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ABSTRACT
Background- Cancer and its treatment may result in physical and mental impairment because of

this cancer survivor increasing attention has been given to improving functional recovery that is
oncology rehabilitation. Rehabilitation is the key of functiona recovery. In Ethiopia, in 2010
there were greater than 2,000 adult and 200 pediatrics cancer patients annually but in 2013/2014
the estimated number of cancer patients was 2040 monthly from available patient record.

Objective — To assess the oncology rehabilitation service utilization and its determinants among

cancer patients at cancer center of Black Lion Genera specialized Hospital.

Methods- Across sectional quantitative study was conducted for 423 cancer patients comes for
treatment to the cancer center during the study period. All patients greater than 18 years old and
mentally well were included in the study and the data was processed and analyzed by using EPI
data (version 3.1) and SPSS (version 16.0) soft ware. Result - Out of the participants of this
study (388) 26% of respondents were involved at |east once in rehabilitation service. The leading
types of cancer at cancer center breast cancer (25%) and followed by colorectal cancer (20.6%)
and cervical cancer (14.7%). Main rehabilitation services given were nutritional and

psychological support. Unavailability, lack of professionals and cost among the barriers
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Conclusion and recommendation majority of patients have not gained comprehensive
appropriate rehabilitation services so that increase the knowledge of the professionas and

comprehensive programs are needed

Keywords- Cancer rehabilitation, Oncology service Utilization, barriers of rehabilitation service

utilization

VII



1: INTRODUCTION

1.1 Background

Globally cancer has become a mgor public heath problem and an increasingly important
contributor to the burden of disease. Based on the most recent available international data, in
2011, there were an estimated 12.7 million new cancer cases, 7.6 million deaths from cancer, and
28 million persons aive with cancer within five years from the initial diagnosis(1-2).In the
United States, with an estimated 569,490 deaths from cancer occurring in 2010 Although the
incidence of cancer is increasing, improvements in early diagnosis and treatment have led to

significantly increased survival ratesin recent years (3-4).

The number of cancer survivors has exceeded 11 million and continues to grow. Cancer,
especialy in its advanced form and despite treatment, is often accompanied by significant
symptom burden, psychosocial distress, and poor quality of life(5-6). Unfortunately, cancer
treatments may result in physical and mental impairment, including dysfunction of the nervous,
musculoskeletal, and internal organ systems(7-8). In an effort to improve the quality of life of
cancer survivors increasing attention has been given to improving functional recovery following
treatment. These ongoing problems faced by the patients increase the need for rehabilitation.
Severa studies have shown that rehabilitation can aleviate post-treatment side effects, maintain
quality of life, and improve the survival (9-10).

Rehabilitation refers to a process aimed at enabling persons with disabilities to achieve and
maintain their optimal physical, sensory, intellectual, psychiatric, and/or socia functional levels,
thus providing them with the tools to adapt their lives toward a higher level of

independence(11).The rehabilitation takes place in various stages in different forms, such as




Preventive Restorative rehabilitation, Supportive rehabilitation and Palliative rehabilitation
therapy (12).An important finding that rehabilitation were underused in the population studied

because of different barriers(13).

In Ethiopia, there are lack of cancer centers and rehabilitation centers. According to black lion
hospital data there are about 2040 cancer patients under chemotherapy, radiation therapy, follow
up and complain treatment other than new diagnosis, within one month in 2014.Even though
increased number of cancer patient and need of rehabilitation service, there are no sufficient
study done on cancer rehabilitation in this country before, so that this study will provide

information on the cancer rehabilitation utilization.




1.2 Statement of the problem

Cancer, especialy in its advanced form and despite treatment, is often accompanied by
significant symptom burden, psychosocial distress, and poor quality of life. Even cancer
treatments may result in physical and mental impairment, including dysfunction of the nervous,
muscul oskeletal, and internal organ systems. Cancer-related fatigue and deconditioning have aso
been frequently reported as side effects of cancer and cancer treatments. This all contribute to the

impairments and loss of function(14).

When a diagnosis of cancer is made, an overwhelming number of issues will confront the
patient, family, and care givers. Mgor problems are the unknown prognosis, the uncertain
response to treatment, and direct or remote effects of the cancer itself. Will there be residua from
radical surgical procedures, the toxic side effects of chemotherapy, pain, and stress to patient and
family these al affect the patients' performance of daily activities, their jobs or education, or

their family relationships(15)

Lehmann and colleagues documented that in the hospital setting, 35% of cancer patients
experienced functional loss due to physical weakness, 32% required assistance with performance
on ADLs, 23% experienced difficulty with ambulation, and 7% had deficits in
transfers(16).Because of this, in an effort to improve the quality of life of cancer survivors
increasing attention has been given to improving functional recovery following treatment.
Rehabilitation has been proposed as a strategy for restoring patients’ functional independence

and improving their psychological function(14, 17).




But unmet rehabilitation needs are very common because of different types of barriers such as:
expense, time limitations, difficulty in obtaining transportation, lack of knowledge, and lack of
referral by physicians. Socio-demographic variables included gender, age, race/ethnicity, lack of
awareness of rehabilitation services, and lack of knowledge among family members, a failure of
acute-care staff to identify functional impairments, lack of appropriate rehabilitation referral,
lack of awareness of rehabilitation services, and lack of knowledge about rehabilitation services

among family member also can affect rehabilitation service utilization(18).

In Ethiopia, According to the data from the Black Lion Hospital’s oncology unit, in 2010 there
were more than 2,000 adult oncology patients and greater than 200 pediatrics patients annually
but according to my data in 2013/2014 the estimated number of cancer patients
were2040monthly other than new diagnosisthat come for treatment without consider repeated
cases. Even if the shooting increment, there areno sufficient cancer centers and there are no
organized cancer rehabilitation center for the country. As cancer rehabilitation is arelatively new
area of research, there are no enough published articles on the cancer rehabilitation service and

factors affecting the service utilization in Ethiopia, evenin Africa.

Therefore; the purpose of this study is to provide additional information on the cancer

rehabilitation service utilization by patients and factors affecting this service utilization.




1.3 Significance of the study

In Ethiopia there are no enoughpublished studies done on assessing cancer rehabilitation service
utilization and its barriers as well as no coordinated program works on cancer rehabilitation
service so far, even though cancer rehabilitation service is equally important to the treatment of

cancer.

Therefore, the findings from this study will provide information for planners, programmers,
policy makers which target on designing and developing cancer rehabilitation service, aimed at

addressing cancer rehabilitation at a national level.

The results of this study will aso be used as base-line information for health care providers and
cancer patients. In addition, researchers in the field could use the result of this study to design

further studies at alarger scale both at national level and with robust study design in the future.




2: LITERATURE REVIEW

Literature Review

Concepts and Definitions

Cancer is a systemic disease that directly affects the region of onset and can metastasize to other
sites, causing a variety of complications and loss of progressive organ function. The
development of the disease may be initially slow or rapidly evolving(19). Cancer diseases and
their therapies have short- and long-term negative effects on the quality of life. Thus, it is
important to offer patients targeted rehabilitation and integrated care (20). Rehabilitation,
covering the following objectives: painkiller and side effect therapy, nutritional and psychosocial
support, and optimization of physica and socia functioning. The first step of cancer
rehabilitation is the primary support to the negative effects of cancer disease and its therapy(21).
Oncologists have to be encouraged to share their work with other team specidists:
anesthesiologyists for pain therapy, nutritionists for nutritional support, and physical and
rehabilitation medicine specialists. Physiotherapists, dietitians, and specialized nurses complete
the team. All these figures have to cooperate to symptoms’ management of cancer patients (22-

23).

