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Introduction: Morbidity and mortality from female cancers is a major public health problem in low- and middle-income countries, 
including Ethiopia. More than three quarters of women visiting health facilities are diagnosed with late-stage cervical and breast 
cancer. Evidence reveals that misconception affects timely health seeking behavior which could have averted expensive treatment and 
poor survival. This study aimed to explore misconceptions about female cancers that may have contributed to late presentation of the 
problem to health facilities in Sidama region, Ethiopia.
Methods: A descriptive qualitative study was carried out in June 2021. Nine focus group discussions (six with women and three with men) 
and 14 key informants were conducted. Data were collected using interview guide until all information get saturated. Data were inductively 
coded and qualitative content analysis was applied.
Results: A total of 63 (24 men and 39 women) people participated in this study. Nearly all (12) key informant interviewees have 
awareness about cervical and breast cancer, yet reported that their community members clearly lack awareness and they are working to 
improve misconceptions regarding cervical and breast cancer. The focus group discussion participants (15 men and 36 women) 
reported lack of detailed information related to cervical and breast cancer. Women believe that cervical and breast cancer mainly 
resulted from poor hygiene, trauma, having multiple sexual partners, early marriage, breast exposure to heat, not breast feeding, birth 
complication, urinating in the sun, hereditary, devil’s intrusion and God’s punishment.
Conclusion: There were misconceptions among the community on what cervical and breast cancer mean, how they could happen, 
what the symptoms are, why and when to screen, when to seek health care and how to use modern treatment options. Therefore, we 
recommended the design of social and behavioral change strategies to address the misconceptions among different population groups.
Keywords: female cancer, breast cancer, cervical cancer, misconception

Introduction
Female cancer (FC) morbidity and mortality is a major public health problem in most developing countries. Cervical and 
breast cancer are the most frequent cancers in women, globally.1 About 9 in 10 deaths from them occurred in low- and 
middle-income countries.2,3 The high mortality rate from it globally could be due to lack of a comprehensive approach on 
prevention, early diagnosis, screening and treatment programs.4 Globally, more than three quarters of patients are 
presented and diagnosed at a late-stage (stages III and IV) of cervical and breast cancer.2,5

According to the estimate of GLOBOCAN, 7% of the incidence and 9% of the mortality globally occurs in Africa and 
breast cancer is the leading cause of death followed by cervix uteri cancer in Ethiopia.6 In the presence of this problem, 
cancer programs were not strong in Ethiopia until recently and early diagnosis and treatment was probably an exception. 
The first ever strategy to control cancer in Ethiopia was developed in 2016 and focused on early detection, diagnosis and 
treatment, palliative care, cancer surveillance and research.7 The strategy gives prominence to public awareness creation 
to early detection,treatment and prevent the disease.
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Misconception is one of the barrier for early detection and treatment.8 Evidence reveals that there are misconceptions 
on the causes and means of prevention of female cancers that affect early presentation to health facilities.8 The most 
common myths and misconceptions among women include the fear of being considered as a prostitute if found positive 
for screening, the instruments used for screening were painful and that cancer results from a satanic curse.8–10 A study in 
south western (Jimma) and central Ethiopia (Addis Ababa) showed very low levels of awareness among people on 
cervical and breast cancer.11 Studies reveal that a community’s awareness on cancer, by explaining the symptoms, risk, 
treatment and preventive procedure of female cancers, could help to avoid misconceptions.11–14

Through this study, we have explored the common misconceptions about cervical and breast cancer that might have 
contributed to late presentation of the cases to health facilities in Sidama region, Ethiopia. Hence, we believed that, the 
generated evidence could support interventions for this severe public health issue.

Method
Study Area and Period
The study was conducted in three districts of the Sidama region (Loka Abaya, Dale and Yirgalaem) in June 2021. The 
three districts were operational sites of the Ethiopian Female Cancer Initiative implemented by Beza for Generation, 
a local non profit organization with financial support from Catholic Organization for Relief and Development Aid 
(Cordaid) and technical support from the School of Public Health, Addis Ababa, Ethiopia.

Study Approach
A qualitative study was carried out in June 2021 in Sidama, Ethiopia and an explorative approach was followed to 
identify prevailing and hidden misconceptions about female cancers among the community members and draw the 
inherent meaning.

