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ABSTRACT

Background: Breast cancer has been a worldwide public health problem and it is the most common
cancer in women both in the developed and less developed countries. Public and individual
awareness can play a vital role in the prevention, early diagnosis and treatment of breast cancer.
Objective: To assess the knowledge, attitude and practice of adult women clients (20-49 years of
age) towards breast cancer screening in health centers of Addis Ababa, 2015.

Methods: A cross-sectional facility based quantitative study complemented by qualitative (in-depth
interview) study was conducted on a total of 633 women clients who came to selected health centers
for maternal and child health services. Data was collected from January 1°'to 30™February, 2015. For
quantitative data Epi-Info version 7and SPSS Version 21 were used for data entry and analysis,
respectively. Cross tabulation of each independent variable with the dependent variable with their
95% confidence interval was done to see if there was any association between them. Those variables
associated at binary logistic regression with a significance level of 0.2 were entered into multiple
logistic regression to identify determinants by controlling possible confounding effect. The
transcribed and translated qualitative data were imported into an Open Code program and coded,
categorized, thematically described and the emerged themes were included in the final thesis report.
Results: Overall 53% of women have heard about breast cancer and35.5% knew at least one breast
cancer screening method. While among women who were informed of breast cancer, 97% of theme
indicated that screening improves chance of survival. Generally among the common screening
methods; self-breast examination, clinical-breast examination and mammographic examination were
practiced by 24.3%, 7.6% and 3.8% of respondents, respectively. Factors like family history of breast
illnesses, income, educational status, general knowledge of breast cancer were highly associated with
the knowledge, attitude and practices of breast cancer screening. Socio-cultural factors, lack of
attention and facilities patient load were among the dominant factors raised by qualitative
interviewee.

Conclusion and Recommendation: This study has revealed that self-reported breast cancer
screening coverage is low. About two-third of studied women had no information of breast cancer
screening methods. There is a need to design and implement awareness creation program on
screening for breast cancer. Different print and mass media can be engaged in teaching women to

undergo regular breast cancer screening for early identification and intervention.

viii



1. Introduction

1.1 Background

Breast cancer(BC) is a proliferation of malignant cells that arises in the breast tissue and the
term represents a range of disease, from non-invasive to invasive carcinoma[1].

It is the most common cause of cancer death worldwide for females, and the fifth most common
cancer among all other cancers, with around 522,000 deaths from breast cancer in 2012 (15% of

female deaths and 6% of the total) annually [2].

It was reported that it is the most commonly diagnosed cancer and the second leading cause of
cancer death among women in 2008 in Africa (92,600 cases, 50,000 deaths). It is also estimated
the prevalence of breast cancer in women aged 15 and over in sub-Saharan Africa was 23.5 per
100,000 women in 2008]3, 4].

Breast cancer is the second most often occurring cancer next to cervical cancer among women in
Ethiopia. It is estimated that around 10,000 Ethiopian women have breast cancer [5].

Data from the Addis Ababa population based cancer registry showed that breast and cervical
cancers were the leading cause of cancer comprising 22.6% and 10.8% respectively of all cases

of cancers in Addis Ababal[6].

As evidences show, poor awareness of breast cancer symptoms, preventions, risk factors and
treatment options have usually been associated with patient delay in seeking help[7].

The causes of breast cancer are not completely known. However, researchers have identified a
number of risk factors that increase one*s chances of getting breast cancer. These includes;
family history of breast cancer, personal history of breast cancer, early menarche, (<12 years),
late menopause (>55years), aging, excessive alcohol use, late age at first full-term pregnancy
(>30 years), never breast feeding a child, high fat diet, tobacco smoking, post-menopausal
obesity, recent and long term use of hormone replacement therapy, high-dose radiation to chest
and lack of physical exercises[8, 9].

Breast cancer screening is a means of identifying the occurrence of breast cancers at early stages

(before it progresses to the advanced stages). Three main tests are used to screen the breast for



cancer. These are breast self-examination (BSE), clinical breast examination (CBE) and

mammography[10].

Breast self-examination is done by a woman herself where she checks her own breasts for lumps,
changes in size or shape of the breast or any other changes in the breast or underarm. It doesn*t
replace regular screening mammograms or clinical breast examination. However, regular
performance of BSE does not mean that the breast cancer is necessarily self-detected. Although,
the American Cancer Society recommended in 2003 that women beginning in their 20s should be
told about the benefits and limitations of BSE, this procedure is not considered the best method
for early detection of breast cancer but is the best option for interval screening among women of
all ages [11, 12].

Clinical breast examination (CBE) is another kind of screening method which seeks to detect
breast abnormalities or evaluate patient reports of symptoms to find palpable breast cancers at an
earlier stage of progression and is undertaken by health practitioners[13].

Similarly, a mammogram is the other kind of screening methods used to take x-ray pictures of
the breasts. Screening mammography examinations are those designated as such by the ordering
of provider or radiologist, and not performed within 9 months of a previous one and is used to
check for breast cancer in women who have no signs or symptoms of the disease. Usually two x-
ray images make it possible to detect tumors that cannot be felt.

While diagnostic mammographic examinations are those indicated as such when ordered, or by
the radiologist, or those performed for a woman reporting breast symptoms to check for breast
cancer and takes longer than screening mammography because more x-rays are needed to obtain
views of the breast from several angles. The benefits of screening mammography is that
treatment can be started earlier in the course of the disease, possibly before it has spread [11, 14].
And studies showed that when combined with appropriate treatment, early detection through
breast cancer screening (BCS) activities that include breast self-examination (BSE), clinical
breast examination (CBE), and mammography, has been shown to decrease cancer mortality

rates by 25-30% [15].



1.2. Statement of the problem

Incidence of breast cancer has been increasing in most regions of the world and remains highin
developed countries. However, mortality is higher in less developed countries since the majority
of cases are diagnosed late and access to treatment facilities is lower [16].

Survival from breast cancer depends on two main factors. These are early detection and best
treatment options. As evidences show, poor awareness of breast cancer symptoms, preventions,
risk factors and treatment options have usually been associated with patient delay in seeking
services. In developing countries, women present with late stages of disease because of physical
barriers, such as geographical isolation, financial as well as psychological problems, including
lack of education, belief in traditional medicine and lack of autonomous decision-making in the
male-dominated societies resulting in reduced survival, more aggressive disease state and fewer
treatment options|[7].

Different studies indicated that the women"s knowledge, attitude and practice(KAP) about breast
cancer screening methods and the existence of such services in the health care system presents a

number of challenges for early detection and treatment of breast cancer[17].

1.3. Rationale of the study
Up to the knowledge of principal investigator while searching different literatures, there were

limited number of studies done on knowledge, attitude and practice of breast cancer and breast
cancer screening methods among women of reproductive age group in our country.Due to the
increasing pattern of the disease, high prevalence of the risk factors and low level of knowledge
of breast cancer the need for breast cancer screening program is apparent.

The results of the study will be helpful to design appropriate intervention strategies, providing a
convenient programmatic approach to address the low level of awareness, and practices of breast
cancer screening. Currently Ethiopia has launched national strategic action plan on non-
communicable diseases control therefore, it is the right time to undertake such a study to give
more emphasis to the disease condition and prevention services. It will also be helpful in
providing information as baseline for future studies and for planning intervention programs like
that of health education and promotion regarding breast cancer and breast cancer screening.
Undergoing this study is also important for the principal investigator as it is needed as a

requirement for the partial fulfillment to get the degree.



2. LITERATURE REVIEW

2.1. Magnitude of breast cancer

In 2012, 1.7 million women were diagnosed with breast cancer and there were 6.3 million
women alive who had been diagnosed with breast cancer in the previous five years worldwide.
Since the 2008 estimates, breast cancer incidence has increased by more than 20%, while
mortality has increased by 14%][4].

It was reported that it is the most commonly diagnosed cancer and the second leading cause of
cancer death among women in 2008 in Africa (92,600 cases, 50,000 deaths). It is also estimated
the prevalence of breast cancer in women aged 15 and over in sub-Saharan Africa was 23.5 per
100,000 women in 2008[3, 4]. Data from South Africa™s National Cancer Registry (NCR) show
breast cancer as the leading cancer among women. South African women have a 1 in 29 lifetime
risk of developing breast cancer, with an age-standardized incidence rate of 30.6 per 100,000
populations. These rates vary by race group, with black women having the lowest (16.3) and
white women the highest (69.4) rates of breast cancer diagnosis[2].

Similarly breast cancer is the third commonest cancer in women in Uganda after Kaposi“s
sarcoma and cervical cancer. Breast cancer incidence of the country is 22:100,000. Five-year
survival rate is 56%. While in Nigeria the incidence of breast cancer has been reported to be
33.6/100,000 [18, 19].

The peak age of breast cancer in Nigeria is about ten years earlier than the experience of many
western women [20, 21]. This could be attributed to increasing adoption of western life style and
diet compounded by poor knowledge and attitude related to cancer issue. Breast Cancer
awareness and attitude has been described as a common denominator to several factors
determining the stage at which patients with breast cancer present to the hospital[22, 23].

Breast cancer is the second most often occurring cancer next to cervical cancer among women in
Ethiopia. It is estimated that around 10,000 Ethiopian women have breast cancer with thousands
of more cases unreported as women living in rural areas often seek treatment from traditional
healers before seeking help from the modern health system[5].

The findings from a study at Black Lion Specialized Hospital Radiotherapy Center (the only one
in the country) showed that breast cancer is the second most prevalent malignancy accounting for

27.8% of all cancer cases referred to the hospital[17].
4



Data from the Addis Ababa population based cancer registry showed that breast and cervical
cancers were the leading cause of cancer comprising 22.6% and 10.8% respectively of all cases

of cancers[6].

