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ABSTRACT

Prostate Cancer (P’C) is a public health probtein in Nigeria. Male s1a(T in tertiary hospitals
have isnportant roles (o play in the prontotion of s¢reening services, Infonnation related to
male stails’ knowledge and patitera of utilisation of PC screening services needed lor
designing inlerventions. contro} initiatives, have not been fully investigated. ‘Jhis siudy
was, therelore, designed to delennine the knowledge, perception. risk factors and

utilisntion of PC screening services ainong male stafT of the University Collcgc Hospimt
(UCIT), Ibadan.

A descriplive cross-sectionul study design using a three — stage random. sumpling
technique was used to sclect 590 male staff from Depanments and Units. The sceni-
structured. questionnaire used for dala collection included: 31-point knowlcdge and 20-
point perception scales. Questions pertaining 1o PC-related risk  (octors, screcning
experiences, suggestive signsfsymploms and perceived determinants of adoption of I’'C
screening services werc also included, Knowledpe scores of <13, 15-25 and >25 were
cated poor, fair and good, respectively. Perception scores of <10 and 210 were categorised
as non-favourably and favourubly disposed to. PC screcning services respeetively. atu

were annlysed using descriplive stntistics, Chi.square test, Student’s t-1cst and ANOVA
test ot p = 0.0S.

Respondents’ mican age was 37.246.2 ycars. Respondents in the administrative, clinical,
pararncdical, maintenanceand records professional groups werc 26.5%. 231 .4%. 22 (%6
18.6% and 9.5%. rcspeciively. Majority (70.3%) had heard about 1°C and their mcan
knowledge of PC was 12.6£7.5. Respondents with poor. fair and good knowledge were
53.2%, 43.4% and 3.4%, respcctively. Mcan perception score of respondents was B 714 €
while those with non-favourable and favourable perception were 45.3% and 54, 7%,
respeclively, The PC-related risk factors included family histoty (6.0 %), usc of 1obacco
products (28.0%) and consumption of foods such as fricd foods (86.0%). full crcain milk
(72.8%), cheese (65.4%) and faity mcat (96.9%). Only 3.9% had cver been sercened lor
PC. The major teason lor failure Lo get serccncd was perecived lack of vulnesahilny lo PC
bascd on family history (61.8%). Propostion of respondents with posilive suggestive signs
and syinptoins of PC was 17.1%. Mecan knowlcdge of PC was significantly dilTercnt

ainong the clinical (§7.446.5), porawncdical (13.54£7.4), records (11,2+6.8). nainicnance
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(10.3%7.5) and adminisirative siaff (9.746.5). Mcon knowledge of PC was significantly
higher among respondents who had cver been screened for PC (16.6t6.4) than those who
had never done so (12.4%7.5). The knowledge score of 1espondents with fapily history of
PC was significantly higher than those with no fomily history of PC. Significantly higher

propontions ol respondents aged <40 ycars had fair (65.6%) and good (95.0%) knowledie
related 10 PC conpared o those aged >40 years.

The overall knowledge of prostaic cancer was poor amnong maic stefl’ of the Uneversily
Collcge Itospital, 1badan, in spitc of thcir favournble peiception of screening services
Although, prostatc canccr-relatcd risk praclices were common, the patronage of screening

services waos low, Hcalth education and counscling services ate recommended 10 address
these concerns.

[Ccywords:  Proslale cancer, Screcning scrvices, Percesved vulncrability, Male hospital

sta(T
Word count: 471

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ACKNOWLEDGEMENT

1 am deeply indebicd to my compcient and. brilliant supcrvisor, Dr. Frederick O. Oshinome
who has really contribuled greatly to this work. 1 appreciatc his paltence prolessionyd
guidance and his thorough scrutiny of this rescarch work. He was always rcady to listen.
advise, make constructive criticisms and help me with necessary materials. | also

appreciate my sccond supervisor, Prof. O. B. Shittu, | thank him very much lor lus

unguantifiable impact in the success of this work,

1 wish to express iny gratitude 1o Prof. O. O. Oladepo - the Head of Departiment. and et
Ademola J. Ajuwon whose invaluable and’insighis played critical roles in the shape ond
conicnt of this work. | also thunk other lecturers in the Depatiment, Dr. O. S. Asulogun,
Or. O. L. Oycwole, Mr M. A. Titiloye, Mr Femi Dipcofu. Mes A.T1. Desimenie. and Me
M. M. Oluwasanu, whose technical and mornl supposts helpcd mc in comnpleting tins
study. { sincerely acknowledge Chicl A.A Olubodun, Mr S. B. Bello, Mr T. Oyeyemi, Mr

i-.—f|

W.0 Quadri and zll other noit-ncademic stolf memtwers ol the Departiment ol lleatiy s ‘

”

T |

Promotion and Education. {2 3

>

{u L |

My profound grvitude and appreciation go to my loyal husband, Ounba Musiliu Adcnu&‘ 1 1.

o S ;|

I'lassan, for the understanding, tinancitl and moral supporis given (o me throughout thcii =
==

progranunc. My spcciul ihanks are due 1o my son, Me Adeboyce Doy insola Hassaii. for hisj = i

constnt support during compilation of past studics' journal? magaeine for she litceatire \

RVICWY.,

| sincercly appreciate the Managements and Stafl of Federal Medical center (FMC),
Abcokuta where the pretest of ry instcurnent was done and University College |lospitni
(UCH), tbadon for pcrmitling me (o0 cany out the main study. | also acknowledge und
appreciate the contributions of Dr C. Ogo, Dr O, J. aw. Dr A.O. Ogunmola and other
urologist consultents. ! hereby acknowledge the cooperation of the cntire study
parlicipants and my rescarch assistants. You all provided the cnabling environment swhich

made this rescarch work possibic and successful. Yhauk vou alt.

1 equally acknowlcdge and appreciate the prayers and moral support of Mis D, |- Adcsina,

IHcad of Dcpartinent, Nursing Scrvices; Mrs O. A. Awolana (who ts now retired); Mes O

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



A. Akinbede and all iny collcagues in the Nursing Services Depariment, FMC Abeokuta. |
sincerely appreciate and tliank ull the members of my class, the MPH{ (Health I’romotion

and [:ducation/Population and Reproductive llcalth Education) of the 2010/2011 sct, for
their love, friendliness and the social support they all gave me.

Specinl tributes need 10 be pnid (0 my parents, Dr J. O. Adeyemi (3.1 and late (Mes) V. O
Adcyenyi. 1 appseciate their cecascless prayers, cncourngement und {ove. | sincercly

apprecinte and thank the cntire Hassan's family, Adcycmi’s family and family fricnds for
their payers and moral support.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




CERTIFICATION

| centify that this project was carricd oul, under my supervision, by Rachel Olufunmilavo
IHHASSAN in the Department of llcalth Promotion and Cducation, Faculty of Public
Itcalth, College of Medicine, University of Ibadan, Nigcria.

1
\ =)
J—%
000000000000 > CHCNC RIS e P - 00 00 iEE i # 08 » 09 & & & me@ece

SUPERVISOR

Nr. Fraderick 0. Oshiname
MEH (Ihidkan), NLA (CAWRU, Clevalund), Ph.D (Ihaclan)
Department of Heallh Promolion and Education,
Fuaculty of Public Hcalth, College of Medicinc.
University of 1badan, |badan.

CO-SUPERVISOR

I'rof. O. B, Shitin
MU 13S (1), 1FWACS, FRCS (Tag.) Professor of Urology
Depastment of Surgery, Urology Unn,
Univessity Collcge lospinal, Ibadan.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



FABLL OF CONTENTS

T‘Illc pagcir---ivoootOQOO oooooo [(RE R B KN TR LN ] o 200000028904+ 0 b = T -8 O memmBERREE R ---

DICOTROLIONG |- s s v o o5 T o4 7 Slasiai e o e 5 v onas 1o o o + « sapeilh IR call
POSIPOCE, 1 0 il e my vy e agyem ow goieih § <20 sopigd e st s Bl R ojofial <= « RIRE L ool
Acknowlédgcmcnl,-.-......‘.... cabeee s s vor Pl ol - S L : \

Certifilcalion. .o eevverrenn.

4
oo l....ll.‘II...Cv'...l....‘.q........llr1i(0v1|

rub]corcon!cn‘50|oaocu 01000 )0 0PI PIRIN0IONve PQoede90990 000000000000 °99099 0990000000 )000 0 P0P0C r1r1Iviii
TP O I IEE .. .o s o - vest® i 4o dois 2 « § 2 an Son ang Fone s U m o
List of Figures.....covivvieenenns

List Of ABDrEVInIIONS . . 1. eeeieeiiieeiennineenransassonsnnosnens

CHAPTER ONE: INTRODUCITTON
Background of the study..........ooovnin

’ 4¢ ¢ (R RN NENE TRE N ¢dac berares ¢90¢codnbe Fovoeose l
Stulcmcnl or pIOblcll‘-'O.---io.. TeB B Qo000 o (] (] (N ) [ ’ ¢ (] (] ede 2
Justi[ica‘ion..t......oloc.s'hc.nc.c.ll.toc ------- 900090k b0rv@00e0 00002 oPiv00obL () -0 Teersoc e 3

Rescarch questlions....

L 0OPES 0990 10 (P?P0900000800°20,0000000010000000¢000005000000°4000%0 00000 0P 000OTY

Objeciives of the Study..............

Operatiopal delmition of tcrms...

CHALTER TWO: LITERATURE REVIEW

Introdection and coneeptual clarification...

...... 0299090000800 0000b00¢¢000rrtbocdberrone [ (’

ombi Wi R R EREETEE] -.t-.-.nIU
Physicnl, psychological. social amil cconomic consequences of prosiate cancer .., 0

Noturc of proslate cancct.........

Knowlcdge relating lo prostale cancer and prostate SCreening SCrVICES \...e..viuiiersvaiias kS
Perception relating 10 prostate cancer SCreening SCIVICES . uiiveesiserrerins coniousseererane. 10

Deteriminant and risk factors relaling 10 p3oSIate CANCET.. . oovivevvinivcviiivniinneinen.l 6

Prevalence of prostale cancer with special reference 10 Nigeria...coovoveveievenns o 48

Utilisation of Proslate SCrCening SCIVICES...ume.vrerriiasresencicseasarnresssnsererecesacsneran b9

Barrices and benelits 10 the utilisation of prostate cancer screening services. ... ...........2
Public Health Approach ................

-
0 eV 00000 00 09I EETED) OO ¥ HiENN 4 Jioeiane =y o000 d s . ":“

Summacy of literalure review. . ... cccvviier it convnviiocaiiaenn i,

CO“CCp‘uaI rran‘C\vorknn FOEBEI0HIGA0O 0600000000 eB0q00bit e beevadtsaveats b Oseoec tage 40b o 00000 i -2?

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CUHAPTER TTIREE: METHODOLOGY
S1udy design and SCOPC. ... . iuviiii it iiemcecrneeeetieniraanres saeriesrensesessissossssransneesei I

Study selting................ T

0000"."0.-00'0.'I"QIC‘OCQOO‘O-1’0000001-0000l00015s--32

Study nnd target population . . i

EEE RSN N ENENNENE TS LR ELNE i i@ - Ao . \

Sample size dcteanination, ....,........

80 ¢ ¢DLD O PDPIPPITIIPIS 00000 Fp a0 D"obobbb‘-lovoqnlqoo-no.--)}

Soinpling LechniqUE/PrOCCUUIC, .o vuv s ieiirn seosian veaaesicn e eceasossonssionbinnsrnosantaciind )

Mclhods and instswtsncnts lor data collection..............., i & o PV A Siins I

Training of rescarch sSISIBNLS. . .eveeeuroneennrernneeemens

e edimtenthiml P KSR Y

Validity and relinbility of the INSIEUMCAIS ..cueiei e cioniiineeiiecienrianiersenssecransnsesiens 39

.lo
b e 0VqiioProiioe i i ks

Dulﬂ mllnﬂgcmcn( llnd !\nntySiSt-o-oovvc.cq-..byo'oa!lo-.to.o.c:.--.v‘..ac-'a- i00se00rs0s000 T .."0

Data coliection process....

909909 90d49 90900 00

E NGOl COMSIUCE IS . 1ee ie vhineisrenenroesncrassoasansersersssnnvesssonsnsansestosssscennnanesisriesid]

Limitolion of the study......coveeeeene

00eboaoo0s 0000000 ....!-.clld.ilnlon-cotlyola-..-‘v!voqoccar-.ln.“ l

CHAI'TER FOUR: RESEARCIH RESULTS
Respondents' socio-demographic chameteristics. ... i veeivivarsnns ... 13

Awareness and knowledge rclating 1o prosiate cancer and prostaie cnncer screcning. .../l 8

Perceplion relating lo prosintc cancer and prostate cancer SCreCNiN SCrATCeS .. . riar .06 )

Prostate cancer- relnted risk {octors....... ...

BV O L OEPPOOP O I EE g 0

Ed¢FHEAdctdonoeo b ..170
Prostnte cancer SCreCIMINE CXPEFBCIICE. 1. ie vt amtreomeneiasaentieaiiassioosnnncsisoinsososnsoiasiidI

SignSIS)‘nptoms Orprostnlc cunccr- “90 V9T 90000 nPdP0009008 0009 PPPOIPOPPN 0009009290900 009b3000s I--co-|77

Barricrs nnd benclits to the utilization of PC Screening Services. ... Bl

CHAPTER FIVE: DISCUSSION, CONCLUSION AND RECOMMENDATIONS

Respondents® socio-dcniographic chamcteristics. . -.....coomvienieiniiie i iieciiieinn,iienee 89
Awarcness and knowledge reiating prostate.cancer and pirostisic cancer sceecning. .......... 8
Pesception relating 10 prostate cancer and prostate cINCES SCICENING.. voecveirenansiin e, onel 88
Prostatc cancer-relaled risk faclors and screening expetience....ocvee. .

Signs/synipltoins OF PrOSUIE CONCCT. . .vvureiiicncnsersrens coonssnsinnsssionseoanrensrssonnsiinn 0

Barricrs and Denclits to the utilization of prostate cancer screening services....... - N

Implication for health CdUClioN...civvretiiiiriiciiiiiiri i s ae e e a0 0093

10018308 0°00% 00 "%400000 03700 %% 00 anygdatsay 2 olo'» +iliesee d i r.“."l

RCCO’“lnCIIdalionsn....,........q...b..uo-.........u.u.....o.u......... LI X NN Y é ov a0,

(000]) T [FL (0] ) VA

Suggestions for funher study,TT5 00T TATRERTIINAN

'l.".'00...l‘l5'...ll0004.l'...!C..d...ll.‘l“.‘l‘_“‘)7

.“‘-*_I“

5iv i

/FP:;J

IBADAH UNIVES



Rc[ercnccs. lllll 40 ecpptoan RN E NN RY N Y AV 1°0 0% 008 P00 900°de.9%99 ooccoo.o-..'-w'-oo'-o-ovaqﬁconu'-."-.""‘98

Appendices

Appendix  1: Semi-struclured qUESEORADIE. ..eeesrzveritvanraransiisnerecensecanrassses | 16
Appendix  II° Knowledge scale........... Y ia e TP o Ao s a SV o T8 NG pivye 127
Appendix  L1: Perception seale.......oveveeinian UL T i spedbuved sy AEsepie RED
Appendix

1V: Simtification of study population into Depastments and units..........131
Appendix  V: Proportionat distribution of the study population in the
unil according 10 Meir PrOFESSIONS. «...cvvivriviviieiiisimamierimeci bt
Appendix  VI: University of ibadan/ College Hospilal Ethics Review

Committec approval 1CIEE, .. ..u v vvrrnierveemmnriirinmreemmrsesrssecnsesen 143

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LISITOF TABLLES

Tubile Qunlcut

Mage

2.1 Summary of U.S nalional rccommendation on screening for prostale cancer 20
3. Proportion of classilicd profcssions 34
32 Classilication of study population according to their profcssion 38
4.1 Respondents’ age. marital stotus, religion and clhnic group A4
4.2 Categorization of respondents’ nature of services rendered 43
4.3 Respondents’ working experiences (in ycars) as stoff of UCI | 16
4.4 Respondents' highest level of cducation 47
4.5 Respondents' awareness and knowlcdge relating to whot Prostate Cancer is about 52
4.6 Respondents’ sources of inforination on Prostatc Cancer screcning services St
4.7 Respondents' knowledge of the age* a1 which 2 man can start adoption of

Prostate Cancer Services 5
4.8 Respondents’ knowledge rctating to likely signs and symploins of PC 33
4.9 Respondents knowledge relating to [actors which could be associated with the

.occurrence of Prostato Cancer 36
4.1¢  Rcspondents' knowledge relating 10 the prevention of the likclihood of dying

from Prostnic Cancer 57
4.11  Respondents' rcasons for stating that risk of getting PC cannot be reduced or

prevented 58
4.12  Respondents’ sources o (information on Prostate Cancer screcning scevices M)
4.13  Rcspondentis™ knowicdge relating 10 Prostalc Cancer gencrally ond Pnstate

Cancer screcning scrvices 60
4.14  Classification of respondeintts’ lcvel of knowledge O
4.15 Distribution of knowlcdge scores by catcgory of stafl 6!
4.16  Comparison of respondents’ mecan knowledge scores by categoey of stall 62
4.17

Comparison of respondents’ sncan knowledge scores by working expeficace - (2
years

4.18  Comparison of respondents’ mean knowledge scores by age 62

4,19 + Comparison of respondcnts’ nican knowledge scores by prevalence of  adoption U3

of Prostatc Cancer screcning services

4.20 Comparsison of rcspondents’ mcan knowledge scores by fanily history of PC 6}

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.2)  Comparison of rcspondents’ mean knowledge scores by intake of PProstate Cancer @

-risk-related foodds

4.22  Relationship betws cen knowledge and age group 0
4.2 Reclationship between knowiedge and year of working experience in UCH | 65
4.29  Rclationship between knowledge and year of working expericnce in UCH 65
4252 Pescepuion relating to PC and PC serecning services 67
4.25b  Verception relating to I’C and PC screening scrvices 08
426  Classificaiion of Respondents® Perception Score 69
427  [lamily histoty of PProstnie Cancer among the respondents N

4.28  Prevalence and pattern of smoking or use of tobacco producls among respondents 72
429  Foods respondents cnjoy cating most of the time 13
4.30

Typologics of Prostate Canccr-related risk and non-risk meat and fish consumed
by: respondents

71
431  Respondcuts’ Prostate Cancer screening history 20
4.32  Signsand symptoms of Prostatc Cancer among respondents 78
.33

Propottion of respondents who cver discussed signs and symptoms of Vrostatc 79
Cancer with somconc

4.34  I'laces where respondents usually sought for heafth care advice or trcatment for
any ailment 80
4.35  Barricrs adducced by respondents for not adopling PC screcning services 82
4.36  Benefits listed by respondents which could help promote the adoption 83
of Prostatec Cancer screening scrvices
4.37  Benefits thot facllitated adoption of Prostnic Cancer screcning services by
respondents thot ever scicened for Prosinic Concer 84

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT






ACS
AUA
DRE

CL.OBACAN -

IARC
NCISELRP

iC
PSA
RCTs
RAs
SCER
USCT

UCH

8]
UI/UCH
WHO

LIST OF ABBREVIATIONS

Amcrican Cancer Society

Amcrican Urological Association

Digital Reclal Examinntion

Global Cancer of Nigeria

International Agency for Research on Cancer

National Cancer Institule Surveillance Epidemiological and Find

Result Programme

Prostate Concer

Prostale Scrum Antigen

Randomized Control Trials

Rescarch Assistants

Surveillence Epidemiology and £nd Resulls

University of Colifornia. San Franciseo Medical Center PC
Advocules

University College Hospnal
University of Ibadun’

University of IbadasvUniversity College [lospitnl
\Vorld l1icalth Orgnnizolion

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER ONE

1.0 INTRODUCTION

.1 Yackgremul to the Studly

Prostate Cancer (PC) is a discase which nffccts only men ond is a mojor public health
problem (Ajape, Ibrohiin, Fakeye and Abiola, 2010). Black men of Africa ancestry hnve
been found 1o be particularly at grenter risk of devetoping PC than other 1aces and cthnse
groups (Ross, Stroude, Shayanika, Rose and Jorgensen 2006, Magoha, 2007). Proslale

Cancer has become the number one form of cancer in men (Delongehamps, Sihgh and
blass, 2007; Aklnsemi, Ogo nnd Olatunde ct al, 20k §).

A study carricd out in Nigeria anmong the urologist by Ajape. Mustapha. Lawal and
Mbibu; (2011) has documented a progressive increasc in the incidence of PC in Nigeria.
Accordingto Oscgbc (1997), the hospital incidenec of PC in Nigcria has been estimated 1o
be 127/100,000 cascs while the national PC sisk was two percent of all patients om of
cvety | 10,000 men. Ogunbiyi nnd Shittu (1999) in their study carried out in UCH. fbadan
rcporicd that the discasc is the lending dingnoscd form of cancer among Nigerian micn,
The annunl nortality’ has -been cstimated 1o be 20,000 cancer-specilic deaths (Oscgbe,
1997). The increusc in the prevalence of the discase inny be duc 10 an ncreusc nt the
number of cases occurring in younger- and middic-aged men (Ogunbiyi and Shittu 1999),
It has been hypothesized that the increasing incidence of PC could be as a result ol

introduction  of screcning technigues especinlly the PSA test which cnables carlicr

diagnosis o l'the condition (Ogunbiyi and Shitty, 1999).

Scrcening for PC is onc of the most commonly uscd sechnigues in the diagnusis of PC

Elcolth carc profcssionals agree thet regular screening cxuminations can result in deiectinng
of PC ot carlicr stages when trcatinent is inore likely lo be successfil, I detccted carly.
while the wumor is still confincd to the prostate, the liveycar survivnl rate 15 $0%a
compared to 33% for a more advanced diseasc (Wcinrich, Weinrich, Boyd and Alikson, ct
al., 1998). Thc ACS (2006) bclicves thal health care professionals should offer the blood
PSA 1est and DRE yenrly, beginning at age S0, 1o wen who have at lenst a ten. senr lile
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as father. brother, or son diagnosed with PC al on carly age (younger than 65 vears).
should begin testing at age 45, For both men at average sisk ond high rask. the ACS
recomncnds thot mfonnation should be provided about what ts known and what s
uncertain about the bdenclits and limitations of carly detechion and treatment of PC to

cnable them make an informed decision about testing (ACS, 2006).

These is no official policy on PC screening in UCH. but in the hospital I’C screcning
scrviees arc nuanly available in the Deportments of Nuclesr Medicine and Pathology : this
seevice is being rendered free of charge in Nucleas Medicine Departiment.  [n Nigeria PC
screening services are mainly available in tertiary hospitals and private loboratorics n
major towns such ns lbadan and Lagos. Ahhough the male siolT of thesc heahh care
facilitics could be vutncaible to PC, systematicolly conducted studies relating 10 theie
knowledge ol PC and utilisation of PC screcning lests have not been well explorcd. Yct
being workers in tertiaiy health carc facilitics makes them rolc tnodels and potcitial
sources ol health information to the general population. Incmany cases health cice stall™s
preferences and behaviour influence their professional practices. For nslance studics
conducted by FFrank. Brogan, Mokdad, Sim&es, Kohn er.a/. (1998) as well as by Schwanz,
Lewis, Clancy, Kinosian, Radany ¢t af. (1991) have confirmed that the personal health

habils of health carc workers are major prediclors of their counseling practices.

This study was, thcrcfore, aimed at explocing the knowledge, risk factors and pcrccption
cclating 10 the paticm of .utilization of PC screening scrvices hy male staff of the

Universily College llospital (UCH), lbadan, the oldest and one ol the major rescanch and

lecaching hospilals in Nigerio

1.2 Stateincit of Problicm

[rostate Cancer constitutes o public health challenge worldwide (ACS, 2007). The discase
presents a majos challenge 10 health case scrvices (Lewey, 2002). Records based ot the
UClI cancer ¢egislry have shown thot PC is an emcrging malc seproductive health concern
(Ckewere and Egbe, 2002). The discase condition accounts for {1 -12%% of all male cancer
in Nigcrio (Chukwunso, 201 | ; Ebuchi and Otumu, 201 }). About two thirds of P'C' paticnts
in Nigeria present with PC metastatic disease {Badmus. Adesunkanmi, Yusul, QOseni. and

Eziyi, 2010).
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Health care workers ore rolc models in health maticrs. In addition, they ore ollen among
the sources of health informetion for the general population. Therelore, it 1s important that
the infortnation they disseminale 10 others be accurate and that the screcning procedines

they recommend be appropriale (Gongalves-Silva. Mura-Noscimento and |:ful-Nelo
2010).

Studics related to PC conducted in UCH incfudc 1he following: Prostate Specific Anligen
in Nigerlan men residing in Ibadan with no histoly of PC discase (Abiycsuku, Shitw,
Oduwoltr, and Oshotimchin 2000); orbilal mctastases prostatic carcinoma in a tripical
African Population (Shitu and Ogunbiyi 2003); and a fivc year study on c¢linical
prescntation and out come of management of paticnts with symptomatic spinal metastasis
from PC (Okcke. lkucrowo. Popoola, Shitiu and Olapade-Olapade ¢ . 2006)

The facilitics for PC scrcening scevices were available in UCH but the extent of the
utilisation among inale stalT of the UCH has not bcen adeduately investigated

In addition the knowledge. risk factors, perception and patlerm of ulihsolion services
refating to PC screcning among maic stafl of the-hospial arc however. yul to Iw
adequatcly explored. ‘The delermination of these ‘variables among male statl of the UCH

Ibadun, Oyo Stave, constitutes the focus of this study,

1.3 Justificntiun

Findings from this study would bc useful as bascline infonnation for designing
cducational programmes aimcd ul promoting the adoption of PC.rclatcd sercening services
among moles in tcrtiaty. health carc facilities. The results of the study can also be used 10
fucilitatc the formulation of policy and support for ’C screening related scrvices in LICTH
Furthernnore the tesult of the study would contribute to knowledge conceming factors

which should be taken into consideration while designing PC-relrted services for staf) in

health corc facilitics.

1.4 Research Questions *

The following research qucstions were formulaled to guide the study:

1. Whot is the level of knowledge of PC and PC serecning scrvices ainong the male siaft
of UCII?

2. What are the perceplions of the male staff of UCIH regarding PC screening services?
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3. Whot are the risk factors rehating to PC among the male statfof UCIH?
4. \Vhat is the paltem of utilisation of PC sciecning services among the study  population?
5. What arc the signs and symptoms of PC among the mulc staffof LIC11?

6. What arc the factors that serve as barricis and bencfits to the adoption of PC screcning
services omong the male stal(Tof UCH?

1.5 Objceclives
1.5.1 Droad objcetive
The broad objeclive of this study was to dctermine the knowledge. pesception, associnted

risk factors and symploms of P*C, os well as lo docurmncnl the history of utilisation ot PC

screcning services among mate staff of UCH [badan.

1.5.2  Specific objectives

The specilic objectives of the study were to:

|. Assess the level of knowledge of PC and PC screening services among male siaft of the
UCH.

2. Deteninine the perception of malte stofF of the UCHEselating 10 ’C screening services

3. ldentafy risk tactoss relating to I'C among ‘male stalY of the UCH |

4. Uctesminc the paticen of utilisation of PC screcning scrvices among the respomndenis.

5. 1dentify the signs and symptoms of 'C among the respondents,

6. ldentify the barriers and bencfits that influence the utilisation of PC screcning services

by the respondents.
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1.6  Opcratlonnl Delinition of Terms

Prustate: This is the male reproductive organ that surrounds the urcthral at the base of the
bladder {(Marden, Walmsley. Schweizer and Schweizer 2006).

