AWARENESS AND PERCEPTION OF COLORECTAL CANCER SCREENING AMONG TEACHERS IN SELECTED SECONDARY SCHOOLS IN ETI-OSA LOCAL GOVERNMENT AREA OF LAGOS STATE

ABSTRACT

This study was carried out on  the awareness and perception of colorectal cancer screening among teachers in selected secondary schools in Eti-Osa Local Government Area Of Lagos State. The survey design was adopted and the simple random sampling techniques were employed in this study. The population size comprise of teachers in the selected secondary schools in Eti-osa local government area of Lagos state. In determining the sample size, the researcher purposefully selected 53 respondents and 50 were validated. Self-constructed and validated questionnaire was used for data collection. The collected and validated questionnaires were analyzed using frequency tables, and mean scores.  The result of the findings reveals that teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer. The study also revealed that the level of teachers awareness of colorectal cancer screening in Eti-osa local government area of Lagos state is low. However teachers has positive attitude towards it. Furthermore, the study revealed that teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening. Therefore, it is recommended that the health promotion units should also be resourced to handle promotional activities and programs through in-service trainings in providing informative education to help improve the level of awareness about colorectal cancer screening among public. 
CHAPTER ONE

INTRODUCTION

Background of the study

According to study conducted by Cancer Research UK in 2021, cancer is the primary cause of death in countries all over the globe. The World Health Organization (WHO) ranks colorectal cancer (CRC) as the fourth leading cause of mortality from cancer. In Saudi Arabia, colorectal cancer is the most prevalent form of the disease among men, while it is the third most prevalent form among females. Since 2002, there has been a discernible rise in the number of reported cases.

In the field of oncologic pathology, colorectal cancer ranks as the third most prevalent kind of the disease. It is considered the second most common cause of death related to cancer affecting men and women in the same manner throughout the world, developed and undeveloped countries, and it is expected to overtake the mortality rate of heart diseases in the coming years. At the moment, it is the most common malignant cancer in the gastrointestinal tract, accounting for 13% of all malignant tumors. Additionally, it is the second most common cause of death related to cancer. It is a disease that is common in people between the ages of 65 and 74, with a greater frequency in women. However, owing to risk factors such as obesity, sedentarism, poor dietary habits (rich in fats and proteins), smoking, and the gradual aging of the population, this illness is detected more commonly in patients who are younger. The clinical appearance of colorectal cancer in a patient is dependent on the size of the tumor, its location, and whether or not it has spread to other parts of the body (metastases). Symptoms such as stomach discomfort, changes in bowel habits that have been present for a long time, irregular bowel movements, involuntary weight loss, nausea, vomiting, malaise, anorexia, and abdominal distensión are evident in the clinical presentation (Cancer research UK 2021).

According to Mosli and Al-Ahwal (2012), the survival rate for colorectal cancer is 44.6%, which is a poor number when compared to the survival rate for CRC globally. If detected at an earlier stage, colorectal cancer is one of the malignancies that may be avoided entirely. Patients who are aware of the signs and symptoms of CRC are more likely to seek treatment at an earlier stage. Screening may help lower the incidence of CRC and the death rate associated with it. There are many different types of CRC screening tests, including non-invasive tests such as fecal occult blood testing (FOBT) and stool DNA testing, as well as invasive tests such as flexible sigmoidoscopy and colonoscopy. Some of these tests are more accurate than others, but all of them can detect colorectal cancer. Screening for colorectal cancer has been shown in several trials to reduce the risk of death from the disease. For example, a flexible sigmoidoscopy may cut the risk of dying from colorectal cancer by 43 percent, and a fecal occult blood test, which is a straightforward non-invasive self-screening test that looks for trace quantities of blood in bowel movements, can cut the risk of dying from colorectal cancer (Cancer research UK 2021).

We are also able to locate and remove premalignant adenomatous polyps if we do screening. Age is a risk factor for colorectal cancer (CRC), hence the majority of international recommendations advocate screening for everyone over the age of 50. A history of colon cancer in the family, being overweight, having inflammatory bowel disease, and smoking are all additional risk factors for CRC.
STATEMENT OF THE PROBLEM

Indeed, it is anticipated that screening will have a major influence on the incidence and death rates of colorectal cancer over the course of the next 15 years. This is an effect that is not likely to come from either lifestyle modifications or new therapies. Screening will only be able to make these improvements with high uptake; as a result, major improvements in non-invasive screening (for example, faecal immunochemical testing and faecal DNA testing) are currently being investigated as alternatives to the current gold-standard, but invasive, screening methodology — colonoscopy (Cancer research UK 2021).

The majority of patients in Nigeria with colorectal cancer are sent for treatment at an advanced stage with metastases, which makes treatment more challenging and increases the fatality rate. A person who is aware of the early indications of CRC is better able to avoid the risk factors. Screening may also help reduce the risk of dying from colorectal cancer by discovering the disease at an earlier stage. It is impossible to deny the significant impact that teachers have on their communities.
OBJECTIVES OF THE STUDY

The main aim of this study is to examine the awareness and perception of colorectal cancer screening among teachers in selected secondary schools in Eti-osa local government area of Lagos state. Specifically, this study seeks:

To determine whether teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer.

To determine the level of awareness and perception of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state.

To determine whether teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening.

To examine the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state.

RESEARCH QUESTIONS

The following research questions will be answered in this study:

Are teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer?

What is the level of awareness and perception of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state?

Do teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening?

What are the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state?

SIGNIFICANCE OF THE STUDY

This study will be of significantly important to the society as it will raise the awareness of colorectal cancer . This study will also be of importance as the findings of this study will reveal the importance of cancer screening and its resultant effects.

Finally, this study will serve as an existing material for future reference and further research.

SCOPE OF THE STUDY

This study focuses on the awareness and perception of colorectal cancer screening among teachers in selected secondary schools in Eti-osa local government area of Lagos state. Specifically, this study focuses on determining whether teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer, determining the level of awareness and perception of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state, determining whether teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening and examining the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state.

Selected secondary school teachers in Eti-osa local government area of Lagos state will be the respondents of this study.

LIMITATIONS OF THE STUDY

In the course of carrying out this study, the researcher experienced some constraints, which included time constraints, financial constraints, language barriers, and the attitude of the respondents. However, the researcher were able to manage these just to ensure the success of this study.

Moreover, the case study method utilized in the study posed some challenges to the investigator including the possibility of biases and poor judgment of issues. However, the investigator relied on respect for the general principles of procedures, justice, fairness, objectivity in observation and recording, and weighing of evidence to overcome the challenges.

DEFINITION OF TERMS

Awareness: knowledge or perception of a situation or fact

Colorectal cancer: It is the abnormal cell growth in the colon or rectum.

CHAPTER TWO

REVIEW OF LITERATURE

INTRODUCTION

Our focus in this chapter is to critically examine relevant literature that would assist in explaining the research problem and furthermore recognize the efforts of scholars who had previously contributed immensely to similar research. The chapter intends to deepen the understanding of the study and close the perceived gaps.

Precisely, the chapter will be considered in three sub-headings:

Conceptual Framework

Theoretical Framework

Empirical framework
2.1 CONCEPTUAL FRAMEWORK
Concept of cancer

According to Cancer research UK (2021), cancer is a disorder that results from genetic or epigenetic alterations in the somatic cells and has abnormal cell growth which may be spread to other body parts. They form a subset of neoplasm. The unregulated growth of cells in a group called neoplasm or tumor and they form a lump or mass and may be distributed diffusely.

