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ABSTRACT

Background: Screening aims to identify people in the healthy population who are at higher risk of a health
problem or a condition so that an early treatment or intervention can be offered, thereby reducing the incidence
and mortality of the health problem or condition within the population. Objective: To assess the knowledge of
Primary health care doctors about the timing and schedule of screening programs done in Irag. Methods: A cross-
sectional study with analytic elements carried out in 30 primary healthcare centers in Baghdad, Iraq, chosen by
simple random sampling during the period from 2" Jan to 30™ June 2022, using a self-structured paper
questionnaire was employed to assess the Knowledge of primary healthcare doctors about the timing and schedule
of screening programs done in Iraq. The inclusion criteria were all doctors who work at chosen PHCC and are
present at the time of the researcher’s visit and are accepted to be involved in this study. The exclusion criteria
were doctors who are not found during the researcher’s visit day and doctors who will be included in the pilot
study. There were 155 physician answered the questionnaire, the collected data were analyzed by using SPSS
v.26; frequency, percentage and Chi-square test were calculated. Findings with a P value less than 0.05 were
considered significant. Results: There were 155 primary healthcare doctors enrolled in this study, aged between
30-39 (43.1%), most of them are females 78.1%, married 75.5%, and 29.7% were board students with years of
experience less than or equal to five years 28.4%, 60.6% of the participating doctors did not take any training
courses about screening programs. 83.2% of them had fair overall knowledge, 10.3% of them had good total
screening knowledge, and 6.5% had poor knowledge. Conclusion: The study found that the majority of the
participants had fair total knowledge about the timing of screening. Better knowledge was accomplished by the
age group of 30 - 39 years old and most of them are specialists with years of experience of 6 -10 years, doctors’
gender and marital status did not illustrate the statistically significant influence on the level of knowledge.

CHAPTER ONE: INTRODUCTION An effective screening program can deliver significant

INTRODUCTION

Screening has a good purpose by identifying people in
the healthy population who are at higher risk of a health
problem or a condition so that an early treatment or
intervention can be offered, thereby reducing the
incidence and mortality of the health problem or
condition within the population.™ Screening tests do not
diagnose the illness, peoples who test positive typically
require further evaluation with subsequent diagnostic
tests or procedures.’? The aim of screening is to improve
individual health through an early detection of diseases
at a stage where the prognosis of disease could be
significantly. However, screening intervention is costly
and it's necessary concern criteria in selection of targeted
diseases and screening tests.!

public health benefits such as a reduction in the
incidence and mortality of the disease, early and
noninvasive intervention, that detecting the condition at
an early stage provides using a less-toxic treatment or
intervention in addition to individuals, the family and
society benefits. Also, economic analysis has shown
screening can save society life support costs into
adulthood by preventing long-term disabilities, such as
during antenatal and postnatal screenings.™

Medical screening became possible when at least four

conditions were met:

e The availability of simple, valid, & acceptable forms
of tests.

e The discovery of effective treatments.

e The establishment of a theory of screening.
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e Broad access to health care.

Historically, screening for psychiatric disorders in the
United States Army was one of the oldest screening
programs in 1917. In 1951 the United States Commission
of Chronic Illness defined screening as “the presumptive
identification of not recognized disease or defect by
applying tests, examinations, or other procedures that can
be used rapidly”. Medical screening has existed for more
than 60 years and has a vibrant history and the
preclinical identification of disease has been a significant
component of modern medicine and public health.™

In most countries, national health services offer cancer
screening programs for breast, colon, and cervical
cancer. These secondary prevention measures are
considered an integral part of treatment in oncology.
During the COVID-19 pandemic, screenings have been
suspended and severely reduced worldwide during the
first and second waves due to the reprioritization of
health services.™

Iragi Health General Administration activities expanded
after establishing the World Health Organization (WHO)
in 1947 as that period witnessed advances in curative and
preventive medicine. In November 1952, the Iraqi
Ministry Of Health (MOH) was re-establishing as an
independent ministry. During that time, the MOH
consisted of two main directorates; the directorate of
preventive medicine and general medical services.!®

In Irag, Tuberculosis (TB) is a significant public health
concern; in 1961, surveys of the community were
conducted to detect TB cases using conventional
methods such as the Tuberculin Skin Test The
Ministry of Health has established the National
Tuberculosis Control Program (NTP) in 1989 with WHO
support and introduced the DOTS (Direct Observation
Treatment Short Course strategy) in 1998.!

In 1980 the MOH started introducing maternal and
childhood programs to access, utilize, and provide
quality maternity & child health (MCH); this included
establishing antenatal care (ANC) and postnatal care
(PNC) programs in 1980 and the expanded immunization
program in 1985.[!

Also, the first Guideline of communicable disease
control was established in 1999™% after 2003, there were
limited preventive care and public health activities; in
2004, Screening programs for hepatitis B & HIV/AIDS
were re-instated.

In 2008 the strategic action plan for the global strategy
for prevention and control of non-communicable
diseases was endorsed. Finally, the political declaration
of the high-level meeting of the general assembly on the
prevention and control of non-Communicable diseases
was adopted in 2011 and was implemented at 2012, this
including  screening or early detection and

comprehensive care for hypertension and diabetes,
prevention of heart attacks and stroke, and screening of
selected cancers (breast and cervix).*?

The Newborn Screening Program (heel prick test) for
early identification of newborns errors of metabolism,
which are phenylketonuria (PKU), Galactosemia (GAL),
also congenital hypothyroidism (CHT) has been started
in April 2013 as a pilot project taking two provinces:
Baghdad and Karbala as beginning areas.!**!

Determining the frequency of screening is helped by
knowledge about the natural history of the condition to
be screened for, including the duration of the
asymptomatic (latent) phase, thus frequent screening will
result in a low number of cases per screen and thus a low
predictive value, on the other hand, the infrequent
screening will leave the diseases uncontrolled.*

OBJECTIVE

- To assess the knowledge of primary healthcare
doctors about the timing and schedule of screening
programs that applied in Irag.

CHAPTER TWO: LITERATURE REVIEW
Literature Review: Early detection practices have
become a standard component of health services
globally, such approach, health screening, is designed to
seek out people likely to have a health problem but
asymptomatic and thus would not seek care for the
problem at that particular time.

Screening is a component of a broader strategy that may
include a definitive diagnosis and always includes a plan
of action for health promotion and the prevention or
control of the disease, for example, screening for cervical
cancer is useless unless resources are in place to provide
adequate follow-up and treatment for those found to have
cancerous or precancerous lesions.™!

Screening programs seek to maximize the reduction in
the incidence of and mortality from a disease given
available resources, the appropriate screening interval
provides a favorable ratio between the degree of disease
control and the cost of screening.™

In recent screening frameworks, more attention has been
placed on ensuring informed choice, equity and access,
quality of care and cost-effectiveness.*®

Types of screenings

1. Case-finding or opportunistic screening is aimed at
patients who consult a health practitioner for some
other purpose’

2. Mass screening approaches the level of the
population, or major demographic subgroups such as
all adults or young children.

3. Multiple (or multiphasic) screening has been defined
as applying two or more screening tests to large
groups of people.™”
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4. Prescriptive screening is defined as screening for
diseases solely for the benefit of the individuals
participating in the program. Currently used
screening programs are examined at each stage of
life-antenatal, postnatal, school age, adult life, and
old age.l*®

5. Targeted screening involves screening specific
groups of people at higher risk or people with a
high-risk score based on their known risk factors,
such as environmental and occupational health.!**!

Principles of early disease detection®”

1) The condition sought should be an essential health
problem.

2) The condition’s natural history, including
development from latent to declared disease, should
be adequately understood.

3) There should be a recognizable latent or early
symptomatic stage.

4) There should be a suitable test or examination.

5) The test should be acceptable to the population.

6) There should be an agreed policy on whom to treat
as patients.

7) There should be an accepted treatment for patients
with recognized diseases.

8) Facilities for diagnosis and treatment should be
available.

9) The cost of case-finding (including diagnosis and
treatment of patients diagnosed) should be
economically balanced with possible expenditure on
medical care.

10) Case-finding should be a continuing process, not a
“once and for all project.

The test for the disease screening must

1) Be capable of detecting a high proportion of disease
in its preclinical state

2) Be safe to administer

3) Be reasonable in cost

4) Lead to demonstrated improved health outcomes

5) Be widely available, as must the interventions that
follow a positive result.?!

6) The accuracy (validity) of the screening test relates
to its ability to identify those who have the disease
and exclude those who do not. The test should be
effective in detecting the early stage of the disease.

7) A screening test should be able to detect most
people with the target disease or risk factor (high
sensitivity) and be able to exclude most people
without the disease or risk factor (high specificity).

8) It should be reliable, give consistent results when
used in large populations, and show reproducible
results.

9) If the test is positive, it should indicate that the
disease is present (high positive predictive value)
and, if the test is negative it should indicate that the
disease is not present (high negative predictive
value).[??

10) The vyield of a screening service is measured by the
number of cases identified whose prognosis is
improved due to their early detection.?*!

Screening program criteria®”

1. The screening program should
recognized need.

2. The objectives of screening should be defined at the
outset.

3. There should be a defined target population.

4. There should be scientific evidence of screening
program effectiveness.

5. The program should integrate education, testing,
clinical services, and program management.

6. There should be quality assurance with mechanisms
to minimize potential risks of screening.

7. The program should ensure informed choice,
confidentiality, and respect for autonomy.

8. The program should promote equity and access to
screening for the entire target population.

9. Program evaluation should be planned from the
outset.

10. The overall benefits of screening should outweigh
the harm.

respond to a

Disease-specific mortality rates are an important
indication of the effectiveness of a screening program.
Change in disease-specific mortality rates over time in
the target population for screening is perhaps the most
important measure of the efficacy of a screening program
for a usually fatal disease. Still, changes in disease-
specific mortality rates may not be apparent for several
years following the commencement of a screening
program, and this measure needs to be viewed over the
longer term.*®!

2.1 Neonatal Screening Programs

2.1.1 Newborn Bloodspot Screening (NBS): It aims to
identify infants at high risk of particular conditions and
who would be likely to benefit from early diagnosis and
treatment. NBS for phenylketonuria (PKU) and
congenital hypothyroidism (CHT) has been in place in
most industrialized nations for several decades and has
dramatically improved outcomes for affected infants.?*!

Dr. Robert Guthrie introduced the first newborn
screening test in the United States for phenylketonuria
(PKU) in the early 1960s./%®!

The PKU was identified as a relatively common cause of
profound mental retardation which could be avoided if
treated soon after birth when the baby was asymptomatic
with a low phenylalanine diet.”")

In the 1970s, the screening began for congenital
hypothyroidism (CHT), in the next two decades, a few
other disorders like congenital adrenal hyperplasia,
hemoglobinopathies, Biotinidase deficiency, cystic
fibrosis, and tyrosinemia type | were added sporadically
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to the different NBS programs in other states and
countries.®!

In subsequent years, the results of the first NBS
programs encouraged the implementation and expansion
of new programs in the United States and Europe. Thus,
by the end of the 80s, NBS for PKU became universal in
most developed countries *! although the success of this
rationale varies between disorders, this guiding principle
has led to the expansion of screening from
phenylketonuria (PKU) to over 50 diseases now and
more on the horizon,®% in UAE, PKU screening started
in1995, in 1998 added CHT, and in 2002 added Sickle
cell anemia (SCA).B!

In Irag, the newborn screening program was started in
April 2013 as a pilot project taking two provinces:
Baghdad and Karbala, as starting provinces;™ the
neonatal screening program in lragq is considered a
systematic public health program to screen infants in the
first 3 to 5 days after delivery up to 1 month of age that a
heel prick blood sample was taken from neonates and
sent to a general public health laboratory to screen for
Congenital  hypothyroidism, Phenylketonuria, and
Galactosemia.l*?

2.1.2 Hearing Screening Program: Annually, six per
1,000 live births have sensorineural hearing impairment
in low- and middle-income countries in the first month of
life compared with two per 1,000 live births in high-
income countries.®!

The Newborn Hearing Screen protocol includes a
hearing screen by 1 month of age, early intervention
facilitated by earlier diagnosis has been shown to
improve speech, language, reading, and communication
outcomes into childhood and adolescence. Children with
hearing loss identified before 6 months of age and who
receive early intervention have significantly better
Iang[ggge development at 3 years than those who did
not.

Risk factors for neonatal hearing loss include: birth
weight less than 1250 grams, prematurity, hypoxia,
Apgar score less than three, and 6 in one and five
minutes, seizures, meningitis, jaundice, asphyxia,
hypoglycemia, and treatment with aminoglycosides and
furosemide.

It was noted that hearing loss and brainstem disorder are
more common in infants admitted to the American
Neonatal Intensive Care Unit (NICU).E®!

Clinical screening for hearing loss in infants and young
children was limited to observation of the behavioral
response to a sound, such as a ringing bell, introduced
out of a direct vision of the child, no studies were found
to assess this method; however, the diagnosis of hearing
loss in populations relying on this method typically
occurs only when the child demonstrates a significant

and irreversible language delay and the presence of
parental concern about their child’s hearing is predictive
of actual hearing loss; however, it is not an effective
screening tool. Currently, newborn hearing screening is
performed via Otoacoustic Emission (OAE) and
Automated Auditory Brainstem Response (AABR)
testing.*%!

All infants should have access to hearing screening using
a physiologic measure (auditory brainstem response
(ABR) and otoacoustic emissions (OAE)), at no later
than one month of age.

All infants who do not pass the initial hearing screening
and the subsequent rescreening should have appropriate
audiological and medical evaluations to confirm the
presence of hearing loss at no later than three months of
age, and once a hearing loss has been diagnosed, the
infant and family should have immediate access to early
intervention service. This should begin as soon as
possible after diagnosis, and no later than 6 months of
age.”

A study conducted in Iraq in 2016 that the otoacoustic
emissions test can be used as a screening test to detect a
newborns hearing impairment due to its ease to use, high
accuracy, and also it is automated using a pass/fail
criterion, which allows trained nonprofessional personnel
to perform the test, and also it is an objective and
noninvasive test for cochlear function.®¥ The
Otoacoustic Emission (OAE) is a simple test that takes
15 min and does not disturb the newborn.®!

2.1.3 Vision Screen in Newborns: In newborns and
small infants, congenital cataracts and retinoblastoma are
relatively infrequent but can potentially lead to vision
loss and even death in the case of retinoblastoma. Early
identification of these disorders could lead to earlier
treatment with improved outcomes. !

The United States Preventive Services Task Force
recommends vision screening for all children at least
once between the ages of three and five years to detect
the presence of amblyopia or its risk factors and
concludes that the current evidence is insufficient to
assess the balance of benefits and harms of vision
screening for children less than three years of age."”

In Irag, a new screening program for early detection of
eye and vision disorders in children from birth -to five
was started in 2010,“” the developmental milestones of
the vision at the end of 1% month could be examined that
the baby can turn his/her head to the light source, follow
moving objects, and follow the light pointer at a 1-foot
distance (8 to 12 inches).!

2.1.4 Neonatal Physical Examination: The Newborn
and Infant Physical Examination (NIPE) program’s main
aims are to identify and refer all children born with
congenital abnormalities of the eyes, heart, hips, and (in
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males) testes, where these are detectable, within 72 hours
of birth, also identify those abnormalities that may
become detectable by 6 to 8 weeks of age, at the infant
physical examination, finally, it can reduce morbidity
and mortality.*?! In Irag, a routine neonatal examination
is done at the first visit for each newborn by checking the
general condition of the baby, reflexes, eye, ear, mouth,
nose, lymph nodes, chest, lungs, heart, liver, spleen,
hernia, genitalia, and hip dislocation.*

2.2 Children 1% Month to 59" Months: Developmental
monitoring observes how the child grows and changes
over time and whether the child meets the typical
developmental milestones in playing, learning, speaking,
behaving, and moving. Parents, grandparents, early
childhood providers, and other caregivers can participate
in developmental monitoring.

The American Academy of Pediatrics (AAP)
recommends developmental and behavioral screening for
all children during regular well-child visits at nine
months, 18 months, and 30 months, in addition, the AAP
recommends that all children be screened precisely for
autism spectrum disorder (ASD) during regular well-
child visits at 18 months, 24 months.*?!

2.2.1 Developmental Milestones Fall into Four
Categories: Social and emotional, language and
communication, cognitive (learning, thinking, problem-
solving), movement, and physical development.

There is a checklist for each age group that must be
checked at scheduled visits, the scheduled visits are done
by the end of 2 months, the end of 4 months, the end of 6
months, the end of 9 months, the end of 12 months, the
end of 18months, the end of 2 years, the end of 4 years,
and finally at the end of 5 years. It is crucial to act early
if there are signs of potential developmental delay
because early treatment is essential for improving a
child’s skills and ability.!

