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ABSTRACT
Cervical cancer is the second commonest cances amobngst women globally. Early diagnosis of

precancerous cervical chaages (PCC) can prevent the discase Most studies done 1 Nigeria on
cervical cancer are facility based: lrence the need for a population based suney. Thss study was
designed 1o detenninc the population-based prevalence of PCC and identilicd its risk foctoss

among women living in L.agos Statc, Nigeria

A cross-scctional study involving 332 women, who were andomly sclecicd from thice LGAs,
using a four stage sampling technique (involving the Senatorinl Districts, Local Govemments,
wards and houses) was carried out. Study participanis were women above 15 years of age who
were sexually active and with no previous diagnosis of cervical cancer. Data were collecied
using a 48 ilcm, intcrviewer administened semi-stiuciured questionnaire on respondents’ socio-
demographic characternistics, knowledge and utilisation of cervical cancer serecning services and
1isk factors of ccevical casicer. Knowlcdge score was computed (maximum score of 16 and
minimum score of 0) and rcspondents scoting §2 1o 16 points were groded as having good
knoswledge. Oral controeepiive (OCP) use was defined as using OCP* for> | year, carly coitarche
as [irst sexual intezcourse al <18 years, multiple risks as having 3 or more risk factots and high
cducation as having eriaty cducation. Visual Inspeclion with Acctic Acid (VIA) and Visual
Inspection with Lugol's lodine (VILI)} were donc lo screen for precanccrous changes in the
cernvix. 1Data were analysed using freducncics, proponiions, Chi square statistics, prevalenee odd

ratio (POR) and logistic regression. l.cvelof significance was set al p = 0,05

Respondents’ oge vvas 39.0 £10.0 years. Many were marnticd (227; 68.6%). Thirtcen pereent (43)

had PCC. Prevalence of PCC nsk {octors were:- grandmultiparity (36 13.4%); ol lifciac
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parurers of 24 (.15; 1.1.6%); OCP use (140; 44.3%); carly coitarche (67: 20.2%); multiple nisks
(34; 102%) and history of previous sexually tmasmined infection (76: 24.1%). Only (133)
41.9% of respondenis had heard of cervical cancer 32.3% of whom had good knowledge of the
disease. Radio was thc most (63.9%) common sowce of informasrion. Only 11(3.3%) of
respondents had cver had cervical cancer screcning. Multipanity' [POR 4.27 (1.95-9.19)], carly
coitarche [POR 15.72 (7.52-32 83)], muhiple sexual panners [POR 18.68 (8.76-33.84)] and
mubuple risks [POR 14.46 (6.53-32.03)] wrre associatcd with having PCC. Respondents with
low cducation leve]l were four times less Jikely to have a good knowwiedge of the disease
comparcd with those with high education. [POR 024 (0.08.0.68). Muluple sexual partners and

carly coitarche predicied the likelihood of having PCC [ AOR 9.69 (3.29-28.50) and AOR 7.93

(3.20-19.6), respectively].

The prevatence of precancerous cervicai chapges was high. Women who had multiple sexual
panaers of carly coitarche are mowe likely 10 have precancerous cervical changes. There was
poor knowledge and low wuiilisation of cervical cancer screening services Hcalth education
programmes on safc sexun! practices and benefits of serecning for cenieal cancer need 1o be

cnhanced

ey words: Precancerous cervical changes, Cenvical cancer screcning, Sexual proctices.

Word count: 475
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CIIAPTER ONE

INTRODUCTION

1.1 Backgroumil [nformation

Cervical cancer is a major public health problcm that kills women in the prime of their lives.
World Fcallh Owganisation (\WHO) has identificd canccr of the ccrvix as ne second most
common cancce among women globally with about 500 000 new cases nnd 250 000 deaths each

yeas, Almost 80% of thesc cases occur in low-income countries (\VHO, 20;2).

The discase is for the most pant characterized by a long lead time, wilh precancerous lesions
usually progressing through a succession of identifiable slages prior 10 invasivc disease
(Shingleton ¢ uf, 2008) and these key features of cervical cancer, the slow progression from
nonnal cervical lissue, 10 precancerous for dysplastic) change in the lissue and 10 invasive
cancer is veiy important because it provides opporiunities for prevention and early detection and
ireatment. Teeating all pre-cnocers can prevent nlmost all cervical eancers, Because of its
essociation with lluman Papilloma Viws (HIPV) infection. other modif:atle risk factors as well
as the ability to screen for premalignant sizges of the diseasc, it is now largely p preventable

disease, although iz prevalence is on the incrense in many developtng countries (Micheal, et al,,

2010)).

Most women who develop eervical cancer tend o hove one or mose identifiable {actors that
increasc their cisk for the disease, it ts uncommon for women to develop cervical cancer without
any of these risk lactors (Imaginis, 2012). Most of these risk factors can be modificd (such as

smoking and sexual lifestyle) while a few others cannet be modif‘ed (such as iamily history and

age)
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Nearly all eases ol ccrvical cancer are associated with HPV infection which is transmitied
during scxual activity. Tlcrefore, cervical cancer 15 scen more [reguently in wemen who
commence sexual activity at an early age and with multipic partners (Cooper et al.. 2007)).
Bamer conlraception and/or spermicidal gels may offer some piotection. Cigarelte smoking or
exposure 10 enviconmental smoke is alse associated with increased risk among HPV-inlccied
women, suggesting that components of tobacco arc promotess ol abnormal grosvth of viral-
infected cells (Ho, Kadish and Burk, 1998). Those who used oral contraceptives fos § 10 9 years
have approximatcly three times the incidence of invasive cancer. and those who used them for
10 years or tonger have approximately lour times the risk compared 1o non users (Moreno,
Bosch and Munoz, 2002). Having given birth 1o thsee or more children is also an important risk
{sctor. Studies havc shown that women who caay seven or more [ull-tesm pregnancies are at a
higher risk of deseloping eervical cancer (Fayed, 2003).

Cervieal cancer may run in some families. §{a pe1son’s mother or sister had cervical cancer, the
person’s chances of developing the discasc are 2 10 3 times higher than il no one in the family
had it(Fayed, 2008). Most cascs are found in woinen younger than 50. lfovvever, the rnisk of
cervicdl cancer does not disappenr ofl together with age. Almost 20% of women with cervical
cancer are diagnosed when ilicy are over 63.

Screening via regular gynaecologic examiations and visual inspection with Acetie acid (VIA)
or cytology' test (Papanicofaou smear), with treatment ol precancerous abnomialities, decerease
the tncidence and moratity ol cervical cancer. (IARC.1986; Klcinman. 1981). Lack of cilective
sceeening programs aimed at detecting and treating peecancerous conditions is a kcy reason for
the much higher cervical cancer incidence in developing countries (W110, 1986). It has been
estimated that only ebout $% of women in developing countries have been screened lor eervical

dysplasia in the past § years, compared with 40% to 50% of women n developed countries
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{Sherris, 2001).Women who have regular screening have reduced their risk of developing
cervical cancer.

/¥ screcning test can detect abnormal cervical changes before they progess to cervical caneer
and curtently, the best way to prevent cervical cancer is through rcgular gynaecological
scrcening and treatment of precancerous l¢sions. fn developing countrics, however. this method

has had only a limited impact due to the cost and complexity of properly screcning and treating

women (W1lO, 2005)

In Nigeria, however, various studies have documented the utilisation of cervica! <ancer

screening service among women 10 vary between 0.3% to 8,5% ( Aboyej, 200.3: Ayinde, 1998;

Daramola, 2001; Onajole ¢ al. 2004; Robens v af. 2004)

1.2 Problem statement

Cervical cancer is the second most frequent cancer and the fifth most frequent cause of death
from cancer among women in the world. Worldwide about 1.5 million live with ceevical cancer

with 7 million living with precancerous changes. About 193,000 annual cases oceur with 80% of

this occurring in low resource scitings (Kolawole, 2008),

The lifetime nisk of cervical concer in developing countries is 2% ond may be as high os 6-7% in
Sub-Saharan Aftics. Africa has a population of 274.49 million women aged § § years and older
whoarc ot ¢isk of developing cervical casicer. Cuirent estimales indicate that every year 80,419

women are diagnosed swith cervical cancer ond 53,339 dic from the disease (WIIHO/ICO

infoanation Centre on HpV and Ceivical Cancer, 2010)

United Nation estimates Nigeria hss a populotion of 45.87 million women aged 1§ ycars and
older who orc ot risk of devcloping ccrvical cancer, Nigeria cecords 14,550/100,000

population/year new cases of cervical cancer yearly with a erude incidence rate of 19,37 160,000

.
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population/year and about 9,559/100,000 population’year cervical cancer deaths yearly (with a
projected number of 22.914 new cervical cases in 2025) {(WHO/ICO Information Cenlre on

HPV and Cervical Cancer, 2010). Almost 80 perccnt of these cases are at advanced stage where

vety little or nothing can be done

This dcbilitating ailment is almost entirely pieventable {Janicek, 2008) and indeed, 100 per cent
curable when detected early but alarmingly still kills, at least, 3 woman every hour in 3\igeria
(Ogundipe & Obinna, 2010), As a matter of fact. # kills more swomen aged 24 10 35 years otd In
dcveloping countrics than any other cancer in other pants of the world. Shockingly, iess than 0.1
percent of Nigerian women have ever had ceevical eancer scrcenmg in their lifctime, just as less
than one per cent of them ore said to be awaic of the existence of this discase which s bettcr
described as a silent kitler. Worst stil§ is the absence of widsgpicad intervenlions like screening
tests, while the mottality in developed countries like the United Stoles has deereased over the

last (ive decades by over 70 percent in lasge pant atributable 1o the introduction of screening

lests (Saslow et af, 2009),

1.3 Justif.cation

Reponts of the serious chalienge posed by’ cervical cancer, especially in the developing world,

arc alarming, and the scourge must be tackled head on,

IMic conscrvative estimale of the cost per cycle of treatment of advanced stage is about N30, 000
and abom seven cycles are normally 1equired, chemotherapics required 1o treat the advanced
stage arc also very cxpensive. loxic and could be unavailable. Follow up of discharged patients
is diflicult. While on the other hand screening and treatment in carly stages §s cheap and simple

requiring minimal manpov.er to achieve a high cure rate.
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Cervical cancer prevention stiategies 1hai use visual inspection with acetic acid (VIA) and same-
visit ctyothcropy (“sec-and-treat™) asc cosl-clfective allernatives 10 lreatinent of advanced
discasc (Mwanahomuntu, 2008), Conttol of cervical cancer may significantly contribule to
achieving 4 of the millennium development goals (Kolawole, 2008). There is also limited

information on the prevalence of ceivical neoplasia in sub-Sahsran Africa (Menendez ¢7 ol

2010).

Lagos State is thc commercial heast of Nigeria with female residents drawn (tom  different
cthnicitics (n Nigeria and even West Africa who like other urban dwellers of the world asc at
signilicant risk of cervical cances. Paniy duc (o the rough city lifestyle like smoking. multiple
sexual partnering etc. which poses them at a greater nsk than their cural counterparts. These is

elso paucity of population based sludics and data on VIA {indings und risk factors o [ cervical

cancer tn Nigeria,

Thisstudy aimed 10 investigate the risk factors of cervical cancer. knosledge of cervical cancer
and their association wilh findings on cervical cancer screening test with Visual Inspection with
loding (VIA). The information: obicined from this sudy would be disseminated to top
management of the Lages Stoic Minisity of 1lcalth, other hcealth professionals and other

stakcholders through meelings and publications so as to help in the devclopment of targeted

intceventsons that wwould reduce the scourge ofccervical cancer.

1.4 Ohjeclives

Gencral vhjcclive: The geneml objective of Uic study was 10 delermine the population<based
prevalence of precancerous ccrvical chastges and its risk factors omong scaually actlive women

in Lagos

b
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Specific objectives

. To assess the knowledge of cervical cancer. its preventive measures utilisation and the

factors associated in the study population

To determine the prevolence of risk factors for cervical cancer among sexually' active

women in sctected LGAs n Lapos.
To determine the prevalence of precancerous cervical changes using Visual Inspection
with acetic acid (V1A) and Visual inspeclion with {.ugol’s iodine (VIL1)

To identify the predictors of precanccrous cervical changes among sexually oclive

womeninLagos
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CHAMTER TWO

LITERATURE REVIEW

2.1 INTRODUCTION

Cancer [s a generic tcrm lor o lnrge gtoup of distases thot can alfeet any past of the tod ;. Other
ternts used orc molignant tumonrs and ncoplasii. One delining feature of czacer is the rapid
creatlon of abnormal celis that grow beyond their usual boundories, and which eon then invade
odjoining ports of the bady and spzead to olher organs. There is an impending caneer epidemic

in Africa. In Nigerio, this discase is causing untold devasiaiion, and control measures are

despenately needed (Nwogu <1 a/, 2010)

Cervical caacer is o prcveniable discasc that remsins o challcnge 1o public health today, [l is a
. slowly progressive disease that usually begins as a mild dysplasia and progress over many years
| (o invasive cervical carcinoma {Schwanz et al, 1996). The lirst symptomo [ early cervical cancer
| is 8 thin. wisery blood tinged vaginai discharge that frequently goes unrecognised by the parsent
{Dibaia, 1993}). It may niso present with irregular bleeding (lialyo, 2004). Late presentaticn is a
fesure of cervical cancer in this part of the world (Emembolu, 198R; Parkin. 1990 Adadevod.
1994) and the sysmploms of lste presentation [nclude pain oflen referring o the flank oo ke,

massive hacmorrhoge and developmentof uraemio.

