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Abstract

Background: Breast cancer is the leading cause of cancer death among Ghanaian women and most women
are identified once they develop symptoms. Women then must navigate a complex health care system to
get diagnosed and receive orthodox medicine. We describe Ghanaian women's pathways of care from breast
cancer-related symptom detection to treatment receipt.

Methods: \We conducted a qualitative study using an empirical phenomenological approach. We used a purpo-
sive sampling technique to recruit 31 women with breast cancer who were receiving treatment at Komfo Anokye
Teaching Hospital in Kumasi, Ghana. They participated in semistructured in-depth interviews between November
2019 and March 2020. All interviews were transcribed verbatim and analyzed using a deductive coding approach.
Results: \Women navigate approximately nine steps from symptom detection to receiving orthodox breast can-
cer treatment. The breast cancer care pathway is not linear and women frequently move among different man-
agement approaches, including alternative therapy (faith healing and traditional herbal healing). All the women
detected the symptoms themselves. Some of the women sought orthodox medicine due to information from
the media.

Conclusions: Alternative therapy providers play a critical role in the breast cancer diagnosis and care pathways in
Ghana underscoring the need to formally integrate them into the health care system. Breast cancer awareness
programs through the media and educational programs aimed at alternative therapy providers may reduce the
time from symptom detection to receipt of orthodox medicine.
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Introduction is the most common cancer among women in Ghana

Breast cancer is the leading cause of cancer death
among women worldwide. In sub-Saharan Africa,
breast cancer represents 25% of the total cancer bur-
den making it the most common cancer and leading
cause of cancer deaths among women.' Breast cancer

with an age-standardized incidence rate of 43.0 per
100,000.”

Most breast cancer patients in Ghana are diagnosed
with advanced metastatic disease due to delays in for-
mal diagnosis. Several studies report that time from
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symptom onset to diagnosis and treatment receipt
varies substantially in Ghana. In one study, time be-
tween detecting a symptom and reporting to a hospital
ranged from 1 week to 5 years,” whereas another study
reported an average of 10.8 months between symptom
detection and diagnosis. Dedey et al. found that the
median time between a breast cancer diagnosis and
start of definitive treatment was 5 weeks.” Factors asso-
ciated with these diagnostic and treatment delays in-
cluded misdiagnosis in previous medical consultation,
financial constraints, and lack of adequate information
from the health care workers.>”

Ghana, like most sub-Saharan African countries, lacks
a national breast cancer screening program. Thus, most
women seek breast cancer care once they identify symp-
toms.” The women then have to navigate the health care
system to get diagnosed and receive treatment. To our
knowledge, only one study, based in Malawi, has detailed
women’s specific pathways to breast cancer diagnosis
and treatment in sub-Saharan Africa.® Three studies
set in Ghana have described some aspects of the breast
cancer care-seeking pathway in Ghana. Two studies de-
scribed women’s symptom recognition, appraisal and
intent to seek medical care, whereas the third described
the diagnosis and treatment procedures.*”* However, no
study has outlined in detail the pathways that women
in Ghana navigate from symptom detection through
treatment receipt. Understanding this full process and
appreciating women’s understanding and needs is es-
sential if effective interventions are to be developed.

The objective of this study is to explore Ghanaian
women’s pathways from breast cancer-related symp-
tom detection to treatment. Our definition of the
term ‘pathways’ is guided by the Model of Pathways
to Treatment Framework.” We define pathways as
the sequence of events and processes in a woman’s
journey from breast cancer-related symptom(s) detec-
tion to treatment receipt. According to the Model of
Pathways to Treatment Framework, events are the “key
time periods,” whereas processes are the “cognitive,
emotional, behavioral, organizational, or structural ac-
tions” in the woman’s journey to treatment receipt.’
Based on the findings from the interviews, we present
a framework showing specific steps in the pathways
and how women transition from one step to another.

Materials and Methods

Theoretical framework

The Model of Pathways to Treatment framework in-
formed our study development and analysis.” The
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model has four intervals: appraisal, help seeking, diag-
nostic, and pretreatment. The appraisal interval is the
time between discovering a symptom and perceiving
a reason to seek help from a health care provider.
The help-seeking interval is the time period between
perceiving the reason to seek help from a health care
provider to visiting a health care provider. In our
study, we combined the appraisal and help-seeking in-
tervals to form the detection interval. This was based
on similar breast cancer studies, which have found it
challenging to distinguish appraisal and help-seeking
intervals.'’ The diagnostic interval is the time between
seeing a health care provider and being diagnosed with
cancer. The pretreatment interval is the period be-
tween getting diagnosed and starting treatment. We
also added the treatment interval to have a comprehen-
sive understanding of the care continuum.

Study design and setting

An empirical phenomenological approach was used to
explore the pathways of women diagnosed with breast
cancer from the moment they detected symptoms to
treatment. Phenomenology is used to describe and un-
derstand the lived experiences of a group of individuals
grounded in the individuals’ description and mean-
ing."! The aim of our study was to describe the perspec-
tives and lived experiences of our research participants
from breast cancer-related symptom detection to treat-
ment receipt. Given our interest in describing the phe-
nomenon of navigating breast cancer diagnosis and
treatment processes and from the perspective of our
study participants, a phenomenological design and
methodological approach was chosen for our study.
This study was conducted in Kumasi, Ghana. Partici-
pants were recruited from the Komfo Anokye Teaching
Hospital (KATH) Oncology Department. KATH is the
second largest hospital in Ghana and the main cancer
management hospital in the Ashanti region of Ghana.

