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Abstract






Background: Malawi provides cervical cancer screening services free of charge at some public health facilities. Few women make use of these cancer screening services in Malawi and many women continue to be diagnosed with cervical cancer only during the late inoperable stages of the condition.
Objectives: The purpose of this study was to discover whether the perceived susceptibility to cervical cancer, amongst Malawian women aged 42 and older, influenced their intentions to utilise the available free cervical cancer screening services.
Method: A quantitative, cross-sectional descriptive study design was adopted. Structured interviews were conducted with 381 women who visited 3 health centres in the Blantyre District of Malawi.
Results: A statistically-significant association existed between women’s intentions to be screened for cervical cancer and their knowledge about cervical cancer (X² = 8.9; df = 1; p = 0.003) and with having heard about HPV infection (X² = 4.2; df = 1; p = 0.041) at the 5% significance level. Cervical cancer screening services are provided free of charge in government health institutions in Malawi. Nevertheless, low perceived susceptibility to cervical cancer amongst women, aged 42 and older, might contribute to limited utilisation of cervical screening services, explaining why 80% of cervical cancer patients in Malawi were diagnosed during the late inoperable stages.
Conclusion: Malawian women lacked awareness regarding their susceptibility to cervical cancer and required information about the available cervical cancer screening services. Malawi’s women, aged 42 and older, must be informed about the advantages of cervical cancer screening and about the importance of effective treatment if an early diagnosis has been made. Women aged 42 and older rarely attend antenatal, post-natal, well baby or family-planning clinics, where health education about cervical cancer screening is often provided. Consequently, these women aged 42 and older should be informed about cervical screening tests when they utilise any health services.










Abstrak





Vroue se vermeende vatbaarheid en benutting van servikale kanker dienste in Malawi
Agtergrond: Malawi verskaf gratis servikale kanker siftings dienste by sommige openbare gesondheids instansies. Min vrouens maak gebruik van die kanker siftings dienste in Malawi en baie vrouens word steeds gediagnoseer met servikale kanker tydens die laat onopereerbare fases van die toestand.
Doelwitte: Die doel van die studie was was om te bepaal of Malawiese vrouens wat 42 en ouer is se waargenome vatbaarheid vir servikale kanker hulle beïnvleod om beskikbare gratis servikale siftingsdienste te gebruik. ’n Kwantitatiwe, deursnee beskrywende navorsingsontwerp was gekies.
Metode: Gestruktureerde onderhoude is met 381 vrouens gevoer wat drie gesondheidsdiensentrums in die Blantyre Distrik van Malawi besoek het.
Resultate: ’n Statistiese beduidende verhouding het bestaan tussen vrouens se voornemens om vir servikale kanker getoets te word en hulle kennis oor servikale kanker (X² = 8.9; df = 1; p = 0.003) en dat hulle al gehoor het van MPV infeksies (X² = 4.2; df = 1; p = 0.041) op die 5% vlak van beduidenis. Servikale kanker siftingsdienste is gratis beskikbaar in openbare gesondheidsdiensinrigtings in Malawi. Desnieteenstaande was daar ’n lae waargenome risiko van servikale kanker onder vrouens wat 42 jaar oud en ouer was en dit het bygedra tot die beperkte benutting van siftingsdienste, wat verduidelik waarom 80% van servikale kankergevalle in Malawi gedurende die laat onopereerbare fases gediagnoseer is.
Gevolgtrekkings: Malawiese vrouens was onbewus van hulle vatbaarheid vir servikale kanker en het inligting benodig oor servikale kanker siftingsdienste. Malawi se vrouens wat 42 jaar oud en ouer is, moet ingelig word aangaande die voordele van servikale sifting en die belangrikheid van effektiewe behandeling indien ’n vroë diagnose gemaak is. Vrouens van 42 of ouer benut selde voorgeboorte, nageboorte gesonde baba, of gesinsbeplanningsklinieke waar voorliging aangaande servickale kanker verskaf word. Gevolglik behoort die vrouens ingelig te word oor servikale siftingstoetse wanneer hulle enige gesondheidsdienste benut.












