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ABSTRACT
Objectives: To investigate the knowledge, awareness, and attitudes of school teachers towards
breast cancer in Kadunametropolis. Methods: A survey of school teachers aged 20 – 65 years was
conducted in both public and private schools in Kaduna metropolis. A self-administered question-
naire was used to collect the data. Results: Out of the 997 participants, mean age 40.69 (SD =
12.09) years. Of all the participants, 259 (26.0%) weremales, and 738 (74.0%) were females. The role
of a teacher in disseminating information or knowledge cannot be overemphasized. Because of
that crucial role they play thus makes it necessary that they have the right information so that they
can transfer such to their students or wards. The children today represents the young generation
that is growing. It will be good if they have the right knowledge about breast cancer concerning
what breast cancer is, what causes it, knowledge of signs and symptoms, and what measures to
take to prevent or treat it. Conclusion: This study shows that there is breast cancer awareness but
there is low in-depth knowledge about the disease. There is low knowledge of risk factors, signs
and symptoms, low response to breast self-examination (BSE), clinical breast examination (CBE) and
mammography. Educational health programs can be organized to help createmore awareness and
knowledge about breast cancer which has the potential to help the public in making informed de-
cisions thereby reducing the incidence of this disease.
Key words: Knowledge, Awareness, Attitudes, Breast cancer, Risk factors

INTRODUCTION
According to the 2014 World Health Organization
(WHO) report, among other causes of deaths world-
wide, 14.6% of deaths are as a result of a variety of can-
cer types. In many, breast cancer is one of the leading
malignant neoplasms in women. Breast cancer com-
pared with cervix cancer leads to more deaths, about
three times more often, affecting women of ages 15 to
50 years 1.
In Nigeria, breast cancer among women is also the
leading cause of cancer death with the highest age of
occurrence between the ages of 30 to 40 years which
develops ten years earlier before estimated time com-
pared to the Caucasians. The survival rate of a cancer
patient within five years is below 10%when compared
with above 70% in the Western European and North
America 2.
To reduce the rate of death caused by cancer, it is
very important to adopt preventive behaviors. An
invaluable tool to achieve this change in behavior is
knowledge. Women need to be educated with regards
to signs that may serve as early diagnostic warnings
and symptoms, which will cause them to habitually
go for improved health seeking. This awareness cre-
ation is vital to basically reducing the high incidence

and death rate for breast cancer disease 3.
Breast cancer even though is rare in males; they also
can be affected with breast cancer 4. It is important to
use education and considering the different cultural
backgrounds with the aim of targeting such individu-
als in a population thereby achieving maximum gain
and not neglecting the importance of educating men
alongside women, being that men can contribute to
early detection in their partner which will cause them
to seek for medical care early. It is also vital to create
awareness butmore importantly spreading the knowl-
edge with regards to the fact that breast cancer can
be cured, if the nature and cause of it are considered
early, the patient will have a good chance of survival 5.
The differences in people’s belief systems and miscon-
ception including many factors as education, ethnic-
ity, and age also affect their attitudes 6.
Women need to be ‘breast aware’ and quite neces-
sary to have the ability to identify signs and symp-
toms ofmammary cancer by periodically carrying out
checkswhichwill enable them to seekmedical help on
time. Death due to mammary cancer among Nige-
rian women is as a result of late admittance of medi-
cal assistance basically until the late onset of the dis-
ease 7. Late diagnosis of mammary cancer patients is
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the cause of reduced survival rate 8.
There is serious need to create awareness since pa-
tients usually present late in hospitals or clinics for
diagnosis for breast cancer. Measures that have been
advised to prevent and reducemammary cancer death
and pains are; Breast Self-Examination (BSE), Mam-
mography, and Clinical Breast Examination (CBE) 9.
To prevent and reduce problems and impairment,
mammary cancer that is detected on time is promis-
ing toward diagnosis and treatment 10.
In the world, an unlikely disease of men is the male
mammary cancer which is diagnosed at a percent-
age less than one among all breast cancer 11, this is
less compared to the earlier estimation 12, and the
yearly occurrence rate is predicted at 1 person in every
100,000 men in the world 13. One person in 1000 men
has a risk of developing breast cancer in his lifetime,
60 and 70 is the mean age of male cancer examination
with frequency rate increasing in a straight line with
age 14. Male breast cancer also is an issue pointing to
genetics as a contributor after considering amale with
a family history of breast cancer. This put such a male
on a high-risk of developing breast cancer in his life-
time 15,16.
There is the possibility of preventing more than 50
percent of cancer morbidity and mortality in the en-
tire world due to the fact that most of the liable causes
of cancer are jointly related which can be changed
and averted 17. These manageable risk factors include
vital nutrition deficiency, inactive lifestyle, obesity,
smoking, alcohol consumption, and sexually trans-
mitted infections such as the Human Papilloma Virus
(HPV) 18.
If one has the knowledge and understanding of the
risks or liable causes of cancer, this will immensely
help in causing the person tomake informed and con-
scious decisions to take part in prevention and screen-
ing actions. It has been advised that increased knowl-
edge and awareness levels are linked with the right
attitudes towards cancer 18. Having this knowledge
and awareness leads to demonstrate a positive attitude
when faced with the disease 19.
There are still more people who have poor attitudes
and practices towards the prevention of this disease.
Besides, tackling the changeable risk factors, screen-
ing for cancer was listed as a secondary prevention
measure. Studies previously have proved the effec-
tiveness of cancer screening in cancer death rate re-
duction 20.
The increasing tendencies of breast cancer in develop-
ing areas is often treated generally by saying it is be-
cause of ‘westernization’ of lifestyle in such areas, an

