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ABSTRACT 

Background: Incarcerated women represent a vulnerable population with severe 

health problems, including a heightened risk of cervical and breast cancer. The 

provision of comprehensive healthcare, including cancer prevention services, within 

prisons is a critical yet often neglected issue. 

Aim: This study investigated the status of cervical screening and breast cancer 

healthcare services among incarcerated women at Westville Correctional Facility in 

KwaZulu-Natal, South Africa. 

Methods: A mixed-methods approach was utilised, including a cross-sectional survey 

of 145 incarcerated women, a retrospective review of 1,639 Pap smear results from 

Westville Correctional Facility laboratory records (2013–2022) and in-depth interviews 

with healthcare workers (HCWs). Data analysis included descriptive statistics, chi-

square tests, and thematic analysis. 

Results: Retrospective data had a high HIV prevalence (54%). Despite this risk, 

cervical screening was low, with only 21.4% of women receiving a Pap smear during 

incarceration and 43.4% with no screening history. Breast cancer screening was 

virtually non-existent (1.4%). Knowledge regarding both cancers was low, with most 

of the incarcerated women unaware of risk factors, symptoms, and screening 

methods. Retrospective data revealed an erratic, campaign-based screening pattern, 

with a screening rate of less than 5% per year. Critically, 23.3% of women with a 

clinically healthy cervix had a cytological abnormality. A significant association 

between a healthy cervix and antiretroviral (ARV) treatment (X² (8) =61.907, p<0.001) 

was found. 

 Findings from HCWs contextualised these results, revealing severe structural barriers 

including skeletal staffing, outdated equipment, and a protracted referral process that 

forces a reactive, crisis-driven care model. Furthermore, HCWs reported internalised 

stigma among offenders, something which actively suppresses health-seeking 

behaviour. 
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Conclusion: An implementation gap exists in cancer prevention services, driven by 

non-systematic screening, critical health literacy deficits, and a carceral environment 

that erodes patient agency. The rate of occult cytological abnormalities underscores 

the inadequacy of visual inspection.  
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CHAPTER ONE 

INTRODUCTION AND BACKGROUND 

1.1 INTRODUCTION 

This quantitative and qualitative study was conducted at Westville Correctional Facility 

among incarcerated women, to determine the status of cervical screening and breast 

cancer healthcare services. The study also determined the perspective of healthcare 

workers on the structural and organisational issues that may impact the delivery and 

provision of cervical screening and breast cancer health care services within the 

facility. In addition, this research study presents findings that were collected from 

National Health Laboratory Services database (NHLS), to determine the rates of 

cervical screening and prevalence of cervical and breast cancer in Westville 

Correctional Facility over a ten-year period from 2013 to 2022. The study also 

highlighted the perceptions of the participants on cervical and breast cancer, as well 

as the screening uptake prior and during incarceration.  

In this introductory chapter, the study’s rationale is explained, and the research 

overview is provided. The chapter begins with the background in which the study was 

conducted. This is followed by the problem statement, as well as the hypothesis of the 

study. It then proceeds to explain the aim and objectives of the study. Finally, an 

outline of this dissertation is provided. 

1.2 BACKGROUND 

Cancer is a growing threat to global public health, with low- and middle-income 

countries (LMICs) bearing a disproportionate amount of the burden (Hamdi et al., 

2021). The most common causes of cancer-related morbidity and mortality among 

women globally are breast and cervical cancers (Hamdi et al., 2021). Prevention 

through early detection and screening can play an important role in improving 

treatment outcomes (Mendulo & Chiumia, 2023; Pickett et al., 2018). A notable 

difference in outcomes between high-income countries (HICs) and LMICs is due to 

dissimilarities in their epidemiological profiles and management capabilities (Emerson 

et al., 2024; Pickett et al., 2018). 
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In HICs, widespread screening programmes and advanced treatment protocols have 

led to high survival rates (Pickett et al., 2018). In contrast, although cervical and breast 

cancers are highly preventable and treatable diseases, they remain major public 

health problems, with over half a million new cases annually (Pickett et al., 2018). The 

success in controlling cancer is overwhelmingly skewed toward HICs, which achieve 

screening coverage of approximately 63%, compared to a mere 19% in LMICs (Bolon 

et al., 2023). 

Inadequate resources and preventive healthcare services subject LMICs to a double 

burden of disease, a crisis compounded by pervasive poverty and weak health 

systems (Kouyoumdjian et al., 2018). Several of these healthcare systems often 

modified from colonial models to cater to indigenous populations, still lack adequate 

funding (Ramaswamy et al., 2017). They must deal with the chronically high burden 

of cervical cancer, which is caused by a lack of screening and the high prevalence of 

human papillomavirus (HPV), as well as the rising incidence of breast cancer, which 

is frequently detected at an advanced stage due to limited access to healthcare 

(Omotoso et al., 2023). The situation in South Africa exemplifies these challenges; 

nationally, breast cancer is the most common cancer by absolute case numbers, as 

shown in Figure 1.1, Part A (Ferlay et al., 2024). Breast cancer is the most frequently 

diagnosed cancer among women, with an estimated age-standardised incidence rate 

(ASR) of 47.8 per 100,000. However, cervical cancer poses a more severe mortality 

threat, as illustrated in Figure 1.1, part B (Ferlay et al., 2024). Despite a lower 

incidence ASR of 33.2, cervical cancer has a significantly higher mortality ASR of 19.0 

compared to breast cancer ASR of 17.0 (Ferlay et al., 2024). This indicates a much 

higher case-fatality ratio for cervical cancer in South Africa. 
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Figure 1.1: Showing the 2022 global incidence rates of (A) breast and (B) cervical 
cancer. (Ferlay et al., 2024) 

As illustrated in Figure 1.2, part B, South Africa faces a cervical cancer burden that 

significantly exceeds the average for the African continent (Olorunfemi et al., 2022). 

The continental average is well exceeded by the national mortality rate of 19.0, and a 

surprisingly high incidence rate of 33.2 is shown (Pizzato et al., 2024). A fundamental 

failure in the cancer control cascade may be highlighted by these findings. Due to 

insufficient screening, resources and the exacerbating effects of the HIV epidemic, 

which is indirectly related to high HPV infections, cervical cancer is a greater threat to 

South African women than the most commonly diagnosed cancer (Bolon et al., 2023).  

. 
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Figure 1.2: Showing the 2022 global mortality rates of (A) breast and (B) cervical 
cancer. (Ferlay et al., 2024) 

Globally, the number of incarcerated women is rising, placing a significant but poorly 

understood health burden on correctional systems (Lesmana et al., 2025), whose 

population health status is poorly documented (Lesmana et al., 2025). This critical lack 

of evidence suggests that the correctional facilities’ related health crisis for both 

cervical and breast cancer may probably be much worse than is currently known 

(McLeod et al., 2025). This global neglect is acutely felt in sub-Saharan Africa, where 

non-communicable diseases like cancer are frequently deprioritised (Hamdi et al., 

2021). The region faces major barriers in achieving equitable cancer care, including 

insufficient funding, limited awareness, a lack of specialised health workers, high 

costs, and the impact of cultural stigma (Omotoso et al., 2023; Van Hout & Wessels, 

2021). These systemic failures are compounded by a general shortage of health 

resources and inadequate infrastructure (Siziba & Barnard, 2023).  

Over 733,000 women and girls occupy prisons worldwide, representing a troubling 

57% increase since the year 2000 (Piason & Beichner-Thomas, 2026). This rate 

significantly outpaces the growth of both the male offender population at an estimated 

22% and the general global population at 32% (Fair & Walmsley, 2024). Although the 
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United States, China, and Brazil hold the highest numbers of incarcerated women, the 

issue spans the globe, with some regions like Asia and Central America experiencing 

particularly sharp rises (Piason & Beichner-Thomas, 2026).  

 

Significant continental variances exist regarding correctional population rates per 

100,000 citizens (Maruschak & Minton, 2020). At 27.2, the United States of America 

has the highest rate for women. Gendered pathways heavily influence this figure, as 

involvement in survival economies may lead women to crime (Maruschak & Minton, 

2020). In contrast, Africa has the lowest regional rate of incarcerated women, at just 

3.4 per 100,000 women (Fair & Walmsley, 2024). Although women and girls constitute 

a small minority across the continent, making up only 3.5% of the total correctional 

population (Fair & Walmsley, 2024), they still represent a significant proportion of 

potential parents and community members. 

 

The Correctional Service in South Africa has a substantial and intricate system in the 

African context with 143,223 offenders under its care as of March 2022. The 

Department of Correctional Services (DCS) operates as the third-largest healthcare 

provider in the country (Thobakgale, 2021). Despite a brief decline over the previous 

three years, the total number of offenders increased once more, rising by 1.59 percent 

(2,275 offenders) between the fiscal years 2020–2021 and 2021–2022 (Department 

of Correctional Services, 2022). The system is decentralised across several regions: 

Gauteng with an overall of 33,143 offenders, followed by the Western Cape with 

26,765, and Limpopo, Mpumalanga, and Northwest cluster with 22,233 offenders 

(Department of Correctional Services, 2022).  

According to the DCS data, the overall number of offenders increased by more than 

13,000 in 2024, from 143,223 in 2022 to 156,600 in 2024. In 2024, there were 4,641 

incarcerated women, both sentenced and unsentenced, up from 3,724 in 2022 

(Department of Correctional Services, 2024). The KwaZulu-Natal (KZN) province still 

has the third-highest offender’s population in South Africa, with 22,024 offenders, 

despite an increase in the overall offender’s population from 22,024 to 24,594 

(Department of Correctional Services, 2024). Additionally, the number of incarcerated 

women in the province increased from 511 to 705 offenders (Department of 
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Correctional Services, 2024). This growth pattern may indicate an added strain on a 

system that is already troubled by limited resources. 

Therefore, against this background of rising female incarceration, a high burden of 

gender-specific cancers, and a resource-constrained system, a critical gap persists. 

There is a severe lack of research on the healthcare status of incarcerated women in 

South Africa, particularly regarding cervical and breast cancer screening. This study 

aims to address this gap by conducting a comprehensive assessment of the 

availability, accessibility, and quality of these essential services for incarcerated 

women in the KZN correctional facility. 

1.3 PROBLEM STATEMENT 

Incarcerated women represent an increasing and deeply vulnerable population, often 

entering correctional facilities with a high burden of pre-existing health conditions and 

historically limited access to healthcare (Emerson et al., 2024; Ikaneng, 2024; 

Moodley, Parry, & Van Hout, 2022). Globally, this vulnerability is exacerbated by 

correctional systems that are ill-equipped to address their specific needs, particularly 

regarding non-communicable diseases such as cancer (Ikaneng, 2024). In South 

Africa, this crisis is especially severe (Commission for Gender Equality, 2024; Keehn 

& Nevin, 2018; Muntingh, 2020). The prison healthcare system, managed by the 

Department of Correctional Services (DCS), is chronically underfunded and 

structurally disconnected from the National Department of Health (NDOH), resulting in 

inconsistent and often reactionary healthcare provision (Department of Correctional 

Services, 2024).  

This systemic failure has a devastating impact on gender-specific health. Incarcerated 

women may face a disproportionately high risk of cervical and breast cancer, with 

incidence rates documented to be greater than those of the general population 

(Emerson et al., 2024; Escobar & Plugge, 2020; Manz et al., 2021). As a result, access 

to basic preventive healthcare services, such as cervical screening and 

mammography, remains a significant barrier. This turns incarceration, a potential point 

of healthcare intervention into a period of heightened risk. 
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While some may argue that a controlled correctional facility’s environment can 

facilitate comprehensive care, the accumulating evidence suggests otherwise 

(Tapera, et al., 2019). The screening rates for women in South Africa are markedly 

lower than the global average screening rate (Busco, 2024; Omotoso et al., 2023; 

Sobuwa, 2025; Tshabalala et al., 2023). As such, it is reasonable to anticipate that the 

screening rates within the South African correctional facilities’ population will also be 

lower than the global average. However, a critical gap may persist since there is a 

severe lack of conclusive, context-specific research on the precise status of cervical 

and breast cancer healthcare services within South African correctional facilities, 

particularly in high-incarceration provinces such as KwaZulu-Natal (KZN). 

This study therefore aimed to address this gap by conducting a comprehensive 

evaluation of the availability, accessibility, and quality of cervical and breast cancer 

services provision at Westville Correctional Facility. In addition, it examined 

knowledge, stigma, and perceptions of these cancers and healthcare services among 

incarcerated women and professionals. This dual approach was designed to identify 

not only systemic barriers to the provision of services, but also contextual and 

cognitive factors that influence screening uptake. The findings of this study may be 

essential in generating an evidence base for practical recommendations to improve 

healthcare delivery, inform resource allocation, and ultimately reduce cancer 

disparities for this vulnerable population, thereby contributing to improved health 

outcomes and greater health equity. 

1.4 RATIONALE OF THE STUDY. 

This research study was justified by the intersection of a significant public health 

disparity, an inherent ethical responsibility, and a critical lack of empirical evidence 

(Emerson et al., 2024). The Department of Correctional Services (DCS) assumption 

of duty of care upon incarceration, and failure to provide adequate screening and 

preventative healthcare services for known high-risk conditions such as cervical and 

breast cancer constitutes a violation of basic human rights and perpetuates a cycle of 

health inequality (Manz et al., 2021). 
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The systemic context of the South African Correctional service healthcare system 

demands urgent scrutiny, as a de facto major healthcare provider that is constrained 

by chronic underfunding and a structural separation from the NDOH (Busco, 2024; 

Ikaneng, 2024; Keehn & Nevin, 2018; Omotoso et al., 2023; Van Hout & Wessels, 

2021). As a result, the DCS healthcare is reactive, ill-equipped for specialised 

healthcare, and notoriously lacking in gender-sensitive approaches (Commission for 

Gender Equality, 2017, 2018, 2024). The Westville Correctional Facility in KwaZulu-

Natal, a large facility in a high-burdened province, notorious for poor health outcomes 

(Department of Correctional Services, 2022, 2024; Van Hout & Wessels, 2021), serves 

as a critical case study to investigate how these systemic failures manifest in practice 

and directly impact this vulnerable cohort of incarcerated women. 

