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Abstract

Background: Cervical cancer is the second most prevalent malignancy in Ethiopia associated
with high mortality and morbidity. Nonetheless, few efforts have been made to assess the
patients’ HRQOL, and its predictive factors in Ethiopia.

Objective: To describe Health Related Quality of Life, its predictive factors of cervical cancer
patients in Tikur Anbessa Specialized Hospital and Saint Paul’s Hospital Millennium Medical
College, Addis Ababa, Ethiopia.

Methods: An institutional based cross-sectional study was conducted in Tikur Anbessa
Specialized Hospital and Saint Paul’s Hospital Millennium Medical College, from Feb to June,
2021G.C. A total of 264 cervical cancer patients were interviewed using the Amharic version of
European Organization for Research and Treatment of Cancer module (EORTC QLQ-C30), and
cervical cancer module (EORTC QLQ-CX24) .The Amharic versions of both instruments were
previously validated .The data was analyzed using SPSS version 25 and Microsoft Office Excel
2010. ANOVA and stepwise binary and multivariable logistic regression were employed to
determine mean difference and significant associations.

Results: The mean Global quality of life (GQOL) was (mean+ SD =42.57+ 23.31) and with the
least affected function being physical functioning (meant SD =76.39+ 23.24) and highest social
function (meant SD =50.40+ 32.19). For the symptom scales, the financial difficulty had the
highest mean of (mean+ SD =57.83 £35.34) and with the exception of diarrhea (mean+ SD=
20.08+ 29.87) and dyspnea (mean+ SD= 22.89+ 29.87), all the other items indicated moderate
to high symptoms. The EORTC QLQ-CX24 symptom scales the least affected score was on
Lymph adenoma (meant SD =27.71+37.11) and highest affected score was for sexual worry
(meant SD=51.81+32.197). As stage increases there was a statistically significant reduction in
GQOL (p = 0.005) .Age, educational status and monthly income has association with GQOL
.Being in the age group <40years affects 2.12 times the GQOL compared to the other variables
(AOR =2.12, 95%CI =0.23-18.90). The patients monthly income <600ETB affects the GQOL 1.7
times (AOR=1.74, 95% CI = 0.34-8.93). Participants affected body image and feeling of lymph
adenoma was the only two variables which had significant association with GQOL. Once sense
of body image affected 1.88 times (AOR=1.88, 95%CI=0.42-8.45) the GQOL and 1.39 times
(AOR=1.39, 95%CI=0.51-3.81) if affected feeling of lymph adenoma.

Conclusions: GQOL, physical function, role function, cognitive functions, financial difficulties,
insomnia and fatigue were the most affected however social function, dyspnea and diarrhea were
less affected components of HRQOL of cervical cancer patients. Age , marital status, educational
status, occupational status ,monthly income , stage of the disease ,time since diagnosis and
planned type of treatment were some of the different socio demographic and medical factors
which were associated with health related quality of life of cervical cancer patients.

Key words: Cervical cancer, Health related quality of life, HRQOL, EORTC QLQ-C30,
EORTCQLQ-CX24, Ethiopia

vii



1. Introduction

1.1. Background

Cervical cancer is a disease in which the cells of the cervix start to grow uncontrollably forming
tumors like most cancerous cells. This abnormal growth could be due to different risk factors
such as multiple sexual partners, early onset of sexual intercourse, a male sexual partner who
has had many sexual partners, family history of cancer, history of cigarette smoking and the
principal one being human papilloma virus infection. This exposure through 5-10 years will
transform the normal cells to dysplastic cells, which will then progress to the in-situ carcinoma
followed by the development of clinical cervical cancer. (1)

The global incidence and mortality rates depend upon the presence of screening programs for
cervical pre-cancer and human papillomavirus vaccination, which are most likely to be available
in developed countries. Due to these interventions, there has been a 75 percent decrease in the
incidence and mortality of cervical cancer over the past 50 years in developed countries. (2)

The main goal is to cure or prolong the life of cervical cancer patients and ensure the best
possible quality of life for survivors. There were an estimated 527,600 new cervical cancer cases
and 265,700 deaths worldwide in 2012. According to the World Health Organization (WHO),
cervical cancer will kill more than 443,000 women a year worldwide by 2030. A study done on
global burden of cancer indicates that women are highly affected by certain cancers than others
(3). The American Cancer Society's estimates in the United States for 2020 are about 13,800 new
cases of invasive cervical cancer and about 4,290 women will die from the disease. It is the
second most commonly diagnosed cancer and third leading cause of cancer death among females
in less-developed countries. Breast and cervical cancers are the leading cancers among women
in developing countries, with estimated annual new cases of 882,900 and 444,500 respectively.
More than 324,300 and 230,400 women die from these cancers every year respectively.
Incidence rates are highest in sub-Saharan Africa. Nearly 90% of cervical cancer deaths occurred
in developing parts of the world: 60,100 deaths in Africa, 28,600 in Latin America and the
Caribbean, and 144,400 in Asia.

The most prevalent cancers in Ethiopia among the adult population are breast cancer (30.2%),
cancer of the cervix (13.4%) and colorectal cancer (5.7%). About two-thirds of reported annual

cancer deaths occur among women .According to the only oncology center in the country ( Tikur



Anbessa Specialized Hospital), about 80% of reported cases of cervical cancer are diagnosed at
advanced stages, when very little can be done to treat the disease. This is largely due to the low
awareness of cancer signs and symptoms, inadequate screening and early detection and treatment
services, inadequate diagnostic facilities and poorly structured referral. The country has very few
oncologists which make it difficult for a great majority of the population to access cancer
treatment services, which results in long waiting times and cause many potentially curable
tumors to progress to incurable stages. The reason for this despondent situation is that the cancer-
treatment infrastructure in Ethiopia is inadequate and some cancer-management options are not
readily available, within the health care system. Effective cancer treatment requires surgical,
radiotherapy and chemotherapy should be available in the same setting to avoid distant referral
and delays in treatment administration. Currently, the Ethiopian Essential Medicines List does
not include chemotherapy for cancer. Even the essential medicines for pain-management are rare
to find in most public hospitals. (4) Currently in Ethiopia, cervical cancer screening is one
measure being taken by the government in order to capture the disease at its earliest stage.
However, with only one radiotherapy center, distribution of treatment is still imbalanced with the
disease burden. (5)

Cervical cancer clinical staging is usually described in terms of a staging scheme developed by
the International Federation of Gynecology and Obstetrics (FIGO) Stage | to IV with sub stages;
Stage IV indicating the late stage of the disease(1). Mandatory tests such as Speculum, vaginal
and rectal examination, Intravenous pyelogram (IVP) or abdominal ultrasound and some
supplementary tests could be done like Cystoscopy, Proctoscopy, Cone biopsy, Endo-cervical
curettage or smear, Chest X-ray, Skeletal X-ray or bone scan if bone pain is reported, blood tests,
CT scan and renal and liver function tests are recommended by professionals. (2)

Main stay of treatment for cervical carcinoma is dependent on the clinical stage of the disease.
Patient’s willingness, economic and social responsibilities of the patient and family, will
eventually affect the adherence to treatment. These treatment options should also be under the
consultation of the right specialists such as the gyn-oncologists, oncologist and radio- therapist.
International guidelines put surgery, radiotherapy and chemotherapy as main stay of treatment
options for invasive carcinoma of the cervix, all of which have side effects ranging from minor

discomforts to major morbidity and mortality .(2)



QOL is defined by the WHO as the way an individual perceives his or her own position in the
context of culture and system of values in which he or she exists together with own aims,
limitations, standards, and concerns; a wide conception comprehensively was influenced by
individual’s state of health, cognitive state, social relations, level of independence, and relation
to the surrounding environment. Female cancer survivors are faced with physical, psychological
and social distress in addition to fatigue, irritability, memory loss, decreased energy level, and
recurring pain and decreased QOL. The symptom distress experienced by cancer survivors is a
critical factor influencing their QOL.

Health Related Quality of Life (HRQOL) is a wellbeing that can be related to or affected by the
presence of a disease or treatments (6). QOL is a new dimension of care which has received
greater attention in the last three decades. Concern with quality of life (QOL) has grown as the
life expectancy of cancer survivors has increased. Cervical cancer affects the HRQOL of women
starting from the time of diagnosis to treatment. It was noted that cervical cancer affects the body
image, sexual activity of patients in addition to the social and physical functioning (7). High
levels of anxiety and depression are also observed in patients diagnosed with cervical cancer (8).
HRQOL can be measured by different validated tools that assess the functioning, symptoms,
psychological wellbeing and social support. Different instruments to capture patient reported
outcome are available. Using validated tools assures the reliability and validity of the
measurement questionnaire to a specific community in their local language (9). Measurement of
the HRQOL of patients allows clinicians to have a better understanding of patient’s status and
eventually make decisions that could lead to a better heath outcome for the patient (10).
However, there are very few or no information in regards to the HRQOL of the cervical cancer
patients in Ethiopia. The main aim of this study was, therefore, to describe the HRQOL of
cervical cancer patients using validated Amharic version questionnaires. It also endeavors to
describe the predictive factors associated to the HRQOL providing a comprehensive
understanding on the clinical status of cervical cancer patients attending Tikur Anbessa
Specialized Hospital (TASH) and Saint Paul Hospital Millennium Medical College (SPHMMC).
The availability of this data would help the decision making of heath care professionals and
policy makers on the steps to take in order to bring cost effective and efficient treatment

alternatives specific to this group of patients.



1.2 Statements of the problem

Cervical cancer is the second most prevalent cancer in women aged between 20 to 44 years
worldwide (11). Cervical cancer was the most common cause of cancer deaths for women in 50
countries in the world and the most diagnosed cancer for women in 11 countries; Sub-Saharan
countries including Ethiopia falling in this category . (3)

Compared with other gynecologic cancer, cervical cancer most often affects young women with
a mean age at diagnosis of 49 years. It rarely develops in women younger than 20. Many of this
women with early stage disease will be cured and have significant additional life expectancy
following completion of treatment .Consequently they will face years of potential treatment
related side effects. They may also have concern regarding fertility preservation finally given
their younger age these women may have more family and work responsibility than women with
other gynecologic cancers. Many older women do not realize that the risk of developing cervical
cancer is still present as they age increases. More than 20% of cases of cervical cancer are found
in women over 65. However, these cancers rarely occur in women who have been getting regular
tests to screen for cervical cancer before they were 65. (1)

As a major public health problem in Ethiopia, the disease affects the country’s vulnerable
demographic i.e. those who have poor health care, those with minimal education, rural
communities with low activities and knowledge of screening and those with acquired risk factors
such as HIV. It is highly likely that one develops cervical cancer if not treated in its early
precancerous stage (5). About 80% of reported cases of cancer are diagnosed at advanced stages,
when very little can be done to treat the disease. Currently there are diligent efforts to promote
early detection and screening (12). In Ethiopia, the treatment options and infrastructures are not
adequate for the cases that come about. Management options are not always available within the
health care system. The treatments options such as radiation are only available in one hospital,
TASH, and the waiting period is more than six months (5). Only patients with the resources have
the opportunity to seek early treatment abroad. These problems with access to health care adds
to the patient’s mental distress and also enables the progression of the disease as they wait for
treatment(4).Cervical cancer has a major effect on a patient’s health related quality of life which
includes physiological and psychological impact. The anxiety, discomfort, insecurity and loss of
sexual desire in cervical cancer patients have stood out more than others (13). Cervical cancer

patients also tend to have issues involving their femininity, self-image, and changes in sexual



function in addition to the general distress that follows cancer treatment. (14). Determining
HRQOL is associated with the survival benefit that a pharmacological treatment may provide
(15). The assessment, will also allow a better decision making in terms of treatment alternatives
and better outcome for patients. Thus, it is evident that the high prevalence of the disease in
Ethiopia calls for special attentions to patients, demanding action and public health priority from
health program managers, planners, policy designer and social workers. In Ethiopia, there are
limited research’s done associated with HRQOL of cancer patients and one research has been
conducted few years back to evaluate HRQOL and estimate utility specific to cervical cancer
patients. As the only radiotherapy and oncologic surgery referral hospital, TASH and Saint Paul
Millennium Medical College were chosen as the study setting.

1.3 Significance of the study

Considering the increasing prevalence of cervical cancer and its effects on HRQOL and low
local reports pertaining to HRQOL of cancer patients, this study aimed to evaluate HRQOL of
cervical cancer patients. This study also assessed the predictive factors associated with HRQOL
which can be used to guide heath care professionals on the treatment protocols and steps to
follow as improving HRQOL is a significant end-point in cancer patients. This will also enable
health care providers to make decisions that will improve the Quality Adjusted Life Years
(QALY) of patients. It is also used as a base line research for other researchers who want to

study on the already treated patients.



