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Abstract 

Background: - Breast cancer is the most common and frequently diagnosed malignancy 

among women in the world. Unlike developed countries more than 80% of breast cancer 

cases are diagnosed at advanced stage and mortality is higher in low and middle income 

countries. However, little is known about the magnitude and the factors contributing to 

late-stage diagnosis of breast cancer in Ethiopia. Therefore the main aim of this study was 

to assess the magnitude and factors contributing to late-stage diagnosis of breast cancer at 

selected public hospitals in South and South West Ethiopia. 

Methods: - Institution based cross-sectional study design was conducted using qualitative 

and quantitative data collection methods from February to April 2018. A total of 426 breast 

cancer patients who have been diagnosed in the last five years were reviewed. Quantitative 

data was entered using EPI info version 7.2 and analysed in SPSS version 23. Descriptive 

statistics were used to summarize socio-demographic and clinical characteristic of study 

population. Binary and Multivariable logistic regression was used to identify factors 

associated with outcome variable. The results were reported by odds ratio (OR) and 95% 

confidence interval (CI) and Statistical significance was declared at P-value < 0.05. The 

qualitative data was collected by using in-depth interview from patients and health care 

providers and thematically analysed using open-code software. 

Result: - The overall magnitude of late stage diagnosis was 72.5%; 95% CI (68%-77%). 

Mean (SD) age of patients were 42.78 ± 13.4 years. Long patient delay (AOR=1.91; 95% 

CI:1.06-3.45) having breast lump (AOR=3.81; 95% CI: 1.60-9.05) having painful Wound 

(AOR=0.47; 95% CI: 0.27-0.81) having referral history (AOR=2.17; 95% CI: 1.17-4.04 

tumor size>5cm (AOR=7.22; 95% CI: 4.16-12.55) rural residence (AOR=2.89; 95% CI: 

1.62-5.17) and having comorbidities (AOR=1.94; 95% CI: 1.08-3.51) were associated 

factors to late stage diagnosis. 

Conclusion and recommendation:-More than two third of patients were diagnosed at late 

stage in our study. Residence (rural), having breast lump and painful wound, history of 

comorbidities, tumor size (>5cm), having referral history and long patient delay were 

predictors of late stage diagnosis. Therefore great attention should be given to prevent 

delay diagnosis and to increase public awareness at respective health care delivery point.  

Key words: - Breast cancer, Late stage diagnosis, Delay, Factors, Ethiopia    
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1. Introduction 

1.1. Back ground  

Cancer is one of the major non- communicable disease and global public health problem 

which is the 2nd leading cause of death in high-income countries and 3rd leading causes 

of death in low and middle-income countries[1]. Breast cancer is one of the major 

malignant tumors that starts in the cells of the breast and affects mostly women[2]. It is 

most commonly diagnosed malignancy among women and the second most common in 

both sexes next to lung cancer. It alone accounts for 25% of all cancer cases and 15% of 

all cancer deaths among females[3].  

Previously breast cancer mainly occurred in developed countries but nowadays the 

incidence is changed and becomes a public health threat to developing countries. Currently, 

almost 50% of breast cancer cases and 58% of deaths occur in low and middle-income 

countries (LMICs)[4]. According to the cancer registry report, the incidence of breast 

cancer cases in Ethiopia is now increasing. From a total of 16,622 registered cancer cases 

in the last sixteen years (1997-2012), 20.8% were new cases of breast cancer[5].  

Despite the increase in new cancer cases globally, late stage diagnosis is another common 

problem in cancer care. This can occur when an individual fails to attend a screening 

service, when an individual does not recognize a symptom of cancer, or when an individual 

with symptoms does not seek medical care early or when a healthcare provider or screening 

service fails to detect cancer[6]. 

Even though early diagnosis of cancer with accessible, affordable and effective treatment, 

results in improvements in both the stage of cancer at presentation and mortality from 

cancer, many health systems in low- and middle-income countries are least prepared to 

manage the burden of cancer, and patients do not have access to timely, high-quality 

diagnosis or treatment. In addition little community awareness, inadequate advanced 

pathology services and fragmented treatment options are the biggest challenges for low-

income countries [7]. In general, the principles to achieve early diagnosis include  
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increasing cancer awareness and health participation, promoting accurate clinical 

evaluation, pathologic diagnosis, staging and improving access to care[8].  

In Ethiopia, there is a plan to control the increasing trends of breast cancer through 

screening and early detection programs such as mammography, clinical and breast self- 

examination but there is also a need to build breast cancer diagnostic centers in different 

parts of the country to know the number of cases, which are being undiagnosed due to 

farness to the oncology center[5, 9].  

Therefore, in order to implement those planned activities, determining the magnitude and 

identifying the contributing factors for late stage diagnosis of breast cancer is very crucial.  
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1.2. Statement of the Problem  

Breast cancer has become a growing public health problem in low-resource settings and 

the leading causes of cancer death among females worldwide. According to the 

GLOBOCAN database, an estimated 94 378 new cases of breast cancer and 48,000 deaths 

occurred in sub-Saharan Africa in 2012[3]. In Ethiopia, According to the Addis Ababa 

population-based cancer registry report breast cancer becomes the most prevalent and 

frequently diagnosed malignancy among the entire adult population which accounts 33% 

of cancer cases in women and 23% of all cancer cases[10]. 

A key determinant factor for breast cancer survival in any population is the degree to which 

cancers are detected at early stages of disease whereas delay in diagnosis and treatment 

predicts worse clinical outcomes[11]. Advanced stage and large tumor size at diagnosis are 

associated with decreased survival. A five-year relative survival is 99% for localized 

disease, 85% for regional disease, and 26% for distant-stage disease[12]. A cohort study 

conducted on breast cancer survival at oncology referral center in Ethiopia founds that 

patients with early stage (I&II) showed better survival than patients with stage III disease. 

In this study the 5-year survival was 72% for stages 1 &II disease and 33% for stage III 

disease[13]. 

In high-income countries, breast cancer is often diagnosed at an early stage and the 

prognosis is good[14]. However, in lower and middle-income countries breast cancer is 

more often diagnosed at a later stage after the disease has progressed, and survival is 

poorer[15]. More than 80% of breast cancer patients present at advanced stage in 

developing countries[16]. 

Several factors have been found to contribute to late-stage diagnosis of breast cancer. The  

review of  82 published studies in Africa founds that lack of information or knowledge, 

poor health facilities, negative symptom interpretation, fear, belief in alternative medicine, 

late screening or detection, lack of trust and access in health care were contributing factors 

to the late diagnosis of breast cancer among African women[17]. 

Studies also reported that patient and health system delays affect cancer stage at diagnosis 

even though their strength is different in particular countries. The greatest proportion of 
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delays occurred within the health system interval, due to problems in the first and second 

levels of health care waiting times to get appointments, accessibility barriers, and quality 

of care[18, 19].  

According to the recommendations developed by the Breast Health Global 

Initiative(BHGI) consensus panel, Informing the public and healthcare providers about the 

common symptoms and early detection methods of breast cancer as well as providing 

accessible and effective diagnosis services are effective measures in reducing late stage 

diagnosis of breast cancer[11]. But there are still very few initiatives in developing 

countries to address prevention, early diagnosis and treatment of breast cancer [20].  

In Ethiopia there is only one oncology center which serves the whole population of the 

country and it is inaccessible to the majority of the rural population[10]. Even though the 

country has launched the national cancer control plan in recent years to tackle problem, the 

main focus of the government and health care systems were towards communicable disease 

than cancer until recent years[5, 9]. As a result majority of reported cases of cancer are 

diagnosed at advanced stages and most of the patients have an incurable disease and need 

palliative care[9].  

The reasons for late-stage presentation in most patients might be due to little awareness, 

associated stigma, inadequate screening or diagnostic services and the lengthy process of 

referral to the oncology center[9]. However, the magnitude and factors contributing to late-

stage diagnosis of breast cancer remains an area where strong evidence is lacking in the 

study regions since some of the available reports are based on the only oncology center at 

Addis Ababa which may not be representative of the rural population who are 

disadvantaged due to farness to the diagnostic center. Therefore, this study was aimed to 

determine the magnitude and the factors contributing to late-stage diagnosis of breast 

cancer at selected public hospitals which are particularly serving majority of the rural 

population of Ethiopia. 
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1.3. Rational of the study 

 Breast cancer is a major public health concern globally, and now becomes one of priority 

area in Ethiopia. There are only few studies which have been conducted on developing 

countries to identify contributing factors for late stage diagnosis of breast cancer, but each 

of the factors varies across the regions depending on the awareness, perception and health-

seeking behavior of the peoples, availability, accessibility of health infrastructure, health 

manpower and other resources.  

However, to the best of the researcher knowledge, the magnitude and factors contributing 

to late-stage diagnosis of breast cancer are not yet well identified or understood in Ethiopia. 

Studies related to this area are also very absent or scarce at all. Therefore, it is important to 

explore health system and patient -related factors which contribute for late-stage diagnosis 

of breast cancer since it will have a significant benefit for developing prevention, early 

diagnosis and control mechanisms at each level of health care system. 

The findings of the study will also helpful to alert the policymakers and national 

programmers about the need to develop effective interventions for addressing the patient 

and health system challenges that hinder early diagnosis and optimal utilization of services 

regarding breast cancer. The study will be also used as a baseline for further research. 
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2. Literature Review 

2.1. Global Burden of Breast Cancer  

Breast cancer is the most frequently diagnosed cancer and the 2nd leading cause of cancer 

death among females worldwide. It currently represents one in four of all cancers in 

women. Its Incidence rate is higher in developed countries. One-half of all breast cancer 

cases and 38% of deaths from breast cancer occurred in More-developed countries [2, 3]. 

The lifetime risk of breast cancer is now increasing. A woman living in the US has a 12.3%, 

or a 1 in 8 lifetime risk of being diagnosed with breast cancer[2].  It is estimated that there 

were more than 3.5 million women living in the US with a history of invasive breast cancer 

in 2016[21].  

Breast cancer is the most prevalent cancer in African women, although its incidence is 

lower compared to high-income countries. It is responsible for one in four diagnosed 

cancers and one in five cancer deaths in women[3].Estimates of age-standardized incidence 

rates (per 100,000 women) are 30.4 in eastern Africa, 26.8 in middle Africa, 38.6 in western 

Africa, and 38.9 in southern Africa[22]. Nigeria has one of the highest age-standardised 

incidence rates (50.5per100,000) of breast cancer in sub-Saharan Africa next to South 

Africa[4]. In Uganda, the incidence of breast cancer was 28 cases per 100 000 women per 

year[23]. An estimated age standardized incidence rate of breast cancer in Ethiopia is 43 

cases per 100 000 women[10]. 

2.2. Staging of Breast Cancer 

Staging of breast cancer is crucial to anatomically group patients to determine the treatment 

algorithm and prognosis. The  American Joint Committee on Cancer staging system AJCC 

uses information on tumor size (T) and nodal status (N) to derive stage [24]. Stage 1 

(T1N0); stage 2 (IIA=T0N1, T1N1 &T2N0, IIB= T2N1& T3N0,) and stage 3 (IIIA=T0N2, 

T1N2, T2N2, T3N1&T3N2, IIIB=T4N0, T4N1, T4N2, IIIC= Any T, N3 and M0) and stage 

4(any T any N and M1). Stage I &II are considered as early stages whereas stage III&IV 

considered as late stages [25-27]. 

When breast cancer is identified at early stages , it has a high chance of cure and more 

likely to respond to effective treatment which result in a greater probability of surviving 
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and less morbidity. However late-stage presentation  is an indicator of poor prognosis [8]. 

In 2015, only 35% of low-income countries reported having pathology services in their 

public sector[1]. 

In general, the mortality due to breast cancer can be reduced if cases were detected and 

treated at early stages[14]. 

2.3. Late Stage diagnosis and its impact on survival of breast cancer patients  

An advanced stage at diagnosis has been widely reported and significantly affects breast 

Cancer survival worldwide[28]. More than 70% of breast cancer patients in most high-

income countries are diagnosed at early stages. However most breast cancer patients in 

low-income countries suffer very long delays and are diagnosed in advanced stages and 

have lower survival rates [19]. 

Systematic Review of Breast Cancer Biology in Developing Countries in 2012 reported 

that most patients with breast cancer in these regions present at young age with large 

aggressive tumours and distant metastases. According to this review African women have 

a higher frequency of triple negative tumours and advanced stage at presentation [29].  

In contrast, a population based study conducted at high income countries (Australia, 

Canada, Denmark, Norway, Sweden and the UK) in 2013 reported that only between 8% 

and 22% of patients are diagnosed with such advanced stage breast cancer [30]. In Northern 

Pakistan, 39 % of patients presented with late-stage breast cancer[31]. Prevalence of locally 

advanced and metastatic disease at presentation was 47% in Mexico[32]. 

The majority of patients in Africa present with advanced stage breast cancer. A systematic 

review and meta-analysis which includes 83 studies in 17 sub-Saharan African countries 

found that from the percentage of late-stage disease at diagnosis, the median was 

74∙7%.This review showed that most patients in sub-Saharan Africa were diagnosed at a 

late stage (stages III/IV)[33].  

A study in Libya founds that the clinical stage distribution at the time of diagnosis was 

9.0%, 25.5%, 54.0% and 11.5% for stage I, stage II, stage III and stage IV respectively.  In 

this study, late stage breast cancer was found in 65.5% of all patients[34]. In Egypt, about 
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46% of breast cancer patients had presented at late stage[35]. In North-western Tanzania 

most of breast cancer patients were young premenopausal women and present at advanced 

stage (63% stage III followed by 21.4% stage IV and high rate of lymph node 

metastasis[36]. 

A Prospective Study conducted in Zimbabwe from 2010-2013 founds that majority 

(72.6%) of breast cancer patients presented with advanced stage disease.  In this study 11% 

were stage I, 16.4% were stage II, 31.5% were stage III and 41.1% were stage IV at 

presentation[37]. Another similar study in Rwanda reported 52% of the women had stage 

III disease and 24% had stage IV disease at diagnosis[25]. In Senegal 81.7% of patients 

were diagnosed in stages III and IV[38]. Similarly majority 36.1% and 24.6% of women 

presented with at advanced breast cancer (stage III&IV) respectively in Sudan[39]. In 

Nigeria the magnitude of stage III and IV diagnosis was 157 (52.4%) and 46 (15.3%) 

respectively [26].  

2.4. Factors Contributing to late-stage diagnosis in Breast Cancer Patients  

Several studies reported the determinants of breast cancer late stage diagnosis as diagnostic 

delay and tumor biology. Among this the major determinate factor mentioned is diagnostic 

delay which is preventable and can occur at various levels in the diagnostic pathway: It can 

be from patient, health care provider, or at various healthcare levels [19, 27, 40-42].The 

patient may fail to recognize cancer symptoms or fail to seek early medical care. The 

primary health care provider may not recognize patients with suspicious cancer symptoms 

or may fail to investigate or refer on time. Patients with suspicious cancer may be referred 

to the wrong specialty [19, 43, 44].  

2.4.1. Patient-related Factors for Late-Stage Diagnosis of breast cancer  

2.4.1.1.Socio-Demographic, Cultural and Economic Factors  

A research conducted in Northeast Thailand showed that late stage at diagnosis was 

significantly associated with older age, lower level of education and lower family 

income[45]. However similar study conducted in Iran reported no significant relationship 

between stage at diagnosis of breast cancer and marital status, age at diagnosis, family 

history of breast cancer, economic status and Education of household head[46].  
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A study conducted on 3202 Women in Queensland showed women from remote locations 

and rural areas who have difficulties in accessing primary care and diagnostic services were 

more likely to diagnose lately [47]. Similarly a study in New Zealand founds that higher 

proportions of more advanced cancer among rural women than women from urban 

areas[42]. 

A  descriptive study conducted at a private and a public sector hospital of Pakistan revealed 

that most cases of breast cancer presented in advanced (stage III and IV) disease due to 

poor economic status, illiteracy, lack of access to proper healthcare facility and negligence 

by patients or their family members [48].  

Another study in North Pakistan founds that higher age, negative family history, less than 

8 school years of education and low to middle socioeconomic status were significantly 

associated with the late-stage presentation[31]. In Peru women diagnosed with shorter 

patient delay (58.5%) were more likely to be diagnosed with the early-stage disease than 

those with longer patient delay 30.6% (P=0.01)[49]. 

A study conducted in Iran (2017) revealed that place of residence and suffering from 

chronic diseases were significant factors for late diagnosis[50]. However one  study 

conducted on  21,818 women with breast cancer reported that age is not an independent 

predictor of delay in diagnosis of breast cancer and only modestly associated with higher 

stage disease[51]. 

A qualitative study conducted in Japan replied that the appearance of symptoms that cannot 

be definitely linked to breast cancer, anxiety, fear, the necessity to prioritize the immediate 

needs of daily life, non-disclosure of the situation, the view that medical care is a nuisance, 

and inaccessibility of medical facilities were the barriers to seek early medical care among 

breast cancer patients[52]. Similarly systematic review conducted on developing countries 

identified that non-attribution of symptoms to cancer, fear of the disease and treatment and 

low educational level were the most frequent causes of patient delay [53]. 

