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Abstract

Objective—To make a rapid assessment of the common myths and misconceptions surrounding

the causes of cervical cancer and lack of screening among unscreened low-income Zambian

women.

Methods—We initiated a door-to-door community-based initiative, led by peer educators, to

inform unscreened women about the existence of a new see-and-treat cervical cancer prevention

program. During home visits peer educators posed the following two questions to women: 1. What

do you think causes cervical cancer? 2. Why haven’t you been screened for cervical cancer? The

most frequent types of responses gathered in this exercise were analyzed thematically.

Results—Peer educators contacted over 1100 unscreened women over a period of two months.

Their median age was 33 years, a large majority (58%) were not educated beyond primary school,

over two-thirds (71%) did not have monthly incomes over 500,000 Zambian Kwacha (US$100)

per month, and just over half (51%) were married and cohabiting with their spouses.

Approximately 75% of the women engaged in discussions had heard of cervical cancer and had

heard of the new cervical cancer prevention program in the local clinic. The responses of

unscreened low-income Zambian women to questions posed by peer educators in urban Lusaka

reflect the variety of prevalent ‘folk’ myths and misconceptions surrounding cervical cancer and

its prevention methods.

Conclusion—The information in our rapid assessment can serve as a basis for developing future

educational and intervention campaigns for improving uptake of cervical cancer prevention

services in Zambia. It also speaks to the necessity of ensuring that programs addressing women’s
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reproductive health take into account societal inputs at the time they are being developed and

implemented. Taking a community-based participatory approach to program development and

implementation will help ensure sustainability and impact.
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Cervical cancer in Zambia

Globally, an estimated 500,000 women are diagnosed with and over 250,000 die from

cervical cancer each year, more than 80% residing in resource-limited nations that have

access to less than 5% of global health resources (1,2). Sub-Saharan Africa hosts 12% of the

world’s population but accounts for 20% (57,000) of estimated cervical cancer-related

deaths (3–5). While access to effective and affordable screening and treatment services is of

central importance in the prevention of cervical cancer, myths and misconceptions

surrounding both the disease and the prevention modality can act as barriers to their

acceptance and adoption.

Zambia has one of the highest cervical cancer incidence and mortality rates in the world (6–

8). In January 2006, through support from the US Centers for Disease Control and

Prevention (CDC)-PEPFAR program and other charitable resources, we launched an

innovative program for cervical cancer prevention, targeting, but not limited to, HIV

seropositive women (9, 10). To date (July 2009) we have established 15 nurse-led clinics

and screened over 31,000 women.

Community outreach for improving cervical cancer prevention program

uptake

A key component of our program is the use of peer educators as health promotion advocates

and patient navigators to enhance client uptake and reduce loss to follow-up. Peer educators

are volunteer women selected from the communities surrounding their respective clinics and

with an aptitude for voicing health concerns. They use various community-based platforms

to inform women of free, walk-in/same-day see-and-treat cervical cancer prevention services

in their respective clinic catchment areas. Peer educators are trained to conduct both

community-based and one-on-one cervical health promotion talks to women residing in the

communities. Women requesting more information or expressing a desire to be screened are

‘navigated’ by the peer educators to the cervical cancer prevention clinics.

As a way of intensifying community education, we recently (April 2009) initiated a door-to-

door community-based initiative which involves peer educators making home visits to

inform women about the existence of the program and discussing any concerns they may

have regarding the screening and treatment process. The community in which the peer

educators carried out their door-to door campaign (Bauleni compound) is typical of

Lusaka’s peri-urban informal settlements which provide residence for the majority of its

low-income citizens. Located 10 km outside of Lusaka’s city center the community of

concern has a population of 22,491 and 4,892 households. Water is accessed mostly through
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communal taps, unemployment rates are high and there is a heavy disease burden of malaria,

tuberculosis and HIV/AIDS. During the door-to-door campaign each of four peer educators

involved in the campaign engaged at least 8–10 women, each day, in discussions around

cervical cancer. Over 1100 women were reached through the peer educators over a period of

two months. Women reached through the campaign had a median age of 33 years, a large

majority (58%) were not educated beyond primary school, over two-thirds (71%) did not

have monthly incomes over 500,000 Zambian Kwacha (US$100) per month, and just over

half (51%) were married and cohabiting with their spouses. Approximately 75% of the

women engaged in discussions had heard of cervical cancer and had heard of the ‘see-and-

treat’ cervical cancer prevention program in the local clinic.

Rapid assessment for understanding myths and misconceptions

The peer educators were charged with delivering three basic messages to the target

population:

• Anyone who has ever had sex is at risk for cervical cancer.

• Cervical cancer can be prevented or cured if detected early.

• It is important to get screened for cervical cancer.

During all forms of community sensitization, including the door-to-door campaign, peer

educators posed the following two questions to women:

1. What do you think causes cervical cancer?

2. Why haven’t you been screened for cervical cancer?

The most frequent types of responses gathered in this rapid information gathering exercise

among Zambian women who had never been screened for cervical cancer were analyzed

thematically and are presented in Figure 1.

Challenges and opportunities for cervical cancer prevention in Zambia

Facilities for early detection of cervical cancer in sub-Saharan African settings are non-

existent for the majority of women. A majority of cervical cancer cases being detected are

therefore at an advanced and symptomatic stage, at which time the possibilities of cure are

very low. While lack of services is an important determinant of continually high rates of

cervical cancer, another important aspect is the apparent lack of knowledge and awareness

about the disease. Myths and misconceptions surrounding the disease can lead to poor

utilization of screening services wherever they exist. The responses of unscreened Zambian

women to questions posed by peer educators in urban Lusaka reflect the variety of prevalent

myths and misconceptions surrounding cervical cancer and its prevention methods. Other

studies in Africa have shown similar findings (11–14). A ‘folk model’ has recently been

proposed to help explain these perceptions as well as the reluctance of women to access

screening services even when they are available (14). However, published literature on

African women’s own perceptions of cervical cancer as well as their knowledge of screening

and treatment procedures is still limited (15).
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The information in our rapid assessment can serve as a basis for developing future

educational and intervention campaigns for improving uptake of cervical cancer prevention

services in Zambia. The combination of service provision interventions along with

community-based education and support programs will help ensure that appropriate goals

for cancer prevention in the community can be met. From a broader perspective, it is also

important to ensure that programs addressing women’s reproductive health needs and

concerns take into account societal inputs for developing and implementing program

interventions and informational messages (16). Taking a community-based participatory

approach to program implementation will assist in the development of eventual

programmatic sustainability and increased program impact.
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Figure 1.
Top ten myths and misconceptions about cervical cancer among previously unscreened

women in Lusaka, Zambia
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