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ABSTRACT

This research study is about factors affectingicahcancer diagnosis and treatment at the
Mombasa County. The study was undertaken to exathmdactors that affecting cervical
cancer diagnosis and treatment at the Mombasa Co&our healthcare facilities were
studied. A descriptive cross sectional study wasedasing stratified sampling method. Data
was collected among healthcare workers using ctstred questionnaires. The key
informants were interviewed using the structurddriview guide. The quantitative data from
the study was coded and entered into the compatearfalysis using the Statistical Package
for Social Sciences (SPSS) version 20 and Chi-seqused for testing hypothesis. The study
findings revealed that healthcare workers are weficdn knowledge on cervical awareness
and treatment. The cost of diagnosis and treatmastalso high to majority of the patients
since majority could not afford to pay for theieatment. The healthcare facilities were also
inadequate according to the study making the simatvorse. From the findings it was
concluded that healthcare workers awareness oricakrwancer is low; that the cost of
cervical cancer treatment is high and majority afignts cannot afford it; similarly, majority
of the health care institutions have inadequatelities. Based on these findings was
therefore recommended that more awareness neec tordated among the healthcare
workers. The cost of treatment should be reduceaugh government policy. Finally, the
upgrading of healthcare facilities within the Counias recommended.

Xi



CHAPTER ONE

INTRODUCTION
1.1  Background of the study

Cervical cancer is a disease that is preventabteirbpacts most low-income countries
negatively. This is shown in the statistics wheavat of the half a million plus women
diagnosed with cancer of the cervix globally eaehry eighty percent (80%) come from low
income countries (AMPATH, 2010).

Among American women, cervical cancer is the eigf) most common type of cancer.
More than 10,000 new patients develop cervical eaeach year, and 3600 women in United
States die from the advanced form of the diseasealy. In the United Kingdom, 2800
women are diagnosed with cervical cancer each ydras many as 1,100 of them die from

the disease which is the" Bnost common cancer for their women (Globocan 2008)

In India, the burden of cervical cancer is enorm@czounting for about 20 percent of all
cancers related deaths in women. It is the numberaause of death in Indian women of
middle age (Ferlay et. al, 2004, Globocan, 2002)Nigeria, out of the 10,000 diagnosed
with cervical cancer yearly, 8,000 die (Airede €t2808). In Kenya, cancer is the third
leading cause of death with a rate of 18,000 dga¢hyear (MPH, 2009). Cervical cancer is
the second most prevalent type of cancer among wameéhe country, after breast cancer,
and the incidence, is increasing (WHO, 2010). Tiweual crude mortality rate per 100,000

females of all ages is 8.6 compared to 7.7 in bie@scer (Globocan 2008).

According to Lewis (PAHO, 2004), cervical cancerfuly preventable and curable at low
cost when screening is done early. In a developedtey like Canada, cervical cancer is the
11" most common cancer, affecting women; but in over last 40 years, incidence and
mortality of the disease has decreased becausteatiee prevention, early detection and
treatment. This is also true for North America &dope (AMPATH 2010). However, due
to the high mortalities in the developing countridgsremains the second leading cause of

death worldwide, despite being preventable.



A report released by AMPATH, University of Toron010) on cervical cancer in Kenya
revealed that, there are no Pap smear test progeamsthis is resulting to both high
frequency and mortality of the disease. The reglsd noted an extreme lack of resources to

treat cervical cancer- both medical equipment dngigian expertise.

According to World Health Statistics, India, 2.6% al women aged 18-69 years are
screened every 3years. 4.9% urban women aged betlB69 years are screened every 3
years and 2.3% rural women aged between 18-69 ywearscreened every 3 years. It has
been recognized that countries which have regulaesing and diagnostic programs, have
reduced incidence in of this disease (Kim et aQ&0payne et al, 2007). In many African

countries, traditional cytology- based Pap smeaeesing programs are not a feasible
solution due to inadequate health services, pdmrédory infrastructure (Denny et al 2005,
Bradley and Hoffman, 2006). Currently, the coverafecervical cancer screening for all

women between 18 and 69 years is 3.2%. This sitmasi dire and something needs to be

done.

Kenya has a population of about 10 million womethie ages of 15 years and above who are
at risk contracting cervical cancer. Sexually activomen are at risk of developing cervical
cancer —a disease, which is preventable if detemteldireated early (Carr and sellers, 2004;
Ayinde and Omigbodun, 2003). The diagnosis andtrtreat of cervical cancer requires a
multidisplinary team of health care givers who ud# medical oncologist, surgical
oncologists, nurse oncologist, palliative care &dists, gynaecologic oncologist,
pathologists, radiologist et€urrently, there are three medical oncologistsy fiadiation
oncologists, two surgical oncologists, and two ggwogic oncologists for the whole
Kenyan populationHowever, in Kenyan health centres Chemotherapysdarg not easily
available. Patients who live in the rural areagdfere have to walk several kilometres to
access only the basic of health care. Opiods dseaailable in hospitals licensed for this
purpose. And for those in need of radiotherapyn tivey have to bear the high cost and can

access it in a few hospitals, mostly located inligecities (National Assembly, 2011).

According to Nairobi women’ hospital, too many carscare not detected early enough due
to lack of awareness. In the sub —Saharan coumriesty and awareness has been given to
infectious diseases like malaria, Tuberculosisird@eal diseases. According to the National

cervical cancer strategic plan 2011-2015 more seagson and awareness will need to be



created on the same, within the healthcare workeh®y are key in creating awareness,

targeted for proper education.

The Mombasa County has not been spared from theeglr@dicaments. There are around
160 privately owned clinics, 22 municipal counai¥red and 15 Government hospitals. The
major hospitals include Coast Provincial Generadpital, and the privately owned Mombasa
Hospital, Aga Khan Hospital and Pandya Memorial hias. The Coast Provincial General
Hospital serves as a referral level hospital fog tither counties in the region and is
overwhelmed with work. While the other major heditigilities, are expensive and out of
reach for most people. The government health faslihave few doctors, clinical officers,
nurses, clinical officers and public health offeefThe Doctor /patient ratio is about
12:100,000 (MDSP 2005-2010), which among otheroiactmake it difficult for the medical

personnel to concentrate on early diagnosis obdise

The proposed research study was carried out iMtimabasa County to provide information
on the subject at the county level in the courgpgcifically targeting to establish the factors

affecting cervical cancer diagnosis and treatmefiié region

1.2  Statement of the problem

Cervical cancer is a serious cause of mortality madbidity among women in developing
countries including Kenya. Current estimates frowm Ministry of Health indicate that every
year about 2450 women are diagnosed with cerverater and of these about 1675 die from
the disease. The annual number of cervical canesescis projected to increase to
approximately 4260 by 2025 (Kidula, L. 2011).

Cervical cancer is fully preventable and curabtdpa cost and at low risk, when screening
to facilitate the timely detection of early preaurdesions in asymptomatic women is
available together with appropriate diagnosis, tinemt and follow-up” (Lewis, M. Pan
American Health Organization, 2004). In Sub Sahfdrica, priority is given to infectious
diseases such as malaria, tuberculosis, leprossrhdeal diseases, acute respiratory
infections and HIV/AIDS all of which have prevergiand management strategies. Several

studies have shown that the level of knowledge emical cancer is very low in Africa and



this cut across different levels. Among 500 patarging the maternal and child health clinic

in Lagos — Nigeria, only 4.3% were found to be anaircervical cancer (Anorlu et al, 2004).

