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Cervical cancer screening is not routinely done in Cameroon because of poor knowledge of the
disease. This study evaluated the validity of VIA test, assessed women’s knowledge on cervical cancer
and assessed the relationship between knowledge score and previous screening participation. Between
June and September 2018, this cross-sectional study enrolled 256 women aged between 25 and 65
years at the Douala General Hospital. After filling in a structured questionnaire, consented respondents
were screened for cervical cancer using the Visual Inspection with Acetic Acid (VIA) and the
Papanicolaou (Pap) smear. Descriptive statistics were carried out using SPSS v 20. Of the 256
respondents, 30 [11.7%, 95% CI: 8.2 - 16.0] and 34 [13.3%, 95% CI: 9.3 - 17.5] were positive for Pap
smear and VIA test, respectively. VIA test had the sensitivity of 80.0% and the specificity of 95.6%.
About 251 [98.0%, 95% CI: 96.1 - 99.6] respondents were aware of cervical cancer; 236 [92.2%, 95% CI:
88.7 - 95.3] other had poor knowledge of the disease but 95 [37.1%, 95% CI: 31 - 43] declared previous
screening participation. Respondents with satisfactory knowledge score were more likely to have had
previous screening participation [OR= 2.89: 95%CI: 1.08-7.70, p= 0.029] than those with poor score.
High prevalence of cervical cancer and low previous screening participation were attributed to poor
knowledge of the disease, thus necessitating a planned health education.
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INTRODUCTION

In Cameroon, cervical cancer is a public health problem in women aged 15 - 44 years. With an annual estimation
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of 2,356 new cases and 1,546 deaths (Bruni et al., 2019),
cervical cancer ranked first representing 52% of all
cancer types in the North West Region of Cameroon
(Nkfusai et al., 2019). Data on the regional prevalence of
cervical cancer in Cameroon vary considerably according
to the study population and the technique used. In that
respect, the prevalence of 9.0% was documented by
DeGregorio et al. (2016) and that of 16.9% was reported
by Bekolo et al. (2016) in HIV positive women in
Yaoundé.

Persistent Human papillomavirus (HPV) infection, the
causative agent of cervical cancer is found in more than
80% of men and women in their lifetime (Gallagher et al.,
2016). Infection with the HPV is usually favoured by the
number of pregnancies, number of sexual partners, the
use of contraceptive methods and the consumption of
alcohol and tobacco (Libert et al., 2017).

Awareness about risk factors and symptoms of cervical
cancer are limited in most sub-Saharan African countries
including Cameroon (Ogembo et al., 2015). Various
studies on the level of awareness of cervical cancer have
been carried out with different outcome: 91.6% in Gabon
(Assoumou et al., 2015) and 86.9% in Ethiopia (Dulla et
al., 2017). Cervical cancer is a preventable disease
through prophylactic HPV vaccination of girls between 9
and 13 years (Bruni et al., 2019) and screening of women
between 25 and 65 years (Donatus et al, 2019);
unfortunately, most women in developing countries are
not screened for cervical cancer because of the lack of
awareness of the disease, limited screening facilities or
carelessness (Ubajaka et al., 2015).

HPV testing, cytology and VIA are all recommended
screening tests for cervical cancer. The Pap smear
described in 1928 had since its introduction, helped to
reduce cervical cancer incidence and mortality rates by
75% (Mehta et al., 2009). Though, the Pap smear is
widely used as a cancer-screening option, its practice in
most African countries remains very limited due to a
variety of socioeconomic and logistical barriers (Ogembo
et al., 2015). In addition, the Pap smear sensitivity (25 -
50%) is so low that false negative results are common in
women who progressed to cervical cancer (Tebeu et al.,
2015). Visual screening was later developed based on
the principle that a higher concentration of intracellular
proteins leads to a dense aceto-whitening effect. The
sensitivity of VIA test to detect Cervical Intraepithelial
Neoplasia (CIN) 2 and CIN 3 lesions and invasive
cervical cancer varies from 49 to 96% and the specificity
from 49 to 98% (Sreedevi et al., 2015). Even though VIA
test is easy to conduct; its interpretation is challenging
(Tebeu et al., 2015).

