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ABSTRACT

| he incidence of breast cancer has progressively increased over the last couple of years and now
constitutes important causes of morbidity and mortality in sub Saharan Africa. Women with a
lumily history are at increased breast cancer risk and prevention programs based on family
story could reduce breast cancer incidence among women with an affected relative with breast
_ancer. The objective ol this study is to determine the association between family history of
sreast cancer and breast cancer screening practices and risk perception among women in [badan.
\ cross sectional study design was used for the study. Eight hundred and (ifty women in selected
communitics were selected using a 4-stage cluster sampling. An interviewer-administered semi-
‘ructured questionnaire was tiscd to obtain data on socio-demographic characteristics. lilestyle
lita. reproductive history. medical history of breast cancer and other cancer types among
clatives. breast cancer knoswledge and risk perception, and screcning practices. The items on
hnowledge about breast cancer were combined to gencrate a knowledge score. Association
between family history ol breast cancer or any cancer and screening were tested using the Chi

square test and multiple logistic regression at 5% level of significance

| he mean age was 40.6 years (SD = 11.9) and 68.1% werc currently married. The highest
‘roportion ol the respondents attained secondary level of cducation (41.8%) followed by those
vith tertiary education (41%). ‘The proportion ol respondents that reported a lamily history ol
cancer was 8%. More than one third of the respondents (34.8%) reported to have had self-breast
2xamination. while only 8.8% have had their breast cxamined by a doctor, also 3.1% of the
espondents has donec mammography. Women with a family history were 2.33 times more likely
hun those without a history to have recent CBE. however the association was not statistically
significant (95% CI = 0.96 - 5.68). There was also no significant association between family
nistory and mammography on logistic regression. However, therc was a significant association
between family history of breast cancer and medium/high perceived breast cancer risk (OR =
779.95% Cl =123 -6.32).
['here was a higher perceived risk of breast cancer among womcen with a family history of
wer, Cancer risk chinics need to be sct up in oncology centres where relatives of breast cancer

yaents can be counselled about opportunitics that exist for ¢nncer screening and hitstyle

sodilication.
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CHAPTLER ONE
INTRODUCTION
1. Background

Breast cancer 1s the most common malignancy among women and is the most important cause
ol cancer mortality among women. In 2012, there were an estimated 1.7 million new cases
constituting a quarter of all cancers in women and 522,000 deaths, 15% of cancer deaths in
women (World cancer report, 2014). The incidence of breast cancer has progressively
increased over the last couple of years and now constitutes important causes of morbidity and
montality in sub Saharan Alrica (Kantelhardt et al 2015).
I he incidence ol breast cancer is higher in devcloped World. however mortality rates are
lower due to population widc cancer screening lor all eligible women, prompt detection and
l[ollow up ol diagnosed women, and access to elfective and targeted treatment (Pace &
Shulman 2016, Fregene & Newman 2005). Additionally. most women with cancers of the
breast in low resource countries present at the late stage of the disease, and only palliative
carc can be ollered (Lopcs ct al 2015, Unger Saldana 2014, Scherber et al 2014).
Morcover, most of the tcchnologies required lor scrcening and trcatment such as
mammography and genctic screening lor breast cancer. radiotherapy. and new anti-cancer
drugs are not atfordable by many health institutions in low resource settings ol sub-Saharan

Alfrica (Pace and Shulman 2016) and prevention appears to be the most promising approach to

cancer control (Sylla and Wild 2012). [n spite ol the enormous challenges for breast cancer
control faced in low resourcc settings, secondary prevention by early dctection ol breast

cancer through population based screening have huge potentials to reduce cancer incidence

and improve survival rates among those dctected early (Lingwood et al 2008 and Brinton et al

2014).
Family history predisposes women to increased breast cancer risk and opportunities for

prevention exist in developed countrics where such women are offered genetic counseling and

testing lo determince the presence of inherited mutations. The management ol such women has

served to reduce breast cancer incidence and mortality. [n resource poor countries such breast
cancer prevention opportunitics are currently not operational. Howcever, opportunitics exist to

focus on women ai higher risk of breast cancer based on their family historv, Breast cancer
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prevention programs lor such women identified based on family history could reduce breast

cancer incidence among women with an alfected relative with breast cancer.

1.2 Problem statcment

There are wide disparities in the prevention of breast cancer and mortality from the disease
between women in the developed world and developing countries such as Nigeria. The
disparity in breast cancer prevention and outcomes in developing countries such as Nigeria
can be explained by lack of government policies for cancer control (Price et al 2012, Busolo
& Woodgate 2014, Sitas et al 2008), low level ol awareness and knowledge about cancer
prevention (Price et al 2012). poor access to screening services (Morhason-Bello et al 2013),
unavailability ol skilled personnel and infrastructure such as equipment for screening
(Kingham et al 2013). and limited options [or treatment ol diagnosed cases (Boyle & Howell
2010, Pace & Shulman 2010).

However. the awareness and utilization ol prevention services in Nigeria 1s poor. For
cxample. recent estimates Irom the 2012 National HIV AIDS household survey, a nationally
representative survey reported that about 53% had ever heard about cancer of the breast
(FMOH 2013). The survey also showed that 55% knew about breast self examination.
Several other studies among Nigeria women report generally low level of awareness and
knowledge about breast cancer (Bello et al 201 1. @Juwatosin & @ladepo 2006, @iadime;ji et al

2015) while utilization ol screening services were low, even among female health workers

(Bello et all 2011. Akhigbe & @muemu 2009, 1brahim & @dusanya 2009).

1.3 Justification
Information about family history of breast cancer among women and its role on screening

behaviours is urgently needed in developing countries such as Nigeria lor a number ol

reasons. First. it will provide background information about the level of \women's awarcness
of their family history ol cancer that will help plan measures to improve awarcness levels.
Secondly. the dilference in breast cancer knowledge by [amily history of cancer will scrve as
an indicator of how seriously women who know about such histories seck information about
breast cancer ¢tiology. prevention and treatment. A related information is whether there is an

association between reported family history and breast cancer sereenimg practice. The lindings
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aboul the association between family history and utilization of screening services will guide

mterventions focusing on women at high risk for breast cancer due to their family history.

1.4  Broad objective
To assess the family history ol breast cancer among women in selected communities in

[badan and the inlluence of such history on breast cancer screening practices and risk

pcrception.

Specific objectives

[ ]
‘N

I. To assess the proportion of women with family history of breast cancer in selected

communities 1n Ibadan.

To determinc the breast cancer screening practices of the women

19

1.6 Hypotheses

|. There 1s no association between family history of breast cancer and breast cancer

screening practiccs

2. There 1s no association between family history of breast cancer and breast cancer risk

perception
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CHAPTER TWO
LITERATURE REVIEW
2.1 Breast Cancer Epidcmiology

Breast cancer is the commonest cancer and remains the most lethal malignancy in women
across the world, (Nwanen et al 2017). Although it also occurs in men, it’s a major public

hecalth concern has there is over | million new cases diagnosed yearly resulting in [.67million

dcaths and about 4.4 million women are living with the diseases .

The breast cancer burden diflers between countries and regions showing variations in
incidence. mortality and survival rates {Coughlin and Lkwueme, 2009; World Health
Organization, 2009). The incidence varies widely with rates highest in North America and
Western Europe and low in Japan, China and black Africa (Parkin et al., 1999). The giobal
burden of breast cancer diagnosed was 1.38 million which is the second most deadly of all
cancers. after lung cancer. Incidence of breast cancer is increasing by the day both in
developed and developing countrics, in more developed countries the incidence and mortality
of breast cancer were 692.242 and 189,488 respectively. while that of developing countries is

6Y1.281 and 268.879 respectively, age standardized incidences and mortality rates for breast

cancer was 39 and 2.5 per 100,000 respectively (Thun et al., 2011).

The epidemiology’ of breast cancer among women of sub-Saharan Africa is similar to
that of African-American women as both groups have relatively low incidence rates.
paradoxically higher mortality rates. increased prevalence of early-onset disease, and
advanced stage tumors. (Alero & Lisa 2004). The incidence rate of breast cancer among West
African women is quite low compared to that of African-Americans and Whites but it has

¢radually risen in rccent times such that the incidence in premenopausal age group Is now

higher than those of whites (1atwo and Eral. 1998).
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2.2 DBrcast cancer in Nigeria

Breast cancer 1s already a well-known health problem in Nigeria with about | death in every
25 reported cases (Olaleye, 2013). A major worry about breast cancer in Nigeria is the

continuous rise in the number of cases and deaths (Cancer Epidemiology. 2012).

In Nigeria, the number of women at risk for breast cancer increase steadily from
approximately 24.5 million in 1900 to approximately 40 million in 2010 and 1s projected to
risc to over 50 million by 2020. (Akarolo et al, 2010). On the burden of cancer in Nigeria,

l-ambo (2007) cexplained that there 1s hkely to be 100,000 necw cases each ycar, and that by

2010 there may be 500.000 new cases.

Oluwatosin and Oladimeji 2006 conducted a study on rural women of Ibadan, Nigeria
and found that 73,7% of the respondents claimed that they did not know any warning signs of
breast cancer. Only [.9% identified that painless lump could be a warning sign. Majority
(90.7%) of the respondcnts did not know anything about treatment of breast cancer. More
than half of the participants (55.2%) however agreed that early detection and effecctive
treatment can prevent death. Moreover, only 6.4% identified that BSE while 1.2% identified
Clinical breast examination and no onc could identify that mammography is an early detection
measure. In response to the question “FHave you ever examined your breast for early detection
of breast cancer?” only 10.9% answercd yes. Among the 300 sample size only 54 claimed that

they had cver heard of BSE and the lecading source of information was *“‘elders™ “"neighbors™

and “friends™. Only 22 referred the source of information was radio.

Lois et al (2015) did a study designed to determine demographic differences in the

knowledge of breast cancer among women in Ebonyi State, Nigeria. The findings showed that
brecast cancer knowledge of women in Ebonyi State is on the average and associated

significantly with education, but not with age and location of residence of the women.

Adetifa and Ojikutu 2009 did a study that examined the trends in the prevalence of
breast cancer in Lagos State, Nigena from a population consisting of women between the ages

of 15 and 60 ycars spread across the 20 Local Government Arcas (LGAS) of the State it was
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lound that prevalence ot breast cancer ditfers across age groups with the age range 26 to 45
having the highest prevalence. It was also observed that there is significant difference in
prevalence across the years with 2007 recording the highest prevalence. Moreover, the study
shows that women’s occupation or profession is important 1o whether they are diagnosed with

breast cancer or not. The study shows steady growth in prevalence of breast cancer over years.

Table ! reveals that in Nigeria, between 1960 and 1980, Cervical Cancer had 19.9%
prevalence while breast cancer had 11.2% but between 1981 and 1995, breast cancer has
taken over the lead with 25.7% while cervical cancer followed closely with 22.7%. These
statistics which are the most recent shows breast cancer to be rated [irst in all among all other
canccrs and majority ol cases occurred in pre-menopausal women with the mean age at
occurrence ranging between 43 — 50 years across the regions. The youngest age recorded in

Lagos State was 16 years (Adebamowo and Ajayi, 2006)

Table 1: Showing Cancer rates in Nigeria

Site Frequency % Site Frequency%
1960 — 1980 1981 — 1995

Cervical 19.9 Cervical cancer 2957

Breast cancer 11.2 Breast cancer 2 Ss]
r — |

Colorectal 8.5 Colorectal 2.8

Ovary 6.1 Ovary 4.0
| k E — I | — — — il —_— = = -+
' Connecting tissues | 3.7 Connecting tissues | 3.4

L_—  ——— T

World Global Cancer Rates (2006) Cancer Report.

|

S . —
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2.3  Breast cancer prevention and screening

Breast cancer 1s essentially preventable. An estimated 30% of cancers can be prevented by
avoiding exposure to tobacco (Kishi et al 2012). An additional 30--40% of cancers can be
prevented by modifying other lifestyle factors such as physical activity and diet [AICR 2007).
For some cancers,mortality can further be reduced through preventive screening at
rccommended age-spccific intervals. designed to detect cancer at an earlier, potentially more
trcatable stage.. Early dctection of lump remains the most acceptable and surest means of
breast cancer prevention. Some other action can be taken to ensure the prevention of breast
cancer.

This action invoives the adoption of thice screening approaches, namcly,

Breast Self-Examination (BSL): this involves physical examination of the breast ny self. using
fingers to rub the breast to check for lumps and any other symptoms. Clinical Breast
Examination (CBE): involves. breast examination by a medical personnel eg doctor or nurse
and mammography: this 1s the xray of the breast (Modeste et al, 1999). While the practice of
BSE 1s recommcnded for women starting from 20 years and should be practiced monthly,
CBE 1s recommendcd for women aged 20-39 every three ycars. Women 40 years and above
arc cxpected to have 1t done ycarly (Badar. ct al 2007). As for mammography. the procedurc
ts rccommended for women over 40 ycars (cvery onc or two years) and, after age 50,
screening should be annual (Richard, et al 2004).

