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Abstract
There is a higher Human Papilloma Virus peak prevalence in younger women (18 - 25 years) of university age. The undergraduate university students
are more at a risk of acquiring cervical cancer because they are at the stage of
exploring which predisposes them to risky behavior like early sexual intercourse and multiple sexual partners among others. This creates a need for
cervical cancer screening in the population. The facilitators and barriers to
cervical cancer screening have been studied in the Ugandan general population but little is known among University students which this study is taking
interest. Objective: This study is aimed at determining the facilitators, barriers and background factors associated to cervical cancer screening among
female undergraduate students in Makerere University. Methods: Four hundred twenty-two (422) female undergraduate students of Makerere University
who fit the eligibility criteria were recruited in this descriptive cross-sectional
quantitative study. A self-administered semi structured questionnaire was
administered to these participants chosen by convenient sampling. Data collected was analyzed using SPSS version 23 software and logistic regression
models was used. Results: Less than a half of (21.1%) of the participants had
ever screened for cervical cancer. At multivariate analysis, only year of study
and married status were associated to cervical cancer screening with a
P-values were of (0.015) and (0.001) with a (1.173 - 4.261) and (1.594 - 6.130)
95% CI respectively. The facilitators agreed upon by participants included:
Access to free cervical cancer screening services, adequate knowledge about cervical cancer screening and advice from a friend, family or physician among others. The reported barriers to screening were fear of bad result, low risk perception and fear of embarrassment among others. Conclusions and Recommendations: Among the female undergraduate students of Makerere
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University, only 21.1% had screened for cervical cancer. Therefore, there is a
critical need for university based cancer education campaign on cervical cancer and the benefits of screening. Screening services should be integrated into
the existing university medical services.

Keywords
Facilitators, Barriers, Cervical Cancer Screening, Female Undergraduate
Students, Makerere University

1. Introduction
Cervical cancer is defined as an outgrowth of cells in the lining of the cervix [1]
It’s the fourth most frequent cancer worldwide with an estimated 570,000 new
cases equivalent to 6.6% of all the female cancers. Basically, 70% of the cervical
cancers and precancerous cervical lesions are caused by Human Papillomavirus
(HPV) types 16 and 18 (WHO, 2018).
In East Africa, the annual number of new cases are 45,707 with a crude incidence rate of 25.8 and an age standardized incidence rate of approximately 42.7
per 100,000 women [1]. With over 3915 new cases diagnosed annually, cervical
cancer is most common female diagnosed cancer in Uganda among women aged
15 - 44 years [2]. The national cervical cancer crude incidence rate of 22.0, age
standardized incidence rate of 44.4% and annual mortality rate of up to 2275.
The highest cervical cancer incidence rates are affiliated to the 33.6% HPV prevalence among the Ugandan women and low screening uptake [3].
Around 3.6% of feminine Ugandan population are estimated to harbor cervical HPV-16/18 infection at a time, and 57% of invasive cervical cancers are attributed to HPVs 16 or 18 [4]. The risk factors for HPV persistence and development of cervical cancer include; early first sexual intercourse (<18 years), multiple sexual partners, sexually transmitted infection history, immune suppression
e.g. HIV infected individuals are at higher risk of HPV infection [5]. Prevention
of cervical cancer relies on population screening methods like Visual Inspection
with Acetic Acid (VIA) and Papanicolaou smear test for the early detection and
appropriate management of its precursor lesions [6].
The relatively increased sexual engagement of female Makerere university
students of up to 62.1% and their low condom use of only 34.5% exposes them
to HPV and cervical cancer [7]. This behavior only leaves regular cervical cancer
screening of these young women as the only reliable way to confer an overall
public health benefit of curbing down the mortality of the disease and should
thus be encouraged.
Despite the benefit of cervical cancer screening many female African university students have not taken the initiative to undergo it. In studies carried out,
only 27.5% and 15% of the university students in Botswana and South Africa respectively had ever screened for cervical cancer [8].
DOI: 10.4236/ojn.2021.117053
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In Uganda however, studies have assessed the uptake of cervical cancer
screening but there’s paucity of data on cervical cancer screening among female
university students. Yet, considering the few numbers of young women who
have taken up cervical cancer screening it is relevant to comprehend the facilitators and barriers to screening even in learned populations like university students.
Cervical cancer is the most frequent cancer among Ugandan women aged 15
to 44 years [9] [10] [11]. Current estimates in the country indicate that every
year 6413 women are diagnosed with cervical cancer and 4301 die from the disease [1] [9]. Screening for cervical cancer is greatly relevant as it allows for early
diagnosis and management thus reducing the mortality rates greatly [12]. Despite the benefits of cervical cancer screening, its uptake among women in
Uganda is still very low only 4.2% of women having screened for cervical cancer
[2] and a meagre 7% of those screened in the central region screen [13].
More than 6 in 10 female undergraduate University students engage sexual
activity which is accompanied by related risky sexual behavior like having multiple sexual partners among others [9]. This, together with their low cervical
cancer screening uptake has increased the risk of exposure to the disease [14].
Low prevalence of cervical cancer screening has increased the need to create
and implement resolutions so as to foster the practice and relieve this global
public health problem. These approaches should be based on an understanding
of the magnitude of facilitators and barriers to cervical cancer screening among
young literate people such as female undergraduate students of Makerere University so as to inform policy.

