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ABSTRACT

Background: Cervical cancer is the second commonest cancer and leading cause of
mortality in Ethiopia. The main reason for this is delay, in this study delay as classified in

Primary (patient) and secondary (system) on diagnosis and treatment of cervical cancer.

Objective: To assess factors that lead to delay for diagnoses and treatment of cervical
cancer among patients attending Tikur Anbesa Specialized Hospital Radiotherapy Center Addis
Ababa, Ethiopia, 2017.

Methods: Descriptive cross-sectional study design was conducted with sample size of 422.
Data was entered using Epi data version 3.1 and analyzed by stastical package for social
sciences (SPSS). Bivariate and multivariate analysis was carried out to see the association

between independent and the outcome variables.

Result: In this study 422 women were participated but 12 women were excluded due to
incomplete information so the response rate was 410(97.1%). The mean age of women was
50 years (SD £11.5). Half of the participants were 205(50%) illiterate and 234(66.3%) of
them income were <500 Birr. With regard to prevalence of delay, 286(70%) were delay
cases as having primary delay (> 90 days) with the reasons 274(80%) of assumed the
symptoms heal by itself and 342(83.4%) were due to lack of awareness about cervical
cancer. In this study 354(86.3%) were having secondary delay (>30 days) with the reason
of 346(84.4%) were long waiting time. Factors that were the predictor of primary delay
include; unemployed, low socioeconomic status, traditional hillers, fear and embarrassment
at P-value <0.05 and factors that were predictor of secondary delay were advanced stage of
cervical cancer during diagnoses, long waiting time and inaccessibility for services at p-

value <0.05.

Conclusion and recommendations: - In this study high prevalence of primary and
secondary delay were noticed. High level of illiteracy, low socioeconomic status, lack of
awareness and traditional hillers were factors that lead to primary delay. Absence of a
routine screening program, lack of early detection and treatment interventions were
accountable for secondary delay. Raising awareness and improving health service should

be promoted and advocated to decrease the usual delay of cervical cancer activities.

Key words: cervical cancer, diagnosis, treatment, delay, primary, secondary, Ethiopia
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CHAPTER ONE
1. INTRODUCTION

1.1 Background

Cancer is a term used for the malignant, autonomous and uncontrolled growth of cells and
tissue. In global an estimated 14.1 million new cancer cases and 8.2 million cancer-related

deaths occurred in 2012 (1).

Worldwide cervical cancer, 528 000 new cases every year, It is also the fourth most
common cause of cancer death (266 000 deaths in 2012). Almost 70% of the global burden
falls in areas with lower levels of development. Cervical cancer 85% deaths occurs in low
and middle income countries and the higher incidence of cervical cancer in the developing

countries compared to the developed countries(2).

In the developed countries, the incidence of cervical cancer and associated mortality rates
has declined by 2.9% per year. The decline is due to wide spread, regular screening test
which detects premalignant and malignant lesions and thereby facilitating early and timely
treatment. More than 50% of females affected by cervical cancer in developing countries

66% of survive less than 5 years, compared to in developed countries(3-5).

In Africa High incidences of cervical cancer are reported at rates exceeding 50 per 100,000
Population. Nairobi hospital records showed that cervical cancer accounted for 80% of all

cancers of the genital tract (6).

In Sub-Saharan Africa cervical cancer is the 2™ commonest cancer with incidence rate of
34.8 (93,225 new cases), first leading cause of mortality (57,381 deaths). In Eastern Africa

it is the number one commonest cancer in women and of all cancer cases(7).

In Morocco, cervical cancer is the second most common cancer of women after breast
cancer. The world age-standardized incidences of cervical cancer among women in
Morocco were 14.1 new cases/100 000 inhabitants / year. The mortality rate from this

cancer was 8.4 per 100 000(8)

In Ethiopia studies on the epidemiology of cancer in general and cervical cancer in

particular are scarce.



According to WHO report, cervical cancer ranks as the second most common cancer
among women In the year 2010, Ethiopia had an estimated population of 20.9 million
women aged 15 years and older who were at risk of developing the disease. In the same
year, the age-specific incidence of cervical cancer in Ethiopia was higher than the world

average for women of age 55 (9).

Early diagnosis and timely initiation of treatment of cancer patients may improve survival
and quality of life (QOL). Despite the advancement in cancer treatment and diagnosis,
cancer is one of the most leading causes of death in many countries. One of the main
reasons for this is delay in diagnosis or initiation of treatment at advanced stage. Thus,

delay in diagnosis and treatment of cancer patients may impact on poor prognosis and

QOL(10).

The effect of that delay is a complex and much debated issue in cancer. Cancer diagnoses
are made on screening, as incidental findings and following the presentation of an
individual with symptoms to HCPs. A delay in diagnosis can occur for many reasons. For
example: when an individual does not attend for screening; when the screening service
does not diagnose the cancer or initiate a treatment pathway; when an incidental finding is
not appropriately acted upon; when an individual does not recognize a symptom of cancer;
when an individual with symptoms does not seek healthcare advice or when a HCPs or

system fails to detect a cancer or initiate a treatment pathway(11).

Primary delay is duration between onsets of symptoms to first presentation to HCPs, has to
been referred to as patient delay since it is mainly influenced by the patient’s
characteristics (i.e. marital status, age, educational status, financial barriers, distance, and
religion) and the most accepted threshold to establish it is three months but the women late

more than 90 days decreased survival years(12).

Secondary delay is that which takes place between the first medical consultation and the
definite diagnosis and treatment, associate with doctor and system related factors
(accessibility and communication, waiting list for diagnosis and treatment) and the most
accepted threshold is one month. Modeling the Cervical Cancer Growth Process by

Stochastic Delay Differential Equations measured by in a month in area of cervical cancer

2
cell (in cm ), Initial condition is the area of cervical cancer at time that it was first detected

(12, 13).



1.2. Statement of problem

Cervical cancer is preventable and curable if detected early enough and treated correctly.
However the challenge in the developing countries like Ethiopia patients seeking medical
care after they have developed signs and symptoms could not be early diagnosed

treated(15).

A wide range of factors that directly or indirectly influence the time taken to seek help
have been identified patient factors. Primary and secondary delay affected the diagnoses

and treatments of cervical cancer(14).

In UK the factors’ to contributed delay communication 26%, waiting lists <1% diagnostic
delay. Study of National reporting and Learning showed that patient delay related to lack

of awareness 54.6% and economical problem 12.4% (11).

In sub-Saharan Africa countries, lack of effective screening and treatment policy, strategies
programs are accountable for high cervical cancer prevalence and mortality in the

countries(7).

In Uganda cervical cancer delay related to patient, more than 65% patients have develop
advanced stage due to lack of money’ and due to healthcare factors associated 71.8% with

advanced stage at diagnosis(44).

In Morocco showed that patient related delay in women such as residential area, contacting
non-medical person, fear, lack of awareness, economical problem, and poor knowledge of

cervical cancer, its symptoms, and causes(8)

In Ethiopia Almost over 7095 women are diagnoses with new cervical cancer and 4732 die
in this case annually with the leading malignancy which covers 36.6% of all cancers
(9)(16)(24). This major health problem not yet given priority, cancer control programs, the
provision of early detection and treatment services are limited. The proportion of women

53.68%, showed diagnosed at advanced stages(14)(15).

Thus in Ethiopia there is no relevant documented study about factors that lead to delay of
cervical cancer on diagnoses and treatment. So these study to contribute in order to identify

the factors which affects for delay of cervical cancer on diagnoses and treatments.



1.3.  Significant of study

This study is contribute for educational program to increase the awareness of cervical
cancer; inform the prevention mechanisms, to educate concerning early mild gynecological
symptoms, to inform women who visiting the pre cervical cancer screening every year and
treatment options at community level and educational programs for each healthcare level
may help to key information in order to improve early symptom recognition and timely
help-seeking and diagnosis/treatment with symptoms suspicious of cervical cancer that
might down stage the diseases cost effectively to improve the overall survival and quality

of life of patients and families.

The study findings are to contribute as indicator for the local health professionals
specifically; those who are managing patient with the problem cooperate with their clients
to early diagnoses and treatment for improve prognosis and QOL. It helps policy makers
and other organizations working in this area give insight for early prevention methods and
to give much attention to well equip the diagnostic and treatment materials and create a

way forward in order to control delay of cervical cancer diagnoses and treatment.

This study is to determine the level of factors that led to delay of cervical cancer related to
patient and system among cancer patients. Since there is no adequate research done

regarding with this topic in Ethiopia, it is the base line for future research.



CHAPTER TWO
2. LITERATURE REVIEW

2.1. Distribution of cancer and Cervical Cancer

Worldwide, cervical cancer is both the fourth-most common cause of cancer and deaths
from cancer in women in 2012, 528,000 cases of cervical cancer were estimated to have
occurred, with 266,000 deaths. It is the second-most common cause of female-specific
cancer after breast cancer, accounting for around 8% of both total cancer cases and total

cancer deaths in women. About 80% of cervical cancers occur in developing countries(18)

Study in the United States showed that An estimated 12,900 new cervical cancers and
4,100 cervical cancer deaths will occur in the United States in 2015(19). It is the eight-
most common cancer of women. Hispanic women are significantly more likely to be
diagnosed with cervical cancer than the general population. In 1998, about 12,800 women
were diagnosed in the US and about 4,800 died in developed countries; the incidence of
cervical cancer has decreased dramatically since the introduction of cervical screening

programs(20).

