions, it is unfortunate 

that these services are not readily available to the general population in most 

developing countries and most especially SSA (Kei et al., 2016).  Approximately 84% 

of all cervical cancer cases and 88% of all deaths caused by cervical cancer occurred 

in low-resource countries, which is in contrast to the lower rate of cumulative rates of 

cervical cancer incidences and mortality in developed countries (GLOBAN, 2018; 

Arbyn et al., 2019). The lower incidence rates in developed countries is reportedly 

attributed to the successful cytology screening programme, low HPV and HIV 

prevalence rates and better community health education that results in positive sexual 

behaviour and the subsequent prevention of cervical cancer among women. In 

comparison, high cervical cancer incidences in SSA and other developing countries 

could be attributed to the high rates of HPV and HIV transmission and the 

inaccessibility of screening services (WHO, 2018). Such remarkable global 

geographical differences among continents indicate the differences in exposure to the 

risk factors and enormous inequalities in accessing adequate screening and effective 

cancer treatment facilities. 
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2.2.2 Incidences of cervical cancer in Africa  

Cervical cancer remains the leading cause of death among woman in Africa. 

According to the International Agency for Research on Cancer (IARC) (2019) cervical 

cancer was the second prevalent cancer and the leading cause of cancer deaths in 

Africa in 2018. The available literature projects that about 78,879 women living in 

Africa will be diagnosed with cervical cancer annually, while 61,671 will die from the 

disease by 2025. However, Gatumo et al., (2018) have shown that regular cervical 

cancer screening leads to early detection.  

The incidences occurring in the SSA region are instructive. The estimated age 

standardised incidence rates (ASIR) are the highest in Eastern and Western Africa with 

an ASIR of 34.5 and 33.7 per 100 000 women respectively, and age standardised 

mortality rate (ASMR) of 25.3 and 24.0 per 100 000 women, respectively (WHO, 

2018), with Guinea, Zambia, Tanzania, Malawi, and Mozambique having some of the 

highest invasive cervical cancer (ICC) incidence rates in the world at >50/100000 

(Forlay et al., 2016). This is likely the result of inadequate or lack of cervical screening 

services for the early detection prevention and treatment of the disease in most African 

countries. Studies have revealed that ICC is the most important cause for cancer related 

deaths in women in Eastern, Western and Middle Africa (GLOBACAN, 2018).  

Women living in Africa experience the highest burden of cervical cancer.  Highest 

incidences of cervical cancer (ASIR >40 per 100 0000 women) were registered in 

countries from eastern, southern, and western Africa (Arbyn et al., 2019). A systematic 

review of cervical prevention and treatment in Africa revealed that a significant 

number of women from Kenya, Tanzania and Nigeria were diagnosed when their 
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cervical cancer has reached an advanced stage (Kei et al., 2016; Lim & Ojo, 2017). 

The late diagnosis at the advanced stage could be attributed to the inaccessibility of 

screening services, lack of knowledge among women on the available screening 

services, lack of spousal support and unaffordable costs (Finochario-Kessler et al., 

2016). Namibia is not an exception as she falls within the southern African region. 

Namibia recorded cervical cancer-related deaths of 572 women across the country 

between 2008 and 2019 (MoHSS, 2019). 

Therefore, educational programmes should target women of reproductive age and 

assist them on how to have access to cervical screening for the early detection of 

precancerous lesions and better treatment outcomes. The impact of cervical cancer has 

serious adverse effects among women of reproductive age. Research and investment 

to improve vaccination, screening, and treatment efforts for cervical cancer are indeed 

critically needed.  

2.2.3 Incidences of cervical cancer in Namibia 

Cervical cancer was the second most common cancer among women in Namibia with 

1 118 diagnoses (19.4% of all cancers in women) during the period of 2010 - 2014 and 

about 132 new cases diagnosed annually, thus showing the cervical cancer incidence 

rate of 11.1 per 100 000 women (Cancer Association of Namibia (CAN), 2018). The 

number of cervical cancer cases among women of reproductive age has increased by 

50%, thus making it the second leading cause of death among woman in Namibia (The 

National Cervical Cancer Prevention Guidelines, 2018). The current estimates indicate 

that every year 236 women are diagnosed with cervical cancer and 135 die from the 

disease (CAN, 2019). It is stated that 2 461 cervical cancer cases were recorded 
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between 2007 and 2019 in Namibia (CAN, 2019). The majority of resultant deaths 

could have been prevented, had appropriate screening, prevention and treatment 

occurred in a timely manner by addressing the risk factors (Namibia Cervical Cancer 

Prevention Guidelines, 2018). The cervical cancer incidence rate is 43 to 50 cases per 

100 000 women annually, compared to just 6.8 per 100 000 in Western Europe (WHO, 

2014; 2018). Cervical cancer was among the top three cancers in each region 

comprising between 8.0% of cancers in Khomas and 35.9% of all cancers in the 

Ohangwena region (CAN, 2019). The context of this study, Otjozondjupa region, is 

discussed in Chapter one: 1.2.2 context of the study. 

2.2.4 Screening for cervical cancer 

Over the past 50 years, cervical cancer screening has been effective in reducing 

morbidity and mortality in high-income countries unlike the situation in low-income 

countries, where effective cervical cancer screening programmes are sporadically 

provided if they exist (WHO, 2014). The purpose of cervical screening is to detect 

precancerous lesions for early treatment and reducing the impact of the disease. The 

early detection should be done urgently for women living with HIV because their 

cervical lesions are four to five times more likely to become deadly cancers within a 

short period of time post acquiring of infections (Arbyn et al., 2019; WHO, 2014).  

Screening for cervical cancer among women of the ages between 30 and 49, for at least 

once in their lifetime will reduce deaths from cervical cancer (WHO, 2014).  

Therefore, cervical cancer screening should begin at the age of 21 because the HPV 

shall have cleared over the years and only a few women would have persistent HPV 

that cause cervical cancer (Saslow et al., 2012; WHO, 2018).  In Namibia, the Family 

Planning Policy, and the National Policy on Reproductive Health (2001) provides for 
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the delivery of Pap smear screening during family planning, post-natal and outreach 

visits.  

Clients diagnosed with precancerous lesions or cervical cancer (by Pap smear test) are 

referred for confirmation tests at the regional hospitals to access their treatment at the 

nearest district hospitals. This poses challenges as most women in Namibia live in rural 

areas and they may have difficulties regarding access to the service due to inadequate 

financial and transport availability. Subsequently, a study conducted by 

Kangmennaang et al. (2015) focusing on the disparities in cervical cancer screening 

among Namibian women revealed that the majority of women did not undergo cervical 

screening because they live in rural areas with transport costs being a major challenge 

that prevents them from accessing screening services, compared to women who are 

educated and had health insurances who could afford to access screening services for 

cervical cancer.  

In Namibia, the screening for cervical cancer with visual inspection with Acetic Acid 

(VIA) for the identification of precancerous lesions, which minimises long awaiting 

time, was piloted in the Khomas region, Windhoek district and has since been rolled 

out to other districts in the regions that include the Otjozondjupa region where the 

study is being conducted. The Otjozondjupa health directorate is composed of four 

district hospitals, three health centres and 16 primary health care clinics, all of which 

offer cervical screening services for early detection and treatment of cervical cancer 

(MoHSS, 2018). Access to screening, for the early detection and treatment of cervical 

cancer for better health outcomes is related to the women’s knowledge, attitudes, and 

practices regarding cervical screening, prevention, and treatment and ready availability 

of the services at local family planning clinics (Ndejjo et al., 2017).   
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2.2.5 Aetiology of cervical cancer   

Cervical cancer (cervical carcinoma) is a type of cancer that occurs in the cells of the 

cervix in the lower part of the uterus that connects to the vagina. The squamous 

epithelium cells found at this junction of the cervix and uterus divide rapidly and have 

the potential to change into abnormal transition to dysplastic cells or cancerous cells, 

if exposed to carcinogens (Leslea et al., 2013; WHO, 2018). Pre-cancerous lesions 

have a tendency of changing the cervical epithelium progresses from mild to severe 

over a period of 20 years before changing to cancer in an HIV negative woman, while 

women living with HIV presenting up to 10 years earlier with cervical cancer (The 

Namibia Cervical Cancer Prevention Guidelines, 2018; WHO, 2018; 2020). 

The major common risk factor, which is responsible for 99.7% of cervical cancers of 

pre-invasive or invasive cervical carcinoma, is infection with Human papilloma virus 

(HPV), which is transmitted sexually (WHO, 2017). Over 50.0% of sexually active 

women acquire HPV by 50 years of age (Leslea et al., 2013). Various types of HPV 

have been identified as precursors to cervical cancer. Among these types are HPV 16 

and 18, which are the common types of HPV and found in over 70.0% of all cervical 

cancers. Other risk factors for cervical cancer include engaging in sexual intercourse 

at an early age (between 12 and 18 years), having an increased number of sexual 

partners, smoking, immune suppression caused by diseases such as HIV and certain 

medications, high parity, usage of oral contraceptives for over five years, family 

history of cervical cancer and a low socio-economic status (WHO, 2014; WHO, 2018). 
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 2.3 PREVENTATIVE METHODS OF CERVICAL CANCER  

WHO (2018) indicates that early opportunities for reducing suffering and death from 

cancer in Africa exist across all stages of the cancer control spectrum, from prevention 

to early detection, treatment and palliative care. Preventive methods of cervical cancer 

are divided into three and these are primary prevention which prevents the initial 

development of cervical cancer; secondary prevention focusing on the detection of 

early precancerous cervical lesions by screening and offering immediate treatment and 

thirdly, tertiary prevention which offers treatment for cervical cancer to ease and 

reduce morbidity and mortality among women (WHO, 2014).  

2.3.1 Primary prevention methods 

Primary prevention refers to interventions undertaken before health effects occur, 

through measures such as vaccinations, altering risky behaviours (poor eating habits, 

tobacco use), and banning substances that are known to be associated with a disease 

or health condition (WHO, 2018). The prevention of exposure to cancer-causing 

agents or risk factors, such as HPV is the most effective and reliable method of 

prevention (Jemal et al., 2012). The WHO (2014) has recommended HPV vaccination 

as the most feasible public health strategy to reduce the risk of infection and minimise 

the prevalence of the disease-causing agent (HPV) in the environment. It is 

recommended that vaccinating girls (9-13 years) before the initiation of sexual activity 

is an important primary prevention intervention in a comprehensive cervical cancer 

prevention and control programme (WHO, 2014; United Nations Population Fund, 

2017). The WHO (2014) has recommended the inclusion of HPV vaccination in 

national immunisation programmes where HPV is deemed a public health concern and 

vaccine delivery is feasible. It is important to note that because the vaccines do not 
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protect against all HPV types that can cause cervical cancer, girls vaccinated against 

HPV will still require cervical cancer screening later in their lives (WHO, 2013; WHO, 

2014). By August 2014, a few countries had introduced HPV vaccination into their 

national immunisation programme.  These countries include Rwanda, South Africa, 

Lesotho, Uganda and Namibia, with Rwanda having reached the recommended 90% 

of girls that should receive the HPV vaccine (Finocchario-Kessler et al., 2016). 

In addition to HPV vaccination, the WHO (2014) recommends safe sex for boys and 

girls, tailored for the appropriate age and culture, with the aim of reducing the risk of 

HPV transmission (along with other sexually transmitted infections such as HIV). 

Thus, essential messages should include delaying sexual debut, reducing the number 

of sexual partners, and increasing consistent and continuous use of condoms. 

Furthermore, to reduce HPV acquisition and transmission, voluntary medical male 

circumcision (VMMC) is also recommended as a preventative strategy against HPV 

infection (Stanley, 2014; Abudukadeer et al., 2015). Therefore, increasing voluntary 

medical male circumcision coverage would provide indirect benefits to women by 

reducing the risk of transmission of infection from HPV. In Namibia, the HPV 

vaccination programme has been developed but not implemented due to budgetary and 

human resource constraints. Voluntary Medical Male Circumcision (VMMC) was 

introduced since 2010 and it was rolled out to all 14 regions, with the introduction of 

task-shifting to registered nurses performing circumcision in all district hospitals and 

health centres (MoHSS, 2011; The Namibia Cervical Cancer Prevention Guidelines, 

2018). 
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2.3.2 Secondary prevention methods 

Secondary prevention refers to the activities that are aimed at interrupting or reducing 

the impact of any disease process before the emergence of the recognised signs or 

diagnostic findings of the disorders (WHO, 2018; 2020). Screening for early detection 

and treatment of precancerous lesions is a cornerstone of secondary prevention. 

Women targeted for screening may actually feel perfectly healthy and see no reason 

to visit health facilities (Namibia Cervical Cancer Prevention Guidelines, 2018). Early 

detection of pre-cancerous lesions is the first step of early treatment interventions 

leading to positive treatment outcomes. Thus, education to increase the knowledge 

about cervical screening plays an important role for the success of prevention 

intervention. 

Screening is a public health intervention that is provided to an asymptomatic target 

population, with the aim of identifying individuals with an increased probability of 

having a precursor of the disease or the disease itself. At a minimum, screening is 

recommended for every woman of 30-49 years of age at least once in a life time (WHO, 

2018). In Namibia, there is a high burden of HIV infection which increases the risk of 

persistent HPV infections. Early sexual debut and the practice of having multiple 

sexual partners are also common. These risk factors have resulted in the initiation of 

cervical screening at a younger age of 21 years than the standard WHO 

recommendation. An initial cervical cancer screening age is recommended from age 

25 in HIV negative women and age 20 in HIV positive women (Namibia Cervical 

Cancer Prevention Guidelines, 2018). Three cervical cancer screening tests are 

available, namely: cervical cytology using Papanicolaou (Pap) smear, Visual 
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Inspection with Acetic Acid (VIA) and HPV DNA testing (Namibia Cervical Cancer 

Prevention Guidelines, 2018).  

In high income countries, cervical cytology (Pap smear test) has delivered successful 

result in reducing the impact of cervical cancer. However, it is not a feasible method 

in many developing countries, especially in SSA countries. The challenges are linked 

to the required multiple visits, the level of medical and laboratory infrastructure 

required, the cost of training personnel, a poor patient tracking system and limited 

accessibility and availability of screening services (Fenocchario- Kessler et al., 2016).  

A study conducted in western Kenya revealed that a third of the diagnosed women 

with pre-cancerous cervical cancer that had used the cytology method did not turn up 

for treatment (Khozaim et al., 2014). Therefore, the authors recommend that the single 

visit “screen and treat” strategy that uses visual inspection techniques, followed by 

cryotherapy for eligible women is a better approach to cervical cancer prevention and 

treatment in SSA. The benefits of the single visit approach are that it decreases barriers 

to care, and it is affordable and sustainable as opposed to the Pap smear testing and 

colposcopy methods (WHOH, 2018; Finnochario - Kessler et al., 2016). 

To mitigate the challenge of multiple visits, the WHO (2014) approved the use of VIA 

or visual inspection with Lugol’s iodine (VILI) strategies for screening of cervical 

cancer in low resource settings including Namibia, because the results are immediate. 

Therefore, the cervical screening method of choice in Namibia is VIA and the MoHSS, 

in partnership with I-Tech Namibia and the Centre for Disease Control (CDC), has 

implemented the programme since 2019 (MoHSS, 2019). The programme is being 

rolled out among regions accompanied by human resources training, resources 
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mobilisation, adjustment and renovations of infrastructure and community 

mobilisation. 

2.3.3 Tertiary prevention methods 

Tertiary prevention aims to soften the impact of an ongoing illness or injury that has 

lasting effects (WHO, 2018; 2020). Tertiary prevention is the last attempt in 

controlling and mitigating the effect of cervical cancer. Severe cervical dysplasia that 

remains undiagnosed or untreated can develop into invasive cancer. Women with 

abnormal cervical tissues are diagnosed with either precancerous lesions or ICC, both 

of which require treatment. The studies conducted in Kenya, Tanzania and Nigeria 

reveal that a significant proportion of women (over 80%) is identified once their 

cervical cancer is at an advanced stage, which makes it difficult to cure the disease 

(Finocchaario-Kessler et al., 2016). The treatment for ICC can include a range and 

combination of strategies including hysterectomy (requires surgical facilities), 

radiotherapy (external and intracavitary radiotherapy infrastructure) and 

chemotherapy (Finocchaario-Kessler et al., 2016).  

There are challenges in the implementation of tertiary prevention in many African 

countries. Studies conducted in Zimbabwe, Tanzania and Nigeria reveal that a 

significant number of women who are diagnosed with advanced stages of cervical 

cancer did not receive treatment (Makurirofa et al., 2019; Mabelele et al., 2018). This 

could be attributed to the fact that advanced treatment services for invasive cervical 

cancer are available in town settings in most countries with loss of follow ups as a 

challenge among women due to the inaccessibility of such services.   
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2.4 OVERVIEW ON KNOWLEDGE, ATTITUDES, AND PRACTICES (KAP) OF 

REPRODUCTIVE AGED WOMEN REGARDING SCREENING, PREVENTION, 

AND TREATMENT OF CERVICAL CANCER  

The level of knowledge, attitudes, and practices among women of reproductive age are 

the main determinants of the uptake for cervical screening, prevention, and treatment 

of cervical cancer (WHO, 2018). KAP survey data are essential to identify the gaps, 

cultural beliefs and or behavioural patterns that may facilitate or impede the success 

of an intervention and also helping to plan, implement and evaluate programmes 

(Creswell, 2014). Various women from developing countries have limited knowledge, 

as well as less positive attitudes and practices on cervical cancer screening, prevention, 

and treatment opportunities. The KAP of women regarding cervical screening, 

prevention and treatment presented in similar studies are reviewed and are discussed 

below. 

2.4.1 General knowledge of women regarding screening, prevention and treatment of 

cervical cancer 

The level of knowledge of women on screening, prevention and treatment of cervical 

cancer determines their willingness to take up the screening service (Glanz et al., 

2015). Nwobodo and Ba-Break (2015) state that the knowledge of women on cervical 

cancer determines the level of perceptions about the susceptibility and severity of the 

disease, as well as the benefits of cervical screening, prevention, and treatment. 

• 2.4.1.1 Preventive measures of cervical cancer 

A study on the knowledge, attitude, and practices on cervical cancer prevention among 

women in Kampong Speu, Cambodia, revealed that the majority of women had no 
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knowledge on the prevention measures of cervical cancer, even though an insignificant 

number of women had heard of the Pap smear test (Touch & Oh, 2018). Similar 

findings were reported in Bahrain and Zimbabwe (Jassim et al., 2018; Makurirofa et 

al., 2019). 

The KAP studies conducted in the Xinjiang province of China and other Asian 

countries report that the majority of women lacked knowledge on both the preventive 

measure of cervical cancer and benefits of and availability of screening services 

(Hussain et al., 2014; Johnson et al., 2014; Sankaranarayanan, 2014, Abudukadeer et 

al., 2015; Bansal et al., 2015; Jradi & Bawazir, 2019).  

Lack of knowledge results in the lack of attitudes, thereby leading to the low uptake 

of cervical screening services (Kei at al., 2016; Chaka et al., 2018; Kashyap et al., 

2019). The KAP study conducted in Cambodia reported similar sentiments, that the 

majority of women did not undergo screening (Pap smear test) and that they were not 

vaccinated against HPV due to the inadequate knowledge on preventive measures of 

cervical cancer and the availability of cervical screening services (Touch & Oh, 2018). 

Furthermore, the causes of limited or non-attendance of screening services for cervical 

cancer included financial constraints, lack of time, distance, and long waiting time at 

the facilities (Abudukadeer et al., 2015; Ebu et al., 2015; Ndejjo et al., 2016). 

On the contrary, studies conducted in some Asian countries reveal that although most 

women had adequate knowledge on cervical cancer prevention and HPV infection, 

less than half attended screening services (Jassim et al., 2018).  Such poor attendance 

could be attributed to inadequate or lack of screening services, and inconstant mass 

media campaigns. Furthermore, the KAP studies conducted in rural Uganda and the 
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Lake Zone in Tanzania, indicate that although more than half of the women had a high 

knowledge level on cervical cancer, an insignificant number attended screening. Their 

reasons included that they could undergo regular medical check-ups or screening or 

delay sexual debut as a preventive measure of cervical cancer (Ndejjo et al., 2016; 

Mabelele et al., 2018).  

HPV vaccination is one of the preventive measures for cervical cancer. Most countries 

in the SSA do not include HPV vaccination in their national prevention strategy for 

cervical cancer and this results in women’s possession of limited or no knowledge on 

the vaccinations programmes (Sterwart & Wild, 2014; WHO, 2014; Chaka et al., 

2018). This is likely the result of inadequate or lack of cervical screening services for 

A KAP study conducted in rural Zimbabwe on cervical cancer revealed that women 

had low knowledge on the HPV vaccine as a prevention measure for cervical cancer. 

In addition, the same study reports that only a few women could mention the other 

preventive measures such as avoiding early sexual intercourse and multiple sexual 

partners, and quitting tobacco smoking (Makurirofa et al., 2019).  

Finally, findings from a KAP study conducted in Nigeria among women who had 

advanced cervical cancer revealed that the women did not attend cervical screening 

because of a lack of knowledge on cervical cancer and prevention. Respondents did 

not attribute symptoms to cervical cancer but instead linked these to the resumption of 

menses, genital infection and irregular menstruation periods (Denny & Anorlu, 2012). 

Despite this and the above-cited studies on KPA, the knowledge of Namibian women 

of reproductive age in the Otjozondjupa region on prevention measures of cervical 

cancer is not known, hence the justification for the present study.   



 

49 

 

• 2.4.1.2 Factors that cause cervical cancer 

A risk factor is anything that increases a person's chance of developing cancer. 

Although risk factors often influence the development of cancer, most do not directly 

cause cancer (WHO, 2018). The reviewed literature indicates that women in developed 

countries such as Britain understood the association between cervical cancer and risk 

factors such as smoking cigarettes, early sexual debut and having multiple sexual 

partners (Sterwart & Wild, 2014). This phenomenon could be attributed to higher 

education levels and better accessibility as well as the availability of cervical cancer 

information to the target population in developed countries. 

Moreover, the findings of the KAP study conducted in the Xinjiang province of China 

revealed that women had no knowledge that HPV is a risk factor for cervical cancer 

(Abudukadeer et al., 2015). Similarly, the literature indicates that women in Ghana, 

Nigeria and Zimbabwe demonstrated limited knowledge about the risk factors for 

cervical cancer because they only mentioned risk factors such as multiple sexual 

partners, early sexual intercourse, smoking of cigarettes, and sexually transmitted 

infections (STIs) (Ebu et al., 2015; Kei et al., 2016; Makurirofa et al., 2019). However, 

a similar study conducted in Kenya revealed a different perspective in that the majority 

of women had adequate knowledge of risk factors for cervical cancer because they 

could mention a number of them such as heavy bleeding, bleeding between the periods, 

multiple pregnancies, early age at first intercourse, use of oral contraceptives, smoking 

cigarettes, and HIV infection (Sudanga et al., 2013; Mabelele et al., 2018).  Therefore, 

to control or reduce the high incidences of cervical cancer among women in Namibia, 

women should possess adequate knowledge about the risk factors for cervical cancer 

in order for them to develop a positive attitude towards cervical screening for early 
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detection that leads to timely treatment and cure. As such, the current study sought to 

assess the knowledge of risk factors for cervical cancer among women of reproductive 

age in the Otjozondjupa region of Namibia.  

• 2.4.1.3 Types of cervical cancer 

Cervical cancer starts when the cells that line the cervix begin to develop abnormal 

changes. Over time, these abnormal cells may become cancerous, or they may return 

to normal. Thus, most women do not develop cervical cancer from the abnormal cells. 

Nonetheless, there are two main types of cervical cancer, which are squamous cell 

cancer and adenocarcinoma cell cancer. The types are named after the type of cell that 

becomes cancerous (ACS, 2020). Squamous cells carcinoma begins in the thin, flat 

cells that line the bottom of the cervix and it accounts for about 80% of the cervical 

cancers. Adenocarcinoma of the cervix develops in the glandular cells that line the 

upper portion of the cervix and this makes up about 20% of cervical cancers.  However, 

other types of cancers such as metastatic cervical cancer that starts in the cervix and 

spreads to other part of the body, can develop in the cervix (WHO, 2018). Studies have 

revealed that a severely limited number of women have knowledge on the types of 

cervical cancer (Makurirofa et al., 2019; Chaka et al. 2018; Mabelele et al., 2018).  

• 2.4.1.4 Symptoms of cervical cancer 

Women’s knowledge of the suspected symptoms of cervical cancer is important 

towards seeking medical intervention. Early cervical cancer shows no symptoms, 

which explains why cervical screening remains an important test in order to detect the 

precancerous cells before the symptoms for better treatment outcomes. The most 

common symptoms at presentation are irregular or heavy vaginal bleeding or bleeding 
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after sexual activity. In some women, symptoms would present with vaginal discharge 

that is watery, mucoid, or foul smelling. In the advanced stage of the disease, cervical 

cancer presents with pelvic or lower back pain, bowel, or urinary symptoms such as 

pressure related complaints, vaginal passage of urine or stools which are common, 

suggesting that the disease has reached an advanced stage (WHO 2018). The reviewed 

literature indicates that the majority of women in developed countries such as Turkey 

were able to relate abnormal vaginal bleeding and postcoital bleeding with cervical 

cancer. The findings of a study conducted in rural Malaysia to determine women’s 

uptake of cervical screening and its predictors indicate that the majority of the 

participants could not mention any symptoms that are suggestive of cervical cancer. 

Other studies indicate that vaginal discharges and itching were the only common signs 

and symptoms mentioned by the study participants (Health Promotion Hospital of Lum 

Khao, sub-district, 2014).   

In conclusion, the findings from KAP studies in Zimbabwe, Tanzania, Nigeria and 

Ethiopia revealed that only few women could identify irregular vaginal bleeding and 

foul vaginal discharges, pain during and after sexual intercourse and back pain as the 

symptoms of cervical cancer. However, only a few women could mention that vaginal 

bleeding, vaginal foul-smelling discharges, and back aches are associated with cervical 

cancer (Makurirofa et al., 2019; Chaka et al. 2018; Mabelele et al., 2018; Bansal et al., 

2015; Kei et al., 2016). These revelations demonstrate that an absence of adequate 

knowledge on the signs and symptoms of cervical cancer will result in most women’s 

non-attendance of screening services. Therefore, women’s knowledge should be 

assessed for educational programmes that will empower women with the knowledge 
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on the signs and symptoms of cervical cancer and thus resulting in women’s 

development of positive attitudes towards cervical screening uptake.  

• 2.4.1.5 The sources of information on cervical cancer 

Access to information on cervical cancer is the corner stone for the success of the 

preventive programme. Appropriate sources of information on cervical cancer include 

health care providers, friends and relatives of the affected and media such as radio and 

television. As a result, the findings of studies conducted in Uganda, the Democratic 

Republic of Congo (DRC), South Africa, Zimbabwe and Ethiopia indicate that health 

care workers and media, mainly the radio and television, are the sources of information 

about cervical cancer in that order of magnitude (Ndjejjo et al., 2016; Ramathuba et 

al., 2016). Interaction with friends also provides an opportunity for information about 

cervical cancer (Abudukadeer et al., 2015). 

Namibia has a high literacy rate of about 91.53. The adult literacy rate is the percentage 

of people aged 15 and above who can both read and write with understanding a short 

simple statement about their daily lives. The healthcare workers and printed media 

remain significant in the transmission of information to the public. Therefore, there is 

an opportunity to transmit information on cervical cancer to women of reproductive 

age for prevention purposes through printed and electronic media 

(https://www.macrotrends.net/countries/NAM/namibia/literacy-rate'>Namibia 

Literacy Rate 1991-2021</a>. www.macrotrends.net. Retrieved 2021-01-25). 
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2.4.2 Knowledge regarding the screening for cervical cancer 

The level of women’s knowledge on the whereabouts of cervical cancer screening 

services and the rationale for screening are some of the determining factors for 

women’s uptake of screening. These factors are discussed below. 

• 2.4.2.1 Availability of cervical cancer screening services 

Information on the availability of cervical screening services and healthcare facilities 

that provide the services is crucial to the success of prevention services. Studies 

conducted in Zimbabwe, Uganda and Ghana reveal that a majority of women did not 

know of the healthcare facilities that offer cervical screening services for cervical 

cancer in the area. As a result, women did not attend screening services because of 

lack of knowledge on the availability of screening services (Kei et al., 2016; Ndejjo 

eta al., 2016; Ebu et al., 2015). A study conducted in Ghana focusing on the 

knowledge, practices and barriers revealed that women did not attend screening 

sessions because of lack of knowledge on the availability of the said screening services 

(Ebu et al., 2015). This is unlike in developed countries, specifically Kuwait and Saudi 

Arabia, where over half of the women had adequate knowledge and easy accessibility 

of cervical screening services (Alsbeih, 2014). Women in Africa, including those form 

Namibia, are less informed on the availability of screening services for cervical cancer 

and they cannot access screening services with convenience. Hence, the present study 

assessed knowledge about the availability and access of screening services by women 

of reproductive age in the Otjozondjupa region of Namibia. 
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• 2.4.2.2 Indications for cervical cancer screening 

One of the indicators of the need for screening services for cervical cancer is a 

perceived susceptibility to cervical cancer by the women of reproductive age. 

Perceived susceptibility determines the women’s intention and decision to seek 

screening services for cervical cancer (Glanz et al., 2015). By implication, the women 

who perceive themselves of being at risk of cervical cancer are more inclined to attend 

cervical screening services. Glanz et al., (2015) argue that the perceived risk of a 

disease is the main determinant for people to take the recommended preventive 

behaviour.  Thus, women who perceive themselves as at risk are likely to accept 

cervical screening compared to women who do not perceive themselves as being at 

risk.   

Nonetheless, the findings of studies in Kenya, Democratic Republic of Congo, and 

Bahrain, reveal on the contrary, that while a significant number of women perceived 

themselves as being at risk of cervical cancer, only a few had been screened (Jassim 

et al., 2018; Touch & Oh, 2018; Bansal et al., 2015). A low perceived risk of cervical 

cancer is likely to be associated with a low uptake of cervical screening. These findings 

call for healthcare workers to sensitise women of reproductive age about their 

(women’s) susceptibility to cervical cancer through the dissemination of information 

on cervical cancer as this may result in the utilisation of screening services among the 

target population. Similarly, women in Kuwait and India perceived themselves as 

being at less risk for cervical cancer because of an absence of symptoms and therefore 

they did not attend screening services (Bansal et al., 2015).  



 

55 

 

The above reviewed scenarios may apply to the women of reproductive age in the 

Otjozondjupa region of Namibia. Hence, the current study sought to assess women’s 

intention to undergo cervical screening for cervical cancer prevention and treatment. 

2.4.3 Knowledge regarding the treatment of cervical cancer 

Women’s knowledge about the types of cervical cancer treatment is very important as 

it instils hope in the alleviation of symptoms and the cure of cervical cancer. 

• 2.4.3.1 Types of treatment for cervical cancer (pre-cancerous lesions and 

invasive cancer) 

The purpose of treating pre-cancerous lesions is to destroy the affected cells before they 

turn into carcinoma.  The treatment for pre-cancerous lesions includes cryotherapy, 

which is offered at the point of care where cervical screening is conducted; while the 

treatment for invasive cancer includes surgery for the excision of the cancerous tissues, 

radiation of cancer cells and chemotherapy or systematic anticancer therapies (WHO, 

2018). However, the treatment of cervical cancer depends on the size of the detected 

lesions (tumour) and how far it has spread. Also, a woman’s desire to have children in 

the future also plays an important role in deciding the type of treatment (WHO, 2020). 

Thus, women’s knowledge of the types of treatment for cervical cancer may serve as 

a motivation to undergo screening for cervical cancer for prevention and treatment 

purposes. 

In this regard, the findings of the KAP studies conducted in Tanzania and Zambia both 

revealed that the majority of both nations’ women knew of surgery and radiation as 

the methods for treating cervical cancer (Mwanahamuntu et al., 2017; Mabelele et al., 

2018). In Namibia, patients who are diagnosed with cervical cancer are treated with 
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either of the treatment (MoHSS, 2018). Therefore, the current study aimed at assessing 

the knowledge of treatment options for cervical cancer by the women of reproductive 

age in the Otjozondjupa region. The knowledge of available treatment options instils 

hope and influences an intention for screening for the prevention and treatment of 

cervical cancer.   

2.4.4 Attitude regarding screening, prevention and treatment of cervical cancer 

Attitude is the main determinant factor among women to decide whether to attend 

cervical cancer prevention services or not. Attitude determines the intention to seek 

health services. The implication is that women with a positive attitude are likely to 

seek screening services, while women with a negative attitude towards screening for 

cancer are less likely to do so. Globally, research has proven that women’s attitudes 

towards screening are influenced by cultural beliefs that women do not attend cervical 

screening services because of their preference for a female doctor/nurse service 

provider. Some women declined screening because they are single and, thus they did 

not see the need for screening (Sterwart & Wild, 2014; Bansal et al., 2015; Gamara et 

al., 2015; Twinomujuni et al., 2015; Al Khudairi et al., 2017; Aweke et al., 2017; 

Jassim et al., 2018; Mabelele et al., 2018). In contrast, a few studies that were 

conducted in Kenya and Malawi focusing on acceptability and preferences indicate 

that women were comfortable with male healthcare providers as these also assist them 

during childbirth (Carvalho, 2016; Sudenga et al., 2013). Therefore, these challenges 

can be addressed through carrying out educational activities that emphasise that all 

health care providers are trained so as to uphold ethical principles during service 

delivery. However, the rights of women should be respected as a way to ensure that 
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the programme’s objective, which is to increase the uptake of cervical screening, is 

attained.  

Equally so, attitudes of health care workers towards women seeking cervical cancer 

screening influence the women’s intention and decision to seek screening for cervical 

cancer. The findings of a systematic review on the barriers to the utilisation of cervical 

cancer screening in SSA report that a negative attitude of healthcare workers, 

especially nurses, towards women seeking cervical cancer screening creates a barrier 

towards the utilisation of cervical cancer screening. In this regard, participants echoed 

that negative attitude of health care workers, characterised by rudeness towards clients, 

prevent women from taking screening services for cervical cancer (Makurirofa et al., 

2019; Jassim et al., 2018; Lim & Ojo, 2017; Ramathuba et al., 2016). There is a need 

to educate health care providers on the need to uphold ethical principles during service 

delivery related to cervical screening for cancer prevention and control.  

Women’s attitude towards cervical cancer screening is also determined by socio-

economic factors such as cost-related challenges and lack of support from their 

partners. A study conducted in the Kingdom of Bahrain reports that the majority of 

women are supported by their spouses to attend screening services (Jassim et al., 

2018). In contrast, studies in the SSA revealed that various women could not attend 

cervical screening due to financial constraints and a lack of support from their partners 

(Lim & Ojo, 2017). This implies that men should be provided with health education 

about the importance of cervical screening, hence the significance of their role in 

providing financial support to their partners in order to participate in health promotion 

activities such as screening for cervical cancer. 
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Fear of the outcome influences the women’s attitude to uptake screening services for 

cervical cancer in a negative way. The KAP studies conducted in Kenya revealed that 

women did not attend the screening and preventive services because of fear of pain 

and embarrassment, and they were also shy to be screened by male healthcare 

providers as well as being afraid of the test results (Makurirofa et al., 2019; Jassim et 

al., 2018; Ramathuba et al., 2016; Kei, et al., 2016, Sudenga et al., 2016).  

In addition, a different but similar KAP study conducted in Kenya reported that the 

majority of women perceived cervical cancer as a serious disease, which is a cue to 

positive health seeking behaviour (Morema et al., 2014). Glanz et al. (2008) argue that 

perceived severity and susceptibility to the disease motivate the urge for seeking 

services such as cervical screening. Therefore, women who perceive cervical cancer 

as a serious disease have a high chance of uptake of cervical screening services. 

2.4.5 Practices of women regarding cervical cancer  

Cervical cancer screening is highly recommended by the WHO (2018) as it prevents 

invasive cervical cancer (ICC). However, cervical cancer screening uptake has been 

reportedly low in developing countries in comparison to developed countries. The 

practice towards screening for cervical carcinoma is poor among women including 

those with knowledge of both the disease and the importance of screening (Ramathuba 

et al., 2016). The WHO (2014; 2018) reports that opportunistic cervical screening is 

the practice and as a result, many women present with late stage of the disease.  

The majority of women in developed countries are screened for cervical cancer as 

compared to those from developing countries. The findings of the KAP study 

conducted in England reveal that women attended regular Pap smear screening tests at 
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the interval of every 3 to 5 years (Wong, Wong, Low, Khoo & Shuib, 2009 as cited in 

Kei et al., 2016). In contrast, a study conducted in Asia and Africa revealed different 

sentiments because a majority of women did not attend regular Pap smear tests due to 

a lack of knowledge and inadequate financial support (Sudanga et al., 2013).  Another 

study conducted in Nepal shares the same sentiment as the researchers noted that a few 

women participated in Pap smear screening (Ranabhat et al., 2014). Moreover, in 

India, the uptake of cervical screening (Pap smear test) is much lower than in Nepal 

(Bansal et al., 2015), although it is high compared to the coverage in Ethiopia 

(Ranabhat et al., 2014; Chaka et al., 2018).  

A KAP study conducted in South Africa and Uganda revealed that women in both 

countries were found to have adequate knowledge of cervical cancer, but the uptake 

of cervical screening was very low (Ndejjo et al., 2016). In spite of knowledge of 

cervical screening and the availability of screening services in South Africa, the 

majority of women from higher social and educational backgrounds did not undergo 

cervical screening (Ramathuba et al., 2016).  These findings indicate that knowledge 

of the disease and services alone may not lead to the constitution of an attitude that 

would result in the practising of the recommended behaviour. Therefore, there is a 

need to educate women about the dangers of cervical cancer, the increased perceived 

risk of cervical cancer and the benefits of early detection using a Pap smear test or VIA 

in order to ensure access to treatment at an early stage.  

However, a similar KAP study conducted in the Isiolo and Tharaka Nithi counties in 

Kenya revealed different observations in that a significant number of women were 

noted as having undergone cervical screening (Gatumo et al., 2018). In the midst of 

this, a favourable finding of a relevant study is that a highly significant number 
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reported willingness to attend a health education programme for cervical cancer. This 

implies that if women gain knowledge on the benefits of early detection and curability 

of cervical cancer, individuals may be willing to uptake the screening test.  

Studies conducted in other parts of the SSA have also reported low rates of cervical 

screening uptake ranging from 6% to 21% respectively (WHO, 2013; WHO, 2017). 

Low screening coverage rates in developing countries could be attributed to the general 

poor access to healthcare facilities and inadequate screening services. Thus, improved 

access to health care increased screening and treatment at healthcare facilities, and the 

dissemination of information to address negative attitudes around cervical cancer 

screening are crucial components to increase women’s uptake of an effective cervical 

cancer prevention programme.  

Studies have revealed that the uptake of cervical screening is high among women who 

have formal employment, thus income is deemed a motivating factor (Morema et al., 

2014; Bansal et al., 2015). This can be attributed to the fact that improved financial 

security motivates women to participate in cervical cancer screening and other 

reproductive health care services.  

A systematic review of cervical cancer prevention and treatment in Africa revealed 

that the reasons for low cervical cancer screening uptake among women in the SSA 

are relatively similar. Women throughout the continent reported that they did not 

attend screening due to lack of knowledge, psycho-social and cultural beliefs such as 

fear of the screening procedure and a negative outcome, low level of awareness, 

embarrassment, possible violation of privacy, lack of spousal support, societal 

stigmatisation, and financial and health service factors such as distance to the facility 
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versus cost, facility navigation, waiting time and healthcare workers’ attitudes 

(Finocchario-Kessler et al., 2016; Lim & Ojo, 2017). On the contrary, a similar KAP 

study conducted in Addis Ababa, Ethiopia, revealed that participants disagreed that 

the cervical cancer screening test took up too much time, was embarrassing, painful or 

that health care providers were rude (Chaka et al., 2018). This positive sentiment is a 

motivating factor to encourage women to uptake cervical screening for early detection 

and better treatment outcomes. However, the practice of women of reproductive age 

in Namibia regarding cervical cancer screening is not known, hence the current study 

to assess the practices of women of reproductive age regarding cervical cancer 

screening, prevention, and treatment. 

2.5 RISK FACTORS FOR CERVICAL CANCER  

Literature indicates that several factors are responsible for cervical cancer. These 

include a family history of cervical cancer, infection with the Human Papiloma Virus 

(HPV), HIV infection, cigarette smoking, hormonal contraceptives, multiple sexual 

partners, early sexual debut, and higher parity. Although the exact cause of cervical 

cancer is not known, certain factors appear to increase the chances of cervical cancer 

development in a woman’s lifetime, although not all women exposed to the risk factors 

develop cancer (Kashyap et al., 2019). According to the American Cancer Society 

(ACS) (2019), various types of risk factors cause cervical cancer. These known risk 

factors for cervical cancer are outlined below. 

2.5.1 Family history of cervical cancer 

The literature review reveals that genetic susceptibility could play a role in the 

aetiology of cervical cancer in the family lineage with inherited conditions that make 
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some women to be less able to fight off HPV infections than others. Subsequently, the 

literature claims that a woman whose mother or sister had cervical cancer has a 2 to 3 

times risk of acquiring cervical cancer (Moore & Driver, 2014; WHO, 2014; 

Momenimovahed & Salehiniya, 2017). 

2.5.2 Human Papilloma Virus (HPV) as a risk factor for cervical cancer 

Literature indicates that the most important risk factor for cervical cancer is HPV, 

which is transmitted sexually. It should be noted that not everyone who has HPV 

develops cancer. In fact, potential infection with HPV may clear on its own over the 

years before it causes cervical cancer. Currently, there is no cure for HPV infection, 

apart from managing the lesions or growths caused by them (WHO, 2014; ACS, 2019). 

Epidemiological evidence clearly indicates that high-risk HPV 16 and 18 are the 

principal causes of ICC and cervical intraepithelial neoplasia (CIN) (WHO, 2013; 

2018). As a result, women with a high risk of HPV infection have a 33-fold increased 

risk of cervical neoplasm compared to HPV negative women (Khan et al., 2015). The 

WHO (2013) recommends the vaccination for girls of 9 -13 years against HPV before 

they engage in sexual conduct. Equally, women of reproductive age in the 

Otjozondjupa region (context of the current study) should have knowledge that HPV 

infection can cause cervical cancer and that vaccination against HPV prevents cervical 

cancer. 

2.5.3 Human immunodeficiency virus (HIV) 

The studies on the relationship between HIV and cervical cancer reveal that there is a 

higher rate of persistent HPV infection with multiple oncogene viruses in women 

infected with HIV (Momenimovahed & Salehiniya, 2017). The risk of developing an 
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infection from high-risk HPV types 16 and 18 is higher in women with HIV infection.  

Studies confirm that HIV positive women with pathologies of the cervix are quickly 

progressing into invasive cancer compared to HIV negative women (Health Systems 

Trust, 2014; Franceschi & Jaffe, 2017). Therefore, the WHO (2014) recommends 

annual cervical screening to all women who are HIV positive as a way to maximise 

the opportunity for the prevention of invasive cervical cancer. Subsequently, in 

Namibia, it is recommended that women who are HIV positive should be screened 

annually while those who are HIV negative should receive routine screening for 

cervical cancer every third year (The National Cervical Cancer Prevention Guidelines, 

2018).  

2.5.4 Cigarette and tobacco smoking, parity and the use of hormonal contraceptives  

Literature indicates that smoking is one of the most important risk factors for 

squamous cell carcinoma of the cervix (Momenimovahed & Salehiniya, 2017, Brinton, 

2012). Smoking can increase the risk of cervical neoplasia through its local induction 

of immune suppression by tobacco metabolites. Chemicals in cigarettes such as 

nicotine and carcinogens and their metabolites, cause damage to the DNA in squamous 

cells of the cervix, thus leading to cervical cancer (Momenimovahed & Salehiniya, 

2017; Kei et al., 2016; Roura et al., 2016). In South Africa, smoking among women 

contributed to 7.7% of cervical cancer (WHO/ICO Information Centre of HPV and 

Cervical Cancer, 2019). Namibia is known to have a prevalence of tobacco smoking 

among women across all 14 regions (Zhifei et al., 2019; NDHS, 2013) and this 

phenomenon puts women of reproductive age at risk of cervical cancer. Thus, there is 

a need to assess the knowledge about the relationship between cigarette smoking and 

cervical cancer among women of reproductive age.  
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Furthermore, recent studies indicate that the risk of cervical cancer doubled in women 

who use hormonal contraceptives for longer than five years and that the risk returned 

to normal ten years after they stopped using oral contraceptives (Momenimovahed & 

Salehiniya, 2017; Roura et al., 2016). A study conducted in Namibia on the risk factors 

for cervical cancer revealed that oral contraceptive hormonal use is a risk factor among 

women of reproductive age (Kakehongo, 2018).  

