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Abstract 35 

Poor outcome for breast cancer in Ghana have been attributed to late presentation of symptoms 36 

at biomedical facilities. This study explored factors accounting for delays in initiation of breast 37 

cancer treatment at the Korle-Bu Teaching Hospital in Accra. Focus group discussions were 38 

conducted with twenty women with breast cancer. A theory-driven thematic analysis identified 39 

three multilevel factors influencing treatment seeking delays: (1) patient (e.g misinterpretation of 40 

symptoms, fear); (2) healthcare provider (e.g negative attitudes); and (3) health systems (e.g 41 

shortage of medicines). Addressing treatment delays will require multilevel interventions, 42 

including culturally congruent education, psychosocial counselling/support, and strengthening 43 

health systems. 44 

 45 
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Background 60 

Research has shown high morbidity and mortality of breast cancer in Ghana (Atobrah, 2013; 61 

Wiredu and Armah, 2006). Even though early breast cancer diagnosis and treatment at a pre-62 

symptomatic phase are associated with prolonged survival, the majority of breast cancer patients 63 

in Ghana present late (Bish et al., 2005; Richards et al., 1999) with 52-85% presenting with 64 

advanced disease (Clegg-Lamptey and Hodasi, 2007; Ohene-Yeboah and Adjei, 2012).  65 

Studies have shown that longer delays to the start of breast cancer treatment are associated with 66 

worse survival rates (Richards et al., 1999; Ohene-Yeboah and Adjei, 2012). Total delay has 67 

been defined as the time between a patient’s discovery of symptoms and start of definitive 68 

treatment in a health facility: total delay is a product of patient and provider/treatment delay. 69 

Treatment delay can be attributed to both patient factors and health systems factors. Similar to 70 

other chronic non-communicable diseases (NCDs), such as diabetes and hypertension, there are 71 

many barriers to timely treatment of breast cancer.  72 

Several studies have been conducted on various aspects of breast cancer in Ghana, including 73 

patient delay that explores the causes of delay in seeking initial treatment (Atobrah, 2013). But 74 

there is presently no study which examines patients’ perspectives on treatment delay looking at 75 

the causes of delay in start of treatment between first presentation at the hospital for diagnosis 76 

with breast cancer and the start of definitive treatment. As part of a large-scale hospital-based 77 

study of patients who have started treatment for breast cancer at the Korle Bu Teaching Hospital 78 

(KBTH), Accra, this study explores the patients’, healthcare providers’ and health systems’ 79 

factors which accounted for delay in start of definitive treatment, using a qualitative approach. In 80 

this study, delay was defined as the time interval (and factors responsible for that interval) 81 

between presentation to hospital and start of definitive treatment for breast cancer.   82 
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 83 

Methods 84 

Data was gathered using Focus Group Discussions (FGDs) to examine the structure, process and 85 

outcomes of social communication in order to gain insight into “how knowledge, and more 86 

importantly ideas, develop and operate within a given cultural context” (Kitzinger, 1995). Four 87 

FGDs were carried out with patients receiving treatment from the general surgical wards and 88 

outpatient clinics of the department of surgery, and the breast clinic of the National Center for 89 

Radiotherapy and Nuclear Medicine, KBTH.   90 

Participants 91 

Participants were recruited using purposive sampling from the general surgical wards, outpatient 92 

clinics, and the breast clinic of the National Center for Radiotherapy and Nuclear Medicine at 93 

KBTH.  The fieldwork was carried out between August and September, 2013. The first phase of 94 

the fieldwork was a survey where 205 consecutive breast cancer patients starting treatment at the 95 

study sites were recruited (Dedey et al., 2016). After the end of the survey, we followed up some 96 

of the patients by calling them on their mobile phones to request their participation in a focus 97 

group discussion to gather more nuances and in-depth information on the causes of delay in start 98 

of definitive treatment. We were able to approach thirty-one patients at this stage and eleven of 99 

them declined. Once participants had agreed, we set up their interview dates and they were 100 

placed in groups based on their clinic days. The FGDs were conducted in English and Twi by 101 

trained field assistants. The duration of the group discussions ranged from an hour thirty minutes 102 

to two hours thirty minutes and permission was sought from the participants to record all 103 

discussions.   Ethical approval for the study was obtained from the Ethical and Protocol Review 104 

Committee of University of Ghana Medical School. 105 
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Further, all participants were remunerated for participating in the study. Each participant was 106 

given GH20 (US$9.67) as transport allowance. Two pre-defined key areas were explored in this 107 

study: 1) general life history; and; 2) patients, healthcare providers’ and health systems’ causes 108 

of delay in start of breast cancer treatment. Questions asked during the FGDs are provided in 109 

Supplementary Box 1. The profiles of the breast cancer patients are presented in Table 1 and 110 

Supplementary Table 1b. 111 

Data analysis 112 

The data analysis was conducted after all the interviews were transcribed. All interviews were 113 

transcribed verbatim from Twi into English language by a team of transcribers with Twi and 114 

