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ABSTRACT

Provision of Human Papillomavirus (HPV) vaccines in low and middle income
countries is a critical pillar for meeting the global action for closing the cancer divide.
However, high cost of vaccine and vaccine delivery, low awareness and knowledge of
cervical cancer and HPV infection and failure of cervical cancer to be rccognized as a
major health concern poses a problem to this achievement. This study was aimed at
assessing the knowledge of cervical cancer, HPV infection and HPV vaccine, and
acceptability of HPV vaccince among students in tertiary institutions tn Lagos.

['he study was a cross scctional survey and a multi-stage sampling technique.was uscd
to select 997 students m tertiary institutions. A sclf administered questioninairc was
uscd to elicit mformation on awarcness, knowledge of cervical cancer, knowlcdge of
PV infection and vaccine, and willingness 1o reccive the HPV vaceine. Data was
analyzed using descriptive statistics, frcquencies and percentages, and using
inferential statistics; Chi square and logistic regression at 5% lcvel of significance.

['he respondents were aged 15 to 40 years with aumedian age of 22 years. Majority
werc Christians (71.0%) and single (94.7%).. Compared to respondents who wcre
awarc of cervical cancer (67.2%), only 36:1% of the respondents had ever heard of
HPV infection. The commonest source of mformation of 1PV was school {30.8%).
Majority of the respondents had'poeor knowledge of cervical cancer (24.8%) and 1PV
(14.8%). Only 1.3% of the respondents had ever received the 1PV vaccine and very
few (7.2%) werc willing to receive the vaccine. High cost (63.3%) was the major
rcason of willingness towrcccive the vaccine. Respondents aged 20 to 24 years (OR=
34, CI=1.265.8.91), in a polytechnic (OR=0.8, C1=7.49- 94.45) and thosc who had
¢ood knowledge of cervical cancer (OR=3.4, CI=1.59- 7.37) were morc likely to havc
voed knowledge of [{PV infection and vaccine while accounting students (OR=0 27.
Cl20.09- 0.77) were less likelyto have good knowledge of HPV intection and
vag€ine, [Likewise. polytechnic students (OR=5.7, CI=1.68- [8.99).cngincering
students (OR= 3.8, CI=1.15- 12.33). those with income greater than 20000 naira
(OR=3 97, CI=1.30-12.06) and rcspondents having previous history ot S T1 (OR=2 9,
(I=1 28- 638%) were more hikely to be willing to receive the HPV vaccine while
respondents from Igho cthiic group (OR= 026, CI=0.10- 0, 67) were less Tikely to be
willing to recerve the TIPV vaceine

Cienerally, knowledge of students e Nigena tettiary mstitotgon i Tavos about 110\

infection and cervical Cancer was very low, so was willingness to recenve the B
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vaccine. Knowledge of HPV infection and cost reduction of the HPV vaccine arc
important factors that can influence willingness to accept the vaccine. Nigeria needs

to partner with foreign agencies to ¢nsure cost reduction of the HPV vaccine.

Key words: Human papilloma virus, tertiary institution students, acceptability,

Nigeria

Word count: 449
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CHAPTER ONE

INTRODUCTION

1.1 Background to the study

Cervical Cancer is listed among the top five cancers that affect womcen globally
(Blackman et al., 2013). Cervical Cancer 1s the second most common cancer among
women worldwide next only to breast cancer (National Cancer Institute, 2004): There
were about S00000 new cases and more than 250000 deaths recorded as‘a result of
this preventablc discase in 2009 (FHoque 2013). The crude incidence rate of cervical
cancer i1s 19.3 in Nigeria, 19.9 in Western Africa and 15.8 worldwide. Ccrvical cancer
ranks as thc second most {requent cancer among women betwceen 15 and 44 ycars of

age 1n Nigena (Amosu et al., 2011; Aminu et al., 2014).

Human Papilloma Virus (HPV), a sexually transgtitied virus has been implicated as
the causativc agent (Ugwu et al., 2012). HPVdinfection’is the most prevalcnt sexually
transmitted disease (STD) in the world (Ugwu ' ct al., 2012) and it 1s estimated that

50% to S0% of sexually active women are-infected at least oncc in their lifctime

(Makwe et al.. 2012; Wrightctal,, 2014).

I'he ncw prevcntive stratcgy for cervical cancer is directed at immunization against
this HPV infection prior to the first sexual exposure as a form of primary prevention
or to screen for gvidence,of pre-invasive lesions of the cervix as a form of secondary
prevention (Ugwu et al., 2012). The high risk HPV types 16 and 18 contribute to
about 70%.efeervical cancer cases. Clinical trial studies have demonstrated that two
vag€mes Gardasil and Cervarix have almost 100% efficacy in preventing pcrsistent
infection and the development of precancerous lesions caused by HPV 16 and HPV
[8(Hoque et al., 2013) Several recent developments have emphasized [PV vaccine
as an important preventien strategy. T he 2009 WHO position paper on HPV vaccines
recommended they be included in routine national immumzation programs as public

health prionty (Perlman ct al, 2014)

Students of tertary mstitutions are morc scxually active than the general population
and are at risk of contracting STls (Hoque 2013y, They also [all among the age group

recommended o he vicenmed The ohjective of this study 1s there fore 1o determune
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the knowledge and acceptability of the HPV vaccine among students in tertiary

institutions n Lagos, Nigeria.

1.2 Statcment of the problem

Cervical cancer ranks the second most frequent cancer among women aged 15 — 44
years of age (Aminu et al., 2014) in Nigeria and current estimates indicates that cvery
year 14,550 women are diagnosed with cervical cancer and 9,659 die from'the discase
(Odctola et al., 2012). Inrecent times, statistics available have shown that in Nigeria,
ccrvical cancer accounts for about 15 percent of fcmale cancers as.compared to 3.6
percent n developed countries. Conscquently, cervical cancer kills a woman cvery

hour in the country (Amosu ct al., 2011).

In Nigeria, HPV prevalence i1s high across all female ages but 11 1s highest among
persons 15 — 23 yecars (Ezenwa ct al.,, 2013).~Prcvalence of sexually transmitted
infections (STIs) 1s highest 1n the 15 — 24 yeass age group because they arc exposed to
multiple risks and opportunities, and abouts80 percent of all peoplc who had sex
would have come in contact with [PV which 1s a STI that can either produce vaginal
wart or Icad to cervical cancer (Odetola et al., 2012). University students and young
adults have a high prevalencesof genital HPV infection because of their risky sexual
behavior, lack of Knowledge of HPV and misconception about susceptibility (Makwe

etal., 2012).
1.3 Justification for the study

Thereyis an increase in the incidence of cancer of the cervix with young women
developing the disease at an early age (Arulogun et al., 2012). The projected number
of new cervical cancer cases in Nigeria in year 2025 1s 22,914 and the projccted
number of deaths in 2025 is 15,251 (Odetola et al,, 2012). This clcarly shows that
cervical cancer is a scrious public health concern in Nigeria, Most studics carried out
n Njgeria mvolved mamly healthcarc workers, mothers. medical students and only 2
tudies, one s the Northern state by Tyasu et at o, 2010 and the other my 1avos by
Makwe et al | 2012, involved Temale students only. There we himited stadies among

gnderraduates e Tenpry Institutions i Nagera and these are the sexuslly active

; f 1T i
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Furthermore there 1s no known study in Nigeria involving male youths. With the
introduction of the HPV vaccine Gardasil which i1s recommended for both males and
females and HPV being a sexually transmitted infection which is associated with
cancer of the cervix, vaginal, anus, vulva, penis, urethra, mouth, throat, tongue or
tonsils, 1t 1s therefore imperative to include male participants in studies on HPV as
this would provide baseline data for future studies and vaccination programs and

serve as guide to policy makers and administrators.
1.4 Objectives
1.4.1  General objectives

This study determined the level of knowledge and acceptabilityof the PV vaccine

among students in tertiary institutions 1n Lagos State, Nigeria.
[.4.2  Specific Objecetives
The specific objectives were to:

1. Assess the knowledge of cervical cancer and HPV among students of tertiary

imstitutions.

N

Identify the factorsiinfluencing students’ knowledge of HPV.
3, Dcterminetheavillingness to receive the HPV vaccine.

4. Identify the Tactors mfluencing willingness to receive the HPV vaccine.

'

Research Questiens
.. What 1s the knowledge on cervical cancer and HPV among students of tertiary

institutions”
What are the factors influcncing the students’ knowledge”?

Are the students willing to recetve the HPV vaccine?

4. What gre the factors influencing willingncess to have the vaceine
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CHAPTER TWO
LITERATURE REVIEW

2.1 Epidemiology of Cervical Cancer

Cervical cancer 1s an important health problem worldwide, being the sccond most
common cancer among women worldwide (Arulogun et al, 2012; Hoque 2013,

Underwood et al., 2010) and listed among the top five cancers that affcct-women
globally (Blackman et al., 2013). Cervical cancer, once the most common cause of
cancer among women ol childbcaring age (Underwood et al 2010), 1s also thedcading
cause of death per annum in women aged 35 — 45 years (Ojiyi et al., 2013) and the
third leading causc of cancer dcath in women worldwide (Underwood ct al., 2010). It
aftccts women n their reproductive years at a time whensthey have young families or
are still desirous of childbearing (Arulogun ctal., 2012). As stated by Elit et al., 2009,
cervical cancer alfects rclatively young women compared with other cancers. It 1s a
preventable disease (1loque 2013, Ojiyi etal., 2013), but has continued to pose a hugc
management challenge to the modern day gynaecologist. EM Donadiki et al.,, 2013
notcd that a previous Human Papillomavirus [HPV] 1s required for the development

ot cervical cancer.

Ojiyt et al., 2013 stated that on worldwide basis, cervical cancer constitutes

approximatcly 6% of*all cancers in women. According to reports disseminated by the

American CanceriSociety and World Health Orgamization (WHQO), an estimated

535,100 mew.cases of cervical cancer were expccted to be diagnosed and an estimated

3094800 deatlis due to cervical cancer were expected to occur worldwide ( Amcrican
cancen, society 2007a, American cancer society 2007b, Boyle and Levin 2008,
Cinderwood et al., 2010). Hoque 2013 and Ojiyi et al, 2013 both stated that there
were about 500,000 new cases and more than 250,000 deaths rccorded as a result of
this preventable discasc 1n 2009, thus correlating with the American Cancer Socety
and WHO) estimates. [he reports also noted that the haghest incidence rates ol cervieal
cancer worldwide occur in Central Amenica, South America, the Canbbean, Suab
Saharan Africa, and Southern Astt, and that the highest mortahty rites ol cervieal

cancer worldwide occur in Afnica, Latm Amernca, Asi and India
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Of the estimated 500,000 women affected by cervical cancer each year, 80% of these
cases occur in developing countries (Cutts et al., 2007; Ojiyi et al,, 2013) and as such
it is the leading cause of cancer death in women in these countries (Oguntayo et al.,
2011; Aminu et al.,, 2014). In the United States, cervical cancer has decreased In
incidence and mortalily since the mid-19" century primarily because of screcning
(Blackman et al., 2013) and partly owing to a reduction in risk factors (K. Park.,
2011). This 1s not so in developing countries, where the resources are very limited and
screening centres are either not available or are sparsely distributed, the screening
programs have Dbeen unsuccessful and nelfective in reducing the ~disease
burden.Cervical cancer is a significant cause of morbidity and mortality among

women in devcloping countries and thc sccond most common cancer mn Nigeria

women (Adeoye etal., 2013)

The cervical cancer cytology smear i1s a commonly used screening method worldwide
(WHO, 2002). The scrcening procedure is simple and straight forward, but can be
perceived by women as invasive as it requires a pelvic examination. Lack of
awareness of cervical cancer, its preventability and the benefits of the screening
procedure, as well as cultural and geographical barriers, may result in poor utilization
of screening services, even when these are available (Nguyen et al., 2011). In cases
where effective screening programs are available, poor knowledge, and negative
health seeking behavior of the populace have led to poor utilization of such services
(Arulogun et al; 2012). The imbalances as cited by Hoque are alarming as developed
countries have .an average screening coverage of 63%, compared to 19% in
developing countries. The Sub- Saharan African region, one ofthe most affected areas
of cervical cancer has scarce access to only 5% to the global- cervical cancer
prevention resources. Screening is found to be the best method for early detection of
cervical cancer, without screening, the cancer is usually present in advanced stages

wlhen cure rates are low.

