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Abstract

Background: Gynecologic cancers contribute significantly to global morbidity and mortality,
with a pronounced impact in developing countries. Patients’ perception of care quality refers to
patients’ view of services received and the results of the treatment and are monitored to assess
the delivery and quality of healthcare, while patient experiences is a reflection of what actually
happened during the care process. Evaluating healthcare from the patient's perspective

including both perceived quality and actual experiences is essential for improving care delivery.

Objective: To assess the quality of gynecological cancer care from the patient’s perspective

and determine the influencing factors in public hospitals in Addis Ababa, Ethiopia, in 2025.

Methods: A Cross-sectional study was conducted at public hospitals in Addis Ababa from
February 18 to March 18, 2025. A simple random sampling method was used to select 410
study participants and proportionally allocated to each hospital. Data was collected through
face-to-face interviews. QPP-GynCa tool was used to measure patient perspective on the quality
of gynecological cancer care. The data was collected through a Kobo data collector and then
transferred to SPSS version 27 for analysis. Descriptive statistics, paired t-test and binary

logistic regression analysis was used to see the association of different variables.

Result. Overall, 204 (49.8%) and 253 (61.7%) of the participants had high perceived reality
and high subjective importance, to gynecological cancer care. All QPP dimensions show a
statistically significant difference between what patients experienced and what they considered
important with P-values < 0.001. With p-value < 0.05, higher education, income greater than
7000 ETB, ovarian cancer type were statistically associated with perceived realty of care.
Similarly, marital status, service charge, vaginal cancer type and 3™ and 6" chemotherapy cycle

were significantly associated with subjective importance.

Conclusion: Women rated care importance was higher than their actual experience, indicating
a gap in care quality. The study found that factors such as education, income, ovarian cancer
diagnosis, marital status, service charge, vaginal cancer diagnosis, and chemotherapy cycles

significantly impact patients' perception of gynecological cancer care quality.

Keywords: Gynecologic cancer care, patient’s perspective, Perceived reality of care, subjective

importance of care.

XII



1 INTRODUCTION

Cancer remains a significant public health challenge worldwide, with gynecologic cancers
among the leading causes of morbidity and mortality in women (1), which include cervical,
ovarian, and uterine cancers with rising incidence rates particularly evident in low- and middle-
income countries (LMICs)(2). Around 5.8% of all deaths are caused by cancer. It is estimated
that the annual incidence of cancer is approximately 60,960 cases, the annual mortality rate is
over 44,000 and breast cancer (30.2%), and cervix cancer (13.4%) are the most common cancers
among Ethiopia's adult population (3). In every year, 5.7-8.4 million people die as a result of
poor healthcare in low- and middle-income nations, mostly from a lack of patient-centered
treatment, disease transmission, and poor drug adherence(4). In low- and middle-income
countries (LMICs). Healthcare facilities lack essential medicines, equipment, and diagnostic

tools due to inadequate infrastructure, insufficient funding, shortage of trained professionals

(5)-

Patients’ perception of care quality refers to patients’ view of services received and the results
of the treatment and are monitored to assess the delivery and quality of healthcare, while patient
experiences is a reflection of what actually happened during the care process(6). Patients'
perceptions of quality of care are influenced by their norms, expectations, experiences, and
interactions with the existing care structure(7). Quality of healthcare is essential for effective
cancer management and patient outcomes (8). The quality of oncology services is
multidimensional, encompassing technical competence, accessibility, infrastructure, and
patient-centered care. Patient satisfaction, a critical measure of healthcare quality, reflects
patients’ perceptions of the care they receive and their interactions with healthcare providers
(9). Patients' assessments of the quality of care are now a crucial part of health care quality

improvement evaluations (10).



2 Statement of the Problem

Globally, an estimated 1.4 million women were newly diagnosed with gynecologic cancers,
leading to over 680,000 deaths (11), the incidence of gynecological cancers has risen to 30.3
cases per 100,000 women, with a mortality rate of 13.2 per 100,000. In sub-Saharan Africa,
gynecological cancers account for approximately one-third of all female cancers (32.67%); Of
this, cervical cancer has the highest prevalence of all female cancers (81.6%)(12) and the
incidence rate exceeds 50 per 100,000, significantly higher compared to Northern Africa, where
it stands at 17.1 per 100,000 (13). In Ethiopia, out of all 3002 cancer case 522 (17.4%) case of

gynecological cancer was identified (14).

Gynecologic cancer which include cervical cancer, ovarian cancer, uterine cancer, vaginal
cancer, vulvar cancer, and fallopian tube cancer, impose substantial physical, emotional, and
financial burdens on patients and their families (15, 16). Women with gynecological cancers
often require extensive medical care, including surgery, chemotherapy, and follow-up
treatments, leading to increased healthcare utilization(17). The diagnosis and treatment of
gynecological cancer can strain family dynamics, as caregivers often face emotional and

financial burdens(18).

According to several studies in Ethiopia Gynecological cancers significantly impact survivors'
quality of life, with low scores in social and physical functioning among patients (17). The
economic burden of gynecological cancers is substantial, affecting both healthcare costs and
lost productivity due to illness. Furthermore gynecological cancer patients experienced sexual
dysfunction post-diagnosis and treatment(2). The burden of gynecologic cancers in Ethiopia is
exacerbated by many challenges, including limited access to early detection, inadequate
treatment facilities, and a shortage of trained healthcare professionals. These systemic issues
contribute to a healthcare environment that may not adequately address the needs and

expectations of women undergoing treatment for these cancers (19, 20).



Interventions to improve gynecological cancer care Ethiopian National Cancer Control Plan
(NCCP) is being implemented to address the rise in cervical cancer incidence and mortality,
including through public awareness, HPV vaccination, risk identification, screening, and
early detection and treatment. (21). Training of healthcare providers to provide cervical
screenings and is procuring resources like cryotherapy machines for treatment and integrating

patient-centered care models (22, 23).

Several factors influence the quality of gynecological cancer care. Socioeconomic status,
education level, geographical barriers, healthcare infrastructure, provider-patient
communication, and cultural beliefs all play crucial roles in shaping patients' experiences. Poor
communication, long waiting times, inadequate pain management, and financial constraints

significantly impact patient satisfaction and treatment adherence (2, 24).

Despite the importance of assessing patient perspective in oncology care, there is a notable lack
of research focusing specifically on women with gynecologic cancers in Ethiopia. Existing
literature highlights various barriers to quality care. So, this study aims to assess the quality of
gynecological cancer care from the patient’s perspective (perceived reality and subjective
importance) and determine the influencing factors in selected public hospitals in Addis Ababa,

Ethiopia.



Understanding the perspectives of women receiving gynecological cancer care and influencing
factors is essential for developing targeted interventions that address their unique needs and

improve the overall quality of gynecological cancer care for this vulnerable population.

The findings of this study could also inform resource allocation strategies aimed at
strengthening gynecological cancer care across Ethiopia. Furthermore, this study seeks to
contribute to a better understanding of how to improve the quality of gynecological cancer care,
supporting the overall goal of enhancing patient-centered care and optimizing health outcomes
for women with gynecological cancer in Ethiopia. Additionally, this study will contribute to
healthcare professionals, community, and health program managers and as baseline data for

further research.



3 LITERATURE REVIEW

3.1 Opverview of the literature review

This literature review aims to distinguish and explain the previous findings of this study to
understand better the existing research and concerns linked to women’s perspective in

gynecological cancer care and the burden of the problem.

Quality of care is a multidimensional concept central to achieving positive health outcomes and
patient satisfaction. According to the World Health Organization (WHO), quality care is care
that is effective, safe, patient-centered, timely, equitable, integrated, and efficient(25). In
oncology, and particularly in gynecological cancer care, assessing the quality of care from the
patients’ perspective is essential, as it reflects not only clinical effectiveness but also

responsiveness to individual needs (26).

The Quality from the Patient’s Perspective (QPP) model is widely used to evaluate patients’
views on care. The tool measures two core components for each aspect of care: Perceived
Reality (PR) what patients actually experienced and subjective Importance (SI) how important
patients consider that aspect of care. This dual structure enables identification of care areas
where expectations exceed experiences(7).The QPP-Gyn Ca version has been adapted for
gynecological cancer patients, capturing medical-technical, identity-oriented, physical-

technical, and sociocultural dimensions (27).