Acailologle association and possible risk factors lor cervical earcinoma have been extensively
studied, 1 e fociory are; Sexunl and reprductive lnctors, sacio-econonic factans (educaticn and
Income), viruses 6.8 | fuman Uopllloravirus (1IPVY, Human Tinmunodetiviency: Virus amd oihee
factory like sinoking. ored caniraceptives, ete: The accumudated ev ldence howeser suggeats that

cervical cancer s peeventahle ardd is highly suitable G primary presenthn. Education

)
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ditfemion of wxval piscikies. screening of high rlsk geoups snd improvement in soc o

conomic satus can ceduce ceevical cancer inorhidity and mertallty significantly (Sadow,

‘!

UCenvical cancer s the secand moat common cancer I worden, ranking aller breast cancer.
About 400,000-300,000 new cases occur yearly with BO%S ol these in developing countries, Hewu
available deta have cstmatd the global Incklence to be 470,100,000 with a moraiiy Of
233 100,000 and a § sear prevalence of ), 860.3/100,000 (Farkin. 2001a). Globelly, 1he higheyt
tunden s socn in Latin America and the Caribbean, subSaharan Africa, 20d Sevth and Souh
Fast Asia, where i1 Is responaible for up 18 224 ol all new cases of femaks cancers Yearly, with
an qgetodand oy incidence of 31 per 100 000 ( Parkln, 20005}, Cervical cancer develops
aond e 4% 10 6* decade of life but is usually heralded by premalignant changes 10.20 yomr

exticr {WHQ.UNFPA, 2006).

h afiects approaumately’ 1.4 million women worldwide and claims an esttnated 239 000 ljyey
sxch yzar. Over 9% of cervical cancer cases result from genital mfextion with Haomsn

PapiDcenavinas (1{PV). The discase represents a major health ineguity. as 30%% of those with

cervical aanoer live in developng countsies. {WHO, 2009)

it b = TEporart coblc health peoblemt among wamen 0 developing countries. While
froquontly reprad Tevoing prog/ammes have led to alarge (Gl In ity incidence and mormlity
i devsiopcd coemrics. A ctmains largely uncontrolled i high-risk develovens countries
becme of ineflective or no «weeening IWHO, 2001 ). There witre an estimased 231 000 doaths
fromm corvical cancer worldwide in 2000, 11% occurring in lower resowrce arems, where this &
G el oiemmon cmiee of cancer death (Parkim, 20001 ¢) While merality rates are mah o
e o adesce retey (he soridn ide rates of mortaling B inckbenge s 87 By orvelene sehar

el ol mehbivee patterns (JARE CGLOOC AN J00A) I affedty ihe voumgem age peugp & &

L]
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result of early sexual activity, several sexual panners and history of sexually tansmitted
infections mainly linked with human papilloma virus (HPV) (WHO, 2012). Tke majority of
cases of cervical cancer are squomous-cell carcinomas.

in Nigeria, cancers remain one of Lhe three most common non- communicable discases. [t 15
respansible for 4.4%6 of deaths (\WHO, 2008) with a crude rate of 12.9/100,000 women’ y'ear énd

~  an age standardised montality rate of 22.9/ 100,000 women/ year (WHO, 2008) with cervical

and breast cancers causing most cancer deaths in women.

About 45.87 million females (i.c. estimated female population > 3 years) are said to be at risk

of cenvical cancer in Nigerta with an estilnoled 14550 no of tiew eervical cancer cases diagnosed

annually and 9659 no of deaths {IARC GLOBOCAN. 2008)

2.2 Risk Factors for Ceevical Cancer

2.2.1 Human Papillomavirus Infcction

1{PV infeclion is n common scxuaily 1sansmitted infection occurring worldwide, The
majority of cases are transient and asympiomalic (Wlyasu of af, 2010). 11V is particularly
prevalent in Sub.Sohacan Africa (Anorlu, 2008; Claske 7 af 2011) and the region has the
highest prevelence of all HPPV types. HPV-positive women in Sub-Sahatan Africa are also more
likely to have multipie infections with other high-nisk lypes (Anorlu, 2008) and it is associated
with a high monality mte. About 21.3% of women in the genermt populalion in Africa are
cstimoted to harbour eervical 1IPV infection at a gisen time {(WI1IO/ICO, 2010). Thomas <t al
(2004) reported a prevalence of 26.3% of HPV amongs! women in 1badon ond the most
1 commonly found HPV types, in eithes single or muliiple infections, were HPV 42 , HI'V 16, and
111'V 35 In another 3tudy In rural Nigeria, 12.8% were HPV positive (Gage ¢f af, 2012)

9
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Virtually aJl cervical cancer cases (99%) arc linked 0 genital infection with Human
Papillomavirus (11PV), which is the most common viral infection of the reproductive tiacl.
There arc 40 diflcrent genotypes of 11PV that can infect the genitnl asea of men and women,
including the skin of the penis, the vulva (the arca outside the vagina). and anus. and the lining
of the vagina, cervix, and rectum. Two “high.nsk” genotypes (HPV 16 and 18) are responsible
for the majority of HPV-telated cancers of the cervix. vulva, vagina, anus and penis worldwide.
Two "low-risk™ genotypes (HPV 6 and 1 1) cause a subsiantial proportion of low-grade cervical

dysplasia (i.c. cell abnotmalities) detected in screening programmes and mote than 90% of

genital wants (\WHO/UNEFPA, 2006)

A statistically signif.cantly increased Odd Ratios were found in a study in Kampala, Uganda
among womecn infected with HPV, For both squamous cell carcinoma (SCC) and
adenocaccinoma of the cervix, particulacly in single HE'V infections, infections with HPV]6-

telated types and high-risk HPV types(in particular HPV16 18 and 45) (Odida e/ &/, 2011)

Women living with {11V are at a higher risk of hasbouring 1IPV and subscquently developing
cervical cancer. In Malawi, HPV DNA was detected in 23% of HEV-uninfecicd women but in
60% of HIV.infected women with <300 CDI cellsYmm. High-risk HPV 1ypes 16 and (8
constituted half of the identified type (Mou) e af, 1996). The peak incidence ol HPV infection
generally occurs betwecn the ages of 16 and 20 years i.c. in adolescents and young women.
HPV mfection usually resolves spontancously, bul may persist (WIO, 2006) willi précanccrous
cervica! chunges following nnd cervical eancer typically follows 20--30 yeass [ate if untscated
{PRS, 2004: WHO, 2005). During the period of persistent HI'V infection, precancerous changes
may be delecled in the cervix; carly detection of these changes is an eflective stcategy for
prevention of cervies) cancer. (WO, 2006). The intcoduction of HPV vaccination could

cilectively reduce the burden of cervical cancer in the coming deeades (Cervical Cancer Action,

2012).
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2.2.2 Multiple sexval partners.

The greater the number of sexual pastners — and the grealer a prtner’s number of sexual
parincts — the greater the chance of developing ceevical eancer. A siudy among Rwandan
woinen found women witls 27 lifetime sexual partners to be o) a higher risk. (Anastos et al,
2010). In a survey among South African women, therc was an excess 70% risk of cervical
canicer in women with 2 4 life-time sexval panners (Cooperet of, 2007).

In Northem Nigeria, findings revealed multiple sexual partners, place women at bigls rtsk of
developing ceevical cancer (Adewuyi, 2008). Accoiding to a stwudy among female

undergraduales in Nigeria, Fifty seven per cent bad muliiple sexual pattners. but only 38.1%

uscd condonis.(Ayinde, 2004)

2.2.3 Early scxual debut.

E pidemiological sludies {maialy ease-contral studies) showed consisicnl associations between
risk and carly age ot iniliation of sexual activity' (IARC GLOBOCAN, 2005). Young age at first
intercourse, high numbers of sexual partners, high parily, cigaretie smoking, race, and tow
saciogconomic swtus have consistently cmerged as signilicant risk fectors for cervical cancer.
These, howewer. arc linked to sexunl behaviour and the acquisition of HPV, and, except for
smoking. none have consistenlly been shown to be significant independent risk factors (fanicek.
| 2008). Thomas ¢¢ af (20§2) found mean age a1 first sexual inlercouvese among women in |badan
o be 203 years. The mean and modal ages at sexual debut were §8.8 and 18 years respectively
in another study among female undergmduntes in Ibadnn (Aymde, 2004), Cooper et al {2007)

reporied a 60% increased risk of ccrvical cancer for girls witly sexval debul < 16 years in South

n
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Nfrica. Young age ot first sex (< 17 years) and early [irst marrtage (< 23 years) was found to be

associoted svith a positive VIA in Nigeria (Ogunbowale, 2008). Eorly' age at first sexual
dntcrcourse and multiple sexual paneers, place women a1 high risk of developing cervical cancer
in northern Nigeria (Adewuyi, 2008). In Zana, early age at marriage (80.0%) and at first

pregnancy (77.8%) was significant Mctors found to be associated with the devclopment of

cervical cancer (Emembolu, 1988).

2.2.0 Usc of uraf cantraceptives,

A meta-andlysis found risk of invasive cervical cancer in current user: of combined OCs
increases by 7% for each year of use. The risk increase for five years ol use i$ approximately
-10%. The risk inctease is temporaty, and risk rciums to the fevej of a never-user afler 10 ycars
of stopping use (Appleby, 2007}, A study in South Africa shows that the risk of cervical cancer
is inceeased signifieantly among women who are current and recent users of oral contrsceptives
(Urban et «f, 2012). Bicth control use and age ot [irst pregnancy were associated with HR-HPV
in another study in rural Nigeria {Clarke ct al, 201i). Consersely however, In Zaria, low
contraceplive usage was identiftable associated factor with ceivical cancer (Emembolu, 1988).
Alsc, Were (2010), reported VIA Positive test finding to be signiticantly related to contraceptive
ncver-use afler controiling for previous screcning The prevalence of curcent use of oral

contraceptives among women 15-49 in Nigerin is 1.6%. 1.7% amang marzied women and 4.4%

among the sexually active unmasried {NDHS, 2008),

2.2.5 Cigarctic smaking.

Cigarctic smoking (even passive smokc) has been linked 1o an increased risk of cervical cancer
Intcrestingly, any ohscrved elTect appears to be linked to squamous cascinomas and not
adcnocarcinomas or esdcnosquamous carclnomas, The presence of cigarcite casclnogens in

cervical mucus has been described as a possible blological explanation for the epidemiologic
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association (Janicek, 2008). In Nigeria, the prevalence of cigareie use among women 1549 is
- 0.2% (NDHS, 2008). A mcta-analysis showed that tisk of squamous cell cervical canccr is
increased by 509 in current smokers (Intcmationa! Collabotation of Epidemiological Studies of
Cervical Cancer, 2007). In a prospective matched cohort study, current smokers were found 10
have a threefold increased risk of treatment failure of CIN compared with non smokers
~ (Acladious et af. 2002). Szarewski er al (1996) also reported a twelve times likelihood of

reduction in cervical cancer lesion in women who gave up smoking afler diagnoses -Sinoking

and other fectiors may have to work togethcr 10 causc cervical cancer,

2.2.6 Multiparty

The risk of cervicol cancer has been reported by many studies ic b increascd with the number
of births, (Bayo, 2002; Adewuyt, 2008; Anastos ef al, 2008). The NDHS (2008) rcportcd a to1al
feriility rate of 5.7 births per woman in Nigeria. in 3 Rwandan study, factors associated with
Cervical Intracpithclial Neoplasia (34) included 27 {vs. 0-2) pregnancies (Anastos ¢t a/, 2008).
In Mati, risk factors for ccovical cancer inciuded patity >10 (Bayo. 2002). Adcwuyi (2008)
found an average of 6.8 live binks per cervical cancer paticnt in Nigeria. Signilicant host.related
factors in thosc with HSIL and invasive cancer in Ebadan included high parity among others
{Thomas ¢ af, 2012). On the other hand, 1n Zaria the parity of the paticat did not scem to be of
significance in the development of cervical cancer (Emembolu, 1988). Also. Ogunbowalc

(2008) reporicd women with lower parity (0-3) having borderfine significantly increased risk of

having a positive VIA (OR:3.1 {CI:0.9-10.6))

2.2.7 Socio-economic factars

Not only Is cervical cancer a2 common cancer in pOOr women, but cure rates are low because

women present with advanced discase (Denny, 2008). Worldwide women of low socio~

K
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economic $tatus have a greater risk of cervical cancer and cervical cancer is often referred 10 as
a disease of poverty. Poverty is endemic i sub-Saharon Africa. Studics in West Afiica showed
that within a population widcly inlccted with HPV, poor social conditions, high parity and poor
hygienic conditions were the main co-factots for cervical cancer (Anorju, 2008). In a study in
| Ontario. Canada, ccrtain variables were significantly associated with Jack ol screening across ald
or ncarly all world regions and this included residence in the lowest.income neighbourhoods
(l.oflers, 2011). Socio demographic factors, such as low socioeconomic level piace women at

high risk of developing ccrvical conces in northem Nigeria. (Adcwuyi, 2008)

2.3 Prcventive measures of cervical cancer

2.3.1 Prevention of HHPV Inlcction

Primary prevention of cervical cancer would require the prcvention of HPV infection of the
genital tract de novp, or, ot least, preventing persisient infection of the cenvix with HPV, Asithe
primary method for the transmission of geninal 1 [PV is via sexual intercourse, possible methods
of primaiy prevention include abslinencc, mutual monogamy in virgins asd use of condoms_
Another polentially eifective method of primary prevention is vaccinalion against cancer
associaled 1ypes of HI'V (Denny, 2008),