I’ rostate cancer: This refers to abnormal cell division and growth of 1he prostate gland
(WHO 2014).

I'rusinte cuncer screening: [ is the test carried out to detect PC in its asymplomatic
slage,

Clinicnl stnff: ‘They consist of qualilicd medical doctors working in the hospital sctting.
Parumcdlenl stnff: ‘They consist of Nurses, Pharmincists, Labormiory Scicntisis,
Diciicinns, Rndiothcrapisi/Mecical fmaging Scienuists. Physiothicrapists Medscal Sl
Workers, Environmental Hcalith Sanitations, Hcaith Atlendants, Osthopedic o\ ssitima
Laborutory nssistants and Microbiologists who work i collaboration with doctors to
diagnose and trent patients.

Adwministrative stufl:  They are meinbers of stafT1hat manage asailable hurnan, material
and linancial resources of the hospital with a view to achicving cllective services, and to
achicvc predetcnnined orponizationnd pgoals. They include Administrative Oicers:
Clericat OfYiccrs. Pension. NIIIS Staff, Conlfidentinl Sccrctnrics. Aecountanls and
Auditors.

Maintenance oflicer: These are a group of staff members thal cnsures the smooth nanning
of the activitics in the hospital through provision ofservices such as water and clectricity,
management and repair of equipment cle. They include facility Managers. Technicrns,
Instrumentation st fi. Hlospital Services, Engineers, Porters and Drivers

Records und informutiun inanagonent staff; They are members ol statl thas heep
hcahh records ol paticnt/clicnts that aticnd the health core services. They also keep
employment records. They include Record Oflicers. Computer Scicnlists, Lihrarinns,
Slatisticians, and Information Technology Oflicers.

Atenl orange: This is o combination of two chemscal herbicides (2.4-D) n-butyl Y-
dichlorophcnoxycctate and (2,4,5T) n-bulyi-2,4,5 trichlorophcnoxycctale that poisons
food chain and causcs scrious discases and a varicty of cancers in the tungs. laryna. and
prostalc.

Prostate Cancer Mctastasis discasc refers 10 PC that has sprcad (toin original (prostaie
gland) afTecicd organ (o distnnt organs or lymph nodes swhich could be regional vr distam
mctasiasis (Higano, Small, Schellhammer, ct al., 2010; Ui Lorenzo. [fuoncrba. Aulorino,

ctal, 2010; Shen and Abate-Shen,
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CHAPTER TWO
2.0 LITERATURE REVIEW

2.1 Introduction anti Conceprunl Clarification

Many stuclies carricd out in the last thirty years have focused on issucs relaling lo IPC
screening among hcalth workers, These issue include investigations such as PC screcening
practices and belicfs nmong physicions in metropolitan Washington, D.C. by Voss and
Scheciman (2001); atest ol knowledge about PC screcning omong physicions in Southeen
Califonia by Bell, { lays. Holfman and Day, e of.,; (2006); knowledge of basic cancer facis
among physicians in training at the Universily of Tennessce Portlond by Madan, Alabodt-
\Vhalc and I3ecch (2006); knowledge and. altitude of primaty physicians rcgarding PC
screeninig i1y Duval and Alachua countries by Pedleton, Cury, Kusemain, Chan. Awnal.
Nakamura, Abdoush and Rosser (2008); reporied usc of pre-screeniing discussion for ¢
screening ainong primary care physician, by Linder, l{owley, Cooper. Scholl. Jibajo-
Weiss and Volk in Houston, Texas (2009) and PC screening practices among Physician

serving Chinese immigrants in New York City by Aragones, Trinh- Shevrin and Gony
(2009).

Other investigations that have locused on PC screcning scrvices among health care
workers consists of the following: ossessing practices among health care workess in ot
leriary- carc hospital in Sao Paulo, Bra2il by Goncalves-Stlva, ¢f el | (2010}, kavwhedpe.
mtitudes and practices toweed PC screening among rural male heahh workess in Wesiern
Jammaica by Bournc {2010); knowledge of, attitudcs towards and utilizotion of PC of PSA
scicening for I’C among primaiy care physicians in UCSF Medical Center. San Francisco
General Hospital by Taisan, Coopecberg, Cowen, Keyashian, Greene. et «f  (2009) ond
attitude about sharcd decision inaking for PC screcning asnong physician in Georgtown
University Hospilel and W ashington lHospitel Centrc by Davis, lsislictd. Dorfman. Kiiss
and Taylor (2011); factors affecting PC screcning behaviour in a disceeie population of
doctors al the Univessity llospital of the West Indics, Jainnica by McNaughton. Aiken
and McGrowder (201 1) and reconciling primary care and speclalist perspeclises on 1PC

Screcning by Hollman, Barty, Robeits and Sox (2012).

G
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Most ofihcsc rescirch works concentraled on PC screening ainicd al detecting PC cancer
asymplonistically as a primary preventive ineasurc. The aforcinenlioncd studics however
conccntraied on the knowledge, PC screcning practices, PC screening behaviours. foctors
affecting PC screcning behaviour among I’C specialist and primary care physicians: |he
key finding of their studics werce that primaiy carc societies should he cncouraged 1
decide whcether the ninplemcentation of the reccominendations of AUA and National
Comprehensive Concer Nel work (avcrage-risk men ol oge 40 to be screened for PC alter
proper counsclling about risk and bencfit of PC setcening) arc fcasible and appropriate.

1icspondcents with lower knowicdge of nalural history of PC tends 1o adopl PC screening
scrices (Holtman, er al., 2012).

The studics also rcvealed that people of African decent was identified a PC risk factors.
fow level of knowlcdge about PC screening test and PC risk, dircct professional
experience on PC waos associaicd with greater knowledye (Taisan e ol : 2009). highcr
wsers of rouline PSA had lower knowledge scores than lower usces and they believed
much more in mortalily benclits of from PSA screcning (Bell, 1lays. IHoffmaen and Day r

2000); physicians’ knowlcdge is nol an importaul predictor of their scrcening behaviowr | =
(Pendleton, ct ol.; 2008); :ncrcascd physicians® attitudes that lavoured PSA lesting ond t :;
the belief that aggressive carly trcalmicnt improved PC discase oulcome are noted from \Lf: "

Voss and Schectman (2001); PSA and DRE screcning lest are recommended for all their

palicnl from age 50 and above regardlcss of family history of PC (Arogones. ¢/ ol 2009). \ = T.
t

The studies that were carricd out among oll male professionals working in the hospital #
fond out that aboul 66:7% had undergone PSA testing and 34.2% had subwnitied to DKL
(Goncalves-Sifva c1 o/, 2010); majority had high level ot awarencss ot PC bul only 27 1%
adopled PC screening services, anal discomfort, fcar of the resuli and gender of the hentth
practiioner -were icasons (or non utilisatlon of this service. The lew study donc 1n
Nigeria on PC screening-related issue$ among healih workers include those of clienl” s
demand for screening for PC in Nigeria among the urologist at llorin by Ajape e of
(201 1). In their study, il was notcd that majority attesicd that no any documcnicd nalional

guide on PC screening and majority of I’C patient presentcd ta the bospital In an athvanced
stoge
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The studies carried out in UCIH were mainly on the natute of the disease, clinical
prescntation and outcome of the management of paticnts with complications from I'C. The
key lindings of the sescarches included the following. a signrilicont corrclation caist
between age and scrum PSA valuc of the respondents; PSA valucs in paticnis who have
PC showed a wide degrec  of variability (Abbiyesuku, et ail.; (2000): tncrcased
incidence of PC in Nigeria (Shittu and Ogunbiyi 2003). Other key finding was that the
common sysicinic mctastasis from PC is the luinbar vencbrae, followed by thoracic and
sacral vericbrae, their paticnt prescntcd very late ond were generally suitable for any
heroic surgical measurcs (Okeke. ef af, 2006). Dascd on availabilily of cancer reginry .
facilities for PC scicening scivices ot the Departments of Nuclear Medicine and Pathology
and mony urologist in UCH, no utilisation outcomes from thcir studics. the cxisting
rescarch has been very limiled about PC screcning scrvices' knowicdge. perception. rish

factors and utlisation omong malc of this testiary instilution.

Canccr is defincd by Miller (2012) and WHO (2014) as the discascthal ischaracterized by
abnormal cell growth and has ability to invade other tissues and cven distant organs while
Marden, ct al., (2006) describes the prostote gland as a small, walnut-sized siructure that

makes up part of a man’s reproductive system, (¢ wraps around she urcthra, the tube bt
carries urinc ous of the bady,

Mitchell (2011) cxplains PC scrccning lests as n critical preventive strategy to detect [’C
carly when trcaiment can ‘significantly increase the odds of survival. Therc are non
amcnablc-to.change risk factors for developing PC one of wluch is fomily history
Howescr, screcning represents 8 heahh behaviour than can be undertnken ot the
intrapersonal level 10 reduce PC nionality risk. The screening tests for PC arc DRE and a
blood test called the PSA. Screening can detect PC at an carlier. asymptlomatic stage swhen

ircaiments might be more elTective (Chou, Croswell, Dana, Bougatsos. Blaztna. et af
2008).

HBoume (2009) has acknowledged PC screentng 8¢ nn alteinpt lo delcrmine undotevioyd
casicer of the prostate. Grocnwald (2000) delines PC screcning as DRE procedure that s
perfornied by health carc providers and PSA test which is comied aut in the science
laborotory, Weinrich ¢z of. (1998) further  expatlotes snore on PC screening utilisation

and described i as the receipt of a P'SA measurement or test and/or a DRL: at least encc in
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the past two ycars. The Amcrican Cancer Socicty (2008) has described I'SA as the bloud
test that measurcs a prolcin inade by the prostatc cells. ‘Fhe concentration of this protein 1s
high in thc presence of prostate cancer. The PSA is a glycopratcin scercted onty hs
prostulc epithclium. However, the normal range of tolal serum PSA varics with age
increasing from 0-2.5 ng/mil in men less than 50, and 0-6.5 ng/ml in men over 70,
According to the definition by Groenwald (2000), Chinesc Community Healith Resource
Centre (2007) and Bournc (2009), DRE s the palpation of ihe through digita!
manipulation of the reclum. Digilal reclal examination is @ procedurc in which an
cxaminer inserts a gloved, lubricated linger into the rectum lo delermine the size, shape
and consistency of the prostate.  Bournc (2009) cxplains further that during the
cxsmination, the doctor inscils a gloved, lubricated finger into the paticnl’s reclum Lo
determine if the ptosiate fecls irrcgular or abnormally firn. This proccdurc 1akes less than
o0 minute and causcs minimal discomfon as stated by Chincse Community [leahh
Resource Centre (2007).

Prosiale cancer is thic most commonly diagnoscd cancer among nicn and sccond only 1o
lung cancer in the number of cancer deaths (U.S. Cancer Statistics Woiking Group. 2009).
tt conslitutes 10% of all male eancer (Bray, Sankila, Ferlay and Parkin; 2002), For rcasons
that remain unclear, black men have the highest rate of incidence for PC in the world
(Edwords, Kote- Jari, Meitz, ef af,, 2003; Jemal, Murray and Ward. et al.. 2005) U was
noled in a study among primary physician on PC screcning conductcd by McNaugliton, ¢¢
al.; (2011) that majorily of the mcdical consullanis repuried that these is dispropaitinigie

high sncidence of PC in men of African descent regardless of prescnce ol urinary

symptonis.

Moreover, the PC mortality rate for black men is twice that of white men. The repori of n
study by Glover, Colley, Douglas, Cadogan, Russell ct al.. and (1998) shows thal in South
Africa. the oge adjusted incidence is 90 cases perl00, 000. In Zimbabwe, the Figure s 1S
per 100,000 cases. [n Nigena, it las been shown that the age adjusted intidence of 1°C
approaches that of Alrican —~Americans and Jamalcans at 300 per 100,000 (Qsegbe, 1997)

Theincidence rales of PC vary widely from developed to developing countries (1:vans und
Moller, 2003: llosscini, Moharmamzadeh. Ghadian, llooshyar, |.ashay, ef af - 2007, and
Magoha, 2007). in Braztl. South America. the prevalence of PC hix bhecn reported 160 1w
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1.65 higher in block Bmzilian of African oncestty compared with DBrazilian men ol
Curopcan ancestry (Antopulous, Pambeo and Clllayck 2001). In 5 report from l.agos-
based cancer regisiry where the hospital incidence was put at 127/10°. Oscgbe (1997)
surmiscs that incidence of PC may be underestimated in Nigecrian. Sun:lar reporis lrown
other cancer registry of Nigeria also confirm the increasing hospitathased incidence as
follows: 61.3/10° from Calabar, (Ckwere & Cgbe, 2002) and 182.5/10° from Ifc (Badmus

¢f al, 2010), However the true burden of PC disecase in Nigeria is not known {Ikucrowas o
al., 2013).

2.2 Nalurc of Prostate Cancer

Prostale cancer, as described by Rod. Trent and Philip (2005). Tonmits (2009) and Zorm.
Guaton and Shiel Jr (2012), is a forin of cancer that develops in the prostale. ‘I'hc prostate
is a gland in the male reproductive system localed al the base or outict of the unnan
bladder. Its function is 10 hclp control urination by pressing dircctly agawnst the part af
urethra surrounded by this prostate gland. It sccretes prostatic fluid which is very rich of

proleins, mincrals and accounts for 30% of the volumc of semen. Prostatic fluid ensurc

the nourishment and proper motility of sperm (Ganong, 1997, Kunden, 2041). Thet '
prostalc gland is a walnut-shaped gland that weighs approximaitcly 26g st the ¢nd of t

pubcrty bul grows larger with nonnal ageing (llayward. Roscn and Cunha: 1997)
LEnlargement of piosiatc gland with normal agecing is known as “Benign Prostalc

Hyperplasia™,

Kunden (2011) describes I'C as the abnommal cell division and growth of the prostme
gland which develops and increases slowly and confines to the prosinte gland for 1nany
years. ‘The condition.produces littlc or no syimiptoms or outsard signs as cxplaincd by
Tonita (2009).and Zom et uf,, (2012). Most PCs grow very slowly (Kawachi. ahnsn,
Barry, et al., 2010). More thon 99 peicent of PCs develop frum the gland cells (ACS.
2011).

The PC aggressiveness is incasured in terms Gleason scure which s calculuted by wrained
pathologists. As the cancer advances, it can spread beyond the prostatc inlo the
suniounding tissucs (local spread) or can spread further (mctastasis) through out uther
areas of the body such as lungs, bone and liver (Schmitz, 2009, Damber and Aus 2008,
Nationo! Cancer Institute. 2014; Zorn, er al, 2012) .
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Most of the timie, somc symptots thot azc similar to characteristics of PC arc causcd by
other prostatc problcmis that are not cancer (Schmintz, 2009). Suggestive signs and
symptains thm can occur with PC are obstructive and irritative symptoms (Schinintz.
2009:; Tonita, 2009). Obstructive symploms of prostalc cancer are as a dirccl n:sull of the
urethra being pinched closed by the enlarged prostalc (Kawachi e7 aif.. 2010). This resubis
in dclayed or slowed start of urinary sircam. The irritalive symptoins arc as a scsult of
ieritation causcd by the obstruction to the bladder. These symploms are ncontincnce of

urinc, and frequency and urgency in passage of urine, (Marc and Garnick, 1993: \Walsh
and De\Ycesc 2007 and Schmitz, 2009),

According 10 l.cwey (2002), kHcidenrcich, Bollr, Joninu, Mason. Malvcey o7 «f (2010),
and MNliller (2012), the reconmended diagnostic invesligations include DRE. I’SA,
Iransurethral ultrasound scan and guidcd bjopsy, CT scan, bone scan and chest X-ray. lko,
Monu, Mangcle and Nduka (1987) have suggested thal prostatic uliza sonography may
have great diognostic promisc in developing ccononics  where inorc sophisticalcd
cquipmcﬁt may bc uncommon. Howcever, Ajape ef af.. (2010). in a morc recenl study
noled Lhat there is 50% scnsitivity and alse ncgative corrciation belween ultiascund nnd
PC diagnosis. Zom ct al. (2012) cstimalc lifc-time risk of being diagnosed with the ¢
discase as 17.6% for Caucastaas and 20.6% for Afcican-Amcricans, The life-tsme risk of

death from PC similarly was 2.8% and 4.7% for Coucasrons and “Afcican-Amecricans™

respeclively.

Repons from all the Southcrii and Northem parts of Nigcrin emphasizc lalc prescntation as
the paticm in patients with PC, From both South (Ckwere and Egbe, 2002) and North
(Dawam, iRalindadi and Kalayi 2000) about 1wo thirds of palicnts prescaled with
mctastatic discase, and 94.2% (Uadmus ef al, 2010) and 91% (Yawe et af. 2006)
presenicd with complications respectively. In Nigeria monalily was generally high svith
64% of PC paticnts dying within two years of diagnosis (Osegbc. 1997). Melastomes were
typically to the spinc, with aticndanl paroparcsis or paraplegio: rarc orbital nmiclastases
were rcpoﬁcd fiom Ibadan (Shitu and Ogunbiyi, 2003}. In a {ive-ycar sludy carricd v v
clinical prescnlation and outcome of management of patients with symptomatic spinal

mectastasis from PC at UCH also conf.rms that patients presenied very late and wcere

genernlly not suitable for any major treaiment (Okcke ct al.. 2006)
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The treatment of PC depends on the PC stage and the associated rssh lactors (Poena and
Brocarda 2007). Options for the carly stage of treatment snay include surgery and radiation
thcrapy. In elderly paticnts walh I'C discasc, I'SA and biopstes arc only nonitored
According o Walsh (2008). Babaian, Donnclly, Bahn, Baust and Dincen (2008) and
Sinficld, Baker, Comosso-Sticlinovic, Cohnan. Tarront et al (2009), PC discasc thnl has
spread is trcated with drugs 10 reduce testosteronc levels. Surgery is carricd out 10 remove
proslatc and somc tissucs around the organ (which is called “Radical Prostaleclomy™)

when the cancer has not spread beyond the prostate gland (Babainn ct al., 2008, \Walsh,
2008). |

Sincc most palicnts prescnl with poor prognostic fcatures including high histafogicsl
grades ond at advanccd clinical stages, treatment is mostly palliaitve with bilutcral
orchidcctomy with or without anti-androgen thcrapy as reporied in Lhe siudy by Olapade-
Olaopa. Obamuy ide and Yisa (2008), and Ajape et «l. (2010). A recent study by Ajape et

al. (2010) at Horin shows that only 38.9% of paticnts had- histo-pathological diagnosis
beforc trestment.

A review relating 1o the traditional trealmen) of PC has revecaled long-standing uscs of the
traditional medicines for 1remmem of PC in cthno-bolanic investigations carricd oul in
Cnmcroo}\ by' Roja and Rao (2000), ond Alakbarov (2001). Exitract (orm plants, such as
urtica dioica Ihyb. (Khan, Partin and Rittenhouse, 2003). sccate cercale (1.owe and
Fagelman 1999), hypoxis. roopcri (Gerber, 2002), pygcum alcicanum (\Will. [sham,
MacDonald, Rutks and. Starl; 2002), curcubila pepo (Tsci, Tong . Cheng . Lee , Yung ct
al., 2000), bixa orcllana (Zcgarra, Loza, Aguirre, Camposm ct al.. 2007), cocos nucilcr
(De Lourdes, Molina, Mas, Carbagal, Marrcro i al., 2007), prper cubeba (Yam. Schaab,
Krevter and  Drewe, 2008), scrcnoa repens (lacklind, ct al; 2009) and tellaina
occidentalis (Cjike, 2010) are known o be potcnt botanicals in the management of

prostatic discases.

It is reasonable o cxpect that many other locolly availoble plants harbour phytochemicals
that can be used 10 manage ’C discase. According 1o UCSF (University of Califoatin. San
Francis¢co) Mcdical Center 1’C Advocates (2009), Chinese herb mixturcs have had «bann,
rnadc abyul their clfecliveness in treating PC, but genemlly with np rescarch evidenece 1o

suppor those clairns, There are no allemntive ircaiments with ¢redible evidence 1o show
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that thcy can cure cancer bul most altcrnative treatments focus on relicving sircss. anxicly
and pain (Monti, 2010). Study by Monti (2010) indicates that sawpalmello and
pomcgranate juice slow raic of IP'SA and Raxsesed supplement slows raic ol cancer cell

mulliply. This authority concedes this report as only preliminary.

2,) Physical, Psychological, Social and Econemic Burdens associatcd with I'rostate
Ciumncer and 1*rostac Cancer Screening

2.3.1 Physicual consequences

The studics carricd oul among those that had cver adopt PC by Bisson, Chub. Bennett,
Mason, Jones, ¢l al., (2002), Stcel, Miller and Maylahan, ct al., (2000), 3loom. Stcwart,
Oakley- Girvans, Banks, Chang (2006), Rometo, Romcro, Breany, PPiln, Kulysz e/ of
(2008) and Fall, Fang, Muccai, Ye, Andrc_n er al., (2009) identifly pain as a physical
conscquence of PC screcening. Studies by Begg. Riedel. Bach, Katian, Warren, ot af
(2002), King (2004). ACS (2008), and Browlcy, Ankrest and Thoinpson (2009), repon
that the physical conscquences of treatment of PC are sexual and urinaty dysfunction,
cardiovascular discasc and diarrthoca (especially following radiation) swhich can also

impact sufferers® qualily of life. According to Kawachiel al. (2010). deathy dux 1 PC 1enid

to occur aficr a period of mclastatie discase.

2.3.2 Psychological consciuences

The psychological disiress coukl be greater for those reporting high perceived risks. ‘The
diagnosis of I’C can also cause unnccessary worey, and psychological consequences of 'C
screcning like fear during-ORE procedure. shock. griel. anger nind depeession ase other

consequences (Begg«tal, 2002; Siddon, 2004; ACS, 2008; and llrawfey er of . 2009).

According to Ross, Uhler nnd Williamis (2005), PC discasc can cause morbidily leading to
diminished quality of life - impotence and incontinence. Lligh risk of suicidal attcmpts
particularly first weck of lifc after diagnoscs; fecling dinly, ovcrwhehned by challenges
duc o clfects of treatmenis and potential changes to bodily function are smine of
fteduently reported psychological consequences. Men with (wnily history of PC repon
cancer worries (hat tnay increase sytnptomis: of depression and compronyisc funcliois
daily life. Though PPC worrics may have motivated men to seck infonnation regarding

their risk and screcning for PC, higher levels of anxicly were relnled 1o reduce PC
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screening and the psYchological distiess could be great for those reporting high perceived
risk (Brau, Damber. Emanuclson, ct al., 2000: Bloom 1 ai . 2006).

Researchers like Lin, Liptiz, Millcr, et af, (2008), Andriolc, Crawford. Grubb, Buys.
Chia, et al. (2009), Schroder. 1luggosson, Roobol, ¢ ¢/ (2009). and Ilowanl. Swkudd.
Mann. Patel, Cunich. ef af. (2012) indicatcd that men who have undergone C screcming
have o significantly higher likelihood of being diognoscd PC false posiive and PC that
would not have become clinically apparcnt within their tife time. This implics 1hat inorc

mcn cxpericncing the aticndant haems of diagnoses of PC results in over-diagnosis and
unnccessary treatment.

2.3.3  Social burden of PC

WHO's (2004) rcport on Global Discase Burden ranks Nigeria the 3rd highest country
with the total deaths in that ycar being 13,700 out of the top ten countries of the world
with significant PC discase burden. The reported burden of the discase for 2004 also
shows that the tetal death from all cancers in Nigeria was 78,000 and PC recorded 13,700
(£7.4%). Similarly. discasc burden cxpressed as Disability Adjusted Life Years (DAL YS)
lost 1o PC recorded for 2004 was 86,000 with the United Stoies and Indian having 240.000
and 110,000 respectively {WI10, 2004). According to Mattcrs, Lopez ond Murroy (2006)
in Sub-Sahoran Africa, Nigeria ranked {irst with Republic of Congo and Uganda,

occupying the sccond and third positions respectively.

According 10 ACS (2010) rcport, black nen have 15 in lifc tiinc probability of developing
C compared to | :7 for whites. The lifc time probability of dymg from PC in hlack mcn is
I: 23, whilc it is 1:38 for white wen, Therc is also disparity in survival with an overall of

Sycars survivalrote of 95% for black men ond 100% for whitc men.

2.3.4 Econonmics burden ol PC awd 1°C sercening

Thc cconornic burden of a discasc is defincd by Moore and Boyle. {2002) i teswns ol the
dircct and indirect costs incurred by patienls and socicty as a wholc. ‘The direct vosts
reflect the valuc of goods and scrvices for health core or resources that could hove been
used for other purposcs in the absence of illness {(Moore and Boyle 2002). These include
the costs of carc pravided by physicians and other health care profcssionals. carc provided

in hospitals and other healih care institutions. drugs, lahoratory seevices antl reseirch
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The tndirect cost was described by Mocre and Boyle. (2002) as the costs tha represent the
reduced productivity associated with lost or impaired abitily 1o work because of illness and
the loss of cconomic produclivity because of premature death. Geover, Coupal, Zowall,
Rajan, Raghu, Elhilsls, er af. (2000) estimate the cosls of treatment per paticnl as ranging
[rom 316 000 10 $23 000 depending on the age of the paticnt, the PC stage and seleeted
trcatments. According to the American Cancer Socicty (2007), overall cancer costs lo
cconoly were cstimaicd to be greater than $219 billion annually in 2007. About 41.000
Americnn men dic of I’C cach year a1 a nalional cost of at leust one billion dollars

(National Prostaic Cancer Coalition, 2007).

Mitchell (2011) also reporied that there is a significani cost burden 10 the medical system
for long tenn trcatment. in the study of Stokes, Black, Benedict, Rocheborn and Albcrsen
(201 0) cost cstimate of 2.5blllion dollars annually for men diagnosed after 2009 was
rcporiecd and these estinates only account fos treatment of the discuse for the imtial six
months aficr diagnosis. Rochtbom and Black (2011) estimated costs associaied with 1he
ircatenent of PC arc appioximatcly $34,000 in the Jast year of life. In 2006. the total
eslimated cosl for all PC carc was $9.806 billion. Nesver trealmicnts, such as sipuleucchT,

costing morc than $93.000 for a full coursc of therapy. will undoubtcdly ncrease thys
cstimates (Mulkhy 2011).

24 Knowledge Relating to Prostite Cancer nnd ’rustate Screcning Services

A study relaling 10 PC knowlcdpe among brimary physician in Duval and Alachua by
(Pendlcton, ef al ; 2008) revealed high level of knowledge among the respondents. but
their knowledge was nol associaled with attitude; this implies that knowtcdge s nnt an
unportant prediclor of their screening attitude. ‘the samc conclusion was arrived at, by
Boumnc (2010) 1n his study among rural health workers in lamaico. kuowledge hay nw
influcnce on screening behaviour of health woikers. tn a siudy on faclors afecting I'C
screening behaviour in a disceete population of doctors at the University Hospital of the

Weslt Indics, Jamaica by McNaughton, ef al, (2011) il was nolcd that the inajority of the

respondents were aware that IPC among Jamaicans account for onc of the ighes
incidences in the world and there was no direct conclution besween knowledpe and therr
professional praclice. Also physicians' knowledge of PC does ot predici their perswnal

PC screening behavior. clls ¢ ol in their study among the physicinns 1n Southem
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Califonia reported thal the higher user of routine PS/A screcning had lower Knowicdge
scoses ol natural history of PC and test characlcristics recominendation of PC sereening.