Naturally, oestrogen and progesterone stimulate the development and growth of some 

cancers, including cervical cancer, through the receptors of these hormones. The 

synthetic versions of these female hormones contained in oral pills can cause 

hyperplasia of the cervix and thus, potentially increase the risk of cervical cancer. In 

addition, oral contraceptives might increase the risk of cervical cancer by changing the 

susceptibility of cervical cells to persistent infections with high-risk HPV types 16 and 

18 (National Cancer Institute at the National Institute of Health, 2018). Therefore, 

educational programmes on cervical cancer should emphasise the disadvantages of 

prolonged usage of oral contraceptives for birth control for over five years. It is 

important for women of reproductive age to have knowledge regarding the advantages 

and disadvantages of birth control pills in relation to cervical cancer and encourage the 

use of hormonal contraceptives as a safe alternative method of family planning. 

Condom usage is also an alternative method that prevents different sexually 

transmitted infections which may cause cervical cancer.  

Parity is also associated with cervical cancer. Women who have had many full-term 

pregnancies have an increased risk of developing cervical cancer. It is established that 

the immune system of pregnant women might be weaker, thereby allowing for HPV 

infection and cancer growth (Kashyap et al., 2019; Momenimovahed & Salehiniya, 

https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000046076&version=Patient&language=English
https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000045158&version=Patient&language=English
https://www.cancer.gov/Common/PopUps/popDefinition.aspx?id=CDR0000753083&version=Patient&language=English
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2017; Moore & Driver, 2014). Therefore, this phenomenon may apply to women of 

reproductive age in the Otjozondjupa region for the current study.  

The next sections consider the challenges/barriers that affect the participation of 

women in cervical screening for the prevention and treatment of cervical cancer. 

2.6 CHALLENGES/BARRIERS THAT AFFECT THE PARTICIPATION OF 

WOMEN IN CERVICAL CANCER PREVENTIVE INTERVENTIONS 

There are some challenges or barriers that affect women’s participation in cervical 

cancer screening, prevention, and treatment programmes. The challenges are at 

individual, community and institutional levels and they are described below. 

2.6.1 Individual level challenges/barriers 

Inadequate knowledge and lack of awareness are barriers to cervical cancer prevention. 

Some studies conducted in Ghana and Malawi revealed that women could not undergo 

cervical screening due to low levels of knowledge about the availability of cervical 

screening services and where to get them, the fear of a positive test outcome as a death 

sentence, the fear of the screening procedure and fear of the unknown, low level of 

income, fear of being seen as having had sexual affairs with other men and shyness 

especially when the procedure was performed by a male health care provider (Kei et 

al., 2016; Lim & Ojo, 2017; Binka et al., 2019). These studies’ results indicate that 

women could not undergo cervical screening because of the social stigma for fear of 

being seen as having been diagnosed with cervical cancer, hence being dropped by 

their partners. This social stigma needs to be addressed through community based 

cervical cancer screening educational s about the dangers of cervical cancer, hence the 

need for cervical screening for earlier treatment and better treatment outcomes.  
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However, similar studies conducted in Malawi and Botswana revealed different 

sentiments in that a significant number of women desired to know the truth about their 

health status as they perceived vaginal examination as the right procedure to determine 

the health status of the sexual organ, which would allow them access to early treatment 

if diagnosed with cervical cancer (Calvahlo, 2016; Major et al., 2018). These results 

are encouraging in that woman need to understand the health benefits regarding 

cervical screening for earlier detection of pre-cancerous lesions, which would allow 

them access to early treatment for better outcomes.  

2.6.2 Institutional-level challenges/barriers  

Various health system settings are faced with serious barriers to cervical cancer 

prevention programmes. The unavailability of screening services remains a major 

barrier to women in their attempts to access screening. Some studies conducted in 

Zimbabwe, Ethiopia, Botswana, Malawi and Mozambique revealed that women did 

not attend cervical screening because they did not know the whereabouts of the 

screening services in the area and that healthcare facilities were overwhelmed by the 

clients, thus the health care workers struggled to manage the clients and this resulted 

in delays and long waiting hours (Maseko et al., 2015; Msyamboza et al., 2016; Major 

et al., 2018; Chaka et al., 2018; Makurirofa et al., 2019). The location of health care 

services is an important determinant factor for women’s participation especially those 

residing in communities where there is minimal access to health care.  Efforts must be 

made to increase awareness about the availability of screening services, and health 

facilities should be equipped with the necessary medical instruments and adequately 

trained health care workers so that women can get screening services at any level of 

care.  
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A study conducted in Ghana revealed that women did not undergo cervical screening 

because of factors that included concerns with their privacy when seeking healthcare 

services, issues related to confidentiality, the healthcare provider’s unfriendly attitudes 

towards clients during screening, and treatment, and perceived misdiagnosis of health 

conditions by health personnel (Binka et al., 2019). Similar findings were reported in 

studies conducted in Mozambique and Iran (Moon et al., 2012). Furthermore, the 

findings from a similar study conducted in Malawi revealed that the majority of 

women could not take up screening because they faced difficulties in securing 

transport to health care facilities and an inability to afford transport costs (Calvahlo, 

2016; Pittalis et al., 2020). Thus, policy interventions are needed to ensure that 

preventive healthcare services are brought to the people, especially the at-risk 

population, through mobile services and engaging non-governmental organisational 

services that are active in the community.  

Studies on barriers to cervical cancer screening and treatment conducted in Malawi, 

Kenya and Mozambique revealed that the majority of women who tested VIA positive 

and were eligible for cryotherapy could not be treated because health care centres were 

out of stock of gas, faulty or broken cryotherapy machines, and/or an absence of 

cryotherapy in the whole district. More importantly, treatment facilities were only 

available at the district health facilities and national referral centres, thus the majority 

of women could not afford transport costs to access the services (Moon et al., 2012; 

Khozaim et al., 2014; Msyamboza et al., 2016). This undermined the purpose of the 

“screen and treat” approach using VIA as the method of screening. As a result, women 

are still subjected to multiple visits that require financial security. Thus, VIA is the 

only preferred choice for cervical screening so as to avoid multiple visits and delays 
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with regards to the initiation of treatment for positive pre-cancerous lesions. This 

process can improve the lives of women diagnosed with pre-cancerous lesions because 

it halts the disease before it turns into invasive cancer.  

2.6.3 Community-level challenges/barriers 

Community-level barriers are based on sociocultural factors such as stigma. Women 

who did not go for cervical cancer screening cited that once diagnosed with cervical 

cancer, the community would perceive them as being unfaithful to their partners (fear 

of stigma) (Binka et al., 2019; Pittalis et al., 2020). The authors further report that some 

patients/clients had to resort to traditional medicine to relieve pain while others went 

for divine intervention at church healing centres rather than going for cervical 

screening and that woman had to first obtain their husbands/male partners’ approval 

before going for cervical screening (Binka et al., 2019). Therefore, their attendance to 

cervical screening services is more likely determined by the approval of their partners 

and their willingness to support them financially. This practice indicates a lack of 

awareness and health information dissemination in the communities on the availability 

of cervical cancer screening programmes and the benefits of early detection for better 

treatment outcomes. According to Major et al. (2018), some religions do not permit 

women to attend the screening, claiming that pastors have healed all the illnesses in 

their bodies. Public educational efforts should thus target religious leaders of different 

denominations in order to dispel the myths regarding the prevention of cervical cancer 

by faith only.  

2.6.4 Policy-level challenges/barriers  

Government policies and guidelines play a major role in the facilitation of cervical 

screening service delivery. Some studies conducted in Florida, USA, Ghana and 
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Malawi reveal that women in remote rural areas could not attend cervical screening 

due to the costs that are incurred to reach the centres for screening (Ebu et al., 2015; 

Msyamboza et al., 2016; IARC, 2019). Governments’ policies should make preventive 

programmes free of charge and easily available in all health care facilities for women 

to access them conveniently. In Namibia, preventive programmes are offered free of 

charge to all eligible clients, including cervical cancer screening programmes for the 

prevention and treatment of cervical cancer. However, cervical screening services 

(VIA) should be made available at all levels of care, including clinics and health 

centres in all regions of the country. This would require adequately trained healthcare 

workers, as well as improved facilities and equipment. 

2.6 SUMMARY 

This chapter presented a review of literature about the knowledge, attitudes, and 

practices regarding the screening, prevention, and treatment of cervical cancer among 

women of reproductive age. The chapter presented the global impacts, incidences and 

overview of screening approaches and practices, the risk factors of cervical cancer, 

preventive methods, challenges, and barriers of cervical cancer. Since it is well 

established that satisfaction is a predictor of compliance (uptake of cervical cancer), it 

is important to examine ways of increasing women’s satisfaction with cervical cancer 

screening, prevention, and treatment service provision. 
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CHAPTER THREE 

 RESEARCH DESIGN AND METHODS  

3.1 INTRODUCTION  

The previous chapter presented a review of the literature and other studies related to 

this study. This chapter presents the research approach, design and methods used in 

the development of an educational programme to facilitate the improvement of 

knowledge, attitudes, and practices on screening, prevention, and treatment of cervical 

cancer in the Otjozondjupa region. The chapter also discusses the study population, 

sample and sampling technique, research instruments, procedures used to gather data 

and also the analysis as well as ethical considerations. 

3.2 RESEARCH DESIGN  

A research design is an overall plan for gathering data in a research study. A research 

design can also be described as a systematic approach that a researcher uses to conduct 

a scientific study (Mouton, 2014).  It provides the logical structure that guides the 

researcher to address a research problem and find answers to research questions 

(Creswell, 2014). In the present study, the researcher applied the quantitative approach 

with a descriptive research design to address the aim and specific objectives of the 

study. A quantitative approach is a formal, objective, and systematic process for 

obtaining quantifiable information about the variables of a study. It seeks to identify, 

measure, and evaluate phenomena and provide rationale explanations for them with 

the belief that the study of human behaviour or social phenomenon should be 

conducted in the same way as studies conducted in the natural or physical sciences 

(Onwubere & Esiri, 2012; Kobus, 2014). The researcher opted for the quantitative 
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approach because the results of the study need to be quantifiable, reliable, and able to 

examine cause-and-effect relationships, which would be attained when using a 

quantitative approach.  

The quantitative approach was also used to compare the consistency of responses as 

well as to make inferences about the selected sample. The use of the quantitative 

approach enabled the researcher to determine the association between variables as well 

as where the association exists, with a significance of < p-value 0.05. The results are 

presented in a numerical form and quantified, hence the use of statistics to analyse the 

collected data.  

3.2.1 Descriptive design 

A descriptive study design attempts to describe a situation, problem, phenomenon, 

service, or programme in a systematic way, and it provides information and describes 

attitudes towards an issue as it exists at the present. Descriptive research provides an 

accurate account of the characteristics of particular individuals, situations, or groups 

as they exist at present (Grove et al., 2015; Kothari & Garg, 2015). In this study, the 

researcher was able to describe the knowledge, attitudes, and practices regarding 

screening, prevention, and practices on cervical cancer among reproductive aged 

women in the Otjozondjupa region. Descriptive statistics were used to present discrete 

and categorical variables in the form of the mean, median and standard deviation. 

Finally, the researcher drew on the descriptive design to describe the relationships 

between the variables used in this study. A cross sectional survey design measures the 

phenomenon under study at a specific period (Des Vos et al., 2017). In this study, the 

researcher collected data between 3 July 2019 and 15 September 2019, to examine the 
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current knowledge, attitudes, and practices among reproductive aged women on the 

screening, prevention, and practices of cervical cancer.  

3.3 RESEARCH METHODS 

A research method informs readers about the plan or proposal to conduct the research, 

involving the designs and methods of data collection used in a study (Polit & Beck, 

2017; Creswell & Creswell, 2018).  

3.3.1 Phase 1 

Phase 1 of this study covered the situational analysis that assessed and determined 

the knowledge, attitudes, and practices among reproductive aged women to cervical 

screening, prevention, and treatment of cervical cancer in the Otjozondjupa region.  

• 3.3.1.1 Study population  

A study population is defined as an entire set of individuals in the universe who possess 

a specific common characteristic (Grove et al., 2015; Polit & Beck, 2017). It is a group 

of people which is the focus of the research study. The target population under study 

was all reproductive aged women (18 – 49 years) who sought medical care at health 

centres and clinics at the time of data collection. The total population comprised all 

reproductive aged women who are eligible and met the inclusion criteria. There were 

37 066 women of reproductive age in the Otjozondjupa region that were eligible for 

this study as illustrated in Table 3.1. Table 3.1 indicates the composition of the study 

population per district and the proportional distribution in each study area.  
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• 3.3.1.2 Sample of the study 

A sample is a subset of the population that is selected to represent the population 

(Grove et al., 2015; Creswell & Creswell, 2018). The aim of sampling is to get a 

selected set that is as representative as possible of the target population. A sample is a 

subset of the population. Individual units of a sample and population are called 

elements. Elements can be in any form such as humans and events. The researcher 

works with samples rather than the entire population. Representative samples have all 

the characteristics of the population. The sample is drawn from the population that the 

researcher can access at the time of the study. However, the results of the study are 

initially generalised to the accessible population rather than to the entire population in 

similar settings provided the sample was representative of the population (Grove et al., 

2015; Polit & Beck, 2017). In this study, the population is divided into four strata 

representing four districts in the Otjozondjupa region, which are Grootfontein, 10506 

(107); Okahandja, 7230 (76); Okakarara, 6117 (65) and Otjiwarongo, 13213 (133), 

and the sample was proportionally distributed for each stratum.  

A sample power calculation was done using the Rao software programme to determine 

the representative sample in this study. The calculation was made from the target 

population of 37 066 women of reproductive age, considering the 95% confidence 

interval and confidence limit of 0.05%. The calculated sample is n = 381 (Table 3.1 

below). 

The formula for proportional distribution of sample size per district population: 

= Population of the district/total population of all districts X calculated study sample 

size (381). This is indicated in Table 3.1. 
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3. Table 3.1 Population of women of reproductive age in Otjozondjupa region (as 

of 2016) 

District Population of women  Proportional sample size  

Grootfontein 10506 108  

Okahandja 7230 74 

Okakarara 6117 63 

Otjiwarongo 13213 136 

Region 37066 381 

Source: MoHSS, 2015/16 Annual report. 

• 3.3.1.3 Sampling method 

The sampling theory was developed to suggest ways of drawing “scientific” samples 

that are random and representative of the population and whose results can describe 

the population in general (Kobus, 2014). A sampling method is a procedure by which 

the sample of units is selected from the population to represent the study population 

(De Vos et al., 2017). In this study, the four districts in the Otjozondjupa region, 

namely Otjiwarongo, Okahandja, Okakarara, and Grootfontein were treated as strata. 

Stratified sampling is a probability sampling procedure in which the target population 

is first separated into mutually exclusive and homogeneous segments (strata), and then 

a proportional simple random sample is selected from each segment (stratum) 

(Creswell & Creswell, 2018). In this study, a probability, proportionate multistage 

stratified random sampling method was used. Stratified random sampling provides for 

the representation of a particular segment of the population. The districts were divided 

into four strata so that each element of the population would belong to a stratum (Table 

3.1). Stage 1: All four districts were included in the study as strata. Stage 2: All health 

centres (3) and clinics (15) were selected for the study. Stage 3: in each stratum, a 

simple random sampling technique was used to select the health centres and clinics. A 

total of three health centres and nine clinics were randomly selected and included in 
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the study. At each health facility a proportional, random selection of respondents was 

performed.  A total of 90 respondents were randomly selected from the health centres 

and a total of 291 respondents were randomly selected from the clinics, all that 

summed up to a total of 394 respondents (Table 1.1 Page; Table 3.1 Page 74). 

Inclusion criteria: All women who met the following criteria were included in the 

study: Being a female aged 18 - 49 years, in search of healthcare services of any kind 

at the selected site, able to participate in the study (measurement scales that measure 

specific constructs such as verbal, social, behaviour, physical appearance), and be from 

the catchment area of the site under study and be willing to participate in the study 

voluntarily (Jensen, 1998).   

Exclusion criteria: All women of reproductive age who were physically and mentally 

challenged, for example, mentally retarded clients, psychiatric patients, girls under 18 

years of age, women aged 50 years and above and women residing outside the 

catchment area under study. Women aged 50 years and above were left out as per the 

MoHSS targeted women for cervical cancer screening (The Namibia Cervical Cancer 

Prevention and Treatment Guidelines, 2018).  

• 3.3.1.4 Instrument of data collection 

Research instruments are devices that are used to collect data. These can be in the form 

of a questionnaire, a test, and an observation schedule. It is also considered to be an 

objective way of collecting information. The collection of data is a vital component in 

the production of useful data for analysis. It involves designing or choosing specific 

techniques to be used in data collection (Grove et al., 2015; Creswell, 2018). The 

authors further state that a questionnaire is a form containing a set of questions, 
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especially one addressed to a statistically significant number of subjects as a way of 

collecting information from a survey. Questionnaire based data collection is thus a 

technique that is used for the collecting of information about the characteristic 

behaviours and attitudes of a population by administering a standardised questionnaire 

to a sample of individuals (Kothari, 2016). 

Administering a questionnaire is a quick and practical way of collecting data which 

enables researchers to collect information from many people in a relatively cost-

effective way (Kothari & Garg, 2015). In this study, a self-administered and researcher 

administered questionnaire was used. The researcher adapted a questionnaire from the 

literature, and this was reviewed by experts and used as a tool for quantitative data 

collection from the reproductive aged women on the knowledge, attitudes, and 

practices regarding cervical screening, as well as the prevention and treatment of 

cervical cancer. Furthermore, the content of the questionnaire was also based on the 

information from the related reviewed literature. The use of a questionnaire as a data 

collection tool has multiple advantages for the researcher. In this study, the 

questionnaire helped the researcher to maintain objectivity and avoid intrusive bias 

and personal influences throughout the process of data collection. It also assisted the 

researcher to collect the desired amounts of information in a reasonable period and in 

a relatively cost-effective way. However, a questionnaire gives a biased sample. The 

matter of non-response and/or missing data is always a big question mark and this was 

reported on. 

The questionnaire contained various sections and they are described as follows:  

Section A presented data on the following variables: age of the respondents, marital 

status, educational level, employment status, home language, length of stay in the area 
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and number of pregnancies. Section B presented the study variables on women’s 

knowledge regarding the screening, prevention, and treatment of cervical cancer. 

Section C presented the study variables on the attitude of women regarding the 

screening, prevention, and treatment of cervical cancer and Section D presented the 

study variables on the practices of women regarding the screening, prevention, and 

treatment of cervical cancer. The questionnaire was divided into the following sub-

sections as described in Table: 3.2. 

4. Table 3.2 Sections in the study questionnaire 

Section A: Demographic 

data 

Presentation of study results focusing on the 

demographic data of respondents, and they are as 

follows: 

• Age  

• Marital status 

• Educational level  

• Employment status  

• Home language 

• Length of stay in the areas  

• Number of pregnancies 

Section B: Knowledge 

regarding screening, 

prevention, and treatment 

of CC 

This section presents study variables focusing on 

knowledge regarding the screening, prevention, and 

treatment of CC. The section is divided into sub-

sections, and these are outlined below. 

 

 Sub-section 1: General knowledge regarding the 

prevention of CC focusing on the following variables: 

• Prevention measures for CC 

• Types of CC 

• Symptoms of CC   

• Sources of information on CC 

 

Sub-section 2: Knowledge regarding the screening of 

CC focusing on the following variables: 

• Availability of CC screening services 

• Indications of cervical cancer screening 

 

Sub-section 3: Knowledge regarding the treatment of 

CC focusing on the following variables: 

• Types of CC treatment 
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Section C: Attitude 

regarding the screening, 

prevention and treatment 

of CC 

This section presents study variables focusing on the 

attitude as outlined below: 

• Psycho-social influences on the prevention of 

CC 

• Psycho-social influences on screening 

• Cultural beliefs on screening of CC 

• Factors that influence CC screening 

• Willingness to be screened for CC (Pap smear 

test) 

• Economic factors that influence CC screening 

uptake 

• Attitude regarding screening and chances of 

recovery when CC is detected early 

Section D: Practices 

regarding the screening, 

prevention, and treatment 

of CC 

This section presents study variables focusing on the 

practices outlined below: 

5. Practices regarding the prevention of CC 

• HPV vaccination for CC prevention 

• Smoking tobacco products 

• Having a steady sexual partner 

• Usage of oral contraceptives > 5years 

• Frequencies of oral contraceptives 

2. Practices regarding the screening of CC 

• Uptake of CC screening (Pap smear test) 

 

3. Practices regarding the treatment of CC:  

• Curability of CC 

 

Most of the questions used in the questionnaire were closed-ended questions, which 

enabled the researcher to compare responses to each item used in the variables. A few 

questions had fixed responses of yes or no, while most questions were closed ended 

with Likert scale ratings of 1: Strongly agree, 2: Agree, 3: Neutral, 4: Disagree, 5: 

Strongly disagree and 6: Do Not Know indicated in the columns. A Likert scale 

measures an ordinal variable with response options: “Strongly agree,” “Agree,” 

‘Neutral,” “Disagree,” and “Strongly disagree”. The scale assigns a numerical value 

to the intensity or neutrality of emotion about the specific statement or topic and then 

attempts to standardise these response categories to provide an interpretation of the 

relative intensity of items on the scale (Kothari & Garg, 2015; Polit & Beck 2017).  
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The questionnaire, as a research data collection instrument, was used for the following 

reasons: to ensure that anonymity is maintained because subjects’ names are not 

required on the data collection tool; the collection of information from many people in 

a relatively cost-effective way (rapidly), ensured anonymity and has greater validity. 

However, the questionnaire also has some disadvantages and one of the major 

limitations of the questionnaire is that it can only be utilised by those respondents who 

have a considerable amount of education. Moreover, it cannot be used on illiterate and 

semi-literate persons. It may also yield a poor response rate, incomplete entries, and 

illegibility of respondents’ handwriting (Kothari & Garg, 2015). 

• 3.3.1.5 Data collection  

The researcher obtained access to the research sites through the site managers. The 

respondents were accessed in the waiting area as they came for various services. The 

researcher explained the purpose and objectives of the study to the respondents in the 

waiting room at each site. The researcher introduced and explained the contents of the 

consent form to the respondents, emphasising their rights to participation and that 

participation is voluntary. The researcher also explained the rights of the respondents 

to withdraw from the study at any time without any punishment. The real names of the 

respondents were not used on the questionnaire, but a code was used instead, to ensure 

their anonymity in the study. The researcher explained to the respondents that the 

information being collected would not be shared with any other persons except the 

researcher, and that it would only be used for study purposes only. To ensure 

confidentiality in this study, all questionnaires were kept in the office of the researcher, 

in a locked cabinet and the researcher was the only person who had access to the 

records for the duration of the study. The purpose of addressing the issue of 
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confidentiality was to build up trusted the relationship between the researcher and the 

respondents, thus encouraging them to provide information freely. 

The researcher issued the consent form to each respondent at each site of data 

collection for signature. After the respondents had signed the consent form, the 

researcher then distributed the questionnaires to the respondents to answer the 

questions. The researcher requested the respondents to complete the questionnaires by 

answering all the questions and indicating their level of agreement with a statement 

using a close-ended 5 level Likert scale rating and yes or no to dichotomous questions.  

A room was arranged and used at each facility for the respondents who chose to 

participate voluntarily to complete the questionnaires. The questionnaire was designed 

as a self-administered and researcher administered one and the researcher was 

available in the room to answer or clarify any questions that could have come up from 

the respondents. The researcher had to conduct face to face interviews with 

respondents who could not read and write and the researcher-maintained objectivity 

during the data collection process. Kobus (2014) states that this is likely the result of 

inadequate or lack of cervical screening services for that face-to-face interview 

requires that the researcher or an interviewer asks the respondents questions that are 

contained in the questionnaire and the respondents are expected to respond by 

answering the questions. According to Maree (2016), a structured questionnaire 

enables the researchers and respondents to share the same theoretical frame of 

reference and interpret the words, phrases and concepts used in the same way. The 

researcher remained present throughout the process of data collection at the 

participating healthcare facilities. To ensure anonymity in the study, the researcher 
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prepared a box at each site and the respondents were requested to put the completed 

questionnaire in the box. 

Though the questionnaire was only prepared in English, the researcher is conversant 

with most local languages such as Oshiwambo, Herero and Afrikaans that are spoken 

at the study sites. The data collection process lasted for three months, starting from 3 

July 2019 and it ended on 15 September 2019. The researcher went through all the 

questionnaires administered each day and checked each one through for possible errors 

or incompleteness of information. It took 30 to 35 minutes to complete the 

questionnaire. The questionnaire was designed in such a way as to answer the first 

objective of the study [Page 16]. 

• 3.3.1.6 Piloting the data collection instrument 

According to Nangombe (2016) and Mouton (2014), pilot testing refers to a small-

scale version of a full-scale study that seeks to pre-test the appropriateness of a 

particular research instrument such as a questionnaire or interview guide. De Vos et 

al. (2017) explain further that the main purpose of pilot testing is to determine whether 

the methodology, sampling, instrument, and analysis methods are adequate and 

appropriate. It is therefore vital for the researcher to ensure that the language used in 

the questionnaire is clear and understandable, with the layout of the questionnaire 

being user-friendly and easy to read. In addition, the researcher measured the amount 

of time it would take to complete the questionnaire.  

This researcher pre-tested the questionnaire at one of the clinics in the study area, 

which was not included among the randomly selected study sites. The researcher 

explained the following to the respondents while in the waiting room at the site: the 
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purpose and objectives of the study, that participation in the study is voluntary and the 

participant’s right to withdraw from the study without any penalty. A consent form 

was explained, and it was also explained that one was expected to sign the form as an 

indication that the respondent agreed to voluntary participation. To ensure anonymity, 

the respondents were informed that their names were not needed to be indicated on the 

questionnaire and as such, codes were used instead. The researcher also explained that 

the data collected would be kept confidential in a locked cabinet in the researcher’s 

office and that only the researcher would have access to it. The questionnaires were 

then handed out to the volunteered respondents for them to complete. A total of 38 

respondents (10% of the study sample) at Okarundu clinic participated in the pilot 

testing. The purpose was to assess if there were any questionnaire design problems 

that could lead to the ambiguity of words, misinterpretation of questions, inability to 

answer a question and the time required to complete the questionnaire. The researcher 

then revised and modified the questionnaire according to the feedback and made the 

necessary adjustments. Areas that were modified included the focus on the age bracket, 

which initially included the 15 – 49 years that was modified to 18 – 49 years because 

18 years is the legal age to consent for participating in a research study. A 15- year-

old female would require parental consent to participate in the cervical cancer 

prevention programme, e.g., screening. The column “Do not Know” was included 

because there were some respondents in the pilot testing who indicated that they “do 

not know” in some of the questions. Sensitive questions such as “are you sexually 

active?” were rephrased since these had the potential to cause undue harm to the 

respondents. The researcher then reorganised the questionnaire which was used to 

collect data in the main study.  
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• 3.3.1.7 Validity and reliability of the instrument  

Validity is the degree to which a test measures what it is supposed to measure and 

consequently, permits appropriate interpretations of test scores. Validity also implies 

that the research measures the outcome it is intended to measure (Kothari, 2016). 

3.3.1.7.1 Validity 

(i) Internal validity is the extent to which the effects detected in the study are a 

true reflection of reality rather than the result of extraneous variables 

(Mouton, 2014; Grove et al., 2015). Different research books, research 

journals and articles, and different study questionnaires were reviewed to 

inform the development of this study’s data collection instrument, which 

increased internal validity (Touch & Oh, 2018; Creswell & Creswell, 2018; 

Makurirofa et al., 2019). 

(ii) External validity or generalisability is concerned with the extent to which the 

study findings can be generalised beyond the sample used in the study 

(Kobus, 2014; Grove et al., 2015). The study sample size in the study 

population was set at 95% confidence intervals or a confidence limit of 5%, 

thus it was a representative sample to draw conclusions from so as to 

generalise the study findings to the general population of the study. 

(iii) Content validity refers to an assessment of how well the research instrument 

represents all components of variables that are intended to be measured 

(Brink et al., 2018). This study measured the knowledge, attitudes, and 

practices of reproductive aged women to cervical screening, prevention, and 

treatment of cervical cancer. The researcher reviewed recent journal articles 
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and questionnaires related to cervical cancer, to identify important aspects 

that need to be included in the questionnaire to measure the phenomenon 

understudy ((WHO; Makurirofa et al., 2019). The questionnaire was 

reviewed by an expert in the oncology unit and then it was presented to the 

researcher’s academic supervisors to verify the content before data collection.  

(iv)  Face validity refers to the extent to which an instrument measures what it 

claims to measure based on face value (Creswell & Creswell, 2018). It 

ensures that the content is readable and clear to the reader. The study 

supervisors and an expert from the oncology department reviewed the 

questionnaire and they deemed the questionnaire to be valid purely at face 

value. 

(v) Construct validity 

Construct validity measures the relationship between an instrument and the 

related theory (Grove et al., 2015; Creswell & Creswell, 2018). It measures if 

the set of items used in the instruments faithfully represents the set of aspects 

of a theoretical construct and does not contain items which represent aspects 

not included in the theoretical construct. The researcher adopted the Meyer 

and Van Niekerk theory (2008) to measure women of reproductive age’s 

knowledge, attitudes and practice regarding the prevention, screening, and 

treatment of cervical cancer through situational analysis. 

3.3.1.7.2 Reliability  

Brink et al. (2018) depict reliability as the degree to which different methods or people 

would arrive at the same study results. Reliability is the extent to which results are 
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consistent over time and are an accurate representation of the total population under 

study. Reliability is influenced mostly by random errors such as inaccurate coding 

being detected and eliminated through pre-testing the instrument and this is done when 

the instrument is being drafted (Pandey & Pandey, 2015). In this study, a pilot study 

was conducted to test and correct the ambiguity of questions to determine the 

consistency of the instrument. This pilot study ensured the reliability of the data 

collection tool. A Coefficient Cronbach’s alpha test was calculated to evaluate the 

internal consistency and reliability of the instrument. The results of Cronbach’s 

coefficient alpha test are illustrated in Table 3.3. 

6. Table 3.3 Reliability Scales 

Variable Number of Items Cronbach Alpha 

Knowledge questions   

General knowledge of 

Cervical Cancer 

10 .831 

Symptoms of Cervical 

Cancer 

12 .828 

Factors Associated with 

Cervical Cancer 

9 .854 

Prevention of Cervical 

Cancer 

15 .902 

Attitude questions   

Psych-social influences on 

Cervical Cancer 

9 .865 
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Cultural beliefs’ influence 

on Cervical Cancer 

5 .573 

Table 3.3 indicates the reliability scales (Cronbach’s coefficient alpha) test results.  

The Cronbach’s coefficient alpha is a test that is used to determine the reliability of 

items in a questionnaire. According to Cronbach (1951) and Cortina (1993), alpha 

estimates the degree of interrelatedness among a set of items and variance among the 

items with the widely advocated level of adequacy for coefficient alpha being at least 

0.7. The analysis of the questionnaire in this study gave alpha values between .828 and 

.902 for all knowledge items. The attitude variables gave a value of .865 for psycho-

social factors, except the cultural beliefs variable which was .573. Cortina (1993) 

further states that coefficient alpha test value scores of below 0.60 are acceptable as 

they are considered moderate. The research instrument was deemed reliable and 

consistent based on Cronbach’s coefficient alpha test (Cronbach, 1951). It can be 

stated that the tool measured what it had intended to measure and produced reliable 

data that could be applied in any healthcare facility context in similar situations. 

3.3.1.7.8 Data management and analysis   

The completed questionnaires were cleaned and edited before data entry. All data were 

coded with an alphanumerical value and then entered into the data base. A data entry 

sheet was created using Microsoft excel to capture the data and then transported into 

the statistical package for social science (SPSS) version 25. Data purification was done 

before analysis by checking completeness, verifying random samples of the electronic 

data against the original data, and running frequencies, and a means and standard 

deviations to detect errors and anomalous values. Descriptive statistics were used to 

measure the means, median and standard deviation. Frequency distribution, 
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proportions, percentage tables, figures and graphs were used to present demographics, 

knowledge, attitudes, and practices. The p-value of the Chi-squared tests was set at a 

95% confidence interval. In all analyses, a p-value less than < 0.05% was considered 

statistically significant. Pearson correlations (r) were used to determine the 

associations between dependent and independent study variables.  

3.3.2 Phase 2: Conceptual Framework  

Phase 2 objective was to describe a conceptual framework for the development of 

an educational programme to enhance the utilisation of cervical cancer services 

among women of reproductive age in the Otjozondjupa region.  

Phase two was concerned with the development of a conceptual framework to answer 

objective two of the study. The development of a conceptual framework was informed 

by the results from objective one of the study. The practice-oriented theory of Dickoff, 

James and Wiedenbach (1968) was adopted to conceptualise the results of the study.   

Dickoff et al., (1968)’s practice-oriented theory specified the activities that are 

essential in the conceptualisation process. The theory prescribes the activities that are 

required to reach pre-determined goals and to envisage the outcomes of the 

interventions.  

Dickoff et al., (1968) define a conceptual framework as a structure which guides the 

development of a programme and that enables a researcher to relate the results of a 

study to the existing body of knowledge. A conceptual framework is also defined as a 

cognitive map that represents any visual representation of a person’s (or a group’s) 

mental model for a given process or concept (Sara, 2019). According to Dickoff et al., 

(1968), a survey list includes six components which describe the process that is 
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followed to develop an educational programme that aims at the attainment of the study 

goals.  

According to Dickoff et al., (1968), a survey list relates to six elements that have to be 

considered when developing an educational programme, and this aids in realising the 

desired goal. The elements are as follows: agent (the one who is to perform the 

activities involved in the programme); recipient (the one who is to receive the activities 

from the agent); context (within which the learning takes place); procedure (the 

guiding procedure, technique or protocol of the activity), dynamics (the energy sources 

or motivation for the programme activities which are vital to the agent – recipient 

interaction and facilitation process) and terminus (which conclude the discussion on 

the conceptual framework with regards to the desired outcomes of the programme 

interventions. In this study, the researcher adopted and applied the above mentioned 

six elements to develop the conceptual framework in this study. 

 The application of the six elements in the study was as follows: the agent (the 

researcher); recipient (women of reproductive age); context (healthcare facilities); 

procedure (educational programme activities), dynamics (the dynamics identified in 

the situational analysis, and terminus (outcome of the educational programme 

intervention). The researcher also created a cognitive map that denotes the structure of 

Dickoff et al.,’s (1968) concepts from the practice-oriented theory in developing an 

educational that is aimed at improving the knowledge, attitudes and practices of 

reproductive aged women on the screening, prevention, screening, and treatment of 

cervical cancer.  
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• 3.3.2.1 The researcher’s cognitive map 

 A cognitive map is a visual representation of a person’s (or a group’s) mental model 

for a given process or concept (Gibbons, 2019). The cognitive map explains the 

interactions of the six elements as per Dickoff at al.,’s (1968) survey list. In this study, 

the hierarchical representation of the cognitive map consisted of the following 

elements: Agent (researcher as a health care provider, programme facilitator), 

recipients (women of reproductive age, as beneficiaries of the programme), context 

(healthcare facilities within which educational activities take place), dynamics of the 

study/energy sources for the programme activities), procedures (technique or protocol 

of educational programme activity), and terminus (the end results/programme 

intervention outcome). The six elements explained above provided the framework for 

the development of an educational programme for women of reproductive age on the 

screening, prevention, and treatment of cervical cancer.  The individual applicability 

of the Dickoff et al.,’s (1968) six survey elements to this study is described in the next 

sections. The cognitive map developed for this study is illustrated in Figure 3.1 below. 
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7. Figure 3.1: The cognitive map 

❖ Agent: Researcher as a programme facilitator/educator 

According to Dickoff et al., (1968), the agent is the main focal person in programme 

development and is responsible for planning, coordination, and implementation. The 

agent in this study referred to the researcher who played a pivotal role in facilitating 

the design and development of an educational programme on the prevention, 

screening, and treatment for women of reproductive age on cervical cancer at the 

health facilities. An agent must have or be able to develop certain character traits to 

manage, coordinate and implement an educational programme.  

Agent 

Researcher/Healthcare provider  

Recipient 

Women of reproductive age 

Context: Healthcare facilities 

Dynamics: Challenges regarding knowledge, attitude, and practices of women in 

seeking prevention, screening, and treatment services of cervical cancer. 

• Low level of knowledge regarding prevention, screening, and treatment on CC. 

• Neutral level of attitudes regarding prevention, screening, and treatment of CC. 

Procedures: An educational program regarding prevention, 

screening, and treatment of cervical cancer for women of 

reproductive age. 

Terminus: Improved knowledge on general information and 

positive attitudes towards cervical cancer and increased uptake of 

women for prevention, screening, and treatment of cervical 

cancer. 
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• The characteristics of an agent resources as the prerequisites for a 

successful facilitation of programme development, implementation, and 

evaluation of programme activities.  

The agent should be able to design, plan, implement, monitor, and evaluate the 

educational programme for women on the prevention, screening, and treatment of 

cervical cancer. In addition, the agent must be a good mediator and mentor. Therefore, 

the agent should possess the following character traits that were observed in this study 

as indicated in Figure 3.2 below. 
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8. Figure 3.1 Characteristics of an agent 

• Knowledgeable on programme designing and facilitation 

 An agent needs to possess the knowledge of the subject matter or activities to be 

carried out, which in this study is the development and implementation of an 

educational programme. For the purpose of this study, the agent is a researcher or may 

be any professional health worker who has the required knowledge and experience to 

facilitate and promote active learning through the development, implementation, and 

evaluation of an educational programme to empower women of reproductive age on 
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the prevention, screening and treatment of cervical cancer. Knowledge refers to the 

information and understanding that a person has on something or possesses to do 

something (Online Dictionary, 2020). A mastery of knowledge refers to the state of 

being competent in the execution of tasks or activities, and this mastery should be a 

prerequisite for the programme success (Glanz et al., 2015). The required critical skill 

of facilitation involves sensing people’s feelings and understanding how to respond to 

a particular situation during the implementation sessions (Gospe, 2016). Therefore, an 

effective facilitator (agent) always employs a variety of teaching methods and uses 

learning aids that help the recipients to learn while still keeping an eye on the 

attainment of the programme’s goal.  

Knowledge goes hand in hand with competence. Here, competence refers to the state 

of being knowledgeable and being skilful in a certain activity (Webster, n.d.). A 

competent agent has the ability to listen and empathise with the clients during 

facilitation sessions (Gospe, 2016). The agent (researcher) obtained knowledge about 

the challenges that women of reproductive age are facing with regards to the 

prevention, screening, and treatment of cervical cancer from the research findings. The 

agent (programme facilitator) is knowledgeable and competent in the activities to be 

carried out during the implementation of the educational programme to empower 

women of reproductive age on the prevention, screening, and treatment of cervical 

cancer. 

• Communication skills 

Communication is the ability to transfer or share ideas and feelings effectively with 

others (Hornby, 2015). It is the act of giving, receiving, and sharing information 
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through talking or writing, and listening or reading. Good communicators listen 

carefully, speak or write clearly, and respect different opinions (Gospe, 2016). An 

agent (researcher) needs to communicate both verbally and non-verbally in an 

effective way to educate the participants (recipients) of the educational programme. 

An agent needs to be aware of his non-verbal communication during programme 

facilitation.  

The body language, eye contact, hand gestures, and tone of voice, influence the 

message being conveyed. An agent should try to maintain eye contact so as to observe 

non-communication messages from the recipients and communicate in a friendly tone 

of voice, as this encourages the recipients to speak openly (Doyle, 2016). An effective 

agent possesses good interpersonal relationships with recipients to facilitate the 

successful implementation of the programme. Effective communication constitutes of 

certain skills that include the ability to listen, sense of timing, questioning, social skills, 

energy and enthusiasm and summarising. 

• Ability to listen 

One way through which the facilitator learns to sense the feelings of individuals is by 

acute listening, both to the explicit meaning of words and to the tone and implicit 

meaning. An effective facilitator practices “active listening” whereby he or she may 

repeat, sum up, question or respond directly to what is said so as to ensure that the 

message was correctly understood by the recipients (Gospe, 2016). Besides being an 

active listener, an agent, as a facilitator, has to speak clearly, and convey a message 

using short and understandable sentences while providing adequate information to the 

recipients (Doyle, 2016).  
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• Sense of timing 

An effective facilitator (agent) needs to develop a sense for time. As a result, they 

know when it is necessary to bring a discussion to a close, change the topic and 

facilitation mode, cut off someone who has talked for too long, let the discussion go 

over the allotted time and when to let the silence continue a little longer (Mulenga, 

2018). The sense of time is essential for an efficient implementation of programme 

activities. 

• Questioning 

An agent needs to know how to ask questions that stimulate recipients to think 

critically and learn more on the subject matter. An agent asks questions during a 

facilitation process in order to determine whether the recipients would have understood 

the messages and thus leading to the achievement of programme objectives (Mulenga, 

2018). 

• Social skills 

One needs good social skills in order to be a successful education agent. There is also 

a need to handle different people, earn their trust, and effectively communicate with 

them.  

• Energy and enthusiasm 

Being energetic and enthusiastic is a pivotal quality of an effective agent because a 

facilitator’s mood affects the mood of recipients and that makes all the difference when 

facilitating a session (Gospe, 2016). A dull and dismal demeanour can turn off 
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participants during educational sessions. In this study, the agent avoided taking on the 

familiar role of the traditional teacher and lead, and thus chose to be a facilitator who 

would be bright, cheerful, and optimistic when dealing with recipients. 

• Summarising 

An effective agent summarises the main points discussed at the end of each session so 

that recipients can reflect on what was discussed and link the previous discussion with 

the next session. Feedback assists the recipients to remember how the topics link with 

each other. For this study, the main points were summarised at each session of the 

discussions. 

❖ The recipient 

Dickoff et al., (1968) describe the second element of the survey list as the recipient. A 

recipient is a person who receives something from someone to realise a goal or a 

desired outcome (Dickoff et al., 1968). The recipients in this study were women of 

reproductive age who would be empowered with the knowledge on the prevention, 

screening, and treatment of cervical cancer, thus, increasing the uptake of cervical 

screening for cervical cancer prevention and increasing the chance of recovery when 

cervical cancer is detected early. Thus, the discussion of the recipients’ characteristics 

in this study focused on the women of reproductive age who would be the major 

players and beneficiaries of cervical screening for the prevention and treatment of 

cervical cancer. The study results revealed that women of reproductive age in the 

Otjozondjupa region had inadequate knowledge on the general information of cervical 

cancer with regards to the types of cervical cancer, the symptoms, prevention, factors 

associated with cervical cancer, factors influencing women for seeking cervical 



 

97 

 

screening, availability of cervical screening services, and that they possessed a 

negative attitude towards cervical screening. The study respondents also demonstrated 

a very low uptake of cervical screening for the prevention and treatment of cervical 

cancer. 

A designed educational programme should assist women of reproductive age to gain 

knowledge about cervical cancer screening tests and the benefits of early detection of 

the illness and equipping them with information about the availability of cervical 

screening services in the health facilities. As such, women would develop a positive 

attitude towards cervical screening and thus exhibit the behaviour that is required to 

produce the desired outcome (Glanz et al., 2015). Figure 3.3 illustrates the qualities of 

the recipient. 
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9. Figure 3.2 Qualities required by recipients 

Figure 3.3 illustrates the qualities of the recipient as the beneficiary of the educational 

programme. Women of reproductive age, as the individuals who are responsible for 

their own health and that are recipients of the procedures and actions aimed towards 

their empowerment, need to possess the required qualities which are described in the 

next section. 

Recipients: Woman of 
reproductive age

Qualities required 
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• The qualities of the recipients 

There are qualities that are essential for the women of reproductive age to be both 

responsive and receptive to the knowledge on the benefits of cervical screening and 

thereby increased cervical cancer screening services uptake. These include being an 

attentive listener, knowledgeable, responsible, understanding, willing, and confident 

in what one does, and self-efficacy or the belief in one’s own ability to change any 

given situation (Glanz et al., 2015). The qualities could all help in empowering women 

and enabling them to take preventive measures as the outcome of the educational 

programme. The following section describes the qualities of recipients to demonstrate 

their relevance and applicability to the women of reproductive age as the recipients of 

the educational programme that is aimed to educate and empower women to increase 

their knowledge to realise the benefits of cervical screening for the early detection and 

curability of cervical cancer. 