Considering the fact that lack of public awareness is an
important barrier to a successful screening program, the
Cameroon Ministry of Health had initiated awareness,
educational and free screening campaign supported by
the mass media with the objective to inform the
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population on the disease and the screening tests
(McCarey et al.,, 2011). Despite these opportunistic
efforts in some low income countries, lack of awareness,
poor knowledge on cervical cancer and the Pap smear
persist and constitute the primary barriers for effective
cervical cancer prevention (Okunowo et al., 2018). This
study evaluated the validity of VIA test, assessed
women’s knowledge on cervical cancer and assessed the
relationship between knowledge score of respondents
and previous screening participation.

MATERIALS AND METHODS
Study area and site

Cameroon, a Central Africa country (GPS coordinates 7°22°10.74
N” and 12°20’40.51 E”) is divided into ten regions. Douala, the
economic capital of the Littoral Region (GPS coordinates
4°3'41.5296N and 9°47'9.8592E) has a population of 1,861,463
inhabitants most of whom are involved in business activities. It is a
cosmopolitan city with climate being divided into a dry season
(November to March) and the wet season (March to November).

The Douala General Hospital (GPS coordinates 4°3'N- 4° 12'N
and 9°42’E- 9°51°'E) is one of the six reference hospitals in
Cameroon. With its capacity of 320 functional beds, it located in the
“Cité des Palmiers” Health District. Built in 1992, it is one of the two
general hospitals (Douala and Yaoundé) in Cameroon, where
cancerous patients receive multidisciplinary management and
cancer radiotherapy (Nguefack et al., 2012).

Inclusion criteria

From the period of June to September 2018, this cross-sectional
study enrolled 256 women aged between 25 and 65 years who
declared being sexually active and visiting the hospital either for
minor gynaecological complaints or for other reasons (female
relatives of patients). A sensitization campaign was also done to
attract non-patient participants using a banner displayed in front of
the hospital and media messages (WhatsApp, Facebook).

Non-inclusion criteria

Respondents with the following conditions were not included in the
study: (1) cervico-vaginal bleeding; (2) HPV vaccination; (3)
pregnancy; (4) radical hysterectomy; (5) virgins; (6) women
suffering from cervical cancer or on cancer therapy.

Ethical considerations

Respondents were clearly informed of the objective and the
benefits of the study. Verbal and written consents were obtained
from each respondent to show compliance with the study.
Participation was free of charge. Codes were attributed to
respondents for confidentially and anybody was free to withdraw
from the study without risk to lose the right to medical care.

Sample size calculation

The sample size (n) was calculated using the Lorentz formula as
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followed (Charan and Biswas, 2013):
n=Z?P (1-P)/€?
n= (1.96)? x 0.169(1-0.169) / (0.05)?

where n= minimum sample size= 232, Z= 1.96 at 95% confidence,
e= margin of error 5%, P: expected proportion in population 0.169
(Bekolo et al., 2016). Using the least error of 10%, we actually
enrolled 256 respondents.

Data collection

A structured, self-administered questionnaire containing two
sections (A and B) with 24 points multiple choice questions (with «
yes », « no », « | don’t know» answers ) was designed to capture
participant’s personal information and their opinion on frequently
asked questions on cervical cancer. The questionnaire, written in
simple English, was handed over to consented respondents who
after filling without the aid of the neighbour or researcher was
retrieved and verified for completeness. In order to minimize bias in
data collection, respondents were not allowed to take the
questionnaire home neither for themselves nor for their female
friends and relatives.

Sample collection for Pap smear

During the gynaecologic examination, a sterile wooden Ayre
spatula was placed against the cervix with the sharp end into the
endocervix and the blunt end onto the ectocervix, the cervical
exfoliated cells were scrapped with the spatula rotated at 360°C
using firm pressure to maintain contact with the cervix. The spatula
was then gently removed avoiding contamination with the vaginal
secretions. This procedure was repeated when enough secretions
were not obtained (BCCP, 2015). The exfoliated cells were then
evenly spread onto clean dry labelled slide with the endocervical
end facing the inside of the slide, immediately fixed with alcohol
fixative and stored in plastic slide box in dried environment away
from humidity and breakage. The slides were later transported to
the cytology laboratory of the “Centre Hospitalier Dominicain Saint
Martin de Poores”, stained with the Pap staining method (Solomon
et al.,, 2002). The results of the Pap smear were recorded as
normal, atypical squamous cells of undetermined significance
(ASCUS), low grade squamous intraepithelial lesions (LSIL), and
high grade squamous intraepithelial lesions (HSIL) according to the
Bethesda guidelines 2001 (Barut et al., 2015). Positive cases were
referred for biopsy.

