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ABSTRACT

Delay diagnosis of gynecological cancer results in advanced stage of cancer, less
responsive to treatment and decreased rate of survival. The main objective of this study
was to identify the delay diagnosis and treatment of gynecological cancer among
women admitted in cancer hospital, Nepal. A descriptive cross-sectional study design
was used. A total of 422 women admitted in B.P. Koirala Memorial Cancer Hospital,
Chitwan, Nepal were selected by using non-probability sampling. Data was collected
by semi structured interview schedule. Then analyzed and interpreted in terms of
descriptive and inferential statistics. The mean age of the women was 51.19 years,
71.6% of them were diagnosed as cervical cancer. Median total diagnostic delay was
100 days with more 54.7% of the women having long total diagnostic delay of >90
days (maximum 672 days). Out of the total diagnostic delay, median personal, health
care provider and diagnostic waiting time delay was 60 days, 30 days and 10 days
respectively. Majority of the women had experienced short delay of each type except
diagnostic delay (maximum 90 days). The median waiting time for chemotherapy,
surgery and radiation therapy was 7 days, 30 days and 30 days respectively. There was
statistically significant association between total diagnostic delay and marital status
(p=0.043), educational status (p= 0.039), occupation (0.004), afraid of cancer diagnosis
(p=0.005) and ignorance for cancer treatment (0.001). Treatment delay was statistically
significant with age (p=0.014). Based on the findings of the study, it is concluded that
more than half of the women have total long diagnostic delay. Almost 4/5th of women
have long delay in diagnosis (delay in report waiting). Even after diagnosis, they were
waiting maximum 4-6 months for treatment. So, awareness programme is necessary for
women for early seeking of medical help. Health personnel from general and cancer
hospital should consider it seriously for the timely treatment of those women suffered
from gynecological cancer.
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INTRODUCTION were 55931 and cervix uteri was the major cancer over

Gynecological cancers are the most common cancers in
women. The burden of gynaecological cancers in
developing countries appears huge. In these countries,
gynecological cancers account for 25% of all new
cancers diagnosed among women aged up to 65 years
compared to 16% in the developed world.™ The
developing countries accounted for 77.7% of global
estimates for new cases of the commonest gynecological
cancers including cervical, corpus and ovarian cancer in
2009.1

In the developing countries, first commonest
gynecological cancer is cervical and second is ovarian
cancer. Vaginal cancer is rare and constitutes less than
2% and vulva cancer constitutes 3% worldwide.”! In
Nepal 2003 to 2012 total hospital female cancer patients
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the ten years.! The another research of gynecological
cancer in Nepal shows that cervix uteri (19.1%) and ovary
(6.1%).”1 According to BP Koirala Memorial Cancer
Hospital Annual Report, 583(19.73%) cervix uteri, 199
(6.73%) ovary, 31(1.01%) endometrium and 12(0.40%)
valva cancer was reported.[®

Cervical cancer is the most curable cancer if detected
early at the precancerous stagel”! but the challenge is that
80% of women in the developing countries seek medical
help only after they have developed signs and
symptoms.®! One of the most important prognostic
factors for cancer is depends upon how early and in
which stage the disease is diagnosed. Delay in diagnosis
and treatment continues to be the greatest obstacle to be
overcomed to cure cancer early."}
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Diagnostic delay covers the period from the patient’s
first experience of symptoms until diagnosis.'”!
Reducing diagnostic delay may increase the proportion
of early stage cancers, timely treatment and ultimately
improve the rate of survival.*y] Delays may occur at
different stages of the cancer diagnostic journey and
cause of delay may be either patient or healthcare
provider.*®* Commonly, delay is found further
categorized into different component such as;

Personal (patient) delay

It refers to the time period from the patient experiences
the symptoms to their first visit to the health institution
or medical care. Short personal delay is upto 60 days and
more than 60 days is long delay.****!

Health Care Provider delay (Referral delay)

The time period between patient’s first presentation to
the health care provider (HCP) and the final referral
by HCP to the cancer diagnostic center. The period of
30 days or less was defined as “short HCP delay’’ and
more than 30 days was referred as “long HCP

delay”’.[*

Diagnostic delay (diagnostic waiting time)

It refers to waiting time for all relevant investigations
of symptoms in the diagnostic center. The period of 7
days or less was defined as “short diagnostic delay
and mo[rl%] than 7 days was defined “long diagnostic

delay’’.