Additionally, the absence of context-specific data within the South African context, 

compounded by a substantial disease burden and systemic healthcare challenges, 

further underscores the importance of this investigation (McLeod et al., 2025). Existing 

literature often focuses on the Global North or general correctional facilities healthcare 

systems, leaving gaps in understanding the precise availability, accessibility, and 

quality of cancer healthcare services in South African correctional facilities like the 

KZN Westville. Moreover, the perspectives of incarcerated women and the healthcare 

workers navigating this strained system, are largely absent (Acheampong et al., 2021; 

Rangolo, Tshitangano & Olanyi, 2021; Tshabalala et al., 2023). In the absence of 

comprehensive evidence and interventions, policy reforms are likely to be misguided 

and ineffective (Tapera et al., 2019). 

This research study was therefore essential to generate reliable, multilateral evidence 

which may inform policy by providing data to support targeted budget allocations and 

policy reforms within the DCS. The study further supports the reporting of the practices 

of the Westville Correctional Facility by evaluating the availability, accessibility, 

utilization and healthcare service provision within the correctional facility (Rangolo et 

al., 2021; Sung et al., 2021).  

This study may thus shed light on the current state of cancer healthcare among 

incarcerated women in KwaZulu-Natal, providing the basic knowledge needed to 

understand the healthcare services in Westville Correctional Facility and uphold the 

right to health for all.  
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1.5 HYPOTHESIS OF THE STUDY 

1.5.1 The main hypothesis 

Given documented health inequalities, resource constraints, and the vulnerability of 

incarcerated women, this study hypothesised that cervical screening and breast 

cancer services at Westville Correctional Facility are inadequate to meet inmates' 

preventive and diagnostic needs, potentially delaying detection and treatment. 

1.5.2 Sub-hypothesis 

i. The prevalence of abnormal cervical cytology and breast cancer was higher 

among the incarcerated population, which may allude to inadequate primary 

preventative healthcare services such as screening and breast exams. 

Furthermore, retrospective review of laboratory records data may provide a 

comprehensive and contextualised understanding of the service provision 

accessibility, and utilisation within the correctional facility over a ten-year 

period. 

ii. The rate of cervical screening among incarcerated women was significantly 

lower, which is hypothesised to be driven by limited available resources, limited 

perceived knowledge and stigma towards cervical cancer.  

1.6 AIM AND OBJECTIVES OF THE STUDY 

1.6.1 Aim 

The primary aim of the study was to investigate the status of cervical screening and 

breast cancer healthcare services for incarcerated women at the Westville 

Correctional Centre in KwaZulu-Natal, South Africa, using a mixed-method approach.  

1.6.2 Objectives 

• To investigate the status of cervical screening and breast cancer healthcare 

services among incarcerated women. 

• To evaluate the availability of healthcare infrastructure, resources, personnel, 

and organisational issues within correctional facility to determine the feasibility 
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of implementing regular cervical screening and breast cancer healthcare 

programmes. 

• To evaluate the rate of cervical cancer screening among incarcerated women 

at Westville Correctional Centre, KZN, SA over a ten-year period between 2013 

to 2022. 

• To evaluate the prevalence of cervical and breast cancer among incarcerated 

women at Westville Correctional Centre, KZN, SA over a ten-year period 

between 2013 to 2022. 

1.7 OUTLINE OF THE DISSERTATION 

Chapter two will present the literature review relevant to this study. The review will 

focus on cervical screening and breast cancer healthcare services among 

incarcerated women, general healthcare policies or guidelines for cervical screening 

and breast cancer healthcare services in correctional facilities, prevention and 

perceived barriers to cervical screening and breast cancer healthcare services.  

Chapter three will describe the methodological approach used in the study. It will 

describe the research design, study setting, study population, study period, sample 

size, data collection, data analysis and management and presentation of the study 

findings. It will also look at dissemination of results, ethical considerations, and the 

study limitations. 

Chapter four will present the study results. This section will present the findings from 

the research questionnaire, in-depth interview with healthcare workers regarding the 

status of cervical screening and breast cancer healthcare services, as well as the rate 

of cervical screening and prevalence of cervical and breast cancer among 

incarcerated women in Westville Correctional Facility.  

Chapter five will focus on the discussion of the findings and the conclusion of the 

study. This section will discuss the research study results as outlined in chapter four 

and the conclusion of the study based on the study results.  
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1.8 CONCLUSION 

In conclusion, this chapter briefly introduced an overview of the research study 

including the background, research problem, the aim and objectives, significance of 

the study and the hypotheses that the research study endeavoured to investigate. .  
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 INTRODUCTION 

This chapter familiarises the reader with the existing body of knowledge relevant to 

cervical screening and breast cancer healthcare services for incarcerated women. It 

examines the global and national context of correctional facilities’ healthcare, the 

significant prevalence and risk factors of these cancers and the systemic obstacles 

that hinder service accessibility, with a specific emphasis on Westville Correctional 

Facility. The chapter further considers the theoretical underpinnings of the study 

through Andersen’s Behavioural Model and reviews relevant South African healthcare 

policies. It concludes by identifying critical gaps in the literature, particularly the lack 

of focused research on the availability, accessibility, and quality of cancer prevention 

services for incarcerated women in low- and middle-income countries like South 

Africa. 

2.2 BACKGROUND 

Cancer constitutes an increasing global epidemic and a significant public health threat 

(Hamdi et al., 2021). The burden is substantial, with an estimated 18.1 million new 

cases and 9.6 million deaths in 2018 (WHO, 2018), with lifetime risks indicating that 

one in five men and one in six women will develop the disease (Bray et al, 2018; 

Gaobotse et al, 2023). This burden is projected to rise, with expectations of 24.6 million 

new cases and 13 million deaths by 2030 (Dare et al., 2021; Finestone & Wishnia, 

2022). 

This burden is not borne uniformly (Hamdi et al., 2021). Low- and middle-income 

countries (LMICs), particularly in Africa, endure an inequitable burden of cancer 

morbidity and mortality (Denny & Kuhn, 2017; Gopal & Sharpless, 2021). The success 

in controlling highly preventable and treatable cancers, such as cervical cancer, is 

overwhelmingly skewed toward HICs due to stark disparities in resources, 

management capabilities, and screening coverage (Bolon et al., 2023; Castle, 2021). 

The neglect of non-communicable diseases (NCDs) persists despite global cancer 

mortality rates which have risen more than HIV, malaria, and tuberculosis combined, 
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with healthcare resources often remaining focused on communicable diseases (Bolon 

et al., 2023; Castle et al., 2021; Denny, 2019; Finestone & Wishnia, 2022; Sarmah, 

Sibiya & Khoza, 2024). 

South Africa exemplifies these challenges. The country faces a severe cervical cancer 

crisis, characterised by a high mortality rate that highlights a fundamental failure in the 

cancer control cascade (Bolon et al., 2023; Ngwa et al., 2022). The cancer burden 

may also be compounded by systemic barriers including insufficient funding, limited 

awareness, and a lack of specialised healthcare workers (Omotoso et al., 2023; van 

Hout & Wessels, 2021).  

The broader healthcare crisis is acutely institutionalised within correctional facilities 

(Denny et al., 2023). The global female offenders’ rate is rising rapidly, and these 

women predominantly come from underprivileged communities, resulting in worse 

health status even before incarceration (Da Costa et al., 2022; Di Giuseppe et al., 

2022; Fair & Walmsley, 2024; Ikaneng, 2024). Conditions of detention, including 

overcrowding and poor nutrition, further exacerbate health risks (Di Giuseppe et al., 

2022). Despite these vulnerabilities, correctional facilities’ healthcare research in 

Africa has historically focused on communicable diseases among male offenders, 

neglecting the specific needs of female offenders (Moodley et al., 2022; Muntingh, 

2020; Nweze et al., 2021; van Hout & Wessels, 2021). 

In South Africa, the correctional facilities’ healthcare system is severely strained and 

ill-equipped to provide gender-sensitive or specialised healthcare services 

(Association for the Prevention of Torture, 2024; Commission for Gender Equality, 

2018, 2024; Keehn & Nevin, 2018; Omotoso et al., 2023). As a results, incarcerated 

women face a heightened risk for cervical and breast cancer due to a confluence of 

factors, greater prevalence of risk behaviours, and major obstacles in accessing 

preventive healthcare services like Pap smear and mammography (Di Giuseppe et al., 

2022; Kouyoumdjian et al., 2018; Manz et al., 2021; Pickett et al., 2018). 

Consequently, reactive healthcare service models and cancer rates among offenders 

may be more than double those of the general population. 
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Correctional facilities offer an exceptional opportunity to address the significant health 

disparities, as they represent a crucial point of contact with a population that may be 

difficult to reach from a public health standpoint. However, delivering adequate 

healthcare in South African correctional facilities remains complex and inconsistent 

(Muntingh, 2020). Therefore, as the rate of female incarceration outpaces that of men, 

the state of correctional facilities’ health services across Africa demands comparative 

investigation and immediate reformative action (Nweze et al., 2021). Addressing 

healthcare disparities is not just a correctional facility’s concern, but a critical 

imperative for public health. 

2.3 CONCEPTUAL FRAMEWORK 

A modified version of Andersen’s behavioural model for health service use was 

adapted to guide the study. The model posited that healthcare utilisation was 

determined by three factors, these include predisposing characteristics (e.g., age, 

education, beliefs), enabling resources (e.g., income, insurance, availability of 

services), and need factors (Dawkins et al., 2021; Srinath et al., 2023; Tshabalala et 

al., 2023). In the context of incarcerated women, predisposing characteristics included 

demographic factors, health beliefs, and prior healthcare experiences (Dawkins et al., 

2021; Srinath et al., 2023 & Tshabalala et al., 2023). Enabling resources 

encompassed the availability and accessibility of healthcare services within the 

correctional facility, as well as policies and procedures related to screening and 

treatment (Emerson et al., 2024; Ikaneng, 2024; Mendulo & Chiumia, 2023). 

Need factors referred to the perceived or actual health needs of incarcerated women, 

include symptoms, medical conditions, and risk factors for cervical and breast cancer 

(Armes et al., 2024; Phaswana-Mafuya & Peltzer, 2018; Pickett et al., 2018). In 

examining these factors, the study aimed to identify the possible determinants of 

cervical screening and breast cancer healthcare utilisation among incarcerated 

women at Westville Correctional Facility. 

Furthermore, the social determinants of health framework offered a valuable 

perspective for analysing the intricate interplay of socioeconomic factors, such as 

poverty, education, and access to resources, that were hypothesised to significantly 

influence health outcomes among incarcerated women (Dawkins et al., 2021; Srinath 
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et al., 2023; Tshabalala et al., 2023). Factors like limited awareness, cultural beliefs, 

financial constraints, and healthcare system-related challenges were recognised as 

significant barriers to screening uptake among women in general (Akoto & Allsop, 

2023; Dawkins et al., 2021; Naidoo et al., 2021; Srinath et al., 2023). The study 

incorporated this framework to explore how these broader social factors impacted 

access to and utilisation of cervical screening and breast cancer healthcare services 

within the Westville Correctional Facility. 

Rates of cervical screening and breast cancer services at Westville Correctional 

Facility were likely lower due to systemic barriers and individual factors, despite 

existing policies (Armes et al., 2024; Dawkins et al., 2021; Sarmah et al., 2024; 

Tshabalala et al., 2023; Yadav et al., 2022). The incidence of abnormal Pap test results 

was anticipated to be higher, influenced by prior high-risk sexual behavior or limited 

healthcare access before incarceration (Chen et al., 2025; Kelly et al., 2018; Musonda 

et al., 2022).  

 

The availability and quality of breast cancer healthcare services within the correctional 

facility, which include clinical breast exams, mammography, and access to treatment 

for diagnosed cases were also assessed (Pickett et al., 2018). Factors such as low 

income, limited education, and minority status were known barriers to cervical cancer 

screening and breast healthcare services were expected to contribute to disparities in 

access (Phaswana-Mafuya & Peltzer, 2018; Pickett et al., 2018). 

Population-specific characteristics such as sexual history containing high-risk 

behaviours and a history of abuse were also considered potential contributing factors 

(Chen et al., 2025; van Hout & Wessels, 2021). By examining the interplay of these 

factors, the study aimed to identify the key determinants of cervical screening and 

breast cancer healthcare utilisation among the incarcerated women. 

Moreover, the study investigated the association between various risk factors for 

cervical and breast cancer screening uptake and healthcare respectively. Specifically, 

the study sought to determine if factors such as age, race, ethnicity, incarceration 

history, and substance use were independently associated with the likelihood of 

having undergone cervical screening and breast cancer healthcare services (Pickett 

et al., 2018). It was anticipated that the results of this study would highlight the pressing 
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need for improved programmes for cervical screening and breast cancer healthcare 

services in correctional facilities. Given that incarcerated women were more likely than 

their non-incarcerated counterparts to experience health issues, understanding the 

specific challenges faced by incarcerated women in accessing healthcare services 

was necessary (Association for the Prevention of Torture, 2024; Manz et al., 2021). 

Thus, focusing on this population helped elucidate the factors that contributed to 

disparities in screening rates and healthcare outcomes. 

2.4 CERVICAL SCREENING AND BREAST CANCER HEALTHCARE 

SERVICES IN CORRECTIONAL FACILITIES 

Incarcerated women in South African correctional facilities continue to face significant 

challenges in accessing adequate healthcare services (Van Hout & Wessels, 2021). 

This is despite robust legislative framework that includes the UN Bangkok Rules, the 

South African Constitution, and SADC Minimum Standards, all of which mandate that 

offenders receive healthcare, including gender-specific screenings, on a basis 

equivalent to that of general community (Association for the Prevention of Torture, 

2024; Commission for Gender Equality, 2024). However, the implementation of these 

policies has been inadequate. Evidence on the ground reveals a stark contrast to 

these policy ideals.  

While some services are reported at certain centres, the prevailing finding is that 

cervical and breast cancer screening are not readily accessible (Busco, 2024; 

Commission for Gender Equality, 2017, 2018, 2024). Services are often described as 

periodic rather than routine and are typically provided only upon request, rather than 

as a standard of care (Association for the Prevention of Torture, 2024; Ikaneng, 2024). 

This aligns with international evidence which demonstrates that, incarcerated women 

consistently report a lack of regular gynaecological and breast examinations (Luget et 

al., 2022; Di Giuseppe et al., 2022; Escobar & Plugge, 2020). 