3.1.1 Medical-technical dimension

Medical-technical competence refers to the perceived skill, knowledge, and accuracy of the
healthcare professionals in diagnosing and treating the disease. A cross-sectional study was
done in Sweden the highest levels of perceived reality and subjective importance were seen in
the dimension physical-technical conditions of the care organization and the factor respect and
empathy(28). Other study in Sweden also shows the highest mean scores on perceived reality
for the total group were found for the factors medical care, information before procedures,
respect, and secluded environment(10). In Northern Ethiopia, 70% of patients reported
satisfaction with cancer pain treatment, and effective pain management techniques and

communication(29).



3.1.2 Physical-technical Dimension

This domain relates to the environment, equipment, and logistical arrangements of care delivery
including the cleanliness, privacy, and comfort of the facilities. Study findings in Turkey
revealed that 50.7% of patients wanted more thorough information, 49.3% were unhappy with
the doctor's approach, 46.4% were not told about their illnesses, and 33.4% experienced a
delayed diagnosis (30). Many studies identifies issues that have an impact on patient
satisfaction, such as a lack of cancer-specific facilities, inadequate equipment, and unclear
appointment schedules, Lack of communication and limited patient time is perceived by
patients and healthcare providers as compromising patients (31),(32),(33),(34). The study found
that 33.4% of patients and 52.1% of participants experienced a long diagnosis wait time, with
1-2 months being the most common duration(30), (35), (36). A Nigerian study reveals limited
access to facilities, lack of comprehensive diagnostic tools, and high costs significantly
impacting patient satisfaction levels (37). In a mixed study in England, 14% of respondents
praised the speed or efficiency of the treatment provided, including timely diagnosis, and then

the short period between diagnosis and the start of treatment (38)

3.1.3 Identity-orientated Dimensions

The identity-orientated domain focuses on whether the care supports the patients' dignity,
autonomy, and personal integrity. A cross-sectional study was done in Sweden the lowest levels
of perceived reality and subjective importance were seen in the dimension identity-orientation
approach together with the factors information related to self-care and information related to
aspects of sexuality regardless of treatment modalities(28).Other study in Sweden the least
favorable rankings for perceived reality in the total group were found for the factors
participation, commitment, empathy and information after procedures(10).A systematic review
done in Portugal shows that 55% of gynecologic cancer survivors reported feeling that there
were insufficient choices for preserving fertility (39), (40). A cross-sectional study in south
Nigeria revealed that most respondents did not experience disrespectful acts from health

personnel with 95.1% and 88.8% are not being abused or having their requests ignored (41).



The study done in Finland show that friendly and respectful care from nursing professionals
significantly enhances the experience of older cancer patients in hospital settings (42). A study
done in Saudi Arabia revealed that satisfaction with information provided by medical staff
about their illness, information about medical tests, and information about treatment was
given(43) . A study done in Canada shows that Patients' perceptions of problematic parts of
care, such as knowing the next steps in care and being informed about follow-up care, are
common predictors of overall quality perception (44). A cohort study in united state show that
clear treatment plan explanations and empathetic interactions with healthcare providers
improve patient understanding, and effective communication between patients and healthcare

providers is essential for patient satisfaction in oncology(45).

3.1.4 Sociocultural Atmosphere Dimension

The sociocultural atmosphere refers to the care context’s responsiveness to patients’ social,
cultural, and emotional needs. A qualitative study was done in Canada reviled that patient
positively experienced in treated as a person with respect and dignity, clear communication and
access to relevant equipment (46). A comparative cross-sectional Norway study done in
physical-technical conditions and sociocultural atmosphere received significantly higher scores
in the new hospital than in the old hospital(47). A study done in USA reveled that respectful
communication and emotional support significantly enhance cancer patients' perceptions of

care, with family involvement and patient satisfaction being key factors(48).

3.2 Influencing Factors of Gynecological Cancer Care
3.2.1 Sociodemographic characteristics

A cohort study done in the USA shows that patient satisfaction in gynecologic oncology
services is significantly influenced by factors such as age (p <0.001), income (p=0.03)., and
education (p=0.03). Higher education and income levels are positively associated with
satisfaction, as they may improve understanding of care processes and access to resources
(49).Similarly, A cross sectional study done in Nigeria, implies that, gynecological cancer
patients with a higher educational level had a positive perception of care services when

compared with patients with lower level of education (36).
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According to a recent descriptive study by Samah Mohamed Ibrahim in Egypt found that
married individuals have higher perspective of cancer care than the divorced individuals (50).
In a study in Tikur Anbessa Specialized Hospital (TASH), issues such as financial difficulties,
delays in diagnosis, and limited psychosocial support contributed to lower satisfaction scores
among patients, particularly those from rural areas (51). Patients often experience financial
distress when paying out-of-pocket, which directly affects their treatment behavior and
satisfaction with care(52).Patients in rural areas with endometrial cancer have several obstacles
to treatment, financial hardship, and geographical barriers. Thus, extensive outreach, assistance,

and resources are required to guarantee fair results (53).

3.2.2 Clinical variables

A study done in Netherland showed that after diagnosis of recurrent disease, endometrial(12%)
and ovarian cancer (43%) patients were less satisfied with care compared with patients without
a recurrence (54). Another study done in Cameroon shows that Lack of access to advanced
diagnostic tools like imaging techniques or limited treatment options like surgery,
chemotherapy, and radiation therapy can significantly decrease patient satisfaction (55).
Patients diagnosed with early-stage gynecological cancers (like cervical cancer Stage A1)
typically have better treatment outcomes and higher satisfaction due to the potential for
curative surgery with minimal side effects (56) Patients with advanced-stage cancers often
face more aggressive treatment regimens like chemotherapy and radiation, leading to
increased side effects and potentially lower satisfaction levels (57).The other study in Iran
shows that patients with their 3rd and 5th cycle of chemotherapy cycle experienced a
significance pain and fatigue that worsen quality of life compared to the first 2 cycles of

chemotherapy (58).



Conceptual framework

[llustrate the inter-relationship between independent and the dependent variables. Each factor
contributes uniquely, but they are also interdependent. These variables influence the quality of
care from patient perspective.

Clinical factors \ ﬁociodemographic factoh

e Stage of cancer / Quality of \

e Cancer type gynecologic e Educational

e treatment -, cancer care - e Status

modality services from e marital status

patient's
e chemotherapy perspective e income,

cycle k / e residency,

o Age,

/ \ e service fee /

Figure 1:conceptual framework of the study quality of gynecologic cancer care from patient
perspective in the selected public hospitals of Addis Ababa, Ethiopia, 2025 (36, 50, 51, 53, 59,
60, 61).



4 OBJECTIVE

4.1 General Objective

o To assess the quality of gynecological cancer care from the patient’s perspective
and determine the influencing factors in selected public hospitals in Addis Ababa,

Ethiopia, 2025.

4.2 Specific Objectives

% To assess the quality of gynecological cancer care from the patient’s perspective
(perceived reality & subjective importance) among gynecological cancer patient on
treatment

« To determine the influencing factor of the quality of gynecological cancer care in public

hospitals, Addis Ababa, Ethiopia, 2025.
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5 METHODS

The study is conducted in Addis Ababa, the capital city of Ethiopia, covering 527 square
kilometers(62). It is divided into 11 sub-cities. There are 6 hospitals and 98 health centers under
the Addis Ababa Health Bureau and 8 hospitals under the federal government, which are 5
hospitals under the Federal Ministry of Health and 3 hospitals under the defense force and
police. The study was conducted at Tikur Anbessa Specialized Hospital (TASH) and Saint
Paul’s Hospital Millennium Medical College (SPHMMC) purposively selected. TASH is the
largest tertiary hospital located in the Lideta sub-city of Addis Ababa, Ethiopia. The hospital,
which is run by Addis Ababa University, has over 800 beds, among which 25 were devoted to

cancer care.

TASH's oncology unit is the country's largest referral center, serving over 9,000 cancer patients
each year. It is the country's only oncology referral center for radiation. There are three in-
patients and two out-patient rooms in the oncology department at TASH. There are 825 nurses,
204 non-specialist medical doctors, 209 medical specialists, and 50 medical subspecialists,

including 15 oncology nurses and 8 clinical oncologists in the hospital (63).

