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Annexes 

Annexe I  Breast Cancer  Survey English Version Questionnaire 

Questionner  ID. _________________________________________ 

Patient’s Medical Record Number _________________________________________ 

Name of the Health facility_________________________________________ 

PART I  Informed Consent Form for Breast Cancer Participants  

Information Sheet   

Introduction: Thank you so much. My name is _______________________. I am doing on behalf of 

Addis Ababa University and American cancer society for the project entitled breast and cervical cancer 

patients’ journey.  

Question: Please can you tell me why you come to this health facility? 

__________________________________________________________________________
__________________________________________________________________________ 

This is a research project on newly diagnosed breast cancer patients in Addis Ababa. Breast cancer is one 

of the leading causes of morbidity and mortality among Ethiopian women. We are going to give you 

information about the research project and invite you to be part of it. You may take some time to decide on 

whether or not you will participate in the research. Before you decide, you can talk to anyone you feel 

comfortable with about the research 

Purpose of the research: Although Breast cancer can be detected early and treated, most breast cancer 

patients in Addis Ababa and Ethiopia present very late, after the disease spread to other parts of the body. 

However, very little is known about the causes of their delay. Also unknown are their pathways to treatment 

and psychosocial wellbeing, and the financial burden of the disease on them and their families. In this study, 

we are planning to assess the health seeking behavior, treatment pathways; patient reported outcomes, 

financial burden and survival of newly diagnosed breast cancer patients in Addis Ababa.  

Participation: We are asking you and others to voluntarily participate in this study because you have been 

recently diagnosed with breast cancer. Over the next two years, we will have additional questionnaire to 

learn about your experience related to your disease. Our study is completely interview based and does not 

involves any invasive procedure.  

Confidentiality: Any information that we collect about you during this research will be kept confidential. 

Information about your identity will be put away after re-coding your file, and kept in a secured place. Only 
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the principal investigators will be able to link your identity with the code number, should this become 

necessary to assist you medically. However, all the clinical information, which is devoid of your identity, 

may be seen by the researchers; and if need be by ethics committees.  

Benefits: You will receive only transport allowance as a compensation for the time you will spend for 

interview. Your participation is very important for us to find the answer to the research question which in 

turn benefits the society especially women and their families.  

Risks: The study has no risk for the participants and interviews will be conducted in privacy, dedicated 

office for the study. 

Inducement, incentive and Compensation: This study process has no any form of inducement, coercion 

and the study does not bring any risks that incur compensation. 

Results Dissemination: The researcher is responsible for dissemination of findings in different seminars 

and conferences. Moreover, maximum effort will be done to publish the finding in scientific reputable 

journal.  

Right to Refuse or Withdraw: You do not have to take part in this research if you do not wish to do so 

and refusing to participate will not affect your treatment at this hospital or clinic in any way. You will still 

have all the benefits that you would otherwise have at this clinic or hospital. You may stop participating in 

the research at any time that you wish without losing any of your rights as a patient here. Your treatment at 

this clinic will not be affected in any way.  

Person to Contact: You have the right to ask information that is not clear about the research context and 

content before and or during the research work. If you have any questions, you may ask or contact to the 

persons stated below. You can contact them any time, even after the study has started. If you wish to ask 

questions later, you may contact the investigator at the following address;  

If you have any further question and in case of urgency you can contact  

Dr. Adamu Addissie (0115547319; E-mail  adamuaddissie@gmail.com) 

Dr. Mathewos Assefa (E-mail  Mathewosassefa80@hotmail.com)  

Mr. Alem G.mariam   (E-mail  alemg25@gmail.com) 

Institutional Review Board  

Address Addis Ababa University, College of Health Sciences  

Telephone  +251-115538734 

 

mailto:adamuaddissie@gmail.com
mailto:Mathewosassefa80@hotmail.com
mailto:alemg25@gmail.com
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Part II. Consent form  

I, the undersigned, confirm that, as I give consent to participate in the study, it is with a clear 

understanding of the objectives and conditions of the study and with recognition of my right to withdraw 

from the study if I change my mind.  

I _______________________________________do herby give consent to Mr. /Mrs./Miss 

________________________________to include me in the proposed research. I have been given the 

necessary information about the research. I have also been assured that I can withdraw my consent at any 

time without penalty or loss of benefits. The proposal has been explained to me in the language I 

understand.  

Are you willing to participate in the study? 

