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ABSTRACT
Prostate cancer is a common type of cancer in men Globally. It is the world's second most
diagnosed disease and the fifth major cause of cancer-related deaths. In Ethiopia, it is the
3" most common type of cancer. Having awareness of Prostate cancer is the key to early
detection and prevention. The major risk factors for prostate cancer were controllable by
increasing public awareness. The study aimed to assess the status of awareness about
prostate cancer and its associated factors among male patients attending a Urology unit at
Tikur Anbessa Specialized Hospital, Addis Ababa, Ethiopia, 2021. A facility-based cross-
sectional study was done. Among 241 male patients using a pretest and interviewer-
administered questionnaire. The study was done at the Tikur Anbessa Specialized Hospital
from February to April 2021. Epidata version 4.6.0 and SPSS 26 version were used to
enter and analyze the data. Descriptive statistics and linear regressions were used for the
analysis. Simple and multiple linear regression analysis was used to identify factors
associated with awareness of prostate cancer. The strength of the association between
independent and dependant variables was described using unstandardized p with 95% CI.
A total of 250 patients were approached with a response rate of 241(96.4%), with a mean
score of prostate cancer awareness (12.6+10.4) and a proportion of 45%. Families average
monthly income >8900ETB (=2.6, 95%CI:1.1-4.1, P=0.001), heard about prostate cancer
(B=5.6, 95%CI:1.5-9.6, P=0.011), having a regular source of care with every six months
and above (p=4.3, 95%CI: 2.5-6.1, P<0.001), three times, admission history (B=5.4,
95%CI:1.3-9.5, P=0.009), and health care providers (p=10.7, 95%CI 6.6-14.8, P<0.001)
as the major source of information followed by the media ($=9.6, 95%CI 5.4-13.8,
P<0.001) were significantly associated with awareness of prostate cancer. Prostate cancer
is one of the important health-related problems among men in the world. Therefore, a well-
planned health education program should be implemented to address the observed
knowledge gaps and raise awareness with a focus on the role of prevention and screening.
Additional studies are also, required to investigate the awareness of prostate cancer among
men and the Federal Ministry of Health may take preventive methods to increase the level

of awareness of prostate cancer among the people.

Keywords: Awareness Prostate cancer Urology unit Ethiopia
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1. INTRODUCTION
1.1. Background

Cancer is a group of diseases in which cells in the body grow out of control (1), and it
describes several diseases that can affect various organs and parts of the body. Normally,
cells multiply and die in an orderly fashion, helping us grow, replace worn tissue, and heal
wounds (2). If this process is skewed and the cells get out of control, it creates a mass
called a tumor. In benign tumors, cells are kept in one zone and can't extend to different
parts of the body, while malignant tumors comprise cancer cells that can spread through

the circulation or lymphatic system (3).

Prostate cancer is a disease of the prostate gland. It is the recognized tumor of men and
common worldwide (4). The clinical manifestations of prostate cancer may develop
gradually, decreased urine flow, urinary incontinence, nocturia, frequency, and difficult
urination, blood in the urine, painful ejaculation, and difficulty of erection. If cancer can
progress to other organs, bone pain in the pelvis or ribs may occur (5). The uncontrolled
risk of developing the disease, such as age, race, and family history, is associated with
prostate cancer, however, having awareness on Prostate cancer is identified as the key
aspects for quality of prostate cancer care that improved the early detection and prevention
of the disease (6).

Prostate cancer is common cancer that occurs in men worldwide (7). It is estimated to be
the second most under-diagnosed cancer in men, and it is ranked 5" among the causes of
cancer in men worldwide (7). In 2015, Prostate Cancer was estimated to be 220,800 of the
new cases in the USA, which is 26% of the malignancy among men, while an estimated
27,540 will result in death (8). Europe in Italy in 2017, while 398,708 were associated
with prostate cancer, with huge numbers attributable to aging and population growth,
while 307,500 deaths occurred in Europe in the same year. Approximately (29.6%) of men
used the PSA-test in Italy, which means that the level of screening for prostate cancer was
very low and related awareness was needed, such as the risk of prostate cancer and the

benefit of prevention (9).



Low awareness of prostate cancer has been recorded after a study in sub-Saharan Africa
in Nigeria, with men over 40 years of age less than half-aware of prostate cancer (10).
Black men in South Africa have limited access to medical facilities for prostate cancer and
consult very late. Of the 100,000 population, only 14 black men were histologically
diagnosed with prostate cancer compared to 40.1/100,000 white males in South Africa
(11). Owverall, the prevalence of prostate cancer is decreased by 10%-30%, raising the

understanding of lifestyle changes (12).

According to the FMoH Ethiopia report, non-communicable diseases, including cancers,
are developing quickly in Ethiopia similar to other low-income countries. There is a
limitation of the structured prostate cancer education or screening program in Ethiopia,
the lack of such programs related to a decreased awareness of prostate cancer in increasing
the impact of the disease. Individuals will be given broad information about prostate
cancer in advance as part of the awareness campaign. It is essential, to evaluate the status
of awareness of prostate cancer among inpatients. Therefore, this study tended to assess
the understanding of TASH patients about prostate cancer and its related factors in

Ethiopia.



1.2. Statement of problem

Cancer is a significant public health concern globally, according to the World Health
Organization survey, the 2018 report describes cancer as the world's second leading cause
of death and is estimated to increase to 18.1 million new cases, with 9.6 million people
dying, and every individual in the world suffers from cancer, which is responsible for one
out of six deaths worldwide (13).

According to the Global Burden of Cancer, P CA is the 2" most commonly diagnosed
cancer in men worldwide, with 1,276,106 new cases and 358,989 deaths in 2018 (14).
Globally, the incidence and mortality of prostatic adenocarcinoma are correlated with
rising age (15). The prevalence rate of African-American males was more than that of
white males, and their mortality rate was around double that of white males. It is expected
that the major causes of this variation are attributable to variations in social,
environmental, lifestyle, and genetic variables (16). Since the International Organization
for Cancer Research has identified an estimated 2,293,818 cases before 2040, a minor

variance in mortality is expected (an increase of 1.05%) (14).

Research on the incidence of prostate cancer in Africa was conducted and the results show
that the incidence rate of prostate cancer was 22-23/100,000 of the population in sixteen
African countries, while around 19.5/100,000 is recorded as the median incidence rate, the
disease continues to increase, even as urbanization rises and positive life expectancy shifts
in Africa (17). Furthermore, problems such as insufficient screening, diagnostic
procedures, minimum care choices, inadequate testing and training, and limited
population-based cancer registration are prevalent, rendering the burden of prostate cancer
underestimated in developing countries (18-20).

According to 2018, Addis Ababa Cancer Registry and Global Burden of Cancer Study
report, cancer accounts for around 5.8% of total national mortality in Ethiopia. The
country's annual cancer incidence is about 60,960 cases, and the mortality rate is over
44,000 (21,22). In Ethiopia, prostate cancer, followed by leukemia and colon cancer, is

the third most common cancer among men (11% (23).



According to some studies done in Ethiopia, prostate cancer has recently become more
common among Ethiopian men, and the disease is quietly spreading across the country
(24, 25). In Ethiopia, the health organization primarily emphasizes the prevention of
communicable diseases and there are inadequate screening centers, care facilities, and an
unwell-organized referral system. In the event of more incidence and mortality of skilled
employees and elderly caregivers, prostate cancer could affect the country's socio-

economic, healthcare, and education status (14).

Generally, increasing people's understanding of lifestyle changes, recognizing the risk
factors, prevention and regular screening of a person reduces morbidity and mortality of
prostate cancer and also improves patient survival. In Ethiopia, the FMOH should concern
about the difficulty of non-communicable diseases with special emphasis on cancer, to
reduce the incidence and mortality (24). As a result, the use of this research was to decide
the status of awareness of prostate cancer and its related variables among men going to
the Urology unit at TASH in Addis Ababa, Ethiopia, in 2021.



2. LITERATURE REVIEW

2.1. Introduction

2.1.1. Prostate cancer

The prostate is both the male reproductive organ accessory gland and a mechanical switch
that is regulated by muscles between urination and ejaculation. It is located underneath the
urinary bladder and the anterior rectum and produces a fluid that nourishes and protects
the sperm cells in the semen, the function, and growth of the prostate are regulated through
a hormone known as androgen (testosterone) (26). Normally, cells multiply and die in an
orderly manner, helping us to grow, replacing worn-out tissue, and healing injuries, when
body cells in the prostate are grown in an uncontrolled manner it is the beginning of
prostate cancer (2). Prostate cancer is a disorder of the prostate gland that offers either an
asymptomatic disease (27) or a systemic solid type tumor (28). It is marked by a disruption
of the prostate architecture, causing abnormal structures of the prostate and an increase in
Prostate-Specific Antigen (PSA) serum in the blood (29). A high incidence of prostate
cancer is seen in patients who undergo the surgery for benign prostate hyperplasia (BPH)
especially in those with advanced age and those with elevated PSA levels of more than 10
mg/ml (30).

2.1.2. Epidemiology of prostate cancer

Prostate cancer is the most common form of cancer in men, the second most common type
of cancer diagnosed in men, and the fifth leading cancer mortality rate in men worldwide
(7). 1t is the second common type of cancer in males worldwide, accounting for 1,276,106
new cases and causing 358,989 deaths (3.8% of all deaths due to most male cancers) in
2018, according to the Global Burden of Cancer 2018 report (31). Although 2,293,818
new cases were published by the International Agency for Cancer Research (IARC) until

2040, a small variant of the mortality rate will be observed (a 1.05% increase) (31).