2.2. Knowledge and attitude regarding breast cancer and breast cancer

screening
A study done in Buraidah, Saudi Arabia among 376 female teachers showed that most of
participants (58.2%) held pessimistic views about the curability of breast cancer and less than

one third (29.0%) agreed to screening for early detection[24].

According to a study done in Nigeria, about 91.6% are aware of that breast cancer could be cured
if detected early, however it was only about 28.8% that strongly agreed with the opinion. While
about 89.6% favored the opinion that early detection strategies are effective in detecting breast
cancer, it was only about 3.4% that strongly agreed with it[25].

A study done in Monastir region of Tunisia among 900 women, it was found 92% had poor
knowledge of the specific risk factors for breast cancer and 63.2% had poor knowledge of the
screening methods. While 85% had positive attitude towards screening and 15% had negative
attitude towards breast cancer screening [26].

A cross-sectional study done on women dwellers in Nigeria; knowledge of the study participants
about risk factors for breast cancer was low and only 26.2% were aware that breast cancer could
be inherited in some families. Participant's knowledge about symptoms of breast cancer was
poor; only 21.4% knew that breast cancer presents commonly as a painless breast lump and only
43.2% of participants were able to correctly identify breast self-examination (BSE) as a method
of detection and a very small proportion indicated mammography as a method. Two-fifths
(41.4%) of them correctly noted that breast cancer is curable when detected early [27].

Similarly on the study done in northern Ethiopia, overall 34.7% of the respondents had a
knowledge score of greater than or equal to the mean knowledge score while 12.7% had a high
knowledge level. The proportion of respondents who identified cigarette smoking and alcohol
consumption as risk factors for breast cancer was 35% and 23.7%respectively. With regard to

symptoms of BC, breast lump 67.4% and breast pain 40.7% are commonly mentioned. Majority



(90.2%) of breast cancer informed women knew that early diagnosis of breast cancer improves
chances of survival; and 65% of them indicated clinical breast examination (CBE) as a method
of breast cancer detection. Mammography was known by very few 4.6% of the respondents.
About 56.7% of the breast cancer informed women said that breast cancer is a curable disease,
45% of the women who reported to have had breast cancer information have ever heard/ read
about BSE. The major source of information on BSE for nearly 58.5% of the respondents was
media and the contribution of health professionals as a source of breast cancer related
information was found to be very minimal 10(1.5%). It is also shown 13.5% of the study
participants know that BSE should be started at the age of 20 or less; while 67.1% believed it
should be started after the age of 20 years. Nineteen percent of respondents don“t know at what
age BSE should be began[28].

Many studies have examined the role of health professionals such as physicians and nurses in
promoting breast cancer screening. And it is shown that one of the strongest incentives for
women to obtain breast cancer screenings is the recommendation of their physicians. And it has
also been shown that for health workers to be effective as educators they must possess the

appropriate knowledge, attitude and beliefs concerning the health behavior being promoted[29].

2.3. Breast Cancer Related Practices

According to a study done in Nigeria on women dwellers, it was found that only 8.2% indicated
visiting alternative health practitioners for breast cancer care. In terms of practice, only 34.9%
practice BSE; the source of information about BSE was from the doctors' offices in 21.1%,
leaflets 27.1% and televisions in 31.0%.0nly 9.1% had clinical breast examination (CBE) in the
past year. The main reasons advanced for not having clinical breast examination (CBE) include

not having a breast problem in majority of the participants 62.5% and being unaware of the need

for CBE 32.2% [27].



According to the Nigerian study the greatest reason given for non-practice of breast cancer
screening was ,,the feeling that they cannot have cancer®, 22.5% followed by lack of awareness
and forgetfulness 19.3%. It is also showing that the higher the knowledge level, the higher the

tendency to practice any of the early preventive procedures [25].

On the study done in northern Ethiopia the 304 participants who had information on BSE, only
53.6% have ever done BSE and only 29.5% of them reported to practice it on a regular monthly
basis. The mean age at which the study participants started BSE is 24.92 + 7.2. Among 152
women who practiced BSE only 40.1% practiced it at the age of 20 years or less. The main
reasons given for performing BSE were fear of breast cancer & other diseases 64.4% and
unusual appearances of their breasts 23.3%. About 54.6% of the BSE performers claimed to have
a regular BSE performance of varying frequencies. Absence of symptoms or disease, doubt
about its effectiveness and forgetfulness were mentioned as main barriers to perform BSE by
52.3%, 27.5% and 13.4% of the respondents, respectively.

There were only 12.2% of the respondents who have ever had CBE, of whom 42% had it only
once before the study. Absence of symptoms or disease and not knowing the need were the main
reasons mentioned by 38.7% and 37.6%, respectively, of the respondents who never had CBE.
Concerning mammography, only 2.7% have ever had it. The main reasons given by the women
for not having mammographic examination were, doubt about its importance 33.8%, lack of

knowledge about it 31.9%and unavailability of the service 14.0%[28].

2.4. Determinant factors for breast cancer screening knowledge, attitude and

practices

On a study done in Saudi Arabia participants whose doctors had talked to them about breast
cancer and understood the doctor's message were significantly more likely to practice breast
cancer screening methods [30].

A study done in Monastir region of Tunisia showed that women with good knowledge of risk
factors (AOR=1.65; 95%CI =1.17-2.33) were more likely to undergo breast cancer screening
method compared to those who have poor knowledge. Women who had graduated from
secondary school (AOR= 1.48; 95% CI =1.01-2.20) or university or other higher educational
institutes (AOR= 1.78; 95%CI =1.08-3.94) were more likely to undergo breast cancer screening



compared with women who had received elementary or primary education. And women with
good knowledge of screening methods were more likely to undergo breast cancer screening
compared to those with poor knowledge (AOR= 2.31 95% CI =1.59-3.37). Women with a
positive family history of breast cancer were also more likely to practice BCS compared to those

without family history (AOR=2.67; 95%CI= 1.70-4.21) [26].

While a research done in northern Ethiopia showed, relatively higher percentage (29%) of the
women with tertiary education had high knowledge as compared to illiterates and non-formally
educated (13.3%) and women with primary, secondary and TVET educational status. Much less
percentage of merchants 5.3% and housewives 10% had a high knowledge score relative to
government employees 20%, students 19.2%. Other socio-demographic variables were not found
to have significant influence on breast cancer knowledge score.

Women with personal and family history of breast cancer practiced BSE as compared to those
with no personal and family history of the disease, neither were found to have significant
association with BSE practice. Similarly, BSE practice of the women was not found to be
significantly affected by their religion and marital status. Histories of breast problems other than
breast cancer and breast cancer knowledge score of the respondents were significantly related to
their BSE practice[28].

It also indicated that educational level and occupation of the respondents were found to have
significant influence on their overall breast cancer knowledge. Among 639 participants with
complete information on education and knowledge score, it was found that relatively higher
percentage 29% of the women with tertiary education had high knowledge as compared to
illiterates and non-formally educated 13.3%. Much less percentage of merchants 5.3% and
housewives 10% had a high knowledge score relative to government employees 20%, students

19.2%, daily laborer, jobless and others 19%][28].



3. OBJECTIVES

3.1. General Objective
To assess the knowledge, attitude and practice of adult women clients towards breast cancer

screening in health centers of Addis Ababa, 2015.

3.2. Specific objectives

-To determine the knowledge of adult women clients on breast cancer screening methods
-To determine the attitude of adult women clients towards breast cancer screening methods
-To determine the practices of adult women clients on breast cancer screening methods
-To identify factors associated with the knowledge, attitude and practices of breast cancer
screening among adult women

-To explore health providers* opinion about community*s understandings of breast cancer

screening in health centers of Addis Ababa, 2015.



4. METHODS

4.1. Study area and study period

The study was conducted in public health centers in Addis Ababa, Ethiopia. The data collection
period was from 1* January to 30 February, 2015.

Addis Ababa is the largest and capital city in Ethiopia as well as the seat for the African Union
and different international offices. It covers an estimated area of 174.4 square kilometers; this
region with an estimated density of 5,535.8 people per square kilometer. Based on 2007 census
of the Central Statistical Agency of Ethiopia, the total population of Addis Ababa as the
projected estimation for the year 2014 was 3.55 million and the proportion of male and female
was 49% and 51%, respectively. The number of females in reproductive age group constitutes
35.5% of total population.

The city had ten sub-cities and 116 weredas. In the city there are 6 hospitals managed by Addis
Ababa health bureau, 4 by Federal Ministry of Health, 1 by Addis Ababa University, 3 by non-
governmental Organization, 3 by defense force and police and 34 by private owners. There were
84 public health centers and there were around 700 private clinics out of which 75 were higher

clinics [31].

4.2. Study design
A facility based quantitative and qualitative cross-sectional study designs were employed. Data

were collected from the maternal and child health service departments of the health centers

between January and February 2015.

4.3. Source population
The source population was all women (20-49) years of age group and who came to health centers

in Addis Ababa, Ethiopia.

4.4. Study population
The study population was women who came to health centers for maternal and child health

services for any kinds of medical consultation, diagnosis or follow up or treatment during the

time of data collection.
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4.5. Inclusion exclusion criteria

Inclusion criteria

-Those women who were between 20 and 49 years of age and who were attending public health
centers for maternal and child health services during the time of the data collection and who
volunteered to participate in the study were included.

Exclusion criteria

-Those women who were seriously ill or had problems of communication (who had problems of

hearing or speaking).

