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Factors Contributing to Late Presentation
of Breast Cancer in Africa: A Systematic
Literature Review

Abstract

Background: Over 50% of people diagnosed with breast cancer in most African
countries present late and report to the hospital with advanced stage Il and IV
disease, a major reason for the poor survival rate. This study reviewed studies
focusing on patient-related factors or reasons contributing to the late presentation
or delayed diagnosis of breast cancer in Africa.

Method: A rigorous literature search was conducted with search terms “Breast
Neoplasms” AND “Late Presentation” OR “Delayed Diagnosis” AND “Africa” OR
“the name of any of the African countries” within CINAHL, African Index Medicus,
MEDLINE, Web of Science and PsycINFO electronic databases. Additional hand
searching of reference lists of included articles was conducted. A thematic
synthesis was conducted.

Result: Of the eighty-two studies identified, nine were eligible and included in
the review. Studies included were conducted in Egypt, Nigeria, Ghana, Kenya and
Libya. The factors identified as contributing to late presentation of breast cancer
among most African women were negative symptom interpretation, fear, belief in
alternative medicine, social relations and networks, lack of trust and confidence in
orthodox medicine, and access to healthcare.

Conclusion: A complex matrix of factors were identified that contribute to the late
presentation or delayed diagnosis of breast cancer among most African women.
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Background

Breast cancer is becoming a major public health challenge in Africa
and most countries do not have cancer registries, nevertheless,
the World Health Organisation estimates that the incidence rate
of breast cancer in Africa has steadily increased over the years [1].
There is also a higher mortality or a poorer survival rate among
breast cancer patients in most African countries [2]. For example,
the five year survival rate of breast cancer in Gambia is 12.5% [3].
Similarly, the incidence of breast cancer in Ghana is estimated to
be 25 cases per 100,000 population compared to 93 per 100,000
in the USA but the mortality is 12 per 100,000 in Ghana compared
to 15 per 100,000 in the USA [4].

Healthcarein Africais delivered through orthodoxand unorthodox
systems. The orthodox healthcare system is made up of a majority
public sector and a minority private sector. The public sector,
which is usually financed by government, provides most of the
basic and secondary healthcare as well as highly specialised health
services in the teaching hospitals. As a consequence of political
unrest, corruption, and economic situations in most African
countries, the public sector is poorly resourced and managed.
In Tanzania, 30% of the country’s healthcare professionals leave
the health sector after receiving medical training because of
poor incentives [5] and this situation may not be different from
other African countries. It was reported that Zambia has less than
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646 doctors and 6,096 nurses in a population of 15,526,871 [6].
Nevertheless, some countries, such as South Africa, Ghana, and
Egypt, notwithstanding ongoing challenges, are making progress
in strengthening their public healthcare system [7]. The private
sector, which forms the minority in most African countries is
operated by individuals, non-governmental organisations, and
faith-based organisations. The healthcare facilities operated
by individuals or non-governmental organisations are mostly
accessed by the middle and high-income earners because of the
high cost of services. The less privileged in society are unable to
afford their services. Hospitals and health centres run by faith-
based organisations have been reported to provide a significant
portion of care in most African countries, usually reaching rural
areas and underserved populations with subsidised cost of
healthcare [8]. Unorthodox, or traditional healthcare systems,
consist of spiritual therapies by priests and priestesses, herbal
medicines, rituals, occultism and many others. Almost 80% of
Africans use unorthodox healthcare [9]. Unorthodox medical
services are easily accessible to all, including the poor, with highly
committed and influential practitioners.

Itis unsurprising, therefore, that many women with breast cancer
present late and with advanced disease to orthodox healthcare
systems.

Extensive reviews on factors influencing delay have been
undertaken in developed countries, enabling them to implement
policies to minimise late presentation or delayed diagnosis of
breast cancer [10-14]. However, in Africa no review has been done.
Knowledge about delay in breast cancer is based on assumptions
and single studies; indicating a need for a comprehensive review.
This study provided a review of studies focusing on patient-
related factors or reasons contributing to the late presentation
or delayed diagnosis of breast cancer in Africa. The study aim was
to answer the research question ‘what are the patients’-related
factors contributing to the late presentation or delayed diagnosis
of breast cancer in Africa?’