It was predicted by Global demographic characteristics that about 420 million new cases of cancer by 2025 annually, which means increasing cancer incidence in years. Cases of cancer about 18 million in 2018 were recorded worldwide; in men, about 9.5 million and women about 8.5 million.

Globally about 9.6 million deaths were estimated in cancer. The commonest cancers are prostate cancer (1.28 million), female breast cancer (2.09 million), colorectal cancer (1.1 million), stomach cancer (1.03 million) and non-melanoma skin malignancies (1.04 million). Cancer-related deaths, from most to least frequent, are due to lung cancer (1.76 million), colorectal cancer (862,000), and stomach cancer (783,000), liver cancer (782,000). Over 100 types of cancers affect humans (Cancer research UK 2021).

Facts about Cancer

Globally about 9.6 million in 2018 deaths were estimated in cancer which represents the cancer is the second leading cause of deaths and about 1 in 6 deaths are due to cancer.

About 70% of deaths in middle- income and Low Countries are due to cancer.

The main and the most important cause of cancer is tobacco use, approximately 22%

There are also some infections that cause cancer, like Human papilloma Virus (HPV), are causes 25% of cancer in middle and low-income countries.

In 2017, solely twenty-sixths of low-income countries reported having pathology services usually obtainable within the public sector.

More than ninetieth of high-income countries reported treatment services square measure obtainable compared to but a half- hour of low-income countries.

The impact of cancer is increasing significantly day by day.

The cancer policy is necessary for all countries, but many countries do not have these policies (Cancer research UK 2021).

Problems: Globally, about 9.6 million in 2018 deaths were estimated in cancer, which represents the cancer is the second leading cause of deaths. The most common cancers are: 

Lung (2.09 million cases)

Breast (2.09 million cases)

Colorectal (1.80 million cases)

Prostate (1.28 million cases)

Skin cancer (non-melanoma) (1.04 million cases)

Stomach (1.03 million cases)

The most common causes of cancer death are cancers of:

Lung (1.76 million deaths)

Colorectal (862 000 deaths)

Stomach (783 000 deaths)

Liver (782 000 deaths)

Breast (627 000 deaths) (Cancer research UK 2021).
Causes of Cancer: 

There are many causes which may cause cancer in different body parts like mainly 22% deaths are due to tobacco consumption, 10% of deaths are due to poor diet, obesity, lack of physical activity, excessive drinking of alcohol or other facts include certain exposure to ionizing radiation, environmental pollutants, and infection (Towler  Irwig &, Glasziou  1998).

About 15% of cancer in the world is due to some infections like hepatitis b, hepatitis c, human papillomavirus infection, helicobacter pylori, and immunodeficiency virus (HIV), Epstein - Barr virus. These factors are at least partly responsible for changing the genes.

Inherited genetic defects from patient’s parents are also responsible for 5-10% of cancer (Towler  Irwig &, Glasziou  1998).

Cancer is caused by the interaction between genetic factors and 3 categories of agents which we consume externally including:

i.Physical Carcinogens: Ionizing radiation such as radon, ultraviolet rays from sunlight, uranium, radiation from alpha, gamma, beta, and X-ray-emitting sources.

ii.Chemical Carcinogens: Compounds like n- nitrosamines, asbestos, cadmium, benzene, vinyl chloride, nickel, and benzidine and contains about 60 known potent cancer- causing toxins or chemicals in cigarette smoking or tobacco consumption, a drinking water contaminant (arsenic), a food contaminant (aflatoxin) (Towler  Irwig &, Glasziou  1998).

Biological Carcinogens: Infections from certain bacteria, viruses, or parasites and Pathogens like human papillomavirus (HPV), EBV or Epstein-Barr virus, hepatitis B and C, Kaposi’s sarcoma-associated herpesvirus (KSHV), Markel cell polyomavirus, Schistosoma spp., and Helicobacter pylori.

Aging is also the cause of cancer. Age is the common incidence of cancer, which dramatically rises.

Genetics: Genetic is the commonest cause for cancer or tumor-like Ovarian, breast, prostate, skin cancer, colorectal cancer. Individuals that eat heaps of cooked meat can also increase risk because of compounds fashioned at high temperatures. Proving that a substance doesn't cause or isn't associated with hyperbolic cancer risk is tough (Towler  Irwig &, Glasziou  1998).

Types of Cancer: 

Wong (2013) opines that cancers are divided into various types that are: 

a.Carcinomas: It starts in the tissue or the skin, which covers the glands and internal organ surface. It forms a solid tumor. Breast cancer, prostate cancer, colorectal cancer, lung cancer.

b.Sarcomas: It starts in the tissues which connect and support the body. It can be formed in nerves, tendons, joints, fat, blood vessels, bone, lymph vessels, muscles, or cartilage.

c.Leukemia’s: Leukemia is a cancer of the blood. It begins when healthy blood cells grow uncontrollably and change. It is divided into 4 types, that are acute myeloid leukemia, acute lymphocytic leukemia, chronic myeloid leukemia, and  chronic lymphocytic leukemia (Wong 2013).
d.Lymphomas: Lymphoma is cancer that begins in the lymphatic system and it is a network of glands and vessels that helps to fight with infection. Hodgkin lymphoma and Non- Hodgkin lymphoma.

e.Central Nervous System Cancers: Cancer that starts in brain tissues and spinal cord called “brain and spinal cord tumors”, and others primary CNS lymphomas, vestibular schwannomas, gliomas, pituitary adenomas, primitive neuro-ectodermal tumors, meningiomas, and vestibular schwannomas.

f.Multiple Myeloma: Multiple myelomas is cancer that begins in plasma cells, another type of immune cell. The myeloma cells which are plasma cells, are build up in bone marrow and make tumors in bones. It is called plasma cell myeloma and Kahler disease (Wong 2013).

g.Melanoma: It starts in cells that become melanocytes. These cells are specialized cells that make melanin, i.e., the pigment that gives the color to the skin. Mainly melanomas develop on the skin, but it can also develop in other pigmented tissue like an eye.

Other Types of Tumors:

Germ Cell Tumors: It is the type of tumor that starts in the cells which give rise to eggs or sperms. This can be occurring anywhere in the body and either malignant or benign (Wong 2013).

Neuroendocrine Tumors: Neuroendocrine tumors form from cells that release hormones into the blood in response to a signal from the nervous system. It forms from those cells which release hormones in blood in response to signal from the nervous system. These tumors, which can create higher-than-normal amounts of hormones, will cause many various symptoms. It may be either benign or malignant.

How it Begins: There are several steps by which cancer begins in the body: 

1.Cell Changes and Cancer: Our body is made up of small units called cells and more than 100,000,000,000,000 cells combine to makes our body. All types of cancer firstly start in cells by changes. Usually, our body has the right number of cells because the cell produces signals. if any signal is missing than cells may start to multiply unnecessarily and make a lump which also called a tumor. But there are also other types of cancer which start from different pathways like blood cells this cancer is called leukemia, and they not make a solid lump (Wong 2013).

