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Abstract

Background
The chances of developing cervical cancer in Uganda continue to rise especially in the fishing com-

munities due to the relatively higher prevalence of inter-related personal risk factors. This study aimed
to examine the Intrapersonal Factors Associated with Cervical Cancer Screening Among Women in
Fishing Communities of Entebbe Municipality, Wakiso District.
Methodology
A descriptive cross-sectional survey study was conducted among women in the fishing communities

of Entebbe-Municipality Wakiso district in Central Uganda and utilized quantitative methods of data
collection. Data were collected using a structured questionnaire with multiple-response questions. Data
were analyzed using SPSS version 25, univariate, bivariate, and multivariate analysis were performed
at 5% level significance.
Results
Of the 293 respondents that were interviewed, only 23.2% of women had ever been screened for

cervical cancer. More than three-quarters of them knew that cervical cancer is not curable 234(79.9%).
150(51.2%) women mentioned that the age at the start of screening for cervical cancer in Uganda
is 18 years and had 46% less prevalence of cervical cancer screening (cPR = 0.54 [0.33 - 0.90], p =
0.020). Among the perception attributes Cervical cancer screening prevalence was twice as high among
women who agreed that cervical cancer is a curse from God (cPR = 2.43 [CI = 1.49 - 3.97], P = 0.000)
compared to those who disagreed.
Conclusion
The intrapersonal factors associated with cervical cancer screening among women in the fishing

communities of Entebbe municipality were mainly; marital status, employment status, knowledge of
age at the start of the screening, and perceptions of the relevance of screening.
Recommendation
Communication and education should focus on awareness creation about the fact that even in a

marriage where not much risky sexual behavior may be present, the risk of HPV infection remains
apparent, for instance from sexually transmitted infections within the couple.
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1. Background of the study

Cervical cancer screening is one of the preven-
tive measures to combat cervical cancer disease
among the women population. Women living in
fishing communities experience the highest bur-
den of the disease and therefore screening efforts
are critically needed. However, according to Ke-
neema et al., (2022), the prevalence of cervical
screening in the fishing communities is still in-
sufficient to revert the burden of cervical cancer
morbidities and deaths in Uganda.

However, the main obstacles inherent to this in-
tervention are the intra-personal factors, A review
of the literature on the intrapersonal factors asso-
ciated with cervical cancer screening revealed that
characteristics including; knowledge, stigma and
embarrassment, education, socioeconomic status,
age, fear of screening procedure and pain, parity,
misconceptions about cancer. as a disease, mar-
ital status, health system distrust, religion, per-
ceptions, and priorities are important.

The effect of knowledge about cervical cancer
on cervical cancer screening has been one of the
most studied factors associated with screening
(Kirubarajan et al., 2021; Annan et al., 2019; Al-
wahaibi et al., 2017; Ogbonna et al., 2017; Okoeki
et al., 2016; Jayasinghe et al., 2016; Pan et al.,
2014; Isabirye et al., 2020; Idehen et al., 2020;
Gele et al., 2017; Grandahl et al., 2015; Akhagba
et al., 2017; Addawe et al., 2018; Andersen et al.,
2020).

Kirubarajan et al., 2021; Roux et al., 2021; An-
dersen et al. (2020), Idehen et al. (2020), Gele et
al. (2017) Grandahl et al. (2015), Addawe et al.
(2018), and Akhagba et al. (2017) found that the
lack of knowledge about cervical cancer and cervi-
cal cancer screening to be the greatest barriers to
screening. Limited knowledge about CC has also
been associated with minimal chances of attend-
ing CCS in some studies. Roux et al. (2021) how-
ever found a lack of awareness about the role and
availability of CCS services that affected screen-
ing.

∗Corresponding author.
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On the other hand, adequate knowledge and
awareness about cervical cancer screening were
found to be protective of screening (Annan et al.,
2019; Alwahaibi et al., 2017; Ogbonna et al., 2017;
Okoeki et al., 2016; Jayasinghe et al., 2016; Pan
et al., 2014). Consistently, Isabirye et al. (2020)
found being more knowledgeable about cervical
cancer and screening to be associated with twice
the odds of being screened. Tekle et al. (2020)
found a fivefold chance of being screened for cer-
vical cancer among women who had good knowl-
edge of cervical cancer.

Idehen et al. (2020) also found that women’s
high understanding of cervical cancer screening
increased the chance of cervical cancer screening.