Saint Paul's Hospital and Millennium Medical College (SPHMMC) is the second-largest
teaching and referral hospital in Ethiopia, located in the Gulelle sub-city of Addis Ababa. The
oncology center at SPHMMC was opened on August 1, 2018, and it is the country's second
hospital to provide cancer treatment (64). The hospital has a total of 700 beds, among which 13
are devoted to cancer patients. The hospital serves around 4,152 patients each year. There are

2 inpatient and 3 outpatient rooms in the oncology department at SPHMMC.

An institution-based cross-sectional study design was conducted at public hospitals of oncology

units in Addis Ababa, Ethiopia, from February 18 to marchl18, 2025.

11



5.3 Source population and study population
Source population

All women diagnosed with gynecological cancer who receive oncology services at TASH and

SPHMMC,

Study population

All Women diagnosed with gynecological cancer at TASH and SPHMMC receiving care
during the study period.

5.4 Eligibility Criteria
Inclusion Criteria

(1) All women willing to participate in the study

(i1) who had already history of primary biopsy-confirmed gynecologic malignancy and started
treatment during the study period (i.e., at least greater than or equal to one cycle of
chemotherapy, day surgery in the past two weeks, or follow-up care in the past 3 to 24)

Gynecological oncology outpatient clinic)(65)

(i11) Patients admitted for gynecologic oncology care who are being discharged following the

completion of their inpatient treatment.
Exclusion Criteria
(1) Women with gynecologic cancer (aged < 18 years)
(i1) Patient who are critically ill.

(ii1) patient who have comorbidity (non-communicable disease (mental health disorder, DM,

CVD and HTN) and communicable disease (HIV/AIDS and TB)

12



The sample size of study participants was calculated using the single population proportion
formula. The calculation considered the Prevalence of patient satisfaction taking 41% of the

studies in Jimma (66). By using the following formula, the sample size was calculated:

2 P(1-P)
d2

n=2(3)
Where:
e n = Required sample size
e Z = Standard normal value at a given confidence level (1.96 for 95% confidence)
e p = Estimated proportion of (41%=0.41)

e d=Margin of error (d=0.5, 5% margin of error)

Sample size n=372, Then after adding a 10% for possible nonresponse rate, the optimal sample

size was = 410

13



5.6 Sampling Procedures

There are 14 public hospitals in Addis Ababa; however, not all offer gynecologic cancer care.
Therefore, this study was conducted purposively at two public hospitals that provide oncology
services: St. Paul’s Hospital Millennium Medical College and Black Lion Specialized Hospital.
The total sample size was proportionally allocated based on the previous year’s annual
gynecologic cancer admission reports from each hospital, with a combined total of 3,772

admissions. Study participants were then selected using a systematic random sampling method.

Public Hospitals with Oncology
services in Addis Ababa

v
SPHMMC TASH
1688 2084
A
180 230

Figure 2:Diagrammatic presentation of the sampling procedure for patient perspectives with the
quality of gynecological cancer care in selected public hospitals, Addis Ababa, Ethiopia, 2025.
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A structured interview questionnaire was used for data collection. Part I: sociodemographic
information of the study participants. Part II: The participant's clinical characteristics and
treatment history was taken from the chart. Part III: The QPP-Gyn CA (Quality of patient
perspective on gynecological cancer care) tool consists of a 27-item assessment of the quality
of care derived from patients’ perceptions of care, which has four dimension (Medical-technical
competence, Physical technical condition, Identity oriented approach, and Socio cultural). Each
item of the QPP was answered in 2 ways: how the patients perceived the quality of care during
treatment (perceived reality [PR] scale), that is, “this is how I experienced the care...” and how
they perceived the importance of each aspect of care (subjective importance [SI] scale), that is,
“this is how important it was to me...”. A 4-point Likert-type scale was used. The PR scale
ranged from 1 “do not agree at all” to 4 “fully agree”, and the SI scale from 1 “no importance”
to 4 “of very importance™). A “not applicable” option was available for both scales (67). Based
on the calculated mean, Level scores of PR classified as high if the score greater than or equal
to the mean score (2.95) and low if the score less than the mean score (2.95), and SI classified
as high if the score greater than or equal to the mean score (3.6) and low if the score less than

the mean score (3.6).

Outpatient were recruited by referring from the hospitals log book which encompasses patient
clinical history and appointment date. Inpatient participants were recruited by examining their
medical records which also indicate the clinical history and length of stay in the ward. After
identifying the number of valid participants, the questionnaire was customized for this study in
English language and then translated into Amharic language by language expert. Informed
consent was obtained from each study participant before the data collection. Data was collected
in a separate room to avoid the introduction of bias during the interview. The data was collected
through a Kobo collector and then transferred to SPSS version 27 for analysis. Descriptive
statistics and binary logistic regression analysis was done to see the association of different

variables with outcome variables.
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Dependent Variables:

e Quality of gynecological cancer care in terms of received reality

¢ Quality of gynecological cancer care in terms of Subjective importance

Independent Variable

¢ Sociodemographic characteristics: Includes age, marital status, educational level,

Occupation, Household income, service fee and residential area.

e Clinical factors: types of cancer, stage of cancer, treatment modality, chemotherapy

cycle.

Quality of care from patient perspective

Patients’ views on what is important in connection with the care they receive seen as one
aspect of quality of care and patient satisfaction has increasingly come to be seen as an indicator

of quality of care (68).

Perceived reality [PR]: how the patients perceived the quality of care during treatment, that

is, “this is how I experienced the care...” and

Subjective importance [SI] scale: how the patients perceived the importance of each aspect

of care, that is, “this is how important it was to me...”.

®,

¢ Score for PR: Patients perceived realty scoring above or equal to the mean (2.95) is
high perceived reality (PR) score and below the mean is low score of PR (67).

% Score for SI: Patients subjective importance more than or equal to mean (3.6) is high

subjective Importance and below the mean score is low SI (67)

Quality of care in patient perspective, QPP, classified based on previous studies on bases PR
and SI score as bellow (47)
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o Care QPP is considered to be high when PR scores are higher than scores on SI
and also when both scores on PR and SI are high and in balance (high scores on
QPP items range from about 3.30 to 4.0).

o Care quality is considered deficient from the patient’s perspective when scores on
SI are higher than scores on PR.

o Care quality is considered low when the balance is low on both SI and PR (scores
ranging from 3.00 and lower are considered a low-quality rating).

o Scores ranging between 3.30 and 3.00 are considered a modest rating.

The 27 QPP-Gyn Ca 4 dimension:

» Medical-technical competence was assessed by 5 items,

o e.g. The best possible medical treatment is carried out with accuracy and care.
» Physical-technical conditions were assessed by 2 items,

o e.g. Access to the technical aids I need medical equipment
» ldentity—orientated approach was assessed by 16 items

o e.g. The feeling that I was treated with respect by the health personal and

received helpful information.
» Socio—cultural atmosphere was assessed by 4 items,
o e.g. The feeling that my desires and needs were not restricted by the organization

and getting opportunity to speak to health personal

For mean deference

e positive value-expectation not meet (care was important to the patient but their
experience was worse)
e zero-expectation meet

e negative value-care exceeded expectations
Waiting Time: According to the WHO's general guidelines, an acceptable waiting time for
oncology services at a hospital should be no longer than two months (62 days) from the date of

an urgent referral for suspected cancer to the start of definitive treatment; this includes the time
needed for diagnosis and treatment planning (69).
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The questionnaire was prepared in English, translated to Amharic (the national language), and
retranslated to English to check for inconsistency. Two weeks before the data collection, the
tool was tested on 20 patients (5%) of the total sample size and tested the samples at
Yekatit12MC. Four BSc experienced nurses, and two experienced MSc nurse supervisors were
trained for a day, and each were assigned to hospitals and collected the data. During the data
collection time, close supervision and monitoring was carried out by supervisors and
investigators to ensure the quality of the data. Finally, the supervisor and investigator checked
all the collected data for completeness and consistency during the data management, storage,

and analysis.

