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FACTORS INFLUENCING EARLY DIAGNOSIS OF CERVICAL

CANCER

ABSTRACT

Background: Cervical cancer is the second most commonly diagnosed cander in t

world after breast cancer. It is the most common genitalecancKenya and causes
most deaths of gynecological cancers. Most of patients at Kidbkept with late stage
clinical disease. HPV is a causative agent with many oisiefactors. Early diagnosis is
possible using various methods, because cervix is an easily atzesgjan. In
developed countries, population based screening has reduced morbidity aaddyncior
to cervical cancer and increased the rate of early diagnostssdN for third world

countries. Despite late presentation, some women present early with @ieeriesaions.

Objective: To determine the factors that influence early diagnosis of cervicalrcance

Design A cross-sectional, comparative study.

Setting: Kenyatta National Hospital, Colposcopy clinic for early diagnosis sutjecds

Radiotherapy clinic for subjects with advanced cervical cancer.

Method: Two groups of women were sampled. The first group was those women
presenting with dysplastic lesions, while the second group was whthséate advanced
cervical cancer.

Data managementRaw data was entered in a computer. Univariate and multivariate
Statistical analysis using appropridésts and logistic regression analysis was done, to

test the significance of dependent and independent characteristics.
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Results: Early diagnosis was associated with higher social economtigssthan late

diagnosis as in 61.9% and 26.3% respectively, were either in busineserer w
professionals (p=0.02). Those with early diagnosis were more ltkehave a higher
education than those with late diagnosis (55.3% and 32.9% respec#«8lp01).
Visiting a gynecologist in the previous 5 years was commonlgcagsd with early
diagnosis (39.5%) compared to 11.8% of those who had late diagnosis (p<Olafxg. T
with early diagnosis were also more likely to have visitegireegologist more frequently
compared to the ones with late diagnosis (76.7% and 11.1% respecghw8lp04).
There was a higher level of awareness on cervical cancer athosg with early
diagnosis (36.8%) than the ones with late diagnosis (7.9%), p<0.001. Fommoaren,
despite being aware of cervical cancer, fear of screening outcome wasd egaatenajor
reason for not screening for cervical cancer (42.9% and 39% with earlytanuitbignosis
respectively, p=0.9). Women of higher social economic status weeelikely to source
their reproductive health services from private health faciliB8%606) compared to 7.7%
of those with late diagnosis (p<0.001).There was high perception obfacbmmunity
social support by both groups of women with either early or late ds&f6@.1% and
89.5% respectively, p=0.002.

Conclusion: It is concluded that higher education, exposure to knowledge, higher social
economic status, previous visit to a gynecologist, and good communigy Sggport are
associated with early diagnosis of cervical cancer.

Recommendations:It is recommended that economic empowerment to women, basic
education on cervical cancer, as well as improvement of publithhesie systems will

improve on early diagnosis of cervical cancer.
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1.0. INTRODUCTION

Cancer of cervix has for long been recognized as a common diseds®42 Italian
investigators found that cancer of cervix was commoner among mamen but not
amongst nunS. It is the second most frequently diagnosed malignancy in women
worldwide after cancer of bredstn the year 2000, over 470 000 new cases and 233,000
deaths worldwide were estimatedh Kenya as in other most developing countries,
cervical cancer is the most common female cancer and is often diagnosedtages:

In 1978, 60% of patients at Kenyatta National Hospital (KNHhwervical cancer were
aged 40-49years, 8.5% <29 years, 31.5%>50 YVehiswever, the true population

incidence or prevalence in Kenya of cervical neoplasm is not kilown.

Most of the pre-invasive lesions are diagnosed in younger women. Bakthin a
population based observation cohort study, found annual incidence of 8.1/1000 for
Cervical intraepithelial neoplasia (C.I.N) 1l and 11l amongst 25/28rs age group, which

was the highest in a population of 150,052, with an CIN overall incidence of 2.7/1000.

Accessibility of the uterine cervix makes it possible for prawenof cervical cancer
through Screening. Yet, this has had little impact in reducingnttidence of late stage
cancer in the developing countries. On the other hand, well organipethpon based
screening programmes, through government initiatives, have led totioedo€ both
incidence and mortality due to cancer of cervix in developed counffies.screening
programmes in the third world countries have largely not been sfigkcesreducing the
incidences and mortality partly because little resources aeatdd in terms of personnel

and finances, and there is generally a low political Wwill.
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The World Health Organization (WHO) has recommended once in anliéscreening

of all women between 35 and 40 years of age in a low resourgesgetihich at long

run is cost effectivé.For patients presenting in an advanced cervical cancer state, a
opportunity for early diagnosis has already been lost. The ®ftédhis is increasing
disease burden, high cancer related morbidity and mortality whkickready being
experienced with over 80% of world cases of late stage cergaiater incidences
occurring in developing countri@dn addition, the quality of life (QOL) of late stage
cervical cancer survivors is poor compared with the general popylavith the

definitive treatment option reduced to radiotherapy afone.

Previous studies conducted in the department of Obs/Gynae, Univdrblgirobi, and
elsewhere in Africa, concerning early and late cervical eadetection have however,
not addressed on the gap analysis between patients admitted favatwsdreatment
during early diagnosis and those for palliative thefapy.lt is this hiatus in knowledge

that this study seeks to understand.
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2.0. LITERATURE REVIEW

The uterine cervix is readily accessible, thus makes it re&si@erform screening

procedures like Pap smear. Yet, only a few women present for screening dfobally

A number of important epidemiological risk factors have been idedtds contributing
to the development of carcinoma intraepithelial neoplasia (CIN) avakive cervical
cancer.Many studies have indicated a causal relation between genitahipapdloma
virus (HPV) infections and cervical cancer in almost 100% oteVical cancers. The
progression of HPV infection to invasive cervical cancer takes kimg (> 25
years).Technically; this slow pace of progression provides a wirndawpportunity for

early diagnosist® > 1

In a population based case control study, Slattery, ébwaid that personal cigarette
smoking increase the risk of cervical canceFhe mechanism is not clear but chemical
substances like tar may either enhance HPV infectivity odaeet cause$ Advising
women to cease smoking may reduce this risk and be one modatigrvadal cancer

prevention. In addition, offering early screening to smokers may detéctesaons.

