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Introduction

Cervical cancer is one of the leading causes of cancer 
death in women all over the world, especially in low- to 
middle-income countries.1 This is largely due to the 
numerous challenges in the provision of screening oppor-
tunities and treatment options.1,2 The Global Cancer 
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Abstract
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Observatory estimated the 2020 global incidence of cervi-
cal cancer to be 604,127 and accounting for 341,831 
deaths.3 About 90% of these deaths occur in low- and mid-
dle-income countries.4,5 Cervical cancer often affects the 
most vulnerable women: those in low socioeconomic 
groups who have inadequate health literacy, poor access to 
reproductive health care and screening and who face many 
socioeconomic challenges.1,5 A sub-Saharan community-
based study has highlighted that healthcare system barri-
ers, such as long waiting periods, past adverse experiences 
and language barriers, prevent these women from seeking 
the appropriate care for noticeable symptoms.6 
Furthermore, those who are HIV positive are at an even 
higher risk of contracting cervical cancer.7

Within South Africa, cervical cancer causes more than 
6000 deaths annually8 and accounts for 15.85% of all 
female cancers within the country.9 This prevalence figure 
doubles to 30.29% when separating the statistics for Black 
African women.9 Notably, cervical cancer also remains the 
most common cause of cancer death among Black African 
women in the province of KwaZulu-Natal, where the over-
burdened public health sector has been in an oncology cri-
sis.10 In addition, HIV-positive women who face fewer 
socioeconomic challenges have more healthcare facilities 
and are more likely to be diagnosed with invasive cervical 
cancer, suggesting under diagnosis and lack of treatment in 
other groups.11 With 12.6% of adolescents giving birth in 
KwaZulu-Natal in 2016, the associated risk factors of 
younger age, early sexual debut and early age of first preg-
nancy are of particular concern.12,13

Several South African studies have identified low 
knowledge levels for cervical cancer and human papilloma 
virus (HPV),14–20 where a large proportion of women 
revealed that they had never tested for cervical cancer.14,15 
Factors that influenced testing included place of residence, 
having health insurance, being older in age, non-Black eth-
nicity, employment and pre-existing chronic medical con-
ditions.21,22 Support from a partner also played an important 
role in women being tested.15 Based on the SA World 
Health survey, women who had previously tested for cer-
vical cancer were more likely to be married, obtained a 
tertiary degree, had higher household socioeconomic sta-
tus and easy access to a testing site.23

It is interesting to note that the greater the number of 
healthcare providers, the greater the likelihood of having a 
screening test done.23 Notably, women who did not per-
ceive themselves at risk would not utilize the screening 
services.15 Screening programme initiatives can forfeit any 
possible gains if the necessary health care system infra-
structures are not in place,24 as awareness and screening 
initiatives go hand-in-hand with the availability of health-
care. In an already overburdened health care system, this is 
next to impossible.

However, much can be done to prevent cervical cancer. 
Its strong link to the presence of the HPV, as well as a long 

precursor stage in its pathogenesis, makes it possible for 
early detection and treatment to prevent progression to 
invasive disease.9 Over several decades, high-income 
countries have seen a steady decrease in cervical cancer 
incidence and mortality rates, a trend driven by early 
screening and effective treatment technologies coupled 
with public education campaigns.25,26 In low- and middle-
income countries, cervical cancer incidence is almost 
twice as high as in high-income countries, and death rates 
are three times as high.27

The World Health Organization (WHO) outlines strate-
gies for cervical cancer prevention and control.1 The guide 
recommends preventive factors such as screening, while 
emphasizing the essential role played by health education 
in any cervical cancer prevention programme, noting lack 
of information as a key factor impeding success.1 The 
guide also highlights the need for collaboration across 
organizations and involvement of non-government organi-
zations (NGOs). This could potentially assist many coun-
tries in closing the gap between the need for cancer 
prevention services and the availability thereof.1 It speaks 
to the need for culturally appropriate outreach initiatives 
that take into consideration language barriers, and the need 
for service sites that are accessible to the marginalized, so 
as not to exclude those who lack transportation.1 Also of 
consideration is the need to address gender discrimination 
and other social inequalities that are associated with cervi-
cal cancer vulnerability in women.27

Against this backdrop, this study sought to explore the 
following in a population of inner-city women attending a 
local Women’s Health outreach initiative:

•• Cervical cancer knowledge.
•• The testing rates for cervical cancer before and after 

the Women’s Health outreach initiative.

Methods

The findings presented in this publication are part of a 
larger mixed-method study, which explored various 
aspects of women’s health. Data were gathered from 
women participating in a Women’s Health outreach initia-
tive at the Denis Hurley Centre in Durban, South Africa. 
This NGO community centre is easily accessible to those 
living within the city, including many marginalized popu-
lations such as those who are homeless and refugees, to 
whom it provides a range of services.28

This was a mixed-method study, where both quantita-
tive and qualitative data were obtained from women par-
ticipating in the study. This method allowed for data 
triangulation, with the qualitative data supporting the 
quantitative data. Using a population size of approximately 
150 women who attend the Dennis Hurley centre for their 
needs, a 95% confidence interval and a 5% margin of error, 
a minimum sample size of 109 was calculated, using the 
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Raosoft sample size calculator. Purposive sampling was 
utilized to target women from marginalized communities. 
A total of 120 questionnaires were handed out, and 109 
participants completed the questionnaire resulting in a 
response rate of 90.8%. Inclusion criteria for the study 
were as follows: (1) homeless or refugee women attending 
the Denis Hurley Centre, Durban; (2) women above the 
age of 18 and (3) fluency in either English or isiZulu. Any 
citizen with formal residence in the city or related to the 
researchers and those who did not consent to the study 
were excluded.

