Ifediora BMC Public Health
(2019) 19:503
https://doi.org/10.1186/s12889-019-6890-2

DEBATE

Open Access

Re-thinking breast and cervical cancer
preventive campaigns in developing
countries: the case for interventions at high
schools
Chris Onyebuchi Ifediora1,2

Abstract
Background: The negative impact of cervical and breast cancers in low and lower-middle income countries are
worsening, and, along with other non-communicable diseases, occur disproportionately in these resource-limited
economies. Most preventive approaches to these cancers require government funding, but few countries with the
most at-risk population can afford government-sponsored universal vaccination, screening, diagnostic and
treatment programmes, which, along with socioeconomic issues, contribute to the poor outcomes in these
mostly developing countries. An urgent need exists, therefore, to find an effective, affordable, cost-effective,
culturally-acceptable and sustainable way of reducing these cancers. This paper advocates a re-thinking in the
current preventive campaigns.
Main body: Using evidence provided by recently-published papers, a case is made for enlightenment campaigns
to primarily target teenagers (boys and girls) in high schools of developing countries. Inclusions into the schools’
academic curricula are the recommended approach, given that both cancers take hold on populations within that
age bracket.
This approach, if adopted, may be the only accessible, affordable and realistic approach that gives millions of
women in low and lower-middle income countries the chance at survival. Empowering them early instils the selfawareness and confidence necessary for young adults to take charge of their own health. The acquired knowledge,
in turn, helps them adopt positive attitudes and preventive behaviours that will, ultimately, prolong their lives.
Conclusion: The recommended approach offers governments and concerned stakeholders an evidence-based
option that allows them to deliver cost-effective and sustainable life-saving interventions, while hoping to get
around the bottlenecks that limit the large scale implementation of other effective but capital-intensive strategies.
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Background
Estimates suggest that, excluding expenditures on diagnosis and treatment, the global costs from premature
deaths related to non-communicable diseases might
exceed $US30 trillion in the next 20 years [1]. Currently,
about 40 million deaths per year are attributable to these
diseases, with 31 million (78%) of them coming from
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low and lower-middle income countries [1]. Ironically,
just 1% of universal health funding is earmarked for
preventing them [1], with current attention in the developing world focused on communicable, non-cancer,
infective diseases like HIV, malaria and tuberculosis [2],
as well as childhood immunizations [3].
Two major non-communicable diseases with significant impact in the developing world (which largely make
up these low to lower-middle income countries), are
cervical and breast cancers [4]. Available data reveal
that, even though cervical cancer is the fourth
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commonest cancer in women worldwide [5], it remains
the second most common in developing countries,
particularly among women aged between 15 and 44 years
[6]. Data from a few years ago reveal that an estimated
445,000 new cases, which represented 84% of all global
new cervical cancers, were reported in developing
countries [5]. Also, of about 270,000 global deaths from
the cancer in that same period, over 85% occurred in
these same countries [5].
On its part, breast cancer accounts for 11.6% of all
cancers and is the commonest malignancy worldwide
(apart from lung and non-melanoma skin cancers) [7]. It
is the fifth most common cause of cancer deaths worldwide, accounting for 571,000 deaths in 2015 [8]. Its
incidence has risen steadily from 1-in-20 women in
1960, to the current 1-in-8 [9]. In recent years, increased
rates are being reported from developing countries,
where incidences are gradually matching levels hitherto
seen only in high-income countries, possibly because of
the increased adoption of western lifestyles [10].
Of note is that the widespread, mostly governmentfunded universal vaccination, screening, diagnostic and
treatment programmes open to women in high-income
countries are not available to those in disadvantaged,
developing economies, despite the disproportionate
burdens face by the latter group [5]. In view of this, the
need arises to find an effective, affordable, cost-effective,
culturally-acceptable and sustainable way of reducing
the duo of cervical and breast cancers in these areas.
Using evidence from recent and existing research publications in Nigeria, a quintessential lower-middle income
country, this paper argues that a re-thinking in the
current preventive campaign strategies is needed if the
current negative trend is to be curtailed [4].
A case will be made for these campaigns to primarily
target teenage youths (girls and boys) in developing
countries. This is necessary given that, cervical cancer
particularly, and breast cancer to a reasonable extent,
take hold at young ages. This paper will argue that
integrating preventive cancer strategies into the academic curricula of senior secondary (high) school students (who are mainly in their mid-teens) in these
developing countries is one area stakeholders need to
pay attention to.