In HIV infected individuals, HPV infection is more common and the pssgfeom CIN

to advanced cervical cancer is faster. They therefore needfraqueent screening than
the general populatioff: *°Early sexual debut, multiple sexual partners, and sexually
transmitted infections like HPV type 2 have also been assdaiatle cervical cancer. As

a result of this, STI'S control can be offered as a modalitycedvical cancer

prevention-2% %
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Early lesions are detected when actively sought for. Bethgstens (2001) classifies
cytologic abnormalities of premalignant lesions into various ssoee classes, which
take long durations to progress. In fact, most of them regress. [Biseses can be easily
prevented or their progression halted via simple techniques lilkeatexp pap smears,

LEEP, or ablation techniques like Cryotherapy when indicktéd.

Cytological screening often in form of Pap smear is the galudsird for cervical cancer
screening with colposcopy done if indicat8dThough procedures like LEEP are
expensive, other less expensive procedures like cone biopsies canrbd offresource

poor settings. The overall cost and morbidity lowers compare@atnent of advanced

cervical cancet®

Visual inspection with acetic acid (VIAA) and Visual inspectiarth lugols iodine
(VILI) are other screening modalities. They are cheap and gmogcfeening especially
in resource poor setting®.>HPV testing is an alternative but more expensive hence less

frequently used in developing countrfés.

On the other hand, advanced cervical cancer present with late synmgotdnafinitive
diagnosis is made after EUA and biopsy, after which the managésnmainly reduced

to radiotherapy with poor prognosis and QBt°

Previous studies both in developed and developing countries have desaitmd
factors that determine whether screening for cervicatarais done or not. For instance,

low formal education, poor exposure to knowledge on cervical cancer akdofa
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information on cervical cancer screening have been associatedlomittscreening
uptake2.7'28'29'3°
Women of low social economic status tend to present late with astvaecvical cancer

compared to those of high social economic status. This may expkidigparity in

cervical cancer screening between developed and developing“kdrid.

Regular cervical cancer screening and visits to a gynecblugie also been associated
with early diagnosis of cervical canc8rHowever, lack of political good will in
developing countries have led to poor public health financing hence pooss d@oces
reproductive health services and low cervical cancer screeeiwgls] compared to

developed countrie®?’

Cultural barriers- myths and beliefs have led to fear oéesing not only in the
developing but also in developed count®¥:*This has resulted to poor community

social support hence late cervical cancer diagridsis.

This, therefore, necessitates the need to determine tloesf#itat influence some women
to seek for early diagnosis of cervical cancer, while othergiptréste in a resource poor

set up like KNH.
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3.0. RATIONALE

Advanced cervical Cancer is a great burden at KNH. Since & igagarity of these
patients are referrals from all over Kenya, this is tlweegfa direct reflection of the
magnitude of the disease burden in the country. The advent of HIV arfsl #dB led to
an increase of disease burden as more and more of infected waengiagarosed with
the clinical disease at earlier ages than before, duester farogression in the infected
women. In addition to high morbidity and poor quality of life for thesisars, it is the

leading cause of cancer related deaths in Kenya.

The accessibility of the uterine cervix makes it easieotdrol cervical cancer by use of
screening methods that enable early preclinical diagnosis. Thistopipphas not been
adequately exploited in the third world countries, yet, it has proffedtige in the
developed world, leading to a reduction of morbidity and mortality dueetvical

cancer.

This raises the question as to why, despite availability eesing centers, women fail to
seek for cervical cancer screening services. There ie@ tieerefore, to determine the
factors that could influence some women to seek for early diagwbdes others await
clinical disease- which is often too late. Consequently, this wouldbleena
recommendations of measures that would enhance early diagnosigicdlcesancer, and
early treatment. This would in turn reduce cervical cancer egklahorbidity and
mortality, and the associated titanic costs of palliativatitnent, through averting

development of invasive cervical cancer.
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4.0. Research Question

What factors influence some women to seek for early diagnoseratal Cancer, while

others do not?

4.1. Hypothesis

4.1.1. Null hypothesis

There is no difference in characteristics of women who seeledrly diagnosis of
preclinical cervical cancer when compared to women who presdénaditinced cervical

cancer.

4.1.2. Alternative hypothesis
There is a difference in characteristics of women who seekedoly diagnosis of

preclinical cervical cancer when compared to women who presénaditinced cervical

cancer.

4.2.0. Conceptual frame work

4.2.1. Narrative

Health seeking behavior is the main issue in prevention of advanecasive cancer.
Access to services is enhanced through utilization of other hemitact opportunities-
what would be otherwise missed opportunities. Knowledge, personal chatmste
policies in relation to health, community factors, personal inigatind access to services
may be some of these reasons that influence whether or not sgremmeervical cancer

is done.
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The outcome of early diagnosis is early intervention with enhanged/al and better
QOL. The outcome of failure to seek early diagnosis of cerviaater is palliative
treatment with resultant poor QOL and early demise. Idertiiceof these factors is
expected to pave ways of reducing the burden of palliative care erhamd while

increasing early diagnosis, longevity of life and good QOL on the other.

4.2.2. Diagrammati

N Health -
Avallablh_ty of | | Access Policy Personal. _ seeking ]E:ommunlty
information factors factors characteristics behavior actors

\ / / Personal

Early diagnosisiy | initiatives

Yes
) Interventional measurer/
No / \
Reduced number fof Increased number
Palliative car | For curative care
Curative

Poor QOL and » Enhanced e Enhanced
Early demis QOL survival
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5.0. OBJECTIVES

5.1. Main Objective

To determine the factors that influence early diagnosis of cervicalrcance

5.2. Specific Objectives

(1) To determine the influence of social demographic characteristic cervical

cancer screening.

(2) To determine the influence of exposure to knowledge and the healtmgeeki

behavior on cervical cancer screening.

(3) To determine the influence of health service delivery systemspansbnal

initiatives on cervical cancer screening.

(4) To determine the influence of community social support on earljce¢ cancer

diagnosis.
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6.0. METHODOLOGY

6.1. Study Design

This was a cross-sectional, comparative study. It sought to companen who have
abnormal pap smears with those coming for radiotherapy with advaaoadal cancer.
It was designed to elucidate factors that influence theiittheseking behavior. In
identifying the factors that influence the former to take messtinat enable early
diagnosis, the study design provided possibilities of coming up witmm@endations on

objective interventional measures in the immediate period and long term.