The Durban University of Technology Institutional 
Research Ethics Committee provided ethical clearance 
(IREC 97/17) prior to commencing the study. The Women’s 
Health outreach initiative, which was held on 12–13 
September 2018, was advertised by the centre. An initial 
verbal explanation of the study was provided to potential 
participants by members of the research team. Those will-
ing to participate were subsequently provided with written 
information about the study and were required to sign an 
informed consent form, prior to answering the research 
questionnaire. Participation was completely voluntary, and 
women who did not wish to participate were not penalized 
in any way and were welcome to utilize all other services 
provided by the outreach initiative.

Data were gathered using a previously validated ques-
tionnaire.29,30 The questionnaire was available in both 
English and isiZulu. Although this was a self-administered 
questionnaire, assistance was provided to most women due 
to literacy constraints. In these instances, the researcher 
read out the questions, explained the meaning, if required, 
and scribed the answers. An isiZulu research assistant 
helped those participants who were only fluent in isiZulu. 
All research assistants were provided with training on 
administration of the questionnaire, prior to the study com-
mencing. The questionnaire comprised 183 questions, of 
which 32 were used for the purposes of this report. Four of 
these were open-ended questions, which gathered qualita-
tive data. The full questionnaire took approximately 30–
45 minutes to complete, and saturation was reached for the 
qualitative aspect of the study.

After completing the questionnaire, participants were 
provided with an educational session on reproductive 
health, utilizing instructional models and pamphlets. This 
included a specific emphasis on cervical anatomy, cervical 
cancer risk factors, symptoms and screening. The educa-
tional session was provided in English and isiZulu, as 
needed by different participants. Following the instruc-
tional sessions, women were offered the opportunity to 
have a free on-site Pap smear, conducted by a team of staff 
from the Cancer Association of South Africa (CANSA). A 
gift bag with toiletries to the value of R50 (50 South 
African Rands, which is equivalent to approximately 4 
US$) was provided to all research participants to compen-
sate them for their time.

Statistical analysis

Quantitative data were analysed on SPSS (Version 24). 
Frequencies were calculated, and chi-square tests were 
used to correlate data. Qualitative data were analysed by 
thematic analysis.31 Open-ended responses were manually 
coded to identify themes. Recurring themes were identi-
fied and coded separately by two members of the research 
team. The coding was subsequently compared for consen-
sus. Some of these quotations have been reported to sub-
stantiate the data derived from the quantitative analysis. 
Sentences were corrected where necessary.

Results

Participant demographics

One hundred and nine participants completed the ques-
tionnaire, and their demographic details are indicated in 
Table 1. All the participants were female with a large pro-
portion identifying their ethnicity as Black African (85.3%; 
n = 93). Over half the participants had only secondary/high 
school–level education (51.4%; n = 56) and over a third 
(40.4 %; n = 44) were unemployed.

Sexual history

Two-thirds of the participants (83.5%; n = 66) were in a 
sexual relationship at the time of the study, with 12 (14.3%) 
indicating multiple current sexual partners. The number of 
lifetime sexual partners varied and is indicated in Table 2. 
Half of the participants (51.4%; n = 56) first had sexual 
intercourse between the ages of 16 and 21 years, while 8 
(7.3%) were sexually active before the age of 15 years. 
Thirteen participants (14%) had previously been treated 
for sexually transmitted infections. Table 2 also indicates 
that over a quarter (26.7%; n = 24) had previously been 
assaulted by a sexual partner and the resultant fear of fur-
ther assault led to the inability to negotiate condom use by 
some of them (14.4%; n = 13). Almost a fifth (18.9%; 
n = 17) of the study population had been forced to have 
sexual intercourse and some (10%; n = 9) also engaged in 
transactional sex.

Cervical cancer knowledge

Table 3 presents the participants’ knowledge of cervical 
cancer. Correct responses are expressed as percentages of 
the survey population, with score averages calculated for 
each of the five knowledge categories (risk factors, symp-
toms, prevention, screening and treatment). A third of the 
participants (33%; n = 36) had never heard of cervical can-
cer and answered ‘no’ to further questions in that section of 
the questionnaire. Among those who had heard of cervical 
cancer, knowledge of risk factors was low and none of the 
participants correctly identified all risk factors. There was 
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no correlation between risk factor knowledge and level of 
education (p > 0.05).

Less than a third of participants could identify the main 
symptoms of cervical cancer. The most identified symp-
tom was vaginal bleeding (28.4%; n = 31), followed by 
vaginal discharge (23%; n = 25) and pelvic pain (20.2%; 
n = 22). Only six (5.5%) correctly identified all three major 
symptoms. There was a significant correlation between 
higher education levels and the identification of vaginal 
bleeding as a symptom for cervical cancer (p < 0.001). 
However, there was no correlation between identification 
of the other symptoms and education (p > 0.05). Only a 
quarter of the women (24.8%; n = 27) identified the use of 
condoms as protection against cervical cancer and none 
identified both condom use and the HPV vaccine as pro-
tective mechanisms. Almost a quarter (25.4%; n = 18) of 
the participants who had heard of cervical cancer did not 
believe that they could get it.