Main text
Cancer burdens in developing countries: insights from
Nigeria

The aforestated approach, if adopted, will arguably save
hundreds of thousands, if not millions, of lives, in low
and lower-middle income countries. It also presents an
evidence-based option that will help complement
existing policies on the cancers, by providing realistic
and implementable activities. Even though this paper’s
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viewpoints are applicable to developing countries with
disproportionate breast and cervical cancer burdens, the
primary focus is on Nigeria. This focus is warranted by
the fact that the key publications that informed the
thinking expressed in this paper were all from studies
carried out in Nigeria. In addition, with 54% of Nigeria’s estimated 200 million population in 2018 being women, the
disease burden from the country, is huge [11]. Available
data, cited below, reveal disturbing trends faced by
Nigerian women regarding breast and cervical cancers, and
provides further justification for the focus on this country.
Nigeria is a country located in West Africa, and is
categorized as a lower-middle income country [4]. About
50.3 million of the country’s women aged 15 years or
more are at risk of developing cervical cancer, and in
2017, a total of 8240 of the 14,089 Nigerian women
diagnosed with the cancer, died [6, 12]. Equally worrying
is the projection that, by the year 2025, cervical cancer
deaths among Nigerian women would rise by 63 and
50% respectively for those aged “≤ 65” and “> 65” years
[13]. These disturbing figures may also applicable to
other developing regions of the world, particularly when
compared to the developed ones. For instance, a 2018
report from the Global Cancer Incidence, Mortality and
Prevalence (GLOBOCAN) data reveal that the age-standardized rates (ASRs) on incidence and mortality from
cervical cancers (per 100,000 women per year) in North
America were respectively 6.4 and 1.9 respectively, while
in Western Europe, they were 6.8 and 2.1 [7]. These
numbers are much less than those from the less developed regions of the world like Western Africa (29.6 and
23.0 respectively for incidence and mortality), Eastern
Africa (40.1 and 30.0) and South-eastern Asia (17.2 and
10.0) [7]. Despite these disappointing numbers, in
Africa, a continent that includes Nigeria and other
developing countries, only nine of 55 countries have
functional cervical cancer preventive programs [14].
For breast cancer, despite the much higher age-standardized incidence rates (per 100,000 women per year)
reported among developed countries in Western Europe
(92.6) and North America (84.8), their mortality rates
were respectively low at 15.5 and 12.6 [7]. In contrast,
even though breast cancer incidences were relatively low
in the less developed areas of the world (37.3 in West
Africa and 38.1 in South-eastern Asia), the mortality
rates were much higher (17.8 in West Africa and 14.1 in
SE Asia) relative to the already-cited figures from the
more developed world [7]. Sadly, specific burdens in
individual developing countries like Nigeria are not
well known due to poor and varying records [15], but
the 10% five-year survival rates reported by a
Nigerian study compares poorly to the 70% survival
rates from high-income countries in Western Europe
and North America [15, 16].
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The numbers above provide compelling reasons for
actions against breast and cervical cancers in Nigeria
and other developing countries, and further confirms
the already-known fact that the existing policies in these
areas are not working (by not being implemented). As
already stated, this paper advocates a different thinking
that can help reduce this burden if adopted and
implemented in developing countries.
Current preventive measures and realities from
developing countries
Cervical cancer

The preventive techniques are anchored on the fact that
nearly all cases of cervical cancer are attributable to the
Human Papilloma Virus (HPV), a sexually transmissible
virus with most infections occurring soon after the very
first sexual activity [5, 17, 18]. The fights against cervical
cancer usually involve the trio of lifestyle modifications,
vaccinations and screenings.
Lifestyle modifications aim to limit exposures to the
HPV through the delay in the age of first sexual intercourse, as well as avoiding multiple sexual partners,
unprotected pre-marital sex, tobacco smoking, and
having more than four babies, among others [5]. Even
though all these measures are either free or of low-cost,
a recent survey revealed that many high school girls in
Nigeria are unaware of them [19].
The use of vaccines presents another preventive measure against HPV. Gardasil and Cervarix have both been
available in global markets since 2007–2009 for this
purpose, and are recommended by the WHO for boys
and girls aged 9 to 13 years [13]. Unfortunately, of the
estimated 118 million women targeted worldwide
through these programmes in 2014, only 1% were from
low to lower-middle income countries [20], and, as at
2016, only 65 of over 120 countries that approved the
vaccines had government-sponsored programs, and most
are of high-income economies [5].
The final major preventive approach to cervical cancer
is through screenings to detect early lesions (using Pap
Test, Liquid-based cytology, or HPV testing) [21]. Just
like the vaccines, this approach is beyond the reach of
most at-risk women in developing countries, apparently
due to costs. This reality is revealed by estimates from
the WHO, which shows that in a country like Nigeria,
where the HPV prevalence was 16.0% as at 2017, the
coverage of cervical cancer screening by age (in years)
were 1.8% for those aged 25–34, 6.6% for those 35–44,
12.7% for those 45–54, and 2.8% for those 55–64 [6].
Statistics from other developing countries were not
available for comparison, but the coverage levels are expected to be as poor, given that only nine of 55 African
countries have national anti-cervical cancer programs in
place [14]. These numbers are very disappointing, and
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stand in contrast to figures from developed countries,
where a country like Sweden reports up to 90% screening uptake [22]. Unfortunately, cervical cancers and
HPV infections are asymptomatic, and most screening
tests in Nigeria are opportunistic, meaning that most
affected women present too late to be saved [23].
Breast cancer