Yes                                                                                  No                     (Terminate the interview and say 

thank you) 

Patients contact Address (mobile) 

Participants Mobile No.  ________________________  

Family/partner Mobile No.  _______________________  

Name of interviewer Dr/ Mr. /Mrs./Miss  ______________________Date  _____/_____ / _____ 

 Supervisor   

 Dr/ Mr. /Mrs./Miss  _____________________ signature _____________ Date  ___ / ___ /____ 

BREAST CANCER PATIENT SURVEY - I  

Questionner ID. _________________________________________ 

Date of interview: _____/_____/______________ 

Patient’s Medical Record Number _________________________________________ 

Pathology Number: ___________________ Facility Pathology performed: ___________________ 

Date of pathology result reported: ___/______/ __________ 

Name of the Health facility_________________________ Department: ____________________ 

Participant Address  

Sub-city: _________________District: _ __________House No.    __________ 

Participant’s phone number: _____________________ 

Identification of proxy  
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1. If you had to choose, which person would you say knows best how you are doing since your cancer 

diagnosis? So that we may contact them in the future, may I have their phone number? 

I. ______________________     phone number_____________ R/nship __________ 

II. _________________________phone number_____________ R/nship __________ 

III. _________________________phone number_____________ R/nship __________ 

2. In the future if we are unable to reach you, may we have your permission to speak with any of these 

persons to find out how you are doing? 

0- No  

1- Yes  

1. Socio-demographic characteristics of participant  

Q.No.        Questions  Choices Remarks 

101.  How old are you? (age in years) Enter _______________  

102.  What is your ethnicity? _________________________  

103.  What is your religion? 1. Christians 

2. Islam 

88. Others, specify _________ 

 

104.  Participants highest level of 

education obtained 

1. Can’t read and write 

2. Can read and write 

3. Elementary (Grade, 1-8th) 

4. Secondary (Grade, 9-12th) 

5. Diploma  

6. Bachelor’s Degree  

7. Masters and above 

 

105.  Participant’s occupation 1. Housewife 

2. Government employee  

3. Private employee 

4. Merchant 

5. Daily laborer 

6. Student 

7. Retired  

88. Other (specify)_____________ 

 

106.  What is your current marital status? 1. Married  

2. Single  

3. Divorced  

4. Separated  

88. Others, specify___________ 

 

    Q109 

107.  Partner’s educational level 1. Can’t read and write 

2. Can read and write 

3. Elementary (Grade, 1-8th) 

4. Secondary (Grade, 9-12th) 

5. Diploma  

6. Bachelor’s Degree  
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7. Masters and above 

108.  Partner’s occupation? 1. Government employee 

2. Private employee 

3. Daily laborer 

4. Merchant 

5. Student 

6. Has no job 

7. Pensioned  

88. Other (specify)_____________ 

 

109.  Number of individuals that live in 

your house hold including yourself 

_____________(number)  

110.  Including income provided by you, 

your spouse and others you regard 

as a family who live in your 

household, what was your total 

average monthly household income 

(from all sources)  

1. 600 birr and above 

2. 601 - 1,650 birr 
3. 1,651 - 3,200 birr 
4. 3,201 - 5,250 birr 

5. 5,251 - 7,800 birr 

6. 7,801 - 10,900 birr 

7. More than 10,900 birr 

 

111.  How do you pay your medical care 

expenses? 

1. Out of pocket  

2. Free medical care  

3. Government insurance  

4. Private insurance  

5. Employing organization 

go to 

Q113 

112.  What percent of your medical 

expense is covered by the 

insurance? 

 

__________ % 

 

113.  Have you ever give birth? 0- No  

1- Yes 

Q. 201 

114.  How many children do you have? ____________(number)  

115.  How old were you when you had 

your first child? 
___________years    

2. Participants’ lifestyle and medical condition   

Q. N Questions Choices Remark 

201.  Do you have any medically confirmed 

chronic medical conditions? 

0. No  

1. Yes  

Q. 203 

202.  Which of medical conditions do you 

have? (multiple Reponses possible) 

Read each of listed diseases 

No       Yes  

1. Diabetes                     0          1 

2. Hypertension               0         1 

3. Heart disease               0         1 

4. Tuberculosis                0        1 

5. Kidney disease            0         1 

88. Others specify __________ 

A. _____________________ 

B. ____________________ 

C. _____________________ 
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203.  Have any of your relatives ever been 

diagnosed with breast cancer? 