Only 56.9% (n = 62) of the women had heard of a Pap 
smear, and only 31.2% (n = 34) identified regular testing 
for cervical cancer as a preventive measure. Thirty percent 
of all participants (n = 33) had been previously tested, nine 

of whom (8.3 %) were tested in the preceding 2 years. 
Those who did not have Pap smears, despite knowing 
about cervical cancer, cited the following reasons: a lack 
of time (6.4%; n = 7), fear that the exam would be painful 
(4.6%; n = 5), were never told to have a Pap smear (4.6%; 
n = 5), feared the results (5.5%; n = 6) and financial con-
straints (1.8%; n = 2). A fifth (19.3%; n = 21) of the partici-
pants knew someone who had been diagnosed with cervical 
cancer.

When asked to identify treatment options for cervical 
cancer, just over a quarter of the women correctly identi-
fied surgical removal of cancer cells (29.4%; n = 32) and 
hysterectomy (27.5%; n = 30). However, only 6.4% (n = 7) 
identified both treatment options correctly. Almost two-
thirds (56.9%; n = 62) of the respondents indicated a desire 
for more education about cervical cancer.

Cervical cancer stigma

Table 4 presents the responses to questions on stigma. The 
response rate to these questions was low, possibly because 
they were unaware of people with cervical cancer in the 
community. However, all who responded (n = 70) stated 

Table 1. Sociodemographic profile of participants.

Demographic variables % (n)

Age
 18–24 22 (24)
 25–30 24.8 (27)
 31–40 32.1 (35)
 41–50 13 (12)
 Over 50 7.3 (8)
Race
 Black 85.3 (93)
 Coloured 4.6 (5)
 Indian 4.6 (5)
 White 3.7 (4)
Employment
 Employed 22 (24)
 Street hawker/vendor 15.6 (17)
 Unemployed 40.4 (44)
 Pensioner 3.7 (4)
 Sex worker 0.9 (1)
Living area
  Township on 

outskirts of the city
45.9 (50)

 Flat in the city 28.4 (31)
 Homeless 16.5 (18)
 Suburb 1.8 (2)
 Retirement home 0.9 (1)
 Squatter camp 0.9 (1)
Nationality
 South African 86.2 (94)
 Foreign citizen 11 (12)

NB: All percentages do not add up to 100 as some questions were not 
answered by all participants.

Table 2. Sexual history.

% (n)

Number of lifetime sexual partners
 1 23.9 (26)
 2 16.5 (18)
 3 13.8 (15)
 4 5.5 (6)
 5 or more 19.3 (21)
Age of sexual debut (years)
 ⩽15 7.3 (8)
 16–21 51.4 (56)
 22–27 16.5 (18)
 28 and older 1.8 (2)
 Could not remember 0.9 (1)
 Not yet sexually active 5.5 (6)
Screening
 Tested for HIV 85.3 (93)
 Tested for Cervical cancer 30.3 (33)
HIV status
 HIV negative 63.3 (69)
 HIV positive 11 (12)
 Did not wish to disclose status 8.3 (9)
Gender inequality factors
  Unable to negotiate condom use due to 

fear of been assaulted by sexual partner
14.4 (13)

 Has been forced to have intercourse 18.9 (17)
 Has been assaulted by sexual partner 26.7 (24)
 Has participated in transactional sex 10 (9)

HIV: human immunodeficiency virus.
NB: All percentages do not add up to 100 as some questions were not 
answered by all participants.
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that they would help/support a friend who was diagnosed 
with cervical cancer. Nevertheless, as shown in Table 4, 
the response of the community was varied with more than 
a quarter responding that they did not know how the com-
munity would treat someone with cervical cancer. 
Similarly, most of the respondents were unaware of the 
quality of life of someone with cervical cancer. However, 
when comparing stigma of cervical cancer to that of HIV, 
almost half the respondents felt that there was no stigma 
towards cervical cancer.

Cervical cancer screening figures and Pap 
smear results

In contrast to the 30% who had been screened for cervical 
cancer prior to the Women’s Health initiative, 64% (n = 70) 
took the opportunity of the free Pap smear provided after 
the educational intervention. Only 14 (20%) Pap smears 
were normal. Half of the women (51.4 %, n = 36) tested 
positive for infections including bacterial vaginosis and 
viral, fungal, protozoan or candida infections. A small 

Table 3. Cervical cancer knowledge.

Correct responses % (n) Average knowledge score per category

Identifying risk factors for cervical cancer 18.4
 Sexual transmission 21.1 (23)  
 HPV infection 20.2 (22)  
 Multiple partners 17.4 (19)  
 Not using condoms 14.7 (16)  
Identifying symptoms 23.9
 Vaginal bleeding 28.4 (31)  
 Vaginal discharge 23.0 (25)  
 Pelvic pain 20.2 (22)  
Knowledge of prevention 19.3
 Wearing a condom 24.8 (27)  
 HPV vaccination 13.8 (15)  
Knowledge of screening 31.2
 Pap smears 31.2 (34)  
Knowledge of treatment for cervical cancer 28.5
 Surgical removal of cancerous cells 29.4 (32)  
 Hysterectomy 27.5 (30)  

HPV: human papilloma virus.

Table 4. Cervical cancer stigma.