2. Literature review

2.1. Burden of cervical cancer

Cancer is among the non-communicable diseases conditions that have captured the attention of
the world. It is a global concern due to its increasing incidence worldwide. The incidence of
cervical cancer varied widely among countries with world age-standardized rates (ASR) ranging
from 4.4 to 75.9 per 100 000 population (32). The global disease burden study results showed
that between 2005- 2015, there was a 33% increase in incidence and is expected to rise to 21.4
million in 2030 (2). In Africa non-communicable diseases and cancer are the leading cause of
death. Cancer conditions that once were rare and considered the diseases of western countries,
such as colon, breast, and lung cancers, are now frequently diagnosed in less developed countries
and their rates are on the rise(1). About 85% of the cases and 88% of deaths due to cervical
cancer occur in developing nations. Women in developing nations are at a 35% greater lifetime
risk of developing cervical cancer than women in high-income countries. In 2015, Age
standardized incidence rates are the highest in central Sub Saharan Africa (47.4), Southern Sub-
Saharan Africa (46.8) (3)

Ethiopia is among the Sub-Saharan countries with a population size as of UN July 1, 2019;
112,078,727 with a female population of 54,918,576 and male population of 57,160, 151.
Ethiopia is also among the countries that suffering through the consequences of cancer. Ethiopia
has a total cancer cases of 67,573 population per year of which 47,954 deaths from that 9.3 %(
6284) cases are cervical cancer and 10.2% (4891) died of cervical cancer (WHO 2020). Studies
showed that approximately 60,000-125,000 cancer patients visit the number one hospital in the
country, TASH oncology unit annually (TASH, 2018).

Currently, cervical cancer is the second most common cancer among women and the number one
cause of death in the country. According to the 2009 WHO report, the age-adjusted incidence
rate of cervical cancer in Ethiopia is 26.4 per 100,000 patients from 29.43 million Ethiopian
women over the age of 15. It is found that there are 6228 annual number of new cases and 4891
deaths every year (WHO, 2018). Crude incidence rates of cervical cancer in Ethiopian women
per 100 000 population per year are estimated to be 23. Even though facility-based cancer
registries have been set up in five regional university hospitals, since most cervical cancer cases
are diagnosed late, the probability for successful treatment is limited and very expensive to pay

for. Consequently, the mortality rate is high among the affected patients. At present in Ethiopia,
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radiotherapy services are only available at TASH (4). Patients come from everywhere in the
county and majority of patients could not afford accommodations in big cities like Addis Ababa.
(5)

Cervical cancer disrupts the patient’s quality of life starting from the stage of diagnosis. With the
addition of side effects coming from the treatment options provided to the patient such as
surgery, chemotherapy and radiation therapy the impact is multidimensional (16). The Ethiopian
standard treatment guideline also suggests a combination of pharmacological and non-
pharmacological treatment strategies for treatment of carcinoma of the cervix. A non-
pharmacologic treatment could be surgery, as the main stay treatment, radiotherapy: as treatment
or palliation to arrest vaginal bleeding or alleviate pain and a combination of surgery and
radiotherapy. As Neo-adjuvant chemotherapy, Cisplatin or carboplatin and paclitaxel are given
weeks before surgery or radiotherapy. As supplementary treatments adequate nutrition, and
correction of anemia and in advanced terminal cases, provided emotional psychological support
(17). The side effects of the treatment modality such as chemotherapy could result in loss of hair,
loss of sexual feeling, nausea and vomiting. This is also associated with femininity and sexual
identity. Nausea and vomiting are among the treatment side effects most feared by patients
undergoing chemotherapy or radiation therapy (9). That it could actually lead to refusal of
continuation of treatment (18). These side effects of the treatments are not only just about hair
loss and vomiting other bowl complications such as bleeding, perforations and fistulae could also
manifest as a result of the treatment. Other urinary complications such as hematuria, vaginal
atrophy and agglutination that is also associated with problems in sexual intercourse (17). From
an emotional stability stand point gynecologic malignancies have challenges that can impair the
quality of life. Associated with the organ that is affected in these cases the loss of sexual feeling
and a result perceived loss of femininity could build a negative emotion. (18)

These problems could largely include anger, anxiety, guilt and depression (7). A study conducted
in Berlin found that sexual functioning and depression had a negative relationship, to thus in
women who have problems with sexual intercourse the depression was higher this could keep
getting worse for months to years since diagnosis . (19)

Specifically, from the gynecological cancer patients, those affected by cervical cancer have been

reported to show the worst scores in terms of emotional distress and QOL. (20)



It was also observed that the vaginal changes will still be reported two years after the
radiotherapy. Physical and emotional problems, financial problems increased the negative impact
on the quality of patients' lives significantly. (21)

A study done on general cancer patients in Ethiopia stated that there was no significant
association between the quality of life of patients with cervical cancer and socio-demographic
characteristic (13). However, another study indicts that even though there is no direct
relationship, it could be hypothesized that patients experience changes in their marital status after
the diagnosis of cervical cancer. The study found that 39% of the patients got divorced during
the study period. (23)

There was one study done in Ethiopia that indicates the impact of quality of life of cancer
patients in general. This study was done in TASH where there was low-level quality of life with
a large number of unmet emotional, financial, pain management and patient care services. It is
especially more challenging in Ethiopia as the access to radiotherapy and chemotherapy is
largely scarce (13). However, there was also one study done assessing the HRQOL of patients
specific to cervical cancer in the department of pharmacy few years back after taking patients
admitted at oncology unit here in TASH .According to this study, social functioning and sexual
activity scored the lowest mean from the functioning scales, while financial difficulty, pain and
fatigue scored the highest mean from the symptom scales. Physical functioning, emotional
functioning, pain and symptom experience had a strong association with the GQOL of patients.
(28)

2.2. Health related quality of life of patients with cervical cancer

As the definition of health by WHO, health is “The state of complete mental and social
wellbeing not merely the absence of disease” (WHO, 2008). Quality of Life (QOL) of a person is
an indication of a person’s wellbeing in ways of the ability to perform daily task, physical,
emotional, cognitive, social, role and sexual functioning. An illness can affect the QOL of a
patient in multiple ways and can be stated as a heath related quality of life (6). There are five
categories to describe heath related quality of life. These categories are able to identify the
patient’s life in the sense of performing normal tasks in a manner that is comparable with healthy
counterparts. As its key elements the quality of life composes of the physical wellbeing of
individuals which represents presence or absence of symptoms of bleeding, pain, shortness of

breath, fatigue and other physical expressions of illness. Also associated with that functional
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well- being is the ability of patient to undergo simplest tasks independently. Social well-being is
the ability to engage in activities with other people (6) ( 9). The other element is psychological
well-being; this is to measure the presence of depression and anxiety.

Health and quality of life are constantly interlinked elements in patient care. HRQOL is a
patient-reported outcome that is usually measured using carefully designed and validated
instruments such as questionnaires and scheduled interviews. The questionnaire to be used in this
study incorporates QOL questionnaires (QLQs) developed by the European Organization of
Research and Treatment for Cancer (EORTC) as well as a self-designed questionnaire. The
questionnaire was designed to elucidate the QOL of cancer survivors. HRQOL assessment
include physical, psychosocial or emotional, functional or occupational domain. (6) The HRQOL
of patients can be measured by using different tools to determine the level of psychometric
properties (23). Studies have shown that in order to properly assess the psychometric properties,
combination of a generic quality of life questionnaire and a specific questionnaire can be used
(24). The EORTC QLQ C30 is a generic module that is validated and reliable to measure the
quality of life of cancer patients in Ethiopia (25). The cervical cancer module (EORTC QLQ-
CX24) was developed in a multicultural, multidisciplinary setting to supplement the EORTC
QLQ-C30 core questionnaire. (9)

2.3. Approaches to measuring health related quality of life

There are multiple instruments that measure the QOL of a person. Most of the questionnaires
have multiple item questions which could incorporate single global questions that could ask
“how you have been feeling the past week” and / or group different items in to scales
corresponding to different dimensions. The theory of multi-item tests is based on several
measurement models that make assumption on the nature of items. (6)

One of the models for questionnaires is theory of parallel test, which indicates that items should
reflect the level of underlying construct. This theory uses what is known as Likert scales to score
items. Factor analysis is used to examine how underlying constructs influence the responses on a
number of measured variables. Factor analysis could be used to explore the influence of items on
constructs or confirm that items do reflect the construct as predicted. Researchers like Kiline
(2014) stated that samples for analysis should be in the ratio of participants to variables (2:1) or
extracted factors (20:1) and according to Hutcheson and Sofroniou (1999) the sample is

sufficient for factor analysis if the number of subjects is between 150- 300.
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Also, Tabachnick and Fidell (2011) recommended that in order to obtain a reliable number of
estimates through multivariate analysis, the number of observations should be 5-10 times the
number of variables in the model.

There are many instruments used to measure the HRQOL in oncology; Short Form 36 (SF-36),
EORTC QLQ-C30, Cancer specific Functional Assessment of Cancer Therapy-General (FACT-
G), Cancer Specific Visual Analogue Scale-Cancer (VAS-C), Cancer specific Hospital and
Anxiety Depression Scale (HADS), Generic Profile of Mood States (POMS), Cancer specific
Rotterdam Symptom Checklist (RSCL) (26). However, EORTC QLQ CX 24 and FACT-CX are
the only cervical cancer specific tools. It is recommended to use the generic tools in conjunction
with the cancer specific tools in order to measure the HRQOL of patients.

With the culturally and linguistically diverse global population the use of a valid and reliable
instrument is needed to measure subjectively. The European Organization for Research and
Treatment of Cancer EORTC QLQCS30 is used globally as it is valid to measure QOL in different
languages including Amharic. It is designed to be used together with its additional module,
specific for patients with cervical cancer — the EORTC QLQ-CX24.

The EORTC QLQ-C30 is a 30-item cancer-specific questionnaire for measuring the general
HRQOL of cancer patients. It incorporates 5 functioning domains (physical, role, cognitive,
emotional, and social functioning), 3 symptom scales (fatigue, pain, and nausea and vomiting),
global health, and overall QOL scales and 6 single items that assess additional symptoms
commonly reported by cancer patients(dyspnea, appetite loss, sleep disturbance, constipation,
and diarrhea) along with perceived financial difficulties. The EORTC QLQ-CX24 incorporates 3
multi-item scales (symptom experience scale, body image scale, and sexual/vaginal functioning
scale) and 6 single-item scales. All scores on the EORTC QLQ-C30 and QLQ-CX24 were
transformed to a O- to 100-scale according to the EORTC QLQ scoring manual. For all missing
data (one or more missing answers to items within the questionnaire), we used methods of
missing imputations introduced in the manual. Higher scores represent better levels of
functioning or worse levels of symptoms. The EORTCQLQ-CX24 was found to be acceptable
with high compliance and low missing responses. The Cronbach’s alpha ranged from 0.70-0.84,
indicating the reliability of the scales. Convergent and discriminant validity in multi trait scaling
analysis was adequate (30). The EORTC QLQ-C30 subscales and EORTC QLQ-CX24 subscales

had a weak to strong correlation, indicating concurrent validity. The scales and single-item
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measures were able to discriminate between subgroups of patients differing with regard to
performance status, cancer stage and treatment status, indicating clinical validity and also it is
validated in several European and African countries. EORTC QLQ-CX24 was also found to be
valid and ready to use in China, Poland, Kenya and some other countries of Africa (29). The
instrument was found to have good construct validity, convergent and discriminant validity and
criterion validity which confirms that the items can measure the intended construct in the

mentioned languages. (9)

11



3. Objectives

3.1. General objective
> To describe Health Related Quality of Life, and its predictive factors on cervical cancer

patients in two teaching hospitals, Addis Ababa, Ethiopia.

3.2. Specific objectives
> To describe the HRQOL of women patients with cervical cancer in TASH and SPHMMC.

> To identify predictive factors associated with global QOL of cervical cancer patients in TASH
and SPHMMC.
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4. Methods and Materials

4.1. Ethical Consideration

The study was conducted after getting ethical clearance from institutional review board of AAU-
SOM and DRPC. Permission was received from EORTC research group to use the
questionnaires. Each study subjects/participants were informed about the purpose of the study
and the importance of their participation to confirm willingness for participation. Patients were
informed completed questionnaires were not stored in the patient’s clinical notes and will remain
confidential. To keep the privacy of patient’s history, name of the patients were not included in
the study; rather a registration number was used. Participants were also informed that they have a
full right to refuse or discontinue/terminate participating at any point of the interview and this
will not have any impact on their treatment or follow up. A private and comfortable environment
was arranged for completing the questionnaire. Written consent was taken from the patients

before the interview.

4.2. Study Setting

The study will be conducted in both outpatient and inpatient clinics of Gynecology/Obstetrics
departments of TASH and SPHMMC. TASH is the largest teaching hospital under the
administration of Addis Ababa University in Ethiopia. The hospital was established in 1972 and
has more than 800 beds providing diagnostic and treatment service for about 370,000 to 400,000
patients per year. The oncology unit at TASH is the largest referral site for the country, providing
service for over 60,000 patients annually. It is the sole oncology referral and radiotherapy center
in the entire country.