According to the Department of Research, 2011, KéayNational Hospital, the only public
institution that hosts most of the cancer expertd technology in Kenya, is currently
overwhelmed with inpatient and outpatient cases samgly cannot cope. Patients from the
Mombasa County are also forced to go to Nairobséek for treatment in this already
overwhelmed facility. This study was seeking toraxee the factors affecting cervical cancer

treatment and diagnosis in selected governmenttaéspt the Mombasa, County.

Purpose of the study

The study focused on factors affecting cervicakeamiagnosis and treatment in selected
public hospitals at the Mombasa County.

1.4  Objectives of the study

The study was guided by the following research dbjes: -

i) To assess the level of awareness of healthcareensoda cervical cancer diagnosis

and treatment at the Mombasa County.

i) To determine how the cost of diagnosis and treatraiéects the patient diagnosis and

treatment at the Mombasa County.

iii) To establish how the availability of health faes affects diagnosis and treatment

of cervical cancer at the Mombasa County.

1.5 Research questions
The study was guided by the following research tioes.

i) What is the level of awareness of the healthcamkeve on early cervical cancer

diagnosis treatment at the Mombasa County?



i) How does cost of cervical treatment and diagnd&sithe patient’s ability to pay

for the treatment at the Mombasa County?

iii) How does the unavailability of Healthcare facibtigffect cervical cancer diagnosis

and treatment at the Mombasa County?

1.6  Research hypothesis

The study was guided by the following research hypsis:

i) Ho=There is no relationship between level of awarsméshe healthcare workers and

cervical diagnosis and treatment at the Mombasantyou

H; = There is a relationship between the level of awass of the healthcare workers

and cervical cancer diagnosis and treatment a¥ittrabasa County.

ii) Ho=There is no relationship between the cost of tneat and diagnosis of cervical

cancer and the patient’s ability to pay for thetngent of at the Mombasa County.

H,= There is a relationship between cost of cerngealcer diagnosis and treatment
and the patient’s ability to pay for the treatmehat the Mombasa County.

iii) Ho= There is no relationship between availabilittheklthcare facilities and

diagnosis and treatment of cervical cancer at tbembhsa County.

H; = There is a relationship between access to lwakifacilities and diagnosis and

treatment of cervical cancer at the Mombasa County.

1.7 Significance of the study

The findings of the research study were significh@tause statistics indicate that a large
number of women suffering from cervical cancer ltiseir lives from a disease that are
treatable and therefore such deaths could be pree8uch deaths, robes the community of
mothers and productive members of society, impgctiegatively on socio-economic
wellbeing. Secondly, the information generated frone study will be dissipated

appropriately and will help create awareness abfoeitdisease, prompting women to seek



early diagnostic interventions, preventing furtdeaths. Finally, awareness created from the
study would help to demystify some cultural myttoaibthe disease and encourage people to

seek early diagnosis and treatment.

1.8 Delimitations of the Study

i) The study covered only a selected few governmespitad facilities in the Mombasa
County; Likoni Sub district hospital, Tudor Distrihospital, Port Reitz District
Hospital and Coast Provincial General Hospital.

i) The study was limited to cervical cancer.

1.9 Limitations of the Study
The key limitations during the study were:

i) Scarcity of recorded information about the diseagkural norms restricted the

respondents to talk about the disease.

ii) The busy schedules of healthcare workers may denyesearcher quality time for
the administration of research instruments

iii) Limited to government owned healthcare facilities study will not capture
information on those who seek treatment from pelabwned facilities within the
county.

1.10 Basic assumptions of the study

The study was based on the following assumptions: -

i) There was adequate recorded information aboutitfease in the Mombasa County.

ii) Medical staffs were available and cooperative ttigpate in helping the researcher

generate the information sought.



iii) Information missed from privately owned facilgies negligible and will therefore

not affect the overall results of the study

1.11 Definitions of significant terms as used in #hstudy.

Cancer.

Cervical cancer:
Chemotherapy:

Radiotherapy:

Pap smear

Cancer staging:

Treatment cycle:

Opiods:

Adjuvant Therapy:

According to the NCI, it is a term used for disesagewhich abnormal
cells divide without control and are able to ingadher tissues.

Abnormal division of cancer cells in the cervix

Treatment with drugs that kill cancer cells.

The use of high-energy radiation from x-rays, gamays, neutrons,
Protons, and other sositoekill cancer cells and shrink tumours.

A microscopic examination of cells scraped fritv@ opening of the
cervix.

A system that is used to describe the extent afexain the body.

A course of treatment that is repeated on a eeg@ahedule with
periods of rest in between.

They are medications that relieve pain by redutiegintensity of the
pain signals reaching the brain and affect baagas controlling

emotions.
Additional cancer treatment given after the primaeatment to

lower the risk that the cancelt some back.



1.12 Organisation of the Study.

The study has been organised into five chapters. firbt chapter introduces the study by
looking at the factors affecting cervical canceagtiosis and treatment globally and
regionally. The chapter also outlines the probl¢aesnent, purpose and objectives, research
questions, significance, limitations and delim@a8, basic assumptions of the study and

definitions of significant terms.

The second chapter reviews literature on levelvadraness of healthcare workers and how

cost and availability of healthcare facilities atfeervical cancer diagnosis and treatment.

The third chapter explains research methodologytdbin the study. It outlines the research
design, target population, sampling size and praeeddata collection methods and
procedures, validity and reliability of researcistmments, ethical considerations and data

analysis and interpretation techniques.

Chapter four outlines the data analysis, presemtand interpretation. A summary of the
findings, discussion, conclusions, recommendatamtssuggestions for future research make

up the fifth chapter of this study.



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter presents literature review on factoffiencing implementation of cervical
cancer diagnosis and treatment programs at the MsanBGounty. The literature review looks
at how the level of knowledge of healthcare workersst of treatment and diagnosis and
unavailability of health facilities has an influenon the diagnosis and treatment programs of
cervical cancer. It looks at the scenarios in bddveloped and developing countries
narrowing to the situation in Kenya in general termefore zeroing on how these factors

affect diagnosis and treatment of cervical cantédneMombasa County.

2.2 Level of Awareness of the Health Care Workers.

Most patients who visit the public health systema$y ron the healthcare workers for
information and guidance. The healthcare workexe terole in providing health education
during the hospital visits and this is part of thdaily routine. Information relayed will
depend on the level of knowledge of the healthggwer on the particular subjed. study
conducted in India among staff nurses in ordevtauate their knowledge regarding cervical
cancer showed that only 69% of the 100 staff nunselssome knowledge related to cancer of
the cervix. The study showed that nurses beingntlagority of healthcare workers can
provide health promotion, counselling to patiehisytserve in day to day practice and are in
more ideal position to provide health educatiorydoing girls and women (V. Shah et al
2012). Being the majority of care-givers, it is idaisle that most of them should be

knowledgeable about cervical cancer, a situatioithvis not.

Cervical cancer is one of the most preventable muroancers, because of its slow
progression, cytological identifiable precursonsq &ffective treatment (Lee J, Seow A, ling
SL, 2002).Access to current information on prevention, eailggnosis, cancer type or the
related treatment options help patients make mmdemed decisions about their healthcare.
Patients can also get to know the long term andhioet term side effects of their treatment.
(D. Blum, 2012).



Over the years awareness and uptake of cervicakcaareening services has remained poor
in developing countries. Problems associated wétvical cancer incidence include late
reporting, ignorance and cultural issues relatmgedrvical cancer screening (Chizoma and

Bola, 2012). The role of the healthcare workethis cannot be overlooked.

