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DEFINITION OF TERMS

Primary healthcare is a comprehensive approach to healthcare that considers the physical,
emotional, and social elements of a person's health. Primary healthcare is critical for providing
continuous assistance and monitoring to prostate cancer survivors including frequent check-
ups, referrals to experts as required, and thorough care coordination. Primary healthcare
practitioners that use a holistic approach may assist survivors in navigating the physical and

emotional problems that come with a cancer diagnosis, thereby increasing their quality of life.

Prostate cancer is an uncontrolled proliferation of the prostate gland cells.

Prostate cancer specialist leads follow-up care: This refers to the medical care provided by
the oncologist/urologist responsible for monitoring recurrence and the patient's progress and

adjusting their treatment plan as needed.

Shared follow-up care refers to a collaborative approach to medical care, where the patient's

care is jointly attended between consultants and PHC providers.

Survivor is a someone who has been diagnosed with cancer, has finished their treatment, and
currently are on routine surveillance plan. In context of this study, it refers to prostate cancer

patients who have completed radiotherapy are on surveillance plan at Besta Polyclinic.

Radiotherapy is the use of controlled ionising radiation to treat cancers. In this context, it is
the standardized, computer-guided planning and administration of radiation to treat prostate

cancer.

Utilization of primary healthcare refers to the act of seeking medical treatment from primary
healthcare providers in specific district and community health facilities. In the context of this
study, it entails the act of prostate cancer survivors visiting primary healthcare settings and
getting primary healthcare services after completion of RT at Besta Super Specialized

polyclinic.

Post-radiotherapy refers to the period and conditions following the completion of
radiotherapy treatment. Radiotherapy is a medical treatment that uses high doses of radiation
to kill cancer cells and shrink tumours. The post-radiotherapy phase involves monitoring and
managing any side effects or complications that arise from the treatment, as well as ensuring

the continued health and recovery of the patient. This period is crucial for assessing the
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effectiveness of the treatment and providing necessary follow-up care to address any ongoing

health issues.
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ABSTRACT

Background: Prostate cancer diagnoses have increased by 3% annually since 2014, with the
disease representing 10.4% of reported cancer cases in Tanzania. Advances in treatment have
raised the 5-year survival rate for early-stage prostate cancer to nearly 100%, with radiotherapy
being essential for most patients. Survivorship care, including disease management and
psychosocial support, is provided by specialized cancer centers and primary healthcare
facilities, but information on primary care utilization for survivors in Tanzania is limited.
Objective: To determine the magnitude and factors associated with primary healthcare
utilization (PHU) among prostate cancer survivors (PCS) treated at Besta Super Specialized
Polyclinic from January 2021 to December 2023.

Methodology: A cross-sectional study was conducted at Besta Super Specialized Polyclinic to
evaluate primary healthcare utilization (PHU) post-radiotherapy among prostate cancer
survivors. Survivors who completed treatment between January 2021 and December 2023 were
recruited through consecutive convenient sampling. Data were collected via questionnaires,
medical registry retrieval, and telephone interviews. Analysis was performed using SPSS
version 25, with bivariate analysis identifying variables (p<0.25) for inclusion in multivariable
logistic regression to determine PHU predictors (p<0.05). Significant associations were found
between PHU and various demographic and clinical factors.

Result: The study of 213 PCS (median age 70) found most were uneducated peasants,
married/cohabiting, living rurally, and in stage IlI-IV on ADT. Common comorbidities
included joint pain and hypertension, with fewer bowel symptoms. The PHU was found to be
147(69.0%). The PHU was found to be 147(69.0%) with the majority, 121(82.3%), reported
visiting district hospital. Rural residence (AOR = 3.34, 95% CI [1.48, 7.57], p = 0.004), early-
stage disease (AOR =0.09, 95% CI [0.02, 0.47], p = 0.005), hypertension (AOR = 2.14, 95%
CI[1.02,4.48], p =0.044), treatment symptoms (AOR = 4.75, 95% CI [2.16, 10.46], p =0.001),
and sexual symptoms (AOR = 5.44, 95% CI [2.44, 12.14], p = 0.001) remain significant.
Conclusion: The study has found 69% of the prostate cancer survivors utilize PHC. Factors
such as rural residence, advanced disease stage, hon-hypertension, and moderate treatment and
sexual symptoms are associated with higher utilization of PHC. These insights emphasize the
potential of PHU to alleviate the burden on overwhelmed specialized hospital by providing

accessible and effective care for cancer survivors.



CHAPTER ONE
INTRODUCTION
1.1 Background

Globally, prostate cancer is the second most common male cancer (1). African men are at
higher risk, and cases are rising in Africa and low- and middle-income countries (2). In
Tanzania, prostate cancer is presently the leading cancer among males, with an estimated
prevalence of 23.2% (3). Recent studies show that earlier detection and better treatment have
increased prostate cancer incidence and decreased mortality (1,4). Prostate cancer survival has
increased from 68% in the mid-1970s to 98% in 2011-2017 (5). Over 84% of prostate cancers
are local or regional, with a 5-year survival rate near 100% (4). As this population grows, it is
critical to identify the use healthcare services after active treatment for psychological and
comorbidity conditions, as well as monitoring for recurrence and management of long-term

and late side effects of treatment (6).

Surgery and radiation for prostate cancer may lead to physical impairments such as urinary
incontinence, erectile dysfunction, and gastrointestinal issues (4,6). Over 95% of persons
treated with surgery or radiation have sexual dysfunction, with more than 50% reporting
urinary or bowel impairment (7). Hormonal treatment may lead to libido loss, hot flashes,
nocturnal sweats, irritability, and gynecomastia. Furthermore, the high prevalence of prostate
cancer in the elderly raises the likelihood of acquiring other comorbidities (6,8). Poorly
managed cancer-related symptoms and comorbidities frequently result in worse quality of life
and decreased adherence to follow-up therapy. As a result, a comprehensive care strategy at
basic healthcare institutions may help manage these sequences while lowering the need for

specialist treatment (6,9).

After completing initial treatment, cancer survivors receive follow-up care that includes regular
check-ups and scans to monitor their health and detect any recurrence early. This care involves
a multidisciplinary team providing physical, emotional, and psychological support, along with
lifestyle guidance. PHC services offer regular monitoring, psychosocial support, health and
wellbeing programs, personalized care plans, and symptom management to enhance survivors’
quality of life. Regular communication with healthcare providers ensures any concerns are

promptly addressed.



Cancer survivors have traditionally received follow-up treatment from cancer specialists,
including medical oncologists, surgical oncologists, radiation oncologists, and urologists (10).
Despite its popularity, regular medical reviews have little evidence of benefit since the chance
of recurrence for many malignancies is minimal (11). As a result, standard follow-up often falls
short of the larger aims of resolving cancer's medical and emotional implications, as well as
care coordination across providers, leaving survivors with unmet needs (12). Furthermore, this
paradigm of treatment cannot be maintained due to the rising number of survivors requiring
sophisticated care, limited capacity in oncology and primary-care settings, and the need to

manage costs with a growing focus on value-based care (10).

Cancer experts and general practitioners collaborate to offer follow-up care for cancer
survivors (13). This model combines cancer-specific care with generalist care, including
management of comorbid illness and preventive care (13,14). Shared care has been trialled for
survivors of low to medium-risk prostate cancer, with no significant differences found for PSA
testing adherence, quality of life, distress, and unmet needs (13,15-19). Patients prefer shared
care, which also costs less per patient (19-22). Strong communication, clear roles, care
coordination, follow-up guidelines, and survivorship care plans are the success factors for
shared care (19-21).

According to research, follow-up treatment in Tanzania is mostly driven by oncologists and
poorly coordinated between primary care and specialists, despite evidence suggesting primary
care-led follow-up care is safer, more effective, and more acceptable than oncologist-led care
(23). Furthermore, following active treatment, the hospital sends cancer survivors home with a
follow-up plan. According to the Tanzania Ministry of Health, the suggested follow-up time is
three months following treatment, followed by six months, one year, and three to five years,
while continuing to utilize primary healthcare services for general health and other cancer-
related issues. However, little is known about the factors that influence cancer survivors' use
of primary healthcare, despite the fact that primary healthcare has the potential to provide
follow-up services to cancer survivors, reducing the strain survivors place on already

overburdened specialized institutions with active cancer patients.



1.2 Problem Statement

The growing population of prostate cancer survivors presents a challenge for healthcare
systems, particularly in providing long-term follow-up care. These survivors have unique risks
with up to 70% experiencing at least one treatment-related late effect and needs due to their
age and associated comorbidities (25-27). While there has been considerable focus on
identifying the most suitable providers for guideline-specific care, less attention has been given
to optimizing the role of primary care, which is the most accessible source of care for most
survivors. To improve care coordination, the use of detailed discharge summaries has been
emphasized (18,27-30). These summaries provide comprehensive treatment histories and
follow-up care recommendations, facilitating better communication and coordination among

healthcare providers.

