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ABSTRACT

M. Sc. Thesis

DETERMINATION OF NURSE’S KNOWLEDGE ABOUT ESOPHAGEAL
CANCER AND RISK FACTORS IN SOMALI AND TURKEY

Zahra SALAD NAGEYE

Karabuk University
Institute of Graduate Programs

The Department of Nursing Science

Thesis Advisor:
Assoc.Prof.Dr.Isil ISIK ANDSOY
Assoc.Prof. Dr. Ayfer BAYINDIR CEVIK
June 2021, 82 pages

Esophageal cancer remains an important public health problem worldwide. There is a
gap in the literature about esophageal cancer in Somalia and Turkey. A descriptive
cross sectional explanatory study was carried to evaluate the determination of
nurse’s knowledge about esophageal cancer and risk factors in Somali and Turkey.
The study was carried out at Banadir Government Hospital in Mogadishu- Somalia
and Karabuk University Research and Training Hospital in Karabiik- Turkey from
3rd February to the 28th September 2020. Data were collected using the self-
designed questionnaire. The data were analyzed by using the IBM SPSS 20 program
(SPSS Inc., Chicago, IL, USA). A total of 293 nurses (146 Turkish and 147 Somalian
nurses) were included. In this study, it was found that a differences between the
education levels of nurses working in Turkey and in Somalia (p<0.001). The study
revealed that there was a statistically significant differences between the nutrition
habits of Turkish nurses and Somalian nurses (p<0.01). 2.1% of Turkish nurses had
esophageal cancer in their first-degree relatives, and 25.9% of Somalian nurses had

esophageal cancer in their first-degree relatives (p<0.001). Addition, it was found



that a difference between the esphageal cancer risk factors, treatment and total
knowledge scores in Turkish and Somalian nurses (p<0.001). However, there was no
statistical differences between two groups in items of diagnosis and screening
knowlege scores (p=0.755). Somalian nurses knowledge scores about risk factors and
treatment was higher than the Turkish nurses (p<0.001). Considering the increasing
prevalence of esophageal cancer in the world, we recommend organizing training
programs to nurses in regard to increase the knowledge on esophageal cancer risk

factors, diagnosis, screening and treatment modalities.

Key Words : Esophageal cancer, Nurses knowledge, Risk factor.
Science Code : 1032.08



OZET

Yiiksek Lisans Tezi

HEMSIRELERIN OZAFAGUS KANSERI VE RiSK FAKTORLERINE
YONELIK BiLGIi DURUMLARININ BELIRLENMESIi: TURKIiYE- SOMALI
ORNEGI

Zahra SALAD NAGEYE

Karabiik Universitesi
Lisansiistii Egitim Enstitiisii

Hemsirelik Anabilim Dal

Tez Danismani:
Do¢.Dr. Isil ISIK ANDSOY
Do¢.Dr Ayfer BAYINDIR CEVIK
June 2021, 82 sayfa

Ozofagus kanseri diinya capinda énemli bir halk sagligi sorunu olmaya devam
etmektedir. Ozofagus kanseri ile ilgili literatiirde Somali ve Tiirkiye'de bir bosluk
bulunmaktadir. Calisma, Somali ve Tiirkiye'de hemsirelerin 6zofagus kanseri ve risk
faktorlerine yonelik bilgilerinin degerlendirilmesi amaciyla tanimlayici kesitsel
olarak yapildi. Calisma, Somali'de Mogadisu'daki Banadir Devlet Hastanesi'nde ve
Tiirkiye'de Karabiik Universitesi Arastirma ve Egitim Hastanesi'nde 3 Subat-28
Eylil 2020 tarihleri arasinda gergeklestirildi. Veriler anket kullanilarak toplandi.
Veriler, IBM SPSS 20 programi (SPSS Inc., Chicago, IL, ABD) kullanilarak analiz
edildi. Calismaya 146 Tirk ve 147 Somalili hemsire olmak iizere toplam 293
hemsire dahil edildi. Calismada Tiirkiye'de ve Somali'de ¢alisan hemsirelerin egitim
diizeyleri arasinda fark bulundu (p<0,001).

Aragtirmada Tiirk hemsirelerin beslenme aligkanliklar1 ile Somalili hemsirelerin
beslenme aligkanliklar1 arasinda istatistiksel olarak anlamli bir fark oldugu saptandi

(p<0.01). Tirk hemsirelerin %2.1'inin birinci derece akrabalarinda, Somalili

Vi



hemsirelerin =~ %25.9'unun  birinci derece akrabalarinda 6zofagus kanseri
bulunmaktaydi (p<0,001). Tirk ve Somalili hemsirelerin 6zagafus kanseri risk
faktorleri, tedavi, toplam bilgi puanlar1 arasinda fark oldugu belirlendi (p<0,001).
Ancak Ozafagus kanseri tan1 ve tarama bilgisi puanlar1 agisindan iki grup arasinda
istatistiksel olarak fark yoktu (p=0,755). Somalili hemsirelerin 6zagafus kanseri risk
faktorleri ve tedavi konusundaki bilgi puanlart Tiirk hemsirelerden daha yiiksekti
(p<0,001). Ozofagus kanserinin diinyada artan prevalansi goz dniinde bulundurularak
hemsirelere 6zofagus kanseri risk faktorleri, tani, tarama ve tedavi yontemlerine

yonelik egitim programlari diizenlenmesini 6neriyoruz.

Anahtar Sozciikler : Yemek borusu kanseri, Hemsirelerin Bilgisi, Risk faktorii.

Bilim Kodu : 1032.08
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PART 1

INTRODUCTION

Cancer is counted as a leading cause of morbidity and mortality in recent years. The
mortality rate of cancer in low-medium income countries is high, approximating 70%
(WHO, 2021; GLOBOCAN, 2020). Moreover, it estimated that the number of new
cases in 2020 was 19.3 million and cancer deaths about 10 million worldwide.
Cancer in Africa's estimated cancer burden in African countries is mainly attributed
to breast cancer, representing 27.7% of the total cancer cases, followed by cervical
cancer, representing 19.6% of the real possibilities. Taken together, this means the
most common in African females. Meanwhile, prostate cancer (18.1% of total cases),
followed by liver cancer (9.7% of confirmed cases), and colorectal cancers (6.9% of
confirmed cases) were the most common in African males (Bahnassy, 2020).

Esophageal cancer is one of the eighth most common cancer diagnosed globally and
the sixth deadliest cancer of the digestive tract. It is ranked sixth among all cancers
worldwide and is estimated about 5-7% of all cancers (Siegel et al., 2015,
GLOBOCAN, 2020; WHO, 2021). Additionally, its longitudinal spread, the tumor
may spread from the esophageal mucosa towards the submucosa. It can reach the
mediastinal region and abdominal lymph nodes by draining through the peripheral
lymph nodes via perforating lymph vessels. These new estimates are for over 50
million people. Live within five years after a previous cancer diagnosis. Aging
populations globally and socio-economic risk factors remain among the primary
factors driving this increase. There are two main histological types of esophageal
cancer, squamous cell carcinoma, and adenocarcinoma. Squamous cell carcinoma
occurs mainly in the upper and middle parts of the esophagus and is strongly
associated with smoking and chronic alcohol consumption. Adenocarcinoma most
often occurs in the lower part of the esophagus, near where it meets the stomach
(Chen W, 2015; Harris et al., 2017). Incidence In 2018, a total of 572,034 new cases
of esophageal cancer (all types) were recorded, and the ASR of incidence was 6.3 per
100,000 persons, showing about thirteen-fold similarity globally. The highest rates
were observed in Eastern Asia (ASR 12.2), Eastern Africa (ASR 8.3), Southern



Africa (ASR 7.4), and Northern Europe (ASR 5.5). In contrast, the lowest rates were
found in Central America (ASR 0.96), Western Africa (ASR 1.2), Northern Africa
(ASR 1.5), and Western Asia (ASR 1.7). This geographical difference was more
prominent among males than females. The incidence rates were higher in males than

in females in all regions (J. Huang et al., 2021).

However, there is no national cancer registry system in Somalia, and the population-
based cancer incidence is unknown. Due to lack of ministry of health been not
effectively working or sometimes not at all. The cancer incidence in Somalia,
especially in the capital Mogadishu and its surroundings, due to the limited number
of patients, the results were not sufficient to reflect the actual situation for the whole
population (Bas et al., 2017).Somalia is one of the most vulnerable and vulnerable
countries in Africa and has experienced protracted conflicts, years of war and
political instability, all of which have weakened the health system in the country.
Somalia has different and sometimes complex political entities, which brings a
different layer of complexity and work environment into the work of the WHO.
According to the latest (World Life Expectancy, 2021). There are many types of
cancer in Somalia data published by the World Health Organization (WHO) on the
number of people diagnosed with cancer and the most common type of cancer in the
Somali community. Shows the number of new cases in 2020, both sexes, all ages that
breast cancer is number one, up to 2 261 419 (11.7%). Followed by Lung 2 206 771
(11.4%). Third comes Colorectum 1 931 590 (10%). The esophagus comes in the 8th
with new cases up to 604 100 (3.1%). This shows that the risk of disease position
(Globocan, 2020).

However, the incidence rates for esophageal cancer have increased worldwide. While
there is no exact incidence rate determined for Turkey, it has mainly been observed
in the east of Turkey. Upper gastrointestinal system tumors are more frequent in the
country's eastern region for both males and females. Esophageal cancer was the 2nd
most commonly diagnosed cancer in the east of the area, according to (Alict S Izmirli
M, 2006). The esophageal cancer incidence varies widely by geographical location.
"Asian Esophageal Cancer Belt" is a region that begins from Turkey, Iraqg, Iran, and

Kazakhstan, extending up to northern China. Most of the esophageal cancers in this



region are squamous cell carcinoma (SCC), and it is the apart from the highest
incidence of esophageal cancer in the world (Okten I, 2003).

In Turkey, esophageal cell carcinoma (SCC) is commonly seen in the Eastern
Anatolia Region (Kamangar et al., 2006). While SCC is the most common histologic
type, the incidence of adenocarcinoma is increasing and dominant over time,
especially in the western country (Cook et al., 2009). And in Somalia, Esophageal
Cancer was found to be the most common type of cancer in Somalia for the
comprehensive data and both genders. It was detected equally in both genders
(male/female ratio: 1:1). Although EC was seen in all decades, it was mostly
observed to peak in the fifth and sixth decades. GLOBOCAN 2018 data show that
5% (n = 28,494/ 572,034) of EC cases worldwide are seen in Africa (Pan et al.,
2019).

Esophageal cancer, cancer cells arise from the inner lining of the esophagus
(GLOBOCAN, 2020). It is characterizing by its high mortality rate, poor prognosis at
the time of diagnosis, and variability based on geographic location (Uhlenhopp et al.,
2020). Established risk factors for esophageal cancer are gastroesophageal reflux
symptoms, obesity, diet, increasing age, and tobacco smoking. In addition, squamous
cell carcinoma is mainly associated with heavy tobacco smoking, excessive alcohol
intake, and frequent scorching drinks. (Huang & Yu, 2018; Uhlenhopp et al., 2020).
Most patients with esophageal cancer presented with progressive dysphagia, weight

loss, and metastatic disease (Bas et al., 2017).

Strategies to screen, survey, and prevent esophageal cancer must consider the
changing epidemiology of the disease. Esophageal cancer is relatively uncommon.
However, it is the second leading cancer in terms of its increasing incidence that
continues to rise. When it occurs, esophageal cancer has one of the highest cancer
mortality rates in Somalia Patients may not feel different until their esophageal
cancer has progressed. Scanning can help doctors find the disease earlier, when
treatment may work better. It may also find and remove precancerous tissue, which

helps keep cancer from developing (Tomizawa&Wang, 2009).



Barriers include lack of knowledge, religious beliefs, fatalism, fear, shame, and lack
of trust in interpreters. ldentifying and simultaneously addressing individual,
community, or health system barriers can increase cancer screening services among
Somali women. Belief-based messages were found to reinforce the views of people
who already tended to view the screening positively, explaining the participants'
increased confidence in participating in the screening. There was feedback that
belief-based messages significantly impacted their views (Journal of Immigrant and
Minority Health, 2014).Esophageal cancer screening plays a vital role in the early
detection and effective treatment of cancer. Several common key factors influence
women's participation in EC screening, including cost and insurance, knowledge,
emotion, sociodemographic characteristics, cultural factors, belief, pain and shame,
fear, religious, psychological factors, communication, social support, and access.
And time constraint (Maria José et al., 2015). The role of nursing care is essential for
the patients receiving radiation therapy for esophageal cancer. Cancer of the
esophagus, including cancer originating from the gastro-esophageal junction, is a
challenging disease worldwide (Cuizhi Geng, 2015). Esophageal cancer is a rare but
aggressive disease with the potential for early metastasis. Most patients will present
with metastatic disease, and treatment is usually palliative. This affects the physical
and psychosocial needs of the patient and his family. The nurse plays a significant
role in the care of these individuals and therefore needs an up-to-date and in-depth
understanding of the disease, treatment, nutritional management, and nursing
management (Cuizhi Geng, 2015).Therefore, aimed to evaluate nurse's knowledge
about esophageal cancer and risk factor in Somalia and Turkey, and there is a lack of
studies about esophagus cancer in Somalia and Turkey. Research questions are

following;

e What is the nurse's knowledge about esophageal cancer, risk factors,
diagnosis, screening, and treatment methods in Somalia and Turkey?

e What are the differences between Somali and Turkish nurses about
esophageal cancer knowledge?

e What are the predictors which affect Turkish and Somali nurse's knowledge
about esophageal cancer?