HPV vaccine is a critical piiblic health need for all women bui particularly for poorer womenin
less developed countries. In developing countries, preventing cervical cancer through regular
gynaccological screcning ond treatment of precancerous lesions has had only a limited impact
duc 1o the cost and complexity of properly screening and urcating women. However, vascincs
against HPV infections are likely lo be a cost.elfcclive and practicable means to reduce

incidencc of cervical cancer (WHOV 1VM, 2005).
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heoretically, an HPV vaccine with 100% eflicacy in preventing HPV-16 and 18 infections
could potentially reduce the cervicol cancer burden by morc than 60%, assuming 100%
coverage (Sankaranzsanayan. 2008). Preliminory findings of an Indian case study using base-

case cstimates suggest that a combination of a one-time screen with [PV and vaccination may
be n cost—(Tective sirategy (WHOMTVM, 2003).
Results from large studies of the HPV vaccines. with about 2-5 sears of foilow-up, showcd
nlmost 100% protection agaiast cervicol cancer, however, a proportion of cervical cancer cascs
{aboul 30%) cannol be prevented by vaccination with the current HPV vaccines: screening
programmes Will therefore need 1o be maintained and women should be encouraged 1o continue
to come for screening (WIHO/UNFPA. 2006).
WHOAVNM (2005) reporied thot in mony countrics, awareness of the role of HPV in cervical
cancer is low and there is olso greatl potential for mispesceplions about HPV and HP V vaccines.
Examples of potentia$ misperceplions documeated included the foilowing:
“because HPV wvaccinc is a vaccine ag2inst a scxually transmitled infection' : *If I'm
vaceinated. I°'m protected against all STis because [EPV is sexually transmitted’*: “Giving a
vaccinc lo prevent it. means heshth outhoritics are encouraging promiscuity™; and “*because
HPV vaccinc prevents cervical cancer I°'m protecied and | don't need to get scecened”,
And in addition, there may be confusion betwecn HPV and | IV due to the similarities of the
acronyms; and thece oie folse expecurtions among somc health professionaals that 4PV vaccine
could reduce !routsmission of TV, because of knowledge thot other STIs influcnce HIV
transmission.
In 0 study among students in Northerm Nigena, reasons for vaccine rejection included: fear of
sidccflects (11.0%%), fear of the unknown (8.0%) and conlroversies sumounding vaccines
(7.0%) while on bivariale analysis. acccptance was significanily associated whh age, (acully of
study, awareness of cancer ol the ccrvin, awarcness of | IPV and religion and ofter adiusting for

potential confoundcrs. age. medical cducation, knowledge of 1PV and awareness of cervical
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cancer remained significant predictors of willingness to accept HPV vaccination. (IHiyasu et a/,
2010).

In defizing thc 1arget population for immunizastion. & key consideration is that 1PV infection is
scxuaily transmiticd and is usually acquired within the first few years following sexual debut.
1deally, therclose, the vaccine should be administered before sexual debut, i.e. before any risk of
exposure o HPV. Globally, the priman' aim of HPV vaccination is o pfevent cervical cancer at
Jeast in the short term, vaccination will be targeted to women and young girls, either from age
15 ycarsorage 9 ycars (\WHQO/IVM, 2005),

In Februaty 2011, Nigeria embarked on the public HPV vaccination programme to reduce the
burden of cervical cancer cases in the country by commencing the vaccinaiion of girls between
the ages of 9 and 1§ with the Human Papilloma Virus (HPV)} vaccine as part of a national
strategy (o reduce the mortality associated with cervical cancer. The launch took oft with initial
vaccination of a set of 186 indigent girls from Abuia aged between 9 and 15 on Februmy 4,

2011. A month laket, the second dose was administered to them. The (inal dose of the Human-

Papilloma Vinys vaccine was administered on August 13, 201 1(Oguntota. 2011).

2.3.2 Cervical cancer screening

Cytology. LIPV testing and visual scnzenings with acetic acid (VIA) or Lugol's iodine (VILI)
are known io be accurale and effective methods (o detect cervical cancer and could contribute to
the reduction (Sankaranarayanan ¢t of, 2008). Sccondary prevention of cervical cancer through
cytology- based screening prograsnmes and visual inspection of the cesvix wilh acctic acid have
becen uscd for the early identification of pre.malignant conditions, lcading to marked 1eduction
in’ motality rate from the disease in developed countries (llliyasu €1 al, 2010). tHowever. the

poteniial difflcultics in implcincnting cervical cytology-bascd screcning in low resource settings
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ve prompizd the investigation of the accuracy of alternative low-iechnology tests such as VIA

nd VILI in the early detection of cervical neoplasia (Sankaranarsyanan, 2003) -
Cytology-based screening, which is used in devetoped countries, is resource intensive. and
difficult 10 realise in very many countries in sub-Saharon Africa because of poor heallh carc
infrastructure and lack of resources. There are very few cytopathologisss. cytoscreeners and
cholechnicians; some have inadequate training. Quality contrd is also inadequate and
histopathological services are exttemely limited in many countries (Anoriu, 2008).
Several studies that have examined the accuracy of the VIAUVILI have found it ol least as
reliable as the Pap smear at detecting severe dysplasia in women who have the disease though it
is less reliable than the Pap smear in ruling out women who do not have the disease (PRB,
2004) The procedure is relatively simple, jow-cost and rely on little infrasiructure Non
physicians can perform i, provided thal they receive adequate training and supecvision
(PAT11.2001). The results of VIA and VILI1 arc nlso immcdiately availablz and do not requice
any lavoralory suppat.
Screening women once in their lifetime, al the age of 35 ycars, with a one-visit of (wo-visil
screening strategy’ involvmpg visuat inspection of the cervix with acetic acid or DNA testing for
human popillomavirus (HPV) tn cervical cell samples, reduced the lifetime risk of cancer by
approximalely 25 to 36 percent, and cost less than S00 dollars per year of lifc saved, Relative
cancer risk declined by an addhional 40 percent with 1wo sceeenings (a1 35 and 40 ycors of age)
(Goldie er . 2005). Very few women in sub-Saliaran Africa are ever screencd for cesvical
cancer, In 2 cross sectional study among women visiting MCIl-FP (Malemal and Chitd Health-
Family Plannmg) clinic in Kenya previous screening for cervical canecr was found 1o be
vncommon (12.3%) (\Were, 20t ) Screening uptake was surprisingly poor among healthcare
workers more closely involved in women's health in Cameroen (59% of women had not had a

i33p smear In the fast 5 years) (Me Carey et al, 2011), In Botswana, the cervical canecr screening
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rate was found 1o be 39% which was far ©0 low compared 10 the national target of greater than

75% (Hoque, 2009).

In 3 study’ in Owcrri, South Castern Nigeria. only 31.3% the respondents were awae of
screening with just 7.1% of the respondents having cver done the test and most of these werc

done over three yeass. Dim er gl (2009) reported owereness of the Pap smear anmong \Wwomen

atiending outpatient clinic in Owerri tobe 41 2%

llusband epproval of ceevical cancer screening, women's level of educetion. women's

knowledge of cervicnl cancer und ils prevention, women's concerns about embagvassment and

pain of screcning, women's prefercnce for the scx of health provider, and wortien’s swareness of

and distance to cervical cancer screening site  significantly affect the uplake of scrcening

scrvices in Tanzania (Lyino. 2012). The reasons reported for the Lack of uptake in anothicr study

sncluded lack of awareness, no need for it and {caro s bog result. (Ezem, 2008).

11 is established thet well-orgaoised cervical sereening programmes or widcspread good quality

cytology can reduce cervical cancer incidence and montality.

2.4 Knowledge of Cervicad Cuncer:

[tis known that an adequaie undeestanding ol cervical cances and cervical cancer prevention s
tcquired for the gencral public to make appeopriste choices (Davies, 2012). Henderson cr af
(201 1) imesvicwed British gitls who had been offered HPV vaccination. together with their
parents, finding a lack of understanding about the leve! of protcction offered by the vaccines and

the necd for cervical caneer screening, Njah (1994) found that generally, most women would

like inforrmation about cancer and the mojority Is in favour of scrcening. In g quassi

experimental study in Lagos. ot haseline, only 5.7% and 13.1% of the experimental and ¢ontrol

groups cespoctively knew that oll scxually sctive woinen uee at risk of cervical cancee while in
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the pOst intcrvention phase; morc women in the expesimental group (49.7%) had cortect

knowledge with a percentage increase of 44% (\WWnighy, 2010).

In another study among nurses in a tertiary hospital in Nigeiia, almost all (99.4%%) of the
respondents had heard of ccevical cancer, while about 85% of them had hearsd of HPV infeclion
but suiprisingly only a quasier (25.3%) of the nurses had heard of the 14PV vaccines, and of
thosc only 26.7% kncw the vaccines were for tlic provention of ecrvical cancer (Makwe. 201 ().
A study among students in Ghana shoved most werc unaware of local screecnmg inftintives. and
only 7.9% were oware of the link between human papillomavirus and cervical cancer.
(Abotchic, 2009).

A similar study found about 2/3 of students not knowing about Man simear und worse still. nonc
of them haod undcrgone a Pap screening test before. This low poiticipation in screening for
cervical cancer was atiributed to several reasons mcfudmg fenoctance of the cxistence of such a
tcst, lack of owareness of cenltes where such services are obtainable, ignorance of the
impoitance of sceeening aad the risk factors © the development of cervical cancer. In Soush
Eastem Niperin, good level of awareness of cervical cancer among the female undergraduates
but poor knowledge and participation in cervical cancer screening was reporied (Akujobi ¢t al,
2008).

In a study antong feranlc undergraduates in Nigeria, about 23.1% identif cd the Pap smcer asa
screening lest whilc only 5.2% of rcspondents had cyer becn screcned and 52.8% reporicd
willingness to be screened (Anicbue, 2010). Ayinde {2004) rcporicd scventy onc per cent
awarcness of ccrvical cancer among studenls in lbadan shilc only 33.5%: were aware of
Paponicoloou's smcar. Awarencss was found (0 bc more among mcdical students and the

maricd ones {Ayindec, 2003),

There is liowever an urgent necd for an aggressive awareness campaign and the provision of a

screcning program nationally (Gharoro, 2006)
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CHAPTER THREE

METRODOLOGY

3.1 Study Arca:

The study was camicd out in Lagos State, South Western Nigeria. Lagos State is located on the
south-western part of Nigersia on the coastat flood plain of Bight of Benin. It lies approx t'natcly
on longitude 3% 45' East and Intitude 6° 35'N (1.agos State Government. 2013). Lages State is
bounded in the North and Gast by Ogun State of Nigeria. in the West by the Republic of Benin,
and in the South by the Atlantic Ocecon. It has five administrative divisions of lkcjo. Badagey,
korodu, Lagos islund and Epe. Tcrritorially, it cncompasses an arcs of 358.862 hcetares or
3.5775q.km. l.agos Stale consists of 3 Senatorial Distsicts (Lapos East, Lagos \West and Lagos
Ceniral) and 20 Local Govemment arcas with about 10 miilion population. The UN cstimalcs
that at its present growith rate, Lagos state will be third largest mega city in the world by ycar
2015 afler Tokyo in Japan and Bombay in Indis (Transparency for Nigesia, 2010). ‘Ihe sistc's

population density is 2,593.7/4un2, while that of Lagos meiropolitan arca is 8,000/km?,

Lagos Statc is a mulli-cthnic eity. It is a coastal City surrounded by the Lagoon (whete it got its
name from Lagoon Staic™) and the Atlantic Ocean. It is the commereial hub of Nigeria, Itis the
smallest State in Nigeria bul the s¢cond most populous stale and the most ceonomically
important statc of the counley, The health facilities available ia Lagos include both government
owned and pavately owned, Govemment owned; about 274 Primaty llcalth Centres. 25
secondyyy hicalth facilities and fours tertiary [acilities, privately owned; about 2886 privatc
health facilities with over 2000 medlcal grersonnel in all the siate ( both private and govemment)
(Lages State Goverment, 2011; L AWNMA. no datc). Concerning social medla. about 29%%, 86%.
78%% and 26% of Legosinns hovc eccess 10 newspaper, TV, rodio and the Y media (newspaper,

TV and radio) a1 least onee weckly. respectively (NDIHS,2008), About 91%% of liouscholds and
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same percentage of the population in Lagas have access 1o elecleicity while about 24%% of
| houscholds have dccess 1o improved, not shared toilct facility with 76% having access to non
improved toilet facility (NDIS,2008). Sixty cight peteent of the population have access to
improved waler source, 94% have access to non improved watcr sousce ond 18%% use
| oppropriote woter treatment incthod (NDHS.2008) , About 18% and 15% of males and femoles
in l.agos. respectively have mornce than secondary cducation (NDI1S,2008). It is lhe Iargest uthan
arca and the (inancial capital of Nigeria. The threc most comman religion practised in Logosare
Christionity, 1slam and e Traditional religion. The State Is cssentinlly a Yoruba-speaking

environinent bul n socio-cultural melting point for Nigerians, otieacting boih Nigerinns and

foreigners olike.

3.2 Study Deslign:
The study was a cross.scctional descriplive siudy. A community bascd design was employed,
3.3 Study Population:

The respondents were cligible {emoles residing in the selecled words in Apapa. Eli Osa,

Alimosho und Agege Laca!l Governmenl Arcas of the Stalc
3.4 Sample sizc Determination:

The sample sizc was detesmined using the formula

o= 7a ) & (Kirkwood. 1998)

= minimum sample sizc

Zu= standard aoemal deviate corresponding (o 8 2 <ided kevel of significance=| 96

M
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p= prevalence of CIN (Cervical Iniraepithelinl Neoplasia) in Nigerian women (Audu ¢ o/, $1999)

=18.3%

d= level of precision=5%
q= 1-p=1-0,183=0.87
Therefore n=1.962*0.183°0.81 7/0.05%=230

Adjusting for a 10% non nesponse rate, the minimum snmple size was calculated to be =253

3.5 Sampling technliyne;

;

The multistage sampling icchnique was employed.

