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Background: Prostate cancer is one of the most prevalent cancers affecting men worldwide. It is a significant public health concern. In
developing countries, prostate cancer is mostly diagnosed at a late stage, indicating the need for better detection programmes. This study
examines the existing gaps in knowledge, perceptions, screening practices, and barriers to seeking information and medical care related
to prostate cancer among males in rural communities in southern Nigeria.

Materials and methods: This was a descriptive, cross-sectional study among 312 men aged 30 years and above, selected by a multistage
sampling technique. The knowledge, perceptions, screening practices, and barriers to seeking information and medical care related to
prostate cancer among males in rural communities in southern Nigeria were studied. A pro forma was used to collect data. All statistical
analyses used IBM Statistical Package for Social Sciences (SPSS) version 21. Associations between the variables were tested for statistical
significance using appropriate statistical tools. At a 95% confidence level, p-values less than 0.05 were considered significant.

Results: Overall, only 27.2% demonstrated good knowledge of prostate cancer symptoms, with 66.7% showing a poor overall perception
of vulnerability to prostate cancer. Only 23.7% have heard of prostate cancer screening tests, and 7.7% have had a prostate-specific
antigen (PSA) test. Barriers to seeking information and medical care include fear of the diagnosis (67%), treatment side effects (12.5%),
stigma (23.7%), and a lack of trust in the health system (11.9%).

Conclusion: This study underscores the urgent need for targeted interventions to enhance knowledge, dispel misconceptions, and
overcome barriers to prostate cancer awareness and screening practices. The diverse beliefs within the community emphasise the
importance of tailored educational campaigns.
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Introduction Improving the knowledge and perception of prostate cancer

is necessary for early detection, prompt treatment, and better

Prostate cancer is the second most frequently diagnosed cancer outcomes. However, limited research has been conducted on the

in-men, with approximately 1.4 milion new cases reported knowledge and perception of prostate cancer among males in

annually.” The incidence varies across regions.*® This disparity rural communities in sub-Saharan Africa. By identifying the gaps in

can be attributed to differences in screening practices, genetic knowledge and perception among males in rural communities, this

predisposition, and lifestyle factors.** Mortality rates are higher in research will inform the development of targeted health education

developing countries, where access to early detection and prompt campaigns and raise awareness about risk factors, screening

management options are limited.”°

Efforts to reduce the burden of prostate cancer involve various
strategies, including early detection, improved treatment options,
and public health interventions.”®"" Screening programmes, such
as PSA testing, have been implemented in many countries to detect
prostate cancer at an early stage.3>” However, the effectiveness
of these programmes remains a topic of debate due to concerns
regarding over-diagnosis and over-treatment in developed countries
and poor knowledge and perception in developing countries. '

Rural communities often face numerous health challenges due to
limited access to healthcare facilities, lower socio-economic status,
and inadequate health education.”™ These factors contribute to a
lack of awareness and knowledge about various health conditions,
including prostate cancer.'?13

methods, and seeking prompt medical care.
Materials and methods

This was a descriptive, cross-sectional study. The study duration
was 20 weeks. Adult males aged 30 years and above in the selected
communities who gave consent and were willing to participate were
recruited into the study. Those with a similar age range who were
already diagnosed with prostate cancer and those who were not
willing to participate in the study were excluded.

The sample size was estimated using Cochran’s formula for cross-
sectional surveys, where p was the proportion of respondents
with good knowledge of prostate cancer (24%) from a previous
study at a confidence limit of 95%.'1% The calculated sample size
was adjusted for non-response, missing, incorrect, or incomplete
questionnaires, and a total of 312 was obtained.
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The participants were selected through multistage sampling. Stage
1: a simple, random sampling method (balloting) was adopted. The
names of the various communities in the study area were written on
pieces of paper and placed inside a container. The container was
shaken, and twenty communities were selected at random. Stage
2: stratified sampling involving proportional allocation of men aged
30 years and above from the selected communities. A pretested,
well-structured questionnaire was used to obtain information
about the study participants’ socio-demographic characteristics,
their knowledge and awareness of prostate cancer, their prostate
cancer screening practices, and barriers to seeking information and
medical care related to prostate cancer.

Data were entered in a spreadsheet and analysed using IBM SPSS
version 21. Chi-square was used to determine the relationship
between the primary outcome variable and potential predictors. The
level of statistical significance was set at p < 0.05.