Methods

This review was conducted in line with the Methodological
Guidelines for Review Papers as described by Weed [15]. The
review involved the following major stages: literature search,
articles selection, data extraction, data analysis/synthesis and
critical appraisal of included articles.

Literature search

A systematic search of peer-reviewed, published literature in
English from 1990 to 2014 was conducted between 7™ April 2014
and 18" July 2014 to identify the factors contributing to the late
presentation or delayed diagnosis of breast cancer in Africa. The
following selected electronic databases were searched; African
Index Medicus (AIM) hosted by the World Health Organisation,
Cumulative Index to Nursing and Allied Health Literature (CINAHL)
hosted by EBSCO, Medical Literature On-Line (MEDLINE) hosted
by EBSCO, Web of Science and Psychology Information (PsycINFO)
hosted by EBSCO. These electronic databases were selected
because of the wide range of academic disciplines they cover
and their credibility as well as those most likely to be publishing
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about issues relevant to Africa. The terms used were “Breast
Neoplasms” AND “Late Presentation” OR “Delayed Diagnosis”
AND “Africa” OR “the name of any of the African countries”.
Additional hand searching of reference lists of included articles
was conducted.

Article selection and data extraction

Articles were selected based on pre-defined inclusion and
exclusion criteria. Articles were included in the review if only they
were primary evidence, published in English between 1990 and
2014, conducted in any of the African countries, all or a majority of
the participants were female breast cancer patients and focused
on patient-related factors contributing to the late presentation or
delayed diagnosis of breast cancer. Articles were excluded if they
were expert opinions or commentaries, unpublished articles or
studies not published in English.

Initially, titles and abstracts of articles identified through the
electronic database search were scrutinised and included
or excluded based on the pre-defined selection criteria. Full
manuscripts of studies meeting the inclusion criteria were
retrieved. Hand searching of reference lists to identify other
relevant studies was performed on the included studies from
the electronic databases searched. Similarly, full manuscripts of
studies identified through hand searching of reference lists were
also retrieved. Articles that did not meet the inclusion criteria
were eliminated. Discussion meeting was organised with research
team to settle any disagreement.

Data analysis and synthesis

Given the heterogeneity of the studies included in the review,
a meta-analysis was not feasible. These studies had different
sample sizes (from 66 to 535) and analytic approaches (simple
descriptive to bivariate designs). It was therefore decided to
conduct a narrative analysis of the data. Thematic synthesis was
conducted as described by Dixon-Woods et al. [16]. Discrepancies
on the themes were discussed among authors AD, JL and SW, and
consensus was reached.

Critical appraisal of included studies

The included studies were critically appraised using the appraisal
tool developed by Coughlan et al. [17]. The studies were assessed
for their reliability and validity, the two crucial aspects of the
quality of a quantitative research. The reliability of a quantitative
research is associated with the consistency, repeatability,
reproducibility, stability, agreement, and homogeneity. However,
the validity is how well a study or an instrument measures what
it professes to measure [18].

The included studies came from varied backgrounds, all the
authors of the included studies were qualified enough to ask
credible questions associated with the late presentation or
delayed diagnosis of breast cancer based on their educational
background. The professional background of the authors’ ranged
from general practitioners, surgeons, medical oncologists,
medical statisticians, nurses to epidemiologists. However, none
of the studies used a theoretical framework. All the studies were
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guantitative design with small sample sizes. Similarly, all the
studies used a non-probability sampling method which maybe
have introduced selection bias. Also, all the studies were hospital
based with a retrospective information, hence a high potential
of recall bias. Authors also failed to use validated standardised
guestionnaires. Therefore, both internal and external validity of
the questionnaires used are debatable. However, majority of the
authors used a bivariate analysis, so they were unable to report
on the statistical significance and clinical relevance of variables
such as age, employment status, marital status, religious status
and educational status.

Despite the reliability and validity issues identified within
the studies, they provided significant information regarding
reasons why African women delay in seeking medical help after
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noticing symptom of breast cancer. Future studies should utilise
qualitative study design based on theories such as, sociocultural,
trust, cognitive-behavioural and health belief models, and be
conducted across multiple sites so that appropriate comparisons
can be made across nations.