4.6. Sample size determination
Quantitative:

Assuming number of the study subjects as n, the standardized normal distribution curve value for
95% confidence level (1.96), taking 50% of population proportion with the knowledge of breast
cancer screening (no previous similar study),and taking the margin of error to be 5% and a
design effect (DEFF) of 1.5(multistage sampling). And applying single population proportion
formula for a cross-sectional survey, the sample size was determined to be 635.

n=z’p(1-p)/d?

= (1.96)*(0.5x0.5)/ (0.05)?

=384.2

= 384+10% non-response rate

=384+39

=423

=423*1.5(DEFF)

=635

Qualitative: in-depth interview was undertaken in the health centers focusing on the health

providers working in maternal and child health services until the point of saturation was reached.

4.7. Sampling procedures
Sampling focused on health centers where clients get primarily health care services. Since,
84health centers are distributed in the ten sub-cities of the city; four sub-cities were selected.

Then 2-3health centers were taken from each of the four sub-cities by simple random sampling
11



method making a total of 10 health centers where the study was conducted. The study
participants were recruited proportionally from each of the health center using the patient flow
one month prior to the data collection. At the time of data collection all the voluntary women
who came to maternal and child health services were interviewed consecutively during the
morning of data collection time according to their order of arrival until the required sample size
was obtained from each health facility. As shown below the study participants were distributed

to the selected ten health centers proportion to the patient load.

Ten sub-cities in Addis

Ababa city

< SRS

Four sub-cities

T

ARADA=9 h
9h/c BOLE =8 h/c KIRKOS = 7h/c AKAKI KALITI =7 h/c
SRS SRS { SRS l SRS
y

1. Arada h/c=65 4. Bole 17 h/c=65 7. Meshualekia 9. Selam Fire
h/c=78 h/c=78

2. Beata h/c=48 5. Bole17/20 h/c=44
8. Kazanchis h/c=77 10. Saris h/c=77

3. Semen h/c=52 6. Goro h/c=51

635 Study
Participants

Figure 1Schematic presentation of the sampling procedure used in the study, Addis Ababa,
Ethiopia, 2015

In-depth interview was conducted with six experienced and volunteer health professionals who
were working in maternal and child health departments of the selected health centers. The plan

was to conduct 10 in-depth interviews with health professionals from each health centres
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interviewed but it was stopped after interviewing 6 individuals since saturation of information

was reached.

4.8. Operational definitions

Screening-refers to tests and exams used to find a disease, such as cancer, in people who do not
have any symptoms.

Breast Self-Exam (BSE): is an exam performed by a woman of her breast to check for lumps or
other changes.

Clinical Breast Examination (CBE): is an exam of breast performed by a health care provider
to check for lumps or other changes.

Mammography: The use of X-rays to create pictures of the breast.

Good knowledge- is defined as knowledge score of greater than or equal to the mean knowledge
score.

Poor knowledge- is defined as knowledge score of less than the mean knowledge score.

Positive attitude —is defined as an attitude score of greater than or equal to the mean attitude
score.

Negative attitude- is defined as an attitude score of less than the mean attitude score.

Practice — is defined as a practice or use of any of the screening methods like that of SBE, CBE

or Mammography.

4.9. Variables
Independent variables
- Socio-demographic variables (Age, marital status, house-hold expenditure, educational
status and occupational status of the women and their husbands if they have husbands).
- Family history of breast pain/illness
- Family history of breast cancer
- Source of information
Dependent variables
- Knowledge of breast cancer screening
- Attitude towards breast cancer screening

- Practices of breast cancer screening

13



4.10. Data collection procedures

Quantitative data was collected by using a structured questionnaire which was prepared in
English and then translated to Ambharic. The later version was translated back to English, to
ensure its consistency.

Qualitative data was collected by semi-structured discussion guide with important points to

explore health providers™ opinion about community‘s understandings of breast cancer screening.

4.11. Data quality management

To maintain data quality, ten data collectors and 1 supervisor who were health professionals
were selected based on their experience of data collection were trained adequately for 3 days.
The questionnaire was developed by the principal investigator based on questions used in
previous peer reviewed published studies. Some questionnaire was adopted from similar studies
that were previously conducted. There was a pre-test on 5% of the total sample size at health
centers different from the selected health centers to see for the accuracy of responses, language
clarity, appropriateness of the tools and the necessary amendments were done based on the
findings of the pretest. The amended tool was used for actual data collection at the selected
health centers. The collected data was reviewed and checked for mistakes, legibility of
handwriting, completeness and consistency by principal investigator and supervisor on daily

basis during data collection. Any mistake or ambiguity was cleared on the spot.

Qualitative data was collected by principal investigator with the assistance of note taker. A study
guide was developed by the principal investigator to conduct the in-depth interview. The
interview took place in Amharic in a quiet place where it was not overheard by others and where
the respondent could comfortably respond to the questions. Each of the interviews was tape

recorded, transcribed and then translated to English on the same day of interview.

4.12. Data Analysis procedures
Quantitative data

The data collection instruments were coded and data were manually checked and entered using
Epi-Info version 7.0. It was cleaned and edited accordingly and exported to SPSS version 21.0

for analysis and data was rechecked for missing values before analysis.
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To assess knowledge and attitude of participants towards breast cancer screening multiple
questions were asked with 26 questions for assessing the general knowledge of breast
cancerbquestions for assessing knowledge of breast cancer screening method and 5 questions to
assess attitude towards breast cancer screening. For each correct or positive answer a score of
,»1”was given while “0”was given for every wrong or negative answer. Then a mean score was
calculated for knowledge and attitude variables separately. Any score greater or equal to the
mean score was defined as high score and hence labeled as “good knowledge” for knowledge
variable while it was labeled as “positive attitude” for attitude variable. Any score which is less
than the mean score was defined as low score and hence labeled as “poor knowledge” and
“negative attitude” for knowledge and attitude variables respectively. Any score greater than the
mean knowledge of breast cancer generally was labeled knowledgeable and any score below the
mean knowledge was labeled poor “knowledge”. Respondents who practiced any of the
screening methods included in the questionnaire were labeled as “those who practiced” while
those who did not ever use any of the screening methods were labeled as “those who did not

practice”.

Descriptive statistics, numerical summary measures, frequencies, proportions, distributions were
used to check for normality and also diagrams for describing the study population in relation to
relevant variables. Then cross tabulation of each independent variable and dependent variable
with 95% confidence interval was calculated to see existence of an association between
dependent and independent variables. Statistical significance was declared at p-value of 0.05 and
the predictors of outcome variable were identified accordingly. Those variables associated at
binary logistic regression with significance level (p=0.20) were entered into multiple logistic
regression to identify important determinants by controlling possible confounding effect.
Qualitative data

For the qualitative study each of the in-depth interviews was tape recorded and transcribed and
translated. Then open code software was used to code and categorize qualitative data, and then
thematic analysis was employed to come up with theme. Finally the emerged theme was

included into the final thesis write up of the thesis report.
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4.13 ETHICAL CONSIDERATION

Ethical clearance was obtained from Institutional Review Committee (IRB) of School of Public
Health at College of Health Sciences of Addis Ababa University. Following the approval by the
REC, Addis Ababa health bureau was informed about the objectives of the study through a
support letter from School of Public Health in AAU. Written permission was obtained from
Addis Ababa health bureau to respective health facilities.

Informed verbal consent was obtained from each selected women to ensure they voluntarily
participated in the study. Each participating woman was informed about the purpose of the study
and her right to decline from study at any time. The women were also informed that the
interview totally takes about 20 minutes and any information filled will be kept anonymous. No

personal identification of the participants was recorded to ensure its confidentiality.

At the end of each data collection explanation regarding the risk factors, sign and symptoms and
breast cancer screening including breast self-examination was provided to women who
participated with the study questions related to breast cancer and breast cancer screening were

entertained.
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5. RESULTS

5.1 Socio demographic characteristics of the study population

Response was obtained from 633 adult women making the response rate of 99.7%. Of the study
subjects,366(57.8%) of clients were between 20-29 years of age. The mean age was 28.7+5.44

years with median age of 28 years.

Most of the respondents were orthodox Christians 422(66.7%) by religion followed by Muslims
which accounts for 90(14.2%) and protestants 82(12.9%).0One hundred eighty three (28.9%) of
the women have attended secondary school, 264 (41.7%) attended primary school and
186(29.4%) attended college. Of all the respondents 482 (76.1%) were currently married and
118(18.6%) were never married. One hundred sixty (25.3%) were house wives while 136(21.5%)
of them were government employee. Among those who were married, 130(27%) of their
husbands were private employees and 118(24.5%) were self-employed. Regarding education of

their husbands 174(36.1%) attended secondary school and 158(32.8%) attended college.

Thirty six(5.7%) have reported that they have family history of breast illness while only
16(2.5%) of them mentioned they have family history of breast cancer.
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Table 1 Socio-demographic characteristics of adult women in Addis Ababa may 2015

Variables Frequency Percent (%)
Age

20-24 years 128 20.2
25-29 years 238 37.6
30-34 years 158 25.0
35-39 years 74 11.7
>=40 years 35 5.5
Religion

Orthodox 422 66.7
Protestant 82 12.9
Catholic 36 5.7
Muslim 90 14.2
Others™ 3 0.5
Educational Status

Primary Education or Below( < 8" grade) 264 41.7
Secondary Education (9" -10™ grade) 183 28.9
Tertiary Education (diploma and above) 186 29.4
Marital Status

Single 118 18.6
Married 482 76.1
Divorced 21 33
Widowed 12 1.8
Occupation

Merchant 79 12.5
Government Employee 136 21.5
Private Employee 78 12.3
Self Employed 102 16.1
House Wife 160 253
Others™ 78 12.3
Husband occupation (N=482)

Merchant 102 21.2
Government Employee 103 21.4
Private Employee 130 27.0
Self Employed 118 24.5
Others™ 29 6.0
Husband Educational Status (N=482)

Primary Education And Below 150 31.1
Secondary Education 174 36.1
Tertiary Education 158 32.8
Family History of Breast Illness

No 597 943
Yes 36 5.7
Family History of Breast Cancer

No 617 97.5
Yes 16 2.5

##Jehovah witness and non —believers, **jobless, students and day labors
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5.2 Knowledge on the breast cancer

Among all the respondents 336 (53.1%) women have heard about breast cancer. And among

women who have ever heard of breast cancer, 259(77.1%) of them have mentioned breast cancer

is non-communicable. The table below shows the commonly mentioned sign ans symptoms of

breast cancer screening methods, risk factors for breast cancer and preventive measures.

