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ABSTRACT

Introduction: In terms of cancer incidence, cervical cancer ranks fourth among women and seventh
overall; most cases (85%) are diagnosed in poor and middle-income nations. The study's overarching goal
is to determine what factors prevent women with cervical cancer from receiving necessary follow-up care.
Method: Cross-sectional study of 150 females will be conducted gynecology outpatient clinics in period
between June 2021 and October 2021 in three hospitals in Baghdad city including al-
emamainAlkadhemain teaching hospital, AL-yarmook teaching hospital and AL-karh hospital. Target
population will be the patients attending gynecology clinics and health care providers working in these
gynecology clinics of the selected hospitals.Data will be collected by interview with the patients who
attend gynecology clinics and health care providers working in these clinics using pretested structured
questionnaire after taking their consent to participate in the study.Results: Cross sectional study of 150
females, [36%] of them at age group 31-40 years while [28.7%] of females at age group 41-50 years.
[86.7%] of females are married, [72.7%] of females are unemployed and [58%] of them have primary
education just. [45.33%] of females have screening and [54.67%] have no screening before. There is
significant impact of occupation that influence the decision to have screening, [68.3%] of Employed
females have screening, also education significant impact on influence the decision to have screening,
[50%] of Postgraduate females have screening. Significant association between recommendation of
females for screening and doing screening, [74.1%] of females twice recommended have screening before
while [39%] of females once recommended have screening before. Conclusion: Most of females have no
screening before, occupation and education considered as important and significant barriers for females to
have cervical screening, postgraduate females have more screening and also employment females get more
cervical screening.

KEYWORDS: Prevalence, Barriers, facilitators, cervical cancer screening, gynecology outpatient clinic,
Baghdad city.

INTRODUCTION
Eighty-five percent of the world's cervical cancer burden

are highest in Eastern Africa.’y There are an estimated
5,250 new instances of cervical cancer and 3,286 deaths

is concentrated in low and middle-income nations,
making it the fourth most frequent malignancy in women
worldwide.™ In 2012, there were 528,000 new instances
of cervical cancer and 266,000 deaths related to the
disease.” Almost 90% of these fatalities happened in
nations with poor or moderate incomes.® In Irag, women
between the ages of 15 and 44 have a cervical cancer
incidence rate that ranks in the top 10 worldwide. There
was a 1.7% annualised crude incidence rate among every
100,000 females.®! Both the incidence and fatality rates

from the disease each year in Kenya.®! It was predicted
in 2012 that there would be 4,261 new cases of cervical
cancer per year by 2025.° The only gynaecological
cancer for which universal screening is suggested is
cervical cancer.[”? Changes that, if left untreated for 10—
15 years, could result in invasive cervical disease can be
detected through screening. This is a once-in-a-lifetime
chance to stop these premalignant lesions from
developing into full-blown cancer. Screening for cervical
cancer has been demonstrated to lower both new cases
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and deaths from the disease by over 70 percent.’®! From
over 80% in Austria and Luxembourg to 1% or less in
Bangladesh, Ethiopia, and Myanmar, there is a
considerable range in the effective coverage of cervical
cancer screening among countries. The percentage of
women who are screened for cervical cancer is
significantly lower (19%) in poor nations than it is (63%)
in wealthy countries.”™ Only 3.2% of Kenyan women had
their cervical cancer checked in 2010, with only 4.0% of
urban women and 2.6% of rural women being
screened.' Cervical cancer is most prevalent in low-
income regions, yet there has been little progress in
organising screening programmes there. Lack of
infrastructure and resources (technical, medical, and
financial) as well as a lack of awareness and education
about cervical cancer among women and health-care
providers are major barriers to cervical cancer screening
in resource-poor countries.’! HIV/AIDS, malaria, TB,
and high rates of newborn and maternal mortality are just
some of the many health issues vying for attention in
Africa.™ Furthermore, there is a deficiency in both
skilled doctors and enough laboratory supplies,
employees, and treatment facilities. The aim of study is
to identify the obstacles to cervical cancer screening
related to both patient and care providerand to improve
the use of preventive strategies against cervical cancer
include HPV vaccine and cervical cancer screening.

