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Health-Seeking Behavior and Barriers to
Care in Patients With Rectal Bleeding in
Nigeria

abstract

PurposeColorectal cancer (CRC) incidence ratesare steadily increasing inNigeria. Organizedscreening is
still largely unused because of financial and logistical barriers; most CRCs are detected by symptoms. One
symptom of CRC is rectal bleeding. This study sought to determine health-seeking behavior and barriers to
care in patients with rectal bleeding in Nigeria. This study also surveyed physicians to determine major
breakdowns in access to care.

MethodsThe recruitment process for this study involvedpatients referred forcolonoscopybecauseof rectal
bleedingaswell as response to amedia advertisement for a free colonoscopy. Physicianswere recruited at
theAfricanResearchGroup forOncologymeeting.Patient responseswerescoredon thebasisof knowledge
of rectal bleeding. The physician questionnaire was supporting information and mainly descriptive in
nature.

Results A total of 82 patients and 45 physicians participated in this study. Less than 40% of patients knew
that rectal bleeding could be caused by cancer. Major barriers to care were resolution of the symptom
(42%), no consideration of the bleeding as problematic (40%), and financial constraint (22%). Education
was strongly correlated with knowledge of rectal bleeding and health-seeking behavior. Although phy-
sicians regularly saw patients with rectal bleeding, most of them provided a differential diagnosis of
hemorrhoids and few referred patients for colonoscopy.

Conclusion General awareness about the signs of colorectal cancer is lacking. This demonstrates the
strong need for patient education programs about this issue. Physicians should also receive additional
training on differentiation of a potential cancer diagnosis from something more benign, such as
hemorrhoids.

J Glob Oncol 3. © 2017 by American Society of Clinical Oncology Licensed under the Creative Commons Attribution 4.0 License

INTRODUCTION

Colorectal cancer (CRC) is a leading cause of death
worldwide. Although CRC incidence and mortality
rates remainhigher inhigh-incomecountries (HICs),
the risk of CRC is steadily increasing in many low-
and middle-income countries (LMICs).1 For exam-
ple, several review studies in Nigeria have shown an
increase in the reported incidenceofCRCduring the
past several decades.2-4 This increase may be
explained by the proliferation of oncogenic behav-
ioral risk factors, such as smoking, poor diet, and
sedentary behavior, that have typically been asso-
ciated with a Western lifestyle.1,4 Another reason for
this may be the historical failure of cancer surveil-
lance and reporting systems, which is compounded
by a lack of practical screeningmodalities in LMICs,
including Nigeria.5 As these deficiencies slowly im-
prove, more patients are diagnosed with CRC.

General practitioners (GPs) play a key role in
screening and diagnostic practices because of
theirmore-frequent contactwitha largeproportion
of the population.6 They often rely on history and
routine examination alone to distinguish benign
anal bleeding andmore sinister etiologies, such as
CRC. Use of clinical features alone to rule out a
diagnosis of colorectal cancer has both low sen-
sitivity and specificity overall, though individual
studies have reported a specificity rate of up to
90%.7-9 One systematic review evaluated the di-
agnostic value of rectal bleeding as a symptom of
CRC.10 The evaluation found a low pooled sensi-
tivity (47%) but a high pooled specificity (96%);
the positive predictive value was increased in
combination with other factors, namely, age,
change in bowel habits, and weight loss. This is
an important practical finding for clinicians, be-
cause it cites the importance of a consideration of
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multiple factorswhenapatient presentswith rectal
bleeding.

The aim of this study is two-fold. First, this study
investigates patient knowledge of the causes of
rectal bleeding and their attitudes about seeking
expert opinion for possible diagnostic testing for
CRC. Second, this study seeks to examine the GP-
perceived barriers to colonoscopy for patients with
rectal bleeding.

METHODS

This cross-sectional pilot study, designed in part-
nership with an epidemiologist (A.G.O.), used
survey-based methods to assess the barriers to
care in patients with rectal bleeding as well as
physicians’perspectivesof thesebarriers. Institutional
review board approval for both phases was obtained
from the Obafemi Awolowo University Teaching
Hospital (OAU). Patients were accrued fromOAU,
University CollegeHospital Ibadan (UCH), andUni-
versity of Ilorin Teaching Hospital (UI).