Several studies found a strong association between diagnostic delay and indicators of 

cancer advancement at diagnosis (tumor size, nodal spread, and distant metastases [18, 25, 
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54]. A Study conducted  in Mexico showed that the means of problem identification, 

patient delay, health system delay, and age were associated with an advanced stage[55].  

A cross-sectional study in Iran revealed that among patients diagnosed at late stage, the 

majority 101 (56.1%) had more than 3 month diagnostic delay as compared with those 

diagnosed at early stage57 (18.0%) and diagnostic delay of more than three month was a 

significant predictor of late stage diagnosis[50].  

Another study from India showed that the odds of late stage clinical disease were almost 

3.5 times more with patient delay of more than 3 months as compared with early-stage 

disease[56]. But a study done at Senegal did not found a significant association between 

patient delay and late stage diagnosis[38].  

An exploratory study conducted on Malawian women founds that beliefs in traditional 

medicine, religious beliefs, economic hardship, poor provider knowledge and 

misdiagnosis., not considering the symptom to be very serious were the main reasons for 

late diagnosis [57]. 

Low education, Patients who saw a traditional healer were also significantly associated 

with a patient delay and late-stage disease in Rwanda[25]. Similarly lower educational 

level, not believing in a cure for breast cancer , and living in a rural area were strongly 

associated with later stage diagnosis in Nigeria[26].  Women living in the rural areas 

presented with advanced metastatic disease than women living in urban areas in 

Sudan([39]. Traditional beliefs and practices are also common in Ethiopia as a result most 

of the breast cancer patients frequently ignored their early signs/symptoms and often first 

use traditional medicines before they accessed medical care[58]. 

2.4.1.2. Symptom recognition and interpretation  

The presence of clinical symptoms will decrease delay in presentation, however, the way 

in which individuals interpret and label their symptoms had shown to influence help-

seeking behavior in a wide range of illnesses including breast cancer[59]. In Egypt women 

without any pain were 2.68 times more likely to present at the later stage than those having 

pain as the first symptom[35]. A research conducted in one district hospital in Malaysia in 

2015 founds that presenting symptoms other than breast lump, and duration of breast lump 
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more than 3 months were statistically significant factors associated with late stage 

diagnosis [60].  

Across cancer sites, non-recognition of symptom seriousness is the main patient-mediated 

factor resulting in increased time to presentation. Patients usually link their initial 

symptoms to other pre-existing conditions like aging, trauma, pregnancy breastfeeding or 

other common illnesses and they seek  medical care only after the disease is advanced[57].  

One study in Libya reported that 27% of patients were not considering symptoms as 

serious, 136 (68%) of patients noted lumps as an accidental finding, while 4 (2%) patients 

detected lump(s) during breast self-examination [34].  

Similar research done in Iran reported that 286(74.3%) of patients the first presenting 

symptom was breast mass, metastasis symptoms in32 (8.3%), skin retraction in 20 (5.2%) 

, nipple discharge in 10(2.6%) and breast ulcer in 9(2.3%)[61]. An  observational study in 

Senegal  showed that among patients who had been presented with breast mass, majority 

of cases (78.4%) were delayed at presentation≥3month [38].  

2.4.1.3.Knowledge, Attitude, and Practice related factors  

Breast cancer awareness and knowledge of the benefits associated with early detection and 

diagnosis are poor in most sub-Saharan African countries and consequently, late stage at 

diagnosis remains a common feature in the region[33, 62, 63].  

A systematic review which reviewed 14 quantitative, 2 qualitative and one mixed method 

studies in sub-Saharan Africa revealed that low level of awareness and knowledge about 

initial signs and symptoms, fear of diagnosis with cancer, influence of traditional healers 

in delaying medical care seeking, living in remote area, and believe that breast cancer has 

no cure were the reasons for late presentation[54].  

Women with breast cancer in North Pakistan are experiencing presentation delay due to 

their misconceptions about the disease[31]. In Egypt knowledge of breast self-examination 

increased the likelihood of women to present in early stages[35]. Similarly women who 

were able to perform breast self-exam were diagnosed earlier compared with others in 

Iran[64]. Women  who underwent a previous clinical breast examination were more likely 
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diagnosed at an early stage than women who had never undergone previous clinical breast 

examination[49].  

A study conducted in 2011 among breast cancer patients in Ethiopia also revealed 47.8% 

of study participants were nothing know about breast cancer and never heard of the disease 

at all [58].  

2.4.1.4.Clinical Factors  

Some studies reported that women's who had the previous history of benign breast disease, 

other co-morbidities, personnel and family history of breast cancer are less likely to delay 

than others [51, 64]. One study reported that ductal type of tumor and noticing lump in the 

breast were the most important clinical factors associated with shorter breast cancer 

diagnosis delay[64].  

Some clinical factors which can affect the tumor growth rate: tumor morphology, grade, 

and hormone receptor status are potential determinants of the late stage at diagnosis and 

breast cancer survival[65].  

2.4.2. Health System Factors for Late Stage Diagnosis of Breast Cancer 

2.4.2.1.Health Facility Related Factors  

The social organization of health care, rather than simply patient or provider factors, may 

contribute to late stage diagnosis[62]. Most of the authors stated that lack of clear referral 

channels from primary to secondary or tertiary health facilities results in prolonging the 

time of diagnosis. This  is due to patients receiving care from different health care providers 

and facilities, which often prolongs the health care system diagnosis process[16, 55].   

An exploratory study conducted at state of Sergipe revealed that diagnosis error of a health 

professionals, delay in receiving test results, postponement of consultation or procedure 

were the most reported organizational and health services barriers in the diagnosis of breast 

cancer[66]. Similarly a systematic review conducted on developing countries identified 

less comprehensive health insurance coverage and false negative diagnosis tests were the 

most common causal factors of health system delay[53]. 

A descriptive study in Brazil founds that 63.8% reported organizational and health services 

barriers were the most contributors for delay during investigation and treatment of breast 
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cancer[67]. The service level of the patient’s first visit and a number of hospitals patients 

visited were significantly associated with late diagnosis in Taiwan [68].  

A Multicenter Study in Mexico (2015) founds that the largest delay between the first 

medical visit to diagnosis, the median was 4 months)[55]. In Northeast Thailand Hospital 

referral from a health care provider, a number of consultations with a surgeon and travel 

time to the hospital were major contributors to late-stage diagnosis[69]. Similarly a study 

conducted in Mexico found that prolonged referral time from primary to specialty care 

accounts for the majority of delay in which 6.6 month are lost from first health care contact 

to confirmed diagnosis. This study also reported that patients underwent an average of 7.9 

clinic visits before confirmed diagnosis[32]. 

 A cross-sectional study done in Cameron showed the delay between the first consultation 

with a healthcare provider until confirmed diagnosis was >3 months for 47% of patients 

and >6months for 37% of patients. The total delay from the first sign of cancer to receipt 

of the correct diagnosis was >6 months for 63% of patients[43].  

A study in Libya founds that the median of diagnosis time was 7.5 months. Only 30% of 

patients were diagnosed within 3 months after symptoms and about 56% longer than 6 

months[70]. In Rwanda women with breast cancer experience the Median total delay of 15 

months, and median patient and system delays of 5 months. Having made ≥5 health facility 

visits before the diagnosis was significantly associated with a longer health system delay. 

In this study patient and system delays of more than 6 months were significantly associated 

with more advanced-stage disease [25].  

A cross-sectional study conducted in Morocco in 2013 revealed that the median total 

diagnostic delay was 120 days. The patient delay (median=65 days) was longer than health 

system delay (median=50 days). Patients who had long total diagnostic delay were 5.6 

times  risk of being diagnosed at an advanced stage than who had short diagnostic 

delay[71]. A similar study in Egypt founds that patient's medical care pathway from the 

initial symptom experienced until arrival at cancer diagnostic center contributes to their 

delay at diagnosis[27]. 
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2.4.2.2.Health Care Provider Related Factors for Late Diagnosis of Breast Cancer 

Not only patient factors but also health care provider factors contribute for delay diagnosis 

and consequently advanced stage presentation due to inadequate patient examination, use 

of inappropriate tests or miss interpretation of test results, misdiagnosis either through 

treating patients symptomatically or relating symptoms to a health problem other than 

cancer[66, 72]. A study in Germany founds Provider delay of over 3 months on 11% of all 

breast Cancer cases. This study also found an association between duration of diagnostic 

work-up and stage at diagnosis with the highest proportions of metastasized breast cancer 

tumors among women with very long (> 3 months) duration[73].  

A study conducted in morocco founds that the knowledge, attitudes, and practices of 

general practitioners regarding the early detection of breast cancer were not satisfactory. 

Only 18.0% of doctors reported practice of clinical breast examination for every woman 

between 45 and 70 years[74]. A similar study done among female healthcare professionals 

in Ethiopia found poor practice of BSE (35.5%), CBE (32.5%) and mammography (16%) 

on the providers [75]. 

Even though the above reviewed literatures has provided a highlight about various factors 

which can possibly cause late-stage presentation of breast cancer. It does not give a whole 

picture about the health system and patient-related factors for late stage diagnosis due to 

the socio-cultural, organizational and health care delivery system difference in countries 

and the different designs and delay time classification among the studies makes difficult to 

compare the results. So far little is known about the magnitude and factors contributing to 

late-stage diagnosis of breast cancer in Ethiopia. Therefore, this study was aimed to assess 

the magnitude, and different health system and patient-related factors contributing to late-

stage diagnosis of patients with breast cancer by considering patient and health system 

delays at selected public hospitals in South and South West Ethiopia.  

Research questions 

1. What is the magnitude of late stage diagnosis among breast cancer patients? 

2. What are the health system, social, cultural and economic factors do patients face in 

accessing breast cancer diagnostic services and how do these affect the risk of late stage 

diagnosis? 
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2.5.Conceptual frame work for the study  

The following conceptual frame work depicts the contributing factors for late stage 

diagnosis which is developed from different literatures. It consists of socio demographic 

factors, knowledge, attitude and practice related factors, clinical factors, and biological 

characteristics of the tumor, health care providers and the health facility factors.  

 

  

 

 

 

 

 

 

 

  

  

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Figure 1: Conceptual framework for factors contributing to late stage diagnosis of breast 

cancer at selected public hospitals in South and South West  Ethiopia, 2018. 
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3. Objectives 

3.1 General objective  

To assess the Magnitude and Factors Contributing to Late stage diagnosis of breast 

cancer among patients diagnosed at selected public hospitals in South and South West 

Ethiopia, 2018. 

3.1. Specific objectives 

1. To determine the magnitude of late-stage diagnosis among breast cancer patients at 

selected public hospitals in South and South West Ethiopia.  

2. To assess factors associated with late stage diagnosis of breast cancer at selected 

public hospitals in South and South West Ethiopia. 

3. To examine the trend of breast cancer late stage diagnosis among selected public 

hospitals in South and South West Ethiopia.  

4. To explore the reasons for late-stage diagnosis of breast cancer at selected public 

hospitals in South and South West Ethiopia. 
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4. Methods and Materials  

4.1.  Study area and period  

This study was conducted from February to April 2018 at selected public Hospitals which 

provide preventive, diagnostic, treatment care for breast cancer patients in South and South 

West Ethiopia. The study was conducted on Hawassa Referral Hospital, Attat Saint Mary 

Primary Hospital, Dubo Saint Mary Hospital, Wolliso Saint Lukas hospital, Durame and 

Butajira General Hospitals.  

Hawassa referral Hospital: It is located 273 km South of Addis Ababa and it gives a 

referral service for the population of Southern Nations and Nationalities peoples in 

Ethiopia. The hospital has been used as a teaching hospital for training of health 

professionals. It has separate oncology unit and provides diagnostic, surgical hormonal and 

chemotherapy treatment service for cancer patients including breast cancer starting from 

2013. The hospital also refer patients to Addis Ababa for radiotherapy to those who can 

afford the treatment.  

Attat Hospital: It is located at 175 km South West of Addis Ababa and serves over 800, 

000 people in its catchment area. The hospital has provide breast and cervical cancer 

prevention, diagnosis and surgical treatment service. There are patients currently following 

the Tamoxifen treatment after mastectomy under surgeon follows up. The hospital have 

the pathologic link with tertiary hospitals and higher diagnostic clinics in Addis Ababa for 

diagnostic testing.  

Butajira General Hospital:  It is located in the Gurage Zone of the Southern Nations, 

Nationalities, and Peoples' Region 130 Km South of Addis Ababa. The hospital has a total 

of 190 beds and serving approximately 1.3 million people. The hospital is currently 

working on diagnosis and treatment for cervical and breast cancer patients.  Laboratory 

and pathologic service are done with agreement at private clinics in Addis Ababa. They 

refer patients for systemic therapy to tertiary hospitals in Addis Ababa if they can afford to 

the service. 
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Wolliso St. Luke hospital: It is found in Wolliso Town approximatly116Km South West 

of Addis Ababa. The hospital is sponsored by the Ethiopian catholic secretariat in 

collaboration with an Italian NGO. The laboratory was expanded to increase diagnostic 

capacity under AIDS relief program. The hospital serves a population of 1.3 million and it 

has 200 beds. The hospital provides treatment and diagnostic service for breast cancer 

patients on it catchment area. 

Durame General Hospital: It is located in Kembata Tembaro zone of the Southern region 

of Ethiopia in 240km South of Addis Ababa. The hospital gives general service for the 

population of Kembata Tembaro zone and three adjacent zones (approximately 2.5-3 

million people). It provides chronic care services to patients including breast cancer with 

referral service to the higher setups. The FNA and biopsy are sent to Tikur Anbesa 

specialized Hospital and to private clinics for the diagnostic test.  

Dubo Saint Mary Catholic Hospital is located in Wolayta Zone in Southern Nation 

Nationalities and Peoples Regional state (SNNPs) 300km South West of Addis Ababa. It 

provides services for over 800, 000 people. It provides surgical treatment service for cancer 

patients including breast cancer. The hospital has a history of providing systemic therapy 

to breast cancer patients after initial surgical treatment. Currently, the hospital refers the 

cases to Addis Ababa tertiary hospitals for radiotherapy and chemotherapy after initial 

surgical treatment.  

4.2. Study design  

The study was institution based cross-sectional study design that employed mixed 

methods. The quantitative method was conducted through retrospective record review 

and the qualitative method was used in-depth interviews.   

4.3. Source population  

             For quantitative 

 All breast cancer patients diagnosed at the selected hospitals of South and South West 

Ethiopia were the source populations.   

           For qualitative  

All breast cancer patients who are in follow up or newly diagnosed with breast cancer 

and all health care providers on the selected hospitals. 
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4.4. Study population  

For quantitative:  All breast cancer patients who have been diagnosed in the last five years 

from January 01/2013 to December 31/2017 at selected hospitals. 

 For qualitative:  All breast cancer patients who are in follow up or newly  diagnosed with 

breast cancer and health care providers who have been involved in diagnosis and 

management of breast cancer on the selected hospitals. 

4.5. Inclusion and Exclusion criteria  

4.5.1. Inclusion criteria  

For quantitative:  Patients who had pathologically confirmed breast cancer 

                             Patients who have clear stage information on their medical charts  

For qualitative data:  

Patients whose age is >18 years  

Health care providers who have been worked more than one year in diagnosis and treatment 

of breast cancer patients at the selected hospitals.  

4.5.2. Exclusion criteria  

Medical records of breast cancer patients which are not available during data collection  

For qualitative: patents who are seriously ill were excluded  

4.6. Sample size determination  

4.6.1. Sample size for quantitative data 

Due to lack of studies and concrete information on the proportion of late-stage diagnosis, 

the sample size for the first objective is determined by taking a proportion of late-stage 

diagnosis 50%, a margin of error to be 5%, a confidence level of 95% and considering non-

response rate of 10%, the representative sample of participants will be determined using a 

single proportion formula for a cross-sectional survey as follows. 

𝑛 =
𝑧 (

𝑎
2)

2

𝑝𝑞

𝑑2
=

(1.96)2(0.5)(0.5)

(0.5)2
= 𝟑𝟖𝟒 𝒂𝒅𝒅𝒊𝒏𝒈 𝟏𝟎% = 𝟒𝟐𝟐 

The sample size for the 2rd objective is determined by taking results of different studies 

conducted from African countries using double population proportion formula with the 

assumptions of 95% CI, 5% margin of error, 80% power and exposed to the unexposed 

ratio of 1 by Epi info version 7.2 as follows:  
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Table 1:  The sample size determination of the study  

Study Author 

  

Factors associated 

with late stage 

diagnosis 

Proportion among 

exposed(p1) & 

non exposed(p2) 

Study place  Calculated Sample size after 

adding 10% for non-

response  

Agba J. et al. 