Two key facilitators for reducing breast cancer deaths
are “health education” and “breast screening” [24].
Health education basically empowers women to be
“breast aware”, teaching them the risk factors and early
symptoms of breast cancers, as well as the techniques to
detect these symptoms.
For breast screening, the main available method is
“breast imaging” through ultrasonography and/or
mammography. Even though not exactly screening techniques, breast self-examination (BSE) and clinical breast
examination (CBE) also help in identifying suspicious
lesions [25]. Unfortunately, the wide-scale utilization of
CBE and breast imaging in resource-limited developing
countries are still poor due to significant financial and
manpower limitations [26]. In contrast, BSE offers a
simple, cheap, and non-invasive technique that can be
practised by virtually anyone [15, 24, 27], and is recommended monthly from the age of 20 years [9]. Studies
have revealed that BSEs alone do not lead to reductions
in the rates of breast cancers [28], but, if combined with
imaging and CBE, there is evidence that they can
improve outcomes and reduce mortality by as much as
25% [29]. Beyond this, regular BSE practice offers further
advantages because, by improving body awareness, it
allows changes potentially indicative of breast cancer to
be picked up early [30, 31], ultimately facilitating the use
of efficient and less aggressive treatment modalities
[27, 32]. Give these positives, it comes as little surprise that the Royal College of Nursing of the United
Kingdom actively encourages the promotion of breast
awareness, of which BSE is a key component of [28].
Generally, African women affected by breast cancer
present at least a decade earlier than their Caucasian
counterparts [33]. In Nigeria, up to 69% of breast cancer
cases occur among pre-menopausal women aged 26 to 50
years, with as many as 64% presenting with advanced diseases [34]. Only 7% of affected Nigerian women present
within one month of symptom discovery [34], while 70%
are seen after a prolonged delay of at least three months,
contrasting with the less than 30% of Caucasian women
that delays this much [35]. Given the relatively young age
and the late presentation, most lesions in African women
are bigger, more aggressive, advanced, and with poor
prospects of long-term survivals, Therefore, any intervention to make their women “breast-aware” at an early age,
should be encouraged [36].
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Unfortunately, despite the foregoing, recent studies
reveal that young women in developing countries are
not breast-aware, with low levels of knowledge on the
specific risk factors and early symptoms of breast cancer,
as well as the BSE techniques (timing, frequency, and
technique) [24, 37, 38]. Furthermore, the actual practices
of BSE stood at 6.1% [37], 10.1% [24] and 15.5% [38]
across high schools in Nigeria. While these numbers
may not be completely worse than those from some high
or upper-middle income countries like Turkey [39] and
Saudi Arabia [30], for most women in Nigeria and other
low or lower-middle income countries, being breastaware may be their only chance against the cancer, and
efforts should, therefore, be made to improve on these
numbers. This paper advocates a new, effective and
all-encompassing way of doing this.
New THINKINGS against the cancers: the evidence