PART 2

LITERATURE REVIEW

2.1. EPIDEMIOLOGY OF ESOPHAGEAL CANCER

The incidence of esophageal cancer (AC) varies by region and population. It is
estimated that approximately 570,000 people were diagnosed with esophageal cancer
in 2018, accounting for 3.2% of all cancer diagnoses (Bray et al., 2018b). Esophageal
cancer is the eighth most common type of cancer worldwide and the sixth leading

cause of cancer deaths. They have been diagnosed worldwide.

In Somalia (GLOBOCAN, 2020; WHO, 2021). Currently, the prevalence of
esophageal cancer is in transition. Although esophageal squamous cell carcinoma
remains the most common worldwide, esophageal adenocarcinoma is rapidly
becoming the most common type in developed countries (Uhlenhopp et al., 2020).
Although squamous cell carcinoma (SCC) is most common in Southeast and Central
Asia (79% of total global SCC cases), the highest adenocarcinoma (AC) burden was
found in Northern and Western Europe, North America, and Oceania. 46% of total
global AC cases). Men had a significantly higher incidence than women, especially
in adenocarcinoma (Arnold et al., 2014).The so-called “Asian Esophageal Cancer
Belt” encompasses Turkey, Iran, Kazakhstan, and northern and central China, with
an estimated esophageal squamous carcinoma of more than 100 cases/100000
person-years. Another area with a high incidence of squamous cell carcinoma is
southeastern Africa, with similar rates to Eastern countries (Arnal, 2015). More than
half of all esophageal cancer-related deaths occur in the Republic of China (Hongo et
al., 2009).



2.2. HISTOLOGY AND PATHOGENESIS

Esophageal cancer remains a significant public health problem worldwide.
Understanding and preventing the occurrence of this cancer is complex, as the two
main histological types, squamous cell carcinoma (SCC) and adenocarcinoma
(ACE), differ significantly in their underlying incidence patterns and key etiological
factors.

The main characteristic that they share is a high mortality rate (Holmes & Vaughan,
2007). Squamous cell carcinoma is the most common type of esophageal cancer
worldwide. The overall incidence increases with age, reaching a peak in the seventh
decade. SCC occurs equally as often in the middle and lower esophagus, with an

incidence that is three times higher in blacks than whites (Daly et al., 2000).

The esophageal mucosa consists of the submucosa tunica muscular (muscularis
externa) and the adventitia/serosa. The mucosa consists of epithelium, lamina
propria, and muscular is mucosa. In adults, the surface epithelium is a non-
keratinized stratified squamous type. The lamina propria, which is loose connective
tissue, has mucous glands called "esophageal heart glands" at the proximal and distal
ends of the esophagus. The mucosa is a longitudinally arranged layer of smooth
muscle. The submucosa, which is denser than the lamina propria, contains the
appropriate mucous tubuloalveolar esophageal glands (Rice, 2015 & Esrefoglu et al.,
2018).

Nerve fibers and ganglion cells are formed from the submucosal plexus (Meissner's
plexus). The tunica muscle is arranged as an inner circular muscle layer and an outer
longitudinal muscle layer. The upper third consists of striated muscle, the middle
third of striated and smooth muscle, and the lower third of smooth muscle only.
Another nerve plexus, the myenteric plexus (Auerbach's plexus), is located between

the outer and inner muscle layers (Rice, 2015 & Esrefoglu et al., 2018).



2.2.1. Stages of Esophageal Cancer

Tumor staging of esophageal cancer focuses on identifying the depth of invasion of
the primary tumor. Node this indicates has cancer spread nearby lymph nodes.
Metastasis esophageal cancer is notoriously aggressive and invasive in nature. 20%-
30% of patients with esophageal cancer will have distant metastasis at the time of
initial diagnosis (Lam, 2021). The presence or absence of distant metastasis will be
essential in guiding treatment options and in determining Operability. Common sites

of distant metastasis include liver, lung, and bones (Rice, 2015; Maurie, 2021 ).

Stage 0 cancer is only in the epithelium (the top layer of cells lining the inside of the
esophagus). It has not started growing into the deeper layers. This stage is also
known as high-grade dysplasia. It has not spread to any lymph nodes or distant
organs. Cancer it can be located anywhere in the esophagus. Stage (1A) grows into
the lamina propria or muscularis mucosa (the tissue under the epithelium). It has not
spread to any lymph nodes or distant organs. Stage (IB) cancer is growing into the
lamina propria, muscularis mucosa (the tissue under the epithelium), submucosa, or
the thick muscle layer (muscularis propria). It has not spread to nearby lymph nodes
or distant organs (cancer.org, 2020).

Stage (I1A) The cancer is growing into the thick muscle layer (muscularis propria). It
has not spread to nearby lymph nodes or distant organs. Cancer can be grade 2 or
grade 3 or unknown and can be anywhere in the esophageal stage (11B). It spreads to
the thick muscle layer (muscularis propria) and to more than six nearby lymph nodes.
Stage (IVA) extends to the pleura (the thin layer of tissue that covers the lungs), the
pericardium (the thin sac surrounding the heart), or the diaphragm (the muscle in the
lower part of the lungs that separates the chest from the chest). Chest). chest).
inspiration). ) and multiple sites. Six nearby lymph nodes. Stage (IVB) cancer has
spread to distant lymph nodes or other organs such as the liver and lungs. Cancer can

be of any degree and can be found anywhere in the esophagus (cancer.org, 2020)
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Figure 2.1. Steps of esophageal cancer (cancer.org, Accessed date:03 July 2020).

2.2.2. Diagnosis of Esophageal Cancer

Management of esophageal cancer is challenging in identifying patients at high risk
and with an overall poor prognosis. Most esophageal cancers have diagnosed after
you experience these symptoms pushing or swallowing, first for solid foods and then
for liquids, as cancer expands into an obstructing mass in the esophagus. Other signs
and symptoms include progressive weight loss, nausea, vomiting, weight loss,
nausea, vomiting, chest pain, loss of appetite, and hoarseness (Meves et al., 2015 &
Harris et al., 2017).

Initial investigations may involve imaging studies such as a barium swallow study.
This requires ingestion of a liquid containing barium which lines the esophagus, and
a subsequent series of X-ray images are taken so that the hollow passage within the
esophagus can be visualized. For a definitive diagnosis, an endoscopy and biopsy
procedure is carried out. This involves the insertion of a thin tubular instrument with
a camera attached to the esophagus so that tissue can be removed and examined in
the lab for the presence of cancer (Harris et al., 2017). Once diagnosed, further
imaging tests and procedures are performed to determine whether cancer has spread
to other parts of the body. These include CT (computerized tomography), PET
(position emission tomography), MRI (magnetic resonance imaging), Endoscopy,
upper endoscopy, endoscopic ultrasound, bronchoscopy, thoracoscopy, biopsy, and

blood tests scans as well as surgical procedures which use thin tube-like instruments



to visualize and sample tissue from within the chest or abdomen (Harris et al., 2017).

2.2.3. Risk Factors of Esophageal Cancer

Esophageal cancer is often preceded by chronic inflammation in the esophagus,
disrupting normal cell signaling and growth (Chen et al., 2015). Risk factors of

esophageal cancer are slightly different between the two major subtypes.

2.2.4. Age and Gender

Esophageal cancer rates become more familiar with age, likely because this
carcinoma takes decades to develop esophageal cancer most often diagnosed in
people over age 50. The highest mortality rate was 25.0 per 100,000 for individuals
aged 75 years and older. Esophageal cancer is more common in men than women.

Men are two to eight times more effective than women (Bray et al., 2018).

2.2.5. Smoking

Smoking is a risk factor associated with both Barrett’s esophagus and esophageal
adenocarcinoma. It has been reported that current smokers have an increased risk of
esophageal adenocarcinoma as compared to nonsmokers. Also, smoking is one of the
significant risk factors for developing esophageal squamous carcinoma. However,
there are parts of the world where smoking is not an important risk factor, and racial
differences could account for these geographical differences. (Wheeler & Reed, 2012
& Hardikar et al., 2013).

2.2.6. Alcohol

Alcohol is an apparent risk factor for squamous carcinoma. The relative risk (RR)
increases with the amount of alcohol intake. Alcohol affects the risk of the squamous
cell type more than the risk of adenocarcinoma. The more alcohol someone drinks,

the higher their chance of getting esophageal cancer (cancer.org, 2020).



2.2.7. Obesity

Obesity is a significant and consistent risk factor for the development of esophageal
adenocarcinoma. It has become a severe pubic-related disease in developed
countries.Obesity in esophageal cell carcinoma is associated with low socioeconomic
status (Renchan et al., 2008 & Lofdahl et al., 2013). Both body mass index (BMI)
and increased abdominal obesity are also associated with esophageal cancer risk
Michael et al., 2014).

2.2.8. Diet and Nutrients

Conception hot tea, coffee, mate, poor oral health, low intake of fresh fruits and
vegetables, and low socioeconomic status have been increased risk factors associated
with esophageal cancer. Consumption of hot food and beverages has been proposed
as a risk factor for esophageal cancer in several geographical locations (Chen et al.,
2015). Food-rich nitrogenous components are historically related to the high
incidence of squamous cell carcinoma in some areas of China (Wheeler & Reed,
2012c).

2.2.9. Genetic and Family History

There are conditions with a genetic basis, such as Tylosis, an autosomal dominant
disease, that are clearly related to the development of esophageal squamous
carcinoma. The genetic and molecular changes underlying the development Of
esophageal cancer remain poorly understood. Genetic analysis of this cancers reveals
frequent chromosomal losses. In the past decade, efforts have been made to use
candidate gene approaches to identify genetic susceptibility factors for esophageal
cell carcinoma (ECC). Previous epidemiological studies have consistently found a
positive family history of esophageal cancer is associated with a significantly
increased risk of the tumor (Jian, 2014). The rare autosomal recessive genetic
syndrome, Franconia anemia, has shown a several hundred- to several thousand-fold
higher risk for esophageal cancer due to their astonishing elevated risk of developing

solid tumors (Jiang et al., 2014).
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2.2.10. Barrett’s Esophagus

Barrett’s esophagus is a potentially severe complication. The increased incidence of
(BE) in the last 30 years is correlated with an increased incidence of adenocarcinoma
in the same period (Wheeler & Reed, 2012b). The incidence of Barrett’s esophagus
(BE) is two to three times higher in men than women and male is an independent risk
factor for malignant transformation (de Jonge et al., 2010 & Bhat et al., 2011). the
significant risk factorS for Barrett’s esophagus (BE) is gastroesophageal reflux

disease. (Conteduca et al., 2012).

2.2.11. Gastroesophageal Reflux Disease

Gastroesophageal reflux disease (GERD) is the most common condition for
approximately 75% of all esophageal cancer. Gastroesophageal reflux disease is
currently defined as a condition that develops when the reflux of stomach contents
into the esophagus causes troublesome symptoms such as heartburn. Both Barrett’s
esophagus and esophageal adenocarcinoma. Approximately 10% of patients
diagnosed with GERD will develop Barrett’s esophagus (Shaheen et al. 2016).

2.2.12. Human papillomavirus

The infection status of human papillomavirus may be associated with the prognosis
of esophageal cancer (Hardefeldt et al., 2014). The esophagus can be infected with
HPV in the same way as the oral cavity, tonsils, and pharynx; it is assumed that the
histological similarities between the head and neck squamous epithelia and
esophagus suggest a similar association and clinical characteristics (Zhang et al.,
2015).

2.2.13. Importance of Topic and Nursing Approach

Esophageal cancer was the eighth most common cancer diagnosed globally and the
sixth cause of cancer death in Somalia in 2020 (GLOBOCAN, 2020; WHO, 2021).

Esophageal cancer (EC) was the most common type of cancer in Somalia for the
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comprehensive data and for both genders (Mohammad A, Gedi,2020). One of the
many duties of a nurse’s care is assessing and monitoring the patient’s physical and
emotional situation. Keeping track of laboratory, pathology, and imaging studies.
Try to help the patients understand the disease they have and their treatment plan.
Enabling them by translating the complex medical jargon and answering their
questions. The nurse should collaborate with the patient’s doctors and the other

clinicians about the patient’s treatment plan (Cancer Treatment Centers of America,

2020).

The nurses must have esophageal cancer knowledge, and clinical expertise of nursing
program is necessary for many aspects, including coordinating various support
services, patient and family education, clinical assessment, nutritional management,
management of side effects, and palliative care. It’s also physically, mentally, and
emotionally (Cancer Treatment Centers of America, 2020). However, due to
economic and cultural differences, nursing care and practice vary significantly in
different regions and countries. Exchange and communication of the nursing
research among other countries and cultures could enhance the improvement and
standardization of nursing care protocols and systems to improve the quality of
patient life (Zhao, 2016).