Breast cancer screentng practices were cvaluated by self-report conducted by Halbert
el al (2006) at the University of Pennsylvania in Philadelphia. Women were recruited to
partictpale in the study: the results of this study suggest a complex pattern of breast cancer
screening practices among African American women at increased risk for hereditary breast
cancer.

Isaacs et al (2002) conducted a study in women with a family history of cancer
demonstrate a wide vartability in the uptake of cancer screening measures. [.ittle data exist
regarding the breast and ovarian cancer screcning practices of women who are members of
hereditary breast cancer families and the result showed there was no  association belween
cancer worries/distress and either breast or ovarian cancer screening was found, also the
breast and ovarian screening uptike in healthy women from hereditary breast eancer familics

Is suboptimal. even for women over age 50, for whom anmud mnmmography s clearly
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indicated. T'hese lindings indicate a need for better education about screening guidelines for
high-risk women.

A cross-sectional study was conducted by (Matusbara et al 013) based on baselinc data
from the Japan Nurses' Health Study collected to cxamine lifestyle habits and cancer
screening behavior in relation to a family history of cancer among Japanese women, the
findings indicated that Having a family hislory of cancer was associated with cancer screening
bchavior, but not health promotive bchaviors

Some cancers arc largely preventable through modification of certain behavioral risk
factors and preventive screening, cven among those with a family history of cancer. (Bostean
et al 2013) cxamined the associations between; family cancer history and cancer screening:
also family history and cancer preventive lifestyle behaviors: and. cancer screening and
lifestyle behaviors. Findings show the fact that family history of cancer is not associated with
better lifestyle behaviors may reflect shared behavioral risks within families. or the lack of
knowledge about how certain lifestvle behaviors impact personal cancer risk. .

A study examined whether women with a family history of cancer were more likely to
use breast. colorectal, or skin cancer screenings compared with those without such a family
history by Shah et al (2007). The data for this study came from female respondents who

participated in the 2000 National Health Interview Survey. The age range of the study

subjects and the definitions of cancer screening were determined based on the American

Cancer Socicty rccommendations on cancer screening. Women with a family history of

cancer were more likely to have colorectal. breast, and skin cancer screening examinations.
['his may be a result of more physicians’ reccommendations and higher personal motivation for

getling cancer screening, suggesting that the efficacy of national guidelines has been

Increasing somewhat.

Ponce et al (2012) evaluated whether breast cancer (BC) and colorectal cancer (CRC)
disparities varied by family history risk using a large. multiethnic population-based survcey.
the 2005 Califorma [ealth Interview Survey, BC and CRC screening were evaluated
separately with weighted multivariate regression analyses, and stratilied by family history
risk. Knowledge of their family history widened the Latino-white gap in CRC screcntng

among adults, More aggressive interventions that enhance the communication between
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Latinos and their doctors about family history and cancer risk could reduce the substantial
l.atino white screening disparity in Latinos most susceptible to CRC.,
A study collected data which included patient demographic and risk information and

receipt of screening mammography and/or one of four modalities 1o screcn for colorecta

cancer, oo examine whether patients with a documented family history of breast or colorecta
cancer, either positive or negative, were more likely to receive breast or colorectal cancer
screening scrvices than those with no documentation. (Carncy ct al, 2013) The results
showed that colorectal cancer and screening were low in the rural communities; recording
family history of cancer was associated with up-lo-date cancer screening, even if the family
history was negative. Establishing clinical routines to obtain family history could improve

appropriate use of cancer screcning

(Bird ct al 2010) conducted a cross-sectional study. used to assess diffcrences in

breast cancer knowledge. attitudes. and screening practices between Hispanic women with

(FE1) and without (FIH-) a family history of breast cancer in three U.S.-Mexico border
counties. The study indicated U.S. Hispanic women with a family history of breast cancer

constitute an at-risk group for which adhering to preventive screening guidclines could

substantially reduce breast cancer mortality.

(West et al 2003) conducted a study to examine breast cancer attitudes and practices
among African American women aged 50 who had not had a mammogram. Phone survey data
from female clients of lowincome, rural primary care clinics (91% African American) was
collected, and it reported that neither knowledge of a positive family history nor perceived
relative risk of breast cancer was associated with either increased or decreased early detection
practices among these low-income, rural, African American women who have underused
mammography. [Furthermore, a substantial proportion ol I'I1 women had not ever participated
In screening manunography.

(Harber ct al 2012) examined the strength of association between family history of
breast cancer and family history of other cancers with breast cancer risk perception and repcat
mammography. Multinomial logistic regression assesscd the association hetween {amily
history of cancer and breast cancer risk perception. Structural equation modeling estimated
the relationship between family history of cancer and repeat mammography. It was found out

that I3reast cancer risk perception was associated with the type ol cancer tound in firsl.degree
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L.attnos and their doctors about family history and cancer risk could reduce the substantial

Latino whitc screening disparity in Latinos most susceptible to CRC.
A study collected data which included patient demographic and risk information anc

receipt of screening mammography and/or one of four modalities to screen for colorecta

cancer. 100 examine whether patients with a documented family history of breast or colorecta
cancer, either positive or negative, were more likely to receive breast or colorectal cancer
screening scrvices than those with no documcntation. (Carncy ct al, 2013) The results
showed that colorectal cancer and screening were low in the rural communities: recording
family history of cancer was associated with up-to-date cancer screening, even il the family
history was negative. Establishing clinical routines to obtain family history could improve

appropriatc use ol cancer screening

(Bird ct al 2010) conducted a cross-sectional study, used to assess differences in

breast cancer knowledge. attitudes. and screening practices between Hispanic women with

(F'11+) and without (FH-) a family history of breast cancer in thrce U.S.-Mexico border
counties. The study indicated U.S. HHispanic women with a family history of breast cancer

constitute an at-risk group for which adhering to preventive screening guidclines could

substantially reduce brcast cancer mortality.

(West ct al 2003) conducted a study to examinc breast cancer attitudes and practices
among African American women aged 50 who had not had a mammogram. Phone survey data
from female clients of low-income, rural primary care clinics (91% Alrican American) was
collected, and it reported that neither knowledge of a positive family history nor perceived
relative risk of breast cancer was associated with either increased or decreased early dctection
practices among these low-income, rural, African American women who have underused
mammography: [Furthcrmore. a substantial proportion of FH women had not ever participated
tn sCreening mamnography.

(Harber et al 2012) examined the strength of association betwecn family history of
breast cancer and family history of other cancers with breast cancer risk perception and repeat
mammography. Multinomial logistic regression assessed the association between family
history of cancer and breast cancer risk perception. Struclural equation modeling estimated
the relationship between family history ol cancer iand repeat mammography. 1t was found out

that Breast cancer risk perception wis associated with the type ol cancer found in first.degree
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relatives and with the person's relationship to the [amily member with cancer. Family history

of breast cancer alfected repeat mammography behavior.

2.4 Risk factor for breast cancer

A risk factor could be anything that increases your chances ol developing a diseasc, [or breast
cancer somc ol the risk factors include, smoking, drinking. and majorly family history, but
having risk tactor does not necessarily means you will develop the disease, it just shows there
1s a higher probability ol developing that disease. (Muhammad.S 2007) .Some risk [actors
include:

}. Gender : a female is at higher risk of developing breast cancer compared to the male,
men account for approximately % of all breast cancer cases (16)Age : As you
grower older there is higher probability of developing breast cancer, growing , age 1s
the greatest risk for developing breast cancer, incidence of breast cancer is low before
40. About 17% of the invasive breast cancer diagnoses are women in their 40s (

Muhammad.S 2007)

[Familv history: result has shown that womcen with a family history ol breast cancer

1o

havc a higher risk for developing breast cancer. Lither in the first degrec relative
which includes (parents. siblings or children) or second degree relative (uncles, aunts,
nephews. nieces. grandchildren. grandparents, siblings. and double cousins) or third
degree relative ( great grandparents. hall unclc or aunt, hall niece or ncphew).

(Kcelsey & Gammon, 1990)

Genetic predisposition: Recent studies have shown that 5-10% of breast cancer cases

LB

are inherited due to mutations. The most common mutation are BRCAl and BRCA2

genes ( Muhammad.S 2007)

4. Smoking and alcohol consumption: studies have showing alcohol consumption and

I
4

smoking increases the risk of breast cancer.

5. Reproductive history: IZarly age at inenarche. Jate menopause. delaying childbirth, or

remaining childless increases the risk ol devcloping breast cancer  ( Muhammad S

2007).
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2.5 Breast cancer risk perception

Breast cancer risk perception is a subjective judgment made by an individual level
regarding the characteristics and severity of a risk and their knowledge about their risk of
developing such a disease (Haber ct al 2012). Two studies found white women to be more
awarce of their ¢levated
breast cancer risk as a result ol family history comparced to black wonmen (Audrain et al 1995;
[ughes et al 1996). These results suggest there are racial differences n beliefs about breast
cancer risk factors which, in turn, affect risk perceptions.

Other factors found to affect risk perception are personal history ol benign breast disease.
breast cancer worry, and perceived control (Gerend. et al., 2004: Hopwood. 2000).
Availability and representative cognitive heuristics have been identified as correlates o
perceived risk (Gerend. et al.. 2004; Hopwood, 2000; Kahneman, Slovic, & Tversky 1982).

Spector et al (2009) conducted a qualitative study that explored factors involved in
formulation of perceived breast cancer risk and the association between risk perception and
lifestyle behaviors in white and black women with a family history of breast cancer. The
result showed many women werc unaware of associations between lilestyle behaviors and
briast cancer risk. Eleven wonen. six black and [ive whitc. reported making heaithy lifestyle
changes because ol family history; dictary change was most frequently reported.

A study was conducted to assess the knowledge of breast cancer risk [actors and early
detection measures among women in a high risk group. A cross sectional survey ol one
hundred and thirty one women relatives of breast cancer patients was carried out. By
Subramanian et al (2013). Participants were sclected through purposive sampling, during
hospital wvisits. A sell-administered questionnaire was used lor data collection. ‘The findings
show inadequate knowledge ol breast cancer risk factors and poor cancer screening practice
among women with family history ol breast cancer. Poor knowledge and practice ol breast

screening are likely to lead to late stage presentation ol breast cancer disease, Some important
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prediclors of breast cancer screening behaviour among women with positive family history of
breast cancer were 1dentified.

A study examined cancer-related distress and breast cancer risk perception, and further
cxamines the predictors of these outcomes. in the sisters of newly diagnosed patients with
breast cancer without a previous family history of the disease which was conducted by
Melclafe et al (2013). It shows Cancer-related distress 1s high in the sisters ol newly
diagnosed patients with breast cancer in whom there is no other family history of breast
cancer. Specihically, women with a perceived lifetime risk of breast cancer of > 20%

experienced the highest levels ol distress.

In year 2006 Gramling et al investigated whether risk-related feedback delivered by one’s
primary care physician 1s associated with self-ratings of risk among women found to have a
tirst-degree family history ol breast cancer on office screening questionnaires. The study was
conducted using a Mailed survey of women registered with the Cancer Genetics Network

having a first-degree family history of breast cancer. The result showed Physician feedback

lollowing the identilication of a lirst-degree family history of breast cancer appears 1o

Influence whether or not women categorize theinselves to be at high risk and trust 1s an

important modifier of this association.

Thewes et al (2003) did a study aimed to survey the unmet support needs of women at

increased risk of developing breast cancer, women with a family history of breast cancer

completed a 28-item purposely-designed mailed survey However, a higher degree of interest
was expressed in internet-based information and supportive interventions. Amongst those
interested in attending a support group, discussion, and receiving further information were the
most preferred activitics. Higher levels of unmet support needs were significantly associated
with interest in attending groups. No demographic variables were found to predict interest in
atlending a support group.

I'vans et al (1994) assessed risk perception by questionnaire 1n 517 new relcrrals 10 a family
history clintc and 200 women returning to the clinic at least | ycar after counselling. It was
lound out that Post-counscl women were significantly morc likely to retain information if they

were sent a post-clinic letter or if they assessed their personal risk as too high initially,
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2.6  Association between family history and screening practices

Warner et al (2003) used a before-after descriptive study to evaluate an “information
aid” for women with a family history of breast cancer. result reported knowledge improved
significantly; worry about breast cancer did not increase. The information aid i1s a useful
resource for women and primary care physicians and could facilitate appropriate risk
assessment and management ol women with a family history of breast cancer.

The rclationship between family history ol breast cancer (FHBC) and health-related
behavior and mcdical management. using a cross-scctional analysis of 685 women, based on
self-report was explored by Ochoa ct al (2018). The result reported women with FHBC are
more likely to have had a mammography and colonoscopy or sigmoidoscopy. These women
have about twice the probability of performing morc intense physical exercise, contrasting
with high-risk women whosc consumption of fibre 1s lower and sweets 1s higher. No
signilicant assoclation was found between alcohol consumption or Body Mass Index and
family history.