• Attentive listener 

Recipients need to listen attentively in order for them to benefit from educational 

activities given to them and also to avoid misunderstandings. They need to ask 

questions so that they can get clarity on issues being discussed if these are not clear 

and be able to evaluate the knowledge captured. In this study, the recipients needed to 

listen carefully and ask about the content being discussed so as to avoid 

misunderstandings and quick judgements. The respondents must also understand the 

importance of listening when someone is speaking or contributing to the topic under 

discussion, show respect and avoid interruption at all costs. Each recipient is given a 

chance, when required, to contribute and the views raised should be respected. 
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• Knowledgeable 

As a recipient, being knowledgeable refers to the possession of facts and making 

interpretations that lead to the information being useful with regards to taking the 

required action or behaviour (Glanz, 2015). In this study, understanding the illness and 

the expected course of the illness places women of reproductive age in a better position 

towards realising their susceptibility to the illness (cervical cancer), and self-awareness 

of being at risk that would lead the women to realise the likelihood of engaging in 

health- promoting behaviours for better disease outcome.  

• Responsible and willing 

Here the recipient should have the power to make decisions and act in accordance with 

these decisions (Online Dictionary of English, 2020). Thus, willingness is desirable 

and serves as a driving force for a person to engage in the recommended action or 

positive behaviour. Therefore, once women gain knowledge on cervical screening, 

prevention, and treatment benefits, they would be willing to adopt positive attributes, 

and health seeking behaviour attitudes, and be prepared to take the required behaviour 

to prevent cervical cancer. The desire to perform and the actual performance of the 

activities would result in the next quality, that is, self-efficacy.  

• Self-efficacy  

Self-efficacy refers to a person’s conviction that one can successfully execute the 

behaviour that is required to produce the desired outcomes, even in the face of 

obstacles (Bandura, 1977). For the purposes of this study, self-efficacy refers to the 

women’s judgement and belief in their ability to master the knowledge on cervical 
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cancer preventive measures, that are necessary for them to uptake cervical screening 

services.  

• Responsibility 

Responsibility denotes a duty that a person has to do (Online Dictionary of English, 

2020). In this study, women have a duty towards individual availability and 

accountability towards educational programmes for the benefit of cervical screening. 

Therefore, women are responsible for their own health and meeting the demand to 

engage in the recommended behaviour.   

• Understanding 

Understanding refers to the state of being kind and sympathetic towards someone who 

has problems (Online Dictionary of English, 2020). In this study, women of 

reproductive age are expected to understand the nature and complexity of cervical 

cancer and its devastating effects on themselves, and thus demand the 

acknowledgement of their responsibility to do something about it for a better outcome 

(terminus).  

❖ Context of the study 

The third aspect of the practice orientated theory described by Dickoff et al., (1968), 

is the context.  According to Dickoff et al., (1968), a context is a situation, a framework 

or a setting in which the activities are presented in relation to the recipients, dynamics 

and the procedures or interventions that are aimed at realising the goal. For the purpose 

of this study, the context is the healthcare facilities that are providing primary health 

care services in the Otjozondjupa region. The MoHSS categorises healthcare facilities 
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according to a specific level of care and service delivery. The Otjozondjupa region 

consists of four (4) districts, namely, Otjiwarongo, Okahandja, Grootfontein and 

Okakarara. Each district has a district hospital and primary healthcare facilities in the 

form of health centres and clinics. Primary health care facilities focus on prevention, 

promotion, and rehabilitation services, including cervical screening for the prevention 

and treatment of cervical cancer. The programme was designed for the district 

hospitals (that provide cervical screening services), primary health centres and clinics 

and the dynamics identified are discussed in Chapter five of this study. This context 

was discussed in the sampling section of Chapter three (Page 74) of this study that 

deals with the research methodology (MoHSS, 2015/2016). 

• Resources for programme implementation 

The educational programme to be implemented needs resources that support the 

realisation of the goal. The programme will be implemented in the form of training 

where women of reproductive age from the Otjozondjupa region will be selected to 

attend the training. The training will be conducted in two districts, namely Otjiwarongo 

and Grootfontein district. The agent will organise the training venues. In Otjiwarongo, 

a National Health Training venue originally designed to train nurses will be used as it 

is without noise that may distract participants during sessions and hence it is conducive 

for learning. In Grootfontein, a hall that is located outside the hospital premises will 

be used as the training venue as it is a conducive space that is appropriate for learning. 

The agent will prepare the training resources such as handouts, pens, laptop, projector, 

marker pens, flip charts, glue sticks, and writing pads. The languages to be used during 

the training will be English, with translations to Otjiherero, Damara/Nama, 

Oshiwambo and Afrikaans. 
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❖ Dynamics identified in the study 

The concept of dynamics refers to the energy sources, purposes or motivation that 

necessitated the interventions (Dickoff et al., 1968). The dynamics in this study are the 

challenges identified from the analysed data and the conclusions made from this study 

(Chapter four & five). These energy sources (challenges) identified in Phase 1 

(situational analysis) were used to form the content of the educational programme. The 

dynamics are described in detail in Table 3.4 (Page 107) and Table 6.1 (Page 215) of 

the study.  Figure 3.4 indicates the dynamics or energy source for this study. 
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10. Figure 3.3 Dynamics/ energy source in this study 

❖ Procedure (training programme) 

Procedures refer to processes that are employed to address certain problems or to guide 

the actions to implement a programme (Dickoff et al., 1968). In this study, the 

procedure was the educational programme that would be implemented at the health 

care facilities to educate and empower women of reproductive age with the knowledge 

Dynamics/ energy 
source

Low level 
of 

knowledge 
on CC

Regarding 
preventive 

measures, types, 
symptoms, 
sources of 

information, 
indications for 
CC screening, 
availability of 

CC services and 
types of 

treatment

Neutral 
level of 
attitude

Regarding 
psycho-social 
influences on 

prevention and 
screening; 

cultural 
influences on 
CC screening; 

factors 
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Low CC 
screening 
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smoking, 

sexual 
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on the prevention, screening, and treatment of cervical cancer, in the hope that 

improved knowledge would help the women to realise their potential risk to cervical 

cancer and be able to do something about it. The programme was developed using 

Nicholls’ cyclic curriculum development model. The programme content is displayed 

in Figure 3.5. 
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11. Figure 3.4 Procedure for an educational programme 

Figure 3.5 illustrates the programme content to be implemented in Otjozondjupa 

region. The procedure needs to address the dynamics identified during the situational 

analysis of the study. The dynamics are derived from the variables used in the data 

collection instruments as illustrated in Chapter three: Table 3.4. Table 3.4 Programme 

content to be implemented in the Otjozondjupa region 

Procedure: Programme to 
empower women of 

reproductive age on KAP 
regarding prevention, 

screening and treatment of 
CC 

Knowledge 
regarding 
preventive 

measures, types, 
symptoms, sources 

of information, 
availability of CC, 

and types of 
treatment for CC

Attitude 
regarding 

psycho-social  
influences on the 
prevention and 

screening, 
cultural 

influences, 
factors associated 

with CC, 
economic factors 

and treatment

Practices regarding 
the uptake of 

cervical screening 
and curability

HPV vaccination, 
smoking, oral 
contraceptives 

Programme content
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A) Knowledge: Low level of knowledge 

regarding the prevention, screening, 

and treatment of cervical cancer  

12. Prevention: General knowledge 

regarding the prevention of 

cervical cancer focussing on the 

following variables: 

▪ Prevention measures for cervical 

cancer 

• Types of CC 

• Symptoms of CC and  

• Sources of information on CC 

 

Screening: Knowledge regarding the screening of 

CC focusing on the following variables: 

• Availability of CC screening services 

• Indications of cervical cancer screening 

 

Practices: Knowledge regarding the treatment of 

CC focusing on the following variable: 

• Types of CC treatment 

B) Attitude: Neutral level of attitude 

regarding screening, prevention, and 

treatment of CC 

This section presents study variables focusing on 

the attitude as outlined below: 

• Psycho-social influences on the 

prevention and screening of CC 

• Cultural beliefs on the screening of CC 

• Factors that influence CC screening 

• Economic factors that influence CC 

screening uptake 

• Willingness to be screened for CC (Pap 

smear test) 

• Attitude regarding the screening and 

chances of recovery when CC is 

detected early 

C) Practices: Low uptake of cervical 

screening regarding screening, 

prevention, and treatment of CC 

Practices regarding the prevention of CC: 

• HPV vaccination for CC 

prevention 

• Smoking tobacco products 

• Having a steady sexual partner 

• Usage of oral contraceptives > 5 

years 

 Practices regarding screening of CC: 

• Uptake of CC screening (Pap smear test) 

• HPV vaccination 

 

Practices regarding treatment of CC:  

• Curability of CC 

 

13.  
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❖ Terminus 

According to Dickoff et al., (1968), a terminus, which is the sixth item on the survey 

list, describes the end point/outcome of the interventions. The researcher (agent) aimed 

to attain the goal (terminus) through the implementation of educational programme 

activities that would enable the realisation of the outcome. In this study, the terminus 

was the end point (goal) of an educational programme to empower women of 

reproductive age with knowledge, attitudes, and practices regarding the prevention, 

screening, and treatment of cervical cancer. Once the women are empowered with 

correct information on the importance of cervical cancer prevention, screening, and 

treatment, it is expected that they would be able to perceive the risk of cervical cancer 

and practice the recommended health seeking behaviour.  

The expectation is that at the end of the training programme, participants (recipients) 

would gain knowledge on cervical screening, prevention, and treatment on cervical 

cancer and develop positive and supportive attitudes towards screening, prevention, 

and treatment, thus increasing the uptake of cervical screening. 

3.3.3 Phase 3: Developing the Educational Programme  

Phase 3 objective was to develop an educational programme to enhance the 

utilisation of cervical screening services by women of reproductive age living in 

Otjozondjupa region.  

Phase 3 of this study involved developing an educational programme to enhance the 

utilisation of cervical screening services by women of reproductive age living in 

Otjozondjupa region, within the conceptual framework. Therefore, this section 
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presents the theories and models that were adopted and guided the development of the 

educational programme in this study. 

Four fundamental theories and models are described as follows, namely, Meyer and 

Van Niekerk (2008), the Cyclic curriculum development model of Nicholls and 

Nicholls (1978), Kolb’ s four-stage model experiential learning theory (1984) and 

Knowles’ model on andragogy (1984). The applications of the theories and models are 

described in detail in Chapter six (page 199) and Chapter seven (page 213) of the study. 

 3.3.4 Phase 4: Identification of the guidelines for the implementation and evaluation 

of an educational programme. 

Phase 4 objective was to identify the guidelines for the implementation and 

evaluation of an educational programme for women of reproductive age in 

Otjozondjupa region. 

Phase 4 was concerned with identifying the guidelines for the implementation and 

evaluation of the programme interventions. Kolb’s experiential learning theory (1984) 

was used to understand the learning styles, as discussed in Chapter one (page 20). 

Theory advocates that learning is a process of creating knowledge through the 

transformation of experience which develops through a combination of grasping and 

transforming experience.  Kolb’s theory (1984) postulates that learners learn in four 

principals or types of learning styles. The four-stage cycles of learning are namely 

concrete experience (interpretation of experience), reflective observation (where one 

reflects on an experience) abstract conceptualisation (indicating that a person has 

learnt from an experience) and active implementation (where a person attempts to 

implement the newly acquired experience). The purpose of the guidelines is to assist 
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the implementers and beneficiaries on the steps to be followed in implementing and 

evaluating the programme interventions. Kolb’s experiential theory (1984) is 

described in detail in Chapter seven (page 222) of this study.  

3.4 ETHICAL CONSIDERATIONS 

Research ethics are concerned with moral behaviour in research contexts. All research 

that involves the collection of data from human beings is required to treat respondents 

in accordance with the standards and values which affirm their essential humanity 

(Grove et al., 2015). There are four fundamental ethical principles that guide 

researchers during the research process that are based on the human rights that need to 

be protected in research and these are the principles of respect for a person, 

beneficence, non-maleficence, and justice. The following ethical considerations were 

considered during the study: 

3.4.1 Independent review  

Transparency enhances accountability by ensuring the public that the research study 

being undertaken is not exploitive (Emanuel et al., 2004). In this study, the research 

proposal was submitted and reviewed by the Human Research and Ethical Committee 

(H-REC) of the University of Namibia for ethical approval of the study and Ethical 

Clearance Certificate was granted [Annexure C (Page XXXI)]. The researcher also 

submitted a letter requesting ethical approval and permission to conduct the study to 

the MoHSS and received approval to conduct the study in Otjozondjupa region 

[Annexure E (Page XXXVII)]. 
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3.4.2 The principle of respect for a person 

The principle of respect is concerned with the rights to self-determination and full 

disclosure, and these form the basis of informed consent and the respect of human 

dignity and element of confidentiality (Polit & Beck, 2017). The researcher also 

explained that the purpose of the research study was for academic purposes only and 

that participation was voluntary (Emanuel et al., 2004). The researcher has an 

obligation to inform the respondents about their rights to withdraw from the study at 

any given time during the data collection process (Emanuel et al., 2004). The 

researcher informed the respondents about their rights to withdraw from the study or 

the rights not to answer a question at any point without being punished or coerced or 

required to provide any reason(s).  

Anonymity was guaranteed with the names of respondents not being recorded on the 

questionnaire because the researcher used codes instead of the real names of 

respondents to identify the questionnaires. The researcher has an essential obligation 

to develop and implement procedures to ensure the confidentiality of the information 

collected (Emanuel et al., 2004). A room was prepared at each site where the 

respondents were completing the questionnaires and they had to put them in the 

provided box upon completion.  The researcher explained to the respondents that the 

information being collected would not be shared with any other persons except the 

researcher but would only be used for study purposes only. To ensure confidentiality, 

all completed questionnaires were kept in a locked cabinet which is in the office of the 

researcher, and the researcher was the only person who had access to the records for 

the duration of the study. The purpose of addressing the issue of confidentiality was to 

build up a trusted relationship between the researcher and the respondents, thus 
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encouraging them to provide information freely. The data will be kept for at least 3 

years (University of Namibia Revised Research Ethics Policy and Guidelines, 2018). 

Furthermore, respondents were informed that the study report would be submitted to 

the MoHSS and that it might be used to improve guidelines on the prevention, 

screening, and treatment of cervical cancer programme interventions. Finally, 

respondents made a free, voluntary, independent, and informed choice to participate 

in the study without being forced or coerced to do so.    

3.4.3 The principle of beneficence 

Researchers have a duty to maximise the benefits to the respondents in the study 

(Emanuel et al., 2004; Polit & Beck, 2017). In this study, respondents were informed 

that there are no direct benefits from the study as the study was undertaken for 

academic purposes only. Hence, there was no compensation or reimbursement that 

was made to the respondents. However, it is envisaged that the study can have a direct 

benefit to the respondents through an educational programme that was developed to 

educate and empower the public, especially productive aged women, on the 

knowledge, attitude, and practices, regarding the screening, prevention, and treatment 

of cervical cancer. The educational programme aims to enhance the utilisation of 

cervical cancer services am women of reproductive age in the Otjozondjupa region. 

This goal can be achieved by educating women on the importance of cervical cancer 

screening so that they can develop a positive attitude for health seeking behaviour.   

Women would benefit from the educational programme because the end product of the 

educational programme is empowered and knowledgeable women who hold positive 

attitudes towards cervical cancer services.  
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3.4.4 The principle of non-maleficence 

The principle, as explained by Polit and Beck (2017) seeks to avoid, prevent, or 

minimise harm to the research respondents. This study’s researcher ensured that the 

questionnaire contained questions that are less sensitive to pose to women regarding 

their sexual life. However, the researcher presumed that the respondents could feel 

uncomfortable to share information concerning sexuality and other matters about their 

private life. The researcher arranged with the social workers at the study sites to refer 

the respondents that might experience emotional or psychological harm. The 

researcher also explained to the respondents their right not to answer any question that 

might cause them emotional harm or that undermines their rights. The researcher 

further explained the rights of respondents to withdraw from the study at any time 

without being punished. 

3.4.5 The principle of justice and a fair selection of the respondents 

The study population should be selected to ensure valid science (Emanuel et al., 2004). 

Justice in research is concerned with making sure that the respondents are selected 

fairly and that the burden and benefit of the study are distributed equally. This principle 

refers to the rights of respondents to fair treatment and privacy (Polit & beck, 2017; 

Akaranga & Makua, 2016).  In this study, all the women of reproductive age living in 

the Otjozondjupa region were included in the study, irrespective of the tribe they 

belong to.  

The principle of justice also demands that the research strategies and procedures be 

fair and just to the respondents. The reviewed literature indicates that the selection of 

respondents should be based on the study requirements and not on individual 
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vulnerability (Emanuel et al., 2004; Polit & Beck, 2017). In this study, the population 

was selected to determine the reasons for the low utilisation of cervical cancer services 

in the study area and the selection was based on the inclusion criteria of the study.   

3.4.6. Ethical issues related to study design and methods 

Scientific validity of the study 

Science and ethics do not conflict. Valid science is an ethical requirement. The 

research study must be designed so that the results will be useful in the context of the 

health problem in developing countries (Emanuel et al., 2004).  In this study, a 

quantitative approach, as well as descriptive and cross-sectional designs were 

appropriate for this study’s aims and objectives. The results informed the development 

of the educational programme to enhance the utilisation of cervical cancer services 

among the study population. The research objectives were realised, and it was 

confirmed that cervical cancer services are feasible and accessible to the respondents 

in the study area. The study design was feasible within the Namibian social, political, 

and cultural environment and the cervical cancer services in the study context are 

available at all health centres and clinics as is the case in all remaining 13 regions of 

the country. 

The researcher considered research misconduct, which is characterised as the 

fabrication, falsification, or plagiarism in proposing, performing, or reviewing 

research or in reporting research results (Johnson & Christensen, 2012). This is 

completely unethical, and it is one of the most serious professional crimes. Thus, the 

researcher ensured the ethical principles in research while collecting data, as well as 
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interpreting and reporting the study results. The researcher excised objectivity during 

these processes.  

Social value in research 

It is widely recognised that ethical research must have social value, through the 

generation of knowledge that can lead to improvements in health, and without social 

value, research exposes the respondents to risk for no good reason and this wastes 

resources (Emanuel et al., 2004). There are four benchmarks that ensured social value 

in the study. The study should determine who will benefit from the research study. In 

this study, women of reproductive age in the Otjozondjupa region would benefit from 

the study as they will be enrolled in the education programme that is aimed to enhance 

the utilisation of cervical cancer services in the study area among this population. 

Secondly, the potential value of the research for each prospective beneficiary should 

be outlined. In this study, the uptake of cervical cancer services was deemed as 

important for each beneficiary. Thirdly, it is important to develop mechanisms to 

enhance the social value of the research. In this study, the developed educational 

programme will be pilot tested in the study area, then refined and reviewed by study 

supervisors and experts from the oncology department. Then, it will be disseminated 

to the health services management and policy makers in the MoHSS before being 

disseminated through articles in peer-reviewed journals. Lastly, the conducting of this 

study was done within the existing health care services (Emanuel et al., 2004). 

3.5 SUMMARY 

This chapter presented the research approach, design, sample and sampling technique, 

data collection instrument, data collection methods and procedures followed to gather 
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data for the study. It also discussed the conceptual framework and theories that inform 

the development of the educational programme. Ethical principles were ensured by 

obtaining an ethical clearance certificate from UNAM’s ethical and research 

committee and approval from MoHSS to use health facilities to collect data from the 

respondents after obtaining informed consent from the respondents. The researcher’s 

role and the purpose of the study were also clarified to minimise expectations and 

eliminate potential distress to the respondents. 
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CHAPTER FOUR 

PRESENTATION OF STUDY RESULTS: PHASE ONE 

4.1 INTRODUCTION TO THE CHAPTER   

Chapter three of this study addressed the research design and methodology. This 

chapter presents the research findings. These were obtained from the analysis of 

quantitative data collected from women of reproductive age who participated in the 

study at health centres and clinics in the Otjozondjupa region. The aim was to assess 

the knowledge, attitudes, and practices of women of reproductive age with regards to 

cervical cancer for the purpose of developing an educational programme. The data 

collection process was done using a structured questionnaire with close-ended 5 level 

Likert scale questions that were coded 1 to 5, with 1 being strongly agree and 5 being 

strongly disagree and do not know. Questions that require “yes or no” answers were 

used to determine whether the participants were using oral contraceptives, smoked 

tobacco, or had steady sexual partners and to determine their circumcision status.  

The objective of phase one of this study was to assess the knowledge, attitude, and 

practice of women of reproductive age regarding the prevention, screening, and 

treatment of cervical cancer in the Otjozondjupa region. Demographic variables and 

descriptive statistics are provided first to give background information. A detailed 

analysis is further employed to explain the descriptive data in relation to the research 

objectives.  

4.2 RESPONSE RATE  

The calculated study sample size was 381 and this increased to 400 respondents to 

enrich the representativeness of the findings. A total of 400 questionnaires were 
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completed. An analysis of the interview responses shows that 6 (1.5%) of the 400 

questionnaires were found to be incomplete and thus 394 questionnaires were cleaned 

and presented for analysis. The study’s response rate of 394 (98.5% was received. 

Welman et al., (2010) state that a response rate that is above 60% is sufficient to obtain 

meaningful statistical analysis and obtain acceptable results. The results are presented 

and discussed in terms of the objectives of the study.  

4.3 PRESENATION OF STUDY RESULTS 

OBJECTIVE 1: Assess the knowledge, attitude, and practices of women of 

reproductive age regarding the screening, prevention, and treatment of cervical cancer 

in the Otjozondjupa region. 

4.3.1 Demographic data of respondents 

A total of 394 women of reproductive age from four districts in the Otjozondjupa 

region participated in the study. The questionnaire included seven significant 

variables, namely, age, marital status, educational level, employment status, home 

language, length of stay in the area and parity of the respondents. The data were 

descriptively analysed to provide relevant information to be used in the study. The 

socio-demographic profiles are summarised and presented in figures and tables as 

follows: 
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• 4.3.1.1 Age of the respondents 

 

14. Figure 4.1 Age of the respondents (n = 394) 

Figure 4.1 reveals that the highest number of respondents at 22.1% are in the age group 

of 35 - 39; 20% in the 30 - 34 age group; 17.0% in the age group of 40 - 44; 14.2% in 

the age group of 25-29; 12.2% in the 45 - 49 age group; 10.4% in the 20 - 24 years age 

group, and 4.6% in the younger group of 18 -19 years. The majority of women who 

participated in the study were in the age group of 35 - 39 (22.1%) and 30 - 34 (19.5%).  
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• 4.3.1.2 Marital status  

 

15. Figure 4.2 Marital status of the respondents (n= 387) (Missing data = 7 (1.8%) 

Figure 4.2 above illustrates that the majority of respondents were single at 225 (58.1%) 

followed by married respondents at 109 (27.7%). Those who were co-habiting were 

38 (9.8%) while 9 (2.3%) of the respondents were separated women. The divorced and 

widowed were respectively at 3 each (0.8%) each. 
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• 4.3.1.3 Educational level 

 

16. Figure 4.3 Educational level of the respondents (n = 393) (Missing data = 1 

(0.3%) 

 

Figure 4.3 indicates that the highest number of respondents attended secondary 

education (SE) at 192 (48.9%), followed by 121 (30.8%) who had primary education 

(PE). A further 43 (10.9%) respondents did not attend school (NAS) and these were 

followed by those with tertiary education (TE) at 37 (9.4%).  
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• 4.3.1.4 Employment status  

 

17. Figure 4.4 Employment status of the respondents (n = 393) (Missing data = 1 

(0.3%) 

Figure 4.4 above shows that the majority of women who participated in the study were 

unemployed at 202 (51.4%), followed by 134 (34.1%) who were employed. The self-

employed respondents stood at 26 (6.6%) with students at 18 (4.6%) and housewives 

at 13 (3.3%) respectively. Over half of the study population was unemployed.  

• 4.3.1.5 Home language of the respondents (n = 394) 

The largest number of respondents in this study speak Herero at 90 (22.8%), followed 

by Damara/Nama at 75 (19.0%). The Oshiwambo speaking respondents were 65 

(16.5%), San language speaking respondents were 56 (14.2%), Rukavango were 39 

(9.5%), Silozi were 13 (3.3%), Portuguese were 10 (2.5%), Tswana were 8 (2.0%) and 

Swahili speaking were 5 (1.5%). Chokwe and Ndebele were represented by one 

respondent (0.3%) each. 
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• 4.3.1.6 Length of stay in the area  

18. Table 4.1 Length of stay in the area of study  (n=392) 

Length of stay in the area Frequencies Valid percentage 

Less than a year 21 5.3 

1 – 2 years 26 6.6 

3 -5 years 110 28.0 

6 years and above 235 59.8 

Total 392 100.0 

Missing data 2 0.5 

Table 4.1 above shows the time period that the respondents had stayed in the area of 

study. The majority of the respondents at 235 (59.8%) had stayed in the area of study 

for 6 years and above, followed by those who had stayed for 3-5 years at 110 (28.0%), 

1-2 years were 26 (6.6%) and less than a year were 21 (5.3%). 
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• 4.3.1.7 Number of pregnancies per respondent  

 

19. Figure 4.5 Number of pregnancies per respondent (n = 394) 

Figure 4.5 above indicates that the majority of the respondents at 208 (52.8%) have 

had 1-2 births, followed by those having 3 or more births at 139 (35.3%) while 

respondents with 0 births were 11 (11.9%).   

4.3.2 Objective 1: Knowledge regarding the prevention, screening, and treatment of 

cervical cancer (cc). 

The study determined the knowledge levels of women of reproductive age in terms of 

the prevention, screening and treatment of cervical cancer and the findings are 

discussed below. 

• 4.3.2.1 Knowledge regarding the prevention of cervical cancer   

It is important for women to know the methods that are used to prevent CC, the types 

of CC, as well as symptoms and sources of CC so that they are able to act on their 
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health. In this section, the respondents were given thirteen (13) items that are viewed 

as effective in preventing the development of CC. The items are illustrated in Table 

4.2. 

20. Table 4.2 Descriptive analysis of the general knowledge regarding preventive 

measures of CC 

Item/Statement Strongly 

Agree 

n (%) 

Agree 

% 

Neutral 

n(%) 

Disagree 

n(%) Strongl

y 

disagre

e n (%) 

Do not 

Know n 

(%) 

Total 

n () 

Item 1: There are 

usually no signs 

or symptoms of 

early cervical 

cancer, but it can 

be detected early 

with regular 

check-ups [ECC] 

8 (2.1) 15 

(3.8) 

14 (3.6) 43 (11.0) 47 

(12.1) 

 263 

(67.4) 

390 

Item 2: Attend 

regular cervical 

cancer screening 

service for early 

detection of 

precancerous cells 

that suggest 

cervical cancer 

[AEP] 

34 (8.6) 31 

(7.9) 

94 (23.9) 30 (7.6) 22 (5.6) 183 

(46.4) 

394 

Item 3: Avoid 

unprotected 

sexual intercourse 

to reduce chances 

of being infect 

with HPV that 

causes cervical 

cancer. [AIW] 

19 (4.8) 46 

(11.7) 

143 

(36.3) 

50 (12.7) 22 (5.6) 114 

(28.9) 

394 

Item 4: Avoid 

multiple male 

sexual partners to 

prevent STIs 

including HPV 

which causes 

cervical cancer 

[APM] 

21 (5.3) 40 

(10.2) 

105 

(26.6) 

62 (15.7) 28 (7.1) 138 (35.0 394 
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Item 5: Avoid/quit 

cigarette smoking 

to prevent cervical 

cancer [ASP] 

34 (8.6) 10 

(2.5) 

107 

(27.2) 

97 (24.6) 43 

(10.9) 

103 

(26.1) 

394 

Item 6: Avoid 

early sexual 

intercourse to 

reduce chances of 

cervical cancer 

[ART] 

12 (3.1) 16 

(4.1) 

124 

(31.6) 

77 (19.6) 28 (7.1) 136 

(34.6) 

393 

Item 7: Avoid 

having sexual 

intercourse with 

an uncircumcised 

partner [ASE] 

21 (5.4) 23 

(5.9) 

93 (23.7) 90 (23.0) 20 (5.1) 145 

(37.0) 

392 

Item 8: Being 

vaccinated against 

Human 

Papillomavirus 

(HPV) prevents 

cervical cancer. 

[BVA] 

16 (4.1) 3 (0.8)  6 (1.5) 5 (1.3) 7 (1.8) 354 

(90.5) 

391 

Item 9: 

Vaccination of 

girls between 11 

and 12 years of 

age with HPV 

vaccine reduces 

the chances of 

developing 

cervical cancer 

[VGV] 

0 (0.0) 2 (0.5) 7 (1.8) 5 (1.3) 4 (1.0) 374 

(95.4) 

392 

Item 10: Using 

birth control pills 

for less than 5 

years reduces the 

chances of 

cervical cancer 

[UBP] 

12 (3.1) 8 (2.0) 8 (2.0) 125 

(31.9) 

97 

(24.7) 

127 

(32.4) 

392 

Item 11: Human 

papillomavirus 

(HPV) infection is 

the major risk 

11 (2.8) 8 (2.0) 8 (2.0) 11 (2.8) 11 (2.8) 342 

(86.8) 

391 
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factor for cervical 

cancer [HPI] 

Item 12: Tests that 

examine the 

cervix are used to 

detect (find) and 

diagnose cervical 

cancer [CCC] 

17 (4.4) 7 (1.8) 6 (1.6) 12 (3.1) 8 (2.0) 337 

(87.1) 

387 

Item 13: 

Abnormal cells 

suggesting 

cervical cancer 

can be detected 

early by using a 

PAP Smear test 

[CTN] 

50 (12.7) 71 

(18.1) 

123 

(31.3) 

10 (2.5) 10 (2.5) 129 

(32.8) 

393 

The results from an analysis of these items are presented below. 

Item 1: Of the respondents (n = 390), 263 (67.4%) indicated that they did not know 

that there are usually no signs or symptoms of early cervical cancer, but it can be 

detected early with regular check-ups [ECC], while 47 (12.1%) strongly disagreed, 43 

(11.0%) disagreed, 14 (3.6%) were neutral, 15 (3.8%) agreed and 8 (2.1) strongly 

agreed [ECC] (Missing data: 4) 

Item 2: The majority of the respondents (n = 394) at 183 (46.4%), did not know that 

attending regular cervical cancer screening services for the early detection of 

precancerous cells which suggests cervical cancer, increases the chance of cervical 

cancer prevention. In addition, 94 (23.8%) were neutral, while 31 (7.9%) agreed, and 

34 (8.7%) strongly agreed with the statement [AEP]. 

Item 3: Of the respondents (n = 394, 114 (28.9%) did not know that avoiding 

unprotected sexual intercourse reduces the chances of being infected with the HPV 
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that causes cervical cancer while 143 (36.3%) were neutral, 50 (12.7%) disagreed, 46 

(11.7%) agreed and 19 (4.8%) strongly agreed with the statement [AIW]. 

Item 4: The majority of the respondents (n = 394) at 138 (35.0%), did not know that 

avoiding multiple male sexual partners prevents STIs and the HPV that causes cervical 

cancer, while 105 (26.6%) were neutral, 62 (15.7%) disagreed, and only 40 (10.2%) 

agreed with the statement [APM]. 

Item 5: The majority of respondents (n = (n = 394), 107 (27.2%) were neutral with 

regards to the fact that avoiding/quitting cigarette smoking prevents cervical cancer 

while 103 (26.1%) did not know, 97, (24.6%) disagreed and less than 10% at 34 (8.6%) 

strongly agreed with the statement [ASP]. 

Item 6: The majority of respondents (n = 393) at 136 (34.6%) did not know that 

avoiding early sexual intercourse reduces the chances of cervical cancer, 124 (31.6%) 

were neutral, while less than 5% at 16 (4.1%) agreed, and 12 (3.1%) strongly agreed 

with the statement [ART]. (Missing data: 1) 

Item 7: The majority of the respondents (n = 392) at 145 (37.0%) did not know that 

avoiding sexual intercourse with an uncircumcised partner reduces the chance of 

cervical cancer, while 90 (23.0%) disagreed and 93 (23.7%) were neutral. Nonetheless, 

only 23 (5.9%) agreed and 21 (5.4%) strongly agreed with the statement [ASE] 

(Missing data: 2). 

Item 8: Over 90% of the respondents (n = 391), 354 (90.5%) did not know that being 

vaccinated against the Human Papillomavirus (HPV) prevents cervical cancer, and 16 

(4.1%) strongly agreed with the statement [BVA] (Missing data: 3). 
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Item 9: Almost all the respondents (n = 392) at 374 (95.4%), did not know that 

vaccinating girls between 11 and 12 years of age with the HPV vaccine reduces the 

chances of developing cervical cancer while seven, (1.8%) were neutral and only two 

(0.5%) agreed with the statement [VGV] (Missing data: 2) 

Item 10: The majority of the respondents (n = 392, 127 (32.4%), did not know that 

using birth control pills for less than 5 years reduces chances of cervical cancer, while 

97 (24.7%) strongly disagreed, 125 (31.9%) disagreed, and only two (3.1%) strongly 

agreed [UBP] (Missing data: 2). 

Item 11: The majority of the respondents (n = 391) 342 (86.8%) revealed that they did 

not have knowledge about the Human papillomavirus (HPV) infection being a major 

risk factor for cervical cancer [HPI], while 11 (2.8%) strongly disagreed, eight (2.0%) 

were neutral and agreed, whereas only 11 (2.8%) strongly agreeing with the item [HPI] 

(Missing data: 3). 

Item 12: The majority of the respondents (n = 387) at 337 (87.1%) indicated that they 

did not know that the tests that examine the cervix are used to detect and diagnose 

cervical cancer [CCC], 8 (2.0%) strongly disagreed, 12 (3.1%) disagreed, 6 (1.6%) 

were neutral, 7 (1.8%) agreed and 17 (4.4%) strongly agreed [CCC] (Missing data: 7). 

Item 13: Of the respondents (n = 393, 129 (32.8%) of the respondents did not know 

that abnormal cells suggesting cervical cancer can be detected early using a PAP 

Smear test [CTN], however, 10 (2.5%) strongly disagreed and agreed while 123 

(31.3%) were neutral, 71 (18.1%) agreed and 50 (12.7%) strongly agreed (Missing 

data: 1). 
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21. Table 4.3 Level of general knowledge on preventive measures of CC 

  Frequency Valid Percent 

Valid Low 279 73.4 

Average 85 22.4 

Good 16 4.2 

 Total 380 100.0 

• Knowledge regarding the types of cervical cancer 

In this section, the respondents were given three (3) items to determine whether they 

had knowledge about the types of cervical cancer. These items are illustrated in Table 

4.4. 

22. Table 4.4 Descriptive analysis of the types of cervical cancer 

 

Item/Statement 

Strongly 

Agree 

n (%) 

Agree 

% 

Neutral 

n (%) 

Disagree 

n (%) 

Strongly 

disagree 

n (%) 

Do not 

Know n 

(%) 

Total n 

() 

Item 1: Squamous 

cells carcinoma is a 

type of cervical 

cancer 

0 

(0.0%) 

0 (0.0% 0 (0.0% 1 (0.3) 0% 387 

(99.7) 

388 

Item 2: 

Adenocarcinoma is a 

type of cervical 

cancer 

0 

(0.0%) 

0 (0.0% 0 (0.0% 1 (0.3) 0% 387 

(99.7) 

388 

Item 3: Metastatic 

cervical cancer is 

cancer that has spread 

to other parts of the 

body 

2 (0.5) 4 (1.0) 20 (5.2) 2 (0.5) 0% 359 

(92.8) 

387 
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The results of these items are presented below: 

Item 1: Almost all the respondents (n = 387) represented by 99.7% did not know that 

squamous cells carcinoma is a type of cervical cancer ([SCC], and only 1 (0.3%) 

disagreed (Missing data: 7). 

Item 2: Almost all respondents (n = 387) at 99.7% did not know that adenocarcinoma 

is a type of cervical cancer [ATC], and only 1 (0.3%) disagreed (Missing data: 7). 

Item 3: The majority of the respondents (n = 359) at 92.8% did not know that 

metastatic cervical cancer spreads to other parts of the body [MCC], 2 (0.5%) 

disagreed, 20 (5.2%) were neutral, 4 (1.0%) agreed and 2 (0.5%) strongly agreed 

(Missing data: 35) 

All the statements in Table 4.4 were scored and summed up. The total scores were 

categorised as follows: 0 to 5 = Low, 6 to 10 = = Good 

23. Table 5.5 Level of knowledge on the types of cervical cancer 

 Frequency Percent Valid Percent Cumulative Percent 

Valid Low 387 98.2 100.0 100.0 

Missing System 7 1.8   

Total 394 100.0 
  

Table 4.5 indicate that the majority of the respondents (n = 387, (98.2%) scored low 

on the level of knowledge regarding the types of cervical cancer. The highest mean is 

.23 and the lowest is 0.1. The highest standard deviation was .853 and the lowest was 

.102. This means that the responses to the statements were divergent, and the majority 

of the respondents did not agree with the statements. This reflects that the respondents 

have low knowledge regarding the types of CC (Annexure J). 
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• Knowledge regarding the symptoms of CC  

Knowledge about the symptoms of CC is very important to women for the prevention 

of cervical cancer through the early detection and increasing the chances of recovery. 

In this section, respondents were given ten (10) items to determine their knowledge of 

the symptoms that suggest cervical cancer. These items are illustrated in Table 4.6. 
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24. Table 4.6 Descriptive analysis on the knowledge regarding symptoms of 

cervical cancer 

Item/Statement Strongly 

Agree n 

(%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagree 

n (%) 

Strongly 

disagree 

n (%) 

Do not 

Know 

n (%) 

Total 

n ( ) 

Item 1: Unusual 

heavy and longer 

vaginal bleeding 

[UVB] 

17 (4.3) 37 (9.4) 113 

(28.8) 

31 (7.9) 19 (4.8) 176 

(44.8) 

393 

Item 2: Bleeding 

between regular 

menstrual periods 

[BMP] 

12 (3.1) 60 

(15.3) 

133 

(33.8) 

37 (9.4) 26 (6.6) 125 

(31.8) 

393 

Item 3: Bleeding 

after having 

sexual intercourse 

[BSI] 

7 (1.8) 16 (4.1) 31 (4.1) 67 

(17.2) 

64 

(16.4) 

205 

(52.6) 

390 

Item 4: Bleeding 

after douching 

[BAD] 

 3 (0.8) 11 (2.8) 67 

(17.0) 

54 

(13.7) 

258 

(65.6) 

393 

Item 5: Bleeding 

after pelvic 

examination 

[BAP] 

5 (1.3) 4 (1.0) 8 (2.1) 66 

(16.9) 

51 

(13.1) 

256 

(65.6) 

390 

Item 6: Bleeding 

after menopause 

[BAM] 

14 (3.6) 10 (2.6) 20 (5.1) 46 

(11.8) 

126 

(32.3) 

174 

(44.6) 

390 
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Item 7: Constant 

pelvic pain not 

related to 

menstrual cycle 

[CPP] 

12 (3.1) 21 (5.5) 42 

(10.9) 

42 

(10.9) 

35 (9.1) 232 

(60.4) 

384 

Item 8: Heavy or 

unusual discharge 

that may be 

watery, thick, and 

possibly have a 

foul smelling 

[HUD] 

13 (3.3) 60 

(15.3) 

88 

(22.5) 

40 

(10.2) 

21 (5.4) 169 

(43.2) 

391 

Item 9: Increased 

urinary 

frequencies [IUF] 

2. (0.5) 8 (2.0) 11 (2.8) 74 

(18.9) 

51 

(13.0) 

245 

(62.7) 

391 

Item 10: Painful 

intercourses [PI] 
8 (2.0) 8 (2.0) 24 (6.1) 70 

(17.0) 

63  

(16.0) 

220 

(56.0) 

393 

The results from an analysis of these items are presented below. 

Item 1: The majority of the respondents (n =393) at 176 (44.8%) indicated that they 

did not know that an unusually heavy and longer vaginal bleeding is one of the 

symptoms of cervical cancer while 113 (28.8 were neutral. Only 37 (9.4% and 17 

(4.3%) showed a good knowledge on cervical cancer with regards to this variable 

[UVB] (Missing data: 1) 

 Item 2: About (n = 393) 133 (33.8%) of the respondents were neutral with regards to 

the fact that bleeding between regular menstrual periods is a sign of cervical cancer 
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and 125 (31.8%) revealed that they did not know. Less than 20% of the respondents 

agreed as represented by 60 (15.3%) respondents and 12 (3.1%) strongly agreed 

[BMB] (Missing data: 1) 

Item 3: Over 50% of the respondents (n = 390) at 205 (52.6%) did not know that 

bleeding after having sexual intercourse is a sign of cervical cancer, 64 (16.4%) 

strongly disagreed and 67 (17.2%) disagreed with the statement. However, 31 (4.1%) 

were neutral, 16 (4.1%) agreed and only seven (1.8%) strongly agreed. Thus, the 

majority of the respondents (85%) do not have good knowledge on this variable [BSI] 

(Missing data: 4) 

Item 4: The majority of the respondents (n = 393) at 258 (65.6%) revealed that they 

did not know that bleeding after douching is a sign of cervical cancer while 67 (17.0%) 

strongly disagreed with the statement and only three (0.8%) agreed on this variable. 

[BAD] (Missing data: 1) 

Item 5: Of the respondents, (n = 390), 256 (65.6%) did not know that bleeding after 

pelvic examination is a sign of cervical cancer while 51 (13.1%) strongly disagreed 

and 66 (16.9%) disagreed with the statement. Only four (1.0%) agreed and 5 (1.3%) 

strongly agreed with the statement [BAP] (Missing data: 4) 

Item 6: The majority of the respondents 390) at174 (44.6%) revealed that they did not 

know that bleeding after menopause is a symptom of cervical cancer while 126 (32.3) 

strongly disagreed. However, less than 5% at 10 (2.6%) agreed and 14 (3.6%) strongly 

agreed with the statement [BAM] (Missing data: 4) 

Item 7: The majority of the respondents (n = 384) at 232 (60.4%), indicated that they 

did not know that constant pelvic pain that is not related to menstrual cycle is a 
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symptom of cervical cancer. However, 42 (10.9%) disagreed, 42 (10.9%) were neutral, 

and less than 10% at 21 (5.5%) agreed while 12 (3.1%) strongly agreed with the 

statement [CPP] (Missing data: 10) 

Item 8: Less than 50% of the respondents (n = 391) at169 (43.2%) indicated that they 

did not know that a heavy or unusual discharge that may be watery, thick, and possibly 

have a foul smell is a symptom of cervical cancer. In addition, 88 (22.5%) were neutral 

and only 60 (15.3%) agreed and 13 (3.3%) strongly agreed with the statement [HUD] 

(Missing data: 3) 

Item 9: The majority of the respondents (n = 391) at 245 (62.7%) revealed that they 

did not know that increased urinary frequency is a symptom of cervical cancer, with 

74 (18.9%) having disagreed and only 0.5% strongly agreeing with the statement [IUF] 

(Missing data: 3) 

Item 10: The study revealed that over 50% of the respondents (n = 393) at 220 (56.0%), 

did not know that painful intercourse is a symptom of cervical cancer while 63 (16.0%) 

strongly disagreed, 70 (17.0%) disagreed, and only 2.0% agreed and strongly 

disagreed with the statement [PI] (Missing data: 1) 

All the statements in Table 4.6 were scored and summed up. The total scores were 

categorised as follows: 0 to 18 = Low, 19 to 36 = Average and 37 to 55 = Good. 
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25. Table 4.7 Level of knowledge on symptoms of cervical cancer 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Low 296 75.1 79.6 79.6 

Average 70 17.8 18.8 98.4 

Good 6 1.5 1.6 100.0 

Total 372 94.4 100.0  

Missing System 22 5.6   

Total 394 100.0 
  

 

• Knowledge regarding the sources of information on CC 

It is important for women of reproductive age to know the appropriate sources of 

information on CC screening services. In this section, the respondents were given four 

(4) items that were related to the most known sources of information on CC. The items 

are presented in Table 4. 8 below.  

