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Abstract

Cervical cancer is the second most frequently diagnosed and the fourth
commonest cause of cancer death among women worldwide. Even though
cervical cancer is preventable, its screening rate has been reported to be low in
Ghana. To the best of our knowledge, no study has focused on the utilisation
and perceptions of cervical cancer among women in their reproductive age in
Ghana. The present study aimed at assessing the utilisation and perceptions of
cervical cancer screening services among women who seek reproductive
healthcare services. A descriptive cross-sectional study was carried out among
women aged 18 years and above. Using a two-stage sampling technique, 369
participants were selected from 2 out of 4 eligible study sites. Data on the
perceptions and utilisation of cervical cancer screening services were collected
following ethical approval. The data were collected using both English and Twi
versions of the questionnaire. The data were descriptively and inferentially
analysed. A few of the participants had been previously screened for cervical
cancer (n=69; 18.7%), while a greater proportion of the participants
appropriately perceived the screening benefits (> 70%), and an equally greater
percentage of them harboured negative perceptions which prevented them from
engaging in such endeavours (> 80%). Significant differences in perception
were, however, observed in two-fifths of the studied areas (6/14) among the
screened and unscreened participants. Cervical cancer screening services were
not utilised by the majority of the participating women. Screening was
associated with socio-demographic characteristics such as marital status, parity,
education, and employment status. Inappropriate perceptions on cervical cancer
screening may account for the low utilisation of cervical cancer screening.
Therefore, all-inclusive health education on the benefits of cervical cancer
screening for both women and men should be a priority for stakeholders and all
health organisations.
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Introduction

Cervical cancer occurs when abnormal cells on the cervix grow uncontrollably resulting
in a cauliflower appearance that bleeds easily upon contact (Smeltzer et al. 2010, 1457).
It is the second most frequently diagnosed and the fourth commonest cause of cancer
death among women worldwide (Bray et al. 2013, 1133). Almost 70 per cent of the
global burden of cervical cancer occurs in areas of lower socio-economic levels (Bray
etal. 2013, 1133).

The benefits of cervical cancer screening cannot be overemphasised. Current evidence
shows that screening is associated with reduced incidences of cervical cancer
(Boonpongmanee and Jittanoon 2007, 386) and consequent mortality as a result of early
detection of precancerous lesions and the mitigation thereof (Adanu et al. 2011, 61;
Peirson et al. 2013, 35). Nevertheless, the effectiveness of screening is dependent on the
availability and accessibility of such services so as to detect abnormal smears for
subsequent treatment.

Even though cervical cancer is preventable (Juckett and Hartman-Adams 2010, 1209;
Luciani etal. 2009, 795), its screening rate has been reported to be low in Ghana (Adanu
etal. 2011, 61; Ebu et al. 2015, 31; WHO/ICO Information Centre on HPV and Cervical
Cancer 2007). As a result of this, several strategies have been put in place to increase
the uptake of screening. Cervical cancer screening was introduced as a routine screening
test for eligible women in all government hospitals in Ghana in 2008 free of charge by
the Ministry of Health, with the aim of decreasing its mortality and morbidity. Recently,
Awua et al. reported on a community-based self-specimen strategy which increased
cervical screening uptake in a subdistrict in Ghana (Awua et al. 2017, 1).

The factors that affect women’s decisions on and participation in cervical cancer
screening are well documented in the literature (Lyimo and Beran 2012, 22; Udigwe
2006, 41; Winkler et al. 2008, 10-24; Wongwatcharanukul et al. 2014, 3753). Some of
these factors include the perceived susceptibility to cervical cancer, the severity of the
disease, the perceived benefits of screening, the accessibility and availability of
services, fear of unknown outcomes of screening, comfort and privacy in health centres,
attitudes of healthcare professionals, and the cost of services among others (Agurto et
al. 2006, 85). One of the influential issues in embracing positive health behaviours,
according to the health belief model, is gaining benefits from these behaviours (Adanu
et al. 2011, 61; Hoque and Hoque 2015, 21). The main reasons given by 41 per cent of
women who failed to participate in the cervical cancer screening programme, were the
“lack of symptoms” and “not seeing the need for its screening” (Bessler, Aung, and
Jolly 2007, 396).