2.1.3. Symptom of prostate cancer

There are no commonly seen symptoms during the early onset of prostate cancer, however,
as the prostate cancer progresses, patients may begin to experience symptoms such as
decreased urine flow, urinary incontinence, nocturia, frequent and difficulty in urination,
blood in the urine, painful urination and difficulty of erection or painful ejaculation. If
cancer can affect other organs, and cause bone pain in the pelvis (32). Patients often
perceive these symptoms as harmless, non-specific, or similar to symptoms associated
with other less serious conditions, therefore, it is necessary to engage in prostate cancer
screening behavior early, as P CA is much more curable in the early onset and early
detection (30).

2.1.4. Common risk factors of prostate cancer

According to the American Cancer Society (ACS 2018), the risk factors are the same
things that give the body to develop any disease, but having a risk factor doesn't mean the
development of the disease (33). The real cause of prostate cancer is elusive but, it has
risk factors like advanced age, sex, physical inactivity, smoking, alcohol consumption,
poor lifestyle, fatty diet, overweight (obesity), race, and family history of Prostate cancer
with age being highlighted as significantly common, almost two out of every three P CA
cases are found in men > 65 years of age, while prostate cancer is uncommon below 40
years of age (4,34,35).

Globally, Jamaican men of African descent, as well as African-American men, are known
to have the highest incidence of P CA (19). Compared to Caucasian men, the risk of
developing prostate cancer in black men based purely on ethnicity is estimated to be high
(36). Positive family history has also been found to be a significant risk factor for prostate
cancer (37). Family history is a common cause of P CA in comparison with the general

population (38).



Inherited susceptibility appears to play an additional independent role in the development
of prostate cancer, men diagnosed with prostate cancer are almost twice as likely to have
a male blood relative (brother or father especially) who has been diagnosed with prostate
cancer (39). Besides, prostate cancer risk increases with an increasing number of family
members, such that men with two or three first-degree relatives affected have a five- and
11-fold increased risk of developing prostate cancer, respectively (40). Cumulative
exposure to cadmium (41) androgens and high-fat diets is also related to prostate cancer
risk (42, 43). Sexual behavior and associated exposure to infectious agents like gonorrhea,

and humanpappilomavirus increase the risk of P CA (44).

2.1.5. Treatments of prostate cancer

The treatment choices available are determined by the stage of presentation, age, and the
presence of other diseases. Treatment for P CA can be invasive and can cause long-term
complications such as incontinence or impotence (45). Surgery, such as radical
prostatectomy (removal of the prostate gland), and radiation are the most common forms
of treatment at the early stage of the disease (46). Hormone therapy and chemotherapy are
commonly used in combination with metastatic or advanced stages of the disease.
However, chemotherapy and hormone therapy can be used to treat the early stages of the
disease (47).

2.1.6. Survival status of prostate cancer

Prostate cancer has a relatively higher survival rate when detected in its early phases, for
those diagnosed early with prostate cancer, the five-year survival rate is nearly 100 % (47).
The overall five-year survival rate for P CA among blacks is 96% compared to nearly
100% among whites, thus showing the importance of early detection of survival.
Compared to 93% of whites, 91% of all P CA among black men are diagnosed at a local
or regional stage (48). However, in the advanced stages, the overall five-year survival rate
is decreased, and the risk of prostate cancer is higher in black men than in any other racial
group, and cancer is often more aggressive at the time of presentation, which is often late,
and several studies have found that ethnicity is an important factor in predicting the

recurrence of prostate cancer in men (49).



The survival status of prostate cancer patients in Ethiopia is very low, with a maximum
survival time of 28 months with a general 2-, 3-and 5-year survival of 57 %, 38.9% %,
and 22 % respectively. Increasing people's awareness of lifestyle changes, recognizing
individual risk factors and continuous screening decreases morbidity and mortality in
prostate cancer and enhances the survival status of patients (50).

2.1.7. Screening and prevention of prostate cancer

Prostate cancer is a common type of cancer that occurs in men worldwide. Early screening
for prostate cancer is associated with longer survival rates and a reduction in mortality
rates (51). The main aim of early detection is to reduce the possibility of developing the
disease at an asymptomatic stage (52). The screening tests used to investigate this disease
include prostate-specific antigen (PSA) and digital rectal examination (DRE) (53). PSA is
a male blood protein, that is, tested using a blood sample (54). A high PSA protein level
in the blood may be caused by prostate cancer or other prostate issues such as increased
prostate gland size or gland inflammation (54). A biopsy may follow if elevated levels of
PSA are detected in the blood (55). Prostate cancer is a preventable disease. Many risk
factors, such as age, ethnicity, and family history, are uncontrollable or non-modifiable.
However, according to ACS and Hopkin's Medical University, several measures can be
taken to minimize the incidence of P CA. The measures included stopping smoking and
overdrinking, engaging in regular physical exercise, early detection, fighting obesity,

eating adequate fruits and vegetables, and talking with health professionals.
2.2. Awareness of prostate cancer

Awareness is defined as a state of knowing or surely understanding something's condition
or being aware that the depend exists (56). Awareness creation about prostate cancer could
also be done via social media, health care providers, community-based organizations, and
any stakeholders, the delivering information is regarding the risk factors, symptoms
prevention, screening modalities, and the advantages of early detection of P CA (9, 57).
The awareness of prostate cancer in men of African descent in the USA, Caribbean, and
Sub-Saharan Africa (SSA) has low levels of information in contrast to American Hispanic
men, consequently the high incidence and mortality rates within those populations (58,
59).



A study was done in, Italy about the awareness and associated factors of prostate cancer,

validated that overall, 82.1% of the respondents were heard about the existence of P CA,
although 72.7% of the PSA test was heard by respondents and 51.1 % of them had heard
about it from their physicians (9). In the cross-sectional study done in Turkey, 47.16% of
respondents were reported that health care providers were the main source of information
(60). In a study, conducted among Saudi Arab communities 52.1% indicated who had
information of prostate cancer, and health care providers 62.4% were the main source of
prostate cancer awareness (61).

A cross-sectional study was conducted in Nigeria Anambra state, 74.1% of participants were heard
of the presence of prostate cancer, and 76.1% were aware of one or more symptoms of the disease.
Difficult urination was the most common presenting symptom in 45.3% of the
respondents, at the same time as 87% had been able to identify risk factors for P CA.
However, 56.7% of the respondents were aware of prostate-specific antigen screening.
With regards to Prostate cancer and the PSA test, the most frequent source of information
was media 42.8%, followed by physicians 36.8% (62). In a cross-sectional study done in
South Africa among men attending a urology unit, 45.4% of the participants were aware
of prostate cancer. Only 38 (11.0%) of patients were aware of the three major symptoms
related to prostate cancer. Education and race have been significantly associated with

awareness of prostate cancer (11).

According to a study done in Uganda, 54.1% had heard of prostate cancer media as the
most common source of information followed by the health care provider, 50.2% could
not aware of any risk factor for P CA and but only 9% were known about the PSA test
(63). Also, in a study conducted in Sokoto, Nigeria among 300 participants, only 15 (5%)
were aware of prostate cancer (64). Similar research was conducted in southwest Nigeria
by one hundred and forty-five (47.5 %) respondents who were heard of prostate cancer,
while a quarter (25.1%) were aware of PSA, media were essential sources of awareness,
with only educational and occupational status having major associations with participants'

level of awareness (10).



A cross-sectional study on prostate cancer awareness and its related causes conducted in
Rwanda, suggests that among 257 respondents 80% were aware of the presence of prostate
cancer and reported the health care provider as the main source of information, 164 (64%)
did not recognize the causative factors of prostate cancer, while 68 % of participants were
aware of prostate cancer prevention measures, 164 (64%) were aware of prostate cancer
tests through PSA testing (65).

2.3. Associated factors with Awareness of prostate cancer
2.3.1. Socio-demographic characteristic

Among the most important factors associated with prostate cancer awareness were age, place of
residency area, occupation status, educational level, and income which are common (35, 57). In
developed countries, the factors contributing to cancer awareness and its associated factors
are not very far from those from low-income countries (14). The study conducted in, Italy
showed that older age and a higher level of education were significantly associated with

awareness of prostate cancer (9).

A study conducted in Denmark demonstrated that cancer awareness was found to have
strong socioeconomic distribution, as a result, individuals with low levels of education
and low incomes were more likely to have unaware of potential cancer symptoms, factors
that can influence the likelihood of developing cancer. High income and levels of
education were significantly associated with awareness of prostate cancer (66). In
Namibia, the study done has reported that urban residency and the richest men are more
informed about prostate cancer awareness and they have significantly associated
awareness of prostate cancer (67). Also, in a study conducted in southwest Nigeria, 47.5
% of respondents who were aware of prostate cancer media were essential sources of
awareness, with only educational and occupational status having major associations with
participants' level of awareness (10). In a study done in South Africaamong men attending
a urology unit, 45.4% of the participants were aware of prostate cancer. Education and

race have been significantly associated with awareness of prostate cancer (11).
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2.3.2. Information related factors

In a study done in Italy [n=705], 82.1% of the respondents have been heard of the existence
of prostate cancer, the most sources of information on prostate cancer were media 60.6%
followed by the physician 31.8 %, and friends 31.4%. While 72.7% of respondents had
heard about the PSA-test, the most common source of information was a physician 54.4%
followed by media 35.8 % and friends 23.4%. 57.9% is indicated that the proportion of

awareness of prostate cancer (9).