6.2. Study Site

The study was conducted at Kenyatta National Hospital. Thes Mational referral
Hospital, located in Nairobi city. It offers both preventative antdative services for a
variety of illnesses, to patients from all over Kenya. It &ased capacity of 2000.The
Colposcopy clinic caters for patients with cervical dyspla#ias conducted every
Thursday and Friday. An average of 15 to 30 patients is attendedyonsmek, of which
4 to 6 undergo colposcopy or LEEP/LETZ. This is done for those withICIII/CIS
and HIV positives with low grade lesions (LSIL/CIN I). Thosehnt#sions not amenable
to LEEP are sent for surgical management which ranges fxtended hysterectomy for
CIN IlI/CIS and stage 1A, to Warthem’s hysterectomy faigst 1B to 2A.This is done
after admission to elective gynecology ward. If the cytolaggarmal, they are advised
to repeat pap smears after an appropriate duration, usually Whed may be shorter
for HIV positive individuals. The catchments area is KNH andrraffe from all over

Kenya.
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Pap smears are also done at the casualty and GOPC. Thus, itq@pypoknic) offers a

suitable site with a representative population for recruiting a study sample.

By virtue of its status, the Radiotherapy clinic caters ééerrals all over Kenya of those
with cancer, including advanced cervical cancer for palliativeotiagiapy. New cancer
patients are attended to every Monday and Tuesdays, while follasvarpWednesdays
and Thursdays. Between 10 and 15 new cervical cancer patientsemcedtto every
Monday and Tuesday, with Radio-marking and assimilation done anysdagcassary.
A huge number of patients are attended to every day of the weisk. rAfliotherapy,
they are then referred to the hospice for palliative care. Thdmtimarapy clinic by
virtue of receiving patients from all over the country offers bigtasite to recruit a

representative comparative sample.

6.3 Study population

The study population consisted of women with abnormal pap smears whoeéad b
recommended for colposcopy, or had undergone colposcopy irrespectiveocotdbme

of colposcopy results. The other group was women with advanced ¢teramzaer who
had been recommended for radiotherapy or already undergoing radiotheraplyoitke c
of these two categories of women as the study populationhagthe intention had been
defined- which was the intervention that influenced the outcome oWthedtegories of
these patients. The gap analysis on factors that influence tfesedife between these
two groups in both extreme ends will aid in coming up with importatsores that can

be used in intervention strategies.
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6.4. Study sample size

The Fisher’s formula below was used to calculate the desired sample size;
22 P@1-P

_EeP-P)

=t
Where;n = required sample size,P = prevalence of cervicalancer. In this study, we
used estimate of 50%D = Degree of precision or a tolerance error margin or width of
the confidence interval ( a measure of precision of the estimlaich ranges from 1% -
20%). Z = Standard normal deviation at 95% C.I. For a 95%C# 1.96.Using this
information in the sample size formulae above, we estimated hieatpitowing sample
size was necessary to achieve the required sufficient predmiothe assessment of

factors influencing early diagnosis of cervical cancer.

UsingD =0.08% N = (1.96Y (0.05) (0.05)
(0°08) =150

We used a sample of 152 to cater for any non-responses ance@sampower. However,
there were no non-responders. Therefore, 76 women were from colpatioopgnd the

next 76 from radiotherapy Clinic, in a ratio of 1:1.

6.5. Study instruments

The study instrument was a structured questionnaire which focused on the following
areas:

6.5.1 Social demographic characteristics

This included the age, marital status, parity, Residence, domupaducation level, and
religion.

6.5.2 Level of knowledge exposure and health seeking behavior

This focused on the number of visits to a gynecologist in the previous 5 years, if at all.
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Awareness on cervical cancer causes, how it can be preventedyvhand such
information was sourced from. If ever had a pap smear and if so how many tartesj st
from what age. How long ago was the last pap smear done, Any kiyavien
availability of cervical cancer vaccine and if knowledgeable, aliee information was

gotten from.

6.5.3 Health service delivery systems and personal initiative
This focused on problems faced when sourcing for screening améeaservices,
source of advice for screening/treatment services, where repratealth services are

sourced from, and reasons why women don’t seek for screening services.

6.5.4. Community social support
This enquired on who supplies finances for screening/ treatmenteserwbether one
felt adequately socially supported by the community and the oveedithdg on what to be

done to improve screening services provision.

The same questionnaire was used for both populations.

6.6.0. Data collection

Recruitment was done by the Principal investigator and an assist clinical officer

trained on patient recruitment, and administration of the questionAdlirguestions in

the questionnaire were jointly studied by the interviewers anek rplay done, thus
coming up with a uniform way of framing questions and extracting rnmd@on from

respondents for standardization purposes.
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For both study and comparative groups, double entry was prevented duylydir
qguestioning the patient, serializing the data entry forms, using nan@i§diC, 002C,
003C.....etc for early diagnosis sample. 001R, 002R, 003R........ etc for late diagnosis
sample. After data collection, files and other supporting documesris labeled at the

far upper right hand corner with C for early diagnosis sample afat Rite diagnosis
sample using a pen. To ensure further quality control, questionnaines filed
immediately by the same interviewer, giving the respondent adetjnatéo understand
guestions and offer clarifications where necessary. Later, tmeigal investigator
perused the questionnaires to ensure maximum accuracy. Pre-tessirtipne using 10
respondents from each clinic, and corrections and minor changes pEpreately

before undertaking the main study.

6.6.1 Subjects for early diagnosis

All women in colposcopy clinic, who met the inclusion criteria, evarcluded in the
study. The diagnosis was obtained from the respondent’s files oa@mmpanying
document. After a respondent had been identified, she was usheredpiitate room
before or after receiving the services she had come seekmamnairg on which was
more convenient. This was after obtaining an informed verbal an@&nvatinsent. Each
guestion was read to the subject and appropriate answer sought. $thenqaéres were
then perused to seek for any entry errors, and appropriately marked to avoideshiryble
Once the interview was over, the respondent was thanked and alloveas¢o The next

available subject was then recruited if she met the inclusion criteria.
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6.6.2 Subjects for late diagnosis

The sample included those women with advanced lesions undergoing ragigthe the
radiotherapy clinic, who met inclusion criteria. The suitabilitytlod participant to be
included in the study was assessed after perusing the filssd¢dan the diagnosis and
the cancer stage after which, the patient was ushered into proate and informed
consent obtained. Interviews were done sequentially, with the nextlae patient
considered for an interview, after an informed consent. The sameioguest
administered to study subjects was used. Each question was teadé¢spondent and if
any difficult encountered clarification was sought from accowipay relative. This was
after obtaining more informed consent. The file was then apprdgriategked to avoid

double entry.

