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Human papilloma virus awareness and uptake of HE&Cmation among human immunodeficiency virus

positive women in Nigeria.

Abstract

Background. The contribution of Human Papillomasir{HPV) to the etiology of cervical cancer is well
established. Vaccination of at risk populationdsammended best practice.

Aim: To determine the awareness of HPV and uptdkelRV vaccination among Human immunodeficiency

virus (HIV) positive women attending the antiretirav clinic.

Study design: A cross sectional questionnaire basecy

Place and duration of study: Antiretroviral cliniosthe University of Port Harcourt Teaching Hoaphetween

21° October -21 of December 2014.

Method: Questionnaire based survey of 162 HIV tpasipatients was conducted. Data on sociodemograph
characteristics, awareness of HPV infection andipus uptake of HPV vaccination was collated analyred

using SPSS Version 20. Data was presented as fregugercentages and P< 0.05 set as significant.

Results. The mean age of respondents was 3514 years. Fourteen percent (23) were aware &f EfRising cervical
cancer with 10.4%(17) aware of the existence of HRttination. None of the patients were ever vaateith against HPV.
The main reason for lack of uptake was non-avditglif the HPV vaccine.

Conclusion. Awareness of HPV as a precursor oficalreancer and HPV vaccine uptake among this Hiih

population is abysmally poor. There is an urgemdni®r more sensitization of this group of patigntembrace
preventive strategies to reduce the scourge ofa@reancer while concerted efforts should be ntadacrease
availability of vaccine.

Introduction.

Eighty percent of cervical cancer related burdest ire developing countries of the world and it cimites to a significant
proportion of all gynaecological oncology deaths4JL This had been associated with poor health seeleéhgJour, late
presentation and the lack of use of preventatirstegjies related to cervical cancer and precufSeb$.

The link between oncogenic strains of human papiéleirus as the precursors of cervical cancer had bell established
by several serieg5,7]. A woman of reproductive age has a 50-90% 0§ acquisition of the HPV virus during her
reproductive lifespan with different oncogenic puials [8,9]. These are largely categorized intw tesk strains associated
with development of warts and high risk strains aidhhave been associated with the development oficedrcancer

[1,6,7]. There are over 30 variants of HPV whiclgé the genital mucosa with 15 strains considagencogenic [6].
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Globally the commonest oncogenic serotypes arentl618 while others like 31,33,35,45,52,57,58,668,70,73 and 82
had also been identified [1,7,10].

Spontaneous regression of HPV infection howevethdsnorm in a patient with normal cellular immuesponse without
integration of the HPV virus into the cellular gem® of the cervix [11].

About 50% of women do not develop any measurablébady response following natural infection withetlvirus,
however, in women who develop detectable antibtmgls are too low to confer any suitable immuumigainst reinfection
[6,12]. HPV vaccine introduction is a landmark achievemiaenthe primary prevention of cervical cancer, whitas
become so prevalent in some societies. Its intioluand usage had contributed significantly inugdg the incidence of
cervical cancer related morbidities among the imizeoh group of females in the developed countries3]7but reports
influenced by sociocultural, political and economeéasons in developing countries, reflect poor kepfd4,15].

Globally two vaccines against the HPV are avaflabiCervarix, a bivalent vaccine produced by Glaxil$kiine
(Brentford UK), against serotypes 16,18 and Gatdakich is a quadrivalent vaccine (Merck and CoA)$rotective
against serotypes 6,11,16, and 18 which are admiats over six months period [13]. The exact doratf antibody
protection from immunization is unknown but immuogical studies have observed a 11-13 fold incredgs®e natural
immunity. However reports of up to 7.3years antypddtection after vaccination with Cervarix hadmeecumented with
statistical models projecting an up to 10 yearsqution [16,17].

Oncogenic virions persist in patients with compised immunity with HPV integrating more frequenifyo the genome
of the cervical epithelial matrix with resultanepnalignant transformation [18,19]. Patients witlmam immunodeficiency
virus are often associated with high prevalenceeofical cancer and acquisition of the HPV viruscérding to the Centre
for Disease Control, USA (CDC) deems the presericeeovical cancer as an AIDS defining disease [20]th the
antiretroviral therapy, life expectancy of thesdigrds increases, but with other co-morbiditiese ligervical cancer.
Consequently it is imperative these high risk geoembrace all available primary preventive measwsbich improve
outcomes, as evidenced in developed countries.