Doctors usually can’t explain why one woman develops cervical cancer and another
doesn’t, Risk factors of cervical cancer include; age, past and or present occurrence of
HPV or clinical genital warts (Arulogun ct al., 2012; K, Park., 2011), smoking
(American Canccr Sociely, 2014; Gerend ct al., 2008), immunosupprcssion, being
overweight, long-term usc¢ of oral contraccptives, having multiple full-term

pregnancies, being younger Uranwhbidnatafiegtsbalbter pregnancy, poverly, having a



famity history of cervical cancer (American Cancer Society, 2014), early age at first

intercourse and multiple sexual partners (Gerend et al., 2008).

From the National Cancer Institute, carly cervical cancer usually doesn’t ceuse
symptoms. When the cancer grows larger, women may notice increased vaginal
discharge, pelvic pain, pain during sex, abnormal vaginal bleeding; bleeding tha
occurs between regular menstrual periods, bleeding after sexual intercourse, douching
or a pelvic exam, menstrual periods that last longer and are heavier than before,

bleeding after going through menopause (National Cancer Institute 2012).
Cervical Cancer can be diagnosed by:(National Cancer Institute, 2012).

I. having a laboratory test which includes papanicolaou test and HPV test

2. cervical cxam using a colposcope

ﬁ

3. tissue samplc test.

2.2 Cervical Cancer; Causation

Many studies have tried to show.Some kind of association between age, reproductive
factors, marital factors, educational lcvel, religion, occupation and sexual behaviors
with the risk of developing . fIPV and cervical cancer. These socio-demographic
factors may be usefulan risk scoring which 1s important because risk scoring systems
have the potential“for assisting thc targeting of screening resources, as broad-risk
targeting of all sexually active women 1s not a viable option for developing countries

due topaucity of both human and financial resources (Ojiyi et al., 2013).

In 1842, Rigoni- Stermn formally hypothesized that cervical cancer had an infective
sexually transmitted aetiology. Many studies have since then confirmed thc veneral
nature of cervical cancer and i1dentified other risk factors. The HPV has been shown to
be a determinant of the natural history of Cervical Intraepithelial Ncoplasia (CIN)
(Underwood et al., 2010). The progression rate to cervical cancer when PV co-exists
with CIN is about 21% but only 5% when CIN lesions occur alone (Ojiyi ct al.. 2013).
The National Cancer Institute has confirmed that ccrvical cancer is an infection-

reJated cancer caused primarily by the Human Papilloma Virus (HPV).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2.3 Prevention of Cervical Cancer

Refraining (rom all sexual contact involving the genitals is the only absolute way to
prevent genital infection by the HPV (American Cancer Society, 2009; Centres for
Disease Control, 2007a; Centres for Disease Control, 2007b). Given that completc
abstinence 1s not a desirable or realistic expectation for most adults, other means of

reducing risk of acquiring the HPV are recommended. Limiting intimate scxual

activity to onc, mutually monogamous, uninfected partner will reduce a person’s risk

of contracting a genital type of the HPV. Limiting the number of sexual partners will,

likewise, reduce a person’s risk ol contracting different strains ol the HPV.

Avoliding direct contact with the PV, which is primarily transmitted by skin-1o-skin
contact, 1s deemed to be an cffective means of reducing the risk.of HPV transmission.
Latex condoms have been identified as an cffective mieans for reducing risk of
transmitting scveral sexually transmitted diseases. Consistent and correct usc ol latex
condoms provides some protection against the HPV. Mowever, given that condoms do
not cover the vulva, scrotum, perincum, orrectal arcas, condoms cannot completely
prevent transmission of genital types, of the HPV (American Cancer Socicty,

2009; Centres for Discase Control; 2007a; Centres for Disease Control, 2007D).

2.4 The Human Papilloma Virus

Human papillomavirus (HPV) 1s a non-enveloped deoxyribonucleic acid (DNA) virus
belonging to thesfamily Papillomaviridae. This family includes more than 130 geno-
types,many.of which infect the mucosal areas of the human upper digestive tract and
the anogenital region through sexual contact, leading to increased risk of development
of cancer (Anminu et al., 2014), Human Papillomaviruses (HPVs) are a group of more
than 150 related viruses, certain types of which can cause cancer. They arc called
papillomaviruses because certain types may cause warts or papillomas, which are

benign (non cancerous) growths (American Cancer Society., 2011).

It is well recognized that infection with oncogenic [PV types is a necessary, although
not sufficient, causc of virtually all cervical cancer. The 12 1PV types most strongly
associated with cervical cancer arc 16, 18, 31, 33, 35, 39, 45, 51, 52, 506, 58, and 59.
Other potentially carcinogenic HPV types include 26, 53, 66, 67, 68, 70, 73, and §2.
Eight HPV types (16, 18, 45, 31, 33, 35, 52, and 58) account for 95 percent of SCCs
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positive for HPV deoxyribonucleic acid (DNA). HHPV types 16 and 18 alone are
responsible for approximately 70 percent of cervical cancer cases. Results from a

large international collection of cervical tumour specimens also revealed the presence

of HPV DNA 11 99.7 percent of cases (Kimberly et al.,2011).

These genotypes are grouped into *“high-risk” and “low-risk” according to the degrec
of nisk of development of cancer after infection (Aminu et al., 2014). Some types of
[IPV are associated with certain types of cancer, These are called *“high-risk”
oncogenic or carcinogenic HPVs (American Cancer Society., 2011). Infection with
the high-risk scrotypes of HPV can lead to cervical cancer and arc associated with

other mucosal anogenital, and head and neck cancers (Aminu et at,, 2014).

Genital FIPV infection is the most prevalent sexually transmiticd diseasc (STD) in the
world (lloque ct al., 2013; Makwe ct al., 2012; Gerend ctral., 2008).Genital HPV
infection 1s one of the most common sexually transmitted infections in sexually active
adolescents and young women. It has been estimated that at lcast 50% of scxually
acttve adults have had a genital HPV infection and that globally 75% of individuals
(males and females) will experience an HPV.infection at least once in their lifctime,
with the highest rates of mtection oceurring in those under the age of 25 years (Aminu

et al., 2014).

Approximately 60 HPV types cause warts on non-genital skin, such as on the hands,
arms, knces, shuis, facc and feet. With approximately 40 HPV types which affects
mucous membranes "and causc genital warts or low grade changes, high grade
changes, pre-cancer or cancer in the cervix, vaginal, anus, vulva, penis, urethra,

mouith, throat, tonguc or tonsils.

[nladdition, there are other FIPV types that do not cause warts, cancer or symptoms
(Underwood et al., 2010). Infection with the low-risk serotypes is known to cause
benign or low-grade cervical tissue changes and genital warts (condylomaacuminata)
on the cervix, vagina, vulva, and anus in women and on the penis, scrotum, and anus
in men (Aminu ct al,, 2014). Low risk types, (IHPVs 6 and 11) causc genital warts
whereas persistent high-risk PV infection specifically HPV types 16 and 1S has
been linked to the development of cervical cancer, anogenital cancers and orophargeal

cancers (Blackman ct al., 2013; Gerend ct al., 2008).
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About 70% of cervical cancer is caused by HPV type 16 and 18. More than 90% of
genital warts are related to low-risk HPV 6 and 11(National Cancer Institute 2004,
Ezenwa et al., 2013) but very few will develop cervical cancer. The immune system
of most women will usually suppress or elininate 11PVs; only HPV infections that are
persistent can lead to cervical cancer (National Cancer Institute). In 2011, more than
12,000 women in the United States are cxpected to be diagnosed with cervical cancer
and more than 4,000 are expected to die from 1t (American Cancer Society). Nearly
half a million women develop cervical cancer each year worldwide and more than a

quarter of a million die from 1.
2.5  Risk Factors of UV

Most HPV infections arc asymptomatic. Risk factors associated with PV infcction
include heterosexuality, high parity, prolonged use of contraceplives, dictary factors,
genetic  disorders  such as  WHIM  (warts, . ‘hypogammaglobulinemia,
immunodelficiency, myelokathcxis) syndrome (Amunu et al., 2014), early age at first
sexual intercourse, smoking, previous histery of STIs, co-infection with other
sexually transmitted agents such as chlamydia trachomatis and herpes simplcx virus
may also be associated with @usk”of HPV infection, multiple sexual partners,
characteristics of partners and scxual network, having sex with uncircumciscd male,
acquisition of ncw sexual partners, concurrency and serial monogamy (Gerend et al.,
2008; wlakwe et al.;*2012; Underwood et al.,2010; Kimberly et al., 2011). As
indicated by Anunu et al, 2014 infection with HPV, diagnosed by detection of
antibodics o _EHPV,in the serum or detection of 1PV DNA, is the primary risk factor
contbulingae”development of cervical intraepithelial neoplasia and invasive cervix
earcinoma. Detection of anti-HPV has been shown to reflect the overall HPV infcc-
tion sale in a population morc effectively than detection of HPV DNA Sexual
behaviour is a primary risk factor for contracting the genital type of the PV
(National Comprehensive Cancer network, 2008; Centres for Discasc Control, 2007a.
Centres for Disease Control, 2007b; Underwood et al.,, 2010, The genital type of the
HPV 1s usually transmttcd skin-to-skin during penctrative viaginal or anal-genital
comtact. Oral-gcmital, manual-genital and genital-genital contact can lead o the

transmission of the virus. While studies have shown that vertical ttinnsimission of the

HPV from an infected maother 1o o newborn, horizontal tansmission of the HPV (o
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children following sexual abuse, and transmission of the HPV following contact with
infected secretions without sexual intercourse are possible, they are not common
(Undenwood et al.,2010). Women with multiple sex partners have a higher risk of

contracting FIPV than monogamous women, Thus, making individual and group

sexual behaviors important in HPV transmission (Makwe et al., 2012).

2.0 HPV Prevalence

A globally HPV prevalence of 11.7% was reported 1n a meta- analysis conducted by
rescarchers - Spain. The HPV prevalence in North Amecrica and Europc was
cstimated at 11.5% and 14.2% respectively, while the prevalence i Africa was

cstimated at 21.1% with Sub-Saharan Africa fopping the list at 24%.

In Nigena, HPV prevalence 1s ligh across all female ages but it 1s highest among 15 -
23 years. The mcidence of HPV 1 women awith eervical cancer is reported by
Ezenwa; Aminu and Thomas ct al to be 24.8%. A prevalence of 26.3% for HPV in the
general populatton has been reported inSouthern Nigertawhile HPV prevalence in the

general population (among women” with nermal cytology) 1s 23.7% (Anunu ct al.,

2014).

2.7 The HPY Vaccines

HPV 1s preventable,with the use of HPV vaccines. HPV vaccines are prepared from
empty protem shells called virus-like particles (VLP) produced using recombinant
technolegy and they are designed to be prophylactic (i.e., to prevent infection and
consequent disease). They do not contain any live biological product or DNA, so they
are/non=infectious (Cutts et al, 2007). Early studies with a monovalent vaccine
against HPV 16 have shown that VLP vaccines induce a strong immunc response in
animal models and humoral immunity m humans. Immune rcsponses to HPV
infection are type-specific; therefore, vaccine efficacy can be greatly improved by

combining VLPs from scveral types of HPV into onc multivalent vaccine (Ezenwa o

al., 2013).

In June of 2000, the F'ood and Drug Administration licenscd the first HPV vaceine

The vaccine 1s indicated for use among girls and women from 9 to 26 years of age for
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the prevention of cervical cancer, precancerous or dysplastic lesions, and genital
warts- While the HPV vaccine does not protect against all types of FIPV, 1t does
provide protection against two HPV types which cause 70% of the cases of cervical

cancer (1.e., HPV 16 and HPV 18) and two of the HPV types which cause 90% of the
cases of genital warts (i.e., [IPV 6 and HPV 11) Gerend et al., 2008.

The Food and Drug Adnmunistration (FDA) approved two vaccines to prevent 1PV
infection; Gardasil and Cecrvarix (National Cancer Institute; Ezcnwa et al, 2013;

Gerend et al.,, 2008, [Hoque et al., 2013) Both vaccines should be given as asthree-shot

SCries.