The knowledge of prostate cancer was measured using 12
questions on the cause, symptoms, signs, and treatment. The
question is scored on a three-point Likert scale of “yes”, “no”, and ‘I
don’t know”. The scale is scored as yes = 1, no = 0, and | don’t know
= 0. This gives a maximum score of 12 points. Those who scored
> 8 of 12 points were considered as having “good” knowledge,
those who scored 4-7 of 12 points were regarded as having “fair”
knowledge, while those with < 4 of 12 points were graded as having

“poor” knowledge.

The perception variables were measured on a four-point Likert-type
scale with responses such as “strongly agree”, “agree”, “disagree”,
and “strongly disagree”. These responses are coded so that a low
value in the perception domain represents little or no perception
of the vulnerability and seriousness of the disease. Perception
items are aggregated to create a measurement scale on a 30-point
scale. For the positive statements, the scale is “strongly agree” =
3, “agree” = 2, “disagree” = 1, and “strongly disagree” = 0. For the
negative statements, the scale is “strongly disagree” = 3, “disagree”
=2, “agree” = 1, and “strongly agree” = 0. Respondents with a score
> 20 of 30 points are considered as having a “good” perception,
those with a score of 11-19 points were regarded as having a “fair”
perception, while those with a score < 10 have little or no perception.

The screening practices were measured on a maximum of a 16-point
scale of items regarding screening practices. A low aggregate
score was assigned to little or no screening practices, whereas
a maximum score was assigned to regular screening practices.
The score was graded as follows: > 12 of 16 points had “good”
screening practices, 7-11 points were assigned “fair” screening
practices, while those who scored < 6 were regarded as having little
or no screening practices.

Ethical clearance and approval were obtained from the Health
Research Ethics Committee of Irrua Specialist Teaching Hospital,
Irrua.

Results

A total of 312 respondents participated in the study with a 100%
response rate. The age distribution was predominant in the 31-40

age group (40.7%), followed by the 41-50 age group (27.6%).
Table | shows the socio-demographic characteristics of the study
participants.

Table |: Socio-demographic characteristics of the respondents

Variable Frequency (n = 312) Per cent (%)
Age group (years)

3040 127 40.7
41-50 86 276
51-60 51 16.3
61-70 42 13.5
>71 6 1.9
Religion

Christianity 263 84.3
Islam 37 1.9
Other 12 38
Level of education

Primary 75 24.0
Secondary 143 458
Tertiary 80 256
Quranic school only 14 45
Marital status

Married 245 78.5
Single 45 144
Divorced 12 3.8
Separated 10 3.2
Occupation

Trader 120 38.5
Commercial motorbike rider 57 18.3
Taxi driver 27 8.7
Businessman 62 19.9
Teacher 15 4.8
Electrician 5 1.6
Mechanic 10 32
Barber 13 4.2
Other 3 1.0

Concerning the knowledge and awareness of prostate cancer, only
128 (41%) respondents had previously heard of prostate cancer,
while the remaining 184 (59%) had not heard of it. Table Il shows
the participants’ knowledge and awareness level regarding prostate
cancer.

Regarding the perceived risks of prostate cancer, participants
identified factors such as increasing age (37.8%), family history
(26.0%), being black (14.4%), obesity (2.9%), and the consumption
of fatty foods (6.1%) as potential contributors to disease
development (Table II).

In terms of overall knowledge and awareness of prostate cancer
assessment, 85 (27.2%) exhibited a good understanding of prostate
cancer symptoms, 43 (13.8%) had a fair level of knowledge, and
184 (59.0%) showed poor knowledge.

The assessment of participants’ perception of vulnerability to prostate
cancer and their views on the seriousness of the disease yielded
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Table II: Assessment of knowledge and awareness of prostate cancer

Variable Frequency Per cent (%)
Have you ever heard of prostate cancer? n=312

Yes 128 41.0
No 184 59.0
Through which medium? n=128
Radio/television 14 45
Newspaper/magazine 6 1.9
Friends/relatives 44 14.1
Health workers 62 19.9
Church/mosque 2 0.6
Risks of prostate cancer* n=312

As age increases (old age) 118 378
Family history of prostate cancer 81 26.0
Being black 45 14.4
Obesity 9 29
Consumption of fatty foods 19 6.1
Symptoms/signs of prostate cancer*