2.2. Incidence and Prevalence of Cervical Cancer

The study conducted in USA In 2014, an estimated 12,360 new cases were expected to be
diagnosed, and about 4,020 were expected to die of cervical cancer and Cervical cancer
deaths decreased by approximately 74% in the last 50 years, largely due to widespread Pap

smear screening(21).

In the European Union, study showed about 34,000 new cases per year and over 16,000
deaths due to cervical cancer occurred in 2004. In UK study revealed Cervical cancer is the
12th-most common cancer in women in the UK (around 3,100 women were diagnosed with
the disease in 2011), and accounts for 1% of cancer deaths (around 920 died in 2012) With
a 42% reduction from 1988-1997, as result of screening program has been highly
successful, screening the highest-risk age group (25-49 years) every 3 years, and those
ages 50—64 every 5 years.(22).

A study done in Australia Regular twice-yearly Pap tests can reduce the incidence of
cervical cancer up to 90%, and save 1,200 Australian women from dying from the disease
each year(23).The number of women diagnosed with cervical cancer has dropped on
average by 4.5% each year since organized screening began in 1991 (1991-2005)(7).
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In Ethiopia cervical cancer is the 2nd commonest cancer of all cancer cases in women next
to breast cancer, with incidence rate of 26.5(7095 new cases) and second leading cause of

mortality with AMR 16.5 (4732 death) (9, 24).

In Addis Ababa From nurse register book cancer patients at TASH-oncology unit
retrospective study showed cervical cancer 36% follows breast cancer by 18% is the first

among the ten top cancer diseases seen in fifteen years (16).

2.3. Prevalence of delay on cervical cancer

A study in India showed that over 80% of women with cervical cancer in developing
countries are diagnosed at advanced stages. Cervical cancer, if diagnosed early is treatable,
but the challenge is that most rural women in the developing countries seek medical care
after they have developed signs and symptoms. Like developing countries In India, the
number of people with cervical cancer is rising, but overall the age-adjusted rates are
decreasing(25). Usage of condoms in the female population has improved the survival of

women with cancers of the cervix(26).

From Iran study of 55 women mean age was 48.3+12.0. And 6/55 (10.9%) of them had
early and 49/55 (89.1%) of them had delayed diagnosis of cervical cancer(27).

A survey in Malawi on the cervical cancer morbidity showed that 80% of women who
sought help between 2001 and 2002, were at an inoperable stage, thus in the terminal
stages of disease. The delay is due to both the patients’ own reasons and those of the health

providers(28, 29).

Study in Nepal revealed that among 110 cervical cancer patients the mean age of the
participants was 52.72 years (SD =10.63) the youngest patient was 27 years and the oldest
79 years and most of them (77.3%) were from rural areas two third (66.4%) of the patients
were illiterate. out of total diagnostic delay were median patient delay 68.5 days, median
health care provider delay40 days, median referral delay 5 days and median diagnostic
waiting time 9 days. The median value of total diagnostic and treatment delay was
157 days with longer total diagnostic delay in 77.3% of patients Majority of the patients
had experienced longer delay of each type except referral delay(30). 19% of the patients
were diagnosed in early stage (<IIA) and rest were in advantaged stage (=1IB)(31).



A retrospective study in Taiwan reveled that factors of treatment delay in cervical cancer
patients were analyzed age (=75 years) had 2.42 times of delaying treatment as that of
patients <44 years of age (95% confidence interval). Related to treatment delay increased
with increasingly advanced cancer stage was 2.6 times that for the early on. And treatment
delay of 4 months or longer in cervical cancer patients was associated with a 2.31 times
increased risk of death relative to timely treatment. Low-income household was at 1.47

times increased mortality risk relative to the employees/employers group (P<0.05)(32).

In Malaysia Sarawak Hospital registry the cost effective Surveillance Program started in
1994, with the intent of down staging cervical cancer that the base line showed 70% of
patients were diagnosed at an advanced stage (stages III and IV) for year 1993. Data
analysis revealed that the program achieved down staging in cervical cancer in stage III
and IV from 60% (1994) to 26% (1998) (P < 0.0001).The program consisted of training
health staff and raising public awareness(33).In developing countries the disease incidence
remains high. One of the most important prognostic factors for cervical cancer is how early
the disease is when detected and how far it has spread. Delay in diagnosis and treatment

continues to be the greatest hurdle to be overcome in the fight to cure cancer(34, 35).

In most African countries, cancer control programs and the provision of early detection and
treatment services are limited despite this increasing burden. Cervical cancer is found to be

the leading malignancy which covers 36.6%(15).

Study from Uganda showed more than half (55%) of the participants presented at the study
hospital after 3 months or more from reported date of onset of symptoms. Of these, 71.8%
(51/71) had advanced stage cervical cancer. Hence longer time to presentation tended to be

diagnosed at an advanced stage(36).

A Crosse sectional study in Morocco showed that the mean age was 52.4 years (SD =
11.48) with the range from 28 to 83 years. Educational status 53.6% was illiterate and
63.3% were married. More than half of patients were urban inhabitants (68.6%). In 78.6%
of the patients, the first consultation place from the residence was at a distance of less than
3 km; of all patients 81% were poor and 80.8% were unemployed more than 55.4% among

patients with cervical cancer locally advanced or metastatic.



Regarding knowledge and practice data, the results showed that 48.9% of all patients have
never heard about cervical cancer and 60.3% did not know the abnormal vaginal bleeding
as cervical cancer symptoms. Greater proportion (90.3%) did not have any idea about
causes of cervical cancer. 51.6% of cases have never heard about screening program and

74.1% did not know transmission mode(37).

Ethiopia likes any other developing countries, though difficult to get updated series of
studies. However from 15 years since 1998 from hospital based nursing registration book
analysis of cancer profile at TASH-RTC revealed a total of 12,671 patients found; and
72.8% (9229) are female and the rest 27.2 % (3442) are male. Cancer as a new merged
major health problem not yet given as priority of program intervention as communicable
disease of tuberculosis and malaria and so one. Despite no national cancer registry system

in the country(38).

The same study in Addis Ababa population based cancer registry (AAPBCR) showed that
a total of 5701 cancer cases registered from September 2011 to August 2014 in Addis
Ababa city. Among these 3820 (67%) were females and 1881 (33%) males. the incidence
rates of cancer in age groups 30-49 years were (38.4%). The most commonly leading

cancers among females were cancers of the breast (33%), and Cervix uteri (17%)(38).

A retrospective data study in Addis Ababa showed that the Tikur Anbesa Specialize
Hospital (TASH) over a period of sixteen years were study based on International
Federation of Gynecology and Obstetrics (FIGO) 53.68%, showed the proportion of
women diagnosed at advanced stages of cervical cancer was higher than those diagnosed at

an earlier stage(14).

2.4. Factors that contribute delay on diagnoses and treatment of cervical
cancer patients

A study in UK showed that estimated length of delay on cancer diagnoses and treatment 25%
cases the delay was less than one month, 37% showing delays of 1-3 months and 38% showing

delays of more than three months, with a maximum delay of up to three years(11).

A study in India showed that the patient-related interval may be influenced by a number of
factors including: “demographic factors” (such as age, education); “psychological factors”

(such as fear and anxiety); “social factors” (such as work and family commitment;



-financial constraints, competing life priorities); cultural (embarrassment about having a
cervical examination, use of traditional methods).Awareness factor such as symptom

recognition and interpretation(12).

Factors that related to system delay (patient reassured after negative physical cervical
negative fine-needle aspiration biopsy, surgical excision without pathological examination,
not oriented to specialized service, lack of information, appointment delay ) were

collected(12).

Delayed diagnosis and treatment of the cervical cancer was significantly higher in patients
with lower degree of education, lower socioeconomic status, having smoker and addict

husband and those who did not have a history of Pap smear test(27).

A study in UK the factors’ to contributed delay are: -Communication (26%), Cancellations
(15%), Clinical assessment (5%) and Waiting lists (<1%)Diagnostic delay is an issue that
is recognized to be important by GPs. show that more than half the claims settled against
GPs were for delayed diagnosis cervix (13%) the reasons for delay as: failure to examine
the patient properly; inadequate follow-up arrangements; lack of appropriate
investigations; reports misfiled in notes (usually kept in paper files);Follow up
communication problems 37% Appointment miscommunication 31% Referral

communication problems 19% Accuracy of information(11).

A study done in England showed that factors of delay are Symptom recognition and
interpretation the manner in which individuals interpret and label their symptoms has been
shown to influence help-seeking behavior in a wide range of illnesses including cancer. It
has been suggested that symptom recognition accounts for at least 60% of the total delay in
cancer treatment in women with breast and gynecological cancer(39).Individuals who do
not identify symptoms as cancer are more likely to delay seeking healthcare advice than

those who do(40).