The World Health Organization (WHO) describes the scope of rehabilitation as."a process aimed
at enabling persons with disabilities toreach and maintain their optima physical, sensory,
intellectual,psychiatric and/or social functiona levels..."rehabilitation can be defined as: the
intentional and unintentional behavior of the patient, professional and significant others, aimed at
reduction or solving as many problems for the patient as possible or aimed at the preventing of

problems. Rehabilitation has physical, psychological and socia aspects. Rehabilitation outcomes




can be considered to be an equivalent of quality of life and the terms are often used

interchangeably(24).

The rehabilitation takes place in various stages in different forms such as Preventive
rehabilitation therapy is started early after the diagnosis of cancer is made, where no significant
physical impairment exists, but therapy is started to prevent functional loss. Restorative
rehabilitation therapy is directed at the comprehensive restoration of maximum function for
patients who have a residual physical impairment and disability. Supportive rehabilitation
therapy attempts to increase the self-care skills and mobility of the cancer patient with physical
exercises to prevent the effects of immobilization, such as joint impairments, muscle atrophy,
weakness, and pressure sores. Palliative rehabilitation therapy aims to increase or maintain the
comfort and function of patients with terminal cancer by improving their wellbeing, giving pain
relief, avoiding joint impairments and pressure sores, and to provide at least partial self-

sufficiency(12)

Cancer rehabilitation service utilization

In study donein USA Philadel phia on supportive and palliative care research the education status
of the participants was 27.8% reported an education status of high school or less, 46.7% reported
having a college degree, and 24.9% had some graduate or professional education. Overal, 32.9%
of the participants were diagnosed with lung cancer, 28.1% with breast cancer, 25.2% with Gl
cancer, and 15.0%with another type of cancer. Use of supportive and palliative care service of
313 participants, 49.5% reported having used at least one of the services. The most commonly
used SPCS were nutritional counseling 26.5% and psychological counseling/psychiatric

consultation 29.6%, followed by physical therapy 15.1%, cancer support group 11.4%, paliative




care consultation 8.3%, and cancer rehabilitation consultation 4.0%. Notably, of the 155 patients
who used SPCS, 71.6% reported satisfaction with the services they used (25).

In USA study of cancer patients, a total of 73 gynecologic cancer survivors participated in the
study; their diagnoses were ovarian cancer 38.4%, cervical cancer 28.8%, endometrial cancer
26.0%, and more than one primary gynecologic cancer 6.8%. The magjority of participants 70.6%
had received their diagnosis within the previous 2 years. Most 80.6% were 59 years of age or
younger. The women's jobs at cancer presentation were in service industries 27.8%, Health Care
23.6%, education, 18.1%, sales , 11.1%, manufacturing, 8.3% of these women were self-
employed or business owners, whereas 91.7% worked for an employer. In the first year after
cancer presentation, 6.9% were fired, quit to avoid being fired, or were forced out of their jobs
by an involuntary reduction in their hours, 18.1% left their jobs because of illness, 66.7% kept
working at the job held at cancer presentation, and 8.3%left their jobs because of new priorities,

business closure, or moving out of town(26).

From 1 October 2007 to 30 September 2008 in the Regions of Southern and Central Denmark,
overal, 52% had participated in at least one rehabilitation activity (Physical activities were used
by 42%, psychological by 17%, and work-related/finance-related activities by 12%. The single
most used activity was physiotherapy (31%), followed by physical training (15%), psychologist
(11%), dietician (10%), aternative practitioner (including acupuncturist or reflexologist) (7%),

and social worker (6%) (27).

A retrospective cohort Study done in Taiwan shows that, in 2004, 6.44% of the admitted patients

that utilized rehabilitation services had a cancer diagnosis; by 2008 this percentage increased to




7.96%. The utilization rates of rehabilitation services were Physica therapy (PT) and
occupational therapy (OT) accounted for 62% and 32% of all rehabilitative treatments offered in
2008. %). The rehabilitation services utilization rate of cancer admissions to the family medicine
department increased from 2.03% to 2.87% between 2004 and 2008. In the otolaryngology
department, 91% of the rehabilitation services were used by cancer patients. The utilization rate
of rehabilitation services by cancer patients in the otolaryngology department increased from

3.28% in 2004 to 4.37% in 2008(28).

Another study done in Taiwan Consisted of 632 patients with breast cancer diagnosed in 2005.
The prevalence of rehabilitation use was 16.5%, 13.3%, 13.0%, 13.3%, and 12.8% in each cross-
sectional year of 2005, 2006, 2007, 2008, and 2009, respectively. During the 5-year period, 250
rehabilitation users attended 9,691 rehabilitation service visits (an average of 38.8 visits per
user). The average number of rehabilitation service visits per user was 16.8, 25.0, 31.1, 24.2, and
23.8 in each cross-sectional year of 2005, 2006, 2007, 2008, and 2009, respectively. Therapy
patterns, most rehabilitation therapy occurred as an outpatient service (96.0%). Concerning
therapy categories, physica therapy (84.2%) was the most commonly used, followed by
occupational therapy (15.4%) and speech/swallowing therapy (0.4%). Physical therapy
moderate-moderate degree (60.5%), physical therapy moderate-complicated degree (16.2%), and
occupational therapy moderate degree (6.5%) were the most commonly used programs. Out of
the rehabilitation service given out patient service is 96 %. On the other hand the inpatient

rehabilitation service utilization accompanies 4 %(29)




Barriersof rehabilitation service utilization

Patient perceived barriers to using supportive and palliative care service (SPCS) The most
common self-reported barriers to use of SPCS were lack of knowledge of these services (22.4%)
and lack of physician referral (23%). These were followed by lack of time (9.1%), difficulty in
transportation (6.9%), and expense (8.2%). In an exploratory analysis of social/demographic
factors and reported barriers, nonwhites reported lack of physician referral more frequently than
did whites (20.4% versus 32.9%) Factors associated with use of SPCS. Women were more likely
to use SPCS compared with men (54.2% versus 40.9%). A higher level of education was
associated with a higher rate of utilization of SPCS (college or graduate school 53.1% versus
high school or less 40.2%). Patients with lung cancer were less likely to use SPCS when
compared with breast, GI, and other tumor types (38.8% for lung versus 58.8%, 57.7%, and
42.5% for breast, Gl, and other cancers respectively). Patients who had undergone surgery were
also significantly more likely to have used SPCS (57.3 versus 40%), and those who were in the
post treatment phase used SPCS more than those who were undergoing treatment (62.6% versus
46.1%)(25).

