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ABSTRACY

Cervical Cancer (CC) is the sccond most common cancer among women worldwide. and the
best oplions for ils management are early delection and prompt treatment. fn Nigeria, female
nurses (n Leitiaty heahh core facilities have crucial roles Lo play as rotc models in promoting
the adoption of Cervical Cancer Screcning Scrsises (CCSS), yet hile information exists
regarding (hcir perception and utilization of these serviees. The CCSS retated kmowledge,

pcreeption and ulilization among femole nurses at the University College Hospital, (UCH)

Ibadan were thercfore determined.

A survey was conducted from April lo July 2009 among 503 nurses sclecicd using steatificd
rendom sampling technique out of 1006 nurses. The stcalif calion was donc by cadre. A scll-
administered questionnaire which included a 40-point knowledge scale and questions on
nurscs’ perecplion of CCSS was used for data collection. Data were amalyzed using

descriptive statistics, Chi-square lest. ANOVA and logistic tcgressson.

Most (80.9%) respondents were tnarricd, 91.8% were Christians, 86.3% were Yoruba ond the
oveenl mean age was 38.0£8.6 yemis. The mean ycar of expericnce was 2.5 + 8.9 ycars and
28.6% of them were stafl nurscs. Resbondents’ mean knowledge score was 22.8:4.1, The
mcan knowlcdge scores by cadre were Assistant Dircctors (26.7 £ |.5), Chicl Nursing
Officess (23.4 % 2.3) ond Staff Nurses (21.7 2 53) (p<0.05). Eighty-cighh percent of
respondents correctly perecived CC Lo be preventable while 51.7% belicved that its carly

dctcction could be done through regular pap smear exanunution. Eighty-two percent belicved

that screening should be carvicd out as soon us sexual inlercourse starled irrespective of oge.
Of the 59.0% respondents who hod practiced intlic Obslctrics and Gynaccology Department,
only 44.8% hod cver been screened for CC. Although 83.5% nurses were aware of the
screcning centre in UCHL, only 32.6% hod cver used the [acilily, niojority (29.0%) were
Principal Nursing Oflicers. A few (34.6%) respondents would be willing to usc CCSS in the
futute. Age and ycars of cxpericnce were signilicantly pssociated with the utilization of
CCSS (p<0.05). Main rcasons for tot using CCSS mcluded lack of tintc (50.8%). fcar of
resull (13.9%) ond not being sexunlly active (6.3%). Stafl' Nurscs were twice dess likely o

v
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utilize cervical screening services than the Assistant Directors of Nursing (OR 0.23, Cl
0.117-0442), (p<0.05).

Kaowlcdge ond utilization of cervical cancer screening services among the female nurses

were low. Nurses® tevel of knowledge abaut cervical cancer should theeefore be upgraded

thtough cducationel interventions and be motivated 10 adopt cervical sceeening services.

Key wards:  Female nurses, Cervical cancer, Cancer screcning
Ward count: 407
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CHAPTER ONE
INTRODUCTION

10  Bockground 10 the Study

Cancer belongs Lo a class of diseases in which a group of cells display uncontrolicd growth,
invasion and somelimes metaslasis (spread lo other locations in the bedy via Iymph or
biood). These three matignant propeities of cancers dilferentinte them (rom benign tumors,
which are self-limiled, and do not invade or mclastasize (Bosch, Lorincz, Mudoz and Meijer,
2002). Cancers are caused by abnormalities in the genelic materiol of the 1ransformed cells
(WHO, 2006). These abnormalities mny be due to the effecis of cascinogens, such as tobacco
smoke, radiation, chemicals, or infeclious agents. Other cancer-promoling genetic
abnormalitics may candomly occur through errois in DNA replication, or are inherited, and
thus present in all cells from birth (Cancer Research UK, 2007). Cancer allects people of nll
ages with the risk for most types increasing with age. The WHO projected that over 7.5

mtllon would die of Cancer in 2005, and that over 70% of these deaths would be (rom fow
and middle-income countries {\VHO, 2006)

Ccrvical cancer is the second most common cancer among womcen worldwide. with almost
hall a million new cases cach year. Funhermore 80% of the women affected ore in the
developing countries (Parkin, 2000; WHO, 2002; Sankaranarayanan, 2002; Eifel, 2008),
Parkin, Ferlay and Hamdi-Cherif (2003) reporied that cervical cancer is the most common
cancer among womcn in Sub-Saharan Africa, accounting for 22.2% of all cancers in women.
According lo Ferenczy and Franco (2002), epidemiological studics have identified a number
of risk factors for cervical cancer such as infection with ceitain oncogenic types of human
papillomaviruses (HPV), sexuol intercourse ot an carly oge, mulliple sexual pasttners,
multiparity, long-tesm orol conkaceplive use, tobacco smoking, low socio-economic stotus,
infection with Chlamydia trochamatis, micionutrient deliciency, and a diet dcficient in

vegelables and (ruits, as foctors that contribute 1o the development of cervical cancer.
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CHAPTER ONE

INTRODUCTION

1.0 Background 10 the Study

Cancer belongs 10 a class of discases in which a group of cells disptay uncontrolled growth,
invasion and sometimes melastasis {sprcad to other jocations in the body via lymph or
blood). These three matignont properties of cancers differentiatc them (tom benign tumors,
which are sel(-fimiled, and do not invade or metastasize (Bosch. Lotincz, Muiioz and Meijcr,
2002), Canccrs arc causcd by abnormalities in the genctic material of the transformed cells
{WI10, 2006). These abnormelitics may be duc (o the effects of cascinogens, such as tobacco
smoke, radiation, chcmicals, or infcctious agents. Other canccr-pzomoting  genctic
abnormaslitics may randomly occur through ettors in DNA tcplication, or arc inherited, and
thus present in ail cells from bitth (Cancer Research UK, 2007), Cancer aifects peoptc of all
ages with the risk for niost types increasing with age. The WIHO projected thot over 7.5

millon would die of Cancer in 20085, and that over 70% of these deaths would be from low
and middle-incomc countries (WHO, 2006)

Cervical cancer is the sccond most common cencer among women worldswide, with almost
hall a million new cascs each year. Furthcrmore 80% of the women affected are in the
developing countrics (Parkin, 2000; \WHO, 2002; Ssnksranarayanan, 2002; Eifel, 2008).
Parkin, Ferlay and 1famdi-Cherif (2003) reporicd that cervical cancer is the most comnion
cancer among swwomen in Sub-Seharan Aflrica, accounting for 22.2% of all cancers in women.
According to Ferenczy and Fmnco (2002), cpidcmiologicel studies have identilicd a number
of risk factors for cervical cancer such as infection with certain oncogenic types ol human
papiltomaviruscs (HPV), sexual intercoursc ol an carly age, multiple scxual pariness,
multiparity, long.lermy oral contraceplive Use, tobacco smoking, low socio-cconomic status,
infcction with Chlamydia trachamatis, mictonutricnt deficiency. and a diet dcflicient in

vegetables and (ruits, as factors that contribute to the development of cervical cancer.
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According to Cheryl, Michacl. Reynolds, and Ruffin (2000) the stiategices (or prevention of
cancer gencrally can be categorized inlo three specilic arcas namely primary, secondary and
lectiary. The primary prcvcl;livc strategics aims al reducing the incidence of the discisc ond
generally targets the cntice population without symploms or discase. The focus of the
secondary preventive sirategics is on carly detection or screcning and it aims at reducing the
prevalence of the discase by finding the discase in an asymplomatic phase and instituling
casly trcalment. While the teitiary preventive strategics deals with patients with the discasc

and synptoms which (ocus on reducing rcocurrence or carly detection of reocurrcnce.

Specifically for cervical cancer, Lhe primary preventive sualcgies include dietary changes or
supplements, preventive vaccination and risk reduction among the gencral population. The
sccondary preventive strategics include the Papanicolau smear (Pop Smcar), HPV detceclion,
and any of the ncw lechnologics to improve the performance of cither of these lechniques.
Furthermorc, the lertiary preventive strategies include medical, radiologic or surgical

trcatment aimed at reducing reoccurrence or carly delection of reoccuircnce of cervical
cancer (Denny, Kuhn, Pollack and Wright, 2002).

Blcggi, Wemer, Tolsugui, Collaco, Alaujo, ct al (2003) staled that ccrvicovoginal cytology
(Pap smcar) is the most cflcctive screening 1est in medical oncology. According 1o Torres ct
al Popanicolaou (Pap) smcar was inlroduced by George Papanicolaou in 1940 and it is slill
recognized as a major contributor 10 the remarkable decrease in cervical cancer morbidity
ond mortalily amiong women throughout the world. The positive cflect of screening programs
using the Pap smcar is possible because of the long development lime of the discase ond the
ability of the test 10 delect precancerous lesions in order (or trealment to coinmence before it

Progress Lo invasive cancer.

In most developed counttics such og Brilain and United States cervical concer screening has
become a 1egulnr routine which has led to cXtensive reductions in cervical cancer motality
(Onoh, Ezugwu ond Eze, 2001). Converscly, opportunislic screening or no scicening al all
for cervical cancer is the noim in developing countiics including Nigeria which has resufied

in high montality because most Woinen With cervical cancer present late to the hospitals
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(Onah, et al, 2001). Major factors respoasible for high cczvical cancer mostality include; low
literacy level, poverty, ignorance, lack of equipment and dcatth of trained medical personnel
(Adesina, Babarinsa, Fowolc, Oladokun, Adeniji and Adewolc, 2003).

Elowever ccrvical cancer is both preventable and curable, cspecially il detected carly.
Widespread comprehensive cervical cancer control progiams have had a profound impaclt in
developed counlries where they have successlully reduced incidence and mortalily rales by

more than half (Adewolc, Bencdet, Graia, Foilen, 2005).

Statcmient of prablem

Cervical canccr constitucs a major public bealth threal 10 women in many low and medium
resourced countrics in South and Central Amcrico, sub-Saharan Aftico, and South and
Southcast Asia where it is slill the leadiag type of cancer among womcen (IARC 2006,
Sankaranorsyanan, Budukh, ond Rajkumar, 2011; Fcloy, Bray, Pisoni and Parkin (2002),
GLOBOCAN, 2002 ). Thc high burden of ccrvical cancer in these countrics is duc both to a
high prevalence of Human Papillomavitus (1PV) infection (>10% in wonicn oged 30 ycats
or older) and the lack of efliective cervical cancer screening programs. In cascs where
clfective screening programs are available, poor knowledge and negalive health sccking

behaviour of the populace have led to poor utilization of such services (Sankaranarayanan el
ol, 2001).

Cervical cancer accounted for on estimated 493,000 incident cascs, 1.4 million prevalent
cascs and 273,000 dcaths in the world around the ycar 2002, constiluling approximately 8%
of the global burden of cnncer among women and morc than 80% occurred in the low- and
medium resourced countries of Soulh Asia, East Asia, sub Salwuran Afsica and [.atin

Amcrica (Ferlay ct ol, 2002).

According 1o the World Health Organization, il is eslimaled thot over onc inillion woincn
worldswide currently have cervical concer, most of whom have not been diagnoscd, or have
no access (o {rcatment that could cure them or prolong their life (WHO, 2006), in the
developing countrics of the world, a large proportion of cervical concers arc diagnosed in

advanced stages, with poor retes of survival (Senkaranorayanan, Block and Parkin, 1998). [n
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addition, the incidence of cervical cancer begins 10 rise al age 20-29 ycars, reaches a peak
around 55-64 ycars, and declines somewhat afier 65 years, The age-standardized incidence
rales during 1993-97 varied from 20-55 per 100,000 women in most of the regions in

devcloping countrics where incidence data were available (Parkin, Whelan, Ferlay, Thomas,
and Teppo, 2002).

Early detcction and prompl 1ccaiment of concer and pre-cnncerous conditions provide the best
possiblc prolcclion against cancer. Welj organised screening has been shown 1o be cifective
in the reduction of both mortelity and 1norbidity from cancer of the cervix (National Health
Service (NHS), 2004). The NI (S further reporticd 1hat cases and dcalhs duc 10 cervical cancer

have declined maskedly in the last 40 ycars in miost industrialized countrics, mainly as a

result of eflcctive screcning prormnmes.

Nigeria is a developing countiy with a population of 36.6 million women aged 15 ycars and
above who arc al risk of developing cervical cancer (Akinremi, 2004). Cumrent cslimales
indicate that cvery ycar 9,922 women are diagnosed with cervical cancer and 8,030 (80.9%)
dic from 1he discasc. Cervical cancer conks the sccond most [requent concer among waliicn
in Nigeria afler breast cancer and about 24.8% of women in the generol population are
cslimated 1o harbour cervical HPV infection at a given time (Caslcllsagué, de Sanjosc,
Aguado, Louic, Bruni, Mufloz, ct al 2007). A summary of activitics alt the colposcopy unit of
Aatcnatal clinic of the University College Hospital showed that only 3,038 women were
screencd between 2005 and 2007 out of the Yarge population thot visited the Antenatal clinic

and the hospital as a whole.

Nurses play a major rolc in cnlighicning the public on the availnbility and nced for cervical
cancer screening services. They arc informed individuals who are expected to have more
information and knowledge about sevcral health related issucs. {lowever, studics have shown
that this ¢s not the casc. In a study conducted mnong nurscs in Nnamdi Azikwe University
Tcaching | lospital, Nncwi, on awareness of ccrvical cancer screcning among, fernale nurscs.
The result showed that §7% of the 144 panicipants were aware of (he exisience of cervical

cancer screcening services but only 5.7% of the female nurscs had cver been screened for

AFRICAN DIGITAL HEALTH I&POSITORY PROJECT




cervical cancer (Udigwe, 2006). A finding that is at variance with the assumption that nurses
are expected 1o have adequate knowledge about cervical cancer and make use of the available
cervical screcning services in the Lertiary health care sclling where they have physical, social
and economic access to the service. This study therelore set out 1o assess the perception and

utilization of cervical caacer screening scrvices among (emale nugses in University College

Hospital, (badan, Nigeria.

Justification for the study

Canccr is a deadly, yct preventable discase condition among women. Weli-organized cervical
screening has been shown to be effective in the reduction of both its morbidity and inortality
(Parkin, 2000,Sankamnarayanan, 2002, Ferlay ct al, 2003). The public health imporinnce of
conitrolling cervical cancer is now being increasingly appreciated as a means 10 improve the
genctal health of adult women in many high-risk developing countrics. A significant
reduction in deaths from cervical cancer may be achicved through ninproving the stage al

presentation, by awareness programmes and accessibility lo diagnostic and treatment

services, (Sankaranarayanan, 2002).

Most women who die (roin cervical cancer, particularly in developing countries, arc in the
prime of their lifes. They may be rising children, cacing for their (amilies, and contributing
to the social and economic life of their town or viliage. Their death is both a personal
tragecdy, and a sad and unnecessary loss 10 their family and community al large. Unnncssary,
because there are a number of compelling evidences thot cervical cancer is one of the inost
preventable and ireatable form of cancer, as long as it is dclected carly and ntonaged

cifectively (\WHQO, 2006, Denny, 2005).

Heahh workers especially nueses are ofien limes looked upon as “role models™ in health
related issues. Their attitude and practice to such issues might positively or negatively
influence the decision made by thie conununity members. It is therefore pertinenl to appraise
their peeception and utilization of cervical cancer screening services. This study will provide

a bascline (or intcrvention that is needed among this group of people. |t is also hoped that
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(indings from this study will suggest dircctions on how best to incsciasc awarencss and

improve uttlization of cylological screening mnong (emale nusses and the gencsal populace.

Rescarch ¢uestions

This sludy answered ihe the following rescarc!s ucstions:

|. What is the level of knowledge the female nutses in UCH aboul cervical cancer?

2. \What aze female nurses’ knowledge nbout cesvical cancer screening services in UCH?

3. What is the perception of female nusses in UCH lowads cervical screcning as a measure
of preventing cervical cancer?

4. What arc the vasiations in the level of utilization of cervical cancer screening among

cadres of female nurses in UCIH,

5. Whalt are the factors that influcnce the utilization and non-utilization of cervical screening

among them.

Broad ubjeclive
The broad objeclive of the study was to determince the knowledge, perception and utilization

of cervical cancer screening services among female nurses in University College Hospital.
tbadan.

Specilic objeclives

The specific objectives were

] To determine the knowledge of cervical canccr among female nurses in UCE

2 To determine the knowledge of ccvical cancer screening services among femalc
nurses in UCH.

3, To idcntify the perception of fetnale nurses in UCH towards the utilization of cervicnl
screcning scrvices

4 To determine the variations in the level of utilizotion of cervical cancer scicening
among cadres of female nurses in UCIH,

5. To idenlify the factors that influcnce the utilization and non-wtilization of ccevieg!

screening scrvices emong female nurses in UCIL.
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Hypothescs testce!
‘The following hypothescs were tested:

i. There is no association between knowledge of cervical cancer and the wtilizotion of

SCIECNiNg scrvices.
2. ‘There is no association beiween cadres of nurses and utilization of screening services.

3. There is no association betwecn knowledge of cervical cancer and ycars of

cXpericnce.

4. Therc is no association between knowledge of cervical concer and cadre of nurscs.
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CHAPTER TWO
LITERATURE REVIE\Y

2.1  Canccr
Cancer (malignant ncoplasm) s a class of diseascs in which a group of cclls display

uncontrolicd growth (division beyond the normal limits), invasion (intrusion on and
destruction of adjacent tlissues), and sometimes melastasis (spread to other locations in the
body via lymph or blood). These three malignant propertics of cancer dilferentiate them from
benign wmors, which are sclf-liinited, do not invade or mctastasize. Most cancers form a
tumor bul somc, like lcukemia, do nol. (American Cancer Socicly, 2007) Nearly all canccrs
arc causcd by abnommalitics in the genctic malerial of the transformed cells. These
abnonnalities tnny be duc 10 the cffecis of carcinogens, such as tobacco smoke, radiation,
chemicals, or infcctious agents. Other cancce-promioling genclic abnonmalitics may be
randomly acquircd through crrors in DNA replication, or arc inherited, and thus present in all
cclls (rom bisth. The heritability of cimecrs s usunlly effccted by complex interaclions
betwveen carcinogens and the host's genome. New aspects of the genctics of cancer
pathogencsis, such as Dcoxy Ribonucleic Acid {DNA), mcthylation, and micro Ribonuclcic

Acid {RNAs) arc increasingly recognized es important. (Klcinmnn and Liau, 200%).

2.1.1 Cancer Epidemiology

Worldwide there were around | millios new cascs of cancer in 2002 and a quaricr of these
were in Europe. Cancer is the number one [car for the British public, lopping she Jist over
Alzhcimer's, heant attack and tcrrorism. (Concer Rescarch UK, 2008) According to the
Amcrican Cancer Socicly, 7.6 million people dicd from cancer in the world during 2007,
(Amcrican Cancer Socicly, 2007).1n the U.5. and other developed countrics, cancer is
presently responsible for nboul 25% of al} dcaths. On a ycarly basis, 0.5% of the population
is diagnoscd with canccr. Cancer is on the high in the health agenda of nations throughout the

warld, in developing countrics as well as in developed countries (Jemal, Murra, \ard |
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Samucls, Tiwari, Ghafoor, Feucr and Thun, 2005). Cancer can develop at any age but 15 most
common in older people. Around onc per cent of cancers occus tn children, teenagers and
young adults, the risk of discasc for most varictics incrcases with age (Cancer Rescarch UK.
2007). Statistics from the SEER program of the US NCI demonsicatc that childhood cancces
incscascd (9% between 1975 and 1990, manly duc lo an increased incidence in acute
lcukemia- Since 1990, incidence rmtes have decreascd. (American Cancer Socicty, 2007) In
some Western countrics, such as the United Stale of America (USA) and the Uniled
Kingdom (UK) cancer is reported o have ovestaken cardiovascular discase as the Icading
causc of death. There arc around 285,000 new: cascs of cancer diagniosed cach year in the
UK. Morc than | in 3 peoplc will develop some form of cancer dunng their lifctune. Wit
tobacco sinoking beccoming more common in various Third World countrics, lung cancer

incidence has incrcascd in o patalicl fashion. (Jcmal ct al, 2005).

The WHO Technical Repent No. 804 of 1990 reported thot over 50% of cancer viclims live
i the poorer nations, which have less than 1 0% of the resources for cancer carc and control
With a population of ncarly 140 snillion pcople, the West African nation of Nigeria accounts
for opproximately 20% of thic cnlire Africun population. (Adcbamowo, 200?) Cancer s o
major health problem in Nigcrio, as it is i other parts of Africen. Unfortunately, the
importance of cancer as a hcalth ptablem has been underplayed or totally neglected by all
agencics (bat have been advising on and/or financing health projects in Africa over the ycars
(Adcbamowo, 2007) The burden of cancer in Nigcria is appreciable. According lo the World
lHealth Organization, there are an estimated 100,000 new cancer cases in the countty cach
ycar although obscrvers belicve the ligure could be as high as 500,000 ncw cases annually by
the ycor 2080.1t is feared that by the ycar 2020, concer incidence for Nigerian inales end
fcmelcs may have riscn to 90.7/100,000 and 100.9/100,000 respectively. It is also enticipated
that by 2020, dcath rates from canccr in Nigerian malcs and fcmales would heve reached
72.77100,000 and 76/100,000 respectively. (Adcbamowo, 2007, Intcrnationel Association of
Cancer Regtstrics, |ACR, 2008).
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The World Hcalth Organizalion predicted lhat global cancer rates could {urther incregse by
50 per cent to |5 million new cases in the ycar 2020. This is the gloomy prediciion by the
2008 World Cancer Report - a 351-page, comprchensive global examination of the discasc to
date issucd by the JARC - part of the World i{ecalth Organization (\WHO). There 15 no doubt
that cancer is a scnous public hecalth problem in Nigeria (Durosinmi, 2008) Cancer 1s a
diverse chass of diseascs which diffcr widely in their causes and biology. The cainmon trend
1n all known cancers is the acquisition of abnormalities in the genctic malcria) of the concer
ccil and its progeny, Research into the pathogenesis of cancer can be divided into threc broad
areas of focus. The [isst atea of rescatch focuses on the agents and cvents which causc or
{acilitate genctic chansges in cells destined 10 become cancer Sccond, i is importanl o
uncover the precise nature of the genctic damage, and the genes which are aifeeted by it. The
third focus is on the conscquences of those genctic changes on the biology ol the cell, both in
gencrating the del.ning propertics of a cancer cell, and in (acilitating additional genetic

cvents, icading to furthcr progression of the cancer. (Amcrican Cancer Socicty, 2007).