English language competence. We analysed the data using thematic approach (Attride-Stirling, 115 

2001). The analysis was guided by a coding frame with two sections; 1) a section on pre-existing 116 

deductive codes derived from previous studies on causes of delay in breast cancer treatment, and; 117 

2) an open-ended section of inductive codes derived from the lived experience of the 118 

participants. 119 

The study by Freitas and Weller (2015) on ‘patient delays and systems delays in breast cancer 120 

treatment in developed and developing countries’ and the review of breast cancer research in 121 

Ghana by Atobrah (2013) guided the selection of the deductive codes.  Deductive codes derived 122 

from the reference studies included financial constraints, non-attribution of symptoms to cancer, 123 

fear of: disease, treatment adverse effect and chemotherapy. Deductive codes for healthcare 124 

provider and health systems factors were derived from key elements of  the WHO health systems 125 

building blocks (service delivery, health workforce, information system, medicines, financing 126 

and leadership/governance)  (Coast et al., 2016) and the application of this framework to cancer 127 

care in Africa (Adeloye and Grant, 2016). Using the principle of constant comparison, the 128 
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emerging themes were compared against each other to describe the depth and coverage of themes 129 

across transcripts. We paid critical attention to consensus, conflict and absences across group and 130 

individual narratives (de-Graft Aikins, 2005).  131 

The second stage of the analytical framework involved drawing  linkages between codes, 132 

themes, appropriate respondent quotes, existing empirical studies and  conceptual ideas from 133 

social representations theory (de-Graft Aikins, 2005) and explanatory models of illness 134 

(Kleinman, 1980). The concepts of social representation and explanatory models shaped the 135 

interpretive analysis because we were interested in the sources of knowledge and how sources 136 

influenced practical responses on treatment. At the interpretive stage, we re-categorised some of 137 

the themes mentioned by participants, partly informed by convergent and divergent themes from 138 

existing studies. For instance, participants reported different dimensions of fear; we highlighted 139 

the different levels through which fear operated so that we could identify the extent to which this 140 

theme aligned with existing studies that had reported fear as a barrier to start of definitive 141 

treatment.  142 

Results 143 

The results focus on causes of delay in breast cancer treatment.  144 

Causes of delay in breast cancer treatment 145 

Causes of delay in breast cancer treatment are presented under three broad categories: (1) patient 146 

factors (2) healthcare provider factors, and; (3) health system factors. All the categories were 147 

examined from the patients’ perspectives. 148 

Patient factors 149 
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The participants attributed their causes of delay in start of definitive treatment to four main 150 

themes: i) spiritual causal theories of breast cancer; ii) fear; iii) financial constraints, and; iv) 151 

seeking alternative treatment. 152 

Spiritual causal theories of breast cancer  153 

A major cause of delay in start of definitive treatment was spiritual causal theories of breast 154 

cancer. Participants attributed the causes of breast cancer to spiritual causes such as witchcraft, 155 

breast-feeding in dreams and consequence of one’s sin. These theories influenced their decision 156 

to seek spiritual help before starting biomedical treatment.   157 

Up until now, I think it is a satanic disease because before it happened, I was at a 158 

Christian gathering where the Pastor said that if you have a dream and a child is sucking 159 

your breast it means you are being given breast cancer. At the time, I listened but I did 160 

not believe it completely. I used to have such dreams a lot (FGD 4-R1). 161 

I thought I was being bewitched; in my case I had no dream but by all indication I know I 162 

had been bewitched by family members. Because immediately after my engagement, my 163 

mother said one of my aunties kept asking if I had become pregnant (FGD 1-R2). 164 

Fear 165 

Fear was another dominant cause of delay in start of treatment; this was mentioned and discussed 166 

by all the participants. The different targets of fear mentioned by the participants included fear 167 

of: mastectomy, breast damage, surgery, perceived trauma from the treatment and Korle Bu 168 

Teaching Hospital.  169 

…there was indeed that fear but when I was admitted here, I realized that there was 170 

nothing to be afraid of. But what really scared me was the surgery; okay, so when you 171 

had to come to Korle-bu you cried, and when you had to come for surgery too you cried 172 

again (FGD 1-R5). 173 

 174 

I’m always afraid of things….when you are admitted at Korle-bu, it’s like you’re as good 175 

as dead; I’m scared of everything about Korle-bu. When I had to come here, I cried a 176 

lot… (FGD 1-R2) 177 
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…..the first time I was scared because I don’t normally come to Korle-bu. They only deal 178 

with serious issues so then … it was serious if you were sent there. So you see that 179 

anytime I am coming, then my B.P goes up, because I didn’t know what to expect next 180 