Table 2 General knowledge of breast cancer among adult women in Addis Ababa, May 2015

Mentioned variables FREQUENCY PERCENTAGE (%)
SIGN AND Breast swelling 206 61.3
SYMPTOMS  Breast pain 170 50.6
Discharge 114 33.9
Nipple retraction 72 21.4
Redness and engorgement 52 15.5
Itching 16 4.8
RISK Smoking 150 44.6
FACTORS Alcohol 110 32.7
Aging 71 21.1
Being female 72 21.4
Packed food 53 15.8
Not to bf 32 9.5
Early menarche 13 3.9
Late menopause 16 4.8
PREVENTIVE Breast feeding 137 40.8
MEASURES
No smoking 140 41.7
Not drinking alcohol 124 36.9
Regular screening 86 25.6
Exercising 72 21.4
Avoid obesity 62 18.5
Avoid OCP 53 15.8
Avoid packed foods 43 12.8
Wearing bra 5 1.5

5.3 Knowledge on screening methods

Among all the respondents 225(35.5%) of women knew at least one kind of breast cancer

screening methods. Figure 2 illustrates the commonly known breast cancer screening methods

among women who had known about breast cancer screening.
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Figure 2 Knowledge on breast cancer screening methods of adult women in health centers
of Addis Ababa May 2015

NB: percent do not add up to 100%(multiple responses)

Among those who have heard of breast cancer screening methods, 159 (70.7%) and 31 (13.8%)

of women mentioned SBE should be started above the age of 20 years old and below the age of

20 years old, respectively. Most of the women 170 (75.6%) mentioned the appropriate technique

of performing SBE (with at least two fingers and palm).Eighty two women (36.4%) also

mentioned that SBE should be performed monthly and 18 (8.0%) of women did not know the

frequency of SBE.

Table 3 Knowledge on self-breast examination of adult women in Addis Ababa May 2015

Variables Response Frequency Percent
Age to begin do not know 14 6.2
performing SBE below 20 years 31 13.8
above 20 years 159 70.7
any time 21 9.3
Technique of SBE do not know 18 8.0
with one finger 26 11.6
at least two fingers and palm 170 75.6
anyway 11 4.9
Frequency of SBE do not know 18 8.0
daily 45 20.0
weekly 64 28.4
monthly 82 36.4
yearly 16 7.1
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Among those women who have heard of screening methods their most common source of
information were media, health facility, school and family for 148 (66%), 64 (28%),21% , 10 %,
respectively. Peers were the least source of information8(4%).

5.4 Attitude towards breast cancer and screening

Among those who have heard of breast cancer screening methods, “screening improves chance
of survival” was mentioned by 218(96.9%) of participants. And the attitude towards

“mammography exposes to breast cancer” was believed by 78 (34.7%) of participants.

Attitude towards breast cancer screening methods

MAMMOGRAPHY EXPOSES

43.1% 22.2% 34.7% |
TO BC

BCS IS COSTEFFECTIVE 21.8%  |7.6% 70.6% |

BCS IMPROVES CHANCE OF

0, (V)

CORVIVAL 0.4% 96.9% |
BCS IS EFFECTIVE 4./4.4% 91.1% |
BCS IS NECESSARY [1.3% 96.0% |
BC IS TREATABLE  6.2% 93.8% |

Figure 3 Knowledge on breast cancer screening methods of adult women in health centers
of Addis Ababa May 2015

Attitude towards breast cancer screening was also computed as positive attitude and negative
attitude towards screening. Among women who were informed about breast cancer screening
143(63.6%) had positive attitude and 82(36.4%) had negative attitude.

5.5 Practices of breast cancer screening methods
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Among those women who have heard of breast cancer screening SBE, CBE and mammographic

examination was practiced by 154 (68%), 48(21%) and 24 (11%), respectively.

Practices of breast cancer screening methods

poor practice 29%
good practice [ 71%
Mammography I 11%

CBE [N 21%

SBE _ 68%

0% 10% 20% 30% 40% 50% 60% 70% 80%

Figure 4 Practices of breast cancer screening methods of adult women in Addis Ababa May
2015

NB: percent do not add up to 100% (multiple responses)

Among those who knew about breast cancer screening methods64(28.4%) of them reported that
they did SBE 6-12 and 82 (36.4%) conducted 3-5 times a year. Most of them 159(70.7%)
mentioned they started SBE when they were20years or above, and 85(55.2%)reported they did
SBE within the preceding month of the data collection.

Among those who have heard of breast cancer screening the commonest reason mentioned for
undergoing CBE was having symptoms on breasts and wanted to check 19(39.6%) for each and
having family history of BC 7(14.6%) . Most 34(70.8%) of respondents have undergone CBE
long time ago and only 10(20.8%) undergone CBE once a year.

Among those who were aware of BCS the commonest reason for not undergoing CBE was not
having symptoms and lack of attention 153 (86%) and 19(11%) respectively.

Among those women who have heard of breast cancer screening the commonly mentioned
reason for undergoing mammographic examination was they wanted to check 11(45.8%) and
7(29.2%) having symptoms.

While among those who have heard of breast cancer screening and those who do not undergo
mammographic examination the commonly mentioned reason was not having symptom and not

thinking to have breast cancer which counted 152(75.6%) and 24(11.9%) respectively.
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5.6 Factors associated with knowledge, attitude and practice of breast cancer screening
Cross tabulation and logistic regression analysis was carried out to determine the association
between independent variables and the knowledge, attitude and practice of breast cancer

screening among the study participants.

Educational status, occupational status, income, husband education and family history of breast
illness were found to be significantly associated with the knowledge on BCS on binary logistic
regression while income and family history of breast illness remained significantly associated

with knowledge on BCS on multivariate logistic regression.

In a binary logistic regression analysis it was found that women who attended secondary
education were twice more likely to know at least one breast cancer screening method compared
to those who attended primary school or lesser [COR=1.87; 95%CI (1.04-3.38)].Women who
were government employees were about 6 times more likely to know at least one breast cancer
screening method compared to those who were merchants, [COR=5.69;95%CI (2.16-14.95)].
Women who have higher income were twice more likely to know at least one breast cancer
screening method than those women with low income, [COR= 1.94; 95% CI (1.06-3.55)]. It
was also found that those who have no family history of breast illness were 66% less likely to
know about breast cancer screening compared to those who had family history of breast

illness,[COR =0.34, 95%CI (0.15- 0.82)].

In a multivariate logistic regression analysis those who had high level of income were about 3
times more likely to know about breast cancer screening compared to those with low
income,[AOR=2.48; 95%CI (1.04-5.91)]. Those who had no family history of breast illness
were 66% less likely to know about breast cancer screening compared to those who had family

history of breast illnesses,|[AOR =0.34; 95% CI of (0.13-0.95)].
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Table 4 Association between socio-demographic factors and knowledge of breast cancer

screening of adult women in Addis Ababa may 2015

Variabl Mean Knowledge Of Screening COR(95%CI) AOR(95%CI)
ariables Poor knowledge = Good knowledge

Educational status
Primary or less 54 30 1.0

Secondary 50 52 1.87(1.04- 3.38)* 1.350(0.66-2.75)
Tertiary 36 114 5.7(3.18-10.21) ** 1.83(0.77-4.33)
Occupation

Merchant 14 8 1.0

Gov“t employed 28 91 5.69(2.16-14.95)**  2.58(0.85-7.80)
Private employed 18 25 2.43(0.84-7.01)* 1.68(0.53-5.32)
Self employed 28 25 1.56(.56-4.34) 1.94(0.64-5.87)
House wife 40 26 1.14(0.42-3.09) 1.32(0.46-3.75)
Income

Low income 40 47 1.0 1.0
Middle income 71 83 0.10(0.59-1.69) 1.39(0.64-3.02)
High income 29 66 1.94(1.06- 3.55)* 2.48(1.04-5.90)**
Husband

education

Primary education 27 12 1.0 1.0
Secondary 50 49 2.21(1.01-4.84)** 1.56(0.68-3.56)
education

Tertiary education 38 73 4.32(1.97-9.48)** 1.92(0.78-4.74)
Family history of

breast illness

No 133 170 0.34(0.15-0.82)* 0.34(0.13-0.95)**
Yes 7 26 1.0 1.0

NB: * for p-value < 0.2 and ** for p-value < .05

Factors like educational status, marital status, occupation and family history of breast illness

were found to be significantly associated with attitude towards breast cancer screening on binary
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logistic regression while only family history of breast illnesses and educational status of the
women were found to be significantly associated with attitude towards breast cancer screening

on a multivariate logistic regression analysis.