2017 

Being from rural 

residence  

P1(rural)=83.8%, 

P2(urban)=62.4% 

Nigeria[26] 167 

Stapleton MJ. 

et al. 2011 

Lack of knowledge 

about BSE 

P1=48.3% 

P2=25.0% 

Egypt[35]  175 

Agba J. et al. 

2017 

No belief in cure for 

breast cancer 

P1=77.8%, 

P2=60.1% 

Nigeria[26] 260 

Therefore, by taking the largest sample size from the above-calculated samples, the final 

sample size allocated for the quantitative study was 422.  

4.6.2. The sample size for qualitative data: 

 The sample sizes for the qualitative study was determined based on theoretical saturation 

point in data collection time when new data no longer bring additional information to the 

research question. The interview process was continued until that point was obtained.  

4.7. Sampling Methods and Procedures  

Generally six public hospitals which were located in South and South West Ethiopia 

(Hawassa referral hospital, Dubo Saint Mary primary Hospital, Attat primary hospital, 

Wolliso Saint Luke primary hospital, Durame general hospital and Butajira general 

hospitals) were selected purposively for the study. The hospitals were selected because of 

they are currently providing diagnosis surgical and hormonal treatment services for breast 

cancer patients. Some of the hospitals had history of providing hormonal and surgical 

treatment a long time ago in collaboration with different none governmental organizations 

(NGOs) s by foreign physicians and at Tikur Anbesa specialized Hospital in Addis Ababa. 

The total number of patients who have been diagnosed and registered in the last five years 

period in the selected hospitals were 474 but those patents medical records which fulfilled 

the inclusion criteria were 426.  The rest 48 medical records did not fulfilled the inclusion 

criteria and excluded from the review.  

Therefore 426 medical records of patients who fulfil the inclusion criteria in each of the                            
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hospitals were reviewed. The total number of medical records of breast cancer patients 

included in the review based on the eligibility criteria is described as the following  

(Figure-2). 

 

Figure 2: Flow chart of breast cancer patients included in the review at selected public 

hospitals of South and South West Ethiopia, 2018. 

The participants for qualitative data were selected purposely from breast cancer patients 

and health care providers in each of the selected hospitals until a point of saturation of 

information was reached. The health care providers were cancer trained nurses, 

oncologist’s, obstetricians and gynaecologists and surgeons who are involved in the 

diagnosis and management of breast cancer in the selected hospitals. 

 

 

 

 

Totaly 474 patients diagnosed with breast cancer and registered on the 
selected hospitals in the last five year period (from January 1, 2013 to 
December 31, 2017)

456 medical records were 
available for review 

17 patients did not have any stage 
information 

13 patients did not have any pathology(FNAC or biopsy) 
report 

426 patients were finally included 
in the review   

18 medical records were missed for 
review 
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4.8. Variables of the study  

4.8.1.   Dependent variable  

Late stage diagnosis of breast cancer (Yes/No) 

4.8.2.  Independent variables  

Socio-demographic factors: Age, sex, occupational status, Educational status, Residence, 

marital status. 

Personal and Behavioural factors: Alcohol consumption, smoking, Use of traditional 

treatments, Menopausal status, and length of patient delay  

Clinical factors: Previous history of any breast disease, Family history of breast cancer, 

Presence of co-morbidities (Diabetes mellitus, hypertension, asthma, HIV/AIDS, TB), 

presenting symptoms, referral history, diagnosis at initial visit,  

Health system factors: Availability of diagnostic services (FNAC, Biopsy), length of 

health system delay, type of hospital  

Biological characteristics of tumor: type of tumor, tumor grade and size 

4.9. Operational Definition  

The following definitions are based on the different literatures conducted in different 

countries.  

Patient delay or consultation delay time- The period from a patient first becoming aware 

of symptoms until their first medical consultation. The duration of ≥3 months defined as 

"long patient delay" and < 3 months is defined as "short patient delay"[25, 32, 35, 55, 76] 

Health System delay - The interval between the first visit to a health facility and the date 

of the first pathology report confirming breast cancer[25, 32, 55]. The period less the 

median time interval will be considered as “short health system delay” and ≥ the median 

time interval will be considered as “long health system delay”. 

Total diagnostic delay = It is the number of days or months between first symptom 

recognition to the final pathological diagnosis of breast cancer. A period of ≥6 months is 

considered as long delay and less than 6 months considered as the short delay.  

[Total diagnostic delay= patient delay + health system delay]. 

Late stage at diagnosis: patients diagnosed with breast cancer stage III and IV[25-27]. 

Early stage at diagnosis: patients diagnosed with breast cancer stage I and II[25-27]. 
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Comorbidities = patients who have known hypertension, Diabetes mellitus, HIV, asthma, 

cardiac problem.  

4.10. Data collection Tools and procedures   

4.10.1. Quantitative Data    

The quantitative data was collected from patient's medical records using data extraction 

check-list. The component of the check-list were socio- demographic information’s, year 

of diagnosis, patient’s history on diagnostic pathway (referral history), personal and family 

history of breast cancer, history of comorbidities, diagnosis at initial visit, presenting 

symptoms/compliant, length of patient and health system delay, stage, tumor size and 

grade, the physical findings, pathologic reports and other behavioural factors of the patients 

(history of using traditional medicine or herbal medication, alcohol, smoking).  

Medical records of patients diagnosed in the last five years from January 01/2013 to 

December 31/2017 were reviewed based on the inclusion criteria. First the medical record 

number of all breast cancer patients were identified from a surgical and oncology unit 

registration books then the medical records were obtained at the hospital medical record 

unit by their medical registration number. All the data pertinent to the study was filled from 

patient's medical records. Six data collectors and two supervisors were recruited to extract 

the data from medical records. The data collectors and supervisors were cancer trained BSc 

nurses. 

4.10.2. Qualitative data 

The in-depth interview was conducted among purposely selected breast cancer patients 

who had late stage at diagnosis and health care providers who are involved in diagnosis, 

and treatment of breast cancer on the selected hospitals. This is because of the assumption 

that they were more knowledgeable about the topic of interest and expected to have more 

information about the general process of diagnosis pathway. Patients for in-depth interview 

were recruited from surgical outpatient, inpatient clinics and at oncology unit at selected 

hospitals who have been in follow up or newly diagnosed with breast cancer during data 

collection period and whose age is >18 years. However, patients who were seriously ill and 

unable to communicate due to their illness were excluded. Interviews were conducted in a 

private room at the hospital.  
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Participants were encouraged by different techniques like probing of the questions to talk 

more about all aspects of their diagnosis journey events from symptom recognition until 

confirmed diagnosis. This allowed to get more in-depth information about the issue. 

Demographic and clinical data was collected through medical records and from the 

participants during the first meeting. 

A semi-structured interview guide was used to conduct a face to face in-depth interview 

with breast cancer patients and healthcare providers. Interview was conducted by the 

principal investigator with the assistance of a note taker. The discussion was focused on 

patient, health care provider and health facility related reasons for late diagnosis that a 

patient encountered when they sought breast cancer diagnosis services. Each interview had 

taken approximately 30-60 minutes. All interviews were audio-recorded after the verbal 

consent of the study participants. For those patients who cannot speck Amharic language, 

a local language translators were used. The interview was continued until a point of 

saturation of information. The saturation point of the data reflects a sample needed in this 

study. A saturation point was considered when recurrent patterns become evident in the 

patients' narrations. The data was saturated after interviewing 12 patients and 13 health 

care providers (one oncologist, three general surgeons, one gynaecologist, 2 upgraded 

health officers and 6 nurses). This method was utilized to explore inherent views of the 

participants and further build-up and supplement the results of quantitative study.  

  

4.11. Data Management and Quality Assurance   

To maintain data quality, the data extraction check-list was prepared after an extensive 

search and review of relevant studies on the issue. Before undertaking the data collection, 

the check-lists were submitted to experts mainly for advisors, oncologists, and other health 

professionals who are working on the area to test the face and content validity to assess 

whether they met the study objectives. 

The supervisors and data collectors were trained for one day about the basic principles of 

data collection mainly how to extract data from records, study overview and ethical 

conduct of research by the principal investigator.  
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Strict supervision of the data collection process were maintained throughout the data 

collection period. Supervisors received filled questionnaires from the data collectors daily 

and check for completeness before leaving the facilities. Incomplete questionnaires were 

returned to the specific data collector to be corrected by revisiting the records. Completed 

questionnaires were submitted to the principal investigator for the final check.  

Data was coded and entered using Epi Info version 7.2 and cleaned properly by running 

simple frequency, summery statistics and cross tabulations. Then for further data 

management and analysis, data was exported to SPSS version 23.  

 Data generated by the in-depth interview was transcribed to English so as to aid further 

processing. All ambiguous notes or interview segments on the audiotape were clarified in 

the field note. But some of the words stated in local language are not translated into English 

rather they were written directly within quotation by local language equivalent of English 

4.12. Data Analysis Procedures  

4.12.1. Quantitative Data Analysis 

Before and during data processing the information was checked for completeness and 

internal consistency. There was special columns for no response or missing data to arrive 

at accurate total figures. The analyses was carried out using descriptive statistical methods 

for socio-demographic and clinical characteristics of the study participants using 

proportions, median and interquartile range. Tables and figures were used to present the 

findings. Narrations and comparative interpretation was employed for internal analyses 

using cross tabulation. Chi-square test was used for bivariate comparison between factors 

and outcome variable.  Chi-squire test for trend was used to test the trend of breast cancer 

late stage diagnosis in the last five year period. To estimate the magnitude and strength of 

association between the suspected determinants and late stage diagnosis odds ratio with 

95% confidence interval was used.  

Binary logistic regression was used to measure the association of independent variables 

with the outcome variable. The factors that were associated with outcome variable at (p-

value <0.05) significance level were taken in to the multivariable logistic regression 

analysis to control the potential confounders. The model fitness was checked by looking 

Hosmer and Lemenshow goodness of fit test. The final model was described in terms of 
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adjusted odd Ratio (AOR) and 95% confidence intervals (CI). The statistical significance 

were declared at P-value less than 0.05.  

As socio-demographic variables and some medical and reproductive health variables 

included missing data, regression analysis was repeated using only cases with complete 

data for all variables.   

Qualitative Data Analysis  

The qualitative data generated from in-depth interviews was transcribed to English 

language and thematically analysed using open code software by re-listening the tape 

recorder several times and reading the field notes line by line. To facilitate data analysis, 

verbatim transcriptions of audio-recorded interviews were prepared by the principal 

investigator. The transcripts were carefully read and entered in to open code software. 

Particular attention was given to deviant or contradictory cases by the principal 

investigator. Back translation by an independent person ensured that meanings of 

narrations were not lost during translation. The first stage of the analysis examined 

common repeated responses from each question. The second stage involved grouping 

similar responses into codes, categories and themes. The final analysis result was used to 

supplement the quantitative findings and reported as the study result. 
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4.13. Ethical consideration  

An ethical approval was obtained from a Research Ethics Committee of School of Public 

Health, Addis Ababa University. The permission and agreement consent was obtained from 

the selected hospitals prior to the study after a brief explanation of the purpose of the study 

through support letter from School of Public Health, AAU. In addition, other concerned 

bodies (hospital card unit staffs and health care providers) in selected Hospitals were 

informed and briefed about the study before the start of data collection. The anonymity of 

the patient's medical records were kept confidential.   

 Informed verbal consent was obtained from all study participants of in-depth interview. 

Confidentiality of information and privacy of participants’ interview was respected. The 

participants were told that information they provide use only for the purpose of this study. 

The names of the participants did not included in the interview guide rather codes were 

used. At the end of each interview necessary advice and right information, concerning 

breast cancer was provided to patients who participated in the in depth interview.    

4.14. Dissemination of results  

The final report of the study will be presented at school of public health, Addis Ababa 

University as a partial fulfilment of Masters of degree in public health. The results of this 

study will be disseminated or communicated to the study hospitals, to Federal Ministry of 

health (FMOH), other governmental and non-governmental health institutions and 

concerned bodies through hard or soft copies. Finally, the manuscript will be sent to 

appropriate journals for publication and it will be presented into scientific conferences and 

workshops.  
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5. Result 

Among the total 474 breast cancer cases registered in the last five year period 426 medical 

records were reviewed. The review founds nearly half 210(49.3%) of breast cancer cases 

from Hawassa referral hospital. The rest 53(12.4%) from Durame general hospital, 

47(11%) at wolliso St. Lukas hospital, 45(10.6%) from Attat hospital, 37(8.7%) Dubo St, 

marry hospital and 34(8%) of breast cancer cases were from Butajira General Hospital.  

5.1. Socio-demographic characteristics of breast cancer patients 

The table below describes the socio-demographic characteristics of breast cancer patients. 

As the table shows the mean (SD) age of patients at diagnosis was 42.78 ± 13.4 years with 

a range of 20 to 90 years. The majority of patients 127 (29.8%) were between the age group 

of 30-39 years. Females account the largest proportion 398(93.4%) whereas males account 

only 28(6.6%) of breast cancer cases.  The male to female ratio was 1:14.  More than two 

third 292 (68.5%) of breast cancer patients were from rural residence. About 120(56.6%) 

were illiterate and 181(66.1%) were housewife’s. Almost all 261 (97.4%) were married. 

About 110 (38.1%) were Muslim and 104(36%) were protestants (Table 1). 
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Table 1: Socio-demographic characteristics of breast cancer patients diagnosed at 

selected public hospitals of South and South West Ethiopia, 2018. 

Characteristics  Frequency(n=426) Percentage 

Age group   

<30 61 14.3 

30-39 127 29.8 

40-49 111 26.1 

50-59 64 15.0 

60+ 63 14.8 

Mean ±SD 42.78 ± 13.4 years 

Sex   

Male 28 6.6 

Female 398 93.4 

Home residence   

Rural 292 68.5 

Urban 134 31.5 

Educational status(n=212)   

Illiterate 120 56.6 

primary education 48 22.6 

secondary education 15 7.1 

College  and above 29 13.7 

Religion(n=289)   

Orthodox 74 25.6 

Muslim 110 38.1 

Protestant 104 36.0 

Catholic 1 0.3 

Marital status(n=268)   

Married 261 97.4 

Single 7 2.6 

Occupational status(n=274)   

Farmer 52 19.0 

Government  employee 26 9.5 

House  wife 181 66.1 

Other * 15 5.5 

NB. Other *= student, merchant 

 

 



- 30 - 
 

5.2. Reproductive and Medical history of breast cancer patients 

Among the breast cancer patients record reviewed, the majority 192(56.6%) were 

premenopausal women. A review found that 51(14.3%) had family history of breast cancer. 

HIV status was determined for 372(87.3%) of the patients and 2.7% were positive for the 

disease. Among the patients 152(35.7%) had history of comorbidities. About 188(58.8%) 

of patients had history of using traditional treatment. In the review majority355 (89.9%) of 

breast cancer patients had presented with breast lump or swelling and 180(42.3%) had 

painful wound or ulcer on the breast at presentation. The record review found that in 

121(28.4%) of breast cancer patients the case of breast cancer was not suspected and 

patients were miss diagnosed at their initial visit (Table 2).  

Table 2: Reproductive and Medical history of breast cancer patients diagnosed at 

selected public hospitals of South and South West Ethiopia, 2018. 

Characteristics    Frequency Percentage   

Menopausal status(n=339)   

Pre-Menopausal 192 56.6 

                       Menopausal 61 18.0 

Post-Menopausal 86 25.4 

HIV status(n=372)   

Negative 362 97.3 

Positive 10 2.7 

Pregnancy status (n=340)   

Not pregnant 321 94.4 

Pregnant 19 5.6 

Family history of breast cancer(n=356)   

Yes 51 14.3 

No 305 85.7 

History of any breast disease(n=352)   

Yes 109 31.0 

No 243 69.0 

History of any comorbidities(n=426)   

Yes 152 35.7 

No 274 64.3 

Had  ever  been give birth(n=293)    

Yes 250 85.3 

No 43 14.7 

History of contraceptive(n=398)   
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Yes 124 48.8 

No 130 51.2 

Use  of traditional treatment(n=320)   

Yes 188 58.8 

No 132 41.3 

History of smoking (n=297)   

Yes 5 1.7 

No 292 98.3 

History of alcohol (n=298)   

Yes 14 4.7 

No 284 95.3 

Presenting chief compliant   

Breast lump or mass 383 89.9 

Swelling  or lump in armpit 40 9.4 

Painful wound  180 42.3 

Other* 13 3.1 

Diagnosis  at initial visit   

Breast cancer was not suspected / misdiagnosed/ 121 28.4 

Diagnosed as breast cancer 252 59.2 

No diagnosis was made 53 12.4 

NB. Other*=nipple retraction, nipple discharge, cough, bone pain, skin color change 

5.3. Tumor characteristics and treatment status of breast cancer 

patients 

A total of 216(50.7%) breast cancer patients had developed the cancer on their left breast. 