Despite advancements in care coordination, there is limited understanding of the factors
influencing the utilization of primary healthcare services among prostate cancer survivor’s
post-treatment. Preliminary data from Besta Super Specialized Polyclinic in Tanzania indicates
that only 19% of prostate cancer survivors have visited primary healthcare facilities at least
once since completing radiotherapy. This low utilization rate highlights the need to study the
factors affecting access to essential healthcare services, including socio-demographic factors,

clinical characteristics, and systemic issues within the healthcare system.

The purpose of this study is to determine the magnitude of primary healthcare utilization among
prostate cancer survivors and identify the associated factors among patients who have
completed radiotherapy at Besta Super Specialized Polyclinic. This research aims to address
the gaps in understanding and develop targeted interventions to improve healthcare access and

outcomes for prostate cancer survivors.



1.3 Rationale of the study

This study aims to explore the factors that influence primary healthcare utilization among
cancer survivors, focusing on identifying the specific barriers that hinder their access to
essential services. By understanding these factors, the research seeks to provide a
comprehensive analysis of the challenges faced by cancer survivors in accessing primary
healthcare. This includes examining both systemic issues within the healthcare system and

personal factors that may affect healthcare-seeking behavior.

The findings from this study will be instrumental for policymakers and healthcare providers.
By offering detailed recommendations, the study aims to guide the development of targeted
interventions that address the identified barriers. These recommendations will help in designing
policies and healthcare programs that are tailored to the unique needs of cancer survivors,
ultimately improving their access to primary healthcare services and enhancing their overall
quality of life. This research is crucial for ensuring that cancer survivors receive the continuous

and comprehensive care they need to maintain their health and well-being post-treatment.

1.4 Research question

1.4.1 Broad research question

What are the magnitude and associated factors of post-radiotherapy primary healthcare
utilization among prostate cancer survivors treated at Besta Super Specialized Polyclinic from
January 2021 to December 2023?

1.4.2 Specific research questions

1. What is the magnitude post radiotherapy PHU among PCS treated at Besta Super
Specialized Polyclinic from January 2021 to December 2023?

2. What are the social demographic characteristics associated with post radiotherapy PHU
among PCS treated at Besta Super Specialized Polyclinic from January 2021 to
December 2023?

3. What are the clinical characteristics associated with post radiotherapy PHU among PCS

treated at Besta Super Specialized Polyclinic from January 2021 to December 2023?



1.5 Objective

1.5.1 Broad objective

To determine the magnitude and associated factors of post-radiotherapy primary
healthcare utilization among prostate cancer survivors treated at Besta Super Specialized

Polyclinic from January 2021 to December 2023.

1.5.2 Specific objectives
1. To describe post radiotherapy PHU among PCS treated at Besta Super Specialized

Polyclinic from January 2021 to December 2023.

2. To determine social demographic characteristics associated with post radiotherapy
PHU among PCS treated at Besta Super Specialized Polyclinic from January 2021 to
December 2023,

3. To identify clinical characteristics associated with post radiotherapy PHU among PCS

treated at Besta Super Specialized Polyclinic from January 2021 to December 2023.



1.6 Conceptual Framework
Factors influencing primary healthcare usage among cancer survivors include age,

comorbidity, treatment modalities, income, insurance status, education, race, illness stage, and
cancer stage. Age is consistently related with greater primary healthcare usage among prostate
and breast cancer survivors, while the degree of the connection varies by study. Common
comorbidities among cancer survivors include hypertension, hyperlipidaemia, osteoarthritis,
hypothyroidism, diabetes, and coronary artery disease. Patients undergoing radiation or
testosterone deprivation treatment had considerably more primary care consultations. Income
and insurance status are major determinants of primary healthcare utilization, with varied
strengths and statistical significance. Education correlates positively with primary healthcare
utilization among cancer survivors. Primary healthcare use correlates with both illness and
cancer stage. Survivors with a recurrent history and frequent follow-up are less likely to consult
a primary care physician (PCP), but those with greater symptoms and a perceived high level of
care are more likely. Primary health care utilization increases dramatically 2-5 years following

cancer diagnosis, particularly in younger individuals without a chronic condition.

Independent variables Intermediate variable
Social demographics Side effect
Age, occupation, education symptoms
level, residence and marital urinary symptoms,
incontinence aid,
status
bowel symptoms,
hormonal Dependent
Clinical characteristics symptoms, sexual variables
Stage, time from diagnosis, a?':g{)s;);l;al
unctioni
treatment received, P 9St R T
o Utilization of
Comorbldlty. ‘ primary
" healthcare

SOURCE: Constructed from empirical literature review.



CHAPTER TWO
LITERATURE REVIEW
2.0 Overview

Prostate cancer is a prevalent cancer among men worldwide, particularly among African-
Americans, due to social, environmental, and genetic factors (1,3). It is the second most
common malignancy in males and the sixth leading cause of cancer mortality in men (1,2).
Survival rates have improved, with a 5-year survival rate approaching 100% for most cases
diagnosed at local or regional stages (4-6). However, treatments like surgery, radiation, and
hormone therapy can lead to physical impairments (4,6-9). Survivorship care is crucial in
cancer care, providing support, symptom management, health promotion advice, and referrals
(10-12). Traditional follow-up care led by specialists has shown limited evidence of benefit,
leaving survivors with unmet needs and inadequate responses to address the medical and
psychosocial consequences of cancer (10-12). Three alternative models of care have emerged:
general practitioner-led care, shared care between general practitioners and cancer specialists,
and oncology nurse-led care. Nurse-led care is less costly and effective in addressing symptom
management and health promotion needs, while general practitioner-led care is cheaper and
more accessible (21). Shared care is preferred by patients with low to medium-risk prostate
cancer, but there is limited evidence on its post-treatment survivorship phase (22).

The number of cancer survivors is growing in low- and middle-income countries, yet providing
excellent survivorship care in resource-constrained environments remains difficult (3,4). Most
survival research and national cancer control initiatives originate from high-income nations.
More data is required to promote survivorship care globally; more nations should concentrate
on survivorship care; resource-specific recommendations should be produced; and regional

collaborations should be formed to improve palliative care access and delivery.



2.1 Utilization of primary Healthcare among survivors
Roorda et al. (2013) found that 57% of patients visited general practitioners for primary

healthcare. Patients preferrzd annual visits or a schedule with decreasing frequency over time
and follow-up for more than ten years, including lifelong follow-up (31). Forsythe et al. (2014)
found that 71.2% of non-Hodgkin lymphoma survivors had seen a PCP within a year of
diagnosis (32). According to Smith et al. (2013), most survivors of cancer for a long time prefer
joint care between PCPs and oncologists for cancer follow-up and subsequent screening, as
well as PCP-led preventive health and comorbid condition treatment (33). Nyarko et al. (2015)
investigated cancer survivors' perceptions on how primary care doctors offer survivorship care
(34). The total PCP-delivered survival care received a 60% rating from 352 respondents.
Survivors were less likely to see their PCPs as competent about cancer follow-up, the late or
long-term consequences of cancer therapy, and the diagnosis and management of cancer-
related illnesses (34). According to Chait et al. (1998), most patients consulted with their GP
at least once during the year after discharge (35). The change in consultation rates in the year
following patients' discharge was non-significant. One patient returned to the clinic with
cancer-related morbidity (35). In a study by Kenzie et al. (2019), healthcare utilisation was
measured among breast, prostate, and colorectal cancer survivors (age >40 years) (24). The
study found that >80% of patients received medication for a health condition, and less than
20% of survivors needed a visit for a cancer-related problem in the past 12 months (24). The
majority of survivors visited a primary care physician (PCP) for non-cancer-related issues (24).
Krebs et al. (2012) found that 97.3% of participants described devising a routine physical exam
with a primary care provider in the past year (36). Potosky et al. (2011) evaluated the
knowledge, attitudes, and behaviors of primary care physicians and oncologists about follow-
up care for breast and colon cancer survivors (37). They discovered that oncologists were less
likely than PCPs to feel that PCPs had the abilities to do proper tests for breast cancer

recurrence (37).

Dahlhaus et al. conducted interviews with 30 German GPs using purposeful sampling in a study
(38). The study found that GPs can play a significant role in accompanying cancer patients
throughout their care process. Moreover, shared care models should complement primary and
specialist care (38). However, the evidence supporting the use of primary healthcare by cancer

survivors in low- and middle-income countries is limited.



2.2 Social demographic factors associated with Primary healthcare utilisation
Primary healthcare utilisation among cancer survivors has been the subject of several studies.

These studies have looked at various factors that influence primary healthcare use among
cancer survivors, including age, income, insurance status, education, and race.

The studies (31,33,39-41) consistently show that age is associated with increased primary
healthcare use among prostate and breast cancer survivors. The strength of the association
varies between studies but is generally moderate to strong (OR range: 1.03-1.12).

Income and insurance status are common factors influencing primary healthcare use
(14,42,43). all reported that income was associated with primary healthcare use, with varying
strength measures and statistical significance. Insurance status was also found to be a common
factor associated with primary healthcare use (14,42,43). Employment status and
socioeconomic status (42) are additional factors influencing primary healthcare utilization
among cancer survivors.