Study Participants
For the focus group discussions (FGDs) the study participants were of both sexes, above 18 years and purposively 
selected. Key informant interviews (KIIs) were conducted with the regional non communicable disease (NCD) unit, 
maternal and child health (MCH) unit, gynecologist, trained health professional, community leaders, and religious 
leaders.

Data Collection Tool and Procedures
A total of 63 people (24 men and 39 women) participated in this study Nine focus group discussions (FGDs); six FGDs with 
women, and three FGDs with men and 14 key informant interviews (KIIs) were conducted. Each FGD comprised of six to eight 
participants. KIIs were conducted with the regional non communicable disease (NCD) unit, maternal and child health (MCH) 
unit, gynecologist, trained health professional, community leaders, religious leaders, and community based structure (“Idir”) 
chairpersons. The village facilitators and supervisors helped to identify the study participants in the study area who met the 
eligibility criteria and those who had an opinion on the topic that they were willing to share. An interview (discussion) guide that 
had all the important issues related to breast and cervical cancer misconceptions in the form of open-ended questions was used to 
fully explore the gaps. Study participants had the discussion and interview in a separate room in order to be more neutral and to 
make the participants more comfortable.

The interview (discussion) guide was prepared in English and translated to Amharic and Sidamic language by 
a professional translator. Following the right procedures, data were collected until information redundancy was seen 
relative to prior data. The interviews were tape-recorded with the participants’ permission and field notes were taken by 
the interviewer (moderator) during the interview and discussion not to miss any information, facial cues and emotion 
during the interviews. The interviews and discussions were carried out by six experienced and trained data collectors and 
carried out in places where it was convenient and secure for study participants. The principal investigator and supervisors 
closely followed the data collection.
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Trustworthiness
In order to ensure the credibility of the findings, experienced qualitative researchers led the team and appropriate 
discussions and debriefings were undertaken. Researchers’ knowledge and experience on female cancers, application of 
appropriate procedures such as; creating trust, thick description, audit trial, proper documentation and comments from 
qualitative study experts helped to ensure the credibility, dependability, confirmability and transferability of this study. 
Furthermore, data were gathered from different types of participants at different times. The researcher's (KS) initial 
coding and reliability check was done by another team member (MT and NS).

Data Analysis
Information in the audio recorders and field notes were stored in a separate file on a daily basis. Field notes were expanded 
and records were transcribed verbatim. After transcription was complete, the researchers independently read sample 
transcripts to ascertain consistency. Whenever differences were noted discussions were made to clarify. The researchers re- 
examined the whole and parts of the text to gain deeper comprehension of the emerging themes, codes and categories. 
Themes and sub-themes were developed to categorize the raw data and eventually interpretations and meanings were 
developed within the rubric of the original data (Table 1). Data were inductively coded and qualitative content analysis was 
applied to analyze and interpret the findings. ATLAS.ti version 9 software was used for both data reduction and analysis and 
the study was reported following the Standards for Reporting Qualitative Research (SRQR) guideline.

Results
The majority of men were married, illiterate and farmers. Almost all FGD women participants were married, most of 
them were housewives and some of them had completed at least elementary school (Table 1). The findings are presented 
in six categories; awareness about female cancers, causes of female cancers, symptoms of female cancers, 
misconceptions around screening, misconceptions which affect modern treatment seeking behavior and suggested action.

Awareness about Female Cancers
The KII participants have experiences of different training and working on female cancers, and they explained what 
female cancer means and mentioned some kinds of female cancers. On the other hand, FGD participants (both sexes) 
responded that they lack detailed information about female cancers and described female cancers as serious cases which 
are mostly fatal unless they get treated in a timely fashion. All participants reported breast cancer and cervical cancer to 
be the most commonly known cancers for females.

Cancer is not something that can be seen rather that can be known by getting screened. It’s not transmitted for person to person 
rather it’s known by only getting screened. (30-year-old female FGD participant) 

Mothers when their breast swells, they visit traditional healers. Once it takes its root in the body, it won’t come out completely. 
I knew three people who were following their cervical cancer treatment who eventually died. This disease is fatal and merciless. 
(28-year-old female FGD participant) 

More than half of the study participants reported that they heard about female cancers from friends, neighbors, health 
professionals and media but lack clear information on its mode of transmission.