More than two third 368(86.4%) of the patients had presented with tumor which involved 

axillary lymph node and 65(15.3%) of patients had metastasized breast cancer to other 

body parts at the time of diagnosis. Large proportion of patients 260 (61%) had tumor size 

of more than 5cm. The median tumor size at diagnosis was 6 cm. Almost all patients 

396(93%) had invasive ductal carcinoma. Lobular carcinoma was found only on 22(5.2%) 

of patients. The review showed that about 84(43.3%) of patients had poorly differentiated 

invasive carcinoma (grade III tumor) and 79(40.7%) had moderately differentiated invasive 

carcinoma (grade II tumor). Surgery was done for 408(95.8%) of the patients. In the review 

only 185(43.4%) of the patients had information on the current status and from this death 

was observed in 3(1.6%) of the patients (Table 3). 
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Table 3 : Tumor characteristics of breast cancer patients diagnosed at selected 

hospitals of South and South West Ethiopia, 2018. 

Characteristics   Frequency (n=426) Percentage  

Site  of tumor   

                               Right  breast 191 44.8 

Left  breast 216 50.7 

Bilateral 19 4.5 

Axillary lymph node status   

Positive 368 86.4 

Negative 58 13.6 

Tumor  metastases to other body parts    

Yes 65 15.3 

No 361 84.7 

Type of tumor   

Ductal 396 93.0 

Lobular 22 5.2 

Other * 8 1.9 

Tumor size in cm   

≤5cm 166 39.0 

>5cm 260 61.0 

Median ±IQR 6±4cm  

Tumor  grade (n=194)   

Grade  I 31 16.0 

Grade  II 79 40.7 

Grade  III 84 43.3 

Patient had taken any  treatment   

Yes 415 97.4 

No 11 2.6 

Type of treatment the patient had taken   

Surgery 408 95.8 

Chemotherapy 183 43.0 

Hormonal therapy 55 12.9 

Other** 5 1.2 

Patient current status (n=185)   

Alive 182 98.4 

Dead 3 1.6 

NB. Other *= mixed tumors and inflammatory carcinoma’s, IQR= Interquartile range  

      Other**= radiotherapy and other systemic treatments for underlying disease  
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5.4. The magnitude of late stage diagnosis of breast cancer 

The figure below describes the stage at of diagnosis of breast cancer patients. As the figure 

shows the large proportion 244(57.3%) of patients were diagnosed at stage III. The overall 

magnitude of late stage diagnosis (stage III&IV) was 72.5%, 95%CI (68%-77%).   

 

Figure 3: Stage at diagnosis of breast cancer patients diagnosed at selected public hospitals 

of South and South West Ethiopia, 2018. 

Trend of breast cancer and late stage diagnosis in the last five years  

The figure below (figure -4) shows yearly increment of breast cancer new cases with in 

study years. As the figure shows liner increase in number of breast cancer cases from 

56(13.1%) in 2013 to 127(29.8%) cases in 2017 within the last five years period. 

 

Figure 4: Number of breast cancer cases diagnosed in the last five years at selected public 

hospitals of South and South west Ethiopia, 2018.    
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The graph below depicts a linear increase in proportion of late stage diagnosis and it is 

higher in each year as compared to early stage diagnosis. However no statistically 

significant trend observed on late stage diagnosis on the study years (𝛘𝟐𝐟𝐨𝐫 𝐭𝐫𝐞𝐧𝐝 =

𝟎. 𝟏𝟓, 𝐩 − 𝐯𝐚𝐥𝐮𝐞 = 𝟎. 𝟔𝟗)(Figure 5). 

 

Figure 5: Trend of breast cancer late stage diagnosis in the last five year among patients 

diagnosed at selected public hospitals of South and South West Ethiopia, 2018. 
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5.5.  Association of socio-demographic characteristics with late stage diagnosis    

In table 5 below the association between socio demographic characteristics and late stage 

diagnosis is presented. As the table shows significantly higher proportion 224(76.7%) of 

patients from rural residence were diagnosed at late stage than patients from urban 

residence 85(63.4%) (P=0.006). The majority 296(74.4%) of females were diagnosed at 

late stage of breast cancer as compared with 13 (46.4%) of males (p-value=0.003). Among 

the socio demographic variables sex and residence show significant association with late 

stage diagnosis of breast cancer.  

Table 4: : The association of Socio demographic characteristics with late stage diagnosis 

of breast cancer at selected public hospitals of South and South West Ethiopia, 2018. 

Characteristics  Late stage diagnosis 𝛘𝟐 p- value  

Yes (n %) No (n %) 

Age group     

<30 39(63.9) 22(36.1)   

30-39 93(73.2) 34(26.8) 4.80 0.308 

40-49 87(78.4) 24(21.6)   

50-59 47(73.4) 17(26.6)   

60+ 43(68.3) 20(31.7)   

Residence     

Rural 224(76.7) 68(23.3) 7.48 0.006* 

Urban 85(63.4) 49(36.6)   

Sex     

Male 13(46.4) 15(53.6) 8.89 0.003* 

Female 296(74.4) 102(25.6)   

Educational status     

Illiterate 91(75.8) 29(24.2)   

Primary education 35(72.9) 13(27.1) 1.64 0.651 

Secondary education 10(66.7) 5(33.3)   

College  and above 24(82.8) 5(17.2)   

Occupational status     

Farmer 35(67.3) 17(32.7) 0.70 0.873 

Government  employee 19(73.1) 7(26.9)   

House  wife 131(72.4) 50(27.6)   

Other * 10(66.7) 5(33.3)   

.NB. Other *= merchant, student; bold= indicates statistical significant association 
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5.6. Association of medical and reproductive characteristics with late 

stage diagnosis of breast cancer  

As the table below shows association was found between presenting symptoms of breast 

cancer, history of comorbidities, misdiagnosis at initial visit, tumor grade and  tumor size  

with  late stage diagnosis at presentation. But family history of breast cancer, history of 

any breast disease, menopausal status, tumor type, pregnancy status, HIV status and 

contraceptive status did not show a significant association with late stage diagnosis of 

breast cancer. Significantly higher proportion 226(86.9%) of patients who had >5cm tumor 

size were diagnosed at late stage than who had ≤5cm tumor size 83(50%) (P<0.001). 

Majority 97 (80.2%) of patients who were misdiagnosed at their initial visit were diagnosed 

at late stage than who did not have history of misdiagnosis at initial presentation 

212(69.5%) (p=.0.026). Significantly large proportion 287(74.9%)) of patients who had 

breast lump at presentation were diagnosed at late stage than who did not have lump at 

presentation 22(51.25) (p=0.001).  

However small proportion110 (61.1%) of patients who had painful wound at presentation 

were diagnosed at late stage than who did not have painful wound at presentation 

199(80.9%) (p<0.001). Majority of patients119 (78.3%) who had history of comorbidities 

were diagnosed at late stage than who did not have history of comorbidities 190(69.3%) 

(P= 0.047)(Table -6).  
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Table 5: The association between medical and reproductive characteristics with late 

stage diagnosis among breast cancer patients at selected hospitals of South and South 

West Ethiopia, 2018. 

Characteristics Late stage  diagnosis 𝛘𝟐-

value  

p- value  

Yes (n %) No (n %) 

Family history of breast cancer 
  

  

Yes 
40(78.4) 11(21.6) 

0.57 0.451 

No 224(73.4) 81(26.6)   

History of any breast disease     

Yes 80(73.4) 29(26.6) 0.001 0.978 

No 
178(73.3) 65(26.7) 

  

History of any comorbidities     

Yes 
119(78.3) 33(21.7) 

3.93 0.047 

No 
190(69.3) 84(30.7) 

  

Pregnancy status 
  

  

Pregnant 
13(68.4) 6(31.6) 

0.51 0.475 

Not pregnant 
243(75.7) 78(24.3) 

  

Tumor grade     

I 12(38.7) 19(61.3)   

II 66(83.5) 13(16.5) 25.68 <0.001 

III 67(79.8) 17(20.2)   

Tumor size in cm     

≤5cm 83 (50.0) 83 (50.0) 69.33 <0.001 

>5cm 226(86.9) 34 (13.1)   

Type of carcinoma     

Ductal 287(72.5) 109(27.5) 0.01 0.919 

Other * 22(73.3) 8(26.7)   

Menopausal status     

Pre-menopausal 133(69.3) 59(30.7)   
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Menopausal 50(82.0) 11(18.0) 3.91 0.141 

Post- menopausal 64(74.4) 22(25.6)   

History of contraceptive     

Yes 94(75.8) 30(24.2) 0.43 0.513 

No 103(79.2) 27(20.8)   

Breast lump     

Yes 287(74.9) 96(25.1) 10.90 0.001 

No 22(51.2) 21(48.8)   

Painful wound or ulcer     

Yes 110(61.1) 70(38.9) 20.40 <0.001 

No 199(80.9) 47(19.1)   

Lump in the armpit     

Yes 23(57.5) 17(42.5) 5.00 0.025 

No 286(74.1) 100(25.9)   

Misdiagnosis at initial visit     

Yes 97(80.2) 24(19.8) 4.93 0.026 

No 212(69.5) 93(30.5)   

NB: other*= mixed tumors, lobular and inflammatory carcinomas; bold=indicates 

statistical significant association 

5.7. Diagnostic journey and delay periods on breast cancer patients  

The data presented in the following table (table-7) showed that 146(34.3%) of patients had 

referral history from another health facility. About 48(32.9%) of breast cancer patients 

were referred from public health center and 81(55.5%) were referred from private health 

facility. Significantly higher proportion 119(81.5%) of patients who had referral history 

were diagnosed at late stage as compared with who did not have referral history190 

(67.9%) (P=0.003). As the table shows the median patient, health system and total 

diagnostic delay was 120, 32 and 184 days respectively. The larger proportion 311(73%) 

of patients had long patient delay of more than three month. Among patients who had long 

patient delay, the majority 240(77.2%) were diagnosed at late stage as compared with those 

who had short delay 69(60.0%). Significantly higher proportions of patients who had long 

health system 177(77.3%) and total diagnostic delay 171(77.4%) were diagnosed at late 

stage as compared with patients who had short health system132 (67%) and total delay138 

(67.3%) (p<0.05).  
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Table 6: Diagnostic journey and delay periods among breast cancer patients at 

selected hospitals of South and South West Ethiopia, 2018. 

Characteristics   Frequency  

(n %) 

      Late stage at diagnosis  𝚾2 p-value  

 Yes (n %)   No (n %) 

Had referral history        

Yes 146 (34.3) 119(81.5) 27(18.5) 8.97 0.003 

No 280(65.7) 190(67.9) 90(32.1)   

Immediate referring HF to 

this hospital(n=146) 
  

   

 Health  center  48(32.9) 34(70.8) 14(29.2) 6.46 0.040 

               Hospital 17(11.6) 12(70.6) 5(29.4)   

           Private  health facility 81(55.5) 71(87.7) 10(12.3)   

Diagnosing  hospital type      

Primary hospital 129(30.3) 82(63.6) 47(36.4) 22.30 <0.001 

General hospital 87(20.4) 53(60.9) 34(39.1)   

Referral hospital 210(49.2) 174(82.9) 36(17.1)   

Patient delay       

Short delay 115(27) 69(60.0) 46(40.0) 12.40 <0.001 

Long delay 311(73) 240(77.2) 71(22.8)   

Median ±IQR 120±305 days     

Health system delay      

Short delay 197(46.2) 132(67.0) 65(33.0) 5.60 0.018 

Long delay 229(53.8) 177(77.3) 52(22.7) 

Median ±IQR 32±23 days     

Total diagnostic delay      

Short delay 205(48.1) 138(67.3) 67(32.7) 5.40 0.020 

Long delay 221(51.9) 171(77.4) 50(22.6) 

Median ±IQR 184 ±277days     

NB. IQR=Interquartile range; Bold= indicates statistical significant association 
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5.8.  Factors associated to late stage diagnosis of breast cancer  

In assessing factors associated to late stage diagnose the bivariate logistic analysis found 

that patient delay, health system delay, diagnosing hospital type, residence, and 

misdiagnosis at initial visit, history of comorbidities, having referral history, presenting 

symptoms of breast lump, painful ulcer, and presence of lump in armpit, tumor size and 

age group 40-49 years were associated to late stage diagnosis.  

However, In multi variable logistic regression analysis residence (rural), patients who 

presented with lump/mass, painful ulcer or wound, tumor size(>5cm), long patient delay, 

history of comorbidities and having a referral history showed significant association to late 

stage diagnose of breast cancer. But health system delay, misdiagnosis at initial visit, 

presence of lump in the armpit, diagnosing hospital type and age group did not show 

significant association with late stage diagnosis. 

In multi variable analysis the finding shows that patient who had long patient delay of more 

than three month were approximately 2 times more likely to be diagnosed with late stage 

breast cancer than who had short patent delay (AOR= 1.91, 95 %CI (1.06, 3.45)). The odds 

of late stage diagnosis was higher among patients who had history of comorbidities. 

Patients who had history of comorbidities were approximately 2 times more likely to be 

diagnosed with late stage than who did not have history of comorbidities(AOR=1.94,95 

%CI (1.08,3.51)).  Patients who were from rural residence were approximately 3 times 

more likely to be diagnosed with late stage than urban residence (AOR=2.89, 95 %CI (1.62, 

5.17)).  

Patients who were presented with painful wound were less likely to be diagnosed with late 

stage breast cancer as compared with patients who did not have painful wound at 

presentation (AOR=0.47,95 % CI(0.27, 0.81)). The odds of late stage diagnosis was higher 

among patients who had breast lump at presentation. Patients who had breast lump at 

presentation were approximately 4 times more likely to diagnosed at late stage than who 

did not have breast lump at presentation (AOR=3.81, 95 % CI (1.60, 9.05)). The study also 

found that the larger the tumor size >5cm the more likely to be diagnosed with late stage. 

Patients who had >5cm tumor were 7 times more likely to be diagnosed at late stage than 

who had≤5cm tumor (AOR=7.22 95%CI (4.16, 12.55) (Table 7) 
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Table 7: Multivariable analysis of factors associated with late stage diagnosis of breast 

cancer among patients at selected hospitals of South and South West Ethiopia, 2018. 

Characteristics Late stage at diagnosis Crude OR with 

95%CI 

Adjusted OR with 

95% CI 

p- 

value  Yes (n %) No (n %) 

Age group      

<30 39(63.9) 22(36.1) 1 1  

30-39 93(73.2) 34(26.8) 1.54 (0.80, 2.97) 0.93(0.39, 2.19) 0.826 

40-49 87(78.4) 24(21.6) 2.05 (1.03, 4.08) 1.09(0.46, 2.63) 0.836 

50-59 47(73.4) 17(26.6) 1.56 (0.73, 3.32) 0.62(0.23, 1.70) 0.358 

60+ 43(68.3) 20(31.7) 1.21 (0.58, 2.55) 0.74(0.26, 1.99) 0.551 

Health system delay      

Short(≤32 days) 132(67.0) 65(33.0) 1 1  

Long (>32 days) 177(77.3) 52(22.7) 1.68 (1.09, 2.57) 1.24(0.72, 2.13) 0.435 

Patient delay      

Short(<3 month) 69(60.0) 46(40.0) 1 1  

Long(≥3 month) 240(77.2) 71(22.8) 2.25 (1.43, 3.56) 1.91(1.06, 3.45) 0.031 

Comorbidities      

Yes 119(78.3) 33(21.7) 1.59(1.00, 2.53) 1.94(1.08,3.51) 0.027 

No 190(69.3) 84(30.7) 1 1  

Tumor size in cm      

≤5cm 83 (50.0) 83 (50.0) 1 1  

>5cm 226(86.9) 34 (13.1) 6.65(4.15,10.65) 7.22(4.16, 12.55) <0.001 

Breast lump/mass      

Yes 287(74.9) 96(25.1) 2.85 (1.50, 5.42) 3.81(1.60, 9.05) 0.003 

No 22(51.2) 21(48.8) 1 1 

Painful breast 

ulcer or wound 
  

   

Yes 110(61.1) 70(38.9) 0.37(0.24, 0. 57) 0.47(0.27,0.81) 0.006 

No 199(80.9) 47(19.1) 1 1  

lump in armpit      

Yes 23(57.5) 17(42.5) 0.47 (0.24, 0.92) 0.55(0.24,1.26) 0.155 

No 286(74.1) 100(25.9) 1 1 

Misdiagnosed at 

initial visit 
  

   

Yes 97(80.2) 24(19.8) 1.77(1.07, 2.95) 1.43(0.75,2.69) 0.26 

No 212(69.5) 93(30.5) 1   
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Had referral 

history 
  

   

Yes 119(81.5) 27(18.5) 2.09 (1.28, 3.39) 2.17(1.17,4.04) 0.014 

No 190(67.9) 90(32.1) 1 1 

Diagnosing 

hospital type 
   

 
 

Primary hospital 82(63.6) 47(36.4) 1 1  

General hospital 53(60.9) 34(39.1) 0.89(0. 51, 1.57) 0.49(0.23,1.08) 0.078 

Referral hospital 174(82.9) 36(17.1) 2.77 (1.67, 4.60) 1.98(0.94,4.14) 0.071 

Residence      

Rural 224(76.7) 68(23.3) 1.89 (1.22, 2.96) 2.89(1.62, 5.17) <0.001 

Urban 85(63.4) 49(36.6) 1 1 

NB., OR= odds ratio; Bold= indicates statistical significant association.  

