Short Research Article

Knowledge and Screening Practices of Cervical Qaaoeong Pregnant Women

Attending Antenatal Clinic in Tertiary Hospitals Enugu, South-Eastern Nigeria
ABSTRACT

Introduction: The burden of cervical cancer is more in develgpuorld where it

IS a major killer among reproductive age group. ilde evidence sugges

factors responsible for this escalating mortalityoag Nigerian women as lack of

awareness and poor use of early detection measures.

Materials and methods: This study examined the knowledge and scree

practices of cervical cancer among women attendimgnatal clinics in tertiany

ning

hospitals in Enugu. The study utilized descriptivess sectional design. A sample

size of 250 pregnant women was proportionatelycsstefrom each study setting

and convenience sampling used to select respondentthe study. Data wa

collected through researcher’s developed questiomn@escriptive statistics was

used for the analysis of data collected and chasgstatistics was utilized to te
the hypotheses at significance level of 0.05.

Results: There is poor knowledge of cervical caramaong pregnant women

only 8.1% knew that cervical cancer is caused bsndru papilloma virus an

S

St

as

39.5% identified pap smear as screening test. Tlsepoor uptake of cervical

cancer screening as only 2.8% had carried out sicigéest. Poor access to health

education and invasion of patients’ privacy wasmiagor factors that impaired the

utilization of cervical cancer screening. There was significance relationship

between knowledge and practice of cervical cancezening P>0.24) and als

between level of education and cervical canceresing practicesH>0.14).

Conclusion: It was recommended that health stdkleh® should intensify health

education to reawaken the women’s consciousnesheoimportance of cervical
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1. INTRODUCTION

The incidence of cervical cancer is increasingaér the world with the increase

occurring in multiples in developing countries thatherto had lower incidence.

The increase is attributed to ignorance, life sglanges and negative attitude of
people towards preventive health, poor screeniagtizes, low level of education

of the populace and poor access to medical car®\[hile cancer is a global health
issue, the cancer burden is felt more acutely iweldping countries, where

resources available for prevention, diagnosis, taeament of cancer are limited.
This is certainly the case in Nigeria, where thisedse is causing untold

devastation, and control measures are desperagglgied [1, 2].n Nigeria, the

National Cancer Control Programme was develope@008 with the view of reducing the

morbidity and mortality associated with cancer atsd socioeconomic impacts. Within the
framework the Federal Ministry of Health (FMOH)aslished a cervical cancer control plan for
screening and early detection of cervical cancerfaman papilloma virus (HPV) vaccination

for primary prevention in girls of 9-15 years [3he level of implementation of this plan is still

debatable in NigeriaThere is dearth of experts and facilities for yaltection of
cancer in many secondary and even tertiary headtitutions in Nigeria [3].
Cervical cancer is a chronic debilitating disea$ectv continues to cause extreme
distress and anxiety for patients, carers and ta@nily, and poses challenging
clinical problems to nurses. The problem associafiiu cervical cancer is not just
limited to the women, the family as a whole is eféel. The economic implication

of being affected with cervical cancer is enormbasause it diverts the economic
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resources meant for family upkeep and childreniscation, to managing cervical
cancer which is expensive. [4].

Nigeria is the most populous country in Africa weth estimated population above
170 million in 2014 [5] and with an estimated topalpulation of women between
15-49 years about 40.43 million who are at riskdef/eloping cervical cancer.
Currently literature indicated that every year, 229women in Nigeria are
diagnosed of cervical cancer and 8,030 die fronditbease [6].

GLOBOCAN estimates that cervical cancer is the sdcoommonest cancer in
Nigerian women with an Age Standardized Inciden@eRASR) of 29.0 per
100,000 [7]. This is similar to rates quoted frotoufa and Ibadan cancer registries
of 30.3 per 100,000 and 36.0 per 100,000 respdygtive

Incidentally GLOBOCAN data relied on estimates frdhe population based
registries which cover less than 5% of Nigeria'pydation [7]. Institution based
reviews across the country suggest that cervicgaderais common. For instance, a
large review carried out in Lagos and Ibadan (BoMest Nigeria ) in 2011
showed that cervical cancer was second only tosbreancer as the commonest
cancer in the region [8 ]. In University of Nigerieaching Hospital, the three
most occurring cancer among patients in the hdsfiten January 2008 to
December 2012 show that breast cancer account4i@®& prostrate 30.5% and
cervical cancer 14.8% of 1,502 patients diagno$ekese types of cancer [9]. The
above results obviously would not be a true refbecof the people infected with
cancer, most especially cervical cancer whichdsiéin.