unclear proxy for factors such as dietary habits, child-
bearing, exposure to exogenic estrogen hormones,
reaching a circulation closer in a sketch compared to
women in industrialized countries 21.
No work has been done on the topic Knowledge,
Awareness and Attitudes towards Breast Cancer
among School Teachers in the metropolitan part of
Kaduna state and therefore we can say that this re-
search is timely seeing the fast rate at which breast
cancer has and is becoming a global problem in de-
veloped and developing countries respectively.
It is true that teachers play a vital and effective part
in communicating andmotivating young generations.
This research undertaken to assess their knowledge,
awareness, and attitudes is paramount to breast cancer
reduction in our young generation. Notwithstanding,
practicing any of the breast cancer screening meth-
ods depends on the awareness and knowledge level of
an individual. If teachers have poor knowledge and
awareness level about breast cancer, challenges will be
encountered in upholding these lifesaving techniques
which include BSE, CBE, and mammography. This is
because they will not practice themethods. Male gen-
der is often excluded in most studies but this research
included both genders.
This study is devised to carry out evaluation on the
knowledge, awareness, and attitudes towards breast
cancer among school teachers in Kaduna metropolis
so that the result will be used to develop possible na-
tional education program for schools and communi-
ties, also to find out if there is a significant difference
between the ages of teachers and their level of breast
cancer knowledge. We hypothesize that breast can-
cer incidence can be reduced by increasing the aware-
ness and knowledge of signs and symptoms inKaduna
metropolis, also teachers’ level of knowledge and atti-
tudes has a significant role in reducing breast cancer.

METHODS
A cross-sectional survey was carried out from the
month of February to the month of May 2017 in the
Kaduna metropolis, Kaduna State, Nigeria. A to-
tal of 1100 school teachers in both public and pri-
vate schools (Primary and Secondary) with the abil-
ity to understand the structured questionnaire were
recruited to take part in the research. A verbal per-
mission was sought from the teachers who wished to
participate in the research, and they were assured that
their individual responses will be kept private before
questionnaires were administered.

Materials
The materials that were used for this research were
self-administered questionnaires (see appendix 1).
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Study Area

The study area is located in Kaduna state which is
one of the 36 states in Nigeria including the Federal
Capital Territory (FCT) Abuja. There are 23 local
governments in this state. According to the Nige-
rian census Figure in 2006, the state has a popula-
tion of about 6.3million people in 2006. Kaduna is
the capital city of the state. The state has a total
area of 17,781square miles (46,053 kmsq) and its co-
ordinates are 10◦20’0”N’7◦45’0”E. There are over 60
ethnic groups which include Hausa, Gbagyi, Fulani,
Gwong, Atuku, Bajju, Atyab, Gure, Kagoro, Adara
and among others that populate Kaduna State. This
region of the country is a major economic hub, a cen-
ter for trade and a transport axis to nearby agricul-
tural areas and states. Kaduna is an industrial cen-
ter of Northern Nigeria (Kaduna State Government,
2017). Kaduna city is themetropolitan areawhere this
study was conducted in different schools.

Data Analysis

Data were analyzed using Statistical Package for So-
cial Sciences (SPSS) Version 18. Categorical variables
were described using descriptive statistics of frequen-
cies and percentages. Chi-square was used to test for
significance using a p-value of 0.05.