Introduction






Cervical cancer is the second-most common female cancer worldwide, but the most common cancer amongst women in sub-Saharan Africa (SSA), according to Zanotti (2002). The human papillomavirus (HPV), specifically types 16 and 18, causes cervical cancer and is spread through genital contact. The principal cause of cervical cancer is infection with HPV, acquired during sexual contact with men who may be asymptomatic carriers of HPV (Zanotti 2002). ‘At least 50% of sexually active men and women will be infected with any given type of HPV at some point in their lifetimes’ (US Centers for Disease Control and Prevention, cited in Feola et al. 2012:176). Early detection of pre-invasive pathology and prompt treatment can reduce the incidence and mortality rate of cervical cancer.
Cervical cancer is a major cause of death amongst women aged 42 and older, with women in developing countries accounting for 80% of the global deaths associated with this disease (World Health Organization 2002). Failure to use cervical cancer screening services accounts for the late diagnosis of cervical cancer. In Malawi, cervical cancer accounted for approximately 28% of all female cancers, with 80% of the women with cervical cancer being diagnosed during the inoperable late stages (Dzamalala, Mdokwe & Chimwemwe 2004:2).







 


Health Belief Model




The Health Belief Model (HBM) explains a person’s intentions and decisions to take preventive actions, based on his or her perceived susceptibility to the disease, severity of the disease, benefits of preventive actions and barriers to taking preventive actions (Nejard, Wertheim & Greenwood 2005:63). Modifying factors, including demographic and socio-psychological characteristics, also influence the likelihood of implementing and sustaining preventive actions (Glanz, Rimer & Lewis 2002:52).
An association exists between low perceived risk of cervical cancer and limited utilisation of screening services (Bessler, Aung & Jolly 2007:397). Women’s perceived susceptibility to cervical cancer is influenced by their knowledge of its aetiology. Their personal beliefs about their susceptibility influence their intentions to utilise screening services for asymptomatic diseases such as early cancer (Soskolne, Marie & Manor 2007:666). The likelihood of taking preventive action increases when the individual has a sense of perceived susceptibility or vulnerability to cervical cancer (Russell 1999:115). After receiving information on how cervical cancer is acquired and about cervical screening, women requested more frequent screening from general practitioners (Bingham et al. 2003:S408), probably because these women became aware of their potential susceptibility to cervical cancer.







 



Problem statement




Malawi’s cervical cancer statistics for 2000−2006 indicate that out of the 3221 women diagnosed with cervical cancer, 1991 (61.8%) were aged 42 and older. Many Malawian women, diagnosed with cervical cancer, had never been screened preceding their diagnoses, though all of them had visited government health facilities that provided cervical cancer screening services at least once during the preceding 5−10 years (Taulo, Malunga & Ngwira 2008:141). Such visits to healthcare facilities indicate missed opportunities for the provision of cervical screening services to these women. Although Malawi’s government healthcare facilities provide cervical cancer screening services free of charge, 80% of the women with cervical cancer were diagnosed during the inoperable late stages of the disease (Dzamalala et al. 2004:4).
This study thus attempted to answer the following questions: Is there an association between perceived susceptibility to cervical cancer amongst Malawian women aged 42 and older and their intentions to be screened? Which modifying factors influence women’s decisions to use cervical cancer screening services in Malawi?
The objective of the study was to describe the association between perceived susceptibility to cervical cancer in women aged 42 and older and their intentions to be screened, taking into consideration modifying factors that could influence these decisions. Recommendations will be provided for enhancing women’s utilisation of cervical cancer screening services in Malawi in order to reduce the mortality and morbidity associated with late diagnosis of cervical cancer.







 



Hypotheses and null hypotheses




Based on the problem statement, the following hypotheses were formulated:
•	‘there is a positive correlation between women’s perceived susceptibility to cervical cancer and their intentions to utilise cervical cancer screening services’



•	‘some modifying factors influence women’s decisions to use cervical cancer screening services’.



The null hypotheses stated:


•	‘there is no positive correlation between women’s perceived susceptibility to cervical cancer and their intentions to utilise cervical cancer screening services’



•	‘no modifying factors influence women’s decisions to use cervical cancer screening services’.












