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ABSTRACT

Cancer of the cervix i1s the most common malignan! tumour seen in

women in developing countrics. [n 1990, an incidence of 8.4 % was

rcported In the University College Hospital, lbadan, Nigeria. it has been
established that Papanicolaou (Pap) test is cffective i detecting carly
cancer of the cervix thus preventing deaths from the disease. [n this
regard, cducation of the public is needed to prevent futther increases in

cancer of the cervix among women, which nurses by virtuc of their roles

in hecaith care dclivery systeni are expecied 1o provide. Although nurses
by their professional preparaticn ought 10 know and practise this
preventive behaviour (Pap test), there is no empirical evidence o suggest
that this is so. Piofessional female nurses are well recognized in Nigeria,

and as health professionals, they should serve as role models in preventive

heaalth care especially with regard to cervical cancer. Theiefore, if the

practice of cervical cytology is well entrenched among female nurses. they

may influence positively the attitude of the entire female population
tlowards the test.

This study thereforc assessed the lcvel of knowledge of professional
(emale nurses on cervical cylology. their attitude towards i1, and the extent
o which they utilize cytological services. The vanables of interest
mciude; demography. jnowledge of. atlitude to, and extent of utilization
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of cervical cytology services by professional female nurses.

The study was a descriptive cross-sectional survey. A multi-stage

sampling technique was used to select SO0 professional female nurses in
Teaching. State Government, Mission and Private Hospitals including

health centres in lbadan Municipality. A sclf-administcred questionnaire

was uscd to collect data. Six hypotheses were tested n all,

Results indicaled that although respondents® knowledge level is poor

(mean score = §5.0), they are favoutably disposed to cervical cytology

(mean score = 40). However, only 9.4% of the respondents had ever

utilized Pap smear services. Funthcrmore, significant differences exist in
knowledge levels of respondents working in different hospitals; knowledge
and awitude of those with diffcrent professional qualifications; and those

utilizzing Pap smcar services in different hospitals, and among different age
groups (P < U.095).

In addition. 3 positive correlation was found between the respondents

knowledge of. atitude to, and uvtilization of Pap smear scrvices (P <
0.08).

Based on these findings, cancer ceduclion straiegies tO0 improve

knowledge. attitude and utilizatson of cervical cytology scrvices by nurses
were suggested
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OPERATIONAL DEFINITION OF TERMS.

1. Professional Nurse- A professional nurse is one who has
| undergone the stipulated training period tn an approved School of
| Nursing or Midwifery and has passed the qualifying examination
by the Nursing and Midwifery Council of Nigena which enabled
him or her to be duly registered with the council.
2 Basic qualification- A professional nurse who has been registered
by the Nursing and Midwifery Council of Nigena as Registered
Nurse (RN) and Registered Midwife (RM).
i3 Basic qualification plus any other post-basic qualifications- A
professional nurse who possesscs RN and RM in addition to
certificates, diptoma and/or degrees in any specialized area(s) of
health care apast from public health nursing. These include.

ceruficate in Family Planning, Diploma in Nursing Education or

Adm:inisiration, Bachelor degree in Nursing.

4. Unit- A unit 1s cither a ward or a departiment wherc nurses are
posied to perform primarily nursing functions. This can cither be
in-patient, out-paticnt, both, ur special unit as the casc may be.

S. Cervicnl Cylology- Cervical cytology, otherwise called

Papanicolaou (Pap) smear is a scrcening test for delecung
pre-invasive cervical lesions by histological examination of smears
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from the transformation zone (Squamo-columnar junction) and
from the ecto and endocervix, thus preventing cervical cancer.
The two terms - cervical cytology and Pap smear are used
interchangeably in this study.
Preventive Behaviour- Preventive behaviour are those aciivilies
taken by an individual, who is presumed well, in order to maintain
health and to detect illnesses at their asymptomaiic stage for
example, routine medical examination.
Basic Norsing Curriculum- The basic nursing curriculum was
developed in 1975 by the Task Force Committec on Basic Nursing
Education for Nigeria. It stipulates the entry requirement fora 3
year programme in approved Schools of Nursing, the contex! areas
for cach level of the cducational programme. and also the

modalities for achieving the stated goals and objectives.
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CHAPTER ONE

INTRODUCTION

Globally, carcinoma of the cervix has been ranked as the second most
common cause of cancer mortality, afler breast cancer, among women
(Munoz and Bosch, 1989). It is esumated that there are about half a

million new cases of the disorder every year with 75% of these occurring

in developing countries (Sljemsward et at, 1987).

Cancer of the cervix is the leading cause of death froin cancers among
women (Richart, 1979), and the most common malignant tumour of the

female reproductive tract in Africa (Solanke 1982).

An incidence rate of 7/100,000 was reported for the [badan population
between 1960 and 19638 (Solanke 1982). At the Ahmadu Bello Tcaching
Hosputal (ABUTH) Zaria, cancer of the cervix i1s the commonest
malignancy of the female genmital tract accounting for 66.2% of all
gynaccojogical malignancies (Emembolu and Ekwempu 1988). Similarly,
Abioyc (1981) reported a relative ratio frequency of 19.9% among women
secn with malignant tumours in University Collcge HHospual (UCH)
Ibadan, thereby placing it at the op of all female malipnancics.

Treatment of cancer of the cervix is successfni] and effective if the cancer
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is detected at its pre-invasive stage. Early detection using Papanicolaou

(Pap) smear has been acclaimed to be effective in preventing deaths from
cervical cancer (Day 1989).

It has been reported that 90% of women who die from cervical cancer

have never been screened (Anonymous 1984). The American Cancer
Society (ACS) reported that due to the application of Pap smear in the

United States, the death rate from invasive cervical cancer has reduced by
al least 70% over the last 40 years (Fink 1988).

In Nigeria. there is currently no programme lor mass screening for thc
disorder. Services arc only available in family planning clinics mainly in
the teaching hospitals. and even then, they are not adequately utilized.
Konje et al (1991) reported a total of three thousand, one hundred and
sevenly one (3,171) cervical smears over a period of forty four (44)
months 1n University College Hospital (UCH), Ibadan (rom 1986 to 1990.
In Konje's study, only 44.2% of the subjects were self-referrals who had

pnor knowledge of the cylology screening and were either hospital staff,

their relatives or other educalcd members of the society, Therefore,

locally-nspired screening programmes and public education should be
intcgrated 1nto the health care defivery system starting fromn the priinary

heaith care level in order to achieve a wider coverage of the population
(Edozien and Adcwole 1990).
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Professional female nurses are well recognized in Nigeria, and are
regarded by the public as authoritative sources of medical information and
opinion. Their roles in curalive and preventive medicine place them in
significant positions to influence positively or negatively the knowledge
and practice of, and attitude of other women, in their care, lowards Pap
smear. Nurses also constitute the largest single professional group in the

health care delivery systeni and are in constant contact with the patients
both in the hospital and communily. it can thercfore be assumed that if

the practice of cervical cylology is entrenched among nurses, and they

advocate it in their work. the use of Pap smear screening services would

increase among the general female populaiion. Unfortunalely, there is no

empirical evidence o suggest that female nurses practise this preventive

behaviour. Personal intervicws (Ajayl 1990, Personal communication)

with the staff at the cytology unit of University College Hospital (UCH)

Ibadan revealed that very few nurses ulilize the available cervical cylology

services. A study by Olukoya and Ogedcngbe (1988) among female

health workers (in which nurses formcd a sizeable proportion) in Lagos,

Nigeria revealed that 78.8% of the healih workers had heard about Pap

smcar but onlv 25.6% had cver had a smear. ‘The questions that arise

then are, why is there a low rate of utilization of the services by female
nurses? What is the level of knowledge, exient of utilization, and degree

of attitude of nurses 1o cervical cylology? Does any rclauonship exisl
between their knowledge of, aititude to, antl utilization of the services.

FFunhermorc, do factors such as the hospital seiting in which nurses work,
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age, religion, or professional qualification affect their knowledge, attitude
and utilization of cervical cytology? These are some of the questions that

lhis study sought answers to.

‘The major objective of this study therefore is to identify the factoss that
affect the utilization of cervical cytology services by nurses. It is hoped
that the findings from this study may provide informauca which can
suggest directions on how best to motivate nurses in all health care

delivery system towards improved utilization of cylological screening

services.
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CHAPTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

Pertinent literature are reviewed in this chapter. Aspects covered
include, the epidemiology and extent of cancer of the cervix, its
actiology and pathogenesis, and the levels of control. Relevant
theoretical models were also used to explain the acceptance and

practice of cervical cytology as a preventive behaviour.

2.2 EPIDEMIOLOGY AND EXTENT OF CANCER OI' THE
CLRVIX

Carcinoma of the cervix is a3 common discase in Sub-Saharan
Africa where 1t is associated with high mortality (Mat et a) 1984;
Sawyer ¢t al 1990). It is now the Jcading female malignancy in
developing countries (Waterhouse et al 1982) and it is estimated 10
account for up to 80% of all gynaccological cancer admissions in

several Afrnican countrics (Mgaya and Massawe 1984; Mmiro
1987).

Llewelyn-Jones (1986) estimaied that the annual risk of a wownan
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developing cervical cancer is about 1:1000 and that 2% of all

women over 40 years wil} develop cervical cancer (- a figure that

is alarming). This emphasises the public health importance of

cancer of the cervix. Even more alarming is the gradual but

steady decline in the age of presentation of the disorder, such that
it can occur even in the second decade of life and cccasionally
during pregnancy. Russel et al (1987) reported an increase in the
incidence rate of pre-malignant diseases of the cervix among ages
25-34 in England and Wales from 8.6/100,000 in 1971 to
16.1/100,000in 1981. Another study, also in the United Kingdom

in 1981, showed a prevalence rale of 18.8/1,000 for cervical
dysplasia of all grades among ages 15-19 years, wlich correlates
sigmficantly with increascd sc¢xual aclivities among adolescenls
(Spitzer 1988). Furthermore. the study stated that by 1982, 42%
of 15-19 year old females in the Uniuted Kingdom had had
pre-mantal sexuval relationship compared with just 28% in 1971.
Early onsct of sexual intercourse as well as sexually transnutted

infeclions cspecially the viral lype have been implicated as

predisposing faclors 10 carcinoma of the cervax. AsS sexual

acltivilics among lccnagers tncrease so has the incidence of such
scxually transmitied diseases like herpes. human papilloma virus

and chlamydia infections. The epidciniological behaviour of

cervical condylomala resembles that of Intra-Epithelial Ncoplasia

which is a precursor of ccrvical cancee, They are sexually
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transmitled, are found in women with a mean age of 27.5,

preceding cervical dysplasia by 3.3 years, carcinoma in-situ by 9.3
years and invasive cancer by 27.4 years (Roy et al 1983).

Presently, there is a significant increase in the understanding of the

epidemiology and natural history of cancer of the cervix and its

precursors. It is on this premise thal the sccondary preventive

modality of cervical cytology based.

In Nigeria, hospilal-based studies also show sirnilar trend in terms

of early age at presentation of cancer of the cervix. The age

distribution range from 20-80 ycars with a mean of 45-52 years
(Nnmatu and Durosinmi-Etti 1985; Ekanem and Abioyec 1987;
Emembolu and Ekwempu i988; Edozien and Adewole 1990).
Similarly. records from the Cancer Registry of University College

Hospital, lbadan show a range of 20-85 ycars with one case
occurring before 19 years.

In addit:on 10 the decline in the age at prescentation ol carcinoma
of (he cervix, 1ts incidence is also on the incrcase as revealed by
various hosputal-based studies, and therefore it remains the
commonest female genital cancer in the country. Nfegafu (1980)
reported an incidence of 26.6 % for Enugu, whilc 74.4% was
reported by Asuen and Abnaimugan (1980) for Benin. At
University College Hospital (UCH) 1badan, for the period 1985 to
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1989, 702 out of 3,196 female patients with malignancies bad
cancer of the cervix with a relative ratio frequency of 21.96% - a
figure that is more than the 19.9% reported by Abioye (1981).

The figure is reasonably representative of the nationwide situation

since many patients are referred 1o U.C.H. from all parts of the
country for radiotherapy.

In additon, Abioye’s data show a progressive incrcase in the rate
of the disease from the 25-29 age group with a peak at 50-54 age

group and is similar to the already reported hospital based studies
on cancer of the cervix in Nigeria.

Konje et al (1991) reposrted an incidence of 8.4% for Cervical
Intsa-epithelial Ncoplasia (CIN) at U.C.H. Ibadan, while
Omigbodun et al (1988) reported an incidence of 19.7% also for
U.C.H. lbadan, The difference in the figures for the two studies

was probably due to the different characieristics of the populations

studied. While the former was a more helerogeneous population

(family planning clinic), the later was a high nsk group from the
scxuvally titansmitted disease clinic. Nevertheless, the two figures
were (nuch higher than that reported from the developing countries
(Khatree et ai 1980: Mati et al 1984; Schneider and Meinhardt
1984). and developed countrics (Bergetm 1979; McGregor 1982),
Ayangade and Akinyemi (1989) also reporied a prevalence ratc of
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13/10,000 for carcinoma in-situ in Nigeria. These reports confirtn

the assertion that CIN is high in this environment,

Furthermore, the stage of the disorder at which patients present for

treatment differs between developed and developing couiilrics.

ca Y

I of the
disorder, at least S0% of patients present at stages il! and IV in

the later (Adelusi 1977; Agboola 1979; Nnatu and Durosinmi-Eiti
1985; Ekanem and Abioye 1987; Emembolu and Ekwempu 1988).

Olukoya {1989) postulated the reasons for late presentation as,

Whercas in the former, the majorily presenl at stag

ignorance about the sympioms, falalistic attitude,
readincss 1o attribute neoplastic disease o
supcmaltusal causes, thereby resulting in delays 1o
secking help, fear of confirmation of suspicion, and
of course, the perennial problem of low coverage of

the population by health care services especially in
the rural arcas.

l.ale presentation of patients for treatmeni results in unsuccessful
treatment and 1oss of lite.

AETIOLOGY AND

PATIIOGENESIS OF CERVICAL
CANCER

The cervix is thar part of the ulerus which lies below the

physiological intermal os. Its canmal is lined with columnar
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epithelium which extends distally on to the vaginal portion of the
cervix and beyond the cxtermal os. Thereafier, the epithelium
Decomes transformed suddenly into stratified squamous epithelium
which covers the vaginal portion of the cervix.  This
transformation zone is the area in which cervical cancer usually
develops. The characteristics of both the superficial and
intcrmediatc cells arc studied in cervical cytology. Il the
epithelium is normal, only the superficial and a few intermediate
cells appear in the smear. whereas abnormal epithelia tend 10
desquamate more readily when bizarrc abnormally-shaped nuclel
and cells appear. In some women, ihe cervical epithelium is
particularly unstable. This instability occurs mainly (but not
exclusively) in women who have had sexual intcercoursc with
scveral men in adolescence and suggests that a sexually transmitted

infection such as warts, virus, or herpes simplex virus type 2, may
be of significance wn causing the iInstability in later life
(Llewellyn-jones 1986).

2.3.1 Actiology: The cause of cervical cancer is not known like
all other carcinonias. but certain predisposing factors have
been recognized. Squamous cell carcinoma of the cervix
is a sexually transmitted discasc that is seen often in
women who have the charactenstics of those at high nsk

for any other scxually tranSiitted discase, Thesc include,
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early age at first intercourse (Barckley 1980; Benson 1982;
Llewellyn-Jones 1986; Nelson et al 1989; Singh and
llancheran 1989; MMWR 1989); mulliple sexual partners
(Adelusi 1977; Benson 1982; Nelson et al 1989; Singh and
liancheran 1989; MMWR 1989); early pregnancy (Adelusi

1977; Benson 1982, Mati et al 1984: Nelson et a! 1989);

multiparily (Adelusi 1977; Barckley 1980; Nnaiu and

Durosinmi-Etli 1985; Munoz and Bosch 1989: Brinton et
al 1989; Mishra and Sinha 1990); a history of sexually
|

ttansmilted disease especially of the Human Papilloma
Virus (HPV) lype (Benson 1982; Koutsky et al 1988;
Reeves el al 1989; Nelson el al 1989); low socioeconomic

stalus (Barckley 1980; Nnalu and Durosinmi-Eti 1985;

Munoz and Bosch 1989: Nelson et al 1989); Smoking

1982: Munoz and Bosch

(Benson 1989; Singh and

lancheian 1989); poor personal/genital hypiene (Benson
1982: Llewellyn-lones 1986); polygamy (Adelust 1977);

and non-use of barrier and spermicidal conuaceplives
(Munoz and Bosch 1989).