26. Table 8.8 Descriptive analysis on the sources of information on CC 

Item/Statement Strongly 

Agree 

n (%) 

Agree 

% 

Neutral 

n (%) 

Disagre

e 

n (%) 

Strongly 

disagree 

n (%) 

Do not 

Know 

n ( %) 

Total 

n () 

Item1: Health care 

workers provide 

enough, clear, and 

understandable 

health information 

on cervical cancer 

[HWC] 

32 (8.1) 20 (5.1) 73 

(18.6) 

95 

(24.2) 

53 

(13.5) 

120 

(30.5) 

393 

Item 2: 

Leaflets/brochures 

on cervical cancer 

11 (2.8) 9 (2.3) 28 (7.1) 155 

(39.5) 

74 

(18.9) 

115 

(29.3) 

392 
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are available in 

local languages 

[LCC] 

Item 3: 

Friends/relatives 

who visited a health 

facility provided 

information on 

cervical cancer 

[FFH] 

10 (2.6) 23 (5.9) 50 

(12.8) 

135 

(34.4) 

66 

(16.8) 

108 

(27.6) 

392 

Item 4: Health 

information on 

cervical cancer is 

available on mass 

media [e.g. radio, 

TV, newspapers] 

[HIM] 

28 (7.1) 17 (4.3) 29 (7.4) 78 

(19.9) 

83 

(21.2) 

157 

(40.1) 

392 

The results of these items are presented below. 

Item1: The majority of the respondents (n = 393) at 120 (30.5%), did not know that 

health care workers provide enough, clear and understandable health information on 

cervical cancer while 53 (13.5%) strongly disagreed, 95 (24.2%) disagreed, 73 (18.6%) 

were neutral, 20 (5.1%) agreed and 32 (8.1%) strongly agreed (Missing data: 1) 

Item 2: The majority of the respondents (n = 392) at 155 (39.5%), disagreed that 

leaflets/brochures on cervical cancer are available in local languages, 115 (29.3%) did 

not know, 74 (18.9%) strongly disagreed and only 11 (2.8%) strongly agreed (Missing 

data: 2) 

Item 3: The majority of the respondents (n =392) at 135 (34.4%), disagreed that 

friends/relatives who visited the health facility provided information on cervical 
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cancer, 108 (27.6%) did not know, while 66 (16.8%) strongly disagreed, 50 (12.8%) 

were neutral, 23 (5.9%) agreed and 10 (2.6%) strongly agreed (Missing data: 2) 

Item 4: The majority of the respondents (n =392) at 157 (40.1%), did not know that 

health information on cervical cancer is available on mass media [e.g., radio, TV, 

newspapers] while 83 (21.2%) strongly disagreed, 78 (19.9%) disagreed, 29 (7.4%) 

were neutral, 17 (4.3%) agreed and 28 (7.1%) strongly agreed (Missing data: 2) 

27. Table 4.9 Overall level of knowledge regarding the prevention of cervical 

cancer 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Low 339 86.0 88.3 88.3 

Average 33 8.4 8.6 96.9 

Good 12 3.0 3.1 100.0 

Total 384 97.5 100.0  

Missing System 10 2.5   

Total 394 100.0   

• 4.3.2.2 Knowledge regarding the screening of cervical cancer 

The women’s knowledge about where to undergo for cervical screening services and 

the health reasons for screening is very important for them to decide to take up cervical 

screening. The availability of screening services and the indications for screening are 

discussed below.  

• Availability of cervical cancer screening services 

The availability and accessibility of CC screening services is a very important 

consideration in the screening for the prevention and control of CC. In this section, 

respondents were given three (3) items to determine the knowledge of the availability 

of cervical cancer screening services in the area. The items are reported in Table 4.10. 
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28. Table 4.10 Descriptive analysis on the availability of cervical cancer screening 

services 

Item/Statement Strongl

y 

Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagre

e 

n (%) 

Strongl

y 

disagre

e 

n (%) 

Do not 

Know 

n (%) 

Total 

n () 

Item 1: Cervical cancer 

screening service is 

available at the local 

health centre/clinic 

[CAC] 

48 

(12.2) 

51 

(13.0) 

147 

(37.4) 

10 (2.5) 8 (2.0) 129 

(32.8) 

393 

Item 2: Cervical cancer 

screening service is 

available at outreach 

point [CIO] 

1 (0.3) 0 (0.0) 3 (0.8) 9 (2.3) 23 (5.9) 355 

(90.8) 

394 

Item 3: Cervical cancer 

screening service is 

available at the district 

hospital [CCH] 

12 (3.1) 11 (2.8) 17 (4.3) 9 (2.3) 9 (2.3) 333 

(85.2) 

391 

The results from an analysis of these items are presented below. 

Item 1: The majority of the respondents (n = 393) at 147 (37.4%), were neutral on the 

view that the cervical cancer screening service is available at the local health 

centre/clinic, while 129 (32.8%) did not know, 51 (13.0) agreed and 48 (12.2%) 

strongly agreed (Missing data: 1) 

Item 2: Over 90% of the respondents (n = 394) at 355 (90.8%) did not know that the 

cervical cancer screening service is available at outreach points in the area and 23 

(5.9%) strongly disagreed, while 1 (0.3%) strongly agreed. 

Item 3: The majority of respondents (n = 391), 333 (85.2%) did not know that the 

cervical cancer screening service is available at the district hospital while 17 (4.3%) 
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were neutral, 9 (2.3%) agreed and strongly disagreed, 11 (2.8%) agreed and 12 (3.1%) 

strongly agreed (Missing data: 3) 

All the statements in Table 4.10 were scored and summed up. The total scores were 

categorised as follows: 0 to 5 = Low, 6 to 10 = Average and 11 to 15 = Good. 

29. Table 4.11 Level of knowledge on the availability of cervical cancer screening 

services 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Low 342 86.8 87.5 87.5 

Average 43 10.9 11.0 98.5 

Good 6 1.5 1.5 100.0 

Total 391 99.2 100.0 
 

Missing System 3 .8   

Total 394 100.0   

• Knowledge regarding the indications (factors associated) of cervical cancer     

It is important for women to know the factors that are associated with cervical cancer. 

In this section, the respondents were given nine (9) items that are believed to increase 

the chances of cervical cancer development. The items are illustrated in Table 4.12. 

30. Table 4.12 Descriptive analysis on the indications of cervical cancer 

Item/Statement Strongl

y Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagre

e 

n (%) 

Strongl

y 

disagre

e 

Do not 

Know 

n (%) 

Total 

n () 
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n (%) 

Item 1: Human 

papillomavirus 

(HPV) infection is the 

major risk factor for 

cervical cancer [HPI] 

11 (2.8) 8 (2.0) 8 (2.0) 11 (2.8) 11 (2.8) 342 

(86.8) 

391 

Item 2: Smoking 

cigarettes increases 

the chances of getting 

cervical cancer [SCI] 

24 (6.1) 23 (5.9) 108 

(27.6) 

87 

(22.3) 

43 

(11.0) 

106 

(27.1) 

391 

Item 3: Long-term 

(for longer than 5 

years) oral use of birth 

control pills causes 

cervical cancer [BCP] 

11 (2.8) 6 (1.5) 36 (9.3) 119 

(30.6) 

93 

(23.9) 

124 

(31.9) 

389 

Item 4: Being infected 

with HIV, the virus 

that causes AIDS, 

increases the chances 

of getting cervical 

cancer [BIW] 

7 (1.8) 45 

(11.5) 

175 

(44.8) 

36 (9.2) 25 (6.4) 103 

(26.3) 

391 
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Item 5: Being 

sexually active at a 

young age (early 

sexual intercourse) 

increases the chances 

of getting CC. [BSA] 

12 (3.1) 35 (9.0) 149 

(38.2) 

34 (8.7) 28 (7.2) 132 

(33.8) 

390 

Item 6: Multiple 

pregnancies (more 

than 5 times) is 

associated with 

cervical cancer 

[MPC] 

10 (2.6) 24 (6.3) 41 

(10.8) 

40 

(10.5) 

35 (9.2) 231 

(60.6) 

381 

Item 7: Having 

unprotected sexual 

intercourse with 

multiple male sexual 

partners increases the 

chance of   cervical 

cancer [HUS] 

18 (4.6) 57 

(14.6) 

83 

(21.3) 

48 

(12.3) 

21 (5.4) 163 

(41.8) 

390 

Item 8: Having sexual 

intercourse with an 

uncircumcised 

partner increases the 

risk for CC [BSI] 

19 (4.9) 29 (7.4) 68 

(17.4) 

94 

(24.1) 

38 (9.7) 142 

(36.4) 

390 
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Item 9: Family history 

of cervical cancer 

increases the chance 

of cervical cancer 

[FHC] 

34 (8.7) 15 

(3.8) 

37 (9.5) 88 

(22.5) 

95 

(24.3) 

122 

(31.2) 

391 

The results derived from an analysis of these items are presented below. 

Item 1: The study revealed that (n = 391) 318 (82.2%) of the respondents did not know 

that the Human Papillomavirus (HPV) is associated with cervical cancer while eight 

(2.1%) agreed and 15 (3.9%) strongly agreed with the statement [HPV] (Missing data: 

3). 

Item 2:  The study revealed that (n = 391) 108 (27.6%) of the respondents were neutral 

while 106 (27.1%) did not know that smoking cigarettes increases the chances of 

getting cervical cancer, 87 (22.3%) disagreed, 23 (5.9%) agreed and 24 (6.1%) 

strongly agreed [SCI] (Missing data: 3). 

Item 3: The study revealed that (n = 389) 124 (31.9%) of the respondents did not know 

that the use of oral birth control pills for longer than 5 years causes cervical cancer. In 

addition, 93 (23.9%) strongly disagreed and 119 (30.6%) disagreed while 6 (1.5%) 

agreed and 11 (2.8%) strongly agreed with the statement [BCP] (Missing data: 5). 

Item 4: The study revealed that (n = 391) 175 (44.8%) of the respondents were neutral 

whether being infected with HIV, the virus that causes AIDS, increases the chances of 

getting cervical cancer or not, while 103 (26.3%) did not know, 45 (11.5%) agreed and 

7 (1.8%) strongly agreed. The findings indicate poor knowledge regarding this variable 

[BIW] (Missing data: 4). 
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Item 5: The majority of respondents (n = 390) at 149 (38.2%) were neutral with regards 

to the fact that being sexually active at a young age (early sexual intercourse) increases 

the chances of cervical cancer while 132 (33.8%) did not know. Only 35 (9.0%) agreed 

and 12 (3.1%) strongly agreed with the statement [BSA] (Missing data: 4). 

Item 6: The majority of respondents (n = 381) at 231 (60.6%), did not know that 

multiple pregnancies (more than 5 times) are associated with cervical cancer while 41 

(10.8%) were neutral, less than 10% at 24 (6.3%) agreed, and 10 (2.6%) strongly 

agreed [MPC] (Missing data: 13). 

Item 7: The majority of respondents (n = 390) at 163 (41.8%), did not know that having 

unprotected sexual intercourse with multiple male sexual partners increases the 

chances of   cervical cancer, while 48 (12.3%) disagreed and 83 (21.3%) were neutral. 

The study revealed that 57 (14.6%) agreed and 18 (4.6%) strongly agreed with the 

statement [HUS] (Missing data: 4). 

Item 8: The majority of respondents (n = 390) at 142 (36.4%), did not know that having 

sexual intercourse with an uncircumcised partner increases the chances of cervical 

cancer, 94 (24.1%) disagreed, 68 (17.4%) were neutral, 29 (7.4%) agreed and 19 

(4.9%) strongly agreed [BSI] (Missing data: 4). 

Item 9: The majority of the respondents (n = 391) at 122 (31.2%), did not know that a 

family history of cervical cancer increases the chance of cervical cancer while 95 

(24.3%) strongly disagreed and 88 (22.5%) disagreed with the statement. However, 37 

(9.5%) were neutral, 15 (3.8%) agreed and 34 (8.7) strongly agreed with the statement 

[FHC] (Missing data: 3). 
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All the statements in Table 4.12 were scored and summed up. The total scores were 

categorised as follows: 0 to 15 = Low, 16 to 30 = Average and 31 to 45 = Good. 

 

31. Table 4.13 Level of knowledge on the indications of cervical cancer screening 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Low 234 59.4 62.9 62.9 

Average 120 30.5 32.3 95.2 

Good 18 4.6 4.8 100.0 

Total 372 94.4 100.0 
 

Missing System 22 5.6 
  

Total 394 100.0 
  

• 4.3.2.3 Knowledge regarding the treatment of cervical cancer 

The knowledge held by women of reproductive age regarding the types of treatment is 

an important cue to cervical screening because it instils the hope of relief of symptoms 

and the cure of cervical cancer. The various treatment methods for cervical cancer are 

discussed below. 

• Knowledge regarding the types of treatment for CC 

The respondents were given three (3) items to determine their knowledge on the types 

of treatment for cervical cancer if detected. The findings are reported in Table 4.14. 
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32. Table 4.14 Descriptive analysis on the types of treatment for CC 

Item/Statement Strongl

y Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagre

e 

n (%) 

Strongl

y 

disagree 

n (%) 

Do not 

Know 

n (%) 

Total 

n () 

Item 1: Surgery or 

an operation to 

remove cancer 

tissues [SOT] 

35 (9.0) 69 

(17.6) 

59 

(15.1) 

2 (0.5) 3 (0.8) 223 

(57.0) 

391 

Item 2: 

Chemotherapy or 

medications that 

destroys cancer 

tissues [CMT] 

15 (3.8) 22 (5.6) 74 

(18.9) 

3 (0.8) 3 (0.8) 275 

(70.2) 

392 

Item 3: 

Radiotherapy that 

burns cancer tissues 

[RBT] 

24 (6.2) 70 

(17.9) 

87 

(22.3) 

2 (0.5) 3 (0.8) 204 

(52.3) 

390 

The results drawn from an analysis of these items are presented below. 

Item 1: The majority of respondents (n = 391) at 223 (57.0%), did not know that 

surgery or an operation is used to treat cervical cancer by removing the cancerous 

tissues [SOT]. In addition, 59 (15.1%) were neutral, while 69 (17.6%) agreed and 35 

(9.0%) strongly agreed respectively (Missing data: 3). 
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Item 2: The majority of the respondents (n = 392), 275 (70.2) did not know that 

chemotherapy or medications are used to destroy cervical cancer tissues [CMT] while 

74 (18.9%) were neutral, 22 (5.6%) agreed and 15 (3.8%) strongly agreed (Missing 

data: 2). 

Item 3: Over 50% of the respondents (n = 390) at 204 (52.3), did not know that 

radiotherapy that burns cancer tissues is a treatment of cervical cancer (RBT]. In 

addition, 87 (22.3%) were neutral, while 70 (17.9%) agreed and 24 (6.2%) strongly 

agreed (Missing data: 4). 

33. Table 4.15 Level of knowledge on the types of treatment for cervical cancer 

  Frequency Valid Percent 

Valid Low 
255 65.4 

Average 
91 23.3 

Good 
44 11.3 

 Total 
390 100.0 

34. Table 4.16 Overall level of knowledge regarding cervical cancer 

 Frequency Percent Valid 

Percent 

Cumulative Percent 

Valid 

Low 274 69.5 86.7 86.7 

Average 36 9.1 11.4 98.1 

Good 6 1.5 1.9 100.0 

Total 316 80.2 100.0 
 

Missing System 78 19.8 
  

Total 394 100.0 
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4.3.3 Objective 2: Attitude regarding prevention, screening, and treatment of cervical 

cancer 

The study determined the attitude level of women of reproductive age with regards to 

the prevention, screening, and treatment of cervical cancer. The attitude levels that 

were noted are discussed below. 

• 4.3.3.1 Attitude regarding the prevention of cervical cancer 

The attitude regarding the prevention of cervical cancer was determined based on the 

psycho-social influences on the prevention of cervical cancer as discussed below. In 

this section, respondents were given three (3) items to determine their attitude on 

psycho-social influences on the prevention of cervical cancer. The items are reported 

in Table 4.17. 

35. Table 4.17 Descriptive analysis of psycho-social influences on the prevention 

of cervical cancer 

Item/Statement Strongly 

Agree  

n (%) 

Agree  

 n (%) 

Neutral  

n (%) 

Disagre

e  

n (%)  

Strongly 

disagree 

n (%) 

Do not 

Know n 

(%) 

Total 

 n () 

Item 1: Cervical 

cancer is real and 

dangerous [CCR] 

69 

(17.5) 

133 

(33.8) 

159 

(40.4) 

8 (2.0) 2 (0.5) 23 (5.8) 394 
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Item 2: Feeling at 

risk of cervical 

cancer [FRC] 

35 (8.9) 62 (15.7 45 

(11.5) 

37 (9.4) 98 

(24.9) 

116 

(29.5) 

393 

Item 3: Will go to 

the health facility to 

see the doctor/nurse 

[WHD] 

32 (8.2) 34 (8.7) 171 

(43.7) 

20 (5.1) 11 (2.8) 123 

(31.5) 

391 

The results from these items are presented below. 

Item 1: The majority of the respondents (n = 394) at 159 (40.4%), were neutral with 

regards to the view that cervical cancer is real and dangerous [CCR]. Furthermore, 133 

(33.8%) agreed and 69 (17.5) strongly agreed while 23 (5.8%) indicated that they do 

not know. 

Item 2: Less than 30% of the respondents (n = 393) at 116 (29.5%), did not know 

whether they feel at risk of cervical cancer [FRC] while 98 (24.9%) strongly disagreed, 

45 (11.5%) were neutral, 62 (15.7%) agreed and 35 (8.9%) strongly agreed that they 

did not feel at risk of cervical cancer (Missing data: 1). 

Item 3: The majority of respondents (n = 391) at 171 (43.7%), were neutral on whether 

they would go to the health facility to see the doctor/nurse [WHD]. The results also 

show that 123 (31.5%) of the respondents did not know while 34 (8.7%) agreed and 

32 (8.2%) strongly agreed that they would go to the health facility to see the doctor or 

nurse (Missing data: 3). 
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• 4.3.3.2 Attitude regarding screening for cervical cancer 

The respondents’ attitude towards screening was determined based on the psycho-

social influence on the decision to screen for CC; cultural beliefs on screening for CC; 

factors that influence CC screening; economic factors, willingness to be screened for 

CC and the preferred sites for screening as discussed below. 

• Psycho-social influences on screening of CC 

In this section, respondents were given five (5) items to determine the attitudes 

regarding psycho-social influences on the screening of CC. The items are reported in 

Table 4.18 below. 

36. Table 4.18 Descriptive analysis of psycho-social influences on the screening 

of CC 

Item/Statement Strongl

y 

Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagree 

n (%) 

Strongl

y 

disagre

e n (%) 

Do not 

Know 

n (%) 

Total 

n () 

 

Item 1: Will consult a 

family member before 

deciding to screen for 

cervical cancer 

[WDC] 

6 (1.6) 7 (1.8) 32 (8.3) 80 (20.8) 49 

(12.8) 

210 

(54.7) 

384 

Item 2: Will discuss 

with the spouse 

before deciding to 

screen for cervical 

cancer [WSS] 

7 (1.8) 11 (2.8) 52 

(13.3) 

70 (17.9) 49 

(12.5) 

203 

(51.8) 

392 
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Item 3: Fear of being 

told a positive 

cervical cancer result 

[FBR] 

28 (7.2) 125 

(32.3) 

133 

(34.4) 

20 (5.2) 12 

(3.1) 

69 

(17.8) 

387 

Item 4: Fear and 

shame of going 

through the 

examination 

procedure [FEP]  

27 (6.9) 146 

(37.1) 

125 

(31.7) 

29 (7.4) 18 

(4.6) 

49 

(12.4) 

394 

Item 5: Lack of time 

to go for cervical 

cancer screening 

because of other 

responsibilities [LSR] 

12 (3.0) 35 (8.9) 137 

(34.8) 

147 

(37.3) 

31 

(7.9) 

32 

(8.1) 

394 

The results established from an analysis of these items are presented below. 

Item 1: The majority of the respondents (n = 384) at 210 (54.7%), did not know 

whether they would consult a family member before deciding to screen for cervical 

cancer [WDC], 49 (12.8%) strongly disagreed, 80 (20.8%) disagreed, 32 (8.3%) were 

neutral and seven (1.8) agreed with the statement (Missing data: 10) 

Item 2: A majority of the respondents (n = 392) at 203 (51.8%), did not know whether 

to discuss with their spouses before deciding to screen for cervical cancer [WSS] while 

49 (12.5%) strongly disagreed, 70 (17.9%) disagreed and 52 (13.3%) were neutral. 

Only 11 (2.8%) agreed and seven (1.8%) strongly agreed to discuss with their spouse 

on their decision to go for cervical cancer screening (Missing data: 2) 
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Item 3: The majority of the respondents (n = 387) at 133 (34.4%), were neutral with 

regards to the fear of being told a positive cervical cancer result [FBR]. In addition, 

125 (32.3%) agreed with the statement while 69 (17.8%) did not know (Missing data: 

7). 

Item 4: The majority of the respondents (n = 394) at 146 (37.1%), agreed that there 

was fear and feelings of shame while going through the examination procedure of 

cervical cancer screening [FEP]. A further 125 (31.7%) were neutral, while 49 (12.4%) 

did not know about their feelings in relation to cervical cancer screening. 

Item 5: The majority of the respondents (n = 394) at 147 (37.3%), did not agree with 

the statement on the lack of time to go for cervical cancer screening because of other 

responsibilities [LSR]. The results also show that 137 (34.8%) were neutral, while 35 

(8.9%) agreed and 12 (3.0%) strongly agreed with the statement. 

All the statements in Table 4.18 were scored and summed up. The total scores were 

categorised as follows: 0 to 15 = Negative, 16 to 30 = Neutral and 31 to 45 = Positive   

37. Table 4.19 Level of attitude due to psychosocial influences on cervical cancer 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Negative attitude 126 32.0 34.1 34.1 

Neutral attitude 223 56.6 60.3 94.3 

Positive attitude 21 5.3 5.7 100.0 

Total 370 93.9 100.0 
 

Missing System 24 6.1   

Total 394 100.0 
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• Cultural beliefs on the screening for cervical cancer   

In this study, respondents were given five (5) items that related to cultural beliefs that 

could influence women’s attitude towards screening for cervical cancer. The items are 

described in Table 4.20. 

38. Table 4.20 Descriptive analysis on the cultural beliefs on the screening for 

cervical cancer 

Item/Statement Strongly 

Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagre

e 

n (%) 

Strongl

y 

disagre

e n (%) 

Do not 

Know 

n (%) 

Total 

n () 

Item 1:  Afraid of being 

screened by known health 

care provider [ABP] 

13 (3.3) 41 

(10.4) 

187 

(47.6) 

112 

(28.5) 

33 (8.4) 7 (1.8) 393 

Item 2: Shame to be 

associated with cervical 

cancer disease [SCD] 

8 (2.0) 63 

(16.0) 

219 

(55.6) 

65 

(16.5) 

30 (7.6) 9 (2.3) 394 

Item 3: Shame to be 

screened by male health 

service provider [SMP] 

127 

(32.2) 

156 

(39.6) 

56 

(14.2) 

31 (7.9) 20 (5.1) 4 (1.0) 394 

Item 4: Shame to be 

screened by a youth 

health service provider 

[SYH] 

27 (6.9) 76 

(19.4) 

122 

(31.1) 

138 

(35.2) 

26 (6.6) 3 (0.8) 394 

Item 5: The procedure is 

too intrusive [TPT] 

71 (18.1) 70 

(17.9) 

109 

(27.8) 

114 

(29.1) 

12 (3.1) 16 (4.1) 392 

The results obtained from an analysis of these items are presented below. 

Item 1: The majority of the respondents (n = 393), 187 (47.6%) were neutral on 

whether they may be afraid of being screened by known health care providers while 

112 (28.5%) disagreed, 41 (10.4%) agreed and 13 (3.3%) strongly agreed with the 

statement (Missing data: 1). 
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Item 2: The majority of the respondents (n = 394) at 219 (55.6%) were neutral on 

whether they may be ashamed to be associated with cervical cancer.  In addition, 65 

(16.5%) disagreed, 63 (16.0%) agreed and eight (2.0%) strongly disagreed.  

Item 3: The majority of respondents (n = 394) at 156 (39.6%) agreed and 127 (32.2%) 

strongly agreed that they felt shame to be screened by male health service providers, 

while 56 (14.2%) were neutral and 31 (7.9%) disagreed. 

Item 4: The majority of the respondents (n = 394) at 138 (35.2%) disagreed with the 

view of being ashamed to be screened by a youthful health service provider while 122 

(31.1%) were neutral, 76 (19.4%) agreed and 27 (6.9%) strongly agreed. 

Item 5: The majority of respondents (n = 392) at 114 (29.1%), disagreed with the view 

that the procedure is too intrusive while 109 (27.8%) were neutral, 70 (17.9%) agreed 

and 71 (18.1%) strongly agreed that the procedure is too intrusive (Missing data: 2). 

All the statements in Table 4.20 were scored and summed up. The total scores were 

categorised as follows: 0 to 8 = Negative, 9 to 16 = Neutral and 17 to 25 = Positive. 

39. Table 4.21 Level of attitude due to cultural beliefs on the screening of cervical 

cancer 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Positive 

Attitude 
14 3.6 3.6 3.6 

Neutral 

Attitude 
225 57.1 57.8 61.4 

Negative 

Attitude 
150 38.1 38.6 100.0 
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Total 389 98.7 100.0 

 

Missing System 5 1.3   

Total 394 100.0   

• Factors that influence CC screening  

There are factors that may contribute to the late presentation of women with invasive 

cervical cancer. In this section, respondents were given six (6) items that indicate the 

factors that influence CC screening among women. The items are illustrated in Table 

4.22. 

40. Table 4.22 Descriptive analysis on factors that influence cervical cancer 

screening 

Item/Statement Strongl

y Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagre

e 

n (%) 

Strongl

y 

disagree 

n (%) 

Do 

not 

Know 

n (%) 

Total 

n () 

Item 1: Feeling shy to 

go for screening [FSC] 

18 (4.6) 93 

(23.8) 

199 

(51.0) 

51 

(13.1) 

10 (2.6) 19 

(4.9) 

390 

Item 2: Fear to hear the 

test results [FHT] 

23 (5.8) 98 

(25.0) 

218 

(55.7) 

28 (7.1) 5 (6.1) 19 

(4.8) 

391 

Item 3: Fear of being 

embarrassed [FBE] 

17 (4.3) 74 

(18.9) 

234 

(76.7) 

40 

(16.9) 

5 (6.6) 21 

(5.4) 

391 

Item 4: Feeling not at 

risk because not 

sexually active [FRS] 

22 (5.6) 169 

(43.2) 

128 

(32.7) 

27 (6.9) 16 (4.1) 29 

(7.4) 

391 

Item 5: Do not suffer 

of any symptoms 

[DSS] 

23 (5.9) 155 

(39.5) 

126 

(32.1) 

22 (5.6) 13 (3.3) 53 

(13.5) 

392 

Item 6: Not aware of 

availability of 

10 (2.6) 39 (9.9) 160 

(40.8) 

134 

(34.2) 

25 (6.4) 24 

(6.1) 

392 
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screening services 

[NSS] 

The results derived from the above responses to these items are presented below. 

Item 1: The majority of the respondents (n = 390) at 199 (51.0%), were neutral about 

feeling shy of or being shy to go for screening, while 93 (23.8%) agreed and 18 (4.6%) 

strongly agreed with the statement (Missing data: 4). 

Item 2: The majority of the respondents (n = 391), 218 (55.7%) were neutral about the 

fear of getting the test results while 98 (25.0%) agreed and 23 (5.9%) strongly agreed 

with the statement (Missing data: 3). 

Item 3: The majority of the respondents (n = 391), 234 (76.7%), were neutral about 

the fear of or being embarrassed when a Pap smear is being performed, 40 (16.9%) 

disagreed, while 74 (18.9%) agreed and 17 (4.3%) strongly agreed with the statement 

(Missing data: 3). 

Item 4: The majority of the respondents (n = 391) at 169 (43.2%) agreed while 22 

(5.6%) strongly agreed about feeling not at risk because they were not sexually active. 

However, 128 (32.7%) were neutral, and 29 (7.4%) stated that they did not know 

(Missing data: 3). 

Item 5: The majority of the respondents (n = 392) at 155 (39.5%), agreed that they 

would not seek screening if they do not suffer from any symptoms of cervical cancer. 

The results also show that 126 (32.1%) respondents were neutral, while 53 (1.5%) did 

not know whether they suffered from the symptoms (Missing data: 2). 
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 Item 6: The majority of the respondents (n = 392) at 160 (40.8%) were neutral on the 

awareness of the availability of screening services. In addition, 134 (34.2) disagreed 

with the statement, which means that they are aware of the availability of screening 

services for cervical cancer at the health facility. However, 39 (9.9%) agreed and 10 

(2.6%) strongly agreed with the statement and this shows that they were not aware of 

the availability of screening services (Missing data: 2). 

• Economic factors that influence CC screening uptake 

Economic factors are very important in determining the utilisation of cervical cancer 

screening services. In this study, the participants were given five (5) items that related 

to the economic factors that are likely to hinder women from utilising cervical cancer 

screening services. The items are described in Table 4.23.  

41. Table 4.23 Descriptive analysis on the economic factors that influence CC 

screening uptake 

Item/Statement Strongly 

Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagree 

n (%) 

Strongly 

disagree 

n (%) 

Do not 

Know 

n (%) 

Tota

l 

n () 

Item 1: Distance is 

less than 1 KM from 

home to the health 

facility [TCA] 

64 (55.1) 31 

(26.7) 

19 (16.4) 0 (0.0) 2 (1.7) 0 (0.0) 116 

Item 2: Distance is 

between 1 and 5 km 

from home to the 

health facility [DHF] 

43 (29.5) 66 

(45.2) 

37 (25.3) 0 (0.0) 0 (0.0) 0 (0.0) 146 

Item 3: Distance is 

between 5 and 10 km 

20 (22.2) 49 

(54.4) 

20 (22.2) 1 (1.1) 0 (0.0) 0 (0.0) 90 
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from home to the 

health facility [DHH] 

Item 4: There is lack 

of transport from 

home to the facility 

[DMT] 

25 (29.8) 51 

(60.7) 

6 (7.1) 1 (1.2) 1 (1.2) 0 (0.0) 84 

Item 5: Transport cost 

is not affordable 

[TTF] 

34 (31.2) 65 

(59.6) 

7 (6.4) 0 (0.0) 3 (2.8) 0 (0.0) 109 

The results from an analysis of these items are presented below. 

Item 1: Of the respondents (n = 116), 64 (55.1%) strongly agree and 31 (26.7%) agreed 

that the distance from home to the health care facility is less than one kilometre [TCA] 

while 19 (16.4%) were neutral.  

Item 2:  Of the respondents (n = 146), 66 (45.2%) agreed and 43 (29.5%) strongly 

agreed that the distance from home to the health care facility is between one and five 

kilometres [DHF] while 37 (25.3%) were neutral.  

Item 3: Of the respondents (n = 90), 49 (54.4%) agreed and 20 (22.2%) strongly agreed 

that the distance from home to the health care facility is between five and ten km 

[DHH] while 20 (22.2%) were neutral. 

Item 4: Of the respondents (n = 84), 51 (60.7%) agreed and 25 (29.8%) strongly agreed 

that there is lack of transport from home to the facility [DM] while six (7.1%) were 

neutral. 

Item 5: Of the respondents (n = 109), 65 (59.6%) agreed and 34 (31.2%) strongly 

agreed that transport cost is not affordable [TTF] while seven (6.4%) were neutral. 
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• Willingness to be screened for CC (Pap smear test) 

This study revealed that the majority of the participants (n = 3940), 354 (89.8%) 

reported that they were willing to undergo Pap smear tests for cervical cancer 

screening and only 40 (10%) reported that they did not want to undergo Pap smear. 

This study did not assess the reasons for not wanting to go for Pap smear screening.  

• Preferred sites for screening (Pap smear test) 

The majority of the respondents (n= 394) at 323 (81.9%), indicated that they preferred 

to have This is likely the result of inadequate or lack of cervical screening services for 

a Pap smear test at the local Primal Healthcare clinic, while 23 (6.1%) preferred the 

health centre. Moreover, 81 (20.6%) preferred at the district hospital, 24 (6.1%) 

preferred a private clinic and 11 (2.8%) had no preferences. The study concluded that 

the local primary health care clinics and district hospitals were the most preferred sites 

where the majority of women would go for cervical cancer screening. 

• 4.6.3.3 Attitude regarding treatment and chances of recovery when CC is 

detected early 

The majority of the respondents (n = 394) at 131 (33.3%), reported that they did not 

know that CC can be treated if detected early while 94 (23.9%) strongly disagreed, 69 

(17.6%) agreed and 56 (14.2%) could not agree or disagree. It was concluded that the 

attitude regarding the treatment for CC, if detected early, was low. 

• Overall attitudes regarding cervical cancer  

The study determined the overall attitudes due to psycho-social and cultural influences 

towards cervical cancer. The findings are presented in Table 4.24. 
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42. Table 4.24 Overall attitude regarding cervical cancer 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Negative attitude 47 11.9 12.8 12.8 

Neutral attitude 304 77.2 83.1 95.9 

Positive attitude 15 3.8 4.1 100.0 

Total 366 92.9 100.0  

Missing System 28 7.1   

Total 394 100.0   

 

Table 4.24 above shows the overall level of attitudes regarding cervical cancer. The 

majority of the respondents (n = 394) at 304 (83.1%), scored at a neutral attitude level, 

47 (12.8%) scored at a negative attitude level and only15 respondents (4.1%) scored 

at a positive attitude level. The study concluded that the majority of respondents 

(83.1%) possessed a neutral level of attitude towards cervical cancer screening.  

4.3.4 Objective 3: Practices regarding the prevention, screening, and treatment of 

cervical cancer 

Practices regarding the prevention of cervical cancer were determined based on 

prevention through HPV vaccination; smoking tobacco products; having a steady 

sexual partner and the usage of contraceptives for more than five years. These are 

discussed below. 

• 4.3.4.1 Practices regarding the prevention of cervical cancer 

• HPV vaccination for cervical cancer prevention 

The study revealed that all the respondents (100%) did not receive HPV vaccination. 

Regarding the question as to why they were not vaccinated, the majority (n = 394), at 
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384 (97.4%), reported that they did not know about the HPV vaccine, while five (1.3%) 

of the respondents reported that they had never heard of the HPV vaccine and five 

(1.3%) of the respondents thought that cancer had no vaccine.  

• Smoking tobacco products 

The study revealed that the majority of the respondents (n = 394) at 313 (79.8%) 

smoked cigarettes or tobacco products, while 79 (20.2%) reported that they had been 

smoking six months before the study was conducted.  

• Having a steady sexual partner 

The study further reported that the majority of the respondents (n = 394) at 363 

(92.4%), had steady sexual partners and 30 (7.6%) did not have. Those who reported 

having steady sexual partners were asked whether their partners were circumcised. The 

results show that (n = 364) a total of 57.7% reported that their partners were not 

circumcised while 153 (42.0%) reported that their partners were circumcised. The 

study determined the reasons for not being circumcised. Of the 57.7% respondents of 

those who reported that their partners were not circumcised, nearly 96 (48.7%) 

indicated that circumcision cervices were not available in the area. Ninety-one (46.2%) 

reported that their partners were not aware of the availability of circumcision services 

while nine (4.6%) reported that their partners refused to be circumcised and one (0.5%) 

attributed this to cultural reasons. 

• Usage of oral contraceptives > 5 years 

The respondents were asked to state their views on the usage of oral contraceptives 

and the responses are illustrated in Table 4.25. 
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43. Table 4.25 Descriptive analysis on the usage practices of oral contraceptives 

  n (%) 

Yes 175 (44.6%) 

No 217 (55.4%) 

Total 392 (100%) 

Missing data 2 (0.5%) 

Table 4.25 indicates that the majority of respondents (n =392) at 217 (55.4%), reported 

that they had not been using oral contraceptives while 175 (44.6%) of the respondents 

agreed that they were using oral contraceptives. Of those that had been using oral 

contraceptives, 26 (14.8%) had used them for less than two years, 56 (31.8%) had been 

using them for less than five years while 94 (53.4%) had used them for more than five 

years. A greater proportion of the respondents used contraceptives for longer than five 

years and they might be at risk of acquiring CC.  

4.3.4.2 Practices regarding the screening for CC  

Practices regarding screening for CC were determined in terms of the uptake of CC 

screening practices. 

• Uptake of CC screening (Pap smear test) 

In this study, the respondents were given five (5) items that determined the patterns on 

how often respondents undergo cervical cancer screening and the findings are 

described in Table 4.26. 
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44. Table 4.26 Descriptive analysis on the frequency of Pap smear (cervical) 

screening 

Frequency 

n (%) 

Once in a lifetime 76 (19.6%) 

Annually 16 (4.1%) 

Once every two years 15 (3.9%) 

Once every three years 17 (4.4%) 

Never 263 (68.0%) 

Total 

 

387 (100%)  

 

 

 

 

 

mMissing dt 

Missing data 7 (1.8%) 

Table 4.26 above indicates that the majority of the respondents (n = 387) at 263 

(68.0%), had never gone for Pap smear screening, 76 (19.6%) had a Pap smear test 

once in their lifetime, and 16 (4, 1%) had a Pap smear screening on an annual basis, 

while 15 (3.9%) had Pap smear tests every two years, and 17 (4.4%) had cervical 

screening once every three years. The study revealed that 124 (32%) respondents had 

been screened at different intervals in their lifetime. The majority of women who were 

screened fell in the age brackets of 35 - 39 (26.65%); 30 - 34 (21.0%) and 45 - 49 

(19.45%). The majority of women who had been screened for cervical cancer were 

single (51.2%) with a Pearson Chi-Square p value (p= 0.003). This means that single 

women are more likely to undergo cervical screening. Regarding educational level, 

64.5% of the women had attained secondary school, 17.7% had attained tertiary level 

education, while only 2.4% of those that had not attended school had been screened. 

A Pearson Chi-Square analysis proved a significant correlation between education 

level and cervical cancer screening for prevention with (p = <0.001). Furthermore, 

53.2% of the respondents who had been screened were employed compared to 31.5% 



 

165 

 

who were unemployed. The Pearson Chi-Square proved that there is a significant 

correlation between employment and cervical cancer screening (p = <0.001). A further 

68% of the respondents had never undergone cervical screening and 32% had cervical 

screening once in their lifetime, which indicates a poor uptake of CC screening among 

the respondents. 

• Practices regarding the treatment of CC 

The majority of the respondents (n = 394) at 340 (87.4%), reported that they did not 

know that there are any factors that affect the chances of recovery and treatment 

options of CC with only 24 (6.2%) who agreed.  

4.4 SUMMARY  

This chapter presented the study findings on the knowledge, attitude and practice 

regarding the screening, prevention, and treatment of cervical cancer. The mean and 

Standard deviation were calculated to determine the participants’ level of knowledge 

regarding the screening, prevention, and treatment of cervical cancer. The overall level 

of knowledge, attitude and practices regarding the screening, prevention, and treatment 

of cervical cancer was determined. Pearson correlation coefficients were calculated to 

show the relationship between the variables that describe the knowledge, attitudes, and 

practices regarding cervical cancer. The chapter concluded that the majority of 

participants scored low on the level of knowledge about cervical cancer, had neutral 

attitudes, and a low uptake of cervical screening.  
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CHAPTER FIVE 

DISCUSSIONS OF PHASE ONE RESULTS 

5.1 INTRODUCTION 

The previous chapter presented the results of the study. This chapter presents the 

discussions of the results of Phase one of the study. It outlines the results in relation to 

the theoretical frameworks and findings from previous similar results.  

5.3.1 Socio-demographic data of the respondents 

Age has been found to be a significant factor towards accessing cervical cancer 

screening services. In this study, the majority of respondents, that is, 22.1%, were in 

the age group of 35 - 39, followed by 19.5% in the 30-34 age group. The results also 

showed that 14.2% of the respondents were in the age group of 25 - 29, 12.2% were in 

the 45 - 49 age group, 10.4% were in the 20 - 24 years age group and 4.6% were in the 

age group of 18 - 19 years. Most women were within the 30 - 39 years age bracket, 

where cervical cancer has been found to be the most common cause of morbidity and 

mortality, and accounting for 16% of all cancers diagnosed in this age group (WHO, 

2015). In congruence with these results, other studies have revealed that women who 

often uptake screening services for cervical cancer tend to be younger (aged 30 - 39), 

married, mostly having been pregnant, better educated and had used contraception 

(Mabelel et al., 2018; Makurirofa et al., 2019). Thus, educational activities on the 

screening, prevention and treatment regarding cervical cancer should be targeted to the 

age group from 20 years and above so as to empower them with knowledge and a 

positive attitude to take up cervical screening as they are part of the target population 

for cervical screening in Namibia.  
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 Over half (58.1%) of the respondents were single, followed by married respondents 

(27.7%). Co-habiting women amounted to 9.8% of the respondents. Similar sentiments 

were observed in Kenya, Zambia, and Zimbabwe (Lim & Ojo, 2017; Makurirofa et al., 

2019).  

Socio-economic factors also play a significant role in accessing and the utilisation of 

screening services. Various studies also noted that females who are financially 

independent, and have a formal education have a higher likelihood of accessing 

screening services. A high education level should be accompanied by a good level of 

knowledge on cervical screening, prevention, and treatment to promote positive 

attitudes towards the uptake of cervical cancer screening among the target population 

(Gatumo et al., 2018; Jassim et al., 2018; Lim & Ojo, 2017; Ndejjo et al., 2016). 

The majority of the respondents (208, 52.8%) had 1 to 2 births, followed by 35.3% 

that had three or more births while respondents with 0 births amounted to 11.9%. 

Studies such as one by Sankaranarayanan et al. (2014), revealed that the number of 

child births directly correlates with the uptake of screening services, which implies 

that earlier and frequent contact with health care providers increases the positive 

attitude towards cervical screening. 

A majority of the respondents (59.8%) had stayed in the area of study for six years or 

more, followed by 28.0% that had stayed between 3 and 5years. These groups had a 

chance of knowing the availability of cervical cancer screening services at the health 

facilities if health workers were disseminating information at the point of care 

(Sudanga et al., 2013). The majority stayed in the area in search of employment, hence 
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this is a golden chance to acquire the knowledge on screening, prevention, and 

treatment of cervical cancer. 

Over half of the respondents (51.4%) were unemployed, followed by 34.1% employed 

respondents while self-employed respondents accounted for 6.6%. The findings 

revealed that 90.8% of the respondents could not afford transport costs to the health 

facility. This study’s results showed that 66 (53.2%) of the women who had been 

screened were employed compared to 39 (31.5%) who were unemployed. These 

results are supported by the results of similar studies in Nepal, Kenya and elsewhere 

(Gatumo et al., 2018; Abudukadeer et al., 2015; Morema et al., 2014; Sudanga et al., 

2013). In view of this, unemployed women may find it difficult to pay the transport 

fee to and from the healthcare facilities. Therefore, the implication is that only women 

who are employed are most likely to attend cervical screening services because they 

can afford transport costs.   

The most spoken home languages by the respondents are Herero with 22.8% of the 

respondents, followed by Damara/Nama with 19.0%. In addition, the Oshiwambo 

speaking respondents amounted to 16.5% and the San language speaking respondents 

amounted to 14.2%. The inhabitants in the Otjozondjupa region predominantly speak 

these four languages. The study revealed that 48.9%, 30.8% and 9.4% of the 

respondents have attended primary, secondary and tertiary education, respectively. 

However, it was reported in this study that only 2.3% of the respondents agreed that 

leaflets / brochures on cervical cancer are available in local languages. Ndejjo et al. 

(2016) note that an improvement in all educational standards and methods aimed at 

enabling health information access would be an important tool to public health and, in 

this case, the cervical cancer prevention and control programme.  
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• General knowledge regarding the prevention of cervical cancer 

Knowledge regarding preventive measures of cervical cancer is the main determining 

factor for women to decide whether to go for cervical screening or not (Table 4.2). The 

study revealed that the majority of the respondents (67.4%), do not know that there are 

usually no signs nor symptoms of early cervical cancer, hence it should be detected 

early before any noticeable advancement. In accordance with this study results, Lim 

and Ojo (2017) claim that a significant number of women displayed absolute lack of 

knowledge about cervical cancer and admitted being lacking knowledge about the 

disease and the available services as a reason for not seeking cervical screening for the 

early detection of cancer. Similar studies conducted in Ghana and Cambodia reported 

that the majority of women did not know about the preventive measures and treatment 

options for cervical cancer and therefore they did not seek cervical cancer screening 

services (Hayden & Paterson, 2013; Ebu et al., 2014; Touch & Oh, 2018).  In addition, 

Finochario-Kessler et al., (2016) and Sudanga et al., (2013) state that a significant 

number of women get diagnosed when cervical cancer has reached an advanced stage.  