The studies conducted by Park et al. in 2016, Kent et al. in 2017, and Xu et al. in 2018 all found
a positive association between education and primary healthcare use among cancer survivors
(14,44,45). The strength of association ranged from OR=1.20 to OR=1.43, with corresponding
p-values ranging from p=0.004 to p=0.01. Xu et al., 2018, conducted a systematic and meta-
analysis study that determined the Utilization of primary care by breast cancer survivors in
China (44). The associated overall primary healthcare use factors were marital status
(OR=1.26, p=0.04) (44).

An study of 53 research including 20,832 patients with 12 forms of cancer in 15 different
countries, mostly in Europe, North America, and Australia, in either a hospital or general
practice setting discovered that the healthcare system had a considerable impact on the use of
healthcare (46). Similarly, O'Brien et al. (2016) did a comprehensive study in Ireland and
showed that the healthcare system factor had a substantial impact on the use of primary
healthcare among prostate cancer survivors (47).

Heins et al. (2012) noted that primary health care (PHC) utilization increases considerably 2 to
5 years following cancer diagnosis, particularly in younger individuals without a chronic
condition (41). The research, which utilized data from the Netherlands Information Network
of Primary Care, compared the volume of PHC use in cancer survivors to age- and gender-
matched cancer-free controls from the same practice. The researchers concluded that PCPs
should prepare themselves for the growing quantity of aftercare, given the predicted rise in

cancer survivors.
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2.3 Clinical characteristics associated with Primary healthcare utilisation
Several studies have investigated the association between comorbidity and primary healthcare

use among prostate cancer survivors. The results indicate that higher comorbidity is
consistently associated with increased Utilization of primary health care. The strength of the
association varies slightly across studies, with OR between 1.49 to 2.35 (p<0.001) (41,48-50).
According to Roy et al. (2018), in a comparative case control research, the most prevalent
linked comorbid disorders among cancer survivors include hypertension, hyperglycaemia,
osteoarthritis, hypothyroidism, diabetes mellitus, and coronary artery disease (51). Cancer
survivors are less likely to develop osteoarthritis than cancer patients. Other comorbid
conditions are distributed similarly amongst the two groups.

Studies that have conducted systematic reviews and clinical trials have revealed interesting
insights into the healthcare utilization patterns of prostate cancer survivors (4,7,9,24). These
studies highlight how the type of treatment received by survivors can impact their use of
primary healthcare services (4,24). The studies found that patients who received radiotherapy
or androgen deprivation therapy (7,9) had significantly more primary care consultations.
However, the association between treatment type and primary care use varied across studies.
While some studies showed increased use among patients who received radiotherapy or
androgen deprivation therapy, others found no statistically significant association. Overall, the
pattern and strength of association between treatment type and primary care use among prostate
cancer survivors are still unclear and require further investigation.

According to Miller et al. 2022, primary healthcare utilization among breast cancer survivors
is associated with both disease stage and cancer stage (4). Xu et al. 2018 found that disease
stage had a statistically significant association with primary healthcare utilization in China,
with an odds ratio of 1.20. Meanwhile other study found that the cancer stage was also
statistically significantly associated with primary healthcare utilization in Korea, with an odds
ratio of 1.37 (52). These findings suggest cancer survivors with more advanced disease or

cancer stages are more likely to utilize primary healthcare services.

2.4 Summary of literature
Several studies have explored the factors influencing primary healthcare utilisation among

cancer survivors, with age, comorbidity, treatment types, income, insurance status, education,
race, disease stage, and cancer stage being the most commonly investigated factors. However,
there is limited research on primary healthcare utilisation among cancer survivors in Tanzania,

which is a low-income country with a high burden of cancer. Given Tanzania's unique
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sociodemographic and economic context, further research is needed to understand the factors
that influence primary healthcare utilisation among cancer survivors and develop effective

interventions to improve their access to primary healthcare services.
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CHAPTER THREE

METHODOLOGY

3.1 Study design
The study was a quantitative analytical cross-sectional design, conducted at Besta Super

Specialized Polyclinic with primary and secondary data collection. A cross-sectional design
was chosen for this study because it allows for the collection and analysis of data at a single
point in time, providing a snapshot of the current situation. This design is particularly useful
for determining the prevalence of post-radiotherapy primary healthcare utilization among
prostate cancer survivors and identifying associations between various social demographic and
clinical characteristics. Additionally, cross-sectional studies are generally quicker and less
expensive to conduct compared to longitudinal studies, making them suitable for studies with
limited time and resources. It also facilitates the simultaneous collection of primary and
secondary data, offering a comprehensive overview of the factors influencing healthcare

utilization.

3.2 Study setting

The study was conducted at Besta Super Specialized Polyclinic. Besta Super Specialized
Polyclinic, located at Plot No 122, Tunisia Road in Kinondoni Municipality, Dar es Salaam, is
a therapeutic wing of Besta Diagnostic Company Limited. Besta Diagnostic Company Limited
was registered and began operations in 2012 as a diagnostic center and later, in 2016, expanded
to offer cancer treatments such as chemotherapy and radiotherapy. The center provides a range
of diagnostic services, such as X-rays, CT scans, MRI, endoscopy, colonoscopy, ultrasound,
EEG, ECG, and a general clinical laboratory. Additionally, the center offers clinical services
such as oncology clinics, physiotherapy, orthopaedics, neurosurgery, paediatrics, and general
outpatient care. The oncology services provided include radiotherapy and chemotherapy. The
center receives oncology referrals from major hospitals for patients requiring radiotherapy. It
was the first in the country to introduce the use of 3D radiotherapy with the Shinva XHA600D
6MV Linear Accelerator. Since 2020, it has treated an average of 540 cancer patients annually
with radiotherapy as outpatients, with nearly 55% being prostate cancer cases. After
completing the radiotherapy course, patients are referred back to the referral hospital; however,
nearly 65% prefer to do their follow-up at the center. The clinic also offers post-treatment

follow-up and psychological support through telephone calls to discharged patients. Besta
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Super Specialized Polyclinic is one of the top-performing private oncology centers in Tanzania,
known for its advanced cancer therapies. Studying the population of patients treated at this
center is crucial for enhancing cancer services nationwide, as it provides valuable insights into

the effectiveness of cutting-edge treatments and patient care practices.

3.3 Target population
The target population was a prostate cancer survivor in Tanzania.

3.4 Study population
The study population consisted of prostate cancer survivors who attended routine follow-up

appointments at Besta Super Specialised Polyclinic from January 2021 to December 2023.

3.5 Eligibility criteria

3.5.1 Inclusion
The study included prostate cancer survivors who met the following criteria:

i.  Patients who received radiotherapy between January 2021 and December 2023.
ii.  Patients who were on follow-up at Besta Super Specialized Polyclinic.
iii.  Patients who were reachable through telephone calls.

iv.  Patients with complete medical records and information.

3.5.2 Exclusion
Prostate cancer survivors who developed recurrences, metastasis or secondary malignancies,

Prostate cancer survivors who received radiotherapy as neoadjuvant or palliative treatment.

3.6 Sample Size Projection
The study aimed to analyze prostate cancer survivors previously treated with radiotherapy at

Besta Polyclinic from January 2021 to December 2023. Out of the 919 prostate cancer patients

treated during this period, a sample of 213 who were eligible were selected for the study.

3.7 Sampling technique
All prostate cancer survivors who satisfied the inclusion and exclusion criteria from January

2021 to December 2023 were included in the study, as shown in figure 2.
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919 Retrieved records

339, were not on follow up at Besta.

\ 4

A

580 on Follow up at Besta Super
Specialized polyclinic

104 had metastasis during treatment

v

476 early and locally advanced

.

N

194 were lost on follow up

282 were on active follow up

v

28 experienced relapse

A

254 Non relapses

v

40 Incomplete records/unreachable

v
214 Recruited in the study

v

One, refused to participate

v
213 Recruited in the study

Figure 2: Participants selection process.

3.8 Study Variables

3.8.1 Outcome variable
Utilization of PHC.

3.8.2 Predictors variable.
Social demographic: Age, marital status, education level, and occupation.

Clinical characteristics: treatment received, duration since diagnosis, disease stage,

comorbidity and treatment related side effects symptom.
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3.9 Questionnaire.
The questionnaire comprised three sections: demographics, clinical variables, and PHC

utilization questions. It was developed after reviewing studies on care continuity among cancer
survivors. The study collected information on social demographics (age, education, marital
status, and occupation) and clinical characteristics (treatments, duration since diagnosis,
comorbidity, and tumour stage) from medical records. Patients self-reported their primary
healthcare visits in the past six months. Treatment side effects were evaluated using a
standardized questionnaire called European Organisation for Research and Treatment of
Cancer Quality of Life Questionnaire - Prostate (EORTC QLQ PR-25) (56), which covered
urinary symptoms, bowel symptoms, treatment symptoms, sexual activity, and sexual

functioning.

3.10 Validity and reliability of the questionnaire
The study utilized a questionnaire that incorporated single questions, which inquired about

participants' visitation to primary healthcare. This single-question construct, focusing on
healthcare visitation post-active treatment, has demonstrated stability in many studies
(7,31,47,55).