The quadrivalent vaccine (Gardasil) which targets HPV types 6, 11, 16 and 18 1s
recomumended for females and males aged 9 through 26 while the bivalent vaccine
(Cervanx) which targets HIPV 16 and 18 1s recommended forfcmales aged 10 through
25 (Blackman et al., 2013). The vaccines have been shown to be effective for at least
4 to 6 years, and it 1s belicved they will be effective forlonger, however the duration
of effectivencss and whether a booster#will Be needed 15 unknown (Amosu et
al.,2011). The vaccine 1s available and‘accessible at some private and public hospitals
in Nigeria at a cost range of nine‘thousand naira to fifteen thousand naira (N9. 000

N13, 000). Dcspite the prevalence.and burden of cervical cancer worldwide with
almost 80% occurring in developing countries such as Nigeria, only about 52% of

Nigerian women wese aware of this deadly disease (Odetola et al., 2012).
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CHAPTER THREE
METHODOLOGY

3.1 Study Design

The study was a descriptive cross-sectional survey that assessed the knowledge and
awareness of the human papilloma virus infection, cervical cancer and acceptability of

the HIPV vaccine among tertiary institution students aged 15 to 40 years in_.lLagos

state.
3.2 Study Area

The study was carricd out in Lagos statc. Lagos is located in south-westem Nigeria
(Wright et al., 2014). It 1s the most populous city in Nigeria and the second fastest-
growing city i1 Africa. The latest reports cstimate the-population at 21 million making
Lagos the largest city in Africa (Campbell, 2012).l.agos 1s made up ol diverse

cultural, religious and social background cnsuring diversity i the study population.

33 Study Population

[he study was carried out on male and female undergraduates currently enrolled in

three randomly selected government owned tertiary institutions i Lagos.
3.3.1  Eligihility Criteria

To Dbe eligible, for“this study, respondents had to be undergraduate students in

specificd selected departments.
34  Sample Size Determination

Samgile size estimation for cross- sectional study at 95% Conf{idence level was used to

calculate the minimum sample size

n = (Zus)" *pq
dz
Where

n s the desired sample siz¢
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z 1s the standard normal deviate set at 1.96 [corresponding 1o 95% confidence

interval];

p 1s the proportion mn the target population estimated to have a particular
characteristic, the proportion of student with HPV knowledge as oblained from a

previous study in Lagos, Nigera was given as 17.7% [ Makwe et al., 2012].
q=1-p

d 1s the precision at 2.5% level.

p=17.7%
q=1-P=2823%
d=2.5%
n=(Zah)" * pq
&

n=1.96>*0.177 * 0.823
0.025%0.025
= 895.38

Adjusting for non-response rate of10% using the formula 1/1- f (n)

Where f 1s estimated non response rate

(1/1- 0.1)(895.38)= 994.87

Sample size 0£997 was used for the study

B Sampling Techniques

A 1olal of 997 participants were recruited by cmploying a multi stage sampling
tecchnique. This was divided into four stages;

Stage I: Three governments owned tertiary education institutions were sclectedout of

seven using simple random sampling (balloting).
Stage 2: Two facultics were scleeted from cach institution through balloting

Stage 3. Adepartment was then selectedfrom each faculty through halloting
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Stage4: proportional allocation was employed to select total number of studere for

the threes four levels of schooling in the departments.

Proportional allocation: Total number of students in selected levels x sample size

Total number of students in all the selected levels

The total numbers of students required in each level were selected from their
classrooms through random sampling. Students willing to participate were counted
and asked to pick a number from a box. Those that picked odd numberswere selected

for the study. Students not selected were apologized to and appreciated.

-

3.6 Training of Research Assistants

Six research assistants were recruited to assist with data collection.” FFluency in both
Yoruba and English language was a prerequisite for recruitment. I:ducational
qualilication of the assistants was at least secondary level. The training of the research
assistants was conducted by me over a period of two days. The training focused on
interpersonal and communication skills, after.which general overview of the study
aims and objectives was discussed. A copy of the questionnaire and flyers on 1PV
infection compiled from Centre €or Disease Contro! website was distributed to each
assistants and each section/ of the questionnaire was discussed and issues arising
clarified. Assistants were asked-to go through the materials for better understanding

and a pretest was carried out the next day.
3.6.1 Pre-Test of Survey Instrument

The guestionnaire was pretested using 10% of the total samiple size (n= 100) to
validate the instrument. This was done by administering the questionnaire to students
in‘mathematics education department in University of Lagos to avoid bias. The pre-
test was carried out for the following reasons: to test for rehiability of the instrument,
familiarize the research assistants with the nature of the research and correct any lapse
mm the training received, determine the respondents understanding of the instrument
and trends In participants’ response, discern the duration required in administeting the
questionnaire and time convenient for respondents to participatc in the study, and to

make any necessary adjustments to the questionnaire and/or data collcction process.
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3.7 Data Collection

Aim and objectives of the study was explained to the respondents and their informed
consent obtained Lefore a self- adnunistered, anonymous and pretested questionnaire
with both close ended and open ended questions was administered by the trained
research assistants to the respondents. The questions were adapted and modified from

previous studies by Makwe el al,, 2012, Dondaki et al., 2013 and Toquc et al., 2013.

Pcrmission Lo use class period was first sort from the various lecturers.

Dala collected was m six (6) sections. These included socio-demographic
characternistics, cervical cancer knowledge, HPV  knowledge, HPV. wvaccine

knowledge, sexual history and vaccine acceptability.
3.7.1 Study Variables

Dcpendent Vanables: The dependent vanables were respondents’ HPV knowledge,

history of HPV vaccination and vaccine acceplability.

Independent Variables: The independent wvariables included: age, gender, rcligion,

institution type, sexual lustory,. cducational level, educational background,

tamily/friend’s history of STls, soeio-economic status.

3.8  Data Management and Analysis

Results were enteréd and cleaned immediately using Statistical Package for the Social
Sciences (SPSS) version 20. This 1s done to reduce missing data. To assess
knowledge of“eervical cancer, knowledge score was calculated from 23 cervical
cancer related questions with one point allocated for each right answer and zero point
for any wrong answer. Knowledge score range used was 0 — 11 (poor knowledge),

and¥?2 — 23 (good knowledge).

For HPV and HPV vaccine, knowledge score was calculated from 10 HPV rclated
questions with one point allocated for each right answer resulting in a scorc range of 0
— 10 where 0 — 4 was poor knowledge and 5 — 10 was for good knowledge. History of
HPV vaccination and willingness to be vaccinated was asscssed by questions “have

you ever reccived the HPV vaccine’ and“arc you willing to receive the HPV vaccine
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if you haven’t respectively’’. Respondents were first briefed on the importance and

cost of the vaccine before answering this section.

Bivariate analysis was done using Chi square or Fisher’s exact test to identify factors
that were associated with knowledge of cervical, HHPV infection and vaccinc and,
willingness to be receive the HPV vaccine. This was done by analyzing the
association bctween socio demographic characteristics and sexual history with
knowledge of cervical, PV infection and vaccine and, willingness to rcceive the
HPV vaccine. A P valuc of < 0.05 was considered statistically significant for variables
(o be included in a multiplc logislic rcgression analysis. This was carricd out (o

examine the degrce of rclationship between predictor variables and the outcome

variables by controlling conlounders.
3.9  Lthical Considerations

Ethical approval for study implcmentation was oblained from the Heallth Rcsearch
and Ethics, of the Lagos State University Teaching IHospital (LASUTH), Lagos State.
Participants were informed of the purpose; objectives and potential benefits of the
research. Respondents were also assured of the utmost respect of their confidentiality
and inconveniences. An informed consent form made available in English was signed
by all participants and participation was made voluntary.All forms and documents
were stripped of participant’s names. Only concerned individuals wecre allowed to

handle documents containing participants’ information.
Beneficence to participants:

All participants were given counsel on the importance of the HPV vaccine, cervical

cancer screening and maintaining a healthy Lifestyle.
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CHAPTER FOUR

RESULTS

4.1 Socio- Demographic Characteristics of Respondents

The socio- demographic characteristics of the respondents is shown in Table 1. All
997 respondents were undergraduate students in Lagos state. More than half of the
respondents were females (63%). The age range was 15 1o 40 ycars with a median of
22years.Christian rcligion was practiced by majority of the respondents«(71.8%).
Unmarricd students constituted 94.7% of which majority (70.2%) were currently in a
relationship. The predominant cthnic group ol the rcspondents was Yoruba (43.9%).
Most (83.2%) of the respondents were currently not working orrunning a busincss,

and half (57.2%) had a monthly allowancc less than or equal to ten thousand naira.
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Table 1 Socio- Demographic Characteristics of the Respondents

Characteristics Frequency Percentage %
(997) (100)

Age in years

15-19 163 16.3

20-24 603 60.5

25 and above 231 23.2

Sex

Male 369 %0

Female 028 63.0

Religion

Christiamity 716 71.8

Islam 264 20.5

Traditional 57/ 1.7

Moarital status

Single 944 9477

Marred 53 5.3

In a relationship
currently, it not married*®

Yes 063 70.2
No 281 29.8
Fthnie group

Yoruba 438 43.9
lgbo 385 38.6
Hausa 158 139
Others** 16 1.6
Working?

Yes 167 16.8
No 830 83.2
Monthly

income/allowance

< 19000 570 >7.2
] 00Q1 ~ 20000 177 17.8
>20000 43 4.3
Don’t know 207 20.7

Median age of respondents is 22 years

Mean income of respondent is 9568.35 + 9758.60
*N =944 respondents currently not married

**Inclndes respondents from Edo, Ijaw and Igaln
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4.1.1 Socio- Demographic Characteristics of Respondents’ Parents

Table 2 shows the socio- demographic characteristics of respondents’ parents. Aimost
half of the respondent’s parents had secondary education (47.4 % of their fathers” and
46.1% ol their mothers’).More than half were self- employed (56.3% of their fathes’

and 67.8% of their mothers’), about two thirds (69.3%) were in a monogamons

mairiage,
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Table 2 Socio- demographic characteristics of respondents’ parents

Characteristics Frequency Percentage_ Yo
(997) (100)
Father’s educational level
None 52 5.3
Primary 107 10.7
Secondary 473 47 .4
Tertiary 365 36.6
Mother’s educational
level
None A 4.4
Primary 197 19.8
Secondary 400 46.1
Tertiary 296 29.7
Father's occupation
Civil servant 330 33.1
Self-employed 501 56.3
Unemployed 42 4.2
Retired 04 6.4
Mother’s occupation
Civil servant 182 18.3
Self-employed 676 67.8
Unemployed 122 12.2
Retiréd 17 1.7

Family tvpe
Monogamous 691 69.3
Polygamous 306 30.7
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4.2 Sexual History of Respondents

Respondents’ sexual history i1s shown in Table 3. Among the participants who
responded yes to having any previous sexual experience (56.8%), the age at first
intercourse ranged betwecn 15 to 19 years (67.1%). Very few made use of condoms
(29.2%) or contraceptives (9.7%) always. More than half of the respondents

responded no to ever contracting a sexually transmitied disease (64.2%) or genital
wart/ HPV (52.2%)).
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Table 3 Sexual history of respondents

Characteristics Frequency Percentage™
(997) (100)

Previous sexual experience

Yes 560 56.8

No 431 43.2

Age at first intercourse (years)*

10-14 19 3.4

15-19 380 07.1

220 167 295

Number of sexual partners®

1 171 30.2

2 212 37.5

>3 183 32.3

[over used condoms®

Always 165 29.2

Never 109 19.3

Sometimes 292 51.6

[ver used contraceptives®

Always 55 0.7
Never 3606 64.7
Sometimes 145 25.6

Ever contracted ST1

Yes 124 12.4
No 640 04,2
Don’t know 233 23.4
f.ver contracted genital wart/HPV

Yes 38 3.8
No 520 52.2
Don't know 439 44.0

#5006 respondents that responded yes to previous sexual expericnce

Mecan agc al ﬁr st intercourse ‘AFI?I&&DQIAQH%’H%SITORYPROJECT



4.3 Awareness of Cancer of the Cervix

Table 4 shows results relating to awareness of cervical cancer. About two third of the
respondents (67.2%) had heard of cervical cancer. More than half (59.6%) had heard

of cervical cancer screening and very few (27.3%) knew someone having cervical

Cancer.
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Tablec 4 Awareness of cancer of the cervix

“Characteristics Frequency PPercentage %
(997) 100
“Ever heard of cervical cancer
Yes 670 67.2
No 281 28.2
Don’t know 46 4.6

Ixnow someone with cervical cauncer

Yes 272 273
NO 536 53.7
Don’t know 189 19.0

Ever hcard of cervical cancer

screcning

Ycs 595 59.6
No 227 22.8

Don’t know 175 17.6
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4.3.1 Respondents Source of Information on Cervical Cancer

Figure 1 shows respondents source of inforination on cervical cancer. Among those
who have ever heard of cervical cancer, the common sources of information were

health provider (31.5%) and school (30%), followed by the media/internet (21.8%).