2.1.2  Types nf Cancer

The most conunon cancers in Nigesio arc carcinoma ol the utetine cervix and breast found in
women and liver und prostate cancets in men. Cancer rcgistsation started in 1960 and a
National lcadquartcrs of Cancer Registricsin Nigeria was cstablished in 1990; however, this
institution is curtently dormant. (Adcbamowo, 2007} Cancer is o divesse kind of discascs.
There arc nrore than 100 ditTcrent types of cancer. Not all tumors arc canceious; tumors can
be benign or inalignont.

5 Benign tumors arc not canccrous. They can oficn be removed. and. in most cascs,

they: do not reoccur. Cells in benign tumors do notsprcad to other parts of the body.

. Malignant tumors are cancerous. Cells in these tumors can invude ncarby tissucs and

spread to other parts of the body. ( National Cancer Institutc, 2008)

Cancer types can be grouped into broader categorics, The main category of cancer includes:

. Carcinoma - cancer thnt begins in the skin or in tissues that linc or cover intcrnal

organs.

19
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The World Health Organization predicled that global cancer rates could further incicasc by
SO per cenl to IS million ncw cascs in the year 2020. This 1s the gloomy prediction by the
2008 World Cancer Report - a 351-page. comprehensive global examination of the disease to
date 1ssucd by the IARC - par: of the World Health Organization (WHO). There 1s no doubl
that cancer 1s o seryuus public health prublem in Nigeria (Durosinmi, 2008) Cancer is a
diverse class of discases which diiler widely in their causcs and biology. The common trend
in all known cancers 15 the acquisition of abnormalitics in the genctic matcerial of the concer
cell and its progeny. Rescaich into the pathogenesis ol cancer can be divided into three broad
arcas of focus. The first arca of rescarch focuses on the agents and events which cause or
[acilitate genctic changes in cells destined 1o become cancer. Second, it is imyportant 1o
uncover the precise nature of the genctic darnage, and the genes which are alleeted by tt. The
third focuss on the conscqucaces of those genetic changes on the biology of the cell, hoth in
generating the delining propeitics of a cancer cell, and in (acililating additional genetic

cvenls, leading lo further progression of the cancer. {(American Cancer Socicly, 2007).

2.1.2 Types uf Cancer

The mosl co:nmon cancers in Nigeria are carcinoina of the uterine ccrvix and breast fuund in
women and liver and prostate cancers in men. Cancer registiation staticd in 1960 and a
National Headquarters of Cancer Registrics in Nigeria was cstablished in 1990; however, tins
inslitution is currently donnanl, {Adebamowo, 2007) Cancer is a diveise kind of discascs,
There arc more than 100 diffesent types of cancer. Not all tumors are canccrous: luirors can
be benign ornalignant,

. Benign tumors are nol cancerous. They can oflen be removed. and, in most cascs,

they do nol reoccur. Cells in benign tumors do not spread 1o othier parts of the body.

o Malignnnl tumors arc cancerous, Cells in these tumors cnn invade ncarby tissues and

spread 10 other parts of the body. ( Nationat Canccr Instilulc, 2008).

Canccr 1ypes can be grouped into broader categorics. ‘ITie main calegory ol cancer includcs:

. Carcinorna - cancer that begins in the skin or in tissues that line or cover inteenal

organs.
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Sarcoma - cancer that begins in bone, cartilage, {sl. muscle, blood vesscls. or other
conncclive or supportive lissuc.

Lcukemia - cancer that starts in blood-formmg tissuc such os the bone matrow and
causcs large numbers ol abnormal biood cells 1o be produced and enter the blood.

: Lymphoma and myclomn - canccts that beginin the cells of the ymmunc sysicm.
Cenlral nervous system cancers - caicers Lthat begin in the tissues of the brain and

spinal cord. (Nationnl Canccr Institutc,2008)

2.1.3  Pathephysidoegy of cancur

Cimcer is lundamentally a discase of regulation of tissuc growth, In order for a normal ccll to
transfonn 1nte a cancer ccll, genes which rcgulatc cell growth and dilferenttation must be
altercd. Genclic changes can occur at many levels, fioin gain or loss of cnlire chromosomes
to a nwulntion affecting a single DNA nucleotide. Tllere are two broad catcgorics of genes
which arc affecicd by these changes. Oncogenes may be nonnal genes which are cxpressed at
mapproprialcly high levels, or altered genes which have novel propertics. In cither casc,
cxpression of these genes promotes the malignont phenetype of cancer cells. Tumor
suppressor genes arc genes which inhibit cell division, survival , or other properiics of cancer
cclls, Tumor suppressor genes are oflcn disabled by canccrpromoting genclic chnnges
Typically, changes in many genes arc required lo transform a normal cell into a cancer cell.

(Matobn, Kang , Patmo , Wragg , Bochm, Gavrilova, llurley, Bunz , Hwnng, 2006)

2.1.4  Pathogencsis of cancer

.. Cheinical carcinogens

Cancer pathogenesis is traccable back to DNA mutations that impuct cell growth and
mclastasis. Subsinnces thot cause DNA mutation arc known as mutagens, and mulngens that
cause cancers are kpown as carcinogens. There arc some particular substances linked to
specilic lypes of cancer c.g. Tobacco smoking is nssocinted with lung cancer and bladder
concer while prolonged cxposute to asbeslos fibeis is associatcd with mesolhclioma
(Klcinman, 2001) Such chemicals ale thought to promolc cancess rate of milosis through
their stimulning cffect. Faster rates of mitosis lcaves less time for repair enzymes to repair

damaged DNA durjng DNA replication and this increnscs the likelihood of a genclic mistoke
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A mistake made during mitosis can Icad to the daughter cclis recciving the wrong numbes of
chromosomes. {Cancer Rescarch UK. 2007).

Dccades of rescarch have demonstrated the strong associgtion belween tobacco usage and
cancers of many siles, making it perhaps, the most important huinan carcinogen. Hundreds of
cpidainiological studies have confirmed this association. Further support comes from the fact
that lung cancer death sates in the United States have mirored smoking panems, with
incicase in smoking followed by dramatic increases i lung cancer death rates and, moie

recenlly, decreases in smoking was [ollowed by decrcases in lung cancer death rates in men.
(WIIO, 2006).

ii.lonizing radiation
Sources of ionizing radintion, such as 1adon gas, can causc cancer. Prolonged exposure 10

ultraviolet radiation [rom the sun cnn lead to mclanoma and other skin malignancics.

Radiation [roin mobilc phones has been conjecturcd (or some tlime as n cause but tlus theory

has not gaincd mainstscain supporl. Neverthcless some cxperis caution against prolongced
exposure, (Grange, Stanford, Stanford, 2002)

iibInfcetious discascs

Some canccrs can be caused by infection with pathogens. {Pagano, Blascr, Bucndia, 2004)
Many cancers onginate fron: viral inliction; Wus is especinlly truc in animals such as birds. |
In humans, viruscs are responsible for 15% of cancers infection worldwide. The main viruscs
associalcd with buman cnncers arc human papillomavirus, hepatitis I3 and hepatitis C virus,
Cpstein-Barr virus, and human T-1ymphotropic virus. Expicrimental and cpidemiological data

imply a causalive roic for viruses and they appear fo be the sccond inost important risk lactor
for cancer development in humans, cxceeded only by lobacco usnge. (Peter and Beglinger,
2007).

The mode of virnlly-induccd tumors can be divided into 1wo, aculcly-tronsfomming or slowly
-transforming. In ncutcly tmnsforming viruscs, the virus carries an ovemctive nNCogenc
called viral-oncogene (v-onc), and the infecled ccll is transformed as soon as v-onc js

cxpressed. fn contrasl, in slowly-transforming viruscs, the virus gcnomc is inscris ncar a
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proto-oncogene in the host genome. The viral promoter or other traascnption regulation
clements then causc over cxpression of that proto-oncogenc. This induces uncontrolled cell
division ond because the site of insertion is not specilic 1o proto-oncogenes as chances of

inscriton ncor any prolo-oncogenc are low, slowly-transforming viruses will causc tumors

much longer aficr infection than the acutcly-transforming viruscs. (Peter and Beglinger,
2007)

Jepatitis viruscs, including hcpatitis 3 and hepatitis C. can induce a chronic virnl inlection
that Icads to liver cnncer et 0.47% of hepatitis B paticnts per year ond at §.4% of hepatitis C
catrices per year {especiully in Asin, less so 111 North America) Liver cirrhosis, whether from
chronic viral hepatitis infi:ction or alcoholism, is associnted with the development of liver
cancer, and the combination of cirrhosis and viral hepatitis presents the highest sisk of liver
cnncer development. \Worldwide, liver cancer is onc of the most common ond most dcadly
cancers duc to n huge burden of viral hepatitis tmnsmission and discosc. In addiion 1o
vinscs, connection between bacterin and certain canceis has been noted. Tlie most promincni
cxample is the link between chronic infection of the wadl of the stomnch with § Iclicobacter

pylori and gastric cancer. Although only a minority of thosc infccted with Helicobacter go on

to develop cancer, since this pathogen is cuitc common, il is probably responsible for the

majority of these concers. (Wang, Yuon, Hunt, 2007).

iv. Hormonal imbalancces
Soinc hormoncs can nct in a siinilar manner to non-mutngenic carcinoge!is in thm they mny
stimulotc cxcessive cell growth. A well-established cxoinple is the role of hyper cstrogesiic
states in promoting cndometrial cancer. (Wood snd $lairington, 2005)

homunc system dysfunction.

HIV is associoled with a number of malignancics, including Koposi's sarconwn. non-
Hodgkin's lymphoma, and [1P'V assoctotcd mialignancics such as anal cancer and cervical
cancer, AlDS-defining illnesscs have long included these dingnoses. The increased incidence
of malignancics in F{V paticnts points 1o the breakdown of immunc surveillonce ns o

possible ciology of (Wood nnd Enrrington, 2005) other iminunc deticicncy states (cg
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common variable immunodcf cicncy and 1gA deficiency) are also associaled with increascd
tisk of malignancy. (Mclieinkjacr, Llamimarstrom , Andersen . 2002),

v. Heredhity

Vi,

Most lorms ol cancer are “sporadic”, and have no basis in heredity. There arc, however. a

number ol recopnized syndromes of cancer with a hereditary component, ofien a defective

lumor suppressor allcle, Examples arc:

Cestain inherited mutations in the genes BRCAL and BRCA2are associated with an

clevated risk of breast cancer and ovarinn cancer.

Tumors of various endocrinc organs in mulliple endocrine ncoplusio (MEN types |, 20,

2b)

Li-Frsumeni syndrome (various tumors such as oslcosarcoma, breas! cancer, soll lissuc
sarcoina. brain lumors) duc lo nutations of p53

Turcol syndrome (brain lumors and colonic polyposis)

IFamilinl adcnoinalous polyposis an inherited mutation of the APC genc that lcads 10
carly onsct of colon carcinoma.

Hceeditary nonpolyposis colorectal cancer (HINPCC, also known ns Lynch syndromc)
can include familial cascs of colon cancer. ulerine cancer, gasiric cancer, and ovanian
cancer, withoul a pecponderance of colon polyps.

Retinoblastoma, when occurring in young childscn, is duc 1o a hereditary inutation in the

rclinoblastioma genc.

Down syndrome paticnls, who have an cxlm chroinosomc 21, arc known 1o develop

malignancies such as Jcukemia ond testicular cancer, though the rcasons for this dilfcience

aie not welt understood. (Mcllemk;jacr, [Jammarsirom and Andersen, 2002).

Other causcs

A [ew types of cancer in non-hutnans have been found to be caused by the tumor celis

themselves, This phcnomenon seen tn dogs with Stickei’s sarcoma and is known ns coninc

transmissibic venereal wmor, fhe closest known analogue to this in humans is individuals

who have developed cancer from tumots hiding inside orgen tmnsplonts. (Mutgia, Pritchard |

Kim . Fassali . Weiss , 2000).
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2.1 The Cervix

The cervix Is Ihe cylindrical, narrow inferior part of the ulerus. which protrudes 1o the
uttermost parl of the vagina. [ocated between the bladder and the rectum, 1t s the stucture
that dialatcs during childbirth to allow the baby to transverse the birth canal (Rich, 2003).
The cervix has an opening (0 the endocetvical canal. This opening lets blood Row (tom the
uterus inlo the vagina during @ woman's menstrual period. During childbirth, the cervix opens

much widcr 10 let the baby pass thcough{Schocl!, Jonicck and Mirhacheni, 1999).

The surface lining of the cervix is made up of two differcnt types of cells natncly:

* The Tall celis, which arc also called glandular cells or columnar cells. They are localced

toward Lhe top of the cndocervical canal. These cells produce mucus, which helps 10
guard the cnirance 10 the uterus (sec (gure 2.1 (or detasls).
o The Thin, (ot cells, which are also called squamous epithetial cells or squamous cells.

The cells arc armnged in layers and they protect the lissues undemeath them (Rich, 2003)

(see figure2.1 for delails).
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landular cells

SqQuamous
aepithellal cells

Figure 2.1: A picturc Showing the Glandular Cclis and the Squamous Epithclial Cells
Cells

Saurcc; National Cancer tastitute, 2008
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Cervical cells can go through many types of changes tbal are not cancer- Many times thesc
changes will go away on their own. These changes can be causcd by the following factors:

° [nf:ammation (rcdness and swelling)
o An infcction (bacterial, vim, or yeast)

. Growths such as benign polyps or cysts

Changes in hormoncs from pregnancy or menopause,

Changes in cervical cells are very common and are not related to cancer, but they sometines
make these cells look like abnonnal ceils as shown in ligure 2.2, Although most cell changes

in the cervix are not cancer, it is still imporant to get a Pap test at least once cvery three
years 10 be sure (National Cancer Institute , 2G08).
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Figure 2.2: A picture showing cells infected with cancer and ones nol infected

Source: Notional Caacer Institute, 2008.
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2.2 Cancerofthe cervix

Cervical cancer 1s the host commoncst malignancy of the female genital tract in women in
devcloping countrics, and second commonest in the world with a high motality, in spitc of
being the most preventable and treatable form of cancer. This is duc to lack of pnicursor
screening. Cervical cancer 1s gaining allention liow because of the rescarch and development
work, mainly ininated in the United States over the past decade, which is aimed towards

finding simpicr cervical screcning techniques Lo replace Pap smears {Brinton ,1992).

Cervical cancer develops in the lining of the cervix. It occurs when cells in the cervix grow
ctralically and multiply out of contsol (Imaginis Corporation, 2001). There arc two main
types of cancers that develop Irom 1he cervix: squarnous cell cancers and ndenocnrcinomas
(Rich, 2002). Squamnous ccll cancers develop in the glandular surface cells that linc the
cervix while adcnocascinomas develop in the glanduiar surface cells (Principle of {lcalth on
the nct foundation — [{ON, 2004). About 80% of ccrvical cancers asc squamous cell cancer

and the remaindcr adcnocarcinomas {Rich, 2003).

In 1941, Papanicolaou and Tmul intreduced cx(oliative cytology as mcans of carly detection
of carcmoma of the cervix (Fmnco, 2003). Although screening has become rouline in
developed countrics such as BBritain and the United States lepding 1o extensive reductions in
morialily, opportunistic screcning or no screcning al all is the norm in developing coutrics
like Nigeria such that most cases present lale with attendant high niortality. Opportunistic

screening in Nigeria is indeed very low (Jaiycola. Ojctnakinde and jzcbvaye. 2002).

2.3 Global Incidence and prevalence of cervieal cancer

Cancer of the cervix is the second most common cancer in woincis worldwide and theselore
making it an important reproductive heabh problem. According to recent data, an esiiinated
466.000 ncw cascs occur annually worldwide, with the vast majonty in the devcloping
countrics Over 80% of the cstimntcd 231,000 deaths which occur nnnually duc to cervical
cancer also occur in these countrics, whese it is the commonest female cancer (Adliance for

Ccrvical Cancer Prevention, 2004).
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The huge disparities in wealth between developed and undeveloped coutites are well
ilfustrated in the types of cancer prevalence in the differcnt communitics: For instance. duc 10
cxtensive ccrvical cancer screcning of women in many devcloped countrics; vshether
perfonned in the context of orgeniscd programmes or unorganiscd progranuncs, cervica
canccr has become a relatively rare discasc (Feriay ct al, 2002). However, in countrics
lacking scrcening programmes, cervical cancer remains the major cause of death, Thus, it
would be accuralc to state that cervical cancer is a diseasc of poor women, representing

incquity of access to hcalth care resources, such as cetvical cancer screening (Ferlay ct al,

Globally, ccrvical cancer comprises approximalcly 12% of nll cancers in women. ond 1t is the
sccond most conunon canccr in women worldwide. The incidence ond mortality vary widcly
between countrics with up to a 10-fold diffcrence beiween high and tow risk icgions
(ClifTord, Sinith, Phunmecr, Munozand Franceschi, 2003). The high incidence ureas include
sub-Saharan Aftica, Southcast Asia, Latin America end the Cnrribcan, Mclancsio and India,
with agc-standardized incidence rates (ASR) of 20 te 40 cascs per 100,000 wonien (WIHO
2002). An cstitnated number ol new cervical cancer cases in some devcloping countrics 1s

shown below;
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Figure 2.). Estimated Number of New Cervical Cancer Cases in Some Developing

Regions.

Source: Parkin, 2000
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2.4 Incidence of cervical cancer in Alrica

The ncidence of cervical cancer is still very high in sub-Saharan Afiica; the role can be up
1015 times lughcr in poor countries compared to industrialised one (Parkin ct ai, 2003). Tlic
incidence rates in Uganda, Mali and Zimbabwe appecar to be on the rise (Wabings, Parkin
and Wabwire-Mangen 2000; Parkin, \Whelan and Fclay 2002). In Uganda, the age-specific
incidence rate (ASR) was {7.7 per 100,000 in {960 and this increascd o 44.9 per £00,000 in

1997 (\Yabinga ct al, 2000). In Zimbabwe, thc ASR is 67 per 100,000 womcen (Parkin cl al,
2003).

According to Jayciola ¢t nl (2002), cervical cancer is the conunoncst fetnale cancer in
Nigeria, and the age adjusted incidence ratc is approximately 24.1% per 100 000 as
docuinentcd in the [badan cancer registy [rom 1998-1999. This is probably an
underestimaltion as there is gencrnl under teporting of cancer cases, The true incidence of
cervical cancer in many African countres is unknown as there is gross undcr-rcporting. Only
a few contries have cancer registrics and record- keeping is minima) or non-cxistcnt. Some of
the figucs quoled in literatures arc hospital-based, which represents a small fraclion of
wonicn dying from cervical cancer, as most women cannnot access hospitnl care and they

therelore dic ot home (Anorlu, 2008).

The low incidcnce arcas could be found in Westcm Europe, Notth America, the Middlc East
and China (Parkin, 2000). Regiona! variations in incidence also occur in these countrics, with
higher raltes in the rural and less devcloped arcas. Significant declines in the incidence and
morlality of ccrvical cancer have been noted in the last 40 ycars, patrticularly in arcas where
screcning programs arc beticr organized. Acccssiblity to trcatincnt, carly delection, reduclion
in parity and other risk faclors have coniributed to this decline, Unfontunately thete has becn
no signif.cont change in moss developing countrics becausc the risk factors are still prevalent
and the organization as well as the huge malcriol and human resources required (ur hass

cervical screening arc lacking ( Muiloz, Bosch and de Sanjosé, 2003),

Cervical cancer is the primary causc ol cancer-rcintcd deaths in woincn in dc\-clopmg

countrtes  In gnduslirialized countrics, systcmalic, or cven oppoitunisiic ccrvieal cancer
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screcning as led 10 a successful and dramatic decline in ccrvical canecr rates (Wiight,
Schilfman, Solomon ¢t al, 2004). However, even in countries where rales arc low:. cascs not
identificd carly cnough (or prevention (with carly treatment of pre-cancers) arc almost
exclusivicy masginalized women with inadequate access to preventive services (WIHO/ICO,
2007). Dcvcloping country data also describes stratification in scrvices reccivied, with
difTcrencics appearing along lines of race, ctlusicity, class and location (Bradley, Baronc, and
Matie, 2005). Cervical cancer is the Icading canccr-related causc of ycars of lives lost (or
women in South-centrol Asia, sub-Saharan Africo, and Latin America and the Canbbean; 1n

the latter regton, deathis from cervical cancer in 2000 outstripped deathis from pregnancy and
childbir:h in 1995 (Yong . Bray, Parkin, Scllors and Zhang, 2004).

2.5 Epidemiology al cervieal enneer

According to Bosch, Lorincz, Mulloz, Meijcr, Shah (2002), one¢ of the most iinpoitant
discoverics in the ctiologic investigation of cancer over the lost 25 ycars has been the
dcmonstration that cervical cancer 1s caused mainly duc to the persistent infection of the
cervix by ccrtain genotypes of the lluman Papilioma Virus (11V). The scienlilic cvidencc
accumulated from virological, nolecular. clinical and cpidcmiological studics has
dcmonstrated uncquivocnlly that ecrvical cancer is in facl a scquel 10 a long term unrcsolved
infection by certain genotypes of the HPV (Bosch, Munoz, and Dcsarjosc, 1997). The
increascd occurrence of cervical canccr has long been associatcd with some factors such as

womcn with multiple sex paitners, carly age ot fisst intercourse, history ol vencreal discasce

and women whoscinale parincrs have multiple partness.

1luman Papillomn Virss prevalence has been reporied in cervical carcinoma worldwide
Bosch ct al, 2602, Overthe list 15 yenss. however, evidence has accumuleted indicating that
the |fuman Papilloma Vitus (1{PV), in particular typcs 16. 18, 31, 33, arc the rnnin causal
agents of cervical cancer and its precursors (Bosch, Manos. Muiloz, Sherman, Jansen, and
Pcto, 1995). Human Papilloma virus, a sexually transmitted virus is extremely conwunon
among womcn ol reproductive age. Allhough prevnlence varics in different tegions, it
gencinlly reaches a peak of about 20% in those aged 20-24 ycars, with a subscquent deeline

to approximatcly 3% omong womcn over 30 ycars. Furthcrmore, verious studics have
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revicwed the role of smoking, scxual activity, obslettic history and health behaviour (lifestyle
and nutrition) in the pathogenesis of cervical cancer. Tobaceo use, hormonal contfBcepiive,

high parity and nuuitionaf intake ore considercd os possible independent co-factors in the

progression of HPV.associatcd lesions (Bosch ct al, 1993).