Total diagnostic delay

The time between onset of symptoms of cervical
cancer and confirmed diagnosis. [Total diagnostic
delay = patient delay + health care provider delay +
diagnostic delay]. The period of 90 days or less as
“total short diagnostic delay” and more than 90 days
was defined as “total long diagnostic delay”.

Treatment delay

The time period of patient waiting to get treatment after
conformed diagnosis.'***®! The period of 30 days or less
was defined as “short treatment delay” and more than
30 days was referred as “long treatment delay’’.

A nationwide survey in Denmark, diagnostic delays of
gynecological cancer was found in all parts of the
diagnostic pathway. Total diagnostic delay has remained
long with a median delay of 12 weeks from the time
patients experience symptoms until the time they receive
treatment; the 10% experiencing the longest delay wait
for 41 weeks. Minority of patients experiencing very
long delays. Ovarian cancer patients experienced
significantly shorter delays compared with other
gynecological cancer patients in all parts of the health
care system.!*”!

The study regarding delays in diagnosis of cervical cancer

in Nepal estimates that the median total diagnostic delay
was 157 days with more than three fourth (77.3%) of the
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patients having longer total diagnostic delay of >90 days.
Out of the total diagnostic delay, median patient delay,
median health care provider delay, median referral delay
and median diagnostic waiting time were 68.5 days, 40
days, 5 days and 9 days respectively. Majority of the
patients had experienced longer delay of each type
except referral delay. Fifty seven percent of the patients
had experienced longer patient delay of >60 days, 90%
had suffered longer health care provider delay of >1
week, 31.8% had longer referral delay of >1 week and
66.2% had waited >1 week at diagnostic center for final
diagnosis.*?

MATERIALS AND METHODS

Descriptive cross-sectional research design was used to
assess the delay diagnosis and treatment of gynecological
cancer among women. Study was conducted in B.P.
Koirala Memorial Cancer Hospital (BPKMCH) Chitwan,
Nepal. It is a national cancer referral centre of Nepal lies
in Chitwan district also known as the medical city of
Nepal. All the women admitted in oncology ward of
BPKMCH Chitwan Nepal for cancer treatment were
taken as sample. A total of 422 women who were
histologically diagnosed with gynecological cancer (Old
and New) were selected as sample by using non-
probability sampling. The sample size was calculated by
taking 50% prevalence and considering a non-response
rate of 10%, the total sample size of the study was 422.
Ethical clearance was obtained from Chitwan Medical
College Institutional Review Committee (CMC-IRC).
Administrative approval for data collection was obtained
from BPKMCH, Chitwan. Verbal informed consent was
taken from each respondent after explaining the purpose
of the study. Data was collected from September 5, 2019
to July 30, 2020 by using semi structured interview
schedule. Privacy and confidentiality was maintained
during data collection. For analysis, all collected data
was reviewed and checked manually for completeness,
consistency and accuracy. Subsequently, the data was
coded and entered into EPI data 3.1. The entered data
was then exported into IBM SPSS version 20 for
analysis. The data was analyzed by using descriptive
statistics (frequency, percentage, mean, median and
standard deviation). Inferential statistics (chi-square) was
calculated.
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Table 1: Socio-Demographic Characteristics of Respondents. n=422.

Variables Number Percent
Age (in years)

<40 64 15.2
40-59 249 59.0
>59 109 25.8
Mean #SD=51.19+12.11, Min=12, Max=79

Marital status

Unmarried 12 2.8
Married 410 97.2
Educational status

Iliterate 345 81.8
Literate 77 18.2
Occupation

Business 8 1.9
Daily wages 7 1.7
Agriculture 201 47.9
Homemaker 202 48.1
Foreign employment 2 0.47
Types of family

Nuclear 374 88.6
Joint 48 11.4
Length of family income sufficient

For 3 months 28 6.6
For 6 months 188 44.5
For 12 months 206 48.8

Table 1 shows that 59.0% of respondents were from the
age group of 40-59 with mean and standard deviation as
51.19+12.11, minimum age was 12 years and maximum
age was 79 years, 97.2% of the respondents were
married, 18.2% of the respondents were literate.
Likewise, 48.1% of the respondents were homemaker,

88.6% of the respondents were living in a nuclear family
and 48.8% of the respondents said that their family
income was sufficient for 12 months. Similarly, 27.3% of
the respondents were from province number 5 and 87.7%
of the respondents follow Hindu religion (not shown in
table).

Table 2: Disease and Treatment Related Information of Respondents. n=422.