Results

The literature search yielded eighty-two publications (Figure 1).
Articles were screened and excluded for the following reasons:
duplicates (9), dissertation (1), could not access full text (2),
article not in English (2), does not focus on delayed presentation
or diagnosis of breast cancer (22), only male participants (1) and
study not from Africa (36). A total of nine studies were included in
this review. Three studies were conducted in Egypt [19-21], three

Initial Search Terms

“Breast Neoplasms” AND “Late Presentation” or
“Dlayed Diagnosis”

l

< CINAHL (25)

Electronic databases and hits

5 African Index Medicus (40)

. MEDLINE (100)
-« Web of Science (169)
. PsycINFO (16)

l

Refined Terms

"Africa" or "Algeria" or "Egypt" or "Libya" or "Morocco" or "Tunisia" or "Cameroon" or "Central African
Republic" or "Chad" or "Congo" or "Democratic Republic of the Congo" or "Equatorial Guinea" or "Gabon"
or "Uganda" or "Tanzania" or "Sudan" or "Somalia" or "Rwanda" or "Kenya" or "Ethiopia" or "Eritrea" or
"Djibouti" or "Burundi" or "Angola" or "Botswana" or "Lesotho" or "Malawi" or "Mozambique" or
"Namibia" OR "South Africa" OR "Swaziland" OR "Zambia" OR "Zimbabwe" OR "Benin" OR "Burkina Faso"
or "Cape Verde" or "Cote d'lvoire" or "Gambia" or "Ghana" or "Guinea" or "Guinea-Bissau" or "Liberia" or
"Mali" or "Mauritania" or "Niger" or "Nigeria" or "Senegal" or "Sierra Leone" or "Togo" or "Mauritius" or
"Madagascar" or " Seychelles" or "Sao Tome and Principe"

————

Electronic databases and hits |

"

Hand searﬂ;ing of reference lists hits (39)

«  African Index Medicus (21)
. CINAHL (0)

. MEDLINE (10)

. Web of Science (11)

. PsycINFO (1)

Y,

Reasons for exclusion (73)

. Duplicates (9)
. Dissertation (1)
«  Could not access full text

(2)

studies (82)

Total number of identified

«  Article not in English (2)
Does not focus on delayed
presentation or diagnosis

|

of breast cancer (22)
«  Only male participants (1)

Total eligible studies (9) .

Study not from Africa (36)

Figure 1 Flow chart of the searched article.
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in Nigeria [22-24], one in Ghana [25], one in Kenya [26] and one
in Libya [27]. Tables 1 and 2 summarises the characteristics of the
included studies. Six themes were identified — negative symptom
interpretation (unserious, absence of pain and ignorance), fear
(fear of cancer, surgery, embarrassment, divorce and death),
belief in alternative medicine (local and foreign based therapies),
social relations and networks (social influence and social control),
lack of trust and confidence in orthodox medicine, and access to
healthcare (physical access and economic access).

Discussion

This review is the first to be conducted to assess patient-related
factors contributing to the late presentation or delayed diagnosis
of breast cancer among African women. The findings of the
review provide different understanding about patient-related
factors of late presentation or delayed diagnosis of breast cancer.
The review identified that there was no single specific factor,
but rather a complex integration of factors contributed to the
late presentation or delayed diagnosis of breast cancer among
African women. These complex factors were negative symptom
interpretation, fear, belief in alternative medicine, social relations
and networks, lack of trust and confidence in orthodox medicine,
and access to healthcare.

Negative symptom interpretation: According to Teel et al.

Table 1 Description of included studies.
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symptoms are signals or body changes that individuals observe
about themselves. Symptom interpretation is a cognitive process,
and an integral factor for initiating actions. A positive symptom
interpretation may initiate help seeking behaviour while a
negative symptom interpretation may result in ignoring seeking
help.

All the nine studies included in the review identified negative
symptom interpretation as a factor for delayed presentation [19-
27]. From the review, there were three sub-themes identified
under negative symptom interpretation-absence of pain,
unserious, and ignorance. Ermiah et al. reported that 27.0% of the
participants delayed because they perceived that their symptoms
were not serious [27]. Similarly, Ezeome acknowledged that
27.8% of breast cancer patients delayed because they believed
that symptoms would disappear over time. Also, 3.2% of breast
cancer patients were not keen to seek medical help for a trivial
breast abnormality that could be due to pregnancy or lactation
[22]. However, a higher percentage (47.5%) was stated by
Ukwenya for patients not considering symptom to be serious [24].
Symptoms were considered to be serious based on preconceived
thought about the nature of breast cancer, that is, the presence
of cancer in the breast should cause pain. In Nigeria and Kenya,
12.0% and 23.5% of breast cancer patients respectively delayed
because the lump they noticed was painless [22,26]. In addition,
individuals (breast cancer patients) could not interpret the

