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Factors Associated with Delay of Breast Cancer Diagnosis among Palestinian Women
Who Are Treated at Beit Jala Governmental Hospital

Prepared by: Abdel Naser Mahmoud Hasan Badawi
Supervisor: Dr. Sumaya Y. Sayej

Abstract:

Introduction: Breast cancer is the most common cancer in women and the sole greatest
cancer killer among women across the globe; Breast cancer is also the most common cause
of cancer death among women there were 522 thousand deaths in 2012. Breast cancer
comes in the first place of cancer among Palestinian women, which has amounted to
(35.4%) of total cancer cases in 2013, most of these women seeking medical attention in

late stage.

Objectives: To determine if there is any delay of BC diagnosis among targeted women. To
assess all possible factors/barriers associated with delay of breast cancer diagnosis. To
identify the relationship between, socio demographic status, health seeking behavior,
family history, type of initial symptoms and patient delay. To identify the relationship

between the stage of breast cancer; tumor size and the delay of diagnosis.

methodology: A cross sectional study conducted among 194 Palestinian women with
confirm breast cancer at any age, sample was selected from the Biet Jala Government
Hospital, at day care ward, outpatient clinics. A face to face interview using a structured
questionnaire. Which included demographic data, patient and family health history, breast
screening and periodic follow-up to detect breast cancer, initial symptoms of breast cancer,
the way it was discovered, the reason of diagnosis delay. the cause of the delay between
the discovery of these symptoms and visiting the doctor and the reason for the delay in a
final diagnosis after visiting the doctor. And lastly, the patients’ records were investigated
by the researcher identify the stage of breast cancer for each woman participated in the

study.

Results: Our study conclude, 17.0% consulted within the first three months a. 37.1%
waited for more than three months (patient delay). Provider delay was found in 46.9% of
all women participant (over one months). Total delay was found in 60.8% of all women

participant (over three months).



Many reasons for delay in seeking treatment were found; 98% of women did not consider
symptoms were serious, 94.2% reported embarrassment of visiting the doctor and breast
examination. women don’t receive support from the spouse, family 93%, 77.8%
respectively. 91.4% The economic situation of the family. Fear of, diagnosis of breast
cancer, surgery, mastectomy or part thereof 90.8%, 88.6%, 74.2% respectively. 83.4% The
impact on my status as a female or spouse. 80.6 % The presence of one of the family
members suffering from breast cancer. 79.8 % belief that the therapy available for breast
cancer leads to rapid death. 77.2% use alternative therapies such as herbal medicine. 72.8%
refusal to go to a doctor and leaving to fate as whatever the outcome of breast cancer could
be. 72.8% The lack of adequate time do | have. 70.6 % The lack of a woman doctor or a
specialist. Diagnosis delay was significant association with age between (46-60) years (p
value 0.010), lower educational level (p value 0.018), Married women (p value 0.001), low
income level, (p value 0.046), presence of fibrous mass, milky secretions or inflammation
in the breast in the period before the discovery of the disease (p value 0.022). Shorter delay
significant association with visited one of the doctors During the five years preceding the
discovery of the cancer (p value 0.039). family members (mother, sister) has or had breast
cancer (p value 0.023). Women with Know how to perform BSE (p value0.035) and
women practicing BSE (p value 0.028). initial breast symptom(s) that include a lump
(0.011).

Our Study Findings Most of the patients (52.7%) had early stage BC (Stages | and 11). And
revealed the high proportion (47.3%) of women BC had advanced-stage (stage 3 and 4).
This study found strong a significant association between patient delayed presentation,

provider delayed and advanced stage at presentation was observed.

Conclusion: A complex matrix of factors was identified that contribute to the late
presentation or delayed diagnosis of breast cancer among Palestinian women how treated
at BJGH. In the sample studied, the majority of patients with breast cancer began treatment
after a delay. Both patient delays and provider delays were associated with advanced
disease, Breast awareness and education are required to promote early detection, this study
recommended an establishment of a national program for early diagnosis and treatment
before the tumors enlarge and metastasis. Health policy reform related to breast cancer

delay diagnosis in Palestine.
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CHAPTER ONE

Introduction

1.1 Introduction

Breast cancer is the most common cancer in women and the sole greatest cancer killer
among women across the globe (Hirko, 2013). Globally, breast cancer incidence is on the
rise, especially in developing countries where more than 1.2 million women are diagnosed

with breast cancer annually worldwide (American Cancer Society, 2015).

According to International Agency for Research on Cancer (2013), breast cancer is the
most common cause of cancer death among women there were 522 thousand deaths in
2012 and the most frequently diagnosed cancer among women in 140 of 184 countries

worldwide, and represents one in four of all cancer types in women.

In addition, breast cancer is the most common cancer in women in the Eastern
Mediterranean Region and the leading cause of cancer mortality worldwide (Khatib, 2006).
In the Arab world breast cancer is the most common type of cancer among women that
constitutes 13-35% of all female cancer, with a young age around 50 years, and over 60%

of cases are with an advanced stage of the disease (El Saghir et al., 2007).

The Palestinian Ministry of Health report (2013) indicated that the number of the new
cases of all cancer types for the year 2013 among females was 1127 (51.5%) of all new
cases, and the number in males was 1062 (48.5%). The same report also mentioned that
401 breast cancer cases have been recorded. Thus, breast cancer comes in the first place of
cancer among Palestinian women, which has amounted to (35.4%) of total cancer cases in
2013 (MOH Report, 2013).

From the statistics mentioned in the report one can conclude that there is a clear significant

increase in cancer cases in the West Bank, and there is a bad need for more studies and



researches to be carried out especially breast cancer as the Palestinian ministry of health
indicated.

Studies confirms that the percentages of breast cancer in Palestine is part of global
proportions especially in neighboring countries, but what distinguishes the situation in
Palestine is the late discovery of it. Darweesh study (2009) of Palestinian women with
breast cancer in North West bank revealed that 60.7% of these women were diagnosed
with advance stage of cancer at the time of diagnosis. The Palestinian Ministry of Health
regretted the fact that most cases are discovered to be late, and related this delay to cultural
and social barriers that prevent women to seek advice at the proper time. The same report
further reiterated that early discovery of the breast cancer reduces breast cancer deaths of
two thirds (Bitar in MOH Report, 2011).

The data mentioned in previous studies has also shown that in many Arab countries
including Palestine that 50-80% of breast cancer women at presentation are with advanced
stage of the disease. It is striking that more than 50% are with stage 2 and stage 3 (EISaghir
and Abulkhair, 2010). Besides, tumors in Palestinian women were generally detected by
physical examination rather than by the widely screening mammography (El Saghir et al.,
2007). This indicates that Palestinian women with breast cancer don't come to consultation

in an early stage.

Based on these previous findings, one of these studies concludes that as a result of lack of
awareness of early screening for breast cancer programs. Donnelly et al. (2013) revealed
that among 397 Palestinian women aged 50 years and more found more than 60% of them
had never attended mammography, and further elaborated that a large proportion of
Palestinian women may attend for treatment in advanced stages, and this usually happens
after three months of initial symptoms. McLaughlin et al., (2012) reported; a delay of
breast cancer diagnosis of more than 60 days’ results in cancer spreading to lymph node or
distant sites and linked with an 85% of breast cancer death compared with women who

were treated sooner.

Breast cancer total delay is classified in two types; patient's delay and provider's delay. The
majority of studies have considered patient's delay for more than three months, which
mean between the discovery of symptoms and the first medical consultation. Saldana and
Castaneda (2009) reported that provider’s delay is considered between the first medical

consultation and the start of definitive treatment, the most accepted span is one month.
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Some studies assure that there should be a number of factors associated with diagnosis
delay. Some are referred to the provider delay such as negligence, postponing
appointments or misdiagnosis (Goncalves et al., 2014; Poum et al., 2014; Abu-Helalah et
al., 2016). Other reasons are associated with the patient delay as for example; symptoms
were not considered serious, alternative therapy was applied in the patients and fear or
shame prevents women from visiting the doctor (Khazaee et al., 2014; Alhurishi et al.,
2011).

The studies also mentioned that initial breast symptom(s) without a lump was strongly
associated with diagnosis delay (Meechan et al., 2003; Elobaid et al., 2014; Innos et al.
2013; Burgess et al; 1998). Lack of knowledge about breast cancer and screening
activities, fear of breast cancer diagnosis, inability to provide financially and place of
residence are factors expected to be major barriers for many Palestinian women to have
treatment in the proper time (Qabaha et al., 2015; Tfayli et al., 2010; Azaiza et al., 2010).

Therefore, this study was conducted at Beit Jala Governmental Hospital in Bethlehem city,
the only hospital treating cancer in the southern West Bank aiming at identifying the
average time period for the delay of breast cancer diagnosis and treatment among women
being treated for breast cancer in this hospital. Also, the study identified the factors and
reasons that prevent these women from visiting a doctor for care and treatment in the
proper time in order to lessen the opportunities of delay. Here comes the importance of the
study which aims to recommend on adding more emphasis on screening through increased
awareness and education among Palestinian women to avoid the advanced stages of breast

cancer.

1.2 Research problem

The Palestinian Central Bureau of Statistics-PCBS (2013) reported that Breast cancer
comes in the first place of cancer among Palestinian women which has amounted to
(35.4%) of total cancer cases in 2013. The World Health Organization states (2014)
reported that 40% of breast cancer cases are curable if they are exposed to an early
diagnosis with enough detection and less metastasis. Taha et al., (2012) elaborated that the
5-year survival rate reaches 88% -93% when breast cancer is detected in its earliest stages

(0 and 1) respectively compared to 15% in stage IV. EI-Saghir et al. (2007) commented



that late diagnosis is a major factor related to the higher mortality among Palestinian

women with breast cancer.

Understanding the factors and barriers that are associated with breast cancer delay are
important issues to the development of strategies for shortening this delay. In Palestine,
there are no mature studies to clarify the causes of delay to an early breast cancer diagnosis
and whether these reasons are related to the patient herself or to health care provider.
According to Arndt et al. (2002), patient's delay is defined as the period from first onset of
symptoms to first medical consultation, while provider's delay covers the period from first
consultation to definite diagnosis and treatment. Delayed presentation of symptomatic
breast cancer of three months or more is associated with lower survival rate from the
disease (Richards et al., 1999).

Several studies have shown that the delayed presentation of symptomatic breast cancer is
associated with worse prognosis and tumor progression meaning an increase in mortality
rate (Arndt et al.,, 2002; Ermiah et al., 2012). When breast cancer is detected early
(localized stage), the 5 years’ survival rate is 98 % (National Breast Cancer Foundation,
2014). This concludes that breast cancer mortality could be reduced if the disease was
detected at an early stage by the implementation of proper awareness and screening

programs.

Therefore, to improve breast cancer care, one must understand the causes of the delay in
diagnosis and therefore the treatment. Early detection of breast cancer is considered as an

important issue for intervention to reduce disease advancement and mortality rate.

Unfortunately, there are a few marginal studies concerning breast cancer delay of diagnosis
in the West Bank. After reviewing some studies worldwide on the subject, the possible
barriers to breast cancer detection and early diagnosis are due to; financial shortcomings,
misconception about breast cancer screening related to social norms and its implications
such as shyness and fear of cancer, wrong beliefs and fatalistic attitudes and lastly, could
be the lack of health care facilities (Alhurishi et al., 2011; Ermiah et al., 2012; Elobaid.,
2014). In developing countries, the literature shows that negative socio-cultural perception
of breast cancer, strong beliefs in traditional medicine and perhaps strong religious beliefs

are the main reasons for the delay in presentation (Hadi et al., 2010).



Thus, reducing the time between the onset of the first symptoms of B.C and the first
consultation, and reducing the time between first consultation to start effective treatment is

essential to improve disease prognosis and improve quality of life.

Therefore, identification of barriers to an early diagnosis of breast cancer and finding
means to facilitate early detections in order to avoid advance stages of cancer at
presentation among Palestinian women is of major concern of the researcher and health

care professionals as well.

1.3 Justification of the study

This study will create a better understanding of the factors associated with the delay for
seeking cancer treatment which is important in order to increase overall cancer survival
rate among breast cancer Palestinian women. In addition, the study will be of value to
public health professionals, physicians and other health care providers as it will identify
knowledge and perception towards occurrence, symptoms, risks, survival, progression and
treatment of breast cancer. Also, the study will support the global and national efforts

aiming at reducing premature deaths among Palestinian women with breast cancer.

The expected results will help in both ways: informing and promoting optimal early
diagnosis and treatment among the breast cancer patients. It will generate a better
awareness and a keen insight that can support programs in developing effective strategies
for addressing the challenges that hinder the early detection and treatment of breast cancer
as well as inform future health care policy and practice that will increase an early diagnosis

and optimal utilization of facilities.

Besides, the study aims to recommend for mechanisms to be stimulated for early detection
and treatment of breast cancer women, create awareness of breast screening and reduce the
incidence of late breast cancer diagnosis. It will also engender information for the Ministry
of Health to promote early breast cancer detection among women and men as well to

reduce accessibility obstacles to medical care.

Moreover, the study is expected to assist the Ministry of Health in the formulation and
implementation of national cancer control in the long-term future strategy. Relevant sectors

in the Ministry of Health and Medical services are also expected to benefit from this study
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in coming up with the best methods of breast cancer prevention and control among women

in general and low resource areas in specific.

In addition, the study will be beneficial to the governmental and non-governmental
organizations which have an interest in cancer control and prevention. It promotes the best
methods of increasing breast cancer awareness among women in low resource areas and
ways of improving access to breast cancer screening and diagnostic services. It will
encourage the endorsement of other preventive measures and also inform them of how
women in low resource areas perceive breast cancer. This study also aims to inform the
health service providers on women expectations in order to encourage breast cancer

screening and diagnosis attendance as well as being used as ground for further research.

1.4 Breast Cancer; identification, pathological changes, manifestation and staging

1.4.1 Identification and background

Breast cancer has become one of the defying public health problems in many developing
countries including Palestine as the mortality and incidence rate are increasing. The PCBS
(2013), reported that breast cancer among Palestinian women was 18.3%, rated third
among factors that lead to death and occupied the first and the most common type of
cancer. The report also mentioned that breast cancer represents 35.4% of all cancer cases,

and 60% of the affected age group was between the 15-60 years old.

This indicates that breast cancer cases have been diagnosed at a later stage or discovered
cases are not adequately treated. Therefore, this study was conducted on confirmed breast
cancer women being treated at Beit Jala Hospital to determine the factors and barriers
associated with their delay for their breast cancer diagnosis and treatment. Also, the study
aimed to determine the reasons for delay whether referred to patient himself or to health
care providers and to explore relationship between the stage of breast cancer and delay of
diagnosis. Beit Jala Hospital receives cancer cases from southern West Bank, Bethlehem
and Hebron, and it sometimes receives cases of cancer from the middles region (Ramallah

and Jericho).



According to Hazboun and Glennon. (2011), Palestinians have limited health awareness
regarding breast cancer because of limited resources; the economic status of population
discourages breast cancer screening, the Palestinian life in general relates to culture,
methods of early breast cancer detection such as clinical breast exams are rarely performed
and screening with mammogram is only available at Bethlehem primary care center. They
further commented, the majority of Palestinians does not have appropriate health insurance

and cannot afford to seek health care because 60% of population is poor and unemployed.

1.4.2 Pathological changes and manifestations

To be more precise and to address the topic from a medical point of view one can argue
changes in the breasts may be caused either by benign (non-cancerous) conditions or
malignancy (cancerous). Benign breasts have many of the same symptoms as breast
cancer; benign breast condition often causes lumps, which mostly aren’t breast cancer
(American Cancer Society, 2016). The only safe way to distinguish between benign lump

and cancer is by the tissue examined, biopsy (WebMD, 2014).

Breast cancer is characterized by an uncontrolled growth of abnormal cells. There are two
types of breast cancer; non-invasive breast cancer where abnormal cells grow inside the
lobules or grow inside the milk ducts. This means cancer cells do not spread to other
tissues in the breast or other parts of the body. Invasive breast cancer can start in the milk
ducts or the lobules, but the cancer cells spread to other breast tissues or parts of the body
(Davis etal., 2010).

Most breast cancers are commonly formed in the inner lining of milk ducts or the lobules
that supply the ducts with milk. Cancer originates from lobules that are known as lobular
carcinoma, and those originating from ducts are known as ductal carcinoma (Parkash,
2014).

Ermiah et al. (2012) reported that the most frequent symptoms of breast cancer are a
painless breast lump, or a lump under the arm pit, nipple discharge, and it can be a change

in the shape of breast, lumpiness in breast or skin irritation or itching.

Cancer Research UK (2014), reported, the initial symptom of breast cancer in many

women is a lump. On the other hand, many women have breast lumps but 9 out of 10



(90%) are benign (Cancer Research UK, 2014). Diagnostic mammography is usually used
to assess possible breast cancer in women who present with disease (Barlow et al., 2002).
The sign and symptoms include, breast mass or lump, swelling of all or part of the breast,
skin irritation, breast or nipple pain, redness or thickening of the nipple or breast skin, a
nipple discharge, also it is possible that breast cancer can spread to lymph nodes under the
arm (American Cancer Society, 2016).

The diagnosis of breast cancer depends on clinical, radiological and pathological
examination. Clinical examination includes palpitation of the breast and regional lymph
node while radiological examination includes mammography and ultra sound of breast;
pathological examination when used is based on core needle biopsy (Aebi et al., 2011).

Mammography is an x- ray which detects 85% of BC. A distinction should be made
between diagnostic mammography and screening mammography, 45% of BC can be seen

by mammography before they are palpable (Abu Shmais, 2010).

The treatment is usually determined by the size, stage and other characteristics. Such
treatment may include surgery, drug (hormonal therapy and chemotherapy), radiation or

immune therapy (Parkash, 2014).

1.4.3 Staging

Many studies argue that the initial breast symptoms without lump were strongly associated
with diagnosis delay. When breast cancer diagnosis is established, the staging of the
disease provides the basis of best choice of treatment. According The American Joint
Committee on Cancer (AJCC) and the International Union for Cancer Control (UICC);
(ACS, 2015)

e using information about tumor size, how far it has spread within the breast and

organs (T),
e lymph nodes involvement (N),

e and the presence or absence of distant metastasis (M).

Once the T, N, and M are determined, a stage of I, 11, Ill, or IV is assigned, where stage |

an early stage and stage 1V the most advanced one. Early breast cancer diagnosis refers to



breast cancer in stage, 0, | and Il at the time of diagnosis (American cancer society, 2014).
Stage is described as how wildly the disease spreads, the disease stage is usually described
by using the number 0-4, low number indicates the earlier stage of cancer, Staging the

disease clarifies the way the disease progresses (National Breast Cancer Foundation, 2015)

There are many risk factors of breast cancer that were suggested in previous studies. The
most important of these factors are ewer births, later age at first full-term pregnancy, not
having breastfed, early age at menarche, irregular menses, late menopause, the use of
exogenous hormones (e.g., oral contraceptives), obesity, physical inactivity and the family
history of breast cancer (Canadian Cancer Society, 2014).