A few research studies have been conducted on the perceptions and utilisation of
cervical cancer screening in Ghana (Abotchie and Shokar 2009, 412; Binka, Nyarko,
and Doku 2016, 324; Opoku et al. 2016, 86). A cross-sectional survey of 410 female
university students revealed fair perceptions of cervical cancer (Binka, Nyarko, and
Doku 2016, 324). A quantitative study by Opoku et al. (2016, 86) which sought to
examine the perceived risk factors of cervical cancer revealed poor perceptions of the
risk factors of cervical cancer. Also, a study done on 140 female college students in
Ghana reported that women perceived cervical screening to be beneficial, however, only
about half of the women perceived themselves to be at risk of getting cervical cancer
(Abotchie and Shokar 2009, 412).

Research studies on cervical cancer screening have mainly been carried out in developed
countries with relatively few such studies in developing countries (Pollack et al.
2007, 57-63). Research studies on cervical screening are limited in Ghana (Abotchie
and Shokar 2009, 412). Moreover, the researchers in previous studies have focused on
socio-demographic factors that affect cervical cancer screening (Adanu et al. 2011, 59)
and the cost of screening (Quentin et al. 2011, 379-389). To the best of our knowledge,
no study has yet focused on the utilisation and perceptions of cervical cancer among
women in their reproductive age in Ghana. Hence, the current study sought to assess the
utilisation and perceptions of cervical cancer screening services among women who
seek reproductive healthcare services in the Kumasi metropolis of Ghana.

Materials and Methods
Study Design

A descriptive cross-sectional quantitative design was considered appropriate in
achieving the study aim.

Study Area and Population

The study was conducted in the Kumasi metropolis, the capital and the most populous
of the 27 districts in the Ashanti Region of Ghana. The Kumasi metropolis has 4
government hospitals, namely Kumasi South Hospital, Manhyia Government Hospital,
Tafo Government Hospital, and Suntreso Government Hospital. The reproductive
health sections of these hospitals operate from 08:00 to 17:00 each week day (Mondays
to Fridays) with an average daily attendance of 200 women. Cervical cancer screening
is done at the reproductive health units of all 4 hospitals using the Papanicolaou smear
test (Pap test) and visual inspection with acetic acid (VIA).

The study population consisted of women who were 18 years and older (adult females)
and who were attending reproductive health services at the outpatients’ department
(OPD) in the two randomly selected hospitals (Kumasi South Hospital and Suntreso
Government Hospital) within the Kumasi metropolis of Ghana.



Sampling Technique and Sample Size

With the assistance of a biostatistician, a sample size of 332 was determined using the
formula developed for cross-sectional studies with categorical variables for an unknown
total population (Charan and Biswas 2013, 121-126). The standard normal variate was
set at 1.96 at 95 per cent confidence interval; the probability of making a type I error (p-
value) was considered statistically significant at the 0.05 level (5%) and the expected
knowledge proportion in a population based on the previous study (p) was 68.4 per cent
(Ebu et al. 2015, 31). A 10 per cent refusal or non-response rate was added to finally
achieve the sample size of 369.

In March 2016, the participants were selected using a two-stage sampling technique.
Initially, the names of the four study sites were written and enclosed in sealed opaque
envelopes; two of them were randomly selected from the four study sites to minimise
selection bias. Within each of the two selected sites, a systematic sampling technique
was used in selecting participants who agreed to participate. Using the average daily
attendance of 200 women at each hospital, the kth number was calculated as k = N/n,
where Kk is the sample interval, N is the population (which was estimated at 200), and n
is the sample size (which was estimated at 19 per day within the data collection period).

The first participant to be approached for each day was based on a random selection
from 10 sealed opaque envelopes containing numbers from 1 to 10. After randomly
selecting one of the numbers, every eleventh woman who reported at the OPD of the
reproductive healthcare section was selected to participate in the study until the required
number for each day was attained. In general, 185 women were selected from Kumasi
South Hospital, while 184 women were chosen at Suntreso Government Hospital.

Data Collection Tool

Owing to the non-existence of a validated questionnaire on the subject under
investigation, the researchers developed a questionnaire based on the relevant literature.
The face and content validity of the developed data collection tool was evaluated by
seven healthcare professionals (two specialist physicians in obstetrics and gynaecology,
three public health nurses, and two midwives) who had expertise in cervical cancer
screening. The tool had an acceptable level of internal consistency as Cronbach’s alpha
values of .716 and .843 were recorded for both perception and utilisation sub-scales in
a pilot study among 40 participants (20% of average daily attendance) in a similar
hospital. There were two versions of the questionnaires, one in English and one in
Asante Twi. Asante Twi is a predominant local language in the Ashanti region of Ghana.
With the assistance of a certified translator, the English version was translated into
Asante Twi and back translated into English to ensure content integrity. The participants
who were literate answered the questionnaires themselves whereas the less literate ones
were assisted in completing them.