2.2.2 Nutritional Assessment: Components of a
complete nutritional assessment include a medical
history, healthy history including dietary intake, physical
examination, and anthropometrics (weight, length or
stature, head circumference, mid-arm circumference, and
triceps skinfold thickness). (Imbalanced nutritional status
adversely affects the health and wellness of individuals.
By evaluating the nutritional status of individuals early
on, nutritional screening and assessment allow for timely
intervention and thus help maintain the health and
wellness of individuals and improve quality of life.
Timely interventions, especially in specific groups of
individuals, such as infants, growing children, pregnant
and lactating mothers, help to prevent long-term
complications.™”

2.2.3 Vision Screening: In infancy and preschool-age
children, one of the leading causes of vision impairment
is amblyopia, known as ‘lazy eye’, with an estimated

prevalence is 1 to 5%, amblyopia decreases visual acuity
from one or both eyes, which arises during visual
development and is not attributed to a structural
alteration of the eye or visual pathways. The main risk
factors associated with amblyopia include strabismus
(ocular misalignment), significant bilateral refractive
errors that cause blurred vision (myopia, hyperopia,
astigmatism), and anisometropia (asymmetric retractive
error).l*

2.2.4 Hearing Screen: Children with disabling hearing
loss are at risk of delayed speech and language
development  with  consequent  poor academic
performance, newborn and infant hearing screening,
followed by early rehabilitation of positive cases, has
been widely promoted in developed countries as an
effective form of secondary prevention of disability. In
many developing countries, family suspicion of hearing
the disorder is still the primary mode of detection of
childhood hearing impairment, and diagnosis may not
occur until children are two years of age or older; in
many developing countries, mothers routinely bring their
babies to immunization clinics and such centers may
provide an opportunity for an effective infant hearing
screening with a broad population coverage.”® In Iraq, a
hearing screen is scheduled for 1% week to 1 month, then
at the age of 4 months, nine months, and three years old,
the preschool entry screen.[*!

2.3 School Entry Screen: The goals of the health
maintenance visit in school-aged children (five to twelve
years) are promoting health, detecting disease, and
counseling that has a beneficial effect on children’s
health. Screening Recommendations for school-aged
children according to the American academy of
pediatrics that children should be screened for obesity
(defined as body mass index at or above the 95
percentile for age and sex), and obese children should be
referred for intensive behavioral interventions, screening
for hypertension (at three years of age or at every health
care encounter in those who have risk factors for
elevated blood pressure such as obesity, kidney disease,
aortic arch obstruction, coarctation of the aorta, diabetes
mellitus, taking a medication known to increase blood
pressure), vision (at age five, six, eight, 10, and 12 years
of age using an age-appropriate visual acuity test, such as
a Snellen chart), hearing problems (screening for hearing
loss using audiometry at five, six, eight, and ten years of
age, and once between 11 and 14 years of age,
conduction hearing thresholds greater than 20 dB
indicate possible impairment and warrant referral and
dyslipidemia once between 9 and 11 years of age; regular
screening for risk factors related to social determinants
of health is also recommended. %)

There is insufficient evidence to recommend routine
screening for depression before 12 years, still, depression
should be considered in children younger than 12 years
presenting with unexplained somatic symptoms,
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restlessness,
hallucinations.t

separation
46]

anxiety,  phobias, or

In Irag, school health services that provide curative and
preventive services became provided and implemented
through all primary health care centers in 1987.1*"1 These
include vision screening done on newly registered
students in primary schools at six years to detect any
strabismus, amblyopia, or refractive errors, then the
screening is done annually, also the screening involves
the students with type 1 diabetes mellitus for retinal
examination by ophthalmoscope; early detection of eye
diseases is essential to prevent blindness and disability.

Hearing examination and screening are done on all
students; suspected children are referred for screening
audiometer and tuning fork examination, also the
nutritional assessment and psychological assessment are
done on all children.[*®!

2.4 Premarital Screening: The premarital screening
(PMS) program is a medical examination for couples
about to get married to prevent diseases that may affect
the quality of marriage and the health of future
generations and provide premarital health guidance, PMS
contains different items in different regions.

Hereditary Blood Disorders are the leading causes of
infant and child death, morbidity, and disability in Arab
countries, hereditary hematological diseases, especially
sickle cell anemia (SCA) and thalassemia, make up one
of the region's most common groups of genetic disorders,
these are not considered fatal diseases as much as they
have an impact on the health of affected individuals that
they require a continuous support and health care, which
is translated as economic and psychosocial burdens on
both the family and society.®™® Testing for HBV, HCV,
HIV, and syphilis infections because sexual intercourse
is an important route of transmission of infections, the
determination of a carrier status during premarital testing
will create awareness between the couples, lead to the
protection of the prospective spouse by early vaccination
which is imperative.*"

Premarital counseling started in Iraq for an extended
period, it has been carried on in many specialized centers
distributed throughout the country; premarital screening
aims to reduce the incidence of common
hemoglobinopathies in Irag, e.g. thalassemia and sickle
cell anemia, to reduce other hereditary disorders by
identifying problems followed by counseling, counseling
regarding high-risk behaviors, including those related to
HIV, Hepatitis B, hepatitis C, syphilis, early detection
and treatment of some sexually transmitted diseases.’”

2.5 Antenatal and Postnatal Care Screenings: After
the Alma-Ata Conference held in 1978, mother and child
care services were announced as a critical component of
primary health care.®® Antenatal care (ANC), and
Postnatal care (PNC) interventions have proven to be

critical health interventions to decrease maternal
mortality, improving maternal health outcomes requires
reinforcement of prevailing evidence-based practices,
that the World Health Organization (WHO)
recommended several ANC (minimum of four ANC
visits) and PNC visits; women should have at least one
or more postnatal visits within two days of delivery.
According to WHO estimates in 2015, maternal
mortality in Iraq fell by 53.3% over the past 25 years,
with a mean annual decrease of 3.1%between 1990 and
2015. The Global Burden of Disease (GBD) estimates in
2015, under five-years child mortality in Iraq fell by
33.5% over the past 25 years, with a mean annual
decrease of 2.7% between 1990 and 2015. This indicates
that Iraq has also made progress in reducing maternal
and child mortality.®®®

Ahmed Thani Sadoon and Basim Hussein Bahir mention
in their study done in lIrag in 2018 that Antenatal care
services provided for pregnant women were fair 78.6%,
but 92.9% of PHCCs provided poor postpartum health
care services for mothers.!

Screenings that were provided during antenatal care

in Iraq according to Iragi guidelines™

Assessing pregnancy status at each ANC contact, the

recommended number of antenatal care contacts is at

least eight in an uncomplicated pregnancy, the timing to
assess the pregnancy conditions are:

1) At the first trimester or 1% visit (from the beginning
of the pregnancy up to 12 weeks), tests were
provided are blood tests such as blood group and Rh,
hemoglobin level (Hb%), blood sugar, Hepatitis B
and C virus, VDRL, HIV, urine test for proteinuria
and asymptomatic bacteriuria, look for signs or
symptoms of domestic violence such as trauma,
multiple unintended pregnancies, and terminations,
delay in seeking ANC, adverse birth outcomes,
repeated STIs; symptoms of depression and anxiety;
substance use, self-harm, and suicidality.

2) The 2" visit or in the 2" trimester (13 weeks to 20
weeks): Repeat weighing and blood pressure (BP)
measurement, measuring symphysis—fundal height,
offering a second screening for anemia by
measuring Hb% and repeating urine test, stool test.
An ultrasound scan by a specialist doctor (early
ultrasound) are recommended for pregnant women
to estimate gestational age, improve detection of
fetal anomalies and multiple pregnancies, and
reduce the induction of labor for post-term
pregnancy, Looking for signs or symptoms of
domestic violence.

3) The 3" visit at 20 to 26 weeks checking is done as in
the 2" visit, in addition, to checking blood glucose
tests for all pregnant women and Looking for signs
or symptoms of preeclampsia.
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4) The 4™ visit at 30 weeks or 3™ trimester visit Offer a
second screening for anemia by measuring Hb %,
repeating urine test in addition to the same checking
that is done at the 3" visit and other visits at 34
weeks, 36 weeks, 38 weeks, and 40 weeks.

5) Check for diabetes mellitus (Screen, all pregnant
women between 24™ -28" weeks of gestation by
Fasting Plasma glucose (FBG) and 75 gramsl-hour
oral Glucose challenge, and checking for the
hypertensive disorder (Screen all pregnant women at
every visit).

Postnatal Care of the Mother (up to six weeks after
delivery) according to Iraqi guidelines®™

Assessment of the mother during first postnatal contact
at 24 to 48 hours after delivery, assessment of mother
during second postnatal contact (first week after delivery
preferably on the third day) and third postnatal contact is
at (4"-6" week).

Postpartum depression (usually started after the first
week of delivery and continue for at least two weeks),
while Postpartum blues (usually in the first week of
delivery), for gestational diabetes, checking for a blood
glucose test to exclude persisting hyperglycemia if blood
glucose levels return to normal after the birth by doing a
fasting plasma glucose test 6-13week or an HbA1c test,
also, offering an annual HbAlc test to the mother who
has a negative postnatal test for diabetes. Refer to the
hospital if the postnatal test for diabetes was above
average level.

A study in Morocco in 2016 about Knowledge and
practice related to gestational diabetes among primary
health care providers found that 92% of providers
reported the timing of screening, and more than half of
them (53.3%) indicated that GDM detection should
occur in the second trimester and (30.4%) of the
responders stated screening is shown in the first trimester
of the pregnancy or at the first contact with the woman,
fasting glucose as a screening test was mentioned by
90.9% of providers who answered the question on
tests.®”]

Another study conducted in Jeddah 2020 about the
knowledge of PHCCs doctors about Postpartum
Depression (PPD) showed that only 44% did sometimes
screening for PPD while 44.5% rarely or never did the
screening.®®

2.6 Non-Communicable Disease Screening: Non-
communicable diseases (NCDs), also known as chronic
diseases, are medical conditions that are associated with
long durations and slow progress; NCDs are non-
infectious and are the result of several factors, including
genetic, physiological, behavioral, and environmental
factors; NCDs are of increasing concern for society and
national governments, as well as globally due to their
high mortality rate.™

According to the World Health Organization (WHO),
NCDs are the leading cause of death worldwide,
responsible for 71% of deaths each year. The top four
killers among NCDs with the highest number of deaths
are cardiovascular diseases (17.9 million deaths
annually), cancers (9.0 million), respiratory diseases (3.9
million), and diabetes (1.6 million), however, the term of
NCDs has been extended to cover a wide range of health
problems, such as hepatic, renal, and gastroenterological
diseases, endocrine, hematological, and neurological
disorders, dermatological conditions, genetic disorders,
trauma, mental disorders, and disabilities (e.g., blindness
and deafness).[*”

The most effective preventative strategy is the one that
leads to changes in lifestyle concerning diet, physical
activities, cessation of smoking, and the control of
metabolic disorders."

In Irag, mortality due to NCDs, including heart disease,
stroke, chronic lung disease, cancer, and diabetes,
accounts for 55% of all deaths, so NCDs are the leading
cause of morbidity and death in Iragq (Iragi Ministry of
Health, 2019)®Y around 30% of these deaths occur
before the age of 60.12

2.6.1 Screening for Hypertension and Cardiovascular
diseases (CVD)

Several factors are associated with an increased risk of
CVD events, including older age, male sex, high blood
pressure, current smoking, abnormal lipid levels,
diabetes, obesity, and physical inactivity. High blood
pressure is associated with the strongest evidence for
causation and has a high prevalence of exposure. 2%

Risk factors are combined to estimate a person’s risk of a
CVD event, several calculators and models quantify a
person’s 10-year risk of CVD events. The Framingham
Risk Score (scoring requires age, sex, race, total
cholesterol, HDL cholesterol, systolic blood pressure,
blood pressure-lowering medication use, diabetes status,
and smoking status) based on data from the Framingham
Heart Study, was one of the first widely used CVD risk
assessment tools. Persons with a 10-year CVD event risk
more significant than 20% are generally considered high
risk, those with a 10-year CVD event risk of less than
10% are considered low risk, and those with a 10-year
CVD event risk of 10% to 20% are regarded as
intermediate risk.[*!

The American Heart Association (AHA) recommends
screening for hypertension for adults beginning at the
age of 20; Evidence is lacking to recommend an optimal
interval for screening adults for hypertension. The
seventh report of the Joint National Committee on
Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure (JNC 7) recommends screening
every two years in persons with blood pressure less than
120/80 mm Hg and every year in persons with a systolic
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blood pressure of 120 to 139 mm Hg or diastolic blood
pressure of 80 to 90 mm Hg.*4

The United States Preventive Services Task Force
(USPSTF) recommends that blood pressure screening
applies to adults 18 years or older without known
hypertension, initial screening for hypertension should be
performed with office blood pressure measurement that
the office blood pressure measurement is most
commonly performed using a manual or automated
sphygmomanometer. !

In Iraq, People who attend PHCCs above 20 should be
screened for hypertension, and people who attend
PHCCs age 40 and above should be screened for diabetes
mellitus, patients who are already diagnosed with these
diseases and pregnant women are not included in this
program. %!

In a study in Saudi Arabia in 2001 by Al-Khashman AS
about Screening for hypertension, knowledge of PHCCs
doctors resulted in the majority of doctors 94% recording
blood pressure at the time of opening the Family Health
Records file. Still, only 56% of doctors would screen
patients above 35 years of age every 3-5 years.®”)

Another study conducted in Cairo, 2007 showed that the
participating physicians had poor knowledge of some
important items regarding Hypertension that only 46.2%
routinely screen patients around forty years old, while
only 43.7% were regularly checking up on the accuracy
of the used sphygmomanometers.®®!

For CVD, screening begins at the age of 40 years old by
the WHO/ISH risk prediction charts indicate a 10-year
risk of a fatal or nonfatal major cardiovascular event
(myocardial infarction or stroke), according to age, sex,
blood pressure, smoking status, total blood cholesterol
and the presence or absence of diabetes mellitus for 14
WHO epidemiological sub-regions, the charts provide
approximate estimates of CVD risk in people who do not
have established coronary heart disease, stroke, or
another atherosclerotic disease, they are useful tools to
help identify those at high cardiovascular risk and
motivate patients, particularly to change behavior and,
when appropriate, to take antihypertensive, lipid-
lowering drugs, and aspirin. There are two sets of charts,
one set (14 charts) can be used in settings where blood
cholesterol can be measured and the other set (14 charts)
is for settings where blood cholesterol cannot be
measured; 10-year risk of a cardiovascular event can be
less than 10%, 10 to less than 20%, 20 to less than30%,
equal t030% or more.*!

2.6.2 Screening for Diabetes Mellitus: Diabetes
mellitus is one of the most common diagnoses made by
family physicians; Uncontrolled diabetes can lead to
blindness, limb amputation, kidney failure, and vascular
and heart disease. The U.S. Preventive Services Task
Force recommends screening for abnormal blood glucose

and diabetes type 2 in adults 40 to 70 years of age who
are overweight or obese and repeating testing every three
years if results are normal. Individuals at higher risk
should be considered for earlier and more frequent
screening.l””!

The American Diabetes Association recommends
screening for type 2 diabetes in patients 45 years and
older if tests are regular, repeat testing carried out at a
minimum of 3-year intervals is reasonable, sooner with
symptoms, in patients younger than 45 years with
significant risk factors;"" that is also implemented in
Iraq, for all people a national screening system program
for diabetes started at the age of 40 years, in addition
testing for type Il diabetes in asymptomatic people
should be considered in adults of any age who are
overweight or obese (BMI >25 kg/m?) and who have one
or more additional risk factors for diabetes such as first
degree relative with diabetes, history of cardiovascular
disease, hypertension or on therapy for hypertension, and
women with polycystic ovary syndrome.

For testing, fasting plasma glucose or random blood
sugar is done, positive screening results are defined as a
fasting plasma glucose level of 126 mg/dl or more (equal
to or more than 7 mmol/L) or a random plasma glucose
level of 200 mg/dl (11.1 mmol/l)or more. Individuals
with pre-diabetes (impaired plasma glucose) should be
tested yearly, if tests are normal repeated testing should
be carried out at a minimum of 3-year intervals./™”

A study done in Saudi Arabia 2021, showing low
adherence to screening for diabetes mellitus that
displayed poor knowledge related to screening, however,
this study was done among Health Care Professionals at
a tertiary care hospital.™®

2.6.3 Osteoporosis Screening: Osteoporosis is a disease
in which the density and quality of bone are reduced, as
bones become more porous and fragile, fracture risk is
significantly increased, the loss of bone occurs silently
and progressively and often there are no symptoms until
the first fracture occurs. Osteoporosis affects many
people of both sexes and all races, around the world, one
in three women and one in five men are at risk of an
osteoporotic fracture and the most common fractures
associated with osteoporosis occur at the hip, spine, and
wrist, fractures may be followed b?/ complete recovery or
chronic pain, disability, and death.!”

Osteoporosis is preventable and treatable, but due to the
absence of warning signs before a fracture, many people
are not diagnosed in time to receive effective therapy
during the early phase of the disease.["!

Measures for osteoporosis prevention should begin in
childhood and include physical activity, balanced
nutrition, and avoidance of risk factors such as smoking
and alcohol use. In adulthood, early recognition of the
disease before the occurrence of fractures followed by
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timely and effective initiation of appropriate treatment
can reduce fracture risk.!"™

The USPSTF recommends screening for osteoporosis
with bone measurement testing to prevent osteoporotic
fractures in all women aged 65 years and above, and
postmenopausal women younger than 65 years who are
at increased risk of osteoporosis, as determined by a
standard clinical risk assessment tool, at the same time,
in men, the USPSTF concludes that the current evidence
is insufficient to assess the balance of benefits and harms
of screening for osteoporosis to prevent osteoporotic
fractures in men.

The most commonly used bone measurement test used to
screen for osteoporosis is central DXA (dual-energy X-
ray absorptiometry), central DXA measures bone
marrow density (BMD) at the hip and lumbar spine.
Most treatment guidelines recommend using BMD
measurement by central DXA to define osteoporosis and
the treatment threshold to prevent osteoporotic fractures.

Quantitative  ultrasound,  Peripheral  quantitative
computed tomography, and peripheral DEXA are devices
also used in screening when central DEXA is not
available, but there are no studies reviewed by the
USPSTF that define the treatment threshold by using
these measurements; they cannot be routinely used to
initiate  treatment without further central DXA
measurement, about screening interval, there is limited
evidence that found no benefit in predicting fractures
from repeating bone measurement testing 4 to 8 years
after initial screening.[’®

The DEXA scores are reported as T-scores” and Z-
scores; the T-score compares a person's bone density
with that of a healthy 30-year-old of the same sex, and
the Z-score compares a person's bone density with an
average person of the same age and sex.