. Location, Type of . Data collection
Authors (year) Study aim sample size (N) Data collection methods duration

To investigate patient-mediated
Stapleton et al. gatep

Egypt (Chemotherapy

Face-to-face patient July 2007-August

determinants for the late-stage outpatient clinic) Quantitative interview using a structured
[19] . . . 2008
presentation of breast cancer N=343 questionnaire
. E i Face-to-f: i
. To assess factors that hinder early gypt (§urg|cal o . ace t.o ace.patlent March 2012-August
Ismail et al. [20] . . outpatient and Quantitative |interview using a structured
detection of breast cancer in females . . L. . . 2012
inpatient clinic) N=120 questionnaire
To evaluate the avoidable risk factors Egypt (Patients on Face-to-face patient
Abdel-Fattah et . . . . o . . .
al. [21] related to diagnostic delay of breast hospital admission) Quantitative interview using a pre-coded July 1997-June 1998
’ cancer N=565 standardized forms
T the del d define th L . .
© e s ClaRys e e Nigeria (Surgical Face-to-face patient
Ezeome et al. causes of delay in presentation and . o . . ; . June 1999-May
. . Oncology outpatient) Quantitative interview with a semi-
[22] treatment of breast cancer patients in . . 2005
. N=164 structured questionnaire
Enugu, Nigeria
To evaluate the effects of selected
. socio-demographic factors on late Nigeria (Surgical Face-to-face patient January
Ibrahim and . . - o . . .
Oludara [23] presentation and reasons why breast outpatient clinic) Quantitative interview using a structured 2009-December
cancer patients delay reporting for N=201 questionnaire 2010
treatment.
Ukwenya et al. the deay between onsetof symptoms. . 8era (Ptients on Face:to-face patient
¥ : y ¥ ymp hospital admission) Quantitative interview with a structured July 2003-June 2005
[24] and admission for treatment of . .
. N=111 open-ended questionnaire
symptomatic breast cancer
. . Face-to-f: tient
Clegg-Lamptey To determine the causes of delayed Ghana (Surgical o . ace _o ace' patien September 2007-
. . . . Quantitative interview with a structured
et al. [25] presentation in breast cancer patients  outpatient clinic) N=66 . . July 2008
questionnaire
. To determine the extent and nature of  Kenya (Surgical wards Face-to-face patient
Otieno et al. . . L. o . . . October
delayed presentation of patients treated and breast clinic) Quantitative interview using a structured
[26] . . 2003-March 2006
for breast cancer N=166 questionnaire
Ermiah et al. To study the dlagnoslls delay and its Ll (@usEsi - Face-tf)-face.patlent January
impact on stage of disease among . Quantitative interview using a structured 2008-December
[27] . clinic) N=200 . .
women with breast cancer questionnaire 2009
4 This article is available from: www.archivesofmedicine.com
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Table 2 Factors contributing to late presentation of breast cancer among african women.

Negative symptom
interpretation

Fear

Belief in alternative
medicine

Social relations and
networks

Absence of pain
Unserious
Ignorance

Fear of cancer
Fear of surgery
Fear of
embarrassment
Fear of divorce
Fear of death

Local based
therapies
Foreign based
therapies

Social influence
Social control

Themes ______ Sub-themes ___Factors from included studies

No pain [19];
Lack of awareness about breast cancer, denied having breast cancer and thought it was only a simple mass
which would go away [20];

Underestimation of the importance of the presence of a breast lump, ignorance [21];

Did not consider it serious/hope it will disappear, ignorance, painless, thought it was pregnancy/effect of
lactation, no ulcer [22];

Ignorance of the nature of illness, no pain [23];

Patient not aware of seriousness of a lump in the breast [24];

Ignorance [25];

Painless lump, not aware of the disease [26];

Symptoms not considered serious [27]

Fear of cancer, fear of divorce, fear of embarrassment [20];

Fear to seek medical advice [21];

Fear of surgery/breast removal, fear she will die, fear because her elder sister had breast cancer [22];
Fear of mastectomy [23];