In a binary logistic regression analysis it was found that women who were married were 53%
less likely to have positive attitude towards breast cancer screening compared to women who
were single, while those women who were government employees were about 7 times more
likely to have positive attitude towards breast cancer screening compared to those who were
merchants [COR=6.64; 95%CI (1.6-27.6)] and those women who have attended tertiary
education are about 3 times more likely to have positive attitude towards breast cancer screening
compared to those who attended primary education or less [COR =2.93;95%CI (1.34-
6.37)],while those who have no family history of breast illness are about 77% less likely to have
positive attitude towards breast cancer screening compared to those who have family history of

breast illnesses [COR =0.23; 95%CI (0.08-0.69)].

In a multi variable logistic regression analysis, divorced women were 91% less likely to have
positive attitude towards breast cancer screening compared to those who were single,|AOR
=0.09;95% CI (0.01-.97)]. Those who have no family history of breast illnesses were 80% less
likely to have positive attitude towards breast cancer screening, compared to those who have

family history of breast illnesses [AOR=0.20; 95% CI (0.06-0.65)].
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Table S Association between socio-demographic factors and attitude towards breast cancer

screening of adult women in Addis Ababa may 2015

) Mean attitude towards breast COR (95%CI) AOR(95%CI)

Variables .
cancer screening
Positive attitude  Negative attitude

Marital status
Single 14 46 1.0 1.0
Married 62 95 0.47(0.24-0.92)** 0.49(0.22-1.13)
Divorced 4 1 0.08(0.01-0.74)** 0.09(0.01-0.97)**
Widowed 2 1 0.15(0.01-1.81) 0.32(0.02-4.24)
Family history of
breast illness
No 78 117 0.23(0.08-0.69)** 0.20(0.06-0.65)**
Yes 4 26 1.0 1.0
Occupation
Merchant 7 3 1.0 1.0
Government 26 74 6.64(1.60-27.60)** 3.56(0.77-16.40)
employed
Private employed 11 18 3.82(0.81-17.93) 2.82(0.57-13.93)
Self employed 18 12 1.56(0.33-7.24) 1.17(0.24-5.69)
House wife 11 21 4.46(0.96-20.71) 4.12(0.85-19.90)
Others 9 15 3.89(0.80-18.98) 1.84(0.32-10.63)
Educational
status
Primary and less 18 16 1.0 1.0
Secondary 29 36 1.40(0.61-3.21) 1.31(0.52-3.31)
Tertiary 35 91 2.93(1.34-6.37)** 1.97(0.73-5.29)

NB: * for p-value < 0.2 and ** for p-value < .05

On the other hand factors like educational status, religion, occupation, income, educational status
of husband, occupation of husband, family history of breast illness, family history of breast
cancer, and general knowledge of breast cancer were found to be significantly associated with
the practice of breast cancer screening methods on binary logistic regression analysis while
general knowledge of breast cancer and educational status of the women were found
significantly associated with the practice of breast cancer screening methods on multivariate

logistic regression analysis.
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In a binary logistic regression analysis it was found that catholic religion followers were 56%
less likely to practice breast cancer screening compared to orthodox religion followers,|[COR =
0.44;95%C1(0.26-0.75)]. While those women who attended secondary school were about 4
times more likely to practice breast cancer screening methods as compared to those who attended
primary school or less,[COR = 3.73; 95%CI(2.33-5.97)] those woman who were privately
employed were 4 times more likely to practice breast cancer screening methods as compared to
those who were merchants,[COR = 4.08; 95% CI (1.82-9.15)].Similarly, those who had higher
income were 3 times more likely to practice breast cancer screening methods as compared to

those who had low income,[COR = 2.93; 95% CI(1.87-4.58)].

And those who were married to government employed husbands were about 4 times more likely
to practice breast cancer screening methods compared to those who were married to merchant
husbands, [COR=3.87; 95% CI (2.07-7.21)]. While those women who were married to
secondary school completed husbands were about 5 times more likely to practice breast cancer
screening methods as compared to those who were married to those husbands who attended only
primary school or less, [COR=4.98;95% CI (2.65- 9.39)]. While those women who had no
family history of breast illnesses other than breast cancer were 90% less likely to practice breast
cancer screening methods as compared to those who had no family history of breast illnesses,
[COR=0.10; 95% CI(0.040-0.24)]. While those women who had poor knowledge on breast
cancer were 99.1% less likely to practice breast cancer screening methods as compared to those

who had good knowledge of breast cancer[ COR=0.01; 95% CI (0.00-0.02)].

On multivariate logistic regression analysis those women who attended secondary school and
tertiary school were 2 times and 4 times more likely to practice breast cancer screening methods
compared to those who attended primary school and less [AOR=2.46; 95% CI (1.12-5.38)] and
[AOR=4.00; 95% CI(1.48-10.86)] respectively. And those women who had poor knowledge of
breast cancer were 99% less likely to practice breast cancer screening methods as compared to

those who had good knowledge of breast cancerf AOR= 0.01; 95%CI (0.00-0.03)].
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Table 6 Association between socio-demographic factors and practices of breast cancer
screening methods of adult women in Addis Ababa may 2015

Practices of screening COR (95%¢CI) AOR(95%CI)

Variables methods
Poor practice  Good practice

Religion
Orthodox 262 160 1.0 1.0
Muslim 47 35 1.22(0.76- 1.97) 1.24(0.51-3.00)
Protestant 27 9 0.55(0.25-1.19) 3.17(0.65-15.46)
Catholic 71 19 0.438(0.26-0.75)** 1.35(0.51-3.56)
Educational status
Primary and less 230 34 1.0 1.0
Secondary 118 65 3.73(2.33-5.97)** 2.46(1.12-5.38)**
Tertiary 60 126 14.21(8.85-22.81)** 4.00(1.48-10.86)**
Occupation
Merchant 69 10 1.0 1.0
Gov't employed 36 100 19.17(8.92-41.18)** 1.56(0.44-5.61)
Private employed 49 29 4.08(1.82-9.15)** 1.46(0.36-5.83)
Self employed 72 30 2.88(1.31-6.32)** 1.42(0.40-5.07)
House wife 128 32 1.73(0.80-3.72) 1.14(0.34-3.81)
Others 54 24 3.07(1.35-6.96)** 1.21(0.40-10.64)
Income
Low income 159 55 1.0 1.0
Middle income 177 97 1.58(1.07, 2.35)** 0.93(0.39-2.21)
High income 72 73 2.93(1.87-4.58)** 1.99(0.75-5.29)
Husband’s
occupation
Merchant 82 20 1.0 1.0
Gov't employed 53 50 3.90(2.07-7.21)** 2.21(0.70-6.96)
Private employed 84 46 2.25(1.22-4.12)** 2.08(0.69-6.29)
Self employed 81 37 1.87(1.00-3.50)** 1.48(0.49-4.41)
Others 25 4 0.66(0.21-2.10) 1.27(0.22-7.21)
Husband education
Primary education 136 14 1.0 1.0
Secondary education 115 59 4.98(2.65- 9.39)** 1.64(0.66-4.07)
Tertiary education 74 84 11.03(5.86-20.76)** 1.50(0.54-4.14)
Family history of
breast illness
No 402 195 0.10(0.04-0.24)** 0.24(0.05-1.15)
Yes 6 30 1.0 1.0
Knowledge of
breast cancer
Not knowledgeable 322 7 0.01(0.00-0.02)** 0.01(0.00-0.03)**
Knowledgeable 86 218 1.0 1.0

NB: * for p-value < 0.2 and ** for p-value < .05

28



Qualitative result
The interviewees were six health providers in the six health centers of Addis Ababa (Table 10).

Table 7 Socio-demographic characteristic of respondents for in-depth interview in Addis
Ababa, Ethiopia, May 2015

Respon | Facility Age | Sex Profession Years of service
dent in the facility
R1 Saris health center 32 F health officer 7

R2 Meshualekia health center | 32 M midwife 5

R3 Selam fire health center 34 F midwife 7

R4 Beata health center 28 M midwife 4

R5 Arada health center 31 F midwife 4

R6 Bole 19/20 health center 30 F midwife 6
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Analysis of qualitative data

The table below showed the codes, categories and theme developed during the qualitative data

analysis

Table 8 Theme, Categories and codes identified from the qualitative data, May 2015

Theme understanding knowledge, perception and practices of women regarding breast cancer screening
from health professionals perspective
Categories | Knowledge and perception Practices Socio-economic factors
affecting screening practices
Codes Programs needed e No practice e Economically poor

Do not like it
Early age

Early screening
Lack of awareness
Low knowledge
level
Knowledgeable
Important
School

No training
Treatable and

preventable

e Health facility

e No education

e Health education
e Media

e FNAC instead

e Few practiced

e Little effort

e Patient load

e With compliant
e Willing

e Referred appropriately

e No follow up and
monitoring

e Few counseled

e Busy

e (ases only

e Not enough effort

e No screening service

e No referral

e Cultures and
traditions

e Expensive

e Negligence

e Give emphasis

e Improve awareness

e Needs attention

e Never come to
health facility

e No attention

e Not openly
discussed

e Only SBE and CBE

e Motivate patients

e Rare case

e illiterates
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The knowledge, perceptions and socio-cultural aspects that contribute to breast cancer

screening
1. Knowledge and perceptions of screening

Respondents were able to give appreciable ideas regarding what breast cancer screening mean,
its importance and frequencies of screening methods. They mentioned the most common breast
cancer screening methods. Respondents were able to support the initiation of breast cancer

screening as early as 14 years and above.