Departments of Gynecology and Obstetrics though is not the sole institution, it is a place where
most of gynecologic oncology surgeries are performed. Nearly 35-40% of patients evaluated at
gynecology referral clinic are patients with cervical cancer. Both departments also give
chemotherapy services for cervical cancer patients

The other study area was SPHMMC gynecology and obstetrics department and oncology unit
which are located in Addis Ababa. SPHMMC was established through a decree of the Council of
Ministers in 2010, although the medical school opened in 2007 and the hospital was established
in 1968 by the late Emperor Haile Selassie. The College initiated Ethiopia’s first integrated

modular and hybrid problem-based curriculum for its undergraduate medical education. The
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college has more than 2800 clinical, academic, and administrative and support staffs that
provide: medical specialty services to patients who are referred from all over the country. The
hospital has 800 beds and gives diagnostic and treatment services for about 370,000-400,000
patients per year. SPHMMC offers the lowest cost for these services. Around 800 cancer patients
are served in the unit since its establishment SPHMMC Oncology Unit was established in

August 1, 2018.1t was the second hospital offering cancer treatment in the country next to TASH.

4.3. Study Period
The study was conducted from Feb 1st to May 30 2021 GC at TASH and SPHMMC department

of Gynecology and Obstetrics and oncology unit.

4.4. Study Design

The study design was facility based cross sectional descriptive study. Quantitative data were
collected using standard questionnaire which were already been validated in Amharic language
from cervical cancer patients coming to outpatient clinics and medical oncology center of both
TASH and SPHMMC during the study period.

4.5. Source and Study Population

The source population of the study was all patients with histological confirmed cervical cancer
seeking care at outpatient clinics and inpatient ward of Gynecology and Obstetrics and medical
oncology center of TASH and SPHMMC.

The study populations were all patients with histological confirmed cervical cancer seeking care
at outpatient clinics and inpatient wards of gynecology and obstetrics and medical oncology
departments at TASH and SPHMMC during the study period meeting the inclusion criteria and

provide an informed consent to participate in the study.
4.6. Eligibility Criteria

4.6.1. Inclusion Criteria
» Patients with histological confirmed cervical cancer at age above or equal to 18 years and
who are going to take oncologic treatment (chemotherapy, radiotherapy and/or surgery)

for the first time.
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4.6.2. Exclusion Criteria
» Patients who has got oncologic treatment (chemotherapy,
radiotherapy and/or surgery) previously.
» Patients with psychiatric disorders, communication problems, severe
medical condition or diagnosed coexisting malignancies.
» Patients who are known HIV positive.

» Patients who defer to participate in the study.

4.7. Sampling

4.7.1. Sample Size determination

The sample size (n) required for the study was calculated based on 5 to 10 patients per
questionnaire item to generate stable reliability and validity estimates (Schwab DP. Construct
validity in organization behavior. In: Staw BM, Cummings LL, editors. Research in
Organizational Behavior. Greenwich: JAI Press, 1980:3-43.). The tool has 24 items making the
maximum sample size 240.

By considering the 10% non-response rate the total sample size was 264 cervical cancer patients.

4.7.2. Sampling Procedure

All patients who fulfilled the inclusion criteria and came to outpatient clinics and admitted as
inpatient of obstetrics and gynecology department and medical oncology unit in both teaching
hospitals willing to participate in the study data during the study period were included. Due to
limited number of patients in the study period, participants were recruited consecutively until the
required sample size was reached.

4.8. Study Variables

4.8.1. Dependent Variables

Different parameters of QOL

4.8.2. Independent Variables

Socio- demographic and socio-economic characteristics such as age, region, religion, marital

status, educational status, and average monthly household income.
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Medical characteristics such as medical service status, presence of other disease, time since
diagnosis, current cancer stage and current planned type of treatment.

4.9. Data Handling

4.9.1. Data Collection Instrument

An Ambharic version of EORTC-QLQ-C30 and EORTC-QLQ- Cx24 were adopted and included
in the study with the approval of the EORTC and Euro Qol Research Foundations. A
questionnaire was developed to collect the socio-demographic, socio-economic and medical
characteristics of patients. The questionnaire included questions about age, religion, and marital
status, level of education, occupation and average monthly household income. In addition, data
on medical characteristics of patients through chart review (patient status, time since diagnosis,
stage of cancer, current planned type of treatment and comorbid conditions) were filled through

chart review by data collectors.

EORTC-QLQ-C30

EORTC QLQ-C30 a globally used and validated Amharic generic questionnaire was used to
describe the HRQOL of patients. It contains a total of 30 questions measuring five functional
scales (Physical, Role, Emotional, Cognitive and Social), nine symptom scales (Fatigue, Nausea
and vomiting, Pain, Dyspnea, Insomnia, Loss of appetite, Constipation, Diarrhea and Financial
difficulties) and global health status scale. Each item were scored 1(“not at all”) to 4 (“very
much”) with the exception of the global health status and global QOL which was scored
1(“Extremely poor”) to 7(“excellent”) (Fayers et al., 2008).

EORTC-QLQ- CX24

EORTC-QLQ- CX24 is a globally used and validated Amharic generic questionnaire for a
cervical cancer specific module that contains 24 questions used to describe the HRQOL of
patients. It contains four functional scales (body Image, sexual activity, sexual enjoyment and
sexual/vaginal functioning) and five symptom scales (symptom experience, menopausal
symptoms, peripheral neuropathy, lymph adenoma and sexual worry). All of the questions use
four-point Likert scale. Scores range from O to 100, with higher scores indicating better

functioning and better state of health (Fayers et al, 2008)
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4.9.2. Data Collection Process

Data were collected by the nurses from the departments of gynecology/obstetrics and medical
oncology unit in both TASH and SPHMMC. For patients intimacy all interviews were conducted
by female nurses. Data collectors were trained on data collection techniques for two days and

collected the data under the close supervision of the principal investigators.

4.9.3. Data Quality Assurance

The questionnaire pre-test was done to assess for its clarity, understandability and completeness
in 26 cervical cancer patients in a patients which were not included in the main study. The
reliability was assessed by measuring the internal consistency of EORTCQLQ-CX24 using
Cronbach’s a coefficient for each domain where a > 0.7 indicated adequate scale reliability of
the tool (Cronbach, 1951). During the pre-test problems on the order, response option and
difficult sentence constructions were noted. Based on the finding of the pre-test, rearrangement
of sequence and change of wording of questions were made as needed.

Data was collected by using a pre-tested structured interview questionnaire by trained health care
providers. Two nurses from gynecology OPD and two nurses working at oncology unit with the
qualification of BSc were recruited as data collectors in each teaching hospital. Two day training
was given to the data collectors on data collection technique, relevance of the study and
confidentiality of information gathered from the study group.

The principal investigators supervised the data collection activity every day. The data were
checked.

4.9.4. Data Scoring

EORTC QLQ C-30 and EORTC QLQ-CX24

The collected responses were coded, entered and cleaned. The raw scores for both EORTC QLQ
C-30 and EORTC QLQ-CX24 were computed to scores ranging from 0 to 100, with higher
scores indicating better functioning and better state of health. The scoring of the QOL of the
patients was based on the scoring manual provided by the quality of life coordinator at the
European Quality Of Life data Center

Linear transformation to 0-100 to obtain the score S, was done by using the formula below
(Aaronson, 1993). Items representing one sub-scale were coded in to their respective multi-item

scales.
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* Functional scales for EORTC QLQ- C30; Physical functioning (questions no: 1-5), emotional
functioning (questions no: 21-24), cognitive functioning (question no: 20&25) and social
functioning (questions no: 26&27).

» Symptom scales EORTC QLQ-C30: Fatigue (questions no; 10, 12&18), Nausea and vomiting
(questions no: 14&15), Pain (questions no; 9&19), dyspnea (questions; 8), insomnia (question
no: 11), and loss of appetite (questions 13), constipation (questions no: 16), diarrhea (questions
no: 17) and financial difficulty (questions no: 28).

 Functional scales for EORTC QLQ-CX24: body image (questions; 45-47), sexual activity
(question no: 11), sexual enjoyment (question no: 54) and sexual/vaginal functioning

» Symptom scales for EORTC QLQCX24: Symptom experience (questions no; 31-37, 39, 41-
43), lymph adenoma (question no:38), peripheral neuropathy (question no:40), menopausal
symptoms (question no:44) and sexual worry (question no:48)

Linear transformation

Principle for scoring

1) Raw score

For each multi-item scale, calculate the average of the corresponding items.

Raw score (RS) = (11 + 12 +...+ In)/ n

For each single-item measure, the score of the concerning item corresponds to

the raw score.

There are no reverse scoring items.

2) Linear Transformation
To obtain the Score S, standardize the raw score to a 0 — 100 range following
the transformation:
S={(RS-1) }
range x 100
For the symptom and the functional scales / single items.
Range is the difference between the maximum possible value of RS and the minimum possible
value. The EORTC QLQ-C30 and EORTC QLQ-CX24 were designed so that all items in any
scale take the same range of values; Most items are scored 1 to 4, (Range = 3). The exceptions

were the items contributing to the global health status / QOL, which are 7-point questions with
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range of 6. Therefore, the range of RS equals the range of the item values. High mean scores
represent better functioning in the functioning scales and global health status, but a high level of
difficulty for symptom scales and single symptom items (Aaronson, 1993).

Since there were no hard scoring guides of the EORTC QLQ-C30 and EORTC QLQ-CX24 that
translate to mean significant impairment. After computing, the domains were dichotomized to
“affected” and “not affected”. The score below 75 was taken for an affected functional and
GQOL scales while above 25 were taken as an affected symptom scale, for completeness, clarity

and consistency by the principal investigators.

4.9.5. Statistical Analysis

Data were checked for completeness, inconsistencies, cleaned, coded and then entered to SPSS
version 25 for windows. (SPSS, Inc. Chicago, USA)

Descriptive statistics (mean, standard deviation, minimum, maximum, and median) and
frequency distribution were used for presenting patient and treatment characteristics.

The internal consistency of the questionnaire was measured by the Cronbach’s a coefficient for
each domain. The Cronbach’s a value higher than 0.7 is generally considered to be satisfactory
(Bland and Altman 1997). The acceptability of the questionnaire was assessed by estimating the
rate of missing items.

Bivariate analyses (t test and one way Anova) were used to determine the association between
the quality of life and predictor variables.

Multivariable linear regression model was fitted for those variables which were found
statistically significant in the bivariate analysis to assess the independent association (confounder
free) between quality of life and independent variables.

The strength of association was measured by adjusted odds ratios and 95% confidence intervals.

Statistical significance was declared at P<0.05.

4.10. Operational Definitions

Coexisting malignancy — presence of malignancy arising from more than one anatomic site.

Severe medical condition — a medical condition severe enough to affect patient’s usual life.
Psychiatric disorders — a condition which affects patients understanding, communication and
orientation.

Early stage - stage I-11A
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Advanced cervical cancer — stage 11B and above

Functional scales: physical, emotional, role, cognitive, social, sexual functioning, future
perspective, body image, and sexual enjoyment.

Symptom scales; fatigue, nausea/vomiting and pain, dyspnea, insomnia, appetite loss,
constipation, diarrhea and financial difficulties, Symptom experience, lymph adenoma,
peripheral neuropathy, menopausal symptoms and sexual worry.

Affected functional and symptom scales: Scoring for functional scales < 75% and > 25% for
symptom scales.

Affected Global health status/QOL.: Scoring < 75% or below the cut of point of 75.

4.11. Dissemination of Results
The finding of this study was communicated to the concerned bodies and further efforts were

made to publish the findings on national and international peer reviewed journal.
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5. Results

5.1. Results for HRQOL of cervical cancer patients

5.1.1. Socio-demographic, socio-economic and clinical characteristics of the study
participants
A total of 264 patients were participated in the study. Of which 154 participants were recruited

from TASH and 110 of the participants were from SPHMMC. The mean age was found to be
51.83+11.032 years; ranged from 25— 81 years. Majority 89 (33.7%) of the participants were in
the age category of 50-59 years and 143 (54.2%) of the participant were married. About half 132
(50%) of the patient were Orthodox Christianity religion followers; and majority 91(34.5 %) and
67(25.4%) of the participants came from the Oromia and Amhara region respectively. No
participant was from Gambella region. The educational background of the participants indicated
that the majority 117 (44.3%) of them had no formal education. Most participant’s occupations
were Housewives 129 (48.9%) and Farmers 47(17.8%). The average monthly household income
for the majority 157 (59.5%) of the participants were above poverty line, an income of more than
600 ETB.