2. Methods
2.1. Study Design
A descriptive cross-sectional study design involving a quantitative method was
used to collect data in a period of six months between August 2018 and February
2019. This involved capturing information based on data collection at a specific
point in time which was appropriate for describing the phenomenon. This method is relatively cheap, requires less time and many findings and outcomes can
be analyzed to create new theories. The quantitative approach is objective and
reliable in research.

2.2. Study Site
This study was conducted at Makerere University in Kampala. This is Uganda’s
largest University with an average population of over 36,947 registered students
for undergraduate level with a 45% (16,549) proportion being females. The university ranks among the top 4 universities and third oldest institute of higher
learning in Africa. The mission of this University is to provide innovative teaching, learning, research and services responsive to both National and Global
needs. The 350-acre main campus is located on Makerere hill 5 km from the city
DOI: 10.4236/ojn.2021.117053
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center. At the undergraduate level the university offers up to 134 Bachelors’
programs with 9 colleges of study. The university has three halls of attachments
for female students which include Mary Stuart, Africa and Complex halls. Some
students are residing in these halls of residence while others are just attached
and reside elsewhere (Mak Fact Book-Special Edition, 2015-2016).

2.3. Study Population
The target population of this study were the female undergraduate students at
Makerere University. The study participants were accessed at their halls of residence and dining rooms during lunch break and evening time. The participants
were briefed on the purpose of the study as well as the issues of confidentiality
and consent.

2.4. Inclusion Criteria
To be eligible for this study, participants had to meet the following requirements:
• Female Undergraduate students because majority are in the risky age group.
• Aged 18 years and above and present at the time of the study.
• Attached to any of female undergraduate halls of residence.

2.5. Exclusion Criteria
The participant who was not allowed to participate in this research included;
• Females with a history of a hysterectomy.
• Females already undergoing treatment of precancerous lesions of the cervix
were not being legible.
• The blind students because they were not able to read the questionnaire.

2.6. Sampling Procedure
The sample size was calculated from Kish Leslie (1965) formula for calculating
sample size which is;

n=

z 2 p (1 − P )
d2

where n—estimated sample size;

Z—Standard normal value corresponding to the level of confidence (1.96);
P—estimated proportion of the study population with variable of interest (0.5)
this is because no study has been done to assess the proportions of females that
have screened for cervical cancer in Uganda;

d—degree of precision (0.05).
By taking 95% confidence interval
n=

1.96 × 20.5 × (1 − 0.5 )
0.052

n = 384. Substituting the above formula therefore the sample size was 384.
DOI: 10.4236/ojn.2021.117053
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Since the data collection tool was self-administered questionnaire, the number
of participants was increased by 10% to cater for any questionnaires that may
not be returned.

n = 384 subjected to 10% increment n = 422 participants.

2.7. Definition and Measurement of Variables
Independent and Dependent Variables
The independent variables included: the socio-demographic factors like age, marital status, religion, tribe, address and reproductive factors like (family planning
use, sexual activity, age of first sexual intercourse, number of sexual partners,
awareness of cervical cancer and screening, prior contact with disease).
Facilitators include access to cervical cancer screening services, affordability of
screening services, availability of free cervical cancer screening centers, gender
sensitivity cervical cancer screening services, recommendation by a physician,
family member, friend, prior direct or indirect contact with the disease, youth
friendly cervical cancer screening services, the health facility level factors are
access to screening services, hospital waiting time, affordability of screening,
gender sensitivity, youth friendly services, knowledge of individual HIV status.
Barriers for cervical cancer screening include individual; fear of outcome results,
inadequate knowledge about cervical cancer screening, anticipation of pain and
discomfort during the procedure, low risk perception.
University factors: busy university schedule, lack of services at screening services at the university hospital.
Health facility factors: screening by a male physician, financial constraints,
discrimination at hospitals, long waiting hours, poor quality services, lack of
privacy, fear of hospital acquired infections. The dependent variable in this study
was cervical cancer screening.

2.8. Data Collection Tools
In this study, the researcher administered a semi-structured self-administered
questionnaire to eligible participants. The questionnaire was made of 63 questions in three sections aimed to determine the facilitators, barriers and background factors associated to cervical cancer screening among female undergraduate students in Makerere University. The first section assessed the background
factors which consisted of socio-demographic factors Age, marital status, individual factors like family planning use, sexual activity and also assessed the proportions of the students that have ever screened for cervical cancer. The second
and third sections of the questionnaire were adopted from a tool used in a study
[15]. This tool was modified to suit the interest of this particular study. The
second section consisted of questions that assessed the facilitators like access to
cervical cancer screening services, need for maintaining good health, affordability of cervical cancer screening and gender sensitive services and others. The
third section consisted of questions that assessed the barriers to cervical cancer
screening like financial constraints, low risk perception, limited time to go for
DOI: 10.4236/ojn.2021.117053
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screening due to busy University schedule, long waiting hours at the University
among others. Filling of the questionnaire took approximately 15 - 20 minutes.