In some studies, the stigma surrounding cervi-
cal cancer screening was found to be the most im-
portant barrier to cervical cancer screening (Lee
et al., 2017; Ogbonna et al., 2017; Pan et al.,
2014). In the study by Lee et al. (2017) women
reported that the shame of visiting a gynecolo-
gist’s office prevented them from screening for CC.
Chua et al. (2021) found that some women in
their study had not been screened because of the
supposed embarrassment that comes with being
screened. In other studies, embarrassment and
discomfort linked to body exposure during a CCS
test were found to have a negative influence on
CCS (Grandahl et al., 2015; Olsson et al., 2014;
Akhagba et al., 2017; Addawe et al., 2018)

New-Aaron et al. (2020) and Chua et al.
(2021), found a positive relationship between
educational level completed and cervical cancer
screening. Tekle et al. (2020) also found that
women with a university degree/diploma were 5.2
times as likely to screen for cervical cancer. Gallo
et al. (2017) and Møen et al. (2017) found a
negative relationship between education and cer-
vical cancer screening. Being unemployed was
found to be negatively related to cervical cancer
screening (Hertzum- Larsen et al., 2019; Idehen
et al., 2018). A similar relationship was found be-
tween low-income and cervical cancer screening
(Hertzum-Larsen et al., 2019; Møen et al., 2017).

Like knowledge, age has also been widely stud-
ied, although with mixed findings. New-Aaron et
al. (2020) found a positive relationship between
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younger age and cervical cancer screening, while
Tekle et al. (2020) found that women aged 30 to
34 years were 7 seven times more likely to screen,
compared to those aged 45 to 49 years. A similar
association was noted in the study by

Idehen et al. (2018), Gallo et al. (2017) and
Møen et al. (2017). On the contrary, Comparetto
et al. (2017), Gallo et al. (2017), and Møen et al.
(2017) found that older age was associated with
higher screening attendance.

Al-Shaikh et al. (2014) and Pan et al. (2014)
found the fear of side effects to be a barrier to
cervical cancer screening. In studies by Agboeze
et al. (2018) and Okoeki et al. (2016), fear of
possible CC diagnosis was reported as being a
barrier. Adewumi et al. (2021) on the other
hand found the fear of pain to be a barrier to
CC screening. That is in agreement with findings
from other studies (Addawe et al., 2018; Olsson et
al., 2014; Azerkan et al., 2015) where the fear of a
cancer diagnosis was found to matter. Kirubara-
jan et al. (2021) similarly found that women who
negatively perceived the cervical cancer screening
test were less likely to be screened for cervical
cancer. In other studies (Grandahl et al., 2015;
Akhagba et al., 2017; Møen et al., 2018; Olsson
et al., 2014), the fear of the screening procedure
itself was found to be a screening deterrent.

Darj et al. (2019) reported that among the
women they sampled, a belief that cervical cancer
cannot be prevented affected screening behavior.
Some women have been reported as having the
perception that CC can neither be prevented nor
cured and that screening is therefore not neces-
sary (Olsson et al., 2014). Addawe et al. (2018)
on the other hand found that the belief that cervi-
cal cancer incidence is God’s will prevents screen-
ing attendance.

Parity and pregnancy were also considered fac-
tors influencing CCS participation, but also with
conflicting results (Azerkan et al.,2015; Idehen
et al., 2017; Møen et al., 2017). Quantitative
data suggests that having no children is associ-
ated with lower attendance of screening among
migrants from either Western and Nonwestern
countries (Hertzum-Larsen et al., 2019).

A qualitative study offers a nuanced perspec-

tive on the influence of pregnancy in the use of
screening. Younger women stated that the de-
sire to get pregnant encouraged them to take the
screening test as cervical cancer was a dangerous
disease that could compromise pregnancy. Con-
versely, since pregnancy is a period marked by fre-
quent contact with healthcare professionals, some
women felt that they could monitor their health
without doing the screening test. Additionally, af-
ter giving birth priorities change and CCS is not
a priority (Azerkan et al., 2015).

Marital status is of significance in determining
cervical cancer screening, with some studies find-
ings being married as being protective of screening
(Gallo et al., 2017; Idehen et al., 2018; Barrera-
Castillo et al., 2019; Hertzum-Larsen et al., 2019).
Azerkan et al. (2015), Barrera-Castillo et al.
(2019), and Akhagba et al. (2017) found the ef-
fect of marital status to be related to the spousal
support received from a partner. Some studies
have found married women to be less likely to be
screened for cervical cancer (Azerkan et al., 2015;
Møen et al., 2017; Idehen et al., 2017).