Apart from the demographic characteristics, the questionnaire also covered the
participants’ perceptions and utilisation of cervical cancer screening. In order to avoid
response bias, both positive and negative perception statements were rated on a 5-point
Likert scale. Positive perception statements were rated from 1 to 5, where 1 meant
“strongly disagree”, 2 denoted “disagree”, 3 signified “neutral”, 4 implied “agree”, and
5 connoted “strongly agree”. On the other hand, negative perception statements were
rated from 5 to 1, with the highest score of 5 representing “strongly disagree” and the
lowest score of 1 denoting “strongly agree”. A score of 1 was given to positive
perception statements in which the participants agreed or strongly agreed, whereas a
score of 0 was given to all other responses (neutral, disagree and strongly disagree).
Negative perception statements in which the participants disagreed or strongly
disagreed attracted a score of 1, while a score of 0 was given to all other responses
(neutral, agree and strongly agree). Hence, the minimum attainable positive score of the
14 perception items for each participant was 0 and the maximum possible score was 14.
For standardisation purposes, the participants’ scores were converted into percentages
using the formula: (obtained positive perception score/14) * 100.

Ethical Consideration

Before conducting the study, institutional approval was sought from the Kumasi Metro
Health Directorate, Ghana Health Service. Ethical approval was also obtained from the
Health Research Ethics Committee of Stellenbosch University with reference number
S15/10/229. Throughout the study, the researchers’ conduct was guided by the
following ethical principles: beneficence, non-malfeasance, confidentiality, privacy,
anonymity, justice, informed consent, and autonomy. The participants’ data were
accessible to only the two researchers involved in the study. The participants were
assured of privacy, anonymity, confidentiality and their right to terminate from the study
at any point without having to explain themselves or receive penalties for doing so.

Data Collection Procedures

The researchers approached the participants while they were waiting to be attended to
at the OPD of each hospital. The purpose of the study, its benefits and risks were
explained to the participants as well as the voluntary nature of their participation.
Selected participants who agreed to participate were assisted to answer the questions in
a private area in the hospital or self-answered the questionnaires depending on their
literacy level and preference for either the English or Twi version. In all, 165
participants answered the English version whereas 204 of them responded to the Twi
version. A written informed consent form was also signed by the participants to serve
as evidence for their voluntary participation and awareness of the study’s procedures
and protocols. The response time for completing the questionnaires was 15 to 30
minutes.



Data Analysis

With the aid of the Statistical Package for the Social Sciences (SPSS) version 23.0., the
data were analysed using descriptive and inferential statistics. Normally distributed
continuous variable data were presented using means and standard deviations (SD),
whereas medians and ranges were used for those with skewed distributions.

Categorical variables were illustrated using frequencies and percentages. The chi-square
test of independence was also used to determine the association between any two
categorical variables. The Mann-Whitney u-test (non-parametric) was used to compare
the perceptions of cervical cancer screening among the two groups (screened and
unscreened participants). For all analyses, the statistical significance was set at the 0.05
level.

Results
Participants’ Socio-demographic Characteristics

The mean (SD) age of the participants was 30.9 (10.3) years and ranged from 18 to 64
years (refer to Table 1). A total of 46.1 per cent of them were single, and about two-
thirds of them (40.4%) were married. Almost one-third of the participants (29.3%) had
given birth to only 1 child (primiparity) while over two-fifths (45.7%) had given birth
to 2 to 4 children (multiparity). With regard to their highest educational qualification,
41.5 per cent had received formal education up to the basic level (primary and junior
high school) followed by 27.1 per cent of them who had received tertiary education. A
little over two-thirds of the participants were employed (67.5%) with the remaining
being unemployed (19.5%) or studying (13%).

With the exception of the ages of the participants, there were statistically significant
differences in the marital status, parity, highest educational level and work status
between the screened and unscreened groups (see Table 1). A greater percentage of the
women who had been screened were married, had given birth to one or more children,
were highly educated and employed, relative to their unscreened counterparts.