Cervical cancer is attributed to several risk fest@mong these factors include
early marriage or early age of first sexual interse (coitarche), multiple male
sexual partners, male sexual partners who thensdigge had multiple sexual

partners (high risk males), early age at first s¢xutercourse with uncircumcised

3
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male, long term use of oral contraceptive gt These sexual risk factors favour
the sexual transmission of a carcinogen Human Bapl Virus (HPV), which is
associated with nearly all cervical cancers [1Q, The risk of developing cervical
cancer is attributed to the presence of carcinayento Human Papilloma Virus
(HPV) type 16 and 33. Thus cervical cancer is atmoknown in virgins. A
vaccine designed to prevent cervical cancer ocooer@nd other diseases caused
by infection of HPVs was approved in the U.S. imgu2006 [11]. Current
vaccination programmes cover types 16 and 18, whiehreported to prevent
66.2% of cervical cancers.

In developed countries such as United State of Aragdeath rate from cervical
cancer has dropped due to regular cervical scrgemd treatment that is available
and accessible [8]. Conversely, in developing coesitlike Nigeria, only few
women presented themselves early to the hospdalscfeening of cervical cancer
when cure could be achieved while majority seekthezre when the condition
can only be manage in a palliative manner [1Zjodt 10% of Nigerian women
ever had cervical cancer screening in their lifetif8]. This goes a long way to
highlight the ignorance and information gap on #vailability of screening and
the preventable nature of cervical cancer. Thisias appropriate as for early
diagnosis and treatment programmes of any malignembe effective, the general
public must be aware of the disease and its impgaesentation and potential
treatments [12]. Therefore, this study sets to rdatee the knowledge and
screening practices of cervical cancer among préggnamen attending antenatal
clinics in tertiary hospitals in Enugu, eastern éig

2. MATERIAL AND METHODS

2.1 Study area
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This study was carried out in University of Nigefi@aching Hospital (UNTH)
ltuku-Ozalla and Enugu State University Teachingpital (ESUTH) Park-lane.
UNTH is a famous tertiary hospital with differergtdre of professionals. UNTH is
designated as the centre of excellence for thaamasiirgery. It serves as a referral
centre for states in the south eastern, north @leatnd south-south regions of
Nigeria. Enugu State University Teaching Hospitalk®lane Enugu is also a
tertiary institution with different cadres of pref@onals. The hospital serves as
referral centre for secondary health care facditreEnugu State.

2.2 Study design

The research design utilized for the study wassari&ive cross sectional survey.
2.3 Sampling technique

The University of Nigeria Teaching Hospital (UNTHNd Enugu State University
Teaching Hospital (ESUTH) are the only two tertitagspitals that offered ante
natal care and were both selected for the studg. aMerage number of pregnant
women that attended antenatal clinics per month 2¢4sand 150 for UNTH and
ESUTH respectively. The estimated total populatadnthe two tertiary health
facilities for two months that was duration of @tedy was 728. The sample size
for the study was determined using Taro Yamaneisdita:

n= N/1+N (ef

Where n = sample size

N = Total population

e = constant (0.05)

n = 258

A proportionate number of respondents were seleftted each of the selected
hospitals for the study. A total of 152 and 106gpi@nt women were selected from
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UNTH and ESUTH antenatal clinics respectively fdre tstudy. Purposive
sampling was employed in selecting the respondeiliang the inclusion criteria.
2.4 I1nclusion/ exclusion criteria:

The inclusion criteria include pregnant women atteg ante natal clinics,
willingness to participate in the study, been eomd and physically stable and
present as at the time of study while pregnant womiko refused to participate
and non-pregnant women who attend other cliniché@hospital were excluded
from the study

2.5 Instrument of Data Collection

The instrument used for data collection was thecamer developed semi
structured questionnaire drawn strictly based deresive literature search on the
knowledge and practice of cervical cancer screenifige questionnaire elicits
guestions on demographic data of the respondembsyledge, screening practices
and factors influencing the practice of cervical@a screening. The questionnaire
was constructed in English language.