Also Spector et al (2011) a cross sectional study was conducted which examined
lifestyle behaviors among non-lHispanic Black and White women with a family history of
breast cancer and determine the extent to which they meet American Cancer Society (ACS)
Nutrition and Physical Activity Recommendations for Breast Cancer Prevention. It was
shown that after the study despite an elevated risk for breast cancer due to a family history of
breast cancer. the majority of women were no morc likely than women 1n the general
population to engage in healthy lifestyle behaviors. These women may benclit from lifestyle
behavior risk-reduction counseling.

Lipkus et al (1999) did a very little research exploring the relationships among
perceptions ol. and concern about. getting breast cancer and interest in genetic testing for
breast cancer among Alrican-American women with and without a family history of breast
cancer. This study explored these 1ssues among 130 and 136 African- American wonen with
and without a family history ol breast cancer, respectively. Women with a family history
reported having greater perceived breast cancer risks and concerns than women without a
family history of breast cancer. Women with a lamily history of breast cancer expressed
greater interest 1n genctic testing for breast cancer susceptihility than women without a family

history. although mnterest in tesung was high overall, Overall, the results suggest that: (a)
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Alrican-American women with a family history are morc concerned about and do recognize
their greater risk ol breast cancer: (b) knowledge of risk factors and attributions of risk are not
directly related to interest in genelic testing; and (c) concerns, rather than beliefs about one’s

risk. are more powerfully related 1o interest in genetic testing, independent of family history
slatus.

Chalmers et al (2003) aim of this study was 1o describe the information and support
nceds of womcn who have primary relatives with breast cancer. The Information and Support
Needs Questionnaire (ISNQ) was developed and revised from previous qualitative and pilot
studies. The tindings document women’s priority information and support needs. The
information need most frequently identified as very important was information about personal
risk of breast cancer. Other highly rated needs addressed risk factors for breast cancer and
carly detection measurcs. Generally, the women perccived that their information and support
nceds were not well met. Thesc findings illuminate needs of women for morc information and
support when they have close family relatives with breast cancer and opportunities for
primary care providers 10 assist womcn in addressing their nceds.

To examinc knowledge about hcreditary breast and ovarian cancer (HBOC) among
Mcexican. Puerto Rican. and Cuban women. Women (age range, |8-65 years) with a personal
or family history of breast or ovarian cancer were recruited by Vadaparampil et al (2010) 1o a
mixced methods study using community-bascd approaches. Lxploratory analysis revealed
lower knowledge in women with a personal history of cancer, the study provides important
information about characteristics associated with lower levels of knowledge and specific areas
related 1o HBOC where additional education may be warranted in the Hispanic community.

Townsend et al 2013 did a study which his purpose was to compare health behaviors
and cancer screening among Californians with and without a family history of cancer. The
result showed women with a famtly history of breast or ovarian cancer were more likely 1o be

up 1o date with mammography as compared with women with no family history of cancer.
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CHAPTER THREE

METHODOLOGY
3.1 Study Area
The study was carried out in Ibadan. the capital of Oyo state. Oyo state, an inland state in
south-western Nigeria is one of the 36 states in the most populous black Alrican nation. It was
created in 1976 out ol the old Western region and has an estimated population of 6,617,720 in
2016. It is bounded in the south by Ogun State, in the north by Kwara State, and in the west
partly by Ogun State and partly by the Repubtic of Benin while in the east il is bounded by
Osun State. Ibadan has a population ol about 3.1 million according to the 2016 projection
estimates with basic social amenities such as good roads, potable waler, recreational centres
such as parks, malls and zoos. It has over 58 health facilities with primary, secondary and
tertiary health centres in which University College Hospital 1s also located. It has over 100,
schools (both public and private schools) spread across the city.
Ibadan 1s divided into 11 Local Government Areas (LGAs) and each ol which i1s [urther

divided into wards. The study was carried out in the five urban I.GAs (Ibadan North, Ibadan

SW. Ibadan NW. Ibadan SI:, Ibadan Nt LGAs).

3.2 Study design

A community based cross sectional study design was uscd for the study.

3.3  Decpendent and independent variables

I'he screening practice ol women in the communities (breast self examination, clinical breast

examination) were the dependent variables.

The main independent variable was family history ol breast cancer while a secondary

tndependent variable was tamily history ol any cancer
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3.4 Study population
Women aged 25 years and above in selected communities in Ibadan were studied due to the
lact that they are at a reproductive age. could be at a risk of developing breast cancer with a

sound knowledge of tamily history of cancer in their family or relatives as a wholc.

3.5  Sampling method
A cluster sampling method was used for selcction.
l. In the first stage, three urban communities were sclected from the five urban LGAs in

Ibadan using simplc random sampling (balloting).

2. At the second stage one community cach was sclected from the three LGAs also by
balloting. Using proportional allocation. the calculated sample size was shared among
these selected communities.

5. Inthe third stage. a sample of streets was sclected from the communities.

4. In stage four of the sclection, houscs were selected by systematic random sampling.

All women in each house were studied.

3.6  Sample size determination
The minimum sample size for this study was determined using the sample size formula for

estimating single proportions with a stated precision.

n= D7Z:PQ

D,
d-

Where n is the minimum sample size

/.« is the standard normal deviate corresponding to a 2-sided level of significance of 5% =

1.96

P is the proportion with the outcome of interest. The proportion of women practicing breast
self’examination was usced = 62.1% (Ogunbode ¢/ «!.. 2015)

Q==i)2P

d1s the desired level of precision = 5%

D is the design elfect = 1.2

L R

1"he minimum number of subjects is 723 Irom the caleulations, Allowing for o non-response

adjustment ol 15%. the minimum number ot teachers to be studicd is 850
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3.4 Study population
Women aged 25 years and above in selected communities in Ibadan were studied due to the
fact that thev are at a reproductive age. could be at a risk of developing breast cancer with a

sound knowledge of family history of cancer in their family or relatives as a whole.

3.5  Sampling method
A cluster sampling mcthod was used for selection.
|. In the [irst stage, thrce urban communities were sclected from the five urban LGAs tn
Ibadan using simple random sampling (balloting).
2. At the sccond stage onc community cach was sclected from the three LGAs also by
balloting. Using proportional allocation. the calculated sample size was shared among
these selecicd communities.

In the third stage, a sample of streets was selected {rom the communities.

©Jd

4. In stage four of the sclection. houses were selected by systematic random sampling.

All women 1n cach house were studied.

3.6  Sample size determination

The minimum sample size for this study was determined using the sample size formula for
estimating single proportions with a stated precision.
I~ DZ(: ¢ I)Q
dZ

Where n 1s the minimum sample size

/4 is the standard normal deviate corresponding 1o a 2-sided level of significance of 5% =

1.96

P is the proportion with the outcome of interest. The proportion of women practicing breast
sell exam{natton was uscd = 62.1% (Ogunbode er al., 2015)

Q=1.P

d 1s the desired level ol precision = 5%

D is the design elfect = |.2

I'he minimum number ol suhjects 15 723 [rom the caleutations, Allowing for a non-response

adjustment of 1 3%. the minimum number ol cachers 10 he studied 18 RS0
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3.7 Data collection

An interviewer-administered semi-structured questionnaire was used to obtain data. The
questionnaire was divided into six sections A to . Section A includes questions on socio-
demographic characteristics, Section B: Lifestyle data, and Section C: Reproductive history.
ltems on medical history of breast cancer and other cancer types among relatives was
included in Section D. Sections E and I will contain items on breast cancer knowledge and
risk perception, and screening practices respectively, while section G contain question on
altitude towards genetic testing lor breast cancer risk, the questionnaire was pretested among
women in other communities outside the five LGAs 1o be used for the study. The internal
consistency of the questionnaire items was assessed using the Kappa statistic. The

questionnaire was also be revised based on the responses to the question

3.8 Data manacement and analysis

Data from this study was analysed clectronically using the Statistical Product and Service
Solutions (SPSS) version 16 (IBM Inc). The questionnaires were cdited on a daily basis
during data collection. Further cleaning of data was done before analysis. Frequency
distribution of each variable was generated and cxamincd for implausible entries that were
later corrected. A variable on the knowledge about breast cancer was created from the open
cnded variable and was coded as correct and wrong answers and was categorized as good
knowledge or poor knowledge

Summary statistics such as mecans, median and standard deviation was used to summarize
quantitative variables depending on the type. Association between family history of breast
cancer or any cancer and screening. association between sclf-perceived rating of chances of
getting breast cancer and family history of cancer association between knowledge that breast
cancer can be caused by inheriting bad genes and family history of cancer, association
hetwween awarcness ol genetic testing and family history of cancer, association between
willingness to have genetic testing and family history ol cancer and association hetwveen
willingness to utilize cancer risk clinic services and family history ol cancer was tested using
the Chi square test. Multiple logistic regression was used to determine adjusted estimates of

odds ratios of the association between variables. Level of significance for all tests was at 5%
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3.9  [Lthical considerations

Conldentiality of the study participants was ensured and all data collected from them was
treated as confidential. Only serial numbers was used to identify participants and only the
investigator will have access 1o the data and it was safely kept. There are no invasive
procedures that could cause harm or injury, only interviews were conducted. The informed
conscnt form was cxplicitly state the right of the participant to refuse 1o give consent or
withdraw from the study at any point and also that he/she could decline 1o answer any
question. The participants were also told that refusal 1o participate will not in any way affect
how the survey team will trcat the participant. Ethical approval was obtained from the Oyo

State Research Ethical Review Committee On the 12" September
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CHAPTER FOUR
RESULTS

4.1 Socio demographic and lifestyle characteristics

There were 850 women who participated in this study with a mean age of 40.6 years (SD =
11.9). The socio-demographic characteristics of the respondents are shown in Table 2 The age
distribution shows that the highest proportion of respondents were in their thirties (34%),
while slightly less than 25% were more than 40 years old and about 19.2% and 21.1% were
less than 30 vears and greater than 50 years respectively. About two thirds (68.1%) were
currently married, while (15.2%) have never being married. with 9.6%. 4.7%. and 2.4% are
widowed, divorced or widowed and cohabiting respcctively, Most of the respondents are
Christians, (65.2%) and Muslims (34.5%). More than 85% of the respondents have father and

mother from ethnic background that is Yoruba followed by Ibo with morc than 9%, Hausa

has about 1.5% for both mother and {ather ethnic background.

The highest proportion of thc respondents attained secondary level of education
(41.8%) followed by those with tertiary education (polytechnic/OND/colleges of education

20.9%) and university/PG (20.1%), followed by those with primary education (11.3%) and

those with no formal education (5.9%).
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Ibadan on family history of cancer and breast cancer.,

Table 2: Socio- demographic characteristics of women in selected communities In

Others (Specily)

L —_— —— - e AFRICAN DIGITAL HEALTH REPOSITORY

PROJECT

Socin- Demographic Characteristics Variables Frecquency (n) | Percentage
| (V)
': 1 Currcnt age

| <30 163 19.2
30 -39 297 34.9
et 211 24.8
>50 179 ik

Marital status
Married S0 68.1
Never married/Not living with a partner 129 15.2
Widowed 82 9.6
Cohabiting 20 2.4
Divorced/Separated 4() 4.7

Rcli_gi_o_n_ . =

I Christian 554 65.2
Muslim 293 34.5
Others (Specify) 3 0.4

| Father ethnic b:lckg):r(;und
Yoruba 744 87.5
1bo 82 9.6
Hausa 13 I

|| Others (Specify) | 1.3

| Mother cthnic bile_gl-‘Ol_Jnd
Yoruba 730 85.9
Iho 94 1.1
Hausa 12 g

14 .0




L.evel of education

None S0)
Primary 90
Secondary/ Vocational/technical 155
Polytech/OND/Colleges of education 1 78
University/PG 171

5.9

1.3
q].8
20.9
PADY]
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Table 3 shows the Tifestyle data ol the respondents. More than two third of the respondents
(67-2%). has had alcoholic beverages. Furlhermore 18.4% have taken alcoholic beverages in
the last 1 month: A large majority of the respondents had never taken cigareties or other
lobacco products as 97.2% and 2.8% reported o have snokes ciparelles or any other tobacco

praducts.
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Tahle 3 : Lifestyle data of the women in sclected communities on family history of

cancer and breast cancer,

| Lifestyle Variable of the respondents Frequency (n) Percentage (%)

Alcoholic beverage

Yes 571 67.2

| Alcoholic beverage in last 1 month

Yes 156 18.4

- Cigarcties or other tobacco products

Yes 24 2.8

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




4.2 Mcdical history of participants

Chart 1 & Table 4: this is showing the medical history of cancer of any relatives 1o the

respondents.