Study population, sampling, and sample size

Eligible participants were women (18 years and older)
with a histopathology-confirmed diagnosis of breast
cancer, who had started receiving at least one breast
cancer treatment (surgery, chemotherapy, or radiother-
apy), could speak Twi (local language), and were in a
stable condition at the time of study. We reviewed
the patients’ medical records to confirm diagnosis
and treatment receipt. We used a purposive sampling
technique'” to enroll participants who had experi-
enced the phenomenon under study, were willing to
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participate and could clearly communicate their breast
cancer management experiences. Data saturation was
determined from the interviews. We determined we
had reached data saturation when data from additional
interviews tended to be redundant of the data we had
already collected.'>'* By the 27th interview there was
no new information. We carried out four more inter-
views to confirm that we had reached data saturation
for a total of 31 interviews.

Recruitment

A trained Research Assistant (RA) met the patients at
the KATH Oncology Department to assess eligibility
and invite them to participate in the study. Specifically,
the RA read to each potential participant the study in-
formation sheet, which included the goals of the study,
what is required of each participant, and a reminder
that participation was voluntary. The interviews were
carried out between November 2019 and March 2020.

Data collection

A semistructured interview guide was used for the in-
terview. The guiding questions were based on previ-
ous similar publications®'®'*7*° and were adapted for
use in the Ghana context. Section 1 of the interview
guide (Supplementary Data) was semistructured, and
it was based on the Model of Pathways to Treatment
framework. Section 2 (Supplementary Data) included
patient demographics and was close ended. All partic-
ipants gave consent by signing or thumb printing.
Interviews were carried out in Twi in a private room
within the KATH Oncology Department. We pretested
the interview guide by interviewing three breast cancer
patients from the Oncology Department and a Ghana-
ian qualitative researcher with clinical experience in
oncology (A.B.B.M.) reviewed the guiding questions
for sociocultural appropriateness. Based on the pretest
interviews and advice from A.B.B.M., we revised the
order of the interview guide questions. The main guid-
ing question was: Please tell us the story of your jour-
ney from when you detected bodily change to when
you started receiving breast cancer treatment. We then
used more specific follow-up questions to further un-
derstand the events in each interval. Interviews lasted
42 minutes on average (range 19-84 minutes).

Data analysis

Data collection and analysis were undertaken concur-
rently. All interviews were audiorecorded to ensure
we captured all the patient’s information and to enable
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transcription for subsequent analysis by independent
analysts. At the end of each interview, the interviewer
and one of the authors (W.M.) reviewed the recording
and saved it to a password-protected laptop. All inter-
views were conducted in Twi and translated into En-
glish by a professional transcriber who is proficient in
Twi and English. One of the authors who is proficient
in Twi and English (A.B.B.M.) reviewed a random sam-
ple of the recordings and transcripts to ensure accuracy
in interviewing, transcription, and translation. We used
NVivo 12plus*' computer software to facilitate analysis
organization.

A deductive coding analytic process was used.”” We
had a list of codes (“start list”) based on the Model of
Pathways to Treatment,” but we also created codes
for other concepts that emerged from the data and
were not part of the start list. Two analysts (W.M.
and A.B.B.M.) independently coded the transcripts in
three stages. For the first stage, they independently
assigned codes to text sections based on the Model of
Pathways to Treatment framework.” For the second
stage, they independently re-reviewed the data to
identify emerging codes that were not part of the
framework. They then discussed the codes, clarified
discrepancies, revised definitions. and created new
codes. For the third stage, the analysts jointly organized
the codes into steps and themes guided by the Model
of Pathways to Treatment Framework.” The rest of
the authors confirmed the findings. This in-depth anal-
ysis process ensured reliability of the results.*’

Trustworthiness and credibility

Credibility was achieved by triangulation** and confir-
mation that the transcripts reflected the participants’
experiences.” Data source triangulation involved using
information from the patient’s medical records at
KATH to verify the procedures and treatments that
the patients received. Analyst triangulation involved
two of the authors (A.B.B.M. and W.M.) compar-
ing and discussing the analyses until consensus was
achieved. Immediately after each interview, the inter-
viewer summarized the interview for each participant
and asked them to confirm that it reflected their ex-
periences. In addition, five randomly selected par-
ticipants independently reviewed their transcripts
to affirm that the transcripts accurately reflected the
interview content. This was done within 1 week of
transcription. No participant offered corrections or
expressed concerns about the content of the interviews.
Field notes, which included the participants’ nonverbal
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cues, concerns, and interviewers’ reflections, were
recorded after each interview and referred to during
the analysis. The two RAs who carried out the inter-
views are nurses by training, thus have a clinical under-
standing of breast cancer. However, none of them work
in the KATH Oncology Department and had no direct
relationship with the participants.

Ethics approval was granted by the Institutional
Review Boards at KATH (KATH-IRB/AP/001/19)
and University of Minnesota (STUDY00006750). We
deidentified transcripts before analysis to ensure ano-
nymity. Audio records and transcripts (without any
identifying information) were stored on a password-
protected computer. We followed the Standards for
Reporting Qualitative Research.*®

Results

We interviewed 31 women who were diagnosed with
breast cancer between 2015 and 2019. The mean age
of the participants was 51 years. Most of the partici-
pants were married/partnered/cohabiting, Christians,
had at least primary school education and had no fam-
ily history of cancer. Of those who had a job (n=14),
most of them were self-employed. Thirty of the 31
participants had health insurance (Table 1).