Health provider '. 31.5
]
S N
" : Schaool 30
U O
LA Media/internet 21.8
C M
E A
T Friends 6.6
O |
F O
N Family/relatives 6
Church/mosque 3.9
Others 0.3
0 5 10 15 20 25 30 35
PERCENTAGES
Figure 1 Respondents source of information on cervical cancer

*others were fliers and billboards.
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4.4  Respondents Knowledge of Cervical Cancer

Table 5 shows participants response 1o a list of knowledge questions on cervical
cancer. Less than half of the respondents knew that cervical as the second most
common female reproductive cancer (40.9%), and that all women were at risk of
cervical cancer (43.4%). About one- third of the respondents (37.1%) kncw that
cervical cancer is caused by a sexually transmitted infection and more than half
(56.6%) mentioncd that cervical cancer could be prevented. When probed about-the
symptoms associatcd with cervical cancer, [ew of the respondents correetly
mentioned bleeding after menopause(46.6%), blecding after sexual intercourse (33%),
pain during sexual intercourse (37.7%), unusual vaginal discharge (36.5%) and pelvic

pain (32.3%). While 25.7% knew that abdominal pain was not a‘symptom ol ccrvical

cancer.

About one third of the respondents mentioned the HPViinfection (30.4%), smoking
(32.7%), hercditary (33.7%) and contraceptive_ use for a long time (39.5%) as rtsk
[actors of cervical cancer. Few correctly stated” that alcohol intake (38.5%) and
hypertension {(41.2%) werc not risk factors while very few knew multiple sexual

partners (26.3%) and carly age at first tercourse (20.4%) were risk factors of

cervical cancer.

Knowledge of diagnosts of eervical cancer revealed that less than hall of the
respondents knew that Pap smear (35.9%), cervical examination (44.4%) and tissue
sample test (33,.7%) were used in diagnosing cervical cancer. IFew correctly stated that

urtne test (21.6%)%nd blood test (28.8%) were not methods of diagnosing cervical

Cances,
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Table 5 Respondents knowledge of cervical cancer

Knowledge of cervical cancer Knowledgeable Not knowledgeable

n(%) n(%)

Cervical cancer is the second most common

female reproductive cancer 408 (40.9) 589 (59.1)
All women are at risk of cervical cancer 433 (43.4) 564 (56.6)
Cervical cancer is caused by a sexually 370 (37.1) 627(62.9)
transmifted infection

Cervical cancer can be prevented 564 (506.0) 433 (43.4)
Symptoms

Bleeding alter mcnopausc 405 (46.0) 532(53.4)
Bleeding alter sexual mtercourse 329 (33.0) 668 (67.0)
Pain during sexual intercoutse 376 (37.7) 621 (62.3)
Abdominal pain 350 (35:7) 741 (74.3)
Unusual vaginal discharge 364(30.5) 633 (63.9)
Pelvic pain 322 (32.3) 675 (67.7)
Risk tactors

The HPV infection 303 (30.4) 694 (69.0)
Smoking 384 (38.5) 613 (61.5)
Muitiple sexual partners 202 (26.3) 735(73.7)
Hereditary 336 (33.7) 661 (66.3)
Hypé€rtension 411 (41.2) 580 (58.8)
Early age at first intercourse 203 (20.4) 734 (73.0)
Oral/contraceptive for a long period 394 (39.5) 603 (60.5)
Diagnosis

Urine test 215 (21.0) 782 (78.4)
Pap smear 358 (35.9) 639 (64.1)
Cervical examination 443 (44.4) 554 (55.0)
Tissue sample test 356 (35.7) 041 (0:4.3)

Blood test 287 (2K.8) 7110 (71.2)
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4.4.1 Respondents Overall Knowledge of Cervical Cancer

The overall analysis of knowledge of respondents shows that 24.8% had good

knowledge and 75.2% had poor knowledge of cervical cancer. Respondents mean

knowledge score was 8.14+ 5.41 of 23.

Table 6 Respondents overall Knowledge of Cervical Cancer
I'requency Percentage %

Characteristics N= 997 (100)

Poor Wnowledge (0-12) 750 13,2

Good Knowledge (13-23) 247 248 e

Mean scorc = 38.14+ 541
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4.3 Awareness of HPV Infection and HPV Vaccine

Table 7 shows awareness HPV infection and HPV vaccine among the respondents.
About one- third of the respondents (36.1%) had heard of HPV infection and few

(1.6%) knew anyone that had ever suffered from genital wart/HHPV. Of those who had

heard of HPV infection, 76.4% had heard about the [IPV vaccine.
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Table 7 Respondents awareness of HPV infection and HPV vaccine

Frequency Percentage%
Characteristics (997) 100
Ever heard of HPV infection
Yes 360 36.1
No Y 56.1
Don’t know 78 7.8
Iknow anyone that ever suffered
from genital wart/ HPY
Yes 16 1.6
Mo 425 42.0
Don’t know 556 S
Ever heard of HI’YV Vaccine*
Ycs 275 70.4
No 81 22.5
Don’t know 4 L1

*360 respondents who ever heard of HP Vinfection.
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4.4  Respondents Knowledge of Cervical Cancer

Table 5 shows participants response to a list of knowledge questions on cervical
cancer. Less than half of the respondents knew that cervical as the second most
common female reproductive cancer (40.9%), and that all women were at risk of
cervical cancer (43.4%). About one- third of the respondents (37.1%) kncw that
cervical cancer is caused by a sexually transmitted infection and morc than half
(50.0%) mentioncd that cervical cancer could be prevented. When probed about the
symptoms associated with cervical cancer, few of thc respondents™ correctly
mentioned bleeding after menopause(46.6%), bleeding after sexual intcreourse (33%),
pain during sexual intercourse (37.7%), unusual vagmal discharge (30.5%) and pelvic

pain (32.3%). While 25.7% kncw that abdominal pain was not a'symptom ol cervical

Cancer.

About onc third of the respondents mentioned the HI'V. inlection (38.4%%). smoking
(32.7%). hereditary (33.7%) and contraceptive use for a long timc (39.5%) as risk
[actors of cervical cancer. I'ew correctly stated that alcohol intake (38.5%) and
hypertension (41.2%) were not risk [actors while very few knew multiple sexual

partners (26.3%) and early age at first intercourse (20.4%) were risk [actors of

cervical cancer.

Knowledge ol diagnosis of cervical cancer rcvealed that less than hall of the
respondents knew that Pap smear (35.9%), cervical examination (44.4%) and ussue
sample test (35,7%) were uscd in diagnosing cervical cancer. Few correctly stated that

urine test (24°.6%) and blood test (28.8%) were not methods of diagnosing ccrvical

CancCel.
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Table 5

Respondents knowledge of cervical cancer

Knowledge of cervical cancer

Knowledgeable Not knowledgeable

n(%) n(%o)

Cervical cancer is the second most common
female reproductive cancer 408 (40.9) 589 (59.1)
All women are at risk of cervical cancer 433 (43.4) 564 (56.6)
Cervical cancer is caused by a sexually 370(37.1) 627 (62.9)
transnutled infection

Cervical cancer can be prevented 564 (56.0) 433 (43.4)
Symptoms

Bleeding after menopausc 465 (46.0) 532 (53.4)
Bleeding afler sexual mtercourse 329 (33+0) 068 (67.0)
Pamn during sexual mtercourse 376 (37.7) 621 (62.3)
Abdominal pain 356'(35.7) 741 (74.3)
Unusual vaginal discharge 364 (30.5) 033 (63.5)
Pelvic pain 322 (32.3) 675 (67.7)
Risk factors
The HPV infection 303 (30.4) 094 (69.0)
Smoking 384 (38.5) 613 (01.5)
Nultiple sexual partners 202 (20.3) 735 (73.7)
Hereditary 336 (33.7) 061 (60.3)
[Typertefiston 411 (41.2) 586 (58.8)
Eagly age at first intercourse 203 (20.4) 734 (73.6)
Ora¥contraceptive for a long period 394 (39.5) 603 (060.5)
Diagnosis
Lirtne 1eit 215 (21,0) 782 (78 4)
Pap smcar 358 (35.9) 639 (64.1)
Cervical examination 441 (44.4) 554 (55 6)

e 3156 (35.7) OA1 (644 3)
Blood st 287 (28.8) O(712)
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4.4.1 Respondents Overall Knowledge of Cervical Cancer

The overall analysis of knowledge of respondents shows that 24.8% had good
knowledge and 75.2% had poor knowledge of cervical cancer. Respondents mean

knowledge score was 8.14+ 5,41 of 23,

Table 6 Respondents overall IKnowledge ot Cervical Cancer
I'requency Percentage % L)
Characteristics N= 997 (100)
Poor Knowledge (0-12) 750 75.2
- Good Knowledge (13-23) 247 243 B

Mean score = S.14x 5 .41
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4.5 Awareness of HPV Infection and HPV Vaccine

Table 7 shows awareness HPV infection and HPV vaccine among the respondents.
About one- third of the respondents (36.1%) had heard of HPV infection and few

(1.6%) knew anyone that had ever suffered from genital wart/HPV. Of those who had

heard of HPV infection, 76.4% had heard about the HPV vaccine.
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Table 7 Respondents awareness of HPV intection and HPV vaccine

——

Frequency Percentage% _
Characteristics (997) 100
Ever heard of HPV infeetion
k= 360 36.1
No 559 56.1
Don’t know 78 78
Know anyone that cver suftered
from genital wart/ HPV
Yes 16 1.6
No 425 42.6
Don’t know 556 55.8
IEver heard of HPV Vaccine*
Yes 275 70.4
No 31 22.5
Don’t know 4 1.1

*300 respondents who ever heard of HPVinfection,
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4.5.1 Source of Information on HPV Infection.

Figure 2 shows respondents source of information on HPV infection. Among those
who had ever heard of HPV infection. The common sources of information were

school (30.8%), the media/internet (27.8%) and health provider (25%).
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Figure 2 Respondents source of information on HPV
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4.6  Knowledge of HPV Infection among all Respondents

Table 8 shows participants’ responses to a list of knowledge questions on [PV
infection. Less than half of the respondents agreed that HPV infection was a sexually
transmitted disease (45.6%) and could cause genital warts (34.5%) with 29.5%
agreeing that certain types of HPV could cause cervical cancer. Very few respondents

opined that a person’s chances of getting HPV increases with the number of sexual
partners (18.9%) and that an abnormal Pap test result may indicate an [1PV in{ection

(19.2%) while 22.6% incorrectly mentioned that most types of HPV cannot ¢lear on
thelr own.
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Table 8

Knowledge on HPV infection among all respondents

N= 997

Characteristics Agree Undecided Disagree
u (%) n (%) n (%)

FIPV 1s a sexuvally transmitted disease 455 (45.6) 480 (48.1) 62 (6.3)
Certain types of HPV can cause 294 (29.5) 624 (62.6) 79 (7.9)
cervical cancer
A person’s chances of getting HPV 188 (18.9) 645 (64.7) 164(16.4)
mcreases with the number of sexual
partners
Vost types of FIPV cannot clear on 225 (22.6) 617.(61.9) 155 (15.5)
their own
PV can cause genital warts 344 (34:5) 556 (55.8) 97(9.7)
An abnormal pap test result may 191(19.2) 662 (00.4) 144 (14.4)

indicate an HPV infection
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4.7  Knowledge of HPV vaccine anong all respondents
Table 9 shows respondents knowledge of HPV vaccine. Most of the respondents had

no idea of the number of vaccines that were available (71.6%) or f any of the

vaccines were recommended for males (72.2%). Likewise 72.9% had no idea of the

age group the vaccine was recommended and only 8.6% knew the number of doses
recommended were threc.
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Table 9

Knowledge of 1 PV vaccine among all respondents

Characteristics

How many HPV vaccines are av

None
One
Two
Three

Don’t know

Arc any rccommended for malces

Yes
No

Don’t know

Age group recominended for vaccine

< 9 years
9 — 206 years
18 — 20 years

Don’t know

Number of doses recommmendced

One
[wo
Three

Four

Don’'tiknow

Irequency Percentage
(997) 100%
ailable
21 2.1
30 3.0
51 5.1
181 18.2
714 71.0
156 15.6
121 12.]
720 722
20 2.0
48 4.8
202 20.3
727 72.9
36 3.0
32 32
30 3.0
100 10.0
743 74.5
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48 Respondents Qverall Knowledge of HPV Infection and HPV Vaccine

The overall analysis of knowledge of respondents shows that 14.8% had good

knowledge and 85:2% had poor knowledge of HPV infection and vaccine,

Respondents mean knowledge score was 1.97 £ 2.1 of 10.