2.9. Data Collection Procedure
After review and approval by IRB, the principal investigator introduced herself
to the wardens of the different halls of residence and sought approval for data
collection. The principal investigator then proceeds to collect the data. Participants were approached from the dining halls of the different halls of residents
during lunch time break and also their residential rooms. The principal investigator waited with questionnaires at the entrance to the dining hall and rooms.
She briefly introduced herself to the eligible research respondents then explained
the aim of the study and obtained informed consent. The principal investigator
handed over the self-administered semi structured questionnaire to the selected
participant to fill it. Some of the participants who argued that they hadn’t finished
were allowed to stay with the questionnaires. The principal investigator then recorded the phone numbers and the room numbers of the eligible respondents so as
to follow up and be able to collect the questionnaires. It’s estimated that each participant took approximately 15 - 20 minutes to complete the questionnaires.

2.10. Quality Control Measures
The semi-structured questionnaire was pretested prior to data collection on 10
female Makerere University students to review and make adjustments accordingly. The data collection interviews were conducted only by the principal investigator to ensure accuracy of data collected. The questionnaires were also
checked for completeness to ensure that the required data is collected. This was
done on collection of the questionnaires from the respondents and before analysis. Data entry and analysis was carried out by the principal investigator with the
aid of the supervisor to obtain accuracy and proper interpretation of findings.

2.11. Data Management
The questionnaire was collected from the selected research participants after being filled to assess for completeness. Of the 422 questionnaires distributed, only
355 were recovered from the respondents as some argued that they lost them
and others just kept on promising to return them and never did. All the questionnaire was anonymous never contained the names but rather codes. The filled
questionnaires were then kept under lock and key to maintain confidentiality
and avoid losses of the respondent’s information.

2.12. Data Analysis
Data were coded and then input into SPSS version 23 software, cleaned and categorized into meaningful units before analysis. At univariate analysis, mean,
median, frequency tables and standard deviations of continuous variables were
derived. At bivariate analysis level, chi square tests for the strength of association
DOI: 10.4236/ojn.2021.117053
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between the independent variables and cervical cancer screening will be carried
out. The variables that were found statistically significant at bivariate analysis
with a p-value of less or equal to 0.05 and those that were plausible were taken to
logistic regression for further analysis after which the facilitators and barriers to
cervical cancer screening were determined. These results were then presented in
form of tables and a pie chart.

2.13. Ethical Consideration
The research proposal was presented to the department of nursing Makerere
University then to the School of Health Sciences Institutional Review Board
(SCHIRB) for ethical approval informed consent was sought and obtained from
the study respondents after equipping them with all the information about the
study. The consent forms were signed before filling in the questionnaires. The
names of the study participants were not written to ensure confidentiality. The
respondents were free to withdraw from the study at any time without penalty.

3. Results
3.1. Socio-Demographic Characteristics of the Respondents
Table 1 shows the basic socio-demographic characteristics of the study respondents (N = 355) out of the 422 students who were enrolled in the study. Majority
(60.6%) of the participants were between twenty-one and twenty-five (21 - 25)
years with most (37.5%) of the respondents in their second year of study. More
than half (71%) of the respondents were from non-health related collages and only
29.0% were from colleges with health-related courses. Over 81% of the respondents
were single and mostly (34.4) attached to Mary Stuart and Africa halls of residence.
Figure 1: The Pie Chart below indicates the prevalence of cervical cancer
screening among female university students.
The details are summarized in Table 1.

3.2. Reproductive Health Characteristics of the Study Participants
Most (73%) of the respondents had had sexual intercourse and of those 23.9%
had their first sexual intercourse before 16 years of age (mean = 17.76, SD =
1.814, median = 17). More than half of the respondents (65.4%) had ever used
family planning with the majority (25.4%) having used contraceptive pill. Almost
all (97.7%) had heard about cervical cancer screening and their major information
source was media. Nearly all the respondents (91.5%) were willing to screen for
cervical cancer in the future. The details are summarized in Table 2 below.