5.9. Qualitative result  

A total of 25 peoples were participated on the in-depth interview. Among these 12 were 

breast cancer patients and 13 were health care providers. The age of patients were ranged 

from 26 to 65 years. The health care providers were one oncologist, one gynaecologist and 

obstetrician, three surgeons, 2 upgraded health officers and 6 cancer trained nurses who are 

involved in diagnosis and management of breast cancer. Two themes (patient and health 

system reasons) and three categories were emerged from the narrations of the participants 

regarding the reasons for late stage presentation. In table 8 below you see the theme 

categories and codes in exploring the reasons for late stage diagnoses of breast cancer.   
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Table 8: Theme, Categories and codes developed in the qualitative data at selected 

hospitals of South and South West Ethiopia, 2018. 

Themes  Patient and health system related reasons for late stage diagnosis of breast cancer 

Categories  Patient related reasons  Health care provider related 

reasons 

Health facility related 

barriers   

Codes   Lack of knowledge & 

awareness   

 Belief on traditional 

treatment 

 Considering symptoms  

not serious  

 Thought relief by itself   

 Fear of losing breast 

 Lack of money 

 Lack of social support  

 Lack of trust on medical 

care  

 Culture and religion  

 Distance from facility   

 Family responsibility  

 Lack of information 

access 

♦ Misdiagnosis   

♦ Unnecessary investigation 

&treatment   

♦ Appointment/scheduling  

delay 

♦ Poor attention 

♦ Poor communication  

♦ Delay in early referral   

 

 Poor service 

delivery system  

 Lack of  diagnostic 

services for cancer  

 Lack of skilled 

professionals  

 Medical care costs 

 Lack of standard 

treatment options    

5.9.1. Patient related reasons for late stage diagnosis of breast cancer  

Lack of knowledge and awareness about breast cancer  

The participants’ narrations indicated that there were various barriers mentioned to seek 

early medical care for breast cancer. One of the major reason stressed by almost all 

participants for late presentation was lack of knowledge and awareness about risk factors, 

sign and symptoms and early detection methods of breast cancer. All of the women knew 

nothing about breast cancer before their diagnosis. This limited knowledge contributed to 

delay in seeking health care services consequently, advanced stage presentation.  

          “I never heard about breast cancer before. I saw the swelling four years back 

but I did not tell to anyone in the family since it was painless but later becomes 

large and produce discharge”. (A 45 years old patient) 
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The patients explained that they detect the abnormalities on their breast accidentally when 

they were taking shower or take off their cloths during sleeping. None of them had history 

of breast self-examination or clinical check-ups.  

 “I do not know about breast cancer before except its name. I see the swelling on 

my breast when I was taking shower”. (A 65 years old patient)  

 “I did not check my breast before. I saw the swelling accidentally. I did not go to 

health facility for check-up of my breast”. (A 26 years old patient) 

The most frequent reasons reflected by women for delayed consultation were their 

perception regarding the initial symptoms to be harmless and failure to seek early medical 

care unless the symptoms cause any interference to their day to day activities. This 

demonstrates poor awareness and knowledge of patients regarding importance of these 

warning signs and symptoms of breast cancer as explained by a 60 years old 

Gynaecologist as follows: 

       “Majority of the patients are coming late after the disease is advanced. This is      

because lack of awareness and knowledge about the disease since they did not 

consider the initial signs and symptoms as serious.”  

       “I felt a very small painless swelling on my breast before one year. I did not 

think it will be serious and I was not give it attention so I was not come early. I did 

not know and heard about breast cancer before. I came to hospital when it becomes 

large and painful”. (A 55-year-old patient said) 

   “Most of the patients came at advanced stage III and above this is due to lack of 

awareness about the disease. Their awareness about breast self-examination and 

early clinical check-up is very nil”. (A 30 years old general surgeon) 

The other important thing that was raised by patients were the painless nature of the 

swelling at presentation which makes them to see it as easy and as common condition 

which can be self-limited and delay in seeking early medical care. As the participants 

discussed they did not think initially the symptoms to be cancer and all of the patients have 

delay of more than a year. 

       “The swelling starts before a long time. It may near to ten years but it was not 

have any pain. I was not think that it could be cancer”. (A 60 year’s old patient)  
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   “I saw the swelling on my breast 4 years ago. But I was not going to any health 

facility since I was healthy for a long time and it was painless”. (A 37 years old 

patient) 

Among the participants for in-depth interview eight of the patients were from rural 

residence.  As the patients said their being at rural and remote areas makes them to delay 

for seeking medical care early due to long distance traveling, transportation costs and lack 

information access about breast cancer.  As the health care providers narrated most rural 

women are illiterate and house wives and mostly came at advanced stage relative to urban 

due to the lack of information access for rural population. 

 “Since there is no information access either through magazines, newspapers or 

media, the awareness of the rural people is very low. Peoples from the urban areas 

relatively come early as they fell any changes on their breast”. (A 34 years old 

Surgeon)  

Cultural and religious influence 

As the participants said almost all patients delayed seeking medical care just because they 

were on using traditional treatments and spiritual means like using holy water. As they said 

all of them did not consider their symptoms as linked to cancer rather perceived as just any 

swelling which can be healed by applying herbal medications. 

 “I was using traditional treatment like onion, TENA ADAM and other leaves. I 

thought it was the disease from GOD” (A 55-year-old patient). 

As the participants discussed the limited knowledge was also associated with strong 

traditional beliefs. In the villages, breast cancer is known as an incurable disease therefore 

most of the patients first sought traditional medicine before visiting hospitals, thus delaying 

in seeking appropriate care. As they said there is a preference to traditional healers as the 

first choice of treatment than modern heath care when such kind of cases are happened on 

the body. 

     “I went to traditional healer and I took herbal medication for a long time since 

I was thought it as 'BIGUNJI' and continued to use the traditional treatment. 

Finally I came to hospital when the disease becomes sever and sever”. (A 45-year-

old patient)  
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 The providers also responded that majority of patients came to hospital as a last option 

after the cancer is advanced and metastasised.  As the participants discussed most patient’s 

perceived cancer as a cultural diseases for example' SHEMITERA in Gurage'. As a result 

they took herbal medication and holy water since they believe that if they go to health 

facility and get injection, the needle will hide the disease and it will spread inside the body 

and kill the patient. 

“I can say all most all patients are used herbal medications before coming to 

hospital. Some patients also spend most of the time going to holy water in orthodox 

religion and praying in Protestants since they consider it as a cultural disease”. 

(A27 year’s old nurse)  

As narrated by the participants there are different beliefs that makes woman to delay in 

seeking medical care about breast cancer. One thing that was mentioned was fear of losing 

breast (mastectomy) since it is a taboo in the society.  They believe that if a women losses 

her breast due to surgery, she will die or cannot give birth even she will be divorced by her 

husband. As a result most women hide their problem and seek medical care as a final option 

after trying all traditional or cultural treatment means. 

“I was not come early because people said me if you go to hospital they cut your 

breast with scissor so the disease does not like scissor and syringe it will be 

aggravate and you will be die”. (A 35 years old patient) 

 

As they discussed no one in the society advice a women to go to health facility for breast 

swelling since they do not think as it has medical treatment but they  perceived the disease 

as it is from GOD's punishment and they consider it as' MEKSEFIT”. 

   “My community does not support the medical treatment for breast cancer since 

they perceived that if it is touched by scissor or syringe it will spread and kill the 

patient”. (A 26 years old patient) 

 “I was not think that cancer has any treatment in the hospital since my community 

perceived that cancer is killer and does not have any treatment in the hospital. But 

we believe on herbal medication and holy water”. (A 45 years old patient) 
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Lack of money and social support  

As the participants explained most patients did not have money and hence could not afford 

treatment and transportation costs. Those individuals who have money will get early 

diagnosis and treatment but others waited a long time to find money so that they could not 

seek early medical care at a health facility. As the participants said, they tried to borrow 

money from a neighbor, friend or family but this is not an easy task in the villages where 

everyone has limited means of earning money. Patients also reported that family 

responsibility, lack of social and family support were the reasons for their late presentation.  

  “I have family responsibility since my husband is dead. My breast problem starts 

before two years. But I could not come to health facility early because I did not 

have money for transport and treatment, there is no anyone who supports me”. (A 

60 years old patient)  

As the providers mentioned there are a lot of patients who could not come to health facility 

due to lack of money. “Almost all patients have economic problems and even after they 

come to hospital, they have no enough money for paying different medical care costs. Then 

they want to get appointment to collect money through borrowing, begging on streets and 

selling their land or other property. So until this time the disease will progressed and 

advanced. 

 “Most breast cancer patients coming here are very poor and they cannot afford 

the referral process, diagnostic and treatment costs.” (A 40 years old nurse) 

 “I had no money for medication and transportation since my husband was died 

and all the family responsibility is on me. Even now I was not paid the money for 

surgery. I came to this hospital after selling my farm land and borrowing some 

money from my families.” (A 35 years old patient) 

5.9.2. Health care provider related reasons for late stage diagnosis of breast cancer  

As explained by the participants many patients experienced delays in transitions of care 

due to poor provider knowledge and misdiagnosis. As narrated by patient’s women were 

given pain killers and other treatments in their initial visit for many months before 

receiving a referral at primary care facilities which makes them to delay to get the right 

diagnosis.  
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  “I went to private health facility first and they told me as it is other breast problem 

and they gave me treatment but I was not improved. Then I went to another private 

hospital and they said me you have breast TB and they gave me TB treatment and 

I took for 6 month”. (A 35 years old patient) 

All the in-depth interview participants mentioned that health care provider delay had a 

contribution to delay and late stage diagnosis of breast cancer. For this misdiagnosis of 

cases other than breast cancer and delay in referring patients early to the diagnostic hospital 

were the most frequently mentioned reasons for late stage presentation. In the interview 

with the patients all most all responded as they had history of misdiagnosis during their 

initial visit. 

“First I went to the private clinic and the doctor told me that do not worry for this.  

It is the effect of the contraceptive you used before so it would be lost by itself and 

he ordered me 6 injections. I was hoping him and I wait a long time but the swelling 

becomes increase and starts to produce bloody discharge then I came to hospital 

and diagnosed as cancer”. (A 35 years old patient) 

As the providers mentioned misdiagnosis is a common problem in breast cancer care which 

possibly delay the actual diagnosis. This usually a problem at primary health care facilities 

since they fail to detect such cases early and referred on time.      

   “Usually there is misdiagnosis of cases especially among the young's as a breast 

lump or fibro adenoma but after sometime the patients may came again with 

advanced stage breast cancer. I know a women who was diagnosed with other 

breast problem but after a long time she come again and diagnosed as breast 

cancer”. (A 32 years old provider) 

Most of the providers explained that clinical breast examination is not commonly practiced 

unless patients are coming with complain of breast abnormalities. They mentioned that the 

awareness, knowledge and practice of health care providers is low in the hospitals. 

 “There is great knowledge and awareness gap among the providers. I myself did 

not have any awareness about breast cancer before taking the special training on 

it. I can say frankly that no one practice breast cancer early detection methods in 

this hospital”. (A 28 years old health care provider) 
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Appointment delays, poor attention given to patients, inadequate examinations and poor 

communication of health care providers to patients were some of the reasons mentioned by 

the in-depth interview participants.   

“The doctor who have diagnosed me first was not good. He said all part of your 

breast should be removed. He did not reassure me. He made me to worry and 

frightened then I went to traditional treatment areas but I was not improved and 

now the disease is spread to my body” (A 30 years old patient) 

5.9.3. Health facility related reasons for late stage diagnosis of breast cancer   

The patients had faced problems to access health facilities on time due to long distances 

and high costs of transportation. In addition for those women who presented at the health 

centers and private clinics early, they were not referred early for appropriate diagnosis and 

treatment.   

All of the patients who participated in the in-depth interview had a referral history to other 

health facility for diagnostic investigations. The most important health facility barrier 

mentioned by both the providers and patients was diagnostic waiting time. As they said the 

waiting time for getting laboratory test results takes a long time usually more than a month 

and the absence of the tests on the study hospitals makes the problem worse.     

 “I wait a month to get my laboratory result but I faced many difficulties when they 

referred me to this hospital because of distance. Since there is no transport access 

and medical costs are so expensive. I came to this hospital last week but they said 

me there is no bed and I returned back and now I came again. I visited three health 

facilities one private and two government health facilities”. A 40 years old patient 

The majority of the women made several visits to health facilities to get their diagnosis. 

They first went to health centres where unfortunately drugs were prescribed without proper 

assessment. When they saw that their situation was not changing as they expected they 

went to private clinics. It was after these attempts that the women were at last referred to 

the diagnosing hospital. Thus the women delayed due to the previous health facility visits 

in seeking and accessing appropriate care for the breast cancer. 
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Narrations from the women’s suggest that some women had sought care early, but the 

primary health care levels (Health centres) did not diagnose the disease early, instead make 

the women to delay with inappropriate drug prescriptions. The women’s made several 

health facility visits before they were finally diagnosed as breast cancer. 

Almost all patients visited more than 2 health facilities until they got their final diagnosis. 

The absence of pathologic tests, and standard treatment options for breast cancer in the 

hospitals were the common barriers mentioned for late diagnosis. As the providers said this 

obliged to refer patients to other hospitals for diagnosis and treatment which could be very 

costly to patients. A 28 years old health care provider describes as follows: 

 “There are a lot of patients who went to their home without getting definitive 

diagnosis due to their inability to pay for transportation and diagnosis when they 

referred”.  

 As narrated by the participants the absence of screening and health education programs 

about breast cancer and lack of skilled professionals on the area were the reasons for delay 

in health facilities for breast cancer and consequently to late stage presentation. 

 “The practice of breast cancer early detection methods including clinical breast 

examination is nil and there is no organized way of giving health education about 

breast cancer in this hospital since there are no skilled professionals on the area.” 

(A 30 years old oncologist) 

In addition as the providers explained the major challenge at health facilities are the 

absence of pathological tests in the hospital. Because of this patients faced long distance 

referrals for diagnostic investigations which takes a long time until the result comes. In 

between the patients may not immediately come after they received the result and their 

results even some times lost at road. As they said patents lose hope on the facilities and 

prefer dying in their home rather coming to hospital again. 

 “Our major challenge here is we have not a diagnostic tests, standard treatments 

and a screening tool. So we refer patients to Addis Ababa for pathologic tests and 

treatments but sometimes they come back without getting the service due to over 

crowdedness so we cannot do anything to them because they have non operable 

cancer then they will disappeared or died in their home”.  
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As the participants described most patients cannot afford medical care costs and referral 

process for example patients paid 2000 birr for only surgery but there are also other costs 

for transportation, bed, diagnostic tests and for medications. 

 “Cancer treatment is very, very expensive. I have no word to describe the costs.  I 

finished all my money for laboratory, transportation, bed and other treatments. The 

cost is very much not only for those poor but also for the riches. The government 

should give attention to it”. (A 40 years old patient) 
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6. Discussion  

Stage at diagnosis.is a major prognostic factor for survival of breast cancer patients since 

higher stage and large tumor size at diagnosis are associated with decreased survival [12, 

19]. Several contributing factors have been identified in different countries for late stage 

diagnosis of breast cancer, however each of the factors identified varies across the regions 

depending on the awareness, perception and availability, accessibility of health 

infrastructure and other resources[17].    

This study determined the magnitude, trend and the factors contributed to late stage 

diagnosis of breast cancer by analyzing the medical records of breast cancer patients 

diagnosed in the last five years period on the selected public hospitals. More than two third 

of breast cancer patients were diagnosed at late stage of breast cancer. Patient delay, history 

of comorbidities, tumor size, sex(female), residence(rural), presenting symptoms (lump 

and painful wound) and having referral history from other health facility were found to be 

factors significantly associated to late stage diagnosis of breast cancer.  

In this study the magnitude of late stage diagnosis was 72.5%. The  result is in line with a 

study conducted in Zimbabwe in which 72.6% of patents were presented at late stage[37].  

However it is higher as compared to studies which were carried out  at other African 

countries Libya[34], Sudan[39] , Egypt[35] and Nigeria[26] in which magnitude of late 

stage diagnosis was 65%, 60.7%, 46% and 67.7%respectively.  But the finding is lower 

than Rwanda (76%)[25], Senegal (81.7%)[38], Tanzania[36] (84.4%) and a systematic 

review finding of 74.5% of the median late stage diagnosis at 17 Sub-Saharan African 

countries[33]. The observed variation might be due to difference in sample size, staging 

system and other socio cultural and infrastructure differences. The other difference may be 

due to inclusion of males in the current study since the other mentioned studies were 

conducted only on females. 