According to Benson (1982). cancer of the cervix is four
times as frcquent in prostituics as 1n other women and 1s
extremely rarc in cclibate women. 1t has also become clear

recently that 3 woman's nisk of developing cancer of the
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cervix 1is related not only 10 the number of sexual partners

that she has had, but probably equally imporiant is the
number of sexual partners that her male partner or partners
have had (Nelson ct al 1989). This is probably as a result
of the high risk of transmission of the HPV which has been
identified as a precursor 10 cancer of the cervix.

The
incidence is much lower in Jewish women perhaps because

of inherited immunily and better practice of genital
hygiene.

Smoking is believed to alter the permeability of cervical

epithelium permitting HPV easier access (Llcwellyn-Jones
1986). Ncarly 29% of cervical cancer mortalily in the
Uniled states is

>

allnibutable 10 cigaretle smoking among
women {MMWR [1989), a figure thal i1s quite high.

2.3.2 pnthogpcnesis: Incipient cancer of the cervix is a slowly

developing process. Mosl cervical cancers probably begin

as a dysplastic change with gradual progression over a

pcnnod of several ycars to a pre-invasive form,

carcinoma-in-situ.

Two main Lypes of cervical cancer have been identified:

1. the squamous cell earcinoma which develops in the
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squamo-columnar junction (transformation zone) of
the cervical epithelium and accounts for 95% of ali
cases, and

2. adenocarcinoma  which develops from the
endocervical columnar cells and accounts for the
remaining 5% of all cases (Benzon 1982;

Llewellyn-Jones 1986).

In most instances. the pre-invasive form of the disease
remains static for about 7-10 years, a model on which the
mass screening programmes arc bascd. Dunng this
pre-invasive stage, the dysplastic cells may exlend over the
surface to involve larger areas of the squamous cpithelium.

Eventually, it breaks free to invade the sub)acent cervical

stroma. Tlie spread of the viable tumour may be by:-

1. direct extension either downwards to involve the
vagina, upwards 10 involve the bady of the uterus,
laterally it may involve the parametrium, anteriorly
the bladder, or posleriorly 10 involve the rectum:

2. Lymphatic spread because of the rich lymphatic
supply of the cervix; and/or

2 blood vessels spread through the veins thal drain the

cervix leading (0 distant melastasis,
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The field theory of the origin of carcinoma of the cervix,
as siated by Benson (1982), maintains that the cancer
begins in the areas which have been previously altered. i.¢,
the dysplastic epithelium, 1o make them potentially
neoplastic. The devetopment 1s very slow and the cause of
these atypical or dysplastic changes in the celis remains
anknown. On cytological examination, sorie alterations of
the cervical epithelium which differs slightly from that seen

in carcinoma-in-silu are sccn.

various degrees of dysplasia have been identified and
classified as Cervical intra-epithelial Neoplasia (CIN).
Mild dysplasia has bveen classified as CIN 1, moderatc
dysplasia as CIN 1I, while both severe dysplasia and
carcinoma-in-situ as CIN 1il. The pathologic criteria
distinguishing severe dysplasia from carcinoma-in-situ have
noi becn well established hence their Leing  classificd
together as CIN 1il. Spontaneous regression particulary of
CIN 1 occurs in a significant number of €ases. in others, 1t
appears 10 remain static for years. There is a progression
lo carcinoma-in-situ and invasive carcinoma in about a
Mird of the patients. The more scvere deprees of dysplasia

appear 10 progress 1o carcinoma-in-sily more commonly

and more rapicly than those of mild degeec (Benson 1982).
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Usually, no abnormality i« detected on cytological
examination in CIN | because of non-involvement of the
superficial cells, whereas abnorinal cells are detected for

the other stages of dysplasia.

Over a period of years, the dysplasia may remain
unchanged, may regress, Or may progress to
carcinoma-in-situ,

10% of cases.

Progression occurs m not more than
Carcinoma-in-situ on the other hand may
regress in a few cases, most fraquently remains unchanged,

bul in about 20% cases progresses in 5-10 ycars to invasive

carcinona, This is illusirated in Figure .

Stages of dysplasia and carcinoma-in-situ are clinically
undetectable but can be diagnoscd cytologically. Once
cancer of the cesvix becomes clinically detectable by
causing vaginal bleceding and discharge, and dysparcun;a.
invasive cancer has sct in and this carries 2 S0% mortaliy
rate. 1.6, onc paticnt in two will be dead in five years

despite adequalce treatment (Llewellyn-Jones 1986)-
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2.3.3 Clinical Staging of Cancer of the Ceryix

The Intemational Classification (Appendix 2) adopted and
revised by the Intermnational Federation of Gynaecology and
Obstetrics (FIGO) in 1988 1s the most widely vsed. The
classification is important in esumating the extent of the
disease as well as an aid to prognosis and plan of
therapy. Dysplasticchanges which precede carcinoma-in-situ
are not included in the classification and as such not

regarded as a stage of carcinoma of the ccrvix,

Al stage 1 when lhe carcinoma is confined 10 the cervix
wilth minimal stromai invasion, prognosis is better wilh an
85%, S5-ycar survival rate. As the siage of the discase
Increases, prognosis becomes poorer becausse ol mncrcascd
lymphatic and vascular involvements leading to dislant

melasiasis, so that stage 1V has a S-year survival rate of
less than 15% (Llewellyn-Jones 1986).

Differences exist 1n the stage at which patients present with
cancer of the cervix belween the developing and developed
counirics, Edozien and Adcwole (1990) reported thint
between 1980 and 1989, 51.8% of cases seen at Univessity
Colicgec Hospual (UCH) Ibadan. were lale presenters i.c
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stages 11l and 1V which was two to four times the number
of stage Ib cases. The reverse was the case for U.S.A

where 83.8% of cases presented at stages 1 and 1l. This
trend in Nigeria has been altributed to non-availability of
routine cytological screening, ignorance, shyness, fear of
hospitals, cost of medical care and patronage of traditional
medical praclitioners, it is expected (hat public
enlightenment will improve the stage of presentation and

subscquently increase the survival rate of the patients.
2.4 LEVELS OF PREVENTION OF CANCER OF THE CERYVIiX

The prevention of canccr of the cervix can be examined at {ive

levels. However, cficctive control measures arc possible at three
distinct levets only.

2.4.0 Geugcpl Health Promolion:

Al this level, the emphasis IS on promoting the peneral
health and well being of the individual and reduction of
exposures 1o the associatcd migh risk factors, so that
susceplibility to cancer of the cervix is preatly reduced.
Sexual abstinence is an effective though impractical

prophylactic mcasure, Nevertheless, avoidance of carly
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sexual intercourse and promiscuity, discouraging
early/childhood marrage, habilual use of condoms, and
prevention and prompt treatment of genital infections have
been found 1o be effective in preventing cancer of the

cervix (Benson 1982).

Reduction in the number of pregnancies, through family
planning, and adequate genital hygiene are also health

promotional activities that could reduce the susceptibility to
cancer of the cervix. The successful prcvention at this

level requires strong health education activities.

2.4.2 Specific IPcoteciion:

Specific prolection against canccer of the cervix is not
possible since il 15 neither contagious. infectious, nor can
it Be prevented by vaccines. Rather carly detection is

advocated to ensure successful trcatment.

2.4.3 Earlv Detection:

Successful preventlion of morbidity and monality from
cancer of the cervix largely depends on this level of

prevention, because of the casy accessibility of the cervix,
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and the long period of the pre-invasive phase. In 85% of

cases of cervical cancer, 11 should be possible largely to
eliminate invasive cervical cancer by detecting the disorder
al ils pre-invasive stage (Llewellyn-Jones 1986). This
further emphasizes the importance of the pre-invasive slage
at which carcinoma of the cervix could be successfully
checked. As Richart (1979) staled,

unless invasive cancer of the cervix arises
de novo in the stroma, it musi by definition
have a precursor stage, and unless that stage
is so shorl-lived 1hat iis deleclion is highly
unlikely, il seems logical to assume thal
removal of the precursor will prevent
subsequent development of invasive cancer.

The past three decades have produced a significant increase
in the understanding of the epidemiology, natural history,

diagnosis and treatinent of cervical cancer.

in 1943, Papanicolaou and Ttaut described how exfoliative
cylology could be used to detect cervical epithelial changes,
a lechnique that was immedialely recognised as being the
mosl effeclive method of delecling pre-malignant lesions of

the cervix on a larger scalc.

Improvement in prevalence, incidence and mortality
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statistics in extensively screened areas have suggested that
invasive cancer of the cervix is potentially preventable 1f
only the diagnostic expertise could be brought to bear on
the entire population. The annual pap smear has become
a well published and an acceptable measure in preventive
medicine. 1t also provides an opportunity for ctiier routine

gynaccological examinations to be carried out including
breast examinations, pelvic and rectal examinations. blood

pressure and urine checks (Fetherston 1983).

Studies done in areas where extensive cytologic screening
programmes have been carricd out show marked reductions
in the tncidence of cervical cancer in the population. [In
Aberdeen Scotland. Macgregor ct al (1972) reporied a
reduction in the ticidence from 68% in 1959-61 to 37% in
1968-7Q; Christopherson et al (1970) also reported a2 38%
reduction in 15 years in Jefferson County, Kentucky. In
British Columbia, Anderson ct al (1988) reported a 78%
decline in the wncidence of clinically invasive squamous
carcinoma of the cervix between 1955 and 1985, and a

72% reducuon in mortality from the disorder within the
same periol.

Cervical cytological screening has been widely accepied as
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the most imponant tool in the early detection of CIN, and
once this is done, the patient has a pood assurance of
satisfactory treatment and outcome. Various governments,
societies and bodies acknowledge this fact and have made

recommendations based on that. The Walton's Commilttee
repont of 1979 for Canada stated that,

the cervical cancer problem could be soived

by cylologic screening programmes
because:-

\. the invasive lesion of the cervix is preceded

by a spectrum of disease of considerable
length that can be recognised in s

preinvasive siages of dysplasia and
carcinoma-in-situ;

2. in a significant portion of patients with
evidence of carcinoma-in- situ or dysplasia,
the disease if untreated develops into
invasive carcinoma,

)

cytologic evidence of thc existence of the
pre-invasive lesion can be obtained with Pap
smear casily, safely and econornically; and
4, once the pre-invasive lesion has been

identified, further progress of the disease

can be prevenled by simple therapeutic
procedures and continued surveillance.

The Committee (the Canadian Task force on cervical

cancer sceeenming) therefore rccommended (hat:-

. the first Pap smcar should not be performed

uniil afier age 18 ycars and the
commencement of scxual intercourse,
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following an initial negative smear, a second
smear can be obtained one year later to
detect false negatives slill present in the
group;

afler two negauve smears, re-sampling
should be done every 3 years until the
individual reaches 35 years, then every 5
years until she reaches 60 years, after which
she should no longerundergo screening; and

smcars should be obtained anaually in high-
risk women who have early coitus or
multiple sexual partners.

The American Cancer Society (ACS) on the other hand in

1987. came up with the (ollowing guidelincs (or cervical
cancer scrcening in the United states:-

that all women who are. or who have been
sexually active, or have reached age !8,
have an annual Pap test and pelvic
examinations. After a woman has had threc
or more consecutive satisfactory annual
examinations, the Pap (test may be
performed less frequently at the discretion of
her physician. In high risk regions and high

nsk populations, continucd annual screening
may be appropriate.

This particular recommendation is widely adopted and
implemented 1n the United States,
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Similarly, Mat et al (1984) are of the opinion that since
CIN may develop in African women before the age of 20
because of the associated sociocultural and economic

factors, screening must be started as soon as women

become sexually active.

Unforwunately, most developtng countries do not have
adequate resources to cope wilh the annua! screening. This
probably prompted Konje et al (1991) 10 recommend that,

countries with limited clinics should direct
greater auention 1o grand multiparous
women aged 35-44 years. If a sexually
active woman has had a normal smear
before 35 years, there will be no necd for
repeated smears until age 40. Subsequently,
5 yearly smears can be carried out until 60

ycars, when it can be discontinued if the
Smcar remains normal,

The above recommendations seem 10 Jay much emphasis on
tiie cconomic savings accruing from reducing the frequency
of the test. As Richart (1979) pointed out, the cost
cffeciiveness of the procedure as well as the associated
benefits of offenng opportunities for annuat pelvic and
breast examinauons of the women should not be
overlooked: Scarce resources and cfforts should not be

wasted 1n providing irregutar and aot frequent screening
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tests to populations that might develop invasive carcinoma

of the cervix, which otherwise could have been identified

early, if the screenings were regular and frequent,

Furthermore, the recommendation that screening be

decreased with increasing age addresses only squamous cell
cancer of the cervix ignoring the fact that the incidence of
endometrial cancer increases with age, and that it can

readily be detected cytologically too.

More importantly,
recent

surveys of sexual activites and attitudes of
adolescents in the United Siates suppest that a high
proportion of young women fall into the high-risk proup
due 10 progressive reduction in sexual moves (Richart
1979). The same can be said of our contemporary society.

Therefore, going by the various recommendations that high

nisk females have annual tests, many wosnen are bound 1o
fall within this calcgory.

Several studies have shown that the risk of devecloping
cancel ot the cervix increases with prolonged screening
intervals. In the United States, Shy ct al (1989) rcported
that the nsk of squamous cell cancer of the cervix was
increased 3.9 times (or women with Pap smears at 3 year

intervals and 12.3 times for those who have not been
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screened in the preceding 10 years when compared with
women who had annual screening. Similarly, Eddy (1987)
reported the effecliveness of the frequency of screening al

2, 3, 5 and 10 yearly inlervals when contpared wilh 1

yearly as 99%, 97%. 89%, and 69% respecuvely.

Bearman (1987) and his associales share similar views that
more frequent screening than every 3 ycars may lcad to an

increased survival among women who developed cervical

cancer despite cytolopical screening. This was shown in

their study in which screcning intervals of 37 - 72 months

was associated with a significantly larger proportion of

advanced stapge discasc than found in more frequently

screened patients. These studies further emphasize the

nced for reguiar more frequent smears so that the

maximum cffectiveness of the programme will be achteved.

A ncgauve Pap smear docs not rulec out cancer of the

ccrvix. It 1S therefore important; that repeat lests be done
cspecially after the initial one 0 confirm the result,
According 10 Fethierston (1983),

sensittvity and success rale of the screening
procedurc can be enhanced signilicanly by
atiempting 10 calegorize the patients inlo groups:.
1. Symiptomnatic- these paticnts present with
vaginal discharge, pain, atypical vaginal
blecding or spotling. Although resuits of
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the pelvic examination and smear are
negative, symplomalic patienls must be
pursued with alternative methods of
investigalion such as colposcopy, multiple
biopsies, dilatation and curettage, and repeat
cylology.

2. High Risk- these pauents fit a well-defined
pattern including a history of early coitus,
multplc sexual partners, a hisiory of
sexually transmitted disease, and sometimes
a history of a prior atypical or abnormal Pap
smear. These patients should have a
diffcrent screening interval no longer than |
year, and a highcr degree of suspicion are
imporiant factors ia this group.

b Unscrecned- these are the patients who are
cntering thie screening programme for the
first 1ime. Other risk factors lend to be high
in this group of patients.

4, Low Risk- this is the monogamous woman
with a stable marriape, no history of
venereal infection. and successive normal
Pap smcars, who 1S a1 minimal risk for
cancer of the cervix. Tiis is the only group

1n whom annual screening is probably not an
advaniage.

Although no cmpirical cvidence exists in Nigeria on the
percentage of women 1n cach of the aforemenuioned groups,
a grealer percenlage fall inlo the first three groups.