Stages 1: Two Senatorial Districts (1.agos West and [.ngos Cenlsal) out of the 3 Senstoriel

Districts in Lagos Staic were selecied by simple random sampling usmg balloting.

Swage 2: Two LGASs wete also selecied out of the ten senatorial districts in Lagos West and 1\wo
out of the five senatorial districts in Lagos Central by balloting (Apapa LGA and Eti Osa LGA

in Lagos Central: Alimosho and Agege 1.GA in Lagos West)

Stage 3: One ward was then selected in each of the ten waids in Eti- Osa and Apapa LGAs and
from the |1 wands in Alimosho and Agege I.GAs by balloiing; namely lkoyi 2 from Eti Osa
LGA, ljora Oloye ward from Apapa LGA, Shasha/Akowonjo ward from Alimosho LGA and

Agbotikuyo’Dopemu ward from Agege LGA

Stage 4: Systcmatic random sampling was used to select houses from (he 4 selecied wanis, The

lis1 of regisicred houses in the wards was oblained from the Local Govemment,
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Stage 5: Sampling of one eligible [emale in cach house chosen by balloting was then carried oul

until the minsmum samplec size was oblained,

3.6 Eligihility Criteria:

All consenting: sexually active, nen-pregnant.> 15 yeass females with no previous diagnioses of

cervical cancet, living in the sefected area werc eligible for inclusion into the study.

3.7 Data collection tools: Data was collected using an intervieswer administeied seml siructured

questionnaire developed for this purpose

Scclion A: Socio-demographic and background information inciuded 9 questions covering age,

cducational level, occupation, marital status efc.
Scction B: Explored respondents’ knowledge o cervical cancer and had |5 questions.
Section C: Contrined qucstions asscssing peet enlive practices.against cervical cancer.

Section D: Explored risk of cervical cancer. Sevenlecn questions, assessing Obstetrics and

gynaccology history, family history, marital experience and smoking history.

Section F: lindings on ViA and VIL§

Visua) Inspeciion with Acetic acid (VIA) and Visuat Inspection with Lugol’s iodine (VIL1) of
the cervix was also done and respondcnts were classified 8s having precancerous changes if they

had both asetow hitening on VIA and Ycllowish changes on VILI

*

The uandard operaiing procedure (SO1') is as follows.

1 Respoodent semoves underwncar and lies on her back on the couch

2. Puttesponden; in o lithotomy pasition to expase reapondent pas ate pan
3
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3. Focus light source to illuminate responcdent private patt

Inscrt a sterile disposable speculum into the private part of the respondent to view' the os

of the cervix.

When the cervical os is in focus with the light source also focussing on the cervieal os,

cleitn the os and the arca nround it with a sterile swab

6. Spray acetic neid around the os of the cervix.

Observe the arca araund the cervical os forchanges aficr about | minulc.

8. VIA is ncgative, ¥ there are no changes around the cervical os.

If VIA Is negntive, the resull is negative, Patient is then encournged to.2oalinue 10 screen

yearly

10. VIA is said to be positive, if there are acetowhitening changes around the cervical os

-

l afler 1 minute.

| 1. IEVEA is positive, leave the speculum in ploce

2. sproy thecervix with Lugol’s iodine solution.

13. Inspect the ccrvin carcfully, paying particulor altention to arcas thot swere

acetow hitening on VIA

14, The result is positive if there 1s densc, bright, banana.vellow areas around the cervical

o0s. The result is negative if there are nochanges on Vil.1

15. Take care noi to £pill the Lugol’s iodine or gct it on the patient’s clothes (washcs out).

16. Afler the exasnination. mop up excess iodine in Lhe vagina with a dry cotton swab.

3.8 Data Mapagement:
3.5.1 Data analysis

Data collecied wias checked for ertors. cleaned, enicred andd anslyzed using the EM INI'O 3 4.3

(mlitative varidbles were summarised as proportions and Quantitative variablcs as means with
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standard deviations. Daa were presenied as 1ables and charts as appropriate. Proportions of
“1espondents with risk factors of cenvical cancer, practices of its preventive measuces, sbnornnl

cervical finding and good knowledge of cervical cancer vwere derived,

In order 10 nvoid empty cells and lor the sake of unalysis some of the demographic variables

H were regrouped as thus:

Table 3.1: Recodlng schemn for study varlables

Varinble Recorledt variable N\ |

Agc inycars (Q 1) < 20 years, 20-29 yems. 30-39 years, 4049 ycars, 50-59
ycars and >359 yrars

Hiphest level of | Below tertiary education — No {ormal cducation, primary
education and secondmy cducation

cdacation(QS)
Tertiacy Education - 1eitiary education

} Marital status (Q3) ~ | Not curtently married (re spondents who were singles,

cohabiting, separated, divorced and widowed) and currenily

1 : ' married (scspondents who were mamic d)
_ - |

Significance testing was donc 10 assess association belween outcome variables and predictors

using the chi square tesl and conlidence interval of prevelence odds ratio: A binaiy logistie
segiession miodzl was (iied for precancerous cervical changes. Varinbles cnteted into the
logistic model were those which had esrlicr been sigiilicontly essocizted on bivariate analysis at

10% signilicance, derived from litemture as related 10 pre cancecrouscervical changes oe

piausibly related 10 1. Predictors were determined at 3% significance

392 Study Variables

The primary dependent variables was
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Precancerous cervical clunges

The sccondary dependent variabies were

Risk factors of cervical cancer

Knowledge of ccrvical cancer

Praclices of prevenlive measurcs of cervical cancer

The independent varinbles included:

Socio-demographic chinmactcristics incfuding age, cducalional attainment, marrioge type,
tribe
Foctors associatcd with practises of preventive measures

o Availability of screening/immunisation scrvices

o Acccssibilily of screcning services

Factors associated with cervical [ ndings

3.93 Operatlonal definition of variabies (using the NDHS definitions and standard

definitions, and dcfinitions from litcratures)

Early coitarclie- This was delined as having first sexual infercourse before the nge of

I8 years

Grandmulliparity~ Respondents who reported parity of more than § were clossilied as
thus

Moltiple sexusl partocr- Respondents were classitied as having mulliple sexual
parmers when they repont number of lifetime pasiners of more than four

Sexually trapsmitied Infection- Infectlon that peesents with foul smelling andior
caopious vaginal dischorge OR o genital lesion (sote or growth)

OCI’ ase-This was defined a3 having used OCP for at Icast | year, OCP use was then

categurised as currently use OCP/ not currently use OCP, Current OCI® users are theae
p{
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who hove used OCP n the picvious 3 months. Cusrent OCP usees were further

categoriscd as currently use OCP cvery duy or currenily use OCP some day

Smoking status- Ever smoked were respondents who have smoked ol Icast ) cigorcite in

their lifetinie

Current smoking status- currently smoke (having smoked at least | cigaretie in the gas¢ 3

months)/ not currently smoke
Currcnt stnoking patlem- cvery days some doys

Scanntly active- Hoving expericnced nt 1east one sexunl ititcrcourse

Multiple risks- was defincd os having 3 or more delined risk lactors

huowledge of ccrvical cancer- this was assessed by quesiions 10-19 of the
qucstionnaire, Respondcnts were asked whether they' had hicard of cervical cancer, thceir
sources of informalion aiid symploms and risk [sctors of cervical cancer. Questions 12-
19 were scored. respondents were scored as thus; right answer- 2, 1 don’l know- 1,
wrong answct-{). Total knowlcdge scoic was computed. Of a maximum score of 16 and
minimum scose of 0, respondents who scored 12 (i.c. 75% ol maximum obtainable

score} and abovc were classitied as having *‘good knowledge** and respondents who

scorcd 11 and below v erc ciassiled as hoving **poor kaow ledge*.

3.10 Pretestiog and reliability of data colleciion instruments

The study insgument was prelesied among 30 respondents in wesd 3 of Mushin Local
Govemmenl Area (LLGA). No smbiguous questions were discovered. Administralion of the

questiorvaires lasicd SO minutes.
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11 Qubolity Control:

escasch assistants were Ugined on dala colieclion over 2 days. Four research assistants with at
least Ordinosy MNationnl Diplomas and prior cxperience in data collection were trined, Training
covcred administration of the instruments, 1echniques in creating u mppor; with respondents and

definitions of item$ as stalcd in tho questionnaire. The licld scsslon following the training was

pre 1esting as eatlier described.

3.12 Ethical considerations:

Lthical approval was obtained at the Nigeria Instilute of Medleol Rescasch institutional Review

Boand

Consent: Approval was obtoined froin the local goveramenL inforined consent was blso
oblained from respondenis and respondents were inforraed that the positivity of VIA/VILIL does
not imply a cervical cancer diagnoses. All respondents with positive result were referred

immediately 10 the Lapos State University Teaching Hospitol for confirmation by eolposcopy

ond biopsy.

Conf dentiadity: Data coltected was kept confidential on a password protected computer. Names
and addresses were noi included in the dota collection instrument and thus collected data cannot

be linked with any person,

HBenelicence. Women who were found to have pre<caaccrous lesion were refened immediaicly
to 1the Qbstetrics and Gynaccology unit of the L.agos University Teaching lospital: All services

were penwided free of charge. Pasticlpants werce olso given health education on the implication

of risk behaviouirs associoted with cervicol cancer. measures to reduce the risk and benefits of

ceecning.
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CUHAI'TER FOUR

RESULTS

4.1: Socio demograhhic churncieristies of respontents

A total of 350 eligible women wenc approached but 332 consenled, giving B response rolc of
95%. Of these 332 rcspondents, 80, 90, 82 ond 80 were recruited from Apapa, Alintosio, Cti
Osa and Agege L.GAs, respectively. Respondents' socio demographic charocieristics arc shown
in Table1.1. Morried women constituted more than hall of the tespondenis, 227(68.6%). Only
59 (17.8%%) were singte, 23 (6.9%) were widowed while the rest were divorced or cohabiting,
The mean oge of the respondents was 39,4 10 yeors. The live-number summory of the age
disgibution is: minimum oge, L5; 25* percentile, 32: median nge.39; 75™ percentile, 46;
| maximum oge,72; The age group 30-39 years had the highest proportion accounting for 35.3%
of respondents. The majority’ of respondents were Christians, 289(87.8%:), About 143( 43.98)
had a2 tentinry cducation, 123 (37.7%) and 47(1-1.4%) hod secondary ond primory edug¢stion

tespectively: while the rest had no formal educotion. Alore than half of the respondents,

193(59%) were Yoruba, {olloived by 1bo, 16(18%) while the rest belonged to other tribes.

9
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1¢ 4.1: Socio-demograpbic characteristics of respondents

Variablcs .

Frequency Pcrcentage
Age groups In years (N=32¢)
<19 5 1.5
20-29 {9 14.8
30-19 LS 34.6
19-19 101 30.1
50-59 q2 12.7
260 |4 1.2
Missing 6 |.8
| ‘Mcan ulie of respondents 39.4110.0 v
Maritol Status (N=331) -
Single 59 17.8
Cohabiting 5 1.5
Mamed 227 68.4
Scparaled 4 1.2
Divorced 13 39
\Widowed 23 6.9
Missing ' 03
Highest fevel of cducotional attainment (N=326) ) - D
No formal education 13 3.9
Primany 37 14.2
Secondary 123 37.0
Tertiary 143 431
Missing 6 .8
Mt 193 58.1
Ibo 59 17.7
Haata 16 48
Others $9 V7.7
Missing ‘ L
i

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

e 1.1 L% AR




Knowlcdge of cervical cancer and practices of preventive measures of cervical cancer

4,2 Kaowledpe of cenvical cancer

Of the 332 respondents, onty 135(41.9%) were aware of cervical cancer, and of thosc, only

about one third (38:28.0%) had u good knowledge of the discase.

4.2.1 Sourcces of Informsatinn an cerviend cuncer
In figure 4.1, radio was the most mentioned source of information on cervical cancer 89

{65.99¢), this was followed by heahh workers {33: 24.4%). The least mentioned was thoze with

the disease 4 (3.0 %%)

1 1
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Figure 4.1: Sources of informatlon on cenvical cancer

*Multiple responsc far sources of informalion
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.2 Associntion betwecn knowledge of cervical cancer nnd socio-demographic
aracicristlcs of respondents

n Table 4.2, Bivarialc analysis was done to detennine the assoeiztion between kaowledge of
ervical cancer ond socio-demographic chorcleristics of respondents. A higher proportion of
respondents with tertiaty education had a good knowledge of cervical cancer compurcd wilh
those with below tettiary cducation [33(11.8%%) vs. §(1.79%); P=).61) [ those with bejow
terifary cducation were less likely to huve good knowledge compared with those with teiiary
cducation (POR=0.24; CI- 0.08:0.68)]. A lowcer proproriion of those thet were below <10 years
" had a good knowledge of cervical cancer compared with those that were 13 years ond sbove
[21(27.796) vs, 17(43.6%); P= 0012]. olthough this difference was not signlficant. No
significant associstion was also found between tribe and meris! sialus of respondents and

knowledge of cervical cancer (= 0.15 and 0.86, tespectively)
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Table 4.2: Assoclation Letween knowledge of cervical cnucer and soclo-demographic

characleristics of respondents

Knowledge (N=135)
VARIABLE Good Poor I'revalence odds (POR) I valuc
n(%) n{%) (Confldence interval)

Educational level
Below lertiary education 5(1-1.7%) 36(85.3%)  0.24 (0.08-0.68)

Tetimy educstion 33(41.8%) 61(58.2%) Ref 0.0!?
ARc group

<.10vyecarts 21(27.3%) 69(72 3%) 0.10 (0.22-1.09)

210 years 17(43.6%%) 28(57.4%%) Rel 0.12
Marital status

Cumently marricd 30(37.09%) 63(63.0%) 2.13 {0.86-5.26)

Not cusrently married 8(21.6%9) 34(78.4%) Rel 0.15
Tribe

Yoruba 21(32.3%) 54(67.7%) 098 (0.46- 2.15)

Others 17(32.1%) 43(67.9%) Rel ¢.86

[N
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4.3 Preventive measurces lor cervical cancer
'4.3.1 Awarcncss of prescentive mcasuees for cervical cancer

When the prevolence of those who were awnee of any preventive measurc for cervical cancer

was asscsscd, less Lhan hall 62 (47.0%) ol these 135 whowere awarse of cervical cancer knew of

any preventlive measure,

4.3.2 Distribution of responilents by type of cervical cancee prevenlive measurcs known

As scen in ‘Table 4.3, about two third of thosc \wwho were pware of any preventive measure (41]

66.135) had cver heard of pap smear, 2! {33.9%) of VIA/VIL] but nonc (0%) hat ever licard of

tHuman papilloma virus (F1PV) DNA screcning and 111’V vaccine.

|}
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Known

able 4.3: Distrlbution of respondents by tygie of cervical cancer preventive measurcs

“Preventive measures Frequeney Percentnge
t (%)
Pap smear ] 60.1
VIA/VILL screenlng 21 339
IV DN serecalng 0 0
1PV vaccine 0 0
Total 62 100.0

16
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'4,3.3 Distribution of respondents Ly preventive mensures nplake
Table 4.4 shows praclises of preventive measures for cervical eancer, OF the 1§ who had ever
" had any preventive measure for cervical cancer done, four (36.4%6) and seven (63.6%) had pap
smeas and VIA/VILY dong in their lifctime, respectively. None had ever had L'V vaeeine and

1PV DNA scecenmng.