Study by Tonita (2009) among physicians in hospitals al Saskalichcwan in Canada has
confirmed that lack of adcquate know ledge of normal runge of PSA level could impair I'C
detection. Taisan, ¢t ¢! (2009) concluded in a survey carricd oul among primory care
physicians on their knowledge of. atiludes towards, and utilisation of PSA sercening lor
PC that the respondents were less knowlcdgeable about PC scrcening tests and overall PC
risk. A study conducted by Bournc (2010) among the rural malc health workers reveals
that 44.2% were headth proflessionals (including doctors, nurses and  hospital
adminislrators). Slightly above nincty-five percent (95.3%) of the respondents indicated

tha1 they had knowledge of PC screcning while 71.8% siated the correet locntion of
prostate gland in the human body

2.5  l*crccistion Relating 1o I'rostate Cancer and Prostitc Serevning Scrvices

Prostate Cancer scrcening was believed to begin al age 40 and some found the PRC
cmbanassing in the study conducted by McNaughton, ¢1 af., (2011). The study carricd awm
by Voss and Schectman {20010) among physicians in mctropolitan Washington D. C. an
PC screening practices and belicfs has revealed that the respondents belicved that 1'C
screcning reduces monality of PC il aggressive lrcalment initialed at very carly stage,
Bells ¢t al., in their study, the physicians had expressed beliel towards benefit of PC

screenmg.

2.6 Determinants und Kisk Factors Relating (v Prostate Cancer

The detcominants and risk faclors for PC 8rc yet to be adegquately investigated. \lthough
Lewey (2002) reports that the incidence of PC appears o be rising, the cousc of the
discase is not. fully undcrsiood. Known modifiablc risk factors which are strongly
associated with incrcased risk of PC include age, fumily history, lifestyle, cthnicity and
genctics (Moul, 2000; Valeri, Connllier, Moincau, Cancel-Tassin, Azz0uzi ¢1 ¢f 2002
and Mitchel, 201 ().

Although mcn of cvery reial and cthnic background are sisceptible to I°C, black men.
morc than men of any other cthnic background, expericnce the difterential burden of
carlicr age ot onset, higher incidence and monality rules. and miore advanced stages of the

discasc when diegnoscd (Jemal, Sicgal, Xu and Ward; 2010). Swudics hy Brose, Rebheea
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Calzonck cf al., (2002), Brunncr, Moore, Pallonti, ¢f af . (2003) and Edwards ¢f af, (2003)
huve reported thint the propettion of PC aulribulablc lo dominantly inherited susccpibilny
genes is cuerently estimated 1o be § - 10%.

Epidciniological evidence suggests that the incidence und death from PC are relsted 10
migration aud cnvironmicnlal factors such as dict. ultra violent rays and cadmium
(Magoha, 2007). Other people who are at risk of this PC include men who have been
cxposcd 1o agent or:inge, men who abuse alcohol and smoking, thosc that take animal fat,
tice plant workers, painters and farmees (US National Library of Medicine, 2010). Kubo.
Ozasa. Mikani, Wakai and Fujino, (2006) conducted o cohort study among ro1dling

shilling workers in Japan. They also noted that signilicant increase in PC risk cxisl among
this group of workers,

The modiftable risk foctors iinked to PC risk obscrved in devcloped counlrics weee
associated with urbanized life stylcs which includc physical inactivity nnd intake of high
{a1 dict which slimulales incicascd Icslosicrone levels. which is known lo lie associated
with PC growth (Habito and Ball, 2001; Spcntzos, Mantzoros, Regan. Morrissey. Duggan
¢t al. 2003; Parson and Kashefi, 2008; and Chukwunso, 2011). intake of poultiy mcat with

skin and cggs mny incrcasc risk of PC disensc progression (Richmaon. Staccy. Meir,

Kenficld, Stampfer, Giovannucci, ct af., 201 1).

Lifc-time risk of developing PC and dying from the PC riscs substantially nmong men
between the ages of 45 and 50 (Kwango, Perkeys and Morris, ¢ ¢:f . 20002 Motters ¢ «f .
2000). A 1wolold gicater risk.of developing PC ond dying of it cxist among the blacks
(Grecnlee, Mutry. Boldu and Wingo, cf g/, 2000), Studics conducled in Nigeria by Azuzu
and Obcke (2012) among aendemic and non-ncndemic nale stadl of the University ol
Ibaden and Ebuchi and Otuinu (201 1) among male staifs of the Vniversity of Lagos 1y
two sludics indicated that P'C occurs in men between the ages of 40 to 59, with the mean
age ot presentation being 68.4 ycars and oge range of 17-91 years. Mailees vi «f. (2006)
found out in their study that there was o 45.3% fold increase in PC reporteed between the
age geoups of 30-44 and 45-50.

Accotding to ‘Thompson, Shanafelt and Loprinzl (2003) and Thownpson, nulcr. Gootdman,
Tangen, Lucia, ¢t of. (2004), PC is the most common non-skin cnnccer in the Amcrican
rcn and it was noted to be the sccond lending causc of death with the peak incidence

being in the seventh and cighth decades of life. ‘The mcan durittion of sympimms prvg (v
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preseniation has been noted 1o be 10.3 months in Nigeria from the study conducied by
Ajape et al. (2010) among Nigeria native African urban populoce in Norin. Shittu and
Ogunbyyi (2003) from the study conducted among men with PC discase presenied a1 UCH
Ibadan have reporicd on avcrage duration of symptoms prior prescniation 1o be 6-8 manths
and patlents tend 1o die within 2-3 years cxcept for o few coscs. Haas. Dclongchamps,
Brawly, Chou and dc la Rossn (2008) on the other hand. havc noted from the review ol
rescarch Yicratures on world cpidainiology of PC that somc I’'Cs may pass theongh n

period of tatency of up 10 15-20 years, during which the discasc is hisiologically present
but bas not come to alicnlion ycl.

2.7 I’revndcnce of Prostate Cancer with Special Refercnce 1o Nigeria

PProstalc cancer is the most common malce cancer-related problem in Nigeria (Okche ot o,
2006). tn Nigeria it has been reported that PC has become the tof niale cancer ond (ourth
commoncst canccr (fcrlay, Shin, Bray, Fonnan and Mathers, ct al, 2008 and
GLOBACON, 2008). Global repori on I*C discasc has rankcd Nigeria as the fiest oul of
ninc countrics wilh the highest prevalence of PC.inthe world (WIIQ, 2004). Prostalc
Cancer is the tnost common mnle cancer constituting t1-12% of all nalc cancees in
Nigerla (Ebuchi und Otnmu, 2012) The American Cancer Socicly has reported shar il
avcrage annual PC dcath rate tor black men beseen 2002 ond 2006 was 56.3% and 23.6%
for whitc mcn; The $C-rclatcd mortalily in black is 2.4 higher than that of whitc men
(ACS, 2009; 2010).

Recently publishcd data from southwestern Nigeria revealed o hospital prevalence sate of
182.5 per 100,000 malc admissions in the hospital (Badmus e ol . 2010). Wowever. the
truc prevalenice in the Nigerian community is not known {lkucrowo ¢/ af. 2013),
ucrowo et-afl (2013) niso reporicd thit the prevatence rate of 1'C among mcn aged >0
in Lagos is 1,046 per 100,000 men, This is higher than previously reported hospital-bascd
study, Studies from diffcicnt geographical zones in Nigeria have reported increcasing
prevalence of PC as foltows: Zaria in the North-East with 9.2% (Alolayon, 2004). Beus
in the South-South with 7,13% {Okobia and Aligbe. 2005). Ighos in South¥ast Nigcna
26.2% (lyorc, 2008), Kono in the North-\West with 16,5% (Mohammed. 2008).  und
Lagos in the South-West with 9.92% (ch)l-:\gba. 2012). Study by AKinreni et al (201.4)

report the highest morlalily of PC in recent preliminary data from a five-year cohont which
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revealed that 22.7% cases of PC who presented al thie Federnd Medical Centre Abeokula
with advanced discase were all dead within two years.

Report by Chu, Ritchy, Dewesa, Quraishi, Zhang es af (20011) through the record of
Intemational Agency for Research on Concer (JARC) and National Cancer nsttiule
Surveillance Epidemiology and End Results Programme (NCISEERP), an review ol
cancer incidence rates in Alrica from 1973-2007 noted that the PC incidence rates were
highest in the East Africa (10.7- 38.1 per 100,000 man years, age adjusicd world sianda:d)
and fowest in the West Africa (7-19.8 per 100,000 man years, age adjusicd world
sandard). Thesc authoritics repoited further that these patterns of occurrence are likely
duc ta differences beiween African and American mcn 1n medical core deeess. sCICesing.
regisiry quality, genelic diversity and westemization. Chie oot of (2011} also retsart thin

incidence rate in Africa will likely continue 1o rise with improving cconomics ond

increasing adoption of westem culture,

2.3  Uilisatlon of Prostate Cuncer Screcning Services

Cancer screening allows for carly detection of cancer and it-facilitalcs reducuions in cnncer
mostality (Pignone. Rich. Tcutsch, Berg and Lohr; 2002). The most common screening
lests for men over the age of 40 arc for detecling PC, and cvidence suggesis tha

screening carly for detection of PC  is cffective (Paquctie, Sun, Paquette. Connclly.
Mecleod ¢f al 2002: ACS, 2006).

Prosiate cancer screening s described hy Atulomah e2 o (2000) usy Lhe phy<cal
cxamination which involves palpaling the prostaic by DRI, by mcasunng the levels ol
PSA in the blood or by a-biopsy' (where a samplc of prostate lissue is taken for hisiolog)
cxamination). A PSA level of 4ng/m1l and above Is indicative of a prostaic probilem, cither
an enlaigement of a frank case of PC cancer. Onc of the benclits of PC screening is the

achicvement of improved qualily of life by reduction of associated cotisequences

Atulontah ef @/ (2010) have cxplained thas the best period o begin I"C screening should
be between the ages of 30 and 40, Emly detection and Ircatment sirategica have led 1o 8
live-ycar survival rute near 10% (Mitchel, 2011). Prevlously men with PC! peesented low
treatment ul advanced siages ml whikh point diseasc-specilic monality was high belore the
introduction of PC screxming (Messing ¢f o/, 1993). Bul now musl men geosent with

localized discase (or which many therapeulic options arc mvailahle. In cestain POPULZIWY
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with regutar adoption of PC screening scrvices. #C moy not affect Ienglh or qualiny of lile
s managed at carly stage (Kiotz. 2006).

Several medical organizations have developed cancer sensening pudelines. lable 2.9
provides a summary of cancer screening recoinmendations by some American medrcal
organizations (Zoorob, Anderson. Cefdlu and Sidani, 2001; ACS. 2006; Amecrican
Medical Association, 2006 and United States Preventive Services Task Foree, 201 2).

Table 2.1:  Summany of U.S, Nutionul Recommenidations on Screening lor Prostate
Cancer

Associntion Recommendation

Amcrican Cancer Society. Begin sceeening al age 50 olTering annua! DRE and
PSA screening to men who have at lcast al0-year life
cxpecltancy and to younger men with o family histan
of cancee

American Medical Association.  Begin screening at age 58 oltering annual DRI aud
PSA screening 10 men aénd start at oge 40 years for
those with an affected lirst degice relative

United State Preventive Services lnsullicient evidence to recommend [or or against

Task Force. PSA 1esting for the general population.

(Adapeed from AMona. Zhy, Paimer and W, 2007) |
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Prostate concer can develop into a fatal, painful discasc. but it can also develop <o slowly
that it will ncver cause problems during lhc'man‘s lifclime and 11 is difficult for a physician
to detennine how the concer will proceed based on the two major types of screcning csts
currently available (Odcdina, Ogunbiyi and Ukoli 2006). Prostale cancer screcning s
controversial (Dctongchamps ¢r al.. 2007). A major considcration lor any screennc
protocol is to balance the possibility of needless treament with that of saving lives. A
2010 analysis concluded that routine screcning with either a8 DRI or PSA s nol suppurted

by cvidence as there is no mortalily bencfit lrom screening (Odedine, Yu, AKinremi,
Recalms, #'reedman, ef af . 2009),

The United States Preventive Services Task Foree (USPSTF) has made a final
reccommcndation against PSA-bascd screening in healthy men arguing that the poicntial
risks oullvcigll the potential bencfits (USPSTF, 2012). This cecommendation ugoins
routine screening for PC is based on a revicw of new' evidence on the benelits and hanins
of PSA-bnscd screening for 1'C (Chou, Croswel, Dana, Bougatsos. [3lazina ef ot 201},
Moyer, 2012 and USPPSTIF 2042). Funhennore scyveral European randomized studics on
screcening and PC montalily have concluded that, . "prostnic-specilic anlipcn-hased
screening” results in small or no reduction in PCespecilic mortality and 1s assoctated with
harms sclated to subscilucne evaiuution and ireatments, sumc of which miy be gnnccessary
(Andriole, et al. 2009, Schroder, et al,i 2009 and Schrddcr, Hugosson, Roubol, Tanminela,
Cialto ct al. 2012).

Nowever, according to Moyer: (2012) the USPSTF recommendation against PSA.bascd
screening for PC applies to men in the general U.S. population. icgurdless of uge. An

analysis that was carricd out by Schedder ¢f @/ (2009. 2012) which conlinned the presious
belicls that I'SA-based screening significantly reduce mortality from PC but do not affeet

all.causc mortality.

The reactions 1o the review and the recomimncndation on PC screening as reicascd by
UST'STF arc mixed and have rotsed more controversics. According to Bankhead (701 1)
the recommendation of USPSTI® against PSA screening has not been approved by US
Government. This posstion implies that it is not ye¢l an official policy of the US
Govcmment, The recommendation has nlso drawn oficial rcaction from the mcdical

orgonizations such as the American Urological Association {AUA) as well as from
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individual physicians. ‘There is the concem that the recommendation could do more hann
thon good 10 many wmen at risk of PC. Bankhcad (204 1) has callcd attention to the 1act that
USIPS'TIF s a group of primary care physicians like pediotricians and ohsictrician/
gynccologists. who had ncver treatcd PC poticnts and so has simply misinicrpieted
screening of I'C with reference 10 usc of PSA as a sercening technique, Fhe tnal repont of
the USPSTF ugainst PSA scrcening issucd in May 2012 wams catcgorically that the
slatcnicnis or recommnendation should not de interpreted as 1o represent official USPS11*

rccommcendalions for practice. It was staled thot the recommendalion statements arc

provided by the USPSTF for informational purposes only (LISIPST(-. 2012)

Prostalc cancer is the 1nost common malc cancer constituting | 1-12% of nll miatc cancers
(Ebuchi and Ounnw, 20011; Ejike, 2010) in Nigerin There is as ol now no national I’'C

cancer screcning programme in Nigeria. Furthermore uboul two thirds of PC paticnls in

Nigcria prescnied with melastolic disease (Badmus ct ol 2010)

Bascd on, preceding argument for and against the PSA screening test. it can be siated that
asymptomalic men can then inake on informed degision about whether they wish 10 husve a
PSA 1cst or not, after discussion of pros and cons of the PC screening tcst with thear
primary carc physicians. ’rimary carc physicians and urologists are siill involved in
toutine scicening in Nigeria; in lact it'is the nonn atl the Nuclcar Medicine Ocpariment ol
UCH Ibadon. Once there is no officinl policy on PC scecening in Nigeria. 1t may be

premuturc 10 discoitinuc the cuerent praclice and related studics

Screening practices  have had a substontial influcnce on PC incidence (Ukoli. Osimc,
Akcieyeni, Okunzuwa, Kitles ¢f al, 2003). The distribution of PSA in Nigeriun
population has been found 10 be similar lo that of unscreencd US populations svith greater
than 4ng/l readings in 15.7% of incn above 50 ycars. Ukoli ef al (2003) and Igwec.
haraocha, Ogunhewe, Nwobu, Duru e af. (2004) found that this appuarent shcicase i
incidence may rellcct improved detection mics, while Farkas, Schaeider and Perrolli

(1998) in-particular related the incrense incidence of PC 10 the use of PSA Scrcening test
Report of study on teconciling primary care specialist perspeclives an I’C screcning lests
carricd out by lloffman or al. (2012) suggests thet primary carc socicty and health core

systcins should bc encouraged 10 cvalualc the evidenves and deeide v [easitwlit, ol
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implemcntalion of recommendations of AUA and Natonal Camprehenane Chnger
Network 10 scecening nmicn al risk of 1°C ol nge 40.; however anather study carried ow by
[{of¥man, Papenfuss, Buller and Moon (1996) on ottitude and practice of primary cuv
physician for PC screening found that primary case physicions belicved thot screcning of

PSA with PSA should not be Icft alone for urologist.

The currently most commonly used mclhods, the DRE and PSA tesl, both have
limiations, and ot preseat there is imited cvidence that these screening mcthods 1cducy
morbidity and mortality (Brott, Kristoftcrsson ond Lundgren. 1997; Turin, fRedaclii.
Gromegna and Radice, 2003; Jacobsen, Lomonde, Honour, Kash, fiudson er o/ 200.L;
Papatsoris and Anagnostopoulos, 2008). The study of PC screening practices carried out
by Aragones e¢ af.; (2009) omong the physicions serving Chinese immigrants in Ncw
York City documented that PSA and DRE ere recormmendcd to their male patient of 50
ycars wid above il mejority of them recommendcd PO screening ta. paticnts with famils

history' of PC from 45-50 ycars.

The rcpost of Chon, Vernon, fhyncs, O'Donctl and ‘Ahn (2003) in their own study
conducted on physlcions’ perspective on the importance of facls men ought to kuow aboul
PSA testing, hovc stated that urologist” were significontly morc likely o udop! PC
screcning with PSA  than cither imcmist or family physician. 1o love panicipaled in o
mass scrécning progmnunc for PC and tosuppon PC scicening of with PSA in men aged

50 and abovc,

A longitudinal study by Voss and Scheciman (2001) on PC scrcening practices and ielicls
among prinary care physician reported high ond increasing rales of PSA testing. Rescorch
carficd out at University of llorin in Nigeria by Ajope. ¢f af (201 1) aniong urologists on
client demand for I'C screcnmg offirmed (hot the number of men reguesting lae 1°C i
respondentis still low. A study by McNoughton, ¢/ o/, (2011} omong n discrelc
population of doctors in Jamaica reported that 59% of respondents hod been screcncd; the
rcspordents agreed that both I’SA and DRE should Iye uscd for I'C screcning and they olso

cncouraged their paticnt to undergo PC screcning scevices.

A revicw of PC research in Nigeria by Akinremi et ol , {2011) reveals 1hal reatine 1%
screcning is not pracliscd ond most PSA tcsting and DRE cmanate from surgicol clinics

Furthennorc Bcaulac, Fry and Onyskoma (2005) deserilic smokers os less likely to obtun
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PSA screening. A siudy by Boume cf af. (2010) among 170 rural male health workers
notes 1hat 44% of respondents swere health professionals (doclors. nurses. pharmacists and
physiotherapists). Howcver, only 27.1%% of the total sample adopled PC screening test
Repont frosn the study that assesscd PC screening amony health workers at a teriiary - care
hospital in Sao PPaulo, Brozil cacricd out by Goncalves-Silva e al. {2000 revicated shay

(6% motc sioft had undergone PSA testing and 32.4% had submiticd to o DRI:.

4 Buarricrs and Bencfits to the Utilisation of Prostate Cancer Screening Services

Litlle rescarch hns been carricd out among mole heahh workers on the barricts and
benefits which influence PC screening scrvices. The (actors which influence the uploke ol
PC sceecning scrvices will be reviewed under two headings: barriess 10, the wtilisation of

I'C screcning scrvices and benefits of the utilisation of PC screcning

2.9.1: UBarricrs 1o the utllisotion of 'C screening services

Ccertnin chsacleristics or {actors that ploy significont.rolcs in odoption of PC screcoing
nepgalively wete revealed in o swwdy by Baume (2010) which examincd pattcrn of
utilisation of ’C screcning ainong male health workers 1n Jamoica. I-or instnncc religion vr
spirituality blays a criticul role in rural males® tow odoplion of I’C screcning especially the
tcchnique ossocioled with cxammation of prostaic gland in its onatomical posttion,
interfere with cullurml practices ond ideology. The insention of the finger into the reclum is
also a fundamcnua! (actor which deters tnony moles from seeking to carry ot DRE, and
whis aids in the cxplanatiun ol moles' unwillingness 10 have someone. in particulor onother

male, cxomine or insert o finger in their onus which could be discomforting (Bourne.
2010).

I’rostale concer cxonsination represenis o theeal to men's sexuality which also <contribules
1o o reluctanee 1o undergo PC screcnmg lest or ulilize health core (Alfen. Gitson- Glover
and Gilligan2007), Boumc, (2010) noted in his study 1hat men have the idea 1hat they arc
goitig 1o losc their inanhood if they' take any kind of Lecotment relating 1o PC, For somec
rncn, this is o mojor conceen. Fear of the result, cost umd discomlont froun DRI are sl

form of Larriers that were documented form the study ol Boumnc (2010)
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2.9.2  Renefits uf Utitlsation of I'C Screening Services

The repoct of Boume, (2009) concluded that awarencss and knowledge of PC and I’C
screening, age, perceived PC risk. as well as having <ons. marital status and posiive
[mnily history significantly influence uptake of PSA as 1°C screening. According 1o ‘I nisan
et, ol.” (2010) age. cthnicity and family history of PC was a pood motivator for uttisalion
of PC scrvices. ‘I'he study further revealcd that patients' request for PC screening test.
history of urinary symptoins and co-morbid conditions were the foctors that cominonly
influenccd providers 10 offer PC screcning test. A study by Toniwa (2009) noted thol

physical examination and medical check up also hove positive significant cffect on 1
scrceming,

2.10  Pubrlic leakth Apprruuch

Public approach draws upon knowledge frem many disciplines including mcdicincs,
sociolog);'. cpidemiology. psychology, cducation and cconomics (\WHO, 2010). l-rom
public health perspective, prevention stialcgies can be classifivd into theee 1y pes apmly

pritnary, sccontfary and testiary prevention ([Dahiberg-ond Keug. 2002: Smithy nnd Stk
2004; WO, 2010). Acconling to ACS (2013) PC s o6 common cancer in men thal, once
it progresses (o tlic lsicr siages, has scrious-morbidity and mortality conse«uences as well
as burdcnsornc linancial issucs for poticnis, the hecahhcare system. and socicly. As a resuh,
scveral Straicgies have been developed to reduce the enorbidity, morlality. and custs
associated with PC, including the idenitificotion of paticnis al rick, chemoueycnlion
regimens that preveint _the development of the disease in those at risk. and the cacly

diagnosis of paticats with contimned discase (Zimmerman and Mchr, 201 3)

A number of interventions arc availabic for PC diagnosis for primary and sccondary
ptevenlion strategics (Atulomah ef af, 2010). Primary prevention sefers 1o preventing the
dcvelopment of cancer. usually in men who have an uvemge or high risk for ils
occutrcnce. This includes inen with a family history of PC. Primary prevenlion tnyolvcs
PC screcning ot the psymptomnalic stage of deselopment of the discase and hieavle
adjustmenis thal may be in form of dictary regimen (Alulomah ¢f «f . 2010). Akiurcint
(2011) has notcd thar lifestyte and behavioral moxdiliculions ire known 1o be importam in

cancer hrevention, A ingjor concem relating to PC is the reanarkablc lack of awnreness of
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the condition in Nigerian cspecially among Nigeria urban populice (Ajape. 1Sahatunde
Abiola et al.,2010).

According to Ktamier, klagerty and Justman, (2008); Abbey and Al (2011); Dawvis {2012)
and Millar (2011) sccondary prevention is aimed at individuals with known precancerous
lesions. §n this case, checinoprevention is used to deter the progression of these lesions to
the canccrous stale, Sccondary prevention entails trcauncnt of PC which inciudes surgery,

radiation and chcinotherapy 10 pscvent further complication (\Walsch. 2008).

Tertiary prevention on the other hand relates o prevention activitics that are geared
towards palliative treatment to alleviate suffering from the diseasc (Sinlicld, ¢f af.. 2009).
Tentiary prevention focuscs on halting discasc progression and rccurrence in paticnts with
PC (Silbcrstcin & Parsons, 2010). Kramer ¢t al, (2009), Abbey and Al (2011), 1Javis
(2012) and Millar (2011) also described tertiary prevention as the presention  wscd i
patients with diagnosed PC to prevent new cancers or inctastasis,

Curtently no proven preventive measurcs have been identificd with reference 1o I°C
(Lcwey, 2002). Therc is not yct any national cancer.screening programnic, and yct annual

PSA checks are not pracliscd routincly in Nigeria (Ekc and Sapira, 2002).

2.1l Summary of Lilcraturc Revicw
Prostate cancer screcning is an atlempt to determine undcelceted cancer of the prostate. Fhe
two common PC screening lests are DRE and PSA. Prostate Cancer scrcening wtilisation is

described as a paiticipant ‘having a prostatc specilic antigen (PSA) mcasurement or test
and/or a digital rectal eaam (DRE) at Icast once inthe past two ycars

Therce is dearth of information from litcrature relating 10 PC sereening among male health
workers in Nigeria. Few available data on PC screening services are derived from gencml
scproductive health, health records, and PC and IPC scrcening studics. Many of the studics
arc not gencralized due to linitation in scope, rclinnce on qualitative date and inability- to

fully capturc prevalence of PC screening adoption among different catcgory of male staff
working in tertiary health institution,

in Nigeria PC is thc most common inale cancer, constituling | t-12% of ull rnale cancers

When consider increase in the incidencc of PC with age, latc picsentatian Lo the huspital

und thar lifc expectancy among most populations is increasing. PC presents a major
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challenge to health care scrvices. Certain behavioural factors such as perceived
susceptibility, perceived scverity, perceived barricr. perceived benelits. Jikelihood of

taking action and cuc to action contribute much to adoption of PC screcning among tnale
hospital stalf,

Expericnces from adopicrs of PC have been linked with the nutncrous physical and
psychologicai conscquences of PC scrcening like pain and fear during DRE procedurc,
shock, pricl, angcr, depression, immcdiate risk of cardiovascular evcnt and  high risk of
suvicidal atlempt particularly first week of lifc aficr diagnoscs. lccling dirty, and being
ovcrwheimed by challenges duc to cflects of treatments.

Somc of the perspectives on PC prevention include individual approach. conutinmiy

approach, population approach and public hecalth approach. Public health apprraches

which include primary, sccondary and te:tiaty prevention present an oppaitunity (or

integratcd and intcr-sectorial prevention controlof PC,

2.12 Conccptual Framework

A Conceptual framework is the prescntation_of the causal linkape of a pmblem amomnge
concepts belicved 10 be related to a specific problem. FHcalih study-redated (rameworks pic
developed to guidc studics relating o health problem investigation. One of such well-
acknowledgcd models is 11calth Belief Modcl {McMillan and Schumacher, 2000: Anfara
and Meiz, 2006). It is developed with the aim of providing a guide 0 Health Education
reseasth and practice (Anfara and Mcnz, 2006). [tis nol incant to incorporate all factors of
intcrest but rather to show only a small pan of cansal wcb sclected lo caplain the

relationships ainong somc given variables of interest o study valued for predictability.,

intcgration of information or analogy as the case may be (Leedy and Ormrad: 204S-
Creswell,. 2007; Johnson and Christensen, 2007 ). For this rescarch. the conccptual
models that would be adopted are Health Beliel Model {(E13M) and Trans-theorctical
Model. The overview of JiBM is presented first, foflowed by the Trans-theoretical Modcl

2.12.1 llealth Belicf Model (1{BM)

l1calth Beliel Model is by far most commonly used theoty in health cducation and health
promotion (Glanz, Barbara and Viswanath, 2008: Capenter, 2010). [t was developed as a

means (o explain and predict preventive health behaviours.
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The concepts of the HBM as related to PC s:Crccning include (a) perceived susceptidility to
PC; (b) perceived severity of having I’C; (c) perceived bencfits of being screened for PC.
(d) perccived barriers 10 being screened for PC; (e) cues 10 acuon 10 scek screcnmg fur

PC; and () sclf-cflicacy, or the confidence in one’s ability 1o take action (Glanz o uf .
2008. Glanz and Donald, 2010).