Cervical conccr develops in the lining of the cervix. [t occurs when cells i the cervix grow
crratically and multiply out of control (Imaginis Corpocation, 2004), it is usually preceded by
o slowly progressive pre-invasion lesion called dysplasia, which ny occur afler [Tuinan
Papilloma Virus (IIPV) infcction (Smith, Herrero, Bosclti, Munoz, Bosch et al 2002).
Women are generally infected with HPV in their icens, Lwenties or thirtics. Although cervical
cancer can develop 20 ycars or more afier HPV infection, the cxact proportion of cascs
progtessing 10 invasive carcinomo from prc-invasive slage is not known (PATI, 2003)
Theee is cvidence that some dysplasia spontancously regress without trcatment. Once the
invasive stage is rcached however, the discase spreads by dirccl extension into the lymiph
nodes and pelvis organs (Park, 2002). The clinical stoge at presentation with cervical cancer
varics, wilh developed countnces recording more localized discase and more advanced discase
in older women (Jaiycola ct al, 2002). In Nigerio however, like in most developing countrics,

coscs arc diagnosed predominantly at advanced stages (Jaiycolo ct al, 2002).

2.5.1  [Mum:m papilloma virus (E1*V)

The human papillomavicus (£IPV) is a scxually transmiticd virus, [Uis spread through scxual
skin-to-skin conlact. This mcans that penctmtion is not requited to contact the virus. Vaginal
and anal intcrcoursc arc also modes of HPV transmission. 11PVean also be contmcled (rom
having oral sex, however it is less common (Munoz ct al, 2003). Thete are curtently over one
hundicd known strains of FHIPV. About thiily of these strains ajfect both male and female

genilalie, cousing conditions tike genital warls and morc scriously, cancer.

Although TPV is responsible (or both gemtal warls and cervical cancer in women, they arc
coused by cifTerent strains of the virus. Epidemiologic studies to evaluale Fisk Fictors for the
development of Squamous Intracpithcliol [esions (S1L.) nnd cervical malignancy demanstmite

conclusively a sexual mode of transmission of a carcinogen (Brinton, 1992): It is now widcly
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accepted that 1PV is the primary cliologic infectious agent (Schiffinan, Bauer aad Hoover,
1992)- Other scxually transmiticd [actors, including herpes simplex visus 2. may play a
cocausativc role (Brinton, 1992), The finding of HPV viral DNA integrated in most ccllular
genomces of invasive cervical carcinomas supports epidemiologic data linking this agent to
cervical cancer (Reeves, Rawls and Brinton, 2000). [lowever, direct causation has not been
demonstiated. More than 80 distinct lypes of HPV have been identificd, approximately 30 of
which infect the human genital tract. The types of HPV known can be divided into high-risk
lypes (such as [PV 16, 18, 31, 33, 45, 51. 56, and 58) and low-risk lypes (such as [IPV 6,
11, 42, 43 and 44) (flatper, Franco and Wheeler , 2006). HPV types 16 end 18 arc most oflen

associatled with invasive diseasc.

Characterization of carcinogenic risk associaled with [PV lypes is an nnportant slep in the
process of developing a combination §IPV vaccine for the prevention of cervical neoplasia
In a population-bascd study of PV infcction snd cervical ncoplasia in Costa Rica, 80% of
high-grade squamous intracpithelial lcsions (I1SIL) and invasive lesions werc associated with
HPV infcclion by onc or inore of |13 cancer-associaled types. In this study, the nisk of about
hnif (50%) of 11SIL and invasive ccrvical cancer was atlributable 1o HPV-16. HPV-18 was
associalcd with 15% of invasive discase and only 5% of HSIL, suggesting that [IPV-18 may
have a role in more appressive cases of ceivical rnalignancy (llerrero, Hildesheini, and
Brattit, 2000).

Baticr micthods of contrmception are associated with a reduced incidence of HSIL
presumplively secondary to prolcclion from sexually transmitted discase (Hildeshcim,
Brinton and Mallin, 1990). The cffectiveness of condom use for the prevention of HPV
infections has been cvalualed in a prospeclive study of women aged 18 to 22 ycars who weje
virgins. Tlic numbcr of vulvovaginal [PV infeclions was reduced with consjsicnt condom
use, ard 1PV infection rate was 37.8 infeclions per 100 paticnl-ycars among womcn whose
pariners used condoins 100% of the time in the 8 months before tcsting, comparcd with 89-3
infections per 100 patient-ycars among women whose partncis used condoms less than 5% of
the time (7 trend = .005). No cervical SIL wcre detected among women teporhing 100%
condoin use by their paitner (\WViner, Tughes and Feng, 20006).
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Given the ctiologic role of 1PV in (he pathogenesis of cervical cancers, vacCin®s 10
immunizc against HPV infection would offer a pnmary prevention strategy for cervical
cancer. A quadrivaient (HPV §, 11, 16, and 18) vaccinc using a late protcin Lt construct to
inducc antibody-medinled immunity was approved for usc by the U.S. Food and Drug

Administration in 2006; o sccond bivatent (HPV 16, 18) vaccine is awaiting final review
(U.S- Food and Drug Admunistrotion, 2006).

2.5.2  Sywmptoms of human papillem: virus

Since abnormal cervical cell changes 1arcly cause symplorns, it is importunt 10 have 1cgular
Pap lest screening. [ cervical cell changes progress to cervical cancer, symploms may
develop. Symptonis of ccrvical cancer may include:

* Abnommal vaginal blecding or a significont uncxplained change in menstrual cycle.

» DBlceding when something comes an contoct with the cervix, such es during scxual

intcecourse or when o diaphragm is inscr cd.
o Pain during sexual intercourse.

¢ Abnormal vaginal discharge containing mucus that may be sincared with blood,

Furthermore, the symplorns that may occur when ccrvical cancer has progeessed include:

» Anacmio bccausc ol abnoral vaginal bleeding,

» Ongoing pelvic, leg. or back pain.

» Unnoty problems becausce of blockage of o kidney or urethra.

» Lecakage of urinc or fccal content into the vogina because an abnortnal opening (listula)
hos developed belween the vagina and the bladder or rectum,

o Wcightloss
e t accessed 22-09-2009)

Symploms of an 1{PV infection arc very rare. Genilal warls mie symptoms of the type of 141'V
that causes genital warts, however a person cen be infecled for years belore the warts appear-
A person can bealso be infected with HPV and never have genitol warts appear. Women who

are infccted with a stran of JIPV that is linked lo cervical cancer do not usunlly cxpericnce
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any symptoms‘ Because there are no symploms, a regular Pap smear is essential for detecuing
any abnormal cervical changes caused by PV (Fromcr and Margot, 1998)

25.3 [Prevention of HPV infection

HPV isa very common virus. It is estimated that over twenty million Americans are infected
with HPV, making it the most comsmon sexually transmiticd discase (Bosch ct al, 2002), The
only guarantccd mcans of preventing HPV is through absolute abslincnce from all sexual
conlact, howcver this is unrealistic for most adults. HPV is diflicult o prcvent because no
penclration is needed to transmit the virus, Studies show thal condoms do providc some
prolcction against 1IPV, bul because parts of the genitalia remain cxposed during condom
use, there is slill a tisk of transmission (Alliance for Cervical Cancer Prevention - ACCY,
2004), The HPV vaccine is olso a method of preventing HPV, The FDA approved vaccine
known as Gardasil, has been proven o be cffective against four staains of 11PV known lo
causc cervical cuncer and genital warts in women. Rescarch is being done to determine the
cffectivencss of the vaccine in men. Gelling vaccinated against 1PV, limiting the amount of
scxual partners onc has in a lifclime. and using a condom cach lime one has scx are all

excellent ways to reduce risk of conteacting HPV (Porazzini , Negri and La Vecchia, 2002),

Most pcople arc aware that proper condom usc is cffective in prevenling unwanied
pregnancy and scxually transmattcd discase, bul arc unclear about the proicclion condoms
provide against the huinan popilloma vitus (HPV). For many ycars, il was thought thal
abstinence was the only means of [PV prevention. A study carried out in the University of
Washington in 2006; found that condoms do provide soinc protection against HPV (ACCP,
2004). Rescarchers found that women whose partner used a condoin cach tiine they had
intcrcoursc reduced their chances o fcontracting HPV by 70%. Women whosc partners uscd a
condom morc than half of the time, bul not during cvery instance of inlercourse, reduced
their risk by 50%. The study concluded that condoms do provide some protection against
1PV, but not 100% protection (Munoz ct al, 2003 hup://svwiv.webmd.com/cancer/cervical-

cancer/ncwvs/2006062 1/condoms-may-prevenl-cervical-canccr.
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any symptoms. Because there are no symploms, a regular Pap smear is cssential for detecting

any abnoninal cervical changes caused by HPV (Fromer and Margot. 1998)

2.5.3 FPrevention of LIPV infection

HPV is a very common virus, It is cstimated that over twenty million Americans are infocied
with HPV, making it the most common sexually transmitied discase (Bosch ct al, 2002). Tlsc
only guaraniced means of preventing [PV is thyough absolule abstinence from oll sexual
contact; however this 1s unrcalistic for most adults. FIPV is difficult lo prevent because no
penctration is needed (o tmnsnnt the virus. Studies show thst condoms do provide some
proicclion against HPV, bul because parts of Uhe geoilalie remain exposed during condom
usc, there is still a risk of transmission (Alliance for Cervical Cancer Prexention - ACCP,
2004). The 'V vaccioc is also a incthod of preventing HPV. The FDA apptoved vaccine
known as Gardasil, has been proven lo be cffective against four strains of HIPV known to
causc cervical cancer and genital warls in women. Rescarch is being done to determine the
cffectivencss of the vaccine in men. Gelting vaccingted against [PV, litniting the amount of
scxun! paitners onc has in a lifcime, und using a condo:n cach timc onc has scx arc all

cxcclient ways to reduce risk of contracling HPV (Parazzini , Negri and La Vecchia, 2002).

Most pcople arc awarc that proper condom usc is cffccive in preventing unwanted
prcgnancy and scxually transniittcd discase, bul arc unclcar about 1he protcetion condoms
provide against the human papillonii virus (1iPV). For many ycars, it was thought thal
abstincnce was the only mcans of [PV prevention. A study carried out in the Unsversity of
Washinglon in 2006; found that condoms do provide soinc protcction against HPV (ACCP,
2004). Rescarchers found that women whosc partner used a condom cach time they hkad
intercourse reduced their chances ol contracting 1IPV by 70%. \Womcen whose pariners uscid a
condoin morc than helf of the timc, but not during cvery instence of intercourse, reduced
their risk by 50%., The study conciuded that condoms do provide some protection against
HPV, but not §00% protection (Munoz et al, 2003; hitp://wwwv.webmd.com/eancer/cervical-

cancer/ncws/2006062 1/condoms.may-prevent-cetvical-cancer
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Parazzint et al, (1992) siated that PV is trasismitted thiough scxual. skin-to-skin contact
with nn nfecied person theeefore no pencuiation is needed lo contract the Virus, When a
condom is womn, only the penss is protected. Other areas of the genitakin arc fcfl cXposcd and
may come in contac! with the vagina duing intercousse. Though condoms do not provide
absolute protection against HPV, it is sti}l imporiont to usc a condom [l is far better to have

some prolection against HPV thain nonc at ol!,

Persistent infection sith oncogeme types of 1PV such as 1P V-16 ond HPV-18 is associnied
with the development of cervical cancer (Wallin, Wikiund and Angstedm 1999). A vaccine to
prevent HPV infection with oncogenic-type visuses has the polentin] to reducc the incidence
of ccrvical cancer. A vaccine against HPV-16 using cmpty-viral capsids calied virus-like
parlicics was developed and tested for efficacy in prevenling persistent infection with §1PV-
16 (Mao, Koutsky and Auh, 2006). A multiccnter. double-blind, placebo-conualicd trial
enrolied 2,391 women aged 16 1o 23 years and randomiy assigned thems Lo reccive either 0
g of HPV-36 LI virus-like particle (VLP) vaccine or placcbo on day 1, nt 2 months, and nt
6 nonths. Papanicolaou {Pap) lesls and genital samples for 11PV-16 DNA wetc obtained on
day 1, 81 7 months, nnd cvery 6 months for 48 months, Colposcopy and ccrvical biopsics
wege abloined when clinically indicnted at study exit. Scoum HPV-16 antibody titeis wete
obtajned nt study entry, nt 7 months, ond then every 6 moniths. A tolal of 1,505 women (755
receiving vaccinc and 750 ccceiving placebo) completed all three vaccnations and hnd
follow-up after month 7. Aller iminunization, 'V titers peaked at month 7. declined
through month 8. and then stabilized in months 30 through 48. There wete no coscs of
ceevien! inteacpithelial ncoplasia (CIN) in the vaccine-ireotcd wamen, but there were 12
cases in the placebo group (six CIN 2 and six CIN 3). 11#V-16 infcction thot persisted for at

least 4 months was scen in scven vaccine-freated wornen versus 111 placebo-trented vwwomen

(Mao ct o}, 2000).

Harper c1 al (2006) reposted that an intermationnl, double-blind, placebo-contralled inai of a
bivalent HPV-16/HHPV-I8 VLP vaccine was performed in |,113 women aged 15 10 25 years'
Women geceived cither vaccine or placebo al 0, 1, and 6 months ond were nssessed by

cervical cytology and sclf-oblained cervicovaginal samiples for up to 27 monthg: ¥ oflow-up
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analysis of 776 women showed thal vaccinated women had stable scrum antibedy titers. 4.3
years and continucd protcction against HPV-16/HPV-18 infection, Incident infections

decrcased from 28 of 277 control women 1o [ of 310 vaccinated women, a decline of 96.%/%
(confidence interval [Cl], $1.3%-.99.9%). Pessistent infcctions according to 12-montb
definition decreased from 10 of 340 control women 10 0 of 357 vaccinated women, a decline
of 100% (C1, 57.0%—100%). CIN t+ and CIN 2+ associated with HPV-16/41PV-18 were
reduced from 13 of 470 contro! women to 0 of 481 vaccinimtcd women, Incident infections
with HPV-45 and FIPV31 were reduced by 94% and 54%, respectively. Adverse cvents,
scrious adverse cvents, and new-onsct chronic discasc were similar in vaccinated and

placebo-treaicd women (Hatper ct al, 2006).

A queditvalent vaccine (HIPV types 6, 11, 16, and 18) was cvaluatcd in a multinational,
double-blind, randomized coattolled trial of 12,167 women aged 15 lo 26 ycars. Women
received cither the HPV vaccine or placebo at 0, 2, and 6 months; patticipants were assessed
by clinical cxam, Pap test, and FIPV BNA tcsting for up to 4 years. The composite endpoint
for cervical discase included the incidence of HIP'V-16/18-rcfatcd. CIN 2, CIN 3,

ndcnocaicinoma in sity, or invasive carcinoma (ACCP, 2004).

The HPV las the strongest link Lo cervieat cancer developinent. 11 is an extremcly common
virus that is transinitted through sexua! conlact, There arc over onc hundred dif¥crent strains
of 1PV and most do not posc any hcallh risk. Liowever, a handful of Lhe strains affcet the
cervix which could lead 1o cervical cancer (Castellsague, Klaustenincicr and Casla Canvilho,
2008), HPV usually docs not present symptoms, therefore a regulir pap smicar is necessary to

detecting cervical dumnge caused by HPV (Castellsague and Munog, 2003)

2.5.4 Risk factors associated with corcinoma of the ceryvin

Rescarchers have sdentificd scveral risk factors associated with cervica! cancer. A cervical
cancer risk factor are factors that increases the likelihood of devcloping the discgse, Though
1t 18 not o guarantec that cervical cancer will develop, some risk [actors can be avoidcd such

as lugh risk sexual behavior and smoking, while sotne other risk (actors are out of human

contro{ such as genctics and agc. Some known risk factots arc as follows:
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Scxual HistorY: Cenain seXual behaviour may increase the risk of developing cervical
cancer’ an;ng many scx partness or having sex wilth somcone who has had many sexual
parincrs May incredse the risk of developing HPV, thus possibly developing cervical cancer.

Having sex at un carly age also incrcascs the 1isk for cervical cancer. 1t is thought that having
sex with an uncircumcised male moy increase the risk as well, Studies have shown that
women whosc pariners were circumcised were less likely 10 develop cervical cancer

(Guintoli and Bristow, 2008; Castclisaguc ct al, 2003 Castclisnguc, Bosch , Munoz, Mcijcr,
Shah, de Sanjose, ¢t al, 2002 ),

1uman Papitlomavirus (11PV): 1PV hes the strongest link to cervical cancer development.
It is en cxtsemely common virus that is transmitied through scxual contact, There arc over
onc hundred dif¥crent strains of HPV, with most posing no hcalth risk. llowcver, o hand(ul of
strains aflicct the cervix, which could Icad 1o cervical concer, 1PV usually does not present
symptoms, so o rcgular Pap smcar is vilal to dctecting cervical domage caused by 111'V

(Morcno, Bosch and Muioz, 2002; TFranco, Schiccht and Saslow, 2003 ;Shastr, Dinshow.
Asninctctal, 2005).

Reproductive Bchaviour: High parity has long been recognized as a risk [aclor for cervical
cancer, but the relation of panty to HPV infcction was unccitain. A mcla-analysis of 25
cpidemiologic studies including 16,563 womcn with ccrvical cencer and 33,542 women
without, shewed that the number of full-icnn pregnancies was associntcd with increased risk,
regardless of age at firs| pregnancy. This finding was also truc if analyses were limited to

patients with high-risk {IPV infcctions (relative risk = 4.99 [3.49-7.13| for seven or morc

pregnancics versus no pregnancics; lincar trend test x2 = 30.69: £ < .001) (Moreno ct al,

2002).

Long-term usc of eral contraccplives has aiso been known 10 be associnted with cervical
cancer, but jts rclation to ¢1PV infection was also unccrtain (Woodman, Collins, Wincr,
Bailcy, Ellis, Prior, et al, 2001) . A poolced analysis of 1{V-positive women frorn the studics

describcd above was underiaken. Compared with womcn who have never used ol

conlrpecptives, ly5s¢ who have used them for fewer thon § years did not have an increased
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Sexual History: Cenain sexual behoviour may increasc the nsk of dcvelopmg cervical

cancer” lltm-ng many scx partners or having sex with somcone who has had many sexual
pariners mey increasc the 1isk of developing HPV, thus possibly devcloping ccrvicat cancer.

Having sex at an early age also increases he risk (or cervical cancer. 1t is thought 1iat having
sex with an uncircumcised male may increasc the risk as well. Studies have shown that
women whose pariners wece circumcisced were less likely to devclop cervical cancer

{Guintoli ond Bristow, 2008; Costcllsaguc ct al, 2003 Castcllsoguc, Bosch , Munoz, Mcijcr,
Shah, <lc Sanjose, ct al, 2002 ).

I fuman Pagillonavirus (1'V): HPV hos the strongest link to cervical cancer developmenl.
[t is on extiemely common virus thal is transmitlcd through scxual contact, There arc over
onc hundred dilferent straios of HPV, with most posing no hcalth risk, [owcvcr, o hand(ul of
strains alfcct the cervix, which could Iead 1o cervieal cancer. 111V usually does not present
symploms, so o regular Pap smcar is vilol to detecting cervical damage caused by 119V
(Morcno, Bosch and Mudoz, 2002; Franco, Schiccht and Saslow, 2003 ;Shastri, Dinshow,
Atninct ct a}, 2005).

Repraductive Bchnviour: EHigh parity hos long been recognized as a risk faclor for cervicol
canccer, but the rcintion of parity to HPV infection was unccitain. A mclo-anslysis of 25
cpidemiologic studics including 16,563 womcn with cervicol concer and 33,542 woinen
wilhout, chowed that the number of full-tenm pregnancies was associnlcd with increascd sk,
regardless of age ot fist pregnoncy. This finding was also truc if onalyscs were bmited to
patients with high-risk FIPV infections (rclativc risk = 4.99 [3.49-7.13{ (or scven or mote

piegnancics versus no prcgnoncics; linear trend test x2 = 30.69; I < .001) (Moreno ct al,

2002).

Long-tcim use of ogal contraceplives has also been known lo be associnted with cervical
cancer, but its relation to HP'V infection wos also unccrtain {Woodman, Collins, Wintcr,
Bailey, Ellis, Prior, ct at, 2001) . A paoled anolysis ol 11PV-positive women fiom the studies
desciibed above was undcraken. Comparcd with women who hove never used oral

contraccptives, those who love used them for fewer than 5 yeors did not have on increased
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Sexual Mistory: Cenain sexual behaviour may increasc the risk of developing cervical
cancer: l'lnving mnny sex parlners or hoving sex wilh someone who has had many. sexual
partncrs may increasc the risk of <Jeveloping HPYV, thus possibly developing cervical concer.

Having scx al an early age also increases the risk for cervical cancer, It is thought that having
scx with 2n uncircumcised male moy increasc the nisk as well. Studies have shown thnt
women Whose paitners wetc circumcised were less likely 10 develop cervical cancer

{Guintoli and Bristow, 2008; Castclisaguc ci al, 2003 Casiclisnguc, Bosch , Munoz, Mcijer,
Shah, <lc Sanjosc, ct al, 2002 ).

Thunan Papitlomavirus (1'V): [PV hos the strongest link to cervica! cancer development.
[1 is on cxtiecmely common virus that is tansmitlcd thfough scxual contact. There are over
onc hundred different strains of HPV, with most posing no hcalth risk. [lowever, o handful of
strains nlfcct the ceevix, which could lead to cervical cancer. 11V usually does not present
symptoms, so o rcgular Pap smear is vilal 1o dctecting cervical dnmage caused by {11'V
(Morcno, Bosch and Mudoz, 2002; Franco, Schiecht and Sastow, 2003 ;Shastri, Dinshow.
Aminct cl a!, 2005).

Reproductive lchoviour: High parity lias long been fccognized os n risk [aclor for cervico)
cancer, but the relntion of panty to HPV infeclion was uncerlain. A mcta-pnolysis of 25
epidcmiologic studies including 16,563 women with cervical cancer and 33,542 women
without, showed that the number ol full-tcnn pregnancics was associated with increased nisk,
regardless of nge ot first pregnancy. This finding was nlso (mic if annlyscs were limited to
patients with high-risk HIPV infections (relative risk = 4.99 (3.49-7.13} [or seven or norc

pregnancies versus no pregnancics; linear trend test x2 = 30.69; P < .001) (Moreno ct ol.

2002).