Table 10 Respondents knowledge of HPV infection and HIPPV vacecine
Characteristics Frequency Percentage "
N= 997 (100)
Poor Knowledge (0-4) 849 85.2
Good Knowledge (5-10) 148 14.8

Mean score =1.907 ¢ 2.1
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4.9 Respondents Knowledge of Cervical Cancer Assessed by Socio

Demographic variab]es.

A decreasing trend of knowledge was seen with increasing age group as age group 15-
19 (34.4%) had better knowledge compared to 25 and above. Male respondents
(29.5%) had a slightly better knowledge compared to females (22.0%) and thosc

currently in a relationship (31.8%) had far better knowledge than thosec who were not

(9.3%). The Christians (26.8%) were more knowledgeable than those who practiced
traditional religion (11.8%).

University students (33.5%) were seen ta have far better knowledge compared thosc
in college of education (3.4%). Therc was a huge gap in knowlcdge among the
faculties and departments. as basic medical science respondents. (42.7%) had better
knowledge than business administration (1.6%) and physiolegy (42.7%) had bettcr
knowlcdge than biology education respondents.An‘increasing trend of knowledge

with increasing level/vear of study was observedias Icvel/year 4 respondents (44.7%)

were more knowlcdgeable than level/year 1.(19.7%).
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Table 11

knowledge of cervical ¢

ancer assessed by socio demographic variables.

Characteristics

Good Knowledgen(%)  poor Kuowledgen(%)  \° P- value
Age (years)
15-19
20- 24 565)3;'4) 107(65.6)
192(25d) 464(76.9) 9.6 008*
25 and abovc 52(225)
Sex 179(77.5)
Male
109(29.5) 260(70.5)
Female 138(22.0) .
Marital status | 490(78.0) K 008
Single
y B 237(25.1) 707(74.9)
AR 10(18.9) 43(81.1) 1.1 306
Ina relationship*+ ' |
Ye
\:(’S 211(31.8) 452(68.2)
S 26(9.3) 255(90.7) 53.5 000*
Ethnic group
IY‘t’)“'ba 97 (22.1) 341(77.9)
£00 112(29.1) 273(70.9) 7.1 068
Hausa 33 (20.9) 125(79.1)
Others* ** 5(31.2) 11(68:8)
Religion
Christianity 192(26.8) 524(73.2)
Islam 53 (20.1) 211(79.9) 6.3 .043%
Traditionul 2(11.8) 15.(88.2)
fnstitution
University 147(33.9) 292(66 5)
Polvtechnic 92 (28.4) 232(71.6) 77.4 000*
College of education 8§ (3.4) 226(96.6)
Faculty
Science G (5.5) 103 (94.5)
Enginecring 42(21.8) 151(78.2)
B:z management 38(24.2) 119(75.8) 106.1 000*
Basic med science 105(42.7) 141 (57.3)
Biz admin 2(1.0) 123 (98.4)
Science tech 54(32.3) 113 (67.7)
Department
Scicaite 12b tech 54(32.3) 113 (67.7)
Ph Vsielogy 105(42.7) 141(57.3)
A-counting 40(14.2) 242(85.8) 87.1 000*
Biology 6 (5 5) 103 (94.5)
Computer engincering 42 (21.8) [N e
Year/Level
Yeurdevel | 58 (19.7) 236(80.3)
Year/icvel 2 i} (24d) =EL
( . NOv®
Yca]- lcv(jl 3 5(/ (23 0) ] )7(77 0) ‘(\ 1 ) )l}
: 55.3
Yearflevel 4 (744 7) 82 (33

*ggnificant associations
#s 944 respondants wha were myle

v e vinclyde Lyaw Igalatide
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4.9.1 Respondents Knowledge of Cervical Cancer assessed byParents’ Socio
Demographic characteristics.

Table 12 shows respondents’ knowledge of cervical cancer assessed byparents’ S0C10-

demographic characteristics. Only mothers’ educational level was significant.

Respondents whose mother had attained tertiary education (33.4%) were more

knowledgeable compared to those with no education (13.6%).
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Table 12 , .
Knowiedge of cervical cancer assessed by parents’ socio-

demographic characteristics.

N= 997
Characteristies.  Good Poor Knowledge ! P- value
Knowledge n(%) n(%)
Fathers’
cducational level
NETE 10 (19.2) 42(80.8)
Primary 23 (21.5) 84 (78.5)
Secondary 109(23.0) 364(77.0) 5.4 147
Tertiary 105(28.8) 260(71.2)
Mothers’
cchucational level
None 6 (13.6) 38 (86.4)
Primary 33(16.8) 164(83.2)
Secondary 109(23.7) 351(76.3) 21.9 .000*
Tertiary 99(33.4) 197(66.0)
Fathers’
occutpation
Civil servant §5(25.8) 245(74.2)
Selt employed 136(24.2) 425(75.8)
Unemployed 6(14.3) 36(85.7) 4.2 243
Retired 20 (31.2) 44(68.8)
Mothers’
occupatiot
Civil servant 321(19.2) 147 (80.8)
Sell employed 183(27.1) 493(72.9)
Uneniployed 27 (22.1) 95(77.9) 0.9 075
Retired 2(11.8) 15(38.2)
Familyv type
Moriogamots 172(24.9) >19(75.1)
Bolygantous _7_5 (_Z_‘fS) 231(73.9) I il .

*sionfficant association
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4.10  Respondents’ Knowledge of Cervical Cancer assessed by Scxual

History.

Respondents who had sexual experience (30.2%) had better knowlcdge than those
without sexual experience (17.6%). Those who made use of condoms (38.7%) and
contraceptives (49.7%) sometimes were more knowledgeable compared to those who
always made use of condoms (20.6%) and contraceptives (18.2%). Also, a huge gap

in knowledge was noticed among respondents who had ever contracted ST! (38:7%)
and genital wart/HPV infection (60.5%) and those who didn’t know if they diad ever

contracted STI (15.9%) or genital wart/HPV infection (16.4%).
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Table 13

Respondents knowledge of cervical cancer by sexual history.

N= 997
Characteristics Good knowledge  Poor knowledge \? P value
n(%) n(%)
Sexual experience -
es 395(69.8) 171(30.2)
No 355(82.4) 76 (17.6) 20.8  .000*
Number of sexual
partners**
I 126(73.7) 45 (26.3)
: 143(67.5) 69 (32.5) 1.9 395
3 ormore 126(68.9) 57 (31.1)
Condom use**
Always 131 (79.4) 34 (20.0)
Never 85 (78.0) 24 (22.0) 20.7 .000*
Sometimes 179(61.3) 113(38.7)
Contraceptive
use**
Ahways 45 (81.8) 10 (18.2)
Never 277(75.7) 89(24.3) 8519 .000*
Sonictimes 73 (50.3) 72.(49.7)
Fver  contracted
STY
Yes 76 (61.3) 48 (38.7)
No 478(74.7) 162(25.3) 22.9 .000*
Don’t know 196(84.1) 37(15.9)
Ever contracted
genital wartJPy
Yes 15 (39.5) 23 (60.5)
No 368(70.8) 152(29.2) 48.1 .000*
Dori’t kfrow 367(83.0) 72 (16.4)

#sigp#ficant assoctation

**among 500 respondents who answered yes t
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4.11 Knowledge of HPV Infection and HPV Vaccine Assessed by Socio-

demographic Characteristics.

Respondents who were 20- 24 years (17.1%) had better knowledge than 25 years and
above (10%). Those who were married (35.8%) had better knowledge than those who
were not (13.7%). Likewise, those in a relationship (15.4%) had better knowledgc
than those who were not (9.6%). Polytechnic students (34%) had a far better
know'ledge than university (8%) and college of education students (1.3%). Thcrewas
a huge gap in knowledge among respondents in faculties and departments as those.in
science technology (43.1%) had better knowledge than busincss administtation (.8%)
and science laboratory tcchnology (43.1%) had betterr knowlcedge than biology

education (1.8%).Year/level 2 respondents (19.2%) were more know'ledgeable than
respondents from other levels,
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Table 14

Characteristics

Respondents’ Knowledge of HPV infection and HPV vaccin
demographic variables.

e by socio-

— S T - value
Good Knowledgen(%) Poor knowledgen(%) ’ =
Agc (years)
15- 19 22(113.5) 141(86.5) G 030
20- 24 103(17.1) 500(82.9) '
25 and above 23(10.0) 208(90.0)
Sex
Maic 45(12.2) 324(87.8) 39 071
Female 103(16.4) 525(83.0)
Marital status
Single 129(13.7) 815(86.3) o obo#
Married 19 (35.8) 34 (64.2)
In a relationship**
Yes 102(15 4) 56 1(84.0) - 018*
No 27(9.6) 254(90.4) ‘
Ethnic group
Yoruba 65(14.3) 373(85.2)
igbo 50(13.0) 335(87.0)
Hausa 30(19.0) ZBEHS) . -
Others 3(18.8) 13(81.2)
Religion
| 617(86.2
Chwistianity 99(13.8) (862)
vi 220(83.3)
Islam 44(16.7) 41 127
(4 12(70.6)
Traditional 5(29.4)
‘[\Stitlltion 404(92‘0)
University 356) 214(66.0 :
Polytechnic 110(34.0) 231(98.7) 144.0 000
College of educanon  3(1 3)
il 5 ) 107(98.2)
SCiERss ‘ 188(97.4)
tngineering 5(26)
- 38(24.2) 119(75.8)
Bz management 30(“2 . 216(87.5)
Basic medSsclemet 124(99.2) o .
Biz admin !'(20483) 1 95(56.9) L
Scichee tECH (
Department 95(56.9)
‘ lab tech 72(43.1) :
Seyénce 12 216(87.8)
30(12.2)
Physiol08Y o 243(86.2)
Accounting ML 107(98.2) (44 7 o
Biology "'II; :} 188(97 4)
ConmH icr ':"".I."ecr'ng &
Year/Les cl 7 239(81 3)
Y curtlevel | - 240{80 8)
Year/level 2 23R(93.0) .
Y carilevel 3 1 12(88.0) i
Veur/lc Ve _
» -_-{n_' ficant & i.:.‘. .IL‘:“ ottt single
ve \)4.‘,' e
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4.11.1 Knowledge of HPV Infection and HPV Vaccine Assessed by Working
status and Parents’ Socio- demographic Characteristics.

From Table 15, it can be seen that respondents’ who werc working were two times
(25:7%) more knowledgeable compared to those who weren’t (12.7%) and

respondents whose father were retired (31.2%) had better knowledge than others®
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Table 1§

Respondents’ Knowledge of HPV infection and HPV vaccine by

workin : - isti
& status and parents’ socio-demographic characteristics.

Characteristicg

Good knowledge Poor knowledge X P value
Working? %) ()
Eff 43(25.7) 124(74.3)

105(12.7) 725(87.3) 18.9 .000*
Fathers’
cducational level
Sleiic 5(9.6) 47(90.4)
Prlmaly ] 8(1 ().8) 89(83.2)
Sccondary 31(12.9) 412(87.1) 4.9 174
Tertiary 64(17.5) 301(82.5)
Mothers’
cducational level
Nonc 7(15.9) 37(84.1)
Primary 29(14.7) 168(85.3)
Secondary 69(15.0) 391(85.0) 0.1 995
Tertiary 43(14.5) 253(85.5)
Fathers® occupation
Civil servant 40(12.1) 290(87.9)
Self employed 79(14.1) 482(85.9)
Uncemployed 9(21.4) 33(78.06) 17.3 001*
Retired 20(31.2) 44(68.8)
Mothers’
occupation
Civil servant 33(18.1) 149(31.9)
Self employed 93(13.8) 583(80.2)
Unemployed 18(14.8) 104(85.2) 32 301
Retired 4(23.5) 13(76.5)
Family tyvpe
Mohogamous 105(15.2) 200 ed) )
Rolyamous 43(14.1) 263(85.9) g il

e —

;—Sjgniﬁcant assoclation
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tale Knowledge of HPV Infection assessed by HPV Vaccine and Sexual

History, and Knowledge of Cervical Cancer.

Knowiedge of HPV infection and HPV vaccine was assessed by sexual hislory and
knowledge of cervical cancer in table 16. The variables that were significantly
assoclated with knowledge of HPV infcction and HPV vaccine were condom use,
ever coniracted STI and knowledge of cervical cancer. Betler knowledge was scen
among respondents who never made use of condoms (21.1%) than thosc who always
(13-83%) or sometimes (9.9%) used condoms. Also those who had ever contracted STI
(23.4%) had Letter knowledge than thosc who had never contracted ST (12.8%).