2.6 Method of Data Collection

Four research assistants who are nurse educatdhe aelected hospitals were
recruited and trained on the purpose of the studgthod of selection,
interpretation of questionnaire and collection afad The distribution of the copies
of questionnaire to the pregnant women in the talecded health care institutions
was done on antenatal visit days of Mondays, Wethes and Fridays. The
distribution and collection of the questionnairstéa for eight consecutive weeks
using the antenatal visit days in each of the halkgpi The questionnaire was
Interviewer administered and was collected on fa&.sThe study duration span
from April through may, 2015.
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2.7 Validity of the Instrument

The face validity of the questionnaire was deteeng the project supervisor and
content validated by experts in oncology and natrist. Experts were requested
to rate each item and overall instrument usingoaidt scale as follows: - very
relevant, relevant, relevant with item revision amelevant. ltems identified as
irrelevant were dropped and those suggested foréision were modified and
reevaluated before inclusion.

2.8 Reliability of the instrument

A group of twenty five pregnant women attendingeanatal clinic at Mother of
Christ specialist hospital, Enugu were recruitedctonplete the copies of the
guestionnaire. Data was analyzed for reliability-efficient using Cronbach’s
alpha. The reliability co-efficient for the overatistrument was ascertained to be
0.86, signifying that the questionnaire had a lpgportion of internal consistency
2.9 Ethical Considerations

Prior to obtain ethical clearance, a letter wasttemi to the research ethical
committee of University of Nigeria Teaching HospitBnugu and Enugu State
University Teaching Hospital, Parklane- Enugu wshhmmary of the research
protocol attached. The permission to carry outstney was granted from both two
tertiary health institutions. Also permission wasight from the administrative
heads of antenatal clinics and from the respondbetsre administering the
guestionnaire. They were also assured anonymouantaoy participation and
confidentiality of information given.

2.10 Method of data analysis

Completed data was checked and cleaned for esrodzily basis. Any correction
needed was effected before data entry into the aempData entry was done
using IBM SPSS (Statistical Package for the Sdgtances) version 20. Data was
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double-entered to minimize errors. The socio-demoigic distribution of
participants was done by simple frequencies andepted in tables. Descriptive

statistics was used to analyze the data while entél statistics of chi-square was

used to test the relationship between variablegatficance level of 5%.

3.1: RESULTS
TABLE 1. SOCIO-DEMOGRAPHIC DATA

Characteristics Option Frequendyercentage

Marital Status Single 7 2.8
Married 240 96.0
Never married 3 1.2
Total 250 100

Family type Monogamous 195 78.0
Polygamous 55 22.0
Total 250 100

Educational Level No formal
education ! 28
Primary School 22 8.8
Secondary School 55 22.0
Tertiary 166 66.4
Total 250 100

Occupation Not employed 14 6.5
Self-employed
rader PioY 91 36.4
Business women 83 33.2
Junior civil servant 14 5.6
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Senior civil servant
Total
Ethnic Origin Hausa
Igho
Yoruba
Total
Parity of 0

respondents

A W N P

Total

48
250

243

250

62

50
61
62
15
250

19.2
100
1.2
97.2
1.6
100

24.8

20.0
24.4
24.8

6.0

100

Results in table 1 revealed that 240 (96%) wereigthMajority195 (78%) from
monogamous family and few 7 (2.8%) had no formalcation, while majority
166 (66.4%) obtained tertiary education. On th@wadents occupation 14 (6.5%)
were unemployed and 48 (19.2%) senior civil seivaht terms of parity, 62
(24.8%) had three children while 15 (6%) had fduitdren.

Table 2: Respondents knowledge of cervical cancer

Characteristics Option

Frequency Percentage




173

174

175

176

177

178

179

Ever heard of cervicalYes 210 84.0

cancer No 40 16.0
Total 250 100
Source of Information Radio 168 41.0
*multiple options Television 174 42.4
Healthcare
professional > 137
Friends 12 2.9
Total 410 100
Cause of Cervical
Cancer Don’t have an idea 137 33.4
*Multiple options Bacteria 148 36.1
Human papilloma 17 40
virus
Fungi 108 26.3
Total 410 100

Results in table 2 revealed that majority of resjgms 210 (84%) had heard of
cervical cancer. The major source of informatiors wedevision 174 (82.9%) while
few 56 (26.7%) said from healthcare professionéls. the cause of cervical
cancer, 137 (65.2%) have no idea on the causereicak cancer while few 17