Response % (n)

If a close friend had cervical cancer, how would your relationship change?
 I would support/help her 100 (70)
 I would reject her 0 (0)
In your community, how is a woman with cervical cancer treated?
 Most people reject her 2.9 (2)
 Most people are friendly, but they generally try to avoid her 11.8 (8)
 The community mostly supports and helps her 57.4 (39)
 I do not know 27.9 (19)
What is the quality of life of a woman with cervical cancer?
 Good 11.8 (8)
 Average 26.5 (18)
 Poor 25.0 (17)
 I do not know 36.8 (25)
In comparison to HIV, the stigma towards cervical cancer is:
 The same 16.7 (11)
 Less 18.2 (12)
 More 21.2 (14)
 There is no stigma towards cervical cancer 43.9 (29)

HIV: human immunodeficiency virus.
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proportion (11.4%; n = 8) tested positive for HPV and 
abnormal cervical intra-epithelial neoplasia (CIN1 and 
CIN2) were also detected in this population (17.1%; 
n = 12).

Qualitative results

When the factors related to cervical cancer knowledge and 
screening were further explored through open-ended ques-
tions, four qualitative themes emerged. These aligned 
closely with those identified by Greibe Andersen et al.32 
and included health and fertility concerns, support struc-
tures, the lack of public awareness and factors related to 
health care provision (access to screening sites and role of 
health care professionals).

Health and fertility concerns

As noted in the quantitative data, the study population is 
vulnerable, and many have faced sexual violence. Women 
may be monogamous but had no control over their part-
ner’s sexual activities; ‘I am sexual(ly) active, I never 
know my partner’s health’ [P92]. Women risk rejection by 
their partners if they are unable to produce children. When 
asked about what cervical cancer suggests, the most com-
mon fears were of death and infertility. There was a con-
cern about loss of fertility and childbearing, should they 
test positive. This concern prevented them from testing; 
‘Not giving birth or being infertile’ [P109]. Related to this 
was an expression of fear that a hysterectomy would be 
required, ‘I am afraid to check for cervical cancer because 
of removal of my womb’ [P33].

Support structures

The overwhelming expression was one of support, empa-
thy and sympathy for those diagnosed with cervical can-
cer; ‘I actually feel pain and I feel sorry for them’ [P119]; 
‘I feel sorry for them and I want to help them’ [P102]; ‘I 
feel sorry but gave her hope and all the help I could’ [P30]. 
This was echoed in a call not just for education, but for 
support groups where women could help one another; ‘We 
need more education, more workshops, more support’ 
[P23]; ‘Support groups and educational programs about 
cervical cancer would benefit the women of Durban city’ 
[P55]. There were calls for community-driven campaigns 
that specifically target women; ‘I think through women 
organisations in communities. There should be events 
about health and diseases that affect women’ [P57].

Awareness of cervical cancer and screening

A lack of awareness of both the disease and screening was 
commonly cited as a barrier to testing; ‘Because I don’t 
even know how you get cancer’ [P80]; hence, they would 

not know how to prevent it; ‘I don’t know how you can 
prevent it’ [P20]. Personal experience with the disease also 
encouraged screening. One participant stated; ‘I felt sorry 
for my granny, from then on I felt I have to take care of 
myself and do Pap smears all the time’ [P86].

Health care provision

Trust in health care providers is a key factor in public 
health initiatives. Many participants expressed confidence 
in doctors and the treatment of cervical cancers. ‘I had to 
communicate with her and advise her to take her medica-
tion as per doctor’s order and bring hope to that person. 
She is not alone’ [P95]; ‘I sympathise with them a lot, but 
they shouldn’t lose hope and they must follow the doctor’s 
instructions/orders’ [P20]; ‘they should ask for help. Take 
their treatment if they need one. Cervical cancer is curable’ 
[P89].

Access to health care providers was seen as a barrier to 
testing where participants felt that clinics were too busy; 
‘The number of mobile clinics should be increased because 
the clinic is always overloaded and busy’ [P20]. Women 
also expressed the desire for screening centres in outlying 
areas, allowing access to all women including those who 
did not have the means to come into the city for screening; 
‘I wish some mobile clinics can travel to community places 
to help with screening people so that they can find out if 
they have this illness or not’ [P68]. After participation in 
the Women’s Health outreach initiative, there was a sense 
of autonomy with participants wanting to share their 
knowledge with calls for ‘more awareness programmes to 
educate women’ [P97].

Discussion

The overall knowledge of cervical cancer among the study 
population was low. Testing for cervical cancer was low 
prior to the health outreach but improved after the inter-
vention. A third of the study population had never heard of 
cervical cancer, and a quarter of those who had heard about 
it did not believe that they could get the disease.

Only a third of the sample population had been screened 
for cervical cancer prior to the health outreach. This was 
lower than the 43% reported in another high-risk Durban 
community where the participants reportedly had difficulty 
accessing cervical cancer care and were afraid of the 
screening process.30 Pap smear uptake was found to be sig-
nificantly higher in those who have higher knowledge of 
cervical cancer, with lack of knowledge forming the big-
gest barrier to screening.33 However, a scoping review of 
screening uptake initiatives in sub-Saharan Africa by Lott 
et al.34 reported that strategies aimed at increasing screen-
ing uptake are more likely to succeed when they simultane-
ously address multiple constraining factors (such as 
addressing education while also considering environmental 
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constraints and language barriers).34 When seeking to 
increase women’s knowledge of cervical cancer and screen-
ing, it is also vitally important that they are empowered to 
use this knowledge by ensuring ease of access to testing. 
Studies have shown knowledge levels improved after an 
educational session16,35 which ultimately has a positive 
effect on increased screening.36 In this study, uptake of Pap 
smears, after the education intervention, increased from 
one-third to two-thirds of the study population. Although 
we were unable to reach 100% of the study population, the 
screening did increase substantially and could perhaps be 
improved with further interventions.