RESULTS
The total number of participants is 997. The age at
the time of data collection ranged from 20 to above
50 years with a mean age of 40.69 (SD = 12.09) years.
Of all the participants, 259 (26.0%) were males and
738 (74.0%) were females (Table 1).
The highest number of age groups are those who are
[> 50] years with a frequency of 307 (30.8%) of all the
participants, followed by [40 – 49] 275(27.6%) then
[20 – 29] is 218 (21.9%) and the lowest is [30 – 39]
197 (21.9%). In terms of the level of education, 855
(85.8%) have an academic degree, 134 (13.4%), at-
tended secondary school and 8 (0.8%) attended pri-
mary school.
Based on their ethnicity, ‘Hausa’ had a frequency of
179 (18.0%), ‘Igbo’ 152 (15.1%), Yoruba 91 (9.1%)
and ‘Other’ ethnic groups (Chawai, Jaba (Ham),
Kagoma (Gwong), Moro’a, Fulani, Katab (Atyab), Ba-
jju, Gbagyi, Kadara (Adara), Kamantan, Kuturmi,
Ikulu, Kagoro (Oegworok), Koro, Numana, Nandu,
Ninzom, Atakar (Takad), Koninkon, and Delta) were
the highest put together with a frequency of 575
(57.7%). The title ‘Others’ under the ethnic groups
makes the highest population which also reveals the

multi-ethnicity of Kaduna State as a whole. Notwith-
standing, they consisted of small percentages put to-
gether that gave this high number which makes it
seems larger than the major ethnic groups Hausa,
Yoruba and Igbo put together (Table 1).
There were 8 participants that had a primary level of
education and 134 had secondary education this can
be explained by the age of children that they are tak-
ing care of (Table 1). For example, those that assist
in taking care of kindergartens and also some teach-
ers who had a secondary level of education were em-
ployed by private primary schools while waiting for
admission into higher institutions. This coupled with
the fact that some private schools source for cheap la-
bor from such teachers. More than half 540 (54.2%)
of the participants are married (Table 1).
Both males 78 (34.5%) and females 148 (65.5%) in-
dicated social media which is the highest as their
source of breast cancer information which shows the
power of social media in disseminating information
(Table 2). The least source of breast cancer informa-
tion is religious forum 8 (3.1%) and journal 13 (1.8%)
for both male and female respectively (Table 2).
Those that claimed to have an affected familymember
are 8 (3.1%) among the males and 27 (3.7%) among
the females. 13 (1.8%) females and 5 (1.9%) males
claimed to have survived breast cancer (Table 3).
A total of 329 (44.6%) of females claimed to have a
moderate knowledge of breast cancer which is higher
than the males where about 106 (40.9%) said they
have low knowledge about the diseaseTable 4. At a p-
value of 0.0068 which is less than α value (0.05), this
indicates that there is a statistically significant differ-
ence between gender and level of knowledge of breast
cancer (Table 4).
One hundred and four (55.0%) of female participants
within the age range of 40 to 49 claimed to have
moderate knowledge about breast cancer which is the
highest among the female age groups. The p-value of
<0.05 indicated significance in this result (Table 5).
Across all ages of males majority claimed to have the
low level of breast cancer knowledge except 30 to 39
age range 24 (46.2%) that claimed to have high knowl-
edge about the disease. There is a statistical significant
difference since the p-value is <0.05 (Table 6).
Majority of the participant was positive that breast
cancer could be inherited (Table 7) which is right
for people who have a BRCA1 and BRCA2 mutation
pathogenic carriers 22–24. It was also observed that the
majority of females 64.6% identified oral contracep-
tive use as a risk factor (Table 7). The use of oral con-
traceptives for a long timehas been linkedwith a small
increase in breast cancer risk among young women 25.
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Table 1: Demographic characteristics of the study participants

Variable Frequency Percentage (%)

Age groups (Years)

20 – 29 218 21.9

30 – 39 197 19.8

40 – 49 275 27.6

>50 307 30.8

Gender

Male 259 26.0

Female 738 74.0

Educational level

Primary 8 0.8

Secondary 134 13.4

Tertiary 855 85.8

Marital Status

Single 240 24.1

Married 540 54.2

Divorced 65 6.5

Widowed 152 15.2

Ethnicity

Hausa 179 18.0

Yoruba 91 9.1

Igbo 152 15.2

Others 575 57.7

There is a statistically significant difference between
participants that identified breastfeeding, obesity, oral
contraceptive use, and trauma to the breast as risk
factors compared to participants that are on the con-
trary (Table 7). More so, between those that identified
breast cancer can be inherited, null parity, smoking,
and consanguinity showed no statistically significant
difference (Table 7).
One hundred and ninety (73.4%) male and 555
(75.2%) female participants have not had a diagnos-
tic testing, 164 (63.3%) males and 425 (57.6%) fe-
males do not know how to carry out BSE, 180 (69.5%)
males and 498 (67.5%)females have not done CBE,
and 208 (80.3%) male and 600 (81.3%) females have
not carried out mammography (Table 8). 61.0% of
females and 66.0% of males have not practiced BSE.
This result showed no statistically significant differ-
ence (Table 8).