Table 1. Sociodemographic Characteristics
of the Sample (N=31)

Characteristic n (%)
Age in years, mean (range) 51 (28-72)
Marital status
Married/partnered/cohabiting 22 (71)
Widowed/divorced/separated 9 (29)
Highest education level
Primary school 1 )
High school )

Technical college diploma
Bachelors degree

Other )
Religion

Christian 28 (90)

Muslim 3(10)
Employed

Yes 14 (45)

No 17 (55)
Employed Yes 14 (45)

Type of employment

Government 3(21)

Self-employed 10 (7

Other 1(7)
Have health insurance

Yes 30 (97)

No 103)
Family cancer history

Yes 11 (35)

No 20 (65)
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We describe the pathway steps that emerged from
each interval and provide more sample quotes in
Table 2. The pathway was not linear and some patients
looped back to earlier steps, whereas some skipped
some of the steps (Fig. 1).

Detection interval

The average time between symptom detection and seek-
ing orthodox medicine was 11 months (range 1 day-
13 months).

Step 1: Initial symptom recognition and appraisal
Type of symptom and way of discovery. All the
women detected initial symptoms themselves. The
most common initial symptom was lump (n=23).
Other initial symptoms included swollen breast
(n=3), fluid oozing from the breast nipple (n=2),
burning sensation (n=1), rashes on the breast (n=1),
and pain (n=1). Two of the women recognized the ini-
tial symptom while doing a self-breast exam, whereas
the other 29 discovered them accidentally.

Initial symptom interpretation. Only two women
thought the initial symptom was due to breast cancer.
Both of these women had aunts who died of breast can-
cer and one of them was a nurse, thus they were aware
of breast cancer.

“In my mind, I thought maybe I have been afflicted with breast

cancer... because my mother’s sister had it.” (P3)

The other 29 women did not think the initial symp-
tom was serious. Most of them thought it was a boil
while others associated the symptoms to the menstrual
cycle, insect bite, food they had eaten, or breast-feeding.

“It was like Oh this is just like a lump.... I did not anticipate
that it was serious or going to be breast cancer.” (P6)

Symptom disclosure. The women disclosed their
symptoms to individuals they trusted, which included
relatives, friends, who were in the health care field,
and work colleagues. Most of the people advised the
women to go to the hospital for a checkup, others ad-
vised them to wait and monitor the symptoms, whereas
some advised them to see a traditional healer.
“And when I saw it [blood oozing from nipple], I informed a

sister living in the same house. She advised going for herbal
medicine.” (P19)

Step 2: Initial symptom management before

seeking orthodox care

Only two patients sought orthodox medicine right af-
ter discovering the symptoms (i.e., Step 1 to Step 3),
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Table 2. Breast Cancer Pathway Steps and Sample Quotes

Step

Substep

Data sample

Step 1: Initial symptom
recognition and
appraisal

Step 2: Initial
management before
seeking orthodox
medicine

Step 3: Decision to seek
orthodox medicine

Step 4a: Reach first
health facility

Step 4b: Reach second
health facility

Step 5: Diagnostic
evaluations

Step 6: Get diagnosed
with breast cancer

Step 7: Discussion at
tumor board

Step 8: Evaluations
before starting
treatment

Step 9: Start treatment

Type of symptom
and way of
discovery

Initial symptom
interpretation

Symptom
disclosure

Traditional herbal
medicine

Over-the-counter
medication

Faith healing

Wait and see

Additional
symptoms

Alternative therapy
failure

Advice and
pressure from
social network

“I was there one day and | examined my breast and | realized that there is a lump at the top.”
(P21)

“When | woke up in the morning, | wore a white nightie the previous night and | realized there was
blood where my breast touched the fabric.” (P19)

“| felt the lump so | kept touching it. My mind went there.... [assuming it was due to breast
cancer].” (P8)

“Whenever | am about to have my menses, my breasts will swell up and become bigger... When |
observed this change... | reasoned that it could be related to my menses. | did not perceive it
serious.” (P11)

“I showed it to three of my sisters.... It looked as if the breast was tilted...One of my sisters
advised me to take it straight to [a district hospital] in the morning if | have insurance.” (P12)

“There was a nurse in our house and...when | told her, she told me to wait for a while because it
could be the result of the ‘sure’ [deodorant] | am using, so | should stop using it.” (P18)

“I considered the lump as one of the usual breast problems. So, | started treating it with herbal
medications.” (P9)

“My children...bought me some medication from the chemist to stop the breast pains.” (P32)

“I initially thought the breast heaviness was due to evil witches bedeviling me. So | went to my
personal priest...and resorted to prayers.” (P26)

“I found the lump in August, | thought it was just an ordinary lump.... Hence | waited until around
October but monitored the symptom alongside.” (P6)

“Since it started being painful | had to do away with the herbal treatment and report to the
[hospital].” (P24)

“When the lump appeared, we started treating it with herbal medications and it went down a bit
and it reappeared a little worse...When the herbal medication did not work we brought it to
[hospital].” (P9)

“The moment | told them [friends about symptoms], they said ‘be quick and take it to the hospital
because you don't play around with diseases affecting the breast....” And | rushed to the
hospital.” (P7)

“And when we went there [district hospital] the doctor declared it to be a lump so we should go
and take a scan and he will take it (the lump) out for me.” (P17)

“I went to see the doctor [district hospital] and he told me that those who used to work on these
kind of cases are no longer working at the hospital. So he called another doctor at [tertiary
hospital] and informed him that he is sending a patient to him...I started coming here [tertiary
hospital].” (P30)