A need to urinate frequently, especially at night 120 38.5
Difficulty starting urination or holding back urine 108 34.6
Weak or interrupted flow of urine 70 224
Difficulty in having an erection 30 9.6
Painful urination or ejaculation 101 324
Blood in urine or semen 38 12.2
Pain in the pelvic area or bones 124 39.7
Overall knowledge

Good 85 27.2
Fair 43 13.8
Little 184 59.0

* More than one response

interesting insights (Table IIl). A considerable number (40.4%)
firmly believed that if they were not aware of prostate cancer, they
could not have it, while 36.8% strongly disagreed with this notion.
Additionally, almost half of the participants (48.1%) strongly agreed
that prostate cancer is a deadly disease, contrasting with 45.5%
who strongly disagreed with this perspective.

In terms of misconceptions, a small percentage believed that
prostate cancer could be transmitted sexually (9.6%), with the
majority (76.0%) disagreeing with this idea. Regarding the curability
of prostate cancer, 24.7% strongly agreed that it has no cure, while
61.6% disagreed with this statement.

Participants’ views on vulnerability to prostate cancer varied. While
13.5% strongly believed the disease could not cause infertility,
39.7% strongly agreed that advancing age increased the risk.
A small percentage (0.6%) thought prostate cancer only affected
white people. Overall, 27.6% strongly believed all men are at risk.

The assessment of participants’ perception of vulnerability to
prostate cancer reveals a notable belief that prostate cancer does
not lead to fatality, with a combined 56.3% expressing agreement.
Specifically, 77.6% strongly agreed that there is considerable

Table IIl: Assessment of perception of vulnerability to prostate cancer and the
seriousness of the disease

Variable Frequency (n=312)  Per cent (%)

If I am not aware of prostate cancer, | cannot have it

Strongly agree 126 404
Agree 14 45
Disagree 57 18.3
Strongly disagree 15 36.8
Prostate cancer is an infection which can be transmitted sexually
Strongly agree 14 45
Agree 16 5.1
Disagree 237 76.0
Strongly disagree 45 14.4
Prostate cancer has no cure

Strongly agree 7 24.7
Agree 17 54
Disagree 192 61.6
Strongly disagree 26 8.3
Prostate cancer cannot make me infertile

Strongly agree 42 13.5
Agree 37 11.9
Disagree 158 70.5
Strongly disagree 13 42
Any male of advancing age can have prostate cancer

Strongly agree 124 39.7
Agree 28 9.0
Disagree 158 50.6
Strongly disagree 2 0.7
Prostate cancer does not kill

Strongly agree 12 38
Agree 164 52.5
Disagree 28 9.0
Strongly disagree 108 34.6

| perceive great benefit in going to the clinic regularly for a medical
check-up

Strongly agree 242 776
Agree 52 16.7
Disagree 4 1.3
Strongly disagree 14 4.4
Overall perception

Good 72 23.1
Fair 32 10.3
Little 208 66.7

benefit in regular medical check-ups, while 66.7% perceived their
overall vulnerability to prostate cancer as little.

Participants’ overall perception of vulnerability to prostate cancer
presents a diverse spectrum. Anotable 23.1% view their vulnerability
as “good,” indicating a positive outlook. Meanwhile, 10.3% consider
it “fair,” suggesting a moderate perception. The majority, constituting
66.7%, perceive their vulnerability as “little,” reflecting a cautious or
limited understanding of the risks associated with prostate cancer.
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Table IV: Assessment of prostate cancer screening practices

Variable Frequency Percent
(n=312) (%)
Have you ever heard of a prostate cancer screening test?
Yes 74 23.7
No 238 76.3
Screening test for prostate cancer*
Pap smear test 10 3.2
Mammography 10 3.2
Digital rectal examination 55 17.6
PSA 69 22.1
Requirements for prostate cancer screening*
Go for an appointment with a doctor 84 26.9
Give the doctor your urine sample 48 15.4
Ablood sample is taken 72 231
Physical examination 69 221
Take body temperature 54 17.3
Have you ever had a PSA blood test done for you?
Yes 24 7.7
No 288 92.3
Reasons for the test n=24
It was recommended by the doctor 24 100.0

Reasons for not doing PSA test
| am not aware of a PSA test 213 74.0

| do not need it, as | am not at risk of developing

prostate cancer 46 16.0
The test is not available 15 52
The test is costly 10 35
| have passed the recommended age for PSA test 4 14
Overall screening practices

Good 18 5.8
Fair 67 215
Little/no 227 72.8

PSA - prostate-specific antigen; * = More than one response

In the evaluation of prostate cancer screening practices among
312 participants, it was revealed that 23.7% of them have heard
of prostate cancer screening tests, while the majority, accounting
for 76.3%, have not (Table 1V). When asked about specific
screening tests, 17.6% recognised digital rectal examination,
and 22.1% identified PSA as a screening method. Interestingly,
some participants mistakenly associated a pap smear (3.2%) and
mammaography (3.2%) with prostate cancer screening.