The respondents were asked whether they were aware that women should attend 

regular cervical screening. The majority of respondents (46.4%) did not know that 

attending regular cervical screening services for the early detection of cervical lesions 

increases the chances of cervical cancer prevention and recovery, while 23.9% were 

neutral. The results from this study concur with those from a study carried out in 

Cambodia, where the majority of women were not aware of the fact that cervical 

screening should be performed regularly and, they believed that it was needed only 

when a symptom appears (Stanley, 2014; Touch & Oh, 2018). In contrast, literature 

states that there are women who believe that cervical cancer is curable when it is 
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detected early (Sudanga et al., 2013; Shiferaw et al., 2017; Makurirofa et al., 2019). 

These results could explain why 68.0% of the participants in this study had never 

undergone cervical cancer screening with only 32% having undergone cervical cancer 

screening, although it is higher compared to the screening coverage in similar studies 

conducted in Malawi, Uganda, Ethiopia, and Tanzania (Carvalho, 2016; Mukamba et 

al., 2017; Chaka et al., 2018 & Mabelele et al., 2018).  

The study determined the knowledge of women regarding the risk factors to cervical 

cancer. It revealed that only an insignificant number of respondents (4.8% and 11.7%) 

held the view that avoiding unprotected sexual intercourse reduces the chances of 

being infected with HPV, a risk factor for cervical cancer. Makurirofa et al., (2019) 

and Moore and Driver (2014) also note in their study’s results that a significant number 

of women do not have adequate knowledge about the fact that avoiding unprotected 

sexual intercourse reduces the chances of cervical cancer. 

A few respondents (5.3% and 10.2%) strongly agreed and agreed, respectively that, 

avoiding multiple male partners prevents STIs and HPV that may cause cervical 

cancer, while the majority (35.0%) did not know. Similar studies in Zimbabwe, Kenya 

and Yemen also noted that the majority of women do not have adequate knowledge on 

this construct (Makurirofa et al., 2019; Kei et al., 2016; Abdul-Aziz, 2012). Therefore, 

the WHO (2014) advocates that all countries should include HPV vaccination in the 

national immunisation programmes. This study observed that there is a zero percent 

coverage of HPV vaccination among the respondents. 

The smoking of cigarettes has an association with cervical cancer. The study revealed 

that an insignificant percentage of women (8.6%) knew that avoiding the smoking of 
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cigarettes prevents the development of cervical cancer. Similar findings by Lim and 

Ojo (2017) report that the majority of women had a low level of knowledge regarding 

the association of cigarette smoking and the development of cervical cancer. 

Therefore, there is an urgent need to educate women about the association between 

smoking and cervical cancer. 

The literature indicates that avoiding early sexual intercourse reduces the chances of 

cervical cancer. However, this study revealed that a mere 3.1% and 4.1% of the 

participants agreed with the literature. In accordance with these results, the literature 

revealed that an insignificant number of women reported low knowledge that avoiding 

early sexual intercourse prevents the development of cervical cancer (Makurirofa et 

al., 2019; Touch & Oh, 2018; Alsbeih, 2014; More & Driver, 2014).  

Male circumcision is known to indirectly protect women from cervical cancer. The 

majority of participants (37.0%) did not know that avoiding unprotected sexual 

intercourse with an uncircumcised partner reduces the chance of cervical cancer. On 

the contrary, findings from similar studies revealed different sentiments where women 

demonstrated adequate knowledge on the increased risk for cervical cancer when one 

has an uncircumcised sexual partner (Sudanga et al., 2013; Mabelele et al., 2018). 

Therefore, the literature advocates that countries should increase circumcision 

coverage among the population that would lead to the reduction of HPV infection and 

in that way reduce the risk of cervical cancer in women (Auvert et al., 2005; WHO, 

2013, 2014; Morris & Hankins, 2017; Gatumo et al., 2018). 

In Namibia, Voluntary Male Medical Circumcision (VMMC) programme have been 

implemented and rolled out in all the regions (MoHSS, 2010). The fact that only 11% 
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of the participants in this study agreed with the statement reveals that there is a lack of 

knowledge among women of reproductive age that circumcision has an indirect benefit 

in reducing the chances of developing cervical cancer when the partner is circumcised. 

Thus, it is important to include the benefits of circumcision in the educational 

programmes so that women can become aware of and be able to encourage their sexual 

partners to go for circumcision.  

HPV is a major risk factor for cervical cancer. However, a majority of the respondents 

(86.8%) did not know that HPV infection is a major risk factor for cervical cancer with 

only 4.8% agreeing with the statement. This is an indication that respondents had low 

knowledge on HPV infection in relation to cervical cancer. Previous studies conducted 

in Zimbabwe, Ethiopia, China, and Malawi claim that, just as noted in the present 

study’s findings, the overall knowledge of the public about HPV infection is low 

(Makurirofa et al., 2019; Chaka et al., 2018; Calvalho, 2016; Abudukadeer et al., 

2015).  

The WHO (2014) recommended that countries should incorporate HPV vaccination in 

the national immunisation programmes that target girls between 9 and 13 years of age. 

Moreover, over 90% of the respondents did not know that being vaccinated against 

HPV reduces the chances of cervical cancer while only 4.1% had that knowledge. A 

few low to middle income countries in Southern Africa have introduced HPV 

vaccination in their national vaccination programmes as per the WHO (2014) 

recommendations. The Government of the Republic of Namibia, through the MoHSS, 

developed guidelines for the implementation of HPV vaccination but it is yet to be 

implemented and rolled out (MoHSS, 2018). 
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Though oral contraceptives are one of the methods used in birth control, it has a 

correlation with cervical cancer. This study noted that a majority of the respondents 

(56.7%) disagreed that using birth control pills for less than five years reduces the 

chances of cervical cancer while 32.4% did not know and only 3.1% agreed. In 

contrast, Mabelele et al., (2018) claim that a significant number of women had 

adequate knowledge on the reality that the use of oral contraceptives for less than five 

years reduces the chances of cervical cancer. The findings suggest the need to 

empower healthcare providers in implementing health educational programme 

activities at healthcare facilities since they remain key in passing vital information that 

would inform health seeking behaviour.  

Very few respondents (6.2%), reported that tests that examine the cervix are used to 

detect pre-cancerous lesions and the majority (87.1%) did not know, while a third of 

the respondents (30.8%) agreed that cervical cancer can be detected early by using Pap 

smear tests. These results concur with the observations made by Touch and Oh et al., 

(2018) in their report that the majority of women in Cambodia were not aware that a 

Pap smear test is used to detect pre-cancerous lesions. The current study results clearly 

indicate that respondents have a low level of knowledge on the purpose of cervical 

screening, which leads to a low uptake of cervical screening. Hence, there is a need 

for an educational programme that can mitigate this challenge. Screening for early 

detection and treatment is the cornerstone of secondary prevention.  

The possession of knowledge about the types of cervical cancer is important to women 

as this may serve as a cue to cervical cancer screening. The current study revealed that 

almost 100% of the respondents did not know that squamous cells carcinoma is a type 

of cervical cancer while 92.8% did not know that metastatic cervical cancer is the 
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cancer that spreads to other parts of the body and only 1.5% had appropriate 

knowledge on these constructs (Table 4.5). The findings are supported by Mabelele et 

al., (2018), who concluded that indeed women have low knowledge regarding the 

types of cervical cancer.  This is a cause for concern in that almost all the respondents 

had no knowledge on the types of cervical cancer, especially metastatic cervical cancer 

which spreads to other parts of the body if not detected early.  

The knowledge about the symptoms suggests that cervical cancer is very important to 

women because it influences their attitude towards cervical cancer screening. The 

majority of the respondents (79.6%) scored a low level of knowledge rating regarding 

the symptoms of cervical cancer (Table 4.7). It is regrettable to note that less than 20% 

of the respondents were aware that bleeding between regular menstrual periods and 

experiencing a heavy or unusual discharge that may be watery, thick, and possibly 

having a foul smell, are the cardinal symptoms of cervical cancer. A study by Shiferaw 

et al., (2017) that was carried out in Ethiopia also indicated that women had little 

knowledge on the specific symptoms of cervical cancer. Literature emphasises that 

signs suggesting cervical cancer include irregular and unusual heavy vaginal bleeding, 

bleeding after sexual intercourse, bleeding after menopause, bleeding after douching, 

bleeding after pelvic examination and painful intercourse (Aswathy et al., 2012; 

Bansal et al., 2015; Chaka et al., 2018; Gatumo et al., 2018; Mabelele et al., 2018; 

Makurirofa et al., 2019). The results demonstrate that in the absence of adequate 

knowledge on the signs and symptoms of cervical cancer, most women might not seek 

cervical screening services. Therefore, an educational programme intervention should 

empower women with knowledge on the signs and symptoms that suggest the presence 
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of cervical cancer, which would result in women developing positive attributes 

towards cervical screening uptake.  

The knowledge on the availability of healthcare facilities, where cervical screening 

services are available is crucial to the success of prevention services. The results 

indicate that the majority (30.5%) of the respondents did not know that healthcare 

providers are reliable sources of appropriate information on cervical cancer while only 

13.2% agreed (Table 4.15). The study’s results concur with those by Touch and Oh 

(2018) and Shiferaw et al., 2017), who state that the majority of women reported that 

healthcare providers did not recommend them to undergo cervical cancer screening 

when they visited healthcare facilities. The authors further state that provider 

recommendation is a single most important factor for the receipt of screening and other 

preventive measures. This might be the result of a lack of health care providers’ efforts 

in recommending clients to undergo cervical cancer screening. This indicates that there 

is a need to educate and mobilise healthcare workers on the importance of the 

dissemination of information regarding cancer screening, prevention, and treatment to 

women of reproductive age, who are the intended recipients. The study’s results related 

to healthcare workers might point to the need for further training of Namibian rural 

healthcare workers on cervical cancer screening, prevention, and treatment. 

Furthermore, the study revealed that 10.9% (Figure 4.3) of the respondents were not 

educated and these women could largely benefit from healthcare provider-initiated 

education on cervical cancer.  

The women were also examined on their sources of information through which they 

had learnt or become aware of cervical cancer screening. The study revealed that a 

significant number of respondents (34.4%) did not know that friends/relatives who 
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visited a health facility could provide information on cervical cancer (Table 4.8). In 

contrast, a study conducted in Bahrain revealed that relatives and friends accounted 

for 18% of those networks responsible for the dissemination of cervical cancer 

information. However, in the Democratic Republic of Congo, conversation with 

relatives and friends accounted for 73.4% of the respondents, which is much higher 

than the results in this study (Ali-Risasi et al., 2014; Shiferaw et al., 2017; Touch & 

Oh, 2018).  

Respondents were also asked whether information regarding cervical cancer is 

accessible on media platforms. The majority of respondents (40.1%) did not know that 

health information on cervical cancer was available on the mass media platforms such 

as radio, TV, and newspapers. The current study results agree with the results by 

Abudukadeer et al. (2015) and Touch and Oh (2018). The integration of health 

education awareness programmes into television and radio dramas have been 

implemented in the mobilisation and awareness campaigns in other African countries 

with successful results (Shiferaw et al., 2017). Therefore, it remains a potentially 

important method of health promotion and community mobilisation in rural low 

educated communities of Namibia to increase access to health information.  

• Knowledge regarding screening of cervical cancer 

The knowledge about the availability of cervical cancer services in the area is an 

important factor and this enables women to determine the usefulness of such service. 

The majority of the respondents (90.8%) reported that they did not know whether 

cervical cancer screening services were available in their health centres, outreach 

points and district hospitals. Similar studies conducted in Kenya, Uganda, Nigeria, and 
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Nepal revealed that the majority of women reported that they were not aware whether 

cervical cancer screening services were available at the healthcare facilities (Ndejjo, 

et al., 2016; Kei et al., 2016; Gatumo et al., 2018; Kashyap et al., 2019). 

Having no knowledge in navigating health care facilities and services, and lack of 

information regarding the direction of where and when to obtain services deterred 

some women from accessing the available services. This was reported as a barrier to 

cervical cancer screening (Ngungi et al., 2012; Lim & Ojo, 2017). This indicates that 

most women may visit the health centres/clinics for any other reasons but would leave 

without enquiring about cervical cancer screening services and these are greatly 

missed opportunities. Therefore, posters with messages that are translated into 

commonly spoken local languages indicating the availability of cervical screening 

services should be available and accessible to women at the public and private 

healthcare facilities.  

It is important for women to have knowledge regarding the indications for cervical 

screening. The descriptive analysis on the indication for CC screening (factors 

associated with cervical cancer) revealed that the majority of the participants had 

diverse views that centred on the ‘do not know’, ‘strongly disagreed’ and ‘disagreed’ 

as well as being neutral with regards to the statements (Table 4.12). The majority of 

the respondents reported that they did not know about the factors associated with 

cervical cancer. In support of these findings, a very insignificant number of women 

could mention at least one cervical cancer risk factor in a similar study conducted in 

Tanzania (Mabelele et al., 2018).  
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The respondents were further asked to indicate their views on HIV and cervical cancer. 

The majority of the respondents (44.8%) were neutral on whether being infected with 

HIV, the virus that causes AIDS, increases the chances of getting cervical cancer or 

not. HIV prevalence is high in most parts of Namibia, and it is a concern that only 13% 

of the participants in this study agreed that being infected with HIV increases the 

chances of getting cervical cancer. Information dissemination should be strengthened 

so that women can know that HIV infected women are more prone to cervical cancer, 

hence the need for regular cervical cancer screening every year for HIV positive 

women, for early detection and better treatment outcome.  

Over a third of the respondents (38.2%) were neutral with regards to the fact that being 

sexually active at a young age (early sexual intercourse) increases the chances of 

cervical cancer with only 9.0% were well informed. In contrast, similar studies 

conducted in Tanzania, Ethiopia and India reported that a significant number of 

women had adequate knowledge because they could mention that delaying sexual 

debut and avoiding multiple pregnancies could prevent the development of cervical 

cancer (Shiferaw et al., 2017; Mabelele et al., 2018 & Kashyap et al., 2019). 

Furthermore, the study revealed that 41.8% of the respondents did not know that 

having unprotected sexual intercourse with multiple male sexual partners increases the 

chance of cervical cancer while 21.3% were neutral. Kei et al., (2016) also note that 

the majority of women in other similar studies did not know and only 2.3% were aware 

of this risk factor. An educational programme should strengthen interventions on the 

prevention methods such as abstinence, avoiding earlier sexual debut, sticking to one 

faithful sexual partner, and continued and consistent condom usage as well as 

voluntary medical male circumcision (VMMC) to reduce the risk of factors that 
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increase the chances of contracting infection through unprotected sexual intercourse. 

Thus, educational interventions should emphasise that HPV infection among the male 

population increases the risk of HPV infection in women and thus increase the 

possibility of cervical cancer in women. The Namibian VMMC programme has been 

implemented and rolled out to all district hospitals in the country. However, it is not 

known whether women are aware of the indirect benefits to them when their partners 

are circumcised. Therefore, it is vital to include the benefits of VMMC to women in 

the cervical screening educational interventions so as to create awareness among the 

population at risk, including men.  

Family history in relation to cervical cancer is a major concern in the prevention of the 

disease. The study revealed that the majority of participants (31.2%) did not know that 

family history of cervical cancer increases the chance of cervical cancer while 24.3% 

strongly disagreed and 12.5% agreed. Similar studies conducted in Zimbabwe, 

Ethiopia, and India, supported these findings (Makurirofa et al., 2019; Kashyap et al., 

2019; Chaka et al., 2018; Momenimovahed & Salehiniya, 2017). Educational 

interventions on cervical cancer screening, prevention and treatment should emphasise 

that a person from a family with a history of cancer has an increased risk of developing 

cancer, and in this case cervical cancer. Therefore, regular cervical screening is vital 

to allow the early detection of pre-cancerous lesions, access to treatment and better 

chances of recovery. 

• Knowledge regarding the treatment of cervical cancer 

The knowledge about treatment options for cervical cancer is important in the control 

of cervical cancer (Table 4.14). The study findings revealed that the majority of 

respondents (52.3% - 70.2%) do not know of any type of treatment for cervical cancer. 
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However, an insignificant number of respondents, ranging from 3.8% - 9.0%, knew 

the types of cervical cancer treatments. In accordance with these results, a similar study 

in Tanzania revealed that only 0.3% of the respondent’s recognised radiation as the 

method of cervical cancer treatment, which was less compared to the results in this 

study (Mabelele et al., 2018). This indicates that information on the types of cervical 

cancer treatment is not much available to the public for the women to know as to what 

types of treatments for cervical cancer are available in the health care facilities.  

5.3.2 Attitude of women of reproductive age regarding the prevention, screening, and 

treatment of cervical cancer 

• Attitude regarding prevention 

Psycho-social influences regarding cervical cancer prevention are one of the main 

determining factors on whether women will seek cervical cancer prevention services 

or not. This study revealed that the majority (40.4%) of the participants expressed 

neutral feelings that cervical cancer is real and dangerous and did not feel at risk of 

cervical cancer (Table 4.16). Similar studies in the systematic review reported as well 

that the majority of women thought that they were not at risk of cervical cancer 

(Kashyap et al., 2019; Bansal et al., 2015).   In addition, Morema et al., (2014) argue 

that the importance of perceived severity and susceptibility of a disease guides the 

decision to seek a service such as cervical screening. Thus, an increased perceived risk 

would enhance the need to seek for cervical screening in this population.  

 It is regrettable to note that an insignificant number of participants perceived 

themselves as at risk of cervical cancer. Cross tabulation in this study revealed that the 

majority of respondents who reported feeling at risk for cervical cancer are in the age 
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bracket of 30-34 (23.7%); 35-39 and 40-44 (18.6%). Furthermore, among the majority 

(56.3%) who reported feeling at risk of cervical cancer, 57.7% had attained a 

secondary level of education while 50.5% were employed women. The Pearson Chi-

Square test revealed a significant relationship between attitude regarding cervical 

cancer and educational level (p = <0.01) as well as employment status (p = <0.01). 

However, 57.3% of the respondents who reported not feeling at risk of cervical cancer 

were unemployed. Being unemployed seems to be one of the reasons for the majority 

of women presenting late at the healthcare facilities with invasive cervical cancer that 

could have been detected early and treated (Makurirofa et al., 2019).  

The respondents were asked about their feelings regarding whether to consult the 

doctor or not in case of abnormal vaginal bleeding between the periods. The majority 

of respondents (43.7%) expressed neutral feelings on the construct. In contrast, a 

similar study conducted in the Democratic Republic of Congo revealed different 

sentiments in that the majority of the respondents were willing to consult a medical 

doctor in the case of abnormal bleeding between menstruations and consulted doctors 

for cervical screening (Ali- Risasi et al., 2014).  

• Attitude regarding the screening for cervical cancer 

Partners have a major role to play for the women to take up cervical screening. The 

study revealed that over 50% of the respondents do not know whether it is necessary 

to discuss the decision to attend cervical screening with their spouses. These results 

are in accordance with the results from other studies which revealed that the majority 

of male partners in SSA did not permit their female partners to go for cervical 

screening. The reasons indicted were fear of the violation of the pride and privacy of 
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their women through unnecessary body exposures and being seen as unfaithful to their 

partners (Williams et al., 2013; Finocchario-Kessler et al., 2016; Lim & Ojo, 2017). 

This implies that women are afraid to discuss cervical screening with their spouses. 

Hence, there is a need for men to be included in the educational programmes of 

intervention so that they can become informed about the dangers of cervical cancer, 

the importance of preventive measures and curability if detected early with their 

support being crucial in ensuring the health of their partners.  

Receiving cervical screening results is a challenging moment for many women. The 

study revealed that over a third of respondents (34.4%) were neutral for the fear of 

being told about a positive cervical cancer result. In similar studies conducted in 

Bahrain, Argentina, and Saudi Arabia, it was reported that the majority of the 

respondents were afraid of receiving positive cervical screening results (Jassim et al., 

2018; Al Khudairi et al., 2017; Gamara et al., 2015). Educational programme 

interventions should emphasise that a positive result at an early stage, such as pre-

cancerous lesions, can be treated and cured. Therefore, the only method to determine 

the onset of cervical cancer early is through cervical screening.  

Furthermore, the respondents were asked about the challenges they face in their 

attempt to take up cervical screening.  Of the respondents, 37.1% agreed that they were 

afraid and ashamed of cervical screening procedures while 31.7% remained neutral. In 

accordance with these results, other existing studies (Zimbabwe, Ethiopia, Saudi 

Arabia, and India) reported about the fear and shame that is felt over the screening 

procedure (Abudukadeer et al., 2015; Shiferaw et al., 2017; Al Khudairi et al., 2017; 

Chaka et al., 2018; Makurirofa et al., 2019).  
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Some women have tight schedules and as a result, they lack a convenient time to visit 

the healthcare facilities for cervical screening. The study revealed that the majority of 

respondents (37.3%) disagreed while 34.8% remained neutral and only 8,9% agreed 

with the statement (Table 4.18). In support of these findings, Chaka et al., (2018) 

reported that a significant number of women could seek cervical screening services, 

but they were unable to go due to fear of positive results. The findings in this study 

indicate that respondents had time that could be utilised to go and seek cervical cancer 

screening but there was a lack of knowledge on the availability of such services, and 

their importance and benefits.  

Cultural beliefs have a strong influence on women’s attitude regarding cervical cancer 

screening. The study determined the cultural beliefs that impede women from seeking 

cervical screening (Table 4.19). Almost 50% of the respondents remained neutral, 

whether afraid to be screened by known healthcare providers or not. Lim and Ojo 

(2017) support these results. However, 81.9% of the respondents in this study preferred 

to have Pap smear tests at the local primary healthcare clinics and health centres with 

some failing to go there because of fear of being screened by known health care 

workers. About 28.5% disagreed with the statement, which means that they were not 

afraid of being screened by known healthcare workers and this result is encouraging.  

Over half of the respondents (55.6%), remained neutral with regards to feeling shame 

for being associated with the cervical cancer disease. Respondents in other studies 

conducted in Kenya, Bahrain, Zambia, and Zimbabwe viewed a positive result as a 

death sentence and thus they saw no point in going for screening while others found 

solace in ignorance as they believed that ‘what you do not know cannot kill’ (Lim & 

Ojo, 2017; Gatumo et al., 2018; Jassim et al., 2018 & Makurirofa et al., 2019). 



 

184 

 

Therefore, an educational programme intervention should teach women that receiving 

a positive cervical screening result is not a death penalty but a golden chance to access 

treatment and be cured from the disease. 

The presence of male healthcare providers in the provision of reproductive health 

services is a major barrier towards the uptake of cervical cancer screening.  The study 

revealed that the majority (72%) of the respondents indicated that they were ashamed 

of being screened by male health service providers. A cross tabulation in this study 

revealed that the majority of respondents who agree with the statement are in the age 

brackets of 35 - 39 (24.4%) and 30 - 34 (18.0%) respectively, with 60.4% of them 

being single. Off those who did not attend school, 9.9% agreed and 13.5% disagreed 

with statement. The results based on employment status showed that 50.5% disagree 

with the statement that they felt ashamed during screening services provided by male 

healthcare providers. The results call for the MoHSS, local NGOs, the international 

community, and other stakeholders to make the budget available to recruit more female 

healthcare providers so that women can access screening services by choice. 

Contrarily, in this study, 23.4% of women between 30 and 34 as well as 18.9% of 

women between 40 and 44 years of age disagreed with the statement. This implies that 

there is hope that the majority of women would attend the services if they are well-

educated and informed about the benefits of cervical screening.  

Similar studies conducted in Bahrain, Kenya, Ethiopia, and Uganda also revealed that 

the majority of women reported feeling embarrassed if a male doctor or male nurse 

performed the test (Twinomujuni et al., 2015; Awake et al., 2017; Jassim et al., 2018 

& Gatumo et al., 2018). Women in general find it difficult to undress for a procedure 

and this is heightened when undressing before a male healthcare service provider. 
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Modesty is a concern because women are very conservative about exposing their 

private parts especially to members of the opposite sex. It is therefore difficult for most 

women to seek cervical cancer screening especially if a male healthcare provider is 

performing the test. Therefore, the gender of the care provider can be a major 

hindrance to cervical screening.  

Contrasting sentiments from similar studies conducted in Malawi and Kenya show that 

a significant number of women revealed that they would be comfortable with male 

healthcare service providers because they are politer than female healthcare providers 

(Carvalho, 2016 &, Sudanga et al., 2016). This is encouraging with regards to the 

efforts to educate women about the benefits of cervical cancer screening for the early 

detection and curability despite it being performed by male healthcare providers. 

However, the need to recruit and train more female healthcare providers is eminent 

owing to the size of the population that is at risk. The objective is to enable those that 

feel embarrassed to undertake screening freely so as to avert morbidities and 

mortalities resulting from cervical cancer.  

Studies have reported that women considered youthful healthcare service providers as 

barriers to the uptake cervical screening (Table 4.19). The study’s results revealed that 

a significant number of respondents (35.2%), confirmed that they were ashamed of 

being screened by a young health service provider. The study’s cross tabulation 

indicated that the majority of respondents who were ashamed of being screened by 

young healthcare providers were in the 35-39 age brackets and they accounted for 

23.3%, while 55.4% were single; 55.9% had attained secondary education and 52.9% 

were unemployed.  However, the study revealed that 50.5% did not feel ashamed to 

be screened by young healthcare providers. 
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 In accordance with these results, women in the SSA face stigmatisation and 

embarrassment whenever they discuss or attempt to access cervical screening services 

being provided by youthful healthcare providers (Lim & Ojo, 2017). However, a 

significant number of women reported that they did not feel ashamed, which is 

encouraging in the face of an aging population of healthcare providers in the public 

services in Namibia. Most of the senior staff members are retiring such that the 

services are now being provided by youthful nurses at the primary healthcare clinics 

and health centres in the regions. Therefore, educational programme interventions 

should educate women about adherence to ethical issues by the healthcare providers 

and that confidentiality and privacy be ensured at all levels of care.  

Nonetheless, 36.8% of the respondents strongly indicated that the procedure is too 

intrusive while 29% of the respondents disagreed with the statement. In contrast, 

similar studies conducted in Bahrain, Ethiopia, and China revealed different 

sentiments in that the majority of respondents believed that the procedure is not 

intrusive and that respondents agreed to have cervical screening even if the doctor did 

not perform it (Abudukadeer et al., 2015; Jassim et al., 2018 & Chaka et al., 2018).  

These results can support educational programme activities seeking to address the fear 

of undergoing cervical screening. 

The descriptive statistics revealed that the highest means is 3.83 and the lowest is 2.66. 

The highest standard deviation was 1.298 and the lowest was .940. This means that the 

responses to the statements were divergent, and the majority of respondents did not 

agree with the statements. Hence, the majority of respondents had negative to neutral 

attitudes on the cultural influences regarding CC screening (Annexure J). 
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There are some factors that might influence women’s attitude regarding cervical 

screening uptake. The study revealed that the majority (76.7%) of respondents 

remained neutral on the factors that might influence women not to seek cervical cancer 

screening services (Table 4.21). The majority of women did not attend cervical 

screening because they were felt shy to undergo the procedure. Over 50% of the 

participants expressed neutral feelings with regards to this construct while 23.8% said 

that they were not shy. Similar findings were reported elsewhere in similar studies 

(Lim & Ojo, 2017; Chaka et al., 2018; Gatumo et al., 2018; Jassim et al., 2018 & 

Makurirofa et al., 2019). Shyness is considered a major barrier to women seeking 

cervical cancer screening. Therefore, it is important to educate women about the 

purpose of cervical screening in relation to the health benefits. Most women believe 

that receiving a positive test result implies unavoidable death, thus women do not seek 

cervical screening. Similar studies conducted in South Africa, Bahrain and Kenya 

revealed similar sentiments (Ramathuba et al., 2019; Jassim et al., 2018 & Sudenga et 

al., 2016). 

Embarrassment is one of the major barriers that impedes women from seeking 

screening services. The study revealed that the majority of participants (76.7%) were 

neutral regarding the fear of being embarrassed during cervical cancer screening. In 

accordance with these results, Ramathuba et al. (2019) state that women perceived 

cervical screening procedures as unpleasant/embarrassing and thus would not take up 

screening.  In contrast, a similar study conducted in Ethiopia revealed different 

sentiments in that the women did not perceive the cervical screening procedure as 

unpleasant or embarrassing (Chaka et al., 2018). This suggests that there is still hope 

that if women are empowered with the knowledge on screening, prevention, and 
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treatment of cervical cancer, they can develop positive attitudes towards cervical 

screening. 

The perceived risk of a disease is a vital cue to seeking health recommended behaviour.  

Less than 50% of the respondents confirmed that they did not feel at risk because they 

were not sexually active.  In accordance with these results, Mukama and Ndejjo (2017) 

report that the majority of women thought that they were not at risk of cervical cancer. 

The WHO (2014; 2018) recommends that women of reproductive age between 30 and 

49 years and HIV negative, should be screened for cervical cancer every third year, 

while those HIV positive should be screened every year, to increase the chances of 

early detection of cervical cancer and ultimately recovery.  In this study, a majority of 

the respondents who reported not feeling at risk of cervical cancer were in the age 

brackets of 30 - 34 (18.2%) and 35 - 39 (23.3%). The results indicate that the 

respondents were not aware of the probability of being at risk of cervical cancer. Thus, 

an improvement in screening services will not be itself adequate to contribute to 

increased screening uptake, unless there is an understanding in the multifaceted health 

beliefs that are likely to influence the women’s willingness to obtain screening. 

Furthermore, individual perceptions of the problem, susceptibility, severity; benefits, 

barriers, and the likelihood of the action to be taken that can contribute towards the 

attainment of the goal and motivation for an individual to perform cervical screening.  

In contrast, Sudanga et al., (2016) reported different sentiments in that the majority of 

women reported that they were at risk of cervical cancer. Hayden and Paterson (2013) 

argue that what people believe about a health condition or behaviour determines what 

they would do about it. In this study, the majority of respondents (56.3%) who reported 

that they feel at risk for cervical cancer were single while 32.3% were married, 57.7% 



 

189 

 

attained secondary education and 50.5% were employed. This could be attributed to 

the fact that single women are possibly exposed to information through different media 

and as such they can access cervical screening for early prevention. Married women 

are usually in constant contact with healthcare providers during maternal health care 

services and thus they have high chances to accessing cervical screening. In addition, 

employed respondents have financial security that enables them to afford transport 

costs to and from healthcare services. A Pearson Chi-Square test revealed that there is 

a significant correlation between the educational level and feeling at risk of cervical 

cancer (p= < 0.01) as well as between employment and feeling at risk of cervical 

cancer (p = < 0.01) respectively (Annexure I). 

About 39.5% of the respondents indicated that they did not take up screening because 

they did not present with any symptoms, while 32.1% remained neutral with regards 

to this construct. In accordance with these results, similar studies (Kenya, Ethiopia, 

and Zimbabwe) reported that the majority of women did not see the need for cervical 

screening because they did not present with any symptoms (Kei et al., 2016; Mabelele 

et al., 2018 & Makurirofa et al., 2019). The results clearly suggest that there is an 

urgent need to educate women about the importance of routine and regular cervical 

screening because cervical cancer does not present symptoms in the early stage. 

Therefore, it is very important to undergo screening for the early detection and 

increased probability of better treatment outcomes.   

Economic factors are the main determinants for the uptake of CC screening services 

in many communities. The study revealed that 54.4% of the participants reported that 

the distance from home to the health facilities was 5 – 10 km (Table 4.22). 

Consequently, 90.8% of the respondents indicated that they could not afford the 
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transport costs to travel to the health facilities. In congruence with these results, the 

additional costs of transportation to access services was also reported to have 

contributed to the low uptake of cervical cancer screening (Alemayehu & Mariam, 

2013; Teng et al., 2014 & Gatumo et al., 2018). Unaffordable transport costs and long 

distances to the healthcare facilities might explain why 263 (68.0%) of the respondents 

in this study had never undergone cervical screening in their lifetime. The Pearson 

Chi-Square test also revealed that there is a significant correlation between 

employment and the uptake of cervical screening (p = < 0.01). Therefore, efforts 

should be made to bring screening services to the people via mobile services from 

health centres and clinics.  

The respondents were asked whether they were willing to undergo screening for 

cervical cancer prevention. The study revealed that the majority (89.8%) of 

respondents reported that they were willing to undergo cervical screening and only 

10% reported that they did not want to undergo cervical screening. The reasons for the 

refusal were not assessed in this study. Several studies had similar results (Shiferaw et 

al., 2017; Jassim et al., 2018; Gatumo et al., 2018; Chaka et al., 2018; Makurirofa et 

al., 2019). The majority of this study’s respondents were willing to go for cervical 

screening and this is a motivating factor. Hence, psycho-social issues and cultural 

beliefs that act as barriers to cervical cancer screening services should be addressed 

through appropriate and effective educational programmes. 

 The majority of respondents as represented by 323 (81.9%) of them indicated that 

they preferred to have Pap smear tests at the local Primary Healthcare clinics while 81 

(20.6%) preferred the district hospitals. Similar results were reported in Bahrain and 

Ethiopia (Jassim et al., 2018 & Chaka et al., 2018). The primary healthcare clinics are 
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the facilities of choice. Therefore, the health care facilities should be fully equipped 

with screening consumables and instruments as well as skilful healthcare workers to 

carry out the procedure. 

Regarding the attitude towards the treatment of CC, the study revealed that the 

majority (33.3%) of participants did not know that CC could be treated if detected 

early. In contrast, similar studies revealed different sentiments in that the majority of 

women believe that cervical cancer can be treated and cured provided it is detected 

early (Bansal et al., 2015; Jassim et al., 2018; Touch & Oh, 2018). 

5.3.3 Practices of women of reproductive age regarding the prevention, screening and 

treatment of cervical cancer  

• Practices regarding the prevention of cervical cancer 

The HPV vaccine is recommended for CC prevention, and this is advocated for girls 

at the age of 9 and13 years before sexual debut (WHO, 2014). The study determined 

the respondents’ HPV vaccination status and revealed that all the respondents (394) 

(100%) have not been vaccinated against HPV.  In contrast, in Rwanda, the first 

country to introduce the HPV vaccination in Africa, more than 1.15 million girls in 

Rwanda received a first dose of HPV vaccine in 2011 - 2018 as part of the vaccination 

campaign programme. Thus, population-level HPV vaccination coverage in Rwanda 

increased from 6% for girls born in 1993 up to a maximum of 99% for those born in 

2002 (Sayinzoga et al., 2020). The achievement in HPV vaccination in Rwanda 

indicates that HPV vaccination is doable. Therefore, an educational programme for 

women on the screening, prevention and treatment of cervical cancer should include 
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information about the benefits of HPV vaccination among women, especially girls 

under 12 years of age. 

The study further determined the reasons why the women were not vaccinated. The 

majority (97.4%) of the participants did not know about the availability of the HPV 

vaccine at the facilities. Touch et al., (2018) and Carvalho (2016) note that the majority 

of women in Cambodia and Malawi were not aware about the availability of HPV in 

their healthcare facilities. The MoHSS (2018) launched the national cervical cancer 

prevention guidelines, which should be made available at all health facilities and 

outreach services so that young girls may have access to the HPV vaccine for CC 

prevention when introduced. 

Smoking is considered a risk factor for CC. This study revealed that the majority 

(79.8%) of respondents did not smoke cigarettes nor other tobacco products while 

20.2% reported that they had smoked within six months before the study. In 

congruence with these results, Momenimovahed and Salehiniya (2017) revealed that 

cigarette and tobacco smoking is related to the risk of squamous cell carcinoma of the 

cervix. Tobacco by-products have been found in the cervical mucus of women who 

smoke. Researchers believe that these substances damage the DNA of the cervix cells, 

and this may contribute to the development of cervical cancer. Smoking also makes 

the immune system to be less effective in fighting HPV infections 

(https://flo.health/about-us/eugenia-tikhonovich). HPV plays a vital role as the 

connection between smoking and cervical cancer because tobacco smoke is a known 

contributing cause (risk factor) for the developing cervical cancer. Smoking limits the 

immune system’s ability to fight HPV and if left untreated, it can develop into 

cancerous lesions.  



 

193 

 

The study revealed that a significant number (92.4%) of respondents had steady sexual 

partners) while only 7.6% did not have steady sexual partners.  It is encouraging that 

almost all the respondents reported that they had a steady sexual partner, which is a 

practice that reduces the chances of contracting STIs, including HPV that causes 

cervical cancer. Those who reported having steady sexual partners were asked whether 

their partners were circumcised and 57.7% reported that their partners were not 

circumcised while 42.0% reported that their partners were circumcised. The reasons 

for not being circumcised included the non-availability of circumcision services, 

partners who were not aware about the availability of circumcision services, partners 

who refused to undergo circumcision and cultural reasons. 

Literature revealed that the use of oral contraceptives for more than five years is a risk 

for CC (Lim & Ojo, 2017). The study determined the usage of oral contraceptives 

among the respondents. It was reported that while the majority (55.4%) of the 

respondents have not been using oral contraceptives for more than five years, a 

significant number (44.6%) had used oral contraceptives for more than five years. The 

extensive use of oral contraceptives places one at the risk of cervical cancer. Women 

who have used oral contraceptives for five years or more years have a higher risk of 

developing cervical cancer than women who have never used oral contraceptives. The 

longer a woman uses oral contraceptives, the greater the increase in her risk of cervical 

cancer. According to the American National Cancer Institute (2018), oral 

contraceptives might increase the risk of cervical cancer by changing the susceptibility 

of cervical cells to persistent infection with high-risk HPV types (the cause of virtually 

all cervical cancers). 
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• Practices regarding the screening and treatment of cervical cancer 

The uptake of cervical screening among women of reproductive age is the best 

decision in ensuring the early detection of pre-cancerous lesions, thereby allowing 

early treatment options, and towards increasing the chances of better treatment 

outcomes. In this study, the majority of respondents (68.0%) had never gone for 

cervical screening. In congruence with these results, similar studies conducted in the 

DRC Congo, Uganda, Malawi, Ethiopia, South Africa, and Zimbabwe indicate the 

existence of a low uptake of cervical screening among women despite having adequate 

knowledge on the prevention, screening, and treatment of cervical cancer (Ali-Risasi 

et al., 2014; Ndejjo et al., 2016; Carlvalho, 2016; Chaka et al., 2018; Ramathuba et al., 

2019; Makurirofa et al., 2019). The findings are a testimony that knowledge alone may 

not necessarily inform the attitude that would translate into practicing the 

recommended health behaviour. Therefore, there is an eminent need to empower 

women with regards to the benefits of regular cervical screening for the early detection 

of precancerous lesions using a Pap smear test or VIA to ensure early access to 

treatment and the cure of the disease. 

The observed low uptake of cervical screening in this study portends a dangerous sign 

as a low uptake among the predictors of its use (women of reproductive age) might 

have a negative effect on the attitude of the general population towards the uptake of 

the screening procedure. The major reasons for the low screening uptake in this study 

were: the lack of knowledge, lack of the belief that cervical screening diagnoses 

cancer, the belief that the screening procedure is painful, fear of the test results, the 

unavailability of the test, shyness and embarrassment, no perceived risk, not at ease 

with male and youth healthcare service providers, not being aware of the availability 
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of screening services, and the unaffordable cost to reach the healthcare facilities where 

the services are available. 

The MoHSS has adopted the WHO (2014) guidelines on cervical cancer screening and 

recommended cervical cancer screening for all eligible women every three years on 

condition that the previous results were clean. The guidelines further recommend that 

HIV positive women should be screened every year (MoHSS, 2015). At least 4.4% of 

the respondents were screened as per the National Cervical Cancer Prevention 

Guidelines (2018). However, the present study did not determine the HIV status of 

these respondents.  

Though the coverage rate of cervical screening in this study is low (32%), it was 

revealed that the majority (89.8%) of respondents reported that they are willing to 

undergo a screening test for cervical cancer while only 10% reported that they did not 

want to undergo cervical screening tests. The fact that women are willing to take up 

cervical screening is encouraging and demands that correct, appropriate and updated 

information about the dangers of cervical cancer, screening benefits, and improved 

myths and accessibility to services would increase the uptake of cervical cancer 

screening in Otjozondjupa region.   

In contrast, some countries have attained a high coverage of cervical cancer screening. 

In Bahrain, 40.7% of the women undergo a Pap smear test in their lifetime with a 

similar percent being reported in countries such as Britain, the United Arab Emirates 

and Qatar (Jassim et al., 2018). These differences could be attributed to the different 

data collection tools, education level, availability of resources for maximising 
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mobilisation, information dissemination at a large scale and improved accessibility of 

healthcare services.  

5.5 SUMMARY 

This chapter presented the results of the study based on objective one [Phase one] in 

relation to the knowledge, attitude, and practices of women of reproductive age 

regarding the screening, prevention and treatment of cervical cancer. The researcher 

drew on the literature reviewed in Chapter two to assist in the synthesis of the study 

results and to compare the current knowledge. The chapter concluded with 

observations made from the identified dynamics in Chapter four of this study. 
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CHAPTER SIX 

THE DEVELOPMENT OF AN EDUCATIONAL PROGRAMME TO ENHANCE 

THE UTILISATION OF CERVICAL CANCER SESRVICES AMONG WOMEN 

OF REPRODUCTIVE AGE IN OTJOZONDJUPA REGION, NAMIBIA 

6. 1  INTRODUCTION 

The development of the conceptual framework was based on Dickoff et al.,’s (1968), 

survey list as presented in Chapter three of the current study. This chapter presents 

Phase 3 of this study, whose aim was the development of an educational programme 

to enhance cervical cancer screening utilisation among women of reproductive age 

living in Otjozondjupa region, Namibia. 

Three prominent theories were adopted in the development of the educational 

programme. Nicholls and Nicholls` cyclic curriculum development model (1978); 

Kolb`s experiential learning theory (1974) and Knowles` model of andragogy (1990) 

were adopted in the development of this study education programme. The application 

of the theory and models are described in the next sections. 

The educational programme outlines activities that should be implemented to address 

the identified dynamics and empowering women of reproductive age with the 

knowledge, attitude and practices regarding the screening, prevention, and treatment 

of cervical cancer. A programme is a plan of activities that is done or included in the 

development of something (Hornby, 2015; Mulunga, 2018). In this study, an 

educational programme refers to planned activities that are designed for educating 

and/or training women of reproductive age to improve their knowledge, attitudes, and 
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practices and developing positive attributes towards the screening, prevention, and 

treatment of cervical cancer. The results from phase one of this study were utilised to 

formulate the content of this programme.  

6.2 DEVELOPMENT OF AN EDUCATIONAL PROGRAMME 

Phase 3 of this study is about programme development. Nicholls and Nicholls` cyclic 

curriculum development model (1978); Kolb`s experiential learning theory (1974) and 

Knowles` model of andragogy (1990) were adopted in the development of this study 

educational programme. The application of the theory and models are described in the 

next sections. 

The programme was developed in line with the educational expectation that a 

programme should have a specific focus and be based on need assessment results 

(Neshuku & Amukugo, 2015). The study results were as follows: The study 

respondents (recipients) scored low on the level of knowledge regarding cervical 

cancer in respect of the preventive measures, types, symptoms, sources of information, 

availability of screening services, indications for cervical screening (associated 

factors) and treatment. The respondents also scored a neutral level of attitudes on 

psychosocial influences on prevention and screening, cultural beliefs that influence 

cervical screening, factors that influence screening and treatment as well as the low 

coverage and uptake of cervical screening. The study’s results on the practices 

regarding screening, prevention, and treatment revealed that there was low (32%) 

cervical screening uptake, non-existent (0%) HPV coverage, a significant number of 

respondents (53.4%) that used oral contraceptives for more than 5 years while the 

majority of respondents (87.4%) did not know about the curability of cervical cancer.  
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The programme development comprised of a title, purpose/goal, programme 

objectives, teaching methods, target population, implementation phase, evaluation, 

programme approach, as well as the content (programme components) that contain 

activities that assisted the realisation of the programme goal.  

6.2.1 Name of the programme: 

An educational programme to empower women of reproductive age with the 

knowledge of cervical screening, prevention, and treatment of cervical cancer in the 

Otjozondjupa region, Namibia. 