This study appraises awareness of oncogenesis éf thié use of HPV prophylactic vaccination in arvHIgroup, and
ascertains whelter HIV+/AIDS patients attending antiretroviral clinic, utilize recommended HPV phytactic
vaccination. Suggestions for amelioration of thaation are put forward.

Method: A cross sectional prospective study was carnatlamong 162 women attending the antiretrovitadicc
between October 21and December 212014. A pretested interviewer administered questire was used to obtain
information from the patients. The antiretroviréihic operated from Monday- Friday with an averagorty attendees

presenting at the clinic per day. Patients werenseled on the study and consent obtained. Thoserefbsed to give
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consent to participate in the study were excluderhfthe study.

A total number of 4 participants were recruited gay, selecting one out of 10 patients until theirdel sample size was
obtained using a simple random technique oventisentonths period.

The desired sample size was determined using tlh-Eish formula for single proportions [21] which N= Z Pg/d
while the P= 6.9%(0.069) which is the HPV vaccioatiuptake among adolescent daughters in Lagos idig22].
Allowing an error margin of 0.05 at 95% confideringerval, a minimal sample size of 105 respondevds calculated,
however a total of 162 respondents were recruitethis Study.

Information on the age, parity, marital statuselesf education, occupation of spouse, knowledgeofe of transmission,
awareness of human papillomavirus and its relalign cervical cancer was obtained from the redpats. Information
on previous vaccination with any available brandH&fV vaccine was also obtained from the responddrite social
classes of the respondents were determined usn@ltrsanyan et al formulae [23].

The information was collated and analyzed using SR8rsion 20 software. Results of analysis weresered as
frequency tables, percentages and test of signifisas done using student t test with P < 0.05idensd as significant.
Results: The mean age of respondents was 35.17+7.14 yatirsage range of 21-61 years. 48.8%(80) were endbe
group 25-34 years, 42.1%(69) were in the groupddyears. Other age distributions are as showrbie th

The review of parity of respondents showed tha?%§93) were para 0-1, with the least with paritgajer than five
4.9%(8).

Fifty seven point nine percent (90) of respondevise in the middle social class while 25% werehia high social class
with 17.1% (28) in the low socioeconomic class. G@oning marital status 75.6% were married, 17.7%(l&re single
while 6.7%(11) were divorced. These are shownliteta.

Table 3 highlights the awareness of HPV, HPV vaattim and uptake of vaccination. Among respondeit%,(23) were
aware of HPV causing cervical cancer, 3.7%(6) hadect knowledge of the route of transmission ofVH®hile
10.4%(17) were aware of the existence of HPV vatmn.

Comparing uptake of uptake of HPV vaccination andraness, 9.8%(16) were aware of HPV vaccinatiah fed not
taken previously while 90.2%(148) were not awaréhefvaccination and hence did not take it.

Figure 1 depicts the reasons for failure of uptakeaccination as expressed by the respondentg¥&88) mentioned the
absence of the vaccine as the reason for lackeyf244%(40) sited fear of side effects, cost wasessed by 19.5%(32)

and it been unnecessary in 15.2%(25)
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Discussion

The relationship between human papillomavirus aedical cancer had been established by severalestimhd had
formed the platform for the development of vaccimasprimary level of prevention among the populddas study
revealed an abysmal level of awareness of theb@tkveen HPV and cervical cancer among the groygaténts surveyed
who had been observed to have a higher risk ofldprent of cervical cancer. This is most worrisoasethese patients
arrive at tertiary hospitals, which emphasizes éhegilities do not publicize enough, to sensitsients about risks of
cervical cancer to which they are exposed.

Both human immunodeficiency virus and the humanilipapavirus have the same route of transmission #edrisk
factors associated with these diseases are lasgallar. Various series have associated HIV as orador enhancing the
acquisition of HPV [24, 25]. In addition to the fabat most of the patients are not aware of HRXgdr proportions were
also not knowledgeable of the fact that the HPMvis sexually transmitted. The lack of understagdif this fact implies
that the patients are likely to still engage irkriactors associated with its transmission sincetnod the patients are in
their reproductive age. The prevalence of sexusdlpted disease conditions are largely associati¢hd females of
reproductive age [26-28] which makes it imperatibe, need to reinforce the message to reduce shefiHPV infection
among this group of high risk patients.