Additionally, the EORTC QLQ PR-25, which assesses symptoms specific to prostate cancer
post-treatment, was adapted for this study. The EORTC QLQ-25 has been validated across
diverse backgrounds and is available in multiple languages, including Swabhili. Its widespread

use in similar settings with minimal modifications underscores its reliability and applicability.

The single question and other items, which asked participants about their preference for
increased primary healthcare visitation and specific primary healthcare information, were
translated into Swahili and back-translated into English by the principal researcher. This
translation process was reviewed by the study supervisor, co-supervisor, and the MUHAS-IRB

reviewers.

To assess the reliability of a single question regarding primary healthcare utilization, a principal
researcher conducted a pre-test among 29 pelvic malignancy survivors with relatively similar
post-radiotherapy side effects. The pre-test included five prostate cancer survivors, 16
colorectal male survivors, and three male bladder cancer survivors under follow-up at Besta
Super Specialized Polyclinic. The principal researcher telephoned the survivors one week
before their scheduled follow-up, inquiring about their primary healthcare usage with a single

question. A week later, during their scheduled follow-up and normal consultation, the
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consultant administered the same question regarding their experience with primary healthcare
utilization, and their responses were recorded. Subsequently, the principal researcher collected
this information from the consultant. The test-retest of the pre-test showed a Cohen kappa of

0.97, indicating almost perfect agreement.

3.11 Data Collection Process
The data collection process began in early May 2024 after obtaining an ethical clearance letter

from the Institute of Ethical Committee and Review Board (IRB) of MUHAS.

The researcher recruited and trained one research assistant, who was a registered nurse working
at Besta Polyclinic. The research assistant’s role involved collecting data from participants

through telephone calls and subsequent data entry.

This study involved secondary data collection as medical records were reviewed for retrieving
demographics and clinical characteristics of the participants while primary data collection
inquired information regarding primary healthcare use, self-reported symptoms, and additional

demographic information’s.

Selected survivors were contacted and informed about the study's purpose, potential
participation, risks and benefits, and the voluntary nature of participation or withdrawal from
the study. Verbal informed consent was obtained, and detailed documentation was prepared.
During the phone interviews, survivors were asked if they had visited primary healthcare after
completing radiotherapy, the reasons for their visits, and the level of primary healthcare they
accessed, such as dispensaries, healthcare centers, or hospitals. They were also asked about

their experiences with treatment-related symptoms.

Researchers complemented the questionnaire by retrieving patient demographic characteristics
and clinical information from hospital medical records. This information included age, marital
status, education level, occupation, cancer stage, treatment modality, comorbidities and

symptoms related questions.

The study's PI collected data through phone interviews and document reviews, obtained verbal

informed consent, and ensured the confidentiality of data and participants' privacy.
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3.12 Data management
The filled questionnaires were primarily entered into an Excel file on the evening following

data collection. The PI cross-checked both the questionnaires and the Excel file to ensure that
the information tallied and to identify any errors in collection and entry. The completely filled
questionnaires were stored in a locked cabinet, while the Excel and later SPSS files were stored
in a password-protected folder on the PI’s personal computer, which was equipped with a

strong firewall and Windows Defender.

3.13 Data analysis
The data were analyzed using SPSS Statistics for Windows, Version 25.0 (IBM SPSS Statistics

for Windows, Version 25.0). Armonk, NY: IBM Corporation.

The SPSS data was cleaned to remove any missing data, forgotten entries, duplicate entries,
and incorrect entries. The variables in the cleaned SPSS file were recoded to reflect the
distribution of data frequencies. Variables such as occupations, education level, marital status,
comorbidities, clinical features, and symptoms in the cleaned SPSS version were recoded based
on the group frequency distribution. Continuous variables such as age were summarised as
median and range (maximum-minimum) based on the distribution. Tables, figures, charts, and

texts were utilized to show the summary of descriptive statistics.

A chi-square test was used to compare prostate cancer survivors based on their utilization of
primary care among different groups of independent variables. Statistical group differences
with a p-value < 0.25 were considered eligible for inclusion in the multivariable logistic
regression analysis. Multivariable logistic regression analyses were run to examine the
independent association between PHC utilization (yes or no) as the dependent variable and a
priori determined independent variables: demographic and clinical characteristics (i.e., age,
marital status, educational level, number of comorbid conditions, primary treatment, and
duration since diagnosis), and symptoms. The variables were added to the model in two stages:
first, social demographic and clinical parameters (block A), and then symptoms (block B) were
included. The goal of including variables in the model in different phases was to better
understand the additional impacts of block B's variable sets. Statistical significance was defined

as p<0.05, and 95% confidence intervals were reported appropriately.
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3.14 Ethical consideration

The ethical clearance was acquired from the ethical committee and the institute of the review
board of MUHAS following a thorough examination of the thesis proposal and the appropriate
resolution of the reviewer's remarks. Approval was requested from the Besta Super Specialized
Polyclinic administration through a letter, along with the MUHAS IRB's clearance and the
study protocol. Prior to recruitment, consent for participation was obtained by providing an
explanation of the study's objective, benefits, potential risks, and the voluntary nature of
participation (see Appendix 1). The participants' identifiers, such as their names and clinic
registration numbers, were indexed. Additionally, the questionnaire was securely stored in the
cabinet located in consultation room four at Besta Super Specialized Polyclinic. The keys to
the cabinet were retained by the PI. The data from Excel and SPSS were stored in a password-
protected folder on the PI's own computer, which had a robust firewall and Windows Defender.
At the conclusion of the research project, the data were provided to MUHAS in accordance

with the rules of the MUHAS library repository.

3.15 Dissemination plan

The results were presented to department of epidemiology and biostatistics in the School of
Public Health in June 4 2024. Upon successfully defending and submitting an error-free
document and manuscript as part of the requirements for the MPH degree, the manuscript will

be sent to a peer-reviewed journal for publication.
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CHAPTER FOUR
RESULTS
4.0 Social demographics and clinical profile of the study participants.

Median age was 70 years and range was 36 (minimum = 51 and maximum = 87). Table 1
provides the social demographic characteristics of the study participants. The majority of
participants were aged between 70-79 years 85 (39.9%), with a significant portion also in the
60-69 age group 70 (32.9%). Most participants had a non-primary education level 171 (80.3%).
The predominant occupation among participants was peasantry 118 (55.4%). A large majority
of the participants were married or cohabiting 188 (88.3%), and most resided in rural areas 132

(62.0%). All participants received radiotherapy.

Table 1: Participants Social Demographic characteristics [N=213].

VARIABLES N(%0)
Age

50-59 34 (16.0)
60-69 70 (32.9)
70-79 85 (39.9)
80+ 24 (11.3)
Education level

No formal/primary education 171 (80.3)
Secondary/college/higher education 42 (19.7)
Occupation

Retired 33 (15.5)
Peasants 118 (55.4)
Unemployed 62 (29.1)
Marital status

Married/cohabiting 188 (88.3)
Single/widowed/divorced 25 (11.7)
Residence

Rural 132 (62.0)

Township/urban 81 (38.0)
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Table 2 provides the clinical characteristics of the study participants. The majority of
participants were in Stage I11-1V 171 (80.3%) of their condition. A significant portion of the
participants did not undergo surgery 160 (75.1%), while a large majority received androgen
deprivation therapy (ADT) 159 (74.6%). Chemotherapy was administered to 39.0% of the
participants. Hypertension was present in 38.0% of the participants, and 16.0% had diabetes.
Notably, 70.9% of the participants reported experiencing back joint pain, and 14.6% were HIV
positive. The duration since diagnosis varied, with 47.4% of participants having been
diagnosed for two years.

Table 2: Clinical characteristics of the study participants [ N = 213].

VARIABLES N(%0)
Stage

I-11 42 (19.7)
n-1v 171 (80.3)
Surgery

Yes 53 (24.9)
No 160 (75.1)
ADT

Yes 159 (74.6)
No 54 (25.4)
Chemo

Yes 83 (39.0)
No 130 (61.0)
Hypertension

No 132 (62.0)
Yes 81 (38.0)
Diabetics

No 179 (84.0)
Yes 34 (16.0)
Back joint pain

No 62 (29.1)
Yes 151 (70.9)
HIV

No 182 (85.4)
Yes 31 (14.6)
Duration since diagnosis (years)

1 67 (31.5)
2 101 (47.4)
3 45 (21.1)




21

Figure 3, Most study participants reported less severe bowel symptom. Urinary,
treatment related, and sexual symptoms were severe among by large proportion of the

participants.

100.0%
199(93.4%)
90.0%
80.0%
70.0%
131(61.5%)
0 123(57.7%
_ 0% OT1%)115(55.4%)
3=
g 500% 95(44.6
£ 90(42.3 '
400% 820385
30.0%
20.0%
10.0% (6.6%)
i
Urinary Bowel symptoms Treatment Sexual symptom
symptoms symptom
Symptoms

® Normal/moderate = Severe/Quite often

Figure 3: Participants self-reported cancer and treatment related symptoms.
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4.1 Self-reported utilization of primary healthcare among prostate cancer survivors

Of the study participants, 147(69.0%) report to have been visiting primary healthcare. Most of
these, 121 (82.3%) reported to have been visiting the district hospitals, Fig. 3.