(FGD 3-R1). 181 

Fear was also driven by the perceptions of women’s significant others. There was a common 182 

perception that mastectomy damaged ‘female identity’ or ‘ideal womanhood’. Women were 183 

advised against the procedure, as a result. These perceptions intensified the fear women felt 184 

about cancer and prevented them from seeking definitive treatment.  185 

…some noted that as a woman, if your breast is removed then it is your sure ticket to 186 

death…. these are some of the things people say to dissuade others from seeking early 187 

medical attention….(FGD 1-R3) 188 

some people told my husband that I should not undergo the surgery… he said that if I 189 

undergo the surgery I would die in a year’s time (FGD 1-R2) 190 

Financial Constraints 191 

Many of the patients mentioned lack of finances as a major barrier to start of definitive 192 

treatment. This is another major theme which emerged from the narratives of all the participants 193 

and this cut across different educational and socio-economic status. Most participants struggled 194 

to pay the high cost of chemotherapy, pharmaceutical drugs and other associated costs of breast 195 

cancer treatment.  196 

The chemo is expensive. The trauma and money you spend too is a problem. If you do not 197 

have at least 200 Ghana cedis, you cannot buy the drugs. When someone hears all these, 198 

the individual would opt for herbal medicine or prayer. So as for me I think that lack of 199 

money is a factor. I paid 1000 Ghana cedis to use the chemo machine. If you do not have 200 

money you would go home. So money is a serious factor (FGD 4-R1). 201 

 202 

Alternative treatment 203 

Participants also attributed their delay in start of definitive treatment to seeking alternative 204 

treatments such as herbal treatment, faith healing and practice of lifestyle modification treatment 205 
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after confirmation of diagnosis. Based on the narratives of some of the participants, seeking 206 

alternative treatment was not only driven by faith in alternative treatment, but by the high cost of 207 

biomedical treatment.  208 

……there was a little sore on my breast and my breast swelled up and we took it to the 209 

hospital and I was diagnosed with breast cancer. We tried treating it there but the 210 

amount we were charged was too much and we could not afford and we stopped the 211 

treatment at the hospital and we started using herbal medicine. The situation worsened 212 

and the whole breast became sore and we then decided to come to Korle-Bu (FGD 2-R3) 213 

Further, the participants’ narratives indicate that religious leaders contributed to delay in start of 214 

definitive treatment. Some participants were associated with pastors who encouraged them to use 215 

faith healing instead of seeking biomedical treatment. 216 

…the pastors contribute to the delay in response time to treatment medically. They tell 217 

people that they can pray for the disease to melt away. Your faith also tells you that they 218 

can do it so after the prayers, you sit back knowing and believing that you are healed, but 219 

that might not exactly be the news (FGD 1-R4). 220 

 221 

…I did not tell anyone, except my husband and the people I pray with. I always say my 222 

faith is that God can cure me…. this is what is happening so pray with me… There is this 223 

pastor friend who said Ok, some went through chemo and also, other people used herbal 224 

medicine and are fine, he also said he knew others too that used bio-med and are also 225 

fine, therefore if it is my faith that prayer can heal me I can go ahead and pray (FGD 2-226 

R2). 227 

Participants also sought alternative treatment because they believed in it and because the health 228 

workers advised them to do so. The narratives of the participants suggested that aggressive 229 

campaigning by the herbal industry was driving engagement with alternative herbal treatments 230 

…some prefer herbal medicine because there is a lot of noise being made about these 231 

herbal centres (FGD 1-R1). 232 

           233 

 …there are nurses who even tell you that they know a herbalist who can put some cream 234 

there and it will melt. They ask you whether you want your breast to be lacerated (FGD 235 

3-R3). 236 

Health care provider factors 237 
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Participants mentioned that healthcare providers also contributed to the delay in start of 238 

definitive treatment. The healthcare provider factors which accounted for delay in start of 239 

definitive treatment included: i) the healthcare workers’ attitude; ii) corruption among the 240 

healthcare workers, and; iii) wrong/harmful advice from healthcare workers. The dominant 241 

healthcare provider factor mentioned and discussed by the majority of the participants was poor 242 

attitude of the health workers.  Patients stated that some of the healthcare workers were rude to 243 

them or refused to answer their questions and did not treat them well and this forced them to 244 

delay start of treatment or stopped treatment for some time. In addition, participants mentioned 245 

that some of the health workers are corrupt because they give preferential treatment to patients 246 

that they know.  247 

The record staff are not too nice. There is one particular lady who calls the name and 248 

expects you to hurry from wherever you are to come for your own card. You see some of 249 

us are very sick and others very old so it will take time but when a little time elapse after 250 

she has called your name and you get there, she shouts on you and all that and is not 251 

nice. So for the medical staff there is no problem with them but for the record staff they 252 

are not nice. You would even like to ask them a question but they will not be bothered 253 

(FGD 3-R3).  254 

…I would say that for the lab, they keep to their time and date. When you go, the results 255 

would be ready but you would have to wait a while. The problem with the lab attendants 256 

who are to bring the reports out would be sitting behind their computers and be chatting. 257 

We the patients would have to queue up. When names are mentioned, the attendants do 258 

not speak audibly. When you ask a question, they would shout at you and ask you if you 259 

did not hear them as they were calling out the name. At certain times, waiting to receive 260 

the lab report is a matter of who you know. Someone who has not joined the queue would 261 

just walk in and be served immediately because the person knows someone who works in 262 

the lab. If you don’t know anybody working in the lab you would have to queue (FGD 4-263 