0. No  

1. Yes 

99. Refused  

100. I do not know 

Q. 205 

204.  If yes, relationship with the patient? 

Check all that apply 

 

1. Mother 

2. Sister  

88. Others, specify____________ 

 

205.  Have you ever smoked cigarettes? 0. No  

1. Yes 

Q. 209 

206.  For how long do you ever smoked? ___________ months/years  

207.  Do you smoke cigarettes regularly now? 0. No  

1. Yes 

Q. 209 

208.  On average, how many cigarettes do you 

smoke per day? 

_________# cigarettes per day 

(1pack = 20 cigarettes) 

99. Refused  

100. Don’t know  

 

209.  In the year before your diagnosis with 

CANCER, have you ever drunk any type 

of alcoholic beverage? 

0. No  

1. Yes 

Q. 212 

210.  Do you have habit of drinking alcohol 

currently  

0. No  

1. Yes 

99. Refused  

Q. 212 

211.  On average, how many drinks do you 

have per day? 

____________bottle 

99. refused  

100. I do not know 

 

212.  Weight of the participant in KG ______________kilograms  

213.  Height of the participants in cent meters 

without shoes? 

___________Cent Meters  

 

3. Pre-Diagnosis History of participants 

Q. N Question Choices Remark 

301. Have you ever heard of breast cancer 

prior to your first symptom 
0. No  

1. Yes   

Q. 303 

302.  If so, how did you learn about breast 

cancer? (multiple answers are 

possible) 

(Read the options) 

1. Mass media (TV, radio, internet) 

2. Healthcare provider 

3. Friend/family/neighbours 

88. Other specify: ______________  

 

303. Do you know how to examine your 

breasts using your hand for lumps? 

0. No  

1. Yes  

 

304. Before you feel/saw the symptom/sign 

of your breast problem, did you ever 
0. No  

1. Yes 
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examine your breast using your hand for 

lumps? 

305. Before you feel/saw the symptom/sign 

of your breast problem, did a doctor or 

nurse ever examine your breast for 

lump? 

0. No 

1. Yes 

 

306. Before you feel/saw the symptom/sign 

of your breast problem, did you have a 

mammogram (a machine to look for a 

lump or other abnormality in your 

breast)? 

0. No 

1. Yes 

 

307. On what day did you first notice the 

problem with your breast? 

____/ _____/ ______ dd/mm/yyyy 

(pleas identify any information that the 

patient can provide, whether a full date, 

a month and year, or the year only) 

 

308. If you do not remember the month, but 

remember the year, was it the 

beginning, middle, or end of the year? 

1. Beginning 

2. Middle 

3. End 

4. Don’t know the year 

 

309. What was the symptom you first 

noticed? 

Multiple response is possible 

Read the options 

1. Breast pain  

2. Breast Mass 

3. Nipple discharge  

4. Skin changes  

88.Other, specify: _____________ 

 

310. Were you pregnant when you first 

developed this symptom? 

0. No  

1. Yes 

 

311. Were you breastfeeding when you first 

developed the symptom? 

0. No  

1. Yes 

 

312. Who discovered the symptom? 1. Self  

2. Husband 

3. Healthcare provider 

88. Others, specify _______________ 

 

313. What was your immediate 

impression/suspicion to the first 

symptom? 

1. Mich (sun stroke) 

2. Tumor 

3. Cancer 

4. Nothing   

88. other, specify __________________ 

 

314. What was your primary action to the 

first symptom? 

1. I did nothing 

2. I went to health facility immediately 

3. I went to traditional healers 

4. I performed ritual activities 

88. Others, specify _______________ 
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315. Did you see a traditional healer first for 

your symptom?  

0. Yes  

1. No  

99. Refused 

 

Q317 

316. If yes, can you describe it? 

 

________________________________

________________________________

________________________________

______ 

 

317. Were there any ritual activities that you 

have done for your symptom as a 

treatment? 

0. Yes  

1. No  

99. Refused  

 

 

Q319 

318. If yes, can you tell me what you did? 

Multiple response possible 

Read the options 

1. Holly water 

2. Praying  

88. Others, specify 

 

319. When was the first time you visited a 

health facility for your cancer? 

____/_____/_____ dd/mm/yyyy 
 

320. If you do not remember the month, but 

remember the year, was it the 

beginning, middle, or end of the year? 

1. Beginning 

2. Middle 

3. End 

4. Don’t know the year 

 

321. Which level of health facility did you 

first visited for your problem? 