The female ages according to their responses to
the screening tests show no significant difference
(Table 9).
The only not statistically significant difference ob-
served inmales is among those that responded to BSE
with a p-value of 0.067 but the rest are significant
(Table 10).
Regarding the treatment for breast cancer, 78 (30.1%)
males and 204 (27.6%) of females think that breast
cancer can be cured using alternative or herbal
medicine because it is thought to be effective and
beneficial (Table 11). On the contrary, 181 (25.3%)
of male and 534 (74.7%) of female participants dis-
agreed because according to them it has not been
proven, cancer has no known cure, and that a patient
still died after the herbal medicine was administered
(Table 11). Our result indicates no statistically sig-
nificant difference because all the p-values are greater
than 0.05 (Table 11).
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Table 2: Source of breast cancer knowledge of participants stratified by
gender

Male (n = 259) Female (n = 738)

Source of breast cancer information

Physician/health worker 19 (7.3%) 19 (7.3%)

Seminar/workshop 15 (5.8%) 58 (7.9%)

Radio/TV 39 (15.1%) 146 (19.8%)

Newspaper 23 (8.9%) 35 (4.7%)

Friends 34 (13.1%) 101 (13.7%)

Religious forum 8 (3.1%) 23 (3.1%)

Social media 78 (30.1%) 148 (20.1%)

Non-Governmental Organization 17 (6.6%) 109 (10.9%)

Family 16 (6.2%) 47 (6.4%)

Journals 10 (3.9%) 23 (2.3%)

Pleasenote that someparticipants indicatedmultiple sources of breast cancer information
n=number

Table 3: Participants with family history/once had breast cancer stratified by gender

Gender p-value

Male (n = 259) Female (n= 738)

Yes 8 (3.1%) 27 (3.7%)

No 251 (96.9%) 711 (96.3%)

Yes 5 (1.9%) 13 (1.8%)

No 254 (98.1%) 725 (98.2%)

Table 4: Level of breast cancer knowledge of participants stratified by gender

Male (n = 259) Female (n=738) p-value

Knowledge level

Low 106 (40.9%) 249 (33.7%) 0.0068*

Moderate 86 (33.2%) 329 (44.6%)

High 67 (25.9%) 160 (21.7%)

Table 5: Level of breast cancer knowledge of participants stratified by ages of females

Age n (%) Total p-value

Breast cancer knowledge
level

20 – 29 30 – 39 40 – 49 50 – 65

Low 77 (43.3) 42 (29.0) 66 (34.9) 64 (28.3) 249 (33.7)

Moderate 60 (33.7) 66 (45.5) 104 (55.0) 99 (43.8) 329 (44.6) <0.05*

High 41 (23.0 37 (25.5) 19 (10.1) 63 (27.9) 160 (21.7)
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Table 6: Level of breast cancer knowledge of participants stratified by ages of males

Breast cancer knowledge
level

Age n (%) Total p-value

20 – 29 30 – 39 40 – 49 50 - 65

Low 17(42.5) 16(30.8) 40(46.5) 33(40.7) 106(40.9)

Moderate 14(35.0) 12(23.0) 38(44.2) 22(27.2) 86(33.2) <0.05*

High 9(22.5) 24(46.2) 8(9.3) 26(38.8) 67(25.9)

Table 7: Knowledge of breast cancer risk factors of participants stratified by gender

Male (n=259) Female (n=738) P-value

Yes 215 (83.0%) 647 (87.7%)

No 44 (17.0%) 91 (12.3%)

Yes 157 (60.6%) 572 (77.5%)

No 102 (39.4%) 166 (22.5%)

Yes 126 (48.6%) 404 (54.7%)

No 133 (51.4%) 334 (45.3%)

Yes 91 (35.1%) 382 (51.8%)

No 168 (64.9%) 356 (48.2%)

Yes 153 (59.1%) 644 (64.6%)

No 106 (40.9%) 353 (35.4%)

Yes 149 (57.5%) 479 (64.9%)

No 110 (42.5%) 259 (35.1%)