2.Genes and Cell Division: Our body has different cells for a different job, but they all are similar. They all have nuclei that control the cell and the nucleus contains chromosomes which are made up of thousands of genes. A long string of DNA (Deoxyribonucleic acid) called genes, which contain a coded message which tells the cell how to behave or divide. When the right time occurs for cell division, the cells divide and make the exact similar copies of them. One cell divides into 2 identical cells, and then 2 cells divide into 4, and so on (Wong 2013).

3.Gene Changes within Cells (Mutations): When a cell is dividing mainly, a mutation occurs in this step but also by the chemical changes which are coming from outside like tobacco smoke, and it is happening by chance. Mutation means the gene is copied twice, damaged or lost. The meaning of mutation is that the cells are not growing by its instructions, and grow unnecessarily. Mutation of genes may mean that a cell stops producing proteins that require cell division and may produce too many proteins by which the cell division occurs rapidly and form lump or tumor, the tumor is made up of millions of cancer cells (Wong 2013).

How Cancer Grows: 

A cancer can continue to grow because cancer cells act differently than normal cells. Cancer cells have the same needs as normal cells. Cancer cells need nutrients and oxygen from blood vessels to survive and grow. The tumor can easily grow by nutrients and oxygen. They need a blood supply to bring oxygen and nutrients to grow and survive. When a tumor is very small, it can easily grow, and it gets oxygen and nutrients from nearby blood vessels (Madlensky, Esplen & Goel 2004). Cancer cells are different from normal cells because of they:

Divide out of control

They are immature and don’t develop into mature cells with specific jobs.

Avoid the immune system.

Ignore signals that tell them to stop dividing or to die when they should.

Don’t stick together very well, and through blood or lymphatic system, they can spread to other body parts.

Grow into and damage tissues and organs (Madlensky, Esplen & Goel 2004).

How Cancer Spreads

As the tumor grows, the cancer cells are carried with the lymphatic system or bloodstream to other body parts, Then the cancer cells may be developed into new tumors and it is called metastasis. Cancer may spread to lymph nodes, which are bean-shaped organs and tiny that helps to fight with infection. Neck; underarms and groin area etc. these are the body parts where the lymph nodes are located. Cancer may also spread through the bloodstream to other body parts like the liver, bones, brain, or lungs. If cancer spreads to different body parts from that area where it began than it is named as metastatic cancer of that particular area where it starts.

For example, if lung cancer spreads to the breast than it is called metastatic lung cancer, not breast cancer (Madlensky, Esplen & Goel 2004).

Common Cancers: 

There are more than 100 cancers which affect humans but commonest among all are: Bladder, breast (female-malele), endometrial, thyroid, colorectal cancer, leukemia, lung (including bronchus), melanoma, kidney (renal cell and renal pelvis) cancer, non-Hodgkin lymphoma, prostate, pancreatic cancer.

Symptoms and Signs of Cancer: 

Early Symptoms: At the earliest stage cancer gives no sign or symptoms by which we cannot indicate the disease. Moreover, the symptoms or signs are shown in harm condition (Lau, Machizawa & Demonten  2013).

Some common symptoms that may occur with cancer are as follows:

Persistent Cough or Blood-Tinged Saliva: 

If anyone is having cough from a month or blood in the mucus, then these are the sign of bronchitis or sinusitis, but they could be symptoms of neck, head or lung cancer.

A Change in Bowel Habits: 

It usually depends on the diet of a person and fluid intake. People with cancer felt that they need to have a bowel movement and also feel the same if they had if this symptom lasts more than a few days than it is a symptom of cancer. Mainly in cancer, there is continuous diarrhea (Lau, Machizawa & Demonten  2013).

Blood in the Stool: 

It is also the early symptom of cancer by which we can examine cancer. The evaluation includes colonoscopy etc.

Unexplained Anemia: 

People with low RBC in their blood from normal, then this condition is called anemia. Bowel cancer can cause iron- deficiency anemia. The evaluation includes X- ray studies or endoscopy of your lower and upper intestinal tracts.

Breast Lump or Breast Discharge: 

Most breast lumps are noncancerous tumors like cysts or adenomas, but all lumps are needed to check. The evaluation includes Ultrasound and x-ray study included MRI of the breast. Discharge from the breast is also the sign of cancer, and it is quite common, but not from only one nipple or bloody (Lau, Machizawa & Demonten  2013).

Lumps in the Testicles: 

Men with cancer have an uncomfortable or painless lump on a testicle.

Change in Urination: 

The symptoms are slow urine flow, frequent urination, change in bladder function or small amounts of urine, caused by a urinary infection in women or by an enlarged prostate gland. Most men will suffer from enlargement of the prostate gland as they age, these may be the symptom of prostate cancer. The evaluation includes PSA blood tests and the biopsy of the prostate (Lau, Machizawa & Demonten  2013).

8.Persistent back pain

9.Unexplained weight loss

10.Stomach pain and nausea

11.Bone pain

Late Symptoms: These symptoms are depending on cancer type, location or where the cancer cells have spread.

Change in bowel or bladder habits

Obvious change in the size, color, shape, or thickness of a wart or mole

Indigestion or difficulty in swallowing

Change in size, shape, color or thickness of mole.

A sore throat that does not heal.

Hoarseness

Thickening or lump in the breast, testicles, or elsewhere

Other signs or symptoms may also alert you. These include the following:

Unexplained loss of weight or loss of appetite

Nausea

Vomiting

Fatigue

Unexplained
low-grade
fevers
may
be either persistent or not.

Recurring Infections

Pain in the bones and other body parts

Many cancers will present in with general signs or symptoms, but they often have more than these symptoms, for more specifications. For example, lung cancers have a common symptom of pain in the chest. The patient may have a persistent cough with bleeding. Lung cancer patients are become very fatigued due to shortness of breath (Lau, Machizawa & Demonten  2013).

The risk factors and causes of cancer

According to Cancer research UK (2021), anything that may cause a normal body cell to develop abnormally potentially can cause cancer. Some cancer causes remain unknown while other cancers have environmental or lifestyle triggers or may develop from more than one known cause. Some may be developmentally influenced by a person's genetic makeup. Many patients develop cancer due to a combination of these factors.

The risk factors include:

1.Heredity

2.Ionizing radiation

3.Chemical substances

4.Dietary factors – Meat, energy balance, fat, protein, alcohol, nitrates

5.Estrogens

6.Viruses

7.Stress

8.Age

Heredity

A number of specific cancers have been linked to human genes and are as follows: breast, ovarian, colorectal, prostate, skin and melanoma. The higher the amount or level of cancer- causing materials a person is exposed to, the higher the chance the person will develop cancer. In addition, the people with genetic links to cancer may not develop it for similar reasons (lack of enough stimulus to make the genes function). In addition, some people may have a heightened immune response that controls or eliminates cells that are or potentially may become cancer cells (Cancer research UK 2021).

Ionizing radiation

Uranium, radon, ultraviolet rays from sunlight, radiation from alpha, beta, gamma, and X-ray- emitting sources can predispose to cancer by rupturing DNA strands, thus causing mutations.

Chemical substances

Chemical substances that can cause mutations are called carcinogens. Example of carcinogens are - benzene, asbestos, nickel, cadmium, vinyl chloride, benzidine, N-nitrosamines, tobacco or cigarette smoke (contains at least 66 known potential carcinogenic chemicals and toxins).