The analyses in the preceding paragraphs raise the question of how women in these disadvantaged countries,
who have little access to reliable screening and treatment
methods despite bearing the major brunt of breast and
cervical cancers, can be effectively empowered to protect
themselves.
The identified differences in cancer data between
developed and developing countries are not solely due
to socioeconomic differences. They have, in fact, been
attributed largely to the poor screening programs and
awareness among women in the latter group of countries
[40, 41]. Worse still, early treatments are rare in these
countries, resulting in poor outcomes and high mortality rates [33]. This contrasts facts from developed
countries, where up to 80% of cervical cancers are
managed early [5].
While there are existing policies by governments in
developing countries to prevent, screen, and treat these
cancers, a significant policy-implementation gap limits
their efficacy [1]. As a matter of fact, most of these
countries lack organised, government-sponsored preventive programs [5, 40]. .Ironically, even though the
cost of HPV vaccinations in poor countries can be as
low as US$ 4.50 per vaccine (thanks to the support from
the Gavi Alliance), significant set-up costs are still
needed since the basic infrastructure required to ensure
proper service-delivery (like recall and follow-up systems) are virtually non-existent in these areas [42].
These costs partly limit the policy implementations.
Unfortunately, this trend is likely to remain, given that
global health funding disproportionately favours communicable diseases ahead of non-communicable ones
like cervical and breast cancers [1].
How long it will take for developing countries to catch
up with their counterparts in the developed world, with
respect to tackling these cancers, may be up for debate,
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but what is not debatable is that, for the population at
risk in these countries, time is slipping irreversibly away.
Evidence exists that raising awareness to the existence of
these cancers and their preventive strategies (lifestyle
practices, screenings, and vaccinations) can help reduce
their incidence, morbidity, and mortality rates [13, 43].
Therefore, empowering women in these respects is an
option already embraced by many enlightenment
campaigns, but this paper argues that a more effective
approach is to start from the high school years, when
most women are teenagers. This measure will not only
be timely, but, if integrated into the school curricular of
senior secondary schools in culturally acceptable ways,
will be cost-effective and sustainable. It is also recommended that boys be included in the campaign, given
that sexual pressure from men contributes significantly
to the problems. They should, therefore, be part of the
solution, if long term beneficial outcomes are to be
realized.
It is also very important to emphasize that the approach being advocated for in this paper is meant to
complement, not replace, the proven preventive and
screening systems already in place for breast and cervical
cancers. However, the unfortunate reality is that, for the
foreseeable future at least, they might remain the only
options available to hundreds of millions of women in
many developing countries. Even where they are not the
only options, they will still provide useful adjuncts to
any established programs, given the expert recommendation that awareness campaigns need to form key
components of any national screening and vaccination
programs in developing countries if they are to be effective and sustainable [42]. This recommendation is on the
basis that, to be successful, national programs rely on a
number of key factors, like functional recall systems,
reliable registry of women and their screening histories,
appropriate follow-up and treatment systems for positive
results, as well as quality control measures [42]. These
are all lacking in most developing counties like Nigeria.
As such, directly empowering women would strengthen
any systemic weaknesses in the health infrastructures in
these areas, and allow them to actively seek for the
interventions. This argument further underlines the
need to take the evidence-based suggestions of this
paper seriously, as it not only complements any national
programs that governments and concerned stakeholders
might have, but also offers outright alternatives for
implementing affordable and life-saving measures in
places where no programs exist.
Justification for the high school approach

About 72.8% of Nigerians aged 15 to 24 years are literate
[44], so any school-based program will reach a majority
of young adults in the country. The supporting pieces of
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evidence in support of the views expressed in this paper,
available from peer-reviewed publications, are now
discussed in the ensuing paragraphs.
Cervical cancers

Firstly, most cervical cancer cases in developing
countries present among women in their mid-30s, an
age which is up to 15 years earlier than occurrences
among women in developed countries [33]. Given that
most HPV infections take 10 to 20 years before progressing to full-blown cervical cancers [45], a reasonable
assumption is that the earliest exposures to clinically
significant HPV infections would be in the mid-teens,
before or shortly after the age of 20 years [33]. This is
consistent with the report that the age of first sexual exposure for women in Nigeria is 16.7 to 17.9 years [46],
which, incidentally, is the age at which most females are
in the final year of their high schools [19]. In addition, it
has been reported that up to 12% of cervical cancer
cases in developing countries occur in women under 30
years of age [47].
Another reason for advocating anti-cervical cancer
interventions in high schools is based on the fact that
the proportion of sexually active females in Nigerian tertiary institutions (like universities) range from 71.2%
[48] to 81.5% [33]. This means that, for a good proportion of women in Nigerian tertiary institutions (usually
in their late teens to mid-twenties), potential exposures
to HPV would have already occurred. Notably, only
15.6% of 16-year-old Nigerian women (likely to be in
high schools) are sexually active, while as many as 51.7%
were already sexually active before the age of 20 years
[6]. Unfortunately, going by the results of a recent
survey, most of these women would be unaware of the
associations between sexual exposure and cervical cancer [19]. The survey, completed in 2017, explored the
knowledge and attitudes of 321 female senior secondary
school students in South-eastern Nigeria (mean age 16.8
+/− 1.5 years), and found that only 22% of them had
heard of HPV, while less than a third knew that it could
be contracted through sexual intercourse [19]. The study
also found that those who had heard about cervical
cancers were statistically more likely to be aware of a
number of its risk factors and early warning symptoms.
Breast cancers