6.2.2 The purpose of the educational programme 

The purpose of this educational programme is to assist women of reproductive age to 

improve their knowledge, attitudes, and practices with regards to the screening, 

prevention, and treatment of cervical cancer.  

6.2.3 Objectives of the programme 

The objectives of the programme are described as follows:  

• To enhance the knowledge of women of reproductive age on the prevention, 

screening and treatment of cervical cancer in the Otjozondjupa region; 

• To enhance the attitudes of women of reproductive age regarding the 

prevention, screening, and treatment of cervical cancer in the Otjozondjupa 

region; and 

• To enhance the utilisation of cervical cancer screening services among women 

of reproductive age living in the Otjozondjupa region. 
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6.2.4 Target population of the study 

The target population are women of reproductive age in the Otjozondjupa region. 

6.2.5 Benefits of the programme   

The educational programme might benefit the women by empowering them with the 

knowledge, attitudes, and practices for the prevention, screening, and treatment of 

cervical cancer. The programme might also contribute to improvements on the cervical 

screening uptake in the Otjozondjupa region and the society at large.  

6.2.6 Programme structure/design 

The programme will be implemented in the form of a workshop that will last for three 

days. The workshop will be held in two districts of Otjozondjupa region, mainly 

Otjiwarongo and Grootfontein. The programme components constitute the 

implementation phases, programme process, programme approach and programme 

content and they are described below. 

• 6.2.6.1 Implementation phases 

There will be three implementation phases, namely orientation: phase (1), working 

phase (2) and termination phase (3). The above phases are described in detail in 

Chapter seven: Table 7.2 (page 268). 

• 6.2.6.2 Programme process 

The educational programme consists of the orientation phase, working phase, and 

termination phase. The orientation phase serves to introduce the purpose and 

objectives of the programme to the participants and to discuss all the logistics. The 
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logistics include the venue, date and time of the workshop. The working phase focuses 

on the presentation of different sessions and group work activities that are designed to 

enhance the utilization of cervical cancer services among women of reproductive age 

in Otjozondjupa region. The termination phase focuses on an evaluation of the 

workshop activities. 

• 6.2.6.3 Educational approaches 

In this programme, the agent (facilitator) has adopted an interactive learning style 

based on the participants’ experiences and previous knowledge. The programme 

adopted Nicholls’ cyclic curriculum development model, Kolb`s experiential learning 

theory, and Knowles` adult learning theory. Kolb’s experiential learning advised the 

use of mixed methods in learning and learners’ assessment. These mixed methods 

include role play, simulation, group discussions, reflection, and feedback in plenary 

sessions. The methods (techniques) are in line with the adult learning needs of the 

participants such that the session would make the learning activities more interesting 

and stimulating and thus, creating a conducive environment for learning.  

• Nicholls and Nicholls` cyclic curriculum development model 

Nicholls and Nicholls (1978) identified five steps that need to be considered when 

developing a curriculum.  Figure 7.1 below shows the steps that were adopted in the 

development of the educational programme. 
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Situational analysis: This was conducted in the first phase of this study in which the 

dynamics (challenges) were identified. The dynamics that were identified were as 

follows: 

1. Low level of knowledge on the prevention, screening, and treatment of cervical 

cancer among women of reproductive age in terms preventive measures, the types, 

symptoms, sources of information, availability of screening services, indications for 

screening (associated or risk factors) and the treatment of cervical cancer. 

2. Neutral level of attitudes towards cervical cancer prevention, screening and 

treatment in terms of psycho-social influence on the prevention and screening, cultural 

beliefs on cervical screening, economic factors and other factors (barriers) that 

influence the screening uptake among women of reproductive age and treatment. 

2.  
Situational 

analysis 

Selection of 

objectives 

Selection 

of 

content 

Selection 

of method 

Evaluation 

of learning 

44. Figure 6.1 Steps adopted from Nicholls and Nicholls’ curriculum 

development model as cited in Mulunga (2018) 
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3. Low prevention, screening, and treatment coverage among women of reproductive 

age in terms of cervical screening for the early detection and curability, HPV 

vaccination, and usage of oral contraceptive. 

Selecting objectives: The objectives of the educational programme were selected as 

outlined in section 6.2.3 of this study based on the findings from Phase one of the 

study.  

Selection and organising the content: The content for the educational programme was 

selected and organised in terms of the results and sub-objectives (the content is 

illustrated in Table 7.  

Selection of methods of teaching: The methods or strategies to be used during the 

programme implementation were selected based on the content and objectives to be 

covered (methods used are discussed in Chapter seven: Table 7.3 – 7.5 of this study  

• Kolb`s experiential learning theory  

Kolb’s theory (1974) states that adult learners learn in a variety of ways, and that each 

student has a preferred style of learning. Teaching effectiveness may be enhanced by 

using each of the preferred styles with at least a portion of the time allocated to each 

style during the educational sessions.  

Kolb’s theory (1974) postulates that learners learn in four principal or types of learning 

styles. These four principles are concrete experiences, reflective observation, abstract 

conceptualities, and active experimentation. The process of teaching using each of the 

four learning styles is referred to as “teaching through the cycle.” Kolb’s theory 

emphasises that adults need practical activities that can be applied to address 
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challenges identified in Phase one of this study. According to Kolb`s theory of 

experiential learning, people learn from direct experience and through active 

participation in activities (Mcleod, 2017). Four principles or styles of Kolb’s 

experiential learning theory are illustrated in Figure 6.2. 

 

45. Figure 6.2 Kolb `s experiential learning cycle (Macleod, 2013; 2017) 

Concrete experience: During this stage, participants diverged educational activities by 

feeling or performing better in situations that require the idea-generation or 

conceptualization (Kolb, 1974 & Macleod, 2017). In this study programme 

participants would gain new knowledge on cervical cancer screening, prevention and 

treatment. The new knowledge could be enhanced through participation in small group 

discussions where the recipients exchange ideas and learn from each other, listen with 

an open mind and receive personal feedback. 
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Reflective observation: At this stage, learners try to assimilate new knowledge and 

draw new understandings of the phenomenon and thus, reflect on any inconsistencies 

between experience and understanding (Kolb & Boyatzis, 1999; Mulenga, 2018). The 

assimilation of learning preference links, at this stage, to reflective observation and 

abstract conceptualisation. According to Macleod (2017), assimilating learning 

preferences (watching and thinking) involves concise and logical approaches in 

teaching. Participants need good, clear, and simple explanations on the phenomenon 

because they excel at understanding wide-ranging information which is organised in a 

clear and logical format. In this study, the participants would reflect on their previous 

knowledge and try to understand the difference between previous knowledge and the 

implications it has on their health and newly acquired knowledge that might change 

their belief about being at risk of cervical cancer (Nwobondo & Ba-Break, 2015). A 

wide range of information will be disseminated in small sessions, thereby enabling the 

participants to understand the information on cervical screening, prevention and 

treatment of cervical cancer. 

Abstract conceptualisation: In this stage, learners try to converge new knowledge or a 

modification of an existing abstract (the person has earned from their experience) 

(Kolb, 1974; Macleod, 2017).  The converging learning style is a stage (link) that is 

marked by abstract conceptualisation and active experimentation (Macleod, 2017). 

People with a converging style like to use their learning to find solutions to practical 

issues through experimenting with new ideas to simulate, and to work with practical 

applications. Participants in this study would try to think and reflect on the new 

knowledge/ideas and weigh the benefits of following the recommended behaviours 
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that reduce the risk of a particular illness, in this case cervical cancer, and thus bring 

about positive attributes of screening practices (Glanz et al., (2008). 

Active experimentation: This stage involves participants planning and trying out what 

they would have learnt (doing). Macleod (2017) explains that the stage links abstract 

conceptualisation and active experimentation and this is called accommodating (doing 

and feeling). As a result, the participants practically engage with a positive attitude 

and health seeking behaviours regarding the prevention, screening, and treatment of 

cervical cancer (Glanz et al., 2015; MacLeod, 2017).  This study’s participants will 

acquire knowledge that can change their negative attributes to positive attributes or 

confidence that can make them to seek cervical screening to prevent cervical cancer. 

The application of this model is described in Chapter seven of this study (page 256). 

• Knowles` model of andragogy (1990) 

Andragogy is the art and science of adult learning (Knowles, 1990). Knowles suggests 

some principles that are related to adult learning, and these were applied in the 

development and implementation of this programme. According to Knowles, adult 

learners are mature and as such they need to be involved in the planning and evaluation 

of their learning activities. Adult learners have personal experiences, and they learn 

through experience and their mistakes. In the present case, small group discussions 

will be formed to promote learning and enhance self-esteem among participants.  

Adults are interested in learning in situations where they relate the learning to what 

they already know, since they have accumulated rich experiences that they bring to 

any new experience. They will be more inspired when the learning activities are based 

on their previous experiences and knowledge (Knowles, 1990; Nangombe, 2016).  



 

207 

 

Participants will be given a chance to state their expectations from the educational 

programme, which should be reviewed at the end to determine whether the programme 

is to the satisfaction of participants.  Based on the pre-test results, the researcher 

(facilitator) will capitalise on the recipients’ (participants) experience on the subject 

matter by maximising prior learning as a source for improving and enriching 

participants’ experiences (Nangombe, 2016). In this study, pre-testing questions will 

be prepared to determine the level of knowledge, attitudes, and practices of women of 

reproductive age with regards to cervical screening, prevention, and treatment thereof.  

Adult learners are self-directed; they tend to learn what they think will help them in 

their personal life.  They are interested in an educational programme that focuses on 

their needs and support their desired behaviour (Knowles, 1990). In this study, the 

educational programme content is based on the dynamics (challenges) identified in 

Phase one of this study (situational analysis), to which the participants have responded. 

It is important to explain the reasons for specific activities and different methods to be 

used during programme activities implementation. At the end of the training 

programme, participants will be given a post-test to determine both the level of 

knowledge gained in the training and whether their level of knowledge has increased 

or not. The difference between the marks attained in the pre-test and post-test will 

determine the attainment of the programme goal. The participants will also evaluate 

themselves to determine whether their expectations and programme objectives are met. 

• 6.2.6.4 Content of the educational programme 

The programme content was compiled based on the results from Phase one of this 

study and information from the reviewed literature. The content includes activities 
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seeking to empower women of reproductive age with the knowledge to inform and 

impact positively on the attitudes (positive attributes) and practices on cervical 

screening, prevention, and treatment of cervical cancer. 

• Description of the programme content 

The content of the programme is based on the objectives to be achieved and the 

guidelines to be followed to address the identified problems.  The objectives are 

described in Table 6.1. 

46. Table 6.1 Content of the educational programme 

Objectives  Content  

Objective 1:  To enhance the knowledge of 

women of reproductive age on the prevention, 

screening, and treatment of cervical cancer 

▪ General knowledge regarding the 

prevention of cervical cancer: preventive 

measures, types, symptoms, and sources 

of information on cervical cancer 

▪ Knowledge regarding the screening for 

cervical cancer: availability of cervical 

screening services and indications for 

screening (associated or risk factors).  

▪ 3. Knowledge regarding the treatment of 

cervical cancer: types of treatment for 

cervical cancer 

Objective 2: To enhance the attitudes of women 

of reproductive age regarding the prevention, 

screening, and treatment of cervical cancer. 

▪ Attitudes towards prevention and 

screening  

▪  Treatment of cervical cancer: 

Psycho-social influences, cultural 

beliefs, factors (barriers) that 
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influence women for not seeking 

cervical screening, economic factors, 

and treatment 

Objective 3: To promote the uptake of cervical 

screening among women of reproductive age 

regarding prevention, screening, and treatment 

of cervical cancer. 

 

▪ HPV vaccination 

▪ Smoking 

▪ Sexual partner  

▪ Use of oral contraceptives 

▪ Uptake of screening 

▪ VIA as the preferred method 

▪ Curability of cervical cancer 

 

• 6.2.6.5 Teaching methods  

In this study, the researcher (facilitator) considered the following teaching methods to 

facilitate learning: lecturer presentation using power point presentation, learning aid 

usage (images and pictures), small group discussions, role-play, and brainstorming, 

feedback in plenary and summarising important points/facts at the end of each session. 

6.3 SUMMARY 

This chapter described the process of programme development to empower women of 

reproductive age on the knowledge, attitudes and practices regarding the screening, 

prevention, and treatment of cervical cancer. The results of situational analysis [Phase 

1] of the study and the literature review informed the contents of the programme. The 

chapter elaborated on programme components that include the implementation phases, 

process, educational approaches, and content. The programme was also based on 

different theories that informed the methods of teaching and styles of adult learning. 
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The next chapter discusses the guidelines for the implementation and evaluation of the 

programme.  
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CHAPTER SEVEN 

GUIDELINES FOR THE IMPLEMENTATION AND EVALUATION OF AN 

EDUCATIONAL PROGRAMME TO ENHANCE THE UTILISATION OF 

CERVICAL CANCER SERVICES AMONG WOMEN OF REPRODUCTIVE AGE 

IN OTJOZONDJUPA REGION, NAMIBIA 

7.1 INTRODUCTION 

The previous chapter presented the development of the educational programme on the 

knowledge, attitude and practices regarding the prevention, screening, and treatment 

of cervical cancer for the women of reproductive age. Objective four of the study was 

to identify the guidelines for the implementation and evaluation of educational 

programme on cervical cancer among women of reproductive age [Phase 4]. This 

chapter presents the identified guidelines for implementing and evaluating an 

educational programme that seeks to empower women of reproductive age on the 

screening, prevention, and treatment of cervical cancer. The guidelines for the situation 

analysis, facilitation, implementation, and evaluation of the programme are described 

in Table 7.1 of this study.  

The development of the guidelines in this study was informed by the evidence from 

Phase one of this study. Objective four of the study was to identify the guidelines for 

the implementation and evaluation of the educational programme on cervical cancer 

among women of reproductive age [Phase 4]. Two prominent and relevant theories 

were used to inform the educational approaches: Kolb’s experiential learning theory 

and Knowle’s Andragogy learning theory. Both theories were applied to facilitate the 

teaching and learning styles, as mentioned in Chapter one.  
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7.2 PART ONE: GUIDELINES FOR THE IMPLEMENTATION OF AN 

EDUCATIONAL PROGRAMME THAT WAS DEVELOPED FOR THIS 

PROGRAMME 

The guidelines were developed to facilitate the implementation of an educational 

programme on cervical cancer for women of reproductive age at healthcare facilities 

in the Otjozondjupa region. The guidelines were derived from the conceptual 

framework that was developed during the situation analysis on the knowledge, 

attitudes, and practices of women of reproductive age regarding the prevention, 

screening, and treatment of cervical cancer. The purpose of these guidelines is to assist 

in enhancing consistency in the steps and methods that should be followed by the 

facilitators during the implementation and evaluation of the programme. Two 

prominent and relevant theories were adopted in developing these guidelines: Kolb’s 

experiential learning theory and Knowle’s Andragogy learning theory. The 

implementer (agent) and facilitator(s) of the educational programme are encouraged 

to acquaint themselves with the contents of the educational programme for the 

successful implementation and evaluation. Steps for developing the guidelines for the 

implementation of the educational programme were adopted in this study and they are 

presented in Table 7.1. 

7.2.1 Aim of the implementation guidelines 

The aim of the guidelines is to provide the agent (facilitator) with knowledge and skills 

on how to conduct the situational analysis in healthcare facilities about the knowledge, 

attitudes and practices regarding the screening, prevention and treatment of cervical 

cancer. 
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7.2.2 Guidelines for situational analysis  

A situational analysis was regarded as the vital starting point through which the agent 

(facilitator) would acquire an understanding of the knowledge, attitudes and practices 

regarding the screening, prevention, and treatment of cervical cancer. In terms of the 

situation analysis, the facilitator should be able to guide participants on the phases 

followed to conduct the situational analysis for the educational programme The 

facilitator should be able to simplify the programme content, learning and teaching 

materials based on the dynamics/challenges identified during data analysis of the 

study. The concepts determined during situational analysis are as follows:  

• 7.2.2.1 To describe the knowledge on the prevention, screening and treatment 

of cervical cancer to enhance the utilization of cervical cancer services among 

women of reproductive age in Otjozondjupa region, Namibia 

To achieve Objective one, the agent and facilitators are advised to acquaint themselves 

with the situational analysis findings on the level of knowledge regarding prevention, 

screening, and treatment of cervical (Chapter four of this study). The agent (facilitator) 

is required to prepare relevant learning and teaching materials to help the recipients 

(women of reproductive age) to understand the importance of screening, prevention, 

and treatment of cervical cancer in respect of the challenges identified in situational 

analysis. The challenges identified are in respect of preventive measures, types, 

symptoms, sources of information, indicators for screening, availability of cervical 

cancer services and types of treatment for cervical cancer. 
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•  7.2.2.2 To enhance the attitudes of women of reproductive age regarding the 

screening, prevention, and treatment of cervical cancer  

• To describe the attitudes on the prevention, screening and treatment of cervical 

cancer to enhance the utilization of cervical cancer services among women of 

reproductive age in Otjozondjupa region, Namibia 

To achieve Objective two the agent (facilitator) is required to prepare relevant learning 

and teaching materials to assist recipients (women of reproductive age) to understand 

the importance of positive attributes towards the screening, prevention, and treatment 

of cervical cancer. The challenges identified are in respect of the psycho-social 

influences on the prevention and screening, cultural beliefs, factors associated with 

cervical cancer, economic factors, and treatment of cervical cancer. 

• 7.2.2.3 To describe the practices on the prevention, screening, and treatment of 

cervical cancer to enhance the utilization of cervical cancer services among 

women of reproductive age in Otjozondjupa region, Namibia 

To achieve Objective three, the facilitator/agent is required to prepare relevant learning 

and teaching materials to help the recipients (women of reproductive age) to 

understand the importance of prevention and early uptake of cervical screening for 

early detection and thus, ensuring better treatment outcomes. The challenges identified 

are in respect of practices regarding the prevention, screening, and treatment of 

cervical cancer in respect of HPV vaccination, smoking, sexual partner, oral 

contraceptives, uptake of cervical screening and curability. 

The facilitator/agent should emphasise the cues to cervical screening such as effective 

communication/mass media for the recipients to access information, nurses (provider 



 

215 

 

initiatives) disseminate information on cervical screening at the health facilities, and 

reminders from health teams (doctors and nurses). In addition, the agent (facilitator) 

should, in an attempt for an effective implementation of the educational programme 

and to ensure achievement of the above objectives, advocate for the healthcare 

facilities personnel to implement the following: 

• Establish special sessions in the healthcare facilities to interact with all women 

of reproductive age about CC screening services when visiting the facilities for 

any reason and have access to information regarding CC and cervical 

screening, prevention, and treatment. 

• Encourage healthcare provider initiation talks on cervical screening to the 

recipients to foster effective health-worker-patient relationships that have the 

potential to increase cervical screening uptake. 

•  Ensure that the educational programme has a provision of time slots that are 

suitable to the recipients to encourage them to attend educational sessions. 

• The content should be made available in mass media (radio, TV, newspapers) 

with fliers, posters and leaflets being made available at all healthcare facilities 

and where funds permit, translated into local languages. 

• Ensure the active involvement of stakeholders that include the MoHSS, 

Ministry of Gender, Ministry of Home Affairs, Ministry of Defence, Cancer 

Association of Namibia (CAN), I-TECH Namibia and NGOs to gain support 

during the implementation process.  
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7.2.3 Guidelines for facilitating the educational (training) programme (Phase one) 

The aim of the guidelines for the facilitation of the educational programme is to aid 

the agent or facilitator to effectively apply the recommended principles of teaching 

and learning in the educational framework of the Namibia Qualifications Authority 

(NQA). The agent/facilitator must be acquainted with the educational approaches to 

be able to assist women of reproductive age towards the comprehension of knowledge, 

attitudes and practices on the prevention, screening, and treatment of cervical cancer 

and thus, ensure the successful implementation of the educational programme. The 

guiding activities are described below. 

• 7.2.3.1 Educational approaches 

In this study, two theories of adult learning were adopted as the guiding principles in 

developing the learning and teaching methods to be utilised during programme 

implementation and they are discussed below.  

• Kolb’s theory of experiential learning (1984) 

Kolb’s theory of experiential learning emphasises that adult learning occurs during 

concrete experiences, reflective observation, abstract conceptualisation, and active 

experimentation. According to Kolb’s theory, the assumption is that adult learners in 

this study would participate in accordance with the learning styles and specifically 

designed learning content. The agent/facilitator should ensure the successful 

implementation of this approach by employing the following activities for adult 

learners to address the challenges regarding knowledge, attitudes and practices on the 

prevention, screening, and treatment of cervical cancer among women of reproductive 

age: 
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o Concrete experience should be encouraged to empower women to generate 

ideas through participation in small group discussions and learn from each 

other and thus, align their thinking to solve practical problems in their 

environment regarding the challenges of cervical screening uptake. 

o Reflective observation should be applied so that participants can reflect on 

their previous knowledge and try to understand the difference between the 

previous knowledge and the implications it has on their health and newly 

acquired knowledge that might change their belief about being at risk of 

cervical cancer. 

o Abstract conceptualisation should be applied so that participants can think 

and reflect on the new knowledge/ideas and weigh the benefits of adopting 

the recommended behaviour that reduces the risk of cervical cancer and thus 

bring about positive attributes of screening practices. 

o An active experimentation style should be applied so that participants can 

acquire confidence that will make them to seek for cervical screening to 

prevent cervical cancer. 

• Knowles’s theory of adult learning (1984) 

According to Knowles, adult learners are mature and as such, they need to be involved 

in the planning and evaluation of their learning activities. The application of learning 

encourages adult learners to prefer learning in situations whereby the following 

principles are reconsidered and included in the learning process. The principles are 

outlined below: 
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o The application of practical and problem-based experience to assist women to 

relate learning with their previous experiences and knowledge regarding 

prevention, screening, and treatment of cervical cancer. 

o The promotion of women positive self-esteem to make concrete decisions on 

issues related to the prevention, screening, and treatment of cervical cancer. 

o Encouraging the integration of newly acquired knowledge with the existing 

knowledge of women to improve the prevention, screening, and treatment of 

cervical cancer. 

o Demonstrating mutual respect for women (participants) during training 

sessions so that they can feel respected and accepted during the training 

sessions on matters concerning cervical cancer. 

o Respecting and promoting women’s experiences on the prevention, screening, 

and treatment of cervical cancer because they are more interested in learning 

in situations where they relate learning to their previous experiences and 

knowledge. 

o Encouraging self-determination and self-direction for the participants to 

develop interests in the learning activities directed towards the prevention, 

screening, and treatment of cervical cancer. 

Overall, the facilitator or agent should develop practical and visual learning aids to 

engage participants in learning new concepts on cervical cancer. The agent/facilitator 

should use different methods of teaching and learning to accommodate all participants 

as they may learn differently. It is important that the agent/facilitator should use 

different methods in designing the teaching instructions, learning content, learners’ 
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assessment methods, and strategies to enhance learning during the educational sessions 

at the healthcare facilities.  

• 7.2.3.2 Learning content of the programme 

The learning content for the educational programme should be based on the challenges 

as identified in the situational analysis [Phase 1] of the study as illustrated in Chapter 

six [Table 6.1]. 

7.2.4 Guideline for facilitation: Phase 2 

The agent/facilitator should use various facilitation methods to guide the respondents 

during the implementation sessions of the educational programme activities.  

Facilitation methods refer to presenting information about cervical screening, 

prevention, and treatment of cervical cancer with the aim of improving the knowledge, 

attitudes, and practices on the uptake of cervical screening. Kolb and Kolb (2001) state 

that a facilitator uses the process of experiential learning that represents a learning 

cycle or spiral when a learner “touches all the bases”; for example, experiencing, 

reflecting, thinking, and acting. In this study, it is the duty of the agent/facilitator to 

encourage the respondents to attend education sessions (workshops), consult the 

respondents on the suitable timeframe, and prepare learning and teaching methods that 

would address identified challenges (dynamics) that influence the uptake of cervical 

screening in the Otjozondjupa region.  Finally, certain techniques should be employed 

during the facilitation of the workshops to achieve the identified goals and evaluate 

the training programme.  
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• 7.2.4.1 Facilitation techniques 

Facilitation is referred to as the act of making something easier. Facilitation techniques 

are designed to engage all the participants in a workshop or education session to 

participate actively, increase the members’ commitment and establish team works 

(Schwarz, n.d.). In this study, an agent/facilitator should guide the participants and 

assist them to learn new concepts, discover their existing knowledge on the 

phenomena, bridge the existing gap and be able to make decisions. The 

agent/facilitator should utilise different teaching and learning methods based on the 

assumption that respondents are adult learners as per Knowles’ model of andragogy 

(1996). There is also an assumption that adult learners bring along their own 

experience on the phenomenon, in this case cervical cancer. The agent/facilitator for 

this educational programme should use various facilitation techniques, as outlined 

below, to enhance learning among respondents. 

Icebreakers: Icebreakers are powerful thinking exercises that help to motivate a group 

of learners to move from one stage to another during group development. According 

to Nangombe (2016), an ice breaker is a facilitation exercise that is intended to help a 

group to begin the process of forming themselves into a team, which are commonly 

presented as a game to ‘warm up’ the group by helping the members to get to know 

each other. Icebreakers also stimulate active participation, assist participants to know 

each other better, feel comfortable, facilitate teamwork, and create a conducive 

environment for participation and learning (Knox, n. d; Mulenga, 2018). In this study, 

a facilitator/agent should assist the respondents to get to know each other and get 

committed to the purpose of the training session. They also assist participants to 

familiarise with the facilitators, introduce the programme purpose and objectives so 
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that the participants can get more engaged in the educational sessions, and ensure that 

are certainly more likely to encourage participants to contribute meaningfully to the 

programme outcome. 

Lecture method: A lecture method refers to preparing information on a specific topic 

and presenting it to the participants in the classroom sessions or workshop settings 

(Faroog, 2012). The lecture method is good in that it conveys a large amount of 

information to the respondents. However, the respondents may not be active as they 

would be just listening (Faroog, 2012). Therefore, this limitation of the lecture method 

compels the agent/facilitator to use other methods of facilitation such as pictures, video 

clips and PowerPoint slide presentations. It is important that training manual/notes 

should be made available to the respondents so that they are able to follow the 

presentation. The agents/facilitators are encouraged to provide educational materials 

which are translated into local languages, if available, so that respondents can use them 

at their homes after the sessions. 

Brainstorming: This technique can be used during group discussions (work) to gather 

different thoughts or ideas on a topic. The method is useful to generate various ideas 

or solutions. As a result, brainstorming enables each respondent to contribute to the 

topic. 

Debating: During debating, the agent/facilitator should allow the respondents to 

present their views on issues pertaining to the screening, prevention, and treatment of 

cervical cancer. Debating exercises allow the participants to explore and discover 

issues around the phenomena in a non-threatening environment. They also promote 

interest in the topic and nurture learning. It is the duty of the facilitator to decide on 
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the topics and areas to be debated on and to develop guidelines on how many times 

each participant should be allowed to talk. Finally, the facilitator should avoid putting 

respondents on the spot as this may diminish their willingness to participate. 

 Group discussion: Group discussions allow respondents to assume responsibility for 

their own learning, develop a sense of ownership and ensure the sustainability of 

interventions (Sravani, 2015). This study required that an agent/facilitator should use 

group discussions during different sessions to promote active participation and the 

discovery of different ideas on a certain topic. Small groups of 3-4 respondents, with 

a rapporteur and secretary, should be formed to ensure the active participation of each 

respondent. At the end of group discussions, respondents should be requested to 

provide feedback in the plenary, which would be followed up by questions from the 

larger group and comments. However, group discussions have shortcomings when 

utilised in educational sessions as they require more time to complete the exercise and 

not all respondents participate equally and actively. Therefore, the facilitator should 

ensure that respondents are fairly allocated in groups, given equal chances to 

contribute and create mutual trust and teamwork during discussions.  

Plenary discussions and feedback should be used to summarise sessions or lessons 

discussed in the group. Respondents should be divided into small groups (2-3) to 

discuss the selected topic on cervical cancer. Each group should choose the rapporteur 

who will present their findings in the plenary session. The plenary and feedback 

sessions are useful techniques that can assist the learners and facilitators to: 

• Summarise what has been deliberated on and learnt as the main important 

points 
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• Summarise ideas while emphasising what should be remembered after the 

sessions 

• Make links to the other work and the next planned activities 

• Remind the learners about their personal targets/goals 

• 7.2.4.2 Facilitators 

The facilitator of the training programme is the agent (registered nurse), who would 

serve as the subject expert to implement the educational programme to the women of 

reproductive age in the healthcare facilities of the MoHSS. The main role of the agent 

is to prepare the notes on the content to be taught, the learning environment, the- 

learning aids, selecting appropriate teaching methods as well as to clarify the purpose 

of the programme and the expectations of participants. The agent/facilitator plays an 

important role of being a mentor, counsellor, and a creative, innovative, and intuitive 

individual that is fit to facilitate sessions on cervical screening, prevention and 

treatment services. The agent/facilitator is an instrumental person who can serve not 

only as a coach, mentor, and educator but also as an adviser on matters pertaining to 

educational training. He/she should plan, coordinate, and train, monitor, and evaluate 

educational programme activities in the MoHSS (Nangombe, 2016). Thus, the 

agent/facilitator should ensure that respondents are applying new content to their own 

existing knowledge and experience on the subject matter and thus, integrate prior 

knowledge with the content of the educational programme. The agent/facilitator of this 

training programme needs to encourage learning and teaching that address and meet 

the needs of the respondents. 
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47. Table 7.1 Steps of developing the guidelines 

Components  Guidelines  Activities  

Step 1: Situational analysis  Situational analysis  

  Assessment of knowledge, 

attitudes, and practices of 

women of reproductive 

age regarding cervical 

cancer screening, 

prevention, and treatment  

Planning  

Purpose 

Objectives 

Target population  

Roles of the facilitators 

Contents  

 

Step 2: Facilitation  Educational approaches  

Kolb 

Knowles 

 

 

Learning content of the 

programme 

 

(A)Knowledge regarding 

prevention:  prevention 

measures of CC, types of CC; 

symptoms of CC and sources of 

information on CC.  

Knowledge regarding 

screening of CC: availability of 

CC screening services and 

indications for screening.  

Knowledge regarding 

treatment: the types of 

treatment for CC. 

Attitude regarding prevention: 

prevention, 

psycho-social influences on 

prevention of CC,  

(B)Attitude regarding 

screening: psycho-social 

influences on screening of CC, 

cultural believes that influences 

women negatively on the 

attempt to seek for CC 

screening services, factors that 

influences women for not 

seeking CC screening services 

and economic factors.  

Attitude regarding treatment: 

The benefits of earlier 

detection; and curability of CC 

©Practice regarding 

prevention, screening, and 

treatment: cervical screening 

coverage and HPV vaccination. 

Practice regarding screening of 

CC: uptake of CC screening 

and curability among women of 

reproductive age. 
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Components  Guidelines  Activities  

Facilitation techniques / 

teaching and learning methods 

 

Icebreaker 

Lecture  

Debating  

Group discussion 

Brainstorming and  

Plenary discussion  

 

Step 3: Implementation  Orientation phase  

Welcoming address and 

introduction 

Purpose and objectives of the 

training 

 

Expectations and ground rules  

Working phase  

as outlined in step two under 

learning content of the 

programme 

 

 

 

Termination phase   

Evaluation of daily activities 

for the participants to be 

able to provide 

feedback. 

Post training assessment test to 

measure and compare 

the level of knowledge 

before and after 

interventions. 

Closure of the training 

programme 

 

 

 

 

Step 4: Evaluation of the 

programme  

 

 

 

 

Formative and summative 

assessment 

 

Formative evaluation 

 

 

Feedback process  

Evaluation tool on programme 

implementation (formative 

evaluation) 

Written questions and answer 

formats, oral discussions 

Process of evaluation 

Outcome evaluation tools on 

the effectiveness of the 

programme  

Impact evaluation  

Feedback and communication 

Types and forms of feedback 

Formative assessment feedback 

process 
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Components  Guidelines  Activities  

 

 
 

Adopted from Nangombe (2016) 

 

7.2.5 Guidelines for the implementation process of educational programme: Phase 

three 

Certain steps should be followed as part of the programme implementation process in 

this study. The implementation process of the educational programme adopted three 

phases, which are orientation, working phase and termination (Neshuku & Amukugo, 

2015). An introductory part supports the orientation of the programme, the working 

phase introduces the programme content, and the termination phase assists participants 

to evaluate the programme and provide feedback. The phases for implementing the 

educational programme at the healthcare facilities in the MoHSS are illustrated in 

Table 7.2  

48. Table 7.2 Phases for implementing the educational programme and programme 

content 

Phases Programme content 

Introductory (Orientation) 

phase (1) 

• Welcoming of participants 

• Synopsis of the workshop 

• Explain the purpose and objectives of the workshop 

• Participants’ expectations and setting up ground rules 

Working phase (2) • Pre-training assessment test to determine level of pre-

knowledge on CC 

 • Activities on the knowledge regarding prevention: 

Knowledge regarding the prevention measures, the types of 

CC, the symptoms of CC, factors that are associated with CC, 
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the source of information on CC (lecture, group discussions, 

plenary discussion) 

• Activities focusing on knowledge regarding the screening of 

CC: the availability of CC screening services, indicators of 

cervical screening (lecture, group discussion) 

• Activities focusing on knowledge regarding treatment:  the 

types of treatment for CC (group discussion) 

• Activities focusing on the attitude regarding prevention: 

psycho-social influences on prevention of CC (lecture, group 

discussion) 

• Activities focusing on the attitude regarding screening:  

psycho-social influences on the prevention and screening of 

CC, cultural beliefs that influence women on the attempt to 

seek for CC screening services, factors that influence women 

negatively to not seek CC screening services, sites for 

screening and barriers to CC screening (lecture, group 

discussion) 

• Activities focusing on the attitude regarding treatment: The 

benefits of earlier detection and curability of CC (lecture, 

group discussion) 

• Activities focusing on practices regarding prevention, 

screening, and treatment: cervical screening coverage and 

HPV vaccination, smoking, sexual partner, use of oral 

contraceptives (group discussion, brainstorming) 

 

Termination phase (3) • Evaluation of daily activities for the participants to be able to 

provide feedback 

• Post training assessment test to measure and compare the 

level knowledge before and after interventions 
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• Closure of the training workshop  

• 7.2.5.1 Orientation: Phase one 

During this phase, the facilitator/agent should welcome the participants and they 

introduce themselves, orientate the participants about the purpose of the workshop, 

briefly discuss the objectives and explain logistical arrangements. The purpose and 

objectives should be explained in detail so that the participants can understand fully 

the reasons why they should attend the education sessions. The participants should 

introduce themselves and they will be asked to state their expectations. The agent 

should explain the reasons for having group norms and ground rules and these should 

be discussed and agreed upon before the start of the sessions. 

• 7.2.5.2 Working: Phase two 

The process of implementation of the training programme has a second phase that 

focuses on orientation, working and termination (Table 8.4). This phase is the vital 

part of the training programme because it engages the participants for them to 

comprehend the purpose and objectives of the training programme. The 

facilitator/agent should work together with the participants to address the core 

challenges identified during the situational analysis. The implementation of this phase 

was based on Kolb’s experiential learning theory and Knowles’ model of andragogy 

(Chapter one and seven of this study). This phase aims at empowering women of 

reproductive age with the knowledge, attitudes and practices on the screening, 

prevention, and treatment of cervical cancer. In this study, the working phase is divided 

into three units. 
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• Unit 1: To enhance the knowledge of women of reproductive age on the 

prevention, screening, and treatment of cervical cancer. 

This unit aims to improve the knowledge on screening, prevention, and treatment of 

cervical cancer among women of reproductive age. The following areas formed the 

content to achieve in Unit one of the studies as depicted in Table 7.3. 

49. Table 7.3 Methods utilised to address knowledge gaps on screening, 

prevention, and treatment of CC 

Content Teaching/learning methods Theory applied 

Knowledge regarding prevention of 

cervical cancer: 

• Definition of cervical cancer 

• Preventive measures 

• Types of cervical cancer 

• Symptoms of cervical cancer and 

the source of information on 

cervical cancer  

• Knowledge regarding screening of 

cervical cancer:  the availability of 

cervical cancer screening services, 

indicators (factors that influences 

screening) of cervical cancer 

screening 

• Knowledge regarding treatment: 

the types of treatment of cervical 

cancer 

• Lecture (using power 

point presentation) 

 

• Group discussions 

(groups of three to four 

participants) and 

brainstorming 

• Kolb’s 

experiential 

learning theory 

(concrete 

experience) 

 

• Knowles’ theory 

of andragogy 
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• Unit two: To enhance the attitudes of women of reproductive age regarding 

prevention of cervical cancer  

This unit aims to address the neutral level of attitudes on the screening, prevention, 

and treatment of CC. The following areas formed the content of this unit (Table 7.4). 
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50. Table 7.4 Methods utilised to address neutral attributes for the screening, 

prevention, and treatment of CC 

Content Teaching/learning methods Theory applied 

Attitudes regarding prevention, 

screening, and treatment cervical 

cancer in respect of: 

Attitude regarding prevention:  

• Psycho-social influences on the 

prevention of cervical cancer 

Attitude regarding screening:  

• psycho-social influences on 

screening of cervical cancer 

• Cultural beliefs that influence 

women on the attempt to seek for 

cervical screening services  

• Factors that influence women to 

not seek cervical screening 

services  

• Accessibility and affordability of 

screening and treatment services 

Attitude regarding treatment:  

• The benefits of earlier detection 

and curability of CC 

• Lecture (using power 

point presentation) 

 

• Group discussion 

(groups of three to four 

participants) and 

brainstorming 

• Reporting in 

plenary/discussions 

• Kolb’s experiential 

learning theory 

(concrete 

experience, 

reflective 

observation) 

 

• Knowles’ theory of 

andragogy 
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• Unit three: To promote the uptake of cervical screening among women of 

reproductive age regarding the prevention, screening, and treatment of cervical 

cancer 

This unit aims to improve the practices on the screening, prevention, and treatment of 

CC. The following areas formed the content of this unit as presented in Table 7.5. 

51. Table 7.5 Methods utilised to address low cervical screening uptake 

Content Teaching/learning 

methods 

Theory applied 

• Definition of cervical screening 

• Earlier detection for curability 

• HPV vaccination 

• Smoking 

• Sexual partner 

• Oral contraceptives 

• Lecture (using power 

point presentation) 

• Group discussion 

(groups of three to four 

participants)  

• Brainstorming 

• Plenary discussions 

• Kolb’s experiential 

learning theory 

(concrete experience, 

reflective observation, 

and abstract 

conceptualisation) 

• Knowles’ theory of 

andragogy 

• 7.2.5.3 Termination phase 

This is the last step of the educational session. It enables the participants to evaluate 

and give feedback on the educational programme. The agent/facilitator should ensure 

that participants evaluate the education sessions daily. The purpose of this activity is 

to determine whether there is an activity covered during the training sessions that 

participants did not grasp well and attend to identified problems if any. The 

agent/facilitator should then re-explain what was not understood and ensure that each 

participant comprehends the correct information on the phenomena. 
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It is important that participants evaluate the programme implementation on the last day 

of the training. The feedback would enable the agent/facilitator to determine whether 

the educational programme was useful and met participants’ expectations. The 

agent/facilitator should arrange for the post-training assessment test (similar to the pre-

test training assessment test) to determine whether the participants’ knowledge, 

attitudes and practices regarding prevention, screening and treatment of cervical 

cancer would have improved. Feedback is also important as it might suggest areas of 

improvement such as on the quality of learning materials, methods of 

presentations/teaching of course content and types of learning aids used in the 

programme for future educational sessions.  

7.3 PART 2: GUIDELINES FOR PROGRAMME EVALUATION 

According to Alkin (1969), the evaluation of a training programme refers to the 

process of identifying and quantifying or measuring the relationships between student 

(trainee) inputs and educational (training) outputs and determining the combination of 

the mediating factors and which maximise the educational programme (training) and 

outputs, given a constant financial input and controlling the effects of external systems. 

The purpose of evaluation is to determine what outcomes are achieved – both desired 

and undesired, and anticipated and unanticipated because of a policy or programme 

implemented as an intervention to a challenge (s) (Suchman, 1967). 

Potter (2006) states that there are three main paradigms that are related to programme 

evaluation, and these are the positivist, interpretive and critical emancipatory 

approaches. This study adopted the positivist approach as it is mainly quantitative and 

its evidence can assist the evaluators to understand if there was any improvement in 
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the knowledge, attitudes, and practices of women of reproductive age regarding the 

prevention, screening, and treatment of cervical cancer post educational programme 

intervention.  

Kosecoff et al., (1987) argue that there are two types of evaluation, namely practice 

evaluation and programme evaluation. Practice (clinical) evaluation focuses on 

evaluating the impact of clinical interventions on health outcomes such as morbidity, 

mortality, and quality of life. Programme evaluation is also concerned with 

determining the progress on programme implementation, the effectiveness of 

programme implementation and the impact (determining the outcome of the 

intervention). In this study, programme evaluation was adopted because the study 

aimed to evaluate the progress during the implementation, effectiveness of the 

programme and the impact that the programme can have made on the recipients. 

7.3.1 Evaluation techniques   

Evaluation techniques are the most important tools that are used to assess the learners’ 

understanding and learning progress during contact sessions. It determines whether 

further assistance, such as repeating a session to ensure that each participants grasped 

the concept under discussion for better programme outcome, is required.  

According to Nangombe (2016), the nature of assessments used by instructors 

determines the participants’ level of engagement and understanding during training 

sessions. Facilitators in this study are requested to evaluate the participants during 

classroom sessions by providing them with a pre-assessment test, daily evaluation of 

sessions and post-assessment test at the end of the educational programme (training 

programme).  
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Two types of evaluation techniques (methods) for evaluating learners are recognised 

and these are formative techniques that monitor learners’ continual learning during the 

learning process by providing feedback to the participants on areas they experienced 

difficulties in comprehension and summative assessment techniques that evaluate 

student learning mostly at the end of a learning unit or the completion of an educational 

session. Summative assessment is regarded as the most important assessment that 

allows the evaluators to determine the impact that the interventions (educational 

sessions) would have made on the participants and whether the desired programme 

outcomes would have been met (Centres for Disease Control, 2013; 2011; WHO, 

2014). 

In this study, agents/facilitators are advised to use two methods of programme 

evaluation, which are the formative method (taking place during sessions 

presentations) and the summative method (drawing learnings from a completed 

educational (training) sessions). The formative method should be used during the 

training sessions and in a classroom setting to assess participants’ understanding and 

learning of the content being presented and to detect any difficulties that might require 

facilitators to repeat part of the session to ensure progress. The summative method 

should be used at the end of the training sessions to assess the impact and level of 

knowledge, attitudes and practice behaviours on cervical screening, prevention and 

treatment of cervical cancer. These methods would help the programme evaluators to 

assess the process and outcomes of the learning content. Facilitators are advised to 

utilise formative and summative evaluation techniques (questions) based on the study 

objectives (Chapter one) and dynamics (programme content) identified during data 
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analysis (Chapter four) of this study. Different evaluation tools were then designed 

and used to evaluate the programme, and these are described as follows:  

Daily evaluation tool (formative) to evaluate participants` views on the topic 

presentations during programme implementation. This should be conducted at the end 

of each day and include:  

• Evaluation tools (summative) to evaluate the participants on the knowledge 

and attitudes levels and attributes acquired after the programme 

implementation. 

• Programme evaluation (summative) to be done after implementation to 

evaluate the impact and effectiveness of the programme; and   

• Pre- and post-training assessments (formative and summative) should be 

conducted before and after completion of educational (training) sessions of the 

programme to determine whether there was an improvement in the knowledge, 

attitudes and practices regarding the prevention, screening, and treatment of 

cervical cancer.  

7.3.2 Evaluation tools for programme implementation 

Some of the evaluation tools (questions) for this study are prepared on a Likert Scale, 

which indicates the values as follows: 1 = strongly agree; 2 = agree; 3 = neutral; 4 = 

disagree and 5 = strongly disagree while others are not. All the questions on the Likert 

scale are formulated in the affirmative based on the challenges identified in the 

situational analysis (Chapter four) that eventually formed the content of the 

programme. This is to allow participants to provide their views freely about the 

programme implementation. The evaluation tools are divided in four categories, 
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namely, evaluation tools regarding programme implementation (formative); 

evaluation tools regarding the acquired knowledge, attitudes, and attributes about 

cervical cancer (summative); and the effectiveness of the programme and impact of 

educational (training) programme (summative). Facilitators should hand out formative 

evaluation tools to the participants at the end of each day, after the completion of daily 

presentations and request them to complete the questions provided to them truthfully 

and genuinely. Summative evaluation tools should be completed at the end of the 

whole training sessions. Formative evaluation tools to be used in this study are 

described below in Table 7.6.  