Dispensary
Health Health 4(3%)
center
22(15%)

District
121(82%)

Figure 4: Primary Healthcare Utilization among Prostate Cancer Survivors [N=213].
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4.2 Bivariate analyses of the social demographic characteristics associated with primary
Healthcare use among prostate cancer survivors.

Table 3 examines the significant differences among demographic variables in PHC use. The
analysis revealed significant differences for occupation and residence. Specifically, retired
individuals (75.8%) and peasants (75.4%) had higher utilization rates compared to the
unemployed (53.2%), with a p-value of 0.006. Additionally, those residing in townships or
urban areas (81.5%) utilized PHC services more than those in rural areas (61.4%), with a p-
value of 0.002.

Table 3: Bivariate analysis of social demographic characteristics of PC survivors and
PHU.

PRIMARY HEALTHCARE UTILIZATION

VARIABLES Yes[N(%)] No[N(%0)] p-value
Age 0.258
50-59 19 (55.9) 15 (44.1)

60-69 49 (70.0) 21 (30.0)

70-79 60 (70.6) 25 (29.4)

80+ 19 (79.2) 5 (20.8)

Education 0.453
Non/primary 116 (67.8) 55 (32.2)

Sec/col/He 31(73.8) 11 (26.2)

Occupation .006*
Retired 25 (75.8) 8(24.2)

Peasants 89 (75.4) 29 (24.6)

Unemployed 33 (53.2) 29 (46.8)

Marital status 0.421
Married/cohabiting 128 (68.1) 60 (31.9)
Single/widowed/divorced 19 (76.0) 6 (24.0)

Residence .002*
Rural 81 (61.4) 51 (38.6)

Township 66 (81.5) 15 (18.5)

*p-value <0.25

4.3 Bivariate analyses of the clinical characteristics that independently associated with
primary healthcare utilization among prostate cancer survivors.

Table 4 examines the significant differences among clinical variables in PHC use.
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All patients (100%) with stage I-11 reported visiting PHC, compared to 61.4% of patients in
stages I11-1V (p = .0001). Patients receiving ADT utilized PHC at a rate of 64.8%, compared
to 81.5% for those not receiving ADT (p = .022). Patients without hypertension utilized PHC
(75.8%), compared to 58.0% for those with hypertension (p = .007). Patients with
normal/moderate urinary symptoms utilized PHC at a rate of 80.5%, compared to 61.8% for
those with severe/quite often symptoms (p = .004). Patients with normal/moderate treatment
symptoms utilized PHC at a rate of 55.6%, compared to 78.9% for those with severe/quite often
symptoms (p = .0001). Patients with normal/moderate sexual activity symptoms utilized PHC

at a rate of 55.8%, compared to 79.7% for those with severe/quite often symptoms (p =.0001).



25

Table 4: Bivariate analysis of the clinical characteristics of the PC survivors with PHU.

PRIMARY HEALTHCARE UTILIZATION

VARIABLES Yes[N(%)] NO[N(%)] p-value
Stage .0001*
I-11 42 (100.0) 0 (0.0)

Hn-1v 105 (61.4) 66 (38.6)

Surgery 0.885
Yes 37 (69.8) (30.2) 16

No 110 (68.8) 50 (31.3)

ADT .022*
Yes 103 (64.8) 56 (35.2)

No 44 (81.5) 10 (18.5)

Chemo 0.932
Yes 57 (68.7) 26 (31.3)

No 90 (69.2) 40 (30.8)

Hypertension .007*
No 100 (75.8) 32 (24.2)

Yes 47 (58.0) 34 (42.0)

Diabetics 0.305
No 121 (67.6) 58 (32.4)

Yes 26 (76.5) 8 (23.5)

Back/Joint pain 0.118*
No 38 (61.3) 24 (38.7)

Yes 109 (72.2) 42 (27.8)

HIV 0.314
No 128 (70.3) 54 (29.7)

Yes 19 (61.3) 12 (38.7)

Duration since diagnosis 0.531
One year 48 (71.6) 19 (28.4)

Two years 71 (70.3) 30 (29.7)

Three years 28 (62.2) 17 (37.8)

Urinary Symptoms .004*
Normal/moderate 66 (80.5) 16 (19.5)

Severe/Quite often 81 (61.8) 50 (38.2)

Bowel Symptoms .840
Normal/moderate 137 (68.8) 62 (31.2)

Severe/Quite often 10 (71.4) 4 (28.6)

Treatment Symptoms .0001*
Normal/moderate 50 (55.6) 40 (44.4)

Severe/Quite often 97 (78.9) 26 (21.1)

Sexual Activity

symptoms .0001*
Normal/moderate 53 (55.8) 42 (44.2)

Severe/Quite often 94 (79.7) 24 (20.3)

*p-value <0.25
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Multivariable logistic regression

Occupation, residence, stage of disease, ADT, HT, back/joint pain, urinary symptoms,
treatment symptoms, and sexual symptoms were entered in multivariable logistic regression.

Hierarchical logistic regression was run according to the conceptual framework of this study.
In the initial model (Baseline Model-Block A), Occupation, residence, stage of disease, ADT,

HT, and back/joint pain were entered. And model accuracy and fit were assessed.

In the first model, without symptoms, the analysis shows that rural residence (AOR = 3.02,
95% CI [1.47, 6.19], p = 0.003), early-stage disease (Stage I-11) (AOR = 0.08, 95% CI [0.02,
0.43], p = 0.003), and Non-hypertension (AOR = 2.06, 95% CI [1.06, 4.02], p = 0.033) are
significant predictors. In the second model, upon adding symptoms (urinary, treatment, and
sexual activity symptoms) in Block B, rural residence (AOR = 3.34, 95% CI [1.48, 7.57],p =
0.004), early-stage disease (Stage I-1I) (AOR = 0.09, 95% CI [0.02, 0.47], p = 0.005), and
hypertension (AOR = 2.138, 95% CI [1.02, 4.48], p = 0.044) remain significant. Additionally,
treatment symptoms (AOR = 4.75, 95% CI [2.16, 10.46], p = 0.001) and sexual symptoms
(AOR =5.44, 95% ClI [2.44, 12.14], p = 0.001) are significant predictors.

Rural residence is associated with higher odds of utilization (AOR = 3.343, p = 0.004)
compared to township/urban residence. Early-stage disease (Stage I-11) is associated with lower
odds of utilization (AOR = 0.086, p = 0.005) compared to advanced stages (Stage IlI-1V).
Hypertension is also associated with higher odds of utilization (AOR = 2.14, p = 0.044)
compared to those without hypertension. Regarding symptoms, normal/moderate treatment
symptoms significantly increase the odds of utilization (AOR = 4.75, p = 0.001) compared to
severe symptoms. Similarly, normal/moderate sexual symptoms significantly increase the odds
of utilization (AOR = 5.44, p = 0.001) compared to severe symptoms. Urinary symptoms,
however, do not show a significant effect on utilization (AOR = 0.50, p = 0.093).

Table 5: Social demographic and clinical factors associated with PHU among PC
survivors, [N=213].



BLOCK A BLOCK B

95% C.I. for AOR 95% C.I. for AOR p
Variables (Lower-Upper) p value (Lower-Upper) value
Occupation
Retired Ref 1 Ref 1
Peasants 0.46 (0.14 —1.51) 0.2 0.59 (0.16 —2.21) 0.433
Unemployed 1.00 (0.29 —3.43) 0.998 0.95 (0.24 —3.73) 0.946
Residence
Rural 3.016 (1.47 —6.19)  0.003 3.34 (1.48 —7.57) 0.004
Township Ref 1 Ref 1
Stage
I-11 0.08 (0.02 —0.43) 0.003 0.09(0.02 —0.47) 0.005
H-1v Ref 1 Ref 1
ADT
Yes 0.85 (0.28 —2.59) 0.772 0.91 (0.27 —3.03) 0.873
No Ref 1 Ref 1
Hypertension
No 2.06 (1.06 —4.02) 0.033 2.14 (1.02 —4.48) 0.044
Yes Ref 1 Ref 1
Back joint pain
No Ref 1 Ref 1
Yes 0.59 (0.29 —1.21) 0.149 0.63 (0.29 —1.39) 0.251
Urinary symptoms
Normal/moderate 0.50 (0.23 —1.12) 0.093
Severe/Quite often Ref 1
Treatment symptom
Normal/moderate 4.75 (2.16 —10.46)  0.001
Severe/Quite often Ref 1
Sexual symptom
Normal/moderate 544 (2.44 —12.14) 0.001
Severe/Quite often Ref 1
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CHAPTER FIVE
DISCUSSION

The study found that 69.0% of prostate cancer survivors had been visiting primary healthcare,
with the majority visiting district hospitals (82.3%), followed by healthcare centers (15%) and
dispensaries (2.7%). The research also revealed that prostate cancer survivors residing in rural
areas were more likely to utilize primary healthcare, while those with early-stage disease,
hypertension, and severe treatment and sexual symptoms were less likely to seek primary
healthcare. These findings suggest that geographical location and disease severity, along with
associated symptoms, play crucial roles in the utilization of primary healthcare services by
prostate cancer survivors.