Majority of the women responded that they don't have any relatives with previous history
cancer. Almost all (97.2%) respondents reported 10 have no mother with previous history of
- cancer, while only 2.5% respondents reported their mom has a history of breast cancer and
(0.4%) do not know if their mother has an history of cancer. majority of the respondents also
revcaled they have no father (97.5%), no sister (97.6%), no half sister (93.5%), no daughter
(99.8%) no mother sister's (92.5%) no father's sister (91.9%) and any relative with any
previous history of cancer or breast cancer while a very small proportion reported to have a
[ather (1.5%). a sister (1.3%) any half sisters (0.7%), any daughter (0.0%), any mother sister’s
(0.9%). any father sister’'s {0.0%) or any other relative (1.4%) with history of cancer.

@®vcrall, 8% of respondents reported any family history of cancer.
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Chart 1: Medical History Of Cancer Of The
Respondent.
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Table 4:

Medieal history of respondents. | Frequency (n) | Percentage (%)

 Cancer in any relative

Yes 69 8.1

Breast or ovarian cancer in any relative

Yes 43 5.1

| Cancerin first degree relative

| Yes 44 5.2

| Cancer in other refative

§ | Yes 20 3.1
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Table 5 shows the data of the respondents on issues of benign breast condition Or ovarian
problem, only a small proportion responded to have becen treated for benign breast condition
(45[!;0) and ovarian problcm (07) also a Very small propor[ion (07%) responded to have done

breast biopsy up until a year ago.
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Problems and knowledge of breast cancer

Table §: Data of Rcspondcn(s on issucs of Bcnign Breast Cﬂndi(iﬂns & (Ovarian

Variable Frequency Percentage (%)
Diagnosed or trcated for any benign breast
conditjons
Yes 38 4.5
A0 789 92.8
Don’t know 23 N/
Diagnoscd or trcated for an ovarian problem or
' had surgical removal of a pelvic mass
| Yes 6 0.7
| No 821 96.6
Don’t Know 23 7yl
I'Up until onc ycar agov did you have a breast
biopsy?
Yes 6 0.7
No 808 95.1
' Know risk factor for breast cancer )
 Yes 199 23.4
651 76.6
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4.3 Breast cancer screening practices of the women

Chart 2: showed various breast cancers screening practices and if the respondents have

actually been practicing. More than one third ol the respondents (34.8%) reported 1o have had

scll breast examination. while only {8.8%) have had their breast examined by a doctor, also
3.1% ol the respondents has done x-ray of their breast (mammography). and 14.5% Of the

women revealed they haven’t done any of breast cancer screening practices.
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Chart 2 : Breast cancer screening practices among women in selected communities.

Screening Practices

8 SBE
8 CBE

MAMMOGRAPHY
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Table 6 explains if the respondent has had a recent screening practices in the last one o two
years. majority of the respondents claimed they done one or two types of screening practices
in the last to two years, about two third of responded to have perfomed self breast
examination in the last one year, while majority (92.7%). (96.8%), and (95.5%) claimed they

have had their breast examined by a doctor, done xray of the breast and done any other breast

screening practices respectively in the last two years.
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Table 6: Types of breast cancer sereening practices done by the respondent in the last

onc to two years,

| Vanable ' Frequency | Percentage (%)
[last one year. performed self breast
examination?
ves 580 68.2
Last two years, breast examined by a
' doctor
Yes 788 92.7
I
L.ast two years. has an xray ol your breast
Yes 823 96.8
|||
§  Last two years. did any other form of
| breast screening
-r
Vi 812 95.5
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4.4 Breast cancer risk perception and attitudes towards genetic testing

lable 7. shows the attitude 1owards genetic testing for breast cancer risk and (42.6%) of the
respondents actually believe breast cancer can be caused by inheriting bad genes {rom one’s
parents. About two third (65.9%) knows nothing about genetic testing and few (3.8%) know a
lot about genetic testing and got 10 know about it mostly from friends (36.6%). Three quarter
(75.4%) ol the respondents are willing 10 have penetic testing for breast cancer risk and 44.1%
are willing 1o utilize the services it referred to a breast cancer high risk clinic.

l‘urthcrmore most of the respondents believe they have low chances (86.6%) of getting

breast cancer and only a few (0.8%) believes they have high chances of getting breast cancer.
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Table 7: Respondents’

chances of developing breast c

i

ancer

AWarcness : '
ness about hereditary of breast cancer, genetic testing,

and willingness to utilize cancer risk clinic services.

|

'\';lri_;lhlc —
g Frequency (n) [ Percentage (%)
How would You rate your chances of getting breast cancer
Low
736 86.6
Medium
| 72 8.5
' Hi
gt 3 0.4
know breast cancer can be caused by inheriting bad gencs
from one’s parents
e 362 126
ND 152 17.9
Don’t know 3136 395
_l_l(m much did you know about genetic testing
Nothing 560 65.9
Some 258 304
A lot 32 3.8
Source of information about genetic testing (n =290)
Magazine 25 8.6
Newspaper 24 8.3
Television i |25
Friends A e
Others ‘! i
‘ 38 13.1
No response o
: Willing to have genctic testing for breast cancer risk 641 754
Yes 1 76 20.7
NO 33 1 3.9
Don’t know - — —r—P—r'——éd ~1 B -
—— . nic if referr
Willing (o utilize breast cancer high-risk clinic! 175 20.6
N ing
ot willing 175 14}
Willing 979 3018

Very willing

missing data for 21 cases
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Tible 8: shows the association between self-perceived rating of chances of gelting breast
ncer and FH of cancer. There was a significantly higher proportjon of Women with FH of
cancer in any relative (24.2) had a self perceived rating of chance of developing breast cancer
compared to (7.9%) without a FH of cancer in any relative. p value (>0.001). While only a
very little proportion (4.0) of women with cancer in other relative has a self perceived rating

of chance of developing breast cancer compared to (9.4) without a FH of cancer of other

relative with P valuc ol 0.358.
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and family history of cancer

4.5 Association between family

history of cancer and outcomes

Table 8: Association between self-percejved rating of chances of getting breast cancer

:F—F Rating of breast cancer risk
| Medium/High | Low (%) | Total X? P value
()

'FII cancer in any relative -
Yes 16(24.2) 50(75.8) | 66 19.25 | <0.001
No 59(7.9) 686(92.1) | 745

'FIl breast/ovarian cancer in |

relative
Yes 9(22.0) 32(78.0) |41 8.30 |0.004
No 66(8.6) 704(91.4) | 770

FH  cancer 1®  degree _ B i

: relative 15(35.7) 27(64.3) | 42 36.97 |<0.001
Yes 60(7.8) | 709(92.2) | 769
No

FII cancer other relative :

Ves 1(4.0) 24(96.0) | 25 0.85 |0.358
No 74(9.4) 712(90.6) | 786
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[able 9 shows the Association between knowledge that breast cancer can be caused DY
nheriting bad genes and family history of cancer. About half of the women (49.3%) with
tamily history of cancer in any relative have the knowledge that breast cancer can be caused
by inheriting bad genes. However the association was not statistically significant (p value =

0.203)
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Table 9: Association |

ctween know

ledge that breast cancer can be caused by inheriting
- bad gences and family history of cancer

=3 | Know Breast Cy can he inherited
B Yes (%) | No (%) | Don't Total | X° P value
! know (%)
'I_; 11 cancer in any relative
Yo 34493) | 8(11.6) |2739.1) |69 |245 |0.293
Na 328(42.0) | 144(18.4) |309(39.6) | 781
' m breast/ovarian cancer | ) :
. !in relative |
I Yces 20(46.5) | 8(18.6) 15(34.9) 43 042 |0.809
No 342(42.4) | 144(17.8) | 321(39.8) 807
| Fll cancer 1" deerce |
| Irclalivc
Yes 25(56.8) | 3(6.8) 16(36.4) 44 5.50 |0.064
No 337(41.8) | 149(18.5) |320(39.7) | 806
! FII cancer other relative
| Vs 9(34.6) 5(192) | 12(46.2) |26 0.73 | 0.696
No 353(428) | 147(17.8) 324(39.3) | 824

R ——
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Table 10 shows a significant Association between awareness of genetic testing and famuly
history of cancer. about (33.6%) of respondents with family history of cancer in any relative
had no knowledge ol genetic testing and only (44.9%) had some knowledge about genelic

icsting and very few proportion had a lot of knowledge on genetic testing (p value = 0.018):
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Tabhle

10: Association hetween awareness of genetic testing and family history of cancer

—

Knowledge of genetic testing

547(06.4)

|

- Nothing Some (%) | A lot | Total X’ P value
(%) (%)

FH cancer 1n any rclative
e 37(53.6) | 3144.9) | 1(1d) | 69 804 | 0.018
e 523(67.0) | 227(29.1) |31(4.0) | 781

FIl breast/ovarian cancer

Cin relative
ves 20(46.5) | 22(51.2) | 1(23) |43 929 | 0.010
No 540(66.9) | 236(29.2) |31(3.8) | 807

FH  cancer 1M degree

relative

I Yes 24(54.5) 19(43.2) | 1(23) |44 370 |0.158
No 1 536(66.5) [ 239(29.7) | 31(3.8) | 806

'FH cancer other relative _1

| Yes 13(50.0) | 13¢50.0) | 0(0) 26 5.45 | 0.066

I No 245(29.7) | 32(3.9) | 824
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(able |1 shows there 1s no signilicant association between willingness 1o have genetic testing
.nd family history of cancer. A large proportion of the respondents 1n any relative. (76.8%).
1% degree relative (76.7%) and other relative (76.9%) are willing to have genetic testing,
while only a small proportion of the respondents in any relative (2.9%) 1* degree (4.7%),
other relative (3.8%) do not know if they are willing to have genetic testing. (p value =0.899,
0.916. 0.818. 0.982) respectively
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: Associati TIF ;
o0 hetween willingness to have genetic testing and family history of

Willing to have genetic testing

e —

 671(75.4) '| 171(20.8)

Yes(%)  [No(%) [Don't | Tetal X? | Pvaluc
Know
(V)
I{ cancer in any relative
jIiES 53(76.8) [ 14(20.3) |2(2.9) 69 0.213 [0.899
No 588(75.3) |162(20.7) |31(4.0) | 781
. Il breast/ovarian cancer
n relative
Yes 33(76.7) | 8(18.6) 2(4.7) 43 0.18 |0.916
No !608(75.3) 168(20.8) | 31(3.8) | 807
'l cancer Y dcgrcc;‘_
clative I
Yes 33(75.0) 10(22.7) | 1(2.3) 44 040 |0.818
No 608(75.4) | 166(20.6) | 32(4.0) | 806
FH cancer other relative
Yes
No 20(76.9) | 3(19.2) 1(3.8) 26 0.04 |0.982
32(3.9) | 824
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able 11 : Associ

cancer

ation . AT :
hetween willingness to haye genctic testing and family history of

Willing o hqve gencetic testing

Yes (%) | No (o) Don't Total X? P value
know
Ny (%)
11 cancer in any relative
ics 03(76.8)  114(20.3) | 229) |69 0213 |0.899
No 588(75.3) |162(20.7) |31(4.0) | 78I
1l breast/ovarian cancer
£ in relative
Yes 33(76.7) | 8(18.6) 2(4.7) 43 0.18 |0.916
No 608(75.3) | 168(20.8) |31(3.8) | 807
FH cancer 1" degree
relative
Yes 33(75.0) 10(22.7) | 1(2.3) 44 040 |0.818
No 608(75.4) | 166(20.6) |32(4.0) | 806
FH cancer other relative |
Yes
No 20(76.9) 5(19.2) 1(3.8) 26 0.04 0.982
621(75.4) |171(20.8) |32(3.9) |824

i
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' . . . - : A ices and
Table 12: shows the association between willingness 1o utilize cancer risk clinic service

;mily history cancer. (22.1%) of women with family history of cancer in any relative are not

willing to utilize cancer risk clinic while about one third of the women are willing and 44.1%

ol them are very willing to utilize the cancer risk clinic. Majority of the respondents ar¢ very

willing to utilize the cancer risk clinic while only a few proportion are not willing:
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Takle 12: Association hetw ST - ;
Fab ¢en willingness to utilize cancer risk clinic services and family

history of cancer

r Willingness o utilize cancer risk
clinic
e Not willing Willing Very Total X? PTG
(%) (V) willing
b (o)
FI1 cancer In any ==
relative
s 15Q22.1) | 23(33.8) | 30(44.1) |68 457 | 0.102
No 160(21.0) | 352(46.3) | 249(32.7) | 761
'FH  breast/ovarian
cancer in relative
Yes 9(21.4) 14(33.3) | 19(45.2) |42 3.15 |0.207
No | 166(21.1) | 361(45.9) | 260(33.0) | 787
FII cancer | _(lcgrcc F (, :
relative !
Yes 11(25.6) | 15(34.9) | 17(39.5) |43 1.97 | 0.373
; No 164(20.9) | 360(45.8) |262(33.3) 786
LHI cancer othcr;
Irclativc
Ves 5(19.2) 8(30.8) 13(50.0) |26 342 | 0.181
No 170(21.2) 367(45.7) | 266(33.1) 803
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1.6 Multiplc logisti¢ regressions of outcomes on famijly histery and socio-demographic

variables and breast cancer knowledge

1able 13 shows the resulls {rom the logistic regression of CBE in the last years belore survey
on family history of breast cancer. adjusting for knowledge of risk factors for breast cancer
and socio-demographic characteristics. Women with a family history were 2 33 times more
likely than those without a history to have recent CBE, however the association was not
statistically significant (95% ClI = 0.96 — 5.68). Women with at least university education
were significantly more likely 10 have had CBE compared to those with primary or no formal

cducation (OR = 2.7.95% C1 = 1.03 - 7.03). Knowledge of risk factors for breast cancer was

also significantly associated with breast cancer (OR=2.17,95% C1 =123 - 3.89).
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Table 13: Logistic regressign ol 5 .
‘ | = O analysis of clinical bregst examination two years before
interview and family histopry

