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Abstract

Worldwide 31% of cancers in women are in the breast or uterine cervix. Cancer of the uterine cervix is one of the
leading causes of cancer death among women. The estimated new cancer cervix cases per year is 500.000 of which
79% occur in the developing countries, where it is consistently the leading cancer and there are in excess of 233.000
deaths from the disease. The major risk factors for cervical cancer include early age at first intercourse, multiple
sexual partners, low socioeconomic status, HSV, HPV infection, cigarette smoking and extended use of oral
contraceptives. Well organized and applied public education and mass screening programmes can substantially
reduce the mortality from cervical cancer and the incidence of invasive disease in the population. Women who are
health conscious are more likely to have used screening services (mammogram, pap-smear test) and performed
breast-self examination and genital hygiene. There are both opportunities and burdens for nurses and midwives
working in primary health care settings. This is a prime example of a role of public education in cancer prevention
with reference to population-based cancer screening programs.
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Epidemiology cancers are, in terms of new cases breast (1.050 million)
and cervix uteri (471.000), and in the terms of deaths, breast
In developed countries, breast cancer is the mo€870.000) and cervix uteri (233.000). Malignancies of the
common in women, whereas cancer cervix occupies the t@enital tract constitute approximately 20% visceral cancer
rank among cancer in women in developing (WHO/IARC,n women. The numbers and the rankings of cancer types
2001; Shanta et al. 2000). Worlwide, cervical cancer is thare quite different (WHO/IARC, 2001).
second most common cancer and the major cause of cancerThe mortality data for cervical cancer are not very
deaths among women (Ghim et al.,2002; WHO/IARCjnformative, given the large number of deaths certified as
2001;GLOBOCAN, 2000). “uterus, not otherwise specified (NOS)". It must also be
There is geographical variations in cancer occuranceoted the deaths certified as “cervix uteri” (WHO/IARC,
(WHO/IARC, 2001). Asian, Eastern Europe, sub-Saharah993). Several studies have shown that there are often
Africa, and Latin American countries, it accounts for aconsiderable inaccuracies in mortality statistics based on
considerably greater percentage (WHO/IARC, 2000¢ertification of cause of death (e.g. Heasman &Lipworth,
GLOBOCAN 2000). The rates are generally higher in urbad 966; Puffer&Wynne-Griffith, 1967; at al.; Percy et al.,
than rural population. Rates are also related to marital statut®81) (WHO/IARC, 1986; WHO/IARC 1991).
higher in married women than in single, and higher inwidow The epidemiologic features associated with cancer of the
or divorced women than in married (Eisner et al.,1995¢ervix in women are low socioeconomic status, early age at
WHO/IAC 1986). the first intercourse, and multiple sexual partners, besides
Figure 1 shows number of cases and deaths worldwidgher risk factors such as age, ethnicity, multiparity, cigarette
by sex and cancer site. Among women the most commamoking and extend use of oral contraceptives, point to a
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Figure 1. Numbers of Cases and deaths worldwide, by Cancer Sitgom: WHO/IARC Biennial Report (2000-2001), Lyon

2001

venereal pattern of etiology ( Shanta et al., 2000; Cuzick &f death behind the cardiovascular diseases (44.52%)
al., 1996; Kjellberg et al., 2000). Oral contraceptives mayaccording to the statistical results of 1996. In women, the
contribute to the increase in risk through an interaction wittincidence of the cervix cancer is placed as 0.95 per 100.000
HPV infection (Kjellberg et al., 2000; Madeline et al., 2001).among the most frequent ten cancers in Turkey (Table 1).

In Turkey, cancer (13.11%) is the second leading causé/e have many studies on cervical cancer from the early

Table 1. The Most Frequent Ten Cancers in Turkey

(Females-1999)

diagnosis-screening to the palliative care but we have not
yet reached the national statistical results analysed from
population-based cancer registries except the Izmir Cancer
Registry (KIDEM) statistics. Izmir Cancer Incidence Project

hcidenceiCIP, 1992- is the first population-based study on cancer in

Organ Cases Percentage

Breast 2390 24710 7.32
Stomach 693 6.99 2.12
Skin 684 6.90 2.10

Ovary 556 5.61 1.70
Colon 419 4,22 1.28

Lung 404 4.07 1.24

Bone Marrow 391 3.94 1.20
Rectum 381 3.84 1.17
Brain 349 3.52 1.07

Cervix 310 3.13 0.95

Other 3342 33.69 10.24
Total 9919 100.00 30.38

* Per 100,000
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Turkey organized by “The Ministry of Health, Department
of Cancer Control” in collaboration with WHO/IARC. It is
accepted that all cancers occurring in 1993 and 1994 were
detected and recorded (25.790), and annual incidence rates
were calculated for these yedTable 2).