R2). 264 

Further, participants said that health care workers give wrong/harmful advice to patients by 265 

encouraging them to seek alternative treatment, and this eventually causes delay in start of 266 

definitive treatment.  267 
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…there are nurses who even tell you that they know an herbalist who can put some 268 

cream there and it will melt. They ask you whether you want your breast to be lacerated 269 

(FGD 3-R3). 270 

Health Systems factors 271 

The health systems factors that led to delay in treatment, as narrated by the participants, include: 272 

i) long queues during treatment; ii) unavailability of doctors; iii) breakdown of hospital 273 

machines; iv) shortage of medicines; v) workload of doctors; vi) shortage of health care workers; 274 

vii) slow moving queues at the drug dispensary, and; viii) long distance between departments 275 

involved in breast cancer treatment within the hospital premises. Some of the participants 276 

mentioned that the structure of breast cancer treatment at KBTH contributed to the delay. 277 

Treatment facilities were located at different places within the hospital premises and this made it 278 

strenuous for patients to access these facilities. The dominant theme for the health system’s 279 

delay, mentioned and discussed by many of the participants was delay of biopsy results from the 280 

Pathology department.  281 

I think I agree with them, doing lab here and there makes the whole process very tiring so 282 

if we get everything here, we will be happy. Because sometimes, after the whole thing, 283 

you seem to be overused and stressed and I always feel dizzy. If cancer patient would 284 

have a sort of special treatment (FGD 3-R1). 285 

yes. After my first surgery the red house (Pathology Unit) delayed my lab results too 286 

much. It made me restless and worried because I didn’t know whether I was making 287 

progress or not; Whenever you go to the lab, it will takes months before you get the 288 

results. So if it is because the machines are not much or it’s because the equipment is 289 

inadequate, I can’t tell. The difference between this one and the one from South Africa is 290 

that, the one from South Africa comes early whiles this one does not (FGD 3-R1). 291 

 292 

 293 

Recommendations on how to reduce delay in start of treatment 294 

The recommendations on how to reduce delay in start of treatment at KBTH are based on the 295 

narratives of the participants. The participants were asked to suggest ways to reduce delay in 296 
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start of breast cancer treatment. The narratives of the participants were thematised based on the 297 

WHO health systems building blocks and these focused on: 1) health service delivery; 2) health 298 

workforce, and; 3) financing. We present these themes in Table 2, highlighting the spread of 299 

views across groups. 300 

<INSERT HERE> 301 

DISCUSSION 302 

This discussion focuses on the three factors driving delay in start of breast cancer treatment: 303 

patients, health professionals and health systems. 304 

Patient factors 305 

The dominant patient factor for causes of delay in start of breast cancer treatment among the 306 

participants was fear. Fear has also been identified in several studies as one of the most dominant 307 

causes of delay in start of breast cancer treatment in high income countries and LMICs (Freitas 308 

and Weller, 2015; Crowley et al., 2014; Innos et al., 2013).  Fear operated at multiple levels of 309 

analysis: the level of self (changed body), at the level of intimate and socially significant 310 

relationships (changed identity as a woman), at the level of macro-structure (fear of Korle-Bu 311 

Teaching Hospital), and at the level of the supernatural (fear of the spiritual causes of cancer). 312 

There is a need to identify the multi-faceted (subjective, material and symbolic) targets of 313 

women’s fear in order to develop appropriate psychosocial counselling and support. 314 

Another major cause of participants’ delay in start of treatment was financial constraints. 315 

Financial constraints as a cause of patient delay have also been cited in other studies (Atobrah, 316 

2013; Dedey et al., 2016; Barros et al., 2013; Ermiah et al., 2012; Quaife et al., 2014; Sharma et 317 

al., 2013). High cost of biomedical treatment forced some of the participants to seek alternative 318 
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sources of healing which resulted in delay in start of treatment. The economic downturn in 319 

Ghana, coupled with high cost of living, make it difficult for most families to meet their day to 320 

day needs; chronic illnesses such as breast cancer often introduce catastrophic healthcare 321 

expenditures within this context  (de-Graft Aikins et al., 2014; Tagoe, 2012). Participants 322 

struggled to pay their cancer care costs.   Those who had health insurance, still had to pay out-of-323 

pocket at the point of healthcare delivery because many of the breast cancer treatments were not 324 

covered by the National Health Insurance Scheme (NHIS). Experts observe that NCDs send 325 

patients and their families down a poverty spiral, particularly in LMICs where 60% of healthcare 326 

is financed out-of-pocket, compared to 20% out-of-pocket expenses in high income countries 327 