Several interconnected factors impede effective screening within correctional facilities 

(Mendulo & Chiumia, 2023). A primary barrier is a chronic lack of resources (Mendulo 

& Chiumia, 2023). Despite the DCS’s large overall budget, the allocation for healthcare 

is severely constrained, with funding overwhelmingly directed towards security and 

salaries, leaving little for medical equipment or specialised care (National Treasury 
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Republic of South Africa, 2023). This is compounded by insufficient numbers of 

healthcare professionals and a lack of adequate training on the specific health needs 

of incarcerated women (Commission for Gender Equality, 2024; Ikaneng, 2024). 

Furthermore, pervasive overcrowding strains all resources and creates conditions that 

exacerbate health challenges (Di Giuseppe et al., 2022; Muntingh, 2020; Nweze et al., 

2021). 

Beyond systemic issues, patient-related barriers also play a significant role (Noman et 

al., 2021). Incarcerated women often have low knowledge about cancer and the value 

of screening (Atwa et al., 2019; Musonda et al., 2022). Many have experienced trauma 

or abuse, which can foster fear, shame, and a distrust of the healthcare system, 

making them hesitant to seek care or undergo invasive procedures (Ackermann, 2015; 

Ikaneng, 2024; Kelly et al., 2018). The transient nature of the offenders’ population 

and logistical challenges in transporting offenders to external facilities compound this 

and create major obstacles for consistent screening and follow-up care (Association 

for the Prevention of Torture, 2024; Busco, 2024; Commission for Gender Equality, 

2018, 2024; Commission for Gender Equality, 2017). 

In line with South African national guidelines, which recommend screening from age 

25 with intervals differing by HIV status, it is crucial that these services are accessible 

to all women (Botha et al., 2023; Tshabalala et al., 2023). However, vulnerable groups, 

such as incarcerated women, consistently face barriers to accessing both initial 

screening and subsequent follow-up care (Armes et al., 2024; Dawkins et al., 2021; 

Emerson et al., 2024; Sarmah et al., 2024). Against this backdrop, investigating the 

status of cervical screening and breast cancer healthcare services, specifically at 

Westville Correctional Facility in South Africa, can help identify the key determinants 

of healthcare access and utilisation for this vulnerable population.  

2.5 PREVALENCE AND RISK FACTORS 

One of the primary risk factors for cervical and breast cancer is being female. Both 

cancers show a high and sustained prevalence in South Africa; however, they are 

highly treatable or preventable through early screening and preventative healthcare 

(National Cancer Registry, 2022). 
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2.5.1 Cervical cancer 

Cervical cancer represents a major public health challenge in South Africa, where the 

number of women diagnosed with the disease in the previous five years is estimated 

to be between 25,000 and 30,000 (National Cancer Registry, 2022). Furthermore, the 

one-year prevalent cases are estimated to be between 10,000 and 15,000 (National 

Cancer Registry, 2022). Historical data from 2017 confirms this high frequency, 

ranking cervical cancer as the second most common cancer among women, 

accounting for 16.55% of all female cancers with an Age-Standardized Incidence Rate 

(ASR) of 23.71 per 100,000 (Ferlay et al., 2024; National Cancer Registry, 2017). On 

a global scale, prevalence data is particularly striking; Africa has the second-highest 

number of prevalent cases of all continents. This underscores the disproportionate 

burden borne by the region, which is largely driven by limited screening infrastructure 

and a high prevalence of HIV infections (Ferlay et al., 2024). Black women bear the 

greatest burden, with an ASR of 28.25 per 100,000, which is substantially higher than 

the rates for Coloured (13.66), Asian (8.29), and White (15.24) women (National 

Cancer Registry, 2022). This underscores cervical cancer's status as a critical and 

disproportionately deadly public health priority for Black South African women. 

Incarcerated women may face a unique set of risk factors for cervical cancer (Pickett 

et al., 2018). It has been shown that incarcerated women have higher rates of certain 

risk factors, such as obesity, smoking, HIV and HPV infection, and limited access to 

preventive healthcare services which are predisposing factors to cervical cancers 

(Association for the Prevention of Torture, 2024; Commission for Gender Equality, 

2017, 2018; South African National Preventive Mechanism, 2024). Additionally, the 

stressful environment of incarceration and exposure to drugs and substance abuse 

may contribute to increased cervical cancer risk in this population (Pickett et al., 2018). 

It is therefore crucial to address the unique needs of this vulnerable group. Active 

health action, through regular preventative screening to facilitate early detection and 

prompt treatment, may be the cornerstone of reducing the risk of cervical cancer and 

improving outcomes. Understanding the specific obstacles to such preventive 

measures within correctional facilities may therefore be a key public health imperative. 
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2.5.2 Breast cancer 

In the South African context, breast cancer is the most frequently diagnosed female 

cancer, exhibiting a leading age-standardised incidence rate (ASR) of 47.8 per 

100,000 women (Ferlay et al., 2024). This pattern was also reflected in detailed 

national data, which also reveals significant racial disparities (National Cancer 

Registry, 2022). For breast cancer, Black women have a lower reported ASR (20.81 

per 100,000) compared to their Coloured (48.36), Asian (54.61), and White (88.68) 

counterparts (National Cancer Registry, 2022). 

Despite a lower overall incidence of breast cancer, mortality rates among Black 

women, those from low-income backgrounds are thought to be significant (Tshabalala 

et al., 2023). For instance, over 70% of patients are diagnosed at an advanced stage, 

a situation that mirrors incarcerated women in facilities like Westville Correctional 

Centre (Almuhtaseb & Alby, 2021; Joffe et al., 2018; Omotoso et al., 2023; Pickett et 

al., 2018).  

The Globocan (2022) and South African National Cancer Registry (2017) data 

describe the prevalence of breast cancer in South Africa. In 2022, it was estimated 

that there were approximately 40,000 to 45,000 women who had been diagnosed with 

breast cancer in the past five years in South Africa (Ferlay et al., 2024; National Cancer 

Registry, 2022). The one-year prevalent cases, representing women alive who had 

been diagnosed in the past year, were estimated to be between 15,000 and 20,000 

(National Cancer Registry, 2022). This high prevalence is consistent with 2017 data, 

which identified breast cancer as the most common cancer among South African 

women, accounting for 23.11% of all female cancers and an Age-Standardised 

Incidence Rate (ASR) of 35.35 per 100,000 women (Ferlay et al., 2024; National 

Cancer Registry, 2017). On a global scale, while Asia and Europe have the highest 

number of prevalent breast cancer cases, Africa's burden is substantial, reflecting the 

disease's widespread impact. Breast cancer has a higher overall prevalence, reflecting 

its status as the most diagnosed cancer. 

Women are more likely to develop breast cancer than men (Ferlay et al., 2024; Sung 

et al., 2021). Additionally, the risk of breast cancer increases with age, with most cases 

being diagnosed in women aged 55 and older (Phaswana-Mafuya & Peltzer, 2018; 
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Sung et al., 2021). Family history and genetic factors also play a significant role in 

breast cancer risk, with 5-27% of cases being attributed to such factors (Hamdi et al., 

2021). Environmental and lifestyle factors account for the majority of breast cancer 

risk (Dare et al., 2021; Hamdi et al., 2021; Srinath et al., 2023; Sung et al., 2021). 

Drugs and substance abuse that may interfere with the function of the endocrine 

system, have also been implicated as potential contributors to breast cancer risk 

(Dahlman et al., 2021). Cumulative and sustained exposure to estrogen, either through 

reproductive factors or exogenous sources, is also cited as a well-established risk 

factor for breast cancer in women (Kim & Munster, 2025; Starek-Świechowicz et al., 

2021). Additionally, other independent risk factors, including smoking and HIV 

infection, are more common among incarcerated women (Acheampong et al., 2021; 

De Luget et al., 2022; Musonda et al., 2022).  

2.6 HEALTHCARE SERVICES IN CORRECTIONAL FACILITIES GLOBALLY 

Globally, approximately 11 million people live in correctional facilities, with more than 

30 million moving between their communities and correctional facilities annually (Da 

Costa et al., 2022). Female offenders represent about 6% of the global population of 

11 million offenders (Da Costa et al., 2022). In 2021, the United States had the highest 

rate of incarceration globally, with 350 and 192 offenders per 100,000 population in 

correctional facilities (Fair & Walmsley, 2024). As a result, millions of Americans obtain 

healthcare services each year within correctional facilities (Fair & Walmsley, 2024). 

The high recidivism rate highlights the crucial role of correctional facilities as a de facto 

source of health care (Alper et al., 2018). For example, in 2005, offenders released 

from 30 United states of America were arrested many times in the next nine years, 

showing how correctional facilities unintentionally become a permanent home for a 

transient population that otherwise lacks access to consistent providers and continuity 

of healthcare (Alper et al., 2018). 

Healthcare services in correctional facilities around the world vary significantly based 

on the country, region, resources available, and the legal framework governing 

healthcare for incarcerated individuals (Association for the Prevention of Torture, 

2024; Commission for Gender Equality, 2017; 2018; South African National Preventive 

Mechanism, 2024). While it is a fundamental human right, access to healthcare in 

correctional facilities can vary greatly in terms of both quality and scope of services 
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offered (Da Costa et al., 2022). Standards of healthcare service differ between 

countries, with some nations having well-established healthcare systems within 

correctional facilities, while others struggle due to limited resources or infrastructure 

(Da Costa et al., 2022). The majority of correctional facilities globally face challenges 

such as overcrowding, inadequate funding, lack of trained medical staff, and limited 

access to essential medicines and equipment, impacting the quality of healthcare 

services available to offenders (Mendulo & Chiumia, 2023). 

The state of correctional facilities, healthcare services and status in Africa’s 54 

countries, South African included, calls for comparative investigation and immediate 

reformative actions to remedy the situation (Association for the Prevention of Torture, 

2024; Ikaneng, 2024; Nweze et al., 2021; van Hout, 2023). Out of the eleven million 

people in correctional facilities globally, one million is in African correctional facilities 

(Association for the Prevention of Torture, 2024). One of the main reasons for the 

increase in the number of offenders in African correctional facilities is the large number 

of offenders awaiting trial (Sarkin, 2019). This represents almost 42% of the offender’s 

population in Africa, above the global average of 27 percent (Sarkin, 2019). 

Cancer is an illness that is not well researched among those who are incarcerated or 

have been incarcerated in the past (Escobar & Plugge, 2020; Manz et al., 2021). Yet, 

the most common cause of death for those who have served time has been identified 

to be cancer (Manz et al., 2021). The quality of cancer prevention and screening 

services provided to incarcerated individuals is poorly understood, and if cancer is 

discovered, the data required to evaluate and enhance the provision of cancer 

healthcare is lacking (Armes et al., 2024; Mendulo & Chiumia, 2023). As a result, little 

may be known about the cancer healthcare received by individuals with a criminal 

record, particularly those who re-enter the correctional system (Phaswana-Mafuya & 

Peltzer, 2018). Thus, tracking the healthcare service received and obtaining results 

may not be done through any formalised processes, and may prove to be impossible 

(Phaswana-Mafuya & Peltzer, 2018). 

There are recommendations for cervical and breast cancer prevention and control 

measures. The recommendations support early healthcare screening as a preventive 

measure, emphasise the value of health education in any programme aimed at 

preventing cancer and point to lack of knowledge as a key obstacle to success (Castle 
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et al., 2021; Dare et al., 2021; Denny & Kuhn, 2017). The recommendations also stress 

the value of non-governmental organisations’ (NGOs) participation and cross-

organisational cooperation (Lesmana et al., 2025). The demand for cancer prevention 

services in South African correctional facilities and the supply of those services could 

be reconciled with the aid of these organisations. 

Therefore, this study may directly address this critical gap by systematically 

investigating the availability, quality, and barriers to cervical screening and breast 

cancer healthcare services within a South African correctional facility, thereby 

generating the essential data needed to inform remedial actions and improve cancer 

care for the vulnerable, underserved population. 

2.7 NATIONAL HEALTHCARE POLICIES IN SOUTH AFRICA 

The right to health care for all South Africans, which is enshrined in Section 27 of the 

Constitution, is implemented in the national healthcare system for offenders by the 

National Health Act (No. 61 of 2003). The law expressly empowers the state to 

establish a national health system and to implement a policy that includes the provision 

of healthcare services to both convicted and pending offenders (Busco, 2024). The 

Correctional Services Act 111 of 1998 stipulates that the DCS provide adequate 

healthcare services to all offenders so that they can lead a healthy life (van Hout & 

Mhlanga-Gunda, 2019). Historically, the Department of Correctional Services, which 

is responsible for the health of offenders, has provided services separately from those 

offered by the NDOH, which caters to the general population (Department of 

Correctional Services, 2022). Although South Africa's healthcare system is typically 

described as a dual system combining the private and public health sectors 

(Jarbandhan et al., 2023), the DCS healthcare system currently operates arguably the 

third-largest healthcare provider in the nation, delivering care to more than 143,223 

offenders (Department of Correctional Services, 2022). 

 

South Africa has implemented various healthcare policies to address the critical issue 

of cervical screening and breast cancer healthcare for all women (Tshabalala et al., 

2023). Cervical cancer is a significant concern in Africa, with over 80% of new cases 

diagnosed in the region (Ferlay et al., 2024; Sung et al., 2021). Unfortunately, 

screening and prevention efforts have been hampered by a lack of resources, 
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infrastructure, and trained healthcare workers (Mendulo & Chiumia, 2023). Although 

for the past decade there has been an availability of both public and private-sector 

preventative screening for cervical and breast cancer, South Africa has not yet had an 

effective population-wide screening programme that is also inclusive of incarcerated 

women (Musonda et al., 2022; Sobuwa, 2025). 

The government has made efforts to expand and strengthen the National Cervical 

Cancer Prevention Programme and the National Breast Cancer Control Programme 

to improve access to screening and treatment services for all women, including 

incarcerated women (South African Department of Health, 2021; van Hout, 2023). 