Phase I

In phase I (conducted in 2013-2014), patients
recruited for a prospective study of colonoscopy
were given a questionnaire. The recruitment pro-
cess was largely done through convenience sam-
pling, whereby one author (O.I.A.) conducted two
educational programs about rectal bleeding dur-
ing prime time in the local media. In these adver-
tisements, free medical consultation at OAU was
offered to all people with rectal bleeding. All con-
senting patients were asked to complete a ques-
tionnaire. The patients who were also eligible for
the prospective colonoscopy study were enrolled
in that study after they completed the question-
naire. Thepatient questionnairewas administered
by physicians andwas conducted in either English
or Yoruba according to patient preference.

The questionnaire had four sections. The first
section gathered patient demographic data. The
second section asked about patient knowledge of
the causes and treatments of lower GI bleeding.
This section included 16 questions with answer
choices of yes, no, or don’t know. The third section
examined attitudes toward lower GI bleeding. Par-
ticipants were asked to report their response on a
scale from 1 (strongly agree) to 5 (strongly dis-
agree) for eight questions; five of the eight ques-
tions in this sectionwere scoredandwere included
in a combined analysis with section two—
knowledge about rectal bleeding. The fourth sec-
tion determined the symptoms patients were ex-
periencingwith lower GI bleeding and ascertained
patient responses to their symptoms.

Phase II

Phase II of the study was a survey of GPs affiliated
with three teaching hospitals located in the south-
western and north-central regions of Nigeria:
OAU, UCH, and UI. Phase II was created after
the results of phase I demonstrated that although
many patients reported they had consulted a phy-
sician, they were not referred for additional di-
agnostic testing. We wanted to test physician
opinions on rectal bleeding to determine barriers
to referral. All GPs located near these centers
were invited to an African Research Group for
Oncologymeeting. All 45 of the GPs who attended
completed a questionnaire at the start of the
meeting.

The physician questionnaire was designed by two
authors (O.I.A. andT.P.K.). Thequestionnaire first
asked for information about the physicians’history
(eg, years practiced, field of medicine). The ques-
tionnaire then inquiredabout thecharacteristicsof
those patients who presentedwith rectal bleeding:
how often did the physicians treat such patients;
patient age; what were the common differential
diagnoses; commonly prescribed treatments; re-
ferrals or treatments offered; barriers to colonos-
copy (if anoption); and thenumber of patientswho
had cancer.

Analyses

Analyses were conducted separately for the pa-
tient and physician questionnaires, because they
were not a matched sample. Patient characteris-
tics were summarized and presented by frequen-
cies and percentages. Sections two and three of
the patient questionnaire (knowledge and atti-
tudes about lower GI bleeding, respectively) were
converted into a numeric score for the purposes of
analysis. For section two (knowledge on lower GI
bleeding), responses of “don’t know” were coded
as incorrect. For section three (attitudes toward
lower GI bleeding), the answers “strongly agree/
agree” and “strongly disagree/disagree” were
eachcollapsed into onecategory.Neutral answers
(a response of 3 out of 5) were coded as incorrect.
The twoquestions thatwere correctly answeredby
all patients were removed from the analyses.
Fisher’s exact tests were conducted between
the scores from the patient questionnaire and
select demographics. We then ran logistic regres-
sion on variables with significant associations.
From thephysician questionnaire, wemainly used
descriptive statistics, represented by frequencies
and percentages. Statistical analyses were per-
formed by using R version 3.1.1.
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RESULTS

Patient Questionnaire

A total of 152 patients, including several individ-
uals who did not have rectal bleeding, took ad-
vantage of the free consultation (Fig 1). Those age
45 years or older who presented with rectal bleed-
ingwereoffereda freecolonoscopy.All consenting
patients age 45 years or older who had rectal
bleeding (N = 89) were asked to complete the
questionnaire, which 82 patients at OAU com-
pleted (Table 1). The median age was 45 years
(range, 18 to 85 years). Sixty-four (78%) of the
respondents weremen; fifty-nine (72%) had com-
pleted at least secondary education. Almost all of
the respondents (97.6%) were Yoruba. Overall,
65.9% of patients with rectal bleeding had no
associated change in bowel habit.

Thirty (36.6%) of the respondents believed that
rectal bleeding was hereditary. Seventy-four
(90.2%) thought hemorrhoids caused rectal bleed-
ing. Only 32 respondents (39%) knew that it could
be caused by cancer. The majority of respondents
(76.8%) associated rectal bleeding with constipa-
tion, whereas 64 respondents (78%) recognized
that it could be causedby anal fissure. Also, 78%of
respondents believed that increased sugar intake
could cause rectal bleeding. All of the respondents
acknowledged that rectal bleeding should be in-
vestigated and treated, but only 32 (39%) had
consulted a physician for bleeding per rectum.
Thirty-eight respondents (46.3%) knew that
digital rectal examination is important, and 33
(40.2%) were aware of the importance of colo-
noscopy. Although 54 respondents (66%)
agreed that herbs are less expensive than med-
ical treatment, only 38% said herbs should be
used before seeing a physician.

