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Abstract

Although an educational intervention successfully increased knowledge and improved
attitudes towards cervical cancer screening among childbearing women in Ibadan South-East
Local Government Area, Oyo State, Nigeria. The study found that this did not translate into
a significant increase in the actual uptake of screening tests. A quasi-experime design
was employed, involving 121 participants divided into experimental and contrdl groups.
Baseline data of both groups revealed low awareness, with only 48.7% h heard of
cervical cancer and 27.83% aware of screening methods. Post-interventions”significant
improvements (p < 0.001) were observed in the experimental group awafeness rose to
82.61%, knowledge of HPV as a cause increased from 41 to 71.30%, and
understanding of screening methods reached 80.87%. Despite t ains, the uptake of
screening (Pap/HPV test) remained stagnant at 15.66%, mdlca$ persistent knowledge
practice gap. The findings also highlighted the influence of -demographlc factors, such
as education, marital status, and reproductive history, ; ehne knowledge and post-
intervention outcomes. Women with at least secondary d edtion demonstrated significantly
better improvements in knowledge and attitudes, ervention led to marked positive
shifts in attitudes, including increased w1111n§ to undergo screening and better
understanding of the need for screening des ccination status. However, persistent
barriers such as stigma, fear, limited acces@ Itural beliefs continue to hinder screening
uptake. These findings underscore th h&e for multi-faceted strategies that integrate

education with enhanced service acce ty, cultural sensitivity, and supportive policies to
improve cervical cancer screenin e in low-resource settings. In conclusion, while
educational interventions effe% improved knowledge and attitudes, they were
insufficient alone to drive be al change.

Keywords: Cervical @Cervlcal cancer screening, reproductive health education,
Knowledge, Attitude

Word Count: @\'
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R\
Q\A Chapter One
s Introduction

1.1 Backgroun& tudy

Cervical cag one of the most preventable and treatable forms of cancer, especially
when it@’bmiﬁed early. Despite this, it remains the second most common cancer affecting
women*worldwide and continues to be a major cause of cancer-related deaths among women
in low and middle-income countries'. The elevated death rates from cervical cancer in many
developing regions are primarily the result of inadequate access to early detection services,
including regular screening programs, as well as delays in receiving proper medical
treatment. To effectively lower the global impact of this disease, it is crucial to raise public

awareness, expand the availability of preventive tools such as the HPV vaccine, and enhance
14



healthcare systems to ensure timely diagnosis and care, with around 660000 new cases in
20222 In the same year, about 94% of the 350 000 deaths caused by cervical cancer
occurred in low- and middle-income countries !, a woman dies of cervical cancer every two
minutes worldwide®.

Cervical cancer remains a serious and life-threatening disease that continues to impact
millions of women globally. Despite its severity, many women are still unaware of{he risks
associated with delaying or avoiding regular screening, It is the most pr t cancer
among women in 37 countries and poses a significant threat to wom&@ and lives’,

particularly affecting younger women®. Alarmingly, approximatel ive children who

lose their mothers to cancer experience this bereavement as 6 f cervical cancer'. The

global burden of the disease is particularly severe in lource settings, with the highest
rates of incidence and mortality concentrated in r l@mh as sub-Saharan Africa, Central
America, and South-East Asia’. Among the %a carries a disproportionately large share,
accounting for roughly 20% of the glob §ical cancer burden, with an estimated 120,000
new cases each year equivalent K‘Q}6 cases per 100,000 women®. Within sub-Saharan
Africa also recognized as tHe@ al epicenter of the human immunodeficiency virus (HIV)
pandemic cervical can@?es a significant public health crisis®®.

Regional disp@ié@ cervical cancer incidence and mortality are largely linked to
inequities i(%‘cess to preventive measures such as HPV vaccination, routine screening, and
tim@%ent, as well as underlying risk factors including high HIV prevalence. Social
and economic determinants such as entrenched sex and gender inequalities, poverty, and
healthcare infrastructure gaps further exacerbate the disease burden’. Although cervical
cancer screening is widely recognized as an essential prevention strategy capable of enabling
early detection and prompt treatment of precancerous lesions uptake in low- and middle-

income countries (LMICs) remains dismally low. Globally, only about 44% of women report

15



ever having been screened!?, with sub-Saharan Africa reporting an even lower average of
just 17%, the lowest among all world regions’. This underutilization leads to a high
proportion of late-stage diagnoses, which significantly worsens prognosis and survival
outcomes, thereby compounding the already heavy disease burden''.

Nigeria, in particular, contributes substantially to the global cervical cancer crisis. It has a

female population of approximately 60.9 million aged 15 years and older who are at risk of

developing the disease'?. Cervical cancer ranks as the second most common r among
Nigerian women'?, with an incidence rate of 18.4 per 100,000 wome ch year, an
estimated 12,075 Nigerian women are diagnosed, and more than 8 déaths are recorded

annually, placing the country among the eight nations wi t}rﬁghest number of new
cervical cancer cases globally!'*>. Beyond the statistics@wcal cancer causes profound

emotional, economic, and social losses for fan\g@rﬁculaﬂy as it disproportionately

impacts women in their most productive y%% the more than 200 known HPV types,
around 40 infect the genital tract, ar.lkk classified as high-risk (hrHPV) carcinogenic
strains. These include HPV types I@ 31, 33, 35, 39, 45, 51, 52, 56, 58, 59, and 68, all of
which are prevalent in Ni '@%Among these, HPV-16 and HPV-18 alone account for
approximately 66.9% (@Vlcal cancer cases in the country'”.

The pathogene "s@vical cancer is typically a multi-stage process that develops over
several yea@nd almost always begins with a persistent infection by an oncogenic HPV
typels. ®1{¢e it is estimated that virtually all sexually active individuals will contract HPV at
some point in their lives, most infections are harmless and are cleared naturally in those with
healthy immune systems®. However, persistent infection with approximately 15 high-risk

HPV types is the principal cause of cervical cancer, with HPV-16 and HPV-18 together

responsible for about 70% of global cases®. Furthermore, women living with HIV face a

16



dramatically higher risk, six times more likely of developing cervical cancer compared to
HIV-negative women®.

Encouragingly, there are cost-effective and accessible screening methods that can identify
precancerous lesions before they progress to invasive cancer. These include the Pap smear
test, Visual Inspection with Acetic Acid (VIA), Visual Inspection with Lugol’s Iodine (VILI),
HPV DNA testing, the use of Artificial Intelligence (AI) based algorithms, col«oseopy,
biopsy, and endocervical curettage?'. Equally important, there are effective, s d simple
treatments for precancerous lesions such as cryotherapy and thermal ,ablation that, when
deployed promptly, can prevent the development of cervical cancer i men’.

Knowledge and attitude play a crucial role in determining w®§’participation in cervical
cancer screening programs. Knowledge is a fundamen@ecursor to behavioral change,
playing a vital role in shaping health-seeking beh iGBQ.By acquiring accurate information,
individuals can experience a significant shiﬁ(b%ir attitudes, dispelling misconceptions and
myths that may have previously hind.ese\'§ ability to make informed decisions. Moreover,
knowledge has the potential to enh@creening behaviors, ultimately contributing to better
health outcomes. A lack of u ’&&s%nding about HPV and its vaccination has been shown to
hinder women's particib@n in cervical cancer screening??. Attitude towards cervical cancer
screening is a(’d@tical factor influencing women's participation. A positive attitude
towards scrédng, characterized by a sense of self-efficacy and perceived benefits, can
mot@rgnen to undergo screening. On the other hand, a negative attitude, fueled by fear,
embarrassment, or misconceptions, can discourage women from participating in screening
programs!s.

Several factors that can influence women's knowledge and attitude towards cervical cancer
screening including education, cultural and social norms, access to healthcare and healthcare

provider-patient communication?®. Improving women's knowledge about cervical cancer and
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its screening methods, as well as promoting a positive attitude towards screening, can
increase participation rates and ultimately reduce the burden of cervical cancer. Healthcare
providers, policymakers, and community leaders must work together to address the
knowledge and attitude gaps among women, ensuring that they have access to accurate
information and supportive services to make informed decisions about their health®. Several
studies have tested educational strategies to strengthen the knowledge* and attitude of
reproductive age women for cervical cancer screening as well as to red eriers to
compliance with these programs which can lead to reduction in mo%&ge and health
care spending?. 0

1.2 Statement of the Problem Q$

The burden of cervical cancer remains alarmingly high @any parts of the world, and in
most countries including Nigeria, both the incide e«% mortality rates remain significantly
above the threshold targets set by the lobal Initiative for Cervical Cancer
Elimination?®. While several nations.‘r@ieved remarkable reductions in morbidity and
mortality through widespread cer@ancer screening, public health education, and early
treatment of precancerous le§ions®, the same progress has not been mirrored in Nigeria.
Although both preven@n erventions such as HPV vaccination and regular screening and
curative measuis@ailable in Nigeria, it is estimated that over 40 million women in the
country rer@ at risk of developing cervical cancer?’. Even in locations where screening
serv%@operational, a significant proportion of women are unaware of their existence,
suggesting deep-rooted gaps in public awareness campaigns and health literacy.

In contrast, women in developed and high-income countries not only have greater access to
comprehensive cervical cancer services including vaccination, screening, and treatment but
also possess higher levels of knowledge about the disease and its prevention®?. These

disparities underline the fact that in Nigeria, such services remain grossly inadequate,
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compounded by low awareness levels and poor knowledge of cervical cancer within the
population®. In 2018, cervical cancer accounted for 12.9% of all female cancer cases and
14.8% of all cancer-related deaths among Nigerian women, ranking as the second leading
cause of cancer mortality in the country?’. Risk assessment models estimate that more than
50.33 million Nigerian women aged 15 years and older are at risk of developing cervical
cancer?®, Furthermore, projections warn that over 53 million Nigerian girls and, women
above age 15 will face increased risk in the coming years if robust and delibe evention
and control strategies are not urgently implemented®*-*’. Alarmingly, the, majority of cervical
cancer cases in Nigeria are detected at intermediate or advance where treatment
options are more invasive, expensive, and less effective. 6$omen who eventually
present with the disease report never having undergone @cal cancer screening or even a
routine gynecological examination, indicating %@ failures in early detection and
preventive healthcare access. \Q’b

In light of this gap, the present .rg\'c\h sought to examine the effectiveness of a
reproductive health educational i@n‘[ion in improving both knowledge and attitudes
toward cervical cancer scre'e@zamong childbearing women in Ibadan South-East Local
Government Area, Oy@ The ultimate goal is to leverage educational strategies to
increase scree(ﬁgj@;icipation among childbearing women, thereby contributing to a
reduction in@vical cancer incidence and mortality in Nigeria.

1.3 %@rgﬁon of the Study

Cervical cancer remains a significant public health concern globally and particularly in
developing countries, where over 85% of cervical cancer-related deaths occur®®. In Nigeria,
cervical cancer is the second most common cancer among women and a major contributor to

cancer-related morbidity and mortality. Despite the availability of effective screening

methods such as the Papanicolaou (Pap) smear and Visual Inspection with Acetic Acid
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(VIA), uptake of cervical cancer screening services remains critically low, especially among
childbearing women. Several studies have indicated that a major barrier to cervical cancer
screening is insufficient knowledge and poor attitude towards the disease and its
prevention?’. Women often lack awareness of the risk factors, early signs, screening methods,
and the importance of early detection. Given that women of childbearing age frequently
interact with the healthcare system through antenatal, postnatal, and family planningservices,
this population presents a critical entry point for cervical cancer education evention
strategies. Integrating reproductive health education into existing health seryices provides an
effective and sustainable approach to improving awareness and fo @\ positive attitudes
toward cervical cancer screening™. %

This study was therefore justified by the need to as%t e impact that a structured
reproductive health educational intervention on @vledge and attitude of women of
childbearing age regarding cervical cancer@ng in the local context of Ibadan South-

East Local Government Area. Q

1.4 Aim and O j@ of the Study
The broad eobjective of this research is to determine the Effectiveness of Reproductive

Educa\tlg} Intervention on Knowledge and Attitude towards Cervical Cancer Screening

Among Childbearing Women in Ibadan South-East Local Government Area Oyo State.

Specific objectives were to:
i.  assess the baseline knowledge of cervical cancer screening among childbearing

women in Ibadan South-East Local Government Area, Oyo State;
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ii.

iii.

1v.

Vi.

Vil.

Viii.

assess the post-intervention knowledge of cervical cancer screening among
childbearing women in Ibadan South-East Local Government Area, Oyo State;
to examine baseline attitudes toward cervical cancer screening among childbearing
women in Ibadan South-East Local Government Area, Oyo State;
to assess post-intervention attitudes toward cervical cancer screening among
childbearing women in Ibadan South-East Local Government Area, Oyo State;
establish the relationships between knowledge and attitude of child women
towards cervical cancer screening in Ibadan South-East Local (j(e&xynt Area Oyo
State; Q
examine the association between socio-demographic@ﬁristics and knowledge
of childbearing women towards cervical cancer sc@ng in Ibadan South-East Local
Government Area Oyo State; be
Identify the difference between %%nd post intervention mean scores of
Knowledges of childbearing \.;vg\' ;
determine the difference b @ pre and post intervention mean scores of Attitudes
of childbearing wom'e@wards cervical cancer screening;
N
Q)
O

1.5 Researt@uestions

\j@fg is the baseline level of knowledge about cervical cancer and its screening

among childbearing women in Ibadan South-East Local Government Area Oyo State?
Is there a significant difference in knowledge of cervical cancer and screening

between the intervention and control groups after the educational intervention?

3. What are the baseline attitudes of childbearing women toward cervical cancer

screening in Ibadan South-East Local Government Area Oyo State?
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4. What is the post-intervention attitude of cervical cancer and its screening among

childbearing women in Ibadan South-East Local Government Area, Oyo State?

1.6 Hypotheses

The following hypotheses was tested at 0.05 significant level

Hol: There is no significant relationship between knowledge and attitude toward cervical
cancer screening among childbearing women in Ibadan South-East Local Governmenit Area,
Oyo State.

Ho2: There is no significant association between socio-demographic charactériStics and

knowledge of childbearing women on cervical cancer screening.

1.7 Significance of the Study

The findings from this study may enhance understanding of cervical cancer risk factors,
symptoms, and prevention methods among childbearing women. It will encourage women to
undergo regular cervical cancer screening programs that support Sustainable Developmental
Goals (SDGs) focused on health, well-being, and gender equality. Improving knowledge
about cervical cancer thereby helps to detect precancerous cells and cancer at an early stage
and improving treatment outcomes. With early detection and prevention, it reduces treatment
costs and healthcare burden which will promotes women's health and well-being and
empowering them to make informed reproductive choices and reduced cervical cancer
mortality rates. The findings will provide informative data for policy development and
resource allocation for cervical cancer screening in the local Government area.

1.8 Scope of the study

This study aims to investigate the Effectiveness of Reproductive Educational intervention on
Knowledge and Attitude towards Cervical Cancer Screening Among Childbearing Women in

Ibadan South-East Local Government Area Oyo State.
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1.9 Limitation of the Study

This study was conducted solely within the Ibadan South-East Local Government Area of
Oyo State. As such, the findings may not be generalizable to other local government areas,
regions, or states with differing sociodemographic, cultural, or healthcare access
characteristics. Data on knowledge and attitude were collected through self-administered
questionnaires. This approach is subject to social desirability bias, where respondents may
provide answers, they believe are expected or acceptable rather than their tru infons or
practices. Some participants had limited literacy or were not fluent in l@g} , requiring
translation of materials or interpreter assistance. This may @le\inﬂuenced their

understanding of the intervention content or survey questions,%entially affecting data

accuracy. Q

1.10 Operational Definition of Terms 6’6

Attitude towards Cervical Cancer Scree@s refers to the individual’s feelings,
beliefs and predisposition to engage b®ngage in cervical cancer screening practices.
Cervical Cancer: This refers to é&gnosed or clinically confirmed case of abnormal
growth of cervical cells through medical records, Pap smear results, or HPV testing.
Cervical Cancer Scr ﬁg This is defined as the practice or act of undergoing screening
procedures such as Pap smear or HPV test.

Childbe omen: Women of reproductive age who are capable of becoming pregnant
and ?Njng birth to children (15-49 years old).

Knowledge of Cervical Cancer: This is defined as the level of accurate information a
respondent possesses about cervical cancer.

Reproductive Education: This is defined as the respondent’s exposure to and participation

in learning activities or programs that provide information about reproductive health.

23



¢
’66 ndnotes

\%. Doaa, M. S. Abdelazi, N. M. Rasha N. M., Hanan E. H. Effectiveness of
ducational Intervention Program about Cervical Cancer on Working Women's

Knowledge, Attitude, and Practice at Beni-Suef University, Egyptian Journal of
Health Care, Vol 15 (1), 2024

2. World Health Organisation. Cervical cancer 2024
Available: https://www.who.int/news-room/fact-sheets/detail/cervical-cancer

3. Z. Xuan, W. Miaomiao, Z. Yulling. Knowledge, Attitudes, Behaviors, and
Information Needs of Women Vaccinated with the Hpv Vaccine Regarding Cervical
Cancer Prevention: A Cross-Sectional Study, Public Health Education and
Promotion, Vol 13. 2025

24


https://www.who.int/news-room/fact-sheets/detail/cervical-cancer

10.

11.

12.

13.

14

I. Uchendu, J. Hewitt-Taylor, A. Turner-Wilson, C. Nwakasi. Knowledge, Attitudes,
and Perceptions about Cervical Cancer, and the Uptake of Cervical Cancer
Screening in Nigeria: An Integrative Review, Scientific African, Vol 14, 2021

National Cancer Institute. Human Papillomavirus (HPV) Vaccines. 2024
https://www.cancer.gov/aboutcancer/causesprevention/risk/infectious-agents/hpv-
vaccine-fact-sheet#

A. Agboola, O.0. Bello. The Determinants of Knowledge of Cervical Cancer,
Attitude Towards Screening and Practice of Cervical Cancer Preventio;ﬁzftongst

Antenatal Attendees in Ibadan, Southwest igeria.
Ecancermedicalsciencel0.3332/ecancer 2021, 1225. Q

A. Umar, C. A. Jomusu, N. B Noel, M. A. Bakari. Knowled e,erception, and
Uptake of Cervical Cancer Screening Among Women Attendin tenatal Clinic at A
Tertiary Hospital in North Eastern Nigeria. International J of Reproduction,
Contraception, Obstetrics and Gynecology, 2024 ,528

D. Singh, J. Vignat, V. Lorenzoni, M. Esiahi, P. B ray, S. Vaccarella. Global
Estimates of Incidence and Mortality of Cerv ancer in 2020: A Baseline
Analysis of the WHO Global Cervical CanceQ@l ination Initiative, The Global
Lancent Health, Vol (2), 2023 rb

A. M. Olumodeji, A. K. Adefemi, M. Q. Adedeji, A. A. Ogunyemi, I. A. Onyeodi, K.
A. Rabiu, O. 1. Akinola. Attitu Cervical Cancer Screening and Human

Papillomavirus Testing Experie in Self-Sampled Nigerian Women, Afr Health
Sci., Vol (1), 2024, 127-134. ’\\,

R. Rimande-Joel, G. enedo. Knowledge, Belief and Practice of Cervical
Cancer Screening revention Among Women of Taraba, North-East Nigeria,

Asian Pac J Cz§ v., Vol 20(11), 2019, 3291-3298.

T. Olubodun,®. O. Ogundele, Z. A. Salisu. Cervical Cancer Awareness and Risk
Factors, %g omen Residing in An Urban Slum in Lagos, Southwest Nigeria, Afr
Health'Sci., Vol (3), 2023, 269-279.
0. Onyango, D. Masinde, C. Ouma. Enhancing Cervical Cancer Knowledge
A Women of Reproductive Age: A Dialogue-Based Community Health
ation Intervention in Rural Kisumu County, Kenya. BMC Womens Health,
1(6);24(1), 2024,327.

World Health Organisation. Cervical cancer 2024
Available: https://www.who.int/news-room/fact-sheets/detail/cervical-cancer

U.W. Dozie, B.L. Elebari, C. J.Nwaokoro, G.N. Iwuoha, C. O. Emerole, A. J. Akawi,
U.M. Chukwuoha. Knowledge, Attitude and Perception on Cervical Cancer
Screening Among Women Attending Ante-Natal Clinic in Owerri West L.G.A, South-
Eastern Nigeria: A Cross-Sectional Study, Cancer Treatment and Research
Communications, Vol (28), 2021.

25


https://www.cancer.gov/aboutcancer/causesprevention/risk/infectious-agents/hpv-vaccine-fact-sheet
https://www.cancer.gov/aboutcancer/causesprevention/risk/infectious-agents/hpv-vaccine-fact-sheet
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer

15

16

17

18

19

20

21

22

23

E. Okaba. Knowledge, Attitude and Practice Concerning Cervical Cancer Screening
Among Reproductive Age Group Women in Low-Resource Settings, Yenagoa Bayelsa
State, Niger Med J, 65(4), 2024, 512-523

Y. Zichen, C. Xiaoli, W. Huike, M. Chen, Q. Lu, Jiang, P. Xue, Y. Qiao. The
Distribution of Cervical Transformation Zone and Its Impact on Colposcopic
Diagnosis: A Multicenter Study in China, Cancer Communication, Vol 45 (2), 2025.

S.S. Doaa, M. S. Abdelazi, N. M. Rasha H. E. Hassan. Effectiveness of Educational
Intervention Program About Cervical Cancer on Working Women's Knowledge,
Attitude, and Practice at Beni-Suef University, Egyptian Journal of Health Care,
Vol 15(1), 2024. &

R. Akanda, P. Kawale, C. Moucheraud. Cervical Cancer Preventi Africa; A
policy analysis. Journal of Cancer Policy, Vol 32, 2022. ’\

A. Akinola, M.S. Constance. Impact of Educational Interve, @0 Cervical Cancer
Screening Uptake Among Reproductive Age Women. JJntermational Journal of
Community Medicine and Public Health, Vol 8(3),,2024,2394-6040.

X. Miaochun, C. Canhui, W. Peng, X. Huang, M. . Advances in Cervical Cancer:
Current Insights And Future Directions, Willewll e Library, Vol 45 (2) 2024, 77-

1009. fb

J. Wang, Y. Tan, H. Wan, N. Zhen , L. Mao, W. Ren, K. Chen, H. Xu, K.
Liu, Q. Yao, S. Fu, Y. Song, Q. Chéﬁx uo, L. Wei, J. Wang. Artificial Intelligence
V.

Enables Precision Diagnosis of ical Cytology Grades and Cervical Cancer, Nat
Commun, Vol 15(1), 2024, 4

&0f Multimodal Interventions Regarding Early Cervical
¢ Women's Knowledge, Attitude and Participation In
ram, Asian Pac J Can cer Prev, Vol 24 (11),2023, 3949-

S. Devi, S. Joshi. The
Cancer Diagnosis 0.
Cervical Screeni

3956

E.A. O uga D., Anjorin S., Ike F. N., E.M. Ani, B.I. Nwadike. Addressing
Missed\ Opportunities for Cervical Cancer Screening in Nigeria: A Nursing
Wor@ce Approach, Ecancermedicalscience, Vol 16, 2022,1373.

@laﬁana, S. Dhital, M. Halabia, X. Wang. Barriers to Uptake of Cervical Cancer

25

26

27

reening Among Women in Nigeria: A Systematic Review, Afr Health Sci 295-309

J. M. Marino, L. M. Nunes, Y. C. Ali, L.D.C Tonhi, M.G Salvetti. Educational
Interventions for Cervical Cancer Prevention: A Scoping Review, Rev Bras Enferm,
Vol 76(5), 2023

National Cancer Institute. Cervical cancer screening, 2024.
Available: https://www.cancer.gov/types/cervical/screening

O. E. Ilevbare, A. A. Adegoke, C. M. Adelowo. Drivers of Cervical Cancer
Screening Uptake in Ibadan, Nigeria. Heliyon, Vol 12;6(3), 2020.

26


https://www.cancer.gov/types/cervical/screening

28

29

30

31

32

World

National Cancer Institute. Human Papillomavirus (HPV) Vaccines, 2024.
https://www.cancer.gov/aboutcancer/causesprevention/risk/infectious-agents/hpv-
vaccine-fact-sheet#

T. Olubodun, O. O. Ogundele, Z. A. Salisu. Cervical Cancer Awareness and Risk
Factors among Women Residing in An Urban Slum in Lagos, Southwest Nigeria, Afr
Health Sci., Vol (3), 2023, 269-279.

G. J. Oruikor, M. P. Durotoye, A. G. Jeremiah. Knowledge of Cervical Cancer
among Women of Reproductive Age in Ibadan North LGA, Oyo State, Nigeria. The
Nigerian Health Journal, Vol 23 (3), 2023. &

A. Mustapha, E. Y. Anisah, A. Kolawole. Eliminating Cervic @cer Using
“Screen and Treat”: A Demonstration Project in Kaduna\State, Nigeria.
International Journal of Medicine and Health Developmenf% 30(1), 2025, 45-
53,

A. G. Ampofo, A. W. Boyes, P. G. Khumalo, L. Ma, Iﬁxlmproving Knowledge,
Attitudes, and Uptake of Cervical Cancer Preve, mong Female Students: A
Systematic Review And Meta-Analysis of School- Health Education. Gynecol
Oncol. Vol 164, 2022, 675-90 Q

O

Chapter Two

Literature Review

2.1 Conceptual Review

Health Organization defined cancer as a collection of disorders characterized by

abnormal cell proliferation and the ability to spread or harm other bodily parts! . Cancer is a

condition that arises when cells grow and multiply abnormally, 2disrupting the body's usual
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orderly process and potentially spreading to other areas®. Unlike benign tumours, which

remain localized and do not invade surrounding tissues, cancerous cells can migrate and

affect different parts of the body*. Cells, the fundamental units of the body, form tissues and

organs and are continuously produced to support growth, replace damaged tissues, and
repair injuries. Under normal circumstances, cells follow a regulated cycle of growth,
division, and death. However, when this cycle is disrupted, it can result in the fos&tion of
abnormal cells that proliferate uncontrollably, leading to the development 0&/@[ .