In Africa, the cancer problem is associated witheleof knowledge and awareness in the
health workers and the general population at latgeAfrica, Oncology seems to be a
segment of the medicine that is practiced only iy lbcal traditional healers, leading to
devastating effects on the natural history of tiradurs. As much as 95% of cancer patients
in the African countries are diagnosed at lateerai-stage disease. The delayed diagnosis for
these patients is due to the low level of cancearamess between the population and the
health workers, culture and constraints on aceespécialized care, which is usually evident
in these African countries (Loehrer Pj, Greger ldAall, 1991).

In the Sub Saharan Africa, priority has been git@nnfectious diseases such as malaria,
tuberculosis, leprosy, diarrhoeal diseases, aasdpinatory infections and HIV/AIDS all of
which have preventive and management strategiesr(iiet al, 2004).In these programs, a
lot of awareness has been created, healthcare idnlaee been trained and even resources
have been made available to prevent and cure thiesgtious conditions. However this is not

the case with cervical cancer in our facilities.

According to a research conducted among Cameroomanen, lack of knowledge about
cervical cancer in the population and among heafthevorkers is a major barrier for access
to cervical cancer prevention. In the findings,slékan half of the nurses had adequate
knowledge regarding cervical cancer. There wagmif@@ant association between knowledge
levels of causes of cervical cancer and transmissicHPV and age. Knowledge was more
adequate among the young nurses (p = 0.027) andlédge differed significantly between
cadres. Registered nurses had more adequate kmymnvtedn enrolled nurses (p = 0.006).
The majority did not know screening intervals anfa were aware of HPV vaccine. Most
nurses (84.6%) had never had a Pap smear examinlgimselves (Catherine McCarey et al,
2011).

A study conducted by the African Health Sciences ifanzanian tertiary health facility,

revealed that lesthan half of the nurses had adequate knowledggrdagy cervical cancer.
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There was a significant association between knaydddvels of causes of cervical cancer
and transmission of HPV and age. Knowledge was radeguate among the young nurses (p
= 0.027) and knowledge differed significantly beémecadres. Registered nurses had more
adequate knowledge than enrolled nurses (p = 0.00®) majority did not know screening
intervals and a few were aware of HPV vaccine. Muastes (84.6%) had never had a Pap
smear examination. Nurses were asked for their mestnt source of cervical cancer
information. The results showed that nursing scihvas the most common (53.3%) source of
cervical cancer information followed by the medid.4%). Colleagues and self study were
sources of information for 18.2% of the respondesatsh. Only 2.9% and 8% had attended
seminars and continuing medical education sessionservical cancer (Urasa and Darja
2011).

During the cancer treatment, there is often aflatformation for patients to remember, keep
track of and act on. They need to get knowledgé@m and when to take the medication,
when to go for appointments and what to expect afeatment. To manage all these, it is
recommended that patients keep written recordlgracedures, treatments and medication
received. The American Society of Clinical Oncofidias a printable form’s to help patient
manage their health care in terms of; what treatnseplanned, received and follow-up care.
This however is not the case in the developing t@s1where the healthcare workers are
deficient of information (ASCO, 2012).

A study done in Nigeria showed that the awarenésewical cancer is low among women
utilizing selected healthcare facilities. This abudle worse among those not utilizing the
healthcare facilities. Many women claimed that infation on cervical cancer was not being
provided by the health care workers. Accordinghe study the participants were eager to
know more about the disease and screening methadthé information was simply not
given. Knowledge on cervical cancer and prevenbpicreening has show several gaps and
misconceptions. Continuous medical education pragréo include all healthcare workers
should be conducted at hospital to increase thereness. All healthcare workers should be
trained to encourage early screening and treatniadlthcare workers need to be targeted

first because of their important role in any sciregmprogram (Chidzoma and Bola, 2012).

11



2.3  The cost of cervical cancer screening and tremaent

Medical technology is increasingly costly in moslids of clinical medicine. Oncology has
not been spared from issues of cost, in part ieguitom the tremendous scientific progress
that has lead to new tools for diagnosis, treatnaeak follow up of patients (Meropol and
Schulman, 2003). According to a task force esthbtisby American Society of Clinical
Oncologist, Cancer care costs are growing rapathg rate of 15% per year, and the newest
drugs cost several thousand dollars per montheatrrent. 33% of families are experiencing

difficulty paying for their cancer care.

Worldwide women of low socio-economic status havereater risk of having cervical
cancer. Cervical cancer is often referred to asseade of poverty and of poor women. A
recent study in Mali in West Africa showed that it a population widely infected with
HPV, poor social conditions, high parity and poggienic conditions were the main co-

factors for cervical cancer (Palacio-Mejia et 2003).

Financing cancer treatment is a major challengddth developed and developing countries.
The occurrence of the disease has a significamativegimpact as the treatments are very
expensive, quality of life is degraded and the agsetoo often leads to death. The death
accounts for a significant number of potential geatr life lost. Cancer also causes a loss of

economic income available to the community (Nati€@encer Institute- France, 2007).

A report by BMC Health Service Research on estiomatif costs of cervical cancer (sue , |.
Et al,2005)) screening, diagnosis and treatmeryel that direct cost is associated with
clinic visits and laboratory tests and were stdlw high to the patienThere is other out of
pocket expenses such as two way transportatiametéacility, accommodation and food. All
these have to be factored in by the patient (Seeal] 2005).

In 1989, the American Cancer Society issued a tefiéancer in the Poor: A Report to the
Nation”. The report was a culmination of a seriefaot finding hearings held throughout the
nation in collaboration with the NCI and Centreasease Control (CDC). Poor people with
cancer of all racial and ethnic groups testifiethvihe following key findings; that they lack
access to quality healthcare and are more likelp ththers to die of cancer, that they endure
greater pain and suffering from cancer than mosteAeans, the poor face substantial
obstacles to obtaining and using health insurandeoten do not seek for the needed care, if

they cannot pay for it. That poor people and tfeailies must make extraordinary sacrifices
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to obtain and pay for healthcare. That cancer daucand outreach efforts are insensitive
and irrelevant to many poor people (American Casasriety 1989).

According to a report by the U.S Centre for dise@satrol and Prevention, 20 percent of

cancer patients’ younger than 65 years of age defasefuse treatment due to the high

associated cost. According to a bulleting of Nadlo@ancer Institute, the average cost of
initial cancer therapy per patient increased by®a,to $7, 000, depending on the cancer
type. A larger number of patients receiving cheragdpy and can now avail themselves for
chemotherapy because of reimbursements by insuaomepanies. However, there have been
cases of insurance companies rejecting paymensofoe expensive chemotherapeutic drugs
as part of cost cutting measures. On the othed,haost pharmaceutical companies have
programs to help patients who cannot afford tofpaghemotherapy (D. Penick 2011).

In America, where treatment can only be obtainetth &ihealth insurance, lack of adequate
health insurance may prevent many patients fronkisgetreatment, taking necessary
medications, or attending regular appointmentsnipagients with health insurance may find

the costs associated with cancer treatment moreetkected.