A 32 years old female health officer said “It is very important to screen earlier than too late.
Better to start breast examination at the age of 14 and above. And the screening techniques are
SBE, mammography, clinical breast examination and laboratory” while another 32 years male
midwife said “Breast examination is important because diseases diagnosed at early stages are
treatable and preventable. And it is recommended to do SBE starting at age of 20. And SBE is
the most important one in our situation.” As a whole they described that breast cancer screening
is very important and the rest also added “It is very important to screen ourselves as well as our
patients so as to prevent malignancy and late diagnosis. The screening techniques are self-breast
examination, clinical breast examination and mammography and also fine needle aspiration
cytology (FNAC) are the common ones and the preferred age to undergo screening is starting

reproductive age group or above 15 years old.”

Interviewees were aware of the importance as well as the common methods of breast cancer
screening. They have mentioned SBE, CBE, mammographic examination and FNAC as

screening methods.

Regarding the perception of the community particularly the reproductive age group; a 34 years
old female midwife said “I don’t think most of the women know about breast cancer. When we
tell them about the disease and screenings, they say ok but they don’t practice it. And they don’t
know much about the prevention and the severity of the disease.” While a 32 years old female
health officer said “Comparing to the past years, now a day’s people are having better
awareness about breast cancer and breast cancer screening.” And a 28 years midwife said

“There are women who are coming to the health centers for the first time in their life for ANC.
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So difficult to say they know about breast cancer and practice breast cancer screening.” The
three others also mentioned “most of the women are not aware of the breast cancer screening

methods and the disease itself.”

Interviewees have mentioned that most of the women coming to the health centers are not aware

of the disease and the screening methods.

Regarding health professionals® perception and willingness, a 34 years old midwife said that
“Our health workers are willing to council and teach about screening but they are busy with
many patients.” And others also added that “Health workers are willing but they don’t have
enough training and they are also busy on the daily works and it would be better if there is on

job training.”
2. Practices of breast cancer screening methods

Participants were able to raise concerns related to the practices of screening methods and that the
women do not practice screening methods and the reasons are: as a 36 years old female midwife
said “the reasons can be the low level of awareness and tradition of not discussing about such a
serious disease with anybody else.” While a 31 years female years old midwife said “the women
don’t have awareness about the severity of the disease, preventability and treatment. We health
professionals also don’t give attention like other common diseases. When women come with
breast pain or any symptoms we counsel them about the screening and they undergo screening
and we tell them if they come early they will be treated and be cured. And a 28 years old
midwife added that “Most of the women are not aware of the disease and screening and also
negligence is the other reason. And there is also a problem with the health workers too. Because
when there is high patient load there is no way doing complete physical examination which
includes lyphoglandular system examination including breast examination but most of the health

workers don’t give much attention to it at all.”

As the interviewees said most women were not practicing breast cancer screening methods

because they are not aware of it and health professionals™ ignorance was mentioned.

And as a health personnel the respondents mentioned of the effort they made about breast cancer

screening and the 32 years health officer said “yeah, we try to tell them about the disease and
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screening especially about the self-breast examination but I don’t think the effort is enough.”
While the 32 years male midwife added “Our health workers have attended on different
reproductive health trainings specially those working on MCH departments. I myself have taken

two trainings on breast cancer screening. But I don’t think that is enough effort.”

In a contrary the 34 years old midwife said “To enhance the awareness and the practice, there
was no training and we never been discussing about it either since the case is not common in our

health facility”

She also added “I don'’t think there is enough knowledge about it. Even though ANC, F/P and
PNC are favorable places to raise the issue of screening, the patient load doesn’t allow us to

1

work on this.’

And the three others also added “there is no enough effort made on creating awareness
regarding screening methods or not routinely performed it unless they come with signs or

symptoms”’
3. Socio-cultural factors contributing to practices of breast cancer screening methods

The common reasons for not undergoing screening were mentioned by the interviewees as the 32
years old male midwife said “The reason could be the influence of cultures and traditions. Most
women are not open to discuss such issues.” And as the 31 years old female midwife added
“Most of the women are scared to hear about the disease and do not want to hear about it at
all.” And as she mentioned “I never sent any patient for mammographic examination. Because
there was no patient who can afford the cost and we commonly send them for FNAC instead
because it costs less.” And the 28 years old male midwife added that “Most people coming here
are economically poor and they don’t even afford for U/S but we do what we can just teach SBE
and CBE up on their request.”

And as a recommendation the 32 years old female health officer said “I think it should have been
done a lot because the disease prevalence is increasing more than ever. We have to give
attention to the disease. And also there should be awareness creation programs among the

community and we need to give attention more than ever!”
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And as the 34 years old female midwife added “I believe that we should work hard on the issue
of breast cancer like we have done on TB and HIV, breast cancer also needs to be told taking
more time. Health promotion should be done by medias and health facilities so as the community
give attention and able to screen themselves. And also health professionals too should include

’

the issue of breast cancer on our health education programs.’

And also the 28 years old male midwife has added “Here women get treated for the specific
disease she complaining. I think it would be better if health education given to the mass in the
morning. And most women can’t read and write. And I hope people who already have the disease

’

if they are encouraged to teach on the Medias it brings a difference I hope.’

And the 31 years female midwife added “I think it would be nice to give on job training for the
health workers too in order to motivate them.” In addition to this interviewees have said Medias
like TV, magazine and radio should be used to create awareness since they have higher coverage
at a time and cancer survivors should be encouraged and empowered to teach about the disease

and create awareness.

This analysis has shown different knowledge and perception, practices and socio-cultural factors
that contribute to the need of practices of breast cancer screening. Those factors were; low level
of awareness, fear of the disease, economic status, educational status, lack of open discussion,
lack of health education, lack of trainings, patient load, ignorance from the patient and health

provider, prevalence of the disease, and medias.
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6. DISCUSSION

This study has investigated the knowledge, attitude and practices of breast cancer screening
among adult women of health centers in Addis Ababa. Breast cancer was known by 53.1% of the
women. While among all the respondents 35.5% of women have known at least one kind of
breast cancer screening methods. Among those women who knew about breast cancer 96.9% of
the participants indicated “screening improves chance of survival”. While among those who
knew about breast cancer screening methods SBE, CBE, and mammographic examination were
practiced by 31.6%, 22.0% and 14.5%of respondents.

Income and family history of breast illness were found to be significantly associated with the
knowledge score of breast cancer screening. Family history of breast illnesses and marital status
of the women were found to be significantly associated with attitude of women towards breast
cancer screening. While general knowledge of breast cancer and educational status of the women
were found significantly associated with the practice of breast cancer screening methods on
multivariate logistic regression.

Accordingly the study has revealed that overall 52% of the study participants had a knowledge
score of greater than or equal to the mean knowledge score and in this study the commonly
mentioned risk factors were smoking, drinking alcohol, being female and aging accounted for
44.6%, 32.7%, 21.4% and 21.1%, respectively which were higher than the study done in North
Ethiopia[28]. Similarly with regard to symptoms of BC, the commonly mentioned symptoms of
breast cancer were breast mass and swelling, breast pain, and discharge which were 61.3%,
50.6% and 33.9%, respectively and it was higher than study of north Ethiopia [28]. And the
difference could be attributed to the urban nature of this study area since they would have better

access to information of breast cancer.

The study revealed that among all of the respondents only 31.6% of participants were able to
correctly identify breast self-examination (BSE) and was less than the study result from Nigeria
and this could be due to the socio-demographic difference between the two study areas. While in
this study 14.5% of women identified mammography as a method of detection for breast cancer
screening and was higher than the study done in northern Ethiopia and Nigeria.[27, 28] And this
could be due to the time of the study thus there was better awareness at the current study period

compared to the previous years.
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In this study 92.4 % of respondents favored “breast cancer screening is effective in detecting
breast cancer” and 4.9% strongly agreed with it and this was slightly higher than the Nigerian
study done on community dwellers[25]. In this study 63.4% had positive attitude towards breast
cancer screening which is lower than the study done in Tunisia [26] and this could be due to the
better awareness in the Tunisian community. Majority 96.9% of breast cancer screening
informed women have agreed that breast cancer improves chance of survival and this is higher
than a study done in northern Ethiopia. It was also shown 13.8% of the study participants know
that SBE should be started at the age of 20 or less and this was similar to the study done in north
Ethiopia. Among those women who have heard of screening methods, the major source of
information was media 23.4% which was similar to the study done in north Ethiopia and health
facility was source of information was 10.1% of respondents which is about seven times higher
than similar study[28]and the reason could be the professionals were more available and

relatively abundant in urban areas like Addis Ababa city.

SBE, CBE and mammographic examinations were practiced by 24.3%, 7.6% and
3.8%,respectively. This is lower than the study done in Nigeria. And this could be due to the
differences in socio-economic factors between the study areas. And the main reason mentioned
for not having clinical breast examination (CBE) was not having symptoms 86.4% which was
similar to the study done in Benin Nigeria[25].

Majority of the participants in this study (86.4%) mentioned absence of symptoms as the main
reason for not undergoing CBE and this is similar to the study of north Ethiopia[28]. The
similarity could be due to the health seeking behavior of the two study areas were similar and
this showed women do not practice unless they have symptoms and this is supported by the idea
of a 28 years midwife who said “There are women who are coming to the health centers for the
first time in their life for ANC. So difficult to say they know about breast cancer and practice
breast cancer screening.” And other interviewees complimented that the lack of awareness

creation on when and how to use screening methods were additional factors that hinder CBE.

This study showed only (3.8%) had mammographic examination slightly higher than the study of
North Ethiopia; while the main reasons for non-practice of mammographic examination were not

having symptoms, lack of attention to BC, and its expense 75.6%, 11.9% and 6.5% respectively.
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While in the study of north Ethiopia the main reasons given by the women for not having
mammographic examination were, doubt about its importance 33.8%, lack of knowledge about it
31.9% and unavailability of the service 14.0%[28]. And this difference could be due to the

relatively better availability of mammography in urban city.