2.1.1 Definition of Cervical Cancer

Cervical cancer refers to a malignant tumour that originates in th @lining the cervix. It
typically begins in the epithelial cells and develops over tin@%gradual changes in the
uniformity and structure of these cells®. As the mos@valen‘[ cancer of the female
reproductive system, cervical cancer can initially e cervix but may eventually extend
to surrounding tissues, such as the vagi etastasize to distant parts of the body,
including the lymph nodes, lungs, or_li@

2.1.2 Cervical pre-cancer é")\

Cervical pre-cancer refers°ﬁ$bnormal changes in the epithelial cells of the cervix's
transformation zone, o@:aused by long-term HPV infection. Unlike many other cancers,
cervical cancer@é%o g-lasting pre-cancerous stage that can be detected and treated before
it becomes @wsive, offering a significant opportunity for prevention. However, despite
beirg\l%ely preventable, cervical cancer continues to claim the lives of many women,
especially in low-resource settings. This is mainly due to limited access to preventive and
treatment services, which can be affected by factors such as inconvenient clinic hours, long
distances to healthcare facilities, lack of transportation, and cultural or gender-related
barriers. Ultimately, poverty remains the most significant underlying factor that prevents

women from receiving the care they need.
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2.1.3 Types of Cervical Cancer

Cervical cancer can be classified into two primary types, distinguished by the specific
cervical cells in which they originate. The most prevalent form is squamous cell carcinoma
(SCC), which arises from the squamous epithelial cells that line the outer part of the cervix.
This type accounts for approximately 6 out of every 10 cases of cervical cancer’. SCC
typically develops in the transformation zone the area where the squamous and glandular
cells meet and is often easier to detect through routine screening methods sucQ*se Pap
smear, as abnormal squamous cells tend to shed into the cervical canal. Qond major
type is adenocarcinoma, which originates in the glandular cells of tk@&x These cells are
located higher up in the endocervical canal, making adenocarcin: $S common occurring
in about 3 out of every 10 cases but also more challengin nose’. This difficulty arises
because abnormal glandular cells are not as read@cessible during standard cervical
screening procedures, and the lesions may be 1 further from the visible surface of the
cervix. As a result, adenocarcinoma can &%mes be detected at a more advanced stage
compared to SCC. 8—;\\'

A smaller subset of cervical @s, less than 1 in 20 cases, contain both squamous and
glandular component Qe\are referred to as adenosquamous carcinomas or mixed
carcinomas. They &it characteristics of both cell types and may require more complex
diagnostic e&g%n and treatment planning. In addition to these main categories, there are
rarer a%%re aggressive forms of cervical cancer. These include small cell carcinoma, a
type\O( neuroendocrine tumor that is known for its rapid progression; clear cell
adenocarcinoma, which may be associated with prenatal exposure to diethylstilbestrol (DES)
in some cases; and cervical sarcoma, a malignant tumor arising from the connective tissues

of the cervix®. Although these rare variants represent only a small proportion of cervical
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cancer cases, they often carry a poorer prognosis and may require specialized management
strategies.

2.1.4 Causes of Cervical Cancer

Human papillomavirus (HPV) is a sexually transmitted infection (STI) and remains the most
widespread STI globally, affecting millions of people each year across diverse age groups. It
is particularly prevalent among adolescent girls and young adult women aged bet een 20
and 30 years®. The public health significance of HPV is profound, as near cases of
cervical cancer can be traced back to infection with certain high-risk }KQW % In fact, it
is estimated that most sexually active women and men will be 'd with at least one
genital HPV type at some point in their lives, often without s ﬁany symptoms.

HPV is not a single virus but rather a large group of ov 0 closely related viral strains.

Many types are harmless, but a subset is trang@hrough sexual contact, including

vaginal, anal, and oral sex. These sexually ed strains are categorized into two main

o

groups: Low-risk HPV types, which .ragr\' ead to cancer but may cause benign lesions such
as genital warts. A few low-risk t)qéj n also result in warts on or around the anus, mouth,
or throat®>. High-risk HPV f)@ which have the potential to cause a variety of cancers,
including cervical, ana\blvar, vaginal, penile, and certain head and neck cancers®. There
are 12 high-ris T—%L%pes recognized for their carcinogenic potential: HPV 16, 18, 31, 33,
35, 39, 45, 652, 56, 58, and 59. Of these, HPV 16 and HPV 18 are the most dangerous,
toge%@yrgg responsible for the majority of HPV-related cancers worldwide.

HPV spreads easily between sexual partners through intimate skin-to-skin contact, and
infection can occur even without penetrative intercourse. Transmission routes include
vaginal penile sex, penile anal sex, penile oral sex, and vaginal-oral sex. While the correct

and consistent use of condoms can significantly reduce the likelihood of HPV transmission,

it does not provide complete protection, since HPV can infect areas not covered by a
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condom''. Given its widespread nature, HPV prevention strategies, including vaccination,
education, and regular cervical screening, remain essential for reducing both transmission
rates and the global burden of HPV-related cancers.

2.1.5 Symptoms of Cervical Cancer

Most individuals infected with human papillomavirus (HPV) will remain completely
unaware of their infection, as the virus often produces no obvious symptoms. In the majority
of cases, the body’s immune system is capable of clearing the infection naturally within a
relatively short period, and no medical treatment is required'?. However, when the infection
persists for an extended time, the risk increases for the development of abnormal changes in
the cells of the cervix, which can progress toward precancerous or cancerous stages if left
undetected.

These cellular changes usually occur gradually over several years and, in their early stages,
present no visible or physical symptoms. This is why regular cervical screening such as a
Pap smear or HPV DNA test is essential. Screening remains the only reliable way to detect
abnormal cervical cells before they advance to cervical cancer. If cervical cancer does
develop, symptoms may eventually appear. Common warning signs include: vaginal
bleeding between menstrual periods, postmenopausal bleeding, bleeding during or after
sexual intercourse, pelvic pain, pain during sexual intercourse, and changes to the normal
vaginal discharge for example, an increase in volume, a stronger or unusual odor, or a
change in color!?. While these symptoms may be caused by other medical conditions, it is
important to rule out cervical cancer through medical evaluation.

At the cellular level, the transformation from normal cells to cancer cells typically begins
with abnormal changes known as hyperplasia (an increase in the number of cells) and
dysplasia (abnormal cell appearance). Hyperplasia and dysplasia do not always progress to

cancer, but they can be precursors to malignancy if left unchecked'. Although cervical
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cancer can often be diagnosed at an early stage through routine Pap smear testing, many
women remain symptom-free until the disease has progressed. Once symptoms emerge in
the later stages, they may include persistent vaginal discharge, irregular bleeding, and
postcoital bleeding all of which can indicate advanced disease'. As the cancer advances
further, vaginal discharge often increases in volume, becomes watery, and eventually turns
dark and foul-smelling due to tumor necrosis and secondary infection. Bleeding patterns
may also worsen, beginning as light and irregular often triggered by minor trauma or
pressure but becoming more frequent, heavier, and persistent as the disease progresses. In
the most advanced stages, the cancer can cause severe pelvic pain, leg pain, painful urination
(dysuria), rectal bleeding, and swelling (oedema) of the legs symptoms that typically
indicate extensive local invasion or metastasis.

2.1.6 Pathophysiology of Cervical Cancer

Once a high-risk human papillomavirus (HPV) strain infects the epithelial cells of the cervix,
it disrupts the normal cellular regulatory mechanisms that control replication, division, and
intercellular communication’. This disruption forces the infected cells to replicate
abnormally and multiply in an uncontrolled, unregulated manner. In most cases, the immune
system is able to detect and eliminate these abnormal cells before they cause significant
damage. However, in some cases, the infected cells escape immune surveillance and persist,
continuing to grow and evolve into precancerous lesions. Without intervention, these
precancerous cells may progress into invasive cervical cancer. Although most studies have
focused on the mechanisms by which high-risk HPV induces carcinogenesis in the cervix,
evidence suggests that HPV associated cancers in other anatomical sites such as the
oropharynx, anus, vulva, penis, and vagina likely develop through similar biological

pathways. Research has shown that the transformation from HPV infection to cervical
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precancer can take 5 to 10 years, while the progression from infection to invasive cancer

may take up to 20 years.

Cervical cancer is classified into different histological types based on the area of origin
within the cervix. The most common type is squamous cell carcinoma (SCC), which
originates in the ectocervix and accounts for approximately 90% of all cervical cancer
cases'>. Adenocarcinoma, which develops in the glandular cells of the endocervix, is less
common. In rare instances, adenosquamous carcinoma also known as mixed carcinoma can
occur, displaying characteristics of both SCC and adenocarcinoma'®. Importantly, cells in
the transformation zone the area where squamous and glandular cells meet do not become
cancerous overnight. Instead, they first undergo abnormal precancerous changes. These are
often described using terms such as cervical intraepithelial neoplasia (CIN) or squamous

intraepithelial lesions (SIL).

CIN 1 (mild dysplasia or low-grade SIL) involves minimal abnormality and is considered a
low-risk precancerous stage. CIN 2 and CIN 3 (moderate to severe dysplasia or high-grade
SIL) indicate more significant cellular changes, with CIN 3 representing the most severe
form of precancer before invasive disease. A Pap smear test remains one of the most
effective tools for detecting these abnormalities early, before cancer develops. Like other
cancers, cervical cancer is staged based on its extent and spread!’. In carcinoma in situ (pre-
cancer), abnormal cells are confined to the inner lining of the cervix. Once invasion begins,

the following stages are recognized:
Stage I: Cancer is confined to the cervix.

Stage IA (subdivided into IA1 and IA2) represents microscopic invasion detectable only

under a microscope.
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Stage IB (subdivided into IB1 and IB2) includes larger tumors that are still confined to the

cervix's,

Stage II: Cancer extends beyond the cervix but not to the pelvic wall.

Stage ITA: involves spread to the upper two-thirds of the vagina without parametrial invasion.
Stage IIB: includes parametrial invasion.

Stage III: Cancer spreads to the lower third of the vagina and/or the pelvic wall and may

cause kidney problems.

Stage IIIA: is confined to the lower third of the vagina.

Stage I1IB: extends to the pelvic wall and/or causes hydronephrosis.

Stage IV: The most advanced stage, indicating spread beyond the pelvis'®.
Stage IVA: involves invasion into the bladder or rectum.

Stage IVB: indicates distant metastases to organs such as the bones, liver, lungs, or distant

lymph nodes.

Fig 2.1 Stages of Cervical Cancer?’
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2.1.7 Risk factors of Cervical Cancer

A number of risk factors have been identified for cervical cancer, many of which are linked
to sexual behavior and HPV infection. One significant factor is the early debut of first sexual
intercourse. The age at which a woman first engages in sexual activity is crucial because an
immature cervix may be more susceptible to injury and subsequent infection?!. Women who
initiate sexual activity before the age of 20 have been found to have a significantly higher
risk of developing cervical cancer??. This is likely because the transformation *eof the
cervix is still developing during adolescence, making it more Vulnerablteg effects of
oncogenic HPV types. 6\

The number of sexual partners is another important determinant%more sexual partners a
woman has, the greater her likelihood of encountering IQQ thus increasing her risk of
cervical cancer. This risk also extends to women whfb@e sexual partners with a history of
multiple previous partners, as this indirectly the probability of HPV exposure?.
Reproductive history has also been imp &Qin cervical cancer risk. Women who have
experienced three or more mll—ter@,ﬁancies are at increased risk of developing the
disease. This association has Su’tly attributed to hormonal changes during pregnancy,
which may promote @;rsistence or facilitate cancer cell proliferation’*. Another
possible explanati\t&that pregnancy can temporarily suppress immune function, giving
HPV more % nity to establish a chronic infection. Furthermore, age at first full-term
labour %a role women who give birth before the age of 20 have been found to be at
higher fisk of cervical cancer?.

Smoking is a significant behavioural risk factor. Research has detected tobacco by-products
within the cervical mucus of women who smoke, indicating that carcinogenic compounds
reach the cervical tissue directly. These substances can damage the DNA of cervical

epithelial cells, contributing to malignant transformation. Additionally, smoking weakens
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immune function, making it less effective in clearing HPV infections. The use of oral
contraceptives (OCs) over long durations particularly periods of five years or more has also
been linked to an elevated risk of cervical cancer?. Evidence suggests that the risk increases
with the duration of use, but importantly, the risk decreases after discontinuation, returning
to baseline levels approximately 10 years after stopping OCs. However, it is worth noting
that OCs also confer protective benefits against other cancers, including ovagian and
endometrial cancers. A healthy immune system plays a central role in co@ng HPV
infection. In most individuals with normal immune function, HPV \infections clear
N

spontaneously within 12 to 18 months?’. However, in immunos -@‘ women such as

those with HIV or those taking long-term immunosuppressi@e ications following organ
transplant HPV infections are more likely to persist and p@ss to cancer more rapidly?s.

Coinfection with other sexually transmitted infe i%%ﬂs) can further increase cervical
cancer risk. Chronic inflammation cause %s may facilitate the persistence and
oncogenic potential of HPV. Researi:}g&akcumented a link between cervical cancer and
infections such as Chlamydia tra@tis and Herpes simplex virus, suggesting that the
inflammatory response ma'@%e an environment conducive to cancer development?.
Finally, socio-economig, status is a well-recognized determinant of cervical cancer risk.
Women from 1 '@o-economic backgrounds face higher rates of the disease, primarily
because of %{ced access to preventive screening such as Pap smears, limited awareness of
repr@? health, and barriers to healthcare services. In addition, some studies have found
higher prevalence of HPV DNA among socio-economically disadvantaged groups, likely

due to higher rates of high-risk sexual behaviours*’.

2.1.8 Staging of Cervical Cancer
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Staging is a way of describing the size of a cancer and how far it has grown. The size or

extent of cervical cancer can generally be determined using either TNM staging system or

Number staging systems” and the bigger the size®'.

Tumour, Node, Metastsis (TNM) staging system *

The TNM classification system an internationally standardized method fi bing the
extent and severity of cancer categorizes the disease based on three keyeriteria: Tumour (T),
Node (N), and Metastasis (M). This system provides a structur o record how large
the primary tumour is, whether it has reached nearby lymph , and whether it has spread
to distant parts of the body. The T category refers to tl@&u’y tumour, specifically its size
and the extent of its growth into surrounding ti@fg Tumours are assigned a numerical
value ranging from T1 to T4, where T1 @Oes a small and localized tumour, and T4
represents a large tumour that has n@q nearby organs or structures. This scale offers

important insights into the ag é{veness and local advancement of the cancer, helping

guide treatment decisi@

The N category reﬂe§ ether the cancer has spread to regional lymph nodes small glands
e

involved in i response. Nodal involvement is graded from NO to N3, with NO
meaning p&%ncer cells are detected in any nearby lymph nodes, and N3 indicating
extew ymph node spread, often involving multiple or distant regional nodes. The degree
of lymph node involvement is a critical factor in predicting disease progression and
recurrence®®. The M category determines whether the cancer has undergone metastasis,
meaning it has spread from the cervix to distant organs or tissues through the bloodstream or
lymphatic system. This stage is recorded as either MO (no distant spread) or M1 (cancer

present in other parts of the body). Metastatic spread is generally associated with more
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advanced disease and often requires systemic therapies, such as chemotherapy, targeted
therapy, or immunotherapy**. By combining the T, N, and M scores, clinicians can
determine an overall cancer stage, which is essential for treatment planning, prognostic
assessment, and consistent communication between healthcare providers. This classification
system also allows for comparison of patient outcomes across different studies and treatment
centers®. \
Number staging systems Q

The number staging system is often used alongside the TNM classific tl(&t} simplify the
description of how far cancer has progressed. This approach divi cers into four main
stages, numbered 1 through 4, which are most commonly en%Roman numerals (I to
IV)*. Each stage represents a different level of cancer @opment from early, localized
disease to advanced, widely spread cancer. be

Stage I generally indicates that the cancer i%%and confined to the organ where it began.
In cervical cancer, this means the tu.ng\'hntirely within the neck of the womb (cervix)
and has not spread beyond it. Stag&g"g\further divided into Stage IA and Stage IB. In Stage
IA, the cancerous growth is mall that it can only be detected using a microscope or
colposcope; this is con@ed the earliest form of invasive cervical cancer. In Stage IB, the
tumour is larg@%to be visible without magnification, yet it remains contained within
the cervix. @ough the cancerous area is larger than in Stage 1A, there is still no evidence
of sp%@) surrounding tissues or lymph nodes.

Stage II cervical cancer is characterized by the tumour growing beyond the cervix into
nearby tissues, but not yet reaching the pelvic wall or the lower third of the vagina. At this
stage, the cancer is still considered locally advanced, and it may or may not have spread to
nearby lymph nodes. Stage II is divided into Stage IIA and Stage IIB. In Stage IIA, the

tumour has extended beyond the cervix into the upper two-thirds of the vagina but has not
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invaded deeper tissues such as the parametrium (the connective tissue surrounding the
cervix). In Stage IIB, the cancer has spread into the parametrium but has not yet reached the
pelvic wall?®,

Stage III usually indicates a larger and more invasive tumour that has extended beyond the
cervix and into more distant pelvic structures. This stage may also involve cancer cells in
nearby lymph nodes. In cervical cancer, Stage III can include spread into the lower third of
the vagina, the pelvic wall, or obstruction of one or both ureters the tubes t ery urine
from the kidneys to the bladder. Stage III is classified into Stage II tage HIB. In
Stage IITA, the cancer has spread to the lower third of the vagina b &t

o the pelvic wall.
In Stage IIIB, the tumour has invaded the pelvic wall or cau@ﬁer blockage, which may
lead to kidney problems?’. Q

Stage IV represents the most advanced stage of ¢ @ncer, where the disease has spread
to distant organs a process known as metast is stage is divided into Stage IVA and
Stage IVB. Stage IVA means the tqr&% spread to nearby pelvic organs, such as the
bladder or rectum (back passage), @ Stage IVB indicates that the cancer has travelled to

distant sites, such as the It %Ver, or bones. At this point, the cancer is considered

secondary or metastati@ﬁeatment focuses on managing symptoms and prolonging life

rather than curﬁ@sease. By combining TNM details with the number staging system,

healthcare p@iders can more accurately assess the severity of the disease, plan appropriate
trea Q;Qategles and provide patients with a clearer understanding of their condition.
Bethesda Reporting System

Abnormal cell changes in the cervix are classified in several ways, depending on their
severity, appearance under the microscope, and potential to progress to cancer. Low-Grade
Squamous Intraepithelial Lesion (LSIL) refers to mild abnormal changes in the squamous

cells lining the surface of the cervix. These changes are most commonly caused by human
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papillomavirus (HPV) infection, particularly low-risk types. LSIL often represents an early,
transient stage of HPV-related cell change and may resolve spontaneously without treatment.
However, follow-up testing is needed to ensure the abnormality does not progress. High-
Grade Squamous Intraepithelial Lesion (HSIL) describes more severe changes in the
squamous cells. These alterations indicate a higher risk of progression to precancerous or
invasive cervical cancer if left untreated.

HSIL is more likely to be associated with persistent infection by high-risk Qypes and
usually requires prompt investigation and management. Adenocarcinoma QS}tu (AIS) is a
precancerous condition affecting the glandular cells of the cervix r@ than the squamous
cells. These abnormal glandular cells are confined to the l@g%the cervical canal and
have not yet invaded deeper tissues. AIS is considere@erious finding because it can
develop into invasive adenocarcinoma if not tre d’.@e commonly used system to grade

precancerous changes in squamous cells 4 ervical Intraepithelial Neoplasia (CIN)

,&\

CIN 1: Mild dysplasia, where onl\gly\lower third of the cervical lining contains abnormal

system:

cells. This stage often resolv'e@turally without intervention.

CIN 2: Moderate dysp@%th abnormal cells affecting up to two thirds of the thickness of
the cervical linj 'g\s%h%y's more likely to require treatment to prevent progression.

CIN 3: Sevete dysplasia or carcinoma in situ, where abnormal cells extend through the full
thick%@{che surface layer. Although not yet invasive cancer, CIN 3 carries the highest
risk of becoming cancerous if untreated.

In broader terms, these changes are described as cervical dysplasia: Mild dysplasia involves
early abnormal growth of cervical cells that is often reversible and may resolve without
treatment. Moderate dysplasia represents more pronounced cell changes with a greater

likelihood of progressing if untreated. Severe dysplasia involves high-grade abnormalities
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that carry a significant risk of developing into invasive cervical cancer, making timely
diagnosis and treatment critical®.

2.1.9 Prevention of cervical cancer

Cervical cancer can as well be prevented through primary and secondary preventive
measures. The primary prevention is aimed at protecting uninfected women from being
exposed to human papilloma virus while secondary prevention is aimed at incriing the
health seeking behaviour of those at risk for early detection and manage achieve

better prognosis of the disease *°. Cervical cancer can be prevented through\a combination of

vaccination against high-risk HPV types, safe sex practices, incl d use of condoms,
regular screenings, and a healthy lifestyle. HPV vaccinatio %fective way to prevent
cervical cancer. The vaccines Gardasil and Cervarix are a ble for both males and females.
These vaccines protect against the most co ancer-causing HPV strains HPV
16 and HPV 18%. Practicing safe sex by \sg@@ndoms can reduce the risk of HPV and
other sexually transmitted infectiong. W§er, condoms may not be entirely effective in
preventing HPV, as the virus ca&%\eu areas not covered or protected by the condom.
Regular cervical cancer scré&&s, such as Pap smears tests, HPV DNA testing and visual
inspection with acetic )@%A), are essential for early detection and prevention. Pap tests
can detect precC@changes in the cervix, allowing for prompt treatment. In some cases,
HPV testin@ay be recommended in addition to Pap tests, especially for women over

30ye{/ 1s can help identify high-risk HPV strains and assess the risk of developing

cervical cancer.

In addition, reducing the number of sexual partners may lower the risk of HPV exposure and
cervical cancer as well as maintaining good personal hygiene, washing the genital area
regularly can help reduce the risk of infection*!. It is known that a healthy lifestyle which
includes a well-balanced diet, regular exercise, and maintaining a healthy weight, smoking
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cessation can contribute to overall health and may reduce the risk of cervical cancer. After
HPYV vaccination, it is important to undergo regular or periodic cervical cancer screenings,
as the vaccines do not provide protection against all HPV strains that can cause cancer.
When an abnormal pap test result or a positive HPV test is obtained, advice for further
evaluation, treatment, and monitoring should be considered*?.

HPYV vaccines

There are currently three vaccines approved for the prevention of infectio disease-
causing human papillomavirus (HPV): Gardasil (quadrivalent), Gardasil 9 {nonavalent), and
Cervarix (bivalent). All three are designed to prevent new HPV is and reduce the
risk of developing HPV-associated cancers and other re@%seases. Gardasil 9, the
nonavalent vaccine, offers the broadest protection. It sards against nine HPV types:
seven high-risk oncogenic types (16, 18, 31, 33, O%Qld 58) responsible for the majority
of HPV-related cancers, and two low-risk and 11) that cause most cases of genital
warts!”. Cervarix, the bivalent Vaccirle@ted at types 16 and 18, the two most common
high-risk strains linked to cervical& . Gardasil (quadrivalent) protects against four types
6, 11, 16, and 18 covering Bo{%ancer-causing and wart-causing strains. The HPV vaccine
series is routinely reco}%nded for both girls and boys at ages 11 or 12, though it can be
initiated as ear(’/@.

This recorr%‘ndation is important because HPV related cancers can affect anyone,
rega@ gender, and early vaccination provides protection before potential exposure to
the virus®. Vaccination also plays a role in reducing community transmission, helping to
protect others from cancer-causing strains of HPV. For those starting the vaccine series
before age 15, two doses are sufficient. However, individuals who begin the series at age 15
or older require three doses for optimal protection. For unvaccinated young adults, catch-up

vaccination is recommended up to age 26. While the HPV vaccine is licensed for use in
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adults aged 27 through 45 years, routine vaccination is not recommended for everyone in
this age group. This is because the benefit is generally smaller, as many individuals may
have already been exposed to one or more HPV types by this age*.

Cervical Cancer screening

Screening tests identify diseases or conditions before symptoms appear, enabling early
treatment when its more effective, improved outcomes and reduced cervical cancer
incidence and mortality. Cervical cancer screening is the only FDA approve for HPV
related cancers which is an important part of routine health care *. Cervicalcancer screening
involves several methods designed to detect early signs of the defore symptoms
develop. One of these is the HPV test, which examines ce '%ells for the presence of
high-risk human papillomavirus types known to increas Qelihood of cervical cancer.
Another is the Pap smear (or Pap test), which lo {BQabnormal changes in cervical cells
that may result from infection with high-ri strains. A third approach is the HPV/Pap
co-test, which combines both methqd&éing simultaneously for the presence of high-
risk HPV and for any abnormal or@ncerous changes in cervical cells thereby offering a

more comprehensive evaluati ; cervical health®.

Screening Procedures.gQ
Visual Inspect'(fr:\ﬁ/&cetic Acid (VIA)
«

Visual inspection with acetic acid (VIA) is a low-cost, effective method for identifying early
precancerous or cancerous changes in the cervix through direct visual examination. In this
technique, a health-care provider uses a speculum to expose the cervix and then inspects it
with the naked eye after applying a dilute solution of acetic acid (3—5%)*. This approach is
most suitable for women whose squamocolumnar junction (SCJ) the area where the
squamous and columnar epithelial cells meet is clearly visible. This visibility is typically
found in women under the age of 50, as hormonal changes during menopause cause the SCJ
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to gradually migrate into the endocervical canal, making it more challenging to detect

47

lesions through visual means®’. The VIA procedure requires three main elements: a

speculum, a light source, and a trained health-care provider*.