However the finding is to much higher than the magnitude of late stage diagnosis reported 

from high income countries (Australia, Canada, Denmark, Norway, Sweden and the UK) 

in which only 8 to 22% were diagnosed at  late stage [30]. This great discrepancy could be 

difference in the availability, accessibility of diagnostic and treatment facilities and the 
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high public awareness but most developing countries like Ethiopia, the public awareness 

and knowledge is low and patients suffer very long diagnostic delays[19]. The other reason 

could be the racial difference between blacks and whites since as evidence shows most 

black Africans usually have triple negative tumors which has more aggressive 

potential[29]. 

The proportion of advanced stage (III &IV) breast cancer at diagnosis was found among 

244(57.3%) and 65(15.3%) of cases in this study. This finding is almost consistent to study 

finding from Nigeria in which 157 (52.4%) and 46 (15.3%) were diagnosed at stages III 

&IV respectively [26]. However the proportion of metastatic (stage IV) diagnosis  is lower 

than findings from Zimbabwe(41.1%)[37], Rwanda (24%)[25] and Sudan (24.6%)[39]. 

But higher than the finding from Libya (11.5%)[34]. 

Even though the proportion of late stage diagnosis is higher than early stage diagnosis in 

each year, no significant increment on the trend of late stage diagnosis was observed over 

the last five year period.  However a linear increase in the number of breast cancer cases 

was seen over the study period from 2013 to 2017. This finding is consistent in a study 

conducted at Tikur Anbesa specialised hospital which showed an upward increase in 

number of breast cancer cases over the sixteen years period in the country[5]. This 

increasing trend of breast cancer implies the improvements in health seeking behavior of 

the people, increase in health services or a change in our life style which might have a 

contribution for the emerging of new cancerous cases since we have no any specific 

prevention polices and the public awareness is very low about the disease because more 

attention was given to communicable disease than cancer in the country[9]. 

In this study most of the breast cancer patients were young adults between 30-39 years of 

age and present at advanced stage and high rate of lymph node metastasis(57.3% stage III 

and 15.2% stage IV disease). This finding is consistent with a study from Zimbabwe in 

which most of breast cancer patients were young premenopausal women and present at 

advanced stage[36]. The result is in line with two studies conducted at Tikur Anbesa 

specialised hospital in which the largest group of breast cancer patients were in between 

age 30-39 years at diagnosis and almost half of the women were premenopausal(49.7%) 
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[5, 13]. This result is also in accordance with a systematic review conducted on developing 

countries which founds breast cancer occurrence at earlier age with large aggressive 

tumors[29].    

The breast cancer patients in this study experienced a median total diagnostic delay of 6 

month, patient delay 4 month and health system delay of 32 days. This finding is in contrast 

to a study in Mexico which found the median total delay of 7months, a median patient 

delay of 10 days and health system delay of 4 month [55]. It is also lower than a study in  

Rwanda which founds a median total delay of 15 months, and median patient and system 

delays of 5 months[25]. The variations might be due to a difference in the characteristics 

of the sample or other socio-cultural and infrastructure difference. 

The longer the patient delay time, the more likely the patient diagnosed at late stage of the 

disease. Patients who had long patient delay of more than three month were 2 times more 

likely to be diagnosed at late stage than those who had short patient delay. Similar finding 

is reported in studies conducted in Malaysia[60], Pakistan[31], Mexico[55], India[56] and 

Peru[49]. But this finding is in contrast to a study finding from Senegal[38]. The difference 

might be due to sample variation and difference in delay interval estimation.  

 The longer patient delay in this study can be explained by the low information access 

regarding breast cancer in the country as other sub Saharan African countries in which lack 

of knowledge was the major contributor for late stage presentation [9, 53]. Since lack of 

knowledge about the disease delays the search for early medical care, even with the 

manifestation of important signs and symptoms because the patients give different meaning 

to these changes, and may not recognize its seriousness. As narrated by the in-depth 

interview participants the reasons for patients delay at presentation is mainly due to their 

lack of awareness and knowledge about the disease which results misrecognition and 

misinterpretation of sign and symptoms.  

As the participants explained patients let the sign and symptoms to take their natural course 

without actively seeking a medical evaluation. This belief has a cultural and religious 

component since strong traditional and spiritual beliefs are common in Ethiopia [58]. So 
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most patients often first use traditional medicines and holy water before they accessed 

medical care and presented at late stage of the disease. 

 As described by in-depth interview participant’s fear of losing breast, anxiety about the 

medical procedures, failure to disclose their problems to others have also contribution for 

patients delay at medical consultation and consequently late stage diagnosis. This 

qualitative finding is in agreement  with the qualitative findings of a study conducted in 

Japan[52].  

This study revealed that patients from rural area were 3 times more likely to be diagnosed 

at late stage than urban residence. This finding is consistent with a study conducted north 

Pakistan[31] , Iran[50] and Sudan[39]. This might be due to lack of information access to 

the rural people due to being at remote locations for medical care service. Similarly  

patients from remote locations and rural areas were more likely present at late stage in 

Queensland [47].  

Being from a rural residence and remote areas is also mentioned as a reason for delay 

presentation on in-depth interview respondents. As the participants described “the 

information access through magazines, newspapers or media for the rural societies is very 

low as a result most patients did not come early when they see the abnormalities on their 

breast”. This is similar reason mentioned by in-depth interview participants from a study 

in Japan[52].  

With all other variables being held constant, patients who had breast lump at presentation 

were 4.3 times more likely to be diagnosed at late stage.  But patients who had painful 

wound or ulcer on their breast were less likely to be diagnosed with late stage of the disease. 

This might be because of lumps are usually painless and patients may not initially consider 

it as serious. This result is in accordance to a research finding from Egypt in which women 

without any pain were 2.68 times more likely to present at the later stage than those having 

pain as the first symptom [35]. This is similar to narrations of in-depth interview 

participants of the study in which the absence of pain at initial symptoms makes them to 

delay in seeking early medical care since they consider it as a self-limited disease or take 

it as easy however they try to seek medical care only when the symptoms become painful 

and when it interfere with their day to day life.  
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This study found a significant association between having a referral history and late stage 

diagnosis.  Patients who had a referral history from other health facility were approximately 

2 times more likely to be diagnosed at late stage than who did not have a referral history. 

This might be due to delays in the referral process since most patients visit different 

primary health care facilities until their final diagnosis with cancer. This result is similar 

with a studies conducted in Brazil[77] and Egypt[27] in which patient's medical care 

pathway from the initial symptom experienced until arrival at diagnosing center contributes 

to their delay at diagnosis and advanced stage presentation.  Similarly a study conducted 

in Mexico found that prolonged referral time from primary to specialty care accounts for 

the majority of delay [32]. 

As explained by the in-depth interview participants women perceived health system 

barriers in all periods of the diagnostic pathway mainly during investigation and the referral 

period in which patients suffer a long journey to diagnostic centres and long waiting times 

to get results. Despite in different social, economic, cultural and health care contexts, a 

similar situation was reported by a qualitative study in Aracaju[66]. 

Based on the results of the present study, significant association was found between late 

stage diagnosis and patients history of comorbidities which is similar to a study conducted  

by Dianatinasab M. et al [50]. Patients who had history of comorbidities were approximately 2 

times more likely than who did not have history of comorbidities. This might be due to the effect 

of the underlying disease on progression of the cancer to advanced stage.  

A tumor factor found to have significant association with late stage disease was tumor size. 

Patients who presented with >5 cm tumors were 7 times more likely to be diagnosed at late 

stage than patients who had ≤5cm tumors.  

No  significant association was found between age and late stage diagnosis of breast cancer 

in the multivariable analysis of this study which is consistent to a study conducted in Iran 

[46]. However a study in Mexico found significant association between age and late stage 

diagnosis[55]. This contradictory result might be due to difference in age classification or 

difference in sample size used.   

Studies conducted in Mexico[55] and Rwanda[25] suggested that the longer the health 

system delay the more likely the patient present at advanced stage of breast cancer. 
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However no significant association was found between health system delay and late stage 

diagnosis of breast cancer in this study. This difference may be due to difference in health 

system delay interval used since the current study uses secondary data for measuring the 

length of health system delay so the delay time by visiting other health facility could be 

difficult to measure which possibly underestimate the delay time.  

In this study the variables diagnosing hospital type, misdiagnosis at initial visit and 

presence of lump in the armpit were did not show statistical significant association with 

late stage diagnosis of breast cancer. 
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7. Strength and Limitation of the Study 

7.1.1.  Strength of the study 

To the best of the researcher knowledge, this is the first study conducted in the study areas 

which determine the magnitude of late stage diagnosis and explore the reasons for late 

stage presentation. The study uses qualitative study to complement the quantitative 

findings as a result variables which could not be addressed in the quantitative study were 

addressed by qualitative methodology.  

The qualitative method used in-depth interviews both from breast cancer patients and from 

health care provider’s perspective which can possibly explore the major reasons for late 

stage diagnosis of breast cancer.  

The study conducted by inclusion of all available cases which makes the study more 

representative by minimizing the sampling error.  

It is a multicenter study conducted  at public hospitals which  mainly serve the rural 

population of the country since most of the previous studies on breast cancer were 

conducted at national cancer center in which most of rural cases would be unrepresented 

due to farness to the diagnosing center. 

Moreover the study uses most accepted definitions for the delay interval estimation which 

used by several literatures worldwide.  

7.1.1 Limitation of the study  

In this study temporal relationship or causality between exposure and outcome variables 

could not be asserted because it is a cross-sectional study in which exposures and outcome 

were assessed simultaneously.  

Since the study used retrospective document review for quantitative data collection the 

recorded time points may not exactly reflect the women’s diagnostic journey in the 

diagnosis pathway of breast cancer. This is due to some patients may visit many health care 

facilities until they got their final diagnosis so data on total number of health facilities 

visited and the delay time in each health facility could not be recorded. There may be 

misclassification bias during clinical staging of disease. 

In addition due to incompleteness and absence of records on some socio demographic and 

clinical variables may affect the association of outcome variable and the exposure. 
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8. Conclusion and recommendation  

8.1. Conclusion  

In conclusion, there was a linear increase in number of breast cancer cases in the last five 

year period and more than two third of patients were diagnosed at late stage of breast 

cancer. Long patient delay, history of comorbidities, tumor size, sex, residence (rural), 

having breast lump and painful wound at presentation and having referral history from 

other health facility were found to be factors significantly associated to late stage diagnosis 

of breast cancer. however the variables health system delay, misdiagnosis at initial visit , 

presence of lump in the arm pit, diagnosing hospital type, and age group did not show 

significant association to late stage diagnosis of breast cancer. 

Lack of knowledge and awareness, symptom misrecognition and interpretation, preference 

to traditional and spiritual means of treatments, lack of social and family support, and lack 

of money for medical care costs and transportation, misdiagnosis of cases, long distance 

referrals and long waiting time for diagnostic tests were some of the major reasons for late 

stage diagnosis explored from in-depth interview participants. 

8.2. Recommendation  
Based on the findings of this study the following recommendations are forwarded to the 

government (respective bodies on breast cancer prevention, control and treatment program 

implementers, and policy makers at national and local level), health care facilities and for 

researchers who are engaged in this area:   

To the government  

 Comprehensive awareness and informative programs to the community should be 

provided in a culturally acceptable language about breast cancer to the public to 

minimize patient delay.   

 Particular attention should be given for women to increase their knowledge and 

awareness about the need to have clinical checkups whenever they see any abnormal 

changes on their breast.  

 Breast cancer early detection and control programs must be incorporated to community 

health extension program to increase public awareness about the disease.  
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 Breast cancer diagnostic and treatment facilities should be expanded to local levels in 

order to minimize long distance referrals.  

 Covering breast cancer diagnostic and treatment services by community health 

insurance is recommended to provide free service for those breast cancer patients who 

cannot afford the treatment and diagnostic costs. 

To health facilities and health care providers  

 Health care providers should be highly suspicious and should be aware about breast 

cancer early signs and symptoms to avoid misdiagnosis of cases.  

 Health facilities should design health education programs in both clinical and 

community settings about breast cancer and early detection practices. 

 The socio demographic and clinical information of patients should be recorded 

completely based on the format.  

 In order to eradicate cultural barriers, female staff who are trained to perform routine 

breast examinations should be available in all facilities and treatment centers. 

For researchers  

 More strong and follow up studies regarding predictors of breast cancer late stage 

diagnosis by considering impact of diagnostic delay and biological characteristics of 

the tumor are recommended in the future. 
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Appendix –I: Socio-demographic characteristics of in-depth interview participants  

Breast cancer patients Health care providers  

code Age  Educationa

l status  

Marital 

status 

Occupation  Residen

ce  

Code  Age  Educational status  

P1 55 Illiterate  Married  House wife Rural  HCP1 60 Obstetrician and a 

gynaecologist 

P2 65 Illiterate  Widowed  Farmer   Urban  HCP2 40 Upgrade Health 

officer   

P3 35 Illiterate  Widowed  Farmer  Rural HCP3 35  Upgrade Health 

officer   

P4 30 Grade 12 Married  Merchant  Rural HCP4 45 General surgeon  

P5 26 Accountant

(BA) 

Married  Gov’t 

employee 

Urban  HCP5 27 BSc nurse   

P6 40 Grade 3 Married  House wife Rural HCP6 30 General surgeon 

P7 45 Illiterate  Married  Farmer  Rural HCP7 29 Clinical 

oncologist  

P8 60 Illiterate  Widowed  Farmer  Rural HCP8 45 Diploma nurse  

P9 35 Degree  Married Gov’t 

employee 

Urban  HCP9 24 Diploma nurse 

P10 40 Degree  Married Gov’t 

employee 

Urban  HCP10 32 BSc Nurse  

P11  45 Grade 4 Married  Farmer  Rural HCP11 32 Diploma nurse 

P12 35 Grade 3 Married  Farmer  Rural HCP12 28 BSc Nurse 

      HCP13 34 General surgeon 
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Appendix I: Information Sheet and informed voluntary consent form  

Information Sheet and informed voluntary consent form for the head of health 

institutions. 

 My name is __________________. I am working as a data collector for the study being 

conducted in this institution on the assessment of the magnitude and factors for late stage 

diagnosis of breast cancer by Aragaw Tesfaw who is studying his Master’s degree at Addis 

Ababa University. I kindly request you to lend me your attention to explain you about the 

study and study participant.   

The study title: Assessment of the magnitude and factors contributing for late stage 

diagnosis of breast cancer at general hospitals in South & south West Ethiopia.  

Purpose of the study: The main aim of this study is to write a thesis as a partial 

requirement for the fulfilment of a master’s degree in public health. Moreover, the result 

of the study will be used as evidence and input to plan different strategies and interventions 

for early diagnosis and management of breast cancer.  

Procedure and duration: I will be reviewing the medical records of patients diagnosed 

with breast cancer in this hospital from January 01/2013 to December 31/2017 using check 

list. The review will take about 30-40 minutes for each record, so I kindly request you to 

spare me this time for the review.  

 Risks and benefits: The risk of being reviewing in this study is nil, but the findings from 

this research will reveal important information for the institutions, Zonal health department 

and for health planners.   

Confidentiality: The information acquired from study records will be confidential. There 

will be no information that will identify the record in particular. The check list will be 

coded to keep the anonymity of the record.  

 Rights: Giving permission for this study is fully voluntary. You have the right to permit 

or not for this study. If you decide to permit the study, you have the right to terminate the 

study at any time if you consider something related to the study is wrong. 

Contact address: If there are any questions or enquires any time about the study or 

procedures, please contact in this address.   

Principal investigator: Aragaw Tesfaw      E-mail: aragetesfa05@gmail.com 

Mobile phone: 0921743820 

mailto:aragetesfa05@gmail.com
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Declaration of informed voluntary consent:   

I read the information sheet above and I have clearly understood the purpose of the 

research, the procedures, the risks and benefits, issues of confidentiality, the right of 

participation and the contact address for any queries. I have been given the opportunity to 

ask any questions for things that may have been unclear. I was informed that I can terminate 

the study at any time. Therefore, I declare my voluntary consent to permit this study to be 

conducted in this institution with my signature as indicated below.  

 Name and signature of head of the Health institution ____________________________ 

Signature of data collector_______________________________ 

 

                    Thank you for your cooperation! 
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Appendix-II English Structured Data Extraction Check-list 

 This is a check list to extract data from medical records of breast cancer patients at selected 

Public Hospitals in South and South-west Ethiopia, 2018.  

Patient ID.: _________    hospital name_______________ 

Date of data collection (dd/mm/yyyy): ____/____/_______/ 

MRN (medical record number): ______________Phone No. _________________ 

 Start Time: ____________End time____________ 

Data collector name ____________   

Instructions: Circle the code corresponding to the answer for each question.   