Regarding breast cancers, it is known that the cumulative frequencies of occurrences were 0.8% at age ≤ 20
years and 3.3% at < 25 years [49]. In fact, a case has been
reported in a patient as young as 14 years [49]. Despite
this risk faced by young adults, a 2017 study of teenage
females in Nigerian high school students observed a
poor level of specific knowledge on breast cancer risk
factors and its early warning symptoms, and noted that
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only 6.1% of them practised monthly BSE, with very few
knowing the correct techniques and timing [37]. Given
that prognosis in younger patients are poor [50], early
screening and detection among the younger age group
are vital in developing countries, where no other
functional preventive programs are in place [30]. Such
early detection is linked to a reduction in associated
morbidities and mortality [26], as prognosis has a direct
association with the tumour localization and stage at
diagnosis [9].
A final reason for advocating interventions in high
schools, which is applicable to both cervical and breast
cancers, is that, most teenage participants will, at some
point in their lives, attend higher institutions, become
mothers, get employed, and get involved in wider
community activities. They, therefore, have many years
and opportunities to pass on the knowledge to others,
including their children, grandchildren, friends, school
mates, work colleagues, and others in the society. The
impact of empowering them early will, therefore, be
multiplicative, and has a long-term spill-over effect in
the societies concerned.
In view of the foregoing discussions, it becomes
obvious that the duo of cervical and breast cancers have
their roots in early adulthood, and delaying enlightenment interventions to mid or late adulthood would
come late to many, as exposure to irreversible risks
might have occurred. This problem is of a huge
significance in most developing countries like Nigeria,
which have little to no organized, all-encompassing,
government-sponsored preventive programs. For clarity,
most of these countries have good policies, but, as
recently acknowledged in a WHO publication, a significant policy-implementation gap exists, and alternatives
need to be found if outcomes will match the compelling
needs for action [1].
One rather worrying fact is that that there exists no
reliable source of information on these cancers for high
school students in Nigeria, with recent publications
revealing poor levels across all sources, including schools
[19, 37]. Enquiries reveal that the current curriculum for
schools in Nigeria does not contain teachings on these
cancers, and consultations with technocrats involved in
high school curriculum design and implementation
suggest that the necessary curriculum change is feasible.
Given the modest positive attitudes by young females in
Nigerian schools [19, 37], such changes will be welcomed, and would, therefore, most likely be effective.
Unfortunately, even though the electronic and print
media, as well as the internet, are good sources of the
required information in the developed world, they are
not readily accessible to most Nigerians, given the
poor power supply, internet coverage, and relatively
unaffordable costs.
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To ensure a sustained efficacy of the interventions
over the medium to long-term, available evidence from
recent longitudinal studies indicate that the advocated
curriculum change should incorporate in-built evaluation systems (like examinations and quizzes) as a way
of ensuring “engagement” [51, 52]. These six-month
longitudinal studies observed that, participants who were
“engaged” with breast and cervical cancer awareness
campaigns (either by reading relevant handouts or by
attending empowerment symposium) showed significant
improvement in knowledge and practice of monthly
BSEs. These improvements were not observed among
the “unengaged” participants.
To further increase the chances of sustaining the
gained knowledge over time, yearly repetition of the
same items across the final three classes in Nigerian high
schools for each student cohort will be important. This
recommendation is based on the fact that ‘repetition’ is
a proven way of transforming learned behaviours into
habits, and will, therefore, be vital if the teachings
recommended in this paper are to become long term
habits for the participants [53, 54].
It is worth pointing out that in countries or regions
where other health initiatives are already part of the
school curriculum, the suggested initiatives of this paper
can be integrated into such existing programs. For
instance, in Nigeria, there is the “National Family Life
and HIV Education”, which allowed the 2003 introduction of anti-HIV contents into the curriculum of junior
secondary school students in some parts of Nigeria [55].
The fact that a program of that nature is in existence
strengthens the case that the current initiative is feasible,
and sponsoring organizations can build from the
templates provided by that. It should be noted, though,
that the currently proposed initiative is unique in a
number of ways. Firstly, this paper targets senior (not
junior) secondary school students. Secondly, this paper
advocates measurable and trackable assessment systems
that will allow evaluation, with repetitions across three
different classes each student cohort. Thirdly, the ideas
expressed in this paper are original and informed by empirical evidence primarily developed from the evaluation
of recent interventions in Nigeria. Finally, as shown in a
tentative implementation plan (Additional file 1), this
recommendations of this paper integrates technology
that will improve its chances of success, as a key component of its implementation will be the availability of online, electronic support system, along with downloadable
mobile phone application to support engagement and
sustainability wherever possible.

Conclusions
In summary, this paper has presented the novel
argument that introducing cervical and breast cancer
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prevention strategies into the academic curricula of high
schools in order to target teenage women is necessary,
and will be timely, sustainable, and effective. It will also
reach out to a large number of women at minimal costs
to individuals, families, governments, and private organizations. The need to embark on this project is pressing,
given that, for tens of millions of women in low and
lower-middle income countries, the suggested approach
may be all that gives them the chance at survival against
these deadly cancers.
The suggestions in this paper are very feasible, as is
shown in a modelled implementation plan for Nigeria.
This is shown in Additional file 1, and shows specific
aims and success measures, a step-by-step plan, and a
list of potential stakeholders to be involved in a tentative
project.
Potential limitations, implications and solutions