Lower scores mean lower bone density:

e A T-score of -2.5 or lower qualifies as osteoporosis.

e A T-score of -1.0 to -2.5 signifies osteopenia,
meaning below-normal bone density without full
osteoporosis.

Multiplying the T-score by 10% gives a rough estimate
of how much bone density has been lost.

Z-scores are not used to diagnose osteoporosis formally.
Low Z-scores can sometimes be a clue to looking for a
cause of osteoporosis.t’”]

In Iraq, it recommended screening for osteoporosis in
men at age 70 years old and older or less than 70 years
old if they had a risk factor (s), while in women,
recommendation to start screening at age 65 years and
older and earlier if they had risk factor (s), by referral to
the rheumatologist for BMD measurement. Also,
recommend referral for:

e  Adults with a fragility fracture.

e Adults with a disease or condition associated with
low bone mass or bone loss, adults taking
medications associated with low bone mass or bone
loss,

e Anyone being considered for pharmacologic
therapy, anyone being treated to monitor the
treatment effect,

e Anyone not receiving therapy in whom evidence of
bone loss would lead to treatment, and women
discontinuing estrogen.l’

In a study conducted in Netherlands 2011 about doctors’
knowledge of corticosteroid-induced osteoporosis, their
result was that approximately 21% of all doctors in their
study chose not to do anything for 65 years old women
treated with 5 mg prednisolone despite guidelines
recommending BMD testing in women >65 years
regardless of another risk.!"8)

2.6.4 Cancer Screening: Worldwide, an estimated 19.3
million new cancer cases and almost 10.0 million cancer
deaths occurred in 2020.7%

Breast and lung cancers were the most common cancers
worldwide, contributing 12.5% and 12.2% of the total
number of new cases diagnosed in 2020, colorectal
cancer was the third most common cancer, with 1.9
million new cases in 2020, contributing 10.7% of new
patients, prevention of cancer is one of the most
significant public health challenges of the 21st
century.®%

The World Health Organization has defined two distinct
but related strategies to promote the early detection of
cancer: early diagnosis, which is the recognition of
symptomatic cancer at an early stage, and screening,
which is the identification of asymptomatic disease in a
target population of apparently healthy individuals. In
low-income and middle-income countries, a large
proportion of women with breast cancer present or
ultimately are diagnosed with later stage (locally
advanced or metastatic) disease.®"

The goal of cancer screening and early detection is to
cure cancer by detecting the malignancy, or its precursor
lesion, at an early stage before the onset of symptoms
when treatment of cancer is most effective, overall
cancer mortality has decreased by 25% from 1990 to
2015 in the United States, with even more significant
declines in the mortality rates for colorectal cancer (47%
among men and 44% among women) and breast cancer
(39% among women), the portion of this decrease can be
attributed to introducing high-quality cancer screening
for colorectal and breast cancer. The most successful
cancer screening programs lead to the identification of
precursor lesions (for example, cervical intraepithelial
neoplasia (CIN) with cervical cancer screening and
colonic polyps with colorectal cancer screening), where
the treatment of the precursor lesion leads to a decrease
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in the incidence of invasive cancer over time, not all
cancer screening recommendations meet each of these
guiding principles; historically there has been a balance
between the identification of early or precursor lesions
and the avoidance of overdiagnosis which may lead to
overtreatment.[®?

In Iraq, the top five most frequent cancers in 2020 are
breast, lung, colorectum, leukemia, and non-Hodgkin
lymphoma. The most common cancers in men are lung,
colorectum, and prostate. In women are breast, thyroid,
and leukemia, most of the new cases of cancers are
predominant in females. !

Breast Cancer and Cervical Cancer Screening:
Breast cancer constitutes about one-fourth of the
registered cancer cases among the Iragi population, and it
is the leading cause of death among Iragi women; the
World Health Organization (WHO) documented that
early detection and screening, when coped with adequate
therapy, could offer a reduction in breast cancer
mortality. As the primary screening tools for breast
cancer, Mammography machines are available in the
foremost hospitals only in each province in Iraq that yet,
those are mainly used for diagnostic purposes in patients
who present with palpable breast lumps, resulting in
promotion of other feasible tools such as Clinical Breast
Examination (CBE) for women, by highly trained health
care providers in PHCCs, along with diagnostic
mammography in the foremost hospitals for referred
cases, could offer cost-effective approaches for early
detection of breast cancer in Iraq, the resources required
to provide these services are within reach of all countries
with limited resources.® In 2009 breast cancer
screening guidelines, the U.S. Preventive Services Task
Force recommended against teaching breast self-
examination (grade D recommendation) based on the
lack of evidence regarding benefits and because of
potential harms from false-positive findings.®®

Also, the American Cancer Society (ACS) no longer
recommends a clinical breast exam (CBE) as a screening
method for women in the U.S Breast self-exam is also no
longer recommended as an option for the women of any
age because of the lack of evidence regarding improved
outcomes.®

Although no studies in the United States have directly
examined the effectiveness of breast self-awareness,
based on the frequent incidence of self-detected breast
cancer, patients should be counseled about breast self-
awareness.’!

Iragi physicians are expected to perform CBE for women
starting at the age of 20 years as a part of their routine
check-up every 2-3 years, increasing to once a year from
the age of 30. All women should be encouraged to have
monthly BSE after age 20; the best time to perform BSE
is after the end of menstruation, precisely 7-10 days from
the start of the menstrual cycle, when the breasts are less
engorged or tender, for pregnant and postmenopausal
women, localizing a particular day each month is
recommended and in lactating women BSE should be
carried out after evacuating the milk, once an
abnormality is detected, the patient should be referred for
mammography and  other relevant  diagnostic
investigation.

Mammography is the only proven gold-standard method
for detecting non-palpable (occult) cancers and
“Minimal” breast cancers, the latter category includes
lobular carcinoma in situ, non-invasive intraductal
carcinoma, and minimal invasive carcinoma with a mass
no greater than 0.5 cm. in diameter. The schedule of the
Iragi Program for Screening for Breast Cancer is the
following table:

Table 2.6.4: The Schedule of the Iraqgi Program for Screening for Breast Cancer.

A. For low-risk women
Age (in years)

Test 20-29 30-39 40-49 >50

BSE Monthly Monthly Monthly Monthly
CBE Every 2-3 years | Every year Annually Annually
Mammogram | ------- | --m-ee- Every 2 years | Annually
B. For high risk women

Test 20-29 30-39 40-49 >50

BSE Monthly Monthly Monthly Monthly
CBE Annually Annually Annually Annually

Every 3 years (with
Mammogram | -------- annuZI u?/trasoénd ) Annually Annually

In a study done in Egypt 2010, results showed that PHC
doctors’ adherence to guidelines in ordering
mammograms was low, while the lack of knowledge
about the guidelines and recommendations for breast
cancer screening was higher among junior doctors (as the

study was comparative between senior and junior PHCs
doctors).[*!

Cervical cancer was probably the most frequent
malignancy in western Europe in the middle of the 19th
century, its natural history makes it detectable in its
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preclinical phase and increases the chances of cure and
mortality reduction. Papanicolaou (Pap) test was widely
used as a screening tool in the late 1940s to early
1950s.1

Cervical cancer is the fourth most common cancer in
women, in 2018 an estimated 570 000 women were
diagnosed with cervical cancer worldwide, and about
311 000 women died from the disease. Almost all
cervical cancer cases (99%) are linked to infection with
high-risk human papillomaviruses (HPV), especially
HPV16 and 18, a widespread virus transmitted through
sexual contact, although most infections with HPV
resolve spontaneously and cause no symptoms, persistent
infection can cause cervical cancer in women. !

The survival rate of cervical cancer is directly related to
the stage of diagnosis, patients with an early diagnosis
have a significantly higher survival rate than those
suffering from metastatic disease (91% vs 14%).1°!]

According to the World Health Organization (WHQO), the
annual incidence and mortality of cervical cancer in Iraq
are estimated at 2.1 and 1.4 per 100000, respectively
with the total number of newly diagnosed cases equal to
311, the total number of death equals 212 this figure
gives a cumulative risk of 0.3% for women ages 0-74
years, compared to the western world, the low incidence
of cervical carcinoma in Iraq and other Islamic countries,
although the incidence of this cancer in Iraq is relatively
low, the majority of cases found are usually in advanced
stages with poor prospects for treatment.®®l

The cervical screening in Iraq starts at the age of 25 to 50
years old in the high-risk group women and every three
years, the patient after the age of 30 is referred for co-
testing.[*?

In a study conducted in Turkey in 2014, the result was
only 25.9% of participants knew when one should start
having pap smear tests answered correctly, and 70.6% of
them knew in which frequency one should have pap
smear testing answered correctly although this study was
among PHCCs females health workers(doctors,
midwives, nurses).*!

2.7 Tuberculosis Screening: Tuberculosis (TB) is
mainly an airborne disease caused by the bacterium
Mycobacterium tuberculosis, which spreads when the
infected people exhale it into the air. The typical site of
infection is the lungs (pulmonary TB) and it is the most
common type of this disease, although it can also spread
to the other parts of the body (extrapulmonary TB) such
as the spinal cord, brain, and kidneys. Despite of TB’s
high prevalence, it is preventable and treatable.

TB infection is one of the most common infections and
the leading cause of death due to infectious diseases in
the world. In 2019, it is estimated that nearly two billion
people (about one-fourth of the world’s population) are

infected with M. tuberculosis, about 10 million people
develop TB disease every year, and 1.6 million people
die of it.l*

Iraq is considered to be a middle burden country with TB
and occupies rank 108 globally and 7 in the eastern
Mediterranean region among countries with TB burden
size; according to the WHO report, the estimated
incidence of TB in lIraq is 45/100000 population (l.e.
estimated total new TB cases is around 15000 per year),
while the prevalence is 74/100000 and the mortality is
3/100000."!

Latent tuberculosis infection (LTBI) is when humans are
infected with M. tuberculosis without any clinical
symptoms, radiological abnormality, or microbiological
evidence that one-third of the world's population is
infected with TB, and the prevalence rate of LTBI in
low- or middle-income countries is estimated to be as
high as 51.5%, while that in high-income countries is
28.19%.1°

Systematic screening for active TB can be done for the
whole population (mass screening) or be targeted at
selected risk groups; among those whose screening is
positive, the diagnosis needs to be established using one
or several diagnostic tests and additional clinical
assessments, which have high accuracy.

The primary goal of detecting active TB early is to
reduce the risk of poor treatment outcomes, health
sequelae, and the adverse social and economic
consequences of TB for the individual, also reduces
suffering, the prevalence of TB, and death from TB;
reducing TB transmission by shortening the duration of
infectiousness that reduces the incidence of TB infection
and consequently contributes to reduced incidence of TB
disease.l*”

The Ministry of Health of Iraq established the National

Tuberculosis Control Program (NTP) in 1989 with WHO

support and introduced the DOTS (Direct Observation

Treatment Short Course) strategy in 1998.

The DOTS strategy required five conditions:

1. The political will of the government.

2. Existence of laboratories network to identify smear-
positive pulmonary TB patients.

3. A network of peripheral health centers.

4. Regular supply of drugs and reagents.

5. Organization of a permanent surveillance system to
supervise the program’s tasks and evaluate its
epidemiological impact.

TB screening is applied to:

e Any individual with an unexplained persistent cough
for two weeks and more with no response to
treatment.

e  HIV-positive patient.

e Long-term steroid therapy.

e Diabetic patient, cancer patient.
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e People from congregated settings (refugee camps,
homeless shelters, and prisoners).

e  Contact with suspected or confirmed pulmonary TB
or drug-resistant TB, medical health worker because
they are at risk of exposure to TB.!

Frequency of Screening in individuals with initial
negative tests: Annual testing for individuals living or
working in congregate settings (mandated) and periodic
testing for individuals with possible new exposure to TB
(contact to a pulmonary/laryngeal TB  cases,
prolonged/frequent travel, or new medical risk factor).l*®!

HIV (Human Immunodeficiency Virus) /AIDS (acquired
immunodeficiency syndrome) (HIV/AIDS) and TB are
so closely connected that the term “co-epidemic” or
“dual epidemic” is often used to describe their
relationship, the intersecting epidemic is usually denoted
as TB/HIV or HIV/TB, HIV affects the immune system
and increases the likelihood of people acquiring a new
TB infection. It also promotes both the progression of
latent TB infection to active disease and relapse of the
disease in previously treated patients.

TB is one of the leading causes of death in HIV-infected
people also, HIV infection is the most potent risk factor
for converting latent TB into active TB, while TB
bacteria accelerate the progress of  Acquired
immunodeficiency syndrome (AIDS) infection in the
patient, many people infected with HIV in developing
countries develop TB as the first manifestation of
AIDS.

In Canada in 1997, a survey was done about the
knowledge of family physicians about TB prevention,
and the result was more than 90% had good knowledge
regarding the need to screen a person for TB, slightly
lower percentage recognize that HIV/AIDS patients
should have the screening test and only 16 %
acknowledge that patient with chronic diseases should
have a screening test.!**!

The COVID-19 pandemic and response measures,
including lockdowns and the reorientation of health
services, have disrupted essential health services for
other diseases, including TB, HIV and malaria. For TB,
reductions in case detection due to the COVID-19
pandemic are projected to result in increased TB
transmission, morbidity and mortality. %!

2.7 HIV Screening: HIV (human immunodeficiency
virus) is a virus that attacks the body’s immune system.
If HIV is not treated, it can lead to AIDS (acquired
immunodeficiency syndrome). There is currently no
effective cure, once people get HIV, they have it for
life. [0

HIV can be transmitted via the exchange of various body
fluids from infected people, such as blood, breast milk,
semen, and vaginal secretions, HIV can also be

transmitted from a mother to her child during pregnancy
and delivery. According to WHO, HIV continues to be a
major global public health issue, having claimed 36.3
million [27.2-47.8 million] lives with HIV infection,
over two-thirds of whom (25.4 million) are in the
African Region, and it will need to redouble the efforts to
avoid increasing HIV infections due to HIV service
disruptions during COVID-19, and the slowing public
health response to HIV.2%!

Clinicians should test for HIV routinely in their
practices, with repeat HIV testing in persons who inject
drugs, have multiple sexual partners, exchange sex for
money or drugs, or have incident sexually transmitted
infections. Persons with a new diagnosis of HIV
infection should be promptly referred to a clinical setting
where a full HIV assessment can be performed, and
antiretroviral therapy can be initiated rapidly, long-term
retention in care and maintenance of successful
antiretroviral treatment allows persons with HIV
infection to have a near-normal life span and virtually
eliminate transmission of HIV to others.'*!

Irag is considered a country with a low-level epidemic of
HIV/AIDS, which affects most at-risk population groups,
the prevalence of HIV in Iraq is currently less than 0.1%
of the population. Still, associated vulnerability and risk
factors continue to increase due to liberalized trade
relations and increased drug use. In December 2014, less
than 100 people living with HIV were reported, from
1986 to 2014, a slight increase occurred in officially
reported HIV cases, half of which were nationals and
half foreigners and the majority were males, with more
than half of them aged between 15 and 29 years, and of
reported cases, 57% were infected by blood transfusion
and blood products, though the sexual transmission has
become the main documented transmission mode since
2003.1%9!

After the first HIV cases had been identified in Iraq, the
government gradually introduced HIV testing for a large
number of categories, such as blood donors, clinically
suspected cases, STI patients, patients with hemophilia
and thalassemia, newly diagnosed TB patients, patients
with hepatitis B and C infections, patients on
hemodialysis, pregnant women who are at risk of HIV
infection, premarital testing, newborn of HIV infected
mothers, contacts of HIV positive cases, prisoners with
sexual offenses, travelers to Irag, health workers, long-
distance drivers and workers in tourism. HIV testing is
mandatory for prisoners convicted of sexual offenses,
travelers to Irag, blood donors, newly diagnosed
tuberculosis cases, and those who are getting married.
HIV testing in prisons involves those prisoners
detained/imprisoned for sexual offenses, and there is
systematic and regular testing of prisoners, and the
prison system does not offer specific HIV services to
inmates other than counseling and testing.[**®
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In a study done in USA 2015, the primary health care
physician participants reported not routinely testing for
HIV or screening." Another study in Turkey 2021,
found that healthcare workers are professionally
educated health service providers responsible for
providing accurate and reliable information to society
about diseases, preventive precautions, and treatments
and for this reason, in-service education in the health
field is important in keeping up to date.[*%!

Screening and COVID 19: The global COVID-19
pandemic has presented extraordinary disruption to
healthcare services and exposed them to numerous
challenges. Regarding Newborn screening (NBS)
programs were affected but in general, NBS has been
less severely affected by COVID-19 than other
healthcare delivery aspects.'™

COVID-19 is believed to have influenced cancer
screening programs; short-term (3-6 months) and long-
term (>12 months), interruption of cancer screening will
delay the diagnosis of cancers and cause a shift in favor
of more advanced cancers. Changes in cancer services
due to international pandemic measures are expected to
result in many additional cancer deaths. A significant
decline in cancer screening and biopsy sampling is likely
to reduce cancer diagnosis rates in the short term, for a
long time increases cancer diagnosis rates, advanced
cancers, mortality rates, and years of life lost.[%

Regarding antenatal care, a recent systematic review and
meta-analysis reported that during the COVID-19
pandemic, there was about a 38% decline in antenatal
care (ANC) appointments globally due to fear of
infection and altered functioning of health facilities
common reasons. ™)

CHAPTER THREE: SUBJECTS AND METHODS
SUBJECTS AND METHOD

3.1 Study design

A cross-sectional study with analytic element, conducted
in Baghdad, Iraq from 2" Jan 30" June 2022.