We hear it on TV on news when the kids open it, since on TV it is mentioned about cervical cancer. (42-year-old female FGD 
participant) 

Causes of Female Cancers
Most of the participants reported early marriage, failing to breast feed after giving birth, and trauma as causes of breast 
cancer. There was also a reflection as breast cancer might result from the exposure of the breast to heat, perfumes and 
oils. The following quotes are parts of the responses from participants.
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Table 1 Socio-Demographic Characteristics of Study Participants

Participant’s Code Sex Age Marital Status Education Role in the Community KII/FGD

P1 M 36 Married Grade 9 Community leaders KII

P2 M 30 Married BSc Program manager KII

P3 M 26 Single BSc Project coordinator KII

P4 F 24 Single BSc. Nurse MCH coordinator KII

P5 M 32 Married Grade 7 Community leaders KII

P6 M 49 Married Degree Community leaders KII

P7 M 53 Married Grade 10 Community leaders KII

P8 M 29 Married Diploma Nurse KII

P9 M 37 Married Master District Health bureau head KII

P10 M 52 Married Grade 10 Religious leader KII

P11 F 25 Married Diploma Nurse KII

P12 F 28 Married Degree Midwifery KII

P13 M 45 Married Degree NCD case team leader KII

P14 M 47 Married Degree NCD program coordinator KII

P15 F 30 Married Grade 10 – FGD

P16 F 28 Married Grade 10 – FGD

P17 F 24 Married Grade 3 – FGD

P18 M 25 Married Grade 7 Farmer FGD

P19 M 25 Married Grade 8 Farmer FGD

P20 M 40 Married Grade 6 Farmer FGD

P21 M 32 Married Grade 10 – FGD

P22 M 18 Single Grade 10 – FGD

P23 M 20 Single Grade 8 – FGD

P24 M 20 Single Grade 10 – FGD

P25 M 24 Married Grade 10 – FGD

P26 M 25 Married Diploma – FGD

P27 M 23 Single Grade 10 – FGD

P28 M 35 Married Grade 8 – FGD

P29 M 35 Married Grade 10 – FGD

P30 M 38 Married Grade 8 – FGD

P31 M 22 Married Diploma – FGD

P32 M 20 Single Diploma – FGD

P33 F 18 Married Grade 10 – FGD

(Continued)
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I think it’s mostly due to fire (the heat) most woman who prepare injera are expose to the fire (the heat) and I think that is the 
cause. When they are preparing injera the fire (the heat) rest on their chest and then their breast so I think this is how it happens. 
(25-year-old female FGD participant) 

Table 1 (Continued). 

Participant’s Code Sex Age Marital Status Education Role in the Community KII/FGD

P34 F 35 Married Grade 10 – FGD

P35 F 22 Married Grade 10 – FGD

P36 F 40 Married Diploma – FGD

P37 F 36 Married Grade 9 – FGD

P38 F 22 Single Grade 10 – FGD

P39 F 25 Married Grade 5 – FGD

P40 F 35 Married Grade 7 – FGD

P41 F 25 Married Grade 5 – FGD

P42 F 28 Married Grade 8 – FGD

P43 F 20 Married Diploma – FGD

P44 F 30 Married Grade 9 – FGD

P45 F 40 Married Grade 3 – FGD

P46 F 40 Married Illiterate – FGD

P47 F 40 Married Illiterate – FGD

P48 F 31 Married Illiterate – FGD

P49 F 36 Married Grade 2 – FGD

P50 F 21 Married Grade 8 – FGD

P51 F 40 Divorced Grade 10 Community volunteer FGD

P52 F 25 Married Grade 9 Community volunteer FGD

P53 F 45 Married Grade 6 – FGD

P54 F 30 Married Grade 9 – FGD

P55 F 40 Married Grade 12 – FGD

P56 F 32 Married Grade 8 – FGD

P57 F 35 Married Grade 5 – FGD

P58 F 32 Married Grade 10 – FGD

P59 F 38 Married Grade 8 – FGD

P60 F 25 Married Grade 12 Community volunteer FGD

P61 F 35 Married Grade 8 Community volunteer FGD

P62 F 41 Married Grade 8 Community volunteer FGD

P63 F 44 Married Grade 10 Community volunteer FGD

Abbreviations: F, female; FGD, focus group discussion; KII, key informant interview; M, male; NCD, non-communicable disease.
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I think breast cancer can cause by getting married early, which we couldn’t handle it but this results breast cancer. (21-year-old 
female FGD participant) 

