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Abstract
Background: In Ethiopia, cervical cancer (CC) ranks the 2nd most frequent cancer and the country had 27.19
million women at risk of developing the disease though only 0.6 % women age 18-69 years was screened every
3 years. Nearly a quarter (22.1 %) of southern Ethiopia HIV (Human Immunodeficiency Virus) infected Women were
positive for precancerous cervical cancer. Doing regular screening can prevent the disease by around half (45 %) of
the cases in age of 30s and three quarter (75 %) cases in 50s and 60s.In the presence of high risk for acquiring
cervical cancer among HIV patients, willingness and acceptance of the screening is low in Addis Ababa, Ethiopia
thus the current study was aimed to assess willingness and acceptability of cervical cancer screening and its
determinants among women living with HIV/AIDS in Addis Ababa, Ethiopia.
Method: A facility based cross sectional study was conducted among HIV positive women attending HIV treatment
centers in Addis Ababa. The respondents were identified using systematic random sampling method. Data was
collected using pretested questionnaire and were entered in to Epi-info version 3.5.1 software and exported in to
SPSS version 20 statistical package for analysis. The criterias for entering independent variables into multivariate
analysis were having p-value 0.05 or less at bivariate analysis and not co-linear.
Result: One third (34.2 %) of participants knew cervical cancer and two third (62.7 %) were willing for the test
though only a quarter (24.8 %) were accepted the test. The independent variables significantly associated with
acceptance of screening were educational level, source of information, awareness for the test and preventability of
the disease.
Conclusion: In current study willingness and acceptance of CC (cervical cancer) were low thus organizations
working on cancer and HIV/AIDS should establish cervical cancer screening program and further enhance
awareness creation.
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Background
In women, cervical cancer is the fourth most common
cancer accounting about 20.4 % of all cancers globally,
with an estimated 528,000 new cases in 2012 [1, 2].
Majority (85 %) of the global burden occurs in the less
developed regions, where it accounts for almost 12 %
of all female cancers. In sub-Saharan Africa, 34.8 new
cases of cervical cancer are diagnosed per 100, 000
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women annually and it happens in about 60 % women
living with HIV infection [3–5].
There were an estimated 266,000 global deaths from
cervical cancer in 2012, accounting for 7.5 % of all female cancer deaths. Almost nine out of ten (87 %) CC
deaths occur in less developed regions. In sub-Saharan
Africa, the mortality is 22.5 per 100,000 though it is less
than 2 per 100,000 in Western Asia, Western Europe
and Australia/New Zealand [1, 2].
In 2014, the expected diagnosis and death from invasive cervical cancer in America was 12,360 and 4,020
respectively [6].
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More than one fifth of all new cervical cancer cases
globally are diagnosed in India. In the country, the disease ranked 2nd cause of female cancer. According to
2012 estimate, the country annual diagnosed cases and
deaths from the disease was 122,844 and 67,477 respectively [2, 7]. In Taiwan the incidence rate of the disease
among HIV infected women was 712.08/100,000 personyears [8].
In 2012, Ethiopia has a population of 27.19 million
women aged 15 years and older who are at risk of developing cervical cancer. Current estimates indicate
that every year 7095 women are diagnosed with cervical
cancer and 4732 die from the disease. The disease
ranks 2nd most frequent cancer among women. The
disease has crude incidence rate of 16.3 per 100,000
populations per year in the country. Only 0.6 % women
age 18–69 years was screened every 3 years [9].
As evidences showed HIV infected women are at risk
for CC [10–13]. Cervical cancer is about 7.9 times more
common in HIV infected women than none infected
ones [10]. Cervical squamous intraepithelial lesion was
about 7.04 times higher in HIV positive compared HIV
negative women [12]. Nearly a quarter (22.1 %) of
Southern Ethiopia HIV-Infected Women were positive
for precancerous cervical cancer [13].
Cervical cancer which is caused by persistent infection
with human papillomavirus [1, 7, 12, 14–17] is preventable
disease, yet the number of cases globally is expected to
almost double by the year 2025 [18]. Doing regular screening (no more than once every three to five years) can prevent the disease by around 45 of the cases in age of 30s
and 75 % cases in 50s and 60s [19, 20]. Screening can be
done using Pap smear [20], human papillomavirus testing
[21] and visual inspection with acetic acid [22].
In the presence of high risk for acquiring cervical cancer among HIV patients, awareness and acceptance of
the screening is low. In Boston, of eligible women for
screening about 53.0 % had not undergone screening
[23]. In Kenya teaching and referral hospital the selfreported screening uptake was 17.5 % [24]. About half
(56.2 %) of HIV positive Nigerian women were aware of
cervical cancer. In same country, only one every ten
(9.4 %) of HIV positive women were screened for cervical cancer [25].
In Addis Ababa, Ethiopian women had very low awareness of cervical cancer and the etiology of cervical cancer
was thought to be due to breaching social taboos or
undertaking unacceptable behaviors. As a result, the perceived benefits of modern treatment were very low [26].
Although cervical cancer is a leading cause of cancer
related morbidity and mortality among women in
Ethiopia, its screening coverage as part of HIV care was
low, only covers less than 1 % due to have no national
screening program [18, 27, 28]. Hence the current study
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used to assess the willingness and acceptability of cervical cancer screening and its determinants among HIV
positive women. The obtained information will be used
for decision makers and organizations working on cancer and HIV/AIDS to consider and integrate cervical
cancer screening as part of HIV/AIDS diagnosis and
treatment guideline since there is no prior local evidence
up to our knowledge.