37
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Tablc 4.4: Distribution of respondenty by preventive mensures uptake

Vatiables Frequency Percentnge
1 %e

VIA/VIL1 7 63.6

Pap Smear 4 36.4

HPV vaccine 0 0

1Y DNA 0 0

Total 1 100.0
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b Availablity snd accessibliity of screening services

fihe 62, who were aware of screening for cervical cancer, only 18 (293%), had such facilily’
lose 10 where they live or work.

Fusthcnnore Fipurce 4.2 shows that of these 18, {0 (55%) have the service at about 3G wiin
driving distonce, 6( 302%) have it al > 30min driving dislonce and only 2(15%) have i within a

walking distance,
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Figure 4.2: Accessibility of screcning services
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.35 Assoctation between knowledge of cervical cancer ond uptake of cervleal cuncer
creening

Table 4.5 shows the nssociation bciween the knowledge of cervical cancer and upiske of
ervical cancer screening. A signilicantly higher propostion of those with a good knowledge (9
40.9%%) ol cervical cancer comnpared with those with poor knowledge (2; 2.3%) had hat al lcast
onc screcning cither by Pap smear or VIA/VIL] done in their lifetinse (m<0.00{). Tii0se with

good knowledge of the disease were mose likely lo take up cervical concer screening.

1)
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




gfich 4.5: Association between knowledge of cervical cancer and uptake of cervical cineer
rcening

Iver sereencd y Pah amewr OR VIAANTLT
Yes NO Toutal
n(%) n(%)
Prevnlence odds (POR) P valuc
(Cunfidence Interval)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

9(40.9%) 12(59.1%) 21 29.68 (3.4.251.5) <0.001
2(2.3%) J9(97.7T%%) 41 Ref (fishcrs cxact) |
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3.6 Association between availability of a screening facility nnd utilization of ccrvieal caacer
crecaing

n Table 4.6, bivarintc analysis was done 10 cxplore the associntion beiween availability of @ screening

acility end utilizotion of cervical cancer seteeniag.

his cxploration found n non signilicont increased propoction of those who hove the focility available

laking up screening.

43
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1c 4.6 Assaciatlon between availability of a screcning Facility and utilization of cervieal
peer screening

Ever screened by I'ap smear OR VIA/VILI
n(%) n(%) Total Prevalence odds (POR) 1 valece

Availability of screening facility (Coafidence interval)

Yes No
Ves 3(17.6%) 13(82.4%) 16 i.8(0.38-8,51)
No 5(10.6%) 11(89.4%) 46 Rel 0.36
Total 8 54 62

11
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.3.7 Reported reasons for not previously screening for cervical cancer

Table +4.7. most of the reasons given for never to have been screened for cervical cancer were
causc of the belic{ thet screening is not important (15; 31.3%) and non availnbiliy of
creening lacility (15:31.3%). Other reasons included the beliel of not been a1 risk of the

“diseasc, lear that screening will huet and beliel that screening is cxpensive.

4%
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1ec 4.7: Reported reasons for not previously screening for cervical cancer

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

llcasens Frecquency Pereentafe
| dont think its impoitant*’ 15 29.4
*No screening facility is available' s 294
“‘because | can’t have cancer™ 7 (3.7
*Sctecning 15 cxpensive ¢ 7 13.7
*| am afraid 3t will hurt™* 3 59
““Centre for reening is too far™ 1 TR
Totol Sl 100
46
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sk fctors for cervical eancer

3.4: Prevalence of risk factors for cervical cuncer among respondents

“Table 4.8 shows the prevalence of wisk faclors among respondents, The prevalence of orol
“contraceplive use was highest with 44.3% rcporting wse, followed by presious ST, 24.1%. This
was followed by carly coitacche with 20.8%. Multiplc sexual partnering (i.c. no of Life time
patiners >4) snd grondmulliparity (i.c. parity of >5) accounted for 14.6% and {3.4%,
respectively, In nddition to the individua) risk lactors, the prevalence of multiple (3 or more)

nisk {actors was 10.2%

-

-~ —

o e ST L W ¢
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riablcs Frequency

*Muttiple response [or the risk factors

Ferceniape
o %a

1 contraccplive 140 44.3
Previous ST| 76 24.4
arly' coitarche 67 20.2
Mulliple sexuval partners 45 1.1.6
Grandmultipanty 36 13.4
Multiple cisk factors 3 10.2

- Smoking 4 1.3

L i
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5 Age specific prevalence of risk factors for cervical cancer

‘able 4.9 shows the age specific prevalence of risk {nclors for cervical cancer. When the risk
faclors for ccrvical cancer was oassessed for cach age group, a higher proportion of those with
history of previous STI, carly coitarche, and multiple sexual pariners were found in the <0

years age group, although only previous history of ST1 was found to be signiticant {(p=0.011).

On the other hand. only grandmuitipasity and smoking were higher inthe 2 40 years age group.

“
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ble 4.9: Age specilic prevalence of risk factors for cervical cancer

Age group In years (N=326)

Vuriable <40 YEARS >0 YEARS ¢

(N=169) (N=157)

n (%) n{%)_

Orul contruceptive use  70(4 |.4%) 68(43.3%) 0.05
Previous STI 48(28.1%9) 25(15.9%) 6.59
Early coitarche 37¢29%%) 29(18.5%) 0.40
Muliiple sex partner  28(16.6%) 16(10.2%) 23
Crandm ultiparity 14(8.3%) 22(1493) 217
Smoking £(0.6%¢) 3(1.9%}  Fisher exact

Multipte risk factors  32(12.4%) 2(7.6%) 1.5%

0.820
0.011
0532
0.i30
.04
0.280
0.211
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1.6 Associntlon between cducationnl level of respondents and risk factors for cervical
nccr on bivariate analysis

p’fahlc 4.10 shows the associotion between the risk tactors of cervical cancer and educationa!
level of respondents. There was a significant relationship betsveen cducational [evel and parnity
and age of first sexual inlcrcourse. Respondents with below teeiiaiy cducntion were four times
more likely 1o be grondmultiparous (p<0.001) and four times more likely 0 experience carly

scaual debut (p<0.001).

S
-

|
|
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able 4.10: Associotion betbween cducational level of respondents and the risk faclors for
rvical cancer on bivarinlc nnalysis

Eclucuilonal level
Below (erilary Tertlary

Prevalence odds Pevalur

Risk factors (%) (%)
Grondmultiparity
Yes 30(18.5%) 6 (5.6%) .83 <0.00!
No 132(81.5%) 101(94.4%%) Ref
Mulilplc seaual partners
Yes 28(1.1.8%) 17(11.9%) 129 0.540
No 161(85.2%) 126 (88.1%) Rel
Early coitarche
Yes $1(28.0%) 14(9.8%) .60 <0.001
No 136(72.0%%) 129 (90.2%).  Rcf
Oral Contraceptive r
Y¢s 71(37.6%) 69(49.2%) 0.65 0.07) ¥
No 118(62.4%%) 74(51.8%)  Ref E
Smokc
Yes 1(0.5%) 3(2.0%) 025 0.430

No 188(99.5%) 140(98.0%)  Ref

Previons ST

Yes 38(20.1%)  38(26.6%) 069 0211

Na 151(79.9%) 105(73.4%) Ref :

Multiple risks

Yes 1009.7%)  203.7%) }.66

No 93(90.355) 52(96,3%) Ref 0.252

B
Y]
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adings on VIA snd VILI

Prevalence of pre cancerous changes

gure 4.3 shows the prevalence of precancerous changes on both VIA and VIL1. A 1013l of 52
pondents were positive on VIA, wlien VILI was done on this $2 wornen, only 43 remained
itive on VLI (i.c. positive onn both VIA and VILI), making the overall prevalence.of

cancerous findings to be 13.0%.

S e T LT W C
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Figure 4.3: Prevalence of precancerous ccrvical changes
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4.7.1 Specilic prevalence of pre cancerouy cervicol changes by sucio-demographic
characicristics

As scen in Toble .11, the prevalence of pre cancerous Findings of the two cducational groups
{betow tertiary and terliary’) shows a higher proportion of those with below testiary education 28
{14.8%5) having precancerous cervical changes compared to those with a tertiery eclucation K5
(10.5%). the difference in the proporiion of the 2 groups was not statisticsily signilicant (p=
0.204). The prevalence of precancerous lesion was slightly higher [22 (13.6%)) in those below
the age of 40 ycars compared with > 40 years (19 (12.1%)), the differcnce was also not

statisiically signilicant (p=0.680).

The prevalence of precancerous lesion was also found o be higlier in those who were currently

masmied and those of the other tribes when compared against the aot current!y marvied ond the

Yoruba tribe respectively.
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AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

£ S——

B ol o e L

-



ble 4.11 Specil.c prevalence of precanccrous cervical changes by socio-demogriphic
haractcristics of respondents

'ARIABLE PPrevalence of Precancerous lesions 7 test P valuc
) n(%)
Educatlonal fevel
Tertiary 15(10.5%4) ~1.274 0.204
Below tertiary 23(1.1.3%)
ARC group
< 40 ycars 23(13.6%) 0.406 0.680
2 {0ycars 19(12.1%)
Marital status
Curreatly marvicd 25(11.19) -1.581 0.114
Not cusrently mamicd 18(17.396) i,
-1
Tribe L
Yoruba 24(12.4%) 1.475 0.142
Others £9(14.2%)
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.8 Factors associatcd with pre canccrous cenvical chanpes

blc 4.12 shows association between risk factors of ccrvical cancer and pre cancerous finding
VIA and VILL- A significamly (p=0.00) highcr propo:tion of those who expericenced early
itarchc 30(44.8%) had preconcerous cervical changes compared to those who had dclayed
coitarche 13(4.9%). Those who reported grandmultiparity were more likely to have

precanccrous lesions than those who did not [33.3% vs, 10.6%4; p=0.001].

Respondents with history of OCP use 22 (15.7%) were found 10 have a higher propcrlion of
precancerous ccrvical changes than icspondents with no histosy of OCP use 21(10.9%),
although this was not signilicant. Signilicantly higher proportion of those with mulliple scxual

pariners 25(55.6%) had precancerous cervical changes compared (o those without muluple

sexuat panners (18(16.3%4), p=0000

Having a previous histoly of STI was fouad to be protective of precancerous cervical changes
(POR=0.74), this assoctation however. was not signilicaal(C! 033-1.68, P=0.601). Those with

multiple risks were moie likely o have precancerous cervical changes (POR=14.50,C[=6.53-
32.03).
Also, the mean age of eostarche in those with precancerous cervical changes (16.3 years) was

found 1o be signilicantly fower compared with those with no precancerous cervica! changes

(211 years) p<0.001.

$7
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able 4.12; Fuctors associatesl with precanccrous cervical changes

Variable Pre cancerous cervical changes prevalence odds ralio

Yesn(%)  Non(%) (confidence lnterval)

Esrly Coltarche
Yes 30(44.8%  37(55.2%) 15.72 (7.52-32.83) <0.001
No 13(4.9%)  252(95.1%) Ref

Grandmultiparity

Yes 12(33.3%)  24(66.7%) 4.27 (1.95-9.39) 0.00!
No 31(10.5%%)  265(89.5%) Ref

OCP use

Yes 22(15.7%) 118(84.3%) 1.52 (0.80-2.88) 0.28

No 21(10 9%) 171(89.1%) Ref

Multiple scxual partners

Yes 25(55.6%%) 20(44.-1%) 18.68 {8.76-39.84) <0,001
No 18(6.3%) 269(93.7%) Ref

Prevlous STI

Yes 8(10.5%) 68(89.5%) 0.74(0.33-1.68) 0.60]
No 35(13.7%) 221(86.3%) Ref

Mmown!

irc:k . 0(0%) 4(100%) 0 Undefined
No 35(13.7%) 221(86.3%¢)

?fl:s’ A 19(55.9%) £S(44.1%) 14.46 (6.53-32.03) <0.001
No 2.1(8.1%) 274(91.9%) Rel

Meanageof 163 years 21.1 years *6.99 <0501

__toitarche

*value of T statistics

**? value based on 1 stalistics
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1 Predictors of precancerous cervical changes

alile 4.13 shows the prediciors of precancerous cervical changes on Jogistic regression. After
bivariate analysis was done, the factors that were significanily associated with

precaniceous cervieal changes at p> 0.05 were enlered mnto the logistic regression model. Afler
building a mode). coitarche and mulliple sexual partners were found to be independemt risk
factors for cervical cancer. Those who cxpericsiced on caely coitarche were 8 times mose fikely
to-have precancerous cervical chunges and those with mulliple sexual partners were 10 times

more ltkely than those without.