Although most studies clarify many risk factors of breast cancer, but primary prevention is
still not available (Caplan, 2014). Therefore, the main effective ways to control the disease
and reduce the incidence of morbidity and mortality from breast cancer is to promote early

diagnosis through screening and awareness and early treatment of breast cancer.

1.5 Goal and objectives of the study

To identify factors associated with delay of breast cancer diagnosis among Palestinian
women being treated for B.C at Biet Jala governmental hospital. These factors include the
patient perception and practices toward B.C and health care services provider for her. To

achieve this goal, the following measurable objectives are set.

O To determine if there is any delay of BC diagnosis among targeted women.

O To assess all possible factors/barriers associated with delay of breast cancer

diagnosis.

U To identify the relationship between, socio demographic status, health seeking

behavior, family history, type of initial symptoms and patient delay.

Q To identify the relationship between the stage of breast cancer; tumor size and the

delay of diagnosis.



1.7 Research question

Q

What are the factors associated with delay of breast cancer diagnosis among
women with breast cancer treated at BJIGH?

is there a delay between the presence of symptoms and medical consultation, and
the first visit the doctor to final diagnosis and treatment? Are there relationships
between this delay and stage of B.C?

what are the reason (barrier) that prevent patients to seek medical consultation after
discovery of symptoms?

what are the reason that difficult health care provider to early diagnosis of B.C?
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1.8 LIST OF DEFINITIONS

Breast Cancer Delay (diagnosis delay or total delay): A lapse of more than three months
between symptom discovery by the patient and the beginning of definitive treatment.

Patient Delay: An interval longer than three months between symptom discovery by

patient and first medical consultation.
Provider Delay: A period of more than one month between the first medical
consultation and confirm diagnosis to initiation of treatment.

Breast Self-examination (BSE): done by the woman every month in order to detect any
changes in the breasts and beginning in 20s (WHO, 2016) and (Mayo clinic, 2016)

A mammography: is a kind of test that produces an image of the inner breast tissue on a
film. It uses x-rays to visualize normal and abnormal structures within the breasts (WHO,
2016), (ACS, 2014).

A Clinical Breast Exam (CBE): is a physical exam of the breasts which is normally done
by a health care provider such as a doctor, nurse practitioner, nurse, or physician assistant
as part of a regular medical examination; the health professional carefully feels both the
breast and the underarm for abnormalities (WHO, 2016) and (National Breast Cancer
Foundation. 2015)

The Health Belief Model (HBM): is a psychological model that attempts to explain and
predict health behaviors. This is done by focusing on the attitudes and beliefs of

individuals.

palliative care: is specialized medical care focused on relief of the pain, symptoms and
stress of serious illness. The goal is to improve quality of life for both patents and family.
It is appropriate at any age and at any stage in your illness and can be provided along with

treatment meant to cure (Center to Advance Palliative Care,2011).
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CHAPTER TWO

Literature Review
2.1 Introduction

This chapter will present studies related to breast cancer starting with; epidemiology of
BC, early detection of BC followed by diagnosis delay (patient and provider delay).
Obstacles which hinder patients from visiting the health care providers and reasons which
make it difficult for the health care provider to an early diagnosis. Lastly, studies on the

relationship between diagnosis delay and tumor staging.
2.2 epidemiology of breast cancer

The global burden of breast cancer in women is measured by incidence, mortality, and
economic costs as public health data indicates. The World Health Organization (WHO)
estimated over 508, 000 women died in 2011 due to breast cancer. Almost 50% of breast

cancer cases and 58% of deaths occur in less developed countries.

Breast cancer is the most common cancer in women (Tfayli et al., 2010) reviewed the
challenges of epidemic breast cancer and he concluded that around 45% of breast cancer
cases and 55% of breast cancer deaths occur in low and middle income countries;
accounting for 23% of all female cancers around the globe. It is estimated that 45% of the
1.35 million new cases are diagnosed each year, and more than 55% of breast cancer
related deaths, occur in low and middle income countries, an estimated 1.7 million women
will be diagnosed with breast cancer in 2020—a 26% increase from current levels, mostly

in the developing world.

In Arab countries, the data also shows that similar trends with a rate of advanced or
metastatic stage reaching 60 to 80% of cases. In Egypt for example, stages Il and 1V
constitute 68% of all breast cancer cases. As for Saudi Arabia, stages Ill and IV constitute
about 46% of cases. Also in Oman the rates are high amounting to 50.8%. Efforts aimed at

early detection can decrease stage at diagnosis and potentially improve the probability of
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survival and cure. The mastectomy rates in Arab countries are high amounting to 79.9%—
82% in Egypt, 65% in Oman, 70% among Palestinians, 88% in Syria, and 82.4% in
Tunisia. In general, the majority of patients present with stage Illa and Illb tumors
reaching levels of 62% in the Arab world (Tfayli et al., 2010).

Worldwide, breast cancer is the third most frequent cancer in the world (796,000 cases in
1990) and by far the most common malignancy of women (21% of all new cases), breast
cancer ranks as the fifth cause of death from cancer overall. Although it is still the leading
cause of cancer mortality in women. There are 314,000 annual deaths which represent
14.1% of cancer deaths in females (Parkin et al., 1999).

Jemal et al. (2011) clarify Breast cancer is the most frequently diagnosed cancer and the
leading cause of cancer death among females, accounting for 23% of the total cancer cases
and 14% of the cancer deaths. In general, breast cancer incidence rates are high in Western
and Northern Europe, Australia/New Zealand, and North America; intermediate in South

America, the Caribbean, and Northern Africa; and low in sub-Saharan Africa and Asia.

Qabaha et al. (2015) Clarify Breast cancer is a major threat for Palestinian women and
healthy living. breast cancer amounted to 35.4% of all types of cancers among Palestinian
women. The percentage of incidence is 1 out of every 13 women. In 2013, 401 cases were
diagnosed with breast cancer compared to 292 cases that were diagnosed with breast
cancer in 2012.
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Table 2.1 Clinical stage of breast cancer patients by country

Year(s) THNM staging system
1 i} m I
High-income Countries:
Australial™ 2000-2007 - - - -
Canadal? 2000-2007 41.0 38.1 13.3 7.6
Denmark!™ 2000-2007 293 47.2 15.5 7.7
Germany (Saarland)"™ 1996-1995 - - - -
Northern Ireland™! 2006 30.4 43.6 19.6 6.4
Norway™ 2000-2007 43.4 47.1 3.5 57
Saudi Arabia™ 2004 - - - -
Sweden!™ 2000-2007 45.2 46.5 5.3 3.0
United Kingdom!™ 2000-2007 40.0 454 9.2 5.4
United States™ 2002-20058 - - - -
Low and middle-income countries:

Braxzil

Goias™ 2002-2009 14.7 36.1 279 1.3

Porto Alegre™! 1975-1997 16.0 34.0 19.0 11.0

Sao Paulo!™! 1979-1989 11.0 22.0 53.0 14.0
Colombia (Bogota)™ 2006-2007 - - - -
Egypt (South Cancer Inst.)™ 2001-2005 11.0 39.0 25.0 25.0
Egypt (Gharbiah)™" 1999-2005 - - - -
India™

Mumbai 1995 75 574 254 5.9

Trivandrum 1996 44 423 40.5 12.8

Chermai 1.0 23.0 52.0 240
Iraq (Kurdistan)™ 2006-2005 4.9 53.3 31.8 9.9
Jordan!'™ 2009 29.0 30.0 23.0 10.0
Libya™ 2008-2009 2.0 255 54.0 11.5
Malaysia (East Coast and Kuala Lunmpur)®? 2005-2007 52 38.7 445 11.3
Mexico

INCAN'""uninsured pop. 2007 10.2 36.4 40.9 12.5

IMSSH-insured pop. 2002 13.8 39.6 33.9 12.7
INigeria (Lagos)"™ 2009-2010 55 15.4 62.7 l6.4
Peru (Lima)™ 1985-1997 9.0 42.0 33.0 16.0
South Africal™!

Whites 1970-1997 30.8 38.0 18.5 11.9

Blacks 5.4 16.9 41.6 36.1
Thailand™! 2009 12.0 38.0 41.0 9.0

The table summarizes the clinical stage data reported for different countries. As shown,
while the majority of breast cancers are diagnosed in localized stages in HICs, most are

detected in regionally spread stages in LMICs. In HICs, more than 70% of breast cancer
patients are diagnosed in stages I and II; Sweden and Norway have proportions above
90%. In contrast, in LMICs, only between 20 and 60% of patients are diagnosed in these
earlier stages, while between 30 and 80% are diagnosed in stages Iland IV. (Saldana,
2014).
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2.3 Early detection of breast cancer

Early detection refers to the notion of "using an approach that let’s breast cancer gets

diagnosed earlier than otherwise might have occurred (ACS, 2012).

The main goal of breast cancer screening program is detection of breast cancer at early
stage, Breast cancer screening can reduce morbidity and mortality and improve the

survival rate for this malignancy (Seif and Aziz, 2000; Otaghvar et al.,2015).

Johnson, (2006) Reported that Early detection methods, such as mammography, clinical
breast examination and breast self-examination, can play an important role in the reduction
of deaths from breast cancer in the absence of primary prevention strategies.

Rezaianzadeh et al. (2009) clarify the results demonstrate that survival is relatively poor
and is associated with diagnosis with late stage disease. that this is due to low level of
awareness, lack of screening programs and subsequent late access to treatment.

Khokher et al. (2015) that awareness activities about breast cancer screening are effective
to increase the knowledge of women and better impact is associated with higher education

and younger age of women.

Elobaid et al. (2014) reported Common barriers towards screening included fear of pain

and embarrassment, fear of radiation causing cancer, and perceived inadequate facilities.

Knowledge of breast self-examination increased the likelihood of women to present in
early stages. Lack of knowledge about BSE and not having a previous CBE or a

mammogram were also associated with late stage at presentation (Stapleton et al. 2015).

In the study conducting among Malaysian women the study showed awareness of breast
cancer and practice of screening procedures increases with higher education and urban
living. Therefore, there is an urgent need for an intensive breast cancer awareness
campaign and availability of screening centers prioritized in rural areas (Kanaga et al.,
2011)

Radi, (2013) reported that age, marital status and level of education as significant factors

associated with BSE practice.

Women with low educational attainment, low cancer knowledge, and no usual source of
care were less likely to be CBE or mammogram compliant. Socioeconomic differences

were larger for the two clinical tests than for BSE (Harris et al., 2003).
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A study conducted among Muslim Arab women in Israel to assess explanatory factors of
mammography screening behavior. the study concludes That women who were
significantly more likely to undergo mammography were those who received a
recommendation from a health professional or from family/friends, perceived themselves
as vulnerable to getting breast cancer, believed in the efficacy of the test, perceived it as

not painful, were younger, were more educated (Soskolne et al, 2006).

ACS. (2015) guidelines for the early detection of breast cancer vary depending on a
woman’s age and include mammography and clinical breast examination (CBE), as well as
magnetic resonance imaging (MRI) for women at high risk. Mammaography should begin
annually at age 40 with no specific age to stop. Clinical breast examination should be done
every 1-3 years for women aged 20-39 years and annually for women aged 40 years and
older, prior to mammography. Magnetic resonance imaging is recommended for women
with a 20%-25% or higher lifetime risk for developing breast cancer. MRI should be
performed annually beginning at age 30. Although the (ACS) no longer recommends that
all women perform monthly breast self-exams (BSE), women should be informed about

the potential benefits and limitations associated with BSE

A study conducted among 397 Palestinian women in the West Bank aged from 30-60
years, the study showed that more than (70 %) of the participants never applied

mammography or CBE, and 62% of the participant applied BSE (Azaiza et al., 2010).

A study conducted among 519 Jordanian women in order to examine the factors and
beliefs that have a kind of relation to the practice of BSE, the study found that (67%) had
heard of and/or read about breast self-examination, and only (7%) of them had done self-
breast examination monthly (Petro-Nustus and Mikhail, 2002).

A study conducted among 1,315 Saudi adult females with no previous history of breast
cancer, the results found that CBE performed by less than (5%) and mammography by
only (3%) of the participants (Amin et al., 2009)
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2.4 Diagnosis delay, patient and provider delay

The first study on cancer delay where these two types of delay are described was done by
Pack and Gallo in 1938. They defined "undue patient delay” as "three months or more
elapsed time between discovery of symptoms and a visit to a physician, Provider delay
refers to a prolonged period of time between the initial medical consultation and the
beginning of definitive treatment. It is also known as system or doctor delay. Pack and
Gallo defined one month as "adequate time for the physician to take appropriate action.
This first definition has been surprisingly preserved for 70 years in most studies of patient
delay and provider delay (Saldana and Castaneda, 2009).

cross-sectional study 180 patients with invasive breast cancer were interviewed about
potential risk factors and markers of delayed presentation. Patient delay was defined as
time from onset of symptoms to first consultation with a health care provider, and doctor
delay was defined as time from first consultation with a health care provider to diagnosis
of breast cancer, 17% delayed seeking consultation for longer than 3 months, and 42%
reported a doctor delay of longer than 3 months, the study conclude Hospital referral from
a health care provider was a major contributor to delayed diagnosis. Breast cancer
awareness campaigns in Thailand should target individuals in low- and high-income

groups, as well as practitioners (Poum et al., 2014)

A cross-sectional study on female breast cancer patients in Jordan. The total number of
participants was 327. The proportion of patients with presentation delay, diagnosis delay,
and treatment delay was 32.2%, 49.1%, or 32.4%, respectively. The main reported reasons
for delay in presentation were ignorance of the nature of the problem (65.6%), limited/lack
of knowledge that symptoms were suggestive of cancer diagnosis (16.7%), and
misdiagnosis (16. 7%).study conclude advanced stages at diagnosis and poor outcomes for
breast cancer patients in Jordan. We recommend revising the current early detection and

down-staging programs in Jordan (Abu-Helalah et al., 2016).

Odongo et al., (2015) conducted a study among162 patients with newly discovered B.C in
low income countries —Uganda, 139 (89 %) patients delayed by more than 3 months after
noticing symptoms of breast anomaly. Patients with no social support from spouses and
family were more likely to delay (OR = 7.1, 95 % CI 2.4-21.5, p = 0.001), those who

perceived the symptoms as very serious were less likely to delay (OR = 0.2, 95 % CI 0.1-
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0.6, p = 0.007). There was a significant association between delayed presentation and
advanced stage at presentation (p = 0.006).

The delay in diagnosis and treatment is categorized into patient or provider. Arndt et al.
(2002) conducted a study among two hundred and eighty-seven Germany women in
Saarland, a state with about 1 million inhabitants in Western Germany, aged 18 to 80 years
with newly diagnosed invasive symptomatic breast cancer, were interviewed to the
diagnostic process. Patient delay was defined as time from the onset of the first symptoms
to the first consultation of a doctor. Eighteen per cent of all breast cancer patients waited
longer than 3 months before consulting a physician. The most common reasons for patient
delay symptoms as harmless was the most important reason for more than half of the
patients (55.3%) to delay seeking doctors’ advice for more than 1 month. Time constraints
(14.6%), considering symptoms as temporary (13.6%), and older women tended to
consider their symptoms as temporary more often than middle aged or younger women
(20.5% vs 11.6% vs 4.8%), a strong association between age and patient delay, the late
stage breast cancer was found in 51.6% of all patients. It tended to be more frequent among
women with patient delay of 43 months’ delay (58.0%) than among women who consulted

a doctor within 1 month after onset of symptoms (48.9%; Ptrend=0.22).

Pineros et al. (2009) conducted a study among Colombian women with breast cancer to
assess characterized diagnosis and treatment of breast cancer in Bogota, Colombia and
examine the extent and determinants of patient delay. The majority (65.9%) of
symptomatic women consulted within the first month, 13.8% consulted within the first
three months and 20.3% waited for more than three months. The most frequent reasons for
delay among women with a more than 3-month-delay were: not considering symptoms to
be important (32.9%), a lump that did not hurt (28.2%), fear of cancer diagnosis (7.9 %)
and time constraints (7.6%). Analysis showed the following socio demographic variables
as statistically associated with delay: older age (>65 years) (p= 0.019), lower education
level (p= 0.000), poorer housing conditions (p= 0.011) and no affiliation with the health
care system (p= 0.005). Diagnosis at advanced stages was also associated with delay (p=
0.000).
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Poum et al. (2014) conducted a study among 180 Thailand women factors associated with
delayed first consultation for breast symptoms (patient delay), delayed diagnosis after first
consultation (doctor delay), the study concludes 17% delayed seeking consultation for
longer than 3 months, and 42% reported a doctor delay of longer than 1months. In
multivariate linear analysis, a significant increase in patient delay was associated with
higher family income and smoking; factors associated with increased doctor delay were

previous breast symptoms, self-treatment, and travel time to the hospital.
2.5 Obstacles which hinder patients from visiting the health care provider

Several studies had been conducted on patient delay focusing on different factors affecting
the delay. Norsa’adah et al. (2011) conducted across sectional study among breast cancer
women in Malaysia, in this study diagnosis delay was defined when there was more than 6
months from the recognition of symptoms to the histological diagnosis, consultation time
IS measured by the time from the first recognition of symptoms to the first general
practitioners. 328 respondents were included in the study; most respondents had ductal
carcinoma (89.3%), The frequency of diagnosis delay of more than 3 months was 72.6%
and delay of more than 6 months occurred in 45.5% of the cases, the factors significantly
associated with diagnosis delay were the use of alternative therapy, breast ulcer, palpable
axillary lymph nodes, false-negative diagnostic test, non-cancer interpretation and a

negative attitude tow treatment.

Ermiah et al. (2012) conducted a study among 200 Libyan female breast cancer. The study
concluded a number of factors associated with diagnosis delay: Symptoms were not
considered serious in 54 (27%) patients. Alternative therapy was applied in 13.0% of the
patients. Fear and shame prevented the visit to the doctor in which 10%respectively of the
patients. 31 patients (15.5%) were inappropriately reassured after first medical visit that the
lump was benign. Initial breast symptom(s) without a lump was strongly associated with

diagnosis delay (p <0.0001).

In a study conducted among Palestinian women in the West Bank , to assess screening
behaviors in relation to cultural and environmental barriers with low screening for breast
cancer , participant were 397 Palestinian women residing in the West Bank including 100
from each district in the West Bank districts ; Bethlehem ,Hebron, Nablus, and Ramallah ,
the study shows greater than 70% of the women had never undergone mammography or

clinical breast examination (CBE), whereas 62% performed self-breast examination
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.Women were more likely to undergo mammaography if they were less religious , and if
they expressed lower personal barriers .Women were more likely to perform clinical breast
examination if they were more educated, resided in cities, were Christian, were less
religious, had a first degree relative with breast cancer, perceived higher effectiveness and

benefits of clinical breast examination(Azaiza et al., 2010).

Meechan et al. (2003) in a study to assess the relationship between delay and the type of
breast symptom, women who had a breast lump waited a significantly shorter time period

before visiting the doctor than those without a breast lump.