These initiatives aim to increase the availability of Pap smears, HPV testing, and 

breast exams within healthcare facilities, as well as facilitate referrals and follow-up 

care for those requiring further diagnostic tests or treatment (Denny et al., 2023; Denny 

& Kuhn, 2017; Tshabalala et al., 2023). The establishment of effective cervical 

screening within correctional facilities is in theory dependent upon a well-functioning 

national screening programme. It may therefore be assumed that the documented 

weaknesses and slow progress of the community-based system in South Africa are 

likely mirrored, and potentially intensified, within the DCS context.  

In addition to cervical cancer, the South African government has also recognised the 

importance of breast cancer healthcare services for incarcerated women (Association 

for the Prevention of Torture, 2024; Commission for Gender Equality, 2018; Kelly et 

al., 2018). The National Breast Cancer Control Programme has been implemented to 

increase awareness, promote early detection, and ensure access to diagnostic and 

treatment services for all women, including those in the correctional facilities (South 

African Department of Health, 2022). Existing research studies also reveal significant 

disparities in access to and utilisation of cervical screening and breast cancer 

healthcare services among incarcerated women in Africa (Mendulo & Chiumia, 2023). 

While some correctional facilities may offer opportunistic screening during routine 

medical visits, coverage and uptake remain low (Pickett et al., 2018). The low 

coverage is likely due to a combination of logistical challenges, insufficient resources, 

lack of awareness and prioritisation, and sociocultural barriers (Mendulo & Chiumia, 

2023). 
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These healthcare policies have been supported by various initiatives, such as the 

deployment of mobile screening units to correctional facilities, the training of 

healthcare workers within the correctional system, and the integration of cancer 

screening into routine primary healthcare services for incarcerated individuals 

(Sobuwa, 2025). However, the implementation of these healthcare policies has faced 

significant challenges. Critics argue that the deployment of mobile screening units and 

the integration of cancer screening into primary care services within correctional 

facilities may be insufficient to address the complex barriers faced by incarcerated 

women in accessing preventive healthcare (Busco, 2024; Omotoso et al., 2023). 

Incarcerated individuals often have limited autonomy and face additional social, 

financial, and logistical barriers that can hinder their ability to actively engage with and 

navigate the healthcare system (Ikaneng, 2024; van Hout, 2023). Furthermore, the 

training of healthcare workers within the correctional system may be hampered by 

resource constraints and competing priorities that limit the effectiveness of these 

initiatives (Commission for Gender Equality, 2024; Department of Correctional 

Services, 2024). 

Although the South African Government recognises the need for a collaborative 

approach in correctional healthcare services between the DCS and the NDH, practical 

integration remains limited (Commission for Gender Equality, 2017, 2018). Progress 

was held back by a long-standing deadlock, mainly over funding responsibilities and 

allocation of resources (Topp et al., 2019), Consequently, the prevailing model relies 

on a fragmented system of referrals, with offenders being transferred to public tertiary 

institutions for specialised care rather than a seamless integrated service 

(Commission for Gender Equality, 2017, 2018). In view of this impasse and the limited 

internal capacity of the DCS, recommendations were made to the DCS to actively 

develop partnerships with NGOs (Commission for Gender Equality, 2024). This 

cooperation is considered a key strategy for leveraging external expertise and 

resources to address the specific health needs of the female offenders. 

Effective implementation of healthcare policies for incarcerated women in South Africa 

may depend on overcoming systemic barriers and building up substantial inter-service 

cooperation. However, the exact mechanisms by which these systemic failures 

translate into documented disproportionately high rates of precursors to cervical 
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cancer and invasive diseases in this population have not been empirically established. 

In this study, the critical dynamic and direct correlation between policy implementation 

gaps and the health outcomes of incarcerated women will be explored. 

2.8 CLASSIFICATION AND STAGING OF CERVICAL CANCER IN SOUTH 

AFRICA 

In South Africa, the management of cervical cancer is guided by a dual framework of 

cytological classification and clinical staging to direct diagnosis and treatment 

(Department of Health, 2023; South African Department of Health, 2021). The primary 

and preferred screening method for early detection of cervical cancer is liquid-based 

cytology (LBC), which identifies precursor lesions using the Bethesda System for 

reporting (Chebib et al., 2015; Pangarkar, 2022).This system categorises findings as 

Negative for Intraepithelial Lesion or Malignancy (NILM), Atypical Squamous Cells of 

Undetermined Significance (ASC-US), Low-Grade Squamous Intraepithelial Lesion 

(LSIL), or High-Grade Squamous Intraepithelial Lesion (HSIL), with the latter carrying 

a greater risk of progression to invasive carcinoma (Chebib et al., 2015; Pangarkar, 

2022). The detection of high-grade lesions enables timely intervention through ablative 

or excisional procedures, effectively preventing the development of invasive cancer 

(Chebib et al., 2015; Pangarkar, 2022).  

South Africa also adheres to the International Federation of Gynaecology and 

Obstetrics (FIGO) staging system for confirmed cases (South African Department of 

Health, 2021). This classifies disease progression from Stage I (confined to the cervix) 

to Stage IV (distant metastasis), which directly informs treatment strategies, ranging 

from surgery for early-stage disease to chemoradiation for advanced stages (South 

African Department of Health, 2021).  

Notably, global and national guidelines are increasingly prioritising primary high-risk 

HPV (hr-HPV) DNA testing due to its superior sensitivity over cytology alone for 

detecting precancerous lesions (South African Department of Health, 2021; WHO, 

2021). Persistent infection with hr-HPV types, particularly 16 and 18, is the principal 

driver of oncogenic progression. However, types 33, 35, 45, 52, and 59 are emerging 

as clinically significant in the South African context. Therefore, South Africa's 

integrated approach, which combines advanced screening technologies with 
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standardised histological and clinical frameworks, is critical for enabling early 

detection, guiding appropriate treatment, and ultimately reducing the national burden 

of cervical cancer. 

2.9 CONCLUSION 

In summary, this literature review highlights that incarcerated women represent a 

population with a high burden of risk factors for cervical and breast cancer, yet they 

are situated within a National DCS healthcare system characterised by systemic 

inadequacies. Despite a robust policy framework in South Africa mandating equitable 

healthcare, the implementation of essential cancer prevention services remains 

inconsistent and poorly documented. The application of Andersen’s Behavioural 

Model provides a valuable lens through which to analyse the predisposing, enabling, 

and required factors that determine healthcare utilisation in this context. Collectively, 

the evidence underscores a critical gap, a severe lack of focused research on the 

specific availability, accessibility, and quality of cervical screening and breast cancer 

healthcare services for incarcerated women in South Africa, which this study aims to 

address. 
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CHAPTER THREE 

METHODOLOGY 

3.1 INTRODUCTION 

This chapter describes the research methodology used to investigate the status of 

cervical screening and breast cancer healthcare services in a correctional institution. 

The research design, paradigm, setting, sampling strategy, data collection 

procedures, analytical methods, and ethical considerations are detailed herein. 

A mixed-methods approach, integrating both quantitative and qualitative 

methodologies, was adopted for this study. This design was deemed most appropriate 

to comprehensively address the research problem, as it facilitated the collection of 

robust statistical data while simultaneously providing contextual depth by exploring the 

lived experiences and perceptions of the participants (Asenahabi, 2019; Sakyi et al., 

2020). The quantitative component sought to quantify the availability and utilisation of 

services, while the qualitative component explored how incarcerated women and 

healthcare workers perceive the provision of these services within the Westville 

Correctional Facility. 

 

The validity and reliability of the quantitative questionnaires (Appendices G1 and G2) 

and the qualitative interview guide (Appendix H) were ensured through triangulation. 

By utilising a variety of viewpoints, the researcher sought to increase the dependability 

of the research findings, eliminate bias, and lower the possibility of missing data. To 

ensure that conclusions did not rely on a single dataset, the researcher employed data 

triangulation; data was collected on different days and across different sections of the 

Westville Correctional Facility over the course of one month. Finally, to validate results 

by comparing findings across several methods, the researcher used methodological 

triangulation, which combines qualitative and quantitative research approaches. 

 

The subsequent sections of this chapter elaborate on the pragmatic research 

paradigm that guides this mixed-methods inquiry, the study setting, the sampling 

processes for both phases, the specific instruments and procedures for data collection, 

and the plans for integrated data analysis. 
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3.2 STUDY DESIGN 

Research design is a fundamental aspect of any study, as it provides a structured 

framework for transforming research aims and objectives into a coherent and 

actionable project (Asenahabi, 2019; Creswell & Creswell, 2018). The research design 

decides on the strategy the researcher chooses to utilise on different components of 

the study together in a logical way, thereby ensuring that it effectively addresses the 

research problem (Asenahabi, 2019, Creswell & Creswell, 2017). Moreover, the choice 

of research design depends on the research aim; therefore, this study utilised a cross-

sectional descriptive survey with a retrospective data collection approach. Data 

collection functioned as a single-point snapshot (Asenahabi et al., 2019). In principle, 

a good research design must fulfil the ultimate rationale of translating research 

problems into data for analysis to provide answers to a research study aims and 

objectives (Asenahabi et al., 2019). 

This research study employed a cross-sectional, mixed methods design to 

comprehensively assess cervical and breast cancer services at Westville Correctional 

Facility. The rationale for employing a mixed-methods design was to enhance validity 

by cross-verifying findings from multiple data sources and broadening the research 

scope by exploring different dimensions of both qualitative and quantitative 

approaches. This design was particularly useful for understanding the status of 

healthcare delivery, the prevalence rates of cervical and breast cancer, and the 

perceptions of healthcare workers, where understanding both statistical trends and 

human experiences was essential. 

3.2.1 Quantitative Arm of the Study (Retrospective Laboratory Data) 

This dual methodological approach was complemented by a retrospective review of 

National Health Laboratory Services (NHLS) Central Data Warehouse (CDW) 

database using a data collection tool (Appendix I) to establish historical screening 

rates, and both cervical and breast cancer prevalence within the correctional facility. 

The data for the retrospective arm of the study were purposefully collected to establish 

the prevalence of cervical and breast cancer at Westville Correctional Facility over a 

ten-year period (2013–2022). 
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3.2.2 Quantitative arm of the study (Incarcerated women) 

This quantitative component of the study involved a questionnaire administered to 

incarcerated women by the researcher under the supervision of facility guards. This 

was done to collect demographic data, as well as detailed information regarding 

knowledge, perceptions, and self-reported cervical screening history both prior to and 

during incarceration. Participants were randomly selected for the study, and those who 

chose to take part provided written informed consent (Appendices E1 and E2). The 

tools utilised for the quantitative data collection arm of the study can be found in 

Appendix G1 and G2 respectively. 

3.2.3 Qualitative Arm of the Study (Healthcare Workers) 

Concurrently, the qualitative strand utilised purposive sampling to conduct in-depth 

interviews with healthcare providers, exploring perspectives on structural and service 

delivery barriers using the interview guide (Appendix H). 

Qualitative research, rooted in sociological inquiry, involves collecting descriptive data 

such as participants' own spoken or written words and observable behaviours, 

followed by in-depth analysis (Asenahabi, 2019; Asenahabi et al., 2019). Qualitative 

studies are particularly appropriate for examining healthcare services through 

interview-based designs that yield rich, detailed descriptive data (Pyo et al., 2023; 

Renjith et al., 2021). The rationale for employing a qualitative research design in this 

study was the paucity of data on cervical screening and breast cancer healthcare 

services among incarcerated women in South Africa. Consequently, it was imperative 

to explore and understand the factors influencing healthcare delivery at Westville 

Correctional Facility. This design focuses on eliciting insights from individuals' lived 

experiences and their interpretations thereof, including how healthcare providers 

perceptions of healthcare services may diverge from those in the broader community 

(Pyo et al., 2023; Renjith et al., 2021). Essentially, the qualitative component in this 

study provided the contextual depth required to comprehend the complex realities of 

healthcare delivery within correctional settings. 
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While the qualitative part determined the why and how of the provision of services, the 

quantitative component identified the broad patterns and trends, through determining 

the what, how much, and to what extent (Asenahabi, 2019; Sakyi et al., 2020). For 

example, the questionnaires administered to incarcerated women generated 

standardised, measurable data on the prevalence of knowledge gaps, the frequency 

of screening uptake, and the distribution of perceptions across the population 

(Asenahabi, 2019; Asenahabi et al., 2019; Sakyi et al., 2020). Concurrently, the 

retrospective analysis of NHLS laboratory data provided an objective, longitudinal 

measure of actual screening rates and cancer prevalence within the facility over a ten-

year period. Together, these quantitative methods yielded generalisable statistics and 

objective benchmarks that quantified the scope of the problem, identified key trends, 

and provided a factual baseline against which the rich, contextual insights from the 

qualitative interviews can be understood and validated. To identify general patterns, 

qualitative inquiry provided the contextual depth necessary to understand the complex 

realities of healthcare delivery in correctional facilities. 

3.3 STUDY SETTING 

A study setting can be defined as a place where the data is collected (Creswell & 

Creswell, 2017). Researchers conduct studies in their natural setting, attempting to 

make sense of or interpret phenomena in terms of the meanings that research 

participants bring to the study (Creswell & Creswell, 2017). This involves going out to 

the participants or field of study, gaining access, and collecting information (Creswell 

& Creswell, 2017). 

For this research study, data was collected at Westville, female correctional facility, 

which is located at Dawn Cliffe, Westville, KwaZulu-Natal, South Africa. The Westville 

Correctional Facility is one of the largest in South Africa, with several wards including 

a medium security, maximum security, and a female offenders wing. It is the only 

correctional facility located in Durban Westville area (Department of Correctional 

Services, 2022) and it is designed to house 250 offenders; however, overcrowding is 

a frequent occurrence in it (Department of Correctional Services, 2022). A letter 

requesting permission to conduct the study was sent to the DCS (Appendix A1), and 

approval was granted (Appendix A2) by DCS. Prior to data collection, the researcher 
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obtained permit letter (Appendix A3) from the Westville correctional facility manager 

to gain access to the facility.  