Part I:  Socio-Economic and Demographic Data   

Codes Questions Probable Answers Skip to  

101 Age at diagnosis  (Age in completed years(_____)  

102 Sex of the patient 1. Male                       2.  Female   

103  Place  of residence 1. Urban                     2.  Rural     

104 Religion  1. Orthodox        3. Protestant   4. Catholic  

2. Muslim           5. Others(specify)__________ 

 

105 Marital  status  1. Married    3.  Divorced       5.  Separated         

2. Single       4. Widowed     6.  Unknown   

 

106 Occupational 

status's  

1. House wife          4.  Private employee  

2. Gov't employee    5. Others____________ 

3. Farmer                  6. Unknown   

 

107 Educational status  1. Illiterate 3.  Secondary education             

2. Primary education 4.  College and above   5.  Unknown   

 

108 Year of diagnosis _____________________  

Part II: Behavioral factors of the patients 

Codes Questions Probable Answers Skip to 

201 Had history of smoking cigarette  1. Yes          2.   No        3. Unknown    

202 Had history of drinking alcohol  1. Yes         2.   No          3. Unknown    

203 history of using traditional medicine  1. Yes        2.  No          3. Unknown    
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Part III: Reproductive and Medical history of patients 

Codes Questions Probable Answers Skip to 

301 Menopausal status 1. Premenopausal       3. Menopausal  

2. Post-menopausal     4. Unknown   

IF 'male' skip 

to Q.304  

302 Had  ever been give birth 1. Yes      2.   No       3.  Unknown    

303 Historyof contraceptives  use 1. Yes    2. No    3.   Unknown    

304 HIV status 1. Postive 2.  Negative  3. Unknown    

305 Pregnancy status  1. Pregnanat  2. Not pregnant   

2. Unknown   

If male skip 

to Q. 306 

306 Family history of breast cancer  1. Yes    2. No    3. Unknown    

307 Previous history of any breast 

problem or disease 

1. Yes   2.  No   3.  Unknown    

308 Historyof any 

comorbidities(Hpertension,DM TB, 

Astma & heart disease ) 

1. Yes   2.  No    3.  Unknown    

309 Presenting chief comliant /symptom 1. Breast lump/mass 

2. A painful wound or ulcer on the 

breast 

3. lump in the armpit  

4. Other___________________ 

 

Part IV: Patients History on Diagnostic Journey for Diagnosis of Breast Cancer 

Codes Questions Probable Answers Skip to 

401 Duration of symptoms  until the first health 

facility contact (patient delay time) 

_____days or____,months 

or ______years) of duration  

 

402 Did the patient referred to this hospital (check 

any referral letter)? 

1. Yes    

2. No    

 

If NO 

skip to Q. 

403 

402 If yes immediate refereeing  health facility (for 

those who had referral letter)  

1. Private clinic//hospital  

2. Health center  

3. Public hospital  

 

403 Diagnosis at 1st visit  1. No diagnosis was made     

2. Diagnosed as breast 

cancer  
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3. Breast cancer was not 

suspected &the patient 

was misdiagnosed 

404 When did the patient first visit this hospital ____day____month___year  

405 Time taken from 1st health facility contact to 

final diagnosis(duartion of health system delay 

time)  

____days or _____months  

404 Time taken from 1st symptom to final 

diagnosis(total diagnosis delay time) 

____days or _____months  

or_____years 

 

Part V: Tumor Characteristics and Status of Patients  

Codes Questions Probable Answers Skip  

501 Site of tumor  1. Right breast   3. Bilateral 

2. Left breast    4. Unknown   

 

502 Histological differentiation of 

tumour cell  

1. Non-invasive Carcinoma  

2. Invasive Carcinoma  

 

503  Type of tumor  1. Ductal   2. Lobular   3.Other ______  

504 TNM clasffication  ______________________  

505 Stage  at diagnosis  1. Stage I       3.  Stage III       

2. Stage II      4.  Stage IV    5. Unknown   

 

506 Tumor grade  1. Grade I             3.    Grade III 

2. Grade II            4.   Unknown  

 

507 Tumor size in cm ________________cm  

508 Axillary node status 1. Postive   2. Negative    3.  Unknown    

509 Tumor metastasized to other 

body at time of diagnosis  

1. Yes          2. No             3. Unknown    

510 Did patient took treatment  1. Yes          2. No             3. Unknown    

511 Type of treatment given  1. Surgery          3. Hormonal(tamoxifen) 

2. Chemotherapy 4.  Other ________ 

 

512 Current status of the patient  1. Alive    2.   Dead   3.  Unknown    

513 If dead, time of death  __/____/______/dd/mm/yy  
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Appendix- III In-depth interview guide   

Part I-Study Information Sheet (SIS) for in-depth interview participants 

Greeting; Good Morning/Afternoon!  

 Hello! dear participant!   

 My name is Aragaw Tesfaw. I am Master of public health student at Addis Ababa 

University. I am carrying out a study on "the Assessment of the magnitude and factors 

contributing to late-stage diagnosis of breast cancer”. Therefore inorder to achieve this 

objective having an in-depth interview with you have become very important. I hope that 

the interview I would be having with you is very much helpful for the community and 

government bodies to solve the problem by developing different strategies and policies. I 

would like to tell you that you are selected purposely to be the participant in this Study. 

This in-depth interview will take 30 to 60 minutes.  

The objective of the study:  To assess the magnitude and factors contributing to late-stage 

diagnosis of breast cancer. 

 Benefit of the study: The result will provide important information on the different factors 

contributing to late-stage diagnosis of patients with breast cancer and to take appropriate 

interventions. 

Risk of the study: your participation in this study will not have any risk or harm.    

Rights of Participation: Your participation in this research is voluntarily and you are free 

to withdraw at any time during the course of the study without offering any reasons why. 

You may respond to all the questions or you may not answer questions you do not want to 

and you may end the interview at any time you want. Withdrawal from this study will not 

affect your care in this hospital in any way. You can ask any question that is not clear to 

you.   

Confidentiality: All information provided in this study will be confidential. All forms will 

be coded and information will be entered into password protected computers. We will do 

all that is in power to ensure that your identity and the information that you have provided 

is kept confidential. 
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Part –II: Declaration of Informed consent form for in-depth interview participants 

As to the information given above, Participation in this in-depth interview is voluntary and 

has no any risk. Your answers will remain confidential, and we will not be taking down 

your name or address, so your answers will be anonymous. You can choose not to answer 

any individual question that you do not want to answer and you may end this interview at 

any time you want. However, I hope that you will participate in this in-depth interview 

since your honest response to the interviews will be very important for the purpose of the 

study. At the same time, I would like to appreciate your voluntary participation in the study 

after an understanding of the information given to you. 

Now, are you willing to participate in this study?   

1. No (say thank you)       

2. Yes (continue interviewing)    

Name of principal investigator:   Aragaw Tesfaw   

                                                   Cell phone: 0921743820  

                                                    Email: aragetesfa05@gmail.com 

Name of health facility_________________________    

Name of interviewer______________________ signature__________  

  Date of in-depth interview (E.C) _____/_____/_______ 
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I.  Discussion points to the patients for in-depth interview  

1. Would you please tell me your age, educational status, job, marital status and how long 

have you lived here, how long you have been diagnosed with breast cancer? No need 

to mention your name. 

2. In your opinion, what do you understand about breast cancer before? Prob. Perception  

about severity of the disease, preventability, risk factors, clinical features and 

knowledge and practice of early detection methods 

3. What did you feel when you notice changes in your breast? Do you think that it will be 

cancer? To whom you first told your problem, what solutions you made to manage the 

abnormality in your breast, did you use traditional treatments, holy water? 

4. Did you visit any other health facilities before you came to this hospital? Public or 

private? How many? How did you see the care they were given to you? How many 

days you wait to be diagnosed? Did they prolong your diagnosis? Any misdiagnosis of 

your problem other than breast cancer? What was that diagnosis?  

5. How long did you live with the signs or symptoms before you visit HF? Where were 

you go in that period? Why you did not you seek early medical care? 

6. How do you see the communication with health professionals? Did they listen your 

problems? Privacy? How they fasten your diagnosis? Do you think they make you late? 

7. In your opinion why other women present at late stage of breast cancer? Prob. Problems 

related to lack of awareness, economical and distance, Health care providers, health 

facility problems… 

8. What was your reason to come late to health facility after the disease is advanced? Prob. 

personal, social and health system related reasons, Lack of awareness of breast cancer 

risks and screening methods Lack of knowledge about the need to get screened &Trust 

about the quality of care, made to feel uncomfortable by doctors, Fear of pain 

associated with medical visits, Seeking further medical care services prevented by cost, 

lack of social and family support. 

9. In your opinion, what was the challenge or problems related with the health care 

professionals during the diagnostic process? Prob. health care providers  about their 

approach, examnations, appointments/ sceduling, the way they diagnose the diseases, 
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the care and attention they give to you,) Failure to provide health education and public 

awareness towards breast cancer & early detection methods, Failure to screen the 

potential client, Scheduling delay/ Long waits to get an appointment of health care 

providers(Specialists, GPs and other health professionals), 

10.  In your opinion, what contributing factors or barriers did you observe or face on the 

health facilities  for delaying your  diagnosis of breast cancer? Challenges in the referral 

process, distance, diagnostic wating times, other faclity related issues?  

11. How the community sees breast cancer? Prob. Perception to the disease, severity, 

stigma and discrimination, support to patients. Do you think it will affect patients not 

to seek early medical care? 

12. Did you fear to be diagnosed as breast cancer? prob. Fear of losing breast, 

Discrimination, stigma, community and family perception  

13. Did you tell me other factors which can be factors for late diagnosis of breast cancer? 

Finally, I would like to express my heartfelt thanks for your voluntary participation 

in this in-depth intervie. 

II. Discussion points to the Health Care Providers  

1. Would you please tell me your age, educational status, marital status and how long 

have you worked  here? 

2. How do you see the  health care providers practice of breast cancer early detection 

methods in your hospital for at risk groups? (Prob. health education on techniques of 

breast self-examination, clinical breast examinations) 

3. In your opinion, why patients diagnosed at late stage of breast cancer? prob. Reasons 

related patients, health care provider, health facility, biological characteristics of tumor) 

4. In your opinion, what health care provider challenges or problems for early detection 

or diagnosis of breast cancer did you face or observe in this hospital? Prob. Issues 

related to scheduling or appointment, early investigation and referral) 

5. In your opinion, what health facility problems or challenges contribute to late-stage 

diagnosis of patients with breast cancer? prob. Availability of diagnostic and treatment 

services, skilled professionals, referral process, and linkage, medical care costs) 
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6. How do you describe breast cancer patient's economic status? Prob. Can they afford 

treatment and diagnostic costs, transportation, referral, do you think this may contribute 

for their late diagnosis? 

7. Do you think the lack of community awareness, culture and other religious factors 

contribute for late stage presentation? Prob. Any breast  taboos, religious, lack of   

Health education programs to community , perception of the community to the disease) 

8. How do you describe breast cancer patients understanding about the disease? prob. 

Their awareness about the sign and symptoms, risk factors, early detection methods, 

treatments.  

9. Do you have anything to share me which is not raised on the discussion before I end 

the interview? 

I am finished my in-depth interview with you. I would like to express my heartfelt 

thanks for your voluntary participation in this in-depth   interview 
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Appendix IV: Amharic version informed consent 
በአማርኛ የተዘጋጀ ከሆስፒታል ኃላፊዎች ጋር የሚደረግ የስምምነት ቅጽ  

ጤና ይስጥልኝ ስሜ___________     ይባላል:: እኔ የጥናቱን ባለቤት ተማሪ አራጋው ተስፋውን ወክዬ ስገኝ 

እርሱም የአዲስ አበባ ዩኒቨርሲቲ የህብረተሰብ ጤና የድህረ ምረቃ ተማሪ ሲሆን የመመረቂያ ጥናቱን በጡት  ካንሰር 

በሽተኞች በምርመራ ጊዜ የተገኘው የካንሰሩ ከፍተኛው እድገት ደረጃ ምን ያህል እንደሆነ እና ለዚህም ምክንያት የሆኑ 

ጉዳዮችን ለማወቅ በሚል ርዕስ ላይ እየሠራ ይገኛል፡፡ስለሆነም ጥናቱን በእናንተ ጤና ተቆም ለማካሄድ ትብብር 

ያደርጉለን ዘንድ በትህተና እንጠይቃለን፡፡  

የጥናቱ ዕርስ: በጡት ካንስር በሽተኞች በምርመራ ጊዜ የተገኘው የካንሰሩ ከፍተኛው እድገት ደረጃ እና ለካንሠር 

ህክምና ዘግይቶ መምጣት ምክንያት የሆኑ ጉዳዮችን ማወቅ ነው፡፡  

የጥናቱ አላማ፡ የጥናቱ ዋና አላማ በህብረተሰብ ጤና የሁለተኛ ድግሪ መመረቂያ ጹህፍ ለማዘጋጀት ሲሆን 

በተጨማሪም የጥናቱ ዉጤት በሀገር አቀፍ ደረጃ ለህብረተሰቡ እና ለጤና ተቋማቱ የተለያዩ እቅዶችን ለማዘጋጀት 

እና በጡት ካንሰር ዘግየቶ የመምጣት ችግሩን ለመከላከል የሚያስችሉ የተለያዩ እርምጃዎችን ለመውሰድ ይጠቅማል፡

፡ 

የጥናቱ ሂደት እና ቆይታ፡ጥናቱ የሚካሄደው ካሁን በፊት ባለፉት ሁለት ዓመታት በዘህ ሆስፒታል ታክመው የነበሩትን 

የጡት ካንሰር በሽተኞች የህክምና ካርድ በማየት እናአሁን በህክምና ላይ ያሉ በሽተኞችንና የጤና ሙያተኞችን 

አጠቃለይ ስለነበረው የህክምና ሂደት በመጠየቅ ይሆናል፡፡ይህም ከ 20-30ደቂቃ የሚወስድ ሲሆን 46 ያክል 

መጠይቆችን የያዘ ነው፡፡ስለሆነም መረጃውን ለመሰብሰብ ትብብር ያደርጉልን ዘንድ በትህትና እጠይቃለሁ፡፡ 

የጥናቱ የጎን ጉዳት አና ጥቅም፡- ይህ ጥናት የሚያመጣው  ምንም አይነት የጎን ጉዳት የለውም፡፡ነገርግን የጥናቱ ውጤት 

ለጤና ተቋማቱ እንዲሁም እቅድ አዘጋጆች ስለ ችግሩ ብዙ መረጃ ይሰጣል፡፡ 

ሚስጥራዊነቱ፡- ከበሽተኞች ካርድ የሚወሰዱት መረጃዎች ሚስጥራዊነታቸው የተጠበቀ ሲሆን የጥናቱ ተሳትፊ ስምና 

መለያ ሳይወሰድ በመለያ ቁጥሮች እንጠቀማለን፡፡ 

መብት፡- ለዚህ ጥናት ፈቃድ የመስጠትም ሆነ ያለመስጠት መብትዎ የተጠበቀ ነው፡፡ጥናቱ ላይ ያለመሳተፍ መብት 

አለዎት፡፡ እንዲሁም በአስፈላጊው ሰዓት ያልተመቸዎት ችግር ካለ ጥናቱን በማናቸውም ጊዜ ማቋረጥ ይችላሉ፡፡  

ጥናቱን በተመለከተ ማናቸውንም ጥያቄዎች መጠየቅ ከፈለጉ የሚከተለውን ስልክ ቁጥር መጠቀም ይችላሉ፡፡የጥናቱ 

ባለቤት- አራጋው ተስፋው       ስልክ 0921743820      ኢ ሜይል aragetesfa05@gmail.com 

የስምምነት ቅፅ 

ከይላ የተጠቀሰልኝን መረጃ አንብቤ የጥናቱን አላማ፣ የተሳታፊዎችን መብት፣ የጥናቱን ሂደትና ጥቅም እነዲሁም 

በማንኛውም ሰዓት ያልተረዳሁትን ጥያቄ መጠየቅ እንደምችል ና የጥናቱ ሂደት ካልተመቸኝ በማናቸውም ጊዜ 

እንደማስቆም ተረድቸ ይህ ጥናት በዚህ ተቋም እንድካሄድ መፍቀደን በፊርማየ አረጋግጣለሁ፡፡ 

የጤና ተቋሙ ሃላፊ ስምና ፊርማ-------------------------- 

የመረጃ ሰብሳቢው ፊርማ----------------------የተጠየቀበት ቀን------------------- 
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ጥልቀት ላለዉ መጠይቅ ለሚሳተፍ በሽተኞችና ጤና ባለሙያዎች የተዘጋጀ የመረጅና የስምምነት ቅፅ 