3.3. Prevalence of Cervical Cancer Screening among the Female
Undergraduate Students of Makerere University
The proportion (21.1%) of the female undergraduate students who have ever
screened for cervical cancer and majority (78.9%) who have never screened for
cervical cancer.
DOI: 10.4236/ojn.2021.117053
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Table 1. Socio-demographic characteristics of the respondents.
Variable
Age in years

Marital status

Religion

Year of study

Colleges

Hall of resident

Categories

Frequency (n = 355)

Percentage (%)

17 - 20

114

32.1

21 - 25

215

60.6

Above 25

26

7.3

Single

288

81.1

Married

64

18.0

Separated

3

0.8

Christian

175

49.8

Moslem

129

36.3

Others

51

14.4

Year 1

68

19.2

Year 2

113

37.5

Year 3

102

28.7

Year 4

41

11.5

Year 5

11

3.1

College with health-related courses

103

29

Colleges with non-health related
courses

252

71

Complex

111

31.3

Mary Stuart

122

34.4

Africa

122

34.4

3.4. Bivariate Analysis of Socio-Demographic Characteristics
That May Influence Cervical Cancer Screening
The strength of association between the social-demographic characteristics and
cervical cancer screening was done using Chi square tests. The only significant
findings revealed were married (OR = 0.173, CI 0.096 - 0.312 P-value < 0.001)
and year of study ≤year 2 (OR = 0.396, CI 0.235 - 0.668 P-value < 0.001). The
rest of the variables were not significantly associated with cervical cancer
screening. The details are summarized in Table 3 below.

3.5. Facilitators of Cervical Cancer Screening among the
Students
Regarding the facilitators to cervical cancer screening majority (89%) of the participants needed to discover their health problems early, 69% of them think that
having a regular cervical cancer screening test is the best way for it to be diagnosed early. Approximately 67% of the respondents believed that having regular
DOI: 10.4236/ojn.2021.117053
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Table 2. Distribution of respondents by their reproductive health characteristics.
Variable

Frequency (N = 365)

Percentage (%)

Yes

259

73

No

96

27

≤16 years

85

23.9

intercourse

>16 years

174

49

Current number of

One

114

32.1

sexual partners

Multiple

147

41.5

Family planning

Yes

232

65.4

use

No

123

34.6

Family planning

Condom

74

20.8

methods used

Contraceptive pill

90

25.4

Intrauterine device

22

6.2

Ever had

Categories
sexual

intercourse
Age of first

sexual

Implant

24

6.8

Depo injection

23

6.5

Awareness of

Yes

343

96.6

cervical cancer

No

12

3.4

Awareness of

Yes

347

97.7

Cervical cancer

No

8

2.3

screening source of

Health practitioner

81

22.8

information

Media

114

32.1

Friend

81

22.8

Family

48

13.5

lecturer

25

7.0

Willingness to

Yes

325

91.5

screen in the future

No

30

8.5

Figure 1. Prevalence of cervical cancer screening among
female undergraduate students of Makerere University.
DOI: 10.4236/ojn.2021.117053
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Table 3. Association between the socio-demographics and cervical cancer screening.
Ever
screened for

Never
screened for

CaCx (%)

CaCx (%)

Married

32 (50.0%)

248 (85.2%)

Single

43 (14.8%)

32 (50.0%)

Christian

39 (22.3%)

136 (77.7%)

Non-Christian

36 (20.0%)

144 (80%)

≤Year 2

29 (14.4%)

172 (85.6%)

>Year 2

46 (29.9%)

108 (70.1%)

24 (23.3%)

79 (76.7%)

51 (20.2%)

201 (79.8%)

Variable

OR

95% CI

P-value

0.173

0.096 - 0.312

<0.001*

1.147

0.689 - 1.910

0.598

0.396

0.235 - 0.668

<0.001*

1.917

0.690 - 2.076

0.521

Marital status

Religion

Year of study

Colleges
Health-related
courses
Non-health
related courses
*Significant findings.

cervical cancer screening test will help find changes to the cervix before they
turn into a cancer, that if cervical cancer is found at a regular screening test then
treatment won’t be difficult. The details are summarized in Table 4 below.

3.6. Barriers to Cervical Cancer Screening among the Participants
Among the two hundred eighty participants that hadn’t screened for cervical
cancer the following were the barriers they had experienced. Most (81%) were
afraid of undergoing cervical cancer screening for fear of a bad result and 57%
believed that if there is cervical cancer development, having a screening test
cannot prevent it. Approximately 80% reported that there were no screening
services at the university hospital 40% agreed that the health professionals who
do the cervical cancer screening test are very rude to women. The details are in
Table 5 below.

3.7. Bivariate Analysis for Reproductive Health Characteristics
Chi square tests were used to demonstrate the strength of associations between
reproductive health characteristics and cervical cancer screening. The significant
findings included ever had sexual intercourse, Yes (OR = 11.936, CI 3.663 38.898), current number of sexual partners; One (OR = 0.490, CI 0.277 - 0.868),
DOI: 10.4236/ojn.2021.117053

629

Open Journal of Nursing

L. Kabiri, G. Komuhangi
Table 4. Distribution of the facilitators for cervical cancer screening among the study
participants.
Variables; for only those that have
ever screened for cervical cancer

frequency

(N = 75)

Percentage
(%)

I need to discover my health problems early

67

89

Maintaining good health is important to me

48

64

Having regular cervical cancer screening test will help find
changes to the cervix before they turn into a cancer

50

67

If cervical cancer is found at a regular screening test then
treatment won’t be difficult

50

67

I think that having a regular screening test is the best way
for it to be diagnosed early

52

69

Having regular screening tests will decrease the chances of
dying of cervical cancer

49

65

I have regular checkups even when I am not screening

48

64

I have access to free cervical cancer screening services

46

61

I can afford the cervical cancer screening services

48

64

I got advice about cervical cancer screening from
my friend, family or physician.