As we know, nurse practitioners always play a significant role in helping patients. In
Somalia, the health care system was almost wrecked by more than twenty years of
civil war and conflicts, during which time there was no legitimate central
government. During those civil war times, the Non-Government Organizations, the
United Nations, and private sector practitioners managed the healthcare sector. In
May 2014, the Federal Government established the Essential Package of Health
Services (EPHS) within the Health Sector Strategic Plans framework. The EPHS was
initially being designed in 2008 by the Somali Ministry of Health, to establish
standards for national health services governmental and non-governmental
organization (NGOs) the progress and also the setbacks of the health sector has been
obscured by lack of reliable data at regional and national level (Gele, 2020).
Strategies to screen, survey, and prevent esophageal cancer must consider the

changing epidemiology of the disease. Esophageal cancer is relatively uncommon;
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however, it is the second leading cancer in its increasing incidence that continues to
rise. When it occurs, esophageal cancer has one of the highest cancer mortality rates
in Somalia patients might not feel any different until esophageal cancer is advanced.
Screening may help doctors find the disease earlier, when treatment may work better.
It may also find and remove precancerous tissue, which helps keep cancer from
developing (Tomizawa & Wang, 2009).

Obstacles included lack of knowledge, religious beliefs, fatalism, fear,
embarrassment, and lack of trust in the interpreters. Identifying individual,
community, or health system barriers and addressing them concurrently may increase
use of cancer screening services among Somali women Both Somali women and men
had an overwhelmingly positive response to the faith-based messages promoting
esophageal cancer screening. The faith-based messages appeared to reinforce the
views of those who were already inclined to see screening positively, with
participants describing increased confidence to engage in screening. For those who
had reservations about screening, there was feedback that the faith-based messages
had meaningfully influenced their views (Journal of Immigrant and Minority Health,
2014).

Esophageal cancer screening plays a vital role in the early diagnosis of cancer and
effective treatment. Various common critical factors affect women’s participation in
EC screening which involve cost and insurance, knowledge, feeling,
sociodemographic characteristics, cultural factors, belief, pain, and embarrassment,
fear, religious, psychological factors, communications, social support and access, and
time constraint (Maria José et al.,2015) The role of nursing care is especially
significant for patients receiving radiation therapy for esophageal cancer. Esophageal
cancer, including cancer arising from the gastro-esophageal junction, is a challenging
disease worldwide (Cuizhi Geng, 2015). Esophageal cancer is an uncommon but
aggressive disease with the potential for early metastasis. The majority of patients
will present with metastatic disease, and treatment is usually palliative. This affects
the physical, psychosocial needs of the patient and family. The nurse plays a crucial

role in the care of these individuals and, therefore, needs a current and in-depth
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understanding of the disease, treatment, nutritional management, and nursing

management (Cuizhi Geng, 2015).
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PART 3

METHODS

3.1. RESEARCH DESIGN

A descriptive cross sectional explanatory study was conducted to evaluate
determination of nurse’s knowledge about esophageal cancer and risk factor in

Somali and Turkey.

3.2. SETTING OF THE STUDY

The study was carried out at Banadir Government Hospital in Mogadishu- Somalia
and Karabuk University Research and Training Hospital in Karabiik-Turkey from
3rd February to the 28th September 2020. The Banadir Hospital is a teaching
hospital in the Wadajir District of Mogadishu in Somalia. This hospital was chosen
because these are the largest hospital in Somalia. It was built in 1977 as part of a
Chinese development project. It became the connection to a humanitarian crisis in
2011. Karabuk Training and Research Hospital is affiliated with the Ministry of

Health, which provides outpatient and inpatient treatment services.

3.3. STUDY SAMPLES

The population of the study consisted of a total of 600 nurses working at two
hospitals in Somalia and Turkey from 3rd February to the 28th September 2020. The
total number of nurses was 160 at Banadir Hospital in Somalia, and about 450 nurses
were at Karabuk University Education and Training Hospital in Karabuk. The
inclusion criteria were as follows: (1) to be the licensed nurses in the permanent
position, (2) age between 18 to 65, (3) those freely willing to participate in this study.
The criteria for exclusion were nurses’ decision not to participate. A total of 300
questionnaires were collected in Somalia (n=150) and in Turkey (n=150), resulting
in a response rate of 99.8% and 33.3%, respectively. The seven nurses were not

included in the study because they did not fill out the questionnaire completely.
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Therefore, the sample of the study consisted of 293 nurses, 146 Turkish and 147

Somalian nurses.

3.4. DATA COLLECTION

Data were collected using the self-designed questionnaire; each participant answered
items of the questionnaires personally. All participants were informed by the
researcher about the purpose of the study and questionnaire content. A pilot study
was carried out on 5 nurses to determine the reliability of the questionnaire, and
participants were excluded from the study sample. Each participant spends
approximately 15-20 minutes responding to the questionnaires. All the
questionnaires were made available in English and Turkish. A researcher translated

the English materials into Turkish and checked the translations for accuracy.

3.5. MEASUREMENTS

The questionnaire was designed by the researcher according to literature (WHO,
2020; Chen et al., 2015 & Bray et al., 2018). This measurement was prepared in
Turkish and in English.  This instrument was controlled by three academicians in
terms of content. The questionnaire consists of two sections. Overall items included

in the questionnaire were 41 items.

Section 1. This part is created by relevant literature (Chen et al., 2015). The Socio-
Demographic Characteristics of nurses survey was used to determine socio-
demographic characteristics (e.g., age, gender, educational level, working state,
marital state, alcohol, nutritional habits, esophageal cancer risk, diagnosis, and
treatment, etc. This survey consisted of 16 items.

Section 2. This part is created by relevant literature (Meves et al., 2015 & Harris et
al., 2017). This survey included a total of 25 items. The nurses knowledge about
esophageal cancer risk factors consist of 14 items, diagnosis and screening method
consist of 7 items and treatment of esophageal cancer consist of 4 items. This surveys

Cronbach a value was found 0.698, 0.706 and 0.646, respectively.
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3.6. STATISTICAL ANALYSIS

The data were analyzed by using the IBM SPSS 20 program (SPSS Inc., Chicago, IL,
USA). Distribution of sociodemographic characteristics and data related to nurse’s
esophageal cancer were evaluated by descriptive statistics such as mean, standard
deviation, median, minimum and maximum values, number and percentage.
Kolmogorov Smirnov test was used to assess the compatibility of the continuous data
with normal distribution. Independent-samples t-test was used to compare the
continuous quantitative data and pain status, whereas Chi-Squared and Fisher’s Exact
tests were used to compare the categorical variables and pain status. In scoring the
questions about esophageal cancer risk factors, diagnosis/screening and treatment
methods, “1” was given to the true answer and “0” to the false and no idea answer.
Since the answers to the questions in the data collection form were “1” true and “0”
false, internal consistency was calculated by the Kuder-Richardson method (KR-20).
(Bademci, 2011). Based on the studies (Kheshti et al., 2016; Andegiorgish et al.,
2018) the number of correct answers was divided by the number of questions, and
their percentages were calculated and the knowledge index was obtained. Lineer
regression was performed to determine possible factors related to nurse’s knowledge
score, and p value < .05 is considered statistically significant.
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3.7. ETHICAL CONSIDERATION

Ethical approval for the study was obtained from the ethical review committee of
Karabuk University (No 77192405099-E50699)and institutional permission was
obtained from the administration of the Mogadishu Banadir Government hospital(No
27105693-806.01.03-1697) and Karabuk University Training and research Hospital
(98024045-799).The nurses were assured of anonymity and confidentiality, and they
were informed that the completion of the questionnaire can be carried out in private
and at the respondents’ leisure. All data were stored in a secure, locked safe. The
nurses were assured that they were not obligated to participate in the study, and they

had the right to withdraw from the study at any time.

3.8. LIMITATION OF THE STUDY

Since the COVID-19 pandemic occurred between the starting and ending dates of the
study, and the Karabuk Training and Education hospital was a pandemic hospital, the
all clinics was turned into a COVID-19 service. Correspondingly, there were
difficulties in communicating with nurses because of the virus risks. Due to the hard
work of the Turkish nurses because of pandemic, and also the psychological
problems caused by the Covid-19 may have affected the nurses' answers to the

questionnaire. Also, the number calculated for the sample size could not be reached.
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PART 4

RESULTS

A total of 293 nurses, 146 Turkish and 147 Somalian nurses, were included in the
study. 46.1% of nurses were between the ages of 18-29, 70.3% were women while
29.7% were male. 62.1% were married while 37.9% were single. 47.1% of the nurses
are undergraduate, 36.2% of them have a work experience was 0-5 years. 28.5% of
the nurses are worked in the field of internal medicine, 26.4% were working in
surgery department, 21.8% were working in intensive care unit, 12% were working
in the operating room and 11.3% were working in the emergency room. 20.8% of the

nurses stated that they used cigarettes and 5.8% used alcohol (Table 1).
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Table 4.1. Demographic characteristics of Turkish and Somalian nurses.

Demographic features n %
Age

18-29 135 46.1
30-40 94 32.1
41-50 54 18.4
>50 10 3.4
Gender

Female 206 70.3
Male 87 29.7
Marital status

Single 111 37.9
Married 182 62.1
Educational status

Associate degree 57 19.5
Undergraduate 138 47.1
Master degree 98 33.4
Work experience

0-5 years 106 36.2
6-10 years 69 23.5
11-15 years 46 15.7
> 15 years 72 24.6
Clinics

Internal medicine 85 28.5
Surgery 77 26.4
Intensive care 65 21.8
Operating room 34 12.0
Emergency 32 11.3
Smoking

Yes 61 20.8
No 232 79.2
Alcohol use

Yes 17 5.8
No 276 94.2

43.3% of the nurses stated that they had a low fiber diet-rich diet, 51.9% said that
they went to the doctor 1.2 times, 55.3% had health check-ups, and 52.9% did well in
general health fat. It was determined that 14% of the nurses had 1st-degree
esophageal cancers. 76.8% of the nurses stated that they considered screening for
esophageal cancers, and 3% stated that it would be considered a barrier to going to
the esophagus. 75.4% of the nurses were informed about the risk of esophageal

cancers, well-known and expert people (Table 4. 2).
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Table 4.2. Nutrition, health checks and esophageal cancer screening characteristics of
Turkish and Somalian nurses.

Nutrition habits n %
High fiber vegetables 86 29.4
Rich in low fiber protein and fat 127 43.3
Other 80 27.3
Frequency of visiting a doctor in the past year

| never went 48 16.4
1-2 times 152 51.9
3-4 times 83 28.3
Other 10 3.4
Time for the last health check

In the last year 162 55.3
In the last two years 82 28.0
When I’'m sick 49 16.7
Esophageal cancer in first-degree relatives

Yes 41 14.0
No 252 86.0
General health assessment

Bad 8 2.7
Middle 76 25.9
Good 155 52.9
Excellent 54 18.5
Considering screening for esophageal cancer

Yes 68 23.2
No 225 76.8
Barriers to screening for esophageal cancer

| don't know 96 32.8
Nobody suggested 54 18.4
Fear of being diagnosed with cancer 46 15.7
Fear that the procedures 22 7.5
| have no complaints 75 25.6
Wanted training about esophageal cancer

Yes 221 754
No 72 24.6

Table 4.3 indicates the comparison of sociodemographic characteristics of Turkish
and Somalian nurses. It was determined that the rate of being 41 years and over in
Turkish nurses and the rate of being between the ages of 18-29 in Somalian nurses
was higher (p<0.001). The rate of male nurses was higher in Somalian nurses and the
rate of being married in Turkish nurses was higher (p<0.001). In the study, it was
reported that there was a significant differences between the education levels of
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nurses working in Turkey and in Somalia (p<0.001). While the rate of having a
bachelor's degree is higher in Turkish nurses, the rate of having a graduate degree is
higher in Somalian nurses, the rate of working for 15 years is longer in Turkish
nurses, and the rate of working 0-5 years and 6-10 years in Somalian nurses is higher
(p<0.001). There was a difference in smoking rates between Turkish nurses and
Somalian nurses (p<0.001). It was determined that the rate of smoking was higher in

Turkish nurses and the rate of alcohol use was higher in Turkish nurses (p<0.05).

