
Advances in Radiation Oncology (2023) 8, 101257
Scientific Article
A Multi-Institutional Study of Barriers to Cervical
Cancer Care in Sub-Saharan Africa

Aparna Kambhampati, BSA,a Kinza Meghani, BSA,a

Ntokozo Ndlovu, MBChB, MMed,b,c Barati Monare, RN,d Mercia Mutimuri, RN,b

Lisa Bazzett-Matabele, MD,e Peter Vuylsteke, MD,e Rebecca Ketlametswe, BA,d

Tlotlo Ralefala, MD,f Alfred I. Neugut, MD,g,h Judith S. Jacobson, DrPH,h

Horia Vulpe, MD,i,1 and Surbhi Grover, MD, MPHd,j,1,�

aSchool of Medicine, University of Texas at Southwestern, Dallas, Texas; bDepartment of Oncology, University of Zimbabwe,
Harare, Zimbabwe; cRadiotherapy entre Parirenyatwa Group of Hospitals, Harare, Zimbabwe; dBotswana−University of
Pennsylvania Partnership, Gaborone, Botswana; eUniversity of Botswana, Gaborone, Botswana; fPrincess Marina Hospital,
Gaborone, Botswana; gDepartment of Medical Oncology and Herbert Irving Comprehensive Cancer Center, Columbia
University, New York; hDepartment of Epidemiology, Columbia University, New York; iDepartment of Radiation Oncology,
Queen’s Medical Center, Honolulu, Hawaii; and jDepartment of Radiation Oncology, University of Pennsylvania,
Philadelphia, Pennsylvania

Received 2 March 2023; accepted 13 April 2023

Purpose: The global rise in cancer incidence has been accompanied by disproportionately high morbidity and mortality rates in low-
and middle-income countries. Many patients who are offered potentially curative treatment for cervical cancer in low- and middle-
income countries never return to start treatment for reasons that are poorly documented and little understood. We investigated the
interplay of sociodemographic, financial, and geographic factors as barriers to care among such patients in Botswana and Zimbabwe.
Methods and Materials: Patients seen in consultation between 2019 and 2021 who were >3 months late for an appointment to
initiate definitive treatment were contacted via telephone and invited to complete a survey. Afterward, an intervention connected
patients with resources and counseling to return for treatment. Follow-up data were collected 3 months later to ascertain the outcomes
of the intervention. Fisher exact tests analyzed the relationship between the putative number and types of barriers and demographics.
Results: We recruited 40 women who initially presented for oncology care but did not return for treatment at [Princess Marina
Hospital] in Botswana (n = 20) and [Parirenyatwa General Hospital] in Zimbabwe (n = 20) to complete the survey. Overall, married
women experienced more barriers than unmarried women (P < .001), and unemployed women were 10 times more likely to report a
financial barrier than employed women (P = .02). In Zimbabwe, financial barriers and belief-associated barriers (eg, fear of treatment)
were reported. In Botswana, many patients noted scheduling obstacles associated with administrative delays and COVID-19. At follow-
up, 16 Botswana patients and 4 Zimbabwe patients had returned for treatment.
Conclusions: Financial and belief barriers identified in Zimbabwe showcase the importance of targeting cost and health literacy to
reduce apprehensions. In Botswana, administrative challenges could be addressed with patient navigation. Improving our
understanding of the specific barriers to cancer care could enable us to help patients who might otherwise default.
© 2023 The Authors. Published by Elsevier Inc. on behalf of American Society for Radiation Oncology. This is an open access
article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction
The global burden of cancer has increased rapidly over
the last few years. It has been accompanied by dispropor-
tionately high morbidity and mortality rates in low- and
middle-income countries (LMICs).1 By 2030, 75% of all
cancer deaths worldwide will occur in LMICs, while mor-
tality rates will decline or stabilize in many higher-income
countries.2 These disparities appear to reflect differences
in access to and utilization of health care. Providing access
to effective treatment is a challenge in many LMICs, but
where such treatment is available, failure to use it calls for
investigation of that failure and then appropriate inter-
ventions to overcome the barriers to timely care.