L FY of breast Cancer, knowledge and socio-demographic
characteristics

Variable .
Odds ratio | 95% CI OR P value*
el o (OR)
l-anuly history ol breast/ovarian cancer s
i 233 096-5.68 | 0.062
No (ret) |
Age (ycars)
<30 (I'Cﬂ I
|
30-39 0.94 0.36-2.50 | 0.906
40-49 1.00 0.35 - 2.85 0.999
0+ 2.62 0.92 -7.52 0.072
i
ducation
None/Primary (ref)
Sccondary |.44 0.60 — 3.46 0410
Polytechnic 1.69 0.64 —4 48 0.292
University/higher degrece 2.70 1.03 -7.03 0.043
| Marital status
 Currently married (ref) |
R arried 0.67 0.24 — 1.87 0.438
48 -2, 97 -'
Others o 0.99 : 0.48 —-2.05 TO 0 |
Know breast cancer risk factor
| 2.17 1.23 - 3.88 0.008
Yes
]
No (rel)

e
—_—
—s

*Significant results are in bold
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"'l'able 14 shows there was pg statistically significant association between recent
mammOgraphy and family history of breast cancer (OR = 2.45, 95% Cl = 0.73 - 8.23) on
. mu“iple logiSlic I'CgI'CSSiOH. HOWCV@[', women aged 50 years or older were SigniﬁCan[ly more

Itkely than those less than 30 vears (95% A= ]80 | 1 21570), and those with knOW]edge of

sreast cancer risk factors 2.7 times more likely 1o have had mammography (95% C1= 1.07 -

G 81).
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I'able 1

family history of breast cancer,

i ——

L4 On lll ! . ' ‘ d

knowledge and socio-dcmogmphic characteristics

e —
_.———'—-—__-——.
i e BE—
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Variable :
] Odds ratio | 95% CIOR | P value*
L (OR)
Family history ol breast/ovarian cancer
ves 245 0.73-823  |0.147
No (rel) |
i Age (years)
;. <30 (ref) |
| 30-39 0.80 0.06—-11.20 | 0.866
40-49 114 0.08 - 17.08 | 0.922
30+ 19.68 1.80-215.70 | 0.015
' Education
None/Primary (ref) l
Secondary [.19 0.43 -3.30 0.738
| ])OlleChl'liC 0.65 0.15-2.77 0.560
Universitv/higher degree 1.58 0.42-6.03 0.502
Marita) status R
Currently married (rel) |
. 0.76 0.07-8.47 0.759
Never married
0.97 0.39-2.38 0.967
Others |
Know breast 'canggr?i_spl?aclor
2.71 1.07-6.81 0.035
Yes
]
NO (rel) L0 o



1 dhlt 15: Odds ratios and confidence intervals of the logistic regression analysis of self-
erLelved breast caricer rating on sqocjo- -demographic and family history varijables are shown
. Table 17° There were significant associations for family history of breast cancer (OR =

179, 95% C1~ 1.23 — 6.32), education and marital status.
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Table 15: L

ogistic regression analysis of medium/high

breast cancer and family history of breast cancer. Kk
) er, kno

self-perceived rating of risk of

wledge and socio-demographic

characteristics

Variable
Odds ratio | 95% CI OR P value*
= : , (OR)
Family history ol breast/ovarian cancer
Ye
£ 2.79 1.23-6.32 | 0.014
No (ref) |
'_;\Jg_e (ycars)
<30 (ref) l
30-39 68 0.72-3.92 0.234
| 40-49 -y 0.60-3.82 0.381
) I0+ 38 | 0.50-3.79 | 0.536
| :ducation L |
None/Pnmary (rel) l
' Secondary 2.65 1.06 -6.67 0.038
| Polytechnic 3.63 1.36-9.69 0.010
University/higher degree 3.32 1.20-9.17 1 0.021
Marital status
Currently married (ref) '
: 0.99 0.42-235 0.985
Never married
| 20-4.5 .
, Others _2.40 1.26 — 4.58 0 00?
Know breast cancer risk factor -
o 0.81 0.45—1.46 0.478
Yes
|
No {rel) Belee = So =

s ————

*Signilicant results are in bold
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Lo DISCUSSION ANy CONCLUSION
5.1 l‘amnly hlstory of cancer

In this study, about 8% of the
reSpondents reported 2 family history of cancer. This

as been reported in some
cancer patients. Ogundiran ¢ g (2013)

proportion 1s similar to what |;
recent Nigerian studies. Among breast

reported that 5.1% of women with breast cancer

T family hi | : '
reported a lamily history. Huo ¢t af (2008) in a case control study of parity and breastfeeding

reported @ family history of breast cancer among 8.4% among cases and 4.7% among

ontrols. In another ¢ .
conir ase control study among women i 4 leaching hospitals in Midwestern

and southeastern Nigeria. 6% ol cases and 0.4% among controls (Okobia et al 2006) reported
family history of breast cancer. In 1999, Adebamowo & Adekunle reported 2% among breast
cancer cases and 0.4% among controls. In a Moroccan study, 7.3% of cases and none of the
control group (Laamiri et al 2016) had positive family history of cancer among those less than
40 ycars.

Balekouzou ct al 2017 found that 34.5% of cases and 16.1% of controls reported a family
history. In Barbados, Nemesure ct al (2009) found that 58.6% of case and 42.1% of controls
reported history of any cancer whtle the proprotions were 20.7% and 7.9% respectively for
tamily history ol breast cancer.

n the United States. the proportion reporting a family history of breast cancer in a relative
was 8%. similar to what was found in this study. A higher proportion was reported among

Mexican immigrants in the United States where 24.2% reported a [amily history of breast

cancer (Bird et al 2011).

The 8% found for family history 1D thi

level of awarcness of cancer in Nigeria. Also, In many
sis of cancer and there are possibilities that some cases are

s study could be an underestimation due 1o the low

hospitals, there are no facilities for

adcsuate jnvestigation and diagno
" : ' d as cancer.
misclassified as other diseases or other diseases Manage
reported in this study were breast cancer and prostate cancer.
S

Ihe commonest cancer type L |
r cervical cancer is in line with the higher occurrence

The predominance of breast cancer ove

t 2014).
of breast cancer in Sub Saharan Alrica (World Cancer Report )
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Y Breast can ' ;

thts study. only about a {h;
" g third of women ever practice SBE and Jess than a tenth ever had

| or Mammo . Othe ot ol
CBE or graphy. Other studies In different parts of Nigeria and other African countries

similar poor canccr sc ' :
YEIEENINg practices. Less than 10% of women in other studies have
had CBE.

yeveal

et al (2017) reported 4.4% of women reporting CBE in a community based interventional

study. In @ Kenyan study Wachira et al (2014) also found 7% had CBE. Also, Okobia et al
(2006) found that 9.1% had CBE in the past year.

/ % ’) - . .
Madubogwu et al (2017} studied female lertiary health workers in South east Nigeria and

lound that 35.9%. 22.5% and 1.9% respectively correctly practiced BSE, CBE and
mammography. Obaji et al (2013) studied market women and found that 21.8% ever practised
BSE. Odusanya & Tayo (2001) studied nurses in Lagos and found that 30% had had a CBE
and 8% had a mamniogram. Similarly. Obajimi et al (2013) similarly reported only about 1%
of women had had mammography. In other studies, Gabricl et al (2016) found that 31.8% of
nurses practised BSIE while Pengpid & Peltzer (2014) found that 40.7% of university students
from 25 countries had ever practised BSE in the year beforc interview.

Bello ct al (2011) studied nurses and lay women in southwest Nigeria and found that 22.9%
and 15% respectively had had a mammogram. There is a need for campaigns to educate of

women about the benefits of carly detection of breast cancer.

The knowledge of thc respondents about breast cancer aetiology was poor in this study. Less

than a quarter of the respondents correctly mentioned the cause of breast cancer. Several

studies have rcported similar poor knowledge of breast cancer (Nwaneri et al 2017, Obaji et al

2013. Okobia et al 2006. Aluko ct al 2014). |
ut breast canccr at population level. Such intervention

There is an urgent need for improvement of

knm\ledgc Ofe[i()logy and features abo

: to prevent cancer.
measures will enable more wometl take personal measures 0 P
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- Risk perception about . :
3.3 ' X breast cancer risk, knowledge and attitudes to genetic
lesting
nine in ten 1en in (h . .
Almost nine WOMEN In this study rated their breast cancer risk as low. This could be

cxplained by poor knowledge of the rising incigence of breast cancer or its risk factors in sub
Saharan Africa.

In this study, less than half (43%) of the women knew that breast cancer could be inherited.

This proportion of 43% appears encouraging given the poor knowledge about breast cancer
generally. The figure could be related 1o the general knowledge that many disease conditions
are hereditary.

In this study. about a third had at lcast some knowledge of genetic testing with most getting
inlormation [rom [riends and television. The absence of health workers or hospitals as a
common source of genctlic testing supports the point that hospitals in SSA may not be
involved in any lorm of genetic counselling lor cancer care. Genetic counsclling is available
or somc comimon diseascs such as Sickle Cetl Disease in selected centres across Nigeria. The

ugh level ol willingness of women in our study (three quarters) to have genctic testing for

breast  cancer 1l such services were available further supports the argument for the
cstablishment of genetic counselling and testing clinics in Nigeria. About three quarters of the
women studied were willing, and a third very willing to utilize cancer risk clinic services if

relerred [or the services available. This result indicates that high risk women are likely 1o

utilizer cancer risk clinics services 1l available.

NS4 A 1ation befwecn family history of cancer and genetic testing knewledge, CBE

ssociati , ! | | |

I i cant association between having a rclative with cancer and knowledge of
1ere was a stgnilic - | ‘

: women with family history of cancer have

‘ndication that
genetic testing. This could be an indication

vices available for [indin - .
ecn ever having CBE and a fanuly history ol canccer
W

g out their risk of haviag cancer. Also.
been more curious about Ser

s on multiple logistic
heen reported by other studies (Matsubara vt a
S

| SBE, CBE and mammography. However,

i Signiﬁcam association W4 rcgression. The association between

there were no significant association

i . s ;cnin ) hﬂ
lamily historv and breast cancer screening
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- Risk pecreeption . :
3.3 l P about breast cancer risk, knowledge and attitudes to genetic

testing

Almost fine In ten women in this study rated their breast cancer risk as low. This could be
explained by poor knowledge of the nsing incidence of breast cancer or its risk factors in sub
Saharan Alrica.

In this study, less than half (43%) of the women knew that breast cancer could be inherited.
This proportion of 43% appears encouraging given the poor knowledge about breast cancer
generally. The figure could be related 10 the general knowledge that many discase conditions
are hereditary.

In this study. about a third had at least some knowledge of genetic testing with most getting
information from fricnds and telcvision. The absence of health workers or hospitals as a
common source of genetic testing supports the point that hospitals in SSA may not be
mvolved in any form of genetic counsclling for cancer care. Genetic counselling is available
for some common discases such as Sickle Cell Bisease in selected centres across Nigeria. The
high level of willingness of women in our study (three quarters) to have genetic testing for
breast cancer if such services were available further supports the argument for the
establishment of genetic counselling and testing clinics in Nigeria. About three quarters of the
women studied werc willing, and a third very willing to utilize cancer risk clinic scrvices if

referred for the services available. This result indicates that high risk women are likely 1o

atilizer cancer risk clinics services i available.

S \ssaciation between family history of cancer and genetic testing knowledge, CBE
d. Assoclation ~ ¢

: »lat 7 wledge of
¥ . nificant association between having a relative with cancer and knowledge o
1€rc was a signitic

could be an indication th

ilable for

a1 women with family history of cancer have

netic testing. This IS T
. e finding out their risk ol having cancer Also.

been more curious ahout services avd

.o CBE and a family history of cancer.
- .en ever having
ciation belwe

therc was a significant asso

d for recent S]3F, CBE and mammography. [{owever,

a .. o was also foun . I
A significant association Jistic regression. The assaciation R

ons on mUhlp]C o

there were {onificant associal!

cr studics (Matsubara ¢t al

am; *ening
lamily history and breast cancer screenifg
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2013. Anthill et al 2006, Cook ef 4 2003

) Gierl.SCh t 9) '
al 2008, Townsend et al 2013 et al 2009, Madlensky et al 2005, Oran et

» Ochoa et g 2010)

: e . In some other studies there was no
significant association (Bostean o SRR

al 2013, Bird ey 4] 201 ).