Therefore the importance of regilar Pap smecars nced not
oe overemphasizcd.
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The management of abnormal smears vanes from one

centre to another, Qiles et al (1989) sugpested at least

three subsequent normal cervical smears before any woman

who has had a single mildly dyskaryotic smear is referred
back to the normal screening interval. The Royal College

of Obstetricians and Gynaecologists in 1987 suggested that

where resources exist, all women with dyska

ryotic smears
should be investipaled further by colposcopy as soon as

possible. In places where such facilitics are not available,

a sccond smear should be done 3 - 6 months later, and

where the abnormality 1s confirmed, the patient should then

be referred for colposcopy. Two consecutive normal

smears arc requircd before the individual is referred back
to the routine sgreening programme.

iln U.C.H. Ibadan, Konje et al (199]1) proposed the

management plan shown in Appendix 3.

Finatly, cervical smears should be part of routine
assessment for all women with gynaecological symptoms
regardicss of whether there has been a negative smear in

the preceding three years. Furthermore, all women should
be offered cervacal cytology either:

(a)

in an organized manner which involves intentional

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



29

search through mass screening programmes of all

sexually active women, or

(b) incidental screenings when receiving contraceplive
devices, at antenalal chnics, and when trcating
scxually transmitted diseases.

2.4.4 Treal

Tretiment and Limitation of Disability.

Once cancer of the cervix becomes chinically detectable, 11

has progressed 1o invasive cancer. Al this stage the cure

rate reduces and the cmphasis is on the limitation of

disability. Llewellyn-Jones (1986) staled that,

about 8,000 woimen in the United State die
of cancer of the cervix yearly. This could
be reduced greatly if it were detected early
and (reated as over 95% of patients with
early cancer of the cervix can be cured,

This assertion further lays credence o Barckley's earlier
claim in 1980 that. "1f cancer of the cervix is detected at ils
earliest stage, carcinoma-in-situ, it is practically 100%
curablc™. The mode of therapy depends to a large extent

on the stage of the diseasc the patient prescated at.

Cervical dysplasia s oflen treatced by ticrmal or

clectrocaulery, cryosurgery, or conc biopsy with continued

follow up. For stage la carcinoma, total hysterectomy with
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adequate vaginal cuff is the appropriate treatment. Stages
Ib and I1a can either be treated surgically through ¢xtended
hysterectomy (Wertheim's hysterectomy) or radiotherapy,
or both, In det¢rmining treatment for advanced cervical
carcinoma (stages 1lb, 111 and IV), the wishes of the patient
and the quality of her short remaining life¢ must be taken
into account. WNeither surgery nor radiotherapy provide
much hopc of curc, consequently in some centres,

chemotherapy to reduce the tumour mass s instituted

initially followed by radiotherapy and possibly surgery.

All the three forms of treatment - surgery, radiotherapy and
chemotherapy have considerable complications that are as
debilitating as ithe malignancy itself. Emphasis is therefore
laid on limiting the disability as much as possible and at the
same lime ensuring that the patient is adequately integrated
nto the treatment programme, Patient cducation and
counselling are integral parts of the treitment programme
to ensure effective compliance (o 1he treatment modalities

despite the associated complications,
2.4.5 Rchabllilation:

Rehabilitanon of patients with CIN and invasive cancer of
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the cervix is both intensive and individualized. The

programme depends on the clinical staging - extent of the

discasc and lymph node involvement, the treatment
modality used, the associated complications, and the
general physical condition of the patient. Rccurrence may
occur regardless of the node of therapy. Therefore,

careful follow-up of the patients through peivic cxamination
and biopsies, for an indefinite period 15 very essential.
Carcinoma causes a lot of psychological trattma both to the
patient as well as the relatives, therefore, retabilitation

programmes should aiin to meet both their physical and

psychological needs.

The reported 5-year cure rate for stage 1 cetvical cancer
when treated with either surgery or radiotherapy ranges
ociwezn 76.6% and 88%. and decreases to 8.8% for stage
IV when treated with radiotherapy (Benson 1982). When
cancer of the cervix I1s untreated or fails to respond to
treaiment death occurs in 95 % of patients within two ycars
of the onsct of syinptoins. This situation further stresses

the necd 1o prevent or check the progression of the

pre-invasive dysplasia and carcinonma-in.silu to invasive
carcinoma.
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2.5 THEORETICAL MODELS TO EXPLAIN ACCEPTANCE
AND USE OF CERVICAL CYTQLQOGY

The success of screening progiammes for cervical cancer partly
depcnds on women’s acceptance of available services. The
adoption of preventive health care programmes is related to
people’s underlying motivations, beliefs and attiindes, not only
towards the disecase in question but towards heaith and tllness

generally (Bowling 1989).

Cervical cytology is a preventive programme which has been
empirically tested and widely accepted as a screening mcthod for
early detection of prcinvasive dysplastic changes of the cervical
epithehum. Unfortunately, the expected success has not been
achieved because of difficulties in identifying women at high risk
and the failure of these women 10 make use of such programmes
(Pedersen et al 1971 Wwailton 1976). Several Studics have been
done or factors which motivate individuals 10 engage in preventive
healih behaviour. These factors have been found to be highiy
interrelated and interdependent,  Knowledge, beliefs, values and
attitudes arc soinc of those variables that influence health
behaviours. 1t is widely assumed that individuals will only act if

they possess the appropriate knowledge necessary 1o ¢xecule such
actions. Unfortunaiely. knowledge alonedoces not ajways motivate
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logical behaviour. In many situations, people may know what is

most healthful 10 them yel would hardly reflect this knowledge in

their behaviour. Therefore, it does not always follow that

knowledge will lead to performance of action especially when such
behaviour does not conform with the already held beliefs. values
and attitudes. Consequently, in order to understand individuals’
health behaviours and compliance to health programmes, their

knowledge, attitudes, beliefs and values need 10 be examined.

For a screening programme like cervical cytology. Eardley ct al

(1985) 1dentified three possible pathways through which any
woman may enter the screeninig system as

{a) having the test as pait of another procedure such as

antcnatal care, family planning services, or postnatal care,

n this case, screening is essentially by chance;
(b) the woman herself requesting for the test, this pathway

subsumes that the individual is aware of the availability of

the sCreening programme and where to obtain such
services;

(c) or as a result of invitation either by the personal doctor or
through public cnlightenmcent daves.

Whichever pathway that is adopted, the utumate goat is to get

women screened for cancer of the cervix. While some authors
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(Haynes et al 1979) tend to construe non-attendance at screening

programmes as non-compliance; Maclean et al (1984) find this

inappropriate since attendance at screening clinics is not tnitiated
by the females who arc symptomicss and under no obligation 1o
attend the programme. Moreover, the idea of screening for hidden

pathology is comparatively new and women are yei to be

convinced of its values.

In explaining the motivational factors underlying attendance and
non-attendance of women 10 screening programmes, the following
will be applied:-

l. The PRECEDE mode!

s The Health Beliel Model

L Theory of Reasoned Action.

2.5.1 The PRECEDE Madel
A In the PRECEDE model developed by Green ct al (1980)

health problems are caused by bhoth behavioural and

non-behavioural factors. The non-behavioural factors such

as age, gender and climate canno! be nanipulated. so the
focus of this study will bec on the bechaviousal factors,

Green ct al (1980) propounded that most health problems
arc behaviourally relaled and for such probleins 1o be
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solved. the behaviour of the individual{s) must be modified.

The factors influencing health behaviour were categorized

into three - the predisposing, enabling, and reinforcing

factors, each having a different kind of influence on
behaviour.

Predisposing facltors are those faclors antecedent 1o

behaviour that provide the ralionale or motivation for the

behaviour. These include knowledge, aititude, beliefs and
values.

Enabling faclors are atso antecedents 10 behaviour because
they influence the seaiization of molives or aspirations.

They wnclude personal skills and resources as well as
communily resources.

Reinforcing factors are those sibsequent 1o behaviour that

piovide the continuing reward, incentives, or punishment
for the behaviour and contribule 10 its persisience or

extinction. This includes the roles of significant others 10
the behaviour in question,

‘This model assumes thai for a behaviour to take place there
must be adequate knowledge about il as well as a posilive
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attitude towards it which shows that the behaviour is highly
valued. To compliment this, the action should be

performed effectively using the available resources and
skills. Maoreover, the behaviour should be approved by the
significant others for it 10 be continued.  None &f the

faclors can be looked at in isolation as they compliment

cach other.

Several studies (Davison and Clements 1971; Bluck 1975;
Knopf 1976) suggest that the inabilily of women generally
o go for cervical cylology screening may either be that
they do not know what the test 1s for, or more frequently,
believe that its funclion is 10 detect cancer of the cervix
rather than prevent it. However, knowledge alone may not
moluivale an individual to pecrform a logical health
behaviour. This assertion was further emphasized by
Schwoon and Schmolt (1979) that thc amount and level of
information dees not influcnce preventive behaviour. rather

other determinants (cdliscussed below)infiuence considcrably

influence health behaviour.
Knowledgeable and well informed peoplc often fail 1o take

appropriate courses of action to enhance their well being.

A case in point ts Olukoya and Ogedengbe's study (1988)

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




37

in which 78.8% of female health workers had heard of Pap
smear but only 25.6% ever had one done on them. The
inability of otherwise knowledgeable individuals like
nurses, to avail themselves of the cytological screening

services further emphasizes that acquisition of information

or knowledge alone does not necessarily iniliate action.

This presupposes that nurses are themselves kiicwledgeable
' about cervical cancer and the benefits of ceivical cytology

screening. Unfortunately, Clark (1979} contends that the
nurse’s knowledge of cancer ofien fails 10 correspond wilh
the public’s view of her as an 'expert’. Similarly, Elkind
(1981) found out that nurses are no better informed about
forms of cancer where early dctection is of importance
(like that of the cervix). The most plausible explanation.

according to her, is the emphasis that trained nurses place

on "nursing patients” as their most important source of

informalion on cancer. This discrepancy in the nurse’s

kiowledge on cancer and the public's expectations of her

wouid invanably be a barrier (o the fulfilment of her public

cducation role (Clark 1979). However. since knowledge

stone does not necessarily ensure behaviourai modification,

it 1s therefore pertinent to cxamine other bchavtousal
dclcrminanis.
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Green et al (1980) identified attitudes, beliefs and values as
determinants of behaviour since they tend to mediate
between knowledge and behaviour. Schwoon and Schmoll
(1979) stated that cancer preventive behaviour is influenced
by a high subjective probability of developing cancer rather
\han belief in the need and effectiveness of early cancer
detection on one hand and personal experience with fnends
and relatives suffering or dying from cancer on the other.

This shows that cytological screening ust have personal

relecvance to the individual for it to be accepted and

practised. The belief in the curability of cancer of the

cervix has been found 0 influence the willingness to

undertake health carc practiscs to prevent the disorder.

Elkind (19€0) found out that nurses who believe that cancer
of the cervix is curable were more likely to vaiue cervical
smears as 3 means of detecting the disease at its early

9?’*0

tage. and would therefore practice the behaviour.
oflen, information surrounding

MNost

cervical cytology
cmphasizes the role of sexual behaviour particularly

promiscuity in the actiology of cancer of the cervix. This
might lcad 10 the development of unfavourable attiludes (o

the test. This linkage, according to Charlton (1983). may

crcate in the public’s nund (nurses inclusive), an image of
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cervical cancer as a form of retribution, and may cause
lhem 1o associate the stigma of sexually transmitted
diseases with a positive finding from the test. These

beliefs could reduce attendance at screening facililies.

Furthermore, most women regard cytologic screening as
being anxiety-provoking and would be reluctant to face the
prospecls of discovering in (hemselves 2 disease which
large sections of the population still regard with dread
(Davison and Clements 1971). Cytological screening may
not be possible if these fears and beliefs are strongly held
except when the individual has strong social supports from
significant others. Such anxiety and fears are further
enhanced after the demise of a known cancer patient.

However, lack of encouragement from relatives, friends
and colleagues might make an otherwise knowledgeable

individual like a nurse, fail to attend the screening services.

Studies hive shown that given the right circumstances. a
high proportion of womnen are willing to have Pap smear
iests. Eardley et al (1985) referred to these citcumstances
as thc concept of provider-initiation and usec-orientation
The concept states that:

not only must & woman know Of the test's
(cervical cytology) existence, she nust also
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have some positive concept of its functions
and a belief both in its efficacy and its
relevance to her. She must find the prospect
of both the experience of the test itself and
its implications acceptable. Finally, she
must know where to obtain a test, and the
venue and its system of organization must be
acceptable to her. The absence of these

pre-requisites will constitute a deterrent to
participation.

The nurse in the concept of this study is scen both as the
provider and the user of care. [f one assumes that
knowlcdge and positive attitude to Pap smcar encourage
practice, then nurses are a group of women who by virtue

of their cducational preparation and focus on health issucs

would be expected (o attend Pap smear screening facililies
regularly.

Eardley el al's (1985) concept somehow summarizes Green

et al's (1980) behavioural factors of predisposing, enabling

-

and  reinforcing  componcnts. Availability of. and

accessibility to Pap smear screening facilities are as
important as lanowledge and attitude in influcncing
performance of cxpecled health behaviour, Closely linked
with availability of services are time spent, equipment and
personnel available 1o provide the screening services. Long

walting time of pattents between king the initative and
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having the test done may lcad to a considerable drop out

rate. Milio (1976) emphasized this when he stated that the

health behaviour of a population may be limited by the

degree 1o which health resources are made available and

accessible by health organizations.
2.5.2 The iealth Relief Maodel (H18M1)

The origins of the Health Belief Modiel (HB3M) can be
traced back to the 1950's when 1t was necessary o
understand Lhe infrequent acceplance of preventive practices
and pre-iliness tests (Prentice-Dunn and Rogers 1986).
Rosenstock (1974) lirst formulated more formally the HBM

which was later revised by Janz and Becker (1984). The
HBM has four components:-

1. Perceived susceptibility which refers to the
subjective perception of risks or vulnerability to a
health threat.

2. Perceived seventy consists of one's perception of
the seriousness of the health threat,

3, Perceived benclits consist of the efficacy of an
action desipned to prevent or reduce the threat of
iincss.

4. Perceived bamers which refer to the assessment of

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




42

the negative consequences that might be associated
with the preventive behaviour,

A cue to action which can cither be intemal (manifestations

of symploms) or external (mass media messages) is
necessary for action to take place (Sce Fig. 2).

The HBM contends that an individual wii! take action if he

or she believes that there is personal susceptibility to the

hcalth condition, A female who is sexually active would
first believe that she is susceplible to cancer of the cervix

before further action is taken. Similarly, the perception of

the degree of seriousness varies. Disease conditions that

arc temporary arc more likely 10 be perceived differently
from a chronically dcbilitaing one such as cancer.
Generally, cancer of the cervix 1s perceived as very sciious
and deadiy because of the reduced chance of cure once it

mamfests clinically. If nurses perceive cancer of the ccrvix
as very serious (considering that it most often than not

terminales in death), they will most likcly 1ake action to

prevent it. Secvcral studies cmphasize that perceived

vulnerability or susceptibility to, and severity of cervical

cancer arc likcly t0 cncourage participation
compliance with a cytological

(Calnan 1984: Calnan and

in Or

screécning programme
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FIG. 2.

ADAPTED HEALTH BELIEF MODEL IN DETERMINING A PERSON'S
HEALTH BEHAVIOUR.
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Moss 1984; Eardley ct al 1985). Calnan and Moss (1984)

further contended that perceived vulnerability is associated
~ith an individual's contact with someone suffering from
cancer, (in this case nursing cancer patients), or having a
personal experience wilth cervical abnormality ihat the
individual thinks serious (in tlus case inter-menstrual

bleeding or dysparcunia). King (1983) noted that women
who had experienced menopause believed that they were no
longer at risk of any disease of the reproduclive organs.
Consequently, this group may not attend screening
programmies due lo absence of personal feelings of
susceptibility. ‘The same was the case in Elkind's (1980)
study in which nurses aged SO years and above showed less

confidence in the Pap smear than their younger cotleagues.

Cervicai cytology screening i a form of prevenlive
behaviour which reduces suscceplibility to cancer of the
cervix if done appropriately, since the pre-invasive changes
can be detected carly and treated promptly. Women arc
likely to respond more favourably to an invitation for
«recning only if they believe the test 10 be cffective in
preventing cancer of the ceovix (Eardley ct al 1985). They
therefore Need to be assured of the effectiveness of the
programme through reductions in the rate of false-negative
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and false-positive results.