In a bid, to reducing the scourge of human papiflemus, the development of variants of vaccinesehiaeen used with
good outcome in developed countries especiallyaitepts with a higher propensity for developmenteivical cancer.
The use of this preventive strategy has been pofamales in the developing countries and worlitistvas observed that
all patients surveyed had not previously been immath against the HPV inspite of the fact that ab®0%o of these
women are still in the recommended age group fervdccination. Despite the fact that, about 10.4%amen are aware
of the existence of the HPV vaccination, this did influence the uptake of the vaccine among thisig. This implies that
there must be other factors that are responsiblthéolack of uptake of HPV vaccination.

In a review of the possible reasons for the lackmtbke of HPV vaccination, a large number of tegpondents blamed
non-availability of the vaccine to be the reasonrfon-use. This is a common scenario in most deuedpcountries as a
result of the inability of governments to procute tvaccine because of other competing health naadslack of
understanding of the burden of the disease. Thif isontrast to what is obtained in developed coestwhere
governments have legislative backing and had irmratpd vaccination into their national immunizatgmegrammes hence
increasing uptake with good outcome [29-32]. Thsistgnce of non-governmental agencies like GAVISiaviding
vaccines for low and medium income countries hadega long way in making available vaccines in setironments

[33] even though more need to be done in this toec
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The fear of side effects was cited as the reasondn use of the vaccine as it is obtainable wittsthwaccines [34]. This
erroneous perception can only be removed by proplelic health education, which had positively aféecuptake in some
countries.

Cost was another limiting factor that was identifiey less than a fifth of the women studied. THeatfof cost on the
uptake of vaccinations was highlighted by otheresef35,36]. However, this study did not identifyst as a major factor
since a look at the sociodemographic parametetieofespondents showed that about 82.9% were allen&hd higher
socioeconomic class.

Furthermore, most of the women also had socioenansupport from their spouse since a large progof the women
were married. There is therefore need to explaeenhrriage link and extend sensitization of theeffiesrof vaccinations to
their husbands who had been observed to pay impadbes in the decision making process of womethig environment
[37].

Concluding remarks: The observation of poor uptake of HPV vaccinateonong this high risk group may infer a
possible increase cervical cancer burden on thithhggstem if stringent measures are not takervéidaits occurrence. A
built in primary/community health care enlightmgmbgramme is urgently needed to improve uptakeduliteon to other

programmes among HIV positive women in Nigeria.
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Table 1: Sociodemographic characteristics

Variables Frequency Percentage
Age
15-24 10 6.1
25-34 80 48.8
35-44 69 42.1
45-54 3 18
55-64 2 1.2
Parity
0-1 93 56.7
2-3 a7 28.7
4-5 16 9.7
>5 8 4.9

Social status

Low 28 17.1
Middle 95 57.9
High 41 25.0
Marital Status

Single 29 17.7
Married 124 75.6

Divorced 11 6.7




226  Table 1:- Age, Parity, social status and marital status efdbhort: Age range -64. Most frequencies in Ac

227  25-34 and 334 years. Social status middle class is the mgjaitd most were mard
228

229
230

231 Table 2: Avareness of HPV, knowledge HPV vaccination and uptake of HPV vaccination

Variables Frequency

Yes No

n(%) n(%)
Awareness of HPV causing cancer 23(14.0) 141(86.0)
Transmission rou of HPV 6(3.7) 15€(96.3
Awareness of HP vaccinatiol 17(10.4 147(89.6,

232 Table 2. Comparing awareness of HPV causing cancer agaimateaess of HPV vaccination (OD1.

233  P=0.1999;CL 0.72-2.75)
234

235  Figurel: Reasons for failure of uptake of vaccinat
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237  Figure 1: The main reason (over 50%) shows lack of availgbilFear of side effeci cost and deemin
238 vaccination as unnecessary, all contribute buttie$ke failure of using vaccination. Red bars ¢at negativi

239  responsesylueindicate positive respons



240
241

242
243

244  Table 3 Awareness of HPV and previous uptake of WB&tination

Uptake & HPV vaccinatiol Totel
No Yes n(%)
n(%) n(%)

Awareness of HPV vaccinati

Yes 16(9.8) 0(0.0) 16(9.8)

NO 148(90.2) 0(0.0) 148

245  Table 3: Uptake of HPV was not affected by awareness oftR¥ vaccination. (P=0.90)