This result indicates a significant reliance on primary healthcare services among prostate
cancer survivors. The high utilization of district hospitals suggests that these facilities are
crucial in providing accessible care for this population. Similar studies have shown that primary
healthcare can effectively manage chronic conditions and follow-up care, reducing the burden
on specialized centers (34,57). However, the proportion of primary healthcare use in this study
is relatively lower compared to other studies (4,48), which have reported that nearly all cancer
survivors returns in primary healthcare after active treatment. This finding underscores the
importance of strengthening primary healthcare systems to support ongoing care for cancer

survivors, thereby alleviating the pressure on specialized centers.

The study found that rural residence was associated with higher odds of primary healthcare
utilization compared to township/urban residence. This means that prostate cancer survivors
living in rural areas are more likely to use primary healthcare services than those in urban areas.
This result aligns with study conducted by Heins et al., 2012 that have shown rural residents
often rely more on primary healthcare due to limited access to specialized care facilities (41).
The reliance on primary healthcare can help alleviate the burden on specialized centers, which
are often overloaded with patients undergoing active treatment (58). Equipping primary
healthcare (PHC) to care for cancer survivors is essential for ensuring comprehensive and
continuous care, which can improve health outcomes and reduce the strain on specialized

centers, highlighting the need for targeted practice and policy interventions.

Early-stage disease was associated with lower odds of primary healthcare utilization compared

to advanced stages. This indicates that prostate cancer survivors with early-stage disease are
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less likely to use primary healthcare services than those with advanced disease. These findings
are in line with others such as Arora et al., 2011 and Miller et al., 2022 which reported that
patients with more advanced disease stages often require more frequent medical attention and
follow-up (4,59). By encouraging early-stage patients to utilize primary healthcare, the burden
on specialized centers can be reduced, allowing these centers to focus on patients with more

complex needs or on the active treatment.

The finding that participants without hypertension were almost twice as likely to visit primary
healthcare compared to those with hypertension is intriguing and warrants further exploration.
This trend may suggest that individuals with hypertension are either more likely to receive
specialized care directly related to their condition, thereby reducing their need for primary
healthcare services, or they may face barriers that limit their access to primary care. It is also
possible that hypertensive patients are more frequently managed through secondary or tertiary
care settings, where their condition is monitored and treated more intensively. Additionally,
the presence of hypertension might be associated with a higher burden of comorbidities, which
could complicate their healthcare pathways and reduce their engagement with primary
healthcare services. Understanding these dynamics is crucial for developing targeted
interventions to improve primary healthcare utilization among hypertensive patients, ensuring
they receive comprehensive and continuous care. Further research should investigate the
specific barriers and facilitators influencing primary healthcare utilization in this population to

inform policy and practice improvements.

The study found that normal or moderate treatment symptoms significantly increase the odds
of primary healthcare utilization compared to severe symptoms. This indicates that patients
with less severe treatment symptoms are more likely to seek primary healthcare. This may be
because those with severe symptoms might seek specialized or emergency care instead. These
results are similar with previous studies conducted by Grunfeld et al., 1999 and Love et al.,
2022 that reported that patients with severe symptoms visit specialized care setting than those
with less severe symptoms. Equipping primary healthcare (PHC) to manage cancer survivors
is crucial, especially since normal or moderate symptoms significantly increase PHC visits
compared to severe symptoms. This ensures comprehensive care and improves health
outcomes while reducing the burden on specialized centers. Targeted practice and policy

interventions are essential to strengthen PHC services.
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Normal or moderate sexual symptoms significantly increase the odds of primary healthcare
utilization compared to severe symptoms. This indicates that prostate cancer survivors with
less severe sexual symptoms are more likely to use primary healthcare services. Studies have
shown that patients with manageable sexual symptoms often seek primary care for advice and
management (61-63). This highlights the importance of primary healthcare in providing
support for sexual health issues, thereby reducing the load on specialized centers and ensuring

comprehensive care for survivors.

The study provides a detailed insight into healthcare patterns among prostate cancer survivors
who completed radiotherapy and are on specialized follow-up. It includes a wide range of
variables and adjusted odds ratios to highlight factors influencing healthcare utilization. The
study also offers evidence on how primary healthcare can enhance care continuity and alleviate
the burden on specialized centers. Overall, the study has the potential to inform policy and

practice in healthcare management for prostate cancer survivors.

Limitation and mitigation

The study acknowledges a potential selection bias due to the methodology of participant
selection. Patients who were reachable via telephone and those with complete medical records
were included, which may not represent the entire population of interest. This raises the
question of whether individuals not accessible by phone, or those without comprehensive
medical records, differ significantly in terms of post treatment cancer survivorship and PHU
experience. It is conceivable that these unrepresented groups may exhibit different health-
seeking behaviors or access to healthcare services, which could lead to an underestimation or
overestimation of the true association between post treatment survivorship and PHU.
Therefore, the results should be interpreted with caution, as they may not fully account for the
experiences and outcomes of the entire target population. Future research should aim to include

a more representative sample of the population to validate and extend these findings.
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CHAPTER SIX

CONCLUSION AND RECOMMENDATION

CONCLUSION

This study underscores the critical role of primary healthcare in the follow-up care of prostate

cancer survivor’s post-radiotherapy. A significant proportion of these survivors depend on

primary healthcare services, especially district hospitals, for their ongoing medical needs. Key

factors such as rural residence, advanced disease stage, non-hypertension, and moderate

treatment and sexual symptoms drive higher utilization of primary healthcare. These findings

highlight the potential of primary healthcare to significantly reduce the burden on specialized

centers by offering accessible, effective, and continuous care for cancer survivors.

Strengthening primary healthcare services is essential to ensure comprehensive care and

improve health outcomes for this growing patient population.

RECOMMENDATIONS

1.

Improving the availability and accessibility of services at healthcare centers and
dispensaries to encourage more survivors to seek care, especially those who are
currently less likely to visit district hospitals.

Future research should explore the barriers faced by individuals with early-stage
diseases and severe symptoms when accessing primary healthcare services. By
comprehending these challenges, primary healthcare facilities can enhance support,
ensure continuous care, and coordinate effectively for post-treatment cancer
survivors. This focus is essential to improve health outcomes and the quality of life
for this vulnerable population.

Advocate for policies and funding that support primary healthcare services for cancer
survivors. This includes allocating resources for training, infrastructure, and patient
support programs to ensure that primary healthcare can adequately meet the needs of

prostate cancer survivors.
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SURVIVORS : THE PRIMARY-CARE PERSPECTIVE Primary-healthcare
professionals face growing demands on their time and training needs and often lack the
infor- mation for integrated care . 1 This article focuses on these INF. 2017;(January
2012):1-2.
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APPENDICES

Appendix I: English version of the consent form.

THE MUHIMBILI UNIVERSITY OF HEALTH AND ALLIED SCIENCES
RESEARCH AND PUBLICATION DIRECTORATE

Index Number

Research Study Participation Consent Form

I am Rabson R. Nakey, a postgraduate student in the Master of Public Health program at
MUHAS. | am studying at the School of Public Health and Social Sciences (SPHSS). | am
doing research on the use of primary health care services among prostate cancer survivors after
a course of radiation treatment at Besta Super Specialized Polyclinic, located in the Kinondoni
Municipal area of Dar es Salaam.

The objective of the study

The research aims to determine the frequency of contact between prostate cancer survivors and
primary healthcare providers, as well as the characteristics associated with these visits. The
results of this research will provide preliminary data to inform potential policy or behavioral
intervention strategies that aim to improve the continuity of care among cancer survivors
amidst a fragmented healthcare system.

Procedure

| request your participation in this research. We selected you because you have successfully
undergone radiation treatment for prostate cancer at Besta and consistently attend your
scheduled follow-up appointments with an oncologist at Besta Polyclinic. If you decide to take
part, you will need to answer the questions posed by the researcher after giving your
permission, either in writing or verbally.

Privacy

All responses will remain private. This implies that your replies will only be utilized for
research purposes and shared with MUHAS if needed. | will make sure that any material in my

report does not identify you as the respondent. No identities will be used during the interview
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or while reporting the results. To handle this, you will be given a unique identity code that will
be used throughout the research.

Rights to decline or retract

You have the option to participate or not in this investigation. You retain complete autonomy
to decline to answer any question that makes you uncomfortable, and you may discontinue
doing so at any moment and without consequence. Despite this, | inspire you to join in in this
study, as your responses are vital.

Benefits

While you may not experience personal benefits from participating in this research, it has the
potential to provide valuable information that can enhance the quality of care for prostate
cancer survivors and other cancer survivors after they complete their main cancer treatment.
Risks

While some of the questions might seem personal, participation in this study will not cause you
any damage.