The likelihood of action is furtter enhanced if the
perceived benefits outweigh Lhe perceived barrices that may
deter women from undergoing the procedure. The barriers
include fcar of the examination and result (Knopf 1976;
Schwoon and Schmoll 1979; Charlton 1983, Eikind et al
1988). embarrassment (Davison and Clements 19715 Knopf
1976; Charlion 1983; Elkind ct al 1928) iack of knowledge
about where and when to have the test done (Knopf 1976;

Charlion 1983), and too long a waiting period and lack of
time (Schwoon and Schmoll 1979).

Cullum and Savory (1983) further stated that screening
requires an inlimate cxamination such that some women are
unwilling o have the examination performed by male
providers. Some nurses will not want the test performed
W\ hospitals where they work becausce of familiar faces at
the screening centre. ‘This could be a very big bamer o
the prevenuive behaviour. Elkind (1980) found out from
her study that the Pap smear was highly valucd by nurses.
Therelore, f the perceived benefits of reducing
susceplbility to. or the sevenly Of the disease outweighs

the percawved barriers, action will take place as the nurse
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will atlend the screening services. Similarly, the same
considerations wil! determine whether the nurse will

recommend the practice (o others.

Modifying factors. otherwise called cues to aciion, are
important. They are stimuli in the individual's
environment that might trigger off actions. These stimuli
might be internal ¢.g. manifeslations ¢f syrnptoms pointing
to the abnormality (like inter-menstrual bleeding or
dysparcunia), or cxicrmal stimuli such as mass media

messages, after attending a symposium or seminar on

cancer, or after nursing a patient with cancer of the cervix.

The presence or absence of these factors would either

motivate or deter an individual fromn pcrforming the
cxpected behaviour.

2.5.3 Theory of Reasoned Action
Fishbein’s theory of Reasoned Acuon {Ajzen and Fishbein
1980) was lirst developed in 1967 and since then has been

funther modified. Tishbein and Ajzen proposed that a
specific behaviour is determined by the individual's
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intention to perform that behaviour. The theory went

further to state that the intention to perform the behaviour
1s made up of two dimensions:-

b Attitude towards the speciflic behaviour e.g.

attending a screemng programme.

This has some
personal cvalvative component of the perceived

benelits associated with the intended tehaviour.

The individual's perception of the social pressure
put on her by referent individuals to perform, or not
to perfonn that behaviour, this is often referred to

as the subjective "norm" concerning thal specific
behaviour,

The relative weights of both coinponents can be used to

predict the outcome of a specific behaviour. The theory

subsumes that human beings are rational and as such should
make adcquate evaluvatlions so as to take appropriate
aclions, Some similanties exist between this theory with

the HBM on one hand. and PRECEDE model on the other.

A nurse must perccive herself as being susceptible to

cervical cancer and that Pap smear offers an eflective
preventive measure, She is expecicd 10 make some value

judgements which is similar 10 weighing benefits over
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COsts.

Furthermore, the subjective norm such as the role of

social support groups (the family, colleagues, and friends)

and whcther Lhe behaviour attracts rewards or sanctions

will be evaluated. The degree of support from the

signtficant others can determine whethcr the nurse will
attend the screening programmec. Discouiageincn! may lead
o non-aticndance, if it outweighs the personal benelits the
individual cxpects to achieve from performing the
prevenlive action. As Chariion (1983) pointed out, the

linkage of sexual behaviour with the aetiology of cancer of

the cervix, and the associaicd stigma of sexually

transmitted disease may deter nurses from availing
themselves of the cytological services, so that their moraie

will be protected. On the other hand, if cervical cytology

1S an accepted norm in lhe sociely, and many nurscs

practice it, others will be encouraged (o attend the
screening services.

The theory further identilies some external variables which
indirectly influence intenuon to perform the behaviours
through their cflects on personat belivfs conceming the
behaviour, and the motivation to comply with the reference
group (sec Fig. 3). Thesce variables include demography.
personality traits, and atttudes towards people.
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FIG. 3
THE THEORY OF REASONED ACTION AS IT EXPLAINS BEHAVIOUR
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In conclusion, these models and theory have thrown greater
light on the factors that can influence preventive behaviour

such as cervical cylology screening.

Therefore, success in utilization of the services will be
achicved through a better understanding of the complex
interrelaled and interdependent factors emphasized by the

models and theory.

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



CUAPTER THREE

METIHODOLOGY

3.1 STUDY POPULATION

The study was carried out in all the three tiers of the health carc

dclivery system in lbadan municipality.

Ibadan is thc biggest city in West Afinca, and the most populous
indigenous city in Yorubaland. The present Ibadan populauion i1s
estimated o be not less than 3,488,789, At present, Ibadan is the
capital of Oyo statc of Nigena. The inhabitants are predominantly
Yorubas, although many people from othcr cthnic groups inhabil
there as well because of its numerous cstablishments and
commercial activities, Health facilites within lbadan rangc from
Health centres, Private hospitals, NMission hospitals, State

Government hospials, to the Teaching hospital.

As at February 1991, records from Oyo state Hospitals
dManagement Board showed that in Ibadan municipality, there are:
] Teaching hospital

6 Stalc Government hospilals

2 Mission hospitals,
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7 Hcealth centres, and

144  Private hospilals.

These hospilals and health centres are widely distributed all over

the municipality. The study involved professional female nurses

working in ail thesc hospitals and health centrus,

Al the time of study, no comprehensive list or figure of all
regisiecred female nurses in lbadan municipalily existed.

Thewefore, the information was oblained from vanous sources.
Records were reviewed from the Oyo Staie Hospitals Management
Board, the University College Hospital, the two mission hospitals.
private hospiltals, the individual State Government hospitals and
health centres. An estimated population of 1,720 female nurses
practising in the municipality was arrived at. A visit by the author

tlo a few selecled Private hospitals showed an average of three

registered female nurses in cach hospital from which an estimated

figure of 279 was arnved at. (This figure is inclusive n the

estimatied 1,720 female nurses in lbadan municipality).

Ail the state government hospitals, the teaching hospitals. 1nission
hospinals and health centres were involved in the study. For the
pnivate hospuals, the Oyo Staie Ministry of Health provided a list
of regisiered pnivate hospitals in Ibadan based on the 1985-1986

list of annual renewals, and the 1984-1989 list of new
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registrations. Both lists showed that out of 144 registered private
hospitals in [badan, only 93 of them had traceable addresses and

so were the only ones included in the study.

32 OBJECTIVES OF THE STUDY

The objecuves of Lhis study are 1o:-
O Document the level of awarcness of registered female

nurses on P’ap smear as a screening procedure for cancer of
the cervix.

24 Determune the nurscs knowledge of the predisposing factors
to cervical canccr and pcople at risk.

3. Identify the social, cogritive and attitudinal factors that
afiect their ualization of Pap smear scrvices.

s, Determine the extent to which nurses® attitude affects the
utilization Gof Pap smear services,

S. Suggcst approprniate stialegies to promote belter utilization
of the scrvices.
3.3 Ity POTIIESES
Rased on the rescarch questions and the objeclives, the following

hypotheses were formulatled and lested:-

1. There 1S no assciation between nurses' knowledge of
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cervical cylology and their:-
(a) hospitals of praclice
(b) age groups
(c) religion
(d) professional qualifications.
There is no association between nurses' attitude o cervical
cytology and their:-
(a) hospitals of practice
(b) age proups
(c) religion
(d) professional qualifications,
There 1S no associalion betwecen the utilization of cervical
cytology services by nurses and their: -
(a) hospuals of pracuce
®) age groups
(c) religion
(d) professional qualificauons.
There is no association between:
{3) Nurses krowledge and their utilization of cervical
cytology services
(b) Nurses knowledge of, and their attitude to cervical
cytology
(c) Nurses attitude t0. and their utilization of cervical

cytology services.

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




55
3.4 STUDY DESIGN

This is a descriplive, cross-sectional survey in which information

was collected about the knowledge of, attitude to, and utilization

of cervical cytology services by fematc nurses.

3.5 SAMPLING PROCLDURE

The general population consists of every femnale nurse in the
hospitals or heaith centres within lbadan Municipality. The sizes
of the hospitals and health centres vary and so did the number of
female nurscs in cach of them,

A mulusiage sampling lcchnique was used in sclecting 500
respondents out of a total population of 1,720 (sece Fig. 4).
Firstly, the health insiitutions were stratified into five categorics-
Teaching, State Governmenl. Mission, Private, and Health centres.

Teaching Eiospitali- University College Flospiiat (UCH) is the
only teaching hospital with a total population of six hundred and
fifty (650) femalc nurses. Further stratification was based on the
existing thirty five (35) units and wards in the hospital. 25® of
these unils werc randomly sclected using a table of random
numbers. and all the 163 fcmale nurses in the selected units were

studied,
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State Governmment fospilals:- There are 6 stale government
owned hospilals in lbadan with a total population of six hundred

and forty six (646) female nurses distributed in forty six (46) units

and wards. 25% of these units and wards in each of the 6

hospitals were selecled using a table of random numbers. Thus,

a total of 14 units were selected. All the 184 female nurses in the
selecled units were studied.

Mission Hospilnls:- The exisling two mission hospilals were
stratified according to unitls and wards wherec a total of one

hundred and one (101) female nurses work. Out of a total of

thirtcen (13) units, S0% (7 units) were selected using a table of

random numbers and all the 53 female nurses working there were
studied.

Privntc 1lospilalsi- A list of nincly-three registered privale
hospitals with traceable addresscs was obtained from the Oyo Stale

Ministry of Healihi. It was estiinated that about iwo hundred and

sevenly nine (279) female nurses work in these hospitals. 25%
(24) of ihcse hospitals were selecled using a lable of 1andom
numbers. All the female nurses found in the selected hospitals

were studied. Thus. a total of 56 female nurses were studied.

I{enlth Centres:- There are seven (7) health centres in lbadan

municipality, All were selected for the study. All the female
nurses (44) found in these health centres were studied.
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See Appendix 4 for a list of all the selected hospitals and health

centres.
3.6 INSTRUMENTATION

A qucstionnaire, consisting of four sections, developed Ly the

author was used for data collection,

Scction one covered the demographic variables such as age, type
of hospital, mantal status, religion, professional qualifications, and

post-qualification experiences.

Section two dealt with knowledge of cervical cancer and cervical
cytology. The attitude to cervical cytology, and the extent of
utilization of the services were covered in sections three and four

respecuvely.

3.6.1 Vplidity of the Insirynigpt:-

My supervisor, some cxperts in the field of instrument
design, and colleagues went through the questionnaire 10
cnsure clarity of the questions and that they addressed the
vanables of interest. Thus irrelevant questions were

climinated, and the ambiguous ones restfuctured to ensure
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clarity. For ecxample, question 19 initially read "How often
should the test be done"”, while question 23 was, "Do you

believe you can have cancer of the cervix?”,

Furthermore. the questionnaire was pre-tested on 20
female nurses working in some of the private hospitals in
Ibadan not sclected for the study. Through their responses,
confusing questions were removed or restruciured as the
casc nay be. For exampie, question !4 initally read,
"State all the ways by which cancer of the cervix can be
prevented®, while question 17 was, “were you taught about

Pap smear during your traintng in the School of Nursing?~.

3.6.2 Reliabilily of 1he Iustrument:-

Reliability tests 10 determinc the consistency of the
instrunieni could not be done in Ibadan municipality since

all the hospitals were involved in the study. Therefore,
femnale nurses in Lagos metropolis who sharad similar

characteristics with those in lbadan municipality were used
for the reliabtlity tests, Test-retest of the insttrument was
ydopted during which 15 female nurses at Lagos University

Teaching Hospital (LUTH) completed the questionnaire,
The same questionnaire was re-adniinistered 0 the same
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population after a two week interval and the responses were
compared for consistency in the answers. This was done

for secions 2, 3 and 4 of the questionnaire. [l was
dctermined that the instrument has a high reliability value

(r=0.75) hence its use for the collection of data.

S DATA GATUHERING PROCLEDURL

The research involved forty hospitals and health centres located at
different parts of lbadan. Therelore three research assistants were

trained by the author and were involved in the collection of data.

Since nurses arc on duty a! ditierent times of the day, repeated
visits were made to the sclected units (0 administer questionnaires
10 those working on various shifis. The idle time for each unit,
hospital and health centre was determined and exploited for the
completion of the questionnaires with tlie full co-opcration of the
head nurscs. Those on "off duty” completed the questionnaires on
arrival back at work. It was cnsured that the questionnaires were
completed in the presence of the author and reseasch assistants in

order to prevent cross- fertilization of 1deas.
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3.8 DATA ANALYSIS

The data were analysed using the Statistical Package for Social

Sciences (SPSS). The following statistical methods were used :-

l. Pearson's product moment correlation coefficient 10

determinc the significant relationships between the variables

of interesl.

2. Analysis of Variance (ANOVA) to deterininc the mean
differences among various groups and where there exists a
signilicant F-ratio, further test (Scheffe Multiple Range
lest) was used to identify the sources of the differences.

3. Chi-squarc (X3?) lcsts to deterimne significant associations
between variables of nterest.

2 Frequencies and percenlages were also calculated.
39 LIMITATION OF TIIE STUDY

Due to logistical 1casons (time and cost) all the professional female
nurses in [badan municipality could not be studied, therefore a
saimple was laken, Nevertheless, lhe sample size is thought to
adequalely represent the three tiers of the health care delivery
system, and reflects the general picture of the hecalth care sellings

in lbadan as well as other cilies 1n Nigena.
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CHAPTER FOUR

RESULTS AND INTERPRETATIONS

In this chapter, the resulis of the study are outlined., The inteniion is to

answer the research questions and test the stated hypotheses., The results

are presented in four parts as follows:-

l’

2.
3.
4.

4 1

Demographic characteristics
Knowledge of cervical cancer and cervical cytology (Pap smear)
Attilude towards Pap smear

Utilization of Pap smear services,

DEMOGRAPUHIC CIHARACTERISTICS OF TIE
RESPONDENTS

i Resnondents” Place.of Work.

{n all, 500 nurses were surveycd. Of this total, 184
(36.8%) were [rom the State hospitals, 163 (32.6%) rom
the Teaching hospital, 56 (11.2%) from Privaic hospitals,

s3 (10.6%) from the Mission hospitals. and 44 (8.8%)
from thc Hcalth centres (Fig. §)
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i Respondenls’ Age Distribution

The age of the respondents range from 20 1o 50 years and
above. The myjority 190 (38%) (all into the 30 to 39 ycar
age group (ollowed by 159 (31.8%) within the 20 to 29
year agc bracket (Table ).

i Respondents: Marital Stas, Parity and Religion

NMost respondents 380 (76%) arc imarried followed by 105
(21%) who are single (Tabic 2). Table 3 shows that 156
(31.2%) of the respondcnis have a parity between 3 and 4,

followed by 131 (28.29%) who are nulliparous. Table 4
shows that mos: respondents, 444 (88.8%) are christians

and a few, 56 (11.2%) are muslims,
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TABLE 1

Respondents’ Age Distribution

Age group In yrs  No of respondents %

20 - 29 159 31.8
30 -39 150 38.0
40 - 49 118 23.6

Lo
D
o
(@,

S0 and above

TOTAL 580 100.0
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TABLE 2

Respondents’ Marital Status

Marital Stawus

No of respondents %

Sin gle 105 21.0
Married 380 76.0
Widowed 3 1.6
Divorced 4 0.8
Separalcd 3 0.6

TOTAL S00 100.0
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TABLE 3

Respondents' Parity

Panty No of respondents i

0 141 28.2
I and 2 110 22.0
3 and 4 156 31.2
Sand 6 g0 16.0
7 and 8 10 2.0
9 and abovce 3 0.6
TOTAL 500 100.0
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TABLE 4

Respondents’ Religion

Religion No of respondents %
Christianity 444 38.3
Islam 36 11.2
TOTAL 500 100.0
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W s \ 1j t1 P ional

s of E

The majority of the respondents, 293 (58.6%) have both
the Registered Nurse (R.N) and the Registered Midwife
(R.M) certificates (regarded as the basic qualification).
followed by a few, 72 {14.4%), with combined basic and

Family planning cerlificates (Table 5).