Regarding perceived requirements for prostate cancer screening,
participants commonly acknowledged the need to go for an
appointment with a doctor (26.9%), provide a urine sample (15.4%),
have a blood sample taken (23.1%), undergo a physical examination
(22.1%), and take body temperature (17.3%). Regarding personal
experiences, only 7.7% of participants have had a PSA blood test
done for them, while the majority (92.3%) have not undergone this
specific screening procedure.

Examining the prostate cancer screening practices among 312
participants showed that all individuals who underwent the PSA test

did so at a doctor’s recommendation. Most of those who had the
PSA test done did it once, with smaller percentages having it twice
or thrice. The timing of the most recent PSA tests varied, with 58.3%
having it less than a year ago, 29.2% two years ago, and 12.5%
more than two years ago.

For those who did not undergo the PSA test (n = 288), the
predominant reason was a lack of awareness (74.0%), followed by
the belief that they did not need it as they considered themselves
not at risk (16.0%). Some participants mentioned unavailability of
the test (5.2%), cost implications (3.5%), or the perception of having
surpassed the recommended age for the test (1.4%).

Assessing the overall screening practices, a small proportion (5.8%)
were considered to have good practices, 21.5% had fair practices,
while the majority (72.8%) were categorised as having little to no
screening practices.

Table V: Assessment of barriers to seeking information and medical care
related to prostate cancer

Variable Frequency  Per cent

(n=312) (%)

Impact on willingness to seek information or medical care for prostate
cancer*

Fear of the diagnosis 209 67.0
Concerns about treatment side effects 39 12.5
Stigma associated with prostate cancer 74 237
Lack of trust in healthcare system 37 1.9
Lack of awareness about symptoms 178 57.1
Cultural or religious beliefs 16 5.1

Financial constraints 252 80.8

Lack of health facilities for prostate cancer

management in my LGA 8 26

Have you ever faced challenges in accessing healthcare services?

Yes 34 10.9
No 278 89.1
The challenges faced* n=34

Long waiting in the hospital 5 14.7
Unorganised health system 2 5.9
Lack of equipment 2 59

How comfortable do you feel discussing prostate health with your
healthcare provider?

Very comfortable 146 46.8
Somewhat comfortable 119 38.1
Not comfortable at all 47 15.1

Have you ever experienced communication barriers with your healthcare
provider?

Yes 23 74
No 289 92.6

Are you aware of preventive measures for prostate cancer, such as
regular screening?

Yes 67 215
No 245 78.5

LGA - local government area

In examining the barriers to seeking information and medical care
related to prostate cancer among the 321 participants, several
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challenges were evident (Table V). The most prominent barrier
was the fear of the diagnosis, affecting 67.0% of participants. Other
significant factors included concerns about treatment side effects
(12.5%), stigma associated with prostate cancer (23.7%), lack of
trust in the healthcare system (11.9%), lack of awareness about
symptoms (57.1%), and financial constraints (80.8%). Additionally,
2.6% faced the challenge of the absence of health facilities for
prostate cancer management in their local government area.

Approximately 10.9% of participants reported facing challenges in
accessing healthcare services. Specific obstacles included long
waiting times in the hospital (14.7%), an unorganised health system
(5.9%), and a lack of equipment (5.9%).

Regarding comfort in discussing prostate health with healthcare
providers, 46.8% felt very comfortable, 38.1% felt somewhat
comfortable, and 15.1% did not feel comfortable at all. A minority
(7.4%) experienced communication barriers with their healthcare
provider, while the majority (92.6%) did not.

Only 21.5% of participants were aware of preventive measures,
such as regular screening, while the majority (78.5%) lacked
awareness. The level of education was noted to significantly affect
the level of knowledge of prostate cancer (p = 0.020), perception
of vulnerability to prostate cancer (p = 0.000), and prostate cancer
screening practices (p = 0.000).