By the research done at Canada on cancer rehabilitation, among respondents who reported
having no cancer rehabilitation programme available, the identified potential barriers were, lack
of funding (71%) and access to space and equipment (61%) lack of availability of
resources/space 61.3 %, Lack of health care professionals with experience in oncology 25.8%,
Small oncology clientele 25.8% and Lack of support from administration 23%. Of sites not able
to offer a formal oncology rehabilitation program, 55% reported that oncology patients are
referred to non-specific rehabilitation programs such as outpatient orthopedics services or private

clinics(30).
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In a study done at Japan, In a nationwide Japanese survey, 50.8% of institutions stated an
“absence of prescriptions for rehabilitation by attending physicians” as the reason for the delayed
introduction of rehabilitation for cancer patients, other reasons included insufficient staff

(30.4%) and lack of preparation of the institution and necessary facilities (27.1%)(31)

From 1 October 2007 to 30 September 2008 in the Regions of Southern and Centra Denmark,
Unmet rehabilitation needs after 14 months. Unmet needs were most common for sexual
problems (50%) and least common for physical problems (17%).Financia issues were still
unsolved for one third. Men were more likely to have emotional unmet needs than women, and
higher age was associated with a greater likelihood of unmet needs in all areas, except for
physical and financial problems. Compared with patients with breast cancer, unmet needs for
physical rehabilitation were more common among patients with colo-rectal, gynecological, and
head and neck cancers were the most frequent (5).

Based on the multiple logistics analysis, the associations between each of the outcomes and each
of the independent variables are, adjusting for age, gender and information and lack of support
were significant. Gender and age are known to be associated with patient needs, as women and
younger patients are generally more likely to report unmet needs. The patients’ levels of

education has shown to influence rehabilitation and information needs (25)

11




Conceptual framework

/ Factors related to cancer rehabilitation service utilization

1. Socio demographic characteristics

v’ Age

v/ Marital status
v" Economic level
v Educational level

2. Household income 3.Service Cost

3. Information about cancer 4. Family and social support

5. Service availability and accessibility

Rehabilitation Rehabilitation
service not service provided
provided
Rehabilitation service Rehabilitation service
not utilized utilized

Figure 1. Conceptual Framework of factors affecting oncology rehabilitation service

utilization at Black Lion General Specialized Hospital, Addis Ababa, Ethiopia, 2014

Based on a review of literature, a conceptual framework was developed specifically by the

principa investigator, show relationship among rehabilitation service utilization and the factors

12




affecting the rehabilitation service utilization. Among those factors are socio demographic of the
patients,Household income, Service Cost, Information about cancer Family and socia support,
Service availability and accessibility. This all factors are identified using the literature review
used in this study. When these factors negatively affect utilization of rehabilitation service there

will be unmet cancer rehabilitation need. As aresult functional dependency will increased

13




3: STUDY OBJECTIVES

3.1 General objective

To assess the cancer rehabilitation service utilization and its determinants at cancer center of

Black Lion General Speciaized Hospital Addis Ababa, Ethiopia

3.2 Specific objectives

» To assess themagnitude of cancer rehabilitation service utilization at the cancer center of

Black Lion Genera Specialized Hospital Addis Ababa, Ethiopia

» Toidentify factors affecting rehabilitation service utilization at the cancer center of Black

Lion General Specialized Hospital Addis Ababa, Ethiopia

14




4: METHODSAND MATERIALS

4.1 Study Areaand period

This study was conducted at cancer unit of Black lion specialized Hospital, Addis Ababa,
Ethiopia from March to April 2014. Addis Ababa is the capital and largest city in Ethiopia, with
the population of 3,384,569 according to 2007 population census. It is the capital of African
union and other numerous continental and international organizations. According to health

indicator of federal ministry of health the total numbers of hospitalsin Addis Ababa are 51.

Black lion hospital is the biggest referral public hospital and the main center for cancer registry,
early detection, prevention, standard treatment and palliative care. Black Lion Hospita is the
training center for undergraduate and postgraduate medical students, dentists, nurses,
pharmacists, laboratory technicians, and others, both in under graduate and post graduate level. It
has total beds of 678 and the bed reserved for cancer care at oncology unit is 20, there are
201staff physicians, 627 nurses, 26 dedicated oncology nurses, are more than 10 pathologists, 2
hematologists, there are 4 medical oncologists, 4 radiotherapists, 1 pediatric oncologist, 2
specialized surgical oncologist, greater than 30 general and specialist surgeons, 1 CT scanner, 1
MRI scanner and 2 cobalt radiotherapy unit staffs are the human power resource of the hospital.
In 2014 the estimated number of cancer patients who get chemotherapy, radiation therapy and
other supportive and palliative cares are greater than 24,480with out considering the repetition of
client flow. In one month patients enrolled in chemotherapy, radiation therapy, follow up and

complain therapy accounts for 2,040 in number.

15



4.2 STUDY DESIGN
A Cross sectional guantitative study designwas conducted to assess oncology rehabilitation

utilization in Black Lion Hospital.

4.4 SOURCE POPULATION AND STUDY POPULATION

4.4.1 SOURCE POPULATION

Source populations of the study were patients with any type of cancer greater than 18 years of

age during the data collection period in Black Lion Hospital

4.42 STUDY POPULATION

The study population was cancer patientswho came to cancer center fortreatment (chemotherapy,
radiation therapy, follow up, and complain therapy as well as supportive and palliative care)

during the study period that fulfill the inclusion and exclusion criteria.

4.43INCLUSION AND EXCLUSION CRITERIA

4.4.3.1Inclusion Criteria

All patients who are above 18 years old, mentally stable, not criticaly ill and patients under

treatment and follow up during the time of the study were included.

4.4.3.1. Exclusion Criteria
Those who are newly diagnosed, critically ill,those respondents less than 18 years old, those with

hearing impairment, and cognitively impaired to consent were excluded.

16



4.6 SAMPLING TECHNIQUE AND SAMPLE SIZE

4 .6.1 SAMPLING TECHNIQUE

Convenience sampling methodwas employed. The patients from study population werechosen
forconvenience of the study, that is to avoid repetition from different units who took combined
therapy that was from chemotherapy and radiation, and because of unpredictable number of
patients especiadly in follow up and complain therapy so that it was difficult to obtained
sampling frame, from all patients who meets inclusion criteria(i.e. from chemotherapy, radiation
therapy, complains, follow up therapy and supportive and palliative care)were chosen.

4.6.2. SAMPLE SIZE DETERMINATION

In Ethiopia there is no clear published study done on assessing the prevalence of cancer
rehabilitation service utilization. Because of this reason, 50% is taken to obtain the maximum
sample size. The minimal differenceistaken as’5 % (d=5 %) with 95 % confidence of certainty.
To determine the sample size, the formulafor single population proportion is used:

n=(Za/2)?p (1-p)

d2
n = sample size,
Z a/2=significance level at a =0.05
P= expected proportion of adult cancer patients rehabilitation service utilization (50%)
d = margin of error of 0.05
Therefore, using the formula the calculated sample size was 384. So that with 10%

nonresponsive rate the total sample size was 423 cancer patients.

17




4.7 MEASUREMENTSAND VARIABLES

47.1INSTRUMENTS

A 29-item structured Oncology rehabilitation program questionnaire from available literature
review that is by adapting a survey from a previous Canadian study with modification, was used
to assess the quantitative study in an interview technique (30). A conceptual framework was used
for the modification of questionnaires. English and Amharic languageExperts translated the
English questionnaire in to understandable Amharic version. After data was collected by using
the Amharic version of English questionnaire again the Amharic questionnaire translated to
English for clarity and to avoid language barriers during interview.

4.7.2STUDY VARIABLES

Dependent variable

> Utilizationof rehabilitation service

Independent variables

1 Socio demographic and economic factors: age, sex, ethnicity, religion, level of education, type
of occupation, house hold income, socia status.