Table 6 shows the professional siatus of the respondents.
Many of the respondents, 162 (32.4%) are nursing officers
followcd by staff nurse-midwives 108 (21.6%) and senjor

nursing officers, 107 (Z!.4%).

The years of prolessional experience of the respondcents
range from less than 1 ycar to 21 years and above, The
majority 139 (27.8%) had between 6 to 10 years of
working experienct followed by 135 (27%) with less than
! year 10 5 yecars working cxperience. Only 72 (14.4%)

respondents had put in 21 years and above in the service

(Table 7).
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TABLE 5

Respondents’ PProfessional Qualifications

Professional Qualifications No of Respondents %

Registered Nurse (RN) 63 12.6
Registered Midwife (RM) 30 6.0
RN/RM (basic) 293 58.6
Basic+ Public Health Nursing 16 3.2
Basic+ Family Planning certificate 72 14.4
Basic+others e.g. 8.5c, A.D.H.Ecle 26 5.2
500 100.0

TOTAL
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TABLE 6

Respondents’ Professional Status

Professional Status No of Respondents %
S1aff Nurse 75 15.0
Siaff Midwife 21 4.0
Staff Nurse/Midwife 108 21.6

Nursing Officer 162 32.4
Senior Nursing officer 107 21.4
Matron 20 4.0
Others e.g. A-C.N.O, Principal Midwife Tutor 7 1.4
TOTAL 500 100.0
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TABLE 7

Respondents’ Professional Experience

Professional Experience No of Respondents %
(In Years)
0-5 135 27.0
6-10 i39 27.8
11 - 15 el 18.2
16 - 20 63 12.6
21 and above L id.4

00 100.
TOTAL o P
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4.2 KNOWLEDGE OF CERVICAL CANCER AND CERVICAL

CYTOLOGY

N o) ' According 10 Hospital of
' d e fi ton

Tablc 8 shows the percentage of respondents who have or
have not heard of cervical cytology according to hospital of
practice, Morc than two-thirds of respondents in each of
the hospitals have heard about cervical cytology with the
majority, 152 {93.3%) and 40 (90.9%) being from the

teaching hospital and hecalih centres respectively.
The respondents obtained their information from various

sources, the major source being formal training in schools
of nursing and midwifery, 360 (72%) (Table 9).
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TABLE 8

nts' Awareness of Cervical Cytology According

to Hospital of Practice

Type of Hospital

Ever Heard of Cervical Cytology

Yes NO

Total

No of Respondents % Noof Respondents %  No of Respondents %
Teaching Hospital 152 93.3 I 6.7 163 100.0
State Hospitals 139 75.5 45 24.5 184 100.0
Mission Hospitals 37 69.8 16 30.2 53 100.0
Private Hospitals 38 67.9 18 32.1 56 100.0
Health Centres 40 0.9 4 9.1 44 100.0
Towa 406 81.2 94 18.8 500 100.0
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TABLE 9
Respondents’ Sources of Information Aboutl Cervical Cytology*

N=500

—

Sources NG o,

Formal Training in schools of Nursing and Midwiiery 360  72.0

Books/Journals/Pamphlets 114 22,8
Co-Workers 85 17.0
Mass Media 25 5.0
Friends 24 4.8

Other sources:-symposia, conferences, family planmng

clinics 50 10.0

y hiullip:f’ responsc hence perccntagc adds up 10 mMOore than 100%
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Respondents’ Definition of Cervical Cytology According to
. " Practi

Table 10 shows that about one-third 182 (36.4%) of all the
respondents correctly defincd ccrvical cytology. Cf these,
the majority 20 (45.5%) and 22 (41.5%) practice in the

hcalth centres and nussion hospitals respectively.,

Respondents: Kpnowlcdge on the Frequency and Age of
Commencement of Cervical Cyiojogy

In response to the qucsiion on the frequency at which
ccrvical cytology should be performed, about one third of
the respondents, 180 (36%) correctly statcd that it should
be done yearly. Incorrect responses include six monthly
given by 149 (29.8%) of the respondents (Table 11).

Tabjc 12 shows responses on age at which the test should
be commenced, Majority of the respondents, 437 (87 4%)
3ave incorrect responses Or do not know. Only 63 (12.6%)
respondents correctly slated that it should be commenced

¢ither at 18 years or with exposure o sexuid! intercourse.
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TABLE 10

Respondents’ Definitions ol Cervical Cytology According

to Hospital of Practice

=N

Hospitals

Tmhing Stale Mission Private Health

Hospital Hosp. Hospital Hosp. Hosp. Total :

Responses no % no % no % no % no % no

a) Comrect RespOnse
Takang smears {iom the
cervical epithelium in order
10 detect Pre-oraligant
changes of the cervix. It can
also be done 10 detect cancer
of the cervi. 65 39.9 68 37.0 22 41.5 7 12,5 20 45.5 182 36.4
b) {ncorrect Responsc
Cervical biopsy 6 3.7 10 5.4 1 1.9 4 7.1 - - 21 4.2
Microscopic examination of
cervical secretions 45 21.6 45 24.5 15 283 19 33.9 8 18.2 132 26.4
High vaginal swab 11 6.7 12 6.5 5 94 2 36 2 4.5 32 64
Examination of the vagina
alter menstnuation d 25 3 1.6 - - - . - s 7
No response/Don’t know 32 19.6 46 25.0 10 18.9 24 429 14 31.8 126 25.2
Iotal 163 100.0 84 100.0 53 100.0 56 100.0 44 100.0 500 100.0
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TABLE 11

Respondents’ Responses on Frequency of Cervical CylologY

Frequency NO %
Monthly = 9 1.8
6 Monthly* 149 29.8
Yearly + 180 36.0
2 ycarly*® 80 16.0
5-10 years*® 21 4.2
Pon‘t know/no responsc” 61 12.2
TOTAL 500 100.0

4+ Comect response

® Incorrect responsc
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TABLE 12

Respondents’ Responises on Age of Commmencernent of (lie Test

Responses NO %
At Puberty* 59 11.8
Al 18 years+ 41 8.2
Exposure to scxual intercourse -+ 22 3.4
From 20-25 years* 57 11.4
From 30-40 years® 105 21.0
Ecmales within child bearing age” 70 14.0
After menopause” 23 5.0

Don't know/No responsc” 121 24.2

TOTAL 500 100.0

+ Correct recsponses

® Incorrect responses
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Respondents’ Knowledge of the Predisposing  Fagiors 1o

Cancer of the Cervix and Ways of Reducing Su 2
to_the Disorder

The respondents were asked 10 list six (6) predisposing
factors 10 cancer of the cervix and four {4) ways of
reducing susceptibility to cancer of the cervix. [Each
correcl response was piven one point whilc an incorrect
response was scored "zero”. A niaximum possible point of
6 for the predisposing factors, and 4 for ways of reducing
susceplibility to cervical cancer would be obtained by each

respondent.

Table 13 shows that the majonty of the respondents, 282
(56 4%) correclly 1anked mulliple scxual partners as the
first predisposing factor 1o cancer of the cervix. This was
foiiowed by 140 (28%) and 89 (17.8%) respondcnis who
stated mulupatity and early age at onset of sexual
intercoursc respeclively. Furthermore, only 91 (18.2%)
respondents could correclly stale up 1o three (3)
predisposing factors and above. Of these pumber. the
majonty. $s9 (36.2%) were from the teaching hospiral
followed by 7 (15.9%) from the health centres. However,

incorrect fesponscs include cervical polyps and erosions
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given by 160 (32%) of the respondents and vagrnal
insertions by 136 (27.2%). On the other hand, almost onc-
third of the respondents 152 (30.4%) could not statc a
single predisposing factor (Table 14).

With regard to ways of reducing susceptibiiity 1o cancer of
the cervix. Table 1S shows that some of the respondents,
172 (34,.4%) correctly ranked adhcrence to onc sexual
partner.  This was followed by i64 (32.8%) and 74
(14.8%) who respectivcly ranked regular medical check up
including Pap stncar. and reduction in the number of
pregnancics. Incocrect answers inCluded avoidance of
vaginal inscrtions given by 44 (8.8%) of the respondents

followed by prompt (reaiment of cervical polyps and

crosion, 38 (7.6%}. Furthermore, only 168 (33.6%)
respondents could corvectly state up to two (2) ways and
abave. A greater percentage of them, 2t (39.6%) werc
from the mission hospitals followed by 61 (37.4%) from
the teaching hospilal.  However, 184 (36.8%) of (he

respoadents Could not swmte 3 single way of reducing
susceplibility to ancer of the cervix (Table {16).
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TABLE 13

Respondent's Responses on the Predisposing Factois to Cancer
of the Cervix®

N = 500

Correct Responses no % Incorrect Responses e %

Multipie sexual partners 282 56,4 Cervica! palyps & erosions 160 2.0
Mulupanty 140 28.0 Cervicai & vagina insertions

Exsly age al onset of wexual (e.g IUCD+, pessanes, foams) i36 27.2
ntercourse 89  17.8 Herodity o8 19.6
Early mamage & child birth 75  15.0 Hormonal preparations (pills) 95 19.4
Viral infecvions {Sexually Cervical & vaginal infections

transmitted diseases 48 9.6 (e.g. cervicitis R 18.4
Poor genital hygiene 12 2.4 Abortions<timinal & habitual 34 6.8

Smoking 8 1.6 Evil spirits & witches § 08

-

* Muitiple response hence peicentage adds up to mote than 100%

+ IUCD - Intra Uterine Contraceplive Device.
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TABLE 1[4

Kaowicdge of Six Predisposing Factors to Cancer
of the Cerviy According 1o the Hospital of Practice

Hospstals

Teaching  State Mission Private Health

Hospital Hosp. Hospital Hosp. Hosp. Total
Rexponses no % no % no % no % no % no %
0 (Don't know) 31 190 56 304 18 34.0 23 41.1 24 545 152 304
| 21 129 66 359 19 358 25 44.6 8 18.2 139 27.8
- 52 319 36 25.0 i1 20.8 4 7.1 5 11.4 118 23.6
3 49 0.1 12 65 i 19 1 1.8 7 159 70 14.0
4 9 5.5 4 2.2 4 75 3 5.4 0 0.0 20 4.0
S 1 0.6 0 0.0 0 0.0 0 00 0 0.0 1 0.2
6 0 00 0 0.0 0 0.0 0 00 0 0.0 0 0.0
Total 163 160.0 184 1000 53 100.0 56 100.0 44 100.0 500 100.0

—_—

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



’_"———“

84
TABLE IS

Respondents’ Responses on VWays of Reducing
Susceptibility to Cancer of the Cervix®
N = 5006

Correct Responses no % Incorect Responses no %

Adhetence 10 one sexual partner 172 34.4  Avoid insertions into the vagina 44 8.8

Regular medical checks including Prompt treatment of cervical

Pap smear 164 32,2 polyps and erostons 38 1.6
Reduction in the number of

pregnancies 74 14.8 Discourage abortions 34 6.8
Discourage early mamage.

pregnancy and carly scxual Prompt treatment of vagina and

intercourse 67 13.4 cervical infections 30 6.0
Improve genital liygiene 6 7.2

* Multiple response hence percentage adds up o more than 100%
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TABLE {6

knowledge of Four Ways of Reducing Susceptibility to
Cancer of the Cervix According to Hospilal of Praciice

-—

Hospitals

Teaching State Mission Privatc Health

Hospital Hosp. Hospital Hosp. Hosp. Total
Responses no % no % no % no % no % no %
O(Don’t Know) 51 31.3 66 35.9 15 28.3 27 48.2 25 56.8 184 36.8
1 51 313 55 299 17 32.1 17 30.3 8 18.2 148 29.6
2 35 21.5 50 27.2 16 30.2 10 17.9 5 1.4 116 21.2
3 23 .1 12 6.5 4 1.5 I 1.8 6 13.6 46 9.2
4 J 1.8 I 0.5 I 19 | 1.8 0 00 6 1.2
Total 163 160.0 184 100.0 53 100.0 56 100.0 44 100.0 500 100.0
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Knowledge of Cure for Cancer of the Cervix

In response to the question on whether cancer of the cervix
could be cured, almost half of the respondents 245 (49%)
said "Yes™ while 255 (51 %) indicated that it cannot be

cured (Table 17).

Furthermore, of the different methods Identified as
effective in curing cancer of the cervix, the knowledge of
surgery was the highest, followed by radiotherapy. as
identified by 81 (37.8%) and 30 (18.7%) of the
respoidents respectively (Table 18).
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TABLE 17

Respondents’ Knowledge of cure for Cancer of the Cervix

Curability NO %

0, 245 49.0

Ya 255 51.0
SO0 100.0

TOTAL
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TABLE 18

Respondents’ Knowledge of Mode of Cure

N=214*

Mode of Cure No e
a) Surgery 8i 37.8
b)  Radiotherapy 40 1857
c) Chemotherapy ° 248

40 18.7
Combination of a and b

25 11.7
Combination of b and ¢

3 1.4
Combination of a and ¢

10 4.7
Combination of a, b and €

9 4.2
Divine healing

214 100.0

TOTAL

sC
- 3) respondents cxcluded for No rcspon
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H hesis Testing-Knowledge

Hypothesis one: states that there is no assumption between

nurse’s knowledge of cervical cytology and their:

(a) hospilal of practice;

(b)  age groups,

(c) religion; and

(d) professional qualifications.

To test this hypothesis, answcrs 10 ruestions on knowledge

were scorcd. A cOrrect TEsponsc was given onc mark

while an incorrect responsc was scorcd 'zero'. Thus,. a
maximum possible point of sixteen (16) was atiainable.

Furthermore, (hc mean and standard devialion for

nurses in the diffcrent categorics ierce

nalysis of variance (ANOVA)

knowledge ©f

calculated, whilc onc way A

used to determine significant differences among the
was C

differcnt Broups. :
Multiple Range lest was used 10 determine the

Where a significant difference cxisted,

the Scheffe

sourcc(s) of the difference(s).

in the eaching hospital
b show that nurses In L
‘Tables 193 and

are MoOIC knowlcdgeal

of 6.2 followced

Je on cervical cytology with a mcan

by those in thc stale govermment
score
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hospitals ( mean score = 5), mission hospitals (mean score
= 4.8), health centres (mecan scote = 4), and lastly by
those in the privale hospitals (mean score = 2.9). The

observed mean differences werc statistically significant (P

< 0.05) indicating that differences in knowledge of
cervical cytology €X1st among nurses in different hospitals.
The major differences were largely found between private

hospitals (Group 4) and all the other hospitals; between

teaching hospital (Group 1) and all the cthers: and betwecn

health centres (Group 5) and st
e o age. Table 20a shows that respondents

ate hospitals (Group 2).

With refcrcnc

within the age Broup
cal cytology with a mean score of

:’0 to 29 years are more

knowlcdgeable on Cefvl

5.3. followed by tiie 50 years and above group (mean scorc

— 5.2). then 40 to 49 ycars (mean score = 4.9), and lastly

by those within the 30-39 ycars age bracket with a mean

( 4.8, However. these differences were nol
score O oths

statistically significant (p > 0.05) (Table 20b).