In some other studies, distrust in a country’s
health system was found to be a barrier to CCS
(Gele et al., 2017; Addawe et al., 2018; Olsson
et al., 2014; Akhagba et al., 2017). Simply not
finding time for cervical cancer screening was also
found to be a barrier to cervical cancer screening
(Addawe et al., 2018; Azerkan et al., 2015; Møen
et al., 2018). Healthcare service providers who
participated in studies by Møen et al. (2018),
Addawe et al. (2018), Azerkan et al. (2015), and
Olsson et al. (2014).

Muslim women have been reported to be less
likely to be screened for CC as that is considered
to be taboo (Grandahl et al., 2015; Gele et al.,
2017; Olsson et al., 2014). In Pakistani and So-
malia both of which are Muslim nations, women
believed their belief protects them from disease
and so they do not need to be screened (Gele et
al., 2017). In other Muslim communities, the cer-
vical cancer screening procedure is considered to
be so invasive that they breach religious norms
(Addawe et al., 2018).

Studies by Abdikarim et al. (2017); Devara-
palli et al. (2018), Mbaka et al. (2018), Miri
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et al., (2018), Solomon et al. (2019), Erku et al.
(2017), and Bukirwa et al. (2015) found high per-
ceptions of susceptibility to cervical cancer and
high perceptions of positive benefits of screening
to be protective of positive screening behavior.
Perceived benefits were also found to be protective
in a study by Miri et al. (2018). In agreement,
Kalkidan et al. (2019), Wanyenze et al. (2017),
Delgado et al. (2017), Solomon et al. (2019),
Erku et al. (2017), Bukirwa et al. (2015) found
significant relationships between perceptions to-
wards cervical cancer and cervical cancer screen-
ing behavior.

The Socio-ecological model is one of the most
used health promotion theories (Poux, 2017; Sallis
et al., 2008), and it provides five levels of influence
on behavior, including, the intrapersonal level,
the interpersonal level, the societal level, the insti-
tutional level and at the policy level. In the cur-
rent study, as informed by findings from previous
studies, the study adopted two of those five con-
structs, one of which was the individual character-
istics and the other being institutional character-
istics. According to Bronfrenbrenner (1979), the
individual construct includes an individual’s per-
sonal various traits like knowledge, perceptions,
attitudes, and socio-demographic characteristics
like age, marital status, and religion, all of which
are hypothesized as influencing a person’s voli-
tion and behavior. In this study, the individual
constructs were chosen as intrapersonal charac-
teristics or Factors Associated with Cervical Can-
cer Screening Among Women in Fishing Commu-
nities of Entebbe Municipality, Wakiso District
which the study aimed at examining.

2. Methodology

2.1. Study setting and Study design
The study was conducted in Entebbe Munici-

pality, Wakiso district, Central Uganda. Entebbe
municipality has two of the major landing sites in
Uganda, that is, the Kigungu and Kasenyi landing
sites. Kigungu is located past Entebbe interna-
tional airport, in Kigungu central parish, Kigungu
LC1with a population of close to 8000 people of
which 4640 are women. Kasenyi landing site is on

the other hand located in South East of Abayita
abibiri, and situated in Nkumba parish, Ben-
degere L.C.I, Katabi Sub County, Busiiro County
hosting about 26,575 fisher folks, of which 14059
are female and is known to have a substantial
FSW population. The study employed a cross-
sectional survey design and a quantitative ap-
proach to collect data from women in fishing com-
munities in Entebbe Municipality – Wakiso dis-
trict. Close-ended questionnaires were used to
capture data in a quantifiable manner (Keneema
et al., 2022).

2.2. Study population

The target population of the survey was par-
ticularly women aged between 26-65 years living
in fishing communities. The fishing communities
of Wakiso district were considered because they
constitute the majority of the women living with
HIV associated with highly risky sexual behaviors
predisposing them to cervical cancer.

2.3. Eligibility criteria

Women in fishing communities who had spent
at least 6 years while residents therein, because
that period not only covers two screening inter-
vals globally allowed for but also makes one pos-
sibly realize their risk of infection and possibly
change behavior. That is in addition to the fact
that such a period makes one to be a bona fide
member of a given community, meaning that the
responses they provide can be entirely reflective
of the fishing community they are in.