(Quaife et al., 2014; Richards et al., 1999; Coast et al., 2016). Local experts have advocated the 328 

need for a non-communicable disease (NCD)-competent NHIS – a restructured system with an 329 

expanded remit  to cover the comprehensive treatment needs of a growing number of Ghanaians 330 

living with cancers and other chronic conditions (de-Graft Aikins and Koram, 2017). This will 331 

reduce the financial burden of care on individuals and families, as well as the associated 332 

psychosocial burdens.   333 

Some of the participants in this study thought that breast cancer has spiritual causes. As a result, 334 

some of them sought alternative treatment which ended up delaying the time they started 335 

definitive treatment at KBTH. Some studies have also reported seeking of alternative treatment 336 

as a cause of delay in start of treatment (Freitas and Weller, 2015).Other reasons given by 337 

participants for delay in start of treatment were spousal and family restrictions. Socio-cultural 338 

systems, as well as theories of disease and illness, especially in African settings, have been 339 

known to influence decision for seeking medical treatment especially in females (BeLue et al., 340 

2009). It has been reported that major decisions on women’s health and wellbeing are usually 341 
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taken by the husband or family member who determines if it is appropriate to seek medical help 342 

based on their own beliefs, knowledge of the disease and financial status (Ohasi et al., 2014). 343 

The narratives of the participants in this study suggest that some of the women delayed start of 344 

definitive treatment due to the advice given by their significant others (e.g husbands, sisters, and 345 

other valued family members).   346 

Health care providers’ and health systems’ factors  347 

The healthcare provider and health systems delay were examined through the WHO health 348 

systems building blocks framework. With regard to service delivery, this study showed that 349 

many of the patients did not have access to quality treatment due to the poor attitudes and corrupt 350 

practices of the healthcare workers. Associations have been made between Ghana’s weak health 351 

system and recurring trends in corrupt health worker practices (de-Graft Aikins and Koram, 352 

2017). Corrupt practices entrenched inequitable access to breast cancer treatment at KBTH. 353 

Some of the participants were able to utilize the healthcare service faster than others because 354 

they attracted the favour of the healthcare workers either through bribery or leveraging their 355 

personal relationships with the healthcare workers. Other factors that hindered quality health 356 

service delivery included location of treatment facilities at different places within the hospital 357 

premises and long queues during treatment.  358 

With respect to the health workforce, the participants mentioned shortage of healthcare workers 359 

as an impediment to receiving quality treatment. The numbers of breast cancer specialists at 360 

KBTH are too few to handle the influx of breast cancer patients and this contributed to delay in 361 

start of treatment. An effective way of addressing this may be using a task-shifting approach to 362 

train physicians in breast cancer care so as to increase the number of health professionals that can 363 

deliver this care (Adeloye and Grant, 2016).  364 
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With respect to medical products and technology, the participants mentioned delay in biopsy 365 

results from Pathology Unit as a dominant cause of health systems delay in start of treatment. 366 

This factor had been reported to be a major determinant of delay in start of definitive treatment at 367 

KBTH (Dedey et al., 2016). In addition, intermittent breakdown of machines at the hospital due 368 

to power fluctuations and occasional delays in dispensing chemotherapy drugs are issues that are 369 

of concern to the country as a whole. With improvement in electricity supply to KBTH, 370 

subsidization of cost of chemotherapy drugs and tax exemption on drugs, the above problems 371 

may be minimised (Vanderpuye and Yarney, 2014). 372 

With respect to recommendations on how to reduce delay in breast cancer treatment, the 373 

suggestions of the participants focused broadly on health service delivery, health workforce, and 374 

financing. The other components of the health system – information and leadership/governance – 375 

emerged as implicit concerns. For example, the lack of cancer education was implicated in low 376 

levels of awareness and understanding of breast cancer systems. This may be a product of poor 377 

investment in health information systems. The chronic problem with the operation of the 378 

Pathology Unit may also be a product of poor leadership and governance at the hospital.   379 

The main limitation of this study was that the number of participants included in the FGDs was 380 

very limited.  We could not gain access to many of the participants that were interviewed during 381 

the survey phase. Even though we were able to approach thirty-one participants in total, we 382 

could not obtain permission from some of them. Despite this limitation, meaning saturation was 383 

reached on the majority of the discussion themes. As a result, the nuanced patients’, health care 384 

providers’ and health systems’ factors generated on patients’ perspectives on causes of delay in 385 

start breast cancer treatment can inform larger-scale qualitative and quantitative studies in similar 386 

contexts.  387 
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 Conclusion 388 

This study showed that there were different causes and modalities of delay in start of definitive 389 

treatment for breast cancer and this included patients’, healthcare workers’ and health systems’ 390 

factors.  Reducing delays in breast cancer treatment at KBTH will require multi-level 391 

interventions which target these tripartite factors. Such interventions should include: public 392 

education (and education of health workers) on causes and symptoms of breast cancer, including 393 

messages that deconstruct  harmful cultural beliefs; psychosocial counselling before and during 394 

definitive treatment, and; health systems strengthening in the areas of health service delivery 395 

(localisation of breast cancer treatment units at KBTH), health workforce (improving health 396 

professionals’ attitudes, ethical conduct, welfare and diagnostic and treatment timelines) and 397 

financing (advocating for an NCD-competent NHIS).  398 

Acknowledgement 399 

The authors are grateful to the breast care nurses (KBTH), Isaac Obeng-Duah, Mr Enchil, 400 