According 10 this modcl, the likelihood that an individual will 1ake action to prevent
illness depends on the petson’s following pcreccptions: that they are personally vulncruble
to the disecase. thal the consequences of the discasc would be scripus. that e
ptecautionary behaviour will effectively reduce and pscvenl the scverity of the discuse.
and that the benetits of reducing the severity of the condition will outweigh the costs of
taking ac;ion (Hollister and Anema, 2004; Gulicrrez and Long, 2011).

Modifying [lactors incorporaled in the modcl include dcmogiaphic vartables and
knowledge. Once an individual pcrceives a threal to his licalth and is cued sy action aad
the perecivied benclits outweigh the perecived barriers. the individual is {ikely 1o cngage in

the preventive health action (Hollister and Ancma, 2004; Solhi. Shojai, Seraj and Faghih.
2010).

The HBM was sclected for this study because ils tencts suggest that prescntive health
behaviour i1s a funclion of perccived severity of illncss. perccived susceptibility o thay

illness, perceived benefits for 1aking an oction to prevent thas illness and perccived harriers

to engaging in that action (Guticrre2 and Long, 2011).

The tencts of HBM show that the behaviour exhibited s determined by whether the
individual believes that hefshe is susceptiblc to PC discasc, regards this problem as
serious, 8nd is convinced that there is benelit in undcrtaking trcatment or prevention
activitics such as PC screening. In exploring the cxtent 1o which pereeption may inllucnce

screening behaviour, the application of the lHealth Belick Model framcework in this studs s
shown in Figure 2.1.
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Modifying factors
Age

Religion

Level of cducation

Perceiverd benefits

¢ That uptake ol prostate cancer scrcening
action would be beneficial by reducing the
susceptibility to that disease

»| Pcrccived buarricrs

QOccupalion
Ethnicisy
Level of income

T

Thi the optake o [ prostatc cancer could
lcad to physical and psychological problcms

For an individual to act to
avoid PC he would nced to
believe

Peccelved susceplibllity

That he is pcrsonally

susceptible 10 prostale cancer
disease.

Perceived seriousncss

The occurrence of the
psostate cancer would have at
lcasy had moderate severity
on somc compoacnt of his
life..

Perceived threat Y

High: presence of Likclihood of

symptoms of ufinary inking action:

disconifon, rcadiness {0

Low:.in absence of undcstake prostate

symploms and low screening

perception of

susceptibilily

Cues 10 aclion

Feeling of panicipating in uplake ol prostate cancer
screening would be necessary o initiate the
process. | hese cues may be intemal such as the
perceptions of onc’s body. or extesnal such as
interpersona! interactions, in{lucnce of mass
mcdia and significant others,

Figurc 2.1: llcalth Bellef Meodel applicd to the PC
Souite: Abraham ond Sheeran (2005)
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2.12.2 Trans-thcoretical Modck (Stages of Chianpge Model)
Developed by Prochaska and DiClemente (1983), thc modet’s basic premisc is that
bchaviour change is a process. not an cvent. As a person attempts (o change bchavious. he
or she moves through five stages. The stages of Change Modcl have been applicd to a

varicty of individual behaviour, as well as lo organizational change (Cleinow, 2004 Glany
Barbara and Viswanath2008; Rossi, 2004).

The Modecl is circular; pcople do not necessasily systcmatically progress (rom one stage (0
the next ultimaicly “graduating™ from the behaviour change process. Instead, they may
change the process at any stage, rclapse o an earlier stage, and begin the process again
(Glanz et al,, 2008). Thcy may circic through this process repeatedly, and the proccss can
be runcated 10 any point (Glanz es al., 2008). The stages in this Modcl are as {ollow
Rec-contcmplation Stage: - At this stage, there is no intention or priorknowledge about
thc new behaviour or innovation (Clemow, 200 4; Glanz et af.. 2008; Rossi. 200-4). In this
case, the health workers have not heand about PC sciccning or the nced lo undergo PC
screening services is not the behaviour of intercst. They may not perccive the benefit of
PC screening. Infonnation through campaigns. lectures. workshops. ncwsleticrs hand Hilis,
and postcrs can raisc their critical consciousness relaling o PC screening,

Conicinplation Stnge: - This is a stage in which behaviour is not currently carricd out
such as adoption of FC screening, but itis being contemplaled (Glanz, er al., 2008). 1 fcalth
workers for instance, intend-to utilize PC screening services, Al this stage, thcy may sech
more infonnation [rom collcagucs or other sources. Traincd health workers and health
promolers in PC screening services can also provide more perssuasive infonnatton thraugh
urpining and workshops

Preparation Siage: - Here, the individual has adequate infonnation and he is inclined
more lowaids adopling the behaviour such as ulilisotion of PC screcning scevives

(Clemow, 2004).

Action Stage: - At this stage. the health worker is now praciically involved in the practice
of routine PC screcning servicces.

Maialcnance Stage: - At this stage, the action or behaviour is suMaincd or mainbiiped
(i.e. routine PC screening services) (Clemow, 2004; Glanz ef af . 2008; Rossi. 2004} Ihe

hcalth wotker may attend more updatc lectures on I'C screcning scrvices and read more
liteeatures on the cllects of the discase.
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Relapse Stage: - This is the stnge at which a hcalth worker falls back to the tornmer
negative atlitude or behaviour {i.c. non utilisation of PC screening services). This might be
duc 10 lack of provision of positive solution to the rcporied difficully in accessing the
facilities for the service, poor attitude of other colleagues tovard PC screening serviees

because they do not perceive PC as a serious problem, or laxity on the part of the PC

screcning service provider unit,

This model was used to assess the fevel of knowledge, perception. risk factors and paitern
of utiisation of PC screcning services ol the male stafls of UCIHL. |he modck also helped
the rescarcher to assess whcther the health workers werc health cducated or hecalth
informed about PC screcning seevices. With the Trans-theorctical Model. it ts easy 10
classify the hcalth workers into various catcgorics in terms of the stage they are with
respect to the adoption of the principles ol PC screening services.

The tenets of this modcl were used to guide the (raming of some of the items contained n

the questionnaire uscd for the study.
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CHAPTER THIRE)

3.0 METHONOLOGY

3.1 Stuily Design :ind Scepe

The study was a descriptive cross-sccitonal survey. It was limited 1n scopc 10 the
knowledge, perception, risk factors and utilisation of PC screening scevices among niale

sta[T of University College Elospital lbadan (UCH) rclating 1o PC scrcenitig scrvices
during the period of study (Junc to July, 2013).

312 Suwudy Sctting
The study was catried out at the University College Hospital (UCHI), Ibadan. 1hc hospital

was csiablished by an act of parliament in November, 1952 in responsc to the nced for the

waining of mcdical personnel and other categorics of hcalthcare professionals for the

counlty and the West African sub-region (\www.uch.coin).

The eswablishment of the Hospital was sequel 10 the visitation panel led by Dr T. F. Hunt
of the University of London in 1951 10/assess the clinical facilitics for the clinical postings
of medical students registered for.the M.B.B-S. degree of the Universily of |.onden based
at UCII tbadan. The University College Hospital. Ibadan was theeeforc an affiliate «f the
Univeisity of London. Students were prepared in lbadan at the University College
Hospital, Ibadan for thc University of London MBBS degree (swww.uch.com)

The physical development of the Hospital commenced in 1953 in it present <itc and was
fortnally commissioned on 20th November, 1957. The llospital. svhich was initinlh
commissioncd with 500 bed spaces, now has 850 bed spaces and 163 cxamination

couches. The current bed occupancy ranges from 55-60% (wiww.uch.com).

In addition 10 undcrgraduate medical programmes (bascd in the Collcge of Medicine of the
University of Ibadan), the UCH also provides resldency trnining programme in various
specialtics and runs several other prolessional progratnmes for varinus cadics of health
staff (www.uch cosn). Reconls oblained from the lHluman Resources Departinent smil cach

unit /Department (2012) of 1he Hospital showed that a towal number of 1.029 malc stalf
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members were employed by the management of UCH. This consists of 237 clinical stafT
mcmbers, 240 paramedical stafV members. 267 adminiskiative sl members. 189 malv

stafT mcmbcers in the Maintenance Depastment and 96 male stafl members in the Records
and Inforination Managcinent Department.

3.3 Study and Target Population
The study population for this rcscarch was classilicd into male stafT in Clinical,

Paramcdical, Administrative and Maintcnance. Record and [nfoimation Management

Dcpartnents at Univasity College Hospital (Sec Tabie 3.1). They were on pensionabic
appointment with management of UCH.

3.4  Sample Sizc Dctcrmination

The minimal sample size fos the study was estimated by using the foliowing leslic Kish
[ormula (Araoye, 2004);

‘)
N= Z’py

g 5
Where

Z2. Siandosd Normal Deviate set at 1.96

P = Proportion of men that had undergonc PC scieening among maic stalf of the
University of Lagos, Lagos, Nigeria = 28..1% (Ebuchic and Otuinu, 2011).
q<=lp

IBADAN UNIVER

d = Level of precision dimit set at 0.04 (96% confidence interval)

For the purpose of this rescarch, precision limit was increased for accuracy of the reanlt: o
value was considered at the 96% confidence interval.

The precision limit (d) was (100.96) % =4%

So, d= 4% = 0.04

Thus:

N= L96°X0.284X0.716
0.04*

= 488

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

33



A possible 10% nonresponse, atirition or incomplelc response rat¢ was calculated as

follows and added to the calculated semple size: [0 X 488

48.8
100

Hence, the somple size was 488 + 48.8= 536.8; this was subseguently rounded up 10 600.

The total sample size of 600 was shared proportionately among the classificd professional

groups o f respondents in cach unit.

The propostion of cach professionsl group of tespondents was calculated using the

following lonsnula;

Sample size of the professional group =

\ ted sampl

Total sample size

of the S

Table 3.1: Prohortion of Classilicd ’rofessions

|

Clinical stafT Taramedical Adminisirative Maintcnance
Ne= 237 Staff Staff Officers
N= 240 || N =267 N=189
237x 600 =/38"* 240 x 600=140* | 267 x 600 = 156* | i39 x 600 = //0
1029 1029 1029 1029

“*Proportions scheduled for study m cach of the professtonal groups

Hecord anl

Informintion

Manapgement

Staff N= 96

20 600
56"

1 {(}24)

X

Male s1aff membeis of the UCH who agrect 1o participatc in the study constituted the

study sampling. Persons excluded from the study were casual and controct male stalf

members. Male staff members on sabbatical lcave, or Icave ol abscnce and male salf

employed by contaclors (such as security and cleaner) and College of Mcdicine Liniscrsily

ol 1badan male stall ol the University of 1badan
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3.5

Sampling Tcchnicque and I'roccdiere

A three-stage sampling technique was ecmploycd to sclect the participants frony the sty

population.

[n this sanpling icchnigue, the study population was stratificd into 43

Dcpartments (sec Appendix |V for detaifs). The second stuge involved the stratification of

the rcspondents in cach calcgory of Decpartincnl into units. For instoncc. nursing

Dcpartiment was stratified 1nto the following units: theatre, ncuroscicnce cle. (scc

Appendix V for details). The third slage of siratilication cniniled classification of sludy

population in thc unit according to thcir profcssions and proporiionatc sampline incthucd

(sce Appendix V for details). The classitication of study participants according 1o therr
profcssional groupings is prescnicd in Table 3.2.

Table 3.2: Clanssification of Stedy Population According to Their I’rofessions
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SAN | Chaical staff ’arnmcdicnl Administrntive | Maintenance | Reenril and
237" stoff =240" sialf =267* vflicers = informntinn
189* nancigEement
| staff =96
1 [ Anacsthesia 19 Nursing 21 Nursing | .hI_{_udiql%)__ 24 __Slull_sncml_l I'_
2 |Chemical Physiothcrapy | Phamsacy E-ngincering Nuclear
Paihology 6 17 2 4 Mcdicine |
b} Child Ol lieatih | Pharmocy Rodiology Nuclear Schoolof
3 28 3 | Medicine S informittion
_ ] Managemenm |
q | Clinical Virology | Chemical HHospitat Ficalth Recunds
Pharmacology 2|2 Pnihology 1B | Scrvice 19| 73 |
p Community Microbiology | Accidentand | Tolal Quality | Infoermation
Medicine 11115 cmergency 2 Management Management
| b
3 General Out Dietetlcs Staff Mcdical | Procurcment | Information
Patical 8 3 Service 7 | Unit V0 | Technology
13
7 | Mcdical r Medical Social | Fainily 13io medics I'cly
Microbiology 5 | Workers 3 | Mcdieine 2 26 Medicane 7
% HacrmatoloLy 4 | Radiology 17 | Pocdinirics 2 | Total l’n_cilily
Managemcnt
32
9 Medicine Parhology Mcdicine Bulk Stores
22 35 2 1?
10 Nuclear Mcdicine | Rodiotherapy | Anacsiicsin | | Instnuinents
3 3 A7

Pre——— Y — -l —



SN 1 Clinical stall Paracdical | Administrative | Malulcaance '-JI.WU"' "-'."T
237+ stuff =240* stalf =267* officers = imfecmation
189 nianagement
‘ stafl =Y6*
11 Obsictrics & Medicinc Dentistry 6 Radiotherapy
Gynaccology 25 |4 I
12 | Ophthalmology Chemico) Ophthalmology |
i Pathology 8 |6
13 Otorhinolaryngolo | Accidentand | Nuclear
By 7 coincrgency 4 | Medicine |
14 HOmI Pathology 3 | Hoematology [ Obstetrics and
17 Gynaccology 3 R S
15 | Oral Maxillofacial | Occupational | Psychiatry
5 Therapy 2 2
16 | Onthopacdic & Schoo of Audit N/
| Trauma 7 Environmental | 17
L I .
17 Pacdiatrics §8 Public Health | Account '
Tutor | | 48
18 Pathology 9 Pacdiatrics & Hospilal Sericc 31 N |
19 Preventive Denilsiey Nurse Tutoey™ 2 | Total Quatity Al-: o
1 Managenient  J ! (7t
20 Paychistcy 10 School of Nuising | Procurement Unit i =
& 2 ==
21 Kadiotogy 1) Pre-Opermive Bioomedics 2 ‘|,"':_ )
Nursing 2 L ' =
22 | Radiothcre]yy Nuctcar Medicine | Hluman Resources \ :
Denlisiry Resdomiive 0 AT =
4 ! ‘\fz‘ijﬁ
213 Surger 33 Occupstlonal @cncenl Admin =
Nuw3sing 4 a1 _
24 Pallimive 3 School of Meilcal | Legal Unit
Labarucary 2 2 :
25 Community
Ltaison Oflice IO
26 Rudiotherupy &
27 Mcdical side 1S S T
28 1 Surgical 6 1& ST

*Totel study population
Source: |Humsn Resources Department UCH (2012), Records kept by all Departiments

(2012).




The following formula was uscd to sclect cligible iespondents from the Clinical stafT.

0. 0T male clinica! stalTl N Totalsample size
Total No. of malc staff of UCII

237 x 600 =138

1029

From the above formula, 138 respondents constituted the total sainple size calculoted for
male clinical sta(¥.

A similar proportionste sampling method was also ndopicd to sclect eligible male clinical
stall members from each Dcpartment. For tnstance. the [ollowing formula was used (o

sclect cligible malc clinical stall from a Department:

Total No. of malc clinical Staffin s Department X Total sample size calculated for

Total No. of m:le clinical Staff Clinical s1aff

Cxample: Clinicol stalfl in the Depnrtment of Ancsthesia
Anacsthesio Depariment consisted of 19 mole clinical stall members.
Therefore, 19 ~x 138= 21

237
From the sbove fornula, 11 malc clinical stall respondents were sclected (rom thc
Dcpariment of Anesthesio (Sce Table Appendix V for dctails of sclection of cligible
respondents [rom the other Deparntments).
Finally proportianalc sampling method was used 1a select cligible respoadents Insm cach
scclion/unit within the Department. The following fonnula was uscd to sclect eligible malc

administrative sjall members [rom the unit within a Department

Toltal No. ul inalc administrative stalf Calculated sample size lor male
in a unil within the Department Adhninistrudive stalf
hY

Tolul No. of mplc administrative stafl
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Revenue Collection Unit wnder Account Departinent

Revenue collection scction consisted of four male administrative stofl inembers winle
Account Dcpariment consisted of 48 male administrative staff members but tota! sumplc
sclected from this Depanment was 238.
Therclorc number of sclected respondcnts.

4x28= 23

48

From thc above formula 1wo respondents were selected from revenue section of Agcounl
Depanment classificd under paramedical staff. The UlZ UCHI Ethics Conninittec upproval

contains details of cligiblc incn selected from other units.

Thercafter simple mndom technique involving balloting the cligible respondents. Male
stalTs that picked yes rolled picce of the paper and consented 10 participalc from cach
profession in the stratificd unit arc the cligible respondents. Randminly sclccied eligihle

respondents that had pgiven conscent were inlcrvicwed using o scmi-structurcd
gucstionnaire.

3.6 Methads i#nd Instrument for Data Collection

Data were collccied using sclf-administered method (acilitaied by the use of a scini-
struclurcd questionnaire, The design of the draf: qucstionnairc was done after » review of
related literaturc. The questionnaire was divided into scven scctions labeied sectinns A. 14,
C. D. E. F and G, Scction A dcalt with the socto-deinogrophic chaoracteristics af the
respondents while Scction [3 sought to assess knowledge ol PC and IPC screcning scevices
among rcspondcats. Scction C focuscil on the perception of mole stafl of the UCH rclating
to PC screening services among the respondents; Section D dealt with the risk factors
among statf of UCH thot could niake them vulnemble 10 PC. Sccilon E cxplored
respondcnls’ screening behaviour relating to PC. liems rcloting to the dctentnination ol the
prevalence of suggestive signs/symptoms of *C among the respondents werc contiunes) in
scclion F. Lastly Scclion G was used to identify factors that influcnced the utillsation ot
PC sciccning services among the respondents. The scll-administcried guestionnair® wus

drown in English (Sce Appendix 1 for the questionnairc)
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3.7 Training of Rescarch Assistints (RAs)

Three Rescarch Assistants who had previous expericnce in date collection were secruiicd
and trained for 1wo days 1o assist in data collection. The content of the training included
objcctives and purposc of the study, interpersonal communication skills on data collection
and tcchniques. linportance of respondents’ informed consent and conlidentiality were

stressed during the traimig. The semi structured qucstionnaire was discussed i dilails,

The training methods included brief lecture, demonsiration and return demonsirution and
rolc play.

3.8 Validity and Reliability of the fnsirument
3.8.1 Validity

Validity of an instrumcnl is the ability' of an insirument to ncasure what u is designud
mcasurc {Golafishani, 2003). In order 10 cnsurc validity of the questionnairc. refuled
literature including previous instruments, was rcviewed. The drall questionnairc was madc
available 10 peers and expens in the ficlds of Health Promotion and Education ang=s=
Urology based in the College of Medicine Ibadan' for. review. Necessary amendincnls o ‘gﬁ

adjusunent werc etfecied based on their inputs. The yucstionnaire was thcn pre-ieste

among rcspondents with similar characteristics at the Federal Medical Centre. Ahcokunn

| S,
- - [] (] . m
The centre offers tertimy level heahh carc services including PC care like UCH. Ths Ef‘
cxcrcise helped in the dctermination of the reliability of the instrinicn =
=
=z
I =
3.8.2 Rcliability v
L=
Reliability, also tenined. reproducibility/eepeatability, rcfers o the sinhility; the consisicnes W3

of an instrument-relating to the information it is designed to collect (Golaf.shani. 2003)

The questionnaire was administered 1o 10% of the sample size for this study which was €0
respondents of the Federal Mcedical Centre, Abcokutn in a pilol swudy, The administercd

copics of the questionnaire were-cleaned, coded, eniered into the compuler and analysed

The Cronbach's Alphn rnodcl technigue of SI'SS (vcrsion 15) was used v dcicrming the
rcliability ol the instrument, The reliability co-cificlent of 0.7 was obtaincd. implying that
the instrument was veiy reliable. FFew revisions were made on the instrunicnt belore w was
finally used. The revisions made included inclusion of questions rclating to faciors

Indluencing utilisation of PC screening services as well as skipping mechanising
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3.9 D:ata Collection I’roccss

The data were collected using the scini=structured questionnaire (sec Appendix 1) with the
help of three trained RAs. This was done by moving round the Depariments and Units o

cnlist cligiblec respondents 1o panicipate. The respondents were literate amd so the

insttument was scll-adininistered, Data collection took placc from (2pm to 6pin dwring

the week days for five wecks. Consent of the panticipants was sought beforc the

administration of the qucstionnnire after explaining 10 them the puipose of the rescarch,
time that would be spent to coinplete the question and importance ofl the rescarch, As o
result of the busy nature of the participant’s clinical assignments it was not passible for
them (o complete and teturn the completed copics ol tic questionnaizc nnmediatedy A

datc and convenicnl time were {ixed for the rescarcher and RAs to report back to collcct
completed questionnaiie copies.

A completed copy of the questionnaire was collecicd immediately a respondent was

through with it. 1t was then checked for complcteness and accuracy. Attention ol @

respondent was dmwn 10 any cuses of oinission or incomplcic reapnses n the
questionnaifc. Six hundred copies of the questionnaires were administered but 590 were

found to be valid after o revieww duc 10 attrition and incotnplete responscs. This yielded a
response rate of 98.2%

3.10 Dawa Managcmcntl nned Anulysis

Copics of the questionnairc were cdiled by the rescarcher with the help of RAs. They were
nuinbered serially for casy identification, control and reeall of any copy with pachicins
The responsces in each questionnaire copy were hand-coded, facilitated by the usc of a
coding puide developed by the investigator. A template was then designed on 1he
Staustical Package for Social Science (SPSS) version 6.0 (or entering ol the coded Jata
The coded copies of the  qucstionnaire were carefully eniered inte the eompuiicr ime hy
onc_Thereafter the frequency distribution of responses was penerated lor vach variable
Respondcnts’ knowledge was assessed using @ 31- point knowledge scale, and then nican
scorc was caiculated (Scc Appendix |1 for the scalc including scores), Knowledge scorcs
of l-14, [5-14 and 25-30 were catcgorized as poor, fair and pood respectively, Similerly a
20-point perception scalc was used 10 assess respondents’ perception. The incan

perception score was caleulated and scorcs <10 and 10 points were classtfied o for cach
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respondent were calculated and the knowledge scores were calegorized as ncgalive and

posili\'c respondent (Sce Appendix tV for the perception scule and scores).

3.11 Ethical Consideritions

‘The cthical principles guiding the use of huinan participants in research were laken into
considcration in the design and conduc! of the study. Ethical approval was obtained ftor
the Joint UIFUCT | tnstitutional Ethics Review Conmitice (Scc Aphendia V1 for the detier
of opproval). An oflicial peonission to conduct the study was obtamed lrom the
Manogement of UCH and the VYead of cach Departinent /Unit in the hospital, A
respondent’s conscnl was also obtained afler provision of adequalc. clcor and complcic

information about what the study cntailed (Sce Appendix VI for details of the contents of
the informed conscni form).

Only the signolure of pasticipants and date appcared on the form. Ethicul standnds
relating to conlidentiality were sirictly adheied lo. Respondents were informed thal
panicipolion was voluntary and that data collecicud would be used mainly for resciirch
purposes. Anonymity of responscs was olso cnsurcd as respondent’s naine ond any other
personal identificr were not written on the copics of questionnaircs. Respondents with

posilive PC screening test ond symptoms of PC weee requested or advised 1o seek fur
mcdical and counscling scrvices.

J.12 Limltations

The study was charactcrized by some limitations. Onc of the limitations was dcanh of
information in the-literaturc on PC screening in Nigeria relating 1o health workers. ‘(his
posed a serious.challenge in respect of information which could be uscid to design this
study. The problem was amclioraicd through the use of litemture on studies comincicd
outside Nigerig, mostly froin the developed countries in Spite of their inherent lunitations

Another limmitatlon of the study was the crowdcid work schedule of the respandents which
madc the completion of adminisicred copics of the questionnaire very difficult, In order 10

address this chellenge, 1naximurn of ten visits were paid 10 many of the participants helone
qucstionnaire copics were complieted.

Ninc respondents from Radiology Deponiment reflused 10 participate in the study due w
non-inclusion of their cadre as Radiology Technitians as one of the ohiernatine
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occupations or professional group in the instrument, They emoncously intcrpreicd the
sitdation as lack of recognition of their work by the investigator, The rescarcher tricd 1o
clarify the rcason for cxclusion of this group from the list. The explanation tendered was
that therc was a linil 1o the nuinber of the occupations thal could be accommodaled and
that all others not specifically lisicd came under “Others, specify’’ as contamned i the

questiommaire. This was however, not enough 10 convince them 10 change ther ninds:

They were not wlervicw duc 1o the voluntary nature of the rescarch.

Onc cligiblc respondent in Biomelrics Depariment refused (0 be involved in the sludy. [is
justilication for refusing was that his belicl was thet PC disease i's caused by’ cvil spirit and
not a incdical problain. The incteasc of the calculated sainple sizc ftoin 488 to 600 helped

to accominodale the cascs ol attrition thal were encounteied.
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CHAPTER FOUR
3.0 RESULTS

4.1 Kespondents’ Sociodenographic Chiracterislics

The socio<demographic characterislics of the respondents are presenied in Table $.1. All
the 590 rcspondents were male stafl’ members on pensionable appointment at the UCH.
Ibadan. The ages of the participants ranged from 25 - 60 ycars with a mcan of 372 162
ycars. Majorily (67.2%) of the respondents” age wete not within the recommended age I
PC screening scrvices which is > 40 ycars. Majority (67.1%) ol the respondents swere
marvicd. Almosl scvenly-three percenl (72.7%) were Chrislians, 26.4% were Moslems
while 0.8% werc adherent of the Traditional African Religion faithful, The respondents

\ere prc;iominnntly Yoruba (82.4%). The dclails rclating 10 olher cthnic groups arc

conlaincd in the Tablc under refercnce.