52. Table 7.6 Evaluation tool on programme implementation (formative 

evaluation) 

Dear Respondent  

Please share your views on the implementation of this programme by answering the 

following questions 

1. What did you learn in today`s training? 

2. What challenges did you experience during topic presentations? 

3. What did you not understand in today`s sessions? 

4. Which session(s) was/were most useful to you and why? 

5. What changes do you think need to be made to improve presentations? 

The evaluation tool indicated in Table 8.6 above should be completed daily at the end 

of all presentations. 

7.3.3 Evaluation tool on the knowledge, attitude and practice attributes acquired 

regarding the programme (effectiveness of the programme) 

Table 7.7 below describes the variables used to assess the knowledge, attitudes and 

practices towards cervical cancer prevention, screening, and treatment that the 

participants would have acquired from the training sessions. Instructions: Please read 

and consider the numbers provided for your responses to indicate the level of acquired 
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information on cervical screening, prevention and treatment of CC as follows: 1 = 

strongly agree; 2 = agree; 3 = neutral; 4 = disagree and 5 = strongly disagree. 

53. Table 7.7 Evaluation tool on the knowledge, attitudes, and practices of the 

respondents on cervical cancer (summative evaluation) 

a) Knowledge questions 

Statement 1 2 3 4 5 Total 

General information of CC well understood       

Pap smear test use to detect early precancerous lesions that 

suggest cancer 

      

Cervical cancer is curable when detected early       

HPV infection and risk of development of CC       

Types of CC well understood       

Symptoms of CC well understood       

Factors associated with CC well understood       

Factors that influence women to not seek cervical screening 

services well understood 

      

Prevention methods of CC well understood       

Types of treatment of CC well understood       

b) Attitude questions 

Statement 1 2 3 4 5 Total 

Psycho-social influences of women on CC well understood       

Cultural beliefs that influence women to not seek cervical 

screening well understood 

      

Economic factors that influence women to not access 

cervical screening services well understood 

      

Willingness to uptake cervical screening for early detect of 

CC 

      

Willingness to take young girls (9 -12 years) for HPV 

vaccination 
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c) Practices questions 

Statement 1 2 3 4 5 Total 

Pap smear and VIA are methods used to detect cervical 

lesions that suggest cervical cancer   

      

Early detection of cervical cancer ensures possible better 

treatment outcome 

      

Cervical cancer is curable       

7.3.4 Evaluation tool on the effectiveness and impact of the programme 

Impact evaluations are decision-making tools for policymakers and programme 

managers in healthcare settings that make it possible for the programme to be 

accountable to the community (Gupta, 2002 as cited in Nangombe, 2016). Impact 

evaluation determines the end results (outcome) of the programme intervention that 

was intended for. In this study, facilitators are advised to determine whether the 

programme would have empowered the participants on the knowledge, attitudes and 

practices on the screening, prevention and treatment of CC. This should be done 

through pre- and post-training assessment tests. Participants should be assessed prior 

to the educational sessions on the phenomenon by giving them a pre-test to determine 

their current knowledge on the challenges identified in the situational analysis 

(Chapter four). Participants should again be given a post training assessment test 

consisting of the same questions used in the pre-assessment test. The results of both 

tests should be compared in order to determine whether there was an improvement in 

the level of knowledge regarding prevention, screening, and treatment of cervical 

cancer. Facilitators should request the participants to evaluate the usefulness of the 

programme by completing a programme evaluation tool that is presented in Table 7.8.  
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54. Table 7.8 Programme evaluation tool (summative evaluation) 

Dear Respondent 

Please share your views regarding the effectiveness of this programme by answering the 

following questions.  

Please circle the number you choose for your response. 0 = no, 1 = strongly disagree; 2 

= disagree; 3 = neutral; 4 = agree and 5 = strongly agree  

1. Do you think that this training is important? 0  1   2   3   4   5 

2. Do you think this training was helpful to you? 0  1   2    3   4   5 

3. Do you think this training has achieved its objectives? 0  1   2    3   4   5 

4. Do you think that this training has improved your 

knowledge? 
0  1   2    3    4   5 

5. Are you going to implement what you have learned from 

this training? 
0  1   2   3    4    5 

7.4 FEEDBACK SESSIONS 

Hattie and Yates (2014) state that feedback in a classroom setting refers to the 

information that allows a learner to reduce the gap between what is evident currently 

and what could or should be the case. Feedback is part of an effective communication 

process that can either be verbal or non-verbal to convey a message of shared 

information about an intervention or strategy to improve a situation. Well-timed 

feedback can support cognitive processes for better performance, including confirming 

or restructuring understanding, improving strategies, guiding the participants to more 

information, and suggesting directions and/or alternative strategies they could pursue 

to improve. Feedback can also engage the participants in metacognitive strategies such 

as goal setting, task planning, monitoring and reflection, which are important skills for 

self-regulated learning (Hattie & Yates, 2104). Feedback can influence students’ 

affective processes and improve effort, motivation, and engagement. It can redirect or 

refocus the agent/facilitators or participants’ actions to achieve the goal of the 

programme. 



 

241 

 

Hattie and Yates (2014) further explain that there are two types of common feedback 

that are experienced during programme evaluation, which are negative and positive 

feedback. Negative feedback implies that one should either change to improve on what 

one is doing or change to something else. Positive feedback implies that an individual 

has stepped up on what she/he was doing. In this study, evaluators/facilitators are 

advised to provide feedback to the participants on the findings of evaluations 

conducted during classroom sessions (formative) on the process of implementing an 

educational (training) programme and thus enhance learning. The feedback should also 

be provided on presentations of the findings to the MoHSS and other stakeholders 

(summative findings). The types of feedback to be used in these guidelines are written 

feedback evaluation tools (formats) that can enable facilitators to record the responses 

(answers and suggestions) provided by the participants on the progress, effectiveness, 

and impact of the programme outcome. 

7.5 SUMMARY 

This chapter discussed the steps followed in the identification of the guidelines for the 

implementation and evaluation of the educational programme on cervical screening, 

prevention, and treatment of cervical cancer among women of reproductive age in the 

Otjozondjupa region. Two important theories were adopted in developing the 

guidelines for the training programme. Kolb’s experiential theory of learning and 

Knowles’ model of andragogy were applied to align the content and learning methods 

for the programme. Various teaching and learning methods were explained and 

presented as strategies to be used during teaching and learning situations to inculcate 

the required knowledge to the participants. The process of programme evaluation was 
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described to evaluate the implementation, effectiveness, and impact on the outcomes 

of the educational programme.   
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CHAPTER EIGHT 

CONCLUSIONS, LIMITATIONS, RECOMMENDATIONS AND 

CONTRIBUTION OF THE STUDY 

8.1 INTRODUCTION 

This chapter presents the conclusions, recommendations, contributions, and 

limitations regarding an educational programme to empower women of reproductive 

age in the Otjozondjupa region. The recommendations were based on the findings of 

the knowledge, attitude, and practices from the situational analysis [Phase one] of this 

study and formed the content of the educational programme. The guidelines to 

implementing the programme and evaluation tools are developed. 

8.2 CONCLUSIONS IN TERMS OF THE OBJECTIVES OF THE STUDY 

A conclusion is the last resolution or judgement that is made after a period of thought 

about all information connected with a situation under study (Hornby, 2015). The 

study identified numerous dynamics on the level of knowledge, attitude, and practices 

of women of reproductive age regarding cervical cancer screening, prevention and 

treatment in the Otjozondjupa region. Conclusions from the study results were made 

based on four objectives of the study and these are described below.  

There is a need to translate the leaflets/brochures of health information on cervical 

cancer into local languages so that women can access information about cervical 

cancer in their predominantly spoken languages. It is also important that methods of 

information dissemination regarding cervical cancer be made available through 

electronic and printed media.  
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Knowledge on the prevention of the disease is important, thus women should be 

educated through educational programme activities that the development of cervical 

cancer does not show symptoms at the beginning. It is indeed very important for 

women to take up regular cervical screening for early detection as this ensures better 

treatment outcomes.  

The study concluded that the majority of women have inadequate knowledge on the 

fact that early commencement of sexual debut poses serious risks for the development 

of cervical cancer. Hence, there is a need to increase awareness among women in this 

regard.   

8.2.1 Objective one: Describe the knowledge, attitude, and practices of women of 

reproductive age regarding the prevention, screening, and treatment of cervical cancer 

in the Otjozondjupa region.  

The following are the conclusions made from the results regarding this objective. 

• 8.2.1.1 Demographical data of the respondents 

• The study concluded that there is an association between the age of respondents 

and cervical screening (p = < 0.01); educational level and cervical screening 

(P= 0.00); education and parity (p = < 0.01); marital status and cervical 

screening (P=0.00) and employment cervical screening (p = < 0.01) among the 

respondents. 
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• 8.2.1.2 Knowledge, attitude and practices regarding prevention, screening, and 

treatment.  

• The study respondents (recipients) scored low on the level of knowledge 

regarding cervical cancer in respect of the preventive measures, types, 

symptoms, sources of information, availability of screening services, 

indications for cervical screening (associated factors) and treatment. They also 

scored a neutral level with regards to the attitudes on psycho-social influences 

on the prevention and screening, and cultural beliefs that influence cervical 

screening, factors that influence screening, and treatment as well as low 

coverage and uptake of cervical screening.  

• The majority of respondents (86.7%) scored low on the level of knowledge 

regarding cervical cancer; 83.1% of the respondents scored at a neutral level of 

attitude regarding the prevention, screening, and treatment of cervical cancer. 

There is a low utilisation of cervical screening services (32%) among the 

respondents. 

• There is a need to translate the leaflets/brochures of health information on 

cervical cancer into local languages so that women can access information 

about cervical cancer in their predominantly spoken languages. It is also 

important that the methods of information dissemination regarding cervical 

cancer be made available through electronic and printed media. 

• Knowledge on the prevention of the disease is important, thus women should 

be educated through educational programme activities that the development of 

cervical cancer does not show symptoms at the beginning. It is indeed 
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important for women to take up regular cervical screening for the early 

detection as this ensures better treatment outcomes. 

• Majority of women have inadequate knowledge on the fact that early 

commencement of sexual debut poses serious risks for the development of 

cervical cancer which does not show symptoms at the beginning.  

• 8.2.2 Objective two: Develop a conceptual framework as a basis for the 

development of an educational programme [Phase 2].  

The appropriate conceptual framework for this study was formulated, which consists 

of the following: the agent (who performs the activity), recipient (who receives the 

activity), the context (framework), procedure (the guiding technique), dynamics (the 

energy source for the activity), and terminus (the end point of the activity).  

8.2.3 Objective three: Develop an educational programme to enhance the utilisation of 

cervical cancer services among women of reproductive age in Otjozondjupa region, 

Namibia [Phase three] 

The content of the educational programme which is based on the dynamics identified 

in Phase one was developed to enhance the utilization of cervical cancer services 

among women of reproductive age in Otjozondjupa region [Phase 3].  

8.2.4 Objective four: Identifying the guidelines for the implementation of the 

educational programme to enhance the utilisation of cervical cancer services among 

women of reproductive age in Otjozondjupa region [Phase four]. 

The researcher identified the appropriate and required guidelines that will guide the 

implementation and evaluation of the educational programme interventions aimed to 



 

247 

 

enhance the utilisation of cervical cancer services among women of reproductive age 

in the Otjozondjupa region.  

8.3 LIMITATIONS 

Research studies have limitations and some of them can be controlled. The limitations 

of the study are those characteristics of design or methodology that impacted or 

influenced the application or interpretation of the results of the study (Wang et al., 

2015). The major limitation for this study is that an educational programme was 

developed based on the findings from the Otjozondjupa region only. As a result, the 

educational programme might not be suitable for other regions as they may have 

different challenges in terms of economic factors, cultural background and religious 

orientation that may influence the uptake of cervical screening. In addition, the 

instruments for data collection were only prepared and implemented in English and 

not translated into local languages and this might have an influence on the study 

results. Some of the respondents did not attend primary school such that they do not 

know how to read and write even if the instrument was translated into their mother 

language. However, the researcher conducted face to face interviews with the 

respondents through translations and this might have imposed biases in the data 

collection process.  

To ensure that the biases have been reduced and or avoided, the researcher applied 

objectivity and neutrality when interviewing the respondents who could read or write 

in the English language during data collection process and only recorded in the 

questionnaire what the respondents had answered.  In the event where the researcher 

did not speak the local language that the respondents were acquainted with, the 
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services of a translator were used for the respondents to be able to complete the 

questionnaire.  

8.4 RECOMMENDATIONS 

Recommendation refers to the endorsement of suggestions made on the best thing to 

do (Hornby, 2015). Recommendations are formulated and presented based on the 

results of a given study.  

8.4.1 Recommendations regarding practices [Ministry of Health and Social Services]  

The following recommendations were made by the researcher: 

• It is recommended that the developed educational programme for women of 

reproductive age in the Otjozondjupa region be pilot tested, using the 

developed guidelines for implementation and evaluation of the programme in 

the Otjozondjupa region. Based on the pre-tested programme, the content can 

be refined and confirmed by experts before being rolled out to other regions. 

• It is recommended that the researcher collaborates with the MoHSS’s 

Reproductive Health Unit, NGOs, and other development partners in order to 

develop an information booklet about cervical cancer screening and treatment 

and translate it into various local languages. The translated version of resources 

and materials on cervical cancer screening, prevention and treatment once 

available, should be available in both public and private healthcare facilities. 

8.4.2 Recommendations to the training institutions [Education sector] 

• It is recommended that the developed educational programme to enhance the 

utilisation of cervical cancer services among women in Otjozondjupa region 
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be integrated in the third-year curriculum for the Honours Degree in Nursing 

Science at the University of Namibia. 

• It is recommended that the developed educational programme be integrated in 

the in-service training programmes for nurses at all health facilities in all 

regions. 

8.4.3 Recommendations for future research 

There is a need for further research studies on the following areas: 

• A qualitative study may be conducted in the Otjozondjupa region on the 

knowledge, attitude, and practices of reproductive aged women regarding the 

prevention, screening, and treatment of cervical cancer as well as in other 

regions to complement the results of this study.  

• The educational program should be pilot tested in Otjozondjupa region to 

determine its feasibility implantability.  

8.5 CONTRIBUTION OF THE STUDY TO THE BODY OF KNOWLEDGE 

The findings of the study contribute to the scientific body of knowledge in the 

following ways: 

• Evidence was generated that showed that there is a low level of knowledge and 

a neutral attitude that might have contributed to the low utilisation of cervical 

cancer screening among women of reproductive age living in the Otjozondjupa 

region. 

• A conceptual framework was developed, and it formed the basis of an 

educational programme. 
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• An educational programme was developed to enhance the utilisation of 

cervical cancer screening among women of reproductive age living in 

Otjozondjupa region. 

• Guidelines for the implementation and evaluation of the educational 

programme were identified. 

8.6 SUMMARY  

This chapter presented the conclusions, limitations, recommendations, and the 

contribution of the study to the body of knowledge. It underscored that the developed 

guidelines would assist in the implementation and evaluation of an educational 

programme seeking to empower women of reproductive age with the knowledge, 

attitude, and practices regarding the uptake of cervical screening, prevention and 

treatment of cervical cancer. 
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WOMEN OF REPRODUCTIVE AGE IN OTJOZONDJUPA REGION, NAMIBIA 

Compiled by:   Epafras Anyolo 

Student No:   8709785 
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PARTICIPANT RESEARCH STUDY QUESTIONNAIRE      

Instructions 

Dear Participants, 

Cervical cancer is a disease that affects women throughout the world. This 

questionnaire is aimed at assessing your knowledge, attitudes, and practices regarding 

cervical cancer. Please be assured that all your responses will be kept strictly 

confidential. This is an anonymous questionnaire which does not require your name or 

identity. Participation in this study is voluntary, and a refusal to participate will not 

impose any penalty. 

Please answer the questions to the best of your ability and as truthfully as possible. 

Your responses will assist the researcher in developing an educational programme to 
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increase the knowledge, correct the attitudes and improve practices among women of 

reproductive age on cervical cancer. The investigator knows that there are no right or 

wrong answers in this study. What is of your interest is your own personal perspective. 

A researcher is available to help you filling the questionnaire if need be. Please indicate 

your responses for all the questions by marking “x” in the blocks that you feel are the 

most appropriate. In section B and part of section C, Likert Scale rating will be used 

to rate your responses as well as yes/no questions. Please read and consider the 

numbers for your responses on Likert Scale as follows: Strongly agree (1), Agree (2), 

Neutral (3), Disagree (4), strongly disagree (5) Do not Know (0) 

 

By signing in the box above, you agree that you have read the above and agree to 

participate in this study voluntarily. 

Thank you for participating 

1. SECTION A: Sociodemographic data 

1.1 Age (Please indicate with the “X” in the box you choose) 

18 -19  

20 -24  

25 -29  

30 -34  

35 – 39  

40 -44  
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45 -49  

1.2 Marital status Single: [  ] Married:  [  ] Divorce:  [   ] Widowed:  [   ]   Separated: 

[  ] Others ---- (please specify) 

1.3 Educational level 

Never attended school  

Primary education  

Secondary education  

Tertiary education  

 

1.3 Employment status 

 

Student  

Housewife  

Employed  

Self-employed  

Unemployed  

1.4 Home language 

English  

Herero  

Afrikaans  

Damara/Nama  

Oshiwambo  

Rukavango  

Tswana  
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Silozi  

San language  

Other: specify  

1.5 Length of stay in the area 

Less than 1 year  

1 – 2 years  

3 - 5 years  

6 years and above  

1.6 How many pregnancies do you have? (Parity) 

0 births  

1 to 2 births  

3 or more births  

Objective: Assess the knowledge, attitude, and practice of women of the reproductive 

age regarding prevention, screening, and treatment of cervical cancer in Otjozondjupa 

region [Phase 1].   

  



 

xxviii 

 

2. SECTION B: KNOWLEDGE REGARDING PREVENTION, SCREENING AND 

TREATMENT OF CERVICAL CANCER 

2.1 General knowledge regarding the prevention of cervical cancer 

2.1.1 General knowledge regarding the prevention of cervical cancer 

(Rate your knowledge regarding general information about prevention  

of cervical cancer. Please place a tick under the number you choose).  

Statements: 5 4 3 2 1 Do 

not 

know 

2.1.1.1 There are usually no signs or symptoms of early 

cervical cancer, but it can be detected early with regular 

check-ups. 

      

 2.1.1.2 Attend regular cervical cancer screening service 

(using Pap smear test) for early detection of precancerous 

cells, that suggest cervical cancer  

      

2.1.1.3 Avoid unprotected sexual intercourse to reduce 

chances of being infect with Human papilloma virus 

(HPV), that causes cervical cancer 

      

2.1.1.4 Avoid multiple pregnancy (more than 5 times 

pregnancies) because it is associated with cervical cancer 

      

2.1.1.5 Avoid multiple male sexual partners prevent 

sexual transmitted infections (STIs) including HPV that 

causes cervical cancer 

      

2.1.1.6 Avoid/quit cigarette smoking prevent cervical 

cancer 

      

2.1.1.7 Avoid early sexual intercourse at the young age 

until adulthood 

      

2.1.1.8 Avoid having sexual intercourse with 

uncircumcised partner 

      

2.1.1.9 Being vaccinated against Human Papillomavirus 

(HPV) prevents cervical cancer 

      

2.1.1.10 Vaccination of girls between 11- 12 years of age 

with HPV vaccine reduce the chances of developing 

cervical cancer 

      

2.1.1.11 Using of birth control pills for less than 5 years 

reduces chances of cervical cancer 
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2.1.2 Knowledge regarding the factors (causes) that associated with cervical cancer 

(Rate your knowledge regarding the factors that are associated with cervical cancer. Please place  

a tick under the number you choose)  

Statements: 5 4 3 2 1 Do 

not 

know 

2.1.2.1 Human papillomavirus (HPV) infection is the major 

risk factor for cervical cancer 

      

2.1.2.2 Smoking cigarettes increases the chances of getting 

cervical cancer 

      

2.1.2.3 Long –term oral use of birth control pills causes cervical 

cancer (for longer than 5 years) 

      

2.1.2.4 Being infected with Human Immune Virus (HIV), the 

virus that causes Acquired Immune Deficiency Syndrome 

(AIDS), increases the chances of getting cervical cancer 

      

2.1.2.5 Being sexually active at the young age (early sexual 

intercourse) 

      

2.1.2.6 Multiple pregnancy (more than 5 times pregnancies) is 

associated with cervical cancer 

      

2.1.2.7 Having unprotected sexual intercourse (without a 

condom) with multiple male sexual partners increase the 

chance of   cervical cancer 

      

2.1.2.8 By having sexual intercourse with uncircumcised 

partner 

      

2.1.2. 9 Family history of cervical cancer increases the chance 

of cervical cancer 

      

 

2.1.3 Knowledge regarding the types of cervical cancer 

(Rate your knowledge regarding the following statements regarding the types of cervical cancer.  

Please place a tick under the number you choose) 

Statements: 5 4 3 2 1 Do 

not 

know 

2.1.3.1 Squamous cells carcinoma is a type of cervical cancer       

2.1.3.2 Adenocarcinoma is a type of cervical cancer       



 

xxx 

 

2.1.3.3 Metastatic cervical cancer (cancer that spread to other 

parts of the body) is cancer that has spread to other parts of the 

body 

      

2.1.4 Knowledge regarding the symptoms (what women may start complaining about) of cervical cancer 

(Rate your knowledge regarding the following statements regarding the symptoms of cervical 

cancer. Please place a tick under the number you choose). 

Statements: 5 4 3 2 1 Do 

not 

know 

2.1.4.1Unusual heavy and longer vaginal bleeding is the signs 

suggestive of cervical screening 

      

2.1.4.2 Bleeding between regular menstrual periods are the signs 

suggestive of cervical screening 

      

2.1.4.3 Bleeding after having sexual intercourse       

2.1.4.4 Bleeding after douching (cleaning the vaginal canal with 

antiseptic medication) 

      

2.1.4.5 Bleeding after pelvic examination       

2.1.4.6 Bleeding after menopause (period after the women 

stopped seeing menstruation due to ageing).  

      

2.1.4.7 Constant pelvic pain not related to your menstrual cycle       

2.1.4.8 Heavy or unusual discharge that may be watery, thick, 

and possibly have a foul smelling 

      

2.1.4.9 Increased urinary frequency       

2.1.4.10 Painful intercourse       

2.1.4.11 Difficult urinating or defecating       

 

2.1.5 Knowledge regarding the sources of information on cervical cancer   

(Rate your knowledge regarding the following statements on the source of information on cervical 

cancer. Please place a tick under the number you choose) 

Statements: 5 4 3 2 1 Do 

not 

know 

2.1.5.1 Health care workers provide enough, clear and 

understandable health information on cervical cancer 
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2.1.5.2 Leaflets/brochures on cervical cancer are available in 

local languages 

      

2.1.5.3 Friends/relatives who visited health facility provided 

information on cervical cancer 

      

2.1.5.4 Health information on cervical cancer are available on 

mass media [e.g., radio, TV, newspapers] 

      

 

 

2.2 KNOWLEDGE REGARDING SCREENING OF CERVICAL CANCER 

2.2.1 Availability of cervical cancer screening 

 

(Rate your knowledge regarding the following statements regarding the availability of screening 

services. (Please place a tick under the number you choose). 

Statements: 5 4 3 2 1 Do 

not 

know 

2.2.1.1 Cervical cancer screening service is available at the 

local health centre/clinic 

      

2.2.1.2 Cervical cancer screening service is available at 

outreach point 

      

2.2.1.3 Cervical cancer screening service is available at the 

district hospital 

      

 

2.2.2 Indication of cervical cancer screening  

(Rate your knowledge regarding the following statements regarding the screening for cervical 

cancer. (Please place a tick under the number you choose). 

Statements: 5 4 3 2 1 Do 

not 

know 

2.2.2.1 Unusual heavy and longer vaginal bleeding is the signs 

indicating the need for cervical screening 

      

2.2.2.2 Bleeding between regular menstrual periods are the 

signs indicating the need for cervical screening 

      

2.2.2.3 Vaginal bleeding and pelvic pain are the signs 

indicating of cervical screening 

      

2.2.2.4 Tests that examine the cervix (mouth of the womb) are 

used to detect precancerous lesions that suggestive cervical 

cancer  

      

2.2.2.5 Early detection of pre-cancerous cell is done by using 

Pap smear test (test use to determine whether cancer is 

developing in the cervix) 
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2.2.2.6 Routine cervical cancer screening requires that HPV 

vaccinated women need to be screened once every three years 

      

2.3 KNOWLEDGE REGARDING TREATMENT OF CERVICAL CANCER 

2.3.1     Types of treatment for cervical cancer  

 (Rate your knowledge regarding the following statements on cervical cancer. (Please place a tick under 

the number you choose). 

Statements: 5 4 3 2 1 Do 

not 

know 

2.3.1.1 Surgery or an operation to remove cancer tissues       

2.3.1.2 Chemotherapy or medications (tablets) that destroy cancer 

tissues 

      

2.3.1.3 Radiotherapy (x-ray treatment method) that burns cancer 

tissues 

      

3. SECTION C: ATTITUDE REGARDING PREVENTION, SCREENING AND TREATMENT OF 

CERVICAL CANCER 

31 ATTITUDES REGARDING PREVENTION OF CERVICAL CANCER 

3.1.1 Psycho-social influences on prevention of cervical cancer 

(Rate your knowledge regarding the following statements on cervical cancer.  Please place a tick 

under the number you choose). 

Statements: 5 4 3 2 1 Do 

not 

know 

3.1.1.1 Cervical cancer is real and dangerous        

3.1.1.2 Feeling at risk of cervical cancer        

3.1.1.3 Will go to the health facility to see the doctor/nurse        

 

3.2 ATTITUDE REGARDING SCREENING OF CERVICAL CANCER 

3.2.1 Psycho-social influences on screening of cervical cancer 

(Rate your knowledge regarding the following statements on cervical cancer. Please place a tick under 

the number you choose) 

Statements: 5 4 3 2 1 Do 

not 

know 
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3.1.2.1 Will consult a family member before deciding to 

screen for cervical cancer  

      

3.1.2.2 Will discuss with the spouse before deciding to screen 

for cervical cancer 

      

3.1.2.3 Fear of being told positive cervical cancer result        

3.1.2.4 Fear and shame of going through the examination 

procedure   

      

3.1.2.5 Lack of time to go for cervical cancer screening 

because of other responsibilities. 

      

3.2.2 Cultural beliefs on screening of cervical cancer  

(Rate your knowledge regarding the following statements on cervical cancer. (Please place a tick under 

the number you choose).  

Statements: 5 4 3 2 1 Do not 

know 

3.2.2.1 Afraid of being screened by known health care provider       

3.2.2.2 Shame to be screened by male health service provider       

3.2.2.3 Shame to be screened by a youth health service provider       

3.2.2.4 The procedure is too intrusive (disruption or announce)       

3.2.2.5 Shame to be associated with cervical cancer disease       

 

3.2.3 Factors that influence cervical cancer screening  

(Rate your knowledge regarding the following statements on cervical cancer. Please place a tick under 

the number you choose) 

Statements: 5 4 3 2 1 Do not know 

3.3.1 Feeling shy to go for screening       

3.3.2 Fear to hear the test results       

3.3.3 Fear of being embarrassed       

3.3.4 Feeling not at risk because not sexually active       

3.3.6 Do not suffer of any symptoms       

3.3.7 Not aware of availability of screening services       

3.2.4 Are you willing to get Pap smear test?    
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Yes   

No  

 

3.2.5 Where would you prefer to have Pap smear test? 

3.2.5.1 Local Primary health care clinic   

3.2.5.2 Health centre   

3.2.5.3 District hospital  

3.2.5.4 Private clinic   

3.2.5.5 No preferences  

 3.2.6 Economic factors that influences cervical cancer  

Rate your knowledge regarding the following statements on cervical cancer.  

(Please place a tick under the number you choose) 

Statements 5 4 3 2 1 Do not 

know 

3.2.6.1 Distance is less than 1 KM from home to the health 

facility  

      

3.2.6.2 Distance is between 1 - 5 KM from home to the 

health facility 

      

3.2.6.3 Distance is between 5-10 KM from home to the 

health facility  

      

3.2.6.4 Distance is more than 10 KM from home to the 

health facility 

      

3.2.6.5 There is lack of transport from home to the facility       

3.2.6.5 Transport cost is not affordable       
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3.3 ATTITUDE REGARDING S TREATMENT OF CERVICAL CANCER 

 Rate your knowledge regarding the following statements on cervical cancer.  

(Please place a tick under the number you choose) 

 

Statement: 5 4 3 2 1 Do 

not 

know 

3.3.1 The chance of recovery (prognosis) is better 

when cervical cancer detected early 

      

 

4. SECTION D: PRACTICES REGARDING PREVENTION, SCREENING AND TREATMENT OF 

CERVICAL CANCER 

4.1 PRACTICES REGARDING S PREVENTION OF CERVICAL CANCER 

4.1.1 Have you ever been vaccinated with HPV vaccine?               

Yes  

No  

4.1.2 Did you smoke in the last 6 months prior to the study? 

Yes  

No  

4.1.3 Do you have a steady sexual partner?                

Yes  

No  

4.1.4 If your answer is Yes in question 4.1.3, is your partner circumcised?   

Yes  

No  

4.1.5 If your answer is No in question 4.1.4, why is he not circumcised?  -------------------- 

4.1.6 Have you been using oral contraceptives for > 5 years?  
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Yes  

No  

4.1.7 If your answer is yes in question 4.1.6, for how long have you been using contraceptives? 

4.1.7.1 Less than two years   

4.1.7.2 Less than 5 years  

4.1.7.3 More than 5 years    

 

 4.2 PRACTICES REGARDING S SCREENING OF CERVICAL CANCER 

4.2.1 Uptake of cervical cancer screening (Pap smear test)  

(Please place a tick under the box (s) you choose) 

4.2.1.1 Once in lifetime  

4.2.1.2 Annually  

4.2.1.3 Once every two years  

4.2.1.4 Once every three years  

4.2.1.5 Never  

4.3 PRACTICES REGARDING S TREATMENT OF CERVICAL CANCER 

(Rate your knowledge regarding the following statements on cervical cancer.  

Please place a tick under the number you choose) 

 

THANK YOU VERY MUCH FOR PARTICIPATING IN THIS STUDY 

  

Statement: 5 4 3 2 1 Do not 

know 

4.3.1 Cervical cancer is curable (healing) when 

detected early 
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ANNEXURE E: CONSENT FOR PARTICIPATION IN THE STUDY  

PARTICIPANT INFORMATION LEAFLET AND CONSENT FORM 

              ANNEX 5 

  

TITLE OF THE RESEARCH PROJECT: THE DEVELOPMENT OF EDUCATIONAL 

PROGRAMME TO ENHANCE THE UTILIZATION OF CERVICAL CANCER SERVICES 

AMONG WOMEN OF REPRODUCTIVE AGE IN OTJOZONDJUPA REGION, NAMIBIA. 

REFERENCE NUMBER: 8709785 

PRINCIPAL INVESTIGATOR: Mr Epafras Anyolo 

ADDRESS: P.O. Box 24721, Windhoek 

CONTACT NUMBER: +264 811 489844 

You are being invited to take part in a research project.  Please take some time to read 

the information presented here, which will explain the details of this project.  It is very 

important that you are fully satisfied that you clearly understand what this research 

entails and how you could be involved.  Also, your participation is entirely voluntary, 

and you are free to decline to participate.  If you say no, this will not affect you 

negatively in any way whatsoever.  You are also free to withdraw from the study at 

any point, even if you do agree to take part. 
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This study has been approved by the Research Ethics Committee at The University of 

Namibia and will be conducted according to the ethical guidelines and principles of 

the international Declaration of Helsinki, South African Guidelines for Good Clinical 

Practice and Namibian National Research Ethics Guidelines. 

1. What is this research study all about? 

 

You have been asked to participate in this study to help us to determine your 

knowledge, attitudes and practices regarding screening, prevention, and treatment 

for cervical cancer in Otjozondjupa region. 

I am conducting this study in fulfilment of the requirements for the doctoral degree 

in nursing science. The study aims to develop educational programme to empower 

women of reproductive regarding screening, prevention, and treatment of cervical 

cancer in Otjozondjupa region. The study will be conducted in the selected Primary 

Health Care (PHC) and clinics in Otjwarongo, Okahandja, Grootfontein and 

Okakarara districts. You are requested to engage in a confidential discussion 

between yourself and the researcher and you are expected to answer as honestly as 

you can. 

This project is aiming to determine the level of knowledge, attitudes and practices 

regarding screening, prevention, and treatment of cervical cancer among women 

of reproductive age in Otjozondjupa region. The research outcome will inform the 

development of an educational programme to empower women of reproductive 

age regarding cervical cancer.  

The researcher will conduct an information session with each participant who 

choose to take part in the study voluntary. The purpose of the session is to inform 

the participants that their names will not be recorded on the questionnaire to ensure 
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anonymity, but codes will be assigned to each participant, and that information 

provided will be treated as confidential. Consent will be obtained from the 

participants who are willing to part take in the interview. The researcher will issue 

the self –administered questionnaire to the participants as well as conducting one-

one interview for those participants who do not know how to read and write. The 

interview will be conducted at the PHC and clinics during working hours. Women 

who will come at the clinic for any other services will be approached to take part 

in the study. The interview would last for about 30 – 40 minutes. 

The study sample size is 381 participants, and they are proportionately distributed 

per selected facilities in the districts. The researcher will use randomization process 

to recruit the participants in the study until the sample for each site is attained. 

There will be absolutely no use of medication whatsoever for this project. 

2. Why have you been invited to participate? 

You are invited to participate in this study because the researcher trusts that your 

information about knowledge, attitudes and practices regarding screening, prevention 

and treatment on cervical cancer could help to empower women to increase knowledge 

which would facilitate positive attributes towards screening, prevention and treatment 

of cervical cancer by up taking cervical screening services. The information you 

provide could guide the Ministry of health and social’s policies and guidelines in the 

provision of healthcare services to increase knowledge, attitudes and practices 

regarding screening, prevention, and treatment of cervical cancer. 

3.  What will your responsibilities be? 

 

Should you agree to participate, your responsibility is to answer the questions 

truthfully to the best of your ability. You will be given a structured self –
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administered questionnaire with closed – ended and open – ended questions to 

answer and you are requested to place it in the box provided upon completion. Feel 

free to ask for clarity if you do not understand the questions or should you find that 

questions are not clearly stated. You are also free to ask the researcher to help you 

complete the questionnaire for you by answering the questions. You are not 

required to write down your real names on the questionnaire to ensure anonymity 

in the study.   

On the day of your visit to the health facility for any other services, upon being 

attended to for what you came for and/or before being attend, you will be 

approached by the researcher to explain the purpose of the study and asks you for 

voluntary participation in the study. The duration will be 30 – 40 minutes to 

complete the questionnaire. 

4. Will you benefit from taking part in this research? 

You will have no direct personal benefits from participating in this study.  However, 

your participation would aid the development of educational programme to empower 

women with knowledge, positive attributes and practices regarding screening, 

prevention, and treatment for cervical cancer in Otjozondjupa region. 

5. Are there in risks involved in your taking part in this research? 

This study will not involve any physical harm but might involve minor risk of 

psychological discomfort. Some potential risks may include exhaustion and 

emotional discomfort from answering sensitive questions - should you encounter 

such risk during the interview, kindly inform the researcher so that it is 

immediately addressed and or minimised.  
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6. If you do not agree to take part, what alternatives do you have? 

Participation to the study is voluntary and there will be no repercussions or penalty 

should you choose not to participate in the study. Should you agree to part take, 

you have the right and choice to withdraw from the study at any time without 

giving a reason nor without any penalty or blame or prejudice. There will be no 

treatment provided. 

7. Who will have access to your medical records? (Where applicable) 

 

There will be no medical records to be collected from you. Information collected 

will be treated as confidential and protected. You will be identified by codes and 

no information will be linked to any other participant or health care worker. If the 

information is used in a thesis or publication, your identity will remain anonymous. 

No information provided during the course of the study will be revealed or made 

available to any person other than the supervisors of the study. 

 

8. What will happen in the unlikely event of some form injury occurring as a direct 

result of your taking part in this research study? 

There is no anticipated risk of injury to be arising as a direct result of your taking 

part in this study and no pharmaceutical agents are involved in this study. 

However, respondents will be referred to social workers and/or psychologist for 

counselling, should any emotional or psychological harm occur.  

9. Will you be paid to take part in this study and are there any costs involved? 

There is no compensation for your participation in this study.   

10   Is there anything else that you should know or do? 
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a) You should inform your family practitioner or usual doctor that you are taking part 

in a research study.  (Include if applicable) 

b) You should also inform your medical insurance company that you are 

participating in a research study.  (Include if applicable) 

c) You can contact Dr Dr Hans Amukugo/Mr Epafras Anyolo at tel +264 811 493 

928/+264 811489844 if you have any further queries or encounter any 

problems. 

d) You can contact the Centre for Research and Publications at +264 061 

2063061; pclaassen@unam.na  if you have any concerns or complaints that 

have not been adequately addressed by the investigator. 

e) You will receive a copy of this information and consent form for your own records. 

Declaration by participant 

By signing below, I …………………………………..…………. agree to take part in 

a research study entitled (insert title of study).  

I declare that: 

a) I have read or had read to me this information and consent form and it is 

written in a language with which I am fluent and comfortable. 

b) I have had a chance to ask questions and all my questions have been 

adequately answered. 

c) I understand that taking part in this study is voluntary and I have not been 

pressurised to take part. 

d) I may choose to leave the study at any time and will not be penalised or 

prejudiced in any way. 

e) I may be asked to leave the study before it has finished, if the study doctor 

or researcher feels it is in my best interests, or if I do not follow the study 

plan, as agreed to. 

  

mailto:pclaassen@unam.na
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Signed at (place) ......................…........…………….. on (date) …………....……….. 

2005. 

 ......................................................................  

Signature of participant Signature of witness 

Declaration by investigator 

I (name) declare that: 

• I explained the information in this document to 

………………………………… 

• I encouraged him/her to ask questions and took adequate time to answer 

them. 

• I am satisfied that he/she adequately understands all aspects of the 

research, as discussed above 

• I did/did not use a interpreter.  (If a interpreter is used then the interpreter 

must sign the declaration below. 

Signed at (place) ......................…........……… on (date) …………....………..2005. 

 ......................................................................   ................................................  

Signature of investigator Signature of witness 
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Declaration by interpreter 

I (name)declare that: 

a) I assisted the investigator (name) 

………………………………………. to explain the information in 

this document to (name of participant) 

……………..…………………………….. using the language 

medium of (Oshiwambo, Oshiherero, Afrikaans, etc.) 
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ANNEXURE F: APPROVAL LETTER TO CONDUCT THE STUDY FROM THE 

REGIONAL DIRECTOR: OTJOZONDJUPA REGION 
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ANNEXURE G: EVALUATION TOOLS FOR PROGRAMME 

IMPLEMENTATION 

1.Daily evaluation tool on programme implementation (formative evaluation) 

Dear Participant  

Please share your views on the implementation of this programme by answering the following 

questions 

What did you learn in today `s training? 

What challenges did you experience during topic presentations? 

What didn`t you understand in today`s sessions? 

Which session(s) was most useful to you and why? 

What changes do you think needs to be made to perfect presentations? 

2. Evaluation tool on the knowledge, attitudes, and practices of the participants on cervical cancer 

(summative evaluation) 

a) Knowledge questions 

Statement 1 2 3 4 5 Total 

General information of CC well understood       

Pap smear test use to detect early precancerous lesions, that 

suggest cancer 

      

Cervical cancer is curable when detected early       

HPV infection and risk of development of CC       

Types of CC well understood       

Symptoms of CC well understood       

Factors associated with CC well understood       

Factors that influence women for not seeking cervical 

screening services well understood 

      

Prevention methods of CC well understood       

Types of treatment of CC well understood       
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b) Attitudes questions 

Statement 1 2 3 4 5 Tot

al 

Psycho – social influences of women on CC well 

understood 

      

Cultural believes that influences women for not 

seeking cervical screening well understood 

      

Economic factors that influence women for not 

accessing cervical screening services well 

understood 

      

Willingness to uptake cervical screening for early 

detect of CC 

      

Willingness to take young girls (9 -12 years) for 

HPV vaccination 

      

c) Practice questions 

Statement 1 2 3 4 5 Tot

al 

Pap smear and VIA are methods used to detect 

cervical lesions that suggest cervical cancer   

      

Early detection of cervical cancer ensures possible 

better treatment outcome 

      

Cervical cancer is curable       
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1. Programme evaluation tool (summative evaluation) 

Dear Participant  

Please share your views regarding the effectiveness of this programme by answering the 

following questions.  

Please circle the number you choose for your response. 0 = no, 1 = strongly disagree; 2 = disagree; 

3 = neutral; 4 = agree and 5 = strongly agree  

Do you think that this training is important? 0 1   2   3   4   5 

Do you think this training was helpful to you? 0 1   2    3   4   5 

Do you think this training has achieved its objectives? 0 1   2    3   4   5 

Do you think that this training has improved your 

knowledge? 

0 1   2    3    4   5 

Are you going to implement what you have learned from 

this training? 

0 1   2   3    4    5 
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ANNEXURE H: TRAINING CURRICULUM FOR AN EDUCATIONAL 

PROGRAMME 

TRAINING CURRICULUM FOR AN EDUCATIONAL PROGRAMME TO 

ENHANCE THE UTILIZATION OF CERVICAL CANCER SERVICES AMONG 

WOMEN OF REPRODUCTIVE AGE IN OTJOZONDJUPA REGION, NAMIBIA  

Name of the programme: An educational programme to enhance the utilization of 

cervical cancer services among women of reproductive age in Otjozondjupa region, 

Namibia. 

THE PURPOSE OF THE EDUCATIONAL PROGRAMME 

The purpose of this educational programme was to enhance the knowledge and 

improve attitudes and practice of women of reproductive age on screening, prevention 

and treatment of cervical cancer.  

Mode of training and duration:  The training programme will be implemented in 

a form of a workshop that lasts for three days. 

Objectives of the training programme 

The following are the objectives of the programme and described as follows:  

➢ To enhance the knowledge of women of reproductive age on the prevention, 

screening and treatment of cervical cancer in Otjozondjupa region’ 

➢ To enhance positive attitudes of women of reproductive age regarding 

prevention, screening, and treatment of cervical cancer in Otjozondjupa region 
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➢ To promote the uptake of cervical screening among women of reproductive 

age regarding prevention, screening, and treatment of cervical cancer in 

Otjozondjupa region. 

Target population of the study 

The target population will be women of reproductive age in Otjozondjupa region.  

COURSE UNITS: 

Unit 1 

Aim: To enhance the knowledge of women of reproductive age on the prevention, 

screening, and treatment of cervical cancer 

Objectives: By the end of this training session, participants will be able to: 

▪ Define cervical cancer and cervical screening 

▪ Describe preventive measures for cervical cancer 

▪ Identify the types of cervical cancer 

▪ Describe the symptoms that suggest cervical cancer 

▪ Identify the appropriate sources of information on cervical cancer. 

▪ Identify health facilities where cervical screening is available 

▪ Describe the factors that are associated with the development of cervical cancer 

▪ List the types of treatment for cervical cancer 
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Unit content: 

 

Content Teaching/learning methods Theory applied 

Knowledge regarding prevention, 

screening and treatment of cervical 

cancer in respect of: 

• Definition of cervical cancer 

• Preventive measures 

• Types of cervical cancer 

• Symptoms of cervical cancer and the 

source of information on cervical 

cancer.  

• Appropriate sources of information on 

cervical cancer 

• Screening for cervical cancer:  the 

availability of cervical cancer 

screening services, indicators (factors 

that influences screening) of cervical 

cancer screening, 

• Factors that are associated with the 

development of cervical cancer 

• Treatment for cervical cancer:  the 

types of treatment of cervical cancer. 

• Lecture (using power point 

presentation) 

•  

• Group discussion (groups of 

three to four participants) and 

brainstorming 

• Kolb’s 

experiential 

learning theory 

(concrete 

experience) 

•  

• Knowles’ theory 

of andragogy 

 

 

 



 

lii 

 

Unit 2   

Aim: To enhance positive attitudes of women of reproductive age regarding 

prevention, screening, and treatment of cervical cancer. 