ሰላም ጤና ይስጥልኝ ውድ ተሳታፊያችን፤ 

ስሜ አራጋው ተስፋው ይባላል፡፡በአድስ አበባ የኒቨርሲቲ በህብርተሰብ ጤና ትምህርት የሁለተኛ ድግሪ ተማሪ ስሆን 

በጡት  ካንሰር በሽተኞች በምርመራ ጊዜ የተገኘው የካንሰሩ ከፍተኛው እድገት ደረጃ ምን ያህል እንደሆነ እና ለዚህም 

ምክንያት የሆኑ ጉዳዮችን ለማወቅ በሚል እርስ ላይ ጥናት በማካሄድ ላይ እገኛለሁ፡፡ ስለዚህ ይህንን ጥናት ከግቡ 

ለማድረስ ጥልቀት ያለዉ መጠይቅ  ከእርስዎ ጋር ማድረግ እጅግ አስፈላጊ ነው፡፡ የምንሠበስበው መረጃም ለወረዳው 

ለመንግስት አካላት፣ለተለያዩ የጤና ተቋማት እንዲሁም አጠቃላይ ለህብረተሰቡ ከፍተኛ ጥቅም ይሰጣል፡፡ 

መጠይቁም  ከ30 እስከ 60 ደቂቃ ይወስዳል፡፡ 

አላማው: በጡት  ካንሰር በሽተኞች በምርመራ ጊዜ የተገኘው የካንሰሩ ከፍተኛው እድገት ደረጃ ምን ያህል እንደሆነ 

እና ለዚህም ምክንያት የሆኑ ጉዳዮችን ለማወቅ ነው፡፡   

የጥናቱ ጥቅም፡- የጥናቱ ዉጤት በሀገር አቀፍ ደረጃ ለህብረተሰቡ እና ለጤና ተቋማቱ የተለያዩ እቅዶችን ለማዘጋጀት 

እና በጡት ካንሰር ዘግይቶ የመምጣት ችግሩን ለመከላከል የሚያስችሉ የተለያዩ እርምጃዎችን ለመውሰድ ይጠቅማል:፡ 

የጥናቱ የጎን ጉዳት፡- ጥናቱ በተሳታፊዎቹ ላይ የሚያመጣው  ምንም አይነት የጎን ጉዳት የለውም፡፡ የጥናቱ ተሳታፊዎች 

ምንም አይነት ክፍያ አይከፍሉም፡፡ 

የጥናቱ ተሳታፊዎች መብት፡- በጥናቱ ላይ ያለመሳተፍ መብት አለዎት፡፡ መመለስ የማይፈልጉትን ጥያቄ እንዲመልሱ 

አይገደድም፡፡ በአስፈላጊው ሰዓት ጥናቱን ማቋረጥ ይችላሉ፡፡ ያልገባዎትን ማንኛውንም ጥያቄ መጠየቅ ይችላሉ፡፡ 

ጥናቱን አቋርጠው ቢወጡም አሁን እየተደረገላቸው ካለው ህክምና ጋር ምንም አይነት ችግር አይደርስብዎትም፡፡   

ሚስጥራዊነቱ፡- የሚመልሷቸው መልዕክቶች ሁሉ ሚስጥራዊነታቸው የተጠበቀ ሲሆን የጥናቱ ተሳትፊ ስምና መለያ 

ሳይወሰድ በመለያ ቁጥሮች እንጠቀማለን፡፡ኮምፒዉተራችንም በሚስጥር ኮድ ይቆለፋል፡፡ 

ከጥናቱ ተሳታፊዎች ጋር የሚደረግ የስምምነት ቀፅ 

ከላይ እንደተጠቀሰው በጥናቱ መሳተፍ ምንም አይነት ጉዳት አያስከትልም፡፡ ስምዎም በዚህ መጠይቅ ላይ አይጻፍም፤ 

መረጃውም ክተጠቀሰዉ ዉጪ ለማንም ተላልፎ አይሰጥም፡፡ ሊመልሱት የማይፈልጉትን ጥያቄ ባለመመለስ በፈለጉት 

ጊዜ አቋርጠው መሄድ ይችላሉ፡፡ሌላው የእርስዎ እውነተኛ መልሶች ለሚደረገው ጥናት እጅግ በጣም ጠቃሚ ናቸው፡

፡  

ከላይ ያለውን በሙሉ በማውቀው ቋንቋ ተነቦልኝ ተረድቼ ገብቶኛል ካሉ፦  

በጥናቱ ለመሳተፍ ፍቃደኛነዎት?  1) አይደለዉም (አመሰግናለው)        2) አዎ (እንቀጥላለን) የተሰጥዎትን መረጃ 

ተረድተው በጥናቱ ሊሳተፉ ስለፈቀዱልኝ እጅግ በጣም አመሰግናለሁ፡፡    

ለሚኖርዎት ጥያቄ የሚጠቀሙት አድራሻ እና ጥናት አድራጊው መረጃ  

የጥናት አድራጊው ስም፡ አራጋው ተስፋው              ስልክ ቁጥር -0921743820  

                       ኢ-ሜይሌ፡ aragetesfa05@gmail.com 

የጠያቂው ስም እና ፊርማ.___________________    የተጠየቀበት ቀን (በኢትዮጵያ አቆጣጠር)   -------/---

-------/------የጤና ተቀሙ ስም--------------------------------------- 

 

mailto:aragetesfa05@gmail.com
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ከበሽተኞች ጋር ለሚደረግ ጥልቀት ያለው መጠይቅ የተዘጋጁ የመወያያ ነጥቦች 

1. እባክዎ እድሜዎትን፣የትምህርት ደረጃ፣የጋብቻ ሁኔታ ፣ምን ያህል ጊዜ ከዚህ እንደኖሩ እንድሁም ጡት ካንሰር 

እነድያዘዎት ከተነገሩ  ምን ያህል ጊዜ እንደሆነዎት ሊነግሩኝ ይችላሉ? 

2. ስለ ጡት ካንሰር ምን ያውቃሉ? ስለሚያመጣው ጉዳትስ፣ ስለመከላከያዎቹ፣ስለ በሽታው ምልከቶች ስለ ቅድመ 

ምርመራዎቹ ምን ያህል ያውቃሉ፤የጡት ካንሰር ምርመራስ አድርገው ያውቃሉ? 

3. ለመጀመሪያ ጊዜ በጡትዎ ላይ የህመም ስሜት ወይም ምልክት  ሲያዩ ምን ተሰማዎት?ችግረዎንስ መጀመሪያ 

ለማን ተናገሩ?ችግሩን ለመፍታት ምን እርምጃ ወሰዱ፣ ካንሰር ይሆናል ብለው አስበው ነበር? ወደ ባህል ህክምና 

ተቋም ሄደው ነበር፣ ወደ ፀበል? 

4. ወደ ዚህ ሆስፒታል ከመምጣትዎ በፊት ወደ ሌላ የጤና ተቋም ሄደው ነበር? ምን ያክል የጤና ተቋም ሄደው 

ነበር? የግል/የመንግስት? በሽተኞችን በተገቢው ሁኔታ ከማከም አንፃር ምን ችግር እስተዋሉ?ምን ያህል ጊዜ 

ህክምናውን ለማግኘት ጠበቁ? ህክምናውን በጊዜ እዳላገኝ አዘግይተውኛል ብለው ያስባሉ? ችግረዎንስ በትክክል 

የጡት ካንሰር መሆኑን ነግረዎታል?ካልነገርዎትስ ምንድን ነው አሉዎት? 

5. ወደ ህክምና ተቋም ከመምጣትዎ በፊት ከበሽታው ጋር ለምን ያህል ጊዜ ቆዩ? ለምን ወደ ህክምና ተቋም ቶሎ 

አልሄዱም? 

6. ወደ ሆሰፒታል ሲመጡ ከጤና ባለሙያዎች ጋር ያለውን ግንኙነት  እንደት ይገልጹታል?የቀጠሮ አሰጣጣቸው፣ 

የቀጠሮ ሰዓት አከባበራቸው፣ በሽታውን በትክክል ከማወቅ አንጻርና በቶሎ አስፈላጊውን ምርመራ ከማድረግ 

አንጻር፣ባለሙያዎች ህክምናውን በጊዜ እዳላገኝ አዘግይተውኛል ብለው ያስባሉ? 

7. በእርስዎ አስተያየት ብዙዎቹ የጡት ካንሰር ያለባቸው ሴቶች ወደ ህክምና ተቋም ዘግይተው በሽታው ከፍተኛ 

ደረጃ ላይ ከደረሰ በኋላ የሚመጡበት ምክንያት ምንድን ነው ብለው ያስባሉ? ምክንያቶቹንስ ከእውቀት ማነስ፣ 

ከገንዘብ አጥረት፣ከእርቀት፣ከባለሙያዎች፣ ከጤና ተቋማቱ፣ከእርስዎ እንድሁም ከተለያዩ ባህላዊ፣ ሃይማኖታዊ 

አንዲሁም ሌሎች ልማዳዊ ነገሮች ናማህበራዊ  ጉዳዮች አንፃር እንደት  ይመለከቱታል? 

8. እርስዎ ወደ ህክምና ተቋም ዘግይተው በሽታው ከፍተኛ ደረጃ ላይ ከደረሰ በኋላ የመጡበት ምክንያት ምንድን  

ነው? ምክንያቶቹንስ፣ከባለሙያዎች፣ ከጤና ተቋማቱ እንድሁም ከተለያዩ ባህላዊ፣ሃይማኖታዊ አንዲሁም ሌሎች  

ልማዳዊ ነገሮች ናማህበራዊ  ጉዳዮች አንፃር ምን ምክንያት አለዎት?ፍርሃት፣በሀኪሞች ላይ እምነት ማጣት፣

ከገንዘብ እጥረት፣ጡቴን ይቆርጡብኛል ብየ መፍራት? 

9. በእርስዎ አስተያየት ወደ ጤና ተቋም ከመጣሽ በኋላ ቶሎ ህክምናውን ለማግኘት እንቅፋት የሆኑሽ ወይም 

ከህክምና ባለሙያዎቹ የታዘብሻቸው ችግሮች ምንድን ናቸው?  ምርመራ ሲያደርጉ፣ የምክር አገልግሎት ሲሰጡ፣  

ለበሽተኛ ያላቸው አቀራረብ የቀጠሮ ሰዓት አከባበራቸውስ እንደት ይገለፃል፣በሽታውን ቶሎ ለይቶ ከማዎቅ ና 

ለምርመራ ከመላክ አንጻር ምን ይመስላል፣ ባለሙያዎች ምርመራውን አዘግይተውብኛል ብለሽ ተስቢያለሽ? 
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10. በእርስዎ አስተያየት በጤናተቋሙ ውስጥ የጡት ካንሰርን በቶሎ ከማከም አንጻር የታዘብሻቸው ችግሮች ምንድን 

ናቸው? በሽተኞችን በቶሎ ሪፈር ከማለት ፣የሚሰጡትን አገልገሎቶች ቶሎ ከማግኘት አንጻር፣ለላበራቶሪ ምርመራ 

የሚወስደው ጊዜ)፣የባለሙያ እጥረት፣የህክምና ወጪዎች 

11. ማህበረሰቡ ስለጡት ካንሰር ያለውን አመለካከት አንዴት ይገልጹታል?የማህበረሰቡ አመለካከት ዘግይቶ 

ለመምጣት ምክንያት ይሆናል ብለው ይገምታሉ?ለምን?ስለ በሽታው ያለው አመለካከት፣ፍርሀት፣ ግንዛቤ፣ 

ለበሽተኞች ያለው አመለካከት፣አድሎ፣መገለል? 

12. በእርስዎ አስተያየት የጡት ካንሰር በሽተኞችን ቶሎ ወደህክምና እንዳይመጡ የሚያደርጉአቸው ምን ምን ባህላዊ፣

ሃይማኖታዊ አንዲሁም ሌሎች ልማዳዊ ነገሮችናማህበራዊ  ጉዳዮች ይኖራሉ ብለው ይገምታሉ? 

13. ቃለ መጠይቁን ከመጨረሴ በፊት ከላይ በተዎያየንባቸው ነጥቦች ላይ መጨመር የሚፈልጉት ሀሳብ ካለ ሃሳብዎን 

ያጋሩኝና ውይይታችንን እንጨርሳለን? 

ጥያቄዎቼን ጨርሻለሁ፣ፈቃደኛ ሆነው ጥያቄዎቹን ስለመለሱና በጥናቱ ስለተሳተፍ ከልብ አመሰግናለሁ፡፡ 

ከጤና ባለሙያዎች ጋር ለሚደረግ ጥልቀት ያለው መጠይቅ የተዘጋጁ የመወያያ ነጥቦች 

1. እባክዎ እድሜዎትን፣የትምህርት ደረጃ፣የጋብቻ ሁኔታ እና ለምን ያህል ጊዜ ከዚህ እንደሰሩ ሊነግሩኝ 

ይችላሉ? 

2. በእርስዎ አስተያየት በዚህ ሆስፒታል ለጡት ካንሰር ተጋላጭ ለሆኑት የማህበረሰብ ክፍሎች ለተለያየ ህክምና 

አገልገሎት ወደጤና ተቋም ሲመጡ የጡት ካንሰር ቅድመ ምርመራ የማድረግ ልምድ እንደት ይገልጹታል? 

ስለበሽታው መከላከያ መንገዶች፣ስለቅድመ ምርመራ መንገዶቹ(ስለጡት ካንሰር ትምህርት መስጠት፣የጡት 

ካንሰር ምርመራ ማድረግ) በጡት ላይ ያልተለመዱ ሁኔታዎች ሲከሰቱ ምን ማድረግ እንዳለባቸው ወዘተ 

ለማህበረሰቡ ግንዛቤ የምትፈጥሩበት መንገድ ምን አለ? ከሌሉስ አለመተግበራቸው ለበሽተኞች ወደ 

ህክምናው ዘግይቶ መምጣት እንዴ ምክንያት ይሆናሉ ብለው ይገምታሉ? 

3.  በእርስዎ አስተያት በሽተኞች ለጡት ካንሰር ህመም ዘግይተው በ,ሽታው ከፍተኛ የእድገት ደረጃ ላይ ከደረሰ 

በኃላ ወይም በሽታው ወደ ተለያዩ የሰውነት ክፍሎች ከተዛመተ  በኃላ የሚመጡበት  ምክንያት ምንድን ነው 

ብለው ያስባሉ?(ከባለሙያዎች፣ከጤና ተቋሙ፣ከበሽተኞች፣ከበሽታው ስነ-ህይወታዊ ባህሪያት) ምንምን 

ምክንያቶች አሉ?  

4. በእርስዎ አስተያየት በዚህ ሆስፒታል ውስጥ የጡት ካንሰር በሽታን ወደ ከፍተኛ ደረጃ ሳይደርስ ወይም 

ሳይዛመት ለመመርመርና ህክምናውን በቶሎ ለመስጠት ከባለሙያዎች የሚታዩ ችግሮች ምንድን ናቸው 

ብለው ያስባሉ? የቀጠሮ ሰዓት አከባበራቸው ፣በሽታውን ቶሎ ለይቶ ከማዎቅና ለምርመራ ከመላክ አንጻር  

5. በእርስዎ አስተያየት በዚህ ሆስፒታል ውስጥ የጡት ካንሰር በሽታን ወደ ከፍተኛ ደረጃ ሳይደርስ ወይም 

ሳይዛመት ለመመርመርና ህክምናውን በቶሎ ለመስጠት እንቅፋት የሆኑ ችግሮች ምንምን 

ናቸው?በሆስፒታሉ ውስጥ ያሉ የላበራቶሪ፣የሰው ሃይል፣መድሃኒት፣ወዘተ)  
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6. እርስዎ ካለዎት ልምድ በመነሳት የጡት ካንሰር በሽተኞችን የኢኮኖሚ ሁኔታ እንዴት ይገልጹታል? በሽታው 

በሽተኞች ዘግይተው  ወዴ ህክምና ከመምጣት አንጻር፣ሪፈር ሲባሉ ያላቸው አቀባበል፣የተለያዩ የህክምና 

ወጪዎችን ከመሸፈን አንፃር?  

7. በዚህ ሆስፒታል በስራ በቆዩባቸው ጊዜያት ከባለሙያዎች ሰለ ጡት ካንሰር ቅድመ ምርመራ ከማድረግ 

አንጻር፣ ለማህበረሰቡ ስለበሽታው ግንዛቤ ከመፍጠርና ከማስተማር አንጻር ያለውን ልምድ እንዴት 

ይገልጹታል?ከባለሙያዎቹስ ለበሸታው ትኩረት ከመስጠትና በቶሉ ምርመራ ከማድረግ አንጻር ምን ምን 

ችግሮች ይታያሉ? 

8.  የጡት ካንሰር በሽተኞች ስለበሽታው ያላቸውን ግንዛቤ እንደት ይገልጹታል? ስለቅድመ ምርመራ 

መንገዶቹ?ስለህክምናው?ስለበሽታው ምልክቶች? 

9. ቃለ መጠይቁን ከመጨረሴ በፊት ከላይ በተዎያየንባቸው ነጥቦች ላይ መጨመር የሚፈልጉት ሀሳብ ካለ 

ሃሳብዎን ያጋሩኝና ውይይታችንን እንጨርሳለን? 

ጥያቄዎቼን ጨርሻለሁ፣ፈቃደኛ ሆነው ጥያቄዎቹን ስለመለሱና በጥናቱ  ስለተሳተፍ ከልብ አመሰግናለሁ፡፡ 
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