Dietary factors – Meat, energy balance, fat, protein, alcohol, nitrates: 

Meat:

Meat intake has been associated with risk of digestive tract cancers. Intake of red meat and white meat known to increase the risk of colon cancer. High intake of fish sauce may be a risk factor for gastric cancer (Cancer research UK 2021).

Energy Balance:
The relationship between body weight, body mass index, or relative body weight and site specific cancer has been found to be positively associated with the cancers of the breast, endometrium, gall bladder, and kidney. Physical inactivity, high energy intake, and large body mass are associated with increased risk of developing colon cancer in both men and women.

Fat:

A high intake of saturated fat increases the risk of prostate cancer.

Protein:

Increased meat intake has been found to be associated with an increased risk of colon cancer and with advanced prostate cancer (Cancer research UK 2021).

Alcohol:

Alcohol has a causal role in carcinogenesis, especially for the cancers of the mouth, pharynx and esophagus. Alcohol has an increased effect on those tissues that directly get exposed to it during its consumption, and tends to act synergistically with tobacco. Beer consumption has been associated with an increased risk for colorectal cancer.

Nitrates:

Nitrates are present in variety of foods, and the main dietary sources are vegetables and drinking water. Sodium and potassium nitrates are used in the processes of salting, pickling and curing foods. Nitrosamines are present in tobacco and tobacco smoke. Nitrosamines related to nitrates and nitrates are potent carcinogens (Cancer research UK 2021).

5.Estrogens:

Estrogens have been given for the relief of post-menopausal symptoms and for the prevention of osteoporosis. Estrogens may play role in the production of the breast and endometrial cancer.

6.Viruses:

Viruses may act as cofactors in the development of some malignant diseases. There may be a possible role of hepatitis B virus in human primary liver cancer. Human papillomavirus and the Epstein Barr virus are considered oncogenic.

7.Stress

Stress may cause damage to the thymus gland, and the immune system and hormonal effects mediated through the hypothalamus, pituitary and adrenal cortex. This may provide the neurologic currency that converts anxiety to malignancy (Cancer research UK 2021).

8.Age

The risk of developing colorectal cancer increases with age. The incidence is 6 times higher among persons aged 65 years and older than in comparison to persons aged 40-64 years. Increasing risk of cancer with age reflects the accumulation of critical genetic mutations (Cancer research UK 2021).

Concept of Colorectal Cancer

According to Federici, Rossi, Bartolozzi, et al (2005), colorectal cancer is the third most common type of cancer in oncologic pathology. Currently, it is the most common malignant cancer in the gastrointestinal tract, representing 13% of all malignant tumors, and it is considered the second most common cause of death related to cancer affecting men as women in the same manner worldwide, developed and undeveloped countries, and it is expected to overcome the mortality rate of heart diseases in the coming years. It is a prevalent disease in those aged 65-74, with a higher prevalence in women. However, this pathology is diagnosed more frequently in younger patients, due to risk factors such as obesity, sedentarism, bad nutritional habits (high in fats and proteins), smoking, and the progressive aging of the population. In patients with colorectal cancer, the clinical presentation depends on the location, size, as well as the presence or absence of metastases (Federici, Rossi, Bartolozzi, et al 2005). The clinical presentation includes symptoms such as abdominal pain, alteration of chronic bowel habits, changes in bowel movements, involuntary weight loss, nausea, vomit, malaise, anorexia, and abdominal distensión. Distal cancers cause evident rectal bleeding in comparison to proximal cancer that can give mixed blood with stool, so it tends to occulted and in consequence, anemia may be presented as secondary sign. Among the unusual clinical findings we can find a peripheral lymphadenopathy especially the Virchow lymph node in the left supraclavicular space, and hepatomegaly from hepatic metastases, as well as loss of the muscular mass by cachexy. The carcinogenic models of the colorectal cancer models on colorectal cancer carcinogenesis include the suppressor or classic pathway, and it also include a mutator or alternative pathway. The first one is known as the pathway of chromosomal instability following a pattern of progression of adenoma present in 80% of sporadic colorectal cancer, and the second is known as the pathway of microsatellite instability where there are a wide range of mutations of genes that are present in 20% of sporadic cancer and 80% of hereditary colorectal cancer mainly by the APC 60%, p53 70%, DCC 70%, KRAS 40% y BAX 50% (Federici, Rossi, Bartolozzi, et al 2005).
Colorectal cancer usually starts as polyp in the intestinal mucosa, however it can also exist as an initial benign lesion called adenoma that has the ability to transform into a malignant lesion depending on its histological presentation, and its size, of which 60% of cases are simple adenoma, and 40% are multiple adenomas. 24% of the patients with untreated polyps will develop cancer.8 Presently, it is classified under the Astler-coller-Dukes system or TNM system established by The American Joint Committee on Cancer. Which represents the stage of the colorectal cancer by categories. The letter T represents the spread of propagation extension through the layers of the colonic or rectal wall, the letter N indicates if there is presence in the lymph node, and M indicates metastasis in distant organs (Federici, Rossi, Bartolozzi, et al 2005).

Epidemiology of Colorectal Cancer

According to Janda, Stanton, Hughes (2003), Epidemiology and Final Results program, in the United States there were an estimated of 132,700 new cases of colorectal cancer in 2015. This represents 8% of all the new cases of cancer, and there were an estimated of 49,700 deaths from this disease, with a mortality rate of 8.1/100.000 habitants. Which mainly affects developed regions (25.1/100.000 habitants), while the rate is significantly inferior in undeveloped regions (3.9/100.000 habitants). However, a gradual decline in the incidence has been observed, which reflects the increase of early detection by colonoscopy with removal of precancerous lesions in adults from 50 to 75 years of age. The use of colonoscopy increased from 19.1% to 54% in 2013. In the last report of GLOBOCAN 2012, colorectal cancer was reported as the third most common in men with 1361,000 cases representing 10% of all cancers, and it is the second most common type of cancer in women with 614, 000 cases representing 9.2% of all cancers. The occurrence for both genders oscillate in 1361,000 cases with a mortality of 694,000 (8.5% of all cancers) which is inferior with more deaths (52%) in the less developed regions of the world (Janda, Stanton, Hughes 2003). The INEGI reported 74,685 deaths from cancer in 2010 (13% of the deaths in Mexico) from which 5.4% are cause by colorectal cancer. Colorectal cancer may be caused by sporadic or non-hereditary related to mutation errors in DNA, transcriptional silencing of suppressor tumor genes, genes involved in the control of the cellular cycle, repair, and apoptosis or genetic in origin related to mutations in suppressor gene tumors such as APC, DCC, BRAF,PIK3CA, AKT, and TP53 or the presence oncogenes as K-RAS and CTNNB1.As well as chromosomal anomalies, gene mutations, epigenetic changes involving proliferation, differentiation, apoptosis and angiogenesis are also causes. However, it is currently considered biomarker that predicts the response to therapy through EGFR. Sporadic colorectal cancer, by activating the oncogene K-RAS located on chromosome 12 shows mutation mainly in codon 12 and 13 (95% of the mutations) and just 5% of the mutations are in codons 61,146, 154, these mutations are mainly observed in patients with metastasis. Associations with 12 codon present mucinous type cancer mutations, while mutations in codon 13 are related to non-mucinous cancer, however this type is more aggressive with higher metastatic rate. A KRAS mutation can be considered as bad prognosis mainly in the codon 13, and is also considered to be a biomarker that predicts the response to therapy through EGFR. The genetic mechanism begins with an inactive mutation of the tumor suppressor gene APC, which is responsible for familial adenomatous polyposis, and approximately 85% of colorectal cancer without hereditary relationship (Janda, Stanton, Hughes 2003). Some of the adenocarcinomas develop after a mutational activation of the B-catenin (CTNNB1) regulated by APC, or by a second mechanism initiated by the inactivation of a family of tumor suppressor genes involved in the repair of the DNA. These genes are known as MMR genes or Mismatch including the human homolog mutS (MSH2), the human homolog 1 Mutl, (MLH1), and the posmeiotic segregation gene increased type 2 (PMS2) including both in hereditary affections as well as sporadic colorectal cancer. Mutations always occur in specific ways, first those that affect the APC gene followed by those that affect the RAS gene. Changes in TP5, the suppressor tumor gene is affected in 50% of the cases and it tend to appear more towards at the end of the sequence. In the somatic alterations, it can affect the glicoproteic signal pathway WNT/B-catenin that is associated with cellular proliferation, tissue homeostasis, and its mutation is associated to human diseases such as congenital malformations, cancer, osteoporosis, and is found in 95% of patients with colorectal cancer. The rs59336 allele located in the intron of the TBX3 gen of the WTN/B catenin pathway has been associated with an increase risk in developing colorectal cancer (Janz, Wren, Schottenfeld, Guire 2003).