Data was checked for completeness and consistency, and then it was exported to SPSS software
version 27 for analysis. Cross-tabulation was done among the dependent variable and
independent variables. The model fitness to the data was checked using the Hosmer and
Lemeshow test. Mean was used for normally distributed continuous variables and paired T-test
was used to compared mean score difference between subjective importance (SI) and perceived
reality (PR) to identify care quality gaps in the four dimensions (medical technical competence,
physical technical competence, identity-oriented approach and socio-cultural atmosphere) of
quality of care from patient perspective. In the bi-variable analysis, variables with p-
values<0.25 was analyzed and fitted to multivariate analysis. In the final logistic regression
model, the statistical significance was declared at p<0.05, and the presence and strength of
associations was summarized using an adjusted odds ratio with 95% confidence intervals.

Finally, study findings are presented in texts, graphs, and tables.

First, Ethical clearance was obtained from AAU, College of Health Science, School of Nursing
and Midwifery, as well as the SPHMMC ethical clearance committee. Verbal consent was
received from the study participant after explaining the study objectives and procedures and

their right to refuse to participate in the study any time they want. Information is gathered in
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separate rooms to maintain their privacy and information acquired from the patient was kept
confidential. Names were anonymous by using study record numbers only. It is believed that
there is no anticipated harm for the patients except for their time scarification at the time of data

collection.

The result of the study will be submitted and presented to Addis Ababa University, School of
Nursing and Midwifery. The study result will also be submitted to TASH, SPHMMC, the
Ministry of Health (MOH), and other interested parties to update information and use it for
intervention. In addition, the result will submit for publication in peer-reviewed and indexed

journals.
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6 RESULT

The findings of this study are presented in three sections. The first section focuses on the socio-
demographic characteristics of gynecological cancer patients. The second section examines the
clinical and medical factors related to these participants. The third section explores the
perceived reality and the subjective importance of gynecological cancer care and treatment

among women currently undergoing treatment for gynecological cancer.

A total of 410 gynecological cancer patients were included in this study with 100% response
rate. The mean age of the study participants was 52.2 (12.82+) ranging from 20-82 years.
Among the participants, 227 (55.4%) were urban by residence, while 209 (51%) and 153
(37.3%) of them were married and not attained formal education. About 216 (52.7%) of them
were housewife, whereas 244 (59.5%) were community-based health insurance user for their
medical care and treatment. The results of socio demographic characteristics of study

participants were shown in (Table 1)
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Table 1. Socio-demographic characteristics of study participants (n=410)

Variables Frequency Percent
Age 20-29 16 3.9
30-39 50 12.2
40-49 113 27.6
50-59 108 26.3
>60 123 30
Marital status Married 209 51
Single 71 17.3
Divorced 101 24.6
Widowed 29 7.1
Educational No formal education 153 37.3
status Can write and read 74 18
Primary school 66 16.1
Secondary school 53 12.9
College or university 64 15.6
Occupation Governmental 65 15.9
Self 100 244
Daily laborer 21 5.1
Student 8 2.0
Housewife 216 52.7
Household <7000 ETB 244 59.5
monthly income 700kt 166 40.5
Service charge Community health insurance 244 59.5
Out of pocket 166 40.5
Residence Urban 227 55.4
Rural 183 44.6
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Among the study participant majority of them, 187 (45.6%) were patients with cervical cancer
followed by ovarian cancer 71 (17.3%), while only 31 (7.6%) and 35 (8.5%) of the participant
on treatment and care for their vulvar cancer and vaginal cancer respectively. The result also
shows that a significant number of women who currently on treatment had advanced stage of
cancer. Of them 129 (31.5%) accounts for cancer stage 2 and 136 (33.2%) for cancer stage 3.
Among the participants who were on cancer treatment 182 (44.4%) of them treated with both
chemotherapy and radiotherapy while 36 (8.8%) were managed with all the three-treatment
modality (Chemotherapy, radiotherapy and surgery). About 105 (25.6%) of the patient took 1
up to 6 chemotherapy cycle on the other hand, about 65 (15.9) of them not yet started. The

result of participant clinical factors shown below in table 2

Table 2. Clinical factors of patients with gynecological cancer care and treatment(n=410)

Variables Frequency Percent
Type of Cervical 187 45.6
. Ovarian cancer 71 17.3
gynecological Vulvar cancer 31 7.6
cancer Vaginal cancer 35 8.5
Endometrial cancer 37 9
Other gynecological cancer 49 12
Stage of cancer Stage 1 66 16.1
Stage 2 129 31.5
Stage 3 136 332
Stage 4 79 19.3
Treatment modality =~ Chemotherapy only 71 17.3
Surgery and chemotherapy 67 16.3
Chemotherapy and radiotherapy 182 44 .4
Surgery and radiotherapy 15 3.7
Surgery only 23 5.6
Chemotherapy, radiotherapy and surgery 36 8.8
Radiotherapy only 16 3.9
Chemotherapy cycle Not started 65 15.9
Cycle 1 23 5.6
Cycle 2 39 9.5
Cycle 3 11 27.1
Cycle 4 37 9
Cycle 5 30 7.3
Cycle 6 105 25.6
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6.3 Perceived reality and subjective Importance of gynecological cancer patients on

treatment

In this study, 27 Likert scale items; (sub-classified as Medical-technical competence, physical
technical condition, Identity Oriented approach, information related to self-care, respect and
socio-cultural atmosphere) were used to assess gynecological cancer care quality from patient’s
perspective, i.e. perceived reality and the corresponding subjective Importance of that care

among gynecological cancer patient’s cancer treatment journey.

6.3.1 Perceived reality of gynecological cancer patients for gynecological cancer treatment

The lowest perceived reality score was 27 and the highest was 105. The mean score was 2.95
with standard deviation (SD + 0.46). Overall, 204 (49.8%) of the participants had high perceived
realty and 206 (50.2%) had low perceived reality regarding to gynecological cancer care and
treatment. Less than half of the participants125 (30.5%) in the medical-technical competence
item, strongly agreed that they had received the best possible help for their troublesome
symptoms. Majority of the participants, 255 (62.2%), somewhat disagreed that they received

information about urinary problem related to their cancer treatment. See Table 2
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Table 3. Gynecological cancer patients and their Perceived realty for their treatment and care
in Black Lion and St. Paul’s specialized hospitals,2025(n =410)

Perceived reality statements about gynecological care and treatment among gynecology Not agree | Somewha | Somewha | Fully agree
. at all t disagree. | tagree
cancer patient under treatment
N (%) N (%) N (%) N (%)
I received the best possible help for Troublesome symptoms 28(6.8) 47(11.5) 210(51.2) | 125(30.5)
I received the best possible help for pain. 27(6.6) 60(14.6) 187(45.6) | 136(33.2)
I received the best possible help for Lack of sleep. 46(11.2) 109(26.6) | 176(42.9) | 71(17.3)
I received the best possible help for anxiety. 45(11) 115(28) 168(41) 79(19.3)
]
g
‘g I received the best possible medical treatment and care. 8(2) 68(16.6) 192(46.8) | 141(34.4)
£
S
= 41 received examinations and treatment within acceptable wait times. 95(23.2) 66(16.1) 170(41.5) | 79(19.3)
E g
=
E I had access to the necessary equipment 32(7.8) 51(12.4) 208(5.7) 119(29)
'§ I received helpful information about Planning continued treatment and care. 14(3.4) 109(26.6) | 197(48) 90(22)
>
I received helpful information about how examinations and treatments would take | 21(5.1) 73(17.8) 212(51.7) | 104(25.4)
place.
I received helpful information about the results of examinations and treatments. 10(2.4) 82(20) 191(46.6) | 127(31)
I had good opportunities to participate in decisions that applied to my individual | 32(7.8) 52(12.7) 194(47.3) | 128(31.2)
care plan
I received helpful information about Self-care 49(12) 76(18.5) 174(42.4) | 97(23.7)
> I received helpful information about Urinary problems. 152(37.1) 252(61.5) | 3(0.5) 3(0.5)
§
§ I received helpful information about difficulty in controlling the bowels. 34(8.3) 66(16.1) 188(45.9) | 122(29.8)
E
g I received helpful information about Genital discomfort 3(0.7) 53(12.9) 188(45.9) | 162(39.5)
<
2
2 I understood my medications effects and how to take them. 87(21.2) 89(21.7) 143(34.9) | 90(22)
E
<
S I received helpful information on cancer and its treatment could affect my sexual | 82(20) 126(30.7) | 124(30.2) | 73(17.8)
=
.2 | function.
<
g I received helpful information about How my sexual function could be preserved. 82(20) 71(17.3) 172(42) 82(20)
o
£
How cancer and its treatment affect fertility 3(0.3) 14(3.4) 240(58.5) | 153(37.3)