0
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able 4.13: Predictors of precancerous cervical changes

‘ariables

Grandmulliparily

Early coitarche

Maltiple scxual partners

Multiple risk faclors

Adjusted  95% Confldence interval

Odds
ratio

1.67

193

9.69

0.67

0.57-4.85

3.20-19.6

0.18-2.54
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMNMENDATIONS

5.1 DISCUSSION

This community' bascd cross sectiono! study assesscd the prevalence of risk factors for cervical
eanccr, prevolence of precancerous cervical changes using VIA/VILL knowledge of cervical

cancer, practices of s preventive measures and the (aclors associatcd with precancerous

cervical cancer lesions.

Of the 350 1espondents recruited for this study, oboul 332 responded, giving @ response rate of

94.8%. This high responsc ratc is similar 10 the high responsc rate obtained in the swdy by

Wong ot al (2043) in Malaysia. Simitarly with this study. Ajoyi and Adewote reported o

cesponse rate of 100% in their clinic based siudy in !badon, in 1998. Comparatively,

Mutyoba.Nimiro and Wciderpass in 2006 also reporied » response @le of 92% in their study in

Uganda.

The mean age of respondents in 1his siudy is similar to the mcan age of respondents in other

3udies. A mean oge of 38.96 yeus was reporied by’ Liang ¢l al {20£3) in China, Thomas ci al

(2012) also reportcd respondesnts mean u5e of 39.8 yews ina similar population based study in

ludy is similar to the mean age of [irst

lbadan. The mean oge of first Sexual inlercourse in this s

Sexusl inw ( urban residents m Nigeria 8 repeited in the National Demogiophic and
Feourse o

tower to the mean age of coitarche % a study In

Heatth Survey (NDIIS 2008) aithouph this 123

Sonth Africa by fonn ct ol
respondents which s not surprising because

women ond the marticd onc$ orc MOrC likely 10 be
e

the siudy included only sexuaily actly
some vein, Kahesa ctal (2042)and Wongetal

‘ the
xwally actlve thon the unmarricd Wwomnef- In

in Tansanie and Maloysia respeciively
y

2013) eporicd same Paticrn in their $ud 4
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‘this study, most respondents had cither at least a secondary education and this may be
eed 10 the fact that this sisdy was conducied in an usban setling and a similar resull was

reporied by the NDHS 2008.

his study revealed the prevalence of risk [actors lor cetvical cancer within the study
population. The most prevalent risk factors were oral contraceplive use, previous STI. esely
coilarche and mu'ltiparity. This finding is comparable with the findings of othes studies.

{Purowadectal, 2012, Oguniayo ct al 201} , Kahesaet al, 2012).

Vasious studies have shown association bclween mandmultiparity and cervical cances/

precancerous cervical changes, however, the association between cervical cancer ond
giandmuliparity was notsignifican! .

The fnding of this study about the non significant asociation betheen Grandmultipanty and the

ok 19 . - i
occummence of precancerous cervical changes is inconiszst (o other studics. Bayo ct al (2002) in

sy d W

. . e b
his study in Mali reposted an increased risk for parity geealer than (0. 1le found high p3rity to be

. i ath [PV infection.
aene of the main co fectors for cervical canccrin population Pfc‘fﬂkm with |

]

Ina similar siudy among Rwandan women by Kahesact al (2081), parity 27was associated with

the occurrence o (CIN.

- ient in Nigeria. Also
Adcwuyi (2008) found an average of 6.8 tive births pchcMcnlcmcchJucnt in Nigeri

b et al 2012) found signif cant host-related factors inthose
oma3s 2012

% anather study in Ibadap, T
: i thers.
with invasive cancee to include high parity 3mong -

risk of cervical cancer in a Finnish cohon of grand

I* another study, thot examined the <
- ) an inC(f.\SCd sk D"I’ibUlﬂblC 10 g]'und mul“par“).

muhipatous women (o1 least five children),

Was found (i linkula 1 ol 2004).

of Emembolu (1988) in Zaria Who found the
l

Wefinding of this study is consistent with tha

. mentof ccrvical concer
PUityof respondcnis not to b¢ of significnfice 1 the derelop

-7
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Qgunbowale (2008) reported women with lower parity (0-3) having borderline

pilicantly increascd risk of having a positive VIA

prcviously documented in literature and other studics. carly coitarche was found by this
dy 10 be a signilicant factor in the development of precancerous cervical changes. Burowade
d d In his study in Horin {although with the use of another method of screcning (Pap smear)]
identif cd the risk factors for cervical cancer 1o include coitaiche among ofier factors. A similar
result was seen in a casc control study in Thailond by Notphopsuk et al in 2012 where carly ope
at first sexual exposure, and multiplc sexual pariners increased the risk of cervical cancer . This
study in Thailand also further cxplored the interval between menarche and cotarche and found a

sighilicant increase in the risk for ccivical cancer in the intersal between menarche and coitache

<& yesrs compared o interval 26 yeors.

e

In consonance with the findings of this study. Peter in 1986 reported in his study a 3 times risk

ween the ages of 16-19 years compased swith

af cennvical cancer in those swho itisin coitarche be

ihose who atiain coitarche after (9 years thes is explaincd by the postulation that during the time

of menarche in early reproductive life, thc transformation zone of thecervixis more susceptible

| SRR w T T LS W

carly in life arc at

10 oncoge nic agents, such as HPY. Women who begin sexual setivity
particulasly high risk of developing invasive cervicolcarcinomo (Morrow c1 al, 1998), Although
our study: found much higher odd of precancef0s lesians with early coitatche, this may'be due

10 the ucreening iachnique used in this study (0 286€ss Precancerous lesions which hasa high
s, inflammoation et¢ which arc also

false posivivity with other lesions in the cervix such as ST

related 1o early coitarche.
‘ i lindtngs 1o be
Our study also showed the mean 8gc of coitarche in those ith presanccrous lindtng

cance fous cetvical lesions.

tignificantly lower in those without pfc
rs wis found 10 be {ved

y found aumiber of sexual pariners {especially

ictive of procanccrous Jesions and
13 this squdy, multiple sexual partne

Comparably with this study, Minkula et ol 2004

6)
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te age 20) to be strongly predictive of risk for 10 or more partners compared wilh no

. case-contro! study in four Latin American countrics assessing nsk laciors for differcnt

isologic types of invasive cervical cancer observed same and found a high risk: associotes] with

whiple sexual partners (Brinton ctal, 1993)

Funhermore, anothes study observed o pronounced effect of multiple scxua! pariners, with thos<

repotling 10 or morc pariness being at a signilficant threefold cxcess rish:. (Brinton cl al, 198%)

In o matched case control study in America, ahcavy excess of multipie coital matcs was shown

for cervical cancer compared to conteols, Fusthes, nisk rises as there pjc more metital and/or

sexual mates. Multiple coital matesincrease the probability of contact with a maic whomay

conttibule o contaminant or initioting sgent. (Rorkin.1967)

The grevalence of OCP found in the study ishigh. This (s al vasiance with the prevatence

reporicd by NOL1S 2008 of 1 6%. Thismay hov.e ver be due to the fact that oue study explored

“everused'” OQCP forat least 1 year w hite the data for NDHS explored current OCP us< status
use pattemn betwecen the differcnt

only, Therc was no significant diffcrence in the OCP

cducational levels and oge Broups (icrinyy' and below tertiary educational level: <10 ycarsand 2

years agc group). This means that OCP usc is & common practicc among vomen 0 this study

population irrespeetis « of their different charactesistics.

ndnot to be associated with the occurence of

However, on bivariate snalysis OCP use Was fou

d simjlar lo.our (inding; a Costa Rican study by Irwin ctal

Pre canccrous cervicol lesion 0n
rvical cancer in OCP usces akhough a slight

(1988) found no increase in risk of invasive €¢
u was found, and on furth

1bCease in risk o[ carcinoma in sit
ive but this was adducedto

detection bias.

used ofal convaeep

{0 be associated with recently
« thoy of Victor Moreno ond

D“' H A SUCh [}
ﬁom O(hcr m Of lhc "'Iorld conﬂtc(s - “h oufs :
ﬂn el CON |
ca mn ' 1 4 -0] ‘br CCNIJ[ cCet
; $ Who rchﬂCd a rt!nlh‘c llsk 0
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ervical infection with HPV and had used oral contraceptives for 10 years or longer

pared with HP V-scropositive women who had ncver used them. Simtlary, a case contiol
dy by Brinton et al (£990) in four South American countries that cstabled an evaluation of
rvics) cancer risk in relation 1o OCP. reponied an overall use that was associated with a2i%
sighificant clcvation in risk, this South Americastudy provides result that support an

verse effect of OCP on cervical cancerrisk, ahhough possibly limited only to a subpopulation
of cases.

The high prevatence of OCP usc in this study popufation and the association of OCP use with

precancerous changes i the cervix {from othes studies) brings concem about the appressive

marketing and advertisement of OCP use for women ofchild bearing age for zmily planning.

Policy on famity planning should be revicw <d 10 reserve OCP as the tst reson for {amily

planning when all other methods have failed or not suilable

] . i H ; [ \ I h
About a third of the sespondents in this study reporicc. & prcs ious history of STl which ismuc
'D11S which saniged from 1.8%- 2%. Thisis

N

highcr than the prevalence reportcd by the 2008

ure of this finding Which may give an inaccuralc result

peobably because of the sc|ficporicd N2

prevalence of ST1 in the past 12 months while our study

and glso, the NDHS dato feporied the

f * life.
exploted the occurrence of ST everin the responde nis

i <4 ts compared with the
From this study, ST! was found to sipnificontly occur more in the <40 ycats p

pattern of ST | occurrence 10 both age Broujis -

: t occurtence of
sonifl icant difference in the
However, on bivariate analysis: dicre was NO Slglllr.
]

and those without, This may be due to the self

Tl
.+ uhose reposted S :
precancerous lesions in those F€P ns commonly s<en in

because 8 1ot of other tnfectio

reporied nature of the variable 0 bt his cnvironment as ST thereby' causing
: this :
4 by women I0
fenuale ¢ p candidiasis are ofien coric : ds the null
\ h) ‘.olhcﬂ; 0\wosds :
. e ond movingthe
8 non diffesentia ] misclosslfication bies AN e,
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|

dings of 4T sLtdy I8 huvever in Jisagreement withthat of uther subles, such as the

by Slauery and colleagues shicdi found ameny the factors ldentifod se aticring 1ho risk

Vical cancer, atler the adjustment for age, education, church allendance amd cigareite

fing was reporied Trichomonas lnfection.

milarky and sl contrary to our finding, the data ln the publicatlon of 1leral (1474) in | gnced

ggesd that eaposure to Sexually transmiited infection s an impartant deicrminant of cery ical '

study found a prevalence of those who had heard of cervical cancer 1o be ='ay @t nalf of
fhe ropondents, this pwevalence is much higher than 15% prevalence reported by Ajay! and

Adewole @ 1998 This highes peevalence repainied by this stdy may be due (0 improvement

awacenen of the discase over the yeors.

Similarly with our study where media was the main sxirce of information for those who had '
beard of the discase, Ajayi and Adewole (1598) also reporied same as the main source of '
o i

Ox study gamd mos of the people who had heard of cervical eancer (0 have a poor knowledy™

-

of the di3ca3e which 15 sapilas 10 the finding of APyi and Adewole (1098
patients 218 years (n = $29) in ambubstory

U Y study of prospective cohor of 1—'.ngliih-‘l‘““-"l

SOBxrs ciniics, | iberacy was the coly facioe indepeadenyly assovisted with ledge

ow Sy lbnwlaiﬂ.waﬂl’ahﬂ s With
hﬂt'mdtnwhlpmnprdtﬁ“

1 dervima) coac oy (Linday <t 8, 2002)

beire fertiary education were 4 times Jesa likely o

S tertiary educstion
Mo Sady alne (ol spgni Ncant highe? proportsn of good o dodge of vor il conces
wre] 8 R

._“?m-hhuﬂtiﬂ-‘l w N the Timmbag of

R 240 years age grop compared with
o beiig *h“‘h relomd br g
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The findings of our study is however in disagreement with sat of other studies, suchas the
soxdy' by Statiery and colleagues which found among the faciors identified as altering the risk

for cervical cancer, aficr the adjusiment for age. cducation, chusch atiendance and cigaretic

smokiag was reported Trichomonas infection.