Utilisation of Cervical Cancer Screening

Less than one-fifth (18.7%) of the participants had been screened for cervical cancer in
the past while the majority (81.3%) of them had not been previously screened (refer to
Table 1).



Table 1: Participants’ demographic characteristics (n = 369)

Variable Total (%) Screened (%) | Unscreened (%) X2 (df) p-value
(n =369) (n=69) (n =300)

Age of participants

18-30 214 (58.0) 36 (52.2) 178 (59.3) 5493 (3) | 0.117F
31-45 115 (31.2) 21(30.4) 94 (31.3)

46-60 36 (9.7) 12 (17.4) 24 (8.0

> 60 4(1.1) — 4(1.3)

Mean age (SD) 30.9 (10.3) 33.0(11.4) 30.3 (10.0)

Median age (range) 28 (18-64) 30 (21-60) 28 (18-64)

Marital status

Single 170 (46.1) 22 (31.9) 148 (49.3) 8.281 (3) | 0.038* F
Married 149 (40.4) 37 (53.6) 112 (37.3)

Divorced/Separated 16 (4.3) 2(2.9) 14 (4.7)

Cohabiting 34 (9.2 8 (11.6) 26 (8.7)

Parity

Nulliparity (Para 0) 58 (15.7) 4 (5.8) 54 (18.0) 7.307 (3) | 0.043*F
Primiparity (Para 1) 108 (29.3) 22 (31.9) 86 (28.7)

Multiparity (Para 2-4) 169 (45.7) 35(50.7) 134 (44.7)

Grand multiparity 8 (11.6) 26 (8.7)

(Para > 5) 38(9.3)

Highest level of

education

None 54 (14.6) 14 (20.3) 40 (13.3) 15.762 (4) | 0.003*C
Basic 153 (41.5) 15 (21.7) 138 (46.0)

Secondary 62 (16.8) 12 (17.4) 50 (16.7)

Tertiary 100 (27.1) 28 (40.6) 72 (24.0)

Work status

Employed 249 (67.5) 55 (79.7) 194 (64.7) 11.814 (2) | 0.003* F
Unemployed 72 (19.5) 4 (5.8) 68 (22.7)

Student 48 (13.0) 10 (14.5) 38 (12.7)

Note: SD = standard deviation, F = Fischer’s exact test, C = Chi-square test,
* = significant values

Participants’ Perceptions of Cervical Cancer Screening

As illustrated in Table 2, the participants generally had misguided perceptions of
cervical cancer screening. The mean (SD) total positive perception of cervical cancer
screening was 39.9 per cent (16.6%) and ranged from 7.1 per cent to 100 per cent. No
statistically significant differences (p = 0.614) were observed between the screened and
unscreened group in the total positive perception scores.

The majority of the participants (> 70%) correctly perceived the importance of cervical
cancer screening in terms of assisting a woman to know her cervical health and cancer
status as well as facilitating the cure process when premalignant lesions are detected
early. On the other hand, 84.6 per cent of the participants felt screening was unnecessary
as they believed there was no cure for cervical cancer. The majority of the participants



perceived the cervical screening procedure as painful (86.2%) and indicated that their
partners would not want them to have the procedure done (87.3%).

Significant differences in the perceptions were, however, observed in 6 out of the 14
studied perception areas (refer to Table 2). Relative to their unscreened (77.3%)
counterparts, a greater percentage (89.9%) of the screened participants correctly
perceived the detection of cervical cancer or otherwise as the purpose of screening
(p =0.039). A significantly higher proportion of the screened participants also
perceived screening as a means of detecting premalignant cervical lesions (p = 0.045),
being inexpensive (p = 0.021), and necessary as they believed the lesions were curable
(p =0.011). A greater percentage (25.3%) of the unscreened participants, however,
perceived cervical cancer as not being influenced by one’s destiny (p = 0.015) and the
screening procedure as being less painful (p < 0.001).