6.7. Inclusion criteria

In both populations, informed consent was obtained before inclusion to tlye Bhate

subjects for early diagnosis included those women with cervicglalstic lesions. They
included Mild, moderate and severe dysplasia, LSIL, HSIL, CINdnd III/CIS. Those

with stage 1A cancer and with no symptoms suggesting advanced diseaseludesi

The subjects for late diagnosis were those undergoing radiotheralayef stages (stages
2b and above) cervical cancer. The stage of the tumour was checketh& files and
other patient’'s documents and if not documented, the investigator usgiddnetion to
include the patient if as per the symptoms, it pointed to a din@advanced disease. The
patients in stage 1B to 2A were included in this group only if theld $yamptoms

suggestive of advanced disease. Those for emergency radiothezegpyncluded if it
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was suggestive or confirmed cervical cancer. Those with reculissase were included

irrespective of the stage at previous diagnosis.

6.8. Exclusion criteria

For both early and late stage presenting patients, those who decligigd tonsent after
getting information about the study were to be excluded, though nolireede&or those

presenting for early diagnosis, all women without cervical dgsplavere excluded, as
were the women with cancer other than that of cervix in the d&tge presenting
population. Post operative patient coming for vaginal vault pap smear or colpesa@py
excluded, since the previous presentation was presumed to be labke &dvanced

cancer category, if she had ill-defined diagnosis (vague symptamshistology

confirmation and not staged), she was excluded unless she had signgisigges
cervical cancer on examination or from investigations like Ch.dda woman was too

sick to be interviewed since most of very sick women had a relative acconygpémssn.

6.9. Study limitations
» Technical issues like missing information from the files and other documents.
* Limitation of memory (recall of exposure).
* Very sick patients were difficult to interview.
6.9.1. Mechanisms to minimize the limitations
* Information was primarily collected verbally. Attempts wenade to obtain as
much information as possible from the informant and other relativesrew
necessary, but with consent.

» All efforts were made to assist the respondent recall any necessanyatitor.
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» Efforts were made to include very sick patients by involving aegent relative

after the patient’s consent.

7.0 Data management

The collected data was entered into MS Access data base anecclor errors and
inconsistent answers. All the data analyses was done usinAVAO (Stata Corp;
College Station, TX). Socio-demographic characteristics of tily articipants were
summarized and presented in tables. Depending on the type of blejasippropriate
descriptive statistics; means and SD of normally distributed continuoussfecéguency
counts and relative frequencies of categorical factors wereulatdd for women
presenting with early diagnosis and those presenting with delaysghadis and
compared with the t-test or (Wilcoxon rank sum test where reg@s®r continuous
factors and chi-square testing for categorical factors. Aralgéethe association of
delayed diagnosis and other covariates of interest such as demagnaphecassessed
using logistic model for the odds of delayed (or early diagnosisdreical cancer. Given
the observation nature of the study, a multiple logistic regressasrfitted to control for
any potential confounding effects by any lurking variables (blegathat influence the
relationship between diagnosis and other variables). As a measueatdfe risk for
delayed (early) diagnosis, odds ratios (ORs) and their 95% condidetervals (CIs)
computed from a logistic regression model were presented in Xafle For all the
analyses, two-sided tests were used together with the 5%olesegnificance, with p

values of <0.05 being considered to be significant.

30
g PDF Con verter PrO This PDF is Created by trial version of PDF Converter Pro.

Please use purchased version to remove this message.



7.1. Ethical consideration

Informed consent was sought from all participants, with caeplanation on benefits
of the study. No penalties for declining or financial incentiveseweifered for
cooperating. Confidentiality was maintained, and no individual nhameapjasaring on
the questionnaire. Interviews were conducted in a closed private or an area with
maximum privacy. Permission was sought from the Research andlEtbromittee of
the hospital to conduct this study. There were no important etssads encountered

during this study.
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7.2. Organogram

Month

Activity Jan |Feb | Mar |Apr |May (Jun |Jul Aug |[Sep | Oct

proposal

Presentation
of the
proposal to —
the dept.
Approval by

the dept. <—1>

Approval by
ethics <1
committee
Training of

data collector
and <>

Inrp'rpql‘ing
Data
collection <

Data analysis| =

Presentation
of results to <>
the dept.

Submitting of

final thesis <
document
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8.0 RESULTS
The study population consisted of 76 subjects from colposcopy clinic aretjuai
number from Radiotherapy clinic. This formed the basis of which shisly was

conducted, results arrived at, and analysis done.

8.1. Social demographic characteristics of the stydoopulations

Table 1 shows that 26.3% of subjects with early diagnosis were 23&&4 old
compared to only 7.9% with late diagnosis. The modal age group wé4 3%.4%)
with early diagnosis compared to >45 years (55.2%) with latendgag, 73.7% with
early diagnosis were aged 25-44 years while 92% with late diagwese 35 and above

years. These differences were statistically significant (p <0.02).

On marital status, majorities in both groups were married (67n1éarly diagnosis and
69.7% in late diagnosis respectively). These differences werdatistisally significant

(p =0.14).

On parity, 88.2% with early diagnosis had parity of 0 to 4 comparéd54i3% with late

diagnosis. Only 11.8% with early diagnosis had a parity of 4 and almwpared to
48.7% of those with late diagnosis. These findings were statigtis@nificant (p<

0.001). 23.7% with early diagnosis were either unemployed or domestianss

compared to 42.6% with late diagnosis. Most with early diagnosis (§@¥e either

business ladies or professionals compared to 26.3% with late diagibsss was

statistically significant (p <0.002).
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Concerning education, 2.6% with early diagnosis and 23.7% with late disdramsno
education. An almost equal number from both groups had primary schoolieducat
(42.1% from early and 42.4% from late diagnosis groups respectively). Y&tB%arly
diagnosis and 32.9% with late diagnosis had education above secondary shheel. T

differences were statistically significant (p<0.001).