Furthermore, respondents with good knowledge of cervical cancer (26°7%) had betler
knowlcdge than their countcipart (10.9%).
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Table 16

Sexual History and Knowledge of Cervical cancer.

Respondents’ Knowledge of HPV Infection and HPV Vaccine by

Characteristics

Good knowledge  poor knowledge  X? I’ value
% 0

Soxnal prcricncc n( ) n(%)
ves 83(14.7) 483(85.3)
No ’

65(15.1) 366(84.9) 0.03 854
Number of sexual
partners*=
: 30(17.5) 141(82.5)
: 30(17.5) 182(85.8)
3 or more 23(12.6) 160(87.4) 1.8 402
Condem use**
Always 31(18.8) 134(81.2)
Never 23(21.1) 86(78.9)
Sometimes 29(9.9) 263(90.1) 11.01 004*
Contraceptive
use**
Always 12(21.8) 43(78.2)
Never 50(13.7) 316(806.3)
Sometimes 21(14.5) 124(85.5) 245 280
fiver  contracted
STI
Yes 29(23.4) 95(76.0)
No 82(12.8) 558(87.2)
Don’t know 37(15.9) 196(84.1) 0.4 009*
Ever contracted
genital wart/HPV
Yes 6(15.8) 32(34.2)
No 68(13.1) 452(86.9)
Don/t Know 74(16.9) 365(83.1) e i
Knowledge of
cervical cancer
Poor knowledge 82 (10.9) 608(89.1) .
Cood knowledge 66 (26.7) 181(73.3) 306 ol

*sjgnificant associalions

; wered yes to having sexual expenience
**among 500 respondents who ans y
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4.13 Determinants of Knowledge of HPV Infection and HPY Vaccine.

Respondents who were aged 20 — 24 years were 3.4 times more likely to have good
knowledge of HPV infection and vaccine than those between 15 — 19 years (OR =3-4,
95%CI: 1.26 - 8.91). Likewise, respondents with good knowledge of cervical cancer
were 3-4 times more likely to have good knowledge of HPV infection and vaccine

compared to respondents with poor knowledge of cervical cancer (OR™ 3.4, 95%CY
1.59 -7.37).

Furthermore, among the Institutions and Faculties, Polytechnic students were 6.8
times more likely to have good knowledge of HPV infection and vaccine comparcd 1o
University students (OR= 6.8, 95%Cl: 7.49 -94 45) and Accounting students were
less hikely to have good knowledge of HPV infcction and vaceine compared 1o

Science laboratory technology students (OR=0.26, 95%Cl:.0.09-.0.76).
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Table 17

MultipchOgistic re
HPV vaccine gpow

gression of predictors of HPV infection and

ledge.

Chm-acteristics o 95 %, (] Qigniﬁcqncc
Age group (years) Lower Upper _
20 -24 33
25 an G above 33 1.2 8.80 015*
15— 19(REF) 1.94 S35 6.72 297
In a relationship
Yes 27 57
[nstitution
Eolﬁlfle’chn}c o 6.75 7 49 04 45 000+

ollege of education 3 89 18 83 74 386
Unmversity (RETY) 1
Department
PN, 6.87 .84 55.93 072
.»\F00L11111ng | 26 09 76 015*
Biology education 54 03 7 06 655
Science lab tech. (REF) 1
Ycar/level of study
Year/level 2 .86 40 1.84 701
Year/level 3 42 15 1.14 .092
Year/level 4 43 14 1.34 148
Year/level 1 (REF) ]
Working?
Yes 1232 47 3.70 595
No (REF) ]
Fathers® occupation
Self cmployed 1.74 19 3.82 168
Unemployed 3.26 13 14.17 115
Retired 1.89 55 0.45 305
Civil servafit(REF) l
Contraceptivc use
Alwa¥s 1.62 B 4.77 374
Semeciimes .86 30 2.0 138
Ne#er (REF) 1
Evercontracted STI
No (REF) |
Knowledge of cervical
cancer -
(ood knowledge 143 1.59 7.37 (002

iclors

*atistically significant pred
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4.14 Respondents Willingness to Receive the HPV Vaccine

Table 18 shows respondents wlhio have ever received the HPV vaccine, reason for not
receiving the vaccine and willingness to receive the vaccine among those who
haven't. Only 1.3% of the respondents have received the IIPV vaccine and of thosc
who haven’t, Just 7.2% were willing to receive the vaccine. For respondents who were

not willing to receive the vaccine, vaccine been too expensive (63.3%) was the major

reason for not wanting the vaccine.
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Table {8 i
Respondents willingness to receive the HPV vaccine

Characteyisticg
Frequency Percentage %

_ (997) (100)
\F}zzr recetved HPV vaccine
NG i3 1.3

984 98.7

Reason for not recciving the vaccine among
thosc who haven’t.*
No reason 571 27 5
Mot needed/necessary 261 265
lLack of knowledge 190 19.3
Too expensive 165 16.8
Not sexually active 68 6.9
Safety concerns 29 X
Willing to receive vaccine®
Yes 71 7.2
No 913 92.8
Reason for not been willing to veccive the HPV
vaccine**
Too expensive/cost 578 63.3
No reason/no idea 145 159
Not needed/not mnterested 129 14.1
Should be free 23 2.5
Not infected 11 1.2
Safety cong€rns/ side effects 10 1.1
Not sexmally acuve 7 .8
Not dvailable 6 7
one ike 1t 2 2
Notngtwv 2 A —

*among 984 respondents who responded no to having received vaccine
**among 913 respondents who weren’t willing to receive the FHPV vaécine

62 7% of the respondents were willing to receive the vaccine if ficc o a1 |1 yeduced

cost
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Willingness to Receive the HPV Vaccine According to Socio-
demographic Variables.

Table 19 shows that the female respondents (9.9%) were more willing to receive the
vaccineé compared to males (2.7%). Likewise those who were mairied (17.3%) were
more willing compared to singles (6.7%) and respondents vho were from other ethnic

groups (ljaw, Igala, Edo) were four times (12.5%) more willing compared 1o Ighos
(3.9%) to receive the vaccine.

A huge difference was scen among the facultics/departments as rcspondents in
scicnce technology/science laboratory technology (12.6%) werc far morc will;ng
compared to thosc in science/biology cducation (1.9%). Yearflevel 14(9.0%) and
ycar/level 2 (9.6%) respondents were more willing compared to those in ycar/ievel 3
(2.5%) and year/lcvcld (2,7%). Income was secn to influence willingness, as thosc

with income greater than 20000 naira (21.4%) were.more willing comparcd to those

with lesser income.
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Table 19

\’Vi“ingness
demogyaphic

10 receive the HPV

variapjes.

vaccine according to socio

Characteristics

AYe you willing to reccive the HPY

vaccine,n(%,

Yoy X* - value
Age (years) No
15-19
20- 24 14(3.6) 148(91.4)
25 and above 48(8.1) 544(91.9) 4.9 084
Sex ) 221(96.1)
Male
Female é?(gg) 356(97.3)
Marital status (299 257(90.1) 17.5 000*
Single
Married 8(21(33 870(93.3)
Ethnic group | 43(82.7) 84 004*
Yoruba 37(8.
j€bo 509 3670961
Flausa i ‘
Others™* L7(11:2) 135(88.8) 12.6 004>
. 2(12.5) 14(87.5)
Religion
Christianity 43(6.1) 667(93.9)
sl 27(10.4) 232(89.6) 5.4 067
Traditional 1(6.7) 14(93.3)
Instifution
University 22(5.0) 415(95.0)
Polytechnic 34(10.8) 281(89.2)
College of education 15(6.5) 217(93.5) 9 3 009*
Faculty
Science 2(1.9) 105(98.1)
Engimeering 13(6.7) 180(93.3)
Bi1z management 14(9.0) 142(91.0)
Basic med science 9(3.7) 235(96.3)
Biz admin 13(10.4) 112(89.6)
Science tech 20(12.6) 139(87.4) 18.6 002*
Department
Science labytech 20(12.0) 139(87.4)
AcgOunting 27(9.6) 254(90.4)
Biolofy 2(1.9) 105(98.1) |
Computer engineering 13(6.7) 180(93.3) 18.4 001*
Year/level 2 2709.2) 265(90.8) |
)30)*
Year/level 3 14(5.5) 240(94.) 17 |
146(97.3)
Year/level 4 4(2.7)
Inceme
, 36(6.4 527(93.0)
St (62 165(93.8)
10001 - 200060 0(21 4) 33(78.6) B 04 e
=2e8 15(7.4) 1RR(92.6)

Don’t know

*significant associations
% include fjaw, 1gala and cdo
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4.15.1 Willingness to Reccive the HPV Vaccine According to Sexual
History and Respondents’ Knowledge.

Contraceptive use and ever contracting STI was seen to influence willingness, as

those who never used contraceptives (18.5%) were more willing compared to those

who sometimes used contraceptives (5.0%) and respondents who had ever contracted

STI (16.1%) were far more willing compared to those who had not contracted STl

(7.3%) to recerve the 1PV vaccine.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 20

and respopdents’ knowledge

Willinoness 10 van s
SNESS to receive the HPY vaccine according te sexual history

Characteristics Are yoy willing to receive the HPV

(5oo0d

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

¥1ccinc,n(%) X*? - value
Sexual eXperience == No
Yes
40(7.2) 518(92.8)
he 31(7.3)
Age at first intercourse : 395(92.7) 004 948
(vears)
10 -14
1S .15 2(10.5) 17(89.5)
e 19(5.0) 361(95.0) 18.7 000*
S 27(16.2) 140(83.8)
Number sexual
partners
: 14(8.2) 157(91.8)
- 13(8.5) 194(91.5) 03 983
3 or more 16(8.7) 167(91.3)
Condom use
Always 13(8.2) 145(91.8)
Never 10(9.2) 99(90.8) 1.7 428
Sometimes 17(5.8) 274(94.2)
Contraceptive use
Ahwvays 10(18.5) 44(81.5)
Never 23(6:3) 340(93.7) 11.9 003*
Sometimes 7(5:0) 134(95.0)
Ever contracted STI
Yes 20(16.1) 104(83.9)
No 04(7.3) 809(92.7) 10.9 002*
Ever contracted genital
wart/HPV
Yes 1(2.8) 35(97.2) *
No 38(7.4) 479(92.06) 1.1 577
Don’tknow 32(7.4) 399(92.0)
Knowledge cervical
cangeer
ook 53(7.-1) 690(92.9) |
Good 18(7.5) 223(92.5) 03 861
’ [l)\
;)\(;loor\s ledge of | $7(6.8) 786(93.2) | B
1409.9) 127¢90.) LS 3



4.16
Determinants of Willingness to Receive the HPV Vaccine.

The Igbos were less likely to be willing to receive the HPV vaccine compared to the

Yorubas (OR= 0.26, 95%CI: 0.10- 0.67).Among the institutions, respondents from

polytechnics were 5.7 times more likely to be willing to receive the [PV vaccine

compared to respondents from yniversities (OR= 5.7, 95%CI: 1.68- 18.99). l.ikewise
respondents in faculty of engineering were 3.8 times more likely 1o be willing 10
receive the PV vaccine compared to respondents in faculty of science cducation
(OR= 3.8, 95%CI: 1.15- 12.33). Furthermore, respondents wvith incomc > 20000 naira
were 4 ttmes more likely to be willing 1o receive the HPV vaccine compared to
respondents with incomc < 10000 naira (OR= 4.0, 95%CI: 1.30- 12.06) and
respondents who had contracted a ST1 were 2.9 times more _likely 1o be willing (0

receive the HPV vaccine comparcd to those who had never.contracted ST1 (OR= 2.9,
95%Cl: 1.28- 6.38).
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Table 21

Multiple logistic
the HPV vaceine.

regression of predictors of willingness to receive

Characteristics

Odd ratio 95% C.I. Signilicance
Sex Lower  Upper
Female
Male (REF) 11.91 0.86 4,24 0.107
Marital status
Mamied
Single (REF) -187 030  2.49 0.804
Ethnic group
'gbo .26 0.10 0.67 0:005#
Flausa

1.79 0.74  4.29 0.190
Hffers? 2.35 035 1584 0378
Yoruba (REF) l '
Institution
Polytechnic 565 | 68 18.99 0.005*
College of education 1.82 041 638 0.484
University (REF) [
FFaculty
Engineering 3.76 15 12.33 0.028*
Business management 0.35 0.10 123 0104
Basic med science 3.41% 0.77 12.80 0.11
Science (REL) 1
Level of study
Year/level 2 0.39 0.15 0.99 0.05
Year/level 3 IRE 0.44 3.00 0.767
Year/level 4 0.35 0.09 1.38 0.136
Year/level 1{REF) L
Income
10,001- 20,000 1.16 0.45 3.02 0.747
>20.000 .97 1.30 12.06 0.015*
Don’ téknotw 0.50 0.15 .62 0.251
<0,000(REF) 1
Ageat first intercourse (years)
%19 0.37 0.06 25 0272}
20'and above 1.00 0.17 5.78 0.997
10- 14 (REF) '
('f)ntrz?ccmivc use [ 20 043 316 0.726
Always 0.54 3.27 0,527
Somctimes :'33
Never (RI:F)
Ever contracted ST 2.86 1.28 638

Yes
No (RETF)

— — e—

i 'g“lrc--m aysocutions

v e
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CHAPTER FIVE

DISC ,
USSION, concLusion AND RECOMMENDATION

5.1 Discussion

This study was

aimed at ino L . . .