Methods and materials
Study design and setting

A cross-sectional study design using both quantitative
and qualitative research method was conducted on HIV
treatment centers in Addis Ababa which is the capital
city of Ethiopia. In the town, there are 45 hospitals, 72
health centers, and 43 health posts owned by ministry of
health [29, 30]. These service sites were providing HIV
diagnosis and treatment and its related supportive services. There are about 210,306 people living with HIV/
AIDS in Addis Ababa of which 124,609 are women [31].
All HIV infected women above age of 17 years and
coming for chronic HIV care in public health institutions
of Addis Ababa during study period were the study
populations.
Sample size determination and sampling strategy

The sample size for quantitative part was determined by
a single population proportion formula using 95 % confidence interval (a = 0.05), 5 % margin of error (d) and the
proportion (p) of cervical cancer screening in women
living with HIV/AIDS from prior studies, which was
27.0 % [32].
2
n ¼ Z a=2 ðpð1−pÞÞ=d 2
The final sample size after adding 10 % contingency
was 333.
For qualitative part two women from each referral
hospital and one woman from each health centers was
selected for in-depth interview.
Among Addis Ababa regional health bureau owned
public health institutions, three referral hospitals and
eight health centers providing ART service were selected
for study by lottery method. To calculate the sampling
interval for quantitative study, the HIV patient flow for
the past six consecutive months before data collection
period was taken from each selected health institutions
and added for approximation of future sampling frame.
Selection of participants was done using systematic random sampling method based on arrival order of HIV infected women to the health institution for medical care.
The staring participant was selected by lottery method
from sample interval. The interviewed participant’s corresponding medical record was reviewed for assessing
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laboratory measurements like CD4 count and clinical
stages of HIV/AIDS.
For qualitative data, purposive sampling method was
used to select women for the in-depth interview in selected health institutions. Women who were not selected
for interview in quantitative study were included for
qualitative part.
Data collection procedure and data quality management

For quantitative study, a structured questionnaire which
was developed by reviewing different literatures was
used for data collection. The questionnaire was translated in to local language (Amharic) and back translated
to check consistency. The data collection tool was pretested among 16 patients and identified errors were corrected accordingly. The outcome variable of the study
was cervical cancer screening acceptability. For the
qualitative aspect a semi-structured interview guide was
prepared in English and translated to local language of
Amharic version. The in-depth interview was tape recorded and note was taken during interview.
To maintain quality of data; standardized and pretasted data collection tools were used for both quantitative and qualitative studies. Appropriate training was
given for data collectors and supervisors. Daily supervision was carried out by supervisors and principal investigators to check completeness of the questionnaire. The
quantitative data was entered twice by trained data clerk
to check correct data entry. In addition at the end of
data entry data cleaning were done using frequencies,
cross tabulations, sorting and listing to check missed
values and outliers. Errors identified during data collection
were corrected accordingly at the field and those errors
occurred during/after data entry were corrected by revising the original questionnaire.
Operational definitions