METHOD

Cross-sectional study of 150 females will be conducted
gynecology outpatient clinics in period between June
2021 and October 2021 in three hospitals in Baghdad

city including al-emamainAlkadhemain  teaching
hospital, AL-yarmook teaching hospital and AL-karh
hospital. Target population will be the patients attending
gynaecology clinics and health care providers working in
these gynecology clinics of the selected hospitals. Data
will be collected by interview with the patients who
attend gynaecology clinics and health care providers
working in these clinics using pretested structured
questionnaire after taking their consent to participate in
the study. After obtaining the official approvals and task
facilitating documents from scientific committee of
Arabic counsel of family medicine, the researcher
contacted the offices of directors of each selected
hospital to explain the objectives and rationale of the
study and get the approval for data collection. Examining
the Numbers participants were given unique identity
numbers. The information was analysed with the help of
SPSS (Statistical Package for the Social Sciences)
version.'”l The tabular presentations of percentages and
frequencies of the categorical data. The average, median,
and standard deviation for the continuous variables were
shown. The correlation between the category variables
was analysed using a Chi-square test. Lower than a 5%
probability

RESULTS

Cross sectional study of 150 females, [36%] of them at
age group 31-40 years while [28.7%] of females at age
group 41-50 years. [86.7%] of females are married,
[72.7%] of females are unemployed and [58%] of them
have primary education just. As show in table 1.

Table 1: Sociodemographic characteristics of all females included in study.

variables frequency | percentage
30 less 38 25.3
Age 31-40 54 36.0
41-50 43 28.7
>50 15 10.0
Marital state | divorced 20 13.3
married 130 86.7
Occupation | employed 41 27.3
unemployed 109 72.7
postgraduate 2 1.3
Education primary 87 58.0
secondary 61 40.7
As table 2 show, [79.3%] of females have nofear from
procedures, [77.3%] of females have infection as
complications after procedure, just [16.7%] of females
have family history of CC, [83.3%] of females have just
one recommendation, all females have no HIV infection.
As show in table 2.
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Table 2: patient’s barriers.

variables frequency | percentage
Fear from procedures no 119 79.3
yes 31 20.7
Complications after procedure | bleeding 34 22.7
infection 116 77.3
Family history of CC negative 125 83.3
positive 25 16.7
No. of recommendation once 123 82.0
twice 27 18.0
HIV infection no 150 100.0

As show in table 3, [17.3%] of females havematerials out all female said that Clinicians were not available. As
of stock, and [58%] of females have Queue was too long, show in table 3.
only [7.3%] of females have Charges were too high, and

Table 3: health care provider’s barriers.

variables frequency | percentage
Materials out of stock no 124 82.7
yes 26 17.3
Queue was too long no 63 42.0
yes 87 58.0
Charges were too high no 139 92.7
yes 11 7.3
Clinicians were not available | no 150 100.0

As fig 1 show, [45.33%] of females have screening and
[54.67%] have no screening before.

100—

S0

&0

Frequency

20—

have screening before?

Fig 1: distribution of females as having screening before.

There is significant impact of occupation that influence
the decision to have screening, [68.3%] of Employed
females have screening, also education significant impact
on influence the decision to have screening, [50%] of
Postgraduate ~ females  have  screening.  Other
sociodemographic factors have no significant impact. As
show in table 4.
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Table 4: impact of sociodemographic factors on screening before.

variables Have the test done before? P-value
no yes Total
Divorced 10 10 20
50.0% 50.0% 100.0%
Marital state | Married 72 58 130 0.8
55.4% 44.6% 100.0%
Employed 13 28 41
31.7% 68.3% 100.0%
Occupation | Unemployed 69 40 109 0.001
63.3% 36.7% 100.0%
Postgraduate 1 1 2
50.0% 50.0% 100.0%
Education Primary 57 30 87
65.5% 34.5% 100.0% | 0.007
Secondary 24 37 61
1 1 2
30> 23 15 38
60.5% 39.5% 100.0%
31-40 31 23 54
Age groups 57.4% 42.6% 100.0%
41-50 22 21 43 0.5
51.2% 48.8% 100.0%
>50 6 9 15
40.0% 60.0% 100.0%
P-value < 0.05 (significant). [39%] of females once recommended have screening

Significant association between recommendation of before. As show in table 5. Other barriers have no
females for screening and doing screening, [74.1%] of significant association.
females twice recommended have screening before while

Table 5: association between female’s patient’s barriers and screening before.

variables Have screening before? | Total | P-value
No Yes
No 61 58 119
51.3% 48.7% 100.0%
Fear from procedures | Yes 21 10 31 0.1
67.7% 32.3% 100.0%
Complications after No 16 18 34
47.1% 52.9% 100.0%
procedure Yes 66 50 116 0.3
56.9% 43.1% 100.0%
Negative 70 55 125
Family history of 56.0% 44.0% 100.0%
Positive 12 13 25 0.5
procedure 48.0% 52.0% 100.0%
Once 75 48 123
No. of recommendation 61.0% 39.0% 100.0%
Twice 7 20 27 0.001
25.9% 74.1% 100.0%

P-value < 0.05 (significant).