Discussion

Prostate cancer is a significant cause of reproductive and sexual
health challenges for elderly men worldwide."” In sub-Saharan
Africa, it is a major contributor to the public health burden; with
insufficient data on prostate cancer in our environment, the actual
burden remains unknown.'®'1° Currently, curative treatment of
prostate cancer is only feasible with early screening and diagnosis
of the disease when it is still confined to the prostate.20-22

The findings in this study indicated a low level of knowledge and
awareness of prostate cancer among men in rural communities
in southern Nigeria, with a vast majority (59%) having no prior
knowledge of it (Table ll). This result is similar to the outcome
of previous studies among males in various parts of Africa,
where all indicated poor knowledge.'®'".2324 This indicates the
poor sensitisation and highlights the need for public awareness
campaigns, using both print and electronic media to ensure early
detection and prompt treatment.

This study’s findings contrast with the results of a previous study
done by Ibebuike et al.'® among more informed participants, where
88.7% of the men admitted to having heard of prostate cancer, while
75.2% had undergone screening. One of the main reasons for the
high mortality rate among patients with prostate cancer, particularly
in the rural areas in Nigeria and in sub-Saharan Africa in general,
is this lack of knowledge and awareness regarding prostate cancer
and prostate cancer screening tools.?>?” To reduce the mortality
rates in these rural areas, raising awareness among the population
about the disease, screening tools, and the benefits of screening
is essential. This will result in early prostate cancer diagnosis and
management, particularly in the high-risk age group.

Perceptions and beliefs play a major role in men’s attitudes towards
prostate cancer and greatly influence the uptake of prostate cancer
screening.?2?* This study’s findings revealed intriguing participant
perceptions that awareness is a prerequisite for having prostate
cancer. While about two-fifths of the study population strongly
agreed with this perception, a little above a third strongly disagreed,
emphasising diverse beliefs within the community (Table Il1).

Furthermore, misconceptions about prostate cancer in the rural
areas of southern Nigeria are high, with two-thirds perceiving their
overall vulnerability to prostate cancer as little and a considerable
percentage firmly believing that prostate cancer can be sexually
transmitted. This study also revealed, like other similar studies in
the West African sub-region, the general belief that cancer is an
incurable disease and that if they are not aware of prostate cancer,
they cannot have it."*'® This underscores the need for targeted
education to dispel misconceptions about prostate cancer and
prostate cancer screening.

This study’s findings also stress the challenges in promoting
screening practices. Only about one-fifth of respondents were
aware of screening tests, with digital rectal examination and PSA
recognised by a limited proportion (Table IV). Although those who
underwent screening did so at a doctor’s recommendation, barriers
such as lack of awareness, perceived low risk, and unavailability
were reported by a significant number. These findings agree with
the study done in different parts of West Africa, where the uptake
of prostate cancer screening tests was 18.2%, indicating low
utilisation.?2.24-27

The findings in this research revealed critical barriers to seeking
information and medical care related to prostate cancer (Table V).
These include the fear of diagnosis, financial constraints, and limited
awareness about symptoms. Also, poor knowledge, ranging from
not knowing anything about prostate cancer, poor knowledge of
the existing screening tools, lack of knowledge about the existence
of prostate cancer screening facilities, and a lack of knowledge
on when and where to go for prostate cancer screening are major
barriers implicated in this study. A significant number of participants
reported communication barriers with healthcare providers,
suggesting the need for improved provider-patient interactions.
These barriers were also noted in studies carried out in Nigeria and
other rural communities in sub-Saharan Africa. 31627

In this study, there was a close association between a low level of
education, knowledge of prostate cancer, perception of vulnerability
to prostate cancer, and prostate cancer screening practices.
This finding concurs with Ebuehi and Otumu, who observed that
awareness of prostate cancer screening tests increases with the
educational level and occupation.'” Participants with higher levels
of education are more aware of prostate cancer screening practices
and tools than those with a lower education level.

Study limitation

Most of the study participants are younger than 50 years old, a
young population less affected and less concerned about prostate
cancer.
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Conclusion

The poor awareness, low knowledge levels, and prevalent
misconceptions of prostate cancer and screening tests identified
in this study highlight the urgency for educational initiatives
aimed at bridging these gaps in rural communities. Addressing
misconceptions and fostering a comprehensive understanding is
essential for early detection, effective management, and the overall
well-being of the community members.