Clavailability of cancer rehabilitation service

] History of cancer in the family

] Information about cancer

“laccessibility of rehabilitation service

'] Cost
) Social and family support
1 Availability of professionals trained on cancer rehabilitation

18




4.8 Operational definitions

Rehabilitation is any service given for cancer patients mainly focuses on nutritional
support, psychological support and physical therapy

Palliative rehabilitation is components of rehabilitation helps to improve quality of life
for end stage cancer

Barriers of rehabilitation is any factor which restricts rehabilitation service utilization
under utilization is not utilize rehabilitation service under full potential/fully

unmeet rehabilitation need is unable to get necessary rehabilitation service

4.9 Data collection procedure

The cancer patientswere selected by cancer care providers on charge based on inclusion criteria,
after obtaining informed consent the data collectorsinterviewed the cancer patients in covalent
environment. The data was collected by cancer unit nurses and they were given training about
purpose of the study, methods of data collection, ethical issues and ways of addressing
contingency management skills .the collected data was checked for clarity and completeness by

SUpervisors

4.10 Data quality assurance and management

Data collectors and supervisorswere trained prior to the actual conduct of the data collection.
Data was collected by interviewing participants using semi structuredquestionnaire. TwoBsc
Nurses were recruited as supervisor. Data collectors and supervisors weretrained for one day on

the purpose of the study, details of the questionnaire, on interviewing techniques, importance of

privacy, and insuring confidentiality of the respondents. The original English version of
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thequestionnairewas translated into Amharic and translated back into English by experienced
professionals to check its consistency. Before actual data collection activities, Pre testwas done
on 10% of the subjects in cancer patients other than samples to check the consistency and
appropriateness, and then necessary correction was taken before the actual data collection was
started. Daily close supervision at the end of every data collection was made; the questionnaire
was reviewed and checked for completeness, accuracy and consistency by supervisors and

investigator to take timely corrective measures.

4.11 Pre-test of the tool
Before the actual data collection, the questionnaire was pre tested on 10% of similar population

in other cancer patients and data collectors were exposed to practical situation before the start of
actual data collection, and both principal investigator and supervisors assessed clarity,
understandability, flow and completeness of items and the time needed to fill them. This helped
to correct systematic errors, ensured consistency in items flow, and provided estimate for the

time needed to compl ete the questionnaire.

4.12. Data processing and Analysis
The collected data was cleaned and checked for completeness during data collection period; it

was entered, compiled and analyzed using EPI data3.1 and SPSS version 16.0 packages. Mainly
descriptive statistics was used in the analysis. Frequency and Percentages, medians, standard
deviations were used to describe findings. Inferential statistics analysis using multiple and binary
logistic regressions was employed to show the relationship between cancer rehabilitation service

utilization and its associated factor.

4.11. Ethical consideration
Ethical clearance and approval to conduct this research was obtained from Research and Ethical

Review Committee of Department of Nursing and Midwifery, college of Allied Health Science,
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Addis Ababa University. Permission to conduct the study was requested from the oncology unit
of Black Lion General Specialized Hospital. Informed consent was obtained from the
participants using the consent form designed for this study. The collected information was
recorded anonymously and the confidentiality was maintained. Participants were informed that
their participation was voluntary and that they can withdraw from the study at any time if they
wished to do so. Prior to administering the questionnaire, the aims and objectives of the study

were clearly explained to the participants and written informed consent was obtained.

4.12Dissemination of Results

The results of the study will be presented and submitted to Department of Nursing and
Midwifery, college of Allied Heath Sciences, Addis Ababa University. The result will be
submitted to oncology unit of Black Lion Specialized Hospital. The study abstract will be
presented in associations like Ethiopian Nursing Association (ENA) and other international
associations during continuous medical education events or conferences organized by these
associations. The summary of the thesis will be submitted to the international or national peer

reviewed journal for publication
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5. RESULT

Out of 423 respondents intended to be included on the study, complete data were obtained from
388, making a response rate of 91.725%. These 388 of participants were voluntarily agreed to
participate in this study. The mean age of the respondents was 44 yearswith standard deviation of
14.9 years.

Socio-demogr aphic characteristics

Out of 388 respondents who participated in this study, 266(68.6 %) were females and the
remaining 122(31.4%) were malesas showed (in table 1). Among the total study subjects most of
cancer patient’s 162(41.8%) lies between 18 and 39 years old, 85(21.9%) were between age
groups of 40-49 years old, 76(19.6%) were between age groups 50-59. Data related to religion
showed that, 241(62.1%) were Orthodox religion followers, 86(22.2%) were Muslims and
42(10.8%) were protestants. In terms of marital status 225 (58%) of the participant were
married, 94 (24.2%), 28 (7.2%), 41(10.6%) were single, divorced and widowed respectively. The
ethnicity of participants 159(41%) were Amhara, 88(22.7) SNNP, 56(14.4) Oromo and 55(14.2)

weretigre.

Patients were asked to respond their educationa status and majority of respondents 298(66.8%)
can read and write. Based on occupation of the respondents, relatively the predominant cancer
patients stopped their job (27%) followed by governmenta employee (19%) house wives

(17.3%) and students (6.2%). The mean estimated monthly household income was 1847.14 ETB.
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Table 1: Socio demographic characteristics of cancer patients greater than eighteen at

cancer center of black lion hospital, Addis Ababa, Ethiopia, April 2014. (N=388).

Variable Category Frequency(N)  Percentage
(%)
Sex Male 122 314
Female 266 68.6
Age (years) 18-39 162 41.8
40-49 85 219
50-59 76 19.6
60-69 47 12.1
70-79 11 2.8
80+ 7 1.8
Religion Orthodox 241 62.1
Muslim 86 22.2
Protestant 42 10.8
Catholic 13 34
Others 6 15
Marital Married 225 58
status Single 94 24.2
Widowed 41 10.6
Divorced 28 1.2
Ethnicity Amhara 159 41
SNNP 88 22.7
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Occupation

Educationd

status

Monthly
income

(birr)

Oromo

Tigre

Other
governmental employee
house wife
Farmer
Merchant
Student

private or NGO
Retired
Stopped

Others

Read and write but no formal education

primary education(1-6)

secondary education(7-12)

college or university education(12+)

<313.75

313.75-900

900 -2330

>2330

24

56

55

30

77

67

28

24

19

25

105

46

90

117

97

103

91

97

14.4

14.2

1.7

19.8

17.3

1.2

8.8

6.2

4.9

6.4

27.1

2.3

119

11.3

23.2

30.2

25.0

26.5

235

25.0




I nfor mation about issuesrelated to exposureto cancer

Within the last one year, from the total respondents 27.6% reported that they had information
about cancer. Among the respondents who have got information about cancer in the last one
year, the dominant source of information was reported to be health institution (41.7%) and
television (26.1%), relatively fewer respondents reported that they got information from
individuals (2.6%) and other combination of different sources of information (2.6%). The rest of
the respondents reported that they had got information about cancer from radio (13.9%) and
magazine (13%)

Table 2 Information about issuesrelated to exposureto cancer at cancer center of Black

Lion Hospital, Addis Ababa, Ethiopia, and April2014.( n=388)

Variables Category  Frequency (N) Percentage (%)