In a qualitative literature national institution of health reviewed that fear of cancer and fear
of embarrassment were identified as key factors contributing to delay in patient
presentation to a healthcare practitioner. The anxiety associated with recognizing a

potential cancer symptom has also been shown to result in delayed presentation(41).



In the systematic review study by healthcare provider showed that delay related to initial
misdiagnosis and insufficient examination by the practitioner, was the most commonly
occurring theme associated with delay in referral Healthcare practitioner or provider delay
factors this is the interval between first consultation with a healthcare provider and referral
for diagnostic tests or specialist assessment. Some authors refer to this phase of delay as

primary care delay or delay in general practice(41).

A study of National reporting and Learning System analysis showed System delay refers to
the interval between referral and definite diagnosis or treatment. This includes waiting
times for tests in secondary care, further investigations of symptoms in secondary or
specialist care, and administration. waiting times for diagnoses and administrative delays

for initiation of treatment and follow up leading to increased patient delays(42).

A cross-sectional study the lack of awareness (54.6%).Economical problem (12.4%) and
lack of time (9.7%) Fear of cancer was reported by only 3.5% of the patients while 9% of
the patients got delayed in contacting to first medical person due to non presence of
accompanying person.

The factors such as distance, economical and family related problems were observed
among 4.5, 12.4 and 8.7% of the total patients respectively. The medical factors recorded
for secondary delay include doctors making an inappropriate diagnosis among 27.5% of
the patients and symptomatic treatment before their confirmed diagnosis among more than
50% of the patents. Related with tertiary delay, 11% of the patients were treated
inadequately before their start of proper treatment(10).

Study in china analysis show 129 of patients,43 (33.3%) were diagnosed with stage 11B
cervical cancer, 34 patients (26.3%) with stage IIIA, 29 patients (22.5%) with stage IIIB,
and 23 patients(17.8%) of stage IVA, Age (=55 years, OR=12.1; 95% CI: 3.3—43.9), lower
education (OR=4.6; 95% CI: 2.0-10.4), low annual household income (OR=2.3; 95% CI:
1.1-5.0) and widow/divorce (OR=0.11; 95% CI: 0.01-0.07) were the risk factors for
delayed reporting. Patients who had experienced bleeding or bleeding with other symptoms
(61.2%) were more likely to seek treatment within three month after the recognition of the

first symptom(43).
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A cross-sectional descriptive study In Nepal showed that Greater proportion (80.9%) of the
patients had late diagnosis (stage >IIB) because of 68% of the patients distance of more
than four hours of travel time,. 19% of patients were from lower socio-economic status and
78.2% Cervical examination or per-speculum examination was not performed and the
symptoms were misinterpreted in 90% of the patients in initial consultation with health
care provider (HCP).

Literacy status of women was found independently associated with late diagnosis of
cervical cancer. Lower risk of late diagnosis was observed for women who were literate

(Adjusted OR=0.121, CI: 0.030-0.482).

Compared to the foul smelling vaginal discharge, abnormal vaginal bleeding as early
symptom was observed as a protective factor (Adjusted OR=0.160, CI: 0.035-0.741) for

late diagnosis.

Women were more likely to have late diagnosis if they delayed to share their symptoms or
problem with others (Adjusted OR=4.272, CI: 1.110-16.440). Moreover, the likelihood of
late diagnosis of cervical cancer was observed among women who first discussed their
symptoms or problems with their friends (Adjusted OR=12.701, CI: 1.132- 142.55) as

compared to women who first did so with their husbands(30).

Study in morocco showed nearly sixty-one percent of patients reside in urban area, ninety-
two percent of women with late stage of diagnosis had low socioeconomic level vs. 84.8%
of women with early stage of diagnosis. Eighty-four percent of women with late stage of
diagnosis were illiterate vs. 74.0% of women with early stage of diagnosis. Ninety-four of
women with early stage of diagnosis in the multivariate analysis, elevated risks for late
stage at cancer reporting were associated with three variables: marital status, distance from
oncology center and gynecological bleeding. Occupation was considered as a protector
factor (adjusted OR = 0.439, CI: 0.264-0.730, p = 0.002), Low socioeconomic status was
found as a risk factor for patient delay (adjusted OR = 3.927, CI: 2.280-6.765, p < 0.001),
Women who were not married (OR=5.0; 95% CI: 1.43-16.66); women who live more than
100 km from the location of cancer diagnosis (OR=4.51; 95% CI: 1.35-15.11); women
without a family history of cancer (OR=14.28; 95% CI: 2.22-100) and women who had
other signs that the bleeding as the first symptom (OR=25; 95% CI: 1.62-300) were more

at risk of late stage cancer(36).
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A cross sectional study in Uganda showed there was evidence for association between
advanced stage at diagnosis and pre-referral diagnosis of cancer by primary healthcare
professionals (adjusted OR (AOR)=13.04:95% CI 3.59 to 47.3), and financial difficulties
precluding prompt help seeking (AOR=5.5:95% CI 1.58 to 20.64) and visiting a traditional
healer was the only variable associated with greater likelihood of delay (OR 2.69,
p=0.020, 95% CI: 1.17-6.17)(36). patient factors, that more than 65% patients have
develop advanced stage due to lack of money’ and due to healthcare factors associated
71.8% with advanced stage at diagnosis is essential for targeted effective public health

interventions to prompt health seeking(44).

A study in Morocco showed that sought determinants of the patient delay in women factors
such as residential area, contacting non-medical person-prior to first medical person, fear,
lack of awareness, economical problem, family related problem and poor knowledge

among most patients on the actual nature of cervical cancer, its symptoms, and causes(8).

A study in Malawi women who live more than 100 km from the location of cancer
diagnosis (OR=4.51; 95% CI: 1.35-15.11) Majority of the women stayed far from health
centers. The long distance had an impact on their access to health care. The long distance is

a deterrent to seek early medical attention at times”(29).

A cross sectional study in Kenya, majority of the women 73.3% did not know 51 of the
disease while 24.7% had some understanding of the disease, Bivariate analysis showed that
having no knowledge on cervical cancer was significantly associated with late diagnosis of

cervical cancer (Chi-square=9.27 (1, N=320; p=0.0023)(45).

A study in Botswana revealed that among patients with cervical cancer, the median delay
from date of biopsy to start of radiation treatment was 39 days (interquartile range, 34 to 57
days) for patients treated after MDT initiation, compared with 108 days (interquartile
range, 71 to 147 days) for patients treated before MDT initiation (P <.001)(46).

A Case-control study design in Ethiopia showed that Late stage diagnosis was lesser
among those women who had income between 650 to 1000 EB per month (AORO0.26;
95%CI (0.091-0.74) and higher among women who were unemployed (AOR3.2; 95% CI
(1.38, 7.41)), women who had long diagnostic delay (AOR 4.17; 95% CI (1.197, 14.52)).
On IDI, symptom misrecognition and interpretation, long waiting time to see a doctor,

waiting time for test(47).
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A cross sectional study in Ethiopia showed that the country suffers from a severe shortage
of accessible facilities. Approximately 30% of the households were estimated to live more
than 10 kilometers from the nearest hospital, health center or health station. In contrast,
urban areas with 4-6% of the total population have 44% of all health facilities. This finding

shows distance is a major impact for the delaines of cervical cancer diagnosis(17).

A study in Ethiopia, Rural/urban differentials are very large, with the nearest health facility
in 2000 being 1.4 km away in urban areas and 8.8 km in rural areas. Regional differentials
are also very large, with distances as low as 1.3 km in Addis and as far as 9.8 km in Afar.
The differential between income quintile is however less marked although, on average,

poorest groups live further away from a health facility than richer groups(48).
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2.5. Conceptual frame work

This conceptual frame work adapted from literature handorsom model 2014 which is

primary delay related factors adapted from (8, 10, 12, 27, 36, 44) and secondary delay

related factors adapted from (11, 29 and 42).The independent variables factor related to

primary delay such as socio-demographic, psycho culture, awareness and factors related to

secondary delay such as accessibility, waiting time and communication affects the

dependant (outcome) variable of delay in cervical cancer diagnosis and treatment.

Socio-demographic factors

o Age

e Region

e Religion

e Residency

e Marital status

e Educational states
e Occupation

e Income

Psycho Cultural factors

e Traditional healer
e Embarrassment
e [ear

—

Primary (patient) Delay

1

Awareness factors

* Symptom
recognition and
interpretation

* Knowledge of early
detection

Delay of cervical cancer for diagnoses and
initiation of treatment

I

A 4

Service
accessibility

Figure 1.Conceptual frame work.

Secondary (system) Delay

Waiting Time

Communication
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3.1.

3.2.