Shaheen et al. (2011) conducted a study to investigate barriers and opportunities for breast
cancer screening, the invited Palestinian women were divided into two groups. Group
1women living in the Gaza Strip (WIG), and group 2 Palestinian women from Gaza who
had been living outside the Gaza Strip for at least one year. The WOG group was
comprised of women living in 9 different countries (Canada 19, Jordan 18, Saudi Arabia 7,
United Arab Emirates 5, Egypt 2, United States 1, Kuwait 1, Japan 1, and Sweden 1). The
survey data were organized into five categories: Demographics and risk factors, women’s
attitudes toward breast health, knowledge and misconceptions about breast cancer, cultural,
religious and societal values, and resources and accessibility of medical services. The
survey found that over 90% of both groups were willing to undergo a diagnostic
mammogram for a breast complaint and 86% of WIG and 85% of WOG believed survival
was increased with early detection. Only 27% of WIG and 50% WOG were willing to
undergo screening mammography. Religion and culture were not barriers to
mammography for over 94% of WIG and 98% of WOG. Limited resources and lack of
access to medical facilities were identified as barriers in up to 55% of WIG compared to
15% of WOG. Misconceptions about breast cancer were reported more frequently by WIG.
Another study conducted among Arab Women in the United Arab Emirates to evaluate
breast cancer awareness, knowledge, and practice, the study shows Women easily fall in
misconceptions about breast lumps, nearly one third of the participants interpreted the
presence of a breast lump, women who did not interpret as threatening or alarming sign of
breast cancer. Nearly 57% of participants misunderstood screening as seeking medical
attention only when having symptomatic breast complaint, Common barriers towards
screening included fear of pain and embarrassment, fear of radiation causing cancer, and

perceived inadequate facilities (Elobaid et al., 2014).
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Neal and Allgar. (2005) conducted study among 65192 patients in England with one of six
types of cancer (female breast, colorectal, prostate, NHL, lung, and ovarian in England,
Various components of delays (patient and primary care delays, referral delays, secondary
delays, and total delays) were calculated from answers to questions about their cancer, the
study concluded. These were as follows: sex — female subjects had longer delays than
males; age — younger people had longer delays than older people; marital status — single
and separated/divorced people had longer delays than married people; social class — lower
social class groups had longer delays than higher social class groups; and ethnic group —

Black and south Asian people had longer delays than white people.

Another study conducted among British women to assess knowledge and beliefs regarding
breast cancer, the study concluded that poorer knowledge of symptoms and risks among
older women may help to explain the strong association between older age and delay in
help-seeking. In the current sample, women aged 35 — 59 years were perceived to be most
at risk of developing breast cancer. Breast cancer is the single commonest cause of death
among women aged40 — 50. However, in absolute terms advancing age is the greatest risk
factor for developing breast cancer. approximately one-third of all breast cancers occur in
women aged over 70. The Knowledge of symptoms was poorer among older women and
women who had never been employed. Older women were less likely to perceive nipple
eczema, changes in the shape or size of the breast and nipple retraction as symptoms of
breast cancer. It is possible that older women attribute such symptoms to the ageing
process (Grunfeld et al., 2002).

However, in absolute terms advancing age is the greatest risk factor for developing breast
cancer Approximately one-third of all breast cancers occur in women aged over 70
(Partridge et al., 2012).

Another study carried out among Arab women living in Qatar , to assess Beliefs and
attitudes about breast cancer and screening practices , the study concluded that the main
reasons given for not planning BCS were lack of a doctor’s recommendation, fear, and
embarrassment , the study indicated that a variety of channels (health care providers,
media, breast cancer survivors, community leaders) should be utilized to create culturally
appropriate breast cancer intervention programs and increased awareness of breast cancer
(Donnelly et al., 2013).
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2154 Nigerian breast cancer patients of all ages and socio-economic groups, 87%
presented in Stages 11l or IV and only 13% in Stages | or I1I. All were questioned on their
reasons for not attending hospital sooner. The most common reason for delay (963
patients, 44.7%) was fear of mastectomy. Other reasons given include preference for
prayer houses or spiritual healing homes in 291 patients (13.5%) a belief that the lesion
was inflammatory in 183 (8.5%), preference for native doctors or herbalists in 497 (23.1%)
and economic reasons in 220 (10.2%) (Ajekigbe, 1991).

2.6 Patient delay.
2.6.1 Socio economic variables and patient delay

The social and the culture role that women play in the Arab community and the social
stigma around breast cancer may have prevented the early detection of the disease. Many
factors play a role in creating cancer disparities. Some of these factors are socio-economic
status, culture, and social injustice, with poverty being the dominant factor (Elobaid,
2014).

In the study occur among Iranian B.C women the study clarifies that the age of the higher
risk of age group 40-49 years and the advent of advanced breast cancer (Otaghvar et al.,
2015).

Innos et al. (2013) clarify the risk of prolonged delay of breast cancer diagnosis was
significantly associated with age 65 years and over (OR 2.27, 95% CI 1.23-4.20), the same

study clarify Non-significant risk increase was seen with lower education.

Linsell et al. (2008), Rauscher etal. (2010) Clarify that older women they are more at risk
of breast cancer and more likely to delay seeking help with breast cancer symptoms than

younger women.

Najjar and Easson. (2010) clarify the impression among Arab Physicians dealing with
breast cancer is that it presents at an earlier age and at a more advanced stage as compared
to western countries. However, the statistical data to support this impression is remarkably

scarce, twenty-eight articles were identified and reviewed, we performed a comprehensive
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literature review of reports of breast cancer in Arab countries. Articles were identified from
Saudi Arabia, Bahrain, Qatar, Kuwait, Emirate, Oman, Yemen, lIraq, Syria, Jordan,
Lebanon, Egypt, Libya, Algeria, Tunis, Morocco, and Sudan. the average age was 48 (SD
Y4 2.8), range 43e52, median 48.5 and mode 45 years among the 7455 patients included.

Alhurishi et al. (2011) assess Factors Influencing Late Presentation for Breast Cancer in
the Middle East, the study revealed Older age and lower educational level, Un married
were found to have strong effects in explaining late presentation.

In the study conducted among Iranian women, the study showed the association between
the delay diagnosis and embarrassments, there is a powerful cultural belief that breasts are
sexual organs that should not be discussed publicly (Khazaee et al., 2014).

Although breast cancer historically has been more common in industrialized, affluent
countries and among more affluent women in any given country (i.e., a positive
socioeconomic gradient), incidence rates in poorer countries and among poorer women in
more affluent countries (Krieger, 2002).

Osborne et al. (2004) Clarify married women less delay and were at decreased risk for
mortality after a diagnosis of breast cancer. Many of the health benefits enjoyed by married

women are likely derived from increased social support and social networks.

Burgess et al. (1998) Clarify the risk factors for patient delay included not disclosing the
discovery of a symptom and needing to be prompted to attend the GP by someone else

suggest that women's' help-seeking behavior is responsive to social influences.

Chintamani et al. (2011) clarify factors that are responsible for the patient or provider
delays in the diagnosis of breast cancer. The Literacy rates and rural background were

found to be significant factors leading to a delay in reporting to a qualified doctor.

Elzawawy et al. (2008) clarify Breast cancer problems are multi complex. Hence, there is
no one single cause for the delay in seeking consultation. However, the main cause for
delay is Fear of the socioeconomic consequences of the diagnosis of cancer, fear of therapy

(chemo therapy) fears of pain and death and fear of disfigurement and mastectomy.
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Rauscher et al. (2010) clarify Longer patient delay has been associated with low

socioeconomic status, low income and low educated.

Rauscher et al. (2010) that married women and those with a negative family history of
breast cancer waited longer than others before seeking care, Delay was associated with:
older age, being married, lower income, unemployed women ,less education, place of
residence (small cities), negative family history of breast cancer, belief in the fatality of
breast cancer, lack of access to healthcare services, lack of knowledge of breast cancer
symptoms, and denying the importance of breast self-examination. The main reasons given
for the delay were: lack of knowledge regarding the necessity of such a visit, fear,

negligence, lack of access to physicians, and poverty.

Mclafferty et al. (2010) clarify Lack of transportation, long distances and travel times, and
other spatial barriers reduce opportunities for early breast cancer detection. In the Arab
world, culture and religion play a major role in facilitating or hindering screening and early
detection of breast cancer (Elobaid, 2014).

2.6.2 Health characteristics and patient delay

Elobaid et al. (2014); Innos et al. (2013); Burgess et al. (1998) Clarify the risk of
prolonged delay of breast cancer diagnosis was significantly associated with symptoms

other than painless breast lump or breast pain.

Stapleton et al. (2011) Pain is a very common symptom of any disease that draws attention
to the site of the disease. In case of breast cancer, pain is most likely to occur in case of
large tumors or ulceration, both of which are indicative of late-stage disease. In settings
with low screening or early detection, lack of pain will delay a patient’s attention toward a
growing tumor and delay the process of. A history of past benign breast problems became

associated with prolonged patient delay (Rauscher et al., 2010).
2.6.3 Health seeking behavior and patient delay

the results of lack of awareness about breast cancer either the knowledge of breast cancer
symptoms or attitudes towards help-seeking or both, taken together increased delay time
for the diagnosis of breast cancer (Nurleli et al., 2014; Montazeri et al., 2008; Gilani et al.,
2010).
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Innos et al. (2013) Clarify the risk of prolonged delay of breast cancer diagnosis was
significantly associated with no history of mammograms (OR 1.83, 95% CI 1.13-2.95),
having received no information on breast cancer during past year (OR 1.77, 95% CI 1.05-
2.99), and previous benign breast problems (OR 1.65, 95% CI 1.01-2.67).

2.7 Reasons which make it difficult for the health care provider to an early diagnosis

Many studies discuss the patient delay factors, however, provider delay from diagnosis to
start of treatment has not been fully examined. Delays in the diagnosis process, referral of
women after diagnosis or delay in treatment initiation is likely to result in tumor

progression and poor prognosis (Arndt et al., 2003).

In a study to assess factor associated with provider delay. study conclude In univariate
analysis, delay was significantly associated with higher parity (P < 0.05), early age at first
birth (P < 0.01), previous breast symptoms (P < 0.01), first consultation at a general health
care center (P < 0.05),first consultation with a doctor rather than another type of health
care worker (P < 0.05), inconclusive initial diagnosis (P < 0.05), longer distance to hospital
(P < 0.05), longer travel time to hospital (P < 0.01), and higher number of consultations

with a surgeon before diagnosis (P < 0.01)(Poum et al., 2014).

Goncalves et al. (2014) reported at least a barrier in the trajectory of care for breast cancer.
The organizational and health services barriers, were the most reported in the periods of
investigation and treatment of breast cancer. the barriers should be considered in public

health policies and programs for the control of breast cancer.

The early diagnosis and determination of the exact size of the tumor before surgery is
important in choosing a therapy plan. The decision on the therapy of invasive breast cancer
depends on several factors such as cancer stage, tumor size and type, pathological and
cytological status of the tumor, the patient's opinion, the presence or absence of estrogen
and progesterone receptors in the cytoplasm of tumor cells and so on (Otaghvar et al.,
2015).
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Burgess et al. (1998) Clarify Presenting women with breast cancer to the GP with a breast
symptom that did not include a lump independently predicted general practitioner delay.

Delay in diagnosis of breast cancer is the most common clinical scenario resulting in
malpractice litigation. Tartter et al. (1999) clarify Physician delay in the diagnosis of breast
cancer is common, and patients with delay are similar to patients without delay, the
consequences of physician delay in terms of stage at diagnosis, treatment and outcome
were not statistically significant.

The one reason for late stage of breast cancer, is the absence of the proportion women who
obtain screening mammography. Taplin et al. (2002) conducted this study among seven
health care plans participating in the Cancer Research Network Among all screening
women, the odds of having late-stage cancer were higher among women with an absence
of screening (OR _ 2.17, 95% CI _ 1.84 to 2.56; P<.001). Among case patients, women
were more likely to being the absence-of-screening group if they were aged 75 years or
older (OR _2.77,95% CI _ 2.10 to 3.65), unmarried (OR_ 1.78, 95% CI _ 1.41 to 2.24), or
without a family history of breast cancer (OR _ 1.84, 95% CI _ 1.45 to 2.34). A higher
proportion of women from census blocks with less education (58.5% versus 49.4%; P _
.003) or lower median annual income (54.4% versus 42.9%; P _ .004). The study also
concluded to reduce late-stage breast cancer occurrence, reaching unscreened women,

including elderly, unmarried, low-income, and less educated women.

Jassem et al. (2013) conducted a study among 6588 female breast cancer patients from 12
countries were surveyed, based on a questionnaire survey conducted in 2011. The majority
of patients were aged 40-69 years. The most common first sign of BC detected by self-
examination was a breast lump (>65% in all countries). Less frequent symptoms included
breast pain, nipple or skin changes and nipple discharge. Several studies reported,
diagnosis delays in the range of 3—-6months between the onset of symptoms and the start of
treatment had a significantly adverse impact on survival. In this study delay in medical
advice and diagnosis of breast cancer remains a serious problem and breast health
awareness and education may positively impact early detection, diagnosis and treatment.
The study recommended identifying groups of women with an increased risk of a delay

and building programs that promote timely access to care.
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Arndt et al. (2003) conducted a study among Germany breast cancer women to assess
provider delay. Provider delay was defined as the duration from first consultation of index
disease until start of treatment. In this study, it was found a median delay of 15 days
between first consultation and onset of treatment. Provider delay over 3 months was found
in 11% of all breast cancer cases and was associated with patient characteristics, higher
education (odds ratio_ 2.6; 95% confidence interval, 1.3 to 5.4), full-time employment (OR
_2.5;95% ClI, 1.1 to 5.5), family history of breast cancer (OR _ 2.8; 95% ClI, 1.2 to 6.2),
and presenting with a non-breast symptom (OR _ 4.3; 95% CI, 1.7 to 10.9).

2.8 Diagnosis delay and tumor stage

The impact of breast cancer delay on survival and clinical staging, differs on study
conclusion. may be due to differing sample characteristics including patients in all clinical
stages or only patients with specific staging cancer, differences in the delay interval studied
(patient, diagnostic, treatment, provider, total delay or different combinations, differences

in time periods used to define delay e.g. 1, 2, 3, 6 months (Saldana, 2009).

In the same study which was conducted on 200 Libyan female breast cancer, the study also
conclude late clinical stage of breast cancer was found in 65.5% of all patients and it
tended to be more frequent among women with diagnosis delay >6 months (89.3%) than
among women who had diagnosed < 3 months after onset of symptoms (23%; p < 0.0001).
Diagnosis delay was significantly associated with large tumor size (T3 and T4; p < 0.0001)
and with positive lymph nodes (N2, N3; P < 0.0001). 23 patients presented with metastasis
at time of diagnosis, 91.3% of those had diagnosis delay >6 months (Ermiah et al., 2012).

In a study conducted in turkey breast cancer women to identify factors affecting the total
delay time (TDT) in Turkish BC patients, 1031 patients with BC were surveyed. The time
between discovering the first symptom and signing up for the first medical visit (patient
delay time; PDT) and the time between the first medical visit and the start of therapy
(system delay time; SDT). The relationship between TDT and cancer progression
indicators (tumor size, nodal spread and metastasis) was analyzed. Findings showed that
for all three indicators there were statistically significant differences (P < 0.001) in mean
TDT depending on how advanced the symptoms were. Specifically, longer diagnostic
times were associated with larger tumor sizes, affected lymph nodes and metastasis
(Ozmen et al., 2014).
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Montazeri et al. (2003) conducted a study in Tehran Iran to examine the extent of patient
delay and associated factors in the presentation of breast cancer. The study concludes a
Significant association were found between delay presentation and the late stage disease (P
= 0.01) and bigger tumor size (P = 0.004).

variables

<3 months >3 months P

No. (%) No. (%)
Stage of disease (n = 165)
land i 84 (67.8) 19 (46.3)
Il and IV 40 (322) 22 (53.7))
13= 602, df= | 0.01
Tumor size (n = 170)
<2cm 19 (15.1) 2(45)
2-5¢m 74 (587) 19 (43.2)
>5cm 33(26.2) 23 (523)
P2=111,df=2 0.004
Nodal involvement
(n=165)
No 36 (29.0) 10 (24.9)
Yes 88 (71.0) 31 (75.6)
y2=033,di= 1| 0.56

Table 2.2 Association between Iranian patients delay diagnosis and stage

2.8.1 Staging process

National Cancer Institute in 2009 defined staging as the process where breast cancer spread
within or to other parts of the body.
* Early breast cancer
o Stage 0: Carcinoma in situ or disease that has not invaded the basement
membrane.
o Stage I: Small primary tumor without lymph node involvement.
o Stage II: Involvement of regional lymph nodes.
* Locally advanced breast cancer
o Stage IlI: Usually a large tumor with extensive nodal involvement in which
node or tumor is fixed to the chest wall; also includes inflammatory breast
cancer, which is rapidly progressive.
» Advanced or metastatic breast cancer

o Stage IV: Metastases in organs distant from the primary tumor.
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2.8.2 Stages and survival rate

American Cancer Society, (2014) clarify that Stages and survival of breast cancer The five-
year survival rate can be calculated. Based on the prognostic factors the survival rate

increases or decreases.

Five years relative

Stage survival rate

0 100%

I 100%

ITA 92%

IIB 81%

IITA 67%

1118 54%

A} 20%

Table 2.3 Stages and survival of breast cancer according ACS
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CHAPTER THREE

Conceptual framework
3.1 introduction

In this chapter the study major definition, theoretical framework, and study conceptual

framework will be presented.
3.2 Breast cancer definition:

Breast cancer is a malignant (cancer) tumor that starts in the cells of the breast. It is found
mostly in women, but men can get breast cancer (American cancer society,2014). Breast
cancer occurs when malignant tumors develop in the breast. These cells can spread by
breaking away from the original tumor and entering blood vessels or lymph vessels, which

branch into tissues throughout the body (National Breast Cancer Foundation, 2015).
3.3 Diagnosis delay:

Delay in this context is used to describe the waiting time in the diagnostic process ,
usually delay is divided into patient and provider delay (Facione,1993) 14 , The full period
of delay usually refers to total delay and includes the period from first symptoms until the

start of treatment.

Delay is often defined and measured in several different ways, Pack and Gallo (1938)
originally defined two main types of delay. (1) Patient delay and (2) Provider delay. Patient
delay is defined as the time elapsed from the discovery of symptom by the patient to first
medical consultation m, three months or more elapsed time between discovery of
symptoms and a visit to a physician. Provider delay is defined as more than one month
between the first medical consultation and the initiation of definitive treatment, Provider

delay, sometimes referred to as system or clinical delay.
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Breast cancer delay or total delay is defined as “more than three months between symptom
discovery by the patient and the beginning of definitive treatment (Pack & Gallo, 1938)
Finally, as literature clarify on this topic Diagnostic delay is a variation of patient delay or

provider delay or sum of these total delay.