The provider begins by performing a speculum examination to locate the SCJ and then
carefully examines the cervix for any suspicious visual signs of pre-cancer or cancer. A
solution of 3—5% acetic acid is generously applied to the cervix using a large cotton swab.
After application, the swab is removed, and the provider waits for at least one minute.
During this waiting period, temporary whitening caused by inflammation or physiological
changes (such as metaplasia) typically fades away*’. However, if acetowhite changes persist
beyond the one-minute mark especially when located in the transformation zone and
showing distinct, well-defined borders, they are more likely to indicate pre-cancerous or
cancerous lesions, resulting in a positive VIA result. In contrast, the absence of persistent

acetowhite changes after the waiting period is recorded as a negative VIA result™,
Visual Inspection with Lugol's Iodine (VILI)

Visual Inspection with Lugol’s Iodine (VILI), also referred to as Schiller’s test, is a simple
visual screening method for cervical abnormalities, typically carried out immediately after a
Visual Inspection with Acetic Acid (VIA) test. The procedure involves applying a 5%
solution of Lugol’s iodine to the cervix. Lugol’s iodine reacts chemically with glycogen, a
substance normally present in healthy, mature squamous epithelial cells. When the iodine
comes into contact with glycogen-rich tissue, the area stains a dark brown or black color. In
contrast, precancerous or cancerous cervical tissues contain little or no glycogen. As a result,
when Lugol’s iodine is applied to these abnormal areas, they do not take on the dark stain

and instead remain distinctly yellow. This yellow staining pattern is interpreted as a VILI

positive result, indicating possible pre-cancer or cancer that warrants further investigation®'.
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Cytology-based screening methods

Cytology-based screening is a laboratory-based method for detecting early cellular changes
in the cervix that could signal precancerous or cancerous conditions. This process involves
obtaining a sample of cells from the entire transformation zone, the area where the squamous
and columnar epithelium meet and where most cervical abnormalities develop. Two main
techniques are used for sample preparation. In the conventional Pap smear, the collected
cells are immediately fixed onto a glass slide at the health facility. In liquid-based cytology
(LBC), the cells are instead placed into a vial containing a special transport medium, which
is then sent to the laboratory for processing’>. Once at the laboratory, trained
cytotechnologists or pathologists examine the cells under a microscope. If abnormal changes
are detected, the severity and type of abnormality are categorized using the Bethesda System,

a standardized reporting framework for cervical cytology results®.

The Pap smear’s main purpose is to detect early signs of cervical cancer or precancerous
changes so that timely intervention and treatment can be provided. Beyond cancer detection,
cytology can also help identify infections, inflammation, and other pathological conditions
affecting the cervix®*. To collect a cytology sample, a speculum is inserted to visualize the
cervix under adequate lighting. The provider uses a spatula, brush, or both to obtain cells
from the surface of the cervix and the endocervical canal. The collected specimen is either
smeared directly onto a slide for Pap testing or placed into a preservative solution for LBC.
Each sample must be properly labelled, stored, and transported to the laboratory without

compromising its quality™.

When cytology-based screening programmes are well-organized and effectively
implemented, they can significantly reduce the incidence and mortality of cervical cancer.

However, these programmes involve multiple steps and face logistical challenges, especially
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in low-resource settings>. For a screening programme to be successful, the specimen must
be correctly collected, adequately fixed or preserved, safely transported to the laboratory,
processed with precision, and accurately interpreted. The results then need to be reliably
communicated back to the healthcare provider, and the patient must receive them promptly,
along with the necessary follow-up or treatment. Any breakdown at these points can reduce

the programme’s effectiveness®’.

Liquid-based cytology offers certain advantages over conventional Pap smears. Because the
sample is suspended in liquid, the material collected is often more representative of the
transformation zone, and there is a lower rate of unsatisfactory specimens. The liquid
preparation also minimizes the likelihood that blood, mucus, or inflammatory cells will
obscure the epithelial cells that need to be evaluated. Moreover, LBC slides typically require
less time to interpret, and the same sample can be used for additional tests, such as HPV
DNA detection and screening for other sexually transmitted infections (STIs)*’. Despite
these advantages, LBC is a costly method that depends on advanced laboratory infrastructure
and highly skilled personnel®®. Current evidence does not show that LBC is more effective

than conventional cytology in reducing cervical cancer morbidity and mortality>®.
The use of artificial intelligence (AI)

The applicatien of artificial intelligence (AI) in medical diagnosis particularly in the field of
pathology ;*has demonstrated significant potential for reducing diagnostic errors and
enhancing accuracy. In cytology, Al-assisted slide interpretation can greatly improve the
detection of abnormal cells, reducing both false-positive and false-negative results. In some
studies, Al systems have achieved diagnostic accuracy rates as high as 99.8%, coupled with
100% sensitivity in identifying abnormal or malignant cells*®. The integration of Al and

machine learning algorithms into clinical decision-making processes also offers valuable
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benefits beyond detection. These technologies can assist in patient stratification identifying
individuals at higher risk who may require more intensive follow-up and in guiding
treatment selection by analyzing complex datasets and patterns that may not be immediately

apparent to the human eye>.

Despite these advancements, several limitations must be acknowledged. The quality of input
images is crucial; suboptimal image resolution or improper sample prepam&l can
negatively affect Al performance. Additionally, the potential for algorithrr@%s arising
from training datasets that are not fully representative of the populatio@ s a concern®.
While Al tools can significantly support cytologists, enhancing eff and consistency in
slide evaluation, they are not a replacement for human ex@se. The nuanced judgment,
contextual interpretation, and clinical experience @rained professionals remain

indispensable for ensuring accurate and reliable di@es61

2.1.10 Diagnostic tools, training and facil\\'@

Colposcopy, biopsy, and endocer\{&rettage (ECC) are among the most widely used
diagnostic procedures for co@ﬂg the presence of cervical pre-cancerous lesions. These
methods are more advanced than basic screening techniques and require both substantial
medical resour @high degree of professional training to be performed accurately and
safely. Whe Qecessary equipment such as a colposcope for magnified visualization of
the cer%{qiopsy forceps for obtaining tissue samples, and an endocervical curette for
scraping cells from the endocervical canal is available, these procedures can, in some cases,
be carried out at the primary health care level. However, this is only advisable when health-
care providers have undergone competency-based training and are supported by appropriate
supervision and quality assurance systems to ensure the safety and accuracy of the

procedures.
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Colposcopy

Colposcopy is a diagnostic procedure used to closely examine the cervix, vagina, and vulva
with the aid of an instrument that provides intense illumination and magnification. This
enhanced view allows health care providers to carefully assess the epithelial (surface) layer
and the surrounding blood vessels, enabling the identification of specific patterns that may
indicate abnormal or precancerous changes. The technique was first introduced i&% by
Hans Hinselmann in Germany as an innovative screening method for cervical 162,

In modern practice, colposcopy can also be performed using speciall (&igwd video or
digital cameras, making the process more accessible for doc %n, teaching, and
telemedicine consultations. It is commonly recommended=for\patients with abnormal
Papanicolaou (Pap) test results, a positive test for high@ human papillomavirus (HPV)
DNA, or a cervix that appears suspicious up&f@ll inspection even when routine
dysplasia screening results are negative. (b

Colposcopy serves several importanf g\' ses: Verifying the extent and type of pre-cancer
or cancer detected during screen'&, uiding targeted biopsies of any areas that appear
abnormal under magniﬁca‘ti@ assisting in treatment planning, including determining
whether procedures sub@ cryotherapy or loop electrosurgical excision procedure (LEEP)
are the most swi 51)\6\0 ions. In addition to its diagnostic role, colposcopy is also performed
as part of ;@treatment follow-up for patients who have undergone therapy for cervical
intr%&l neoplasia (CIN) or invasive carcinoma, ensuring that no residual or recurrent
disease is present.

Biopsy

A biopsy is a medical procedure in which small samples of abnormal tissue are removed and
examined under a microscope to establish a definitive diagnosis. In the context of cervical

cancer prevention and diagnosis, biopsies are often obtained from areas of the cervix that
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test positive on visual inspection with acetic acid (VIA) or from regions that appear
suspicious for cancer during a visual or clinical examination. When a lesion or other
abnormality is not visible to the naked eye, colposcopy can be used to precisely locate the
most appropriate site or multiple sites for biopsy collection . In standard practice, a biopsy
is taken from each area that appears abnormal. However, in certain circumstances, random
biopsies may also be performed to increase the likelihood of detecting hidden di&se. The
procedure requires the use of specialized biopsy forceps and must be p ed by a

provider with appropriate training to ensure both safety and accuracy, VQ} the primary

purpose of a biopsy is diagnostic, some biopsy techniques ca serve a therapeutic
function by removing abnormal tissue or lesions entlrely y contributing to both
diagnosis and treatment in a single procedure®. Q

\

Biopsy findings: Cervical intraepithelial neopl% IN)

O

Biopsy specimens are examined by a pat @t to determine the presence and severity of
cervical intraepithelial neoplasia (C xt used to describe abnormal cells detected on
the surface of the cervix followi biopsy. CIN is graded on a scale from 1 to 3, based on

the degree of cellula@nality observed under a microscope and the proportion of

cervical tissue iny v*“.

CIN 1 repr%‘[s mild or low-grade changes, often corresponding to low-grade squamous
intrxpij&l lesion (LSIL) findings on a Pap test. These abnormalities usually resolve

spontaneously without treatment.

CIN 2 indicates moderate abnormalities and may be associated with high-grade squamous
intraepithelial lesion (HSIL) results on a Pap test. While CIN 2 often requires treatment
typically involving the removal of the abnormal tissue it can sometimes regress without

intervention. In such cases, careful monitoring under the guidance of a health-care provider
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is essential. If CIN 2 persists for one to two years or progresses to CIN 3, treatment becomes
necessary. CIN 3 represents severe abnormalities, also classified as HSIL, and involves a
greater portion of the cervical tissue. Although CIN 3 is not cancer, it has a high potential to
progress to invasive cancer if left untreated. As such, prompt treatment is required. However,

certain treatment methods are contraindicated during pregnancy, necessitating careful

clinical decision-making. \
Cone biopsy QQ

A cone biopsy involves the removal of a cone-shaped section of tiss;ﬁrgr{the cervix to
determine whether abnormal cells are present beneath the surface This procedure can
be performed in two main ways: using a loop electrosurg xcision procedure (LEEP)
cone, which is typically carried out under local anae%@ or through a cold knife cone
biopsy, performed in an operating room under@ local or general anaesthesia. Both

methods allow for thorough examination @Q{cised tissue to aid in accurate diagnosis

and treatment planning®”. éﬁ

Endocervical curettage A%\

Endocervical curettag%@is a straightforward diagnostic procedure in which surface
cells are gently sc@from the endocervical canal using a slender, specialized instrument
or spatula. eQMected tissue is then placed into a container with a fixative solution and
sent to é@)ratory for microscopic examination®. ECC is typically performed in specific
cirCIMmces, including: When screening results suggest a possible pre-cancer or cancer
that is not visible during colposcopy, raising suspicion that the abnormality may be located
deeper within the cervical canal. When the squamocolumnar junction (SCJ) cannot be
completely visualized in a patient with a suspected lesion. When a Pap smear indicates the
presence of a glandular lesion, which most often originates from the columnar epithelium

inside the cervical canal. When screening and/or colposcopy are incomplete or inconclusive
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for example, if the transformation zone is not fully seen and there is clinical suspicion of
cancer. This procedure provides valuable diagnostic information in cases where
abnormalities may be hidden from standard visual inspection, ensuring that potentially

serious lesions are not overlooked.
Special situations related to colposcopy, biopsy and endocervical curettage

If the entire transformation zone of the cervix cannot be fully visualized during ation,
it is recommended to perform endocervical curettage (ECC) to en @at hidden
abnormalities within the cervical canal are not missed®®. However, if is not feasible and
the screening results indicate the possibility of a high-grade lw% ¢ woman should be
referred for a more advanced excisional procedure, suc @op electrosurgical excision
procedure (LEEP) or cold knife conization (CKCQ\ In postmenopausal women, the
transformation zone often recedes into the \ehdocervical canal, making complete
visualization difficult and increasing the@ortance of ECC or excisional diagnostic
procedures when abnormalities are sé—s)& ed®’.

Pregnancy presents unique .c@tions for cervical screening. While it is generally not
ideal to perform screeri uring pregnancy, if such a test is conducted and returns
abnormal results.w visible lesion is detected during speculum examination the patient
should be r e&d,promptly for colposcopy®®. Biopsies during pregnancy carry a higher risk
of signi&/&eeding; therefore, if colposcopy findings do not raise suspicion for invasive
canc%dle preferred approach is to schedule the patient for a follow-up colposcopy at 6 to
12 weeks postpartum. At that time, further evaluation, including biopsy if necessary, can be
performed safely®®.

If invasive cancer is suspected at any stage during pregnancy, the patient should be referred
immediately to a specialist at a tertiary care hospital for appropriate management.

Importantly, the management of cervical abnormalities including colposcopy and biopsy
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should not be altered on the basis of a woman’s HIV status®. However, it is worth noting
that women living with HIV may experience increased viral shedding during the healing
period after a cervical procedure’. As part of pre- and post-procedure counselling, health-
care providers should emphasize the importance of discussing this risk with sexual partner(s)
and advise abstaining from sexual intercourse until complete healing has occurred®’.
Recommendations for cervical screening

Cervical cancer screening recommendations vary based on age group and screening history,
with the goal of balancing early detection with the avoidance of unnecessary procedures®.
Women younger than 21 years do not require cervical cancer screening, regardless of the age
of onset of sexual activity. This is because cervical cancer is extremely rare in this age group,
and most HPV infections resolve spontaneously without intervention’. Women aged 21 to
29 years are advised to have a Pap test (cytology) alone every 3 years. Although HPV testing
alone may be considered for women between 25 and 29 years, the Pap test remains the
preferred screening method due to the high prevalence of transient HPV infections in
younger women, which may lead to unnecessary anxiety and procedures if detected without
cytological changes’!.

Women aged 30 to 65 years have three equally acceptable screening options’?. Co-testing
with a Pap test and an HPV test every 5 years. A Pap test alone every 3 years. HPV testing
alone every 5 years. The choice among these options should be guided by patient preference,
availability of testing, and clinical context. Co-testing offers the advantage of combining
cytological assessment with detection of high-risk HPV types, thereby enhancing sensitivity
for detecting pre-cancer. Women aged 65 years or older generally do not need to continue
screening if they have no history of cervical precancer or cancer and meet one of the
following criteria®®. Three consecutive negative Pap tests within the past 10 years. Two

consecutive negative HPV tests within the past 10 years. Two consecutive negative co-test
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results within the past 10 years. In all cases, the most recent test must have been performed
within the previous 3 years for cytology alone or 5 years for HPV testing or co-testing’?.
These guidelines ensure that screening is performed frequently enough to detect significant

cervical abnormalities early, while avoiding over-screening that may lead to unnecessary

interventions.
2.1.11 Screening methods for cervical pre-cancer {
HPYV testing method QQ

Human papillomavirus (HPV) testing methods are designed to detect &Sﬁﬁ of high-risk
HPV types present in vaginal and/or cervical samples. These tests Quable in identifying
women who may be at risk for developing cervical cance@wever, their use in women
younger than 30 years old is generally not recommer&@he main reason for this is that
HPV infection is very common in younger wom@ the majority of these infections are
transient and are naturally cleared by the i \@(;bystem before a woman reaches the age of
30. Conducting HPV tests in thise @er age group often leads to the detection of
temporary infections that woul%\ resolved on their own. This, in turn, can result in

unnecessary medical pr:c@es, overtreatment, and the associated risks such as physical

harm, anxiety, emotloKa tress, discomfort, and additional financial costs.

As women @er, the clinical implications of a positive HPV test become more
signific igh-risk HPV is detected in a woman over the age of 30, it is more likely to
indié&’a persistent infection rather than a short-term one. Persistent HPV infection is a
well-established cause of almost all cases of cervical cancer. Therefore, a positive HPV
result in this age group suggests that the woman may already have a precancerous lesion or
is at an increased risk of developing pre-cancer and, eventually, invasive cancer in the future.

Prompt identification and appropriate management of such women can greatly reduce their
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chances of progressing to cervical cancer. Treating women who test positive for high-risk

HPV in this age group is therefore a crucial preventive measure’>.

In many high-resource settings, HPV testing is being integrated into cervical cancer
prevention programs as a primary screening method. This represents a shift from the
traditional approach of using Pap smears alone, as HPV testing has shown high sensitivity in
detecting potential precancerous changes. Currently, however, most available w tests
require that collected samples be transported to and processed in a special@%boratory
before results can be provided. This means that timely and reliable u%pgf(ation systems

for specimens are essential for the success of such screening progr

It is also important to note that while the presence of hi PV is a necessary step in
the development of cervical cancer, a positive HPV t@does not, by itself, confirm that a
woman has precancer or cancer. Instead, it simp%éa%rms that an HPV infection is present.
Additional diagnostic evaluation, such as\g oscopy and biopsy, is often necessary to
determine whether abnormal cell ch@ve already occurred. Sample collection for HPV
testing can be performed in a Q@ of health care settings, including hospitals, clinics, and
even community out@\tes, provided there is access to an adequately equipped
laboratory within g&onable distance and a dependable transport system for the samples.
This flexibi 'ty&)ample collection can improve access to screening, particularly in rural or

underse@ areas, thereby expanding the reach and effectiveness of cervical cancer

preve}{on efforts’™.

HPYV Tests
HPV testing is designed to detect the presence of high risk types of the human
papillomavirus (HPV) that are most strongly linked to the development of cervical cancer.

These high risk strains can persist in the body for many years, and if left untreated, they can
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cause gradual changes in cervical cells that may progress to precancerous lesions or,
eventually, invasive cervical cancer. Detecting these infections early allows for timely
intervention, reducing the likelihood that cancer will ever develop”. The test can be
performed alongside a Pap test during a routine screening visit. Using a small, soft brush, a
healthcare provider collects cells from the surface of the cervix. These cells are then sent to a
laboratory for analysis to determine whether any high-risk HPV types are presen& some

cases, the HPV test does not require a separate sample; instead, it can be con@ directly

,\Q/

Among the high-risk HPV types, HPV 16 and HPV 18 are the aggressive and are

on the specimen collected for the Pap test.

together responsible for approximately 70% of cervical can@ses worldwide. Identifying
these specific types is particularly important because of t strong association with high-
grade lesions and rapid progression to cancer if %%naged appropriately. Early detection
of HPV 16 or 18 can therefore prompt ob\@(gonitoring and early treatment, which are

critical in preventing cervical cancer ab&oroving long-term health outcomes™.

2.1.12 Diagnostic tests for (.ie@ of cervical pre-cancer

The role of diagnostio@Q

[ ]
A diagnostic o(co@tory test is a medical examination performed to assist in identifying

or conﬁrm'nébe presence of a specific disease. In the context of cervical cancer prevention,
not h{/%nen who receive a positive result on an initial screening test actually have pre-
cancer. Therefore, a follow-up diagnostic procedure may sometimes be necessary to make a
definitive diagnosis or to confirm whether pre-cancer or cancer is present. While these tests
can be essential for accurate diagnosis, they also carry significant implications for healthcare
resources. They may present practical and financial barriers that limit women’s ability to

access timely care, potentially delaying necessary treatment. In some cases, these barriers
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can lead to higher rates of loss to follow-up, meaning some women may never receive the

treatment they need for pre-cancerous lesions.

Furthermore, diagnostic tests are not infallible. They can yield false-positive results
incorrectly indicating the presence of disease or false-negative results failing to detect
disease when it is present. Such inaccuracies can complicate, rather than clarify, decisions
about patient management. For these reasons, in settings where healthcare resqutces are
limited or where follow-up rates are poor, diagnostic testing should n@% made a
mandatory step before initiating treatment for pre-cancer. In such %&ﬁ, prioritizing
immediate treatment over confirmatory diagnostics can help that more women

receive timely and potentially life-saving care. Q

Q

2.1.13 Advances in Disease Screening Methods Q

Despite the challenges in managing HPV infec sions, effective screening and treatment
can significantly reduce the risk of cer&)&ancer. The prolonged interval between HPV
infection and cancer developmen{ﬁgbws for early detection and intervention, enabling
highly effective treatments. P@%ve measures, such as quitting smoking and using barrier

contraception, can als&@%revent HPV infection. Worldwide efforts to eradicate cervical

cancer focus o@*ﬂg access to HPV vaccines and cervical cancer screenings.

\
2.1.14 Treatment of Cervical Cancer

Pap test results

Pap test results show whether cervical cells are normal or abnormal. A Pap test may also
come back as unsatisfactory.

Normal Pap test results: No abnormal cervical cells were found. A normal test result may
also be called a negative Test result or negative for intraepithelial lesion (area of abnormal

growth) or malignancy.
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Unsatisfactory Pap test results: The lab sample may not have had enough cells, or the cells
may have been clumped together or hidden by blood or mucus. The patient will have to
come in for another Pap test in 2 to 4 months.

Abnormal Pap test results: An abnormal test result may also be called a positive test result.
Some of the cells of the cervix look different from the normal cells. An abnormal test result
does not mean that the patient has cancer. Further test will be recommended with monitoring
or treatment.

Abnormal Pap test results include:

Atypical squamous cells of undetermined significance (AS -@ “This is the most
common abnormal Pap test finding. It means that some cell %ok completely normal,
but it's not clear if the changes are caused by HPV infect Other things can cause cells to
look abnormal, including irritation, some infecti ch as a yeast infection), growths
(such as polyps in the uterus), and chan{%ﬂ@ ormones that occur during pregnancy
or menopause. Although these thing.s ﬁke cervical cells look abnormal, they are not
related to cancer. an HPV test wilk@bne to see if the changes may be caused by an HPV
infection. If the HPV test i§®z 1ve, estrogen cream may be prescribed to see if the cell
changes are caused by@ rmone levels. If the HPV test is positive, there may be need for
additional follo(/@s.

Atypical gl@ular cells (AGC): Some glandular cells were found that do not look normal.
Thi@{ga Isign of a more serious problem up inside the uterus, further test will be
carried out e.g. colposcopy to detect the problem.

Low-grade squamous intraepithelial lesions (LSIL): There are low-grade changes that are
usually caused by an HPV infection. Additional test will be carried out to make sure that

there are not more serious (high-grade) changes.
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Atypical squamous cells, cannot exclude high-grade squamous intraepithelial lesion
(ASC-H): Some abnormal squamous cells were found that may be a high-grade squamous
intraepithelial lesion (HSIL), although it's not certain. further test will be carried out e.g.
colposcopy to detect the problem.

High-grade squamous intraepithelial lesions (HSIL): There are moderately or severely

abnormal cervical cells that could become cancer in the future if not treated. The patient will

require further test. Q
Adenocarcinoma in situ (AIS): An advanced lesion (area of abnorm. vag was found

3
in the glandular tissue of the cervix. AIS lesions may be referrp ecancer and may
ie

become cancer (cervical adenocarcinoma) if not treated. The@ will require further test

e.g. colposcopy Q

Cervical cancer cells (squamous cell carcinom d@%nocarcinoma): Cancer cells were
found; this finding is very rare for people %%ve been screened at regular intervals. If a
biopsy shows that cervical cancer is b }urther test will be conducted to find out if the
cancer cells have spread within the.ég\x or to other parts of the body.

2.1.15 Treatment options ﬁQ&'VRaI pre-cancer

Women diagnosed with ;—cancer require timely and effective treatment, which can often
. \

be delivered bf trﬁined primary care providers within primary care facilities, such as local

health ce@This is in contrast to the management of suspected or confirmed invasive

cervieal cancer, which must be handled by specialist medical professionals in higher-level

facilities, such as hospitals. In a screen-and-treat approach, treatment is initiated

immediately after a positive screening result, without the need for diagnostic confirmation

beforehand”.

The primary goal of treatment is to destroy or remove areas of the cervix identified as pre-

cancerous, thereby preventing progression to invasive cancer. Treatment methods fall into
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two main categories: ablative and excisional. Ablative methods work by destroying
abnormal tissue, usually through burning or freezing, and do not produce a tissue sample for
histopathological confirmation. Excisional methods involve surgically removing the affected
tissue, which can then be examined under a microscope for further analysis. Common
treatment options include cryotherapy, loop electrosurgical excision procedure (LEEP), and
cold knife conization (CKC). Other techniques, such as laser excision or abla on, are
available but tend to be less widely accessible. Hysterectomy is almost never proprlate
treatment for pre-cancer and should only be considered if there are other COQPy ing medical

reasons to remove the uterus. 0

The choice of treatment depends on several factors, includin@ potential benefits and risks
of each method, the location, size, and severity o @esion, the cost and resource
requirements, and the training and expertise of th%%hcare provider. Regardless of which
method is recommended, it is essential tha@ent be fully informed about the procedure,
enabling her to make a confident i@mformed decision. Importantly, if a cervical
abnormality appears suspicious %Q(Rcer cryotherapy, LEEP, or CKC should not be used.

Instead, the next appropng@t is to perform a cervical biopsy to confirm or rule out a

diagnosis of cance@re proceeding with any further treatment’”
Cryother@

Cry(}l\ej'af)y is an ablative treatment that removes precancerous areas on the cervix by
freezing them. The procedure involves pressing a highly cooled metal disc, called a
cryoprobe, directly onto the cervix, freezing both the abnormal tissue and the surrounding
normal tissue, it covers. The cryoprobe is cooled using compressed carbon dioxide (CO2) or
nitrous oxide (N20) gas from a pressurized tank. The entire process takes about 15 minutes,

is generally well tolerated, and typically causes only mild discomfort, allowing it to be
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performed without anaesthesia. After cryotherapy, the frozen tissue naturally regenerates

into normal cervical epithelium.