Yes 145 (56.0%) 452 (61.2%)

No 114 (44.0%) 286 (38.8%)

One hundred and forty-one (54.1%) of males and
371 (50.3%) which makes the majority of the partic-
ipants denied the possibility of a breast cancer sign
when they observe a painless lump (Table 12). Al-
though not all lumps on breast lead to breast cancer
notwithstanding, it is also an important indicator. 200
(77.2%) of themales and 584 (79.1%) females said that
they will visit a doctor if they observed a blood dis-
charge from their breast (Table 12). Having such at-
titude of seeking for medical help from the physicians
or medical doctors will enable early detection and di-
agnosis of breast cancer.
Seventy-five (29.0%) males and 241 (32.1%) female
participants said lack of awareness is the reason why
they do not go for cancer screening which is the high-
est followed by the fear of a positive result having 68
(26.3%) males and 143 (19.4%) females. The least
is participants that answered ‘no reason’ making 15
(5.8%) males and 26 (3.5%) females (Table 13). A p-
value of 0.015 shows a statistically significant differ-

ence in this result (Table 13).
Two hundred and ten (81.9%) males and 552 (74.8%)
female participants did not believe that breast cancer
is caused by magic or evil spirits, also 183 (70.7%)
males and 487 (66.0%) said that breast cancer is not
contagious (Table 14).
The participants are positive about including the
breast cancer awareness in the school curriculum
looking at the 737 (73.9%) of those who agree as
against 260 (26.1%) who do not agree (Table 15).
A p-value of 0.085 and 0.718 under inclusion in the
school curriculum and sufficient breast cancer aware-
ness in Nigeria respectively shows no statistically sig-
nificant difference (Table 15). But the question that
asked if breast cancer is a major problem in Nigeria
shows significance at a p-value of 0.005 (Table 15).
There is a higher mortality rate due to breast can-
cer among the Sub-Saharan women compared to
the women in the Western world; however Western
women have a much higher incidence rate of the
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inherited

Breast feeding

Null parity

Obesity

Oralcontraceptives

Trauma

Smoking

0.059

<0.001*

0.091

<0.001*

0.031*

0.034*

0.137



Table 8: Breast cancer examination and screening stratified by gender

Male (n=259) Female (n=738) p-value

Yes 69 (26.6%) 183 (24.8%)

No 190 (73.4%) 555 (75.2%)

Yes 95 (36.7%) 313 (42.2%)

No 164 (63.3%) 425 (57.6%)

Yes 87 (33.6%) 260 (35.2%)

No 172 (66.4%) 478 (64.8%)

172 (66.4%) 478 (64.8%)

52 (20.1%) 161 (21.8%)

35 (13.5%) 99 (13.4%)

Yes 79 (30.5) 240 (32.5%)

No 180 (69.5%) 498 (67.5%)

180 (69.5%) 498 (67.5%)

14 (5.4%) 79 (10.7%)

63 (24.3%) 151 (20.5%)

2 (0.8%) 10 (1.4%)

Yes 51 (19.7%) 138 (18.7%)

No 208 (80.3%) 600 (81.3%)

How often (mammography)

Never 208 (80.3%) 600 (81.3%)

Once 2 (0.8%) 10 (1.4%)

Twice 22 (8.5%) 62 (8.4%)

>3 times 27 (10.4%) 66 (8.9%)

disease 26,27. The type of breast cancer that African
women develop is the more aggressive type and the
cause of the high death rate has been associated with
the lack of public awareness of breast cancer gener-
ally. Also, the screening programs are limited which
usually lead to late diagnosis of the disease even at its
metastatic stage to other organs 28.
It was observed that a lower number and a higher per-
centage of males 5 (1.9%)compared to females but a
higher number and lower percentage of females 13
(1.8%) claimed to have had breast cancer (Table 3).
This could be due to the method of recruitment of
study participants which was not random coupled
with the fact that some participants may not have un-
derstood the question. Furthermore, of all the partic-
ipants, the females consist of 74.0% and males 26.0%.