Patient delay Clhinzcal delay

| |

i\ 1
AN p AL

Symptom First First therapeutic
self-awareness medical visit intervention

'. I. JI

Tatal |::|.|_"].;I.:|.'

Figure 3.1Types of delay along the breast cancer are continuum (Pack & Gallo, 1938).

3.4 Staging and tumor size: The stage is usually described as the extent of the cancer in
the body. It is based on whether the cancer is invasive or non-invasive. The size of the
tumor and of how many lymph nodes are involved and if it has spread to other parts of the
body. In this study breast cancer stage is one of the important factors to determine the
effect of diagnosis delay (American Cancer Society. 2014). Also stages of cancer have
been categorized into two groups, Early Stage (I & Il) and Late Stage (Il & 1V) (Breast

cancer organization 2012).
3.5 Stage and Delay

In one reason for studying delay to know the effects on breast cancer stage at diagnosis.
all; patient delay, provider delay, total delay over three months are associated with poor
survival and worse prognosis (Arndt et al., 2002; Gullatte et al., 2006; Partridge et al,
2012; Ermiah et al., 2012).
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3.6 Theoretical Framework of the study
The Health Belief model formed the theoretical basis for this study.
3.6.1 The Health Belief Model (Wikipedia. 2016)

One can define "The Health Belief Model” is a model which assumes that people who
dread diseases and so the health actions are motivated by the degree of the perceived fear
or threat and the estimated fear decreased action. This possible decrease prevails over both
the physical and the physiological barriers and takes action to enable participation in
productive health actions. In sum, it stresses the hypotheses of a health belief model. It

includes and uses four concepts. The chart above may facilitate the concepts.

Perceived susceptibility: This is obvious with women who could be at risk of developing
breast cancer and that motivates them to run breast screening. When women perceived that
they might be subject to breast cancer, they are expected to take up early breast detection

in the event that they suspected any breast changes.

Perceived severity: This is the women’s attitude on the gravity of developing fatal breast
cancer. Women would change their health behavior and take up breast early detection and
take advice from the health provider depending on how serious they consider the
consequences of developing deadly breast cancer.

Perceived benefits: This is the women’s estimation of the efficacy of early breast
diagnosis as a procedure of reducing the effects of later stage of breast cancer. Women
would early seek help for breast cancer when they are sure that early diagnosis would be

viable and helpful.

Perceived barrier: This is the women’s belief of the physical and psychological cost of
running an early breast diagnosis against not taking it up. These comprised the physical,
psychosocial, economic and demographic variables that would inhibit breast early

diagnosis acceptance.

Cues to action: The woman’s own integrity could internally drive her to accept early
breast diagnosis to lessen risks of developing lethal breast cancer. Outer factors like media
ads, awareness campaigns and posters would apt the women to take up early diagnosis to
enable women to overcome the psychosocial, demographic and physical barriers and bring

about early diagnosis approval.
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This study assumes this model because it explains certain health behavior; it has also helps to
escort the search for "why" these behaviors arise and to plug for possible change. Using this
structure, change plans that can be intended such as developing messages that are possible to
convince women to make healthy decisions. Using the HBM, messages that are suitable to
health education for breast self-examination and early diagnosis other positive behavior change

can be developed.

3.7 Conceptual Framework of the Study

Socio
demographic
status

Factors Breast Cancer Women

affecting Diagnosis Delay
women e
seeking care (patient delay, provider
delay)
health history

(patient, family)

Figure 3.2: Study conceptual framework (self-developed)
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3.8 Socio demographic status

To investigate the socio demographic aspect we have to take into consideration some
important factors such as the place of residence; rural or urban .In a study conducted in
Egypt to determine the breast cancer survival time and explore the association between the
breast cancer survival and socio-demographic of diagnosis in EI-Minia Governorate, the
study shows a statistically significant relation between breast cancer survival and lower
education and occupation with low income and with a residence in rural areas (Seedhom
and Kamal, 2011).

Life satisfaction may have buffering effect on delay in seeking medical help for breast
cancer, so high level satisfaction may be associated with shorter delay and low life

satisfaction with longer delay (Ruddy et al., 2014).

The conflicting finding about the influence of age on delay. Some of studies suggest that
younger women more likely to delay than older women (Gnerlich et al., 2009).
It is likely that younger women fear that her body image may distort as a result of surgery

to remove her breast or part of it. Consequently, they postpone early diagnosis.

On the other hand, most of studies reported that older women delayed seeking help
significantly longer (Partridge et al., 2012; Macleod et al.,2009). Older women may
attribute their breast symptoms due to physiological change related to aging process, or nit
possible older women interpreted that due to medical problem such as chronic disease.
Poorer knowledge of symptoms and risks among older women may help to explain the
strong association between older age and delay in help-seeking (Grunfeld et al., 2002).

Some study explores the relation of education women and delay of breast cancer diagnosis
(Marcus et al., 2013) the study reported education women less likely to delay. It possible

educated women more health awareness, and better informed about breast symptoms.

Some study explores the relation of marital status and delay, the study revealed widowed
and divorced women had a higher risk of delay. Perhaps one might argue that this could be
explained by the fact that widowed and divorced women do not have enough motivation to

seek help or care about themselves and lack support (Montazeri et al., 2003).
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The financial status plays a decisive role in seeking health care. Many studies confirm that
low-income women are more likely to wait a longer period of time following the onset of
breast cancer symptoms before seeking medical treatment (Ruddy etal., 2014).

study clarify that cost and not having a health insurance prevented women from
performing breast cancer screening or early diagnosis B.C in Turkey, Jordan, Israel and
Irag (Donnelly et al., 2013).

Altaf et al. (2011) clarify the factors responsible for late presentation of breast cancer
revealed that most cases of breast cancer presented in advanced stage probably due to poor
economic status, illiteracy and negligence by patients or their family members and general

practitioners.

3.9 Family health history. Patient health history. Using of screening method.

Meechan et al. (2002) reported that having family history with breast cancer was
associated with shorter delay, may be due to fear from seeing family member suffering
breast cancer. Memon et al. (2013) reported that the Most common reason for patient’s
delay in diagnosis of breast carcinoma is negative family history of breast cancer and

vague attribution of the symptoms.

The International Agency for Research on Cancer (IARC, 2012) concluded that the 25%
reduction in mortality seen in the trials of mammographic screening and implies a

reduction in breast cancer mortality of about 35% for women who are screened regularly.

Several research has reported that previous general help- seeking habit is significant
associated with decreased delay in seeking help, when the actual breast symptoms occur
(Montazeri et al., 2008)

In addition, a number of studies have shown the relationship between shorter delay and
regular practices of self- examination, and mammogram screening (Naroozi and
Tahmasebi, 2011; Weller and Campell, 2009) prospectively. These studies show that most
women are not taking up breast cancer screening due to high illiteracy level and lack of
knowledge about vital issues related to breast cancer and prevention measures. increasing the

time interval of periodic mammography diminished the mortality reduction by allowing undetected
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growth of interval cancers. Increasing the screening interval of women in their forties from annual
to every 2 years or to every 3 years would diminish mortality reduction rates from 36% to 18% and
to 4%, respectively (Tabar, 1996)

3.10 Factors affecting women seeking care
3.10.1 Symptoms of BC

One of the important factors affecting help seeking is to identify the symptoms variation of
breast cancer. The nature of symptoms with lump or without it is important and affects the
proper diagnosis in the right time. Meechan et al. (2003) clarifies that women who
experience a breast lump are less likely to delay than women who experience other breast
symptoms such as nipple discharge or a change in shape of the breast.

Some women interpret their symptoms to breast disease other than breast cancer, and these
symptoms would go away, women initially tended to evaluate and attribute breast
symptoms as a non-serious cause as seen in other types of cancer (Khakbazan et al., 2014).

In a study conducted among Iranian women to know the causes of delay in seeking
treatment in patients with breast cancer the study suggests that women and even physicians
need further information about breast cancer symptoms. Women need encouragement to
seek medical advice when they encounter suspicious symptoms (Rastad et al., 2002).

Knowledge of breast cancer symptoms play an important role in this point.

It was reported by Norsa’adah et al., (2011) that Perception of the seriousness of a
symptom of breast cancer is dependent upon the first symptom and how fast the symptom

changes and multiplies

3.10.2 Emotional response

Women with breast symptoms have feeling with negative emotion such as fear and anxiety
Fear of breast cancer is variously described as a facilitator or mostly it can be a barrier to
seek medical advice. some studies stress that fear of breast cancer detection, fear of
abandonment by spouse, fear of diagnosis, fear of mastectomy, pain mammography, fear

of radiation, fear of disease, or fear of hospitalization and/or surgery have been reported as
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barriers (Consedine et al., 2004; Jones et al., 2004). In addition to other factors such as
shyness, embarrassment or thinking that the symptoms are not serious, studies have shown
that it may be cause of the delay of an early diagnosis (Altwalbeh et al., 2015).

The impact of various types of fear on the help seeking is not entirely clear, perceived
seriousness of the symptom and fear about the consequences of delay such as the
symptoms become worse or fear of death, this motivated woman to seek help (Khakbazan
etal., 2014).

3.10.3 Belief and knowledge

The degree of belief about cancer, early detection, and early treatment are important for to
improve prognosis. This varies from community to another. In the Arab country cancer is
believed to be a stigma, both men and women who often try to conceal their diagnosis and
avoid discussing it. If cancer is discussed, it often receives a label of “that disease "
(Hazboun and Glennon, 2011). It is reported by Magrath, (2010) that an unknown number
of patients in LMIC with overt cancer remain undiagnosed and untreated for various
reasons ranging from wrong beliefs about the causes of cancer (e.g., evil spirits) and
consequent stigmata, especially with genital cancers. Many studies clarify that there is a
strong association between lower education and delay to seek health care. Educated people
who are high school graduates or have completed higher levels of education have more
control of their own healthcare decisions and seek health care earlier than people with

lower education levels (Montazerietal, 2003).

Seedhom and Kamal, (2011) Clarify that education may result in a higher degree of health
awareness, better perception of breast cancer, related symptoms. All will result in less

delay in seeking medical care.

In a study conducted among breast cancer patients in the UK to assess knowledge about
breast cancer and preventive measures, the study revealed that most patients were
unfamiliar with the subject of cancer. They expressed lack of knowledge of cancer as a
disease and its symptoms. They identified a painless lump in the breast as sign of
abnormality, but not cancer. They also did not know any non-lump breast symptoms
(Karbanetal, 2011). Lack of knowledge about breast cancer was mentioned as an important

factor delay in Iran (Montezeri et al., 2003).
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3.10.4 Cultural dimension

Nobody can overlock the cultural values which play a large role in seeking health care.
Many women tend to keep their condition secret and thus their cancer may remain
undiagnosed especially in the Arab countries. One can argue that the Middle Eastern Arab
culture affects women’s behavior by stating that Arab women have restricted access to
health information outside their community because of traditional norms which are taken
as a taboo that can't be violated which respects the high value placed on the role of women
as mother and homemaker. Cancer is perceived as latent killer that is incurable and cause
much suffering pain and fear. The disease was seen as part of one's destiny or god's will
and therefore little could be done to change it. In addition, modesty and embarrassment in
exposing one’s body to strangers, religious practice, and gender preference are cultural

barriers to seeking health care (Hazboun and Glennon, 2011).

Ismail et al., 2013 conducted a study among females at Cairo University Hospital to
explore the relation to factor that hinder early detection of breast cancer, findings indicate
that the one most common factor is denying breast cancer, thinking it is only a simple

mass.

Lamptey et al. (2009) clarify Ignorance about breast cancer, fear of mastectomy, use herbal
treatment, and perceived hastening of death were reported as among the commonest causes
of delay for breast cancer patients.

There are three major socialization blocks in Arab/Muslim culture that could impact the
delivery of healthcare significantly. These are the family system, the role of the individual
relative to social organization and the assignment of primary gender roles (Hammoud et
al., 2005).

Some Arab women believe that they are not at risk from breast cancer. Many of them feel
uncomfortable about the idea of telling cancer of the breast by touching them. Cancer
about symptoms is often shared only with their family to seek their support, although they
would not talk about them with those outside the family. Such women believe it is not wise
to keep bad feelings inside. These attitudes affect women's confidence and competence
related to breast health practices include, breast self-examination, clinical breast exam and

help seeking in the case of any breast symptoms.
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3.10.5 Relationship status

Relation status can be important for women with breast cancer .in appositive sense it can
provide emotional support, material aid, advice and information, positive feedback,
physical assistance. It also enhances the extent of encouragement to go for breast
screening, early assessment and diagnosis.

Marital status in women is possible to be a guiding role in influencing the Palestinian
women in the early detection of breast cancer, especially in the eastern communities which
follow the customs and traditions and the opinion of the partner (the husband) (Hazboun
and Glennon, 2011).

To be employed or unemployed is essential to influence the chances of an early detection.
Whereas working women have the opportunity to express the symptoms of the disease to
their colleagues who may suggest creative ideas to diagnose the disease, such as having
early screening which could lead to an early detection. Unemployed women lack this
opportunity (Hammoud et al., 2005).

3.10.6 Physician and hospital service

Most cancer in low- and middle-income countries (LMC) are detected at later stages than
in high-income countries. It is commonly assumed that this late diagnosis is due to the
population’s lack of information and to deficient coverage of screening programs (Saldana
and Castaneda, 2009).

Health service is an important factor in the study of BC delay. Factors mentioned in
previous studies such as the quality of health service, distant residence to the cancer center,
administrative barriers to health care, medical error in diagnosis, the miss diagnosis such as
mastitis, infections and other condition could lead to a delay to detect the disease and
therefore a delay in treatment breast signs or symptoms other than lump. All these together
are real problems in perusing early detection. Healthcare providers play an important role
as enablers and facilitators for effective utilization of screening techniques and early
detection of B.C. Not receiving a recommendation by healthcare provider to perform
screening has been found to be a barrier for participation in screening (Azaiza& Cohen,
2006)
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CHAPTER FOUR

Methodology

4.1 Introduction in this chapter, research design, study setting, study population, inclusion
criteria, sampling method, sample size, Data sources and study tools, questionnaire
validation, reliability, piloting, fieldwork techniques, method of data analysis, ethical
consideration and study variable.

4.2 Research design

This study adopts a descriptive cross sectional study design, the design was preferred to
obtain and investigate the factors affecting BC diagnosis delay among women treated at
the BJGH. utilizing the quantitative data methods, targeted women were interviewed from
day care ward, oncology ward and outpatient clinics, data about tumor size and cancer

staging were collected from medical records.

The advantages of this type of study design are that it is straightforward, relatively
inexpensive, and could be conducted quickly. Thus, this type of design facilitated the

completion of this study
4.3 Study setting:

BJGH was established in 1908. It is located in Beit Jala city — Southern West Bank. It is a
central hospital in the southern West Bank and the only referral hospital for all patients
with cancer particularly from that area. It is the first place to be contacted for the diagnosis

and treatment of cancer patients.

The oncology ward provides healthcare services for cancer patients including; diagnostic
procedures such as; medical imaging, laboratory testing, histopathology and therapeutic
care such as surgery and chemotherapy. Also cancer patients come to day care ward for
patients when admitted to receive chemotherapy treatment. Cancer patients are followed up

in the outpatient oncology clinics.
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4.4 Study population

The study population involved all women with confirm breast cancer, at any stage,
attending BJGH, who treatment at day care cancer ward or oncology ward, besides women

who come to follow —up in outpatient oncology clinic, during the study period.

4.5 Study period

The study was carried out during the period November 2015t0 May 2016. The
questionnaire, the consent form, Ministry of Health approval and permission, and the
logistic preparation were all ready by the end of January 2016. Data collection and the
study population interviews started in November 2015. Three months later, the number of

eligible participants that were included in the study was 194.

4.6 Inclusion criteria
e Any patient women diagnosed with breast cancer of any aged, being treated in day
care cancer ward or oncology clinic or admitted to oncology ward during the
research period.
e confirm breast cancer diagnosis and is documented in medical record.

e participants consent to participate in the study was required.

4.7 Sampling method and Sample size

There is no official statistics that show the total number of women with breast cancer
attending BJGH. When reviewing the annual report of MOH for the years 211-2013 the
number of new diagnosed breast cancer cases in west bank was 375 cases, so 60% of the
total population all be included in the study as the following:357*60\100= 214 participants
will be selected. Those patients have to attend the clinics for follow up or the day care
ward for chemo therapy at least once monthly. In addition to cases seen in the oncology
department. Therefore, Convenience sampling will be utilized on all breast cancer patients
attended BJGH during the study period were included in the study sample. The total
number of the study cases was diagnosed by histo- pathological examination was 194

participants.
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4.8 Data sources and study tools

4.8.1 Participants medical record
After selecting the study case participant, his medical record was explored to ascertain the

TNM classification of each participant.

4.8.2 The Questionnaire

The questionnaire was developed using several previously validated questionnaires.
Especially the questionnaire of the study done by faired. (2009) among Jordanian women

in the King Hussein Cancer Center. The questionnaire consisted of four parts (Annex 1)

Part 1: the social and demographic characteristics of the patient such as, age, place of

residence, educational level, marital status, career and economical and financial situation.

Part 2: is concerned Information related to patient and family health history, and the
occurrences of breast screening and periodic follow-up to detect breast cancer. This part
suggests question as if any of the family member had ever had breast cancer, if she has
complained of abreast lump, if she has run breast self-exam, mammogram or breast clinical

exam.

Part 3: is concerned with the initial symptoms of breast cancer, the way it was discovered,
the reason of diagnosis delay. This part concentrate on question such as; the first sign
which motivates the patient to visit the doctor, the first time visiting the practitioner, the
time it takes between the first visit to the practitioner and the final diagnosis confirming the

disease through histopathology examination.

Part 4: And lastly, the patients’ records were investigated by the researcher to identify the
stage of breast cancer for each woman participated in the study. Here the researcher refers
to medical record file stored in the computer after taking the permission from the
specialist. The researcher concentrated on the following issues to identify; the stage of
breast cancer, lymph nodes if affected, the tumor size and finally if cancer is metastases or

not
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3.9 Questionnaire validation, reliability and piloting

A. Validity

The validation of the questionnaire proceeded in two forms. The first was after the
questionnaire has been distributed and has been reviewed by three specialists in the field
who provided some comments on the tool. The second form involved the implementation
of a pilot study (N=20) to validate the survey using exploratory factor analysis. The Table
(2.3) shows the exploratory factor analysis of all the paragraphs of the table (The reasons
of patient delay) is statistically significant, enjoying an acceptable degree of validity, and

they share together in measuring the associated factors in breast cancer diagnosis.

B. Reliability

In order to check the reliability of study questionnaire a Cronbach's Alpha coefficient test
was done on the section of the questionnaire (The reason of patient delay). the result

showed 0.93, indicating very good reliability in the study questionnaire.

