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OPERATIONAL CONTEXTUAL DEFINITIONS 

1. Quality Of Life (QOL) 

2. 

The value a p rson pi c s on "life" with regard to his/ her physical, mental, 

socl I nd n u I w 11-b lng and the ability to carry out tasks or roles 

o hi/ h r pos1tion in society. 

u II 

h e are the expressions of dis-ease/stress or evaluable outcomes or 

simply effects of the disease or its treatment, such as pain, nausea, 

vomiting, inabilities, disabilities, disfigurement, insomnia, debilitation, 

fatigability, diminished self-care and disruption of work and family roles. 

These issues commonly manifest emotionally as fears, anxiety/worries, 

depression and stigma related to uncertainty around the cancer experience 

i.e. social isolation associated with gynecological cancer due to, at times, the 

foul-smell lesions, and concerns with (femininity), fertility and sexuality. 

3. Domains - compartments of the person 

These are the global dimensions of well-being or otherwise with respect to 

physical, psychological, social and spiritual states. 

Physical domain 

Is the structural composition of the body's physical and functional state. 

Changes in this domain can be caused by or influence treatment for 

example pain, fatigue, appetite and weight changes, sleep changes, 

changes in body features, appearances, menstrual changes and 

functional dys unctions. 



ii Emotional domain 

This domain encompasses features related to the 'mind' that 

common! 

dn 

nd pr ssion in symptoms of anxiety, mood changes, 

OCI d with the perceptions in the body image and 

Ill oci I domain 

This functioning of the social domain is captured through expressions 

in relationships with spouses, peers and in interactions with the 

environment and social support as well as the financial issues related 

to the disease and treatment process. 

iv Functional domain 

The ability to perform or carry out activities to the level of one's 

satisfaction. 

li 



STUDY VARIABLES 

i) Independent v ri bl 

D r cterlstl cs: -

A uc 1on, marita l status, Income, ethnicity, religion 

p o ·cancer 

Stage of disease 

Treatment modality: -

Surgery, chemotherapy, radiotherapy, combinations 

ii) Dependent variables 

Qua li ty of li fe outcome/ issues in terms of the domains: -

Physical , emotional, social and functional 
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ABSTRACT 

Background 

Gynaecologic and br t m lignancies are certainly the commonest forms of 

cane r In wo ny . For a long time the focus has been on clinical 

m n o c nc r but now Quality of Life (QOL) is emerging as an important 

h lth ou com hlch requires to be Incorporated in the holistic management of 

p tl nts . There are very few African studies that have investigated QOL issues. 

Objectives 

This study set out to determine the quality of life issues of women with 

gynaecological and breast cancer; and establish the roles of an oral interview and 

that of an established QOL instrument - Functional Assessment of Cancer Therapy 

(FACT), in assessing the QOL of the women in the Kenyan setting. 

Study Area 

The study was carried out at the two national teaching and referral hospitals in 

Kenya, Kenyatta National Hospital (KNH) and Moi Teaching and Referral Hospital 

(MTRH), three Provincial Hospitals and four Hospices during 2006-2008 . 

Study Design 

This study was a cross-sectional survey conducted using a quantitative and 

qualitative design . 

Materials and Methods 

T o assessment tools were administered to participants aged 18 years and above, 

ith a documented histological diagnosis of gynaecological or breast cancer.An 

lntervi was conducted wl h each patient pr or to administra ion of the validat d 

Func ion Ass ssm n of Cane r Th rapy (FACT) qu s lonnalr • In dd1 ion n 

uld us d o g d In orm ion rom p tl n ' 

nc . 0 conduc d u n SPSS on 



between patient characteristics and cancer diagnosis, and its staging were 

examined using cross tabulations. Multinomial regressions were used to identify 

significant association b tw n patient characteristics and cancer diagnosis. The 

quality of lif I u n lfl d by calculating the percentage of patients giving 

ch o h lk r scale ratings. A multlvariable regression model was 

th n run o ch u li y of life issue. Deductive analysis based on HRQoL domains 

w u d to identify themes describing patient perception of QOL. 

Results 

Out of the 27 QOL issues in the FACT-G tool, 14 were important issues for Kenyan 

patients. The leading quality of life issues among the 394 patients with breast and 

gynaecologic cancers in Kenya are: worrying that condition will get worse (93.9%), 

lack of satisfaction with sexual life (84.1 %), losing hope (83. 7%), worry about 

dying (83.1%), lack of fulfilment in work (77.7%) and feeling nervous (77.4%). 

The issues in the emotional domain were most affected by cancer. Overall quality 

of life (FACT-G) was influenced by type of cancer and treatment modality (p < 

0.05). In comparison to FACT-G, which reported that emotional wellbeing issues 

were the leading QOL issues, content analysis of patient narratives identified 

functional and physical issues including pain as important issues and deductive 

analysis showed that patients perceived the term quality of life as having three 

Interrelated components: preserving pre-diagnosis capacities, a personal or 

individualised meaning, and effects of cancer. In addition, spirituality and positive 

living were identified as important factors in Kenyan patients' QOL. 

Conclusions and Recommendations 

Th ding quality of llf lssu s among K nyan om n ar In th mo ion 

dom In nd h c n b r m d d by nursln In rv n on nclud n providing 

hoi c p nd mph h p ycho- ocl I uppo hrou h 



counselling and patient education. The FACT-G tool captures general QOL issues 

but the qualitative analysis showed that future studies need to incorporate the 

positive living and spiritu I issu s which were important factors in Kenyan female 

cancer p ti nt ' n rr 1 , 

li 



CHAPTER 1 

1.1 INTRODUCTION 

There is growin lnt r t tn qu llty of life (QOL) as an important component of 

nursing c r n h lth c r . During the last two decades there has been 

comp 111111 n o complement the orthodox evaluation of cancer patients, in 

P rllcul r or r a ment, with an assessment of patient reported quality of life 

(QOL) related to cancer diagnosis, disease progression and treatment. 1
' 

2 

Furthermore there is demand for quality of life (QOL) research in nursing, 

especially in relation to cancer patients. 3 Of particular interest to nursing of 

cancer patients are the unresolved questions of what QOL entails, and how to 

measure QOL in relation to how cancer affects an individual's QOL. 4 Since 

nurses are primarily concerned with ensuring patients are comfortable and 

enhancing patient wellbeing, another focus of interest is how nurses can restore 

or improve an individual's QOL. Indeed, the concept of QOL and its assessment 

has been widely and sometimes controversially discussed. 5• 6 In developing 

countries the concept of QOL rarely receives any consideration outside the 

confines of teaching and conference venues. It is only in the last decade that 

papers have been published from Kenyan universities on the subject, an 

Indication of concern deserving in depth action.7
' 9 In fact Andersen in 1993 

published an article acknowledging a grave lack of research on quality of life and 

challenged institutions and study groups, to support QOL research for women 

lth gynaecological cancers. 10 

Qu II o llf Is d 1n d s a subj c lve v luatlon of th or 

h on ' II m In 

d cui • u AI rn I , QOL m con ld r d o II njo m n o I 



with regard to the individual's sense of well-being and ability to carry out various 

tasks. It is the extent to which an individual perceives herself as being able to 

function physically, ps ·chologic lly and socially. Thus quality of life may be 

view d 

con ld r 

d finltlon 

h v b 

tl f etlan or happiness with life in domains he or she 

o llow objective assessment of QOL, ail-encompassing 

h llo Individual components of quality of life to be delineated 

n proposed. 13 Health related quality of life (HRQoL) is a patient-

reported outcome that is usually measured using carefully designed and 

validated instruments such as questionnaires and interview schedules and core 

components of the multidimensional HRQoL assessment include physical, 

functional, psychosocial or emotional and functional or occupational domain. 14
' 

15 

The HRQoL approach is used to study QOL issues in the current study. 

In general, QOL issues can be grouped into domains and factors that affect the 

domains. 14 These issues can in turn influence, determine and be used as 

perceptions and measurements of one's values of life. These are some of what 

sums up as its issues or events that when one pursues, can reflect and express 

as happiness or otherwise in one's life, or contribute to what makes life 

enjoyable or constitutes happiness. In other words, if the issues or activities 

involved in physical, spiritual, social, psychological aspect of one's life are 

altered in the negative or contrary direction, then the quality of life is altered. 

Certainly the level of possible changes is related to age, life experiences, disease 

r a men and o her individual characteristics. Furthermore, it would be 

cone iv bl that th mp ct of QOL lssu s Is In u nc d by g ogr ph c I, cui ural 

nd . In yp o d 

cu om c n n u nc nd lin 



perceptions of QOL are embedded in cultural beliefs about what constitutes 

normality and health. 16 

Data and In orm 10n on th qu llty of life of cancer patients are necessary for 

purpo ny r as requiring enhancement or improvement. There 

lr v ry udi on the holistic impact of cancer among Kenyan cancer 

P tl n , nd association between demographic variables and QOL among cancer 

patients has rarely been assessed. 8
• 

17 The reasons for this relative lack of 

literature may be poor survival outcomes with current treatments as many of 

these cancers are diagnosed at an advanced stage, or a focus on breast cancers 

as the most common cancer in women. 18 However, women with gynaecological 

cancers survive longer with the new treatments and the advances in the field, 

and it is deemed necessary to evaluate the impact of the disease and its 

treatments on the lives of women with gynaecological and breast cancers. It 

may also help in defining standards for comprehensive quality management of 

gynaecological and breast cancer patients, in the local Kenyan environment. It is 

against this background of missing information that this study was conducted. 

The investigator therefore, focussed on patients already diagnosed to have a 

gynaecological or breast cancer in order to assess their quality of life, by 

Identifying issues that influence quality of life, and the areas in which these 

omen need further support. 



The existing definitions of QOL can be categorized as related to normal life 

happiness/satisfaction, achievement of personal goals, social utility or natural 

capacity. 20 The cat go ' r I t d to satisfaction/happiness seems best suited to 

serv s ocu in nUl n . 1 D spite the absence of a consensual definition of 

QOL, th r gr ement among QOL researchers today that QOL is 

UbJ c lv , lnclud s both positive and negative facets of life and is 

mult1d1m nsional. 2" Even if objective factors such as vomiting influence one's 

QOL, the perceived importance or in what way it impacts on QOL are 

individual. 20 To get the correct picture of an individual's QOL, the individual's 

perception about both positive and negative dimensions must be addressed. 22 

After reviewing the literature on QOL Rustoen/1 chose to base the study on 

Ferrans'20 definition of QOL: 'a person's sense of well-being that stems from 

satisfaction or dissatisfaction with the areas of life that are important to 

him/her'. This definition emphasizes the subjective perspective and takes into 

account both satisfaction and dissatisfaction. This definition of QOL further 

comprises four underlying domains: a health/functioning domain, a socio­

economic domain, a psychological/spiritual domain and a family domain.20 Thus 

QOL is defined as a multidimensional construct covering all aspects of life. 

Cancer can affect all these domains, and in order to maintain or improve QOL 

the nurse must bear all four in mind when dealing with cancer patients. 

Similar de 1nl Ions of QOL have been applied in the field of oncology, where QOL 

h s b n d n d s a p rsonal s ns of w 11-b ing ncompassing 

mul h t includ s phy c I, p cholo c I, ocl I nd 

p u I d m nslon . Thu h r rd o c nc r, qu II ncomp 



even a broad spectrum of issues including aspects of physical, social, cognitive, 

spiritual, psychological, emotional, and role functioning. In addition there are 

other factors influ nclng th s domains such as emotional distress. This has 

been not d to ommon In cancer patients, and includes problems such 

nxl ty, on, t r and uncertainty around the cancer experience. 23 

Ch 111 In n dom in can influence perceptions in other domains. 

Generally, it is perceived that the diagnosis of cancer is stressful not only to the 

patient but also those especially close to the patient. Usually, it is not just 

having the cancer that triggers off reactions, including psychological, but the 

implied connotations that may be attached to the disease, such as pain, 

disfiguration, hospitalisation, loss of work ability, concerns of health, family, 

finance, 17 and the fear of death. 24 Such factors have a negative effect on the 

person's self-esteem and can adversely affect the domains of the quality of life 

determinants. 

Quality of life framework 

Caplan25 provided a framework for applying the quality of life concept within 

cancer psychosocial research, dividing the concepts of QOL into three major 

dimensions: 

a) Physical dimension (physical) symptoms; treatment toxicity; body image, 

and mobility; 

b) Psycho-soc! I dim nslon (psychologic I symp oms); lnt rp rson I 

r I Jon h p ; h pp n s; plrl u I nd m nc llssu s); nd 



c) Wider dimensions (the individual's perception of QOL; cultural influences; 

political and philosophical dimensions and the time dimension). 

Body im g , I hou h h t ul of treatment toxicity, physical symptoms and/or 

lnv lv rn , should be, however, included in the psycho-social 

dlrn n, of 1 s effect on personality, behaviours and interpersonal 

r I t1 on hip o the individual. 

Caplan26 also stated that QOL is an assessment of the potential for growth. It is 

concerned with the difference between perceived and actual goals. It is the 

difference, at a particular point in time, between hopes and expectations of the 

individual, and the individual's present experience. This means that QOL is 

viewed as a complex abstract term that depends on the individual's experiences 

and expectations from his life. Thus, even within the same individual, QOL can 

fluctuate over time, because of developmental factors. A good QOL is usually 

expressed in terms of satisfaction, contentment, happiness, fulfilment and the 

abili ty to cope. 26 As a result, QOL is the perception of the individual about his 

li fe, because satisfaction with life, fulfilment or happiness are relative terms, and 

what makes somebody happy, satisfied or fulfill ed with someth ing does not 

necessarily prod uce the same feelings to somebody else. 

Description of the conceptual model 

Th percep ion of the stressor (stage I) is dlvld d into two distmct sub stag s, 

prim ry nd s condary ppralsal. 7• Th prim ry ppral I r o th 

y n ndlv du I Is In rpr lng h r ssor or h m n n o 

or I p rc d , h lndlv du I com od h 



it. This refers to the secondary appraisaiY In both stages social support is a 

highly influential factor, as it can provide the necessary resources for the person 

to enhance und rst n lng of th stressor, acceptance and a more positive 

outlook. 29 

Dutlr1 h roc o cognitive assessment of the stressor, socio-demographic 

nd d v lopmental characteristics of the encounter, such as ego structure, 

p rsonalit , age, education and past experiences can play a catalytic role in 

determining the degree and/or quality of the reaction (stage II). Increased social 

support and certain socio-demographic/developmental characteristics (i.e. higher 

educational level or history of effective coping with past stressful events), 

provide the basis for a healthier reaction. The degree of reaction to the stressor 

(life-threatening disease), is also very much dependent on the disease itself (i.e. 

its physical characteristics), as well as philosophical dimensions, such as the 

meaning of the situation to the individual,30 or the patient's views about death. 

Prognosis of the disease might be the most important aspect of the ill-health 

situation, giving us insight about the level of adaptability of the encounter in the 

next two stages (stages III and IV). For example, no matter how much social 

support or education is received by the encounter, it is more likely that a 

diagnosis of severe aplastic anaemia or a metastatic cancer, with a life 

e pectancy of a few months with conventional treatment, will lead to more 

s r psycho-social maladjus ment syndromes than an early diagnosis of 

curabl gyn cologlcal cane r. 



Coping is however one factor, which influences all the domains. The coping 

stage is the consequence of the encounter's reaction to stressor(s). Coping is 

the initiation of ego-m ch ni ms In order to defend the stressor. 31 Patients can 

use lth r or in tt ctlv coping mechanisms in dealing with a stressor. 

tm d s the use of an ego-mechanism leading to 

1d 1p lv n • U of more coping strategies is usually associated with better 

psycholo ic I functloningY· 33 Furthermore, stabilized illness or improvement of 

he lth is usually associated with use of positive ego-defence mechanisms, 

whereas deterioration of the health status is probably associated with a decline 

over time of the use of effective coping mechanisms. 

Through coping, the process progresses eventually to the degree of adaptation 

(stage IV). In this stage, specific components of life are contributing to the 

perception of QOL and thus, these components are responsible for adaptation. 34
' 

35 There are probably two groups of components influencing QOL: the primary 

components, including the physical, psychological and social dimensions of QOL, 

and the secondary components, including cultural, individual and spiritual 

dimensions. This division in primary and secondary QOL components was the 

result of patient's responses in recent studies : primary components refer to QOL 

domains which were mentioned by all or the majority of respondents in past 

studies, whereas secondary components refer to QOL domains which were 

mentioned less frequently by the respondents.36•3 

yslc I dim nslon r rs o tr atm n ou com s nd o lclt , d o 

nd pr nc o physic I ymptom , In h udy by 
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psychological symptoms, anxiety, mood changes associated with change in the 

body image. In the latter study, a considerable number of BMT survivors as well 

as survivors with h m tologlc I malignancies treated with conventional 

chemoth r py, clinical signs of anxiety, depression and body 

lm g ch n tn lly, he social dimension refers to interpersonal 

r l1tlon hlp nd oc1 I support, family relations and financial issues of the 

tr trn n process.25 Social support and family relationships were also found to 

affect the perception of QOL in recent studies/9
' 

39 justifying the influence of the 

social dimension to QOL in the present framework. 

After the dynamic and continuous exchange between disease-treatment and the 

psychosocial dimensions of QOL, there is the final stage of the process, the 

outcome. The outcome can be either adjustment or at least an acceptable level 

of QOL (defined in individual terms), or maladjustment. Outcomes are likely to 

be more favourable if prevention or interventions are applied at certain points of 

the process. Thus, it is suggested that prevention of negative occurrence can be 

achieved if applied between stages I and II, i.e. during the person's 

interpretation of the stressor and before any reactions. Assessment at this point 

can identify power-generating individual or environmental structures, which can 

be manipulated for the encounter's benefit. Education at this stage about what 

he individual patient can expect in the future regarding ill health may 

desensltise him/her and prevent or control future psycho-patholog cal 

manl s a Ions. I Is possible that arly ldentl tcatlon of malfunctton 

psychosocl s a his s g c n clllt b r pro sslonal 'h ndllng' o 

I u ion. 



Another common factor, which influences all the domains, is pain. Pain as a 

factor found common! as a physica l symptom affects the quality of life of 

women with adv nc d c nc r ."10 Other factors included that are key in 

depend ncy inclu xuality, psychological health and spirituality of 

wo n with oto lc I c ncer. 41 

How v r, here have been conflicting reports. Previous studies done on the 

quallt of life of women diagnosed with gynaecological cancer did not reveal 

much on perception as a major issue on quality of life in gynaecological 

oncology. Nevertheless, a lot more work on quality of life of breast cancer 

patients have been done worldwide. 

There have been documented aspects of these factors and domains locally. 

Although psychological aspects have been evaluated in studies in Kenya, the 

overall quality of life of women diagnosed to have gynaecological and breast 

cancer in Kenya have not been studied even though some of these diseases are 

a common cause of morbidity and mortality in women. 17
• 

42 

Worldwide however, issues of quality of life such as patients' reactions to cancer 

may vary remarkably depending on various factors such as age, education, 

socio-economic and ethnic factors,16• 3 cultural and religious beliefs,"" and 

practices. Culture and ethnicity influence health and illness, as i is the soctety 

tha d m s normality and health. Th se factors may h ve an Impact on h 

p ' d lly c lvitl s nd h r or quail y of II . In ddt ton, v rlous 

mod n , nclud ng upportlv c r h v 

mp on p nd oc I dom n o nd 



therefore its quality.45
• 

46 It is documented that anxiety and depressive 

symptoms are the most common forms of emotional distress in cancer 

patients,47 as pati nts p rl nc f ars, not only of the disease, but also its 

anticlpat d tr tm nt nd outcom 

Oth 'f c or uch , uncertainty about cancer and its management outcome, 

vok veral reactions. Uncertainty Is described as the inability to determine 

the meaning of illness related events or to accurately predict an outcome and 

can be influenced by many illness specific and individual factors. 48
' 

49 The 

consequences of uncertainty for ill adults include issues in psychological domain 

such as anxiety and depression, diminished self-care and disruption of family 

roles and relationships. so-sa These factors can be found in the domains of quality 

of life. 

1.3 QOL issues 

There are many issues related to QOL that involve and influence the major 

domains of individual wellbeing and other aspects of life. 14 These issues are 

enhanced or perceived differently by persons with cancer. 25
• 26

• 59 Cancer, 

regardless of the anatomic site involved, is a feared disease among most 

communities as it is usually associated with no cure and to many, implies 

Imminent death. In particular, cancer of the breast and the cervix are the two 

most common and most dreaded cancers, as they are generally known to be 

' Ill r dis ases' for worn n.60 For Instance, one major negative e ct of cancer 

s I In u nc on h I h tha dlr c ly Imp c s on qu II y o II . Th n tur o 

c nc su orrl nd h r mil 

r o c nc r I d uch on, nd m 
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foul-smelling lesions, while the nature of the disease requires long periods of 

hospitalisation.47 Cancer management also involves therapy-induced 

discomforts, and has m s lv financial implications on households. Due to the 

stlgm tt ch d a c n t, lh patient may experience feelings of guilt and 

nd self accusation, which have a ripple effect on the 

I nd ocl I domains, leading to issues of withdrawal, insomnia and 

f tl btlil . 1 Pain Is probably the most talked about issue among patients with 

advanced cancer and hence, the most feared symptom as many patients 

experience changes in the physical, psychological, and social domains due to 

uncontrolled pain, where pain medication is either not easily available or 

affordable.62 

Issues of perception emanating from cancer, weigh heavily on the patient and 

the family. Furthermore most of these cancers usually occur at middle age when 

most children may be grown-ups,60 have left home for various chores, or are 

married thus leaving the parents with "an empty-nest". This may lead to 

changes in one's life domains and additional concerns especially for women who 

are primary caregivers for family members whenever household members fall 

ill.7 The investigator was interested in finding out what issues influence physical, 

psychological/emotional and social dimensions that women with gynaecological 

and breast cancer could experience, once diagnosed with the cancer and have to 

live ith it. 

Also h d gr o hlch adults lth cane r c n und rs nd nd m s ns o 

r p nc , ml h d rmln o II th y djus o h phy lc I nd 



emotional demands of cancer and its treatment. The question is, are there 

underp ins for this theory in African/Kenyan cancer patients? 

On th oth r h nd, h r c lv d survival In gynaecological cancer patients is 

poor, n r considered to be an important outcome in those who 

d ·v lop h mo common forms of ca ncer. Studies have shown that quality of 

llf In c nc r pa ients is a significa nt predictor of survival, and therefore it should 

be considered as a clinical status that has to be established by those involved in 

the management of the patient before treatment starts. 63 Furthermore little is 

known about quality of li fe issues and their relationship to patients' physical, 

socio-economic, psycholog ical , spiritual status and individual characteristics in 

our setting. I am unaware of any studies that have addressed the quality of life 

issues in a purely African context and specifically within t he Kenyan 

environment . 

1.4 Gynaecological and breast cancers 

Gynaecological cancers are associated with special QOL needs, although to date 

little attention has focussed on this area. This state of affairs is mainly explained 

by poor prognosis associated with some of the gynaecological cancers such as 

the ovarian cancer, and the focus on breast cancer as the most common female 

cancer. Advances In the treatment of gynaecological cancers are promising and 

survival rates are increasing. Auchincloss et at discussed how gynaecological 

cane rs re assocla ed with social stigma, probably related to I s h storlcally 

poor prognosis nd s pr s nc In f mal s ual r spans nd r produc lv 

or n , o n I v ng om n h ns Cone n h 



sexuality, fertility, and femininity may be higher in this patient group compared 

to other female cancers. 

Among wom n, c n ot h br ast and the cervix are significant and are the 

c n ' In wom n worldwide. In the less developed parts of the 

world, h mo common cancers In women also follow the world pattern with 

br t c ncer leading, followed by cervical cancer, cancer of the ovary and 

corpus uteri cancer. 60 

In Kenya, much of the data on the incidence of cancer is mainly based on in­

patient records. A report by the Ministry of Health for 1996 to 1999 shows that 

neoplasms accounted for 2% of all hospitalisations, while 72% of all neoplasms 

were malignant. The report shows that cancers of the uterus, the cervix and the 

breast are the leading cancers by anatomic site. 65 

In most cases in Kenya, cancers are a major cause of death due to the late 

stages at which most diagnoses are made. While surgery, chemotherapy, 

radiotherapy, or a combination may be required as the means of treatment, 

some patients may only be able to benefit from palliative care. These modalities 

of treatment are however not widely available in the country. Kenyatta National 

Hospital in Nairobi is the only public institution providing Radiotherapy services. 

Cons quently, delays may occur due to the high demand for the service, in 

addition to the cost for the s rvice. Further delays could also be attributed to th 

socl I igm at ch d to c nc r, and h knowl dg , b I e s and I ud s bou 

mon indlvldu Is. Such d I y ould or n h pro no o h 



The other treatment modalities are however available at the National and 

Provincial hospitals of t he publi c sector, and some private hospitals where 

bl . It Is appreciable to note that palliative care has medical specialists r 

also grown Inc 0 lth th establishment of Hospices now in Nairobi, 

Elder t, Kl LH u, J'. ru, Ny ri and Mombasa. These hospices help provide 

p lll l 1 lv c r Including pain relief, to the terminally ill cancer and AIDS patients. 

1.5 BACKGROUND INFORMATION ON KENYA 

1.5.1 Geography 

Kenya is one of the three East African countries. It lies between latitudes 5 

degrees north and south of the equator and between longitudes 34 and 42 

degrees to the east as shown on the administrative map of the country as at the 

t ime of implementing this study. 
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variety of fruits and vegetables. These, with the dairy and ranching industries, 

and an abundant supply of fish from lakes and the Indian ocean, ensure Kenya is 

almost entirely s If su tci nt In its supply of food. 

A I typic I or m 

prod uc: co 

v lopin9 countries, Kenya's main exports are primary 

, tea, and pyrethrum, all subject to the fluctuations of 

th ln rn tonal markets. The single largest foreign exchange earner is tea, 

followed by the tourist industry and coffee. 

Administratively, the country is currently divided into eight (8) regions, namely 

the Central, Coast, Eastern, Nairobi, North Eastern, Nyanza, Rift Valley, and 

Western. These are further sub-divided into 47 counties. 

The country has about 42 different ethnic groups distributed throughout the 

country. 66 The major ethnic groups in order of decreasing numbers are the 

Kikuyus, the Luos, the Luhyas, the Kambas and the Kisiis. Linguistically the 

African population can be divided into four large groups namely Bantu, Nilotic, 

Nilo-Hamitic and Hamitic. Two th irds of the people are Bantu tribes. Included 

within this group are the Kikuyu, Luhya, Kamba, Meru, Embu and Kisli. The Luo 

tribe are from the Nilotic group. The Nilo-Hamitic tribes include the Kalenjin, 

andi, Masai, Turkana and Pokot tribes. These are largely semi-pastoral people 

although a few like the Nandi are also agriculturists . The Hamittc group forms 

only a small part of the population and these live mostly In the Northern and 

orth E s rn p rts of h coun ry. English Is h o ci I I ngu g whil 

h I I h n on I I n u g . Chr 1 n nd I I h m n r II ion 

In coun 



1.5.2 Demography 

According to the 200 popul tion census, Kenya's population was 38.6 million, 

having tripl d, rom 1 . million In 1969.66 The country's population is 

ch r ct rl u h ul popu lation, with 43% of the population being 

youn 1 t h r , which is typica l of a population with a high fertility and a 

d cllnln mort li .67 Only 4% of the population is 65 years and above. Thus, 

th · ge se structure of Kenya's population is wide based even though the 

percentage of the younger population (below 15 years) has been falling while 

the percentage of those aged 15-64 years has been increasing, and constitutes 

52% of the population. About 32% of the population lives in urban areas while 

the rest are ruraiY Urban centres in order of size and population density are 

Nairobi, Mombasa, Kisumu, Nakuru and Eldoret. 

1.5.3 Education and marriage 

Most Kenyan's have received some education, however, 13% women aged 15-

49 years have had no education at all, while more of Kenyan men ( 40%) tend to 

complete higher levels of education compared to women (29%)? 

51% of women are married by their 20th birthday. Age at marriage greatly 

increases with education. The women who marry early of en also give birth to 

mor children than those who marry late. The median age at 1rs sexual 

In rcours h s ris n rom 17.8 y ars In 2003 o 18.2 y ars in 2008/ 9 . 7 



1.5.4 Health care system and facilities 

Government health s ic s In Kenya are pyramidal in structure as the 

dispensari nd h fo1 m a wide base at the bottom with the sub-

di trict n h he middle, while the 8 provincial hospitals fall 

ju t low h o N ional Referral and Teaching Hospitals - the Kenyatta 

N tlon I Ho pi al being the oldest, and Mol Hospital developed in the mid 1990s. 

National Hospitals 

Provincial Hospitals 

District and sub-district hospitals 

Health centres and dispensaries 

There are approximately 3,500 health care facilities in Kenya, operated by the 

government, non-governmental organizations and private providers. Of these 

services providers, the government is the largest health care provider managing 

the majority (56%) of hospitals, health centres and dispensaries.68 

Is organization of h alth faclllti s facllltates the referral proc ss depending on 

m n g blllty o h h alth probl m, from h h al h c n r I v I throu h o 

Common n g d by ho 

d no I bu r r mor compl c 



such as those with cardiac problems and other chronic diseases including 

suspected cancers, to the medical officer of health at the district level. At the 

district hospital, n c ss r s rvl c departments such as Operating Theatres, 

Radiology nd tvic s, as well as specialist doctors, such as 

ob t t rlcl n, p 

Cur tlv , pr ventive and promotive health services are more widely provided by 

the team of doctors and nurses and other workers at the district level. However, 

these services do also suffer from such limitations as shortage of resources -

manpower, money and materials, thus necessitating referral to the provincial 

hospital where senior specialists should be available to handle the more complex 

problems such as cancers. Those patients with unmanageable problems at any 

of these levels are consequently referred to the National Referral and Teaching 

Hospitals where most specialists and the necessary technology are available. It 

is possible that the process of referral could delay the necessary management of 

a health problem. In addition a lot of the resources could be availed at the 

higher levels of the health system structure at the expense of availing basic 

resources at the base for basic health services in the control of most common 

ailments. 

1.6 Statement of the Problem 

Gynaecologlc and breast malignancies pose special ris s for quali ty of life. This 

Is so b caus o th m ntnl , cui ur I, social, and physical constr n ·s born by 

h or ns o h body. D spl c h yn colo lc nd 

m I gn nc h common onns o c nc n om n In ny , QO h 



not been resea rched in depth, with the bulk of research being devoted to 

curative interventions and prolongation of life. Reports in the literature have 

been conflicting, ith om tndl ng deterioration in QOL and some finding 

stabili ty or lmpro m nt ov r lm . Little has been documented about the 

Imp to v 1rl u 

on QO In 

m n , diagnoses, stages of Illness, and other risk factors 

p t n . Gtven the challenges and changes that women must 

c r diagnosis of breast and gynaecologic cancer, QOL issues are a 

p rticularl pertinent area on which to focus. 

Before drawi ng any conclusions regarding QOL, however, several caveats are 

important to note. First, it is important to utilize a well validated instrument to 

measure QOL in order to compare QOL in patients with gynaecologic 

malignancies to any other group of patients. In general, most current studies 

tend to do so69
-
71 applying various instruments none of which of which has been 

primarily developed and validated in African populations. Hence there is need to 

develop workable instruments or modes of assessing QOL in largely African 

settings . 

Second, due to t he relatively small number of gynaecolog ic cancer pat ients seen 

at any cancer centre, most of the research studies afore stated have grouped 

gynaecologic cancer patients into one group, as opposed to separating out by 

diagnosis making interpretation of the Impact of diagnosis on QOL dif tcult. 

Relat d to his Is th fact hat th ype o treatment may be r flectlve of stage of 

lo ). 
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have to be done cautiously and in the context of the disease stage. These need 

to be also staged in terms of QOL issues. 

p rt o th w h 

difficult to make based on research from other 

u hor Intended to investigate how relevant in this 

ttlng I o n in erview schedule for an open interview as compared to 

th rnor Wldel used mstruments like Functional Assessment of Cancer Therapy 

- General (FACT -G). 

There is little doubt that the measurement of quality of life is an increasingly 

important issue particularly in regard to treatment of severe and chronic 

diseases.72 In Kenya, among the hospitalised patients, cancers of the breast, 

the cervix and the uterus, are among the leading cancers by site, in women. 65 

Unpublished hospital based data and existing Kenyan cancer registries show that 

there is an increase in gynaecological and breast cancer morbidity and mortality. 

Many studies outside Kenya and the developed world have looked at major 

domains of quality of life (QOL) in cancer patients. This is so because QOL 

encompasses a broad spectrum of issues in cancer including physical, social, 

cognitive, spiritual, emotional and role functioning as well as psychological 

symptomatology. Several studies have honed in on the effect of pain and other 

common physical symptoms on specific disease and patients characteris ics. 

Th qu li o II o 

no bll h d, y 

p cui rly br 

om n 

h 

h gyna cologlcal nd br s c nc r In n 

r common m n 

I c nc d oc d I h o 



a high morbidity and mortality due to the late stage at which most women are 

diagnosed with the disease. 73 

The dlr n d or 

th t llt n 

1 on QOL In the Kenyan setting stems from the fact 

could b associated with a lack of awareness, cultural 

nd traditional practices that may hinder health-seeking 

b h vlou . I ,1 reported in some communities in Kenya for instance, that it is 

taboo for one to discuss issues regarding sexual activities or sexual organs in a 

public place. In addition, the availability and cost of screening, for example, 

mammography, are also hindrances that contribute to diagnosis of advanced 

disease. At these late stages, some of the women tend to die following diagnosis 

and treatment. Consequently, some women have been known to advise others 

not to go for treatment especially for breast cancer. It is pertinent to establish 

the existence of cultural beliefs, attitudes, and practices in relation to the 

cancers. 

Apart from breast and cervical cancers, other gynaecological cancers like ovarian 

cancer, endometrial cancer, carcinomas of the vulva and vagina, though not as 

common as the two major types of cancer, follow a similar pattern in diagnosis. 

With a late diagnosis, an effective curative treatment may be difficult to achieve; 

hence some patients may only require palliative management for alleviation of 

he symp oms Including pain. With Hospice care services being In the nascen 

s ag In Kenya, not many people ar aware of such servic s or abl to r ac.h 

(6) Hospic s rvic s Is In lrobl, Eldor , 

u u, ru nd 

QOL, h r or ould n d ppropr 

hould In 
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minimize the present situation of lack of knowledge of the cancers. 

Unavailability, inaccessibility, and unaffordablllty of the services may be some of 

the factors causing del s ln obt lnlng hea lth care. In addition, the beneficial as 

well as th ld at th modalities of treatment, for those women 

dl gno d In I 1 h n h y c n still benefit from surgery, chemotherapy, 

t tldlo h r 1 y or comb na ion, may not be well understood by many. Besides, 

r dlo h r p rv1ces for the general public are only available at Kenyatta 

Nationa l Hospital for the total Kenyan population; hence the overall impact of 

this situation on QOL is not available. 

Due to the lack of awareness of the diseases and their treatment modalities, 

women who may benefit from the services may therefore suffer a lot of 

psychologica l distress, in the form of fears and worries, emanating from the 

cancer and its treatment. For example, to many Kenyans, the word "surgery " 

implies "cutting" and possibly the removal of some of those important sexual 

organs. This cou ld imply a changed image for the woman who may feel like a 

"lesser woman". These could have direct impact on QOL, and hence the need to 

have them investi gated. 

Therefore this study intends to solicit evidence for interventions to manage 

af ects of the issues in order to improve quality of life in cancer patients. Given 

the but of literature available detailing the efficacy of various types of 

lnt rv n ions for pa ients a all pain s of the llln ss ra)ec:tory, it would s m 11 

consld r d no to provld th s s rvlces to cane r patl n s t th s point in h lr 

n ds or holt c car • Ind d, undocum n d In orm on In lndlc 



that this aspect of management of the elderly woman with a gynaecological 

cancer is required . 

It Is on th b o h th t udy Is deemed a necessary undertaking, for 

n h u II y ot life of women with gynaecological and breast 

c nc r , I c ors influencing their quality of life, and areas of life 

In whi ch th ne d further support, as no study has been done locally in this 

r . Th1s study is j ustifiable as the women with gynaecological and breast 

cancer should, continue to enjoy a valued and worthwhile life despite their 

disease. 

1.6.2 Rationale 

The manner in which women with gynaecological or breast cancer perceive their 

physical, psychological, social, and spiritual well-being, among others, has not 

been examined in Kenya. There is also no data on how women with 

gynaecological or breast cancer rate their quality of life. An understanding of 

these cancer patients ' perceptions should result in a more holistic management 

of the women with these cancers and enhance a better quality of life for them, 

regard less of the stage of the cancer. This would also form a basis to help 

women wi th cancer live a valued li fe . 

The guiding pr nclple at the heart of the pallia t ive care interven ion is the notion 

o quail y o II e. 74 The Kenya Health ser Ice sector has embrac d palliat1ve car 

sine 1990. Ho c lvl y o QOL Is no II lnscrlb d in h 

n n h I h provls on lng. Furth n s nd 

n rpr d cr p ton d Thu hrou 



patients know better the full scope of the health state they experience than 

anyone else. As the burden of cancer Increases, there is an overwhelming 

demand for quality c r o th c ncer patients. Since survival, in especially 

breast and c rvlc I c n poor In sufficient depth, quality of life should be 

con ld r d n lm n en 1c I tactor In patients who develop these diseases. 

How Import n is quality of life assessment in the era of increasing optimism in 

the effectiveness of combination therapy? For the moment, because it has been 

missing, it is perhaps a little less in our situation, but in the near futuremore 

people will be aware of real cure. It is obvious that more people are living with 

cancers than before, as there have been subtle shifts in the importance of 

quality of life in cancers. In conversation with the past and as recently as the 

1990's, cancers were accepted as being a terminal disease. Despite suffering, 

treatment side effects could be justified in hopes of 'being around when we have 

better medications'. Much of treatment was palliative care, for which quality of 

life should be primary. Since 1980, the availability of life-prolonging treatments 

has made durable suppression of cancer the primary goal of treatment.76 

However, an important secondary objective is to identify strategies that 

maximize quality of life. 77 In addition, since today's symptoms often trump the 

logic of future gains for individuals, quality of life is important in choosing 

regimens that are tolerable as well as effective. In the long term, when there are 

many effec ive treatments, maximizing quality-adjusted survival will arguably be 

the ul I mat goal of therapy. It Is hop d that there will emerge a new wom n 

blllty to pu Into p rsp ctive her ph sic I, psychologic I soc al nd 

p nd 



In the coming years, quality of life assessment can be used to answer questions 

in clinical care and health policy. At the level of the individual care giver, 

optimising quality of lif mong p tl nts will be essential to improving adherence 

with treatm n r lm n , nd h nc with prolonging overall quality survival. 

Mor o p 1d to Incorporating patient-reported data into the 

clinic 11 ncoun r o h 1 can be used to help direct treatment. 

Understanding the nature and prevalence of cancer-related disability, will help 

policy makers to plan for accessible, comprehensive and effective cancer care 

services. An important area will be development of policies that encourage 

people with cancer to return to work. Health-related quality of life measures can 

also serve as important tools in the evaluation of cancer programs and services. 

Periodic surveys will help to establish the extent of disability in people living with 

cancer, and help the health-care community design beneficial plans and care. 

Vulnerable subgroups to target include families and individuals with low literacy 

and education. 

When people with cancer live normal or near-normal life spans, the most 

important questions will be how to maximize their quality of life. In the 

meantime, quality of life will continue to be an important outcome in the 

evaluation of new and existing treatment strategies. Increased life expectancy 

dicta s extending consideration to dimensions of quality of life In the physical, 

socfal, mental and spiritual domains. Research ~ill be needed to evaluate th 

c lv n ss o th many m dlcal, psycholog cal and socl I In· rv nt on h 

d, quail rch c n mprov h qu llty 



of clinical cancer research and add to its value, thus helping to improve the lives 

of people with cancer. 

Considering th p I n llln proc ss, It is Important to assess the physical, 

psycholo lc I, piri ual domains. Assessment of these variables is 

uy r mor c ive planning of care and application of nursing 

lnt rv n ion such that 1f modelled, can provide a locally derived conceptual 

framework for the assessment and evaluation of QOL in cancer patients, and can 

help health professionals and nurses in particular, to develop their own 

assessment tools and plan care and or interventions based on such a holistic 

assessment. 78 

1.6.3 Significance 

This is a pioneering work in an aspect that is important to the persons sick with 

serious chronic diseases. The findings of the proposed study would generate 

new knowledge pertaining to the quality of life of women with gynaecological 

and breast cancer, as no local information, with regard to this area, is available. 

They would enhance the understanding of areas of need for improvement of 

quality life of the women by the service providers and caregivers. The results 

would help In identification of areas of life in which the women need more 

support, and hence, help in re-designing and planning for management of their 

car , for example, by inclusion of appropriate and adequate Information and 

couns lllng. 

ndln auld lso h lp In dr In pol c r rdin 
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is on the increase. They may also point out areas for further research on quality 

of life of cancer patients in Kenya. 

The present work ill com up with knowledge, which gives explanations for 

v nt or ph o L 1n the section of this population. Thus it will 

pr • •nt 1 c ppro ch, which aims at an overall understanding of 

p HtlClli r I u o QOL. Such understanding could assist nurses to improve 

pr ctlc nd the provision of care through assessment, nursing diagnoses, 

planning for interventions and evaluation of care. That is, research will come up 

with an assessment model of QOL based on a process influenced by physical, 

psychological, social and spiritual domains. This clearly is an assumption based 

on bio-psychosocial model of adaptation79 and the systems model.80
• 

81 The 

model will have been tested in our situation for possible adoption. 

At the moment there is no documentary interventional guidelines on issues 

regarding QOL in our health care systems. Several developed countries, 

particularly America and other agencies, have developed guidelines for instance, 

psychosocial care based upon results obtained through research like this 

proposal. The Canadian Association of Psychosocial oncology has published a 

book of standards, which details principles of practice, professional issues, and 

organisational structure of psychosocial oncology programmes.82 Guidelines 

regarding reatment of physical symptoms such as pain, fatigue are also 

developed. Effective management of a wide variety of these types of physical 

symp oms contrlbut gr atly to mprovlng QOL and ultima ly r due ng h 

d lopm n o ps chosoci I dis r ss. 



There are several hospices scattered about in Kenya providing services related 

to QOL, however, there are no specific interventional guidelines on handling of 

QOL issues. This will urth r nh nee the team's efforts to put life into their 

days rath r th n ju t tnto th lr life. In advanced cancers, the primary goal 

Is lmprov •d m In I evere cases intervention can be an essential 

conl( on 11 n ., umour therapy. Appropriate and timely interventionary 

m ur c n help maintain body features, reduce fatigue and stress in the 

are s of emotional, social and familial life to enhance well-being. Lifestyle 

changes can be part of preventive care strategies for recovered cancer patients. 

Care areas in this multidisciplinary background, can be best identified in studies 

such as this that involves QOL. The ability to improve the overall QOL should be 

a major objective of integrated cancer care. If the need for intervention is 

detected, the entire cancer team should work together, to devise a management 

plan that will both maintain the patients overall status and improve the patients 

quality of life. 

Unfortunately the state of the knowledge in terms of identifying, for example, 

psychosocial problems and developing practice guidelines in Kenya has been 

outpaced. Similarly, the capacity of health care system to deliver services in this 

ey area needs to be developed and recommended. While primary care staff are 

also overburdened and often overlook QOL issues, information and knowledge 

or he local scene is greatly deserved. So far, the result is that the proportion 

o pa l n s ho receive some car o Improve their QOL is negligible, and cannot 

s and o b coun d. Th ny h lth car syst m f c s slgnl tc n d llv ry 

n h nd m v 

mod I, I r on 



means, so as to comprehensively provide meaningful care to people afflicted by 

cancer. 

It Is the job o d I Jon 1 to llocate resources for treatment for different 

h m qually clear that uncritical use of patients 

unr' uch lon, as the basis of determining the public's value for 

lloc tin public resources, is not the answer. For the quality of life research 

community, the challenge is how to move beyond asking the public to value 

telegraphic health profile descriptions. For them, there is a strong need to define 

the QOL paradigm to make realistic use of patients percepts and values in their 

own language and use them to provide satisfactory services. 

1.7 CONCEPTUAL FRAMEWORK OF QOL ISSUES 

The basis of this framework is that QOL researchers have shown that there is no 

"gold-standard" instrument to measure QOL; hence one should carefully 

examine the underlying theoretical framework that supports the questionnaire in 

order to select "an appropriate and relevant questionnaire". 53 

For purposes of this study, the following framework has been selected as a 

guide. 
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1.8 General objectives 

1. To determine the qualit of life Issues of women with gynaecological and 

breast cancer in h "- ny n situation using oral Interviews and a quality 

of lif In ru n . 

p lfl obj c tv 

1. To bli h he influence of soclodemographic factors on the woman's 

qualit of life issues. 

2. To establish the influence of physical, psychological, social and emotional 

domains on the woman's quality of life issues in the Kenyan setting. 

3. To establish the quality of life issues of the women in relation to different 

types of gynaecological and breast cancer in the Kenyan situation. 

4. To establish the influence of different modalities of treatment for 

gynaecological and breast cancer on the Kenyan women's quality of life 

issues. 

5. To document the role of the Functional Assessment of Cancer Therapy 

(FACT) issues and oral interviews In assessing QOL in the Kenyan setting. 

1.10 Research Questions 

1. What is the perception of the term "quality of life" to the women with 

breast and gynaecological cancer in Kenya? 

2. hat are the quality of life Issues of women with gynaecolog cal and 

br s cancer? 

3. d mogr phic fac ors in u nc h quail y o li of f m I wl h 

br or yn colo c I c nc r? 



4. What is the influence of the physical, psychological, social, and spiritual 

well being on the oman's quality of life? 

in th quality of life of women suffering from the 

v rlou typ n ologlc I and breast cancers? 

How mod II 1 s of treatment Influence QOL of women with 

n n cological cancer? 

7. In ht et ing, how is the information and data gathered through an oral 

intervie different from that gathered using the FACT subscales in 

determining QOL issues? 



2.1 The burd 

2.1 .1 C n r 

CHAPTER 2 

LITERATURE REVIEW 

n r 

problem 

I h burd n orldwid is sig nificant and growing. Regardless of the 

It , c nc r m JOr disease burden. It is known to be causing increasing 

numb r o ne cases and deaths each year. 60 

According to the cancer incidence and mortality data for the year 2012, there 

were well over 14 .1 million new cases, over 8.2 million deaths and over 32.6 

million people over the age of 15 years living with cancer in that year. 60 Among 

the fema le popu lation worldwide, in the year 2012, cancer of the breast and 

cancer of the cervix were the most prevalent cancers with 1,676,633 and 

527,624 new cases of women being diagnosed with the two cancers during the 

year.60 Thus breast cancer takes the lead among female cancers with cervica l 

cancer taking the second posit ion . 

2.1.2 Cancer in developing countries including Africa 

In sub-Saharan Africa, the incidence of cancer of the breast and that of the 

cervix is significant with a recorded age standardized rate of 30/100,000 and 

3 .8/100,000 population respectively .60 

Approximately70% of the over 266,000 deaths that occur from cervical cancer 

v ry y ar, occur In d v loping countries. These deaths from c rvical cane r, 

no n o occur du o I c o or lnad qua scr n ng rvlc in mo 

d lop n coun rl In comp nson o h lop d orld cr n n 

no n o h I c nc r. 



2.1.3 Women's cancer in Kenya 

Cancer epidemiology in Ken a does not differ from regional estimates in Sub­

Saharan Africa or o h r d ' loping countries. While population based registries 

prov1d ccur ot c nc r burden these are rarely found in developed 

countrl u 0 

h 

con ralnts and competing demands within health 

the data are updated periodically. For example the 

mo t r c n publication from the Nairobi cancer registry is from 2006 and 2009 

for the Eldoret cancer registry. 84
' 85 Hospital based estimates are therefore 

commonly used in Kenya, where such data show that among all cancers, which 

accounted for 2% of all hospitalised cases, cancers of the uterus, the cervix and 

the breast were among the leading cancers by site. 65 

The data from Nairobi Cancer Registry on common cancers in females, indicate 

that breast cancer incidence was the highest followed by cancer of the cervix, 

cancer of the uterus and cancer of ovary. 84 

In a review of Nairobi Hospice data over a 10-year period, 1991-2000, it was 

found that breast cancer was the commonest followed by cervical cancer. 86 

Earlier reports had however shown, that cervical cancer was the commonest of 

all cancers of the genital tract, accounting for 70-80%?In a retrospective 

revie of cancers of the female genital tract and cancer of the female breast, for 

h per:iod 1969 - 1984, It was found that, out of 4305 histologically proven 

cane rs, c rvlcal cane r accounted or 59.2.%, cane r of th br as 2.4.9%, 

o ri n c nc r 5.9%, c rclnom o h vulv 3.6%, c rclnom o h 

dom rlum nd corpu u r 2. .1% nd 1. nd c clnom o 

• Vo. u n rll r d c 



taken the lead; breast cancer has become the leading cause of female cancer 

more lately . This may be because of a greater awareness on the part of both 

the patients and th h lth c r providers. 

Sam tu d lac lly had revealed that cervical cancer, the 

comrnor1 n olo 1c I cancer, is usually diagnosed late and is associated 

with hi h mor II y. 73• 8~his sad picture of late presentation for diagnosis also 

pplies generally to all cancers. Godia,86 found that patients who were 

attending the Nairobi Hospice, suffering from various cancers, were not aware of 

the initial signs of cancer hence ignored them and only sought health care when 

the signs persisted or worsened. This study, although based on in-depth 

interviews with eleven patients suffering from various cancers, generally 

supports the lack of awareness about the signs and symptoms and preventative 

action for cervical cancer, as shown by other locally conducted studies.90
-
92 

2.2 Cancer and the Quality of Life Issues 

Cancer, being associated with a poor prognosis is usually considered a terminal 

disease and hence triggers a lot of reactions particularly psychological distress. 