In the cross-sectional study done in Turkey [n= 159] with 71.06% of the proportion of
awareness of prostate cancer and management. 47.16% of respondents were reported that
health care providers were the main source of information (60). In a study, conducted in
Saudi Arabia among [n=400] communities, 52.1% indicated participants who had heard
of prostate cancer, and the respondents identified physicians 62.4% as the main sources of

this information (61).

A cross-sectional study was conducted in Nigeria Anambra state, with 652 participants. Overall,
74.1% of participants were heard of the presence of P CA, and 76.1% were aware of one or more
symptoms of the disease. Difficult urination was the most common presenting symptom
through 45.3% of the respondents, at the same time as 87% had been able to identify risk
factors for P CA. However, 56.7% were aware of Prostate-specific antigen screening and
with regards to Prostate cancer and the PSA test, the most frequent source of information
was media 279 (42.8%), followed by physicians 240 (36.8%) (62).

According to a study done in Uganda, 54.1% had heard of prostate cancer media as the
most common source of information followed by the health care provider, 50.2% could
not aware of any risk factor for P CA and but only 9% were known about the PSA test
(63). A cross-sectional study on prostate cancer awareness and its related causes
conducted in Rwanda, suggests that among 257 respondents with the proportion of 75%,
251 (80%) were aware of the presence of prostate cancer and reported the health provider
as the main supplier of information, 164 (64%) did not recognize the causative factors of
prostate cancer, while 68 % of participants were aware of prostate cancer prevention

measures, 164 (64%) were aware of prostate cancer tests through PSA testing (65).
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A cross-sectional study was conducted in Benin [n=402] with 34% of the proportion of
awareness of prostate cancer. 71.6% of respondents had been aware of prostate cancer,
29.9% regarded that lower urinary tract symptoms are associated with P CA, and 22% of
participants were aware of prostate-specific antigen. Those with tertiary education had

associated with awareness of prostate cancer and PSA screening (68).
2.3.3. Patient-related factors

Positive family history has also been found to be a significant risk factor for prostate
cancer (37). Family history is a common cause of prostate cancer in comparison with the
general population and is associated with the understanding of prostate cancer (38). Men
diagnosed with prostate cancer are twice as likely to have a male blood relative (especially,
brother, and father) who has been diagnosed with the P CA (39). Also, the risk of prostate
cancer rises the number of affected family members, with men with two or three first-
degree relatives having a fivefold and eleven-fold increased risk of developing prostate
cancer, respectively. The aim of any type of cancer with a family history should have been

to provide enough information to capacitate awareness about the disease (40).

In the cross-sectional study done at the University of Texas [n=267], among young and
black men of the university 155 (58.08%) of respondents had a regular source of care or
regular check-up (69). The regular source of care /check-ups is periodic health
assessments or examinations. It helps to the awareness of the health status of patients in

risk factors, symptoms, early diagnosis, prevention, and treatments of many diseases (70).

According to a study done in South Africa, frequent admission of the patients encourages
the awareness of the patients concerning their health and health-related situations.
The number of participants who thought about different factors of health care service
ranged from 18.9% to 84.1%. Almost half of the respondents were aware of their
admission reasons and management plans. The relationship between health care providers
and patient experience should include encouraging awareness of patients' health and
health-related issues (71).
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The study that assessed the awareness of prostate cancer and its related variables in
Ethiopia is not known. Recently, in Ethiopia, the incidence rate of prostate cancer has
silently risen, reaching 11% (23), and also, the survival status of the patients is very low
(50). Therefore, to overcome this challenge, further research is aimed at not only the
TASH communities that this study considered but also the different population groups
with focus flaws to be part of the prevention of prostate cancer in Ethiopia. This study was
aimed to assess the status of awareness of prostate cancer and its associated factors among
male patients attending the urology unit at Tikur Anbessa Specialized Hospital, Addis
Ababa, Ethiopia, 2021.
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2.4. Conceptual Framework

The conceptual framework placed below shows the effect of independent variables on the
dependent variable which is adapted from different kinds of literature (32, 33, 34, 57, 69, 71).
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/Information related factors\
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Figure 1:The conceptual framework of awareness status of prostate cancer and associated

factors among patients attending in Urology at Tikur Anbessa Specialized Hospital, Addis

Ababa, Ethiopia, 2021




JUSTIFICATION OF THE STUDY

Prostate cancer in Ethiopia is the third most common cancer in men and is the cause of
morbidity and mortality (23). Ethiopia is one of the parts of the developing country, and
because of economic obstacles, it is a major challenge for the nation to control and manage
cases effectively. Several epidemiological studies performed in different populations
show that there is a substantial gap between the countries in the incidence and mortality
of prostate cancer. Even though primary prevention is a successful approach to reducing
the cost-effective burden of the disease, no previous studies have been performed to
determine the status of awareness of prostate cancer in Ethiopia. Besides, the goal of this
study will provide different researchers who prefer to study related subjects with an

addition to the baseline information.

15



SIGNIFICANCE OF THE STUDY

The reason behind this research is to determine the understanding of P CA and its related
factors in TASH. The finding of the study will improve a better understand of risk factors,
symptoms, screening, and prevention of P CA, in Ethiopia. The study's results also
developed basic information that will support the improvement of the country's effective
prevention programs. Disease prevention is a national priority for improving patient care.
The results of this study will be subsequently used as a fundamental tool for stakeholders
to establish strategies, initiatives, and preventive campaign programs to raise awareness

among people on prostate cancer.

This scarcity of awareness about such a study in the field of cancer can be utilized as a
source of information for future researchers interested in carrying out further studies, and
the findings can be useful for researchers, educators, clinicians, and experts interested in
evaluating the understanding of prostate cancer and its related factors among male prostate

cancer patients in the study.
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3. OBJECTIVES OF THE STUDY

3.1. General Objectives
e To assess the status of awareness of prostate cancer and its associated factors among
male patients attending in Urology unit at Tikur Anbessa Specialized Hospital, Addis

Ababa, Ethiopia, 2021

3.2. Specific Objective

e To assess the status of awareness of prostate cancer among male patients participating
in the Urology unit at Tikur Anbessa Specialized Hospital, Addis Ababa, Ethiopia,
2021.

e To determine factors associated with prostate cancer awareness among male patients
attending the Urology unit at Tikur Anbessa Specialized Hospital, Addis Ababa,
Ethiopia, 2021.
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4. MATERIALS AND METHODS
4.1. Study area and study period

The study was performed from February 8, 2021, to March 8, 2021, at the Tikur Anbessa
Specialized Hospital, located in the Ethiopian capital city of Addis Ababa. It is the largest
and most well-known public hospital in Ethiopia, established in the early 1960s. TASH is
a center of teaching and referral hospital with approximately 800 hundred inpatient beds.
It is the only cancer referral hospital in Ethiopia. This study was conducted at the
outpatient department of the Urology unit at the TASH. The most common urology cases
seen in the urology unit were BPH, Urolithiasis, STI, and UTI. In the TASH Urology unit,
Urologists, Residents, Surgeons, and Nurses are working together to complete their daily
tasks (72, 73).
4.2. Study Design

A descriptive facility-based cross-sectional study design was used.

4.3. Population

4.3.1. Source Population
All male patients who were attending at TASH from February 8 to March 8, 2021

4.3.2. Study Population
All male patients who attended the Urologic unit of TASH during the data collection

period fulfill inclusion criteria.
4.4. Inclusion and exclusion criteria
4.4.1. Inclusion criteria

All ages >18 years old male patients who attended in outpatient at the Urology unit of
TASH during the data collection period were included.
4.4.2. Exclusion criteria
e Men patients with mental disorder and critically sick

e Patients who are unable to give verbal consent and sign on the written consent.
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4.5. Sample Size Determination

The sample size was calculated using a method for estimating a single proportion and a
correction formula. The sample size for this cross-sectional study was calculated
according to Cochran and William guidelines, 5% marginal error, 95% confidence level,
alp=0.05, and a 10% non-response rate, assuming a population percentage of 50% because
the proportion of awareness of prostate cancer is not determined in Ethiopia yet. Based on

this assumption, the actual sample size for the research was applied as follows (74).

n = (Z 0/2)*p (1-p)
d2
Where: -
N= Desired sample size
Z=Value of corresponding to a 95% level of significance=1.96
P = Proportion (50%) g=1-p
d= Margin of error 5% (0.05)

Therefore, using the above single population proportion formula the sample size can be
calculated,
n= (1.96)>x0.5(1-0.5) = 384

(0.05)?
Where the study population is below 10,000 reduction formula was applied (74).

n

nf=1+n/N
Where nf=desired sample size n= the calculated sample size N=total population (Patients
found in Urology units of the TASH)
384
1+ (384 /535) Nf =225 (desired sample size)
Therefore, the study was done on a total sample size of 250 males, including a non-
response rate of 25 (10%o).
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4.6. Sampling procedure

A systematic sampling technique was used to collect desired samples from the TASH
Urology unit, by using the patient's appointment logbook as a sampling frame. The
average population of last year (2020) of male patients on a monthly in the Urology Unit
of TASH was [N = 535] from these, 27 patients were seen daily. In all cases, [n = 250]
from these, each day, an average of 13 patients were sampled to maximize the
representative sample. K = N/n, 2, and K is between 1 and 2. First comer patients who
were registered in the Health Management and Information System (HMIS) registry book
took as a first sample and then every two intervals until the samples were obtained with a
day at the Urology unit. Hence, the Urology unit is providing health care services to

patients who have prostate and prostate-related health problems.
4.7. Study Variables

Dependent variable (DV)
% Awareness of Prostate cancer
Independent Variables (1V)
% Socio-demographic variables include
v Age
Place of residency,
Marital status

Higher level of education level

N XX

Income, and
v Occupation.
% Information related factors:
v" Heard about prostate cancer
= Health professionals
= Media (TV, Radio, social media)
= Peer groups/friends
% Patient-related factors
v Family history
v Regular source of care or regular checkup
v Admission history of the health institution.
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4.8. Operational Definition

R/
A X4

Level of Awareness of prostate cancer:

The Respondents, prostate cancer awareness score was assessed by the 28 yes or no
items of the awareness questionnaire. The total score was calculated or computed out
of 100, which has a range from 0 to 100. Awareness was scored by the proportion

(percentage) of correctly answered.