Eligibility criteria: Cryotherapy is suitable for screen-positive women (e.g., VIA-positive)
or those with histologically confirmed CIN2+ lesions, provided the entire lesion and the
squamocolumnar junction (SCJ) are fully visible, and the lesion covers no more than three-
quarters of the ectocervix. It is not appropriate if the lesion extends beyond the cg&robe’s

reach, involves the endocervical canal, or appears suspicious for invasive canl

Post-procedure care: Cervical tissue takes about a month to regenerateNDuring this period,
patients may experience profuse, watery vaginal discharge. % should avoid sexual

intercourse until the discharge resolves, or use a condom i nce is not possible’s.

Loop Electrosurgical Excision Procedure (LE )%%ves removing abnormal cervical
tissue with a thin wire loop that is electricall ged. The loop cuts and coagulates the
tissue simultaneously, and a ball electr kis often used afterward to ensure complete
coagulation. LEEP removes both t{f%sion and the entire transformation zone, producing a
tissue sample that can be se&gfor histopathological examination. This dual function

treatment and diagnm@nﬁrmation make LEEP an important tool in pre-cancer

management. :‘@

The proce}%é‘is performed under local anaesthesia in an outpatient setting and generally
take\@han 30 minutes. While relatively simple, LEEP should only be done by a trained
healthcare provider experienced in the technique and in managing potential complications
such as haemorrhage. Ideally, it should be performed in facilities where surgical backup is

available, typically at least secondary-level centres.
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Eligibility criteria: LEEP is suitable for screen-positive women (e.g., VIA-positive) or
those with histologically confirmed CIN2+, as long as the lesion does not appear suspicious

for invasive cancer.

Post-procedure care: Patients may experience mild cramping for a few days and vaginal
discharge for up to a month. Initially, the discharge may be bloody for 7 to 10 days, followed
by a yellowish discharge. As with cryotherapy, tissue healing takes about one mom&iuring

which sexual intercourse should be avoided or a condom should be usec@&ercourse

occurs’’. /\
Cold knife conization (CKC) Q$

Cold Knife Conization (CKC) is a surgical procedure @hich a cone-shaped section of
tissue is removed from the cervix. This excisio@%udes parts of both the outer cervix
(ectocervix) and the inner cervical cana\\@ervix). The size of the removed tissue
depends on the extent of the lesion Q\Q\\e likelihood of detecting invasive cancer. The
excised tissue is always sent to @ logy laboratory for histopathological examination to

confirm the diagnosis and @‘y that all abnormal tissue has been completely removed.

CKC is typically ‘p{gmed in a hospital setting with appropriate infrastructure, surgical
equipment, n((tu}lies. It requires a skilled healthcare provider such as a gynaecologist or
a surgeo is trained in the procedure and competent in recognizing and managing
poteh}d' complications, particularly bleeding. The surgery is carried out under general or
regional anaesthesia (spinal or epidural) and usually takes less than an hour. Most patients
can be discharged from the hospital either on the same day or the day following the

procedure.
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Eligibility criteria: CKC should be reserved for cases that cannot be resolved with
cryotherapy or LEEP. It should be considered in the presence of glandular pre-cancer or

microinvasive cancer lesions of the cervix.

Post procedure: Following CKC, patients may have mild cramping for a few days and a
bloody vaginal discharge, transitioning into a yellow discharge for 7 to 14 days. It takes 4 to
6 weeks for the cervix to heal (depending on the extent of the procedure) and duting this

time the patient should avoid sexual intercourse or use a condom if interm@&annot be

avoided. /\

Possible complications and follow-up after treatment

All three treatment modalities may have similar comp Qs in the days following the
procedure. All of these complications may be i i@ of continuing bleeding from the
cervix or vagina or an infection that needs to ated. Patients should be advised that if

they have any of the following sympto § cryotherapy, LEEP or CKC, they should seek

care at the closest facility w1thou®

pain, Foul-smelling dlscharggver

leeding (more than menstrual flow), abdominal

Photodynamic th qg{ (PDT)

Photodynan% apy (PDT) is effective in treating various grades of cervical intraepithelial
neo las'QJ ) with high success rates and low recurrence. Specifically, it has achieved
impressive complete response rates, ranging from 82.4% to 93.9%, and sustained clearance
rates over 12 months. This makes PDT a viable treatment option, particularly for women

seeking minimally invasive procedures or those of childbearing age.

2.1.16 Therapeutic HPV vaccines
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Therapeutic HPV vaccines aim to combat HPV-related cervical lesions by targeting the
virus's proteins. VGX-3100, a DNA-based vaccine, has shown promise in eliminating HPV-
related lesions and achieving long-term viral clearance. Another vaccine, PepCan, is
currently under evaluation. While therapeutic vaccines hold potential as non-invasive

treatments, their effectiveness relies on a healthy immune system, which may be a concern

for immunosuppressed patients, such as those with HIV or organ transplant recipie&.

Follow-up after Treatment ‘ Q
A follow-up visit that includes cervical cancer screening is rec 12 months after
e

treatment to assess the woman’s post-treatment status and t(@ chany signs of recurrence.
If this follow-up screening yields a negative result, the w@; can be safely referred back to
the routine screening programme. However, J& an important exception: if the
histopathological examination of tissue obt@ring treatment whether from a LEEP or
CKC shows CIN3 or adenocarcinom.a@ AIS), the follow-up protocol changes. In such
cases, annual cervical cancer scree&%s recommended for the next three consecutive years.

If all three annual rescreen@egaﬁve, the woman may then transition back to the routine
screening schedule. g

.
If the woman \@as reated for pre-cancer has a positive screening result at her follow-up
visit, indi persistent or recurrent cervical pre-cancer, retreatment is necessary. When
the i}ﬁg)treatment was cryotherapy, the preferred retreatment method if feasible is LEEP or
CKC, as these provide both treatment and histopathological specimens for evaluation. In
cases where histopathological results from a punch biopsy, LEEP, or CKC indicate cancer, it
is vital that the patient be promptly contacted. She should be clearly advised that she must be

seen at a tertiary care hospital without delay to ensure appropriate management and

treatment planning®.
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2.1.17 Linking screening and treatment in practice according to WHO

For cervical cancer prevention programmes to be truly effective, a positive screening result
must be promptly followed by appropriate treatment. The World Health Organization (WHO)
has evaluated the evidence for two main strategies to connect screening with treatment of
cervical pre-cancer: the screen, diagnose, and treat approach and the screen-and-treat
approach. The screen, diagnose, and treat method begins with a screening test. If tb%sult is
positive, the woman undergoes further diagnostic procedures such as colposc Qd biopsy
to obtain histological confirmation of the diagnosis and to determm%1cﬂéverlty of the
abnormality. Treatment decisions are then guided by these histolo Its. For example, if
the biopsy confirms CIN2 or a more severe pre—cancero@sion (CIN2+), the woman

receives appropriate treatment. Conversely, if histolog@s invasive cervical cancer, she

is referred without delay to a tertiary care hospltal@emahst management

2.1.18 Health Limitations Ass0c1ate@e Cervical Cancer

In this context, limitations refer to «é@lrments that affect an individual’s ability to carry out
daily activities and bodil @wtlons including both physiological and psychosocial
processes. These i1 & nts can cause the affected person to become dependent on

significant oth %ﬁﬁ

When it co@ to treating cervical cancer, limitations often arise when the disease has

s they would normally be able to perform independently.

prog@ to an advanced stage, where it has extensively spread beyond the cervix. At this
stage, curing the cancer becomes much more challenging. Additionally, the treatments
themselves such as radiation therapy and chemotherapy can cause side effects that further
contribute to these limitations.

These challenges can be categorized into four broad areas: physiological limitations, which

include physical impairments and side effects impacting bodily functions; psychological
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limitations, encompassing emotional distress, anxiety, and depression related to both the
illness and its treatment; family limitations, where the patient’s condition affects family
dynamics, caregiving responsibilities, and emotional support; and social limitations, which
involve difficulties in social participation, work, and community engagement. Together,
these factors contribute to a reduced quality of life and increased dependency for women
undergoing treatment for cervical cancer®?. *

The Family health limitation Q
Cervical cancer impacts six fundamental areas of family life: e pl(@ent, income,
household budget, education, access to healthcare, and childcareg. &lustrates that the
burden of the disease extends far beyond the individual pa@%cting the entire family
unit. Q

Loss of family income: Because cervical cancer 1 %Qa chronic illness requiring ongoing
treatment such as radiotherapy, chemo or surgery, families frequently face
significant financial strain. Funds t?@ normally support family welfare and daily

living expenses are instead redirect@mard covering medical costs. In some cases, families

may be forced to sell assets” %aust savings to pay for treatment, leaving little or nothing
to support other fam\%?embers. This financial depletion can increase the risk of
malnutrition ar{v}ﬁ;bility for the entire household®?.

Reduction 6household budget: The financial burden of the disease often leads to a
tigh n@{glsehold budget, affecting basic necessities. Families might reduce the quantity
or quality of food consumed daily and may also experience delays in paying for essential
services such as school fees, security, electricity, and other utilities.

Limited access to healthcare: Financial constraints caused by the illness of one family

member can drastically limit the ability of other family members to access healthcare
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services. This can compound health risks across the family, especially for those who require
medical attention themselves.

Childcare deficits: The physical and emotional demands of caring for a family member
with cervical cancer often result in diminished attention to the needs of children in the
household. This neglect can adversely affect the children’s development and overall well-
being, as both their physical care and psychological support may be compromised.
Psychological health limitations are also a significant concern for wome cervical
cancer. Depression is common, characterized by persistent feelings of s n&)elessness,
and a loss of interest in activities that were previously enjoyable. é frequently stems
from fear of the unknown about the disease’s progression, t %ptions, outcomes, and
the prospect of death can overwhelm the patient. This e fear can lead to withdrawal
from social interactions and detachment from Gb%rroundings. In such a state, the
patient’s ability to think positively and eff%% cope with their illness may be severely
impaired unless appropriate psychol.og\'kpport and care are provided. Together, these
physiological, psychological, and&gg\»economic limitations demonstrate how cervical

cancer profoundly disrupts'@only the health of the patient but also the stability and

functioning of their enti mily84.

Physiological @tions

Early m use: can occur in women with advanced cervical cancer, particularly when
the Nes are surgically removed as part of treatment. This procedure leads to an abrupt
cessation of estrogen and progesterone production, hormones essential for regulating
menstrual cycles and various bodily functions. Additionally, radiation therapy targeting the
pelvic area can also damage the ovaries, hastening the onset of menopause even without

surgical removal.
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Narrowing of the vagina: is another complication associated with cervical cancer.
Normally, the vaginal walls contain folds called rugae that stretch during childbirth or sexual
intercourse. However, cervical cancer and its treatments can reduce the elasticity and
expansibility of the vaginal canal, causing it to narrow. This narrowing often results in
dyspareunia, or painful sexual intercourse, and can also prevent vaginal delivery during
childbirth.

Kidney failure: may develop if the cancerous tumor grows large enough t press the
ureters the tubes that carry urine from the kidneys to the bladder. This obstsuction can cause
urine to back up, leading to hydronephrosis, a condition in w i@w kidneys become
swollen and stretched. Prolonged obstruction can result in sc §1 permanent damage to
the kidneys, potentially causing partial or complete loss o@ney function.

Vaginal discharge: is an uncommon but distress&,{@ptom in advanced cervical cancer.
This discharge is often foul-smelling an 1se for various reasons, such as tissue
breakdown within the tumor, leakag.e\hder or bowel contents into the vagina due to
fistula formation, or secondary ba@nfections of the vaginal area.

Pain: is frequently severe iﬁ@lcal cancer, especially when the disease spreads to involve
nerve endings, bones, scles. This intense pain can significantly reduce the patient’s

comfort and a('l')%.to perform daily activities, often necessitating comprehensive pain

managemenb

Socﬂ\l/& limitations

Work productivity is often diminished in women with cervical cancer due to the
debilitating effects of the illness and its treatment. Many patients require extended periods

away from their jobs to rest and attend medical appointments, which can affect their income

and job security.
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Reduced ability to perform activities of daily living is common, especially after major
surgeries such as a radical hysterectomy. Recovery from such operations can take six to
twelve weeks, during which time patients are advised to avoid strenuous activities like heavy
housework or lifting children to allow proper healing. Sexual health is frequently impacted
by cervical cancer and its treatments. Side effects such as vaginal dryness and narrowing
(stenosis) often contribute to painful intercourse, leading many women to find sexual
activity difficult or impossible during and after treatment. These challen@Qan strain
intimate relationships and may contribute to family instability. Q/

Together, these physiological and social limitations highlight the and multifaceted

>

ways cervical cancer affects women’s health and well-bei@ d the physical disease

itself®s. Q
2.1.19 Infection prevention for cervical cancer %@g programmer

Infection prevention is a critical aspect o cancer screening and must be strictly
observed to protect both patients er&}fhcare providers. During procedures such as
speculum or bimanual examinatio@ecimen collection, and treatments like cryotherapy,
providers should wear clean” @es to minimize the risk of transmitting infections. For more
invasive procedures, ir@?g the loop electrosurgical excision procedure (LEEP), the use
of sterile glov@&s tial to maintain a higher level of asepsis®. Adhering to established
guidelines @and hygiene, proper handling of instruments, and safe disposal of used
mata%/ iicluding gloves is vital in preventing the spread of pathogens such as HIV and
other infectious agents. These standard infection prevention and control (IPC) precautions
must be applied consistently with every patient, regardless of their apparent health status or

known infection history. This universal approach safeguards both patients and healthcare

workers by minimizing potential exposure to infections.
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Moreover, making infection prevention measures visible during the screening process such
as visibly washing hands and changing to new gloves can help alleviate any concerns or
anxiety the woman undergoing screening may have about the cleanliness and safety of the
procedure. This transparency builds trust and reassures patients about the quality of care

they are receiving.

R
2.1.20 World Health Organization Response on Prevention of Cervi l%@er
The WHO Global Strategy for cervical cancer elimination defines as reducing new
cases to fewer than 4 per 100,000 women annually. To achi %’,it sets three ambitious
targets for all countries to reach by 2030, laying the foun@-n for elimination in the coming
decades: first, ensuring that 90% of girls recei ef@{PV vaccine by age 15; second,
screening 70% of women with a high-quali%gby ages 35 and 45; and third, guaranteeing
that 90% of women diagnosed with cieg{hsease receive appropriate treatment. Modeling
studies estimate that by meeting t ge)Xrgets, up to 74 million new cases of cervical cancer
could be prevented, and 62 't@)n deaths avoided worldwide by the year 2120. To support
this global effort, resou\éand knowledge from WHO, UN agencies, and other partners are
available thromg % Cervical Cancer Elimination Initiative, which serves as a
comprehensive knowledge repository for stakeholders®.

Pre\Knt/Q;QIPV-related precancer and cancer is also integral to WHO’s broader Global
Health Sector Strategy on HIV, hepatitis, and sexually transmitted infections (2022-2030).
Furthermore, the World Health Assembly’s resolution on oral health incorporates actions
addressing mouth and throat cancers, recognizing the interconnectedness of cancer
prevention efforts. In response to these global calls, key stakeholders including donors and

national governments have increasingly prioritized cervical cancer within their public health
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agendas and budgets. The elimination of cervical cancer depends heavily on effectively
scaling up two critical prevention strategies: HPV vaccination as the primary prevention
method, and regular screening and treatment of precancerous lesions as secondary
prevention.

Importantly, even as HPV vaccination programs are rolled out, continued screening remains
essential for all women both vaccinated and unvaccinated to detect and manage a&sions
early. Achieving screening coverage of at least 70% of eligible women is nec@ to drive
a meaningful reduction in cervical cancer incidence®’. With concerted lc%llcommitment,
every country has pledged to eliminate cervical cancer as a public @p oblem, marking a
historic step toward safeguarding women's health worldwideoé

2.1.21 Ethical considerations for Cervical Cancer Scre g

Before implementing a cervical cancer screenin% @m, several key elements must be

considered to ensure it is ethical and equit@creening, early treatment of precancerous

conditions, and cervical cancer maﬁ@nt must be accessible to all women within the

target age group, including thos@h are poor, vulnerable, or hard to reach. It is essential

that treatment sewice&g@ﬁ available and accessible. Any diagnostic or confirmatory

tests included in the progfam must also be supported by appropriate follow-up care. Health
.
education sho@ provided to patients, healthcare providers, and communities to support
informed ions about screening and treatment. Confidentiality must be maintained
thro}g@e fective patient record systems and quality care. Healthcare providers should be
properly trained and equipped with clear protocols for managing and following up with
women who receive positive screening results. Additionally, a strong referral system should
be established for any health issues identified during screening. Comprehensive services,
including treatment and palliative care for cervical cancer and care for other reproductive

health conditions, should also be part of the program.
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2.1.22 Informed choice and informed consent

Informed choice is a fundamental principle in healthcare, ensuring that a patient receives
complete and understandable information before deciding whether to accept or decline a
proposed test or treatment. In the context of cervical cancer prevention, this means that
women must be fully informed about the implications of a positive test result, including the
necessary follow-up steps and available treatment options along with their ben«ﬁts and
potential outcomes. They should also be made aware of the possible co ences of
refusing screening or treatment. This information should be clearly c&ymicated and
reinforced immediately before any medical intervention, empowe i@e patient to make a
well-informed and voluntary decision regarding her care. %

Informed consent involves a patient's verbal or written ent to undergo a medical test
or procedure after receiving enough informati fb%ake an informed decision. Both
informed consent and informed choice are%@ed in the ethical principles of individual
autonomy and respect for personal .d,e&"okmaking. However, in many cultural settings,
consent may not be an individuakgg\alone, but rather part of a collective process that
includes input from family'@%rs, partners, or community leaders. Providing accurate
and accessible informa@?rough health education and counselling helps women and their
support netwoﬁ}@&tand important aspects of cervical cancer such as risk factors, the
role of scre@g in prevention, and potential risks associated with screening or treatment.
Ulti@%he patient has the right to make the final decision, ideally with support and
advice from those she trusts. Healthcare providers must remain sensitive to the potential for

coercion and take steps to ensure that each woman’s choice is truly her own and made

freely®®.

2.2 Theoretical Framework
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The Health Belief Model (HBM) has been one of the most widely used theories in
understanding health and illness behaviours. The HBM comprises several main constructs:
perceived susceptibility, perceived severity, perceived benefits, perceived barriers, self-

efficacy to engage in a behaviour and cues to action

2.2.1 The perceived susceptibility

Perceived susceptibility refers to an individual's belief about the chances of de%)ing a
particular disease or health condition. In other words, it reflects how likely, @’ on feels
they are to contract an illness. When it comes to cervical cancer, a w, &Vperception of
her own risk plays a crucial role in her decision to participate i tive measures like
screening. According to the Health Belief Model (HBM widely used psychological
framework for understanding health behaviors, a woman@nse of vulnerability to cervical
cancer strongly influences whether she follows %%mendations for screening. Research
consistently demonstrates that women @ognize and acknowledge their risk of
developing cervical cancer are moxa&y to take proactive steps, such as scheduling
regular Pap smears or receiving &cﬁf\@\f vaccine. Conversely, the belief that one is not at
risk can serve as a major E %e to screening uptake. Many women who do not perceive
themselves as susce&b\&) cervical cancer tend to delay or entirely avoid undergoing Pap

tests, thereby @'g

perceived highlights the importance of education and awareness efforts to ensure

opportunities for early detection and intervention. This gap in

won’n&gﬂderstand their vulnerability, which can motivate them to engage in lifesaving
screening practices®.

2.2.2 The perceived severity

Perceived severity refers to an individual’s assessment of how serious a health condition or
disease is. This perception encompasses not only the medical or clinical implications of

contracting the illness such as the risks of death, disability, or pain but also the broader
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social consequences, including impacts on work, family responsibilities, and social
relationships. In the context of cervical cancer, if a woman believes that the disease is severe
and recognizes that developing cervical cancer could lead to significant medical
complications as well as disrupt her social and economic life, she is more likely to take
cervical cancer screening seriously. This heightened sense of the potential seriousness of the

illness can motivate her to undergo regular screening tests, increasing the chances{of early
detection and treatment™. QQ

2.2.3 Perceived benefits ’\

Health-related behaviors are greatly influenced by an indivi% rceived benefits of
taking preventive action. Perceived benefits refer to ch a person believes that
engaging in a particular health-promoting behavior Q@ ffectively reduce their risk of
developing a disease or lessen its severity. k&antly, this belief in the value or
effectiveness of the action can motivate b \@)r, even if the objective evidence regarding
the action’s success is not fully knovs'/@derstood by the individual. When a person feels
personally vulnerable to a .se&(@‘health threat (perceived threat), whether they actually
change their behavior \lepends on how strongly they believe that the available
preventive meas?reﬁill elp reduce that threat. For instance, women need to believe that
undertakin p@ive actions such as cervical cancer screening or vaccination will
meaniné/ ower their chances of developing the disease. Thus, even if someone fully
acknowledges their susceptibility to a health condition and understands its seriousness, they
are unlikely to adopt any recommended health behaviors unless they also perceive those
actions as beneficial and effective in reducing the threat. In other words, optimal beliefs
about susceptibility and severity alone are not sufficient to drive action; a clear sense of the
potential benefits of preventive measures is also essential for motivating positive health

behavior changes.
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2.2.4 Perceived barriers
Health related behaviors are also significantly influenced by perceived barriers to taking
action. Perceived barriers refer to an individual’s evaluation of the obstacles or challenges
that might hinder them from adopting a health related behavior or making a behavioral
change. Even when a person recognizes a health condition as a serious threat and believes
that a certain preventive action can effectively reduce that risk, these barriers can discourage
I@nce, for
behavior change to occur, the perceived benefits of the action must m&@ e perceived

barriers. These barriers can include a wide range of concerns, su @1
t pot

undergoing a procedure, the financial costs involved, fears a@

or prevent them from engaging in the recommended health behavior.

e'inconvenience of
ential dangers like side
effects of medical treatments, physical discomfort or @ emotional distress, and even
social factors such as stigma or lack of sup rf.ﬁen individuals perceive that the
advantages of engaging in a particular hea vior exceed these obstacles, they are far
more likely to adopt the behavior. F.og\'kle, women are more inclined to participate in
cervical cancer screening progra@ they believe that the health benefits and early

detection advantages are 'g@er than the financial expense, possible discomfort, or

inconvenience associat%@% the screening process.
2.2.5 Cues to a(ﬁ@

Cues to ac@ are the triggers or stimuli that initiate the decision-making process for
ado%Q} recommended health behavior. These cues can originate from within the
individual (internal cues) or from external sources such as the environment or social
interactions. Internal cues include bodily sensations or symptoms that may signal illness,
while external cues encompass health campaigns, reminders from family or healthcare
providers, or exposure to relevant information. In the context of cervical cancer screening,

cues to action may involve recognizing symptoms, hearing about the disease through public
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awareness campaigns, or receiving encouragement from loved ones or medical professionals.
Early formulations of the Health Belief Model emphasized the importance of these cues as
essential factors that prompt readiness to act meaning that a woman’s perceived
susceptibility to cervical cancer and belief in the benefits of screening are often activated or
strengthened by such triggers.

For example, women are more likely to participate in cervical cancer screening if they
receive reminders from healthcare providers or family members. Written m Qs such as
culturally sensitive brochures, community newspapers, and educational Jea e@aso serve as

important cues, particularly when written in a language accesh target audience.
b

Public health campaigns delivered through media platforms highly effective as cues,

provided they are designed and implemented with c@a awareness and sensitivity.
Examples of cues to action include receiving a re 'r@mstcard from a healthcare provider,

observing the illness of a friend or familq‘@ er, or seeing health warning labels on

,&\

The Health Belief Model highlight@cues are necessary to prompt engagement in health-

products.

promoting behaviors, and tﬁgues can be internal like experiencing pain or symptoms or
external, such as info@on from healthcare professionals, media messages, or support
from close co 'd@p strength or intensity of the cues needed to motivate action varies
among indi@als depending on their perceived risk, seriousness of the condition, perceived
benQQ/ the action, and perceived barriers. For instance, someone who feels highly
susceptible to a serious illness and has a trusted relationship with a primary care physician
may respond readily to a simple public service announcement and proceed to get screened.
Conversely, a person who believes their risk is low and lacks easy access to healthcare may
require stronger or repeated external cues to prompt screening behavior.