In general, studies of barriers to cancer care identify
patients who present late after surmounting whatever bar-
riers they faced to receive the care they need.3,4 However,
many patients are simply lost to follow-up after diagnosis
and never return. The barriers these patients face may be
different, but they are largely unknown. Previously, a
study at the National Radiotherapy Oncology and Nuclear
Medicine Centre in Ghana found that more than 50% of
patients diagnosed, staged, and prescribed a treatment for
cervical cancer never returned for treatment.5 This finding
raised questions about what specific factors constituted
barriers to health services for such patients. Investigators
hypothesized that factors such as financial constraints,
lack of patient education, lack of trust in the medical sys-
tem, limited radiation facilities, and poor transportation
infrastructure might all contribute to the large cancer bur-
den. We therefore undertook to evaluate these factors and
to explore an intervention to prevent default in 2 sub-
Saharan African countries, Botswana and Zimbabwe,
among women who were proposed a curative treatment
course but never returned for initiation.

Botswana is a land-locked country with a population of
2.2 million and the fourth highest gross domestic product
per capita ($15,015) in Africa, but there is significant
wealth inequality. The country has a heavy cancer burden,
and cervical cancer is the primary cause of cancer mortal-
ity in women, accounting for 18.6% of all cancer fatali-
ties.6 Government taxes fund 68% of Botswana’s health
care system, and only 4.2% of the population resorts to
out-of-pocket spending.7

Zimbabwe has a population of nearly 15 million and a
per capita gross domestic product of $2301. It is also land-
locked and is a neighbor of Botswana. In Zimbabwe too,
cervical cancer is the primary contributor to female can-
cer mortality, accounting for 19% of the cancer burden in
women of all ages and ethnicities.8 Furthermore, nearly
80% of patients with cervical cancer present with
advanced-stage disease and therefore have poor survival.9

The central government is a major domestic funding
source for health care, but funds from nongovernmental
organizations and out-of-pocket spending also pay some
health care costs. Screening and treatment costs at the
[Princess Marina Hospital] in Botswana were fully funded
by the government, whereas chemotherapy and radiation
treatment at the [Parirenyatwa General Hospital] in Zim-
babwe required self-funding by patients.

Although both countries are working toward universal
health care coverage, cancer incidence and mortality rates
continue to rise.10 Additionally, the COVID-19 pandemic
has had a devastating effect on national health care sys-
tems and economies, further highlighting the importance
of evaluating and addressing the reasons why patients fail
to use available cancer care.
Methods and Materials
Sampling and data collection

This study was a multicenter cross-sectional study in 2
sub-Saharan African countries, Botswana and Zimbabwe,
designed jointly with local investigators in [in sub-
Saharan Africa, University of Pennsylvania, Philadelphia,
PA and Columbia University Irving Medical Center, New
York, NY]. Paper and electronic charts were reviewed at
[Princess Marina Hospital, Botswana and Parirenyatwa
General Hospital, Zimbabwe] to identify patients with
cervical cancer seen in consults who failed to return for
curative cancer treatment consisting of surgery, radiation
therapy, or chemoradiation. From January 2019 to
December 2021, patients over the age of 18 years at
enrollment were selected if they had missed appointments
for treatment >3 months after the last visit. Institutional
review board approval was obtained at [Columbia Univer-
sity Irving Medical Center, the University of Pennsylva-
nia, and locally in Botswana and Zimbabwe].

For each subject, demographic and cancer data were
recorded from the charts. Data included age at diagnosis;
date of diagnosis; date of presentation to cancer center;
address; distance from cancer center (calculated); marital
status; number of children; occupation (or current
employment); insurance coverage; social welfare coverage;
cancer pathology; TNM (tumor, node, metastases) stage;
planned treatment (surgery, radiation, chemotherapy);
cost of proposed therapy (calculated where applicable);
HIV status; primary language; and date of last follow-up.

Trained researchers contacted the patients or their
next of kin by phone to remind them of their appoint-
ment and to invite them to participate in a telephone sur-
vey on barriers to cancer care. Next of kin or husbands
who completed the survey resided in the same home as
the patients and relayed the pertinent information. In this
study, barriers to care were defined as any reported factor
or obstacle that prevented patients from returning to the
clinic for review or curative treatment. After informed
consent, a standardized telephone questionnaire was
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administered in language appropriate to the interviewee
and translated by the local investigator when needed.