A number of barriers to the actualization of the
proposed recommendation have been identified. For the
proposals of this paper to be successful, these potential
limitations need to be surmounted. They include:
1. There may be cultural and religious resistances to
the recommendations, given that some of the
societies involved are very conservative, and may
perceive the strategies as incompatible to their
beliefs. To overcome this, the early engagement of
key stakeholders is important (Please see the
“Proposed Implementation Committee” in
Additional file 1). Through this, the harmlessness of
the intervention can be highlighted. It also creates
room for explaining the danger of doing nothing,
while acceptable, socially and culturally acceptable
formats for delivering the messages can be agreed
on. In addition, obtaining formal ethical approvals
from the relevant authorities will help in assuaging
the concerns as they arise.
2. The initial implementation costs may also pose a
problem, given that thousands of education
materials may need to be provided for all the
participating high schools, while hundreds of
teachers may need to be trained to deliver the
required activities. While theoretically, this can be a
challenge, partnerships with governmental and nongovernmental organizations will minimize these
costs. In addition, engaging already-employed
teachers in Nigerian high schools will help
circumvent the need for recruiting new teachers.
Combined, these measures will ultimately lead to
the implementation of a high-impact and low-cost
project.
3. The long-term sustenance of the program might
also be a challenge, given the need to sustain
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interest, ensure engagement, and not deviate from
the aims. To overcome this, there will be a need to
regularly evaluate the measures, so as to ensure that
the aims will constantly be met. Examinations and
quizzes in high schools will also help in overcoming
this potential challenge, along with the adoption of
technology (See Additional file 1).

Page 7 of 8

3.

4.

5.

6.

Additional file
Additional file 1: Suggested implementation plan and roll-out approach
for introducing anti-breast and cervical teachings into the curriculum of
Nigerian high schools. This material presents a proposed intervention template for the recommendations of this paper. It covers the aims and objectives, as well as an outline of a potential step-by-step implementation and
the composition of a likely stakeholder committee. (DOCX 23 kb)

7.

8.

9.
Abbreviations
ASR: Age-standardized rates; BSE: Breast self-examination; CBE: Clinical breast
examination; GLOBOCAN: Global Cancer Incidence, Mortality and Prevalence;
HIV: Human immune-deficiency syndrome; HPV: Human Papilloma Virus;
NGO: Non Governmental Organisation; OCI: Onyebuchi Chris Ifediora;
PPSSC: Post Primary Schools Service Commission; WHO: World Health
Organisation
Acknowledgements
The support and co-operation of the Otuocha Post Primary Schools Service
Commission (PPSSC) Educational Zone of Anambra State, Nigeria, is hereby
acknowledged.

10.
11.

12.

13.

Funding
No external source of funding was received.

14.

Availability of data and materials
Not applicable.

15.

Author’s contribution
COI was solely responsible for all aspects of this paper. The author read and
approved the final manuscript.
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The author, Dr. Chris Ifediora, is the Founder and President of the Onyebuchi
Chris Ifediora (OCI) Foundation, an NGO that sponsors annual health
education on cervical and breast cancer preventive techniques to female
secondary students in South-eastern Nigeria. Recent studies led by him provided insights that inspired the recommendations in this paper.

16.
17.
18.
19.

20.

21.

22.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

23.

Received: 22 January 2019 Accepted: 24 April 2019
24.
References
1. Tangcharoensathien V, Tuangratananon T, Vathesatogkit P, Suphanchaimat
R, Kanchanachitra C, Mikkelsen B. Noncommunicable diseases: a call for
papers. Bull World Health Organ. 2018;96(3):147.
2. Yang BH, Bray FI, Parkin DM, Sellors JW, Zhang ZF. Cervical cancer as a
priority for prevention in different world regions: an evaluation using years
of life lost. Int J Cancer. 2004;109(3):418–24.

25.

26.