– Willingness to be screened for cervical cancer - if a
women willing for testing but not decided to be
screened in the near future [25].
– Acceptance to be screened for cervical cancer- if a
women willing for testing and decided to be
screened in the near future” [25].
– Knowledgeable about cervical cancer- if participant
answers 7 questions out of 13 Knowledge
assessment questions.
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linearity. Independent Variables associated with outcome
variable with p-value 0.05 or less at bivariate analysis and
not co-linear were entered into multivariate analysis via
binomial logistic regression to get adjusted predictors.
Descriptive statics of continuous variables were presented using mean, median and discrete variables were
presented using percentage, and tables. P-value <0.05
was used as cut off point of statistical significance for
analytical analysis.
The qualitative in-depth interview was translated to
English version by arranging the points according to forwarded questions. Then framework analysis method was
employed to grasp the detail information.
Ethical issue

The study proposal was approved by the institutional
review board of Addis Ababa University. Letter from
the Research Ethics Committee was submitted to Addis
Ababa regional health bureau to get permission for
conducting the study. To protect anonymity and confidentiality of the participants, both data collectors and
supervisors were working in ART clinics in addition
personal identifier data was not collected. Informed
written consent was obtained from respondents after
explaining the purpose of the study.

Results
A total of 322 study participants were included with a
response rate of 96.7 % and about 14 in depth interviews
were conducted based on saturation of information.
Characteristics of the study participants

The dominant ethnicity and religion were Amhara
(53.7 %) and orthodox Christianity (71.7 %) respectively. Mean age of the study participants was 35.65
(SD ±10.17). Most of them were educated (78.3 %) and
about half of them were have no regular source of income (51.2 %), had experience of pregnancy 1–2 times
(47.5 %), diagnosed as having HIV before 6–10 Years
ago (49.1 %). Most of (91.9 %) the participants were
initiated ART and were WHO clinical stage 2 (34 %)
HIV patients.
On card review, CD4 count of 211 (65.5 %) participants were less than or equal to 500 cells/ul, and the
remaining 111(34.5 %) were CD4 count greater than 500
cells/ul. Most of the participants in the qualitative were
attended secondary education, married and were between the age of 29 and 35.

Data analysis

For quantitative data, code was given and entered in to
Epi-info version 3.5.1 software and exported in to SPSS
version 20 statistical package for analysis. Multi-colinearity was checked using Pearson correlation, tolerance
or variance inflation factor and there were not multi-co-

Cervical cancer awareness, knowledge and test
acceptance

Of the whole participants 110 (34.2 %) know about cervical cancer. And their major sources were health professionals during contact on routine HIV chronic care 59
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(53.6 %), media 64 (58.2 %), reading books 13 (11.8 %),
and friends 11(10.0 %) and the least was from family 3
(2.7 %). Regarding knowledge assessment only 81
(25.1 %) was found to be knowledgeable.
Even though they didn’t have detail knowledge regarding the disease, most of the in-depth participants were
aware of cervical cancer. Some of the participants agree
as it is the cancer of the female reproductive tract. Medias are mentioned as a source of knowledge about the
disease for most of the participants and some of them
also experience the disease in their family members and
neighbors.
Majority of participants 97 (88.2 %) believe as the disease is a preventable. Similarly from the qualitative part,
most of the participants believed as cervical cancer is a
preventable disease. A young respondent mention that
“one can get prevented from cervical cancer by having
the screening test regularly”.
About one third 31.4 % (101) participants knowing the
availability of the screening procedures for the disease
and about one third (62.7 %) were willing to screened
for cervical cancer and a quarter (24.8 %) of them were
decided to screened in the near future.
Most of the participants repudiate to take the screening test due to assuming, the test is time consuming 43
(35.8 %) (Table 1). The mentioned reasons in in depth
interview were high cost of the test and timing consuming, fear of result of the test (being diagnosed as having
cervical cancer), and a recently HIV diagnosed woman
noted that “the word you have a cancer diagnosis is
really irritating beside my HIV, I think I will get hopeless,
if I am diagnosed as having cervical cancer”.
Only 37 (11.5 %) of the study participants were ever
tested for cervical cancer in their life time. The time of
screening was before HIV/AIDS diagnosis (29.7 %),
within one year of HIV/AIDS diagnosis (32.5 %) and
after one year of HIV/AIDS diagnosis (37.8 %). Of those
Table 1 Reason for not having screening test among study
participants in Addis Ababa, 2014
Reason for not Variable
having the
screening test

Frequency Percentage (%)