It's well known that the primary prevention should be
taken all actions aimed to reducing the occurrence of cancer
and also the primary health care centres were not sufficient
to follow recent advances in the science and art of health
education have been applied in practical ways within medical
and other settings for cancer prevention.

In Turkey, The Ministry of Health, Department of Cancer
Control established the “Early Diagnosis and Screening
Centers” in 1995 for the pilot project to control and decrease
the incidence of breast and skin cancers as well as the cervix
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Table 2. Cancer with Top Rank Incidence Rates - Izmir Cancer Incidence Project

Rank Males Females

Site Annual incidence Site al iraidence

rate (*) rate (*)

1. Trachea, bronchii and lungs 61.6 Breast 24.4
2. Skin (except malign melanoma) 11.5 Skin (except malign melanoma) 8.8
3. Larynx 10.6 Corpus uteri 6.4
4, Bladder 11.0 Overii and Fallopian tubes 5.9
5. Stomach 8.0 Cervix uteri 5.4
6. Prostate 5.4 Trachea, bronchii and lungs 5.1

(*) per 100,000 population, age-standardised rates, 1993-1994 data base.

uteri (S.B., 2002). In addition, the health care providerdfue decline (until recently) in the incidence of new cases.
especially the nurses and midwives, who are working a&exual behaviour is very important for cervix cancer in
primary health care centers, have been responsible for tieung women. So, now we need to discuss the early and
public education organized on cancer control program if¢levant information to young women aged 16-21 years,
Turkey. But they are more interested in antenatal carédolescents, and their experience with health care providers
parental education, family planning and etc. than cancébout cytological screening and gynecologic examination
control. So, training centres are essential in order to provide of importance (WHO/IARC, 2001; Cuzick et al., 1996;
courses for the nurses and midwives in practical aspectstvanagh, 1993).

prevention, early diagnosis and screening for cervical cancer The IARC (International Agency for Research on

as well as the breast for women periodically. Cancer) studies in Spain and Colombia were the first
indicating a strong relationship between HPV DNA in the
Histology male penis/urethra and risk of cervical cancer in their wives.

They also showed the HPV DNA among women was
Itis now accepted that squamous-cell cancer of the cendtrongly related to the sexual behavior of husbands ( Shanta
originates from intraepithelial precursors known as dysplasgt al. 2000; Bosch, 1997).
and carcinoma in situ (or, cervical intraepithelial dysplasia- Current information suggest the coexistence of two
CIN). Approximately 80 percent of cervical carcinomas ar&iruses, Herpes Simplex Virus (HSV) type 2 and Human
squamous cancers (Eisner et al., 1995). Papilloma Virus (HPV), as necessary for the induction of
Several follow-up studies have indicated that the greatgtalignant transformation in cervix cancer. The major risk
the degree of dysplasia, the greater the probability ~f

progression to invasive cancer. These precancerous les

of the cervix can be detected by cervical cytology, anc Sdali

large body of observations demostrates that cytologi r

screening, if properly performed, can make a major reduct

in both the incidence and the mortality rates from cervi Marocos

cancer in the whole female population, and that, for =

individual woman, regular screening during adult life c:

greatly reduce her risk (Eisner et al., 1995; WHO/IAR Bari

1990). Tnalans
Mortality rates uterine cancer largely reflect deatl

caused by cancer of cervix because invasive neopla Calamrtia

arising from that site have a considerably poorer PrognCl e Seling e

than do endometrial cancers. Following the change in se;

practices within the last three decades, there has rece Jpan

been an increase incidence and mortality rates of cerv Torad

cancer in several western countries (WHO/IARC, 20(C
Cuzick et al., 1996; Kavanagh 1993).