Most reported early marriage, having multiple sexual partners, lack of hygiene, blood contact, birth related complica-
tions, abnormal uterine bleeding or heavy menses, hereditary, alcohol, and cigarette smoking, history of female genital 
mutilation, the devil’s intrusion, exposure to the sun’s rays, urinating on stone when it was sunny, and sitting on a seat 
heated by the sun as causes of cervical cancer. Most discussants believed that if a woman gets married at an early age, 
like in her 12th year, she may face damage to her genitalia and that could lead to cervical cancer. Explaining the reason 
how a woman may develop the cancer, they have reported that it is because a very young girl’s organ is not well 
developed and may be traumatized during sexual intercourse and delivery, and that may result in occurrence of cervical 
cancer.

When the young women deliver their cervix could be injured because the body at young is not yet fully developed to handle the 
pain of the cervix which could be injured leading to cancer. (25-year-old female FGD participant) 

I heard that if a woman sits to urinate during sunny time and also if she sit on a rock which was exposed to the sunlight the 
uterus will be inflamed and if she rubs it it will be a lesion to change into cervical cancer, I even know the person who has it. 
(25-year-old male FGD participant) 

A few participants thought that cervical cancer was due to trauma to the female genitalia from friction during coitus. 
They believed that a large penis size causes more trauma and therefore increases the female sexual partner’s risk of 
developing cervical cancer.

I believe the cause of cervical cancer is having multiple sexual partner and also having sex with men with large penus this may 
result in tear on the genitalia and later on changed to cancer. (31-year-old female FGD participant) 

Symptoms of Female Cancers
More than half of the study participants stated that itching, pussy discharge and swelling as common symptoms for breast 
cancer. A few mentioned only breast swelling as a symptom of breast cancer.

My sister had the case, you know what it is solid largely swelled on her breast and it is very itchy. (22-year-old male FGD 
participant) 

Vaginal bleeding, foul smelling vaginal discharge, itching of genitalia and back pain were reported as symptoms of 
cervical cancer. Secondary infertility, leg pain, and repeated abortions were also perceived as the manifestations of 
cervical cancer by most of the study participants.

Cervical cancer results from small wound around the genital area and that wound will grow and it is itching and has smelly 
discharge becomes cervical cancer gradually. She may have back pain in addition. (19-year-old female FGD participant) 

…I heard that one of the manifestations of cervical cancer is unable to give birth after developing the disease. (33-year-old 
female FGD participant) 

Female Cancer Screening
The majority of the respondents were aware of existing screening services for cervical cancer and examinations for breast 
cancer. Most of the participants, including those who had been screened for cervical cancer or breast cancer or both, 
had no detailed information on how frequently screening should be done, the recommended age, and target group. Also 
they had a misunderstanding on the adverse impact over the benefit. They explained their views as below.

I heard about cervical cancer screening service during community education but I did not screen. Because, I am afraid that when 
a screener does screening I may develop infertility. (22-year-old female FGD participant) 
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…As I heard it from my friend there is large metal inserted to uterus and it is very painful, cold and results infection and sexual 
dysfunction. My friend’s wife got screened for cervical cancer and as he told me she stops sexual contact onwards from that. 
(55-year-old male FGD participant) 

With regard to why women in the community may not be screened for female cancers; lack of awareness about the 
screening service, low family support, and myths were mentioned by some of the participants.

In our community it is believed that those who are not virgin are eligible for the cervical cancer screening so I want to screen 
but I am afraid of that my friends and also my families may consider me as I have multiple sexual partners which is a taboo 
here…. I do not know about breast cancer screening. (31-year-old female FGD participant) 

Female Cancer Treatment
Modern treatment is believed to be helpful by most of the screened women, treated patients, their husbands and key 
informants. They have expressed their willingness to promote it and women also report that they would utilize the service 
as needed.

From my experience cervical cancer is very devastating disease, that I had a lot of smelly vaginal discharge, back pain, and 
abdominal pain. But when I got screened, fortunately I got screened after it became cancer then they referred me to Black Lion 
Hospital, Addis Ababa and I got treated with chemotherapy and radiotherapy since years before and now even. I got cured of the 
symptoms and able to live my usual life. Those who deny the treatment and stayed home unknowingly might die. I know it’s 
fatal. (57-year-old female FGD participant) 

Although women believe that getting medical support is beneficial, they did not deny that service utilization is not at the 
expected level. The reason behind underutilization among community members was related to fear of side effects and 
fear of talking about genital issues as preferring to keep the disease a secret as it was a personal issue and a very few 
associating it with the devil's intrusion and God’s punishment for having multiple sexual partners.