Variables Number Percent
Place of first visit after appearance of symptoms

Traditional healer/ herbal medicine 51 12.1
Health facility 371 87.9
Types of health facility visited (n=371)

Government facility 97 26.14
Private facility 274 73.85
Reason for spending time in general treatment (n=371)

Following doctor’s advice 83 22.37
Due to personal problems 72 19.40
Completing the course of prescribed medicine 155 41.77
Waiting for report 61 16.44
Types of co- morbidity present (n=50)

Hypertension 34 68.0
Diabetes 10 20.0
Hypothyroidism 6 12.0
Diagnosis of respondents

Cervical cancer 302 71.6
Endometrial cancer 17 4.0
Ovarian cancer 94 22.3
Valval cancer 9 2.1

Volume 4, Issue 5. 2020

1ISO 9001:2015 Certified Journal 217



Ranabhat et al.

International Journal of Modern Pharmaceutical Research

Types of treatment received first and waiting time to

start treatment

Chemotherapy

Median= 7 days, Min=1 day , Max=120 days 174 41.23
Surgery

Median= 30 days, Min=2 day , Max=180 days 120 2843
Radiation

Median= 30 days, Min=3 day , Max=120 days 128 3033
Reason for waiting treatment

Hospital delay 298 70.61
Patient (personal) delay 124 29.38

Table 2 shows that 87.9% of the respondents visited
health facility first when they experience symptoms and
among them, 73.85% of them visited private health
facility, 41.77% of the respondents said that they spent
their time in general health facility to complete the
course of prescribed medicine, 11.8% of the respondents
had co-morbidities and among them 68.0% were suffered
from hypertension. Like as, 71.6% of the respondents
were diagnosed as cervical cancer. Regarding treatment
of cancer at first, 41.23% received chemotherapy and it

was started minimum 1 day, maximum 120 days (4
months) and median 7 days. Similarly, 28.43% of
respondents underwent surgery and minimum 2 days,
maximum 180 days (6 months) and median was 30 days.
Likewise, 30.33% of them received radiation therapy and
radiation started minimum day was 3, maximum day was
120 and median was 30 days. Regarding reason for
delay, 70.61% said hospital and 29.38% said personal
(self).

Table 3: Delay in Different Phases of Cancer Treatment. n=422.

Variables

Number Percent

Personal (patient) delay (in days)

Short delay (<60)

254 60.2

Long delay (>60)

Median=60, IQR=(Q;,Q03=(30,90), min=2, max=365

168 39.8

Health Care Provider’s delay (in days )

Short delay (<30)

312 73.9

Long delay (>30)

Median=30, IQR=(Q;,Q3=(15,46.25),min=1, max=300

110 26.1

Diagnostic delay in days (waiting time for confirmed diagnosis)

Short delay(<7)

86 20.4

Long delay(>7)

Median=10, IQR=(Q;,Q3=(10,15), min=3 ,max=90

336 79.6

Total diagnostic delay (in days)

Short delay (<90)

191 453

Long delay (>90)

Median=100, IQR=(Q;,Q3=(60,165), min=15, max=672

231 54.7

Treatment delay (in days)

Short delay (<30)

335 79.4

Long delay (>30)

Median=15, IQR=(Q,,Q3=(7,30), min=1, max=180

87 20.6

Table 3 shows that delay in different phases of cancer
treatment. Majority (60.2%) of the respondents had short
personal delay, 73.9% had short health care provider’s
delay, 79.6% had long diagnostic delay, 54.7% had long
total diagnostic delay and 79.4% had short treatment
delay.
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Table 4: Respondents’ Personal Factors of Delay Diagnosis. n=422.

Variables Number Percent
Afraid of cancer diagnosis

No 198 46.9
Yes 224 53.1
Expensive treatment

No 11 2.6
Yes 411 97.4
Family Support

No 79 18.7
Yes 343 81.3
Anxious for leaving home/family

No 92 21.8
Yes 330 78.2
Ignore of cancer treatment

No 370 87.7
Yes 52 12.3
Feel shy for seeking the treatment

No 101 23.9
Yes 321 76.1
Visit alone to cancer hospital

No 408 96.7
Yes 14 3.3
Distance to reach cancer hospital (in hour)

<4 89 21.07
4-12 303 71.80
>12 30 7.10
Max=72, min=1/2 mean=7.56

Table 4 shows the respondents’ personal factors in delay
diagnosis of cancer. More than half (53.1%) of the
respondents responded that afraid of cancer diagnosis
was the reason of delay diagnosis, 97.4% of them
responded expensive treatment, 18.7% said that they did
not get family support, 78.2% of the them said that they

were anxious for leaving home/family, 12.3% said the
reason was ignorance of cancer treatment, 76.1% of them
did not seek treatment because of feeling shy, 3.3%
visited cancer hospital alone, and 66.4% of them said
that the reason was long distance to reach cancer
hospital.