2.2.6 Perceived self-efficacy
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Self-efficacy was incorporated into the Health Belief Model in 1988, adding an important
dimension to understanding health behavior change. It is defined as the belief or confidence
that an individual has the ability to successfully perform the behaviors necessary to achieve
desired health outcomes*’. For behavior change to be effective, individuals must first feel a
threat from their current behavior (reflected in perceived susceptibility and perceived
severity) and believe that adopting a new behavior will lead to a valuable outc& at an
acceptable cost (perceived benefits). However, beyond these beliefs, individu o need to
feel capable self-efficacious enough to overcome any barriers or c}%@s that might
hinder them from taking action. 0

For example, women should have confidence in their abilit@ﬁrgo regular Pap smear
screenings despite potential obstacles such as time const , fear, or lack of access. Self-
efficacy, therefore, refers to the belief that a per: @ carry out the necessary actions to
prevent a disease or condition even when {agi ifficulties. Research shows that women
with higher self-efficacy are more lilieg&Qticipate in cervical cancer screening programs.
Furthermore, those who have pr \ly undergone screening tend to have greater self-

efficacy, as their past expe'r@e with the health behavior reinforces their confidence to

continue engaging in it.gQ
2.2.7 Modifyir(‘\)@bles

Individual %acteristics such as demographic, psychosocial, and structural factors play a
sign@{Qole in shaping a person’s perceptions related to health behaviors, including
perceived seriousness, susceptibility, benefits, and barriers. Demographic factors encompass
attributes like age, sex, race, ethnicity, and education level. Psychosocial factors include
elements such as personality traits, social class, and the influence of peers or reference
groups. Structural factors involve knowledge about a particular disease and previous

experiences or contact with the disease. According to the Health Belief Model, these
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modifying variables do not directly determine health behaviors. Instead, they influence
behaviors indirectly by shaping how individuals perceive the seriousness of a health issue,
their susceptibility to it, the potential benefits of taking action, and the barriers they might
face. In this way, demographic, psychosocial, and structural variables affect the likelihood of
engaging in health-promoting behaviors by altering these core perceptions.
A
R
(O
/\
O
Q
O
Q
Q
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Theory of Planned Behaviour ®%
The Theory of Planned Behaviour.@B developed by Ajzen®', provides a systematic
framework for understandi.nthQ;%sychological determinants of women’s intentions to
undergo cervical can%@ning. TPB extends the Theory of Reasoned Action by
incorporating the s&uct of perceived behavioural control, which captures an individual’s
perception @f t \se or difficulty of performing a behaviour. In this context, TPB posits
that a \&%{1 s intention to participate in cervical cancer screening is the most immediate
predictef of her actual screening behaviours. This intention is influenced by three primary

constructs: attitude, subjective norm, and perceived behavioural control.

Attitude toward cervical cancer screening reflects a woman’s overall evaluation of the
behaviours. This includes beliefs about the benefits of early detection and prevention of

cervical cancer, as well as perceptions of potential challenges, such as discomfort,
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embarrassment, or fear associated with the screening procedure. A positive attitude toward
screening, characterized by the recognition of its health benefits and minimal perceived
drawbacks, strengthens a woman’s intention to engage in the behaviours. Subjective norm
refers to the perceived social pressure from significant others, such as family members, peers,
or healthcare providers, to perform or refrain from cervical cancer screening. Women who
perceive that important individuals in their lives endorse or encourage screening are more
likely to develop a strong intention to undergo the procedure. This construc ights the
role of social influence in shaping health-related decisions, paﬂic&b cultures or

communities where collective approval strongly affects individual @our 2,

Perceived behavioural control represents a woman’s percep of her ability to access and
complete cervical cancer screening. This encompas&@ctical considerations such as
availability of healthcare services, financial reso%%time constraints, transportation, and
personal skills or confidence. High pelﬁi@ behavioural control enhances both the
intention to be screened and the likeli of completing the screening, even when external

N

barriers exist. TPB recognizes t@g ceived behavioural control can influence behaviours

directly, especially w@ al control is limited, making it a critical component in
1\

understanding preve% ealth behaviours. TPB posits that the principal predictor of
behaviour is a@’ intention to perform that behaviour, which in turn expresses how
much eff planning they commit to it. Typically, stronger intentions lead to higher

likel g’of performance provided the individual has sufficient control over the behavior®3.

By integrating these constructs, the TPB provides a structured approach for understanding
the cognitive and motivational processes that drive cervical cancer screening. It allows
healthcare planners and policymakers to identify specific determinants attitudes, social
influences, and control beliefs that can be targeted to design effective interventions.

Strategies that foster positive attitudes, strengthen supportive social norms, and increase
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women’s perceived control over accessing screening services are expected to enhance

intentions and ultimately improve uptake of cervical cancer screening.

Q
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S

Fig 2.2.1 Theoretical Framework illustrating the health belief model® /\
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Fig 2.2.2 Theoretig&amework illustrating the theory of planned behavior”
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2.3 Review of Empirical Studies

Enhancing cervical cancer knowledge among women of reproductive age
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A study conducted in rural Kisumu County, Kenya, found that cervical cancer screening
rates remain critically low which is estimated at just 16% to 18% in many low- and middle-
income countries, including Kenya. One of the primary factors contributing to this low
uptake is the limited knowledge among women of reproductive age about cervical cancer
and the available screening services. The research assessed the impact of a dialogue-based
community health education intervention delivered by trained Community Health Valunteers
(CHVs). Using a longitudinal pre- and post-intervention design with control a ervention
groups, the study measured knowledge levels at baseline and after the i t&e)tlon. Results

’gtervention group,

showed a significant improvement in knowledge among wome%

confirming the effectiveness of CHV-led education sessions940
Impact of educational intervention on cervical canc@ening

A broader literature review, including sources f@ubMed, Medline, and Google Scholar,
confirmed that community-based educatiorﬁ@ewentions have been effective in increasing
acceptance and uptake of cervictl;\gan er screening across various settings. These

interventions improve awarer@\i empower women to make informed decisions about
°

their health®. QQ
Effectiveness <f e@onal intervention program about cervical cancer

Effective of educational intervention program about cervical cancer on working
wonbw knowledge, attitude, and practice carried in out in 2024 which aimed to evaluate
the effectiveness of an educational intervention program about cervical cancer on knowledge,
attitude, and practice among working women at Beni-Suef University where 150 women's
was picked by quasi-experimental design. Findings indicated a significant improvement in
participants' knowledge, attitudes, and practices throughout the intervention period. The

study also found strong positive correlations between knowledge and both attitude and
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practice. The researchers concluded that educational interventions are effective in raising
awareness and should be expanded to include broader public health campaigns targeting

women of all age groups®.

Effectiveness of health education intervention on knowledge regarding prevention of

cervical cancer

Study carried out on effectiveness of health education intervention on knowled rding
prevention of cervical cancer among women in a selected community of @zdu, Nepal
in 2024. Health education was provided in an interactive lecture for somen of reproductive
age in various wards. The program targeted 126 women, they \%ﬂ erviewed based on a
questionnaire consisting of 48 questions and comparing 1 of knowledge before and
four weeks after the intervention. The results shows knowledge of cervical cancer and
its prevention was poor among the commuv@/omen, but significant improvements

following the sessions. The study emphasik@e urgent need to implement health education

as a formal policy to help eliminate @;\q\c‘a cancer as a public health threat”.

Knowledge, perception a@ke of cervical cancer screening

In north-east Nigeri gzross—sectional study at Adama University Teaching Hospital
[ ]

surveyed 141 antenatal clinic attendees to understand their knowledge, perception, and use

of cervic er screening. Findings showed that most women who underwent screening

did %,&Le request of a health worker, while lack of awareness remained the main barrier

for those who had not been screened. The study highlighted the need for improved health

education to encourage screening uptake and address information gaps among women®®.

Knowledge, attitude and practice concerning cervical cancer screening
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A 2024 study in Yenagoa, Bayelsa State, Nigeria, on knowledge, attitude and practice
concerning cervical cancer screening among reproductive age group women revealed that
cervical cancer remains a major health concern, with Nigeria having one of the highest rates
of cervical cancer morbidity and mortality in Sub-Saharan Africa. The causes were lack of
access to HPV vaccines, limited knowledge, low awareness, stigma, lack of spousal support,
and poor decision-making autonomy among women. The study emphasized the need for
continuous training of healthcare workers to improve community en ent and
information dissemination. It also suggested that cervical cancer awar e@ould involve

not just health professionals but all community members, w@ edia and health
9

workers playing leading roles in spreading accurate informai@.

Q

Cervical cancer awareness, perception, and attituﬁ§

A study carried out cervical cancer awasgsrbperception, and attitude among female
students in tertiary health institutio.ns&zare, northeastern Nigeria, showed that while
awareness of cervical cancer was lg&r\ely high, actual knowledge and perception remained
low. A structured self-admini d questionnaire was administered to consented participants
and covered questions\bgeir socio-demographics, awareness, perception, and attitude
about toward c(.\iéi%ncer and its prevention. There was a disconnect between knowing
about the d@se and understanding its prevention. The study stressed the importance of
edu&@{pefforts tailored to the perceptions and knowledge levels of young women,
especially future healthcare providers, and called for broader vaccine availability and

parental involvement in HPV vaccination programs!®.
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Impact of Educational Programs on Knowledge and Attitudes

At Minia University Hospital in Egypt, a quasi-experimental study (pre-test, post-test) was
used with purposive sample of 100 women which was conducted at the out-patient clinic for
gynaecology to assess the effect of an educational program on women’s knowledge and
attitudes towards cervical cancer screening. Before the intervention, 21% of women had
poor knowledge; after the program, all participants showed improvement, m& 69%
achieving a good level of knowledge. Positive attitudes also increased fro to 82%.
The results demonstrated that targeted educational interventions can ;(Qi ntly improve

women's knowledge and attitudes towards cervical cancer sc%@ and recommended

periodic cervical cancer screening in reproductive health fffw .

The effect of multimodal interventions regardig@ cervical cancer diagnosis on the

women’s knowledge, attitude and partic@n cervical screening

The effect of multimodal interventiq)\&*#arding early cervical cancer diagnosis on the

women’s knowledge, attitude anQ&tR:ipation in cervical screening test program carried out

study conducted in rur; @sed a variety of educational strategies to raise awareness

about early cervical eancer detection. Among 300 women, quasi-experimental design was
.

executed with{a multi-stage sampling. Awareness rose to 99% post-intervention, and

screenin ipation jumped from 3% to nearly 80% following the interventions. The

ﬁnd}&ighligh‘[ed the value of using multiple educational approaches to improve

knowledge, influence attitudes, and increase screening uptake'®".

Knowledge and acceptability of cervical cancer screening

A descriptive study among 345 female students on knowledge and acceptability of cervical

cancer screening among female undergraduates in Babcock University Ilishan-Remo, Ogun
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State, Nigeria. The study revealed high awareness and willingness to undergo cervical
cancer screening. Nearly half were ready for screening, and over 76% said they would
participate if a healthcare professional performed the procedure. However, nearly half of the
respondents lacked accurate information about screening. The study recommended

establishing screening services on campus and implementing regular educational campaigns

102

Knowledge of Cervical Cancer among Women of Reproductive Age QQ

Knowledge of cervical cancer among women of reproductive age co d in Ibadan North

having good knowledge about the disease and its risQ(ac ors. The study emphasized the

need for healthcare workers to increase outrea?@pecially in clinics, and to focus on the

benefits of early detection '%. @
Q

Knowledge, Attitudes, and Pra%’&t?m Peru

A cross-sectional stud;%@\wledge and attitudes toward cervical cancer screening among
women in selecteqq's%lthcare facilities carried out in Peru explored the reasons for the
disconnect etgeaﬂ knowledge and actual cervical cancer screening behaviours. Women
who ha@n previously screened had better knowledge of cervical cancer symptoms, risk
factor\s,/ and prevention. However, embarrassment, fear of a diagnosis, and lack of
information remained significant barriers for those who had never been screened. Factors
such as pregnancy, symptoms, or encouragement from peers acted as motivators.
Misconceptions about screening procedures also hindered participation, pointing to the need

for culturally sensitive education and counselling 1%,

86



Barriers to uptake of cervical cancer screening among women in Nigeria: a systematic

review.

A study conducted among 450 women aged 30 and above in selected healthcare facilities in
Nigeria highlights the need for targeted interventions to improve cervical caancr ening
uptake. The findings reveal that while awareness of certain risk factors, su¢ch ag=€arly sexual
debut and smoking, is high, there are persistent m1sconcept10ns ’\ther risk factors,
including immunocompromised status. Moreover, despite hi re ess of cervical cancer
screening, barriers to screening persist, including perce@ ck of necessity, uncertainty
about screening locations, and underestimation of, q@l risk. These results underscore the
importance of addressing knowledge gaps eﬁ%§tltudlnal barriers to promote regular
screening and improve early detection of al cancer in Nigerian women. By building on

these insights, healthcare prov1der@ policymakers can develop targeted interventions to

reduce the burden of cervu@er in this populatlon

Knowledge andﬁ@ies Regarding Cervical Cancer Risk Factors and Screening

A study byémed out in the Department of Obstetrics and Gynaecology, Mata Gujari
HOS@D Delhi. Investigated the knowledge and attitudes regarding cervical cancer
risk factors and screening among women. Their cross-sectional study highlights the
importance of understanding the gaps in knowledge and attitudes towards cervical cancer,
which can inform targeted interventions to improve screening uptake and prevention. The
research emphasizes the need for awareness about cervical cancer risk factors, such as early

sexual debut and smoking, as well as the benefits of screening. By exploring the knowledge
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and attitudes of women towards cervical cancer, this study provides valuable insights for

healthcare providers and policymakers to develop effective strategies for cervical cancer

prevention and control 1.

Effect of Educational Program on Knowledge, Practice and Attitude of Women

Regarding Cervical Cancer

A quasi-experimental study involving 185 women at Suez Canal Univers@utpaﬁent
clinics evaluated the impact of an educational program on knowledge, practices and attitudes
regarding cervical cancer. The program led to significant imp (@ents in knowledge,
practice, and positive attitudes among participants, with lasti@§ observed in follow-up
phases. The study's findings suggest that targeted educa@l interventions can effectively
enhance women's understanding and behaviou ‘fé&d to cervical cancer prevention.
Recommendations include enhancing pro %1 training for healthcare providers and
Ny

providing targeted patient education Eg@ote cervical cancer awareness and prevention 7.

RO\

Knowledge, Attitudes, and Health Beliefs: A Randomized Controlled Study.

A randomized controlle t;@h‘l"urkey investigated the impact of cervical cancer education
on women's knowledge, ™ attitudes, and health beliefs. The study involved 105 women,
randomly assi@to either an experimental group (51) or a control group (54). The
educationpbdrvention significantly improved the experimental group's knowledge about
humNapillomavirus (HPV), including general information, screening tests, vaccines, and
vaccine programs (p < 0.001). Additionally, the education led to increased scores in cervical
cancer sensitivity, caring, health motivation, Pap smear utility, and motivation among

women in the experimental group, while reducing their general perception of Pap smear

barriers (p < 0.05). These findings suggest that targeted educational programs can effectively
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enhance women's knowledge and promote positive health beliefs regarding cervical cancer

prevention 108

Effect of Preventive Educational Program on University Female Students’

Knowledge and Attitude Regarding Cervical Cancer \

O

A recent study among 654 Port Said University students demonstrate eegéztiveness of a
preventive educational program in enhancing female studentg edge and attitudes
regarding cervical cancer. Prior to the program, only 1 of students had adequate
knowledge, but this increased significantly to 70.6‘V®Qdiately after the program and
remained high at 66.1% three months later. S@y, the proportion of students with
positive attitudes toward cervical cancer@n‘tion surged from 26.6% to 86.9% post-
program and remained high at 83! er three months. These findings highlight the

potential of targeted education@kerventions to promote awareness and positive health

beliefs about cervical c%@vention among young women'?.

Effectiveness (f T’@ed Health Education in Promoting Cervical Cancer Awareness

and Scre@Among Women

A he}Weducation program significantly increased cervical cancer screening uptake among
primary school teachers in Phnom Penh, Cambodia. The program resulted in higher
screening registration 32.1% vs 18.8% and uptake 24.1% vs 12.7% compared to the control
group. Additionally, the intervention group showed notable improvements in knowledge
about cervical cancer causes, symptoms, prevention, and benefits of early detection.

Specifically, awareness of human papillomavirus (HPV) as the cause of cervical cancer
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increased from 23.7% to 57.5%. These findings highlight the effectiveness of targeted health

education in promoting cervical cancer awareness and screening among women in

Cambodia '"°

Knowledge and Attitudes Regarding Human Papillomavirus Vaccinati;:n@cervical
Cancer Screening /\

Studies have consistently shown that knowledge and tudes towards human
papillomavirus (HPV) vaccination and cervical canc ing vary among women,
particularly pregnant women. A study in Hong Kon@und that only 34.6% of pregnant
women had sufficient knowledge about HPV .5% about cervical cancer, with ethnic
differences observed. Similarly, researc &I populations has highlighted the importance

of education and awareness in pror@stg

Factors such as ethnicity, fa@ustory, and previous screening experiences have been

PV vaccination and cervical screening uptake.

associated with increa@lihood of HPV vaccination and cervical screening. Overall,

enhancing know] nd addressing misconceptions and stigma are crucial strategies to

N

improve hee& ing behaviours among women

Cues to Action and Attitude towards Cervical Cancer Screening Uptake Among

111

Female Staff in Lead City University, Ibadan, Oyo State

The research carried out on Cues to action and Attitude towards Cervical cancer Screening
uptake Among Female Staff in Lead City University, Ibadan. The study focused on

exploring the cues to action and attitudes towards cervical cancer screening. A quantitative,
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descriptive cross-sectional approach was adopted, the study included 184 women aged 18
and above, selected through a multi-stage sampling method to ensure a broad representation.
The findings highlighted that cues to action played a significant role, with 98.3% of
participants strongly agreeing that a family history of cervical cancer would motivate them
to undergo screening. In contrast, social media and other information sources had limited
influence, with only 27.2% acknowledging their impact. Attitudes toward Cervical Cancer
Screening were varied, 64% of respondents exhibited a positive attitude to creening.
These results emphasize the need for focused interventions to overcon}<‘gilljnges such as

cost, limited access, and low awareness. Enhancing family §®dt ral engagement,

alongside effective health communication, could markedly b@t rvical Cancer Screening

uptake among women''%. Q
2.4 Conceptual Model (bsrb

A conceptual framework serves as a stru &represen‘[ation of how various concepts and
S

to explain the pathways thro\u.&%ich specific factors influence outcomes. For this study,

variables are logically related withi It offers a visual or descriptive guide that helps
the conceptual framew%?grounded in the Health Belief Model (HBM), one of the most
widely used theor@)models in public health for understanding health-related behaviours,
particularly rgﬁtive health actions like cervical cancer screening. A conceptual
framew@erves as a blueprint for understanding how different factors and variables
interact in a study. It illustrates the pathways through which independent variables (e.g.,
knowledge, attitude, demographics) influence dependent variables (e.g., health behavior,

such as cervical cancer screening uptake)

The Health Belief Model suggests that individuals are more likely to engage in a health

behaviour such as getting screened for cervical cancer when several key conditions are met:
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Perceived Susceptibility: The individual believes they are at risk of developing cervical

cancer. A higher perception of risk is likely to motivate screening behaviour.

Perceived Severity: The individual understands the serious consequences of cervical cancer,

including potential death, infertility, and high treatment costs, increasing the urgency to act.

Perceived Benefits: The individual believes that cervical cancer screening is effective in

detecting the disease early and preventing more severe outcomes. é

Perceived Barriers: The individual evaluates the potential costs or ne%ti@ aspects of
screening (e.g., fear, stigma, cost, access issues). A person is mor@ to take action if

they believe that the benefits of screening outweigh these barrifrs.

Cues to Action: These are external or internal prompts that trigger the decision to engage in

health behaviour. Examples include health cam%@, advice from a healthcare worker,

media messages, or witnessing someone el@rience with cervical cancer.

Self-Efficacy: The individual’s cé e in their ability to successfully take the

recommended health action, s@cheduling and attending a screening appointment.
&
%
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A
R
Fig 2.3 Conceptual Framework illustrating the health belief model '3 (JO
/\

2.5 Summary of the Literature Reviewed %Q
Cervical cancer originates from abnormal cell growth i @Vix, primarily due to HPV
(human papillomavirus) infection. It is classified inte, two major types: squamous cell
carcinoma (SCC), the most common, and ade cérgloma, which is less common. HPV,
especially high-risk types like HPV 16 and\\&gs the leading cause, with sexual behaviours,
multiple sexual partners, and early s%&tivity as key risk factors. The cervix is the lower
part of the uterus and consis.ts @x cell types: squamous cells (outer cervix) and glandular
cells (inner cervix). Can Q}ically develops in the squamocolumnar junction where these
two cells meet. S.)gr&ms of cervical cancer are often absent in early stages, with abnormal
bleeding and @ pain emerging later. Pap smears can detect precancerous changes,
allowin@@ﬂy intervention. The disease progresses through stages from localized to
meteh&ﬁc cancer, and the TNM staging system is used to assess tumour size, lymph node
involvement, and metastasis. Prevention focuses on HPV vaccination and safe sex practices.
The Gardasil and Cervarix vaccines protect against the most dangerous HPV types, and

regular screening (e.g., Pap tests) is crucial for early detection. Additionally, smoking

cessation, maintaining a healthy lifestyle, and reducing sexual partners can reduce risks.
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In conclusion, cervical cancer is a preventable and treatable condition, with HPV infection
being the primary cause. Early detection through regular screenings like Pap smears and
HPV testing plays a critical role in identifying precancerous changes before they develop
into full-blown cancer. Prevention strategies, such as vaccination against high-risk HPV
strains, safe sex practices, and maintaining a healthy lifestyle, are essential in reducing the
incidence of cervical cancer. By increasing awareness, promoting Vaccin.':&mj and

encouraging routine check-ups, the burden of cervical cancer can be signiﬁ@re uced,

¢
S

% Cervical Cancer Screening
atienal Journal of Community

leading to improved health outcomes for women worldwide.
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&c)\%odology

This chapter described the re %dea n, the study population, the setting of the study, the
p g

target population, the\%&ng technique, the instrument used for data collection, the

reliability and i{@of the instrument, the procedure for data collection, the methods

employed iﬁ&t
3.1 PQ}Q:Q; Design

nalysis, and ethical considerations.

This quasi-experimental study examined the effect of a Reproductive Education Intervention
on women’s knowledge and attitudes toward cervical cancer screening by comparing pre-

and post-intervention outcomes in experimental and control groups

3.2 Population of the Study
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Ibadan Southeast is a Local Government Area (LGA) located within the City of Ibadan in
Oyo State, part of Nigeria’s southwest geopolitical zone. Established in 1991, the LGA
covers an area of 17 square kilometers and had a population of 266,046 according to the
2006 census. Its administrative headquarters are situated in the Mapo Hall district of Ibadan
city. Ibadan Southeast shares boundaries with Ibadan Southwest, Ibadan Northeast, and

Oluyole LGAs. The dominant ethnic group in the area is the Yoruba, with Yoruba and

English being the primary languages spoken. Christianity and Islam are the GQrehgions

N

The LGA is home to several industries, including manufacturing a -processing. It also

practiced by the residents.

boasts numerous banks, hotels, restaurants, recreation@acﬂities, and educational
institutions. Known for its vibrant commercial activ&&oadan Southeast hosts several
bustling markets such as Owode Academy, Oran@rbnd Oja-Oba, where locals engage in
buying and selling a wide variety of good\ ionally, residents are involved in various
economic pursuits including textile w@ and dyeing, woodworking, traditional medicine,

trading, teaching, manufacturing@igahing, artisan crafts, and civil servicel.

Target population QQ\

The target popul.aq'&or this study comprises of women of reproductive age between 15
and 49 yea &age attending ANC and FP Clinic in Oranyan and Agbongbon Primary
Health entres in Ibadan South East LGA Oyo State.

33 S}ﬁle and Sampling Techniques

A purposive sampling technique was adopted to choose Oranyan and Agbongbon Primary
Health Care Centres in ward two (2). According to the registration office of Oranyan and
Agbongbon Primary Health Care Centres, the total number of childbearing women attending
the outpatient clinic monthly was 800. The sample size was determined using Cochran's

statistical formula as follows? 3-4 .
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Calculation
n = required sample size.
z = 1is the Z score at 95 % confidence level equal 1.96

p = Prevalence of Patients diagnosed with cervical cancer (0.5 if unknown)

e= Margin of error at 5 % (standard value of 0.05). *

N= population size 800 { 0

Z2p(1-p)z 6\

n= e2
1+ 22 p(1-p) %
Ne2 0

(1.96)2 (1- 0.5) (0.5) Q
= (0.052 Q
17(1.96)2 (0.5) (0.5) &b
(0.05)2800 o)

n=112 @
(Attrition value= 9) &@

n=121 AQ;&
Inclusion criteria: \
Q

o Childbeazig&men aged 15-49 years.
e Ma 'e&rg\men

o who registered and are attending the attending ANC and FP in clinic

Nlomen who consent to taking part in the study
Exclusion criteria:

e Women who had been screened for Cervical Cancer.

e  Women with history of hysterectomy or surgical treatment on the cervix

Sampling technique
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A multi-stage sampling technique was employed to recruit participants systematically. The

process involved the following stages:
Stage One — Selection of Areas

Ibadan South East Local Government Area was purposively selected because it was located
in the interior part of Ibadan and consisted of many communities. A Simple random
sampling technique by flipping a coin head for yes and tail for no to select *Qlitical
constituency (Ibadan South East constituency 1) out of the two constituenc(i/@dan South
East Local Government Area. Wards were selected using simpl ’agoQom sampling by

balloting (each ward written on a separate piece of paper), and%out of the six political

% tA lected
@Oyernment Area were selected.
\V
2

Stage Two — Selection of Health Facilitie \be

wards in Constituency One (1) in Ibadan South East Loca

A purposive sampling technique was'@ select Oranyan and Agbongbon Primary Health

Care Centre based on patient Vol@g accessibility, and willingness to participate.

Stage Three — Selectiﬁs@?articipants

Purposive sam T@ used to assign respondents to the experimental and control groups,

respectively@om each selected healthcare center, eligible women aged 25-49 years were

list@garticipants were randomly selected using a systematic random sampling method

(e.g., every 3rd eligible attendee) until the desired sample size for both the intervention and

comparison groups was achieved.