Did not want mastectomy as treatment [24];

Fear of diagnosis, fear of mastectomy [25];

Worried they would be diagnosed with cancer [26];

Fear, fear of shame [27]

Alternative treatment or prayer [22];

Belief in spiritual healing, belief in herbal treatment [23];

Alternative (traditional/spiritual) treatment [24];

Herbal treatment, food supplements, homeopathy, Chinese medicine/acupuncture, organic foods [25];
Alternative and complementary medicine use [26];

Alternative therapy [27]

Social [19];

Was preoccupied by family/domestic/social problems, discouraged by friends and relations [22];

Family refused hospital treatment [24]

Lack of trust and
confidence in
orthodox medicine

False reassurance by medical doctor as a benign tumour, seeking different opinion [22];
Reassurance by non-medical health worker [23];
Searching for appropriate hospital/doctor, industrial action by teaching hospital/lab test delay [25];

Reassurance that the condition was benign [26];
Financial and time constraints, longer travel time [19];

Financial problems [20];
Financial problem [22];
Lack of funds [23];

Access to
healthcare

Physical access
Economic access

Could not initially afford hospital treatment [24];

Financial incapability [25]

symptom because they were ignorant about the breast cancer
signals [21-23,25,26]. Although patient ignorance was a regional
issue, studies from Nigeria reported a higher percentage of
ignorance among breast cancer patients. For example, Ezeome,
and Ibrahim and Oludara reported 23.3% and 34.1% respectively
[22,23]. However, in Kenya only 7.8% of breast cancer patients
delayed because of ignorance [26].

From the current review, it is clear that women have difficulties in
identifying or recognising symptoms of breast cancer resulting in
the negative symptom interpretation of any breast abnormality.
According to Burgess et al. women mostly keep their symptoms
under personal review. In contrast to African women, most
European women are able to recognise symptom changes and
they take action by seeking medical help. This indicates that
knowledge about breast cancer symptoms is an important
factor in initiating contact with a healthcare professional after
identifying breast abnormalities.

Fear: Fear is a unique emotional state of an individual. According
to Barlow et al., fear is an instantaneous reaction to a threat

© Copyright iMedPub

or danger, which is characterised by desires to escape [27]. In
most African countries, the disastrous nature of breast cancer
is intensified because of poor or limited resources, such as
radiotherapy facilities, resulting in increased mortality rate [28].
Therefore, cues of breast cancer trigger different forms of fear.

From the review, fear was the major contributing factor causing
late presentation or delayed diagnosis of breast cancer in Africa.
All but one of the nine studies included in the review identified
fear as a factor for delayed presentation [20-27] In Kenya, 19.9%
of breast cancer patients presented late, mainly because of fear
that they will be diagnosed with cancer [26]. Heterogeneous
statistics of fear were found in West Africa: from 6.8% to 29.3% in
Nigeria [22-24] compared to 34.8% in Ghana [25]. On the other
hand, in the United Kingdom, only 4.9% of breast cancer patients
considered fear to be a reason for late presentation or delayed
diagnosis [29]. This may be due to government initiatives and
cancer survivor groups embarking on numerous campaign which
in Africa, hardly or barely exist. Most importantly, the few breast
cancer survivors are reluctant to share their experiences openly

5



because of stigmatisation, embarrassment, and superstition
undermining survivors’ self-worth, positive self-image, and sense
of completeness.

Fear is embedded in defence, for example individuals are more
likely to fear events and conditions that caused threats to the
survival to themselves and to friend or relative [30]. These events
leave thoughtful imprints. Basic logic should have been protection
and early presentation to avoid any unwanted outcomes, but fear
stimulation is less vital in motivating precautionary action [31].
This explains why most women avoid clinical breast examination
and early medical help even though they are aware of the
seriousness of breast cancer and rather focus on different issues.
Ezeome reported that 5.6% of the breast cancer patients avoided
visiting a healthcare professional because they preoccupied
themselves with family, domestic, and social problems after
observing breast cancer symptoms [22].