Cervical cancer is fully preventable and curabtdpa cost and at low risk, when screening
to facilitate the timely detection of early preaurdesions in asymptomatic women is
available together with appropriate diagnosis, tinesmt and follow-up” (Lewis, M. Pan
American Health Organization, 2004). However tlgsnbt achievable in resource limited
countries. Screening of cervical cancer shouldrbagproximately three years after a woman
begins vaginal intercourse, but not later than @ary of age. It should be done every year
with conventional pap tests or every two yearsaifiouid based pap tests. Women 70years
of age and older who have had three or more noRapltests and no abnormal Pap test in he
past ten years and who have had hysterectomy n@yselto stop cervical cancer screening

(cancer facts and figures 2012).

The total cost of cervical screening in Italy wasireated to be&158.5 annually. Most of
these costs are associated with opportunistic sicrgeThe cost of additional tests in women
with abnormal pap smear were estimated to be appeagly €4.0 million in the first year

and €5.2 million to be including the cost of follay (Biomed 2009).
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In Kenya cancer cases have become rampant and ey poor people cannot afford
chemotherapyThe poor or the low income earners experience ehgdls in costs incurred
while obtaining their treatment and to try and gate the cost of drugs, patients have been
buying cheap generic drugs. (Meroprol and Schulr2807).For those who can afford the
treatment, it is eating away their finances anaggtments. Some doctors in Kenya feel that
government has not invested much in cancer tredtar@hthe cases in the country are rising
rapidly (Diplomat E.A., 2011).

According to Diplomat East Africa, Cancer drugsnda form part of essential drug list in the
Kenyan public hospitals, in the cancer centres a/ltleey are available the issue of cost is a
hindrance (Diplomat East Africa, 2011). The cosisywbetween Sh80, 000 and Sh2 million
depending on the drugs and the duration of radiafieatment. For patients who require
chemotherapy (treatment using injections), the @wat availability of drugs has equally

posed great challenges in the management of canttex country (Diplomat E.A., 2011).

Cancer centre at the Kenyatta National Hospitalcea patients pay KSh 300 per session
translating to KSh1, 500.The entire six weeks sessicosts KSh 9,000. Private Hospital
charges on the other hand are KSh 80,000 per wexksolid tumours the tests include but
not limited to CT Scans or Magnetic Resonance In@dMRI)and biopsy which costs
between KSh 10000 to 30,000/-. Kenyatta Hospitad ha agreement with the private
hospitals to have poor patients access the radiagovices at subsided cost of KSh 35,000 a

week but this is still too high.

Other costs incurred in cancer treatment may rdrage KSh 6000 to KSh 10,000 spent on
preliminary investigations and drugs that may egsto KSh 30,000 per course. At least six
courses are required in the eight weeks. This asetxpensive for a normal Kenyan who
survives on less than a dollar per day. Many gipeand are with no option but to wait to
die.(KHN 2011)According to a report by Evelyne Situma in Busindsdy, patients pay

KSh 500- 1000 per session for radiotherapy. Cheerafly costs between KSh 6,000 to KSh
600,000 depending on the drugs being used. Inrikiatp hospitals like Cancer Care Kenya,
it costs about KSh 50,000 a week for radiotheramyg about KSh 12,000 to KSh 200,000

per chemotherapy treatment (Business daily 2013).
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2.4  Availability of healthcare facilities

Cervical cancer is predominant in low resourcersgttountries. The main reason has been
attributed to limited access to screening and rmeat facilities. Countries that have
organized screening programs have substantiallpceti cervical cancer incidence and
mortality. Screening programs have the potentiabaoeffective because cervical cancer is
easily accessible to biopsy. There is a long lateetiod easily recognizable before
development of cancer and there is an effectiwagrtrent in precursor disease (Dinshaw et al
2011). Availability of screening programmes in K has reduced mortality rates by 62%
in 1987-2006 (Cancer Research UK, 2008).

In Ghindae, Referral Hospital in Eritrea, a 58yel@rwoman with post menopausal bleeding,
haematuria, diffuse abdominal pain and dyspnoesepted in the hospital but there were no
radiological instruments for diagnosis in the htapand only complete blood count was
carried out, confirming the suspected anaemia. Pphatent died after two days of

hospitalization (Pezzatini, Marino et all 2007).eTKenya health referral system has not

spared the cancer patients from the same predidcamen

In the government sector, patients seek medicalcgsyr at the health centre where they are
then referred to the district or sub district heslpilf no diagnosis can be made they are
referred to provincial hospital for diagnosis. Somesults are taken back to the district
hospitals for confirmation before being referredatoeferral hospital. This has resulted into
delays in patient reviews at established cancetrenThe predicament becomes worse
especially if the referral is to Kenyatta Natioktdspital, where there is a two month waiting

period before treatment commences (Diplomat E.A120

According to a report by Diplomat East Africa, Kenlgas only two public and two private
centres to handle all cases of cancer that requé@ment. Kenyatta National Hospital
Cancer Treatment Centre and the Moi Referral aratAiag Hospital are the only public
health facilities and the private centres are foanNairobi’'s MP Shah Hospital and the Aga
Khan University. The Coast General Hospital hasidyf well established Satellite Cancer
Centre, which collaborates with the Kenyatta Ha@dp@ancer Treatment Centre. (Diplomat
E.A., 2011).

In the public cancer centres, the equipment thahésnt to handle cancer diagnosis and

treatment is limited. The lack of adequate radidalgand laboratory facilities, in particular,
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has contributed to lack of diagnosis of cancer.tii@ contrary, the existing private cancer
centres have well established diagnostic, laboyafacilities and radiotherapy equipment.
However, these facilities have limited impact om tmajority of the public due to their
exorbitant costs. The costs vary between Ksh 80,d@ Ksh 2 million depending on the
drugs and the duration of radiation treatment. patients who require chemotherapy
(treatment using injections), the cost and avditgbbof drugs has equally posed great

challenges in the management of cancer in the gpuiational Assembly, 2011)

At the moment, there are only two radiation mackife a population of 40 million in the
public health facilities in Kenya. This means onacitine serves 20 million Kenyans. These
two machines handle on average 150 patients perwtayng on a 3-shift programme from
7.00 am to midnight. To compound this challenge,KINH Cancer Centre sees 40 to 50 new
cancer cases per week. These do not include tlaogeiccases that have undergone surgery.
(National Assembly, 2011)

There are also between 80 and 90 patients on chenaply every week at the Kenyatta
National Hospital Cancer Treatment Centre alonerdéfter, patients have to endure a six-
week waiting period after diagnosis for treatmenticess to commence. This is worse in the
case of patients who need radiation treatment lsecthe waiting period is over 3 months.
(National Assembly, 2011)

For the Kenyatta National Hospital Cancer Treatn&mtre to cope, a minimum investment
in six major radiation machines is required, butcammdition that other centres are equally

developed with similar equipment. (National AsseymBD11)

The Mombasa County has one hospice situated aCdast Province General Hospital,

which provides care to cancer and HIV/AIDS patietitss a registered charity and began
operations in August 2001 within Coast General Haspgn 2006 the Hospice moved to its

own dedicated premises in the grounds of the hais|idn average the Hospice attends to 75
patients a month through the out-patient serviced Bome visits. The hospice has 3
palliative care personnel (KEHPCA 2011).
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2.5 Conceptual Framework.

The conceptual frame work outlined the independantd dependent variables. The
independent variables affect the diagnosis andntiexat of cervical cancer. The independent
variables were: level of awareness, cost of treatnaad diagnosis, and availability of

healthcare facilities. The dependent variable wasical cancer diagnosis and treatment at

the few selected public hospitals.