Risk Factors Of Colorectal Cancer

Among the risk factors related to developing colorectal cancer, which is estimated that 35% can be explained by hereditary factors. Nevertheless, family history has great relevance for risk of colorectal cancer, as well as colon or rectal cancer, hereditary diseases such as familial adenomatous polyposis, hereditary colon cancer without polyposis which is known as Lynch syndrome. It is associated with gene mutations implicated in the pathway of repair of bad DNA coupling/ mating (MMR, mismatch repair) specifically MLH1, MSHS2, MSH6, and PMS2. The mutations in MLH1 and MLH2 are majority about 90% of the mutations found in families of hereditary colon cancer with or without polyposis. However APC germinal online mutations, repair MTHYU, SMAD4, BMPR (Alq3), STK11, represent less than 5% of all cases of colorectal cancer. It is estimated that these genetic syndromes represent about 10% of all cases of colorectal cancer; however about 25% of cases the familial history contributes to an increased risk of developing colorectal cancer in the absence of these genetic syndromes (Janz, Wren, Schottenfeld, Guire 2003). Factors such as history of ulcerous colitis, Chron’s disease, personal history of polyposis, colon, rectal, ovarian, endometrium, breast cancer, and diabetes mellitus are related to a 30-50% greater risk of developing colorectal cancer, and about 75% of the malignant tumors of the colon and rectum are presented without related any of these risk factors; The relationship between hyperplastic polyposis and cancer is controversial. Adenomatous polyps are common in adults which are over 50 years old, but most polyps will not turn malignant. Its histology and size determine its clinical relevance. Risk factors for malignancy in hyperplastic polyps include polyp size equal to or above 10mm, or dysplasia, right colon localization. A focus of an adenoma within the polyp (mixed polyp hyperplastic- adenomatous); in which the presence of more than 20 hyperplastic polyps in the colon, and familial history of colon cancer. In a period of a clear evolution between 10-

15 years with define stages, iniciating as a minor dysplasia that progresses depending on the genetic modifications to moderate or severe. The dissemination pathways is determined by either hematic or lymphatic, which defines the speed of growth and the time of evolution of the disease, however there have been reported cases of implantation by surgical manipulation after a laparoscopic colectomy. The adenomatous polyps are common in adults over 50, but most of the polyps will not turn malignant. The histology and size will determine its clinical relevance. The risk factors for a hyperplastic polyp to turn malignant includes size equal to or above to 10mm, dysplasia, location in the right colon, a focus of adenoma inside another polyp (mixed hyperplastic- adenomatous polyp), presence of more than 20 hyperplastic polyps in the colon, and familial history (Janz, Wren, Schottenfeld, Guire 2003). It develops with a clear evolution between 10-15 years starting as mild dysplasia that progresses depending on the genetic modifications to moderate or severe. The dissemination pathways are either hematic or lymphatic, and defines the growing rate and the time of progression of the disease; however cases have been reported of surgical implantation following a laparoscopic colectomy. The adenomatous polyps are common in adults over 50, but most of the polyps will not turn malignant. The histology and size will determine its clinical relevance. The risk factors for a hyperplastic polyp to turn malignant includes size equal to or above to 10mm, dysplasia, location in the right colon, a focus of adenoma   inside   another   polyp   (mixed   hyperplastic- adenomatous polyp), presence of more than 20 hyperplastic polyps in the colon, and familial history. It develops with a clear evolution between 10-15 years starting as mild dysplasia that progresses depending on the genetic modifications to moderate or severe (Janz, Wren, Schottenfeld, Guire 2003). The dissemination pathways are either hematic or lymphatic, and defines the growing rate and the time of progression of the disease; however cases have been reported of surgical implantation following a laparoscopic colectomy.

Protecting Factors

According to Wong (2013), the ingestion of non-steroidal anti-inflammatory drugs reduce the risk of colorectal cancer, however the molecular basis have demonstrated, which regulates the overexpression of the receptor of the epidermal growth Factor (EGFR), which is overexpressed in the 80% of the cases colorectal cancer, as an early event in colorectal tumorigenesis. The overexpression of the cyclooxygenase 2 (COX-2) triggers the activation of the transcription factor of the c-Jun dependent protein activator 1 (AP-1) that binds to the promoter of EGFR; therefore selective COX-2 inhibitors can be used as quimiopreventive activity against colorectal cancer. However, it has been demonstrated that dietary high fiber ingestion is a factor of prevention against colorectal cancer and other tumors, as well as high consumption of fruits and vegetables, however, no association has been found for colorectal cancer, or association for separate ingestion of fruits and vegetables. The variety in consumption was not associated with a decrease in the risk of colon cancer, but if there is an increased with a high in the variety in fruit consumption reflected in a 41% of higher risk for those who ingest more than 8 different fruits every two weeks (Wong 2013).

Diagnostic Methods

Current screening methods targeting moderate risk populations aged 50 or more include the fecal occult blood test (TSOH) with the high sensibility based on the Guaiac or immunologic test (TSOHi) with an annual periodicity; sigmoidoscopy every 5 years with TSOH every 3 years, or colonoscopy every 10 years.34 Diagnostic methods are largely related to the overlife of a patient with colorectal cancer, however some methods such as fecal occult blood can present in false positive results that coincide in high consumption of red meat, vegetables, and fruits that may contain peroxidase versus persons with no bleeding condition that ingest vitamin C may result in a false positive test. Despite this, technology has enable the development of techniques such as PCR, which allows to identify biological genetic markers by doing its specific test, and its purpose is to identify mutations in specific gene related to colorectal cancer. Currently for the identification of colon and colorectal cancer concentrations of the homebox duodenal pancreatic transcription factor (PDX-1) in the development and proliferation of pancreas whose levels increase mainly in malignant cancer that of the pancreas, breast, colon, prostate, renal and metastasis versus low levels in primary tumors or null levels in healthy colon tissue, therefore it is considered biomarker in colorectal cancer (Janz, Wren, Schottenfeld, Guire 2003).