CHAPTER THREE
3. OBJECTIVES

General objective
To assessment factors that lead to delay for the diagnosis and treatment of cervical
cancer among patients attending health care service at Tikur Anbesa Specialized Hospital

Radiotherapy Center Addis Ababa, Ethiopia, 2017
Specific objectives

To identify primary(patient) related factors that lead to delay for the diagnosis and
treatment of cervical cancer among patients attending health care service at Tikur
Anbesa Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017

To identify secondary(system) related factors that lead to delay for the diagnosis and
treatment of cervical cancer among patients attending health care service at Tikur

Anbesa Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017
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CHAPTER FOUR
4. METHODS AND MATERIALS

4.1 Study area and period
The study was conducted at Tikur Anbesa specialized hospital, radiotherapy centre
(TASH-RTC). TASH is found under the administration of Addis Ababa University located
in Addis Ababa and the referral teaching hospital. It has the sole RTC at the capital city of
Ethiopia for all cancer patients that are coming from different regions of Ethiopia which
accounts a total of 99.4 million people(49). TASH serves an estimation more than 80,000
new patients per year. The radiotherapy center of TASH is the only center in the country
with only one functional radiotherapy machine serves more than 7000 new cancer cases

per year (9). The study was conducted from March 15, 2017—April 30, 2017

4.2. Study design

Institutional-based descriptive cross sectional quantitative study design was conducted

4.3.  Source of population

All cancer patients that were attending as new follow up, assessment and diagnosis, booked
and waiting for treatment and on treatment at Tikur Anbesa Specialized Hospital

Radiotherapy center

4.4.  Study population
All cervical cancer patients who were attending at Tikur Anbesa specialized hospital

Radiotherapy center

4.5. Inclusion criteria
e Age greater and equal 18 years and above

e Mentally intact (not having hearing impairment, can speech and who had no brain
metastatic cancers) to be study participant during study period.

e Cervical cancer patients come to seek services diagnosed and just initiated
treatment and volunteer.

e Cervical cancer patients on follow up and on palliative care for symptoms

management

4.6. Exclusion criteria
e (Cases differ from cervical cancer patients.

e New cervical cancer patient’s not yet stared treatment.
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4.7.  Sample size determination

Sample size was calculated using single proportion formula. To get maximum sample size
the prevalence of delayed diagnosis and treatment of cervical cancer is 50%, level of

significance <0.05 at 95% level of confidence, and 5% margin of error
N=Za/(p(1-p) = (1.96)* 0.5(1-0.5)/(0.05)* =384

d2

By adding non-response rate of 10%, the final sample size is 422

4.8.  Sampling procedure and techniques

The data was collected by using convenience sampling technique because to get the
required sample size within the specified study period. All cervical cancer cases that were
come for initiation of treatment and on follow-up during data collection period were asked.
The number of study was all cervical cancer patients during the study period and those who

was part of the final sample size (based on the number of patients coming per month).

4.9. Study variables

49.1 Independent variables

e Socio demographic (age, marital states, educational states, ethnicity , residency,
occupation, religion, income)

e Psycho Cultural(fear, embarrassment and traditional method)

e Awareness( screening, symptom and causes)

e Access (health services delivery)

e Communication (health care provider-patient)

e Waiting time(diagnoses, treatment)

4.9.2 Dependent variable

e Delay in diagnoses and treatment of cervical cancer
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4.10 Operational definitions

Primary delay: - Primary delay is related to patient and is defined as duration between
onsets of symptoms to first presentation to visit the clinician. Primary delay is when it
takes for a patient greater than 03 months between his first notices of symptoms to his first

clinic visit.

Secondary delay- Is related to the health care service with sub classifications of:
Treatment initiation waiting time, Referral delay, Diagnostic waiting time, Health care
provider’s delay. A patient is said to have secondary delay if it takes more than 30 days

until he gets the first treatment.

Waiting time in diagnostic - The period of seven days or less defined as “short waiting

time” and more than seven days was defined “long waiting time”.

Treatment initiation waiting time- The period of seven days or less defined as “short

waiting time” and more than seven days was defined “long waiting time”.

Accessibility: - a health care service is said to be accessible if it can be obtained within 10
km walking distance for a primary health care center and 100 km distance for a tertiary
hospital care.

4.11 Data collection tool

Structured interviewer administered questionnaire adapted from literature (8, 50) was used
to collect data. The questionnaire had contained three sections.

1. Section one: Socio Demographic information of respondents

2. Section two: primary delay related factors

3. Section three: secondary delay related factors
The questionnaire was prepared in English and translated to Amharic language with second
person and lastly back translated to English language by third person to see the consistency
of questions.

4.12 Data collection procedure

Two supervisors were recruiting from BSC nurses and four data collectors were also
recruiting among diploma nurses. All cervical cancer patients who fulfill the inclusion
criteria were interview. The principal investigator and supervisors was made frequent
cheeks on the data collection process to insure the completes and consistency of the gather
information
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4.13 Data quality assurance

Both the data collectors and supervisors were trained for half day on the objective and
methodology of the research, data collection approach. Pretest was conducted at study area
on 21 (5%) in radiotherapy centers (selected cervical cancer patients to have more than 2
months appointments) to see the completeness, consistency, and applicability of the
instruments and was ratify accordingly by selecting those who have one day stay for follow
up and appointed for 6 months.

During the data collection each participant medical record card was registered to prevent
repetition. To protect the patient's privacy anonymous and voluntary participation was
kept.

4.14 Data processing and analysis
Data was checked, cleaned and entered using EPI data version 3.1 and then it was

transported to SPSS version 22.0 software for analysis. Incomplete and inconsistent data
was excluded from the analysis. Descriptive statistics was used to describe the sample. The
results of the descriptive statistics were expressed as percentage, frequency, mean and
standard deviation and graphs. Associations between independent variables and dependent
variables were analyzed using bivariate and multivariate analysis to identify factors which
are significantly associated with the outcome variable.

4.15 Ethical consideration
Ethical clearance and official letter was obtained from the Research and Ethics Committee

department of Nursing and midwifery of AAU to TASH. From the director of TASH letter
of permission was submitted to the head of Radiation Therapy Centre; and as soon as
getting permission from the TASH-RTC head conducting the research data collection was
commenced verbal and written consent was obtained for willingness of patients to
participate. The patients™ privacy was maintained by conducting the interview in a private
place.

4.16 Dissemination plan
The result will be presented in Addis Ababa University College of Health Sciences School

of Allied Health science Department of Nursing and Midwifery. Then the result also will
disseminate to Tikur Anbesa Specialized Hospital Radiotherapy centre, Ministry Of
Health, to all concerned communities and gender in order to inform and educate about
cervical cancer and its symptom to recognize and early diagnoses and treatment.

Finally, this study will be published in the known journals.
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CHAPTER FIVE
5. RESULTS

5.1.  Socio-demographic

In this study 422 women were participated but 12 women were excluded due to incomplete
information so the response rate was 410(97.1%). The mean (£SD) age of participant was
50 (11.5) years with the range from 18-80 years. Majority 122(29.8%) and 124 (30.2%) of
the respondents were in the ages group of 35-44 and 45-54 years respectively (fig 2).

35

29.8% 30.2%

30
25
20 18.3%
15 - _
10
6.6%
5 o
0.5% 2.2%
0 n T T T T T -_\

percent 15-24  25-34  35-44 45-54 55-64 65-74 >=75

Respondents age group

Figure 2: Age distribution of among cervical cancer patients attending at Tikur
Anbesa Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.

Regarding to region of the respondents 141(34.4%) and followed 128(31.2%) were from
Oromia and Ambhara respectively. Majority of 275(67.1%) respondents were Orthodox
religion followers and 2(0.5%) were Catholic religion followers. In this study regarding
with participants educational, marital and occupational status were 205(50%) of illiterate,
285(69.5%) of married and (182(44.4%) of Farmers. Large segment of participants
342(83.4%) were living estimated to be within 10 Km of radius accessible to any health
institutions. Majority of 304(74.4%) respondent living estimated to be greater than 100 km
of radius to RTC. Above half of participants 223(54.4%) were urban inhabitants (Table 1).
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Table 1: Socio-demographic distributions of among cervical cancer patients
attending at Tikur Anbesa Specialized Hospital Radiotherapy Center Addis Ababa,
Ethiopia, 2017. (n =410)

Characteristics Frequency Percent

Residency

Urban 223 54.4

Rural 187 45.6
Region

Ambhara 128 31.2

Oromia 141 344

Addis Ababa 75 18.3

SNNP 35 8.5

Tigre 18 4.4

Others* 12 2.9
Religion

Orthodox 275 67.1

Protestant 60 14.6

Catholic 2 5

Muslim 73 17.8
Marital status

Marred 285 69.5

Single 11 2.7

Divorce 36 8.8

Widow 78 19.0
Educational status

[lliterate 205 50.0

Informal education 74 18.0

primary 75 18.3

Secondary 32 7.8

College 24 59
Occupational status

Farmer 182 44 .4

Governmental 27 6.6

Private 54 13.2

Unemployed 147 35.9
Distance to primary health center

<10Km 342 83.4

>10Km 68 16.6
Distance to radiotherapy center

<100Km 106 25.9

>100Km 304 74.1

Note:*Gambella, Somalia, Harare, Afar and Benshangule.
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The participant birth status 317(77.3%) of them were give birth more than one child and
274(66.8%) of women monthly income were less than 500 Birr (fig 3and4).

Birth status

2.2%

mOne
m More than one
= None

Figure 3: Birth status of among cervical cancer patients attending at Tikur Anbesa
Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.