1. Health center 

2. Public Hospital 

3. Private hospital 

4. Private clinic 

 

322. Did you experience additional 

symptoms before you went to healthcare 

provider? 

0. No 

1. Yes 
Q. 324 

323. If yes, what were the additional 

symptoms you experienced? 

Multiple response possible 

Read options  

1. Pain 

2. Lumps 

3. Itching or burning 

4. Nipple discharge 

88. Other, Specify: _____________ 

 

324. What motivated (triggered) you to see a 

healthcare provider for your symptom?  

1. First symptom 

2. Additional symptoms 

3. Family member/Friend 

4. A provider secondary to other care 

88. Other, Specify_____________ 

 

325. When was the time your breast problem 

confirmed as cancer by biopsy?  

Take the date from the pathology report 

____/ ____/________(dd/mm/yyyy)  

326. How many health facilities did you 

visited before you received a final 

diagnosis for your problem? 

___________ health facilities  
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327. How many times did you go to a health 

facility before you received a final 

diagnosis for your problem? 

 ___________times 
 

 For women who delayed more than three months prior to seeking medical care at a health center or 

hospital (if not go to part 4) 

328. What was the single most 

important factor that prevented 

you from seeking medical care 

sooner? 

__________________________________

_________________________ 

 

329. Did any of the following 

prevent you from seeking 

medical care at a health center 

or hospital sooner?  

Read the choices and circle all 

that apply  

 

1. I wasn’t bothered by the problem at first 

2. I was too busy at home or at my job  

3. I was afraid of being examined by a doctor 

or other health provider 

4. I was afraid of examination results  

5. I was afraid of the treatments, including 

potentially losing my breast  

6. I visited a traditional healer first 

7. I didn’t know where an appropriate 

medical facility was 

8. I didn’t want anyone knowing I had a 

breast problem 

9. I thought treatment might be too expensive 

88. Other, specify: 

__________________________________ 

 

  



10 | P a g e  
 

4.Patients Reported Outcome 

4.1. Participants’ experience of cancer related pain  

The following questions ask about any physical pain you may experience from your cancer within the last 4 

weeks. This includes pain from surgery for cancer, pain from cancer treatments (chemotherapy or radiation), 

or pain from the disease itself. Please remember to answer these questions about cancer related pain only 

S.N Question  Response  Remarks 

1.  Do you have any pain from your cancer 

and /or its treatment, even if it was 

mild? 

0. No  

1. Yes 
If “No” skip to 4.2 

2.  If yes, what is the source of your pain? 

 

1. Lesion in the cancer cite 

2. The surgical procedure 

3. Drug side effect  

88. Other; specify________ 

 

3.  During the past 4 weeks, how would you 

rate your severity of pain? 

 

1. Very Severe  

2. Severe 

3. Moderate 

4. Mild  

 

4.  Have you taken medicine (prescribed or 

over the counter) to relieve your pain? 

0. No  

1. Yes 

 

If “No” skip to Q5 

5.  If yes, how often do you take the 

medicine? 

 

1. less than once a week 

2. once a week 

3. twice a week 

4. 3 or more times a week 

 

6.  How much did pain interfere with your 

normal work (both outside and in the 

home) 

0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 

 

7.  Did you have any pain in your arm or 

shoulder? 

0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 

 

8.  Did you have a swollen arm or hand? 0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 

 

9.  Was it difficult to raise your arm or to 

move it sideways? 

0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 
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10.  Have you had any pain in the area of your 

affected breast? 

0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 

 

11.  Was the area of your affected breast 

swollen? 

0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 

 

12.  Have you had skin problems on or in the 

area of your affected breast (e.g., itchy, 

dry, flaky)? 

0. Not at all 

1. A little 

2. Quite a bit 

3. Very much 

 

4.2. Participants Cancer related Fatigue  

The following questions ask about any fatigue you may experience from your cancer within the last 4 

weeks. This may be resulted from surgery for cancer, pain from cancer treatments (chemotherapy or 

radiation), or the disease itself. Please remember to answer these questions about cancer related fatigue 

only 

S. N Question Response Remarks 

1.  Over the past 4 weeks, has there been at least a 2-week 

period when you had significant fatigue, a lack of energy, or 

an increased need to rest every day or nearly every day 

0. No  

1. Yes 

 

If No skip to 

4.3 

2.  Do you feel weak all over or heavy all over? 0. No  

1. Yes 

 