The respondents could be differentiated inlo live Categorics based on the nalure of thetr
primary assignmenl; these arc highlighted in Tablc 4.2. The administrative stall (26.5%)
lopped the list closely followed by respondents who were clinical staff (23.1%). 7he
paramcdical stafT accounted for. 22% (Sce the Tablc 4.2 for details). The respondents’
working cxpericnces arc prescated in Tablc 1.3, Their expericaces ranged liosm 1-32 semn
with mcan of 6 9 4: 4 7 ycors. Majorily (85.6%) had hecn in the service of L'ClI fur “ I
years. Respondents‘with-a working cxperience of five years or lcss nccounted for 18 8%
Their highest levels o I cducation are shown in Table 4.4. Respondents with bachcloe’s

degree (33.1%). topped the list, with HND conslituting 21.9%- Respondents with POl

Btaduaic cducation accounted for 1:1.7%s (Sce Tablc 4.4 for details)
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Table 4.1: Reshomtlents” Age, Marital Status, Religion :nd Ethnic Croup

N =590

Characltcristics Ne ”
Age* groupin ycurs

25-29 (3 20
* S 181 30.8
35-139 203 3hal
=4 107 18.1
45 -49 52 3.8
30354 23 39
55 and abave 12 20
NMarital Status

Single 168 28.5
Cohabiting 10 1.7
Marricd 396 67.1
Separaicd 7 1.2
Divorced 5 0.8
Widow ) 0.7
Iteligion

Christianity 429 72.7
Istam 156 265
Traditional! African Religion 3 08
Lihnic group

Yoruba 136 82.4
|{ausa 20 L
Ibo 58 )8
South-South (Niger Delta/ Delia/ Ldo) 16 2.7
Table 28 17
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Table 4.2: Cittegurizntion of Resprotdents’ Nature of Seqvices Rendered

N=59D
Elntcgory of stafl No %
Clinical Sta(T ** 138 23 4
Paramcdical Stafl 130 22.0
Adnministrative Stoff ++ 156 26.5
Maintcnance Officce +++ i10 18.6

Records And Information Managcment Stafl” *** 56 9.5

“«Clinical Staff: Mcdical doclors of various specialties

+ {Paramicdical Staff: Nurses, I’harmacists, Labosatory Scientists. Dicticians,

Radiotherapists/ Medical imaging Scienusis, Physiothcramsts, Mcedical Sucial Warkoers.
Cnvironmenital Health Sanitation Officers, llcalth Atiendants, Orthopaedic Assistants,
Laboratory Assistants and Microbiologists

+ Administrativie Staff: Administeative Officers. Clerical Officeis, Pension, NHIS StalT,
Confidential Secrctarics, Accountants and Auditors

+++ Muintenance Officers: Facilty Managers, lechnicians, Instrument, Hospual
Scrvices, HTO, Works, Enginecrs, I’oners and Deiv e

***Records and Inforinatien Mapagenicn! Staff: Record officers. Compuler Scicnuisis

Librarians. Statisticians and Information technology officess and Rescarchers
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Table 4.3: Respondents’ Warking Experiences (in dears) as Staff of UCH

N =590
Workin expericnce in dears® TN o
<3 288 48.8
6-19 217 36.8
11-15 49 8.3
16 -20 29 39
21- 25 I | 9
26-30 2 0.3

31 and nbove | 0.2

—_— S ———,— T ee— —
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Tallc 4.4: Respondents® Highest Level of Education

N= 590
Highest Level of Educution No o,
Completed primary cducation ¥ 19
Some sccondary cducation 9 1.5
Compleied secondary cducation / Technical 24 4.
Polytcchnic (OND) 92 15.6
Polytechnic (HIND) 129 21.9
Registercd Nurse/Midwilc 4 0.6
NCE 3s 59
Bachelor’s degree 195 33.1
MSC/MA *® 62 10.5
MBA * 2 0.3
MBBS / Fellowship 3 0.5
ICAN (Professional) l 0.2
MPH * 21 36
PhD * 2 0.3

*PPost-graduelc (acadentic) = 37 (14.7%) 3
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4.2 Awnreness Knowledge

Toble 4.5 shows respondents’ level of awareness and knowledge reloting 10 whar PC 15

about. Mony (70.3%) had ever heard of PC and €9.7% of this group could describe PC

accuralely. i : 3 d
alely. The details of INcorrect responsces are contained in the Tahie under reference

Details ©f respondents’ sources of information on PC are shown Table 4.6. Wark place

(53.8%) topped the list of sources of information follow cd by the Inlemct (51.3%). news
Paper (30.1%), medical journals (44.7%), magazine (43.2%), television (41.5%), radio
(40.1), colicagues (39.5%), and seminar/workshop/Departmcutal  seminar (38.5%).

Respondents® spouse (10.41) was ihc icast source of information (Scc Tablc4.6).

Toble 4.7 contains respondents’® knowledge of the age 1hat a man’s susceptibility to P'C
increascs. Majorilics (63.2%) of thic respondents were able to state that -0 ycars and abov e
is the age at which a8 man's susceptibility to PC increases. Other identificd ages of increasc
susceptibility to PC were 270 ycars (12.6%); 218 ycars (9.6%); as fiom the age of puberty
(5.4%); =50 ycars (3.7%) and right from binh (2.2%). Rcspondcents’ knowledge relating
10 the likely signs and synipicmis of PC orc highiighted in Table 4.8. Thc correct specific
symptoms of PC known to the respendents included difficulty in urinating /deloyed or
slowed sian of urinaiy streain (¥8.2%), dribbling or lcakage of uring/ most ulien alic
urinating/ slow urinary sircom (88.5%). sirzining when urinating. or not being abie o
cniply out all of the urinc (81.1%), The other symptoms lisied by respondens aic shiown
in the Table.

Table 4.9 comains respondents’ knowledge relating 10 factors which could be associaicd
with the oceurrence of PC. Most (91.1%) corrccily stated that age 15 one of she Bictues thia
con be associated ivith the occurrence of PC foltowed by heredity (90.1%), fanuly history
of PC (86:7%). race (86.0%) and type of diclary intakc (79.2%). Ohesity (57 9%) was the

Icast mentloned factor (Sce the Toable under reference),

Respondents’ knowiedge relating 10 the presemtion of the likctihood uf dying fivn PPC i

showh in Tablc 4.10. 1icier healtls care scrvice (99.0%) end periaddic piedival exaininstion

(97.6%) were listed by miost tespondents oS ways b
thut were itemized by the tespomiients are highlighied s the Fahlg

f preventing I"Curelated death, The

olher correct fuctors
Only 13% stated that the likelilood of dying from

Tabled. | 0).

PC cannot be preventes] (Foe derails, seu
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Tablc 4.11 summarizes respondents® reasons for stating lhal the risk of gening I’C cannol
be reduced or prevented- T'he adduced reasons included the discase being genctically
inherited (11.3%). lack of PC-rclaled management resources in PC care (7.5%). $ as pan
of the ageing process (3.8%). and the prevailing poor health services (3.8%) (l°or delails,

scc Table 4.11). Over half (57%) were not aware of such health care facilitics in Ibadan

Nost (96.1%) of them who were aware of naines of healith facititics that provide ’C
screcning services corecctly inentioned UCHINuclcar Medicine/ Chemical Puthology
whilc others (3.9%) also correctly lisied the other health {facilitics in the city that provide

PC screening services.

Respondents sources o finformation on PC screening services are presented in Table o 42
Work place (36%) topped the list followed by collcagues {27.7%%) and the Inleencl
(25.9%). The least souice of informiation was the respondents * spouse (6.7%). The other
sources of inforsndtion lisled by the respondents are shown inthe Table.

Majority (61.0%) of than correctly identified Nuclcar Medicing  and  Pathulugy
Departments as the locations where PC screening scrvices couid be carried out within the
UCH.

Respondents® knowledge relalingo PC gencially and PC screening services in pacticular
arc highlighted in Table 4.13. More than half (57.0%%) kncw that rectal cxamination is
among such test for delecting PC. Mupjonty (74.4%) statcd correctly that carly 1t
scrccning. lest should be earricd oul before the onsct of symptom of PC discase. Majirity
(74.8%) staled cogrectiy thal surgery or radialion can be uscd to trcat/cure PC in its curly
stage. |1 was.correctly reporicd by 64.5% that PC can be transmitied from [ather to son

while 62:3% also accuralely stuted thil a man can have PC withoul having eny pain or

s)inploms (For dctails sce Table under relcrence).

The resulls reluting to the classilication of respondcents’ fcvel of knowledge as poor. tair or
good is presented in Tabte 4.14. A 3b.point knowledge scale wns used 10 cany oul the
asscssment. The overall rncan knowledge score was 12.617.5. Slightly over half (53.2%)
of therespondents had poor knowledge (< 15 points). Respondents with fair (>£5 .24) und
good (25.31) were 43.4% and 3.4% respeclively. Respondents® level of knowledge wis
also detemined by sclected socio-demographic chracieristics such as “calcpany: of Jgil™

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

49



“waorkin ienee”’, “apc" NY ST
g cXpeficnec™, “ape"” and {ainily history” The distribulions o knew lcd g scores

by calegory of staiT are shown in Table 4.15.

knowledge of PC and PC screening sery

The proponion of respondents with good
okl ices among clinical s1afl’ (80%) topped the dist.
Similarly clinical stafT (34.0%) constituted 1he highest proporiion of those who had fair

knowledge as only 11.1% of thein had poor knowledge {Scc the Tabfe for other delails).
Table 4.16 contains the coinparison of respondents’ menn knowlcdge scores by calggary
of slaff using the F-test. The incan knowledge score nmong the clinical stafT was higher
(17.4£06.5) thnn the scores for cach of the other caicgories. The ncan score lor the
Athninisttative StafT constituted the Jowest (9.8%0.5), Overall, there was a signilicant

diflcrence between the mean knowledge scores of 1he respondents by category of stoff
(For details, see Table 4. 16),

The comi)nrison of respondcnts’ mean knowledge scorcs by working experience in ycars
is shovin in Table 4.17. Respondents who hed worked for less than ninc ycars had a incan
knowledge score of 12.327.8 while thosc that had worked for 10 ycars and above had a
mcan knowledge scorc of 13.06+6.3. The difierence was however not siatistically

stgnificant (?>0.05) (For details, scc Tablc under relerence).

The results of the coinparison of respondents’ mean knowledge scores by age ane
highlighted in Tablc 4.18. Respondents within the age range of 25-39 had a score vl
12,747.8 while thosc aged 40 and above had a score of 12446.9. The diflerence in the
mean scores was not staicaily significanl {(Scc Table 4.18 for dciails). Table 4.20 prescnts
thc comparison of respondenis’ incan knowlcdge scores by prevalence of adoption of £C
screening scrviccs, Respondents that had never adopted PC scecening had thic lowest mean
knowledge score of 12.447.5 while thosc that had cver had the test had o higher mcan
scorc of 16.6x6.5 The incan scores were signilicantly dillerent {p<0.15) (Sce Tuble § |y

for details)

The comparison of respondcents” Mcan knoWicdge scores by lamily hustory o PC is shown
in Tabte 4.20, Respondents with family hisiory of PC had a mean knowtedge seore of
16.0£12.7 whilc thosc with ito family history of PC only had 12.4£7.6. he difference
the two groups’ meon knowlcdge scorc was siatistivilly significant. The compars o
of respondents® mean knowlcdge scores by intake of PC risk-related [bods/ incat and fish

is suisnnarized in Table 4.2, Respondents 1hdt cnloyed consumption of chicese hiula mean
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knowledge score of 13.547.4; those that consunted full cream milk had a mcan knowledge

scorc or 13.647.7 while respondems that cnjoyed intake of fricd foods hnd a mean
knowlcdgc score of 13.3£7.6. Respondents who cnjoycd consumption of PC risk- refaied

meat and fish had lower mean knowledge scores of 12.647.5 and 12.747.4 respeclavely’
(Sec Table for details).

Tables 4.22 to 4.24 susninarize relationship between respondents' knowledge of PC and
PC screening, and sclected demogrnphic variables. The seleeicd vartables were age gronp
and working cexpericnce, The respondenis’ distributions of working experience with good
scores were <40 ycars (95.0%), >40 ycars (5.0%), <5 years (35.0%). >5 ycars (55.0%), <
tS (95.0%) and >15 (5.0%). Ovcrall theie was no signilicant relationship between
knowlcdge of PC and PC sesecning and two (working expericnce among <5 years ond > 5
years, 15 yeats >15 yeors) of the sclected demographic characteristics while there was
significantly higher proportions of respondents aged <40 years had fair (65.6%) and good

(95.0%) knowledge related to PC compared to those aged >40 years (Sec lables lor

dctatls). ‘
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Table 4.5: Respondents’ Awarcness and Knowledge Relating (o what Prostate

Cancceris ahuut

Awarcness nnd Knowleldpe No %a

Ever henrd of prostale cancer (n=576)

Yes 405 03
No 179 29.7
Mcaning/Description of I'rostatc cancer {ne373)

Cancer of the proslate gland *® 260 69.7
Inflamnmyation of the prostate gland 43 11.5
Cancer of the malc reproductive orpan 32 8.6
Inability to urinate 38 (0.2

*Correct response

AFRICAN DIGITAL H;iLTH REPOSITORY PROJECT



Table 4.6: Respondents’ Sources of Informatioo vu 1’rostute Cuncer Screening
]

Scrvices
N= {08

Sources i . No** %e
Work place 218 53.8
Internct 208 513
| Ncws paper 203 50.1
. Mudical journals 181 44,7
| Magozinc 178 4372
| Television 168 4t.5
Radio G 40.1
Collcaguc 60 39.5
Scininar/\Vorkshop/Departmental/seminnr 56 385
My friend 105 259
My wife 42 10.4

Others® (n =15) 1S 1.7

**Multiple responses were present

*QOlher sources (n= 15): Medicol School {2:2%). Books (1%), Church (0.25%) and Heailth
worker (0.25%)

L ]
AFRICAN DIGITAL HE&L}H REPOSITORY PROJECT



Table 4.7: Respondents’ Knowleilge of the Age** at whieli a Man's susceptibilits (o

Prostale Cancer increases

N= 40§

Knowlcdge-related Variables No Ye
Right from binh/ No specific age/ No centain age for it~ 9 2.2
As from the age of puberty 3 54
>18 years 3Y Y.6
>30 years 8 2.0
>40 years ** 256 63.2
>50 years 15 3.7
260 years 4 I
>70 5t 12.6
>80 years ‘ 0.2
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Table 4.8: lRespondents’ Knowledge abiout to Signs and Symptoms of I'C

Signs/ symiploms of PC Responses (%)

Yes No
Headache (n=130) 87 (66.9) 43 (33.1)°*
Difficulty in urinating / dclaycd or slowed stant of urinary  307{R8 2)* 1 AT(1I D)

strcam(n=3483)

Uncasy (celings in the peniy/ suaining when urinating/ 215 (81.1)*+ 50(18.9)
not being able to emply out all of the urine (n=269)

Uncasy {eelings around the anus (n=196) 85 (43.9) 111 (56.6)°
Uncasy feclings in the anus (n=197) 82 (41.6) 15 (58.4)°
Uncasy fcelings ot the lower ntxlominal region (n= 244) 189 (77.5)° $5(22.8)
At tlimes there ase no canly signs (n=267) 227 (85.0)*  40(15.0)
Dribbling of urine / Icakage of urine, most often after. 292 (88.5)°+ 38(11.5)
urinaling. slow urinuy stream (n=330)

Others (n=7) 7.7 398(98.3)

*comrect signs and symtoms
**Others (n=7): weight loss (1.0%). back pain (0.5%). blood in the urinc (0.2%)

“+ Highly suggestive of PC: dilliculty. in urinating, dclayed or slowcd start of urmary
stcam (88 2%), dribbling or Icakage. of urinc. most often after urinating. slow’ urinary
siream (88.5%). sirining when. urinating/ not being able 1o empty out all of the urine
(81.1%)
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Tnble 4.9: Respeudcents’ Knowlcdge Relating to Factors which could be Associuted

with the Occurrence of Prostate Cancer

FFactors which could he associnted with i'C Responses (%)
Yes (%) No (%)
Age (n=325) 296 (91.1)° 29(8.9)
Inherited geacs (n=263) 237(90.1)* 26 (9.9)
Family histoty of prostate cancer (n=316) 274 (86.7)° 42 (13.3)
Race (n=171) 117 (86.0)* 2.4 (14.0)
Dictary intnke (n=245) 194(79.2)* S§1(20.8)
Scxually transmiticd afccetion (n=220) 168 (76.4) 52 (23.6)°
Excessive alcohol consumption (n=23d) 176 (75.2) . 58(24.8)°
Cigorcite smoking (n=240) 180 (75.0)* 60 (25.0)
Multiple sexual partner (n=213) 146 (68.5) 67 (31.5)°
@ccupotion (n=213) 126 (59.2)* 87 (40.8)
Obesily (n=195) 1§3(57.9) 82 (42.1)

Physical inaclivity (n*=180) 96 (53.3) 84 (46.7)°

*corrcct jactors
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Table 4.00: ¢ " Kunow j
¢ 4.10 lltsliofldcnls Kuowledge Reluting 1o the I'res ention 0l the Likelifnal
of 1)ying from Prostuie Cancer

Prevention of the likelihoud of dying from Responses (%)

rc
Yes (%) No (%)

Whether PC-related death can be prevented 352 (87.0)* 53 (13.0)
(n=405) |

Ways of prevcating PC-relnted dentl

Betier hcalth care service (n=301) 298 (99.0)* 3 (1.0)
PPeriodic medical cxamination(n=329) 321 (97.6)* 8(2.4)
Improved sex cducation (n=265) 210 (79.2) 55 (20.8)°
Others (correct)(n =8) 8 (2.3)°+ 344(97.7)
Others (Incorrect)(n=8§) 8(23)°° 344(97.7)

* Correct responsc
*+others (corvect) (n = 8): laking of appropriatc dict/adequatc uid and frust (1 1%6).

public ealightcnments about the discasc (0.9%%); nnd carty dctection/ screentng (0.3%)

*¢others (incorrect) (n = 8): rcgular prostate gland cxamination as from age 65 (0.6%),

moderalc participation in social activitics (0.3%), vaccine (1.1%) and usc of the drugs for

PC according to the physician direction (0.3%)
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Table 4.11: Respondents’ Reasons for Stating that Risk of Getting 1'C cannot be

Reduced or Prevented
N=5)

Responscs

| :\dduccd rcasens

NO %

Because '!l is scllclicallyTnllcrilcd 6 1.3
Because it is one of the discases thal is part of the ageing process 2 3.8
1.9

The discasc is onc which is due 1o people’s exposure to many |
things that affcct our hicalth negatively

Due 1o poer hcalth services
Lock of PC-relatcd mansgecment resources (drugs and specialists in 4

2 1.8
75

I'C care)
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Table 4.12: Respondents’ Sources of Information on I’rostitte Cancer Screening

Services
N = 405

Sourccs No** %
Work place 146 360
Collcagucs 112 27.7
Intemet 105 259
News papers 100 2.7
Mapazing 95 231.5
Medical journals 92 22.7
Radio 20 22.2
Television 81 0.0
Sciminar/\Workshop/ Departmental / seminar 74 19.)
My fricnd 53 1.1
My wilc 27 6.7
9 22

Otliers® (n =9)

**Muitiplc rcsponscs werc present.

*Othcr sources ol infonnation (n=15): inedical school (0.2%);, books (1.8%) il

Urologists (0.2%).
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Fable 4.13: Respondeys’ Knowledpe Relating 0 I’

J rostate Cancer (;encrally apel
PProstate ¢ -

ancer Screening sorvices

Knowledge.related Stnicm;;l-'k - t o

Responscs

Truec (%) Falsc (%)

A recal examinotion s 1th reconmended

| | procedure for 194 (43.0) 257 (57.0)°
delccting  hacmorrhoid and not prostate cancer (n=45])

The Prostale Speclfic Antigen (PSA) is a blood test that con 348 (73.4)

126 (26.6)"
beused 10 detect the antibody against PC. (n=474)
Prostate conccr cannol be cured cven wien detecicd casly 179¢37.2) 302 (62.8)
(n= 481)
Prostatc cancer cannot be treated even when detected early 152032.0) 325 (AR 0)°
(n=478) .

Proslate cancer can be prevented by regulas exerclse (n =159) 250 (54.5) 209 (45.5)°
Prostotc cancer can be trensmitted from father to son (n 194 (41.5)* 274 (58.5)
=468)

Prastale cancer is particulorly immore common nmong persons 251 (52.7) 225 (47 3)°
oged 2510 50 (n =476)

A mon con hove prostate cancerwithout having ony pain or 294 (62 3)° 178 (37 7)
symptoms (n=472)

Surgery or sadintion can‘cure prostate cancer in its carly stage 347 (74.8)° 117 (25.2)
(n=464)

Larly detection. of prostate cancer should be done in the 354 (79.4)* 122 (25.6)
absence of syunptom of prostaie cancer (n=«76)

Men with family history of prosiate cancer ore niore likely 10 322(64.5)  177(35.5)

get the discasc in the fusture (n =499)

-

*Correct responses
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Table 4.14: et
Me d.1d: Classilication of Respundents’ Leved of Knowledpe

N= §90

Levet of Proprortion of respyndents
knuwledge* in (%)

Qunlitstive evaluntion

points

<15 314 (53.2) Poor
> 15-24 256 (43..1) Fair
25-31 20 (3.4) Good

* It should be noted that the overall mean knowledge scote was 12.627.5: range. 0-29

Tablc 4.15: Distribution of Krnowlcdge Scores by Cutegory of Staff

_C;f_cgor;' of stalf

<lS§

Pour (%)

Clinical StalT A
Paromedical Staif 20 .4
Administrative Staff 35.4

Maintenance and Supportive Stafl 323

Records and Information Stafl 10.8

—

ol

N =59

Level of IKnuwledge

215-24 25-M

Fair (%) Goud (%)
34.0 800
24.0 £5.0

172 5.0

[5.6 0.0

16 0.0
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Fable 3.16: Comparison of Respondents’ Mean Knowledpe scores by Category of

—_—

t’atcgo ry of sinf]

- valae

Clinical StafT

Paramedical stalT
Records and inforination stall’
Maintenance and supporctive staff
Admanistsative StalT
P> 0.05

NGO A SD I
X score
138 17.37 6.9 27.178
130 13.48 7.4
36 11.8 6.8
110 10.27 1.5
56 9.75 6.5

0.00

Table 4.17; Comparison uf Respondents® Mean Knowledge Scores by Waorking

Experience in Years

Working crt!cr_i_c_uccs.ill No = sD t- value
ycars X scerc

<9 459 123° 738 1.811
> 10 13! 1.6 6.}

P> 005 e N\ ' | ===

Fable 4.18; Comparison of Respondents’ Mean Knowledpe Scores by Age

Age group in )'cn_r_s iNO
25.39 T 396
P> 0.0 )

(- value
Xscore SD
1270 78 0,545
12.35 6.9
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Lable 4.19: Comparison of Respondents® Mean Knewlkedge Scores by I'revakence of

Adoption of I'rostute Cuncer Screening Scrvices

S —

— e

I'attern of ndoption of I’'C No - ~SD T T
serviecs XPsEDTe

Ever adopied 1661 64 2621 001
Never adopied $66 12.44 75

P< 0.05 SET e

Table 4.20: Combarlson of Respondents' Mean Knowledge Scaores by Family Llistory

of PC
Family history No _‘ SD { anlue 1™ vitlue
\ scort
TPositive 35 1600 47 28 0.01
Negative 548 12.39 1.6
I’ < 0.05
6]
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Sy et MV panIsoR of Respondents’ Mean Kpowledge Scores by Infake of
Prostate Cancer Risk-Welyred Foeds

ﬁConsummion of risk.laden No

o S (- vilue  P-value  levelof
food X scerc signilicant
Cheese - FE
Yes 191 135 74 <0294 077 P> 9.0
No 191 137 82
Full crear milk
Yes 225 136 1.7 0.041 0.97 P > 0.05
No 84 136 718

Fried feod

Yes 332 13.5 7.6 0.321 0.02 < 04U5
No 54 10.9 8.1

Risk-laden meat

Yes 572 12.6 7.5 0.591 0.55 P>0.05
No 18 11.6 8.6

Risk-laden fish

Yes 487 127 04 0.640 0.52 P> 005

No 103 12.2 8.0

— =

fy-4
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Table 4.22: RetatfonShip between Knowledge nntl Age Group

Ase (in Level of kenowledge
years) I*oor Fair Goutl Ndr P-virlug
> 40 209 (66.6%) 168 (65.6%) 19(95.0%) 7.348
>40 105 (33.4%) 88 (34.4%) 1 (5.0%) : i
P<005 —— =

Table 4. 23: Relationship between Knowledge and Year of Worklag Fxpericnce in

UCH (€5 & >5)
Years of Level of knowlcdge
wurking Poor Fair Goaod & df P-valuc
cxpericnce
<5 166 (52.9%) 113 (44.1%) 9(35.0%)
> 4418 2 0.1t
148 (47.1%) 143 (55.9%). 11(55.0%%)
T > 005 ~\

Table 4.24: Relationship dein cen Knowledge and Vear of Weorkbsg erjrericnce In

UCII{< 15 &> 15)

N s of ~ " Levelof knew ledpe

working Poor Fair Goad \? elf ASIFITTE
caficrience _

<15 206 (943%) 239 (91.4%) 19(95.0%) 0247 . el
>15 15(5.7%)  17(66%) 15O . _
P> 005 I~ e
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43  Pereeption Relatiog to Prostate Cancer and Prostate Cancer Serecning
Services among Respondents

Table 4.25a and b presents tespondents’ pefeeptions relating to C and I’C scicening
scivices. Stightly less than half (48.6%) of the respondents had approprisic (positive)
pcmepl;on mlnling 10 the occuttence of PC by not agrecing that the disease only occurs in
pcopfc who are 100 scxually active. Majority (73.0%) disagreed with the perception thal
PC only occuts i poople who do not belicve in God. Respondents werc asked about their
perception of scvenly of PC. Few of them (22%) had the wrong pereeplion that PC s a

mild discase. Some (24.6%) were of the wrong perception that PC is not as scricus as

peohic arc made (0 belicve. Many (36.1%) were of the perception that treatment of PC can
Jcad 10 impotence.