The study excluded; Women in fishing commu-
nities who had a total hysterectomy or trachelec-
tomy done due to any prior obstetric complica-
tions as those are ineligible for cervical cancer
screening and, Women who may have been vacci-
nated for HPV, during their teen ages were also
excluded as they also do not have to screen for
cervical cancer.

2.4. Sample size calculation

The sample size of 293 women was calculated
using Krejcie and Morgan formula for sample size
determination (Krejcie and Morgan, 1970). The
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formula considers the proportion (P) to be a con-
stant (50%) and only requires the substitution of
the target sample size (N), which the study could
obtain. The formula is given by;

s = X2NP (1- P) / d2 (N -1) + XP (1-P) Where;
s = required sample size.
X2 = the table value of chi-square for 1 degree

of freedom at the desired confidence level (3.841)
N = the population size = estimated number of

women aged between 30 and 65 years at Kigungu
and Kasenyi landing sites = 1229 women

P = the population proportion (assumed to be
.50 since this would provide the maximum sample
size).

d = the degree of accuracy expressed as a pro-
portion (.05). Therefore;

s = 1.962 x 1229 x 0.5 (1- 0.5)
0.052 (1229 -1) + 1.962 x 0.5 (1 – 0.5)
s =3.841 x 1229 x 0.25

0.0025 (1228) + 0.9604
s = 1180.3
3.07 + 0.9604

s = 293 women living in fishing communities.

2.5. Sampling procedures

The study used purposive sampling since the
two distinct fishing villages; Kigungu and Kasenyi
fishing communities are home to more than 2000
women. At the same time Convenience sam-
pling of study, participants was employed on
each household and, to determine the number of
women who were required from each of the fishing
communities at the two landing sites, proportion-
ing according to size was done using the formula
below.

NWRPV = NAWPV / NTNWPV x n
Where;

NWRPV = Number of women required from a
given village NAWPV=Available number of women
in a given village

NTNWPV = Total number of women in all the
sampled villages ≈ 1229 n = Sample size

2.6. Data collection and Analysis

Data were collected through structured inter-
views using Structured questionnaires designed

with multiple choice questions with a set of pre-
determined responses from which a respondent
had to select what applies to them. The ques-
tionnaire assessed the socio-demographic charac-
teristics of respondents and the cervical cancer
screening status of participants and the question-
naire was administered by the interviewer. Data
was the analyzed using SPSS version 25, and de-
scriptive analysis was run for all data that had
been collected. The descriptive analysis yielded
frequencies and valid percentages, from which the
main study objective was achieved since it re-
quired the establishment of the intra-personal fac-
tors affecting cervical cancer screening.

2.7. Quality control
For validation purposes, Validity in this study

was measured using the content Validity Index
(CVI) and reliability was determined using the
alpha coefficient Cronbach, 1951. In testing the
reliability of the tool, a pretest was conducted
among 10% of the sample size, using the same
tool in a similar setting of the Gaba landing site,
in Kampala district 45km away from the main
study sites to avoid contamination, it also has
fishing communities with women who are at risk
of HPV infection and hence ought to be screened.
The establishment of whether or not the tool had
high internal consistency was done following the
scale below;

The actual test for reliability using the Cron-
bach alpha revealed that the alpha was 0.743,
which according to the table above is the range
of 0,7 ≤ α < 0,9 that indicates internal consis-
tency.

2.8. Ethical considerations
The study was approved by the Uganda Mar-

tyrs university faculty of Health Sciences ethics
committee. Permission to conduct the study
was then obtained from the local councils where
Kigungu and Kasenyi landing sites are located.
Informed consent by each respondent was also
sought; all participants were comprehensively in-
formed about the study and all its procedures and
made an informed decision of whether or not they
would participate in the study. When engaged in
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Table 1: NTNWPV = Total numberof women in all the sampled villages ≈ 1229 n= Sample size

Fishing village NAWPV NTNWPV n NWRPV = NAWPV / NTNWPV x n
Kigungu 520 1229 293 124
Kasenyi 669 1229 293 169

Table 2: Quality control

Cronbach’s Alpha Coefficient Interpretation of Cronbach’s Alpha Coefficient
≥ 0,9 The internal consistency of the scale is high,
0,7 ≤ α < 0,9 The scale has internal consistency,
0,6 ≤ α < 0,7 The internal consistency of the scale is acceptable,
0,5 ≤ α < 0,6 The internal consistency of the scale is weak,
α ≤ 0,5 The scale has no internal consistency.