It represents the schematic diagram showing thatioeship between the independent

variables and the dependent variable.
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Figure 1: Conceptual framework
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2.6 Summary of Literature Reviews

The Literature reviewed looks at factors affectoggvical cancer diagnosis and treatment in
the developed and developing countries. It giveswrview of how level of awareness of
healthcare workers, cost of diagnosis and treatraadtavailability of healthcare facilities

can affect cervical cancer and diagnosis.

The literature reviewed has indicated the imporakicowledge of healthcare providers on
cervical cancer diagnosis. Information obtainedrfrthe healthcare personnel is key for
cancer diagnosis and treatment and little or nok@dge on the healthcare worker can affect

the outcome of the treatment and diagnosis.

Treatment and diagnosis of cancer is costly topient as there are other indirect costs
associated costs and the poor are at a higheofidking from the disease. Early diagnosis

and treatment can prevent the deaths.

Finally the access to healthcare facilities hasnflmence in cervical cancer diagnosis and
treatment. This study therefore sought to bring mfiobrmation on the situation in the

Mombasa County to show if these generic problenst.ex
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction

This chapter presents the methodology that was tasealry out the study. It gives a detailed
analysis of the research design, the target papualathe sampling design, sample size

determination, data collection tools and data aislechniques

3.2 Research design

The research project was carried out in the heafititutions at the Mombasa County. The
research record included both qualitative and qtaive approach. The data was obtained
from the Likoni sub district hospital, Port Reitstict hospital, Tudor district hospital and
the Coast Provincial General Hospital all being andjospitals in the Mombasa County.
Primarydata was obtained within a ten days. Health Recofrdp to five years was followed
up. The study sought to show how the level of awarenésise healthcare workers, cost and
unavailability of healthcare workers affects ceaVidiagnosis and treatment within the
Mombasa County. The study employed a descriptiwesesectional survey design on doctors
and nurses working at the selected governmentrhéatdtlities in the County. According to
Lovell and Lawson (1971) descriptive research inceoned with conditions that already
exist, practices that are held, processes thatoageing and trends that are developing.
Descriptive survey was most appropriate for theppse of study was to create a detailed
description of the issue (Mugenda & Mugenda, 198@scriptive survey design was used
on the doctors and nurses in order to keep the aumbstudy subjects manageable while
enabling the investigation of the population byestdd samples to analyse and discover
occurrences.(Creswell 2003) and (Best and Khar4)200

3.3 Target population.

The target population was 300 professionals conmgyisf doctors, nurses and administration
personnel working in the Tudor district hospitad)2Likoni District hospital (15), Port Reitz
district hospital (55), and the Coast Provinciah&eal Hospital (210) within the Mombasa
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County. The doctors and nurses working in the M@H@inics and gyaenaecology clinics
were targeted because of the nature of the conditiat was being investigated. All carders
of nurses and doctors were questioned provided Waked in the maternal child health

clinics and the gynaecology wards. The study didmxude patients.

3.4  Sample size and sampling Procedure

The sample of the study was drawn from doctorsramdes working at the Likoni District
hospital, Tudor District Hospital, Port Reitz hdspiand Coast Provincial General Hospitals

through stratified sampling procedure.

Bartlett, J. E., Il, Kotrlik, J. W., & Higgins tablwas used to determine the sample size.
Categorical data assuming alpha levels of .1000501. The margins of error used in the
table are .05 (Bartlett et al., 200T)he total population of nurses and doctors workimg
MCH/FP and gynaecology clinics and wards selectepital in Mombasa County was 300;
hence from the table 169 nurses and doctors gaateyl in the study.

Stratified sampling was suitable because it fornsesleral segments or strata. Random
sampling was then selected from each stratum. Tivere four strata made up of the four

different hospitals.

3. 4.1 Sample size distribution table

Hospital Target pofation (doctors& nurses) Sapfe size
Coast general hospital 210 118

Port Reitz district hospital 55 31
Tudor district hospital 20 11
Likoni District hospital 15 9

Total 300 169
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3.5 Data collection methods and instruments.

To ensure objectivity and hence comprehensivendsshis study, both primary and
secondary data was used. The primary data whichcaléected by structured questionnaires
schedules for personal interviews. The Structureésfonnaires schedule was divided into
demographics, open and closed format to determiow healthcare workers level of
awareness, cost and availability of facilities hasnfluence on cervical cancer diagnosis and
treatment programs. The questionnaire as a datactioh tool allowed the researcher to
gather structured information from the respondelttelso made analysis easy due to the
structured information in it. Interview guides weradministered on the hospital
administrators in order to compare and verify wifiormation from the questionnaires.
Secondary data was gathered from various sourcels as past literature, publications,

internet and government documents.

3.6 Data collection procedure

Once permission to carry out the research wasmddarom the County Director of Medical

services, the researcher was able to visit sanfpbsgitals. The structured questionnaires,
interviews were administered personally by the asdeer and the assistant. The interviews
were conducted using an interview guide and inwblmete taking. In this study secondary
data was gathered from various sources such asitpastures, medical records, publications,

internet and analysis from the government documents

3.7 Validity and reliability of research instruments.

Validity is the appropriateness and usefulnesshef ibferences a researcher makes while
reliability is the consistency of scores or answiessn one administration of instruments to

another and from one set of items to another.

3.7.1 Validity of instruments

A pilot study was carried out in one the governmuepdpitals in town; the hospital was not

included in the sample size. Kombo and Tromp defimalidity of a data collection
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instruments as the accuracy or meaningfulnesseatuhical soundness of the research. It was
to measure of how well a test measures what itsupposed to measure (Kombo and Tromp
2006).The questionnaire was also done in a venplsinenguage that the respondents
understood. To overcome the challenges the questimwas designed such that there is

counterchecking of questions whose answers wilfywgreviously given answers.

3.7.2 Reliability instruments

The questionnaire was accepted as reliable theteydoward consistency found in repeated
measurements is referred to as reliability. (Caemiand Zeller, 1979). Retesting method will
be employed as it is less costly in determiningrétiability of the data collecting instrument.

The response of each participant is expected foatelthat the tools will be appropriate and
could be used in future. The purpose of the pilothg is to remove any irrelevant question
items and focus the questionnaire so that the rigbtmation is collected. The outcome of

the pilot will then lead to the improvement of tlyiestionnaire and thereby ensure

consistency.

3.8 Ethical consideration.

Permission from the Provincial Director of Medic8kervices was sought for before
conducting the research. A copy of the same willpbevided to any respondent who

demanded.

Access and acceptance was sought from in the rdgpeastitutions through the hospital

administrators.

Participants were explained to the purpose of #mearch and the importance of their

responses towards the success of the research.

Confidentiality and anonymity was guaranteed as lmens instead of names will be used.

Informed consent was sought for from all responslent
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3.9 Data analysis and Presentation

The researcher used both quantitative and quabtatiethods to analyze data. According to
Kothari (2004), data processing and analysis isrile=d as the categorizing, manipulating
and summarizing of data in order to obtain answeresearch questions. Simple descriptive
statistics was used such as percentages as thenhadvantage of being easily understood

especially when making results known to a varidtseaders.