22



Table 4.3. Comparison of socio-demographic characteristics of nurses in Turkey and

Somalia.
Variable Turkish nurses Somalian nurses  Statistics P value
Age n % n %
18-29 51 34.9 84 57.1 v> =24.064  0.000
30-40 47 32.2 47 32
>41 48 32.9 16 10.9
Gender
Female 133 91.1 73 49.7 v* =60.243  0.000
Male 13 8.9 74 50.3
Marital status
Single 39 26.7 72 49 v* =15.434  0.000
Married 107 73.3 75 51
Educational status
Associate degree 35 24 22 15 ¥’ =75.687  0.000
Undergraduate 97 66.4 41 27.9
Master degree 14 9.6 84 57.1
Work experience
0-5 years 38 26 68 46.3 ¥* =43.633  0.000
6-10 years 29 19.9 40 27.2
11-15 years 19 13 27 18.4
> 15 years 60 41.1 12 8.2
Clinics
Internal medicine 41 29.3 40 27.8 v’ =4.984 0.289
Surgery 42 30 33 22.9
Intensive care 32 22.8 30 20.8
Operating room 13 9.3 21 14.6
Emergency 12 8.6 20 13.9
Smoking
Yes 48 32.9 13 8.8 v* =25.665  0.000
No 98 67.1 134 91.2
Alcohol use
Yes 13 8.9 4 2.7 ¥’ =5.124  0.024
No 133 91.1 143 97.3

Table 4.4 shows the distribution of Turkish nurses’ answers to questions about
esophageal cancer risk factors, diagnosis, screening and treatments. 75.4% of
Turkish nurses said no idea for ‘the susceptibility is higher in a white race than black
race’. 71.9% of Turkish nurses answering no idea about “barret’s esophageal disease
increase the risk of esophageal cancer”. 65.1% of Turkish nurses said yes for “the
reflux complaints are more common in patients with esophageal cancer” , 89.7% of
Turkish nurses said yes smoking increases the risk of cancer item while 84.2% of

Turkish nurses said no idea for the “statins reduce the risk of esophageal cancer”.
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64.4% of Turkish nurses said no idea the use non-steroidal anti-inflammatory drugs
increased the risk of cancer item, 46.6% Turkish nurses refused endoscopy method
as a diagnostic method and that a little importance in the diagnosis of esophageal
cancer item, 70.5% Turkish nurses said yes for the biopsy method is a definitive
diagnosis of esophageal cancer item. 69.9% of Turkish nurses said yes that
dysphagia, reflux, chest painare symptoms of esophageal cancer. 70.5% of Turkish
nurses said yes cough and hoarseness are symptoms of esophageal cancer, 75.3% of
Turkish nurses said yes that MRI, CT, PET CT and endoscopic ultrasound and other

diagnostic methods are used in esophageal cancer.
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Table 4.4. Distribution of Turkish nurses' answers to questions on risk factors

diagnosis /screening and treatment for esophageal cancer.

Items Yes No No idea

Risk Factors n % n % n %

1. Men are at higher risk of esophageal cancers than 60 411 6 41 80 548
women.

2. Esophageal cancers are more common over 55 years 69 473 4 27 73 50

of age

3. The susceptibility is higher in a white race than inthe 26 178 10 6.8 110 754
black race

4.Barret's esophageal disease increases the risk of cancer 38 26 3 21 105 71.9
5. Reflux complaints are more common in patients with 95 651 6 4.1 45 30.8
esophageal cancer.

6. Obesity is a significant risk factor for esophageal 82 56.2 7 48 57 39

cancer.

7. Alcohol use is a significant risk factor for esophageal 109 747 4 27 33 226
cancer.

8. Smoking increases the risk of cancer. 131 897 2 14 13 89
9. A diet rich in fiber, fruits and vegetables reduces the 106 726 7 48 33 226
risk of esophageal cancer

10. Low socioeconomic status is not a risk factor for 27 185 65 44. 54 37

esophageal cancer. 5

11. Presence of FOXF1 and BARX1 genes increase the 23 158 3 21 120 822
risk of esophageal cancer

12. The use of proton pump inhibitors and aspirin 29 19.9 28 19. 89 61.0
reduces the risk of cancer. 2

13. Statins reduce the risk of esophageal cancer. 11 75 12 82 123 84.2
14. The use of non-steroidal anti-inflammatory drugs 40 274 12 82 94 64.4
increases the risk of cancer.

Diagnosis And Screening Methods

15. Endoscopy method is a diagnostic method that has 46 315 68 46. 32 219
little importance in the diagnosis of esophageal cancer. 6

16. The biopsy method is the definitive diagnosis 103 705 8 55 35 24.0
method in the diagnosis of esophageal cancer.

17. Dysphagia, reflux, chest inflammation or pressure 102 69.9 5 34 39 26.7
sensation are symptoms of esophageal cancer.

18. Unexplained weight loss and indigestion are 101 69.2 3 21 42 288
symptoms of esophageal cancer.

19. Cough and hoarseness are symptoms of esophageal 103 705 9 6.2 34 233
cancer

20. Hematemesis is one of the late symptoms of 76 521 9 6.2 61 418
esophageal cancer

21. MR, CT, PET CT and endoscopic ultrasound are 110 753 2 14 34 233
other diagnostic methods used in esophageal cancer.

Treatment

22. Neoadjuvant treatment method is the treatment 29 199 2 14 115 7838
method applied after surgery for cancer.

23. Esophagostomy is performed in esophageal cancer 60 411 6 41 80 548
24. Chemotherapy is applied after surgical treatment 78 534 5 34 63 432
25. In esophageal cancer, radiotherapy is applied 49 336 1 06 96 65.8

together with neoadjuvant treatment.
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Table 4.5 reports that distribution of Somalian nurses' answers to questions about
esophageal cancer risk factors, diagnosis, and screening methods, and treatment
methods. 68.7% of Somalian nurses said yes for “the Men are at higher risk of
esophageal cancer”. 30.6%o0f Somalian nurses said no for ‘The susceptibility is
higher in white race than black race. 85.0% Somalian nurse said yes for alcohol use
Is an important risk factor for esophageal cancer’ item, 68.0% Somalian nurses said
yes “smoking increases the risk of esophageal cancer”, 74.8% said yes for « the
biopsy method is the definitive diagnosis method in the diagnosis of esophageal
cancer”, 47.6% Somalian nurses said no “cough and hoarseness are symptoms of
esophageal cancer”, 71.4% Somalian nurses said yes “MR, CT, PET CT and
endoscopic ultrasound are other diagnostic methods used in esophageal cancer”,
63.3% for Somalian nurses said yes “esophagostectomy is perfomed in esophageal

cancer”.
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Table 4.5. Distribution of Somalian nurses' answers to questions about esophageal
cancer risk factors, diagnosis and screening methods, and treatment
methods.

ltems Yes No No idea

Risk factors n % n % n %

1. Men are at higher risk of esophageal cancers than 101 68.7 33 224 13 88
women.

2. Esophageal cancers are more common over 55years 93 632 47 32 7 438
of age

3. The susceptibility is higher in white race than black 71 483 45 306 31 21.1
race

4.Barret's esophageal disease increases the risk of 103 70.1 30 204 14 95
cancer

5. Reflux complaints are more common in patients 103 70.1 37 251 7 4.8
with esophageal cancer.

6. Obesity is a major risk factor for esophageal cancer. 45 30.6 81 55.1 21 143

7. Alcohol use is an important risk factor in esophageal 125 85.0 18 122 4 28
cancer.

8.Smoking increases the risk of cancer 100 68.0 38 259 9 6.1

9. A diet rich in fiber, fruits and vegetables reducesthe 79 53.7 44 299 24 164
risk of esophageal cancer

10. Low socioeconomic status is not a risk factor for 83 56.5 48 327 16 10.8
esophageal cancer

11. Presence of FOXF1 and BARX1 genes increases 51 34.7 42 28.6 54 36.7
the risk of esophageal cancer

12. The use of proton pump inhibitors and aspirin 69 46.9 41 27.9 37 25.2
reduces the risk of cancer.

13. Statins reduce the risk of esophageal cancer. 71 483 51 347 25 17

14. Non steroid anti inflammatuar kullanimi kanser 49 33.3 74 50.3 24 16.4
riskini arttirir.

Diagnosis and Screening Methods

15. Endoscopy method is a diagnostic method that has 98 66.7 43 293 6 4.0
little importance in the diagnosis of esophageal cancer.

16. The biopsy method is the definitive diagnosis 110 748 30 204 7 4.8
method in the diagnosis of esophageal cancer.

17. Dysphagia, reflux, chest inflammation or pressure 99 67.3 31 21.1 17 116
sensation are symptoms of esophageal cancer.

18. Unexplained weight loss and indigestion are 123 83.7 16 109 8 54
symptoms of esophageal cancer.

19. Cough and hoarseness are symptoms of esophageal 66 449 70 476 11 7.5
cancer

20. Hematemesis is one of the late symptoms of 86 585 33 224 28 19.1
esophageal cancer

21. MR, CT, PET CT and endoscopic ultrasound are 105 714 25 17 17 116
other diagnostic methods used in esophageal cancer.

Treatment

22. Neoadjuvant treatment method is the treatment 79 53.7 46 313 22 15
method applied after surgery for cancer.

23. Esophagostomy is performed in esophageal cancer 93 63.3 44 299 10 6.8

24. In esophageal cancer, radiotherapy is applied 88 59.8 37 252 22 15
together with neoadjuvant treatment.
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Table 4.6 indicates the comparison of nutrition, health checks and esophageal cancer
screening characteristics of nurses working in Turkey and in Somalia. According to
the Table 6, it was found that there was differences between the nutrition habits of
Turkish nurses and Somalian nurses (p<0.01).While the rate of other eating habits
was higher in Turkish nurses, the rate of having a diet rich in low fiber protein and
fat was higher in Somalian nurses. Also, it was found that the rate of visiting to the
doctor 1.2 times in the last year was higher in Turkish nurses (p<0.05), and the rate

of never visiting to the doctor was higher in Somalian nurses (p<0.05).

In the study, there was a difference between the time of the last health check of
Turkish and Somalian nurses (p<0.001). While the rate of having the last health
check in the last year was higher in Turkish nurses, the rate of having the last health
check in the last two years was higher in Somalian nurses. There was a difference
between Turkish nurses and Somalian nurses in terms of having esophageal cancer in
their first degree relatives (p<0.001). It was reported that 2.1% of Turkish nurses had
esophageal cancer in their first-degree relatives, and 25.9% of Somalian nurses had

esophageal cancer in their first-degree relatives.

In the study, there was a differences between the general health status assessment
levels of Turkish and Somalian nurses (p<0.001). While the rate of stating general
health status as moderate and good was higher in Turkish nurses, the rate of stating it
as excellent was higher in Somalian nurses. It was reported that there was a
differences between the rates of Turkish and Somali nurses considering screening for
esophageal cancer (p<0.001). It was determined that the rate of considering
esophageal cancer screening was higher in Somalian nurses than Turkish nurses.
There was a difference between Turkish and Somalian nurses' barriers to screening
for esophageal cancer (p<0.001). While the rates of no one's advice and other
obstacles were higher in Turkish nurses, the rates of ignorance and fear of diagnosis
were higher in Somalian nurses. There was no difference between the rates of
Turkish and Somalian nurses wanting to receive information about esophageal

cancer risk diagnosis and treatment methods (p>0.05).
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Table 4.6. Comparison of nutrition, health checks and esophageal cancer screening
characteristics of nurses working in Turkey and nurses working in

Somalia.
Variables Turkish nurses  Somalian nurses x° Value P
n % n %

Nutrition habits
High fiber vegetables 46 31.5 40 27.2 x> =13.087 0.001
Rich in low fiber protein 49 33.6 78 53.1
and fat
Other 51 349 29 19.7
Frequency of visiting a doctor in the past year
| never went 15 103 33 224  4°=7.995 0.046
1-2 times 82 52.6 70 47.6
3-4 times 44 301 39 26.5
Other 5 3.4 5 3.4
Time for the last health check
In the last year 104 71.2 58 39.5 X’ =32.322  0.000
In the last two years 22 15.1 60 40.8
Other 20 13.7 29 19.7
Esophageal cancer in first-degree relatives
Yes 3 21 38 25.9 ¥’ =34.462  0.000
No 143 979 109 74.1
General health assessment
Bad 2 1.4 6 4.1 ¥’ =46.844  0.000
Middle 52 356 24 16.3
Good 86 589 69 46.9
Excellent 6 4.1 48 32.7
Considering screening for esophageal cancer
Yes 10 6.8 58 395  x°=43.697 0.000
No 136 93.2 89 60.5
Barriers to screening for esophageal cancer
| don't know 39 26.7 57 38.8
Nobody suggested 36 247 18 122 *=46.907 0.000
Fear of being diagnosed 8 55 38 25.9
with cancer
Fear that the procedures 8 55 14 9.5
Other 55 37.7 20 13.6
Wanted training about esophageal cancer

Yes 103 705 118 80.3  ¢°=3.737 0.053

No 43 295 29 19.7

Table 4.7 shows the comparison of esophageal cancer risk factors,
diagnosis/screening and treatment scores of Turkish and Somalian nurses. According
to the Table 4.7, it was found that a difference between the risk factors knowledge

scores, treatment, knowledge score and total knowledge scores (p<0.001). However,
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there was no statistical differences between two groups in items of diagnosis and
screening knowlege scores (p=0.755).

Table 4.7. Comparison of Turkish and Somalian nurses about esophageal cancer risk
factors, diagnosis/screening and treatment knowledge scores.