In this study it was found that those who had higher income(>1500 Ethiopian birr) were 3 times
more likely to practice breast cancer screening methods as compared to those who had low
income. And this was supported by the idea of a 28 years old male midwife who said “Most
people coming here are economically poor and they don’t even afford for ultrasound but we do

what we can just teach SBE and CBE up on their request.”

In this study it was found that those women who attended secondary school were twice more
likely to know about breast cancer screening compared to those who attended primary or lesser
school. Those who were government employed women were 5.7 times more likely to know
about breast cancer screening compared to those who are merchants. This is consistent with the
study done in North Ethiopia and the study of Tunisia. In this study those women who have
higher income, were twice more likely to know about breast cancer screening than those women
with low income. This was contrary to the study of north Ethiopia [28] and this could be due to
the socio-demographic variability nature of the larger city. It was also found that those who had
no family history of breast illness were 65.6% less likely to know about breast cancer screening
compared to those who had family history of breast illness. And this was similar to the study of

Tunisia.[26]

In addition to the above determinant factors, interviewees of the qualitative study mentioned that
low level of awareness, fear of the disease, economic status, educational status, lack of open
discussion, lack of health education, lack of trainings, patient load, ignorance from the patient
and health provider, prevalence of the disease, and coverage of media were another important

factors that affect the practice and perception of women towards BCS.

It was found that one of the strongest incentives for women to obtain breast cancer screenings
was the recommendation of their health care providers. It has also been shown that for health
workers to be effective as educators they must possess the appropriate knowledge, attitude and

beliefs concerning the health behavior being promoted[29] therefore on the qualitative part of
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this study it was found that many of health professionals were knowledgeable about the breast
cancer screening methods, the importance and age to start breast cancer screening as 32 years old
male midwife said “Breast examination is important because diseases diagnosed at early stages
are treatable and preventable. And it is recommended to do SBE starting at age of 20. And SBE
is the most important one in our situation.” And regarding health professionals willing ness to
educate and perform breast cancer screening methods a 34 years old midwife said “Our health

)

workers are willing to council and teach about screening but they are busy with many patients.’
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7. Strengths

This study was supplemented by qualitative study which magnified the findings of the
quantitative study.

High response rate was obtained hence the data collectors were trained clearly and
precisely about the study

This study is one of the few studies which identified major factors contributed to the low

level of breast cancer screening practice.

8. Limitations

The cross-sectional nature of the data made it impossible to reach at the causal
relationship between the different independent and outcome variables.

The study was conducted among women who have attended health centers for maternal
and child health services therefore it might be difficult to say it was representative of the
population residing in Addis Ababa city.

Lack of literatures from developing countries hinders further discussion and comparison
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9.Conclusion

This study has revealed that the prevalence of knowledge, attitude and practices of breast cancer
screening is significantly lower. Specifically, the knowledge of women on risk factors,
preventive measures, signs and symptoms and knowledge of breast cancer screening methods

was poor.

Considerable proportions of women have no information about breast cancer and its screening
methods. Among those who have information about breast cancer screening only small

proportions are actually practicing.

Income and family history of breast illness were found to be significant factors for the

knowledge of breast cancer screening methods.

Family history of breast illnesses and marital status of the women were found significant factors

for the attitude towards breast cancer screening.

General knowledge of breast cancer and educational status of the women were found

significantly associated with the practicing breast cancer screening methods.

At the same time qualitative findings of in-depth interview in this study revealed that low level
of awareness perception and practices of adult women regarding breast cancer screening. Socio-
cultural factors, lack of attention, facilities patient load were among the dominant factors raised

that hinder women from practicing breast screening methods.
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10. Recommendations
Government level: Government should be focused on increasing women*s educational level.

A standard screening guide line needs to be prepared and needs to be implemented in all health

facilities.

The media should let a wide range of air time to provide comprehensive information about breast

cancer and BCS as it can reach many individuals at a time.

There should be regular monitoring and evaluation program in order to keep the health

awareness and promotion program.

Health facility level: Health providers and other concerned bodies must put great emphasis on
educating communities to increase clients awareness and attitude towards breast cancer

screening.

Health providers should also get on job training regarding breast cancer preventive measures,

risk factors, treatment options and early detection methods.

Community level: The community should give emphasis on this deadly disease and practice

early screening methods so as to prevent late diagnosis and other complications.

Breast cancer survivors should be encouraged and empowered to teach and give real life

experience to the large community using different press and mass Medias.

Researchers: Researchers should conduct further study by using strong study designs at the
community level in different parts of the country to identify different socio demographic factors

as well as in private institutions, NGOs and manager®s views should be assessed.

Generally it needs collaboration between researchers, community leaders, health care
professionals, non-governmental organizations, policy makers and other concerned bodies. It is
important to ensure the improvement of breast cancer screening awareness, perception, and
practices of the women so as to reduce morbidity and mortality related to breast cancer among

women of Ethiopia.
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12. ANNEXES

ANNEX I. CONCEPTUAL FRAMEWORK
Two types of variables were used to assess factors associated with breast cancer screening. The

dependent variables were knowledge, attitude and practices of adult women towards breast cancer
screening methods. And independent variables were socio-demographic status, individual factors,

health care provider related factors and other factors. This conceptual framework was developed

using information from different literatures.

HEALTH CARE
PROVIDER RELATED
FACTORS

INDIVIDUAL
FACTORS

SOCIO
DEMOGRAPHIC
FACTORS

-Knowledge of breast

-Family history of BC

cancer screening methods
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women and husbands
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women and husbands

OTHER
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-income

-Source of
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v

ATTITUDE

AND PRACTICES OF BCS

Figure 5 A conceptual framework for knowledge, attitude and practices towards breast
cancer screening, Addis Ababa Ethiopia, 2015
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ANNEXII. STRUCTURED ENGLISH VERSION QUESTIONNAIRE
Information sheet

Principal investigator: Sandra Abeje

Title: Assessment of knowledge, attitude and practices of adult women towards breast cancer
and breast cancer screening in selected health centers of Addis Ababa, Ethiopia, 2015.

Sponsor: Ethiopian Public Health Association (EPHA)

Hello! My name is................ I am here on behalf of Sandra Abeje student of the school of
public health in the Addis Ababa university. She is conducting a research for the partial
fulfillment of second degree on ,,,assessment of knowledge, attitude and practices of adult women
towards breast cancer in selected health centers of Addis Ababa city.”™ She has received
permission from school of public health at Addis Ababa university and from health bureau to
conduct this study.

Objective- To assess the knowledge, attitude and practices of adult women towards breast cancer

screening in health centers of Addis Ababa city,2015.

Benefit of the study: the direct benefit to the participants will be getting a short explanation
about the disease and breast cancer screening techniques after completing the questionnaire. And
the results of this study will help in assessing adult womens KAP regarding breast cancer
screening and as an input in considering a convenient programmatic approach to prevent, early
diagnosis and treatment of breast cancer. The result of the study will be disseminated to
concerned bodies including Addis Ababa health bureau.

Risk of the study: Participating in this study will not have any risk or harm.

Rights of Participants: You have full right either to Participate or decline participation in this
study as participant. You may respond to all the questions or you may not answer to questions
you don‘t want to and you may end the interview at any time you want. You can ask any question
which is not clear for you.

Confidentiality: Any information forwarded will be kept confidential and names will not be
written or specified and all the questionnaires will be coded for anonymity. Only the principal
investigator will know the details and she will discard it after completing analysis.

II-Informed Consent
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As to the information given ahead, Participating in this study has no any risk. Your name will not
be written on this form and the information you give will never be shared to others. You may not
answer any questions that you don't want to answer and you may end this interview at any time
you want. Now [ would like to tell you that you are selected randomly to be participant of the
study. Your genuine response to the interviews will be very important for the purpose of the study
and the questions usually take about 15-20 minutes. At the same time we would like to appreciate
your voluntarily participation in the survey after a thorough understanding of the information
given to you.

I have read this form or it has been read to me in the language i comprehend and understand all
conditions stated above.

Are you willing to participate in this study?

1- No (say thank you) 2- Yes (continue interviewing)

Contact details of principal investigator and the person to whom to contact at any time for
further explanation:

Name of principal investigator: Sandra Abeje

Cell phone No - 0913602291

E-mail: abejesandra780@gmail.com

Name of health facility.........................

Name of interviewer signature

Date of interview (Ethiopian calendar) / /

Result of interview:

I- Completed.................. 2- Refused ................

3- Respondent not available.............. 4- Partially completed ..........

Checked by supervisor;

Name ...oovvviiiiiiiiii e, Signature ..................... Date ........ccevnvennnne
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1. English version questionnaire

1.1. Socio-demographic characteristics of the women participating in the study

Q. No. Questionnaire Responses Skip
101 Where do you live? Addis Ababa.............cuu.......
Out of Addis Ababa.............. 2
102 How old are you?( last eeeeesnyears old
celebrated birthday)
103 What is your Religion? OrthodoX..........ooeeevinnnnnn. 1
Protestant........................ 2
Catholic...........c.ceeiiiiiin. 3
Muslim.........cccceeeeennnn 4
Others......c.covvviiiiiiinnin. 5
104 What is your current Mliterate.............cooeennen. 1
educational level? Read and write only........... 2
Primary school................. 3
Secondary school.............. 4
College.......ocvvvvivvininnn. 5
University.......ocoevvnennn... 6
105 What is your current marital Single.....cccooooviiiii 1
status? Married ..........oooiiininn 2
Divorced..........ccceeeel3
Widowed..............eeeee. 4
Separated...................... 5
106 What is your current Student...................oeelld

occupational status?