“I went to the hospital [regional facility], and they told me ‘No, it is not anything’ so | should go
home...Three weeks’ time, | went to [another facility] ... for review. And when they checked,
they said the thing [lump] was no longer there. And me too, | just relaxed and stayed at home.”
(P16)

“Well, when | came to [tertiary hospital] he [doctor] gave us some tests and we took a very big
picture [scans]. He also requested another test at [private lab]. | have even been to that place
two times. And all the documents associated with these are there. And | can’t even count the
numerous other tests I've done over here.” (P5)

“He [doctor] took a sample of the breast...then he asked that | take a scan of the breast. He also
asked me to go to [private lab] where they put the breast in a machine (mammogram].” (P11)

“I did the breast scan mammogram and the tissue biopsy...and | went for the results and it they
told me it was cancer.” (P8)

“Following the diagnosis, we were scheduled for a meeting [tumor board] in two weeks. The
doctor explained that everyone involved [at the tumor board] will bring their opinion ...it is
important for me to sit in during deliberations... However, the same doctor later told us not to
come for the meeting due to my long distance, so he will represent me.” (P4)

“He requested | go for a lab test... they examined a lot of tissues They examine your blood; they
check the blood to know if you can take the thing [chemotherapyl.” (P23)

“I did four chemotherapy cycles before | was operated on. Then another four after operation.”
(P12)

whereas the rest used alternative strategies to man-
age the symptoms (i.e., Step 1 to Step 2).

Traditional

herbal medicine.

Six women, most of
whom thought the symptom was a boil, visited tradi-
tional healers for herbal medicine, which they applied
on the breast hoping the lump would disappear.

“When it [lump] initially started, I bought some herbal med-
ication...and... smear it on the place... I thought it was a boil
and when I take the drugs, it will eliminate it.” (P12)

Self-medication. Two women whose initial symp-
tom was breast pain used over-the-counter medication
to reduce the breast pain and stop the spread of the
infection.
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Step 2: Initial symptom management
i Step 3: Step 4a: Step 4b: Step 4c:
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‘ Step 5: Diagnostic evaluations
Step 6: Get diagnosed with breast cancer
Step 7: Tumor board
Step 8: Pre-treatment evaluations
Step 9: Start treatment
FIG. 1. Pathway of care from symptom detection to treatment for breast cancer patients in Kumasi,
Ghana. Dotted lines represent patients going back to previous steps. Solid lines represent patients moving
forward in the pathway.
(. J

“It was Ampiclox and Paracetamol that were helping me.
So whenever I took these, then the pains would reduce a
little...and stop the infection.” (P22)

Faith healing. Two women who associated the symp-
toms to spiritual causes sought faith healing to manage
the initial symptoms.

“A friend introduced me to a prayer group and so I joined...I
put [prayer group anointed] oil on it.” (P32)

Wait and see. Nineteen women decided to monitor
the symptoms since they were not disrupting their
daily activities and they did not consider them serious
enough to seek care.

“So when I observed the lump, I decided to wait awhile...

because it wasn’t causing me any pain. I could carry on my
normal activities.” (P25)

Step 3: Decision to seek orthodox medicine

Eventually all the women decided to seek orthodox
medicine (i.e., either Step 1 to Step 2 or Step 2 to
Step 3) due to a combination of the following factors.

Additional symptoms. Ten women decided to seek
allopathic medicine only when additional symptoms

disrupted their daily activities. These additional symp-
toms included pain, lump enlargement, wound, increa-
sed breast swelling, and liquid oozing from the breast.

“The lump was tiny but later on, it was getting bigger and that
was the reason that prompted me to come to [hospital].” (P27)

Alternative therapy failure. Some women decided to
seek orthodox medicine when there was no improve-
ment from the use of alternative therapy.

“Later, I realized the lump was getting bigger and when I touch the

breast, it was more painful... I couldn’t groom regularly...that
was when I realized that I have to go to the hospital.” (P22)

Advice and pressure from social network. Other pa-
tients sought orthodox medicine due to advice from
their social network. The advice could have been im-
mediately after the patient saw the initial symptom,
after failed alternative therapy or after they had addi-
tional symptoms.

“So when I told my husband, he said you are saying you have
observed a lump...take it to the hospital.” (P18)

Diagnostic interval

The average time between reaching the first health
facility and getting a breast cancer diagnosis was
6 months (range 1-8 months).
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Step 4a: Reach first health facility

The health care system in Ghana includes both private
and public hospitals. The public health care structure
comprises three main levels: health centers and district
hospitals that provide basic health care, regional hospi-
tals that provide secondary health care, and teaching
hospitals that provide tertiary care.”” The two ma-
jor factors that influenced which initial health facility
women sought care at were recommendation from so-
cial network and familiarity with the specific health
care providers. Familiarity with specific health care pro-
viders could be due to information the women had
heard from the media or where they sought regular med-
ical care. Most women first sought medical care at
health centers and district hospitals. Only eight women
initially sought care at teaching hospitals. Three women
initially sought care at one of the private hospitals.
Once at the first health care facility, the women were
examined and either (1) referred for diagnostic evalua-
tions (i.e., Step 4a to Step 5); or (2) referred to a higher-
level facility that had breast cancer specialists (i.e., Step
4a to Step 4b); or (3) misdiagnosed and went back
home (i.e., Step 4a to Step 1).