For the religion, there were 32.9% Catholics from early diagraogis(36.8%) from late
diagnosis groups. Protestants were 59.2% and 63.2% from early andidgt®sis
respectively. Religion differences did not have any statistisaynificant influence (P=
0.888).
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Table 1: Social demographic characteristics of study population by time ofia@gnosis

Early diagnosis Late diagnosis
Characteristic (N=76) (N=76) OR (95% Cl) p=value
No. % No. %
Age (in Years)
<25 6 7.9 - - -
25-34 20 26.3 6 7.9 ref. -
35-44 36 47.4 28 36.8 2.6(0.8-8.4) 0.068
45+ 14 18.4 42 55.2 4.2(1.1-17.2) 0.017
Marital Status
Married 51 67.1 53 69.7 ref. -
Single 15 19.7 3 3.9 0.2 (0.0-0.8) 0.014
Divorced 4 5.3 5 6.6 1.2(0.3-5.7) 1
Widowed 6 7.9 15 19.7 2.4(0.8-7.6) 0.139
Parity
Zero 5 6.6 - - -
1 7 9.2 1 1.3 0.2(0.1-1.8) 0.147
4-Feb 55 72.4 38 50.0 ref. -
4+ 9 11.8 37 48.7 6.0(2.4-15.1) <0.001
Occupation
Unemployed 10 13.2 20 26.3 ref. -
Domestic 8 10.5 20 26.3 1.3(0.4-4.4) 0.914
Business 36 47.4 16 211 0.2 (0.1-0.6) 0.002
Professional 11 14.5 6 7.9 0.3(0.1-1.1) 0.039
__Other 11145 14184 06(0222) 0422
Education
None 2 2.6 18 23.7 ref.
Primary 32 42.1 33 42.4 0.1(0.0-0.6) 0.001
Secondary 32 42.1 21 27.6 0.1(0.0-0.4) <0.001
__PostSecondary 10 132 4 _ 53 _ 004(00-04) _ <0.001
Religion
Catholic 25 329 28 36.8 ref. -
Protestants 45 59.2 48 63.2 0.95(0.5-2.0) 0.888
35
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Table 2. Multiple Logistic Regression analysis of social demographic charadtgics
of the study population

Standard
Regression  Error of
Characteristic Parameter mean P-Value ODDs
Intercept 20.8 1.7 0.000
Age in years 0.0 0.0 0.105 2.6
Parity -0.3 0.1 0.020 2.1

Marital Status i 10
Martied 0.1 0.7 0.870 3.1
Single 0.6 1.0 0.505 6.8
Divorced/Separated -0.1 1.0 0.904 24
Widowed ref

S £
Unemployed -0.4 0.7 0.540 1.9
Domestic Servant -1.4 0.7 0.054 1.3
Business person 0.3 0.6 0.678 3.6
Professional -0.2 0.8 0.846 2.3
Other ref . .

B Y 2.
None -0.2 1.4 0.858 2.2
Primary -0.4 0.9 0.696 2.0
Secondary -0.4 0.9 0.667 2.0
Post Secondary ref

Religlon 1O
Catholic -17.3 0.4 0.000 1.0
Protestants -17.3 0.0 . 1.0
Muslim 0.7 42771 1.000 7.8
None ref

Table 2 shows that when the social demographic characterisgce subjected to
multiple regression analysis, only parity and Catholic religioreveggnificant to explain

the differences. Most of other factors were dependent on each other.
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8.2. Exposure to knowledge and health seeking behaw

Table 3. Exposure to knowledge for the study populations by time of diagnosis

Early diagnosis Late diagnosis

N=76 N=76 OR (95% CI) p=value
Knowledge exposed to No. % No. %
Causes of Cervical Cancer N=76 N=76
Yes 28 36.8 6 7.9 6.8 (2.6 — 17.7) <0.001
oNo o 48 832 ___ . o921 Il
Specific causes N=28 N=6
HPV 6 214 1 16.7 Ref. -
Immunosuppression 4 14.3 2 33.3 3.0(0.1-123.9) 0.559
Smoking - - - -
Oral Contraceptives 1 3.6 1 16.7 6.0(-) 0.417
Early Sex Debut - - - -
Multiple Partners 16 57.1 2 33.3 0.8 (0.0-25.4) 1
_.S8MWbs o1 36 R - o
Prevention modalities N=28 N=6
Vaccination 2 7.1 - - -
Screening 10 37.0 3 50 Ref -
Use of Condoms 5 185 - - -
Avoid promiscuity 9 33.3 2 33.3 2.0 (0.1- 40.1) 0.09
Others 2 7.1 1 16.7 0.6 (0.3- 21.5) 1

Table 3 shows that 36.8% with early diagnosis compared to only 7.9% with late diagnosis

knew what causes cervical cancer. These findings were istdlystsignificant
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(p<0.001).0f those who reported knowing the causes of cervical cancer, 57.1% with early
diagnosis and 33.3% with late diagnosis reported multiple sexuakepams the cause.
Other responses were; HPV (21.4% and 16.7% with early and late dsagnos
respectively), Immunosuppression (14.3% with early and 33.3% withi&gaasis), and

oral contraceptives (3.6% vs.16.7% for early and late diagnosis tieshgcThese

differences were not statistically significant (p=1).

All the subjects who knew the causes of cervical cancer gaveothect prevention

modalities. The differences were not statistically significant (p=0.09).
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Table 4: Health seeking Behavior of study populations by early and late diagnosis

Early diagnosis Late diagnosis
Health service N=76 N=76 OR (95% CI) p=value
No. % No. %
Visited a gynecologist in the past 5 years
Yes 30 395 9 18 49(2.1-11.2) <0.001
- No_ o ________3%___805__ ¢ 67 __ B8 ..
No. of visits in the previous 5 years N=30 N=9
Once 7 23.3 8 88.9 Ref -
2-5 times 17 56.7 1 111 0.1 (0.0-0.6) 0.004
______ >stimes_ .6 __ 20 0.0 -
Ever had a pap smear? N=76 N=76
Yes 76 100 5 6 6. - -
_______ N oo .06 0 7Y 9884
Frequency of screening
in lifetime N=76 N=5
Once 18 23.7 1 20 Ref. -
2-5 times 53 69.7 3 60 1.0(0.1-27.1) 1.000
_._._>>ftmes ! S & 6.7 120 3.6(0.0-1682) __ 0.430 _
Age at first pap smear (Years) N=76 N=5
Less than 25 10 13.7 1 20 Ref. -
25-29 15 19.7 00 - -
30-34 19 25 00 - -
35-39 15 19.7 3 60 2.0(0.1-5.9) 1.000
_._.Aplus - 24 : 12 06(0.0-247) _ __ 1.000 _
No. of years since last pap smear N=76 N=5
less than 1 76 100 4 80 - -
______ >3 .20 O L 20 -
Reasons for
Not screening
Not aware 37 40.2 25 325 Ref.
Fear 39 42.4 30 39 1.1(0.5-2.4) 0.851
Not willing 6 6.5 3 3.9 0.7 (0.1-3.8) 1.000
Don’t know 7 7.6 17 22.1 3.6(1.2-11.3) 0.022
Others 3 3.3 226 1.0(0.1-8.1) 1.000

Table 4 shows the health seeking behavior of the study populations. 39 B%anit
diagnosis compared to 11.8% with late diagnosis had visited a gynistaloghe

previous 5 years. This difference was statistically sigamifiqp<0.001). For those who

39
g PDF Con verter PrO This PDF is Created by trial version of PDF Converter Pro.