(8.1%) attributed the cause to Human papillomasviru

Table 3: Knowledge of screening test for cervicalaer

10



Characteristics Option Frequency Percentage
Knowledge of type of screening Pap smear 123.0 328
test that can detect cervical canceV A 15 4.0
*Multiple options Mammography 117.0 31.2
X-ray 34.0 9.1
Ultrasound 86.0 22.9
Total 375 100
Age of presentation for screening  11-20years 86.0 420
21-30years 43.0 20.5
31-40years 81.0 38.6
Total 210 100
Respondents opinion on how ofteBvery year 145 69.0
woman should undergo C&very two years 31 14.8
screening Every three years 20 9.5
Four years and above 14 6.7
Total 210 100
Awareness of Vaccine availability Yes 80.0 38.1
No 130.0 61.9
Total 210 100
Ever screened for cervical cancer  Yes 7 2.8
No 243 97.2
Total 250 100

11



180 Table 3 showed that majority 123 (58.6%) agreed teap smear is cervical
181  screening test. In terms of age of woman for priagiem for cervical screening, 86
182 (41%) indicated 15-19 years followed by 81 (38.%)eed that 30-40 years. Most
183 respondents 145 (69%) agreed that the test sheuttbbe every year. Most of the
184 respondents 130 (61.9%) are not aware of any vadoinprevention of cervical

185 cancer and only 7 (2.8%) had undergone screenimgefoical cancer.

186 Table 4: Factors influencing practice of cervicahcer screening

Variable Yes NO Total %
Freq Freq (%)
(%)
Poor access to health educatid®0 76 60 24 250 100

about cervical cancer screening

Health professional's negativda50 60 100 40 250 100
attitude  towards patients for

screening

Invasion of patients’ privacyl80 72 70 28 250 100

from cervical cancer screening

Distance of cervical screening10 44 140 56 250 100
place
Long waiting time for cervicall58 63.2 92 36.8 150 100

cancer screening

187 Results revealed the major factors that hinderediaa@ screening are poor access

188  to health education from health care providers (f806), invasion of privacy 180
12
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(60%) while 150 (60%) negative health workers adigt. Few 56 (22.4%) were of

the opinion that long waiting time discouragedizaition of screening.

Test of hypotheses. There is no significance relationship between lleak
knowledge of cervical cancer screening and the tipecof cervical cancer

screening among women attending antenatal clirterafiry hospitals in Enugu.

Table 5: Association between knowledge, educatideaéls and practice of

cervical cancer screening

Practice

Yes No Total X2  P-value

Knowledge Yes 7 203 210
No 0 40 40
Total 7 243 250 1.372 0.242

Educational No formal

_ 0 7 7
Level education
Primary
_ 0 22 22
education
Secondary 4 51 55
Tertiary 3 163 166
Total 7 243 250 5.479 14

Since the significant valud®(24) of the Chi-square statistics is greater th&® O

level of significance therefore, the null hypotlsesias accepted. Therefore there is

13
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no significance relationship between knowledge prattice of cervical cancer

screening.

Hypothesis two: There is no significance relatiopsbetween educational
gualification of women attending antenatal clinidextiary hospital in Enugu and
practice of cervical cancer screening. A chi-squaress tabulation between
educational levels and practice of cervical cansereening among women
attending antenatal clinic in tertiary hospitals Emugu. The significant value
(P=.14) of the chi-square statistic is greater th&® Qevel of significance, the null
hypothesis was accepted. Therefore there is ndfisgm relationship between
educational level and practice of cervical cancgeening among women that

attend antenatal clinic (ANC) at tertiary hospital&nugu.
3.2: Discussion

The result of the study revealed that majority cégmant women had heard of
cervical cancer however their knowledge of cervahcer is poorThe findings
shows that only 20.5% of respondents were awatkeoideal age for presentation
for screening for a sexually active person and 9396 of respondents were aware
of the interval of presentation for screeniQur findings are a variance with the
screening guidelines that recommended that womed a1 years should not be
screened regardless of the age of sexual initi@rasther risk factors .The Pap test
is recommended for all women between the ages aha165 years old [American
Cancer Society (ACS 2012), American Society for gpostopy and Cervical
Pathology (ASCCP, 2012) and American Society faniCal Pathology (ASCP,
2012)]. They further stated that women of any dgrikl not be screened annually
by any screening method but be screened everyr3 yea screening should stop

14
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for women aged > 65 years who have adequate sagebistory and not otherwise
at high risk for cervical cancer