3.4 STUDY SAMPLING PROCESS 

According to Johnson and Christensen (2017) the sampling process is defined as the 

identification of the population to be studied and the selection of the appropriate 

sampling frame (Johnson & Christensen, 2024). The term population refers to the 

broader population to which the researcher generalises the findings of the study 

(Johnson & Christensen, 2024). The term sample is utilised for a group of elements 

taken from a larger population, while the term element refers to a basic unit taken from 

the population (Asenahabi et al., 2019; Johnson & Christensen, 2024). In contrast, a 

sample frame refers to everything within a population (Asenahabi et al., 2019; Johnson 

& Christensen, 2024). The sampling frame is considered larger than the sample 

because some participants may choose not to participate or may not be available 

(Asenahabi et al., 2019; Johnson & Christensen, 2024). Sampling is extremely 

important since, in most cases, it is not possible to research the entire population.  

The sample population for this study consisted of incarcerated women and healthcare 

workers. The Westville Correctional facility female wing comprised of 264 sentenced 

females (Commission for Gender Equality, 2018). The included healthcare workers 

had worked at the correctional facility for more than a year. The facility’s clinic 

comprised of five healthcare workers including the sister in-charge.  

3.4.1 Quantitative Arm of the Study (Retrospective Laboratory data) 

The retrospective data, on the rate of cervical screening and prevalence of cervical 

and breast cancer in Westville Correctional Facility for the period between 2013 and 

2022, was collected from NHLS Central Data Warehouse (CDW). The researcher 

sought gatekeeper permission from Academic Affairs and Research Management 

Service (AARMS) (Appendix B1) and permission was granted by AARMS (Appendix 

B2). Data was collected using the cytology laboratory data collecting tool that provides 

variables to be included in the data collection (Appendix I). To ensure anonymity and 

maintain confidentiality, patient-identifying accession numbers from the Laboratory 

Information System (LIS) were replaced with a unique, de-identified code sequence in 
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A panel of six experts was chosen for piloting the questionnaire. It included two 

incarcerated women, two healthcare workers from Westville Correctional Facility and 

two laboratory practitioners from NHLS, together with the researcher. The data 

collected during the pilot sessions was used only to refine the questionnaire and was 

not included in the study. The questionnaire included sections pertaining to the 

participants’ demographic profiles, their perceptions and knowledge of cervical 

screening, cervical and breast cancer, and self-reported screening behaviour prior and 

during incarceration. 

3.4.3 Qualitative Arm of the Study (Healthcare Workers) 

The data for the qualitative aspect of this research study was on structural and 

organisational issues, in terms of how they impact delivery and the provision of cervical 

screening and breast cancer services. It was collected amongst the five HCWs 

employed at the Westville Correctional Facility. Data saturation was reached when all 

five HCWs were interviewed individually (Renjith et al., 2021). The goal of this 

qualitative study was to provide a range of perspectives on the topic (Renjith et al., 

2021). Rather than seeking statistical generalization, the researcher aimed to uncover 

and describe the healthcare workers' (HCWs) distinct perceptions and experiences 

(Pyo et al., 2023). Furthermore, conducting too few interviews could result in 

superficial or repetitive findings (Pyo et al., 2023). 

For qualitative research, a sample size can be determined by data saturation or pre-

determined falling into the 5-25 participant range (Pyo et al., 2023; Renjith et al., 2021). 

Five participants made up the sample size for the qualitative component of this 

research study. The concept of information power was introduced by Malterud et al. 

(2015) as a pragmatic guiding principle, arguing that the more information power the 

sample provides, the smaller the sample size should be, and vice versa (Malterud et 

al., 2016). Moreover, the researcher noted that, by the fifth interview, no new concepts 

or information emerged, confirming that saturation had been reached.  

One-on-one interviews were used to gather HCWs’ perceptions pertaining to structural 

and organisational issues in Westville Correctional Facility in terms of how they impact 

the delivery and provision of cervical cancer screening and breast cancer services 

(Interview guide: Appendix H). The interviews took about 30 to 45 minutes; responses 
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were handwritten by the researcher due to strict rules and regulations within the 

correctional facility that prohibited the use of cell phone and recording devices within 

premises. Transcription began at the beginning of the interviews. The interviews’ 

transcription notes were stored in access-controlled location where only the 

researcher had access. Only official HCWs who have worked in the correctional facility 

for more than a year and have signed informed consent (Appendix F) were interviewed 

for the research study. The researcher ensured that private HCWs information was 

kept confidential and informed the participants of the right to withdraw from the study 

without any penalty should they wish to do so. The study was conducted over a period 

of one month. 

3.4.4 Inclusion Criteria for Cross-Sectional data. 

The research study included the following individuals:  

i. Women aged 18 to 49 years who had been incarcerated for at least one year, 

and those with a current or previous cancer diagnosis were eligible. 

ii. Official healthcare workers who had been employed at the facility for more than 

one year. 

The informed consent for incarcerated women can be found on Appendix E (Appendix 

E1 English and E2 IsiZulu), while the healthcare workers informed consent can be 

found on Appendix F. 

3.4.5 Exclusion criteria 

The following participants were excluded from the study: 

i. Incarcerated women who were known at the facility to be severely 

mentally ill or cognitively impaired, and therefore unable to provide 

informed consent. Facility wardens assisted in identifying individuals 

who were ineligible for this reason. This category also included 

incarcerated women whose participation was deemed a significant risk 

to their safety or well-being. 

ii. Incarcerated women who were awaiting sentencing.  

iii. Incarcerated women who had previously participated in a similar study, 

to avoid bias. 
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iv. Healthcare workers (HCWs) who had been employed at the facility for 

less than one year. The sister-in-charge directly assisted in identifying 

eligible HCWs and provided the researcher with their employment 

histories. 

3.5 RECRUITMENT OF PARTICIPANTS 

3.5.1 Retrospective Data 

Anonymised retrospective data on cervical screening rates and prevalence of cervical 

and breast cancer in Westville Correctional Facility from 2013 to 2022 was collected 

from the NHLS Central Data Warehouse (CDW). Permission was obtained through 

the Academic Affairs and Research Management Service (AARMS) (Appendix 

B1/B2). 

Data were collected using a cytology laboratory data collection tool (Appendix I), with 

accession numbers used as patient identifiers to maintain confidentiality and 

anonymity. A corresponding order of numbers was used when entering data into 

Microsoft Excel spreadsheets. The collected data was stored on a password-protected 

computer in an access-controlled environment. 

3.5.2 Incarcerated women 

Finding possible research participants and informing them to ascertain interest in 

taking part in a proposed study constitute the recruitment process (Manohar et al., 

2018). Additionally, the total success of the research project depends on the 

recruitment and retention of the study population (Manohar et al., 2018). Potential 

participants for the quantitative arm of the study were recruited through information 

sessions conducted by the researcher and a counsellor during times when offenders 

congregate, such as mealtimes, following approval from the Westville Correctional 

Facility manager (Appendix A3). 

Incarcerated women between 18-49 years of age who had been incarcerated for at 

least one year were approached following proper protocols. Participants were given 

an information letter (Appendix C) in their preferred language (English or IsiZulu) that 

explained the study's aims, objectives, importance, and benefits. For illiterate and non-
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English speaking participants, the information letter was read aloud, followed by a 

question-and-answer session for clarity. Women who were known to be severely 

mentally ill or cognitively impaired, those who had already participated in similar 

studies and those whose participation posed a significant risk to their safety were 

excluded.  

The researcher worked closely with the facility’s officials to ensure that the study 

aligned with the DCS policies and to safeguard the rights and well-being of this 

vulnerable population.  

3.5.3 Healthcare workers 

The correctional facility's healthcare centre consisted of five HCWs, including the 

sister-in-charge. The researcher collaborated with the sister-in-charge to identify 

potential HCWs who met the eligibility criteria of having worked there for more than 

one year. Formal invitations were sent through official channels for organised 

information sessions. During these sessions, the study's purpose, procedures, 

potential benefits, and risks were explained using an information letter (Appendix D). 

All five HCWs were eligible and participated in individual interviews for the qualitative 

arm of the study. 

3.6 DATA COLLECTION INSTRUMENTS AND STUDY MEASURES 

This section details the specific variables and data points collected for the research 

study.  

3.6.1 Retrospective Laboratory Data 

The data extraction from the NHLS CDW focused on the following variables: 

i. Rates of cervical screening conducted. 

ii. Prevalence of cervical and breast cancer. 

iii. Incidence of precancerous lesions. 

3.6.2 Quantitative measures (Data from incarcerated women) 

The questionnaire for incarcerated women captured data across several domains: 
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i. Demographic Profile. 

Sex, age, race, nationality, marital status, and highest level of education. 

ii. Healthcare Profile of incarcerated women. 

Knowledge of cervical and breast cancer screening, self-reported history of 

screening uptake prior to and during incarceration, and factors related to gender 

inequality. 

iii. Cancer Knowledge and Perception. 

Knowledge of symptoms, prevention methods, and treatment options for 

cervical and breast cancer, as well as the perceived stigma. 

3.6.3 Qualitative Themes and Trustworthiness (Data from healthcare 

Workers) 

a. Qualitative Themes  

The interview guide for healthcare workers was designed to explore themes related to 

structural and organisational issues impacting the delivery and provision of cervical 

screening and breast cancer healthcare services within the correctional facility.  

b. Trustworthiness in Qualitative Research  

Credibility  

The researcher ensured that the interview guide accurately reflected the healthcare 

workers' experiences by spending sufficient time with individual participants to gain 

deeper insights. Each interview lasted 30 to 45 minutes. Participants were debriefed 

about the research study during an information session prior to the commencement of 

the interview. For consistency, the researcher conducted all interviews. 

Transferability  

Transferability was achieved through detailed descriptions, contextual information, 

and participants' individual narratives, including their age, years of work experience, 

perspectives, and educational backgrounds. 
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Confirmability  

Confirmability is one of the key criteria used to establish trustworthiness in qualitative 

research. It refers to the degree to which research findings are shaped by the 

participants' contexts rather than the researcher’s biases or perspectives. To ensure 

the confirmability of the research data, the researcher maintained detailed 

documentation of all raw data, including transcription notes and notes from information 

sessions. The researcher also ensured the triangulation of data by conducting 

individual interviews with HCWs and integrating the interview findings to reduce the 

risk of the results reflecting only a single viewpoint. Additionally, the confirmability of 

the data collection process was supported by sharing written interpretations with 

participants. This allowed them to confirm the accuracy of the conclusions, which 

enhances credibility and, by extension, confirmability. 

Dependability  

Dependability in qualitative research refers to the stability, consistency, and 

transparency of research findings over time, ensuring that results are trustworthy and 

can be understood in context. Dependability focuses on documenting research 

processes transparently so that variations in findings can be traced and explained. 

This ensures that research findings are consistent and grounded in the research data 

rather than influenced by external factors or researcher bias.  

 

The researcher kept detailed records of data collection methods and data 

interpretation to maintain an audit trail. Clearly outlined research procedures—such as 

sampling methods, data collection tools using a structured interview guide (Appendix 

I), open-ended questions, and adequate interview times allocated to individual 

HCWs—enhanced consistency and replicability. Also, data were reanalysed at 

different points in time to ensure consistency in interpretation. This process involved 

analysing a portion of the data, taking a break, and then reanalysing it to ensure 

stability. 
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3.7 DATA MANAGEMENT AND ANALYSIS 

3.7.1 Quantitative Arm of the Study (Incarcerated women) 

Quantitative data analysis was conducted using IBM SPSS Statistics version 29. 

Descriptive statistics (frequencies and crosstabulations) were computed to summarise 

the socio-demographic, knowledge, and perception data collected via cross-sectional 

questionnaires. Inferential analyses, including Chi-square tests, were employed to 

examine associations between key variables. Adjusted residuals were calculated to 

identify significant cell contributions in contingency tables. 

3.7.2 Quantitative Arm of the Study (Retrospective Laboratory Data) 

The retrospective quantitative data from the NHLS were analysed descriptively to 

determine cervical screening rates and cancer prevalence over the ten-year period. 

Crosstabulations and association tests were also performed on the cytological data. 

All electronic data, including Microsoft Excel spreadsheets and SPSS files, were 

stored on access-controlled systems accessible only to the researcher and statistician. 

Physical documents and interview transcripts were stored securely under lock and 

key.  

3.7.3 Qualitative Arm of the Study (Healthcare Workers) 

For the qualitative data, interviews were manually transcribed due to the prohibition of 

electronic recording devices within the correctional facility. A thematic analysis was 

guided by a modified version of Andersen’s Behavioural Model for health service use, 

focusing on the predisposing, enabling, and need factors that influence healthcare 

utilisation. This framework helped to systematically categorise healthcare workers' 

perspectives on structural and organisational barriers to service delivery. 

Braun and Clarke’s (2022) reflexive thematic analysis approach was used to analyse 

the data. This method allowed the researcher to identify patterns and themes while 

maintaining awareness of personal biases and perspectives that may affect data 

interpretation. To document these reflections, the researcher maintained transcription 

journals throughout the analysis. 
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Six steps of reflexive thematic analysis were utilised: data familiarisation, generating 

initial codes, searching for themes, reviewing and defining themes, and finally, 

producing the report. This reflexive approach allowed the researcher to gain a deep 

understanding of the data content, label relevant features relating to the research 

questions, and organise codes into potential themes that capture significant patterns. 

 

The approach was also significant because it allowed the researcher to refine research 

themes, ensure accurate representation of coherent data, and integrate themes with 

relevant literature to produce clear findings. 

3.8 ETHICAL CONSIDERATION 

Ethical conduct in research involves adhering to guidelines that safeguard the rights, 

welfare, and dignity of participants (Abrar & Sidik, 2019). This study received full 

ethical approval from the Durban University of Technology Institutional Research 

Ethics Committee (IREC 240/23; Appendix K). Furthermore, gatekeeper permission 

was secured from the DCS (Appendix A2 & A3) and the Academic Affairs and 

Research Management Service (AARMS; Appendix B2). 

The following ethical principles were rigorously upheld throughout the research 

process: 

a. Informed Consent and Voluntary Participation  

Participation was entirely voluntary. Prior to data collection, all potential participants 

received a detailed information letter (Appendix C1, C2, and D) explaining the study's 

purpose, procedures, and their rights. Written and signed informed consent (Appendix 

E and F) was obtained from all participants. 

b. Confidentiality and Anonymity  

The confidentiality of all participants was preserved. Data were anonymised during 

collection, analysis, and reporting. Physical data, such as handwritten interview 

transcripts, were stored under lock and key, while electronic data were kept on 

password-protected, access-controlled systems. 