Please use purchased version to remove this message.



had visited a gynecologist, 23.3% with early diagnosis and 88.9% watdikgnosis had
done so once, while 56.7% with early diagnosis and only 11.1% with late degaods
visited 2-5 times. None with late diagnosis had more than 5 visitparech with 20%

with early diagnosis. This difference was statistically signifi¢px0.004).

Only 6.6% with late diagnosis ever had a pap smear compared to W% arly
diagnosis. For those with history of Pap smear screening, 23.7%aslghdeagnosis and
20% with late diagnosis had screened once, while 69.7% with eagyadia and 60%
with late diagnosis had been screened 2-5 times. 6.7% and 20% withaedrlhate
diagnosis respectively had been screened more than 5 times idifdigire. These

differences were not statistically significant (p=0.43).

For those with history of screening, 58.4% from early diagnosis ggorgened at less
than 35 years of age compared to 20% with late diagnosis. Noneatatdidgnosis had
been screened between ages 25-34years compared to 44.7% withaggrbsidi 22.4%
with early diagnosis screened at age 40 and above years comp&@ twith late

diagnosis. These findings were not statistically significant (p=1).

For those who had been screened, most of them (100% with early dsagnds80%
with late diagnosis) had been screened in less than a yearedsons given for women
not screening for cervical cancer were mainly lack of awaseaed fear (82.6% with
early diagnosis and 71.5% with late diagnosis respectively). 7.6%eaith diagnosis
and 22.1% with late diagnosis did not know the reasons. However, these fingireggs

not statistically significant (p=1).
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8.3. Health services delivery systems

Table 5. Health facility commonly used and source of health information by eayl
and late diagnosis

Early diagnosis  Late diagnosis OR (95% CI)  p=value
Health facility/Health N=88 N=78
Information source No. % No. %
Health facility

Private hospitals 34 38.6 6 7.7 Ref -
Health centers 22 25 29 37.2 7.5 (2.4 — 240)001
Sub districts &
District hospitals 13 14.7 23 29.5 10.0 (2.9 - 35%)001
Provincial hospitals 5 5.7 10 12.8 11.3 (2.4 - 5&0)001
Dispensaries 2 2.3 6 7.7 17.0 (2.2 — 1648)02
National hospitals 9 10.2 2 2.6 1.3(0.2-9.1)

- _D_O_n_’t_g_e_t _S(:Z‘I‘_VI_C_e_S ______ ‘?_’ _____ 3 _'4 - _2 _____ ‘2_6_ - —_ - _4_Q (_O_"l ___4_1'_5_)_ -

Health

Information source N=76 N=76
Medical personnel 52 68.4 69 90.8 Ref.
News media 8 10.5 0 0 - -
Self decision 11 14.5 5 6.6 0.3(0.1-1.2)
Others 5 6.6 2 2.6 0.3(0.0-1.9)

1
0.19¢

0.093
0.241

Table 5 shows that majority of respondents with early diagnosithgetreproductive
health services from private hospitals (38.6% compared with 7.7%latéldiagnosis).
Health centres catered for 25% with early diagnosis and 37.2%a#stlliagnosis. Other
levels of hospitals like sub district, district and provincial hedpihad 20.4% and 42.3%

with early and late diagnosis respectively. Dispensaries atidriél hospitals catered for
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12.5%with early and 10.3% with late diagnosis respectively. Thesegetiffes were

statistically significant (§0.001).

Most respondents from both groups got advice to seek for screeningtoneme from
medical personnel (68.4% and 90.8% with early and late diagnosis tresiygcOnly
14.5% with early and 6.6% with late diagnosis made self decision. l&h8%one with
early and late diagnosis respectively were inspired by newisameghe differences are

not statistically significant (p=0.2).

8.4. Community social support

Table 6. Perception on, and support from community for medical servicesytearly
and late diagnosis

Early diagnosis Late diagnosis
Perception/Support N=76 N=76 OR (95% CI) p=value
No. % No. %
Services supported by N=76 N=76
Husband and family 31 40.8 56 73.7 Ref. -
Self 36 47.4 16 21.1 0.3 (0.1 -05).001
Friends and well wishers 7 9.2 3 3.9 0.2 (0.0 — 101945
__Others_________________ 2 23 _______ 2___.26 ___ 0.6(0.1-5.9) __061€
Perception of adequate
Support N=76 N=76
Yes 25 32.9 8 10.8 Ref. -
No 51 67.1 68 89.5 4.2 (1.6 —11)0.002
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Table 6 shows that 40.8% with early diagnosis and 73.7% with late diageosived
financial support for their medical services from their husbands ahdr family
members. 47.4% and 21.1% from early and late diagnosis respectivelgdf these
services themselves. Friends and other sources accounted for 11.8% &arly and
6.5% for late diagnosis groups respectively. These differencas wtatistically

significant (p<0.001).

67.1% and 89.5% with early and late diagnosis respectively did not deguately
socially supported by the community. The differences were tgtatig significant

(p=0.002).
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9.0. DISCUSSION

This was a cross-sectional, comparative study comparing theusafaxtors that
influence whether patients present with early or advanced celestahs. The study has
unearthed key issues associated with early diagnosis or lageodis. On social
demographic characteristics, a majority of those with earlyndisis were more likely to
be younger than those with advanced cervical cancer. 18.4% of those with earlyisliagnos
and 55.2% of those with late diagnosis were 45 and above years, (p<0.02)s This
expected, given that cervical cancer is a continum representiggepsive stages over
many years rather than a separate eftilost women studied were already married
(67.1% with early diagnosis and 69.7 with late diagnosis, p=0.14). It cesfdie be
assumed that they were in sexual relationships- a risk famtdRV infection. This is
not strange, given that by these ages most women are martieet. €udies have
confirmed the sam®&'®* More so, high parity has been known to be a risk factor for
cervical cancet>** Therefore as expected, a significant number with advanced aervic
cancer had a parity of above 4 (11.8% with early diagnosis, and 48iit9clate

diagnosis, P< 0.001).