Merchant....................... 2
Government Employed.......3

private job...............cee 4

Self-employed ................ 5
House wife...................... 6
day laborer..................... 7
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Specify
107 What is your husband*‘s Mliterate.............cooeennen. 1
educational status currently? informal education.............2
Primary school................. 3
Secondary school.............. 4
College.......ocovvvivniinnnn... 5
University........oveevinnnn. 6
108 what is your husband™s Student......................ld
occupation currently? Merchant........................ 2
Government Employed.......3
Self-employed.................4
day laborer ..................... 5
Others......coooevvvviiinninnn.. 6
Specify
107 What is your house hold
expenditure in a month? in Ethiopian Birr
108 Was there any one in your XS 1
family who had breast painor | NoO .......c.ccccoviiiiiii 2
illness?
109 Was there any one in your D €
family with breast cancer? NO cei 2
1.2. Knowledge of the women on breast cancer and breast cancer screening
Qn No. Questionnaire Response Skip
201 Have you ever read or heard of | Yes.........c.ooovviiiiiiinnin. 1 If no, you are
breast cancer? NO et 2 done with the

questions

thank you!
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202 Is breast cancer transmittable D € R 1
disease? NO o 2
203 Do you know any of the risk Gender.........oeeviiiinnn 1
factors? (multiple answers are | AgIng.......ccc.oevveniinnnnn.n. 2
possible) Family history................... 3
(Probe) Smoking.............cooovininnn. 4
feeding on packed foods......5
Early menarche................ 6
Late menopause ................7
Others.......c.ooovviiiiinin. 8
Specify
204 Can it be detected earlier? YeS oo 1
NO i 2
I do not know..................3
205 Do you know any of the Alcohol abstinence............ 1
preventive measures against Promoting physical
breast cancer? (multiple ACtIVILY. ..o 2
answers are possible) breast feed............cccceeeann 3
(Probe) avoiding over weight...........4

Avoiding un-prescribed
hormonal therapy..............5

Performing periodic regular

breast examinations............6
Others...coovvveeeiiin 7
Specify
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206 Do you know any of the breast pain....................... 1
symptoms of breast cancer? Painless and hard mass........2
(multiple answers are possible) | Nipple retraction............... 3
(Probe) Breast discharge other than

breast milk...................... 4
Redness, thickening of nipple
orbreast........ccoceeeviiiiin 5
Others.........ccooeviiiiiiinn. 6

207 Have you ever heard of any YeS oo, 1
kind of breast cancer screening | NO ............coevviviiniinnnnn. 2
methods?

(probe well)

208 If yes, which of breast cancer | breast self-examination........1
screening methods do you clinical breast examination...2
know? (multiple answers are mammography...................3
possible) MRI........ooiiiii, 4

Others..........ooevviiiiiinennn. 5
Specity
209 From where did you hear about | Family member................. 1
it? Peer group.................... 2
Television...............c....... 3
Newspaper/Magazine...........4
School.........c.oooiiiiii. 5
Health facility.................. 6
Others........covveviiiiiiin. 7

210 At what age should breast self- | Less than age of 20............... 1

examination begin? At above age of 20............. 2
Anytime...............ooeen o 3

Do not know..................4

211 How often should one perform | Daily.............c...coeieennnin. 1




BSE? Weekly.....coooviviiiiiinn.. 2
Monthly.......c.c.c.oooiiiinin 3
Yearly...oooovivieiiiiiiiiii, 4
Do notknow..................... 5
212 Can you tell me how BSE is Palpate with one finger........1
performed? Palpate with palm and
Minimum of three finger.....2
Anyhow...................... 3
Do notknow................... 4
1.3.Attitude to breast cancer screening
Qn No. Questionnaire Response Skip
301 Breast cancer is preventable and Strongly agree...............
treatable disease if detected earlier AGICC. o2
Disagree........cccovvvunenn.
Strongly disagree........... 4
Indifferent ....................
302 Screening is necessary for early Strongly agree...............
detection and prevention of breast Agree.......oooiiiiiiii2
cancer. ‘
Disagree.............cenenn
Strongly disagree........... 4
Indifferent ....................
303 Early breast cancer screening Strongly agree...............
procedures are effective in Agree b
detecting breast cancer _
Disagree.............cenen.
Strongly disagree........... 4
Indifferent ....................
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304 Early detection can improve Strongly agree............... 1
chances of survival Agree.......oooiiiiiiiinn2
Disagree........c.coveunennn. 3
Strongly disagree........... 4
Indifferent ..................5
305 Screening for breast cancer is cost | Strongly agree............... 1
effective Agree.......ooviiiiiiiin2
Disagree........cccovvvunennn. 3
Strongly disagree........... 4
Indifferent ...................5
306 Undergoing mammographic Strongly agree............... 1
examination exposes to breast Agree.......oooiiiiiiin2
cancer
Disagree........cccovvvunenn. 3
Strongly disagree........... 4
Indifferent ...................5
1.4 practice of any screening methods
Qn No. Questionnaire Response Remark
401 Have you ever seen BSE D S 1
performed by others? NO v 2
402 Have you ever done BSE? | Yes...........ocoviiiiinnan. 1 If no skip to Qn
NO o 2 no 406
403 If yes, how often do you More than 12 times....... 1
perform BSE in a year? 6-12 times.................. 2
3-5times........cceeennene. 3
0-2 tIMES......euerneenn.. 4
I don"t emember...........5
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404 At what age did you start At age less than 20........ 1
BSE? At age above 20............ 2
405 When is the last time you Less than a week ago......1
performed BSE? Less than 3-6 months
A0ttt 2
Less than one year ago....3
Long ago.....................4
406 If no, why didn“t you do I had not thought the proper
BSE? technique.......................1
I am afraid of getting
I did not have confidence on
my examination...............3
I do not like touching my
body like that................4
Others..........coeeevininn. 5
Specify
407 Have you ever undergone D T 1 if no skip to Qn
clinical breast examination? | NO.........cccoooiiiiiini. 2 no 410
408 If yes, why? To get my breasts examined
Regularly.................... 1
Breast cancer is in my
Family.................... 2
I had symptoms............. 3
Others...........ccoveveninnen. 4
409 How often do you get Twice a year or more......1
clinical breast examination? | Once a year..................2
Whenever I visit clinics...3
Never.....oooveveviiiinnn. 4
410 If no, why didn‘t you I do not have any
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undergo clinical breast

exam?

symptoms..........ceeveennnl
I think it is expensive......2
It is embarrassing...........3
I am afraid.................. 4

I know I can never have

CANCET...eeuueenniiineennne 5
411 Have you ever undergone D 1 if no skip to Qn
mammographic screening? | NO...........ocevviiiinenn..n. 2 no 414
412 If yes why? I had a breast problem......1
Breast cancer is in my
family................oc 2
To learn about my health
condition..................... 3
413 How often do you undergo | Once in three years.........1
mammographic Once in five years............ 2
examination? Never.....ooooevveiiinnn3
414 If no, why not? I do not have any

Symptoms..........c.eeeunene 1

I think it is expensive......2

Tamafraid................... 4

I know I can never have

CaNCerl......ccevvviiiniennnnnn. 5
Unavailability of the
SEIVICE. . .uiueirineeneennn. 6
Others ........cccceeeneinen 7
Specify

It is embarrassing............3
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2. In-depth interview guide for health providers
Greeting!
Hello dear participant!
With the aim of assessing the knowledge attitude and practices of women towards breast cancer,
having an in-depth interview with you has become an important idea. I hope that the interview I
would be having with you is very much helpful to further improve the awareness, quality,
availability and accessibility of breast cancer screening methods and to explore the possible
barriers for undergoing any breast cancer screening methods among women aged 20-49 syears
old.
In doing this interview, [ will raise some questions concerning breast cancer and breast cancer
screening methods in Addis Ababa in general and specifically in your health center why women
do not want to practice breast cancer screening.
Heading to the interview I would like to appreciate you for your voluntary participation in this
interview/discussion.
Discussion points
1. In your opinion, what is the perception of the community, particularly women about breast
cancer and breast cancer screening?
(Prob: perception about severity of the disease, its preventability, health care seeking

behavior, i.e. importance of examination- self or by health personnel)

2. In your opinion, what do you think are the reasons for women not practicing breast cancer
screening? (Knowledge about the existence of the services, attitude towards the services,

alternative services etc.)

3. Doyou think your health center/clinic is making effort towards creating awareness about the

disease and screening?

4. How important do you think breast cancer screening for diagnosing of breast cancer?
Regarding these can you mention the major breast cancer screening methods, the right time

to start breast cancer screening and the recommended frequency?
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5. For what kind of client do you think clinical breast exam necessarily done in your health

center?

6. How willing are the health professionals in your health center/clinic to tell clients about BSE

and doing CBE?

7. Do you refer clients who want to screen for breast cancer with mammography?

(Prob: if yes, where? If no, why not?)

8. What do you think are the role of health professionals in creating a better understanding
about breast cancer and practicing of breast cancer screening in your community?

(Prob: frequency of health education, campaigning, pamphlets, use of mass media?)

Finally, I would like to express my heartfelt thanks for your voluntary participation in this in-
depth interview.

You have contributed your best!
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ANNEX III. AMHARIC VERSION QUESTIONNAIRE
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pLav goCavs. +I0C OC (HEPH) ATTATAN PAD- AOFPEA 787 10 NA@. LANN? (muG
TIUCTE eTLATOT ... HaPFi(14d DLPAT0aPITT R TRINTNT)

NaPRLLAT° ALY PA aomlP QA Tat4 DA AdPO°1GAD-:
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