Long-term usc of oral contraceplives has olso been known to be associated with cenvicol
cancer, but ils relation to FHIPV infection was also uncertain (Woodminn, Collins, Winter,
Builey, Elis, Prior, ct al, 2001) . A pooled anolysis of 11PV-posilive women from the studies
described above was undertaken. Comparced with women who hove never used omi

conlraceptives, those who liove used them for fewer thon 5 years did not hnve nn incrcascd
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risk of cervical cancer (odds ratio [OR] = 0.73; 95% Cl, 0.52-1.03). The OR for women who
used ora} conlraccptives for $ to 9 ycars was 2.82 (1.46-5.42), and for 10 or more ycars, the
OR was 4.03 (2.09-802) (Moreno ct al 2002) . A mcta-analysis of 24 cpidemiological studics
confirtned the increased risk associaled with oral contaceplives. which is proportionntc 10

the duration of use. Risk decreases after cessation and retuens 1o norma) risk levels in 10
ycars (Applcby, Beral and Berrington de Gonzdlcz, 2007).

tHV 1nfection: Women infected with the human immunodclicicncy virus (1{1V) arc at a
greaicr risk of devcloping ccrvical cancer. HIV compromises the immunc sysicm, making 1l
harder for the body to ward off an 14V infcction. A weakened himmunc system may also

causc ccivical cancer to develop at a more rapid pace {Herrero ct nl,2000).

Genetics: Having a fainily history of ccrvical cancer may increasc the nisk for cervical
cancer. 1 is cslitnated that if an immediate family member, like n mother or sister, has had

ccrvical cancer. the risk is increascd 1wo 1o three times {(Holowaty, Miller, and Rohan, 1999).

Multipic Births: Studics have shown thal women who carty seven or wnorc full-tcan

pregnancics nec at a higher risk o fdevcloping cervical cancer (Chsrenje, 2005).

Oral Contraceptives: There is 8 small cervical cancer risk in using birth control pills fos
longer than five ycars, Many physicians pgree that the benelils of oral conimeeplives far

outweigh the risks. (Chirenjc, 2005).

Dicthylstilbestrot Exposurc (DES): is a drug used in the past for women who were nt high
risk of having a miscarriogc, it was used between 1940 10 §971. \Women born 1o those who
were given DES asc nt a stight risk of devcloping a mrc form of cervical ciancer because of

the DES exposurc. Onc out of 1,000 women who were exposcd in uicso will develop this

lype of cancer (licrrero ¢t al, 2000).
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Cigarctic Smoking: When people think of smoking, lung cancer usually comes 10 the mind
first, not cesvical cances- Tobacco smoking has been classigicd as a cause of cervical cancer.

but the effect of different pattems of smoking on risk is unclcar (Intcrootional Collaborntion

of Ep;dcmiological Studics of Cervical Cancer, 2006). The carcinogens in cigarctics can
causc damagc to the cervical cells, possibly leading to cesvical caocer (Trimble ct al. 2005).
Cigaseltec smoking by womcn is associaled with on increascd risk for squamous cel
carcinoma (¥lellberg, Nilsson and lloley, 1998). Studies have shown that smoking can
accclemte the cervical domage caused by 1IPV. Smoking by women is associated with an
mereased risk for squamous cell carcinoma. This risk increases with longer duration and
inlensily of smoking and nay be presenl with exposure lo cnvironmental tobacco simoke,
being as high as four limes than thal of womcn who arc nonsmokers and atc not exposcd (o
cnvirommental smoking (Ilo, Kadish. Burk, 1995). Casc-contsgl studics of women infecicd
with I1TPV have cxmnincd the cffect of various types and lcvels of tobacco cxposure and
found similor results (Hcllberg ct of 1998, Inicmationa! Colloboration of Epidemiofugical
Studies of Cervical Cancer, 2006)

Dictnry Factors: Multiple casc-control studics sbow an association between intake of some
micronutricnts and lower risk of ccivical cancer, but results arc conflicting and difTicult lo
contiol for other risk factors (Gurcio-Closos, Costcllsapuc, Bosch, Gonzalez, 2005)., Twao

randomizcd trials of orol folatc as o chcmopreventive ogent have shown no piotective clfect

(Eifcl, 2004).

Genetal knowledge of these risk factors snd subscquent behaviour change is necessary for
the prevention of cervical cancer. One paint hosever is worthy of nole. No doubt, primary
prevention of cervical cancer through prevention of HPY infection will contribuite to
reducing ccrvical cancer mortality, However prnimary prevention of HPV prescnts greater
challenges thon prevention for most other sexually teansmitied infections (PATIH, 2004),
HPV is generally asymptomatic tuid casily tronsmilled. The virus can remain infectioys for
ycors ond can cxist thioughout most of the anogenitnl arca. Thesclore it is not casy 1o

estimate (lic degree to Which stgadard S11 prevention nmicthods can offcct tlic over all

incidence of cervical cancer (PATII, 2004).
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2.6 Scrcening mcthodslor cancer of the corvix

Screening is a means of accomplishing carly detcction of a discage in asymplomatic pcople
(Akinremi, 2004)_ It involves the application of relatively simple inexpensive test toa large
number of asymptotnatic people in order 1o classify them as Yikely or unlikety to have the
discase of interest (Sankarnnayan, Gaffikin and Jacob, 200S). Screen positive pefSons arc
then subjected 10 further investigative and/or treatment proccdures (Sunkaronayan ct al
2005), In the casc of cervica} cancer, 11 involves testing for the presence ol cancer before
there arc many sytnptoins or [inding on examination (Rich 2003, Connisua, 2007). Cervical
cancer takes 1nany ycars to develop and changes can be detected in the cervix forsome time
before the appcarance of cancer (W110, 2006). In principle, scrcening of women for these
changes can allow treatment of thosc with carly signs ol developing the discasc. thus
preventing ccrvical cancer (WIIO, 2006). When cancer is detected carly, trcatment §s 1norc

clTective and prognosis is betier (Rich, 2003; Chan, Sung and Sasvaya, 2003 ).

Ccervical cancer is the [itst malignancy for which population screening has been demonsimted
lo signilicantly reduce the mortality atiributed to it (Cannistra, 2007; Goldic, Kuhn , Denny
cl al, 2001). Regular cytotogic screcning lor cervical cancer reduces bath the montality ond
incidence of cervical carcinomn in the screening population (Royol That College of
Obstetricinns und Gynaccologists (RTCQOG), 2003). Case control studics have cstablished the
clfectiveness ol screening in the control of cancer of the vicnine cervix (Akinremi 2002,
Harper, Feanco ond Wheeler, 2004). Population studics have also shown thal countnics with
fonnal scrcening programs and wide population covernge cxperienced subsiantial drops in
incidence and mortality. On the other hand neighbouring countnes with limited population
screcmng did nol experience this (Hakams, 1993). The lirst cvidence that screcning in a
particular population is ¢ftective will be an increasc in the number of carly cancer detection,
with carlicr shifts in stage and increascd survival mies. Loter, a reduction in deaths may
occur (Miller, Nazeer, Fonn, 2000). ‘The ullimaic prool of the success ol cervienl scecening is
s ability of reduce the incidence of nnd deaths fro:n cervical cancer in a cost clfective
manncr (Sakarannyanan ct al, 2005). Signilicant declines in thie incidence and moriality of
cervica) cancer have been noted in the last 40 ycars: pasticularly in nreas where Scrccning

programs are better organized (Jayciola, 200, Porkin ct al, 2003).
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Screening and dYsplasia trealment are cost elfective interventions when compared with
expensive, often fulite hospital based reatment of ipvasive cancer (PATH, 2003). A world
Bank analysis suggested that n 1993, cervical cancer screcning cost about one hundred Us
Dollats per disability-adjusicd lile years (DALY) gained. This is cost efleclive when
compared with about a thousand and six hundicd US dollars per DALY for icatment of

invasive cancer and palliative care. (Jumeson, §993).

Annual screening reduces the probability of developing invasive carcinoma by over 95%
(ACCP 2004). Mos! cases of invasive ccrvical carcinoma occur because a palient is not
scrcencd, not scrcened al appeopriatc inlcrval, or there is inadequate foliow up for an
identificd abnormality (McCnrly, 1999). Studics have shown that up to 92% of thosc dying

froin cervical cancer hod never beer tested (Neilson and Sones, 1998).

2.6.. Screening mcthods

Tests 1o confitm a diagnosis of cetvical cancer are as follows:

’ A colposcopy and ccrvical biopsy, to find out whether and wheee cancer cells are on
the surfacc of the cervix.

. An cndoccrvical biopsy {or curcitage), 1o lind out whether cancer cells are in the

cervical cannl.
. A cone blopsy or loop clcclrosurgical excision procedure (LEEP). Thesc tests urc

sometimes recommcended lo remove cervical tissue for examinotion under n

niicroscope.

Tests (o determine the extent (stage) of cervical cancer include:

. A conc biopsy or loop clecliosurgical cxcision procedure (LEEP). ‘Thesc Iests are

somctimcs recommended 10 dctcrmine the spread of cancer in cervical tissue.

: A cystoscopy, lo look at the interior lining of the bladder and the urcthea Lo dctermine
whether the cancer has sprcad to the urinaty sysicin,
- A proctoscopy, 10 look ot the lower part of the large intestine {colon) to detcrmusc

whether the tancer has metastasized.
' An intravenous pyc!ogram ,lo scc whether there is any blockage of u kidncy.
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A chest X-ray 1o check for cancer cells that have spread from the cervix.
Other surgeries may be donce 1o determime lhe extent of cervical cancer.

Tests to guide treatment deeisions include:

’ A complete blood count (CBC), lo check for ancmia and other ahnormal blood
valucs.
A chemistry screen, to find out how the Jiver and kidney arc working,

A compuled tomogeraphy (CT) scan of the abdomen and pelvis, to determine which
tscalment choice is needed depending on the spread of cancer in the abdomen and
pelvis.

. A maognclic resonance imaging (MRI1) of the obdomen and pelvis. This test can alsn
help determine which ticatment will be sccommended depending on the spread of
cancer 1n the abdomen and pelvis.

. A positron cmission tomogtaphy (PET). This 1cst is somelimes used to cvaluale

which organs the cancer has spread 10

(hip://wwavavebind.comVecancer/ic/cervical-canceescrecning, Bencdet ctal, 2000 ),

Screcning by ccrvical cytology {pap smear): The Pap smear test is a routine screcmng test
uscd to fdentify abnonmnal cell changes of the cervix and lo screen for cervicol cancer and
rcgular Pap lest sceeening is the single most impor:ant lool in identifying ond trcaling

cervical cell chonges before they progress to cervical cancer (Blumcnthal, Louterbach,
Scllors, 2005, Jayciola ct al, 2002).

Il cervical cancer is suspecied, thic doctor will take a medical history and perform a physical
examnmation. including a pelvic examination and a Pap test 1s done. Scveral follow-up tests

may be necded for cvaluation and tieatment (Lartey, Joubert and Cronjc, 2003)

Tlus 1cchmquc rs a cytological test designed to detect sbnormal cervical cells (Jayciola et al,
2002) It involves the collection of cervical cell samples (cervical cell scrapings), followed
by shde preparation, staining, reading and reporting. In threc reviews of the gecuracy of

cervical cytology, the sensitivity of the test 1n detecting cervical intracpithelial ncoplasia
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A chest X-12y, lo check for cancer cclls that have spread from the cervix.

Other surgeries may be donc 10 delerminc the extent of cervical cancer.

Tests to guide trcatment decisions include:

- A complele blood count (CBC), to check for anemia and other abnormal hiood

valucs.

A chenmistry screen. to find out how the liver and kidncy are working.

A compuled tomography (CT) scan of the abdomen and pelvis, to determine which

trentsncnt choice is nceded depending on the sprend of cancer in the abdomen nnd

pelvis.

v A mognelic resonance imaging (MRI) of 1he sbdomen and peivis. This test can also
help dctcrminc which ticatment will be sccoiminended depending on the spread of
canccr in the abdomen and pelvis.

: A positron cinission tomography (PET). This test is somclimes used to cvaluale
which organs the cancer has spread to

(http://www. webmd.com/cancer/tc/ceevical-cancer-screcning. Benedet ct al, 2000 ).

Scrcening, by cervical cytology {pap smcar): The Pop smear Lesl is a rouline scfcening Lest
uscd to identifly nbnormnl cell changes of the ceivix and to screen for cervical cancer and
rcgular Pap lest screening is the single most important ool in idcntifying and treating
cervical cell changes before they progress lo cervical concer (Blumenthal, Lavterbnch,
Sellors, 2005, layciola ct al, 2002).

[f cervical cancer is suspected, the doctor will lake a medical histoty and perform a physicnl
cxamination. tncluding a pelvic cxaminalion and a Pap lest 1s donc. Scveral foilow-up tests

may be nceded for cvaluation ond ticatment (Lartcy. Joubert and Cronjc, 2003)

Tlus technrque 1s a cytological test designed to detect abnormnl cervical cells {sayeiola ct al,
2002) 1t involves the collection of cervical cell samples (cervical ccll scrapings), followed
by slide preparation, staining, tcading and rcporting. In three reviews of the accuracy of

cavical cytplogy, the scnsitivity of the tesl in detecting cervica inacpithelial neoplasia
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(CIN) ranged from 47% to 62% and thc specificity rnged Trom 60% to 95% (Nonda.
McCrory and Myers, 2000):

Visual Inspcction with Acetic Acid (VIA): With this method, 3-5% acelic acid (vinegar) is
applicd to the cervix, which is then inspected with the naked eyc for evidence of the discase
(acctowhite 1esion). This mcthod has tretnendous advantage in low resource settings as the
lest can be done by well-iraincd non-physicians (Broganc, Derchain and Sarian, 2005;
WHO, 2004). Studies ftom Zimbabwe and Indiz have shown that VIA sensitivily is

comparable 1o thal of convenlional pap smcar, bul lcss specific (Sakarananyan, 2002,
Universily of Zimbabwc, 1999),

Magnificd Visual Inspection with acclic acid (VIAM): This involves the usc of Jow-level
magnification (x2-4) to visualizc the acclowhile changes in the cervix alter the application of
acclic acid. [t was hypothesized that low-lcvel megnif cation could rcduce the proportion of
falsc-positive identification without signif cant reduction in sensitivily. | lowever, a study of
2754 womcen in South Africa under the Alliance for Cervical Cancer Prevention {ACCT)
postfolio using both VIA and VIAM showed that magnif .cation did nol impiove the Icst

performance over and nbove naked cye visualizotion {Dcnny, Kuhn and Pollack, 2006).

Visuol Inspcction with Lugol's ludinc (VILI): This involves the naked cyc cxaminalion of
the cervix to identify mustard-yellow iodinc-nonuptake areas aftcr the application of l.ugol’s
iodinc (Sakarrunayanan, 2005). Recently the use of this mecthod was 1e-cvalualed by a group
of invcsugators in India and Afiica, prompled by the case with which the tesl providers
riccognized the yellow stain after iodinc impregnalion.  (Sokaranayanan el al 2004). Ten
cross-scclional studics involving 49,080 women from diffcrent countrics in Afgica and India,
undes thc ACCP portfolio were carried oul to cvaluate the accuracy of VILL. The rangces of
scnsilivily nnd spectficity for VILI anong the len study siles were 77.598.0% and 73.0-
91.3% tespectively , The results showcd that VILI is @ morc sensitive test than VIA, but thesc

tesults necd 1o be reproduced in other scllings (Sokaronarayanan, 2005).
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Downstaging: This has been defined as “the detection of the discase (n an carlicr, curable
slagc, in asymplomalic women, using a simple specufum for visual cxamination of the
cavix" (Shastn, Dinshaw, Amin et al, 2005.). 1t involves looking at the cervix during
speculum cxamination 10 detect carly stage cancer. The aim is 10 detect ceevical cancer af an
carly swage In asymplomatic women, (0 improve their prognosis. It can also be uscd 10

sclectively screen women who would require a Pap-smear, where that [acility 1s ovailablc,
albeit in limitation (Shastn ct al, 2005).

Colposcopy: A colposcopy is a procedure in which the vagina and cervix are cxamined using
a lighted nagnifying instrument called a colposcope (National Cencer Institute, 2005).
During this procedure, a physician inserts a colposcope into the vagina 1o magnify the region
for inspection. For this procedure, a Schiller test, arinsc of acctic acid solution applicd with a
cotton swab, is administered to tum abnonnal areas yellow or white, Small portions of these
abnomial arcas can then be removed for biopsy with o special punch instrument so that lissuc
samples can be examined under a micioscope for abnonnal cells. A colposcopy :may be

prescribed if a Pop smear detects ceriain abnormal cellular conditions (Nationa! Cincer
Institute, 2005).

LEEP or clectro surgical excision procedure: TTiis cihod is uvsed aficr there is
confinnution that abnormal cclls cxist in the cervix. An electric wire loop is used 1o slice off
a thin laycr of outer tissuc from the cervix, This lissue will then be viewed under o
microscope 1o detcnninc whether it is cancerous or nol. In most swomen, there is no need lor
fusther treatment ufler this procedure, provided the tissue removed is abnornal but net
cancerous. The LEEP procedurc is quick and simple because it is donc under local

anacsthcsia (Sarinn, Derchain. Noud, Roteli-Mastins, |.ongatto-Filho ci al, 2005),

2.7 Stages ol cervical cancer

Stage I: Cervical cascinorna is only found in the cervix.

. Stage 1A. Invasive carcinoma is diagnosed by microscopy, with the extent of the tuntor
into ccll laycrs (stromal invision) no more than S5wm in depth and 7mm wide.
¢ Siage JA] Siroma) invasion is 3mm or less in depth and 7mm or less in width

¢ Stage IA2 Stromal invasion is between 3mm and 5mns in depth and 7inm, or lees 1 widih

37
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+ Stage IB- Visible tumor only on the cervix or by microscopy is larger than Smm decp and
7mm wide.

o Stage [B1- Visible tumoris 4cm or less in sizc.

o Stage [B2. Visible tumor is greater than 4cm in size.

Stage 11: Cancer exicnds beyond the cervix but not onto the pelvic wall_ 1t involves the

vnglnn but not as far as the lower third of the vagina,

» Stage {1A. Tuinor docs not involve the conncctive tissuc (parametrium) arcund the uieus,
but dacs involve the upper 1wo-thirds of tiic vagina.

» Stage 1B, Tumor docs involve the parametrium but not the pelvic sidewall.

Stage HI: Cancer has extended onto the pelvic sidewall and invotves the lower third of the
vogina. Stage I11 includes tumors that block urinc so it cannot flow out of the kidncy or that
causc a nonfunctioning kidncy.

* Stoge NIA. Turnorinvolves Jower third of vagina but no extension into the pelvic wali.

- Stoge 111B. Tumor cxtcnds onto the pelvic sidewsll or causes a blocked Kidney or

nonfunctioning kidncy.

Stage 1'V: Tumor invadcs the lining of the bladder or rectum, or extends beyond the pelvis.
» Stage 1 VA, Tumnor has spread into other pelvic structures such as the bladdcr or rectum,
* Stage IVB. Cancer hos spread 10 distant orgtans

{(http://wikcpeadia.org/ccsvical cancer accessed 22-09-2009),

2.8 Treatment of cervical concer
Cervical cancer detected in ils carly stages can be cured with treatinent nnd closc fotlow-up.

Treaiment choices for cervical cancer may include one or more of the following therapices

*  Surgery to removce the cancer

 fadiation therapy 1o trcal the cancer itsctfor other organs allccled by thccancer

* Chemotherapy lo help make the canccr more sensilive to radiation therapy and 1o trent

cancer that hos specad (mctastasized)

(Waggoncr, 2003; Benedet, Bender, Jones. Ngan DCHSEErEHB20E) )
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Initial Ircatinent

Mhe choice of treatment and the long.term gutcome (prognosis) of cervical cancer depends

on the type and stage of cancer. Age, overall health, qualiyy of life, and desirc to be ablc 10

have children must also be considered Tecatment choices for cervical cancer may be a single
thetapy or acombination of therapies, such s:

o Cone biopsy to remove the cancer,
o Simple hystcrectomy to remove the uterus and cervix.

o Modificd radicul hystereclomy and lymph nodc dissection to remove the cancer

o Rodiation therapy, which uses high-dose X-rays or implants in the vaginal cavity to kill
canccr cclls.

o Chemothcrapy, which uses medicines to kill cancer cclls.

¢ Radical imchelcclomy to remove the cervix and the pelvic lymph nodes (lymph node

disscction). But tltc utcrus is Icft in place. This treatment is donc less often
(Sundar, 2008).

Chemotherupy inoy be given at the same time as mdiation thempy (chemoradiation). Studics
show that chemotherapy given ot the same lime as radiation Ircatment (chemoradistion)
improves survival miles in stages [IB. UIA, HIB. and [VA cervical cancer without
stgnilicanlly increasing the side cffects of cither treatment. Chemoradiation may also
ymprove survival ratcs in stages 1B and l[A for wonien with Yarge tumors (Thigpen, 2003).
Compared with radiation alonc. chemomdintion improves survival. it is usually uscd as the

primary therapy or of er o hysicrectoany (Sundar, 2008).

Microinvasive squamous cell carcinona (stage JA!) with minimal invasion into deeper cell

laycss is the most treatable stoge with the highest survival rates. This stage is Ircated with a

conc btopsy or foop clectrosurgical cxcision proccdure (LEEP) or simple hystereclomy, Iive-
year survival rates ore closc to 100% (Janicck and Averetie, 2001). Most tieatments for
cervical eancer cause side effects. Side cffects may differ, depending on the type of treatinent

uscd, age and overll health, Side effects mny include the following:

¢ Side ciTects of chemotherapy may include loss of appetite, nausca, vomiling, diarchca.,

mouth sores, or hair loss.
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« Side clfects of radiation therapy may include fanigue, skin iritation. or changes in your
bowel or utinary habits.

o Side cifccls of surgery depend on the surgery used to treat the stage o fthe cancer
{Waggoncer, 2003),

Home treatment measures may help relicve some cominon side cfTeets of eancer Irealment,
Most women will feel some denial, anger, and gricl, There is no "nonnal® or "right® way 10
rcact to a diagnosis of cancer. Sonic women find that talking with fomily and hicnds is

comfoiting, while othcrs may nced to spend time atonc to understand their feclings about

their discasc (Waggoncr, 2003).

Treatment for pregnant women

Recommended (rcatments are 1he same for pregnant women as for nonpregnant women.
Treatment for carly stage 1A cervical cancer may be delayed until aller delivery if the
pregnancy is in the third trimester. A vaginal delivety may be possible (Guintoli und
Bnstow, 2008).

For all stages o f ccavical cancer, treatmeny will be managed by a team of doctors specializing
in cancer and high-risk pregnancics, The baby does not appear to be aifected by cenvical
cancer, bul treatment for thie cancer may cause problems such as an carly dclivery or even the
loss of the baby (1lolschacider, 2007). Treatment will consider the sccommendations for the

specilic stage of cancer, the devclopment of the baby, and the mother’s prefcrences (Guintoli

¢t al 2008).