Urology unit:
Is a surgical specialty commonly that treats diseases of the male urinary tract and male
reproductive organs. Worldwide About 20%-62% of prostate and prostate-related

problems are seen in it (75).
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4.9. Data collection tool and Data collection procedure

Data were collected from the participants through an interviewer-administered
questionnaire that was adapted with modification from different published research and
Cancer awareness measurements (CAM) toolkit version 2.1 from the University of
London (9,65,76). The contents of the questionnaire included socio-demographic
characteristics, information-related factors, patient-related factors, and awareness of
prostate cancer items. Items of the questionnaire include yes/no questions. The interview
was taking place in the outpatient departments at the TASH's Urology Units. The English
version of the questionnaire was developed. A bilingual translator translated it into
Ambharic and then back into English, and it was reviewed by a senior oncologist and senior
researchers in the field of study. Based on previous data collection experience and fluency
in the local language, two qualified nurses (BSc) were recruited for the data collection.
Before one week of the actual data collection, a pretest was done on 5% (13) of the sample
size by the primary researcher which was, held in the oncology unit. Challenges with
clarification, pattern, relevance, accuracy, and time permitted in the instrument were
addressed during the pretest. After this, the internal consistency (Cronbach’s-a)) of this
study was 0.88 which, is considered adequate. In addition to ensuring data accuracy, two
days of role-play training were given to data collectors on how to check the completeness,
handling, ethical concerns of the data, and safeguard confidentiality and privacy. Also,

encourage data collectors to adhere to the COVID-19 pandemic prevention guideline.
4.10. Data Quality Management

To manage the quality of data the following measures were taken, the questionnaire was
adapted with modification from the Cancer awareness measurement (CAM) and published
research. The pre-test was done and the required corrections were made. The primary
investigator provided training for the data collectors. There was supervision, daily, and
checking on the data collection questionnaire. Moreover, the collected information was
coded, cleaned, and explored via the primary investigator earlier than analysis. The entire
data collection period was monitored by the primary investigator.
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4.11. Data processing and Analysis

The study was computed using descriptive statistics and linear regression analysis using
epi data version of 4.6.0 software to prevent data entry error and exported to SPSS version
26 for further statistical analysis. Recoding, categorizing, computing, and other statistical
analyses were made. Descriptive analysis (Mean, standard deviations, frequency, and
percentage) was used to analyze the independent variables. Tables and graphs were used
to show the findings. The awareness of prostate cancer score was recorded as a continuous

scale in the SPSS and scored by the proportion of correctly answered.

First, performed simple linear regression to select the candidate variables for multiple
linear regression. All variables having a p-value < 0.25 during simple linear regression
were selected for the multiple linear regression. After the multiple linear regression
analysis, variables having a p-value less than 0.05 were having statistical significance with
awareness of prostate cancer. The strength of the association between independent and

dependent variables was described using unstandardized § with 95% CI.

After developing a dummy variable table to describe the variables associated with the
response (outcome variables). However, before fitting the linear regression model, the
assumptions of linearity were tested and fulfilled using a scatter plot, normality was
checked using a histogram and p-p plots, homoscedasticity was satisfied by plotting two
scatter plots of standardized residuals against the standardized expected values, and the
data were distributed normally.

Finally, multicollinearity was checked by examining both the tolerance and Variability
inflation factor (VIF). Multicollinearity is calculated, indicating just how much of the
variability of the listed independent variables was not determined by the other predictor
variables in the given model. All of the tolerance scores in the model were >0.10 and the
Variability inflation factor (VIF) values were below 10, implying that multicollinearity
could not exist. R square statistic in the model also described 0.8 of the variances which

determine the good appropriateness of the model used.
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4.12. Ethical Consideration

The study was conducted following the declaration of Helsinki. An ethical clearance letter
was obtained from the ethics Institutional Review Board Addis Ababa University, College
of Health Sciences, school of nursing and midwifery (protocol NO 36/21SNM). Further
permission was received from the urology unit at TASH. An information sheet was
prepared and read to all eligible participants, their participation was voluntary and written
consent was obtained. Confidentiality was maintained throughout the process. Detailed
information was given to study subjects if the need arises. The interview was conducted
in well lighted, ventilated, clean, and quiet place attached to the unit to respect their
dignity. Immediately following data collection, leaflets on prostate cancer were distributed
to respondents to raise their awareness. The content of the leaflet was focused on the
symptoms, risk factors, early detection (early screening), and prevention of prostate

cancer, as prepared from the given literature.
4.13. Dissemination Study Results

The results of the study will be submitted to the AAU, College of Health Sciences, School
of Nursing, and Midwifery. The paper will be presented at workshops, seminars. Finally,
the paper will be published in local and international reputable journals for possible

publication.
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5. RESULTS
A total of 250 patients approached and 241 participated in this study making a response
rate of 96.4%.

5.1. Socio-demographic characteristics of the respondents

Nearly three-fourths of the respondents 180 (74.7%) were from urban. The mean age of
the respondents was 52.3 (SD * 13.6) years with a minimum and maximum age of 28 to
97 years respectively. Regarding marital status, above half 157 (65.1%) of the respondents
were married. In terms of the educational level of study participants, 106 (44%) had
college and above. About 103 (42.7%) of respondents were employed. Almost half of the
respondents’ 114 (47.3%) monthly income was Between 2251-8900 ETB. The majority of
participants 141 (58.5%) had heard about prostate cancer, and health care providers were
the major source of information 69 (48.9%) followed by the media 56 (39.7%) [Table 1].
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Table 1 Socio-demographic characteristics of respondents in TASH, Addis Ababa,

Ethiopia, 2021 [n=241]

Variable Frequency (N) Percentage (%)
Age continuous Mean = 52.3 SD = (£ 13.5)
Age category
<40yrs 59 24.4
>40 yrs. 182 75.6
Place Residency
Urban 180 74.7
Rural 61 25.3
Marital status
Single 36 14.9
Married 157 65.1
Others @ 48 19.9
Occupation status
Employee 103 42.7
Merchant 60 24.9
Others ® 78 32.4
A higher level of education
College and above 106 44.0
Secondary Education (9-12) 69 28.6
Primary school (1-8) 51 21.2
Others © 15 6.2
Monthly Income In ETB
Low income (< 2250) 73 30.3
Middle income (2251-8900) 114 47.3
High income (>8900 54 224
Heard about P CA
YES 141 58.5
NO 100 41.5
Source of information
Health care providers 69 48.9
Friends 16 11.3
Media 56 39.7

Note: Other 2 widowed and divorced. Others? Retired, Farmer, and Student. Others ¢

unable to write and read, able to write and read, Media 9 TV, Radio and social media
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5.2. The patient-related factors of the respondents

About 54 (22.4%) respondents had a family history of prostate cancer while 105 (43.6%)
of respondents had a regular source of care for their health, and from those participants,
almost half, 116 (48.1%) of had an admission history in the health institution [Table 2].
Table 2: The patient-related factors of the Respondents in TASH, Addis Ababa,
Ethiopia, 2021 [n=241]

Variables Frequency (N) Percentage (%0)
Family history n=241
YES 54 22.4
NO 187 77.6
Family member n=54
Father 39 72.2
Others® 15 19.7

Regular source for care n=241

YES 105 43.6

Not have 136 56.4
Duration of regular care n=105

< 6 months 65 61.9

> 6 months 40 38.1
Admission history n=241

YES 116 48.1

NO 125 51.9
Duration of admission n=116

1 time 23 19.8

2 times 61 52.5

3 times 17 14.6

> 4times 15 12.9

Note: Others® Father and mother family

27



5.3. Awareness of prostate cancer and its components score

The minimum and maximum scores for the awareness of prostate cancer were 0 and 100
respectively out of 28 questionnaires. The mean score was 12.6 (SD+10.4) from 28. The
percentage of the prostate cancer awareness score of the respondents was 45% of the total

expected score, seen in [Table 3].
5.3.1. Awareness of risk factors and symptoms score

The mean risk factors and symptoms score of the respondents was 4.1 (SD+3.6) and (2.6
(SD+2.5) with the proportion of 41.2% and 43.8%, respectively. Many of the study
participants, 119 (49.4%) and 72 (29.9%) were reported that aging and family history are
both major non-controllable risk factors for prostate cancer respectively. Almost half of
the study participants were reported that the following modifiable risk factors respectively,
Smoking cigarettes 120(49.8%), lack of fruits and vegetables 114 (47.3%) being
overweight (obesity) 112 (46.5%), and drinking alcohol 107(44.4%). Also, the most
common symptoms reported by respondents were difficulty urinating 133 (55.2%),
frequent urination 128 (53.1%), and hematuria 115 (47.7%), seen in [Table 3].