Education was a key factor, given that 55.1% of those with early diggaodi only
32.9% with late diagnosis had education beyond secondary school level, p<0.001).
Similarly, 61.9% of those with early diagnosis and only 26.3% with déagnosis were
involved in income generating activities (p=0.002). Overall it redlext the economic
status disparity between these two populations. This is in keepthgother previous
studies’ ****Cheserem, found that 64% of patients with advanced cervical deaxteo

income or were earning less than 1000 Kenya shillings per monttihain@0.4% had no
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educatiort? However, economic status is a long term achievement, but when well
informed, even those with low social economic status will go dogening as found in
this study and other similar studi®sThis therefore calls for a need to have more outlets
for medical information dissemination given that 68.4% of those witl degnosis and
90.8% with late diagnosis received health information from megeasonnel only,
(p=0.2). Elsewhere in the west, population based cervical cane@npom programmes
have led to a great extent an increase in knowledge and uptakelyofdiegnosis
services: *° In contrast, cervical cancer screening in Kenya has not jéeritized as
found in Kenya service provision assessment survey (KSPAS),%26i¢hce, many
avenues of information dissemination like opinion leaders, peer groupshdbaders,

people with exposure and others have not been exploited.

Visiting a health specialist is important for early diagn¢8&.5% vs.11.8% with early
and late diagnosis respectively, p<0.001). However consistent visiteeaessary as was
found that 76.7% of those with early diagnosis and only 11.1% with lateadisgn this
study had visited more than 2 times in 5 years (p=0.04). This wastemisvith other

study findings*=°

there are no enough health specialist for everyone. Therdiereple
has to be cascaded so that the goals can be achieved throughriagk Bteso points to
a need for government and policy makers to take into consideratiompioegtance of
cervical cancer screening which is less expensive than treatment of atleancer. This

may call for involvement of other third party stake holders like comegaand non

governmental organizations for financing, to ensure that financing is universal.
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As evidenced by this study finding, 47.4% of those with early diagrassisable to
finance their health care services compared to only 21.1% witlligeosis (p<0.001),
majority of who rely on other family members (73.7% vs. 40.8% of thate early
diagnosis, p<0.001). Those with early diagnosis were also abledssam®edical services
from private hospitals (38.6%) compared to 7.7% with late diagnosis (p<0.00i).
whole picture points towards additional need to empower women econlgmagzdrt
from instituting public health care financing systems to impmeonly on screening,
but also treatment of cervical cancer. In deed, millennium developyoatd number 1
and 3 advocates for elimination of extreme poverty and promotion of gegdality and
women empowermenit. In addition, public hospitals needs to be improved to cater for
women of low social economic status, given that 89.7% with eargndss and 58%

with late diagnosis in this study visited these facilities the most (p<0.001).

Fear factor need to be addressed in cervical cancer screeogrgmmes. As evidenced
in this study and other similar studié*42.4% with early diagnosis and 39% with late
diagnosis felt that many women do not screen for cervical camdag to fear of pelvic
examination and results, among others (p=0.9). This is despite ofdweang of cervical
cancer. This can be partially overcome by involving the whole commuaigemystify
cervical cancer and improve on social support which 67.1% and 89.55% ofwtiilose
early and late diagnosis respectively in this study as veebthers? perceived to be
lacking (p=0.002). Other cultural barriers hindering cervical caspoerening need to be

broken as well.
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The gap between these two extremes of populations is therdfteenamterms of factors

that influence whether one seeks for early or late diagnosisratal cancer, indicating

a deficit or inability of measures put in place to bridge this gap.

Conclusions

From the results of this study, the following conclusions can be drawn:

1.

Higher education and exposure to knowledge on cervical cancéotrenore

commonly associated with early diagnosis of cervical cancer.

Social economic status and the type of health facility attendethfiuence
cervical cancer screening in that private care and high&al ssmnomic status

are associated with early diagnosis of cervical cancer.

Health seeking behavior influences cervical cancer screénithgt previous and
consistent specialized health care seeking visits are assbowth early
diagnosis of cervical cancer.

There is fear of adverse outcome of cervical cancer scggemihich is a

determining factor on whether one seeks for early diagnosis\atalecancer or

not.

Those with better social support within the community are morby ltkeseek for

early diagnosis of cervical cancer than those without.

Recommendations

1.

Basic education as well as information on cervical canceesicrg needs to be

provided to women and young girls in schools and community in general.

47

g PDF Con verter PrO This PDF is Created by trial version of PDF Converter Pro.

Please use purchased version to remove this message.



2. Overall economic empowerment of women would improve on health seeking

behavior and cervical cancer screening.

3. There is need for factual information on cervical cancer, Bpaity on early

education to eliminate fear of cervical cancer screening.

4. There is need to improve public hospitals in order to improve on puldithhia
terms of materials and communication so as to enhance cervicar Gcreening

among those who seek those services.
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Appendix I: QUESTIONAIRE

Serial NO:

Ip/op NO:

Clinic: 1.Colposcopy 2. Radiotherapy

FACTORS INFLUENCING EARLY DIAGNOSIS OF CERVICAL
CANCER

(Tick correct answer where applicable)
(A) Social and Demographic Characteristics
1. Age |:| |:| (in completed years)
2. Marital status:
1. Married |:| 2. Single|:| 3.Divorced/Separated |:| 4.Widowed |:|
3. Parity:

(pregnancies beyond 7 months) + (abortions below 7
months)

4. Usual Residence (province):

1. Eastern|:| 2.Central I:I 3. Rift valley |:| 4. Western |:|
5. Nyanza|:| 6.North eastern |:| 7.Nairobi |:| 8. Coast |:|
5. Current residence:

1. Nairobi: (specify) 2. Others (specify) _

6. Occupation:
1. Unemployed |:| 2.Domestic servant |:| 3.Business person |:|

4. Professional I:I 5.0thers (specify)
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7. Education level:

1. None |:| 2. Primary school |:| 3.Secondary school|:|
4. Post—secondaryl:l

8. Religion:

1. Catholic [ | 2. Protestant ||

3. Muslim | 4. Hindu ||

5. Others (specify)
(B) Exposure to knowledge and health seeking Behavior

9. Have you visited a gynecologist for any other gynecologic
illness in the past five years? (Not pregnancy related)

1. Yes |:| 2. No|:|

10. If YES in (9) above how many times?

1.1[ ] 2.2-5[ ] 3.Above5 []

11. Do you know what causes cancer of cervix?

1. Yes |:| 2. No |:|

12. If yes in (11) above what are the causes/ risk factors?
1. Human Papilloma Virus|:| 2. .Immunosuppression |:|

3. Smoking|:| 4. Oral Contraception |:|

5. Early Sexual Debut |:| 6.Multiple sexual partners |:|

7. STD'Sl:I 8. Others specify
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13. If yes in (11) above how do you think cervical cancer can be
prevented?

1. Vaccination|:| 2.Screening (Pap smear, HPV serology, etc)|:|
3. Use of condoms [ | 4.Abstinence[ | 5.Avoid promiscuity| |
6. Don't know|:| 7.0thers (specify)

14. If yes in (11) above where did you get the information from?
1. Medical personnel|:| 2.Schoo||:| 3. Media |:|
4. Women groupsl:| 5. Church leaders || 6.Friends[ |

7. Others (Specify)

15. Have you ever had cervical cancer screening (e.g. Pap
smear)?

1.Yes[ | 2.No ||

16. If YES to (15) above how many times in your life time?
1. Once |:| 2. 2-5 times |:| 3.Above 5 times |:|

17. If yes to (15) above at what age did you do the first pap
smear?

1L years

18. If yes to (15) above how long ago did you do your last pap
smear?

1. <1year|:| 2.>1-3yrs |:| 3. >3—5years|:| 4. Above 5 years |:|

19. Are you aware of availability of any vaccine to prevent cancer
of cervix?

1. Yes[ ] 2. Nol_]
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20. If (YES) in (19) above where did you get information from?
1. Medical personnel[ ] 2. School[ ] 3.News Media [__]
4. Women groups| ] 5. Church leaders [_| 6. Friends[ ]

7. Others (Specify)

(C) Health services delivery systems and personal
initiatives

21. What problems have you faced in your attempt to get cervical
cancer screening/treatment services?

1. Lack of finances |:|

2. Services not available nearby| |

3. Services taking too long to be offered |:|
4. Lack of Information on services offered [ ]

5. Service providers not supportive|:|

6. None [ | 7. Others (specify)

22. Who advised you to come here for cervical cancer
screening/treatment?

1. Medical personnel|:| 2. News Media (TVs Newspapers, etc) I:I

3. Women groups[ | 4. Church leader(s)[ |

5. Friend(s) [ ] 6. Self decision [ |
7. Relative(s)| ] 8. Others (Specify)
57

g PDF Con verter PrO This PDF is Created by trial version of PDF Converter Pro.

Please use purchased version to remove this message.



23. Where do you get reproductive health services from?
1. Dispensary[ | 2.Health centre [ ]
3. Private hospital/ cIinics|:| 4.Sub-District/ District hospital |:|
5. Provincial hospital [ | 6. National hospital (K.N.H, MTRH)[ ]
7. Don't get any services |:| 8. Others (specify) __

24. Would you recommend someone for cervical cancer
screening?

1.Yes| | 2.No|[ |

25. If NO in (24) above, why? Give reason(s)

26. What do you think is/are the reason(s) why women do not go
for a cervical cancer screening (e.g. Pap smear)?

1. They're not aware |:| 2.Not willing |:|
3. Lack of finances [ ] 4.Services not available nearby [ ]
5. Fear of physical exam and/ or results |:| 6.1 don't know |:|

7. Others (specify)
(D) Community social Support

27. Who supplies/has supplied you with finances to come for
cervical cancer screening/treatment services?

1. Myself [ ] 2. Husband and other family members [ ]
3. Friend(s) and well wishers |:| 4. Church |:|
5. Other Non-governmental organizations I:I

6. Government institution(s)[ ] 7. Others (specify)
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28. Do you feel women are getting adequate social support for
screening/treatment of cervical cancer from your community
members?

1. Yes|[ | 2.No[ |

29. What do you think should be done to improve provision of
cervical cancer screening services?

1. Increase public education (awareness)J:I 2. Reduce the waiting time I:I
3. Introduce lessons at school level. [ | 4. Increase funding. [ ]

5. Bring services closer to the people. |:| 6. Others (specify)
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Appendix II: CONSENT EXPLANATION FORM

TITLE: FACTORS INFLUENCING EARLY DIAGNOSIS OF CERVICAL
CANCER

Serial No: IP/OP No:

Hi, my name is . We are conducting a study to

document the reasons as to why women seek diagnosis of cervical canceh#arly w
others present with late disease for treatment. No such information exastscountry.
Your participation in this study will help us generate data to design better intervent
modalities to reduce the incidence of cervical cancer. There are no risks invboked w
participating in this study.

Your participation in this study will be on voluntary basis only. You can terminate you
participation in the study with no consequences, and the services offered tolyuoat wil
be varied or terminated depending on your response. Also, your participation undhe st
entails no financial benefits.

The information given to researchers will be kept in strict confidencell bevpart of
clinical records and no information on which your identity can be revealed will be
released or published.

If you have any queries, my contacts are: Dr Muchena R.M
Tel. 0722600073

In case you need to contact Research and Ethics committee, the contacts are:
Tel. 726300-9 (020).
Now, | will request you to sign below if you have agreed to take part in this study.

Thank you.
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CONSENT FORM

| , the undersigned Hospital NO; ,
has been informed about the study/ has read all the above, and understand all what it

entails, do willingly consent to participate in this study.

(patient’s sign or right hand thumb print) Date

(Witness) Date
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KENYATTA NATIONAL HOSPITAL
Hospital Rd. along, Ngong Rd.
P.O. Box 20723, Nairobi.
Tel: 726300-9
Fax: 725272 -
Telegrams: MEDSUP”, Nairobi. Lo

Email: KNHplan@Ken.Healthnet.org
Ref: KNH-ERC/ A/132 16t June 2011
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