The quality of life of women with gynaecological and breast cancer is likely to be 

influenced by the type and degree of the cancer they have, and the treatment 

modalities used. In turn, the effects of the treatments are likely also to have an 

Impact on he women's physical , psychological, social and spiritual domains 

h nc th lr QOL. 

su h c h qu II y o II o rson I h dl r m lnly h 

d o h d In h c o c nc r 



usually it is not just having cancer that elicits problems, it is also the implied 

connotations that may be attached to the disease such as pain, disfiguration, 

hospitalisation, loss o ork lllty, disability and fear of death. 24 The ensuing 

respons .s d p nd on ho th Individua l deals with stressful situations and the 

n tur o h mpo d by the manifestations and course of the 

r m rk 

po ible that patients' reactions to cancer may vary 

In di erent parts of the world depending on age group, cultural, 

thnic, social, economic and educational factors. 43 In most countries, the word 

cancer is a recent concept and many local languages do not have the equivalent 

words for cancer. 

Previously, physicians avoided telling the patients their diagnosis because of the 

admonition that "he will kill himself if he knows he has cancer". 96
• 

97 However, 

accurate data on these issues including declaration of the diagnosis are scarce, 

and the risk of suicide as a result of discussing the patient's diagnosis with him 

seems to be exaggerated. 

Furthermore, there are other aspects of cancer that impact on the quality of life 

differently from other diseases. These aspects relate to the histological type, 

anatomical sites and the treatment of cancer, which may enta1l various 

combinations of surgery, radiotherapy, chemotherapy and supportive.45
• 

46
• 

9 
• 

99 

All th se have been shown to demand extensive psycholog cal and physical 

d p a ion to main ain good adjustment. · 97 For instance, it 1s nv sag d th 

I loss o h body part nd unctions mp s rlous cone 

or p n n ly. 0 h nd m ur 

p o d ole ju n r 



attain full return to the expected function and occasionally, a patient becomes a 

psycholog ical invalid despite cure of cancer. 100 The interpretation, for instance, 

that one is being giv n r dloth r py, to many people means that the outlook is 

poor. To m ny p h moth rapy demands a high level of patient co-

op •r tlon n m nt w1 h Its established complications and uncertain 

outcorn . oul impose further, particularly, psychological reactions to 

Also a patient who has had a prior history of psychiatric illness may experience 

an exacerbation of mental symptoms in the course of cancer. Indeed the most 

common of emotional distresses is anxiety and depressive symptoms. 102
• 

103 

It is also recognised that patients' attitudes to the medical staff particularly 

doctors, have an influence in their coping and psychological impact. The patient 

must have, not only a personal involvement, but also full acceptance of the sick 

role. 104 

It is mandatory that as soon as the diagnosis of cancer is made and before a 

cancer patient is commenced on any modality of treatment for the cancer, an in­

depth counselling be done. The potential issues that will affect the quality of life 

particularly psychological ones should be addressed In a systematic manner for 

h prop r otal management of the cancer patient. Just as approprla e h1story 

nd labora ory data are assembl d hlle pr scribing medlcatton, coli c ion o 

d o d rmln h qu II yo II lssu s should b ss ss d. 



The significance of social support for well being and social functioning is often 

stressed in cancer patients and most studies conclude that satisfaction with 

family life and marriag is on of th most Important precipitators of QOL. 105
' 

106 

Howev r oci hi I o be an additional source of distress because 

T h hould n ble, In the majority of patients, honest discussions about the 

subs quent management of events. However, it is desirable to have local 

dimensions of some of the ensuing issues of cancer patients against a unique 

background of knowledge, regional, cultural, ethnic, social, economic and 

educational diversity some of which are known to influence the reactions to 

cancer. 75 Indeed it is widely recognised that there is no gold standard to 

estimate people's subjective quality of life. However, whatever makes up the 

quality of life, an illness may have a variable impact that can be predicted by 

instruments or scales from different societies. Quality of life encompasses a 

broad spectrum of issues in cancer care including physical, cognitive, emotional 

and psychological aspects. It is documented that emotional distress is very 

common in cancer patients. Research has revealed a high prevalence of 

psychiatric illness in a variety of populations of cancer patients.24
' 

43
' 

94
' 

95 

Adjustment disorders are also reported to be common.95 

Resul s o studies from other parts of the orld at est to these. For lnstanc , 

Tur ish cancer patl nts' study found no association b w n QOL nd the 

bu did md h hos dl gnos d r dl dur ion 

had lo r QOL rll r In r udy, 

ou r om n c nc 0 m nop u 1), po d 



lower QOL than older women following cancer treatment. 108 These studies have 

identified groups of patients at higher risk for low QOL diseases namely those 

with late disease, poor pro no Is, gr ater disease burden and perhaps younger 

age. 

1nd ' , in o t r p r o he world where such QOL issues have been identified, 

th r h b n a growing proliferation of studies of different types of 

int rvention, designed to help people cope with cancer, from the time of initial 

biops , through diagnosis, treatment, adjustment to post treatment, metastatic 

disease or recurrence, to palliation and death. 

Quality of life in women with gynaecological cancer 

As found out by Bodurka-Bevers et al, 109 on assessed aspects of QOL factors in 

246 women diagnosed with ovarian cancer, results suggested that 21% met 

criteria for depression and 29% scored above the 75th percentile for anxiety. 

Miller et ai, 110 observed that there is need for assessment of quality of life and 

emotional functioning. In this study 57% of patients required help to enable 

them handle emotional issues. 

While Capelli et al. 111 studied 115 women between the ages of 21 and 83 years 

diagnosed with ovarian, endometrial and cervical cancer. Results of this 

research suggested that women with primary cancer were similar overall to 

heal hy women. On the other hand, patients with recurrent disease scored an 

av r g o 10 points lower on each scale of he SF-36. Patients und rgoing 

p Ilia v ch mo h r py r tm n had the lo est scor s ov r II. 



Wenzel et al. 71 on the QOL of long-term survivors of ovarian cancer assessed 49 

women. The results indicated that this disease-free sample enjoyed as good QOL 

compared to other cane r survivors and non-cancer cohorts. 

Pr dl or u llty o I In worn n with gynaecologic cancer 

n th It w r I m nn e al 70 assessed well -being in women with endometrial 

md c rvic c ncer at pre-treatment and also at 6 months and 1 year post­

tre tment. His conclusion was that that cervical cancer patients reported 

significantly more symptoms at all time points. 

It was therefore noted that overall, extensively treated women reported 

substantial, lasting decrements in physical, functional and emotional well-being. 

There were no differences between groups in depressed or anxious mood. 

Given the challenges and changes that women must face after a diagnosis of 

gynaecologic cancer, QOL is an especially pertinent issue on which to focus69 71
. 

Due to the relatively small number of gynaecologic cancer patients seen at any 

cancer centre, most of the research studies have grouped gynaecologic cancer 

patients into one group, as opposed to separating out by diagnosis. As such, 

any interpretation of the impact of treatment type on QOL should also be done 

cau lously and In the context of disease stage. 



Most of the literature suggests that QOL in women with gynaecological cancer is 

varied from high to low18
• 

112
. 

In addition, pain also limits d lly functioning, which can have an impact on 

psychologic I t tu , nc 1n dl tr ss113 . 

In th o h om In , h psychological was also compromised, with the main 

I u b in anger, depression and tension 11
\

115
. 

Spiritual issues have also been raised as concerns as patients search for 

meaning in their lives. Appropriate support is necessary in this frequently 

neglected domain of QOL, and group therapies have also been used in this area 

successfully116117
. QOL reports from Western countries for example, tends to 

define QOL in relation to being healthy and independent, reclaiming life, 

psychological well-being or social relationships, and they place little emphasis on 

material support or having money118
• 

119120 

Further, one of the main issues affecting negatively QOL in most studies was 

"finances", depicted both in the qualitative and quantitative analyses of the data. 

This probably reflects a rather materialistic view of life. 

Sexual relationships were found to be affected by the cancer diagnosis or its 

treatments. The unwillingness of many subjects to complete this section of the 

study may be related to the cultural view that sex is a taboo topic which is rarely 

discussed in public, as Tang et al. 121 have commented. Nevertheless, sexual 

unctloning was considerably more affected In many studies. For example, In a 

s udy o 73 pati nts with ha matologlcal m llgnancl s r ceivlng main nanc 

c mo h r py In h U using h s m olas to 1 r po d 

m n cor o .65 (D 3.86). nd 1. 1 h I h 

d or n colo I c nc h u I d un on , nd pro o on 



is close to the findings from the descriptive analysis of the current study, 

especially with regard to the phase of interest in sex and sexual satisfaction 123
-

12S 126 

num r 

coun 

nt tv nllons avai lable for these problems, such as sex 

xu I dysfunction at the time of treatment, hormone 

r pi1C m 11 h p nd procreative alternatives10
• 

123
• 

124
. Sexual/psychosexual 

functtonln nd care have received little attention, partly because of the intimate 

n ture of the topic, the perception of the patients that this is "part of the deal", 

or the inadequate training of health professionals in assessment of such 

problems and intervention where necessary. 

Outcomes generally assessed include psychological functioning, primarily anxiety 

and depression, and overall quality of life. Interventions themselves usually 

assume one of four common forms: psycho-education, cognitive-behavioural 

training (group or individual), group supportive therapy, or individual supportive 

therapy. They are as well, usually targeted to one of three points on the illness 

trajectory: diagnosis/pre-treatment, immediately post-treatment or during 

extended treatment (such as radiotherapy or chemotherapy), and disseminated 

disease or death. 127
• Certain modalities of treatment have been shown to be 

more efficacious at one or more of these time penods. For example, psycho 

education may be most effective during the diagnosis/pre-treatment time period, 

wh n pa I nt Information needs are high. However, for later stage adjustment 

1 h mor advanc d dis as , group support may be ctlv , 1 wh I 

b vlour chn qu s such ion, nt nd 

copln m 

on nd m 

mo us ul durn 

h n 

m n . In c , 

ul n con roll n u nd 



vomiting, associated with chemotherapy treatment, in several early studies. 131 . 

These can also help patients decrease pain medication use. 132 Cunningham has 

identified a hierarch of dltt r nt types of therapy, based on Increasingly active 

participation by h Th se five types are: providing information, 

motion u v1our I training In coping skills, psychotherapy, and 

fin 1lly lrl u 1/ I herapy. 133 All of these five levels of therapy are 

uppor d b re earch demonstrating their efficacy, although the bulk of the 

r rch is 1n the area of supportive and cognitive behavioural Interventions. 

Breast cancer patients have historically been the most common patient group 

studied, 134
-
136 although there is now ample research in other populations and 

mixed groups, demonstrating therapeutic efficacy to confidently generalise 

outcomes beyond breast cancer. Some authors have repeatedly suggested that 

the evidence of the efficacy of psychosocial therapy, is strong enough that it 

should be considered on the same footing as adjunctive medical therapies such 

as chemotherapy, 137 particularly using brief, professionally led support groups, 

with cognitive behavioural training in active coping strategies. Cunningham 137 

suggests a model wherein every cancer patient receives at least minimal group 

adjunctive therapy, as a routine part of cancer treatment. Some have suggested 

that the evidence is so compelling that there is no need to further test this 

proposition. 13 In their meta analysis of 45 randomised controlled trials in the 

area (1 In breast cancer, th remainder with other cancers of ml ed groups), 

11 found ff ct slz s on m asures o emo ton I adjustm nt, 

unc ton djustm nt, tr nd dis symp om , nd 

qu 11 o II In m r n ps cho p n I, p r I h o h r 

c I In o o •. In p c n 



differential success rates for participants in intervention versus control conditions 

were 56% versus 44% for measures of emotional adjustment, and similar for 

the other outcom 

patients . 

f cts are considered to be clinically significant for 

h v focussed on the efficacy of group interventions, 128
• 

129
• 

111
• 

111 11 ' nd I eems to be more the trend to offer group, rather than 

individual, therapy. Group therapies have repeatedly been shown to be as 

effective .. if not more effective, than individual treatment. Given the reduced 

cost of group therapies, and the greater number of patients who can be treated 

using this modality, it is not surprising that many researchers identify group 

therapy as the preferred route for treating distress in cancer patients. 

Furthermore, it is recommended that QOL is addressed at a variety of levels in 

order to give information about as many relevant dimensions as possible. In 

spite of the value of global approaches, important information about the patients 

can be masked if one only uses a global approach. 143 

2.2.1 Women's Cancer by Site 

2.2.1.1 Cancer of the cervix 

Of the two most common cancers, cancer of the breast and cancer of the cervix, 

It probably takes long for cancer of the cervix, being a genital cancer, to be 

diagnosed and treated among Kenyan women. This could be relat d to the fact 

t a 1 Is aboo o tal about issu s p rtalnlng to reproduction and th g nltal 

r ct o o h r p opl . Th socl I s lgma of having g n al c nc r c n r sui n 

lings o u I In th p I n s I m y b conn c d o n lmmor I c ". 



Consequently, many women tend to seek medical help late with serious 

symptoms such as those listed below: 

• 

• 

Irr ul r In 

hl 1ro 

v 1 1 n 11 l ch ~ 

ding from the cauliflower-like growth. In late 

h d vigorously on touch; 

which may be watery at first for the post-menopausal 

w m , changing to a blood stained discharge with a characteristic 

o ensive odour ; 

• The woman may become cachexic due to loss of appetite and loss of 

weight with the resultant anaemia and general weakness; 

• The woman may experience pain that occurs due to infiltration with the 

cancer causing nerve involvement, or pain from a pyometra resulting 

from a stenosed cervical canal. 

• She may experience other symptoms related to the late stages of cervical 

cancer such as pruritus and disorders with micturition and/or 

defaecation .144 

Various modalities of treatment may be undertaken on the basis of the stage of 

cancer, when the woman presents herself. 

Treatment modalities include: 

0 Surgery fo r patients classified as having FIGO stage I and lla disease, for 

0 

hlch a mod 1ed radical hysterectomy Is performed. I t Is useful for young 

om n for hom ovarian cons rvatlon Is r qulr d; 

R dla on c n b us d In II s a o th dis as . It could b 

prim ry I lon or rn 

u our. Po op c n c nc r In 



pelvic lymph nodes that may not have been removed. However, post 

radiotherapy bo el and urinary t ract complications could occur; 

o Chemotherap u limit d by success with surgery and radiotherapy, 

With c rv c 

urn 

hewn concurrent chemoradiation to be beneficial. 145 

n r b mg the second most common cancer, the investigator 

omen suffering from this type of cancer, mostly in their 40s and 

bove, e. penence not only a lot of physical distress, but also extensive 

emotional distress. It is documented that emotional distress, which may be 

evidently displayed by anxiety and depressive symptoms, is very common 

among cancer patients.103 

2.2.1.2 Cancer of the breast 

Breast cancer is known to be the most common malignant tumour among 

women in Kenya. It is considered to be a stressful life event first, because of the 

role of the breast in reproduction, and secondly, the preservation of the woman's 

image. As it commonly is with malignant diseases, the aetiology is not known. 

However, there are associated risk factors such as childlessness, genetic, 

endocrine and environmental influences. It is however documented that 70 -

80% of all breast cancers occur In patients without identifiable risk factors, while 

the ris Is greatest after age 50 years. 1
" 

n u 

n II 

r g rd o g n lc in u nc s, rst d gr 

hi h r ns 

y n rt 
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r tativ s II sibling nd chlldr n 
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occurred after the exposure to radioactive substances in the Hiroshima bomb 

blast, contributed to breast cancer in women who were aged 10-14 years at the 

time. 146 This is docum nt d on of the examples of environmental influences 

In br ast ca ncer. Although conditions related to increasing th ri 

th I t r r 

lncld nc 

1 r I cui ur 

n common 1n Kenya, we nevertheless experience a high 

c n r. Questions like the effect of dumping of industrial and 

s in the environment, as well as the diets consumed in the 

cont mporary society in Kenya, would cause concern. It is documented that a 

high fat diet Is a specific risk factor to breast cancer, in addition to obesity and 

alcohol consumption, and that lactation does not affect the incidence of breast 

cancer. 145 

Breast cancer commonly arises in the upper outer quadrant, where there is more 

breast tissue, 145 and performance of Breast Self Examination (SSE) monthly for 

detection of any abnormality, as well as examination by a clinician, are 

recommended measures. Through BSE or clinician's examination, the 

distinguishing signs for breast cancer are: abnormal hard masses or lumps that 

feel fixed, dimpling of the overlying skin or nipple retraction. Although 

radiological examination is advocated, it is not within the affordability and 

accessibility of most women in Kenya, for that more accurate early detection of 

abnormalities required, If the Incidence of breast cancer is to be reduced. 

0 concern I h r g rd to br s cane r Is th , by th time th s signs ar 

p h c nc r Is II I to h v It Is no n c h 

c rc nom I pron r ton I I mph nod 

h or I n 0 



women with metastatic breast cancer. 145 Other than the lymphatic spread, blood 

borne metastases are also known to occur, with a predilection for ovaries, 

adrenals and pituit ry gl nd . G nz et al., 147 found only a weak positive 

relationship b w n nd QOL In women with breast cancer. 

Tr tm n mod II l 

cancer could entail surgery with adjuvant radiotherapy 

fter mas ectomy or with adjuvant systemic therapy. The side effects of 

chemotherapy are however notable for compliance purposes. 146 Among the 

notable side effects of chemotherapy are nausea, vomiting, bone marrow 

suppression, alopecia, stomatitis, cystitis, diarrhoea, conjunctivitis and 

amenorrhoea. In the long term, early menopause, osteoporosis and leukaemia, 

may occur. Psychosocial effects include change in mood, depression, anxiety, 

and change in sexual relationships and work related activity .148 

Although in most cases breast cancer occurs in the older woman who has 

completed child bearing, it probably is difficult for her to imagine herself without 

a breast after a mastectomy is done . The permanent loss of a breast could bring 

along with it many psychological and emotional reactions. Locally, women have 

been known to keep away after surgery only to return when recurrence of the 

cancer or other complications have arisen . 

I is dl acul to lmagin th degre o psychological dis r ss th 

hroug s som om ha oon s · h dl nos s o br 

nd m n comm nc d, h I h o h om n 

woman go s 
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deteriorates fast and she dies." Consequently, these women advise others 

against medical treatment. 

2.2.1.3 C n 

0 y 

common ri 

f h Endometrium 

h n m ri I cancer are diagnosed between the ages of 55 -

mo common symptom is abnormal spotting and bleeding. The 

actors include obesity, null parity, diabetes mellitus, hypertension 

nd late menopause (after 52 years). 150 

An endometrial aspiration smear or scrapings of the endometrium are more 

effective diagnostic measures than a Pap smear, which detects just about 50 -

60% of the endometrial cancers. It is noted that delays for diagnosis and 

treatment are likely to occur as women in the perimenopausal period may 

assume that the irregular bleeding is physiologic in nature. 149 However, 75% of 

ail endometrial cancers occur in postmenopausal women. 150 

Treatment Modalities 

The method of treatment is determined by the extend of the tumour at 

diagnosis, and Include surgery, irradiation and a combination of both surgery 

and irradiation. 149 Often, total abdominal hysterectomy and bilateral salptngo­

oophphorectomy with preoperative radiation in advanced cases, and post 

op ra ive radiation If the tumour had deeply lnvad d the uterus, or spread to th 

p lvlc lymph nod s, Is done.150 



2.2.1.4 Cancer of the ovary 

Epithelial cancers are the most common ovarian malignancies. Most women have 

no symptoms for I on p r tad . H Early and insidious symptoms include - an 

abnorm I lr h gu bdomlnal discomfort, dyspepsia, flatulence, 

nd r light mea l. 150
• 

151 In advanced stages, the woman 

m 1y in dis ension, bloating, constipation, nausea and anorexia . 

lr r ul r or heavy menses in the premenopausal woman or vaginal bleeding in 

the postmenopausal woman may be reported. On examination, a solid, irregular, 

fi ed pelvic mass and ascites may be noted .145 

Ovarian cancer has no known specific risk factors, 150 however, it is associated 

wi th low parity and inferti lity, while early menarche and late menopause 

increase the risk of ovarian cancer. 145 This cancer may give rise to many prima ry 

ca ncers, and the ovary may also be the reci pient of metastases from other 

cancers. 150 

Treatment modalities 

Treatment is surgical - total abdominal hysterectomy with bilateral salpingo­

oophorectomy, radiation therapy as an adjunct to surgery, and chemotherapy. 125 

hole abdominal radiation therapy has been shown to be associated wi h 

Increased morbidity such as intestinal obstructlon. 145 

2 .2.1.5 Carcinoma of the vulva 

Squ mous c II c rclnom o h ulv mo common, nd 

mo p op u I, h g or 



diagnosis. It is reported that patients may delay seeking attention because this 

is a "personal problem" as 'Uiva prurltls Is the most common symptom, with 

others like ulceration, bl din , p In and the presence of a mass, a cauliflower-

like growth. I r m n nt II ch mosurgery. 152 

2 .• 1. C rein m h vagina 

1 h e age of occurrence is 60 years, while the most common presenting 

complaint is vaginal bleeding or bloody discharge. In the advanced disease, pain 

or symptoms related to the urinary tract or bowels, may be reported. Treatment 

entails both radical surgery and radiation therapy, on the basis of FIGO 

classification. 152 

2.3 The threat of cancer on the patient 

The onset of a life threatening or terminal illness like cancer, is a critical life 

event involving the pnysical, psychological, social and spiritual dimensions of the 

patient. Cancer is a major health threat that has a long-term impact on the 

quality of life of the patient. Gynaecological carcinomas and carcinoma of the 

breast are some of the most stressful life events for women. They are often 

followed by depressive reactions, fears and doubts on the individual's worth. In 

the Kenyan setting, these characteristics may be worsened by som of the 

socio-cultural beliefs connected to disease causality. Examples of h se w re 

no ed in s udi s here omen assocla ed Irregular vaginal bl ding 1 h a curs 

by mo h r or co- lv lng ggs, husb nd's crossing ov r In b d or 

lr • 1
• 
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deficits, the disease occurrence can result in high distress levels that would 

affect the woman's qualit of life. 

2.4 Mod llty of L f : 

off red In the literature about quality of life (QOL) 

1 I differing concept by different individuals reflecting their 

own p r I CUI r point of view. 25 The Greek philosopher Aristotle in his book 

'Ethics ' recognized this fact almost 2500 years ago. 

When it comes to saying in what happiness consists, opinions differ, and the 

account given by the generality of mankind is not at all like that of the wise. 

The former take it to be something obvious and familiar, like pleasure or money 

or eminence, and there are various other views and often the same person 

actually changes his opinion. When he falls ill, he says that it is his health, and 

when he is hard up he says that it is money .154 

This citation shows very graphically the subjectivity of the issue, which does not 

differ from the definitions of quality of life in the current literature. Neugrartern 

et al 155 indicated the subjectivity of this concept and pointed out that only the 

individual himself is the proper judge of his well-being. Dubos, 15 defined QOL 

as a concept, wh ch 'involves value judgements that are highly subjective and 

associated w th profound satisfaction from the activities of dally livmg'. 

Hornquis 4 d n d QOL as satis ctlon i h ar s such as physical, 

ps cholo lc I, socl I, , m nd structural. Slmll rly, 

po n d ou h QOL I lob I lu ton o n nd ldu I' d c 

on hI 



In a recent qua litative research study, Bertero et al 157 asked their leukaemia 

patients to describe what quality of life meant for them. Most of the patients 

commented that QOL m nt posi tive attitude to life, which is dependent of 

lnterp rson nd autonomy; security, support, respect, 

lnfor lon r tlon w re themes Interrelated with both interpersonal 

r •l 1tl0n h n u onomy. I n another qualitative study among 119 bone 

m rr ow r n plant (BMT) long-term survivors/ 58 the authors tried to 

conceptualise the meaning of QOL for BMT survivors. Eight theme-core concepts 

emerged: having family and relationships, being independent, being able to 

work/financial success, having a heightened appreciation for life, being alive, 

being satisfied and fu lfilled with life, and being normal (healthy). In a review of 

the QOL li terature, De Haes et al 159 pointed out that some authors like Szalai,35 

view QOL as a global and overall concept, while some others like to believe that 

components of li fe are important for defining and evaluating QOL.34 

DOMAINS OF QUALITY OF LIFE 

2.4.1 Physical 

This includes the physical symptoms of the disease, outcomes and toxicities of 

the treatment. Pain is a common feature in cancer and affects the QOL in 

advanced cancer. 0 Though a physical symptom, pain influences all domains. 

The patient with cancer may exp rience intractable pain that is both humiliating 

and r ght nlng.160 Pain is the mos ared symptom for patients th advanc d 

cane r nd pain r II is critical o pr serv lon of qu II o li or uch 

p 
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Other studies have also supported these short falls in the care for the terminally 

ill. In Uganda, Kikule,40 in a study of patients most of whom were terminally ill 

with AIDS while a sm II r pro 01 tlon had cancer, identified three main needs for 

the termln lly ill t th ontrol or relief of pain and other symptoms like 

dl rrho • m n , coun lllng and financial assistance for basic needs such 

o n h I r. 

Common to these findings in Kikule's study,40 Murray162 in Kenya, identified 

physical pain and financial worries to be major needs while analgesia, essential 

equipment, suitable food and assistance in care, were often inaccessible and 

unaffordable to patients, hence unmet physical needs. Other than pain, the 

patient with cancer may also experience problems with mobility and sleep in 

addition to having a poor appetite as well as experiencing nausea. 160 

Murray162 found that meeting patients' physical needs at home was also difficult 

and patient-family relationships were strained where patients were vomiting, 

incontinent, or had offensive smelling wounds. Cultural traditions also tend to 

hinder physical care provision at home. However, families, local community and 

religious groups were found to provide support in meeting patients' 

psychological, social and spiritual needs. 162 

2.4.2 Psychological 

Und r his domain fall h psychologic I ymp oms such s an I ty, nd mood 

ssocl d I h h ch n In body lm 0 r h n p n 

In 

n co qu nc o c nc n 



treatment. The fear of loss of a body part in an anticipated surgery, could lead to 

grief-like responses, and the patient may experience feelings of guilt, shame and 

remorse. This can rl th p tl nt could worry about the effect the loss of a 

body part will h 

Diffl cultl 0 

mlly, such as child-bearing, and sexual relations. 163 

u I c 1vlty and sexual satisfaction post-treatment have 

In m II qualitative study of 20 women. 164 

Nosart1 et al., found that a significant proportion of breast cancer patients 

e perience psychiatric morbidity in the first year after a breast cancer diagnosis 

and beginning treatment. 165 It is noted that some 20% of cancer patients may 

need to see a psychiatrist for treatment of major depression or anxiety as well 

as a psychologist for treatment of distress through counselling. 23 

Patients suffering from cancer require a caring attitude that shows an 

understanding of their problems. Attention paid by health care providers to 

psychosocial issues concerning patients with cancer, such as: how a patient was 

coping, the support services available and common emotional reactions to 

cancer, were found to possibly enhance patients' satisfaction with treatment .46 

Such concern by the staff can give hope and also enhance the cancer patients 

"will to live" through channelli ng all their energy "into a tenacious fight for 

life". 16 

Loss o a body p rt such as h br ast, brings about a range o emotion I nd 

b h our I r c Ions; nc h I h c r provld r no only h 

d n rom h d h o I p on 

p probl m ". 1 



Advanced cancer raises psychological issues such as a state of "learned 

helplessness and loss of contro1". 107 Controversially, this reaction has also been 

noted among 359 rl g br ast cancer patients where a significant 

association w tw n anger control and a helpless attitude. 168 

Anxl • y, m t1on I reactions and a fatalistic attitude toward cancer 

mong hose patients. 168 In addition to these, adjustment to 

llln n c sary and man has the ability to adapt, adjust and cope with life 

events, if gi en support. 160 Individual or group supportive therapies are some of 

the interventions that may also help patients' adjustment especially in advanced 

disease, 23
• 

128 while cognitive behaviour techniques may be useful during 

extended treatments like radiotherapy or chemotherapy. 129 

The efficacy of different types of therapy, with active patient participation, that 

have also been supported by research include - providing information, emotional 

support, behavioural training in coping skills, psychotherapy and 

spiritual/existential therapy. 169 There is little, if any, studies done in Kenya 

among cancer patients, to show the efficacy of group therapy even though this 

therapy could be in place, for example, for breast cancer patients. 

Intervention studies done in other countries on various cancers have produced 

positive psychosocial outcomes such as less demand on health care utilization, 

and consequently, m dical cost o s t.45
• 

170 



2.4.3 Social 

This includes the interests and r latlonships and social support as well as the 

financial issues of r trn nt p1 ocess. 75 Cancer, especially if advanced, may 

lnt rf r wi h h n 1 1 tl rn of relationships. The patient may experience 

y t mily and friends. Due to the physical Impairment by 

th c 1nc r h mu ilating surgery, which contribute to emotional trauma, 

u I probl ms are likely to arise, leading to increased fears of being rejected 

and an 1et . ' 60 On the other hand, some people may feel uncomfortable with a 

patient diagnosed to have cancer hence avoid social contacts thus socially 

isolating the patient. The change in roles formally undertaken by the patient, 

may affect family members making them feel insecure, resentful and angry. This 

can result in feelings of guilt. 163 

Cancer treatment may also affect the socio-economic status of the patient and 

her family. Montazeri et al/71 found that most patients of lower socio-economic 

status had more health problems, less functioning and more symptoms 

compared to the more affluent patients. This led them to conclude, quality of life 

is not only the outcome of the disease and its treatment, but is also highly 

dependent on each patients' socio economic characteristics. 171 In studies in 

Kenya 162 and Uganda,40 financial constraints were found to contribute to 

pa lent's unmet physical needs. 

In ord r o help cane r pati n s adjus to h lr sl u tlon nd void lntrusiv 
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social support and develop patients' supportive networks if lacking. Family and 

friends support and invol ~ement of the patient in social activities can be a basis 

for such support. 

2.4 

Whll • ~ r or he termina lly Ill patient, it is essential to keep in mind 

th t th hum n being incorporates the concept of the body, mind and soul. 

Th re ore, not only the physical and psychosocial needs should be met but also 

the spiritual needs for the achievement of holistic care. Murray et al 162 found 

that attention to the patients' religious beliefs provided peace and comfort 

resulting in the patients' acceptance of their prognosis and inevitable death. 

However, spiritua l and emotional support was better met at home than in 

hospital. 

METHODS OF ASSESSMENT OF QOL 

Questionnaires and interview schedules 

Although quality of life assessments are less time consuming and less invasive 

than many clinical assessments, obtaining answers from patients poses its own 

challenges. Data collection requires adequate preparation of study personnel to 

assure uniformity. Since patient expectations can affect their responses, blinded 

designs are preferable. Protocols are needed to reduce missing data, which are 

more likely to occur when patients' quality of life is worse. 

Qu s lonnalr dmlnlstratlon may n 
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In many studies the researchers have adopted the head-to-head comparison of 

two questionnaires: n o n lnt rvlew schedule and a widely used measure of 

hcalth-r I t d u lit o Ill , fACT-G. 

lh tw r u ually adopted because of their responsiveness in a 

p r icul r n Ironment. Responsi veness can be defined as the ability of a 

m surement instrument to detect change. In some studies, both patient 

reports of changes in clinical parameters are utilized to define change, making 

the results easier to interpret. For researchers selecting a measure to use in a 

study, or performing sample size calculations, the specific results of the study 

are useful since greater responsiveness means more power. No two 

questionnaires aim to measure exactly the same things. Indeed, the results 

should provide ammunition to both camps to support the clinical utility of their 

methods. It is certainly an indicator of the field 's growing maturity that excellent 

methodologic work is being done by groups other than the initial developers of 

questionnaires. 172
-
177

• 

Varied instruments are preferred due to the subjective character of quality of life 

encompassing both positive and negative aspects and rts multidimensional 

natur that Is a fundamental characteristic. Such interest is justl r d by the fact 

tha it is no possibl to assume hat instrum nts that are suitable for ss ssing 
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aging phenomenon, together with the scarcity of instruments for evaluating such 

questions, strengthens such interest. 

The way QOL I d t rmln s not only the extent but also the impact of 

li y of life', usually mean health-related quality of life 

(Hr m r mum, this includes several dimensions: physical functioning 

1nd p oms, performance of socia l roles, psychological status, spiritual and 

cogniti e functioning, and how the patient feels about her health. 178 All of these 

concepts can be measured adequately using sets of questions, which are 

deployed in standardized questionnaires. In this context therefore 

questionnaires for assessment of QOL are referred to as 'i nstruments'. Such 

questionnaires are in fact measurement for assessment of QOL is therefore 

tools, with coefficients of variation that compare favourably to those for 

parameters such as physical and emotional reactions. As with all tools, quality of 

life instruments are important to the extent that they provide precise and 

unbiased answers to some research questions. 

By nature, a human being is within the process of an interaction between the 

environment and the self. The individual, family, society, customs and practices, 

all influence ones QOL in some ways. Therefore there may be questions about 

the management of gynaecological and breast cancer that can only be answer d 

by as lng the patient. Some of the questions, such as those relating o cultur I 

and cus omary behaviours and practlc s, ar clinically lmportan , as th y r 
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policy makers. Answering these questions requires collecting patient-reported 

data on quality of life. 

n n t th In cancers, the applications of quality of life 

h advent of holistic care management. Quality of 

u ul information to treatment trials, sometimes in support of 

clinic I mding , 1 ~ · 183 sometimes at odds, 184 sometimes revealing the only 

d1f renee among treatment modalities. 185 Clearly some of the results make 

more sense today than they did in the past, such as the finding that spiritual, 

social and customary aspects decreased quality of life in patients with early 

disease.ts6, 187 

Oral Interviews 

In addition to using questionnaires as is the standard practice in measurement 

of HRQol, and in line with other QOL studies, 117
• 

119the current study used 

narrative interviews that have gained new momentum in recent years due to the 

ability of narratives to overcome the criticism of question-response schema of 

questionnaire interviews. 188 Additional attractiveness of narration derives from 

Its richness in detail with reference to concrete events in place and time, the 

relative independence of story-telling skllls from education and language 

competenc of lnterviewe s and Inclusion of an evaluation of outcome. 1 
' 

5 parat ly, social and cui ural dl rences o a large e t nt pr elude th dir c 

ppllca ion of QOL qu stionnair s d v lop In countrl s o Afric n 

popul on nd dop In ml d m hods In QOL stud! h b n u d o v 

o cl m o lndl c n o H QoL ool . 



QOL studies adopting qualitative approaches 

In reviewing literature on quality of life In cancer patients it is apparent that 

narratives related to p rl nc of patients living with cancer, like other social 

phenom n , nth lr v rl ty. 188
• 

190In general reviewed studies utilised 

d •ductlv m o qu II atlve data Into pre-determined categories most 

oft r1 n II r ur or well established HRQoL domains for example 

phy lc I, p chological and social domalns. 119
• 

190
• 

191 

Previous studies in gynaecological cancer patients utilising either qualitative 

approaches only or mixed approaches (both qualitative and quantitative) report 

that cancers and cancer treatment may result in quality of life issues and in 

general negatively impact on quality of life. 119
• 

190
• 

191 

Perception of quality of life 

Perception of quality of life has cultural and context specific aspects. 119 For 

example in all seventeen Hispanic patients participating in in-depth interviews, 

religious beliefs and family support were important aspects of quality of life in 

addition to the more general domains of QOL including physical, psychological, 

spiritual and social wellbeing. 119 Themes under the physical domain in this study 

included: functional limitations, decreased appetite, dyspnoea, personal 

grooming, fatigue, and loss of hair. The psychological wellbeing of the 

participants was composed of patient responses indicating: anxiety, sadness, 

mood changes, cognitive ec s, delayed diagnosis, cop ng wi h pan, f ling 

us 1 ss nd unc rtainty .119 Social upport, a prom in nt atur o Hlsp nlc 

cui ur , s d h m : n d or mlly uppo 1 m ly h lp I h 

I burd n1 lo dom 1 

uppo o 1 nd p c nc r n m I . 



Finally, in the spiritual domain patients responses corresponded to nine themes 

reflecting coping with illness and these Included: going to church, prayer and 

reading the Bible, i h, In s r demptlon, religious rituals, negotiating or 

asking God tot nc r 1 1n way, awareness of death, resignation to God's 

will nd ll 

Qu II y llf i u 

Se ual function impairment is among the main quality of life issues in 

gynaecological cancer following cancer treatment procedures particular when 

surgical treatment modalities are applied .190 Turkish patients interviewed 

following surgery reported that loss of body parts and sexual organs impacted 

on four areas of sexual health: damaged body image, feminine identity or 

gender role, sexual functioning, and reproductive ability. Similar concerns 

related to role functioning, and self-image have been reported from lived 

experience of patients with metastatic breast cancer. 192 

Further, Mosher and colleagues, 191 have elucidated quality of life issues in 

distressed breast cancer patients. The study reported, based on analysis of focus 

group discussion data, that patient non-disclosure of cancer related concerns 

(issues) due to social constraints patients' distress worsens underlining the 

importance of sociocultural context in patient quality of life issues. Distress 

related to gynaecologlc cancer diagnosis coupled with reduced social support can 

ed Into each oth r to creat a vicious clrcle. 193 

From th or going r vi ' o qu lltativ nalysis guld d by d due l 

m hodolo y I could b rgu d h qu llty o II lssu rom 

h Ito h o d o 

nd h m d ul o u 



studies guided by grounded theory methodology report that the main issues 

confronting female cancer patients particularly during disease progression 

relates to adjusting o r cur r nt nature of cancer disease and living with a 

persist nt II • hr .1 4
• 

19!i In the pre-treatment period the main 

or w m n c ncer Is threatened self-integrity and the patients 

dJU ion was defined In three stages: surveying the situation, 



CHAPTER 3 

METHODS AND MATERIALS 

3.1 tudy D 

lhl w lon I udy, conducted using both quantitative and 

ro h for data collection and analysis. 

3.2 Study Area 

The stud as carried out at the Kenyatta National Hospital, Mol Referral and 

Teaching Hospital/ and in three provincial hospitals, namely: Provincial General 

Hospita1 1 Nakuru in Rift Valley Provlnce 1 Coast General Provincial Hospital, 

Mombasa in Coast Province/ and Nyanza General Hospital, Kisumu in Nyanza 

Province. 

Kenyatta Hospital/ the oldest referral and teaching hospital situated within 

Nairobi the capital city in Kenya 1 as the most established national, referral and 

teaching hospital, is likely to have a large population of women diagnosed to 

have the specified cancers being referred for the more specialized treatment 

since it Is also a university teaching hospital. As such 1 it has more resources for 

use In diagnostic and treatment procedures of complex ailments. It also 

receives patients referred from all over Kenya/ hence it is expected that most 

subj c s Ill b rom this lnstl u ion In alrobl. 

provlncl I ospl Is, II o r pro lncl I hosp al , rv rr I 

In h pro Inc • 

ro nc I o p on o h m jor lnd 



groups in Kenya, as the hospitals are located in the cities of Mombasa and 

Kisumu, and in the urban areas of Nakuru and Eldoret. 

Gener lly II h h tl I r c lv most of the cancer patients in Kenya as 

th y 1r In m jor urban areas and cover large geographical regions 

0 h ' Ull 

Furthermore, the airobi, Eldoret, Kisumu and Mombasa Hospices are chosen to 

represent patients in four major urban areas. 

3.3 Target Population 

The target population were women diagnosed to have gynaecological cancer or 

breast cancer. This included patients admitted in the wards or those attending 

outpatient clinics with a confirmed diagnosis of the specified cancers, and the 

specified Hospices, at the time of the study. 

3.4 Study Sample 

A consecutive series of 384 women with documented histological diagnosis of 

gynaecological cancer or breast cancer, were serially recruited from Kenyatta 

ational Hospital, oi Hospital Eldoret, and the three provincial hospitals. 

3.4.1 Sample Size Determination 

A SO% proportion as us d sine th r Is no pr vious study don In hi 

u d 0 m mpl 



where n = sample size desired 

Z = Z value of 1.96 

h •nc 

p =50% pr nc 

dt 

11 

0.052 

= 3.8416 X 0,25 

0.0025 

= 0.9604 

0.0025 

= 384.16 

= 384 patients 

I v I (th I vel of statistical significance) 

3.4.2 Sampling Technique 

The sampling strategy involved sequential enrolment of patients with 

histologically proven cancer and included patients with gynaecological cancer 

and those with breast cancer as they became available. It was expected that 

most subjects would be recruited at the Kenyatta National referral hospital, with 

fe er subjects being recruited at Mol referral hospital, Coast, Rif Valley and 

yanza general provincial hospitals. In addition, it was expected that the 

subj c s from thes 1ve major hosp tats would give a r lativ ly good 

r pr nt ton o all h Kenyan thnlc roups s a robl, Momb sa and sumu 

m ropolls. 



3.5 Inclusion Criteria 

Wom en aged 18 years and above, who had a documented histological proof of 

the cancers under s ud ( n cologlca l and breast cancer), and consented were 

lnclud d. 

CO P ·r (Full description of scale in Appendix VII) 

3. 

Women less than 18 years of age 

Women with a histologically diagnosed gynaecological and breast cancer who 

refused to consent to participate in the study 

Non-Kenyans 

ECOG Performance sca le, stage 4 (Full description of scale in Appendix VII) 

PROCEDURES 

3. 7 Data Collection 

The researcher collected data with the help of Research Assistants. Data were 

collected during a two calendar-year period between 2006and 2008 with 

intention of interviewing all cancer patients who met the inclusion criteria and 

were attending the specified Provincial and National Hospitals. 

For patien s meeting study eligibility criteria study Information was prov1d d and 

In orm d consen sought prior o recrultm n or collection of ny nforma ion. 

Upon cons n lng th h g o h r 

o coli c d . Th F Cf 

n 

o r d o un 0 co pi ool or o I 



interview, subjects were requested to talk about their life in the immediate two 

weeks' period while li ing ' ith cancer. 

M ur m n 

I h un 

• lCh 

m nt tor Cancer Therapy (FACT) subscales was applied to 

h d ail of which are given in the Appendix III. A brief 

d crtp on o the subscales is as follows. 

Constdering the subjectivity of the result, whichever tool or instrument of 

evaluation of QOL is used, Neugrarten155 pointed out that only the individual 

himself is the proper judge of his well being, and therefore a wide leeway is 

necessary to enable an individual tell and divulge self views on concepts of QOL. 

However some standardized instrument is always necessary. For this reason 

therefore, FACT subscales contained in FACT-G were used and oral interviews 

conducted using an interview guide (Appendix II). The FACT scales (Appendix 

III) and the oral interview were selected for this study because they are 

considered to represent important dimensions of the QOL domains and attending 

theoretical framework contributing to adaptation, and also because they have a 

close similitude to African culture. 

Furthermore the FACT and oral interview have been shown to be powerful means 

for assessment of quality of life of patients, by several authors.7 The oral 

lntervle takes cognisance of the fact that QOL being a subjective matter, th 

mos appropriate method or collec ing data r I s on s lf-r porttng by th 

pa 1 n s h ms lv s typically using s I -admlnls r d sc I s. 143 h r rch r 

h h h lp o r s rch ss s n r In d on ppllc ion o 

n ru n o compl CT u nd conduc d 

or p 



3.8 Training of interviewers 

The researcher collected the data with the help of one research assistant per 

site. The research w re trained by the researcher during data 

collection on h ubj cts at each site or until acceptable agreement 

w 

r · tr ch 

n th r s archer and research assistant. Thereafter the 

n proc ded with data collection with supervision from the 

rch r nd In pection of completed questionnaires. The training entailed 

both the use of the standardized tool - (FACf) and the interview guide. 

An interview guide was used for reference by the interviewers as the patient was 

expected to talk freely and openly about her life experiences while suffering from 

the disease in the previous two weeks prior to the interview. Probing for 

clarification was considered necessary. 

3.9 Data management 

The data were screened and entered in IBM SPSS® statistics program, for data 

cleaning. The screening of questionnaires was conducted by the researcher with 

the intention of confirming that all recruited participants met the inclusion 

criteria and also ensuring completion of the required response items. For 

questionnaires where Item non response was noted the research assistants were 

required to follow up and obtain the missing data. On the oth r hand, only 1v 

qu s ionnalres ere determined no 

clud d from nalysls. Da a n ry 

d b SPSS 

d rro by 

or pi 

o h ve me the Inclusion crl r a and 

as conduct d by a r s arch sl tan u lng 

lnbull and o 

n r ou 

d d cod or c 

bl 

or c I 



variable types and value labels associated with each code. Data cleaning was 

conducted by exploring each variable in turn and checking for invalid entries. 

When such entries validation was done by referring back to the 

questionn ir t 

ch m 

copy b 

nd m king appropriate corrections. A log of all the 

nlng was maintained by the researcher along with a 

entries. The cleaned database and project metadata 

or d in password protected directory on the researcher's personal 

compu er ith external backup, and the questionnaires and accompanying 

documentation ere maintained in an archive In the University of Nairobi, School 

of Nursing Sciences. 

3.10 Data Analysis 

Data analysis was conducted using IBM SPSS® statistics program, version 19, 

©IBM Corporation, Armonk, NY, USA. Descriptive statistics including means and 

SD for continuous variables and frequency distributions for categorical variables 

were used to summarize all data. Associations between patient characteristics 

and cancer diagnosis, and its staging were examined using cross tabulations. 

Multinomial regressions were used to Identify significant association between 

patient characteristics and cancer diagnosis. Similar models were also used for 

examining patient characteristics and cancer staging, and finally patient 

characteristics and treatment modalities. The null model containing a par icular 

cane r at ribut only ( .g pe o cancer diagnosis, s aging or tr a m n 

modall y) s ini I lly run h n compar d o mod I con inln th 

pl n o d n 

hlch ssoc on b n 

mod I 

p· lu rom 

d 0 d 



the LRT was used to determine statistical significance between the outcome and 

explanatory factor in the model. The quality of life issues were identified by 

calculating the perc nt g ot p tl nts giving each of the five possible Likert scale 

ratings. For ch h two r sponse categories indicating the greatest 

Imp ct o on • I nt quality of life were combined. This combined 

u d o rank all FACf G Items within each domain. Based on this 

r nkm , I m ha scored highly were reported as important quality of life 

i su s. To identify patient factors (both demographic and socioeconomic) that 

were sigmficantly associated with quality of life issues, bivariate ordinal logistic 

regressions were conducted relating each patient factor to each quality of life 

issue, in turn. A multivariable regression model was then run for each quality of 

life issue. Variable selection for the multivariable models was based on a cut off 

value of 0.05 for all associations examined in the bivariate analysis. All the 

patient factors that showed significant bivariate associations were included all at 

once in multivariable regressions models. Odds ratio and 95% CI were reported. 

Associations between quality of life issues and type of cancer and treatment 

modalities were also determined using a similar approach. 

In addition, to Identifying quality of life issues, an assessment of patient quality 

of life was conducted by calculating the FACf-G score based on the methods 

proposed by Cella and colleagues. 59 A er conduct ng descr ptlve analysis of 

FACT-G scor s using measur s o locations (means) and var atton (SD} th 

c ors In u nclng qu llty of II ( FACT-G scor ) rmtn d by comp ring 

m n cor cro dl Is o p 1 n u n An I I o V ri nc 

( 0 ). 



A deductive approach was adopted in the analysis of interview data following on 

the domains contained in the FACT-G tool namely physical issues, social well 

being, functional nd motion I w II being Issues. The analysis was based on 

what th r t toad h meaning of patient narratives to be. The 

thorough reading of the entire transcription of 

th crip ion; identifying themes in the descriptions resulting in 

dtvl I n a· h ·ranscription into domains; specifying significant domains in each 

th me; distillation of these domains to express the central meaning of all issues 

in the ords of the participant, and final synthesis of the key issues that 

emerged 192
• 

All transcripts were then given to another researcher familiar with qualitative 

data analysis to confirm the accuracy and appropriateness of the themes, 

domains and issues developed, in order to increase the validity of the findings 

193 . Disagreements were discussed and resolved through mutual agreement. Al­

though 'bracketing' for instance, putting aside preconceived ideas about a 

phenomenon is advocated in the analysis of data deriving from 

phenomenological inquiry, this was not attempted in the present data. This is 

because it is recognized that it is difficult for researchers to avotd or put aside 

their own social and cultural biases, which influences their judgement when they 

are in erpreting data. 197 

3.11 Ethacal Consideration 

o c rry ou 

o n 

h udy 

ppro n, p rm on 

ought rom h 

nd h 0 

nd rch 

r 

0 



Education, Science and Technology and with the Medical Superintendent at each 

of the Institutions invol ·ed in the study. 

Furth rmor , n In 

lnvolv rn n h 

con I n h d 

on n was sought from all the patients before 

tudy (Appendix IV). Assurance for privacy and 

gathered was given. 

h researcher or a research assistant not directly involved in patient care, 

individually approached each patient. After explanations about the study 

objectives, the patients' participation was sought. Patients were guaranteed 

confidentiality of their responses (Appendix IV). Also, the research assistants 

had no oncology background and no previous experience working with 

gynaecological or breast cancer patients. This reduced the possibility of the 

interviewer's preconceived ideas influencing the results. However, the researcher 

1 research assistant used probing questions and asked for clarifications on issues 

that were not clear. 

For those patients who would benefit from other services for instance, hospice 

services; arrangements for referral to hospice care were made following the 

established referral system of the Institution. The patients were advised to 

attend hospice care if they ere llllng af er being given lnforma 1on on 

a allabt hosplc services. 
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CHAPTER 4 

SOCIODEMOGRAPHIC FACTORS AND CANCER 

r r wt 4 p tlents with gynaecological and breast cancer 

tu lly r crulted. The distribution of the patients across 

follows: Nairobi (75.1 %), Mombasa (9.1 %), Eldoret 

. %) and Kisumu (3.6%).The analysis of the characteristics of 

n _ pre en ed in t his chapter showed the following: 

.1 0 mographic factors 

Patient age 

The average age (SD) of patients was 48.6 years (SD 12.7), with a range from 

18 to 86 years. Most patients 115 (29.2%) were aged 45-54 years and 102 

(25.9%) were aged 35-44 years (Table 4.1). 