Conflict of interest
The authors declare no conflict of interest.

Funding source
None.

Ethical approval
Ethical approval was obtained from the Irrua Specialist Teaching
Hospital Ethics Committee (Ref: NHREC/29/03/2017).

ORCID

YN Ogbetere

https://orcid.org/0000-0003-0640-4746

SO Onegbedan https://orcid.org/0009-0005-7705-2663
FE Ogbetere (2} https://orcid.org/0000-0001-6246-1118
References

1.

Bray F, Ferlay J, Soerjomataram |, et al. Global cancer statistics 2018: GLOBOCAN
estimates of incidence and mortality worldwide for 36 cancers in 185 countries.
CA Cancer J Clin. 2018;68(6):394-424. https://doi.org/10.3322/caac.21492.

Pernar CH, Ebot EM, Wilson KM, Mucci LA. The epidemiology of prostate cancer.
Cold Spring Harb Perspect Med. 2018;8(12):a030361. https://doi.org/10.1101/
cshperspect.a030361.

Ferlay J, Colombet M, Soerjomataram |, et al. Estimating the global cancer
incidence and mortality in 2018: GLOBOCAN sources and methods. Int J Cancer.
2019;144(8):1941-53. https://doi.org/10.1002/ijc.31937.

Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer statistics, 2022. CA Cancer J Clin.
2022;72(1):7-33. https://doi.org/10.3322/caac.21708.

Ferlay J, Colombet M, Soerjomataram |, et al. Cancer statistics for the year 2020:
an overview. Int J Cancer. 2021;149(4):778-89. https://doi.org/10.1002/ijc.33588.
Culp MB, Soerjomataram |, Efstathiou JA, Bray F, Jemal A. Recent global patterns
in prostate cancer incidence and mortality rates. Eur Urol. 2020;77(1):38-52.
https://doi.org/10.1016/j.eururo.2019.08.005.

Rawla P. Epidemiology of prostate cancer. World J Oncol. 2019;10(2):63-89.
https://doi.org/10.14740/wjon1191.

Siegel RL, Miller KD, Wagle NS, Jemal A. Cancer statistics, 2023. CA Cancer J Clin.
2023;73(1):17-48. https://doi.org/10.3322/caac.21763.

Rebbeck TR. Prostate cancer disparities by race and ethnicity: from nucleotide to
neighborhood. Cold Spring Harb Perspect Med. 2018;8(9):a030387. https://doi.
0org/10.1101/cshperspect.a030387.

20.

21.

22.

24,

25.

26.

27.

. Ogbetere FE, Irekpita E. Detection rate of prostate cancer following 12-core

extended biopsy in a semi-urban Nigerian Tertiary Hospital. Urol Ann.
2021;13(2):150-5. https://doi.org/10.4103/UA.UA_136_20.

. Luengo-Fernandez R, Leal J, Gray A, Sullivan R. Economic burden of cancer

across the European Union: a population-based cost analysis. Lancet Oncol.
2013;14(12):1165-74. https://doi.org/10.1016/51470-2045(13)70442-X.

. Moyer VA; U.S. Preventive Services Task Force. Screening for prostate cancer: U.S.

Preventive Services Task Force recommendation statement. Ann Intern Med.
2012;157(2):120-34. https://doi.org/10.7326/0003-4819-157-2-201207170-00459.

. Mbugua RG, Oluchina S, Karanja S. Prostate cancer awareness and screening

among men in a rural community in Kenya: cross-sectional study. Afr J Urol.
2021;27(7). https://doi.org/10.1186/512301-020-00108-8.

. Cochran WG. Sampling techniques. 3rd ed. New York: John Wiley & Sons; 1977.
. Awosun KJ, Yunusa EU, Agwu NP, Taofiq S. Knowledge of prostate cancer

screening practices among men in Sokoto, Nigeria. Asian J Med Sci. 2018;9(6):51-
6. https://doi.org/10.3126/ajms.v9i6.20751.

. Ibebuike JE, Nwokike GI, Nwosu DC, Nwanjo HU. Perception of prostate cancer

screening among men in Umulogho Obowo local government area, Imo State.
Eur J Pharm Med Res. 2019;6:32-7.

. Ebuehi OM, Otumu IU. Prostate screening practices among male staff of the

University of Lagos, Lagos, Nigeria. Afr J Urol. 2011;17(4):122-34.