 41 

c. Minimisation of Harm and Respect for Autonomy 

The study design ensured that participants were not exposed to physical or 

psychological harm. Participants were treated with respect and dignity and were 

informed of their right to withdraw from the study at any time without penalty or loss of 

access to standard medical care. Interviews were conducted in a private setting to 

ensure a confidential and secure environment.  
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CHAPTER FOUR 

RESULTS 

4.1 INTRODUCTION 

This section of the dissertation presents the findings from the study that employed a 

mixed-methods approach to investigate the status of cervical screening and breast 

cancer healthcare services among incarcerated women at Westville Correctional 

Facility in KwaZulu-Natal, South Africa. Data were derived from three sources to 

ensure a comprehensive analysis. These were the quantitative data obtained from the 

questionnaire administered to incarcerated women, qualitative data from the 

correctional facility’s healthcare workers and lastly retrospective correctional facility’s 

laboratory data from NHLS CDW records.  

The primary aim was to comprehensively assess these services through quantitative 

surveys, qualitative interviews, and a review of retrospective laboratory data. 

The study was guided by the following specific objectives: 

• To investigate the status of cervical screening and breast cancer healthcare 

services among incarcerated women. 

• To evaluate the availability of healthcare infrastructure, resources, personnel, 

and organizational issues affecting service delivery. 

• To determine the rate of cervical cancer screening among incarcerated women 

over a ten-year period (2013–2022). 

• To evaluate the prevalence of cervical and breast cancer among this population 

over the same period. 

To address these objectives, data were derived from three sources, namely the 

quantitative questionnaires administered to incarcerated women, qualitative interviews 

with healthcare workers and retrospective data from the National Health Laboratory 

Services (NHLS). The findings are structured to reflect these components, beginning 

with the prospective quantitative and qualitative data, followed by the retrospective 





 44 

The sexual, reproductive, and cancer screening histories of the participants are 

detailed in Table 4.2. The length of incarceration varied, with most women (65.5%) 

having been incarcerated for 1-5 years. The rate of self-reported cervical cancer 

screening was notably low, with only 21.4% who had undergone a Pap smear during 

their incarceration. Furthermore, 43.4% of the participants had no history of cervical 

screening at any point, either prior to or during incarceration. Similarly, breast cancer 

self-examination reported was extremely low, with only 1.4% of participants who have 

had a mammogram, either before or during their time in the correctional facility. 

The cohort was characterised by a high prevalence of self-examination reported HIV, 

with over half of the women testing positive. Most participants had experienced sexual 

debut between the ages of 16-21, and nearly half of the cohort had two or fewer 

children. Sexual history was evenly distributed with a notable proportion of women 

choosing not to disclose their number of sexual partners. 
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4.2.2 Cervical and Breast cancer knowledge and perception 

The knowledge levels of incarcerated women regarding cervical and breast cancer are 

presented in Figure 4.1 and Figure 4.2, respectively. Knowledge of cervical cancer risk 

factors was poor. The number of participants that reported not to know any risk factors 

for cervical cancer was 44.6%. Among those who identified a risk factor, HPV infection 

was the most recognised at 22.3%. Knowledge of prevention was higher, with half of 

the women correctly identifying early screening as a key preventive measure. 

Furthermore, the majority accurately identified a Pap smear as the primary screening 

method. However, knowledge of HPV vaccination as prevention was very low. 

Knowledge of breast cancer was substantially poorer across all domains. As shown in 

Figure 4.1, a large number of women reported not to know the risk factors, symptoms, 

prevention methods, or correct screening method for breast cancer. 

 

Figure 4.1: The levels of cervical cancer knowledge among incarcerated women 
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Figure 4.2: The levels of breast cancer knowledge among incarcerated women 

Attitudes and perceptions regarding cancer within the correctional facility environment 

are summarised in Figure 4.3. On a personal level, most women stated they would 

support a friend diagnosed with cervical or breast cancer, indicating low personal 

stigma. 

However, perceptions of the institutional and social environment were remarkably 

different. When asked how a woman with cancer is treated in the correctional facility, 

only 15.2% believed that the correctional facility provides support while a significant 

proportion reported not knowing. Furthermore, nearly half of the participants felt they 

could not assess the quality of life for a cancer patient within the correctional facility. 

When comparing stigmas, opinions were divided, where 24.1% believed there is no 

stigma towards cancer, while 15.9% felt the stigma is less than that associated with 

HIV, and only 4.8% believed it is worse. 
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Figure 4.3: Cancer related attitudes, stigma, and perceived support levels 
among incarcerated women 

4.3 RETROSPECTIVE QUANTITATIVE LABORATORY DATA ANALYSIS 

4.3.1 Cervical Screening Rates 

The total number of Pap smear tests conducted within the facility during the ten-year 

study period from June 2013 to November 2022 was 1639. The screening coverage 

was contextualised against the correctional facility's population. The facility has a 

design capacity of 250 offenders; however, consistent with the national correctional 

services context, severe overcrowding was reported, with occupancy at times reaching 

150% of capacity to approximately 375 offenders. Based on these figures, the 

estimated crude screening rate among the incarcerated women over the ten years 

was 48.6%. 

An analysis of the temporal trend of testing, as illustrated in Figure 4.4, reveals that 

screening was not conducted as a consistent, routine programme. Instead, testing was 

highly sporadic, with noticeable peaks of activity followed by extended periods of very 

low activity. 
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Furthermore, statistically significant association was identified between cervix status 

and the presence of cultured pathogens (p=0.015). Sub-analysis revealed that 

cultures of Candida species were more prevalent in individuals with healthy cervix 

compared to those with other pathological conditions (See appendix M). The 

statistically significant association was also identified between cytological diagnosis 

and cervix status (p=0.001). 

Regarding age distribution of participants, the largest proportion was aged 36 years 

and above, followed by the 25-30-year age group. However, no statistically significant 

association was found between age and cervix conditions. 

A highly statistically significant association was observed between the clinical status 

of the cervix and the cytological diagnosis, post-hoc analysis of the data indicated that 

an inflamed cervix was more likely to have abnormal cells. 

Consistent with this finding, the distribution of cytological results stratified by cervical 

status is presented in Figure 4.5. The figure demonstrates that a clinically healthy 

cervix was strongly associated with a higher proportion of negative cytological results 

(Negative for Intraepithelial Lesion or Malignancy, NILM). In contrast, an inflamed 

cervix was associated with a greater proportion of atypical cellular findings, including 

Atypical Squamous Cells of Undetermined Significance (ASC-US) and Atypical 

Endocervical Cells. 

A detailed sub-analysis of the cytological results within each clinical category revealed 

important nuances. Among most cervix examinations that were classified as clinically 

healthy, cytology indicated that 72.5% were NILM. However, a substantial minority of 

27.5% of these healthy cervixes harboured an epithelial cell abnormality, ranging from 

ASC-US to High-Grade Squamous Intraepithelial Lesion (HSIL). Conversely, among 

the few cases with an inflamed cervix, the cytological result was negative (NILM) in 

55.8% (n=42) of cases, with 44.4% showing an abnormal result. 
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Figure 4.6: Socio-demographic profile of HCWs 

4.4.1 Enabling Resources: The Constrained Infrastructure of Care 

The most prominent theme was the severe limitation of enabling resources, which 

directly impacts the availability and accessibility of services.  

In assessing the environment within the correctional facility for the availability and 

accessibility of cervical screening and breast cancer medical services intended for the 

women who are incarcerated, in terms of the personnel, it was discovered that the 

facility operated on a skeleton staff, as Participant 1 stated: 

The facility has a clinic with only five professional sisters including myself. 

There are no available professional doctors on-site. The administrative and 

general duties are carried out by incarcerated women with no proper 

required training for these duties.  

This facility can only house patients with minor illnesses, such as flu, minor 

infections and wounds treatments. It can also accommodate the 

management of pregnant incarcerated women with basic prenatal 

healthcare needs; further management requires that offenders must be 

transferred to nearest hospitals for further testing such as scan and 

postpartum care. Limited access in healthcare service is due to logistical 

challenges, lack of transportation, and limited resources within correctional 

facilities. This hampers early detection of health issues, appropriate 
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monitoring of diseases, and the provision of necessary interventions 

(Participant 1). 

This lack of specialised personnel dictates the scope of care, confining it to minor 

ailments. 

The intricate and drawn-out referral procedure is also a significant obstacle to 

organisational policies and referral procedures. Participant 4 explained that:  

It takes days to process a hospital referral. Unless it’s an emergency, the 

internal processes to finalise a referral takes long. The issue is presented 

to the sister in-charge and the officer on duty must contact the correctional 

facility’s officials who are responsible for authorising offenders leaving the 

facility. After that then, they arrange officers to accompany offenders to 

referral hospitals (Participant 4).  

This systemic delay is a significant enabling barrier, discouraging timely care for non-

emergencies like cancer screening follow-ups. 

The equipment and infrastructure within the facility are insufficient to 

adequately support cervical screening and breast cancer medical services 

for incarcerated women. Participants 2 and 5 reported that: Patients with 

critical medical needs which require intense medical examinations such as 

breast exams, X-rays, colposcopy, and surgery to mention a few, are 

referred to the nearest referral hospitals (Participant 2). 

This clinic has limited infrastructure and resource, including insufficient 

medical facilities, lack of specialised equipment, and inadequate staff 

training, can compromise the quality of healthcare services provided within 

correctional facilities. Available equipment is in poor condition, and most is 

outdated, which makes it difficult to conduct general healthcare procedures 

(Participant 5). 

Therefore, if basic procedures prove difficult, the provision of advanced services such 

as mammography will be impossible in the field. Further interviews with healthcare 
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workers revealed that some procedures are available, but they are provided on a 

conditional basis. Participants 2 and 3 reported below:  

The Pap smears screening is available only when deemed necessary. 

Patients with abnormal results are referred to the nearest hospital as further 

treatment is not available within the facility (Participant 3).  

Further treatment and breast healthcare services such as mammograms 

and colposcopy are outsourced and not available at the facility’s clinic. 

Women who show cervical or breast cancer-like symptoms at the clinic are 

referred to King Edward Hospital (KEH) or Albert Luthuli Central Hospital 

for treatment (Participant 2).  

4.4.2 Predisposing Characteristics and Perceived Need: Shifting Beliefs and 

Health- Seeking Behaviour 

The interviews revealed how systemic failures shape the offenders’ predispositions 

and perceptions of their own healthcare needs. Due to the absence of enabling 

resources, the system has shaped offenders' attitudes and beliefs and has changed 

their views on health. Participant 1 described a profound shift:  

On the other hand, poor healthcare access within the correctional facility is 

perceived to have affected the offender’s attitude and health seeking 

behaviour to the extent that, offenders believe they deserve the lack of 

adequate medical attention. Incarcerated women see this as normal for 

offenders and most of all the offenders reported to have lost faith in the 

government’s capacity to provide medical support during incarceration and 

feel that they are undeserving of decent living and health standards, simply 

because they are offenders. (Participant 1). 

This internalised stigma appears to be a major predisposing barrier to seeking care. 

Compared to clinically evaluated needs, such as when a symptomatic breast lump 

leads to a referral, offenders are likely to perceive a low need for preventive screening 

due to the beliefs and the reactive nature of the system. If services are available “only 
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when deemed necessary” (Participant 3), this would reinforce a model that prioritises 

urgent care over prevention. 

4.4.3 Health Behaviour and Utilisation: A Reactive, Referral-Based Model 

The interaction of enabling and predisposing factors results in a specific pattern of 

health service utilisation. 

The utilisation pattern is characterised by fragmented and reactive care. Cervical 

screening is provided intermittently, while all diagnostic confirmations and treatments 

are outsourced. As Participant 2 stated: “Further treatment and breast healthcare 

services such as mammograms and colposcopy are outsourced... women... are 

referred to King Edward Hospital.” Participant 1 further stated that: 

Hospital referrals take time to process and are made only to the government 

hospitals. Even if offenders expressed interest to go to private hospitals for 

better treatment, this is not possible during their incarceration even if the 

offender or their family could meet the cost due to security concerns. 

(Participants 1). 

In managing high-need cases, the system’s capacity to address complex conditions 

was illustrated by its handling of cancer diagnoses. Participant 1 stated that: 

The clinic has had four offenders who were diagnosed with cancer, three 

with breast cancer and one with cervical cancers during incarceration. All 

were successfully treated and in remission. All were referred to King 

Edward hospital for further treatment. Some have since been release from 

incarceration (Participant 1).  

This indicates that a pathway for clinically evaluated need is in place but relies entirely 

on the external public health system, which introduces inherent delays. 

In summary, through the lens of Andersen’s Model, the provision of cancer care is 

primarily hindered by a critical lack of enabling resources, which in turn fosters 

negative predisposing beliefs among the offender’s population. This leads to a health 
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behaviour pattern in which utilisation is characterised by delayed, reactive, and 

externally dependent care, rather than integrated, preventive health services. 
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CHAPTER FIVE 

DISCUSSION 

5.1 INTRODUCTION 

The findings of this study reveal a complex interplay between clinical needs and 

service provision and patient knowledge and perception, culminating in a significant 

implementation gap in cervical and breast cancer screening services within the 

Westville female correctional institution. While ascertaining that the precise 

prevalence of breast cancer was beyond the scope of this study, the available data 

strongly indicates that breast cancer screening services were notably poor and 

inaccessible to the incarcerated population. A study conducted in Canada also found 

that incarcerated women have a higher prevalence of breast cancer risk factors, but 

lower screening rates because of stigma, mistrust of correctional facilities’ healthcare 

services, and a lack of culturally sensitive information (Kouyoumdjian et al., 2016). 

According to a multi-country review by the World Health Organization (WHO, 2021), 

there are no universal guidelines for breast cancer screening in correctional facilities, 

and policies differ significantly due to budget limitations and competing healthcare 

goals. 

5.2 SIGNIFICANCE OF THE STUDY 

This research holds significant implications across multiple domains. It addresses a 

critical blind spot in public health policy, and human rights within the South African 

correctional facilities’ context. 