Research method and design






A quantitative, exploratory, cross-sectional and descriptive research design was adopted in order to obtain information from women aged 42 and older regarding their perceived susceptibility to cervical cancer and their intentions to utilise cervical cancer screening services.





 



Research population and sample




The population comprised all women, aged 42 and older, attending public clinics providing cervical cancer screening services in the southern region of Malawi. However, Malawi’s Department of Health could not supply these statistics as only statistics about women at childbearing age were available. The accessible population comprised 3431 women attending the 3 participating clinics during the data-collection phase (February and March 2011), who were willing to participate in the study. All women, aged 42 and older, who arrived at the 3 participating clinics during the data-collection phase were informed about the study and invited to participate. Those 381 women who were willing to be interviewed and to sign consent forms, comprised the convenience sample for this study, amounting to 11.1% of the 3431 women who attended the 3 participating clinics during the data-collection phase.





 


Data-collection instrument




Section A of the structured interview schedule comprised nine closed-ended questions on demographic factors such as age, marital status, educational attainment, employment status, number of children and household income. Section B consisted of 19 closed- and open-ended questions, assessing respondents’ perceptions of being susceptible to cervical cancer, their intentions to use cervical screening services, their previous utilisation of these services and their perception of cervical cancer as a health concern, as well as who should initiate cervical cancer screening.
To address validity issues, the instrument was reviewed by research and clinical experts, including two nurse/ midwives providing cervical cancer screening services in Blantyre, a statistician and two nurse researchers. The structured interview schedule was developed based on the study’s objectives, literature review and the HBM’s constructs. The HBM constructs addressed in this study included: individual perceptions about one’s perceived susceptibility; modifying factors, including demographic and socio-psychological factors; and one’s likelihood of taking action (Stanhope & Lancaster 2000:271–272). The instrument was refined following reviews by experts and pre-testing. Five women, who attended a clinic that was not participating in this study, who were at least 42 years old and willing to be interviewed, were selected conveniently. Thus interviews with a convenience sample of five women, with similar characteristics as the women comprising the target population of this study, were used to pre-test the instrument and this information was not used in the data analysis. During the pre-test it became apparent that the interviewed women found a few words difficult to understand and complained that the interview lasted too long. Difficult words were rephrased in simpler terms and duplicate questions were eliminated. The revised instrument took about 30 minutes to complete.
Three nurses and/or midwives were trained by the researcher to recruit possible respondents, obtain informed consent and conduct interviews. The inter-rater reliability coefficient was 0.92. The Cronbach alpha coefficient, calculated for items pertaining to the women’s perceived susceptibility, was 0.62, which was deemed acceptable for making group level comparisons (Prebble 2013).







 


Data-collection procedure




Structured interviews were conducted with 381 women, aged 42 and older, attending clinics at the 3 health centres in Blantyre, providing cervical cancer screening services, during February and March 2011. All responses to open-ended questions were recorded verbatim. The interviews were conducted after women’s consultations with their healthcare providers so as to avoid disruptions of women’s treatment and the clinics’ routines.





 



Data analysis




The numerical data were analysed using the computerised Statistical Package for Social Sciences (SPSS) version 16.0 (SPSS Inc., Chicago 2007). Descriptive statistics were used to summarise and describe the data. The responses to open-ended items were grouped and analysed quantitatively.









Results













 


Biographical information (modifying factors)



Not all 381 women responded to all items, explaining the varying numbers of responses for different questions. In cases where all women answered an item, N = 381 is used, but n indicates any other total number of responses and f indicates a subtotal within any category (n or N).





 


Respondents’ ages, marital status and number of children




The 378 respondents’ ages ranged from 42 to 70. The average age was 49.1 years and the standard deviation (SD) was 6.0. Of the respondents, 61.9% (f = 234) were in the age group of 42–49 and only 10.3% (f = 39) were older than 60. Most of the 378 respondents, 65.6% (f = 248) were married, but 25.9% (f = 98) were widowed, 7.4% (f = 28) were divorced and only 1% (f = 4) had never been married. Of the 375 respondents who answered this question, 228 (60.8%) had 4−6 children, 75 (20%) had 3 or fewer children and 72 (19.2%) had 7 children or more. According to Malawi’s National Statistical Office (2010:7), Malawian women bear an average of 5.7 children.