The decline in mortality from uterine cancer is probak H preva e
due to a combination of three factors; 1. a decrease in uic T o

number of women who still have a uterus because of agure 2. HPV Prevelance in Cervical Cancer Cases and

increase in rates of hysterectomies for nonneoplastiGontrols From:WHO/IARC Biennial Report (1998-199), Lyon
conditions, 2. an increase in cytological screening and 3.2800
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factor squamous cell carcinoma of the uterine cervix isleveloped country. Secondly, there are possibilities for
clearly viral, with a particular role for HPV. The associationsubnational coverage, and such limited programmes should
between HPV and cervical cancer is very strong, indipendebe encouraged to provide data on the applicability of
of other risk factors consistent in several countries. Thiscreening programmes in developing countries (Hakama,
association is strong not only with the most common HP\2000).
types (HPV 16 and 18) but also with the less prevalent types In the World (in North America, Central America, Asia,
(HPV 31, 33, 45, 52, 58, 59). Europe) screening programmes have been in operation for
Data on co-factors that influence progression fromwenty years or more (Zappa et al., 2000). The essential
persistent HPV infection to invasive cervical cancer and oacreen for cervical cancer is Papanicalau smear. The
prevalence of HPV types in women with cervical cancefreguency of examination is somewhat controversial. The
and in normal women are being collected that will provideAmerican College of Obstetricians and Gynecologists
essential backgraound information for planning preventiveeccommend an annual pelvic examination and smear for
strategies using HPV vaccines that are under developmerdnsecutive years. _f normal, the interval may be
Multi-centre case-control study of cervical cancer (2000engthened.The American Cancer Society allows “low risk”
cases and 2000 controld) is sumarized in Figure 2vomen to have smears every 3 years. However, the high-
(Fukushima, 1999; Kalantari et al., 1997; WHO/IARC,risk individual needs an annual examination (high risk is
2000). defined as having sexual intercourse before age 20 or a
The lower prevalences in Spain and Colombia are duastory of more than to sexual partners) ( Kavanagh et al.,
to the lower sensitivity of the early versions of the assayl993)
Among the control group, there is a positive correlation Most patients with cervical cancer are asemptomatic, and
between HPV prevalence and the risk of cervical cancer tases are detected routine pap smear Screening (Eisner et
the respective country. Thus, the control women from Latimal., 1995). For the last 50 years the papanicolau smear test
American and African countries with the highest risk of(PAP test) has been used to screen preninvasie and early
cervical cancer have the highest HPV prevalence, whilmvasive squamous cancer in asymptomatic women. If the
Spain shows the lowest HPV prevalence and risk of cervicBAP smear worked for early detection of invasive disease, a
cancer (Fukushima, 1999; Kalantari et al., 1997; WHOdecrease in cervical cancer mortality was to be expected in

IARC, 2000). screened populations (Lynge, 2000). Results of critical
review of cytological screening for cervical were published
Prevention and Early Detection in 1986. By combining data from 10 screening programs in

eight countries, it was shown that two negative cytological

While it is unrealistic to assume that a nationwidesmears were more effective than one in reducing mortality

cervical cancer screening programme could begin in ftom cervical cancer, and that the protective effect did not
developing country in the near future, two aspects desendecline until three years after a second negative smear. Based

attention. Primary prevention through hygenic measuresn the findings it is generaly believed that screening for

may be more realistic in a developing country than in &ervical cancer every three years is sufficient, after a women