Got information about cancer in the past 1 Yes 107 27.6

year No 281 724

Any cancer before Yes 22 57
No 366 94.3

Do you know someone with cancer Yes 34 8.8
No 354 91.2

Relationship with cancer pt Family 16 4.1
neighbor 10 2.6
Other 5 13

Do you involved in care of cancer patients Yes 19 4.9
No 369 95.1

25




45

. 41.7%

health institution

radio

magazine

individual

other
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Table 5.3 Types of Cancer Diagnosis at black lion hospital, Addis Ababa, Ethiopia, April

2014. (n=388)

Types of cancer

Category
Breast
Lung
Colorectal
Prostate
Lymphoma
Cervica
Kidney
Leukemia

Others

Frequency
97
28
80
10
30
57
14
21

51

I nvolvementsin rehabilitation service

Percentage
25.0

7.2

20.6

2.6

1.7

14.7

3.6

54

131

Out of the whole participants of this study 101(26%) of respondents were involved at least once

in rehabilitation service but the rest of 287 (74%) of respondents were not part of rehabilitation

service indicating the majority of patients have not gained appropriate rehabilitation service
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M yes

Hno

Figure 3 Involvements in rehabilitation service at least one rehabilitation serviceat Black
General Specialized Lion Hospital, AddisAbaba, Ethiopia,and April 2014 (n=388).
Types of rehabilitation service

There are different types of rehabilitation services used by many clients depending on types of
diagnosis and stages of illness, even though the leading types of rehabilitation service utilized by
the clientout of 99 patients who gained rehabilitation service at least once were nutritional
support which comprises 50(49.5%)which was followed by psychosocial support 41(41.4%) the
least forms of rehabilitation service were Lower extremities, Balance training, Body awareness

and Flexibilityl (1%) each.
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Table 5.4 Types of rehabilitation service at Black Lion General Specialized Hospital, Addis

Ababa, Ethiopia, and April2014(n=388).
Typesof rehabilitation  Category
service

Walking Yes

No

Upper extremity strength  Yes

exercise No
Lower extremities Yes
strength exercise No
Balance training Yes
No

ADL training (toileting, Yes
grooming.....) No
Self management(care Yes
for her/himself) No
Energy Yes
conservation(positioning, No
env’t adjustment)

Nutritional support Yes

(nutritional counseling) No

29

Frequency

94

91

98

98

96

96

96

50

51

Per cent

94.0

8.1

91.9

99

99

97

97

97

49.5

50.5




Psychological support

Relaxation training

(recreational, massage

etc...)

Body awareness /body

image

Stress mgt

Flexibility exercise

Education rehabilitation

Treatment of side effect

Symptom treatment

Other

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

30

41

58

95

98

97

98

38

61

16

83

16

83

96

41.4

58.6

96

99

98

99

384

61.6

16.2

83.8

16.2

83.8
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I nvolvementsin the education rehabilitation
Out of the overal respondents who are getting educationa rehabilitation 59(78.7%) of the
respondents got nutritional counseling followed by pain management 26(35.1%), symptom
treatment13 (17.6%), family education 12(16.2%), strength exercise 9(12.2%) and energy
conservation 4(5.4%) respectively.
Table5 Involvementsin the education rehabilitation at Black Lion General Specialized

Hospital, Addis Ababa, Ethiopia, and April 2014(n=388).

Category Frequency Per cent
Education Yes 72 73.5
No 26 26.5
Aerobic exercise Yes 2 2.7
No 72 97.3
Nutritional support Yes 59 78.7
No 16 21.3
Strength exercise Yes 9 12.2
No 65 87.8
Relaxation exercise Yes 4 5.4
No 70 94.6
ADL/feeding washing Yes 4 54
No 70 94.6
Energy conservation  Yes 4 54
No 70 94.6
Pain mgt Yes 26 35.1
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No 48 64.9

Travel Yes 2 2.7
No 72 97.3
sleeping technique Yes 5 6.8
No 69 93.2
Complementary Yes 1 14
treatment No 73 98.6
(acupuncture)
Symptom treatment Yes 13 17.6
No 61 82.4
Family education Yes 12 16.2
No 62 83.8
Other method Yes 2 2.7
No 72 97.3

M ethods of education
Out of the total participants who got educationa rehabilitation58 (77.3%) of the participants got
education by one to one discussion and 18(24%) got in group discussion and the rest of the

participants got education by other means 3(4%)
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Table 6 Methods of education rehabilitation at cancer center of black lion hospital, Addis

Ababa, Ethiopia, April 2014(n=388).

Methods of education  Category Frequency Percent %

Oneto one Yes 58 77.3
No 17 22.7

Group Yes 18 24.0
No 57 76.0

Other Yes 3 4.0
No 72 96.0

Do family part of Yes 49 65.3

rehabilitation No 26 34.7

Health care professional’s involvement
Respondents were asked about the involvements of the health care professionals. Among the
total participants, 61(61%) had got rehabilitation service by oncologist. While 41.2% of the total
participants got rehabilitation service by nurses, (9.1%)got rehabilitation service by internist and

the rest of the participants go rehabilitation service from other professionals.
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3%

M Internist

M oncologist
& nurse
B Other prof.
Category Frequency Per cent
Follow up Yes 304 78.4
No 84 21.6
Frequency Monthly 50 18.18
Bi-monthly 51 185
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Graduated discharge

Every 3 months

every 6 months

Every 21 days

Other

13

19

91

17

Stages of cancer illness

4.7

124

6.9

331

6.18

Majority of respondents 243(62.6%) describes the stages of illness as localized types of cancer.

While 141(36.3%) describes that their stages of illnessis disseminated but the rest of participants

explained that they don’t know anything about their stages of illness

Table8 Stages of cancer at cancer center of black lion hospital, Addis Ababa, Ethiopia,

April 2014 (n=388).

Stage

Category
Localized
Disseminated
Both

Don’t know

35

Frequency

243

141

Per cent

62.6

36.3




Barriersof rehabilitation service utilization
Out of the whole respondents 90(23.2%) are satisfied but the rest of the participants 298(76.8%)
are not satisfied in the oncology rehabilitation service. Among respondents who reported having
no oncology rehabilitation program available, among identified potential barriers the most
commonly cited were lack of availability of resources/space 181(63.3 %), cost 86(28.4%) and
inaccessibility 124 (46.8%) Lack of health care professionals with experience in oncology
150(49.3%), Lack of support from 37(14.1%). Lack of awareness 128(44.6%), Lack of
knowledge of family members 122(40.6%), Failure to identify acute illness 19(7.4%) and Lack

of referral 52(19.8%).
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Table9 Barriersof rehabilitation service utilization at cancer center of black lion hospital,

Addis Ababa, Ethiopia, April 2014.