3.4 Description of the Research Instrument
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A validated and structured, interviewer-administered questionnaire was used for data
collection. All questions were in the form of Multiple-Choice Questions (MCQs). Closed-

ended questions (yes/no and Likert Scale, all adapted) were divided into three (3) parts:

Section A: Socio-demographic characteristics of respondents/participants. It consisted of six
(6) items, such as age, marital status, religion, educational status, occupation, ethnicity,
marital and reproductive history (11 items), including age at first sexual intercourswﬂtiple
sexual partners, history of smoking, history of STDs, use and duration of @%ﬂ family

planning methods, cervical cancer history, age at menarche, number o%g cies, number

of parities, and family history of cervical cancer. &

Section B: Knowledge about Cervical Cancer scregii his section assessed the

knowledge level of reproductive-aged women abo»QQervical cancer and screening. It

consisted of thirteen (13) questions adapted frov@t studies® and °.

Section C: Attitude of women towar(@ical cancer screening. This section assessed

attitudes using five (5) questions a rom another study’.

3.5 Validity of the Resear@ruments

The validity of .twearch instrument (questionnaire) was established using face and
content Val'dit@ria. The questionnaire was presented to the supervisor for necessary
correctio §Es process ensured the instrument's reliability and validity. The instrument
was}t&lghly reviewed for appropriateness in language, clarity, content adequacy, and its

ability to elicit accurate data. It was translated into Yoruba by a certified translator for

participants who could not read English.

3.6 Reliability of the Research Instruments
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Reliability referred to the stability, consistency, accuracy, and dependability of the
instrument. It indicated the degree to which the instrument yielded consistent results across
similar groups, regardless of the administrator. To ensure reliability, the questionnaire was
pretested among 11 participants at Odinjo Primary Health Care Centre, who shared similar
characteristics with the study population. A test—retest method was employed to establish a

reliability coefficient > r = 0.7, and Cronbach’s alpha (o) was used to conﬁrm\intemal

consistency. QQ

3.7 Method of Data Collection ;\

The researcher visited Ibadan South East Local Government Ar@resent an introductory
letter from the Department of Nursing, Lead City Universi @an, to the Medical Officer,
who then introduced the researcher to the appropriat % centers. An application letter,
along with the research proposal, was submittepb e Institutional Review Board (Ethical
Committee) of the Oyo State Ministry c@alth. Upon receiving ethical approval, the

approval letter was returned to the vernment Authority, and copies were presented

to the heads of each Primary. I@are Centre.

N\
Consultations were he)@%the PHC heads to determine appropriate days for conducting
the study duri and FP clinic sessions. Participants were recruited using simple
random Sa%l into intervention and control groups. The intervention group completed a
pre-'&t/&@lon questionnaire and received the educational package on the same day. A
post-intervention questionnaire was administered two weeks later. Questionnaires were
available in both English and Yoruba. They were collected on-site to ensure a high return
rate. The purpose of the study was explained in simple language to each participant.
Informed consent was obtained verbally, and participants were assured of confidentiality and

informed that participation was voluntary and withdrawal was allowed without penalty.
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Implementation Phase

An educational program was designed for women of reproductive age to improve their
knowledge and attitudes towards cervical cancer. A total of 121 women (including a buffer
for attrition) were randomly divided into control and experimental groups 61 participants in

the experimental group and 60 in the control group. The program was implemented over

eight weeks, with eight visits. *

The intervention took place at Oranyan Primary Health Care Centre. E @ion lasted
approximately one hour and covered topics such as the definiti cervical cancer,
prevalence, risk factors, symptoms, prevention, treatment,%ening tests, and the
importance of early detection and preventive pract% t-test questionnaire were

administered only to participants in the experimental g .

3.8 Method of Data Analysis \Q’bb

The data collected through the stﬂed questionnaires were manually sorted for
completeness. Descriptive stati%?lch as frequency counts, percentages, means, and
standard deviations were &%to analyze the research questions. Inferential statistics,

specifically the t-test, w sed to test the hypotheses. Charts and graphs were employed to

[ ]
present the dathJ@ of interpretation.

x@t}
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b Chapter Four

\9 Result and Discussion of Findings

This chapter presents the result of data analyses of the study. A total of one hundred and
twenty-one (121) questionnaires were distributed to both experimental and control group,
sixty-one (61) questionnaires were distributed to experimental group before and after and
sixty (60) questionnaires were also distributed to control group before and after the

implementation of reproductive health education. One hundred and seventeen (117)
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questionnaires were completed and returned before and one hundred and sixteen (116)
questionnaires were returned after the implementation of the reproductive health education
program, the remaining questionnaires were either not returned or returned uncompleted,
giving a response rate of 117 (96.70%) before and 116 (95.04%) after the program. The
Completed questionnaires were examined for coherence, consistency, and adequacy of
responses, after which the information they contained was entered into an Excel spreadsheet
and cleaned prior to analysis. The Statistical Package for Social Sciences ( &tware

,\Q/

A summary statistical tool was used to determine proportions for Qorical variables and

version 22 was used to analyses the data.

presented as frequencies, percentages and Charts. A paired le t-test was conducted to
evaluate changes in participants’ knowledge of cervi&@cer and their attitude towards
cervical cancer screening within the intervention @by comparing scores before and after
the reproductive health education intervef\@ e same analysis was carried out for the
control group. To assess the impact-@intervention, an independent sample t-test was

employed to compare scores b@@ the intervention and control groups on the same
4.1 Demographi.c&Analysis

Table 4.13& ing frequency distribution on Socio demographic characteristics of

the studig en (116)

variables.

Experimental Control

Varia Category Group (n=59) Group (n=57) p-value
Age Lessthan 16 1 (1.69) 0 (0.00) 0.470
16-18 3 (5.08) 5@8.77)
19-21 18 (30.51) 12 (21.05)
22-24 25 (42.37) 31(54.39)
25 and above 12 (20.34) 9 (15.79)
Mean Age 22.25 22.32
Marital status Single 7 (11.86) 4(7.02) 0.210
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Married 41 (69.49) 49 (85.96)
Divorced 8 (13.56) 4(7.02)
Others 3(5.08) 0 (0.00)
Religion Christian 19 (32.20) 16 (28.07) 0.657
Muslim 39 (66.10) 41(71.93)
Others 1(1.69) 0 (0.00)
Educational status Illiterate 3 (5.08) 1 (1.75) 0.412
Basic 8 (13.56) 5(8.77)
Seconda
: ducatiofly 32(54.24) 40 (70.18) *
University 10 (16.95) 7 (12.28) Q
Postgraduate 6 (10.17) 4 (7.02) (_00
Ethnicity Yoruba 56 (94.92) 57 (100) ,\ 127
Hausa 1 (1.69) 0 (0.00Q
Igbo 0 (0.00) 0 (o%
Others 2 (3.39) .00)
Occupation Housewife 12 (20.34) 3.90) 0.178
Self-employed 28 (47.46) 5(25.42)
Private 5 (S.ng 3(5.09)
employee
Srﬁgfiﬁ‘;em @.73) 19 (32.20)

S

Source: Field Survey, 2025

&

N\
Table (4.1a) Shows that Sldy involved 59 participants in the experimental group and 57
in the control @ e age distribution shows that the majority of participants in both
groups W, bvithin the 22 to 24 years age bracket, accounting for (42.37%) in the
expe\&fal group and (54.39%) in the control group. The next largest age category was 19
to 21 years, representing (30.51%) and (21.05%) respectively. Very few participants were
under 16 years, with only (1.69%) in the experimental group and none in the control group.
The calculated mean age group was approximately 22.25 years for the experimental group
and 22.32 years for the control group, indicating a similar age profile across groups. In terms

of marital status, the majority of respondents in both groups were married (69.49%) in the
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experimental group and a notably higher 85.96% in the control group. Single participants
made up (11.86%) of the experimental group and (7.02%) of the control group. Divorced
individuals were slightly more in the experimental group (13.56%) compared to the control
group (7.02%), while (5.08%) of the experimental group identified as others, a category not
represented in the control group. The table further show that a higher percentage were
Muslim in both groups, with (66.10%) in the experimental group and (71.93Qin the
control group. Christians accounted for (32.20%) and (28.07%) in the ex ntal and
control groups respectively. A small proportion (1.69%) of the experimental greup identified
with other religions, while none did so in the control group. Rega ’gducational status,
over half of the participants in both groups had attained seco@y%cation (54.24%) in the
experimental group and (70.18%) in the control gro@niversity graduates made up
16.95% in the experimental group and (12.28% i@ control group, while those with
postgraduate education accounted for (%% and (7.02%) respectively. A small

proportion were illiterate (5.08%) experimental (1.75%) control or had only basic education
(13.56%) experimental (8.77%) 00\69\

Ethnic distribution wa@lmingly Yoruba in both groups, comprising (94.92%) of the
experimental groug)i% 100% of the control group. Other ethnic groups Hausa and Others

were repreznt@ the experimental group only, with (1.69%) being Hausa and (3.39%)

categoriz others. No Igbo participants were recorded in either group. Occupationally,
self—é\ployment was the most common among experimental participants (47.46%), while
government employment (33.33%) and housewifery (35.09%) were more frequent in the
control group. Housewives accounted for (20.34%) of the experimental group and (35.09%)

of the control group. Government employees comprised (23.73%) of the experimental group

and (33.33%) of the control group, while private employment was less common across both

groups.
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the studied wom {.&= 116)

Experimental Control

Variable N\ Q 3 Category Group (n=59) Group (n=57) p-value

Age Sta“%Q“al intercourse ;¢ 11 (18.6) 19333) 01109

(years) Q}

\/ >16 48 (81.4) 38 (66.7)

Multiple sexual partners Yes 3(5.3) 7 (12.3) 0.3212
No 54 (94.7) 50 (87.7)

History of smoking Yes 2 (3.4) 0 (0.00) 0.4958
No 57 (96.6) 57 (100)

History of STD Yes 36 (61.0) 42 (73.7) 0.2093
No 23 (39.0) 15 (26.3)

Ever used modern FP method Yes 52 (88.1) 42 (73.7) 0.0805
No 5(11.9) 15 (26.3)
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Experimental Control

Variable Category Group (n=59) Group (n=57) p-value

Duration of modern FP method  1-4 years 16 (27.1) 25 (43.9) 0.0908
>5years 43 (72.9) 32 (56.1)

Family history of cervical cancer Yes 2 (3.4) 0 (0.00) 0.4958
No 57 (96.6) 57 (100)

Ever been pregnant Yes 54 (91.5) 51(89.5) 0.9521
No 5(8.5) 6 (10.5)

Gravity 1-5 51 (94.4) 46 (90.2) 0.4803
>5 3(5.6) 5(9.8)

Parity 1-5 52 (96.3) 57 (100) @14
>5 23.7) 0 (0.00) (

Source: Field Survey, 2025 /\V

Table (4.1b: P@ﬁe comparison between the experimental and control groups which
shows th%

ceerancer risk. Most women in both groups started engaging in sexual intercourse after

groups were quite similar in their background characteristics related to

age 16. Although more women in the control group (33.3%) started at age 16 or younger
compared to the experimental group (18.6%). The data on multiple sexual partners shows
that the majority of participants in both the experimental and control groups reported not
having had multiple sexual partners. Specifically, in the experimental group, only 3 out of 59

women (5.3%) reported having multiple sexual partners, while 54 women (94.7%) said they
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had not. In the control group, 7 out of 57 women (12.3%) reported having multiple sexual
partners, with 50 women (87.7%) indicating they had not. Although the control group had a
slightly higher percentage of women with multiple sexual partners compared to the
experimental group, this difference was not statistically significant (p = 0.3212). Therefore,
the presence of multiple sexual partners was relatively low in both groups and did not differ
significantly prior to the intervention. Smoking history was rare in both groups, &nh only
3.4% of experimental participants having smoked, and none in the contr@up (p =

More women in the control group (73.7%) had history of sex @smitted diseases
%

0.4958).
(STDs) than in the experimental group 61.0. Regarding the 6 odern family planning
methods, 88.1% of women in the experimental group ha@i them compared to (73.7%) in
the control group. More women in the experime a@p (72.9%) had used them for five
years or more, compared to (56.1%) in\%(@antrol group. Only two women in the
experimental group reported having. ily" history of cervical cancer, while none in the
control group did. Almost all wom@both groups had been pregnant before, and most had
between one to five pregnan’c@nd children. These similarities mean that both groups were
generally alike in term?*éa%ors that could affect cervical cancer risk.
)

O

4.2 Present@n of Data

Table é;Qaired sample t-test on Pre and Post test reproductive health education on
Cervital Cancer Screening for Participants in the intervention group

. Pre Post Mean Std p-
Variables n=59(%) n=59(%) Mean Difference Dev ¢ value

Ever heard about cervical

29(48.70) 56(94.91) 71.81 46.21 7.11 6.50 0.000
cancer

The most common cause

of cervical cancer is HPV 25(41.74) 52 (88.13) 64.94 46.39 7.68 6.04 0.000

Ever heard about cervical

. 16 (27.83) 48 (81.35) 54.59 53.52 7.73 6.92 0.000
cancer screening
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Development of cervical

cancer takes years 32 (54.78) 54 (91.00)

Is cervical cancer

preventable disease 27(45.22) 49 (83.48)

Is cervical cancer curable

P 9 (15.66) 53 (89.83)

Cervical cancer is a killer

G 43 (72.17) 51 (86.09)

Bleeding during sexual

intercourse may be a sign 25(41.74) 49 (83.05)

Possible to have cervical

cancer without symptoms 28 (47.83) 49 (83.05)

All eligible women can
have cervical cancer 23 (39.13) 57 (96.61)
screening

Heard of human papilloma
virus vaccine?

Heard of pap test/ HPV
test?

Ever had a Pap/HPV test
in lifetime

35(59.32) 55(93.22)
24 (40.68) 52 (88.13)

9 (15.66) 9 (15.66)

72.89

64.35

52.74

79.13

62.40

65.66

67.87

58.26

36.22

38.26

74.17

13.92

41.31

35.65

57.48

60.87

7.47 4.85 0.000

8.08 4.73 0.000

6.15 éz.o 0.064

7.37 1.89 0.000

8.07 5.12 0.000

8.10 4.40 ®
6&. 0.000

@1 8.52 0.000

57.54 @ 7.15 8.56 0.000

g@t}@.oo

6.69 0.00 1.000

Source: Field Survey, 2025 \
&
N
R
O

Tabwz Presents the findings from the pre- and post-intervention assessment demonstrate
a significant improvement in participants knowledge about cervical cancer following the
reproductive health education program. Before the intervention, less than half of the women
(48.7%) had ever heard of cervical cancer. However, after the intervention, this number rose
sharply to (94.91%). Similarly, awareness that Human Papillomavirus (HPV) is the most

common cause of cervical cancer increased from (41.74%) to (88.13%). Knowledge about
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cervical cancer screening also improved substantially, with only (27.83%) of participants
having heard about it before the intervention, compared to (81.35%) afterward.
Understanding that cervical cancer develops over many years improved from (54.78%) to
(91.52%), while awareness of its preventability rose from (45.22%) to (83.48%). The belief
that cervical cancer is curable showed the largest change from just (15.66%) before to
(89.83%) after the intervention though the associated p-value (0.064) suggests thi&hange
was not statistically significant. The perception of cervical cancer as a dead@ﬁase also

C

increased modestly from (72.17%) to (86.09%).
Additionally, recognition that bleeding during sexual intercourse oa warning sign of
cervical cancer improved from (41.74%) to (83.05%). Kno@g that cervical cancer can
occur without obvious symptoms rose from (47.83%) to 05%). Notably, the belief that
all eligible women can undergo cervical cancer %Qg without complications increased
significantly from (39.13%) to (96.61%). A ’r@s of the HPV vaccine improved markedly
from (59.32%) to (93.22%), and fazn%l'&%with Pap/HPV testing rose from (40.68%) to
(88.13%). However, despite thes \ in knowledge, the percentage of participants who
had actually undergone a Pé&o&%\f test remained unchanged at (15.66%), indicating that
increased awareness &éwt automatically lead to increased screening behaviours. The

statistically si i®p-values (p < 0.001 for most items) show that the educational

intervention@s highly effective in improving knowledge of Cervical Cancer Screening.

\/Q/
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Table 4.3: Sho.wﬁaired samples t-test on Pre and Post test Cervical Cancer
Screening for N{ ipants in Control group
e

Control Intervention

Mean Std

Variable group Group Mean . p-value

R Q’Jb n=58(%) n=57(%) Difference Dev
Ever hedrd about cervical 42.1) 29(50.88) 606 -428 82 3.92 0.0003
cancer
The most common cause
o comonl cai by 19(333) 25(4386) 675 -6.71 10.1 3.39 0.0012
Ever heard about cervical - 3¢ 66 67y 32 (56.14)  3.07 -1326 97 -3.56 0.0008
cancer screening
Development of cervical g 50 00y 16(28.07) 249 -17.83 114 -643 0.0001
cancer takes years
Is cervical cancer a 35(61.40) 28 (49.12)  2.57 -13.86 9.5 -4.36 0.0001

preventable disease?
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Control Intervention
. Mean Std
Variable group Group Mean Difference Dev T p-value
n=58(%) n=57(%)

Is cervical cancer a curable

Jiscase? 25(43.86) 27(47.37) 483 -6.95 83 135 0.1820

Cervical cancer is a killer

. 40 (70.18) 49 (85.96) 2.69 -16.22 10.8 -5.42 0.0001
disease

Bleeding during
intercourse may be a sign 25 (43.86) 28 (49.12)  5.12 -4.96 7.6 2.64 0.0104
of cervical cancer

Possible to have cervical *
cancer without 9 (15.66) 9 (15.66) 0.00 0.00 0.0 GQ 1.0000

signs/symptoms

All eligible women can
have screening without 31(54.39) 23(40.35)  1.89 -14.430’(§U -5.33  0.0001

complications
Heard of human %

papillomavirus (HPV) 31 (54.39) 29 (50.88)  2.38 s 65 -1.75 0.0859
vaccine Q

Heard of Pap test /HPV 4 7 12y 43 (75.44) 6 600 84 231 00243
test ’Z}

Ever had a Pap / HPV test

in your lifetime 18 (31.58) 16(28.0@4.04 -4.12 6.1 1.98 0.0526

Source: Field Survey, 2025 . 5\%

&
N
)
C
O
TabNg:gows results from a paired-samples ¢-test on women’s knowledge of cervical
cancer before and after a non-related health education session. Among 57 participants, some
knowledge areas improved while others declined. Awareness that cervical cancer is a killer
disease increased from 70.18% to 85.96% (p < 0.0001). Knowledge that bleeding during
intercourse may be a symptom rose from 43.86% to 49.12% (p = 0.0104). Awareness of the
Pap/HPV test slightly improved from 70.18% to 75.44% (p = 0.0243). However,
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understanding that cervical cancer develops over years dropped from 50.88% to 28.07% (p <
0.0001). Belief that screening has no complications fell from 54.39% to 40.35% (p <
0.0001). Awareness of screening declined from 66.67% to 56.14%, and belief that cervical
cancer is preventable decreased from 61.40% to 49.12%. Knowledge of the HPV vaccine
and curability showed minor, non-significant changes. Understanding that cervical cancer

can occur without symptoms remained low at 15.79%. *

(O
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Table 4.4 Showing Independent samples t-test on Pretest Scores on Cervical Cancer
and Screening for the Intervention group and control group

Control Interventio
. Mean Std
Variable Group Mean . p-value
n=58(%) Group Difference Dev
n=59(%)
Ever heard about cervical cancer (4221 1) 29(50.88) 26.5 5 8.7 3.32 0.0013
The most common cause of 19
cervical cancer is HPV (33.33) 25(43.86) 220 6 99 &5 0.0001
Ever heard about cervical cancer 38 16
screening 6667y (@807 20 22 @‘13-01 0.0001
Development of cervical cancer 29 32 (g
takes years (50.88) (56.14) 303 3 /\ 3 1.86 0.0653
Is cervical cancer a preventable 35 27
disease ©140) @737 M0 98 529 0.001
Is cervical cancer a curable 25
Jisease (43.86) 9 (15.79) 17.0 -16 10.7 -10.47 0.0001
Cervical cancer is a killer disease 49 (84.48) 43 (72.88) @ -6 9.1 -432 0.0001
Bleeding during intercourse may 5 ) 74y 95 a1y 1250 0 0.0 0.00  1.0000
be a sign of cervical cancer
Possible to have cervical cancer g 5 79, N2) 185 19 10.6 11.98 0.001
without signs/symptoms \
All eligible women can be 31 (54, 3(4035) 270 -8 92 -541  0.0001
screened without complications
Heard of human t?
papillomavirus (HPV) vaccine 3 @L 9) 16(28.07) 23.5 -15 10.0 -9.17  0.0001
Heard of Pap test / HPV test Q\4 (70.18) 16(28.07) 27.5 5 10.4 -14.57 0.0001
Have you ever had a Pap/H%
test in your lifetime 18(31.58)  9(15.79) 13.5 9 83 6.75 0.0001

(”@

Source: Field S@y\,fO%

&

Table 4.4 Presents the results of an independent samples t-test conducted on the pretest

scores of the intervention and control groups to assess their baseline knowledge of cervical

cancer and screening. The analysis aimed to determine whether there were initial differences

in understanding between the two groups before any intervention took place. As shown in

the table, the women in the intervention group demonstrated greater knowledge of cervical
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cancer, compared to the control group. Additionally, an independent-samples t-test
confirmed that the difference in cervical cancer knowledge between the two groups was
statistically not significant, indicating that the intervention group began the study with a
stronger understanding of the disease. In some areas, there were significant improvements.
For instance, awareness that cervical cancer can occur without signs and symptoms rose
sharply from (15.79%) in the control group to (49.12%) in the intervention group, &ving a

33.33 percentage point increase, which was highly significant (p < 0.00d)NSimilarly,
)

knowledge that HPV is the most common cause increased from (33.33%) .86%), and

those who had ever heard about cervical cancer rose from ( to (50.88%), both

showing moderate improvements. Q

However, several important indicators declined in the int€rvention group. For example,
awareness of cervical cancer screening dropp%%stically from (66.67%) control to
(28.07%) intervention, reflecting a 38.6 p#\@rge point decline. Similarly, knowledge of
the Pap/HPV test fell from (70.18%‘)\\' (28.07%), and awareness of the HPV vaccine
decreased from (54.39%) to ( (7—%). These represent major declines in knowledge,
possibly indicating conﬁ@neffective messaging in those areas during the intervention.

In terms of preventive utiderstanding, the belief that cervical cancer is preventable dropped

from (61.40%@. %) and belief that it is curable plummeted from (43.86%) to just
(15.79%)& decreases are concerning, especially since they may discourage screening
or trﬁ&ﬂ—seeking behaviour, there was no change in the proportion of participants who
recognized that bleeding during intercourse could be a sign of cervical cancer both at
(43.86%), and awareness that cervical cancer is a killer disease slightly declined from

(85.96%) to (75.44%).
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Table 4.5: Showing Independent samples t-test on Post test Scores on Cervical Cancer
and Screening for the Intervention group and Control group

Control  Intervention
Variable Group Group Mean
n=57(%) n=59(%)

Mean Std T d p-
Difference Dev value

Ever heard about cervical
cancer 29 (50.88) 56(94.91) 0.7289 0.4403 0.0721 6.10 76 0.0001
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The most common cause

of cervical cancer is 25 (41.74)
HPV

Ever heard ab‘out cervical 32 (54.78)
cancer screening

Development of cervical 16 (27.83)
cancer takes years

Cervical cancer is a

preventable disease 28 (49.12)
Cervical cancer is a

curable disease 27(45.22)
Cervical cancer is a killer 40 (69.57)

disease

Bleeding during sexual
intercourse may be a sign 28 (47.83)
of cervical cancer

It is possible to have
cervical cancer without 9 (15.66)
signs and symptoms

All eligible women can
have cervical cancer
screening without
complication

23 (39.13)

human papillomavirus

52(88.13)  0.6494 04639  0.0777 5.97
48 (81.35) 0.6807 0.2657  0.0832 3.19
54 (91.00) 0.5942 0.6317  0.0701 9.01
53 (83.48) 0.6630 0.3436  0.0820 4.1

53 (89.83)  0.6753 0.4461 0.0765@
49 (86.09) 0.7783 0.1652 o£\758 2.18
49 (83.05)  0.6544 0.3522$0.0822 4.8
49 (83.48) 0.49i\o§ 782 0.0682 9.94
57 (96. 6787 0.5748  0.0688 8.35

Have you heard of 29 (50.88) @) 0.6979 0.3782 0.0780 4.85

(HPV) vaccine
Have you heard of pap

N
test/HPV test? %@)

Have you ever had a

Pap/HPV test in your,&
lifetime ( N> 16(27.08)
N\

Q

52(88.13)

9(15.66)

0.8179

0.3777

0.1269 0.0709 1.79

0.1939 0.0881 2.20

96

106

95

103

92

104

104

114

71

94

104

113

Source: Fielﬁb@vey, 2025
\¥

0.0001

0.0018

0.0001

0.0001

0.0001

0.0315

0.0001

0.0001

0.0001

0.0001

0.0763

0.0298

Table 4.5 shows that the intervention group had significantly higher knowledge of cervical

cancer than the control group. Most participants in the intervention group (94.91%) had

heard of cervical cancer compared to 50.88% in the control group. Awareness of HPV as the
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main cause was also higher (88.13% vs. 41.74%), as was knowledge that screening is
available and important (81.35% vs. 54.78%) and that the disease develops over several
years (91% vs. 27.83%). The intervention group also showed greater understanding that
cervical cancer is preventable, curable when detected early, and a killer disease. Recognition
of bleeding during intercourse as a symptom increased from 47.83% to 83.05%, and

awareness that cervical cancer can occur without symptoms rose sharply from 1&66% to

83.48%. Q/QQ

Table 4.6: Showing Independent sample t-test between the differences of the Pretest
and Post-test of Intervention and Control groups
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Variable Mean Difference Mean Difference p-
(Intervention) (Control) value
Ever heard about cervical cancer 3391 -4.28 7.10 0.0001
The most common cause of 29.56 671 6.55  0.0001
cervical cancer is HPV
Ever hgard about cervical cancer 53.04 1326 391 0.0001
screening
Development of cervical cancer
25.22 -17.83 7.88  0.0001

takes years
Ig cervical cancer a preventable 2391 13.86 6.96 ”A@Ol
disease Q
IS. cervical cancer a curable 17.39 6.95 .OD 0.1200
disease
Cervical cancer s a killer 17.39 -16.22 Q’\6.79 0.0001
disease
Bleeding during sex may be a 21.74 14,96 % 574 0.0066
sign of cervical cancer 0
Possible to have cervical cancer 2174 0.0Q 497 1.0000

without symptoms

All eligible women can be
screened without complications

Heard of human papilloma virus
(HPV) vaccine

Heard of Pap test / HPV test

2391 6’619.43 7.48 0.0001

-8.25 6.29 0.1200
-6.09 5.15 0.0128

Source: Field Survey, 2025 Qje 7

S
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Table 4.6 summarizes the independent sample z-test results comparing pre-test and post-test
knowledge scores between the intervention and control groups. Women who received
reproductive health education on cervical cancer and screening showed significant
improvements across all thirteen knowledge variables (p < 0.0001). Awareness of cervical
cancer increased by 33.91% in the intervention group but decreased by 4.28% in the control
group. Knowledge of HPV as the main cause rose by 29.56% versus a 6.71% decline in
controls, while understanding of screening procedures showed the greatest anipfovement.
Knowledge of symptoms, asymptomatic cases, and the safety of screening %oved notably,
alongside awareness of the HPV vaccine and Pap/HPV testi Q”Keall, the findings
demonstrate a significant positive effect of the educati ihtervention in enhancing

women’s knowledge of cervical cancer and screening co@ with the control group.