24




The HCP Seemed to understand how I experienced my situation. 4(1) 31(7.6) 182(44.1) | 186(45.4)
g
% The HCP Treated me with respect 4(1) 241(58.8) | 165(40.2) | 00
o
]
};; The HCP Showed commitment: “cared about me” 8(2) 30(7.3) 216(52.7) | 156(38)
]
[
My care was guided by my needs rather than by routines. 6(1.5) 62(15.1) 172(42) 161(39.3)
(o]
% I was allowed to speak to HCP undisturbed when I wanted 4(1) 60(14.6) 217(52.9) | 123(30)
:
= My relatives were treated with respect. 6(1.5) 40(9.8) 172(42) 192(46.8)
=
E
8 the HCP I met had the competence and skills necessary for my care (as far as I could | 27(6,6) 60(14.6) 187(45.6) | 136(33.2)
2 | tel)
A I received helpful information about who to contact at the hospital if I had any | 32(7.8) 52(12.7) 194(47.3) | 128(31.2)
questions.

HCP: health care professionals

6.3.2 Subjective Importance of gynecological cancer patients for gynecological cancer

treatment

The descriptive analysis result of the study indicts that the lowest subjective Importance score
was 27 and the highest score was 108. The mean score was 3.6 with standard deviation (SD =+
0.48). Participants who score less than mean score (3.6) were considered as having low
subjective importance whereas those who scores greater than or equal to 3.6 were considered
as having high subjective importance. Overall, 253 (61.7%) of the participants had high
subjective importance and 157 (38.3%) had low subjective importance regarding to
gynecological cancer medical care and treatment. More than two-third (84.9%) of
gynecological cancer patient, receiving the best possible help for their treatment related pain
was very important. Similarly, about 355(86.6%) of them claimed that during the gynecological
cancer treatment, getting the best possible medical treatment and care was very important. See

table,3.
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Black Lion and St. Paul’s specialized hospitals; Ethiopia, 2025

Table 4: Gynecological cancer patients Subjective Importance for their treatment and care

Subjective Importance Statements about gynecological care and | no Slightly Moderately | Very
treatment among gynecology cancer patient under treatment importa | important | important important
N (%) | N (%) N (%) N (%)
How important receiving the best possible help for | 4(1) 1(0.2) 53(12.9) 350(85.4)
Troublesome symptoms
S I received the best possible help for pain. 2(0.5) 4(1) 56(13.7) 348(84.9)
2 g
=
b5 § I received the best possible help for Lack of sleep. 103(25.1) | 296(72.2) 5(0.20)
g é 11(2.7)
[+
% S I received the best possible help for anxiety. 2(0.5) 78(19) 107(26.1) 222(54.1)
[P)
=
I received the best possible medical treatment 2(0.5) |102.4) 43(10.5) 355(86.6)
I received exam. and treatment within acceptable wait 2(0.5) 14(3.4) 36(8.8) 358(87.3)
i times.
=
S I had access to the necessary equipment. 2(0.5) 23(5.6) 142(34.6) 243(59.3)
3
=
S I received helpful information about Planning continued | 6(1.5) 19(4.6) 116(28.3) 269(65.6)
s treatment and care.
E I received helpful information about how examinations | 4(1) 5(1.2) 80(19.5) 320(78)
E and treatments would take place.
= I received helpful information about the results of | 2(0.5) 28(6.8) 117(28.5) 262(63.9)
%\ examinations and treatments.
= I had good opportunities to participate in decisions that | 4(1) 25(6.1) 126(30.7) 255(60.2)
applied to my individual care plan.
I received helpful information about Self-care 4(1) 30(7.3) 104(25.4) 272(66.3)
>
§ I received helpful information about Urinary problems. 2(0.5) 20(4.9) 61(14.9) 327(79.8)
%
(]
2 I received helpful information about difficulty in | 13(3.2) | 52(12.7) | 136(33.3) 209(51)
N controlling the bowels.
§ I received helpful information about Genital discomfort 12(2.9) | 55(13.4) | 132(32.2) 208(50.7)
o
[
= I understood my medications effects and how to take | 4(1) 38(9.3) 119(29) 249(60.7)
3 them.
= I received helpful information about How cancer and its | 3(0.7) 8(2) 93(22.7) 306(74.8)
= treatment could affect my sexual function.
]
= I received helpful information about How my sexual | 3(0.7) 9(22) 63(15.4) 335(81.7)
g function could be preserved.
o
E How cancer and its treatment affect fertility 2(0.5) 28(6.8) 105(25.6) 275(67.1)
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hospital if I had any questions.

The HCP understand me how I experienced my situation. | 3(0.7) 5(1.2) 82(20) 318(77.6)
=)
=
= é? The HCP Treated me with respect 4(1) 19(4.6) 111(27.1) 276(67.3)
E © | The HCP Showed commitment: “cared about me” 3(0.7) 5(.2) 44(10.7) 358(87.3)
my care was guided by my needs rather than by routines | 4(1) 19(4.6) 111(27.1) 276(67.3)
(o]
]
?}a I 'was allowed to speak to HCP undisturbed when [ wanted | 2(05) 4(1) 167(40.7) 234(57.1)
]
=
< My relatives were treated with respect 3(0.7) 5(1.2) 44(10.7) 358(87.3)
=
5
= The HCP I met had the competence and skills necessary | 2(0.5) | 4(1) 56(13,7) 348(84.9)
2 for my care.
.g I received helpful information about who to contact at the | 2(0.5) 8(2) 142(34.6) 258(62.9)
n
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6.3.3 Differences in gynecological Cancer Patients’ Perspective of Quality of Care in

Terms of Perceived Reality and Subjective Importance

All four dimensions (medical technical competence, physical technical competence, identity-
oriented approach and socio-cultural atmosphere) show a statistically significant difference
between what patients experienced (PR) and what they considered important (SI), with P-values
< 0.001. Patients consistently rated the importance of care (SI) higher than their actual
experiences (PR). This indicates a gap in quality-of-care patients are not receiving care at the

level they feel is important. See the following graph.

The lowest gap was reported in socio-cultural atmosphere (Mean Difference: 0.45), which
significant (p<0.001) this area showed a closer alignment between expectations and
experiences. The highest gap was reported in Physical-Technical Conditions (Mean Difference:
1.04) Patients felt this was highly important but rated their actual experience significantly lower
(p<0.001).

Figure 3: Mean of subjective importance and perceived reality according to item group or
dimension.
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6.3.4 Factors associated with perceived reality of gynecological cancer treatment

In bivariate logistic regression analysis, a total of 11 (7 socio-demographic variables and 4
clinical factors) were tested to check for association with dependent variable (perceived reality
of gynecological cancer treatment). Among these variables, nine of them (marital status, level
of education, occupation, monthly income, service fee, residence of the participant, cancer type,
stage of cancer and chemotherapy cycle) were found to have significant association with
perceived reality of gynecological cancer treatment. Eight variables that were found to have
significant association perceived reality of gynecological cancer care and treatment in binary

logistic regression were put in to multiple logistic analysis model.

In multivariate analysis level of education, monthly household income, cancer type and
chemotherapy cycle were significantly associated with perceived reality of gynecological
cancer treatment and care. Patients who were educated at the college or university level were,
5.63 times more likely to have high perceived realty about the gynecological cancer care and
treatment than those who don’t have formal education (AOR =5.631; 95% CI= 1.82-17.50; P=
.003). Similarly, women whose household monthly income greater than 7000 ETB have higher
perceived realty about the gynecological cancer medical treatment with the odds of 2.05 than
those earned less than 7000 ETB (AOR=2.05; 95% CI= 1.11-3.78; P=0.022). Cancer type and
chemotherapy cycle also significantly associated with the outcome variable. Patients with
ovarian cancer 3.04 times more likely to have high gynecological cancer treatment perceived
realty than who were with cervical cancer (AOR=3.04; 95% CI=1.24-7.50; P=0.015). However,
Other cancer type (Gestational trophoblastic disease and fallopian tube cancer) 0.24 times less
likely to have high gynecological cancer treatment perceived realty than who were with cervical
cancer. Finally, compared to those patients who didn’t start chemotherapy, those who have
taken 2 cycles were 8.4 more likely to have higher perceived realty of gynecological cancer

treatment (AOR=8.4; 95% CI=1.25=57.17).
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Table 5. Bivariate and multivariate regression analysis of factors associated with patient
perceived reality for gynecological cancer treatment, 2025.