3.  Do you have trouble concentrating or paying attention 0. No  

1. Yes 

 

4.  Do you have losing your interest or desire to do things you 

usually do 

0. No  

1. Yes 

 

5.  Do you have trouble falling asleep, staying asleep, or 

waking too early 

0. No  

1. Yes 

 

6.  Do you find yourself sleeping too much compared to what 

you usually sleep 

0. No  

1. Yes 

 

7.  Have you found that you usually do not feel rested or 

refreshed after you have slept 

0. No  

1. Yes 

 

8.  Do you have to struggle or push yourself to do anything 0. No  

1. Yes 
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9.  Did you find yourself feeling sad, frustrated, or irritable 

because you felt fatigue? 

0. No  

1. Yes 

 

10.  Did you have difficult finishing something you had started 

to do because of feeling fatigued? 

0. No  

1. Yes 

 

11.  Did you have trouble remembering things? For example, did 

you have trouble remembering where your keys were or 

what someone had told you a little while ago? 

0. No  

1. Yes 

 

 

12.  Did you find yourself feeling sick or unwell for several 

hours after you had done something that took some effort? 

0. No  

1. Yes 

 

 

13.  Has fatigue made it hard for you to do your work, take care 

of things at home, or get along with other people? 

0. No  

1. Yes 

 

 

 

4.3. Depression  

Over the past 2 weeks, how often have you been bothered by any of the following problems?  

Instruction: Several days (2-6 days), more than half of the days (7-11days), nearly every day (12-14days)                                                      

S.N About your feeling (PROBLEMS WITH…) Response Remarks  

1. Does your interest or pleasure in doing things was 

decreased so much  

0-No 

1-Yes 

GO TO Q 2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

2. Feeling down, depressed or hopeless  0-No 

1-Yes 

GO TO Q 3.1 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

3.1 Trouble failing asleep or staying asleep 0-No 

1-Yes 

GO TO Q 3.2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

3.2 Trouble by a sleeping too much 0-No 

1-Yes 

GO TO Q 4 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

4. Feeling tired or having little energy 0-No 

1-Yes 

GO TO Q 5.1 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

5.1 Poor appetite  0-No 

1-Yes 

GO TO Q 5.2 
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 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

5.2 Overeating 0-No 

1-Yes 

GO TO Q 6 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

6. Feeling bad about yourself-or that you are a failure or 

have let yourself or your family down 

0-No 

1-Yes 

GO TO Q 7 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

7. Trouble concentrating on things, such as reading the 

newspaper or watching television 

0-No 

1-Yes  

GO TO Q 8.1 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

8.1 Moving or speaking so slowly that other people could 

have noticed 

0-No 

1-Yes  

GO TO Q 8.2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

8.2. Moving or speaking so loudly, fidgety or restless that 

you have been moving around a lot more than usual that 

other people could have noticed 

0-No 

1-Yes  

GO TO Q 9 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

  9 Thoughts that you would be better off dead or of hurting 

yourself in some way  

0-No 

1-Yes  

 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

10. If you checked off (Q1-9) any problems, how difficult 

have those problems made it for you to do your work, 

take care of things at home, or get along with other 

people? 

0. Not difficult at all 

1. Somewhat difficult 

2. Very difficult 

3. Extremely difficult  
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4.4 . Participants Sleep disorder  

The following questions ask about any trouble Sleeping you may experience from your cancer within 

the last 4 weeks. This may be resulted from surgery for cancer, pain from cancer treatments 

(chemotherapy or radiation), or the disease itself. Please remember to answer these questions about 

cancer related sleep disorder only 

S.N Question  Response  Remarks 

1.  During the last 4 weeks, have you ever 

had trouble sleeping because of your 

cancer 

1. Yes 

2. No  

If “No skip” to 4.5 

2.  If yes, what do you think the reason of 

your trouble sleep? 

 

1. Pain from the Lesion of 

the cancer cite 

2. The surgical procedure 

3. Drug side effect  

4. Fear of metastasis  

88. Other; specify_______ 

 

3.  Have you taken medicine (prescribed or 

over the counter) to help you sleep? 

0- No  

1- Yes 

 

If “No” skip to Q6 

4.  If yes, how often do you take the 

medicine? 

 

1.less than once a week 

2. 1 to 2 times a week 

3. 3 to 5 times a week 

4. Daily 

 

4.5. Physical activity of the participants  

The following questions ask about any trouble in physical activities, and day to day work you may 

experience from your cancer within the last 4 weeks.  