Turkish (n=146) Somalian (n=147)  Test

Mean + SD Mean + SD Statistics p
Median Median

(Min-Max) (Min-Max)
Risk factors 41.38+21.77 55.53£17.75 U=6872.0 0.000
knowledge score 42.85 (0-92.86) 50 (0-100)
Diagnosis/screening 62.72+31.49 66.76+24.35 U=10508.5  0.755
knowledge score 71.42 (0-100) 71.42 (0-100)
Treatment 36.98+35.86 62.75+27.03 U=6232.0 0.000
knowledge score 25 (0-100) 75 (0-100)
Total knowledge 46.65+22.26 59.83+17.70 U=7264.5 0.000
score 48 (0-92) 60 (0-100)

Table 4.8 shows the comparison of Turkish nurses' esophageal cancer risk factors
kowledge score with independent variables. According to the Table 8 in Turkish
nurses; age groups, gender, marital status, education level, work experience, clinics,
frequency of visiting to the doctor, status of having a last health check, presence of
cancer in the first degree. There was no difference between the status of having
esophageal cancer in relatives and risk factor knowledge scores (p>0.05). However,
there was a differences between the risk factor knowledge scores of smokers and

nonsmokers among Turkish nurses (p<0.05).
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Table 4.8. Comparison of Turkish nurses' scores about
factors with independent variables.

esophageal cancer risk

Variables Risk Factors Scores Test
n Mean + SD Median statistics P
(Min-Max)
Age
18-29 51 44.39+20.41 50 (0-92.86) KW=2.105 0.349
30-40 47 38.29+23.80 35.71 (0-85.71)
>41 48 41.22+21.10 42.85 (0-85.71)
Gender
Female 133 42.42+21.53 42.85 (0-92.86) U=619.5 0.091
Male 13 30.76+£22.28 36.71 (0-64.29)
Marital status
Single 39 44.87+22.82 50 (0-92.86) U=1823.0 0.241
Married 107 40.12+21.35 42.85 (0-85.71)
Educational status
Associate degree 35 35.10+£23.39 35.71 (0-78.57) KW=3.944  0.139
License 97 43.74+20.95 50 (0-92.86)
Graduate 14 40.81£21.59 35.71 (0-78.57)
Work experience
0-5 years 38 45.67+20.23 50 (0-92.86)
6-10 years 29 42.36+23.99 42.85 (0-85.71) KW=2.548  0.467
11-15 years 19 37.96+25.20 35.71 (0-85.71)
> 15 years 60 39.28+20.52 35.71 (0-85.71)
Clinics
Internal 41 43.55+20.37 50 (0-78.57)
medicine KW=4.305 0.366
Surgery 42 38.09+22.78 35.71 (0-92.86)
Intensive care 32 41.07+£21.54 42.85 (0-78.57)
Operating room 13 41.20+25.11 35.71(7.14-85.71)
Emergency 12 51.19£19.69  53.57 (14.29-78.57)
Smoking
Yes 48 35.71£22.05 35.71 (0-85.71) U=1802.5 0.021
No 98 44.16+21.20 46.42 (0-92.86)
Alcohol use
Yes 13 38.46+22.31 35.71 (0-71.43) U=806.5 0.689
No 133 41.67+£21.78 42.85 (0-92.86)
Nutrition habits
High fiber 46 43.32420.77  42.85(0-85.71)
vegetables Kw=1.238 0.538
Rich in low fiber 49 38.77+21.27 35.71 (0-85.71)
protein and fat
Other 51 42.15+23.26 42.85 (0-92.86)
Frequency of visiting a doctor in the past year
| never went 15 39.19+14.65  35.71(7.14-64.29) KW=2.718  0.437
1-2 times 82 40.59+21.96 42.85 (0-92.86)
3-4 times 44 44.96+23.13 50 (0-85.71)
Other 5 38.57+£25.55 42.85 (0-71.43)

Time for the last health check
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In the last year 104 43.68+22.06 50 (0-92.86) Kw=5.314  0.070

In the last two 22 37.98+16.40 35.71 (7.14-71.43)

years

Other 20 33.21+£23.89 32.14 (0-85.71)

Esophageal cancer in first-degree relatives

Yes 3 61.90+£10.91 64.28 (50-71.43) U=85.0 0.072
No 143 40.95+21.76 42.85 (0-92.86)

General health assessment

Bad/Moderate 54 38.75+23.32 35.71 (0-85.71 U=2191.5 0.233

Good/Excellent 92 42.93+20.73 42.85 (0-92.86)

Considering screening for esophageal cancer

Yes 10 32.14+23.14 32.14 (0-64.29) U=521.5 0.217
No 136 42.06+21.60 42.85 (0-92.86)

Wanted training about esophageal cancer

Yes 103 41.74+20.74 42.85 (0-85.71) U=2150.0 0.781
No 43 41.19+£24.33 36.71 (0-92.86)

The comparison of Turkish nurses' esophageal cancer diagnosis and screening
methods knowledge scores and independent variables is reported in Table 4.9. It was
found that there was no statistical differences between Turkish nurses about
esophageal cancer, diagnosis and screening knowledge scores and age, gender,
marital status, educational status,work experience, clinics, smoking status,

nutiritional habits, visiting doctor in the last year having check up (p>0.05).

Table 4.9. Comparison of Turkish nurses' scores for esophageal cancer diagnosis and
screening methods with independent variables.

Variables Diagnosis/Screening Score Test
n  Mean+ SD Median (Min-  statistics P
Max)
Age
18-29 51 61.62+30.16 71.42 (0-100) KW=0.978 0.613
30-40 47  61.09+33.66  71.42 (0-100)
>41 48 65.47+31.16 71.42 (0-100)
Gender
Female 133 63.58+30.98 71.42 (0-100) U=751.0 0.428
Male 13 53.84+36.49 42.85 (0-100)
Marital status
Single 39  65.20+30.00 71.42 (0-100) U=1975.0 0.616
Married 107 61.81+£32.11 71.42 (0-100)
Educational status
Associate 35 56.32+32.85 71.42 (0-100) KW=1.932 0.381
degree

Undergraduate 97 64.80+31.07 71.42 (0-100)
Master degree 14 64.28+31.07 71.42 (0-100)
Work experience

0-5 years 38  64.28+26.72 71.42 (0-100)
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6-10 years 29  56.154+32.60 57.14 (0-100) KW=2.476 0.480
11-15 years 19 60.90+39.51 71.42 (0-100)

> 15 years 60 65.47+31.26 71.42 (0-100)

Clinics

Internal 41  65.15+30.64 71.42 (0-100) KW=2.575 0.631
medicine

Surgery 42  60.20+34.78 71.42 (0-100)

Intensive care 32  62.05+31.17 71.42 (0-100)

Operating 13 58.24+30.56 51.14 (0-100)

room

Emergency 12 77.38+£12.86 85.71(42.86-85.71)

Smoking

Yes 48  60.41+33.88 71.42 (0-100) U=2281.0 0.764
No 98 63.84+30.37 71.42 (0-100)

Alcohol use

Yes 13 54.94+37.72 71.42 (0-100) U=782.0 0.564
No 133 63.48+30.88 71.42 (0-100)

Nutrition habits

High fiber 46  67.70+30.48 71.42 (0-100) Kw=2.108 0.384
vegetables

Rich in low 49  60.93+32.96 71.42 (0-100)

fiber protein

and fat

Other 51 59.944+31.03 71.42 (0-100)

Frequency of visiting a doctor in the past year

I never went 15 70.47+21.23 71.42 (0-85.71) KW=0.555 0.907
1-2 times 82 62.54+32.50 71.42 (0-100)

3-4 times 44  60.38+32.29  71.42 (0-100)

Other 5 62.85+38.59 71.42 (0-100)

Time for the last health check

Inthe lastyear 104 64.01+£31.66 71.42 (0-100) KW=2.849 0.241
Inthe lasttwo 22 66.88+27.31  71.42 (0-100)

years

Other 20 51.424+33.86 57.14 (0-100)

Esophageal cancer in first-degree relatives

Yes 3  90.47+8.24 8571(85.71-100) U=83.0  0.065
No 143 62.13+31.54  71.42 (0-100)

General health assessment

Bad/Moderate 54 57.14+33.64 71.42 (0-100) U=2145.0 0.162
Good/Excellent 92  65.99+29.86 71.42 (0-100)

Considering screening for esophageal cancer

Yes 10 68.57425.90 78.57(14.29-85.71) U=609.0 0.576
No 136 62.28+31.90 71.42 (0-100)

Wanted training about esophageal cancer

Yes 103  62.96+30.03 71.42 (0-100) U=21615 0.814
No 43  62.12+35.11 71.42 (0-100)

Table 4.10 shows the comparison of Turkish nurses' esophageal cancer treatment
knowledge scores and independent variables. According to the Table 4.10, it was

reported that there was no statistical differences between Turkish nurses about
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esophageal cancer treatment knowledge scores and age, gender, marital status,
educational status,work experience, clinis, smoking status, nutiritional habits, visiting

doctor in the last year having check up (p>0.05).

Table 4.10. Comparison of Turkish nurses' scores for esophageal cancer treatment
with independent variables.

Variables Treatment methods Score Test
n Mean+ SD Median (Min-Max) statistics p
Age
30-40 47 31.91+£36.37 25 (0-100)
>41 48 37.50+36.46 25 (0-100)
Gender
Female 133 36.84+35.56 25 (0-100)
Male 13 38.46+40.33 25 (0-100) U=858.5 0.966
Marital status
Single 39 42.94+34.86 25 (0-100)
Married 107  34.81+£36.13 25 (0-100) U=858.5 0.966
Educational status
Associate 35 39.28434.45 25 (0-100)
degree KwW=3.097 0.213

Undergraduate 97 34.02+35.20 25 (0-100)
Master degree 14 51.78+42.13  37.5 (0-100)
Work experience

0-5 years 38 38.81+33.74 25 (0-100)

6-10 years 29 39.65+39.25 25 (0-100)

11-15 years 19 26.31+35.81 0 (0-100) KW=2.437 0.213
> 15 years 60 37.91+35.79 25 (0-100)

Clinics

Internal 41 35.97434.02 25 (0-100) KW=1.532 0.821
medicine

Surgery 42 33.92+38.18 25 (0-100)

Intensive care 32 43.75+37.56 50 (0-100)
Operating room 13 38.46+36.25 25 (0-100)

Emergency 12 35.41+34.47 25 (0-100)

Smoking

Yes 48 36.97+37.54 25 (0-100) U=2329.5 0.923
No 98 36.98+35.21 25 (0-100)

Alcohol use

Yes 13 32.68+37.33 25 (0-100) U=801.0 0.562
No 133  37.40+£35.83 25 (0-100)
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Nutrition habits

High fiber 46 38.04+37.54 25 (0-100)
vegetables Kw=0.284 0.868
Rich in low fiber 49 34.18+33.73 25 (0-100)
protein and fat
Other 51  38.72436.84 25 (0-100)
Frequency of visiting a doctor in the past year
I never went 15 38.33+42.11 25 (0-100)
1-2 times 82 36.28+35.60 25 (0-100)
3-4 times 44 392043426 25(0-100) KW=1153 0.764
Other 5 25.00+43.30 0 (0-100)
Time for the last health check
Last year 104  36.05+35.49 25(0-100) Kw=0.380 0.827
Last two years 22 37.50+£39.15 37.5(0-100)
Other 20 41.25+£35.61 37.5(0-100)
Esophageal cancer in first-degree relatives
Yes 3 83.33+14.43 75 (75-
100) U=65.0 0.033
No 143  36.01+35.55 25 (0-100)
General health assessment
Bad/Moderate 54 40.27£37.43 25(0-100) U=2297.5 0.434
Good/Excellent 92 35.05+34.97 25 (0-100)
Considering screening for esophageal cancer
Yes 10 35.00+£33.74 25(0-100) U=673.5  0.958
No 136  37.13+36.13 25 (0-100)
Wanted training about esophageal cancer
Yes 103  36.16+36.16 25 (0-100) U=2105.5 0.629
No 43 38.95+35.48 25 (0-100)

Table 4. 11 shows the comparison of Somalian nurses's esophageal cancer risk factor
score and independent variables. According to the Table 4.11, there was no
differences between esophageal cancer risk factor scores and age, gender, marital
status, educational status,work experience, clinis, smoking status, nutiritional habits,

visiting doctor in the last year having check up among Somalian nurses (p>0.05).

On the other hand in Somalian nurses; there was a difference between the groups in
frequency of seeing a doctor in the last year and their risk factors knowledge scores
(p<0.01). As a result of the multiple comparison test, it was found that the risk
factors scores of those who went to the doctor 3-4 times in the last year were lower
than those who never went and those who went 1-2 times. In this study, there was a
differences between the groups at the time of the last health check in terms of risk
factors scores. (p<0.01). As a result of the multiple comparison test, it was

determined that the risk factors scores of those who said when they got sick as the
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time to have their last health checkup were higher than those who said in the last year
and the last two years (p<0.01). In Somalian nurses; there was a difference between
the risk factors scores of those who wanted to receive information about esophageal
cancer risk diagnosis and treatment methods and those who did not (p<0.01). Those
who wanted to get information about esophageal cancer risk diagnosis and treatment
methods had higher risk factors scores.

Table 4.11. Comparison of Somalian nurses' esophageal cancer risk factors
knowledge score with independent variables.