Income

m <500Birr
m 500-1000Birr
m >1000Birr

Figure 4: Income status of among cervical cancer patients attending at Tikur Anbesa
Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.
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5.2. Factors related to delay

5.2.1. Primary delay related factors
In this study among the participants 286(69.8%) were classified as having primary delay
with 120 median days of stay at home with their symptom, participant responded of the
commonest symptom that they first noticed of cervical cancer are foul smelling vaginal

discharge and vaginal bleeding were 151(36.8%) and 133(32.4 %) respectively (fig Sand6).

Duration of delay at home

30.2%

m Early < 90 days

69.8% m Delay > 90 days

Figure 5: Stay at home among cervical cancer patients attending at Tikur Anbesa
Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.
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sexual vaginal abdominal and bleeding
discharge back pain
onset of symptom

Figure 6: Onset of symptom among cervical cancer patients attending at Tikur
Anbesa Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.
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With regard to respondent awareness 342(83.4%) were had never heard about cervical
cancer, 373(91.0%) had lack of information about cervical cancer screening, almost all
395(96.3%) of respondents never heard the causes of cervical cancer, 386(94.1%) of them
responded as no history of cancer in their family and the commonest reasons for delay
were 234(57.1%) of respondents said to be assumption of healing by itself. 194(47.3%) Of,

the respondent’s health workers are the first person to share the problem (Table2).

Table 2: Awareness of the disease among cervical cancer patients, attending at Tikur
Anbesa Specialized Hospital Radiotherapy Center Addis Ababa Ethiopia 2017. (n =410)

Variables Frequency Percent
Having awareness of cervical cancer
Yes 68 16.6
No 342 83.4
Having awareness of cervical cancer screening
Yes 37 9.0
No 373 91.0
Family history of cancer
Yes 24 5.9
No 386 94.1
Having awareness of Causes of cervical cancer
Yes 15 3.7
No 395 96.3
Sharing of symptom
Husband 67 16.3
Friend 10 2.4
Family 138 33.7
Health workers 194 47.3
Religious father 1 2
Informative educational status
Illiterate 28 6.8
Informal education 19 4.6
Primary 73 17.8
Secondary 51 12.4
College 239 58.3
Reason of delay at home
Luck of money 17 4.1
To accepted cancer are not hill 4 1.0
Go to traditional hillers 21 5.1
Difficulty of decision and fear 66 16.1
To heal by itself 234 57.1
Give priority for others 29 7.1
Embarrassment 18 4.4
Others** 21 5.1

**Women who have intermittent symptom and unawareness for health service access
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5.2.2 Secondary delay related factors

In this study among participants 354(86.3%) were classified as having secondary delay
with 270 median days of stay on diagnoses and treatment of cervical cancer (fig 9).

From Participant’s personal medical document, advanced stage (IIIA-IVB) during
assessment and during initiation of treatment were 212(51.7%) and 288(70.2%)

respectively (fig 8).

Total duration of Secondery delay = Early (< 30 days)

\L 13.7% ® Delay (> 30 days)

86.3%

Figure 7: Total durations of stay for diagnoses and treatment among cervical cancer
patients attending at Tikur Anbesa Specialized Hospital Radiotherapy Center Addis
Ababa, Ethiopia, 2017.
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Figure 8: Stage of disease among cervical cancer patients attending at Tikur Anbesa
Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.
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With regard to communication among respondents 289(70.5%) were good
communication with health workers and 294(71.7%) of responded were easy understand
to the health worker information. In consider treatment plan 295(72.0%) of the
participants were received radiotherapy, among women’s 245(60%) were received
medical service at governmental health institution. Majority of the participants that they

said to be the reason of secondary delay 346(84.4%) were long waiting time (Table 3).

Table 3: Secondary delay related factors among cervical cancer patients attending at
Tikur Anbesa Specialized Hospital Radiotherapy Center Addis Ababa, Ethiopia, 2017.
(n =410)

Variables Frequency Percent

Communication of health workers

Yes 289 70.5
No 121 29.5
Cervical cancer information understanding
Yes 294 71.7
No 116 283
Knowledge of staging
Yes 85 20.7
No 325 79.3
Treatment plan
Surgery 9 2.2
Chemotherapy 3 0.7
Radiotherapy 295 72.0
Chemo-radiation 102 24.9
Palliative care 1 0.2
Reason of system delay
Waiting time 346 84.4
Luck of appropriate health workers 34 8.3
Luck of money 6 L5
Inaccessibility 19 4.6
Others* 5 1.2
Pathway to diagnoses and treatment
Governmental 245 59.8
Private 129 31.5
Both 36 8.8

* Hopelessness of the patient, absent for treatment schedule and poor referral system.
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5.3. Association to delay

5.3.1. Primary delay association

The association between primary delay and socio-demographic; a wide variety of variables
were significantly associated with bivariate (chi-square test) analyses i.e. Residency P-
value 0, 000, religion P-value 0.001, Occupation P-value 0.000, Income P-value 0.003,
distance p-value 0.004, awareness p-value 0.019, screening p-value 0,029 and psycho-

cultural reasons P-value 0.003 were significant associated to primary delay.

In multivariate analysis unemployed was the preventable predictor factor for patient delay;
those women who were unemployed 55% less likely to have delay than farmer
AOR=0.454, 95% CI (0.214, 0.965) p-value 0.04. Low socioeconomic status was found as
a risk factor for patient delay; those women who had < 500 birr were three times more
likely delay than high income AOR =3.79, 95% CI (1.48, 9.67) P-value 0.005 and those
women who had middle income were four times more likely to have deliance than high

income AOR=4.14, 95 % CI (1.50, 11.39) P-value 0.006.

In this finding according to Religion, Women who were orthodox religion followers were
2 times more delay than Muslim followers AOR=2.52, 95 % CI (1.40, 4.56) P-value 0.002
and protestant religion followers 4 times more delay than Muslim religion followers

AOR=3.85, 95 % CI (1.60, 9.29) P-value 0.003.

As regards to psycho-cultural, women who went to traditional hillers were 9 times more
likely to delay than others (women who have intermittent symptom and unawareness for
health service access) AOR=9.10, 95 % CI (1.45, 56.86) P-value 0.018. Women who were
afraid to tell their diseases were 6 times more delay than others AOR=6.20 95 % CI (1.91,
20.12) P-value 0.002. Women who perceived disease can hill by itself were 3 times more
delay than others AOR=2.90, 95 % CI (1.04, 8.03) P-value 0.04 and embarrassment 10
times more likely delay than others AOR=10.0 with 95 % CI (1.66, 60.19) P-value 0.012 (
table 4 below).
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Table 4: Logistic regression analysis of primary delay and related factors among

cervical cancer patients attending at Tikur Anbesa Specialized Hospital Radiotherapy
Center Addis Ababa, Ethiopia 2017.

Duration of stay at

Categorical home OR(95% CI)
Variable <90 days | 290 days
124(30.2) | 286(69.8) Crude Adjusted
n (%) n (%)
Residency
Urban 85(38.1) | 138(61.9) |1 1
Rural 39(20.9) | 148(79.1) | 2.33(1.49,3.64)* 1.18(0.56, 2.45)
Occupational
Farmer 33(18.0) | 150(82.0) |1 1
Governmental 11(39.3) 17(60.7) | 0.34(0.146, 0.793)* 1.08(0.31, 3.75)
Private 20(38.5) 32(61.5) | 0.35(0.179,0.691)* 0.53(0.22, 1.31)
Unemployed 60(40.8) 87(59.2) | 0.31(0.193, 0.526)* | 0.454(0.21, 0.96)*
Income
<500 birr 80(29.2) | 194(70.8) | 3.03(1.495, 6.148)* | 3.79(1.48, 9.67)*
500-1000 birr 24(24.0) 76(76.0) | 3.95(1.776, 8.825)* | 4.14(1.50, 11.39)*
>1000 birr 20(55.6) 16(44.4) |1 1
Religion
Orthodox 78(28.4) | 197(71.6) | 2.08(1.22, 3.54)* 2.52(1.40, 4.56)*
Protestant 11(18.3) | 49(81.7) | 3.67(1.65, 8.17)* 3.85(1.60, 9.29)*
Catholic 2(100.0) 0(0.0) | 0.00(.000, .000) 0.00(.000,.000)
Muslim 33(45.2) | 40(54.8) |1 1
Distance to primary HC
<10Km 114(33.3) | 228(66.7) |1 1
>10Km 10(14.7) 58(85.3) |2.90(1.42, 5.88)* 1.90(0.84, 4.31)
Having awareness about
cervical cancer
Yes 28(42.4) 38(57.6) |1 1
No 96(27.9) | 248(72.1) | 1.90(1.11, 3.27)* 1.33(0.65, 2.71)
Having awareness screening
Yes 17(45.9) | 20(54.1) |1 1
No 107(28.7) | 266(71.3) | 2.11(1.06, 4.18)* 1.64(0.66, 4.07)
Reasons of delay
Luck of money 3(16.7) 15(83.3) | 6.66(1.47,30.21)* 7.28(1.38, 38.34)*
To accept cancer not hill 0(0,0) 4(100.0) | 2153(0.00, 0.00) 9114(0.00,0.00)
Go to traditional hillers 3(15.8) 16(84.2) | 7.11(1.57, 32.05)* 9.10(1.45, 56.86)*
Difficult of decided and fear 13(19.4) 54(80.6) | 5.53(1.92, 15,91)* 6.20(1.91, 20.12)*
To hill itself 81(34.6) | 153(65.4) | 2.51(1.01, 6.22)* 2.90(1.04, 8.03)*
Give priority for others 10(34.5) 19(65.5) | 2.53(0.79, 8.03) 2.21(0.61, 8.00)
Embarrassment 2(11.1) 16(88.9) | 10.6(1.93, 58.69)* 10.0(1.66, 60.19)*
Others** 12(57.1) 9(42.9) | 1 1

*Significantly associated (p<0.05).
** Women who have intermittent symptom and unawareness for health service access
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5.3.2 Secondary delay Association

The association between secondary delay and related factors; a wide variety of variables
were significantly associated with bivariate (chi-square test) analysis i.e. Region P-value
0.008, stage during diagnoses P-value 0.009, and reasons of delay factors at P-value 0.000

were significantly associated with secondary delay.