There might be restriction for having sexual intercourse with the appointment….it could be two month or a year after treating 
for cervical cancer, so It’s going to make things worse by adding another burden on my marriage life thus I am not willing to 
take the treatment. (36-year-old female FGD participant) 

Even in breast cancer having one breast and trying to raise a baby, being disabled and it might even pass to the other one that is 
also a side effect. (18-year-old female FGD participant) 

A very few participants also reported that community members prefer traditional remedies and religious actions would be 
more effective treatment for cancer than the modern medical journey.

The community believed that traditional treatments are more effective than modern ones. The trend here is they visit traditional 
healers and they spit the traditional medicine to the swelled breast and eventually they got cured. (50-year-old male Idir leader 
KII participant) 

Suggested action to mend misconceptions about Female Cancers
More than half of the participants and almost all key informants suggested a new attractive and persuasive awareness 
creation program, strengthening and expanding existing community conversation sessions, counseling services before 
screening, advertisement about the availability and benefit of screening through mass media platforms, addressing the 
issues through religious and community leaders during events like holidays, (social event) and market to address 
misconceptions in the community and to raise the community's awareness about female cancers.

Faith based organizations, social structures, and other educational institutions should work on raising awareness starting from 
lower level like in schools. It’s essential to address why, how and where it comes from. (30-year-old male KII participant) 

Adequate and right information should be provided on community conversation session, TV and radio. Community and 
religious leaders should pay due attention to the problem and work on prevention, creating awareness. (29-year-old female 
woreda health office head KII participant) 
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Discussion
Our findings showed limited awareness about female cancers among the study participants despite the fact that both 
cervical and breast cancer were found to prevail in the area. Participants generally considered both cancer as serious and 
fatal. This is not unique as a previous study conducted in Ethiopia also reported a lack of awareness about breast cancer 
at community level.15 Another community based study has also reported poor comprehensive knowledge about cervical 
cancer among reproductive age group in northwest Ethiopia16 which is reported in other countries as well.8,17–20

The prevailing misconceptions regarding the causes of cervical and breast cancer are not surprising when awareness 
about female cancers remains poor. In this study using perfumes was reported to be a risk factor for breast canceryet, 
another study indicated the use of perfumes or deodorants to not to be a risk for breast cancer.21 Lack of personal 
hygiene, early marriage and early cessation of breast feeding were reported to be risk factors of breast cancer, likewise in 
other studies lack of personal hygiene or not taking a bath properly were listed as risk factors for breast cancer.6 Though 
null parity was identified as a risk factor for the breast cancer development,22 a dominant view about early cessation of 
breast feeding as a risk factor among the participants of this study should be treated based on the context. Firstly, the 
Ethiopia Demographic and Health Survey 2016 reported that over 90% of mothers in Ethiopia breast feed their children 
up to 17 months and 76% until 24 months.23 Secondly, for a rural woman, who has not been employed and usually 
stays at home with their children, over emphasizing on this risk factor could undermine the understanding of real risk 
factors of the problem.

Regarding cervical cancer, the common misconceptions were the devil’s intrusion, exposure to the sun’s rays, 
urinating on stone when it was sunny, and sitting on a stone heated by the sun. Some of these misconceptions around 
cervical cancer were also consistent with findings from previous studies, which reported the societal beliefs and 
understandings about the cancer.24,25 For instance, in line with the devil’s intrusion as a cause for cervical cancer in 
this study, a study from Nigeria reported that cervical cancer could result from wizardry.8

While the discussants were reflecting on their understandings on how early marriage is linked with cervical cancer, 
for example, they repeatedly stated that trauma during sexual intercourse and delivery will lead to the disease as they are 
not well developed. However, it is not the wound or other forms of the trauma that are associated with early sexual 
exposure and cervical cancer, but rather by early events in a woman’s sexually active life that modify the cancer causing 
potential of human papilloma virus (HPV) infections.26 In the same way, they link the exposure to having multiple sexual 
partners as the supernatural punishment instead of exposure to the HPV virus, which has been implicated to 99.7% of 
cervical squamous cell cancer cases worldwide.27 Consistently, a study conducted among educated women in Togo found 
misconceptions about cervical cancer and its risk factors were similar with what was explained from this study's 
participants.17 This might indicate that misunderstandings or limited knowledge could exist among women and even 
among well-educated people unless the misconceptions are targeted and solved. Hence, there is a need to address the 
myths and misconceptions around female cancers with evidence based social and behavioral change communication 
interventions to counter them.