C. Pilot study

A pilot study for the questionnaire was conducted before collecting the results of the
sample. The sample for pilot study will be chosen in the same way we choose the sample
for the study as it has been chosen from BJGH. 10% out of 194 breast cancer female will
be chosen, 20 subjects will be chosen to have a preliminary test for the questionnaire This
helped in checking whether the tool used was reliable and valid. The pilot study is
important here to evaluate the questionnaire. The results will clarify the women

understanding and the rate of acceptance of the questionnaire.
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3.10 Data collection procedure

The data was of two parts; the first part was performed through a constructed questionnaire
where the data was collected from interviewed women directly. The questionnaire was

carried out by a trained nurse, who was supervised by the study researcher.

The second part was a revision of each target woman's medical records to collect data

about staging and tumor size.

In order to minimize recall bias, the study participants were asked to remember the onset

of symptoms and the day of first consultation with the help of a calendar and files.

3.11 Method of data analysis

Each participant was identified by a medical serial number. also used this medical serial
number to refer to the participant's file stored in the pc to know the staging of the disease
for each participant. The data collected was analyzed using the Statistical Package for
Social Sciences (IBM SPSS 20). Frequent cheeks were made throughout the process of
data entry. Descriptive statistics include means and standard division were used for
quantitative data. We use Chi — Square test to determine the association between dependent
and independent variables. if the p- value of the test was < 0.05, the association was

considered significant at the 0.05 level.
4.12 Ethical consideration

The approval of this study from AL- Quds University — school of public health research
committee and Al-Quds University Graduate study committee. Permission was granted
from MOH to access the patients and their records and only by the researcher. For the
participants; the study goal was explained, privacy and confidentiality was maintained and
the women were informed that their participation would be voluntary and their withdrawal

from the study at any time would not be a problem.
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4.13 Study variable:

A. Dependent variable:

B.

1. Breast cancer women treated at BJGH.
2. Diagnosis delay; patient delay and provider delay
3. Stage of breast cancer

Independent variable:

The independent variables for this study were;

1.

Socio demographic status (age, place of residence, educational level, Marital
Status, age at marriage, occupation, Monthly income)

Patient health history, Family health history, Using of screening method.

Factors affecting women seeking care (Symptoms of BC, Emotional response,
Belief and knowledge, Cultural, Relationship status, Physician and hospital service)

4.13 Limitations of the study

The study result cannot be generalized to Palestinian women with BC, because the

study limited at women who were diagnosed at BJGH.

Recall bias, especially question related to recall of the duration from onset of
symptoms to the first medical visit and question related to patients first visit the
doctor to final diagnosis, it may have been wrongly estimated, especially in case
with longer delay. And question related to behavior of breast screening, type of

initial symptoms.

Information bias, it could be women provide inaccurate information especially
question related to, reasons for delay, some women consider that as privet

information.
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Chapter Five

The Results

5.1 Introduction

In this chapter, study results will be presented, Study population characteristics will be
shown in descriptive analysis. Univariate and multivariate analysis will be presented in this

chapter.
5.2 characteristics of participants

Table 5.1 shows that 36.1 % of the study population was age between 46-60 years. Of
them, 80.8 % were married and 34.0% their age of marriage was between 18-25 years old.
Of the study population, 20.7 % was secondary school, Also, 71.1 % of study population
lived in a city. While 91.7 % were housewife and 63.5% had a monthly income less than or
equal 1000 NIS.
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Table 5.1 Characteristics of participants

Total
N=194 N0
<45 years 59 304
Age 46-60years 70 36.1
>60 years 65 335
City 138 71.1
Place of Village 51 26.3
residence Camp 5 2.6
Hebron 136 70.1
Bethlehem 32 16.5
central provinces

Governorate | Ramallah. Jarico 22 11.4
Nort.hern 4 20

provinces
not (regds and 19 9.8

writes
Primary 35 18.1
. Preparatory 40 20.7
Educational Secondary 30 15.5
level :

Diploma 37 19.2

Average
bachelor_degree 39 16.6

or high

Single 8 4.1
Marital Status Married 156 80.8
Divorced 29 15.0
Widow 92 47.4
mﬁ?fizge 18-25 years 66 34.0
>25 years 29 14.9
Housewife 177 91.7
Occupation Retired 5 2.6
Employee 11 5.7
Monthly <1000 122 63.5
income of the 2000- 1001 37 19.3
LETIL7 (L >2000 33 17.2
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Table 5.2 The numbers and percentages of participant's chronic diseases.

Do not

Yes No know Total

# Y% # % # %

High blood pressure 62 | 320 | 131 | 675| 1 | 05 | 194

Diabetes 50 259 | 143 | 741 - 0.0 193
Asthma 23 | 119 | 169 | 876 | 1 | 05 | 193
Any type of allergies 19 | 98 | 175 | 902 | - | 00 | 194
Chronic arthritis or acute 20 104 | 1713 | 896 | - 0.0 194
Digestive Disease
13 6.7 180 | 93.3 - 0.0 193
Cardiovascular disease
13 6.7 180 | 93.3 - 0.0 193
Self-immune system diseases. (Such as
systemic lupus erythematous, rheumatic
(arthritis, etc. 21 109 | 171 | 88.6 1 0.5 193
Recurrent infections 27 | 140 | 164 | 850 | 2 | 1.0 193

Neurological or psychiatric disease
22 11.5 167 87.0 3 1.6 192

The table above shows that (62) patients have hypertension, and (50) patients have
diabetes, and (23) have asthma, and (19) have various types of allergy, and (20) of chronic
or cute arthritis (13) have digestive tract diseases, and (13) of cardiovascular disease, (21)
suffer from the self-immune diseases, and (27) of repetitive infectious diseases, and (22)
have neurological or psychological diseases.
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Table 5.3 Medical history of patients and their families.

Do not Total
Yes No Know N
# % # % # %

In the period before the discovery of the
qlsease have you had_ the presence_ of mass, 176 90.7 18 93 i i 194
fibrous  bags, milky  secretions or
inflammation in the breast?
During the five years preceding the discovery
of the cancer _hf';tve you visited one of the 66 340 128 66.0 i i 194
doctors / physicians in order to carry out
comprehensive checks to your body
Is there anyone of the family members
(mother, sister) has or had breast cancer? 33 17.1 160 82.9 - - 193
Is there anyone of the relatives (Aunt, aunt,
grandmother, uncle girl / H, girl Khal / e) 23 11.9 171 88.1 - 0 194
suffering from breast cancer?
Is there anybody of the family members or
relatives who suffers from any other type of 43 223 150 71.7 - 0 193
cancer.

The data in the above table shows that the (176) of the women were suffering from a mass

or fibrous bags or secretions, or inflammation of the breast, and (66) of the cases visit the

doctor to do a comprehensive check-up for their bodies during the past five years, and (33)

show that their mothers or sisters have /had breast cancer, and the results indicate that the

(23) have it in their relatives and (43) have relatives who have grades cancer of different

types and levels.
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Table 5.4 Usages of breast self- examination(BSE)

Yes No

Before the diagnosis of the disease you have,
do you know how to perform a breast self- 79 40.7 115 593
examination?

The data in the above table shows that the (79) cases only know how to BSE and that

equals (40.7%) of the cases, compared with 115 cases who does not know about BSE, the

following table shows the source of the patient's information and knowledge of BSE.

Table 5.4.1 The source of information about BSE.

N %
Awareness provided by the medical staff 50 63.3
Online 6 7.6
Television 8 10.1
Family members 10 12.6
Otherwise, 5 6.3
Total N 79 100

The previous table shows that 50 of the cases have received the knowledge of how to
perform BSE from the medical staff, and (6) from the internet, and (8) from television, (10)
from one of family members, (5) various sources. This shows the importance and the role
of medical staff in educating women about cancer, also it shows the little the role of the

family's in raising awareness about breast cancer.

Table 5.4.2 The numbers and percentages of participants who took up BSE.

Yes No

# % # %

Before the diagnosis of the disease
you have, have you ever thought of 67 | 345 | 127 | 65.5
Breast self-examination?
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The table shows that (67) cases carried out self-examination of the breast, a rate of
(23.3%), before the discovery of the disease, the disease. The following table shows how
breast screening is done.

Table 5.4.3The number of times that have made BSE.

N %
I run breast self-examination once a month. 35 52.2
.1 run breast self-examination of three to four times a year. 12 17.9
.1 run breast self-examination once a year. 10 14.9
Others 10 14.9
Total N 67 100.0

The above table shows that the (35) of the cases run BSE once a month. We can also see
that (12) of women have BSE three to four times a year, (10) of women have BSE once a
year, (10) others.

Table 5.5 Numbers and percentages of participants with previous knowledge about
mammograms.

Do not

Yes No Know

Before the diagnosis of the disease you have,

- 21 10.8 172 88.7 1 0.5
have you known what a mammogram is?

The above table shows that the (21) cases have knowledge about mammography before the
discovery of the disease a rate of (10.8%). This a small percentage. Work should be done

to raise awareness among women about mammaography for breast.

Table 5.5.1 Numbers and percentages of who performed a mammogram.

Yes No

Before the diagnosis of the disease you have, have you

20 10.3 174 89.7
ever performed a mammogram?
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The table shows that the (20) cases only have mammography of the breast which equals
(10.3%) of women with cancer. The following table shows the number of times women of

breast cancer have mammography before the discovery of the disease.

Table 5.5.2 Numbers and percentages of times that participants took up
mammograms.

N %
| took up mammogram everyone years. 16 0.0
| took up mammogram every two years. 2 10.0
I took up mammogram once every three to four years. 2 10.0
Total N 20 100.0

It is clear to us through the data in the table above that (80.0%) of cases is doing a
mimeograph of the breast once a year.

Table 5.6 Numbers and percentages of clinical breast examination(CBE).

Yes No

Total N

Before the diagnosis of the disease you have,
have you ever visited the doctor / before you 7 3.6 186 | 96.4 193
run clinical breast examination?

The table shows that (7) cases visit the doctor to have clinical examination of the breast

which equals (3.6%). The following table shows the number of times they visit the doctor.

Table 5.6.1 Number of times participants took up CBE

N %
I Perform the clinical breast examination once a year 5 71.4
Other 2 28.6
Total N 7 100.0

The table shows that the (5) cases only visit the doctor to have clinical examination once a

year. One case Visits the doctor once in two or three years or more.
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Table 5.7 The marks that appeared which urges you to search for health advice.
(Warning symptoms of breast cancer).

Do not
Yes No
know
Total N
# % # % # %
Does the emergence of an un painful lump in 175 90.2 19 98 ) 0 194
one of breasts urge you to visit the doctor? ) )
Were there changes and problems in the 91 472 102 58 ) 0 193
nipple? ) '
Was there a pain in the breast?
65 33.9 126 65.6 1 0.5 192
Was there a change in the shape and size of
breast? 34 17.5 160 82.5 - 0 194
Was there a enlargement of the lymph nodes
under the armpit? 35 18.2 156 81.3 1 0.5 192
Was there a strange nature of secretions from
the breast 40 20.8 152 79.2 - 0 192
Was there a swilling in the breast itself?
53 29.3 127 70.2 1 0.5 181

The data shows that (175) cases appeared to have a painless mass in one breast. The lower
marks were such a change in breast shape and size, a rate of 29.3%.

Table 5.7.1 The initial symptoms the participants have noticed

N %
Un painful lump in one of breasts 132 71.0
Nipple changes 19 10.2
Breast pain 17 9.2
lymph nodes enlargements 9 4.8
Others 9 4.8
Total N 186 100.0

The table above shows that the most important first symptoms of the disease was the

emergence of a painless mass in one of the breasts 71%.

53




Table 5.7.2 Who was the first to discover the symptoms that participants have

mentioned in the previous answers, (i.e. the first sign of breast cancer you have)

N %
(the patient himself) 129 66.5
The physician / doctor 51 26.3
Through X-ray (mammography) and without conversing with the doctor 14 7.2
Total N 194 100.0

The table above shows that (66.5%) of the women figured out the signs of the disease
themselves, and (26.3%) detected signs of the disease by visiting a doctor. And (7.2%)
detected only signs of the disease through the x-ray images without conversion from a

doctor.

Table 5. 7.3 Upon the emergence of these previous symptoms you talked to.

N %
I have not spoken to anyone. 96 50.0
I told my husband. 69 359
| told a family member. 23 12.0
Others 4 2.1
Total N 192 100.0

The data shows that (50.0%) of the cases didn't tell anybody about these signs and (35.9%)
told their husbands about these signs, and (12.0%) told one of the family members.

Table 5.8 The intervals between the firsts symptoms and visiting the doctor.

N %

<1 months 89 45.9

<3 months, > 1months 33 17.0
> 3 months 72 37.1

Total N 194 100.0
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The table above shows that (45.9%) of the cases visit the doctor in less than a month period
since the emergence of symptoms of breast cancer, and that (17.0%) during the period of

between one month and three months, and (37.1%) visit the doctor after more than three

months from the emergence of signs of illness.
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Between one
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Figure 5.1Time interval between the first symptoms to first seek medical advice

Table 5.9 The reasons for the delay to visit a doctor since the onset of symptoms.

Mean S.c!eve %
ation

Did not take things seriously, believing that these symptoms will
go away?

The embarrassment of visiting the doctor and breast
examination 4.71 0.846 94.2

4.90 0.417 98.0

Do not receive support from the spouse
4.65 0.715 93.0

The economic situation of the family does not allow it
4.57 0.853 91.4
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Fear of diagnosis of breast cancer

4.54 0.821 90.8
Fear of surgery

4.43 0.990 88.6
The impact on status as a female or spouse, loss of breast or part
of it 4.17 1.021 83.4
one of the family members suffering from breast cancer and |
do not want to | suffer like her 4.03 0.919 80.6
Belief that the therapy available for breast cancer leads to rapid
death 3.99 0.896 79.8
Do not receive support from the family

3.89 0.912 77.8
Seeking to use alternative therapies such as herbal medicine

3.86 0.924 77.2
Fear of mastectomy or part thereof

3.71 0.863 74.2
The refusal to go to a doctor and leaving to fate as whatever the
outcome of breast cancer 3.64 0.737 72.8
The lack of adequate time

3.64 0.612 72.8
The lack of a woman doctor or a specialist who can run breast
examination? 3.53 0.627 70.6

The table shows that the most important reason for the delay in the visit to the doctor was
not taking the disease seriously, believing that it will disappear as an arithmetic mean
(4.90) with a standard deviation (0.41), then followed by the shame to visit the doctor's and
run a breast examination with a mean ( 4.71) with a standard deviation (0.84), followed by
the lack of support from the spouse with a mean (4.65) with a standard deviation
(0.71).The comes the economic situation of the family with a mean (4.57) and with a
standard deviation (0.85) after that the fear of the diagnosis of the disease with a mean
(4:54) with a standard deviation (0.82)Next, comes the lack of a doctor or specialist
women for breast screening with a mean (3.53) and with a standard deviation (0.61).

Finally comes the lack of time with a mean (3.64) with a standard deviation (0.62).
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Table 5.12 Reasons that urged the participants for medical consultation after the
delay.

Do not
Yes No K
now Total N
# % # % # %
symptoms persist. 163 | 849 | 27 | 141 | 2 | 10 192
The feeling of fear that the
symptoms of breast cancer may 160 | 84.2 27 14.2 3 1.6 190
become worse if left untreated.
Curiosity if they are the symptoms
of breast cancer. 117 | 62.9 62 333 7 3.8 186
Advice from family and relatives. 87 | 55.1 97 437 2 1.3 158
Symptoms become serious. 50 | 265 137 725 ) 11 189
Other reasons / Mention!................ 17 | 500 17 50.0 _ 0.0 34

The table above shows that (163) of cases were pushed to visit doctor because of the
continuation of symptoms, and (160) cases were pushed because of fear that the symptoms
of the disease become worse, and (117) were pushed to visit the doctor because of curiosity
as to whether the symptoms are the symptoms of breast cancer, and (87) had been advised
by family and relatives to visit the doctor, and (50) of the case visited the doctor after

symptoms of the disease become more serious.

Table 5.13 visit one of the doctors / physicians prior to the visit of BJGH.

Yes
# %
Since the onset of symptoms, you have, did you visit
one of the doctors / physicians prior to the visit of Beit
Jala Governmental Hospital? 193 100

The table shows that patients had visited the doctor since the emergence of the symptoms

of cancer have.
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Table 5.13.1 The doctors the patients have reviewed since the onset of symptoms and
before visiting BJGH the first time.

N %
A general practitioner 32 16.6
A gynecologist 60 31.1
An oncologist 32 16.6
A Surgeon 64 332
Others!! Mention! 5 2.6
Total N 193 100.0

The table shows that (16.1%) of the cases had visited a GP once a year, and that the doctor
(31.1%) visited (a gynecologist, and (16.6%) visited Oncologist, and (33.2%) visited a
doctor surgery, and (2.6%) had visited other doctors.

Table 5.13.2 The doctor’s advice before being directed to BJGH.

N %
| was asked to have a mammogram 51 26.4
| have been transferred to BJGH / Oncology Clinic, to complete the 132 68.4
tests. )
| have been transferred to other Hospital to complete the tests. 4 21
Being diagnosed as non-breast cancer case, it is only inflammation of 6 31
the breast (mastitis) )
Total N 193 100.0

The table above shows that (26.4%) of the cases were requested to have an x-ray of the
breast after the emergence of the first symptom, and (68.4%) were directed to Beit Jala
Hospital and (2.1%) were transferred to other hospitals for testing, and that (3.1%) were
diagnosed with breast cancer.
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Table 5.16 The time took the patient to have an appointment for the oncology clinic

N %
Less than a week 186 95.9
Less than a month 7 3.6
More than a month 1 0.5
Total N 194 100.0

5.17 The interval between the first visit and the final diagnosis.

N %

< lweek 23 11.9

< 1month, > 1 weak 80 41.2
>1month 91 46.9
Total N 194 100.0

The table above shows that (11.9%) of the cases took less than a week between the first
visit to the doctor and the final diagnosis of the disease, and (41.2%) took less than a

month's period, and (46.9%) took them a period more than a month from the first visit and
the final diagnosis of the disease.
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Figure 5.2 Time interval between first visit to final diagnosis

Table 5.18 Total delay includes the period from first symptoms till the confirmation

of the B.C to start the treatment (patient and provider delay).

N %

<1 months 10 52

< 3moths, > 1 months 66 34.0
3> 118 60.8
Total N 194 100.0

The table above shows that (5.2%) of the cases have reached the final diagnosis of the
disease in less than a month's period from the emergence of symptoms of breast cancer,
and it took (34.0%) period of between one month and three months, and (60.8%) have
reached the final diagnosis of the disease after more than three months.
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Table 5.19The treatment that has undergone since the time was diagnosed as breast
cancer.

Yes No
Total N

# % # %
Mastectomy. 52 98.1 1 1.9 53
Partial mastectomy. 89 100.0 - 0.0 89
Lumpectomy

121 98.4 2 1.6 123
Radiotherapy

136 99.3 1 0.7 137
Chemotherapy.

159 99.4 1 0.6 160
Hormonal therapy.

76 97.4 2 2.3 78
Immunotherapy.

6 85.7 1 14.3 7

Table 5.19.1 Guidance to Palliative Care
Yes No
Total N
# % # %

Were you guided to the Palliative Care 69 35.8 124 64.2 193

The table above shows that (69) cases have been transferred and guided to Palliative Care.