Visual inspection with acetic acid test

After Pap smear procedure, a 5% acetic acid was applied on the
cervix through embedded cotton at the edge of a Cherron forceps.
One minute thereafter, the cervix was illuminated with a 100-W
bright lamp and examined by naked eyes. Results of VIA were
classified as: (1) normal; (2) abnormal; and (3) suggesting cancer.
The category of normal includes cases with the presence of cervical
mucus, squamous metaplasia, ectopy, cervicitis, ectropion, naboth
cysts, and polyps. Lesions suggestive of condyloma, CIN1, CIN2,
and CIN3 were included in the abnormal category, and lesions
suggesting cancer were recorded separately (Longatto-Filho et al.,
2012). Respondents with abnormal Pap and/or VIA results were
referred for histological confirmatory test while those with normal

results were advised to repeat the test after 1 year according to the
Cameroon recommendations.

Data management and analysis

Data collected using questionnaire and those using laboratory
forms were key in Microsoft Excel 10 and were later analysed using
the Statistical Package for Social Sciences (SPSS) version 20. The
mean and standard deviation (SD) for continuous variables,
frequencies and percentages for categorical variables were
presented on tables. A contingency table was constructed to
determine the sensitivity, specificity, positive predictive value (PPV)
and negative predictive value (NPV) of VIA test (Miller et al., 2002)
in comparison to the Pap test used as gold standard (Kalgong et
al., 2017). The specific knowledge questions on risk factors,
symptoms and prevention were grouped to determine the overall
knowledge score of the respondents. The Modified Bloom’s cut off
points was used to categorize the knowledge score as followed: a
score of 80 to 100% of correct responses equivalent to a good
knowledge, a score of 50 to 79% of correct responses equivalent to
a satisfactory knowledge and a score of less than 50% of correct
responses equivalent poor knowledge (Abdullahi et al., 2016).
Finally, Chi square was carried out to assess the association
between knowledge score and previous screening participation.
The statistical significance was considered at p < 0.05.

RESULTS
Socio-demographic characteristics of the
respondents

Of the 256 respondents [aged 25-65 years; Mean:
40.02+/-9.79 SD], 129 [50.4%, 95% CI: 44.5- 56.6] were
aged between 25 and 38 years, 164 [64.1%, 95% CI:
58.2 - 69.9] were married, 95 [37.1%, 95% CI: 31.6-42.6]
had salary jobs and 134 [52.3%, 95% CI: 46.5 - 58.6] had
secondary/tertiary education level. Also, 217 [84.8%,
95% CI: 80.1 - 89.4] were casual/permanent alcohol
consumers and 163 [63.8%, 95% CI: 57.4 - 68.8] ever
used oral contraceptive in their life time. Lastly, 210
[82.0%, 95% CI: 77.3 - 86.7] declared less than 3 sexual
partners in the past one year and 220 [8.9.5%, 95% CI:
81.3 - 89.8] claimed less than 3 full term child deliveries
(Table 1).

Relationship between Pap smear and VIA test

Of the 256 respondents, 30 [11.7%, 95% CI: 8.2 - 16.0]
and 34 [13.3%, 95% CI: 9.3 - 17.5] were positive for the
Pap and VIA tests, respectively (Table 2). Of the 34
(13.3%) positive VIA tests, 24 (70.6%) were positive (true
positive) and 10 (29.4%) were negative (false positive) for
Pap smear, respectively. Likewise, of the 222 (86.7%)
negative VIA tests, 6 (2.7%) were positive (false
negative) and 216 (97.3%) were negative (true negative)
for Pap smear, respectively. The sensitivity (80.0%),
specificity (95.6%), PPV (70.6%) and the NPV (97.3%) of
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Table 1. Socio-demographic characteristics of respondents

(n=256).

Socio-demographic

Total [n (%)]

Age range (years)
25-38
39-52
53-65

Marital status
Married

Single
Divorced/widowed

Level of education
llliterates

Primary

Secondary

Tertiary

Occupation
Housewives
Salary jobs
Traders
Unemployed

Alcohol consumption
Ever
Never

Use of oral contraceptive
Never
Ever

Number of sex partners
<3
>3

Number of child deliveries

<3
>3

129 (50.4)
93 (36.3)
34 (13.3)

164 (64.1)
77 (30.1)
15 (5.9)

93 (36.3)

29 (11.3)

132 (51.6)
2(0.8)

77 (30.1)
95 (37.1)
43 (16.8)
41 (16.0)

217 (84.8)
39 (15.2)

163 (63.8)
93 (36.2)

210 (82.0)
46 (18.0)

220 (85.9)
36 (14.1)

VIA test were calculated using the Pap smear as the gold
standard (Table 2).