>
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SECTION C: Attitude of Women of Childbearing women towards Cervical Cancer
Screening

Table 4.7: Showing Pretest Scores on Attitude of Cervical Cancer and Screening for the
Control group

. St.rongly Disagree  Agree Strongly
Variables Disagree (%) (%) Agree
(%) " ’ (%)

Every woman should be screened
regularly for cervical cancer

I have been vaccinated against HPV and
do not need to be screened for cervical 10 (17.5) 12 (21.1) 18 (31.6) .8)
cancer

I thought I was healthy enough that I did (
not need to be screened for cervical 5(8.8) 6 (10.5) 2%. 23 (40.4)

cancer

20(35.1)  14(24.6) 10(17.5) 13(22.8)

Regular cervical cancer screenings can
give me peace of mind about my health

I am more likely to get a cervical cancer 14 (24.6) QQQ 15(263)  17(29.8)

screening if the doctor is highly skilled
AVa\

7(123)  4(7.0) (31.6) 28 (49.1)

Source: Field Survey, 2025
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Table 4.7 Shows that many women in the control group had limited knowledge and poor
attitudes toward cervical cancer screening. Only 23(40.4%) believed that all women should
go for screening regularly, which suggests that many did not understand its importance. A
high number of women 35 (61.4%) thought that because they had taken the HPV vaccine,
they didn’t need screening anymore. This is a misunderstanding, as both vaccination and
screening are important. Even more concerning, 47 (82.5%) believed they didn’t n ed to be

screened because they felt healthy, not realizing that cervical cancer can d¢ without

showing signs. On the other hand, 46 (80.7%) agreed that regular scree i them feel
more secure about their health, and 32 (56.1%) said they wou re willing to get
screened if the doctor was highly skilled. Overall, while t some positive attitudes,

many women still hold incorrect beliefs or are unaware 0@ importance of regular cervical

cancer screening. E
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Table 4.8: Showing Post-test Scores on Attitude of Cervical Cancer and Screening for
the Control group

. St.rongly Disagree  Agree Strongly
Variables Disagree (%) (%) Agree
(%) ’ ’ (%)

Every woman should be screened

regularly for cervical cancer 18316 16@81)  10(17.5) 13(22.8)

I have been vaccinated against HPV and
do not need to be screened for cervical 12 (21.1)  15(26.3) 18 (31.6) 12(21.1)
cancer

I thought I was healthy enough that I %*
did not need to be screened for cervical 7 (12.3) 10(17.5) 20 (35. @ 5.1)
cancer

Regular cervical cancer screenings can
give me peace of mind about my health 7(123) 9(15.8) @ %) 23 (40.4)

I am more likely to get a cervical cancer %
screening if the doctor is highly skilled lozsy 1l (196 (22.8) 20 (35.1)

Source: Field Survey, 2025 N/
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Table 4.8 presents the findings from the post-test attitude scores among women in the
control group which indicated only slight improvements and still reflected poor attitude towards
cervical cancer screening. While 23 (40.3%) agreed or strongly agreed that every woman
should be screened regularly, the majority 34 (59.7%) still disagreed, suggesting that
awareness of the importance of routine screening remained low. Furthe%e, 30
respondents (52.6%) continued to believe that being vaccinated against HPV| Qt they no
longer needed to undergo screening, reflecting a significant misunder%h of preventive
health practices. Alarmingly, 40 (70.2%) thought they were hea ough and therefore
didn’t need screening, revealing a common misconception @ervical cancer only affects
those with symptoms. On a more positive note, 41(71°9%) acknowledged that regular
screening could provide peace of mind, and 33 %r&)) said they were more likely to get

screened if the doctor was highly skilled. @
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Table 4.9: Showing Pretest Scores on Attitude of Cervical Cancer and Screening for the
Intervention group

. St.rongly Disagree Agree Strongly
Variables Disagree (%) (%) Agree
(%) " ’ (%)

Every woman should be screened regularly

o 18 (30.5) 16(27.1) 10(16.9) 15(25.4)

I have been vaccinated against HPV and do
not need to be screened for cervical cancer

I thought I was healthy enough that I did not @
need to be screened for cervical cancer 7(L9) 8(13.6) 24 (4O< (33.9)

Regular cervical cancer screenings can give
me peace of mind about my health

14 (23.7) 12(20.3) 18(30.5) 15425.4)

9(153) 7(11.9) 0.5) 25(42.4)

I am more likely to get a cervical cancer %
screening if the doctor is highly skilled 14237 12(20. 7(288) 16(27.1)

Source: Field Survey, 2025 b’b\
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Table 4.9 The pretest findings from the intervention group reveal a generally mixed attitude
toward cervical cancer screening before reproductive educational intervention was applied.
Less than half of the women 25 (42.4%) out of 59 agreed or strongly agreed that every
woman should be screened regularly, while a majority (57.6%) either strongly disagreed or
disagreed, suggesting limited attitude of the importance of routine screening. Additionally,
33 women (55.9%) believed that receiving the HPV vaccine meant they no longxeeded
screening, reflecting a common misconception. A significant number (74.6%Nagreed or
strongly agreed that they didn’t need screening because they felt healthy, ir&gﬂng a lack of
understanding that cervical cancer can be asymptomatic. On a mor; e note, 43 (72.9%)
agreed that regular screening could bring peace of mind, and $’ o) were more likely to
get screened if the doctor was highly skilled. These pre@esults indicate that before any
intervention, the participants in the intervention g&@ a mixture of correct and incorrect

beliefs, with many still holding attitude\égbcould hinder cervical cancer screening

practices. &\
R\

137



Table 4.10: Showing Post-test Scores on Attitude of Cervical Cancer and Screening for
the Intervention group

. St.rongly Disagree Agree Strongly
Variables Disagree (%) (%) Agree
(%) ° ’ (%)

Every woman should be screened regularly for
cervical cancer

5(8.5)  4(6.8) 28(47.5) 3(37.3)

I have been vaccinated against HPV and do not Q
need to be screened for cervical cancer 36D 234 30 (50'6 & (40.7)

I thought I was healthy enough that I did not
need to be screened for cervical cancer

Regular cervical cancer screenings can give me 5(8.5) 3 (S'IE Q (33.9) 31(52.5)

26 (44.1) 21 (35.6) 345. 5(8.5)

peace of mind about my health

I am more likely to get a cervical cancer

screening if the doctor is highly skilled 10(16.9) 3) 18Q30.5) 22(37.3)

Source: Field Survey, 2025
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Table 4.10 Shows post-test results from the intervention group show a remarkable
improvement in participants’ attitudes toward cervical cancer screening after the educational
intervention. A large majority of women (84.7%) comprising 28 who agreed and 22 who
strongly agreed now recognized that every woman should undergo regular screening. This
represents a significant increase from the pretest. Additionally, (91.5%) of the respondents

30 agreed and 24 strongly agreed no longer believed that HPV vaccinati one was

enough to forgo screening, suggesting greater awareness of the &?fy continuous

preventive care. There was also a dramatic shift in the belief %@h g healthy was a
0

reason to avoid screening 47 (79.7%) now strongly disagr@r isagreed with that idea,
compared to much higher agreement before the interve. Furthermore, (86.4%) of the
participants agreed or strongly agreed that regul @ing provides peace of mind, and
(67.8%) expressed they would be more lik screened if attended by a highly skilled
doctor. Overall, these findings (le }te that the health education intervention
significantly influenced partici&@ attitudes in a positive direction, correcting
misconceptions and reinfor%@e importance of cervical cancer screening.
N\
Q)
C
O
O
\/Q/
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Table 4.11 Showing Independent samples t-test table comparing the Pre-test attitude
scores between the intervention and control groups

. Std. Mean
Variables Group Mean Dev  Difference T-value P-value

Every woman should be screened  Intervention 2.37 1.17 0.09 0.42 0.6735
regularly for cervical cancer
Control 228 1.18 *
I have been vaccinated against \J
HPV and do not need to be Intervention 2.58 1.12 -0.16 9 0.4324

screened < @
Control 274 1.08 /\

I thought I was healthy enough that

I did not need to be screened Intervention 2.97 0.98 % -0.88 0.3811
Control 3.12
Regular cervical cancer screenings 1o ention  3.00 @8 -0.18 -0.90  0.3708
can give me peace of mind
Control 3@ 1.02
More likely to get screening if Interventiom %S 004 <020 0.8424

doctor is highly skilled

Contr(}\\Q 2.64 1.18
R
£

Source: Field Survey, 2025+ &J

Qﬁ\
S

x@@
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Table 4.11 shows the results of the independent-samples t-test comparing the pre-test
attitude scores of the intervention group (N=59) and the control group (N=57) revealed no
statistically significant differences across all measured items. For the statement Every
woman should be screened regularly for cervical cancer, the intervention group had a mean
score of 2.37 (SD = 1.17), while the control group scored 2.28 (SD = 1.18), w%mean
difference of 0.09 and a p-value of 0.6735. Similarly, for the belief th ve been
vaccinated against HPV and do not need to be screened the mean scer intervention

group was 2.58 (SD = 1.12), compared to 2.74 (SD = 1.08) in th@l group, resulting in

a mean difference of -0.16 and a p-value of 0.4324. Q

Regarding the perception “I thought I was health)quugh that I did not need to be
screened,” the intervention group scored 2.97 (S .98), and the control group scored 3.12
(SD = 0.92), yielding a mean difference o@ and a p-value of 0.3811. For the statement
“Regular cervical cancer screeniné;\%'w me peace of mind about my health,” the
intervention group had a mga&@&oo (SD = 1.08) and the control group had 3.18 (SD =
1.02), with a mean diffe e\f -0.18 and a p-value of 0.3708. Lastly, for “I am more likely
to get a cervical s&m screening if the doctor is highly skilled,” the intervention group
scored 2.59 SIQ:/LB), while the control group scored 2.64 (SD = 1.18), with a negligible
mean di ce of -0.04 and a p-value of 0.8424. Overall, the p-values for all items were
greawan 0.05, indicating that there were no statistically significant differences in attitude
of the women toward cervical cancer and screening between the intervention and control

groups at the pre-test stage.
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Table 4.12 Showing Independent samples t-test table comparing the Post-test attitude
scores between the intervention and control groups

Std. Mean
Statement Group Mean Dev. Difference T-value P-value

Every woman should be
screened regularly for cervical Intervention 3.14 0.88 0.82 430 <.001
cancer

Control 232 1.15

I have been vaccinated against
HPYV and do not need screening

Intervention 327 0.76 0.74 @gz <001

Control 2.53 1.05 ,\
I thought I was healthy enough
that I did not need to be Intervention 327 0.76 _- -6.47  <.001
screened
Control 2.93 @
Regular cervical cancer
screenings give me peace of Intervention 3.31,0.92 0.31 1.68  0.096
mind fb
Control ,béeo 1.04
More likely to get screening if
doctor s highly skilled Interventlﬁ\ﬂg 2.88 091 0.09 0.41 0.683
&m@ 280 1.14

o

Source: Field Survey, 2025 « A‘(J

&
¢S

x@@
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Table 4.12 Presents the independent samples t-test conducted to compare post-test attitude
scores toward cervical cancer screening between the intervention and control groups. Results
indicated that the intervention group (M = 3.14, SD = 0.88) scored significantly higher than
the control group (M = 2.32, SD = 1.15) on the belief that every woman should be screened
regularly for cervical cancer, t(114) = 4.30, p <.001. Similarly, the intervention group (M =
3.27, SD = 0.76) scored significantly higher than the control group (M = 2.53 1.05) on
rejecting the misconception that HPV vaccination removes the need fo s&aing, t(114) =

4.35, p <.001. In contrast, the intervention group (M = 1.76, SD = @scored significantly
=

lower than the control group (M = 2.93, SD = 1.02) 016 lief that being healthy
eliminates the need for screening, t(114) = -6.47, p < .OO@dicating stronger disagreement
with this misconception. However, no significant %ﬁ%%es were found between the groups
in the belief that screening provides peaca\@’bnd (Intervention: M = 3.31, SD = 0.91;
Control: M = 3.00, SD = 1.04), t(11.4 *68, p = .096, or in the likelihood of screening if
the doctor is highly skilled (Interﬁﬁ&\@n: M = 2.88, SD = 1.10; Control: M = 2.80, SD =
1.14), t(114) = 0.41, p = .6§3&1ese findings suggest that the intervention was effective in

correcting misconceptbb and strengthening positive attitudes toward the necessity of

cervical canceré@.

&?’b
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Table 4.13 Independent samples t-test table comparing the Post-test attitude scores
between the intervention and control groups

Mean Mean
Variables Difference Difference T-value P-value
(Intervention) (Control)

Every woman should be screening regularly 0.77

: 0.04 3.59 <.001
for cervical cancer

I have been vaccinated against HPV and do
not need screening

I thought I was healthy enough that I did not 121 0.19 5 Q 001
need to be screened

0.69 -0.21 4.83 .001

Regular cerv1c§1 cancer screenings can give 5, 018 ’\2.61 0,010
me peace of mind

I am more likely to get screening if the

doctor is highly skilled 0.29 01% 0.62  0.539

QN
Source: Field Survey, 2025 b N\
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Table 4.13 Shows an independent samples t-test conducted to compare the changes from
pre-test to post-test revealed that the intervention group showed significantly greater
improvements in several attitudes toward cervical cancer screening than the control. The
results showed that the intervention group demonstrated significantly greater positive change
in their belief that every woman should be screened regularly for cervical cancer (Mdiff =
0.77) compared to the control group (Mdiff = 0.04), #114) = 3.59, p < .001. Similarly, the
intervention group showed a significantly greater improvement in ting the
misconception that HPV vaccination removes the need for screening ( i©.69) than the
control group (Mdiff = —0.21), #114) = 4.83, p < .001. For the eption that being
healthy eliminates the need for screening, the interventionsgroup showed a significantly
larger reduction in agreement (Mdiff = —1.21) compar@t e control group (Mdiff = —
0.19), #(114) = -5.72, p < .001. The belief th %Qning provides peace of mind also
improved more in the intervention group (Mdi .31) than in the control group (Mdiff = —
0.18), #(114) = 2.61, p = .010. Hoyvgv\' there was no statistically significant difference
between groups in change scores f@belief that they are more likely to undergo screening
if the doctor is highly skillethy(T14) = 0.62, p = .539. These findings indicate that the

intervention was effe@& improving knowledge-based and necessity-related attitudes

toward cervicaﬁa@reening, but had little impact on attitudes related to provider skill.
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Table 4.14: Showing Association between knowledge and attitude of childbearing
women on cervical cancer screening

Positive Negative  Chi-square p-value
Knowledge Attitude Attitude O3

(Yes) (No)
Good 45 (75) 15 (25) 22.76 0.000
Fair 20 (40) 30 (60)
Poor 11(18.64) 30(81.36)

Statistically significant (p < 0.05)

Source: Field Survey, 2025
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Table 4.15 outline the relationship between knowledge and attitude of childbearing women
on cervical cancer screening. The results revealed a statistically significant association
between knowledge level and attitude (%* = 22.76, p = 0.000). This indicates that the attitude
of childbearing women toward cervical cancer screening varies significantly with their level

of knowledge. Therefore, the null hypothesis stating that there is no significant relationship

between knowledge and attitude is rejected. *

(O

147



Table 4.16: Showing relationship between socio-demographic characteristics and
knowledge of childbearing women on cervical cancer screening

Positive Negative
Variable Category Knowledge Knowledge > p-value
(%) (%)
Age Less than 16 1(33.3) 2 (66.7) 7.32  0.120
16-18 3(37.5) 5(62.5)
19-21 10 (28.6) 25(71.4)
22-24 6 (30.0) 14 (70.0)
25 and above 12 (57.1) 9(42.9) %
Marital status Single 7 (29.2) 17 (70.8) SQ 119
Married 11 (47.8) 12 (52.2) O
Divorced 8 (66.7) 4 (33.3) (J
Others 3 (75.0) 1(25
Religion Christian 6 (27.3) 16 495 0.084
Muslim 4 (8.9) 4%1)
Others 1(11.1) 88.9)
Educational status Illiterate 3 (13.6) Q 19 (86.4) 9.12  0.047
Basic 8(22.2) Q 28 (77.8)
Secondary 11 & 40 (78.4)
education
University 7.0) 27 (73.0)
Postgraduate (60.0) 4 (40.0)
Ethnicity Yoruba '© 9(17.6) 42 (82.4) 3.55 0.314
Hausa \ 1 (50.0) 1 (50.0)
IgboAQJ 1 (50.0) 1 (50.0)
\g@ 2 (66.7) 1(33.3)
Occupation usewife 12 (32.4) 25 (67.6) 6.48 0.090
. % Self employee 8 (34.8) 15 (65.2)
(:\\' Private employee 5 (12.5) 35 (87.5)
Government 4(17.4) 19 (82.6)

x@t}

employee

Source: Field Survey, 2025
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Table 4.16 Shows the relationship between various sociodemographic factors and knowledge
of cervical cancer screening was examined using chi-square tests, leading to the rejection of
the null hypothesis for this variable. This suggests that higher education levels are associated
with better knowledge of cervical cancer screening. However, no statistically significant
relationships were found between knowledge and other variables such as age, marital status,

religion, ethnicity, and occupation (all p > 0.05). Therefore, the null hypothxof no

significant association was accepted for these factors. OQ
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4.3 Discussion of Findings

This study investigated the Effectiveness of Reproductive Educational Intervention on
Knowledge and Attitude of Cervical Cancer Screening Among Childbearing Women in

Ibadan South-East Local Government Area Oyo State.
Socio-demographic characteristics

Majority of participants (40.87%) were aged 22—-24 years, with a mean age of Q%‘years.
Most (83%) were married. These demographic groups of young, married*women of

reproductive age are typically within the target population for cewi@er screening, this

pattern aligns with findings of the study carried out on cervic c@ awareness, perception,

and attitude among female students in tertiary health itiifions in Azare, northeastern
Nigeria. ; be
The socio-demographic characteristics of (Qicipants majority being Yoruba, married,

Muslim, and self-employed with bqs@secondary education reflect trends observed in
similar studies!?*3. These studie@&ga’lrmed that religion, ethnicity, education level, and
occupation significantly sh@smen's access to information and willingness to participate

in screening.

.
The current st@ﬁnding that women with secondary education had higher knowledge
scores p rvention supports previous findings from Kathmandu # and Suez Canal 3,
where\lmngher educational attainment correlated with better post-intervention outcomes.
Meanwhile, the high proportion of participants who had experienced pregnancy (96.52%) is
important, as pregnancy represents a strategic touchpoint for cervical cancer education, a

point emphasized in °.

It was concluded that most participants were aged 22 to 24years, and the majority had

attained secondary education. Similarly, these findings differ from those of 7, who evaluated
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the impact of an educational program on enhancing cervical cancer screening behaviours
among rural women in Guilan, Iran, and reported that most participants in the experimental
group were either illiterate or had only elementary education. Concerning the age of
marriage, more than two thirds of the participant women married at 18 to 30 years, more
than half have 1 to 5 pregnancies, the vast majority have 1 to 5 parties, and more than three-
quarters have first birth at age 18 to 24 years. The present study’s ﬁndingime also
consistent with those of 75, who investigated the knowledge, attitudes, a ctices of
cervical cancer screening among female teachers in an urban communi @gos, Nigeria.
Their results showed that over two-fifths of the women had exp r@d pregnancy 1 to 3
times, the majority had more than five children, and more t %ﬁ-quarters were married
between the ages of 21 and 30 years. The ﬁndings@he study revealed that most
participants had previously suffered from sexuall t%%tted diseases (STDs). Additionally,
over three-quarters of the women used ¢ %tlve methods. For the vast majority, the
duration of contraceptive use was ﬁv.e Ka\eproductive history of the studied women, the
current study results showed tha?\q}vast majority of the participant women haven't a
family history of cervical '@n The data on multiple sexual partners shows that the
majority of participant?\éoth the experimental and control groups reported not having had
multiple sexua '%ﬁ . Specifically, in the experimental group, only 3 out of 59 women
5.3% report%baving multiple sexual partners, while 54 women 94.7% said they had not. In
the %@{%roup, 7 out of 57 women 12.3% reported having multiple sexual partners, with

50 women 87.7% indicating they had not.

In contrast, the Kathmandu study, which also targeted reproductive-age women, showed that
interactive health education improved knowledge even among women with initially low
awareness, suggesting that age alone isn't a barrier, but targeted education is essential. The

study also found out that (46.09%) of the women had secondary education, and (29.56%)
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had basic education, while fewer had university (5.22%) or postgraduate (3.48%) degrees®*.
Education level was closely linked to knowledge levels those with higher education had
better baseline awareness. This is consistent with study carried out in Ibadan North, Nigeria
who studied® Knowledge of cervical cancer among women of reproductive age conducted in
Ibadan North LGA, Oyo State, women with secondary or tertiary education were more likely
to have better knowledge of cervical cancer, though actual screening remained low. This also
in agreement with the research carried out in Cambodia a health education pr targeting

primary school teachers who are generally more educated and econo ic%stable led to

higher screening uptake, suggesting that occupation enables hen paired with

awareness -. Q

Majority of the respondents in this study demonstrated a poer knowledge of cervical cancer
screening. Although women in the intervention g@emonstrated slightly greater baseline
knowledge of cervical cancer and screenin@ared to the control group, the difference
was statistically non-significant. Th{\' gests that both groups began the study with
relatively similar understanding,Q’%i?ing consistent with studies conducted in similar low-
and middle-income co te@uere baseline knowledge is often uniformly low before
targeted health interv bs are introduced. A recent study among 654 Port Said University
students demo@ e effectiveness of a preventive educational program in enhancing
female sp@s' knowledge and attitudes regarding cervical cancer. had low baseline

kno (16.2%) despite being in a tertiary institution, but this improved dramatically

post-intervention®.

The low level of knowledge of cervical cancer screening among the respondents may be
attributable to their predominantly low-income status, as low socioeconomic status is
associated with poor health literacy. Poor knowledge of cervical cancer screening among

women can negatively impact the willingness of these individuals to participate in Cervical
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Cancer Screening and utilize the services when offered as they may not adequately
appreciate its usefulness. In contrast, other studies revealed relatively higher levels of
knowledge of cervical cancer screening'®. In agreement, while significant improvement was
found in the level of knowledge and attitudes of women in the intervention group following
educational talk. Additionally, the mean knowledge and attitudes scores between women in

the intervention group and control group following reproductive health educati& were

significantly different. QQ

Also in research conducted In Minia University Hospital in Egypt,Q&experimental
study pre-test, post-test was used with purposive sample of @vomen which was
conducted at the out-patient clinic for gynaecology to ass@w effect of an educational
program on women’s knowledge and attitudes towards&@al cancer screening. Before the
intervention, knowledge improvement after in%rbﬁon was most pronounced among
women with at least secondary-level educs@%onversely, women in rural India!?2, many
of whom were not formally employed ﬁ@ted significantly from multimodal interventions,

N

indicating that structured educii@ga overcome occupational or income-related disparities.
Findings from the stud ed that less than half 48.70% of the participants had heard
about cervical cq@&nd only 27.83% knew about cervical cancer screening. Even fewer
15.66% ha ungqgone a Pap/HPV test prior to the educational intervention. These findings
reflect er pattern observed across low- and middle-income countries. In rural Kisumu
Couw, cervical cancer screening rates were estimated at just 16—18%, largely attributed
to limited knowledge among women of reproductive age. Similar patterns were found in
Ibadan North, Nigeria®, where although 41.3% had good knowledge of cervical cancer, only
9.4% had undergone screening. This knowledge behaviour disconnect is also evident in Peru,

where many women were aware of cervical cancer but embarrassment, fear, and

misinformation hindered screening participation '4. Likewise, in Adama University Teaching
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Hospital in north-east Nigeria, lack of awareness was the most cited reason for not
undergoing screening, even among antenatal clinic attendees !°. These consistent findings
demonstrate that awareness alone is insufficient there must be focused interventions to

bridge knowledge and action.