Alberta Agudey and Dr. Mawuli Kushitor for their assistance during the data collection. 401 

Funding 402 

This study was supported by Fogarty International Center grant number 5D43TW009140 403 

through the Cardiovascular Research Training Institute. 404 

Declaration of conflicting interests 405 

The authors declare that they have no competing interests. 406 

 407 

 408 



17 
 

References 409 

Adeloye D and Grant L (2016) A review of cancers in Africa. In: de-Graft Aikins A and 410 

Agyemang C (eds) Chronic Non-communicable diseases in low- and middle-income. United 411 

Kingdom: CABI International, pp. 14-29. 412 

Atobrah D (2013) Breast Cancer Research in Ghana: A Review of Social Science Perspectives. 413 

In: de-Graft Aikins A, Agyei-Mensah A and Agyemang, C (eds) Non-communicable diseases in 414 

Ghana: Multidisciplinary Perspectives. Ghana: Sub-Saharan Publishers, pp. 56-69. 415 

Attride-Stirling J (2001) Thematic networks: an analytic tool for qualitative research. Qualitative 416 

Research 1(3): 385-405. 417 

Barros ÂF, Uemura G and Macedo JL (2013) Tempo para acesso ao tratamento do câncer de 418 

mama no Distrito Federal, Brasil Central. Revista Brasileira de Ginecologia e Obstetrícia 458-419 

63. 420 

BeLue R, Okoror TA, Iwelunmor J, Taylor KD, Degboe AN, Agyemang C and Ogedegbe O 421 

(2009) An overview of cardiovascular risk factor burden in sub-Saharan African countries: a 422 

socio-cultural perspective. Globalization and Health 5:10.  423 

Bish A, Ramirez A, Burgess C and Hunter M (2005) Understanding why women delay in 424 

seeking help for breast cancer symptoms. Journal of psychosomatic research 58(4): 321-326. 425 

Bodapati SL and Babu GR (2013) Oncologist perspectives on breast cancer screening in India- 426 

results from a qualitative study in Andhra Pradesh. Asian Pacific Journal of Cancer 427 

Prevention14(10): 5817–5823.  428 

Bourdeanu L, Luu T, Baker N, Swain-Cabriales S, Chung CT, Mortimer J, Hurria A, Helton S, 429 

Smith D, Ferrell B and Juarez G (2013) Barriers to treatment in patients with locally advanced 430 

breast cancer. Journal of the National Comprehensive Cancer Network 11(10): 1193-1198. 431 

Coast E, Hukin E and Kamal N (2016) Health systems and chronic non-communicable diseases 432 

in low-and middle income countries.  In: de-Graft Aikins  A and Agyemang C (eds) Chronic 433 

Non-communicable diseases in low- and middle-income. United Kingdom; CABI International, 434 

pp. 92-113. 435 

Clegg-Lamptey JN and Hodasi WM (2007) A study of breast cancer in Korle Bu Teaching 436 

Hospital: Assessing the impact of health education. Ghana medical Journal 41(2); 72-77. 437 

Crowley MM, McCoy ME, Bak SM, Caron SE, Ko NY, Kachnic LA, Alvis F and Battaglia TA 438 

(2014) Challenges in the delivery of quality breast cancer care: initiation of adjuvant hormone 439 

therapy at an urban safety net hospital. Journal of Oncology Practice 10(2): 107-112. 440 

Dedey F, Wu L, Ayettey H, Sanuade OA, Akingbola TS, Hewlett SA, Tayo BO, Cole HV, de-441 

Graft Aikins A, Ogedegbe G and Adanu R (2016) Factors Associated With Waiting Time for 442 



18 
 

Breast Cancer Treatment in a Teaching Hospital in Ghana. Health Education & Behavior 43(4): 443 

1-8. 444 

de-Graft Aikins A (2005) Healer shopping in Africa: new evidence from rural-urban qualitative 445 

study of Ghanaian diabetes experiences. BMJ 331(7519): 737. 446 

de-Graft Aikins, A, Awuah RB, Pera TA, Mendez M and Ogedegbe G (2014) Explanatory 447 

models of diabetes in urban poor communities in Accra, Ghana. Ethnicity & Health 20(4): 391-448 

408. 449 

de-Graft Aikins A and  Koram K (2017) Health and healthcare in Ghana, 1957-2017. In:  450 

Aryeetey E and Kanbur R, (eds) The Economy of Ghana Sixty Years after Independence. Oxford: 451 

Oxford University Press, pp 365-384. 452 

Ermiah E, Abdalla F, Buhmeida A, Larbesh E, Pyrhönen S and Collan Y (2012) Diagnosis delay 453 

in Libyan female breast cancer. BMC Research Notes 5(1):1. 454 

Freitas AG and Weller M (2015) Patient delays and system delays in breast cancer treatment in 455 

developed and developing countries. Ciencia & saude coletiva 20(10): 3177-3189. 456 