3.2 Study setting

The study was conducted in 30 PHCCs (Appendix 1) in
Baghdad from Al-Karkh and Al-Resafa directorates, a
simple random sampling has been used to select the
PHCCs. By choosing 15 PHCCs from Al karkh and 15
PHCCs from Al Resafa directorates, all Al Karkh
PHCCs names were written in separate papers and mixed
in a bag and 15 PHCCs were chosen, and same thing
done to Al Resafa PHCCs.

Inclusion criteria: All doctors who work at chosen
PHCCs only and present at the time of the researcher’s

visit and who accepted to be involved in this study.

Exclusion Criteria: Doctors who were not found during

3.3 Sample Size

There were 166 doctors enrolled in this study, and 11 of
them refused to fill the questionnaire due to either being
busy or not interested, or tired from work, so the sample
size was 155 from chosen PHCCs. with response rate
93.3%.

3.4 Pilot Study

A random sample was chosen from the PHCCs doctors
for the pilot study before conducting the definitive study
out of the number of total participants from AL Mansour
and Al Zahraa Al Namoddaji PHCCs, these PHCCs were
included in the study. The number of them was ten
doctors, the pilot study was conducted in February 2022
to evaluate the content of the study questionnaire to
ensure understanding and clearance of the questions for
the PHCCs doctors and the time needed for filling the
questionnaires, and these ten doctors were excluded in
the main study.

3.4 Study Tools

A self-structured paper questionnaire was employed to
assess the Knowledge of PHC doctors about the timing
and schedule of screening tests and examinations done in
Irag, and was only in English version because of the
participants are doctors. (Appendix2).

The questionnaire was formed depending on the
guidelines of MOH of Irag, and tested by three family
physicians and two community physicians.

The questionnaire was divided into eleven sections:
demographic and general screening knowledge variable,
newborn screenings™, children’s 1st month to 59

months  screenings®*,  preschool  screenings,*’*®
premarital  screen,® antenatal screen, postnatal
screen,®® cancer screening programs,®%?  non-

communicable diseases screenings, %7274 TB screen(®
and, HIV screen.[*!

I. The demographic and general screening knowledge:

made of 14 questions about:

= The name of PHCCs and the directorate (Al Karkh,
Al Resafa), age (years).

= Gender (male, female),

= Marital status: Single, married, divorced, widow.

= Job description: Graduated doctors” doctors who
were graduated since 2 to 3 years and working at
PHCCs”, board students” post graduate students”,
GP “general practitioners”, specialists” doctors with
board or diploma degrees)

= Years of experience: (<5, 6-10, 11-15, 16-20, > 20).

» Having a training course about screening programs
(Yes, No)

= Auvailability of screening guidelines in the PHCs
(Yes, No), If yes: Accessibility to these guidelines
(Yes, for all, No for all, Yes, few of them),

= General screening knowledge which are three

researcher visit day and doctors who were included in the questions.
pilot study.
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I.  Newhborn screenings: from delivery up to one month,
and made of 7 questions to assess knowledge about
the timing of newborn screenings.

[I. Children’s 1* month to 59 months screenings: made
from 8 questions.

I11.  Preschool screen: made of 6 questions.

IV. Premarital screen: made of 4 questions.

V. Antenatal screen: include the period from the
beginning of the pregnancy to the delivery of the
baby, made from 11 questions.

VI. Postnatal screen: The period from delivery of the
baby up to six weeks postpartum made of 5
questions.

VII. Cancer screen: include breast and cervical screening,
made of 7 questions.

VIII. Non-communicable diseases screening: include
hypertension, diabetes mellites screen, CVD,
osteoporosis screening programs and made of 10
questions.

IX. TB screen: made of 9 questions.

X. HIV screen: made of 10 questions.

3.5 Data Collection: Data collection was done by
visiting the selected primary healthcare centers, meeting
the doctors, and being given a paper questionnaire used
for this purpose; the gquestionnaire took 12 to 15 min to
fill. The time for data collection was about two months
(March and April), and the remaining time was for
conducting other parts of the study.

3.6 Data Analysis: For data analysis, the data was
inputted in the statistical package for social sciences
version 26 (SPSS 26), continuous variables were
presented as means and stander deviations (SD), and
categorical variables were presented as numbers,
frequencies and, percentages.

= Knowledge scoring: Further analysis included the
calculation of knowledge, the knowledge score was
computed as: If the correct answer was provided scores
3, For (I don’t know) scores 2, for the incorrect answer

provided score was 1, the physicians’ total scores were

tabulated and then will be crosstabs with the

demographic data:

1) 'Poor' knowledge score was considered when a
physician scored less than 50% of total scores from
the mean.

2) 'Fair' knowledge of total screening, when a
physician scored 50%-75% of total score.

3) 'Good' knowledge of the total screening, when a
physician scored equal or more than 76%. Chi-
square test for independence was used to test the
significance of association between discrete
variables. Findings with a P value less than 0.05
were considered significant.

3.7 Ethical Considerations: The ethical approval for
conducting the study was obtained from The Arab Board
of Health Specializations and Ministry of Health of Iraq,
Iragi National Cancer Research Center/the University of
Baghdad and from, the AL-Resafa and AL-Karkh Health
Directorates and their sectors, and Permission of all the
PHCCs managers was obtained during the study
(appendix3). The doctors were ensured about the
confidentiality of collected information, that the data
would be used for research purposes only, and addition
of sentence to the beginning of the questionnaire explain
purpose and benefit and the freedom to enroll in this
study in addition to verbal consent was obtained from the
participants.

CHAPTER FOUR: THE RESULTS

THE RESULTS

One hundred and fifty-five PHCCs doctors enrolled in
this study, the highest percentage is from Al-Resafa
directorate 87 (56.1%), aged between 30-39 with
mean=36.78, and SD=9.124, most of them are
females121 (78.1%), married 117(75.5), and most of
them are Board students 46(29.7%) with years of
experience less than or equal to 5 years 44 (28.4%) as
shown in table (1).

Table (1): Distribution of participant doctors according to their Directorate, Age, Gender, Marital status, Job

description, and Years of experience.

Frequency Percentage
Directorate Rl 68 439
Resafa 87 56.1
<29 39 25.2
Age 30 -39 64 41.3
M+SD=36.78+9.124 (40 -49 33 21.3
> 50 19 12.3
Gender Male 34 21.9
Female 121 78.1
Single 34 21.9
Marital status Married 117 755
Previous married 4 2.6
Graduated doctors* 31 20
Job description Board students** 46 29.7
General practitioners 34 21.9
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Specialists 44 28.4
>5 44 28.4
6-10 36 23.2
'Years of experience [11-15 29 18.7
16-20 19 16.3
>20 27 17.4
Total 155 100.0

*Graduated doctors” doctors who were graduated since 2 Most of the participating doctors 94 (60.6%) did not take
to 3 years and working at PHCCs”, ** board students” any training courses about screening programs as shown
post graduated students” in figure (1):

FIG(1): DISTRIBUTION OF ANSWERS OF
PARTICIPANT-DOCTORS ABOUT TRAINING COURSE
ABOUT SCREENING PROGRAMS

Also, majority of the participants (71%) stated that were accessible to few of them where® stated that it
screening guidelines available in their PHCCs (fig.2), was not easy to get them as shown in figure (3):
and only®?®! were fully accessible to all guidelines,??

[PERCENTAGE]

[PERCENTAGE]

Fig (2): Distribution of participants doctors about their knowledge of guidelines availability.

® Fully Accessible

partial access

= No access

Fig (3): Distribution of participants doctors about the accessibility to the guidelines at their PHCCs, N=110.
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Regarding the participants’ screening knowledge all of screening knowledge as shown in table below:
them had fair knowledge in specific and overall

Table (2): distribution of participants doctors according to their knowledge in general and specifics screening
programs are done in Iragi PHCCs.

Freq. %
Good general knowledge 52 33.5
General knowledge Fair general knowledge 70 45.2
Poor general knowledge 33 21.3
Good neonatal knowledge 22 14.2
Neonatal screening knowledge | Fair neonatal knowledge 102 65.8
Poor neonatal knowledge 31 20.0
Child 1% month to 59" months |-200d knowledge 9 58
screening knowledge Fair knowledge 125 80.6
Poor knowledge 21 13.6
Preschool screening GO.O 1 G0 ol Ll L0
knowledge Fair knowledge 111 71.6
Poor knowledge 27 17.4
Premarital screening GO.O d knowledge all 303
knowledge Fair knowledge 100 64.5
Poor knowledge 8 5.2
Antenatal and postnatal GO.O kil Lo e,
knowledge Fair knowledge 119 76.8
Poor knowledge 23 14.8
Non- communicable diseases | Good knowledge 14 9.1
and cancer screening Fair knowledge 130 83.9
knowledge Poor knowledge 11 7.0
TB and HIV screening GO.Od iy 3 et
knowledge Fair knowledge 82 52.9
Poor knowledge 8 5.2
Good knowledge 16 10.3
Overall screening knowledge | Fair knowledge 129 83.2
Poor knowledge 10 6.5
Total 155 100.0

General Screening: The response of participants diagnose the diseases, and 130 (83%) knew that
regarding general screening knowledge was that 126 screening tests were done at regular intervals or when the
(81.3%) of them knew the definition of screening, only person reaches a certain age, as shown in Table (3).
59(38.1%) said that screening tests are not used to

Table (3): Distribution of participant doctors according to their answers about screening in general: (Notes: In
all following tables: Idk =1 don’t know, Freq.= frequency, %= percentage).

Freqg. %
Screening refers to the application of a medical procedure or test |ldk 20 12.9
to people who as yet have no symptoms of a particular disease to |No 9 5.8
determine their likelihood of having the disease. Yes (correct) 126 81.3
Idk 11 7.1
The screening procedure used to diagnose the illness Yes 85 54.8
No (correct) 59 38.1
Scree_ning tests are done at regular intervals like once a year or :\?(I)( 12 g?
once in two to three years, or when a person reaches a certain age. Yes (correch) 130 83.9
Total 155 100.0

The general screening knowledge of the participants was screening knowledge was not significant to the age,
52(33.5%) were good knowledge, 70(45%) were fair gender, marital state, job description, and years of
knowledge and 33(21.3%) were poor knowledge. experience as shown in the table (4).

According to their demographic data, the general
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Table (4): Distribution of participants doctors demographic data with the general screening knowledge.

Total general knowledge
Poor Fair Good Total P-value
Totals 33 70 52 155
<29 9 12 18 39
30 - 39 11 33 20 64
Age 40 -49 11 15 7 33 0.126
> 50 2 10 7 19
Male 9 19 6 34
(e Female 24 51 46 121 0.085
Single 11 8 15 34
Marital Status Married 22 59 36 117 0.090
Previous married 0 3 1 4
Graduated doctors 8 12 11 31
. Board students 6 20 20 46
Job Description GP 12 17 5 34 0.084
Specialists 7 21 16 44
>5 10 13 21 44
\ears of 6 to 10 5 20 11 36
experience 11 to 15 5 16 8 29 0.096
16 to 20 6 11 2 19
>20 7 10 10 27
Newborn screening: The response of participants 99(63.9%) of them knew that Screening for

regarding newborn screening programs was 130(83.9%)
knew that there are newborn screening programs,
122(78.7%) of them answered correctly about the timing
of the heel prick test, 111(71.6%) of them knew that a
hearing screen must be done to all newborns, only 33
(21.3%) knew that vision screen done at 1% visit,

cryptorchidism in the male newborn baby at the first
visit, 54(34.8%) knew that Screening for congenital hip
dysplasia at first visit for all newborns, and 93(60%)
knew Screening for congenital heart disease at 1st visit
for all newborns as shown in table (5).

Table (5): Distribution of participant doctors according to their answers about newborn screening programs.

Freq %
ldk 8 5.2
Do we have a newborn screening in Irag? No 17 11.0
'Yes (correct) 130 83.9
l\_lewborn blood spot heel prick test must be done at 3 to 5 days of :3(')( 2; 15%5
1210 0113 el Yes (correct) 122 78.7
. . - . ldk 11 7.1
All newbo_rns should have a hearing screening within the first No 33 513
Ll 'Yes (correct) 111 71.6
Screening of vision and eye examination to all newborns at 1st L 20 12.9
week to 2 months must be done. M 102 658
No (correct) 33 21.3
Screening for cryptorchidism in the male newborn baby at the first Jo 30 19.4
Visit No 26 16.8
'Yes (correct) 99 63.9
ldk 38 24.5
Screening for congenital hip dysplasia at fifth visit for all newborns.|Yes 63 40.6
No (correct) 54 34.8
ldk 22 14.2
Screening for congenital heart disease at 1st visit for all newborns [No 40 25.8
'Yes (correct) 93 60.0
Total 155 100.0

Newborn screening knowledge for participants was 22
(14.2%) of them had good knowledge, 102(65.8%) had

fair knowledge, and 31(20.0%) had poor newborn
screening knowledge. According to their demographic
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data, the newborn screening knowledge was significant gender, marital state, and years of experience as shown
to the age and job description, and not significant for in the table (6).

Table (6): Distribution of participants doctors according to their demographic data with the newborn screening
knowledge.

Newborn screening knowledge Total
Poor Fair Good P-value
Total 31 102 22 155
<29 15 21 3 39
30 - 39 7 48 9 64
Age 40 -49 7 20 6 33 | 008
> 50 2 13 4 19
Male 11 19 4 34
(et Female 20 83 18 121 0.125
Single 10 20 4 34
Marital Status Married 21 78 18 117 0.629
Previous married 0 4 0 4
Graduated doctors 10 20 1 31
. Board students 9 30 7 46
Job Description op 8 o5 1 34 0.005
Specialists 4 27 13 44
>5 15 25 4 44
Years of 6 to 10 5 26 5 36
experience 11to 15 3 22 4 29 0.178
16 to 20 5 10 4 19
>20 3 19 5 27

Children 1% month to 59™ months Screening: The 61(39.4%) knew there are children from 1month
response of participants’ doctors regarding children to59months screening programs in Iragq and as shown in
1*'month to 59 months screening programs was that only the following table:

Table (7): Distribution of participant doctors according to their answers about children 1st month to 59th
months screening programs.

Freq %

Do we have screening tests for Children 1st month to 59thmonths in :\?k a4 28.4
Iraq? 0 50 32.3
'Yes (correct) 61 39.3

. Idk 20 12.9

Developmental milestones for each age group must be checked for NO 19 123
social/emotional. Yes (correch) 116 748
Developmental milestones for fifth age must be checked for :?:s gg Egé
language/communication. No (correch) 33 213
Developmental milestones for each age group must be checked for :?:S gi Egg
cognitive (learning, thinking) but not for problem-solving No (correch) 13 27 7
Developmental milestones for each age group must be checked for :\?Ig ig 165.45
movement /physical development. Yes (correct) 1 781
Only length/height and weight are important in developmental ldk 4 2.6
asr;ezssqnegm eight and weight are important in developmenta Yes 3 206
' No (correct) 119 76.8

/A hearing check must be done on the 4™ month, 9" month, 3rd year Ll 42 27.1
then at 5 years old W EaS 587
) No (correct) 22 14.2

\Vision screening at the age of 4th month, 9th month, 3rd years, then at :\?:: gi igg
i 'Yes (correct) 90 58.0
Total 155 100.0
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Children 1% month to 59" months screening programs
knowledge for participants’ doctors were 9 (5.8%) were

good knowledge, 125(80.6%) were fair knowle

dge, and

21(13.5%) were with poor knowledge. According to their
demographic data, the children’s 1* month to 59" month

screening programs knowledge was significant to years
of experience and insignificant to the age, gender,
marital state, and job description as shown in the table

(8) below.

Table (8): Distribution of participants doctors according to their demographic data with the children 1*month

to 59" months screening programs knowledge

Children 1 month to 59™ month
screening know. Total P_value
Poor Fair Good
Total 21 125 9 155
<29 4 35 0 39
30 - 39 7 51 6 64
Age 40 -49 9 22 2 33 0.081
> 50 1 17 1 19
Male 2 32 0 34
ks Female 19 93 9 121 0.067
Single 5 28 1 34
Marital Status |Married 16 94 7 117 0.221
Previous married 0 3 1 4
Graduated doctors 3 28 0 31
. .. |Board students 6 35 5 46
Job Description GP 8 26 0 34 0.099
Specialists 4 36 4 44
>5 6 38 0 44
Years of 6 to 10 3 29 4 36
experience 11to 15 2 23 4 29 0.049
16 to 20 6 13 0 19
>20 4 22 1 27

Preschool Screening: The response of participants’

doctors regarding pre-school screening knowle

dge was

that 116 (74.8%) of them knew there is pre-school

screening done in Iraq and as shown in table (9).

Table (9): Distribution of participant doctors according to their answers about pre-school screening programs.

Freq. %

ldk 19 12.3

Do we have a preschool screening in Irag? No 20 12.9
'Yes (correct) 116 74.8

. ldk 9 5.8
Q]ir}gerl:r?g assessment must be done to all No 24 155
'Yes (correct) 122 78.7

\Vision screening must be done on all children at |ldk 7 4.5
school entry, another screen at seven years old [Yes 130 83.9
then at 8 years old. No (correct) 18 11.6
ldk 33 21.3

[There is no blood test to be ordered. No 35 22.6
'Yes (correct) 87 56.1

Nutritional assessment is done by measuring I 4 2.6
height, weight, and BMI. e 50 322
' ' 'Yes (correct) 101 65.2

Psychological health assessment is done on o 15 9.7
children with a history of problems only. A 65 419
No (correct) 75 48.4
Total 155 100.0

Pre-school screening participants’

knowledge was

17(11%) were good knowledge, 111 (71.6%) were of fair

knowledge,

and 27(17.4%) were poor knowledge.