On thebasisof the results of theFisher’sexact tests
between the knowledge score and demographic
information, we found a significant relationship
between score and education (P , .001). When
examined with logistic regression, we found that
patients who had a tertiary education were more
likely to have higher scores on sections that de-
termined knowledge about rectal bleeding (odds
ratio [OR], 4.13; 95% CI, 1.36 to 13.57). No other
demographic information was correlated with
score. Similarly, logistic regression analysis dem-
onstrated that patients who scored higher than the
median were almost four timesmore likely to have
consulted a physician (OR, 3.82; 95% CI, 1.55 to
10.20). Although it was not statistically significant
with Fisher’s exact test (P = .06), a trend from
logistic regression analysis showed that patients
who said that the bleeding bothered them psy-
chologically were approximately twice as likely to
have consulted a physician (OR, 2.57; 95% CI,
0.98 to 6.96).

Patient Delay

Fear of bleeding per rectum, persistence of the
symptom, and desire to obtain information
accounted for the three major reasons for consul-
tation with a physician (Table 2). The reasons
given by the respondents for not seeking the
expertise of a physician included no consideration
of thebleedingasproblematic (40%), resolutionof
the symptom (42%), financial constraint (22%),
and belief in herbal medicine (18%).

Physician Questionnaire

All forty-five invited physicians completed the
questionnaire. Of these, 41 (91.1%) were GPs.
The median duration of clinical practice was 8
years (range, 1 to 35 years). Approximately 73%of
the physicians saw patients who presented with
bleeding per rectum at least once per month; the
majority of these patients were reportedly 40 years
of age or older. Twenty physicians (44.4%) re-
ported patient who presented within 1 month of
development of the symptom; ten physicians re-
ported an even shorter duration of symptoms. In
total, 69%of patients reported to physicianswith a
short duration of symptoms (< 1 month) before
presentation. This is similar to the patient re-
sponses about the duration of their symptoms.
Fifty-seven patients (69.5%) reported that their
last bleeding had occurred within the last month
(or more recently).

Twenty-six physicians (57.7%) made an initial
differential diagnosis of hemorrhoids for their pa-
tients who presented with bleeding per rectum;

Patients who responded to local
media for free consultation

(N = 152) 

Those with rectal bleeding
who consented

(n = 89) 

Those excluded due to
no rectal bleeding or age

(n = 63)

Those who completed
questionnaire

(n = 82) 

Fig 1. Flowchart of study
participation.
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thirty-five (77.8%) citedhemorrhoids as theirmost
frequent diagnosis for a patient who experienced
bleeding per rectum (Fig 2). Only six physicians
(13.3%) made colorectal cancer as an initial dif-
ferential diagnosis. The vastmajority of physicians
treated their patients conservatively (ie, no referral
or surgery), whereas only three physicians imme-
diately referred their patients for specialist review.
Twenty-three physicians (51%) reported that they
had referred their patients for colonoscopy at least
monthly, but 12 physicians (26%) had never
requested colonoscopy for their patients who pre-
sented with bleeding per rectum. Physician delay
in request for colonoscopy was most often related
to cost and limited availability and logistics (51%
and38%, respectively). Approximately 75%of the
physicians did not know about the availability or
cost of colonoscopy.

DISCUSSION

Colorectal cancerprevalence is still relatively low in
Nigeria, although the incidence of disease is
steadily increasing. Bleeding per rectum is one
of the most common presentations of colorectal
cancer, although there are many other causes of
rectal bleeding, most of which are benign in na-
ture.11-15 Therefore, although rectal bleeding is
common in most symptomatic CRCs, the speci-
ficity of its use as a diagnostic tool alone is low.
Because of this and because of the lack of screen-
ing, most CRC diagnoses come at the later stages
of disease, which leads to poorer prognoses in
Nigerian patients. For example, in a study by
Saluja et al,16 overall survival was significantly
lower in west Africa (Nigeria) than in North Amer-
ica (the United States; 35% versus 67%, respec-
tively.) In addition, survival by stagealsohadworse

Table 1. Patient Characteristics

Characteristic
No. of

Patients (%)
Median Score* on Knowledge of

Rectal Bleeding % (range) P

Age, years†

< 45 41 (50.6) 42.1 (15.8-94.7) 1

. 46 40 (49.4) 44.7 (10.5-73.7)