When asked about thein petcention on PC screening test, very fewv (18,935) stated acgative
paception  that  carly  deteclion of prosiale  cancer: % wakie of 1ime:
detecting it cannat stop 1t (com killing anyone who has &.-Similarly 17.9% had o negdtive
parcepuon that PC screening is o useless exercise because there is no cure for the discase
cven (f it 5 daeaied. A toaal of 47.2% of the respondents agreed positively that benelits of
PC screening outweigh the chalienges onc gocs through during the screcning procedure.
Maore than a third (34.5%) of respondents agreed positively that PC screemng tests in

Nigena are pot reliable boause of the poor state of our equspment

Orher perteptians of the respondonts with regards 10 1'C scrxeaing services which are pol
amcrabic to classificalson ini0 spRORIALE Of insppropruaie but can affect adoption of ¢
screening include, cost Of sesesming for PC is 100 high (agreed= 10 9% disagreed =312.4%)
and procahure: for dewcting PC is (00 painful (agreed =14 4% Jisaproey =45, 79%) (For
dctails see Table under reforence)

The result relating o the classification of respondents level of perception as poor and

[ esented in Table 4.26. A 20-point pereeplion scale was used W carry oul the
IS pe 2

assessment. Some (45.3%) of the respondents had non-favourable perception (< 10 ponts)

and many (54.7%) of them had favoursble perception (210)
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Talle 4.25: Perception Relating to 1°C guy °C §¢

. e creening Services

Perception reliting ta MC and 1'c T Assessinent C T

R ihgservices Agree (%) sagree (%)  UndecidedNo opiinian
(%)

Proslalc cancer only occurs in 147 (28.9)*° 251 (48.6)° SUTPAR)

people who arc too sexually aclive

(n=517)

Prosinte concer is a mild discasc(n 113 (22.0)*°  311(60.7)° 89 (17.3)

=513)

The procedure for carly deteclion of 124 (24.2)°* 208 (52.2)* 121 (23.6)
prosiale cancer can worscn the

discasc if one has it (n=513)

Carly detection of prostaie canceris 98 (18.9)** 313 (60.4)" 107 (20.7)

a waste of titne; detccling il cannol
stop it froin Killing anyonc hisving il

cventually (n =51 8)
Proslatc cancer only ogcurs inthe 60 (11.4)** 384 (73.0)° 82 (15.6)

people who do not belicve in God

(n =520)

Cosl of screening for prostote 176 (34.2) 211 (10.9) 128 (21.9)
cancer is 100 high (n =5 15)++

Trcalment of prostate cancer can 184(36.1)¢  199(39.0)*° 127 (24.9)
lead 1o 1inpotcnce (n. =35 10)

Bencfits of prostate cancer 242(47.2)¢ 147287 124 (201
screening outweigh the challenges

onc goces through during e

scrcening procedure (n=313)

* Appropriate/positivc perccplion statement
** lnappropr ime/negalive perceplion statcment

# Nol amcnable 1o classification inlo appropriale of ingppropriotc bul perception can

already offcct ndoption of PC scicening
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.'lnblc 4.26L: 'creeplion relating 0 1'C and PC Screcning Services (continued)

Perecption relating to 1'C and I'C Assessmend

Agree (%) Disagree (%)  Undcecitled/No opinion
(%)
236 (45.5)°° 104 (20.0)

screening scrvices

- Cancer screening tests in Nigersia 179 (34.5)°
are not reliable because of the poor
state of our equipment (n=519)

The procedure fordetecting prostale 123 (24.4) 231 (45.7) 151(29.9)
cancer istoo painful (n=505)++

Prostatc cancer is nol s seriousas 126 (24.6)° 279 (51.4)°° 108 (210)
people arc made to believe (n =513)
Prostaic cancer screening is a 921 (17.9)**  316(62.2)° 101 (19.98 )
uscless excrcise because there is no
cure for the discase even ifitis
detected (n =S08)
* Appropriaie/ posilive perception statement
** Inappropriale/ negalive perceplion stalement
++ Not amenable 10 classificalion ino appropriale and 1appropriale but perceplion cun
already affect adoption of PC screening
Number of no risk-laden perccption (Appropriate/ +ve perception) 420 (71:2%)
Number of Risk lagen perception (1Inappropriate/ —ve perception) 170 (28'8
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Tahle 4.26: Classification of Respondents' Pereeption Score

=891}

Level of Preportion of respondents  Quolitative evatinution

perceplion® in (%)

points
< 10 267 (45.3) Pour

> 10 323 (54.7) Good

———— e

* Poor pereeption was categorized mlo non-favourable perceplion.
*Good perccpltion was categorized into favourable perccalion

* Nole: the assessment is on 20-point perceplion scale

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

69




r 14 Prostate Cancer-relateq Wisk Factors

Table 427 shaws the family history of PC gmon

family lstory of PC was 6.0%.
PC were grand father (37.1%),
rchation to PC. The Table also

g the respondents, The prevalence of
Respondents* family members or relatives who had had
father (17.1%) and brother (8.6%), Only 3.3% hod lost a

| highlights the family relationship shared with their family
member. A majority (789%) were extended family while the rest (21.1%) were wuelvar
fomily members (Sec Table 4.27for more details).

The prevalence and paitern of smoking or usc of tobacco products among

the respondents
are containcd in Table 4.28. Mosc than a quanes

(28.5%) of the respondents had ever
smoked cigorelle or used 1obacco products and 22.2% among this group were currcniiy

smoking. Majority (70.3%) of the current smokers smuked five sfichs ol cigaretle wr Jess
per day with a mean of 3.7 3.0, Over four fiCh {86.6%) had sinoked or used 1obaccu
products for 10 years or lcss with a mean of 6.8 ++1.4 (Sce Table 4.28 for details).

Table 4.29 presents details of (oods respondents enjoyed eating most of the time. 1T'he PC
risk-related foods they cnjoyed cating were fricd. foods (86.0%), (ull cream milk (72,8)
and cheese (65.4%). Iniake of foods that ate nol PC risk-related consumed by
respondents mcluded (ruits (97.4%), vegelables (97.2%). beans (89.9%), yam (93.7%%) and
rice (96.6%) (Scc Table 4.29 for details). Respondents’ consumption of PC-risk related
foods was higher (68.0%) thanintake of non PC-risk sclated foods.

The 1ypologies of PC:risk relaied food, meal and fish that not PC-nsk relaled mess
commonly consumcd by rcspoddents are highlighted m lable 4.3 The mist comnion
meat and lish imake that are nol PC-risk related cnjoyed most Included of old tayer
chicken with skin, cockerel chicken with skin, turkey, Pig. pork, peamo, ugemniu
bokoto. cow intestine ond goat meat while the most common PC- nsk rclated fish
comprised of @luran fish (okuekv) and catfish, The prevalence of intake of PC- nisk
related meat ond fish are 96 7ve and 82.5 respeclively (See Table 4.30 fos detaiis)

Majority of the
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Table 4.27: Family istory of Prosinte Cancer among the Respondents

Family hislory

N %
tlistory of diugnosisa_l’c_ a—mong family member(s)
(n = 583)
2 35 60
A S48 94.0
Relationship with fanily member(s) who bhad C
(n=135)
Grand father®* 13 371
Iather ** 6 17.1
Brother ¢ 3 8.6
Uncle fcousin 13 372
Fanrily member ever died of PC (n = 582)
Yes 19 33
No 563 9.7
Type of family rclationship shared with (he  lute
family
(o= 19)
Nuclear family member *° 4 2h1
Extended family member ey

**positive family history
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Table 4.28: Prevalence and Pagiern of Smaking or Use of Tobaceo I’

Respondents

I'revalence and Pattern
No %

Ever smoked  cigarette/ use tohacco products (n =
S86)
e 167 285
o e s
Currcnily smoking / using tobiacco protlucts (n -
167)
Yes 37 222
No 130 778
Number of sticks of cigarctic sinoked per day
(n=37)°
< § siicks/day 26 70.3
> § sticks and sbovc/day 11 29.7
Length of smoking/ tobacco product usc (in ycars)
* (n=137)
<10 years 32 6.5
210 years and above > R

““Mean of stick of cigaretic smoked per day =3.743.0; Ronge | - 10 sticks
**Mean of lengih of smoking/ using 1obacco product = 6.8+4.4; Range | - 2¥ycars
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Table 4.29: Foouls Respondenys Enjoyed Eating Moy of the

Trme
Foods .
N %
Fruits (n=308)
Ycs
300 974
No
B 26
Vege I'ables (w= 509)
Y
> 495 97
sy 4 23
Cheese (N=292)
Yes# 191  65.4
No 101 34.6
Beauns (n= 493)
Yes 443, 899
No 50 [0.)
Low-{n! milk (o=299)
Yes 221 739
No 78 26. 1
Full-crcam milk (o= 309)
Yes # 225 72.8
No 84 27.2
Yam (p=431)
Yes 404  93.7
No 27 6.3
Rice (n= 535)
Yes SL7 186.6
No } J4
Fricd foods (p= 386)
T 132 860
A 4.0
No b |
112 1000

Solid food (p=112)**

#Risk-laden foods: cheese, full cre

am milk and fricd foods

**Solid foods: ¢ba, fufu and pounded yam (all are carbohydrates)
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Lable 4.30: “I'yhologics of P rostale Cancer-

Aeatand Fish Consumed by Respondents
Typulogies of

|'C-rclnlal-_ri_sktluden and pon-risk~

related risk- and non-risl

No %
laden Meat and Kish
Risk-1aden mcat * (n=5%3(})
e 512 969
i 18 31
Risk-laden lish ** (n=590)
Yes ©* 487 825
No 103 175
Non-risk-laden meal + (n=590)
Yes+ 18 3.1
No §72 969
Non-risk-laden lish <+ (n= 590)
Yes 4+ 03 175
No 487 825 .

‘Oldhlayef chicken with skin, Cockerel chicken with skin, Turkey. Pig, Pork, Punma.

Agemawa, Bokota, Cow intestine ond goat meat

*¢ Alaran lish (okueko), catlish

¥ Kund/, Bush-meat, Snail

++ Snakeflish, Craylish, Pania-fish, Dy fish, Suwea and Eleclee fish
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II i |
'L'ﬁ Prostale Cancer Scrcening [Lxperiences
The res \ ng hi i
m:cndcn(s PC Xreening history is suminorized in Table 4.31. Only 3.9% of Ihe
res
pondents had cver becn screencd for PC. Among this group a majority (87.0%) were

screencd for PC only onee with UCH being the place where most {95.7%) of them were

screencd. The most common PC serecning fesi cxpericnced by respondents was the PSA
(43.5%

). Majority {35.2%) of the respondents that had cver been screened were not within
the recommended age for PC screening.  The prevatence of positive PC test was 17.4%

(Sce Table 431 for more details). Mean age of the respondents that had ever been
serecned was 39.746. 1years (For details see Table 4.3 ).

e A k¥ L L i S TR T
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Table 4.31: Respondents' patterp of u

Utilisatien of Prostate Cancer Screening

No Y !

Ever being sereencd for PC(n = 58Y)
Yes 3 39
Uy s66  96.1
Frequency ever screcncd for PC( n=2))
Once 20§70
Twice 2 8.7
Three times | 43
Places where IPC screcning tests were ever done(n
=23)
UCH 22 95.7
Private Hospital I 4.3
Types of PC scrcening test ever reccived(n= 23)
PSA 10 43.5
Blood i 4.3
CT Scan f 13
No responsc (NR)* 1 74
Qutcomc of PC test ever done (n = 23)
Positive i a e
Ncgat;vc e b2
NR® q 174
Respondent age category (n = 23)
30 - 39 ycars. 1 i

8 }J4.8
40 years and abovc,

*Mean Agc 39 716 | Mcdion 4.5 Range 30-53
*No responses were included
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4.0 Signs uud Symplomis of Prostate ('?anccr amung Respondents

The signs and symptoms of PC dnong respondents

IS presented 1n Table 4.32. The Sign
and symplom

that tapped the list was the experience ol hone pain ingst oflen ¢11.6%} in
the lower back and pelvic bones. The other experienced suggestive signs and sspiams
were defayed or slowed start of urinary stream (10.2%), dribbling or leakage of urine tast
ofien aRer urinating (6.3%), and experience of slow/poor urinary stream (0.3%) Other
details relating 10 suggestive signs and symploms cver experienced are shown in the

Table- The positive sugpestive signs/symptoms of PC was 17.1% among the respondents
(For detarls see Table 3.32).

Table 4.33 contains information rclating 10 the prevalence of discussing signs and
symptorn§ of PC with somcone as well as the persons ever discussed suggeshive sigas
/symptoms of PC with. Some (3).7%%) had ever sharcd any of the expericnced
signs/symploms of PC. This group ol respondents had discusscd with the following:
parenis (40 6%); collcagues (40.6%); wife (25 0%) and pharmacist (40.1). Only few (63
%} discussed with a Urologist (Sec Table 4.33 for detadds) A place where sespundents
usually sought health care advice or treatment for any” allment 1s shown in Table 434 | he
UCH was the usual place for majority (87.5%). This was followcd by patronage of private
health care facilities or private doclors (55.0%) while the least visited was herbal home
(16.7%).
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Fuble 4.32: Sipns and Symptems of Prostate cancer

Signs nnd symptams AMONE Respondends

;r_—i-‘ d —~— A2, NU(;M
stowed start of urinary siream 42(10.2)° 369 (89.8)

Lver expericnced delpyed
(n=411)

Ever experienced dribbling o | \
cakage of yrine most oft °
after urinuting (527) I PR b alxels,

Ever experienced slow/poos urinary siream (n ws527)

33¢(63)° .
» (6.3) 19401 7)

cexpericneed straining when urinating, or not being 32 (6.1)" 496 (93.0
able to eanply out all the urine (n =528)
Ever seen blood in your urine orscmen (n =528)

| 32(6.1)" 496 (939)
Lver expericnced bone pain

most often in the lower back 60 (11.6)°  457(g8.3)
and pclvic bones

(n=517)
*Suggestive signs ond symploms

Number of rcspondcnts with posilive signs and symptoms =101 (17 1)

Number of respondcnts with ncgotive signs and symptoms = 489 {82.9)
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'I':il)lc 4.33: l’l'Ol)OﬂiOn of rcspondc’us W

h he Discessed Signs and Symploms

rostile Cancer witl Somcone

Sharing of sipas nnd sy
ymptoms of pC with  Yes (¢ '
somconc ol Byt

Peevalence of ever discussing any of
with somcone (n =101)

these sipns

320G17)  69{068.3)
Persons ever discussed signs/ symptuins with

Patents (n =13)

13(40.6) 594
Wife (n=14)

£(25.0) 6(75.0)
13406) s (59.n
2(6.3) 12 (93.7)
2(6.3) 9(93.7)
2(6.3) 9(93.9)
4(12.5) - G{(87.5)
3 (9.4) 29 (90.6)

Colleague (n=18)

Urologist {(n =14)

General Surgeon (1 1)
l.aboratory Scientist (n=11)
Pharmacist (n=10)

Genetal Doctor (n=32)

Note; Multiple responses werc included

All 69 (68.3%) rcspondents with 'ncver discussed™ signy and sympions of

PC were exciuded fsom analysis
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Talle 4.34:  Places w

Treatment for any Ailment

What place

here Respondens Usunlly Sought Health Care Advice vr

Kespise

Yes (%) N (%)

UC1 (n =10)
Privale hospital/Clinic/Private doctor  (n=20)
Phannacy (n =18)

Government hospltal (n =20)
l{ecbal home (n =12)

14(87.5) 2(12.9)
11(55.0)  9(as)
70389)  11(61.1)
11(550) 9 (45)
20067 1083
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Rarricrs and Benelits w the wtilisation of PC Screening Scrvices

Barriers adduced by respondents for non wilization of PC SCrECning seIviLes O
summarized n Table 4.35. Abscnce of a family of history of PC (61.8%%) was thc mosi
common reason. The other barriets included lack of time and pairful aspect of the DRE
procedure (43.0%), ond fcar of the outcome of the result (37,9%). Over onc quarler
(27.3%) of thic respondents indicatcd cmbarrassment during DRE procedure as onc of the
bacricrs for not adophing 1'C screcning scrvices. Other responses froin the respondents

included no adcquate information (56.6%u), not within the age of the screening (1R M%)
and no screcning policy in Nigeria (Sce Table 4, 3S5for details).

Table .36 presents benclus listed by respondents which could help promote the sdoption
of PC screcning scrvices. The benefits inctuded public enlightcnment. about PC (12.1%%),
affordobility of this servicc (11.4%) and easy access 10 the senvice (3.8%). Mujarity
(67.3%) adduced reasons were vague. The beneficial factors that facilitated adoption of
PC screcning services by respondcnts thot had cver been sercened for PC are contained n
Table 4.36 Only cight out of the 23 respondents (sce Fable 4-37) who bad ever been
screened for PC listed the factors thot infucnced thein to ulilize PC- The need to find oul -

il they had PC 1opped (37 5%) the enuincrated lactors. Aboul onc quarier of the respunses
was vaogue (For delails sec Table under reference).

B0l ' = e b

—_“1‘:\
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‘able 4.35: Barriers Adduced by Respondents for not Adopting PC Screening

» Services
Adlduced Barricrs Yes (%) No (%)
Not having family history of prostate cancer 304 (61.8) '8R (38.2)
(n =:192)
Nothaving time (n =466) 175(43.0) 291 (62.4)
Procedurc for the test might be too painful 195 (43.0) 258 (57.0)
(n =$5))

Ifmy result is positive pcoplecaround willbe 191 (41.7) 267 (58.3)
aware (n =4358)
If my result reveals prostate cancer, thisisa 173 (372,93 284(82.1)
dead warrant / Fear of the outcome (n =457)
Do not have moncy for the test (n =462) 156(33.8) 306(66.2)

Proswaie cancer tcatment leads to poor £152(33.5). 302 (66.5)

penile crection again (n =454)

No belicf in the labosatory result k40 (30.4) 321 (69.6) :
(n=461) 1
[t is embasvassing (n =352) 96 (27.3) 256 (72.7) :
Othets(n =35)* QY 35(6.2) - $32(93.8) é
Mulliplc responscs were peesent ;

‘Others (n= 35): Afraid-of the screcning (1.4%3); do not think it is necessday(1.1%). fear of

the outcome.(09%), not within the age of the screcning (18 2%). no adcqualc

‘nformation about the screening (56.6%), | know I don't have (0.5%6), &t is recommended
in

arc forty and above (0.5%) , | have never heard of 1'C screening (0 24%),

for those who . |
reening policy anid protocol in Nigeria

planning 1o do it in the fulure (0.5%) and no «

(0.2%)
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Table 4.36: Beaclits Listed by Respondents which could help Promote the Adoption

of Prustate Cancer Screcning Serviees

= 433
Listed Benefits No® o
Enlightenment on what PC is all about 64 121
Experience of suggestive signs and symptoms ¢ 98
When the services are afTordable 60 1.4
When the scrvices arc easy 10 access 20 38
When there ase competent professionals 1o0'do 9 1.7
the 1es1

if there are arrangements to kecp the result 9 1.7
conlidential

Ilthe test will not be invasive 5 09
Il the disease is 1reatable/curable 0.6
When there are no side cffects 2 $.4

Vague responses 306 67.3

e —————

~*Multiple responscs were included whilc persons who gove no fesponscs

were excluded
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Tablc 4.37: Factors Facilitaling Adoption of :
ol Prostate Cuncer Serecning Services by

Respondeniy Fs )
poitdents that cver Screencl for prostate o

Factors/Re:isons = b3 9 =8)+
To (ind oul il 1 have PC IR
To know my health status ; ;:;
i 2 250
Mcdical request | Ly

*No rcspﬁnsc and nol applicable were excluded
++Reasons adduced by eight (8) out of the 23 respondents (see Table 4,32) who had cver

been screened for PC
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CHAPTER FIVE

50 DISCUSSION, CONC(,uss1ONAnD RE

COMN M ENDATIQNS

5.1 Socia-tcinugriphic Chuyacicristics

The ages of the fespondents range:! from 25 - 60 ycars with a mean of 37.2 16.2 years

Vhis implics that a progportion of 1} ¢ \argel poPulation was within the age that dife-tine risk
of developing PC and dying fi

om PC rises substantiaily, Kwango o at, (2000) and
Motters <1 al.,

(2006) ccported in their studics that life-time risk of devcloping PC and
dying from PC riscs subsiantially ainong men belween the ages of 45- Shvcans

Furthermorc Matters ct nl., (2006) found out in their study that there was 0'45.3% told ol
increasc in PC reported between the age group of 30-45 ycars.

This also implics that a proportion of the tacget poputation was within  the suggested age
range ot which males should begin PC screening tests routinely. According lo Ajape ct ol .
(2011) in Nigcria. there is no official policy on PC screenimg services  but gencrmlly #
should be noled that age range recommendation varics m diflerent counlrics and afso
depends on degrec of risl, a sugycsicd age range o which peoplc should adopl §¢
scicening services is 30 - 40 ycars (Awmoluh. ef af. 2000). A similar study carricd wal
among health carc workers who-were employed in \Yestem Regiound Health Autherily

Nural health institutions in Jamaica revcals an age range of 29 years and above ¢13oumec.
2010).

Morc than hal((54.6%) of the respondents were not health protessionals. ihey wene
administrative stafT, niainienonce, records and informotion management stafl. This finding
was nol very different from what Bourne (2010) noted m his study.. lJournc noted that non-
kicalth professionals among malc kcalth workers accounted for 55-3’%- This composilion of
stall in the study setting 15 10 be cxpected; it is a large teaching hospital that will
necessarily consist o fcore clinical stall and support stafl.

Majorily (85.6%) hud working cxpericnce below 10 yvars
ing cxperience in ycars for civil scrvans 1s 35 yean,

withameanol 69 | 47

Nigeria the stipulolcd maximum Work

The siudy population thereforc hod many mosc years o spend before 1hey would be due
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for fetirement. Motivaling the study population to pe Involved in routine PC screensng
health behaviots by iy

h°5p"°| Management woulg be an nnportant inveslment. an

invesiment aimed g promoling their healyh and maximising (heir productivity . Only
of Unwcrsities are

fetired (Federal Ciyil Service Commiss;

Judicial (?ﬂlccrs nnd ncadetnic siafy allowed 10 work £l 65 1 0 venrs
belore they are '

on, 2000).

2 Aw, . . ;
3.2 Awareness antl Knowledge of Prostale Cancer and Prostare Cancer Scrccninp

Many of the respondents were aware of what PC is;

that i is the cancer of the proslale
gland. The study revealed thal work ploce (the hospita

) was the respondents' main seurce
of information relating to

I’C and PC screening sesvices, Tlie study selting +s ont ol the

foremost teaching hospitals in Nigeria with highly skifled staiT,

There are medicat and
surgical

oncololy scrvices in the hospital. In addition the hospilal houscs. the Nigerian

Cancer registry. This situation may be responsible for respondents® inention of the UC] b as
their source of information,

A Swudy by Bournc (2050) which focused on PC screcming hnow Jedge, attinmles
Practices among malc health worker revealed thay majorily of the respendents were aware

of PC. Heahh carc workers are role models in health matters. They ase usually among the

first calcgory of people to be aware of cases of PC and othier health problems of public
helth importance. This is 1o be expected anyway because health workers. idcally. shoutd

be more knowledgeablc about health mallers comparcd to those who are not

Majority of respondenlsiin’this study had &nowledge of the uge ringe vt swhich a nun’s
susceptbility o PC.increascs, The suggesied age for PC screcning text was 40 acars
(Alulomah 20 10); According o K\snng" es af. (2000) and hialters ¢t o, (2006), bifctime
risk of developing PC and dying ffoin the discasc riscs substantially among nicn beiween

the ages of 45 and 50 years. Majoaty of the respondents in this study had knowledge of

highly suggestive symptoms ol 'C-

Al ion of the rcspendents werc also knowlcdgeable about factors which could
acge proportion of the

be in1cd wilh 1he occurrence of PC. ABe. heredily, Tamily history and ly pe ol dielaty
associalcd wwilh the

ndents. These (Bctors were similorly
iniake were the major faclors mentloned by the respo

has been identificd as a significant risk factor fur PC
reposicd in previous sludies. Age Nas

kso & noted thot viher risk Factors sty
7). 1 should @
(Allen s oi., 2007; Magoha, 200
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associated with yncreasey risk of PC include family history

st fe. e e nale
and lifestyle changes (Aronson lifestyle. cthnicaly, genctics

and Freed land, 2000 \oul, 2000. Valer v wf . 2012,

Alten, et of , 2007: Magoha, 2007:
' : » Ejtke and Ezcanyika, 2009: ati e
2002, 2004, 2006 and 2012) 2009 Mitchel. 2011 and AC,

Majority of the
yority of the respondents reported that betler heallh care scrvices and periodic medical

ways of preventing Lhe like lihood of dying from PC. A previous
.of PC diseasce in Nigecria by Akinremi 7 of (201 1) revealed different wiys nf
enting of PC which included lilestyle and behaviors| pattems. Fhig studs howedihag

respondents’ level of knowledge felating 1o preveniive measurcs reloting
dying from PC w

cxamination are major
review'

prey

to likclthood ol
as low. Multiplc intcrvention methods including pyblic enlighicament,

advocacy and in-service training are nceded to improsc their knowledge as the weakness

of onc could be counter-balanced by the strength o fother methods

More than half of the respondenis were not awarc of health facilitics that proside 1%
screening services in Ibadan, Work place was also reported 10 be the main sovne w
information about PC screciing scrvices which also implies that eftective health cducation
progranime redating 10 PC scrcening scrvices should be organize: within the study sctiing.
The sidy noted that over half of the respendents were knowledgeable about the foct tha
DRE is among thc tests for detecting PC. According 10 Tingen ¢t of. (1998), regular
screening with DRE significantly helps in detecting PC o) on cordicr stage Annlher
picvious study carricd out among primary care Physicians in onc teatiary and one genem)
hospital in San Francisco by Taisan ef a/. (2009) identiticd DRE as on accepted Screening
method, According 1o the definition provided by Groenwald (2000): Ctunese Communyt,
ilcalth Resource Ceptre {2007) and Bourne (2009), DRE is the palpation of the prostaic

gland through dgital manipulation of the rectum

A Inrgc proponion of rcspondcms had good knowtedie of the appropriale wne X rnal

have a PC screcning tese nnd about carly treatment of

PC. A simdor finding wiss repuricd

also revealed shat wiany

rcfeain e penctic Jink of the disease. . |
Res ;ﬂi ‘0(“" kK knowlcdge score on pC and PC sereening using 3 1- point Knuwledge
cspondents’ mcan Kh

‘as I - i’ ,, ‘\“ ]
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' PC and PC screcning. Furher analysis showed
/

. that knO\V!cd c s
and paramedical siafY than other ptolhssional g i

roups. A similar cxpcricnce rded
the study conducled among rural pealih " p was recorded 1n

rkers in Jamaica by Boume (20 G
Kknowicdge among clinical and piramedical g TP

alTis cxpected because these siafT incmbers

are usually exposed 10 cancer.relaied issues during

‘ | their basic and continuing cducatiun
programmes. The high |evel ol kn

owledge among clinical

and paramcdical stafl i (his
Study may be duc o one fonn of incdical education or th

¢ other acquired by thern In

addition, being sinfT members of g reputable teitiasy haspital in Nigeria may have given

clinical and paramedical staff more Oppostunttics and privileges 10 arend scminars. work

shop and conlerences relating Lo cancer with special reference 1o PC.

Moreover due 1o the nature of their schedule of duty. they have the greatos UppoOrnRI)

for direct patients' care which tnay influcnce their knowledge. It was obscrved in ihis
Study' that sespondents thot had ever had PC screening test had higher knowledge of PC - oy
and PC screening, A study by Bells ¢f al, conductcd umong the physicians in Southeen | ’ '
Califonia however revealed a contrary cxpericnce. It was soted that the higher user of
fouline PSA screening hud lower knowledge scores of natuet history of PC and lest-

characteristics rccommendation of PC screening. [owcever. @ previous stwly by Hoarsg o

3
|

1
(2009) also reported a contraty situalion; he noted thot knowleifge had no influcnce m‘ & |

screcning behaviour of male health workers. \ I|I

, .
= : ;,
The result of 1his study has showa that the level of knowledge of respondents with fumity él { !
history of PC was highef tan rcspondents with no family history of PC. This impfies thay - |
increased level of knovwledge has positive relarionship with famiky histery'. Respondenis®

past experiences derived from Jamily members thar e "Tm a5

high level of knowlcdge. A similor obscrvation was madc in the siudy conducted by

Magnus (2004) which showed tliat the level of know ledgc among respondents wath fanily

¥ amily history.

history of PC was higher than those Withno family Y

i » [ F1) e q i t !