48

64

I have adequate knowledge about cervical cancer screening

47

63

I feel that the available cervical cancer screening
services are youth friendly

44

59

I feel that the available cervical cancer screening
services are gender sensitive.

35

47

Family planning use; Yes (OR = 8.255 CI 3.467 - 19.651) Willingness to screen in
the future; Yes (OR = 0.308 CI 0.142 - 0.668). The rest of the variables were not
significantly associated to cervical cancer screening. The details are summarized
in Table 6 below.

3.8. Multivariate Analysis of the Socio-Demographic and
Reproductive Health Characteristics that Influence
Cervical Cancer Screening
In Table 7 below, the variables that were found statistically significant at bivariate
analysis and those that were plausible were taken to logistic regression for further
analysis. The variables that were found significant included; marital status married
(OR = 3.126, CI 1.594 - 6.130) and year of study ≤ year 2 (OR = 2.235 CI 1.173 4.261). The other variables were not found significant for multivariate analysis.
DOI: 10.4236/ojn.2021.117053
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Table 5. Distribution of the barriers to cervical cancer screening among the participants.
Variables only those who have never
screened for cervical cancer (N = 280)

Frequency

Percentage
(%)

I am afraid of undergoing cervical cancer screening
for fear of a bad result.

227

81

I am afraid to have cervical cancer screening because
I don’t know what will happen

128

46

I am too young to have a test regularly

116

41

I don’t know where to go for cervical cancer screening

130

46

I don’t have the finances to go for cervical cancer screening.

141

50

I feel I am at a low risk of getting cervical cancer

150

53

I am ashamed to lie on a gynecological table for the
cervical cancer screening test

137

49

I feel ashamed being screened by a male physician.

133

47

I think that the cervical cancer screening test if very painful

146

52

Cervical cancer screening is for only married people

109

39

I neglect or I can’t remember to have a regular test

144

51

I have other problems in my life more important than a cervical
cancer screening test like tuition, course work

147

52

If there is cervical cancer development, having a screening
test cannot prevent it

161

57

My sexual partner doesn’t want me to screen for cervical cancer

137

49

I use condoms every time I engage in sex. So I think I am protected

146

52

I have limited time to go for cervical cancer screening
due to the busy university schedule.

173

62

There are no screening services at the university hospital

223

80

No health facility close to the university offers cervical
cancer screening services

203

72

The university health department does not inform us on screening
services and where to find them

183

65

Health professionals who do the cervical cancer screening
test are very rude to women.

113

40

There are long waiting hours at cervical cancer screening centers.

115

41

I fear that I may get hospital acquired infections during cervical
cancer screening.

171

61

It is difficult to get an appointment for cervical cancer
screening at the hospital

128

46

Sometimes the health professionals who offer the services
are busy with other activities

151

54

Sometimes the reagents used in the screening are out of stock
so the health workers give me another date which is not
in line with my personal schedule.

120

43

Individual factors

University factors

Health facility related factors

DOI: 10.4236/ojn.2021.117053
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Table 6. Association of reproductive health characteristics and cervical cancer screening.
Ever
Never
screened for screened for

Variable

CaCx (%)

CaCx (%)

Yes

72 (27.8%)

187 (72.2%)

No

3 (3.1%)

93 (96.9%)

≤16 years

28 (32.9%)

57 (67.1%)

>16 years Current sexual
partners

44 (25.3%)

130 (74.7%)

One

23 (20.2%)

91 (79.8%)

multiple Family planning use

50 (34.0%)

97 (66.0%)

Yes

69 (29.7%)

163 (70.3%)

6 (4.9%)

117 (95.1%)

Yes

62 (19.1%)

263 (80.9%)

No

13 (43.3%)

17 (56.7%)

O.R

95% CI

P-value

11.936

3.663 - 38.898

<0.001*

1.451

0.823 - 2.559

0.197

0.490

0.277 - 0.868

0.013*

8.255

3.467 - 19.651

<0.001

0.308

0.142 - 0.668

0.002*

Ever had sexual intercourse

Age of first sexual intercourse

No Willingness to screen in
the future

*Significant findings.