It is known that women have a higher percentage of
breast cancer compared to men. In response to the
name of a type of cancer that a family member might
have suffered other than breast cancer, a participant
named adamantinoma cancer which is a rare primary
low-grade bone malignant tumor of which the histo-
genesis is not known and is mostly found in the mid
part of the tibia 29. The breast cancer disease killed
most affected known persons in this study as claimed
by the participants willingly added this information.
Campaigns have begun in recent years by the World
Health Organization (WHO) with several local and
international organizations to create more aware-
ness of the disease among women in the Sub-Sahara
African region. Because breast cancer develops in
African women reaching a peak of 10 years earlier be-
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Diagnostic Test

BSE

Practice of BSE

How often (BSE)

Never

Monthly

Yearly

CBE

How often (CBE)
Never

Once

Twice

>3 times

Mammography

0.557

0.106

0.634

0.634

0.549

0.549

0.726

0.726



Table 9: Breast cancer examination and screening stratified by ages of females

Age Total p -value

20 – 29 30 – 39 40 - 49 50 - 65

Diagnostic Test Yes
No

30
148

25
120

36
153

92
134

183
555

<0.001*

BSE Yes
No

53
125

48
97

94
95

118
108

313
425

<0.001*

How often
(BSE)

Never
Monthly
Yearly

137
26

15

101
22
22

98
69
22

114
60
52

450
177
111

<0.001*

CBE Yes
No

32
146

32
113

76
113

100
126

240
498

<0.001*

How often
(CBE)

Never
Once
Twice
< 3 times

146
18
14

0

110
23
12

0

113
27
39
10

126
14
86

0

495
82
151
10

<0.001*

Mammography Yes
No

0
178

6
139

40
149

92
134

138
600

<0.001*

How often
(mammogra-
phy)

Never
Once
Twice
< 3 times

178
0
0

0

139
0
6
0

149
10
10
20

132
0
46
48

598
10
62
68

<0.001*

Table 10: Breast cancer examination and screening stratified by ages of males

Ages Total p-value

20 – 29 30 – 39 40 - 49 50 - 65

Diagnostic Test Yes
No

12
28

18
34

6
80

33
48

69
190

<0.001*

BSE Yes
No

12
29

22
30

24
62

37
44

95
164

0.067

How often (BSE) Never
Monthly
Yearly

28
4
8

34
16
2

65
14
7

44
23
14

171
57
31

0.006*

CBE Yes
No

10
30

16
36

17
69

36
45

79
180

<0.001*

How often (CBE) Never
Once
Twice
< 3 times

30
2
8
0

36
2
14
0

69
8
7
2

45
2
34
0

180
14
63
2

<0.001*

Mammography Yes
No

0
40

10
42

8
78

33
48

51
208

<0.001*

How often (mam-
mography)

Never
Once
Twice
< 3 times

40
0
0
0

42
0
0
10

78
2
4
2

48
0
18
15

208
2
22
27

<0.001*
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Table 11: Knowledge of breast cancer treatment stratified by gender

Male (n=259) Female (n=738) p-value

Yes 119(45.9%) 341(46.2%)

No 140(54.1%) 397(53.8%)

Yes 78(30.1%) 204(27.6%)

No 181(69.9%) 534(72.4%)

Yes 176(68.0%) 545(73.8%)

No 83(32.0%) 193(26.2%)

Yes 223(86.1%) 610(82.7%)

No 36(13.9%) 128(17.3%)

Table 12: Knowledge of signs and symptoms of breast cancer stratified by gender

Male (n=259) Female (n=738) p-value

Painless lump as Yes 118 (45.6%) 367 (49.7%)

No 141 (54.4%) 371 (50.3%)

Blood discharge from breast and what to do

Do nothing 8 (3.1%) 12 (1.6%)

Take some drugs 51 (19.7%) 142 (19.2%)

Visit a doctor 200 (77.2%) 584 (79.1%)

Table 13: Reasons why people do not go for breast cancer screening stratified by gender

Male
n = 259 (26%)

Female
n = 738 (74.0%)

P-value

It is expensive 42 (16.2%) 113 (15.3%)

Lack of awareness 75 (29.0%) 241 (32.7%)

It is embarrassing 49 (18.9%) 150 (20.3%)

Lack of screening equipment 10 (3.9%) 65 (8.8%)

Fear of a positive result 68 (26.3%) 143 (19.4%)

No reason 15 (5.8%) 26 (3.5%)

Table 14: Beliefs of participants about breast cancer stratified by gender

Male (n=259) Female (n=738) p-value

Yes 49 (18.9%) 186 (25.2%)

No 210 (81.1%) 552 (74.8%)

Yes 76 (29.3%) 251 (34.0%)

No 183 (70.7%) 487 (66.0%)
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Surgery

Alternative/herbal medicine

Prayers

Curable if detected early

0.942

0. 447

0.068

0.276

sign 0.248

0.341

0.015*

Caused by magic and spirit

Contagious

0.040*

0.169



Table 15: Response of participants to breast cancer inclusion in school curriculum and situation in Nigeria
stratified by gender