Source: (Cronbach,1951)

Table 3: Reliability Statistics

Cronbach’s Alpha N of Items
0.743 32

Reliability Statistics

interviews, it was ensured that privacy was ob-
served as well; no third party (person) was allowed
within hearing distance of the interview with each
woman. No full names or names were captured on
the questionnaire or consent forms of the respon-
dents as a way of observing confidentiality and
following each interview, all filled questionnaires
were kept with the principal investigator.

The participants were informed about the vol-
untariness of participation in this study; and
therefore, they were allowed to withdraw from
the study at any time without any repercussions
whatsoever. Since the study was conducted dur-
ing the coronavirus disease 19 (COVID-19) pan-
demic, the right to protection from harm was also
observed. All the standard operating procedures
(SOPs) (social distancing, putting on face masks,
and hand washing where necessary) for COVID-
19 prevention were observed when engaging the
interviewees. At the end of the interview partic-
ipants were allowed to ask a question regarding
cervical cancer.

2.9. Dissemination plan

A copy of the report was provided to the uni-
versity and then a community dissemination fo-
rum was also organized at both landing sites and,
publication of the findings in one of the available
health journals has been made

3. Results

The study results indicate that only 23.2% of
women interviewed had ever been screened for
cervical cancer. Among the women who partic-
ipated in this survey, more than a third of the
women were between the ages of 26 - 36 years
153(52.2%) and more than half of them were not
currently married 156(53.2%) and, 78 (50.0%)
had separated from their relationships, while the
majority had been educated to secondary level
or higher 178 (60.8%) and 149 (50.9%) were cur-
rently employed as in the casual activities around
the site (see Table 1 ).

The bivariate results (chi-square results) in-
dicate that Women who were currently married
exhibited 78% less prevalence of cervical cancer
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screening (cPR = 0.22(0.12 - 0.40), P = <0.001)
compared to those who were not married. The
Anglican had 65% less prevalence of cervical can-
cer screening (cPR = 0.345 [CI= 0.191 - 0.623], P
= <0.001), compared to the born again. Women
who were currently employed were twice as likely
to screen for cervical cancer (cPR = 2.02 [1.28 -
3.18], P = 0.002) compared to those who were not
employed.

Besides the socio-demographic characteristics
that have been described in table 1, the other de-
scriptive findings on knowledge attributes in ta-
ble 2 indicate that more than three-quarters of
them know that cervical cancer is not curable
234(79.9%). About half of the women mentioned
that the age at the start of screening for cervical
cancer in Uganda is 18 years 150(51.2%) and had
46% less prevalence of cervical cancer screening
(cPR = 0.54 [0.33 - 0.90], p = 0.020) compared
to those who reported that the age at the start of
screening was 30 years (see Table 2).

In table 3, perception attributes about cervi-
cal cancer show that Almost half of the women
strongly agree that the cervical cancer screening
procedure is painful 137 (46.8%), and the major-
ity of them had given birth to two children at the
time 177(60.4%). Nearly two-thirds of the women
183(62.5%) disagreed that cervical cancer is not
that fatal, one can be cured from it 131(44.7%),
and nearly half of them strongly disagreed that
cervical cancer is a curse from God 137 (46.8%),
but nearly half of them agreed that cervical can-
cer screening can be embarrassing 137 (46.8%).
More than half of the women sampled mentioned
that they had trust in Uganda’s health system and
that it can accurately screen for cervical cancer
167 (57.0%). However, slightly more than a third
of the women disagreed that CCS would be bene-
ficial to a woman who resides in a fishing commu-
nity 101 (34.5%) and more than half 171(58.4%)
disagreed that they were not at risk for cervical
cancer as a woman in the fishing communities of
Entebbe. Almost a third of the women agreed
that they had other things they were focusing on
right now, cervical cancer screening was not that
important 88 (30.0%).

Cervical cancer screening prevalence was twice

as high among women who agreed that CC is
not that fatal, one can be cured from it (cPR =
2.357[CI = 1.46 - 3.79], p = 0.000), compared to
those who disagreed. It was also twice as high
among women who agreed that cervical cancer is
a curse from God (cPR = 2.43 [CI = 1.49 - 3.97],
P = 0.000) compared to those who disagreed.
Women who reported that they had other things
they were focusing on right now, that cervical can-
cer screening was not that important, exhibited
66% less prevalence of cervical cancer screening
(cPR = 0.341 [0.18 - 0.63, p = 0.001) compared
to those who strongly disagreed to that (See table
3).