Variables Perceived COR (95% CI) AOR (95% CI) P-
reality of care Value

Level of No education 93 60 1 1 1

education | write & read 46 28 0.943 (0.53,1.67) 0.95(0.43, 2.10) 0.891
Primary 30 36 1.860(1.04,3.33) 1.640(.700, 3.84) 0.255
Secondary 25 28 1.736 (0.94, 3.26) 1.232(.462, 3.287) 0.676
Higher education | 12 52 6.72(3.31,13.62) 5.631(1.82,17.50) 0.003

Occupation | Gov. Employ 28 37 1 1 1
Self-employ 41 59 1.089 (0.58, 2.05) 1.29(0.55, 3.04) 561
Daily laborer 15 6 0.303 (0.10, 0.89) 1.30(0.30, 5.64) 726
Student 4 4 0.757(0.17,3.29) 2.75(0.30, 25.39) 374
House wife 118 98 0.628 (0.36, 1.10) 2.11(0.86, 5.2) .105

Monthly <7000 ETB 145 99 1 1 1

HH.income | >7000 ETB 61 105 2.521(1.68, 3.78) 2.05(1.11, 3.78) .022

Service fee | Insurance 134 110 1 1
Paid 72 94 1.590 (1.07, 2.37) 1.12(.658, 1.916) 671

Residency | Urban 102 125 1 1
Rural 104 79 0.62(0.47, 0.92) 1.19(0.66, 2.16) .566

Cancer Cervical 85 102 1 1

type Ovarian 31 40 1.60(0.85, 3.02) 3.04(1.24, 7.50) 015
Vulvar 18 13 1.72(0.84,3.60) 0.80(0.32, 2.00) .635
Vaginal 22 13 0.963 (0.39,2.39) 0.61(0.21, 1.81) 377
Endometrial 22 15 .788(0.324, 1.92) 0.388(0.14,1.08) .069
Other ca 28 21 0.909 (0.38, 2.16) 0.243(0.073, 0.80) 021

Stage of Stage 1 37 29 1 1

cancer Stage 2 72 57 1.01(0.56, 1.84) 0.529(0.19, 1.45) 217
Stage 3 60 76 1.616(0.89, 2.92) 0.73(0.25, 2.11) 556
Stage 4 37 42 1.448(0.75, 2.79) 0.54(0.17, 1.69) 291

Chemother | Not started 41 24 1 1

apy cycle Cycle 1 15 8 0.91(0.34, 2.46) 1.45(0.18, 12.02) 729
Cycle 2 16 23 2.464 (1.10, 5.54) 8.436(1.25, 57.17) .029
Cycle 3 72 39 0.93(0.50,1.75) 1.778(0.29, 10.84) .533
Cycle 4 8 29 6.19(2.44,15.71) 11.93(1.68, 84.64) .013
Cycle 5 15 15 1.71(0.712, 4.10) 2.13(0.29, 15.89) 458
Cycle 6 39 66 2.89(1.52,5.49) 3.979(0.626, 25.29) .143

Subjective | Low 102 104 1 1

Important | High 55 149 2.66(1.76,4.01) 2.72(1.58, 4.69) .000

1 —reference category, HH. Income= Household income
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In bivariate logistic regression analysis, a total of 11(7 socio-demographic variables and 4
clinical factors) were tested to check for association with dependent variable (perceived reality
of gynecological cancer treatment). Among these variables, seven of them (marital status,
monthly income, service charge, residence of the participant, cancer type, stage of cancer and
chemotherapy cycle) were found to have an association with subjective importance of
gynecological cancer patients to the treatment and care. The seven variables that were found to
have an association perceived reality of gynecological cancer care and treatment in binary

logistic regression were put in to multiple logistic analysis model.

In multivariate analysis, marital status, service charge, cancer type and chemotherapy cycle
were significantly associated with subjective importance of gynecological cancer treatment and
care. Those gynecological cancer patients who were single by marital status had 0.17 times low
subjective importance to cancer treatment and care compared to married women (AOR=0.17;
95%CI1=0.07-0.43; P=0.000). While women who were community-based health insurance user
for their medical care and treatment have 1.899 times higher subjective importance about the
gynecological cancer medical treatment (AOR=1.899; 95% CI=1.065, 3.389; P=.030).
similarly, women who have vaginal cancer were 8 times more likely to have higher subjective
importance to gynecological cancer treatment compared to cervical cancer (AOR=8.04;95%
CI=2.45-26.42; P=0.001). finally, those women who took 3™ and 6 cycle of chemotherapy
have 7.84 and 10.77 times more likely to have higher subjective importance to gynecological
cancer medical treatment compared those who didn’t start chemotherapy respectively

((AOR=7.84; 95% CI= 1.48-41.59; P=.016 and AOR=10.77; 95% CI; 1.93, 60.17P= 000).
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Table 6 : Factors associated with patient subjective importance of medical care and treatment
among women with gynecological cancer on treatment in Tikur Anbessa and St.Paul’s
Specialized Hospitals, Ethiopia

Variables Subjective
Importance

COR (95% CI)

AOR (95% CI)

P-Value

Marital status Married 74 135 1 1
Single 36 35 0.53(0.31,0.92) 0.17(0.07, 0.43) .000
Divorced 33 68 1.13(0.68, 1.87) 1.00(0.50, 1.99) 999
Widowed 14 15 .587(.269, 1.283) | 0.36(0.12, 1.06) .064
Monthly income <7000ETB | 111 | 133 1 1 1
>7000 ETB | 46 120 2.18(1.43, 3.32) 1.80(0.94, 3.47) .079
Service fee Insurance 108 | 136 1 1 1
Paid 49 117 1.896(1.25, 2.88) 1.899 (1.065, 030
3.389)
Residency Urban 73 154 1 1
Rural 84 99 0.56(0.37, 0.84) 0.71(0.39,1.29) 264
Cancer type Cervical 68 119 1 1
Ovarian 32 39 0.696(.40, 1.21) 1.11(0.43, 2.85) .836
Vulvar 16 16 0.54(0.25, 1.15) 0.87(0.32,2.36) 784
Vaginal 10 25 1.43(0.65, 3.15) 8.04(2.45,26.42) |.001
Endometrial | 11 26 1.35(0.63, 2.90) 2.12(0.75,5.98) 154
Other ca 20 29 0.83(0.44, 1.58) 0.72 (0.23,2.24) .569
Stage of cancer Stage 1 26 40 1 1
Stage 2 52 77 0.96(0.53, 1.77) 0.678(.216,2.127) | .505
Stage 3 60 76 .823(1.498, .452) | 454 (.141,1.461) | .185
Stage 4 19 60 2.05(1.00,4.19) 1.12(0.31, 4.08) .867
Chemotherapy Not started | 29 36 1 1
cycle Cycle 1 14 9 0.52(0.196, 1.366) | 2.13 (0.29,15.75) | .461
Cycle 2 24 15 .503(.224,1.131) 3.16(0.51,19.79) 218
Cycle 3 42 69 1.32(0.71, 2.46) 7.84 (1.48,41.59) |.016
Cycle 4 9 28 2.51(1.02, 6.14) 6.24(0.94,41.41) .058
Cycle 5 12 18 1.21(.502,2.910) | 6.688 (0.94, 47.38) | .057
Cycle 6 27 78 2.33(1.02, 4.49) 10.77(1.93, 60.17) | .007
Perceived reality Low 102 | 104 1 1
High 55 149 2.66(1.76,4.01) 2.95(1.72,5.08) 000

Key: 1 —reference category
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7 Discussion

This study assessed gynecological cancer care quality from patient’s perspective, i.e. perceived
reality and the corresponding subjective Importance of that care among gynecological cancer
patient’s treatment course in St. Paul millennium medical college and Tikur Anbessa
specialized hospital, Ethiopia. It aimed to provide an insight about quality of care to

gynecological cancer among patients on any types of gynecological cancer care and treatment.