Satisfied

Unavailability

Lack of professionals

Cost

Inaccessibility

Lack of support

Lack of resource

Dissatisfaction with

the program

Acuteillness

Side effect of

Category Frequency
Yes

No

If not, the reason of non satisfaction

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

90

298

181

105

150

154

86

216

124

141

37

226

14

242

11

244

247

11

Per cent

23.2

76.8

63.3

36.7

49.3

50.7

284

71.3

46.8

53.2

141

85.9

5.5

94.5

4.3

95.7

3.1

96.9

4.3
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treatment No 244 95.7

Muscul oskeletal Yes 9 3.5
injury No 246 96.5
Hopel essness Yes 12 4.6

No 248 95.4
Lack of referral Yes 52 19.8

No 211 80.2
Lack of awareness Yes 128 44.6

No 159 554
Lack of knowledge  Yes 112 40.6
of family members No 164 59.4
Failure to identify Yes 19 874
acuteillness No 239 92.6
Other Yes 25 6.5

No 362 93.5

Association

According to this multivariate analysis knowing someone with cancer, lack of support, lack of
professionals, lack of awareness, unavailability of the service and lack of knowledge was
significantly associated with rehabilitation service. Knowing someone with cancer was
associated with a higher rate of utilization of cancer rehabilitation service (AOR=3.539;
95%CI=1.079, 11.6, P- 0.037).Those patients who reported that there was no availability of
rehabilitation service were less likely to use cancer rehabilitation to use rehabilitation service

(AOR=0.149; 95% CI1=0.70, 0.319, P- 0.000) when compared with those patients reported as
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there was availability of the service. Among the respondents those participants with lack of
appropriate professionals was less likely to use rehabilitation service (AOR= 0.345; CI =0.140-

0.848 P-0.020) compared with those with appropriate professionals.

Among the respondents who explains the reasons of not using rehabilitation service due to Lack
of support wasless likely to use rehabilitation service (AOR=0.066, 0.07-0.655 P-0.020) when
compared with respondents with good support. Lack of awareness was also one types of
significant covariant which is less likely to enhancing rehabilitation service utilization (COR
0.324, 0.130-0.809 P-0.016). Respondents with lack of knowledge among the family members
arealso less likely for rehabilitation service utilization when compared with those respondents

with good knowledge among family members.

According to theBivariate analysisinformation about cancer in the past one year, knowing
someone with cancer, lack of support, lack of professionals, lack of awareness, unavailability of
the service, lack of knowledge, involvement in care patients, inaccessibility of the service and
lack of referral was significantly associated in the Bivariate analysis with cancer rehabilitation
servicerespondents with information about cancer in the past one year is 2.288 times more likely
to use rehabilitation service (COR = 2.288, 1.42-3.709 ) and patients who are involved in care of
cancer patients 3.394 times more likely to use rehabilitation service. Among the participants who
Said the barriers of rehabilitation service utilization wasinaccessibility of the service was less
likely to use rehabilitation service (COR=0.243, 0.128-0.460) when compared with good
accessibility. Lack of referral was less likely for not usingthe rehabilitation service utilization

(COR=6.40, 0.171-0.939)
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Table 10: Bivariate and multivariate logistic regression analysis of factors associated
rehabilitation service utilization, at cancer center of black lion hospital, Addis Ababa,

Ethiopia, April 2014. (n= 388)

Utilization of p.val
rehabilitation MV
service
Yes No p.va | COR (95%CI) | AOR
I (95%Cl)
BV
Cancer Yes 41(10.6) | 66(17 | .001 | 2.288(1.42-
Information in ) 3.709)
thepast 1yr No 60(15.5) 221(5 1
7)
Know someone | Yes 16(4.1) 18(4.6 | 0.00 | 2.813(1.374- 3.539(1.0 | 0.03
with cancer ) 5 5.757) 79- *
11.606)
No 85(21.9) | 269(6 1 1
9.3)
Involvement in | Yes 10(2.6) 9(2.3) | 0.01 | 3.394(1.338-
care of cancer 0 8.613)
patient No 91(23.4) | 278(7 1
1.6)
Unavailability | Yes 16(4.1) 165(4 | 0.00 | 0.107(0.056- | 0.149(0.7 | 0.00
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of service 2.5) 0 0.202) 0-0.319) | O*
No 50(13) 55(14. 1 1
1)
L ack of | Yes 8(2) 142(3 | 0.00 | 0.093(0.043- 0.345(0.1 | 0.02
professionals 6.6) 0 0.204) 40-0.848) | O*
No 58(14.9) | 96(24. 1 1
7)
Inaccessibility | Yes 15(3.8) 109(2 | 0.00 | 0.243(0.128-
of the service 8) 0 0.460)
No 51(13.1) | 90(23. 1
2)
Lack of support | Yes 1(.25) 36(9.2 | 0.00 | 0.070(0.009- | 0.066(0.0 | 0.02
7) 7 | 0524) 7-0.655) | 0*
No 64(165) | 162(4 1 1
1.7)
Lack of referral | Yes 7(1.8) 45(11. | 0.03 | 6.40(0.171-
6) 5 |0.939
No 59(15.2) | 152(3 1
9.14)
Lack of Yes 9(2.3) 119(3 | 0.00 | 0.135(0.064- 0.324(0.1 | 0.01
awar eness 0.7) 0 0.287) 30-0.809) | 6*
No 57(14.7) 102(2 1 1
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6.3)

Lack of
knowledge
among family

members

Yes | 9(23) 103(2 | 0.00 | 0.164(0.077- | 0.362(0.1 | 0.04
65 |0 |0.348) 33-0.986) | 7*
No 57(14.7) | 107(2 1 1
7.6)

P-value <0.05 significant, written with bold and in star sign is significant for multivariate

anaysis
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6: DISCUSSION

In this cross sectiona study, the mgjority of clients comes to the cancer center because of breast
cancer 97 (25%) and followed by colorectal cancer 80(20.6%) and cervical cancer 57 (14.7%).
This result indicates only those cancer patients which came to cancer center for seeking of
treatment and counseling or for follow up or complain. Because of thisit is not similar with the
prevalence of cancer of Ethiopia. When compared with study done in USA Philadelphia on
supportive and palliative care research Overall, 32.9% of the participants were diagnosed with
lung cancer, 28.1% with breast cancer, 25.2% with Gl cancer, and 15.0%with another type of
cancer (27). The difference of the result might be related to setting difference, cancer

rehabilitation service availability and the prevalence of cancer types in each country.

Out of the whole participants of this study 101 (26%) of respondents were involved at least once
in rehabilitation service. This means almost three fourth of the participants didn’t get any types
of rehabilitation service; even among the participants who are utilized cancer rehabilitation
service, not al satisfied with rehabilitation service. Types of rehabilitation service gained by
patients are Walking 6%, nutritional support 49.5%, and psychological support 41.1%, upper
extremities strengthen exercise 8.1% Education rehabilitation 38.1%.

Even though there are no coordinated and organized rehabilitation services. When compared
with similar study conducted in Southern and Central Denmark, Physical activities were used by
42%, psychological by 17%, and work-rel ated/finance-related activities by 12%. The single most
used activity was physiotherapy (31%), followed by physical training (15%)(27). As we can see
that there are a difference in types of rehabilitation service provided and extent of rehabilitation

service utilization. The main difference for this might be related to types of cancer, difference in
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availability of the service, awareness of the patient and the cost as well as lack of trained health

professionals.

In our study concerningprofessionals involvement, some professionas informally involved in
cancer rehabilitation service provision in non coordinated manner,given by oncologist (61%),
nurses (41.5%), and internist (9.1%). Most of the rehabilitation service which was given other
than physical therapies like education and counseling as why there is no physiotherapy and
related services was given. When compared with another study done in Denmark the
involvement of hedth professionals arepsychologist (11%), dietician (10%), alternative
practitioner (including acupuncturist or reflexologist) (7%), and social worker (6%) (27). Aswe
can observed from this study most of health professionals are other than medica health
professionals but in case of our study the opposite is trueThe difference might be related to the
extent of the service availability, the cost and lack of trained health professionals in rehabilitation

and lack of coordinated rehabilitation service.