Sex

Male 64 (78.1) 47.4 (15.8-94.7) .06

Female 18 (22.0) 42.1 (10.5-63.2)

Religion†

Christianity 54 (66.7) 42.1 (10.5-73.7) .35

Islam 27 (33.3) 47.4 (15.8-94.7)

Ethnicity

Yoruba 80 (97.6) 42.1 (10.5-73.7) .48

Other 2 (2.4) 78.9 (36.8-94.7)

Marital status

Married 69 (84.2) 42.1 (10.5-73.7) .22

Single 12 (14.6) 47.4 (15.8-94.7)

Widow 1 (1.2) 42.1 (NA)

Education

No formal or primary education 23 (28.1) 42.1 (26.3-73.7) .003‡

Secondary education 27 (32.9) 42.1 (10.5-94.7)

Tertiary education 32 (39.0) 52.6 (15.8-73.7)

Average monthly income, USD§

< 100 49 (59.8) 42.1 (15.8-94.7) .5

> 101 33 (40.2) 47.4 (10.5-73.7)

Abbreviations: NA, not applicable; USD, US dollar.
*Scores are out of 19 total questions. The two questions all patients correctly answered were dropped from analysis.
†One patient did not respond question; percentages were calculated with 81 responses.
‡The P value from Fisher’s exact test was significant at .0029.
§Monthly income converted from Nigerian Naira (actual results based on a median of 20,000 Naira).
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outcomes in Nigerian patients than in US patients
(62% v88%, respectively, for stage III cancers and
10% v 45%, respectively, for stage IV cancers).
Unfortunately, in low-income settings such as
Nigeria, it is not practical to screen all adults, unlike
the approach in many HICs. Colonoscopy plays a
vital role for CRC screening in HICs. It identifies
patients with CRC or preclinical disease by finding
adenomatous polyps, and it allows for risk reduction
through polypectomy during the procedure. As the
infrastructure for colonoscopy continues to improve
in LMICs, the traditional thinking that colorectal
polyps are rare in African populations is being

disproved.17 For example, a study by Alatise
et al17 observed approximately 415 patients who
had a colonoscopy for any indication from 2007 to
2013. Sixty-seven of these patients (16.1%) had
polyps, the majority of which were adenomatous
polyps. Although there are no clinical data on
the effect of screening in LMICs, this finding
suggests a combination strategy of early diagno-
sis programs and screening in high-risk groups
may be warranted.

There aremultiple barriers to screening, including
the limited numbers of health care providers;
education of patients and providers; availability
and affordability of testing materials; transporta-
tion resources for patients; personnel to process
and interpret the specimens; availability of sec-
ondary testing; endoscopymaterials, facilities and
skill levels; and personnel and facilities to process
pathology specimens. In addition, there is often a
breakdown in the referral process when patients
are required to travel long distances to physicians
with whom they have no relationship. There are
no electronic medical records, so it is also easy for
a breakdown in communication to occur (ie,
between a community-based GP and a hospital-
based surgeon or gastroenterologist). Another ma-
jor barrier to care inpatientswhopresentwith rectal
bleeding is a low level of health-seeking behavior.

This pilot study demonstrated that there are some
large issues with both patient and physician un-
derstanding of rectal bleeding. For example, in the
sections on knowledge and attitudes of lower GI
bleeding, the median score was less than 50%
(42.1%). This demonstrates the deficiency in pa-
tient education and general awareness about the
signs and symptoms of colorectal cancer. There
is a need for patient education as ameans to boost
general awareness about the signs and symptoms
associated with CRC. Interestingly, there was a
strong correlation between health-seeking behav-
ior and higher score on the patient questionnaire.
This suggests that a greater understanding of the
causes and treatments for rectal bleeding moti-
vates health-seeking behavior, which again dem-
onstrates the need for stronger patient education.