The study has some limitations. F:
- VISt the cross gect;
ectio

ion ol ‘ nal design does not allow proper
cvaluation ol temporaljty

ol associat;

e hions. Secondly, the reports of family history may not very
reliable. especia lven .

i et gencrally low knowledge about cancer. Another limitation

lated to low lcve! ol knowledee
rela ol knowledge about cancer n the populace is that responses about

intentions to have genetic testing May not be wel} informed

3.5 Conclusion

Less than a tenth of women reported a [amily history of cancer. About a third ever practised

SBE while less than a tenth ever had CBE or mammography. There was a significant
association between family history of cancer and recent SBE, CBE and mammography though
not on multiple logistic regression. Women with a family history of cancer were also more
likely to rate their cancer risk as medium as high compared to those without a family history

of cancer.

3.6 Implications

Ihese findings may be important for future developers of breast cancer education programs
for women with a family history of breast cancer. Findings from this study highlight the

Imporlance screening practices and understanding perceptions of risk about causal attributes

of breast cancer among women with a family history.

5,7 Recommendations

. , screening campaigns should focus morc on
. Population based breast cancer awarcriess and g t4amp

women with a family history of canccr. | | |
be intensified including usc of print and elcctronic

2. Health education campaigns need 10
( breast cancer. corrcct misconceptions and get more

media 10 improve knowledge abou

Women to screen for breast cancer. | | |
3.(; 4 more necessary in [rastructure for cancer prevention. chagnosis
-Government should provide

: : coree In Nigcria-
and manageiment in oncology clinics
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ASSOCIATION RET
' BETWEEN pavILY HISTORY BREAST CANCER AND
SCREENING AMONG

WOMEN IN SELECTED COMMUNITIES IN
IB'\D\\.

INFORMED CONSENT FORM

My name is Afolabi Oluwatobiloba, a M.sc student of the Department of Epidemiology and
Medical Statistics. University of Ibadan, Ibadan, | am conducting a research on Association
Between Family History Of Breast Cancer and Screening Among Women In Selected
Communities In fbadan.

| will be asking some questions some ol which are personal but I implore you to be sincerc
with your rcsponsces 1o the questions. Pleasc note that your responses will be kept very
confidential. You will be given a number and your identity cannot be linked to the
information obtained during this intcrview. Participation in this study is voluntary as you are
[rce 1o decline participating. You also have a right to withdraw at any time you choose to
during the study. 1 will greatly appreciate your help in responding truthfully 1o the survey
questions as your responses will help improve the quality ol service given 1o People with

[amily history ol cancer and breast cancer, Thank you.

Consent: Now. that the study has been well cxplained to me and I fully understand the consent

of the study process. | will be willing 1o take part in the study

e — e ————— ————— e —————

Signature/ [humbprint ol participant intervicw dale
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AJOSEPO LAARIN I'TAN-EBI [y E
AWON OBINRIN NI AGBEG

ATI ARUN JEJERE OYAN AYEWO LAARIN
BE TIO YAN NIILU IBADAN.

IWE ATILEYIN

Oruko mi nt Afolabi Oluwatobiloba, omo ile-eko ologbon ti Department of Epidemiology and
Medical Statistics. University of Ibadan, Ibadan. Mo n se iwadi lori iwadi nipa “Ajosepo
laarin Iba-gbi 1dilé 1i Odo Odomo Omu ati Sisayewo laarin Awon Obirin Ninu Awon Yan
Agbegbe N1 1lu Ibadan.

Emi yoo beere awon ibeere die ninu awon i o je 1i ara eni sugbon mo be 0 pe ki o je
otitg pelu awon sdahun re si awon ibeerc naa. Jowo sc akiyesi pe awon idahun re yoo wa ni
ipamo pupg. A yoo l[un ¢ ni nomba kan ati pe idanimo re ko le sopo mo alaye (1 a gba lakoko
jomitoro yii. Ipadii ninu iwadi yii je atinuwa bi o ti je ominira lati ko kopa. O tun ni cto lati
vo kuro ni eyikeyi igba ti o ba yan lati nigba iwadi naa. Mo sc iranlowo gidigidi fun iranlowo
r¢ ni idahun otito si awon ibeerc iwadi bi awon 1dahun re yoo se iranlowo lati mu didara ise 1
a f1 lun Awon eniyan ti o ni 1tanje ebi ti akan ati oyan aisan, Seun.

Atileyin: Nisisiyi pe iwadt naa ti salthan fun mi daradara ati pe mo ni oye 1yooda ilana

1wadl naa, em1 yoo j¢ ipinnu lati se alabapin ninu iwadi naa
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ASSOCIATION BETWEEN FAMILY HISTORY BREAST CANCER AND
SCREENING AMONG WOMEN IN SELECTED COMMUNITIES IN IBADAN.

| am Tobi /\folabli, a postgraduate student of the Department of Epidemiotogy and Mgdical
GLatistics. University of [badan conducting a research on Association Between Family HIS‘PFY
Breasl Cancer And Screeninng Among Women In Selected Communities In 1badan. My project
SUperyisor 1s Dr Babatunde Adedokun. [ will be asking some questions some of which are
sersonal but 1 imiplore you 1o be sincere with your responses to the questions. Your identity
“mnol be linked to the information obtained during this interview and the forms will be kept
wictly confidential. Participation in this study is voluntary as you are [ree 10 decline
p;u'licipaling. You also have a right 1o withdraw at any ime you choose to during the study. |
will greatly appreciate your help in responding truthlully to the survey questions. Thank you.

A. SOCIO-DEMOGRAPHIC DATA |
| would like to begin by asking for some background igformation about you and you

family
Q1. Whatis your current age? N » (years)

T

Q2.  What is your current marital status?

. Widowed 2. Never married/Not living with a partner 3. Cohabiting 4. Married 3.
DivorcediSeparated.

- )
\ ] ) '. . | Llrrenll\, raCllCC¢
Qq\ \Nthh Ol th lO”O\\'Ing l‘ellglonS dO )’Oll C \ p

¥ 3 OTHERS (SPECIFY) ‘ )
e st describes your father’s ethnic background?

|. Christian |
Q4. Which of the following choices be

1. Yoruba 2. 1bo 3 Hausa 4. OTHERS (SPECIT'Y)
| ’ | ' d?
] i bes your mother’s ethnic backgroun
> 'hi e following choices best descrl
?D.Y rul:):lhlfc).h ;)bfo A 3 Hausa 4. OTHERS (SPECIFY)
. Yo :

- / tion you completed? |
Qb Wha was (he highes R edllca ISecf)ndary 4 Vocational/Technical S.

2. Primary 3. ’ ' S
Pol 1] ] 'i\i?(g?\l[)/colleges of education 6. Bachelor's degree/HIND 7. Postgradu
olytechn |
degree 8. OTHERS (SPECIFY)

.- &1 l‘: ])/\'l ‘}\ 1 . i\ 'i('(‘l
s ESIYLh king you about alcoholic heverages environmental exposures and phys
voy [ will be (SRINK

) . ! [N L] I)

(i e Pl iy (whisky. winc, local gin, palmwine. beer)
, ver ha

()7. Have you ¢ver

. Yes 2.No

alcoholic bcverages

‘ +loca] vin, palmwing,
had 4]coholic beverages 10 the last 1 month (whisky, wine, local gin pall
1ad any
Q8. {Have you

beer)? LYes  2.No
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, olten ar¢ you involved in the follow

INg activities? Neve | Rarel | Someti | Often
r y Mmes

;' T‘IOUSC Lighl hou;c work

relatsd_ (Light housc activity makes you breuthe normally)
acuvitic | E.g. sweeping, cooking and dusting

S Modcrate house work | I
( !l'lodf-’"m € activity makes you breathe hard) E.p.
washing clothes, mopping and child care

Vigorous house work

(Vigorous activity makes you breathe much harder)
E.g. pounding yam and chopping wood

Light activity

L.g. standing. slow walking and all SN activities

|

| lob [

Crelated - Maderate activity
acuvtue | Ee carrying loads, continnous walking

W
D

e — . —

-
Vigorous activity i B R [
L g digging and [urming

Leisure walking .

| Jogging :

| Light dancing —
' Exercise —— ===

“ S Vigorous dancing

| Football. handball.etc |

I —l—— E——— — NN —EEE—

Acrobics excereise/class — -

=
—

OTHERS (SPECIFY)

—_—
e L —
————————

Q8b. Have you ever smoked cigarettes or other tobacco products? 1. Yes 2. No

REPRODUCTIVE HISTORY |
L he foliowing questions are aboul, mensiriaiio
310 At what age did you have your first men

u were using contraceptives. how many days in total 1s between your first
i menstrual period in a month. N

n, pregnancy and the use of hormonal confraceplives
strual period? AGE _ __

)1).  l:xcluding the time whc'n yo :
v ul menstrual period to the firsl day of your nc

day's

‘ T 1. Yes 2. No
)24, Have you cver been pregnant? 1. Ycs
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~ How many Pregnancies have you had?

. How many tive births have you had?

1 [las your menstrual period stopped for | year or more? Please do not include times When your periods
ped because of pregnancy. breast-feeding, serious illness or strenuous  exercise. 1. Yes 2.

|4 Flave you ever used hormonal contraceptive. in the form of birth control pills, implants or
ections? L. Ycs 2. No

~ QI5.  How many years in total did you take hormonal contraceplive, in the form of birth
contro} pills, implants or injections? YEARS

D. MEDICAL HISTORY .
Now | have some questions about history of cancers, benign breast (non-harmful) disease,

ovarian conditions, X-ravs and breust biopsy.

162 [ Q16b. O16¢ Q164 |
a anv of vour | What type (s) ol cancer and how | I brea§t Living/Deccased
..l;ni\cs. A Prt’\"iOus ' old was he/she when this cancer Icla;lclcr, \ (llfl |
: | was lirst di ved? c/she have 1t
istor ‘ancer? was lirst diagnosed”
istory of cancer” A
breast? i
rg™ s A(‘
Your mother I'ype 3 s e |
i EEIEIEN [ 2 Right ! Alive
L Yes B s B . Both s
| j NO ~—n _'- - e b} Don,t AGE |
[ i Don’t know b Ovarian v = ‘
§ 7 i " Jo Dead
y,  Cervical ey |
= —= | AGE |
4 . —
Utcrinc/En(l()mCtrml
| .5 Colon 2
— I
I
j. l.ung
| D Other
T : 'l.ypc .‘\(;
Your lather " :
v Lell | Ahve
! g =1 = ;
No i — |[[ Both | AGL:
| "_I'ng_[;tll’ B

Don’t Kknow | R
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31 Don't
know b Dead __
s AGE
s 1 Luma e e am e iy
ks Don't know . - :
; Other _:m
-l-'-_. — q |
N Sister T_\'pc AG
I ] Left ;
: Alive
Dt Yes |1 Breast ol b Right !
Il:[, NO > . il = At I30lhD0r]’I S AGE
" | Don't Know b Ovarian - ‘
i know :] =,
3 1 3 AN T 0 ¢a
ves. how many | [[Jy  Cervical akl
Balors e —_ - AGE
J ) s
Uterine/Endometrial
1 Colon W ¥
kb Lung A |
| | L Don’t know e
[ Other =
7 Alive
|
. : vith TVPC AG Lef
Any half-sisters (3 A £  Left r o
ommon father 0T S e TR ., Right
| 1 BreaSt —_— B lh
mother) , 0 | :
| _Jii \’es ' ¢ B e ) 4 Don | j) Dead e |
_ No | b, Ovarsan == A - :
r Don't Know | B T e} AG
", Cervical —-
wes.. how many =
d1-sisters? | ! ! K al
| UtcriNC/l‘Jld_O“‘_c"'i'l ———
| 3 Colon —
o |
\ ) l,;l_ng
| L Daon't know a3
A . STt® L.
v Other____ __ ———— -
e L
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| :} Colon
O

l.Lung

(Other

[

L Don't know

| CUterine/Endometrial

AFRICAN DIGITAL HEAL?—IJ*EPOSITORY PROJECT

i Q16h. Q16¢ Q16d.
any Ol your | What type (s) of cancer and how | [f breast | Living/Deceased
fives A previous | old was he/she when this cancer | cancer, did
ory of cancer? was first diagnosed? he/she have it
' one or both
breast?
y daughter Type AG |
| I . Left
A e bt b i) : Alive -
i) Yos 1 Breast " i > Right 1 o
3 No i Both
WK ) : - Don't
PDon’t Know Ovarian ‘
know " |p Dead
— | == AGE
B Cervical -
I | B,
Uterine/Endometrial
i F. Colon A
:]n l.ung X
L Dbn’ﬁ&h(_)w =)
[k Other
T, | AG
l‘p" I, | [cft '
v mother s SIsters Right . Alive
I‘ ,  DBreast — . Both AGE
YeS e T | = ! DOﬂQl
No : L, Ovarian — ;‘3 e Dead
Don’t Know | ‘ =— SINPEETS AGE
y  Cervical 4
P'H yes, how many o
lhother’s sisters” -