Bivariable analysis

4. Discussion

The socio-ecological model suggests that one of
the levels of influence on health-related behavior
like cervical cancer screening is the intrapersonal
dual level. The findings of this study are in agree-
ment with the theory; a total of 6 intrapersonal
factors were found to be of statistical significance.
One of those was the perception that cervical can-
cer was a curse from God, for which women who
were undecided about that perception were found
to be nearly thrice as likely to screen for cervical
cancer.

This finding implies that the perception of cer-
vical cancer being a curse from God was protec-
tive of screening, contrary to findings by Addawe
et al. (2018). Being undecided about a percep-
tion such as cervical cancer being or not being a
curse from God has two possible implications, one
of which is that the undecided respondent doesn’t
know the exact etiology (Cause) of cervical can-
cer. That assertion is premised on the fact that
when one knows the exact cause of cervical can-
cer, one cannot be undecided about the disease
is a curse from God or not. They would know
that a virus is the cause of the disease and not
a curse, but, the mere fact that one is undecided
about whether cervical cancer is a curse from God
or not also implies such a person is more likely
to agree with the assertion than in disagreement.
Therefore, the undecided women were those who
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Table 4: social demographic characteristics and cervical cancer screening

Variable Cervical cancer screening status
f % Screened [n =

68]
Not screened [n =
225]

cPR (95% CI) P
value

Age of respondent
26 - 36 years 153 52.2 50(32.7%) 103(67.3%) 0.871 (0.445 -

1.707)
0.688

37 - 47 years 124 42.3 12(9.7%) 112(90.3%) 0.258 (0.113 -
0.592)

0.001

48 - 58 years 16 5.5 6(37.5%) 10(62.5%) 1.000
Currently married
Yes 137 46.8 11(8.0%) 126(92.0%) 0.220(0.120 -

0.402)
<0.001

No 156 53.2 57(36.5%) 99(63.5%) 1.000
Marital status
Single 20 12.8 6(30.0%) 14(70.0%) 0.975 (0.462 -

2.059)
0.947

Cohabiting 58 37.2 27(46.6%) 31(53.4%) 1.513 (0.982 -
2.331)

0.060

Separated 78 50.0 24(30.8%) 54(69.2%) 1.000
Level of education
No formal
education

18 6.1 6(33.3%) 12(66.7%) 1.319(0.654 -
2.656)

0.439

Primary 97 33.1 17(17.5%) 80(82.5%) 0.693 (0.420 -
1.143)

0.151

Secondary or
higher

178 60.8 45(25.3%) 133(74.7%) 1.000

Religious denomination
Catholic 152 51.9 29(19.1%) 123(80.9%) 0.366 (0.220 -

0.609)
<0.001

Anglican 89 30.4 16(18.0%) 73(82.0%) 0.345 (0.191 -
0.623)

<0.001

Muslim 29 9.9 11(37.9%) 18(62.1%) 0.727 (0.396 -
1.336)

0.304

Born again 23 7.8 12(52.2%) 11(47.8%) 1.000
Currently employed
Yes 149 50.9 46(30.9%) 103(69.1%) 2.021 (1.284 -

3.180)
0.002

No 144 49.1 22(15.3%) 122(84.7%) 1.000
Fishing community stayed in
Kigungu 124 42.3 22(17.7%) 102(82.3%) 0.652 (0.415 -

1.024)
0.064

Kasenyi 169 57.7 46(27.2%) 123(72.8%) 1.000

*Variables without ratios and p values computed are those that have a null integer in their cross tabulation

March 25, 2023



Table 5: Unadjusted relationship analysis between knowledge attributes and cervical cancer screening

Variable Cervical cancer screening status
f % Screened [n =

68]
Not screened [n =
225]

cPR (95% CI) P
value

Knowledge attributes
Cervical cancer is curable
Yes 59 20.1 11(18.6%) 48(81.4%) 0.765 (0.429 -

1.365)
0.365

No 234 79.9 57(24.4%) 177(75.6%) 1.000
Age at start screening for cervical cancer in Uganda
At 18
years

150 51.2 2(19.3%) 121(80.7%) 0.544 (0.326 -
0.907)

0.020

At 25
years

98 33.4 23(23.5%) 75(76.5%) 0.660 (0.388 -
1.123)

0.126

At 30
years

45 15.4 16(35.6%) 29(64.4%) 1.000

Fear the cervical cancer screening procedure, it is like childbirth
Agree 36 12.3 0(0.0%) 36(100.0%)
Disagree 84 28.7 12(14.3%) 72(85.7%)

*Variables without ratios and p values computed are those that a null integer in their cross tabulation.

were more inclined to agree that cervical cancer
was a curse, and hence a very severe disease that
is incurable. They, therefore, had higher severity
perceptions of cervical cancer, which is protective
of screening.