The results of data analysis were presented iegabl display the information obtained from
the respondents. The quantitative data collected stammarized and analyzed by using
statistical package for social sciences (SPSS)ore2) and exported to MS Word. Martin

and Acuna (2002) observe that the statistical Rgekar Social Sciences (SPSS) is able to
handle large amounts of data; it is time saving alsd quite efficient. The responses with
open ended items (qualitative data) in form of phgand words will be organised by
creating categories, themes and patterns relatesséarch questions (Mugenda & Mugenda,

1999). Chi- square test will run to test hypothesis

3.10 Operational Definitions of Variables.

Independent | Indicator Measure Data Scale Tool of
variables Collection Analysis
Method
Level of Education No. of healthcare| Questionnaires Nominal | SPSS
awareness | level staffg with and interviews.
certificate,
diploma and
degree.
Level of No. of workers
knowledge on who can each
cervical answer questions
cancer correctly.

diagnosis with
each treatment
undertaken.
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Cost of Cost No. of patients | Medical Nominal | SPSS
cervical chemotherapy| who can afford | (oorgs.
cancer chemotherapy,
diagnosis radiotherapy.
and
treatment
C,OSt of _ No. of patients
diagnostic who can afford
tests. diagnostic tests.
Other indirect Transport,
costs. caregiver.
Cost of Pap No. of patients
smear. who can afford
Cost of an Pap smear test.
admission
bed.
Availability | Threatres. No. of operating | Checklist. Nominal | SPSS
of theatres.
Healthcare Field visits.
facilities. Laboratory llc\lo._ | .ct).f laboratory
acilities. i i
facilities. Questionnaires.
o No. of
Examllnatlon admissions.
machine.
No. of
examinations
tables.
Cancer Chemotherapy No. of patients | Questionnaire | Nominal | SPSS
treatment who come for
and chemotherapy. | Medical
diagnosis i
g Radiotherapy | no. of patients records.
Surgery who come for

Pap smear tes

radiotheraphy.

No. of patients
twho come for Pap
smear test.
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CHAPTER FOUR
DATA ANALYSIS, PRESENTATION AND INTERPRETATION
4.1 Introduction

In this chapter, the analysed data is presenteelttieg with relevant interpretations. The
objective of the study was to assess the levelwdHreness of the healthcare workers on
cervical cancer and treatment; to establish how aod availability of healthcare facilities
affects diagnosis and treatment of cervical canté&ne Mombasa County. The findings have
been presented in four parts: Demographic charatitsrof respondents, awareness levels of
the healthcare workers, cost of diagnosis andnresatt and availability of healthcare facilities

and hypothesis testing.

4.2 Response rate

The study initially targeted one hundred and siige respondents which included four
hospital administrators from each facility, howewaty one hundred and sixty four were able

to respond. This included the four hospital adniatsrs.

Table 4.1: Response Rate.

Number of respondents ActuaNumber interviewed

Thatere to be interviewed

Tudor district hospital 11 11
Likoni District Hospital 9 9
Port Reitz District Hospital 31 31
Coast Provincial General Hospital 118 113
TOTAL 169 164
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Table 4.1 shows that the research was conductiediirhospitals. A total of 164 respondents
including four Key informants responded. This gav@7% response rate. The good response
was attributed to the effectiveness of the datéectihg instrument and flexibility in timing

of the researcher. Large percentage of data wéctad in the evening and at night.

4.3 Demographic characteristics of respondents.

The study was set to determine factors affectimyical cancer diagnosis and treatment at
the Mombasa County. The table summarises the bagkgrinformation of the respondents

of the study.

Table 4.2 Demographic characteristics of the redpots.

Respondents Frequency Perdage %
(sex)

Male 47 28.7
Female 117 71.3
Total 164 100
(Age)

Below 25 years 10 6.1
26-30 years 42 25.6
31-35 years 44 25.8
36-40 years 41 25.0
41-45 years 1 0.6
46-50 years 21 12.8
51 years and above 5 3.0
Total 164 100
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Respondents Frequency Perdage %
(Highest level of education)

Certificate 45 27.4
Diploma 99 60.4
Degree 20 12.2
Total 164 100
Doctor 14 8.5
Nurse 132 80.5
Clinical officer 8 4.9
Intern clinical officers 10 6.1
Total 164 100

From the table 4.2, 71.3 % of the respondents feenale majorly between 26 -40 years. On
the highest level of education, the larger majaaity Diploma holders with 60.1% with 12.2
% degree holders’ majority being nurses 80.5% hadést 19.5%. This shows that the study
targeted the right population of healthcare worlkethie County.

4 .4 Level of awareness

An analysis of the respondents’ level of awarer@ssvhat causes cervical cancer showed
that 30.5% knew the cause of the disease, 68.9d%nai know and about 6% giving no
response. On whether it is curable 70.1% strongbagieed, 25.6% agreed .The result
indicated a low awareness on cervical cancer dsigrand treatment. This is also consistent
with another study conducted in Nigeria and CamexocCatherine McCarey et al,
2011,Chizoma and Bola, 2012).
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Table 4.3 Level of awareness of the Healthcare arsrk

Respondents Frequency Perdage %
(Do you know what causes

Cervical cancer)

Yes 50 30.5
No 113 68.9
No response 1 0.6
Total 164 100

(Is cervical cancer curable?)

Strongly agree 5 3.0

Agree 42 25.6
Disagree 115 70.1
Strongly Disagree 2 1.2

Total 164 100

From table 4.3, the level of awareness is low siB8®% of the respondents did not know

what causes cervical cancer and about 70. 1% disdghat it was curable. This calls for

more awareness on the disease diagnosis and treemeng the healthcare workers.

The study was set to test the following null hymsils:

Ho =There is no relationship between level of awarengfsthe healthcare workers and

cervical diagnosis and treatment at the Mombasantyou

Alternative hypothesis
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H.= There is a relationship between the level of awass of the healthcare workers and

cervical cancer diagnosis and treatment at the Ms@aiCounty.

For this analysis, the probability level was sed.805.

Table 4.4 Chi-Square tests-relationship betweeel lef awareness of the healthcare workers

and cervical cancer diagnosis and treatment dvltrabasa County.

Value Df Asymp. Sig. (2-sided)
.000
Pearson Chi-Square 03%. 9
.000
Likelihood Ratio 3.866 9
Linear-by-Linear
Association 14,916 1 .000
N of Valid Cases 164

From the table, chi-square statistic is 34.041 cthiesquare has nine (9) degrees of freedom
and the p value is .000. The null hypothesis igateid since pJ 0.005 and alternative
hypothesis accepted. There is a relationship betwiee level of awareness of healthcare

workers and cervical cancer diagnosis and treatment

4.5 Cost of diagnosis and treatment.

On cost of diagnosis and treatment, the findingthefstudy revealed that the cost treatment

is high and not all patients are able to pay feirttreatment.
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Table 4.5 Cost of diagnosis and treatment

Respondents Frequency Perdage %

(Average Cost of chemotherapy per session)

Below KSh1,000 3 1.8
Between KSh1,001-2,000 23 14.0
BetweenKSh2,001- 3,000 38 23.2
BetweenKSh3001-4,000 8 4.9
Between KSh4001-5000 63 38.4
AboveKsh 5000 27 16.5
No response 2 1.2
Total 164 100

(Are the patients able to pay)

Yes 2 1.2
No 153 93.3
| don't Know 9 55
Total 164 100

From table 4.4 the study revealed that cost ofsession of chemotherapy was variable with
63 of the respondents showing between Ksh 4001;588% showing between Ksh 2001-
3000, 27% above 5000 and 23% revealing between €M -2000. These variations in
prices are mainly because of the nature of comibimatof chemotherapy drugs given to

different patients according to American Canceri@yq1989).
The study tested the following hypothesis

Ho, =There is no relationship between the cost of tneat and diagnosis and the patients

diagnostic and treatment status at the Mombasat¢Zoun
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H,= There is a relationship between cost of cervieaicer diagnosis and treatment and the

patient’s ability to pay for the treatment at therkbasa County.
For this analysis, the probability level was 2€2.805.