 



Respondents’ educational status




Of the respondents, 64% (f = 242) had primary school education, 20% (f = 75) had no education at all, 13.5% (f = 51) had secondary school education and only 2.6% (f = 10) had college education. However, 27% (f = 103) of the interviewed women stated that they could not read or write, probably because they abandoned primary school before they mastered these skills. As the duration of the respondents’ primary school attendance was not recorded, it cannot be explained why 103 women, of whom 28 had attended primary school, could not read or write.





 



Employment status of respondents and their husbands




Although 57.7% (f = 218) of the respondents were unemployed, 28.8% (f = 109) were self-employed and 13.5% (f = 51) were formally employed. The respondents’ high unemployment rate could be a result of a lack of education as reflected by 317 (83.8%) respondents with limited education, including primary level (64%; f = 242) and no education at all (19.8%; f = 75).
The results indicate that 49% (f = 99) of the respondents’ husbands were employed but only 13.5% (f = 51) of the respondents were employed. As many as 33.7% (f = 68) of the husbands and 28.8% (f = 109) of the respondents were self-employed. Having unemployed partners might imply less financial support for the women. Of the 99 respondents whose spouses were employed, 80.8% (f = 80) intended to use cervical cancer screening services compared with 62.9% (f = 22) whose spouses were unemployed and 57.4% (f = 39) whose husbands were self-employed.
The incomes of 109 (38.5%) of the respondents were below the Malawi poverty line of USD1.25 per day (World Bank Development Indicators 2011).







 



Correlations between screening services and biographical characteristics




In the age group of 45 to 49, 62.5% (85 out of 136) of the women intended to be screened for cervical cancer, which has statistical significance at the 5% level (X² = 9.9; df = 4; p = 0.042). There was no association between women’s intentions to be screened for cervical cancer and income (X² = 1.5; df = 2; p = 0.475). More respondents with 3 or fewer children intended to go for cervical screening, but this was not significant at the 5% level (X² = 10.0; df = 2; p = 0.07) (Table 1).









Statistically-significant correlations (at the 5% level) were obtained between the respondents’ intentions to use cervical cancer screening services and their:
•	marital status (X² = 18.5; df = 2; p = < 0.001), with married women being more likely to use screening services than single, divorced or widowed women



•	spouses’ occupational status (X² = 11.49; df = 2; p = < 0.003), indicating that more women were willing to use these services if their husbands were employed



•	employment status (X² = 5.39; df = 2; p = 0.021), as more employed than unemployed women would use these services



•	education levels (X² = 20.8; df = 3; p = 0.001), as better educated women were more likely to use these services than those with lower education levels.







 