Marital status was also found to be a significant
predictor of screening; the prevalence of cervical
cancer screening was less than 87% among women
who were currently married (aPR = 0.232 [0.127 -
0.425], p = <0.001) compared to those who were
not married. This finding implies that married
women screened less than their non-married coun-
terparts, contrary to what was reported by Az-
erkan et al. (2015), and Akhagba et al. (2017)
found the effect of marital status to be related
to the spousal support received from a part-
ner. However, consistent results were reported
by Møen et al. (2017) and Idehen et al. (2017).
In the context of fishing communities, being an
adult who is unmarried or not married is associ-
ated with higher odds of having multiple sexual
partners or being in unstable relations (Kwena et
al., 2020).

Such behavior, increases risk perception

(Oharume, 2020), which in the context of cervical
cancer has been found to increase the odds of
cervical cancer screening (Abdikarim et al., 2017;
Devarapalli et al., 2018; Mbaka et al., 2018; Miri
et al., 2018; Solomon et al., 2019; Erku et al.,
2017). The opposite can be true among married
and perhaps sexually faithful women who many
perceive themselves as being at a lower risk of
infection with HPV and even HIV, and perceive a
less benefit of being screened for cervical cancer.

The marital status could be related to the effect
of employment status on cervical cancer screen-
ing; the findings showed that women who were
currently employed had twice the odds of cervical
cancer screening (aPR= 2.805 [1.475 - 5.333], p =
0.002) compared to those who were not employed.
Compared to married women who in most cases
depend on spousal support and are hence less
likely to be employed, unmarried women without
such support tend to be employed. That alone can
be economically empowering and an enabler of
access to cervical cancer screening services wher-
ever they may be located. Secondly, female em-
ployment comes with the merit of autonomy in
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Table 6: Unadjusted relationship analysis between perception attributes and cervical cancer screening

Variable Cervical cancer screening status
f % Screened [n =

68]
Not screened [n =
225]

cPR (95% CI) P
value

Perception attributes
CCS procedure is painful
Agree 40 13.7 17(42.5%) 23(57.5%) 2.357(1.466 -

3.789)
0.000

Undecided 70 23.9 18(25.7%) 52(74.3%) 1.426(0.861 -
2.360)

0.168

Disagree 183 62.5 33(18.0%) 150(82.0%) 1.000
Cervical cancer is a curse from God
Strongly agree 92 31.4 21922.8%) 71(77.2%) 1.421(.831 - 2.430) 0.199
Agree 64 21.8 25(39.1%) 39(60.9%) 2.433 (1.490 -

3.971)
0.000

Disagree 137 46.8 22(16.1%) 115(83.9%) 1.000
Trust Uganda’s health system, that they can accurately screen for cervical cancer
Yes 167 57.0 37(22.2%) 130(77.8%) 0.901 (0.593 -

1.367)
0.623

No 126 43.0 31(24.6%) 95(75.4%) 1.000
CCS would be beneficial to a woman who resides in a fishing community
Agree 103 35.2 26(25.2%) 77(74.8%) 1.378(0.843 -

2.252)
0.201

Undecided 59 20.1 18(30.5%) 41(69.5%) 1.665 (0.982 -
2.824)

0.058

Disagree 131 44.7 24(18.3%) 107(81.7%) 1.000
I am not at risk for cervical cancer as a woman in the fishing communities
Agree 74 25.3 29(39.2%) 45(60.8%)
Undecided 48 16.4 0(0.0%) 48(100.0%)
Disagree 171 58.4 39(22.8%) 132(77.2%)
Have other things focused on right now, screening is not that important
Strongly agree 41 14.0 11(26.8%) 30(73.2%) 0.671 (0.368 -

1.222)
0.192

Agree 88 30.0 12(13.6%) 76(86.4%) 0.341 (0.184 -
0.632)

0.001

Undecided 42 14.3 6(14.3%) 36(85.7%) 0.357 (0.159 -
0.802)

0.013

Disagree 67 22.9 17(25.4%) 50(74.6%) 0.634 (0.376 -
1.070)

0.088

Strongly
disagree

55 18.8 22(40.0%) 33(60.0%) 1.000

*Variables without ratios and p values computed are those that a null integer in their cross tabulation
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a household, the lack of which has been reported
to be one of the barriers to healthcare services
utilization among women (Tiruneh et al., 2017;
Melka et al., 2015).