1o teligion. Tables 213 and 21b show thal the

ith respcct
b n score = 5.1) arc morc

christian respondents (mca
fedgeablc ON cervical cytology than the moslems

. ? r U Dl
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Wilth reference to professional qualifications Tables 22a and
22b show that respondenis with basic (RN/RM) and any
other post basic qualification (excluding public health
nursing) were found to be more knowledgeable, {mean
score = 6.7). They were followed by respondents with
basic (RN/RM) qualification (mean scorc = 4.9), RN alone
(mean score = 4.4). basic and public healih nursing (mean
score= 3.8) and lastly by those with RM alone (mean
score 3.4). A sigaificant difference (P < 0.05) exists in
knowledge of cervical cylology between these groups. The
sources of the differences were between those with basic
and any other post basic qualification (excluding public
health nurstng) (Group S) and all the others; and between
thosec with RM (Group 2) on one hand, and RN (Group 1)
and basic (RN/RM) (Group 3) on the other,
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With reference to professional qualifications Tables 22a and
22b show that respondents with basic (RN/RM) and any
other post basic qualification (excluding public health
nursing) were found to be more knowledgeable, (mean
score = 6.7). They were followed by respondents with
basic (RN/RM) qualification (mean score = 4.3), RN alone
(mean score = 4.4), basic and public health nursing (mean
score= 3.8) and lastly by those with RM alone (mean
score 3.4). A significant difference (£ < 0.05) exists in
knowledge of cervical cytology beiwcen these groups. The
sources of the differences were between those with basic
and any other post basic qualtficaton (excluding public
health nursing) (Group 5) and all the others: and bctween

those with RM (Group 2) on one hand. and RN (Group 1)
and basic (RiN/RM) (Group 3) on the other.
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TABLE 192

One way ANOVA Test for Respondents’ Knowledge of Cervical

Cytology with Reference to ilospitals

Source dt §§ ms F p-value

Between groups 4  S11.9095  127.9774

18.294 <0.05
Within groups 495 3062.753 6.9955

Total §59  3573.9848

e d—

df = degree of freedom;
ss = sum of squares;
ms = mean squares; and
F = F-ralio
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TABLE 19h

Scheffe Multiple Range Test for Respondents’ Knoswledge
of Cervical Cytology with Reference to Hospital

Group
Mcan SD  Group 4 3 3 2 !
291 203 Gipd
402 265 GrpS$ ~
482 271 Gipld ’
495 2N Gmp? ’ '
6.17 271 Grpl ~ e 2 -

Pairs of groups sigmficantly different 2t P < 0,05
where:

Group 1- Teaching hospital
Group 2- State hospials
Group 3- Mission hospitals
Group 4- Piivate hospitals
Group 5- Health centres
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TABLE 20a

Knowledge Scores on Cervical Cytology for Respondents of

Diffecent Age Groups

SD

Respondents age in yrs NO X
20-29 159 5296
3.
30-39 190 858
4.889
40-49 118
33 5.182

50 and above

2.7663
2.7862
2.8519

3.1962
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TABLE 20b

One Way ANOVA Test for Respondents’ Knowledge of Cervical

Cytology with Reference to Age

Source df SS ms B p-value
Between groups 3 199150  6.6383
0.833 > 0.05
Within groups 296 3954.747 7.9733

Tolal 499 3974.662
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TABLE 21a

Knowledge Scores on Cervical Cytology for Respondents of

Different Religion

Religion N X S
: 5.077 2.8346
Christianity 444 0
56 4.625 2.7140

Islam
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TABLE 21a

Knowledge Scores on Cervical Cytology for Respondents of

Different Religion

Religion N X SD
Christianity 444 5.077 2.8346
56 4.625 2.7140

Islam
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TABLL 21a

Knowledge Scores on Cervical Cytelogy for Respondents of

Dilfcrent Religion

Religion N X SD
Christianity 444 5.077 2.8346
56 4.625 2.7140

Islam
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TABLE 21b

One Way ANOVA Test for Respondents’ Knowledge of

Cervical Cytology with Relerence to Religion

Source df £ ms F p-value

Between groups 1 10.1406  10.1406

| |.274 P > 0.05
Within groups 498 39%.5214 7.9609

Fotal 499 13974662
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TABLE 22a

One Way ANOVA Test for Respondents’ Knowledge of Cervical

Cytology with Relerence to Professional Qualifications

Source df $S ms F p-value

Between groups 4 344.5798 86.1449

12.595 P < 0.05

Within groups 495  3385.4898 6.8394

o c—

Total 199 3730.069
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TABLE 220

Scheffe Multiple Range Test for Respondents’ Attitude on

Cervical Cytology with Reference to Professional Qualification

Group

Mcan SD  Grouwp 2 4 l 3 5

337 194 Grp2

375 267 Gipd

441 256 Gip! N
187 281 Grp3 v
6.72 253 Grp$ p * - *

* Pairs ol groups significantly different at P < 0.05
where
Group 1 = RN;
Group 2 = R™;
Group 3 = RN/RM (basic)
Group 4 = RN/RM+Public health nursing
Group 3 = RN/RM + any other post basic qualification,
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vit)  Respondents® Belief in the Effectiveness of Pap Smear; and
Who Determings the Need for Pap Smear

Most of the respondents, 398 (79.6%) believe that Pap

smear can reduce the prevalence of cervical cancer (Table

2o

When asked (o indicate who they consider the right
person(s) that should determine the nced for a woman to
have a Pap smear lest. a greater percentage. 296 (59.2%)
of the respondents mentioned the doctor. Two hundred and
nineteen (43.8%) felt the woman herself should deterinine

her need for a Pap smear (Tablc 24).
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TABLE 23

Respondents’ Belicf in the Effectiveness ol Pap Smenr

N=500
Responses No "
79.6
Yes 308
5 19.2
No g
6 1.2
No response
s00 100.0

TOTAL
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TABLE 24

Respondents’ Responses on Who Determines the Need

for Pap Smear®

N=500
RCSpOnScS No %
56.2
The doctor 296
43.8
The woman herself 219
79 15.8
The nurse
10 2.0
The Husband
3 0.6

Others-friends and collcagues

' J
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4.3 ATTITUDE TOWARDS PAP SMEAR

i Respondents Responses to_Questions on Attilude 1o Pap
Smear

Eleven statements on respondents’ attitude towards Pap

smear were made. The respondents were asked (o indicate

the extent to which they agreed with the staiement using the

Likerts Scale rating. A maximum score of 5 was assigned
tements were positively

10 either "strongly agree” where siat
siated (uue positive) OF “strongly disagree”™ here

statements were negatively stated (truc negative). On the

other hand. a minimum score of | was assigned (o either

“strongly disagree” where statements were positively stated
(false positive), Of “sirongly agrec : .
negatively stated (false negative). ~Asree”, Undecided

‘ o= were scored 2. 3, and 4 respectively for
the Teverse order for positive items.

f fifly-five (55) is attainable (for

where statements were

and ~Disaprle
negative items and In

. o
» possible highest score : :
A possible it indicating highly positive atiitude

eleven Sial

p smear,

towards Pa :
<L negauve attitude to Pap smcar.

indicates a Mghly
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Analysis of the respondents’ scores on attitude showed a
grand mean of 40 suggesting lhat they have positive

disposition (though not very highly), towards Pap smear.

Hypothesis Testing Altitude

Hypotticsis two: stalcs that there is nO association between
nurse's attitude to cervical cytology and thair:
(a) hospital of practice;

(b) age groups;
(c) religion: and
(d) professional qualifications.

To test this hypothesis, the mean and standard deviation for

(itude of respondents in the different catcgorics were
aui PO

catculated while onc way ANOVA was used (0 determine

significant differences
rmore., Scheffe Multipte Range test was used to

F het .
h the difference(s) where
deterinine

among the different groups.

the sourcc(s) Of
nccessary-

analysis as prescnted ON Table 25a showed that nurses
The 2N

in health centré

score of

with a /nean
g hospimls (Imean SCot

s have the highest disposition 0 Pap smear
40.-43. closely followed by those in

e 40.38). Nurses n the
the teachin
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private hospitals have the least auitudinal disposition to pap
smear with a mecan score of 39.1. However, these

differences are not statistically significant (P > 0.05)

(Table 25b).

With respect to religion, Table 27a shows that the

christians are more [avourably disposed i0 Pap smear

(mean score = 40) than thc moslems (mean score = 39.7)

although it is not statistically significant (p > 0.05) (Tablc

27b).

The attitude mean scores for nurses of diffcrent age groups
e 26a shows a high attitudinal mean

were compared. Tab
score of 40.2 for nose within the 20 to 29 age range as

mpared to a mean score of 39.2 for the 50 ycars and
Cco :

up. Howcve
y (Table 26b).

r, the diffcrences are not statistical )y
above €70 f

significant (P >0.05
qualifications, Tables 28aand b show that

- rofCSSional
IFor P urses (mean score = 43.5) have more

o towargs Pap smear.

basic qualifications ¢.g Centificate in
Nursing (mecan score 41.5),

. 0d followed by nurses
positive albiu

with olher post:

Family Planning. l
midwives have th

B.S¢
¢ lcast dispasition o Pap

Regi stered
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smear with a mean score of 38.6. Further analysis
revealed a stalistically significant difference between the

various professional qualiftications (p < 0.05). The
difference is particularly significant belween Group S and

Groups |, 2. 3; and between Group 4 and Groups !, 2, 3,
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TABLE 25s

Attitude Scores on Cervical Cytology lor Respondents

in Dilferent Hospitals

Hospilals No X SD
Teaching hospital 163 40.3804 5.0249
Slalc Government hospilals 184 39.7500 4.6685
: 39.8113 3.9470
Mission hospitals 53
. _ 56 39. 1071 3.8550
Privalc hospitals
43 40.4318 4.6426

Health Centres
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TABLE 250

One Way ANOYA Test for Respondents’ Attitude t¢ Pap Smear

With Relerence to Hospital

Source df §S ms F p-value

Beiween groups 4 88.5670  22.1418

1.0308 P> 0.05

Within groups 495 10633.183  21.4812

Totl 499  10721.75
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TABLE 26a

Attitude Scores on Pap Smear for Respondents of Dilfecent

Age Groups

Age in years N b4 SD
20-29 159 40.2453 4.4133
30-39 190 39.7263 4.8587

40-49 (18 40.1186 4.6596

50 and above 31 39.2121 1.3212

———
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TABLE 26h

One Way ANOVA Test for Respondents’ Attitude to

Pap Smear Based on Age

Source df $$ ms F p-value

Between groups 3 44.6935  14.8978

0.6921 P> 0.05

Within groups 496 10677.06  21.5263

Total 499  10721.75

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



111]
TABLLE 27a

Attitude 1o Pap Smear aimong Respondents of Different

Religion
Religion N X SD
Christianity 444 39.9775 4.7235
39,7321 3.8963

[slam 56
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TABLE 27b

Once Way ANOVA Test for Attitude to Pap Smear for

Respondents of Different Religion

Source df $S ms F p-value

Between groups \ 2.9931 2.9931

0.1391 P > 0.05
Within groups 498 10718.76 21.5236

Toul 499 10721.75
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TABLE 28a

Onc Way ANOVA Test for Attitude o Pap Smear Among

Respondents With Different Professional Qualifications

Source df $S ms F p-valuc

Between groups 4 480.0736  120.0184

6.0517 P < 0.05
Within groups 495  9816.90 5319.832]

Towl 499  10296.98
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TABLE 28b

Scheffe Multiple Range Test for Attitude to Pap Smear
with Reference to Professional Qualification

Groups
Mean SD Group 2 ] 3
38.63 4.22 Grp 2
39.52 4.66 Grp )
39.60 4,73 Grp 3
41.53 4.10 Grp 5 2 . .
43.50 $.02 Grp & . " @

* Pairs of groups significantly different at P < 0.05
where:

Group 1 - RN;

Group 2 - RM;

Group 3 - RN/RM

Group 4 - RIN/RM <+ Public health nursing

Group 5 - RN/RM + any olker post basic qualification
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TABLE 280

Schelfe Multiple Range Test for Altitude to Pap Smear

with Reference to Professional Qualification

Groups
Mecan SD Group ] 3 4
38.63 4.22 Grp 2
19.52 4.66 Grp !
39.60 4.73 Gip 3
41.53 4.10 G 5 s A
43.50 4.02 Gip 4 »
* Pairs ol groups signilicantly differentat P < 0.05
where;
Group 1 - RN;
Group 2 - RM;

Group 3 - RN/RM
Group 4 - RN/RM + Public health nursing
Group 5 - RN/RM + any other post basic gualification
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Hypothesis Tesling - Knowledge of and Autitude to
Cervical Cyiglogy

Hypothesis five:- there is 00 association between
respondents’ knowledge of cervical cytology and their

altitude towards 1it.
This association was lesled using Pearson’s product

moment cofrelation cocfficient. Table 29 shows a

statistically posilive correlation (r = 0.2193, p < 0.05)

between respondents knowledge of, and atutude towards

Pap smear.
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TABLE 29

Relationship Between Respondents’ Kitowledge of and

Altitude to Pap Smear Tests,

Vanables X SD r P-value
Knowledge 5.026 2.822
0.2193 P < 0.05
Allilyde 39.950 4.635

df = 498
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UTILIZATION OF PAP SMEAR SERVICES

This section of the presentation deals with the extent to which Pap

smear services have been utilized by the respondents.

Past_Pap.Smear Experi¢nce of the Respondents

The majority of the respondents 453 (90.6%) have never

had a Pap smear donc on them (Table 30). Of the 47

respondents whohad ever performcd the test, less than half

22 (46.8%) did the test in
s ago (Table 31a).

he last one ycar and 6 (12.8%)
did it over {cn Year

With regards !0 frcquency at which tespondents did the
118 O ! |
( one-third of the utilizers. 16 (34.1%) claimed to

test, abou e and 12 (25.5%) on a

have had thc test
basis (Table 310).

for the first tim

yearly

than half of the ulilizers. 27 (57.4%) do the test
an

More e 10 (21.3%) whoclaimced the lest

lollowed by th

routinely, cervical pathology (c.g polyps,

| blecding) {Table 31<).

] vag i na
crosions, 1rrcgu!nr agi
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Thirty nine, (83%) of the utilizers had the test done in
Nigerian teaching hospitals (Table 31d). The reasons for
choice of the test centres are that, it is convenient (being
some of the respondents place of work); it is the only
available centre; and that other needed scrvices e.g

delivery, and family planning services are availatie at the

cenlre (Table 3le).

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



119
TABLE 30

Respondents’ Utilization of Pap Smecar Services

Utilization No %
Yes 477 9.4
90.6
- 453
- 100.0

Total
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Table 31a

Utilizers’ Last Test Period

N =47

LLast test period in years No %
Within | year 22 46.8
2-3 14 29.8
4-6 4 8.5

] 2.1
7-9
6 12.8
10 and above
47 100.0

Total
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TABLE 31b

I'requency of 1the Test

Frequency No %
6.
6 monthly 3 4
25.5

Yearly (2

4 8.5
2 yearly

4 8.5
Evcery 3-5 years

16 34.1
First lime of doing the test

3 6.4
Not often

5 10.6
No respornise
. 47 100.0

Total
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TABLE 3lc

Indications lor the Test

N = 47
Responses No %
27 57.4
Routine checks
10 21.3
Cervical pathology*™
6 12.8
Inquisitivencss
‘ 3 6.4
Part of family planning sCrvices
1 2.1
Doctor’s orders
47 100.0

Total

na bleedinB.
E.g. Polyps, erosion. irregular V2EINS
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TAUBLE 31d

Test Centres

N = 47
Centres No %
1 i 39 83.0
Teaching Hospilals 39
4.2
Mission Hospitals 2
12.8
Centres outsidc the country 6
47 100.0

Toeal
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TABLE 3le

Respondents’ Reasons for Choice of Test Centre

Respornses No %
"My place of work (convenicnce)” £5 53.2
' . 10 21.3
*The only available ccnirc
ko o B 7 14’9
~ Availability of other sCrvi¢es
d 2 3.25
"Close to my home
2 4.25
*Doctors’ orders”
" | 2.1
"Effeclivcness 1S assured there
N 47 100.00
Total
RS

lanning §CrviCes
’ E.g. delivery. famly piann
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11 Willingness 1o Continue Practising Pap Smear Test

Utilizers of Pap smear services were asked to respond to a
question on whether they would want to continue
pcerforming the test. Of the 47 who had evcr gone for the
test in the past, 43 (91.5%) indicated a willingness 10
continue with the test, while 4 (8.5%) werc not willing.

Each of the four gave one reason for the lack of the dcsire
These include "not nccessary”:

o continue with the test.
*has had abdominal hysterectomy " : “{est IS inconvenient

and "not easy to do the lest here”.