Table 5: Association Between Socio-Demographic Variables and Health Care Provider’s/Referral and

Diagnostic Delay.

Variables Health Care Provider’s/Referral Delay
Short delay (<30 days) Long delay (>30 days)
No. (%) No. (%)
Occupation
Housewife 134(66.3) 68(33.7)
Agriculture 165(81.3) 38(18.7)
Others 13(76.5) 4(23.5) 11.792 0.003
Distance to reach cancer hospital
<4hrs 72(72.0) 28(28.0)
4-12hrs 210(75.0) 70(25.0)
>12hrs 22(66.7) 11(33.3) 1.231 0.040
Diagnostic Delay
Short delay (<7days) Long delay (>7days)
No. (%) No. (%)
Education Status
Iliterate 60(17.4) 285(82.6)
Literate 26(33.8) 51(66.2) 10.403 0.001
Level of education
Basic level 18(41.9) 25(58.1)
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Secondary and above 8(23.5) 26(76.5) 2.853 0.041
Duration of family income sufficient

3 months 3(10.7) 25(89.3)

6 months 29(15.4) 159(84.6)

12 months 54(26.2) 152(73.8) 8.777 0.012

*Significance level at 0.05

Table 5 shows that there was significant association

association with educational status (p=0.001), level of

between healthcare provider’s delay and occupation education (p=0.041), duration of family income
(p=0.003) and distance reach cancer hospital sufficient (p=0.012).
(p=0.040). Similarly, diagnostic delay was statistically
Table 6: Association between Socio-demographic Variables and Total Diagnostic and Treatment Delay.

Variables Total Diagnostic Delay

Short delay (<90 days) Long delay (>90 days)
No. (%) No. (%)

Marital Status

Unmarried 2(16.7) 10(83.3)

Married 189(46.1) 221(53.9) 4.076 0.043

Educational Status

Illiterate 148(42.9) 197(57.1)

Literate 43(55.8) 34(44.2) 4.258 0.039

Occupation

Housewife 76(37.6) 126(62.4)

Agriculture 109(53.7) 94(46.3)

Others 6(35.3) 11(64.7) 11.265 | 0.004

Treatment Delay
Short delay (<30 days) Long delay (>30 days)
No. (%) No. (%)

Age years

<40 50(78.1) 14(21.9)

40-59 188(75.5) 61(24.5)

>59 97(89.0) 12(11.0) 8.502 0.014

*Significance level at 0.05

Table 6 shows that there was statistically significant
delay and marital status

association between total

(p=0.043), educational status (p= 0.039) and occupation

Table 7: Association between Personal Factors and Different Delays.

(0.004). Treatment delay was statistically significant
with age (p=0.014).

Personal Delay

Variables Short delay (<60 days) Long delay (>60 days) x p-value

No. (%) No. (%)
Afraid of cancer diagnosis
No 134(67.7) 64(32.3)
Yes 120(53.6) 104(46.4) 8.727 0.003
Ignorance for cancer treatment
No 235(63.5) 135(36.5)
Yes 19(36.5) 33(63.5) 13.845 0.000
Shy feeling
No 70(69.3) 31(30.7)
Yes 184(57.3) 137(42.7) 4.606 0.032

Total Diagnostic Delay
Short delay (<90 days) Long delay (>90 days)

(No. %) (No. %)
Afraid of cancer diagnosis
No 104(52.5) 94(47.5)
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Yes 87(38.8) 137(61.2) 7.946 0.005
Ignorance for cancer treatment

No 179(48.4) 191(51.6)

Yes 12(23.1) 40(76.9) 11.780 0.001

Table 7 shows that personal delay was statistically
significant with afraid of cancer diagnosis (p=0.003),
ignorance for cancer treatment (0.000) and feeling shy
(p=0.032). Similarly total diagnostic delay was
significant association with afraid of cancer diagnosis
(p=0.005), ignorance for cancer treatment (0.001).