Awareness, source of
screening uptake

information and previous

Results on Table 3 revealed that 251[98.0%, 95% CI:
96.1 - 99.6] of the 256 respondents were aware of the
disease and 103 [40.3%, 95% CI: 34.4- 46.5] were able
to identify the causative agent. Information on the cervical

cancer was obtained mainly from the media and health
practitioners as declared by 170 [66.4%, 95% CI: 60.5 -
72.7] and 95 [37.1%, 95% CI: 31.3 - 43.4] respondents,
respectively. According to our results, 95 [37.1%, 95% CI:
31 - 43] had taken a previous cervical cancer test.

Respondent’s knowledge score of cervical cancer

The knowledge score was obtained by cumulating the 24
guestions on cervical cancer risk factors, symptoms and
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Table 2. Relationship between Pap smear and VIA test.

Test Total VIA test i o-value
[n (%)] Positive [n (%)] Negative [n (%)]
Negative 226 (88.3) 10 (29.4) 216 (97.3)
Positive - - -
Pap smear ASCUS 1(0.4) 1(2.9) 0 (0.0)
LSIL 22 (8.6) 18 (52.9) 4 (1.8) 1313 0.001
HSIL 7(2.7) 5 (14.7) 2 (0.9)
Total 256 (100.0) 34 (13.3) 222 (86.7)

VIA= Visual Inspection with Acetic Acid, ASCUS= Atypical Squamous Cells of Undetermined Significance, LSIL= Low Grade Squamous
Intraepithelial Lesions, HSIL= High Grade Squamous Intraepithelial Lesions (HISIL), x°= Chi square.

Table 3. Awareness, source of information and previous screening uptake (n= 256).

Characteristics

Total [n (%)]

Awareness 251 (98.0)
Causing agent of cervical cancer 103 (40.2)
Source of the information

Health practitioners 95 (37.1)
Friends and relatives 53 (20.7)
Media (Television, radio and internet) 170 (66.4)
Previous screening uptake 95 (37.1)

Table 4. Summary of the knowledge score of respondents on cervical cancer.

Knowledge score

Minimum - maximum (0-24)

Total [n (%)]

Poor (<50%) 0-12 236 (92.2)
Satisfactory (50-79%) 13-18 17 (6.6)
Good (>80%) 20-21 3(1.2)
Total (24/24) 0-21 256 (100.0)

prevention. Of the 256 respondents, 236 [92.2%, 95% CI:
88.7 - 95.3] had low score (< 50%), 17 [6.6%, 95% CI:
3.5 - 9.8] had satisfactory score (50-79%) and 3 [1.2%,
95% CI: 0 - 2.7] had good score (>80%) (Table 4).

Relationship between knowledge score and Pap
smear

Table 5 shows that, of the 238 (93.0%) respondents with
poor score, 29 (12.2%) had positive Pap smear. Also, of
the 17 (94.4%) respondents with satisfactory score, 1
(5.6%) had positive Pap smear. Respondents with
satisfactory score were at reduced risk of positive Pap

smear than those with poor score (OR= 0.43; 95%CI:
0.06 - 3.30, p = 0.399).

Relationship between knowledge score and a
previous screening participation

Of the 238 (39.0%) respondents with poor score, 84
(35.3%) had previously been screened. Also, of the 18
(7.0%) respondents with satisfactory score, 11 (61.1%)
had previously been screened. Respondents with
satisfactory score were 2.89 times more likely to have
had a previous screening participation than those with
poor score (Table 6).
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Knowledge score Pap smear
Total [n (%)] Negative [n (%)] Positive [n (%)] OR (95%CI) p-value
Poor (<50%) 238 (93.0) 209 (87.8) 29 (12.2)
Satisfactory (>50%) 18 (7.0) 17 (94.4) 1(5.6) 0.43 (0.06-3.30) 0.399
Total 256 (100) 226 (88.3) 30 (11.7)
Table 6. Knowledge score as a predictor of a previous screening participation.
Knowledge score Previous screening participation
Total [n (%)] No [n (%)] Yes [n (%)] OR (95% CI) p-value