4. Discussion
4.1. Prevalence of Cervical Cancer Screening
In this study, findings revealed that (21.1%) of the respondents had ever
screened for cervical cancer. Despite the low proportion of females who had
screened for cervical cancer, it is still in agreement with data from Universities
in other developing countries. The uptake of cervical cancer screening was reported to be 27.5% in Botswana [8] 15% in South Africa [12] 8% [16] and 5.2%
in Nigeria [17] coinciding with that from the current study. The analogy could
be due to the fact that the respondents were university students and majority
had awareness about cervical cancer and cervical cancer screening. The possession of information by the participants which could be the main reason for the
similar uptake rate of cervical cancer screening. In spite of the truth held by the
above information, it is still lower than expected considering the increasing prevalence of the disease.
The level of uptake found was relatively similar to what was showed in some
other earlier studies conducted in the same district as the current study, 29%
[10]. The 2015 study was done at a Reproductive Health Center that offers cervical cancer screening at no cost with the majority of the participants having
characteristics like married and sexually active which was not the case with the
present study. Additionally, the 2006’s study findings could have been due to
fact that the all participants were in the medical profession.
On the other hand, in the current study the prevalence of cervical cancer
DOI: 10.4236/ojn.2021.117053
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Table 7. Multiple logistic regression of background factors and cervical cancer screening.
Variable

OR

95% CI

P-value

3.126

1.594 - 6.130

0.001*

2.235

1.173 - 4.261

0.015*

0.798

0.431 - 1.480

0.475

2.146

1.128 - 4.084

0.20

4.646

1.610 - 13.406

0.05

0.298

0.82 - 1.087

0.067

0.656

0.344 - 1.253

0.05

Marital status
Married
single
Year of study
≤Year 2
>Year 2
Religion
Christian
Non-Christian
Current number of sexual
partners
One
multiple
Willingness to screen in the
future
Yes
No
Family planning use
Yes
No
Age of first sexual
intercourse
≤16 years
>16 years
*Significant findings.

screening (21.1%) was higher than that reveled in studies done in the other regions of the Uganda that showed findings of 4.8% [11]. This discrepancy was
due to the fact that the previous studies were done in rural regions were health
system is poorly developed. This low level of screening in the other regions of
the country is similar with the 5-year screening prevalence for developing countries estimated by WHO 5% [18] and in close agreement with a prevalence of 6%
reported by a Kenyan [19] and Tanzanian study [20]. Certainly, this relatively
higher prevalence in this current study could have been attributed to the higher
level of education of the participants and urban stay where facilities that offer
cervical cancer screening are most concentrated and some screening facilities are
in close vicinity with the university conversely to the above studies.
Cervical cancer screening uptake rate has been reported to be much higher in
developed countries with over 80% in United States [14] and Netherlands [21],
76% in Canada [22] and above average (54.7%) in Japan [23] in another study.
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This disparity may be due to the study design study setting and population characteristics. Also, that people in the developed world have more access to improved health care services than those in developing countries.
The low proportion of cervical cancer screening in present study leads to late
diagnosis and poor prognosis of the disease as medical interventions are rendered unnecessary in the late stages of the disease. This increases the morbidity
and mortality of females due to cervical cancer a preventable and curable disease
when diagnosed early.

4.2. Background Factors
The background characteristics of the respondents are necessary in contextualizing the study. At multivariate analysis only Married status and year of study
were significant, with the former having a p-value of (p = 0.001). This corresponds to what was discovered in a Nigerian study where over 18% of the married people had screened for cervical cancer [24]. This could be explained by the
fact that perhaps respondents in the current study had good marital supportive
relationships including in the field of health. Conversely, another study done
concludes that husband’s support does not have significant relationship to the
behavior of using IVA screening implying that marriage has no significance with
cervical cancer screening [8]. At the same time reproductive health programs
recommend encouragement of male participation in reproductive health issues
[19] the other hand participants who are married could perceive themselves high
at risk as explained by a study in Ethiopia where HPV infection was the commonest STI in this population [25].
According to the current study, year of study; ≤year 2 was significant (p =
0.015). This could be because year 1 and year 2 students are a little less occupied
and hence are more likely to participate more in health-related seeking behavior
like cervical cancer screening more than other years. This implies that even students in other years should also be encouraged to participate in screening so as
to increase the overall cervical cancer screening among University students.