Table 4.6 Chi square Tests-relationship between ebsliagnosis and treatment and the

patients diagnostic and treatment outcome.

Value df yisp. Sig. (2-sided)
Pearson Chi-Square 29.913 12 .003
Likelihood Ratio 23.562 12 .023
Linear-by-Linear Association 7.613 1 .006
N of Valid Cases 164

For the table 4.6, chi square statistic is 29.918,chi square has 12 degrees of freedom and
the p value is .003. Since the p value is less {2306) we reject the null hypothesis and
accept the alternative that there is a relationbleippveen the cost of cervical diagnosis and

treatment and the patient ability to pay for tleatment.

4.6 Availability of Healthcare facilities.

On availability of healthcare facilities many steslihave shown that most developing
countries are lacking facilities to adequately figarvical cancer (National Assembly, 2011).
The findings revealed that there are inadequatditiee for diagnosis and treatment of
cervical cancer patients at the healthcare fagglitiThe findings also revealed that there are

inadequate patient examination rooms and admidsds for cervical patients.
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Table 4.7 Availability of healthcare facilities

Respondents Frequency Percentage %

( No of patient examination rooms)

One 8 4.9
Two 39 23.8
Three 57 34.8
Four 9 5.5
Above five 50 30.5
None 1 0.6
Total 164 100

(No of admissions per day)

Below 10 119 72.6
Between 11-20 44 26.8
No response 1 0.6
Total 164 100

From table 4.4 the study revealed 34.85 of thdifiesi had three examination rooms, 23.8%

had two and 30.5% had above five. The above five aveinding in the main tertiary hospital

only. It is evident that the facilities in the htbalare institutions are inadequate to admit

cervical cancer patients. This is shown by 72.6%wwéeen admission responses.

The study tested the following hypothesis;

Ho, = There is no relationship between availabilityhefalthcare facilities and diagnosis and

treatment of cervical cancer at the Mombasa County.

H; = There is a relationship between the availabdithealthcare facilities and  diagnosis

and treatment of cervical cancer at the Mombasantyou



Table 4.8 Chi-square Tests- Relationship betweaiiahbility of healthcare facilities and

diagnosis and treatment of cervical cancer

Value df Asymp. Sig. §Rled)
Pearson Chi-Square 249 10 .000
Likelihood Ratio 73.020 10 .000
Linear-by-Linear Association 1487 1 171
N of Valid Cases 164

From table 4.8, the chi-square statistic is 219.746 chi-square has ten (10) degrees of
freedom and the p value is .000. Since the p vialless than the 0.005 the null hypothesis is
rejected and the alternative hypothesis acceptdebrel is a relationship between the

availability of facilities and diagnosis and treaimh of cervical cancer.

4.7 In depth Interview Guide for Key informants.

In-depth interviews were conducted on four hosgtihinistrators to find out their views on
factors affecting cervical cancer diagnosis andtinent in selected public hospital facilities.
This was useful in drawing out information not eaptd by the questionnaires. The
information from the informants revealed that awases of cervical cancer treatment and
diagnosis was inadequate among the healthcare wvgorkde need for creating more
awareness was raised in all four facilities. Majodf the informants cited cost of treatment
as being a challenge to the patients. This impauwtgetively on their health status, many left
with no option but to wait to die. About the issafdfacilities it was a general challenge in all
the four health care facilities. There were no Bayear tests services in three out of the four
facilities. Examination rooms were limited in ahet four facilities. All cervical cancer
patients in three out of four facilities were bemeferred due to unavailability of facilities to
take care of cervical cancer patients. They sugdebetter screening and vaccinations

campaigns which would lower the mortality levelstod women.
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CHAPTER FIVE

SUMMARY OF FINDINGS, DISCUSSION, CONCLUSION AND
RECOMMENDATIONS

5.1 Introduction

This chapter sums up the findings of the reseaoctiines the implication of the study
findings, Discussions and conclusions based ondbkearch findings, recommendations and

other suggestions for further research.

5.2 Summary of findings.
5.2.1. Level of Awareness on Cervical Cancer

The first objective was to assess the level of eness of the healthcare workers on cervical
cancer and diagnosis. The findings revealed th&b @@ the respondents were diploma
holders with 27% and 12% being certificate and dedrolders respectively. Majority of the
healthcare workers in frequent contact with theepas are nurses having an 80% response
rate. There were very few doctors (8.5%) availablethe facilities with several intern
clinicians. The null hypothesis was rejected . alternative hypothesis was that there is a
relationship between the level of awareness ofhisalthcare workers and cervical cancer

diagnosis and treatment was accepted.

5.2.2 Cost of Diagnosis and Treatment

In examining how the cost of cervical diagnosis airdtment affects the ability of the patient
to pay for the treatment, the findings revealed tha cost of one session was between Ksh
2000 and Ksh 5000. The study revealed that onl%ol102 the patients are able to pay and
more than 93.3% are not able to pay for thesenatis. The null hypothesis was rejected
and the alternative that states that there is aioelship between cost of cervical cancer

treatment and the ability of the patient to paytfa treatment was accepted.

35



5.2.3 Availability of Health Care Facilities

The final objective was to establish how availapibf healthcare facilities affects cervical
cancer diagnosis and treatment. The study revelaggdhere are less than ten admissions per
facility due to the unavailability of the faciliseto examine and accommodate cervical

patients.

The null hypothesis was rejected and the altereaticcepted stating that there is a
relationship between the availability of healthctaeilities and the diagnosis and treatment

of cervical cancer patients was accepted.

5.3 Discussion.

In terms of level of awareness, 63.4% percent ef réspondents were not aware of the
causes of cervical cancer. These findings are lgioskated with those dCatherine McCarey

et al (2011) that revealed that lack of awarenaseng healthcare workers is the prime

barrier for access cervical cancer prevention. Aeotstudy done by Chidzoma and Bola
(2012) found out that many patients were eageedonl about cervical cancer and screening
methods but information was simply not being givEime hypothesis test carried out revealed
that there is a relationship between the level whraness of the healthcare workers and
cervical cancer diagnosis and treatment. Theseltsesoncur with those of Urasa and

Darja(2011) who found that there was a signifiasgociation between knowledge levels of

cervical cancer and disease transmission.

On cost of cervical cancer diagnosis and treatnitemias shown through the study that,

diagnosis and treatment was costly and most pat@ntld not afford it. These results concur
with the National cancer Institute-France (2007)ichrevealed that financing cancer

treatment was a major challenge for both devel@etideveloping countries The hypothesis
test carried out was accepted. It revealed thaé tisea relationship between cost of diagnosis
and treatment and patients ability to pay for tleatment. The findings were closely related
with those of the D, Penick (2011) that showed gmewple delay or refuse treatment due to

high associated costs.

The final objective was focused on availability hifalthcare facilities. It was revealed that

most of our healthcare institutions do not havegadée facilities to take care patients with
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cervical cancer as explained by the National Assel@®11). The hypothesis test carried out
revealed that there is a relationship between aviitly of healthcare facilities and diagnosis
and treatment of cervical cancer. This finding wisely related with Pezzatini, Marino et al

(2007) which showed availability of can affect thiagnosis and treatment of the patients.