Objectives: By the end of this training session, participants will be able to: 

• List the psycho-social influences on prevention and screening of cervical 

cancer 

• Identify the cultural believes that impeded women to seek for cervical 

screening 

• Describe the factors that influence women to seek for cervical screening,  

• Describe economic factors that influence women participation in cervical 

screening  

Unit content:  

Content Teaching/learning methods Theory applied 

Attitudes regarding prevention, 

screening, and treatment of cervical 

cancer in respect of: 

Attitude regarding prevention:  

• Psycho-social influences on 

prevention of cervical cancer 

Attitude regarding screening:  

• Psycho-social influences on 

screening of cervical cancer, 

• Cultural believes that influences 

women on the attempt to seek for 

cervical screening services,  

• Lecture (using power point 

presentation) 

 

• Group discussion (groups of 

three to four participants) and 

brainstorming 

• Reporting in 

plenary/discussions 

• Kolb’s experiential 

learning theory 

(concrete experience, 

reflective observation) 

 

• Knowles’ theory of 

andragogy 
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• Factors that influence women for not 

seeking cervical screening services,  

• Accessibility and affordability of 

screening and treatment services 

Attitude regarding treatment:  

• The benefits of earlier detection; and 

curability of CC 

Unit 3 

Aim: To promote the uptake of cervical screening among women of reproductive age 

regarding prevention, screening, and treatment of cervical cancer. 

Objectives: By the end of this training session, participants will be able to: 

• Describe the benefits of HPV vaccination in the prevention of cervical cancer 

• Describe the danger of smoking in relation to cervical cancer 

• Describe the risk of having multiple sexual partners 

• Describe the danger of usage of oral contraceptives for >5years.  

• Describe VIA versus Pap smear test as methods for cervical screening. 

Unit content 

Content Teaching/learning methods Theory applied 

• Definition of cervical 

screening 

• Earlier detection for curability 

• HPV vaccination 

• Smoking 

• Lecture (using power point 

presentation) 

• Group discussion (groups of 

three to four participants)  

• Brainstorming 

• Kolb’s experiential 

learning theory (concrete 

experience, reflective 

observation, and abstract 

conceptualization) 
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• Sexual partner 

• Oral contraceptives 

• Uptake of screening 

• Pap smear test 

• VIA as preferred method 

 

• Plenary discussions 

 

• Knowles’ theory of 

andragogy 

Sources: The units of the educational programme are based on the dynamic /challenges 

identified in Phase 1 of the study (basis of the study: Chapter 7: Table 7.1; Chapter 4: 

Table 5.1). 

 



 

lv 

 

Crosstabulation 

 

Age bracket Total 

18 -

19 

20 -

24 

25 -

29 

30 -

34 

35 – 

39 

40 -

44 

45 -

49  

Collapsed - 

Cervical 

cancer is real 

and 

dangerous 

Agree Count 11 17 34 37 44 34 25 202 

% within 

Collapsed - 

Cervical 

cancer is 

real and 

dangerous 

5.4% 8.4% 16.8

% 

18.3

% 

21.8% 16.8

% 

12.4

% 

100.0

% 

Disagre

e 

Count 7 24 22 40 43 33 23 192 

% within 

Collapsed - 

Cervical 

cancer is 

real and 

dangerous 

3.6% 12.5

% 

11.5

% 

20.8

% 

22.4% 17.2

% 

12.0

% 

100.0

% 

Total Count 18 41 56 77 87 67 48 394 

% within 

Collapsed - 

Cervical 

cancer is 

real and 

dangerous 

4.6% 10.4

% 

14.2

% 

19.5

% 

22.1% 17.0

% 

12.2

% 

100.0

% 
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Collapsed - Cervical cancer is real and dangerous * Marital status 

Crosstab 

 Marital status Total 

 Single 

Marrie

d 

Divorce

d 

Widowe

d 

Separate

d 

Cohabitin

g  

Collapse

d - 

Cervical 

cancer is 

real and 

dangerou

s 

Agree Count 112 58 1 3 5 17 196 

% within 

Collapse

d - 

Cervical 

cancer is 

real and 

dangerou

s 

57.1% 29.6% 0.5% 1.5% 2.6% 8.7% 100.0% 

Disagre

e 

Count 113 51 2 0 4 21 191 

% within 

Collapse

d - 

Cervical 

cancer is 

real and 

dangerou

s 

59.2% 26.7% 1.0% 0.0% 2.1% 11.0% 100.0% 

Total Count 225 109 3 3 9 38 387 

 

% within 

Collapse

d - 

Cervical 

cancer is 

real and 

58.10

% 

28.20

% 
0.80% 0.80% 2.30% 9.80% 

100.00

% 
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dangerou

s 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact 

Sig. (2-

sided) 

Exact 

Sig. (1-

sided) 

Point 

Probability 

Pearson Chi-

Square 

4.256a 5 .513 .553 
  

Likelihood Ratio 5.422 5 .367 .489   

Fisher's Exact 

Test 

3.992 
  

.584 
  

Linear-by-

Linear 

Association 

.046b 1 .830 .844 .428 .026 

N of Valid Cases 387      

a. 6 cells (50.0%) have expected count less than 5. The minimum expected count 

is 1.48. 

b. The standardized statistic is .214. 
 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. 

(2-sided) 

Exac

t Sig. 

(1-

sided

) 

Point 

Probability 

Pearson Chi-Square 4.631a 6 .592 .596   

Likelihood Ratio 4.662 6 .588 .596   

Fisher's Exact Test 4.616   .598   

Linear-by-Linear 

Association 

.027b 1 .871 .880 .447 .024 

N of Valid Cases 394      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 8.77. 
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ANNEXURE I: PEARSON CROSS TABULATION AND 

CHI-SQUARE TESTS 

AGE OF RESPONDENTS 

b. The standardized statistic is .163. 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. (1-

sided) 

Point 

Prob

abilit

y 

Pearson Chi-Square 56.957a 3 .000 .000   

Likelihood Ratio 61.042 3 .000 .000   

Fisher's Exact Test 59.768   .000   

Linear-by-Linear 

Association 

54.895b 1 .000 .000 .000 .000 

N of Valid Cases 393      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 17.98. 

b. The standardized statistic is -7.409. 

Collapsed - Cervical cancer is real and dangerous * Educational level 

Crosstab 

 

Educational level 

Tot

al 

Not attended 

Sch Primary Secondary Tertiary 

Coll

apse

d - 

Cerv

ical 

canc

er is 

real 

and 

dang

erou

s 

Agree Count 5 46 123 28 202 

% within Collapsed - 

Cervical cancer is real 

and dangerous 

2.5% 22.8% 60.9% 13.9% 100

0% 

Disagree Count 38 75 69 9 191 

% within Collapsed - 

Cervical cancer is real 

and dangerous 

19.9% 39.3% 36.1% 4.7% 100

.0% 

Total Count 43 121 192 37 393 

% within Collapsed - 

Cervical cancer is real 

and dangerous 

10.9% 30.8% 48.9% 9.4% 100

.0% 



 

lx 

 

 

 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significanc

e (2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) Point Probability 

Pearson Chi-

Square 

21.313a 4 .000 .000 
  

Likelihood Ratio 21.628 4 .000 .000   

Fisher's Exact 

Test 

21.207 
  

.000 
  

Linear-by-

Linear 

Association 

18.771b 1 .000 .000 .000 .000 

N of Valid Cases 393      
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Chi-Square Tests 

 

 

Collapsed - Feeling at risk of cervical cancer * Age bracket 

Crosstabulation 

 

Age bracket 

Tot

al 18 -19 20 -24 25 -29 30 -34 

35 – 

39 40 -44 

45 -

49 

Collap

sed - 

Feeling 

at risk 

of 

cervica

l 

cancer 

Agree Count 3 6 14 23 18 18 15 97 

% within 

Collapsed 

- Feeling 

at risk of 

cervical 

cancer 

3.1% 6.2% 14.4% 23.7% 18.6

% 

18.6% 15.5

% 

10

0.0

% 

Disagree Count 15 35 42 54 69 49 32 29

6 

% within 

Collapsed 

- Feeling 

at risk of 

cervical 

cancer 

5.1% 11.8% 14.2% 18.2% 23.3

% 

16.6% 10.8

% 

10

0.0

% 

Total Count 18 41 56 77 87 67 47 393 

% within 

Collapsed 

- Feeling 

at risk of 

cervical 

cancer 

4.6% 10.4% 14.2% 19.6% 22.1

% 

17.0% 12.0% 100

.0

% 
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 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact 

Sig. (1-

sided) 

Point 

Probability 

Pearson Chi-Square 6.207a 6 .400 .403   

Likelihood Ratio 6.435 6 .376 .390   

Fisher's Exact Test 6.098   .411   

Linear-by-Linear Association 2.399b 1 .121 .122 .065 .008 

N of Valid Cases 393      
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Chi-Square Tests 

 

Va

lue df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. (2-

sided) 

Exact Sig. 

(1-sided) Point Probability 

Pearson Chi-Square 14.

12

9a 

5 .015 .015 

  

Likelihood Ratio 14.

43

1 

5 .013 .015 

  

Collapsed - Feeling at risk of cervical cancer * Marital status 

Crosstabulation 

 

Marital status 

Total Single Married 

Divorce

d 

Widowe

d 

Separate

d 

Cohab

iting 

Coll

apse

d - 

Feeli

ng at 

risk 

of 

cervi

cal 

canc

er 

Agree Count 54 31 2 1 5 3 96 

% within 

Collapsed - 

Feeling at risk 

of cervical 

cancer 

56.3% 32.3% 2.1% 1.0% 5.2% 3.1% 100.0

% 

Disagree Count 170 78 1 2 4 35 290 

% within 

Collapsed - 

Feeling at risk 

of cervical 

cancer 

58.6% 26.9% 0.3% 0.7% 1.4% 12.1% 100.0

% 

Total Count 224 109 3 3 9 38 386 

% within 

Collapsed - 

Feeling at risk 

of cervical 

cancer 

58.0% 28.2% 0.8% 0.8% 2.3% 9.8% 100.0

% 
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Fisher's Exact Test 14.

67

5 

  

.007 

  

Linear-by-Linear 

Association 

1.1

39b 

1 .286 .289 .152 .018 

N of Valid Cases 38

6 
     

a. 5 cells (41.7%) have expected count less than 5. The minimum expected count is .75. 

b. The standardized statistic is 1.067. 

Crosstabulation 

 

Educational level 

Tota

l 

Not 

attende

d Sch 

Primar

y Secondary Tertiary 

C

o

l

l

a

p

s

e

d 

- 

F

e

e

l

i

n

g 

a

t 

r

i

Agree Count 3 21 56 17 97 

% within Collapsed - Feeling at risk 

of cervical cancer 

3.1% 21.6% 57.7% 17.5% 100.

0% 

Disagree Count 40 100 135 20 295 

% within Collapsed - Feeling at risk 

of cervical cancer 

13.6% 33.9% 45.8% 6.8% 100.

0% 
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Collapsed - Feeling at risk of cervical cancer * Educational level 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) Point Probability 

Pearson Chi-

Square 

21.915a 3 .000 .000 
  

Likelihood 

Ratio 

23.067 3 .000 .000 
  

Fisher's Exact 

Test 

22.226 
  

.000 
  

s

k 

o

f 

c

e

r

v

i

c

a

l 

c

a

n

c

e

r 

Total Count 43 121 191 37 392 

% within Collapsed - Feeling at risk 

of cervical cancer 

11.0% 30.9% 48.7% 9.4% 100.

0% 
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Linear-by-

Linear 

Association 

21.491b 1 .000 .000 .000 .000 

N of Valid 

Cases 

392 
     

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 9.16. 

b. The standardized statistic is -4.636. 

 

Collapsed - Feeling at risk of cervical cancer * Employment status 

Crosstabulation 

 

Employment status 

Total Student 

House 

wife 

Emplo

yed 

Self 

employed 

Unem

ployed 

C

o

ll

a

p

Agree Count 5 5 49 5 33  97 

% within Collapsed - 

Feeling at risk of 

cervical cancer 

5.2% 5.2% 50.5% 5.2% 34.0% 100.0% 

Disagree Count 13 8 84 21 169 295 
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s

e

d 

- 

F

e

e

li

n

g 

a

t 

r

i

s

k 

o

f 

c

e

r

v

i

c

a

l 

c

a

n

c

e

r 

% within Collapsed - 

Feeling at risk of 

cervical cancer 

4.4% 2.7% 28.5% 7.1% 57.3%   100.0% 

Total Count 18 13 133 26 202  392 

% within Collapsed - 

Feeling at risk of 

cervical cancer 

4.6% 3.3% 33.9% 6.6% 51.5% 100.0% 

 

 

 

Chi-Square Tests 
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 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. (1-

sided) Point Probability 

Pearson Chi-

Square 

19.948a 4 .001 .001 
  

Likelihood 

Ratio 

19.687 4 .001 .001 
  

Fisher's 

Exact Test 

19.854 
  

.000 
  

Linear-by-

Linear 

Association 

14.303b 1 .000 .000 .000 .000 

N of Valid 

Cases 

392 
     

a. 2 cells (20.0%) have expected count less than 5. The minimum expected count is 3.22. 

b. The standardized statistic is 3.782. 
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Crosstabulation 

 

Age bracket Total 

18 -19 20 -24 25 -29 30 -34 

35 – 

39 

40 -

44 45 -49  

C

o

l

l

a

p

s

e

d 

- 

S

h

a

m

e 

t

o 

b

e 

s

c

r

e

e

n

e

d 

b

y 

m

a

l

e 

h

e

a

l

t

h 

s

Agree Count 14 29 37 51 69 46 37 283 

% within Collapsed 

- Shame to be 

screened by male 

health service 

provider 

4.9% 10.2% 13.1% 18.0% 24.4

% 

16.3

% 

13.1% 100.0% 

Disagree Count 4 12 19 26 18 21 11 111 

% within Collapsed 

- Shame to be 

screened by male 

health service 

provider 

3.6% 10.8% 17.1% 23.4% 16.2

% 

18.9

% 

9.9% 100.0% 
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Collapsed - Shame to be screened by male health service provider * Age bracket 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Point  

Probability 

Pearson Chi-Square 5.842a 6 .441 .445   

Likelihood Ratio 5.957 6 .428 .440   

Fisher's Exact Test 5.852   .440   

Linear-by-Linear 

Association 

.520b 1 .471 .481 .246 .021 

N of Valid Cases 394      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 5.07. 

b. The standardized statistic is -.721. 

e

r

v

i

c

e 

p

r

o

v

i

d

e

r 

Total Count 18 41 56 77 87 67 48 394 

% within Collapsed 

- Shame to be 

screened by male 

health service 

provider 

4.6% 10.4% 14.2% 19.5% 22.1

% 

17.0

% 

12.2% 100.0% 
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Chi-Square Tests 

 

V

al

ue df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) Point Probability 

Pearson Chi-Square 7.

76

2a 

5 .170 .160 

  

Likelihood Ratio 7.

42

5 

5 .191 .237 

  

Fisher's Exact Test 7.

55

9 

  

.148 

  

Linear-by-Linear 

Association 

1.

10

8b 

1 .293 .308 .155 .016 

N of Valid Cases 38

7 
     

a. 5 cells (41.7%) have expected count less than 5. The minimum expected count is .84. 

b. The standardized statistic is 1.053. 
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Collapsed - Shame to be screened by male health service provider * Marital status 

Crosstabulation 

 

Marital status Total 

Single 

Marrie

d 

Divorce

d 

Wido

wed 

Separa

ted 

Cohab

iting  

Collapsed - 

Shame to be 

screened by male 

health service 

provider 

Agree Co

unt 

168 75 1 1 8 25 278 

% 

wit

hin 

Col

lap

sed 

- 

Sha

me 

to 

be 

scr

een

ed 

by 

mal

e 

hea

lth 

ser

vic

e 

pro

vid

er 

60.4% 27.0% 0.4% 0.4% 2.9% 9.0% 100.0% 

Disagree Co

unt 

57 34 2 2 1 13 109 
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% 

wit

hin 

Col

lap

sed 

- 

Sha

me 

to 

be 

scr

een

ed 

by 

mal

e 

hea

lth 

ser

vic

e 

pro

vid

er 

52.3% 31.2% 1.8% 1.8% 0.9% 11.9% 100.0% 

Total Co

unt 

225 109 3 3 9 38 387 

% 

wit

hin 

Col

lap

sed 

- 

Sha

me 

to 

be 

scr

een

58.1% 28.2% 0.8% 0.8% 2.3% 9.8% 100.0% 
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Collapsed - Shame to be screened by male health service provider * Educational 

level 

Crosstabulation 

 

Educational level 

Total 

Not 

attended 

Sch 

Primar

y 

Seconda

ry Tertiary 

Collapsed - Shame to 

be screened by male 

health service provider 

Agree Count 28 95 132 27 282 

% within 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

9.9% 33.7% 46.8% 9.6% 100.0% 

Disagree Count 15 26 60 10 111 

ed 

by 

mal

e 

hea

lth 

ser

vic

e 

pro

vid

er 
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% within 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

13.5% 23.4% 54.1% 9.0% 100.0% 

Total Count 43 121 192 37 393 

% within 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

10.9% 30.8% 48.9% 9.4% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact 

Sig. (1-

sided) 

Point  

Probability 

Pearson Chi-Square 4.544a 3 .208 .212   

Likelihood Ratio 4.643 3 .200 .205   

Fisher's Exact Test 4.644   .199   

Linear-by-Linear 

Association 

.078b 1 .780 .783 .418 .053 

N of Valid Cases 393      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 10.45. 

b. The standardized statistic is .279. 
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Collapsed - Shame to be screened by male health service provider * 

Employment status 

Chi-Square Tests 

 Value df 

Asymptotic 

Significanc

e (2-sided) 

Exact 

Sig. (2-

sided) 

Exact 

Sig. (1-

sided) 

Point  

Probability 

Pearson Chi-Square 7.374a 4 .117 .116   

Likelihood Ratio 8.073 4 .089 .101   

Fisher's Exact Test 7.065   .128   

Crosstab 

 

Employment status 

Total Student 

House 

wife 

Emplo

yed 

Self 

employe

d 

Unempl

oyed 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

Agree Count 16 10 88 22 146 282 

% within 

Collapsed - Shame 

to be screened by 

male health service 

provider 

5.7% 3.5% 31.2% 7.8% 51.8% 100.0% 

Disagree Count 2 3 46 4 56 111 

% within 

Collapsed - Shame 

to be screened by 

male health service 

provider 

1.8% 2.7% 41.4% 3.6% 50.5% 100.0% 

Total Count 18 13 134 26 202 393 

% within 

Collapsed - Shame 

to be screened by 

male health service 

provider 

4.6% 3.3% 34.1% 6.6% 51.4% 100.0% 



 

lxxvii 

 

Linear-by-Linear 

Association 

.017b 1 .895 .925 .469 .037 

N of Valid Cases 393      

a. 1 cells (10.0%) have expected count less than 5. The minimum expected count is 3.67. 

b. The standardized statistic is .131. 
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Crosstabulation 

 

Employment status 

Total Student 

House 

wife Employed 

Self 

employe

d 

Unempl

oyed 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

Agree Count 16 10 88 22 146 282 

% within 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

5.7% 3.5% 31.2% 7.8% 51.8% 100.0% 

Disagree Count 2 3 46 4 56 111 

% within 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

1.8% 2.7% 41.4% 3.6% 50.5% 100.0% 

Total Count 18 13 134 26 202 393 

% within 

Collapsed - 

Shame to be 

screened by 

male health 

service 

provider 

4.6% 3.3% 34.1% 6.6% 51.4% 100.0% 
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Collapsed - Shame to be screened by a youth health service provider * Age 

bracket 

Crosstabulation 

 

Age bracket Total 

18 -19 20 -24 25 -29 

30 -

34 

35 – 

39 

40 -

44 

45 

-49  

Collapsed - 

Shame to be 

screened by 

a youth 

health 

service 

provider 

Agree Count 8 10 15 18 24 13 15 103 

% within 

Collapsed - 

Shame to be 

screened by 

a youth 

health 

service 

provider 

7.8% 9.7% 14.6% 17.5

% 

23.3

% 

12.6

% 

14.

6% 

100.0% 

Disagree Count 10 30 41 58 63 54 33 289 

% within 

Collapsed - 

Shame to be 

screened by 

a youth 

health 

service 

provider 

3.5% 10.4% 14.2% 20.1

% 

21.8

% 

18.7

% 

11.

4% 

100.0% 

Total Count 18 40 56 76 87 67 48 392 

% within 

Collapsed - 

Shame to be 

screened by 

a youth 

health 

service 

provider 

4.6% 10.2% 14.3% 19.4

% 

22.2

% 

17.1

% 

12.

2% 

100.0% 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significanc

e (2-sided) 

Exact 

Sig. 

(2-

sided) 

Exact 

Sig. 

(1-

sided) 

Point  

Probability 

Pearson Chi-Square 5.696a 6 .458 .462   

Likelihood Ratio 5.471 6 .485 .498   

Fisher's Exact Test 5.644   .464   

Linear-by-Linear Association .472b 1 .492 .514 .257 .022 

N of Valid Cases 392      

a. 1 cells (7.1%) have expected count less than 5. The minimum expected count is 4.73. 

b. The standardized statistic is .687. 

Collapsed - Shame to be screened by a youth health service provider *  

Marital status 

Crosstabulation 

 

Marital status 

Total Single 

Marrie

d 

Divorc

ed 

Widowe

d 

Separa

ted 

Coha

bitin

g 

Collapsed - 

Shame to 

be screened 

by a youth 

health 

service 

provider 

Agree Count 56 29 2 1 5 8 101 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

55.4% 28.7% 2.0% 1.0% 5.0% 7.9% 100.0% 

Disagree Count 167 80 1 2 4 30 284 



 

lxxxi 

 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

58.8% 28.2% 0.4% 0.7% 1.4% 10.6

% 

100.0% 

Total Count 223 109 3 3 9 38 385 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

57.9% 28.3% 0.8% 0.8% 2.3% 9.9% 100.0% 

Chi-Square Tests 

 Value df 

Asymptotic 

Significanc

e (2-sided) 

Exact 

Sig. (2-

sided) 

Exact 

Sig. 

(1-

sided) 

Point  

Probability 

Pearson Chi-Square 7.291a 5 .200 .183   

Likelihood Ratio 6.373 5 .272 .323   

Fisher's Exact Test 7.186   .169   

Linear-by-Linear 

Association 

.098b 1 .755 .766 .386 .028 

N of Valid Cases 385      

a. 5 cells (41.7%) have expected count less than 5. The minimum expected count is .79. 

b. The standardized statistic is -.312. 

 



 

lxxxii 

 

Collapsed - Shame to be screened by a youth health service provider * 

Educational level 

Crosstabulation 

 

Educational level Total 

Not 

attended 

Sch 

Primar

y 

Secon

dary 

Terti

ary  

Collapsed - Shame to be 

screened by a youth 

health service provider 

Agree Count 11 30 57 4 102 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

10.8% 29.4% 55.9% 3.9% 100.0% 

Disagree Count 32 91 133 33 289 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

11.1% 31.5% 46.0% 11.4

% 

100.0% 

Total Count 43 121 190 37 391 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

11.0% 30.9% 48.6% 9.5% 100.0% 

 

Chi-Square Tests 
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 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact 

Sig. (1-

sided) 

Point  

Probability 

Pearson Chi-Square 6.098a 3 .107 .107   

Likelihood Ratio 6.928 3 .074 .077   

Fisher's Exact Test 6.340   .094   

Linear-by-Linear 

Association 

.269b 1 .604 .619 .326 .049 

N of Valid Cases 391      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 9.65. 

b. The standardized statistic is .519. 

 

Collapsed - Shame to be screened by a youth health service provider * 

Employment status 

Crosstabulation 

 

Employment status 

Total 

Studen

t 

House 

wife 

Emplo

yed 

Self 

employed 

Unem

ployed 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

Agree Count 9 4 30 5 54 102 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

8.8% 3.9% 29.4% 4.9% 52.9% 100.0% 

Disagree Count 9 9 104 21 146 289 
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% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

3.1% 3.1% 36.0% 7.3% 50.5% 100.0% 

Total Count 18 13 134 26 200 391 

% within 

Collapsed - 

Shame to be 

screened by a 

youth health 

service 

provider 

4.6% 3.3% 34.3% 6.6% 51.2% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significanc

e (2-sided) 

Exact 

Sig. 

(2-

sided) 

Exact Sig. 

(1-sided) 

Point  

Probability 

Pearson Chi-Square 7.157a 4 .128 .125   

Likelihood Ratio 6.562 4 .161 .177   

Fisher's Exact Test 6.741   .143   

Linear-by-Linear 

Association 

.510b 1 .475 .497 .252 .030 

N of Valid Cases 391      

a. 2 cells (20.0%) have expected count less than 5. The minimum expected count is 3.39. 

b. The standardized statistic is .714. 
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Have you been screened for CC * Age brackets 

Crosstabulation 

 

Age bracket 

Total 

18 -

19 20 -24 25 -29 30 -34 

35 – 

39 

40 -

44 

45 -

49 

Have 

you 

been 

screene

d for CC 

No Count 15 37 43 51 52 42 23 263 

% within 

Have you 

been screened 

for CC 

5.7% 14.1% 16.3% 19.4% 19.8% 16.0

% 

8.7% 100.0% 

Yes Count 3 4 13 26 33 21 24 124 

% within 

Have you 

been screened 

for CC 

2.4% 3.2% 10.5% 21.0% 26.6% 16.9

% 

19.4

% 

100.0% 

Total Count 18 41 56 77 85 63 47 387 

% within 

Have you 

been screened 

for CC 

4.7% 10.6% 14.5% 19.9% 22.0% 16.3

% 

12.1

% 

100.0% 

Chi-Square Tests 

 Value df 

Asympt

otic 

Signific

ance (2-

sided) 

Exact 

Sig. (2-

sided) 

Exact Sig. 

(1-sided) 

Point 

Probability 

Pearson Chi-Square 23.069a 6 .001 .b   

Likelihood Ratio 24.950 6 .000 .b   

Fisher's Exact Test .b   .b   
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Linear-by-Linear 

Association 

18.397c 1 .000 .000 .000 .000 

N of Valid Cases 387      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 5.77. 

b. Cannot be computed because there is insufficient memory. 

c. The standardized statistic is 4.289. 

Have you been screened for CC * Marital status 

Crosstabulation 

 

Marital status Total 

Single Married 

Divorce

d 

Widowe

d 

Separate

d 

Cohab

iting  

Have you 

been screened 

for CC 

No Count 158 63 1 0 4 31 257 

% within 

Have you 

been 

screened 

for CC 

61.5% 24.5% 0.4% 0.0% 1.6% 12.1% 100.0% 

Yes Count 63 44 2 3 4 7 123 

% within 

Have you 

been 

screened 

for CC 

51.2% 35.8% 1.6% 2.4% 3.3% 5.7% 100.0% 

Total Count 221 107 3 3 8 38 380 

% within 

Have you 

been 

screened 

for CC 

58.2% 28.2% 0.8% 0.8% 2.1% 10.0% 100.0% 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact 

Sig. (2-

sided) 

Exact 

Sig. (1-

sided) 

Point 

Probability 

Pearson Chi-Square 17.643a 5 .003 .002   

Likelihood Ratio 18.177 5 .003 .003   

Fisher's Exact Test 16.843   .002   

Linear-by-Linear 

Association 

.056b 1 .813 .833 .425 .028 

N of Valid Cases 380      

a. 5 cells (41.7%) have expected count less than 5. The minimum expected count is .97. 

b. The standardized statistic is -.237. 

 

Crosstabulation 

 

Educational levels 

Total   Primary Secondary Tertiary 

Have you been 

screened for CC 

No Count 39 99 109 15 262 

% within 

Have you 

been 

screened for 

CC 

14.9% 37.8% 41.6% 5.7% 100.0% 

Yes Count 3 19 80 22 124 

% within 

Have you 

been 

screened for 

CC 

2.4% 15.3% 64.5% 17.7% 100.0% 
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Have you been screened for CC * Educational levels  

Chi-Square Tests 

 Value df 

Asymptotic 

Significanc

e (2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Point  

Probability 

Pearson Chi-Square 47.618a 3 .000 .000   

Likelihood Ratio 51.387 3 .000 .000   

Fisher's Exact Test 50.012   .000   

Linear-by-Linear 

Association 

45.305b 1 .000 .000 .000 .000 

N of Valid Cases 386      

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 11.89. 

b. The standardized statistic is 6.731. 

 

 

 

 

 

 

Total Count 42 118 189 37 386 

% within 

Have you 

been 

screened for 

CC 

10.9% 30.6% 49.0% 9.6% 100.0% 
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Have you been screened for CC * Employment status 

Crosstabulation 

 

Employment status 

Total Student 

House 

wife 

Employ

ed 

Self 

emplo

yed 

Unempl

oyed 

Have you been 

screened for CC 

No Count 13 6 65 18 160 262 

% within 

Have 

you been 

screened 

for CC 

5.0% 2.3% 24.8% 6.9% 61.1% 100.0% 

Yes Count 5 7 66 7 39 124 

% within 

Have 

you been 

screened 

for CC 

4.0% 5.6% 53.2% 5.6% 31.5% 100.0% 

Total Count 18 13 131 25 199 386 

% within 

Have 

you been 

screened 

for CC 

4.7% 3.4% 33.9% 6.5% 51.6% 100.0% 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact 

Sig. (2-

sided) 

Exact 

Sig. (1-

sided) 

Point  

Probability 

Pearson Chi-Square 37.511a 4 .000 .000   

Likelihood Ratio 37.282 4 .000 .000   
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Fisher's Exact Test 37.172   .000   

Linear-by-Linear 

Association 

22.880b 1 .000 .000 .000 .000 

N of Valid Cases 386      

a. 1 cells (10.0%) have expected count less than 5. The minimum expected count is 4.18. 

b. The standardized statistic is -4.783. 

 



 

xci 

 

 

 

 

 

 

Collapsed - Cervical cancer is real and dangerous * Employment status 

Crosstabulation 

 

Employment status Total 

Student Housewife 

Employe

d 

Self 

emplo

yed 

Unempl

oyed  

Collaps

ed - 

Cervica

l cancer 

is real 

and 

dangero

us 

Agree Count 13 9 85 10 85 202 

% within 

Collapsed - 

Cervical cancer is 

real and 

dangerous 

6.4% 4.5% 42.1% 5.0% 42.1% 100.0% 

Disagree Count 5 4 49 16 117 191 

% within 

Collapsed - 

Cervical cancer is 

real and 

dangerous 

2.6% 2.1% 25.7% 8.4% 61.3% 100.0% 

Total Count 18 13 134 26 202 393 

% within 

Collapsed - 

Cervical cancer is 

real and 

dangerous 

4.6% 3.3% 34.1% 6.6% 51.4% 100.0% 
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ANNEXURE J: DESCRIPTIVE STATISTICS: MEAN AND Std DEVIATIONS 

4.1 KNOWLEDGE REGARDING PREVENTION, SCREENING AND TREATMENT OF 

CERVICAL CANCER (CC) 

4.1.1 Descriptive statistics on the general knowledge regarding preventive measures of cervical cancer 

The study determined the mean and standard deviations of the variables on the knowledge regarding 

prevention of CC and is illustrated in (Table 4.1) below. 

Table 1: Descriptive statistics on the general knowledge regarding preventive measures of cervical 

cancer 

Descriptive Statistics 

 N Minimum Maximum Mean Std. Deviation 

. ECC   390 0 5 .71 1.233 

 AEP   394 0 5 1.67 1.773 

AIW  394 0 5 2.11 1.572 

APM  394 0 5 1.86 1.616 

ASP  394 0 5 1.95 1.519 

ART  393 0 5 1.73 1.462 

ASE  392 0 5 1.72 1.554 

BVA  391 0 5 .32 1.118 

 VGV  392 0 4 .11 .541 

UBP  392 0 5 1.30 1.211 

HPI  391 0 5 .37 1.106 
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 CCC  387 0 5 .42 1.224 

CTN  393 0 5 2.37 1.841 

 

Table 1 indicates that the highest mean is 2.37 (Abnormal cells suggesting cervical 

cancer can be detected early by using PAP Smear test [CTN] and the lowest is .11 

(Vaccination of girls between 11- 12 years of age with HPV vaccine reduce the 

chances of developing cervical cancer [VGV]. This means that the responses to the 

statements were divergent and not all agreed with the statements. The highest standard 

deviation was 1.841 and the lowest was .541. This means that the knowledge level of 

respondents with regards to what are the preventive measure of CC were inadequate 

(low) as the majority of the respondents did not agree with the statements. 

4.1.2 Descriptive statistics on the knowledge regarding the types of CC  

The study determined the mean and standard deviations of variables regarding the 

types of CC as presented in (Table 4. 2) below. 

 

Table 2: Descriptive statistics on the knowledge regarding the types of CC 

Descriptive Statistics 

 N Minimum Maximum Mean Std. Deviation 

SCC 388 0 2 .01 .102 

ATC 388 0 2 .01 .102 

MCC 387 0 5 .23 .853 

Table 2 above indicates that the highest mean is .23 (Metastatic cervical cancer is 

cancer that has spread to other parts of the body [MCC]) and the lowest is 0.1 
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(Adenocarcinoma is a type of cervical cancer [ATC]. The highest standard deviation 

was .853 and lowest .102. This means that the responses to the statements were 

divergent, and the majority of the respondents did not agree with the statements. This 

reflects that the respondents have inadequate (low) knowledge regarding the types of 

CC. 

4.1.3 Descriptive statistics on the knowledge regarding the symptoms of CC     

The study determined the mean and standard deviations of variables regarding 

symptoms of CC and is presented in Table 4.3 below. 

Table 3: Descriptive statistics on the knowledge regarding the symptoms of CC 

Descriptive statistics  

 N Minimum Maximum Mean Std. Deviation 

UVB 393 0 5 2.03 1.602 

BMP 390 0 5 1.00 1.295 

BSI 393 0 4 .59 .919 

BAD 390 0 5 .64 1.037 

BAP 390 0 5 .99 1.256 

BAM 384 0 5 1.01 1.466 

CPP 391 0 5 1.71 1.687 

HUD 391 0 5 .70 1.052 

IUF 393 0 5 .88 1.217 

PI 393 0 5 .52 .869 

Table 3 shows that the highest mean is 2.03 (Unusual heavy and longer vaginal 

bleeding [UVB]) and the lowest is .52 (Painful intercourse [PI]). This means that the 

responses to the statement were divergent and not all respondents agreed with the 
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statements. The highest Std. deviation was 1.687 and the lowest was .869. This 

indicates that the responses on the symptoms of cervical cancer were divergent. It 

means that the knowledge level of the respondents with regards to the symptoms of 

CC was inadequate (low) as the majority of respondents did not agree with the 

statements. 

  



 

xcvi 

 

4.1.4 Descriptive statistics on the knowledge regarding the indications (factors 

associated) of CC screening 

The study determined the mean and standard deviations of variables on the factors 

associated with CC and are presented in Table 4.4 below. 

Table 4: Descriptive statistics on the knowledge regarding the indications of CC 

screening 

Descriptive Statistics 

 N Minimum Maximum Mean 

Std. 

Deviation 

HPV 387 0 5 .50 1.243 

SCI 391 0 5 1.93 1.503 

BCP 389 0 5 1.33 1.217 

BIW 391 0 5 2.14 1.474 

BSA 390 0 5 1.91 1.562 

MPC 381 0 5 1.01 1.461 

HUS 390 0 5 1.75 1.699 

BSI 390 0 5 1.64 1.531 

FHC 391 0 5 1.57 1.529 

Table 4 above indicates that the highest mean is 2.14 (being infected with HIV, the 

virus that causes AIDS, increases the chances of getting cervical cancer [BIW] and the 

lowest is .50 (being infected with Human PapillomaVirus (HPV) is associated with 

cervical cancer [HPV]. The highest standard deviation was 1.699 and the lowest was 

1.217. This means that the responses to the statements were divergent, and the majority 

of the respondents did not agree with the statements. This indicates that the knowledge 

regarding factors associated with CC among the respondents is low. 
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 4.2 ATTITUDE REGARDING PREVENTION, SCREENING AND TREATMENT 

OF CERVICAL CANCER 

4.2.1 Psycho-social influences on prevention of CC    

The study determined the mean and standard deviations of variables regarding 

psycho-social influences on the prevention of CC and is illustrated in (Table 4.5) 

below. 

 Table 5: Descriptive Statistics on psycho-social influences on prevention of CC  

 

 N Minimum Maximum Mean Std. Deviation 

CCR 394 0 5 3.48 1.173 

FRC 393 0 5 1.86 1.722 

WHD 391 0 5 2.20 1.666 

      

Table 5 above shows that the highest mean is 3.48 (Cervical cancer is real and 

dangerous [CCR]) and the lowest is 1.86 (feeling at risk of cervical cancer [FRC]). 

This means that the responses to the statement were divergent and not all the 

respondents agreed with the statements. The highest Std. deviation was 1.722 and the 

lowest was 1.173. It indicates that the responses on the psycho-social influence on 

prevention of CC were divergent. This finding reflects that the knowledge level of the 

respondents with regards to the psycho-social influence on prevention of CC was 

inadequate (low) as the majority of respondents did not agree with the statements.   



 

xcviii 

 

4.2.2 Psycho-social influences on screening of CC   

The study determined the mean and standard deviations of variables regarding 

psycho-social influences on screening of CC and is illustrated in Table 4.6   below. 

Table 6: Descriptive Statistics on psycho-social influences on screening of CC 

Descriptive statistics 

 N Minimum Maximum Mean Std. Deviation 

WDC 384 0 5 .95 1.226 

WSS 392 0 5 1.08 1.328 

FBR 387 0 5 2.82 1.538 

FEP 394 0 5 2.97 1.423 

LSR 394 0 5 2.38 1.115 

Table 6 shows that the highest mean is 2.97 (fear and shame of going through the 

examination procedure [FEP]) and the lowest is .95. (will consult a family member 

before deciding to go for cervical cancer screening (WDC]). This means that the 

responses to the statement were divergent and not all the respondents agreed with the 

statements. The highest Std. deviation was 1.538 and the lowest was 1.115. It indicates 

that the responses on the psycho-social influence on screening of CC were divergent. 

These findings reflect that the knowledge level of respondents with regards to the 

psycho-social influence on screening of CC was inadequate (low) as the majority of 

the respondents did not agree with the statements.   
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4.2.3 Cultural influences on screening of CC 

The study determined descriptive statistics on the cultural beliefs on screening of CC 

and are presented in the Table 4.7 below. 

Table 7: Descriptive statistics on the cultural beliefs on screening of CC  

Descriptive Statistics 

 N Minimum Maximum Mean Std. Deviation 

ABP 393 0 5 2.66 .953 

SCD 394 0 5 2.81 .940 

SMP 394 0 5 3.83 1.172 

SYH 392 0 5 2.82 1.062 

TPT 392 0 5 3.07 1.298 

Table 7 above indicates that the highest means is 3.83 (Shame to be screened by male 

health care provider [SMP]) and the lowest is 2.66 (Afraid of being screened by known 

health care provider [ABP]). The highest standard deviation was 1.298 and the lowest 

.940. This means that the responses to the statements were divergent, and the majority 

of the respondents do not agree with the statements. This indicates that the majority of 

respondents have negative attitudes on the cultural beliefs regarding CC screening. 

4.2.4 Factors that influence CC screening  

The study determined descriptive statistics on the factors that influence CC screening 

and are presented in the Table 4.8 below. 
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Table 8: Descriptive statistics on factors that influence CC screening  

Descriptive Statistics 

 N Minimum Maximum Mean 

Std. 

Deviation 

FSC 390 0 5 3.00 1.048 

FHT 391 0 5 3.13 1.016 

FBE 391 0 5 2.99 1.001 

FRS 391 0 5 3.17 1.238 

DSS 392 0 5 2.98 1.429 

NSS 392 0 5 2.50 1.049 

Table 8 above indicates that the highest mean is 3.17 (feeling not at risk because of 

not being sexual active [FRS] and the lowest is 2.50 (not aware of the availability of 

the screening services [NSS]. This means that the responses to the statements were 

convergent and some of the responses agreed with statements or were neutral. The 

highest standard deviation was 1.429 and the lowest was 1.001. The Std. deviation 

indicates that the responses were not far apart, thus revealing that the respondents 

possess average knowledge on the factors that influence CC screening among women. 

4.2.5 Economic factors regarding influence on CC screening uptake 

The study determined the mean and standard deviations on the variables regarding 

economic factors that influence CC screening uptake and are presented in the (Table 

4.9) below. 
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Table 9: Descriptive statistics on the economic factors that influences CC screening 

uptake 

Descriptive statistics 

 N Minimum Maximum Mean Std. Deviation 

TCA 116 1 5 4.34 .874 

DHF 146 3 5 4.04 .742 

DHH 90 2 5 3.98 .703 

DMT 42 3 5 4.40 .544 

TTF 84 1 5 4.17 .709 

 

Table 9 above indicates that the highest means is 4.40 (there is lack of transport from 

home to the facility [DMT]) and the lowest is 3.98 (distance is between 5 – 10KM 

from home to the health facility [DHH]). The highest standard deviation was .874 and 

the lowest was .544. This means that the responses to the statements were convergent, 

and the majority of the respondents agreed with the statements. This indicates that the 

majority of the respondents have challenges of accessing CC screening services in 

their areas. 
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ANNEXURE K: PEARSON CORRALATIONS 

PEARSON CORRELATIONS 
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Gene

ral 

knowl

edge 

on 

preve

ntion 

Facto

rs 

assoc

iated 

with 

cervic

al 

cance

r 

Level 

attitu

des 

due 

to 

psych

osoci

al 

influe

nces 

Over

all 

attitu

des 

regar

ding 

cervic

al 

cance

r 

Level 

of 

Attitu

de 

regar

ding 

cultur

al 

influe

nces 

Level of 

Knowle

dge on 

availabi

lity of 

cancer 

service

s 

Level of 

knowle

dge on 

treatme

nt of 

Cervica

l 

Cancer 

Level 

of 

knowl

edge 

on 

preve

ntion 

of 

Cervi

cal 

cance

r 

Level 

of 

knowl

edge 

on 

Symp

toms 

of 

Cervi

cal 

Canc

er 

Level 

of 

knowl

edge 

on 

types 

of 

Canc

er 

General 

knowledg

e on 

preventio

n 

Pearson 

Correlation 

1          

Sig. (2-tailed)           

N 380          

Factors 

associate

d with 

cervical 

cancer 

Pearson 

Correlation 

.675** 1         

Sig. (2-tailed) .000          

N 362 373         

Level 

attitudes 

due to 

psychoso

cial 

influences 

Pearson 

Correlation 

.235** .211** 1        

Sig. (2-tailed) .000 .000         

N 362 359 375        

Overall 

attitudes 

regarding 

cervical 

cancer 

Pearson 

Correlation 

.114* .173** .407** 1       

Sig. (2-tailed) .031 .001 .000        

N 357 355 370 370       

Level of 

Attitude 

regarding 

Pearson 

Correlation 

.105* .108* .114* -.021 1      

Sig. (2-tailed) .043 .038 .028 .688       
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cultural 

influences 
N 375 369 370 370 389      

Level of 

Knowledg

e on 

availabilit

y of 

cancer 

services 

Pearson 

Correlation 

.509** .379** .158** .050 .084 1     

Sig. (2-tailed) .000 .000 .002 .337 .101      

N 377 371 372 367 386 391     

Level of 

knowledg

e on 

treatment 

of 

Cervical 

Cancer 

Pearson 

Correlation 

.300** .295** .313** .131* .148** .265** 1    

Sig. (2-tailed) .000 .000 .000 .012 .004 .000     

N 377 369 371 366 385 387 390    

Level of 

knowledg

e on 

preventio

n of 

Cervical 

cancer 

Pearson 

Correlation 

.726** .599** .160** .048 .126* .516** .332** 1   

Sig. (2-tailed) .000 .000 .002 .365 .014 .000 .000    

N 376 363 367 362 379 381 381 384   

Level of 

knowledg

e on 

Symptom

s of 

Cervical 

Cancer 

Pearson 

Correlation 

.425** .398** .238** .119* .088 .413** .244** .407** 1  

Sig. (2-tailed) .000 .000 .000 .026 .092 .000 .000 .000   

N 360 353 354 349 367 369 368 362 372  

N 375 368 368 363 382 384 383 377 366  
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ANNEXURE L: CONFIRMATION LETTER 

 

 