I felt the burning sensation and to [health center] who
declared there was nothing wrong...I went back home. (P3)

Step 4b: Reach second health facility

At the second health facility, women were either (1)

referred for diagnostic evaluations (i.e., Step 4b to

Step 5), or (2) went back home due to misdiagnosis

(i.e., Step 4b to Step 1), or (3) referred to a third higher

level facility for diagnosis (i.e., Step 4b to Step 4c).
“[At district hospital], they made me take a scan... And then

later on, I was told...they wouldn’t be able to take care of me
so I should come to [tertiary hospital].” (P12)

Step 4c: Reach third health facility

One woman was referred to multiple facilities before

she was diagnosed (i.e., Step 4a to 4b to 4c to 5).
“I went to the nurses [in a health center] who advised going to
see the doctor [at district hospital].... He [doctor at district
hospital] recommended being transferred because of how ad-
vanced my situation was. He directed me to [regional hospi-

tal]. However, we didn’t go but came here instead [tertiary
hospital].” (P4)

Step 5: Diagnostic evaluations

None of the hospitals, including the tertiary hospitals,
had all the necessary diagnostic services available.
Patients had to be referred to private laboratories for
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diagnostic procedures such as mammogram. This pro-
cess involved the women going back and forth from
the referring hospital to the diagnostic laboratories
for sample collection and back to the hospital to pres-
ent the results.
“The staff of [tertiary hospital) required me to do a lot of
labs... I was made to place my breast in a machine [mammo-

gram] in [private lab] and I brought all the results back to
them.” (P13)

Step 6: Get diagnosed with breast cancer

Eventually all women were diagnosed with breast can-
cer. Twenty women were diagnosed at tertiary hospi-
tals, three women were diagnosed at private hospitals,
while the rest were diagnosed at regional and district
hospitals. At the diagnosing facility, the women were
examined and if the provider was suspicious of breast
cancer, they would order diagnostic evaluations for her.
These evaluations included mammogram, computed to-
mography (CT) scan, and biopsy.

“I did the mammogram and then the ultra sound... then bi-

opsy. It was the biopsy that proved it that it was cancerous

cells.” (P6)

Twenty-one women were missing stage information
and 23 women were missing breast subtype information.
Of the 10 women who had stage information, 60% had
stage III disease, 20% had stage IV, and 20% had stage
II. Of the eight women who had breast subtype informa-
tion, 25% had human epidermal growth factor receptor
2-enriched subtype, 25% had luminal A, and 50% had
triple-negative subtype. The women stated their initial
reactions to the diagnosis included shock, fear of mastec-
tomy and death, crying, and financial worry. However,
others said they were not scared or worried as they
leaned on their religious faith and encouragement from
the doctor who delivered the diagnosis. Some patients
continued to Step 7, whereas others went back to Step 1.

Pretreatment interval

The average time between breast cancer diagnosis
and starting treatment was 5 months (range 3 weeks-
6 months).

Step 7: Discussion at tumor board

KATH tumor board group consists of surgeons, pa-
thologists, oncologists, radiologists, and nurses. After
diagnosis, all patients are discussed by the tumor
board to determine the treatment course. Patients are
encouraged to be present when their cases are being
discussed if at all possible.
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“The doctor scheduled me for a meeting [tumor board]. The
nurse brought me to this meeting. So after they [tumor
board members] had asked me a few questions, they discussed
it and started me on the chemo.” (P28)

Step 8: Evaluations before starting treatment
After breast cancer diagnosis, the women typically
needed more laboratory testing before they started
treatment.

“I had to finish my labs; the full blood count, the kidney

function test and everything before they started the treat-
ment.” (P8)

Treatment interval
Step 9: Start treatment. The most common treatment
course was neoadjuvant chemotherapy, followed by sur-
gery, followed by adjuvant chemotherapy and radio-
therapy and hormone therapy.
“I was given six injections of chemotherapy... then they took
me to cut off the breast [mastectomy]. After the operation
I was put on a machine [radiotherapy], and after the machine,

I was given a prescription for medication that I was buying
[hormone therapy].” (P29)

Discussion
This study describes Ghanaian women’s paths from the
moment they detect breast cancer-related symptoms
through receipt of breast cancer treatment. To our
knowledge, this is the first study to trace the breast can-
cer care pathway from Ghanaian women’s perspectives.
Similar to Kohler et al.° study we found that the breast
cancer pathway in Ghana is not linear. The Model of
Pathways to Treatment framework,” which we used
to guide our data collection, is built on an assumption
that women only use orthodox medicine to manage
their breast cancer. However, in our study, we found
that women frequently moved among different man-
agement approaches. We propose a modified frame-
work (Fig. 1), which is grounded in findings from our
interviews with Ghanaian women with breast cancer.
All the women discovered the symptoms themselves
but only two women initially associated their symp-
toms with breast cancer. The rest thought their symp-
toms were not serious or could be easily managed by
alternative therapies. This contributed to the substan-
tially long average time of 11 months between detec-
tion symptoms and seeking orthodox medicine. The
women in our study used different strategies to manage
their breast cancer symptoms: traditional herbal medi-
cine, over-the-counter medication, faith healing, and
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wait and see if the symptoms went away. Wait and
see was the most common management strategy and
involved the women monitoring their symptoms at
home until they progressed to where the symptoms dis-
rupted their ability to carry out daily activities. The
main reasons for a wait and see approach were no
pain associated with the symptom and interpretation
that the symptoms were not serious and would resolve
with time. This is consistent with previous research,
which has shown that women who have symptoms
that are not associated with pain and who interpret
symptoms as not serious are less likely to seek care
immediately.'®