5.2.1 Contribution to Knowledge and Public Health 

The study aimed to address a severe gap about the health of a growing and 

marginalised population. It also created a vital body of evidence that may be currently 

lacking by offering solid data on the awareness, attitudes, and actual rates of cervical 

screening and breast cancer healthcare services in a South African correctional 

facility. This was particularly important in view of the growing global cervical and breast 

cancer burden and its disproportionate impact in Africa, where cervical and breast 

cancer are the leading cause of female cancer mortality (Ducray et al., 2021; Hamdi 

et al., 2021; Musonda et al., 2022; Phaswana-Mafuya & Peltzer, 2018). To reduce the 
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disproportionately high cancer risk that this population faces, it is necessary to first 

understand the correlates of screening and healthcare services in this setting. 

5.2.2 Upholding Human Rights and Ethical Obligation 

Fundamentally, this research study aimed to investigate the exercise of constitutional 

healthcare rights under the state's direct care (Keehn & Nevin, 2018; van Hout, 2023; 

van Hout & Wessels, 2021). The documentation of the gaps in vital life-saving services 

such as cancer screening and healthcare highlights the fundamental public health 

inequity and provides the evidence needed to defend the fundamental human health 

rights of incarcerated women. It then challenges the current short comings which make 

these rights theoretical (Association for the Prevention of Torture, 2024; Commission 

for Gender Equality, 2017, 2024; Mendulo & Chiumia, 2023). 

5.3 QUANTITATIVE FINDINGS: INCARCERATED WOMEN 

The study cohort constituted a high-risk population for cervical cancer, characterised 

by a high prevalence of self-reported HIV infection, multiparity, and early sexual debut 

(Di Giuseppe et al., 2022; Kelly et al., 2018; Musonda et al., 2022). South Africa’s 

cervical cancer screening guidelines recommend screening every ten years, starting 

at the age of 30, with three free Pap smears offered in a woman’s lifetime (KZN-DOH, 

2025; Sobuwa, 2025). The guidelines further recommend that screening for women 

living with HIV should begin at diagnosis regardless of age (KZN-DOH, 2025; Botha 

et al., 2023). However, despite this elevated risk profile, utilization of screening 

services was profoundly low, with a crude screening rate of 48.6%. This approach is 

informed by both the high prevalence of HPV and the significant impact of HIV co-

infection on cervical cancer risk (KZN-DOH, 2025; Sobuwa, 2025). 

Breast cancer screening was virtually non-existent. This finding aligns with broader 

trends in South Africa, where cervical and breast cancer screening rates remain low 

among the general female population and are strongly associated with private 

healthcare coverage (Finestone & Wishnia, 2022). Furthermore, research indicates 

that breast cancer screening within correctional facilities is both limited and 

inconsistent. For example, Pickett et al. (2018) found that only 42.1% of incarcerated 

women had ever undergone a mammogram; moreover, while 75% of those aged 50 

and older had been screened at some point, just 39.3% were up to date with 
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recommended screening intervals. Similarly, a scoping review by Manz et al. (2023) 

reported that only about half of incarcerated women had received recent 

mammograms, highlighting low screening rates across correctional facilities. 

Research also points to multiple systemic barriers—including limited preventive 

healthcare, poor care coordination, staffing shortages, and logistical constraints like 

transportation and security—that hinder timely screening and follow-up (Acheampong 

et al., 2021). Additionally, qualitative evidence shows that incarcerated individuals 

often experience poor cancer care and struggle to navigate healthcare pathways due 

to low health literacy and communication gaps. Even when awareness of breast 

cancer screening is high, it does not necessarily translate into high uptake, indicating 

persistent structural and access-related issues. Overall, these studies reinforce the 

conclusion that despite the recognised importance of early detection, breast cancer 

screening in prisons remains inadequate, contributing to ongoing health disparities 

among incarcerated women. 

 

In high-income countries, systematic screening is often initiated during incarceration 

and integrated into national programmes (Armes et al., 2024; Mesisca, 2023). In 

contrast, in LMICs such as South Africa, access is constrained by structural barriers 

such as limited resources, overburdened clinics, under-skilled and overworked 

healthcare staff, and the systematic deprioritisation of incarcerated people’s health 

(Armes et al., 2024; McLeod et al., 2025). Instead, screening efforts are often 

fragmented, relying on intermittent initiatives from private institutions, non-

governmental organisations that are externally funded, time-limited campaigns during 

awareness months and recent Department of Health cancer screening drives (KZN-

DOH, 2025; Sobuwa, 2025).  

The significant gap between high clinical need and low service utilisation is further 

exacerbated by substantial knowledge deficit, particularly pronounced for breast 

cancer. Most participants (35%) could not identify any risk factors or symptoms of 

breast cancer, and a significant proportion of 44.6% were similarly unaware of cervical 

cancer risk factors. Although awareness of the Pap smear as a procedure was 

relatively high at 59%, comprehension of its purpose was poor. This indicates a 

superficial understanding of health literacy rather than a conceptual grasp of 

preventive health. Lack of knowledge has been consistently identified as a major 
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barrier to cancer care and management, as awareness is crucial for early detection 

and risk mitigation (Atwa et al., 2019; Srinath et al., 2023). 

5.3.1 Cancer Screening and Healthcare service in Correctional Facilities 

Access to cancer screening and healthcare services in correctional facilities remains 

inconsistent and often inadequate, as highlighted by several studies. Research 

indicates that incarcerated women experience significantly lower rates of preventive 

cancer screening compared to the general population. A review study by Manz et al. 

(2023) found that only about half of incarcerated women had received recent cancer 

screening, demonstrating persistent gaps in access to preventive healthcare within 

correctional facilities. Additionally, Kaiksow et al. (2025) emphasise that incarceration 

itself acts as a social determinant of health, restricting access to essential preventive 

services, including cancer screening. 

The data revealed profound challenges in delivering cervical and breast cancer care 

to incarcerated women. Nearly half (43.4%) of the surveyed population reported were 

never screened for cervical or breast cancer in their lifetime. Incarceration may not 

serve as a point of healthcare continuity but rather as a point of disruption. This 

challenge is evidenced by a marked decline in Pap smear uptake, which fell from 

32.4% prior to incarceration to just 21.4% during incarceration. South Africa’s latest 

cervical cancer guidelines emphasize HPV-based screening, risk-stratified follow-up, 

and targeted treatment for all eligible women. This includes provisions for women to 

receive three free lifetime screenings, with special considerations for women living 

with HIV. The guidelines also make allowances for opportunistic screening and mobile 

health clinics to reach underserved populations (South African Department of Health, 

2021). Furthermore, low screening uptake was directly attributed to healthcare 

workers' (HCWs) accounts of a reactive system that provides Pap smears only when 

clinically indicated rather than as routine preventive care. 

The near total absence of mammography history, consistent at 1.4% both before and 

during incarceration and retrospective laboratory data that showed no history of breast 

cancer results, was unequivocally validated by HCWs testimony, that such services 

are outsourced and unavailable within the clinic. The South African guidelines for 

breast cancer screening suggest that screening should begin at the age of 40, with 
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particular attention to marginalized women, such as those who are incarcerated. The 

guidelines also emphasize the importance of raising awareness about breast cancer 

and implementing preventive healthcare (South African Department of Health, 2021). 

 

The quantitative data on low screening uptake was thus contextualised by qualitative 

evidence of structural deficiencies, including skeletal staffing, outdated equipment, 

and a prolonged referral process. HCWs’ description of a system capable of managing 

only minor illnesses, while outsourcing all specialised care, suggested the 

fundamental reason behind the low screening rates. Furthermore, the correctional 

facility’s environment appeared to exacerbate pre-existing health disparities. A critical 

psychosocial factor was the internalised stigma described by HCWs, where 

incarcerated women felt undeserving of adequate living and health standards. This 

stigma suppressed the desire for even the limited services available. In essence, a 

resource-constrained, reactive healthcare model interacting with a vulnerable 

population whose health-seeking behaviours have been eroded by systemic neglect, 

created an environment where preventive screening was an exception, leaving a 

significant portion of this population at undetected risk. 

5.3.2 Cancer Screening Knowledge and Perception 

Survey data demonstrated a critical deficit in knowledge regarding cervical and breast 

cancer. While most incarcerated women correctly identified sexual transmission as a 

risk factor for cervical cancer, profound confusion existed about symptoms and 

prevention; only 10.8% knew pelvic pain was a symptom, and 44.6% were unaware 

of any prevention methods. Knowledge was even more limited for breast cancer, with 

alarmingly low awareness of key risk factors like family history (17.6%) and 

menopause (7.9%). Crucially, a substantial portion of women were unaware of the 

primary screening methods, 22.3% were unaware that a Pap smear was for cervical 

cancer, and 33.6% did not know a mammogram was for breast cancer. 

These knowledge gaps were not merely individual failings but rather were indirectly 

enabled by the correctional facility’s healthcare service provision limitations. A system 

that provided Pap smears and breast examinations only sporadically and outsourced 

advanced healthcare created an environment devoid of practical healthcare 

education. When screening was not a visible or routine part of healthcare, women may 
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have little opportunity to learn about it. HCWs’ reports of limited resources and 

healthcare services that focused on minor ailments indicated a system fundamentally 

not oriented toward health promotion. 

This systemic challenge established a vicious cycle where the lack of enabling 

resources lead to a reactive care model with no platform for education. This, combined 

with the internalised stigma that diminished motivation to seek health information, 

results in low health literacy. In turn, this low awareness reduces the perceived need 

and demand for services, which allows the resource-constrained system to persist 

without internal pressure for change.  

5.4 QUANTITATIVE FINDINGS: RETROSPECTIVE DATA 

5.4.1 Prevalence of Cervical and Breast cancer 

The analysis revealed that the Pap smear screening rate was 48.5% and followed a 

highly irregular pattern, marked by noticeable activity peaks around mid-2014 and mid-

2019. This irregular uptake reflects a non-systematic, campaign-based, or 

opportunistic approach to screening rather than an integrated, routine healthcare 

service. Although the infrastructure to perform tests was evidently in place—as 

demonstrated by the completion of over 1,600 tests over the ten-year study period—

it was not utilized effectively to deliver consistent and accessible care to the 

incarcerated population. Notably, screening uptake remained lower than expected 

even during campaigns. Although incarcerated populations have limited competing 

responsibilities and should, in theory, be highly accessible for health initiatives, 

structural and operational barriers within the correctional facility likely suppressed 

participation. These barriers include insufficient prioritization of health services, 

logistical constraints, and a lack of awareness (Noman et al., 2021; Srinath et al., 

2023).  

Critically, this study highlights that the environment poses an additional barrier to 

healthcare engagement. Although personal stigma towards cancer was low among 

participants, there was widespread uncertainty regarding institutional support for 

women diagnosed with cancer. A substantial proportion of participants were unaware 

of how individuals affected were treated or what their quality of life entailed, which 
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indicates absence of visible support systems. The correctional facility’s environment 

is widely recognised as one where institutional control over offenders can conflict with 

healthcare access and may compromise confidentiality (Armes et al., 2024) and 

further complicates health seeking behaviours. This perceived lack of a safety net 

likely dissuaded the participants from proactively seeking screening or disclosing 

symptoms. 

Furthermore, the analysis of retrospective data indicated a significant number of 

cytological abnormalities that were detected in cervixes that had been visually 

classified as healthy, highlighting that clinical appearance alone is an insufficient 

indicator of cellular health. These clinical findings underscored the critical importance 

of overcoming the infrastructural barriers by providing routine Pap smear screening in 

line with the cervical cancer screening guidelines. Further, these findings reinforced 

the non-negotiable value of systematic, laboratory-based screening and highlighted 

the danger of relying on visual inspection alone (Yadav et al., 2022). This was 

particularly crucial in a high-HIV prevalence setting such as the one in this current 

study, where 54% of the cohort was living with self-reported HIV. As evidenced in the 

literature, HIV prevalence directly influences HPV prevalence and the performance of 

screening tests. In this context, the reported significant association between a healthy 

cervix and ARV treatment does not only point to the positive impact of functional HIV 

care programmes within a facility. It also aligns with established evidence that effective 

ART use may improve immune function and lower HPV prevalence. Consequently, it 

may enhance the accuracy of cervical screening efforts (Castle et al., 2021).  

The synergy between HIV treatment and cervical health highlighted the key role of 

South Africa’s universal test-and-treat (UTT) policy, which has facilitated early initiation 

of antiretroviral therapy and strengthened linkages to ongoing care, thereby creating 

a platform for integrated chronic disease services such as cervical cancer screening 

within correctional facilities (Nicol et al., 2023; Ports et al., 2015). This existing 

infrastructure, the cervical cancer screening programme, is a critical platform for the 

integration and maintenance of cervical cancer prevention. The full potential of the 

screening programme may be limited by the same human resources and health 

system fragmentation that is hampering the long-term sustainability of HIV services. 
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This underscores that robust HIV care is a foundational component of effective cervical 

cancer prevention.  

5.5 QUALITATIVE FINDINGS: HEALTHCARE WORKERS 

The findings related to the perspectives of healthcare workers indicated that the 

delivery of cervical and breast cancer services was fundamentally shaped by a critical 

deficit in enabling resources. This subsequently eroded positive predisposing 

characteristics among the incarcerated women and ultimately resulted in a pattern of 

health behaviour that was reactive, delayed, and externally dependent. A major finding 

of this study was the overwhelming limitation of enabling resources, which aligns with 

a substantial body of research on correctional facility healthcare in low-resource 

settings (Keehn & Nevin, 2018; Omotoso et al., 2023). The skeletal staff, outdated 

equipment, and absence of on-site specialists described by participants create a 

system capable only of managing minor ailments and initiating referrals. This finding 

resonates with a view of Muntingh (2020) that the South African Department of 

Correctional Services is severely strained, operating as a de facto healthcare provider 

without adequate resources (Muntingh, 2020). Consequently, the availability of a 

service such as Pap smears screening which is provided only when deemed 

necessary reflects a system that is resource-driven rather than needs-based, a direct 

consequence of the chronic underfunding in correctional facilities (Muntingh, 2020).  

Notably, the reliance on a complex, time-consuming referral process for specialised 

care, including diagnostics such as mammograms, was reported by HCWs as a critical 

barrier to providing efficient healthcare services. This corroborated international 

evidence that, security protocols and logistical hurdles often delay essential medical 

care for incarcerated individuals, turning incarceration into places of last resort rather 

than sites of comprehensive care (Kouyoumdjian et al., 2018).  