Table 5.19.2 The place of palliative care

N %
Part of the treatment performed in the hospital 36 522
Home care (home) 31 449
Others 2 2.8
Total N 69 100.0

The table shows that (52.2%) of the cases receive part of the treatment in the hospital, and
(44.9%) receive home care, and (1.4%) receive different care, as well (1.4%) receive
treatment part in hospital and the other part through homecare.
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Table 5.20 Staging and TNM classification of participants

N %

Stage 1 44 23.9

Stage Stage 2 53 28.8
Stage 3 49 26.6

Stage 4 38 20.7

T1 52 8.1

T T2 68 36.8
T3 52 28.1

T4 13 7.0

NO 81 43.8

N N1 48 25.9
N2 47 254

N3 9 4.9

MO 147 79.5

M M1 37 20.0
MX 1 0.5

The table shows that, 52.7% of cases have Early stage (stage 1and 2), 47.3% of cases have
Late stage (stage 3and 4). The study showed that 20% of women with breast cancer have
metastasis.

Table 5. 21 The association between socio demographic status and delay to visit a
doctor to tell him about those symptoms

<1 months 513 23::;;’: 3months> Total N of P
B % | #] % | #] % | # | % value
<45years | 29 | 326 | 13| 39.4 | 17 | 236 | 59 | 304
Age 46-60years | 27 | 303 | 6 | 182 |37 |514| 70 | 361 | 4 | 0.010
>60 years | 33 | 37.1 | 14 | 424 |18 | 250 | 65 | 335
City 62 | 69.7 | 20 | 60.6 | 56 | 77.8 | 138 | 71.1
Place of Village 24 | 270 | 13| 394 | 14| 194 | 51 |263| 4 | 0.238
residence Camp 3134)0)] 00 |2] 28 5 2.6
not(reads | 15|169 | 2 | 61 | 2 | 28 | 19 | 98 10
and writes
Primary |13 | 146 | 4 | 121 |18 | 254 | 35 | 18.1
Preparatory | 23 | 25.8 | 6 | 18.2 | 11 | 155 | 40 | 20.7
Educational | Secondary | 13 | 146 | 7 | 21.2 |10 | 141 | 30 | 155 0.018
level Diploma |10 | 112 | 7 | 21.2 |20 |28.2| 37 |19.2
Average
bachelor | 15| 169 | 7 | 21.2 |10 | 141 | 32 | 16.6
degree or
high
Marital Single 4 | 45 | 1 30 | 3| 42 8 4.1 4 0.001
Status Married 791888 |30 | 909 | 47 | 66.2 | 156 | 80.8 '
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Divorced 6 | 67 | 2 | 61 [21]|296| 29 | 150
Widow 40 | 465 | 14 | 438 | 38 | 55.1 | 92 | 49.2
Age at 18-25 36 | 419 |11 | 344 |19 |275| 66 | 353

marriage years

>25years | 10 | 116 | 7 | 21.9 |12 | 174 | 29 | 155

Housewife | 80 | 90.9 | 31 | 93.9 | 66 | 91.7 | 177 | 91.7

Occupation Retired 1111 |0)| 00 |4 | 56 5 2.6 4 | 0.206

Employee | 7 | 80 | 2 | 61 | 2 | 28 | 11 | 57

4 | 0.301

Monthly <1000 52 [ 59.1 |18 | 56.3 | 52| 722|122 | 635 4

income of | 2000-1001 | 14 | 159 | 9 | 28.1 | 14| 194 | 37 | 193 0.046

the family 22250 | 5 | 156 | 6 | 83 | 33 | 17.2 '
NIS >2000

The table indicates that there were no statistically significant differences at the level of
(0<0.05) in the associated factors in the postponement of the diagnosis of breast cancer
with the Palestinian women who are being treated at Beit Jala Governmental Hospital
according to variables of (place of residence, age at marriage and profession) and the time
of delay since the onset of symptoms and until the doctor's visit, while showing that there
are statistically significant differences at the level of (0<0.05) in the associated factors in
the diagnosis of breast cancer postponement in women by variables (age, education level,
marital status, educational level) The time of delay since the onset of symptoms till seeing
the doctor.

The differences were according to the age variable in favor of women who are more than
60 years of age, in the category of less than a month and the category between the ages of
2-3 months. The differences were in favor of women whose ages ranged from 46-60 years
old in more than 3 months’ category, according to the level of education. The differences
were also in favor of women who have the preparatory educational level, and with the
variable of marital status differences were in favor of married women, and when the
variable of income, the differences were in favor of the ladies who have income less than
1,000 shekels.
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Table 5. 22 The association between Health history of patients and the delay to visit a
doctor to tell him about those symptoms.

<
<1 months | 3moths, > 3 months> Total N
1 months Df P
[0)

# Yo # % " % value
In the period before the YeS | g4 | o944 | 32 | 970 | 60 |833 | 176 | 907
discovery of the disease
have you had the presence > | 0.022

of mass, fibrous bags, milky
secretions or inflammation
in the breast?

No 5 5.6 1 3.0 12 16.7 18 9.3

During the five years Yes
preceding the discovery of
the cancer have you visited
one of the doctors / 2 0.039
physicians in order to carry No 51 57.3 22 66.7 55 76.4 128 | 66.0
out comprehensive checks
to your body.

38 42.7 11 333 17 | 23.6 66 | 34.0

Is there anyone of the Yes
family members (mother,

8 9.1 7 21.2 18 25.0 33 | 17.1

ister) h had b t 2 0.023
sister) has or had breas No | 80 | 90.9 | 26 | 788 | 54 | 750 | 160 | 82.9
cancer

Is there anyone of the YeSlog0 | 112 | 6 | 182 7 | 97| 23 | 119
relatives (Aunt, aunt,
grandmother, uncle girl / 2 | 0.447
H, girl Khal / e) suffering No 79 88.8 27 81.8 65 90.3 171 | 88.1
?from breast cancer

Is there anybody of the YeS| g | 202 | 8 | 242 | 17 | 239 | 43 | 223
family members or 5 0.817
relatives who suffers from 76. 77. :

No | 71 79.8 | 25 | 75.8 | 54 150

.any other type of cancer 1 7

The table shows that there are statistically significant differences at the level (0<0.05) in
the associated factors in the delay of the diagnosis of breast cancer in women according to
variables (in the phase leading up to the discovery of the disease to the presence of mass,
fibrous bags, secretions milky or inflammation in the breast. Did you visit the doctor
during the five years preceding the discovery of the cancer in order to carry out
comprehensive checks to your body, is there anyone of the family members (mother,
sister) suffered breast cancer)? while showing that there are no differences statistically
significant at the level of (0<0.05) in the associated factors in the postponement of the
diagnosis of breast cancer in women by variables (Is there one of the relatives: aunt,

grandmother suffered breast cancer.
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The differences were in favor of women who have suffered from the presence of mass,

fibrous bags, secretions milky or inflammation of the breast. According to visiting the

doctor in order to carry out comprehensive checks, the differences were in favor of women

who did not see a doctor. As for if one of the family members has /had the disease the

differences were in favor of families with none of the members (mother, sister) has

suffered from breast cancer.

Table 5. 23 The association between BSE and delay to visit the doctor to tell him

about these symptoms.

<1 months

< 3moths, > 1

months

3>

Total N

#

%

#

%

%

#

%

df

value

Before the diagnosis of
the disease you have,
have you ever thought
of Breast self-
examination

Yes

45

50.6

10

30.3

24

33.3

79

40.7

No

44

49.4

23

69.7

48

66.7

115

59.3

0.035

Before the diagnosis of
the disease you have,
have you ever thought
of Breast self-
examination

Yes

34

38.2

16

48.5

17

23.6

67

345

No

55

61.8

17

51.5

55

76.4

127

65.5

0.028

Before the diagnosis of
the disease you have,
have you known what a
mammogram is?

Yes

9.0

12.1

12.5

21

10.8

No

81

91.0

29

87.9

63

87.5

173

89.2

0.749

Before the diagnosis of
the disease you have,
have you ever
performed a
mammogram

Yes

7.9

9.1

10

13.9

20

10.3

No

82

92.1

30

90.9

62

86.1

174

89.7

0.444

Before the diagnosis of
the disease you have,
have you ever visited
the doctor / before you
run clinical breast
examination

Yes

1.1

0.0

6.9

3.1

No

87

98.9

33

100.0

67

93.1

187

96.9

0.057

The table indicates that there are statistically significant at the level of differences (0<0.05)

in the associated factors in the diagnosis of breast cancer postponement in women as

variables (before the diagnosis of disease. You know how to perform breast self-

examination. Before the diagnosis of disease, you have, have you ever performed self-
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examination of the breasts), while showing that there were no statistically significant
differences at the level of (0<0.05) in the associated factors in the postponement of the
diagnosis of breast cancer in women by variables (usages in breast screening and the time
of delay since the onset of symptoms and to till visiting the doctor. The differences were in
favor of women with knowledge of breast self-examination, and then the differences were

according to women who did not take breast self-examination.

Table 5. 24 The association between staging (TNM) and delay to visit the doctor to tell
him about these symptoms.

<1 months Sf 28:;;’: 3 months> Total N df P

] % | # | % | % value

Stage 1 42 | 48.8 1 3.3 1 15 44 | 23.9 6 0.000
Stages | Stage 2 35 | 40.7 | 15 | 500 | 3 44 53 | 28.8
Stage 3 7 8.1 10 | 33.3 | 32 47.1 49 | 26.6
Stage 4 2 2.3 4 133 | 32 47.1 38 | 20.7

T1 48 | 55.8 3 9.7 1 15 52 | 28.1 6 0.000
T T2 30 | 349 | 19 | 613 | 19 27.9 68 | 36.8
T3 8 9.3 8 | 258 | 36 52.9 52 | 28.1
T4 0 0.0 1 3.2 12 17.6 13 | 7.0

NO 66 | 76.7 8 | 258 7 10.3 81 | 43.8 6 0.000
N1 17 | 198 | 11 | 355 | 20 294 48 | 25.9
N N2 3 35 11 | 355 | 33 48.5 47 | 254
N3 0 0.0 1 3.2 8 11.8 9 49

MO 85 | 97.7 | 26 | 83.9 | 38 544 | 149 | 79.5 2 0.000
M M1 1 2.3 5 1161 | 30 45.6 36 | 20.5

The data indicates that there are statistically significant differences at the level of (0<0.05)

in the associated factors in the diagnosis of breast cancer in women who postponed by a

variable of stage, tumor size, lymph node and metastasis.
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Table 5. 25 The association between Warning symptoms of breast cancer and delay to

visit the doctor to tell him about these symptoms.

< 3moths, > 1

<1 months 3months> Total N
months df P
# % # % 4 % value

Does the emergence | Yes | o4 |44 | 37 | 970 |59 | 819 | 175 | 90.2
of an un painful
lump in one of 2 0.011
breasts urge your t ’
to visit the dactor? | N0 5 5.6 1 3.0 13 181 | 19 | 98
Were there changes | Yes
and problems in the 35 393 14 S15 39| 549 | 91 | 472 | |
nipple? No | 54 |60.7] 16 485 [32] 451 | 102 | 52.8
Was there a painin | Yes
the breasts 23 | 261 13 394 29| 408 | 65 | 339 | | 0

No | 65 |73.9] 20 60.6 |42 59.1 | 127 | 66.1
Wasthereachange | Yes| ) | 35| g 182 | 16| 222 | 34 | 175
in the shape and 2 | 0.347
size of breast? No | 77 | 865 27 81.8 [ 56| 77.8 | 160 | 825
Was there a YeS g | 205 2 63 |15] 222 | 35 | 187
enlargement of the
lymph nodes under 2 0.244
the armpit? No | 70 | 79.5| 30 93.8 | 57| 778 | 157 | 813
Was thereastrange | Yes | o | 5, | 5 212 [ 15| 214 | 40 | 208
nature of secretions 2 0.981
from the breast No 71 79.8 26 78.8 55| 78.6 152 79.2
Was there a VeS| o1 256 | 8 250 |24 358 | 53 | 293
swilling in the 5 | 0143
breast itself? 74. 4 :

No 61 4 24 75.0 3 64.2 | 128 | 70.7

The data indicates that there are statistically significant differences at the level (0<0.05) in

the associated factors in the diagnosis of breast cancer postponement in women as a

variable (mass painless appearance in one of the breasts. The differences were in favor of

women who appeared to have lumps are painless in one breast.
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Table. 26 The association between the first visit to the doctor and staging(TNM).

< Iweek = lf\:;’glil & >1month Total N of P

weak | % | # | % # % W

Stagel 9 40.9 23 30.3 12 14.0 44 239 6 0.021
Stages Stage 2 7 31.8 17 22.4 29 | 337 53 28.8
Stage 3 6 27.3 20 26.3 23 | 26.7 49 26.6
Stage 4 0 0.0 16 21.1 22 | 25.6 38 20.7

M MO 22 95.5 61 80.3 66 | 74.7 | 149 79.5 2 0.096
M1 0 45 | 15 | 19.7 21 | 253 ] 36 | 205

The table indicates that there are statistically significant differences at the level of (0<0.05)
in the associated factors in the diagnosis of breast cancer in women postponing variables

(stage that the disease has been diagnosed in the patient, and the spread of the disease).
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CHAPTER SIX

Discussion

6.1 Introduction

The study results are summarized and compared to the results of other studies worldwide.
Also, the results are interpreted and discussed. In the final part of the chapter, the study

conclusions and recommendations are presented.
6.2 Summary of the results

The study analyzed 194 breast cancer cases registered at BJGH with confirm diagnosis of
B.C, the majority of the cases 36.1 % fell between the ages of 46-60 years old, and 33.5%
were above 60 years old, and 30.4 % were below 45 years old.
Before the diagnosis of B.C, the study clarifies the low rate of participant women to BSE,
Mammaography and CBE, 34.5%, 10.3%, 3.7% prospectively.

The majority (45.9%) of symptomatic women consulted within the first month, 17.0%
consulted within the first three months a. 37.1% waited for more than three months (patient
delay). Provider delay was found in 46.9% of all women participant (over one months).
Total delay was found in 60,8% of all women participants (over three months).

The first sign or symptom of cancer was a self-detected 66.5%. breast lump was the most
frequent symptom (71%), followed by nipple change and discharge (10.2%), breast pain
(10%), lymph node enlargement under the arm pit (4.8%) and other symptoms (4.8%).
This Study clarify 71.0% of women participant who have abreast lump as initial signs,

these results could indicate that women recognize breast cancer symptoms only a late.

In the present study, the majority of women sought medical advice after identifying the
symptoms of BC, most commonly with breast lump (90.2%). Such a high proportion may
be explained by the fact that there is no organized breast cancer screening program;
nevertheless, it has been established that symptom-based detection of breast cancer is still

very important in countries where an organized screening program (Musmar and Shmais,
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2010). The most vulnerable group is still not doing it frequently, older women and younger
ages, less educated, single, and women from refugee camps need to be reached out to
increase their awareness to go for screening mammography. This study clarifies 84.2 % of
the women participants did not want to consult a healthcare provider Only after symptoms

have become worse, table 5.12 clarify this.

TNM classifications are summarized in table 5.20. Most of the patients (52.7%) had early
stage BC (Stages | and I1). And the study revealed the high proportion (47.3%) of women
BC had advanced-stage (stage Il and IV). A strong association between patient's delay,
provider's delay and stage at diagnosis are obvious in the study.

Women BC treatment summarized in (table 5. 19) Surgical treatment are wildly among
women participants in the study, whereas 52 of women participants have undergone to
total mastectomy beside radio and chemotherapy. This study shows just 35.5% of all
women participant who guided to palliative care, our study found the palliative therapy it is

not included as a part of treatment among B.C women who treated at BJGH.

This study shows that cultural and societal beliefs have a great effect on Palestinian
women’s attitudes and behaviors towards symptom recognition, and presentation for
medical treatment.

Delay in the diagnostic work-up after the first consultation of a physician may arise from
patient, provider misdiagnosis, or long waiting times for diagnostic or therapeutic
procedures because of the limited capacities in the health care system in BJGH.

6.3 Diagnosis delay or total delay. patient's delay and provider’s delay
6.3.1 Patient’s delay

As mentioned in the previous study patient’s delay (the interval between first detection of
symptom to first medical consultation), an interval longer than three months between
symptoms discovery by patient to first medical consultation) (Saldana and Castaneda,
2009; Arndt et al., 2002; Norsa’adah et al., 2011; Ermiah et al. 2012; Pineros et al., 2009;
Poum et al., 2014).
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The study reveals as shown in the table 5.10 the 37.1% of sample delay more than three
months from discovered symptoms to see medical consultation, these results in the same
line of the study conducted among Jordanian female 32.2%(Abu-Helalah et al., 2016)
which is slightly higher compared to the 14 to 19% range observed in developed countries
(Freitas and Weller, 2015). Poum et al., (2014) clarify that 17% delayed seeking
consultation for longer than 3 months in Thailand. but lower than low income countries
such as Uganda (89 %) patients delayed by more than 3 months after noticing symptoms of
breast anomaly (Odongo et al., 2015), One explanation for such a difference might relate to

the patients delay related behaviors and the social context they live in.

This delay of BC diagnosis lead to worse health outcome and lower overall survival
(Kothari &Fentiman, 2003) Delay in seeking medical advice has been established as one of

the reasons for increased cancer mortality in developing countries (Pineros etal., 2009).
6.3.2 Provider delay

Provider delay can be defined as the duration from first consultation of index disease until
the start of treatment (i.e. delay in confirming diagnosis, delay in surgery and delay in
starting adjuvant treatment). In this study, an interval longer than one month is considered
provider delay (Pack&Gallo, 1938; Saldafia and Castafieda, 2008).

Our study reveals as shown in the table 5.10, the provider delay over 1 months was found
in 46.9% of all breast cancer cases. which is slightly higher compared in Jordan 49.1%
(Abu-Helalah et al., 2016), Germany 11% (Arndt et al., 2003). And 42% reported a doctor
delay of longer than 1 month in Thailand (Poum et al., 2014). Arndt et al. (2002) clarifies
delay diagnosis over one months is associated with more advanced stage among B.C

women. Delay of therapy also has impacts on medical burden.

6.3.3 Total Delay

The interval between a patient’s first noticing symptoms and starting specific treatment
more than three months (Ozmen et al., 2014), this delay has been associated with poorer

survival, late stage and tumor progression (Williams, 2015).

In this study the total delay (patient delay and provider delay) is 60.8% from total patient’s
samples. This study shows that the proportion of delaying is high comparing study
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conducted in developing countries such as, Germany 42% of the patients had a TDT
(Ozmen et al., 2014).