High cost of the test

36

30.0

Religious denial

12

10.0

Partner acceptance

12

10.0

Time consuming

43

35.8

Recently delivered/
Pregnant

16

13.3

Fear of test result

37

30.8

Lack of female screeners

16

13.3

No reason

25

20.8

Others

9

10.8
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who get the screening test, about 11(29.7 %) were positive for the test.
In multiple logistic regression, after adjustment for
potential cofounders, the factors that enhance accepting of screening were being in age group of 40–49, 50–
59 and >60 years compared <29; having above 12 grade
educational level compared to read and write; having
regular source of income; getting information about cervical cancer from health professionals, having awareness
of the test and needing the screening to take early measure. Respondents not knowing cervical cancer as preventable were less likely to accept the screening (Table 2).

Discussion
In this study one third (34.2 %) participants knew the
availability of screening test for CC and this finding was
similar with HIV positive women in Lagos, Nigeria
(34.5 %) [25] and it was higher than two studies in
Nigeria (15.5 %) [33], (6.5 %.) [34]. The possible reasons
for discrepancy of the result might be variation in study
populations i.e. all women [33, 34] vs HIV infected
women in current study, regional state or country specific promotion policy variations, variations in involvement of the CC education in media and its exposure and
differences in socio-cultural condition.
In current study majority of participants mentioned as
health professionals were their main source of information for CC and the finding is in agreement with prior
studies [33, 35–37].
The current finding of two third participants (62.7 %)
willing to be screened for cervical cancer were lower than
a study done in Nigeria (96.5 %) [38] and Mozambique
(84 %) [39] and the difference might be attributed by variations in health policy on promotion of CC, variations on
awareness creation using mass-media and socio-economic
variations.
The current study revealed as one every ten (11.5 %)
participants were ever tested for CC in their life time
and this is in line with a study in rural Mozambique
(11 %) [39], Sokoto, Nigeria, (10 %) [40], two studies in
Kenya (12.3 %) [41] and (17.5 %) [25] and HIV positive
women in Lagos, Nigerian (9.4 %) [25]. The finding was
higher than two studies in Ogun State, Nigeria (4.8 %)
[34] and (9.5) [42] and it was lower than a study among
HIV-positive women Ottawa, Ont (58 %) [23]. The reason of being higher than Ogun State, Nigeria [34, 42]
might be attributed by variations of study populations
i.e. all women in [35] since HIV infected women may
frequently visit health institutions and can get health
professionals which are the main source of information
for screening [33, 35–37].
The current finding of most of the participants not
willing to take the test due to assuming that the test is
time consuming (35.8 %), fear of being positive for the
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Table 2 The association of variables with accepting of cervical
cancer screening among study participants, 2014
Variable

(AOR, 95 % CI)

Socio-demographic characteristics
Age in completed years
<29 Years

1

30-39 Years

0.96 (0.372, 1.671)

40-49 Years

3.8 (1.212, 12.290)*

50-59 Years

4.2 (1.505, 17.482)*

>60 Years

8.2 (1.104, 61.543)*

Level of education
Read and write

1

Primary Education (1–8)

1.2 (0.417, 3.846)

secondary Education (9–12)

1.6 (0.479, 5.600)

Higher education above 12

1.2 (1.313, 5.269)*

Regular source of income
Yes

3.2 (1.346, 8.005)*

No

1

First most cause of cervical cancer
Viral

1.8 (0.011, 3.895)

I don't know

0.619 (0.001, 2.233)

Others

1

Health professional source
Yes

6.0 (1.440, 83.933)*

No

1

Is cervical cancer preventable
Yes

1

No

0.07 (0.001, 0.249)*

Aware of the test used
Yes

3.6 (1.395, 33.76)*

No

1

Reason of testing to take early measure
Yes

9.9 (1.423, 309.316)*

No

1

High cost of the test
Yes

1.001 (0.811, 29.268)

No

1

WHO Clinical staging
WHO stage 1

1

WHO stage 2

0.68 (0.079, 5.870)

WHO stage 3

0.67 (0.042, 10.675)

WHO stage 4

0.011 (0.463, 3.282)

AOR adjusted odds ratio, WHO world health organization
* = statistically significant

test (30.8 %) and high cost of the test (30.0 %) was in
agreement with the a similar study in HIV positive
women in Lagos, Nigerian [25] and Kenya [41].
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In this study, participants having above 12th grade educational level compared to read and write, and having
awareness about CC were 1.2 and 3.6 times respectively
more likely accepting the screening and the finding was
in parallel with a study among HIV positive women in
Lagos, Nigerian in which having a tertiary education
were enhancing screening by 1.4 times (OR = 1.4; 95 %
CI: 1.03-1.84) and those aware of cervical cancer were
1.5 times (OR: 1.5; 95 % CI: 1.2-2.0) more likely accepting the screening [25].
In current study, participants who were getting information about cervical cancer from health professionals
were 6 times more likely accepting the screening and
this finding was supported by prior studies [33, 40].