The 453 non-utilizers Were asked 1o give reasons for their
e

behaviour. Aboul 3 quarter, 115 (25.4%) said there was |
T t 104 (23%) said therc was no indication to

bu -
G while 101 (22.3%) sad 1t 1s nol

e (hd
have the lest ©9N¢,

necessary (Table 32).
¢ were also asked to respond to the

; ~utitizer

. they ‘WOu '
ali J 71 i 216 (47.7%); indicated their

test while 237 (52.3%) were nol
gave various rcasons for

illingness to 0
=l The 237 respondents

willing- 3 and w0 (43%) stated that the test is "not
this. One hunc[l: iy (21 %) BAVE no reasons and 38 (16%)
aecessary - ! 1y (Table 33).

iblc
“not sUSCep!
sajd mcy arc

AFRICA DIGITAL HEALTH REPOSITORY PROJECT




126
TABLE 32

Non-Utilizers’ Reasons for not ltaving Done Pap Smear Test

N = 453
Responses . &
No rcason it =g
No indication e
[.ack of inlerest/not necessary 101  22.3
[gnotance of where and when to get ihe test done 39 5.8
5.7
Not yet Lime 36 4.4
Not susceptible/divine protection ~g 4.0
{ .
Time constiaints i5 3.3
Fear of outcome-resuli and sidc effects 6 !.3
Inaccessibility to screening ceontres S l.l
Iong patient wait 4 0.9
Unaffordable cost
- 453 100.0

Total
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TABLL 33

Non-Utilizers® Reasons for [ack of Willingness 1o Perforin

Pap Smear Test

N = 237
Responses o “
"INot necessary” L2 S
"No reason” i: 2;(1)3
16.
“"Not susceptible” 1S 6.33
"l have divine protection” 12 5.10
"Not yet time” [ 4.64
"Fear of the result” S 2.11
"Do not likc such test” 3 0.84
"Still in the child bearing age” " 2 0.84
~Already old/off sexual intercours
S—— 237 100.00

Total
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Respondents’ Past Experieaces With Cancer of the Cervix

All the respondents claimed not to have ever had any
malignant changes of the cervix. However, half, 250
(50%) of the respondents have nursed patients with cancer
of cervix. Out of this number, only 28 (11.2%) have had
a Pap smear test done on themselves, while 12 (7.6%) of
those who had not nurscd a cervical cancer patient had the

test. However, this difference is nol significant (p > 0.05)

(Table 34).

y 9 (1.8%) respondents have

rclatives (mother. aunt, r. cousin) who had suffered
of the cervix, oul of this 9, Ol‘Il)“' 1 (11.1%)
had had 1ap Sfmear test. Sixty (12%)

i \. non-relatives (friends. collcagues,
s d frcnds' relatives) who had
Only 8 (13.3%) oul of

Bl % t::ap smear lc:l’ done on them.,
) ation (P > 0.05) was found
n-relatives with cancer

Table 35 shows that on!
SiSte

from cancer

respondecnts

nejghbours. an

classmalcs. 1
e CerviX,

suffered
the 60 had ever ha ‘
However, NO significant apse=!

or NO
+ had ﬂ:lauves
between having performance of the tesl, Four

s and non relatives who had

jve
both relauy |
respondcnts nad o Celvix, OUl of which only one

suffercd from

r lcst.
had done the

Pap smea
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Respondents’ Past Experiences With Cancer of the Cervix

All the respondents claimed not to have ever had any
malignant changes of the cervix. However, half, 250
(50%) of the respondents have nursed pahents with cancer

of cervix. Out of this number. only 28 (11.2%) have had
lves, while 19 (7.6%) of

paticnt had the

a Pap smear test done on themse
those who had not nursed a cervical cancei

lest. However, this difference i s not significant (p = 0.05)

(Table 34).

have
Table 35 shows that oniy 3 (1.8%) respondents Tat

i ' had suffered
relatives (mother, aunt, Sister, cousin) who

cervix., out of this 9. only | (11.1%)
r lest,  Sisly (12%)

(foends. collcagues,

from cancer of the

=l Pap Smea
respondent had had 1'ap
non-fClalIVCS

g friends’ relat
Only g8(13.3%) out of

respondents had

classmates. neighpours. anc =~
f the cervix.

smecarl tes ‘
m > 0.05)vas found

h canccr
Four
had

suficred from cancer o
the 60 had ever had Pap L,
(ficant assoc'avon
non-
ce of the test.

However, NO Sign relanves wil
between having had .y
of the cervix and perf?r T
had both relatives &4

R the cerv i%s

suffered from
had done the

cancer of
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TABLE 34

Respondents’ Previous Contact With Patients \Who Ilad

Cancer of the Cervix

Utilization of Pap Smcar

Total
Ever nursed a patient Yes No
' % No %
with cervical cancer? No % No

12 222 883 20 1Y

g2.4 250 100
No

Total

- s gl

X*=192:p > 0.05: df = 1
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TABLE 3>

Respondents’ Relatives and Non-Relatives Who had

Cervical Cancer

U(ilizalion of Pap Smear

Toual
Relationship with Yes b <o 198 %
cancer patients No % T -
Had relatives with cancer 889 9 100.0
of the cervix ! LKL .
Had non-relatives with 86.7 60 100.0

cancer of the cervix
Had neither relatives nor

flon- relatives with cancer

g7 390 =
of the cervix Ji’/,,_——
00.0
— = 90.7 496 1%
450
o

Total /

fa S —

('f =2 they
o excluded becatise T

suffered fr

X2 = ;. 54: P > 0.05;

" four respondents Wer

. had
and non-relatives who
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Hypothesis Testing - Utilizat

Hypothesis three: states that there is no association

between the utilization of Pap smear services by nurses and

their:

(a) hospital of practicc

(b)  age groups

{c) religion

(d) professional qualificalions

chi-sduarc (X?) tesy was used to

1 eSiS| ege
To test this hypoth o wiilizers and non-utilizcrs

determine the differencc betwee

of Pap smear scrvices.

p C 1w fO h
05p|

working 1n both Mission and

o Pap smeal serv
d health cenices.less than

With referencc 10

the Trespondents

ices. For
3 cvVer Utlllzc

aone Of

private fiospials ha | n
C Ilosplliﬂs 4

' i stal b
g e n each insntutl

20% of respondents !
The pcrccmag

on have utilized the
of the utjlizérs include 28
c 16 (8.7%) in State

The difference

sinear services bewween
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respondents in different hospitals was significant (P <
0.05) (Table 36).

In terms of age, Table 37 shows that utiljzauon increased

with increase in age. Respondents tn age group SO years

- N
and above were the highest uulizers. 10 (30.3%).

Furthermore, Lthese differences ‘weie highly significant (P

< 0.05)

} utili Pap smear
For religion, chrstians 44(9.9%) utilized tap :
1 (5. 4%). However, IhEse
1 than mostems ~ i=-
i significant (P = 0.05)

ratisticall
differences were Not statisticatly

(Table 38).

W hTr ricn quali[ications, Icspond nts
; efc ¢enee lo profcssmnal = . ; eil
N N ‘ q f uons (CCI'(I f.cale n d

cs;-basic URII 1Ca y
P q m

B.Sc, Advanced
[ utilizptio?
(RN/RM)s 26 (8
Jiffercnces Were

with n Health £dycation)

Diptoma 1

Planning. 16 (16.3%), followed by

had the highest Pl€ o

h basic only
these

9%) & shown On

:; : i ll

Table 39. However:

).
significant (P > 0.05
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TABLE 36

Respondents’ Utilization

of Pap Smear Services Based on

Hospital of Practice*

N = 391
Utilization of Pap Smear
- No Tolal
% No %
Hospital No % Ne
100.
135 82.8 165
Teaching hospitais 28 2 cg 913 184 100.0
e ‘
State hospitals 16 A a] 932 M 100.0
6.8 '
Health centres 3
e
— = 991 100.0
344 88.0

Total /

- —
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TABLLE 37

Pap Smear Utilization by Respondents in Different

Age Groups

Ulilizalion of Pap Smear

Yes No ’:\"oml )
N .4 o
Age in Years No % 0
) 100.0
20-29 6 3.8 153 96.2 159
- 100.0
16 g4 174 9.6 190 000
- i 00.
it NSRS L 118 U
W | 33 .
o o Jo3 23 67.7
S0 and abovc
(=
47 .

Total

g N

€ RN A RUIL LR
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TABLL 37

Pap Smear Utilization by Respondents in Different
Age Groups

Utilization of Pap Smear

|
Yes No Toia :
No
Agc in Ycars No % No % o
20-29 6 38 153 96.2 159 100.0
| 16 g4 174 91.6 190 100.(())
100.
poipe s 17 103 8§7.3 118 gg ;
40-49 , = o
50 and above io 303 23 677
an
S 100.0
. 9.4 453 90.6 500 !
Total ‘_i:_’//

. ——

X? = 24.565: df = 3. P < 0.05
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TABLE 38

Pap Smear Ulilization by Respondents of Different

Religion *
Utilization of Pap Smear
Uiilizers Non-utilizers  Toal
& no %

Religion no % no

44 99 400 90.] 444 100.0
Christianity o e S kD
Islam 3 :

g4 453 906 spo 100.0
Tolal 47 d
_

S —

X2 = 0.818; df = 1; P > 0.05

* Yates correction applicd.
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TABLE 39

Pap Smear Utilization by Respondents of Different

Professional Qualifications

Ulilization of Pap Smear
Non-utlizers  Total

Ulilizers
% no %
Professional Qualification no WSO
RN \ 13 29 96.7 30 100.0

RM g9 267 1.1 293 100.0

RN/RM + public Health Nursing ! '3 g2 837 98 100.0
RN/RM + any other 16 &
R
~ g g 453 1506 300 100.0
Toqal
.

[ —

X2 = g 669: df = 4; P > 0:05
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Relationship Betwegn Knowledge and Utilization of Pap
Smear Services

Hypothesis four: statcs that, there is no association

between knowledge of respondents on cervical cytology and

i ] othesis.,
their utilization of the services. To test this hypothe

- cocflicient was
Pearson's Product moment correlation i

calculated. Result shows 3 signifi
0.2278. P < 0.05) between [

cantly high correlauon (r

he two variables (Table

hip between them.

it

40), indicating 2 significant relati

1o~ tion Of Smcar eVIceS
Altitude 9, and Utiljzation. <l Pap

is 1o 1ssoCialion  between
there

hesis  SIN. |
il and utilizdtio

' atlitude 10,

o of cervical € ytology
respondenis

serviccs.
— 0. 1655, P <

o (r
corfClaIlon
o of Pap Smear

Tabie 40 sho'vs 4 Sigmft d umimtim
0.05) betwcen auitude  an

services.
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TABLE 40

Correlation Matrix Between the Variables

Variables Knowledge  Attitude Utilization

Knowledge 0.2193- 0.2278=

y 0.1655"°
Attitude

Utihization

* Significant at P < 0.05
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Supgestions on How_ to Improve_the_ Utilization of Pap

mear Services

Respondents were asked to suggest ways by which the
utilization of Pap smear services could be improved. 257

(51.4%) indicated public enlightenment through health
and mass media messages. 204

education in the clinics.
the number Of

(40.8%) respondents suggested increasing
while 197 (39.4%) respondents  suggested

test centres, |
the public through

e Services accessibie 10

< th
making e test centres

i 1d i tat th
rcductjon in COSt, distance and time Spen

(Table 41)
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TABLE 41

Pap Smear Services *

Respondents’ Suggestions on improving the Ulilization of

N = 500
q no %
Suggestions
257 51.4
Public enlightenment
40.8
204
Availabilily of lest centres <
197 .
Accessibifity 1o lesl centrCs
: ' o\fcml“C"l
Increase in cqQuipment and B . .
funding /
5 - nan 100%.

cnia
* Multiplc response: hence pere
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CHAPTER FIVE

DISCUSSIONS

¥ ” " i1 :
The findings of the study are discussed in four pans as ollows

¥ b c k. S
L. Demographic charactenstics of the respondciis.

: cervical cytology:
. Knowledge of cervical cancer and cervical “y
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urses’
responses represenied a utue aggregate of D

knowledge, attitude and practice in Ibadan.

The age of the respondents ranged from 20 10 50 years and

above with majority, 190 (38%) falling within the 30 1039
bracket. incidenially, going bY the
the Various govemuments and

years age
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While the level of awareness is high, it is distressing that
less than 40% of the respondents could correctly define
cervical cytology, and only 91 (18.2%) could correctly

state up to three predisposing factors to cancer of the
This is similar to the findings in Olukoya and
n which only 28.8% of the

cervix.
Ogedengbe’s study (1988) 1

respondents had knowledge of the predisposing factors 10

cancer of the celvix.

the major predisposing factors

resent Sstudy.
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fbadan and it being a refernal centre for cancer of tlie
cervix might have accounted for tire higher level of
knowledge of nurses working in this teaching hospital. The

20 to 29 year age group is strongly suggestive of the newly

qualified nurses who are most likely to have retained the

knowledge acquired in the recent course of their (raimng.

In addition. the respondents with post-basic uaining might

have been exposed to more information during ltheir course

of continuing education. However. it is surprising 10 note

that Public heatth nurses had a very low level of knowledge

in spite of their post-basic aarning which emphasizcs

- ] 1 - ould

'+ N ] ro
most likely affect their hcalih education

cancer prevention.
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authors. For example. Clark's (1979) study in the United
Kingdom concluded that, "In the case of cancer, the
public’s view of the nurse as an ‘expeit’ does nol

correspond with the reality of her knowledge base".

This general low level of knowledge could probably e due
to less emphasis placed on the teaching of cancer of the

cervix in the Schools of Nursing although it is inclusive in
the current cusriculum of the Schools of Nursing and

Midwilery.

Attituyde Towards Cervicn! Cylology

1 although 237 (:37.4%) of the

It is inleresting lo nole tha |
adult females are suscepuble to

respondents belicve tha all pul
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respondents. The implication of this is that although the
respondents recognize lhe effecuveness of the Pap smear in
the early detection of cervical cancer, the test does not
have any personal relevance to them since they do not
perceive themselves as susceptible to the disorder. Hence,
the decreased likelihood of preventive action. The Health

Belief Mode! (HBM) has cmphasized the differential role

of perceived susceptibility and perceived sctiousness 1N

preventive behaviour. That nurses do nol belicve

i , .
themselves susceptible lo cancer of thie cervix should be o

h
serious conce O health educalors, and the focus of heall

educational stralegies.
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that the risk of cervical and endomeuial cancers increases

with age (Richart 1979).

In terms of professional qualifications, public health nurses
were most favourably disposed o cervical cytology. while
Registered Midwives were the least disposed. This finding
suggests that the attitude of the public health nurses was
positively influenced by the focus of their training on

of health care. This positive disposition

prevenlive aspecl
health nurses could be

to cervical cytology by the public

exploitcd in disseminating public information on cervica|

.4‘ \’
cytology at the grassfools icvel.

red Midwivcs werc not
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It is disturbing to note that the majority of the respondents,
453 (90.6%) had never had a Pap smear done on
themselves. Furthermore, only 46.8% of the uulizers had
the test within the past one ycar. These findings further
confirm those of Olukoya and Ogedengbe ( 1988) among
femalc health workers in Lagos, Nigeria in which only

4.8% of the respondents had the test in the preceding five

i L
years. Most surprising was the unwillingness of some

(8.5%) of the utilizers (in the present study) to continue

with the test because they perceived il as “nol necessary

and inconvenient”.

Despite the finding that most respondents believed 1n the

i th mear in
effectiveness of ilie Pap smear

¢ cancer of the cervix, mor .
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| "
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(Davison and Clements 1971; Knopf 1976; Schwoon and
Schmoll 1979; Charlton 1983; Elkind ct al 1988; Olukoya
and Ogedengbe 1988). This finding also tends to supporl
the HBM which proposes that. if the perceived barriers

outweigh the perceived benefits. action will not 1ake place.

It was also noted that most of the utilizers work in the

teaching hospital. This 1s not surprising  as thc only

known screening facility for cancer of the cervix in Ibadan

is located at the institution.

expected a better level of
ising | | ' e
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young to be afflicted by the disorder. A similar trend was
reported by Schwoon and Schmoll (1979) in a German
population. However, Ferraroni et al’s (1989) study
among Ttalian women revealed a higher frequency of Pap
smear screening among the younger middle aged (30 to 49
years), and a substantial decline above age 50. This
difference in findings might have occurred as a result of the

difference in the study population because Fetiaroni’s study
population was Jtalian women, while the present study

utilized nurses.

Furthermore, on a general basis, a posilive corrclauon was
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services availabte and accessible through increasing
government funding of the programmes arc noted.
Ironically, none of the respondents suggested ways of
increasing their own level of utilization of Pap smear
services, probably due to the belief thal cancer of the

c'-
cervix can only "affecl other people and not nurses-.