6.4 Factors related to breast cancer delay
6.4.1 Factors related to patient delay

The most frequent reasons for delay among women with a more than 3-month-delay were
summarized in (table 5.9). The main reasons for patient delay found in this study. These
findings together with late stage of diagnosis. (98.0%) of women participant delayed
medical advice over three months is due to the thought of ignoring the seriousness of a
painless lump, women who are not considering symptoms to be important, it is one of the
factors that are associated with delay of BC, the previous Literature confirm these result
(Ermiah et al., 2012; Pineros et al., 2009; Norsa’adah et al., 2011; Elobaid et al., 2014).
When Patients’ interpretation of their symptoms as a sign of cancer had an important
influence on whether they sought medical help immediately (Odongo et al., 2015). Many
studies clarify the evaluation of breast symptoms is based on the pre-existing knowledge,
experience, self-education and observation of individuals (Seedhom and Kamal, 2011;
Montezeri et al., 2003; Karbanetal, 2011).

The health belief model interprets that when the patient perceived risk and seriousness of
BC and this influence the women to seek medical advice. The Model in an attempt to
understand women’s beliefs and perception of risk with regard to delay the diagnosis,

when women perceived the seriousness of the condition go early to seek help.

Shyness and personal modesty are common among participant women. This study reveals
(94.2%) Women are embarrassment when visiting the doctor and when having breast
examination. It is one of the factors that associated with delay of BC, this barrier is found
in many studies (Altwalbeh et al, 2015; Ermiah et al., 2012). An explanation of this breasts
are sensitive parts of a woman’s body which have to be concealed all the time and a
powerful cultural belief that breasts are sexual organs that should not be discussed publicly
(Khazaee et al., 2014).

The study also clarifies the role of the husband with a woman diagnosed with breast cancer
is a very sensitive issue. The study findings (93.0%) show that women delay seek medical

help over three months is due to not receive support from the spouse. A study supports
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these findings (Odongo et al., 2015,). Thus the support of the husband, play an important
role in making breast cancer patients strong in winning the battle.

In this study 91.4% women delayed to seek medical advice and interpret that the economic
situation of the family is barrier of an early detection of BC. Many Studies confirm these
result (Pineros et al., 2009; Elobaid, 2014; Elzawawy et al., 2008; Rauscher et al., 2010;
Ruddy et al., 2014; Altaf et al., 2011). As mentioned in previous studies that is due to their
lack of ability to pay for a doctor’s visit or treatment, and thus these women were forced to
wait until their health had deteriorated to a point where medical attention was of absolute
necessity.

Many types of fear that prevent women to early B.C diagnosis. In this study refer to the
Fear of diagnosis of breast cancer (90.8%), Fear of surgery (88.6%), Fear of mastectomy or
part thereof (74.2%), all these considered a factor for delay of diagnosis over three months.
Many studies talk about fear as barrier for early detection (Elzawawy et al., 2008;
Rauscher et al., 2010; Ajekigbe. 1991).

The women fear of breast diagnosis may due to fear of the unknown, a fear that stemmed
from a lack of knowledge and information about what to expect during diagnosis, another
fear of Breast surgery the interoperation of this, women believed B.C surgery is associated
with death, some interoperation associated with fear of mastectomy they believed
mastectomy was associated with death , passionately was the diminished sexuality a
woman experiences after mastectomy, "Fear" of sexual relation disturbances with
husband” and "Fear" of being abandoned by husband, mastectomy causes disfigurement

and Disability.

In addition, the study finds that (83.4 %)of women interpret the impact on her status as a
female or spouse, loss of breast or part of it as a barrier to early detection may be due to the
traditional woman’s role in the family of taking care of children and the husband. Donnelly
et al. (2013) pointed in a study in Israel that “Fear of losing traditional role as woman” was

one of the fears but it was not a barrier, this different may due to cultural values.

This study clarifies the following two points as barriers to an early B.C diagnosis. women
in the study interpreted the presence of one of the family members suffered from breast
cancer as barrier to early detection (80.6%), The belief that the therapy available for breast

cancer leads to rapid death (79.8%). This becomes more sensitive if one of the relatives

73



had died or suffered from breast cancer before. So that it was looking to the topic in a
negative perspective. All this is due to the lack of knowledge and awareness to B.C
(Montezeri et al., 2003; Norsa’adah et al., 2011; Elzawawy et al., 2008). This study

supports this view as barrier.

This study demonstrates that (77.2%) seeking treatment at the tradition healer is among the
reasons for delay in seeking treatment. This is similar to the results of study conducted by
(Ermiah et al., 2012) whereby13.0% of the study participants delayed because they were
seeking treatment from the traditional healers.

In this study (77.8%) of women delayed to seek medical advice is due to lack of family
support. One interpretation of this is that BC is not openly discussed with mothers,

daughters, or other extended family members in Palestinian community.

In this study (70.6%) of women participant delayed seeking medical help over three
months because of the unavailability of a female healthcare provider. Studies among Arab
community clarify that healthcare provider gender is an important factor in attracting
women to presenting earlier for diagnosis, Arab and Muslim women prefer female
healthcare providers (Elobaid et al., 2014).

This study revealed 50% of women participant do not tell anyone when symptoms appear
and keep their disease as a secret, therefore this fear holds the women to seeking medical
advice and imposes silence, (Hazboun and Glennon, 2011) discussed social stigma
surrounding breast cancer. This might be due to the fact that the breast is attached to the

sexual and reproductive system.

6.4.2 Factors related to provider delay

Provider delay has been studied less than patient delay and there is a difference between
the literature on this topic, in particular related to clinical and system factors that impact
provider delay. This study shows that there is a delay by a health care provider. This reason
is not discussed extensively in this study. This study focuses on the most important reasons

that prevent health care provider to early B.C diagnosis.
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This study clarifies 66.5% of patients discover breast cancer themselves. Such a high
proportion may be explained by the fact that there are no organized breast cancer screening

programs.

Where the study indicates that only 10.3% of women are doing mammogram, the absence
of organized screening programs and lack of accessible and effective treatment for BC are
cited as reasons for delays in treatment. There is no organized nationwide mammaographic

screening in Palestine.

Six women experienced delays because of errors in diagnosis and inaction by healthcare
providers. The study also shows that the majority of women ask to visit the hospital. As
68.4% were ask to review the oncology clinic in Beit Jala Hospital. This is a good ratio
indicates the awareness of a health care provider in out clinic in Palestine. Tertiary care
and health system needs more highlight to know the reasons for the delay health care
provider for diagnosis.

6.5 Diagnosis delay and Socio Demographic Status

This study clarifies that there is an association between age of the patient and patients
delay, (p value 0.010). Linsell et al. (2008); Rauscher et al. (2010) These studies found a
significant association between age and patient delay, and clarify age between (46-60)
years is a risk factor for both developing breast cancer and subsequent delayed
presentation. Grunfeld et al., (2002) clarifies that the age of the higher risk for delay of age
group 46-60 years, may be the old women interpret the change occur in the breast due to
aging process. Therefore, this study suggests any intervention program should target older

women in particular.

These age results are similar to those derived from the literature of neighboring countries,
the average age at presentation of breast cancer in Arab countries appears to be a decade
earlier than in western countries. Breast cancer that presents at a younger age generally has
more aggressive cellular features resulting in more advanced stage at presentation and
treatment strategies are also more aggressive, this has important implications for early
detection and cancer management strategies in Arab countries including Palestine and the

ideal age at which to begin screening (Tfayli et al., 2010, Najjar and Easson., 2010).
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This study also clarifies that there is no association between place of residence and patients
delay (p value 0.238). These findings contrast the results done by Rauscher et al. (2010);
Seedhom and Kamal, (2011). The study found that women who live in cities are more
likely to have breast cancer more than women who live in villages and camps, 71.1%,
26.3%, 2.6% respectively. The study shows that women live in cities have more delay
over three months than women who live in villages and camps, 28.9%, 7.2%, 1.0%

respectively.

This study clarifies that there is a significant association between educational level and
patients delay (p value 0.018). Alhurishi et al. (2011); Rauscher et al; (2010); Altaf et al.
(2011) These studies clarify that the association between educational level and delay, and
show that less education was a significant predictor of patient delay. The role of education
and knowledge in decreasing delay has been confirmed in other studies (Montazerietal,
2003, Seedhom and Kamal, 2011).

This study clarifies that there is a significant association between marital status patients
delay (p value 0.001). this study shows that married women delay to seek help are more
than (single, divorced or widowed). This also reflects that the Palestinian women who do
not receive support from husbands, or it may be due to the husband’s lack of knowledge
about B.C signs and symptoms, and the importance of early detections. Previous studies
done by Osborne et al. (2004), Alhurishi et al. (2011) showed that is association between
marital status and delay and shows widowed and divorced women had a higher risk of
delay. that this could be explained by the fact that widowed and divorced women do not

have enough motivation to seek help or care about themselves and lack support.

The study clarifies that there is no association between occupation and delay by patients, (p
value 0.206). These findings contrast the study conducted by Rauscher et al. (2010). This
study clarifies that the majority of women are housewives 91.7% Therefore it can be

normal the majority of delayed women are among this group.

The study also clarifies that there is significant association between income level and
patients delay (p value 0.046), women with low income have more delay to seek medical
advice. Elzawawy et al. (2008); Rauscher et al. (2010); Ruddy et al. (2014); Altaf et al.
(2011) all these studies confirm that there is a strong association between level income and

delay, and shows that women with low level income were more likely to experience delays
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in seeking medical attention. In this study (63.5%) of women who were less financially
comfortable. This suggests an economic disparity that deserves further attention.

6.6 Diagnosis delay and health history

This study clarifies that there is a significant association between presence of fibrous mass,
milky secretions or inflammation in the breast in the period before the discovery of the
disease and patient's delay (p value 0.022), and the study shows women appear these signs
more than to delay. Arndt et al. (2002); Rauscher et al. (2010) found association between
fibrous and benign breast disease with delay. Explanation is that former episodes of breast
tissue alterations, if benign is also later considered as benign by their doctors. Thus, it
might be worthwhile to encourage women with known benign breast disease to present
new breast symptoms promptly. Additionally, doctors should understand that new

symptoms should be evaluated as potential new risks for breast cancer.

This study finds out that there is significant association between the ones who visited the
doctors During the five years preceding the discovery of the B.C and decreased patients
delay (p value 0.039). Previous studies done by Nurleli et al. (2014); Montazeri et al.
(2008) showed that there is a significant associated between general help- seeking habit

and decreased patients delay.

This study finds out a significant association between the family members (mother, sister)
has or had breast cancer and patients delay (p value 0.023). Previous studies done by
Meechan et al. (2002); Memon et al. (2013) found the same results and showed that family
members with a history of breast cancer was associated with shorter delay, may be due to

fear from seeing family member suffering from breast cancer.

6.7 Diagnosis delay, patient’s knowledge and practice of B.C

In this study, the lack of knowledge of breast cancer reported by the study, participants
show low adherence to breast cancer screening.

6.7.1 Breast Self-Examination (BSE)

The study findings showed that only 34.5% of the study participants are practicing BSE.
However, 127 (65.5%) had never practiced BSE from all participant. still the rates are low

compared to developed countries (Stapleton et al. 2015).

77



6.7.2Clinical Breast Exam (CBE) and/or Mammography

Women in the study reported low participation rate in breast cancer screening activities
before the discovery of B.C signs and symptoms. This study revealed 10.8% of women
participants have an adequate level of knowledge for Mammography. Our findings
showed that 3.6% and%10.3 of women who reported having a history of CBE and/or
Mammaography respectively. Johnson (2006) Reported that Early detection methods, such
as mammography, clinical breast examination and breast self-examination, can play an
important role in the reduction of deaths from breast cancer in the absence of primary

prevention strategies.

The lower participation rate in mammography is clear in the study. These results are
obvious in the study conducted in west bank. The study shows that more than (70 %) of
the participants have never applied for mammography or CBE (Azaiza, et al., 2010). A
study in Gaza conducted by Shaheen et al. (2011) shows also a low percent (17%)
performed a mammography at least once during their lives. This rate of participation is
lower than Arab Women in the United Arab Emirates. The study clarifies that 58% of
women are reported to have a history of CBE or a mammaography in the past few years
(Elobaid et al, 2014).

Still these participation rate are very low compared in to the ones in the developed
countries. 72% of the target population in Canada reported to have had a mammogram in
the past two years (Statistics Canada, 2009). In the UK more than 80% of women are

reported to have had mammography in the previous three years (WHO, 2008).

EL saghir. (2008) clarifies that randomized trials of mammographic screening of average-
risk women above 50 years reduced breast cancer mortality by more than 36%. According
to MOH recommendations in 2005, women from age 35 -40 must do it every three years;
women over 40 years should do it every two years, and after they are 50 years or more,

they should apply it once every year.

In Palestine, there are clinical screening program for breast cancer screening, but the use
and implementation of the program are weak as the result of this study shows. More

widespread implementation of these screening may increase the quality of care for breast
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cancer patients and shorten the diagnosis delay. Health care providers play a major role in
delivering the message of the necessity of regular breast cancer screening.

A) The study finds a link between BSE and delay in seeking medical advice (p value

The study clarifies that women who know how to perform BSE and women practicing BSE
tend to seek medical care more rapidly. Many studies have the same findings (Johnson.
(2006); Stapleton et al., (2015); Naroozi and Tahmasebi, 2011).

B) The study finds an association between patients who do CBE, Mammography and

delay in seeking medical advice.

These contrasts are shown in many studies (Naroozi and Tahmasebi, 2011; Weller and
Campell, 2009) The negative association may be due to the very low participants who
attend mammography and CBE.

6.8 Diagnosis delay, signs and symptoms of B.C

In the current study, the result showed that the delay to be significantly related to the type
of breast symptom, with women who experienced a breast lump being less likely to delay
(p value 0.011).

In the present study, the nature of the first symptom other than lump had no association
with patient delay. It is argued that discovery of a breast lump reduces the patient delay
and an association has been suggested in other studies (Meechan et al., 2003; Ermiah et al.,
2012; Meechan et al., 2003). The lack of knowledge about common symptoms of breast
cancer might explain why there was no association between the nature of the first symptom
and delay in this study. The longer delay in women with other breast symptoms highlights
the fact that future health screening program should encourage women who discover other
abnormal breast symptoms to also seek attention promptly. The study reveals that 71% of
women participants have a lump the first signs and symptoms appear, Women need to be
educated about the different types of breast cancer symptoms, especially the most frequent

symptom (breast lump).
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6.9 Impact of breast cancer delay on clinical stage

TNM classification are summarized in table (5.20) Most of the patients (52.7%) had early
stage BC (Stages | and I1). And the study reveals the high proportion (47.3%) of women
with BC are in advanced-stage (stage 3 and 4). This result is consistent the study conducted
in Gaza, data from the Palestinian Cancer Registry (PCR) in Gaza suggest that breast
cancer is diagnosed at an advanced stage of the disease; 42.2% of reported cases had
regional lymph- node involvement (stage 111) and 17.8% had distant metastases (stage 1V),
(Musmar and Abu Shmais, 2010).

Some of a study consistent of this result. In a study conducted among Arab women
compared with Jewish women in the greater Jerusalem area, the pathological classification
of these as follow, Ashkenazi Jews 76%% early stage (stage | and I1) and 18% late stage
(stage Il and 1V), Sephardic Jews 61% early stage and 30% late stage, Palestinian Arabs
65% early stage and 35% late stage (Nissan et al., 2004). A study conducted among
Egyptian women with newly diagnosed breast cancer patients at the Tanta Cancer Center,
the study reveals that 39.1% of women have an early stage, 60.9% have late stage (Mousa
et al., 2011). The study conducted by Norsa’adah. (2011) in Malaysian women, the study
result was 43.9% in an early stage (stage | and I1), the study reveals the majority of women
have an advanced stage 56. % (stage Ill and 1V). A study conducted by Ermiah et al.
(2012) among 200 Libyan females with breast cancer, women the study results are 34.5%
early stage (stage | and and 65.5% are in (stage Ill and IV). Ozmen et al. (2014) conducted
a study among 1031 patient’s Turkish women with BC. Study results are 67.1%% early
stage (stage | and I1) and 20.9% in an advanced stage (stage Il and V).

6.9.1 Patients delay and influences of staging (TNM classification)

The relationship between patient's delay, staging and cancer progression indicators (tumor
size, nodal spread and metastasis) was also analyzed. Findings show that for all three
indicators there were statistically significant differences (P value 0.000). It means the
patient delay of more than 3 months was closely associated with increased tumor size and
advancement in the disease stages. Many studies explore the relation between patents delay
and staging (Ermiah et al., 2012; Simon. 2012; Montazeri et al., 2003; Arndt et al., 2003;

Saldana et al. 2015) a result of these studies are consistent with the results of this study.
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6.9.2 Provider delay and influences of staging (TNM classification)

The relationship between provider delay and staging, was also analyzed. Findings show
that there are statistically significant differences (P < 0.05), longer provider’s times were
associated with advanced stage. A few studies explore the relation between provider delay
and staging (Jassem et al., 2013; Arndt et al., 2003; Saldana et al., 2015) a result of these

studies are consistent with the results of this study.

6.10 Conclusion

This study is the first in Palestine (up to my knowledge) that investigates the factors
associated with delay of breast cancer diagnosis and the effects of the delay on staging and
tumor progression. Most of the outcomes of this study are expected with the same line of
the most international studies results. This study indicates a complex medium of factors
which were identified and that contribute to the late presentation or delayed diagnosis of
breast cancer among Palestinian women who were/are treated at BJGH, i.e. the lack of
knowledge of B.C signs and symptoms, cultural traditions, social support, socio-
demographic factors, accessibility, screening behavior, doctor recommendations, health
system, environmental aspects. These factors are associated with breast cancer delay
diagnosis either positively or negatively. This study provides a better way of understanding
the acceptable time interval between presentation of symptoms to seek medical advice, and
time interval to reach the final diagnosis and treatment. The majority of patients with
breast cancer began treatment after a delay. Both patients' delays and providers' delays
were associated with advanced disease. Breast awareness and education are needed to
reduce breast cancer mortality by promoting early detection, diagnosis and treatment

before the tumor enlarges and spreads to lymph nodes and metastasis.
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6.11 Recommendation
The findings suggest that patients and health care provider need to be educated about the

different types of breast cancer symptoms.

For provider’s delay, can be suggested at the primary, secondary and tertiary levels

by;

e Integrating BC as public health issue within sexual and reproductive health
programs for to increase awareness and reduce the delays of women in seeking
health care services regarding investigating BC.

¢ Implementing organized population-based screening programs within accessible

health care facilities as well as founding cancer centers.

e It must be stressed that the entire civil organizations and bodies must be mobilized
and involved in a wider campaign for an effective awareness. Religious leaders can
play a major role in this respect through their encouragement to women for early
diagnosis and screening of BC since such issues don't contradict with religious
teachings. Such campaigns can be carried out through seminars and speeches.

o Palliative care should be emphasized and integrated within the tertiary health care
system

e To know the reasons of health care provider delay for diagnosis and to highlight
this gap in order to correct this delay

e There is an urgent need for constructing a national program to overcome the

difficulties and barriers faced by breast cancer patients.
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For patient’s delay

Women need encouragement to seek medical advice when they encounter
suspicious symptoms through different channels particularly mass media and
medical campaigns.