Table 4.1: Age distribution of female patients with breast and gynaecological 

cancer 

-
Frequency ._&u_ 

I Age group -I 18-24 years 9 2.3 
25-34 years 40 I 10.2 --35-44 years 102 25.9 
45-54 years 115 29 .2 
55-64 years 75 19.0 
65-74 years 36 9.1 
75 years and above 14 3. 6 
Not stated 3 0 .76 

Tota l 394 100 



Marital status 

Figure 4.1 shows that 66.2% of patients presenting with breast and 

gynaecological cane r w mani d. Fifty-eight (14.7%) patients were widowed 

and the rem inin lth r mgl (11.9%) or divorced (6.1%). 

Married Widowed Single 

Marital status 

24 (6.1%) 

Divorced 

----r 
Not stated 

Figure 4.1: Marital status of patients with breast and gynaecological cancer 

Religion 

Ninety three percent of the patients were Christians while Muslims and others 

accounted for the rest. 

Tribe 

One hundred and seventy-five (44.6%) patients were Kikuyus (Tabl 4.2). Th 

other tribes accounting for significant patient numb rs were K mb 44 (11.2%), 

Luo 38 (9.7%), Coastal tribes 37 (9.4%) and Luhya 34 (8.7%) . 



Table 4.2: Distribution of breast and gynaecologic cancer patients according to 

tribe 

Others 

Frequency (%) 

175 
44 
38 
37 

-

13 3.3 

LT~o~t~a'~-----------------L----~39~4~ ____ 100 

4.2 Socio-economic factors 

Formal education 

There were 175 (45.5%) patients with primary level education (Figure 4.2). 

Twenty-seven percent of patients reported not having attended any formal 

education and 20.7% had attained secondary level education. 

179145.4%1 

180 
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.! 
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·1 U .2: orm I u on nm n b t nd 



Occupation and income 

Most patients reported engaging in some occupational activity with the most 

common activities b ng lth r sma ll scale farming 134 (34%) or household 

chores perform hou wtv 130 (33%), Table 4.3. Only 34 (8.6%) of 

mon h. tv 

1n prof slona l jobs. Household incomes varied from 

ul r income to those earning over KES 22500 per 

1 (63.7%), however reported monthly incomes less than 

K 00. 

T ble .3: Occupations of breast and gynaecologic cancer patients 

Frequency (%) 
Occupation 

I Small scale farmer 134 34.0 
I Housewife 130 33.0_ - -

Small scale business 44 11.1_ --
I Professional 34 8.6_ 
I Skilled employment 9 2.3 
I Other 13 3.3 

- --
I Not stated 30 

1---
7.6 

Monthly income --
Less than KES 2500 25_!:__ 63.7 --

I KES 2501-7500 54 1~2_ 
KES 7500 25 6.4 
KES 12501 16 4.1 
KES 17501 9 2.3 
Above KES 22500 5 1.3 
Undisclosed 34 8.6 

Residence 

Forty three percent of the patients resided in Central province (Figure 4.3). 

51 - o patients were residents of Eastern province, 58 (15%) yanza and 38 

(10%) Co s . Area of r sidence as slgnl cantly assoclat d with pa i n s' rib 

(p < 0.00 ). 



Other regions, 

11(3%) 

Eastern , 62(16%) 

Figure 4.3: Residence of patients participating in study 

4.3 Cancer diagnosis 

Central, 171(43%) 

Five main types of cancers namely, cancer of the cervix, breast, ovary, 

endometrium and other gynaecologic cancers were diagnosed among patients in 

this study (Figure 4.4). The most common types of cancer were cancer of the 

cervix and breast cancer diagnosed in 170 (43.2%) and 133 (33.8%) patients, 

respectively. 



Others D 7(1.8 

I 
I 

Endom trium D· ) 

1 70{ 7.8) 

11; 3 (33.8) 

I 

Cervix 
1170{ 3.2) 

I -
0 20 40 60 80 100 120 140 160 180 

Number of patients (%) 

Figure 4.4: Cancer diagnoses among breast and gynaecologic cancer patients 

4.4 Clinical staging 

Most (44.7%) cancers diagnosed in the study were not staged {Table 4.4). 

Among the cancer diagnoses with a clinical staging, the most frequently reported 

staging was stage III, 82 (20.8%). 

Table 4.4: Clinical staging of breast and gynaecologic cancers 

- Fre_guency_ _ (%)_1 

Clinical st~ing of cancer 
r--- 16 4.1 I 

II 63 16.0 

Ill 82 20.8 

IV 57 14.5 

Not staged 176 44.7 
i 

Total 394 100 

lly nd 

Clln p lu 0.00 ). 



I classification for breast, endometrial and other cancers while most of the 

staged breast and ovarian cancers were in stage III. Conversely, most staged 

cervical cancers 

180 

I 0 

110 

i,100 
0 .. 80 .! 
E 
::s 60 z 

40 

20 

0 r 

Cervix Breast Ovary Endometrium Others 

Figure 4.5: Clinical staging of cancer according to cancer diagnosis 

4.5 Cancer diagnosis versus patient characteristics 

Not staged 

Stage IV 

Stage Ill 

• Stage II 

• Stage I 

There was a statistically significant association between cancer diagnosis and 

both patient age (LRT p value = 0.004) and marital status (LRT p value= 0.03) 

but not with religion (LRT p value= 0.27), Table 4.5. 

cancer of the cervix was the predominant diagnosts b tween 25 and 4 ye 

Simll rly, cane r of th cervix was th main di gnos sin m rrl d om n but it 

h d st cane r In slngl nd w dow d p ti n . 



Table 4.5: Distribution of cancer diagnoses according to patient age, marital 

status and religion 

T 'Pe of~ ncer 

Endomet 
~Cervix Br~_a_st Ovary rial Others Total - -

A (In 
1-ye~ts) - -

1_li_·_2_1v 1 2 
1--

5 0 1 9 

.5·34v 17 15 8 0 0 40 
~ ·- - --
35·~~-y- 49 3§__ 12 3 2 102 -
_15-54Y 53 

I--
42 16 3 1 115 

55-6~tv 22 25 21 7 0 75 --
65-74y 20 10 4 0 2 36 

75y+ 7 2 3 1 1 14 

Not stated 1 1 1 0 0 3 - r--

Marital 
status 
Married 119 82 47 12 1 261_ 

Widowed 29 20 5 0 4 58 

Single 12 20 13 1 1 47 

Divorced 9 9 4 1 1 24 
1 Not stated 1 2 1 Q_ 0 4 
1 Religion 

-- -
1 Protestant 113 96 50 13 6 278 

Catholic 39 33 16 1 i-- 1 - 90 ----
Muslim 16 3 3 0 0 22 
Other 2 1 1 0 Q_ 4 -

4.5.1 Patient age and cancer diagnosis 

As shown in table 4.6, the relative risk for cancer of the ovary compared to 

LR 
test 
p 
value 

0.004 

0.03 --

-- ~---

0.27 
-

cancer of the cervix was 10.6 higher for patients aged 18-24 years relative to 

patients 25-34 years. 



Tab\e 4.6: Mu\tinomia\ \ogistic regression of cancer diagnosis and patient age 

T e of cancer 
Br st Ovar Endometrial Other 

RRR( 5°10 RRR(95% RRR(95% 
I) RRR 95% CI CI CI 

10.6(1.1-
106.6 w 

* * * * * * 
Ref Ref Ref 

* * * * * * 
* * * * * * 
* * * * * * 
* * * * * * 
* * * * * * 

Not stated * * * * * * 
N 133 70 14 7 
Note: Reference category for multinomial regression equation is cancer of the 
cervix (*p <0.05, • • • Not determined ) 

4.5.2 Marital status and cancer diagnosis 

The relative risk of breast cancer over cancer of the cervix was 2.4 for single 

patients relative to married patients (Table 4. 7). Single patients had similarly 

higher relative risks of cancer of ovary (RRR = 2. 7), and the relative risk of 

other cancers was 16.4 for widowed compared to married patients . 

Table 4.7: Multinomial logistic regression of cancer diagnosis and marital status 

~-------------------------------T~eofcance~r __________ _ 
~------------------~B~r=e~as~t ______ ~O~v~a~ryL__;E~n~d~om~e~tr~ia~l ______ __ 

RRR(95% RRR(95% RRR(95% 
Marital status 
Married 

CI CI CI) 
Ref Ref Ref 

RRR(95% CI} 
Ref 

idowed 
16.4( 1.8-
152.4) 

7 



4.5.3 Religion and cancer diagnosis 

Overall, religion was not significantly associated with cancer diagnosis (LRT p = 

0.27, Table 4 .5), but th r I tive risk for breast cancer over cancer of cervix was 

0.2 for Muslim comp r 1 t hn ti ns (Table 4.8). 

T bl 4.8: Multln m1 I I i t1c r gression of cancer diagnosis and religion 

Type of cancer 

Breast Ovarv Endometrial Other 
RRR(95% RRR(95% RRR(95% RRR(95% 

Religion CI) CI) en Cl) 

Protestant Ref Ref Ref Ref 

Catholic 1(0.6-1.7) 0.9(0.5-1.8} 0.2(0-1.8) 0.5(0.1-4.1) 
0.2(0.1-0.8) • • • ••• 

Muslim • 0.4(0.1-1.5) 
1.1(0.1- • • • ••• 

Other 0.6(0.1-6.6) 12.8) 

N 133 70 14 7 
Note: Reference category for multmom1al regression equation IS cancer of the 
cervix (*p <0.05, • • • Not determined) 

4.5.4 Patient's tribe and cancer diagnosis 

Cancers of the cervix and breast were the most common diagnosis in patients 

within each of the tribes. These two diagnoses occurred in at least half of 

patients from each tribe (Figure 4.6). 

tl c 
II ... • Othrs ,. 
Q. • El\dometrl I -0 

" Ovrv • :! c • ., 
u 
t • C rv 
A. 

F ur .6: 0 nbu on of c nc r dl no mon br nd yn clog c 
nc r ccord1n o n 



There was a statistically significant association between patient tribe and cancer 

diagnosis (LRT p value = 0.01) . Table 4.9 shows that the relative risk of breast 

cancer over ca ncer of t h c rvl for Luo (0.2) and Luhya (0.3) patients was 

significantly low r r I t tv to Kikuyu patients. Similarly, the relative risk of 

c nc r o h ov r comp r d to cervix was O.lfor Luhya patients. Compared to 

Kikuyu p nt , i ii patients had a significantly higher relative risk of 

ndom tri I cancer over cervical cancer (RRR = 5.8). 

Table 4.9: Mult inomial logistic regression of cancer diagnosis and tribe 

Type of cancer 
Breast Ovary Endometrial Other 

RRR(95% RRR(95% 
Tribe CI) CI) RRR(95% CI) RRR(95% CI) 
Kikuyu Ref Ref Ref Ref 
Kamba 0.6(0.3-1.4) 1.2(0.5-2.8) ••• 1.7(0.1-20.1) 

0.2(0.1-
Luo 0.6)* 0.6(0.2-1.6) 2.2(0.5-10.7} 1.5(0.1-17.1) 

0.3(0.1-
Luhya 0.8)* 0.1(0-0.6)* ••• 1.3(0.1-15.6) 
Coastal tribes 0.4(0.2-1) 0.6(0.2-1.7) 2.6(0.5-12 .6) 1.7(0.1-20.1)_ 

5.8(1.1-
1(0.3-2.6) Kisii 0.2{0-1. 9) 30.8)* ••• -

Kalenjin 1(0.3-3.5) 0.4(0-3.2) ••• 6.~0.5-80.8 
Meru 0.4(0.1-2.4) 1.8(0.4-7 .8) 3.9(0 .3-43.3) ••• --

Embu 0.8(0.2-4.4) • • • •• • • •• 
Others 0.4(0.1-1.5) 0.8(0 .2-3.2) • • • ••• 
N 133 70 14 7 
Note : Reference category for multtnomial regression equat1on 1s cancer of the 
cervix ( p <0 .05, • • • Not determined ) 

4.6 Socioeconomic factors and cancer diagnosis 

c rvlcal cancer diagnosis was the most common diagnosis in pati nts with no 

onn 1 duca ion and primary due tlon while br ast c nc r pr domtna d n 

s cond ry or rtl ry I v I (LRT p 0.005), T bl 

oci d I h occup on (LRT p 0.00 ) nd hou old ncom 



(LRT p = 0.0001). Cancer of the cervix dominated among farmers and 

housewives and in patients in the lowest income group. 

Table 4.10: Distribution of c nc r diagnosis according to patients' socio­
economic ch r ct ri lc 

Tvpe of cancer 
Cervix Breast Ovarv Endometrial Others Total 

Form I ducation 

LRT p 
value 

None 58 22 20 5 4 109 0.005 
Primacy_ 82 57 33 6 1 179 
Secondary 22 45 11 2 1 81 
Tertiary 5 7 4 1 1 18 
Unclassified 3 2 2 0 0 7 
Patient 
occupation 
Farmer 63 44 24 2 1 134 0.001 
Housewife 67 26 30 4 3 130 
Business 14 25 3 2 0 44 
Professional 8 18 5 2 1 34 
Skilled employment 5 3 1 0 0 9 
Other 4 7 0 1 1 13 
Not stated 9 10 7 3 1 30 
Household 
income 

-
Less than 2500 124 64 so 9 4 251 0.0001 
2501 -7500 13 29 8 2 2 54 
7501 - 12500 5 16 3 1 0 25 
12501- 17500 2 11 2 1 1-- 0 16 -17501 - 22500 1 7 1 0 0 9 

-~-- f---·-
Above 22500 3 1 1 0 0 5 
Undisclosed 22 5 5 1 1 34 

4.6.1 Formal education and cancer diagnosis 

The relative risk of breast cancer diagnosis over cervical cancer diagnosis is 1.8 

or pa i nts with primary education relative to no formal education {Table 4.11) 

nd s. nd 3. 7 or pa I n s with secondary and rtlary due tion r I ti to no 

orm I duca ion. 



Table 4.11: Multinomial logistic regression of cancer diagnosis and formal 
education 

-- T me -=o_,_f ..:::.Ca::..:n__,_,c::.;::e:.;_r _______ -----1 

--=--------....;::B;..;..:r st Ovar Endometrial Other 
Formal RRR(95% 
educ tlon CI 

Unclassified ••• • •• 
N 133 70 14 
Note: Reference category for multinomial regression equation is cancer of the 
cervix (*p <0.05,• • • Not determined) 

4.6.2 Patient occupation and cancer diagnosis 

7 

Table 4.12 shows that the relative risk of breast cancer relative to cervical 

cancer was 2.6 and 3.2 for patients engaged in business and professional 

employment compared to farmers. Significantly higher relative risks for 

endometrial relative to cervical cancer (10.5) was also seen in patients who did 

not state their occupation compared to farmers. 

Table 4.12: Multinomial logistic regression of cancer diagnosis and occupation 

~----------------.....;T~e of cancer _____ _ 
Breast Ova Endometria:..:...! ___ _ 

RRR(95% 
Occu ation -CI) 
Farmer 
Housewife 
Business 
Professional 
S illed 
em lo ment ••• 

15.7(0.8-
~0~h~r._ ____ ...=-..~~~._. _ ____;•;...;;•....;.• ___ ~7::-;;. 9(0 .6-106.5 300.9 ----1 

0.5(1.5-71.7) 

7 



4.6.3 Household income and cancer diagnosis 

The relative risk of breast ca ncer compared to cancer of cervix was 4.3, 6.2, 

10.7 and 13.6 for pati nts with Incomes of Kshs 2501 -7500, 7501 - 12500, 

12501 - 17500 nd 7 0 1 - :> 500, respectively, relative to patients earning 

I s th n K h 00 ( 

T lbl .1 : t- ul inomial logistic regression of cancer diagnosis and income 

Type of cancer 
Breast Ovary Endometrial Other 

Formal RRR(95% RRR(95% RRR(95% 
education RRR(95% CI) CI) CI) CI) 
Less than 2500 Ref Ref Ref Ref 

2.1(0.4- 4.8(0.8-
2501 -7500 4.3(2.1-8. 9) . 1.5(0.6-3.9) 10.9) 28.6) 

2.8(0.3-
7501 - 12500 6.2(2.2-17.7) • 1.5(0.3-6.5) 26.2) ••• 

2.5(0.3- 6.9(0.6-
12501 - 17500 10.7(2.3-49.5) · 18.1) 83.4) ••• 

13.6(1.6-112.6) 2.5(0.2-
17501 - 22500 • 40.4) • •• ••• 
Above 22500 0.6(0.1-6.3) 0.8(0.1-8.1) • • • ••• 

1.4(0.2-
Undisclosed 0.4(0.2-1.2) 0.6(0 .2-1.6) 0.6(0.1-5.2) 13.2) -
N 133 70 14 L 
Note: Reference category for multinomial regression equation Is cancer of the cervi x 
(* p <0.05, • • • Not determined) 

4.7 Cancer staging and patient characteristics 

4. 7.1 Demographic characteristics of patients In different cancer stages 

The staging of cancers was significantly associated with marital status. Cancer 

was often not staged for single (63.8%) or divorced (54.2%) women and most 

of he ido ed (41.4%) women had stage III or IV cancers (Table 4.1 ). The 

r main ng d mographlc characteris lc nam ly, age, r llglon nd rib did no 



Table 4.14: Associations between cancer staging and demographic 
characteristics of patients attending care in Kenyan facilities 

Cancer staging 
Stag I/ II Stage III/ Not staged 

- I-IV 
1!._ 79 N = 139 N = 176 r- -

1~9 c t~g_or'l 
_ 18 ·2.4 yenrs 1(11.1%)_ 2(22.2%) 6(66.7°/q} 

-- -3.1_ yenrs 13(32.5%) 13(32.5%) 14(35.0%1 
35-44 lears 21(20.6%) 35(34.3%) 46(45.1%1 
45-54 years 24(20.9%) 35(30.4%) 56(48.7%1 
55-64 years 11(14. 7%)_ 32(42.7%} 32_(42.7%) 
65-74 years 5(13.9%1 17(47.2%) 14138.9%) 
75 years and above 4(28.6%) 3(21.4%) 7(50.0%_)_ 
Not stated 0(0.0%) 2(66.7%) 1(33.3°/q} 

Marital status 
Married 49(18.8%) 98(37.5%) 114(43.7%j_ 
Widowed 15(25.9%) 2 4_{41.4 %_)_ 19(32.8%) 
Single 5(10.6%_)_ 12{25.5%) 30163 .8°/<U_ 
Divorced 9(37.5%) 2(8.3%_)_ 13(54.2%) 
Not stated 1(25.0%) 3(75.0%) 0(0.0%) 

Tribe 
Kikuyu 40(22.9%) 54(30.9%) 81(46.3%) 
Kamba 8(18.2%) 18(40.9%) 18(40.9%) 
Luo 7(18.4%) 9(23.7%) 22(57.9%) 
Coastal tribes 7(18.9%) 13(35.1%) 17(45.9%) 
Luhya 6(17.6%)_ 19(55.9%) 9(26.5%) 
Kisii 4(19.0%) 7(33.3%) 10(47.6%) 
Kalenjin 1(7.7%.1 5(38.5%) 7(53.8%) 
Meru 2_( 18 . 2 %_)_ 6(54.5%) 3(27.3%) 
Embu 2(33.3%_)_ 1_(16. 7%) 3(50~9%) 
Others 40_(22.9%) 54(30.9%) 81(46.3%_)_ 

Religion 
Protestant 47(16.9%) 102(36.7%) 129(46.4%) 
Catholic 25(27.8%_)_ 27(30.0%) 38(42.2%1 
Muslim 7(31.8%) 8(36.4%) 7(31.8%_)_ 
Other 0{0.0%) 2(50.0%_)_ 2_(50.0%_l 

LRT P 
value 

0.40 

< 0.001 

0.53 

0.17 



4.7.2 Socioeconomic characteristics of patients and cancer stages 

Among the four social economic factors shown in Table 4.15 namely formal 

education, occupation, monthly Income or residence, none showed a significant 

association with wh lh r p i nt's disease staging was done or whether the 

p tl nt h d nc g of ca ncer. 

Tubl octations between cancer staging and socioeconomic 
ch r ct risttcs of patients attendi ng care In Kenyan facilities 

Cancer sta_g_inJ; LRT 
Stage I/ II Stage III/ Not staged P value 

IV 
N :: 79 N = 139 N = 176 

Level of formal education 
No forma l education 23(21.1%) 41(37.6%) 451_41.3%?_)_ 0.44 
Primary education 41(22.9%_1 581_32.4%) 80(44.7%)_ 
Secondary education 10(12.3%_1 32_(39.5%) 39(48 .1%1 
Tertiary education 4(22.2%) 4(22.2%) 10(55.6%) 
Not stated 1(14.3%) 4(57.1%) 2(28.6%) 

Occupation 
Small scale farmer 32(23.9%_1 501_37.3%_1 52(38.8%) 0.85 
Housewife 25(19.2%) 42(32.3%) 631_48.5°/<U_ 
Small scale business 8(18.2%) 16(36.4%) 20l45 .5%_l 
Professional 6(17.6%) 11(32.4%) 171_50 .0°/<U_ 
Skilled employment 1(11.1%} 5(55 .6%) 31_33 .3°/<U_ 
Other 1(7.7°/<U_ 6(46 .2% ) 61_46 .2°/<U_ 
Not stated 6(20.0% ) 9130.0%1 151_50 .0% ) 

Monthly income 
-Less than KES 2500 56(22 .3°/<U_ 83(33.1%) 112l44 .6%) 0 .46 --KES 250 1-7500 6(11.1%) 24(44.4%) 24_(_44 .4%_1 

KES 7500 5_(20.0%) 11(44.0%) I 9136.0%) 
KES 1250 1 1(6.3%) 4(25. 0%) 11(68.8%1 
KES 17501 3(33.3%) 3(33.3%) I 3(33.3%} 
Above KES 22500 1(20.0%) 1(20.0%) 3(60.0%} 
Undisclosed 7(20.6%) 13(38.2%) 14(41.2%1 

Permanent residence 
Central 40(23.4%) 531_31.0%} 78(45.6%} 0.46 
Eastern 12(19.4%)_ 4(40.3%) 25l40.3%) 
Nyanza 11~(19.0%) 16(27.6%) 31_( 53 .4 °/o) 
Coast 7( 18.4°/~) 13_{34.2°/c~l 18(47.4%} 
Western 6_(16.7%} 19(52.8%) 11130.6%) 
Rift valley 2_( 11._1_ %} 8{44.4%} 81~~0/o} 
Other regions 1{9.1%} 51_1_5.5%) 5_(1_5 .5°/ol 



4.8 Cancer treatment modalities 

Surgery conducted in combination with either radiotherapy or chemotherapy was 

the most commonly (41 ° ) mployed mode of treatment for breast and 

w r u n urt ry lone and the remaining patients were most 

commonly n p Ill tv c r . 

Palliative care 
68(17%) 

Surgery alone 
126(32%) 

Other modality 
17(4%) 

Surgery plus 
radiotherapy/chem 

otherapy 
160(41%) 

Figure 4. 7: Modalities of cancer treatment used among female patients at 
Kenyan facilities 

Treatment modality versus cancer staging and diagnosis 

Table 4.16 shows the distribution of cancer treatment modalities according to 

cancer diagnosis and clinical staging of cancer. Endometrial cancer (57 .1 %) and 

oth r cane rs (71.4%) were commonly managed using surgery alone. Most 

cas s of br ast cane r, and cane rs of th c rvix nd ovary w r m n g d using 

comb n d mod most commonly SUI"' ry plus dio h r py o 



Table 4.16: Treatment mode and illness characteristics of women with breast 
and gynaecologic cancers 

Treatment modality 
Surg ry plu Surgery Palliative Radiotherapy Other 
r dlo h r Yl alone care modality 
chcmoth~ r py 
N = lGO N = 126 N = 68 N = 23 N = 17 

C n r 
dl gn~sJ.s_ 
C rvl 56{32.9%)_ 45(26.5%} 41(24.1%) 21(12.4%) 7(4.1%) 
Br st 70(52 .6% ) 40(30.1%) 15(11.3%) 2(1.5%) 6(4.5%) 
Ovary_ 30(42 .9% ) 28(40.0%) 8(11.4%) 0(0.0%) 4(5.7%) 
Endometrium 3(21.4% ) 8(57.1%) 3(21.4%) 0(0.0%) 0(0.0%) 
Other 
gynaecologic 1 1(14.3%) 5(71.4%) 1(14.3%) 0(0.0%) 0(0.0%} 
Stage of 
disease 
Stage I / II 30(38.0%) 31(39.2%) 9(11.4%) 6(7.6%) 3(3.8%) 
Stage III/IV 57(41.0%) 43(30.9%) 27(19.4%) 9(6.5%) 3(2.2%) 
Not staged 73(41.5%) 52(29.5%) 32(18.2%) 8(4.5%) 11(6.3%) 

Modality of treatment was significantly associated with cancer diagnosis (LRT p 

value= <0.001) but not with disease staging (LRT p value= 0.41). The relative 

risk of palliative care treatment over surgery plus radiotherapy or chemotherapy 

was 0.3 for breast relative to cervical cancer and 0.4 for cancer of the ovary 

relative to cancer of the cervix (Table 4.17). The relative risk of radiotherapy 

was 0.1 for breast relative to cervical cancer. 



Table 4.17: Univariate multinomial logistic regression of treatment mode and 
illness characteristics of women with breast and gynaecologic cancers 

Surgery 
alon 

% 

~~-0::..:.'..:...'7(0.4-1.2) 
1.2(0.6-2.2) Ov ry 

Endometrium 

Other 
gynaecologic 
Stage of 
disease 

3.3(0.8-
13.2) 
6.2(0.7-
55.2) 

Palliative care 

N = 68 
RRR (95% 
CI 
1.0 

0.3(0.1-0.6)· 
0.4(0.2-0.9)• 

1.4(0.3-7.1) 

1.4(0 .1-22 .5) 

Radiotherapy Other 
modality 

N = 23 N = 17 
RRR (95% CI) RRR (95% CI) 

1.0 1.0 
0.1(0.01-0.3) 0.7(0.2-2.2) 

* 
* * * 1.1(0.3-3.9) 

* * * * •• 

• • • * •• 

Stage I/ II 1.0 1.0 1.0 1.0 
Stage III/IV 0.7(0.4-1.4) 1.6(0.7-3.7) 0.8(0.3-2.4) 0.5(0.1-2.8) 
Not staged 0.7(0.4-1.3) 1.5(0.6-3.4) 0.5(0.2-1.7) 1.5(0.4-5.8) 
Note: Reference category for multinomial regression equation is surgery plus 
chemotherapy or radiotherapy (*p <0.05, • • • Not determined) 

4.9 DISCUSSION 

The descriptive data presented in this chapter was intended to summarise the 

characteristics of a sample of Kenyan women with breast and gynaecological 

cancers presenting for treatment at the main cancer treatment centres in the 

country. The results of the analysis of patients' characteristics reveal two main 

findings. First, the epidemiology of female cancers in the present study agrees 

with existing reports of cancer epidemiology both at the national and regional 

le els.84• 85 Second, cancer diagnosis shows significant associations with several 

patient demographic and socio-economic characteristics. There was a 

particularly strong association be w n type of cancer diagnosis and age among 

o h r c aract rlst cs. 



Concerning cancer epidemiology, the main features of women with breast and 

gynaecologic cancers were: an average age of 48.6 years with 50% of patients 

being between 35 nd 5 y rs, most were married (66.2%), Christians 

(93.4%), h d no ( 7. 7 o) or b sic ( 45.4%) education and resided in Central or 

E st rn provlnc . h m n g of presentation with breast and gynaecological 

c nc r In o h r udi among Kenyan females ranged from 47 to 49.4 years.lt 

w s slmll r to that reported in the present study and also most patients in the 

previous series were also married. 85
• 

198 While the data for most demographic 

variables were comparable to national estimates, the observation in the current 

study that Christians comprised 93.4% of the sample and Kikuyu tribe accounted 

for 44% of patients are above the estimates of the religious and ethnic 

distribution of the Kenyan population. This is explained by the fact that the KNH 

contributed the greatest proportion of participants in this study. This national 

referral facility is located in the capital which is predominantly inhabited by 

Christians and accessible to ethnic groups like the Kikuyu and Kamba who reside 

close to the Capital city. 

In addition, the main cancers in the present study were cancer of the cervix 

(43.2%) and breast cancer (33.8%). These cancers are also the leading female 

cancers in the Nairobi cancer registry,84 and the Eldoret cancer registry/98 which 

are the main cancer registries in Kenya. National cancer registries maintained in 

other sub-saharan Africa countries including Zimbabwe, Malawi, Congo and Cote 

d'Ivolre report similar cancer epidemiology .199
'
20

3 

A e of h associations between patient characterlst cs and cane r diagnosis 

r not orthy. Firs ly, mong h various m rlt Is a us, h rls o br as and 

0 rl n cane r comp r d to c rvlc I c nc r s high r In In 

0 m rri d p I n . Th r r llml d d comp n c nc r d no In 



Kenyan patients by marital status, but reports from MTRH show that current 

marriage and particularly being in a polygamous marriage is a common trait of 

patients with cancer of th c rvl . 7 

In common with r port from previous studies most genital tract cancers 

occurr d In h ix h decades. Cancer of ovary and breast were more 

common In 1 - r age group, relative to 25-34 year olds. The mean age of 

pr s nt tlon ~ ith cancer of the cervix is significantly higher compared to age for 

presentation with cancer of the ovary (52 years compared to 46.4 

years). 204Cancer of the ovary and choriocarcinoma have been noted to be more 

prevalent in younger age groups in other African studies. 204 

There was some evidence of association between different ethnic groups and 

cancer types. These associations should be interpreted with caution because 

some ethnic groups had minimal representation as evidenced by the wide 

confidence intervals where significant associations were reported. Larger studies 

with adequate nationwide representation of different tribes are required in 

future. This notwithstanding, such associations could be plausibly explained by 

the fact that different ethnic groups inhabit different geographic areas in Kenya. 

Wide geographic variations in cancer epidemiology even within the same country 

have been reported before. 205 In addition, the epidemiology of cancers in general 

and particularly genital tract cancers, has been significantly altered by HIV I 

AIDS which also shows wide geographic variations in Kenya.206 



CHAPTER 5 

QUALITY OF LIFE ISSUES 

5.1 Gener I Qol i u s 

F o u rt n n I I I u r ld ntifled as important quality of life issues among 

K ny n worn n w h br ast and gynaecologlc cancer (Table 5.1). These issues 

w r ld ntl1ed from among the 27 items in FACT-G tool. The four leading quality 

of life issues among patients were: worrying that their condition will deteriorate, 

lack of satisfaction with sex life, losing hope in the fight against illness and 

worrying about death. These issues caused concern among 93.9%, 84.1%, 

83.7% and 83.1% of patients, respectively. 

The other important issues reported to in more than two-thirds (66%) of 

patients were: lack of fulfilment in work, feeling nervous, inability to work, lack 

of enjoyment in things usually done for fun and discontent with quality of life 

(Table 5.1). 



Table 5.1: Important quality of life issues among Kenyan women with breast and 
gynaecologic cancer 

Quality of llf A little A little bit/ Quite a Very 
Issue Not tall bit Somewhat bit much 0/o 
I worry that my 
condition will t 
wor _lQ(,? ) J.(1.4) 7(1.9 ) 16(4.4) 323(89.5) 93.9 
I un 1tlsfil d with -
rny ljre _2_38(79.1) 15{5.0} 13(4.3 ) 20(6 .6) 15(5. 0) 84.1 
1 un losing ho In 
th fi ht m m 
Illness 12(3.3) 20(5.5) 27(7 .5 ) 31 (8. 6) 271 (75.1 ) 83.7 
I worry about dying 20(5.6) 20(5.6) 21 (5 .8 ) 31 (8 .6) 268(74.4 ) 83.1 
My work (include at 
home) is fulfilling 143(37 .4) 154(40 .3 ) 29(7.6 ) 35 (9 .2) 21 (5.5 ) 77.7 
I feel nervous 24(6.6) 27(7 .5) 31 (8.6) 59(16.3) 221(61.0) 77.4 
I am able to work 
(include work at I 

home) 128(33.3) 162(42.1) 36(9.4) 42(10.9) 17(4.4) 75.3 
I am enJoying the 
things I usually do 
for fun 112(29.4) 165(43.3) 38(10.0) 32(8.4) 34(8.9) 72.7 
I am content with 
the quality of my 
life right now 100(26.1) 157(41.0) 44(11.5) 45(11.8) 37(9. 7) 67.1 
I am able to enjoy 
life 80(20.9) 175(45.7) 40(10.4) 29(7.6) 59(15.4) 66.6 
I feel sad 33(9.1) 43(11.9) 55(15.2) 155(42.8) 76(21.0) 63.8 
I am sleeping well 70(18.2) 159(41.4) 52(13.5) 52(13.5) 51(13.3) 59.6 
I am bothered by 
the side effects of 
treatment 44(11.8) 58(15.6) 80(21.5) 88(23. 7) 102(27.4) 51.1 
I am satisfied with 
how I am coping 
with my illness 35(9.8J 146(40.71 58(_16.2) 62(17.3) 58 16.2) 50.4 

The issues presented in table 5.2 were rated as a source of quite a bit or very 

much concern by less than 50% of patients and thus were categorised as 

unimportant issues among Kenyan women with breast and other gynaecologic 

cancers. The patients reported that the issues that least bothered them were 

lac of emotional support from their families ( 4.0%), lack of satisfaction with 

mily communica ion about lin ss (6.6%) and no f ling clo o fr nds 

(7.0%). 



Less than 15% of patients reported that they were bothered by the level of 

support they got from friends , not feeling close to their partner and the lack of 

family acceptance of i lln s. 

Table 5.2: Qu llt y or II u s scored low among Kenyan women with breast 
and gyn olo I n r 

No A little A little bit/ Quite a Very 
Qu llty of llf~ l_s~ue all bit Somewhat bit much 0/o 

.1 h v nausea 35(9.4) 57(15.4) 99(26.7) 94(25.3) 86(23.2) 48.5 
I m forced to spend 
time In bed 69(18.5) 82(22.0) 58(15.6) 92(24.7) 71(19.1) 43.8 
I have a lack of 
energy 47(12.6) 117(31.5) 72(19.4) 109(29.3) 27(7.3) 36.6 
I have pa in 70(18 .8) 112(30.1) 82(22.0) 70(18.8) 38(10.2) 29.0 
I feel ill I 71(19.1) 120(32.3) 84(22.6) 60(16.2) 36(9. 7) 25.9 
Because of my 
condition, I have 
trouble meeting the 
needs of my family 105(28.5) 146(39.7) 43(11.7) 36(9.8) 38(10.3) 20.1 
I have accepted my 
illness 29(7.6) 29(7.6) 27(7.1) 57(14.9) 240(62.8) 15.2 
I get support from my 
friends 30(8.1) 24(6.5) 28(7.6) 55(14 .8) 234(63.1) 14.6 
I feel close to my 
partner (or the person 
who is my main 
support) 30(8.4) 7(2.0) 11(3.1) 53(14.9) 256(71.7) 10.4 
My family has 
accepted my illness 14(3.8) 20(5.4) 32(8.7) 53(14.4) 250(67 .8) 9.2 
I feel close to my 
fnends 7(1.9) 19(5.1) 23(6.2) 52(14.0) 271(72.8) z&. I am satisfied with 
fa mily commun ication 
about my il lness 11(3.0) 13(3 .5) 33(9 .0) 60(16 .4)_ .]49(68 .0 6.6 
I get emotional 
support from my 
fa mily 7(1.9) 8(2.2 ) 16( 4 .3) 46(12.4 ) 295(79.3j _ 4 .0 

5.2 Influence of domains on Qol issues 

There as evidence of signi tcant differences in pa ien ran lng of quali y of life 

lssu s cross four domains nam ly: physical, social, motion I and unct on I 

dom ns (p 0.003 ). Th av r r spon to h mo on I II ng 

m nd lon I dom n I n c n ho o 



the physical and social well being domains. The social well being domain had the 

least influence on quality of life issues. 

5.3 Influenc o r phic and socioeconomic factors on Qol 

is u 

5. .1. P ttent perception of physical well being 
Among II the seven physical well being items, only one item namely treatment 

side effects was considered an important issue by more than 50% of the patients 

with breast and gynaecologic cancer (Figure 5.1) 
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Flgur 5.1: Importance of physical domain issues among Kenyan women with 

bre st and gyn cologie c ncers 



5.3.1.2 Patient characteristics and physical well being 

Details of the univariate analysis of each of the demographic and socioeconomic 

patient factor and physic I w II being issues are presented in Appendix 1a. 

Results of dju t or In I logistic regression between these issues and 

d mo r phlc m o lo conomic factors are shown in table 5.3 to 5.8. 

) I h v I ck of energy 

Lack of energy was significantly associated with patients level of formal 

education and occupation. Lack of energy was common among professionals, 

skilled employees and patients in "other" occupations. Patients with higher 

education levels namely secondary and tertiary were likely to report that lack of 

energy was an issue (Appendix 1a). These factors were not significant in the 

ordinal regression analysis (Table 5.3). 

Table 5.3: Patient factors associated with lack of energy 

Odds Ratio P value 95% Confidence interv~ 
Level of formal education 1.00 

No formal education 1.30 0.127 0.81 2.10 
Primary education 2.38 1.23 4.61 
Secondary education 1.27 ~ 0.36 4.46 --
Tertiary education 1.59 0.35 7.18 

Occupation 
Small scale farmer 1.00 
Housewife 1.87 0.116 1.14 3.04 
Small scale business 0.95 0.46 1.95 
Professional 1.86 0.70 4.95 
Skilled employment 2.28 0.55 9.52 
Other 2.77 0.82 9.43 
Not stated 1.64 0.78 3.4__1 



b) I have nausea 

None of the demographic or socioeconomic factors explored were significantly 

associated with e p ri nclng naus a In the univariate associations (Appendix1a) 

c) I h v troubl m tlng th needs of my family 

Hlqh r I uc 10n w r associated with trouble meeting family needs in 

th un d n lysis (Appendix 1a). The patients in income category KES 

17501-22500 also considered trouble meeting family needs as an issue. In the 

adjusted analysis this group was four times more likely to report this issue 

compared to patients in the lowest income category (Table 5.4 ). Patients in 

other occupations were also more likely to consider trouble meeting family needs 

as a quality of life issue (Table 5.4 ). 

Table 5.4: Patient factors associated with trouble meeting family needs 

[95% 
Odds Ratio P value Con f. Interval] 

Level of formal education 
No formal education 1.00 
Primary education 1.27 0.343 0.78 2.07 
Secondary education 2.01 1.02 3.97 
Tertiary education 1.39 0.38 5.08 
Not stated 0.79 0.18 3.51 

Occupation 
Small scale farmer 1.00 

o.o4o - 1.66 Housewife 1.01 0.62 
Small scale business 0.62 0.30 1.27 ------Professional 1.31 0.45 3.85 . 
Skilled employment 0.64 0.15 2.85 
Other 3.15 0.88 11.25 
Not stated 2.62 1.19 5.77 

Monthly income 
Less than KES 2500 1.00 
KES 2501-7500 1.49 0.027 0.79 2.80 
KES 7500 1.59 0.64 3.9__1 
KES 12501 0.51 0.18 1.50 
KES 17501 4.25 0.90 20.16 
Above KES 22500 0.28 0.04 2.24 
Undisclosed 0 .50 0~ 1.1)_ 



d) I have pain 

Level of education, religion and residence showed significant association with 

pain as a quality of lif lssu (Tabl 5.5). Pain was a significant issue in patients 

with high I due tlon compared to those with no formal education. 

P In w mong Catholics compared to Protestants and Muslims. 

P tl nt In N n nd Coast considered pain less of an issue compared to those 

In C ntr I, while those in Rift valley reported pain to be a major issue. 

Table 5.5: Patient factors associated with self reported pain as an issue 

[95% 
Odds Ratio P value Con f . Interval] 

Level of formal education 
No formal education 1.00 
Primary education 1.59 0.003 0.97 2.60 
Secondary education 3.18 1.73 5.85 
Tertiary education 3.15 1.17 8.44 
Not stated 1.23 0.25 5.91 

Religion 
Protestant 1.00 - -Catholic 0.49 0.041 0.30 0.80 
Muslim 1.08 0.40 2.95 
Other 0.72 0.07 7 .39 

Permanent residence 
Central 1.00 - - -Eastern 1.53 0.0006 0.84 

t-
2.81 ·-Nyanza 0.39 0 .21 r-- 0 .7~ 

Coast 0 .39 0.18 0.83 
Western 0.62 0 .31 1.26 
Rift valley 2.38 0.90 6.32 
Other regions 0.70 0.18 2.69 

e) I am bothered by side effects of treatment 

Th pa len tribe or r gion n hlch th y r sld d, nd duca ion show d 

ssocl tlon I h h th 

n u or no . S d m n o cone rn mon p n 



with secondary or tertiary education (Table 5.6). Patients in Central province 

were less likely to reported side effects of treatment as a major issue compared 

to patients in the oth r r glons. 

T bl 5. 
c nc r 

tl n Ot oci d with side effects of treatment as an issue in 

[95% 
Odds Ratio P value Con f. Interval] -

Level of formal education 
No formal education 1.00 
Primary education 1.53 0.015 0.91 2.58 
Secondary education 0.71 0.35 1.45 
Tertiary education 0.22 0.06 0.80 
Not stated 1.18 0.24 5.82 

Occupation 
Small scale farmer 1.00 
Housewife 1.05 0.407 0.62 1.78 
Small scale business 0.68 0.33 1.43 
Professional 0.66 0.21 2.07 
Skilled employment 3.50 0.62 19.85 
Other 0.82 0.24 2.81 
Not stated 0.57 0.25 1.29 

Permanent residence 
Central 1.00 
Eastern 1.55 0.0002 0.83 2.88 
Nyanza 2.96 1.49 5.89 -Coast 3.09 1.39 6.84 t--- -~ --Western 3.44 1.51 7.fli_ 

1--Rift valley 1.81 0.68 4.86 -Other regions 0.27 0.07 0.9§_ 
Monthly Income 

Less than KES 2500 1.00 
KES 2501-7500 0.76 0.557 0.40 1.46 
KES 7500 1.05 0.41 2.72 
KES 12501 1.48 0.45 4.89 
KES 17501 0.65 0.12 3.51 
Above KES 22500 0.42 0.06 3.04 
Undisclosed 1.98 0.81 4.81_ 



f) I feel ill 
The younger patient age groups (below 34 years) considered feeling ill to be a 

major issue and the association between age and feeling ill was significant in the 

univariate an ly I {A ndi 1 ). In the adjusted analysis only region was 

signlflc ntly ling Ill with patients in the Rift valley being thrice 

mot Ilk ly o r por f ltng ill as an issue compared to those in Central (Table 

5.7). 

T ble 5.7: Pattent factors associated with reports of feeling ill as an issue in 
cancer 

[95% Conf. 
Odds Ratio P value Interval] 

Age category 
18-24 years 1.00 
25-34 years 0.83 0.053 0.18 
35-44 years 0.44 0.11 
45-54 years 0.24 0.06 
55-64 years 0.44 0.10 
65-74 years 0.46 0.09 
75 years and above 0.39 0.07 
Not stated 0.29 0.01 

Level of formal education 
No formal education 1.00 
Primary education 1.71 0.052 1.00 
Secondary education 2.27 1.!:..1_ 
Tertiary education 3.92 1.31 
Not stated 0.84 0.18 

Marital status 
Married 
Widowed 0.61 0.068 0.33 
Single 0.71 0.36 
Divorced 0.40 0.16 
Not stated 0.10 0.01 

Permanent residence 
Central 1.00 
Eastern 1.01 0.0016 0.55 
Nyanza 0.35 0.18 
Coast 0.62 0.30 
WE~_stern 0.55 0.26 
Rift valley_ 3.60 1.29 
Other regions 0.71 0.19 

3.70 
1.84 
1.01 
1.96 
2.29 
2.27 
7.99 

2.94 
4.53 - '---

11.69 
4.00 -

1.13 
1.43 
0.99 
1.31 

1.86 
0.66 
1.27 
1.15 

10.01 
_2.58 



g) I am forced to spend time in bed 

Higher levels of formal education and t ribe (Luhya or Coastal) were associated 

patient perception o tim sp nt in bed as an issue among Kenyan women with 

breast and yn olo lc c nc rs (Appendix 1a). Table 5.8 shows that in the 

lncr 1 d wl h h h r levels of formal education and was also high in Central 

provinc comp red to other regions. 

Table 5.8: Patient factors associated with time spent in bed as an issue in cancer 

[95% 
Odds Ratio P value Con f. Interval] 

Level of formal education 
No fo rmal education 1.00 
Primary education 1.65 0.03 0 .041 2.63 
Secondary education 2.44 0.00 4.44 
Tertiary education 1.56 0.38 4.21 
Not stated 3.34 0.18 19.21 

Permanent residence 
Centra l 1.00 - -
Eastern 0.71 0.23 0.012 1.25 -Nyanza 0.43 0.01 0.77 
Coast 0.34 0.00 0.~ 
Western 0.52 0.07 1.06 
Rift valley 0.49 0.16 1.32 
Other regions 0.38 0. 13 1.3.]_ 

5.3.2 Emotional issues 

5.3.2.1 Patient perception of emotional well being 

The emotional well being domain made an important contribution to the quality 

of life issues reported among Kenyan women with cancer. Each of the items in 

this domain was reported to cause concern in at least 50% of all patients (F1gure 

5.2). 
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Figure 5.2: Importance of emotional domain issues among Kenyan women with 
breast and other gynaecologic cancers 

5.3.2.2 Patient characteristics and emotional well being 

Details of the univariate analysis of each of the demographic and socioeconomic 

patient factors and emotional well being issues are presented in Appendix lc. 

Results of adjusted ordinal logistic regression between these issues and 

demographic and socioeconomic factors are shown in tables 5.9- 5.13. 

a) I feel sad 

Most patient factors did not show significant association with patient report of 

sadness as most patients In all groups reported feeling sad (App ndix la). 

However, residence was significantly associated w th f ellng sad with pat nts in 

Central b ing Ilk ly to f I sad compa d tooth r provlnc s (T bl 5.9). 



Table 5.9: Feeling of sad and its association with patient characteristics in cancer 
patients 

Odds Ratio P value f95% Conf. Intervall 
Religion 

Protestant 1.00 -Catholic 0.5..2_ 0.159 0.37 0.95 -Muslim 0.75 0.30 1.90 -Other 0.49 0.07 3.51 
Permanent r~~ldence 

Central 1.00 
Eastern 0.69 <0.001 0.38 1.26 
Nyanza 0.40 0.22 0.74 
Coast 0.15 0.07 0.30 
Western 0.23 0.11 0.47 
Rift valley 0.35 0.13 0.93 
Other regions 0.35 0.10 1.27 

b) I am satisfied with how I am coping with my illness 

Individual satisfaction with coping with cancer was a major issue among small 

scale farmers, housewives and patients in other occupations(Appendix 1c) This 

was also considered a significant issue among patients with incomes between 

KES 17501 and KES 22500 (Table 5.10). 



Table 5.10: Individual satisfaction with coping with illness and its association 
with patient characteristics in cancer patients 

[95% 
Odds Ratio P value Con f. Intervall 

Level of formal education 

r-
No formal educa!lon 1.00 
Prim ry educlltlon 0.87 0.275 0.54 1.41 - condary education 1.58 0.82 3.08 - rcrtlCJry cduc_ation 0.95 0.29 3.08 
Not stated 2.01 0.46 8.73 

Occupation 
Small scale farmer 1.00 
Housewife 0.55 0.007 0.33 0.90 
Small scale business 1.00 0.50 2.01 
Professional 1.21 0.46 3.20 
Skilled employment 2.62 0.77 8.93 
Other 1.71 0.55 5.28 
Not stated 0.30 0.13 0.69 

Monthly income 
Less than KES 2500 1.00 
KES 2501-7500 1.84 0.065 1.01 3.37 
KES 7500 0.59 0.24 1.42 
KES 12501 1.40 0.49 4.01 
KES 17501 1.63 0.41 6.54 
Above KES 22500 1.39 0.21 9.g_ 
Undisclosed 2.26 1.11 4.61 

c) I am losing hope in the fight against my illness 

Patients commonly reported that they were losing hope in their fight against 

cancer (Appendix 1c). Among the patient factors considered only residence 

showed a statistically significant association with responses to this issue. 

Patients in Coast province were least likely to report that they were losing hope 

in their fight against cancer (Table 5.11) 
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Table 5.11: Losing hope in the fight against cancer and its association with 
patients' residences 

[95% 
Odds Ratio P value Con f. Interval] 

Permanent residence 
Ccntrnl 
Enstcr n 1.76 0.012 0.63 4.90 
Nyn nzo 1.62 0.58 4.53 
Coast 0.28 0.13 0.62 
Western 0.73 0.28 1.85 
Rift valley 0.84 0.22 3.14 
Other regions 0.73 0.15 3.60 

d) I feel nervous 

Rel igion and residence were significantly associated with feeling of nervousness 

in the univariate analysis in Appendix 1c. Muslims were least likely to report 

feeling nervous compared to Protestants and Catholics. Similarly, patients in 

Coast province and Rift Valley did not consider nervousness to be a major 

quality of life issue (Table 5.12). 