5.3.2. Awareness on screening and prevention score

The mean screening and prevention score of the respondents was 1.3 (SD +1.2) and
4.5(SD+3.9) with the proportion of 44.7% and 49.5% respectively. According to this
study, overall prostate cancer screening included two tests, a PSA and a DRE test, and
study participants were reported that a rectal examination of 110 (45.6 %) and a PSA test
of 81 (33.6 %), respectively. Among the respondents, 120 (49.8%) were reported that
prostate cancer is being a disease that can be managed to avoid. For prevention, the
majority of respondents 155 (64.3%), to the onset of prostate cancer talked to health
professionals as the first intervention to avoid prostate cancer followed by use adequate
fruits and vegetables 132(54.8%) seen in [Table 3].
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Table 3 Distribution of study participants on the awareness of prostate cancer in
TASH, Addis Ababa, Ethiopia, 2021 [n=241].

variable Questionnaire
(Do you think that... Yes N (%0) | No N (%)
Aging can cause P.CA? 119 (49.4) 122 (50.6)
Family history can cause P.CA? 72 (29.9) 169 (70.1)
Risk factors Drinking alcohol can cause P.CA? 107 (44.4) 134 (56.4)
[n=10] Smoking cigarettes can cause P.CA? 120 (49.8) 121 (50.2)
Lack of adequate fruit and vegetables can cause P.CA? 114 (47.3) 127 (52.7)
Poor physical activity can cause P.CA? 101 (41.9) 140 (58.1)
Having multiple sexual partners can cause P.CA? 105 (43.6) 136 (56.4)
Obesity /overweight can cause P.CA? 112 (46.5) 129 (53.5)
Genetics can cause P.CA? 72 (29.9) 169 (70.1)
Prior prostate disease (Prostatitis) can cause P.CA? 71 (29.5) 170 (70.5)
Frequent urination is prostate cancer-related symptoms? 128 (53.1) 113 (46.9)
Difficult urination is prostate cancer-related symptoms? 133 (55.2) 108 (44.8)
Symptoms Back pain is prostate cancer-related symptoms? 85 (35.3) 156 (64.7)
[n=6] Pelvic bone pain is prostate cancer-related symptoms? 84 (34.9) 157 (65.1)
Hematuria is prostate cancer-related symptoms? 115 (47.7) 126 (52.3)
Painful ejaculation is prostate cancer-related symptoms? 89 (36.9) 152 (63.1)
Early screening can increase the survival of patients? 134 (55.6) 107 (44.4)
Screening Have you ever known about DRE? 109 (45.2) 131 (54.4)
[n=3] Have you ever known about PSA? 80 (33.2) 160 (66.4)
Do you think that P.CA is a preventable disease? 120 (49.8) 121 (50.2)
Can prevent P CA by stopping smoking? 117 (48.5) 124 (51.5)
Can prevent P CA by stopping drinking alcohol? 119 (49.4) 122 (50.6)
Prevention Can prevent P CA by Early screening? 113 (46.9) 128 (53.1)
[n=9] Can prevent P CA by Doing Regular physical exercise? 110 (45.6) 131 (54.4)
Can prevent P CA by Combat (fight) obesity? 99 (41.1) 142 (58.1)
Can prevent by Reduce having multiple sexual partners? 110 (45.6) 131 (54.4)
Can prevent P CA by talking with health professionals? 155 (64.3) 86 (35.7)
Can prevent P CA by using adequate Fruits and 132 (54.8) 109 (45.2

vegetables
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5.3.3. Distribution of the proportion score of awareness on prostate cancer

The proportion of prostate cancer awareness score of the respondents was 45% from the
total expected score, whereas, the percentage score of the components were 41.2% with a
mean score of 4.1 (SD=+3.6) for risk factors, 43.8% with a mean score of 2.6 (SD+2.5)
for symptoms, 44.7% with a mean score of 1.3 (SD +1.2) for screening, and 49.5% with
a mean score of 4.5(SD+3.9) for prevention of, awareness of prostate cancer, respectively,

as seen in [Figure 2].

Level of awareness of prostate cancer
60.0%

49.5%

50.0%

43.8% 44.7% 45.0%

41.2%
40.0%

30.0%

20.0%

10.0%

0.0%
Awareness on Awareness on Awareness on Awareness on Full awareness
Risk factors ~ Symptoms Screening Prevention  of PCA score

Figure 2:Distribution of the proportion score of prostate cancer awareness and its’
components from the total expected score among male patients in the Urology unit
at TASH, Addis Ababa, Ethiopia, in 2021.
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Table 4:Predictors of awareness of prostate cancer based on the simple linear

regression analysis model, in TASH, Addis Ababa, Ethiopia, 2021 [n=241].

Crude
Variable Mean SD (¥) Unstandardized p-value
Coefficients(95%Cl)

Place of residency

Rural 7.98 9.59 1 1

Urban 14.10 10.19 6.1 (3.1-9) <0.001
Marital status

Married 11.22 10.41 1 1

Single 13.61 9.80 -2.3(-6.1-1.3) 0.2

Widowed 11.75 10.42 -1.8 (-6.6-2.9) 0.4

Divorced 8.89 10.29 -4.7 (-8.8-0.5) 0.02
Occupation

Employee 15.51 11.15 1 1

Student 15.25 11.18 -0.2 (-10 - 9.5) 0.958

Merchant 11.18 9.59 -4.2 (-0.7-0.1) 0.007

Retired 13.83 10.87 -1.6 (-5.4-2) 0.376

Farmer 5.18 8.32 -10.3 (-13.6- 6.6) <0.001
Monthly income in ETB

2251-8900 12.30 10.24 1 1

<2250 10.36 10.22 -1.6 (-4.6-1.3) 0.274

>8900 16.63 9.88 46 (1.3-7.9) 0.007
Heard about PCA

No 2.40 591 1 1

Yes 19.75 5.82 17.3 (15.8-18.8) <0.001
Source of information

No 2.40 5.91 1 1

Friends 18.75 5.42 16.5 (13.5-19.5) <0.001

Health care providers 20.62 5.42 18.3 (16.6-20.3) <0.001

Media 19.25 6.26 17 (15-18.8) <0.001
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Family history
No
Yes
Family member
Mother family
Father
Brother
Regular source of care
No
Yes
Duration of regular care
No
< 6months
> 6 months
Admission history
No
Yes
Duration of admission
> 4 times
1time
2 times

3 times

10.05
21.20

20.57
20.90
23.50

8.84
17.36

8.84
16.65
18.52

11.18
14.03

12.11
16.41
13.21
13.88

10.14
5.31

9.11
4.66
4.30

9.63
9.31

9.63
9.90
8.24

10.56
10.01

11.55
10.28
10.12
10.18

1
11.5 (8.3-13.9)

1
10.4 (7.1-13.7)
12.8 (6-19.5)

1
8.5 (6.1-10.9)

1
7.8 (4.9-10.6)
9.6 (6.3-13)

1
2.8 (0.2-5.4)

1
5.1 (1.01-9.3)
1.9 (-1.2-5)

2.6 (-2.5-7.8)

<0.001

<0.001
<0.001

<0.001

<0.001
<0.001

<0.03

1
0.01
0.2
0.3

Note: Media: -Television, Radio, social media, ETB: -Ethiopian birrs, SD: -Standard deviation

Since the age and level of education variables do not fit the simple linear regression

analysis model, they were excluded because their p-value is greater than 0.25. Multiple

linear regression models were used with variables that fitted with a p-value of < 0.25, as

seen in [Table 4].

32


mailto:Tilaye@%20(2021)%20Thesis%20.docx

5.4. Associated factors with the awareness of prostate cancer

In simple linear regression analysis, residency of the respondents, marital status,
occupational status, families average monthly income, heard about prostate cancer, source
of information, family history, regular source of care with a duration of a regular checkup,
and admission history for the specific prostate problem with duration of admission was
fitted with the awareness of prostate cancer. Also, in multiple linear regression analysis,
family average monthly income > 8900 ETB, heard about prostate cancer, health care
provider, friends, and media from the source of information, family history > 6 months
and above a duration of regular source of care, and three (3) times of admission history

were significantly associated with prostate cancer awareness.

By holding the effect of all other variables in the model, the study participants had an
average family monthly income > 8900 ETB, had increased the score of awareness on
prostate cancer by factors of 2.9 times as compared to respondents who had less than 8900
ETB monthly income (f=2.9, 95%CI: 1.2-4.6, P=0.001). Study participants who heard
about prostate cancer increased the awareness of prostate cancer score by a factor of 5.3
times as compared to respondents who didn’t hear (f=5.3, 95%CI: 1.2-9.4, P=0.011).
Study participants who have a family history of prostate cancer increased the awareness
of P CA score by a factor of 6.9 times as compared to respondents who had no family
history ($=6.9, 95%CI: 3.1-10.7, P< 0.001).