1 About your Health and Activities 

(PROBLEMS WITH…) 

Never Almost Never Some-

times 

Often Almost 

Always 

1.1 Have you felt hard to walk a 

distance of more than one bus 

terminal?  

0 1 2 3 4 

1.2 Have you had difficulty to lift 

something heavy? 

0 1 2 3 4 

1.3. Have you had difficulty to take a 

bath or shower by yourself? 

0 1 2 3 4 

 The following three questions are to participants who have a job or student. If the participant 

has no outdoor job or she is not student go to section part 5  

2 About your Work/Studies 

(PROBLEMS WITH…) 

Never Almost Never Some-

times 

Often Almost 

Always 

2.1 I have trouble keeping up with my 

work or studies 

0 1 2 3 4 

2.2 Have you had missed work or 

school because of not feeling well? 

0 1 2 3 4 

2.3 Have you had missed work or 

school to go to the doctor or 

hospital? 

0 1 2 3 4 
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Part 5. Address the following questions by measuring appropriately 

1 Weight of the respondent (please measure her weight 

appropriately) 

_____ kg 

2 Height of the participant (please measure her weight 

appropriately) 

______cent meter 

 

Thank you for your time!! 
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Breast Cancer Patient Survey - II  

Questionner ID. _________________________________________ Date of interview: _____/_____/______________ 

Patient’s Medical Record No. ________________________ Participant’s phone number: _____________________ 

Primary relative’s phone number: ________________ relationship: ____________ 

Name of interviewer: Dr/ Mr. /Mrs./Miss: ______________________Date: _____/_____ / _____ 

Supervisor:   

 Dr/ Mr. /Mrs./Miss: _____________________ signature: _____________ Date: ___ / ___ /____ 

2. 1. Treatment status of BC patients 

Q. N Statements  Choices  Remarks 

101.   Have you received any treatment for 

you cancer? 

0. No  

1. Yes 

Q204 

102.  If yes, what kind of treatments you 

have received?  

(multiple answer is possible) 

1. Surgery to remove the cancer 

2. Chemotherapy 

3. Radiation therapy 

4. Hormone therapy 

88. Other forms of treatment; specify: 

_____________ 

 

103.  Where (in which facility) did you 

receive these treatments?  

 

 

 

 

104.  Since you were diagnosed with the 

disease, were you unable to receive 

any form of treatments  

0. No  

1. Yes 
Q201 

105.  What was the main reason for you 

not receiving the treatment? 

Multiple response is possible 

1. Could not afford the price of the 

treatment  

2. Treatment not locally available 

3. Waited too long to get it 

4. Difficulty in getting appointments 

5. Do not like or trust or believe in 

doctors 

6. Insurance did not cover 

7. Did not know where to go for 

treatment 

88. Others; specify _______________ 
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2.2. Participants practice of traditional medicine to treat or relieve the symptoms of their CANCER 

(after they have diagnosed) 

S.N Question Choices Remark 

201. Have you seen a traditional healer other 

than your regular doctors? 

0. No  

1. Yes 

Q301 

202. If yes, what type of healer did you see? 1. Herbalist 

2. Spiritual healer  

88. Other, specify 

______________ 

 

203. What is your main reason for using this 

therapy? 

Multiple answer is possible 

1. To treat my cancer 

2. To lessen the side effects of 

cancer treatment 

3. To relieve symptoms of my 

cancer 

4. To relieve stress 

88. Other: specify: 

______________________ 

 

204. How much would you estimate your or 

your family have been spending per 

month for these healers/ herbs/ or other 

therapies? 

_________________birr  

205. Is your doctor aware that you are using 

this therapy? 

0. No  

1. Yes 

99. I do not know 

 

 

2.3. Participants adherence to chemotherapy and hormonal therapy   

S. N Questions  Choices  Remarks  

301.  Have you taken chemotherapy?  0. No  

1. Yes  

Q 305 

302.  If yes, how many cycles did your doctor 

ordered? 

_________ number 

99. I do not know 

 

303.  Did you finish all the cycles? 0. No  

1. Yes  

 

Q305  

304.  
If no, what are the main reasons?  

 

1. I forget to keep treatment appointments 

2. I could not tolerate the side effects 

3. I could no longer afford the treatment 

4. I did not trust the effectiveness of the 

medicine 

5. The drug was not available  

2. Others, specify 

_____________________________ 

 

305.  Are you taking hormonal therapy? 0. No  

1. Yes  

Q 401  

306.  
For how long did your doctor tell you to 

take the drug? 