Table 1: Socio-demographic and socio-economic characteristics of the study participants

Variables Category Frequency Percent

Age <40 44 16.7
40-49 57 21.6
50-59 89 33.7
60-69 55 20.8
>70 19 7.2

Region Tigray 11 4.2
Afar 8 3.0
Amhara 67 25.4
Oromia 91 34.5
Somalia 6 2.3
Benshangul 2 0.8
SNNPR 34 12.9
Harrarie 1 0.4

21




Addis Ababa 39 14.8
Dire Dawa 5 1.9
Religion Orthodox 132 50.0
Muslim 79 29.9
Protestant 53 20.1
Educational status Iliterate 117 443
Can read and write 48 18.2
Informal education 33 12.5
Primary 21 8.0
Secondary 6 2.3
Collage and above 39 14.8
Marital Status Single 14 5.3
Married 143 54.2
Divorced 40 15.2
Widowed 67 25.4
Occupational Status | Government employee 34 12.9
Private employee 21 8.0
Merchant 26 9.8
Retired 5 1.9
Farmer 47 17.8
Housewife 129 48.9
Unemployed 2 0.8
Monthly Income <600 ETB 107 40.5
>600ETB 157 59.5

22




100

Figure 1: Frequency distribution of region with percentage

Participants visiting the out-patient department were 208(78.8%) and those on a follow up
schedule were 56 (21.2%). Patients diagnosed with FIGO stage 111 cervical cancer constituted the
highest proportion accounting 103 (39%) of participants. Majority 239 (90.5%) of the
participants were diagnosed within less than one year of the data collection period. Majority 136
(51.5%) of the participants were planned to have chemo radiation followed by surgery
accounting 92(34.8%). The majority 223(84.5%) of the patients did not have comorbid
conditions. Of those who had comorbid conditions, highest 21(8.0 %,) were registered
hypertensive followed by DM 11(4.2%).

Table 2: Clinical characteristics of study participants

Variables Category Frequency Percent
Patient status New patient 208 78.8
On follow up 56 21.2
stage of cancer stage | 41 155
stage Il 92 34.8
stage 111 103 39.0
stage IV 28 10.6
Time since dx <lyr 239 90.5
1-5yrs 24 9.1
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>5yrs 1 0.4
Current treatment plan Surgery 92 34.8
Chemotherapy 27 10.2
Radiation therapy 2 0.8
Chemo-radiation 136 51.5
Chemotherapy then | 7 2.7
surgery
Comorbidity condition None 223 84.5
HTN 21 8.0
DM 11 4.2
Cardiac 2 0.8
Renal 1 0.4
Others 6 2.3
® stage |
B stage Il
= stage Ill
B stage IV

Figure 2: Frequency distribution of FIGO stage of cervical cancer with percentage
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5.1. 2. Global quality of life among cervical cancer patients
The global health status/QOL mean score was found to be 42.57+ 23.31. The EORTC QLQ-C30

multiple and single item scales were also evaluated and the functional scales ranged from
50.40£32.19 to 76.39+ 23.241 with the least affected function being physical functioning and
highest social function. For the symptom scales, the financial difficulty had the highest mean of
57.83 £35.34 and with the exception of diarrhea 20.08+ 29.87 and dyspnea 22.89+ 29.87, all the
other items indicated moderate to high symptoms. The EORTC QLQ-CX24 items exhibited a
range of mean scores from 24.5+28.07 for the sexual enjoyment to 49.4+24.06 sexual activity.
On the symptom scales the least affected score was on Lymph adenoma 27.71+37.11 and highest
affected score was sexual worry 51.81+32.197.

EORTC QLQ -C30

Table 3: Global quality of life among cervical cancer patients

Variables Item numbers Mean Std. Deviation(SD)
Global QOL 29,30 42.57 23.31
Functional scales
Physical function 1-5 76.39 23.241
Role function 6,7 72.49 27.600
Emotional function 21-24 63.86 23.400
Cognitive function 20,25 72.49 25.025
Social function 26,27 50.40 32.194
Symptom scales
Dyspnea 8 22.89 29.872
Insomnia 11 42.17 28.075
Nausea and vomiting 14,15 30.52 31.323
Fatigue 10,12,18 40.70 23.810
Pain 9,19 36.75 23.679
Loss of appetite 13 40.16 34.437
Constipation 16 32.13 37.339
Diarrhea 17 20.08 29.878
Financial difficulty 28 57.83 35.340
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EORTC QLQ -CX24

Variables Item numbers Mean SD
Functional scales
Body image 45-47 45.65 28.933
Sexual activity 49 49.40 24.060
Sexual and vaginal 50-53 38.96 20.746
Sexual enjoyment 54 24.50 28.075
Symptom scales
Symptom experience 31-34,39,41-43 | 35.01 22.254
Lymph adenoma 38 27.71 37.111
Peripheral neuropathy 40 32.53 37.531
Menopausal symptoms 44 30.52 36.886
Sexual worry 48 51.81 32.197

5.1.2.1. Mean differences of EORTCQLQ-C30 functional scales with socio-demographic,
Socio-economic characteristics

All categories other than marital status showed significant mean difference in all functional
scales with the exception of emotional and social functioning. Those patients who learnt up to
college and above had more affected GQOL and role functions. Those participants who were
unemployed and their family monthly income <600ETB had affected GQOL than other counter
parts.

Table 4: Mean differences of EORTCQLQ-C30 functional scales with socio-demographic,
Socio-economic characteristics

Variables | Category GQOL PF RF EF CF SF

Age <40 40.34+23.08 | 82.88+19.41 | 79.92+27.74 | 66.29+22.51 | 79.17+24.14 | 50.76+29.84
40-49 44.30+24.45 | 74.62+22.65 | 66.37+£30.45 | 65.50+23.7 | 73.68+24.38 | 48.25+31.76
50-59 40.82+23.70 | 77.00£21.24 | 69.29+33.13 | 62.83+20.5 | 74.91+26.84 | 43.26+£29.70
60-69 41.36+23.56 | 64.61+25 63.03+34.05 | 59.24+23.0 | 66.67+29.04 | 36.67+30.66
>70 25.88+17.76 | 55.09+22.53 | 57.02+31.58 | 54.39+19.3 | 61.40+29.42 | 36.84+31.22
p-value 0.221 0.000* 0.000* 0.193 0.051* 0.114

Marital Single 50.60+27.04 | 82.38+15.15 | 84.52+23.98 | 72.02+20.8 | 80.95+17.11 | 64.29+32.59

status
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Married 39.984+22.80 | 73.15+24.43 | 70.28+32.14 | 62.82+22.2 | 73.43+26.84 | 44.06+29.89

Divorced 41.88+25.7 | 75.50+23.06 | 64.58+32.28 | 62.37+22.2 | 69.58+27.70 | 47.50+31.24

Widowed 38.81+23.23 | 70.45+22.36 | 62.69+32.70 | 59.2+21.81 | 71.14+28.06 | 36.57+29.90

p-value 0.376 0.325 0.82 0.223 0.536 0.014
Education | llliterate 33.26+20.89 | 72.31+23.53 | 68.66+£32.02 | 61.68+22.77 | 74.50+27.38 | 38.75+29.83
al status

Can read and | 35.76+21.87 | 73.47+22.66 | 72.92+27.42 | 61.81+20.4 | 74.65+24.30 | 46.87+£29.90

write

Informal 41.16£21.74 | 82.63+17.71 | 79.29+23.21 | 58.33+£22.14 | 75.25+24.33 | 45.96+36.33

education

Primary 52.38+£16.69 | 73.97+26.06 | 72.22+30.88 | 69.84+20.15 | 75.40+23.34 | 47.62+28.03

Secondary 70.83+29.69 | 74.44+25.79 | 58.33+41.83 | 70.83+22.82 | 77.78+27.21 | 66.67+40.82

Collage  and | 56.62+24.27 | 67.69+25.06 | 51.28+38.30 | 64.96+23.11 | 60.26+30.01 | 47.44+27.45

above

p-value 0.000* 0.169 0.005* 0.417 0.077 0.154
Occupatio | Government 53.68+25.72 | 70.98+25.84 | 59.31+39.60 | 61.76+22.01 | 63.73+27.63 | 47.06+31.64
nal status

Private 44.05+24.74 | 78.41+£16.85 | 74.60+28.68 | 71.43+19.28 | 73.81+27.67 | 65.08+25.22

Merchant 53.85+22.14 | 72.82+26.79 | 63.46+35.90 | 63.14+22.75 | 75.00+21.21 | 46.15+30.29

Retired 45.00£21.73 | 66.67+21.08 | 46.67+38.00 | 53.33+27.38 | 46.67+36.13 | 40.00+£30.27

Farmer 31.91+21.01 | 74.61+£23.20 | 71.99+32.98 | 63.12+23.87 | 74.11+28.40 | 44.33+27.20

Housewife 36.82+21.91 | 72.56+23.16 | 69.64+28.97 | 61.18+21.66 | 74.81+26.19 | 39.02+31.62

Unemployed 37.50+17.67 | 100£000 91.67+11.78 | 83.33+000 | 75.00+£35.35 | 33.33+000

p-value 0.000* 0.594 0.224 0.362 0.138 0.027
Monthly <600ETB 33.02+21.56 | 75.20+21.55 | 73.83+£28.96 | 66.2+20.63 | 80.84+22.17 | 40.34+31.89
income

>600ETB 45.65+23.61 | 72.02+24.48 | 64.44+33.76 | 60.19+22.85 | 67.09+23.36 | 46.34+29.72

p-value 0.000* 0.277 0.020 0.030 0.000* 0.137

PF=Physical functioning, EF=Emotional functioning, RF=Role functioning, CF=Cognitive

functioning, SF= Social functioning *p<0.05
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5.1.2.2. Mean differences of EORTC QLQ-C30 functional scale with clinical characteristics
of patients with cervical cancer
In terms of functional scales and clinical characteristics of the participants, it was found that

there was no significant mean difference across the functional scales and comorbid conditions.
However, participants with FIGO stage | cervical cancer scored a significantly higher mean in
GQOL and all functional scales. All functional scales of patients with FIGO stage IV cervical
cancer was found to have the lowest means. Stage of cervical cancer and current planned type of
treatment had significant mean difference in all functional scales. The more the stage of cervical
cancer advanced, the more the GQOL affected. Patients diagnosed with in 1 year of the data
collection exhibited a significantly higher score on all other functional items except GQOL and
social functioning scales. Patients whose current plan of radiotherapy showed the least mean for
GQOL (Mean £SD =16.67+.00) and role functioning (Mean £SD =16.67+£23.57) while patients
who were planned to have surgery as current planned type of treatment showed the highest mean
for all functional scale except GQOL of which chemotherapy followed by surgery accounts the
highest mean difference (Mean +SD =50.00+17.34).

Table 5 : Mean differences of EORTC QLQ-C30 functional scale with clinical
characteristics of patients with cervical cancer

Variables | Category | GQOL PF RF EF CF SF
Patient New 40.02+23 75.48+23.1 | 73.00£28.91 | 64.02+21.3 75.24+25.21 | 45.03+£31.28
status
Follow 42.41+25 65.24+22.3 | 50.60+37.4 57.44+24.3 63.10+£30.6 | 38.99+28.11
up
p-value | 0.503 0.003* 0.000* 0.048 0.003* 0.191
Time since | <1lyr 40.55+£23.1 74.76x22.9 | 71.27+30.7 63.74+21.8 75.03+26.0 | 44.70+£30.63
dx
1-5yrs 41.32+28. 60.56+23.0 | 40.97+£31.46 | 53.13+21.9 51.39+23.52 | 34.72+31.05
>5yrs 16.67+0 33.33+00 .00 25.00+00 16.67+00 33.33+00
p-value 0.593 0.004* 0.000* 0.019 0.000* 0.299
Stage  of | Stage | 53.66+25.2 85.53+21.1 | 85.37+22.4 70.33+£20.5 82.52+20.0 | 62.20+£28.63
cancer
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Stage Il 43.03+20.7 | 81.23+19.6 | 78.44+256 | 68.30+21.8 | 81.34+24.0 |51.45+29.61

Stage Il | 37.22+23.7 | 68.09+20.4 | 64.08+30.1 | 58.74+20.6 | 67.96+25.7 | 33.50+27.95

Stage IV | 25.30+£18.1 | 48.57424.2 | 25.00+29.91 | 47.02+20.31 | 47.02+28.34 | 29.17+26.69

P-value | 0.000* 0.000* 0.000* 0.000* 0.000* 0.000*
Treatment | Surgery |49.46+23.5 |84.20+19.2 | 83.33+21.5 | 69.20+20.3 | 82.97+20.5 | 55.98+30.32
plan

Chemo | 41.05+20.2 67.65+21.6 | 65.43+30.2 | 62.65+27.4 | 67.90+29.2 | 42.59+31.80

Rad 16.67+.00 60.00+9.42 | 16.67+23.5 | 66.67+35.3 | 66.67+.00 33.33+.00

Chemo- | 34.25+225 | 66.57+23.9 | 58.70+34.8 | 57.60+21.0 | 65.81+28.4 | 36.03+28.41

rad

Chemo 50.00+17.3 | 86.67+10.8 | 80.95+14.99 | 72.62+19.07 | 90.48+8.90 | 40.48+33.13

surgery

p-value | 0.000* 0.000* 0.000* 0.002* 0.000* 0.000*
Comorbid | None 41.63+24.15 | 73.99423.7 | 68.61+32.63 | 63.12+21.73 | 73.02+26.90 | 45.37+30.60
conditions

HTN 38.49+23.78 | 69.84+20.1 | 67.46+29.09 | 69.444+23.61 | 73.02+25.53 | 42.06+33.17

DM 32.58+6.92 | 64.85+24.0 | 66.67+28.86 | 55.30+19.46 | 69.70+27.70 | 33.33+29.81

Cardiac | 41.67+11.78 | 63.33+32.9 | 66.67+47.14 | 62.50+29.46 | 66.67+23.57 | 25.00+11.78

Renal 16.67 66.67 .00 41.67 66.67 33.33

*others 25.00+19.7 | 80.00+15.7 | 72.22+27.2 | 37.50+21.5 | 66.67+38.0 | 16.67+18.25

2 7 1 7 0
p-value | 0.358 0.698 0.461 0.034 0.987 0.187

*others: anemia, epilepsy, peptic ulcer disease...*p-value<0.005
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5.1.2.3. Mean differences in EORTCQLQ-C30 symptom scale with socio-demographic and
socio-economic characteristics
As shown in Table 6; the mean difference of all symptom scales was significant across all age

groups except financial difficulty. The mean symptom scales of constipation and financial
difficulty the EORTC QLQ-C30 showed significant differences with marital status. Similarly,
the mean scales of fatigue, constipation and financial difficulty showed the highest mean
difference in the widowed groups. The education status resulted in a significant mean difference
in constipation scales in patients with cervical cancer at TASH. In connection with this, those
who are illiterate had higher mean scores with respect to fatigue and financial difficulty as
compared to other educational status categories. Those who are unemployed have the lowest
mean difference scores in all symptom scales except financial difficulty.