The hypoalbuminemia would constitute a simple and significant marker of bad prognosis, other tests such as sigmoidoscopy which present improvements day by day where 65-75% of adenomatous polyps, and 40%-65% of the colorectal cancers are within reach of sigmoidoscopy; however about 50% of the advance adenomas (>1cm) and proximal colon cancer were undetectable in this method. Although it is the only technique that is of scrutiny, diagnosis and therapeutic management of the colon is a procedure that implies a higher cost, risk and discomfort for the patient compared to other tests.38 Notwithstanding, the overexpression of proteins and genetic factors, they can currently be considered as markers of patient bad prognosis factors such as high levels of mRNA and paxiline in colorectal cancer related to the histological tumor grade, tumor sizes, clinical TNM stage and remote metastases where it is shown that the prognosis of the patients with high level of paxiline was unfavorable versus low expressions of paxilline as well as shows a Pre-treatment hypoalbulinemia (<3,5 g/dl ) that is related independently with a lower survival after resection. Both globally and in colorectal cancer stage II plus hypoalbunemia, so to confirm these results the hypoalbuminemia would constitute a simple and significant marker of bad prognosis, available from the time of diagnosis (Wong 2013).

Survival to 5 Years

Survival or survivorship is a value that predicts a patient’s prognosis; to 5 years refers to the percentage in which a patient lives at least five years after the diagnosis of cancer; taking in to account the type and stage of the cancer, as well as particular factors in the treatment administrated (the genomic modifications of the cancer cells as well as the individual and their biological variability). The 5-year and 10-year relative survival rates for persons with colorectal cancer are 65% and 58%, respectively.41 It is to say those patients who survive more than 5 years, after the diagnosis of colorectal cancer without taking into account age, histological type, or stage of the disease. In a study conducted by Wulaningsih et al. in patients diagnosed with cancer, it shows an inversely proportional relation to the levels of LDH (enzyme lactate dehydrogenase) and the survival is to say they were compared with the pre-diagnostic LDH levels, increasing the risk of death from prostate, lung, gastroesophagal, gynecologic and colorectal cancers, while high intervals near the diagnostic period are related with the overall and specific mortality of the cancer.42 The survival of patients diagnosed with colon, rectal and colorectal cancer is variable according to the type and stage. Patients which got stage IIIA or IIIB cancer have a better survival than those patients whose got stage II B cancer, patients so much so that survival in rectal cancer was better for some patients with stage III cancers than for some in stage II cancers. However in the study of Dobras et al; It shows a worse survival for patients in stage III with mutation in KRAS that in those patients with KRAS type wild IE without mutation in the oncogene, another of the genes related to survival is the expression of the gene KISS1 and KISSR which shows a direct proportional correlation with the survival of colorectal to greater expression of the same survivability increases 44.3 and 39.3 to 45.8 and 42.2% respectively. with the Gene expression the survival rate increases from 44.3 and 39.3% to a 73.7 and 67.9% respectively. Patients with low levels of KISS 1 showed in patients a remote metastasis; statistically significant., therefore KISS 1 could be a promising prognostic and therapeutic marker in colorectal cancer.43 As a leading cause of death in these patients approximately 50-60% of the patients diagnosed will develop metastasis. In general the five- years lifespan varies from 65% in the United States, 55% in other developed countries, 14% in Africa, and 39% in developing countries. Survival ranges are significantly different by stage, 90% for localized disease, 68% for regional disease with lymphatic affection, and 10% for disseminated disease related to the early detection unlike other types of cancer in which the size of the tumor does not affect the prognosis of the disease; however the increase in the mortality rate is justified in the increase of the life expectancy in the population, in the relation of the increase of genetic alterations due to greater susceptibility to carcinogenic, immunosuppression and comorbidity of the patients which explains the greatest risk of developing colorectal cancer.33 Mortality rates are variable in terms of gender, with a very slight prevalence of female sex, in colon cancer (51 vs 49%), and male sex in colorectal cancer (53 vs 46), mainly by liver metastases as a leading cause of death in these patients.2 Approximately 50-60% of the patients diagnosed will develop metastasis. Survivors may also suffer from bladder dys-function, sexual dysfunction, and negative body image (Wong 2013).

Treatment of Colorectal Cancer

Stage 0 cancer can be treated by removing cancer cells by colonoscopy. For stage I, II and III Cancer, it is necessary to perform surgery using radical colectomy of the segment involved with margins > 5 cm., lymphadenectomy to the root of the nutrient vessel (minimum 12N), suspicious ganglion biopsy outside the resection field. It has been demostrated that the laparoscpic approach is as safe as the traditional open approach for colorectal cancer.48 In patients with metastases in distal organs the addition of irinotecan to Fluorouracil and Leucovorin was demostrated prolongs survival in patients and was considered the new first-line standard therapy for this disease in patients with stage III cancer receive complementary chemotherapy after surgery for 6 to 8 months, improving symptoms and prolonging survival in people with stage IV cancer primarily(Sessa, Abbate, Giuseppe, Angelillo 2008). The 5-Fluoracil continues to be the cytostatic mostly used in the treatment of colon cancer, those who make use of it or at least approach the fulfillment of the therapeutic standard, achieve better percentages of survival. Currently, the role of an antibody variant called Bevacizumab (Avastin) approved by the US Food and Drug Administration (FDA) has been studied by lowering vascular endothelial growth factor (VEGF), the main angiogenesis regulator, produced by normal and neoplastic cells 50 Preclinical trials have shown that a human monoclonal antibody against VEGF can inhibit the the growth of xenografts of human tumors (Sessa, Abbate, Giuseppe, Angelillo 2008).

In addition, to its direct antiangiogenic direct effects becacizumab can improve direct antioantiangiogenic and may also improve the delivety of chemotherapy by alterating the tumor vasculature and lowering elevated interstitial pressure in the tumors.52 The addition to bevacizumab to IFL improved the global survival; compared to only IFL the IFL regime plus bevacizumab increases progression-free survival from a median of 6.2 months to 10.6 months, the overall response rate of 34.8 to 44.8% and the average response duration of 7.1 months to 10.4 months by means of the primary (becacizumab) mechanism of tumor growth inhibition rather than citoreduction.53 However the use of IFL with or without bavacizumab increase in the incidence of thrombosis, hemorrhage, proteinuria, and hypertension (Sessa, Abbate, Giuseppe, Angelillo 2008). Radiotherapy is usually used in combination with chemotherapy for stage III rectal cancer patients, indicated in those cases where the margin of surgical resection is compromised, as in the case of adherence or infiltration to neighboring organs or the retroperitoneal space. However patients with stage IV colorectal cancer that has disseminated  to the liver, it should be taken into account, the various therapeutic approaches targeted specifically to the affected organs including ablation, chemotherapy or radiotherapy, cryotherapy or surgery. Patients with metastases present active the KRAS oncogene showing resistance to treatment with anti-EGFR antibodies, so you will have to perform an evaluation of the KRAS (mutated or normal) for anti-EGFR therapy: approximately 30-050% of patients with colorectal cancer are known with mutated KRAS, which could indicate that > 50% of patients would respond to anti-EGFR therapy, however, only 40- 60% of these patients will respond, patients with mutated KRAS denote a decrease in survival compared to patients with wild type KRAS without activation of the oncogene (Sessa, Abbate, Giuseppe, Angelillo 2008).