. Mbugua RG, Karanja S, Oluchina S. Barriers and facilitators to uptake of prostate

cancer screening in a Kenyan rural community. Ann Afr Surg. 2021;18(3):130-6.
https://doi.org/10.4314/aas.v18i3.2.

. Saleh AM, Fooladi MM, Petro-Nustas W, Dweik G, Abuadas MH. Enhancing

knowledge, beliefs, and intention to screen for prostate cancer via different
health educational interventions: a literature review. Asian Pac J Cancer Prev.
2015;16(16):7011-23. https://doi.org/10.7314/APJCP.2015.16.16.7011.

Li B, Huang Y, Ling C, et al. The effect of community-based health education
programs on health literacy in severely impoverished counties in Southwestern
China: results from a quasi-experimental design. Front Public Health.
2023;10:1088934. https://doi.org/10.3389/fpubh.2022.1088934.

Mirzaei-Alavijeh M, Ahmadi-Jouybari T, Vaezi M, Jalilian F. Prevalence, cognitive
and socio-demographic determinants of prostate cancer screening. Asian Pac J
Cancer Prev. 2018;19(4):1041-6.

Kaninjing E, Lopez I, Nguyen J, Odedina F, Young ME. Prostate cancer screening
perception, beliefs, and practices among men in Bamenda, Cameroon. Am J
Mens Health. 2018;12(5):1463-72. https://doi.org/10.1177/1557988318768596.

. Agbugui JO, Obarisiaghbon EO, Nwajei CO, et al. Awareness and knowledge of

prostate cancer among men in Benin City, Nigeria. JMBR 2013;12(2):42-7.
Ndikom CM, Oluwole TG, llesanmi RE. Risk perception and uptake of prostate
cancer screening among civil servants in Ibadan, Nigeria. Afr J Biomed Res.
2021;24(2):231-7.

Bugoye FC, Leyna GH, Moen K, Mmbaga EJ. Knowledge, perceived risk
and utilization of prostate cancer screening services among men in Dar
Es Salaam, Tanzania. Prostate Cancer. 2019;2019:2463048. https://doi.
0rg/10.1155/2019/2463048.

Adewoye KR, Aremu SK, Adegbiji WA, Achebe CC. Awareness, knowledge, and
factors that influenced the uptake of screening tests for prostate cancer among
men aged 40 and older in Ido-Ekiti, Ekiti State, Nigeria. J Public Health Afr.
2023;14(4):2134. https://doi.org/10.4081/jphia.2023.2134.

Ogbetere FE, Ogbetere YN. Sociodemographic determinants of the level of
knowledge of prostate cancer and prostate cancer screening services among
patients attending a secondary health facility in southern Nigeria. Sumerianz J
Med Healthcare. 2021;4(1):15-22. https://doi.org/10.47752/sjmh.41.15.22.

African Urology 2024;04(3) @ The page number in the footer is not for bibliographic referencing


https://orcid.org/0000-0003-0640-4746
https://orcid.org/0009-0005-7705-2663
https://orcid.org/0000-0001-6246-1118
https://doi.org/10.3322/caac.21492
https://doi.org/10.1101/cshperspect.a030361
https://doi.org/10.1101/cshperspect.a030361
https://doi.org/10.1002/ijc.31937
https://doi.org/10.3322/caac.21708
https://doi.org/10.1002/ijc.33588
https://doi.org/10.1016/j.eururo.2019.08.005
https://doi.org/10.14740/wjon1191
https://doi.org/10.3322/caac.21763
https://doi.org/10.1101/cshperspect.a030387
https://doi.org/10.1101/cshperspect.a030387
https://doi.org/10.4103/UA.UA_136_20
https://doi.org/10.1016/S1470-2045(13)70442-X
https://doi.org/10.7326/0003-4819-157-2-201207170-00459
https://doi.org/10.1186/s12301-020-00108-8
https://doi.org/10.3126/ajms.v9i6.20751
https://doi.org/10.4314/aas.v18i3.2
https://doi.org/10.7314/APJCP.2015.16.16.7011
https://doi.org/10.3389/fpubh.2022.1088934
https://doi.org/10.1177/1557988318768596
https://doi.org/10.1155/2019/2463048
https://doi.org/10.1155/2019/2463048
https://doi.org/10.4081/jphia.2023.2134
https://doi.org/10.47752/sjmh.41.15.22