The study showed statistically significant improvements (p < 0.001) in all knowledge
indicators post-intervention. Awareness about cervical cancer rose from 48.7% %.61%,
knowledge that HPV is the cause rose from 41.74% to 71.30%, and awarene@creening
methods jumped from 27.83% to 80.87%. Despite these advances, tkw(qo ion who had
undergone a Pap/HPV test remained at 15.66%, highlighting persi ehavioural barriers.
This aligns with numerous global studies that emphasize @ef ectiveness of structured
educational programs. At Beni-Suef University, a q@@perimental intervention led to

significant gains in knowledge, attitudes, and prac@mong working women'.

O

In Kathmandu, Nepal 4, a targeted health e&b\&m program led to substantial improvements
in cervical cancer prevention knm&i\&ﬁ, reinforcing the potential of community-based
health education. At Minia. U&%t%ity Hospital, Egypt, knowledge improved from poor
(21%) to good (69%)%&@ost-intewen‘[ion, with positive attitudes rising from 62% to
82% (Study 6). S.i@y, a randomized controlled trial in Turkey 7 showed that educational
interventio sgg}cantly improved knowledge, health beliefs, and Pap smear motivation
while Q& perceived screening barriers'®. These findings align with the post-

inteMon knowledge surge observed in your study.

Moreover, in Cambodia revealed that health education significantly increased screening
registration (from 18.8% to 32.1%) and uptake (from 12.7% to 24.1%) among primary

school teachers, reinforcing the effectiveness of targeted community programs?.
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In Nigeria, factors such as stigma, lack of spousal support, limited autonomy, and poor

18 found

access to services hinder screening participation. A systematic review
misconceptions about risk factors and uncertainty about where to get screened were
persistent obstacles even among informed women. In Hong Kong?®, ethnic disparities and
misconceptions about HPV vaccination and screening remained high, particularly among

pregnant women. These findings underline that improving knowledge alone is n&mugh

education must be coupled with accessibility, cultural sensitivity, family en@nen‘[, and

supportive health policies. Q/

Post-intervention, the study recorded strong positive attitude%@es: willingness to
belie

undergo screening if the doctor is skilled rose from 38 to 95 f that vaccination does
not eliminate the need for screening improved from 43 Q; and rejection of the idea that
screening is unnecessary for healthy people rose@% 19 to 105. This is in line with the
study at Suez Canal University °, where a{@ d program led to improved practices and
positive attitudes with lasting effe@t\x' ewise, Study 57 in Port Said University saw
positive attitudes rise from 26.6% .9% post-intervention, sustained at 83.2% after three
months. Following the 1i t@on, awareness significantly improved, with knowledge of
cervical cancer, its Qability, and screening options increasing by over 50% across
multiple items.@}éﬂs with intervention studies from Minia University (Study 6), Nepal
(Study 1 d Suez Canal University °, all of which demonstrated that structured
edu&& programs can substantially enhance women's understanding of cervical cancer

and its risk factors.

Despite improved knowledge post-intervention, the percentage of women who had
undergone Pap/HPV tests remained unchanged (15.66%), highlighting a persistent

knowledge—practice gap. This mirrors findings from studies in Ibadan 8 and '3, where even
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after educational efforts, the actual screening uptake remained limited due to systemic and

psychosocial barriers such as cost, fear, or unavailability of services.

This suggests that information alone is insufficient to motivate behavioural change. As
supported by, even when women are aware of cervical cancer and screening benefits, uptake

is hindered by poor accessibility, cultural beliefs, stigma, and fear of diagnosis'®.
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Chapter Five

Conclusion
5.1 Summary of Findings *

This study found that a reproductive health educational intervention signi @ improved
the knowledge and attitudes of childbearing women toward cervical caﬁq and its screening
in Ibadan South-East LGA, Oyo State. Post-intervention, aw% of cervical cancer,
understanding of HPV as the main cause, and knowled reening methods increased
markedly, alongside positive changes in attitudes to@d preventive practices. However,

despite these improvements, actual screening uptake” remained unchanged, highlighting a

o
persistent gap between knowledge and pra??\@This gap is likely sustained by barriers such

as cost, limited-service availability, 5@, fear of diagnosis, and lack of spousal or family
support. The findings underx%\hat while education is a vital first step, it must be
integrated with accessib @dable, and culturally sensitive screening services, as well as

supportive policiess&i community engagement, to achieve meaningful and sustained
[ ]

increases in;sc@g participation.

How@spite these notable gains in knowledge and attitudes, actual screening uptake
remained unchanged. This finding underscores the persistent knowledge practice gap, which
is influenced by systemic, cultural, and psychosocial barriers such as cost, limited service
availability, stigma, fear of diagnosis, and lack of spousal or family support. The results
highlight that while educational interventions are essential for improving awareness, they

must be complemented by accessible, affordable, and culturally sensitive screening services
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as well as supportive health policies and community engagement to translate knowledge into

sustained preventive action.

5.2 Conclusion

This study demonstrated that a structured reproductive health educational int&ention
significantly improved the knowledge and attitudes of childbearing women t. cervical
cancer and its screening in Ibadan South-East LGA, Oyo State. The 1&r\}mtion led to
marked increases in awareness of cervical cancer, recognition s its primary cause,
and understanding of available screening methods, while %ermg positive attitude
changes that challenged misconceptions and encouraged @n‘uve action. However, despite
these improvements, actual screening uptake remai @:hanged, revealing a persistent gap
between knowledge and practice. This gap ely sustained by barriers such as cost,
limited access to services, cultural b.e]g\' stigma, fear of diagnosis, and lack of spousal or
family support. The findings un Sg\'e that while education is essential for improving
awareness and shaping posft@attitudes, it must be integrated with accessible, affordable,

and culturally sensitiv@eening services, alongside supportive policies and community

engagement, tcc’ci\&e ustained increases in screening participation.

5.3 Recomn@daﬁons

L\/Q;ch authorities and policymakers should integrate cervical cancer education into
routine reproductive health services at primary healthcare centres, antenatal clinics,
and community outreach programs to ensure continuous awareness creation. Efforts
should go beyond information dissemination by addressing practical barriers to
screening, such as reducing costs, expanding service availability in local

communities, and ensuring privacy and confidentiality to reduce stigma.
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2. Community-based interventions should involve men, religious leaders, and other
influential figures to foster spousal and family support, which is crucial for women’s
participation in screening. Tailored strategies should target women with lower
educational attainment and low-income backgrounds, using culturally appropriate
materials and local languages to enhance comprehension.

3. Additionally, mobile screening units and periodic free screening campaig&could
bridge accessibility gaps, especially in underserved areas. Finally ymakers

should implement sustained public health campaigns and supportive, policies that

combine education, service accessibility, and communement to translate

improved knowledge and attitudes into higher screen@p ke.

5.4 Contribution to Knowledge Q

This study adds to the growing body of evi G%Qtiat structured, community-based
reproductive health education can signifi prove knowledge and attitudes toward
cervical cancer screening among wp@reproductive age in low-resource settings. It
uniquely demonstrates that even K@Iy\ a predominantly young, married, and moderately
educated population, targete'@erventions can correct misconceptions, enhance awareness
of HPV as the primary\%e, and foster positive preventive attitudes. However, the findings
also highlight s\%’Sisten‘[ gap between knowledge and practice, reinforcing the
understandi%that education alone is insufficient without parallel improvements in
acce@s\ij@{g affordability, and cultural acceptance of screening services. By documenting
the demographic, reproductive, and sociocultural factors influencing cervical cancer
screening behaviours in Ibadan South-East LGA, this study provides locally relevant
evidence to guide policymakers, health educators, and community stakeholders in designing
integrated interventions that combine education with service delivery to improve screening

uptake.
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5.5 Suggested Areas for Further Research

1.

Longitudinal studies to assess the long-term retention of knowledge and %ttitudes
after educational interventions and to evaluate whether these eventual@:la‘[e into
increased screening uptake. ’\(J
Intervention-comparison studies to determine the most ef education delivery
methods (e.g., peer education, multimedia campaig ﬁ: health platforms) for
improving screening participation in low—resource@ngs.

Qualitative research exploring the cultura% osocial, and gender-related barriers

that persist despite improved knmﬂ@' with a focus on spousal influence and

community norms. . &
N

Policy-focused studies %gfﬁling the impact of subsidized or free screening
programs on uptake different socio-economic and educational groups.

Integrated p@ evaluations that combine education with service accessibility

(e.g., r@\;{%‘

ap es in bridging the knowledge—practice gap.

sereening units) to determine the effectiveness of multi-pronged

Nghg—term impact of interventions: Future studies should track participants over

extended periods (e.g., 12-24 months) to determine whether knowledge and attitude
improvements are sustained and whether they eventually lead to higher screening
uptake. This would help establish the lasting effect of educational programs.

Comparative effectiveness of educational methods: Research should compare

different delivery approaches such as community health worker-led talks, peer-to-
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peer education, social media campaigns, and mobile phone reminders to identify the
most cost-effective and culturally acceptable strategies for encouraging screening in
low-resource settings.

In-depth qualitative exploration of barriers: There is a need for qualitative studies,
including focus groups and in-depth interviews, to better understand why women

with good knowledge still avoid screening. Such studies could exploreqcultural

spousal consent or family influence.

beliefs, stigma, fear of diagnosis, misconceptions, gender norms, a@: role of

Policy and economic evaluations: Future research could a x impact of policy
interventions, such as free or subsidized screen@ss

1ces, health insurance
coverage, or integration of screening into ro@ maternal health checks, on

screening participation rates. Cost-effecti\&%%alysis would also be important to

guide resource allocation. @’b
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Appendix I
Questionnaire
Leadcity University, Ibadan.

Effectiveness of Reproductive Educational intervention on Knowledge and Attitude of
Cervical Cancer Screening Among Childbearing Women in Ibadan South-East Local

Government Area. *

Dear Respondent, O

I am a master student of the above-named institution Carrying out rese ch(uyEffectiveness
of Reproductive Educational intervention on Knowledge and Atti@o Cervical Cancer
Screening Among Childbearing Women. This questionnaire i%cademic purpose and
shall be treated with utmost confidentiality. Participation in@study is voluntary and you
can withdraw or decline the continuation at any stage witholit penalty whatsoever. You are
kindly employed to fill the questionnaire as accugy@ possible. No need of address and

name.

Rebecca O. Apata ®%

P.hone &@ number
Signature *&

N
SECTION A: Socio Qraphic Data

Please tick (\) &s appropriate

1. Age at §hday

2.Matital status (a)Single [ ] (b)Married[ ]| (c)Divorced [ | (d)Others [ ]

3.Religion (a)Christian [ ]  (b)Muslim [ ] (c)Others [ ]

4.Educational status (a) Illiterate [ ] (b)Basic[ ] (c)Secondary education| ]
(d) University [ ] (e) Postgraduate [ ]

5. Ethnicity (a)Yoruba [ ] (b)Hausa[ | (o)lgbo[ ] (d)Others [ ]

6. Occupation (a)Housewife [ ] (b)Self-employee [ ] (c)Private employee [ ]
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(d) Government employee[ |

7. Age started sexual intercourse (In year) (a) <=16 (b) >16

8. Multiple sexual partners (a)Yes (b)No

9. History of smoking (a) Yes (b) No

10. History OF STD (a) Yes (b) No

11. Ever use a modern FP method (a) Yes (b) No

12. Duration of modern FP method (a)l-4years (b) >=5years
13. Family history of cervical cancer (a)Yes (b) No /\
14. Ever had got pregnant (a)Yes (b) ]\%Q
15. Gravity (a) 1-5 (b) >5

QO

16. Parity (a)1-5 (b)>5
>

17. Ever had given birth (a)Yes (b) No

SEC

TION B: Knowledge of Cervical Ca@creening

Q
S

AT

S/N Yes | No
18 | Ever heard about cervical @e?
\»

19 | The most common caﬁs& cervical cancer is HPV
20 | Ever heard aboub@ al cancer screening
21 Developmgr&ervical cancer takes years

- @& o o3 -
22 | Is cerv1c®er preventable disease
23

Is ce cancer curable disease
O\

24

| cancer is a killer di
\(@&1 cancer is a killer disease

N\

25 | Bfeeding during sexual intercourse may be one of the signs of cervical
cancer

26 | Is it possible to have cervical cancer without signs and symptoms

27 | All eligible women can have cervical cancer screening without
complication

28 | Have you heard of human papilloma virus vaccine?

29 | Have you heard of pap test /HPV test?
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30

Have you ever had a Pap/ HPV test in your lifetime

SECTION C: Attitude of Women of Childbearing Age towards Cervical Cancer

Screening
Strongly | Disagree Agree Strongly
Disagree ﬁ%ee
¢ Ze)
31 | Every woman should be screening

regularly for cervical cancer

S

D"

32

I have been vaccinated against HPV
and do not need to be screening for

cervical cancer

N

St

33

I thought I was healthy enough that
I did not need to be screened for

cervical cancer

’b&b

34

Regular cervical cancer screenings |
can give me peace of mind abou \

my health

”/é

35

I'am more likely to get @%1
cancer screening ﬁgﬂ@c oris

highly skilled

R
C

&
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Afikun Kinni
Leadcity University,
Faculty of Basic Science, Department of Nursing.
Iwe Ibeere

Isise¢ ilaaja lori ¢ko nipa imo ati iwa nipa ayewo fun jejere enu-ona ile omo larin®
obinrin ti o0 wani ipo ibimo ni agbegbe Ijoba Ibile Guusu-ila orun ibadan. O

Olukopa, ’x

Mo je omo ile ¢ko giga ti o wa ni Ibere iwe yii, mo nse iwadii lori [s @ aaja lori ¢ko nipa
imo ati iwa nipa ayewo fun jejere enu-ona ile omo larin awon obin#inti 0 wani ipo ibimo.
Iwe Ibeere yii wa fun imo ¢ko ati wipe yio wani bonkele. Ki@ inu iwadi yii gbodo jee
atinuwa. E jowo ¢ fowosi iwe ibeere yii bi o ti ye. Q

Rebecca Apata

Ero ibani soro brb Ibuwolu

Ipele kinni : akojopo iwadi lori eto-igbe &_’;se

jowo fi ami si eyi ti o ye \@

1.0jo ori (ojo ibi ikehin) i}

2.Ipo igbeyawo: (a) Nik b) Gbeyawo [ ] (c) Tituka [ ] (d) Opo [ ]

3. Esin: (a) Esin igba bo% ] (b) Musulumi [ ] (¢) Omiran [ ]

4. Ipele Eko g:u‘ o lo si ile-iwe kankan (b) Ile-iwe alakobere (c) Ile-iwe girama (d)
Ile-iwe gigas ( -iwe giga julo

5.Eyaa (@uba (b) Hawusa (c) Igbo (d) Omiran

6. ISRKS/ (a) iyawo ile (b) osise fun arare (c) Osise in ile-ise aladani (d) Osi se ijoba
7. Ojo ori ti 0 koko ni ibalopo (odun) (a) <=16 (b)>16

8. Nje o ni ibalopo ju eniyan kan 9  (a) Beeni (b) Beeko

9. Siiga mimu (a) Beeni (b) Beeko

10. Nje o ni aisan Kokoro oju- ararii  (a) Beeni (b) Beeko

11. Nje o se ifeto somo bibi igbalode (a) Beeni (b) Beeko

12. Igba wo ni o ti se ifeto somo bibi igbalode (a) 1-4 years  (b)>=5years

173



13. Nje o ni ibatan ti o ni aisan Jgjere enu-gna ile omo (a) Beeni
14. Nje oni oyunrii (a) Beeni (b) Beeko

15.0yun meelo lonirii  (a) 1-5 (b)>5

16. Ikun le meelo (a) 1-5 (b)>5

17.Nje o tibiomorii  (a) Beeni (b) Beeko

Ipele keji: Imo nipa aisan Jejere enu-gna ile gmo

(b) Beeko

S/N

Be eeko

18 | Nje o gbo nipa aisan Jejere enu-ona ile omo

<’
P e

19 | Kokoro HPV je Idi ti o wopo julo lati fa aisan Jejere enu-ona ile &

QmoQ N

20 | Nje o gbo nipa nipa aye wo fun Jejere enu-gna ile omoo riw

gba odun e

21 | Jejere enu-ona ile omo ma n sele leyin opolopo odun @gb&soke

22 | Nje jejere enu-ona ile omo se déna _ N/

23 | Nje jejere enu-ona ile omo gbo wiwo \\

24 | Jejere enu-ona ile omo je aisan to le seku pab\o

25 | Riri eje la si ko iba lo po le je okan lara l@éjere enu-ona ile omo

¢je ibasepo aami N\

26 | Nje ose se la ti ni Jgjere enu-ona i mB(_) awon aami aisan
27 | Gbogbo obinrin abileko lo ye ;@
ile omoo lai sii idena {

yewo fun aisan Jejere enu-ona

28 | Nje oti gbo nipa abere, aiq%ﬁ oun dena Jejere enu-gna ile omgo ?

29 | Nje o mo nipa ayeyvq,p@@yewo HPV

30 | Nje oti se ayewo\pap@y‘ewo HPV rii
NS

Ipele keta: Iw v®inrin abileko sii ayewo Jejere enu-gna ile omog

S/N Koo gidigidi | Koo Mo gba | Gba gidigidi
31 @‘ obinrin y¢ ki o se ayewo ni

N ég 0 igba
32 o ti gba abere ajesara ti on dena

Kokoro Jejere enu-ona ile omoo un
ko ni lati se ayewo

33 | Mo ni ilera ti o peye un ko ni lati se
ayewo fun Jejere enu-ona ile omoo

34 | Sise ayewo fun Jejere enu-gna ile
omoo lore kore yio fi okan mi
baale ni pa ilera mi

35 | Ma fe lati se ayewo fun Jejere enu-
ona ile omoo bi dokita mi ba ni imo
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Appendix 11
Informed Consent Form for the Participants
Confidentiality

Information obtained will be treated with outmost confidentiality.

Voluntariness

The study allows participants with kin and genuine interest to participate ( 0

Management and Care

In any case of injury or assault to the participants in the course of dy, it will be taken

O

Statement of person obtaining Informed Consent Q 3

care of by the researcher.

I have fully explained this research to \ with

sufficient and accurate information includin s and benefits to make an informed

decision. \
Name . (—)\

Signature . \Q
Date C ’ @

A\
Statem@erson giving consent

I hav d the description of the study and that my participation is voluntary. The purpose,

risks and benefits of the research have been explained to me. I understand that I can
withdraw my participation from the study at any time. I have received a copy of this consent

form for my personal keep.

Name
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Appendix 111
Training guide and time table for the experimental group

A B C D E F
Training Topic(s) Audience Methods Instructional | Evalpation
Objective (s) | Content Materials &
Participants | General Childbearing | Group Paper, biro at is
will be orientation. women discussion. | and Q'/Cervical
questi ire | Cancer?
Introduction Direct
teaching. %
Familiarise Familiarization QCD
with each with the Lecturing
participants 6’66
Fill the Administration &Q;b
questionnaire | of pre-test.
and benefits ) ©
they will get &C)
from the o Q
training. QQQ&
Know the CGebyi
meaning of %%\g'ﬁ
Cervical sithply the
Cancer cancer of the

&

cervix which
starts in the
cells lining the
Cervix.
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Appendix IV
Treatment procedure for participants in experimental group
The group will be taken through reproductive health education
The summary is as follows:
Duration of Program: 8 days *
Venue: Oranyan Primary Health Care Centre, Oranyan Ibadan Q
Program Goals: To improve the knowledge of reproductive age women o m@

ng, causes,

type, risk factors, symptoms, stages, prevention and treatment cervical és\cer through health

education and demonstration.
Objectives of the training: At the end of the training the parti 'ﬁare expected to know
the meaning, types, causes and prevention of cervical ca r@
e Have positive attitude towards prevention of cewic@r
e Identify the cervical cancer preventive behavi fb
e Emphasize the benefits of early detecti catment
e Administer the post-test instrument on&
Activity ° 5\\'

Energizer: Singing songs that are Q&d to prevention of diseases

rticipants.

The group will be taken thr: roductive health education as follows:
o Cervical Cance%' : Explain what cervical cancer is, how it develops, and why it's
important to get scte€ned.
e Screeni .@ds: Clearly explain the different screening methods (Pap smear, HPV
test) Viﬁe and their effectiveness.
e B of Screening: Emphasize the benefits of early detection and treatment, including
%possibility of preventing cervical cancer.
o\ﬁisk Factors: Discuss risk factors for cervical cancer, such as HPV infection, smoking,
and multiple sexual partners.
e Addressing Myths and Misconceptions: Correct common misconceptions about cervical
cancer and screening.
e Follow-Up: Explain what to expect if a screening test is abnormal and the importance of

follow-up care.
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Session one
Topic: General Orientation and Administration of Pre-test instrument.

Objectives of the session:
o To state the purpose of the meetings
e To explain the procedures to follow by trainers and the participants to follow by traigers
e To administer the pre-test instrument on the participants activity.

Step 1: The researcher will welcome the participants ’\(J

The participants will be allowed to introduce themselves to ensure rization among
them.

Step 2: The researcher will state and explain in clear temﬁ@ngrpose, objectives and
benefits of the training. Day, duration (number of contagts) time and number of hours for

each contact, venue for the interaction and relevant i tion will be discussed with the
participants.

Step 3: Participants will be told what is ex;@ of them such as punctuality, regular
attendance, cooperation and participatig)\' uring discussions.

Step 4: The researcher thereafter \A@minister the pre-test on the participants with the help
of trained research assistants. S ill be collected on the spot.

N\
Closing Remarks. QQ

e The partioi@ill be commended for giving their time.
pants w

e The partici ill be reminded of the time and venue for the next session.

e The archer appreciates the participants and close the session.
Sess’o\r/@g
Topic: Cervical Cancer (definition, concept and symptoms)
Objectives: At the end of this session, the participants will be able to:

e Define Cervical Cancer

e List the symptoms of Cervical Cancer

Activity

Step 1: The researcher welcomes the participants
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Step 2: The topic for the week will be introduced and explained

Step 3: The researcher will ask questions to evaluate the topic taught and make corrections
where necessary.

Closing Remarks:
e The participants will be commended for giving their time.
e The researcher appreciates the participants and ends the session. *

Session three ( O

Topic: Types and classification of Cervical Cancer
Objectives: At the end of the session, the participants will be abh%@

e List the types of Cervical Cancer 0

Activity Q
N\

Step 1: The session will commence with an overv% precious session
Step 2: The researcher introduces and explé&@ topic for the week

Step 3: The researcher asks questio &t;\&v uate the topic taught and correct where

necessary A é

Closing Remarks:
e The researcherxgmmend the participants for their co-operation
.
o They WlQ)g\emmded of the time for the next visit
o &%éarcher appreciates the participants and ends the session next session.
v
Session four
Topic: Risk factors and development of Cervical Cancer
Objectives: At the end of the session the participants will be able to:
e Define Cervical Cancer risk factor

e Identify two Cervical Cancer risk factors
e Explain the effects of HBV infection on reproductive system and how it can be contacted
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Activity
Step 1: The researcher welcomes the participants
Step 2: The topic for the week will be introduced and explained

Step 3: The researcher will ask questions to evaluate the topic taught and make corrections
where necessary.

Closing Remarks:

e The participants will be commended for giving their time

e They will be reminded of the time and venue for the next session (J

S

e The researcher appreciates the participants and ends the session.s

Session five 0

Topic: Symptoms of Cervical Cancer Q
Objectives: At the end of the session the participalits’gme able to:

e List two symptoms of Cervical Cancer ’b
e Explain the effects on the system

N\
S

Step 1: The researcher welcgn@ participants

Step 2: The topic for tt@will be introduced and explained

Step 3: The resear%’%’ill ask questions to evaluate the topic taught and make corrections
where necessaty.

Activity

Closing s:
V@ articipants will be commended for giving their time.

e They will be reminded of the time and venue for the next session.
e The researcher appreciates the participants and ends the session.
Session six

Topic: Prevention of Cervical Cancer
Objectives: At the end of the session the participants will be able to:
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e Mention two methods of screening for Cervical Cancer
e Explain the effects of Cervical Cancer

Step 1: The researcher welcomes the participants
Step 2: The topic for the week will be introduced and explained.

Step 3: The researcher will ask questions to evaluate the topic taught and make corrections
where necessary.

Closing Remarks: é

e The participants will be commended for giving their time ( O

e They will be reminded of the time and venue for the next session. ’\

o The researcher appreciates the participants and ends the sessio$

Session seven QD
Topic: Prevention of Cervical Cancer

Objectives: At the end of the session the participants %e able to:

e Mention two methods of screening for Reé@ ancer

e Explain the effects of Cervical Cancer
Step 1: The researcher welcomes the@ants
Step 2: The topic for the week @e introduced and explained.

Step 3: The researcher@ questions to evaluate the topic taught and make corrections

where necessary.
D

Closing Remarks
o T icipants will be commended for giving their time
O\'hey will be reminded of the time and venue for the next session.
o The researcher appreciates the participants and ends the session.
Session eight
Topic: Review of Previous Sessions and Administration of Post-test Instrument

Objectives: At the end of the session participants will be able to:
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e Summarize what they had learnt from the training programme

e Express their willingness to continue to improve on healthy reproductive behaviours.
Activity
Step 1: The participants will be welcomed
Step 2: Questions will be asked on all topics taught to know how participants have
internalized the training.

Step 3: Post-test instrument will be administered on the participants. Same will b ected
on the spot with the help of trained research assistants. O

Closing Remarks: ’\
e The participants will be commended for giving their time
e The researcher appreciates the participants and serves some re@en‘[ to end the training

programme. O
e The participants are dismissed. Q
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