Variables Risk Factors Scores Test
n Mean + SD Median (Min-  statistics p
Max)
Age
18-29 84 56.54+18.49 57.14 (0-100) KW=1.626 0.443
30-40 47  53.95+16.09 50 (21.43-100)
>41 16 54.91+19.11 50 (32.71-100)
Gender
Female 73 54.69+17.46 50 (0-100) U=25355 0.516
Male 74 56.37+18.10  53.57 (14.29-100)
Marital status
Single 72  54.56+17.30 50 (0-92.86) U=2600.5 0.696
Married 75 56.47+18.23 50 (21.43-100)
Educational status
Associate 22 50.64+15.57 50 (0-85.71 KW=5.720  0.057
degree
Undergraduate 41 61.32+17.34  57.14(28.57-100)
Master degree 84 53.99+17.95 50 (14.29-100)
Work experience
0-5 years 68 55.35+16.84 50 (0-100)
6-10 years 40 57.50+17.71 53.57(14.29-100)  KW=7.437  0.059
11-15 years 27 57.93+20.71 64.28 (21.43-100)
> 15 years 12 44.64+12.96  42.85(28.57-78.57)
Clinics
Internal 40 60.00+18.07 64.28 (0-92.86) KW=10.492 0.053
medicine
Surgery 33  53.03+14.40 50 (21.43-92.86)
Intensive care 30 50.71+18.97 50 (14.29-100)
Operating 21 51.02+16.17 50 (21.43-78.5)
room
Emergency 20 61.78+19.83  60.71(28.57-100)
Smoking
Yes 13 53.29+20.51 50 (21.43-100) u=770.5 0.488
No 134 55.75+17.52 50 (0-100)
Alcohol Use
Yes 4  73.62+22.47 85.71(42.86-100) U=256.0 0.718
No 143 66.09+24.50  71.42 (0-100)

Nutrition habits
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High fiber 40 53.92+18.65 50 (14.29-100) KW=1.077 0.584
vegetables

Rich in low 78  55.40+18.06 50 (0-100)

fiber protein

and fat

Other 29 58.12+15.82  57.14(28.57-92.86)

Frequency of visiting a doctor in the past year

| never went 33  60.38+13.25 64.28(3571-9286)  KW=12.802 0.005

1-2 times 70 56.32+17.85 53.57 (0-100)
3-4 times 39 49.26+19.78 4285 (21.43-100)
Other 5 61.42+15.64 50 (50-78.57)

Time for the last health check
Inthe lastyear 58 54.06+18.97 50 (14.29-100) KW=9.729 0.008
In the last two 60 52.97+16.44 50 (0-92.86)

years
Other 29  63.79+15.84  64.28 (21.43-100)

Esophageal cancer in first-degree relatives

Yes 38  50.75+21.44 50 (0-100) U=1644.0  0.056
No 109 57.20+16.04 50 (14-29-100)

General health assessment

Bad/Moderate 30 52.85+12.94 50 (21.43-85.71) U=15875 0.415
Good/Excellent 117 56.22+18.77 50 (0-100)

Considering screening for esophageal cancer

Yes 58 52.95+20.02 50 (0-100) U=2149.5 0.084
No 89 57.22+15.98 57.14(14.29-100)

Woanted training about esophageal cancer

Yes 118 57.44+18.40 57.14 (0-100) U=1136.5  0.005
No 29 47.78+12.23 50 (14.29-71.43)

Table 4.12 shows the comparison of Somalian nurses' scores for esophageal cancer
diagnosis and screening methods knowledge scores and independent variables. In
this study, it was reprted that there was no differences between age, gender, marital
status, education level status, years of work experience, clinics work, smoking status,
alcohol use, dietary habits, presence of cancer in first-degree relatives, the desire to
have esophageal cancer screening and the diagnosis and screening methods scores of
the nurses (p. >0.05). On the other hand, there was a difference in diagnosis and
screening method knowledge scores between the groups in frequency of going to the
doctor in the last year (p<0.001). According to the multiple comparison test, it was
determined that the diagnosis and screening methods knowlege scores of those who
went to the doctor 3-4 times in the last year were lower than those who never went

and those who went 1-2 times.
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In the study, a difference was found between the Somalian nurses' last health check-
up time groups in terms of diagnosis and screening methods knowlege scores
(p<0.05). According to the results of the multiple comparison test, it was determined
that the diagnosis and screening methods scores of those who said they were sick as
the time to have their last health checkup were higher than those of the groups who
said they were sick in the last two years, and that the diagnosis and screening
methods knowlege scores of Somalian nurses who had good/excellent general health
status were higher (p<0.05). In Somalian nurses; a difference was found between the
diagnosis and screening methods knowledge scores of those who wanted to receive
information on esophageal cancer risk diagnosis and treatment methods and those
who did not (p<0.01). Those who wanted to get information about esophageal cancer

risk diagnosis and treatment methods had higher screening methods scores.

Table 4.12. Comparison of Somalian Nurses' scores for esophageal cancer diagnosis

and screening methods knowledge scures and independent variables.

Variables Diagnosis and screening methods  Test statistics
score P

n Ort+ SS Median (Min-Max)
Age
18-29 84 68.87+23.48 71.42 (0-100) KW=4.149 0.126
30-40 47 66.56+24.43 57.14 (28.57-100)
>41 16 56.25+27.33  42.85(28.57-100)
Gender
Female 73 64.77+23.70 71.42 (0-100) U=24440  0.309
Male 74 68.72+24.98 71.42 (0-100)
Marital status
Single 72 64.08+23.61 71.42 (0-100) U=2396.0 0.229
Married 75 69.33+24.93  71.42 (28-57-100)
Educational status
Associate degree 22 64.284+25.61 64.28 (0-100) KwW=0.130 0.937
License 41  66.89+26.80 71.42 (0-100)
Graduate 84 67.34+£22.99  71.42 (28.57-100)
Work experince
0-5 years 68 66.80+24.85 71.42 (0-100)
6-10 years 40 68.92+23.30  71.42 (42.86-100) KwW=7.124  0.068
11-15 years 27 70.89+25.51  85.71 (28.57-100)
> 15 years 12 50.00+16.68  42.85(28.57-85.71)
Clinics
Internal medicine 40 63.92426.67 71.42 (0-100) KW=4.600 0.331
Surgery 33 62.36+22.31  71.42 (42.86-100)
Intensive care 30 66.66+23.82  51.14 (28.57-100)
Operating room 21 63.26+26.17  57.14 (28.57-100)
Emergency 20 77.14+£22.42  85.71 (42.86-100)
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Smoking

Yes 13 73.62+22.47  85.71 (42.86-100) U=720.0 0.293
No 134 66.09+24.50 71.42 (0-100)
Alcohol use
Yes 4 60.71+17.97  57.14 (42.86-85.71) U=244.0 0.610
No 143 66.93+24.53 71.42 (0-100)
Nutrition habits
High fiber 40 66.78+24.29  71.42 (28.57-100) KW=4.161 0.125
vegetables
Rich in low fiber 78 63.73£25.50 57.14 (0-100)
protein and fat
Other 29 74.87+19.71  71.42 (42.86-100)
Frequency of visiting a doctor in the past year
| never went 33 75.32+£24.03 71.42 (0-100) KW=21.876 0.000
1-2 times 70 70.20+23.54 71.42 (0-100)
3-4 times 39 52.38+21.82  42.85(28.57-100)
Other 5 74.28+6.38 71.42 (71.43-85.71)
Time for the last health check
In the last year 58 67.24+25.66  71.42 (28.57-100) KW=8.921  0.012
In the last two 60 61.424+22.36 57.14 (0-100)
years
Other 29 76.84+23.03 71.42 (0-100)
Esophageal cancer in first-degree relatives
Yes 38 61.27+22.98 57.14 (0-100) U=1725.0 0.119
No 109  68.67+24.62 71.42 (0-100)
General health assessment
Bad/Moderate 30 58.57£16.92  57.14 (42.86-100) U=1310.0  0.029
Good/Excellent 117  68.86+25.55 71.42 (0-100)
Considering screening for esophageal cancer
Yes 58 66.00+22.52 71.42 (0-100) U=2518.0  0.799
No 89 67.25+25.59 71.42 (0-100)
Wanted training about esophageal cancer
Yes 118  70.09+23.69 71.42 (0-100) U=1035.0 0.001
No 29 53.20422.55 42.85 (0-100)

Comparison of Somalian nurses' scores for esophageal cancer treatment methods
knowledge scores and independent variables was showed in Table 4.13. In this
study, it was found that there was no difference in terms of age, gender, marital
status, education level status, work experience, clinics, smoking status, alcohol use,
eating habits, time of last health check, presence of esophageal cancer in first-degree
relatives, and treatment methods scores of nurses (p>0.05). However, there was a
difference in the treatment methods knowlege scores between the groups of
frequency visiting to the doctor in the last year among Somalian nurses (p<0.001).
As a result of the multiple comparison test, the treatment methods scores of those

who went to the doctor 3-4 times in the last year were lower than those who never
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went and those who went 1-2 times (p<0.001), those with good/excellent general
health had higher scores (p<0.05). It was determined that those who wanted to get
information about esophageal cancer risk diagnosis and treatment methods knowlege

had higher treatment methods scores (p<0.01).

Table 4.13. Comparison of Somalian Nurses' scores for esophageal cancer treatment
methods with independent variables.

Variables Treatment Scores
n Ort £ SS Median p

(Min-Max)

Age

18-29 84  64.28+26.40 75 (0-100) KW=2.203 0.316

30-40 47  63.29+27.01 50 (0-100)

>41 16  53.12430.10 50 (0-100)

Gender

Female 73 60.61+£27.61 75 (0-100) U=2526.5 0.483

Male 74  64.86+26.47 62.5 (0-100)

Marital status

Single 72 61.11£25.82 50 (0-100) U=25,3.5 0.429

Married 75  64.33+28.22 75 (0-100)

Educational status
Associate degree 22 59.09+30.41 50 (0-100) Kw=1.474 0.479

Undergraduate 41  66.46+28.28 75 (0-100)

Master degree 84  61.90+25.58 50 (0-100)

Work experience

0-5 years 68  65.07+27.02 75 (0-100)

6-10 years 40 62.50+28.30 62.5(0-100) KW=7.072 0.070
11-15 years 27  64.81+27.95 75 (25-100)

> 15 years 12 45.83+14.43 50 (25-75)

Clinics

Internal medicine 40  62.50+£26.67 71.42 (0-100) KW=2.268 0.687
Surgery 33  61.36+26.58 50 (0-100)

Intensive care 30 62.50+24.34 50 (25-100)

Operating room 21  59.52+25.58 50 (25-100)

Emergency 20 70.00+23.78 75 (25-100)

Smoking

Yes 13 73.07+33.01 75 (0-100) U=639.0 0.100
No 134  61.75+£26.31 50 (0-100)

Alcohol use

Yes 4  43.754+42.69 37 (0.100) U=190.0 0.235
No 143 63.28+26.50 75 (0-100)

Nutrition habits

High fiber 40 67.50+25.44 75 (0-100) KW=5.263 0.072
vegetables

Rich in low fiber 78  58.01+28.34 50 (0-100)
protein and fat

Other 29  68.96+23.76 75 (0-100)
Frequency of visiting a doctor in the past year
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| never went 33 70.45+26.84 75 (0-100) KW=17.887  0.000

1-2 times 70  66.78+26.48 75 (0-100)

3-4 times 39 48.71+£24.96 50 (0-100)

Other 5 65.00+13.69 75 (50-75)

Time for the last health check

In the last year 58  62.06+£26.59 50 (0-100) KW=2.820 0.244
In the last two 60 60.83+26.18 50 (0-100)

years

Other 29  68.10+29.80 75 (0-100)

Esophageal cancer in first-degree relatives

Yes 38 57.89+31.89  62.5 (0-100) U=1853.0 0.316
No 109 64.44+25.06 75 (0-100)

General health assessment

Bad/Moderate 30 53.33+£25.20 50 (0-100) U=1326.5 0.032

Good/Excellent 117  65.17+£27.06 75 (0-100)
Considering screening for esophageal cancer

Yes 58 64.224+27.74 75 (0-100) U=2394.0 0.441
No 89 61.79+26.67 50 (0-100)

Wantedtraining about esophageal cancer

Yes 118 65.88+27.08 75 (0-100) U=1111.0 0.002
No 29  50.00+23.14 50 (0-100)

Independent variables that may have an effect on the dependent variable were
included in the lineer regression model. For example, smoking or eating habits were
considered as the dependent variable (risk factors score) that had no effect on the
explanation. For these reasons, the model in the regression analysis: variables of age,
gender, marital status, educational status, years of employment, clinic worked,
frequency of visiting a doctor in the last year, and having esophageal cancer in first-
degree relatives were included in the model. As a result of multiple regression
analysis for the risk factors scores of Turkish nurses according to the model,
independent variables were not found to be significant for the risk factors scores.
(p>0.05). As a result of the multiple regression analysis for the risk factors
knowledge scores of the Somalian nurses, the independent variables were not found
to be significant for the risk factorsknowledge scores (p>0.05) ( Table 4.14).

41



Table 4.14. Multiple regression analysis for Turkish and Somalian nurses knowlege
scores of risk factors.