Perceived susceptibility to cervical cancer




Only 57.2% (f = 218) of the 381 interviewed women were planning to be screened during the following year, whilst 42.8% (f = 163) did not have such plans. Of the 163 respondents who were not planning to have a cervical cancer screening test done, 17.6% (f = 67) planned to have an HIV test or blood pressure check during this time, which would bring them into contact with healthcare and cervical screening services.
Out of 381 respondents, only 24.7% (f = 94) had been screened for cervical cancer previously and reportedly 80% (f = 75) had normal results and 17% (f = 16) had abnormal results, whilst 3.2% (f = 3) did not know their results. For those who had not been screened, the most frequently-cited reasons from 211 respondents included not being sick and having no pain (64%; f = 135), always being busy (11.4%; f = 24) and lack of knowledge about cervical screening tests (10%; f = 21).
Almost all respondents (96.8%; f = 366) failed to mention HPV infection as a cause of cervical cancer. Out of the 380 respondents, 93.1% (f = 351) did not know the cause of cervical cancer. However, 6.8% (f = 26) claimed they did, citing traditional medicines inserted into the vagina (27%; f = 7), sexual intercourse (19.2%; f = 5), sexually-transmitted infections (15.4%; f = 4), multiple sex partners (11.5%; f = 3) and giving birth 97.7%; f = 2), whilst 15.4% (f = 4) said they had forgotten what causes cervical cancer.
Of the 377 respondents, 86.2% (f = 325) did not think they were at risk of having cervical cancer, whilst only 5.8% (f = 22) felt they were and 8% (f = 30) had no opinions about such self-perceived risks. The risk factors for cervical cancer included: sexually-transmitted infections (59.4%; f = 190), smoking (21.6%; f = 69), genetics (13. 8%; f = 44), HPV (4.7%; f = 15) and early age of sexual debut (0.5%; f = 2). These findings indicate that the respondents were knowledgeable about some of the risk factors for developing cervical cancer although only 4.7% (f = 15) mentioned HPV. Out of 379 respondents, 86.8% (f = 329) indicated that cervical cancer was a health concern.
Some women (24.4%; f = 92) agreed with the statement that ‘if one does not have any discomfort or pain, one does not need a cervical cancer screening test’ and 30% (f = 113) agreed that a ‘cervical cancer screening is only for sexually-active women’. These findings reveal some misconceptions and a lack of knowledge about cervical cancer screening. Out of 375 respondents, 49.9% (f = 187) indicated that the statement ‘my chances of getting cervical cancer are high’ was ‘false’, 29.6% (f = 111) felt that it was ‘true’, whilst 20.5% (f = 77) indicated ‘don’t know’.
Potential misconceptions regarding cervical cancer screening were revealed by the following responses:
•	having cervical cancer is a matter of bad luck or fate (22%; f = 83)



•	cervical cancer screening is only necessary if one has a family history of cervical cancer (7%; f = 26)



•	older women do not need cervical screening tests (15.6%; f = 59).
There was a statistically-significant association between intention to be screened for cervical cancer and knowledge of the cause of cervical cancer at the 5% significance level (X² = 8.9; df = 1; p = 0.003) and between the intention to go for cervical cancer screening and having heard about HPV infection (X² = 4.2; df = 1; p = 0.041).












Ethical considerations






Prior to conducting the study, permission was granted by the Higher Degrees Committee of the University of South Africa (Department of Health Studies), Malawi College of Medicine (Research and Ethics Committee), the Blantyre District Health Officer and the three participating health centres’ managers. Every woman who decided voluntarily to participate in the study, had the opportunity to ask questions and was informed that she could withdraw from the study at any stage and refuse to answer specific questions, without incurring any negative consequences. Written informed consent was obtained from each respondent. A private room was used for interviews and numbers instead of names were entered on completed interview schedules, maintaining anonymity of respondents. Confidentiality was maintained because all completed interview schedules were locked up and the computer’s data entries were protected by a secure password. Only the researchers and the statistician had access to this information. Subsequent to the acceptance of the research report, the interview schedules and data entries would be destroyed.










Discussion













 



Modifying factors










 



Marital status and parity




All respondents were at least 42 years old, falling into the age category where cervical cancer screening is important, but where contact with healthcare services might be limited because they are unlikely to use antenatal, family planning and baby services. Women in developing countries are more likely to die from cervical cancer because women aged 42 and older might be less likely to use cervical screening services than women in developed countries (Tsu & Levin 2008:105).
In the current study, married women were more likely to use cervical cancer screening services than single, divorced or widowed women; this was of statistical significance at the 5% level. Lee-Lin et al. (2007:1204) found that being married or living with a partner was associated significantly with electing to have a pap test done.
Although the current study’s respondents with three or fewer children were more likely to use cervical cancer screening services, this was not of statistical significance. Tsu and Levin (2008:107) reported that women with four or more children would have to fulfil numerous domestic chores, limiting their time to visit healthcare services. However, in Nene et al.’s (2007:266) study, increased parity had a significant association with the increased likelihood of using cervical cancer screening services. Consequently, previous studies seem to provide contradictory results about the correlation between women’s parity and their likelihood of using cervical cancer screening services.