Innos K, Padrik P, Valvere V, Eelma E, Kütner R, Lehtsaar J and Tekkel M (2013) Identifying 457 

women at risk for delayed presentation of breast cancer: a cross-sectional study in Estonia. BMC 458 

Public Health 13(1):1. 459 

Kitzinger J (1995) Qualitative research. Introducing focus groups. BMJ: British Medical Journal 460 

311(7000): 299. 461 

Kleinman A (1980) Patients and healers in the context of culture: An exploration of the 462 

borderland between anthropology, medicine, and psychiatry. United States of America: 463 

University of California Press. 464 

Ohashi A, Higuchi M, Labeeb SA, Mohamed AG, Chiang C and Aoyama A (2014) Family 465 

support for women’s health-seeking behavior: a qualitative study in rural Southern Egypt (Upper 466 

Egypt). Nagoya Journal of Medical Science 76(1-2): 17. 467 

Ohene-Yeboah M and Adjei E (2012) Breast cancer in Kumasi, Ghana. Ghana Medical Journal 468 

46(1): 8-13. 469 

Price AJ, Ndom P, Atenguena E, Mambou Nouemssi JP and Ryder RW (2012) Cancer care 470 

challenges in developing countries. Cancer 118(14): 3627–3635.  471 

Quaife SL, Forbes LJ, Ramirez AJ, Brain KE, Donnelly C, Simon AE and Wardle J (2014) 472 

Recognition of cancer warning signs and anticipated delay in help-seeking in a population 473 

sample of adults in the UK. British Journal of Cancer 110(1): 12-18. 474 



19 
 

Richards MA, Westcombe AM, Love SB, Littlejohns P and Ramirez AJ (1999) Influence of 475 

delay on survival in patients with breast cancer: a systematic review. The Lancet 353(9159): 476 

1119-1126. 477 

Sharma K, Costas A, Damuse R, Hamiltong-Pierre J, Pyda J, Ong CT, Shulman LN and Meara 478 

JG (2013) The Haiti Breast Cancer Initiative: Initial findings and analysis of barriers-to-care 479 

delaying patient presentation. Journal of Oncology 2013 (2013): 1-6. 480 

Suhrcke M, Nugent RA, Stuckler D and Rocco L (2006) Chronic Disease: An Economic 481 

Perspective. London: Oxford Health Alliance.  482 

Tagoe HA (2012) Household burden of chronic diseases in Ghana. Ghana Medical Journal 483 

46(2): 54-58. 484 

Vanderpuye VDNK.and Yarney J (2014) Cost effectiveness of cancer therapies in 485 

Africa. Journal of Medical Diagnostic Methods 2:e108. 486 

Wiredu EK.and Armah, HB (2006) Cancer mortality patterns in Ghana: a10-year review of 487 

autopsies and hospital mortality. BMC Public Health;6: 159-165.  488 

World Health Organization (2005) Preventing chronic disease: A vital investment. Available at 489 

http://www.who.int/chp/chronic_disease_report/full_report.pdf?ua=1 (accessed on 03 Dec 2016).  490 

 491 

 492 

 493 

 494 

 495 

 496 

 497 

 498 

 499 

 500 

 501 

 502 

 503 

 504 

http://www.who.int/chp/chronic_disease_report/full_report.pdf?ua=1


20 
 

Table 1. Socio-demographic details of respondents 505 

Characteristics FGD 1 (n=5) FGD 2 (n=5) FGD 3 (n=4) FGD 4 (n=6) 
Total 

(N=20) 

Age           

 < 40 0 1 0 1 2 

40-49 4 2 1 1 8 

50-59 1 1 2 2 6 

60+ 0 1 1 2 4 

Level of education           

No education 0 1 0 1 2 

Primary 2 0 0 0 2 

Middle/JHS 2 2 0 0 4 

Secondary/JHS 1 1 1 1 4 

Tertiary 0 1 3 0 4 

Missing 0 0 0 4 4 

Marital status           

Currently Married 5 4 2 5 16 

Widowed 0 0 2 0 2 

Separated 0 1 0 1 2 

Religion           

Christianity 5 5 4 0 14 

None 0 0 0 1 1 

Number of children           

0 0 1 0 2 3 

 1-2 1 1 3 1 6 

 3-4 2 2 1 0 5 

5+ 1 1 0 1 3 

Missing 1 0 0 0 1 

Occupation           

Unemployed 0 1 1 0 2 

Trader 5 2 0 3 11 

Others 0 2 3 2 7 

Ethnicity           

Akan 2 1 3 3 9 

Ewe 3 0 0 2 5 

Ga 0 3 0 1 4 

Others 0 1 1 0 2 

Median time (in 

weeks) from 

presentation to start 

of treatment 

    

 

 < 4 0 1 1 2 4 

 4-12 4 1 2 2 9 

 12+ 1 2 1 2 6 
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Missing 0 1 0 0 1 

Disease Stage           

I & II 5 5 3 0 13 

III & IV 0 0 1 6 7 

 506 

 507 

 508 

 509 

 510 

 511 

 512 

 513 

 514 

 515 

 516 

 517 

 518 

 519 

 520 

 521 

 522 

 523 

 524 

 525 

 526 

 527 

 528 
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Box 1 Sample of FGDs questions 529 

 530 

 531 

 532 

 533 

 534 

 535 

 536 

 537 

 538 

 539 

 540 

 541 

 542 

 543 

 544 

 545 

 546 

 547 

 548 

 549 

 550 

 551 

 552 

 553 

1. Please can you tell us a little bit about yourself? 

2. In your opinion, what are some of the factors that make patients who are diagnosed 

with breast cancer delay in receiving treatment?  