Type AG |

i [ather’s sisters 5
_ U Breast AR [ ] Left 1 Alive ‘
4 Ly —— s e g o — D nghl AGE
r. No b Ovarian 3 Both
'“_J Don’'t Know i ' Don't |[ o Dead
| ,:D) Cervical .~ = | know AGE
. yes, how  many -
fither's sisters? | [,
o | Uterine/Endometrial
I s Colon g
II ID‘ l;llng B
| bl
| Pon’t know 4
| §ie bty A dhrn e 1
| [k Other L
|
| s = 'l‘\'[)(‘ AG . Alive =
! . ‘ ‘ I | | Cﬁ .’\(IE
Loy other relatives? . R "
| 1N
¢lated 1 Breast - !
_. low el N e
| o ST Don't AGE
i- - Yes h - Ovarian N ” l -
r (now
1
| N R
§ | ) Don’t Know Cervical %
il ves. how many r AL
b hor rclatives? Lftc;;inc/l~lngptgpirlall N
= Colon g
j Lung L
’D:F—ﬁt‘)n’t know 4]
:L. Other .
I 1

ireated for any benign (non harmful) breast conditions

ﬁ
h\j

vor been diagnosed or

' you €
Q17. Have breast lump? | Yes 2. No

such as a non-canccrous cystora

Don’t know

n diagnosed or ireated for an ovarian problem or had surgical removal ol a
ce

Q18. Have you b 2 No 3. Don't Know

pelvic mass that was not cancer? 1. Yes
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=

1y lather s sisters

o Yes
| No
Don't Know
how many
sisters”

e — —

|
Yy other relatives?

iuw related

o Yes
ﬁw No
. s Don’t Know

how many
relatives?

ves.
 her

()17. Have you ¢
such as a non-cancerous cystora

Don’t Know

()18. Have you been diagnoscd or trcatc
lvic mass that was not cancer?

pc

Type AG
[jl Breast 1. . Left . Alive
ik R e Sl B R | he » Right AGE
> Ovarian A 3 Both
| y Don't j. Dead
[ Cervieal 77T know AGE
'-' | _ —
Uterine/Endometrial :
s Colon 11
¥ Lwmg
b Don’t know _ 4l |
LU ' P . & alr® it el | -
_ k Other -
ey .—_w /\“\'C
L\'pc AG I ===
K | [.Cﬁ /\(J[Z
1 Breast a4 b Right
3 Both n  Dead
b Owrian Lk Dom &l
v Know
Cervical 84

r . -
Uterine/Endometrial

(. Colon
=

breast lump?

l. Yes 2. No
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3. Don't Know

vor been diagnosed or ireated for any benign (non harmful) breast conditions
b Yes

2. No

q

)

d for an ovarian problem or had surgical removal of a




Q19. Up until one year ago did you have a breast biopsy? A procedure in which a suspiciots
arca of the breast is removed and examined using needle or cut. {. Yes 2. No

. BREAST CANCER SCREENING PRACTICES

The next questions are about some of the steps you might have taken to have a better
understanding of your breast.

@20a Q20b. Q20
~Which of the following | Was the breast | Who recommended  the  breast — cancer
breast cancer screening | cancer screening 1o you”
have you ever had? (check | screening
all that apply). IF NO GO | method
TO QUESTION 25. rccommendcd
10 you?
Yes | No | Campaig | Medical | Nurse Others
-: n/outreac | doctor (specify)
h
Sclf-brecast examination O ©
Breast examined by a|@ ©
doctor or other health
!\vorkcr |
x-ray of your breas! O ©
' (mammography): |
None - | v .
i Others ° 2
\ | | 1 i y
orm self-breast examination? l. Yes 2. No

[ the last one Year. did you perl

d ' > Are WOl’kGl’S'.’
" ¢ uncd by d doctor or Othl’ henllh care

2 did you havc your breasl cXdin

YL rss I y

' I the last two
| Yes 2. No

]l - . +-

' L i — " Pt Y "
d you have any other lorm of breast screening? 1. Yes ) N
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F. BI'{E,-\S"I’ CANCER RISK PERCEPTION
Kindly tick the option iha besi suit you

There are no wrong or right answers.

025
\.htl;ml fjons Ic@\.mg Ofm ol the | Much Slightly | No Slightly | Much | Don't
|._ ::n u:\r ]::i a[; ;‘Z(:l;;::lrl:;kgrcasl lr]ilsgkher | h.igher fiiﬂ'crcnce e :;)S\l:'er know
risk in  your | risk
risk
Mother
Jather
Sister or brother
lalt=sisters or haltbrothers “"T |
| Children 7
Mother's sisters or brothers . B I |
rathers sisters and brothers
V26 True [False Don't
know
lreast cancer risk becomes higher:
'he more blood relatives you have who have been diagnosed with
hreast cancer.
he closer vour blood relationship with the person with breast
Ancer. |
| he dounger vour relatives when they were [irst dhagnosed with
' hreast cancer, especially if they were under the age of 40
/1'your relative had breast caneer which affected both breasts. |
i vour male relative dcvclopcg _bL_CESl cancer
I both breast and ovarian cancer run In your lamily - _
{ Centain other-t_mcom_n;on ‘cancers have dcveloped in your family | |
«lien under the age ofd5ycars |
List the [factors which you leel causes breast cancer below

Q 27.

()28. How would you rale your chances of geiting breast cancer ?
1, Low 2. Mcdium 3. fhgh
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G. ATHTTUDE TOWARDS GENETIC TESTING FOR BREAST CANCER RISK

717" 'y Ity
4 /U”()HH?g questtons gre 10 kﬂ()ﬁ' flow Yot /C’(:'l about ,es’ing your blood 10 know
vour breast cancer risk

Q29. As far as you know,

can breast cancer be caused by inheriting bad genes from one’s
parents’

. Yes 2.No 3. Don't know

Q30a. Genetic test means using your blood to identify chunges in genes that could lead 10
hreast cancer. Before today, how much did you know about genetic testing?
I. Nothing 2. Some 3. Alot

Q30b. If you know about genetic testing where did you learn about i1?

|. Magazine 2. Newspaper 3. Television 4 Friends 5. Others

Q31.  Are you willing to have genetic testing for breast cancer risk?
1. Yes 2. No 3. Don’t know

Q32. If not willing to have genctic lesting for breast cancer risk, please specify the reason

(s) why not.

——————— —_—
e —— S — e —

| igh-risk clini » willing are you to utilize the
33 If referred to a breast cancer high-risk clinic, how willing are y
service;

], Not willing 2. Willing 3. Very willing

END OF QUESTIONS. THANK YOU YVERY MUCII FOR YOUR TIME,
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AJOSEPO LAARIN ITAN-EBIIDILE ATI ARUN JEJERE OYAN AYEWO LAARIN
AWON OBINRIN NI AGBEGBE T1 O YAN NI ILU IBADAN.

Oruko mi ni Tobi Afolabi. akeko gboye agba ni agbon awon ti hun se iwadi arun Ui o hun (an
kale ni awujo ati eto isiro nipa ilera ni ile eko yunifasiti ti ilu Ibadan ti o se iwadi nipa
“ajosepo laarin itan-ebi idile i arun jejere oyan ayewo laarin awon obinrin ni agbegbe U1 O

van ni ilu ibadan.”. oruko alabojuto iwadi yi ni Dokita Babatunde Adedokun.

Awon ibeere ti hun oma beere yii o ni se pelu enikookan wa. mo row a lati je olooto nipa
awon 1dahunsy awon ibeere wonyii, bi o ti leje pe o ni fi idanimo wa han pelu awon iwadi yi
ki se atipase. eyi tumo si wipe ¢ ko sc mo nigbakugba ti 0 ba wu yin ti iwadi yi lo lowo.
Sugbon inu mi y1 odun gididi 11 eba l¢ fowosowopo pelu mi lati ranmi lowo nipa iwadi yii.

papa julo nipa, jije olooto sii awon ibcere won yi. Esc gan.

A. ABALA TI ONISE PELU RE ATI AGBEGBE RE.

Ma le lati beerc nipa bibeere ti oni se pelu rc ati molebi

QL. Kinttye ojooriyinnibayl ...........oooooviiiiienn o, (odun)

(2. Kini ipo ti ewa nipa i idile?
|. Opo 2.Lu gbeyawo rife ko gbe pelu cnikeji yi 3..E gbe pelu eniyan 4. E loko 5. Eu
pinya pelu oko yin/e si lodo oko mo 6. Apon ni yin.
Q3. Ewo ninu awon esin yii nie nsc Y
1. Onigbagbo 2. Musulumi 3. Esin miran (€daruKO) . .ovrvreerraereeseerers

L Lo
Q4. E wo ninu awon eya yi lo SO ibj ti baba yin tiwa:

1. Yoruba 2. bo 3 lausa 4. Awon €ya miran (edaruko)..............
oy o . ° " r)
a yi loso ibi li tyavyinll Wa:

()5, Lwo ninu awon €5

| Yoruba 2. 1bo 3.1 lausa 4. Awon cya miran (edaruko).cevveeiinen
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Q6. hwe melo leka?

[. Mi o kawe rara 2. Alakobere 3. lle-cko girama 4. lle-eko onise 0WO 5. lle-eko

gbogbonise/ie eko awon ojuko agba 6. Yunifasti/ile eko agba gbogbo nise. 7. lle-cko

to gaju 8. Imiran (cdaruko)

000000
aaaaaaa
ooooooooooooooooooooooooooooooooooooooooo

B. IBEERLE NIPA 1IGBE AYE YIN
Nigbayi hun o ma becre nipa awon oti ti e maa nmu ati awon ohun ti e ma nse gege bl ise.
Q7. Nje e ti l1igba kan mu oti lile ri (ogogoro. oti oyinbo, Emu)?
|. Beeni 2. Becko
Q8. Nje emu oti lile osun kan seyin?

I. Beent 2. Beeko

Q9. Nje e mu siga ri tabi ohun i ofi ara jo

| 2
|. Beeni b ko
i Sl ‘ Nigba | Lemo
~ Q10. Bawo ni ¢ se ma nsc awon nkan wonyl Si E o | Boya g
l seri | lekan | miran | lemo
|
kan
|
A | | Awon isc kekeke ninu ile (awon 1s€
. | TS
ile kekeke yi ma n ranml lowo lati mi
| | daradara) apcere: gbigbale, sise

| Awon ounje. gibanlc

| I —

[ . S
| O PR -—':__ ' *
e HEGT Awon ise ile to mo ni won tabi 10 ye

‘ s (Awon Ise yi ma nje ki ali m1 mo

| peluile rira) apeere, aso fifo, ile ninu at1 omo

titoju R
—/\;or_]risz_iic 1o le dic (Awon IsC Y1

ma nje ko ni ara gidu lati nu) apcere | |

iyan glgun at igi lla | |
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B Awon | Awon jse (i ko le, apeere nina duro,

{10 nise

ririn Kiri, ki afy gbogbo igba na joko
pelu 1se |

| Eyi ti ko le ; : e
t1 onse Y C Ju tabl 10 mo niwon .

apecre | eru gbigbe ki cniyan sama

rin Kiri

Eyi to le lopolopo. apeere ile gbigba

ali ise agbe/oko dida

Lre
. Irin gbele
idaraya

Ere sisa pelu odiwon

Jljo pakalekc_

Booolu gbigba (alafescgba). Boolu

alafowogba ati becbelo

Ere idaraya a i onise pelu agbara

A won miran

— e —

e ————————

C. ITAN TO NISE PELU OMO BIBI

Awon ibeere wonyi ni sepelu nkan osu. pyum nini ati lilo awon ogun kan tabi ekeji ti o le
W

d] oyun nin IOVL'O.

()10, Omo odun melo ni yin nighba lie se nkan osun akoko? Odun ..............

()t1. Yato siigba tlic lo ogun ti odi oyun Jowo. baami ni igha ti ¢ i ma nsc nkan osu s¢ gun

‘ . . F b \ 9 { pewmE -
(o si omiran (ojo akoko s10JO akoko miran U ¢ sc nkan oSu)?......vieeiion i 0JO

012, Njeetiloyunri” |, Been 2, Becko
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B Awon on ise 1 .
. Awon ise 1i ko e, apeere nina duro,

(o nise | ririn kiri ki e . .
ririn kiri, ki afy gbogbo igba na joko

pelu 1se
Evi 41k : - -

(i onse Y1 ko le ju tabi to mo niwon :
apeere © eru gbigbe ki cniyan sama
rin kiri
[:y1 to le lopolopo. apeere ile gbigba
aty 1se agbe/oko dida

[ C

fare |

| Irin gbefe

1daraya . .