Conclusion and recommendation
One third (34.2 %) participants knew cervical cancer and
two third (62.7 %) were willing for the test though only
a quarter (24.8 %) were accepted the test. After adjustment in multivariate analysis, the factors that enhance
accepting of screening were being in age group of 40–
49, 50–59 and >60 years compared <29; having above
12th grade educational level compared to read and write;
having regular source of income; getting information
about cervical cancer from health professionals, having
awareness of the test, needing screening to take early
measure and knowing cervical cancer as preventable disease. Thus organizations working on cancer and HIV/
AIDS should further work to enhance awareness, and
acceptability of the test. Ethiopian ministry of health
should establish CC screening program since two third
participants were willing for screening. Screening refusals as a result of assuming time consuming of the
test, fear of the test result and anticipated high cost need
to be addressed through advocacy and public
mobilization. A further study with a large sample size is
recommended to validate the current finding.
Abbreviations
AIDS: Acquired immunodeficiency syndrome; ART: Antiretroviral treatment;
CC: Cervical cancer; HIV: Human Immunodeficiency Virus.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
NB has brought the research idea, develops the proposal, coordinated the
data collection and performed the statistical analysis. YT has participated in
development of the proposal, coordinated the data collection and
performed the statistical analysis. HM was participated in development of
the proposal, coordinated the data collection and performed the statistical
analysis and prepares the manuscript. All authors read and approved the
final manuscript.
Acknowledgment
We would like to thank Addis Ababa University for its financial support.
The authors thank the counselors at each institution and health providers
working in each HIV treatment unit and study participants for their
cooperation in the success of this work.

Belete et al. Gynecologic Oncology Research and Practice (2015) 2:6

Author details
1
Ethiopian Public Health Institute, Health System Research Directorate, Addis
Ababa, Ethiopian. 2Addis Ababa University, Allied School of Health Science,
Addis Ababa, Ethiopian. 3Debre Markos University, College of Medicine and
Health Science, Department of Public Health, Debre Markos, Ethiopia.
Received: 9 June 2015 Accepted: 18 August 2015