Table 5.12: Patient characteristics and association with nervousness in femal e 
cancer patients 

[95% 
Odds Ratio P value Con f . Interva l] 

Religion 
Protestant 1.00 -
Catholic 0.72 0.354 0.43 1.23 - Muslim 0.50 0.19 1.30 
Other 0.56 0.07 4.68 

Permanent residence 
Central 1.00 
Eastern 0.99 <0.001 0.50 1.96 
Nyanza 0.49 0.24 0.98 
Coast 0.16 0.07 0.33 
Western 0.32 0.15 0.69 
Rlft valley 0.23 0.08 0.63 
Other regions 0.51 0.12 2.15 

Ill 



e) I worry about dying 

Patients responses on worry about dying was significantly associated with their 

residence (p<O.OOl), 5.13. Patients in Coast province were least likely to 

r port b In wor dymg, followed by Western and Rift valley provinces. 

bl c nc r pat1ent self reported worry about death and its 
i n characteristics 

Odds Ratio P value [95% Conf. Interval] 
Religion 

Protestant 1.00 
Catholic 0.65 0.387 0.37 1.14 
Muslim 0.61 0.21 1.72 
Other 0.48 0.05 4.33 

Permanent residence 
Central 1.00 
Eastern 0.91 <0.001 0.44 1.88 
Nyanza 0.94 0.44 2.00 
Coast 0.16 0.07 0.35 
Western 0.19 0.09 0.43 
Rift valley 0.51 0.16 1.62 
Other regions 0.63 0.13 2.96 

f) I worry that my condition will get worse 
Most female cancer patients were worried that their condition will get worse. 

There were, however, no significant associations between patient characteristics 

and self reported worry that the condition will get worse (Appendix lb) 

5.3.3 Social issues 

5.3.3.1 Patient perception of social well being 

In the social domain, only one Issue - satisfaction with sexual life, was reported 

to be mportant by at I ast 50% o th patients (Figure 5.3). 
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Figure 5.3: Importance of social domain issues among Kenyan women with 
breast and other gynaecologic cancers 

5.3.3.2 Patient characteristics and social well being 

Details of the univariate analysis of each of the demographic and socioeconomic 

patient factors and social well being issues are presented in Appendix 1c. Results 

of adjusted ordinal logistic regression between these issues and demographic 

and socioeconomic factors are shown in tables 5.14- 5.19. 

a) I feel close to my friends 

Most patients felt close to th ir friend and this fe ling was not influenc d by 

most of the d mographlc or socioeconom c charact rist c (App ndix lb). T bl 

5.14 shows ign tcant ssocl tion b tw n pat nt's trib nd f lin clo to 

fr nd I h th 1 tri nd n W t m 

II 



region among the Luhya/ Kisii and Luo tribes as they were less likely to report 

feeling close to friends in comparison with the Kikuyu tribe. 

Table 5.14: F m I c nc r p nt reported closeness to friends and its 
association with p tl nt cl1 r c ristlcs 

p [95% 
Odds Ratio value Con f. Interval] 

Tribe 
Kikuyu 1.00 

Kamba 1.05 0.002 0.41 2.68 

Luo 0.34 0.13 0.88 

Coastal tribes 0.13 0.06 0.32 

Luhya 0.29 0.11 0.74 

Kisii 0.19 0.06 0.57 

Kalenjin 0.50 0.10 2.38 

Meru 0.47 0.09 2.38 

b) I get emotional support from my family 

Appendix 1b shows that none of the patient demographic or socioeconomic 

characteristics examined in this study was significantly associated with patient 

perception of the level of emotional support they received from family. 

c) I get support from my friends 

The level of support provided to patients by friends was not an important issue 

but it showed a significant association with income and tribe (Table 5.15). Klsii, 

Luo, Luhya and Coastal patients reported receiving less support compared to the 

Kikuyu tribe and level of support from friends (in families) generally increas d 

with lncr asing Incomes. 
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Table 5.15: Female cancer patient self reported of levels of emotional support 
from family and its association with patient characteristics 

[95% 
Intervall Odds Ratio P value Con f. 1-=-

Monthly In -Less thnn KCS 500 1.00 
KE:S 250 .I ~7 00 1.02 0.023 0.51 2.07 
KEs ,-sao 0.23 0.10 0.56 
KES 12501 1.12 0.37 3.41 
KES 17501 0.63 0.13 3.12 
Above KES 22500 1.01 0.14 7.02 
Undisclosed 0.41 0.18 0.91 

Tribe 
Kikuyu 1.00 
Kamba 0.96 0.006 0.43 2.14 
Luo 0.26 0.12 0.59 
Coastal tribes 0.33 0.15 0.74 
Luhya 0.33 0.15 0.75 
Kisii 0.29 0.11 0.80 
Kalenjin 0.59 0.16 2.15 
Meru 1.83 0.43 7.68 
Embu 1.76 0.27 11.56 
Others 0.35 0.10 1.15 

d) My family has accepted my illness 

Most families had accepted patient's illness hence this was not an important 

emotional issue (Appendix 1b). The level of acceptance was however, lower in 

Rift valley and Coast, Western and Nyanza regions (Table 5.16). 

Table 5.16: Family acceptance of illness and its association with cancer patient 
characteristics 

(95% 
Odds Ratio P value Con f. Interval]_ 

Permanent residence 
Central 
Eastern 1.03 0.001 0.38 2.7_1 
Nyanza 0.42 0.18 0.94 
Coast 0.19 0 .08 0.42 
Western 0.40 0.16 l.OA 
Rift valley 0.25 0.0_8_ 0.7A_ 
Other regions 0. 5 0.09 1~~0 ....._ 
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e) I am satisfied with family communication about my illness 

Patients were likely to report that they were satisfied with family communication 

about their illnes nd th is wa s not influenced by their demographic or 

socioeconomic (Appendix 1b). Patient residence however 

influ nc • h I 10n of family communication as shown in Table 5.17. 

bl 5. 1 : Influence of patient residence on their perception on family 
communic t1on about their illness 

[95% 
Odds Ratio P value Con f. Intervall 

Permanent residence 
Central 1.00 
Eastern 1.16 0.003 0.36 3.73 
Nyanza 0.33 0.14 0.79 
Coast 0.21 0.09 0.50 
Western 0.19 0.08 0.47 
Rift valley 0.17 0.05 0.53 
Other regions 

f) I feel close to my partner 

The tribe of patients was associated with their perception of closeness to 

partners as an issue among cancer patients (Table 5.18). Embu and Coastal 

patients reported that feel ing close to partners was a major issue while this was 

not the case among patients in other tribes . 

II 



Table 5.18: Female cancer patient characteristics and association with feeling 
close to partners 

[95% 
Odds Ratio P value Con f. lntervall 

T rlb - Kikuyu 
Klnnb:J 1.75 0.007 0.77 3.97 
Luo 0.46 0.19 1.14 
Coastal tribes 0.25 0.10 0.62 
Luhya 1.09 0.43 2.77 
Kisii 0.95 0.28 3.17 
Kalenjin 1.41 0.34 5.88 
Meru 0.54 0.12 2.38 
Embu 0.10 0.02 0.61 
Others 0.23 0.06 0.86 

Marital status 
Married 
Widowed 0.76 0.803 0.36 1.60 
Single 0.68 0.30 1.57 
Divorced 0.87 0.30 2.50 
Not stated 0.35 0.03 4.77 

Occupation 
Small scale farmer 
Housewife 1.58 0.061 0.85 2.93 -

Small scale business 0.71 0.30 1.6fl_ 
Professional 1.34 0.51 3.5£. 
Skilled employment 0.13 0.03 0.62 
Other 0.76 0.18 3.12 -
Not stated 0.90 0.32 2.54 -

g) I am satisfied with my sex life 

Satisfaction with sex life was a major issue among cancer patients in the study 

(Appendix 1b). The satisfaction with sex life was influenced by occupation, 

Income and residence (Table 5.19). 
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Table 5.19: Patient satisfaction with sex life and association with patient 
characteristics 

[95% 
Odds Ratio P value Con f. Intervall t--

Monthly Inc -
Less thnn KES. 00 -
KES 250 1·7500 3.43 0.0006 1.88 6.27 
KES 7500 2.45 1.02 5.89 
KES 12501 1.69 0.57 5.04 
KES 17501 3.31 0.79 13.93 
Above KES 22500 3.83 0.62 23.46 
Undisclosed 3.46 1.67 7.17 

Permanent residence 
Central 
Eastern 0.85 0.0008 0.45 1.58 
Nyanza 0.91 0.48 1.70 
Coast 1.04 0.47 2.27 
Western 0.47 0.20 1.08 
Rift valley 5.35 2.06 13.87 
Other reg ions 0.99 0.30 3.25 

Occupation 
Small scale farmer 
Housewife 0.54 0. 037 0.32 0.92 
Small scale business 0.40 0 .19 0.83 
Professional 1.00 0.39 2.@_ -Skill ed employment 0.24 0.04 1.24 
Other 1.09 0.36 3.3Q_ 
Not stated 0.42 0.17 1.05_ 

5.3.4 Functional issues 

5.3.4.1 Patient perception of functional well being 

Only 15.2% of patients reported that failure to accept their illness was major 

functional issue. More than half of the patients identified each of the remaining 

sl unctlonal well being Issues as major quality of life issues (Figure 5.4 ). 
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Figure 5.4: Importance of functional domain issues among Kenyan women with 
breast and other gynaecologic cancers 

5.3.4.2 Patient characteristics and functional well being 

Details of the univariate analysis of each of the demographic and socioeconomic 

patient factors and physical well being issues are presented in Appendix ld. 

Results of adjusted ordinal logistic regression between these issues and 

demographic and socioeconomic factors are shown in tables 5.20 - 5.26. 

a) I am able to work 

The main factor influencing patient ability to work was age (Table 5.20). The 

ability to work as an issue in cancer increased with increasing age. The 

remaining patient factors did not influence patient ability to work . 
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Table 5.20: Patient abili ty to work and its association with cancer patient 
characteristics 

Age category 
Odds Ratio P value r95% Conf. IntervaU 

__ -...... 1 .... 8·..,.=-2~4·~ yea~r~s ___ __ 1.00 l---+------t------1 
25.-3tf yet~rs 0.41 0.022 0.11 1.59 
JS-4~~ years 0.68 0.19 2.43 
· ~ 5-S'"tf years 0.26 0.07 0.95 
ss-~•f years 0.33 0.09 1.21 
~s-~4 years 0.48 0.12 2.02 
iS years and above 0.25 0.05 1.26 

1--~-Not stated 
Level of formal education 1.00 

No formal education 1.42 0.732 0.83 2.43 
Primary education 1.39 0.65 2.97 
Secondary education 1.01 0.28 3.70 
Tertiary education 1.62 0.28 9.27 
Not stated 

Occupation 
Small scale farmer 

~---=H_o~US71e~w~i~fe~~~~--+-----~0~.9~0~-=0~.6=0=6~----~0~. ~54~- ~ 
Small scale business 1.26 0.61 2.62 
Professional 1.51 0.51 4.4.:L 
Skilled employment 1.02 0.26 3~ 
Other 2.32 0.~ _ 8.04 

k,.-~N~o~t~s.::::ta~te:::!d~--------+-----~1:...!... 6=8~------r-----0 ."Z..2_ ~ _ 3. Z§_ Monthly income 
Less than KES 2500 

----- -KES 2501-7500 1.72 0.072 0.89 3.30 
0.44_f- 2.71 
0 .28 2.6~ 

KES 7500 -----t---1.09 ~----+--
~ KES 1.2501 0.86 

KES 17501 4.15 0.94 18.35 
A ove KES 22500 1.00 0.16 6.37 
Undisclosed 2.81 1.25 6.33 

~I be 
Kikuyu 

Kamba 1.01 0.148 0.52 1.97 
uo 1.18 0.58 2.39 

Coastal tribes 0.87 0.41 1.86 
~--_;L~u'hn·y_a ____________ -r----~o~.4?.8~-----+-----o~.~~~2 1.0~ 

~sll o.~ 0.35 2~ 

l\1eru 4.31 1.35 1_3_.7_2_ 
:Embu 0.43 0.07 2.60 
Others 2.08 0.61 6.49 

1 .. 



b) My work is fulfilling 

In the univariate analysis (Appendix d) level of education, occupation, income 

and tribe were associ t d with p tlent perception of fulfilment from their work. 

Pati nt with hi h r uc tlon I v I were more fulfilled, while small scale farmers 

~dju (T ble 5.21) 

T ble 5.21: Ful filment derived from work and its association with cancer patient 
ch racteri stics 

Odds Ratio P value f95% Conf. Interval] 
Level of formal education 

No forma l education 1.00 
Primary education 1.58 0.139 0.97 2.56 
Secondary education 2.04 1.03 4 .01 
Tertiary education 0.91 0.26 3.18 
Not stated 2.61 0.53 12.88 

Occupation 
Small scale farmer 1.00 
Housewife 0.81 0.541 0.50 1.33 
Small scale business 0.96 0.47 1.97 
Professional 2.48 0.85 7.19 
Skilled employment 1.76 0.47 6 .62 
Other 1.09 0.30 3.87 
Not stated 0 .97 0.44 _2. Jd._ 

Monthly income 
Less than KES 2500 1.00 
KES 2501 -7500 0 .99 0 .183 0 .52 1.88 
KES 7500 1.02 0.42 2 .46 
KES 12501 1.17 0 .39 3.51 
KES 17501 2.79 0 .65 11.90 
Above KES 22500 0 .83 0 .13 5.32 
Undisclosed 2.89 1.29 6.47 

Tribe 1.00 
Kikuyu 
Kamba 0 .79 0.20 0 .42 1.50 
Luo 0.78 0.38 1.57 
Coasta l tribes 0.59 0.29 1.23 
Luhya 0.42 0 .20 0 .90 
KISII 0.69 0. 28 1.68 
Ka_lenj1n 0.84 0.29 2.45 
M_eru 1.02 0~0 3!_~_5 
Embu 0._4_9 0.10 2!..25_ 
Others 2.64 0.92 7.59 

I I 



Residence and month ly income influenced the patient's ability to enjoy life (Table 

5.22). Ability to enjoy li fe was a significant issue among patients in the income 

category of KES 750 - 500. Patients from Coast, Western and Eastern 

Ill o nJOY life and Its association with cancer patient 

Odds Ratio P value 195% Conf. Intervall 
L v I of formal education 

No formal education 

Primary education 0.99 0.80 0.60 1.61 
Secondary education 1.37 0.69 2.74 
Tertiary education 0.92 0.25 3.39 
Not stated 1.66 0.31 8.79 

Occupation 
Sma ll sca le farmer 
Housewife 0.52 0.10 0 .31 0.86 
Sma ll sca le bus iness 1.36 0 .66 2 .82 
Professiona l 1.43 0.47 - 4.~ 
Skilled employment 0.71 0 .18 bU.-Other 1.37 0.41 4 .62 
Not stated 0.81 0 .36 1.82 

Monthly income 
Less than KES 2500 

- -KES 2501-7500 1.83 0.021 0 .96 3.48 
KES 7500 0 .50 0.19 l.]Q_ 
KES 12501 1.00 0 .32 3.15 
KES 17501 2.35 0 .53 10.33 
Above KES 22500 1.38 0.20 9.44 
Undisclosed 2.98 1.33 6.64 

Permanent residence 

Central 

Eastern 0.76 0.002 0.42 1.37 
Nyanza 1.28 0.70 2.35 
Coast 0.20 0.09 0.44 
Western 0.58 0 .27 1.24 
Rift valley 1.17 0.45 3.03 
Other r ~ions 1.16 0.32 4 ,22 

Religion 
IProte~nt 
Catholic 0.86 0~12 0~_3 _1.37 
Muslim 0.66 0~ 1~ 
Other 0.24 0 03 2.16 



c) I have accepted my illness 

Acceptance of illness was generally high in the study and with the exception of 

residence it was not influ nc d by the remaining patient factors like age, 

education, occup lon o tncom . 

cc ptance of illness and Its association with cancer patient 

[95% 
Odds Ratio P value Con f. Interval] 

Permanent residence 
Central 
Eastern 1.03 0.0006 0.45 2.36 

Nyanza 0.49 0.24 1.01 

Coast 0.20 0.10 0.41 

Western 0.58 0.25 1]1_ 

Rift valley 0.62 0.19 2.04 

Other regions 1.74 0.21 14.25 

a) I am sleeping well 

Sleeping well was an issue among most patients but was significantly influenced 

by reported monthly income only, Table 5.24. The ability to sleep well was more 

of an issue in the low compared to higher income groups. Sleep disturbance was 

common among patients who did not disclose income and those earning KES 

2501-7500 and KES 12501-22500. 



Table 5.24: Sleep disturbance and its association with cancer patient 

characteristics 

[95% 
Odds Ratio P value Con f. Intervall 

f-
Level of formal education -

1-
_ No formal education 1.00 

Prlmc1ry etiucat1on 0.87 0.288 0.54 1.40 
-- •condnry education 1.43 0.73 2.81 

-- T rtlary education 0.88 0.25 3.04 
-- Not stated 3.02 0.67 13.68 

Occupation 
Small scale farmer 1.00 

Housewife 0.54 0.178 0.33 0.88 

Small scale business 1.11 0.55 2.26 

Professional 0.98 0.35 2.72 

Skilled employment 1.83 0.48 7.02 

Other 0.87 0.25 2.~ 

Not stated 0.89 0.40 1.97 

Monthly income 
Less than KES 2500 1.00 

KES 2501-7500 2.04 0.007 1.08 3.§.2._ 

KES 7500 1.01 0.40 2.55 

KES 12501 3.94 1.33 11.65 

KES 17501 6.72 1.54 29.25 

Above KES 22500 0.90 0.14 5.76 

Undisclosed 2.43 1.10 5.37 

b) I am enjoying the things I usually do for fun 

Among the different patient factors explored (Appendix d) only the residence of 

patients influenced whether or not they enjoyed the things they usually did for 

fun. This was not a major issue for patients in Eastern and Rift valley while it 

was an issue in the other provinces, Table 5.25. 



Table 5.25: Patient enjoyment of things done for fun and association with cancer 
patient characteristics 

[95% 
Odds Ratio P value Con f. Intervall 

Level of formal education 
No formnl education 1.00 
Primary education 1.26 0.151 0.77 2.05 
Secondary education 1.76 0.89 3.48 
Ter'llt~ry education 1.09 0.31 3.85 
Not stated 5.11 1.17 22.33 

Occupation 
Small scale farmer 1.00 
Housewife 0.56 0.299 0.34 0.92 
Small scale business 0.85 0.41 1.78 
Professional 0.68 0.23 1.95 
Skilled employment 1.01 0.27 3.74 
Other 0.78 0.23 2.68_ 
Not stated 1.22 0.55 2.70 

Monthly income 
Less than KES 2500 1.00 
KES 2501-7500 2.15 0.169 1.14 4.06 
KES 7500 1.18 0.47 2.99 
KES 12501 1.99 0.66 5.99 
KES 17501 3.97 0.99 15.85 
Above KES 22500 0.94 0.14 6.49 
Undisclosed 1.28 0.57 2.89 

Permanent residence 
Central 1.00 

0 .69~ 2.19 Eastern 1.23 ,_Q: 0002 
Nyanza 0.59 0.32 1.09 
Coast 0.16 0.07 0.35 --
Western 0.60 0.29 1.22 
Rift valley 1.32 0.52 3.37 
Other regions 0.79 0.24 2.62 

c) 1 am content with the quality of my life right now 

Patient occupation and residence showed significant associa ion with 

con ntm n with quali Y o Patl n s rom Coas nd 

r port d th lo st I v Is o is ctlon I h qu I y o II olio d by ho In 



Nyanza. On the other hand Professionals and patients in 'other' occupations 

reported significantly high quality of life compared to the remaining occupations. 

Table 5.26: P ti n cant ntm nt with QoL and association with cancer patient 
char ct rl tic 

[95% 
Odds Ratio P value Con f. Intervall 

Level of formal education 
No formal education 1.00 
Primary education 1.05 0.11 0.66 1.69 
Secondary education 1.66 0.86 3.20 
Tertiary education 0.75 0.23 2.47 
Not stated 4.65 1.05 20.62 

Occupation 
I 

Small scale farmer 1.00 
I Housewife 0.48 0.01 0.30 0.78 

Small scale business 0.95 0.46 1.95 
Professional 1.64 0.64 4.21 
Skilled employment 0.81 0.22 2.96 
Other 2.44 0.76 7.83 
Not stated 0.62 0.29 1.32 

Permanent residence 
Central 1.00 
Eastern 1.10 0.004 0.63 1.93 

~-

Nyanza 0.71 0.39 1.28 
Coast 0.33 0.16 0.68 -Western 0.35 0.17 O.'ZQ_ 
Rift valley 1.27 0 .50 3.23 - --Other regions I 0.50 0.15 1.60_ 

5.4 DISCUSSION 

The data presented in this chapter identify the main quality of life issues among 

Kenyan female patients with cancer, the domains affected by these tssues and 

also th factors that are assoclat d with th se quality of lif issu s. 

Th tndin s sho d th t h m In qu llty o li lssu s In ny n m I s 1 h 

nd yn colo lc c nc rs orry n h condl ion Ill 



lack of satisfaction with sexual life, losing hope, worry about dying, lack of 

fulfilment in work and feeling nervous. These factors were related to the 

emotional, social nd unction I w II being of patients. It is apparent that the 

emotion I w II In mas commonly affected by cancer diagnosis and 

tr tm n In n nts. fhe prominent role of emotional issues on quality 

of II h b n r por ed in other studies among females with breast cancer and 

oth r gynaecologic cancers. 207 The functional and physical well being domains 

are moderately affected, with six of the seven issues in this domain having 

scores between 59.6% for inability to sleep well, to 77.7% for lack of fulfilment 

with work. Patient's residence is shown to have an influence on issues like - the 

ability to enjoy life, making it an important issue for especially Coast and 

Western region residents, who also together with Nyanza residents, report - lack 

of enjoyment in what they do, and discontent with the quality of life at the 

time.The least impact is seen in the social well being. In fact satisfaction with 

sexual life was the only social well being issue for which more than one-half of 

participants selected the two worst categories. 

These findings are important in that all the six emotional issues were reported as 

significant quality of life issues: feeling sad, dissatisfaction wlth individual 

coping, losing hope in fight against illness, feeling nervous, worrying about dying 

and worrying condition will get worse. It is also noteworthy that as in previous 

studies, all the anxiety-related items (worry about death, deterioration of 

condition, and feeling nervous) were more important issues than depression 

(feeling sad). 20 These anxie y-related Issues are more ll ely to respond to 

slmpl psychosocial lnt rv ntlons II couns lllng tha c n b slly lncorpora d 

in o nur n rol s camp r d o h 

om n udl no d or In h 



condition will get worse was the most bothersome emotional issue. 209-211 

However, negative feeling about sadness and uncertainty did not rank as high 

among emotional issu s as pr vlously reported among cohorts of American 

breast c nc r ur I or • 

lt w mg to note that the patient's residence had a contribution in 

mot1on I 1ssues as Coast, Western, and Rift valley residents did not consider -

feeling sad, losing hope in the fight against illness, feeling nervous and worrying 

about death, to be major concerns when compared with Central residents. 

While the present study did not evaluate the availability and type of emotional 

support provided to cancer patients within the study sites, it can be argued that 

promoting better understanding about diagnosis and providing psychosocial 

interventions tailored specifically at addressing cancer-specific concerns, may 

have considerable impact on emotional well being thereby impacting on the 

leading quality of life issues. 210 On the other hand, although emotional items 

were important issues, the availability of good social support compensated for 

the otherwise poor quality of life in this study with only one social well being 

issue - sex life, being reported as a major quality of life issue . The 

predominance (>50%) of gynaecological cancers affecting the female genital 

tract and also impacting on sex hormones (in the case of ovarian cancer) , could 

explain the lack of satisfaction wi th sex li fe . 

Con rary to expectation, physical issues (particularly trea tment side ef ects, 

n us a, lac o energy, f ellng ill, and pain} Nere consid r d to b 

mpo nt lssu s comp r d o mo ion I and unc ion su 

h mo u m n I u b d on h ud ' 

1 .. 



definition, the demonstration of between 36.6% and 51.1% of patients who 

were concerned about lack of energy, nausea, time spent in bed as a result of 

illness and treatm nt sld effects, identifies potential areas for further 

lnterv ntlon. In r ntlon imed at relieving these physical symptoms will 

o Improving overa ll quality of life of female cancer patients. 

or identifying factors associated with quality of life issues was 

b s d on he assumption that patients with similar socio-demographic attributes 

would tend to identify specific issues that were significantly worse for them. The 

level of formal education showed an interesting association with quality of life 

issues with the adjusted analysis showing significant associations between level 

of education and physical well being issues but not emotional, social or 

functional well being issues. While patient reported pain increased with level of 

education, reported side effects of treatment was lower in higher education 

categories. These associations possibly reflect the potential role of patient 

knowledge related to cancer on the patient's physical well-being. There exists 

evidence in previous studies of an impact of formal education on measures of 

adjustment and quality of life among patients with a variety of cancers. 212 

In addition, residence featured greatly on pain and treatment side effects. While 

patients from Coast, Nyanza and Western regions reported pain to be of a lesser 

concern, side effects of treatment was a major concern for them, when 

compared to patients from Central province. It appears that probably factors not 

clear from this study may have some part to play. 



CHAPTER 6 

QUALITY OF LIFE ISSUES AND TYPE OF CANCER 

This chapter pr nt th ocl tlons between quality of life issues and cancer 

dl gno I c ordln to u l1ty of life domains. 

6.1 Phy c I w II an domain 

h dl rlbu 10n of patient responses to physical issues according to cancer 

di gnosis is shown in Table 6.1. Lack of energy was not an important issue for 

any of the cancers (between 14% and 43% selected the two worst categories for 

this issue). Nausea was an important issue for ovarian (50%) and 'other' (57%) 

cancers . Except for breast cancer patients, the remaining patients identified 

treatment side effects as an important issue: cervix (52%), ovary (50%), 

endometrial (64%) and 'other' (71%). Pain, trouble meeting family needs, and 

feeling ill were not important issues for any of the cancers, while for cancer of 

ovary, being forced to spend time in bed (51%) was identified as an important 

issue. 



Table 6.1: Physical well being issues among patients with breast and other 
gynaecologic cancers 

Ca ncer diac nosis 

t-- C rvlx Breast Ovarv Endometrial Others 
Number of p_at!_e.nts 

1- 170 133 70 14 7 -
I h v J~.ck of_cne111y { ) -

Not l t _all 14 13 7 0 14 
A llt t l.c_ bit I Somewhat 49 46 50 36 71 
Quite u _bit/Very much 31 38 37 43 14 

~o re~Qonse 6 3 6 21 0 
I have nausea (o/o) 

Not at all 9 11 4 0 29 
A li ttle bi t I Somewhat 40 38 40 57 14 
Qu ite a bit/Very much 45 47 50 21 57 
No response 6 4 6 21 0 

Because of my physica l 
cond it ion, I have trouble 
meeting the needs of my family 
(%) 

Not at all 31 29 17 14 14 
A little bit I Somewhat 47 45 53 64 43 
Quite a bit/Very much 16 21 23 0 43 
No response 6 5 7 21 0 

I have pa in (%) 

Not at all 21 20 9 14 14 
A little bit / Somewhat 48 47 53 57 57 
Quite a bit/Very much 25 30 33 7 

r--
22_ 

No response 6 3 6 21 0 
I am bothered by side effects of 
t reatment (%) 

Not at all 7 18 10 0 14 
A litt le bit / Somewhat 34 40 34 14 14 
Quite a bit/Very much 52 39 50 64 71 
No response 6 3 6 21 0 

I feel ill(%) 

Not at all 19 21 10 7 29 
A little bit/ Somewhat 59 44 so 64 29 

_Quite a blt/Verv much 15 32 34 7 43 
No response 6 4 6 21 0 

I m fore d to sp nd tim in b d 
(%) 

Not at31ll 18 25 4 7 29 
A little bit/ Somewhat 38 29 39 so 43 
Quite_a_ blt/Verv much 38 44 51 21 29 
No respanse ·G 3 6 21 0 

I I 



Two out of the seven quality of life issues in the physical well being domain 

showed statistically significant association with cancer diagnosis (Table 6.2). 

Patients with endom tri I c nc r (9%) and cancer of the cervix (16%) reported 

ndom rl I ( o), nd 'other' (71 %) cancers. 

Table 6.2: Comparisons of physical quality of life issues according to cancer 
diagnosis 

Cancer diaqnosis 
Cervix Breast Ovary Endometrial Others 

I have a lack of energy 33% 40% 39% 55% 14% 
I have nausea 48% 48% 53% 27% 57% 
I have trouble meeting the 
needs of my family 26% 31% 35% 9% 29% 
I have pain 17% 22% 25% 0% 43% 
I am bothered by side 
effects of treatment 56% 40% 53% 82% 71% 
I feel ill 16% 33% 36% 9% 43% 
I am forced to spend time 
in bed 40% 45% 55% 27% 29% 

6.2 Social well being issues 

P value 
0.312 

0.597 

0.127 

0.409 

0.012 
0.002 

0.21 

Out of the seven social well being issues, only lack of satisfaction with sexual life 

was identified as an important issue. Between 53% and 79% of patients with the 

different types of cancer selected the two worst categories for this issue- lack of 

sexual satisfaction. 



Table 6.3: Socia l well being issues among patients with breast and other 
gynaecologic cancers 

Cancer diaanosis 

t--- Cervix Breast Ovarv Endometrial 
Number of pa_ti_~_nts - 170 133 70 14 
I f I cloJi~- to my rrlends %) 

-

Not t nil 0 3 1 7 

1
• A little_ btt I Somcwt}at 15 8 4 14 

Qllltc _u bjt/_V_er_y_ much 78 85 90 57 
t-No r~ponse 6 4 4 21 
1 t motion I support from my 

J_mily (%) 

Not at all 2 2 0 0 
A little bit/ Somewhat 8 5 3 7 
Qu ite a bit/Very much 84 89 93 71 
No response 6 4 4 21 

I qet support from my friends(%) 
Not at all 6 9 6 14 
A little bit/ Somewhat 18 10 9 7 
Quite a bit/Very much 69 77 80 57 
No response 6 4 6 21 

My family has accepted my illness 
(%) 

Not at al l 4 4 3 7 
A little bit/ Somewhat 15 14 9 0 
Quite a bit/Very much 74 78 83 71 
No response 8 4 6 21 

I am satisfied with family 
communication about my illness (%) 

Not at all 3 4 1 0 
A little bi~fSomewhat 16 8 1 21 
Quite a bitjVery much 72 83 90 57 
No response 8 5 7 21 

I feel close to my partner (%) 

Not at all 7 10 3 0 
A little bit/ Somewhat 9 1 3 0 

_Quite a blt/_Very much 75 80 84 79 
No resoonse 9 9 10 21 

1 am satisfied with my sex life (%) 

Jiot at all 71 44 63 79 
A little bit/ Somewhat 6 9 6 0 
Quite _a bltJVcry much 3 16 10 0 
No . res.P2_n 20 31 21 1 

Others 

7 

14 
0 

86 
0 

0 
29 
71 

0 

14 
29 

57 
0 

- _Q__ 
29 
71 

0 

0 
43 
57 

0 

43 

0 
57 

0 

57 

14 
29 

0 



There was a signif icant association between types of cancer and lack of sexual 

satisfaction as a quality of life issue (Table 6.4 ). All patients with endometrial 

cancer and 93% of c s s of cane r of the cervix were not satisfied with their 

sexu I II , p 0.00 . 

F lin o p r n r w s also significantly associated with type of cancer 

(1 lbl hi s an important issue In 'other' cancers ( 43%) compared to 

th r m ining cancers (less than 15%), p = 0.010. 

Table 6.4 : Comparisons of social well being quality of life issues according to 
cancer d' . laQnOSIS 

Cancer diagnosis 
Cervix Breast Ovary Endometrial Others P value 

I feel close to mv friends 8% 6% 3% 18% 14% 0.309 
I get emotiona l support 
from my fami ly 4% 5% 1% 0% 14% 0.451 
I get support from my 
friends 15% 15% 11% 18% 29% 0.718 
My family has accepted my 
illness 10% 9% 8% 9% 14% 0.956 
I am satisfied with fam ily 
communication about my 
il lness 9% 7% 2% 0% 0% 0.241 --
I fee l close to my partner 12% 12% 3% 0% 43% 0.010 -
I am satisfied with my sex 
life 93% 71% 84% 100% 71% <0.001 

'- -

6.3 Emotional well being issues 

Feeling sad was an important issue for all cancers (50-67%) except 'other' 

cancers (Table 6.5). The remaining emotional well being issues were important 

or pa ients with all types of cancer: worry about dymg (71-83%), worrying 

condi ion will ge orse (79-100%), losing hope In ght agalns l lln ss (57-

83%), nd f ling n rvous (57-83%). 



Table 6.5: Emotional well being issues among patients with breast and other 

gynaecologic cancers 

Cancer dia< nosis r-
C rvix Breast Ovary Endometrial Others 

Numb r o pJl!ient:s 170 133 70 14 7 

ll.f I . d (%) --
Not...!:!LU.II 12 7 4 0 14 
A little. bltL Somewhat 22 28 23 29 57 

t- Qulte_a b1t/Very much 58 58 67 50 29 
No response 9 8 6 21 0 

I am satisfied with how I am coping with my 
illness (%) 

Not at all 12 5 4 14 29 
A little bit/ Somewhat 55 46 59 50 29 
Quite a bit/Very much 23 41 31 14 43 
No response 10 8 6 21 0 

I am losing hope in the fight 
against my illness(%) 

Not at all 4 4 1 0 0 
A little bit/ Somewhat 14 9 10 14 43 
Quite a bit/Very much 74 79 83 64 57 
No response 9 8 6 21 0 

I feel nervous(%) 

Not at all 8 4 6 0 1.1_ 
A little bit/ Somewhat 16 16 6 21 29 
Quite a bit/Very much 66 73 83 57 5L 
No response 9 8 6 21 0 

I worry about dvinq (%) 
- ----· 

Not at all 5 5 7 0 1--
o_ 

A little bit/ Somewhat 14 10 3 7 29 
Quite a b1t/Verv much 72 77 83 71 71 
No response 9 8 7 21 0 

I worry that my condition will get 
worse(%) 

Not at all 2 4 1 0 0 
A little bit/ Somewhat 3 5 1 0 0 
Quite a blt/Verv much 85 84 91 79 100 
No response 9 8 6 21 0 



Table 6.6 shows that satisfaction with individual illness coping was the only 

emotional quality of life issue that showed a statistically significant association 

with cancer diagnosis (p - 0.024). Thirty nine percent of breast cancer patient 

were not tl d lth th 11 coping and this percentage was lower than the 

proper ion r por · m h remaining diagnoses. 

T ble .6: Comparisons of emotional well being quality of life issues according to 
cancer diagnosis 

Cancer diaonosis 
Cervix Breast Ovary Endometrial Others P value 

I feel sad 63% 63% 71% 64% 29% 0.246 

I am satisfied with how I 
am copinq with my illness 59% 39% 50% 64% 43% 0.024 

I am losing hope in the 
81% 86% fight against my illness 88% 82% 57% 0.228 

I feel nervous 73% 79% 88% 73% 57% 0.097 

I worry about dying 80% 84% 89% 91% 71% 0.397 

I worry that my condition 
94% 91% 97% 100% 100% 0.404 will get worse 

6.4 Functional well being issues 

As shown in Table 6.7, most patients had accepted their illness regardless of 

their cancer diagnosis and this item was not an important quality of life issue. 

For cervical, breast, ovarian and endometrial cancer, all the remaining functional 

items were identified as important quality of life issues. 



Table 6. 7: Functiona l well being issues among patients with breast and other 
gynaecologic cancers 

Cancer diaqnosis 

Cervix Breast Ovarv Endometrial Others 
Number o[pa_tl~_nJs 170 133 70 14 7 
I am able_ t.9~0~. ) 

NOtjltjlll 29 33 36 50 29 
A llt\le_bit/Somcwhat 55 47 46 43 57 

_Qulte_o bit/Very_ much 13 18 17 0 14 
No response 2 2 1 7 0 

1'-ly work (mclude work at home) is 
fulfilling (%} 

Not at all 37 35 34 50 29 
A little bit/ Somewhat 50 43 44 43 57 
Quite a bit/Very much 10 20 17 0 14 
No response 3 2 4 7 0 

I am able to enjoy life (%) 

Not at all 24 18 13 29 29 
A little bit/ Somewhat 57 50 60 50 43 
Quite a bit/Verv much 16 29 24 14 29 
No response 2 3 3 7 0 

I have accepted my illness(%) 

Not at all 10 5 4 14 0 
A little bit/ Somewhat 16 12 11 29 _11_ --
Qu ite a bit/Very much 71 80 81 50 86 
No response 3 3 3 7 0 

I am sleepinq well (%) 

Not at all 24 11 16 14 f.-- 29 
A little bit/ Somewhat 55 50 59 71 14 
Quite a bit/Verv much 19 37 24 7 57 
No response 3 2 1 7 0 

I am enjoying the things I usually do 
for fun (%) 

Not at all 32 27 19 43 43 
A little bit/ Somewhat 55 47 56 so 29 
Quite a blV_Verv much 10 24 21 0 29 

1'-
No response 4 2 4 7 0 

I am content w1th the quality of my 
~ght now(%) 

Not at all 29 23 17 36 29 
A little bit/ Somewhat 53 48 53 57 29 
Quite a bltNerv much 15 26 27 0 43 
No response 3 2 3 7 0 



There was a significant associat ion between cancer diagnosis and five out of the 

seven issues contained in the functi onal well being domain (Table 6.8). Ability to 

work and fulfilm n in work wer consistently reported as important issues 

among I h ndom tria l cancer and cancers of the cervix and breast 

with tw nd 100% of cases reporting these as important issues. 

Cont n wl h u li y of life and enjoying things done for fun were also important 

issu m least 79% of patients with cancers of the cervix and endometrium. 

Table 6.8: Comparisons of fu nctional well being quality of life issues according to 
cancer diagnosis 

Cancer diaqnosis 
Cervix Breast Ovary Endometrial Others P value 

I am able to work 78% 69% 80% 100% 57% 0.017 
My work (include work at 
home) is fulfilling 83% 69% 78% 100% 71% 0.017 -
I am able to enjoy li fe 72% 60% 65% 85% 57% 0.087 

I have accepted my illness 18% 11% 13% 38% 14% 0.082 
I am sleeping well 66% 48% 64% 85% 43% 0.004 
I am enjoying the things I 
usually do for fun 82% 62% 69% 100% 57% <0.001 
I am content with the 

---1- -
1 quality of my life right now 79% 55% 60% 85% 43% <0.001 -

6.5 Comparison of quality of life in breast cancer and gynaecologic 

cancers 

Table 6.9 presents the mean scores for quality of life among all patients and 

among patients with different cancer diagnoses. To interpret the results, we 

considered a two-point difference on the FACT-G subscale scores and a tv -

pont di renee on th FACT-G total score to be associated with meanmgful 

di r nc s on clln cal nd subj c lv lndlc tors as d scrib d ln pr viou 

llyo II cor mon h p n In h ud 

(SO 5. 9). 



The sample of patients in t his study had low scores for physical (mean=13.39) 

and functional (mean=11.09) wellbeing . These differed from normative data for 

FACT-G subsea! s b mar than 2 points and could be considered clinically 

meaningful. unc ion I v II b ing scores for patients with cervical (9.88) and 

point ) tram h v rage scores for the entire sample of patients . 

T ble 6.9: tvlean (SD) FACT-G scores among Kenyan female cancer patients 

FACT doma1n Range Mean SD 
PWB (0-28), all patients 0-27 13.39 5.41 
Cervix 0-27 12.83 5 .07 
Breast 0-26 13.46 5.82 
Ovary 5-26 14.74 5 .4 
Endometrial 9-17 12 3 .16 
Others 9-26 14.28 6.31 
FWB (0-28), all patients 0-28 11.09 6.41 
Cervix 0-28 9. 88 5.88 
Breast 0-28 12.53 6.71 
Ovary 0-28 11.84 6.2 
Endomet rial 0-12 6.76 4.2 
Others 1-28 13.57 9.88 
SWB (0-28)1 all patients 1-28 21.56 4~ 
Cervix 2-28 20.72 5.02_ 
Breast 1-28 22.32 5.01 -
Ovary 11-28 22.75 3.15 
Endometrial 8-28 20.27 5.74 
Others 6-25 17.57 6.9 
EWB (0-24) all patients 2- 24 18.27 4 .58 
Cervix 4-24 17.7 4.57 

Breast 2-24 18.65 4.78 
Ovary 6-24 19.14 3.97 

Endometrial 10-22 18.18 4.23 
Others 7-24 16.42 6.16 

qu II o I 
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(68.57). As shown in table 6.10, the findings of ANOVA showed that there were 

significant differences in overall quality of life as a function of diagnosis; FACT-G 

(F (4,350) -3.46, P-0.00 ). Th subscales for physical wellbeing and emotional 

wellb ing did no dlt I I nltlc ntly in patients by cancer diagnosis. 

I bl .10: M n ACT-G Total and subsca le scores by diagnosis 

Cancer diagnosis AN OVA 
Sc I Cervix Breast Ovary Endometrial Other 

(Number 
of 1tems 

F(4,367) 
PWB* 12.83 13.47 14.75 12 14.29 =1.71 
(7) SD=5.08 SD=5.83 SD=5.40 SD=3.16 SD=6.32 P=0.146 

F(4,378) 
FWB* 9.89 12.54 11.84 6.77 13.57 =5.30 
(7) SD=5.88 SD=6.72 SD=6.20 SD=4.21 SD=9.88 P=0.004 

F(4,365) 
SWB* 20.72 22.32 22.76 20.27 17.57 =4.41 
(7) SD=5.06 SD=5.01 SD=3.16 SD=5.75 SD=6.90 P= 0.002 

F(4,356) = 
EWB* 17.7 18.65 19.14 18.18 16.43 1.70 
(6) SD=4.58 SD=4.79 SD=3.97 SD=4.24 SD=6.16 P=0.149 

F(4,350) 
FACTG 61.71 66.64 68.57 58.45 61.86 =3.46 
(27) SD=14.88 SD=16.27 SD=13.29 SD=12.13 SD=25.59 P=0.008 

*PWB=physical wellbeing; FWB=functional wellbeing; SWB=social wellbeing; 
EWB=emot1onal wellbeing 

6.6 DISCUSSION 

This chapter investigated quality of life issues of women in relation to different 

types of gynaecological cancers and breast cancer within the Kenyan context. 

Three significant findings emerged from the analysis presented above. Firstly, 

ten out of the twenty seventy quality of life issues examined n this study 

sho ed signlflcan association ith the type of cancer diagnosis. Secondly, th 

quali o II lssu s In h unc ional II b lng domain r mar II ly o ho 

ssocl Ions I h c nc r dl no s comp r d o h r m n n hr dam n 



Finally, overall qua lity of life (FACT-G) was also significantly associated with the 

different cancer diagnosis. 

n nc r dl gno Is QOLI u 

Th r w r n u II y of l1 f Issues that showed significant associations with 

gyn 1 'Colo ic I c nc rs and breast cancer : treatment side effects, feeling ill, 

f ling clo e to partner, satisfa ction with sex life, individual coping with illness, 

abili ty to work, fulfilment with work, sleeping well, enjoying things done for fun 

and satisfact ion wi th current QOL. For all these issues, except feeling ill and 

feel ing close to partner, higher percentages of patients with endometrial cancers 

experienced these issues compared to the percentages of patients with the 

rema ining gynaecological cancers -ovary, cervix and "other"- or breast cancers 

who experienced the same issues . 

Separately, regarding all examined QOL issues -whether significantly associated 

with cancer diagnosis or not- patients with endometrial and cervical cancers 

ranked most issues higher than patients with cancer of the ovary, breast and 

'other' cancers . The higher ranking by these two diagnoses was exemplifi ed in 

the reporting of funct ional and soci al well being issues . Patients wi th endometrial 

ca ncer were fol lowed by those diagnosed wi th ca ncer of the cervix in the ranki ng 

of important issues. 

QOL issues according to QOL domain 

QOL issues in the functional domain were most commonly associated with cancer 

diagnosis with five of the seven items in th1s domain showing signi 1cant 

association wl h type of cancer. On th other hand two i ems within he physic I 

dom in and wo it ms In h soci I domain r sign can ly s oci t d with 

c nc r d gno I . Only u I d n c n oc ion h 

c nc r di no I In ocl I II b n dom n. 
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CHAPTER 7 

QUALI Y OF LIFE ISSUES AND CANCER TREATMENT 

The analys1 ocl lion b tween the modalities of treatment and quality 

h toll owing: 

7.1 Physic I w II being issues 

Being bothered by treatment side effects and nausea were the main quality of 

life issues in the analysis conducted according to treatment modality. Nausea 

was an important issue for patients managed using surgery (55%), radiotherapy 

(52%) and those on palliative care (51%), Table 7.1. Patients on these three 

treatment modalities reported that side effects of treatment werean important 

quality of life issue: surgery (60%), radiotherapy (61 %) and palliative care 

(69%). 

I • 



Table 7.1: PWB quality of life issues and associations with modality of treatment 

Surgery plus 
Radio/ Radio-
chemotherapy Suroerv Palliative theraov Other 

Number n 160 126 68 23 17 
I have !!J.ck of en ) 

Notjlt nil 8 10 25 13 18 
A ll~tl~:_b_lt/ Somewh~t 46 56 43 39 41 

_QllltC.J'I blt/.Y.e.IY_ much 39 29 32 35 41 
No reJ;p_onsc 8 6 0 13 0 

1 hav_e IJ.i:lUSea (o/o) 

Not at all 7 6 13 9 29 
A little bit/ Somewhat 49 33 34 26 35 
Qu ite a bit/Very much 36 55 51 52 35 
No response 8 6 1 13 0 

Because of my physical condition, I 
have trouble meeting the needs of my 
family(%) 

Not at all 19 19 so 39 47 
A little bit/ Somewhat 55 52 32 26 41 
Quite a bit/Very much 18 22 16 22 12 
No response 9 6 1 13 0 

I have pain(%) 

Not at all 6 21 40 17 12 
A little bit/ Somewhat 54 46 46 48 47 
Quite a bit/Very much 33 27 15 22 41 

No response 8 6 0 13 0 
I am bothered by side effects of 
treatment (%) 

Not at all 14 6 7 - 13 29 
A little bit/ Somewhat 48 28 24 13 47 - -
Quite a bit/Verv much 31 60 - 69 61 24 -
No response 8 6 0 13 0 

I feel ill (%) 

Not at all 8 16 47 22 6 
A little bit/ Somewhat 57 48 41 61 59 

_Quite a bit/Very much 28 29 12 4 35 
No response 8 6 0 13 0 

I am forced to spend teme in bed (%) 

Not at all 9 16 37 30 12 
A little bit/ Somewhat 32 43 35 17 41 
Quite a blt/Verv much 51 36 28 39 47 

No [_esponse 8 6 0 13 0 



Comparisons of women on different modalities of treatment demonstrated 

significant differences in the percentages of women selecting the two worst 

categories for p In (p 0.0 ), nausea (p = 0.017), treatment side effects (p < 

0.001), 

0.002), 

lin Ill ( 0.004) and being forced to spend time in bed (p = 

l bl 1 .. : Comp n ons of physical quality of life issues according to treatment 
mod lit 

Treatment modality 
Surgery plus p 
Radio/ Radio- value 
chemotheraov Surgery Palliative theraoy Other 

I have a lack of energy 43% 30% 32% 40% 41% 0.275 

I have nausea 39% 58% 52% 60% 35% 0.017 

I have trouble meeting 
the needs of my family 19% 24% 16% 25% 12% 0.619 

I have pain 35% 29% 15% 25% 41% 0.028 

I am bothered by side 
effects of treatment 33% 64% 69% 70% 24% <0.001 

I feel ill 30% 31% 12% 5% 35% 0.004 

I am forced to spend 
time in bed 55% 38% 28% 45% 47% 0.00~ 

7.2 Social well being issues 

Patients on each of the five modalities of treatment identified lack of satisfaction 

with sex life as an important quality of life issue (49%-65%), Table 7.3. Patients 

on each treatment modality reported having no problem with the remaining six 

social well being issues. 



Table 7.3: SWB quality of life issues and associations with modality of treatment 

Surgery plus 
Radio/ Radio-
chemotherapy Surqerv Palliative theraov Other 

Number n 160 126 68 23 17 
I feel clo~e- to my_fdc_~W_s_(o/o) 

Not at_c1ll 1 2 3 0 0 

r· A little bit/ Sonl_C_!I_hat 4 13 26 4 6 
llilCUl _b_l!LV~ much 88 79 69 83 94 

No r·esponse 7 6 1 13 0 
1 t motional support from my 
family (%) 

Not at all 1 1 6 0 6 
A little bit/ Somewhat 3 6 13 4 12 
Quite a bit/Very much 89 88 79 83 82 
No response 7 6 1 13 0 

I qet support from mv friends(%) 

Not at all 3 9 16 13 6 
A little bit/ Somewhat 8 16 24 9 6 
Quite a bitjVery much 83 70 57 65 88 
No response 7 6 3 13 0 

My family has accepted my illness (%) 

Not at all 1 3 9 0 18 
A little bit/ Somewhat 6 22 19 4 6 -
Quite a bit/Very much 87 68 68 83 76 
No response 7 6 4 13 0 ---

I am satisfied with family 
communication about my illness (%) -

Not at all 1 1 9 0 18 -
A little bit/ Somewhat 3 17 25 ..1]_ 6 
Quite a bit/Verv much 90 76 59 70 76 
No response 7 6 7 17 0 

I feel close to my partner (%) 

Not at all 6 8 10 4 18 
A little b1t/_ Somewhat 1 6 12 0 0 
Quite a bit[Very much 83 78 71 78 71 

1--
No response 10 8 7 17 12 

1 am satisfied with mv sex life {%) 

Not at all 64 61 49 65 59 
A little bit/ Somewhat 5 11 7 4 0 
Quite a bit/Very much 10 6 10 9 12 
No resQ_onse 21 21 34 22 29 



The quality of life issues that differed significantly between women managed 

using different treatment modalities were feeling close to friends (p = 0.01), 

getting support from fri nds (p = 0.014), family acceptance of illness (p = 

0.023) nd p i n· t1 t c ion with fami ly communication about illness (p < 

0.00 1), 

T bl 7. : Comparisons of social well being quality of life issues according to 
tr tm nt modality 

Treatment modality p 

Surgery plus value 
Radio/ Radio-
chemotherapy Suroery Palliative therapy Other 

I feel close to my friends 3% 9% 15% 0% 6% 0.010 
I get emotional support 
from my family 3% 3% 7% 0% 12% 0.175 

I get support from my 
friends 8% 18% 24% 20% 6% 0.014 
My family has accepted 
my illness 5% 10% 15% 5% 24% 0.023 
I am satisfied with family 
communication about my 
illness 1% 5% 19% 5% 18% <0.001 -
I feel close to my partner 7% 11% 16% 5% 20% 0.200 

I am satisfied with my 
sex life 84% 85% 80% 89% 83% 0.922 -

7.3 Emotional well being issues 

The quality of life issues identified by patients undergoing treatment in all the 

modalities were losing hope in fight against illness (65-85% for various 

modalities), feeling nervous (59%-88%), worry about dying (65-94%), and 

worrying that condition will get worse (83-100%), Table 7.5. 