As show in table 6, there is no significant association
between health care provider’s barriers and screening
before.
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Table 6: association between health care provider’s barriers and screening before.

variables Have screening before? | Total | P-value
No Yes
No 70 54 124
Materials out of stock 56.5% 43.5% 100.0%
Yes 12 14 26 0.39
46.2% 53.8% 100.0%
Queue was too long No 35 28 35
55.6% 44.4% 55.6%
Yes | 47 40 47 0.8
54.0% 46.0% 54.0%
No 75 64 139
Charges too high 54.0% 46.0% 100.0%
Yes 7 4 11 0.7
63.6% 36.4% 100.0%
P-value < 0.05 (significant).
DISCUSSION two requests, the lraqi women carry out the screening
Alth . . test Pap smear, this finding might reflect the hesitant
ough of clear importance of cervical cancer

screening in detection and treatment of precancerous
lesions, no activities are carried out to implement
national screening program for screening of cervical
cancer.’? however Pap Smear is the usual clinical
practice for needed patients, this study was carried out to
identify the barriers for Pap smear. The study revealed
that barriers for cervical cancer screening were from both
patient and care provider, this finding is similar to that
reported from.'*'¥ this is a surprising finding as the
mentioned countries are low income countries like
(Afghanistan, Guinea, Rwanda, etc..).'”! Iraq of middle
income countries i.e. relatively high income country
especially after redistribution of wealth after change of
regime.® Work overload was identified as a barrier for
doing pap smear among physicians 58% in tertiary
centers. This feeling of overload attributed to mal
distribution of human resources in health system.?"! this
also reflects the defects in health system as the health
system was not reformed since 1981 (low of public
health was legislated in 1981). Financial status was
observed as barrier for carrying out cervical cancer
screening. It seems logic as the health system combines
both public and private sectors, this status is in contrast
with Iragi constitution that stressed on free treatment of
charges.™ It could be challenging for such women to
keep spending family resources on follow-up when they
feel quite healthy but have other urgent financial needs to
be attended “®. Fear from the procedure and its
complications that might be expressed in lack of
awareness stated by high percentage of women (77%),
this reaction similar to findings were reported from
relevant studies."™ Low education was a prominent
barrier to cervical screening, it was said that illiteracy
was defeated by the previous regime. however low
literacy was barrier to cervical cancer screening,
furthermore Lower levels of education are usually
associated with unemployment and lower paying jobs.
Coupled with the fact that adherence to follow-up entails
good comprehension of the condition, these women
become vulnerable to poor adherence to follow-up. After

nature of Iragis.*® mostly loss of trust in health system
behind this phenomenon. Studies on satisfaction in
health system showed low satisfaction.!”)

CONCLUSION

Most of females have low interest in carrying out
cervical cancer screening, barriers were identified for
this finding which include education and fear from the
procedure as important and significant barriers for
females to have cervical screening.

REFERENCES

1. Todua F, Gagua R, Maglakelidze M, Maglakelidze
D. Cancer incidence and mortality - Major patterns
in GLOBOCAN 2012, worldwide and Georgia. Bull
Georg Natl Acad Sci., 2015; 9(1): 168-73.

2. World Health Organization. Comprehensive
Cervical Cancer Control: a guide to essencialpratice
- Second edition. 2nd ed. Patten J, Ltd. GIPS,
Kingdom U, editors. World Health Organisation.
World Health Organization, Geneva, Switzerland,
2014; 8.

3. Nada Salih Ameen and ZeenaRaadHelmi. The
Characteristics Women with Cervical Cancer
Referred for Radiotherapy and /or Chemotherapy.
Iragi Academic Scientific Journal, 2013; 12(3): 321-
328.