Table 2: Participants’ perceptions of cervical cancer screening (n = 369)

Variable

Total (%) of
positive
perceptions

Screened (%0)
positive
perceptions

Unscreened (%0)
positive
perceptions

p-value

(n = 369) (n = 69) (n = 300)

Cervical screening enables 0.272C
a woman to know if she is

healthy (Agree)

299 (81.0) 57 (82.6) 242 (80.7)

If cervical changes are 0.230C
found early, they are

easily curable (Agree)

282 (76.4) 60 (87.0) 222 (74.0)

The purpose of screening 0.039* C
is to diagnose if | have
cervical cancer or not

(Agree)

294 (79.7) 62 (89.9) 232 (77.3)

Cervical screening can 0.045* C
detect cervical changes
before they become

cancerous (Agree)

271 (73.4) 51 (73.9) 220 (73.3)

If a young woman goes for 0.521C
a pap smear test, everyone
will think she is having

sex (Disagree)

139 (37.7) 28 (40.6) 111 (37.0)

Getting a cervical test 0.531C
would only make me
worry or anxious

(Disagree)

133 (36.0) 21 (30.4) 112 (37.3)

I don’t know where | 0.057 C
could go if | wanted
cervical cancer screening

(Disagree)

120 (32.5) 14 (20.3) 106 (35.3)

It is embarrassing to have 0.051C
cervical cancer screening

(Disagree)

107 (29.0) 19 (27.5) 88 (29.3)




Variable Total (%) of Screened (%) Unscreened (%) p-value
positive positive positive
perceptions perceptions perceptions
(n = 369) (n =69) (n = 300)
If a woman is a virgin, a 91 (24.7) 11 (15.9) 80 (26.7) 0.062 C
pap smear test will take
away her virginity
(Disagree)
It is too expensive to have | 85 (23.0) 21 (30.4) 64 (21.3) 0.021* C
cervical cancer screening
(Disagree)
If | am destined to get 83 (22.5) 7 (10.1) 76 (25.3) 0.015* C
cancer, | will get it with or
without screening
(Disagree)
Screening for cervical 57 (15.4) 13 (18.8) 44 (14.7) 0.011*C
cancer is not necessary
since there is no cure
(Disagree)
Cervical screening is 51 (13.8) 5(7.2) 46 (15.3) <0.001* C
painful (Disagree)
My partner would not 47 (12.7) 7(10.1) 40 (13.3) 0.019C
want me to have cervical
cancer screening
(Disagree)
Overall perception of 0.614 M
cervical cancer screening
(14 items)
Mean (SD) 5.6 (2.3) 5.5(2.2) 5.6 (2.4)
Median (Range) 5(1-14) 5(1-12) 5(1-14)
% Mean (SD) 39.9 (16.6) 38.9 (15.7) 40.1 (16.8)
% Median (Range) 35.7(7.1-100) 35.7(7.1-85.7) | 35.7 (7.1-100)

M = Mann-Whitney U test; C = Chi-square test analysis

Discussion

The current study assessed the utilisation and perceptions of cervical cancer screening
among women who seek reproductive healthcare services in the Kumasi metropolis of
Ghana. Our findings revealed that few of the participants had been screened for cervical
cancer in the past. This low trend is similar to previous studies that have been conducted
among different population groups in Ghana (Abotchie and Shokar 2009, 412; Adanu
et al. 2011, 59; Ebu et al. 2015, 31). Nevertheless, our study seems to have a higher
screening rate than previous reported studies in Ghana. This may be related to the fact
that the majority of the studied participants had received formal education. The reported
low cervical cancer screening uptake in our study is also consistent with findings from
other diverse population groups in other countries (Ferlay et al. 2010, 2893; Kileo et al.
2015, 552; Mosavel et al. 2009, 114; Phongsavan et al. 2010, 821; Sudenga et al.
2013, 895; Utoo, Ngwan, and Anzaku 2013, 1). The generally low uptake of cervical



cancer screening among women reiterates the need for effective strategies that will
sensitise women and afford them an opportunity to partake in the exercise.