According to their demographic data, the pre-school
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screening programs’ knowledge was insignificant to the experience as shown in the table (10).
age, gender, marital state, job description, and years of

Table (10): Distribution of participants doctors according to their demographic data with pre-school screening
programs knowledge.

Total preschool knowledge Total
Poor Fair Good P-value
Total 27 111 17 155
<29 5 33 1 39
30 - 39 12 45 7 64
Age 40 -49 7 18 8 33 0.071
> 50 3 15 1 19
male 10 22 2 34
(SaeLr female 17 89 15 121 0.086
Single 10 20 4 34
Marital Status  [Married 21 78 18 117 0.276
Previous married 0 4 0 4
Graduated doctors 4 26 1 31
. Board students 7 35 4 46
Job Description cP 7 23 7 34 0.376
Specialists 9 27 8 44
>5 6 36 2 44
\ears of 6 to 10 6 26 4 36
experience 11 to 15 8 18 3 29 0.416
16 to 20 4 11 4 19
>20 3 20 4 27

The Premarital Screening: Regarding the premarital there is premarital screening in Iraq and as shown in
screening 139(89.7%) of the participants, doctors knew table (11).

Table (11): Distribution of participant doctors according to their answers about the premarital screening
program.

Freq %

Idk 7 4.5

Do we have a Premarital screening in Irag? No 9 5.8
'Yes (correct) 139 89.7

. . . . Idk 9 5.8

Screening for infectious diseases (HBV, HCV, HIV,

Syphilis, TB) Al 20 12.9
' Yes (correct) 126 81.3

. . . . Idk 11 7.1
S_creenmg for hemog_loblnopathy (B-thalassemia carrier, No 1 57 1
sickle cell hemoglobin) Ves (correct) 102 658
Primary and secondary sexual characteristics examination |ldk 40 25.8
for adolescents aged less than 12 years seeking legal Yes 60 38.7
marriage. No (correct) 55 35.5
Total 155 100.0

The premarital screening participants’ knowledge was 47 screening program knowledge was not significant to the
(30.3%) were good knowledge, 100 (64.5%) were of fair age, gender, marital state, job description, and years of
knowledge, and 8 (5.2%) were poor knowledge. experience as shown in the table (12).

According to their demographic data, the premarital

Table (12): Distribution of participants doctors according to their demographic data with premarital screening
programs knowledge.

Total premarital screening
knowledge Total P_value
Poor Fair Good
Total 8 100 47 155
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<29 2 25 12 39
30 - 39 2 44 18 64
Age 40 -49 2 21 10 33 0.858
> 50 2 10 7 19
male 3 23 8 34
(e female 5 77 39 121 0.394
Single 3 22 9 34
Marital Status  |Married 5 75 37 117 0.807
Previous married 0 3 1 4
Graduated doctors 2 19 10 31
. Board students 1 30 15 46
Job Description GP 3 o5 6 31 0.551
Specialists 2 26 16 44
>5 3 28 13 44
vears of 6 to 10 0 24 12 36
experience 11to 15 2 17 10 29 0.880
16 to 20 1 12 6 19
>20 2 19 6 27

Antenatal and Postnatal Screening: Regarding (59.4%) of them knew that there is post-natal screening
antenatal and postnatal screening, 138 (89%) of doctors in Iraq, other participants’ answers are shown in the table
knew that there is antenatal screening in Irag, while 93 (13).

Table (13): Distribution of participant doctors according to their answers about the antenatal and postnatal

screening program.
Freqg %
ldk 3 1.9
Do we have an antenatal screening in Iraq? No 14 9.0
Yes (correct) 138 89.0
. . . - Idk 4 2.6
Infectious diseases screening (HBV, HCV, syphilis) at
the first visit is done by a blood test. 0 10 6.4
'Yes (correct) 141 91.0
. Idk 5 3.2
20 vv_eeks scan by _ultrasound for_the congenital anomaly, No 1 135
multiple pregnancies, and gestational age. Yes (correch) 129 832
Gestational diabetes screening at 24 weeks of gestation L 6 3.9
by FBS or 75g -1hour glucose challenge 0 17 11.0
'Yes (correct) 132 85.1
Blood pressure checks at the first visit and if she L 0 0
develops a severe headache. MES 107 69.0
No (correct) 48 31.0
HIV scree_ning_during pregnancy for all risk group :\?:; ‘112 267'57
women (high risk or vulnerable). Yes (correch 102 658
Intimate partner violence scre_ening of childberf\r_ing age :\?g ég ég%
women and pregnant women is done at each visit. Yes (correch 57 432
. - ldk 4 2.6
H_b blood test in the 1st visit then at 2nd and 3rd No 13 8.4
trimester as a screen for anemia. St 133 890
ldk 2 1.3
General urine examination at each trimester. Yes 132 85.2
No 21 13.5
. . . . ldk 22 14.2
Screening for depression during pregnancy in each
trimester I 57 368
Yes (correct) 76 49.0
/A dental examination is done monthly for a pregnant ldk 16 10.3
woman Yes 91 58.7
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No (correct) 48 31.0

ldk 15 9.7

Do we have a postnatal screening in lraq? No 48 31.0
'Yes (correct) 92 59.3

. . ldk 13 8.4
gglrs/eer:yg for postpartum depression at 1month after Yes 99 63.9
No (correct) 43 21.7

. .. ldk 18 11.6
Screening for postpartum blues at 1st visit postpartum No 38 545
'Yes (correct) 99 63.9

Fasting plasma glucose test 6-13week or HbAlc test ldk 18 11.6
postpartum to a Mother with gestational diabetesasa  |No 48 31.0
screen for diabetes mellitus. Yes (correct) 89 57.4
\We offer an annual HbAlc test to mothers who have a  |ldk 25 16.2
negative postnatal test for diabetes if they had No 65 41.9
gestational diabetes this pregnancy. 'Yes (correct) 65 41.9
Total 155 100.0

The participants’ doctors antenatal and postnatal
knowledge, 13 (8.4%) of them were good knowledge,
119 (76.8%) were fair knowledge and 23 (14.8%) were
of poor knowledge. According to their demographic data,

the antenatal and postnatal screening program knowledge
was significant to the gender, and job description, but not
significant to the age, marital state, & vyears of
experience as shown.

Table (14): Distribution of participants doctors according to their demographic data with antenatal and

postnatal screening knowledge.

Total antenatal and postnatal
screening knowledge Total P_value
Poor Fair Good
Total 23 119 13 155
<29 11 26 2 39
30 - 39 6 52 6 64
Age 40 -49 4 27 2 33 0.161
> 50 2 14 3 19
male 11 21 2 34
—— female 1 98 11 121 | 0005
Single 5 27 2 34
Marital Status [Married 18 88 11 117 0.791
Previous married 0 4 0 4
Graduated doctors 10 21 0 31
. .. [Board students 3 38 5 46
Job Description op 9 4 1 34 0.000
Specialists 1 36 7 44
>5 12 30 2 44
\ears of 6 to 10 1 32 3 36
experience 11to 15 5 21 3 29 0.161
16 to 20 3 14 2 19
>20 2 22 3 27

Non - Communicable Diseases (NCD) and Cancer:
Regarding non -communicable diseases (NCD) and
cancer, 122 (78.7%) knew that there is NCD screening in

Irag, and also 120 (77.4%) knew that there is cancer
screening in Iraq, other participants’ answers are shown
in the table (15).

Table (15): Distribution of participant doctors according to their answers about the NCD and cancer screening

programs.
Freqg. %
Idk 13 8.4
Do we have non-communicable disease screening in Irag? No 20 12.9
Yes (correct) 122 78.7
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Hypertension screening began at age of 20 years old by measuring :\?(l)( 576 34651
blood pressure with a sphygmomanometer. Yes (correct) 9 9.4
Screening for Diabetes mellitus should begin at age of 40 and ok 4 2.6
above and earlier if the patient had risk(s) for diabetes mellitus. O 17 11.0
Yes (correct) 134 86.5
Idk 2 1.3
Screening for diabetes done by FBS lab test No 38 24.5
Yes (correct) 115 74.2
. . . . ldk 35 22.6
Screening for cardiovascular diseases is done at the age of 20 years
and above. WES 33 213
No (correct) 87 56.1
Patients with both hypertension and diabetes are not involved in :\?(I)( 11076 (13;2
the screening for CVD. Yes (correct) 2 0.6
Idk 25 16.1
Pregnant women are involved in the screening for CVD. Yes 60 38.7
No (correct) 70 45.2
Screening of CVD done by WHO-risk factors prediction chart Idk 45 29.0
without cholesterol measurement can be used to predict the No 47 30.3
cardiovascular disease risk over the next 10 years. Yes (correct) 63 40.6
. - Idk 25 16.13
Screening for osteoporosis in women at age >65years and for men
>70 years without risk factors or earlier if there are risk factors Ao 25 16.13
Yes (correct) 105 67.74
Idk 45 29.0
\Vision screen at age 40th years old No 46 29.7
Yes (correct) 64 41.3
Idk 9 5.8
Did we have Cancer screening in Irag? No 26 16.8
Yes (correct) 120 77.4
Pap smear test a screen for cervical cancer begins at age of 25 to :\?(l)( éz égj
50 years old and every 3 years Ves (correct) 7 130
\Women over the age of 18 may refer for co-testing a Pap smear :((j:s gg 421;2
and HPV test for cervical cancer screening. No (correch) 56 6.1
Screening for breast cancer should begin at the age of 20 years old :\?(l)( 465 2359()
by breast self-examination. Ves (correct) 104 671
- Idk 9 5.8
Referral for Mammogram screening is done yearly at age 50 and No 13 277
older in women without risk factors. Ves (correct) 103 6.5
Idk 15 9.7
Referral for breast ultrasound at age 20 to 39 years old to women
with high risk(s) annually MES 120 74
No (correct) 20 12.9
. . . |ldk 10 6.5
Referral for Mammogram screening at age of 40 is done yearly in No 18 116
SR Yes (correct) 127 81.9
Total 155 100.0

The participants’ doctors non- communicable disease
and cancer knowledge were 14 (9.1%) of them were
good knowledge, 130 (83.9%) were fair knowledge and
11 (7%) were of poor knowledge. According to their

demographic data, the NCD and cancer screening
programs knowledge was insignificant to the age,
gender, marital state, job description, and years of
experience as shown in the table (16).
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Table (16): Distribution of participants doctors according to their demographic data with NCD and Cancer
screening knowledge.

Non-communicable diseases and
cancer screening knowledge Total P_value
Poor Fair Good
Total 11 130 14 155
<29 5 32 2 39
30 - 39 5 54 5 64
Age 40 -49 0 29 4 33 0.371
> 50 1 15 3 19
male 4 25 5 34
e female 7 105 9 121 0.179
Single 0 32 2 34
Marital Status [Married 11 94 12 117 0.265
Previous married 0 4 0 4
Graduated doctors 5 25 1 31
. .. |Board students 3 38 5 46
Job DescrlptlonGP > 31 1 31 0.108
Specialists 1 36 7 44
>5 6 36 2 44
\ears of 6 to 10 0 33 3 36
experience 11to 15 3 24 2 29 0.292
16 to 20 1 15 3 19
>20 1 22 4 27

Tuberculosis(TB) and Human Immunodeficiency and 110 (71%) of them knew that there is HIV screening
Virus (HIV)  screening: Regarding participants’ in Iraq, other participants’ answers are shown in the table
response to Tuberculosis (TB) and HIV screening, 102 (17).

(65.8%) of them knew that there is TB screening in Iraq,

Table (17): Distribution of participant doctors according to their answers about TB and HIV screening
programs.

Freq. %
ldk 22 14.2
Did we have tuberculosis screening in lraq? No 31 20.0
'Yes (correct) 102 65.8
. . . ldk 11 7.1

All patients with cough for 2 weeks and more without
response to treatment should be screened for TB. 0 36 232
'Yes (correct) 108 69.7
Periodic gcreening and testing of health care workers staff :3(')( gg 122
for TB with adequate access to treatment. Yes (correct) 105 577
ldk 13 8.4
ITB screening should be done for active TB-contact patients. [No 17 11.0
Yes 125 80.6
- . ldk 26 16.8
'rl)'siztr:];g.enlng is not needed to provide to all HIVV-contact Ves 8 310
No 81 52.2
ldk 16 10.3
ITB screening must be provided to all prisoners. No 17 11.0
'Yes (correct) 122 78.7
ldk 31 20.0
TB screening doesn’t provide among refugees. Yes 47 30.3
No (correct) 77 49.7
ldk 25 16.1
ITB screening must be done on 1V drug abusers. No 41 26.5
'Yes (correct) 89 57.4
[TB screening is provided to all diabetic patients. [o]¢ 25 16.1
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No 80 51.6

'Yes (correct) 50 32.3

ldk 24 15.5

Do we have HIV screening in Iraq? No 21 13.5
'Yes (correct) 110 71.0

ldk 26 16.8

HIV test screen should be provided for all TB patients. No 29 18.7
'Yes (correct) 100 64.5

ldk 2 1.3

HIV screening is done on blood donors. No 7 4.5
'Yes (correct) 146 94.2

- . Idk 11 7.1

HIV screening is done for HBV and /or HCV-infected No 11 71
persons. 'Yes (correct) 133 85.8
- . . Idk 52 33.5
II;::I\grsScreenmg is done to prostitute prisoners only but not Ves 13 277
' No (correct) 60 38.7

ldk 5 3.2

HIV screening is done for all patients with dialysis. No 9 5.8
'Yes (correct) 141 91.0

HIV screening is done for all foreign workers from outside :\?(l)( ig 185f
the country. yes (correct) 118 76.1
The spouse of HIV infected person must have an HIV :\?(l)( ‘11'2 381.40
screen test every 3 months. Yes (correch o2 G
ldk 54 34.8

rI;|]:)\r/]t;:]cgntact person must do an HIV screen test every 12 Yes 77 197
No (correct) 24 15.5

HIV screen test are provided to persons who frequently :3(')( 143 gg
receive a blood transfusion. Yes (correct) 138 89.0
Total 155 100.0

The participants’ doctors TB and HIV screening
knowledge, 65 (41.9%) of them were good knowledge,
82 (52.9%) were fair knowledge and 8 (5.2%) were of
poor knowledge. According to their demographic data,

the TB and HIV screening programs knowledge was
significant to the age, job description, and years of
experience but insignificant to the marital state, gender
as shown in the table (18).

Table (18): Distribution of participants doctors according to their demographic data with TB and HIV screening

knowledge.
Total TB and HIV screening
knowledge Total P_value
Poor Fair Good
Total 8 82 65 155
<29 5 29 5 39
30 - 39 2 31 31 64
Age 40 -49 1 16 16 33 0.001
> 50 0 6 13 19
male 1 22 11 34
(et female 7 60 54 121 | %84
Single 1 22 11 34
Marital Status Married 7 59 51 117 0.384
Previous married 0 1 3 4
Graduated doctors 5 23 3 31
. Board students 1 24 21 46
Job Description cp > > 10 31 0.000
Specialists 0 13 31 44
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>S5 6 31 7 44

Years of b to 10 0 18 18 36

experience 1110 15 2 12 15 29 0.000
16 to 20 0 12 7 19
>20 0 9 18 27

Total Screening Knowledge: finally, regarding overall
total screening knowledge, 16 (10.3%) of them had good
total screening knowledge, 129 (83.2%) of them had fair
knowledge, and 10 (6.5%) had poor knowledge.

According to their demographic data, the total screening
programs knowledge was significant to the age, job
description, and years of experience, but insignificant to
the marital state, gender as shown in the table (19).

Table (19): distribution of participants doctors according to their age, gender, marital state job description, and

years of experience with total screening knowledge.

Total screening knowledge Total
Poor Fair Good P-value
Total 10 129 16 155
<29 7 31 1 39
30 -39 3 53 8 64
Age 40 -49 0 31 2 33 | 0003
> 50 0 14 5 19
male 3 28 3 34
et female 7 101 13 121 | 078
Single 1 30 3 34
Marital Status |Married 9 95 13 117 0.728
Previous married 0 4 0 4
Graduated doctors 6 25 0 31
. . |Board students 3 39 4 46
Job Description op 1 2 1 31 0.000
Specialists 0 33 11 44
>5 8 35 1 44
\ears of 6 to 10 1 29 6 36
experience 11 to 15 1 24 4 29 0.004
16 to 20 0 19 0 19
>20 0 22 5 27

CHAPTER FIVE: DISCUSSION

DISCUSSION

This study was conducted to assess the knowledge of the
timing and schedule of screening programs according to
Iragi guidelines among PHCCs Physicians in Baghdad,
Irag. To the best of our knowledge, no studies have been
done in this region, an insight into the knowledge among
PHC level Physicians, with important secondary
prevention like screening, would be a guide to effective
timing and scheduling strategies.

The sample taken in the current study showed that most
of the participants were in the age group of (30-39)
years, this may be due to general practitioners and
trainee doctors working at PHCCs as a part of their
career ladder. Also, the majority of the participants were
females (78.1%), married (75.5%), and most of the
participants were Family medicine board students
followed by specialists this may be due to most of the
PHCCs that enrolled in this study being in the city and
three of them were board training centers for family
medicine.

Most of the participants were with years of experience of
less than or equal to five, it was expected; that graduated
doctors, had less than five years of experience and bored
students had post-rotation enrolling in the family
medicine board.