4. Abdikarim IK, Carole Atieno WM, Habtu M.
Prevalence and Associated Factors of Cervical
Cancer Screening among Somali Women in an
Urban Settlement in Kenya. J Community Public
Heal Nurs, 2017 Feb 17; 03(01): 1-6.

5. HPV Information Center. Il. Complementary data on
cervical cancer prevention, 2017.

6. Services M of PH& S and M of M. The National
Cervical Cancer Prevention Strategic Plan, 2012 -
2015), 2012.

www.wijahr.com | Volume 6, Issue 12. 2022 |

ISO 9001:2015 Certified Journal | 85



Teeba et al. World Journal of Advance Healthcare Research

7. LealJS, Miller DS. Optimum screening interventions
for gynecologic malignancies. Tex Med, 2001 Feb;
97(2): 49-55.

8. Safaeian M, Solomon D, Castle PE. Cervical Cancer
Prevention-Cervical ~ Screening:  Science in
Evolution. ObstetGynecolClin North Am, 2007 Dec;
34(4): 739-60.

9. Gakidou E, Nordhagen S, Obermeyer Z. Coverage
of cervical cancer screening in 57 countries: Low
average levels and large inequalities. PLoS Med,
2008 Jun 17; 5(6): 0863 8.

10. Morema EN, Atieli HE, Onyango RO, Omondi JH,
Ouma C. Determinants of Cervical screening
services uptake among 18-49 year old women
seeking services at the JaramogiOgingaOdinga
Teaching and Referral Hospital, Kisumu, Kenya.
BMC Health Serv Res., 2014 Dec 6; 14(1): 335.

11. Ndejjo R, Mukama T, Kiguli J, Musoke D.
Knowledge, facilitators and barriers to cervical
cancer screening among women in Uganda: a
qualitative study. BMJ Open, 2017 Jun 11; 7(6):
€016282.

12. Government of Irag. Irag Constitution, 2005.

13. Kileo, N.M., Michael, D., Neke, N.M.et
al. Utilization of cervical cancer screening services
and its associated factors among primary school
teachers in llala Municipality, Dar es Salaam,
Tanzania. BMC Health Serv Res, 2015;15: 552.
https://doi.org/10.1186/s12913-015-1206-4.

14. Fauziah Abdullah, Michael O’Rorke, Liam
Murray, Tin Tin Su. Evaluation of a Worksite
Cervical Screening Initiative to Increase Pap Smear
Uptake in Malaysia: A Cluster Randomized
Controlled Trial. BioMed Research International,
2013; 1-7.

15. Larson, H. J.et al. Measuring vaccine hesitancy:
The development of a survey tool. Vaccine,
2015; 33: 4165-4175.

16. Jaafar, A. I., Nasir, F. S., Jabbar, H. A. & Alwaeely,
F. A. The Pattern of Cervical Smear among Women
attending Cervical Cancer Screenig Center at Basra
Maternity Hospital. University of Thi-Qar Journal
Of Medicine, 2022; 23: 4-13.

17. WHO EMRO | Health system strengthening |
Priority areas | Irag site. Available at:
http://www.emro.who.int/irag/priority-areas/health-
system-strengthening.html.

18. Country Policy and Information Note Irag: Medical
and healthcare provisions. https://assets.
publishing.service.gov.uk/government/uploads/syste
m/uploads/attachment_data/file/953512/Iraq_-
_Medical_and_healthcare_provision_-_v2.0_-
_January_2021_- ext.pdf

www.wijahr.com | Volume 6, Issue 12. 2022 ISO 9001:2015 Certified Journal | 86


https://doi.org/10.1186/s12913-015-1206-4
http://www.emro.who.int/iraq/priority-areas/health-system-strengthening.html
http://www.emro.who.int/iraq/priority-areas/health-system-strengthening.html
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/953512/Iraq_-_Medical_and_healthcare_provision_-_v2.0_-_January_2021_-_ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/953512/Iraq_-_Medical_and_healthcare_provision_-_v2.0_-_January_2021_-_ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/953512/Iraq_-_Medical_and_healthcare_provision_-_v2.0_-_January_2021_-_ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/953512/Iraq_-_Medical_and_healthcare_provision_-_v2.0_-_January_2021_-_ext.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/953512/Iraq_-_Medical_and_healthcare_provision_-_v2.0_-_January_2021_-_ext.pdf