4.3. Facilitators to Cervical Cancer Screening
The facilitators to cervical cancer screening found in this study included; access
to free cervical cancer screening services, affordability of screening services,
adequate knowledge about cervical cancer screening, youth friendly screening
services, gender sensitive screening services, advice from a friend, family or physician among others. These reflect areas in which interventions can be developed
to enhance cervical cancer screening uptake among University undergraduate
students.
In this study, 61% of the women who screened agreed that access to free cervical cancer screening services promotes screening uptake. This corresponds to a
study in rural Uganda that found that women who accessed reproductive health
care from government facilities were more likely to have been screened for cervical cancer when compared to their counterparts at private facilities on bivaDOI: 10.4236/ojn.2021.117053
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riate analysis. This could be due to the fact that cervical cancer screening service
is free at the government health facilities that offer it unlike the private ones
[11]. In another study [26], women with lower socioeconomic status were found
to be much less likely to undergo the freely available cancer screening services.
This could be due to the fact that both studies were carried in the same country
which is a developing one in which the people have a low-income status. This
underscores the importance of just setting up cervical cancer screening facilities
as the cost of the screening also affects its uptake and also socio related factors.
Therefore, to escalate the screening uptake in relation to this facilitator, free or
subsidized cervical cancer screening services should be made readily available to
women so as to expand the service.
Also critical is the need to increase access to free cervical cancer screening
services within community to address health system challenges such as long distances to health facilities and transport costs. To achieve this in a developing
country perspective, there is need to adopt outreach model of service delivery
where screening services are extended to the citizens regularly while building
capacity at even lower health centers like University hospitals. Integration of
cervicalcancer screening services with others accessed by young women such as
family planning, HIV/AIDS testing sessions and vaccinations.
In the present study over 64% agreed that getting advice about cervical cancer
screening from a friend, family or physician facilitated their screening uptake.
This is also reflected in another study that assessed structural and sociocultural
factors associated with cervical cancer screening among HIV-infected African
American women [27]. Additionally, another study has shown that women’s decisions to screen are influenced by experiences of their friends or peers [11]. This
overrates the importance of social influence in promoting cervical cancer
screening. Social influence is a process where people directly or indirectly influence thoughts, feelings and action of others. In contrast however, another study
concluded that husband and peer support does not have significant relationship
to the behavior of cervical cancer screening uptake [27]. Never the less support
can in one way or another influence screening uptake. Therefore, husbands and
fellow women should be encouraged to advice their women and friends respectively to screen for cervical cancer.
Above the average (63%) of all those who screened agreed that having adequate knowledge about cervical cancer screening influenced their screening. This
correlated with previous studies done [28] where adequate knowledge on cervical cancer screening was affiliated to greater screening behavior. Likewise, a study
among Medical students in China portrayed that 80% of the students believed
that cervical cancer screening prevents cervical cancer and thus were more likely
to uptake screening [29]. Additionally in another study in South Africa shows
that on Pearson correlation analysis, cervical cancer knowledge had a significantly negative relationship with barriers to cervical cancer screening [30]. A
previous study had cited lack of knowledge and awareness about the risk factors
of cervical cancer as important factors impacting screening uptake [31]. EducaDOI: 10.4236/ojn.2021.117053

635

Open Journal of Nursing

L. Kabiri, G. Komuhangi

tion on cervical screening through the mass media and health talks in delivering
health care are imperative to informing women about cervical cancer and the facilities available for them. The media also needs to play a more active role in the
campaign against cancer. This is likely to increase screening among females in
Universities and the country at large.