Lre sisa pelu odiwon

[jt jtjo 1t ko gha pakaleke
| 1o ﬁakalekc :

Booolu gbigba (alafescgba), Boolu

alalowogba at1 beebelo

| Ere idaraya a ti onisc pelu agbara

| Awon miran
|
| | B | i
i 1 L N =

c. ITAN TO NISE PELU OMO BIBI

Awon ibeere wony! ni sepelu nkan osu. pyum nint ati lilo awon ogun kan tabt ckeji t1 o le
&

di oyun nin lowo.

(10. Omo odun mclo ni yin nighba tie se nkan osun akoko? Odun ..............

(1. Yatosi igba tic lo ogun ti odi oyun |
o akoko si 0jo akoko miran ti ¢ s¢ nkan 0SU)?....ecererreireneietenennss O]O

owo, baami ni 1gha 1l ¢ fi ma nsc nkan osu sc gun

to si omiran (0]

(12. Njeet loyunri? I, Been 2. Beeko
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Q13. Nje nkan osu yin ti duro dfun odun kan tabi jube lo ri? Ejo wo e ma ka awon ihgba (0
duro nitori Oyun , nigba lie n fun omo loyan, nigba tj ara yin koya labi e se waala gidigl.

. Beeni 2 Beeko

Qi4. Nje eti fi 1gba kan lo ogun 1j ko je ki oyun duro, boya nipa fifi eto somo bibi tabi

abeere?

1. Beeni 2. Beeko

Q1. Odun wmelo laapapo ni igha ti ¢ (i lo, boya cyi ti anfi soju ara tabi alabere

odut........ ...,

D. TTAN ETO ILERA YIN
Nibayi, mo ni ibeere lori itan jejere, ibecre arun oyan ipo ti oju ara wa, aworan inu ara,

yiyo awon nkan ti ko dara pupo ninu oyan.

)164. ] Qrob. [Ql6e. Q!6d. -
| ) Wi 1 ' jej | yisiwa tabi o 1 ku’
\bala a. nje enikankan | Iruarun jejere wo wti wipe odun Ti o ba je arun jejerc | Seeniyisiwa ab
. ’ . ) C aApa ke 1 abi
nmu molebi yi ni itan arun | melo nt ent yen gba ti won se | oyan. s¢ apa kan ni
Jejere aycwo re? meje)! =
| N\ a laye/ ot K un
Se iva yin? | Iru arun jejere Odun Owa laye/ oti ku
¢ivayin’ |
R 1 i . Apa osi 1. Owa laye
"o BREG ik 2. Apaotun R i
1 Miomo 3. lle omo 3 Mcjcjl
et R 4. Emiomo
5. Odoabe  .eeeeeee
6. Onaofun  ..oooveeenn
7. Emiomo
g  Awon miran .............
= (g ||| “Owa laye/ oti ku Odun
baba vin ° | jru arun Jcjcre Odun
it DA ) |
: ] O)un .
| Been . I. Apaosi | i O Ton
| ikl | 2. Apootun
it | by 2. Oulku
3. Miomo 3, lle omo o | 3 Mejej
i Seatbe 1, Emiomo
5. Ona ofun | |
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0. Emiomo ...
1. Awon miiran ... ...
| ubon Obirin? Iru arun jejere Odun Owa laye/otiku  Odun
|. Beent [. Oyan
| |. Apaosi
B 2. Beeko 2. Ojuara e |. Owalaye .........
3 . 2. Apa otun , .
1 Miomo 3. lleomo ... * 2. Ot ku
; , 3. Mejeji
-'; 4. lleito .
'* S 4. Emiomo
| . o abe
; 6. Onaofun
. 7. Emiomo
| 8. Awonmiian .............
: T~ a lav L Odun
swon egbon obinrin (baba | lru arun jejere Odun Owa laye/ oti ku ¢
hanna sugbon iya otooto)? . Oyan - Nabs g
|. Beeni PN Qjurary e Moo on . .‘ aye ...
Y Beeko 3. lleomo . 2. Otiku
l - 3. Mejcjl
| 3. Miomo el 4. Emiomo
5. Odo abe
6. Onaofun  ....c.oeen
7. Emtomo  ...oooiieiees
8 AWOD MITan .oovvvereent.
- = Owa laye/ oti ku Odun
meobmr_in'?_ : lru arun jejerc Odun
: . Oyan ¥
e # -0y af PR |. Owalaye .........
. , 2. Yuar a otun .
2. Bceko i 2. Apaol ) Ot ku
| 3 Miomo o NS 3. Meicji
| SR BT 4. Emiomo
| 5. Odoabe
|
6. Onaofun  ....oooveenee
7. Emiomo
8 Awon mitran ..........e
— = R = “Owa lave/ oti ku Odun
e TaTarg Odun | |( :
| Lon egbon iya ti ojC [ru arun jcjere |
v [ Oyan AT
binrin® | IR u! | . Owa lave
2, Quuara | :

| [3een
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2, Beeko Womel . ... 2. Apaotun i~ 2. Otiku
j, Miomo SN ™ 3. Mejeji
| . 5. Odoabe ... ... 4. Emi 0 mo
(| 0 ba je beeni meloo ni
| 6. Ona ofun
'|||}JC ..................... .
7. EBmomo ...
8. Awonmuran ...
\xm_n_cgbOH baba (i oje | Iru arun jejere Odun Owa layc/ ot ku Odun
| obinsin? l. Oyan o
. . . Apaosi
l. Beeni 2. @Juara " 2. A | Owa laye
. Apa otun .
2. Beeko 3. lleomo 2. Otk
3. Meyep
3. M 4. lleito |
g oo 4, Emiomo
5. Odo abe
6. Onaofun  .............
7. Emiomo
R Awon mwran .............
= = ———— —— ‘Owa lave/ oti k Odun
\lolebi? Bawoe ni won se lru arun jejere Odua =7
4 - l, Apaiod . Owa laye
|- Beenl 2. Quys 2. Apaotun 2. Otiku
2. Beeko 3. lleomo 3. Mcieji
3. Miomo 4. lletto 4, Emio mo
A 5. Odo abe
6. Onaofun  ..eeerien
7. Emiomo
Iﬁ g Awon miran —..........
| =

! S ———
e E——
- e ———

Nje ati se aycwo ti osi fi idi rc mulempe oyan yin kosi ni 1po to ye tabi kokoro wa minu
Q@17. Njyeau

. Beeni 2. Beeko 3. Miomo

o;anyinri R =N o
ara i tabi ati {1 igba kan yo ohun kan ni obcberu yin ri

icetifil | arun oju
(y18. Njceti fiigha kan ni | .
| sugbon li ki sc arun jejere? |, Beeni 2, Becko 3. Miomo
¢ )

mipa ise ab | ’ w0
‘'iti bi odun kan scyin nje ali igba kan yo ohun Kankan ninu oyan yin ri boya nttori
019. T bro , | . .
:n o | .«i qwon 1bi kan 1i asi lo abeere tabi tt age
| - omiran’? Nipa sis aycwo lori akiyes av
aisan kan tabs omiran:

|. Beeni 2. BBeeko 1. Miomo
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E. AYEWO LORI ARUN JEJERE OYAN

Awon ibeere wonyi da loti awon ese {; et gbe lori ati mo si, lori ipo ti oyan yin wa

Q202

:ijo ninu  awon
ayewo yi leti se
|

lori arun jejere r?

(ewo gbogbo cyi

Q20b

Njc hana i egba se
ayewo yi (e tmoran
tabi alasile fun yin
rin

Q20¢

Tani o la liana yi sile fun yin?

1oje).
— ' B : . | Elomiran
Beens Beeko Awon Dok1ta Noosl i
olupolongo

Ayewo  aladase 5 0.

lun ra eni

Onisegun/dokita L. 0.

lo se ayewo tabi

AWON onise 1segun

ovibo milran

,-\)_*C\_\*O inu ara (x- L. 0.

ray) ti oni sc pelu

oyan

Ko i Kankan

ninu  awon ll ] 0

adaruko ¥ |

1. 0.

. Awon miiran

(¢daruko)

' ; YOy g 9| ais L
Boya bi odun kan seyin. nje € S¢ dyewo aladasc lori ayan yin |, Been 2. Beeko
()21. Doyd Dl - :

Q 22. Bi odun meji seyin, s¢ dokit

yin?

|. Beeni 2.

Becko
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() 23. Brodun meji seyin. nje e se ayewo inu ara (x-ray) 1i o ni s pelu oyan yin?
| Been 2. Becko
Q24. Biodun meji seyin, nje e se ayewo miran lori oyan yin?

| Been; 2. Beeko

F. EWUTO FARAPE ARUN JEJERE OMU

Fi pelepele mu eyi ti o ro, ko si cyi ti 0 dara beeni kosi eyi ti kodara

rQZS. Bawo ni ¢wu to wa | Ewo 1o | Ewo 10| Koosi | Kosi Kosi ewu | Emi omo
|

farape ey | lyalo | ewu lo | rara

lopo ninu po
cwu re

ninu ki enivan ni okan | P°

ninu awon cniyan yi il o

ni arun jejerc se kanwa.

] Baba
|

E_gbon obinrin tabs
okunrin

EgBon okunrin/obinrin 11
kise baba kanna tabi iya

' Kanna I\ | .

—_—

Awon o0mo

}Egbon iya obirin labl
okunnin
“L:gbon baba obinnn tabi
okunrin I I

e E—
——

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Ky




0261 ) = Tl
Arun jejere yiti di toro fankale bay; : |
d Kprzbe fara | O fara | O dabi | Otito ni | Emi
(iro pata gba | jo iro enipe eyi mo
ni R
— . — | olita ni
Becni awon molebr wa i ont arun
jejere tit npost papa julo arun jejere
Loyan -
Beeni awon ¢je wa nsumo awon to o T
arun jejerc oyan
3cent awon molebi wa ti okere lojo
or sese ko ni arun, papa julo awon
lowa labe ogoj1 odun
oot . . : . . <=L
I tkankan ninu molebi wa bani arun
jejere oyan nioyan mejeji g 1 B g T
Il molebs wa 10 je okunrin bani arun 10
r_oh_un fi han pe oni arun jejere oyan
' Bova arun jejerc oyan ati ti oju are bawa
Cmnu ebi re
Boya awon jcjere t1 kowo po tiwa ninu
molcbi re ni abe odun marunlelogoji
Q27.
L daruko awon tic rope ohun fa arun
)\ TR, 71 SRS
...................................... , ] 1

028. Niti igbelewon ida ogorun. Bawo le se ro wipe ipo yin wa lati ni arun jejere?

Nibiti igbelcwon odo tini ida ogorun so wipe oscse ki e ma ni arun jejere oyan yli ati wipc

agorun igbelewon nso wipe kosi aniani, dajudaju afi gbagban wipc eko le se aimani
0%--10%--20%--30%--4 0%--50%--60%--70%--80%--90%--100%

G. THUWASI TI OHUN TOKASI EWU TOWA NINU ARUN JEJERE OYAN

Awon ibe
i ewa nipa arun jejere oyan.

029. (Ibeecrc mokandinlogbon)

Gege bi 11 se mo. arun jejerc le je okunfa iran ati obun mi?

. Okunfairan 2. Ohup miran 3. Miomo

030. (Ibcere 0gbon)
Ayewo ¢je yiI lumo sl wipe lati

' ' s - L)
jejerc oyan ki v di oni. bawo fe se mo nipa ayewo cje tonise pelu iran y1 si:

| Miomo nkankan 2. Mo mo dic 3. Mo nio pupo

Q30b. Ilbeere ogbon abala b)
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ere wonyi felati mo bi yio se ri lara yin nigbati ¢ base ayewo eje yin lati mo ipo

lo cje yin lati mu iyipada ba iran ni cyi o e ta arun




I e ba mo nipa ayewo eje iran, nibo leti ko nipa re?

|. Magazine 2.Iweiroyin 3. Ero mohunmaworan 4. Ore
Ona miran 7

j..n

Q31 (Ibeere mokanielogbon)

Ni ori agbelewon odo-si mewa, bawo le se fe lati se ayewo eje iran ti 0 nise pelu

arun jejerc? Nibiti odo (0) ti duro fun ‘hun o nife si’ ati mewa si duro fun ‘moni fe st

Q32. (Ibecere kejilelogbon)
Ti e ko ba ni fe si ayewo eje iran jejere oyan. ¢ jowo e so id tabi awon 1di to romo.

ooooooo
.........
oooooooo
ooooooo
ooooooooooooooooooooooooooooooooooooooooooooooooooooooo
ooooooooo

Q33. (Ibeere ketalelogbon)
| €] 2 1€e0 se
Ti a ba dari yin si ile-iwosan lati se ayewo arun Jejere oyan lekunrere, bawo ni € 0

ife si' ati mewa si ‘mo nife sl ra’
lo eto yi si?"0" duro fun “huno nife si’ ati mewa si duro fun ‘mo nife sl darada
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