Respondents who have source information through health care provider, friends, and
media (TV, radio, social media) had raised the awareness of prostate cancer score by a
factor of 10.8 times, 10.4 times, 9.5 times as compared to those who have not of
information (f=10.8, 95%CI 6.7-15, P<0.001, =10.4, 95%CI:5.8-14.9, P<0.001, =9.5,
95%CI:5.3-13.7, P<0.001) respectively. The Respondents who have a regular source of
care with every six months and above had increased the awareness of prostate cancer score
by a factor of 4.3 times as compared to those who have less than six-month routine
checkup for their health (p=4.3, 95%CI: 2.5-6.1, P<0.001). The study participants who
have 3 times, admission history had raised the awareness of P CA score by a factor of 5.4
times as compared to those who have less and more frequent admission history with the
specific prostate problem (f=5.4, 95%CI:1.3-9.5, P=0.009< 0.001), seen in [Table 5].
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Table 5:Predictors of awareness of prostate cancer based on the multiple linear
regression analysis models, in TASH, Addis Ababa, Ethiopia, 2021 [n=241].

Adjusted Collinearity
Variables Unstandardized P-value Tolerance VIE
B coefficient
(95% CI)
Monthly income
2251-8900 1 1 1 1
<2250 1.5 (-0.3-3.3) 0.10 0.52 1.89
> 8900 ETB 2.9 (1.2-4.6) 0.001 0.75 1.32
Hear about PCA
NO 1 1 1 1
YES 5.3 (1.2-9.4) 0.011 0.92 1.88
Information source
Haven’t information 1 1 1 1
Health care providers 10.8(6.7-15) <0.001 0.11 8.4
Friends 10.4 (5.8-14.9) <0.001 0.10 9.46
Media 9.5 (5.3-13.7) <0.001 0.29 3.39
Family history
NO 1 1 1 1
YES 6.9 (3.1-10.7) <0.001 0.14 6.71
Regular source of care
Haven’t regular care 1 1 1 1
< 6 months 1.8 (0.32-3.5) 0.025 0.73 1.36
> 6 months 4.3 (2.5-6.1) <0.001 0.80 1.23
Duration of admission
>4 times 1 1 1 1
1 time 1.4 (-1.0-3.1) 0.32 0.83 1.20
2 times 0.14 (-1.3-1.6) 0.85 0.84 1.18
3 times 5.4 (1.3-9.5) 0.009 0.34 2.90

Note: -Media (TV, radio, social media), ETB: -Ethiopian birrs, VIF: -Variance inflation

factor, (95% CI): - 95% confidence interval.
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6. DISCUSSION

Having awareness of Prostate cancer is identified as the key aspect for the quality of
prostate cancer care that improved the early detection and prevention of the disease (6).
This study investigated that the proportion of prostate cancer awareness and associated

factors among male patients attend in the urology at TASH, Addis Ababa, Ethiopia

Our study showed that the proportion of prostate cancer awareness was 45%. This study's
findings of awareness score also lower than the results of a study done in Rwanda 75%
(65). The major discrepancy among the previous studies and in our study might be due to
Study in Rwanda was conducted directly on patients who have an appointment for prostate

cancer, this is make difference in the individual awareness toward prostate cancer.

In contrast, this finding is also contrary to a study conducted in Benin (68), which indicated
that a small score was reported than our study about prostate cancer awareness, which is
only (34%). This difference may be related to the difference in the study population, the
study was conducted on the general population but our study was conducted on patients
who came to the urology department. This indicates patients with specific health problems

had more awareness than the general population (75).

This study demonstrated that families with a high monthly income had a significant impact
on participants' awareness (77). This is supported by a study conducted in Denmark and
Namibia, which explored a strong socioeconomic distribution in cancer awareness, with
individuals with low family income having a poor awareness of symptoms, risk factors,
prevention, and screening (66, 67). People with more incomes were more concerned about
their health than those with lower incomes. Furthermore, economic development in one
country is increasing school enrollment and educational attainment, which improves
people's educational levels and health status. Furthermore, people with a high income were

encouraged to learn more about their health and health-related status.
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Regarding the sources of information about prostate cancer, 141 (58.5%) of the
respondents were heard about the existing prostate cancer from a different source. the
respondents were heard about the existing prostate cancer from different sources. Health
care providers, media, and friends were significantly associated with awareness of prostate
cancer. Health care providers as the most common source of information, followed by the
media (TV, radio, and social media). This is supported by the other study done in the
following countries which indicated the main source of information was health care
providers and the media. Research conducted in Saudi, and Rwanda, found out the main

source of information was being health care providers (61,65).

Also, studies were done in Italy, Nigeria, and Uganda noticed that the main source of
information was being media (9, 62,63). This may be due to that the Ethiopian media did
not provide adequate information and awareness to prostate cancer or health care providers

were gave more information than the media.

Nearly one-fourth of the respondents 22.4 % had a family history of prostate cancer.
Positive family history is a significant risk factor for prostate cancer and is significantly
associated with the awareness of prostate cancer (37). Men diagnosed with prostate cancer
are twice as likely to have a male blood relative (especially, brother, and father) who has
been diagnosed with the P CA (39). Also, the risk of prostate cancer rises the number of
affected family members, with men with two or three first-degree relatives having a
fivefold and eleven-fold increased risk of developing prostate cancer, respectively. The
aim of any type of cancer with a family history should have been to provide enough
information to capacitate awareness about the disease's risk factors, symptoms, early
detection, and prevention. It also allows for the implementation of an initial management

plan and follow-up action for the possibility of a family member's susceptibility (40).

Furthermore, in this study, 43.5% of respondents who have a routine source of care had
associated with prostate cancer awareness. Of respondents who have a regular source of
care every six months and more had significantly associated with Awareness of prostate

cancer. This study is in line with a study done at Texas university (69).
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The regular source of care is periodic health assessments or examinations. It is relevant to
health professionals or health institutions where the person usually goes to his/her health
and health-related conditions if he/she is ill or needs advice. When patients received
regular and routine care services from health care providers, their awareness was improved

accordingly (69).

Nearly half of the participants 48.1% had a history of admission to a health facility for
prostate and prostate-related problems, from those, who have 3 times, admission history
is significantly associated with awareness of prostate cancer as compared to those who
have less frequent admission history. This is supported by studies done in South Africa
(71). According to the European Charter of Patients' Rights (78), a patient's right to be
aware of their health condition during their admission is a basic human right and an

important part of modern health care practice.

Frequent admission of the patients also encourages the awareness of the patients
concerning their health and health-related situations. Globally, during admission, the
number of participants who have awareness of different factors of health care service
ranged between 18.9% and 84.1% (71). As a result, patients who have had previous
admissions are more aware of their wellbeing and health-related problems than those who
have not. Since the relationship between health care providers and patients should include

empowering patients to be more aware of their health and health-related issues.
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7. STRENGTH AND LIMITATION OF THE STUDY
The study instrument was comprehensive, pretested, and modified before the actual data
collection. The data were double entered and validated using the Epidata Version 4.6.0
entry before analysis. However, since the findings are restricted to a sample of Tikur
Anbessa specialized hospital patients, thus limiting their generalizability to the whole
country. Our study sample size was small, which limits our generalizability of the
findings on awareness of prostate cancer and its associated factors. So, it needs a large
sample size to incorporate other aspects of respondents’ awareness of prostate cancer.
The research may also be limited by the fact that these were based on the participants

‘self-report, which can increase social desirability bias.
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8. CONCLUSION AND RECOMMENDATIONS

8.1. Conclusion

In conclusion, the proportion of awareness score among respondents of male patients
attending Tikur Anbess specialized hospital was low relative to previous studies. More
than half of the study participants were having an awareness score below the mean value.
While health care providers were the main source of information followed by the media.
Families' average monthly income, heard about prostate cancer, having a regular source
of care every six months and more, a three-times, admission history, and source of
information were all significantly associated with Prostate cancer awareness. This strong
association between prostate cancer awareness and associated factors will be essential in

understanding and controlling the disease.
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8.2. Recommendations

Based on the study's findings, the following important recommendations are forwarded
to the relevant bodies on prostate cancer awareness, prevention, early detection, and
treatment program facilitators, policymakers, and researchers who are involved in this

area.

To the Federal ministry of health
Better if implemented prostate cancer early screening and detection program to
improve early treatment results and survival outcomes. It is essential to raise awareness
about prostate cancer prevention, screening, diagnosis, and early treatment through
collaboration with government and private media. Better if given special attention to

the quietly rising prostate cancer in the country.
To Tikur Anbessa Specialized Hospital and health care providers

Health care providers could enhance awareness about prostate cancer accordingly.
Health professionals could emphasize health information dissemination (HID) on the
risk factors, symptoms, early screening, and prevention, Health-care facilities should
pay special attention to health education for patients who visit them to raise awareness

about prostate cancer.
For future researchers

Future studies with larger sample sizes will be recommended to better understand the
local risk factors, symptoms, screening, and prevention for prostate cancer in our
country. In the future, the researchers should have to study and investigate furtherly

with additional variables, emphasis on community and facility-based level.
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10. APPENDIX
APPENDIX- A: INFORMATION SHEET

Dear respondents, my name is I am here to collect information

for a study called, “Awareness of prostate cancer and associated factors among male
patients attending a Urology unit, at Tikur Anbessa Specialized Hospital " The research is
being conducted by Tilaye Gebru. You have been selected as a participant in this study,
and the questionnaire normally takes 30 minutes to complete.

Name of the Organization: AAU, CHS, School of Nursing and Midwifery Department
of Oncology Nursing.

Name of the Sponsor: AAU

Objective: This study aims to determine the status of awareness among male patients
attending a Urology unit at Tikur Anbessa Specialized Hospital, Addis Ababa, Ethiopia,

2021, of prostate cancer and its related factors.