In multivariate analysis Amhara and Oromia region was found a risk factors for secondary
delay, those women who live Amhara region were six times more likely delay than others
(Gambella, Somalia, Afar, Benshangul, Harare) AOR =6.070, 95 % CI (1.516, 24.310) P-
value 0.011 and those women’s who live Oromia region five times more likely delay than

others AOR=5.71, 95 % CI (1.437, 22.71) P-value 0.013.

During diagnoses advanced stage were a preventable of secondary delay, women who were
coming with advanced stage 74 % less likely to have secondary delay than early stage

AOR=0.26, 95 % CI (0.095, 0.733) P-value 0.011.

Regarding with reasons for deliance long waiting time and inaccessibility were risk factors
for secondary delay, those women who had long waiting time 12 times more likely delay
than others (Hopelessness, absent for treatment schedule and poor referral system) AOR=
12.50, 95 % CI (1.25, 124.97) P- value 0.031 and women who had no access 19 times more
delay than others AOR=19.57, 95 % CI (1.22, 313.07) P-value 0.036 (Table 5)
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Table 5: Logistic regression analysis of secondary delay and related factors of among cervical

cancer patients attending at Tikur Anbesa Specialized Hospital Radiotherapy Center

Addis Ababa, Ethiopia 2017.

Duration of stay at

system
Categorical <30days | =30 days Binary and multivariate logistic
Variable 56(13.7) | 354(86.3) regression
n (%) n (%) | Crud OR(95%CI) Adjusted OR((%CI)
Region
Ambhara 13(10.1) | 116(89.9) | 8.923(2.510, 31.726)* | 6.07(1.516, 24.310)*
Oromia 14(9.9) | 127(90.1) | 9.071(2.576, 31.949)* | 5.71(1.437,22.71 )*
Addis Ababa 12(16.0) 63(84.0) | 5.250(1.447, 19.054)* | 3.56(0.876, 14.53)
SPNN 8(22.9) 27(77.1) | 3.375(0.850, 13.408) 2.30(0.510, 10.396)
Tigre 3(16.7) 15(83.3) | 5.000(0.933, 26.785) 2.41(0.391, 14.874)
Others** 6(50.0) 6(50.0) | 1 1
Communication
yes 43(14.9) | 245(85.1) | 1 1
no 13(10.7) | 109(89.3) | 1.472(0.761, 2.848) 1.10 (0.478, 2.52)
Information understanding
yes 45(15.2) | 251(84.8) | 1 1
no 11(9.6) | 103(90.4) | 1.679(0.835, 3.374) 1.27 (0.535, 3.04)
Stage during diagnoses
Early 18(9.1) | 180(90.9) | 1 1
Advanced 38(17.9) | 174(82.1) | 0.458(0.252,0.833)* | 0.26(0.095, 0.733)*
Stage during treatment
Early 15(12.3) | 107(87.7) | 1 1
Advanced 41(14.2) | 247(85.8) | 0.845(0.448, 1.591) 1.95(0.651, 5.85)
Reason of system delay
waiting time 50(14.4) | 297(85.6) | 23.76(2.602, 216.95)* | 12.50(1.25, 124.97)*
Luck of appropriate HCP 0(0.0) | 33(100.0) | 64371(0.000, 0.000) 35392(0.00, 0.00)
luck of money 0(0.0) 6(100.0) | 64618(0.000, 0.000) 18345(0.00, 0.00)
inaccessibility 2(10.5) 17(89.5) | 34.00(2.436, 474.54)* | 19.57(1.22, 313.07)*
others*** 4(80.0) 1(20.0) | 1 1

*Significantly associated (p<0.05).
** Gambella, Somalia, Afar, Benshngul, Harare
***Hopelessness of the patient, absent for treatment schedule and poor referral system.
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CHAPTER SIX
6. DISCUSSION

Prolong duration of cervical cancer diagnosis and treatment may increase the proportion of
advanced stages. Thus, delay in diagnosis and treatment of cervical cancer patients may
impact on poor prognosis and QOL(10). In this study delay was classified as primary and

secondary.

Regarding to primary delay within 410 participants 286(69.8%) were classified as having
primary delay with 120 median days of stay at home with their symptom, these median
days of delay was found higher than Study at Nepal median patient delay 40 days (28).
This discrepancy might be due to the influence of patient’s characteristics such as high
level of illiteracy, poor health awareness, poor economic condition, and their problematic

health seeking behavior, as well as dependency on traditional practices.

Among the socio-demographic characteristics of patients the mean (SD+) age of study
participant was 50 (SD =£11.5).This result is consistence with research conducted at
morocco, Iran and Nepal the mean age were 52.4 years (SD+11.48), 48.3 (SD+12.01) and
52.72 years (SD+10.63) respectively.

In this study the age range of respondents was from 18-80 years. In this result the
prevalence starting from early age groups than research done at Morocco, Iran and Nepal
which were 28 to 83 years, 27 - 79 years and 25 - 60 years respectively (8, 25 and 29). This

discrepancy might be due to early marriage in our context.

Here in this study the participants’ marital, education and income status were 69.5%
married, 50% illiterate and 66.3% <500 birr respectively. This finding is parallel with
study conducted at Morocco, 63.3% marred ,53.6% illiterate and 81% were poor
respectively, study at Malawi 60% of them were married and study at Nepal 66.4% was
illiterate(8,27,29).

Concerning to distances 83.2% participants were living estimated to be within 10 Km of
radius accessible to any health institutions. But study done at Morocco revealed that
78.6% participants their residence areas were close to health institutions (8). This finding
higher than morocco the differences might be due to expansion of primary health care in

the country.
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Regarding to awareness 83.4% of women had lack of information about cervical cancer.
Study conducted at Morocco were 60.3%, this differences might be due to lack of health

information dissemination in this study context (8).

In this study low socioeconomic status was found as a risk factor for patient delay
AOR=4.14, 95 % CI (1.50, 11.39). Similarly study at China, Uganda and morocco showed
that low socioeconomic status were found as a risk factor for patient delay (AOR=2.3;
95% CI: 1.1-5.0), (AOR=5.5, 95% CI 1.58 to 20.64) and (AOR = 3.927, CI: 2.280-6.765)
respectively (42, 43, 8).

The finding showed that unemployed was the predictor for delay AOR=0.454, 95% CI
(0.214, 0.965) p<0.05. Similarly in Morocco Occupation was considered as a predictor
factor (AOR = 0.439, 95 % CI: 0.264-0.730, = 0.002) (8). It might be due to because of

unemployed women had more time to go to health facility and get a service.

Regarding to psycho-cultural perspective, participants visiting a traditional healer were a
risk factors AOR=9.10, 95 % CI (1.45, 56.86) P-value 0.018. Similar study revealed at
Uganda traditional healer were a risk factors (OR 2.69, p=0.020, 95% CI: 1.17-6.17) (43)

The prevalence of secondary delay was 86.3% with 270 median days in this study. In
contrast the prevalence of secondary delays at UK and Nepal were 38% and 77%
respectively (11 and 29). The longer secondary delay in this study might be due to ignoring
the mild gynecological symptoms and shortage of diagnostic and treatment centers in the

country.

In this study among participant’s stages during diagnosis of cancer 51.7% was far
advanced stage (III to 1V). This result is similar with a research done at Morocco, China
and Kenya were 55.4%, 66.7% and 55.8% respectively (8, 34 and 43). This indicated the
advanced stage at presentation might be due to detected at later stages or lack early

screening.

Similarly on initiation of treatment 70.2% was far advanced stage (III to IV). This finding
is also parallel with Uganda which was 71.8%. In contrast study at Malaysia revealed that
the program achieved down staging in cervical cancer in stage III and IV from 60% to
26%. This discrepancy might be due to lack of consisted screening service, training

program for health staff, lack of treatment centers and public awareness.
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In this study a risk factors for secondary delay were, Long waiting time AOR= 12.50, 95 %
CI (1.25, 124.97), Inaccessibility AOR=19.57, 95 % CI (1.22, 313.07). This indicated the
longer waiting time and inaccessibility might be due to shortage of trained health workers

and shortage of diagnostic and treatment centers.