Dcepending on the extent (stagc) of cancer, surgery may be combined with endwition therngy
and chcmothernpy. Radiation or chemotherapy given afler a surgery is called adjuvont
thempy (Eifcl ct al, 2004). Cervical cancer progresses inore rapidly. has higher recuirence
rates, and has o poorcr PrognOsis in women with human immunodciicicncy vius (1{1V).
Afer initial treptment for cesvicol cancer it is important o seceive (ollow-upcare. Regctions

may continue throughout the coursc of treatments depending on the prognosis, the (reatment

mcthods used, and the quality-of-lifc decisions (Sundar ctal, 2008),

4
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Oncologist ot gynecologic oncologist wifl schedule rcgular checkups that will include:

. A pelvic cxam and Pap test every 3 months for the first 2 or 3 ycass.

ARer the first 2 or 3 years, a pelvic cxam and Pap test cvery 6 months until 5 ycars
after vreatmem,

Follow-up tests hat may be recommended by the oncologist include an nbdominat and pelvic
computed toinography (CT) scan 10 monitor whether cancer has spread to other organs in the

abdomen or pelvis, I[ respiratory symploms nre present, a chesl X-ray may Le donc to

determine whether cancer has spread to the Jungs (Holschncidce, 2007).

Treatment il the condition gets worse

Ccrvicnl cancer can reoccur afler treatment. About 35% of women with cervical cancer will
have persistent or recurrent discase {Amcrican College of Obstelricians and Gynecologists,
2002). The chynce that cancer will return depends on tlic stage of the initio} cancer, canccr
found carly is less likely 1o come back than cancer found at a later stapge. If cancer retumns
after treatment, it is usunlly witlnn 2 ycars of the first dingnosis (Jonicck ct nl. 200§). The
long-tcrm outcome (prognosis) for recurrent cervical cancer depends greetly on how much
the cancer has spread when the recurrence is diagnosed (Janicck ct nl, 2001). According to
them, overall, fewer than 5% of women with recurrent cancer survive 5 inore yenrs cven with
additional treatment. Women who have had a sadical hysterectomy and develop a recurrence
that lsas not spread outside the pelvis have a 5-ycar survival 1ate of 30% ta 40% when treaied
with radintson therapy. Chemotherapy may also lic recornmended. Furtherimore, women who
develop a locnl recurrence that has not spicad outside the pelvis ingy be (reated with an
cxlensive surgery called pelvic cxcnicration. which removes adl the nclvic organs and

surrounding lissuc to climinote the risk of additional recurrences,

The goal of rcptment of odvnnccd-stage ccrvical eancer that has spread outside Uie pelwvis is
0 control symptoms, reduce complications. and increasc comfort {pallintivc carc). [1 is not

intended 10 cure the discase (Tortolcro-Luna and Franco, 2004). According to than,

Palliative care muy include:

4}
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+ Radiation therapy.
+  Chemothetapy medicines.

*  Mcdicines for symploms such as nausca or pain.

Complcrnentary therapics: In addition to conventional medical treasment, the following
could also be tricd: Acupuncture. Herbs, Biofeedback, Mcditntion, Yoga, Visualization nnd
Vitamins and nutritional supplcments. Complcimcntasy therapics arc not a substitute for the
standard treatment rccoinniended for cervical cancer (National Cancer Institute, 2008). Some
women with advanccd-stage diseasc that is not curable may choose not to have cancer
treatment becausc the time, costs, and side cllccts of trcalment may be grenicr than the
bencfits. Making the decision about when (o stop cancer treatment aimed at prolonging lilc
and shift the focus to best supportive care can be difTicult (Centers for Discasc Control and

Prevention (CDC), 2002; Schilfman, Castle, Jeronimo, Rodrigucez, Wacholder, 2007)

2.10 Scrcening I*ractices Ameng Women

Despite seveial advantages of screcaing, it has been observed that sceeening is still gencrally
poor cspccinlly in developing countries (Akintemi, 2004, [Holmes, Hemmett and Garlicld,
2005). ‘This is onc reason why about 80% of the 466,000 new cascs occurring annunlly is
found among womcn of devcloping counitics (PATIH, 2004). Screening rates in developing
countries is slill gencrally as low as 5% (Agurto and Arrossi, 2005, Akinrcmi, 2004)

although there arc variations in diffcrent countries nnd among dilYcrent groups of people.

Cervical cancer screening (cytology based mainly) is practiced opportunisticaily in Nigeria.
As in most developing countyics, the concept of scieening for coacer and ils pre-emptive
trcatment is underdeveloped (Thomas, 1lerrcro, Omigbodun. Ojcmakindc., Ajayi, ¢t al,
2001). In places where it (s pracliced, it is most often linked with family planning nnd
nntcnatal practices, Somctimcs it is practiced in an adhac mawncr on symptomatic patients
and & few who request for it and soinctimes smoll-scalc screening progmms are also
organized (Gage, Ferreccio and Gonzates, 2003) Several factors allect the attitude and

Practice of women as repards screening. Some of such factors are discussed below:
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211 Factors Thut Influence Ce rvical Screening Behaviour

The mayjor {actors that affect the stltude and practice of women as regards cervical concer
and cervical sefcening can be grouped cither as persoan)/mdividual taciors and health care

provider [actors.

1. Individual lactors that affcct screening behaviour
a. Lack af discase knowlcdge and informutian

Studies have shown that in many arcas whesc screening behavious is poor. there is gencrally
poor discasc knowledge ainong the neople. Meny wonien today still lack adequate
knowledge about cervical cancer and the purposc of screcning. In a study cajricd oul among
38 Southcast Asian woinen living in the United States, 71% of women in the study did not
know what cancer was. (Phipps, Cohen, Sorn and Braitmpn, 1999), Also 74% were unablc 1o
identify a cancer pscvention strategy (Phipps ct al, 1999).

A study of screening procedures for cencer of the cervix among health service users in
Lagos, Nigeria found the1 only 26.2% of thecm were aware of cervical cancer. Out of these,
only 29% kncw it was possibie to deleet cervical cancer carly (Oladepo. Rickeits and John
Akinola, 2008). A study carricd out lo assess KoreanAmerican wonien's knowledge alionl
cervical canccr using focus group discussion revealcd 1hat there was misinformation end lack
of knowledge aboul cervical cancers (Lec, 2000). Similarly the knowledge of cervical cancer
risk factors among Chincse immigrants in Scaitle was found lo be low (Ralston. Taylor.
Yosui, Kuniyuki, Jackson and Tu, 2003). Maaita and Barakat (2002) also seporied sihniler
fndings ainong Jordanian wotnen attending gynaccology clinics in Jordan. Among other
study participants, 77% werc ot awasc of the causes of ceivical cancer and 34.5% did nol

know the srgnificance o fa positive cervical smear.

In Nigenn, the National LIIV/AIDS and Reproductive Nealth Susvey - NARIIS (2003)
sevcaled that only 12.8% of women and 4.3% of men have cver henrd aboul cancer of the
cervix (Oladepo ef al, 2008). Likewise, in Nigeria a cross scctional siudy was caried oul
omong women atlending outpaticnt clinies and their accompaaying persons, The study
showed that only 15% of them had beard of ccrvical cancer. (Ajayi and Adewolc, 1998),
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Daramota (2001), in her study of the awarcness were awase of pap smear and about half of
thesc got the definttion right. In another study camied out in Maiduguri, less than 10° of-the
women were aware of the disease or its symptoms (Audu, El-Nalaty, Khalil and Otubu.

1999).

Anderson, Benedct, LeRiche, Matisic, Sucn ct al (1998) in their assessment of o group of

Fumen women found that independent of age and education, the majority (about 90%) had
good general knowledge. However specific knowledge was lower ond significantly
assccidlcd with cducation. [n a stucly cnrmricd out by Adanu (2002) among welt-cducated
women in Accra. Ghana, 93% of them said they had heard of cervical cancer. [lowevcer, only
37% had adcquate knowlcdge ofthe discase and only 25% had cver had Pop smicar.

[n another sludy carried out by Phillips, Johnson, Avis and Whines (2003) arneng fcmalc
universily stiidents, the majority accuratcly identificd the major risk factors. Also their
knowledge of screening programmes was accurale )n some respects but imiccumte in others
{Phillips ct al 2003). Hascnyager (1999) in n siudy conducled omong (emale university
sludents and workers reported that 90% of them knew that Pap test was for precancerous and
canccrous lesions of the cervix. However approximately hall of the respondents werc

unfamiliar with proper preparation for the test (Hosenyager, 1999).

Individuals® level of discase knowledge partly cxplains screening behaviour. The study of
Chinesc migrants showed that respondents with higher knowledge had greater odds of cver

receiving : pap sencar (Ralston ct al, 2003).

b. Sacia-cconnmic (actors
Educational qunlilicntion, financial stalus, social class, ninritol stolus and other socio

cconomic cducations can all influence screening behaviour: {n both developed and
descloping countrics women of low socio-cconomic status have a higher than average risk of

cervical canccer, they also have a lower than average paflicipation in Pap smcor screening

(Scgnan, Scnore, Giordano, Ponti and Ronco, £998). Social class also has an influcnce on

} in low 1] ctasscs lend to have low
screening behaviour. Genenmlly women In lower social lowcr screening

particlpation rates than those in higher clagses (Scgnan, ct al 1998) In nstudy in Aberdecen,
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screening Stalus wos also refated 10 social class and cducation (Nicoll. Narayarn and

Paterson, 1991).

In contrast 1o this genesal obscrvation, Clarke. Joseph, Deachamps, Lislos, Band and Atleo
(1998) observed that first nation’s women in British Columbia have less regular and frequent
participation in screening programs. This is probably because they have inore difticulty in
obtaining cullurally suitable hcahh care services from respectful and consistent professionals.
Brock (1996) in a study catried out in the United States also reported that there arc marked
diffcrences in age with respect 1o screening. Older wolnen were reporicd 1o have poor
screcning behaviours than younger women. Mandelblait, Gotd, O*Malley, Taylor, Cagney o
ai, 1999 also rcporicd this in a study ainong black and Hispanic women from New York City.
womcen 65 years of age and older were less likcly than younger women 10 have ever had a
pap smcar). Bonelli ct al (1996} in their study of ltalian women found that antong thosc who

had ’ap test, the proportion of young matricd women was highcr.

¢. Urhan/rural distribution

Thie National Reproductive Health Survey in Nigeria (NARHS, 2004) revealed that a higher
peicentage (8.3%) of urbaa dwellers knew about uterinc cancer compared with 7.3% of rural
and that low income and older womcen face important bairiers to screening. In the Uniled
States, unscrecned populations have usually included women residing in ruml arcas (Brown,
Fouad, Basen-Engquist and Tortolcro-Luna, 2000). 'This is probably due to the fact thot ruml

wotnen have poorer access to information and screening services.

. ’sychological hirricrs
A number of studies have shown thot one predomingnt reason why women are reluclant to go

for screening is fcar and anxtcly. Many women belicve that Pap sincar is a test (or cancer and
fcar positive result (Ncilson and Jones, 1998:). Indeed, Mastcau Martcau. Scnior, and Sasicni,
(2003) cites a study in which women bclicved that receipl of an jnvitation (o access pap
smear (ndicated that their doctor knew they had cancer. Other fcars harbored ynclude fear of

cmbarrassment (Fylan, 1998). Lee's study in 2000 among Korean Amcncnn Women

revealed that psyc!losocial barriers such as fear. deninl ond Confucian thinking were
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hindrances to scr¢ening (Lee, 2000). Jameson (1993) i his study among Pacilic womicn
revealed (hat anxiely about lack of conlidentially within communily groups wis 0 najor

barricr lo screcning’

¢. The role of ninle partncers

The rolc of male partners in inllucncing the decision o screcn should not be overiooked. A
study by 1.azcario-Ponce, Alonso dc Ruiz, Lopcz Camillo, Nojem-Aguilar, Avila-Ceniccros,
ct al (1999) v Mlexico showed that one of the seasons for womcen's non-participation is
screcning programs was opposilion ol malc scx parincis, In South Aftica, Abrahnms. \Wood
aod Jewkes (1997) also found oul from healtlh workers that opposition [tom malc partners
was onc of the barricrs 1o screcning (Castellsaguc, Bosch, Munoz, 2003). In Zasia, o cily in
the Northemn past of Nigeria, mble dominance was revealed to be onc of the causes of lalc

prescnlation of patients for screcning (Ajayi and Adcwole, 2002).

[. Misconceplions and Stipinas

Scxual hcalth cducation progmsmmes correctly infonn women that sexual activity and
promiscuily of carly agc iocreascs the tisk of cervical cancer. However it appears that this
information dclivers mixcd messages (Bailie, 1996). For example posilivc pap smears may
be scen as a resull of promiscuous behaviour (Bailic, 1996), The clfect of this is thot cervical
intracpithelinl ncoplasia (CIN) can casty the same stigma-as a sexually transmilted inlection.
(Bailic, 1996). Fcar of being labeled this moy has been the reason given by womcen for not

participating in cervical canccr screcning programs (Ncilson and Jones, 1998)

2. Hecalth Care Provider Faoctors
These faclors are usualfy beyond the control of individuals bul they slill act as barriers 10

screening behavour. They include:

2. Fhe Rolc of Family Ihysicions, Nurscs and other health carc providers;

Many studics have demonstrated the important role thot physicions play in nforming and
influcncing women's d¢Cision fo screen (Check, £999). Phystcians have on cxcclicnt

epporlunity lo screcn women for cervical cancer. fn o study in Conada, Kotz (1999) showed

lhay family physicions hoave 2 tole in reaching out to the imnortly, rurl and low income
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women to provide effective health care, including cancer screening (Kat# 1999). The
integral role of Public Health Nurses as cues for obtaining pap smear test through hcalth
campdigns, cducation and promotion is also of great isnportance in the adoption ol cervical
canccr scfeening scrvices in the communily (Sedighch, 20§0), In a study of a group of
Paciflic wemen, Jamcson (1993) discovered that women voiced a strong prelerence (or
formnl sources of information about cervical canccr, Foanal sources included doctors,

nurses, clinics, hospilals and wonicn’s health centets, (Jameson, 1993).

[n Nigeria however, the pereentage of family physicians that olfcr cetvical screcning services
is rather fow. In o study carricd out among (amily physicians (rom diflcrent geopolitical
health zonces in Nigeria, it was discovered thot only §5.6% of the family physicions olfercd

screening services for cervical cancer (Ajayi and Adcwole, 2002)

According to Guintoli (2008), Hecalth promotion cllosls nced to focus on increasing womcen’s
knowlcdge on risk [actors and cnhancing their perceived health control by providing more
information on hink belwcen scrcening and car;y detection with lower incidence rates and
mottalily for ccrvical cancer. Most of the perccived barriess such as [car of the test and the
belicve thatscrecning is unnnccessary in the abscnce of symploms could be overcome by
providing correct information to women and by inviling them dircclly 1o moliveic them.
Educational messages should focus on the preventive nature of pap smcor o counler the idca

that medicalcare is only necessary in the presence ol symyoms.

b.  Lack of Organization, Financc and Basic Resources

[n many dcveloping countrics, the resources required (or mass sceeening of the population is
locking (Jaiycolo, ct al 2002). This also parily accounts [or poor screcning behaviour of the
population. Morcover, the fact thet facilitics and logistics for cervical screcning are gencrally
locatcd in hospitals, a place \herc onc g0 when ill, according to local belicls, ninkes

acccptance ol scrceaing morc difTicult. (Thomas, Herreto, Omigbodun, Ojemakinde, Ajayi c1

al, 2001).
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c¢.  Misuseof available resources o misplacenicnt of prioritics

Although cancer is 2 major health probiem in N
counlrics,

igeria, as it is in many other Aftican
the importance of cancer os a major heath problem as oficn been undeiplayed or
totaily neglected by mnny agencies thal have been advising and/or financing healih projects
in Aftica over the years (Ayinde ond Omigbodun, 2003). Many agencics give priorily to
infint and matemnl henlih, family planning and scxuality, malario, control of L1IV/AIDS and

some other infectious discascs (Ayindc and Omigbodun, 2003).

The apparent neglect of these agencics and the consequent lack of comphasis on this problem
on the pant of Nigerinn govemment have resulled in a lnck of adequate cancer prevention and
treatment facilitics, and cancer theropists (Ayindc and Omigbodun, 2003), (n a study carricd
out by Adesina cl al (2003), to oblnin information obout ccrvical cytology scrvices in
Nigeria, it was discovercd thet financce nnd skilled manpower were major obstacles 1o
screening. Only half of the obstetrics and gynaccology units in the hospitals assessed had
hospital based cervical cancer progroms. Morcover, only four of these had ceriificd

gynaecological oncologists (Adcsina ct al, 2003).

Other factors that influcnces screcning include individual lifestyle factors. The role of fricnds
and families in infivencing screening behaviour has also been shown (Cheek, (999). In
study of determinants of utilization of cervical cancer screcning facilitics in a low socio
cconomic sctting in Nigeria, peers were found to be the most common source of infonnation
on ccrvical smears (Ajayi and Adewole, 1998). Scow, fHluang and Straughan (2000) in the
study of an Asian population reported that women that have Pap smears were more likely to

have close fricnds with whom they could discuss health. ‘they were also reported to have

regular physicians.

2.12. Knowledgc, perception and ulilization of cervical cancer screening arnongs feninlc
purses

Nurses today assumc multiplc roles, such ag palicm advocale, core provider, and rescarch

investigator., fn any community, (raincd nurscs snd midwives constitute n kpowledgeable

class with regards 10 medical information nd intervention (Udigwe, 2006) and they arc

43

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




important health personne! thet ace suppose to educate women on the need for cervical cancer
scieeaing (Awodele, Adeyomoye, Awodele, Kwassh, Awodele and Dolapo. 2011).
According to Norma and Adelita (2000), in health care ficld, nurses play many roles, 8
prominent onc being o patient cducator. As o result, there is a need to educate nurscs about
the risks ond impact of PV and cervical cancer, Nursescan be instruincntal in cducating the

public about vaccination nnd increasing awarcness of [IPV and ccrvical cancer among the

underscrved.

[n a study catried out among nurscs by Awodcle ct al, (201 1), in Lagos Univetsity Teaching
Hospital, Lagos, it was made known that nuises have good knowledge of cesvical cancer but
have litmited undcrstanding of the types of ceivical cancer serccning technigues ond poor
disposition towards undergoing cervical cancer screcning. It was thus recomnincnded that
institutions should periodically organize seminars and training for health personne! especially
the nutses which form a group of professionals thot can give health cducation to women
about ccyvical cancer. Likewise, Udigwe, (2006) in his study in Nnewi, concluded ihat the
knowledge ofcervical cancer serecning services among nurscs in the environment was fairly
good, but the uptake of these screcning sctvices by the nurses was vety poor. Perception of
not being at risk for cervical cancer has been verified as a reason for not obtaining pap smear
test in many studics (Ibckwel, 2010). Futthcemore, according (o & study on awsrencss of
cervical cancer screening among nursing staff in a tertiary institution of rural India by Ek1a,
Shikha, Vidya and Dhiraj (2012), a quaoiter of respondents perceived cctvical cancer as o
termenal iliness with no hope for a cure, cvenwhen detected in the carly stage. ‘The belief that
death is incvitable when cancer is ptescnt has been identificd as a banicr 10 participation in
€ancer screcning, corly detection and treatment (PFowe-and Fipnie, 2003).

[n the some study, 89% respondents had never screened because they did not fecl vulnerable
1o the discacc and it is unlikelythat they would motivete their paticnis 1o do so.

Similarly in s study conducted in lorin, Nigcria on Koowledge, utilization and compliance
rates among various groups of female professional health workers, although the knowledge
rocedure for cervical cancer is high, utilization isvery poor. The

gtobe screened included the fact that jespondents perceived

of Pap smeor as a screcning P

common reasons for not Wain
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that they connot have cesvical cancer, fear of detecrion of cancer (19.2%) and scrcening
against religious beliels {14.6%) (Aboyciji, ljaiye and Jimoh, 2004).

In a study carticd out by Tiwaha, Francis and Elisabele (2006) stnongst fcmale medical
workers in Uganda, it was revealed that respondents comrectly identified cervical cancer 8s 8
majos public health problem. This was cxpected as cervical cancer paticnts represent an
important proportion of thc gynaccological words occupants. Of all respondents, 93%
thought cancer of the cervix was of public health concem, 68% thought that it wes casy to
dingnosc and 65% of the femle panticipants did not think they were susceptibie 1o ccrvienl
cancer thiemscives, whilo 60% of males thought that their partners were susceptible. Most
nurscs and midwives thought that speculum cxeminatlion snd PPap smcar swere doclors’
procedures, while 22% of the medice! students thought they swere for scnior doctors only.
Doclors in disciplines other than gynaccology thought that speculum cxamination wes an
aclivity for gynaccologists only. Lack of vaginal spccula and abscence of indicetion for
speculum cxamination wese common rcasons for not screening paticnts. Among the fcmalces
respondents, reasons for notl having been screened included: not fecling at risk, lack of
symploms, corclessness, fcar of vaginal cxomination, lack of interest, test being unpleasant
and not yct being of risky age. Morcover, 25% of the [cmale respondents ssid that they

would only accept a vaginal examination by a female licalth worker.

In another study carricd out by Nwankwo, Anicbue, Aguwa, Anarado and Agunweh (2011)
amongs! fcmalc dwetlers in Enugu, it was shown that women in that cnvironment prossly
lack knowledge of cervical cancer and its prevention. This now confums the fact that the
knowledge of cervical cancer prevention is vety poor in developing nations because of poor
cducation and dcficicnt awarcness programmcs. This was reflected in the study with higher
propoition of the more cducaled showing better knowledge compared with the Jess educoted,
In a study in Nigeiia by Ajayi and Adcwole (1998), 15% of the respondents had heard of
cervieal cancer. In South Africa, o similar finding was noted (Wellensick Moodicy and

Moodley, 2002).
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2.13  The Rolc of Health Eviucatian and Promatian in Ceevicnl Canccr Preventian

Health cducalion has been defined gs any combination of lcaming cxpericnces designed to
facilitale voluntary aclion conducive 10 health (Green and &icuter, 2005). It involves
tcaching individuals, familics and communities what to do lo be healthy e:d avoid illness. 11
is designed 10 cuable people chaage their nttiludes ond behaviour and adopt better health
habits. it aiins 1o present health teaching in an alimclive and acceplable way to assist

individuals and conununities (ake responsibility for their own health as well os encourage

people lo ulilize curative services (Bradley, Barone and Mahe, 2005).