The second most common symptom management
strategy was seeking care from traditional herbalists
and faith healers (alternative therapy providers). In
our study, the women who sought alternative thera-
pies assumed their symptoms were due to common
ailments such as a boil or were caused by evil powers.
Alternative therapy providers are more accessible,
thus, are more often consulted for common ailments.
They are also more trusted, compared with orthodox
medicine providers, to treat diseases whose cause is
associated with spiritual powers.”® Alternative therapy
is commonly used in Ghana and other sub-Saharan
African countries for cancer management.”> However,
the literature typically describes alternative therapy as a
barrier to early detection and timely orthodox medi-
cine receipt.”>® To improve breast cancer management
in this community, it is essential to acknowledge the
critical role of alternative therapy in the breast cancer
diagnosis and care pathways and develop approaches
that integrate them into breast cancer diagnosis and
management. In 2011, a plan for integrating alterna-
tive therapy and orthodox medicine for all diseases
was launched in Ghana. However, there were no clear
guidelines on what integration meant and how to go
about it. For example, a study in one of the pilot hos-
pitals for the integration found that patients who
were seeking care at the hospital were not even aware
that herbal services were also being provided. In addi-
tion, the orthodox medicine providers at the pilot hos-
pital perceived both systems to be parallel instead of
integrated.*

There is potential for successful integration of alter-
native therapy providers in breast cancer management
in Ghana. Faith healers and traditional herbal medicine
providers in Ghana have expressed interest in working
collaboratively with orthodox medicine providers.”"**
Alternative therapy providers have previously been
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successfully integrated in HIV/AIDS and mental health
care prevention and delivery.**>** For the integration to
be successful, there needs to be trust between orthodox
and alternative therapy providers and an acknowledg-
ment that both providers are complimentary.” In an
integrated system, alternative therapy providers can
play two major roles: triage and offering psychosocial
care and support. In the triage role, alternative therapy
providers would immediately refer women with breast
cancer-related symptoms to orthodox medicine. The
psychosocial role of alternative therapy providers was
also clear from our study, where some women consul-
ted with faith healers for emotional support after the
diagnosis.

All the women in our study detected the symptoms
themselves. This is expected given Ghana does not
have a national breast cancer screening program thus
screening is ad hoc.” However, there are nongovern-
mental organizations (NGOs) in Ghana that organize
clinical breast examinations (CBE). CBE is the physical
examination by a health care provider to check for
breast abnormalities.”® CBE has been shown to lead
to significant breast cancer downstaging.”” However,
the CBE programs organized by the NGOs in Ghana
are sporadic, which reduces their effectiveness. For
example, one of the women in our study noticed the
breast cancer-related symptoms in August. However,
she was not aware of any hospitals that carried out
breast cancer screening so she decided to wait for the
annual October community breast cancer screening.
For these programs to be effective, they need to be con-
sistently available and women need to be aware of their
locations.

Given the challenges of implementing national
screening programs, a more cost-effective method to
increase early diagnosis might be breast cancer aware-
ness programs. Four women in our study sought med-
ical care faster since they had learnt about breast cancer
through the media and church events. In addition,
a study in Ghana found that a community-based breast
cancer awareness program significantly improved
women’s breast cancer knowledge and uptake of breast
self-exam.”® Studies found that 60% of women in
Ghana got health information from radio and televi-
sion” and that mass media awareness is a cost-effective
intervention for increasing participation in breast
cancer screening Ghana.*’

Our study has several limitations. There is potential
for selection bias. All our study participants were re-
ceiving breast cancer care, thus, we missed the experi-
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ences of women who never made it to the end of the
breast cancer care pathway. Women who are not en-
gaged in the cancer pathway may have had different
experiences that we did not capture. However, we be-
lieve that the experiences of women who successfully
navigated the various health care systems have insights
that apply to those who were not successful. We asked
women to remember all the steps that they took since
symptom detection. Some of the women admitted
they did not recall some of the events. Recall bias
could also impact our study. For example, women
may not have mentioned that they sought alternative
therapies at some point in their pathway due to stigma.
Strengths of our study include examining the pathway
from the women’s perspective and use of medical re-
cords to confirm procedures and treatment.

Conclusions

Our study highlights the large number of steps that
women go through from symptom detection to receiv-
ing orthodox breast cancer treatment in Ghana. Our
framework can be used to identify locally relevant in-
terventions that can be implemented to improve early
detection and timely treatment of breast cancer in
Ghana. Theoretical frameworks are important as they
provide a systematic approach to understanding heath-
seeking behavior by building on existing knowl-
edge.‘“_43 However, few frameworks include the role
of alternative therapy providers and are therefore not
applicable to settings, where patients commonly seek
care from these providers. We show that alternative
therapy providers play a major role in the breast cancer
care continuum in Ghana and alternative therapy and
orthodox medicine are not mutually exclusive path-
ways that women take contrary to the way they are
presented in the literature. We recommend integration
of alternative therapy providers in breast cancer diag-
nosis and management strategies. Additional research
is warranted to assess how incorporating alternative
therapy providers improves early detection of breast
cancer, access, and adherence to treatment. Lastly,
findings from this study may be applicable to other
countries where use of traditional medicine and faith
healing is common.

Disclaimer

The content is solely the responsibility of the authors
and does not necessarily represent the official views
of the funders.