Table 7.5: EWB quality of life issues and associations with modality of treatment 

Surg ry plus 
R dlo/ Radio-

r-- ch motheraov Suraerv Palliative theraov Other 
Number1 n 160 126 68 23 17 
I feel Slld (%) 

No_L~J.JlJI 3 9 19 13 6 
A ILttle blt/_Som~_what 18 30 31 39 12 

utte_a bit/_ VerY. much 69 52 49 35 82 
No response 10 10 1 13 0 

I m s ttsfted tth how I am 
coping with my illness (%) 

Not at all 6 10 16 4 12 
A little bit/ A little bit/ 
Somewhat 54 54 47 48 35 
Quite a bit / Very much 30 27 35 26 47 
No response 10 10 1 22 6 

I am losing hope in the f ight 
against my ill ness (%) 

Not at all 3 1 3 13 6 -
A little bit / Somewhat 1 20 25 9 6 
Qu ite a bit/Very much 85 70 71 65 88 
No response 11 10 1 13 0 

I fee l nervous (% ) ·-1--
Not at all 3 5 15 17 0 
A little bit / Somewhat 4 25 25 9 12 
Qu ite a bit/Very much 84 61 59 61 88 -
No response 10 10 1 13 0 -

I worry about dvinq (%) -
Not at all 3 4 12 13 ~ -
A little bi t/ Somewhat 3 16 1-21 4 ~ -
Quite a bit/Verv much 84 1-71 - 66 65 94 _ 
No resoonse 11 10 1 17 0 

I worry that my condition will 
get worse (%) 

Not at all 3 2 6 0 0 
A little btt/ Somewhat 1 6 4 0 0 
Quite a bit/Very much 86 83 88 83 100 
No response 10 10 1 17 0 



Significant differences were observed in the percentages of women on different 

treatments selecting the two worst categories for severa l emotional well being 

items (feel sad, losing hop , f I nervous, worry about dying), Table 7.6. 

on of mo lona l well being quality of life issues according to 

Treatment modality 
Surgery plus 
Radio/ Radio-
cher1}otheraRv Surgery Palliative therapy Other P value 

I feel sad 77% 57% 49% 40% 82% <0.001 
I am satisfted with how I 
am copinq with my illness 56% 49% 45% 44% 38% 0.378 

I am losing hope in the 
fight aga inst my illness 95% 77% 72% 75% 88% <0.001 

I feel nervous 93% 68% 60% 70% 88% <0.001 

I worry about dying 94% 78% 67% 79% 94% <0.001 
I worry that my condition 
will get worse 96% 92% 90% 100% 100% 0.189 

7.4 Functional well being issues 

The functional well being items were identified as important issues by patients in 

each treatment group except for a single issue - I have accepted my illness-

which was not an important issue for any treatment group, Table 7. 7. 



Table 7.7: FWB quality of life issues and associations with modality of treatment 

Surgery plus 
R dlo/ Radio-
ch motheraov Surqerv Pa ll iative t heraov Other 

Number n 160 126 68 23 17 
lam ble to work ) 

Not_nt_~_ll 31 31 35 39 35 --
r- A lit l_e_b)tl Somc_\'{,hat 55 52 46 43 24 
f- llltc ll bit/Verv much 12 13 18 17 41 

No r_eJ;R.onse 2 4 1 0 0 
My work (include work at home) is 
fulfilling (%) 

Not at all 30 36 50 43 35 
A little bit/ Somewhat 56 47 28 39 35 
Qu1te a bit/Verv much 12 13 18 13 29 
No response 2 4 4 4 0 

I am able to enjoy life (%) 

Not at all 14 22 29 26 18 
A little bit/ Somewhat 61 60 40 43 35 
Quite a bit/Very much 23 14 28 30 -- _11_ 

I No response 2 4 3 0 6 
I have accepted my illness(%) 

Not at all 7 6 7 13 12 
A little bit/ Somewhat 4 20 31 13 0 _ 
Quite a bit/Very much 86 70 59 70 88 
No response 3 4 3 4 0 --

I am sleepina well (%) -
Not at all 11 21 29 22 0 

--~ 

A little bit/ Somewhat 60 53 40 65 35 -
I Quite a bit/Verv much 27 22 26 13 65 -
I No response 2 3 4 0 0 -

I am enjoying the things I usually 
do for fun (%) 

Not at all 18 32 46 39 24 
A little bit/ Somewhat 64 47 37 43 35 
Quite a bitjVery much 16 17 12 13 41 

f-' 
No response 2 4 6 4 0 

I am content with the quality of 
my life rlaht now (%) 

Not at all 16 29 41 26 24 
A little bit/ Somewhat 62 so 37 39 29 
Quite a blt/V~_rv much 21 17 19 30 47 

No response 2 4 3 4 0 

Ou n B lssu only on I m ho d nl •c n · oc on h 
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treatments selected the two worst categories for sleeping well (range 24-74%), 

as shown in Table 7 .8. 

Table 7.8: Comp risons of functional well being quality of life issues according to 
treatment mod li • 

Treatment modality 
Surg ry plus 
Radio/ Radio- p 
chemotherapy Surqery Palliative therapy other value 

l ~om ~abte to work 80% 74% 70% 78% 53% 0.101 
My work (Include work 
at home) is fulfilling 82% 77% 74% 82% 59% 0.226 

I am able to enjoy life 69% 69% 61% 65% 50% 0.428 
I have accepted my 
illness 10% 17% 24% 23% 12% 0.055 
I am sleeping well 62% 63% 51% 74% 24% 0.006 
I am enJoying the 
things I usually do for 
fun 75% 73% 75% 68% 53% 0.405 
I am content with the 
quality of my life right 
now 66% 72% 68% 64% 47% 0.323 

7.5 Impact of treatment modalities on quality of life 

As shown in table 7.9, the findings of ANOVA showed that there were significant 

differences in overall quality of life as a function of treatment modality; FACT-G 

(F (4,350) =10.05, P=0.005). These significant differences were also observed 

within each of the four domains -physical, functional, social and emotional- of 

the FACT-G scale. 



Table 7.9: Mean FACT-G Total and subscale scores by treatment modality 

Treatment modalitv AN OVA 
Scale 

Surg ry plu 
(Number R dio/ 

_ of It fl!.tl _ch~rnQth~e_y_ ..fullil~ ry _ .P Illative Radiotherapy Other 

PWB" 14 09 13.9:> 11.49 12.5 12.29 F(4 367) -3.39 ~ 

jl) ~~D.•S, O so .53 50=5.51 50=4.96 50=6.68 P=0.001 
fWll 11.76 10.'37 9.92 6.77 15.17 F(4 378) =3.16 -

_("l} _50•6.19 2Q-.§_J.L 50=6.36 50=4.21 50=7.36 P=0.014 

swe· 23.39 20.59 19.08 22.25 21.25 F(4 365) -11.90 
(7) 50=3.07 50=4.99 50=6.29 SD-3.50 SD-6.84 P<0.001 

Ewe· 19.71 17.46 16.28 17.52 20.29 F(4 356) -9.32 

(6) SD-3.64 50=4.79 50=5.66 50=4.49 50=3.22 P<0.001 

FACTG 69.54 62.33 56.34 64.72 69.00 F(4 350) =10.05 

(27) 50:12.27 50=16.29 50=17.29 50:12.96 50=14.14 P=O.OOS 
*PWB=phys1cal wellbemg; FWB=funct1onal wellbemg; SWB=soc1al wellbe1ng; 
EWB=emotional wellbeing 

7.6 DISCUSSION 

The present chapter evaluated whether differences in cancer treatment modality 

are associated with important quality of life issues in breast and gynaecologic 

cancers. The results indicate that there are several quality of life issues that are 

significantly associated with treatment modality, most commonly in the physical 

and emotional domains. Further analysis showed that overall quality of life was 

also significantly associated with treatment modality with the lowest FACT-G 

scores recorded in patients on palliative care. 

Differences in treatment side effects in patients were significant among 

treatment modalities. Similar differences were seen for nausea, pain, feeling ill, 

and time that patients were forced to spend in bed. In common with the 

mdlngs of this study on th physical quail of life lssu s, previous stud s hav 
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surgery or chemotherapy. 213In the current study, patients treated using 

radiotherapy alone commonly reported nausea compared to those on the 

remaining treatm nt mod liti s. For treatment side effects and being forced to 

sp nd tim In 1 r dloth r py ranked high among the treatment modalities, 

whll or p ling Ill the patients on radiotherapy ranked low. 

Out ld h ph teal domain, the other domain that showed important 

ssocl tions between quality of life issues and treatment modality was the 

emotional v ell being domain. First, most issues in the emotional domain were 

reported as important issues for each modality of treatment i.e. at least half of 

patients on each treatment considered these issues as important. Second, 

although patients in each modality considered emotional issues as important, 

significantly higher percentages of patients on specific treatment modalities 

selected the worst categories for certain quality of life issues. For example, 

multiple treatment modalities (surgery, chemotherapy and radiotherapy in 

combination) appeared to cause greater anxiety and worry in patients compared 

to single treatment modalities. The same is also true of treatment modalities 

classified as 'other treatment' that similarly comprised various combinations of 

treatment modalities. 

Psychosocial adjustment in gynaecological cancer patients is different for 

patients receiving different treatments/ 14 and treatment with radiotherapy or 

multi-modality treatment has been reported to result in lower quality of life 

compared to either single treatment modality or other treatments.215
• 
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impact of treatment modality on quality of life generally, and specifically on 

quality of life issues, are required to provide comparative data for the findings 

reported from our n lysis. 

The an ly I ho v d significant issues in the social well being domain and 

sp cl lly r d o xual well being. This finding confirms reports that 

In e ual function and fertility preservation occurs following cancer 

tre tment in females with cervical and gynaecologic cancers. These changes in 

se ual functioning were uniform across the various treatment modalities 

evaluated in the present study. This finding contrasts to studies that report 

greater loss in sexual function for patients on specific types of treatment, 

implying that loss in sexual function could be more related with the disease 

process involving the genital tract and the accompanying psychosocial changes 

rather than treatment of the disease. 

Finally, in interpreting the findings reported above, it is important to note that 

the choice of treatment modality is based on disease extent, patient's age and 

general condition. Early stages of cervical cancer for example are treated with 

surgery, radiotherapy or their combination and concurrent chemotherapy could 

be used to achieve cure. 217Thus the findings presented here are aimed at 

helping in the prioritisation of issues that need to be addressed during therapy 

rather than identifying therapies that are associated with the least quality of life 

issues among patients. 



CHAPTER 8 

QUALITY OF LIFE ISSUES: A QUALITATIVE ANALYSIS 

8.1 Introdu on 

This ch pt r dr th objective on describing the perception of the term 

qu llty o II mong Kenyan women with gynaecologic and breast cancer, and 

plor s In detail the experience of women living with cancer as expressed 

through their own narratives. A key consideration for the analysis presented in 

this chapter is to determine the role of the FACT -G tool in identifying quality of 

life issues in the Kenyan context and this is achieved by determining whether 

the 27 items used in the FACT-G tool which were considered as quality of life 

issues in chapters 5, 6 and 7 were actually identified in patient narratives of 

experience of living with cancer. As outlined in the methodology in Chapter 3, 

the patient narratives were obtained prior to administering the FACT-G tool to 

ensure patient narratives were not influenced by issues contained in the FACT-G 

tool. 

8.2 Findings 

The results of the qualitative analysis presented here are organised around 

issues of interest within the two objectives that the study set to answer 

qualitatively: 

• To document the perception of the term 'quality of life' of the women with 

breast and gynaecologic cancer in Kenya. 

• To determine, between an oral interview and FACT, which method is 

approprlat for QOL assessm nt n Kenya s t ng . 



8.3 Perceptions of the term 'quality of life' 

From the participants' responses it was apparent that patients had difficulties 

defining the term 'quality of lif ' with a significant number of patients beginning 

their respons by lng th quality of life is a very broad construct that is 

difficult to d terms. Instead of defining quality of life patients 

commonly proc d d to provide a description of quality of life based on the 

p rc lv d Impact of cancer diagnosis on their state of health. 

"Quality of life is a very broad term that cannot be equated to only one 

meaning. All the same I can say that quality life is one that is enjoyable 

without worries and pressure brought about by illness." (Respondent 25, 

Mombasa) 

"Quality of life is a really difficult term to explain. However I can liken it to 

whereby one is healthy and can get on with daily business of living 

unabated by illness and sickness." (Respondent 27, Mombasa) 

The narratives of most female patients with breast cancer and gynaecologic 

cancers were dominated by description of three overlapping components of 

quality of life: preserving pre-diagnosis capacities, personal meaning based on 

individual expectations and/ or hope and finally, the physical effects of disease 

(Figure 8.1). 



Preserving capacity 

-B lng "healthy" 

Personal meaning 

-Expectations 

-Hope 

s of daily 

Effects of disease 

-Physical signs 

-Disease 
progression 
(deterioration) 

Figure 8.1: Breast and gynaecologic cancer patients' perception of the term 

quality of life 

8.4 Preserving pre-diagnosis capacities 

The ability to perform activities of daily living for oneself and to retain 

performance at the level prior to cancer diagnosis appeared to be important 

considerations for patients when they were asked to define quality of life. Other 

important aspects that featured in most definitions were related to being healthy 

or free from physical illness, ability to enjoy life, and to continue functioning 

'normally". 

'Good quality of life is having good health and being able to do my dally 

work independently. I feel weak and have to use a wheelchair to move 

around ... Life has no meaning when I am staytng in hospital for long 

lthout going hom • I cannot ,enJOY anyth ng h re. I v n can' wal 

round b caus I I sic . I am no abl to s y w my m ly m mb r 



but I have to be in hospital because of the disease." (Respondent 23, 

Eldoret) 

Patients' p rc ptlon o qu II y of li fe was influenced by the severity of disease. 

I hi rou o r ly 111 patients was represented by study participants on 

Ptllil nd those with metastasized disease or those with cancers staged 

s b lng in advanced stages. Whil e patients with less advanced cancers spoke of 

quality of life in broad terms at times mentioning the need to continue doing 

th ings for other people the patients with advanced disease tended to focus on 

their illness and themselves often referring to the desire to be free of the 

physica l effects of ill ness which they were currently experiencing. 

"According to me quality of life means staying without any disease and 

enjoying life. The disease has affected my entire body until my legs too . 

The legs are pai ning and my body is also paining ... " (Respondent 17, 

Nakuru. Breast cancer with metastases) 

8.5 Physical effects of disease 

A key feature of most definitions of quality of life was that patients outlined the 

impact of the disease by listing the physical signs associated with their illness. 

The detailed descriptions of physical signs implicitly illustrated the importance of 

disease progression resulting in manifestation of more clinical signs on patients' 

perc ption of quality of life. 

hll descrlb ng the effects of disease most patients did not distlnguish b tw n 

h physic I si n o h dis as nd th signs th r sui d rom th s d 
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of treatment . However, a few patients were able to tell apart the side effects of 

treatment from the physical signs of cancer. 

"The term quallt of lif means being able to do things one is used to do 

for th n o h rs. It also means being healthy. This illness has 

th of my body In very many ways because I have 

con lp 1on often .... I am experiencing body aches and pains ... I also 

e perience appetite changes quite often due to the effects of the illness 

and medication. I have been experiencing weight loss in the last 2-3 

weeks." (Respondent 158, Nairobi. Cervix cancer) 

8.6 Personal meaning/ Expectation and hope 

Regardless of the type of cancer and in addition to the components of quality of 

life described above (functional capacity and clinical features of disease) it was 

noted that patients had an individualised dimension in their perception of quality 

of life. 

"The care of my family is not much affected because I do not have 

children. I had one child but unfortunately he passed away a few years 

ago. My financial status is poor because the treatment of cancer is 

expensive and we are peasant farmers. I have financial strains." 

(Respondent 114, Nairobi) 

Importantly, patients who reported that the disease had not yet directly 

Impacted on their quality of life gave a perception of quality of life that was 

shaped by fears and anxiety related to their future health state. In most cases 

pa i n s f ared tha their condition would deteriorate, and his impact d on h ir 

mo tonal stat . 



"Having a quality of life is being healthy and enjoying life in this world. 

This disease has not affected much in my life but it is just that I am 

worried and I f I th t It might kill me. I have not changed body wise yet. 

I st i ll c r o It v ry well. Right now I can go and work. I work as a 

t llor. 1 r II on' f el happy and good in life after getting this disease." 

(R pond n 16, Nakuru. Breast cancer) 

S p r tel , there were patients who displayed hope concerning their condition 

and had posit ive expectation regarding the outcome of their illness. The patients 

with this perspective of quality of life reported different sources of hope that 

inspired expectation of positive outcome including previous experiences, 

knowledge, interactions with cancer patients, and spirituality. 

8.7 Quality of life issues 

The qualitative analysis of quality of life issues took two approaches . First an 

inductive analysis of quality of life was done to identify important themes. The 

second and final section of the qualitative analysis used content analysis of 

patient narratives to determine how often patients mentioned the items or 

issues contained in the FACT-G tool so as to determine whether there were 

specific quali ty of life issues in female Kenyan cancer patients that were not 

ident ified by the FACT -G tool. 

8.8 Themes identified 

The model presented in figure 8.2 is proposed to explain how patients with 

br ast and gynaecologic cancers perceive quality of life and each theme is 

discuss d in th folio ing section. 



u~e 8.2: Themes emerging from inductive analysis of quality of life in female Kenyan cancer patients 

s. sleep changes, changes 

n, difficulty in passing urine, 

Interrelationship 
between the two aspects 
affects emotional and 
social well being 

Coping strategies 

Positive living 

t i 

f 
Treatment 

Chemotherapy/rad 
iotherapy 

[ Spirituality 1 

160 

Improved 
QOLand 

better 
adjustment of 

in life 



Four main themes namely, physical illness, emotional impact of cancer, 

relationships and social impacts and coping strategies were identified as important 

concepts in understanding quality of life issues in female cancer patients. In 

addition to thes our m In th m s two minor or subthemes were identified namely 

posltlv livln lrttu li y nd these subthemes were especially relevant for 

coping with c nc r tlln s. 

8.9 Phy ic I illne 

This theme consists of clinical features of cancer that were mentioned by patients 

as they outl ined thetr perception of 'quality of life' and also during the description of 

the experience of living with cancer. The signs were classified in to two identifiable 

groups, the first consisting of general signs that affected patients with all types of 

cancer including pain and weight loss. The second group of clinical signs were more 

relevant to gynaecologic cancers as opposed to breast cancers. This group of signs 

were not identified in the FACT -G tool which is designed to assess quality of life in 

general for cancer patients. Unlike in the quantitative analysis patients appeared to 

emphasise the clinical signs listed in Figure 8.2 as important quality of life issues. 

a) Pain 

Pain was a major issue that was discussed as affecting quality of life. Patients 

suggested that excessive pain associated with illness leads to inability to work and 

funct ion normally contributing to loss of income. Pain in most cases is the defining 

feature of the condition and initiates care seeking leading to eventual diagnosis of 

cancer. 

The condit ion sta rted with on and off pains. After a while, I noted a lump 

on my le breas . As th tumor grew, the pain lntens1 1ed. I was not happy 

I h th d v lopm n s. I r sort d to s 
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"This disease started just like a small one. I was scratching and scratching. It 

started like something sharp has gone inside then it went on swelling and 

swelling until it became so painful that if you bent like this you feel a lot of 

pain in th ch st . .. (R spondent 1, Kisumu. Breast cancer) 

Ptln w1 no 

It ch r ct rl 

o I d o further quality of life issues with patients explaining that 

II aspects of the disease leading to unhappiness, loss of sleep. Pain 

was also described as occurring in specific locations depending on the type of 

cancer. Managing pain is among the critical aspects of care requiring resources 

both financially and emotionally and effective pain management in turn determines 

the patient coping with cancer. 

b). Lack of appetite 

One other aspect of physical well being that is affected by cancer is loss of appetite 

described as a result of chemotherapy or radiotherapy as the treatment increases 

as was described by a breast cancer patient: 

"Physically, during the earlier times I had such difficulty getting up because I 

was so weak. I had no appetite and lost the taste for food. I would eat just 

because I had to but it was just as well as swallowing. My hair fell, and the 

color of my nails is darkened and my tongue is chipped such that I have 

difficulty eating" (Respondent 29, Nairobi) 

Apart from bei ng considered a treatment side effect , lack of appetite was also 

d scrlb d as a symptom of the cancer by patien s who reported tha t th y 

p ri nc d loss of pp It prior o lnl latlon o cane r th rapy. In addl ion his 

phy lc I compl In ssoc d I h o h r roln sIn I ymp om mo 

commonly n u nd om n . 



c) . Difficult y in passing urine 

Pain and difficul ty in passi ng urine was described by women who have cervical 

cancer as an initial effect. An Import ant aspect of this sign was that though it is a 

physica l lssu Itt nd o ct social life style leading to emotional problems and 

a thu h r II 1mpact on patient well being. 

"Wh n 1 o to he toi let I ta ke so long until my chi ldren are concerned ... I 

c nnot seem to contro l uri ne and sometimes it just comes out on its own. 

You know, when it comes out like that I have to change so often and 

sometimes when in so much pain somebody has to assist me in changing ." 

d). discharges 

The fourth feature of the effect of the illness on the physical well being is 

discharges which were described by patients with cancer of the cervix or ovary. 

Two key issues emanate from the description on discharges; It appears to signal 

that something is wrong thus makes patient seek care or generates emotional 

prob lems leading to some form of social stigma. 

e). prob lems wi th bowels movement 

Other pat ients did describe consti pation and bloati ng as some of t he effects of 

cancer. Although not clear on whether this was common in all types of cancer, 

patient's bowel problems were commonly associated with symptoms of certain 

cancers -ovarian, pelvic. Patients feel constipated most of the time when they eat 

making them unable to work or take care of themselves, resulting in low 

productivity at the work place. 

Ch n 

br 

n d scrlb d as p rt o h 

crib d num r o ch n nclud n compl 

rvlc I o 

op o 



menses after hysterectomy or chemotherapy. While in other cases, patients 

described intermittent menses heavy flow and changes in menses. What is not 

clear from the data is at what stage do these menses stop. However there were 

descriptions of int rmltt nt m nses and heavy flow as an initial symptom that 

prompt ctlon wh I o h r physical changes such as dry mouth, difficulty in 

p In 1 lJrln , p n nd loss of hair were associated with changes in menstruation 

In addition to the changes in menses patients also mentioned weight loss as a 

feature that is associated with treatment undertaken and in some cases the effect 

of the illness itself. Weight loss was also described with other physical changes 

such as dry mouth, loss of breadth, fatigue: 

These changes in many instances were viewed to require effort to recover 

generating extra demand for good nutrition. In other cases weight loss was 

described to be linked to poor appetite and financial strains that leads to poor 

nutrition as well as stress. 

8.10 Emotional impact of cancer 

The other broad domain of cancer's impact on QOL is the emotional aspects which 

contribute to poor QOL. Emotional support was often described by patients to be a 

key area that is affected most. Social support from family and friends generate 

positive feelings that provide emotional support necessary to cope with the illness. 

In cases where family members are aware and had accepted the illness if appeared 

that patients had fewer challenges compared to those whose families were not 

are as one patient pointed out: 



"I get support from my husband and friends financially and materially. They 

have accepted my illness and support me in all ways." (Respondent 114, 

Nairobi) 

d lQs_s_ of hope 

Emot ion I uppor y o better quality of life and is facilitated by both family 

nd ocl I n t\ orks as it has already been alluded to. However in almost all the 

pat ients there was an expression of remorsefulness and desperation . The feelings 

of remorse and powerless appear to be linked to the challenge of dealing with the 

illness and its effects. The magnitude was dependant on the stage of illness with 

those in the late stages of the disease seemingly expressing loss of hope feel 

powerless to do anything about it. Secondly, as patients cannot explain the cause 

and due to the bitterness associated with the effect patients appear to be helpless 

and expressed life full of anxiety. Lack of explanations leads to seek divine 

intervention as one patient pointed out: 

"I don't understand what exactly brings about cancer. I trust God will do his 

will. I feel bloated even after eating very little food. I have lost my appetite 

and lost weight too" (Respondent 13, Nairobi) 

Anxiety fear and remorse is also li nked to the fa ct since they know it is a term inal 

illness, they seem to dwell on the effects of the ill ness to their fa milies once they 

die. Failure to adjust to t he emotional stress leads to depression affecting the 

emotional well being and overall QOL. This was also linked to the situations when 

hey have fear of resurgence of the 1llness as one patient described It: 

A h mom nt I am v ry n lous and d pr ss d. Th doc ors f ar ha my 

c nc r h s spr d nd r surg d. I r lly f I h t my h ng on h 

b I nc . mlly m mb h b n v ry mp h c. h 



been the main source of support for me. My husband has also been very 

supportive. Since this disease resurfaced sexual relationship with him have 

been put on hold" (Respondent 31, Mombasa) 

bl 

A clo r look or h c of the emotiona l dimension is the relationship between 

f r n I y nd shock. This section high lights the role of fear and how it affects 

the emotional well being. Overall, fear is expressed in different ways either as fear 

of the future of family or fear of the condition itself and whether it will recur. Fear 

about the future of the family especially for patients that have small children 

appear to dominate the patient's lives. The fear of loss of income and livelihood to 

the patients and their family brings the emotive responses as clearly depicted by a 

patient from Kisumu: 

"The reasons for worry sometimes are because I have a child in primary 

standard four for whom I had to sell my sawing machine to raise school fees. 

I feel useful and my body has not changed much".(Respondent 14, Kisumu) 

The second aspect in which fear is expressed is fear of resurgence of the illness for 

those who have undergone some form of treatment. Since the disease challenges 

every aspect of the patient's life, the loss of hope is reflected in the patient's many 

social dimensions . 

8.11 Relationships and social impacts of cancer 

h burd n o h tr 
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referral facilities that are far from their homes, they spend time in either homes of 

families or friends of which case burdening them. The nature of the specialised 

care sought for cancer following referral results in patients spending time with 

relatives and fri nd hich w s s en as burden to the wider community. Separately 

m mb r who r lore d o work for sick members. 

"Now th t I am not working, I depend on support from friends and close 

friends . I was informed about the nature of my disease when I was admitted 

in this ward last week (Nakuru Rift Valley General Hospital). 

The effect of illness on family life style was also clear when patients described how 

the illness itself has strained relationships between husbands and wives, and also 

patients and other family members. 

b). Effect on family income 

The role of cancer in preci pitating a financial burden to the families of patients who 

have cancer was clearly an issue that affects both the social and emotional 

dimension of their lives. One patient described this: 

"Economically the bills are normally paid for by my daughter. My husband 

has no steady salary and this makes us look up to the daughter and sister 

who cater for practically everything . I feel we have overburdened them 

instead of them concentrating on different personal issues" (Respondent 09, 

alrobi , Cervical cancer) 

Inability to work also I ads to loss of incom . Due to th f cts on physical 

s ru ur nd h p Ins ssocla d I h h llln r un bl o 

or nd hu h lr mlly or h r o n ourc o lncom 
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such as medicines and diagnostics which continue to deplete the existing resources. 

The illness leads to families relying on well wishers and other member of the wider 

family and friends generating a perception of burdening the other members which 

exacerbates th motion I w II being. Furthermore due to poverty levels already 

existing, th llln lJ h f milles and Individuals further into poorer levels due to 

co t of rn diem nd diagnostics. Financial problems contributes to worries and 

n I ty too wh1ch leads to poor emotional well being it also increases the 

dependence ratio. The social effects of cancer begins with diagnosis and the 

process of seeking care then depletes existing resources and as the disease 

progresses it strains the sources of income leading to impoverished families- ie 

leads to catastrophic expenditure making them poorer 

The illness also has played a big role in impoverishing household as some patients 

almost lost their jobs as the process of treatment took a lot of time necessitating 

the employer to almost retire them. This has made them loose income and has 

threatened family bond in that the family source of income is curtailed 

compounding effect on current family fabric threatening it. This illness affects social 

support of the family in that the pain deters women from effectively caring for their 

families. 

c). Effect on sexuality 
The other question worth exploring is the effect of cancer on sexuality and the 

Implications of such an event on the social and emotional well being. Pain and bad 

odour associated with cancer affects sexual activities denying partners their marital 

n ds: 

y hu b nd hoc d rs bu d bou h condl on bu · 
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made love since March, I think it is also because smell puts him off. I have 

never felt that sexy since then but I hope it will end after my operation" 

However there appears to b some level of understanding on the part of partners 

amongst thos who h v cc pted the condition. The fear of loss of sexual 

actlvltl s no h r oclal problem of fear of infections and thus threatens 

th' ocl1l t 1 r1c n h f mlly. 

Sexual problems strains relationships and although not well expressed may 

have implications on emotional well being of patients. 

8.12 Coping strategies 

To address the above problems, patients described a number of coping strategies 

ranging from simple actions of dressing to complex social structures that exit in the 

communities. 

a). Dressing 

One simple strategy is changing some aspects of life style. For those patients that 

have breast cancer for example was reported to using clothes that cover chest well 

and do not irritate them. This appears like a practice that is used to illustrate how 

the disease has made patients make personal choices that are positive: 

Sometimes back, I used to dress any kind of attire but you know since I had the 

operation, I normally put on clothes that cover my chest. It gets to a point where 

some things cannot be done because of a particular condition but I thank God for 

v rythlng" 



8.13 Positive living 

To overcome the challenges of the Illness, patients expressed the need to live 

positively as on th t k eps them going. This reduces the effects of 

anxl ty ion p cl lly when one knows the state of illness and deals 

with lt. of he condition precipitates better positive living as was 

d cri d y o n n cancer patients: 

"The good thing is I accepted my fate and decided to go on with the 

treatment. It was discovered at the time of the biopsy that I had just 

conceived and I was not even aware yet I was just taking the drugs for 

cancer. I was told that it was possible that I contracted the cancer at the 

time I was using contraception. I suspected this is because, I was asked a lot 

of questions about the contraception I used before and if I had ever used 

pills for the same. After carrying my pregnancy to term and giving birth, my 

husband urged me to go back for treatment" 

The discussion of positive living was largely affected by the way they perceived the 

illness and level of acceptance of the conditions by oneself as well as family. To 

cope with the disease most patients have to accept the way things are. 

For those who use the strong social family ties this instils in themselves a sense of 

hope. Positive living is thus an outcome of many factors such as acceptance, 

family support, spiritual support and ability to cope with the disease. 

8.14 Spirituality 

Pos lv living Is also lnt rtwin d ith r llglous asp c s w th pa n s who hold d p 
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religion. Being a Christian has helped families come to terms with the illness 

leading to absolute trust in God. This realization is likely to be linked to the fact 

that they cannot explain the causes of Illness or their inability to do anything in the 

event of identifyin th h v cancer a terminal illness. This faith appears to 

lncr s wl h th to have more reliance to God and eventually 

h lp th r, co I h h illness. For those who were previously religiously are 

Ilk ly to h b t er chances of coping with the illness. Families with religious 

ffili tion appear to have a higher probability to deal with the illness and gives 

them hope spiritual activities either increase or decrease when patients for example 

cannot move or walk. 

"What I treasure most, is that apart from accepting the condition, you need 

support and also the mind ... Being a Christian, I went through the word of 

God searching to know why it had to happen to me. The answer I got was 

some things happen for God's name to be glorified. I had to come up 

strongly and leave everything to God to take control. 

Secondly apart from the spiritual support offered by religion, it is noteworthy that 

religious organisations at times assist with financial and material aspects of cancer 

care. The religious principles that patients adopt in turn makes them even support 

others and seek ways of keeping themselves busy as was described by a 

participant: 

In Africa , that amount of money is not easy to get and many people di 

b cause of lack of money. You also vomit a lot. Just thin ing abou 1t gives 

m pain. I normally vom blood. I h th s cond ch mo (Doc a 1s 

no vom lng. I o o Emm nu l's church n r lrob Unlv 
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cancer, how you can take care of yourself and also on HIV in church, village 

and around wedding places especially amongst the Borana people" 

8.15 Cont nt n ly i of qu llty of life Issues 

I h r mkln o u II of I if issues contained within FACT -G questionnaire based 

on cont n of ora l narratives obtained from female cancer patients is 

shown 1n Table 8.1. 

The lead ing quality of li fe issues were either physical or functional well being issues 

and included : lack of fulfilment in work, inability to work, lack of energy, pain, 

trouble meeting family needs, feeling ill, inability to enjoy life and things done for 

fun. These issues corresponded to the patients' perceptions of quality of life and 

the themes that emerged from the inductive analysis. 

The following issues were ranked as unimportant based on content analysis of 

patient narratives: losing hope in fight against cancer, lack of emotional support 

from families, family communication about illness and worrying about dying . 



Table 8.1: Ranking of quality of life issues from content analysis of QOL narratives 

of female cancer patients 

r-

Quality of life lssu Domain 
My work (Jnclu_d~~or t hom Is fulfilling Functional 

j _ rn bLe_!o ~or_k Functional 
-~ h w l1- ta_c_k ot _e_n_crgy Physical 
1 huve P.C11 n Physical 
I ha_v_e trouble meetin_g the needs of my family Physical 
I feel ill Physical 
I am able to enjoy life Functional 
I am enjoying the things I usually do for fun Functional 
I feel sad Emotional 
I am sleeping well Functional 
I am content with the quality of my life right now Functional 
I am bothered by side effects of treatment Physical 
I am satisfied with my sex life Social 
I am forced to SRend time in bed Physical 
I worry that my condition will get worse Emotional 
I am satisfied with how I am coping with my illness Emotional 
I have nausea Physical 
I feel nervous Emotional 
I feel close to my partner Social 
I feel close to my friends Social _ 
I qet support from my friends Social 
I worry about dying Emotional 
I am satisfied with family communication about my 
illness _?ocial_ 
My family has accepted my illness ~ocial_ 
I get emotional support from my family Social 
I have accepted my illness Functional 
I am losing hope in the f1_9ht against my illness Emotional 



8.16 DISCUSSION 

The qualitative analysis presented in this chapter can be summarized by two broad 

findings. Firstly, perception of term 'quality of life' in cancer patients is multifaceted 

with signific nt o rl nd mt 1 actions between the different facets. In general, 

\ q u llty 0 II I I s d on the impact of cancer. Secondly, four main 

(ph lc I illn ss, emotiona l impact of cancer, relationships and social 

Imp ct nd coping strategies) and two emerging themes (spirituality and positive 

living) are identifiable in narratives of patient experiences living with breast and 

gynecologic cancer. 

The finding on perception of quality of life points to the complexity of defining a 

concept that spans different aspects of an individual's life and also encapsulates a 

patient's daily and ongoing interactions with his immediate environment. As such 

patient perceptions of quality of life can evolve over time/18 be shaped by both 

internal and external factors key among these being the severity of illness and 

social support available to an individual. 219 These issues that shape an individual 

patient's perception of quality of life constitute the 'personal meaning' facet of 

quality of life defined in our analysis. Other qualitative explorations of quality of life 

in cancer patients have similarly recognized the prominent role of contextualized 

factors in shaping patient perceptions. 22° For cancer patients, the personal meaning 

of an illness is also influenced to a large extent by patient expectations or hopes 

following the diagnosis of cancer, especially for side effect of therapy .221
• 

222 

hilst in the quantitative analysis presented in chapter S,the physical domain was 

the hlrd domain in the ranking of quality of issues physical illness emerged as an 
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plausible that the apparent incongruence between the quantitative findings in the 

FACT-G tool and the qualitative finings could point to the important of context 

specific issues which could impact on the validity and reliability of the responses in 

Kenyan femal s. 2 

In common wl h o h r qu lit tlve studies the functional, emotional and social 

Is u tmpor ant factors in the experiences of female patients with 

Cdnc r. he common social and relationship issues that emerge following 

di gnosis with gynecologic or breast cancers affect marital relationships and 

specifically impact on sexual functioning, therefore agreeing with the quantitative 

analysis presented in the preceding chapters of this thesis and also in previous 

quality of life studies. 228 

The finding that spirituality was an important quality of life issue has been reported 

previously with documentation of evidence that the importance of religiosity and 

spirituality on quality of life depends on contextual factors including ethnicity and 

race. 229
-
231 These factors reflect societal or technological advancements in medical 

care which are known to have a direct impact on outcome of illness possibly 

explaining the importance of the spirituality theme in the Kenyan society. It is 

important to state that the expanded version of the FACT-G tool contains a spiritual 

domain but data for this domain was not used in this analysis. Therefore rather 

than representing a limitation of the FACT -G tool the emergence of this subtheme 

implies a greater utility of the extended version of the tool compared to the general 

version of FACT tool in settings like Kenya. 



9.1 Summary 

The study r por 

of th • u I y o II 

CHAPTER 9 

CONCLUSION AND RECOMMENDATIONS 

n hi th sis aimed at conducting a comprehensive assessment 

t u s of female patients with breast cancer and gynaecologic 

c nc r In n . The findings presented here demonstrated the following: 

• he leading quality of life issues among patients with breast and 

gynaecologic cancers in Kenya are: worrying that condition will get worse, 

lack of satisfaction with sexual life, losing hope, worry about dying, lack of 

fulfilment in work and feeling nervous. The issues in the emotional domain 

were most affected by cancer. 

• The oral interview identified themes which matched the domains of the 

FACT-G tool namely physical illness, emotional impact of cancer, 

relationships and social impacts of cancer and coping strategies. In addition 

the oral interviews demonstrated the prominent role of positive living and 

spirituality themes in defining quality of life of Kenyan patients. 

• Patients perceived the term quality of life as having three interrelated 

components: preserving pre-diagnosis capacities, personal meaning, and 

effects of cancer. 

• Patient demographic factors and socio-economic factors were reported to 

influence specific quality of life issues. 

• Patient scores of overall quality of life measured using the FACT-G score 

patl nts were lower scores on the functional well being and emotional well 

b ing domains. 

• Ov r II quail y o II {FACT -G) as In flu nc d by t p of c nc nd 

m n ·mod II y. 



• In comparison to FACT-G, which reported emotional issues were the leading 

quality of life issues content analysis of patient narratives identified 

functional and ph sical issues Including pain as important issues. 

177 



The sample for the study was drawn from patients who came to the hospitals and 

hospices. As such, it is only those patients admitted or attending outpatient clinics 

or Hospices, who participated In the study. This limits the patient characteristics to 

hospital regulation nd rul s about admissions and outpatient units' attendance, 

r latlng to whom, why, when to attend particularly 

ov rnrn n -run h I h ervices. Also noted is dependence on the referring 

m dlc I p onnel Involved in the initial evaluation of the patient, the consulting or 

sp cl list centres that have the capacity and facilities to manage patients with 

gynaecological and breast cancers . 

It may be seen also that the FACT and interview guide have not been validated, not 

only in the Kenyan society, but also purely in an African setting. This raised 

difficulties during analysis as standard terms and phrases had to be used against 

an unfamiliar background. However, openness of the interviews and the possibility 

of reaching saturation points in the themes and reducing observer's biases 

ameliorated this difficulty. 

In spite of these considered limitations; provisions were made to ensure the study's 

most important questions were answered satisfactorily. 

9.3 Significance of results 

9. 3.1 Methodological: 

The findings presented in this thesis represent a significant step towards advancing 

existing approaches used to assess quality of life of patients with cancer and in 

particular breast and other gynaecologic cancers in Africa. There are several 

validated tools for assessing QOL, most notably the EQ-50, SF-36 and FACT·G 

hlch h v all origina ed in the developed countries. Recen f or s to d v lop tools 

or s ssm n of QOL In A rica hav focus d In South rn A ric coun . Th 

F er-G ool u d In hi 

po n n Sou h rn ric • EQ·SD h 
17 

d In o hr 

n I d d In mb 



another Southern Africa country. In East Africa, notable quality of life work was 

undertaken with the translation of SF-36 health survey instrument into Swahili in 

Dares Salaam, Tanzania. 3 

This study Is uniqu tor th ollowlng reasons: 

I. B d on IC II rature search this is the first study to apply FACT-

ppro ch in v luating QOL Issues among Kenyan or East African females 

with br a and other gynaecologic cancers. 

ii. As reported above several African studies have examined QOL among 

terminally ill cancer patients and cancer patients undergoing treatment. 

However, this study is among the first to examine whether the issues 

contained within the tools for measuring QOL originating in developed 

countries encompass the African perception of QOL. 

iii. This study demonstrates the need for better conceptual foundations in 

developing QOL instruments by demonstrating the possible exclusion of 

pertinent QOL issues (among African women) from the FACT -G tool. 

9.3.2 Understanding perception of QOL: 

This study has made significant contributions in defining the perception of QOL 

among Kenyan female patients with cancer. The main findings in this study indicate 

that the social domain of the FACT -G tool did not match the perception of QOL 

among Kenyan females with breast and gynaecologic cancer. Compared to the 

other domain the social domain as currently constituted in the tool elicited the 

id 5 variability ln th rang of respons s from pati n s. In addl lon only on 

I m, hlch is dlss Is c ion I h 5 u I li , 
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As noted earlier the FACT-G tool has previously been translated into three African 

languages. During this prior work by Mullin and colleagues and in agreement with 

the findings reported in this thesis cultural difference in social values and 

functioning w r no to h v ca used problems with translation of the Social/ 

Family w lib In 

9. Impllc tlon for patient care 

This stud has successfully highlighted several areas of patient care that should 

receive due consideration while providing care to female patients with breast or 

gynaecologic cancers . The main issues include emotional concerns, family well 

being manifesting as lack of satisfaction with sexual life and functional well being 

related to satisfaction from work. 

Out of the factors examined for associations with QOL issues in this study including 

demographic factors, socioeconomic factors, treatment modality and type of 

cancer, treatment modality is the factor that showed the greatest influence on QOL 

issues. Patients on palliative care and those on combined modalities reported more 

concern about their QOL. The mode of treatment therefore should be a primary 

consideration in addressing QOL issues among patients with breast or gynaecologic 

cancers. 

Apart from patient related issues the study also underscored important gaps in the 

nursing and clinical care of cancer patients in Kenya. 

9.5 Implication for nursing practice 

In common with h alth systems In other resource-constrained s tting the K nya 

h al h s ctor fac s sev r hum n r sourc shortages promp lng us o subst1 ut 

h or rs In p ndlng cc ss o s rvlc . Th c p cl nur mg 

or ore In ny lr d o d. uc olu on o 



the additional patient care demands placed on nurses by the recommendations 

made in this study. However, reorientation of current nursing practice can result in 

increased efficiency in deliv ring patients care and to a degree help with realising 

study recomm nd ion . fh s changes can be made both at the professional and 

lndlvldu I nur 

A pro ion nur mg practice should strongly embrace a multidisciplinary 

ppro ch o provision of patient care. In facilities where multidisciplinary teams 

e ist which are rare in Africa, nurses should develop strong functional relationships 

with health worker cadres charged with providing psychosocial support to patients 

to ensure cancer patients benefit from such care. The nurses should also strive to 

acquire such skills themselves. In the past except for nurses in sub specialities 

dealing directly with mental health and psychiatric nursing nurses had tended to 

view emotional and psychosocial support of patients as the domain of specially 

trained cadres of health workers. As a result most patients miss out on 

psychosocial care as evidenced by the observation in this study that issues in the 

emotional domain were the leading cause of concern among cancer patients. Since 

for most patients the nurse is the first point of contact within the health system 

nurses should be better equipped to handle emotional concerns among patients. 

This can be achieved by reviewing nursing curriculums and emphasising 

psychosocial aspects of care during nursing training. 

Apart from re-evaluating nursing training at professional level nurses can play a 

role at the individual level to effect changes in practice. Nurses should ensure that 

their pract ce promotes holistic care of patients rather than adopting a focus on the 

disease conditions pa Ients present with . 

I I 



9.6 Conclusion 

QOL issues related to the emotional well being of patients rank high compared to 

issues in the functional, physical, and social domains. The modality of treatment 

used in patient m n n h d the greatest influence on QOL issues while 

d mogr ph c c or h l1mi d Influence on these issues. The emotional issues 

ld ntlfl In hi u y r amenable to nursing intervention and nurses should be 

pr p r d during their training to provide patient-centred and holistic care. 

To ddress concerns related to QOL issues among female cancer patients emphasis 

should also be placed on multidisciplinary approach to patient care ensuring 

involvement of health worker cadres that provide psychosocial support in cancer 

patient care. QOL assessment in African patients should consider cultural 

differences in patient settings and the influence of these differences on social 

functioning and patient perception of QOL issues. Further studies are required to 

better define social issues influencing QOL of female Kenyan patients with cancer 

and evaluate effective interventions to promote QOL. 

9.7 Recommendations 

The findings presented here are interesting because the emotional domain which is 

amenable to nursing intervention presents the most important challenges to 

attainment of optimal quality of life among Kenyan patients . This finding deserves 

consideration among both the stake holder involved in formulating nursing care 

policies and nursing education as well as the nurses providing frontline care to 

terminally Ill patients. In resource constrained setting like ours, provision of holistic 

patl nt c r should b emphasized at all stages beginning from training, through to 

guld lin s and p I n car policy r comm nd tions m d bo h at h 
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should be the duty of each health worker to provide psychosocial care to patients 

concurrently with other therapeutic management. 

Among the demographic factors, formal education appeared to have a strong 

influence on p ti nt p rc tlon of QOL issues pointing to the potential benefit of 

cr lon on c nc r among the public and more specifically among 

r tment or on palliative care. The study recommends that 

vi bl t1v s tor sustained awareness creation on cancer be explored. These 

interventions and the content delivered should be targeted because public 

campaigns as currently implemented might not achieve the desired level of 

awareness among patients. Further, such interventions should target populations 

with socioeconomic indicators related with limited formal education including low 

income or socioeconomic status, and occupations associated with low levels of 

formal education. 

The study finding that certain domains consistently rank high while others are 

consistently scored as unimportant reinforces the argument that quality of life 

issues are context specific. While family well being issues are important within the 

setting in which the FACT-G tool was developed this is not the case in Kenya and 

possibly other African countries. Based on this finding the study recommends that 

in the interim period before development of specific tools for assessing QOL in 

African settings methodological triangulation provides a viable option for applying 

existing tools while providing information on the shortcoming of these tools in the 

African setting through collecting additional data on QOL issues outside the 

domains in FACT -G tool with a view of developing tools that will overcome these 

liml a ions. 

Folio ing h ld ntl cation o th main quality of I f lssu s In ny n f mal wt h 

br s nd yn cologie c nc r nd h docum n ion o h d n 
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with significant scope for future research aimed at improving QOL of cancer 

patients . The following areas are relevant particularly for female patients with 

breast and gynaecologic cancers: 

i. Examln th oci I v lu s and functioning among the different African 

cu ltur wl h h tm of d fining the issues that impact on patient perception 

0 oct I domain within African settings. 