Inquiry

If you have any questions, please contact the researcher, Rabson R. Nakey of MUHAS, P.O.
Box 65001, Dar es Salaam, at the following mobile number: 0768314239 or through email:
nakey79rabson@gmail.com.

For Further explanation, you can contact supervisor of this study, Professor Gideon Kwesigabo,
Department of Epidemiology and Biostatistics, MUHAS P.O. Box 65001, Dar es Salaam, at
the following mobile number: 0768314239 or email 0713443212.

For any questions about participants' rights, please feel free to contact the Director of
Research and Publications at MUHAS, P.O. Box 65001 in Dar es Salaam, Tanzania.
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Appendix I1: Consent form Swabhili Version

CHUO KIKUU CHA AFYA NA SAYANSI VISHIRIKA MUHIMBILI

MKURUGENZI WA UTAFITI NA UCHAPISHAJI MUHAS

L OF MEALy,
1

Nambari ya mshiriki:

Fomu ya Idhini ya Kushiriki katika Utafiti

Mimi ni Rabson R. Nakey, mwanafunzi wa shahada ya uzamili katika programu ya Uzamili ya
Sayansi katika Afya ya Umma katika MUHAS. Ninasoma katika Shule ya Afya ya Umma na
Sayansi ya Jamii (SPHSS). Nafanya utafiti kuhusu matumizi ya huduma za afya ya msingi kwa
waathirika wa saratani ya tezi dume baada ya kozi ya matibabu ya mionzi katika kituo cha
Besta Super Specialized Polyclinic, kilichopo eneo la Manispaa ya Kinondoni jijini Dar es
Salaam.

Lengo la utafiti

Utafiti unalenga kubainisha mara kwa mara mawasiliano kati ya waathiriwa wa saratani ya tezi
dume na watoa huduma za afya ya msingi, pamoja na sifa zinazohusiana na ziara hizi. Matokeo
ya utafiti huu yatatoa data ya awali ili kufahamisha mikakati inayoweza kutekelezwa ya sera
au tabia ambayo inalenga kuboresha mwendelezo wa huduma miongoni mwa walionusurika
na saratani huku kukiwa na mfumo wa afya uliogawanyika.

Utaratibu

Naomba ushiriki wako katika utafiti huu. Tulikuchagua kwa sababu umefanikiwa kupata
matibabu ya mionzi ya saratani ya kibofu huko Besta na huhudhuria mara kwa mara miadi
yako ya kufuatilia na daktari wa magonjwa ya saratani katika Besta Polyclinic. Ukiamua
kushiriki, utahitaji kujibu maswali yaliyoulizwa na mtafiti baada ya kutoa ruhusa yako, ama
kwa maandishi au kwa maneno.

Faragha
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Majibu yote yatasalia kuwa ya faragha. Hii ina maana kwamba majibu yako yatatumika tu kwa
madhumuni ya utafiti na kushirikiwa na MUHAS ikihitajika. Nitahakikisha kuwa nyenzo
yoyote Katika ripoti yangu haikutambui kama mhojiwa. Hakuna vitambulisho vitatumika
wakati wa mahojiano au wakati wa kuripoti matokeo. Ili kushughulikia hili, utapewa msimbo
wa kipekee wa utambulisho ambao utatumika katika utafiti wote.

Haki za kukataa au kujiondoa

Una chaguo la kushiriki au kutoshiriki katika uchunguzi huu. Unabaki na uhuru kamili wa
kukataa kujibu swali lolote linalokukosesha raha, na unaweza kuacha kufanya hivyo wakati
wowote na bila matokeo. Licha ya hili, ninakuhimiza ujiunge katika utafiti huu, kwa kuwa
majibu yako ni muhimu.

Faida

Ingawa huenda usipate manufaa ya kibinafsi kutokana na kushiriki katika utafiti huu, una
uwezo wa kutoa maelezo muhimu ambayo yanaweza kuimarisha ubora wa huduma kwa
manusura wa saratani ya tezi dume na manusura wengine wa saratani baada ya kukamilisha
matibabu yao kuu ya saratani.

Hatari

Ingawa baadhi ya maswali yanaweza kuonekana kuwa ya kibinafsi, kushiriki katika utafiti huu
hakutakuletea madhara yoyote.

Kwa Maelezo kuhusu Utafiti huu

Ikiwa una maswali yoyote, tafadhali wasiliana na mtafiti, Rabson R. Nakey wa MUHAS, P.O.
Box 65001, Dar es Salaam, kwa nambari ya simu ifuatayo: 0768314239 au barua pepe:
nakey79rabsongmail.com.

Kwa maelezo Zaidi, unaweza kuwasiliana na msimamizi wa utafiti huu, Profesa Gideon
Kwesigabo, Idara ya Epidemiology na Biostatistics, MUHAS P.O. Box 65001, Dar es Salaam,
kwa nambari ya simu ifuatayo: 0768314239 au barua pepe 0713443212.

Kwa maswali yoyote kuhusu haki za washiriki, tafadhali jisikie huru kuwasiliana na
Mkurugenzi wa Utafiti na Machapisho katika MUHAS, P.O. Box 65001 jijini Dar es Salaam,

Tanzania.
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Appendix I11: English Version of Questionnaire

Participant ID RT number Phone number

Demographic and clinical information.

1.

N o a ~ D

Age
Level of education a) Informal b) Primary ¢) Secondary d) College e) Higher
Marital status a) married b) widow c) divorced d) cohabiting €) single

Occupation

Treatment received

Duration since diagnosis

TNM stage at diagnosis a) | b) 11 ¢) 111 D) IV

Utilisation of primary healthcare

8.

Did you have contact with your primary healthcare provider in the period you were
recovering from your cancer treatment? Yes/No.

Would you like to have had (more) contact with your primary healthcare provider during
the follow-up phase? Yes/No

10. Do you remember the level of primary healthcare facility you have been visiting?

a) Dispensary (village/street level
b) Healthcare center (ward level)
c) District hospital (district level)

11. EORTC QLQ - PR25

Patients may report the following symptoms or difficulties. Please mention how much you have

encountered these symptoms or issues throughout the last week. Please respond by circling the

number that best suits you.

1-Not at all; 2-A bit little; 3-Quite a bit; 4-Very Much

During the past week

31. | Have you had to urinate frequently during the day? 1(2/3| 4

32. | Have you had to urinate frequently at night? 1(2/3| 4

33. | When you felt the urge to pass urine, did you have to hurry to get to the 1(2/3| 4
toilet?

34. | Was it difficult for you to get enough sleep, because you neededtogetup | 1 |2/ 3| 4

frequently at night to urinate?
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35 | Have you had difficulty going out of the house 11(2/3| 4
because you needed to be close to a toilet?
36 | Have you had any unintentional release (leakage) of urine? 11(2/3| 4
37 | Did you have pain when you urinated? 11(2/3| 4
38 | Answer this question only if you wear an incontinence aid: 1(2/3| 4
Has wearing an incontinence aid been a problem for you?

39 | Have your daily activities been limited by your urinary problems? 1(2/3| 4
40 | Have your daily activities been limited by your bowel problems? 1(2/3| 4
41 | Have you had any unintentional release (leakage) of stools? 1123 4
42 | Have you had blood in your stools? 1(2/3| 4
43 | Did you have a bloated feeling in your abdomen? 1(2/3| 4
44 | Did you have hot flushes? 112/3] 4
45 | Have you had sore or enlarged nipples or breasts? 11(2/3| 4
46 | Have you had swelling in your legs or ankles? 1123 4
During the last 4 weeks:

47 | Has weight loss been a problem for you? 1(2/3| 4
48 | Has weight gain been a problem for you? 1123 4
49 | Have you felt less masculine as a result of your illness or treatment? 1(2/3| 4
50 | To what extent were you interested in sex? 1(2/3| 4
51 | To what extent were you sexually active (with or without intercourse)? 1123 4
Please answer the next four questions only if you have been sexually active over the last 4 week

52 | To what extent was sex enjoyable for you? 1123 4
53 | Did you have difficulty getting or maintaining an erection? 1(2/3| 4
54 | Did you have ejaculation problems (e.g., dry ejaculation)? 11(2/3| 4
55 | Have you felt uncomfortable about being sexually intimate? 11(2/3| 4
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Appendix 1V: Dodoso
Kitambulisho cha mshiriki Nambari ya RT

Nambari ya simu

Maelezo ya idadi ya watu na kliniki.

Umri wa sasa

Ngazi ya elimu a) Isiyo rasmi b) Msingi c) Sekondari d) Chuo €) Elimu ya juu
Hali ya ndoa a) ndoa b) mjane c) talaka d) cohabiting e) single

Unajishugulisha na nini

Matibabu ya saratani ulizopata

Muda tangu utambuzi wa saratani

N o g~ Do

Hatua ya ugonjwa wakati wa utambuzi a) I b) 1l ¢) 111 d) IV

Utumiaji wa huduma za afya za msingi.