Mburu, et al.; Women’s Health Report 2021, 2.1
http://online.liebertpub.com/doi/10.1089/whr.2020.0117

Authors’ Contributions

W.M. conceptualized and designed the study, obtained
funding, directed the conduct of the study, analyzed
and interpreted the data, reviewed and revised the article.
A.B.B.M. advised on study conduct, analyzed and inter-
preted the data, and reviewed and revised the article. B.V.
and S.K. obtained funding, advised on study conduct,
interpreted the data, and reviewed and revised the article.
JH.A, B.A., CM.P., and E.O.-B. advised on study con-
duct, interpreted the data, and reviewed and revised
the article. All authors reviewed drafts and approved
the article.

Acknowledgments

The authors are grateful to the women who partici-
pated in this study and the staff of Komfo Anokye
Teaching Hospital Oncology and Breast Care for
their support.

Author Disclosure Statement
No competing financial interests exist.

Funding Information

Research reported in this publication was supported by
the Fogarty International Center of the National Insti-
tutes of Health under grant no. D43TW009345
awarded to the Northern Pacific Global Health Fellows
Program and the University of Minnesota’s CGHSR
Scholars Program.

Supplementary Material
Supplementary Data

References

1. Bray F, Ferlay J, Soerjomataram |, Siegel RL, Torre LA, Jemal A. Global
cancer statistics 2018: GLOBOCAN estimates of incidence and mortality
worldwide for 36 cancers in 185 countries. CA Cancer J Clin 2018;68:
394-424.

2. Ferlay J, Ervik M, Lam F, et al. Global Cancer Observatory: Cancer Today.
Lyon, France: International Agency for Research on Cancer, 2018. Avail-
able at: https://gco.iarc.fr/today Accessed July 8, 2020.

3. Clegg-Lamptey J, Dakubo J, Attobra YN. Why do breast cancer patients
report late or abscond during treatment in Ghana? A pilot study. Ghana
Med J 2009;43:127-131.

4. Scherber S, Soliman AS, Awuah B, et al. Characterizing breast cancer
treatment pathways in Kumasi, Ghana from onset of symptoms to final
outcome: Outlook towards cancer control. Breast Dis 2014;34:139-149.

5. Dedey F, Wu L, Ayettey H, et al. Factors associated with waiting time for
breast cancer treatment in a Teaching Hospital in Ghana. Health Educ
Behav 2016;43:420-427.

6. Kohler RE, Gopal S, Miller AR, et al. A framework for improving early
detection of breast cancer in sub-Saharan Africa: A qualitative study of
help-seeking behaviors among Malawian women. Patient Educ Couns
2017;100:167-173.

7. Bonsu AB, Ncama BP. Recognizing and appraising symptoms of breast
cancer as a reason for delayed presentation in Ghanaian women:

A qualitative study. PLoS One 2019;14:€0208773.

17.

18.

19.

20.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

puiry

243

. Agbeko AE, Arthur J, Bayuo J, Kaburi BB, Kyei I. Seeking healthcare at their

‘right’ time; the iterative decision process for women with breast cancer.
BMC Cancer 2020;20:1011.

. Scott SE, Walter FM, Webster A, Sutton S, Emery J. The model of pathways

to treatment: Conceptualization and integration with existing theory. Br J
Health Psychol 2013;18:45-65.

. Bairati |, Fillion L, Meyer FA, Hery C, Larochelle M. Women's perceptions

of events impeding or facilitating the detection, investigation and
treatment of breast cancer. Eur J Cancer Care 2006;15:183-193.

. Moustakas C. Phenomenological research methods. Thousand Oaks, CA:

SAGE Publications, Inc., 1994.

. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K.

Purposeful sampling for qualitative data collection and analysis in mixed
method implementation research. Adm Policy Ment Health 2015;42:
533-544.

. Grady MP. Qualitative and action research: A practitioner handbook.

Bloomington, IN: Phi Delta Kappa, 1998.

. Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative research:

Exploring its conceptualization and operationalization. Qual Quant 2018;
52:1893-1907.

. Frie KG, Kamaté B, Traoré CB, Ly M, Kantelhardt EJ. Tackling late-stage

diagnosis of breast cancer patients in sub-Saharan Africa: A case study
from Mali. J Glob Oncol 2018;4(Supplement 2):64s.

. Grosse Frie K, Kamaté B, Traoré CB, Coulibaly B, Mallé B, Kantelhardt EJ.

Health system organisation and patient pathways: Breast care patients’
trajectories and medical doctors’ practice in Mali. BMC Public Health
2019;19:204.

Moodley J, Cairncross L, Naiker T, Momberg M. Understanding pathways
to breast cancer diagnosis among women in the Western Cape Province,
South Africa: A qualitative study. BMJ Open 2016;6:¢009905.

Moodley J, Cairncross L, Naiker T, Constant D. From symptom discovery to
treatment—women’s pathways to breast cancer care: A cross-sectional
study. BMC Cancer 2018;18:312.

Brown CA, Kohler RE, John O, et al. Multilevel factors affecting time to
cancer diagnosis and care quality in Botswana. Oncologist 2018;23:1453-
1460.

Stamatovic L, Vasovic S, Trifunovic J, et al. Factors influencing time to
seeking medical advice and onset of treatment in women who are
diagnosed with breast cancer in Serbia. Psychooncology 2018;27:576-582.

. QSR International Pty Ltd. (2018) NVivo (Version 12), Available at: https://

www.gsrinternational.com/nvivo-qualitative-data-analysis-software/
home Accessed November 15, 2019.