It is possible that the women who chose not to utilize 
the free, voluntary screening service were anxious about 
the test itself or of the result. One participant had alluded 
to the fear of requiring a hysterectomy, should she test 
positive. A study emanating from another high-risk Durban 
community reported that women were afraid of the screen-
ing process.29 Despite the intervention, many may still 
have felt that they did not need to be screened. This is cor-
roborated by Francis et al.14 who stated that South African 
women feared the procedure and did not think that they 
required the examination. Moreover, many women from 
African cultural backgrounds often consult traditional 
healers for health-related symptoms. According to Nelson 
et al.37 several people consult traditional healers for a myr-
iad of healthcare conditions including those related to sex-
ual health. As a result, early detection can be missed, and 
when combined with psychosocial factors can ultimately 
impact screening initiatives adversely. Furthermore, a 
study in France has shown that those who never screened 
for cervical cancer were more likely to be unemployed,38 
and the high rate of unemployment in our study population 
is also noted. We were, however, unable to correlate this 
with the screening uptake, since due to anonymity, no per-
sonal or demographic details were provided to us by 
CANSA.

Considering that only 20% of Pap smear results were 
normal in this study population highlights the importance 
of screening so that early detection can be followed by 
treatment of this potentially curable condition. Similar 
findings of abnormalities were reported previously.39

In addition to low screening levels, knowledge of cervi-
cal cancer in our study population was also low, with a 
third of the study population never having heard of the dis-
ease and a quarter of those who had heard about it believ-
ing that they could not get the disease. The participants 
showed little knowledge of each of the categories assessed: 
cervical cancer symptoms, risk factors, prevention and 
treatment. The level of knowledge did not correlate to 
level of formal education. These insights highlight the 
urgent need for cervical cancer health education across all 
communities but particularly in vulnerable communities 
that are considered high risk for the disease. This lack of 
knowledge about cervical cancer has also been reported in 

other studies within the province of KwaZulu-Natal (KZN) 
as well as other provinces in South Africa and elsewhere in 
Africa.16,18,19,29,40–43 Women have previously expressed the 
need for female targeted education, screening centres and 
support groups.29

Participants in this study also stressed the importance of 
the community both in terms of education and support. 
Studies have demonstrated the benefit of peer support sys-
tems for women with gynaecological cancer in combatting 
feelings of isolation, improved coping skills and manage-
ment of fear and anxiety.44 Moreover, women who are 
screened on a regular basis, and those who are cervical 
cancer survivors should be included in these educational 
initiatives. These women would be able to alleviate the 
concerns regarding testing and share firsthand experiences 
which would be beneficial towards upscaling screening 
initiatives. Also, young women, from within the communi-
ties, should be included as they play a pivotal role in pre-
ventive healthcare,30 and could introduce awareness and 
other health care initiatives to others at an early age, which 
would allow for appropriate well-informed health deci-
sions later in life.

Community involvement of this nature could be pivotal 
in the prevention of stigma associated with screening or 
diagnosis, which can act as a barrier to health-seeking 
behaviour. Whilst data indicated strong personal acceptace 
of women with cervical cancer by the participants, these 
participants remained uncertain of whether the wider com-
munity would demonstrate the same acceptance. The quali-
tative responses indicated that the main stigma associated 
with the disease was potential sterility. We did not measure 
stigma after the education intervention, hence we cannot 
categorically state that the education intervention reduced 
stigma; however, previous studies have shown that infor-
mation-based initiatives reduce negative attitudes in the 
community, as these are usually based on incorrect beliefs.45

The participants also displayed a high level of trust in 
health care providers and treatment. This is corroborated 
by Oberlin et al.46 who also reported that women would 
prefer health care providers to conduct same-day testing 
rather than return on another day.

An area of concern raised by the participants was lack 
of access to testing centres. One avenue being explored is 
utilization of existing community clinics. There are cur-
rently 589 clinics in KZN, all of which provide HIV care 
and could potentially incorporate cervical cancer screen-
ing. Of consideration however, is the stigma associated 
with these common clinic/testing services that was appar-
ent in a previous study, where HIV-negative women 
expressed safety and hygiene concerns, should they attend 
an HIV clinic for cervical cancer screening.29 The current 
study revealed a different attitude. Not surprisingly, almost 
all the HIV-positive participants were willing to have a Pap 
smear at any of these clinics. Moreover, it is important to 
note that 63.3% of those who had stated that they were 
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HIV negative were also willing to attend the HIV clinic for 
the cervical cancer test, possibly due to reduced HIV 
stigma.  The willingness to attend a clinic that provides 
comprehensive services is encouraging and may be a cost-
effective way to increase the access to screening across the 
province and a step towards universal health care while 
easing the backlog at the oncology centres.