Table 6 : Mean differences in EORTCQLQ-C30 symptom scale with socio-demographic
and socio-economic characteristics

Variables | Category FA NV PA DY SL AP Co DI Fl
Age <40 37.88 22.35 | 31.06+ | 17.42+ | 41.67 29.55+ | 24.24 | 13.64 | 53.79
+24.1 | +26.4 | 27.37 28.29 +28.8 | 27.10 +31.6 | +23.0 | £37.50
40-49 44.64 26.90 | 4241+ | 20.47+ | 40.94 | 4386+ | 35.09 | 16.96 | 60.82
+28.2 | +31.3 | 25.14 27.28 +30.2 | 37.35 +34.7 | +28.9 | £36.25
50-59 50.06 25.09 4345+ | 18.73+ | 43.45 | 43.82+ | 50.19 | 12.36 | 68.91
126.9 | +£32.7 | 25.57 29.71 +30.7 | 28.69 +42.3 | £27.2 | +32.48
60-69 56.36 28.79 54.85+ | 30.30+ | 51.52 50.30+ | 59.39 | 10.91 | 73.33%
1240 | +28.4 | 27.34 36.44 +30.6 | 31.99 +37.7 | £24.8 | 32.96
>70 59.06 | 43.81 61.40+ | 29.82+ | 57.89 61.40+ | 61.40 | 22.81 | 71.93%
+21.2 | £34.3 | 22.94 36.67 +29.0 | 27.80 +37.2 | £31.5 | 37.29
p-value 0.002* | 0.126 0.000* |0.128 0.102 | 0.002* | 0.000* | 0.434 |0.037
Marital Single 28.57 14.29 32.14+ | 14.29+ | 33.33 2381+ | 16.67 | 14.29 | 38.10
status +27.4 | +26.,5 | 31.66 21.54 +32.0 | 33.15 +25.3 | +21.5 | £36.64
Married 48.25 26.57 42,66+ | 21.91+ | 4545 | 42.89+ | 39.86 | 16.78 | 62.00
+26.1 | +30.7 | 25.45 30.92 +30.7 | 31.05 +39.4 | +28.4 | £34.62
Divorced 51.67 33.75 | 47.08+ | 25.00+ | 45.00 | 4750+ | 50.83 | 9.17+ | 66.67
+31.3 | +34.0 | 31.09 35.20 +30.7 | 36.11 +41.3 | 23.85 | +36.20
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Widowed 52.57 27.11 51.24+ 22.39+ 47.76 48.76+ 59.70 | 10.95 | 79.10

+22.0 +29.7 26.16 31.45 +29.1 29.14 +36.4 | £25.5 | £30.05

p-value 0.017 0.231 0.045 0.748 0.457 0.051 0.000* | 0.296 | 0.000*

Education | Illiterate 51.00 29.91 47.86+ 24.22+ | 46.72 47.86+ 57.83 | 15.38 | 72.65
al status +25.6 +32.5 28.32 33.51 +31.2 30.75 +39.2 | £28.8 | £31.44
Can read | 46.30 | 29.86 | 40.63+ | 18.75+ | 39.58 | 38.89+ | 43.06 | 20.83 | 54.17

and write +26.3 +30.9 23.29 29.09 +29.7 31.76 +36.3 | £31.2 | £35.48

Informal 39.73 19.19 33.33% 1414+ | 47.47 38.38+ 25.25 | 13.13 | 62.63

education +20.9 +27.0 19.09 27.67 +25.0 32.40 +32.3 | £23.4 | £37.96

Primary 46.56 17.46 42.06+ 19.05+ | 46.03 36.51+ 23.81 | 1.59+ | 50.79

+30.9 +26.6 26.67 30.86 +26.8 33.17 +38.2 | 7.27 +38.90

Secondary 48.15 16.67 44 44+ 16.67+ 33.33 44 44+ 33.33 | 5,56+ | 61.11

+35.6 +27.8 34.42 27.88 +42.1 40.36 +36.5 | 13.60 | £49.06

Collage and | 54.42 29.06 52.99+ 29.06+ | 47.86 4786+ | 41.03 | 10.26 | 70.94

above +28.7 +30.5 30.07 29.79 +33.1 33.15 +40.0 | £23.1 | £33.49

p-value 0.220 0.270 0.030 0.354 0.651 0.340 0.000* | 0.096 | 0.010

Occupatio | Governmen | 53.27 23.53 50.49+ | 26.47+ | 50.98 4510+ | 38.24 | 8.82+ | 70.59
nal status tal +30.3 +27.2 30.56 29.33 +33.0 31.65 +39.4 | 18.90 | £34.58
Private 34.92 26.98 34.13+ 22.22+ 34.92 23.81+ 22.22 | 12.70 | 46.03

+25.1 +29.0 30.49 26.52 124.6 23.90 +285 | £24.6 | £35.70

Merchant 48.72 17.95 42.31+ 16.67% 44.87 46.15+ 25.64 | 8.97x | 60.26

+27.4 +27.0 27.17 28.67 +24.8 32.76 +34.3 | 22.22 | £37.73

Retired 53.33 40.00 46.67+ | 40.00+ | 46.67 46.67+ 53.33 | 13.33 | 53.33

+14.4 +27.8 34.15 27.88 +44.7 44,72 +38.0 | £18.2 | £50.53

Farmer 47.28 32.98 43.26+ 27.66+ | 40.43 43.26+ 57.45 | 21.28 | 64.54

+21.7 +33.0 27.06 32.83 +30.2 31.78 +37.8 | £33.6 | £35.71

Housewife 50.90 27.78 46.64+ 19.64+ | 47.55 47 .55+ 50.90 | 14.21 | 69.51

+26.7 +32.0 25.37 32.43 +31.1 31.67 +40.1 | £27.2 | +£33.08

Unemployed | 11.11 .00 25.00+ .00 33.33 .00 .00 .00 83.33

+15.7 11.78 +.00 +23.57
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p-value 0.062 0.331 0.343 0.384 0.441 0.028 0.000* | 0.3999 | 0.100
Monthly | <600ETB 45.69 26.95 42.68+ | 18.07+ | 45.17 42,37+ | 49.84 | 1558 | 67.91
income 251 | 314 | 26.42 29.41 +29.0 | 30.90 +39.7 | £29.4 | +34.54
>600ETB 50.96 27.28 46.50+ | 24.84+ | 4544 | 4522+ | 4225 | 12.95 | 64.33
+27.2 | £30.6 | 27.60 32.22 +31.3 | 32.68 +39.4 | £24.9 | +35.42
p-value 0.113 0.931 0.263 0.084 0.945 0.477 0.127 |0.436 |0.416
FA:fatigue ,NV:nausea and vomiting, PA:pain, DY:dyspnea, SL:insomnia, AP:appetite loss,
CO:constipation, Dl:diharea, Fl:financial difficulty, ETB:Ethiopian birr
5.1.2.4. Mean differences in EORTC QLQ-C30 symptom scale with clinical characteristics
of patients with cervical cancer
On the clinical characteristics of patients; all symptom scales except diarrhea showed significant
mean differences across FIGO stages. Stage IV showing the highest symptoms while stage | had
the least. Patients whose diagnosis was longer than 5 years showed a significantly high mean
difference in all symptom scales .On the current planned type of treatment options all of the
symptom scales exhibited a significant mean difference among groups. Least symptom score was
reported with patients who are planned to have surgery.
Table 7: Mean differences in EORTC QLQ-C30 symptom scale with clinical characteristics
of patients with cervical cancer
Variables Category | FA NV PA DY SL AP CoO DI Fl
Patient New 45.89 25.64+ | 4159+ | 19.55 | 44.23 4359+ | 43.1+3 | 13.62 62.34
status 1248 | 30.11 25.16 +29.1 | £29.1 | 30.76 9.12 +25.8 | £35.09
Follow 59.72 32.74+ | 57.44+ | 31.55 | 49.40 4583+ | 53.57+ | 15.48 78.57
up +29.7 | 33.32 30.63 +36.7 | +34.8 | +36.27 | +41.03 | £30.4 | £32.05
p-value 0.000* | 0.127 0.000* |0.010 |0.259 0.642 0.080 0.647 0.002*
Time since | <lyr 46.82 24.62+ | 42.68+ | 20.64 | 43.51 41,98+ | 44.07x | 13.25 64.85
dx +25.7 | 29.61 +26.52 | £30.2 | £29.9 | 31.15 39.85 +26.2 | £35.25
1-5yrs 66.67 50.00+ | 65.28+ | 33.33 61.11 62.50+ | 58.33+ | 22.22 73.61
+26.0 | 32.96 23.00 1354 | £28.9 | 33.06 37.10 +32.1 | £32.57
>5yrs 100.0 83.33 100.00 | 100.0 100.0 100.00 | 33.33 .00 100.00
p-value 0.000* | 0.000* | 0.000* | 0.007 0.005* | 0.002* |0.234 0.258 0.315
Stage of | Stage | 30.62 21.14+ | 26.02+ | 14.63 33.33 26.83+ | 26.83 | 8.94+ | 43.09
cancer 1244 | 29.58 19.73 126.9 | £27.8 | 30.93 31.81 16.70 | £34.35
Stage Il 40.58 18.30+ | 33.88+ | 16.30 37.68 36.96+ | 31.88+ | 12.68 56.88
+22.7 | 26.38 22.29 127.2 | 284 | 29.42 36.61 1256 | £34.42
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Stage Il | 56.63 30.74+ | 55.02+ | 19.74 51.13 50.16+ | 56.31+ | 16.18 77.99
+23.5 +32.23 | 24.45 +29.6 | £29.0 29.84 39.06 +29.6 | +29.72
Stage IV | 73.81 51.79+ | 72.02+ | 60.71 66.67 70.24+ | 76.19+ | 17.86 83.33
+22.2 26.96 23.59 +28.7 | £30.0 27.72 31.23 +30.7 | +30.76
P-value 0.000* | 0.000* | 0.000* |0.000* |0.000* |0.000* |0.000* |0.403 0.000*
Treatment Surgery 34.54 21.38+ | 29.17+ | 13.77 34.78 33.70+ | 30.07+ | 9.42+ 50.00
plan +22.6 29.37 20.01 +24.2 | *£28.3 32.59 34.96 17.34 +35.46
Chemo 55.97 19.75+ | 54.32+ | 32.10 46.91 39.51+ | 29.63+ | 18.52 67.90
+23.7 +19.63 | 24.71 +31.3 | %£26.5 32.07 37.36 +33.7 | %31.32
Rad 72.22 66.67+ | 66.67+ | 66.67 50.00 66.67+ | 66.67+ | 83.33 83.33
+39.2 | 47.14 47.14 +.000 | £235 | 47.14 47.14 +235 | +£23.57
Chemo- 57.11 33.09+ | 54.17+ | 26.23 51.23 5221+ | 60.29+ | 15.93 76.47
rad +25.8 32.58 27.04 +342 | 314 | 29.73 37.95 +29.5 | %£31.46
Chemo- 41.27 4.76x1 | 30.95+ | .00 61.90 33.33t | 9.52+#1 | .00 52.38
surgery +8.39 2.59 14.99 +12.5 19.24 6.26 +37.79
p-value 0.000* | 0.002* | 0.000* |0.001* |0.000* |0.000* |0.000* |0.001* |0.000*
Comorbid None 27.03 25.71+ | 44.02+ | 20.78 43.80 4410+ | 4469+ | 1241 65.62
conditions 6+27 30.90 27.01 +30.7 | %30.6 32.47 40.52 +255 | £34.57
HTN 219+ | 37.30+ | 50.79+ | 31.75 44.44 36.51+ | 46.03+ | 22.22 57.14
21.98 25.76 29.09 +34.1 | £28.5 27.69 35.70 +32.2 | #41.01
DM 16.68+ | 28.79+ | 48.48+ | 27.27 60.61 4242+ | 39.39+ | 24.24 69.70
16.68 32.56 2291 +32.7 | ¥134 | 26.20 35.95 +33.6 | £34.61
Cardiac | 15.71+ | 25.00+ | 25.00+ | 16.67+ | 50.00+ |50.00+2 | 66.67+ | 16.67+ | 100.00
15.71 33.35 11.78 23.57 23.57 3.57 47.14 23.57
Renal 100.00 | 100.00 | 66.67 66.67 100.00 | 100.00 | 100.0 100.00
Others 32,71+ | 30.56+ | 50.00+ |22.22+ | 7222+ | 61.11+ | 61.11+ |11.11+ | 77.78
32.71 34.02 29.81 40.36 38.96 32.77 25.09 17.21 +34.42
p-value 0.301 0.133 0.234 0.443 0.125 0.303 0.592 0.011 0.421