11. Ev lu te effective interventions or approaches for providing psychosocial 

support and addressing emotional concerns of cancer patients within the 

constraints of the Kenyan health system. 

iii. Design interventions to help patients with cancer adjust to the changes in 

functional well being especially related to their ability to work and provide for 

their families during the phases of active treatment or during advanced 

stages of illness. 

iv. Identify and develop standard approaches to assess quality of life issues. 
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APPENDICES 

APPENDIX I- Influence of patient demographic and socioeconomic 

factors of quality of life issues 

:J) I h v I ck of n rgy 

I--
I have a lack of energy 

Not at all A little bit/ Quite a bit/ Not 
Somewhat very much stated 

Age category 
18-24 years 0(0%) 1(11%) 8(89%) 0(0%) 
25-34 years 7(18%) 18(45%) 15(38%) 0(0%) 
35-44 years 11(11%) 54(53%) 32(31%) 5(5%) 
45-54 years 18(16%) 56(49%) 34(30%) 7(6%) 
55-64 years 6(8%) 36(48%) 27(36%) 6(8%) 
65-74 years 3(8%) 18(50%) 12(33%) 3(8%) 
75 years and above 2(14%) 4(29%) 8(57%) 0(0%) 
Not stated 0(0%) 2(67%} 0(0%) 1(33%) 

Marital status 
Married 29(11%) 131(50%) 86(33%) 15(6%) 
Widowed 12(21%) 25(43%) 20(34%) 1(2%) 
Single 4(9%) 18(38%) 23(49%) 2_00/Q.)_ 
Divorced 2(8%) 12(50%) 7(29%) _3_(_13%) 
Not stated 0(0%) 3(75%) 0(0%) 1(25%) 

Tribe 
Kikuyu 18(10%) 82(47%) 62(35%) 13(7%) 
Kamba 2(5%) 25(57%) 14(32%) 3(7%) 
Luo 8(21%) 13(34%) 16(42%) 1(3%) 
Luhya 5(15%) 18(53%) 11(32%) 0(0%) 
Coastal tribes 4(11 %) 20(54%) 12(32%) 1_(3%) 
Kisii 3(14%) 9(43%) 7(33%) 2(10%_L_ 
Kaleniin 3(23%) 6_(_46%) 4(31%} 0(0%) 
Meru 0(0%) 7(64%) 3(27%J 1(9%) = 
Embu 0(0%) 4(67%} 2(_33%) 0(0%) -
Others 3(23%) 5(38%) 5(38%) OlO%) 

Religion 
Protestant 29(10%) 136(49%) 97(35%} 16(6%) 
Catholic 16_(18%) 40(44%) 30(33%) 4_(_4%)_ 
Muslim 2(_9%) 11_(50%} 8(36%) 1(5%,_ 
Other 0(0%) 2_(50%) 1125%} 1(25%) 



Socioeconomic factors 

I have a lack of energy 
Not at all A little bit/ Quite a bit/ Not stated 

Somewhat verv much 
Lev I of for 1al education -f-

No fot_!Tilll cduc]'_llon 18(17%1 55(50%) 30(28%) 6(6%) 
Primo r:y~cd_uc]l_tion 19(11%) 93(52%) 56(31%) 11(6%) 
Second_a_r:y _ __!!_d_uc_a_tion ~(7%) 32(40%) 39(48%) 4(5%) 
rcrtlary __ cduc_a_tion 4(22%) 5(28%) 9(50%) 0(0%) 
Not_stated 0(0%) 4(57%) 2(29%) 1(14%) 

Occup_!tlon 
f-

Small scale farmer 20(15%) 77(57%) 33(25%) 4(3%) 
Housewife 14(11%) 53(41%) 51(39%) 12(9%) 
Small scale business 7(16%) 21(48%) 15(34%) 1(2%) 
Professional 5(15%) 10(29%) 17(50%) 2(6%) 
Skilled employment 1(11%) 3(33%) 4(44%) f(11%) 
Other 0(0%) 5(38%) 7(54°/~)- 1(8%) 
Not stated 0(0%) 20(67%) 9(30%) 1(3%) 

Monthly income 
Less than KES 2500 26(10%) 129(51%) 80(32%) 16(6%) 
KES 2501-7500 5(9%) 25(46%) 21(39%) 3(6%) 
KES 7500 2(8%) 12(48%) 10(40%) 1(4%) -
KES 12501 1(6%) 6(38%) 9(56%) o(oo;~) 
KES 17501 0(0%) 5(56%) 4(44%) o(o%) 
Above KES 22500 2(40%) 1(20%) 1(20%) 1(20%) 
Undisclosed 11(32%) 11(32%) 11(32%) lc3%) 

Permanent residence --
Central 18(11%) 79(46%) 61(36%) 13(8%) 
Eastern 3(5%) 36(58°{2_L 19(31%) 4(6%) -
Nyanza 10(17%) 21(36%) 24(41%) - _3_l50fcU -
Coast 4(11%) 21(55%) J_lli~ 2 °1~ _ 1Q%l -
Western I 6(17%} 20(56°{£) 10(28%1 O(O%J -
Rift valley 4(22%) 7(39%) 7(39%) ~ 0% -Other reqions 2(18%) 5(45%) 3(27%-) - 1(9%) -



2) I have nausea 

Demographic factors 

I have nausea 
Not at all A little bit/ Quite a bit/ Not 

1-
Somewhat verv much stated 

A catt!gory 
t- -

1.?..-J. ~ venrs 0(0%) 4(44%) 5(56%) O(O%) 
25-Ji~ _yeJl.rs 2_(5% 21(53%) 17(43%) 0(0%) 
35 -4J ~Ly_ears 11(11%} 40(39%) 46(45°/~)- 5(5%) 
45-59_ years 13(11%) 42(37%) 52( 45°/~) 8(7%) 
_S.S -64 yea rs 2(3%) 30(40%) 37(49%) 6(8%) 
65-74 years 5(14%) 13(36%) 15(42%) 3(8°/~) 
75 years and above 2(14%) 6(43%) 6(43%) 6(oo;~ 
Not stated 0(0%) 0(0%) 2(67°/~) 1(33%) 

Marital status 
Married 21(8%) 112(43%) 112(43°/;) 16-(6%) 
Widowed 9(16%) 16(28%) 32(55%) 1(2%) 
Single 2(4%) 17(36%) 26(55%) 2(4%) 
Divorced 3(13%) 9(38%) 9(38%) 3(13%) 
Not stated 0(0%) 2(50%) fC25%) 1(25%) 

Tribe 
Kikuyu 17(10%) 75(43%) 70(40% ) 13(7% ) 
Kamba 3(7%) 14(32%) 23(52%) 479%) 
Luo 4(11%) 17(45%) 16(42% ) 1(3% ) 
Luhva 4(12%) 13(38% ) 17(50% ) 0(0% ) 
Coasta l tribes 0(0%) 15(41% ) 21(57% ) 1(3%) 
Kisii 3( 14%) 4(19% ) 1 i(57°/~ )- 2(10%) 
Kalenii n 3(23%) 3(23%) 7(54°/;) 0(0%) 
Meru 0(0%) 4(36%) 6(55°/;)- 1(9%) 
Embu 0(0%) 3(50%) 3(50%) 0-(0%) 
Others 0(0%) 8(62%) 5(38%) 0-(0 %J 

Religion 
··-

Protestant 22(8%) 106(38%) 133(4.8%) 17(6%) 
Catholic 12(13%) . 37(41%) 37(41%) 4(4%_2 
Muslim 1(5%) 12(55%) 8(36%) I f(S %) 
Other 0(0% ) 1(25%) 2(50°/; ) -l 1(25%J 



Socioeconomic factors 

f-
I have nausea 

Not at all A little bit/ Quite a bit/ Not 

- Somewhat very much stated 
Level of formal education 

f--
,} 39 36%) 50(46%) 7(6%) 1-- No forma_l ducS~_tlon 

Prim tY, _ed_ucMion 11 (6%) 84_(_47%) 73(41%) 11(6%) 
f~ S_c~ondllrY ~_du~JtJion 9(11°/<U_ 26(32%) 42(52%) 4(5%) 

[e_r_tlo ry_=ea:ucatlon 2(11%1 4(22%) 12(67%) 0(0%) 
Not _s!ateQ. _Q.(00(2l_ 3(43%) 3(43%) 1(14%) 

Occupation - ---

Small scale farmer 18(13%) 48(36%) 63(47%) 5(4%) 
Housewife 6(5%) 56(43%) 56(43%) 12(9%) 
Small scale business 5(11%) 19(43%) 19(43%) 1(2%) 
Professional 2(6%) 10(29%) 20(59%) 2(6%) 
Skilled employment 2(22%) 2(22%) 4(44%) 1(11%) 
Other 1(8%) 4(31%) 7(54%) 1(8%) 
Not stated 1(3%) 17(57%) 11(37%) 1(3%) 

Monthly income 
Less than KES 2500 1877%) 113(45%) 104(41%) 16(6%) 
KES 2501-7500 8(15%) 18(33%) 25(46%) 3(6%) 
KES 7500 1(4%) 8(32%) 15(60%) 1(4%) 
KES 12501 1(6%) 4(25%) 10(63%) 1(6%) 
KES 17501 o-{oo;~f 3(33%) 6(67%) 0-(0%) 
Above KES 22500 1(20%) 2(40%) 1(20%) 1(20%) 
Undisclosed 6(18%) 8(24%) 19(56%) 1(3%) 

Permanent residence 
Central 17(10%) 74(43%) 67(39%) 13(8%) 
Eastern 3(5%) 21(34%) 33(53%) 5(8%) 
Nyanza 7(12%) 20(34%) 28(48%) 3(5%) 
Coast 0(0%) 15(39%) 22(58%) 1(3%) 
Western 4(11%) 14(39%) 18(50%) 0(0%) 
Rift valley 3(17%) 5(28%) ~_1 0(56%} 0(0%) 
Other reoions 1T9%) 7(64%} ...1_U.8°&), __ 1(9%)_ 



3) I have trouble meeting the needs of my family 
Demographic factors 

I have trouble meeting the needs of my family 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Age category 

18:?-:l _y_e<m; 0(0%) 2(22%) 5(56%) 2(22%) 
25-34 Y_cars 12(30%) 20(50%) 8(20%) 0(0%) 
35·44 y_e_a!s 27(26%) 50(49%) 20(20%) 5(5%) 
~5-54 years 36(31%) 51(44%) 20(17%) 8(7%) 
55-64 years 17(23%) 41(55%) 11(15%) 6(8%) 
65-74 years 9(25%) 17(47%) 6(17%) 4(11%) 
75 years and above 4(29%) 7(50%) 3(21%) 0(0%) 
Not stated 0(0%) 1(33%) 1(33%) 1(33%) 

Marital status 
Married 62(24%) 142(54%} 40(15%) 17(7%) 
Widowed 26(45%) 15(26%) 16(28%) 1(2%) 
Single 12(26%) 19(40%) 13(28%) 3(6%) 
Divorced 4(17%) 12(50%) 4(17%) 4(17%) 
Not stated 1(25%) 1(25%} 1(25%) 1(25%) 

Tribe 
Kikuyu 17(10% 

38(22%) 93(53%) 27(15%) ) 
Kamba 10(23%) 23(52%} 8(18%) 3(7%) 
Luo 16(42%) 15(39%) 6(16%) 1(3%) 
Luhya 11(32%) 13(38%) 10(29%) 0(0%) 
Coastal tribes 13(35%) 15(41%) 8(22%) 1(3%) 
Kisii 7(33%) 8(38%) 4(19%) 2(10%) 
Kalenjin 4(31 %) 5(38%) 4(31%) 0(0%) 
Meru 0(0%) 7(64%) 3(27%) 1(9%) 
Embu 1(17%) 4(67%) 1(17%) 0(0%) 
Others 4(31 %) 6(46%) 3(23%) O(O%J 

Religion 
-~-

Protestant 71(26%) 135(49%) 52(19°/~ 20(7%) 
Catholic 29(32%) 39(43%) 18(20%1 4(4%) 
Muslim 4(18%) 14(64%) 3(14%) 1{5%) 

..__. Other 1(25%) 1(25%) 1(25%) I 1_(25°/<U 

.. 7 



Socioeconomic factors 

I have trouble meeting the needs of my family 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal educ tlon -

43(39%) 20(18%} 6(6%) No formnl cduc tlon 40 37°/~ ·-· Prim t uc ion 40 22%1 100(56%) 25(14%) 14(8%) 
S ~corld~ry_ due ion _ 18(22°/~ 34(42%) 24(30%) 5(6%) 
Tertiary educa_tjon 5(28%) 8(44%) 5(28%) 0(0%) 
Not§!~_~d 2(29%) 4(57%) 0(0%) 1(14%) 

Occupation 
Small scale farmer 41(31%) 63(47%) 24(18%) 6(4%) 
Housewife 35(27%) 64(49%) 19(15%) 12(9%) 
Small scale business 15(34%) 21(48%) 7(16%) 1(2%) 
Professional 8(24%) 14(41%) 10(29%) 2(6%) 
Skilled employment 3(33%) 3(33%) 2(22%) 1(11%) 
Other 2(15%) 4(31%) 6(46%) 1(8%) 
Not stated 1(3%) 20(67%) 6(20%) 3(10%) 

Monthly income 
Less than KES 2500 66(26%) 129(51%) 39(16%) 17(7%) 
KES 2501-7500 12(22%) 26(48%) 13(24%) 3(6%) 
KES 7500 3(12%) 13(52%) 7(28%) 2(8%) 
KES 12501 4(25%) 12(75%) 0(0%) 0(0%} 
KES 17501 1(11%) 3(33%) 5(56%) 0(0%) 
Above KES 22500 2(40%) 2(40%) 0(0%) 1{20%} 
Undisclosed 17(50%) 4(12%} 10(29%) 3(9%) 

Permanent residence 
Central 17(10% 

37(22%) 90(53%) 27(16%) ) 
Eastern 11(18%1 35(56%) 12(19%J 4(6%) 
Nyanza 21(36%) 24(41%) 10(17%) 3(5%) 
Coast 13(34%) 16(42%) 8(21%) 1(3%) 
Western 14(39%) 13(360fc~l 9(25%) O(Q_%_2 
Rift valley 6(33%) 7(39%) 5(28%) - 0(0%) 

I Other regions 3(27%) 4(36%) 3(27%) 1(9%) 



4) I have pain 

Demographic factors 

I have pain 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
A category 

18-24 _y_ears 1(11 %) 5(56%) 3(33%) 0(0%) 
_25.._3~ _years 6(15%) 19(48%) 15(38%) 0(0%) 
35-44 years 22(22%) 42(41 %) 33(32%) 5(5%) 
45-54 v.ears 16(14%) 60(52%) 32(28%) 7(6%) 
55-64 years 14(19%) 40(53%) 15(20%) 6(8%) 
65-74 years 8(22%) 19(53%) 6(17%) 3(8%) 
75 years and above 2(14%) 9(64%) 3(21%) 0(0%) 
Not stated 1(33%} 0(0%) 1(33%) 1(33%) 

Marital status 
Married 42(16%) 128(49%) 76(29%) 15(6%) 
Widowed 17(29%) 25(43%) 15(26%) 1(2%) 
Single 6(13%) 24(51%) 15(32%) 2(4%) 
Divorced 4(17%) 15(63%) 2(8%) 3(13%) 
Not stated 1(25%) 2(50%) 0(0%) 1(25%1 

Tribe 
Kikuyu 21(12%) 93(53%) 48(27%) 
Kamba 6(14%) 19(43%) 16(36%) 
Luo 15(39%) 17(45%) 5(13%) 
Luhya 7(21 %) 17(50%) 10(29%) 
Coastal tribes 12(32%) 19(51%) 5(14%) 
Kisii 4(19%) 10(48%) 5(24%) 
Kalenjin 1(8%) 4(31%) 8(62%) 
Meru 2(18%) 4(36%) 4(36%) 
Embu 0(0%) 2(33%) 4(67%) 
Others I H8%) 9(69%) - 3(23%) 

Religion I 
- - .. 

Protestant I 39(14%) 140(50%) 83(30%) 16(6%) 
Catholic I 25(28%) 42_(47%) 19(21%) 4(4%) 

f---
Muslim 5(23%) I 11(50%) 'I 5(23%) : 1(5%) 1 

.____ Other 11(25%) 1 1(25%) 1(25%_L_ 1(25.~ 



Socioeconomic factors 

I have pain 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal due tlon 

t~ No form I due tlon r-29W %J 52(48%) 22(20%) 6(6%) 
t- Prim u t lon 28{_16°/~ 96(54%) 44(25%) 11(6%) 

Secondor'l due tiqn__ 12_(_15% 32(40%) 33(41%) 4(5%) 
l'crlLtlrY_e_ducat ion _ 1(6%) 9(50%) 8(44%) 0(0%) 
Notstated 0(0%) 5(71%) 1(14%) 1_(14%) 

Occup~tlon 

Small scale farmer 34(25%) 60(45%) 36(27%) 4(3%) 
Housewife 14(11%) 74(57%) 30(23%) 12(9%) 
Small scale business 10(23%) 23(52%) 10(23%) 1(2%) 
Professional 3(9%) 13(38%) 16(47%) 2(6%) 
Skilled employment 2(22%) 2(22%) 4(44%) 1(11 %) 
Other 3(23%) 5(38%) 4(31%) 1(8%) 
Not stated 4(13%) 17(57%) 8(27%) 1(3%) 

Monthly income 
Less than KES 2500 36(14%) 138(55%) 61(24%) 16(6%) 
KES 2501-7500 14(26%) 20(37%) 17(31%) 3(6%)_ 
KES 7500 4(16%) 11(44%) 9(36%) 1(4%} 
KES 12501 3(19%) 7(44%) 6(38%) 0(0%) 
KES 17501 1(11 %) 3(33%) 5(56%) 0(0%) 
Above KES 22500 0(0%) 4(80%) 0(0%) 1(20%) 
Undisclosed 12(35%) 11(32%) 10(29%) 1(3%) 

Permanent residence 
Central 20(12%) 91(53%) 47(27%) 13(8%) 
Eastern 8(13%) 26(42%) 24(39%) 4(6%) 
Nvanza 18(31%) 26(45%) 11(19%) 3(5%) 
Coast 12(32%) 20(53%) 5(13%) 1(3% ) 
Western 8(22%) 19(53%) 9(25%) 0(0% ) 
Rift valley 2(11%) 7(39%) 9(50%) 0(0% ) 
Other regions 2(18%) 5(45%) 3(27~ - ._1{_9 °/<U_ 

.. I 



5) I am bothered by side effects of treatment 
Demographic factors 

I am bothered by side effects of treatment 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Ag c t ~g_ory 

18-24 xenrs 4(44%) 1(11%) 4(44%) 0(0%) 
25·34l years 4{10%) 16(40%) 20(50%) 0(0%) 
35-_44years _1&.(_16%) 28(27%) 53(52%) 5(5%) 
_45-5_± 'iears 14(12%) 44(38%) 50(43%) 7(6%) 
55-64 years 5(7%) 27(36%) 37(49%) 6(8%) 
65-74 years 1(3%) 14(39%) 18(50%) 3(8%) 
75 years and above 0(0%) 7(50%) 7(50%) 0(0%) 
Not stated 0(0%) 1(33%) 1(33%) 1(33%) 

Marital status 
Married 29(11%) 94(36%) 123(47%) 15(6%) 
Widowed 7(12%) 17(29%) 33(57%) 1(2%) 
Single 6(13%) 20(43%) 19(40%) 2(4%) 
Divorced 1(4%) 6(25%) 14(58%) 3(13%) 
Not stated 1_(25%) 1(25%) 1(25%) 1(25%) 

Tribe 
Kikuyu 22(13%) 73(42%) 67(38%) 13(7%1 
Kamba 6(14%) 14(32%) 21(48%) 3(7%) 
Luo 2(5%) 8(21%) 27(71%) 1(3%) 
Luhya 3(9%) 10(29%) 21(62%) 0(0%) 
Coastal tribes 4(11 %) 8(22%) 24(65%) 1(3%} 
Kisii 1_(_5%) 6(29%) 12(57%) 2(10%) 
Kalenjin 1(8%) 5(38%) 7(54%) 0(0%) 
Meru 1(9%) 4(36%) 5(45%) 1(9%) 
Embu 1(17%) 3(50%) 2(33%) 0(0%) 
Others 2(15%) 7(54%) 4(31 %) 0(0%) 

Religion 
···- -- -

31(11%) -!;~~6~~o ) 
Protestant ;~g;~:~ ·- 16(6%_L 
Catholic 8(9%) 4(4%) 
Muslim 5(23%) 7(32%) 9(41%} 1(5%) 
Other 0(0%) 1(25%) - 2(50%} 1(25%) 

II 



Socioeconomic factors 

I am bothered by side effects of treatment 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal ducatlon 

NoJor I due I on 14.(13%_)_ 34(31%) 55(50%) 6(6%) 
Prim u t1 on 8_(4%1 64(36%) 96(54%) 11(6%) 
Scc_ond r dUCAt ion c-1 5(19%} 30(37%) 32(40%) 4(5%) 
l"er_tlOJ"~~ _education 7(39%) 7(39%) 4(22%) 0(0%) 
Not stated 0(0%) 3(43%) 3(43%) 1(14%) 

Occupation 
Small scale farmer 17(13%) 38(28%) 75(56%) 4(3%) 
Housewife 5(4%) 50(38%) 63(48%) 12(9%) 
Small scale business 6(14%) 20(45%) 17(39%) 1(2%) 
Professional 12(35%) 8(24%) 12(35%) 2(6%) 
Skilled employment 0(0%) 2(22%) 6(67%) 1(11%} 
Other 1(8%) 6(46%) 5(38%) 1(8%) 
Not stated 3(10%) 14(47%) 12(40%) 1(3%) 

Monthly income 
Less than KES 2500 17(7%) 94(37%) 124(49%) 16(6%) 
KES 2501-7500 9(17%) 21(39%) 21(39%) 3(6%) 
KES 7500 5(20%) 9(36%) 10(40%) 1(4%} 
KES 12501 2(13%) 6(38%) 8(50%) 0(0%) 
KES 17501 5(56%) 0(0%) 4(44%) 0(0%) 
Above KES 22500 1(20%) 3(60%) 0(0%) 1(20%) 
Undisclosed 5(15%) 5(15%) 23(68%) 1(3%) 

Permanent residence 
Central 22(13%) 72(42%) 64(37%) 13(8%_} 
Eastern 8(13%) 21(34%) 29(47%) 4(6%) 
Nyanza 3(5%) 14(24%) 38(66%) 3(5%) 
Coast 4(11%) 8(21%) 25(66%) 1(3%) 
Western 2(6%) 11(31%) 23(64%) 0(0% ) 
Rift valley 1(6%) 7(39%) 10(56% ) 0(0% ) 
Other reqions 4(36% ) 5(45% ) 1(9%) 1(9% ) 



6) I feel ill 

I feel ill 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
~ge ca~g_orv 

18-24 y~.rs 0(_0%1 5(56%) 4(440fc0 6(0%) 
_25-34 _y_eilu~ 5 13%) 19(48%) 16(40°/~ 6(0%) 
35-4<l ~l~9rS 17(17%) 51(50%) 29(28%) 5-{5%) 
~5-5!4-_.Y_ears 30(26%) 55(48%) 23(20°/~) 7(6°/~) 
55·64 years 11(15%) 42(56%) 16721 °/~) 6(8%) 
65-74 years 5(14%) 22(61%) 5(14%) 4(11%) 
75 years and above 2(14%) 9(64%) 3(21%) 0-(0%) 

Not stated 1(33%) 1(33%) O(Q%) 1(33°/~ 
Marital status 

Married 40(15%) 137(52%) 69(26%) 15(6%) 
Widowed 17(29%) 28(48°/~) 12(21%) 1(2%) 
Sinqle 7(15%) 25(53%) 13(28°/~) 2(4%) 
Divorced 5(21%) 13(54%) 2(8%) 4(17%) 
Not stated 2(50%) 1(25%) 0(0%) 1(25%) 

Tribe 
Kikuyu 20(11%) 97(55%) 44(25%) 14(8%) 
Kamba 7(16%) 23(52%) 11(25%) 377%) 
Luo 15(39%) 16(42%) 6(16%) 1(3%) 
Luhva 9(26%) 15(44%) 10(29%) 0(0%) 
Coastal tribes 8(22%) 24(65%) 4(11%) fC3%) 
Kisii 5(24%) 8(38%) 6(29%) 2(10%) 
Kalenjin 1(8%) 5(38%) 7(54%) 0(0%) 
Meru 2(18%) 4(36%) 4(36%) 1-(9%) 

Embu 0(0%) 5(83%) 1(17%) 0(0%) 
Others 3(23%) 7(54%) 3(23%) O(Q%) 

Religion 
Protestant 43(15%) 150(54%) 68(24%) 17(6%) 
Catholic 23(26%) 39(43%) 24(27%) 4(4%) 
Muslim 4(18%) 13(59%) 4(18%) 1(5%) 
Other 1{25%} 2(50%) 0(0%) L 1(_25°/~ 



Socioeconomic factors 

I feel ill 
Not at all A little bit/ Quite a bit/ Not 

Somewhat verv much stated --Level of forma I due tlon 
1-

26 24%) 60(55%) 17(16%) 6(6%) ~~ No (orm I due tlon 
Prlm~r LJC tlon 26(15%) 99(55%) 42(23%) 12(7°/~ 
Scco_ml r due tion 15_(li0/2.)_ 34(42%) 28(35%) 4(5%) 
rectlar.'L~¢ucaJion 3(17%) 7(39%) 8(44%) O(O%) 
No_Lst_a_ted 1(14%) 4(57%) 1(14%) 1(14%) 

Occupation 
Small scale farmer 34(25%) 58(43%) 37(28%) 5(4%) 
Housewife 16(12%) 83(64%) 19(15%) 12(9%) 
Small scale business 9(20%) 22(50%) 12(270fc;-) 1(2%) 
Professional 6(18%) 12(35%) 14(41%) 2(6%) 
Skilled employment 0(0%) 4(44%) 4(44%) 1(11%) 
Other 1(8%) 6(46%) 5(38%) 1(8%) 

Not stated 5(17%) 19(63%) 5( 17°/;) 1(3%) 
Monthly income 

Less than KES 2500 36(14%) 150(60%) 48(19%-) 17(7%) 
KES 2501-7500 14(26%) 18(33%) 19(35%) 3(6%) 
KES 7500 5(20%) 11(44%) 8(32%) 1(4%) 
KES 12501 2(13%) 8(50%) 6(38%) 0(0%) 
KES 17501 1(11%) 3(33%) 5(56%) o-(o%) 

Above KES 22500 1(20%) 3(60%) 0(0%) 1720%) 
Undisclosed 12(35%) 11(32%) 10(29%) 1-(3%) 

Permanent residence 
Central 19(11%) 97(57%) 41(24%) 14(8%) 
Eastern 10(16%) 32(52%) 16(26%) 4(6%) 
Nyanza 20(34%) 23(40%) 12(21%) 3-(5%) 

Coast 8(21%) 24(63%) 5(13%) 1(3%) 
Western 10(28%) 17(47%) 9(25%) 0-(0%) 

Rift valley 1(6%) 7(39%) 10(56%) O(Q %) 
Other regions 3(27%) 4(36%) 3(27%) - 1(9%1__ 



7) I am forced to spend time in bed 

Demographic factors 

I am forced to spend time in bed 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated --
~9~-~it~t!gory 

18·24 tcnrs 1(11%) 3(33%) 5(56%) O(O%) 
. 25-34 y~ars 10(25%) 13(33%) 17(43%) 0(0%) 
35·44 years 19(19%) 34(33%) 44(43%) 5-(5°/;) 
45-54 years 24(21%) 27(23%) 57(50%) 7(6%) 
55-64 years 8(11%) 36(48%) 25(33%) 6(8%) 
65-74 years 4(11% )- 20(56%) 9(25°/;) 3(8%) 
75 years and above 2(14%) 6(43%) 6(43°/;) O(Q%) 
Not stated 1(33%) 1(33%) O(O%) 1(33%) 

Marital status 
Married 39(15%) 94(36%) 113(43%) 15(6% 
Widowed 16(28%) 21(36%) 20(34%) 1(2%) 
Single 7(15%) 14(30°/;) 24(51%) 2(4%) 
Divorced 6(25%) 9(38%) 6(25%) 3(13%) 
Not stated 1(25%) 2(50%) 0(0%) 1(25%) 

Tribe 
Kikuyu 19(11%) 57(33%) 86(49%) 13(7% 
Kamba 7(16%) 18(41%) 16(36%) 3(7%) 
Luo 6(16%) 21(55%) 10(26%) f(3°/;)-
Luhya 9(26%) 8(24%) 17(50%) o{oo;;) 
Coastal tribes 10(27%) 19(51%) 7(19%) f(3°/;)-
Kisii 8(38%) 1(5%) 10(48%) 2(10% 
Kaleniin 4(31%) 3(23%) 6(46%) O(Q %) 
Meru 1(9%) 4(36%) 5(45%) 1(9%) 
Embu 0(0%) 5(83%) 1(17%) 0(0%) 
Others 4(31%) 4(31%) 5(38%) _0_(_90!2..)_ _ -Religion ·-
Protestant 43(15%) 102(37%) 117(42%) 16(6%) 
Catholic I 19(21%) 29(32%) 38(42%) 4(4%) 
Muslim I 6(27%) 9(41%) 6(27%) 1(5%) 
Other 1 1(25%} 1 0(0%} I 2(50%) 1(25% 



Socioeconomic factors 

I am forced to spend time in bed 
Not at all A little bit/ Quite a bit/ Not 

1- Somewhat very much stated 
Level of form I due tlon r- -- -

53(49%) 28(26%) 6(6%) No form I due tion 22(20%J 

1
= Ptlm l}'_('du_~_a_Uon _ 25(_14%} 67(37%) 76(42%) 11(6%) 

1 
__ S_c~_oq_d_n_ry_educ_ation 16(20°/<U_ 15(19%) 46(57%) 4-{5%) 

l 'ertlury __ e_duc.a_tion 5_(_28%} 4(22%) 9(50%) 0-(0°/~) 

Not_sJ:a.ted 1(14%) 1(14%) 4(57%) 1C14°!~ 
Occupation 

Small scale farmer 27(20%) 46(34%) 57(43°/~) 4(3%) 
Housewife 22(17%) 49(38%) 4i{36%) 12(9%) 
Small scale business 10(23%) 18(41%) 1Sc34%) 1(2%) 
Professional 6(18%) 7(21%) 19-{56%) 2(6%) 
Skilled employment 0(0%) 2(22%) 6(67%) 1(11%) 
Other 1(8%) 4(31%) 7(54°/;) 1(8%) 
Not stated 3(10%) 14(47%) 12(40°/~ 1(3%) 

Monthly income 
Less than KES 2500 37(15%) 102(41%) 96(38°/;) 16(6%) 
KES 2501-7500 10(19%) 20(37%) 21(39%) 3(6%) 
KES 7500 4(16%) 5(20%) 15(60%) 1-(4%) 
KES 12501 5(31%) 3(19%) 8(50%) 0(0%) 
KES 17501 1(11%) 1(11%) 7(78%) O(Q%) 
Above KES 22500 2(40%) 1(20%) 1(20%) 1(20%) 
Undisclosed 10(29%) 8(24%) 15(44% ) 1(3% ) 

Permanent residence 
Centra l 17(10%) 56(33% ) 85(50%) 13(8% ) 
Eastern 8(13% ) 27(44% ) 23(37%) 4(6% ) 
Nyanza 14(24% ) 21(36% ) 20(34%) 3(5%) 
Coast 10(26% ) 20(53% ) 7( 18%) 1(3%) 
Western 10(28% ) 10(28% ) 16(44% ) 0 (0%} ·-
Rift valley 6(33%) 4(22%) 8(44%) 0 (0%) ·-
Other regions 4(36% ) ._2(18%} ·-'--4(36%1 - 1(_9%J -



APPENDIX Ib- PATIENT FACTORS AND INFLUENCE SOCIAL WELL 

BEING ISSUES 

I am close to my friends 

I am close to my friends 
No at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Age category 

lc8_-_2±_y_ea rs _M_22% ) 0(0%) 7(78%) 0(0%) 
2S-34_years 0(0%) 5(13%) 35(88%) 0(0%) 
35-44 years 3(3%) 14(14%) 79(77%) 6(6%) 
45-54 years 1(1%) 15(13%) 92(80%) 7(6%) 
55-64 years 0(0%) 2(3%) 67(89%) 6(8%) 
65-74 years 0(0%) 3(8%) 30(83%) 3(8%) 
75 years and 
above 1(7%) 2(14%) 11(79%) 0(0%) 
Not stated 0(0%) 1(33%) 2(67%) 0(0%) 

Marital status 
Married 4(2%) 28(11%) 213(82%) 16(6%) 
Widowed 1(2%) 8(14%) 48(83%) 1(2%) 
Single 2(4%) 3(6%) 40(85%) 2(4%_l 
Divorced 0(0%) 2(8%) 19(79%) 3(13%1 
Not stated 0(0%) 1(25%) 3(75%) 0(0%) 

Tribe 
Kikuyu 3(2%) 7(4%) 152(87%) 13(7%) 
Kamba 0(0%) 2(5%) 39(89%) 3(7%_l 
Luo 1(3%) 6(16%) 29(76%) 2(5%1 
Luhya 2(6%) 9(26%) 23(68%) 0(0%) 
Coastal tribes 1(3%) 6(16%) 29(78%) 1(3%) 
Kisii 0(0%) 7(33%) 12(57%) 2(10%1 
Kalenjin 0(0%) 2(15%) 10(77%) 1(8%) 
Meru 0(0%} 1(9%) 10(91%) ~Qi_O%J -

f--
Embu 0(0%) 0(0%) 6(100%) UliQ% - -

- Others I 0(0%) 2(15%) 11(85%) 0 0%} 

i 
- ._-, 

Religion 
1--- -· -· 

Protestant 6(2%) 28(10%)- 228(82%) ~ 16(6%) 
Catholic 1(1%) 11(12%) 73(81%) 5(6%) 
Muslim 0(0%) 3(14%) 18(82%) . 1(5°!2.}_ 
Other 0(0%) 0(0%} 4(100%) 0(0%) 

17 



Socioeconomic factors 

I am close to my friends 
Not at all A little bit/ Quite a bit/ Not stated 

Somewhat very much 
Level of formal eduqttlon 

No_f.orm_a_l _~duc~_t1on 1 1%1 10(9%) 91(83%) 7(6%) 
Prlmnry_education 3 2%1 _ 23(13%) 141(79%) 12(7%) 
Secondary _cduc~_tion 3(4%) 6(7%) 69(85%) 3(4%) 
Tert~arY.._~duc~tion _0(0%_} 3(17%) 15(83%) 0(0%) 
No_l~ta_te_d 0(0%) 0(0%) 7(100%) 0(0%) 

Occupation 
Small scale farmer 2(1%) 15_(11 %) 113(84%) 4(3%) 
Housewife 0(0%) 14(11%) 103(79%) 13(10%) 
Small scale business 1(2%) 5(11%) 37(84%) 1(2%) 
Professional 0(0%) 2(6%) 31(91%) 1(3%) 
Skill ed employment 0(0%) 2(22%) 6(67%) 1(11%) 
Other 1(8%) 1(8%) 10(77%) 1(8%) 
Not stated 3(10%) 3(10%) 23(77%) 1(3%) 

Monthly income 
Less than KES 2500 4(2%) 23(9%) 207(82%) 17(7%) 
KES 2501-7500 0(0%) 7(13%) 44(81%) 3(6%) 
KES 7500 1(4%) 3(12%) 21(84%) 0(0%) 
KES 12501 0(0%) 1(6%) 15(94%) 0(0%) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0%) 
Above KES 22500 0(0%) 2(40%) 2(40%) 1(20%) 
Undisclosed 2(6%) 6(18%) 25(74%) 1(3%) 

Permanent residence 
Centra l 3(2%) 7(4%) 148(87% ) 13(8% ) 
Eastern 0(0%) 3(5%) 56(90% ) 3(5% ) 
Nvanza 1(2% ) 11(19% ) 42(72% ) 4(7%) 
Coast 1(3% ) 6(16% ) 30(79% ) 1(3%) 
Western 2(6%) 11(31%) 23(64%) 0(0%1 -
Rift valley 0(0%) 4( 22%) 13 (72%) 1(6%) 

.._ Other regions 0(0%) l..Q{_Q%1 11(100 °&2_ Q_(QOf~ -



I get emotional support from my family 
Demographic factors 

I get emotional support from my family 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Age ca~g~ ry 

18-24 yenrs 0(0%) 0(0%) 9(100%) 0(0%) 
25-34~ years 1(3%) 4(10%) 35(88%) 0(0%) 
35·44 years 1(1%) 6(6%) 89(87%) 6(6%) 
45-54 years 3(3%) 6(5%) 99(86%) 7(6%) 
55-_6± years 2(3%) 4(5%) 63(84%) 6(8%) 
65-74 years 0(0%) 2(6%) 31(86%) 3(8%) 
75 years and above 0(0%) 1(7%) 13(93%) 0(0%) 
Not stated 0(0%) 1(33%) 2(67%) 0(0%) 

Marital status 
Married 5(2%) 13(5%) 227(87%) 16(6%) 
Widowed 1(2%) 4(7%) 52(90%) 1(2%) 
Single 0(0%) 4(9%) 41(87%) 2(4%) 
Divorced 1(4%) 1(4%) 19(79%) 3(13%) 
Not stated 0(0%) 2(50%) 2(50%) 0(0%) 

Tribe 
Kikuyu 2(1%) 7(4%) 153(87%) 13(7%) 
Kamba 0(0%) 0(0%) 41(93%) 3(7%1 
Luo 3(8%) 2(5%) 31(82%) 2(5%} 
Luhya 0(0%) 5(15%) 29(85%) 0(0%) 
Coastal tribes 0(0%) 4(11%) 32(86%) 1(3%} 
Kisii 2(10%) 3(14%) 14(67%} 2(10%) 
Kalenjin 0(0%) 2(15%) 10(77%) 1(8%) 
Meru 0(0%) 0(0%) 11(100%) 0(0%) 
Embu 0(0%) 0(0%) 6(100%) 0(0% ) 
Others 0(0%) 1(8%) 12(92%) 0(0% ) 

Religion 
6(2%) 14_(5%) 

~--

16(6%) Protestant 242(87% ) 
Cathol ic 1(1%) 6(7% ) 78(87% ) 5(6% ) 

-~ 

0(0% ) 3(14% ) 18(82% ) 1(5% ) Musl im 
·~-

Other I 0(0% ) 1(25% ) 3{75%) 0(0% ) 



Socioeconomic factors 

I get emotional support from my family 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal educ tlon -

No _formal ~due tlon 11%1 6(6%) 95(87%) 7(6%) 
Prlmo~y_c_duc.~_tlo n 4 2%) 14(8%) 149(83%) 12(7%) 
Sccoq_~-~-' -~_d ucatlo n 2(2%) 4(5%) 72(89%) 3(4%) 
rertLa_ry_~duca tio n 0(0%) 0(0%) 18(100%) 0(0%) 
No.t_sta_ted 0(0%) 0(0%) 7(100%) 0(0%) 

OccUf'!ltion 
Small scale farmer 5(4%) 10(7%) 115(86%) 4(3%) 
Housewife 0(0%) 5(4%) 112(86%) 13(10%) 
Small scale business 2(5%) 4(9%) 37(84%) 1(2%) 
Professional 0(0%) 0(0%) 33(97%) 1(3%) 
Ski lled employment 0(0%) 2(22%) 6(67%) 1(11%) 
Other 0(0%) 1(8%) 11(85%) 1(8%) 
Not stated 0(0%) 2(7%) 27(90%) 1(3%) 

Monthly income 
Less than KES 2500 4(2%) 18(7%) 212(84%) 17(7%) 
KES 2501-7500 1(2%) 3(6%) 47(87%) 3(6%) 
KES 7500 0(0%) 1(4%) 24(96%) 0(0%) 
KES 12501 0(0%) 0(0%) 16(100%) 0(0%) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0%) 
Above KES 22500 0(0%) 0(0%) 4(80%) 1(20%) 
Undisclosed 2(6%) 2(6%) 29(85%) 1(3%) 

Permanent residence 
Central 2(1%) 7(4%) 149(87%) 13(8%) 
Eastern 0(0%) 0(0%) 59(95%) 3(5%) 
Nyanza 4(7%) 5(9%) 45(78%) 4(7% ) 
Coast 0(0%) 4(11%) 33(87%) 1(3% ) 
Western 1(3%) 5(14%) 30(83%) 0(0% ) ·-Rift valley 0(0%) 3(17%) 14(78%) 1(6% ) 

- Other regions 0(0%) 0(0% ) 11(100%l_ O{_O%J -



I get emotional support from my friends 
Demographic factors 

I get emotional support from 
my friends 

Not at all A little bit/ Quite a bit/ 
Somewhat very much 

Age category 
18.._2± y_ears 1(11%) 1(11%) 6(67%) 
25-34 years 4(10%) 7(18%) 29(73%) 
35-44 years 12(12%) 15(15%) 69(68%) 
45-54 years 8(7%) 15(13%) 85(74%) 
55-64 years 3(4%) 5(7%) 61(81%) 
65-74 years 1(3%) 5(14%) 27(75%) 
75 years and above 1(7%) 2(14%) 11(79%) 
Not stated 0(0%) 2(67%) 1(33%) 

Marital status 
Married 13(5%) 34(13%) 197(75%) 
Widowed 7(12%) 8(14%) 42(72%) 
Single 8(17%) 2(4%} 35(74%) 
Divorced 2(8%) 6(25%) 13(54%) 
Not stated 0(0%) 2(50%) 2(50%) 

Tribe 
Kikuyu 6(3%) 19(11%) 136(78%) 
Kamba 2(5%) 4(9%) 35(80%) 
Luo 10(26%) 4(11%) 22(58%) 
Luhya 1(3%) 10(29%) 23(68%) 
Coastal tribes 4(11%) 6(16%) 26(70%) 
Kisii 3(14%) 5(24%) 11(52%) 
Kaleniin 2(15%) 1(8%) 9(69%) 
Meru 0(0%) 0(0%) 11(100%) 
Embu 0(0%) 0(0%) 6(100%) 
Others 2(15%) 2(15%) 9(69%) 

Religion 

~~~H!~)J ~ 
Protestant 19(7%) 36(13%) 
Catholic 9(10%) 12(13%) 
Muslim 2(9%) 3(14%) 16(73%) 
Other 0(0%) 1(25%) 3(75%) 

Not 
stated 

1(11 %) 
0(0%) 
6(6%) 
7(6%) 
6(8%) 
3(8%) 
0(0%) 
0(0%) 

17(7%) 
1(2%) 
2(4%) 
3(13%) 
0(0%) 

14(8%) 
3(7%) 
2(5%) 
0(0%) 
1(3%) 
2(10%) 
1(8%) 
0(0%) 
0(0%) 

- O(O%J 

17(6%J~ 
5 6°/~ 
1(5%} 
0(0~-



Socioeconomic factors 

I get emotional support from my friends 

Not at all A little bit/ Quite a bit/ Not 
Somewhat 

~ 

very much stated 
L v I of formal due tlon - NaJar I uc tlon 8(7%) 17(16%) 77(71%) 7(6%) 

Prim uc tion 14(8%) 23(13%) 129(72%) 13(7%) 
Secon_d_illY_ ducatlon 7(9%) 7{9%) 64(79%) 3(4%) 
Tcr:.tlOI.Y_~ducation 1(6%) 4(22%) 13(72%) 0(0%) 
Not stated 0(0%) 1(14%) 6(86%) 0(0%) 

Occupation 
Small scale farmer 12(9%) 21(16%) 97(72%) 4(3%) 
Housewife 4(3%) 16(12%) 97(75%) 13(10%) 
Small scale business 4(9%) 4(9%) 35(80%) 1(2%) 
Professional 2(6%) 5(15%) 26(76%) 1(3%} 
Skilled employment 0(0%) 1(11%) 7(78%) 1(11%) 
Other 5(38%) 0(0%) 7(54%) 1(8%) 
Not stated 3(10%) 5(17%) 20(67%) 2(7%) 

Monthly income 
Less than KES 2500 16(6%) 29(12%) 189(75%) 17(7%} 
KES 2501-7500 1(2%) 7(13%) 43(80%) 3(6%1 
KES 7500 5(20%) 4(16%) 16(64%) 0(0%) 
KES 12501 0(0%) 3(19%} 13(81%) 0(0%} 
KES 17501 1(11%) 0(0%) 8(89%) 0(0%)_ 
Above KES 22500 0(0%) 2(40%) 2(40%) 1(20%) 
Undisclosed 7(21%) 7(21%) 18(53%) 2(6%) 

Permanent residence 
Central 5(3%) 16(9%) 136(80%) 14(8%) 
Eastern 3(5%) 4(6%) 52(84%) 3(5%J -
Nyanza 11(19%) 7(12%) 36(62%) ·-f-4Q%) 
Coast 4(11%) 7(18%) 26(68%) 1_[3%) ·-
Western 3(8%) 12.{]3%) 21{58%} 0 0°/<J -
Rift valley 3(17%) 4(22%) 10(56%) 1(6%J -
Other regions 1(9%) 2(18%) - 8(73%) 0(0%) 



My family has accepted my illness 
Demographic factors 

My family has accepted my illness 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Age category 

18-24 j',car_s 0_(._0%) 2(22%) 7(78%) 0(0%) 
~5-34 years 2(5%) 7(18%) 30(75%) 1(3%) 
35~ l _y_ears 4(4%) 17(17%) 74(73%) 7(7%) 
45-54 years 4(3%) 13(11%) 90(78%) 8(7%) 
55-64 years 2(3%) 8(11%) 59(79%) 6(8%) 
65-74 years 2(6%) 3(8%) 28(78%) 3(8%) 
75 years and above 0(0%) 1(7%) 13(93%) 0(0%) 
Not stated 0(0%) 1(33%) 2(67%) 0(0%) 

Marital status 
Married 7(3%) 37(14%) 199(76%) 18(7%) 

I Widowed 3(5%) 3(5%) 50(86%) 2(3%) 
Sinqle 3(6%) 5(11%) 37(79%) 2(4%) 
Divorced 1(4%) 5(21%) 15(63%) 3(13%) 
Not stated 0(0%) 2(50%) 2(50%) 0(0%) 

Tribe 
Kikuyu 3(2%) 17(10%) 142(81 %} 13(7%) 
Kamba 1(2%) 3(7%) 36(82%) 4(9%) 
Luo 2(5%) 6(16%) 27(71%) 3(8%) 
Luhya 1(3%) 6(18%) 27(79%) 0(0%) 
Coastal tribes 5(14%) 8(22%} 23(62%) 1(3%1 
Kisii 1(5%) 4(19%) 13(62%) 3(14%) 
Kalenjin 0(0%) 3(23%) 9(69%) 1(8%) 
Meru 0(0%) 1(9%) 10(91%) 0(0%) 
Embu 0(0%) 0(0%) 6(100%) 0(0%) 
Others 1(8%) 3(23%) 9(69%) 0(0%1__ 

Religion ---
Protestant 6(2%) 36(13%) 217(78%) 19(7%) 
Catholic 5(6%) 11(12%) 69(77%) 5_(6%} 
Muslim 2(9%) 5(23%) 14164%) 1(5%) -Other 1(25%) 0(0%) 3(75%) ._Oi.Q%J -



Socioeconomic factors 

·- My family has accepted my illness 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal educ tlon -

Nolorme~l educ t1on _ 5.{_5%J 14(13%) 81(74%) 9(8%) 
PriQl.llr _e~tuc tlon 3(_2% 24(13%) 139(78%) 13(7%) 
Second r due ion 5.{_6% ) - 8(10%) 65(80%) 3(4%) 
rerJI_a_ry_ e_d ucation Jl6%) 6(33%) 11(61%) 0(0%) 
Not_s_t~ted 0(0%) 0(0%) 7(100%) 0(0%) 

Occupation 
Small scale farmer 4(3%) 20(15%) 103(77%) 7(5%) 
Housewife 4(3%) 13(10%) 100(77%) 13(10%) 
Small scale business 2(5%) 4(9%) 37(84%) 1(2%) 
Professional 2(6%) 8(24%) 23(68%) 1(3%) 
Skilled emgloyment 0(0%) 1(11%) 7(78%) 1(11%) 
Other 0(0%) 2(15%) 10(77%) 1(8%) 
Not stated 2(7%) 4(13%) 23(77%) 1(3%) 

Monthly income 
Less than KES 2500 9(4%) 28(11%) 196(78%) 18(7%) 
KES 2501-7500 2(4%) 10(19%) 39(72%) 3(6%) 
KES 7500 3(12%) 5(20%) 17(68%) 0(0%) 
KES 12501 0(0%) 2(13%) 14(88%) 0(0%) 
KES 17501 0(0%) 1(11%) 8(89%) 0(0%) 
Above KES 22500 0(0%) 2(40%) 2(40%) 1(20%J 
Undisclosed 0(0%) 4(12%) 27(79%) 3(9%) 

Permanent residence 
Central 3(2%) 14(8%) 141(82%) 13(8%) 
Eastern 2(3%) 4(6%) 52(84%) 4(6%) 
Nyanza 1(2%) 11(19%) 40(69%) 6(10%) 
Coast 5(13%) 9(24%) 23(61%) 1(3%) --
Western 3(8%) 5(14%) 28(78%) 0(0%) ·-Rift valley 0(0%) 6(33%) 11(61%) 1(6%) ·-

..___ Other regions 0_(0%) 3(27%) lJK?3~ - 0(0%) -



I am satisfied with family communication about my illness 
Demographic factors 

I am satisfied with family 
communication about my illness 
Not at all A little bit/ Quite a bit/ 

Somewhat very much 
Age category 

18-24 _y_e_a_rs_ 0-(0%) 1(11%) 8(89%) 
.25 -:3.± v._ears 1(3%) 6(15%) 32(80%) 
35~4 years 2(2%) 15(15%) 78(76%) 
45-54 years 6(5%) 14(12%) 86(75%) 
55-64 years 2(3%) 3(4%) 62(83%) 
65-74 _years 0(0%) 4(11%) 29(81%) 
75 y_ears and above 0(0%) 3(21%) 11(79%) 

i Not stated 0(0%) 0(0%) 3(100%) 
Marital status 

Married 6(2%) 28(11%) 207(79%) 
Widowed 2(3%) 8(14%) 45(78%) 
Sin_g_le 2(4%) 5(11%) 38(81%) 
Divorced 1(4%) 4(17%) 16(67%) 

I Not stated 0(0%) 1_(25%) 3(75%) 
Tribe 

Kikuyu 3(2%) 10(6%) 149(85%) 
Kamba 1(2%) 1(2%) 37(84%) 
Luo 2(5%) 5(13%) 26(68%) 
Luhya 3(9%) 8(24%) 23(68%) 
Coastal tribes 0(0%) 12(32%) 24(65%) 
Kisii 0(0%) 4(19%) 14(67%) 
Kalenjin 1(8%) 3(23%) 8(62%) 
Meru 0(0%) 1(9%) 10(91%) 
Embu 0(0%) 0(0%) 6(100%) 
Others 1(8%) 2(15%1 10_(_77%) 

Religion 
Protestant 6(2%) 30(11%) 220(79%) 
Catholic 5(6%) 10(11%) 70(78°/.2}_ 
Muslim 0(0%) 6(27%) 15(68% 
Other J 0(0%) 0(0%) 4(100%) 

Not 
stated 

0(0%) 
1(3%) 
7(7%) 
9(8%) 
8(11%) 
3(8%) 
0(0%) 
0(0%) 

20(8%) 
3(5%) 
2(4%) 
3(13%) 
0(0%) 

13(7%) 
5(11%) 
5(13%) 
0(0%) 
1(3%) 
3(14%) 
1(8%) 
0(0%) 
0(0%) 
O(O%J 

22(8%) 
5(6%) 
1(5%J 
0(0%) 



Socioeconomic factors 

I am satisfied with family communication 
about m'tl illness 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal educ tlon 

No_f_or mnl educ ion 1(1%) 15(14%) 81(74%) 12(11%) 
Prit r _educ_a_ 1on _ ~<U 22(12%) 140(78%) Lf(7%) 
Second_ary ducation 5(6%) 7(9%) 66(81%) 3(4%) 
Tcctl_Orf. _education - 1-1 (6%) 2(11%) 15(83%) 0-(0%-) 
Not stated 0(0%) 0(0%) 7(100%) o(o%) 

OccupaJion 
Small scale farmer 3(2%) 15(11%) 108(81%) 8(6%) 
Housewife 2(2°/~) 13(10%) 100(77%) 15(12%) 
Small scale business 4(9%) 3(7%) 36(82°/~) 1(2%) 
Professional 2(6%) 3(9%) 28(82%) 1(3%) 
Skilled employment 0(0%) 2(22%) 6(67%) 1(11%) 
Other 0(0%) 4(31%) 8(62%) 1(8%) 
Not stated O(Q%) 6(20%) 23(77%) 1(3%) 

Monthly income 
Less than KES 2500 6(2%) 34(14%) 193-(77%) 18(7%) 
KES 2501-7500 1(2%) 5(9%) 45(83%) 3(6%) 
KES 7500 2(8%) 1(4%) 22(88°/~) 0(0%) 
KES 12501 0(0%) 1(6%) 14(88%) 1(6%) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0%) 
Above KES 22500 0(0%) 1(20%) 3(60%) 1l20%) 
Undisclosed 2(6%) 4(12%) 23(68%) 5(15%) 

Permanent residence 
Central 3(2%) 10(6%) 14SC85%) 13(8%) 
Eastern 2(3%) 2(3%) 53(85%) 5(8%) 
Nyanza 1(2%) 10(17%) 39(67%) 8(14%) 
Coast 0(0%) 12(32%) 25(66%) 1(3%) 
Western 4(11%) 7(19%) 25(69%) 0(0%) 
Rift valley 1(6%) 5(28%) 11(61%) 1(6%) ·-Other regions 0(0%) 0(0%) _~. _ _11(100°/~ [[@%) -



I feel close to my partner 
Demographic factors 

Age category 
18-24 vears 
25-34 _y_ea_rs 
35·44 _y_ears 
45-54 years 
55-64 years 
65-74 years 
75 years and above 
Not stated 

Marital status 
Married 
Widowed 
Sing le 
Divorced 
Not stated 

Tribe 
Kikuyu 
Kamba 
Luo 
Luhya 
Coastal tribes 
Kisii 
Kaleniin 
Meru 
Embu 
Others 

Religion 
Protestant 
Catholic 
Muslim 
Other 

I feel close to my friends 
Not at all A little bit/ Quite a bit/ 

Somewhat very much 

0(0%) 0(0%) 8(89%) 
3 (8%) 2(5%) 33(83%) 
11(11%) 5(5%) 75(74%) 
8(7%) 5(4%) 93(81%) 
5(7%) 3(4%) 58(77%) 
2(6%) 1(3%) 28(78%) 
1(7%) 2(14%) 11(79%) 
0(0%) 0(0%) 3(100%) 

8(3%) 12(5%) 222(85%) 
11(19%) 1(2%) 38(66%) 
8(17%) 3(6%) 29(62%) 
2(8%) 2(8%) 17(71%) 
1(25%) 0(0%) 3(75%) 

9(5%) 6(3%) 143(82%) 
1(2%) 1(2%) 35(80%) 
6(16%) 3(8%) 25(66%) 
6(18%) 2(6%) 26(76%) 
1(3%) 2(5%) 30(81%) 
2_(10%) 1(5%) 15(71%) 
0(0%) 1(8%) 10(77% ) 
1(9% ) 0(0% ) 10(91%) 
3(50%) 0(0% ) 3(50%) 
1(8%) 2( 15%) 10(77%) 

21(8% ) 8(3%) 223(80%) 
8(9%) 7(8%) 66 (73%) 
1(5%) 3(14%) 16(73%) 

I 0_(0%) I oco%) 4(100%) 

7 

Not 
stated 

1(11%) 
2(5%) 
11(11%) 
9(8%) 
9(12%) 
5(14%) 
0(0%) 
0(0%) 

19(7%) 
8(14%) 
7(15%) 
3(13%) 
0(0%) 

17(10%) 
7(16%) 
4(11%) 
0(0%) 
4(11% ) 
3(14% ) 
2(15% ) 
0(0%) 
0(0%) --
0~~ -

- --

26(9%) 
9(10%) 