Regarding occupational status, in case of our study the magnitude of those participants who
stopped their job related to the disease process was 27.1%. Not only had those patients banned
their job also being house wife and not actively work Owen job also contributed by the disease
process. Since there are no similar studies done occupational status but there is specificStudy
done in USA on female cancer patients, In the first year after cancer presentation, 5 women
(6.9%) were fired, quit to avoid being fired, or were forced out of their jobs by an involuntary
reduction in their hours, 13 women (18.1%) |eft their jobs because of ilIness, 48 women (66.7%)

kept working at the job held at cancer presentation, and 6 women (8.3%) left their jobs because
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of new priorities, business closure, or moving out of town(26).This finding indicated that how
much cancer is debilitating disease and the importance of rehabilitation the most important

function of rehabilitation serviceisto return the patient to his’/her maximal and productivity.

Among respondents who reported having no oncology rehabilitation programmeand not satisfied
there was some possible barriers,among identified potential barriers the most commonly cited
were lack of availability of resources/space 63.3 %, cost (28.4%) and inaccessibility (46.8%)
Lack of hedth care professionals trained in oncology (49.3%), Lack of support 14.1%. Lack of
awareness 44.6%, Lack of knowledge of family members40.6%, Failure to identify acute illness
3.1% and Lack of referral 19.8%

when compared with research done at Canada on oncology rehabilitation, among identified
potential barriers the most commonly cited were lack of funding (71%) and access to space and
equipment (61%) lack of availability of resources/space 61.3 %, Lack of health care
professionals with experience in oncology 25.8%, Small oncology clientele 25.8% and Lack of
support from administration 23%. Of sites not able to offer a formal oncology rehabilitation
program, 55% reported that oncology patients are referred to non-specific rehabilitation
programs such as outpatient orthopedics services or private clinics(30). In our study thereis lack
of referral the reason for this might be related to lack of awareness, cost and lack of coordinated

rehabilitation center.

Information about cancer that is. knowing someone with cancer was associated with a higher rate
of utilization of cancer rehabilitation service; Lack of awareness was aso one types of significant

covariant which is less likely to enhancing rehabilitation service utilization. Respondents with
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lack of knowledge among the family members are also less likely for rehabilitation service
utilization. In the study done in Danish information and knowledge were more likely to help

rehabilitation service utilization and lack of support affect negatively.

Those parents who reported that there was no availability of rehabilitation service were less
likely to use cancer rehabilitation to use rehabilitation service. Among the respondents those
participants with lack of appropriate professionals was less likely to use rehabilitation service.

Also Lack of support was less likely to use rehabilitation service. This all covariatesaffect

rehabilitation service utilization in my survey.
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7: CONCLUSION AND RECOMMENDATION

7.1 Conclusion

From this study 26% of respondents were involved at least once in rehabilitation service but the
majority of patients have not gained comprehensive appropriate rehabilitation services.From
overal cancer patients whichcomes for treatment, the leading types of cancer diagnosis was
breast cancer followed by colorectal cancer and the third leading types of cancer was cervical
cancer. The rehabilitation service was given by mainly by oncologist, nurses and internists but
there are no involvements of other professionals. Mainly used types of rehabilitation service
were nutritional support; psychological supportand strengthening exercise were among the
dominant ones. The reason why not using rehabilitation utilization and not satisfied were because
of lack of professionals trained with cancer rehabilitation service, unavailability of the service,

lack of awareness, cost and inaccessibility of the service were among the main once.
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7.2 RECOMMENDATION

Based on the results of this study and conclusion, results the following were recommended.

1. The results of this study suggest that interventions should be carried out to enhance
coordinated cancer rehabilitation service delivery. Cancer care and rehabilitation service
ought to systematically address the wide range of needs

2. Encourage, support, educate and train health professionals on the rehabilitation service
provision

3. The government should consider to construct cancer rehabilitation center to resolve a
lack of coordinated rehabilitation support for the patients

4. Hedth professionals should Give service that is effective and affordable to the patients
and Educate the community regarding the rehabilitation service

5. Researchers shouldConduct further nationwide research (quantitative and qualitative)

regarding rehabilitation service utilization and its determinants
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STRENGTH AND LIMITATIONOFTHESTUDY Strength of the study is that the final
guestionnaire was devel oped from previous used instrument for measuring rehabilitation service
utilization and its determinants thoroughly pilot tested The study was done on new area of care
so that it can help further studies at national level to build upon on this finding.

Limitation of the study

Some parents may under reported income with missustification of the objective of the study;
they may fear taxation increments following their respond and they were not free to speak
because they fear they would discharge from treatment if they are told the truth. There were no
easily available similar studies done in Africa and Ethiopia for compression purpose because of
this | enforced to use literatures other than Africa and Ethiopia for compression. Since the study
design was cross sectional study design it was prone to situational seasonal variation. The result
may not representative of entire cancer society. Finaly the information was obtained through

interviewer administered questioner so that response is prone to socia desirability bias.
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APPENDIX 1: MODIFIED ONCOLOGY REHABILITATION PROGRAM
QUESTIONNAIRE.
Addis Ababa University College of Health Science, Department Of Nursing and Midwifery

I nformation page

This study aims to assess the cancer rehabilitation service and its utilization in the cancer center
of black lion hospital. The first and the second sets of questionnaire comprise questions about
socio-demographic variables and other independent variables. The third component concerned
with setting of rehabilitation, the patients’ diagnosis and stage of illness.Part four focuses on
Components of the rehabilitation program that is Aerobic exercises, Strengthening exercise,
nutritional support and psychotherapy. Education as rehabilitation service aso assessed in the
fifth component of the questionnaire, under these, issues covered by education will be assessed.
The respondents will informed that their inclusion in the study will voluntary and they are freeto
withdraw from the study if they are not willing to participate. If any question they do not want to

answer they have the right to do so. For whom who needs my address:-

Name -TeshagerWorku

Email — Teshager.kassie@gmail.com

Phone- 0921843288
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Consent form

An interviewer guided questionnaire consent format used to obtain permission immediately
before data collection time from respondents to assess cancer rehabilitation service utilization in
Black Lion Hospital Addis Ababa.

Dear Respondent:

Good morning/Afternoon! My nameis . | am working as data collector in a

study conducted by the College of Health science, department of Nursing and Midwifery Addis
Ababa University. This questionnaire is prepared to conduct a study assessing cancer
rehabilitation service utilization and its barriers among cancer patients. You are selected and
included in the study as part of the sample population to complete the questionnaire designed by
the researcher. The data you will provide is very helpful to give important comments that will
help to strengthen and improve the study. The information obtained in this study will be used
only for research purposes. Your name will not be put in the format. Any information obtained
will be kept strictly confidential and will not be exposed to any other body in connection to your
name. Your participation is voluntary and you are not obliged to answer any questions you don't
want. But your honest participation will contribute a lot to generate information to come up with
important findings. The interview will take about 20 minutes.

Do | have your permission to continue?