FA:fatigue ,NV:nausea and vomiting, PA:pain, DY:dyspnea, SL:insomnia, AP:appetite loss,
CO:constipation, Dl:diharea, Fl:financial difficulty

5.1.2.5. Mean differences in EORTCQLQ-CX24 functional scale with Socio-demographic
and Socio-economic characteristics
The results in Table 8 showed from the functioning scales a significant mean difference was

found in the body image and sexual activity .Of those falling under the age category of 60-69
years old have the highest mean scores in all functional scales as compared to other age groups.
Sexual activity score had significant mean difference across marital status. Body image had

statistically significant mean difference across educational and occupational status categories.
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The highest mean score was reported in those learnt up to college and above groups (mean = SD

=52.99+25.294). Average monthly household income did not exhibit a significant difference in

the scales except in body image scale. Even though sexual enjoyment and vaginal function fall

under this category, there was no significant mean difference observed among those who were

able to respond to the questions.

Table 8: Mean differences in EORTCQLQ-CX24 functional scale with Socio-demographic
and Socio-economic characteristics

Variables Category Sexual/vaginal Body Image Sexual Sexual activity
function enjoyment

Age <40 39.24+19.57 40.91+29.32 26.39+£31.05 24.24+26.28
40-49 39.17+ 22.96 42.50+ 3199 | 21.11+28.34 26.32+30.69
50-59 35.19+17.51 35.83+£30..51 | 22.22+22.86 10.49+ 24 41
60-69 56.67+ 27.25 35.56+ 26.91 | 33.33+25.57 4.24+ 14 .42
>70 33.33+ 13.94 44.44+30.76 33.33+36.51 | 19.30+33.91
p-value 0.713 0.012 0.854 0.000*

Marital status | Single 31.67+£13.693 42.06+34.08 20.00£29.814 | 11.90+16.575
Married 39.02+22.641 41.10+29.839 | 23.28+29.105 | 22.61+30.283
Divorced 38.33+11.180 36.11+27.419 | 40.00+14.907 | 5.00+14.222
Widowed 42.50+14.407 34.33£30.627 | 26.67+26.294 | 7.46x20.777
p-value 0.828 0.420 0.616 0.000*

Education Iliterate 36.94+21.518 32.76x£29.027 | 27.78+23.298 | 14.81+29.506
Can read and | 36.76+21.053 28.70+£24.775 | 21.57+26.197 | 15.28+23.778
write
Informal 41.11+22.596 52.86+£33.682 | 26.67+40.237 | 21.21+26.112
education
Primary 38.10+22.493 45.50+£29.587 | 23.81+37.090 | 17.46+27.119
Secondary 38.89+12.729 38.89+34.960 | 11.11+19.245 | 27.78+38.968
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Collage and | 45.45+18.769 52.99+25.294 | 21.21+22.473 | 10.26+17.361
above
p-value 0.893 0.000* 0.917 0.482
Occupation Government 40.38+16.613 51.31+27.897 | 23.08+31.578 | 14.81+29.506
Private 37.88+19.848 38.62+32.322 | 21.21+22.473 | 15.28+23.778
Merchant 50.93+16.375 50.85+26.699 | 22.22+23.570 | 21.21+26.112
Retired 41.67+14.434 44.44+17.568 | 44.44+50.918 | 17.46+27.119
Farmer 40.28+31.603 30.73+27.336 | 20.37+£25.918 | 27.78+38.968
Housewife 33.91+15.094 35.06+30.412 | 27.59+29.639 | 10.26+17.361
Unemployed |0 72.22+23570 |0 14.81+29.506
P-value 0.433 0.005* 0.787 0.169
Monthly <600 32.69+21.464 30.43+29.012 | 30.77+28.163 | 13.71+28.208
income
>600 41.81+£19.951 44.30+29.289 | 21.64+27.811 | 16.77+25.493
p-value 0.063 0.000* 0.171 0.359

5.1.2.5. Mean differences

in EORTC QLQ-CX24 functional

scales with clinical

characteristics

It can be observed on table that patient status, treatment plan and comorbid conditions didn’t
have any statistically significant mean difference across all functional scales of EORTC QLQ-
CX24, and Body image is the only functional scale which showed statistical significant mean
difference across time since diagnosis and stage of cervical cancer. Patients whose time of
diagnosis was 5 years and above scored a good body image (Mean+ SD =100+0.00). Stage 1V
has the highest mean score in sexual and vaginal function (Meant SD =60.42+22.160).
Patients whose plan of treatment was to take radiation therapy had the highest body image

(Meanz SD =61.11+39.284) as compared to the other planned type of treatment.
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Table 9: Mean differences in EORTC QLQ-CX24 functional scales with clinical characteristics

Variables Category Sexual/vaginal Body Image Sexual enjoyment Sexual activity
function
Patient status | New 38.77£20.611 36.49+28.981 24.07+£27.534 16.99+27.215
Follow up 40.15+22.613 46.83+32.113 27.27+£32.722 10.12+23.715
P-value 0.839 0.021 0.727 0.087
Time  since | <lyr 38.40+20.947 36.17£29.445 24.47+£28.599 16.32+£26.963
diagnosis
1-5yrs 50.00£13.608 61.11+22.462 25.00£16.667 8.33+22.522
>5yrs .00 100.00 .00 .00
p-value 0.278 0.000* 0.971 0.317
Stage of | Stage | 35.83+£14.332 30.89+29.660 20.00£19.941 23.58+29.101
cervical ca
Stage Il 38.28+18.314 31.28+28.999 28.13+£32.911 15.22+24.417
Stage 11 35.14+24.613 43.58+29.136 24.64+28.810 12.30+25.984
Stage IV 60.42+22.160 56.35+£26.001 20.83£24.801 16.67+30.765
p-value 0.017 0.000* 0.763 0.149
Treatment Surgery 36.11+17.660 30.92+29.181 23.93+£27.518 21.01+£29.117
plan
Chemo 52.78+26.352 37.86+£37.141 25.93£36.430 13.58+21.202
Rad 33.33 61.11+39.284 33.33 16.67+23.570
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Chemo-rad 37.50+21.895 43.71+27.789 26.04+27.740 12.50+25.959

Chemo- surgery | 58.33+11.785 39.68+31.983 .00 9.52+16.265

p-value 0.150 0.023 0.789 0.186
Comorbid None 39.34+21.828 37.77+28.838 22.55+26.667 15.25+26.785
Conditions

HTN 35.42+16.332 40.74+35.890 30.56+30.011 26.98+29.096

DM 33.33 45.45+37.003 33.33 3.03+10.050

Cardiac .0 27.78+39.284 00 33.33+47.140

Renal 50.00 33.33 0 .00

Others 50.00 57.41+36.118 100.00 5.56+13.608

p-value 0.913 0.624 0.057 0.134

5.1.2.6. Socio-demographic and socio-economic characteristics with EORTC QLQ-CX24
symptom scales of patients with cervical cancer
On the analysis of the score of symptom scales of the EORTC QLQ-CX24 with the age category

and marital status, the symptom experience, lymph adenoma and sexual worry scale showed a
significant mean difference. Participants falling in the age group of 70 years old and above
showed the highest mean difference in all symptom scales from the rest of the age category.
Those who are widowed score highest mean difference across symptom experience and
menopausal symptoms (mean+ SD =40.03+£16.761 and 43.28+41.037) respectively. Symptom
experience ,menopausal symptoms, and sexual worry showed significant mean difference across
educational status .Those who are learnt up to college and above had the highest mean score in
the menopausal symptom scales (mean+ SD=58.12+41.688) .Symptom experience and lymph
adenoma had significant mean difference across occupational status. Those who were retired

from job had highest mean difference across lymph adenoma scales (mean+ SD = 86.67
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+29.814). Monthly income category of patients indicated a significant mean difference across

lymph adenoma and menopausal symptom groups.

Table 10: Socio-demographic and socio-economic characteristics with EORTC QLQ-CX24
symptom scales of patients with cervical cancer

Variables Category SE LY PN MS SXW
Age <40 24.65+16.25 21.21+32.22 | 19.70+£30.76 29.55+35.37 | 37.12+ 38.18
40-49 35.03+18.82 23.98+34.93 | 31.58+36.41 33.33+35.07 | 43.27£32.71
50-59 35.85+ 17.22 | 19.10+30.93 | 22.47+29.63 38.95+38.34 | 25.09+ 35.63
60-69 36.80+ 14.85 | 27.88+33.10 | 26.67+31.69 46.06+41.81 | 17.58+ 32.61
>70 48.48+ 17.69 | 49.12+44.95 | 47.37+40.54 35.09+ 39.24 | 29.82+36.67
p-value 0.000* 0.000* 0.078 0.215 0.000*
Marital Single 18.18+12.466 | 14.29£31.254 | 16.67+£31.351 | 14.29+21.540 | 35.71+35.720
status
Married 34.44+18.392 | 21.91+32.164 | 27.27+33.248 | 37.30+£37.213 | 35.20+37.898
Divorced 33.94+15.131 | 30.00+37.591 | 23.33+31.306 | 35.83+38.776 | 27.50+32.806
Widowed 40.03+16.761 | 28.86+£36.651 | 29.35+34.584 | 43.28+41.037 | 18.41+30.860
p-value 0.000* 0.243 0.541 0.077 0.014
Education Iliterate 38.49+17.500 | 21.65+33.424 | 29.91+35.661 | 36.75+35.120 | 20.23+30.936
status
Can  read | 34.22+18.138 | 26.39+32.947 | 29.86+£32.427 | 33.33+38.897 | 23.61+32.947
and write
Informal 27.55+£16.587 | 19.19+28.904 | 19.19+28.904 | 28.28+36.440 | 53.54+38.133
education
Primary 25.54+17.211 | 22.22+38.490 | 25.40+36.370 | 22.22+33.884 | 52.38+40.237
Secondary 36.36+16.817 | 27.78+44.305 | 22.22+40.369 | 50.00+45.947 | 38.89+38.968
Collage and | 36.13+16.949 | 35.90+37.762 | 20.51+26.063 | 58.12+41.688 | 32.48+35.448
above
p-value 0.005* 0.286 0.453 0.003* 0.000*
Occupational | Government | 33.24+17.865 | 31.37£36.645 | 18.63+£27.452 | 49.02+40.398 | 39.22+38.024

status
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Private 25.97+17.606 | 20.63£35.709 | 23.81+£31.873 | 34.9£38.696 | 41.27+34.809
Merchant 29.49+17.472 | 15.38+28.645 | 14.10+£26.954 | 34.62+44.702 | 39.74+37.735
Retired 49.09+£19.685 | 86.67+29.814 | 53.33+38.006 | 40.00+£54.772 | 20.00+£18.257
Farmer 41.01£21.796 | 21.28+32.172 | 34.75£39.292 | 38.30+£33.318 | 17.73+£27.672
Housewife 35.54+£15.003 | 24.29+33.269 | 28.17+£32.396 | 35.40+37.210 | 27.39+36.669
Unemployed | 9.09+4.285 .00 .00 .00 83.33+23.570
P-value 0.001* 0.001* 0.034 0.459 0.008
Monthly <600 34.64+17.253 | 17.13+29.802 | 22.74+31.255 | 32.09+36.608 | 23.05+33.462
income
>600 35.11+18.205 | 29.51+36.195 | 29.30+34.250 | 40.98+38.835 | 34.39+36.868
p-value 0.833 0.004* 0.115 0.003* 0.011

SE=symptom experience, LY=Lymph adenoma ,PN=Peripheral neuropathy, MS=Menopausal
symptoms, SXW=Sexual worry