Male (n=259) Female (n=738) p-value

Yes 181 (69.9%) 556 (75.3%)

No 78 (30.1%) 182 (24.7%)

Yes 13 (5.0%) 33 (4.5%)

No 246 (95.0%) 705 (95.5%)

Yes 132 (51.0%) 302 (43.5%)

No 127 (49%) 563 (56.5%)

tween 35 and 40 years, which is why it is crucial that
the awareness of breast cancer should be at an early
age. The main focus of this study was to assess knowl-
edge, awareness, and attitudes towards breasts can-
cer among school teachers. The findings here in this
study is in agreement with studies in some parts of
the world such as Malaysia, Pakistan, Yemen, Nige-
ria and Saudi Arabia 30–35. These results showed an
overall lack of awareness and knowledge among stu-
dents in universities regardless of their sex, marital
status, study years, and the nature of the high school
attended. It was also quite intriguing that the percep-
tions held bymedical program students about the dis-
ease of breast cancer showed no difference with the
non-medical program students. In a previous study
carried out in different parts of the world such as
Pakistan and Nigeria, breast cancer knowledge was
observed to be limited even among nurses that are
of health care professions 35–37. More than half of
the participants think that breast cancer is not a ma-
jor problem in the country. This is also we think
is what affected the awareness level of which 95.4%
said that there is no sufficient breast cancer awareness
(Table 15). Three hundred and sixty-seven (49.7%)
of females and 118 (45.6%) males agreed that painless
lump on a breast is a sign of breast cancer. This can be
misleading information that is widely spread because
of not all lumps on breast cause breast cancers. In
Nigeria, according to a study report majority of breast
cancer patients said that ignorance of how serious a
painless lump on the breast can be is the reason why
they take the longest time before they seek for med-
ical advice 38. Hence, women who are affected will
tend to prolong and present late to a healthcare prac-
titioner when they observe changes in their breasts.
Some even keep it in silence and try to treat it.
Majority of the participants both male and females
does not practice BSE nor CBE (Table 8). This could
also imply that they have not yet received proper in-
formation on how to perform BSE. However, most

of them agreed that contraceptives use increases the
chances of developing breast cancer and breastfeeding
decreases the risk of developing the disease (Table 7).
This study shows that one of the reasons why peo-
ple do not go for asymptomatic diagnosing is due to a
lack of awareness (Table 13). Asymptomatic screen-
ing is essential for early breast cancer detection. Some
of them indicated little or no knowledge about breast
cancer risk factors even though they know about the
disease (Table 13).
This highlights the critical part education can play in
minimizing the delay or late presentation for a clinical
check of women because they are already breast aware
and are ready to take action.
Breast cancer is uncommon in those below the age of
30, but between the age of 30 and 60, there is a quick
rise in an age-specific incidence (Table 1). Thehighest
incidence rate is in the early 70s, and there is a five-
year survival rate following an examination which is
more than 70% 39,40. Nonetheless, the overall lifetime
risk of development of breast cancer is relatively 1 in
12, which is different with age, across countries and
the level of screening for the disease, also the overes-
timating incidence of breast cancer due to borderline
pathologies detection 39,40.
It might be argued that there is no specific reason as to
why school teachers should know much about breast
cancer. But there is the tendency of some of them
carrying the wrong understanding of this disease too.
However, this disease rarely develops inmen, but they
are significantly affected if their partners or relatives
develop breast cancer. The attitudes and beliefs of
some women may be influenced or shaped by their
family, friends or even married partner that will tend
to affect their opinion concerning risk factor modi-
fication or breast cancer screening 41. For example,
Norcross et al., in 1996 showed that 18.5% of women
who attended a primary care practice were encour-
aged to participate by a friend or a male relative. In
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Inclusion in the school curriculum