That Muslims also had a low prevalence of
screening consistent with findings by Grandahl
et al. (2015), Gele et al. (2017), Olsson et al.
(2014), and Addawe et al. (2018) Those studies
were however conducted in Muslim-aligned coun-
tries, in which citizens share similar religious be-
liefs of being less likely to have a vaginal examina-
tion done without a purpose of childbirth. Unlike
Muslim communities, the catholic and Anglican
churches do not embrace polygamy or sexual im-
morality at all and have cardinal resolutions to
that effect.

Therefore, it is possible that women in the fish-
ing communities, who subscribed to the Catholic
and Anglican were either married or not engag-
ing in promiscuity and hence possibly perceived
themselves as being at very low risk of infection.
That reduced the perceived benefit of screening
and reduced their odds of screening (Abdikarim
et al., 2017; Devarapalli et al., 2018; Mbaka et
al., 2018; Miri et al., 2018; Solomon et al., 2019).

The same cognitive effect certainly happened
among women who were undecided on whether
or not they had other things they are focusing on
right now, cervical cancer screening is not that im-
portant and exhibited 90% fewer chances of cervi-
cal cancer screening (aPR = 0.103 [0.026 - 0.409],
p = 0.001) compared to those who strongly dis-
agreed. Being undecided on whether or not cervi-
cal cancer screening is important can imply that
one has chosen to agree on screening is unimpor-
tant to them. Such a standpoint can be taken by
women who have both a low perceived risk of in-
fection and minimal perceived benefits of screen-
ing, which are proven barriers to screening (De-
varapalli et al., 2018; Mbaka et al., 2018).

Consistent with many studies that have found
relationships between knowledge about cervical
cancer and screening behavior (Kirubarajan et al.,
2021; Roux et al., 2021; Andersen et al., 2020;
Idehen et al., 2020; Gele et al., 2017; Annan et
al., 2019; Idehen et al., 2020a), this study also
found relationships between the two variables. It

was shown that the prevalence of cervical can-
cer screening was less by 95% among women who
mentioned that, the age at start screening for cer-
vical cancer in Uganda is 18 years (aPR = 0.051
[0.016 -0.163], p = <0.001) compared to those
who reported that it was at 30 years. This find-
ing shows that the women who were not aware
of the age at which screening should be started
had fewer chances of being screened. When one
reports that screening starts at 18 years, yet one
is older implies that they may think that they
could be beyond the age for eligibility for screen-
ing. Such a mindset, based on non-awareness of
the age at the start of screening may also reduce
perceived benefits of screening, and create inflex-
ibility to screening for cervical cancer

4.1. Conclusion

The intrapersonal factors associated with cervi-
cal cancer screening among women in the fishing
communities of Entebbe municipality are four in
number and they included; marital status, em-
ployment status, knowledge of age at the start of
the screening, and perceptions of the relevance of
screening.

4.2. Recommendation

Behavior change communication preferably us-
ing the intrapersonal channel on issues related to
the participant’s need for screening, especially for
women at a high risk of HIV infection or those
living with the virus, and those who are in mar-
riage will suffice in elevating uptake. Communi-
cation and education should focus on awareness
creation about the fact that even in a marriage
where not much risky sexual behavior may be
present, the risk of HPV infection remains appar-
ent, for instance from sexually transmitted infec-
tions within the couple. With the communication
and education will come increments in awareness
about screening eligibility and perceived benefits
of screening to the extent that the women will be
able to prioritize screening even with their busy
schedules.
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Table 7: List of Abbreviations.
ACOG American College of Obstetricians and Gynecologists,
CC Cervical Cancer
CCS Cervical Cancer Screening
DSF Disease Free Survival
HBM Health Belief Model
HIV Human Immunodeficiency Virus
HPV Human Papilloma Virus
HPV-DNA Human Papilloma Virus – Deoxyribose Nucleic Acid
NCD Non-Communicable Diseases
SEM Socio Ecological Model
TPB Theory Of Planned Behavior
TTI Triadic Theory of Influence
UCI Uganda Cancer Institute
UN United Nations
UNAIDS United Nations Joint Program on HIV
VIA Visual Inspection with Acetic Acid
WHO World Health Organization
WLHIV Women living with HIV
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