5.3 I 1ivn Relnting lo Prosinte Cancerunit IProstnle Cimteer Sereenisy
‘ creepli

Services

. . : in tnducy
Given the rolc of risk perceptions If Udi'ns pC discasc and PC screening (Glonz or uf,
ar

ng coitain ficalth behaviouss, il 1S necessie) (0

undCrstand peoples’ risk pereeption ek

2008). According 1o Coupenter (2010)
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-relaled
- Consciousness of one’s vulncrabi ity is
| i
workers relating 10 the Plienontenon s Needed wiy

for initialing precaut; -
PrE-autionary aclions (\einsiajn, 1988). Perception of inale heaiyl
*healih

h

. ; 3 view tp .
preventive  straicgics, Moreover health yorkers ik L TS

a7 an imponant sowrce of health

information for the pencrai : ,
gen populdtion. Theretore, ji is importany |hat the information th y
c ¥

Th i it
¢ sludy sho\ved a inixture of both positive and ncgalive perceplions of 1PCang 1

screening scrvi i
E scrvices among the study population. An cxample of a positive perception relate

0 the vicw ]
¢ view that occurrence of PC discasc does nol occur only in people who ane tow

sexually nctive. A siinilar observation was recorded in o past study by Adlen o7 of {2007)

ond Ukoli er ¢, (2003). Another posilive perception on severity. of PC was that PC s d

\ely scrious disease, more than whal People are made 10 belicve. This perceplion was nol
different. from what Ukobi ¢t af.'s (2003) carlicr norcd.

Mty of 1he respondents had the opinion thal early delection of I*C is not a waslc ol Innc
ond not a uscless excrcise. This is anothes:positive perceplion. Furthcrmore some were of
the perception that the bencfits of PC screening oulweigh the challenges oac gocs through
during the screening procedure, The findings of this study contsadicl the recommendation
of USPSTF agntnst PSA screcning which has nol been appraved by DS Goavcrnement e
recomincndation proposed by USPSTF is "againsl PSA-based PC serceiing regardiuss vl
98¢ and fanily history. ol PC screcning™, Bankhead (2011) had. however. aepafied che
official reaction: from the American Urological Association {AUA) ns well as indwidual

physicians thas tlic recominendation by USPSTF could do more hann than good 1o many

MeN at risk of PC. Attention was called to the lact thot USPSTF is a group of primary cape

Physicians likc pacdiatricians and obstctrician/gynecolngists. whe had sever treated P

paticnts and so coutd have misintcrpreied the litcrlun: revicy which forns the basis o)

theit recommendation. The study implics thn! respondcils with positive gereeption hid

3 ) : ¥
avourable perception rclating lo PC discase and PC screening
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Atypieal example of 3 pegative risk

thot teeatment of PC cynnot Jegg 10 impotence, Thi
. This

tnplics that ma
son-(avourable : i ny respxuidenis had
pefecPtion related 10 jmpotence 35 onc of the oraby
nC. probicins of (ecatmeni of

- Though perception of respondents® i
risk of developing PC : =
study, 3 pasi ping is oulside the scope of this

stud i :
| Y ONh perception of PC screening scrvices by Connier,

(2002) Kwun and Reid

which was camvied out umong fiest degree relutions of men with I"C" noted 1
many of the study subjects believed that they were at higher risk. Wha Blooin.ct o/,
{2006) noted in his study is differcnt; he reported that a positive family history of P'C docs

not necessarily increase risk of the disease bu this factor may provide motivation 1o obtain
a PSA test.

The study noted thot some of the respondents were of the. perception that vest wi 1%t
screcning was 100 high ond thai the procedure for screening for I'C is 100 painfu). These

fespondents® opinions arc not amenable 1o classificaiion into cither pasitive riskd ot

| ncLative risk but can, ull the same, altiect adoption of PC screcning, The study hns sho
thal majority of the respondents had o favourable perception relating 1o PC bul 'L"

tig

[y

misconccplion of the few ones with ncgative perception could huve strong influence 4
their befieviour os health worker. the meny cases healih care salt's picferenves .n\
behaviour influence their professional preciices. For instance previous studies carried oy §
among health workers by Schwartz cr o/, (1991) and Frank et of (1998} revealed that IPA

petsonal health hobits of licalth care worker arc major peedictors of their behaviourl ‘u“!

:'I-
- o

pmcﬁc cS.

=rd o sercening I yperiences
5.4 PProstale Cancer-rclpted Risk Fuclons and Sercening Fape

Few of the respondcnts had a family history of PC, the identificd relntsves wilts PC pelated

history were grand fathers, fuihers and brothers. Family history: is onc of the known noa-

madifiabte PC risk factors. One €anN0

information {rom oncs family history

| chonge Onc's famifv history bul onc €an usc the
lo be miiing Dppropriulc prcvcnlivc mcosures,

Family histoty has been shown 10 be strongly associotcd with increased risk of I'C {Allen

¢! al.. 2007 and Mitchel, 2011). The practices AMONg

, bacco products an

them nciuded use o 10 .

vulnerable to PC | : of PC has been linked 10 consumplion of lugh-ful. dict
incidence
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Ihal men who smoke
grealer risk of PC (J1abito and

+ 2007; Pyrson gnd Kashel 2008; US National

)

The pr\‘ﬁ'CﬂCC ol usc of PC SCfCCﬂing et T

finding Is similar £ the study population was k. {lrs

k0 1hosC of o rescaich carricd oui g

- : Muag Urologisis at the yniversity ol
llorin Teachtng 1)ospilal, (lorin university ol

in Nigefiaby Ajape of of (2019 on client deinand for PC

sercening. They observed thot the number of men requesting for PC per respondent w as
Wi

| .of PC discasc in Nigeria by Akinremi er af (2011) has shown that toutine
PC sercening is not pracliced by many men and that most PSA testing and DRE emanate

from suegical clinics. The study carricd out amang rurgl male health

low. A révicw

| | workers o1 \Wesiera
Regional hospitals in Jamaica by Boume (2010) has shown that only 27.1% ol ihe

respondents had cver adopied PC screcning scrvices. An cxceptional situation was (ound
in Brazil. For instance o cross sectional study conducted by Goncealves-Silva ¢ af. (2010)
émong healtlh workers in a tertiary-cane hospita) in Sao Paulo, Bezil revealed thai

majority (67.0 %) of malc health workers had undergone a PC screening test,

The ages of respon dents that ever adopted PC screcning services range from 30 10 S3 years
With a mean of 39,74.6.1. This implics they were within the suggesicd age range at svhich
Men can adopt PC screening services. Although mgjorily (67.2%) of the respondeat were
within apc 25.39, (hese group of respondents were not wilhin the suggested age geoup lor

foutinc PC screening which made them not 1o be eligible for udoption of PC scroening
nices.  Low prevalcnce of adoption of PC SCFeCAINg SCIVECes ainonk the stiedy

population indicales that being o health care professions) docs not neeessarily have i

sigstificant cffccl on adoption of PC screening scn ices, Low utilisalion of PC scrccning

Vices and prevalence of posilive signs/syrnptoms of PC among the respandents

‘Ihis is morc so as latc prescniation ol Ihe discase can lead
readily Icads to paraplegin amt rore
2000 The trosate vlnd

constitiee a source of concern.
10 mewstatic discasc. Metastascs involving the SPIC.

oibital ynclasiases (Shittu and Ogunbiyk. 2003, Badmis /¢
en the concer has do smewd

. yﬂ \\'h
ind somc lissues around thc orgdn can still be (EMOY:

2008 Babain ¢/ al . 2008
of stigmauzation niight have

). The provatence ol positive

be)ond the proslatc gland (Walsch.
of the iccberg, 85 fear

jaring thelf exiricntcs
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R dahglr experience with jhe (ollowing: parents

: collcagues o
dijscusscd with BUcs and wite. Oply fevy

Ng two thirds (68.3%) of ihe

Their health behaviour nay be duc

- to e
|

aspecl of trditional male gender tcndencics such gs foughness and caiotiont ¢amsa!

(Couniney, 2000: Addis and Mahalek, 2003; 1ific, Risbridger and Gecen 2005. Allen v o

2007). According 1o Plowden (2006) gnd Jones, Stecves. W

@ urologisi. By implication, the remaini
fespondceuts never sharcil their expericnce

sllan (2089). geticunt

others have ' Roos o
a strong influence on people’s decision 1o adopt PC sercening services

56 B rricesand benedits to Utilisation of ¥ rostate Concer Screcning Serviees

The study bas rcvealed reasons adduced for not adopting P’C screening hy some
fespondents. Many respondents ieported that absence uf lanaly history o) I'C wirs ihe
main icason for not adopting PC screcnling test: According to Plowden (2006). ¢

screcning adoption depends on factors which include family history of PC

The other reasons ndduced included lack of tinie, pain associated with the procedure and
fear of 1hc outcome of the result. Previous swudies have attesied to the influcnee of these
factors on decision to undergo FC screcning. Accordmg o Ardat. Smner. MMeginaws
Zicpler and Berker er af {2003) and \ollong David and Haus- Juachnn o of, 12014
respondents* unwillingness to adopt PC screening services may be duc to fear ol posilive

tesuh o f PC and fearof painful proccdure during the 1est. Furthermore embarrassnienl was

also one of the reasons for not adgpting PC screcninG services. A previous study by

Boume (2010) among the rural heaith workers noted that DRE was considered a violation

ofone's manhood. Clearly this finding implics thot cducation or “health lleracy™ ducs m

i i : st P nin
remove {his socio-culiusal batricr against PC sereen:ni

O¥er half of the respondents reportcd thut lack of adequaie infomition aboul PC
c

' test. |
recning hindered them from careying oU! the e,
Nember in o licalth care sciting would promee anarencss 0 b

he assuniption that being a staf)

ith ducation lCTvenLeIN I DUy

P for hea
WIONE by (his result, This sigmfics the necd
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nowlcdge ond getling (e
- ’ MEsSABe out are l'mpommt molsvatoss | i
R ricce or dcceplay 1%

Only a few of the i
y ¢ respondenls mentioned public enlighleninenl, afTordabilily of the su

lo the service as faciors which could hey
screcming scrvices. This is nol dificrent from the findin

{2009); Rosc et ai. 2009; Winterich ¢ af, 2609; and O

and casy access Ivice

P to promoic the adoplion of PC
Bs from past studics by Jones ¢/ af.
gunbiys, (2010)

The study has noted That respondents that had cver adopicd PC screcning senvices feporicd
that the mu;n motivation for adopting the practice was the necd to find oul «f they had PC_
According to Alulomah ¢t af. (2010), respondents that had cver adopted PC scieening
participated in the test for the purpose of improving their qualily of life by reducing the
conscquences assacialcd wilh PC in case I'C disease was delecied This el course s nne

of the benelils of BC screcning.

5.7  Lnplication of Findings for llcalth Prumotiunal Education and lcalth policy

Findings]'rom this study have health promiotion and cducation implications: they suggest
lhe nced for multiple inlerventions dirccted nt addressing the phenomenon. Health
education is any planncd combination of learning expericnces designed te predispose.
cnable ond reinforcc voluntaty behaviour conducive i health m individuals. groups o
comimunitics (Green and Kreuter, 1999), “World Health Organization (2008) have siuied

thal a coonlinalcd nuiti-scetorial approach which usually invoives a inultidisciplinaiy

sirategies is needed to addréss issues of PC scrcening and PC prey estion,

Inscrvice (raining" programaics designed for malc health carc workees on I and 1%

Sercening scrvices: should address identificd gaps 0 Wl o ek ch s SSORRHIE

prevenlion and controb of PC and FC scfecan
positive  stgns/sysinptoms, managchient

g It should be designed 1o vover whe

‘bllO“ing arcas: assocC aled rish faclors;

Procedurcs; complications; physical. physiol
n and benclils of PC screcning tems. Such an

ogical, Psychologicol and cconomicat

Kreening services,
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inlekvention ghyq can help jmprose
Workers, especig|ly; those \who have not had

| ¢l basic braining, This js panicularly so for
fessiona}s such gs

The ulimage goul of an ,

male workers that gre nol kealth pro
sdinintsimtive, malnlcnanee and

N-3CAICC trmming should b (he

ilormation related stall

devclopiment of 4 susiumap)e sysicm  for cxisling

skills necded [or pC and PC screening ¢
(rINING progrmmmc could pe in he fonn of seininays,
education opportunities,

male :
knowlcdge and nale heahh workers (v jiequine
onirs! programmes. 1 he moscevice

conlerences gnd similar continuing

The results of 11 ' '
Uns study are yselul for the design of an In-service 1roining ¢yrrictlom I

maolc health ' ecls ' ' i
health workers. For c(lectiveness, jn.service IrOINING, programmes skoutil gustness fhe
of malc health workers bascd on their stalulury

- In a previous PC screcning cducaltonai
tnicivention study among African-American men was carricd out by Taylor ¢1 al. (2006);

it was noled that respondenis’ knowledge scores increase slter the inlerveniions. in
addition, decisional conflicts about PC screcning were reduced and mjoriy hadt ile
alcntion 1o have a PSA and a ORE within the year. According 10 Oshiname and IBrovpee
(1992), in-service iraining has been proven to-be cflieciive as o healtls educatinn slentegy

lor hicalth carc-related w orkers.

Public enlighienment programmes including awarcness campaigns have the poientiols for
reaching a large number of people. Though public cnlightenment campaign con create
WateNess and influence knowledge, perceplion and anstudes. and fasier polincal sl
aclion, evidence of the clfecliveness of thesc bpprooches i changing peaplc s TN

On a sysigined basis remains insufficieat (Whilckas, Haileyesus. Swan. and Sahsinan

2007). However, efforts must be made to combine it with other strtegics such as peer
‘ . (YA N "
cducation and policy intervention to eflectively address the issve of ICCand PC serecning

among male health workers. Public cnlightcrinent deckniques could involve the usc al

" b )
POsicrs, Icallels, documenturics, fingles and billboards ¢ Whitehur c# af . 20072 Lise ol g
' e Ipful kS the \sc.lkncxs ﬂf ol t'ntltll Ine

Of more comnniunication neclin could bs very
0N pensued for, by the strengths of the other tedio
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SCreehing (Whitckar o al. 2007). Puhlic

(] c “ .

discasc. gssociated

UCIL “Ihe PC pnd i
bnd PC screcningrelated public enlighicnment Programmes should be

rclaicd information

Counscling is a health educanon strategy which facilitates the making ol choices melhiding
whal to do in the case of PC screcning. ft could be used to address the psychosocial
challenges associdted with PC screening (WHO, 2010). Counscling is rypically
characlerized by onc person assisling anothcr person or group Of persons 10 gan an
understanding of challenges being cxperienced. Counscling thus-assists peopic (0 make
and implcment appropriate dccisions (Glanz ¢f al.}). Professionnl cinmsclors or hicatih
workers should be trained 10 provide counscling scrvices (o mate health worken alwun PC
and PC screcning. 1t is anportant 10 offer psycho-therapy or counscling services before
and after PC screening lo cnable people to face the psychologicnl consequences thal could
be nssociated wilh the test nnd to assist people to make infomied decisions regarding
whethier o panticipnic in PC screening or not. Elfort should be made 10 conduct sommeling

INan cnvironment that ensures safely and conlideatiality

The combined use of ‘two or more of the aforc-mcentioned heallth promotion and heahh

educalion sirategies is prefeered for preventing and conltrofling P’C discasc because of the

itherent pdvantages. The use of o combination of strategies cnsurcs thol the weaknesses of

6n¢ are catered for by the strength of the others {(Knicich. Weilis Reddy and Alcijer-

Weilz, 2001; L.amben and McKevili, 2602).
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F;& Conclusion

This study has revealed (s Lhe ievel of awareness of
o

i . pc :lﬂd PC ‘Cl’ecm'n- n ' | '
Iespandents was high, However, more than half of gn k among the

. ¢ respondents had poor in-depil
i oheo) PCand e sereening, despite the faci thot th i

health carc sclting where PC s roulinely managed alle
counscling and public

¢ respondents were workers in @

¢ diagnosis. In.service \raining,

enlighte : :
_ shienment are imporwnt cducational straicgics for addiessing
the situatlon.

The respondents’ knoledge about PC and PC screening varicd wilh their prolessionat
grouping. Generally, clinical and paramedical male heaith workers in UCH were more
knowlicdgeablo compared with adminisirative, mainicnance and information malc hcalih

workers, This is being cxpected as the professionals are cxposcd to more cducalsonal

opporiunitics than the non health professionals.

Malc health workers in UCH are vulncrablce 10 PC. The identitied PC risk-refated practices
include smoking of cigarctle/ usc of lobacco-related products and consumpiion of nsk-_,,‘
loden (oods. The vulncrabilily of the respondents & a major public heallth concemn J_uu ’
Needs 10 be addressed urgently and this could be-donc through in-service 1mining:}_
counscling and public enlightcnment | ;

Y|

The study has shown thal mony of the respondents had lavourable pereeption eelating 1o

carly detection of PC discasc . IFor.instance many of them were of the View that the bencfits ]

of PC screcning outweigh the chatlenpes onc lzces during the screening proccdure. 1y
siudy has revealed thatmany.of the fespandents suppatled PC screening. Non-favourable
pereeptions which-include vicws “that the PC discase only occurs én people wha are oo
| 1C is o mild discase. which 18 nol as s¢raus as peaple dee e

sexunlly active™ gnd “'thal

10 believe™ are-the typical examples of perceplions that need to be addessed so s o

lacililste gdoption of PC screening Scrvices.
entiol influcnce on their practc

The misconception of the few ones with

- c as health woikets.
negative peccplion has pot

The study ¢ | thot cmbarressment is onc of the barricrs 10 the adoption of 1°C
siu 1as shown |
Creent 1 b ne Quarler of the fcspondenis Cultural belicls relag 1o
recning (cst by over ont ' i
di f o of one's reproduclive OrEans by other parfics which can
IXUSsion and cxainination

: be addressed
tonstitule barricrs to PC screctmg nceds to
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89 Recommeidations

The recommendations bases on (he study are os follows-

Public cnlighientent intesventions

relating to PC and PC screcning, preveolion aud
conlrol

are needed in the study sclling. These intersentions should be targeled at Male
liealth workers should be aimed ay improving their knowlcdge of ways OF preeuiing

and conlrolling ol PC .

Clenients of PC prevention and control cducation shouid be infused into Lhe pre-
cmploymenl education curricula for malc workers in health care sciting tntioduce the
treining/induction activitics reloting 1o the diagnosis. signs and symptoms, risk factors.
tr¢alment, complications, prevention and control of PC disease.

Appropriate cducational intervention such as counsefing i s necded 1o modif}
respondenis’ perceptions relating to risk of PC as well as pereered causes, ety
an«d complications of I’C.

There is nccd for regnlar continuing education programmes to increase male stall
menibers’ knowledge and modify their perceplion relating to the prevention and
control of PC.

A policy which makes PC screcning a routine health secking behavior for maic stafT

willy first degree family hislory of PC should be fontintaicd and imiptcincnscc by
puthouritics of UCIL.

5.10  Sugpcstion for Further Study

An educarional inteivention of the quasi-cxperimentul design is necded 1o deicrmiine the

clative eilects of educationat-staategics on knowledge. decisional conflict and schi-

tcporied PC screening among malc workers in a teriany' and non-crtiaey health core

sclling,
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APPENDIX ]
QUESTIONNAIRE

KNOWLEDGE, PERCEPTION, RISK FACTORS AND UTILISATION OF

PROSTATE CANCER SCREENING SERVICES AMONG MALE STAFF OF LUE

UNIVERSITY COLLEGE ITOSPITAL IBADAN, OYO STATE NMGEIIA

Dear Respondent,

My name is 11assan, Rachel Olufunmilayo. 1 am a post-gradualc student in the Depaniment
of Health Proimotion nnd 1lealth Educaiion, Faculty of Public |icalth, Univeesity of
Ibddan. [ wani 10 lcam froin you aboul issucs related 10 prostate cancer sereening services,

This intcrvicw is important because it will help us undersiand the lactars influencing the

acceplance of prostsic cancer screening services in Nigeria

Kindly answer the queslions as honest as possible. The questionnaire well lake about 30
minutes and you orc free lo terminate the interview at any point you wish without uny
repercussion. \Whatever is learnt Itom the study will be useful lor tescarch purposc only
Your namc 1s not required; so do not wrile your names an the questionnaire and he assured
Ihat your responses will be kepl conlidential. For your infarmalion ncccwany il

approval has been obtaintd at the joint ULUCL] Ethical Review Commitlee

Consent to purticipute:

- Tt ¢ ¢ o il

B0 you agree 1olake part i this study?ATick (] 1. Ves I 2ne LT
¥ you agrec to take part, can'you <1act lo onswer the questions now? | Tick (V)]
LYes [J 2N

[ [T

e —

Tor office use only
Name of ihtervicwer... -«
.ale....,.-..c (XY X3

-
-
-
[ ]
°
[
L]
-
-
-
-
-
°
°
.
-
-
-
-
-
-
-
.
L
o
L)
a
-
°
-
e

eVseav it gnccbarroseeote

-
[ 1 )
Serla' NO...""“-- see 0 “..’....,.......ﬂ
— —
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YION Kf:'Socio-dcmogr.zlphic Informatiog,

e Tick (¥) any of the responses ghat apply

10 you in the boxes ( ) provided or
npletc the blank gpaces provided. i

1. What is your nge? (As a1 last birthday in ycars).......

0000 i4ose 09000.004

2. Marital S1atus?
. Single 2. Cohabiting 3. Mo
4. Scparated 3. Divorced 6.Widow

7. Any other (specify)

3. What is your religion?

1. Christianity 2. Islam [J 2 Tadiional [
4. Others (specify)..............
~ 4. What etlic group do you belong?
|. Yoruba 2. Housa 3.1bo
4. Othiers (specify) --- -
5. What is your profession?

1. Doctor 2. Nurse ] 3. Pharmacist ]
4. Laboratory Scientist 5. Dictician [ 6. Physiothernpiss []
7. Mcdical Social Worker 8. Adminisiotiveofficer[ ] 9. Record Ollices (]
10. Engincer 11, Others (SpeCily). v ricasiinisivin

6. How long (in ycars) have you been funciioning as a health professional in this
institution in the capacity refcrred 10 in queshion 57

7.\What is your highcst level ofcducation? |
|, Completed Primary £ducation [ 2 somc Secondary Lducation il

3. Completed Sccondasy Education [ 4. OND [0 5. NCE B

6. HIND 7 Bachelordegree [ 8.MSC/MA.LT .MMt
10.PhD L 1 1. Nursing O
14, Others (SPCily). i werssmmeermeereess

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

| 117




lon B Awareness

ancer Screcning Services,

I i -

Tick (Y)any of 1he oy ions t hat applics to you jn 4he
blank spaces provided

8. Hove you ever heard of prosiate cancer?
[. Yes 2. No
(If No go to queslion 3))

9.\vhal is prostalc cancer?

1. Cancer of the prostate gland

3. Inability to urinale

6. Others (specify)

and Knowledge Relating g0 p

2. Inflammation of lhc prostate gland O
4. Cancer of the malc reproductive organ

rostate Cancer nnd Prostate

boxces (

) provided or counplele the

O

10. What arc your sources of informalion on proslate cancer?

(You con tick (¥) inorc thun one oplion).

Na

Yes

l My wife : .
2 | My Triend '
3 Television
g Work place
5 Inlcencl
6 | Mcdicol Joumals anii
KT [Semmar
g _ WorkshOp_ G
9 Colleagues :
10 Fiends -
0 fRellives
12| Radio T
13 '_N_c'\;s_papc;s Sy =y
W gz o

15. Others (Specify) -—m————"""
rs (Specify) 1o prostate canser mcreases?

1. Al what age can o maon's susceptibi hity

com birth [
l. From 40 years and above ] 2. From bir
5. Others =——""

4, From age 18 years O

I—————

3. From pubeny [

- OS-0-@ Yum S e .
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than one option) prostate cancer? (You cantick (¥) morc

Headache Yes  No

o

DifTiculty ¢n urinating

Uncasy feclings in the pcnis_'___ —

Uncasy feclings around the anus -

A
¥

Uneasy feclings in the anus E

Uncasy feclings at the iower abdomisal region

A times therc are no carly signs N

Dribbling of urinc —:

Y. Others (Specily) ..ooiveiineiereiienceriinen oo

EiFdob)iie PN RLOG 50 idime, ie i +

13. Which of the foltowing are features which could be associnted wilh psostate cancer?

(You can tick (V) as applicd. you can tick (V) more than onc option).

Yes N

b Rucc NV :
2 Age

3 Diclary intake

4 T Seaual transmilted infection J

b Occupation it

6 Cigarcite Smoking ) B s )
1|_'f Obcsily o gl -

8 Inlicrited genes - !

9 Physical inactivity L .

10 Mulliple sexual pariner i

|| Excessive aicohol consumplion P—

12 : I"nmiIy_hi—!&l;)’_a"_"_“’;‘;':'_C;'"'zr Ll

13, Others (SPECifly).euscsievrsswsmermn

b/
V4. Can thc likelihood of dying from Prostatc cencer be reduccd or prevenied’

l.yess [ 2 No
(if No go to luestion 16)
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can the jikelihood of dying

(Youcan tick (¥) more than ope oplion)

from prostate cagcer be

B3cter health care SCrvices

|
2 Periodic heallh care services

reduced or prevenicd?

Yes

.

No

3 hmproved sex education

4. Others (please specify)..-—~_ .

e

16. \Vhy do you think

the risk of likelihood ol gewting prostate cancer cannol be reduced or

prevenied 7 —ee—-cea—

L Lo d

17. Are you awarc of any health facilitics that provide prosiate cancer 1e<l; screenmy:

services in {badan?

1. Yes

2. No

(il No go lo question 20)

i8. If yes to question 17, mention the names of such health facilities where firosiatc cancer

fesis are conducied I

19. Whal arc your sources of inforination on prostolc cancer sceeening scrvices?

(You can tick (¥) more than one option).

| My wile
2 My fricend |
3 Tclevision _
i Work place e g
S Intcrnel B
6 Mcdical Jourmals B B :
7 Scininal - =
8 Workshop
9 Colleagues — -
10 Fricnds — S
I Relatsves —_
12 Radio =
13 Nevs papers e ———
T Magazine —

| 1S. Others (Specily

J——'M"""-ﬁ‘—'r
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(I No, go to quesiion 22y '

21, 1fyes to question 20

The Table bel

cancer sereening,

For cuch tick

» where s i located i thin ucly?

oW 1 i
contnins q list of slatements peintin

(V) wheiher jt IS true or fise 10 show

£ lo prostate cancer/ prustate

how sure yew are gbaul ¢l

Tick (V) | lick(V) |

 True pALY _"_fgllic

slalciment.

st Pl e crenng

22. A rectal examinetion is the recommended procedure |

| i E’r_ t_!icct_i_n_g hacmorrhoids and nol Prosiotc cancer |

2). The Prostate Speeil i'cA_m_fg_en_(p_s'K) is 2 blood tcst
that can be used todctect lite anlibody agatnst
prostaic canccr.

2, _l’rostulc cancer can nol be curcd cven when detecied |
carly.

25. Prostate cancer can not be trcated even when =
dctecled carly,

206. 'rostate cancer can be prevented by regular exercise. |

27. Prostate cancer can be transmined fram Jather to : |
son.

23. Prostolc concer is panticulo:ly more comMon arnong
persons aged 25 10 SOyears.

29. A-man con have prostale cancer withoul llavig uny
pain or symploms |

0. . Surgery or rmdigtion cancure ;;r&lntc canccr in ils |
carly stage. : T

ED Early detection of prostate Gancer should be done In
the abscnce of symptom of prostate cancet l

37, Men with lamily history of prostolc CONCCF OFC MIMC |
likely to get the diseasein Ih_c_EIEE
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nC: Pcrﬂ‘i’ﬁﬂn of p rosintc cancer/
Tabic below centains 4

it Prostate cancer screening services,
: St of statemens
recning.