References
1. Integrated Africa Cancer Factsheet. Focusing on Cervical Cancer, Girls &
Women Health, Sexual & Reproductive Health, HIV & Maternal Health. 2014.
2. WHO. International agency for research on cancer. Latest world cancer
statistics. 2013.
3. Sam MM, Kishor B, Clement A, Annie JS. HIV and cancer in Africa: mutual
collaboration between HIV and cancer programs may provide timely
research and public health data. Infect Agents Cancer. 2011;6:16.
http://www.infectagentscancer.com/content/6/1/16.
4. UNAIDS. AIDS epidemic update Geneva, Switzerland. November 2009.
www.unaids.org.
5. Global report UNAIDS report on the global aids epidemic. 2010.
http://www.unaids.org/documents/2010.
6. American Cancer Society. Cancer Facts & Figures. Atlanta: American Cancer
Society; 2014.
7. Human Papillomavirus and Related Diseases Report INDIA. August 22nd,
2014. www.hpvcentre.net.
8. Chen M, Jen I, Chen YH, Lin MW, Bhatia K, Sharp GB, et al. Cancer incidence
in a Nationwide HIV/AIDS patient cohort in Taiwan in 1998–2009. J Acquir
Immune Defic Syndr. 2014;65(4):463–72. doi:10.1097/QAI.0000000000000065.
9. Bruni L, Barrionuevo-Rosas L, Albero G, Aldea M, Serrano B, Valencia S, et al.
ICO Information Centre on HPV and Cancer (HPV Information Centre).
Human Papillomavirus and Related Diseases in Ethiopia. Summary Report
2014; 12: 18. www.hpvcentre.net.
10. Tanon A, Jaquet A, Ekouevi DK, Akakpo J, Adoubi I, et al. The pectrum of
Cancers in West Africa: Associations with Human Immunodeficiency Virus.
PLoS One. 2012;7(10), e48108. doi:10.1371/journal.pone.0048108.
11. Moscicki AB, Ellenberg JH, Vermund SH, Holland CA, Darragh T, CrowleyNowick PA, et al. Prevalence of and risks for cervical human papillomavirus
infection and squamous intraepithelial lesions in adolescent girls: impact of
infection with human immunodeficiency virus. Arch Pediatr Adolesc Med.
2000;154(2):127–34.
12. Meijer CJ, Rozendaal L, Voorhorst FJ, Verheijen R, Helmerhorst TJ,
Walboomers JM. Human papillomavirus and screening for cervical cancer:
state of art and prospects. Ned Tijdschr Geneeskd. 2000;144(35):1675–9.
13. Gedefaw A, Astatkie A, Tessema GA. The Prevalence of Precancerous
Cervical Cancer Lesion among HIV-Infected Women in Southern
Ethiopia: A Cross-Sectional Study. PLoS One. 2013;8(12), e84519.
doi:10.1371/journal.pone.0084519.
14. Smith JS, Lindsay L, Hoots B, Keys J, Franceschi S, et al. Human
papillomavirus type distribution in invasive cervical cancer and high-grade
cervical lesions: a meta-analysis update. Int J Cancer. 2007;121(3):621–32.
15. Walboomers JM, Jacobs MV, Manos MM, Bosch FX, Kummer JA, Shah KV,
et al. Human papillomavirus is a necessary cause of invasive cervical cancer
worldwide. J Pathol. 1999;189:12–9.
16. Schiffman M, Castle PE, Jeronimo J, Rodriguez AC, Wacholder S. Human
papillomavirus and cervical cancer. Lancet. 2007;370:890–907.
17. Agaba PA, Thacher TD, Ekwempu CC, Idoko JA. Cervical dysplasia in
Nigerian women infected with HIV. Int J Gynaecol Obstet. 2009;107(2):99–
102. doi:10.1016/j.ijgo.2009.06.006. Epub 2009 Jul 19.
18. WHO/ICO Information Centre on HPV and Cervical Cancer (HPV Information
Centre). Human Papillomavirus and Related Cancers in World. Summary
Report 2010. [Date accessed]. www.who.int/hpvcentre.
19. Cancer Research UK Registered charity in England and Wales (1089464),
Scotland (SC041666) and the Isle of Man (1103). 2014. cruk.org/cancerstats.
20. Minjee L, Eun-Cheol P, Hoo-Sun C, Jeoung AK, Ki Bong Y, et al.
Socioeconomic disparity in cervical cancer screening among Korean
women: 1998–2010. MC Public Health. 2013;13:553. doi:10.1186/14712458-13-553.
21. Mutyaba T, Mirembe F, Sandin S, Weiderpass E. Evaluation of ’see-see and
treat’ strategy and role of HIV on cervical cancer prevention in Uganda.
Reprod Health. 2010;7:4.