Results revealed that few 39.5% know about Papasms the screening for
detection of cervical cancer and 8.1% knew thatical cancer is caused by
human Papilloma virus, 38.1% knew of the availapibf vaccine for cervical
cancer. These findings are a variance to a repatigtly of nurses that majority
understood that Pap smear could be used to datecanrerous state of cervical
cancer ( Awodele et al 2011). Pap smear progranaresomplex and costly to
run and have failed to reach a significant proportof women in developing
countries where health systems and infrastructamesveak [Awodele 2011]. The
most probable explanation of the low knowledge efvical cancer screening
among the pregnant woman can be attributed toaittatiat most Nigerians are not
conscious of preventive health and do not striv&kiiow about things that may
have both direct and indirect implication to thie@alth. Also, the above findings
could be attributed to the fact that most Nigeridasiot see themselves vulnerable
to certain health condition such as cancer or toteeted by such health problem
(Okure, 2015). The findings of this study is imdam with the findings of where
two third of the subjects did not know about Paganor screening test before
[Akujobi et al 2008]. The finding in this study iis contrast with the study where
90% of the respondents were aware of the causatganism of cervical cancer as
HPV (Mbamara et al 2012).

Result indicated that greater percentage of theoretents (90%) have heard about
cervical cancer screening and their major sourcenfofrmation was the media
(television 35.2%, and radio 32.4%) with the lef&stguency by health care

professional 26.7% respectively. The findings areantrast with the study where

15
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majority of source of information was from the rbatare professionals (Chiebu
et al 2011).

Results show that the practice of cervical canamoray the respondents is
insignificant. The findings of the study revealdtht only 2.8% of the 250

respondents had ever gone for cervical cancer rmage The finding is in

consonant with the findings where despite theirroawareness of cervical cancer
screening only 7.1% of the respondents had evee @ervical cancer screening
(Chiebu et al 2011). The probable explanation i® fhembedded in the fact that
most African nations and underdeveloped countresat access preventive health
and would rather prefer to seek curative healtls. €auld be the reason why most
of them presented late to the hospital where swiatto their problems could not
be found. Also most see themselves as not vulrerébla particular health

condition or believed that there are special pedipét are vulnerable to certain

disease conditions.

Result revealed that poor access to health educ&i@n important factor that
leads to poor utilization of cervical cancer sciegrand this was the opinion of
76% of the respondents. This finding correlate wsiilndy which observed that not
carrying out cervical cancer test among respondsassdue to lack of awareness
( Ezem, 2010). This finding is also in agreemerthveeveral studies that health
education campaigns inform of radio jingles andnfrtiealth professionals in
developing countries have dramatically increasedramess of breast and cervical
cancers in women at risk, and have led to increaatsd of early diagnosis and
treatment. Mortality from breast cancer is now @dg partly due to awareness

and early detection measures (Dailard, 2013).

16



272

273

274

275

276

277

278

279

280

281

282

283

284

285

286

287

288

289

290

291

292

293

294

295

296

297

Majority 72% of the respondents identified invasarprivacy as a factor that will
discourage them from utilizing cervical cancer sarrg, this finding is in
consonant with report that stated that most comms@son for non-uptake of
cancer screening is women perceived the screeestgas an invasion of their
privacy (Chiebu et al 2011). Result indicated firencial constraint is among the
major factors that hinders utilization of cerviaancer screening. This probable
could be as a result of the high cost of mediadtnment and lack of free cervical
cancer screening. This finding is not surprisingiradNigeria, the out-of-pocket
expenditure accounts for up to 70% of health fim@gpen a country where it is
estimated that 70.8% of the people live below theepty line of less than US$1
per day .Also, the national health insurance schevhech is a viable leeway for
people to access health services, covers only thoddng for the government and
organised private sector with the majority of Nigas uninsured (National Health
Accounts. 2006).

4. CONCLUSION

4.1 Implication for Nursing

The findings of this study revealed that thereasrngknowledge of cervical cancer
screening and significantly low practice of cerVicancer screening among the
respondents. These findings have remarkable immit® for hospital
management, the government and to the nursesticyar. The nurses and other
health care stakeholders have significant role kmy pn the area of health
education. This should be done to reawaken the wm®nsciousness on the
importance of cervical cancer screening and thel rfee them to know about
cervical cancer and cervical cancer screening. nlinges have a major role to play
as the patient’'s advocate and one in a noble miofesvhere life is immensely

valued and ensure that life is protected. The numseollaboration with other
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members of the health team should canvass fomtpéementation of policies that

will ensure that every woman of child bearing agemade to carry out a

mandatory cervical cancer screening. The governmsieotild ensure that the cost

of cervical cancer screening is highly subsidizednade free for these women of

child bearing age and other sexually active wom&he non-governmental

organization should carryout massive and sustdairesdcommunity screening for

cervical cancer.
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