(Probes: socioeconomic status; use of Complementary and Alternative Medicine; 

patient perception; fear of doctors; fear of coming to Korle Bu; travel time/distance 

to Korle Bu) 

3. How do health providers contribute to the delay in the onset of breast cancer 

treatment? 

(Probes: workload; number of patients and documentation; attitude of staff; 

expertise; logistics) 

4. How does the healthcare system in Korle Bu contribute to the delay in breast cancer 

treatment? 

(Probes: availability of adequate numbers of healthcare workers; availability of 

facilities and drugs; time for laboratory investigations and waiting lists)  

5. In your opinion, how can we reduce the waiting time between breast cancer 

diagnosis and start of definitive treatment at the Korle Bu Teaching Hospital? 

 



23 
 

Table 1b. Detailed profiles of respondents 

FGD 1 

R Age 

Number  

of 

children 

Employment 

status 

Marital 

Status 
Religion Education Ethnicity 

Time (in weeks) from 

presentation to 

treatment 

Disease 

stage  

1  41  - Trader Married Christian  Primary  Ewe  5 2 

2  45 5  Trader  Married  Christian  Primary  Akan  29  1  

3  56 4  Trader Married Christian   JHS  Ewe  7 2  

4  49 3  Trader  Married  Christian  SHS   Akan 5  2  

5 48 2 Trader Married  Christian  JHS  Ewe  6 1  

FGD 2 

R Age 

Number  

of 

children 

Employment 

status 

Marital 

Status 
Religion Education Ethnicity 

Time (in weeks) from 

presentation to 

treatment 

Disease 

stage  

1 33 2 Hairdresser Married Christian JHS Ga 13 2 

2 48 0 Journalist Married Christian Tertiary Bimoba 6 1 

3 64 4 Retired Married Christian SHS Akan  - 2 

4 45 3 Trader Married Christian JHS Ga 3 2 

5 52 5 Trader Separated Christian None Ga 13 2 

FGD 3 

R Age 

Number  

of 

children 

Employment 

status 

Marital 

Status 
Religion Education Ethnicity 

Time (in weeks) from 

presentation to 

treatment 

Disease 

stage 

1 55 2 

Accra 

Metropolitan 

Assembly 

staff 

widowed Christian SHS Fante 5 3 

2 51 2 Nurse married Christian Tertiary Kudaasi 6 2 

3 40 2 
Working at 

National 
married Christian Tertiary Akan 50 2 
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theatre 

4 71 3 not working Widowed Christian Tertiary Akan 2 2 

FGD 4 

R Age 

Number  

of 

children 

Employment 

status 

Marital 

Status 
Religion Education Ethnicity 

Time (in weeks) from 

presentation to 

treatment 

Disease 

stage 

1 62 9 Sells cassava Separated none none Ga 52 4 

2 51 4 Teacher Married Christian SHS Akan 5 4 

3 39 2 Trader Married Christian - Ga 3 4 

4 48 0 Trader Married Christian - Ewe 6 4 

5 64 0 Seamstress Married Christian - Akan 3 4 

6 50 5 Farmer Married Christian - Akan 41 4 

 

 



25 
 

Table 2 Recommendations on how to reduce delay in start of breast cancer treatment 

  Recommendations Spread of views 

1 Health service delivery  

(1) Spreading breast cancer patients across different days of the week for 

maximum attention to be given to each patient. 

 

(2) Concentration of breast cancer treatment at KBTH in one building so 

as to streamline the processes involved in diagnosis and relieve the 

frustrations patients go through in the hospital. 

 

(3) Public education on causes and symptoms of breast cancer so as to 

facilitate early presentation and treatment. 

Some members 

(FGDs 1, 2 and 3) 

2 Health workforce  

(1) Appropriate follow-up of patients by health professionals to monitor 

their welfare. 

 

(2) Appropriate intervention (such as increasing the number of health 
workers) at the Pathology Unit to reduce delay in getting biopsy results. 

 

(3) Explanation of breast cancer treatment procedures to patients for 

them to make informed decision on the most appropriate treatment. 

 

(4) Motivation of health workers through commission so as to reduce 

corruption and encourage them to provide quality health service to 

patients.  

Some members (All 

groups) 

3 Financing 

(1) Assistance from government through subsidy on cost of treatment FGDs 1 and 4 
 

 