The focus of hcalth cducation is on behaviour because health status is often as result of
behaviour. Behaviour often occurs os a resull of several faclors, prominent among which is
the availability of correcl/incorrect infortnation. Health cducation provides adequate and
corvect infortnation which, in the conlext of reproductive health gencrally and cervical caner
in particular, guides individuals and fomilics on whet 10 do to enhance reproductive henlth
and ovoid Cancer of the cervix (Ayinde and Omigbodun, 2003). This would involve
discouraging bchaviors tbat increasc the risk of cervical cancr ond cncouraging regular
screcning and other behaviours that increase the risk of cervical cancer and encouraging
regular screcning and other behaviours that help protect against cervical cancer. Health
promolion on the other hand entails the cmpowesment of the communily in improving its
health through cducalion, provision of preventive services through empawetment of social,

physical and economic cnvironment (Moronkola, Ojediran and Amosu, 2006).

Several studies and program have demonstrsted the impotlance of hcalth education and
bealth promotion in improving reproduclive hcalth and preventing cervical cancer among
different groups of people. A S-year rescarch was conducled by the Noith Carolina Nalive
American Cervical Cancer Prevention Project 1o cvaluate the clfect of heatth education in

increasing cancer screcning omong Native American women in North Coroling, il was

observed that women who reccived health cducation svere more likely 1o have reported 10

have had a pap smear within the pasl ycar than women who did not receive health education

(Dignan, Michiclutte , Blinson. Bradlcy, Douglas ct al, 1996).
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A study cartied out by Vivilaki, Romanidou, Theodorakins and Lionis (2005) in Crete

demonstrated the influence of health cducation on screening behaviour among ciderly

women. According 1o then, all the women who were given hcalth education came for
screening ond also invited other women 1o go with them, In Indio, Ccrvical Screcning
Strategy, n progrum designed 10 provide screcning for the women masses; it was found that
in addition to health workers who could perform visual inspection of the ceevix, there wos
need for personnel who could provide health education 1o the masscs, which would rnoke
women come for screcning. This program olso revealed the fact that not only the womcn
nceded health education. There was o need for more active cducation of men and family
members because many woinen needed the consent of their husband or mother in lows to

have n health test (Agurto, Amrossi, Whitcct al, 2005),

Porticipotory qualitative rescarch mcthods such os focus group discussions, in-depth
inteavicws, community mopping with women of vatious ogc groups and their pariners arc
imporinnt tools used in hcallb education which are usclul in providing insights into their
nceds and conccras (PATH, 2004). These activilies can help cnsurc that women reccive
adcquatc, as well as persuasive information ftom their preferred sources and their preferred
delivery sites. They also coa help cnsure that services are provided in acceptable manner,
thereby increasing womcn's willingness 1o scck screening and necessasy follow up care
(PATH, 2003). When adequate and nccurste bascline infonnation is obtained, the needs of

people in terms of precisc information and casy aceess can be met nrore cffectively.

2.13 CONCEPTUAL FRAMEWORK
To exploic the culturally deterinined beliefs and sttitudes shaping onc's decisions about

health, the theoretical construct of the Health Beliclf Model (HBM) is used. It was originally
developed in 1952 by social psychologists Hochbaum, Rosenstock and Kegcls working in the

U.S. Public !Heolth Scivices a3 o systematic methed to cxplain and predict peeventive health

behavior by focusing on the relationship between health behaviors, practices, and utilization

of health services.
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The HBM is 2 model that is used to predici gnd cxplain the likelihood of taking a prevealive

health ction. The model is a function of blief, whichis crucial to predicting and explaining
why people take preventive actions, Thcre e four fundamcntal belicfs or pcreeptions which
constitule the tencls of the model; these are as follows:

L. Individual's perception of vulnerabily y/susceptibility 10 a discase condition;

2. Perception that the problem is scrious (petceived scriousncss);
3. Perception that the recommended preventive action is benclicial;

4. DPecrceplion that the benelit of the reccommended aclion by far outweighs the

consirints. (Sce Figure 24 for dctails).

The aforementioned belicls or perecptions could be modified by the following factors:
1. Pcoplc’s socio-demographic chamcicrislics such os age, scx, marital status, cthnic
group, cducational stalus as we!l as cognitive factors like knowledge.
2. The cues thot trigger the initiotion of the actions such as positivc perceplions, past
cxpericnces, mass media, friends, family members and other significant others (scc

Figurc 2.5 for dctails).

The HBM isapplicablc and uscful in determiniag female nurses’ perception of seriousncss of
cervical cancer, vulncrability of fcmale nurses’ 1o cervical cancer ond predicting the
utilization of CCSS as a preventive heallh behavious. The components of the HBM adapted

10 explain the utilization of CCSS aad to guide the study include the following:

+ Modifying foctoys - thesc arc demographic chaiacteristics (such os oge, level of
education, marital status, rcligion, parily, cconomic slatus. social class. knowledge
and belicfs nbout cervical cancer and screcning practices. This guided the framing of
the questions relating to the pasticipanis' socio demographic charscteristics (questions

I to 10): knowledge about cervical cancer (questions 11 to £8) and Knowledge about

CCSS (qucstion 9 and 20). |
¢ Perccived susceptibility - thesc are the belicfs of femalc nurses about their chonces of
being affecicd by ceownical canccer. |
rceived susceptibility lo cervical casrccr (question 13 10 15)

This guided the framing of the questions relnting 10

the pasticipants’ pe
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= Perccived scriousness - these are the bejicfs of female nurses about the scriousness of
cervical cancer and its complications. This guided the framing of the questions
relating 10 the participants’ perccived seriousness of cervical concer (question 17).
Perccived benelits of TSE — these include CCSS may be helpful in carly detection of
cervical cancer; If detected carly cervical cancer prognosis is better and can also be a
part of routine medical check-up. This guided the framing of the questions relating 1o
the participants’ perceived benelits of CCSS {question 33 to 37).

Perceived bairicrs — these include cost of cervical screening and feor of the result.

This guided the framing of the questions rclaling to the participants’ perceived
bairicts 1o the utilization of CCSS {question 30 to 32)

Cucs lo action - these ore female nurses’ informotion rom media and colicoguies,
previous cxpeiience with paticnts, health education, myths and belicfs which may be
ncgative. This guided the faming ol questions 38 1o 40.
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Knowledge and belicfs
uhbout cervicul cancer

Figurc 2.4: Adaptcd from the llc

Source: Glanz K., Rimer, B.K. & Lewis,
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-Cost of screening

-Fcar of thc result

Perccived Threat

cancer |
4

| Low threat of developing | o recommended action,

Likclihood of taking

Moitcerate for
screening

Cucs to Action:

+ Information from mcdia and
collcagucs
| +P'revious experience with

| paticnts
+11calth cducation
- Myths and belicfs which may

benegalive

F.M. (2002).
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CHAPTER TUREE

METHODOLOGY

3.0 Rescarch Desipn

This study is descriptive and cross-scclional in design, [t was aimcd al assessing and
documenting the perception and utilization of cervical concer screcning services among
(cmalc nurses of the University Collcge 1lospitol, 1badan. It sought to understand the
perceplion of this popultion about cervical cancer, its risk factors, severily and prevention.

Quantitative mcthod of dala collection was adopled.

3.2 Indcpendent and Dependent varinbles

The variables of intcrest in the study are cervical cancer, knowledge, perception, and
utilization ol cervical cancer screening. The independent variables in the study include the
socio-demographic characlcristics of the study population such as age, masital status, parity,
cadre at work and cthnic group. The dcpendent variables on the other hand include,
knowlcdge o [ cervical cancer, perceived susceplibility, perceived severity and utilization of

cervical cancer screcning.

33  Description of the study area

1badan, a city in southwest Nigeria is the copilal ol Oyo State. It is the sccond largest city in
West Afiica. ond is commercial, indusirial, and adminjstrative in nature. Founded in the
1830s as o militmy comp during theYoruba civil wars, it developed into the most powerful
Yoruba csty-statc, In (840, Ihadan (orces defcaled the Fulani invaders from the Nonh at the
battle of Oshogbo thus piotecling Yoruba land from otlack. ‘The cily came under RByitish

protection in 1893, and was the capital of Nigeria's foimer Wetstem Region (Arcola, 1994),

University College Hlospital (UCH) Ibadan is located in Tbadan and it is the first out of the 15

Fedesal University Tcaching Hospitals in Nigeria. UCH is onc of the apex health institutlons in
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CHAPTER THREE

METHODOLOGY

3.1 Rescurch Design

This sludy is descriptive and cross.sectional in design. It was nimed at asscsstng nnd

documenting the pereeption and utilization of cervical concer screening services nimong
temale nurses of the University College llospital, Ibadan, ft sought to understand the

perception of this population about cervical cancer, its risk factors, scverily and prevention,
Quantitative tncthod of dnta coltection was adopted.

3.2 Inicpendent any! Dependent variables

The variobles of interest wn the study ore ccevical cancer, knowledge, perception, and
utilizotion of cervical cancer screening. The independent varinbles in the study include the
socio-demog:aphic characlezistics of the study population such as age, marital siatus, parily,
cadre at work and cthnic group. The dependent varinbles on the other hand include,
knowledgce of cervical caacer, perceived susceptibility, perceived severity and utilization of

cervical cancer scrcening.

3.3 Description of the siudy arca

Ibadan, a city in southiwest Nigeria is the capital of Oyo State. It is the second largest cily in
West Africa, and is comnicrcial. industrial, and adininistrative in natere. Founded in the
1830s as a mililary camp during the Yoruba civil wars, it developed into the most powerful
Yoruba city-siate. In 1840, Ibadan forees defcated the Fulani invaders from the Norh at the
batlle of Oshogbo thus protecting Yoruba land from nitack. The cily come under Uritish
protection in 1893, and was the capital of Nigeria®s fonncr Welslem Region (Arcol, 1954),

University College Hospital (UCH) Ibadan is located in fbadan and it is the first out of the 15
Federal University Teaching Hospitals in Nigerin. UCH is onc of the apcx health jnstituiions in
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the referral systcm inherent in the heallh cgre delivery and thus providing tcrtiary level health
care. |t was also established to serye ns g teaching institution for medicat and related truining. as
parl of the university cducational System. UCI s affilisted 10 the College Of Medicinc,
University OF Ibadan. UCH is located in Ibadan Nortly LGA, it has o tolal of 16 Clinicsl
depatments; these  include: Ancsthesia, Dental Surgety, Obslelrics & Gynaccology,
Opbthalmology, Otorhinolaryngology:, Radiology, Genera! Surgery, Community Medicinc,
Family Mcdicine, [lacmatology, Internal Mcdicine, Microbiology, Pacdiatrics, Psychialiy,
Chemical Pathology and listopathology. The hospital has other clinical depaitments such as
Pharmacy, I*hysiothcrapy and Nursing, and other non. clinical departments such as Records, and

Administrative/Finance Dcpariments. The Nursing Department has a total number of 1064 of
Nurses and svas uscd for this study,

The Cervical screening centre in the University Colicge ospitol is situated in the Antcnatal
Clinic complex. Sinccits in the [ 980s, it has screencd over Scven Thiousand women between | 8-
55 yeass of age in Oyo state snd some referred clients from outside the Stale,

However, the centre fuces a ot of challenges which has limited its utilization capscity. Some of
which are; Hours of operation limited to 8am — 4pm on sveckdays only, not giving room for
women that can only have time for screening on evenings or weckends duc to the nature their
job, limited number of stalY, lack of periadic awaicness programmes on the impotsncc of
cervical cancer screening services and long interval between visit and rcleasc of result which

made people that screencd once not (o be motivated to screen afier the three years stipulated

period.

[n Februaty 2006, through a grant from ExxonMobil, the Operotion Stop Cervical Cancer in
Nigeria project in the five of the six geopolitical zones was carricd out. This brought an increasc

inthe awarcness o lthe screcning services and the utilization of the screening centre by women.

3.4 Samplesizc
The sample size was detcrinincd by using EPl-info as shown betow:

Size of population - 1064
Desired Precision (%) — 50%
Expecied Prevalence (%) = 5.7 (Udigwe, 2006)
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Sampic size — 218

Half of the population (532) of tic nurses was however used as the sample size to improve

validity and take caie of possible attrition based on previous expericnces of earlicrrescarchers.

3.5 Sampling I'roccdurc

In order 10 obtain a samiple of the population for the study, stralificd, propor ionste and simple

random sompling techniques were adopled. The procedure involved thece key steps or slages as
follow:

Step_1 ~The Establishincnt Departnient of UCH was visiled 10 document the total number of

fcmale nurses in UCH and their various cadres. The study revealed that theic were a total of
1064 nurses working in UCIA,

Step 2 = The female nurses were then stratificd into the five cadres in UCIE as shown in Toble
Al

" —
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Sample size — 218

1{alf of the population (532) of the nurscs was however used as the sample size to improve

validity and take cate of possible aitrition based gn previous expericnces of carlicr tcsearchers.

3.5 Sampling ’rocedure

In otder lo obisin @ sample of the population for the study, sttofificd, propostionate and simple

random sampling techniques were adopicd, The procedure involved three key sleps or singes a9
follow:

Stcp L —The Establishment Department of UCH was visited to document the totol number of

female nueses in UCLHL and their various cadres, Tho study revealed that there were o totol of
1,064 nurscs wotking in UCH.

Step 2 = The female nurses were then stiatificd into the live cadres i UCEH os shown in Table
31,
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Tablc 3.] Cadre of Nurses in UCH

SN  Cadrcof Nurses

Total

] Assistant Dircctors of Nursing 56

2 Chicf Nursing Ofiicers 154
5 Principal Nursing OfYicers 170
4 Scnior Nursing OlYicers t02
b Nursing OiTicers 280
6 Stafl Nurses 302

TOTAL 1064

Source: UCH Establishment Department (2009)
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‘Slep3 — A proportionale and siratificd random sampling lechnique was uscd in sclccting the
respondents. Respondents were sclecied across all the cadres bascd on their rclalive

proportion Lo the 1otal population of female nurses in UCH using this formulac:
N= Wx2Z

Ve
Where:

N = Proportionalc Smnple size by Cadre

\V = total nuinber ol nurscs in & Cadre

Y= tolal numbecr of fcmalc nursesin UCH (1,064)
Z=sample size (532)

This gives the following sample sizes per cadre and the numbers [or cach cadre were sclected
sandomily is shown in tabtc 3.2.

60

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Table 3.2 Cndre of Nurses in UCH

SN Cudre of Nurses Sampic Slze

| Assistant Direclors of Nursing 28

2 Chicl Nursing Officcrs 77

3 Principal Nursing Officers 85

4 Scnior Nursing Ofticcrs 5l

5 Nursing OlTiccrs 140

6  Staff nuises 151
TOTAL 532

6)
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3.5 instrument for data collection

The instument used for data collection Was a scil administered semi-stiuctured questionnaire.
It was divided inti five sections.

Section A sought inforination on the socio-demog:aphic information likc age, marital status,
religion c.L.c while questions on section B centered on knowledgce on ccevical cancer. Scction
C contained questions on knowled ge of cervical cancer screcning scrvices, Scction D focused
on information on altitude and perception towards utilization of ccrvical cancer screcning
services and determinants of utilization and non-utilization of cervical cancer screening

scrvices werce sought in the last section of the questionnairc.

A copy of the questionnaire is in Appendix 1.

3.6 Validity and RReliability of instrument

In other to cnsure the validity and reliabitity of the instrumcnts for data collection, the
following steps were taken:

Review of instrument by cxperts: The iastrament was reviewed by Lecwuers in the
Dcpattiment of Hcalth Promotion and Cducation including the rescatch supcrvisor. The
suggestions made swere used lo modify the instrcument.

Pre-testing of instrument: Validity of the instrument was cnsused by pee-testing of the
instrument among a hontogetous population similar to that of the sample population. A totnl
of 55 queslionnaircs were pre-tesicd among fenale nursesat Oyo State Hospital, Ring Road,
Ibadan with the assistance ofa professional colicague who works in the hospital. The pre-test
was carmicd out on 2"-13"™ March, 2009. It took an average of 5 minutes to administer cach

questionnaitc. Titc pre- test was camicd out todetermine if the questions were understandable

to the nueses and a number of questions \were slightly modificd as a result of the prc.test
survey. Thic modifications swere made with the assistance of rescarch supervisor. The |

i o ded questions were perccived
questions were modificd lo be closed ended because open cnded q were perecived Lo .

be cumbersomice for the nurses. li

62

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

T -




1.8 Data Collection "rocess

The investigator mov

cd from ward 1o ward 1o intervicw the proportionatc number of female

nurses from Apil to July + 2009. Each Intervicw Slaited with an introduction and overvicw of

the research including the objective of ihe study. The respondents were told not to Wrilc any
name on the sclf-administcred questionnair e Respondents were encouraged to ask qucstions
on What thcy do not understand in the questionnaire. The investigator encouraged the
respondents to complete all sections of the questionnaire applicable to them. Explanations
were given 1o respondents as required to aid their understanding of unfamiliar terms. The

questionnaires ‘ere tetiicved back from each 1espondent immediately alicr completion nnd
they were reviewed for conzpleteness.

3.9 Data Management, Analysis and Prescatation

The quality of the information collected was checked by the rescarcher in the feld. This
cnfails reviewing the pattem of responses of cach paricipant as recorded in the questionnaire.
Probiem discovered during data collection were resolved immediately in the ficld. A scrial
number was assigned to cach of the questionnaires for casy identificotion and recall of any
iastrument with problems. Administcred questionnaires were cdited aad coded by the
iavestigator with the usc of a coding guide. The data in cach questionnaire were calered into
a computer for analysis using the Statistical Packapge for Socia! Scicnces (SPSS) version
15.0.

Frequency counts was casricd out on all the variabtes whilc categoncal variables were
analyscd using ANOVA and Logistic regression. The overall knowledge of participants was

pooled and assessed on a 40 point scale. This was further cntegorized into ranges with those

who scorcd 0 — 19 points as having poar knowlcdge, those with 20 -29 points as having
average knowledge and those with 30— 40 poinis as having very good knowledge orcervicnl
eancer. The copies of Ui questionnaife Werc stored in a plece that would be safe from |

desuction by watcr of fire and whete unouthorized persons would not have access to them.

They wou!d be destroyed afier the {.nal defensc of the dissertation.
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3.10 Ethical Considcration

The study followed the cthical piinciples guiding the use of human participants i rescasch.

‘rhe following steps werc taken to address cthical issues in this study:

1. The study was approved by the Ethical Review Board of the University of lbadan/
University College Hospital (UH/UCH)(sec appendix 11).

2. Verba) Informed consent was obtaincd from each respondent. This has been uscd in
previous studies by rescarchers in the institution,

3. All rescarch respondents were informed that the survey was voluntary, and thot they did
not have 1o participate il they chose not to or could withdrmw at ony lime.

4. Respondents were assurcd that conlidentiality of responscs would be maintained duiing
and aficr data collection. Only numbers were assigned 10 cach questionnaire and no name
was rcquircd on the questionnairc. The numbers were 10 facilitate data cntry and analysis
and no one can link the identity ol the participants with the registration numbers.

5. All complcled forms will be destroyed aller delensc of dissertation.

3.i1 Limilation of Studly

Coltecting data from the health personne! was really challenging. Some were unwilling o
panticipatc in the study for no reason al ali while somc attributed the reluctance Vo lack of
lime. Some nurscs were on night duty and the rescarcher had 1o Icave the qucstionnaires for
them only 1o find out that they had misplaccd themn but the sesearcher was persistent in

visiling respondcnts to make sure the administcred questionnaires were properly completed

nnd retricved.
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CHAPTER FOUR
RESULTS

A tolal of 503 questionnaires out of 532 questionnaires were rettieved yielding a response
tate of 94.5%.

4.1 Socio-tcmographic charucicristics of the respondents

A total of five hundred and three (503) nurscs in the University Colledge Hospital werce
surveyed. Qver a quarter 144(28.6%) of the respondents were staff nurses followed by
nuesing officers 136 (27.0), while 19(3.8%) wete assistant direclors of nursing. Most 456
(91.8%) of the respondents were Christians, while few were Muslims (8.0%). Many 407
(80.9%) of tic respondents disclosed that they were marvicd, while 85 (16.9%) weze singlc.
Yoruba 434 {86.3%) ranked fizrst as the most dominant cthoic group, followed by the Igbo's
28 (5.6%), Hausa 21 (4.0%), and othets (4.1%). The mean years of experience was 12.5+ 8.9

years. Delails of the socio-demiopraphic characieristics of the respondents ase shown in table
4.1,
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Tablc 4.1: Socio-demographic chyracte ristics of respondents

Characteristics
Age group®: Frequenty Percentape
21-130
140 = R
41-50 e o
L16 262
3l - 60 58
Total &
£y 16! 100.0
Religion**:
Christianity 456 91 8
Islamic 40 8.0
Teaditiona) | 02
Totnl 497 100.0
Ethnic group:
Yorubo 434 86.3
Hausa 20 40
Igbo 28 5.6
Othcrs*** 2] 4.1
Totul 303 100.0
Marital Status:
Single 85 16.9
Married 407 80.9
Divorced 2 04
Widowed 9 1.8
Tota] 503 100.0
Ycars of Experience:
1.5 120 219
6-10 148 294
L1-1S 67 133
16-20 75 14.9
21-25 4] 82
26-30 33 6.6
31.35 19 3.8
Total 503 100.0
Cadre in Nursing:
Assistont Director Nursing 19 3.8
Chiel Nuesing Officer 70 14.0
Principal Nursing Ollicer 85 16.9
Scnior Nursing Oflicer 49 2.7
Nursing Oflicer 136 21.0
Stalf Nurse 144 28.6
Total 503 100.0

4 ded,
*Non responses excjuded, **Non responses cxclu

: %),cdo( | .6%) and psante().s5
*eothers include izon(o.s%).cburn(l.O%). ibibio(0.8%),cdo(1.6%) and psantc(1.5%)
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4.2 Respondents knowledgc on cervical cancer

Majority 407 (80.9%) of the respondents affirmed thal cervical cancer is the commones!
capcer of the female reproductive wact, whilc 40 (8.3%) were uncertain. All this are
pesented 1n Table 4.2. The respondents were gsked about the primary cause of cervical
cancer, 34.5% responded correctly that it is Human Popiloma Virus (HPV), while 210
(41.8%) do not know. Many of the respondents 188 (37.3%) said that cervical cancer mostly
affccts women from the age of 50 years and above, whilc 166 (33.0%) reported that cervical

caaccr is common in womecn between 40 and 49 years, Very few 40 (8.0%) said that cervical

cancer is comnion in women below 30 years of age. Details can be seen in Table 4.2
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Table 4.2: Respondents knowledge of Cancer of (he Cervix

Cancer of the Cervix is the Commonest
Canccr of the Female leproductive Tenct

Y Frequeney [I’crcentage
- 407 80.9

No 56 15.1
Don'tknow 40 8.0

Tolal 503 100.0

Primnty causc in development of cervical cancer

[PV * 274 54.5
Hiv 10 20
Old Age 9 1.7
Don't know 210 45.8
Total 503 100.0

Mast affected Age group

Below 30 years 40 8.0

30 — 39 years 109 21.7

40— 49 years 166 33.0

50 ycars and apove * 188 37.3

Total 503 100
*Correcl responscs
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13 Respondents’ knowledge about selected risk factors associated with ccrvical
cancer

Majority of the respondents knew thal sexual intercourse at carly age (77.9%), heredity

365(72.6%). thc Human Papilloma Virus (70.4%) wete risk factors for cervical cancer.