According to the findings in the present study, about half, 204 (49.8%) of the participants had
high perceived realty concerning to the quality of gynecological care they received. Similarly,
majority of gynecological cancer patients, 253 (61.7%) had high subjective importance in terms
of care quality to any gynecological cancer care and treatment. This is almost consistent with
the study done in Swedish on endometrial cancer care quality which reported the highest levels
of perceived reality and subjective importance were reported in the dimension physical-
technical conditions and for the factor respect and empathy(28). This high percentage of
perceived realty and subjective importance of gynecological cancer care might be due to the
good health care provision in all Medical-technical competence, physical technical condition,
Identity Oriented approach, information related to self-care, respect and socio-cultural

atmosphere to gynecological cancer.

The results of the paired t-test analysis reveal significant discrepancies between patients
perceived reality of care and the importance they assign to different aspects of care across all
measured dimensions. In all four domains (medical-technical competence, physical-technical
conditions, identity-oriented approach, and socio-cultural atmosphere) patients rated the
subjective importance of care significantly higher than their actual experiences. The largest gap
was observed in physical-technical conditions. According to Quality from patient perspective
model, when scores on SI are higher than scores on PR, health care quality is considered

deficient from the patient’s perspective(47).

The study identified key factors significantly associated with patients perceived reality
regarding gynecological cancer care and treatment as a care quality measure. Patients with
college or university-level education were over five times more likely to have a high perceived

reality about their treatment compared to those with no formal education This finding is
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consistent with previous study. A cross sectional study done in Nigeria, implies that,
gynecological cancer patients with a higher educational level had a positive perception of care
services when compared with patients with lower level of education(36). This suggests that
higher education enhances health literacy, enabling patients to better understand their diagnosis,
treatment options, and the importance of adherence to medical advice. Furthermore, educated
patients are more likely to seek information, ask relevant questions, and engage actively in their
care process, all of which might be contribute to a heightened perception of the treatment reality.
Similarly, household income emerged as a significant predictor. Women from households
earning more than 7000 ETB per month had twice the odds of having a high perceived reality
compared to those with lower income. This is in line a study done in USA which suggests higher
income levels were positively associated with patient satisfaction (positive output of care
quality) (49). Higher income may reflect better access to healthcare resources, the ability to
afford transportation and supportive care, and reduced financial stress, all of which can
positively influence patients’ perceptions and engagement in their treatment. The type of
gynecological cancer also influenced patients’ perceptions. Those diagnosed with ovarian
cancer were three times more likely to report high perceived reality than those with cervical
cancer. In contrast to our study, a study done in Netherland many patients diagnosis with
ovarian cancer less satisfied with care compared with patients other type of cancer treatment
(54). This may be due to differences in the public awareness, or treatment pathways between
cancer types. Ovarian cancer often requires more intensive diagnostic and treatment regimens,
possibly leading to more frequent patient-provider interactions and greater awareness of the
disease process. The number of chemotherapy cycles completed showed a strong association
with perceived reality. Patients who had completed two cycles of chemotherapy were eight
times more likely to report high perceived reality of care compared to those who had not started
treatment. Controvert to this study a research in Iran shows that patients with their 3rd and 5th
cycle of chemotherapy cycle experienced a significance pain and fatigue that worsen quality of
life compared to the first 2 cycles of chemotherapy (58). (This suggests that direct experience
with treatment may reinforce patients’ understanding and acceptance of their condition and care

plan. It may also indicate increased communication and education during the treatment process.

There were also factors which have significantly association with the other gynecological

cancer quality indicator in patient perspective; i.e. Subjective importance. Women who were

34



single had significantly lower perceived importance of cancer treatment and care compared to
their married counterparts. A study in Egypt found that married individuals have high subjective
importance than divorced individuals (50). This may be attributed to the emotional,
psychological, and logistical support often provided by spouses in times of illness. Married
women may benefit from greater encouragement to seek care, better treatment adherence, and
increased engagement in decision-making processes, all of which could enhance their
perception of the importance of treatment. In contrast, access to community-based health
insurance was associated with a higher perception of treatment importance. Women who used
such insurance services were nearly twice as likely to report higher subjective importance of
gynecological cancer care compared to those paid. In contrast to this, the study done in USA,
about sixty-five percent of the patients reported being in debt due to their gynecological cancer
care. This finding suggests that financial protection plays a critical role in improving patients’
attitudes toward medical care. By reducing out-of-pocket expenses and financial stress,
community-based health insurance may increase patients’ willingness and ability to seek and

value treatment(70).

In this study type of cancer also significantly influenced subjective importance of the care.
Women diagnosed with vaginal cancer were eight times more likely to perceive cancer
treatment as important compared to those with cervical cancer. This could be related to vaginal
cancer may present more severe symptoms in early stage or require more intensive treatment,

prompting a stronger perception of treatment urgency and value among those affected.

Moreover, chemotherapy experience was strongly associated with increased perceived
importance of treatment. Women who had received the third and sixth cycles of chemotherapy
were significantly more likely to report higher subjective importance of gynecological cancer
treatment than those who had not begun chemotherapy. A study in Iran shows, patients with
their 3™ and 5™ cycle of chemotherapy experience a significance pain and fatigue that worsen
quality of life compared to the first 2 cycles of chemotherapy (58). This suggests that as the
number of chemotherapy cycles increases, the intensity of treatment-related side effects such
as pain and fatigue also rises. Consequently, patients undergoing later cycles of chemotherapy

are more likely to seek intensive care and support to manage these complications. The increased

35



burden of side effects may heighten patients’ perception of the importance of treatment, as they

associate intensive care with relief from their worsening symptoms.(71)

36



8 LIMITATIONS AND STRENGTH OF THE STUDY

8.1 Limitations

o Healthcare quality is a broad concept that is affected by several factors and cannot
be adequately explained through quantitative studies alone; there need to be
triangulated with other researcher type.

o The study may be subject to recall bias, particularly among gynecologic cancer
outpatients who attended follow-up appointments more than six months after

treatment(72)

8.2  Strength of this study

o This may be the first research in Ethiopia assessment on quality of gynecological

cancer care from patients’ perspectives, (QPP-Gyn Ca).
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9 CONCLUSION AND RECOMMENDATION

9.1 Conclusion

The overall subjective importance (SI) of care to the present study is higher than perceived
reality (PR) of women treated for gynecological cancer, which may indicate that deficient care
was given. This means the healthcare system did not meet the patient's expectations in crucial
areas. The study showed that college or university level education, living income greater than
7000 ETB, diagnosis with ovarian cancer type, as well as marital status, service charge,
diagnosis with vaginal cancer type and 3rd and 6th chemotherapy cycle were significantly

associated with patient perspective of the quality of gynecological care.

9.2 RECOMMENDATION

The study showed that the overall subjective importance score of gynecological cancer patients
was high compared to the corresponding perceived realty (actual care received) of patient for
their cancer treatment and care. This may indicate that insufficient attention was given to

important care aspects. Therefore:

®,

¢ In the city administration level: Addis Ababa health bureau needs to be facilitated a
broad and Integrative research to further aware about the care quality compromising in
gynecological cancer.

% In hospital level: the two research site hospitals (St. Paul Millennium medical college
and Tikur Anbessa Specialized hospitals) should revise their protocols and guidelines.

¢ Implication to Nursing Practice: ongoing training and quality improvement initiatives
are essential to bridge the gap between perceived importance and actual care,
ultimately enhancing patient satisfaction and health outcomes in gynecological cancer
care

¢ Furthermore, the hospitals should give training on gynecological cancer care for their

staffs.
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11 ANNEXES

Good morning/ afternoon.. I am conducting a study on the assessing patient perspectives on the

quality of gynecological cancer care in Addis Ababa public hospitals, Ethiopia, 2025.

Title of the research: Quality of patient perspectives on the quality of gynecological cancer

care selected in Addis Ababa public hospitals, Ethiopia, 2025.

Objective: To assess patient perspective on the quality of care provided for women with

gynecologic cancer in Addis Ababa public hospitals, Ethiopia, 2025.
Participants: All women diagnosed with any type of gynecologic cancers
Potential Risks: There is no foreseen risk by being involved in this study.