1

Previous screen

2 Previous screens

Incidence

S— 3 Previous screens

Time since last negative screen

Figure 3. Anticipated Incidence Following One or more Negative Smears, by Time Since Last Negative Smear, As-
suming Sensitivity <100% (from Walter& Day, 1983)From: WHO/IACR_UICC, Screening for Cancer of the Uterine Cervix,
Lyon, 1986
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has had two normal smears. Some women, however, do Itis importantin developing countries to encourage the
develop invasive disease soon after an apparently norniategration of different aspects within primary health care.
smear, and studies are needed determine what proportiorFafr special studies, workers, such as social workers, can be
such events are a result of prior false-negative smears anained. Individuals working, in primary health care can also
how many represent a rapidly progressing form of thact as motivators and educators in many programmes,
disease. The concepts are displayed graphically in FigureiBcluding those of cervical cytology (WHO/IARC, 1986;
The IARC study showed that the cumulative rate of invasivBosch, 1997; WHO/IARC, 1993; Hakama, 2000).
cervical cancer in women aged 35-64 could be reduce by Although is necessary and desirable to integrate taking
93.5% with screening every year, by 92.5% with screening smear and the managment of abnormalities within the
every second year, and by 90.8% with screening every thigiéneral health care system, it is probably necessary to set
year, see Table 3. (Lynge, 2000). up special mechanism for the laboratory aspects of cervical
The variation in risk with time since last negative smeagytology. This requires the training of special personnel, such
provides information on the distribution of sorjourn time ofas cytotechnologists, and the avaliability of cytopathologists
the preclinical disease, while variation with the number dfor final opinions ( WHO/IARC, 1990).
negative smears allows the sensitivity of the test estimated It is clear that the cancer of cervix is not well understood
Since the publication of the IARC monograph (Hakama diy women and there is a need for information and
al., 1986)on pap smears efficiancy in 1986, several casenlightenment if women are to apply early in health care or
control studies have been carried out within a process whining centres.
evaluating current screening programmes (Zappa et al., For cervical cancer, data on the protective effect have
2000). been obtained from severaprogammes. It seems that the
The natural history of the disease suggest a longyotective effect after a negative smear is high (more than
preclinical stage, progressing from dysplatic changes @0 per cent) and is only marginally dependent on the interval
carcinoma in situ and finally to frank malignancy over 12between screening of up to three years. Even ten year interval
20 years. This pattern and the success of treatment in tield a two-thirds reduction in the risk (Hakama, 2000).
early stages makes cancer of the cervix an ideal candidate It is possible that taking even three smears during a
for secondary prevention by screening. Well organized masgmen's life span would provide substantial protection if
screening programmes can substantially reduce the mortalibe first smear was taken at age 35 and others every ten
from cervical cancer and the incidence of invasive diseagears.In organizing screening programmes in developing
in the populations at whom screening is aimed (70-95 %ountries, much attention should be paid to problems of
reduction in cervical cancer mortality). The mortality ofpersonnel and to appropriate levels of traning. In cervical
cervical cancer has declined by 50 percent over the 40 yeargtology, this process commends with taking a smear. (
carcinoma andtwo-thirds are canmcoma in-situ (CIS) WHO/IARC, 1986; Bosch, 1997; WHO/IARC, 1993).

( Eisner, 1995). The screening program has latent potential for further
development of the role of the nurses and midwives as an
Conclusions and Recommendations advocate for women throughout the lifespan and in variety

of situations. Nurses or midwives constitute one group of
Communicable diseases and the population explosidrealth workers who can provide accurate information on
are the highest priorities for health care in developingervical cancer to the public. This is because they are more
countries. However, this should not prevent the developmefiequently in contact with women and their relations than
of appropriate cancer control programmes (WHO/IARCother health care professionals.
1986; Hakama, 2000). Cancer is an increasingly important Nurses and/or midwives may be in contact with groups
problem in Turkey as well as in developing countries ¢f families for many aspects of their health care, including
Ceylan et al., 1995; Hayran & Firat, 2002). This ignaternal and child health. So, nurses and midwives take the
especiallly true for cervical cancer, the risk of which is highmajority of smears in order to detect cancer of the cervix at
and which occurs commonly in relatively young women. an early stage It is important that the nurse and midwive

Table 3. Percent Reduction in Cumulative Rate of Invasive Cervical Cancer in Women Aged 35-64 with Different
Frequencies of Screening (IACR Working Group on Evaluation of Cervical Cancer Screening Programmes, 1986)

Interval between screening Per cent reduction in Number of tests
(years) cumulative incidence
1 93.5% 30
2 92.5% 15
3 90.8% 10
5 83.6% 6
10 64.1% 3
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provide women with sound and up-to-date information in &isner FRP, Walker DL, Berek JS (1995). Gynecologic Cancers,
way that they understand. (Widmark et al., 1998; Abdullah Manual of Clinical Oncology. Cascato DA,Lowitz BB (Eds.),
& Leung 2001; Peate, 1999) 3th Edition, USA, 200-28.