In addition, although all of the respondents re-
ported that rectal bleeding should be both inves-
tigated and treated, only 39% of them actually
sought medical consultation for their symptoms.
This may demonstrate that themajority of patients
seek alternative treatment from traditional or re-
ligious healers. Surprisingly, however, themajority
of respondents disagreed with the idea that herbs
should be used before they see a physician. In

Table 2. Patient Reasons for Consulting (or Not)
a Physician

Reason
No. of

Patients (%)

Reason consulted (n = 32)

Fear 19 (59.4)

Pain 7 (21.9)

Opportunity 4 (12.5)

Pressure 1 (3.1)

Dizziness 4 (12.5)

Persistence 14 (43.8)

Obtain information 10 (31.3)

Other 2 (6.3)

Reason not consulted (n = 50)

Not serious 20 (40)

Symptoms cleared 21 (42)

Embarrassing 1 (2)

Fear of rectal exam 0 (0)

Knew the cause 8 (16)

Fear of unknown 3 (6)

No time 0 (0)

No money 11 (22)

Religious belief 1 (2)

Stigmatization 0 (0)

Hospital bottlenecks 5 (10)

Hate hospitals 0 (0)

Internet information 0 (0)

Information from health worker 0 (0)

Belief in herbs 9 (18)

Lack of confidentiality 0 (0)

Other 2 (4)

NOTE. Most of the 32 participants who consulted a physician did so
out of fear about a serious disease, persistence of symptoms, or to
obtain information. Most of the 50 participants who did not consult
a physician did not because the symptoms cleared, they did not
consider it a serious problem, or they did not have enough money.
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addition, only 18% cited belief in local herbs and/
or traditionalhealers asa reason fornotconsultinga
physician when symptoms appeared; this may
suggest that belief in traditional medicine is de-
clining, contrary to the argument that this belief is a
major cause of patient delay in seeking care.

One major reason for not consulting a physi-
cian was the cost, a finding corroborated in
the physician questionnaire. Most patients pay
for health care out of pocket, but there is an
increasing population who are covered by in-
surance through government jobs—an improve-
ment that has begun during the past couple of
years.18 We hope that, with additional insurance
expansion in the future, cancer screening will be
more affordable. In parallel, it is vital to continue to
study ways to improve cancer awareness in the
general population.

Similarly, it is clear that physicians often do not
consider CRC as a potential diagnosis for rectal
bleeding. As it stands, GPs are the first physicians
contactedbypatients, so their ability to triage those
who require specialist care is invaluable for the
prompt treatment of CRC. As we have seen, most
GPs diagnosed hemorrhoids in their patients with
rectal bleeding and gave few referrals. In addition,
GPs seemed largely unaware of how to manage
their patients’ barriers to care. The importance of
GPs and community health workers for the early
diagnosis of cancer has been demonstrated by a
study in Tanzania.19 In this study, the intervention
village had a cancer facilitator, and the control
village did not. During a 3-year period, the stage of
disease presentation in patients in the intervention
village significantly decreased for both breast and
cervical cancers.

This study had several limitations. The first is the
sample size. Although we had several significant
findings, because only 82 patients and 45 phy-
sicians participated in the study, these findings

should be extrapolated conservatively. However,
these preliminary results are in keeping with
many of the issues already known anecdotally
among physicians in Nigeria. In addition, there
was sampling bias, because we used a conve-
nience sampling method for patients; there
may also have been selection bias among the
physicians. For the patients, thismeant that our
sample represented only those patients who
heard the advertisement, had symptoms, and
were nudged to visit the physician at that time.
The findings herein demonstrate the positive
effects of a health education campaign—152
patients responded to the campaign—as well
as free and accessible health care when bar-
riers are removed, such as bureaucratic and
financial barriers as evidenced by the fact
that some patients sought care who may have
otherwise not done so, and that most respon-
dents had not previously consulted a physician
for their symptoms. Their questionnaire re-
sponses are likely not generalizable to patients
who seek treatment on their own or to those who
have insurance coverage (only seven patients
[8.5%] who completed the questionnaire were
enrolled in health insurance). There are many
more people who never seek treatment, and
those patients are not represented here either.
Another limitation was that the patient question-
naire was physician administered, which may
have introduced a social desirability bias. Fi-
nally, the questionnaires were not given to a
matched sample, so analyses could not be con-
ducted to directly compare the two data sets.

Despite its limitations, this pilot study shows good
preliminary evidence of the need for greater
education and awareness about rectal bleeding.
We observed that those who knew more about
rectal bleedingweremore likely to seek treatment
of the symptom. These findings provide evidence
that a future health promotion campaign about
this topic is warranted. This campaign would also
be beneficial to physicians as most of them seem
to discount rectal bleeding as a symptom of
something benign. However, because of the in-
creasing prevalence of CRC in Nigeria, physi-
cians should receive more training on how to
differentiate a potential cancer occurrence from
less dangerous etiologies. Future research to
determine the best ways to remove barriers to
care and increase health-seeking behavior in
those with rectal bleeding in Nigeria also would
be beneficial.
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