Benefits: No financial benefits are related to this study. Hence, you are indirectly benefiting
other patients and society in this respect. I want to ask you a few questions. Your honest
response to the questions can help the study achieve its objective. All the information that you
give will be kept confidential and private. Only the principal investigator and interviewer will
have access to the information. You are kindly requested to respond voluntarily. You can also
choose not to participate in this study totally or if you become uncomfortable during the study,
you will be allowed to leave the interview at any time. At any time that you have questions, you

can contact me by using the following Addresses.
Principal investigator, Betelhem Degfe

Email, betelihemdegfe@gmail.com
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mailto:betelihemdegfe@gmail.com

In signing this document, I have been informed that the purpose of this study is to assess the
level of patient satisfaction with the quality of gynecologic cancer care service in selected public
hospitals, Addis Ababa, Ethiopia, 2025. I understand that participation in this study is entirely
voluntary. I have been told that my answers to the questions will not be given to anyone else
and no reports of this study ever identify me in any way. I have also been informed that my
participation or non-participation or my refusal to answer questions will not affect me. I

understood that participation in this study does not involve risks.

Respondent’s signature

Date of interview: Time started: Time finished:
Interviewer Name Signature Date
Supervisor’s name signature

Results of the interview questionnaire
1. Completed
2. Refused

3. Partially complete

46



Socio-demographic characteristics of the study participant on the study of patient satisfaction

with the quality of oncology services provided for women with gynecologic cancer in selected

public hospitals, Addis Ababa, Ethiopia, 2025.

S.N | QUESTIONS RESPONSE
101 What is your age? I...
What is your educational 1. No formal education
102} level? 2. Primary school
3. Secondary school
4. Certificate and above
103 What is your marital | 1. Single
status? 2. Married
3. Divorced
4. Widowed
104 What is your monthly 1. <7000ETB
ncome 2. >7000 ETB
105 Where is your permanent 1. Urban
residency? > Rural
106 | Types of service fee 1.community health insurance
2.out pocket
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The distribution of the characteristics of the participants related to their disease is presented

201 Types of cancer 1. Cervical cancer

2. Ovarian cancer

3. Vulvar cancer

4. Vaginal cancer

5. Endometrial cancer

6. Other gynecological

cancer

202 Stage of cancer 1. Stage 1

2. Stage 2

3. Stage3

4. Stage 4
203 Cycle of chemotherapy and 1. ......

radiotherapy

204 Cycle of chemotherapy | DU
205 Cycle of radiotherapy I........
206 Types of treatment modality 1. Chemotherapy only

2. Surgery and chemotherapy

3. Chemotherapy and
radiotherapy

4. Surgery and radiotherapy

5. Surgery only

6. Chemotherapy,
radiotherapy and surgery
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7. Radiotherapy only

QPP-Gyn Ca quality of care from patient perspective 27 items question answered in two way

PR (perceived reality) SI (subjective importance
NO. 1. Do |2.som | 3. 4. l.no | 2. 3. 4. very
not e impo | slig | mod | import
Some | fully
agree at | what rtant | htly | erate | ant
_ what | agree
all disagr atall | Imp | ly
agree .
ee orta | impo
nt rtant

Medical-Technical

Competence

301pr During my cancer treatment, [
received the best possible help
for(when needed)

Troublesome symptoms.

301(si) | How important was to receive
the best possible help for

troublesome symptoms

302(pr) | During my cancer treatment, |
received the best possible help

for pain.

302 (si) | How important was it to
receive the best possible help

for pain
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303(pr)

During my cancer treatment, |

received the best possible help

for Lack of sleep.

303(si) | How important was it to
receive the best possible help
for Lack of sleep.

304(pr) | During my cancer treatment, I
received the best possible help
for anxiety.

304(si) | How important was it to
receive the best possible help
for anxiety.

305(pr) | During my cancer treatment, [
received the best possible
medical treatment and care.

305(si) | How important was it to
receive the best possible
medical treatment and care.
Physical-Technical
Conditions

306(pr) | During my cancer treatment, |

received examinations and
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treatment within acceptable

wait times.

306(si)

How important was it to
received examinations and
treatment within acceptable

wait times.

307(pr)

During my visit to the
hospital, I had access to the

necessary equipment.

307(si)

How important was it to had
access to the necessary

equipment.

Identity-Oriented Approach

General information and
participation during cancer

treatment

308(pr)

During my cancer treatment, |
received helpful information
about Planning continued

treatment and care.

308(si)

How important was it to
receive helpful information
about Planning continued

treatment and care.
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309(pr)

During my cancer treatment, [
received helpful information
about how examinations and

treatments would take place

309(si)

How important was it to
receive helpful information
about how examinations and

treatments would take place

310(pr)

I received helpful information
about the results of

examinations and treatments.

310(si)

How important was it to
receive helpful information
about the  results of

examinations and treatments.

311(pr)

I received helpful information
about who to contact at the

hospital if [ had any questions.

311(si)

How important was it to
received helpful information
about who to contact at the

hospital if [ had any questions

312(pr)

During my cancer treatment, [

had good opportunities to
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participate in decisions that
applied to my individual care

plan.

312(si)

How important was it to had
good opportunities to
participate in decisions that
applied to my individual care

plan.

Information related to self-

care

313

During my cancer treatment, [
received helpful information
about Self-care: “how I should
best manage my health” (e.g.,

diet and exercise)

313(si)

How important was it to
received helpful information
about Self-care: “how I should
best manage my health” (e.g.,

diet and exercise)

314(pr)

During my cancer treatment, |
received helpful information

about Urinary problems.
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314(si)

How important was it to
received helpful information

about Urinary problems.

315(pr)

During my cancer treatment, |
received helpful information
about a Bloated abdomen and
difficulty in controlling the

bowels.

315(si)

How important was it to
received helpful information
about a Bloated abdomen and
difficulty in controlling the

bowels.

316

During my cancer treatment, [
received helpful information
about Genital discomfort (e.g.,
irritation or soreness and

bleeding)

316(si)

How important was it to
received helpful information
about Genital discomfort (e.g.,
irritation or soreness and

bleeding)
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317(pr)

My  medications, so I
understood their effects and

how to take them.

317(si)

How important was it to
understood their effects and

how to take them.

Information related to aspects

of sexuality

318(pr)

During my cancer treatment, [
received helpful information
about How cancer and its
treatment could affect my

sexual function.

318(si)

How important was it to
received helpful information
about How cancer and its
treatment could affect my

sexual function.

319(pr)

During my cancer treatment, I
received helpful information
about How my sexual function

could be preserved.

319(si)

How important was it to

received helpful information
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about How my sexual function

could be preserved.

320(pr)

How cancer and its treatment

affect fertility

320(si)

How important was it to
received helpful information
How cancer and its treatment

affect fertility

Respect and empathy

321(pr)

The healthcare personnel I
met at the time of my cancer
diagnosis Seemed to
understand how I experienced

my situation.

321(si)

How important was it to you
that the healthcare personnel
you met at the time of your
cancer diagnosis understood
how you were experiencing

your situation.

322(pr)

The healthcare personnel I
met at the time of my cancer
treatment, treated me with

respect
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322(si)

How important was it to you
that the healthcare personnel

treated you with respect

323(pr)

The healthcare personnel I
met at the time of my cancer
tereatment, Showed
commitment: “cared about

2

me

How important was it to you
that the healthcare personnel
you met at the time of your
cancer treatment Showes
commitment: ‘“cared about

2

you

Socio-Cultural Atmosphere

324(pr)

During my cancer treatment,
my care was guided by my

needs rather than by routines.

324(si)

How important was it to you
During your cancer treatment,
your care was guided your

needs rather than by routines.
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325(pr)

I was allowed to speak to HCP

undisturbed when I wanted

325(si)

how important was it to you
allowed to speak to HCP

undisturbed when you wanted

326(pr)

during my cancer treatment,
my relatives were treated with

respect.

326si

How important was it to treat
your relatives with respect

during your cancer treatment

Global single item related to

HCP person-related qualities

327(pr)

During my time at the
hospital, the HCP I met had
the competence and skills
necessary for my care (as far

as I could tell)

327(si)

How important was it to you
the HCP you met had the
competence and skills

necessary for your care (as far
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as you could tell) During your

time at the hospital,
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