Some respondents (41.9%) wrongly mention HIV has a risk factor for cervical cancer. Other

risk faclors mentioncd include abortion 246(48.9%), old age 256(50.9%), tobacco smeking

223(44.3%) and radiation 308(61.2%). Dctails are shown in the table 4.3.
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Table 4.3: Respondents® knowledec on

risk factors associated with ccrvical cancer

N=503
Risk Faclors Yes No

Heredily 370 (71.6%) 133 (26.4%)
Old Age 256(50.9%) 247 (49.1)
HIV 211 (41.9%) 292 (51.1%)
HPV 354 (70.4%)* 144 (28.6%)
Abortion 246 (48.9%) 257 (55.1%)
Scxual Intercourse at Early Ape 392 (77.9%)* 111 (22.1%)
Tobacco Smoking 223 (44.3%)° 280 (55.7%)
Radiation 308 (61.2%) 195 (38.8%)
Infeatility 116 (23.1%) 387 (76.9%)
Micronutrient Deficiency 182 (36.2%)"° 321 (63.8%)
Infection with Chlamydia 330 (65.6%)* 173 (34.4%)
Trachomatis

*Correct responses

70

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




4.4 Respondents® knowledpe alygnt Symploms associntc

with cervical cancer
When probed about symptoms

ossociated with cepvial cancer, most of the respondcnls

mentioned bleeding of the vagina (89.7%), painful intcrcousse (87.9%), purulent vaginal

discharge (87.1%) and loss of weight (73.4%). Sec toble 4.4 for details
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§4  Respomlents’ know) :
P e ahout SYmploms associnted with cervical cancer

. : :
When probed about sympptoms associated wilh cepvial canccr, most of the respotdents

mentioned bleeding of the vagina (89.7%), painfut intercourse (37.9%), purulent voginal

discharge (87.1%) and loss of weight (73.4%). Sce 1oblc 4.4 for details
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44 Respondents kn°“'°d8¢ ahout Symploms associnted with cervienl cancer

\\’hclf probed nl?out SYmploms associated with cervial cancer, most of the respondents
nentioned bleeding of the vgina (89.7%),

. painful intercourse (87.9%), purulent vnginal
discharge (87.1%) and loss of weight (73.4%). Sce table 4.4 for details,
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Tahle 4.4 Respondents’ knowledge ubout symptoms assocluted with

N=503

Symptoms

Yes

No

Fever

Nousea & Vomitling
Slecplessness

Blccding of Vagina

High BP

Painful [nicrcourse
PurutentVagina Discharge
[sicgular Mensturnl Flow
Loss of Weight

Pelvic Pain

Loss of Memory

158 (31.4%)
112 (22.3%)
132 (26.2%)
451 (89.7%)*
96 (19.1%)
442 (87.9%)
438 (87.1%)°
325 (64.6%)°
369 (73.4%)°
418 (83.1%)°
55 (10.9%)

345 (68.6%)
391 (77.7%)
371 (73.8%)
52 (10.3%)
407 (80.9%)
61 (12.1%)
65 (12.9%)
178 (35.4%)
134 (26.6%)
85(16.9%)
448 (89.1%)

*Correct responscs
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45 Respondents’ opinion on severity of cervical cancer

Respondenis were asked questions relnted to seventy of cervical cancer. Majority (90. (%) of
the fespondents said thnt cervical cancer can kill, while few (9.9%) snid it cannot kill. When

asked if cervical cancer can be psevented, 88.0% said it can be prevented, and 12.0% said it

cannol. When asked if it can be treated, majority (70.6%) said it can be treated.

4.6 Rcespondents® knowledge on prevention of cervienl cancer

Abaut half of the respondents (51.7%) repor.ed thnt regular pap smeas can be uscd to prevent
cervical cancer. Few respondenis (30.8%) reposted that carly diagrosis can be uscd fo
prevent cesvienl cancer. Likewisc, very few were of the view that avoidance of multiple
scxual partners (13.9%) and carly tecatement (11.9%) could prevent the discasc, Others ways
mentioned include avoidance of scxua} intereourse (8.0%), health cducation (6.6%), and

reduction in exposure to radiation (3.4%). Details are shown in tablc 4.5.

The overall knowledge of participants was pooled and assesscd on a 40 point scale. This was
[urther cetegorized into 1anges with thosc who scored 0 — §9 points as having paor
kmowledge, those with 20 -29 poinls as having average knowledge and those with 30 - 40
points as haviog very good knowledge of cervical cancer. Data on 1able 4.6 shows thal
majority (84.9%) of the respondents had average knowledge with scores between 20-29. and
very few (0.8%) had very good knowledge with scores between 30 to 40 (scc table 4.6 for
details). Respondenis® overall mean knowledge scose was 22.814.1,
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Table 4.5: Respondents® knowledge on Prevention of eervienl cancer

N=503
*Prevention methods  for Cervienl Frequency  Percentnge
Cancer
Carly Diagnosis® * 155 30.8
Early Treatmem** 6o 119
Regular Pap Smear®*® 260 517
Report of Regular Mcuscs 10 2.0 |
Avoidance ol Multiplc Scx Partners®® 70 1.9 ;
Discourage Multiparity** 4 0.8
Reducec Rndialion Exposure 17 34
Good Personal Hygiene 7 1.4
Avoid Scxual Inrercousse 40 8.0 '
l1calth Education® * 33 6.6 -
Dont Know' 45 8.9

*Multiple responscs, **Correct responscs

— = I __1 — .-'.-'
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Table 4.6: Distribution of knowledge scores nmong the participants

Range of scores (in points) Freyjuency  Percent

0 ~ 19 {poor knowledge) 72 143

20 - 29 (avcrage knowledge) 427 84.9

30 — 40 (very good) 4 0.8

Total 503 100
75
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47 Awarcness of Cervical Cancer Screening Service Centres
pour hundred ond twenty-cight (85.1%) of the tespondents were awase of one scfeening

centre or the othier in the cily of Tbadan, Of ihese 428, 420 (98.1%) weic aware of the

screening cenire in UCH, 52 (12.1%) were awase of the cenle in Adeoyo Motemity Cenire.
details are shown 1n 1able 4.7.
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Table 4.7: Respondents awarcencss of CCSS Centres in Ibadan

Awarcness of Screening Centres

Yeos No Total

UCH 420(98.1%)  8(1.8%)  428(100%)
Adeoyo Matemily Centre 52(12.1%) 376 (87.9%) 428(100%)
Association for Reproduclive & Family Health 23 (5.4%)  405(94.6%) 428 (100%)
Catholic Hospitai Oluyoro 21 (4.9%) 407 (95.1%) 428 (100%)
Judah Centre 19(4.4%) 409 (95.6%) 428 (100%)
Institute of Reproductive & Family Health 11 (26%) 417(97.4%) 428 (100%)
1diapc

Plaancd Parenthood Foundalion of Nigeria 11 2.6%) 417 (974%) 428(100%)
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48  Respondents knowlcdge on Cervical Cancer Screcning Services

Figure ¢.1 depicts the respondents’ awagegess of Pap smear. Majority, 465(92.4%) of the
respondents Were aware of the test called pap smear, which is an important test for detecting
cervical cancer, while vety few (3.8%) of the respondents were not awnre. When asked what

the Pap smedr was used for, mojority, 360(71.6%) of (he fcspondents said that it was used for
detcction of cancer of the cervix.

The respondents were asked at what age should a woman commence screening for cervical
cautccr, majotity (81.7%) mentioned that when a women starts having sex, while soni¢
62(12.3%) gove the age range of 15-39 years. When asked how oficn the screening should be

done, about a third (30.2%) said twice a ycar, while (38.0%) of the respondents said once a
year. Delails of their responces is seen in the table 4.8.
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18  Respondents knowledge on Cervical Cancer Screcning Scrvices

Figure 4.1 depicis the respondents’ awareness of Pop smear. Majority, 465(92.4%) of the
respondents were aware of the test called pap smear, which is an important test for detecting
cervical cancer, while very few (3.8%) of the respondents wese not awarc. When asked what

the Pap smear was used for, majority, 360(71.6%) ofthe respondents said that il was uscd for
detection of cancer of the cervix.

The respondents were nsked at what age should a womas commence screening for cervical
carcer, majosity (81.7%) mentioned that when a woman starts having sex, while some
62(12.3%) gave the age range of 15-39 ycars, When asked how ofien the screening should be

donc, about a third (30.2%) said twicc a year, while (38.0%) of the respondents said once a
ycar. Details of theirresponces isscen in the table 4.8.
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Table 4.8: Respondents knowledec about cervical cancer screcning

Frequency of Screening Frequency Pcrecntage
[low often the screening should be
donc
Once a ycar 191 38.0
Twicc a year 152 30.2
Once in 1wo years 48 9.5
Once in three years® 85 16.9
Onsct of screcning
When to s1art having the Sctecning
After scxual debut® 411 817
15 - 39 ycars 62 12.3
4049 ycars 4 0.8
50 and above 2 0.4
*Corrcet responscs
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Majority 419(83.3%) of the respondens reported that cervical cancer screening is neccssary

for carly detection of the discase, while 138(27.4%) said that it isto prevent the spread of the

discase. When probed if pap smear (s g dinsgnostic lest, majority 455(90.5%) confirmed pap
smear 10 be a diagnostic test, while very few 33(6.6%) said that it is not.

4.10. Respondents' utilization of cervical cancer screening scrvices

Table 4.9 shows the respondents® utilization of cervical cancer screcning seivice. Only 174
(34.6%) of the respondcents had made use of cervical cancer screening services out of which
21.0% were Principal Nursing Officers, 23.6% Nursing Officers,, 21.8% Chiel Nutsing
Officets, 10.3% Assistant Director of Nursing nnd 8.0% Staff Nurse. \When the respondents
that had ever utilized CCSS were nsked how many times they had accessed CCSS, only 80
(46.0%) of them said once, 48(27.6%) said twice while 31(17.8%) said four times or more.
The respondents were asked where they hod the screening done, majority 149 (85.6%) slaled
the University Colledge Hospital (UCH). Other health institutions mentioned include Adeoyo
Mauternity Centre Yemetu 2(1.1%), Saint Nicholas l{ospital Lagos 4{2.2%).

4.11 Respandents’ perceived reosons for not having the pap smear test done

The respondents that have never assessed cervical cancer screcning werc asked the reasons
for not accessing. Mnjority [53(46.5%) mentioned lock of time while 42(12.8%) mentioned
(car of the result.. Other reason mentioncd inciuded cost considerstion 27(8.2%), lack of
awareness of the test 29(8.8%), poccdure being cumbersome 36(10.9%). When the
respondents were asked if they will go for the screening in the future, majority 409(81.0%)

said they would, while a few 94(19.0%) said they would not. Sce details in the tnblc 4.90.
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able 4.92: Respondents’ utilizati :
Table Pondents’ utilization of cervicgl cancer screening services

“Uiilization of cervical cancer screening services

Frequency Percent
Ever screenced: L
2 174 34.6
e 329 654 J
Total 503 100 |
Number of times cver screencd:
Once 80 46.0
Twice 48 27.6
Thrice 15 8.6
4 or mosc times 3] 17.8 |
Tolal 174 100
Place where screening is done:
UcH 149 85.6 ;
Adcoyo Matemity Centre Yemetu 2 R |
Lagos State Teaching Hospital 2 1
Saint Nicholas Hospital 4 22 J‘
J.Rapha Hospital 3 29 l
Other places not mentioned o 23, '
Total ¥, e :
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Table 4.9a: Respandcats’

utilizati :
tilization of cervicql Cancer screening scrvices

Utilezation of cervical cancer screening scrvices

Frequency ’creent
Ever screened:
= 174 34.6
s 129 5.4
Total 503 o
Number of times cver screencd:
Qacc 80 460
Twice 48 27.6
Thrice 1S 8.6
4 ormore times 3] (7.8
Total 174 100
Place where screening is done:
UCH 149 85.6
Adeoya Matcrmity Centre Yemctu 2 1.1
Lagos State Teaching Jlospital 2 1.1
Saint Nicholas Hospital 4 22
J-Rapha Hospitel 3 2.0
Other places not mentioncd 14 8.0

174 100

Total

—
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Table 4.9b: Respondents’ perceived reasons for not having the pap smear test donce

Ulilization of cervical cancer screening services Ftequency Percent
Reason for 1on screening:
Lack of time 153 46.5
Fear of the result 42 12.8
Ptocedure is cumbersome 36 10.9
Cost consideration 27 8.2
Lack of awarencss about wheee it can be done 29 88

Not sexually active 2| 64
Lack of awareness of the tesl 21 64
Total 329 100
Likelihiood for Muture screening:

Yes 409 81.0
No 94 19.0
Total S03 = =
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Utilization of cervical cancerscrecening services Frequency Percent
Reason for non screcning:

Lack of time 153 46.5
Fear of the result 42 12.8
Procedure iscumbersome 36 10.9
Cost consideration 27 8.2
Lack of awarcness about wiicre it can be done 29 33
Not sexually active 21 64
Lack of awareness of the test 21 6.4
Total 329 100
Likclihood for future screening;:

Yes 409 81.0
No 94 19.0
Total S03 A
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$.11  Significant others who cap influence respondents to go for screcning

The respondents were asked about the significant others thal can influence their decision o

go for screening, Husbands (58.1%) topped the list followed by Doctors (49.5%) and
colleagues (48.3%). See dctils in 1able 4.10.
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Table 4. 10: Significant athers whe an influcnce respondents to po lor screening

NeSO3
Preferred source of information (heople)  Yes Nu
“Jlusband 292 (58.1%)  211(41.9%)
Declots 249 (49.5%) 254 (50.5%) r
Collcagucs 243 (48.3%) 260 (51,7%) |
Parents 132(26.2%) 1371 (73.8%) |
Religious leaders 133 (26.4%) 370 (735.6%)
Siblings 118 (2).5%) 385 (76.5%)
Fricnds 106(211%) 397 (78.9%)
lealth Professional J80(75.5%) 123 (24.5%)
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Tab)e 4.10: Signilicant others whe can juflucnee respondcnts

to go For acrecning!
NeS03

I'referred source of information (people) Ve, Nou
“{lusband 292 (58.1%)  211(41.9%)
Doctlors 249 (49.5%) 254 (50.5%)
Collcagucs 24) (48.3%) 260 (51.7%)
Parcnts 132(26.2%) 371 (7).8%)
Religious Jeaders 13 (26.4%) 370 (735.6%)
Siblings 118 (23.5%) 385 (70.5%)
Friends 106 (21.1%) 197 (78.9%)
Health Professional 380(75.5%) 123 24.5%)

-—
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112 Respondents’ preferred sourves ol informatipn

The respondents were asked specifically about different sowsces of information from which

they would like to learn about cervical canoer, Newspaper (78.5%) topped the list followed

by bealthcare mofessional (75:5%). Other sources include health talk (68.29%)

1adio/television (67.8%), classroonis (60.6%) and Churches/Masques (53.3%) among the
sousces of information from media.

4.13  What respondents’ would like to kaow about cervical cancer screening technique

The respondents were osked what they would like to know about cervical scceenibg
techniques. Majority, 399(79.3%) said lcy would like 1o know about screcning procedures.
Likewise 387(76.9%) also said eficacy in detection, while 336 (66.8%) said age limit for
cetvical cancer screening. Thuee hundred and sixty-seven (73.0%) of the respondents also
said that the side effccts o fthe screening technique is what they will like to know, and & large
proportion 377(75.0%) of thc icspondcnts said What is next afier the scrcening scrvices.
Details are highlighted in table 4.11.
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Table 4.11: What respondcnts’ would like to know ahout CCSS screcning (echnique

N=503
What respondents’ would like taknow v, No
Screening ’rocedure 399 (79.3%) 104 (20.6%)
Efficacy in detection 387 (76.9%) 146 (23.1%)
Age limit 336 (66.8%) (67 (33.2%)
Side effect 367 (73.0%) 136 (27.0%)
\Vhat next afier detection 377 (75.0%) 126 (25.0%5)
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4.14 Test of Hypotheses

[lypotheses one

The null hypothescs states that theee is no relationship belween tespondents’ knowledge of
cervical cancer and the utilization of screcning scrvices. Results showed that there is no
significant tclationship between respondents’ knowledge of ceevical cancer and the
utilization of ccrvical cancer screening services (po0.05). Thiercfore the null hypothesis is

foiled 10 be rejected and the alternative is not accepted. Scc tablc 4.12 for details.
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Table 4.12 Relationship between knowledpe of cervical cancer nati the Utitization of

cervical cancer screening services

P<0.85

Respondents Frequency Mean St
Knowlcdge

Assistant Direclor of Nursing 19 26.7368 1.52177
Chicf Nursing Oflicer 70 23.3714 2.32922
Principal Nursing Oflicer 85 22.3765 4.11147
Senior Nursing Oflicer 49 22.9184 2.62866
Nursing OfTicer 136 23.1846 3.16475
Staff Nurse 144 21.7133 5.32395
Total 503 22.7734 3.92057
ANOVA Variotion ~ SS Df MS e
Belween 498.167 5 99.633 6.860
Within 7217.996 497 14.523 000
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4.14.2 liypotiicses two

The null hypothiesis states that there is no relotiopship between cadres of nurscs and the
dilization of screcning scrvices. This study revealed (hat there is a significon! relotionshiP
bewween cadre of nurses and wtilization of screening scrvices (p<0.05) as tnore (34.7%)
sespondenis of the assistant dircctor of nursing Wlilized cervical screening scrvices comparcd
o 57-6% of resPondents of the chicf nursing officers, 34.5% of senior nutsing Officers and

10.0% of stoff nuses utilizing cerival screcning service as shown in Table 4.13. Ihe null

hypothesis is thercfore not nccepted.
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4.14,2 IHypothcses two

The null hypothcsis sintcs that there is no relptionship between cadres of nwises and the
utilization of sCreening setvices. This study rcveated (hot there is o Significant rclotionship
pelween <adre of nurses and utilization of screening services (p<0.05) as rnore (94.7%)
respondents of the ossistant ditector of nursing ulifized cervical screening seivices comparcd
o 57.6% of respondents of the chicf nursing ofTicers, 34.5% of senior nuising OfTiccrs and

10.0% of staff nuses utilizing cerival screcning service as shown in Teble 4.13. The null

hypothiesis is therefore not acecpted.

89

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

THE F. %2 W i

o

T



Tabled.13;  Relationshi :
hsIip between cadre of nueses and utilization of cervicpl cancer

screenibg services

CADRE OF NURSES UTILIZATION TOTAL | Xx°- nr -
YES NO vaduc vnlue
F(%) F(%)
ADN 18 (94.7%) [ (5.3%) 19
CNO 38 (54.3%) | 32 (45.7%) 10
PNO 47 (55.3%) | 38 (44.7%) 85
SNO 16(32.7%) | 33(67.3%) 49 i01.4 5 10.000
NO 41(30.1%) | 95(69.6%) 136 :
SN 14 (9.7%) | 130(90.3%) 144
TOTAL 174(34.6%) | 329(65.4%) 503
*p<0.05
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4.14.3 llypotheses thrce

The nufl hypothesis states that there is no association between knowledge of cervical cancer
and years of experience. This study rcvealed thyy there is a significant essociation between
knowlcdge of ccrvica] cancer ond years of expericnce. Thic nuli hypothesis is therefore not

accepled. Scc lablc 4.14 for deuails.
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cT:I:)cI:l:nlc: SRR g knowledge of cervical cancer and years of
Yearsof | Knowledge of Cervical cancer F(ANOVA) | Sig
Experience Poor | Average Good
1-5years 23(20.5%) | 8%71.7%) | 2(1.8%)
0-10ycars 31(21.5%) | 111(77.1%) 2(1.4%) 9515 | 0.000
11-15years 4(6.0%) 63(94.0%) 0(0.0%)
16-20ycars 13(17.8%) 60(82.2%) 0(0.0%)
21-25ycars 1(2.4%) 40(97.6%) 0(0.0%)
26-30years 0(0.0%) 33(100.0%) 0{0.0%)
31-3Sycars 1(5.3%) 18(94.7%) 0(0.0%)
‘p<0.05
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1144 Hypotheses four

The null hypothesis states that there is no associntion between knowledge of cervical eancer
and cadre of nurses. This sludy revealed that there is a significont associntion bctween
knowledge of cervical cancer and cadre of nurses as all (100%) respondents of the Assistont
pitcctor of Nuising had betler knowledge of cervical concer compared 1o 73.6% of
tespondets of the StofT Nurses and 84.6%% of Nufsing Officers as shown in tablc 4.15. The
null hypothesis is therefore not accepicd.
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§.14.4 1llypotiseses [our

The null hypothesis states that there s no association between knowledge of cervicel cancef
and cadre of nurses. This study revealed that there is o Signilicant associalion between
knowledge of cervical cancer and cadre of nurses as all (100%) respondents of the Assistant
pireclor of Nursing had beller knowledge of ccrvical concer compared lo 73.6% of
respondents of the Staf¥ Nurscs and 84.6% of Nusing Officers as shown in table 4.15. ‘The

null hypothcsis is therefore not accepicel.
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4.14.4 lypotheses four

The null hypothesis stdles that there is no gssociation between kinowledge of cervical cancer
and cadre of nurses. This sludy revealed ghat there is o Significant association belween
knowledge of cervical cancer and cadre of nurses as ail (100%) respondents of the Assisiont
pireclor of Nursing had belter knowledge of cervical cancer compared lo 73.6% of
respondents of the Staff Nurses and 84.6% of Nursing Officers os shown in table 4.15. The
null hypothesis is thercfore not accepted.
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Tahle 4.15:  Relationship between knowledge of cervical cancer and cadre of nurses

Cadre of Knowledge of Cervical cancer F(ANOVA | Sig =
Nurses [ Poor Average Good
ADN 0(0.0%) | 19(100.0%) | 0(0.0%)
CNO 43%) | 6795.7%) | 00.0%) 10875 | 0.000
PNO 12(14.1%) 73(85.9%) 0(0.0%)
SNO 4(8.2%) 45(91.8%) 0(0.0%)
NO 18(13.8%) 110(84.6%) 2(1.5%)
SN 36(25.0%) | 106(73.6%) | 4(0.8%)
|
+p<0.05

94

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




The relationship between cadre of nurses and uliilization of screening services was further
analyscd using bivariate logistic regression. On bivariate logistic regression, StafT Nurscs
wete twice less likely 1o utilize cervical screcning services compered (o Assistont Dircctors
of Nursing (OR 0.23. C1 0.117-0442), (p<0.05), Nursing oilicers werce also twicc less likely
to utilize cervical serecning services than Assistant Dircetor of Nursing (OR 0.20, CL 0.092-
0.0473). Scc table 4,13 (or details
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Table 4.16 Logistic Regyession sliowing the relationship between cadre of nurses and

the utilization of screening serviees

_Eldl‘c Frcqucncy Odds l‘ﬂlio 95%% CL P'-valuc
“Assistant 19 RC 0.000
Disector of
Nussing
Chiel Nursing 70 0.006 0.001-0.050 0.000
Oicer
Principal 85
i*;tllrr‘:tlr‘:: 0.082 0.039-0.171 0.000
Oflices
Sentor Nursing 49 0.076 0.037-0.154 0.025
Officer
Nursing 136 0.208 0.092 - 0.473 0.000
Oflicer
Stafl Nursce 144 0213 0.117-0.432 A

* RC — Refesence column
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CHAPTER FIVE

DISCUSS[@N

This chapter is organized j i : .
P ganized into live sub-sctions, which are socio demographic charocteristics

ol tespondents, k :
po 5, knowledge nbout cervical cancer and cervical cancer screcning Scrvices.

atitude and utilization of cervical scrvening services, conclusion, and reccommendatjons.