; N
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gynaecological disorders. Emphasis was not laid on its
aetiology, epidemiology and preventive aspects (cervical
cytology screening). [n the light of this finding, there 1s an
urgent need for improving nurses’ knowledge through

continuing education programmes such as workshops,

seminars and symposia.

the basic nursing curriculum nced to be
sized include,

In addition,
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With improvement of the nurses’ knowledge. their
attitudinal disposition towards Pap smear could be enhanced
through the use of appropriate instructional techniques
(both at basic schools and continuing education). Such
techniques include role play. simulation techmques and
value clarification. Negative beliefs, attitudes and values
could be changed through simulation of real life situauons.

f views and clarification of ideas and values. Ali
ive attitudinal disposiiion lo the Pap
increase nurses’
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To achieve this, short-term in-service training could be
organized for nurses to tmprove their knowtedge. This can
be followed by setting up community cancer education units
within the Health Education dcpartments at the various
local govermments. The trained nurses could man these

units which will perform cancer education roles.

Furthermore, clinic based education, usc of radio and

television and cancer cducation activitics through the

various women's Ofganisations and religious groups 1n each

local government can enhance public knowledge of cancer
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programme, mass Screening programmes need (o be
integtated into the Family Health Services component of

the Primary health care programme. This will ensure
wider coverage . The implication of this is the making of

the services available. accessible and affordable to the

general public.

Furthermore, the tiaining of personnel to ohtzain ihe smears

s vital to progiamime cfficiency.

and interpret the results i
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SUGGESTIONS FOR FURTHER RESEARCH

Further studies can be done in the following arcas:-
| Replication of this study in other parts of the country

among different female occupational groups to determine

the trends of practice.

2 In depth studies of barriers (O utilization of Pap smear

nurses and other female health workers.
4

services amon
; mowledge can also be

Specific areas on attitude and

studied in depth.

RECOMMENDATIONS

the (ollowing recommendauons are

Based on the research lindings.

: the
made:- e provided 10 bt
cs should

ing faciliti
| More screching 4 by females for the I"ap smear
man

3 in de
> X D@ ncredsc in

: mofrc
n additon. [
[ d inte1 pret result

yld be Lrainexj on
s. also screening

. onmicafs M
o obtain 5

' ing H1osSC
i ; inctuding -
smears <hould be provide
I

e¢ded for further invesugation
n

of abnorma

AFRICA DIGITAL HEALTH REPOSITORY PROJECT



157

The importance of cervical cancer prevention through Pap
smears should be emphasized tn the basic Schools of

Nursing.

There should be refresher courses and in-service tra:ning

: T
for the practising nurses 10 ncrease \heir level of

knowledge and emphasize thc importance of Pap smear

screening in preventing cancer of the cervix. T1hnus, NUTses

: . Y+ 2
would develop confidence 10 disseminating cancer

prevention -aformation, and function as change agents 1n

the community at large.
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6 Pap smear tests should be made part of the general

assessment for all hospitalized women regardless of
whether they have gynaccological symptoms or not. it

should also be integrated into antenatal, post natal and

family planning services.

CONCLUSION

eloping countries, ccrvical cytology
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The improvement of nurses' knowledge base, through reviews of
the basic nursing curriculum and continving education to
emphasize the preventive aspeclts of cervical cancer, is imperative
to promoting positive auitudinal disposition to, and utlization of
Pap smear services. Consequently, their role as change agents for

the wider female population can thus be enhanced.
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APPENDIX |

DEPARTMENT OF PREVENTIVE AND SOCIAL MEDICINE
UNIVERSITY OF {BADAN

' nd utilization of
This study intends to find out the knowledge. atlitude anc U

. . nurses. It would be
cervical cytology services Dy professional femalc

uestions truthfully
1ank you-

and Since naimes are nNot
appreciated if you answer the q

. Ti
required, confidentiality is highty assured.

prialc answer(s) and 6111n

appro
Plcase tick (X) the box next 1O the mosl app

the blanks for other responses.

SECTION.A

orfhing in?

1. What lype of hOSpi!al an: you wo
TeachinB HosPital »
S(atc/(;cncral IHosp
Misston Hos;)tl:;l

' Hospi .
ate rY e
:');'Clzllh CCnlICS/CllmCS

S T i S SR -
— et et temnl S—

poo o
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APPENDIN 1

DEPARTMENT OF PREVENTIVE AND SOCIAL MEDICINE
UNIVERSITY OF IBADAN

' ad utilization of
This study intends to find out the knowledge, attitude and U

‘ould be
- : : femalc nurses. 1t wou
cervical cytology services by professional 1€

: - ns truthfully
appreciated if you answer the questions 4

- hi 4 Thank YOU-
rcquired, confidentiality is highly assurte.

and since NAMes arc not

answer(s) and fill in

g0) nalc
Please tick (X) the box next to 1€ most aPProp

the planks for other responsecs:

SECTIONA
orking in? (]
I what type of hospital 8¢ YOU i [ )
n Hosp‘lal . ]
Teaching  lospital [
Stalc[GCl‘CmI [ ]
[ ]

ndission HOSP“‘I"
Privaic Hospitd

CRERE = &
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Age:

a. 20 - 29 yrs. [ ]
b. 30-39 * [ ]
C. 40 - 49 " [ ]
d. 50 yrs and above [ ]

Marita) Status:

a Single [ ]
b. Married [ ]
c. Widowed [ ]
d Divorced I[ }
e Separated

Parity

Religion: [ ]
a, Christianity [Ru]
b. Islam [ )
C. African Tradtt:on [ ]
d. Others (specify)

Professional Qualifications a(taineo

"__‘._..-w..-.-'

—— T el

‘._—.-—'-’—.-—-_’ ==

S eae ® 90 P v @
- a» 9 9

‘-#.‘
o D

- e clising Mursing post
L have you been p‘a

For how many Ytaf
Gualification? R

e
o AW
-..’

Sarw e =
aPu——
I-'--

P T e
AR S g = ——— D e
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Present designation

Staff Nurse

Staff Midwife

Staff Nurse/Midwife
Nursing Sister/Officer
Senior Nursing Sister/Officer
Matron

Others (specify)

g e OO0 O
P ey oy P A
\—‘_‘-‘—..—HH

SECTION B
. = ' * ?
Have you ever pursed a patient with cancer o the cervix i
a. Ycs o
b. No

1 (i cancer
Which of the following refatuves of yours has suffered from

of the cervix? [ ]
a. Mother [ ]
b. Sister [ )
G Cousin {EW]
d. Aunt [ 1
c. Grand-mothcrt [ )
f. Others{specify) [ ]
g. None o

;ves of yours has suffere

Which of the following non-felat
cancer of the cervix?

I‘nend

Colleaguc

Classmale

Others (specify)

None

p— Y G ey pu—
e ) S b

.“,ﬁpa'u
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Present designation

m=-0Aanow

Have you ever nursed a

a.
b.

Which of the following relatives Ol

Swuaff Nurse

Staff Midwife

Staff Nurse/Midwife
Nursing Sister/Officer
Senior Nursing Sister/Officer

Matron
Others (spe

Yes
No

of the cervix?

" omean g

Which
cancer

ARSI

£

Mother
Sister
Cousin
Aunt

cify)

SECTION B

patient with cancer O

Grand-mother
Others{spccify)

None

of the follo

ives of yours has suffe

wing hon rek:

of the cervix?

[Frniend
Colleaguc
Classmale

Others (SpCCif)')

None
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12a.

12b.

13.

i4.

15.

16.
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Have you ever suffered from any malignant changes of the cervix?
a. Yes [ 1]
b. No ([ ]

If yes, state the particular disorder

L L ]

- s B s an an -G T CE—"

vix can be
State 4 ways by which susceptibility 10 cancer of the ceIvix

reduced. 3
a i -—— e S~ ~ E

. e g OB -.--._.q—ﬂ'.-o--
b. _'----::::'-’“ ~ ,_—-0-0--.—0—-‘
g- ot -—— -._—.".___—-""

A s ot A o I

o (Pap Smear) Services:

Have you ever heard of cervical cyiolOB) (P i
d. YES [
b. No

1¢7?
smc‘lr.
What do you understand by Pap

_-#.'

-
l— i

-
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18.

19.

20.

21a,
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From ws/hat sources did you learn about Pap smear?
(Tick all the relevant ttems)

Friends

~0Qab g

At what age should the test be commenced?

Fornal training in School of Nursing
Books/Joumals/Pamphlets
Co-workers
Mass media

Others (specify)

—— -

s

How frequent should the test

a. Monthly

Every six months

b.

c. Ycarly
d Every two
e

years

Every five to ten yeavs

Who should determine

he necd

a. The woman herself

The Doctor

a

The Husband
Others (specify)

b.
C. The Nurse
d.
c.

Is cancer of the cervi

a. Yes
b. No

If Yes, by \vhatl",inj—f//

x Cu mbte ?

9]
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[f No, why not ?

—

SECTION C

Tick (X) as appropriate

22.

23,

24,

25S.

26.

27

Strongly Agrec Unde- Dis-  Strongly

Agree

All adult females are susceptible to
cancer of the cervix

It is unlikely that [ would cver
develop cancer of the cervix

Cancer of the cervix is not & deadly
diseasc

Cancer of the cervix is likely to
result in infertilily

Persons wiih cancer of thc cervix
are Jikely to have severely patnful

sexua! intercoursc

Cancer of the cervix has v
association with severe intef
menstrual blceding
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Fick (X) as appropriate

Strongly Agree Unde- Dis- Strongly
Agree cided agrec Disagree

8. s likely that early detection of
cancer of the cervix will minimize
the number of deaths arising from

29. A person whose cancer of the cervix

was detected and treated early
enough has a greater chance of
living

30. Time 1s not a constraint to my going
for Pap smear services at the
available centres

4] I i .
t is easy for me to get to the clinic

that offers Pap Smear services.

J2. Th P

e cost of Pap Smear at the

hospital that offer this service 15

affordable

SECTIOND

?
333, Have you ever had 2 Pap Sincar : }
a. Yes
b. No

‘e 1ON 0.
IF NO, GO TO QUEST!O
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33b.  If yes, what prompted the test?

34.  When did you have the last test done ?

———
—

35. Where did you do the test ?

36.  What influenced your choice of place ?
W » ° ?
37.  How many Limes have you done the test in past 3 ycars
¢ 9
38. How often do you usually do the lest -

0’
c wiih the test -

39a.  Would you like to contin {
a. Yes
b. No
ans\wer
39b. Give reasons to suppon YU \
_-___._._-—"'
:-___-______‘_‘____,_—-
X ———— casons for
= ndicate your &30
40 - . L done i Pap Smear p]ml
. you have ;
not doing so.
_’_‘-_l‘_——-_’_‘—-
- S
for the test? [ ]
4la. Would you want 0 £° [ ]

a. Yes
. No
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41b.

42.

43,
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Give reasons tO support your answer

Do you believe that regular Pap Smear can reduce lbhe prevalence
of cancer of the cervix ?

a. Yes { §
b. No

N N .
Make suggestions on how the utilization of Pap smear services ca

be improved.
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APPENDIX 2

TAGING FOR ANCER OF THE CERVIX (1988)

CHARACTERISTICS

carcinoma (cases of stage

. et i thelial Fr
Carcinoma-in-situ, inacpl h herapeutic Statistics for

O should not be included in any
invasive carcinoma).

y confined 1O the cCIVix,

The cancer is Strictl

n'ca .

microscopy-.
ma) invasion

- stro
Minimal microscopically evident

. the

be mcasu'Cd-
icroscop! how a depth of

\ < d \"cclcd micros h d not siov i i
Lesions dc the measurement ihg“b!asc of the epithelium.

Smm laken from ez il originates: 2

invasion ot > - lar 10 e
either surface O7 glandu pread must fot €

second dimcns|9n, the
mm. Larger lesions S

- dimension tha

cally and can

Lestons of greaic
clinically or not. ix but has NOL c.uc"dcd

X 1 t nOt as
exlcnds bcyonfc:h::wol\-cs the vB8iNa bu
n

wall: the ca
third.

The cancer
to the pelvic |
far as the lower
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I1a

ITb

[l

lIla

HIb

IV

IVa

IVb

181

No obvious parameltrical involvement

Obvious paramelrical involvement

‘The cancer has extended on to the pelvic wall; on rectal
examinalion, there is no cancer free space between the
tumour and the pelvic wall; the tumour involves the lower
third of the vagina; all cases with hydronephrosis or ..on;
functioning kidney should be included unless they ar
known to be due to other causes.
No extension on to the pelvic wall but there is involvement
of the lower third of the vagina.
is or non-
Exiension onto the pelvic wall o1 hydronephrosis or
functioning Kidney-
nd the lrue pclvis or has

od o
The cancer has €xlena®c i f the bladder or rectum.

in 1 ~ mucosa O
clinically invol ved the

: ans.
Spread of the growih to the adjacent Ofg

Spread !0 distant organs.

Soufce: Shepltard: §.1i, (1989)
U .
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. P

ARPINOIX ]

Inflamatory
(Stet1fic/Hor=upeeilie)

Treat wilh Clotrimasole
and Molronidsgola
cspirically 4f no

teaponna V8 Lndloated

Reapeat aoear aftor
e 106/12 mnthlc

J
Noteat Abnoreal
‘L {at atiove)

S yoarly swears (untll &

MANACHELY PLU POR ARHORMAYL PAP HVERAS
nmmt AR
T ¥
Ctr 1 15 1
l 'h-oit
{f no Infeution
tnfection 1 presemt
Repeat 6-17 Repent b
Ban U\ somiba

diawray/Cotw RBlopey

o i

age 60 yenra

- 1 o181 tepont after 12 tomitba
DPlatheray/ Toroml Abrnoranl
tryotauiery tersdone)

Pollowupkmt
at 12 vontha
i b 2-) yearly
E oA
¥oYve A )
am Adove

flou Chart for tho Kasagenm: of ah Adnoreml Sonear.

Source: Jonje et al 199y,
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1TVASIVE CATCINGrs

\

v
LUaomy of Cervix
(prioT s\alnisg Vi\D 1ndirs)

\

cIn 111 ISTASLITE
CACIIERY
Coot Riopsy X
" ldu:l'mgn
Ryeterwelory ey
follov-p

sarars (2-3 yearly)




183
APPENDIX 4

LIST OF HOSPITALS AND HEALTH CENTRES SELECTED FOR

THE STUDY

A Hospital (UCH). Ibadan.

1.

B, State Government_Hospilals

AR el e

— (il .
C. _Mns&mn,tixiﬂé*—’éa‘hO.ic Hospital .

B

D. tica

U

# 15peht o e

University College

State Hospital Ring. P?ad |
Adeoyo Matemity Hospia

j ing Home
Jericho Nursing ¢ |
Jericho Orthop2edics Hospital
Oni Mcmorial ¢
Jericho Chesi Hospital

Oluyoro
St Mary's Genera

MG
Agbongbo
LOCal Go\rcmn

Road ;
Ocr):nyan Matcm"y
Solunder0 N:‘;ffi’,';);iomc |
Ina]en(.wtjni‘l1 and Ma'emllﬁrc . Moor Plantatiof-
Molete "5 4 Chitd Healt
Malcma
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Private Hositals

St. Martina’s Hospital

Beta Hospital (Annex)

Iyalom: Memorial Medical Clinic
Idi-Ape Medical Centre

St. George’s Nursing Home
Abiyelomo Clinic and Malcmity Home
Faith Medical Centre

Oluranti Hospital

Falewa Hospital

10. Mayday Clinic and Matemity Home

11. Alafia Hospital

12.  Monarch Specialist Hospital _

13.  Castle Hospital and Matemity Hospital

14. Ibadan Medical Clinic

15.  Savat Medical Clinic .
Florence Memorial Dental Specialist Clinic

1 7. St. Anthony's Chnic

18. ICY Medical Cenire -
19. Full House Medical and Matemity Centrc
20. St Vincen! Medical Centre

2]. Badejoko H::-spi]lz:l Sta

22. Teju Spccialist 110S '
23. Od{inlakin Specialisi Hospital

24. ASETCY Clinic

00N YA LN~
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