 



Education levels




Of the respondents, 84% (f = 317) had no or only primary school education. These women might be unable to benefit from health promotion messages in newspapers or client information brochures. They might also have problems with regard to comprehending the aetiology and risk factors for cervical cancer. Peterson et al. (2007:1110) stated that low literacy levels correlate with less knowledge about cervical cancer screening.
In 2005, the female literacy rate in Malawi was 52.4%, with only 28% of girls aged 13–18 attending secondary schools (White 2007:5, 11). Dropout rates for girls in primary schools continue to increase as a result of early marriages, pregnancies, home responsibilities, lack of clothing, inability to afford sanitary wear, sexual harassment by teachers as well as a lack of role models (Oster & Thornton 2011:97; White 2007:13). A lack of education also contributes to joblessness. In the current study, 8 out of the 10 women with college education were employed, compared with one out of the 75 women who had never attended school.







 



Employment status of respondents and their husbands




Most respondents (80.8%; f = 80) whose husbands were employed, intended using cervical cancer screening services. Lack of finances for transport to a health facility might be associated with low intentions to utilise preventive health services. Tsu and Levin (2008:107) stated that in both urban and rural areas in SSA, women are the main income earners in approximately one-third of households as men migrate for employment. In such circumstances, women’s health is not a priority, because the survival of the family is these women’s most important daily obligation (Tsu & Levin 2008:107). More employed than unemployed women intended using cervical cancer screening services (X² = 5.39; df = 2; p = 0.021).
The current study’s respondents were more likely to use cervical cancer screening services if they were married, had education beyond the primary level, were employed and had husbands who were also employed.







 



Perceived susceptibility to cervical cancer




Although some respondents in the current study indicated that they knew the cause of cervical cancer, only a few (4.7%; f = 15) mentioned HPV. Knowledge regarding HPV as the primary causative organism of cervical cancer, increases women’s perceived susceptibility to the condition. The results of a study on college women’s knowledge, perceptions and preventive behaviours regarding HPV infection and cervical cancer, demonstrated significant relationships between knowledge about HPV and behaviour. Those who had Papanicolou (Pap) tests done during the preceding year were significantly (p < 0.001) more knowledgeable about HPV and cervical cancer (Ingledue, Cottrell & Bernard 2004). However, better knowledge does not necessarily translate into better utilisation of cervical cancer screening services (Ingledue et al. 2004). In Uganda, a study amongst medical workers revealed that 93% agreed that cervical cancer was a public health problem; they knew about Pap smear tests and that cervical cancer is curable if detected early. Despite this, 81% of the eligible females had never been screened, mostly because they did not feel vulnerable to cervical cancer (Mutyaba, Mmiro & Weiderpass 2006).
In a qualitative study by Pelcastre-Villafuerte et al. (2007), women reported that cervical cancer stems from their own body and is not affected by any external agent, blaming themselves for the disease. In contrast, women attending the Margaret Pyke Center, a well-woman clinic in central London, generally knew that HPV was transmitted sexually (64.9%) and 63.9% knew that HPV could be carried by men (Waller et al. 2003:320).
Similarly, Armstrong’s (2005:170–171) exploratory study in the United Kingdom revealed that some participants felt that they were not at risk of developing cervical cancer because they had few sex partners and did not smoke or drink. The author’s (Armstrong 2005:170–171) respondents indicated that HPV causes pelvic infections (52.8%; f = 201) and cervical cancer (15.7%; f = 60), whilst 31.7% (f = 120) did not know any of the consequences of HPV infections. Armstrong’s (2005:171) findings are consistent with those of a study done amongst Hispanic men and women on the Texas-Mexico border. These Hispanic participants had almost no knowledge about HPV and were unfamiliar with the condition’s transmission and consequences (Fernandez et al. 2010:607).
The current study’s respondents lacked knowledge about HPV, the aetiology of cervical cancer and the necessity for using cervical cancer screening services.