~~~~:~ -



Socioeconomic factors 

I feel close to my friends 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal educ tlon 

r --
No_formlll cdu t lon_ 4(4%1 4(4%) 87(80%) 14(13%) 

f~ Prim r _e_d_ lJ~_a_ti on 14 8%) 10(6%) 140(78%) 15(8%) 
Secq_n~_llr due ion 10.(_12%) 4(5%) 59(73%) 8(10°/~)-
TertiarY -~_duca t ! on 2(11%) 0(0%) 16(89%) o-{o%) 
No.t_$_ta_ted 0(0%) 0(0%) 7(100%) o(oo;~)-

Occupation 
Small scale farmer 5(4%) 7(5%) 114(85%) 8(6%) 
Housewi fe 5(4%) 7(5%) 100(77%) 18(14%) 
Small scale business 6(14%) 1(2%) 34(77°/~) 3(7%) 
Professional 4(12%) 0(0%) 28(82%-) 2(6%) 
Skilled employment 5(56%) 1(11%) 1(11%) 2(22%) 
Other 3(23%) 1(8%) 7(54°/~) 2(15%) 
Not stated 2(7%) 1(3%) 25(83%) 2(7%) 

Monthly income 
Less than KES 2500 19(8%) 12(5%) 195(78%) 25(10%) 
KES 2501-7500 2(4%) 4(7%) 44(81%) 4(7%) 
KES 7500 3(12%) 0(0%) 20-(80%) 2(8%) 
KES 12501 0(0%) 0(0%) 16(100%) 0(0%) 
KES 17501 2(22%-) 0(0%) 7(78%) O(Q%) 
Above KES 22500 0(0%) 0(0%) 4(80°/~Y 1(20%) 
Undisclosed 4(12%) i(6%) 23(68%) 5(15%_1 

Permanent residence 
Central 9(5%) 6(4%) 139(81%) 17(10%) 
Eastern 5(8%) 1(2%) 49(79%) i{11%) 
Nyanza 6(10%) 4(7%) 41(71%) iC12%) 
Coast 1(3%) 2(5°/~)- 31(82%) 4( 11 Ofc;) 
Western 8(22%) 2(6%) 26(72°/~Y 

·-
0(0%) 

Rift valley 1(6%) 3(17%) 12(67%) 2(11°/~ 
..___ Other regions 0(00!~ 0(0% ) -~ }.illOO % ) O(O%J _ 



I am satisfied with my sex life 
Demographic factors 

I am satisfied with my sex life 

Not at all A little bit/ Quite a bit/ 
Somewhat very much 

Age CB!f!_gory 
18_- 21__ye_a_rs _ 6(67%) 0(0%) 2(22%) 

.25·3~ __ y_e_ars 26(65%) 2(5%) 5(13%) 
35-_44 years - 64(63%) 13(13%) 8(8%) 
45-54 years 65(57%) 7(6%) 15(13%) 
55-64 _y_ea rs 45(60%) 4(5%) 2(3%) 
65-74 years 21(58%) 1(3%) 2(6%) 
75 years and above 9(64%) 1(7%) 1(7%) 
Not stated 2(67%) 0(0%) 0(0%) 

Marital status 
Married 159(61%) 23(9%) 30(11%) 
Widowed 32(55%) 3(5%) 2(3%) 
Sing le 32(68%) 0(0%) 3(6%) 
Divorced 13(54%) 2(8%) 0(0%) 
Not stated 2(50%) 0(0%) 0(0%) 

Tribe 
Kikuyu 107(61%) 10(6%) 13(7%) 
Kamba 27(61%) 4(9%) 3(7%) 
Luo 25(66%) 2(5%) 3(8%) 
Luhya 22(65%) 4(12%) 3(9%) 
Coastal t ribes 26(70%) 2(5%) 1(3% ) 
Kisii 12(57%) 2(10%) 2(10%) 
Ka lenj in 2(15% ) 1(8% ) 4(3 1%} 
Meru 7(64%) 1(9% )_ 1(9%_) 
Embu 5(83% ) 0(0% ) 1(17% ) 
Others 4(31%) 2(15% ) 4( 31 %) 

Religion 
Protestant 173(62%} 21(8%} 25(9%) 
Catholic 45(50%) 6(7%} 1 8(9%} 
Muslim 117(77%) : 1(5%) 2(9%) 
Other I 3(75%) I o_(O%} 0(0~. 

Not 
stated 

1(11%) 
7(18%) 
17(17%) 
28(24%) 
24(32%) 
12(33%) 
3(21%) 
1(33%) 

49(19%) 
21_( 3 6 °/9.}_ 
12(26%.L 
9(38%) 
2(50%) 

45(26%) 
10(23%) 
8(21% ) 
5(15% ) 
8(22% ) -
5(24% ) 
6(46% ) 