Anorlu R, Ribiu K, Abudu O, Ola E. Cervical cancer screening practices
among general practitioners in Lagos Nigeria. J Obstet Gynaecol. 2007;27(2):
181–4.
ChartsBin statistics collector team. Country Income Groups (World Bank
Classification) 2016 [updated 2016; cited 2019 11th March]. Available from:
http://chartsbin.com/view/2438.
World Health Organization. Human papillomavirus (HPV) and cervical cancer:
World Health Organization; 2016 [updated 2016-06-03; cited 2019 11th March].
Available from: http://www.who.int/mediacentre/factsheets/fs380/en/.
World Health Organization/HPV Information Centre. Nigeria: Human
Papillomavirus and Related Cancers, Fact Sheet 2017 HPV Information
Centre; 2017 [updated July 2017; cited 2019 11th march]. Available from:
http://www.hpvcentre.net/statistics/reports/NGA_FS.pdf.
Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer
statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide
for 36 cancers in 185 countries. CA: Cancer J Physicians. 2018;68(6):394–424.
World Health Organization. WHO | Cancer: World Health Organization; 2017
[updated 2017-03-23. Available from: http://www.who.int/mediacentre/
factsheets/fs297/en/.
Omoyeni OM, Oluwafeyikemi PE, Irinoye OO, Adenike OO. Assessment of
the knowledge and practice of breast self examination among female
cleaners in Obafemi Awolowo University Ile Ife, Nigeria. Int J Caring Sci.
2014;7(1):239.
Porter P. “Westernizing” women's risks? Breast cancer in lower-income
countries. N Engl J Med. 2008;358(3):213–6.
Encyclopædia Britannica. Nigeria: Encyclopædia Britannica, inc.; [updated 27
February, 2019; cited 2019 March 10]. Available from: https://www.
britannica.com/place/Nigeria.
Morounke S, Ayorinde J, Benedict A, Adedayo F, Adewale F, Oluwadamilare
I, et al. Epidemiology and incidence of common cancers in Nigeria. J Cancer
Biol Res. 2017;5(3):1105.
Ukpo TMO. Nigerian Women's knowledge and awareness of cervical Cancer.
Minneapolis: Walden University, Minneapolis: ProQuest Dissertations
Publishing, Walden University; 2013.
HPV Information Centre. Human Papilloma Virus and Related Diseases
Report - Africa [updated December 10th, 2018; cited 2019 11 March].
Available from: https://hpvcentre.net/statistics/reports/XFX.pdf.
Okobia MN, Bunker CH, Okonofua FE, Osime U. Knowledge, attitude and
practice of Nigerian women towards breast cancer: a cross-sectional study.
World J Surg Oncol. 2006;4(1):11.
Okobia M, Osime U. Clinicopathological study of carcinoma of the breast in
Benin City. Afr J Reprod Health. 2001;5(2):56–62.
Lowy DR, Schiller JT. Reducing HPV-associated cancer globally. Cancer Prev
Res. 2012;5(1):18–23.
Kerkar SC, Latta S, Salvi V, Mania-Pramanik J. Human papillomavirus infection
in asymptomatic population. Sex Reprod Healthc. 2011;2(1):7–11.
Ifediora CO, Azuike ECJTM, Health I. Knowledge and attitudes about cervical
cancer and its prevention among female secondary school students in
Nigeria. Tropical Med Int Health. 2018;23(7):714–23.
Bruni L, Diaz M, Barrionuevo-Rosas L, Herrero R, Bray F, Bosch FX, et al.
Global estimates of human papillomavirus vaccination coverage by region
and income level: a pooled analysis. Lancet Glob Health. 2016;4(7):e453–e63.
American Cancer Society. History of ACS Recommendations for the Early
Detection of Cancer in People Without Symptoms: American Cancer
Society; 2017 [updated July 2017.
Ideström M, Milsom I, Andersson-Ellström A. Knowledge and attitudes
about the pap-smear screening program: a population-based study of
women aged 20–59 years. Acta Obstet Gynecol Scand. 2002;81(10):962–7.
Nwankwo K, Aniebue U, Aguwa E, Anarado A, Agunwah E. Knowledge
attitudes and practices of cervical cancer screening among urban and rural
Nigerian women: a call for education and mass screening. Eur J Cancer
Care. 2011;20(3):362–7.
Isara A, Ojedokun C. Knowledge of breast cancer and practice of breast self
examination among female senior secondary school students in Abuja,
Nigeria. J Prev Med Hyg. 2011;52(4):186–90.
Humphrey LL, Helfand M, Chan BK, Woolf SH. Breast cancer screening: a
summary of the evidence for the US Preventive Services Task Force. Ann
Intern Med. 2002;137(5_Part_1):347–60.
Oluwatosin OA. Assessment of women's risk factors for breast cancer and
predictors of the practice of breast examination in two rural areas near
Ibadan, Nigeria. Cancer Epidemiol. 2010;34(4):425–8.