Regarding to participants stage, advanced stage in diagnoses was the predictor for
secondary delay AOR=0.26, 95 % CI (0.095, 0.733). This indicated that the advanced stage
was treated on time than early stage it might be due to disease severity and shortage

treatment center.

6.1 Strength and limitation of study

6.1.1. Strength of study
The data was collected from both the primary by interviewing and secondary from medical

card is the strength of this study.

6.1.2. Limitation of study
Since it is a cross-sectional study design it may not identify cause and effect relationships.

There might be recall bias among respondents.
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6.2 Conclusion and Recommendation

6.2.1 Conclusion

Cervical cancer is a major medical challenge in Ethiopia which is difficult to transforms
the traditional incurable stage activities to curable. And it is burden of resource wasting
process for far advanced stage of disease. Hence the inadequate educational
communication of cervical cancer to the population, low awareness of cervical cancer
etiology, socio-cultural, poor health seeking behavior and shortage of income were related

to primary delay.

Low capacity of health care providers for early detection of cervical cancer, untimely
referral mechanism for diagnosis and treatment, long waiting time and inaccessibility of

service were factors for secondary delay.

6.2.2 Recommendation

Educating women about cervical cancer causes, symptoms and screening in ordered to
raising awareness, to prevent the primary patient related delay and strengthening systems,
health providers concerned to health promotion, gynecological symptoms and early

detection to provide appropriate treatment is crucial to reduce secondary delay.

Availing vaccine and advancing diagnostic procedures, nearly access chemo-radiation
treatment on each region and use friendly referral system shall be improved in order to

prevent and decrease delay of cervical cancer on diagnoses and treatment.

Hence, there is a need for a multi-sectored approach in addressing cervical cancer
conditions in Ethiopia, that need the involvement of Ministry of Health (Policy makers),
training institutions, hospitals, communities, families and individuals to prevent delay in

order to patient live saving.

Evidence based nursing practice is necessary for effective patients care; so this study for
oncology nurses are used to indicate the gaps related to the deliance factors for cervical
cancer on diagnoses and treatment, to easy addresses gaps concerned with both patient and
system related problems and to making solution in order to prevent the primary and

secondary delay.
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ANNEX

Annex I. English Version Information Sheet:

Principal Investigator: Mesfin Anley
Addis Ababa University

College of Allied health sciences
Department of nursing and midwifery

Dear participant! Here, I the undersigned, at Addis Ababa University College of Health
Sciences, School of Allied Health Science, Department of oncology Nursing Graduate
Study Program, currently I will be undertaking research on a topic entitled as assessment of
factors that contribute to delay in seeking cervical cancer diagnosis and treatment among
women in radiotherapy center. For this study, you will be selected as a participant and
before getting your consent, you need to know all necessary information related to the

study which will be detailed as follows.
Introduction

Privacy is the state of being free from intrusion, and in the context of health care it
concerns the responsibility of a care provider to protect a clients from any disclosure (i.e.,
discovery by others), even unintentional, of personal health data, by providing security to
the patient and the patient’s records. Confidentiality, in contrast, is the limiting of
information to only those for whom it is appropriate. Therefore this information sheet

briefly provides the necessary guide to be considered during the study.

Objective To assess factors causing patients and system (health provider and facility)
delay to initial diagnosis and subsequent treatment of cervical cancer patients presenting to
the TASH-RTC.

Participants to be included: all cervical cancer patients sampled by convenient sampling

was included in the study

40



Risks and discomfort: There is no risk in participating in this study. However there might
be some discomfort in answering questions which will take a few minute (about 30

minutes).

Benefits:-There is no immediate benefit in participating in this study. However your
participation will contribute in improving the health delivery system service provided to

young male person in the future.
Incentive:-There is no financial or material incentive in participating in this study.

Confidentiality: The information that we will collect from this research project will be
kept confidential. Information about you that will be collected from the study will be stored
in a file, which will not have your name on it, but a code number assigned to it. Which
number belongs to which name will be kept under lock and key, and it will not be revealed

to anyone except the principal investigator.
Participant Rights

Your participation is entirely voluntary and up to you to decide. There is no penalty if you
do not agree to participate. Also you have the right not to answer any questions you do not
want to. You may also withdraw from the study at any time. If in the middle you decide to

stop filling questions and no longer participate, you can stop without worry.
Persons to contact:

If you have any question, you can ask at any time. If you have additional questions about
the study, you can contact the: Principal investigator: Mesfin Anley cell phone-
0911302854, E-mail mesfinanley@gmail.com

Thank you for your cooperation.

If you are voluntary to participate in the study we kindly request you to provide your

response for the questionnaire in the next page.
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Annex 2. Consent form (English Version)

In undersigning this document, I am giving my consent to participate in the study entitled
as assessment of factors that contribute to delay in seeking cervical cancer diagnosis and
treatment among women in radiotherapy center Addis Ababa Ethiopia. I have been
informed that the purpose of this study. I have understood that participation in this study is
entirely voluntarily. I have been told that my answers to the questions will not be given to
anyone else and no reports of this study ever identify me in any way. | have also been
informed that my participation or non-participation or my refusal to answer questions will
have no effect on me. [ understood that participation in this study does not involve risks. I
understood that Mesfin Anley is the contact person if I have questions about the study or

about my rights as a study participant.

Respondent’s signature

Interviewer Name Signature Date
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Annex 3 English version structured questionnaires

Instruction: The questionnaire contains closed ended questions so circle the letter of
your choice (you can answer more than one choice).

Identification code number

Name of data collector signature
Date of data collection Time started Time finished
Supervisor’s name signature

Hospital registration n .

Sectionl. Socio Demographic information of respondents

Ans

wer
Questions Probable Answers q
co

Question
Codes

€s

101 Ageinyear | ceeeeeiei

02 What is your common place of | Urban

N =

residence? Rural

Amhara
Oromiya
Snnp

Tigray
Somalia

103 What is your region? Afar
Gambela
Addis Ababa

O© 0 939 O »n B~ W N =

Dredawa

—
(e

Harari

[a—y
[a—y

Benshangul

Orthodox

p—

Protestants
What is your religion? .
104 catholic

Muslim

[V, B SN VS B S

Others (specify)
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Married 1
Un married 2
105 What is your marital status? Divorced 3
Widow 4
One 1
106 How many you give birth? More than one 2
Non 3
literate 1
. . Informal education 2
What is the highest level of . .
Primary education 3
107 | school you completed? )
Secondary school education 4
Collage 5
) _ Farmer 1
What is/ was your occupation, _
‘ ‘ Public employee 2
that is, what Kind of work do ‘
108 _ Private employee 3
you mainly do?
Unemployed 4
< 500 birr (low income) 1
o What is the monthly income in | 500-1000 birr (middle income) 2
per family members Birr? > 1000 (high income) 3
<10 1
What is distance from basic health/
111 >10 2
centre and or post in Km?
<100 1
What is distance from TASH-RTC
112 >100 )

in Km
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Section 2. level of awareness and communication

Have you previously heard of Yes 1
201 | cervical cancer? No 2
Yes 1
Do you know about pre- cervical
202 No 2
cancer screening?
Was there any familial history of | Yes 1
203 | cancer? No 2
Do you know the commonest Yes 1
204
cause of cervical cancer? No 2
Did the health professionals Yes 1
205
good listeners? No 2
Did you the health practitioner Yes 1
206
explain the disease? No 2
I do not know 1
<IIA or Post op 2
IIB 3
What is your disease stage 1A 4
111B 5
IVA 6
IVB 7
Section 3. Determinants for primary delay
. . 1
Post coital bleeding 5
‘ Foul smelling vaginal discharge
What was your onset of primary ' ' 3
301 _ Lower abdominal and back pain
main symptoms? ) 4
Loss of weight 5

Vaginal bleeding( abnormal)
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302

After feeling that something is
wrong, to whom you shared the

problem?

Husband

Friends

family members
Health professional

Religious father

[V, B SN VS B S

303

If so what was his informative

education status?

literate

Informal education
Primary education
High school education

Collage

LN AW N ==

304

How many days you stay at

home with thi/es symptom/s?

<90 days
>90 days

305

I£ >90 days
What are the reasons for this

delay?

e Lack of cash money

e Thinking that cancer will not be cured

e Sought traditional faith healer and
alternative practices

e Difficulty to make decision/fear

e [ thought it will relief by itself

e Competing life priorities

e Embarrassment about having a cervical
cancer

e Others (specify)............