Regarding general screening knowledge: Majority of
them had fair knowledge, this disagreed with
Mohammed lbrahim Alsubhi et al. in Saudia showing
that nearly two-thirds of them had good knowledge,
25.2% with fair knowledge, and 4.9% had poor
knowledge, and it was only significant to doctors’
age.[m] This may be due to physicians’ limited
knowledge or skills about the concept of screening as a
preventive service.

Regarding newborn screening programs: Concerning
newborns screening program most of them had fair
knowledge significantly associated with the age and job
description that graduated doctors had less knowledge.

Regarding screening from one month to 59 months
old children: Majority of the participants had fair
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knowledge and was associated with years of experience
that more years the better knowledge.

This was disagreed with a pilot study by Lian WB, et al.
in Singapore done on GPs that (37.5%) achieved a pass
rate score and (62.5%) achieved all correct answers to all
questions on normal development, childhood
developmental and behavioral disorders are increasingly
being recognized nowadays, with the number of cases
receiving diagnosis and intervention being likely only the
tip of the iceberg.!***!

And it disagreed with a study in Kuwait that in general,
family doctors and pediatricians practicing in public
hospitals and primary health care centers in the State of
Kuwait do not use or know how to use a developmental
screening instrument, while over half prioritized
immunization counseling over child screening.!*'

Regarding preschool screening knowledge: More than
two thirds of the participants had fair knowledge. Despite
that according to MOH in Iraq preschool screening and
the examination report for 2020-2021, that 69% of
Resafa directorate and 76% of Karkh directorate new
school students were screened by PHCCs,'*®! that may
be because new school students’ check-in is a part from
school health program in the PHCCs.

Regarding the premarital screening program: Nearly
two-thirds of participating doctors were of fair
knowledge and 30.3% had good knowledge and 5.2%
had poor knowledge. Premarital screening knowledge
was not significant to the age, gender, marital state, job
description, and years of experience. In a study that was
done in Saudia by Zaidi Sana Sulaiman Al, et al. that
53% of the physicians demonstrated good knowledge,
23.8% exhibited fair knowledge, and 23.2% showed poor
knowledge scores, and was significant to the age, marital
status, job title, and years of experience.*'%)

Antenatal and postnatal screening knowledge:
majority of them had fair knowledge, which was
significant to the gender, this due to the antenatal and
postnatal programs always occupied by female doctors
due to cultural issues, and job description due to
specialist had more training courses than joiner doctors;
but insignificant to the marital state, age, and years of
experience.

This agreed with a study done by Kristie Rostant, et al. in
Australia on GPs and obstetricians about Prenatal
screening and diagnosis found that they had good overall
knowledge and a Female health care providers were
significantly more confident about the availability of
follow-up services and had higher knowledge scores.["]

And, this disagreed with Al-Dor S, et al. in their study
done in Jeddah that knowledge of PHCCs doctors about
screening of postpartum depression, 28.2% had low
knowledge, 40.9% had fair knowledge and 30.9% had

good knowledge and disagree regarding significance to
the age and not significant to gender and agreed with our
study that was significant to the job title. PPD Screening
is important because the majority of mothers did not seek
medical help for mental conditions such as depression
and anxiety.®® In order that good knowledge of PHCCs
physicians provide good ANC and PNC services.

In another study in Morocco by Bettina Utz et al. done
on PHCCs doctors, nurses, and midwives health care
providers who informed about re-testing for diabetes,
89.4% indicated they re-test women who had GDM post-
partum and this disagreed with our study that only 57.4%
knew about the timing of re-testing for diabetes."]

Non-communicable diseases and Cancer: Most of the
participants had fair to good knowledge. this disagreed
with a study done by Al-Khashman AS in Saudia Arabia
that PHCCs doctors that only 56% of doctors would
screen the patient at the screening schedule of Saudia
Arabia.[*"!

And disagree with another study by Ayman S.
Abdelhady in Egypt that the participating physicians had
poor knowledge of some important items of
hypertension, and the practices of PHCCs doctors
towards screening patients for hypertension, showed that
only 46.2% routinely screen patients.[®® This is because
non-communicable diseases account for 55% of all
deaths in Irag, in response to the high NCD burden;
WHO in collaboration with the Ministry of Health, has
identified the prevention and control of NCDs as a
priority area of work.®%

Also, this study disagreed with a study by Shaheen NA,
Alaskar A., et al. in Saudia that only 43% of physicians
had answered correctly the required age of DM screening
(86.5% in this study) and 100% of the physicians
responded correctly to mammogram timing of screening
(in this study 66.5% and 81.9% of two questions) but
agreed with the same study that 49% of physicians
responded correctly to cervical cancer screening timing
(43.2% in this study),’™ this due to mammogram
machine is screening tool for breast cancer diagnosis and
are limited and used only for diagnostic purposes
because they are cost effective and found only in the
main hospital of each governorate so that clinical
examination is cost effective in PHCCs.

Another study by Faten A. et al. in Cairo found that there
is a lack of knowledge about guidelines and
recommendation for breast cancer screening was higher
among junior doctors (as the study was comparative
between the senior and junior PHCCs doctors) this
disagreed with our study that it was not significant to the
age or job description and years of experience.®

TB and HIV screening knowledge: Good to fair
knowledge was found in most of them, and it was
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significant to age, job description fewer scores and the
and years of experience.

In a survey was done in Canada about the knowledge of
family physicians about TB prevention, the result was
most of the physicians had moderate knowledge
regarding the who needs to screen for TB with a mean
score of 71%, a slightly lower percentage(42%,60%)
recognize that HIV/AIDS patients should have the
screening test (64.5% answer correctly in this study), and
only 16% acknowledge that patient with chronic diseases
should have a screening test such as diabetic patients
(32.3% answered correctly in this study).%

Another study by Sara Bares et al. in the USA that half
of the participants knew details of the HIV screening
guidelines, but few follow the recommendations. Less
than one-third reported always or usually performing
routine testing, although this study was done on resident
doctors only, it agreed with our study.™*®

Concerning the overall doctors’ knowledge: Majority
of physicians had fair knowledge, and it was
significantly associated with age, job description, and
years of experience, this may be due to fewer years of
experience and lack training courses regarding screening
programs. And this disagreed with a study done in
Saudia that displayed poor knowledge of healthcare
professionals about the screening guidelines,™ this may
be due to their study conducted in tertiary centers and
done on doctors, nurses, and pharmacists.

CHAPTER SIX:
RECOMMENDATION
CONCLUSION

1. The study found that all of the participants had fair
specific total knowledge about the timing and
schedules of screening programs.

2. The age, gender, marital state, job description, and
years of experience were not statistically significant
influence on the level of knowledge regarding
general screening knowledge, the preschool
screening, the premarital, and the NCD and cancer.

3. Regarding newborn screening: Better knowledge
was accomplished by age group of 30 - 39 years old
and most of them are specialists with years of
experience of 6 -10 years, the doctors’ gender and
marital status did not illustrate the statistically
significant influence on the level of knowledge. The
highest percentage of participants had poor
knowledge regarding total screening knowledge that
are of age less or equal to 29 and are graduated
doctors.

4. Regarding children 1 month to 59" month: better
knowledge was accomplished by years of experience
6-10years and 11 to 15 years.

5. Regarding ANC and PNC screening: females had
better knowledge than males and are specialists.

6. Regarding TB and HIV screening and total
screening knowledge: Better knowledge was

CONCLUSION AND

accomplished by age group of 30 - 39 years old and
most of them are specialists with years of experience
of 6 -10 years, the doctors’ gender and marital status
did not illustrate the statistically significant
influence on the level of knowledge. The highest
percentage of participants had poor knowledge
regarding total screening knowledge that are of age
less or equal to 29 and are trainee doctors.

RECOMMENDATION

1. Encouraging having more training programs to be
planned especially regarding the concept of
preventive medicine and screenings to enhance the
awareness & knowledge of screening programs
among PHCCs Physicians.

2. Conducting further studies on larger samples of
PHCCs across Iraq with the goal of increasing their
knowledge.

3. Provide screening guidelines to the primary
healthcare centers, and make them easily accessible
to the doctors.

Limitation of The Study

1. Limited access to Iragi guidelines regarding
screening programs to formulate the questionnaire.

2. It wasn’t easy to get a Request for the facilitation of
a researcher's mission and the time available for data
collection was limited to only two months.

3. Some doctors (6.6%) refuse to be involved in the
research due to either being busy or not interested or
tired from work.

ACKNOWLEDGMENT

I would like to express my sincere gratitude and thanks
to my academic supervisor Dr. Sahar A Esa Alshatari for
her advice and support during the execution of this
study.

I also like to express my thanks and respect to the health
directorates of Baghdad /Karkh & Resafa and its health
sectors and the entire cooperator staff in health centers
belonging to it for graciously facilitating this work.

Finally, I offer my gratitude and regards to all doctors
participating in this study for their cooperation and
interest to share their knowledge.

REFERENCES

1. World Health Organization. Regional Office for
Europe. Screening programs: a short guide. Increase
effectiveness, maximize benefits, and minimize
harm. World Health Organization. Regional Office
for Europe, 2020; 58P. Available from:
https://apps.who.int/iris/handle/10665/330829.

2. Maxim LD, Niebo R, Utell MJ. Screening tests: a
review with examples. Inhalation toxicology, 2014
Nov 10; 26(13): 811-28. PMID: 25264934; PMCID:
PMC4389712.

3. Hsairi M, Mehdi F, Bellaaj R, Kassis M. Health
screening strategies in Maghreb countries: Situation

www.wijahr.com | Volume 8, Issue 12. 2024 |

ISO 9001:2015 Certified Journal | 190


https://apps.who.int/iris/handle/10665/330829

Mansoor et al.

World Journal of Advance Healthcare Research

10.

11.

12.

13.

14.

15.

Analysis and perspectives. Tunis Med; 2018; 96(10-
11): 688-695.

Morabia A, Zhang FF. History of medical screening:
from concepts to action. Postgrad Med J; 2004 Aug;
80(946): 463-9. DOI: 10.1136/pgmj.2003.018226.
PMID: 15299156; PMCID: PMC1743082.

Scioscia M, Noventa M, Palomba S, Lagana AS.
Effect of the COVID-19 pandemic on oncology
screenings: it is time to change course. BJOG; 2021
Dec; 128(13):
2213-2214.https://doi.org/10.1111/1471-
0528.16857.

Saleh M Al Hasnawi, Amir Al khuzaie, Aamir Jalal
Al Mosawi. Iraq health care system: An overview.
The New Iragi Journal of Medicine, 2009; 5(3):
5-13.

Historical overview of tuberculosis control in Irag.
public health directorate of Irag. (Arabic version).
(accessed at 2022, April) Available from:
http://phd.ig/CMS.php?CMS_P=257.

National ~ Tuberculosis  Institute, International
Organization for Migration, Ministry of Health.
National guidelines for programmatic management
of drug resistant tuberculosis. Republic of Iraq 7™
edition, 2021; 50P.

Early childhood development guidelines for
healthcare providers at primary healthcare centers.1*
edition. Iraq: MOH, Unicef, 2021; 86p.

Centers for Disease Control and Prevention
Government of Irag, US Agency for International
Development (USAID), Hassan H. Baker, Hassan
Muslims Abdul Hussein, Anwar Noah Ghazala, et
al. Communicable Diseases Control Guidelines. 2"
edition. Irag: MOH; 2012 Feb; 118p.

Alwan Aladdin, Health in Irag: Our Vision for the
Future and Areas of Work.2" edition. Baghdad:
MOH; 2004 Dec; 80p.

The National Strategy for Prevention and Control of
Noncommunicable Diseases. Republic of Iraq
Ministry of Health, Baghdad, 2013-2017. Baghdad,
2013; 32P.

Lujain A. Alkhazrajy, Abeer Adnan Hassan.
Overview of neonatal screening program applied at

primary healthcare centers in Baghdad/Irag.
International ~ Journal of  Community and
Cooperative Studies, 2016 Dec; 4(2): 40-56.

Available from: https://www.eajournals.org/wp-
content/uploads/Overview-of-Neonatal-Screening-

Program-Applied-at-Primary-Health-Care-Centers-

in-Baghdad-Iraq.pdf.

K Strong, N Wald, A Miller, A Alwan, WHO
Consultation Group. Current concepts in screening
for noncommunicable disease: World Health
Organization Consultation Group Report on
methodology ~ of  noncommunicable  disease
screening. Journal of Medical Screening, 2005;
12(1): 12-19.

Braveman P, Tarimo E. Screening in primary health
care: setting priorities with limited resources. World
Health Organization, 1994.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

Cornel MC, Rigter T, Jansen ME, Henneman L.
Neonatal and carrier screening for rare diseases: how
innovation challenges screening criteria worldwide.
Journal of Community Genetics, 2021 Apr; 12(2):
257-65.

Speechley M, Kunnilathu A, Aluckal E, Balakrishna
MS, Mathew B, George EK. Screening in public
health and clinical care: similarities and differences
in definitions, types, and aims—a systematic review.
Journal of Clinical and Diagnostic Research, 2017
Mar; 11(3): LEO1-LE0O4. PMCID: PMC5427344.
Doi: 10.7860/JCDR/2017/24811.9419.

Chamberlain  JM. Which prescriptive screening
programmes are worthwhile? J  Epidemiol
Community Health, 1984 Dec; 38(4): 270-7. Doi:
10.1136/jech.38.4.270. PMID: 6239897; PMCID:
PMC1052368.

Beaglehole R, Bonita R, Kjellstrdm T.Basic
epidemiology, 2" ed.Geneva: World Health
Organization, 2006; 212P. Available from:
https://apps.who.int/iris/handle/10665/43541.
Dobrow MJ, Hagens V, Chafe R, Sullivan T,
Rabeneck L. Consolidated principles for screening
based on a systematic review and consensus process.
CMAJ; 2018; 190(14): E422-E429.
D0i:10.1503/cmaj.171154.

Cheryl Herman. What Makes a Screening Exam
"Good"? AMA Journal of Ethics, 2006; 8(1): 34-37.
Doi: 10.1001/virtualmentor.2006.8.1.cpri1-0601.
Population Based Screening Framework. Australia:
Australian Government, Department of health, 2018
Aug; 20p.

D Coggon, Geoffrey Rose, DJP Barker. Chapter 10.
Screening. Epidemiology for the uninitiated.4™
edition. London: BMJ Book, 2006; 59.

Andermann A, Blancquaert |, Beauchamp S, Déry
V. Revisiting Wilson and Jungner in the genomic
age: a review of screening criteria over the past 40
years. Bull World Health Organ, 2008; 86(4):
317-319. D0i:10.2471/b1t.07.050112.

Potter BK, Avard D, Wilson BJ. Newborn blood
spot screening in four countries: stakeholder
involvement. J Public Health Policy, 2008 Apr;
29(1): 121-42. Doi: 10.1057/palgrave.jphp.3200161.
PMID: 18368024.

Jason Gonzalez, Monte S. Willis, Robert Guthrie.
Clinical Chemistry /Microbiology. Laboratory
Medicine, 2009 Dec; 40(12):  748-749.
https://doi.org/10.1309/LMD48N6BNZSXIPVH.
Clague A, Thomas A. Neonatal biochemical
screening for disease. Clinica Chimica Acta, 2002
Jan; 315(1-2): 99-110. DOI: 10.1016/s0009-
8981(01)00716-1. PMID: 11728413.

Remec ZI, TrebusakPodkrajsek K, Repic Lampret
B, Kovac J, Groselj U, Tesovnik T, Battelino T,
Debeljak M. Next-generation sequencing in
newborn screening: a review of current state.
Frontiers in Genetics, 2021 May 26; 12: 662254.
https://doi.org/10.3389/fgene.2021.662254.

www.wjahr.com |

Volume 8, Issue 12. 2024

ISO 9001:2015 Certified Journal

191


https://doi.org/10.1111/1471-0528.16857
https://doi.org/10.1111/1471-0528.16857
http://phd.iq/CMS.php?CMS_P=257
https://www.eajournals.org/wp-content/uploads/Overview-of-Neonatal-Screening-Program-Applied-at-Primary-Health-Care-Centers-in-Baghdad-Iraq.pdf
https://www.eajournals.org/wp-content/uploads/Overview-of-Neonatal-Screening-Program-Applied-at-Primary-Health-Care-Centers-in-Baghdad-Iraq.pdf
https://www.eajournals.org/wp-content/uploads/Overview-of-Neonatal-Screening-Program-Applied-at-Primary-Health-Care-Centers-in-Baghdad-Iraq.pdf
https://www.eajournals.org/wp-content/uploads/Overview-of-Neonatal-Screening-Program-Applied-at-Primary-Health-Care-Centers-in-Baghdad-Iraq.pdf
https://apps.who.int/iris/handle/10665/43541
https://doi.org/10.1309/LMD48N6BNZSXIPVH
https://doi.org/10.3389/fgene.2021.662254

Mansoor et al.

World Journal of Advance Healthcare Research

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Gustavo J. C. Borrajo. Newborn Screening for
Phenylketonuria: ~ Latin  American  Consensus
Guidelines. Journal of Inborn Errors of Metabolism
& Screening, 2016; 4: 1-5.
https://doi.org/10.1177/2326409816682764.

Kronn D. Navigating Newborn Screening in the
NICU: A User's Guide. Neoreviews, 2019 May;
20(5): e280-e291. Doi: 10.1542/neo.20-5-e280.
PMID: 31261080.

H. Al Hosani, M. Salah, H.M. Osman, H.M. Farag,
L. El-Assiouty, D. Saade, J. Hertecant. Expanding
the comprehensive national neonatal screening
programme in the United Arab Emirates from 1995
to 2011.Eastern Mediterranean Health Journal,
2014; 20(1): 17-23.