A profound insight from this study was how systemic limitations actively reshape health 

beliefs of incarcerated women. The emergence of a narrative in which women feel 

undeserving of decent living and health standards was a significant finding. This 

internalised stigma can be interpreted as a coping mechanism in response to a 

chronically neglectful environment, a phenomenon noted in a study conducted on a 

marginalised population (Addison, 2023). This change in risk factors, from a population 
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that may seek care to one that feels unworthy of it, represents a critical barrier that 

extends beyond physical access. It suggests that even if resources were to become 

available, a deep-seated distrust and sense of failure could continue to impede service 

utilisation. This is aligned with the concept of therapeutic nihilism, in which both 

providers and patients believe little can be done, that results in the deprioritisation of 

care (Armes et al., 2024; Busco, 2024).  

Although South Africa's National Policy Framework and Strategy on Palliative Care 

(2017-2022) commits to holistic care for terminal illnesses (Department of Health, 

2023), it offers limited specific provisions for offenders (Albertus, 2020). Thus, 

systemic challenges and resource constraints severely limit the policy's practical 

impact, fostering a reactive approach that compromises timely access to adequate 

care and leads to the suboptimal management of cancer patients in correctional 

settings. Therefore, interventions must address both the structural and psychological 

legacy of institutional neglect.  

5.6 HEALTHCARE DELIVERY IN WESTVILLE CORRECTIONAL FACILITY 

Correctional facilities in South Africa (SA) are required to provide healthcare services 

to offenders, with the Department of Correctional Services (DCS) responsible for 

ensuring these services are adequate. The Correctional Services Act (Act No. 111 of 

1998), which came into full effect in 2004, established a rights-based approach to 

managing correctional centres, aligning the prison system with constitutional principles 

of human dignity and equality (Department of Correctional Services, 2024). Central to 

this framework is the recognition of incarcerated individuals’ right to access healthcare. 

The Act mandates the DCS to provide adequate medical care based on primary 

healthcare principles and within available resources (Commission for Gender Equality, 

2024; Keehn & Nevin, 2018; Muntingh, 2020). In addition, the Act and its 

accompanying regulations require that healthcare services in correctional centres be 

comparable to those available in the public health system, reinforcing the state’s 

obligation to ensure equitable access to care (Commission for Gender Equality, 2024). 

 

However, the DCS is not the sole provider of healthcare; it must comply with the 

National Health Act and the Constitution, in which the health-related rights of offenders 

are enshrined. Despite the legal framework and recommendations for independent 



 66 

healthcare, reality often does not align with the law. By design, the focus of the DCS 

is not healthcare service delivery, but rather a rehabilitation- and security-oriented 

correctional system (Department of Correctional Services, 2024). The reported 

funding constraints in the Westville correctional facility could be the reason for limited 

healthcare resources (Department of Correctional Services, 2024). Considering the 

higher vulnerability of incarcerated women to limited preventive healthcare services, 

and their increased risk of presenting with advanced stages of cancer, these services 

are not only a clinical need but also a public health responsibility that requires 

consideration and prioritisation. 

 

The interaction of constrained resources and eroded patient agency culminated in a 

health behaviour pattern best described as a reactive, referral-based model, in which 

access to preventive care was limited and services were often delayed until advanced 

clinical need (Widdowson & Fisher, 2020; Kanbergs et al., 2023; Williams et al., 2020). 

The correctional facility was noted to refer incarcerated women who presented with 

symptoms to external healthcare facilities. This was complete outsourcing of 

diagnostics and treatment, while a practical necessity in this context, was incompatible 

with the principles of preventive cancer screening. As emphasised by World Health 

Organization (2021), the elimination of cervical and breast cancer is contingent upon 

robust screening and early treatment, goals that are unattainable within a system that 

only acts upon advanced symptoms. To illustrate this, HCWs reported on a few cancer 

cases that were successfully managed through external referrals. Although this may 

have only benefited a few incarcerated women, the fact that a pathway for critical care 

exits, was a positive finding. However, it largely highlighted a system optimised for 

crisis management rather than prevention. This reinforced the national and 

international data showing that incarcerated individuals are likely to present with more 

advanced stages of cancer, a direct consequence of the very barriers identified in this 

current study (Busco, 2024; Pickett et al., 2018).  

The offenders' self-reported screening history, showing a decline in Pap smear uptake 

upon incarceration, are aligned directly with the retrospective analysis, which 

calculated a crude screening rate of 48.6% over a ten-year period. This equated to 

less than 5% of the population screened per year, a rate that fell drastically below 
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national targets and confirmed that incarceration is a point of healthcare deterioration, 

not intervention. 

These systemic challenges were further illuminated by the knowledge gaps. The 

finding that over 24% and 22.3% of offenders were unaware of any cervical and breast 

cancer prevention methods respectively illustrated a population that is not reached by 

effective health education. The environment itself, by offering screenings only in 

sporadic bursts, teaches that preventive care is an exception, not a standard. The 

offenders' perceptions of poor correctional services system support for cancer 

treatment, were a rational reaction to a system accurately described by HCWs as 

under-resourced and slow. The attitudes of incarcerated women were not based on 

misinformation but on a lived experience of a system that deprioritises preventive 

health needs. 

5.7 STUDY LIMITATIONS 

• Data Authenticity: The study utilised a research questionnaire to collect 

quantitative data. Because participant honesty and accuracy were critical, self-

reporting posed a potential limitation; however, triangulation was employed to 

ensure the validity and reliability of the responses. 

• Geographical Scope: The study was limited to a single correctional facility in 

the KwaZulu-Natal (KZN) province of South Africa. Nevertheless, the Westville 

Correctional Centre is one of the largest and most representative facilities in 

the region, allowing the researcher to engage with diverse cohorts from various 

backgrounds. 

• Data Availability: Collecting a ten-year dataset retrospectively introduced 

inherent limitations. Clinical characteristics that would provide a more 

comprehensive patient profile—such as mortality rates, disease regression, 

and cancer progression—were unavailable. 

• Methodological Constraints: The retrospective analysis could not explain 

erratic screening patterns, specifically the sharp increases observed in mid-

2014 and mid-2019. Future longitudinal studies are necessary to explore these 

trends. 
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Despite these limitations, the study successfully achieved its objectives by determining 

the status of cervical cancer screening and breast healthcare services among 

incarcerated women at the facility. 
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CHAPTER SIX 

CONCLUSION AND RECOMMENDATIONS 

6.1 INTRODUCTION 

The findings of the study offer a comprehensive and severe critique of the Westville 

Correctional Institution's cancer screening programmes for incarcerated women. They 

reveal a system characterised by a critical implementation gap, where high clinical 

need is met with profoundly low service provision, which creates a self-perpetuating 

cycle of neglect. This cycle is powered by the interplay of three core elements including 

non-systematic, resource-driven service delivery, critical health literacy deficits and a 

carceral environment.  

6.2 CONCLUSION 

The study was a first of its kind to determine the status of healthcare services in a 

correctional facility. This included exploring the perceptions of HCWs on the barriers 

to provision of cancer screening and management healthcare services within the 

facility. In addition, the level of knowledge and awareness of cervical screening and 

breast cancer healthcare services were determined among incarcerated women.  

The key findings of this study demonstrated that cervical cancer screening rate and 

breast cancer healthcare services, were 48.5% and non-existent in a ten-year period 

(2013-2022) respectively, despite the national screening guidelines that recommend 

routine screening. To compound this, the poor level of knowledge and awareness on 

the cancer screening guidelines among incarcerated women was concerning. This 

was in the backdrop of 44.4% prevalence rate of cases showing abnormal cervical 

screening results in the Westville correctional facility.  

Quantitative results also indicated low uptake of routine screening services, with a 

substantial proportion of women reporting that they had never undergone cervical 

screening or received breast examinations during incarceration. This gap reflected 

missed opportunities for early detection and prevention.  
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Quantitative findings further revealed critical barriers that influenced service utilisation. 

Participants commonly identified limited health education, lack of awareness about 

available services, and delayed access to healthcare as major challenges. Some 

incarcerated women also expressed feelings of neglect and perceived inequities in the 

prioritisation of healthcare needs for incarcerated women. 

Interestingly, HCWs’ lived experiences reflected the ongoing tension between 

providing equivalent healthcare to incarcerated women and operating within a 

controlled and punitive environment. They highlighted the necessity for policy support, 

improved infrastructure, and dedicated human resources, to uphold health standards 

in Westville Correctional facilities. HCWs perceived correctional facility healthcare 

services as a challenging but critical domain, where systemic constraints, security 

imperatives, and understaffing conditions limited optimal healthcare delivery. In 

addition, systemic issues such as insufficient medical resources, and logistical 

constraints within the correctional facility also contributed to irregular service provision. 

Despite these challenges, the study identified some positive elements, including the 

availability of basic healthcare infrastructure and occasional screening initiatives. 

However, these efforts were not consistently implemented or sufficiently 

comprehensive to meet the needs of the population. 

Overall, the study highlighted a clear disconnect between policy expectations for 

incarcerated women’s health services and the actual delivery of care within the 

Westville correctional facility. Addressing these shortcomings will require targeted 

interventions, including strengthening routine screening programmes, improving 

health education, ensuring adequate staffing and resources, and enhancing 

coordination with the public healthcare system. 

6.3 RECOMMENDATION 

Addressing Correctional healthcare services crisis requires a fundamental paradigm 

shift where interventions are multifaceted and simultaneously targeting all points of the 

healthcare provision. This necessitates the replacement of the current opportunistic 

model with an integrated, routine screening that leverages the existing healthcare 

service infrastructures, such as the screening programme, to ensure sustainability. 
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Additionally, there should be an implementation of a comprehensive, accessible health 

education programme that would dismantle knowledge barriers, empower women, 

and rebuild a culture of prevention.  

Furthermore, ensuring equitable cancer prevention for incarcerated women is not 

merely a clinical challenge but a test of ethical commitment and public health policy. 

Therefore, in implementing these evidence-based recommendations through 

concerted efforts from healthcare providers, policymakers, and researchers, it is 

possible to affirm the right to health for this vulnerable population. 

It is also important to note that these are preliminary findings; further research is 

required in this area. Similar studies may also establish a foundational baseline for the 

Westville Correctional Facility and similar facilities in South Africa. They may identify 

key areas for improvement and assist in developing a reproducible methodology for 

continuous monitoring. The insights gained may be invaluable for designing targeted 

health education programs, tailoring interventions to the unique needs of women in 

correctional facilities, and paving the way for future research, such as prospective or 

experimental studies designed to test causality. 

Moving forward, it is crucial to continue advocating for the prioritisation of healthcare 

for incarcerated women. This can be achieved through ongoing research to 

understand the unique healthcare challenges faced by this population, as well as by 

advocating for policy changes that support the delivery of comprehensive healthcare 

services within correctional facilities.  

In building on these initiatives and recommendations, it is possible to make significant 

strides in improving the healthcare status of incarcerated women in KwaZulu-Natal, 

South Africa. With concerted efforts from healthcare providers, policymakers, and 

researchers, the goal of ensuring equitable access to cervical screening and breast 

cancer healthcare services for incarcerated women can be realised. 
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Appendix M: Supplementary Results  

Table M1: Significant Associations between Cervix Condition and Retrovirus Status (Based on 

Adjusted Residuals) 

Cervical 
Screening 
Outcome 

Retrovirus 
Status 

Adjusted p-value Interpretation 

Healthy Not indicated  -5.8 < 0.001 
Significant Under-
Representation 

Healthy ARV Treatment +3.5 < 0.001 
Significant Over-
Representation 

Unknown Not indicated +6.5 < 0.001 
Significant Over-
Representation 

Unknown Positive -2.3 0.024 
Significant Under-
Representation 

Unknown ARV Treatment -4.1 < 0.001 
Significant Under-
Representation 

Only cells with a significant adjusted residual (|z| > 1.96, *p* < .05) are shown 

 

Table M2: Significant Associations between Cervix Condition and Cultured Pathogens (Based 

on Adjusted Residuals) 

Cervical 
Screening 
Outcome 

Cultured 
Pathogens 

Adjusted p-value Interpretation 

Healthy 
Candida Species 
(Fungal Organisms 
Morphology) 

-4.8 < 0.001 
Significant Under-
Representation 

Unknown 
Candida Species 
(Fungal Organisms 
Morphology) 

+4.8 < 0.001 
Significant Over-
Representation 

Only cells with a significant adjusted residual (|z| > 1.96, *p* < .05) are shown 

 

Table M3: Significant Associations between Cervix Condition and Retrovirus Status (Based on 

Adjusted Residuals) 

Cervical 
Screening 
Outcome 

Cervical cytological 
findings 

Adjusted p-value Interpretation 

Inflammatory 

Atypical Cells-Warrant 
Further Investigation 
(NB: Quality Limiting 
Factor) 

+4.0 < 0.001 
Significant Over-
Representation 

Inflammatory 
Cytological Diagnosis 
Deferred 

+4.0 < 0.001 
Significant Over-
Representation 

Only cells with a significant adjusted residual (|z| > 1.96, *p* < .05) are shown  





  x =     1 . 96 2   (   c 100 ) ×   0 . 5   ×  ( 1   −   0 . 5 )


  x =     1 . 96 2   (   c 100 ) ×   0 . 5   ×  ( 1   −   0 . 5 )


  x =  ( 3 . 8416 ) ×   0 . 5   ×  ( 1   −   0 . 5 )


  x =  ( 3 . 8416 ) ×   0 . 5   ×  ( 1   −   0 . 5 )


  x = 3 . 8416 ×   0 . 25  


  x = 3 . 8416 ×   0 . 25  


  x = 0 . 9604


  n =   251 ∗ 0 . 9604     ( 251 − 1 ) ∗   ( 0 . 05 ) 2 + 0 . 9604


  n =   251 ∗ 0 . 9604     ( 251 − 1 ) ∗   ( 0 . 05 ) 2 + 0 . 9604


  n =   241 . 0604     ( 250 ) ∗ 0 . 0025 + 0 . 9604


  n =   241 . 0604     ( 250 ) ∗ 0 . 0025 + 0 . 9604


  n =   241 . 0604    0 . 625 + 0 . 9604


  n =   241 . 0604    0 . 625 + 0 . 9604


  n = 152 . 04


  n = 152 . 04