Teachers Knowledge and awareness of CRC signs and symptoms

In a recent study carried out by Abbate (2017), 27.2% of the participants who were all teachers agreed that anal bleeding is sign CRC while 25.9% did not agree and 46.9% did not know if anal bleeding is sign of CRC or not. Positive response for a change in bowel habit was 34.1%. Regarding abdominal pain, anal pain, and feeling incomplete stool passage, the responses were as follows, respectively: 34.1% yes, 22.9% no, and 43.1% did not, 13.1% yes, 37.6% no, and 49.3% did not, and 15.5% yes, 30.2% no, and 54.2% did not. For abdominal lump it was 44.1%.Only 20.4% of the teachers responded that tiredness and anemia can be a sign of CRC. Positive response for unexplained weight loss was 42.2%. Considering bowel piles, 11.2% of the teachers responded that bowel piles is associated with CRC while 48.8% disagreed and 40.1% did not.

Health belief theory By Hochbaum, Rosenstock 1950s
The HBM is founded on the expectancy–value theory, which states that a person's values and expectations drive motivation. The HBM is one of the most widely used models in health behavior research and practice, and it was created to explain and predict health-related behaviors (Strecher,2015). It suggests that people's perceived susceptibility (i.e., beliefs about their risk of contracting a health condition), perceived threat (feelings about the seriousness of contracting an illness from a carelessly disposed medical waste ), perceived benefits of taking health action and barriers to action, and perceived self-efficacy can predict people's engagement (or lack of engagement) in health-promoting behavior. Significant differences in knowledge, perceived susceptibility, benefits, self-efficacy, and cues to action were found to be the reason colorectal cancer is prevalent, indicating that the HBM may be useful in predicting health issues resulting lack from cancer screening and late diagnosis. 

2.3
EMPIRICAL REVIEW

A study on Colorectal cancer: a review by Granados-Romero (2017) revealed that Colorectal cancer (CCR) is the third most common cancer worldwide in men and women, the second largest cause of death related to cancer, and the main cause of death in gastrointestinal cancer. The risk of developing this cancer is related to bad alimentary habits, smoking, intestinal inflammatory disease, polyps, genetic factors, and aging. Of the patients that are diagnosed with colorectal cancer 90% are older than 50, with a median age of 64 years; however, the disease is more aggressive in patients that are diagnosed at younger ages. According to the American Cancer Association, it was accounted for more than 49,700 deaths in 2015. The goal is to reduce the mortality rate with early diagnosis and treatment. Currently, the survival rate is used to predict a patient’s prognosis. The patient is considered to have a positive familial history if a first-degree relative has been diagnosed with colorectal cancer or colonic polyps before the age of 60, or also if two or more first-degree relatives have been diagnosed with cancer or polyps at any age. There are several methods for detecting colorectal cancer, such as the guaiac test, immunochemical test of stool, DNA stool test, sigmoidoscopy, colonoscopy, and barium enema. The stage in which the cancer is detected determines the prognosis, survival, and treatment of the patient. Provide a review about generalities, genetic basis, risk factors, protective factors, clinical course, diagnostic methods, therapy and survival in colorectal cancer. Conducted research from different databases such as PubMed, Medline, MedScape, on the definition, genetic factors, classification, risk factors, protective factors, diagnostic methods, epidemiology, survival and treatment of colorectal cancer. Articles from 2000 to 2017 were included using the following keywords.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

In this chapter, we described the research procedure for this study. A research methodology is a research process adopted or employed to systematically and scientifically present the results of a study to the research audience viz. a vis, the study beneficiaries.

3.1 Research Design

Research designs are perceived to be an overall strategy adopted by the researcher whereby different components of the study are integrated in a logical manner to effectively address a research problem. In this study, the researcher employed the survey research design. This is due to the nature of the study whereby the opinion and views of people are sampled. According to Singleton & Straits, (2009), Survey research can use quantitative research strategies (e.g., using questionnaires with numerically rated items), qualitative research strategies (e.g., using open-ended questions), or both strategies (i.e. mixed methods). As it is often used to describe and explore human behaviour, surveys are therefore frequently used in social and psychological research.
3.2 Population of the Study

According to Udoyen (2019), a study population is a group of elements or individuals, as the case may be, who share similar characteristics. These similar features can include location, gender, age, sex or specific interest. The emphasis on study population is that it constitutes individuals or elements that are homogeneous in description. 

This study was carried out to examine the awareness and perception of colorectal cancer screening among teachers in selected secondary schools in Eti-Osa Local Government Area Of Lagos State. Hence, the population of this study covers teachers in the selected secondary schools in Eti-Osa Local Government Area Of Lagos State. 
3.3 Sample Size Determination

A study sample is simply a systematic selected part of a population that infers its result on the population. In essence, it is that part of a whole that represents the whole and its members share characteristics in like similitude (Udoyen, 2019). In this study, the researcher adopted the convenient sampling method to determine the sample size. 
3.4 Sample Size Selection Technique And Procedure

According to Nwana (2005), sampling techniques are procedures adopted to systematically select the chosen sample in a specified away under controls. This research work adopted the convenience sampling technique in selecting the respondents from the total population.   
In this study, the researcher adopted the convenient sampling method to determine the sample size. Out of the entire teachers in the selected secondary schools in Eti-Osa Local Government Area Of Lagos State, the researcher conveniently selected 53 participants as sampled size for this study. According to Torty (2021), a sample of convenience is the terminology used to describe a sample in which elements have been selected from the target population on the basis of their accessibility or convenience to the researcher.
3.5 Research Instrument and Administration

The research instrument used in this study is the questionnaire. A survey containing series of questions were administered to the enrolled participants. The questionnaire was divided into two sections, the first section enquired about the responses demographic or personal data while the second sections were in line with the study objectives, aimed at providing answers to the research questions. 
Participants were required to respond by placing a tick at the appropriate column. The questionnaire was personally administered by the researcher.
3.6 Method of Data Collection

Two methods of data collection which are primary source and secondary source were used to collect data. The primary sources was the use of questionnaires, while the secondary sources include textbooks, internet, journals, published and unpublished articles and government publications.
3.7 Method of Data Analysis

Research question the mean scores and simple percentage tables. 

In analyzing the data collected, the four-point rating scale will be given values as follows:

SA = Strongly Agree

4

A = Agree


3

D = Disagree


2

SD = Strongly Disagree
1

Decision Rule:

To ascertain the decision rule; this formular was used

	4+3+2+1 =10

      4           4


Any score that was 2.5 and above was accepted, while any score that was below 2.5 was rejected. Therefore, 2.5 was the cut-off mean score for decision taken. 

3.8 Validity of the Study

Validity referred here is the degree or extent to which an instrument actually measures what is intended to measure. An instrument is valid to the extent that is tailored to achieve the research objectives. The researcher constructed the questionnaire for the study and submitted to the project supervisor who used his intellectual knowledge to critically, analytically and logically examine the instruments relevance of the contents and statements and then made the instrument valid for the study.
3.9 Reliability of the Study

The reliability of the research instrument was determined. The Pearson Correlation Coefficient was used to determine the reliability of the instrument. A co-efficient value of 0.68 indicated that the research instrument was relatively reliable. According to (Taber, 2017) the range of a reasonable reliability is between 0.67 and 0.87.
3.10 Ethical Consideration

The study was approved by the Project Committee of the Department.  Informed consent was obtained from all study participants before they were enrolled in the study. Permission was sought from the relevant authorities to carry out the study. Date to visit the place of study for questionnaire distribution was put in place in advance.