5.4 Conclusions

Based on the findings it can be concluded thatntiagority of the healthcare workers in
contact with patients are nurses. Those more th&f% of the healthcare workers have

inadequate knowledge on cervical cancer and diagnos

It can also be concluded that the cost of diagrasiktreatment of cervical cancer is high and

many patients cannot afford to pay for it.

Additionally, it can be concluded that the healtieceacilities are inadequate for the care of

the cervical cancer patients.

Finally, it can be concluded that there is a retahip between the variables for which
hypotheses has been tested on the factors affecéingcal cancer patients diagnosis and

treatment at the Mombasa County.

5.5 Recommendations

The following recommendations have been put forwardhe researcher based on findings

from the study:

1. Itis the recommendation of the researcher thah&adthcare workers be sensitised on
cervical cancer diagnosis and treatment. The nutmesg the majority of the
healthcare workers should be trained and equippédkiwowledge on cervical cancer
diagnosis and treatment.

2. The government should initiate awareness progranmd cheap and affordable
chemotherapeutic drugs should be made availalaé patients.

3. The healthcare facilities should be upgraded tehihe basic equipment and facilities

able to take care of cervical cancer patients aatetyu
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5.6 Areas Recommended for Further Research

The study focused on factors affecting cervical ceandiagnosis and treatment at the
Mombasa County only. Similar comparative studiagd@de carried out in other Counties. A

study could also be done to examine the privatéditias within the county.

Further study can also be done to get the direati@p of the cervical cancer patients
themselves.
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APPENDIX 1: Letter of Transmittal
MARY SELESA ONDITI

P.O. BOX 82887- 80100,
MOMBASA.
17" JULY, 2013
THE COUNTY DIRECTOR OF MEDICAL SERVICES,
P.0.BOX -00100,
MOMBASA.
Dear Sir / Madam,

RE: PERMISSION TO CONDUCT RESEARCH.

| am a post graduate student at the UniversitMaifobi pursuing a Masters of Arts degree
in Project Planning and Management (MAPPM). As pégartial fulfilment for the degree |
am required to carry out a research. My topic oflgtis on ‘factors affecting cervical cancer

diagnosis and treatment in selected public hdspitathe Mombasa County.

I would like to request for your permission to gaout the research in the healthcare facilities
in the Mombasa County. The research will involveeimiewing of Healthcare workers in the

health centres in each constituency. The informasiotained will be used purely and solely
for academic purposes and will be treated with wtmaonfidence. Names or any other

personal details shall not appear in the report.
I look forward to your kind and favourable respanse
Yours faithfully,

Mary Selesa Onditi
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QUESTIONNAIRE
INTRODUCTION

My name is Mary Selesa Onditi, a Master of Artsdstut at the University of Nairobi,

Mombasa Campus. | am conducting a research onréaatfecting cervical cancer diagnosis
and treatment in selected public health faciliaeshe Mombasa County. The findings of the
study will be used to create more awareness onoatreancer and to create the need for

more affordable treatment and facilities.
CONFIDENTIALITY AND CONSENT

You have been randomly selected to participatehi $tudy. Consequently, with your
consent, kindly respond to this questionnaire. Waild/ like to assure that the information
that you share with us will be treated with stmcinfidentiality. Your name will not be
written on this form, and will not be used in coatien with any information that you give.
You do not have to answer any question that yownalowant to. However, your honest
answers to the questions will be highly appreciateuklping us understand better the factors

hindering cervical cancer diagnosis and treatmetiteaMombasa County.

Would you be willing to participate?

Please fill in an answer or tickas appropriate.

Section one: Background information

1. Gender
(1) Male......... (2)Female.........

2. Age
a) Below25years ...l Q)
b) 26-30years ... (2)
c) 31-35years . 3)
d) 36-40years ..l (4)
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e) 41-45 years cieeneenn(D)

f) 46-50years ...l (6)
g) 51yearsandabove  ........... (7
3. Highest level of education attained:
a) Secondary School  ............ (1)
b) Certificate U %))
c) Diploma v (3)
d) Degree 4)
e) Others (specify)  .oiiiiiiiienen. 5)
4, Occupation:
a) Doctor Q)
b) Nurse (2)
C) Others (specify) ...oiieens 3)

Section 2: Level of Awareness.

1. Do you know what causes cervical cancer?
a) YES ... (1)
b) NO . 2
C) I don't Know ............ 3)
b) If Yes above please state,  ..........oooocceeeeeiiivieeeiis
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Is cervical cancer curable? (Please tick youstrappropriate answer)

a) Strongly agree ............ocoevvienn, (2)
b) Agree ......oeiiiiiiiiiiiieee(2)
C) Disagree ...........ccoevvvuenene 3)

d) Strongly disagree...........(4)

3. Section Three: Cost of cervical cancer diagnosed treatment.

1. What is the cost of screening @ahcancer?
a. Below KSh500 ...l (1)
b. Between KSh 501-1000 .......ccceeeee. (2)
C. Between KSh 1001-1500  ................. (3)
d. Between KSh 1501-2000  .......ccceeeenee 4
e. Above KSh 2000. ... (5)
2 What is the average cost of one session of ctierapy?
a. Below KSh 1,000 ........... (1)
b. Between KSh 1,001-2,000 .......... 2)
C. Between KSh 2,001- 3,000 .......... (3)
d. Between KSh 3001-4,000 ........... 4)
e. Between KSh 4001-5000  ........... (5)
f. Above Ksh 5000 ... (6)
3 Are all the patients who use the facility aldgay for the chemotherapy?
a) Yes ... Q)



b) No ... 2)
c) Some ... (3)

d) | don’t know .......... (4)

Section 4. Availability of Healthcare facilities.

1. How many patient examinations rooms do you havéhis facility. (Please tick

where applicable)

a) 0ONe i (2)
b) TWO i (2)
C) Three ..o (3)
d) Four 4)
e) Above five (5)
f) NONE ooviriieei (6)
2. How many cervical patients do you admit per day?
a) Below10 ... (1)
b) Between 11-20 ........ (2)
c) Between 21-30 ... 3)
d) Between 31-40 ... 4)

e) Above 40 ...
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Appendix 3: Key informants interview guide.

| want to thank you for taking time to meet with toelay. My name is Mary Selesa Onditi, a
Master of Arts student at the University of NairoMombasa campus. | am conducting a

research on the factors hindering early cervicateadiagnosis and treatment.

This interview should take about an 30minutes te baur. | will be taking notes to avoid

missing on any of the comments you will give.

All responses will be kept confidential and for edtion purposes only. All information you
will give will not identify you as a respondent. Yalon't have to talk about anything you

don’t want to and you may end the interview at paint.
Do you have any questions on what | have just éxpdi?

Are you willing to participate in the interview?
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Appendix 3: Informant Interview Guide
1. What are general challenges of patients wkib wour facility with cervical cancer?

2. How competent are the nurses and Doctors in fgmility in dealing with cervical
cancer patients?

3. What challenges might they be facing when dgaliith the cervical cancer patients?
4. How have the challenges influenced the diagrasistreatment of the patients?
5. What is the cost implication on the family amdtbe patient living with cervical
cancer?
6. In your opinion, what can be done to help thisation?
7. What are the common challenges facing your taldaicility?
8. What is the impact of the above (8) on the padisuffering from cervical cancer?
9. In your opinion what can be done to improveditgation at hand?
. By the government?
. By the institution?

. By the society?
. By family?

10. Before we close, is there anything else youlvaant us to add?

Thank you for your time and input.
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