There is overwhelming evidence in the field of oncology
supporting fear as a contributing factor to the late presentation
or delayed diagnosis of cancer [32,33]. From the review, fear
of cancer, surgery, embarrassment, divorce, and death were
identified. Three of these fears, fear of death, embarrassment,
and divorce can also be called ‘fear of cancer outcome’. Globally,
being diagnosed of breast cancer is bad news and associated
with high rates of morbidity and mortality, hence the majority
of people do not want to know the medical diagnosis of any
observed breast abnormalities. Otieno et al. noted that several
breast cancer patients delayed because they were worried they
would be diagnosed of cancer [26]. Fear of surgery, tomophobia is
mainly caused by previous personal or a relative’s surgical ordeal
[34]. From the review, individuals were afraid that mastectomy
would leave a dreadful cosmetic deformity, lymphedema, arm
pain, chest tightness, financial burden, and sexuality issues,
which could result in divorce, and embarrassment. However,
studies from Europe have shown that divorce is not associated
with breast cancer diagnosis and rather experienced increased
intimacy and support [35,36] compared to what pertains in Africa.

Belief in alternative medicine: Globally, complementary and
alternative medicine is common amongst cancer patients with
numerous reasons for its usage [37-40]. Six studies identified
the use of alternative medicine as a reason for women delaying
seeking medical help and presenting late [22-27]. Two forms of
alternative medicine were identified in the review — local based
therapies (spiritual/prayer/traditional healer/herbal therapy), and
foreign-based therapies (acupuncture/homoeopathy/Chinese
medicine) [22-27]. Regional trends of alternative medicine use
were also observed, related to spirituality, and cultural diversity.
The highest use of alternative medicine was found in studies from
West Africa. According to Ibrahim and Oludara, 61.6% of the
participants relied mainly on alternative medicine after detecting
breast cancer symptoms to heal or cure the disease [23]. A similar
conclusion was made by Clegg-Lamptey et al. [25]. In East Africa,
Otieno et al. reported 9.6% of breast cancer patients in Kenya
relied on alternative medicine [26]. This percentage was slightly
below that of Libya, which was 13.0% [27].
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The cultural model of disease is a cognitive model which posits
that healthcare seeking is influenced by cultural perceptions
about the cause of a particular disease, the different effective
treatments available and coping behaviour to eliminate the
disease [41,42]. Africans have different beliefs, which are rooted
in their cultural forces, individual experiences, and perceptions.
Many cultures in Africa associate cancer with a supernatural
rather than a biological basis. Symptoms of cancer are attributed
to a curse, bewitching, God or god’s punishment due to personal
or family atrocity or demons, which can lead to death [43].
Therefore, treating a spiritually caused illness with physical
therapies, such as surgery, chemotherapy, or/and radiotherapy
will only worsen the condition. Hence, individuals prefer to rely
on their faith in sorcerers, witch doctors, herbalists, priests/
priestesses, pastors, and other spiritualists to treat cancer. This
partly explains why women may visit an alternative medicine
practitioner for cure after observing breast cancer symptomes.
These women strongly believe it is a waste of time, money,
greater harm, and physical destruction of the body to receive
orthodox treatment [124,26,27]. A similar belief was identified
among Chinese and South Indian women [44-48].

Social relations and networks: As identified, breast cancer is
mostly communicated in a culturally situated context — a disease
acquired through cursed or bewitchment. Culturally, no individual
is an island in his or her society. According to social theory,
behaviour and actions of individuals are shaped by norms, values,
social relations, and networks [49]. Social relations and networks
refer to the various social relationships, either formal or informal,
that surround individuals. Social relations and networks impact
health through social support, social influence, social control,
companionship, and social comparison [50].

Three of the studies included in the review identified social
relations and networks as contributing factor to late presentation
or delayed diagnosis of breast cancer among African women
[19,22,24]. Two forms of social relations and networks were
recognised —social influence and social control. Social influence
is the change in an individual’s attitude, cognition or behaviour,
which is caused by another individual or group of people [51].

In Nigeria, Ezeome highlighted that 3.2% of breast cancer patients
delayed seeking medical help because they were discouraged
by friends and relatives [22]. Family, friends, co-workers, and
religious members are individuals who exert their influence
through caring, financial support and persuasion. They provide
direct and immediate interpersonal information on health, which
is able to discourage patients from making healthcare decisions.