4.4. Barriers to Cervical Cancer Screening
The present study showed that the participants perceived several barriers to undergoing a cervical cancer screening test. These included; fear of a bad result,
feeling uncomfortable while undressing themselves before male health workers,
low risk perception, financial constraints, fear of pain, limited time to go for cervical cancer screening due to the busy university schedule in correlation with a
study in Cameroon (Edie et al., 2015). Many of the respondents didn’t screen
because they were afraid of a bad result (81%). This finding is in line with a qualitative study conducted among Ugandan women in the Eastern region of the
country where women feared the outcome of test results.
Also noted in that same study was the fact that women were feeling uncomfortable undressing themselves before health workers especially if they were male
[11]. This is consistent with what was revealed in the current study where (49%)
were feeling ashamed to lie on a gynecological table for the cervical cancer
screening test and 47% felt embarrassed especially if the physician was male.
Modesty and embarrassment were reported frequently as barriers for cervical
cancer screening programs among African women in different countries (Bukirwa et al., 2015) and (Natasha, 2017) most prefer a female doctor. Equally important is the increased cervical cancer screening uptake (29%) in Ugandan
study where female nurse midwives conducted the screening [10]. This disparity
in screening uptake in relation to the current study could have been be associated with African culture and norms that have specific traditions and lifestyles
that shape women’s actions, behaviors, health practices, beliefs, expectations,
gender roles, and self-care. These practices therefore, may influence a woman’s
decision not to have a physical examination or other healthcare interventions if
the health provider is a male regardless of the severity of the health conditions.
To address this barrier, there should be an increment in the number of female
nurses who manage women’s health clinics so as to alleviate their anxiety and
discomfort during screening.
In the present study, (53%) female students perceived themselves to have a
low risk perception of getting cervical cancer. Hence, this belief was a barrier to
acquiring a screening test as stated by more than half of the students who didn’t
screen. This finding is in concordance with a cross-sectional study conducted in
the University of Botswana (UB) amongst female students which reported that
over 83% didn’t see the need for cervical cancer screening as they felt that they
weren’t at risk of contracting the disease (Tapera et al., 2017) same as a study in
Bhutan (Dhendup & Tshering, 2014). These findings is also in synchrony with a
theory based study among University students in South Africa, which reported
DOI: 10.4236/ojn.2021.117053
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that the cervical cancer screening (Pap smear) test uptake was directly associated
with higher scores of susceptibilities, seriousness, and benefits, and was indirectly associated with perceived barriers to undergoing the test (Hoque et al.,
2014). This strongly suggests that female undergraduates are poorly informed
about the means and benefits of cancer screening. Young girls need to know that
cancer screening helps to detect disease before manifestation of symptoms so
that prompt treatment could be initiated which would prevent cancer This is
however in contrast to the findings in a population based study done in London
were majority of the study participants didn’t endorse the low risk perception as
a barrier for screening uptake [7] This disparity could be explained by the fact
that the current study was only in University students aged mostly 21 - 25 years
and single while the former study’s participants were from 26 - 64 years and
most were married. Cervical cancer awareness and prevention programs should
continually seek to influence women’s perceptions about cervical cancer and
screening many studies, just like in this study (50%) have also shown that financial concerns may act as barriers to undergoing a cervical cancer screening especially if the women have to pay for the test. More than half of the women
(61.2%) in a similar study done among Nigerian women to assess their barriers
for the screen uptake showed that several participants who had not been
screened for cervical cancer were willing to be screened if a free screening test
was provided. Additionally the high cost of screening in a study conducted at
Moi teaching and referral hospital in Kenya, where about 11.4% of the participants reported lack of finances as a barrier [31] also in study in Masaka [32] and
Nigeria [7]. This is could be explained by the low financial background of the
current study’s respondents as most are full time students and thus are not employed. A screening program among such a population is thus more likely to be
successful if it is provided at no or low cost to the participants.
The fear of pain related to the screening test perceived by over 52% of the
study respondents was also a barrier to screening uptake reflected in the study.
This correlated with what was revealed in a systematic scoping review study
done among immigrant women in Canada [33].
This similarity may have arisen due to the low knowledge about the screening
procedure among the participants leading to the pain perception. The fear of
pain anticipated in the screening test procedure may prevent some women from
undergoing the test. Therefore, explaining the procedure may reduce anxiety
and improve the uptake in women.
In this study, it was found that over 62% of those who hadn’t screened reported that limited time to go for cervical cancer screening due to the busy university schedule was also a barrier to screening uptake. This finding is only
slightly higher than that reported in a study in Sweden were 51.4% reported not
being able to take time off work as the reason for non-compliance to cervical
cancer screening [34]. Further still, a qualitative study in England among ethnic
minority women assessing barriers to screening uptake revealed lack of time to
attend and being too busy as common explanations given for the poor screening
DOI: 10.4236/ojn.2021.117053
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uptake [35].
Still noted among the barriers in this current study was the fact that 72% of
the participants agreed that there was no health facility close to the university
that offers cervical cancer screening services. Noteworthy, is the fact that in
another study that assessed uptake and correlates of cervical cancer screening
among HIV-infected women attending HIV care in Uganda; distance to health
facility was found to be significant on bivariate analysis. Proximity to a clinic is
also an important consideration as close proximity enables women to attend using a mode of transport with zero cost.
In this study, less than a half (41%) of the respondents reported that they were
discouraged to go for screening because of the long waiting time at the facility.
Similar findings were also reported in a another Ugandan study where respondents reported that long waiting time at the cervical cancer screening facility was
a disincentives to their screening uptake [9]. This coherence could be affiliated
to the similarity in some study population characteristics. This implies that if
cervical cancer screening services are scaled up and the identified barriers addressed, more women would access screening.

5. Conclusions
This study showed that the prevalence of cervical cancer screening among the literate population of female undergraduate students of Makerere University is
relatively low (21.1%). The likely reason for this could be because students do
not perceive themselves to be susceptible to cancer so the lesser the likelihood of
engaging in preventive behaviors.
Access to free cervical cancer screening services, adequate knowledge about
cervical cancer screening and advice from a friend, family or physician among
others were some of the facilitators from the current study. The reported barriers
to screening were fear of bad result, low risk perception and fear of embarrassment were a part of the barriers elicited in this study. To improve cervical cancer
screening, effort should be focused on reducing identified barriers and enhancing facilitators to cervical cancer screening.

5.1. Limitations
The study tool was a self-administered and is therefore open to the usual reporting biases inherent in such study.
The study population included young university students, and this has implications for the generalizability of the findings to less educated or older women.
The cross-sectional nature of the survey means causal inferences cannot be
made from the results reported.
Some of the questions in the questionnaire were sensitive which could have
led to under reporting.

5.2. Recommendations
There is a critical need for university-based cancer education campaign on cerDOI: 10.4236/ojn.2021.117053
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vical cancer and the benefits of screening. Screening services should be integrated into the existing university medical services. The knowledge of common
public health problems should be built into courses undertaken by undergraduates in non-health related fields.
The University should also organize medical camps at collage level so as to
increase the accessibility of cervical cancer screening services among University
students.
The government of Uganda through the ministry of health should establish
free and youth friendly cervical cancer screening services in all government hospitals including University hospitals so as to boost the coverage of screening uptake among young people in different parts of the country.
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