Turkish nurses Somalian nurses
Risk R=0.312 F=1767 F R=0.312 F=1767 F
Factors R2=0.097 =0.089 R2=0.097 =0.089
B 9% %ClI SE p B 9% %Cl SE p

Variables 4.856 -4.505- 4,732 0.307 -1.327 -6.407- 2.500 0.606
14.216 3.753

Age -10.715 -24.741-  7.09 0.133 0.488 -5.494- 3.025 0.872
3.311 6.470

Gender -5.848 -15.144-  4.699 0.216 4.283 -2.467- 3.414 0.212

(male) 3.448 11.034

Marital 2.102 -4.564- 3.370 0.534 0.531 -3.832- 2.206 0.810

status 8.768 4,893

Education  -5.090 -11.193- 3.085 0.101 -0.063 -3.681- 1.830 0.973
1.013 3.556

WE 1.353 -1.608- 1.497 0.368 -0.629 -2.794- 1.095 0.567
4.315 1.537

Clinics 2.732 -2.821- 2.807 0.332 -3.640 -7.780- 2.093 0.084
8.284 0.500

Frequency 20.432 -45.214- 12527 0.105 5.987 -0.909- 3.487 0.088

of visit 4.349 12.883

doctor in

the last

year

B: Coeffecient; SE: Standart error; WE: Work experience

As a result of multiple regression analysis for diagnosis and screening methods
knowledge scores of Turkish nurses according to Model 2 in Table 4.15. It was
found that independent variables were not found to be significant for risk factors
knowledge scores (p>0.05). As a result of lineer regression analysis for diagnosis and
screening methods knowlege scores of Somalian nurses. The frequency of going to
the doctor in the last year was found to be significant (p<0.01). It was found that the
increase in the frequency of visiting to the doctor in the last year (2 times more)

caused a decrease of 8,581 points in the diagnosis ands methods knowledge scores.
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Table 4.15. Multiple Regression Analysis for Diagnosis/Screening Methods Scores
of Turkish and Somalian Nurses.

Turkish Nurses Somalian Nurses
Diagnosis ~ R=0.193 F=0.635 Sig.F R=0.396 F=3.146 Sig.F
Screening R>=0.037 =0.747 R2=0.157 =0.003
B 9B %Cl SE p B 95 % CI SE p

Variables 3.527 -10.338- 7.009 0.616 -6.164 -12.803-  3.357 0.069
17.392 0.474

Age -3.647 -24.423- 10502 0.729 2.037 -5.780- 3.953 0.607
17.130 9.857

Gender -7.409 -21.178- 6.961  0.289 8.198 -0.625- 4.461 0.068

(male) 6.361 17.020

Marital 4.634 -5.241- 4992 0.355 3.895 -1.806- 2.883 0.179

status 14.508 9.596

Education  -0.633 -9.673- 4570 0.830 0.561 -4.168- 2.391 0.815
8.407 5.290

WE 0.775 -3.612- 2218 0.727 1.917 -0.914- 1431 0.183
5.162 4,747

Clinics -1.190 -9.415- 4158 0.775 -8.581 -13.991- 2.736 0.002
7.035 -3.170

Frequency  25.482 -62.190- 18556 0.172 7.130 -1.882- 4.557 0.120

of visit 11.226 16.142

doctor in

the last

year

B: Coeffecient; SE: Standart error; WE: Work experience

As a result of multiple regression analysis for the treatment methods scores of
Turkish nurses according to Model 3 in Table 16. Having esophageal cancer in first-
degree relatives caused a 46.120-point increase in treatment methods scores
(p<0.05). As a result of the multiple regression analysis for the treatment methods
scores of the Somalian nurses, the frequency of going to the doctor in the last year
was found to be significant (p<0.01). It was determined that the increase in the
frequency of going to the doctor in the last year caused a decrease of 9.784 points in

the scores of treatment methods (Table 4.16).
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Table 4.16. Multiple Regression Analysis for Treatment Methods Scores of Turkish
and Somalian Nurses.

Turkish Nurses Somalian Nurses
Treatment R=0.228 F=0.898 Sig.F R=0.348 F=2.318 Sig.F
R2=0.05 =0.520 R2=0.121 =0.023
2
Variables B %B%ClI SE p B B %ClI SE p
Age -2.117 -17.997-  8.027 0.792 -2.967 -10.316- 3.716 0.426
13.763 4.381
Gender 4.403 -19.392-  12.029 0.715 1.774 -6.879- 4.375 0.686
(male) 28.199 10.427
Marital -8.467 -24.238- 7.972 0.290 5.946 -3.819- 4.938 0.231
status 7.304 15.711
Education 3.496 -7.814- 5.717 0.542 1.550 -4.760- 3.191 0.628
14.805 7.860
WE 1.511 -8.843- 5.234 0.773 -1.169 -6.403- 2.647 0.659
11.865 4.065
Clinics 0.817 -4.207- 2.540 0.748 0.930 -2.202- 1.584 0.558
5.842 4.063
Frequency  0.603 -8.817- 4.762 0.899 -9.784 15.773- 3.028 0.002
of visit 10.024 3.796
doctor in
the last
year
Esophagus  46.120 88.162- 21.252 0.032 4.791 -5.184- 50.044 0.344
in first- 4.07 14.767
degree
relatives

B: Coeffecient; SE: Standart error; WE: Work experience

As a result of the multiple regression analysis for the total scores of Turkish nurses
according to Model 4 in Table 17. Nurses whose first-degree relatives had
esophageal cancer caused an increase of 25.956 points in their total knowledge
scores (p<0.05). As a result of the lineer regression analysis for the total knowledge
scores of the Somalian nurses, the frequency of going to the doctor in the last year
was found to be significant (p<0.01). It was determined that the increase in the
frequency of going to the doctor in the last year caused a decrease of 6.007 points in

the total scores of the nurses from the knowledge test.
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Table 4.17. Multiple Regression Analysis for the total knowledge scores of Turkish
and Somalian Nurses.

Turkish Nurses Somalian nurses

Total R=0.271 R=0.360 F=2.511 Sig.F

knowledge R2?=0.073 F=1.293 Sig.F R2=0.130 =0.014

score =0.252

Variables B 95 % CI SE p B 95 % ClI SE p

Age 3.368 -6.264- 4,869 0.490 -2.944 -7.837- 2474  0.236
13.000 1.946

Gender -6.317 -20.750-  7.296 0.388 1.127 -4.634- 2913 0.699

(male) 8.116 6.889

Marital -6.704 -16.270- 4.835 0.168 5.645 -0.857- 3.288 0.088

status 2.862 12.148

Education  3.034 -3.826- 3.468 0.283 1.636 -2.566- 2.124  0.443
9.894 5.837

WE -2.786 -9.066- 3.175 0.382 -0.065 -3.550- 1.762  0.941
3.494 3.420

Clinic 1.106 -1.942- 1.540 0.474 0.333 -1.753- 1.055 0.752
4153 2.419

Frequency 1.293 -4.421- 2.888 0.655 -6.007 -9.994- 2.016  0.003

of visit the 7.007 2.019

doctor in

the last

year

Esophagus 25.956 0.456- 12.890 0.046 6.116 -0.526- 3.359 0.071

Ca in first- 51.456 12.758

degree

relatives

B: Coeffecient; SE: Standart error; WE: Work experience
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PART 5

DISCUSSION

This chapter presents a discussion the study findings which are supported by

available evidence in the literature and the researcher’s point of view.

Esophageal cancer is the seventh most common malignancy worldwide (Bray et al.,
2018). A recently study by Tahtabasi et al 2020 reported that esophageal cancer is
the most prevalent cancer in Somalia about 27% of the total cases. This geographical
difference was more prominent among males than females. The incidence rates were
higher in males than in females in all regions (Huang et al., 2021). When comparison
of socio-demographic characteristics of nurses working in Turkey and in Somalia, of
older in age, female gender, being married, being license is dominant are seen in the
Turkish population according to Somalian nurses. Somalian nurses are younger and
their work experience time is short. The reason why Somali nurses are younger may
be because traditionally in Somalia, women marry at a younger age and leave work
after marriage. That’s why, hospitals management gets new graduated nurses. In
Turkey, many nurses can work as a nurse until retirement. Also, working as a nurse

is not barrier to marriage life.

In comparison, Somalian nurses were 4%, which may be the difference due to
cultural and the differentiation of Islamic religious beliefs. This difference agrees
while regarding educational level more high degree graduated in Somalian nurses.
But the regarding experience level more in Turkish nurses. When evaluated nurses'
answers to questions about esophageal cancer risk factors, diagnosis and screening
methods, and treatment methods, Somalian nurses had more true knowledge. This
may be due to the fact that somali nurses are newly graduated and may get more
experience because of high incidence of esophageal cancer in Somalia. Otherwise,
the knowledge score of Turkish nurses may be affected because of pandemic. They
had immense working that time. Therefore, they may give unexpected answers and

thats why their knowledge score was less than Somali nurses.
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Somalian nurses said more male gender, and this agreed study determine the type,
frequency, and distribution of all cancers in Somalia (Bas et al., 2017 & Globocan
2020). And it was described esophageal cancer as the most common cancer overall
(n = 284; 21.7%) and in both genders. The ratio of men (n = 145; 22.7%) to women
(n = 139; 20.9%) for this cancer (Globocan 2020). However, it is known that being
male poses more risk for esophageal cancer in the literature (Bas et al., 2017). And
this agrees with the study of smoking. Most Turkish nurses and Somali nurses agree
with this knowledge. Both of them told about cancer, which indicates that their
common knowledge about esophageal cancer is the type, frequency, and distribution
of all cancers in Somalia (Bas et al., 2017 & Globocan 2020).

Concerning the common age group of esophageal cancer, the study determined that
the Turkish nurses have no idea about the risk age group 50%. In comparison, 47.3%
of them said more common over 55 years and agreed with the Somalian nurses that
more than 68% said more common over 55 years. Esophageal cancer is common in
men over 55 years of age, as is the case in a study showing the distribution of cancer
cases in Somalia. This may be attributed to the fact that Somali nurses encounter
more esophageal cancer cases (Bas et al., 2017 & Globocan 2020). Regarding Barret
esophageal disease 72% of the Turkish nurses said they have no idea, and this
indicates they have less experience with esophageal cancer while regarding obesity,
alcohol use, and smoking, most of the Turkish nurses are said the major risk factors
of esophageal cancer, and this indicates that their common knowledge about
esophageal cancer is well. Still, they have less experience related to esophageal
cancer. Other studies show Barrett’s esophageal cancer is usually diagnosed on
routine, and the incidence is two to three times higher in men than women (Hvid-
Jensen et al., 2011). Regarding diet-rich fiber, the Turkish nurses agree that most of
them reduce esophageal cancer risk. Additionally, also the Somalian nurses agree

diet-rich fiber reduce the risk of esophageal cancer.

It is already known that people in Somalia consume a low-fiber diet. It may have
affected nurses' knowledge of esophageal cancer prevalence and risk factors. Nurses
may know the community well. As mentioned in the literature, insufficient intake

and a low fiber diet are the major risk factors of esophageal cancer ((Liu et al.,
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2013& Uludag et al., 2021b). According to diagnosis and screening, Turkish nurses
denied that the endoscopy has little effect. In comparison, all of them agree that the
definitive diagnostic method is the biopsy of the esophagus as in the literature.
However, Somalian nurses agree that endoscopy has a minor role. Additionally, both
Turkish and Somalian nurses agree that the definitive diagnostic method is the
biopsy of the esophagus.

Regarding symptoms of esophageal cancer, most Turkish nurses agree that
dysphagia, reflux, chest pain or pressure sensation, unexplained weight loss and
indigestion, cough and hoarseness are the symptoms of esophageal cancer, and
Hematemesis is one of the late symptoms of esophageal cancer, and this determined
the overview knowledge of esophageal cancer. Regarding symptoms of esophageal
cancer, most Somalian nurses agree. Addition, regarding management and treatment
most Turkish nurses have no idea of the treatment of esophageal cancer such as
neoadjuvant, esophagostomy, chemotherapy, and radiotherapy. That indicates they
have less experience with esophageal cancer. Regarding management and treatment,
most Somalian nurses have a complete idea about the treatment of esophageal cancer
such as neoadjuvant, esophagostomy, chemotherapy, and radiotherapy. That
indicates they have less knowledge of esophageal cancer' symptoms and diagnosis

treatment methods and mostly agree to have a role.

Regarding Barret esophageal disease 72% of the Turkish nurses said they have no
idea, and this indicates they have less experience with esophageal cancer while
regarding obesity, alcohol use, and smoking, most of the Turkish nurses are said the
major risk factors of esophageal cancer, and this indicates that their common
knowledge about esophageal cancer is well. Still, they have less experience related to
esophageal cancer.

In this study, the Somalian nurses said the Barret esophageal disease is the leading
cause of esophageal cancer. This indicates they have more knowledge with
esophageal cancer because of more common in Somalia this cancer. At the same
time, regarding obesity, alcohol use, and the significant risk factors of esophageal

well due to awareness from their doctor and more common cases in Somalia. Other
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studies show Barrett’s esophageal cancer is usually diagnosed on routine, and the

incidence is two to three times higher in men than women (Hvid-Jensen et al., 2011).

Nurses working in Turkey mostly use high-fiber vegetables in their nutrition. In
contrast, nurses working in Somalia mostly use a low fiber diet and high fat, which is
the cause of most Somali people's increased risk of esophageal cancer (Tahtabasi et
al., 2020). Concerning health, the nursing working in Turkey have more number
made health annually checking. In contrast, nurses working in Somalia mostly made
the health checking two years and more, and this strongly agrees that Somali people

are more at risk for cancer.