_____________    

307.  Have you ever missed taking your 

hormonal therapy? 

0. No  

1. Yes 

Q401  
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308.  
If yes, how often you missed? 

 

_________________ times  

309.  If yes, for how long you missed? 

 

________________  

310.  What was your main reason for missing 

taking the drug? 

1. Side-effects 

2. Financial 

3. Drug not available 

4. I forget to take 

88. Others, specify 

_____________________________ 

 

 

2.4. Participants history of medical cost for cancer treatment 

Q.N Question Choices Remark 

401.  Do you have any health insurance that covers your 

medical expense? 

0. No 

1. Yes   

     Q403 

402.  If yes, how much percent of your medical expense 

is covered by insurance 

_________________%  

403.  Do you have free medical service card? 0. No 

1. Yes   

 Q406 

404.  Were there any tests or treatments (including 

prescription medication for treatment or side 

effects) that your doctor recommended for cancer 

that your free service card did not cover? 

0. No 

1. Yes   

  Q406 

405.  What were the services you did not get for free? 

Multiple response possible 

1. ________________ 

2. _______________ 

3. ________________ 

 

406.  Because of your cancer, its treatment or the lasting 

effects of that treatment, did you have any costs 

you had to pay out of your own pocket in the 

following categories? 

Multiple response possible  

1. Medical expenses (medicine, 

medical equipment) 

2. Transportation 

3. I had no out-of-pocket costs 

4. I do not know/I am not sure 

88. Others: Specify 

_________________ 

 

 

 

 

 

 

 

407.  Can you estimate your out-of-pocket cost? 0. No 

1. Yes   

 Q409 

408.  If yes, how much? 1. Diagnosis      ________Br 

2. Treatment      ________Br  

3. Follow up       ________Br 

 

409.  Were there any tests or treatments that your doctor 

recommended for your CANCER that you did not 

get because you were unable to pay for them?  

0. No 

1. Yes   

  Q411 

410.  What tests or treatments were those? SPECIFY 

(FREE TEXT) 

1._______________ 

2.________________ 

3.___________________ 

 

411.  Have you ever forced to sell your property for 

covering the medical cost of cancer treatment, or 

lasting effects of treatment 

0- No 

1- Yes 

   Q413 
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412.  If yes, what type of property did you sell?  

_________________________ 

 

 

413.  Have you or has anyone in your family had to 

borrow money or go into debt because of your 

cancer, its treatment, or the lasting effects of that 

treatment? 

0. No 

1. Yes   

  Q415 

414.  How much did you or your family borrow, or how 

much debt did you incur because of your cancer, its 

treatment, or the lasting effects of that treatment? 

_____________________birr  

415.  What is your average cost you spend per month for 

transportation related to your cancer?  

__________Birr  

416.  Have you ever worried about your family’s 

financial stability because of your cancer, its 

treatment or lasting effects of that treatment? 

0. No 

1. Yes 

 

417.  What is your current employment situation? Choice 

only one 

1. Full time employed 

2. Part-time employed 

3. Self-employed 

4. On leave with pay 

5. On leave without pay 

6. Not employed-disabled 

7. Retired 

8. Homemaker 

88. Others; specify _________ 

 

418.  Were you employed, when you were diagnosed with 

cancer? 

0. No  

1.  Yes 

Q427 

419.  At any time since your first cancer diagnosis, did 

you take extended paid time off from work, unpaid 

time off, or make a change in your hours, duties or 

employment status? 

0. No  

1. Yes 

Q427 

420.  When did you take extended paid time off from 

work? 

Multiple response possible 

1. At the time of diagnosis  

2. During treatment 

3. After treatment  

 

421.  Did you ever change from working full-time to 

working part-time or change to a less demanding 

job? 

0. No 

1. Yes 

 

422.  Did you ever change from a set work schedule, 

where you start and end at the same time every day, 

to a flexible work schedule, where your start and end 

times vary from day-to-day? 

0. No 

1. Yes 

 

423.  Because of your cancer, its treatment, or its lasting 

effects, did you ever decide not to pursue an 

advancement or promotion? 

0. No 

1. Yes 

 

424.  Because of your cancer, its treatment, or its lasting 

effects, did you retire earlier than you had planned? 