8. Je, uliwasiliana na mtoa huduma wako wa afya ya msingi katika kipindi ulipokuwa
ukipona kutokana na matibabu yako ya saratani? Ndio/Hapana

9. Je, ungependa kuwa na mawasiliano (zaidi) na mtoa huduma wako wa afya ya msingi
wakati wa awamu ya ufuatiliaji? Ndio/Hapana

10. 10. Je, unakumbuka aina cha kituo cha afya ambacho umekuwa ukitembelea?
b) Kituo cha afya (ngazi ya kata)
c) Hospitali ya Wilaya (Ngazi ya Wilaya)

11. EORTC QLQ - PR25

Wakati mwingine wagonjwa huripoti kuwa wana dalili au matatizo yafuatayo. Tafadhali
onyesha ni kwa kiwango gani umekumbana na dalili hizi au matatizo katika wiki iliyopita.

Tafadhali jibu kwa kuzungushia nambari inayokufaa zaidi

1-Sio kabisa; 2-Kidogo kidogo; 3-Kidogo kabisa; 4- Sana

Katika wiki iliyopita

31. | Je, ulilazimika kukojoa mara kwa mara wakati wa mchana? 1/2(3/4
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32. | Je, ulilazimika kukojoa mara kwa mara usiku ? 11234
33. | Ulipohisi hamu ya kutoa mkojo, ulilazimika kuharakisha kupata choo? 1234
34. | Je, ilikuwa vigumu kwako kupata usingizi wa kutosha, kwa sababu 1/2/3/4
ulihitaji kuamka mara kwa mara usiku ili kukojoa?
35 Umekuwa na ugumu wa kutoka nje ya nyumba 1/2/3/4
kwa sababu ulihitaji kuwa karibu na choo?
36 Je, umetolewa bila kukusudia (kuvuja) kwa mkojo? 1/23/4
37 Je, ulikuwa na maumivu wakati wa kukojoa? 1234
38 Jibu swali hili tu ikiwa unavaa misaada ya kutoweza kujizuia: 1/23/4
Je, kuvaa misaada ya kutoweza kujizuia kumekuwa tatizo kwako?
39 Je, shughuli zako za kila siku zimepunguzwa na matatizo yako ya mkojo? | 1|2| 3|4
40 Je, shughuli zako za kila siku zimepunguzwa na matatizo ya utumbo 1/2/3/4
wako?
41 Je, umetolewa bila kukusudia (kuvuja) kwa kinyesi? 1/23/4
42 Umekuwa na damu kwenye kinyesi chako? 112134
43 Je, ulikuwa na hisia ya uvimbe kwenye tumbo lako? 11234
44 Je! ulikuwa na maji moto? 1/23/4
45 Je, umekuwa na kidonda au kupanuka kwa chuchu au matiti? 1/2/3/4
46 Je, umekuwa na uvimbe kwenye miguu au vifundo vyako? 1/23/4
Katika wiki 4 zilizopita:
47 Je, kupungua uzito kumekuwa tatizo kwako? 1/2/3/4
48 Je, ongezeko la uzito limekuwa tatizo kwako? 1234
49 Je, umejihisi kupungua kiume kutokana na ugonjwa au matibabu yako? 11234
50 Ulivutiwa na ngono kwa kiwango gani? 11234
51 Je, ulikuwa unafanya ngono kwa kiwango gani (pamoja na au bila 1/23/4
kujamiiana)?
Tafadhali jibu maswali manne yanayofuata ikiwa tu umekuwa na shughuli za ngono
kwa muda wa wiki 4 zilizopita
52 Ni kwa kiwango gani ngono ilikufurahisha? 1234
53 Je, ulikuwa na ugumu wa kupata au kudumisha mshindo? 1/2/3/4
54 Je, ulikuwa na matatizo ya kumwaga manii (km kumwaga kavu)? 1/2/3/4
55 Je, umejisikia kukosa raha kuhusu kujamiiana? 11234
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Appendix V: Ethical Clearance Letter

UNITED REPUBLIC OF TANZANIA
MIMISTRY OF EDUCATION, SCIENCE AND T ECHNOLOGY e
MUHIMBIL! UNIVERSITY OF HEALTH AND ALLIED SCIENCES \
OFFICE OF THE DIRECTOR — RESEARCH. PUBLICATIONS

‘w X
DF kAT
AND INNOVATIONS

Ref. No.DA.282/298/01 .Cr2217 Date: 29/04/2024

MUHAS-REC-04-2024-221 7

RABSON RUBENI

SHOOL OF PUBLIC HEALTH AND SOCIAL SCIENCES
MUHAS

RE: APPROVAL FOR ETHICAL CLEARANCE FOR A STUDY TITLED: POST
RADIOTHERAPY UTILIZATION OF PRIMARY HEALTHCARE AND
ASSOCIATED FACTORS AMONG PROSTATE CANCER SURVIVORS

Reference is made to the above heading,

I am pleased to inform you that the Chairperson has on behalf of the University Senate,
approved ethical clearance of the above-mentioned study, on recommendations of the
Senate Research and Publications Committee meeting accordance with MUHAS research
policy and Tanzania regulations governing human and animal subjects research.

APPROVAL DATE: 29/04/2024
EXPIRATION DATE OF APPROVAL: 29/04/2025

STUDY DESCRIPTION:

Purpose:

To determine post radiotherapy clinical related factors associated with primary healthcare
utilization among prostate cancer survivors treated with radiotherapy at Besta Super
Specialized Polyclinic from January 2022 to December 2023.

The approved protocol and procedures for this study is attached and stamped with this
letter, and can be found in the link provided:
https://irb.muhas.ac.tz/storage/Certiﬁcates/Certiﬁcate%20-°/o2015654.pdf and in the
MUHAS archives.

The PI is required to:

1. Submit bi-annual progress reports and final report upon completion of the study.

2. Report to the IRB any unanticipated problem involving risks to subjects or others
including adverse events where applicable.

3. Apply for renewal of approval of ethical clearance one (1) month prior its

expiration if the study is not completed at the end of this ethical approval. You may

not continue with any resecarch activity beyond the expiration date without the
approval of the IRB. Failure to receive approval for continuation before the
expiration date will result in automatic termination of the approval for this study on
the expiration date.

4. Obtain IRB amendment (s) approval for any changes to any aspect of this study
before they can be implemented.

W

. Data security is ultimately the responsibility of the investigator.

6. Apply for and obtain Data Transfer Agreement (DTA) from NIMR if data will be
transferred to a foreign country.

7. Apply for and obtain Matcrial Transfer Agreement (MTA) from NIMR, if research
materials (samples) will be shipped to a foreign country.

8. Apply for and obtain permission to publish the results from National Institute for
Medical Research. The application should be before submitting to a publisher and
not concurrently through the ernail publications@ nimr.or.tz. -

9. Any rescarcher, who contravenes or fail to comply with these conditions, shall be
guilty of an offence and shall be tiable on conviction to a fine as per NIMR Act No.
23 of 1979, PART 111 section 104(2)

10. The PI is required to ensure that the findings of the study are disseminated to
relevant stake holders.

11. PI is required to be versed with necessary laws and ies that goverm

research in Tanzania. Some guidance is -our website
hnns://dgg,muhas.aci;/. 3

Dr. Nahya Salim oud
Chairperson, ™M S Research and Ethics Committee
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Appendix VI: Permission Letter

B Besta Diagnostic Centre Ltd

6 May 2024

RABSON RUBEN NAKEY,
Email: nakey79rabson@outlook.com
Mobile: +255768314239.

Dear Rabson Ruben,
Subject: Permission to Conduct Research at Besta Super Specialized Polyclinic.

We are pleased to inform you that your request to conduct research at Besta Super Specialized
Polyclinic has been granted. After careful consideration of your research proposal titled “Post
Radiotherapy Utilization of Primary Healthcare among Prostate Cancer Survivors” we believe
that your study aligns with our institution’s mission and ethical standards.

Details of the approved research:

« Research Title: Post Radiotherapy Utilization of Primary Healthcare among Prostate
Cancer Survivors

« Study Duration: Two months from the date you receive this letter.

o Methodology: Cross section design with primary and secondary data collection.

Please adhere to the following conditions during your research:
1. Obtain informed consent from participants.

2. Maintain participant confidentiality and data privacy.
3. Coordinate with the polyclinic staff for access and scheduling.

We appreciate your commitment to advancing knowledge in the field and wish you success in
your research endeavours.

Reuben Mringo, Oi;.mtional Manager, Besta Diagnostic Company.

Tel +255 655 663738/ +255 654 801888, +255 715 281921, +255 656 774099
Plot No. 122 Tunisia Road, Kinondoni - Dar es Salaam
Email: besta2012tz@gmail.com
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Appendix VII: Turnitin Receipt

turniting/)

Digital Receipt

This receipt acknowledges that Turnitin received your paper. Below you will find the receipt
information regarding your submission.

The first page of your submissions is displayed below.
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Research Proposal
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POST RADIOTHERAPY CTILIZATION OF PRIMARY HEALTHCARE AND
ASSOCIATED FACTORS AMONG PROSTATE CANCER SURVIVORS.

Raboan Kinbewi Nakes

Masters of public health Dissertation. Muissbil Usiversity of Health and Alied
Scienees June 2024

Copyright 2024 Turnitin. All rights reserved.
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