The nurses working in Somalia have more esophageal cancer in first-degree relatives
than Turkish nurses., which suggests a high risk in Somali people esophageal cancer.
While considering screening for esophageal cancer, nurses working in Somalia more
than 60% never do esophageal cancer screening, and regionally east Africa,
esophageal cancer is the most cancer. At the same time, some studies determined
esophageal cancer in most cancer in Somalia regarding both genders (Tahtabasi et
al.,, 2020).When the comparison of esophageal cancer risk factors,
diagnosis/screening, and treatment scores of knowledge Turkish and Somali nurses,
Somalian nurses had more knowledge than Turkish colleagues. This result can be
attributed to the higher incidence of esophageal cancer (27%) in the Somali
community compared to the Turkish community but increasing in the east region and
consequently, the Somali nurses encountering esophageal cancer and these patients
more frequently (Uludag et al., 2021 & Tahtabasi et al., 2020). And this study
strongly agrees with other studies written by global burden and indicated that eastern
African countries are the second-highest rate of esophageal cancer (Huang et al.,
2021).

While considering the treatment score of esophageal cancer, this study indicates
more than 60% of Somalian nurses have a high score of treatment and management
of esophageal cancer compared to Turkish nurses, which agrees that the Somalian
nurses continuously have updated from their doctors of treatment of esophageal

cancer. Regarding the total knowledge score of esophageal cancer, this study
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indicates that the Somalian nurses have the highest score (60%) while comparing the
Turkish nurses (47%). This shows that the Somalian nurses have more experience in

case management according to esophageal cancer.

In the study, it is seen that the risk factor scores of non-smoker Turkish nurses are
better than smokers. This result shows that non-smokers have better knowledge
about esophageal cancer risk factors and avoid smoking for protection.Those who
account for smokers have a high-risk factor of esophageal cancer, and this strongly
agrees with the study made in Turkey (Uluga et al., 2021). However, there is no
relationship between the smoking status and risk factors of Somali nurses.
unfrequently there is no previous study both made in both countries that agree or

disagree this result.

While there is no relationship between the diagnosis and screening methods
knowledge score of Turkish nurses and the independent variables, it is seen that
Somali nurses who have never visited a doctor for control have better knowledge
about esophageal cancer diagnosis and screening. At the same time, it is seen that
those who have never gone to the doctor have better knowledge about treatment
methods. This result may be due to the good education received as a student or

employee.

Turkish nurses having esophageal cancer in first-degree relatives caused the increase
in treatment methods scores. This strongly agrees that the Turkish nurses have less
frequency of visiting doctors when comparing Somalian nurses. Interestly, this
present study found that the Somalian nurses have significant risk factor scores
according to an analysis of treatment methods with the frequency of going to the
doctor in the last year when increasing the frequency of visiting doctor two times per
year can cause a decrease of risk factors, this indicates that the Somalian nurses have
more experiences than the Turkish nurses according to case management and
treatment of esophageal cancer. Unfortunately, we have not any data made in both
countries that agree or disagree with this result in Somalian nurses. Since nurses are
health professions, and they also had information about esophgeal cancer before, this

result may be affected from this situation.

50



PART 6

CONCLUSION

In this study, it was aimed to evaluate the knowledge level of Turkish and Somalian
nurses about esophageal cancer risk factors, diagnosis, screening, and treatment
methods, to determine whether there is a difference in knowledge of the nurses of the
two communities and to reveal the predictors that affect the level of knowledge. This
present study results indicate that a difference between the esphageal cancer risk
factors, treatment and total knowledge scores in Turkish and Somalian nurses.
However, there was no statistical differences between two groups in items of
diagnosis and screening knowlege scores. Somalian nurses knowledge scores about
risk factors and treatment was higher than the Turkish nurses. Additional, this study
results indicate that Turkish nurses whose first-degree relatives had esophageal
cancer had high knowledge score. Otherwise, Somalian nurses who didn’t visit

doctor frequently had high knowledge scores.

Considering the increasing prevalence of esophageal cancer in the world, we strongly
recommend organizing training programs to nurses in regard to increase the
knowledge on esophageal cancer risk factors, diagnosis, screening and treatment
modalalites. In addition, action-oriented initiatives should be planned to combat
esophageal cancer and to increase the knowledge and competencies of nurses in this
regard, within the policies of combating cancer. Increasing the knowledge of nurses
in both societies will undoubtedly contribute to healthy individuals, patients and their

families.
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APPENDIX D.
QUESTIONNAIRES FORM

Dear Participant,

Below is an information and questions to determine esophageal cancer and its risks.
Read each statement and mark the answer that suits you. Please be careful do not
leave any questions as empty as possible. Thank you for your support.

Part 1. Sociodemographic Characteristics

Age: [018-29 [1J30-40 [041-50 [O51 and above
1. Gender: [ Female [0 Male
Marital Status: (I Single 0 OMarried

2.
3. Education: [ O High school [J Undergraduate [J O Graduate
4. Years of experience:

[1 0-5 years
L1 6-10 years
[0 11-15 years

L1 15 years or more
5. Type of clinic you work

O Internal medicine
[ Surgery
O Intensive Care
[0 Operating Room
L1 Emergency
6. Smoking status: [ Smoking OO No smoking

7. Alcohol: O Drinking 0 Not Drinking
8. Nutrition habits

0 Abundant fiber-weighted vegetables
1 Low fiber, rich in protein and fat

O Other
9. Frequency of your visiting to the doctor in the last year

L1 I Never went
[1 1-2 times

[1 3-4 times

1 Other

10. When did you have the last health check? [ Last year [ Last two years [ Other
11. Do your close relatives have oesophageal cancer? [ Yes [ No

12. How do you assess your general health? [0 Bad [0 Average [0 Good [ Excellent
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13. Are you planning to have an oesophageal cancer scan? [JYes [INo

14. What are your barriers to oesophageal cancer screening?
O I have no information
L1 No one suggest
O I'm afraid to get diagnosed with cancer
[ I’'m afraid of hurting
[ Other

15. Do you want traning about oesophageal cancer risk, diagnosis and treatment methods?

O Yes O No
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Section 2. Information on esophageal cancer risk factors, diagnosis, screening and

treatment methods

RISK FACTORS Yes No No idea

1.Male are at greater risk for oesophageal cancers than female.

2.0esophageal cancers are more common over the age of 55

3.White race is more susceptible than black race.

4.Barret Oesophageal disease increases the risk of cancer.

5.Reflux complaints are common in patients with oesophageal
cancer.

6.0besity is a major risk factor for oesophageal cancer.

7.Alcohol use is an important risk factor in oesophageal cancer.

8.Smoking increases the risk of cancer.

9.Fibber, fruit and vegetable-rich nutrition reduces the risk of
oesophageal cancer.

10.Low socioeconomic level is not a risk factor for oesophageal
cancer.

11.The presence of FOXF1 and BARX1 genes increases the risk of
oesophageal
cancer.

12.The use of proton pump inhibitors and aspirin reduces the risk of
cancer.

13.Statins reduce the risk of oesophageal cancer.

14.Use of non-steroid anti-inflammatory, increases the risk of
cancer.

DIAGNOSIS AND SCREENING METHODS

15.Endoscopy is a diagnostic method that has little importance in
the diagnosis ofoesophageal cancer.

16.Biopsy is the definitive diagnostic method for oesophageal
cancer.

17.Dysphagia, reflux, chest inflammation or feeling of pressure are
the symptomsof oesophageal cancer.

18.Unexplained weight loss and indigestion are symptoms of
oesophageal cancer.

19.Cough and hoarseness are symptoms of oesophageal cancer.

20.Hematemesis is a late symptom of oesophageal cancer.

21. MR, CT, PET CT and endoscopic ultrasound are other
diagnostic methods usedin oesophageal cancer.

TREATMENT

22.Neoadjuvant treatment is the treatment of cancer after surgery.

23.Esophagectomy is performed in oesophageal cancer.

24 Chemotherapy is applied after surgical treatment.

Z5.In_0esophageal cancer, radlotherapy may De applied together
with neoadjuvanttherapy.
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ANKET FORMU
Sayin Katilimci,

Asagida size ait bilgiler ile 6zafagus kanseri ve risklerini belirlemeye yonelik sorular
yer almaktadir. Her ifadeyi her ifadeyi okuyup, size uygun gelen cevabi isaretleyiniz.
Higbir soruyu miimkiin oldugunca bos birakmamaya 6zen gosteriniz. Desteginiz i¢in
tesekkiir ederiz.

Béliim 1. SosyodemografikOzellikler

1.Yas: [0 18-29 0 30-40 [0 41-50 O 51 vetizeri
2.Cinsiyet:OdKadin OErkek

3. Medeni Durum: [Bekar OEvli

4. Egitim durumu: OOnlisans CLisans CLisansiistii
5. Calisma yiliniz:

J0-5 yil

0 6-10 yil

O11-15yd

O 15 y1l ve tizeri

6. Calistigimiz Klinik

ODabhiliye klinikleri

OCerrahi Klinikleri

OYogun Bakim

COAmeliyathane

OAcil

7. Sigara kullanma durumu: Oigiyor Oigmiyor

8. Alkol kullanma: Oigiyor Oigmiyor

9. Beslenme aligkanliklari

O Bol lifli sebze agirlikli

O Az lifli, protein ve yagdan zengin

O Diger

10. Son bir y1l igerisinde doktora gitme sikliginiz

[ Hig gitmedim

O 1-2 defa

O 3-4 defa

O Diger

11. Son saglik kontrolleri ne zaman yaptirdiniz?

O Son bir yil igerisinde

O Son iki y1l igerisinde

O Diger

12. Birinci derece akrabalarinizda 6zafaguskanseri var mi1?
O Var

O Yok

13. Genel saglik durumunuzu nasil degerlendiriyorsunuz?
OKoti

OOrta

Oiyi

OMiikemmel

14. Ozafaguskanseri taramasim yaptirmay1 diisiiniiyor musunuz?
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O Evet

UOHayir
15. Ozafaguskanseri taramasina gitme ile ilgili engelleriniz nelerdir?

OBilgim yok

OKimse 6nermedi

COKanser tanis1 almaktan korkuyorum

Oislemlerin ac1 vermesinden korkuyorum

UDiger

16. Ozafaguskanseri risk, tan1 ve tedavi yontemlerine yonelik bilgi almak istermisiniz?
O Evet

OHay1r
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Béliim 2. Ozafaguskanseri risk faktorleri, tan1 ve tarama ile tedavi yontemlerine yonelik bilgiler

Evet Hayir | Fikrim Yok

RiSK FAKTORLERI

1. Ozafaguskanserleri acisindan erkeler kadilara
gore daha fazla risk altindadir.

2. 55 yas lzeri Ozafaguskanserleri daha sik

goriiliir.

3. Beyaz wkta siyah irka gore yatkinlik daha
fazladir.

4. Barret Ozafagus hastaligi kanser riskini
arttirir.

5. Ozafaguslu kanseri hastalarmin &ncesinde
reflii sikayatleri sik goriiliir.

6. Obesite 6zafagus kanseri agisindan major risk
faktoriidiir.

7. Ozafagus kanserinde alkol kullanimi 6nemli
bir risk faktoriidiir.

8. Sigara kullanim kanser riskini arttirir.

9. Lifli, meyve ve sebze yo6niinden zengin
beslenme 6zofagus kanseri riskini azaltir.

10. Diistik sosyoekonomik diizey 6zafagus kanseri
i¢in bir risk faktorii degildir.

11. FOXF1 ve BARX1 genlerinin varligi 6zofagus
kanseri riskini arttirir.

12. Proton pompainhibitorleri ve aspirin kullanimi
kanser riskini azaltir.

13. Statinler 6zafagus kanser riskini azaltir.

14. Non steroid anti inflammatuar, kullanim
kanser riskini arttirir.

TANI VE TARAMA YONTEMLERI

15. Endoskopi yontemi 6zafagus kanseri tanisinda
O6nemi az olan tan1 yontemidir.

16. Biyopsi yontemi ozafagus kanseri tanisinda
kesin tan1 yontemidir.

17. Disfaji, reflii, gogiiste yangi veya basing hissi
6zafagus kanserinin belirtilerindendir.

18. Aciklanamayan kilo kayb1 ve hazimsizlik
Ozafgus kanserinin belirtilerindendir.

19. Oksiiriik ve ses kisikig1 6zafagus kanserinin
belirtilerindendir.

20. Hematemez  Gzafagus  kanserinin  geg
belirtilerindendir.

21. MR, CT, PET CT ve endoskopik ultrason
Ozafagus kanserinde kullanilan diger tam
yontemleridir.

TEDAVI

22. Ne adjuvant tedavi yontemi kanserin cerrahi
sonrasinda uygulanan tedavi yontemidir.

23. Ozafagus kanserinde ozafagusektomi
uygulanir.

24. Cerrahi  tedavi sonrasmmda  kemoterapi
uygulanir.

25. Ozafagus kanserinde radyoterapi neadjuvant
tedavi ile birlikte uygulanabilir.
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