Page 6 of 6

22. Gravitt PE, Belinson JL, Salmeron J, Shah VK. Looking ahead: a case for
human papillomavirus testing of self-sampled vaginal specimens as a
cervical cancer screening strategy. Int J Cancer. 2011;129:517–27.
23. Pamela L, Claire K, Claire T, Kevin P, Jonathan BA, James J. Cervical cancer
screening among HIV-positive women Retrospective cohort study from a
tertiary care HIV clinic. Can Fam Physician. 2010;56:e425–31.
24. Everlyne NM, Harrysone EA, Rosebella OO, Joyce HO, Collins O.
Determinants of Cervical screening services uptake among 18–49 year old
women seeking services at the Jaramogi Oginga Odinga Teaching and
Referral Hospital, Kisumu, Kenya. BMC Health Serv Res. 2014;14:335.
http://www.biomedcentral.com/1472-6963/14/335.
25. Oliver CE, Chidinma VGO, Per OO, Karen OP. Willingness and acceptability of
cervical cancer screening among HIV positive Nigerian women. BMC Public
Health. 2013;13:46. http://www.biomedcentral.com/1471-2458/13/46.
26. Zewdie B, Alemseged A, Tefera B, Amare D, Hailemariam S, Vivien T, et al.
Health seeking behavior for cervical cancer in Ethiopia: a qualitative study.
Int J Equity Health. 2012;11:83. http://www.equityhealthj.com/content/11/1/83.
27. Meredith SS, Ruth MPH, Irene H, Jianmin L, James JG, et al. Proportions of
Kaposi Sarcoma, Selected Non-Hodgkin Lymphomas, and Cervical Cancer in
the United States Occurring in Persons with AIDS, 1980–2007. JAMA.
2011;305(14):1450–9. doi:10.1001/jama.2011.396.
28. Joint United Nations Program on HIV/AIDS. (UNAIDS) report on the global
AIDS epidemic. 2010.
29. Profile on General Hospital, the number of registered and number of Health
Facilities in Addis Ababa City by Types of ownership. 2004/ 2005.
www.ethiopianembassy.org/About.Ethiopia.
30. Profile on referral Hospital, the number of registered and number of Health
Facilities in Addis Ababa city by types of ownership. 2004/ 2005.
www.ethiopianembassy.org/About.Ethiopia
31. Central statistical agency, Addis Ababa, Ethiopia. 2007.
32. Peter M, Wangeci M, Grace K, Solomon A, Francesca O. Prevalence and
Risk Factors Associated with Precancerous Cervical Cancer Lesions among
HIV-Infected Women in Resource-Limited Settings. AIDS Research and
Treatment. 2012. doi:10.1155/2012/953743.
33. Nwankwo KC, Aniebue UU, Aguwa EN, Anarado AN, Agunwah E.
Knowledge attitudes and practices of cervical cancer screening among
urban and rural Nigerian women: a call for education and mass screening.
European J Cancer Care. 2011;20:362–7.
34. Abiodun OA, Fatungase OK, Olu-Abiodun OO, Idowu-Ajiboye BA, Awosile
JO. An assessment of women’s awareness and knowledge about cervical
cancer and screening and the barriers to cervical screening in Ogun State,
Nigeria. IOSR. J Dental Med Sci. 2013;10(3):52–8. www.iosrjournals.org.
35. Maree JE, Moitse KA. Exploration of knowledge of cervical cancer and
cervical cancer screening amongst HIV-positive women. Curationis.
2014;37(1):1209. http://dx.doi.org/10.4102/curationis.v37i1.1209.
36. Gichangi P, Estambale B, Bwayo J, Rogo K, Ojwang S, Opiyo A, et al.
Knowledge and practice about cervical cancer and pap smear testing
among patients at Kenyatta National Hospital, Nairobi, Kenya. Int J Gynaecol
Cancer. 2003;3:827–33.
37. Gharoro EP, Ikeanyi EN. An appraisal of the level of awareness and
utilization of the Pap smear as a cervical cancer screening test among
female health workers in a tertiary health institution. Int J Gynaecol Cancer.
2006;16:1063–8.
38. Solomon O, Kwasi T, Hadiza K, Edward O, Oluwasanmi A, Otto C, et al.
Integrating cervical cancer screening with HIV care in a district hospital in
Abuja, Nigeria. Niger. Med J. 2013;54(3):176–84. doi:10.4103/03001652.114590. doi:10.4103%2F0300-1652.114590#pmc_ext.
39. Carolyn M. Audet, Carla Silva Matos, Meridith Blevins, Aventina Cardoso and
Troy D. Moon. Acceptability of cervical cancer screening in rural Mozambique.
Health Education Research February 3, 2012. doi:10.1093/her/cys008.
40. Oche MO, Kaoje AU, Gana G, Ango JT. Cancer of the cervix and cervical
screening: Current knowledge, attitude and practices of female health
workers in Sokoto, Nigeria. Int J Med Med Sci. 2013;5(4):184–90.
doi:10.5897/IJMMS2013.0886. http://www.academicjournals.org/IJMMS.
41. Were E, Nyaberi Z, Buziba N. Perceptions of risk and barriers to cervical
cancer screening at Moi Teaching and Referral Hospital (MTRH), Eldoret.
Kenya African Health Sci. 2011;11(1):58–64.
42. Sylvia C M, Carolyn MS, and Timothy RBJ. Knowledge, Attitudes, and
Demographic Factors Influencing Cervical Cancer Screening Behavior
of Zimbabwean Women. Journal Of Women’s Health 2011; 20(6).
doi:10.1089/jwh.2010.2062.