Discussants could not explain the signs and symptoms of cervical cancer correctly other than mentioning some of 
them, like vaginal discharge and bleeding. This aligns with a quantitative study conducted in Zimbabwe, where 
a majority of the study participants were not familiar with the signs and symptoms of cervical cancer.18 Lack of adequate 
awareness about the signs and symptoms of female cancers could also result in delayed screening as the women might 
assume that they had no health problem as identified by previous studies.28,29 Very few also correctly stated that itching, 
pussy discharge and swelling as common signs and symptoms for breast cancer.

In addition to the misconceptions, the lack of detailed information about the screening services, including the 
duration, proper age group and even the benefits of being screened were reported in our study. This might directly 
affect the utilization of the screening service even though it is available for free for females in the community. 
Researchers in Jamaica also found that women who were reported to have poor knowledge about the Pap smear test 
were 85% less likely to have ever had the test.30 This could be worse in rural areas where the women might have limited 
exposure to mass media and not frequently travel to the health facilities, which could result in a lack of awareness and 
low health literacy. However, the awareness about the availability of screening service and the number of participants 
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with their or their spouse’s screening practice was found to be more widely reported for cervical cancer in this study. 
Similarly, findings from a survey involving three different regions in Ethiopia also reported that the number of women 
who had heard about cervical cancer screening were nearly double compared to the breast cancer screening.19

The misconceptions are not limited to the risk factors and screening utilization of the women in the community but 
are also linked with the modern treatment seeking behavior, though there were living witnesses of healed patients in the 
localities, as mentioned during the discussions. Obviously, the initial misconceptions about the causes of the diseases and 
considering it as supernatural punishments for the socially unacceptable and wrong sexual engagements could end 
upmisconceiving that traditional or spiritual remedies are more effective options of treatment. One of the previous studies 
in Ethiopia also revealed similar findings and identified that viewing cancer as a deadly and incurable disease lead the 
patients to either perform spiritual acts or search for other non-medical managements.15 Fear of treatments’ adverse effect 
was also linked with the unwillingness to seek the modern treatment options in our study. In line with this, another 
qualitative study among Malaysian women identified that cancer cases even misunderstood chemotherapy treatment as 
a cause of death, which indicated the need to include creating awareness even about treatment options including their side 
effects at a community level.31

Given the existence of the misconceptions and the low utilization of the screening services in the health facilities of 
the area, the study participants were asked to indicate the best strategies to address the misconceptions going forward. 
They suggested advertising about availability and benefit of screening through mass media, religious and other traditional 
social systems and social events like holidays and market places to increase the knowledge of the community regarding 
female cancers in the future. Incorporation of the locally available information centers, which include the use of churches 
and other social gatherings including schools were recommended as approaches to increase the level of knowledge in the 
community.20 This in turn could debunk the existing myths and misconception around female cancers if properly 
designed and implemented using social and behavioral change communication. Likewise, raising awareness about self- 
sampling devices for the collection of samples directly by women at home would increase the coverage of screening 
services as evidenced by previous studies in Ethiopia and a review of randomized control trails (RCTs) and other 
observational studies.32

Limitations of the Study
Although the findings here share commonalities with studies on cervical and breast cancer as evidenced in this study, as 
a limitation, we fear social desirability bias and lack of participants who had experience of cancer might have limited us 
from getting more information.

Conclusion
The findings have revealed that the public in rural settings, where the majority live in this study, with limited access to 
information and services, exhibited widespread misconceptions about the causes, risk factors, transmission and con-
sequences of both cervical and breast cancers. Such widespread misconceptions are attributed to a lack of and/or 
inconsistent availability of locally sound information about the diseases and how to prevent and manage them. Despite 
measures the government is taking and the focuses of its strategic plan, prevention intervention in the study area is 
largely invisible and people maintain their misconceptions with their consequences of stigma, infertility and fear of death.

Local authorities may use the outcomes from here to improve their interventions while the ministry of health in 
Ethiopia may consider organized and locally sound cervical and breast cancer prevention and control interventions.
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