In view of the expanded roles nurses and midwives alFéeming VE (1998). Women-with-midwives-with-women: a model

. . . o of interdependenc®lidwifery, 3, 137-43.
expected to play in cervical screening, it's important to asselga

A \ . kushima S et al (1999). Editorial Team Message, Reproductive
the midwives’ knowledge of cervical cancer more than System. APJCP Introductory Volume: Cancer Prevention in

nurses’ because of the lack of their professional familarity taples and Figures, 56-60.
with cancer . Additionally, improving clinican-and other Furber CM (2000). An exploration of midwives’ attidudes to health
staff-patient communiation would be important for cervical promotion.Midwifery, 4, 314-22.

screening programs (Widmark et al., 1998; Abdullah &him S, Poasu PS, Jenson AB (2002). Cervical Cancer:
Leung 2001) Epidemiology, Pathogenesis, Treatment and Future Vaccines.

It's necessarry to develope a research-based conceptual ASian Pacific J Cancebr Preg, 207-14. y
model of midwifery practice on women-with-midwives- GLOBOCAN 2000 Database Version 1.0 (200@p:/www-

. . L . dep.iarc.fr/globocan/database.pdf
with-women (Fleming, 1998 ). Clinical practice base’Hakama M (2000). Planning and Designing of Screening

eo_lucgtional _qgalificati_ons and age were influential in Programme. Sankila R, Demaret E, Hakama M, Lynge E,
midwives' opinion practice (Furber 2000). Schouten LJ, Parkin DM (Eds). For the European Network of
Several recent studies indicate that rates of screening by Cancer Registries, European Commission, Europe Against
Pap smear and mammography are higher among female Cancer Programme, Brussels-Luxembourg, 13-28.
physicians than male physicians. Women are more likely tdayran M, Firat D, Tirkiye'de Kanser _statistikleri (2002),
receive breast and cervical cancer screening if they see Hacettepe  Uni.  Onkoloji  Enstitisi, http:/
female physicians. Male and female physicians themselves Www.turkcanceorg.ir/istatistiklerhtm
may differ in their attitudes concerning prevention, thejf@lantari M, Karlsen F, Johansson B, et al (1997). Human

beliefs about the effectiveness of cancer screening. their Papillomavirus Findings in relation to Cervical Intraepithelial
. . . . . 9 Neoplasia Grade: A Study on 476 Stockholm Women, Using
practice organization, or in skills that facilitate successful

) - o ) A PCR for Detection and Typing of HPMuman Pathology8,
screening (Lurie et al.,1997). In addition, Islamic beliefs ggg.904.

and customs can influence the cervical cancer screenig@vanagh JJ, Andrezj PK, Creighton LE (1993). Gynecologic
behavior of Muslim women (Underwood et al., 1999). So, Cancer, Clinical Oncology. Weiss G (Ed). Prentice-Hall
there is a need for further research exploring midwives’ International Inc., USA, 194-13

opinions from a qualitative perspective. Kjellberg L, Hallmans G, Ahren AM, et al (2000). Smoking, Diet,

For that reasons, if nurses and midwives are trained to Pregnancy and Oral Contraceptive Use as Risk Factors for
gain a better understanding of their client's needs and to get C€"vical Intraepithelial Neoplasia in Relation to Human

. . . . . Papillomavirus _nfectiorBr J Cancer7, 1332-38.
more practice on cervical screening technics during gradueEgrie N, Margolis KL, McGovern PG, et al (1997). Why Do

and post graduate educations actively they will succeed In" pagients of Female Physicians Have Hinger Rates of Breast
behavior of women as well as the family planning and cervical Cancer Screening@en Intern MedL2, 34-43.
interventions applied by nurse and midwives in Turkey orynge E (2000). Cohort Studies in Evaluation Screening for Cervix
another countries. Cancer. Sankila R, Demaret E, Hakama M, Lynge E, Schouten

It's becoming increasingly important for nations to  LJ, Parkin DM (Eds). For the European Network of Cancer
develope health care programs that consider the diversity of Registries, European Commission, Europe Against Cancer
cultural values, beliefs and attitudes that influence health Programme, Brussels-Luxembourg, 119-32.

promotion behaviours. Ultimately it is the health of womerMadéléine MM, Daling JR, Schwartz SM, et al (2001). Human
that will determine the wellness of future generations Papillomavirus and Long-term Oral Contraceptive Use Increase
) the Risk of Adenocarcinoma in-situ of the Cervix cancer.

Epidemiol BiomarkersPrev,3, 171-77.
Peate | (1999). Cervical Cancer.1: Role of Nurses in the Primary
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