The 2017 Cervical Cancer policy outlines the plans for 
government programmes that will ensure the necessary 
infrastructure, technology and information resources to 
increase awareness, prevention and screening for cervical 
cancer.47 These plans include training of staff for effective 
screening, diagnosis and management processes and 
improved treatment infrastructure. Included in the policy 
is the need to mobilize communities in education initia-
tives to utilize screening services.47 In their guide to cervi-
cal cancer control, the WHO speaks of the need for 
countries to give careful consideration to sustainability 
and scalability when finding feasible options for the pre-
vention of cervical cancer.1 With the overburdened public 
health care system in South Africa, screening will need to 
be incorporated into existing structures in partnership with 
NGOs.

The Women’s Health outreach initiative that formed the 
basis for this study is an exemplar of such potential. By 
offering the Women’s Health outreach at a community 
centre close to the vulnerable groups of the inner city, the 
challenge of access to educational and screening opportu-
nities was overcome. In addition, collaboration with 
Durban University of Technology, Faculty of Health 
Sciences, made it possible for appropriate and accurate 
health instruction to be conducted in the home language of 
participants. Such collaborations, utilizing resources of 
both the educational institution and the NGO, could poten-
tially improve success in educational and screening 
endeavours.

Conclusion

We conclude that levels of cervical cancer knowledge 
and testing rates among vulnerable women in Durban, 
South Africa, are very low. The health initiative that was 
provided, improved knowledge as well as access to 
screening, with subsequent increased screening uptake. 
While there is a great need for health education in order 
to increase knowledge about cervical cancer and its 
screening, this needs to be supported by providing women 
with the opportunity of free screening. Gender-specific 
community outreach initiatives held at centres which  
are easily accessible for the community, together with 
informative support in the home language of the partici-
pants, can assist to increase screening uptake, especially 
for the more marginalized and vulnerable populations in 
the country.

Limitations of the study

The sample for this study was drawn from women of low 
socioeconomic standing who attended a centre that pro-
vides services for marginalized populations in Durban. 
However, the sample population, comprised women over 
the age of 18 years, in their years of sexual and reproduc-
tive activity. It is an age group where cervical cancer is of 
increasing concern. As such, the sample is representative 
and appropriate for the purposes of exploring cervical 
cancer.

Ethics approval did not include revealing individual 
Pap smear results to researchers. For this reason, Pap 
smear results had to be reported for the group as a whole 
and could not be correlated to lifestyle factors, social fac-
tors or knowledge levels.

Acknowledgements

The authors are grateful to Raymond Perrier and his staff at the 
Denis Hurley Centre for collaborating with us and allowing us to 
use the centre for this research as part of the oureach. Thank you 
to the research assistants for their help in collecting the data.

Author contributions

J.F.D., C.M.K. and F.H. were involved in conceptualizing and 
designing the research project. Data were collected by J.F.D., 
J.B. and F.H. All authors analysed the data and were involved in 
drafting and writing of the article.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with 
respect to the research, authorship and/or publication of this 
article.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship and/or publication of this article: 
This study was funded by the National Research Foundation of 
South Africa (Unique grant no: 99315).

ORCID iDs

Jennifer F Ducray  https://orcid.org/0000-0002-7188-2712

Colette M Kell  https://orcid.org/0000-0003-2891-6953

Jyotika Basdav  https://orcid.org/0000-0002-1789-1976

Firoza Haffejee  https://orcid.org/0000-0002-3908-8949

Supplemental material

Supplemental material for this article is available online.

References

 1. World Health Organization. Comprehensive cervical can-
cer control. Geneva: World Health Organization, 2014.

 2. Cubie HA and Campbell C. Cervical cancer screening – the 
challenges of complete pathways of care in low-income 

https://orcid.org/0000-0002-7188-2712
https://orcid.org/0000-0003-2891-6953
https://orcid.org/0000-0002-1789-1976
https://orcid.org/0000-0002-3908-8949


Ducray et al. 9

countries: focus on Malawi. Womens Health 2020; 16: 
1745506520914804.

 3. The Global Cancer Observatory. World facts sheets, 2020, 
https://gco.iarc.fr/today/data/factsheets/populations/900-
world-fact-sheets.pdf

 4. Shrestha AD, Neupane D, Vedsted P, et al. Cervical can-
cer prevalence, incidence and mortality in low and middle 
income countries: a systematic review. Asian Pac J Cancer 
Prev 2018; 19: 319–324.

 5. World Cancer Research Fund. Comparing more and less 
developed countries, 2021, https://www.wcrf.org/dietand-
cancer/comparing-more-and-less-developed-countries/

 6. Moodley J, Constant D, Mwaka AD, et al. Anticipated help 
seeking behaviour and barriers to seeking care for possible 
breast and cervical cancer symptoms in Uganda and South 
Africa. Ecancermedicalscience 2021; 15: 1171–1171.

 7. Moodley JR, Hoffman M, Carrara H, et al. HIV and pre-
neoplastic and neoplastic lesions of the cervix in South 
Africa: a case-control study. BMC Cancer 2006; 6: 135.

 8. CANSA. 2017 National Cancer Registry, 2021, https://
cansa.org.za/files/2021/01/Cancer-Registry-2017-NCR-
2017-Final-02dec2020.pdf

 9. National Cancer Registry. Cancer in South Africa 2014 
full report, 2017, https://www.nicd.ac.za/wp-content/
uploads/2020/12/NCR_2017_Final_02dec2020.pdf

 10. CANSA. CANSA assisting in KZN cervical cancer screen-
ing programmes, 2018, https://www.cansa.org.za/cansa-
assisting-in-kzn-cervical-cancer-screening-programmes/

 11. Tafadzwa D, Julien R, Lina B, et al. Spatiotemporal model-
ling and mapping of cervical cancer incidence among HIV 
positive women in South Africa: a nationwide study. Int J 
Health Geogr 2021; 20: 30.