In most African society, social relationships are webbed or well
connected. Individuals are ready to accept certain conditions
or issues because of the power or authority the society has on
them [52]. This is termed as social control. From the review,
25.3% of breast cancer patients delayed in seeking medical
support because their families refused hospital treatment [24].
The review’s finding was similar to Kawar’s study outcome among
Jordanian and Palestinian women [53]. Individuals such as family
heads, husbands, and religious leaders are highly respected, and
trusted in the society. Hence, a woman with breast abnormality

This article is available from: www.archivesofmedicine.com



has no other option than to accept alternative suggestions
from the society, which usually advise on the usage of herbal
medicines, prayers, sorcery, and other alternative therapies.
Family chaos and neglect are some of the outcomes when an
individual goes contrary to the social authorities. This finding
confirms the control the society has on the individual.

Lack of trust and confidence in orthodox medicine: Trust forms
a central component of healthcare practice. Moorman et al.
defined trust as the willingness to entirely depend on an exchange
partner in whom an individual has sureness or confidence [54].
According to the commitment-trust theory, which is mostly used
in relationship marketing, the cornerstone of any partnership is
trust, which is a relational exchange [55]. Similarly, individuals
will seek and commit to only partners who are trustworthy,
reliable, and credible with high integrity [56]. This is equally
true in healthcare. As healthcare becomes more complex and
breast cancer incidence rate continues to increase in Africa, trust
becomes more important.

Findings from this review indicate that some women delayed in
seeking medical help because of lack of trust in the healthcare
system. Many general practitioners are losing their credibility
because they gave false reassurance that the lump was non-
cancerous [23,26,27]. Trust encourages patients to preserve a
relationship with their service provider and cooperate with them.
According to Ezeome, patients were compelled to search for
other hospitals or doctors and seek a different opinion concerning
their self-identified breast abnormalities [22]. Similarly, breast
cancer patients delayed because of strike actions by healthcare
professionals. Public trust in healthcare system is highly affected
by rapid occurrence of industrial unrest and lack of modern
facilities. At the individual level, patients want to maintain
commitment, social, and psychological contract with healthcare
service providers.

Access to healthcare: Individuals living further away, mostly
in rural areas, are more unlikely to access healthcare facilities
[57,58]. Women'’s inability to access healthcare was recognised as
a contributing factor to the late presentation or delayed diagnosis
of breast cancer in Africa.

Two main dimensions of access identified were physical access
and economic access to healthcare. Stapleton et al. discovered
that the majority of Egyptian women delayed because of the
location of the cancer centre [19]. Women had to travel long
distance to access healthcare facility. Geographical inequalities in
healthcare service provision and utilisation is a major concern in
Africa. Longer travel time deters women from seeking medical
help. This situation is compounded by the poor road networks
and transportation system in most African countries. Individuals
usually walk or use public transport in accessing healthcare, but
public transport availability differs from area to area [59].

The second dimension of access identified was economic access
to healthcare. Six of the nine studies included in the review
identified the cost of healthcare as a factor for late presentation
or delayed diagnosis of symptomatic breast cancer [19,20,22,25].
This finding is in agreement with other studies from Asia
[60,61]. In most African countries, since healthcare is expensive,
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individuals are required to pay out of pocket [62]. Therefore,
financial barriers prevent the poor in the society from seeking
medical help.

Limitations

The findings of the review must be interpreted with caution as
all the included studies demonstrated numerous methodological
weaknesses such as the use of unstandardized questionnaires for
data collection, small sample size, recall bias, and selection bias.
Also, studies published in other languages such as French were
excluded. Readers of this review should compare the findings
with other comprehensive reviews before making any policy
decision. Despite these limitations, the study maintained both
rigorous and extensive approaches of reviewing a research paper.

Conclusion

The review has identified that late presentation or delayed
diagnosis of breast cancer among African women is influenced by
complex matrix of factors. While improved access to affordable
healthcare, particularly in rural areas, would undoubtedly
improve the uptake of orthodox medicine by women with early
breast cancer, this review shows that there are many other
factors that need to be addressed in order to address delay in
presentation. Widespread, government backed education, on
the signs and symptoms of breast cancer, and clear messages of
the treatability of the disease, are crucial to the understanding,
not only of the individual, but also of their social networks. An
increase in trust in healthcare systems is important and this may
be addressed by developing partnerships with alternative and
traditional healthcare practitioners. Extending the roles of nurses
and allied health professionals may also be a way of stretching
resources and developing collaborative working across orthodox
and traditional boundaries.
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