Husbands should be included within the education/awareness programs and
encouraging them to attend with their wives for successful breast cancer screening
promotion and early detection.

Families should be involved in awareness programs so they can support their
family members with BC

For public health researchers

The need for more detailed researches with larger sample size including more

hospitals.

Conducting a more prospective study on diagnosis delay taking into account the

five years’ survival rate.
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ANNEX 2. Arabic questionnaire
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ANNEX 3. English questionnaire

The serial number of the questionnaire: ................
TOdaY'S ALE: ..ovveeeeeeeeeie e
Medical NUMDBEr: ...

part One:

This section includes the social and demographic characteristics of the patient.

1

2

10

AQE: o years
Birth date: .............

Place of residence: oCity

Detailed Title: w.ooovveeeeiieieeeeceieeeee

Educational level

Marital Status. o Single
Age at marriage: ........... years
Occupation:

O housewife
o retired. What is the last job: .............
o employee. What is your current job:

0 Other, Indicate .........ccccoeevvvevieireenenn,

The profession over the past five years:

Monthly income of the o less than:

family NIS 1000

o Village

O camp

ollliterate

o not (reads and writes)

oprimary

oPreparatory

osecondary

oDiploma Average

obachelor degree or high

married o

o 1001-2000
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odivorced

o0 2001-3000

o Widow

o more than 3000



The second part:
Information related to you and your family health history, and the occurrences of breast
screening and periodic follow-up to detect breast cancer.

1 Have you had or are suffering from these chronic diseases and other Yes No 1 do not know

diseases:

1 High blood pressure o o o
2  Diabetes | o O
3  Asthma ] ] |
4 Any type of allergies o i o
5  Chronic arthritis or acute o i o
6  Digestive Disease o i |
7  Cardiovascular disease o i o
8  Self-immune system diseases. (Such as systemic lupus o i o

(erythematosus, rheumatic arthritis, etc.

9 Recurrent infections i i o
10 Neurological or psychiatric disease i i o
11 Malignant tumors elsewhere in the body (non-breast) i i o
2 Health history of you and your family Yes no Idon’t
know
1 In the period before the discovery of the disease have you had the o o o

presence of mass, fibrous bags, milky secretions or inflammation
in the breast?

2 During the five years preceding the discovery of the cancer have o o o
you visited one of the doctors / physicians in order to carry out
comprehensive checks to your body

3 Is there anyone of the family members (mother, sister) has or had o o o
breast cancer?
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4 Is there anyone of the relatives (Aunt, aunt, grandmother, uncle
girl / H, girl Khal / ) suffering from breast cancer?

5 Is there anybody of the family members or relatives who suffers
from any other type of cancer.

3 Usages on breast examination

1 Before the diagnosis of the disease you have, do you know how to
perform a breast self-examination?

2 If you answer is "yes", where have you got the source of your
information?

1. awareness provided by the medical staff
2. online
3. TV

4. One of the family members (my husband, my mom, my sister,

)

5. otherwise, Indicate ...........ccceevvvenne

3 Before the diagnosis of the disease you have, have you ever
thought of breast self-examination?

If you answer is “yes”, put the mark (V) as appropriate
according to the number of times that you have made self-
examination of the breasts?

1.1 run breast self-examination once a month.
2.1 run breast self-examination of three to four times a year.

3.1 run breast self-examination once a year.
4. Others indicate .........

4 Before the diagnosis of the disease you have, have you known
what a mammogram is?

5 Before the diagnosis of the disease you have, have you ever
thought of performing a mammogram?

If you answered is "yes", place (\) as appropriate
Once you have run a mammogram?

1.1 run mammogram everyone years.

2.1 run mammogram every two years.
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3. mammogram once every three to four years. o O O
4. others. Indicate ...........

6 Before the diagnosis of the disease you have, have you ever O 0O 0
visited the doctor / before you run clinical breast examination?

If you answer is "yes", place () as appropriate
Once you have run the clinical breast examination when? the doctor / e?

1. I Perform the clinical breast examination once a year O 0O 0
2. | Perform the clinical breast examination every two years. O 0O 0
3.1 perform the clinical breast examination once every three to four O 0O 0
years

4.0thers. Indicate .......... O 0O 0

The third part:
Information related to the first symptoms of breast cancer you have, the person who discovered these

symptoms, the cause of the delay between the discovery of these symptoms and visiting the doctor, and
the reason for the delay in a final diagnosis after visiting the doctor.

1

What is the mark that appeared which urges you to search for
health advice? (Warning symptoms of breast cancer)

1 Does the emergence of an unpainful lump in one of breasts urge 0O
your t to visit the doctor?

2 Were there changes and problems in the nipple? 0O
3 Was there a pain in the breast? 0O
4 Was there a change in the shape and size of breast? 0O
5 Was there a swilling of the lymph nodes under the armpit? 0O
6 Was there a strange nature of secretions from the breast 0O
7 Was there a swilling in the breast itself? 0O

1 What were the first symptoms that appeared earlier? The answer.
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2 Who discovered the symptoms that you have you have mentioned in the previous answers, (i.e.
the first sign of breast cancer you have)?

1 You? (the patient himself) 0O
2 The physician / doctor 0
3 Through X-ray (mammography) and without conversing with the doctor.

4 Others. Identify ............

4 Upon the emergence of these previous symptoms did you speak to?

1 I have not spoken to anyone. 0O
2 | told my husband. 0
3 told a family member. O
4 1told one of my friends. 0

5 How long did it take you since onset of symptoms you have to visit a doctor to tell him about
those symptoms? Knowing that it was the beginning of the discovery of the disease? (Please
specify the time period next to the answer you choose)

1 Lessthan a month (Indicate the number of days .............. )
2 Between one month to three months (Indicate the number of months.............. )
3 More than three months (Indicate the number of months or years ................ )

6. What was reason for the delay to visit a doctor since the onset of symptoms in the breast to detect the
disease: Tick (\) under the appropriate choice according to the Likert scale Quintet (Strongly Disagree, OK, I
do not know, but OK, strongly disagree).

The reason for the delay of the visit

1 | Idid not take things seriously, believing that
these symptoms will go away?

2 | The lack of adequate time do | have?

3 | The lack of a woman doctor or a specialist who
can run breast examination?

4 | The economic situation of the family does not
allow it?

5 | The embarrassment of visiting the doctor and
breast examination?

6 | Fear of diagnosis of breast cancer?
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7 | Fear of surgery?

8 | Fear of mastectomy or part thereof? (removing)

9 | The impact on my status as a female or spouse,
loss of breast or part of it?

10 | I do not receive support from the family?

11 | I do not receive support from the spouse

12 | The presence of one of the family members
suffering from breast cancer and | do not want
to | suffer like her?

13 | The belief that the therapy available for breast
cancer leads to rapid death?

14 | The refusal to go to a doctor and leaving to fate
as whatever the outcome of breast cancer could
be?

15 | Seeking to use alternative therapies such as
herbal medicine?

8. What is the main reason, taking into consideration the previous ones, for the delay to visit a doctor
since the onset of symptoms you have in YOUE DFEAST? ........ccoovieiiiiiis cveiiesisesee e oa

7 What is the reason that urges you for medical consultation
after the delay? (You may select more than one answer put )
in the appropriate box)

1 symptoms persist. 0O

2  The feeling of fear that the symptoms of breast cancer may 0O
become worse if left untreated.

3 Curiosity if they are the symptoms of breast cancer. 0O
4 Advice from family and relatives. 0O
5  Symptoms become serious. 0
6  Other reasons / Mention!................ 0
8 Since the onset of symptoms, you have, did you visit one of the ~ Yeso Noo
doctors / physicians prior to the visit of Beit Jala Governmental
Hospital?

If your answer is "Yes" please answer the following two questions and if they do
not apply, please go to question 11!
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10

11

12

13

The doctors you have reviewed since the onset of symptoms and before visiting Beit
Jala Government Hospital the first time?

1 A general practitioner 0
2 Agynecologist O
3 Anoncologist 0
4 A Surgeon 0O
5  Others!! Mention! 0

When you visit a doctor for the first time after the appearance of the first signs of
breast cancer, what does he tell you to do before being directed of Beit Jala
Governmental Hospital?

1 1 was asked to have a mammogram 0

2 | have been transferred to Beit Jala Hospital / Oncology 0
Clinic, to complete the tests.

3 I have been transferred to other Hospital to complete the tests.

4 Being diagnosed as non-breast cancer case, it is only 0O
inflammation of the breast

5  Others? Indicate ........ccoovvvvveeeevieeecieeeee, 0O

When you visited BJGH, to make an appointment for the Oncology clinic,
how long did it take to see a doctor?

1  Less than a week o (Indicate the number of days ......... )
2 Less than a month o (Indicate the number of days ........ )
3 More than a month o (Indicate the number of days / months)

According to your memory, what is the duration and the period between the
first visit to the doctor, and getting to the final diagnosis of breast cancer,
through taking a sample from the breast?

1  Less than a week o (Indicate the number of days ......... )
2 Less than a month o (Indicate the number of days ........ )
3 More than a month o (Indicate the number of days / months ..

What is the time that diagnosis of breast cancer? ...........ccccoccevvecveivrnrnne.
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14 What is the treatment that has undergone since the time was diagnosed as breast
cancer? (You may select more than one answer

1  Mastectomy. 0O
2 Partial mastectomy. 0
3 Lumpectomy 0O
4 Radiotherapy. 0
5  Chemotherapy. 0O
6  Hormonal therapy. 0
7 Immunotherapy. 0

Palliative care: The palliative care doesn't aim to treat the disease, but they are designed to help the
patient and help the family to improve his life by meeting the physical and practical, moral and spiritual
needs associated with illness; it includes a range of services provided by medical and nursing team, and
other health professionals with relevant understanding, often focused on relieving the pain or symptoms
resulting from cancer. It also includes the treatment of the physical side and effects of drugs that may
be caused.

15 Were you guided to the Palliative Care?
If the answer is ""Yes” the two following questions.

16 Was palliative care? (You may select more than one answer)
1  Part of the treatment performed in the hospital o
2 Home care (home) o
3 Others! Indicate! m
17 What types of palliative care, which have been submitted to you? (You may select

more than one answer. Mark (\/) as appropriate!

1  The treatment of pain using painkillers, which range from simple analgesics such as
paracetamol, or painkillers like Tramadol medium, or strong painkillers such as
morphine.

2 The treatment of painful symptoms such as nausea, general weakness and problems
related to breathing difficulties and others.

3 The treatment of depression, sadness and which may need different medication.

4 The help my family and this includes instructions on how to take the medicine, in
addition to the house in which I live through finding some close ones to be trained to
take care of me.
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18

5  Providing religious needs that includes the support of religious men for moral-raising
and advice.

6  Providing me with the spiritual needs by listening to and talking about my
psychological or physical suffering.

Part IV :( For the researcher use only)
18 The stage of the illness which patient are diagnosed by.

(The following information concerning the current status of the patient).

19 The stage of the illness (breast cancer) the patient is undergoing.

20 The size of tumor-associated with the illness.

21 The affected lymph nodes under the armpit.

22 The spread of cancer to other organs other than the breast.
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Annex 4 Factors analysis for the reasons of patient delay

N
1 Did not take things seriously, believing that these symptoms will go
away? 0.647
2 The embarrassment of visiting the doctor and breast examination 0.779
3 Do not receive support from the spouse 0.801
4 The economic situation of the family does not allow it 0.567
5 Fear of diagnosis of breast cancer 0.651
6 Fear of surgery 0.539
7 The impact on status as a female or spouse, loss of breast or part of it 0.480
.8 one of the family members suffering from breast cancer and | do not 0535
want to | suffer like her '
.9 Belief that the therapy available for breast cancer leads to rapid 0531
death '
.10 Do not receive support from the family 0.599
11 Seeking to use alternative therapies such as herbal medicine 0.414
12 Fear of mastectomy or part thereof 0.475
13 The refusal to go to a doctor and leaving to fate as whatever the 0.542
outcome of breast cancer '
14 The lack of adequate time 0.775
15 The lack of a woman doctor or a specialist who can run breast
examination? 0.681
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Annex 5 Types of palliative care

Do not
Yes No
know Tot
al N
# % # % |# | %
The treatment of pain using painkillers, which
range from simple analgesics such as 13
paracetamol, or painkillers like Tramadol 60 87.0 |9 0 - 100 |69
medium, or strong painkillers such as
morphine.
The treatment of painful symptoms such as 11

nausea, general weakness and problems 54 783 | 15 - 0.0 | 69

related to breathing difficulties and others. 7
The treatment of depression, sadness and 50 7.5 | 17 25. 1 115 |69
which may need different medication. ’ 0 ’
The help my family and this includes
instructions on how to take the medicine, in
addition to the house in which I live through 66 95.7 | 3 43 - |00 |69
finding some close ones to be trained to take
care of me.
Providing religious needs that includes the
f religi f I-raisi 2.
support of religious men for moral-raising and 5 72 | 64 9 - oo |69
advice. 8

Providing me with the spiritual needs by
listening to and talking about my 66 95.7 | 3 43 | - 0.0 | 69
psychological or physical suffering.
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Annex 6 Approval from MOH.

120



o ol U cilddacddl) pludl) tie a8l (la yu (andidi Jiali 8 ddadi yal) Jal gad)
A G — agSall Yl Gy AL

S9N (d g palll) ae ralas)

gbal) Lpaw 13 gisal) il

roadlall

Casboa b S e ST L) Liies colaill G le gt laedl glsil ST sa (il (s o) rdadia
Cun 20125le o slal) G Lo sad Gl yudly 3l gl Clasd ST g8 i) (o s s calladl elasl ppan 8 oLl
elatl) capad Al oyl gl gl G S diall Al el e e 3l Ala 522,000 @lla culs
Adie ) o sluill eV 3 alaas 2013 ple (b glaudl @ Jlaa) e (735.4) b (5315 cclislanddl)
BoAledls jo 4k

coasSall Yla Can Ladie 8 Gadlaly (DU sludl) o Gandidill 8 Jals ol ellia 13 e aaas dilay)
b Ayl Sl sall Al Jal sall g waiil Al A ) e (po 5) i il (g unlil) (IS ) s
Ol dagiall laladl (o pall 41 el pailiadll G A8 o Cajeill (odill (o ju Gadin jals
G oy el paliy ail) o yud AV Gl e V) g i drpde Alal aall sl (ol asi
Mo (a8 il s a)sll aass el Als je Gp A8l e ol il e e i3SI
gl

& oallay O el Gl e Alias Al B el 194 o cual dpdie dul e 1dagdall
el 230 Al 5 U elaall de sl Ao ) and (e Al LA Q5 05 e sSall Yla Gy i
ao Ansl leas i) e &5 35 ddaal jall Al luall A Al Clabdl e al ) oY) and (e Lyl

Laa salae ) & alaie Gluiul aladiuly Sl yall

4l dagliall 5 35Dl anall Fo Ul s oy sall 5 Gl e ganall UL Jsa Claslee Glainl) Jad S g
[SYENLTRPE IRV PR PRIPTE S PR - PRI 1| B DSV -1 P RPN Rl R D WP S e
3k Sl Gadiill & 5l Gy cadall 50 55 Gl eV s GLES) (5l s sl
4y ye JS Gl g sa )l Gaske e Al pall (8 S L 8l el S i el Al e e Gl 5 ¢l a5l

Fsnalll o Jaie

e 7371 Oy oY) AN i) (e 5 L) A Gl elaill e 71700 Al jall Caals bl
& S il slul) (e 746.9 O A yall s gl LS (g pall puals) gl A e SY ¢kl L)
L) S sl ) A )l o 5l LS (maall e ) paie 5uals) jed e ST ary (guaniii 25 Al )

(oes) A3 (e ST Al 5l 8 IS il elaill aen (10 760.8 OIS (Rasaall Al Hll adia il iy 5l

(il Gl (¥ Gl ye W e adSI Culal) 3545 (B el DAl Gl e aaall e iall g
Gl 3505 e g oal copalad Ll (ial je W1 oda I lai o ) aliall el (e 798 1 JUIS i) S
@haBY) pa Mgl e 777.8 <793 s5uVs il e Led (I Y 5all 7042 sall (asdy
/.88.6 ¢/90.8 e ¢ 3a sl 2l Juaiivly daljally aill o (adii e Gagall 7 91 .45 0

83,4455 sl slal Jheay gramy e i) Vsl e 7742

121



Gsall ) g% @il Gl el Zliall 23l ol S W) 780.6 il Gl pas e (e Bl ol i aad S sa
Logn (53) and g el Y as sl (8 )1 777.2 Al 2 5aY) Jie dlad) ladlall aladinl 779.8 gyl
J70.6 @ s e daide dpuda dga g pae 72,8 A gl 3 ga g aae 72,8 il cuilg

O A ) O e (e el g (apaiiil) 8 alill cuy Aglian) AVS 3 A8Dle @llln () Al yall Caaa g S8
Jaall (5 siva (il 5 Fiall bl ¢ patlail) (5 ginsall Rl Ais (60-46) On Le ba guad 5 (o) 8 p08ll Ly
ol GLES) U8 L s 53 8 il & ol 5l At A1 5 s g (addiall

ety cpe Al all Gl et o damll g Saal) and Sl duileas) AV 3 A8Ne lllia ) A jall Caaa g 28
38 el ladie ) eladll (¢ el GLEST G A ) g (uaddl JBA Gudall @) G el
(el S Gandll ga Lo i G eladl) cp (QAY) ) YY) ail) e e unal Bl Gilias Alia)
Jia Sl sl el baie culS Ll eluill g o all GLEKT J8 @lld g il 1A Gandl) Gany a5 S oLl

Ol aal SAS 5ol

s jall) @il Uy (e 3 Sae Ala ja 8 o Al pall 8 S i elul) (e (752.7) O Al yall Cana )
s jall) i) Gl pus (g 3 yalie Ala e 8 0 bl (e (747.3) O Al pall Caniag) LS (Al 5 I 5Y)
BB e ST g pall 5l c Aliaa) AV0 @3 458 A8 @llln Gl dulyall a2 Cam (A 5 A3
Ao ) AMa) 2385 5 il 28U el e ST Al e ) adie il s Al 5 ) gall bl ) e

2o aaa (A5l

SN liahaddll pldl) vie gail) GUa ju i ali 8 aald Gl Jal sal) (e 3382 de gene duadAl)
a0l oy Al jall b S jlaall eludl) alane of Aulall Cuald | e sSal) Yia Cun il b oallady
G gl b Al Ao ) anie palip dpdall 5Ll alla 8 G el Al e DS )yl
G sine ad ) A Aol Cua ) ail) (a e Glbad) sludll vie dua jall s jall aaf 8 dadi je and )
s all 2385 I8 2 M) 5 padiiill ik g ali o oLl ) Wi 5 el oy (oo Saall CRESH 3y 5a3 5 o 5l
slall die (2l (Ua p ki (A g1 pu) el A Adaiall Laal) cluland) #3al 5 ki) sale ) ddiia yall

(easSall Vs Gy Alin (8 Gallaly (G5 Sipdaldl

122