 12. Makuza JD, Nsanzimana S, Muhimpundu MA, et al. 
Prevalence and risk factors for cervical cancer and pre-can-
cerous lesions in Rwanda. Pan Afr Med J 2015; 22: 26.

 13. Stats SA. Demographic profile of adolescents in South 
Africa. Pretoria, South Africa: Statistics South Africa, 2018.

 14. Francis SA, Nelson J, Liverpool J, et al. Examining attitudes 
and knowledge about HPV and cervical cancer risk among 
female clinic attendees in Johannesburg, South Africa. 
Vaccine 2010; 28: 8026–8032.

 15. Vhuromu EN, Goon DT, Maputle MS, et al. Utilization 
of cervical cancer screening services among women in 
Vhembe District, South Africa: a cross-sectional study. 
Open Public Health J 2018; 11: 451–463.

 16. Dreyer G, van der Merwe FH, Botha MH, et al. School-
based human papillomavirus vaccination: an opportunity 
to increase knowledge about cervical cancer and improve 
uptake of screening. S Afr Med J 2015; 105(11): 912–916.

 17. Russell VL, Ogilvie G, Beksinska M, et al. Human papil-
lomavirus and cervical cancer risk perception and vaccine 
acceptability among adolescent girls and young women in 
Durban, South Africa. S Afr Med J 2020; 110: 887–893.

 18. Mofolo N, Sello M, Leselo M, et al. Knowledge of cervi-
cal cancer, human papillomavirus and prevention among 
first-year female students in residences at the University of 
the Free State. Afr J Prim Health Care Fam Med 2018; 10: 
e1–e5.

 19. Hoque E and Hoque M. Knowledge of and attitude towards 
cervical cancer among female university students in South 
Africa. South Afr J Epidemiol Infect 2009; 24: 21–24.

 20. Griffith DC, Adler D, Wallace M, et al. Knowledge of 
HPV among HIV-infected and HIV-uninfected adolescent 
women in South Africa. J Womens Health Issues Care 
2015; 4(5): 1000203.

 21. Adonis L, Basu D and Luiz J. Predictors of adherence to 
screening guidelines for chronic diseases of lifestyle, can-
cers, and HIV in a health-insured population in South 
Africa. Glob Health Action 2014; 7: 23807.

 22. Phaswana-Mafuya N and Peltzer K. Breast and cervical 
cancer screening prevalence and associated factors among 
women in the South African general population. Asian Pac 
J Cancer Prev 2018; 19: 1465–1470.

 23. Akinyemiju TF, McDonald JA and Lantz PM. Health care 
access dimensions and cervical cancer screening in South 
Africa: analysis of the world health survey. BMC Public 
Health 2015; 15: 382.

 24. Sankaranarayanan R. Screening for cancer in low- and mid-
dle-income countries. Ann Glob Health 2014; 80: 412–417.

 25. Cervical Cancer Action. Progress in cervical cancer preven-
tion: the CCA report card, 2012, https://www.iccp-portal.
org/system/files/resources/CCA_reportcard_med-res.pdf

 26. Cervical Cancer Action. Progress in cervical cancer preven-
tion, 2015, https://www.iccp-portal.org/resources/progress-
cervical-cancer-prevention-cca-report-card-0

 27. World Health Organization. A cervical cancer-free future: 
first-ever global commitment to eliminate a cancer, 2020, 
https://www.who.int/news/item/17-11-2020-a-cervical-
cancer-free-future-first-ever-global-commitment-to-elimi-
nate-a-cancer

 28. Denis Hurley Centre. Our projects, 2012, 2016, http://www.
denishurleycentre.org/page/outreach

 29. Ports KA, Haffejee F, Mosavel M, et al. Integrating cervical 
cancer prevention initiatives with HIV care in resource-con-
strained settings: a formative study in Durban, South Africa. 
Glob Public Health 2015; 10(10): 1238–1251.

 30. Haffejee F, Ports KA and Mosavel M. Knowledge and atti-
tudes about HIV infection and preventation of mother to 
child transmission of HIV in an urban, low income com-
munity in Durban, South Africa: perspectives of residents 
and health care volunteers. Health SA Gesondheid 2016; 21: 
171–178.

 31. Braun V and Clarke V. Using thematic analysis in psychol-
ogy. Qual Res Psychol 2006; 3: 77–101.

 32. Greibe Andersen J, Shrestha AD, Gyawali B, et al. Barriers 
and facilitators to cervical cancer screening uptake among 
women in Nepal – a qualitative study. Women Health 2020; 
60(9): 963–974.

 33. Ashtarian H, Mirzabeigi E, Mahmoodi E, et al. Knowledge 
about cervical cancer and Pap smear and the factors influenc-
ing the Pap test screening among women. Int J Community 
Based Nurs Midwifery 2017; 5(2): 188–195.

 34. Lott BE, Trejo MJ, Baum C, et al. Interventions to increase 
uptake of cervical screening in sub-Saharan Africa: a scop-
ing review using the integrated behavioral model. BMC 
Public Health 2020; 20: 654.

 35. Yunitasari E, Rosyda R and Santoso B. The impact of health 
talk on cervical cancer screening behavior among women. 
EurAsian J BioSci 2020; 14: 1613–1619.