5.1.2.7. Mean differences
characteristics

in EORTC QLQ-CX24 Symptom scales with clinical

Symptom experience, lymph adenoma and peripheral menopausal symptoms resulted in a
significant mean difference of the participants’ patient status and time since diagnosis. All
symptom scales had significant mean scores across stage of cervical cancer except sexual worry.
Those diagnosed to have stage 1V cervical cancer scored the highest mean score in all symptom
scales. All symptom scales had significant mean difference across planned type of treatment
except sexual worry. Those planned treatment type was radiation have the highest mean scores in
all symptom scales. Peripheral neuropathy showed significant mean difference across comorbid
conditions. Those participants who had cardiac problem concomitant with cervical cancer
showed the highest mean difference in the peripheral neuropathy scale (mean £ SD =
83.33+23.570).
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Table 11: Mean

characteristics

differences in

EORTC QLQ-CX24 Symptom scales with clinical

Variables | Category | SE LY PN MS SXW
Patient New 33.28+18.12 | 20.99+32.311 | 26.28+34.105 | 30.29+35.23 | 31.09+35.822
status
Follow 41.02+15.16 | 37.50+£38.172 | 27.98+29.663 63.69+37.21 | 25.00+36.098
up
P-value | 0.004* 0.001* 0.735 0.000* 0.261
Time since | <lyr 33.68+17.42 | 21.90+32.616 | 25.10+32.369 | 34.31+36.97 | 29.43+35.682
diagnosis
1-5yrs 45.71+16.69 | 47.22+39.215 | 40.28+38.043 | 66.67+38.069 | 30.56+36.669
>5yrs 72.73 100.00 66.67 66.67 100.00
p-value 0.001* 0.000* 0.049 0.000* 0.145
Stage  of | Stage | 18.70+10.20 | 13.01+26.748 | 18.70+26.925 16.26+28.98 | 30.89+36.048
cervical ca
Stage Il 29.31+15.07 | 15.94+29.434 | 20.29+29.632 29.71+33.31 | 30.80+36.055
Stage Il | 40.54+14.290 | 26.54+32.459 | 27.51+33.797 43.37+38.72 | 26.54+34.729
Stage IV | 56.39£16.949 | 61.90+£39.246 | 55.95+35.199 | 71.43%£35.96 | 36.90+39.896
p-value 0.000* 0.000* 0.000* 0.000* 0.563
Treatment | Surgery 22.99+12.71 | 11.96+27.328 | 15.94+26.830 | 21.01+31.14 | 32.25+36.129
plan
Chemo 38.27+13.29 | 16.05+26.747 | 18.52+26.688 | 28.40+34.22 | 32.10+36.376
Rad 48.48+4.285 | 83.33+23.570 | 83.33+23.570 | 83.33+23.570 | 16.67+23.570
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Chemo- | 42.71+17.221 | 34.80+36.485 | 35.78+35.517 50.49+38.27 26.47+34.929

Rad

Chemo - | 23.38+12.581 | 4.76+12.599 4.76%£12.599 19.05+37.79 | 57.14+46.004

Surgery

p-value 0.000* 0.000* 0.000* 0.000* 0.196
Comorbid None 34.05+17.84 22.42+32.964 | 23.32+30.582 36.32+37.44 | 28.85+35.086
conditions

HTN 40.55+19.43 38.10+£38.421 | 50.79+40.303 | 47.62+38.832 | 31.75+35.709

DM 40.50+15.820 | 21.21+34.230 | 27.27+35.957 18.18+31.140 | 39.3+46.710

Cardiac 45.45+12.856 | 66.67+47.140 | 83.33+23.570 50.00+£70.711 | 33.33+47.140

Renal 45.45 100.00 66.67 100.00 .00

others 31.82+2.384 33.33+42.164 | 38.89+49.065 61.11+49.06 44.44450.185

p-value 0.425 0.027 0.000* 0.082 0.748

5.2. Predictive factors of Global Quality of life
Age, educational status and monthly income have association with GQOL. Being in the age

group <40years affects 2.12 times the GQOL compared to the other variables (AOR =2.12,
95%CI =0.23-18.90). The patients monthly income <600ETB affects the GQOL 1.7 times
(AOR=1.74, 95% CI = 0.34-8.93).

Table 12: Binary and multivariable logistic regression analysis to observe association
between (socio-demographic, medical characteristics) variables and global QOL of patients
with cervical cancer.

GQOL Odds Ratio(95% CI)
Variables Category | Affected Not affected | COR AOR
Age <40 42 (17.3%) 2 (9.5%) 3.12(0.44-27.9) 2.12(0.23-18.90)
40-49 52(21.4) 5(23.8%) | 4.39(0.53-36.4) 3.74(0.41-33.61)
50-59 80(32.9%) 9(42.9%) 1
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60-69 50(20.6%) 5(23.8%) 1
>70 19(7.8%) 0 1
Education Iliterate 113(46.5% 4(4.8%) 0.118(0.034-0.41) | 0.79(0.01-0.65)
status
Can read and | 46 (18.9%) 2 (9.5%) 0.145(0.029-0.71) | 0.91(0.01-0.845)
write
Informal 33 (13.6%) 0 0 0
education
Primary 18(7.4%) 3(14.3%) 0.556(0.133-2.32) | 0.453(0.80-2.57)
Secondary 3(1.2%) 3(14.3%) 3.33(0.571-19.47) | 2.78(0.39-19.83)
Collage and | 30(12.3%) 9(42.9%) 1
above
Occupational | Government 27(11.1%) 7(33.3%) 1
Status employee
Private 19(7.8%) 2(9.5%) 0.406(0.076-2.17)
Merchant 22(9.1%) 4(19.0%) 0.701 (0.182-
2.709)
Retired 5(2.1%) 0 .000
Farmer 47(19.3%) 0 .000
Housewife 8(38.1%) 0.255 (0.085-
121(49.8% 0.764)
Unemployed 2(0.8%) 0 .000
Monthly <600 101(41.6%) 6(28.6%) 0.562 (0.211- | 1.74(0.34-8.93)
income 1.499)
>600 142(58.4%) 15(71.4%) |1

The association between the GQOL and medical characteristics resulted in a significant

association in the time since diagnosis. If it was diagnosed with in 1-5years, it will affects the
GQOL 3.01times (AOR =3.01, 95%CI = 0.53-16.91).However, in the multi-variable associations

there was no significant association between medical characteristics of patient and GQOL.
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Table 13: Binary and multivariate logistic regression analysis between clinical variables
and GQOL of patients with cervical cancer

GQOL Odds Ratio(95%Cl)
Variables Category Affected Not affected COR AOR
Time since | <lyr 220(90.5%) | 19(90.5%) 1 1
diagnosis
1-5yrs 22 (9.1%) 2(9.5%) 1.05(0.23-4.82) 3.01(0.53-16.91)
>5yrs 1(0.4%) 0 0 1.44(0.00)
Stage of | Stage | 33(13.6%) 8(38.1%) 1 1
cervical ca
Stage Il 84(34.6%) 8(38.1%) 0.393(0.13-0.03) 0.43(0.13-1.41)
Stage 11 98(40.3%) 5(23.8%) 0.21(0.06-0.16) 0.35(0.04-2.67)
Stage IV 28(11.5%) 0 0 0
Treatment Surgery 79(32.5%) 13(61.9%) 0.98(0.11-8.88) 0.59(0.05-6.23)
plan
Chemo 25(10.3%) 2(9.5%) 0.48(0.037-6.21) 0.46(0.03-6.07)
Rad 2(0.8%) 0 0 0
Chemo-rad 131(53.9%) | 5(23.8%) 0.229(0.023-2.27) | 0.258(0.021-3.19)
Chemo surgery | 6(2.5%) 1(4.8%) 1 1

During the bivariate analysis, all variables with p-value < 0.25 were included for the

multivariable logistic regression. On the multi-variable analysis, only three of the variables
showed association with the GQOL. Accordingly role functioning (AOR=2.16, 95%CI=0.71-
6.56), fatigue (AOR= 1.09, 95%CI=0.32-3.7) and dyspnea (AOR=1.21, 95%CI= 0.35-4.17) had

shown a significant association with GQOL. In other words, patients who had an affected role

functioning are 2.16 times more likely to affect the GQOL, such as the difficulty to walk is likely

result in an affected GQOL. The feeling of fatigue has 1.09 times likely chance of affecting the
GQOL as well as dyspnea which has a 1.21 times risk of affecting the GQOL.
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Table 14: Binary and multivariate logistic regression analysis between EORTC QLQ-C30
scales of patients with cervical cancer

GQOL Odds Ratio(95%Cl)
Variables | Category Outcome Affected Not COR(95%CI) AOR(95%CI)
affected
Functional | Physical Affected 117(48.1%) | 5(23.8%) | 0.33(0.12-0.64) 0.208(0.052-0.835)
scales Not affected | 126(51.9%) | 16(76.2%) | 1 1
Role Affected 126(51.9%) | 10(47.6%) | 0.84(0.34-2.06) 2.16(0.71-6.56)
Not affected | 117(48.1%) | 11(52.4%) |1 1
Cognitive Affected 114(46.9%) | 7(33.3%) | 0.56(0.22-1.45) 0.96(0.28-3.22)
Not affected 129(53.1%) | 14(66.7%) |1 1
Symptom | Fatigue Affected 180(74.1%) | 13(61.9%) | 0.56(0.22-1.43) 1.09(0.32-3.7)
scales Not affected | 63(25.9%) 8(38.1%) |1 1
Nausea Affected 114(46.9%) | 6(28.6%) | 0.45(0.17-1.20) 0.74(0.21-2.62)
&vomiting
Not affected | 129(53.1%) | 15(71.4%) |1 1
Pain Affected 177(72.8%) | 10(70.8%) | 0.339(0.138-0.83) | 0.60(0.16-2.27)
Not affected | 66(27.2%) | 11(52.4%) | 1 1
Dyspnea Affected 99(40.7%) 7(33.3%) | 0.72(0.28-1.86) 1.21(0.35-4.17)
Not affected | 144(59.3%) | 14(66.7%) |1 1
Appetite Affected 195(80.2%) | 11(52.4%) | 0.27(0.10-0.67) 0.52(0.16-1.64)
Not affected | 48(19.8%) | 10(47.6%) |1 1
Constipation | Affected 162(66.7%) | 11(52.4%) | 0.55(0.22-1.34) 0.95(0.34-2.62)
Not affected | 81(33.3%) | 10(47.6%) |1 1
Diarrhea Affected 66(27.2%) | 4(19%) 0.63(0.20-1.94) 0.70(0.17-2.81)
Not affected | 177(72.8%) | 17(81%) |1 1
Financial Affected 218(89.7%) | 12(57.1%) | 0.15(0.05-0.39) 0.21(0.07-0.59)
Not affected 25(10.3%) 9(42.9%) |1 1
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Participants affected body image and feeling of lymph adenoma was the only two variables

which had significant association with GQO. Once sense of body image affected 1.88 times
(AOR=1.88, 95%CI=0.42-8.45) the GQOL and 1.39 times (AOR=1.39, 95%CI=0.51-3.81)if
affected feeling of lymph adenoma.

Table 15: Binary and multivariate logistic regression analysis to association of GQOL and
EORTC QLQ CX 24 scales of patients with cervical cancer

GQOL Odds Ratio(95%Cl)
Variables Category Outcome Affected Not COR AOR
affected
Functional Body image Affected 203(83.5%) | 19(90.5%) | 1.87(0.41-8.35) | 1.88(0.42-8.45)
scales Not affected | 40(16.5%) | 2(9.5%) |1 1
Sexual activity | Affected 233(95.9%) | 20(95.2%) | 0.85(0.10-7.05) | 0.80(0.09-6.66)
Not affected | 10(4.1%) 1(4.8%) 1 1
Symptom Symptom Affected 165(67.9%) | 9(42.9% 0.35(0.14-0.87) | 0.36(0.12-1.03)
scales experience Not affected | 78(32.1%) | 12(57.1%) |1 1
lymph Affected 98(40.3%) | 8(38.1%) | 0.91(0.36-2.27) | 1.39(0.51-3.81)
adenoma Not affected | 145(59.7%) | 13(61.9%) | 1 1
Sexual worry | Affected 118(48.6%) | 8(38.1%) | 0.65(0.26-1.62) | 0.60(0.23-1.53)
Not affected | 125(51.4%) | 13(61.9%) |1 1
Menopausal | Affected 145(59.7%) | 9(42.9%) | 0.50(0.20-1.24) | 0.66(0.24-1.80)
symptoms Not affected | 98(40.3% 12(57.1%) |1 1
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6. Discussion

The main purpose of this study was to describe the HRQOL, and predictive factors of cervical
cancer patients in TASH & SPHMMC. For the assessment of the HRQOL of patients, we have
used the already validated EORTC QLQ-CX24 disease-specific module which was performed to
establish the psychometric properties of the tool in the Ethiopian patients. The validation study
indicated that the EORTC QLQ-CX24 has the acceptability and is a psychometrically robust tool
to measure HRQOL specifically in cervical patients. The results of the validation showed that
the EORTC QLQ-CX24 tool was easily understood with 100% compliance. None of the patients
refused to fill the questionnaire with no missing responses. (28)

As the major finding of the study the mean score for GQOL of cervical cancer patients was low
which is similar to studies done in Iran and China (38, 26) but lower than Indian and Brazilian
cervical cancer patients (Dallabri et al. 2013). It was also very lower than the EORTC QLQ
reference value manual for cervical cancer patients (60.0 +25.2) indicating poor QOL. The
differences could be due to patients’ cultural influence; most of the participants were from
country side which results in less perception of their illness and diagnosis at late stage. These
factors were found to affect in patient outcome (20). It could also be that patient’s assumption of
an exaggerated symptom report will entail more attention from the health care professional.
Among symptom scale, financial difficulty was the worst affected QOL dimension. Studies
conducted in other developing countries, Tanzania and Indonesia showed that financial difficulty
is one of the most affected domains among the symptom scale. We found that pain and fatigue
was the second and the third highly scored domains whereas a Turkish and Malaysian studies
showed that either of the two are the most affected domains. This may be due to the fact of
inaccessibility of the oncology service and lack of health insurance in the Ethiopian settings.
This makes patients to travel over a long distance to get oncologic service which could be the
cause of fatigue and pain.