0. No 

1. Yes 

 

425.  Did you lose any earning as a consequence of your 

cancer diagnosis? 

0. No 

1. Yes   

 Q427 

426.  If yes, how much money do you lost per month ___________ Birr  
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427.  Since the time you were first diagnosed with cancer, 

has any friend or family member provided care to 

you during or after your cancer treatment? 

0. No 

1. Yes 

Q501 

428.  Who was your caregiver? 1. Spouse/partner 

2. Child 

3. Sibling 

4. Parent 

5. Other relative 

6. Friend 

88. Other, specify ____________ 

 

429.  Because of your cancer, its treatment, or the lasting 

effects of that treatment, did any of your caregivers 

ever take extended paid time off from work, unpaid 

time off, or make a change in their hours, duties or 

employment status? 

0. No 

1. Yes  

2. None of my caregivers were 

employed 

99. I do not know 

Q501  

430.  If yes how much money did he/she lost per month? ________________Birr  

431.  Did any of your caregivers ever take extended paid 

time off from work, unpaid time off, or make a 

change in their hours, duties, or employment status 

for at least 2 months? 

0. No 

1. Yes 

99. I do not know 

 

2.5. Cancer patients’ survivorship care  

S.N Question Choices  Remarks 

501.  Do you have a regular follow-up? 0. No  

1. Yes   

 

502.  Did your doctor tell you to have a 

regular follow-up? 

0. No  

1. Yes   

 

503.  Since your cancer diagnosis, has your 

doctor or a member of your health 

care team ever referred you to any of 

the following specialties?  

Mark all that apply 

 

 

1. Dietician or nutritionist 

2. Physical and or occupational therapist 

3. Mental health professional (psychiatrist, 

psychologist, marriage or family therapist) 

4. Social worker 

5. Spiritual counselor 

6. I have never been referred to any health specialists 

88. Other specify ______________________ 

 

504.  Since your cancer diagnosis, have 

you had any of the following cancer 

screening tests? 

Mark all that apply 

1. Screening for cervical cancer 

2. Mammogram for breast lump 

3. I did not have it  

88. Other specify: __________________ 
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2.6. Depression 

Over the past 2 weeks, how often have you been bothered by any of the following problems?  

Instruction: Several days (2-6 days), more than half of the days (7-11days), nearly every day (12-14days)  

S.N About your feeling (PROBLEMS WITH…) Response Remarks  

1. Does your interest or pleasure in doing things was 

decreased so much 

0-No 

1-Yes 

GO TO Q 2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

2. Feeling down, depressed or hopeless 0-No 

1-Yes 

GO TO Q 3.1 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

3.1 Trouble falling asleep or staying asleep 0-No 

1-Yes 

GO TO Q 3.2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

3.2 Trouble by a sleeping too much 0-No 

1-Yes 

GO TO Q 4 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

4. Feeling tired or having little energy 0-No 

1-Yes 

GO TO Q 5.1 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

5.1 Poor appetite  0-No 

1-Yes 

GO TO Q 5.2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

5.2 Overeating 0-No 

1-Yes 

GO TO Q 6 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

6. Feeling bad about yourself-or that you are a failure or 

have let yourself or your family down 

0-No 

1-Yes 

GO TO Q 7 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

7. Trouble concentrating on things, such as reading the 

newspaper or watching television 

0-No 

1-Yes  

GO TO Q 8.1 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 
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8.1 Moving or speaking so slowly that other people could 

have noticed 

0-No 

1-Yes  

GO TO Q 8.2 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

8.2. Moving or speaking so loudly, fidgety or restless that 

you have been moving around a lot more than usual that 

other people could have noticed 

0-No 

1-Yes  

GO TO Q 9 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

  9. Thoughts that you would be better off dead or of hurting 

yourself in some way 

0-No 

1-Yes  

GO TO Q 10 

 How often do you felt over the last two weeks? 1-several days 

2-Morethan half of the days 

3-Nearly every day 

 

10. If you checked off (Q1-9) any problems, how difficult 

have those problems made it for you to do your work, 

take care of things at home, or get along with other 

people? 

0. Not difficult at all 

1. Somewhat difficult 

2. Very difficult 

3. Extremely difficult  

 

Is there anything else you would like to tell us about your experiences with cancer?”  

________________________________________________________________________________________

_______________________________________________________________________________________  

Thank you for participating in this important study! 

 

 