Y | AS5€SSIng knowledge of cervical cancer, HPV infection and

; vacCcCllle and vy |
’ acceptability of the HPV vaccine among students in tertiary

a. There was |ow acceptability of the I[{PV vaccine due 1o
accine, but most were willing

mstitutions in Lagos, Nigeri

costof the v

to receive the vaccine if it were free orata
much reduced nr; .
pricc. Study also found that there was poor knowledge of cervical

cancer and HIPV j ' : :
¢ V infection and vaccine among the respondents and that ethnic group,

instituti ' ' - o ‘
tion, faculty, income and previous history of STI were significantlyassociated

with wili ‘ecelv nces ; sttt
iltingness to receive the wvaccinc whilc, age, institution, department and

knowledge of cervical cancer werc significantly associatcd with knowledge of [PV

infection and vaccine among the students.

Lhe respondents were aged 15 to 40 years with asmeédian age of 22 years. The mcan
age at first sexual intercourse in this study was 18.3 years; this was consistent with a

study carried out in South Africa were mean age at first sexual intercoursc was 18.2

years (Hoque ct al., 2013). Thus shewing that these students are sexually activc and at
risk of contracting sexually transmitted infections, emphasizing thc need to be
knowledgeable about the HPV infection and HPV vaccines. Furthermorc half of the
respondents had monthly“allowance less than or cqual to ten thousand naira and

majority of the respondents were Christians. The respondents werc mainly unmarried

and consistedaainly of females.

\oré thAn half of the respondents had heard of cancer of the cervix, this is

$cohsistent with the study by fliylasu et al in 2010, on cervical cancer among tertiary

msbitution students in Northemn Nigeria were awareness was relatively poor (35.3%).

ue to cultural differences among the respondents as the northern state

This could be d

1IMpPro
; IMProve the health and cdueational svstems e the

<tates. There may be need L | | )
P, 3 1] CeVICHE Canddt OMUNCT,
Nortl slales o INcrease aWareness and knowledge ‘
orthern Sk : i
. . Hogue, 2003, Makwe ot ol
1udy were sl 108 I)ILV]()IL hlllt']t. h 1t (
ﬁnd][]gs In this study AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2012 and Hoqu
- dieetal, 2013 where awareness of cervical cancer was 53.3%, 56.4%
and 58.9% respectiv TH
P ely. Despite high awareness of cervical cancer, respondents had
very low knowled ' S : : :
ge of cervical cancer, Findings [rom this present study provide

support for the : m B
PI hypothesis that greater awareness does not necessarily imply correct

knowledge (Gerend and Magloire, 2008),

Respondents’ knowledge of symptoms, risk factors and diagnosis of cervical cancer in
this study is low and consistent with tinding from Akujiobi et al., 2008; Dhendup ct
al., 2014; Iloque ct al,, 2013 and Makwe et al., 2012. . Only few knew that'smoking,
having multiple sexual partners, carly age at first intercourse, contraceptiye use/for a
long time, I’V infection and family history of cervical cancerwere. risk.factors of
cervical cancer. There was misconception about the diagnosis officervical cancer as
more than half of the respondents opined that urine test and almost half opined that
blood test was used in diagnosing cervical cancer. Itwis important that students are
aware of the symptoms, risk factors and diagnosis of cervical cancer, so as to know
what signs to look out for and adopt behavioral miodifications, thercby reducing
morbidity and mortality rate from this deadly disease. Lack of knowledge exposcs
them to these risk [actors therebysincreasing their odds of contracting this deadly
disease. Also poor knowledge of the symyptoms of ccrvical cancer would make them

seek medical attention at alstage when the cancer must have progress to a terrninal

stage were its now life threatening,

Respondents aged LS to 19 years, males, those in a relationship and respondents who
were Christtans Were seen to have good knowledge of cervical cancer compared to
their counterpasts. It could be said that the younger respondents and males are more
ingernet’proie that their counterparts and also those in a relationship arc more curious
about their sexuality and sexual health. Likewise, university students, respondents n
basic medical sciences/physiology, ycar 4 students and respondents whosc mothcrs’

had attained tertiary education were more knowledgeable than their counter parts

Fhere was low awarencss and poor knowledge of 1PV infection and vaccine among
students in this study This 15 similar te findings in studics carncd out r Nigena and
south Africa where there was low awarcness and poor knowledgze of TN (Thyasu e
al . 2016 Makwe ct al, 2012, Hoque ¢t al, 2013, Chikandiwa etal o 2003 Ry

contrary to studies carred nut by Getend ol Al 2008 and Vagimann et alin 201!
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where awarencss of PV was 78% and 83.1

Y respectively. A low level of awareness
on HPV infectioy

and knowledge though expected since information on HPV
infections is still re]

atively new in Nigeria (Makwe et al, 2012) is worrisome and
shows that there is stil]

a great dearth of information on HPV related issues despite the

high rate of high- risk sexual behaviors among students and high prevalence of HPV

infection in the country. Lack of awarencess and poor knowledge of HPV predisposes

individuals to the infection as they do not have tnformation that will prompt

appropriate health secking attitudes and practices.

Contrary to previous findings, willingness fo vaccinatc was very low, among
respondents with only 7.2% of study participants being willingtto recewe the HPV
vaccine, Previous studies conducted among university students have reported a
willingness to receive vaccine ranging lrom 60% to 84% (Chikandiwa ct al., 2013;
Gerend and Magloire, 2008: Iliyasu et al., 2010; Makwe et al., 2012; toque et al.,
2013). This present study involved male participants,and the cost and benelits of the
HPV vaccine were explaincd to participants before they responded to the vaccine
acceptability section. This may account for students refusal to rcceive the vaccine, as
the major rcason for not being 4villing to receive the vaccine was its cost. When
respondents were asked if they will be willing to receive the vaccine if provided free
or at a reduced cost, majority ‘expressed their willingness to receive the vaccine. This
1s wortisome as it shows that apart from lack of knowledge of HPV vaccine, cost of

vaccine is a contributory factor to non acceptance of the vaccine by students.

Respondents#vith income greater than twenty thousand naira were more likely to be
willmg toweceive the vaccine. Cost of the vaccine could account for this finding: Also
gespondents who had ever contracted a sexually transmitted infection were morc
w1ling to recerve the vaccine than those who had not. Being knowledgcablc about the
n,rm and nisks of STls could account for this finding. This shows that the rcspondents
probably have a misconception of the HPV infection and there 1s an wgent need tor
the HPV vaccine to be subsidizcd to increase acceptability and affordatihiy’ of the

vaccime hy students i tertiary institutions
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5.2 Strengths and Limitations

The study is one of the first that involved male participants on HPV vaccine among
tertiary institution students in Nigeria. The strength of this study lies in the fact that,
respondents were given a brief explanation on the HPV vaccine before they were
asked questions on acceptability. Despite this, limitations of the study include; the
selection of students physically present on the day of sampling, thus students with
lhugh absenteeism rate would have being excluded; also some respondents were 110t
willing to provide some information such as income, age at first sexual intercourse
and number of sexual partners as they [elt this information was too confidential.
However, efforts were made 1o reducc this problem by assuring them of
confidentiality of information provided.It is also important to note that the students 1n
government owned tertiary institutions may not be representative of students n

private owned tertiary institutions and therefore knowledge may differ among thesc
students.
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52 Strengths and Limitations

The study is one of the first that involved male participants on HPV vaccine among
tertiary institution students in Nigeria. The strength of this study lies in the fact that,
respondents were given a brief explanation on the HPV vaccine before they were
asked questions on acceptability. Despite this, limitations of the study include; the
selection of students physically present on the day of sampling, thus students with
high absenteeism rate would have being excluded; also some respondents were 110t
willing to provide some information such as income, age at first sexual intereourse
and number of sexual partners as they felt this information was too confidential.
However, efforts were made to reduce this problem by asstwing them of
confidentiality of information provided.It is also important to note that the students in
government owned tertiary institutions may not be representative of students in

private owned tertiary institutions and therefore knowledge may differ among these
students.
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S.3 Conclusion

This study reveals that knowledge of cervical cancer and HPV infection and vaccine
among students in tertiary institutions in Lagos is low. Campaigns to further increase
understanding of the prevalence and consequences of cervical cancer and MPV are
needed in view of poor knowledge demonstrated by tertiary institution students as it
plays an important role in the prevention of HPV infection. It is perhaps assumed that
these students should have bettcr knowledge compared to ordinary men and women in
the community due to their potential to attain a higher cducation.Institutions and
health care workers therelore need to focus on providing information and educating

young adults and youths on HPV, emphasizing their susceptibiity and severity ol the
consequences.

Older respondents, polytechnic students and respondents/with good knowledge of
cervical cancer were seen to have better knowledge of HPV infection and vaccine.
This study also showed that willingness to receiventhe HPV vaccine was very low
among the students with high cost of ¥aceinie being the major reason for lack of
willingness. Respondents with incame greater than twenty thousand naira werc morc
willimg to receive the vaccine thus corroborating that cost was a major reason [or

vaccine acceptability.
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5.4 Recommendatioys

Cooperati W ' - ' \Y,
peration between healtlicare providers, institutes and themedia in promoting HP

awaren - | -

awareness and knowledge by offeringadequate information on campuses would

i , - -
ncrease the level of knowledgeabout HPV vaccination and, as a result, vaccine
uptake among tertiary institution students.There is urgent need to formulatc policy

which would integrate PV vaccine into the existing national immunization scheme

at a highly subsidized rate.

Policy makers must ensurc that there ts continuous education of youths and young
adults as the public needs to become more informed about this vaecme preventable
disease, thereby increasing the knowledge and acceptability of the 11V vaccine: This
can be done by incorporating health talks on vaccine prevemable discases such as

cervical cancer and HPV infection among school curriculums 1 both secondary and
tertiary levels.

Sea Sugecestions for turther study

.:’ﬂ

There 1s need to carry out a simiar study on students in private owned tertiary

mstitutions to compare data and mer€ase generalisability of results.

Research should also be carmied out on students in secondary schools in Lagos 1o

deternune knowledyge.of FIPV infection and vaccine acceptability among adolescents.

More rescarch involving male participants should be conducted i other regions of the

country.
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5.4 Recommendatjons

Cooperation between healthc

are providers, institutes and themedia in promoting HPV
awareness

a v - -
and knowledge by offeringadequate information on campuses would

11 o .
increase the level of knowledgeabout HPV vaccination and, as a result, vaccine
uptake aniong tertiary institution students.There is urgent need to formulate policy

which would integrate HPV vaccine into the existing national immunization scheme
ata highly subsidized rate.

Policy makers must ensure that there is continuous education of youths.and young
adults as the public needs to become more informed abouwt this vaccine preventable
disease, thereby incrcasing the knowledge and acceptability of the 1PV vaccinc. This
can be done by incorporating health talks on vaccine preventable diseases such as

cervical cancer and HPV infection among school curriculums in both secondary and
teritary levels.

5.5 Suggcstiens for further study

There i1s need to carry out a similar study on students in private owned tertiary

mstrtutions 1o compare data and‘incréase generalisability of results.

Research should also be carried/out on students in secondary schools in Lagos to

determine knowledge of 1PV infection and vaccine acceptability among adolescents.

| | IC1 in other regions of the
More researchiinvolying male participants should be conducted i otl g

country.
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APPENDIX I
QUESTIONNAIRE

KNOWLEDGE AND ACCEPTABILITY OF THE HUMAN
PAPILLOMAVIRUSVACCINE AMONG STUDENTS IN TERTIARY
INSTITUTIONS IN LLAGOS STATE.