Risk and discomfort: There are no physical or psychological risk during data collection
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Benefits: For those patients who would be included in this study, the study had no direct
benefit. The indirect advantage of the study for the participant and other clients in the

program is obvious.

Confidentiality: The information was collected without the names of the clients. The data
obtained from this study project will be kept confidential and stored in a file. Besides,
except for the prosecutor, it will not be disclosed to anybody and it will be stored in a

computer password in a key and locked device.

Person to contact: If you would like to hear more about the research and its undertakings,
you can contact the committee at the address below.
Cell phone: +251927109676,

E-mail: tilaye.gebru@haramaya.edu.et
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APPENDIX- B: CONSENT FORM

| understand the purpose of the research, the benefits, my right to voluntary participation,
confidently, and without any victimization, withdrawal from the study. | had the chance

to ask questions and | answered them to my satisfaction.

| freely consent to participate in this study.
Agreed

Don’t agree

Date Sign

Thank you for your cooperation.
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APPENDIX - C: QUESTIONNAIRE (ENGLISH VERSION)

Table 6. 1 PART I: The question has to do with background information.

If you are willing to answer the question Please put (V) the answer option and write the

appropriate response to the given space.

NO Items Participant response

101 How old are you?

102 Where is your residency place? 1.Urban 2. Rural

103 What is your marital status? 1. Single 3. Widowed
2. Married 4. Divorced

104 What is your occupation? 1.Employee 4. Farmer
2.Marchent 5. Student
3. Retired 6. Other specify

105 What is your higher level of education? 1. Unable to write and read
2. Able Read and write
3. Primary Education (1-8)
4. Secondary Education (9-12)
5. College and above
6. Other specify

106 How much monthly income do you get in

Birr?
Information related Questionnaire
107 Have you heard of prostate cancer before? 1.YES 2.NO
108 If your response is Yes, where can you get the TV
information? Radio
If your response is No, skip to the next Social Media

question.

o ok~ 0N

Health care providers
Friends
Other, Specify
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Patients’ history-related Questionnaires

109 Do you have a history of prostate cancer in 1. YES 2. NO
your family?
110 If your answer is yes, who has a prostate | 1. Father
problem? 2. Brother
If your response is No, skip to the next | 3. In mother family
question. 4. Other, specify---------------
111 Do you have a regular source of care/checkups? 1. YES 2. NO
112 If your response is yes, how long have you been | 1. <6 months
seeing your physician? 2. 6 months to <1 year
3. 1to5years
4. 5 years and above
5. Other specify ----------------
113 Do you have a hospital admission with a prostate 1. YES 2. NO
problem?
114 If your response is yes, how many times admit to 1.1 time 3. 3times
the hospital? 2. 2 times 4. More >4 times

Table 6. 2 PART II: The questionnaire assesses the participants’ awareness status of
prostate cancer. If you are willing to answer the question, please put (V) the answer option and
write the appropriate response to the given space.

S. NO QUESTIONNAIRES ABOUT RISK FACTORS RESPONSE

201 Do you think one of the risk factors for prostate cancer is aging? 1.YES 2.NO

202 Do you think family history is one of the risk factors for prostate 1.YES 2.NO
cancer?

203 Do you think alcohol consumption is one of the risk factors for 1.YES 2.NO

prostate cancer?

204 Do you think a smoking cigarette is one of the risk factors for 1.YES 2.NO

prostate cancer?

205 Do you think that lack of vegetables and fruits within the diet is 1.YES 2.NO

one of the risk factors for prostate cancer?

206 Having poor physical activity is may cause cancer of the prostate? 1. YES 2. NO
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207 Having multiple sexual partners causes cancer of the prostate. 1.YES 2.NO

208 One of the risk factors for cancer of the prostate is 1.YES 2.NO
obesity/overweight?

209 Prostate cancer may be caused by genetics? 1.YES 2.NO

210 Prior prostate disease (Prostatitis) may cause cancer of the | 1.YES 2.NO
prostate?

QUESTIONNAIRES ABOUT SYMPTOMS OF PROSTATE CANCER

211 Do you think that frequent urination is one of the symptoms related 1.YES 2.NO
to prostate cancer?

212 Do you think difficult urination is one of the symptoms of cancer 1.YES 2.NO
of the prostate?

213 Do you think back pain is one of the prostate cancer-related 1.YES 2.NO
symptoms?

214 Do you think pelvic bone pain is one of the symptoms of prostate 1.YES 2.NO
cancer?

215 Do you think hematuria is one of the prostate cancer-related 1.YES 2.NO
symptoms?

216 Do you think that painful ejaculation is one of the prostate 1.YES 2.NO
cancer-related symptoms?

QUESTIONNAIRES ABOUT SCREENING OF PROSTATE CANCER

217 Do you think that early screening increases the survival of patients 1.YES 2.NO
with prostate cancer?

218 Have you ever known about DRE for patients with prostate 1.YES 2.NO
problems?

219 For 218 If your response is Yes, where can you get the TV
information? Radio

Social Media
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220 Have you ever known about PSA tests for patients with prostate 1.YES 2.NO
problems?
221 For 220 If your response is Yes, where can you get the TV
information? Radio
Social Media

© o~ w0 D P

Health care providers
Peer groups/ Friends
Other, Specify-----------

Awareness of the Preventive measures of prostate cancer

Identify any prostate cancer preventive method you know; multiple answers are allowed

N2 Questionnaire Responses
YES NO
222 Prostate cancer is a preventable disease?
223 Can prevent cancer of the prostate by quitting smoking?
224 Can prevent cancer of the prostate by quitting drinking?
225 Can prevent cancer of the prostate by Regular screening?
226 Can prevent cancer of the prostate by doing Regular physical exercise
(walking, running)?
227 Can prevent cancer of the prostate by Combat (fight) obesity?
228 Can prevent cancer of the prostate by Reduce having multiple sexual
partners?
229 Can prevent P CA by talking to health professionals?
230 Can prevent P CA by using fruits and vegetables in the diet?
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PavlB PR -1

-2 +MPe NI o 2NAA AL PG+HY NANT AR 7N4%
®NR N7% LU 2MELS PARN ANN RLACAL MG ALYN DAE PICH AT PAPAS. 1CH F9RUCT
Nm&C AINA ATAALHE PATHA NTLTTF UaRgo+&TF aphnd PATT &5 ehu& AM. C17HN
AS 387 F8OFY AMIMGTE +HIBTA ACNT® NG+ AR +AFL AT8UPF +ARCMPA:
NAEPET NPT+ AL +AFL ATUT LG NPF N30 L¢P NAL PTHLMNE TP
AMEPPFAL =

PLCEE NIP: PARN ANN RLACAE, MG ARTN NAE, PICH AG PAPAE 1CN TIRUCTH N+ PAPLPF
1CH TIPUCT N&A

PLI& e &1 NIP: 8N ANN RLNCH

PRTE GAM-NDLC ATNA ATAARHE PATHA PHIRAAR Ah9RT N&A NMhF+i POAT
yaege+@F avhngd eTeN+ET NIAC IHN AT +20H +38% Ui +PT+Y AdegRige

NI+I NHU mTF NARA+EP Fo49R PRNATR BT PNYT -ANT +8F AL LCANPTIR::

MmPM MPF : GE NN AthtkT FhOPT emt+d PPy mPIR PAMIR:LT ATE
NTCACT> NP A+A+e AT AART RINFT JCICC LD PP+ LAY DPAD A% 10
PAMELRTH:TNMERIT ATILITT NFRComMD- AL PAD- ADZE LINEET NT° ALIAR BANANAT
NHU PFRCIRC TEERT PHANANG: ARZE NFPAMC PFAMNS NHeRTIE, NAMTM: NPC ATITIR
ARIAZI® AT NeA& NtHI NBA N+&AL ACAT ATINATT NhIPTR+C &ML hgd @Ad
AV PaeMm BLL I
a7%5%F PANT AANN: TTFD-I° B P NAPT NTLN+AD FANN IC API5TF LFAA (APCTILT)
AT NEATT 1H aMPP BFAN::
PAR 1N4
hdh €mC: +251927109676,
hoA: tilaye.gebru@haramaya.edu.et
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eATIIF PRI

PRGEY i MPIR NEPLAYT PODA+E DN PAML P+MNP AYRUPIS NG+
NANF G P@ME ATLIPFA +L & FAD-:
NAUTII® NGk AL ACA+E
1.ANTHMAD-
2. kAN e
P+AFLO- LCM 7
ATNNCP NP LM P AFMAITAY=
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APPENDIX -D: QUESTIONNAIRE AMHARIC VERSION
aman/p 1 2Y mPe 84 a8 (background information) 2C P+ £ PH 10 :: M PEM-F Adnanh
225 NUF ANAPTY PAPAN AT-cbe (V) PAPIOM- AT A+AMA: NF +1N.0-F TOAT £94:

A@ AA?