S i '
rClﬂtlﬂg 10 pl’OSlmc cancere PfOstiﬂc cancer

Far cach siatement ick

(V) whether . ;
tick (¥) undecided YOU tgrec or disagrec with. If not sure or no opinion

I'crccp‘i("_n_-ofpru:{nlc_ =
J cancerf prostage . 2 ! i's
cuancer scrcm]ingscn‘iccs 1 t-'.SB_L}J le& | ’_}_1 !u:k [ .YJ

'33 P i Agree Dsagree | Llndecded/ na o
. | Prostale canceronly occurs in peoplec whoare |

loo scxually neiive

34. | Prostate cancerisa mild discasc.

35 | The procedure for early detection of prostaie v

cancer can \worsen the discase if onc has it

1 163
=

Early detection of prostate cancer is a wasle — -

of time, detecting il cannot stop it from Kitling

any onc having it tveblually,

37. | Prostaic cancer only occurs in the people who

do not believe in God, :

— | —

38. | Cost of screening for prostate cancer is too

high.

39. | Treatment of prostate cancercan lcadto

|

]

--—
—— e e

impolcnce.

40. | Benefits of prostate cancer-screening

outweigh ihe challenges oe gocs through

during the screcning proccdure

q1. | Cancer screening tests in Nigerinarc nol

reliable because of the poor staic of our

42, [ The p;occ_dur'r_for_JélccTilig_ﬁ:Estmc conger is

— e ei—
——n—________._______l

|

|
cquipment. l -
L X |

100 painful.

e L
%l . De SCT oplc ore
43| Prostate cancer s not os scrious bs PO

madec to believe.

p——

g a uscless eacrelse

44, | prostate cancerscreening !

' ven if
because there s no cufe for the discase €

i L ¢ 1
| detected e ———
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C1 ION D: Related risk factars of prost;

ale cancer
Tlck (\1) any of the resPonses thay applies to

'~ Iheblank spaces  provided.

43. Do you have a lami i
. y amily member with prostale cancer or who has ever been diognosed
with prosigte cancer? |

YOU in the hoxes (

) provided or complele

1. Yes 2. No
{(if No po (o tjuestion 47)

46. Whal is your relationship with the family member who hag prosiate cancer?

1. Grand futher . Fother [O]) 3. Brother

4. Uncte/Cousin 5. Othcrs (spccify)...ccveeeee vvenen R
47 Do you have o l[amily member who died of prosiaic vancer belore?
l. Yes 2. No

{if No g to question 49)
18. What type of family member was the person?
L. Nuclcar lamily member () 2.Extended family member ()

49. tlove you cver smoked or used any lobacco produciy’
Vi Yes | 2.No [T
(if Ne go to question 53)

50. Do you presently smoke lobacco or. usc tobacco Products?
o Yoes 2. No ]
{if Nu go 1o yuestion 53)

St, 1low many sticks of cigdretie-do you lake per day”

52. How long have you been smoking {in ycors)? —
$3. Which of the _foltowing foods do you enjoy cating most ol the lime?

(You con tick (¥) morc than onc option). N __'_No
| = |
| | Fruits i
2 | VegeTables |
3 | Cheese = I
q Beans L i e | Sl | |
5 Lowmmik |
6 “TFall crcamonilk _ |
7 Yam L
8 Rice e ————
0 l:rl'c_diog_d_S________ e
10, Others(specify) — """
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Yhich of the following soureces of meal

| , ot fish do YOu cnjoy cating?
3 fou can tick (Y) mosc than one option) : =

I

———— i Yes No
Cow nicat .

Old laycr chicken with skin _ I
Gom meat

Cockerel chicken with skin

Intestine  of cow ment

Alaran lish {oku eko) -

B ————

Panfa {ish

Cat lish ' "=

g, Others Tish (specify)..co v
i0. Others meat or fish (specify)..............

000004, 00q000dd000

iiioeso~ifoqae

Scction [: Prostate enncer relntey sercening history

Tick (V) any of the options thot applies to you in the boxes ] ) provided or complete the
blenk spaces provided.

55. Haveyou cver been screened for prostate cancer?
1. Yes [J 2. No
{1T No po 10 qucstion G0)

56, How many tiincs hove you been screencd for prostire cancee i Ihe It [ayean?

Lonee [ 22imes [
3. 3times [ ~4:Others (specily) SR

§7. Where did you perfornt the prostote cancer screening?
Lucu [ 2 SuatcGorcament hospital []

P Pum—p gy c— Y ¢
—t

3. Others (specify)-——""""

R
53. What 1ype of prosteic cunccr screcning 1csts has ever been used (o screen you

5 S T Tl I Tl L L e 0oy
‘ . e mpR el BEE soeierloidnm

seopd oeRaT
5 ne *®

eres EmOmESO

cqome Poe"
veo =00 etpoeEptetT
T EX L

the piostatc camcer screening test?

59. wWhat was the ouvtcouc of |
2. Ncpalive .

|.  Positive

3. Others (specify)———""""
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n I: I'revalence of

any of the oplions ¢

BBClive $12Ns qnyl 5Y
- hat applies
provided Rt you

Inploms of prostate canecr. '
wnhe space provided or compicie the blank

Yes No
or slowed stast of -

60.

Have yOu ever experienced delayeil
urinary slregm?

61. | Have YOu cver cxpericnced dridbling ar leakage of urinc

most oficn after urinaling?

62.
63.

Have you ever expencenced slow/ poor urind1y stream? o

Have you ever experienced straining when urinaling. or
not being able to empéy out all of the utine?

I“l
6s.

Havc you ever seen blood in your urine or semen? —

liave you ever experienced bone pain most ofien in The|.
lower back and pelvic bones?

(If answer 10 questron 60 1o 65 is No, go lo (uestion 69).
66. Ha\e you ever discussed any of these signs you lickedin quesiion 60-65 with sunc
one? 1. Yes [ 2 No [
(if No go 1o qucslion 69)
67. \Which of the following did you discusswith?

(You can tick (V) more 1han onc Yes

L Parcots A
[T Wi R - -*“AJ
II ] Colleagucs _ i, N

]4 - ‘Urologist | 4
fs [General Sugen

6 iTmE_m;cm

7. Others (specify)
68. Where do you usually seck health care advice of treatment?

(Tick (v) as applicable, you can tick (Y) more than one) Yoo No
——— e
: ucn | ¢
3 | Privaic tuspatat Clioxe ez
3 Pnvale .ju.:l__c_l l_ i ’
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I 9 Pharmacy

JI 5 Government Y lospital

6 1 Herbal home

7. Others (specify)

Scction G: Faclors inMlucncing ulilisation of [irestate cancer screciing services
(Opinion of persun who has ncver been screen for prostate cancer and fuctirs
thnt cncouraged the picrson who bad undergene prostatc cancer screcning)

(For the person who has never been sereetted for prostate cancer).
You can tick (¥) more than onc option)

69, Which of the following is thc reason why you do not go 0r prosiale
cancer screening?

Yes No
| 1 It is cmbarrassing. L ‘
3 ['do not have maney for the test '

3 If prostate cancer is found and treated, § will not lmg_\ . ]
penis erection again.

-..4:,:_ |
| 1 do not ha have lime.
1 do not have belief in 1I|: lnbounouy result. \ |

e — 1

L If my cesult iS posmvc %Roplc amund will bc awarc

deatt
[1f my resule revealed “prosinie cancer, this is a death |

warront.

|0a Olhcr (SWCIfy) Tt e e S L - ——

s i Al el

.‘_"—‘4—.. ot

oy T

: ; ancer screeninB
20 opinion/Vicw, what will make you accept prosiate €
, Fiom your own

services? N e —

J—-‘-._

= rpone prosiatc canccf screcning)
¢

——————

(For the person who 1N e und

Thank yyu very much!

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

126

4

5 | '
6 | 1 do not have family histary of prosiste concer. | | t
o ?toccdurc for the test might be too painful ’y
(S

9
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QUESTION® Correct : =
| No g e Maxinnan
| Scorc
9 Cancer of the proslaie glnﬂd ‘
I From 40 years and ahove l
2 . DifTicully in ursinating :
12.) Uneasy feclings in the penis |
12.6 Uncasy feclings at the lower abdominal region |
12.7 Al times there are no early signs ;
12.8 Dribbling of urine |
13.1 Race 1
13.2 Age |
13.3 Dietary intake 17
13.5 Occupation R
13.0 Cigarcite smoking |
137 oy Con K
13.8 inherited-gencs |
13.42 Fasnily history prostale cancer '
K 1
14 Yes
£S. Belter health care services/Public cnligittens sbout
the disease /3\WOrcness |
152 Periodic healts care service/carly detection
Prevention e
16.1 Genelics/ Because & is genclinxlly connccflcd’h ,
| Becguse is one ol the ageing discascs/ABING © “_k
cannoy be moditied/ Due toour R psuETTR)
things that affecrour heathnegatisely
[ [FRE St
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fcc:\l:::as?;,lclics:g le and qucmr; related/ Poor health [}
not real/ No d‘:u gi"l;gchc\rc thal pm.slafc GINCET )y
qualified gpeqlaligt on

prostale cancer/ No dnsgs for cancer

Falsc management
2 False B

| é“ Falsc i| L
175 False | :—

26 False :
27 True E
28 False .
29 ' Truc |
30 Truc .- = |
3 Tuc 1 =
2 Truc T
TOTAL SCORE T
POINTS QUALITATIVE ASSESSMENT/EVALUATION | COME;
<15 POOR E =" [
> 15.24 FAIR e
2 22531 GOQOD _ 3
L N —




Percepiion Scale/Mqarking Sehie

APPENDIX 1

nic

TS(N Pereepli —
plon of Prastate | ok :

Cnncer/ Prostate ',1&"'9 '—‘EB.LV_] tick ((¥)
Cancer Se rccning 5 Dsagrec Undecided! no
Servicey . opinion

33. | Prostate cancer only RarTreEra] P | .
. nle \ Appropraatc | \nappropriate -
occurs in pcople who are | .ye v -
too scxually active
34. | Prostte cancer is a mild [napproprioic | Appropriate | Inappropriste -
disease. RS e G
33. | The procedure for carly | Inappropriatc Approptiaic | | appropriate -
dctection of prostate W +ve "
cancer can worsen the
disease if one has it.
36. | Early detection of lnappropriatc | Approprisie | Inappioprisle -
prosiale cancer is a -ve +ve ve
waslc of time; detecting l
it cannol stop il from
Killing any one having it
eventually. : _
37. | Prostale cancer only Cinappropriate | Appropriate | Inapproprioie -
occurs in the people who' | -Vv€ S i
do nol believe in God- -
(38, | Costofsc reening for | Appropriate | fnspproprate PPENCESSN
: +ve -Vé LS
prostatc cancer is (00 p |
. 1+ i ‘ Inapprapniale
= —— — Annraneiatc | Inappropriatc | .
39. | Treatment of prostatc | Appropriatc PP .
R
cancer canlead (o RS
40. | Benefits of prosiale o L
: kve
cancer scicening i |
cigh the challenges L ——
LA Louws gl fa
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Nasurnum

scorc

t




onc goes lhrough during

the creening procedure

screcning 1S a uscless
exercisc becausce there is
no cure for the disease

even if it is delecied

Inappropriate

-ve

Cancer scrccnil'lg tests in |nml"0priolc ,
Nigeria are pol teliable | ¢ A i 1=
because of (he poor statc e ']
of our cquipment.
|42 | The pr.occdurc for Appropriale | |nappropriate Inappropriate -

detecting prostalc cancer | 4ye e : p
is100 painful 4-+ -

4]. Pto‘stnlc cancer is not as Appro pr‘zblc Inappropriate Enappiopriaic. -
Scrious as people aee +ve -\ ve
madc to belicve,

44, | Prostalc cancer

Inappropriate .

A 1<

‘++ the perceptions that are not amenable to classificalion

=

e

Peints Qualitatlve Assessnieny/Evaluntlon Code
< {0 POOR (non favourable perception ) |

f
> 10 I AIR (fovourable perception) i
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Str:uif

APPENDIY v

iCati X "
ation of Study Pupulation inio Departments yml Units

I)ep_arhllcall

Unit

Nursing

No of mole siulf B

Necuroscience

e e

Suigery

Main Theaire

Theatre

\Wardcen

-

Admin

u
r
(¥

Physiotherapy

Pacdiatric

-— —— e—— gy i

{Onhopacedics

Neurosurgery

Medicine ¢

Cordiopulmonary

BummsUnht

Phannacy

S1afT Scciion

Mcdical Qut Patient

Wards

Oncolopy

Adile Retrovienl Clinie

Gencral Qul Palient

——
-
—

Nationnl Heahh Insurance

Dental Cenler

‘Manulocturing Sccti_on_
4}'.A‘dmin Stlf

Clinical

Clinical Phasmacologist

Pharmacology

=

Sialisticiah

Virology

Lobossiory Scicntisi

Total

Mycology/Special Diapnenis

Miaobiology

Corebro Spinol Fluid Cutiure
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Routine

Tuberculosis Culture
ST C Serelogy

ST C Culture
Swabs/ Mcdia Kitchen
Tuberculosis Staining and Micro
T Stool

Swabs

Medicai microbiology

Total =20

Dictelics Rodiotherapy I

Ward Round I
Kitchen I
Total =]

Medica!l Mcdical Oul Patient d |
Social \Vorker

| Surgica! Out Patient I
Psychiatric -
Accidenl ZEmergency 2

)

|

2

I

Paediatric

Obsletric & Gynaecology
Main Oflice

Alonu Office

RadiologY ‘Kadiographers S 9
Seclaries ]
8
|

Darkrooms
Admin Office .
Poriers |
| Radiologist B

10 | Pathology H E‘_bpl!holdgy ) |0
Histochemistry 9
» Research Laboralory 10

| Neuropathology 6
Chemical Pathology 9

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

§32




"Genersl Office

Rﬂd iOthfﬂpy Admin ofﬁce
.-,_'____'_"'fﬂ— l
Jechnologisy - ]
Physicist '
Eaginccdng 3
Radiotherapisi 4
[ =13
[ | Dentistry Restoralive 3
Cclldopolalogy 0
Child oral heath "
£ | Oral mexillofaciol 8
< Oral pathology 4
Oral Laryingotology 7
jor Preventive Dentistry I
us =28
12 Chemical Pathology | Scientist 8
Admin I8
Doclor 6
=32
13 | Accidentand Ortho and trauma q
emergency
Receprionist 2
| X-ray Department 2
Medical Side 5
Obsteirics and gynaecology 4
| Surgical Side 6
=3}
14| Polliative ‘Medical Officer 2
~Admin = L '
. : 7
IS | Stafl Medical Service | Scctenes =
—{ 3 .
16 | Family Mcdicine e =2
e = 5
— = Dilirybin 1Abortory e
17 | Pediatric Dilirubin AR — '[2

———
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Doclor
|§
| =2$
Medicine Lab assistopce 3
EEG '
ECG '
General Office .
Communily medicine i
Doctos | 5]
Nuclear Medicine 3
=42
Anacsithesia Office |
Doclors 19 X
w20
Ophthsimology Eye Clinic 2 =
Gencral Office 4
Ophthalmologis! I
_ =17
| 2. _NuclcmMcdicinc Clerk . | ™
Physicist ' i’
= Compttlcr 99‘"“” - ‘ = :lf
Lab Scienatist 2 = §
N Phamtacy ) - .‘:3
I Lab. Assist 2 g
= Radiographer 3w =
=" Waicer Treatment 4 |
: i ‘
I
. 2 =
22. | Occupational therapy | SPlint =)
| 3 SUfngy S“l."cs 3 —
Admin officer —
| Messcnger — l
Orlhopedic &Trauma ;8
= surgely =5
N |
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. | Obstetrics and

Gynecology

Admin oﬂiccr

Seclary

_Qbfil_tftics & Gynaecology

thcmlal Patient

Doctor

Ilematology

Medical haematology

Scientist

Psychiatry

Admin Oflicer

Psychiatzist

lcalth Records

Medical out patient

Child:en oul patient

Ear Nose and throat

Eye

Surgical output patient

General Out patient

O T CHEW

Causality

Stafl Clinic

: Physiosherapy

Obslterric & Gynaecoloy

Radiology

Radiotherspy

PEPFAR

STC/ Hematoma fogy

Psychialry

Owena dialysis

- =
1

Palliative
"Akinkungbe
Foundatlon

Dental

Abedo

Cenirsl Admin
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. | Information

Managemeni

Secrelary

Receptionist

e
A

Audq

Compliance

Revenue

Cash Book

Siore

—
e

Reconciliation

Payment

In-service morluary

Salary

Debl Recovery

|
-~

Account

HOD Section

Cash book

Salary

Budget

Cash Officc

Finalaccount

Revenue

Reconcilialion

IJMJ;’UNMLQ\&

Fixed Assel

| Pension

Tax

Coniract Fees

Paymeni Unit

Private stit

o =~ =] =] ="

Invesimen! and

special duties

2

32

Information
Technology

Net Ware

SoN Were

WA

}{oi1d Ware

Userssuppon__

.

lospital Service

——

NUIS

diﬁcnm' Admin

e —

|Tekephaneroom |
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-

Setvice Officer
Dental = :
|
Total Quality Allthe wards
Management 2
Clinics = ?
Admia Ofticer i ;
=7
Tele Medicine Produelion controland studio |
Server room and cinssroom | g
2
Procurement Unit 8idding document 25
Procurement Office T S
HOD's Oftice 3 T
Scclarics 2
=|2
37. | Bio medics Owena dialyses 6
| CSSD/ Unit 7
Theater SSDACU 5
General Workshop 3
Radiology 2
Administrative officers |
HOD! Assislance !
_ | Dentislry |
:—— =28
, 38. | Tota! Fac'ilily“ Enviroamenial '
Management =
[ Water Ircatmenl ]
Etectrical e
Plumbding !
] Lifi anendan! 12
| Medical _ '
= Capus! Project 2
fim Esiale — -
L f32

—
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. | Bulk Storcs

Receiving Bay g
Stationery Syores T
Medical Siores 3 -
1 Linen Slores
SRl [
General Syores I
HOD’S Office »
=17 )
Instruments Pipekine ;
Oxygen 29
Workshop 9
- OfMice 4
i =47
[{uman Resources Nursing Depariment 3
= Admin Tech l N
Residing Unit 2
Junior Record 2 "
Dispaich 4 =~
Residing unit f
Housing |
Training Unit | ]
Hospital Office '
3 [ Sules of form |
SeniorRecord 5
. Pilling 4 -
=3
42. | Genernl Admin Key Room L
' | Laboratory L
| ‘Main Office 3
"Extension Office AIZT
I'c M A'sOffice 5
- "C M D'sOffice us
. =31
b 2
43. | Legal Unil = I — g
= Al “| 0
44, | Community Liaison

Office

—

m—
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25,

Schools
Federal Governmen,
School of [
T o, of Cayi Tonmenla|
Public fealthTyror i |
School of Informagon Management || ]
Schools School of Nutsing 6 1
Pesi-Operative Nursing 2 i
Occupational Health l@rsmg DI
|
School of Medical Laboratory -
Science 2
=(7
Tota! malc siafl =1029
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professions
;SfN Clinical s1afT =237 | p;ramed
] T—
2}1& 600 =138 staffl _2:3 Admlnislfl[wc Maintenance Rccoed and
1029 240 x 600=140 | ooy 267 olficer =189 | information
1029 '_039?( 600 756 | 189 x 600 - 170 AN ECTICH
1029 stall Y6
96 x600 =S¢
| | Anaesthesia 19 [ Nussin : o
19x138= 14 |9 1480 =;22! g 1| Radiology 24 sudsician. |
237 — 240 gg;'“‘l 24 x 110 =44 Ix $6 = ¢
. 189 96
2 | Chemical : | L
Physmthcrnpy Pharmacy 2 Engincering 4 | Nuclcar
Pathology 6 17 2 xis6=1
§ : 4 x 110w Medicine |
x138= 3 17x140 =10 | 267 189 ;
I Is 26 /
237 240 96
3 Child Oral Health 3 Phafmacy 28 RﬂdiOlOﬁ)’ 3 Nuclear Fs-c_f;ool_of —
%:7”8 - eBx MO =16 )3x156=2 Medicine 5 | Information
240 267 Ix110=3 Management |
189 Ix 56 = J
N 96
4 [Clinical Virology Chemlcal Hospilal | Mealth Records |
Pharmacology 2 Pathoiogy 18 |Scrvice 19 |73
2 2x1(38= ! 2% 140 =/} 18x156 = |1 19 x110=17 |7 S6 ~ &2
237 40 . |67 89 e
5 [Community Microbiology | Accidentand | Toual Qualily Informintion
Medicine 11|15 emcrgency 2 | Management 4 | Monagemenl 5
Ux138= ¢ 18 x40 =9 | 2.xI56 =1 4 x110=2  [§x 56 - 3
[ 237 |240 | 267 189 96
6 | Genersl Oul Patient | Dietetics | Siall Medical | Procurement | Information
8 3 Service 7 Unit 10 technulogy 13
3x138= 4 Ix1d40 =2 |LxI56=1 10 x110=2 |§3x 56 + &
11237 240 267 |8.9 96 e
7 | Medical Medicat Social | Family : ;3610 medlcs 'zl'clc Medicine
e Medicine
Microbiology $ |Worker 3l L
Sx138= J 3] x 140 =18 | 2.x156=! !lg;" 1102 &5 i; st i
| 837 Al 2674' ic 2 | Toual Facithy | -
8 [ Haematology 4 Radiology 17 [Psediniric M : Iy
=10 2_“56 | anagcmuil
217 240
325110 =19
12 _
— _‘—-’J_'__-_-_
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?;’cdicinc D -~P'a|ho'fw—ﬁ—?—,-v .
SXVBS L (3 0a2 |y e, ° |BukSiores 17
237 240 o =1 17 x110= 19
Nuclcar Medicine Radiotherapy e 189
3 3 l:T;sﬁac?a I' | Instrumengs 47
Ix 8= 2 x40 =2 56, 42 x110= 27
237 a0 189
: ¢ q - -
Gynaccology 25 |4, |4g <, ECF;!SI::? 5 Radiolherapy |
5x138= 15 |40 St R F S (VR
217 267 189
Ophthalmolo -
5 §¥" | Chemical Ophihaimoogy
Palhology 8|6
Nx138= ¢ 8x 140 =¢ 6.x156=
Otorhinolaryngolog | Accident ang Nuclear
y1 cmergency Medicine |
Ix138= 4 4 Lx156= 1
237 4x140 =2 | 267
240
Oual Pathology 3 | 1iscmatology | Obstelrics and R
| dx138= 2 17 Gynaecology 3
23 12%140 =10 |3IxIS6=1
L 240 267
15" | Onal inaxillofocia! | Occupational . | Psychialry 2
5 Therspy 2 2x156=1
dx138= 3 2x140.=} 267
o237 | 240
16 Or:hopacedic Schoal of Audil 17
&Trauma 7 | Environmental | [Zx156=10
| 1x138= 4 3 267
237 |35 140 =2
L] F1 N ——
17 ' Pacdiatrics 18 | Public Health [ A¢coant 48
Hx 138= !Q Tulor l ﬁ_x“ﬁi'i}B
73y, 1 x 140 =¢ 267
[l 240 | -
I8 P.lho|ogy 0 | _Pﬂediﬂlfic 5 HD!'p“al
9x138= § §x 140 °J Service '27
237 240 12.%156 =
267
e | === —-—'—'_'L'_-—_. oy

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Z]




Preventive
Dentistiy | ;‘Ufﬁ e Tolal Quality SRR
Ix138= | Management 3
237 54’8”0 ~! 3x156s2
Psychiairy 10 [ Schoolor 51
10 x138= ¢ Nursing SOFurcmcnt
237 p nil 2
2x150 ]
6 x 140 =y 267
. 240
R
i £ e 2 | 2xIS6=)
2%140 = ;|67
240
Radiotherapy [ Nuclear Human -
DCﬂliSlf?’ Medicine 10 | Resources 31
Restorative 4 10x 140 =¢ 3 x156= IR |
dx138= 2 240 267
237
Surgery 38 Occupational | General Admin
Bx(138= 22 Nussing 2 [4]
237 2x140 = 4] x15% =24
240 267
Palliative 3 Schooi of Legal Unit 2
3x138= 2 Mcdical 2.x156=|
237 Laboratoly 2 |267
2x 140 =}
| 240
2§ = Community o
Liaison OfTicc
10
| Hx156=06
[ 267
% Radiotherapy =
I
| 1 x156=1
267 _
5 = Medical side *
b
15 x156 =Y
267
!. ETR Surgical 6
6 x156=4
| 267 _ = ]
i — _aisp
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APPENDIX VI

w4 INSTITUTE FOR ADVANGED MEDISAL RESEARCH AND TRAINING (IANRAT)
‘ COLLEGE OF MEDICINE, ENIVERSITY OF 1BADAN. IBADAN, NIGERIA.

Director: Prof, A, Ogunniyl g scpian) NOCIE. Fuc? Fwice. 14Lr (Ean, sRCP Rons)
Te/: 08023038583, 08038094173
Emll: aogunniyi@comul.edu.ng

UUUCIH EC Regististion Numbes: NHRECNIS/01/2008a

NOSICLOF FUL L APEFROVAL AFTLREULLCODMMBM T EL REND W

Re: Knuledfte, Peceeptlun und Utllization ol Prusisle Cancee Serccilnn Seevices waong
MafF\vorken of tlie Unlvernaliy Cotlege lloapital, thatlen, Oyo Siste, Kite)la

UYL 1] b:Cuea Commitice assipned nwnber: Uirk(/1 20328
Name of Principel lnvoligalor: Ruclsel O. 16avren

Address of i'rncipd] Invesigalor  Depariment ol 1lealih Pomabinn & Fdusatwnt,
College of Maicinn,
Univensliy ol ibudan,l badun

I Yate ol 1ecein of vahd appheaiion: 04/10200d
1Daic ol mecting when (inal deiwvrmilnalinn nn Cihiscal sppasal wasnim b Ny

Mt is 30 Inform you thay e research dasaribed Inthe subinitied pusocnl, 12ic cosvent lunas. andd

other puicipant {nfumiztinn matcaisls kave, been reviewsd and g ull appeae » e
UIRXC1E Eibla Commilitee

T hia apyiroal dales from 31/05/2013 10 0052004, W theee in delay tn adenting she 1ocarch
st wuferm the UNUCIHE Eahics Cotmitlisice so thai the daies of sppeuial can be wdjuntal
axandingly. Note thal ao pasticipanl sceqml of klivilty relaled 1o s ressarch mo) be cumdiaiag
outside of haxe datcy A informed consemt form wved tn tMs tndy mucs coony the LILC'TL 1
auipicd aumber arxt durasion of UNUCH EC approvael af the siwfy. 11 is cxpeclal thar you
submit your annual repon 4, well as an annual reques: {oe (ve prolect renewal 1o tive LHTUCH EC
aarly in uider to abeain rencws! of your spproval iv revcid disrupilon al vony reerx e

The Noliunal LCods for Heutth Reswarch Eshis iviftores yuv o veemWlv Wi A gl ineaniting s
Xddeliner rules und regulatfona and with ibe teraty of the Code 1 luditl crindnk thar il
ihveree eveivs, oo reperted prospitly o the HILC)E €C Ma chonget arc permitred in e
reavurs Jt witout pelpe Wipraval by te INAUCH EC escop I cireuminturtces uutlined in i, | (sp
The UHUCH EC nraxrive ihe righe 10 condini cumphitinge v1sit b 3xte re i b ain’ 1ilinas
JavV N evittfh ution
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