Similarly and still conuiary to our finding, the data in the publication of Beral (1974) in Lancet
suggest that cxposurc 10 sexually transmiltcd infection 1s an important deierminant of ceryical

Canccr,

Thus study found o prevalence ofthose swho had heardof cecvical cancer to be almost half of
the respondents. this prevalence is much higher than 15% prevalence ceported by f\:m)'i and

Adevvole in 1998, This higher prevalence reporicd by this siudy may be ducio impm\'cmcm n

awarencss o[ the discase over the years.

in > of i jon for ¢t ho had
Sinsilaely with our study wheie medio was the main source of information for those w

\ cc of
heard of the discnsc. Ajayi and Adowole (1998) olso reporied samc as the main sour

information.

s ——

Oy -n1 cancer lo havea poor knowledge
r study found most of the people who had hea:id of ceivica) caneer lo hav o
- foun ) P

- iayi ic (1998). \
of the discase which is similar o the 1inding of Ajayi and Adewoic (

' ' n = 529) in ambulaton)
Ja asudy of prosgective cohort of English:sresiing paticnts 218 years (

. v 4
: oted with khowledgerelate
women's clinics, Literacy Was the only factor indcpendenily 055%¢

N Do ¥

s1a- trend whege those with
D ccrvical cancer (Lindau ct ol 2002) our sisd also found & stmilas

ood knowiedge compared with thote

' ‘Lely lohmve §
below tertiary educntion were 4 imes less likely

([ 4

with teriiary education ical cancer
: knowledge of cervica
s
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In the 340 years age group compared wit

as being signiflcnntl)' relaied Lo BEC
ge

Ramie/, et af that repostcd Knowled
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1c prevalence of those who were aware of any screening method for cervical cancer was very
fow. sn our study (1 8% of the total respondents sampled and 47% of those who had heard of

ccnvical caacer). This finding is at variance with the repont of a siudy among medical workers ]

Uganda that reported 83%.

[ this study it was observed thot only 3.3% of the sampled women had ever had screcning for
cervico! cancee cither Pap smear or VIA/VILL. Similasly other studies done in Nigeria, have
als0 documented the ulilisation of cervicol cancer screening service among women (0 vary

between 0.3%% 1o 8.5% ( Aboyeji, 2004; Ayinde, 1998: Daramota. 2001; Onajole ¢t af. 2004

Roberts et af 2004). [n o similor population bascd siudy donc among womenof Vicinom origin

in seatle.USA., 6826(2/3) hod hod screening by pap smear donc in the past 3 years, whilein

another African study donc in Uganda, o higher prevalence of 1984 was aiso reporled (Mutyaba

and colleagucs 2006). McFarlandin 2003, inbis study ina similas setting in Bolswwana reponed

ico i . Wellensick
amuch higher prevalence of 60% women thot had cervicol cancer screcning done

) in in 2002 ol
(2002) (eporied a prevatence of 36.7% among Sauth Aftican “omen. Twin in 2002 0ls0

‘one Chinese \vomen.
reported a higher prevalence of 57% among tong Kong c

) innamong Nigcnon \Women is
This findings show thot the utilisgrion of ccevico| cancer <Tecning B
wntcipasts in other parisof

among them and poor knowledge of the

the worh). This may be
generally poor comparcd 0 | heic €0

\ ical cancer
slribueable to the low swareness of cevical

{ lhe discase. And omong those who Were awarc of
ware 0 "

dUQSC cven 2among those who werc 0 | .
B 4 mafor barricrs 10 screening to include

fovn
the discasc and jts Screening Measures, our study

wout not been et risk of the disease, this is similar lo
cd 4}

R Y d also believ .
limited aceess to facility on ane of the ccasons for not ever having had

the finding of McFarlond. Fear of the test was&iso

portof Nelson and Jones (1998)

Ue test done, which is simifor to the re
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1

1 Limitations

his study has 8 number of limitations.

Social desirability bias- some of the issues eaplored in this study were sensitive topics
c.g. issues reloting 1o sexual life. Respondents moy have teponed inzccurately on this
sensilive topies in order 10 fresent themscives inthe best possible light. Toprevent the

anonymity of respondents and 10 ensuse honest responscs, confidential ity was ossured

and mointained.

. A polential bins in this study was recall. This might have been psescnt as this s nol

unusual in sell reported prevalence surveys. This study explosed issues thut majored on

the long teem meinoty of respondents.

— AR -
. Asceriainment bias- this might also be.a possibilily, becausc.soaeot the sisk facto

jecti 1res e.¢ history wous STE.
were self repotted and nol validated by objective meastics c.¢ history of prev 1ous

' itions were used
respondents might have given inaccurate auswess. The operational definition

10 bimit this.

s oy varisbles could
With the cross sectional design of this study causal relationships 2MOTE

not be drown.

i [ toviders® Skill laek of
1 isa gener | concem about VIA concemiig differcnccs P A
here is a3 genera

. : (STIs. The obscrned
standardized test defininon and the underlying prevalence O

i lence.
flivity o VIA/VIL] may te due 10 other foctors other than the disease prevalen
positivity of the

- te VIAVILI pms.idcrs were well trained and agreement
This was limited by ensuning ;

vity of a result.
by at jeast 2 tesi providers aboul the posihvity ©
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ﬂ',‘. prevalcnce of the cervical cancer risk Baclors cxplored i nthis study was high. The factors
associated with ccrvical cancer (multiple sexual pastness and earjy coitaiche) and the othes
peevalent [actors were atl modifiable factors, this possibly (ndicates that the byrden of cenvical
cancer in the study arca could be reduced by public health enlightenment to address this
modifiable f2ctors. This population bascd study has also shown a high prevalence of
precancerous cervical changes. higher than what had beco documented in.other facility basey
studies done.
The results of this study have also indicated thet examincd women have poor tnowledie aboul
cervical canccr, screening mcasures ond exhibit low utilization mites for ccrvicol cancer
screening . The [ow screcning participation emong the women studied may be due'to their |
limited awarercss and knowlcdge about ccnvical cancer and ils scscening examinations.

In conclusion, these findings have undeescorcd the poinit that cervica! cancer is 8 public health

problem in the study pepulation
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Recommendalions

These is need 1o initiate health educalion on cervical cancer targeting women with cardy,
coifache and multiple scxual partnets

We also 1ecommend tat effoits to boost cervical cancer screening through improved
understanding should be directed toward women with below lertimy education,

Based on the implicaltions of Ihe {indings of women's poor knowledge and poor screening
utilization, we recommend the need for the inclusion of culturally sensitive health promotion

and inlcrvention siralepies in cervical cancer control.

. Contrary 10 expectation, hcalth workers were not the most mentioned source of iniormation

on cervical cancer in this study, so there is need for scusilisation of healih workers at atl
Jevels of care about the importance of emphasising accurate information aboul cervical

cancer and importance of screening 10 all female patients:
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QUESTIONNAIRE

Risk Factors for Cervical Cancer :ni Presalence of Precanccrous
among Scxually Active Wag cn in Lapos

Cenvical Chan

|

s .‘“CW.C\V....H.-.u.o. LN TIRYTIES A be
' Dnc 0f| 1 Lilgbopape QueS“O“M]fc NO ............. e ] orsass,, 0 00

Intioduction 10 the clicent:

My name is Or. Olm.vunmi Adcoyc, | am a Resident Doclor working for the University College
Hospital and also doing a Masters Programme with the Nigeria Ficld Epidemiology and
Laborstory training Programme {NFELTP) and presently attached to the Nigerian lastituic of
Medica] Research (NIMR), Yaba. | am micrcsted in assessing the risk factors for cervical cancer
amang sexually active womcen not secking health care. Therelore. 1 would like to inguire on
WMiowledge of cenvicalcancer, the risk behaviours, the practices of its preventive measures and
also do Visual lnspection with Acetic.acid (VIA)of thecervix with or without Visus! inspeciion
with Lugol’s iodire (VILL). 1t is impostapt for youto undersiond that Your pasticipation in this
sudy 1s complcicly vojuntary. | would be rcally grateful if you would agree to jarlicip ste in Uns
study, but do fee) [rece to refuse. If you refuse, there will be no consequence for you. If you
¢hoose to participatc in this study, you need to kaow thal $0ou may withdiaw [rom the study at
any stoge without giving any cxplanation for your withdrawal. Your answers will be kept |
confidential. A1 some point, 1 will ask you some vesy personal guestions. Iwill NOT provide
this information to anybody cither during or after the study.
This suney will take about 18 minules
Il you havc.questions or further clarifications, [cel {ree 1o enll me on 08051031748

SECTION A: Socin-demogeaphic dalu

1. Age at last birthday .
2. Tribe: 1. Yoruba 2. Ibo :
3, Hauso 4. Othess {pteasc specity) i

3. Matitol stotus: {. Siagle. 2 Co»habilitlg‘ kAl
1, Scponmed  5-Bivorced 6. W\ ldomzl Chetsti

4. Religion: 1. Islam e 'R
3p LIpitiofy :cliglond v 2 l::imm) azhool

: | F ol education <.
3. Highest Jeve! of education: ;Pi:c r:::ﬁ!) +. Tertiary ducation
6 Occupation et

(1) Owned (specify pls)
({)

7 A‘tragc month'y incomCOcv..oolgq"- L0

8 Type of housing () Rented
.(3)  Employet

- (5 "-y 11’5) .
Py pfu\idcd TP

mhc"l Podpoveovicton

' (2) hctuscae stose (3) rewood (1)
9, What do you usc in couking 2

t hogee? (1) 898 covker

O"K"S,," > TI K LA AL
. r
Mujm Kunwiele of ¢ cr\“’;" (;;";‘\‘:ﬂ (2.) No (1f NO, skip 10 section )

9. Mave you heard aboot cervical canke
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If yes, how did you hear about it? (multiple ropanst aliowed)
Source of inlormatios 1 Ve 2

>

Health worken
B | Mass modia-
Radw
Television
New spapa | |
C | Chuch'masque ]: 2) ]::
|
i

k

D | Neighbowry/friend

E | Those that have fuad 1he discase
Others (plcase specify) 1

IL. In your own words what is cenvical cancer?

(For questions 13 - 20 don"t read oat the *°] doa't know "’ options)
12. Are there serecning mcthods thal can peovent cenvical canaar? (F) Yes (2.3 No (3}
don't know
1), Cervical cancer may be associated with having muluple sexwal pprmers  (19) Yes (2.)

No (3.)1 don’'t know
14, Cervical cancer is associsted with obesityf Osenweight (1) Yes (.} No (31
don't know

15. 11 Is only scen in elderly peoile (1.) Yes (2.) No (3.) 1 don’t know

‘a (3.) 1don'tknow
16. Cervical cancer can be curcd (fdetected casly (1. (Y;)sb::f ){;\;" s 0: RN
b2, It wsually presents with symploms carly (1) Yes {2 :

1 : s i ) Ves (2)No
1B Lis noy assozlated with having sexuat intescourse carly inone's life (1)

(3.3 tdon't know | Jon'tkpow
19, Cervical cancer is communlcoble. (1) Yes @) No ()

mﬂu,‘_;_ screening for Cervical CIIE:I;‘ <ol Cancer? (1).Yes (2) No (IfNO,
20, Are you aware of any screening method for inue with section C)

s conl _
$kip the rest of the section and go 10 section.L: ";:.-\ (Don't read out the OpLoNS, allow
21, Which one? (1.) VIA (2.) Pap smeaf (3) PV L

elient 1o mention them) I
a2 Haye you ever been immunized with 1
4, Have you ever been screcned for cery

skip 1o Question 28)

loma virus vaccine? (1) Yes (2) No

pil .
ilul:l:l.:ni:u?:cr in the past (1.) Yes (2.) No (I NO,
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24, If yes, how many imes? Lo i

75, When was 1he last imeZ..o e .o, > Nt

26. What was the finding of the lasl screening (1.) Normal (2.) Abnormal ( skip quesiion 28
and go lo question 29)

37, Give reasons wWhy you have never been scicened (1) I don't think it's important (2.) 1
am betesve it will huit (3.) Centre for screening is not availabe () Screening is

expensive  (4) because | belicve | can never hsve it (5) Other
VEASONSiatadl  Uncnidssl dasabeuess swarlans erivanhiadsybs

28. Is there any focility that you know of, wilh cervical cances surcening senvices? (1) Yes
(2) No (1f NO, go to section D)

29. How close is this {acility from where you live or work? (1) Walking distance (2) nkes
aboul 30 minutes or less of driving (3) takes more than 30 minuics of driving

TS0 000¢4ddnccoor o

[EELT NSRS LD POPTRYPY Frovpupuy

SECTION D: Risk factors for cervicaleancer
30. Agc 01 Tirst seXUD] IN1CICOUrSE - e, oveenrrarsasssarsnmoaranertons:

31.11ow many times hove you been marricd (if mArfied) . oonrevemcoresarorene-es
32. How many wivesdoes your husband havc(ifmmn.cd) ........ i st
33. liow' oflcn dog¢s your partnct usc protection during sexual micreousse with you (1.)

Never (2.) Rasely ¢3.) Often
34. No of lilctime pastaers «oo. cvuesyee ivaesasransesees
35, Have you ever used Oral Conkraceplives for
skip to question 40)
36,17 yes, for how- long in 8112:.cceeeemsimmmmmessimem stz 258 : g PP
37-00) you cusrently ug;e ors] contsoccptives? (1) Y.“ (?) :qg::fh::;:::\pl; (:omc months
3. How often do you cusrenily use orl co..;mePts\a?( Jever) WL
s R

39‘ '{0\\ many prcgnnnCics hnve ‘ou ¥ A di) i names by oQ‘-Ol'0""“"-'”""“"'""'

40. 1{ow many babics hove you ever gehuer Ui B0 T ] discharge of vaginal sore o
1ed for 3 foul smelling YOBin

4!.Hove you ever been lecaic (eclion belore)?

: jeal in :
gronth (Sesually tmsined Disewe 0T SR 1)y, ) o (N0 SKip &
12 Have you cver smoked? (al lcast | cignretie atany um

question 47) " o uestion 47)
43. Doyou currently smoke? (1) Yes (2) No (1FNO. skip

.day (2) some days
34. How oflen do you cu"cl\ll) Sﬂ10k¢7 (l) cyc?) d3) ( )

it L yeard (1) Yes @) No (IFNO.