+. & I. N1-UHN a8 p P goAT
101 0LMmPE NTF 1@-?
102 1PLITP OF M7 1. N+ 2. N1MC
103 PINF UshP AT 1M? 1.PAN 3. Nk PARHTNG
2. p1N 4. 1847 P4
104 NP TR LIan? 1. Nt /Hbme 4. 9NCS
2.195 5. +am¢
3.mdtE 6. AANA (Bme(r)
105 NE+E P+IRUCT LLEPF oYL IM- 102 1. @9INANG dP9& PanLTQ
2. MINNG dORE PaYTF4
3. PaREaR/p B2E (1-8)
4. A+E 228 (9-12)
5. hAS kS NH.PL NAL
6. AANA (BMd(r)--m-mmmm-
106 OCAR MNPF NNC N LIPTA?
107 NA PATF &7 & AM, NFP+D- PO-PA? 1. AP 2. ARA-$g
108 A 107 ¥ mpPe ANPF AP MUY Ak 028 | 1. DEANTT
NP+ ATt FA? 2. -8 f
A107°™  mpPe  MANPFT  AAD&I® NPT | 3. hT9UNLP T8 P (internet)
OLMPHAD D PE LHTS 4. NUATRT NAGRP
5.h388 6. AA A (Bhdry)-
109 NAHANP ahhd NATE &5 & Am, PFaRaD | 1 AP 2. PAT®
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110 MANP AP NPT NN+AN a2hhd TB7m-? 1. AN+ 3. PATT Nt+AN
MANPF PAT® NPT ML PMAD- M PR LRTS 2. @y e gn 4. AA NA ----—---
111 menNg ems AThNhN huh9es NARP IC 1. AP 2. ARARLCoI9™
PRCIN?
112 MmANP AP NPT NANIEP N9°T PUA 1H @A [ 1. h 60T NFF
LFPA? 2. 6 st -1 9aet
3. h2-59a4 %
4, n>59dbsi+t
5. A NA (BPdbry)--mmmmmmmeo -
113 NATT &% IC N+LLH FaC AP+ VPNTHA | 1. AP 2. A\AM-F gD
+A+0 SRR POrPA?
114 MANP AP NPT ATRT PUA 9IH? 1.1°m 3. 3,
2. 294 4. h =4 M 0AL

NEA 2: - 2U PR PHAFLPTY NA NTF AT & Am, PATFM. T 9 JH(, an7gnqay P
NAUYT = mPem-y Admaop €4 LF hUPF ANAPT PARPT POLOHAM-T AL
Lanm me 9 (V) Emea ::

+. & I1. AP 45 BT Aaw P7LLIAM: PTHA, TEEPT PPATH

201 PAE Y, adRaoC ARNTF 4T BL& AM, AJAG NUF | 1. AP 2. ARANNgD
goNTPEF A8 10 NAG- PANA?

202 ARTT LT BL& AM, AJAS PR J2NTPRTF aPhnd | 1. AP 2. ARANNg®
A8 NN+AN aehhd e+hA+ (PeRhAt) PRTT
4% m& AM, 10 NAG- PANA?

203 ARANA AMMT ARNTT 45 & AM, AJAs U 1. AP 2. ARANNgD
NPT A8, 10 NAD- PANA?

204 NI T ARTT 4G & AM, AJAe NUR | 1. AP 2. RANNg®

goRTPETF ATS. 1@ NA®- PANA?
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205 NATRIINTT AL AINTE ATRATAT &84 MFC | 1. AP 2. RANIg®
APATT &4 & AM, NTLLIAM TPATLET h7S
7 A PANA?

206 meNg PANA NPt ATPNPA AATINTDT PAYT £F | 1. AP 2. hRANNg®
L& AM, TIATFT As9°C £TAA =

207 NNH APTF JC PINL &7 1F 51T AL R0 PAYF 45 | 1. AP 2. RANNg®
& AM, T IARTFTT PANTAA =

208 PR &5 & AM, NTLLNANTAT AJAGT A8 | 1. AP 2. RANIg®
N LF NAPMTY NAL O-&ZF / NAPMT NAL PUPY
ANLet 1@ =

209 PATT &5 sn& Am, NHC ANAT BFAA = 1. h®P 2. AANN9®

210 P+L.0700 / 840 PYNZ/ PATF 4T & URGR PRYE | 1. AP 2. RANI9®
45 & AM, T A PANTA BFAA:

IL PATT 45 & Am, PPARTT P17HN D PEPT

211 e RA(NMMLE) AT AT NATE T & AM, | 1. AP 2. RANNg®
IC NP TPARTT AT8. 10 NAD PANA?

212 AT ACAGTT aRFIC PATT 45 & AM, TPARTT | 1. AP 2. RANNI®
A8 10 NAD- PANA?

213 PR &F & AM, IC +PPHIF NAFD PANST | 1. AP 2. RANNg®
P YARGR 1Y8. 10 NAD- PANA?

214 PBA AT UMRID NATE LT & AM, TPARTT A8 | 1. AP 2. RAN9R
1o NAG- PANA?

215 AT @AM 290 @40t NAYE 4T & Am, IC| 1. AP 2. RAN9®
+PPHIT NAF@® 9oANTT ATS8 10 A
PANA?
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216 NN NI 5% 91 NNAT @0 PHC £AR ALN 1. AP 2. AANN9P
PN Yaoge NAYE &F ehG AM. IC IR
PAM FPANT 1 NAD PANA?
IV. DA ATF 4T en& Am, F°CA°L P THN m PR PF
217 ARTFT 4T sn& AM, $La0 goLdan/ NAge/o) 1. AP 2. AANN9P
PUO-aqyy dbt/ 6 ALA £IRLA NAD- PANA
218 PATT 45 & TIC AANTFE NPT NLTMM 1. AP 2. RAM-$ID
NA NATRLLZ9 gRCans. AR PO-PiA?
1. hEANHY
2. hese
‘o VO 0T Aot OB 13 3. hae1g¢ Yy
A 2185 mPp AANPTE AP NPT Ay ABZE NP A4 hUngee NAGeS
219 ANTF FA? 5 nae&
6. AANA (BDPrr)--mmccoo
220 | PAYF 4T eh& FoIC AANTF@ FNaPF PLI® M- PTC+LY 1. AP 2. hRAM-$9D
P(PSA) O®M7 goLADs. ALY P/GAFD- PMrPA?
1. NEANHY
2. hese
‘o 3. hae19F NH37%
an an
A 220" mPe AANPE AP NPT Ak O°ZE NPF 4 hUngee NAGeS
221 ANTF FA? 5. haed
6. AANA (M) -

V. PRt 4T s& AM,T PAPhANP ACT S PFY P+a2AN+ 01 THN B PR PF

PIRFM-PM-Y MITD-TI° PATT LT & AMT PNANP HE APAPT, NH ARPANT L4 P8

MmMmePp

1. AP

2. RAD-3 9™

222

PNt 45 & AM, ANANAT PaRFA NASF 1@-?
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223 (I TN NISIR PATE 45 & AM.T aPhANA
BFAA?

224 PRANUA AOMMFY NS PR LT & AM.
mhANA BFAA?

225 $La0 goLav. (MG +L9F e/ PATY 4T h&
AM.7 @2NANA 2FAA?

226 meNg PANA Nt ATPNSNA NGO (PA9IC HH,
¢6m) PATF &5 Bu& AM,T APhANA £FAA?

227 AN@ENT) PNHNET 9ooN aoeih PAYE 4T eh&
AM.7 @2hANA 2FAA?

228 NN APTF IC 0N NI 131 AATIL L PR &7
L& AMY a®hANA 2FAA?

229 NMS NAT>PPF IC NA MSFP a197C PRTT &F
BLE AM.T APNANA EFAA?

230 Ne §LELPTT AT ATHASTY dpani{) / doMegn

PATT &G & AMT APhANA £FAA?
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APPENDIX -E: LEAFLET OF AWARENESS

P F 45 Mg hm
PR &Y g RV ¥ oo p AG AR 0o 40 ALY E ACA
@IF N1F AL 199 Mok hEA Yme (0K PUC § A
PRI PRV PHG UPATY P maq AS PRNARA ( 4
Foyamd AR ETCAEH 0L RS AT fmaC PR L0
androgen festosterone) N84 At mea FERY jor R
A m& hm PV &Y @6 epoh (RS o T oRe ANEA
At @ 5 1% 45 as A M@IAT AR Img p4Ace R
PNWNC ARYH h FNOAP 4 NOIRF AL APAHD PRINC
®h ®ny he LR21 o MILEYE WCA I oRY
PHRL0NG ARLE PRA RURYY AEme 097 thC ARYH
MUY BU DL RS 12K TN ACCEML hi
ARV 48 ag N Peeohme o0y 4

PAR™ ®me( INHCE NATAN ®hhd +244%
®ECT 126 M@ ADA ®mmt I®ENT pARA
N8t Mg MHZLTER®MT PAL MNETYS
MOATS 6666 DNE LA MA®®I] phe270 [

$AP NG/ PRV LY M6 YR § A% PUT 9400
e
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e FA(NMA%) BT hSH AT A®BTY ®FICT PO PAA
AW D0wgu A Lb DADS 902 N7 9958 T Rd b @A PUC
AN AN PRy Yomgus;

PR &5 @ Am Y oo nAng ACPE P F9

Pk 4% @6 Am ANARAY P98 N4 Y0sm hADA PRFEAMNY
ENEEe A6 MIRAIADA MO NFRRE PL0G NS
0 me/aimpnd thA et RiBASA MECRY (PAaL M,
o) IAENY) PINNFY Pan ®epInak AP ¢ 0L D
BE MESLTRMG NACPPE 20 hA mSP ®™CT N4
RLELPF) IS NRRA 4B muav) o)/ 0 o

AN 20A-- AR PHHZHG 3 A2 A RASEF NAS ISP AL
Phmendy PANFE NA®ARG APLOEP OLME me
AP NOFA MG NARP A KINAUNDL RINCY
N0 2% M§ AR 4P ARS KTHANC:
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