Limitations of the study






This study involved only women aged 42 and older visiting the 3 health centres in Blantyre. Women who attended other cervical cancer screening clinics might have had different views. The non-probability, convenience sampling method might not, however, reflect a true representation of the characteristics of the population of Malawian women aged 42 and older.
Three research assistants conducted interviews; this could have introduced interviewer variability, although the inter-rater reliability coefficient was high. Only quantitative data were collected. Obtaining qualitative data through in-depth interviews might have yielded valuable data.
The cervical screening results were accepted as communicated by the respondents and could not be checked against their medical records, implying that objective test results were unavailable.
The HIV status of those respondents who had utilised cervical cancer screening services, remained unknown. Consequently it was impossible to determine whether or not HIV-infected women were more likely to suffer HPV infections and to develop cervical cancer than HIV-uninfected women.







 



Recommendations




Recommendations based on the current study’s findings will be provided in relation to nursing practice, education and future research.
Although cervical cancer screening services are provided free-of-charge in Malawi’s government hospitals, few respondents (24.7%; f = 94) had used these services and only 4.7% (f = 15) knew that HPV causes cervical cancer. These findings indicate a dire need for health education in order to enhance women’s knowledge regarding cervical cancer and the need for screening tests. Nurses and/or midwives in Malawi should emphasise women’s susceptibility to cervical cancer and should dispel misconceptions that having cervical cancer is a matter of bad luck or fate. Cervical screening services, as well as the relevant health education, should be provided to all women attending any health facility. Women aged 42 and older are unlikely to attend the antenatal, family planning and baby clinics where nurses and/or midwives usually provide health education about cervical cancer in Malawi. Nurses and/or midwives should be able to provide cervical cancer screening services at all health facilities at all times. Providing sporadic cervical screening services on specific days during specific hours implies that there are missed opportunities to provide these services to women aged 42 and older who attend any of these health facilities. The healthcare facilities should ensure that: (1) the resources are available for Pap smears; (2) laboratory results are communicated to all women concerned; and (3) women with abnormal Pap smear results are referred to appropriate services. Health facilities that are unable to offer effective Pap smears should be enabled to offer visual inspection with acetic acid (VIA) tests. Nurse/midwives should be trained to perform both Pap and VIA tests. Referred women should be followed up so as to ensure that they have received the required treatment. Women who have been diagnosed with and treated effectively for cervical cancer could be recruited and trained to become health educators under the supervision of nurses and/or midwives.
Malawi’s general nursing, midwifery and community health curricula should emphasise the importance of early detection and effective treatment of cervical cancer. All nurses and/or midwives should be able to perform Pap and VIA tests and to refer women appropriately.
Future research should focus on women’s experiences of undergoing cervical cancer screening tests through focus group and/or in-depth individual interviews, as such knowledge could help to make these services more user-friendly. Interviews should be conducted with women diagnosed with cervical cancer to find out what factors caused delays in their diagnoses and to address these factors in the healthcare services. Studies should address nurses and/or midwives’ experiences of providing cervical cancer screening services in Malawi so that ways and means could be found to enhance these services.












Conclusion





Women were more likely to use cervical cancer screening services if they were employed, married to employed husbands and were educated beyond the primary school level. However, income and number of children did not significantly influence women’s intentions to use these services. Thus the hypothesis that some modifying factors influenced women’s intended utilisation of these services was accepted.
The other hypothesis was also accepted, namely, that women’s perceived susceptibility influenced their intentions to use cervical cancer screening services. Women who did not realise that they were susceptible to cervical cancer were unlikely to use screening services. Almost all respondents (96.8%) had inadequate knowledge about HPV and their susceptibility to cervical cancer. The respondents’ lack of knowledge might have impacted negatively on their ability to prevent HPV infections and to utilise screening services for early detection and effective treatment of cervical cancer.
As long as Malawian women aged 42 and older do not perceive themselves as being susceptible to cervical cancer, they remain unlikely to use cervical cancer screening services and diagnoses of 80% of cervical cancer cases during the late inoperable stages are likely to continue in Malawi. Nurses and/or midwives could render valuable services by enhancing women’s understanding of their susceptibility to cervical cancer and by offering effective cervical cancer screening services throughout Malawi to all women aged 42 and older whenever they visit health facilities.
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income 15 2 0475
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Employment status sa 2 oo
Within-group ocupation status of the spouse 115 2 <0003
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