45.0n the gyemge, how maity stickslzicl’ d[ay:cdcc Mcnlmﬂccl’? (Sister, Mother, Aunty €ic)
46. 11as any bady in your family ever b earvid)
(1) Yes (2) No (Specify who«seosteitse e

ILIAVIA) findings
i (VILIN ’:\)
ECTION E: Visual Inspection with lodine and Accti€ 8¢
S¥C :: Visu
RN R e
‘8. AI'NORN1AL1 yosdos®® o-o.u..o...-ooul

XL
cptpavieie®t
PR AR

Comments...... ..omeoveisen
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Imm..u ide miie®oueb

iwe

| ttihan fun aswon oni baara.

Onuko mi ni dokila Olawunmi Adeoye. Emi ni dokita agbeegbe Ui nse ise fun ile iwosan ile<ko
pea beem mosi keko Jati gboye si ipcle to o ju cyi i mowa yi lo fodo avon omo egbe iscle aii
~ dnwon arsan Vi ori papa pelu iwadis idaniteko imo ijinle ni Nijina. Lowo lowo, mo wa pelu
awon epba iwadi imopc ijile oniscgun oyinbo ti Nijiria ®o Yaba. Mo nse ivnadi et mo nips
Pmba 1abi emi 1i 0 wa laarin awon epiyon 1o ii wa alafia ati itoju Ai ite-iwosan oyinbo lori

asan jejesc ti o ndoguko cnu ona ilc omo, bi 0 se maa nse, bi won se nse itoju rc mo si fe sc
3yewo ojukoaju pelu asidi ti cgungun eyin.

B Ose pataki fun yin loti mo pe fkopa yin ninu iwadi ali imogT ki <€ & ‘wgaéablr:j:if;::pi;?:.:i

'} I miyio dun lopolopo bi ¢ ba yon lnti kopa minu \.“-ndu yi. 51 | ll’cko 3 niay wadi ¥i, mo fe

| ife inu yin lati sc bee cyi ko bu yin ku ni ona kona. BK. v, 4 \,'\.1.19 ; 't cpba le lai sc alayc idire
ki ¢ mo wipe ¢ le pinnu lati jowo tabi yowo minu re & igha A

i enikeni.

e o Ddll; i kan nipa
. ) e b - “Ni ipile kan. a 0 jbere awon 0
Avwoil idahun yin ni eli keta Ko te mo 1abi £ba mpa 1e ; j asiko inadi ¥i tbi lehin fe.

1 - o g . . 2 w -a“
¥0. Emi sifi da yin loju pe cnikeni kom M idahun y1n DO)

hun ajo yio je bi isoju MCw.

" ¥ 5 i sl on
Bie bani ibere (abi ohun ti o fc Tu YN [oju. clce P 1

AFA KINNI

pi 0dup) sassenerert T
Ojo ori pege bi ojo ibi ti € sc gbeyin (ni

1, Imiron (€)€ ki @ S0 ave svertarenmainaeses

Eya~ 1 Yorubs 2. 1bo 3. Housa

AFRICAN DIGI'PAL HEALTH REPOSITORY PROJECT




lpoldile— 1. Apon 2.A lajogbe 3.Motisciyawo

4.Akojogbepo 5. Atituka 6. Opo
Esin— |. Musulumi 2. Omolecyin Kristi 3. Abalaye

4. Imsran
Isc .... ! .

7. O“o 0}'0 Ososul‘ i E*® 084000008000 00cctnee

8 luietiaungbe 1. Ayalc BBC... cvnnresemsasne 2 Teni D1ENIe. ccevrmmrsnasnses

3l llc ibi iw..d‘l.-.‘..o... [N 1] 4. ll:‘lm'l .................... L ]

9.  Kinta finds ina ol fle 1. Aaagissseeereeer e

3. lgi idﬁn\\uﬂ' . oossonen

APA KEJI: Ohunti a ma nipa jejeie cnu 003 ile 6MO.

1. Beeni 2. Beeko

0. Nje ati gbo nipa jercre enu ONa ile omo

: yna kerin
{biidahun re bajc beeko, elo taars 51093 )

B10 b3 s¢ pe beeni, bawo ni o 1i se gB0 nipa fe?

Ad)e wa fun jdahun orisirisi.

2. Sitofu oni kefosin. .....-..

l‘l Imimno1 espttosrvooTee TO

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




| A sorv tha ghes)

aohunnianormn

twe iroyin

lie (iroin omo Leyin Kristénvosalaehy

AlajogbepaOre
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¥ b 0.11 5c lee so, Kin jejerc enu ons ile omo

{Exn ihecre tetala titide ogun e ma se ka awon idshun “cmo kamo®
oyl sere enu ona ile omo?

Nje awon ayewo wa ti koni je ki eniyan fi aisan jejere

I.Beni 2. Becko  3.Emikom®

i ni ilo
Axran jeyere et ond fie oMo nil se pelu M n:ovompommn poo

| Boayy  1.Becko 3 Emikomo

‘.. L
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1. Beeni 2. Becko 3. Emi ko mo

O mao n fara han nipa aami ni ibere

1. Beeni 2, Beeko 3. Emikomo

Ko nti sc pelu b tele oi ibalope ni ibere pepe aye eni

[. Beeni 2. Becko 3. Emi komo

Jgjere cpunpun chin ama ran efomitan?

i. Been 2. Becko 3. Emi ko mo

APA KETA: ayewo fun jejere cnu one ile omo

2. Nyeegbo nipa aycwo Kan 18bi omiia Aips joycre thu ona ile omo?

[. Beeni 2. Becko
(Bi idahun yin ba je becko, e [i awon ibeere ti o te o leyi sile Ki esé l0si Apa ker:n)

Emo? 1. VIA 2. Pap smear 3. HPV DNA

(Cma se ka awon idahun wonyi eje Ki awon eniyan dahun Brwup)

Nie e i gba abere oje saca Li (11PV) Human Mapiitoma ba?

]. Beeni 2. Becko 3. Cmi ko Mo

_ . Tebig koa ri?
Nie won i s¢ aycwo kan fun yin f nipa jejerc Mo Igha

l.Beeni 2, Becko LI

‘ - . .2 o k

(Bi idah baie beeko, fi awon ibesre o a tele cteyi siic Ki ¢S dahun ibecre IKeji
' un re baje beeko, I ¥

logbon)

sqiase b hoee

OCOER
‘..'.-'..|CQVQ

Bio bujcjbctni, igbu rnelo 2 covoieeer
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Niigbawo niayewotiogbehin? ......._... .
i ni awon abajade avewo ti o gbchin?

|, Odand 2. Kodara

So idi ti iwo Ko ti i s¢ aye wo

i. Emi ko mo pc osc pataki 2 Erum bami, mo fee ferapo

3. lbr aycwo jina 4. Owoayewo won

'38.  Njcawon irihse kon wa li o mo pelu awon ile.ise 1i 0 R¥c cniyan wo Nipa jejcre o Ona
iie omo?

L Beceni 2 Becko (Bi idahun re ba se becko. lo taara si apa keerin)

3. Bawoni irinse naa se jina si ibi isc re ta biile 1e?

18] ju W jscju to ni oka
1.Osec fieserin 2. 0O toiwonogbonisejy 3. Oju iwon ogbon Isju to
Wina

APA KERIN: Awon wu 1o wa ninu jejesc opa chin

X

«

Ojoor re ni igba ti 0 Koo Ni 1DALOPO..«weeasearerttt e

febses ey vqtteny

) (bi Oba t BbeyBWo) sy

Ilgba melo ni to ti se igheyano?

. 40 O.rttoiotoc .
ept b L] L]
(]

R 7 (Biobalo gbeyawo) s seerere

I¥awo meloni okere N

Lt i ybalopo?
: inb3 1i € ba n11030p
SO jwonooko re s¢ Maa njoohun idabobo 10 v e

lgb
. Kiiloo  2.Ekookan 3 Gbogo't
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Njce ti lo awon oogun idan bobo fun ibalopo,

1. Beeni 2. Beeko  (Bi idahun re baje beeko, tesiwn aju si ibeerc 0goji)
Bi idahun ba je beeni a to fati 1gba wo? eoeeiniiiiiieen. ey

Nje o sinlo awon oogun idabobo fun ibalopo lowo lowo?

l. Beeni 2. Beeko (Bi idahun re by je becko, tesiwaju si ibeere 0goji)

. | : .
Bi igba wo siarawon nio ma bloo? A. Ososu 2. Awon osu

Oyun melo nooli Ni Fil...ccvemanresarare I R

Omo mCID nio ti Miri??- rtC.'O'.O.q.c&.‘OOP- () od — ve

- o0 80ccg®e~ ot
eepee +edine .
evoeocn’

} i i kaur kan riZ.
Nje won ti s¢ itoju e fun 3nun ibalopo Kau #3n

= TN Y v i ibcere ketadinfgdots)
= . . & s ‘ C[(

: A 102° ° bajc kcho. lCSI“nju
1. Beeni 2. Becko (Bi idshun e

2 Becko (Bi idahun re bage beeko, lesiwaje S

Nje osin mu sija? 1. Beeni
ibeere ketadiniaota)

von olo
{ arp won 107 L. Ojocojumo 2 Ay

Bawo ni mimu siga re sc jinas

Bia ba fascabale wo, b melont 0)9 kan

sy tc, obirin, lya
o ore o 0N 1 amo i {Yala. L st
Yiﬂ l‘ nlanm JC}dt n\\" mni oy peaee oS

2 Becko(sa fu

..4OU‘H ep w9

Nie enikeni ninu cbo .
ie tabi aburo [)m(c), 1. Beeni
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KARUN: Ayewo pelu iodine ati asidi acetic (VIA) atj ayodini (VIL})
| Odara 2, kodan

Biko ba dara, $& alaye.....cuiimiiceririosisssions sasirran
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INFORMED CONSENT FORM

Do PVUCipunt,

You me being asked to partxcipuie m 8 revaarch study tithed ““Risd Facaors for Cenvical
Cances emong scwally aclive women m Eaps™

The myestgators 10 this siudy and thetr afliiauons are

» Dr. Olawuami Adecye- Masters ssuders and Resdas of the Nigerm Ficld and
Laboratory Training Proppamme. Asokaro, Abum 2nd Univarsty of Ibadan, Jbeden

o DrOlufunmi t. Fawole. Lecturey, Ocparomen) of Egdennalogy and Medical
Suustics, University of Ibadan.

» Dr lkeoluwa Ajayi— Lecturer and Head of Drpartexs of Epidermalogy and
Medical Statistécs. University of 1badan

¢ Dr Pauick Nguku — Resident Advisor, Nigerin Freld Epridemotogy and Laboratows
Trantng Progiamme .Asokoro, Abuja

The sponsor of 1his researeh is Or. Olawvnmi Adeoye

This study will involve the following: =
e Completing a questiorauire whsc!;dwa!ill ;n;cdwun o:?’:’m::b T L
« Visual Inspection wath Acctic ACId Wil D o vood back 10 CXPOSE Your
1, :c?r:ving your undcrw caf and lying down an JOud hack to €Xpo
privale port |
2. Inserting & stenile plastic disposs
your cervix

O Y swab
3. Clesningthe cervia of any disclde using f‘f"l: f:w e 8 o3 L
4. Spraying Acctic acid inio the caviy and wanng obsary

hanges il thercatcan).
. ?l':c sgp'cculum wil! ithen be temoved and disarded

] ' od ufy ’ .
Sbdiy d o wulli ::nt::il::inm do Visual inspecuon with Lugol"s iodinc
7. You may vt may i

! ' ] toview
bic speculum Mo your PeIvaic parnt

[ wish 10 draw your nitention te the ey that-
*  Your participation is voluniary
+ You do nothave totake g3t 0 1€ S o i messurs
+ Ifyou do not wish to participote. P b
s You can withdraw from \he gtudy ot 80

hine.
: ) hour of yout
The whole study will take aboul 30 punute® l:,, on Of the specutum

| ' ingling sonsatons.
You mighy feel some discamfort with lh:::;sccrs'ix might Bive some 1inBlING
The application of the Acetic acid into } undery €8¢

o ol Stan )
The yoplfcation o f Lugol's iodine nugh e maimained at al times

ity
4 confidentia
No eaperimcnis will be pesformed 00 you 20

mation
a0 your nam e will not be linked 10 any Infor

problein nrycy Or JOU arc wnha PRy

. s LI ONY
Please feel fice 1o contact the following s

Wit the yudy

/1

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



10 draw’ Your aftention to the fact that:
Your participation is voluntay
You do not have to 1ake part in the study

If you do not wish to participate, there will be no punitive measures.
You can withdraw from the study at any stage,

he whole study will take about 30 minutes to 1 hour of Your time.

might fecl some discomfort with the insertion of the spccalum.

1be application of the Acctic acid into your cervin might give some tingling sens:tions.
application of Lugo)'s iodine might stain yourundeorwear,

No exjieriments will be performed on you and Conlidentiality will be mainiaincd at alb tires
&d your naraic will not be linked to any information.
[ 3

Pasc fecl [rec (o contact the following persons if any problem arices or you are unhappy with
the study'
o Dr Olawunmi Adeoye

£mail; wynmiolat@iyahoo.com
Phoae no; 08051031748

* NIMR-IRB Contacl:

hirs Nwogbe,

Nigeria Institute of Mcdical Researeh,
Yaba,l.agos

Ilyou ynderstand and agree to the above piesse sign below.

LT O (SiENAUIE) coomesvcsmmsimamsameastes = w{Datc)
"""n......-............uo..uu.mm P-';"'cd) (Da[c}
RESQITHEE: ... .. .0eeess oo oo STEHAIIC) ccssinn prvressrabinanssattmse -
Tteenietenspaesesnneeasreaseen(NDME PrIRLCD) (Date)
WIneSs: e A STENRILTE) coermierransrastn et

vveeses o (Name Printed)

00 0Veetasnbose 00 dnantogrées
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