Educational status has also shown a significant correlation with health related quality of life
components. Those patients who had never gone to school scored lower in GQOL, physical
function, and social function and had higher score in fatigue, dyspnea and financial difficulties.
A study done in Turkey showed education status was associated with physical function in the
same way as ours but in contrary to ours with fatigue. This can be justified by the fact that a
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lower level of education is associated with poor health seeking behavior. This study also found
that those patients who are house wife had a lower score in social function. There was a similar
finding from Sudan which showed higher QOL of scores for patients when they are employed in
medium skill/high skill occupation. The functioning domain of EORTCQLQ 30 and
EORTCQLQ CX 24 resulted in a score lower than the reference value except role functioning.
All the symptom scales were all higher than the reference values placed by the EORTC group
(Scott et al., 2008). Social and sexual functioning was found to have a minimum result among
the scales which mirrors to previous findings where patients with cervical cancer found it
difficult to interact with their community and engage in sexual activity due to the illness and
treatment. This study found 31.4% of the participants were sexually active with different
frequency mostly in a little way. This is higher than previous study done here in TASH
accounting 10.1% of the participants. It was also higher to a study done in Poland where the
majority participants were not sexually active (29). This is unexpected as sexual activity is
among the least reported functioning item in most groups of patients’ previous studies. In this
study better because most of the participants were in the age group between <40 years by which
most sexual activity were undertaken and also most of the participants were married. These
things could increase sexual exposure (45). Similar to the finding in India (Kumar et al., 2007),
diarrhea was among the least reported symptoms. However, a study done in UK found diarrhea
and fatigue as the most frequently reported symptom (Bjelic-Radisic. et al, 2012). The difference
between the two groups’ lies in the fact that none of the patients in this study did receive any
treatment. Diarrhea is a symptom associated with the treatment side effect. The present study
indicates that GQOL, role functioning, social functioning, sexual activity, fatigue, pain, loss of
appetite and symptom experience showed significance differences with the patients educational
background. This is similar to the finding of a study done to evaluate the GQOL of cancer
patients where educational level was found to be associated with certain domains of GQOL
(Pinar, 2003, Quercioli etal, 2009 and Kdnig et al., 2009).

The results can be indicative that patients who are educated hence, with a better understanding of
their condition, could have a different perception on their role and emotional functioning which
will allow them to be able to interact better in their social life. On the contrary to the finding of
the current study, one study done in Ethiopia found no significant relationship between every

socio-demographic character including, marital status, income and educational status the patient
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(13) and (Vrettos et al., 2012). This difference could have been due to the difference of
measurement tools, difference of study populations. The factors that had an association with
better HRQOL in women with cervical cancer were having a current occupation, a longer time
since the diagnosis which had a similar result to the study done at Brazil 2019. (46)

Most of the participants were at advanced stage of cervical cancer during the study period.
Patients who were on FIGO stage | of cervical cancer reported significantly high mean in
functional domains and low symptom scales which is similar result in the other studies done
but one study done few years back in all oncologic patients in TASH most of the patients were at
stage Il cervical cancer(25). Even though some literatures did not show the similar results
(Vistad, 2006 and Sowa et al.2014), the present study and a study by Xie et al. (2013) confirmed
higher scores for physical and role functioning with patients that are on earlier stages of cervical
cancer. The ability to interact with their community and participate in household tasks declines
due to the prevalence of symptoms and lower functionality scores. This can be reflected directly
on the role and social functioning of the patients who are on FIGO stage IV. Stage of the disease
and the planned type of treatment were associated with quality of life of cervical cancer patients.

Advanced stage of diseases and radiation treatment found associated with the worst side. A study
done in Texas has described cervical cancer survivors treated with radiotherapy to report more
QOL impairments than survivors treated with other approaches. Self-esteem was reported to
have a significant role in psychological distress and quality of life thus; the researcher’s
recommended psychological support for this group. In our study, it was shown that the global
quality of life was found to have a strong association with role function. This was not true in the
previous study of which physical function had strong association with GQOL. Physical function
is an often neglected but integral part of the HRQOL of patients (Kirchheiner, 2013). In Ethiopia,
where women play a big role in the household, the physically function ability might have a great
impact on the self-satisfaction and HRQOL of patients. (45)

Fatigue and dyspnea in the EORTC QLQ-C30 scale and lymph adenoma from the EORTCQLQ-
CX24 were found as predictive factors for GQOL. Studies found a different result and
emphasized that the degree of pain and symptom experience directly affected the GQOL of
patients with cervical cancer (13, 30).While other studies indicated that symptom experience had

a relevant degree of affecting the GQOL of a patient as well.
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In light of the significance of pain and symptom experience TASH and SPHMMC could benefit
patient by providing continuous supply of pain and symptom management and designing a
method appropriate for all demographic groups. In our study emotional functioning had no
significant association with GQOL .Other studies have emphasized that emotional distress is a
strong factor behind the battle with cervical cancer and patients reported a higher amount of
anxiety and depression (Wenzel et al., 2003). The assessment of HRQOL by Herzog and Wright
(2007) found that anxiety, distress, and concern are high in women with cervical cancer. The
cultural inhibitions and the image of an illness could exaggerate the impact on the HRQOL of the
patients. (23, 33)

In addition to the factors mentioned above other studies have discussed that social support and
sexual functioning only were predictive of the GQOL of patients (Gotay et al. 2008). Contrary to
(Prasongvejet al., 2017, Torkzahrani, 2013), the current study did not find sexual activity
predictive of GQOL of patients. This may not have been predictive due to the values that are
given to sexual activity in comparison to the illness. However, studies confirm that ability to
sexually function had a positive relationship with the physical, social and functional wellbeing
thus with a positive GQOL. (7, 34)
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7. Strengths and limitations
The strength of the study is the relatively large sample size and the use of validated measurement

tools. Despite the sample heterogeneity, the results indicate that the two QOL assessment tools
were able to discriminate between groups of cervical cancer patients. The study also tried to
include different varieties of patients from the whole country with different cultures and belief
towards a disease. The study is very specific that it only tried to understand HRQOL of cervical
patients before the initiation of any sort of treatment to describe how much the disease burdened
the quality of life.

The study was conducted using Amharic version of EORTC QLQ-C30 and EORTC QLQ CX24
despite the fact that all study participants were not Amharic native speakers. The study was

inherent to cross-sectional design.

8. Recommendations
Based on the findings of the study, the following recommendations have been made.

» Emphasis should be given to empowering women through education, as it is a key tool
for avoiding unemployment and tackling the psychological impact of cervical cancer and
financial aids may significantly improve the health of cervical cancer patients.

» Follow up studies should be done to determine the HRQOL of patients and changes due
to different factors.

» Qualitative studies should be incorporated in order to better understand the patients

spiritual and emotional connection

9. Conclusion
GQOL, physical function, role function, cognitive functions, financial difficulties, insomnia and

fatigue were the most affected however social function, dyspnea and diarrhea were less affected
components of HRQOL of cervical cancer patients. Age , marital status, educational status,
occupational status ,monthly income , stage of the disease ,time since diagnosis and planned type
of treatment were some of the different socio demographic and medical factors which were

associated with health related quality of life of cervical cancer patients.
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Section 2: Medical Characteristics (to be filled through chart review by data

collectors)

2.1 Patient status

New patient O Follow up o

2.2 Time since diagnosis

2.3 Stage of cancer Stage I o Stage 11 O
Stage III o Stage IV o
If Not mentioned, please write the card
number

2.4 Current planned type of anticancer

treatment (within the period of the data Surgery m

collection) (more than one answer possible)

Chemotherapy m

Radiation O

2.5 Please specify known comorbid

condition
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Section 3: EORTC QLQ —C30
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EORTC QLQ-C30 (version 3)

ENGLISH

We are interested in some things about you and your health. Please answer all of the questions
yourself by circling the number that best applies to you. There are no "right™ or "wrong"

answers. The information that you provide will remain strictly confidential.

Please fill in your initials:
Your birthdate (Day, Month, Year):
Today's date (Day, Month, Year):

Not at all A Little Quite a bit Very

much

1. Do you have any trouble doing strenuous activities
like carrying a heavy shopping bag or a suitcase? 1 2

2. Do you have any trouble taking a long walk? 1 2

3. Do you have any trouble taking a short walk outside of the house? 1
4. Do you need to stay in bed or a chair during the day? 1 2

5. Do you need help with eating, dressing, washing

Yourself or using the toilet? 1 2
During the past week:

6. Were you limited in doing either your work or other daily activities? 1
7. Were you limited in pursuing your hobbies or other

Leisure time activities? 1 2
8. Were you short of breath?

9. Have you had pain?

10. Did you need to rest?

11. Have you had trouble sleeping?
12. Have you felt weak?

13. Have you lacked appetite?
14. Have you felt nauseated?

15. Have you vomited?

TN N L L

16. Have you been constipated?
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During the past week: Not at all A Little Quite a bit Very much

17. Have you had diarrhea? 1 2 3 4

18. Were you tired? 1 2 3 4
19. Did pain interfere with your daily activities? 1 2 3 4
20. Have you had difficulty in concentrating on things,

like reading a newspaper or watching television? 1 2 3 4
21. Did you feel tense? 1 2 3 4
22. Did you worry? 1 2 3 4
23. Did you feel irritable? 1 2 3 4
24. Did you feel depressed? 1 2 3 4
25. Have you had difficulty remembering things? 1 2 3 4
26. Has your physical condition or medical treatment

Interfered with your family life? 1 2 3 4
27. Has your physical condition or medical treatment

interfered with your social activities? 1 2 3 4
28. Has your physical condition or medical treatment

caused you financial difficulties? 1 2 3 4

For the following questions please circle the number between 1 and 7 that best applies to
you

29. How would you rate your overall health during the past week?

1 2 3 4 5 6 7
Very poor Excellent
30. How would you rate your overall quality of life during the past week?
1 2 3 4 5 6 7
Very poor Excellent
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EORTC QLQ — CX24

Patients sometimes report that they have the following symptoms or problems. Please indicate
the extent to which you have experienced these symptoms or problems, please answer by circling
the number that best applies to you.

During the past week Not at all A Little Quite a bit Very much
31. Have you had cramps in your abdomen? 1 2 3 4

32. Have you had difficulty in controlling your bowels? 1 2 3 4

33. Have you had blood in your stools (motions)? 1 2 3 4

34. Did you pass water/urine frequently? 1 2 3 4

35. Have you had pain or a burning feeling when passing water/urinating? 1 2 3 4
36. Have you had leaking of urine? 1 2 3 4
37. Have you had difficulty emptying your bladder? 1 2 3 4
38. Have you had swelling in one or both legs? 1 2 3 4
39. Have you had pain in your lower back? 1 2 3 4
40. Have you had tingling or numbness in your hands or feet? 1 2 3 4
41. Have you had irritation or soreness in your vagina or vulva? 1 2 3 4
42. Have you had discharge from your vagina? 1 2 3 4
43. Have you had abnormal bleeding from your vagina? 1 2 3 4
44. Have you had hot flushes and/or sweats? 1 2 3 4

45. Have you felt physically less attractive as a

result of your disease or treatment? 1 2 3 4
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46. Have you felt less feminine as a

result of your disease or treatment? 1 2 3 4
47. Have you felt dissatisfied with your body? 1 2 3 4
During the past 4 weeks: Not at all A Little Quite a bit Very much
48. Have you worried that sex would be painful? 1 2 3 4
49. Have you been sexually active? 1 2 3 4

Answer these questions only if you have been sexually active during the past 4 weeks:

50. Has your vagina felt dry during sexual activity? 1 2 3 4

51. Has your vagina felt short? 1 2 3 4
52. Has your vagina felt tight? 1 2 3 4
53. Have you had pain during sexual intercourse or other sexual activity? 1 2 3 4
54. Was sexual activity enjoyable for you? 1 2 3 4
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