 36. Snyman LC, Dreyer G, Becker PJ, et al. The Vaccine and 
Cervical Cancer Screen (VACCS) project: linking cervi-
cal cancer screening to HPV vaccination in the South-West 

https://gco.iarc.fr/today/data/factsheets/populations/900-world-fact-sheets.pdf
https://gco.iarc.fr/today/data/factsheets/populations/900-world-fact-sheets.pdf
https://www.wcrf.org/dietandcancer/comparing-more-and-less-developed-countries/
https://www.wcrf.org/dietandcancer/comparing-more-and-less-developed-countries/
https://cansa.org.za/files/2021/01/Cancer-Registry-2017-NCR-2017-Final-02dec2020.pdf
https://cansa.org.za/files/2021/01/Cancer-Registry-2017-NCR-2017-Final-02dec2020.pdf
https://cansa.org.za/files/2021/01/Cancer-Registry-2017-NCR-2017-Final-02dec2020.pdf
https://www.nicd.ac.za/wp-content/uploads/2020/12/NCR_2017_Final_02dec2020.pdf
https://www.nicd.ac.za/wp-content/uploads/2020/12/NCR_2017_Final_02dec2020.pdf
https://www.cansa.org.za/cansa-assisting-in-kzn-cervical-cancer-screening-programmes/
https://www.cansa.org.za/cansa-assisting-in-kzn-cervical-cancer-screening-programmes/
https://www.iccp-portal.org/system/files/resources/CCA_reportcard_med-res.pdf
https://www.iccp-portal.org/system/files/resources/CCA_reportcard_med-res.pdf
https://www.iccp-portal.org/resources/progress-cervical-cancer-prevention-cca-report-card-0
https://www.iccp-portal.org/resources/progress-cervical-cancer-prevention-cca-report-card-0
https://www.who.int/news/item/17-11-2020-a-cervical-cancer-free-future-first-ever-global-commitment-to-eliminate-a-cancer
https://www.who.int/news/item/17-11-2020-a-cervical-cancer-free-future-first-ever-global-commitment-to-eliminate-a-cancer
https://www.who.int/news/item/17-11-2020-a-cervical-cancer-free-future-first-ever-global-commitment-to-eliminate-a-cancer
http://www.denishurleycentre.org/page/outreach
http://www.denishurleycentre.org/page/outreach


10 Women’s Health  

District of Tshwane, Gauteng, South Africa: research. South 
Afr Med J 2015; 105: 115–120.

 37. Nelson JA, Francis SA, Liverpool J, et al. Healers in a 
non-traditional role; a focus group study of Sangoma’s 
knowledge of and attitudes to cervical cancer prevention 
and screening in Johannesburg, South Africa. Sex Reprod 
Healthc 2010; 1(4): 195–196.

 38. Grillo F, Vallée J and Chauvin P. Inequalities in cervical 
cancer screening for women with or without a regular con-
sulting in primary care for gynaecological health, in Paris, 
France. Prev Med 2012; 54: 259–265.

 39. Lukac A, Sulovic N, Smiljic S, et al. The prevalence of the 
most important risk factors associated with cervical cancer. 
Mater Sociomed 2018; 30(2): 131–135.

 40. Francis SA, Battle-Fisher M, Liverpool J, et al. A quali-
tative analysis of South African women’s knowledge, 
attitudes, and beliefs about HPV and cervical cancer pre-
vention, vaccine awareness and acceptance, and maternal-
child communication about sexual health. Vaccine 2011; 
29: 8760–8765.

 41. Ports KA, Reddy DM and Rameshbabu A. Cervical cancer 
prevention in Malawi: a qualitative study of women’s per-
spectives. J Health Commun 2014; 20: 97–104.

 42. Belete N, Tsige Y and Mellie H. Willingness and accept-
ability of cervical cancer screening among women living 
with HIV/AIDS in Addis Ababa, Ethiopia: a cross sectional 
study. Gynecol Oncol Res Pract 2015; 2: 6.

 43. Godfrey MAL, Mathenjwa S and Mayat N. Rural Zulu 
women’s knowledge of and attitudes towards Pap smears 
and adherence to cervical screening. Afr J Prim Health Care 
Fam Med 2019; 11: e1–e6.

 44. Moulton A, Balbierz A, Eisenman S, et al. Woman to woman: 
a peer to peer support program for women with gynecologic 
cancer. Soc Work Health Care 2013; 52(10): 913–929.

 45. van Brakel WH, Cataldo J, Grover S, et al. Out of the silos: 
identifying cross-cutting features of health-related stigma 
to advance measurement and intervention. BMC Med 2019; 
17: 13.

 46. Oberlin AM, Pasipamire T and Chibwesha CJ. Exploring 
women’s preferences for HPV-based cervical cancer screen-
ing in South Africa. Int J Gynaecol Obstet 2019; 146(2): 
192–199.

 47. Department of Health: Republic of South Africa. Cervical 
cancer prevention and control policy, 2017, https://extranet.
who.int/ncdccs/Data/ZAF_B5_cervical%20cancer%20 
policy.pdf

https://extranet.who.int/ncdccs/Data/ZAF_B5_cervical%20cancer%20policy.pdf
https://extranet.who.int/ncdccs/Data/ZAF_B5_cervical%20cancer%20policy.pdf
https://extranet.who.int/ncdccs/Data/ZAF_B5_cervical%20cancer%20policy.pdf