Good day, my name is Evelyn Chikezie, a postgraduate student of the Faculty of
Public Health, University of Ibadan, Oyo state, Nigeria. This questionnaisewi!l clicit
information on the knowledge and acceptability of the HIPV vaccine among students
in tertiary institutions in Lagos and would take approximatcly 15minutes to fill. The

questionnaire is divided mmto segments that ask questions on, your knowlcdge of

cervical cancer, HPV and acceptability of the HPV vaccine.

All intormation provided will be conlidential and uscd for rescarch purposcs only.

You will not be required to provide your name oriaddress, so pleasc be truthful.

Completion of this questionnaire is voluntary and you have the right to decline at any

time during this process.
Thank you for your assistance.

By. signing below, you havetagreed to partake i the study.

.................
........
---------

. . Interview Dalc
Signaturegol Parficipant
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QUESTIONNAIRE

Each section consists of questions to access a p

| articular behaviour, Kindly read each question
caretully and pick the answer th

at 1 - -
at 1s true for you. Tick (\1) your answer as shown i the
example below.

This is not a test
and there ay f
: there are no right or wrong answers. Rermember, your answery will be
kept private.

EXAMPLE: 1 am a (a) Boy ’b) Girl
Date |

Serial No

SECTION A (SOCIO- DEMOGRAPHIC CHARACTERISTICS)

I.  Age at last birthday years

t2

Date of birth DD/MM/YYYY /|

3. Sex [. Male|[ ] 2.TFemale [ ]

4. Martalstatus 1. Smgle [ ] 2. Mamied [ ] 3=Diverced/separated [ ]
4. Widowed { ] 5. Co-hubilitating [

5. I not marred are you in a relattonship currentlysd, Yes [ ] 2. No[ |

6. The highest level of education obtatued by your father is
. None[ ] 2. Prmary[ ] 3.Secondary [ ] 4 Tertiary[ ]
7. The highest level of education ebtained by your mother is
| . Nonel[ ] 2. Prmtaryfy J53.Secondary [ ] 4. Tertiary [ ]
8. What is your fathers' oécupdtion
1 Civil servant[ 1) 2. Self-employed [ ] 3. Unemployed [ ] 4. Reured[ ]
5 Q@thers (please specify).........

9  Whatis Your mothers' occupation
| Quefl sgrvant [ ] 2. Scif-emiployed [ ] 3. Uncmployed [ ] 4. Retived | ]
5. Others (please specity) .......«. ...

© Which of these best suits your parents’ marrnage practice ]
\fonogamous [ ]2 Polygamous [ ]3. Others (please specify)...
11 What ethnic group do you belong to 1. Yoruba[ ]2 Igbo[ ]3 Mausal 14 Others

(plcase specify)

12 What rehgion do you practicc . Christiamty [ ] 2. Islam | ] 3 lradiional 5 Others

(please specsly)
13 What is your nstilutic nal type | University [ ]2 Polytechnic | v o o

educauon [
1 ’ b oo F s : I A
14 What level are yon clrrentiyin 1 Yeumdevel 11 ]2 Yearidevel

1 Yearfesel 3( |4 Year/leveld | Others (pesse spevify)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

N




QUESTIONNAIRFE

Each section COnNs|i '
Sts of v ]
questions to dccess a particular behay O\l I(indly read each question

caretully and pick the answer that 1s true for you. Tick (w/) your

answer as shown m the
example below.

. : a ‘1

Kkept private.

EXAMPLLE: | am a(a) Boy 'b) Gurl
Date |

Serial No

SECTION A (SOCIO0- DEMOGRAPHIC CHARACTERISTICS)

L. Apge at last birthday

o

Date of birth DD/NMM/YYYY Ao

Tt e o e — ——— o -

Sex [.Male [ ] 2. Female [ )

3
4. Mantalstatus L. Smgle [ ] 2, Marncd [ ] 3=Diverced/separated { ]
4. Widowed | 1 5. Co-habilitatng [
5. Il not mamed arc yvou in arelationship currentlysl, Yes[ ]2. No [ ]
6. The highest level of education obtained by your father is
. None [ ] 2. Prunary [ ] 3.Secondary [ ] 4. Tertary [ ]
7. The highest level of education .ébtained by your mother is
| None[ ] 2 Primtoryfy I\3.Secondary [ ] 4 Ternary [ ]
8 Whatis your fathers' oéeupation
I Cunal servamt,[ W] 2. Self-employed [ ] 3. Unemployed | ]4.Reured[ ]
¥ Qthers (please specify).............
9  Whytss yQur mothers™ occupation
| Cuwtlservant [ ] 2. Self-employed [ ] 3. Unemployed[ ] 4. Rectired [ ]
5. Others (please specify) .......cc.--

O Which of these best suits your parents’ marriage practice 1

\fonogamous [ ]2 Polygamous [ ]3. Others (please specify)..

11 What ethnic group do you belong to 1. Yoruba [ ] 2. igbo[ ]3 llausal 14 Others

(please specify)

12 What rchigion do you practice | Christiamty [ ] 2. Islam [ ] 3. Tradwienal & Others

(please specify)
13, What 15 your Iu ttmtional ype 1 Umversity | | 2. Polytechnig C (Collere of

education [ |
p " e
14 What leved arc Yon currently m 1 Yearfeve L1f 12 Yearfeved.

1 Yeurtewed 3 | Yeatl Jevel 4 [ |5 Others please «p 1)
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15. What kind of Programme gre you curre

3, Distance learning [ 4

. Others lease :
16. What  faculty v speci)

are  you

(example science,

. [ ] L]
........

17. What is your department/course of study

13, Are you currently working of
19, W

....................

hat :
'S your monthly income/ a)towance In naira

SECTION B (CERV ICAL CANCER KNOWLEDGE)

P ’
20. llave you ever heard of cervical cancer before now |. Yes (

know/ I amy not sure [ ]

ntly running 1. Fyll time [ ] 2. Part time [ ]

art, soctal sclences

uRnINg any business 1. Yes [ ]2.No| ]

......................

] 2. Wo'{,s] 3.1 don't

P . : * .
21. If yes, what is your source of information I. Health provider[ ] 2Ndmily/ relatives

3. Friends [ ] 4. Mcdia / internel [ 135, School { 1 6. Chivehimosque | | 7. Others

( please specify)

] Yes

s el C—

No | Don’t

know/not sure

22. | Do vou know someone with cervieal eastcer

1.

+ e |
23. | Ever heard of cervical cancer screening before

Nnow

Cervical cancer issthe seeond most conimon

female reproductive capcer

1
I
|
|

s

T

1 25 | All women are at risk of cervical caneer

———— e — — e

26 +‘C‘er\~'1ca\I cancer is caused by a STI { sexually
|

| trinsmitted infection)

—

27 (| Geryial cancer can be prevented
i

— ——, v —

) PUE— =

23 S}‘rr;proms of cervieal include ( please tick all that apply)

Yes No
A blecding after menopause [ ) [

[3 bleeding after sexual intercourse {
pain during sexual intercourse N [
> abdominal pain { |
- unusual vag il dr-.chargc [
I pelvig pam [ |

29 Risk factors for cervicn] caneer are (plense nek all that apply)

Vs Nt

A Human pagnilamasirus infetuon .'
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B. alcohol intake

Don’t know/not sure

C. smoking i

D. multiple sexual partners | 1 t

E. hereditary

F. hypertension ; .

G. ageat first intercourse [ ] E ;

H. use of cpntraceptive pills for a long time [ ] [ )

30. Cervical cancer can be diagnosed by (please tick as appropriate)

Yes No

A. urine test [ ] []

B. Pap test/ pap smear [ ] [ ]

C. cervical exanunation [ ] [ ]

D. tissue sample test () []

E. blood test (1 []

SECTION C (HPVKNOWLEDGE)

31. Have you ever heard of the Human papillomavirus (HPV) before now
l.Yes[ ] 2.No[ ]3.Idon’tknow/Iamnot sure[ ]
32. 1f yes, what is your source of information 1. Health provider [ ] 2. Family/ refatives

3. Friends [ ] 4. Media/internet [ ]5. School [ } 6. Church/ mosque [ ] 7. Others

(please specify)...........

33. Do you know whether any family member/friend has ever suffered from genital wart

or HPV infection 1. Yes[ ] 2. No[ ]3. Don’t know/not sure [ ]

B Agree | Undecided | Disagree
34. | HPV is a sexually transmitted infection

35. ETintypes of HPV can cause cerv:al cancer

36. | A person’s chances of getting HPV increases

—

with the number of sexual partners they have.

HPV infection

37. | Most types of HPV cannot clear up on their own
38. | HPV can cause genital warts
39. | An abnormal Pap test result may tndicate an

SECTION D (HPV VACCINE KNOWLEDGE)
40 Have you ever heard of the HPV vaccines before now [. Yes [ ] 2. No[ ]

Don't know/not surc { |
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41. If yes, what ig Your source of information |, H

42,

43 .

44,

45.

40.

47,

43.

49,

50.

51.

52.

53¢
54

55.

56,

ealth provider [ ] 2. Family/ relatives

[ 13. Friends o}
[ 1 4. Media / internet [ 15.School { ] 6. Church/ mosque [ ] 7.
Others (please specify)

.........

HowmanyHpy vaccines are available?

1. N
one[ ] 2. One| ] 3. Two[ ] 4. Three [ ]5. Idon’tknow [ ]
Are any of the vaccines(s) recommended for males 1. Yes [ ] 2.No[ ]3.Don’t
know/not sure [ ]
Do you know which age group the vaccine is recomnmended for
I.lessthan 9 [ 12.9-26years| ]3.18-26years[ ]4. Don’tknow/notsure[ }

The number of doses recommended for a female 1s

l.one[ ]2.Two[ ]3.Three{ ]4.Four[ ]5.Don'tknow/notsure [ ]

SECTION E (SEXUAL HISTORY)

Do you have any previous sexual experience 1. Yes [ ]+ 2. [ ] (if yes please
answer questions 47 — 50, if no please don’t answer questions 47— 50 )

What is your age at first sexual intercourse in.years«................
Number of lifetime sexual partners ..<..........

Have you ever made use of condoms 1. Always [ ] 2. Never [ ] 3. Somettmes { }
Have you ever made use of hormonal contraceptives 1. Always [ ] 2. Never [ ]
3. Sometimes | ]

Have you ever suffered from any sexually transmitted infection 1. Yes[ ]2.No[ ]
3.1don’t know/ I am notsure [ ]

Have you ever suffered from genital wart or have you been diagnosed with HPV
infection 1. Yes[ ] 2. No[ ]3.Idon’tknow/I am notsure[ ]

SECTION F (VACCINE ACCEPTABILITY)

Have.you ever received the HPV vaccinel. Yes[ ]2.No[ ]

If no, what 1s your reason for not receiving the vaccine

I. Not needed/necessary [ ] 2. Not sexually active [ ] 3. Lack of knowledge[ ]
4, Safety concern [ ] 5. Too expensive [ ] 6. Noreason{ ]

The HPV vaccine currently cost about 20,000 naira per dose. Will you be willing to
pay for the vaccine 1.Yes[ ] 2 [ ]

T D e . e « ¢ #7500 e e o0 00 00 o rbn s s ees

57. Are you interested in receiving the vaccine if provided at a reduced cost

I.Yes[ ] 2.No|[ ]

58. If yes at what cost will you be willing to receive the vaccine ? ..... ... Naira per

dose.
59 Ifnowhy? ........oovere saigin

oooooooooooooooooooooooooooooo

]
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APPENDIX II

Proportional allocation of students

Procedure:
Institutions | Institution Faculty Dcpartment Lcveis in | Total no of | Total no of
Slacicl sclected Sciccted cach students n | students
department cach levcl rcquired
using
proportional
allocation
Lagos state | University 3asic Physiology | 100 55
University | of Lagos medical 2 122 67
sciences 3 143 79
. 4 82 45
Umversity Engincering/ | Computer l | 78 43
of Lagos technology | engincering 2 78 43
3 93 51
4 102 56
Lagos state | Lagos state | ScienceTech | Science l 92 2
polytechnic | polytechnic | nology laboratory 2 106 58
technology 3 65 36
4 40 22
Yabatcch Management | Accountancy v 1 92 51
2 82 45
3 62 34
4 49 27
Adeniranog | Federal Management | Accountancy ] 89 49
unsanya college  of 2 84 46
college  of | cducation 3 54 30
cducation akoka
Federal Science Biology I 82 45
collcge of 2 09 38
education 3 47 26
akoka
Michael
Otedola
college of
primary
education,
Epe
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