5.1 Socio-Dcmogrnphic Charncteristlcs of Respondents

Majority of the respondents in the study population were between 31 — 40 years of agc,
followed by some who were between the age of 41 — 50 ycars. These findings may be due to
the fact thnt all the respondents were professional nutscs whe were in their prime yenrs of
active service. Majority of the respondenis were marricd while a few of the study population

were single. This finding may be because majority of the respondents were within the age

brackct that arc expecied to be married in the Nigerian cultwol sctting.

Msjonty of the study population ore christians whilc a few were moslems. The eihnic
distributions of the population cuts across the thrcc major groups in Nigeria that is Yoruba,
Igbo and Hausa, but most of the respondents are Yoruba, probably because the study site
Uaiversity Colledge Hospital (UCH) is located in Ibadan, a city in south westem Nigeria.

Many of the respondents were stalTnurses [ollowed by some who were nursing oflicers, and
S’iEhlfy above half of the study population had been in the practise for less 1han 10 ycars,
This finding mny be as a result of UCH manegement cmployment policy. This finding may
also be duc ta the decline in the average lifc-span of Nigerions caused by diseases such gs

Cancers, HIV/AIDS and so on, whichmostly affcets women in their most productive years

5.2 Knowlcdge about Cervicat Cancer and Ccrvical Canccr Screening Scrviccs

Majority of the respondents have heard about cancer of the cervix, and that it is the
commonesl ¢ of the female rc produc[ivc tract, and morc than half of the reaponients
onksl cancc
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kocwthat th i ; :
newthat the Humen Papilloma Virys (HPV} is the primary causc of cervical cancer. Up to

wo-thirds of the respondents howcvey kncy that hercdity is associatcd with actiology of

cervical cancer. This finding is diffgrent from hc tindings of Phipps, Cohen, Som ond
Braitman (1999). in a study catried out among Southcast Asian women living in the United
States, were majority (71%) of the women in the study did not know whoy cancer was. The
[mdings of this study nlso differs from that of the NARIS (2003) and Oladcpo, Ricketts and
John-Akinola (2008) where majority of the study population were not oware of cervical
cancer. This findings may difler from tlic {indings of other studies carricd out among women
gencraily because the study population in this study were nurses who have aecess 10
information on cancers end discascd generally. According lo Udigwe (2006), in any
community, traincd nurscs and midwives conslituic a knowledgeable class with rcgords 10
medical infonaotion and intcrvention. Likewise, Awedcle, Adcyomoye ct al (2011) stated

that nurses are importont health personnel that arc suppose Lo cducate women on the need lor

cervical screening.

Many ol the respondents belicved that women above the age of 50 yc:us are mostly affected
by cervical cancer which is in linc with the {indings of Guintoli and Brislow (2008}, where
old age was identificd as onc of Lhe risk factors associated with cervical cancer . This study
revealed that respondents had high level knowledge aboul some of the 1isk factors associated
with cervical cancer such as carly onsct ol scxual intcrcourse, infection of Human Papilloma
Virus (HPV) and heredity. Despite the high level of knowledge on cervical cancer among the
respondents, some gop in knowledge still exists about other risk [octors such as Tobacco
smoking wherc only fcw rcspondenis belicved that tobacco smoking was onc of the risk
[aclors of cervical cnncer. This gop in knowledge may be duc to the fact that most people
associale tobacco smoking with lung cancer and not wilh ccrvical cancer (Intenationa|

Collaborztion of Epidemiological Studies of Cervical Cancer, 2006).

Majority of the respondents werc of the opinion that only promiscuous women arc at risk of

uall sk of being infected with HPV as thcy might also be infceted by thelr husbands
°‘Ilh y at nsl e whose husbands have also been infected in the past are a}so ot
( omnas clal, A

| only promiscous womecn ase at risk ol
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isk of bcinp inf ; )
= . MAMECEE W ke Human Papilloma Yitus. This notion has 1o be corrected
because it could lead to sligmatization ang wrong

' labeling of those who ate suffcnng from
the disease.

It may also lcad to negative atitude towards screening.

MajJorily of the respondents correctly mentioncd thot blecding from the voginal is a symplon

of cervical cancer. Many {89.7%) also stated that painful intercourse and irrcgulor mensturl

llow os symptoms. This finding corroborates the statement of Udigwe (2006) who stated that

lrincd nuises and midwives constitute o knowlcdgeable class with regards 0 mcdical
information and intervention. Morcover, some other symptoms that are not associated with
ccrvical cancer were mentioned by the respondents such as high blood pressure and purulent
vogina discharge. There is therefore o nced to cducatc respondents that cervical cancer is
often asymtomntic ond is usually suspecied when there is abnonnal vaginel bleeding. In
addtion to this, il is nccessary lo cducalc women gencrolly about the various reproductive

Lract infections thot nifect wonicn and their symptoms.

Respondents® knowledge on prevention and carly detection of cervical cancer through Pap
smear was low, only about holf of the respondents stated thal regular pap smear could be
accessed as a means of secondary prevention or carly dctcction of cervical cancer, This
finding was similar to the findings of Awodclc ct o] (2011) in their study among nurses in
Logos Statc University Teaching Hospital. Awodclc ct al concluded that although nurses
have good knowlcdge of cervical cancer but they have limited understanding of the types of
cervical screening techniques. Likewise, Udigwe in 2006 concluded that the knowlcdge and

upake of cervical cancer screening services among nutses in Nnewi was poor,

¢ respondents were owarc of o cefvical cancer screcning cenlers in

A large propottion of th '
ihe University College Hospital (UCIT). This may be duc to the

Ibadan. Majority mentioned

fact that nll the respondents work in UCH and
oncof the biggest terginry health case focilitics in Nigeria ond it is alsoo referral centse for
therefore it is expecled o be cquipped

they are also resident in [badon. Also, UCH is

Other secondacy and Pfimaty health care faciliticss
with most of the medical diagnostic equipments.
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Respondents wege ask ; -
p sked about Whe could nfluence their screening behaviour, respondents

alt; = ga, =TI ,
had multiple opinions; Mmajonty said their husbands could influence then, ‘This gives a clue

to the role male pa in ' : i
01! pantners in tnfluencing Screciung behavior. Some also said their collcagucs at

work can infuence their screening bchavior, A large proportion also reported that tnedical
doctors could influcnce their screcng behaviour. This tinding confirms the obscrvation
made by Check (1999) and Kont ot d (1997), According 10 Kant ct al, personal invitstion by
a gencral practioner resulted in 18% highier ovenll atiendance for screcning. it should be
noted that the major reason why other peopte can influence respondents' decision to go for
screening is the belicl that such people know better cither through experience or practice.
Fricnds were also chosen as people who could influence respondents scrcening behaviour
which confims a study by Check (1999) and Daramola (2001) where it was confirmed that

fricnds are an infonnal but imporiant source of health iafoimation in providing health

information about cervical cancer.

Newspapers/magazines were the most common source of information where respondents
would like 10 lcam about ccivical cancer. Respondents alsa stated that health
professional/collcague, radio/television and health talk were other common source where
they would like 10 access infonnation on ccrvical caacer. This reveals the importance of
these sources of information in providing health information. Television is a meduim that

provides audiovisual infornation to a large numbcr of people withing a relativciy short

period of time, and scveral studies have demonstated the retevance of tclevision in providing

health information, which can lead to positive behavioral change. The role of health workers

in providing hcalth information about ccrvical cancer has been previously desciibed by
Dacamola (2001) and Jamesoo(1993).

S Attitucte And Utilization O Cervieni Screcning Services

Only 174 out o the 503 respondents have cver had a Pop smeas done, out of which very few

(9.5%) had accessed
corroborates the findin

University Teaching IHospi

Pap smear screcning scevice wwice in their lic. This finding
gs of Awedcle ! al (2011) where majority of the nurses in Lagos

1al had poor disposition lowonls undergoing cervical cancer
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scicening. The {indin 5 .
& 6 also confiin the findings of Udigwe {2006) who concluded tha the

vi : !
LS EBEECa e O SCIECDINEG services by nurses in Noews was very poor

Most of the respondents who had assessed P'ap smcor services did so in the University

College Hospital (UCH). This is probably duc 1o the fact thet they work in the UCEL The

1cspondents that had never had Pap smear done were asked the reasons for not going for the
test, a large proportion stated lack of lime, while others said it i fear of the resull that has
madecthein not 1o go for the test. These findingsrcycaled thal respondents’ professiondid not
significantly influence their atttude towards sceecning. This is however noi cncouraging
becausce nutses as health prolessionals should be advoeates for cervicnl cancer screcning in
the society. Morcover, these fiadings is similar to the findings of De Nooijer, Lechner and
De Viies (2002) where majority of the women in Holland stated that they had no time to go
for cervical cancer screcning because of their work schedule aod based on different

perceptions of the severity of the discasc.

Although a large proportion of the respondents sisted that they would go for cervical cancer
screening in future, theie poor altiudinal disposition towards cervical cancer screcming
services has sctious implication on their health secking behaviour both at prcsent and in the
future, There is therefore a need for health cducational intcevention among the nurses and

other health care providers aimed al increasingtheir knowledge on the advantages of ccrvical

cancer screcning.

5.4  Implications of the findings for reproductive health cducation

There is no doubt that the tesults of this study will have far rcaching implications for the

planping, development, imp

programmes especially on issues relating to cancer health cducntion in Nigerio. Heslth

education is the pait of b
Health education is the €O
adaptation of behaviour €O

reinforcing or chan ging ktowlcdge, altitudes an . |
tested i ith the aim of helping them (0 cnsuse ar oplimum well-being. lcalth
stategics, Wi

lementation ond cvaluation of womens’ hcalth education

calth carc 1hat is concemed with promoting healihy behaviours.
mbinalion of learing cXpericnces desigfed 10 facilitate voluntary
nducive 10 health (Green and Kreuler, 1991). 1tis concemed with

d behaviours o £ people through effective time
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cducation can th :
cation can therefore be used (o bridge the gap between the health informution 0cquired

and health practices within the context of cervical cancer screening

Onc of the key implications o f tlie study is the need for cervical cancer screening cducation

programmes to be carried out wnong health professionals at all levels cspecially among
nurses. Despite the fact that cervical cancer screening awareness is high among nurses, the
utilizatlon of the screening scrvices availdble and accessible in their place of work (UCH)
was very low. Reproductive health cducation specialists have o significant role o play in
reversing this trend among nurses because they constitute once of nost authorilative sources
of information about hcalth mauteis for the gencral populace cspeciolly women. The
continuing cducation progranuac such as institution bascd health workshops, seminars and
in scrvice training provides o golden opportunity for doing this. Nuises nced to be traincd not
only to provide comprehensive health education scrvices routincly 1o their clients but to also

motivate them to practice what they teach and lcad by cxample.

The cvidence from this study suggests that the UCH authority should promote cervical
cancer screening sctvices among nutcs in order to have a healihier work foice. In this
respect, policy bricf could be preparcd from this document that could be used by UCH4 Board
to promote health. Also, the existing cwriculunt in the schools of Nwsing should be modificd
to include cervical cancer screcning scrvices so that student nurses would incalcale the

kaowlcdge and have positive ottitude towards utilization of the scervices.

Reproductive health specialists can  design and dcvelop infomation, cducotion and

communication matcriols on cervical cancer sucb as leatlets or booklets which can be shared

ing j incs i
among all health profcssionals. Enlightenment through Nursing journals and magazines is
also a useful health cducation stralcgy.

successiully 1o raisc nurses awarcness and k
urses’ knowledge about utilization of

1t had been widely uscd 10 disseminote jnformation
nowledge on various bealth issues. It could be

cervical cancer screening scrvices ond
used to upgtade n

its advaniages.
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5,5 Conclusion

is siudy reve :
This study revecals that the knowledge on 1he usage of cervical cancer screening anong the

female nurses of the University College Hospitat (UC] D), tbadan is deficient, even though

they are aware of cervical enncer and tle screening scrvices available, [tis opparcnt that there

is n huge knowledge gnp that needs 10 be filled in 1crms of benefits and reasons why they
should go for the screening. Even though majofity of the respondents know what careinoma
of the cervix is all nbout, and arc aware of the test cailed Pap smear, knowledge about

cervical screening scrvices is vety poor and accessing the screening services was pencrally

poor and oflcn 1aken for gronted.

Low knowledge on advantages of uutilizotion coupled with fow perceived susceplibility has
rcsuited in poor scseening behavior and paor attitude towards screening, There is therefore an
urgent nced 1o positively influence nutscs® attitude and behavior wowards going for screening
tluvough health seminars and workshops so as 1o effcctively address all misconceptions

thereby improving preventive behaviors among nusses and women genceally,

36 Rccommendations
From the findings obtained in this study, the following reccommendations have been made:

1) Nutses® level of knowledge about cervical cancer should be upgraded through
cducational interventions and they should be motivated to adopt cervical screening scvices
2) Interventions should be put in place to increase awareness of cancer of the cervix and

preventive healih_seeking behavior among women.
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ATPENDIX I

QUESTIONNAIRE

Dcar Respondent,

I am MaXwell, Opcmipo Olubunmi, g postgiadunte student of the Depariment of llcalth
Promotion and Education in the Facully of Public lcalth, College of Medicine, University of
lbadan ond 1 am canring out o study on “KNOWLEDGE, ATTITUDE AND
UTILIZATION OF CERVICAL CANCER SCREENING AMONG FEMALL
NURSES IN UNIVERSITY COLLEGE HOSPITAL, IBADAN". This rescarcl is pert of
the sequircment for the award of Masters in Public 1lealth (Populntion and Reproductive
Hcalth Education) and the f.ndings wilt be used for rescarch purposc only.

Pleasc note thot you arc not required o write your name on the questionnaire. Kindly feel
frce 10 express your opinion and be rest assured thal your responses will be kept strctly

confidential.

Your honest and sincere response (o the following questions will be highly apprcciated.
Thank you.

SERIAL NO
INSTRUCTIONS (Pleasc give an appropriate answer ond lick where applicable)
SECTION A. SOCIO-DEMOGRAPHIC INFORMATION

1. Agcinycars as ot Jast birthday: et

2. Mantal status:
a) Single [ ] b) Mowied { ] c¢)Divorced [ ] d) Scpasated [ ]
&) Widow [ ]

3. Religion:
a) Christianity { ] b)Islamic [ ] c) Tiaditional [ ] d Othets (Pls specify) -~

4, Etllvic group. o. Yorubaf ] b. Hausa] ] c.lgbo[ ] d. Others (Pls specify) -
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5. Educational background:

a) RN/RM and other specialtics[ ) ) {st Degrec [ ]
d)Phd [ ]

6. Cadre in Nursing profession

c) Masters Degree [

a) Assistant Direclor of Nursing [ ] b) Chicf Nursing Officer [ )

| c) Principal Nursing Officer [} d) Scnior Nursing Officer [ ]
l : .
¢) Nursing Officer [ ] f) StaMNursc [ )
7. Ycars of pmetice: --.. .-

8.Have you ever pracliscd in a gynoccology waed?
a)Yes [ ] biNo [ )
9. If yes. for how long? et

10. How many children have you ever had? (living and dead) —-

SECTION B: KKNOWLEDGE ON CERVICAL CANCER
11.Cancer of the cervix is the commonesl cancer of the femalc reproductive tracl:
Yes{ ] DbNo [ ] c)Uncerigin [ 1§
12. What is the pimaty causein development of cervical cancer?
a) Unknown|[ ] b) Human Papilloma Virus[ |
¢) Human Immunodelicicncy Virus[ ] d)Oldage [ ]
13. The following causes have been associated with the actiology of cervical cancer
(Pls tick whcre applicable)

_i'“ YES |NO
T | Heredity
i|. 3 Old Agc
T, - HIV
iv, HPV

14 In which age group docs cancer of the cervix most commonly occur?

8) Below 30 ycars [ ) b)30-39years [ ] ) 40-49 yoars[ ]
d) 50 years and obove [ ]
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5. Educationat background:

2) RN/RM and other specialties[  § b) st Degree[ ) ¢) Masters Degree [ ]
dPhd [ ]

6. Cadre in Nursing profession

a) Assistant Director of Nuesing [ ] b) Chicf Nursing Ofticer [ ]

c) Principal Nursing Officer [ ] d) Scnior Nursing Officer [ |
| ¢) NursingOfficer [ ] f) Stoff Nussc [ |
7. Years of praclice; —-eseeecmoemee -

8.11ave you cver practised in a gynaccology ward?
a)¥es [} b)No | ]
9. If yes, for how long?

10. How many children have you ever had? (Jiving and dead)

SECTION B: KNOWLEDGE ON CERVICAL CANCER

1 1.Cancer of the cervix is the commonest cancer of the female reproductive tracl:
Yes[ ] bNo [ ] c)Uncertain[ ]

12. What Is the pimary causc in development of ccrvical cancer?
g) Unknown[ ] b) lHumon Papilloma Virus [ ]
¢) Hwnan Immunodeficiency Vilus[ ] d)Oldage ()

§3. The following causes have been associated with the setiology of cesvical cancer

(Pis tick where opplicable)

":“ YES | NO
L, Hercdily
R Old Age
. HIV
iv. HPV

14 _In which agc group does cancer of the cervix most commonly occur?
8) Below 30 years () b)30-39ycars [ ) <) 40-49 years | |
d) S0 ycars and above [ ]
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. .
15, Some risk factors assaciated with ccrvieal cancer include

(Pls tick here applicablc)

| [ YES [NO
1 Heredity [
L Old Age

i, HIV

v. LIPY

vi. Abortion

vil. Sexual intercaurse ol carly nge
viii. Tobacca smoking

X, Radiation T

X. Infertility B

Xi. Micronutrientdelicicncy

xii, Infection  with  chlumydia

trachomalis

16. What are the specific or diegnostic signs and symploms of cervica! cancer?
(Pls vck where applicable)

YES |NO
1 Fever
1 Nousca and Vomitling
1l Slecplessness
iv Bleeding per vaginal
v Sleeplessness ‘
vi Purulent vaginal discharge
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17. Can cervical cancer

YLES NO
| kill 7
i be prevented? i
il be treated 7

I8 1f the answ'er to (1741) is yes, how can it be prevented?

SECTION C. KNOWLEDGE ON CERVICAL CANCER SCREENING SERVICES.
19. Arc you aware of a test called Papanicolau’s (Pap)smeai?

ayYes [ ] bNo [ ]
20. If yes, wbat is it used for? — =

21. Why is cevical cancer screcning necessaly?

>

22. Cervical cancer screening is e diagnoslic test.
a)Yes [ ] b)No [ )

23.Are you aware of any screening centre in lbadan?
0) Yes [ ) b)No [ )

24. If yes, pls name the the centre (S)

oo oann

25. At what age should a womanstart beiog screened for cervical cancer?

D e——— @ c—— Gl Crd ey

>oe

26. How oflen should the screcning be done?
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SECTION D. ATTITUDE TOWARDS TIIE UTILIZ

ATION OF CERVICAL
SCREENING SERVICES

27. Have you ever had a Pap smear done?
a)Yes[ ) b)No [ |
28. 1 the answer to (27) is yes, how may times have you had it <Jonc?
a)Once [ ] b)lwicc] ] «¢)Thricc| )  d)dtimesormorc | |
29.Where did you have the screening done?—eeeeee—. R

30. If the onswer to(29) is no, whot is the reason for not having Pap smear done?
a)Cost considerations{ | b) Lack of awarencss of thetest [ ]
c)i.ack of oworcness about where it can be done{ ) d)lcar of the resuft { |

¢) Procedurcis cumbersome[ ] () Lockoftime | |
g)Other rcasons (Specify) - —=

oS osvores "™

1. Do you intend 1o go for sceeening in the future?
a)Yes( ] b)No[ ]

32. Ifyour answer to (33) is oo, why

-0ttt osas D08 — e g

SECTION L. DETERMINANTS OF UTLLIZATION AND NON-UTILIZATION OF
CERVICAL SCREENING SERVICES
33. Have you cver been screened in UCH facility?
a)Yes [ ] b)Nof ]
34. If your answer to (33} is no, why?

35 Ifyour answer to (33) is yes. why did you choose the facility?

—

36. Would you like to use the facility again?
3)Yes[ 1 bNo [ ]
37. If your answer 16{36) is no, why?
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SECTION G. CUE TO ACTION/ SOURCE OF INFORMATION

38. Who do You think ¢an influence You decision to go for screening?
(Pls tick hcre applicable)

: YES | NO
1 Husband

i Parents

i Collcagues

bv Doclors

v Religious Icaders

vi Siblings

39. From whicb source of informiation do you wish to leani about cervical cancer?

(PIs tick wherc applicable)

YES NO
| Radio/ Television
i Classrooms
i Friends
v Health Talk
v Health professional/ Collcagues
vi Newspapers/ magazines

vii Mosques’/ Churches

40. Whot will you want to know about cervical cancer screening tcchniques?

(Plcase tick answers as many as you find suitable) (Pls tick wherc opplicoblc)

i“ YES NO
i Screening Procedures
1 Eflicacy in detection
i1i Age Limit
iv Side cfTects
v What next after detection

Thanks for laking your precious time lo (il the questionnaire, God blcss you.
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AIPENDIX |1
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