DISCUSSION

Delay is confused to describe diverse conceptualizations
of ‘delay’.™® Some study have operationalized delay
diagnosis on the basis of stage of cancer and some study
have operationalized on the basis of days, weeks and
months and some operationalized the patient delay
estimates are based on patients reporting about presence
of symptoms. [ % 20

In this study, out of 422 gynecological cancer, 71.6% of
the respondents were diagnosed as cervical cancer,
second most ovarian cancer 22.3%, endometrial 4% and
valve is 2.1%. The findings of the study shows that the
first commonest gynecological cancer in developing
countries was cervical and second is ovarian cancer and
vulva cancer constitutes 3% worldwide.® Finding of this
study is supported by the findings of B.P. Koirala
memorial cancer hospital’s annual report that shows that
most of the gynecological cancer patient were cervix
uteri, ovary, endometrium, vagina and valve.'®

In this study delay was categories into two groups (short
delay and long delay) similar to the components of
delays diagnosis of cancer that have been applied in
previous study."? Findings of this study shows delay in
different phases of cancer treatment. More than half
(60.2%) of the respondents had short personal delay (<60
days) and 39.8% had long personal (patient) delay (>60
days), the median is 60 days; the range of patient delay
was 2-365 days. Likewise, 79.6% had long diagnostic
delay (>7 days) and 20.4% had short diagnostic delay
(<7 days) and the median is 10 days. Same as 54.7% had
long total diagnostic delay (>90 days) and 45.3% had
short total diagnostic delay (<90 days) and the median of
total diagnostic delay was 100 days and the longest total
delay was 672 days. These types of diagnostic delay
were slightly lower than that of previous study.
Similarly finding is reported in the previous study which
shows that the median of total diagnostic delay was 101
days and the longest delay with a total delays was 436
days or more.”¥ In this study, the total diagnostic delay
was statistically significant to marital status (unmarried),
educational status (illiterate), occupation (other), afraid
of cancer diagnosis and ignorance for cancer treatment.
Findings of study of shows that the literate women were
less likely to have late diagnosis."!
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In this study, the median of health care provider’s delay
was 30 days, 73.9% had short delay (<30 days) and
26.1% had long delay (>30 days). The result is also
lower than previous research findings that shows the
median health care provider delay was 40 days.™ Health
care provider delay (referral delay) was statistically
significant to the occupation (homemaker) and distance
to reach cancer hospital (>12hrs). Findings of the study
conducted by Macleod et al (2019) shows that lower
educational status was associated with referral delay.*?

In this study, 79.4% had short treatment delay (<30days)
and 20.6% had long delay (>30 days) and the median of
treatment delay was 15 days. Majority (70.61%) of the
respondents responded that the reason of treatment delay
was hospital cause. Delay in the treatment might be over
flow of patient, or lack of resources. Due to that reason
patient might be kept in waiting list to start treatment.
The study of Isaac et al.(2014) showed that the major
cause of treatment delay in cancer patient was long time
to carry out the investigation to conformed final
diagnosis and some problems of transport and
financial.®® Another research showed that treatment
delays in testicular cancer also resulted from
misdiagnosis or waiting lists.? The other research
showed that from the outpatient visit only a quarter of
women had treatment within 31 days first definitive
treatment and 18% patient waited more than the target of
62 days for their treatment.’?® The treatment delay was
statistically significant among the respondents whose age
was 40-59 years. Delay in this age group might be busy
in their job and household work.

In this study, personal delay was statistically significant
to personal factors like afraid of cancer diagnosis,
ignorance for treatment and shy feeling for health check
up. It is consistent with the previous study conducted by
Smith Pope, Botha (2005) where the study showed fear,
shame and embarrassment are the cause of delay
diagnosis.”®® The another research conducted by
Deshmukh et al (2017) showed that most common cause
of delay in diagnosis was lack of awareness about the
symptom of cancer, feeling shy, financial problems, not
diagnosed and referred at periphery.?”’ The diagnostic
delay in this study was statistically significant with
education status, level of education and low income.
Similar finding is reported that diagnostic delay of
endometrial cancer in patients due to lower socio-
economical status.?®

CONCLUSION

Based on the findings of the study, it is concluded that
more than half of the women have total long diagnostic
delay (maximum upto 672 days). Almost 4/5" of women
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have long delay in diagnosis (delay in report waiting)
maximum upto 90 days. The maximum waiting time was
4-6 months for treatment of cancer after diagnosis. So,
awareness programme is necessary for women for early
seeking of medical help. Health care provider from
general and cancer hospital should consider it seriously
for the timely treatment of those women suffered from
gynecological cancer.
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