Yes

No

Interviewer: Name Signature: Date:
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Part |: Socio-demographic and economic Information (please put/circle the answer on the space

provided)
Serial | Items Response and categories
no.
1 Date ---
2. Address
3. Code
4, Age
5 Sex
1. Mde
2. Female
6. Marital status
1. Single
2. Married
3. Divorced
4. Widowed
7. Ethnicity 1. Oromo
2. Amhara
3. SNNP
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4. Tegre

5.0ther(specify)

Religion

1. Orthodox
2. Muslim
3. Protestant
4. Catholic

5.0ther(specify)

Level of education

1. Unableto read and write
2. Able to read and write but
no formal education

3. primary(1-8 grade)

4. secondary(9-12 grade)

5.collage or university (12+)
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10. Occupation
1. Governmental employee
2. House wife

3. Farmer

4. Employed in private
organization or NGOs

5. Merchant

6. Student

7. Retired

8. Other specify

11. Estimated monthly house

hold incomein birr

12. Estimated monthly house

hold incomein birr

Part I1: Information about issues related to exposure to cancer (please put/circle the answer on

the space provided)

Serial Items Answer

no.

13 Within the last one year, | 1.Yes
have you ever got any | 2.No
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information about cancer?

14 If you say yes to question | 1. TV
13; from where did you get | 2. Radio
the information? 3. Magazines
4. Health institutions
5. Informed by someone
6. Other, specify
15 Have you ever suffered | 1.yes
from any cancer before? 2.no
16 Do you know somebody 1. yes
who has/had cancer? 2.no
17 If your answer is yes for
question number 16; what
is your relationship to the | 1. Family member
person with cancer is? 2. Neighbor
3. Friend
4. No relation/on the
straight
5. Other specify
18 Did you ever involve
in caring for a person 1. yes
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with cancer 2.no

Part I11: Type of patients
The following section involves answering questions concerned with setting of rehabilitation, the
patients’ diagnosis and stage of illness.
19. Do you get involved in any rehabilitation service?
1. YES
2. NO
20. If yes please answer for the following questions on the space/square, type of cancer and place

of rehabilitation service you got

Type of Rehabilitation Program/Services

DIAGNOSIS | Outpatient/follow | In patient | Private | Home Community Other

up Hospital clinic program | Centre(spiritual

a) Breast

b) Lung

c) Colorectd

d) Prostate

€) Non

Hodgkin’s
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lymphoma

f) Cervica

g) Kidney

h) Oral

i) Leukemia

J) Pancreatic

k) Other:

Other:

21. What i are your stages of illness in? (Choose one that best applies)
1. Localized
2. Metastasized
3. Both

4. Don’t know

5. Other (specify):

Part 1V: Components of the rehabilitation program

22. What components are included (you involved in) in your oncology rehabilitation
program/service? For each box please indicate *Y’ for YES, ‘N’ for NO and ‘dk’ for DON’T
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KNOW to describe the components that are involved in your oncology rehabilitation
program/service.

Types of | Outpatient | Rehabilitation | Private | Home Community Other
rehabilitation Hospital Hospital clinic program | Centre(spiritual)
program
/services

Aerobic
Eexercises

a) Walking

b) Cycling

¢) Treadmill

d)Other
(specify):

Strength
training

e)Upper
extremity

f)Lower
extremity

g) Core

h)Balance
training

i)Training in
ADL

])Self-
management

K)Energy
conservation

[)Nutritional
support
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m)Cognitive
rehabilitation
training

n)Speech  and
language
therapy

0)Psychosocial
support

p)Relaxation
training

g)Body
awareness

r)Stress
management

9) Flexibility

t)Range of
motion

u)Manual
therapy

v) Education

W)treatment
side effect

therapy

X)symptom
therapy

Y )physiotherapy

z)Other (specify

23. For each of the following topics please check whether you involved in educational sessions
as part of your oncology rehabilitation program/service** If education is NOT a component of
the program, please proceed to the next question. Please put/circle the answer on the space
provided

Yes | No | Don’t know

a) Aerobic exercise

b) Nutrition
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c) Strengthening exercises

d) Relaxation

€) Activities of daily living

0) Energy conservation

h) Sexudlity

i ) Pain management

) Travel

k) Sleep

| ) Advanced care planning

m) Complementary therapies
(i.e., massage, acupuncture, yoga, meditation)

n) Management of symptoms

0) Family education

p) Recreation/Activity

g) Pathobiology of cancer

r) Other (specify):

s) Other (specify):

24. Which teaching method is used to deliver the education component of your oncology
rehabilitation program/service? Please check one.

a) Oneto oneinstruction

b) Group Discussion

c) Other (specify):
25. Are family members participated in any components in your oncology rehabilitation
program?

a) Yes

b) No
Part V: Health care professional involvement
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The following section involves answering questions concerned with the health care professionals
involved in the oncology rehabilitation program/services.

26. Which health care professionas are involved in your rehabilitation service? For each box
please indicate ‘Y’ for YES, ‘N’ for NO and ‘dk’ DON’T KNOW

| Types of rehabilitation program /services

Outpatient | Rehabilitation | Private Home Community | Other
Hospital Hospital Clinic Program Centre

a) Dietician

b)Exercise
Physiologist

c)General
Practitioner

e)Kinesiologist

d) Internist

f ) Oncologist

0) Nurse

h)Occupational
Therapist

i ) Pharmacist

j ) Physiatrist

k)Physical
therapist

[) Psychologist

m)Speech
language
pathol ogist

n)Social
worker
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0)Other
(specify):

Part VI: Follow-up
The following section involves answering questions concerned with patient follow-up and
discharge.
27. Do you have a follow-up program? (Please check one)
> Yes
Please specify method of follow-up:

> No

28. What is the frequency of follow-up after discharge from the oncology rehabilitation
program/service?
» Monthly
» Bi-monthly
» Graduated discharge
> Every 3 months
> every 6 months
» Don’t know
» Other (please specify):
Part VII: Barriersto rehabilitation programs
29. a) Is the oncology rehabilitation program/service provided meeting the needs of your
rehabilitation/are you satisfied?
.  Yes
Il.  No
b) If not satisfied and not get involved in rehabilitation service/program what are the factors
restrict you to not get involved in to oncology rehabilitation program/service? If you do NOT
have an oncology rehabilitation program, please indicate possible reasons on the space provided.

Barriers Yes No

1.un availability of the service

2.Lack of rehabilitation
professionals with experience
in oncology

3.Cost

4.un accessibility because large
oncology patient
popul ation/awaiting time

5.Lack of support from
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administration

6.Lack of evidence to support
oncology Rehabilitation

7.Lack of resource and
insurance

8. Dissatisfaction with program

9. Acute llIness

10. Side effect of treatment

11. Musculoskeletal injury

12. Hopel essness
medical complexity of cancer
cases in acute-care settings,

lack of appropriate referral for
rehabilitation

lack of awareness of
rehabilitation services

lack of knowledge among
family members

a failure of acute-care staff to
identify functional impairments

13. Other (specify):

67




Annex I1: Amharic version Questionnaire

ARNANNCLNCATMSA LN PAZCICA TISAPAZICATIUCThEA
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TSt enmalPy: a4 mne e e tematemirrin fme endnlanndn NN trnatogde T
LrAnGSmmnnPALNTTITOEANmUOONNEFAN. ALLACINTLLATUN:-

nye-+ACmCe

A — Teshager.kassie @ gmail.com
nan- 0921843288
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