Fawzi Hashim Atshan, Ibtesam Farage Hassan,
Sawsan Abdul Wahhab Hommadi. Evaluation of
newborn screening program in Baghdad Al-Karkh
health directorate in 2018.The Pharma Innovation
Journal, 2019; 8(6): 06-11.

Olusanya BO. Screening for neonatal deafness in
resource-poor countries: challenges and
solutions. Research and Reports in Neonatology,
2015 May 7 5: 51-64.
https://doi.org/10.2147/RRN.S61862.

Dedhia K, Graham E, Park A. Hearing loss and

failed newborn hearing screen. Clinics in
perinatology, 2018 Dec 1; 45(4): 629-43.
Hardani AK, Goodarzi E, Delphi M, et al.

Prevalence and Risk Factors for Hearing Loss in
Neonates Admitted to the Neonatal Intensive Care
Unit: A Hospital Study. Cureus, 2020 Oct; 12(10):
€11207. Doi:10.7759/cureus.11207.

Patel H, Feldman M. Universal newborn hearing
screening. Paediatrics & child health, 2011 May;
16(5): 301-10. doi:10.1093/pch/16.5.301. PMID:
22547950; PMCID: PMC3114997.

The Joint Committee on Infant Hearing. Year 2019
Position Statement: Principles and guidelines for
early hearing detection and intervention programs.
The Journal Of Early Hearing Detection And
Intervention, 2019; 4(2): 1-44.

Sura Talal Kadhim, Lamia Dhia Al Deen, Haider
Wahab Al-Sarhan.Early Detection of Hearing
Defects among Newborn in Baghdad City. Iraqi
Journal Of Community Medicine, 2017; 30(4):
154-159.

Jullien S. Vision screening in newborns and early
childhood. BMC pediatrics, 2021 Sep; 21(1): 1-2.
https://doi.org/10.1186/s12887-021-02606-2.
Zainab Mudhfer Nasser, Sanaa Jafar Hamodi
Alkaisi, Najah K.M. AL-Quriashi. Prevalence of
Eye and Vision Abnormalities among a Sample of
Children up to five years old who visit Primary
Health Care Centers in Baghdad Al Resafa. Middle
East Journal Of Family Medicine, 2014 Oct; 12(9):
3-12.
http://www.mejfm.com/November2014/prevalence.
htm.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

Mile stone check for child under 5 years cart in
primary health center designed by Iragi MOH; 2019.
Newborn and infant physical examination (NIPE)
screening program handbook guidance. England:
Public Health England, 2016 April 4 (Updated 28
April  2021). Available from the website:
https://www.gov.uk/government/publications/newbo
rn-and-infant-physical-examination-programme-
handbook.

Developmental Monitoring and Screening. Centers
For Disease Control and Prevention. (accessed in

2022April)
https://www.cdc.gov/nchddd/childdevelopment/scre
ening.html.

Kesari A, Noel JY. Nutritional Assessment. In Stat
Pearls, 2022 Apr 16; Stat Pearl.
https://www.ncbi.nIm.nih.gov/books/NBK580496/s
Publishing.

McPherson B. Newborn hearing screening in
developing countries: needs & new directions.
Indian J Med Res; 2012; 135(2): 152-3. PMID:
22446854; PMCID: PMC3336843.

Margaret Riley, Leigh Morrison, Anna Mcevoy.
Health Maintenance in School-Aged Children: Part
I. History, Physical Examination, Screening, and
Immunizations. American Family Physician, 2019
Aug 15; 100(4): 213-218.

The National Strategy for School Health in Iraq
(2018-2022), Ministry of health of Irag. (Arabic
version). (accessed 2022 May) available from:
http://www.phd.ig/CMS.php?CMS_P=158.

School Health Guide For medical and health
workers in primary health care centers. Ministry of
health of Iraq. (Arabic version). (accessed 2022
May) available from:
http://www.phd.ig/CMS.php?CMS_P=158.

Wang P, Wang X, Fang M, Vander Weele TJ.
Factors influencing the decision to participate in
medical premarital examinations in Hubei Province,
Mid-China. BMC Public Health, 2013 Dec; 13(1):
1-7. https://doi.org/10.1186/1471-2458-13-217.
Salman AD, Abass IM. Effectiveness of An
Instructional Program of Premarital Screening for
Hereditary Blood Diseases on Student’s Knowledge
at Baghdad University. Indian Journal Of Forensic
Medicine And Toxicology, 2019 Jan; 13(1): 252-8.
DOI 10.5958/0973-9130.2019.00001.X.

Basma D. Hanoon, Sudad A. Khalf, Imad A. Khalaf.
Premarital Screening Program in Al-Nuaman
Teaching Hospital. Iragi  Journal of Medical

Sciences, 2021 April 1; 19(2): 147-151.

Atheer S Fadhel, Rajiha Khalil Ibrahim, Lujain K
Mohammad, Ayad N Fattah et al. USAID and
MOH. Premarital Counseling Clinical Tests
Guidelines in primary health care centers in lIrag.
developed in Iraq in close collaboration with
Ministry Of Health in February 2013. available
from:
https://pdf.usaid.gov/pdf_docs/PAOOKBVS5.pdf.

www.wjahr.com

| Volume 8, Issue 12. 2024

ISO 9001:2015 Certified Journal

192


https://doi.org/10.1177%2F2326409816682764
https://doi.org/10.2147/RRN.S61862
https://doi.org/10.1186/s12887-021-02606-2
http://www.mejfm.com/November2014/prevalence.htm
http://www.mejfm.com/November2014/prevalence.htm
https://www.gov.uk/government/publications/newborn-and-infant-physical-examination-programme-handbook
https://www.gov.uk/government/publications/newborn-and-infant-physical-examination-programme-handbook
https://www.gov.uk/government/publications/newborn-and-infant-physical-examination-programme-handbook
https://www.cdc.gov/ncbddd/childdevelopment/screening.html
https://www.cdc.gov/ncbddd/childdevelopment/screening.html
https://doi.org/10.1186/1471-2458-13-217
https://pdf.usaid.gov/pdf_docs/PA00KBV5.pdf

Mansoor et al.

World Journal of Advance Healthcare Research

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

Feroz A, Perveen S, Aftab W. Role of mHealth
applications for improving antenatal and postnatal
care in low and middle income countries: a
systematic review. BMC health services research,
2017 Dec; 17(1): 1-1.
https://doi.org/10.1186/s12913-017-2664-7.

Ahmed  Thani  Sadoon, Basim  Hussein
Bahir.Evaluation of Maternal and Child Health Care
Services in Health Care Centers with High Maternal
and Infant Mortality Rate in Wassit Governorate,
Irag.Indian Journal of Public Health Research &
Development, 2020; 12(1): 1914-1919. DOI:
https://doi.org/10.37506/ijphrd.v11i1.1457.
Bongaarts J. WHO, UNICEF, UNFPA, World Bank
Group, and United Nations Population Division
Trends in Maternal Mortality: 1990 to 2015 Geneva:
World Health Organization, 2015. Population and
Development Review, 2016; 42(4): 726-726.
https://doi.org/10.1111/padr.12033.

Majedakareem Ahmad, Ibtisam Faraj Hasan, et al.
Antenatal and Postnatal care Guideline For primary
health care workers in lIrag, 2019; Irag: MOH,
WHO, UNFPA, UNICEF, 20109.

Utz B, Assarag B, Essolbi A, Barkat A, Delamou A,
De Brouwere V. Knowledge and practice related to
gestational diabetes among primary health care
providers in  Morocco:  Potential for a
defragmentation of care? Primary care diabetes,
2017 Aug 1; 11(4): 389-96.

Al-Dor S, Al-Ahmadi G, Al-Shareef S, Hassan H,
Hassan AH. The Level of Knowledge and its
Determinants Regarding Postpartum Depression
Among Physicians at Ministry of Health Primary
Healthcare Centers in Jeddah, 2020. Annals of
Clinical and Analytical Medicine, 2022 Feb 28;
10(1): 275-284.

Budreviciute A, Damiati S, Sabir DK, Onder K,
Schuller-Goetzburg P, Plakys G, Katileviciute A,
Khoja S and Kodzius R. Management and
Prevention  Strategies for Non-communicable
Diseases (NCDs) and Their Risk Factors. Front.
Public  Health, 2020; 8: 574111. Doi:
10.3389/fpubh.2020.574111.

World Health Organization. Global Action Plan: For
the Prevention and Control of Non-Communicable
Diseases. (2013-2020). World Health Organization,
2013. Available at:
https://apps.who.int/iris/bitstream/handle/10665/943
84/9789241506236_eng.pdf .

World Health Organization EMRO.
Noncommunicable diseases. Priority areas: Iraq site.
WHO 2022. (accessed at 2022,May) available online
at: http://www.emro.who.int/pdf/irag/priority-
areas/noncommunicable-diseases.pdf?ua=1.

Flavio D. Fuchs and Paul K. Whelton. High Blood
Pressure and Cardiovascular Disease. Hypertension,
2020; 75: 285-292.
https://doi.org/10.1161/HYPERTENSIONAHA.119.
14240.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

US Preventive Services Task Force. Screening for
Cardiovascular Disease Risk With
Electrocardiography: US Preventive Services Task
Force Recommendation Statement. JAMA; 2018;
319(22): 2308-2314. doi:10.1001/jama.2018.6848.
U.S. Preventive Services Task Force. Screening for
High Blood Pressure: U.S. Preventive Services
Task. Annals of Internal Medicine, 2007; 147(11):
783-786.

US Preventive Services Task Force. Screening for
Hypertension in Adults: US Preventive Services
Task Force Reaffirmation Recommendation
Statement. JAMA; 2021;  325(16):  1650-1656.
d0i:10.1001/jama.2021.4987.

Riyadh Kareem Abbood, Mohammed Jaber Huwail,
University Research Company With Inputs and
Edits. Primary Health Care Programs Learner's
Guide, 2018; first edition.

Al-Khashman AS. Screening for Hypertension.
Assessing the knowledge, attitudes and practice of
primary health care physicians in Riyadh, Saudi
Arabia. Saudi Medical Journal, 2001 Dec; 22(12):
1096-1100. PMID: 11802184.

Ayman S., Abdel Hady. Assessing knowledge,
attitude and practices of primary health care
physicians  towards screening patients  for
hypertension in Cairo. Egyptian Journal of Hospital
Medicine, 2007; 26: 63-72.

World Health Organization.  Prevention of
Cardiovascular Disease Pocket Guidelines for
Assessment and Management of Cardiovascular
Risk (WHO/ISH Cardiovascular Risk Prediction
Charts for WHO epidemiological sub-regions EMR
B and EMR D). Geneva: WHO; 2008.

Pippitt K, Li M, Gurgle HE. Diabetes mellitus:
screening and diagnosis. American family physician,
2016 Jan 15; 93(2): 103-9.

American Diabetes Association. 2. Classification
and diagnosis of diabetes: standards of medical care
in diabetes 2021. Diabetes care, 2021 Jan 1; 44(1):
S15-33.https://doi.org/10.2337/dc21-S002.

Abbas Mahdi Rahmah, Nazar shawqi AL-Saffar, et
al. National Guidelines for Primary Health Care
Physicians. Diabetes Mellitus and Metabolic
Syndrome Management. Iraq: Ministry Of Health,
20109.

Shaheen NA, Alaskar A, Almuflih A, Muhanna N,
Barrak Alzomia S, Hussein MA. Screening
Practices, Knowledge and Adherence Among Health
Care  Professionals at a  Tertiary Care
Hospital. International Journal of General Medicine,
2021; 14: 6975-6989. doi:10.2147/1JGM.S329056.
Tarig Jassim, Khudair Z MayoufAlbedri, A
Rasheed, et al. National Guideline for Primary
Health care workers: Osteoporosis, Prevention and
Management. version 2. Iraq:Directorate of Public
Health, Non communicable Disease Department
2021.

Arceo-Mendoza RM, Camacho P. Prediction of
fracture risk in patients with osteoporosis: a brief

www.wjahr.com

| Volume 8, Issue 12. 2024

ISO 9001:2015 Certified Journal

| 193


https://doi.org/10.37506/ijphrd.v11i1.1457
https://doi.org/10.1111/padr.12033
https://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/94384/9789241506236_eng.pdf
http://www.emro.who.int/pdf/iraq/priority-areas/noncommunicable-diseases.pdf?ua=1
http://www.emro.who.int/pdf/iraq/priority-areas/noncommunicable-diseases.pdf?ua=1
https://doi.org/10.1161/HYPERTENSIONAHA.119.14240
https://doi.org/10.1161/HYPERTENSIONAHA.119.14240
https://doi.org/10.2337/dc21-S002

Mansoor et al.

World Journal of Advance Healthcare Research

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

review.Womens’ health, 2015; 11(4): 477-484.
d0i:10.2217/whe.15.14.

U.S. Preventive Services Task Force. Screening for
Osteoporosis to Prevent Fractures: Recommendation
Statement. American Family Physician, 2018 Nov;
98(10): 594A-594E.

Matthew Hoffman. One Scans and Bone Health
Screenings: When should you get a bone density
scan, and why? Web MD 2007.
https://www.webmd.com/osteoporosis/features/tests
#:~:text=DEXA%20scores%20are%20reported%20
as,the%20same%20age%20and%20sex.

Duyvendak M, Naunton M, van Roon EN, Brouwers
JJ.  Doctors’ beliefs and knowledge on
corticosteroid-induced  osteoporosis:  identifying
barriers to improve prevention. Journal of clinical
pharmacy and therapeutics, 2011 Jun; 36(3): 356-66.
Bray F, Ferlay J, Soerjomataram I, Siegel LR, Torre
AL, Ahmedin DV. GLOBOCAN estimates of
incidence and mortality worldwide for 36 cancers in
185 countries. CA: a Cancer Journal for Clinicians,
2020; 71(2021): 209-49.

Worldwide cancer data, Global cancer statistics for
the most common cancers in the world. World
cancer research Fund, American Institute Cancer
Research.
https://www.wcrf.org/dietandcancer/worldwide-
cancer-data/. (visited April2033).

Ginsburg O, Yip CH, Brooks A, Cabanes A, Caleffi
M, Dunstan Yataco JA, Gyawali B, McCormack V,
McLaughlin de Anderson M, Mehrotra R, Mohar A.
Breast cancer early detection: A phased approach to
implementation. Cancer, 2020 May 15; 126:
2379-93.

Loud JT, Murphy J. Cancer Screening and Early
Detection in the 21st Century. Seminars in oncology

nursing, 2017; 33(2): 121-128. doi:
10.1016/j.soncn.2017.02.002.
World Health Organization, Globocan 2020.

Summary statistic of cancer in Iraq 2020 fact sheet.
The Global Cancer Observatory 2021 March.
https://gco.iarc.fr/today/data/factsheets/populations/
368-irag-fact-sheets.pdf.

Mualla FH, Al-Alwan NA. Promoting clinical breast
examination as a screening tool for breast cancer in
Irag. Iragi National Journal of Nursing Specialties,
2014; 27(1): 77-82.
https://www.iasj.net/iasj/download/12d4fcf3b448dfb
f.

US Preventive Services Task Force. Screening for
breast cancer: U.S. Preventive Services Task Force
recommendation statement. Annals of internal
medicine, 2009; 151(10): 716-236.
https://doi.org/10.7326/0003-4819-151-10-
200911170-00008.

Oeffinger KC, Fontham ET, Etzioni R, Herzig A,
Michaelson JS, Shih YC, et al. Breast cancer
screening for women at average risk: 2015 guideline

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

Practice Bulletin Number 179: Breast Cancer Risk
Assessment and Screening in  Average-Risk
Women. Obstetrics & Gynecology, 2017; 130(1):
el-e16. doi:10.1097/A0G.0000000000002158.
Manahil Mahmoud Abbas, Maysoon Jabir
AlMossawi, et al. USAID and MOH. Guidelines for
Early Detection and Periodic Screening of Breast
and Cervical Cancers in Primary Health Care
Settings in lraq. developed in Iraq in close
collaboration with ministry of health (MOH) in
2013.

AlLrudaini FA, Selim ME. Breast Cancer Screening
in Primary Health Care: Barriers and Predictors of
Physicians' Adherence to Screening Guidelines. The
Medical Journal of Cairo University, 2010; 78(2):
303-9.

World Health Organization. Cervical Cancer
Overview. (cited in April2022) available from
‘https://www.who.int/health-topics/cervical-
cancer#tab=tab_1.

Rasul VH, Cheraghi MA, BehboodiMogadam Z.
Influencing factors on cervical cancer screening
from the Kurdish women's perspective: A qualitative
study. Journal of medicine and life, 2015; 8(2):
47-54. PMID: 28255397; PMCID: PMC53277009.
Tagreed Alhaidari, Haider Ghazi Hussein, Lamees A
Shubeer, Afraa M Alnaddawi, et al. Early Detection
of Cervical Cancer /A National Protocol of Iraq
(pilot project). Irag: Ministry of Health, 2017.
Huseyin Can, OzgurErdem, Coskun Oztekin, Sercan
Bulut Celik, Mete Onde, Tahsin Celepkolu, Kurtulus
Ongel. Are Primary Health Care Workers Aware of
Cervical Cancer Risk?.Asian Pacific Journal of
Cancer Prevention, 2014; 15: 6669-6671.

Salim S. Prevalence, Types, and Treatment of
Tuberculosis: A Review. Scientific Inquiry and
Review, 2020 Dec 31; 4(4): 41-8.

Centers for Disease Control and Prevention. Self-
Study Modules on  Tuberculosis Modules
2 Epidemiology of Tuberculosis. Atlanta, Georgia:
U.S. Department Of Health And Human Services,
CDC; 2019.

Lee SH. Tuberculosis Infection and Latent
Tuberculosis. Tuberculosis and respiratory diseases,
2016; 79(4): 201-206.
d0i:10.4046/trd.2016.79.4.201.