Poor (<50%) 238 (93.0) 154 (64.7) 84 (35.3)

Satisfactory (>50%) 18 (7.0) 7 (38.9) 11(61.1) 2.89(1.08-7.70)  0.029

Total 256 (100) 161 (62.9) 95 (37.1)

DISCUSSION

Cervical cancer, the second cancer type of women in
Cameroon can be treated if diagnosed earlier. This study
enrolled women aged between 25 and 65 years old which
was in accordance with the Cameroon’s recommended
age for cervical cancer screening. This age range was
different from the United States Preventive Services Task
Force recommended age of 21 years (USPSTF, 2018).
Their socio-demographic characteristics showed that
most of them were between 25 and 38 years and
married, had secondary/tertiary school level of education
and had salary jobs. These characteristics differed to
some extend from those reported in the Democratic
Republic of Congo where most women were aged
between 16 and 78 years, were single, had a secondary
school level of education and were without formal
employment (Ali-Risasi et al.,, 2014). The observed
disparities in the characteristics in different studies may
not be unconnected to the inclusion criteria of
respondents.

The prevalence of cervical cancer varies across
population. We recorded the prevalence of 11.7 and
13.3% using the Pap smear and VIA test, respectively.
Similar results of 12.7 and 14.65% using the Pap smear
and the VIA test, respectively were reported in the
Northern Cameroon (Kalgong et al., 2017). But higher
prevalence of 29.1% was reported in Yaoundé by Tufon
et al. (2013). The observed variations in the prevalence
of cervical cancer in most studies might be linked to the
choice of the diagnostic tool and to the inter-examiner
variations, thus the necessity for the histological
conformation of all positive screening tests. Cellular
lesions in this study were graded as ASCUS (2.9%), LSIL
(52.9%) and HSIL (14.7%). These findings were in

discordance with that of Srivastava et al. (2018) in
Lucknow West (India) who reported LSIL (17.2%) in high
prevalence than HSIL (0.9%). High prevalence of LSIL in
most studies may be linked to a number of factors
including recurrent sexually transmitted infections and
trauma during childbirth/abortion that cause cellular
aggressions at the squamo-columnal junction thus,
favouring HPV acquisition (Louie et al., 2009). In the
other hand, finding a high prevalence of HSIL (14.7%) in
this study compared to that reported (7%) by Alakananda
et al. (2016) may be related to low screening participation
which delay early diagnosis and treatment of prevalent
LSIL thus minimizing progression to HSIL.

Histology is the gold standard for VIA and Pap tests.
The reason and the benefits of using Pap smear as gold
standard in testing the validity of VIA test in this study
was explained by Kalgong et al. (2017). From this study,
VIA test had the sensitivity of 80.0%, the specificity of
95.6%, the PPV of 70.6% and the NPV of 97.3%. These
findings were almost similar to the sensitivity of 94.87%,
the specificity of 97.0%, and the PPV of 82.2% and the
NPV of 99.2% observed in the Northern Cameroon
(Kalgong et al., 2017). There are variations in the validity
of VIA test that could be ascribed to its non-
standardization resulting in a wider range of sensitivity
and the specificity ranging from 49-96% and 49-98%,
respectively, to the choice of the gold standard and to the
examiner expertise (Sreedevi et al., 2015). VIA test in this
study had a high sensitivity comparable to that of
previous studies to be used for primary screening of
cervical cancer given the few facilities offering standard
tests and the limited use of Pap smear and histology in
Cameroon (Tebeu et al., 2015; Kalgong et al., 2017).

The majority of respondents were aware of the cervical
cancer (98.0%). Comparable high awareness was also
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reported in Cameroon (86.0%) by McCarey et al. (2011)
and in Uganda (88.2%) by Mukama et al. (2017).
Variations in the level of awareness according to studies
might be related to the efficiency of the existing
communication programme developed to raise public
awareness on the disease, to the existing cervical cancer
prevention programmes (Modibbo et al., 2016). High level
of awareness of cervical cancer in this study might be
justified by factors including the urban localisation of the
study, sporadic free screening/educational programmes
organized by the Cameroon Ministry of Health, private
health facilities and research on the topic offer by
students of higher education. Regarding their knowledge
of the causing agent of cervical cancer, 40.2% of our
respondents cited HPV infections. This finding was low
compared to 58% mentioned by healthcare workers in
Cameroon (McCarey et al., 2011) in previous study. The
main source of information about cervical cancer was the
media (radio, internet, and television) followed by health
personnel and friend/family members similar to another
study in Nigeria (Modibbo et al., 2016). The existing
geographic disparities in the source of information on
cervical cancer observed between studies are often
linked to the availability of facilities for mass
communication on the disease. On that basis, a study
reported that most women in the urban areas are
knowledgeable enough of the disease than their
counterparts in the rural areas (Mwaka et al., 2015). That
was not the case in this study where poor knowledge of
cervical cancer might not be unconnected to the
inefficient communication on the disease.