Sufficient breast cancer awareness in
Nigeria

Breast cancer a major problem in
Nigeria

0.085

0.718

0.005*



creating or shaping policies and public health opin-
ions, there is a representation of bothmale and female
sexes to balance. Therefore, it will be improper to only
investigate breast cancer knowledge, awareness, and
attitudes in female teachers. A previous study carried
out in Switzerland assessed knowledge of breast can-
cer in males and females; the investigation at the end
found breast knowledge was not entirely different be-
tween men and women 41. Even though breast cancer
is a predominantly a female disease, it is quite surpris-
ing that women do not know much better than men
concerning the risks factors. A question can be asked,
why are most participants aware of breast cancer, and
yet they do not have much understanding of the risk
factors with the signs and symptoms? The source of
information the study participants indicated that they
first learned about the disease had social media 78
(30.1%) males and 148 (20.1%) females as the highest
(Table 2). Perhaps, the reason is that most informa-
tion about breast cancer is gotten from the popular
social media instead of physicians/health workers or
professional sources, writers may influence and sen-
sationalize this disease and concentrate anecdotally
on patients that are young 42. This may present inac-
curate and unclear general depiction of their under-
standing. A few numbers of participants claimed to
have had their information about breast cancer from
a physician/health worker and low information grip
from such professionals may indicate that the fund-
ing by the Nigerian government of health budget al-
location for the year 2016 (approximately 2.7%), al-
though it has been increased to 4.7% in 2017, is in-
sufficient. Besides, even professional health workers
are the source of the breast cancer information; re-
searchers have found that the quality of such infor-
mation is sometimes poor pointing to poor risk as-
sessment, screening and mortality information 43.
In our study, it was observed that 83.0% males and
87.7% of females agreed that breast cancer could be
inherited (Table 7). One hundred and fifty-seven
(60.6%) males and 572 (77.5%) females agreed that
breastfeeding reduces the risk of breast cancer with a
p-value of <0.001 (Table 7).
Ahmed et al., in 2006 observed that 35% of the nurses
had a good knowledge of 40%with fair knowledge and
25%were having poor knowledge of breast cancer risk
factors 31. Almost all of the nurses (99%) were able to
identify that breast cancer is not contagious and 96%
said that breastfeeding does not put one at risk of de-
veloping breast cancer and the majority were positive
that evil spirits had no link with breast cancer. How-
ever, the percentage of nurses who had the knowledge
that overweight increases breast cancer risk was 23%.

In this study, 81.1% males and 74.8% of females said
that evil spirits do not cause breast cancer and 70.7%
males with 66.0% females answered that breast can-
cer is a non-communicable disease. Notwithstanding,
64.9% and 48.2% of the men and women respectively
also said that obesity is not a risk factor for breast can-
cer. In response to why participants have not yet gone
for breast cancer screening, 75 (29.0%) males and 241
(32.7%) females point to lack of awareness. This re-
sult showed a statistically significant difference at a p-
value of 0.015 (Table 13). There is a need to create
more awareness about breast cancer screening meth-
ods available, and the government should please sup-
ply more.

CONCLUSION
At the end of this study, it was observed that majority
of the participants know about breast cancer disease,
but their knowledge on the signs and symptoms of the
disease alongside carrying out screening is poor. Es-
pecially for BSE which is a very cheap lifesaving tech-
nique that needs to be upheld seriously alongside BSE,
Mammography and Diagnostic test.
Although in the course of this study, it cannot be
stated clearly that the breast cancer disease that was
revealed is sporadic or hereditary as the majority of
the participants have not been tested. Sowhat we have
to hold onto andwhich is the best right now is preven-
tion. This can be achieved by creating public aware-
ness so that the public can have good knowledge about
breast cancer. It will also help the public to knowwhat
always to do because they are already breast aware.
Majority of the study participants do not carry out
screening tests.
The fact that they know about the disease is good,
but they need to gainmore in-depth knowledge about
the disease. This can be achieved by the teachers
making a deliberate effort to learn more about breast
cancer. The government, on the other hand, can
help organize seminars, workshops or as suggested by
69.9% male and 75.3% female participants that breast
cancer should be included in the school curriculum
(Table 15). This will go a long way in helping the
public inmaking informed decisions or taking actions
that can help prevent breast cancer. The general pub-
lic or females who are at risk can then undergo breast
cancer risk management including screening, treat-
ment choices or changes in risk lifestyle modification.

RECOMMENDATION
Teachers should make the conscious effort as to learn
about breast cancer disease from reliable sources.
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In that way, they can disseminate such informa-
tion to their wards or students efficiently. Non-
Governmental Organizations (NGOs) can also con-
tribute to teaching especially the females to be breast
aware. The government should invest more money
in the infrastructure and health personnel in that way
people can have access to breast cancer screening ser-
vices, and it will reduce the incidence of this disease.
At the same time, the government should consider
having a national screening program as well as educa-
tive programs to raise awareness on early signs and
symptoms.

STUDY LIMITATION
This study population which consists of school teach-
ers in Kaduna Metropolis is just a specific group of
people in the same profession and in a particular lo-
cation of Nigeria. Majority of them are educated,
and this does not merely represent the general pop-
ulation of the country. In spite of this, the planned
study was explicitly designed on school teachers be-
cause they impact lives with knowledge in the class-
room and outside the classroom.
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