World Health Organization. Systematic screening
for active tuberculosis Principles and
recommendations. Geneva, Switzerland: WHO;
2013.

Tuberculosis Screening Guidelines. San Francisco

Department of Public Health  Tuberculosis
Prevention and Control Program (cited in
2022,April) available from

-https://www.sfcdcp.org/tb-control/tuberculosis-
information-for-medical-providers/tuberculosis-
screening-guidelines/.

Anochie PI, Ajogwu A, Kalu GO, Akpan MI,

update from the American Cancer Onyeneke EC, Onyeozirila AC. How to control the
Society. JAMA,; 2015; (314): 1599-614. Tuberculosis and HIV/AIDS dual epidemic.
www.wjahr.com | Volume 8, Issue 12. 2024 ISO 9001:2015 Certified Journal | 194


https://www.webmd.com/osteoporosis/features/tests#:~:text=DEXA%20scores%20are%20reported%20as,the%20same%20age%20and%20sex
https://www.webmd.com/osteoporosis/features/tests#:~:text=DEXA%20scores%20are%20reported%20as,the%20same%20age%20and%20sex
https://www.webmd.com/osteoporosis/features/tests#:~:text=DEXA%20scores%20are%20reported%20as,the%20same%20age%20and%20sex
https://www.wcrf.org/dietandcancer/worldwide-cancer-data/
https://www.wcrf.org/dietandcancer/worldwide-cancer-data/
https://gco.iarc.fr/today/data/factsheets/populations/368-iraq-fact-sheets.pdf
https://gco.iarc.fr/today/data/factsheets/populations/368-iraq-fact-sheets.pdf
https://www.iasj.net/iasj/download/12d4fcf3b448dfbf
https://www.iasj.net/iasj/download/12d4fcf3b448dfbf
https://doi.org/10.7326/0003-4819-151-10-200911170-00008
https://doi.org/10.7326/0003-4819-151-10-200911170-00008
http://jamanetwork.com/journals/jama/fullarticle/2463262
https://www.who.int/health-topics/cervical-cancer#tab=tab_1
https://www.who.int/health-topics/cervical-cancer#tab=tab_1
https://www.sfcdcp.org/tb-control/tuberculosis-information-for-medical-providers/tuberculosis-screening-guidelines/
https://www.sfcdcp.org/tb-control/tuberculosis-information-for-medical-providers/tuberculosis-screening-guidelines/
https://www.sfcdcp.org/tb-control/tuberculosis-information-for-medical-providers/tuberculosis-screening-guidelines/

Mansoor et al.

World Journal of Advance Healthcare Research

Archives of Community Medicine and Public
Health, 2018 Jul 11; 4(2): 026-37.
Carew MT. A survey of family physicians'
knowledge and beliefs about the prevention of
tuberculosis. University of Ottawa (Canada), 1997.

100.Chan G, Triasih R, Nababan B, du Cros P, Wilks N,
Main S, Huang GK, Lin D, Graham SM, Majumdar
SS, Bakker M. Adapting active case-finding for TB
during the COVID-19 pandemic in Yogyakarta,
Indonesia. Public Health Action, 2021 Jun 21; 11(2):
41-9.

101.Centers for Diseases Control and Prevention. HIV
basics. (cited at 2022,April) available from
:https://www.cdc.gov/hiv/basics/index.html .

102.World Health Organization. HIV/AIDS: fact sheet.
WHO; 2021. (cited at 2022, Apr) available from
:https://www.who.int/news-room/fact-
sheets/detail/hivaids#:~:text=Transmission,child%?2
0during%20pregnancy%20and%?20delivery.

103.Michael S. Saag. HIV Infection —Screening,
Diagnosis, and Treatment. New England Journal of
Medicine, 2021; 384(22): 2131-2143. DOI:
10.1056/NEJMcp1915826.

104.1rag - Medical and Healthcare Provision - v2.0 -

January 2021. available from
https://www.justice.gov/eoir/page/file/1360596/dow
nload.

105.Global AIDS Progress Reporting 2012, Country
Progress report. republic of Irag: The Joint United
Nations Programme on HIV/AIDS (UNAIDS);
2012; Available from:
https://www.unaids.org/sites/default/files/country/do
cuments/ce_IQ_Narrative_Report[1].pdf.

106.White BL, Walsh J, Rayasam S, Pathman DE,
Adimora AA, Golin CE. What Makes Me Screen for
HIV? Perceived Barriers and Facilitators to
Conducting Recommended Routine HIV Testing
among Primary Care Physicians in the Southeastern
United  States. Journal of the International
Association of Providers of AIDS Care (JIAPAC);
2015 Mar; 127-135.

107.Sags6z O, Duman S, Oztiirk GZ, Arica S. A Study
of HIV Knowledge and Stigma Among Health Care
Workers from Istanbul-Turkey. Hamidiye Med J;
2021; 2(1): 27-36.DOI:
10.4274/hamidiyemed;j.galenos.2021.46320.

108.Koracin V, Loeber JG, Mlinaric M, Battelino T,
Bonham JR, Groselj U. Global impact of COVID-19
on newborn screening programmes. BMJ global
health, 2022 Mar 1; 7(3):
€007780.doi:10.1136/bmjgh-2021-007780.

109.Alkatout 1, Biebl M, Momenimovahed Z,
Giovannucci E, Hadavandsiri F, Salehiniya H,
Allahgoli L. Has COVID-19 affected cancer
screening programs? A systematic review. Frontiers
in Oncology, 2021 May 17; 11: 675038.
https://doi.org/10.3389/fonc.2021.675038

110.Rabbani U, Saigul AA, Sulaiman A, Ibrahim TH.
Impact of COVID-19 on Antenatal Care Utilization
Among Pregnant Women in Qassim, Saudi Arabia.

Cureus, 2021 Nov 14 e19554.
d0i:10.7759/cureus.19554,

111.Mohammed Ibrahim Alsubhi, Adel JubranAlrogi,
BadrAljasir. Assessment of Clinical Preventive
Medicine Services Knowledge, Attitude and Practice
among Physicians at National Guard PHC Centers,
Saudi Arabia-Western Region. Int J Med Res Prof;
2019 Jan; 5(1): 163-69.
DOI:10.21276/ijmrp.2019.5.1.035.

112.Lian WB, Ho SK, Yeo CL, Ho LY. General
practitioners' knowledge on childhood
developmental and behavioral disorders. Singapore
Medical Journal, 2003 Aug 1; 44(8): 397-403.

113.Hix-Small H, Alkherainej K. Physician awareness of
developmental screening and referral in the State of
Kuwait. Journal of Developmental & Behavioral
Pediatrics, 2017 Nov 1; 38(9): 743-52.

114.New Students Examination Report in Irag.
MOH.2020-2021. (Arabic version). Available from:
http://www.phd.ig/CMS.php?CMS_P=158.

115.Sana Sulaiman Al Zaidi, Nayef Abdulrahman
AlJohani. Perception and Knowledge of Primary
Health Care Doctors Toward the Premarital
Screening Program at the Ministry of Health,
Jeddah- Saudi Arabia. Int J Med Res Prof; 2019
Nov; 5(6): 67-75.
DOI:10.21276/ijmrp.2019.5.6.017.

116.Rostant K, Steed L, O'Leary P. Prenatal screening
and diagnosis: A survey of health care providers’
knowledge and attitudes. Australian and New
Zealand Journal of Obstetrics and Gynaecology,
2003 Aug; 43(4): 307_11.

117.Bares S, Steinbeck J, Bence L, Kordik A, Acree ME,
Jih J, Farnan J, Watson S, Rasinski K, Schneider J,
Pitrak D. Knowledge, attitudes, and ordering
patterns for routine HIV screening among resident
physicians at an urban medical center. Journal of the
International Association of Providers of AIDS Care
(JIAPAC); 2016 Jul; 15(4): 320-7.

13(11).

www.wijahr.com | Volume 8, Issue 12. 2024 |

ISO 9001:2015 Certified Journal 195


https://www.cdc.gov/hiv/basics/index.html
https://www.who.int/news-room/fact-sheets/detail/hivaids#:~:text=Transmission,child%20during%20pregnancy%20and%20delivery
https://www.who.int/news-room/fact-sheets/detail/hivaids#:~:text=Transmission,child%20during%20pregnancy%20and%20delivery
https://www.who.int/news-room/fact-sheets/detail/hivaids#:~:text=Transmission,child%20during%20pregnancy%20and%20delivery
https://www.justice.gov/eoir/page/file/1360596/download
https://www.justice.gov/eoir/page/file/1360596/download
https://www.unaids.org/sites/default/files/country/documents/ce_IQ_Narrative_Report%5b1%5d.pdf
https://www.unaids.org/sites/default/files/country/documents/ce_IQ_Narrative_Report%5b1%5d.pdf
https://doi.org/10.3389/fonc.2021.675038
http://www.phd.iq/CMS.php?CMS_P=158

Mansoor et al.

World Journal of Advance Healthcare Research

Appendix 1: primary healthcare centers included in the study and pilot study

AL Zahraa AL-Namootheji training healthcare center.

Hey AL-Salam Al-Sakany training healthcare center

AL Kadhumia 1 primary healthcare center

ALHurya 1 primary healthcare center

ALDora primary healthcare center

Al Jameiatprimary healthcare center

Al Adel health center of family medicine

ALShabab AL-Namouthaji for family medicine

Al-Mansour AL-Namootheji training healthcare center

Abu Ghraib primary healthcare center

Al-Zaytoonprimary healthcare center

Al-Taji Beach primary healthcare center

Al-Taji 1 primary healthcare center

Shuhdaa Al-Atatyfiaprimary healthcare center

ALJamiaa health center for family medicine

Bab ALMuadhumprimary healthcare center

LMustansirya training healthcare center

Adhamiya 1 primary healthcare center

Al-Sadr7 primary healthcare center

Al-Sadr 2 primary healthcare center

Al Dhalik primary healthcare center

Suliman Al-Fadhiprimary healthcare center

Al-NahrawanAlNamothaji healthcare center

Al-Nahrawan 1 primary healthcare center

Al Baladiat 1 primary healthcare center

Al-Mualmeen primary healthcare center

Al-Dhubat Al-Namothaji training healthcare center

Dawood Al-Janabiprimary healthcare center

Al Obaidi primary healthcare center

Al-Naser primary healthcare center

Appendix 2: The Questionnaire

Knowledge of PHCCs-Doctors About schedule and
timing of Screening Tests and examinations done in
Irag: Sample from Baghdad.

Dear doctor this questionnaire is designed for research
purposes only, any information will be top-secret, and
will be seen by the researchers only, you are free to
involve in the research or not, but its benefits will help
you and others in the future, the time for complete it not
more than 10 mints. With thank

1. PHCC name and the sector:

2. Age:-------------- years

3. Sex: - Male o, Femaler.

(Note: IDK=1I don’t know)

Marital status: Single o, Married o, Divorced o,
Job description: trainee doctors O, board students O,
Years of experience: > 5 O, 6-10 O, 11-15 O, 16-20
Did you have a training course about screening
Are screening guidelines available in your PHCC?

If yes: Do you easily access these guidelines? Yes,
for all O, No for all O, Yes, few of them O.

4.
Widow o
5.
GP O, specialist O
6.
0,>200
7.
programs: Yes O, No O
8.
Yes O, No O
9.
10.

Please answer with (yes) if it is right and (no) if it is
wrong or (don't know):

Screening in general

Yes | No | IDK

Screening refers to the application of a medical procedure or test to people who as yet have no
symptoms of a particular disease, to determine their likelihood of having the disease.

The screening procedure is used for diagnosing the illness.

when a person reaches a certain age.

Screening tests were done at regular intervals like once a year or once in two to three years, or

Newborns screening tests:

Yes | No | IDK

Did we have Newborn screening tests in Iraq?

Newborn blood spot heel prick test must be done at 3 to 5 days of life to 30 days of life
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6. All newborns should have a hearing screening within the first month of life
7. Screening of vision and eye examination to all newborns at 1% week to 2 months must be done.
8. Screening for cryptorchidism in a male newborn baby at the first visit
9. Screening for congenital hip dysplasia at fifth visit for all newborns.
10. Screening for congenital heart disease at 1% visit for all newborns
Children 1st month to 59 months Yes | No | IDK
11. Did we have screening tests for Children 1% month to 59™ months in Iraq?
12. Developmental milestones for each age group must be checked for social/emotional.
13. Developmental milestones for the fifth visit must be checked for language/communication.
14 Developmental milestones for each age group must be checked for cognitive (learning,thinking)
' but not for problem-solving.
15 Developmental milestones for each age group must be checked for movement /physical
' development.
16. Only length/height and weight are important in developmental assessment
17. | Hearing check must be done at 4™ month, 9™ month and 3™ year than at 5" years old.
18. | Vision screening at age of 4™ month, 9™ month, 3" years than at 5 years old.
Preschool screen Yes | No | IDK
19. Did we have a preschool screening in Irag?
20. hearing assessment must be done on all children
21 Vision screening must be done to all children at school entry, another screen at 7 years old then
' 8 years old.
22, there is no blood test to be ordered
23. nutritional assessment is done by measuring height, weight, BMI only
24, Psychological health assessment is done on children with a history of problems only.
Premarital screening Yes | No | IDK
25. Did we have a Premarital screening in Irag?
26. Screening for infectious diseases (TB, HBV, HCV, HIV, Syphilis)
217. Screening for hemoglobinopathy (B-thalassemia carrier, sickle cell hemoglobin)
28 Primary and secondary sexual characteristics examination for adolescents age less than 12 years
' seeking legal marriage.
Antenatal screening Yes | No | IDK
29. Did we have an antenatal screening in Irag?
30. Infectious diseases screening (HBV, HCV, syphilis) at first visit done by a blood test.
31. 20 weeks scan by ultrasound for the congenital anomaly, multiple pregnancies, gestational age.
3 Gestational diabetes screening at 24 weeks of gestation by FBS or 75g -1hour glucose
' challenge.
33. Blood pressure checks at the first visit and if she develops a severe headache.
34. HIV screening during pregnancy for all risk group women (high risk or vulnerable).
35 Intimate partner violence screening of childbearing age women and pregnant women is done at
' each visit.
36. Hb blood test in the 1% visit then at 2™ and 3™-trimester screen for anemia.
37. General urine examination at each trimester.
38. Screening for depression during pregnancy at each trimester
39. The dental examination did monthly for a pregnant woman
Post-natal screening Yes | No | IDK
40. Do we have postnatal screening?
41, Screening for postpartum depression at 1month after delivery
42, Screening for postpartum blues at 1% visit postpartum
43 fasting plasma glucose test 6-13week or HbAlc test postpartum to a Mother with gestational
' diabetes as a screen for diabetes mellitus.
We offer an annual HbA1c test to mothers who have a negative postnatal test for diabetes if
44, - . -
they had gestational diabetes this pregnancy.
Cancer screening programs Yes | No | IDK
45, Did we have Cancer screening in Iraq?
46. Pap smear test a screen for cervical cancer begins at age of 25 to 50 years old and every 3 years.
47, Wome_n over age 18 may be referred for co-testing Pap smear and HPV test for cervical cancer
screening.
48. Screening for breast cancer should begin at age 20 years old by breast self-examination.
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49 Referral for Mammogram screening at age 30 years is done every 2 years in women without the
' risk factor.
50 Referral for Mammogram screening is done yearly at age 50 and older in women without the
' risk factor.
51. Referral for breast ultrasound at age 20 to 39 years old to women with high risk(s) annually
52. Referral for Mammogram screening at age of 40 is done yearly in the high-risk patient.
Screening of non-communicable disease Yes | No | IDK
53. Did we have non-communicable disease screening in Irag?
54 Hypertension screening began at age of 20 years old by measuring blood pressure by
' sphygmomanometer.
55 Screening for Diabetes mellitus should begin at age of 40 and above and earlier if the patient
' had risk(s) for diabetes mellitus
56. Screening for diabetes done by FBS lab test
57. Screening for cardiovascular diseases is done for age 20 years and above.
58. Patients with both hypertension and diabetes are not involved in the screening of CVD
59. Pregnant women are involved in the screening of CVD
60 Screening of CVD done by WHO-risk factors prediction chart without cholesterol measurement
' can be used to predict the cardiovascular disease risk over the next 10 years.
61 Screening for osteoporosis in women at age >65years and men >70 years without risk factor or
' earlier if there are risk factors
62. Vision screen at age 40" years old
TB screen Yes | No | IDK
63. Did we have tuberculosis screening in lrag?
64 All patients with cough for 2 weeks and more without responding to treatment should be
) screened for TB
65 Periodic screening and testing of health care workers staff for TB with adequate access to
) treatment
66. TB screening should be done to active TB-contact patient
67. TB screening is not needed to provide to all HIV-contact patient
68. TB screening must be provided to all prisoners.
69. TB screening doesn’t provide among refugees.
70. TB screening must be done on 1V drugs abusers.
71. TB screening is provided to all diabetic patients.
HIV screening Yes | No | IDK
72. Do we have HIV screening in Irag?
73. HIV test screen should be provided for all TB patients
74. HIV screening is done on blood donors
75. HIV screening is done to HBV and /or HCV infected persons
76. HIV screening is done to prostitute prisoners only but not killers
77. HIV screening is done on all patients with dialysis
78. HIV screening is done on all foreign workers from outside the country.
79. The spouse of HIV infected person must have an HIV screen test every 3 months.
80. HIV contact person must do HIV screen test every 12 months
81. HIV screen test provided to persons who frequently receive a blood transfusion.
Thank you for your precious time
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Appendix 3: The Ethical Approval of Baghdad Health Directorates.
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