Ifediora BMC Public Health

(2019) 19:503

27. Yakubu AA, Gadanya MA, Sheshe AA. Knowledge, attitude, and practice of
breast self-examination among female nurses in Aminu Kano teaching
hospital, Kano, Nigeria. Nigerian J Basic Clin Sci. 2014;11(2):85.
28. McCready T, Littlewood D, Jenkinson JJJCN. Breast self-examination and
breast awareness: a literature review. J Clin Nurs. 2005;14(5):570–8.
29. Blamey R, Wilson A, Patnick J. ABC of breast diseases: screening for breast
cancer. BMJ. 2000;321(7262):689.
30. Al-Haji KM, Moawed SA. Breast Cancer, breast self-examination knowledge
among female high school students in Riyadh City. Middle East J Nurs.
2015;9(1):25–33.
31. Siahpush M, Singh GK. Sociodemographic variations in breast cancer
screening behavior among Australian women: results from the 1995
National Health Survey. Prev Med. 2002;35(2):174–80.
32. Thomas DB, Gao DL, Ray RM, Wang WW, Allison CJ, Chen FL, et al.
Randomized trial of breast self-examination in Shanghai: final results. J Natl
Cancer Inst. 2002;94(19):1445–57.
33. Ayinde O, Omigbodun A, Ilesanmi A. Awareness of cervical cancer,
Papanicolaou's smear and its utilisation among female undergraduates in
Ibadan. Afr J Reprod Health. 2004:68–80.
34. Anyanwu S. Breast cancer in eastern Nigeria: a ten year review. West Afr J
Med. 1999;19(2):120–5.
35. Richardson J, Langholz B, Bernstein L, Burciaga C, Danley K, Ross RJBjoc.
Stage and delay in breast cancer diagnosis by race, socioeconomic status,
age and year. 1992;65(6):922.
36. Control CfD, Prevention. Vital signs: racial disparities in breast cancer
severity--United States, 2005–2009. 2012;61(45):922.
37. Ifediora C, Azuike E. Tackling breast cancer in developing countries: insights
from the knowledge, attitudes and practices on breast cancer and its
prevention among Nigerian teenagers in secondary schools. J Prev Med
Hyg. 2018;59(4):282.
38. Adetule YC. Breast Self-Examination (BSE): A strategy for early detection of
breast cancer in Nigeria. Ann Oncol. 2016;27(suppl_9):mdw575.020.
39. Karayurt Ö, Özmen D, Çetinkaya AÇ. Awareness of breast cancer risk factors
and practice of breast self examination among high school students in
Turkey. BMC Public Health. 2008;8(1):359.
40. Ombech EA, Muigai A, Wanzala P. Awareness of cervical cancer risk factors
and practice of pap smear testing among female primary school teachers in
Kasarani division, Nairobi Kenya. Afr J Health Sci. 2012;21(2):121–32.
41. Mbachu C, Dim C, Ezeoke U. Effects of peer health education on perception
and practice of screening for cervical cancer among urban residential
women in south-East Nigeria: a before and after study. BMC Womens
Health. 2017;17:41.
42. Ekwunife OI, Lhachimi SI. Cost-effectiveness of human papilloma virus (HPV)
vaccination in Nigeria: a decision analysis using pragmatic parameter
estimates for cost and programme coverage. BMC Health Serv Res. 2017;
17(1):815.
43. Rashid S, Labani S, Das BC. Knowledge, awareness and attitude on HPV, HPV
vaccine and cervical Cancer among the college students in India. PLoS One.
2016;11(11):e0166713.
44. Konema. Nigeria - Youth literacy rate 2015 [cited 2019 March 11]. Available
from: https://knoema.com/atlas/Nigeria/topics/Education/Literacy/Youthliteracy-rate.
45. Denny L. Prevention of cervical cancer. Reprod Health Matters. 2008;16(32):
18–31.
46. ICO/IARC Information Centre on HPV and Cancer. Nigeria: Human
Papillomavirus and Related Cancers, Fact Sheet 2018. 2018 [updated
December 10th, 2018; cited 2019 11th March]. Available from:
https://hpvcentre.net/statistics/reports/NGA_FS.pdf.
47. Banjo A, editor Overview of breast and cervical cancers in Nigeria: are there
regional variations. Paper presentation at the International workshop on new
trends in Management of breast and cervical cancers, Lagos, Nigeria; 2004.
48. Duru CB, Iwu AC, Diwe KC, Uwakwe KA, Merenu IA, Emerole CA, et al.
Sexual behaviour, contraceptive knowledge and useamongfemale
undergraduates in tertiary institutions in Imo state, Nigeria. Am J Med Sci
Med. 2015;3(5):61–6.
49. Ihekwaba F. Breast cancer in Nigerian women. Br J Surg. 1992;79(8):771–5.
50. Irurhe N, Raji S, Olowoyeye O, Adeyomoye A, Arogundade R, Soyebi K, et al.
Knowledge and awareness of breast cancer among female secondary
school students in Nigeria. Acad J Cancer Res. 2012;5(1):01–5.

Page 8 of 8

51. Ifediora CO, Azuike EC. Targeting cervical cancer campaigns on teenage
high schoolers in resource-limited economies: lessons from an intervention
study of Nigerian senior secondary school girls. Fam Pract. 2018.
52. Ifediora C, Azuike E. Sustainable and cost-effective teenage breast
awareness campaigns: insights from a Nigerian high school intervention
study. J Eval Clin Pract. 2018. https://doi.org/10.1111/jep.13101.
53. Lally P, Van Jaarsveld CH, Potts HW, Wardle J. How are habits formed:
modelling habit formation in the real world. Eur J Soc Psychol. 2010;40(6):
998–1009.
54. Lally P, Gardner B. Promoting habit formation. Health Psychol Rev. 2013;
7(sup1):S137–S58.
55. Nigerian Educational Research and Development Council (NERDC). National
Family Life and HIV Education Curriculum for Junior Secondary School In
Nigeria 2003 [cited 2019 11th march]. Available from:
http://www.actionhealthinc.org/publications/docs/jnrcurriculum.pdf.