N ON v bW

Section 4: Determinants for secondary delay

401

Days from first visit health center to diagnoses

Days

402

Days from confirmed diagnosis to treatment

Days
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<IIA or Post op
FIGO Stag during diagnoses IIB } 1
e Early stage A
1B
403 IVA
e Late stage IVB 2
Surgery 1
Chemotherapy
Radiotherapy 2
Chemo radiation
404 3
Treatment planned Palliative care
4
5
405 Days
Days of first visit to treatment at TASH-RTC
<IIA or Post op
11B }
FIGO Stag on initiation of 1A 1
Treatment I1IB
406 e FEarly stage IVA
e Late stage IVB
2
) <30 days 1
407 How many days you stay/wait at HF/s to get >30 days
appraisal, diagnosis and treatment for your? 2
e Waiting time 1
e In appropriate health
o . 2
practitioner in the
diagnostic and treatment 3
408 | What are the reasons related to delay your diagnosis | ® Lack of cash money
and treatment? e inaccessibility 4
e Others(specify)------------- 5
e Governmental 1
e Privet 2
e Both
409 What are your treatment pathway? 3
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Annex 4. Subject information sheet (Amharic Version)

PATICE oo b PavlBG PO T PO

Panl® AN AY° ea0 T O9° - TmPfem-
ap P PRC L RPC

PEC RN PO A 6hlC VAI°G avst), NGA APEPT P7077 5.6 070C
Yoo-997 SNy o ALHIE oL VAYCGT LALSNTT AG Ve CATT017
I°NG P17 AG TNV 6T PAT @7 oo VP T ATV PG T CFHIE A oo . PP
PeE::

V. PGk aonldB:- MGTLAPAYIATLITALSG 2R TLITPAATLI° Thav().?
ATLANLAL L NovldE ANAN.@-::07 LOAA::

4. NASO AND L20CA T VAT TmS ALT70 hAE: CUONTF 4.4 1716
o 1976 o067 W70 L APTN0E- MA@, TGP OV H-46.P NaowldE ANAN 1T
A7 Méba- 00T AN CH1T0T U007 2.6 N70C° Yoo-977 J-099 2% A L1H1%
wL VAT LALSOT7 AT VAT LATTO7 9°nG 417 AT ANT1ET-
CLAT @7 010 APT A1PG T CHNIPE PAcom PP aolB aaodN0N Ta@.:: LV
P eE CTNIE®m AI°CI°C Ne- A7 NA%N0 AN CLaCAT NP5 1T 9°CI°C hlt:
AN A7L ANLALYE L4 NANT ACTNT LLLANIA::NNY PG
NooA-¢:2 0o eV P15 PP P9 CAn LU79° QY 751 P2L17 .
o.M PP “WNLANT7 C2%mPI® A7 AACOL £° ACh T RT7L7L.0P 2T
104 ALCIAU:: ALY PaoomPP Olooldm-T P51 077207801 o1
Noo 1’712 10 : NPG: PoL1T @, ovl8 hAL DT-amPAm, 2477 . AAA 1-20C
P LA V7 avlBw, Nov-A. 1700 TC PoL.mP aoP't77 PA AP0V A0 Lé1:9°
A“LEANFT MG RINIDINT NACOALI U1 (GNP AL 9°779° 2L T TART
ATLAAD ANAOALPT ADSAY-::

Annex 5. Consent sheet (Amharic Version)

PLPLY YT TV PR

PI°CI°C PGl NGA PP aolBEPTG  YLAT AANEClTaATA:: Azd®
AT oo 1L ALLEFAV:: I°CI°4 9°779° 1P L1700 TPT)pI°
PAAD AT ALD CO1eANTA ooP't7 RT7%09° PTIRCN0: HAT6 WG onldB
N°2.0m.C 920N oo¥'r7 FLLFAU:: AANY (HY PI°CI°C 751 AL
Aov-1-G L. LY ao Py 04.C7% HhLIMNAY-:
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Annex 6 Amharic version structured questionnaires

av)p\ s, :- PN ATT P eRPT

a(\ ¢ hPC

a3 Ao A9° &G
anlBm- CTANNNNT +7 Lol (9T
et AL éLom O9° &7

PO A ool RPC(PVonIC T o)

goCen, QAT 077000 LovAh

T7PAL0

NAND BPC.............cceiin..

nEA AL 27 VNS 0P

G PP0tT a9

oo

afn
£

PLEPT

oo
AN
ng:

101

ALY Mhao O LLP 1+ NrT 10?7

102

NLL 1 297.9 %01 017 o L0 1nC
107

N =

103

940 AN P 1o?

h"1¢é-
nEe
Ll
1062
774,
h4C
J7°0LA
H2.0 AN
£L6hP
hid.l
079°7FA

- O

104

1619 +P 9L 10?

ACT-&00
TEEOWI T
aQtahn
ANAPG

105

eoNF V23?

£

LA

P14k

09°+ ¢4 e

106

N7t AR OALPA?

h7L8 Pons-
0 oA S
o190 CALPNS-

107

[\ b A
a4 T9PUCT

N=WON=RON=2TIOTRARON=L=2 200N PRRON=
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CI°VCT RLBP? PanPanl @ LL8 3
VTS 848 4

ne-1s T9vcT 5

108 IMNCE 1
a0 Wl 2

eI Ire ho? PUN wlol§ 3
AT 4

109 HP-1-5( h 500 NCNIF) |1
PoC 10, AQAAA FIGAe LCCALT | aovhhAS (500-1000 C) 2
g7 PUA 10/ LVPGTA? ne-%( h1000 -CNARL) 3

110 | NooFeP TP @ avPanl P <10 1
PUNY°G aonsn, M. ° CP-k 97 >10 2
PUA O 221C N29° T LUSTA?

111 | h*1.9°4-0F Anh P&C A70A <100 1
v CPd: 9°7 PUA (199°1 >100 2
LUTA? Nhae?21-C?

h&A v-a-T:00 07 =& WIAC TMLST G QAoo-f IC PATm7

av )t

201 NA “V07 “a.e W70C O9°tTo- AP 1

fo-FPn? Page 2

202 NA “V07 B¢ PLav-NINC AP 1

goCavi Par-PA? Page 2

203 00400 P270C voog® oot AP 1

La-PN? Page 2

204 U007 WINC h9Cch/ooHH AP 1

N7 ParFPA? Page 2

205 AVN9°s aoopto- N30 oP T | AP 1

Pm.G OAov- P2 ATIICP P4 Page 2
AL CFm?

206 Na “1147 7acC N2 0nS AP 1

QAoo- PP F49CP N2 Page 2

207 AN I 1

< & haTEN7 NhA 2

Q. 3

PONI 2T LLE AT 10? N & 4

1 a. 5

IV & 6

vV Q. 7

NEA 0O TH:APavl e ali?+ 004 1MICT

301 | A J-m-/vavov. O\ LI°CT avPavl @ N7 DA oo Yt 1
erhato- 9PANT 9OTET ho-? N PAm- P7007 4.010 2

ho10 1379 22Ca 3
Yany® 4
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nNet aodin 5
n"w0e7 LY° avqgO\N
302 | e AnE hthat: 144 F2C 27 ANAN T2 1
A7 ANEAPA? AT P 2
ANLAANANA 3
AM.G0Aoo- 0 4
AA. ... 5
303 | P74 A CT-9°VCT LLEB? PATY4. 1
a1 T9PVCHT 2
PanPanl @ L.L8 3
N5 v-as .48 4
nA B 5
304 | AawPavé @ AL IPANT WeTo- <9077 1
VN9°s aoisr), QLG 97 PUA >00¢77 2
PG+ ALTP 00T PR +7
305 o P17HAN "IN 1
PHENT PGo- 9°N7 0T 9oL o IAC PLL7F Yaoye | 2
-? Yo-0"70 T
o PAUA VRIS avi$: 3
o avl il 4
o Néx LAOFA N7 |5
o ANNT PLoype 6
(ennm-t
o Uawy®7 AowGIC “UC | T
o AN hA- QcprC 8
1V AT
heA Alt: av-ats ood2?+ 047 MCT
401 | ewBonC P mS +E29° YLo- N0 Jwo-
anhté it L 40 Ot P | PGl
oNLNPT ?
402 | Mo rEL21m0 T A va9eS
anhfoos I+ &40 07t PS5t E L L ———
LUGTA?
403 | &1 oL vaes 129° (.oom-
P10 Tm- PYovoo. 2487 <N A OATEAT (1254
Q. 1
o MNPITG L4LE
o NGTF L4LB [ &
Q. 2
IV &
vV Q.
404 | PTo0TAT - PUNY°S WL T ATLN7 1
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(X Rl AV 2
Peh.LC VNI°S 3
nA°Les odC Va9es | 4
P01 A7hNq0, 5

405 | aoPanC P L oL PERC R4
PolC VIS nGA hoom(l Aah | $GA----—--m--
vn9°s CLovdN 1 L £4L0 O
+G1T LUPTA?

406
141 VoS ALooCATwo- PYavav.

LLE <l A DATEN? n?r\}
o NPTE LLE I aq. 1
o NGT'F R4% N &
I q. 2
IV &
IV Q.

407 | & hhg°s LT 048 (kA <3051 1
hNI°G ANNCLeTT 40 9°7 PV | >30P5 T 2
LH/PGT B2 . +7

408 | Ihn9°S AL 00T f0° hN9°T
AL I PHRNT I°NT 0T I°1L7?

e VNS ATINT I
044/ 1é oom(ld

e Al QAov-¢
PCATIVT T

e Luck of mony

o PUNY°G av()6m),
NPCAN AdooC

409 | hawBaovsf mG A1-R9° PI°C Aah Moo’ p-f 1
PRC A704 nAC VRIS DG £CO | (197A 2
vhooG Po0S-T nv-a-t:9° 3
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