Sichanh et al. (2014) documented that education level
and economic status of a population are other
determinants of knowledge on cervical cancer. The socio-
demographic characteristics of respondents (52.3%) in
this study showed that the majority of them had
secondaryi/tertiary school level of education a factor that
could be a predictor of their adequate knowledge of the
disease. Unfortunately, the results revealed that most of
them (93.0%) had poor knowledge of the risk factors,
symptoms and prevention of cervical cancer. This finding
contradicted that of Ekane et al. (2015) who reported
55.3% of his respondents with fair knowledge of the
disease presumably because the majority of his study
population were university students; some of whom being
medical students. Increasing women’s knowledge level
on cervical cancer could inevitably reduce their exposure
to risk factors of the disease, thus justifying the finding of
low positive Pap smears among respondents with
satisfactory knowledge score in this study.

As documented in this study, more than the half
(62.9%) of respondents had never taken a Pap smear
compared to 59.0% among female health care workers in
Yaoundé (McCarey et al., 2011). The main reason for no
participation to a previous screening as declared by
respondents was poor knowledge, but other factors not

investigated in this study such as limited screening
centres, coast, benefits and accessibility to screening
centres are other contributing barriers (Der et al., 2018;
Abiodun et al., 2014).

Regarding the relationship between knowledge score
and previous screening uptake, this study shows that
respondents with satisfactory score were 2.89 times more
likely to have had a previous screening participation than
those with poor score (p = 0.029). This observation could
be supported by the report that in Argentina, screened
women were 2.6 times more likely to have adequate
knowledge about Pap smear than those non-screened
(Paolino and Arrossi, 2011). These findings were in
agreement with the suggestion by Paolino and Arrossi
(2011) that raising women’s knowledge on cervical
cancer and screening tests might increase screening
participation. Raising women’s knowledge on cervical
cancer in Cameroon is challenging. But it could be
achieved via a sustainable health education about the
disease, regular free screening, counselling, provision of
more screening centres and media sensitization (Donatus
et al.,, 2019). Also, self-screening participation and
screening recommendation by health care workers
should be encouraged with the objective to increase
screening participation and to raise women’s knowledge
on screening tests (Ashtarian et al., 2017).

Conclusion

Despite preventive measures advocated by the WHO,
governmental and non-governmental organisations,
cervical cancer remains a public health problem in
Cameroon with the prevalence of 11.7 and 13.3% using
Pap smear and VIA test, respectively was recorded
among woman in Douala. LSIL was the most frequent
cytological abnormalities. VIA test showed high sensitivity
and PPV to be used as the primary screening test in
Cameroon. The majority of respondents were aware of
the disease mainly through media information. Despite its
high awareness, the majority of respondents had poor
knowledge of cervical cancer. Finally, respondents with
satisfactory score were more likely to have taken a
previous screening than those with poor score, thus the
necessity to encourage self-screening participation
among women at risk of cervical lesions in Cameroon.
Therefore, it is recommended that for effective cervical
cancer prevention, health education programme using
media facilities should be planned by the National
Cervical Cancer Prevention Programme with the
objective to raise Cameroonian women’s knowledge on
the disease and to increase screening patrticipation.

Limitations of the study

The major shortcoming of this study was inability to



conduct biopsy on women with cervical lesions because
that was not the objective of this pilot study. Even though,
women with positive Pap smear were referred for biopsy,
almost all of them did not have the test done because of
its high cost. Further studies covering the cost for
histology/colposcopy testing become necessary for the
confirmation of diagnosed cases of cervical cancer in
Cameroon. Furthermore, the organized sensitization
campaign might have contributed to the over estimation
of the level of awareness of cervical cancer among
respondents. Despite these limitations, this study
revealed that, there is need for more communication
about cervical cancer in Cameroon.
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