Miles MB, Huberman MA, Saldana J. Qualitative data analysis: A methods
sourcebook, 3rd ed. Thousand Oaks, CA: SAGE Publications, Inc., 2014.
Mays N, Pope C. Rigour and qualitative research. BMJ 1995;311:109-
112.

Carter N, Bryant-Lukosius D, DiCenso A, Blythe J, Neville AJ. The use

of triangulation in qualitative research. Oncol Nurs Forum 2014;41:545-
547.

Birt L, Scott S, Cavers D, Campbell C, Walter F. Member checking: A tool to
enhance trustworthiness or merely a nod to validation? Qual Health Res
2016;26:1802-1811.

O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for
reporting qualitative research: A synthesis of recommendations. Acad
Med 2014;89:1245-1251.

Abor P, Abekah-Nkrumah G, Abor J. An examination of Hospital
Governance in Ghana. Leadersh Health Serv 2008;21:47-60.

James PB, Wardle J, Steel A, Adams J. Traditional, complementary and
alternative medicine use in Sub-Saharan Africa: A systematic review. BMJ
Glob Health 2018;3:@000895.

Yarney J, Donkor A, Opoku SY, et al. Characteristics of users and
implications for the use of complementary and alternative medicine
in Ghanaian cancer patients undergoing radiotherapy and chemo-
therapy: A cross- sectional study. BMC Complement Altern Med 2013;
13:16.

Boateng MA, Danso-Appiah A, Turkson BK, Tersbgl BP. Integrating bio-
medical and herbal medicine in Ghana—experiences from the Kumasi
South Hospital: A qualitative study. BMC Complement Altern Med 2016;
16:189.

O'Brien KS, Soliman AS, Awuah B, et al. Establishing effective registration
systems in resource-limited settings: Cancer registration in Kumasi,
Ghana. J Registry Manag 2013;40:70-77.


https://gco.iarc.fr/today
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home

Mburu, et al.; Women’s Health Report 2021, 2.1
http://online.liebertpub.com/doi/10.1089/whr.2020.0117

32

33.

34.

35.

36.

37.

38.

39.

40.

Arias D, Taylor L, Ofori-Atta A, Bradley EH. Prayer camps and biomedical
care in Ghana: Is collaboration in mental health care possible? PLoS One
2016;11:e0162305.

Furin J. The role of traditional healers in community-based HIV care in
rural Lesotho. J Community Health 2011;36:849-856.

Gureje O, Appiah-Poku J, Bello T, et al. Effect of collaborative care
between traditional and faith healers and primary health-care workers
on psychosis outcomes in Nigeria and Ghana (COSIMPO): A cluster
randomised controlled trial. Lancet 2020;396:612-622.

Krah E, de Kruijf J, Ragno L. Integrating traditional healers into the health
care system: Challenges and opportunities in rural Northern Ghana.

J Community Health 2018;43:157-163.

Centers for Disease Control and Prevention. What Is Breast Cancer
Screening? Available at: https://www.cdc.gov/cancer/breast/basic_info/
screening.htm Accessed August 10, 2020.

Devi BC, Tang TS, Corbex M. Reducing by half the percentage of late-
stage presentation for breast and cervix cancer over 4 years: A pilot
study of clinical downstaging in Sarawak, Malaysia. Ann Oncol 2007;18:
1172-1176.

Mena M, Wiafe-Addai B, Sauvaget C, et al. Evaluation of the impact of a
breast cancer awareness program in rural Ghana: A cross-sectional sur-
vey. Int J Cancer 2014;134:913-924.

Opoku SY, Benwell M, Yarney J. Knowledge, attitudes, beliefs, behaviour
and breast cancer screening practices in Ghana, West Africa. Pan Afr Med
J2012;11:28.

Zelle SG, Nyarko KM, Bosu WK, et al. Costs, effects and cost-effectiveness
of breast cancer control in Ghana. Trop Med Int Health 2012;17:
1031-1043.

244

41. Walter F, Webster A, Scott S, Emery J. The Andersen Model of total patient

delay: A systematic review of its application in cancer diagnosis. J Health
Serv Res Policy 2012;17:110-118.

42. Scott S, Walter F. Studying help-seeking for symptoms: The challenges of

methods and models. Soc Personal Psychol Compass 2010;4:531-547.

43. Weller D, Vedsted P, Rubin G, et al. The Aarhus statement: Improving

design and reporting of studies on early cancer diagnosis. Br J Cancer
2012;106:1262-1267.

Cite this article as: Mburu W, Boamah Mensah AB, Virnig B, Amuasi
JH, Awuah B, Porta CM, Osei-Bonsu E, Kulasingam S (2021) Pathways
to breast cancer diagnosis and treatment among women in Ghana: a
qualitative study, Women'’s Health Report 2:1, 234-244, DOI: 10.1089/
whr.2020.0117.

Abbreviations Used

CBE = clinical breast examinations
CT = computed tomography
HER2 = human epidermal growth factor receptor 2
KATH = Komfo Anokye Teaching Hospital
NGOs = nongovernmental organizations
RA = Research Assistant

Publish in Women'’s Health Reports

— =Immediate, unrestricted online access
‘Women*s Health

= Ri :
Reports | "RIgorous peer review

= Compliance with open access mandates
= Authors retain copyright

= Highly indexed
=Targeted email marketing

g o it o e

liebertpub.com/whr


https://www.cdc.gov/cancer/breast/basic_info/screening.htm
https://www.cdc.gov/cancer/breast/basic_info/screening.htm
http://www.liebertpub.com/whr#utm_campaign=whr&utm_medium=article&utm_source=advert