CHAPTER FOUR

DATA PRESENTATION AND ANALYSIS

1 INTRODUCTION

This chapter presents the analysis of data derived through the questionnaire and key informant interview administered on the respondents in the study area. The analysis and interpretation were derived from the findings of the study. The data analysis depicts the simple frequency and percentage of the respondents as well as interpretation of the information gathered. A total of fifty-three(53) questionnaires were administered to respondents of which fifty (50) were returned and validated. This was due to irregular, incomplete and inappropriate responses to some questionnaire. For this study a total of  50 was validated for the analysis.

4.2
DATA PRESENTATION

The table below shows the summary of the survey. A sample of 53 was calculated for this study. A total of 50 responses were received and validated. For this study a total of 50 was used for the analysis.

Table 4.1: Distribution of Questionnaire

	Questionnaire 
	Frequency
	Percentage 

	Sample size
	53
	100

	Received  
	50
	78.57

	Validated
	50
	71.43


Source: Field Survey, 2021

Table 4.2: Demographic data of respondents

	Demographic information
	Frequency
	percent

	Gender
Male
	
	

	
	18
	36%

	Female
	32
	64%

	Age
	
	

	20-30
	24
	48%

	30-40
	18
	36%

	41-50
	08
	16%

	51+
	0
	0%

	Education
	
	

	HND/BSC
	30
	60%

	MASTERS
	12
	24%

	PHD
	08
	16%

	Marital Status
	
	

	Single
	21
	42%

	Married
	26
	52%

	Separated
	3
	6%

	Divorced
	0
	0%

	Widowed
	0
	0%


Source: Field Survey, 2021
4.2
ANSWERING RESEARCH QUESTIONS
Question 1: Are teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer?
Table 4.3:  Respondent on question 1

	Options
	Frequency
	Percentage

	Yes
	26
	52

	No
	13
	26

	Undecided
	11
	22

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 52% of the respondents said yes, 26% said no. while the remaining 22% were undecided.

Question 2: What is the level of awareness of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state?
Table 4.4:  Respondent on question 2

	Options
	Frequency
	Percentage

	High
	15
	30

	Low
	20
	40

	Undecided
	15
	30

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 30% of the respondents said high, 40% of the respondents said low, while the remaining 30% were undecided.

Question 3: What is the perception of teachers towards colorectal cancer screening?
Table 4.5:  Respondent on question 3

	Options
	Frequency
	Percentage

	Positive
	24
	48

	Negative
	14
	28

	Undecided
	12
	24

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 48% of the respondents said positive, 28% of the respondents said negative, while the remaining 24% were undecided.

Question 4: Do teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening?
Table 4.6:  Respondent on question 4

	Options
	Frequency
	Percentage

	Yes
	22
	44

	No
	13
	26

	Undecided
	15
	30

	Total
	50
	100


Field Survey, 2021

From the responses obtained as expressed in the table above, 44% of the respondents said yes, 26% said no. while the remaining 30% were undecided.

Question 5: What are the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state?
Table 4.7: Mean Responses on the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state.
	S/N
	ITEM STATEMENT
	SA

4
	A   3
	D   2
	SD  1
	X
	S.D
	DECISION

	1
	Procrastination
	21
	22
	04
	03
	3.2
	2.55
	Accepted

	2
	Lack of symptoms
	23
	17
	05
	05
	3.0
	2.57
	Accepted

	3
	Lack of awareness
	26
	21
	03
	0
	3.3
	2.55
	Accepted

	4
	Inadequate screening machines
	20
	25
	05
	0
	3.2
	2.55
	Accepted

	5
	Inadequate screening centres
	18
	23
	05
	04
	2.9
	2.57
	Accepted

	6
	No recommendation from a doctor
	21
	25
	04
	0
	3.2
	2.55
	Accepted


Source: Field Survey, 2021

In table 4.7 above, on the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state, the table shows that all the items (item1-item6) are accepted. This is proven as the respective items (item1-item6) have mean scores above 2.50.

CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS:

5.0 Introduction

This chapter summarizes the findings into the awareness and perception of colorectal cancer screening among teachers in selected secondary schools in Eti-Osa Local Government Area Of Lagos State. The chapter consists of summary of the study, conclusions, and recommendations. 

5.1 Summary

In this study, our focus was on the awareness and perception of colorectal cancer screening among teachers in selected secondary schools in Eti-Osa Local Government Area Of Lagos State. The study is was specifically carried out to determine whether teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer, determine the level of awareness and perception of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state, determine whether teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening, and examine the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state.
The study adopted the survey research design and randomly enrolled participants in the study. A total of 50 responses were validated from the enrolled participants where all respondent were teachers in selected secondary schools in Eti-osa local government area of Lagos state.
5.2 Conclusion

Based on the findings of this study, the researcher concluded that;

Teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer.

The level of teachers awareness of colorectal cancer screening in Eti-osa local government area of Lagos state is low. However teachers has positive attitude towards it.

Teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening.

The challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state comprises of procrastination, lack of symptoms, lack of awareness, inadequate screening machines, inadequate screening centres, and no recommendation from a doctor.

5.4
Recommendation

Based on the responses obtained, the researcher proffers the following recommendations:

Enhancement of colon cancer knowledge among teachers is recommended using health education campaign in Lagos state.

The health promotion units should also be resourced to handle promotional activities and programs through in-service trainings in providing informative education to help improve the level of awareness about colorectal cancer screening among public.
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APPENDIXE

QUESTIONNAIRE

PLEASE TICK [√] YOUR MOST PREFERRED CHOICE(S) ON A QUESTION.

SECTION A

PERSONAL INFORMATION

Gender

Male [  ]


Female [  ]

Age 

20-30

[  ]

31-40

[  ]

41-50   [  ]

51 and above [  ]

Educational level

BSC/HND
[  ]

MSC/PGDE
[  ]

PHD


[  ]

Others……………………………………………….. (please indicate)

Marital Status

Single

[  ]

Married 
[  ]

Separated 
[  ]

Position

Junior Staff
[  ]

Senior Staff
[  ]

SECTION B

Question 1: Are teachers in Eti-osa local government area of Lagos state are aware of colorectal cancer?

	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 2: What is the level of awareness of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state?

	Options
	Please Tick

	High
	

	Low
	

	Undecided
	


Question 3: What is the perception of teachers towards colorectal cancer screening?
	Options
	Please Tick

	Positive
	

	Negative
	

	Undecided
	


Question 4: Do teachers in Eti-osa local government area of Lagos state undergo colorectal cancer screening?
	Options
	Please Tick

	Yes
	

	No
	

	Undecided
	


Question 5: What are the challenges of colorectal cancer screening among teachers in Eti-osa local government area of Lagos state?
	S/N
	ITEM STATEMENT
	SA
	A  
	D  
	SD  

	1
	Procrastination
	
	
	
	

	2
	Lack of symptoms
	
	
	
	

	3
	Lack of awareness
	
	
	
	

	4
	Inadequate screening machines
	
	
	
	

	5
	Inadequate screening centres
	
	
	
	

	6
	No recommendation from a doctor
	
	
	
	


=  2.5