- _2 _(J ~ 0/Q.)__ 

~~~~~Jo) -
59 21%J 
31(34% 
2(9%)_ 
1(25%)_ 



Socioeconomic factors 

I am satisfied with my sex life 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of forma I due tlon 

No_f_ormal educ tlon 63_(58%) 5(5%) 7(6%) 34(31%) 
Prlmnry edu~,!1_li on 117(6~ 11(6%) 14(8%) 37(21%) 
Secondary due ion 44(54%) 8(10%) 11(14%) 18(22%) 
rcrtlary _educa 1on _ 9(50%} 3(17%) 3(17%) 3(17%) 
No_t_sta_t_ed 5(71%) 1(14%) 0(0%) 1(14%) 

Occup_!~ion 

Small scale farmer 68(51%) 9(7%) 20(15%) 37(28%) 
Housewife 94(72%) 6(5%) 3(2%) 27(21%) 
Small scale business 28(64%) 7(16%) 2(5%) 7(16%) 
Professional 14(41%) 3(9%) 6(18%) 11(32%) 
Skilled employment 7(78%) 1(11%) 0(0%) 1(11%) 
Other 5(38%) 1(8%) 2(15%) 5(38%) 
Not stated 22(73%) 1(3%) 2(7%) 5(17%) 

Monthly income 
Less than KES 2500 182(73%) 11(4%) 8(3%) 50(20%) 
KES 2501-7500 18(33%) 6(11%) 13(24%) 17(31%) 
KES 7500 11(44%) 3(12%) 3(12%) 8(32%) 
KES 12501 8(50%) 2(13%) 3(19%) 3(19%) 
KES 17501 3(33%) 1(11%} 2(22%) 3(33°/<U_ 
Above KES 22500 2(40%) l(20%) 0(0%) 2(40%} 
Undisclosed 14(41%) 4(12%) 6(18%) 10_(_29~ 

Permanent residence 
Central 107(63%) 9(5%) 13(8%) 42(25% ) 
Eastern 39(63%) 5(8%) 5(8%) 13(21% ) 
Nyanza 34(59%) 5(9%) 6(10%) 13(22% ) 
Coast 26(68%) 3(8%) 1(3%) 8(21% ) 
Western 25(69% ) 4(11% ) 2(6%} 5(14% ) 
Rift va lley 2(11% ) 2(11% ) 4(22% ) 10(56% ) 

'--- Other reg ions 5(45%_L 0(0% ) 4_(_36~ - 2_08°/<>_) 



APPENDIX Ic- PATIENT FACTORS AND INFLUENCE EMOTIONAL WELL 

BEING ISSUES 

I feel sad 
Demogr phic f. tors 

I feel sad 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
A9~ cate_g~ry 

1.8-24 '{ears 1(11%) 1(11 %) 7(78%) 0(0%) 
25-34 years 1(3%) 13(33%) 25(63%) 1(3%) 
35-44 years 12(12%) 28(27%) 54(53%) 8(8%) 
45-54 years 12(10%) 25(22%) 69(60%) 9(8%) 
55-64 years 5(7%) 16(21%) 46(61%) 8(11%) 
65-74 years 2(6%) 11(31%) 19(53%) 4(11%) 
75 years and above 0(0%) 3(21%) 9(64%) 2(14%) 
Not stated 0(0%) 1(33%) 2(67%) 0(0%) 

I Marital status 
Married 16(6%) 65(25%) 156(60%) 24(9%) 
Widowed 11(19%) 13(22%) 30(52%) 4(7%) 
Single 5(11%) 8(17%} 32(68%) 2(4%) 
Divorced 1(4%) 10(42%) 11(46%) 2(8%) 
Not stated 0(0%) 2(50%) 2(50%) 0(0%) ·-Tribe 
Kikuyu 6(3%) 31(18%) 120(69%) 18(10%) 
Kamba 2(5%) 13(30%) 24(55%) 5(11%) 
Luo 8(21%) 8(21%) 21(55%) 1(3%) 
Luhya 7(21%) 8(24%) 18(53%) 1(3%) 

I Coastal tribes 4(11%) 23(62%) 9(24%) 1(3%) 
Kisii 2(10%) 6(29%) 9(43%) 4(19%) 

I Kalenjin 2(15%) 3(23%) 7(54%) 1(8%) 
Meru 0(0%) 2(18%) Jll.?3%) .Jl9%J ·= -0(0%) - Embu . 0(0%) ~00%] 0(0%) --

f---
Others 1(8%) 4{31%) .Jli.§_2% - 0(0%) _ 

Religion 
I 

Protestant 19(7%) 63(23%) 171(_62%) 25(9%) 
Catholic 9(10%) 26(29%) so_~~ 5(6%) 
Muslim 4(18%) 8(36%) 8(36%} 2(9%) 
Other 1(25%) 1(25%) 2(50%) 0(~-



Socioeconomic factors 

I feel sad 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal education 

. -Nojormlll cd uc tton 10_(_9%) 31(28%) 57(52%) 11(10%) 
Pr lmnry edu t lon 16 9% 46(26%) 103(58%) 14(8%) 
Scco_ndn(y __ educatton 4(5%) 17(21%) 54(67%) 6(7%) 

_"[erUary_education 3(17%) 3(17%) 12(67%) 0(0%) 
Not_s~ated 0(0%) 1(14%) 5(71%) 1(14%) 

Occupation 
Small scale farmer 14(10%) 34(25%) 73(54%) 13(10%) 
Housewife 11(8%) 27(21%) 79(61%) 13(10%) 
Small scale business 0(0%) 12(27%) 29(66%) 3(7%) 
Professional 3(9%) 7(21%) 23(68%) 1(3%) 
Skilled employment 1(11%) 2_(22%) 5(56%) 1(11%) 
Other 2_(15%) 5(38%) 5(38%) 1(8%) 
Not stated 2(7%) 11(37%) 17(57%) 0(0%) 

Monthly income 
Less than KES 2500 19(8%) 67(27%) 143(57%) 22(9%) 
KES 2501-7500 2(4%) 15(28%) 30(56%) 7(13%) 
KES 7500 2(8%) 6(24%) 17(68%) 0(0%) 
KES 12501 1_(6%) 3(19%) 11(69%) 1(6%) 
KES 17501 0(0%) 1(11%) 8(89%1 ~~~6~Jo) -Above KES 22500 2(40%) 1(20%) 1(20%}_ 
Undisclosed 7(21%) 5(15%) 21(62%)_ 1(3%) ·-

Permanent residence 
Central 5(3%) 29(17%) 119(70%) 18(11%) 
Eastern 2{3%) 16(26%) 38(61%) 6(10%) 
Nyanza 8_(14%) 15(26%) 30(52%) 5(9%) 
Coast 4(11%) 24(63%) 9(24%) 1(3% ) -I Western 9(25%) 8(22%) 18(50% ) 1(3%) --Rift valley I 3(17%) 4(22%) 1" 10(56% ) 1(6% ) ·-L_ Other regions I 2(18% ) 2_l18% ) _ L 7(64% ) - Ol0%1 -



I am satisfied with how I am coping with my illness 
Demographic factors 

I am satisfied with how I am coping with 
my Illness 

Not at all A little bit/ Quite a bit/ Not 
Somewhat very much stated 

~9~ ca_!_~9_ory 
18-24 years 1(11%) 3(33%) 4(44%) 1(11%) 
25-34 Y,ears 3(8%) 25(63%) 11(28%) 1(3%) 
35-44 years 12(12%) 42(41%) 40(39%) 8(8%) 
45-54 y_ears 11(10%) 57(50%) 38(33%) 9(8%) 
55-64 y_ears 6(8%) 46(61 %) 14(19%) 9(12%) 
65-74 years 2(6%) 21(58%) 8(22%) 5(14%) 
75 years and above 0(0%) 9(64%) 3(21%) 2(14%) 
Not stated 0(0%) 1(33%) 2(67%) 0(0%) 

Marital status 
Married 21(8%) 140(54%) 76(29%) 24(9%) 
Widowed 8(14%) 25(43%) 19(33%) 6(10%) 
Single 4(9%) 25(53%) 15(32%) 3(6%) 
Divorced 2(8%) 14(58%) 6(25%) 2(8%) 
Not stated 0(0%} 0(0%) 4(100%) 0(0%) 

Tribe 
Kikuyu 11(6%) 95(54%) 50(29%) 19(11%) 
Kamba 3(7%) 24(55%) 12(27%) 5(11%) 
Luo 4(11%) 21(55%) 10(26%) li_8°/<U_ -
Luhya 4(12%) 19(56%) 10(29%) 1(3%) 
Coastal tribes 11(30%) 15(41%) 10(27%) 1(3%) 
Kisii 0(0%) 8(38%) 9(43%) 4(19%) 
Kalenjin 0(0%) 6(46%) 6(46%) 1(8%) 
Meru 0(0%) 6(55%) 4(36%) 1(9% ) 
Embu 0(0%) 4(67% ) 2(33% ) 0(0%1 
Others 1(8%) 6(46%) 6(46% ) 0(0% ) --Religion 

1-- -- -Protestant 19(7% ) 147 53%_)_ 86(31%J __ 26 (_9%.) -
Catholic 9(10% ) 46(5 1%) 28(31% ) 7 8% -
Muslim I 5(23% ) 10(45% ) 5(23% ) ~2 9%,_ 
Other I 2(50%) 1(25%) 1(25%) 0_(0%)_ 



Socioeconomic factors 

I am satisfied with how I am coping with 
my_ Illness 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated --Level of formal educ I on 
No_formal cduc_£S_t1on 14(13%) 55(50%) 27(25%) 13(12%) 
Prlm~~Y. education 17_(9%) 105(59%) 43(24%) 14(8%) 
Seconder _educa~lon 1{_5%j_ 32(40%) 38(47%) 7(9%) 
1'ertiarv education 0(0%) 8_(_ 44%) 10(56%) 0(0%) 
No_t_ st£_t~_d 0(0%) 4(57%) 2(29%) 1(14%) 

Occupation 
Small scale farmer 14(10%) 60(45%) 47(35%) 13(10%) 
Housewife 10(8%) 91(70%) 14(11%) 15(12%) 
Small scale business 3(7%) 18(41%) 20(45%) 3(7%) 
Professional 1(3%) 13(38%) 19(56%) 1(3%) 
Skilled employment 0(0%) 2(22%) 6(67%) 1(11%) 
Other 1(8%) 3(23%) 7(54%) 2(15%) 
Not stated 6(20%) 17(57%) 7(23%) 0(0%) 

Monthly income 
Less than KES 2500 23(9%) 154(61%) 51(20%) 23(9%j 
KES 2501-7500 4(7%1 18(33%) 25(46%) 7(13%) 
KES 7500 3(12%) 12(48%) 10(40%) 0(0%) 
KES 12501 1(6%) 5(31%) 9(56%) 1(6%) 
KES 17501 0(0%) 3(33%) 6(67%) 0(0%) 
Above KES 22500 0(0%) 3(60%) 1(20%) 1@_%_l_ 
Undisclosed 4(12%) 9(26%) 18(53%) 3{9%} 

Permanent residence 
Central 10(6%) 93(54%) 49(29%) 19(11%) 
Eastern 3(5%) 35(56%) 18(29%) 6(10%) 
Nyanza 3(5%) 28(48%) 20(34%) 7(12%) 
Coast 11(29%) 16(42%) 10(26%) 1(3%) -Western 5(14%) 20(56%) 10(28%) 1(3%) -Rift valley 1(6%) 8(44%) 8(44%1 1(6%) ·-Other reqions I 2(18%) 4(36%) 5(45%} 0(0%_) 



I am losing hope in the fight against my illness 
Demographic factors 

I am losing hope in the fight against my 
Illness 

Not at all A little bit/ Quite a bit/ Not 
Somewhat very much stated 

~9.e_ c~_t~gory 

1~·-?..i y~ars 1(11%) 2(22%) 6(67%) 0(0%) 
25-34 ~ears 0(0%) 6(15%) 33(83%) 1(3%) 
35-44 years 2(2%) 12(12%) 80(78%) 8(8%) 
45-54 years 4(3%) 17(15%) 85(74%) 9(8%} 
55-64 years 4(5%) 4(5%) 59(79%) 8(11%) 
65-74 years 0(0%) 5(14%) 26(72%) 5(14%) 
75 years and above 1(7%) 1(7%) 10(71%) 2(14%) 
Not stated 0(0%) 0(0%) 3(100%) 0(0%) 

Marital status 
Married 6(2%) 32(12%) 199(76%) 24(9%) 
Widowed 5(9%) 9(16%) 40(69%) 4(7%) 
Single 1(2%) 4(9%) 40(85%) 2(4%) 
Divorced 0(0%) 1(4%) 20(83%) 3(13%) 
Not stated 0(0%) 1(25%) 3(75%) 0(0%) 

Tribe 
Kikuyu 7(4%) 16(9%) 133(76%) 19(11%} 
Kamba 1(2%) 4(9%) 34(77%) 5(11%) 
Luo 1(3%) 4(11%) 32(84%) 1(3%) 
Luhya 0(0%) 6(18%) 27(79%) 1(3%) 
Coastal tribes 1(3%) 14(38%) 21(57%} 1(3%) 
Kisii 1(5%) 0(0%) 16(76%) 4(19%_L 

I Kalenjin 0(0%) 1(8%) 11(85%) 1(8%J 
Meru 0(0%) 0(0%) 10(91%) 1(9%) . -
Embu 0(0%) 0(0%) 6(100%) 0(0%) 
Others 1(8%) 1(8%) 11(85%) 0(0%) 

Religion 
Protestant ~JK.3%) 31(11°{£)_ ..l._14_Q7%} 25(9%) 
Catholic 2(2%) 10(11%) 72(80%) 6_(7%_}_ 
Muslim ' 1(5%) 6(27%) 13(59%) 2(9%) 
Other 11(25%) 0(0%) 3(75%) 0_(~)-



Socioeconomic factors 

I am losing hope in the fight against my 
Illness 
Not at all A little bit/ Quite a bit/ Not stated 

Somewhat - very much 
Level of formal educ tlon -

19(17%) 74(68%) 12(11%) No _f_or~~.l _c_duc I on 4(4%]_ 
Pr lm~!Y._educatlon i2-C3%} 21(12%) 139(78%) 14(8%) 
Sec9_nden• _educ tlon 1_1_(2%) 5(6%) 68(84%) 6(7%) 
Certta_ry_ duca ion 1(6%) 2(11%) 15(83%) 0(0%) 

- Not ta ed 0(0%) 0(0%) 6(86%) 1(14%) 
Occupation 

Small scale farmer 6(4%) 17(13%) 98(73%) 13(10%) 
Housewife 3(2%) 17(13%) 97(75%) 13(10%) 
Small scale business 0(0%) 5(11%) 35(80%) 4(9%) 
Professional 0(0%) 2(6%) 31(91%) 1(3%) 
Skilled employment 0(0%) 1(11%) 7(78%) 1(11%) 
Other 1(8%) 1(8%) 10(77%) 1(8%) 
Not stated 2(7%) 4(13%) 24(80%) 0(0%) 

Monthly income 
Less than KES 2500 4(2%) 31(12%) 194(77%) 22(9%) 
KES 2501-7500 1(2%) 9(17%) 36(67%) 8(15%) 
KES 7500 2(8%) 1(4%) 22(88%) 0(0%) 
KES 12501 1(6%) 1(6%) 13(81%) 1(6%) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0%) 
Above KES 22500 0(0%) 1(20%) 3(60%) 1(20%) 
Undisclosed 4(12%) 4(12%) 25(74%) 1(3%) -

Permanent residence 
Central 7(4%) 15(9%) 130(76%) 19(11%) 
Eastern 1(2%) 4(6%) 51(82%) 6(10%) 
Nyanza 2(3%) 3(5%) 48(83%) 5(9%J ·-
Coast 1(3%) 14(37%) 22(58%) 1(3%) ·-
Western 0(0%) 7(19%) 28(78%) 1(3%} ·-
Rift valley 0(0%) 3(17%) 14(78%) l._(§Of<U_ -
Other regions 1(9%) 1(9%) 9(82%]_ 0(0%) --



I feel nervous 
Demographic factors 

Age categ()_ry 
18-24 -~~a_r_s_ 
25·34 years 
35·44 years 

-~5-54 years 
55-64 years 
65-74 years 
75 years and above 
Not stated 

Marital status 
Married 
Widowed 
Sing le 
Divorced 
Not stated 

Tribe 
Kikuyu 
Kamba 
Luo 
Luhya 
Coasta l tribes 
Kisii 
Kalenjin 
Meru 
Embu 
Others 

Religion 
Protesta nt 
Catholic 
Muslim 
Other 

Not at all 

3(33%) 
0(0%) 
8(8%} 
9(8%) 
4(5%) 
0(0%) 
0(0%) 
0(0%) 

13(5%) 
5(9%) 
5(11%) 
1(4%) 
0(0%) 

5(3%) 
2(5%) 
7(18%) 
2(6%) 
3(8% ) 
0(0%) 
2(15%) 
0(0% ) 
0(0% ) 
2(1 5%) 

13(5% ) 
6(7%) 
4(18%) 
1(25%) 

I feel nervous 
A little bit/ Quite a bit/ Not 
Somewhat very much stated 

1(11%) 5(56%) 0(0%) 
11(28%) 28(70%) 1(3%) 
18(18%) 68(67%) 8(8%) 
13(11%) 84(73%) 9(8%) 
9(12%) 54(72%) 8(11%} 
5(14%) 27(75%) 4(11%) 
1(7%) 11(79%) 2(14%) 
0(0%) 3(100%) 0(0%) 

34(13%) 190(73%) 24(9%) 
15(26%) 34(59%) 4(7%) 
3(6%) 37(79%) 2(4%) 
5(21%) 16(67%) 2(8%) 
1(25%) 3(75%) 0(0%) 

16(9%} 136(78%) 18(10% ) 
4(9%) 33(75%) 5(11%1 
2(5%) 28(74%) 1(3%) 
8(24%) 23(68%) 1(3% ) 
19(51% ) 14(38% ) 1(3% ) 
4(19%) 13(62% ) 4(19% ) 
3(23%)_ 7(54% ) 1(8% ) 
1(9%) 9(82% ) 1(9%1 
0(0% ) 6(100%) O(O%J _ 
1(8 % ) 10_[77%J 0(0%) -

38(14°/;) 202 {73°;~-) "25 (9%)-
13(14%) - 66(73%) 5(6%) -
7(32%) 9(41%) - ~%J -

I 0(0%) j 3(75%) 0 0%} _ 



Socioeconomic factors 

I feel nervous 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal educ tlon 

No_formal cdu tlon 7(_6%_) 21(19%) 70(64%) 11(10%) 
Prim r uc I on 10(6%_) 23(13%) 132(74%) 14(8%) 
S~011 ry~ due ion ~l 10_(12%) 60(74%) 6(7%) 
rcr_:_tiery education 2(11%) 4(22%) 12(67%) 0(0%) 
No_Ls_ta!_ed 0(0%) 0(0%) 6(86%) 1(14%) 

Occ::upation 
Small scale farmer 10(7%) 19(14%) 92(69%) 13(10%) 
Housewife 7(5%) 14(11%) 96(74%) 13(10%) 
Small scale business 0(0%) 9(20%) 32(73%) 3(7%) 
Professional 4(12%) 4(12%) 25(74%) 1(3%) 
Skilled employment 0(0%) 1(11%) 7(78%) 1(11%_1 
Other 1(8%) 3(23%) 8(62%) 1(8%) 
Not stated 2(7%) 8(27%) 20(67%) 0(0%) 

Monthly income 
Less than KES 2500 9(4%) 40(16%) 180(72%) 22(9%) 
KES 2501-7500 3(6%) 7(13%) 37(69%) 7(13%) 
KES 7500 2(8%) 3(12%) 20(80%) 0(0%) 
KES 12501 1(6%) 4(25%) 10(63%) 1(6%) 
KES 17501 0(0%) 1(11%) 8(89%) 0(0%) 
Above KES 22500 1(20%) 1(20%) 2(40%) 1(20%) 
Undisclosed 8(24%) 2(6%) 23(68%) 1(3%) 

Permanent residence 
Central 5(3%) 15(9%) 133(78%) 18(11%) 
Eastern 2(3%) 5(8%) 49(79%) 6(10%) 
Nyanza 8(14%) 5(9%) 40(69%) 5(9%J 
Coast 3(8%) 19(50%) 15(39%) 1(3%) ·-
Western 2(6%) 9(25%) 24(67%) 1(3%j -
Rift valley 2(11%) 5(28%) 10(56%) 1(6%) --

.______ Other r~ions Ll_(_18%) 0(0%) - 9(_82°~ 0(0%_)_ 



I worry about dying 
Demographic factors 

Age cat~gory 
1 ~i_:._2,i _y~rs 
25-34 years 
_35-44 years 
45-54 xears 
55-64 years 
65-74 years 
75 years and above 
Not stated 

Marital status 
Married 
Widowed 
Single 

I Divorced 
Not stated 

Tribe 
Kikuyu 
Kamba 
Luo 
Luhya 
Coastal tribes 
Kisii 
Kalenjin 
Meru 
Embu 

I Others 
Religion 

Protestant 
Catholic 
Muslim 
Other 

I worry about dying 

Not at all A little bit/ Quite a bit/ Not 
Somewhat very much stated 

f- - -
2(22%) 0(0%) 7(78%) 0(0%) 
2(5%) 6_(_15%) 31(78%) 1(3%) 
6(6%) 6(6%) 81(79%) 9(9%) 
6(5%) 16(14%) 84(73%) 9(8%) 
4(5%) 8(11%) 54(72%) 9(12%) 
0(0%) 4(11%) 28(78%) 4(11%) 
0(0%) 1(7%) 11(79%) 2(14%) 
0(0%) 0(0%) 3(100%) 0(0%) 

13(5%) 24(9%) 199(76%) 25(10%) 
3(5%) 9(16%) 41(71%) 5(9%) 
3(6%) 3(6%) 39(83%) 2(4%) 
1(4%) 4(17%) 17(71%) 2(8%} 
0(0%) 1(25%) 3(75%) 0(0%) 

5(3%) 10(6%) 142(81%) 18(10%) 
2(5%) 3(7%) 34(77%) 5(11%) 
3(8%) 2(5%) 30(79%) 3(8%) 
3(9%) 8(24%) 22(65%) 1(3%) 
4(11%) 13(35%) 19(51 %} 1(3%) 
1(5%) 1(5%) 15(71%) - l-4l19%) 
0(0%) 2(15%) 10(77%) 1(8%) 
0(0%) 1(9%) 9(82%) .Ji9%) ·-
0(0%) 0(0%) 6(100%) 0(0%) 

1 1(8%) 1(8%) 11(85%) ~<U. -
I 

- --- -
217(78%) 12(4%) 2318%) --- 26 9% 

4(4%) 
~ 

6(7%) 13(14%) 67(74%) 
3(14%) 5(23%) 12_l55°t£) 12(9%)_ 
1(25%J 0(0%) 3(75%) I o(o%)_ 



Socioeconomic factors 

I worry about dying 

--
Not at all A little bit/ Quite a bit/ Not stated 

~ 
Somewhat very much 

L v I o form al education - No _for_ma_l _\!_d uc_atlon 4(_40fo) 15(14%) 77(71%) 13{12%) 
Prlrmu:y_5_d_uc_a_tion - 7(4%) 22(12%) 136(76%) 14(8%) 
Se_~_on_d_a_r ducation 5(6%) 4(5%) 66(81%) 6(7%) 
1'ertia_ry_educatron 4(22%) 0(0%) 14(78%) 0(0%) 
Not stated 0(0%) 0(0%) 6(86%) 1(14%) 

Occupation 
Small scale farmer 6(4%) 18(13%) 96(72%) 14(10%) 
Housewife 6(5%) 10(8%) 100(77%) 14(11%) 
Small scale business 0(0%) 7(16%) 34(77%) 3(7%) 
Professional 5(15%) 0(0%) 28(82%) 1(3%) 
Skill ed em ployment 0(0%) 0(0%) 8(89%) 1(11 %) 
Other 2(15%) 1(8%) 9(69%) 1(8%) 
Not stated 1(3%) 5(17%) 24(80%) 0(0%) 

Monthly income 
Less than KES 2500 9(4%) 30(12%) 190(76%) 22(9%) 
KES 2501-7500 1(2%) 5(9%) 40(74%) 8(15%) 
KES 7500 3(12%) 2(8%) 20(80%} 0(0% ) 
KES 12501 2(13%) 1(6%) 12(75%) 1(6% ) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0% ) 
Above KES 22500 2(40%) 0(0%) 2(40% ) 1(20% ) 
Undisclosed 3(9%) 3(9% ) 26(76% ) 2(6% ) 

Permanent residence 
Central 5(3%) 10(6% ) 138(81% ) 18(11%) 
Eastern 2(3% ) 4(6% ) 50(81% ) WJ- 0%) 
Nyanza 5(9%) 1(2%) 45 (78%} 7 12%_1 -
Coa st 4{11%) 13(34%) _1Q{_?3°!!J - r-1(3%J -
Western 3(8%) 10 (28%) 22 61% - 1(3%) -
Rift valley I oco%) 3(17%) 14(78%) 1_(6%J -
Other regions 

1 
1(9%) 0(0%) 10(91%) __ .__0(.0~-



I worry that my condition will get worse 
Demographic factors 

I worry that my condition will get 
worse 

Not at all A little bit/ Quite a bit/ 
Somewhat very much 

Age category 
18:2_i_y_ears 2(22%) 0(0%) 7(78%) 

_25-34 Y.ears 0(0%) 2(5%) 37(93%) 
35-44years 4(4%) 2(2%) 88(86%) 
45-54 years 2(2%) 3(3%) 101(88%) 
55-64 years 1(1%) 2(3%) 63(84%) 
65-74years 1(3%) 2(6%) 29(81%) 
75 years and above 0(0%) 1(7%) 11(79%) 
Not stated 0(0%) 0(0%) 3(100%) 

Marital status 
Married 6(2%) 8(3%) 223(85%) 
Widowed 3(5%) 1(2%) 49(84%) 
Single 1(2%) 2(4%) 42(89%) 
Divorced 0(0%) 1(4%) 21(88%) 
Not stated 0(0%) 0(0%) 4(100%) 

Tribe 
Kikuyu 3(2%) 6(3%) 148(85%) 
Kamba 0(0%) 0(0%) 39(89%) 
Luo 2(5%) 2(5%) 32(84%) 
Luhya 4(12%) 0(0%) 29(85%) 
Coastal tribes 0(0%) 1(3%) 35(95%) 
Kisii 1(5%) 1(5%) 15(71 %) 
Kalenjin 0(0%) 1(8%) 11(85%) 
Meru 0(0%) 0(0%) 10(91 %) 
Embu 0(0%) 0_(0%) 6(100%) 

r- Others 0(0%) - 1(8%) 12(92%) 
. Religion 

18{3%) Protestant 7 3~ 237 85%J 
Catholic I 2(2%) 5(6%) - ._78(87%) 
Muslim 0(0%) 0(0%) - . 20(91%) 
Other I oco%) 0(0%) I 4(tOO%l 

Not 
stated 

0(0%) 
1(3%) 
8(8%) 
9(8%) 
9(12%) 
4(11%) 
2(14%) 
0(0%) 

24(9%) 
5(9%) 
2(4%1 
2(8%) 
0(0%) 

18(10%) 
5(11 %) 
2(5%) -
1(3%) 
1(3%) 
4(19%) 
1(8%) 
1(9%) - -
0(0%J -
0(0%) 

. 26(9% 
5(6%1 
2(9%) 
O_lO%)_ 



Socioeconomic factors 

I worry that my condition will get worse 

Not at all A little bit/ Quite a bit/ Not 
Somewhat very much stated 

Level of formal educ tlon 
No lorm~l educ_~ ion 1(1%) 3(3%) 93(85%) 12(11%) 
Primary cduc_(!!:jon 6 (3%) 6(3%) 153(85%) 14(8%) 
Second_a_ry~d ucation 1(1%) 3(4%) 71(88%) 6(7%) 
Tertiary education 2(11%) 0(0%) 16(89%) 0(0%) 
No.t_s_tated 0(0%) 0(0%) 6(86%) 1(14%) 

Occupation 
Small scale farmer 4(3%) 3(2%) 114(85%) 13(10%) . 
Housewife 2(2%) 4(3%) 110(85%) 14(11%) 
Small scale business 0(0%) 5(11%) 36(82%) 3(7%) 
Professional 1(3%) 0(0%) 32(94%) 1(3%) 
Skilled employment 1(11%) 0(0%) 7(78%) 1(11%) 
Other 0(0%) 0(0%) 12(92%) 1(8%) 
Not stated 2(7%) 0(0%) 28(93%) 0(0%) 

Monthly income 
Less than KES 2500 5(2%) 9(4%) 215(86%) 22(9%) -
KES 2501-7500 1(2%) 2(4%) 44(81%) 7(13%) 
KES 7500 1(4%) 1(4%) 23(92%) 0(0% ) 
KES 12501 1(6%) 0(0%) 14(88%) 1(6% ) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0% ) 
Above KES 22500 1(20%) 0(0% ) 3(60% ) 1(20% ) 
Undisclosed 1(3% ) 0{0%) 31(91% ) 2(6% ) 

Permanent residence 
Centra l 3 (2% ) 6(4% ) 144(84% ) 18(11%) 
Eastern 0 (0% ) 0(0%) 56{90%} _ _£(_1 0%.} -Nyanza 3(5%) 2(3%) - - 47(81%) ,_6 10°/<U 
Coast 0 (0%) 1(3%) ~5~ - 1Q%) -Western 4(11%) 1(3%) - 1-30 83% - 1Q%J -Rift valley 0 (0%) 2(11%) 15(83%) 1(6%) -

'-- Other regions 1 0(0%) 0(0%) 11(100%) 0(.0%.) -



APPENDIX Id- PATIENT FACTORS AND INFLUENCE FUNCTIONAL 

WELL BEING ISSUES 

I am able to work 
Demographic f. tors 

I am able to work 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Age categ~ry 

18-24 years 0(0%) 6(67%) 3(33%) 0(0%1 
25-34 years 10(25%) 24(60%) 5(13%) 1_(_3%1 
35-44 years 23(23%) 53(52%) 21(21%) 5(5%1 
45-54 years 45(39%) 52(45%1 17_(_15%) 1(1%} 
55-64 years 28(37%) 39(52%) 7(9%1 1(1%) 
65-74 years 13(36%) 18(50%) 4_(11 %_l 1(3%) 
75 years and above 6(43%1 6(43%) 2_(_14%1 0(0%) 
Not stated 3(100%} 0(0%) 0_(0%1 0(0%) 

Marital status 
Married 83(32%) 135(52%1 38_(15%) 5_(_2%1 
Widowed 22(38%) 24(41%) 10(17%) 2_(3°/q_)_ 
Single 14(30%) 24(51 °/q_)_ 8(17%) 1_(_2%_l 
Divorced 7(29%) 13_(_54%} 3_(_13%) 1_(4%1 
Not stated 2(50%1 2_(_50%) O_(_O%_l O(OO!<U_ 

Tribe 
Kikuyu 55(31 °/q_)_ 92153%} 25114°/<U_ 3(2%1 
Kamba 15(34°/q_)_ 21_(48%) 6114°/<U_ 2(5%_)_ 
Luo 9(24°/q_)_ 21_(55%) 7_(18%_} 1(3%} 
Luhya 10129%_} 18153%) 6_(_18%_1 0(0%) 
Coastal tribes 19(51 °/q_)_ 14{38%) 318°/<U_ 1(3%) 
Kisii 8(38°/<U_ 11(52%) 1(5%_1 1(5%) 
Kaleniin 4(31%) 6(46%) 3(230fcU__ - 0(0%) 

0(0%} 7(64%) 
t-

Meru 3(27%j_ 1(_9%J 
Embu 3(50%1 ~~00/<J ~%~ O(_O%J 
Others 3(23%) 5 38% 5(38% - O(_O%J -Religion 
Protestant 82(29%) 144_(S2%) 46_(_17%) 6_(2%J_ 
Catholic 34(38%) 44(49%J 11_(_12%1 1_(1%~-
Muslim 9(41 %) 9_(_41%) 2_(_9%_} 2_(9%~-
Other 3(75%) 1_(25%) 0_(0%1 OJO%)_ 



Socioeconomic factors 

I am able to work 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Level of formal education 

No _formal cduc tlon 48l44%J 46(42%) 12(11%) 3(3%) 

·-· Pr lr:D~-~Y-education 54{30%) 97(54%) 26(15%) 2(1%) 
nda(y __ ~d ucatlon 18_(22 °/Q.)_ 45(56%) 15(19%) 3(4%) 

.._ tertlary __ educa_tion 5(28%) 7(39%) 6(33%) 0(0%) 
Not_sta~ed 3(43%) 3(43%) 0(0%) 1(14%) 

Occupation 
Small scale farmer 52(39%) 59(44%) 18(13%) 5(4%) 
Housewife 46(35%) 72(55%) 11(8%) 1(1%) 
Small scale business 12(27%) 23(52%) 7(16%) 2(5%) 
Professional 8(24%) 15(44%) 11(32%) 0(0%) 
Skilled empJoyment 2(22%) 4(44%) 3(33%) 0(0%) 
Other 3(23%) 5(38%) 4(31%) 1(8%) 
Not stated 5(17%) 20(67%) 5(17%) 0(0%) 

Monthly income 
Less than KES 2500 91(36%) 133(53%) 24(10%) 3(1%) 
KES 2501-7500 14(26%) 26(48%) 9(17%) 5(9%) 

I KES 7500 6(24%) 14(56%) 5(20%) 0(0%) 
KES 12501 5(31%) 9(56%) 2(13%) 0(0%) 
KES 17501 1(11%) 3(33%) 5(56%) 0(0%)_ 
Above KES 22500 2(40%) 2(40%) 1(20%) 0(0%1 -
Undisclosed 9(26%) 11(32%) 13(38%) 1(3%) 

Permanent residence 
Central 55(32%) 88(51%) 25(15%) 3(2%) 
Eastern 18(29%) 31(50%) 10(16%) 3(5%) 
~yanza 15(26%) 32(55%) 9(16%) 2(3%) 
Coast 19(50%) 15(39%) 3(8%) 1(3%) --
Western 13(36%) 18(50%) 5(14%) 0(0%) 
Rift valley 4(22%) 10(56%) 4(22%) 0(0%) 

.....____ Other regions 4(36%) 4(36°&2. 3(27%_} - 0(_0%) -



My work is fulfilling 
Demographic factors 

Age_ ca~gory 
18·2~ _y~~rs 
25·3~ years 
35-~~ _years 
45-54 v.ears 
55-64 y_ears 
65-74 years 
75 years and above 
Not stated 

Marital status 
Married 

I Widowed 
Single 

I Divorced 
Not stated 

Tribe 
Kikuyu 
Kamba 
Luo 
Luhya 
Coasta I tribes 
Kisii 

I Kaleniin 
Meru 
Embu 
Others 

Religion 
Protestant 
Catholic 
Muslim 
Other 

~ ~~ . 
My work is fulfilling 

Not at all A little bit/ Quite a bit/ Not 
Somewhat very much stated 

2(22%) 5(56%) 1(11%) 1(11%) 
10(25%) 25(63%) 4(10%) 1{3%) 
32(31%) 44(43%) 21(21%) 5(5%) 
47(41%) 50(43%) 17(15%) 1(1%) 
30(40%) 33(44%) 9(12%) 3(4%) 
11(31%) 22(61%) 2(6%) 1(3%) 
8(57%) 4(29%) 2(14%) 0(0%) 
3(100%) 0(0%) 0(0%) 0(0%) 

97(37%) 123(47%) 34(13%) 7(3%) 
23(40%) 25(43%) 7(12%) 3(5%) 
15(32%) 22(47%) 9(19%) 1(2%) 
6(25%) 12(50%) 5(21%) 1(4%) 
2(50%) 1(25%) 1(25%) 0(0%) 

57(33%) 86(49%) 28(16%) 4(2%) 
16(36%) 23(52%) 3(7%) 2(5%) 
15(39%) 14(37%) 6(16%) 3(8%) 
12(35%) 18(53%) 4(12%) 0(0%) 
23(62%) 9(24%) 4(11 %) 1(3%) 
8(38%) 10(48%) 2(10%) 1(5%) 
4(31%) 8(62%) 1(8%) 0(0%) 
3(27%) 5(45%) 2(18%) 1(9%) 
2(33%) 4(67%) 0(0%) 0(0%) 
1(8%) 6(46%) - ~-

6(46°/~ - Oj_Oo/<?.)_ -

93(33%) 131(47%) 45(16%) -r-9 3%J 
38(42%) 41(46%) 10{11%) 1(1%) 

. 10(45%) 9(41%) 1(5%) 2(9%) 
~0%) 2(50%) O_(O%J 0(0%)= 



Socioeconomic factors 

My work Is fulfilling 
Not at all A little bit/ Quite a bit/ Not 

Somewhat - very much stated 
Level of formal due tlon -

43(39%) 8(7%) 5(5%) No _forrT}_lll _cdu t1on 53(_49%1 
Prlm_nry_c_q_u.@tlon 61 (34%) 92(51%) 23(13°/;) 3(2%) 

_Scc_o_l1dn_Iy_e_ducation 22(27°&)_ 36(44%) 20(25%) 3(4%) 
[ertlarv education 5(28%) 8(44%) 5(28%) 0(0%) 
Not slated 2(29%) 

-
4(57%) 0(0%) 1(14%) 

Occupation 
Small scale farmer 54(40%) 56(42%) 19(14%) 5(4%) 
Housewife 49(38%) 72(55%) 6(5%) 3(2%) 
Small scale business 16(36%) 19(43%) 7(16%) 2(5%) 
Profession a I 7(21%) 12(35%) 15(44%) O(Q%) 
Skilled employment 2(22%) 4(44%) 3(33%) 0(0%) 
Other 5(38%) 4(31%) 3(23°/;) 1(8%) 
Not st at ed 10(33%) 16C53%Y 3(10%) f (3%) 

Monthly income 
Less than KES 2500 96(38%) 133(53%) 19(8%) 3(1%) 
KES 2501-7500 22(41%) 18(33%) 9(17%) 5(9% ) 
KES 7500 6(24%) 13(52%) 6(24%) 0-(0% ) 

KES 12501 4(25%) 7(44%) 5(31%) 0(0% ) 
KES 17501 1(11%) 3(33%) 5(56%) 0{0%) ·-
Above KES 22500 2(40%) 2(40%) 1(20% ) -0(0% ) 
Undisclosed 12(35% ) 7(21 o;; ) 11( 32% ) --Jfl.2%_l 

Permanent residence 
Centra l 56(33% ) 83(49% ) 28(16% ) 4 (2%) 
Eastern 21(34%) 33(53%) 5(8%) 3(5%) 
Nyanza 21(36%) 23(40%) 10(17°/;)" 4(7%) 
Coast 23(61%) 10(2 6%) 4(11%) 1(3%) -
Western 14---(39%) 19(53%) 3(8%) 0(0%) --
Rift valley 5(28%) 11(61%) 2(11%) --~0(0%) 
Other regions 1 3(27%) 4(36~ ~L1l36°/~ 0(_0%) 

-
..____ -



I am able to enjoy life 
Demographic factors 

~g~ category 
l8_~_t!__y_ea rs 
25-3tt Years 
_3_5-44 years 
45~5_4 years 
55-64 years 
65-74 years 
75 years and above 
Not stated 

Marital status 
Married 
Widowed 
Single 
Divorced 
Not stated 

Tribe 
Kikuyu 
Kamba 
Luo 
Luhya 
Coasta l tribes 
Kisii 
Kalenjin 
Meru 
Embu 
Others 

Religion 
Protestant 
Catholic 
Muslim 
Other 

I am able to enjoy life 
Not at all A little bit/ Quite a bit/ Not 

Somewhat verv much stated 

1(11 °/o) 5(56%) 3(33%) O(O%) 
8(20%) 22(55%) 9(23%) 1(3%) 
22 (22%) 47(46%) 28(27%) SC5%) 
23(20%) 61(53%) 30(26%) 1-(l 0/~) 
16(21%) 46(61%) 11(15%) 2(3%) 
7(19%) 24(67%) 3(8%) 276°/~) 
3(21%) 8(57%) 3(21%) o-{o%) 
0(0%) 2(67%) 1(33%) 6(0%) 

50{19%) 14i(56%) 58-{22%) 6(2%) 
18{31%) 27(47%) 10-(17%) 3(5%) 
7(15%) 27(57%) 12(26%) 1(2%) 
5(21 %) 12(50%) 6(25%) 1(4%) 
0(0%) 2(50%) 2(50%) 0(0%) 

27(15%) 101(58%) 43(25%) 4(2%) 
10(23%) 29(66%) 3(7%) 2(5%) 
5(13%) 18{47%) 13(34%) 2(5% ) 
8(24%) 17(50%) 9(26%) 6(o o;~) 

21(57%) 13(35%) i(5% ) 1(3%-) 
6(29%) 8{38%) 6(29% ) 1(5°/;) 
1(8%) 9{69%) 3(23% ) o-(O% ) 
0{0% ) 9(82% ) f C9% ) 1(9°k) 
0{0%) 3-(50% ) 3(50%) 0(0%) 
1(8%) 7( 54%) 5-(38%) ~--~ - -

52(19%) 151(54%) 68(24%) 7(3%) 
17(19%) 53{59%) 18(20%) 2(2%) 
10{45%) 8(36%) 2(9%) iC9%) 

1 1{25°/~_1(75%) 0(0%) l..Qi0%J 



Socioeconomic factors 

I am able to enjoy life 
Not at all A little bit/ Quite a bit/ Not stated 

Somewhat very much 
Level of formal education 

No foQ!l_lll _c9u~a_tlon 28(26%_2 59(54%) 17(16%) 5(5%) 
Prlm~r u_~n.tion 38(21%_2_ 100(56%) 39(22%) 2(1%) 
Second~_r:_y _educat1on 11 14%J 42(52%) 25(31%) 3(4%) 

f-· 
rerlla ry~~d uca_t_ion 3(17°(~ 8(44%) 7(39%) 0(0%) 
N o_t_s_ta_t_ed 0(0%) 6(86%) 0(0%) 1(14%) 

Occupation 
t--· 

Small scale farmer 27(20%) 66(49%) 36(27%) 5(4%) 
Housewife 33(25%) 83(64%) 11(8%) 3(2%) 
Small scale business 4(9%) 25(57%) 13(30%) 2(5%) 
Professional 5(15%) 15(44%) 14(41%} 0(0%) 
Skilled employment 2(22%) 4(44%) 3(33%) 0(0%) 
Other 3(23%) 4(31%) 5(38%) 1(8%) 

Not stated 6(20%) 18(60%) 6(20%) 0(0%} 
Monthly income 

Less than KES 2500 54(22%) 159(63%) 34(14%) 4(2%) 
KES 2501-7500 7(13%) 25(46%) 17(31%) 5(9%) 
KES 7500 7(28%) 11(44%) 7(28%) 0(0%) 
KES 12501 3(19%) 7(44%) 6(38%) 0(0%) 
KES 17501 0(0%} 5(56%) 4(44%) 0(0%) -
Above KES 22500 1(20%) 2(40%) 2(40%) 0(0%) 
Undisclosed 8(24%) 6(18%) 18(53%) 2(6%) -

Permanent residence 
Central 27(16%) 98(57%) 42(25%) 4(2%) 
Eastern 10(16%) 41(66%) 8(13%) 3(5%) 
Nyanza 9(16%) 27(47%) 19(33%) 3(5%) 
Coast 21(55%) 14(37%) 2(5%) 1(3%) 
Western 10(28%) 17(47%) 9(25%) 0(0%) --
Rift valley 2(11%) 11(61%) 5(28%) 0(0%) --

L_ Other regions 1(9%) l_lli;~ - ..l..(ll%1 O(O%J -



I have accepted my illness 
Demographic factors 

I have accepted my illness 
Not at all A little bit/ Quite a bit/ Not 

_ Somewhat very much stated 
~~ J:at.~_gory 0(0%) _ 1(11%) 8(89%) 0(0%) 

1S·2~_y_=~~;a=r.s~-- 2(5%J 11(28%) 26(65%) 1(3%) 

25·3~Ly~ars 4(4%) 15(15%} 78(76%) 5(5%) 
35·44 _y~rs 12(10%) 14(12%) 88(77%) 1(1 %) 

4 5-5 4 y_;;;;e=a r;....;;;s ___ -+-'-7..>..: ( '9:;_0A'-=-o.....,_ ) _--~---"9_,_1 (=12=-0=Yo.....,_ ) -+-=-5..:::..6 C:>..:.7-=5_.:.0A=..~.o )'----+-..:::..3 ('"-' ·4c....:.0A.::...o )~ 
55-64y_ears 4(11%) 5(14%) 25(69%) 2(6%) 
65-74 years 0(0%) 1(7%) 13(93%) 0(0%) 
75 years and above 0(0%) 0(0%) 3(100%) 0(0%) 
Not stated 

Marital status 24(9%) 35(13%) 196(75%) 6(2%) 
Married 3(5%) 10(17%) 42(72%) 3(5%) 
Widowed 1(2%) 6(13%) 39(83%) 1(2%) 
Sinqle 1(4%) 5(21%) 16(67%) 2(8%} 
Divorced 0(0%) 0(0%) 4(100%) 0(0%) 

Not stated 
Tribe 17(10%) 9(5%) 145(83%) 4(2%) 

Kikuy u 3(7%) 4(9% ) 35(80%) 2(5%) 

Coasta l tribes 2(10% ) 4(19% ) 14(67% ) 1(5%) 
Kisii 1(8% ) 1(8% ) 11(85% ) 0(0% ) 
Ka lenji n 0(0% ) 1(9% ) 9(82% ) 1(9%) 
Meru 0(0% ) 0(0% ) 6( 100%) 0(0%) 

r-----E~m~b_u __________ ~0~1 (~10 °~~~,)----r2~:(~1_.:.5 =.J.%_,) __ ~1~1(S5%) 0(0%) 

Others 

Religion =-21=(~:8_:...;0/o:...L,) __ l+-35(13%) [214_l77% 8(3%J 
1---__;_.;Pr....;..o..;...;te=s..;;.;;ta.;..;...;n_:..;t ___ 17(8%) . ill12°/cU_. 70(78%1 2(2%J 

J.---___::;C..::..at::.;..h:..=..o.;.;..l i c;;.._ ____ ---i-=1:...\.. (..:::..5 °.;_:Yo"...L' ) __ 9 ( 41%) 10 ( 4 5%) 2_{_9 %J 

r--~M~us=~"~•m~----~loc~,o~~~o)~-~·1(~2~5~%~,)-~I~3~; (~75~0~~L-) -~Q~%l 
~-___::;O~th~e:;_r _____ ~I-=O:..J..I(=0°~~"...L,) __ ~I1C~1~1~%~,)-~I~8~1(~:8~9°.;..:~"...L'}-~~O(Oo/o) , 



Socioeconomic factors 

I have accepted my illness 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated -
Level of formal educ tlon _ 

I· 
No_formnl edu ton _ 11 (10%) 17(16%) 75(69%) 6(6%) 
Prl!J}~H _e_ducntion . 15(8%) 26(15%) 136(76%) 2-(l 0/~) 
S_c_~_o_ndnr du tion 3{_~ 9(11%) 66(81%) 3-(4°/~S 
re~tlllry~ed_u<;a_tlon 0(0%) 4-(22%) 14(78°/~) 0(0%) 
Not~stated 0(0%) 0(0%) 6(86%) 1(14%) 

O~up~tfon 
Small scale farmer 7(5%) 16(12%)- 10GC79°1~) 5(4%) 
Housewife 18(14%) 20(15%) 89(68%) 3(2%) 
Small scale business 0(0%) 6-(14°/~) 35-(80%) 3(7%) 
Professional 1(3%) 5C15°!~) 2S(82%) O(Q%) 
Skilled employment 1(11%) 1(11%) 7(78%) 0(0%) 
Other 0(0%) 1(8%) 11(85%) f(8%) 
Not stated 2(7%) 7(23%) 21(70%) 0(0%) 

Monthly income 
Less than KES 2500 21(8%) 41(16%) 186(74%) 3(1%) 
KES 2501-7500 2(4%) 7(13%) 39(72%) 6(11%) 
KES 7500 1(4%) 5(20%) 19(76%) 0(0%) 
KES 12501 0(0%) 2(13%) 14-(88%) O(Q%) 
KES 17501 0(0%) 0(0%) 9(100%) 0(0%) 
Above KES 22500 1(20%) 1(20%) 3(60°/~) 0(0%) 
Undisclosed 4(12%) 0(0%) 27(79°/~) 3(9%) 

Permanent residence 
Central 16(9%) 9(5%) 142(83%) 4(2%) 
Eastern 3(5%) 6(10%) 50(81%) 3(5%) 
Nyanza 5(9%) 10(17%) 39(67%) 4(7%) 
Coast 0(0%) 22(58%) 15(39%) 1(3%) -
Western 2(6%) 7(19%) 27(75%) 0(0%) --
Rift valley 2(11%) 2(11%) 14(78%) 0(0%) ·-

I Other regions 1(9%) 0(0%) 10(2.1°/~ O{_O%J -



I am sleeping well 
Demographic factors 

Age category 
1J~::_2~l Years 
25-34 years 
35·44 years 
45-54 v.ears 
55-64 years 
65-74 years 
75 years and above 
Not stated 

Marital status 
Married 
Widowed 
Single 
Divorced 
Not stated 

Tribe 
Kikuyu 
Kamba 
Luo 
Luhva 
Coastal tribes 
Kisii 
Kaleniin 
Meru 
Embu 
Others 

Religion 
I--

Protestant 
Catholic 
Muslim 
Other 

I am sleeping well 
Not at al l A little bit/ Quite a bit/ Not 

Somewhat very_ much stated 

2(22%) 3(33%) 4(44%) 0(0%) 
5(13%) 26_(65%) 8(20%_1 1_(3%_} 
20(20%_)_ 44_(43%) 34(33%) 4_(4%_)_ 
20(17%) 63(55%) 30(26%_)_ 2_(2%1 
13(17%) 46(61%) 14(19%) 2_(_3%1 
7(19%) 20(56%) 8(22%) 1_(3%1 
3(21%) 7(50%) 4(29%) 0_(0%_)_ 
0(0%) 2(67%) 1(33%) 0_(0%} 

43(16%) 142(54%) 69(26%) 7_(3%_} 
15(26%) 28(48%) 14(24%) 1(2%) 
6(13%) 27(57%) 13(28%) 1_(2%_)_ 
5(21%) 12(50%1 6_(25%1 1(4%) 
1(25%) 2(50%1 1125°/<U_ 0(0%) 

27(15%1 98(56%) 47(27%1 3(2%) 
10(23%) 25(57%) 8(18%) 1_(_2°/<U_ 
6(16%) 18(47%) 11(29%) 3_(8%_)_ 
6(18°/<U_ 18(53%) 10i29%_l 0(0%) 
12(32%) 19(51 %) 5_(14%j_ 1(3%) 
5(24%_1 10(48%) 5(24%_} 1_(5%) 
2(15%) 5(38%) 6(46%) 0_(0%1 
0(0%) 6(55%) 4(36%) 1_(9%_} 
0(0%) 5(83%) 1(17%) Oj0%_l 
1(8%) 7(54~ 5(38%) ()_(Q_%J 

45(16%) 149(54°/<U-
--·-- 7_(3% ·--~ 77_(_28%) -

16(18%) 52(58%) 21(23%) W:.Q% 
8(36%) 8(36%1 4__{18%) 2l9% 
1(25%) 2(50%) 1(25%1 .... 0(0%) 



Socioeconomic factors 

I am sleeping well 
Not at all A little bit/ Quite a bit/ Not 

Somewhat verv much stated 
Lev I of for I 

r- duc~_!lon 
Nojormnl cdu_c tlon 23 21%) 57(52%) 26(24%) 3(3%) 
~rlrn~_ry~~on 37(21%) 102(57%) 37(21%) 3(2%) 
Scco11_d_ary_ duca ion 9_(11°~ 38(47%) 31(38%) :374%) 
rcrtiery __ educatlon - 1(6%1 10(56%) 7(39%-) 0(0%) 
No_Ls_tated 0(0%) 4(57%) 2(29%) 1(14%) 

Occupation 
Small scale farmer 25(19%) 66(49%) 38(28%) 5(4%) 
Housewife 32(25%) 79(61%) 17(13%) 2c2%) 
Small scale business 3(7%) 25(57%) 14(32%) 2(5%) 
Professional 2(6%) 16(47%) 16( 4 7°/~) 0(0%) 
Skilled employment 1(11%) 3(33%) 5(56%) 0(0%) 
Other 2(15%) 6(46%) 4(31%) U8°1~f 
Not stated 5(17%) 16(53%) 9-(30%) 0(0%) 

Monthly income 
Less than KES 2500 49(20%) 156(62%) 44(18%) 2c1%) 
KES 2501-7500 8(15%) 23(43%) 18(33°/~ 5(9%) 
KES 7500 4(16%) 13(52%) 8(32%) 0(0%) 
KES 12501 0(0%) 6(38%) 10(63%) 67oo;~Y 

KES 17501 0(0%) 2(22%) 7(78%) 0(0%) 
Above KES 22500 1(20%) 3(60%) il20%) 0(0%) 
Undisclosed 8(24%) 8(24%) 15(44%) 3(9%) 

Permanent residence 
Central 27(16%) 97(57%) 44(26%) 3(2%) 
Eastern 10(16%) 37(60%) 13(21%) 2(3%) 
Nvanza 10-(17%) 26(45%) 18(31%) 4(7%) 
Coast 12(32%) 19(50%) 6(16°/~) 1(3%) 
Western 7(19%) 20(56%) 9(25%) LQ{Qo!~ 
Rift valley 3(17%) 6(33%) 9(50%) 00% 
Other regions 1(9%) 6(55%) 4-{36%) o oo/~ 

.. 



J 

I am enjoying the things I usually do for fun 
Demographic factors 

I am enjoying the things I usually do for fun 
Not at all A little bit/ Quite a bit/ Not 

Somewhat verv much stated 
Age C~9.0I"_Y_ 

18·2·~ vcars 2(22%) 3(33%) 3-(33%) 1(11%) 
25~_4!_ vears 8(20%) 24(60%) 7(18%) 1(3%) 
35-4~~ vears 30@%) 53(52%) 14(14%) 5(5%) 
45-59_y_ears 35(30%) 54(47%) 24(21%) 2(2%) 
55-64_ years 23(31%) 38(51%) 11(15%) 3(4%) 
65-74 years 10(28%) 22(61%) 3(8%) lc3%) 
75 years and above 4(29%) 7(50%) 3(21%) QcO%-) 

Not stated 0(0%) 2(67%) 1(33%) 0(0%) 
Marital status 

Married 78(30%) 131(50%) 44(17%) 8(3%) 
Widowed 18(31%) 28(48%) 9(16%) 3-(5°/~)-

Single 10(21%) 27(57%) 9( 19°/~) 1(2%) 
Divorced 6(25%) 14(58%) 3(13%) 1(4%) 
Not stated 0(0%) 3(75%) 1(25°/~) 0(0%) 

Tribe 
Kikuyu 39(22%) 94(54%) 38(22%) 4(2%) 
Kamba 10(23%) 26(59%) 6(14%) 2(5%) 
Luo 17(45%) 16(42%) 1(3%) 4(11%) 
Luhya 9(26%) 20(59%) 5(15%) O(Q%) 
Coastal tribes 26(70%) 9(24%) 1(3%) 1(3%) 
Kisii 5(24%) 12(57%) 3(14%) 1(5%) 
Kaleniin 2(15%) 8(62%) 3(23%) o(oo;;) 
Meru 0(0%) 6(55%) 4(36%) f(9o/2.) -
Embu 0(0%) 6(100%) O(Q%) O(O%) 
Others 3(23%) 6(46%) 4(31%) - f-o.@%1 _ 

Religion 
10(4%)-Protestant 69(25%) 155(56%) 44(16%) 

Catholic 31(34%) 38(42%) 20-(22%) 1(1°/~ 
Muslim 11(50%) 8(36%) 1 1(5%) 2(9%) -

Other 1(25°/;) 2(50%) l 1(25°/;) 0(9%) 



Socioeconomic factors 

I am enjoying the things I usually do for fun 
Not at all A little bit/ Quite a bit/ Not 

Somewhat very much stated 
Lev I of for I 

due tl n 
- No formal educ_a_tlon 4 1(38%) 51(47%) 12(11%) 5(5%) 

Prim r _education 49(_2~- 98(55%) 28(16%) 4(2%) 
S n 
educ~.tlon 18(22%) 40(49%) 20(25%) 3(4%) 
rertiary education 4(22%) 10(56%) 4(22%) 0(0%) 
Not stated 0(0%) 4(57%) 2(29%) 1(14%) 

Occupation 
Small scale farmer 36(27%) 64(48%) 28(21%) 6(4%) 
Housewife 43(33%) 79(61%) 5(4%) 3(2%) 
Small scale business 14(32%) 14(32%) 14(32%) 2(5%) 
Professional 7(21%) 18(53%) 9(26%) 0(0%) 
Skilled employment 2(22%) 4(44%) 3(33%) 0(0%) 
Other 4(31%} 6(46%) 2(15%) 1(8%) 
Not stated 6(20%) 18(60%) 5(17%) 1(3%) 

Monthly income 
Less than KES 2500 78(31%) 143(57%) 27(11%) 3(1%) 
KES 2501-7500 10(19%) 25(46%) 14(26%) 5(9%) 
KES 7500 6(24%) 11(44%) 8(32%) 0(0%) 
KES 12501 4(25%) 7(44%) 5(31%) 0(0%) 
KES 17501 0(0%) 5(56%) 4(44%) 0(0%) 
Above KES 22500 2(40%) 2(40%) 1(20%) 0(0%) 
Undisclosed 12(35%) 10(29%) 7(21%) 5(15% ) 

Permanent residence 
Central 39(23%) 91(53%) 37(22%) 4(2% ) 
Eastern 10(16%) 39(63%) 10(16% ) 3(5% ) '-
Nyanza 20(34% ) 27(47% ) 6(10% ) - 2._(_9 0/!U_ 
Coast 26(68% ) 1 0 ( 26°/.Q}_~ 1(3% ) 1{?%) -
Western 11(3 1%) 21 58% ~10~t?_) 0_{.0%) 
Rift valley 3(17%} 10(56%) 5( 28% ) l-Q_(Qo;u_ 
Other reg ions : 3( 27%) 15(45%} _I 3 (_27%J_ 0 0% ,_ 



I am content with the quality of my life right now 
Demographic factors 

I am content with the quality of my life right 
now 
Not at all A little bit/ Quite a bit/ Not 

Somewhat verv much stated 
Age ca~gory 

18·24 years 1(11%) 4(44%) 4(44%) 0(0%) 
25·34 years 9(23%) 23(58%) 7(18%) 1(3%) 
35·44 years 25(25%) 53(52%) 19(19%) 5(5%) 
_45-54 years 32(28%) 55(48%) 27(23%) 1(1%) 
55-64 years 20(27%) 39(52%) 13(17%) :3(4%) 
65-74 years 10(28%) 17(47%) 8(22%) 1(3%) 
75 years and above 3(21%) 8(57%) 3(21%) 0(0%) 
Not stated 0(0%) 2(67%) 1(33%) 0(0%) 

Marital status 
Married 67(26%) 141(54%) 4i(18%) 6(2%) 
Widowed 20(34%) 21(36%) 14-(24%) 3(5%) 
Sinqle 6(13%) 27(57%) 13(28%) 1(2%) 
Divorced 7(29%) 10(42%) 6(25%) 1(4%) 
Not stated 0(0%) 2(50%) 2(50%) 0(0%) 

Tribe 
Kikuyu 36(21%) 96(55%) 40(23%) 3(2%) 
Kamba 8(18%) 26(59%) 8(18%) US%) 
Luo 14(37%) 15(39%) 6-(16%) 3(8%) 
Luhva 11(32%) 19(56%) 4(12%) 0(0%) 
Coastal tribes 19(51%) 12(32%) 5(14%) f(3%) 
Kisii 6(29%) 10(48%) 4(19%) {(S%) 
Kaleniin 3(23%) 4(31%) 6C46%) O(O%) 
Meru 0(0%) 8(73%) 2(18%) 1(9%) 
Embu 0(0%)- 4(67%) 2(33%) 0(0%) ·-
Others 2(15%) 7(54%) 4(31%) 0~ -

Religion 
-~ -Protestant i 63(23%) 150(54%) 57(21 %) -- 8 3°/~ -

t---
Catholic 26(29%) 40(44%) 23tf6%J -~(1 °/qj_ _ 
Muslim 10(45%) 9(41%) 1(5~ - 2(9%,_ 
Other 1 1(25%) 2(50%) 1(25%) o(oo;;)_ 



Socioeconomic factors 

I am content with the quality of my life 
right now 
Not at all A little bit/ Quite a bit/ Not 

Somewhat verv much stated -- -
Level of o I due t lon 

No formal CdLL~'ltlon 35(32%) -51(47%) 18(17%) 5(5%) 
Pr lrm-lr]'_e_d_u~_a_tlon 46(26%)_ 100(56%) 31(17%) 2(1%) 
Sccon_d_tli"Y __ education 15(.12_%1 37(46%) 26-(32%) 3(4%) 

J'er:lia_ty_educatlon 4(22%) 9(50%) 5(28%) 0(0%) 
Not~_ta_ted 0(0%) 4(57%) 2(29%) 1(14%) 

Occupation 
Small scale farmer 32(24%) 63(47%) 34(25%) 5(4%) 
Housewife 41(32°/~) 76(58%) 10f8°/~) 3(2%) 
Small scale business 11(25%) 17(39%) 14(32%) 2(5%) 
Professional 5(15%) 17(50%) 12(35%) 0-(0%) 

Skilled employment 2(22%) 5(56%) i(22%) 0(0%) 
Other 2(15%) 4(31%) 6(46%) 1(8%) 
Not st ated 7(23%) 19(63%) 4(13%) 0(0%) 

Monthly income 
Less than KES 2500 66(26%) 146(58%) 36(14%) 3(1%) 
KES 2501-7500 11(20%) 22(41%) 16(30%) 5(9%) 
KES 7500 8(32%) 9(36%) 8(32%) 0(0% ) 
KES 12501 2(13%) 9(56%) 5(31 % ) 0(0% ) 
KES 17501 0(0%) 5(56%) 4(44% ) 0(0% ) 
Above KES 22500 2(40% ) 1(20%) 2(40% ) 0-(0 % ) 

Und isclosed 11(32% ) 9(26% ) 11(3 2%) 3-(9 %) 

Permanent residence 
Centra l 35(20% ) 93(54% ) 40(23%) 3(2%) 
Eastern 8 (13% ) 39(63%) 12-{1 9% ) 3(5%) 
Nyanza 17(29%) 25(4 3%) 12(21%) 4(7%) 
Coast 19 (50%) 13(34%) 5(13%) 1-(3°/~) 

Western 14(39%) 18(50%) 4(11%) O(O%) . 

I Rift vallev 4(22%) 7(39%) _I 7(39%) !Jli_Qo;£.)_ 
3(27%) 6(55%) 

- 6(o%) Other reqions 2(18°/<U._ 



Form serial No. __ _ 

APP N INTERVIEW GUIDE 

INT RVI W CH UL FOR MEASUREMENT OF QUALITY OF LIFE OF 
WOM N W TH G NA COLOGICAL OR BREAST CANCER 

Int r I ewer's name ..................................................... I would like to ask you a few 
questions regarding yourself and the condition you are suffering from if you will 
allow me. Any information you give me will be treated confidentially. 

a).DEMOGRAPHIC DATA 

1. Your Age D years (specify exact age) 

2. Ethnic group (Tribe) 

3. Home District D 

4. Marital Status 

0 Single 0 Married 

0hers (specify) __ _ 

0 Divorced 0 Widowed 

5. Number of children 

0 None O- 2 0 3 - 4 0 5 - 6 0 Above 6 

6. Age of the eldest child Dyears 

7. Age of the youngest child Os 

8. Education level 

0 one 0 P imary 0 Secondary 0 rtiary 

9. Occup lon: 

orm 
10. 



11. Total income per month 

D Less than 2,500 2,50Q 7,500 

7,5oo - 12,{) t2,5oo - 17,5oo D 
- 22,500 0 Above 22,500 0 

ur o Income 

Non from self 

0 Spouse/partner 

13. Religion 

0 Catholic 

D Muslim 

D Self alone 

D Collective from all 

D Protestant 

D Other 

14. With whom are you currently living? 

Ale(] Spouse/pQner 

17,500 

D Son/son in-law D Daughter/daughter in-law 

D Friend D Others (specify) ___ _ 

Disease and treatment related data (from patient's records) 

Diagnosis _________ _ 

Stage of disease (FIGO) _________ _ 

Treatment: 

Surgery _______ _ Dates--------
Surgery and radiotherapy _____ Dates. ________ _ 

Radiotherapy Dates. _______ _ 

Chemotherapy Dates. ________ _ 

Palliative care Dates. ________ _ 

Other (specify) Dates. _______ _ 



Form serial No .. __ _ 

r am kindly requesting you to e plain to me your personal experiences and 

feelings, in th I t 2 w eks, with regard to the following: 

1. Your / und r t ndlng of the term "quality of life". 

ot w 11 -belng I enjoyment of life 
I to do things one is used to doing for the self and others 

No h ving undue worries 
B lng healthy I enjoying life. 

2. How this illness has affected the state of your body: 

Fatigue; appetite changes; aches or pain; sleep changes; 
constipation; menstrual changes; weight loss; tolerance to food; 

Body complexion or hair changes; muscle bulk I body shape changes. 

3. How this illness has affected: 

i) your own self care 
ii) motivation to work 
iii) time away from work 
iv) productivity of work 
v) quality of work. 

4. Your body's state of wellbeing. 

5. Your views on: 

i) how well you cope with the disease 
ii) how good your quality of life is 
iii) how much happiness you feel 
iv) how much you feel you are in control of things in your life 
v) how satisfying your life is 
vi) how much you can concentrate or remember things 
vii) how useful you feel 
viii) how much the disease has caused changes in your appearance 
ix) how much the disease has caused changes in the way you see 

yourself (self concept). 



Form serial No. ---

I am kindly requesting you to explain to me your personal experiences and 

feelings, in the last 2 weeks, with regard to the following: 

1. Your m nin l und rstandlng of the term "quality of life". 

of w 11 -being I enjoyment of life 
tn bl o do things one is used to doing for the self and others 

No having undue worries 
Bemg healthy I enjoying life. 

2. How this illness has affected the state of your body: 

Fatigue; appetite changes; aches or pain; sleep changes; 
constipation; menstrual changes; weight loss; tolerance to food; 

Body complexion or hair changes; muscle bulk 1 body shape changes. 

3. How this illness has affected: 

i) your own self care 
ii) motivation to work 
iii) time away from work 
iv) productivity of work 
v) quality of work. 

4. Your body's state of wellbeing. 

5. Your views on: 

i) how well you cope with the disease 
ii) how good your quality of life is 
iii) how much happiness you feel 
iv) how much you feel you are in control of things in your life 
v) how satisfying your life is 
vi) how much you can concentrate or remember things 
vii) how useful you feel 
viii) how much the disease has caused changes in your appearance 
ix) how much the disease has caused changes in the way you see 

yourself (self concept). 



6. Your reaction to: 

i) being told the diagnosis of this illness 
ii) surgery I operations for this disease 
iii) chemotherapy treatment being completed 
iv) the initial radiotherapy treatment 
v) stoppln ch motherapy I cytotoxic dugs. 

7. Your t u on: 

I) ho nxious you feel 
l1) ho depressed you feel 
Ill) how fearful you are of: 

a) future diagnostic tests 
b) a cancer in general 
c) recurrence of your cancer 
d) spreading of your cancer. 

8. The influence of this disease on: 

i) members of your family 
ii) the support you get from others to enable you meet your 

needs 
iii) your personal relationships like, with your husband/partner 
iv) your sexuality. 

9. How this illness has affected the care of your family. 

lO.How this illness has affected your financial status. 

ll.How this illness has affected your ability to: 

i) maintain your house clean 
ii) perform household chores 
iii) prepare meals 
iv) have leisure time activities. 

12.What you or others think is the cause of this disease and how it should be 
managed. 

13.How important I relevant to you are: 

i) participation in religious activities (such as praying) 
ii) reading I listening to the word of God and thinking about it. 



14.Your views and reflections on how much: 
a) Your spiritual life has changed as a result of this disease 
b) The illness has made positive changes in your life 
c) You feel there is a purpose for being alive 
d) Hope you feel. 

lS.Your ov rail qu llty of llf . 

16.How your ultur or r dl ion has Influenced your state of disease 

17. 1 h r ol o cui ur nd tradition with regard to this disease or others like it. 

l .P r h p ou can tell me what else you feel you wish to let me know which we 
m y have left out during this talk _________ _ 



Serial No...... ......... . . . . . .. Hospital No ... . ..... ............. . Date of 
interview . .. ... .......... ......... . 

APPENDIX III: FUNCTIONAL ASSESSMENT OF CANCER THERAPY 

(FACT) 

,'t h; nk nt~ that other people with your illness have said are important. 

1 p r line, please indicate how true each statement has been for 

Not at A little Some Quite Very 
all bit -what a bit much 

l ha' e a lack of energy 0 2 3 4 

l ha\e nau ea 0 2 3 4 

liPl Becau e of my physical condition, I have trouble 

meeting the needs of my family 0 1 2 3 4 

GN I have pain 0 I 2 3 4 

GP~ I am bothered by side effects of treatment 0 2 3 4 

GP6 I feel ill 0 2 3 4 

GP; I am forced to spend time in bed .................. 0 2 3 4 

SOCIALIF AMIL Y WELL-BEING Not A little Some- Quite Very 
at all bit what a bit much 

Gsl I feel close to my friends 0 2 3 4 

GS1 I get emotional support from my family 0 2 3 4 

Gsl I get support from my friends 0 2 3 4 

M family has accepted my illness 0 2 3 4 

s I am satisfied with famil communication about my 

illne 0 2 3 4 

I feel lo e to my partn r (or the per on' ho i m 

mam upport) 0 2 3 4 

Ql Regardle s of your current le,·el of se"Kual activity, plea ·e 

answer th following quescr If you prefer not to an wer 

it, pie ch ck thi box and go to then xt ction 

I m ti ft d "ith my .·life 0 I 2 4 



Serial No............... .. .. ... Hospital No ................ ...... . Date of 
interview ........................ .. 

By circling one (1 numb r p~.:r lin , plea e indicate how true each statement has been for 

you during the p t 7 

Not at A little Some Quite Very 
all bit -what a bit much 

I I'· I ·ad 0 2 3 4 

l am · ti :fied' ith how I am coping with my illness 0 2 3 4 

., lam lo ing hope in the fight against my illness 0 2 3 4 

GE~ I feel ner ous 0 2 3 4 

GE5 I '' orry about dying 0 2 3 4 

GE6 I worry that my condition will get worse 0 2 3 4 

FUNCTIONAL WELL-BEING Not at A Some- Quite Very 
all little what a bit much 

bit 

I am able to work (include work at home) 0 1 2 3 4 

cr- M ' ork (include work at home) is fulfilling 0 2 3 4 

I am able to enjoy life 0 2 3 4 

~ I have accepted m illne 0 2 3 4 

I am le ping well 0 2 3 4 

m enjo) ing the thing I u uall · do for fun 2 4 

m ntcnt '' ith th quality of my lit right nm' 0 2 4 



Serial No............... . . . . . .. Hospital No ..... ................. . Date of 
interview ......................... . 

FACT-B ADDITI 

numt ~o.'r f 'r lin~!, please indicate how true each statement has been for 

Ia s. 

· ·ri tl >............... .. .. ... llospital No ..................... .. Date of 

illtl"l\'i ,, ..•.••••••••••••...... .... 

Not at A little Some- Quite Very 
all bit what a bit much 

81 I ha\e been short of breath 0 2 3 4 

82 I am self-conscious about the way I dress 0 2 3 4 

83 One or both of my arms are swollen or tender 0 2 3 4 

8-1 I feel sexually attractive 0 2 3 4 

85 I am bothered by hair loss 0 2 3 4 

86 I worry that other members of my family might 
someday get the same illness I have 0 2 3 4 

87 I' orry about the effect of stress on my illness 0 2 3 4 

8ll I am bothered by a change in weight 0 2 3 4 

B I am able to feel like a' oman 0 2 3 4 

P2 I have certain part of my bod \ here I experienc 

ignificant pain 0 2 3 4 



Serial No...................... Hospital No ...................... . Date of 

interview ... . . . ................... . 

FACT-Cx ADDITI 

l numl r p r line, please indicate how true each statement has been for 

.I I 7 Jn ' 
-'--'--'-"-"'"~-""'"--"" 

Not A Some- Quite Very 
at all little what a bit much 

bit 

l am bothered by discharge or bleeding from my 0 I 2 3 4 

vagina 

c'" I am bothered by odor coming from my vagina 0 2 3 4 

C'\.3 I am afraid to have sex 0 2 3 4 

84 I I feel sexually attractive 0 2 3 4 

c,4 My vagina feels too narrow or short 0 2 3 4 

8\fT I have concerns about my ability to have children 0 2 3 4 

cu I am afraid the treatment may harm my body 0 2 3 4 

Bl4 I am interested in sex 0 2 3 4 

C7 I like the appearance ofm} body 0 2 3 4 

I am bothered by con tipation 0 2 3 4 

I have a good app tit 0 2 3 4 

I have troubl controlling my urine 2 3 4 

It burn \\hen I uri nat 0 2 4 

I h ' di om fort "h n I urinate 0 2 4 

J Ill bl to e t the [! th t I lik 0 2 



Serial No............... . . .. . .. Hospital No ....... ..... ..... ... .. . Date of 

interview ......................... . 

FACT-O ADDITIO ' 

1 numb~.:r p r lin~, please indicate how true each statement has been for 

=;..;.;.;•~~r...:.;.;....:.....~oo 1 \ S, 

, '·n·tl N 1.,.. ........... .. .. . .. llosp ital No ..................... .. Date of 

Ill\ 'fVI '\\ ......................... . 

Not at A little Some- Quite Very 
all bit what a bit much 

I have swelling in my stomach area 0 1 2 3 4 

C:! I am losing weight 0 2 3 4 

C3 I have control of my bowels 0 2 3 4 

m I have been vomiting 0 2 3 4 

85 I am bothered by hair Joss 0 2 3 4 

C6 I have a good appetite 0 2 3 4 

C7 I like the appearance of my body 0 2 3 4 

8\IT5 I am able to get around by myself 0 2 3 4 

89 I am able to feel like a woman 0 2 3 4 

0) I ha e cramps in my stomach area 0 2 3 4 

8U l am intere ted in ex 0 2 3 4 

l ha e on ern about my abilit) to ha e 0 2 3 4 

hildr n 



Serial No........... .... . . . . . .. Hospital No ...................... . Date of 

interview ......................... . 

FACT-En ADDITI 

C'ERNS Not at A little Some- Quite Very 
all bit what a bit much 

Ul 1 ha\e \\elling in my stomach area 0 2 3 4 

u• l ha\ e cramps in my stomach area 0 2 3 4 

Hep I have discomfort or pain in my stomach area 0 2 3 4 

I have vaginal bleeding or spotting 0 2 3 4 

ES-1 I have vaginal discharge 0 2 3 4 

Hep I am unhappy about a change in my appearance 0 2 3 4 
I 

ESl I have hot flashes 0 2 3 4 

ES2 I ha e cold sweats 0 2 3 4 

ESJ I have night sweats 0 2 3 4 

Hl7 I feel fatigued 0 2 3 4 

I have pain or discomfort with intercour e 0 2 3 4 

l have trouble dige ting food 0 2 4 

l ha\ b en hort of br ath 0 2 3 4 

I am bother d by on tipation 0 2 3 

I urin tc more frcqu ntly th. n u ual 2 4 

I h ' di om rt or p in in m) hi rc 0 2 4 



Serial No.......... . .... . . . . . .. Ho pita I No ........... ...... ..... . Date of 

interview ........... ......... ..... . 

FACIT-F ADDITI 

numb r p r lin~!, please indicate how true each statement has been for 

Ia 

Not A Some Quite Very 
at all little -what a bit much 

bit 

l feel fatigued 0 I 2 3 4 

HI I feel \\eak all over 0 2 3 4 
(; 

I feel listless ("washed out") 0 2 3 4 

·""" I feel tired 0 2 3 4 

An3 I ha e trouble starting things because I am tired 0 2 3 4 

An-I I ha e trouble finishing things because I am tired 0 2 3 4 

.w I have energy 0 2 3 4 

..\117 I am able to do my usual activities 0 2 3 4 

I need to sleep during the day 0 2 3 4 

"" I am too tired to eat 0 2 3 4 
12 

All I need help doing my usual acti itie 0 2 3 4 

·~ 
I am fru trated by being too t1red to do the thing 
I w nt to do 0 2 3 4 

I ha\e to limit m · ial a tivity be au I am tired 0 2 3 4 



Serial No................ . ..... Hospital No ...................... . Date of 

interview ......................... . 

FACIT-Pal ADDITI \L 

r lin~;, plea c indicate how true each statement has been for 

Not at A Some- Quite Very 
all little what a bit much 

bit 

l maintain contact with my friends 0 I 2 3 4 

l ha\e famil members who will take on my responsibilities 0 2 3 4 

PAU I feel that my family appreciates me 0 2 3 4 

PAL4 I feel like a burden to my family 0 2 3 4 

Bl I ha e been short of breath 0 2 3 4 

PALS I am constipated 0 2 3 4 

c~ I am losing weight 0 2 3 4 

m I have been vomiting 0 2 3 4 

HL6 I have swelling in parts of my body 0 2 3 4 

P.~~ My mouth and throat are dry 0 2 3 4 

llf7 I feel independent 0 2 3 4 

PAL& I feel useful 0 2 3 4 

PAL9 I make each day count 0 2 3 4 

PALl I ha e peace of mind 0 2 3 4 

I feel hopeful 0 2 3 4 

I am able to make deci ion 0 2 4 

1y thinking i clear 0 2 

n ble tore on ile (m k pea c) ith oth r 
0 2 

to o nly di u my ith th pi 



Serial No............... .. .. ... Ho pita! No ...................... . Date of 

interview ......................... . 

FAACT ADDITI 

1 numllr tu· lin~.:, please indicate how true each statement has been for 

Ll s 

Not at A Some- Quite Very 
all little what a bit much 

bit 

1 ha\e a good appetite 0 I 2 3 4 

~CT The amount I eat is sufficient to meet my needs 0 2 3 4 
I 

A('T I am worried about my weight 0 2 3 4 
: 

A('T Most food tastes unpleasant to me 0 2 3 4 
3 

A('T I am concerned about how thin I look 0 2 3 4 
~ 

A('T My interest in food drops as soon as I try to eat 0 2 3 4 
6 

A('T I have difficulty eating rich or "heavy" foods 0 2 3 4 
7 

ArT My family or friends are pressuring me to eat 0 2 3 4 
9 

02 I have been vomiting 0 2 3 4 

When I eat, I eem to get full quicklyO 0 2 3 4 

I have pain in my tomach area 0 2 3 4 

1y g n ral health i 0 2 3 4 



Serial No..... ......... ........ Hospital No ...................... . Date of 

interview ......................... . 

FACIT-Sp-Ex 
Below is a list of t t ment th t othc.;r people with your illness have said are important. 

By 
circling on (1 , pl!..!a c indicate how true each statement has been for 

you durin • 1h 

I r I p a eful 

l ha\ e a rea on for living 

1) life has been productive 

I have trouble feeling peace of mind 

I feel a sense of purpose in my life 

I am able to reach down deep into myself for comfort 

I feel a sense of harmony within myself 

My life lacks meaning and purpose 

p9 I I find comfort in my faith or spiritual beliefs 

plo I find strength in my faith or spiritual beliefs 

My illness has strengthened my faith or spiritual beliefs 

I knov that vvhatever happens with my illness, things 

v ill be okay 

I feel connected to a higher power (or God) 

I feel connected to other people 

I feel loved 

I feel lo e for other 

n I am able to forgive other for any harm the ha e er 

au ed me 

I eel forgi,· n for an} harm I may hav ver au d 

Throughout the our of my day, I fc of 

th nkfuln for my life 

of 

n tur 

i n r th in th di 1 uhi th 

71 

Not 
at all 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

A Some- Quite 
little what a bit 
bit 
1 2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 

2 

2 

2 

2 

Very 
much 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 



Serial No............... . . .. . .. Hospital No ...................... . Date of 

interview ......................... . 

FACIT-TS-G 
Please evaluate )OUr . p rien c.: n thi treatment: 

< ur tn.:atmcnt, please answer the questions the best you can. All of 

()1\ lid •ntial. 

PI·• Ill II k '11 n \\cr for each ofthe following questions. 

TSJ 

TS-1 

ompared to \ hat you expected, how do you 

rate the effecti eness of the treatment so far? 

Compared to what you expected, how do you 

rate the side effects of treatment so far? 

Did your doctor(s) help you evaluate the 

effects of your treatment so far? 

Do you feel ou received the treatment that 

was right for you? 

Are you atisfied with the effects ofthi 

treatment so far? 

n) m nt 

A lot 
worse 

0 

0 

No, not 
at all 

0 

0 

0 

A little About A little A lot 

worse the better better 
same 

2 3 4 

2 3 4 

Yes, to Yes, for Yes, 

some the most completely 

extent part 

2 3 

2 3 

2 3 



Serial No...................... Hospital No ...................... . Date of 

interview ......................... . 

FACIT-T -P 

'I hes que ti n~ tr~ .tl ut th~: quality of the health care services you are currently receiving. All 

"I II l k rt '011 fidcntial. 

Ytl\11 lJ iui m m.n r fer to your last visit or to several visits. 

PI 1 111 trk ne to choose the visit(s) you would like to rate: 

1) mo t recent visit ...................... . 

e\eral of my most recent visits ........ .. 

f)' experience in general ................ . 

2 

3 

D 
D 
D 

Please mark one answer for each of the following questions. 

No, not 
at all 

Explanation~ 

Did your doctor(s) give explanations that you 
could understand? 0 

TS Did your doctor(s) explain the po ible benefit 
10 

of ·our treatment? 0 

ible~ 

0 

ou ha\e an opportunity to a k 
qu tion ? ... 

Yes, but Yes, Yes, and 

not as almost as as much 

much as I much as I asl 

wanted wanted wanted 

2 3 

2 3 

2 

2 



Interpersonal 

Did you get to a) the thing that ' re 
important to you? 

ho g nuinc concern for 

0 

0 

0 

2 3 

2 3 

2 3 



Serial No............ ... .. .. ... Hospital No ...................... . Date of 

interview ......................... . 

No, Yes, but Yes, Yes, and as 

not at not as almost as much as I 

all much as much as I wanted 

I wanted wanted 

em to understand your 0 2 3 

id ' u feel that the treatment staff worked 

t gether to\\ ards the same goal? 0 2 3 

\\ere) ou able to talk to your doctor(s) when 

1 
)OU needed to? 0 2 3 

TS Did the treatment staff discuss how your health 
19 

and treatment may affect your normal work 

(including housework)? 0 2 3 

TS Did the treatment staff discuss how your health 
~0 and treatment may affect your normal daily 0 2 3 

activities? 

TS Did the treatment staff discuss how your health 
21 

and treatment may affect your personal 0 2 3 

relationships? 

TS Did the treatment staff discuss how your health 
~ and treatment may affect you emotionally? 0 2 3 



Technical Quality 

TS Did you feel your do tor( ) hnd xp rience 
23 treating your illne ? 0 2 3 

'IS 
24 0 2 3 

1.1ff thorough in examining 
0 2 3 

erial . o .. . .. . . . . . . . . .. .. ... Hospital No ...................... . Date of 

inten Je\\ .......... ... ...... ... ... . 

No, Yes, but Yes, almost as Yes, and 

not at not as much as I as much 

all much as wanted 
as I 

Decision-making 
wanted 

I wanted 

TS Did your doctor(s) discuss other treatments, 
~6 

for example, alternative medicine or new 0 2 3 

treatments? 

TS Were you encouraged to participate in 
:7 

decisions about your health care? 0 2 3 

n; Did you have enough time to make decisions 
: I about your health care? 0 2 3 

TS Did :you ha e enough information to make 
29 

de i ion about your health care? 0 2 3 

TS Did your do tor( ) em tore p t your 

opinion ? 0 2 3 

n ti n th t ou 
2 

nuinc on m for 0 

rn t un ur 0 2 



No, not Yes, to Yes, for Yes, 

Trust at all some the most completely 

extent part 

TS Did you fe I that th trt: tmt:nt.t fTnnwcred 
H your question h nc~tl. 0 2 3 

Did tlu: tr • llfllc nt t,lff r p t your privacy? 0 2 3 

iu )u h ' c nfidencc in your doctor(s)? 0 2 3 

td' u tru t our doctor(s)' suggestions for 
0 2 3 

... 77 



Serial No.................. .... Hospital No ...................... . Date of 

interview ......................... . 

Overall No Maybe Yes 

Would y u r ' mm\:n I this -lini or office to 

oth ·rs 0 2 

Would thi linic or office again? 0 2 

\era II Poor Fair Good Very Good Excellent 

u Ho\\ do you rate the care you received? 0 2 3 4 

Thank you! Do you have any comments? 



APPENDIX IV: PATIENT CONSENT FORM 

T DY N WOMEN WHO ARE ILL WITH SIMILAR 

HU ~M W MEN WITH THESE DISEASES MAY HAVE 

BU N N Ill I 1. Ill! I C UNTRIE IN TilE WORLD, THIS IS NOT THE CASE IN 

H ' tt•'\ . It I I R PURPO ES OF UNDERSTANDING THE VIEWS HELD BY 

WO 11 \\II II lliT. ST 'ONDITIONS TIIAT A STUDY LIKE THIS IS INTENDED AND 

I I I I l I· T I I· R YOUR PARTICIPATION. YOUR VIEWS WOULD 

F II 11 \II Bh 1 f~R DERSTANDING AND MANAGEMENT OF WOMEN WITH A 

I Ill R l . TH INCERE AND CORRECT INFORMATION YOU GIVE US 

\\ ll L H LP I GIVING APPROPRIATE ADVICE TO HEALTH CARE PLANNERS 

D PROYIDER 0 HOW BEST TO DELIVER SERVICES NEEDED BY WOMEN 

\\ ITH I liLAR DISEASE LIKE YOURS. THE INFORMATION WOULD ALSO HELP 

I DE IG I G COMMUNITY EDUCATION PROGRAMMES IN ORDER TO ENHANCE 

THEIR r 'DERSTA DING OF THE DISEASE AND MANAGEMENT OF PATIENTS 

HA I G THE DISEASE. THE INFORMATION YOU GIVE US WILL HOWEVER BE 

TRE TED WITH STRICT CONFIDENTIALITY. 

~ E INTEND TO ASK YOU SOME QUESTIONS AND TAPE RECORD OUR 

CO ERSATIO WITH YOU. WE WOULD ALSO LIKE TO ASK YOU TO CHECK TH 

CORRECT A SWERS TO SOME SET QUESTIONS. 

I CASE YO DECLINE TO OFFER INFORMATION, YOU WILL NOT BE VICTIM! D 

I ANY WAY. HE CE NONE OF YOUR RIGHTS AS A PATIENT WILL BED NIED BY 

PARTICIPATI G OR NOT PARTICIPATING IN THI TUDY. 

IMILAR MEE1 I OS WITH YOU I THE FUTURE WILL BE CHEDUL D. 

I HA E DER TOOD THE EXPLA ATIO GI T M R · AR I G MY 

PARTICIPATIO I THI T DY, A D WILLI GLY WANT T PART! IP T ·. 

T R _________ TH MB PRI 

D\T ~---------

I liP _____ _ 

D L ________ _ 



APPENDIX V: TIME SCHEDULE 

DATES A TIVITIES 

I MAY 0 - MARCH OS 

u A - UN OS 

Ill JUL OS-JUNE 07 

IV JULY 07- DEC 07 

TOTAL 4 YEARS 

Proposal Preparation 

Proposal Submission for Approval and 

Registration. 

Data Collection, Processing and Analysis 

Write up the Report 



APPENDIX VI: BUDGET 

STATIONARY, SUPPLIES AND EQUIPMENT 

Photocopying paper 40 reams @500/= 

Ruled Pap r 20 reams @400/= 

B II p n 100 pieces @20/= 

P nell H 100 pieces @25/= 

Rubb r 40 pieces @30/= 

Rul r 40 pieces @ 20/= 

No Book 40 pieces @ 50/= 

El c ronic calculators 8 pieces @ 1,000/= 

Transparencies 200 pieces @ 35/= 

20,000 
8,000 
2,000 
2,500 
1,200 

800 
2,000 
8,000 
7,000 

Computer desk top plus accessories 250,000 

ub t tal 301,500 

DATA COLLECTION 

Travelling and Accommodation 
Accommodation/Subsistence Allowance 

Principal Investigator @3,750/=X12X7 

Assistants @3,000 X16 X 24 months 

Travelling 
Principal Investigator 11,000 X 12 

DATA ANALYSIS 

Analyst @10,000 X 10 days 

Secretary I Typist @ 18,000 X 5 months 

Photocopying and Binding of report (10 copies) 

Sub total 

Grand Total 

+ 10°/o Contingencies 

@ 76/= per dollar 

= 315,000 
=1152,000 

= 132,000 

= 100,000 
= 90,000 

= 20,000 

1809,000 

2,110,500 

= 2,321,550 

= US$ 30,547 



APPENDIX VII: PERFORMANCE SCALE (ECOG AND KARNOFSKV) 

ECOG KARNOFSKY 

0 Fully activ , 
on II pr dl 
without r rl 

o c rry 
rformance 

1 R rl In phy 1cally 
tr nuou c 1vi y but 
mbul ory and able to carry 

out work of a light or 
sedentary nature, e.g. light 
housework, office work. 

2 Ambulatory and capable of all 
self care but unable to carry 
out any work activities; up 
and about more than 50% of 
waking hours. 

3 Capable of limited self-care 
confined to bed or chair more 
than 50% if waking hours. 

4 Completely disabled; cannot 
carry on self-care; totally 
confined to bed or chair. 

5 Dead 

100% Normal, no complaints, 
no evidence of disease 

90% Able to carry on normal 
activity; minor signs or 
symptoms of disease. 

80% Normal activity with effort 
some signs or symptoms of 
disease. 

70% Cares for self; unable to 
do normal activity or to do 
active work. 

60% Requires occasional 
assistance, but is mostly able 
to care for himself. 

50% Requires considerable 
assistance and frequent medical care. 

40% Disabled, requires special 

care and assistance. 

30% Severely disabled, 
hospitalisation indicated; 
death not imminent. 

20°/o Very sick, hospitalisation 
necessary active supportive 
treatment necessary. 

10°/o orlbund, atal proc s, 

progr lng r pldly. 

0°/o 0 d . 

.. 