It was also revealed that the few participants who had been previously screened were
mostly married, had given birth to one or more children, had received higher level of
formal education and were employed. These findings are in agreement with many
studies which reported that socio-demographics such as marital status, educational
level, parity and work status influence women’s choices and readiness to be screened
for cervical cancer (Aswathy et al. 2012, 205-210; Ayinde, Ogunbode, and Adebayo
2005, 21-24; Nene et al. 2007, 264-272;). Consistent with previous studies (Ayinde,
Ogunbode, and Adebayo 2005, 21-24; Mutuma et al. 2016, 94-99), the current study
found that the screened participants were predominantly married. In the past, women
with male partners who were supportive of cervical screening have also been reported
as a significant predictor of screening behaviour (Thiel de Bocanegra et al. 2009, 326).
The level of education has also been linked with screening behaviour: highly educated
women are more likely to be screened (Mutuma et al. 2016, 94) while women with
lower educational levels are less likely to be screened (Nene et al. 2007, 264). Women
who are gainfully employed have been shown to stand a higher chance of being screened
(Mutuma et al. 2016, 94-99; Nene et al. 2007, 264-272). This is not surprising
considering that unemployed women may have to resort to other significant relations
(such as mothers, fathers, uncles, and aunts) to be able to pay for their reproductive
health services and other associated costs. Implicitly, unemployed women’s lack of
financial capacity could serve as a barrier to cervical cancer screening (Lyimo and Beran
2012, 22). Education in this area should consider these socio-demographic factors in the
design and implementation stage to enhance screening uptake.

Perceptions of Cervical Cancer Screening

Akin to a previous study (Phongsavan et al. 2010, 821), the majority of the studied
participants positively perceived the importance of screening in terms of assisting a
woman to know her cervical health status and to initiate steps towards treatment upon
early detection of premalignant lesions. To our amazement, a greater number of the
participants wrongly perceived cervical cancer to be unnecessary as they believed it had
no cure. In fact, earlier evidence over the past years proves that early detection of
premalignant lesions leads to cervical cancer elimination (Adanu etal. 2011, 61; Peirson
et al. 2013, 552).

A higher proportion of the participants also perceived screening to be painful as equally
reported in a similar study in Jamaica (Bessler, Aung, and Jolly 2007, 396-400) in
which pain was regarded as a major fear, and which inhibited screening behaviour.
Cervical screening methods include VIA, Pap smear, liquid-based cytology, and HPV
DNA testing (Almonte et al. 2007, 797; WHO/ICO Information Centre on HPV and
Cervical Cancer 2007). Though the procedures involved in these techniques are known
to cause some discomfort (Bessler, Aung, and Jolly 2007, 396), they are not expected
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to be painful. Pain experienced during these procedures may be related to other factors
due to the complex and multidimensional nature of the pain experience (Ncube et al.
2015, 111). The alleviation of this phobia can also be achieved through the sharing of
experiences on the part of screened women to demystify these misconceptions.

Consistent with previous literature (Lyimo and Beran 2012, 12), a greater percentage of
the participants indicated that their partners would not want them to have cervical cancer
screening. This signifies that the majority of women are still not empowered to make
decisions on their own including those regarding their health status. This is as a result
of the patriarchal social system in Ghana and in many other African countries, where
men dominate and are socially privileged to control households (Maisha 2016 n.d.).
Women in the twenty-first century should be encouraged and empowered to make
decisions on their own especially on issues regarding their health status.

The study revealed significant differences in 6 out of the 14 studied perception areas. A
greater percentage of the screened participants correctly perceived screening as a means
of detecting premalignant cervical lesions and cancerous ones, being inexpensive and
important. They believed early detection of precancerous lesions were curable. These
positive perceptions and their higher level of education might have influenced their
screening behaviour (Mutuma et al. 2016, 94-99). An equally greater percentage of the
unscreened participants, however, recognised cervical cancer as not being influenced
by one’s destiny and perceived the screening procedure as less painful compared to their
screened counterparts. This further demonstrates that the fear of pain did not discourage
the screened participants from participating in the procedure as found in Bessler, Aung,
and Jolly’s (2007, 400) study.

Limitation

Because multiparity is a risk factor of cervical cancer, we collected data from the point
of reproductive healthcare in order to assess the participants’ perceptions and screening
uptake. We recognise this as a limitation of the current study and recommend future
studies.

Implications

The current study has implications for healthcare, society and future research
investigations. There should be an improvement in public education to raise awareness
of cervical cancer screening among women and men nationally. Women in Ghana
should also be empowered to take decisions concerning their health. Future studies
should explore cervical cancer knowledge and awareness from both men and women in
different geographical areas of Ghana.
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Conclusion

The utilisation of cervical cancer screening services is significantly low among women
in the Kumasi metropolis of Ghana. Screening was associated with socio-demographic
characteristics such as marital status, parity, education and employment status.
Misguided perceptions of cervical cancer screening may account for the low patronage
of cervical cancer screening. Implications of these findings for healthcare, society and
future research studies have also been explored.
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