After the questions, interviewers offered to connect
patients with resources available in their area, whether
financial, transportation, social services, or other. Three
months after the survey was completed, charts of patients
who had completed the questionnaire were reviewed, and
the number of patients who returned for cancer treatment
was noted as a measure of the success of the intervention.
Follow-up interviews with defaulting patients were con-
ducted through March 2022 because of delays from
COVID-19.
Statistical analysis

Statistical analysis was conducted using R via the R
Studio program (R. RStudio, PBC, Boston, MA). Descrip-
tive statistics, including total frequencies and percentages
of responses were collected for each question. Twenty
patients were selected for the sample size based on feasi-
bility and expert consensus among members of the
research team. Because of this sample size, Fisher exact
tests were used to analyze the relationship between num-
ber and types of barriers and demographics. The purpose
of this analysis was to determine the associations of age,
occupation, HIV status, stage, or education with barriers
to care. A P value of .05 or less was considered statistically
significant.
Results
Sociodemographics

A convenience sample of 40 patients who initially pre-
sented for oncology care but did not return for treatment
at [Princess Marina Hospital in Botswana] (n = 20) and
[Parirenyatwa General Hospital in Zimbabwe] (n = 20)
completed the survey. Table 1 lists the demographic char-
acteristics of the cervical cancer patient populations in
Zimbabwe and Botswana (n = 40). Patients ranged from
32 to 84 years with a median age of 48 in Botswana (IQR,
40-57 years) and a median age of 52 in Zimbabwe (IQR,
43-61 years). Most patients were unemployed, possibly
homemakers (n = 29, 72.5%), with a higher unemployed
population in Zimbabwe at 95% (n = 19) compared with
50% in Botswana (n = 10). In Botswana, a majority of
patients were unmarried (n = 12, 60%), whereas in Zim-
babwe all patients were either married or divorced. Sev-
enty-five percent of Zimbabwe patients attended any
secondary school (n = 17), whereas only 30% (n = 6) of
those from Botswana attended secondary school. All Bot-
swana patients believed that the cost of treatment would
be covered by the government, whereas in Zimbabwe
patients expected to pay at least P1000 ($77 United States
dollars [USD]).

Table 2 lists the Fisher exact P values for the difference
between the number of unemployed and employed
women who had barriers and the difference among
women of various marital statuses. Unemployed women
reported many more barriers than employed patients
(Fisher exact P = .004), and unemployed women were
10.32 times more likely than employed women to report a
financial barrier (P = .02). In addition, married, unmar-
ried, and divorced/separated women reported different
degrees of delays to care (P < .001). However, education
level was not associated with the number or type of delays
to cancer care.
Clinical features

Table 3 lists clinical factors by country. Overall, 14
patients (35%) had advanced (stage III or IVA) cervi-
cal cancer at diagnosis. Nineteen patients (47.5%) were
HIV-positive and 20 were HIV-negative (n = 20,
50%). All self-reported HIV-negative patients in Bot-
swana stated results from previously received HIV test-
ing; however, 1 patient who stated she was HIV
negative in Zimbabwe had never been tested for the
virus. Neither the age of presentation nor HIV status
was associated with the number of barriers experi-
enced in Zimbabwe or Botswana.
Follow-up data

Table 4 shows the follow-up appointment data for
Zimbabwe and Botswana subsequent to the interview. Of
the 20 patients in Botswana, 16 returned for follow-up
and started chemotherapy, radiation, or surgical treat-
ment. Of the 20 patients in Zimbabwe, 4 returned for
review or treatment initiation.
Barriers to care

Table 5 shows a breakdown of the sociodemo-
graphic factors associated with default in Zimbabwe
and Botswana. The obstacles were divided into 3 cate-
gories: financial, logistics, and beliefs. As expected,
patients from Zimbabwe reported significant financial
barriers due to limited financial support from the gov-
ernment and high out-of-pocket costs. Additionally,
the Fisher exact P value was significant at P<.0001
for the difference in the total number of patients who
reported at least 1 financial barrier in Botswana and
Zimbabwe. Patients in Zimbabwe also reported
obstacles reflecting their doubts regarding the efficacy
of treatment, fear of side effects, and lack of trust in



Table 1 Demographic characteristics of patient population by country

Category Zimbabwe (n = 20) Botswana (n = 20) Total (n = 40)

Occupation

Employed 1 (5.0%) 5 (25.0%) 6 (15.0%)

Unemployed 19 (95.0%) 10 (50.0%) 29 (72.5%)

Unknown 0 (0.0%) 5 (25.0%) 5 (12.5%)

Marital status

Divorced/separated 10 (50.0%) 3 (15.0%) 13 (32.5%)

Married 10 (50.0%) 5 (25.0%) 15 (37.5%)

Never married 0 (0.0%) 12 (60.0%) 12 (30.0%)

Number of children

0-3 10 (50.0%) 1 (5.0%) 11 (27.5%)

4-5 5 (25.0%) 1 (5.0%) 6 (15.0%)

>5 5 (25.0%) 0 (0.0%) 5 (12.5%)

Unknown 0 (0.0%) 18 (90.0%) 18 (45.0%)

Social welfare

No 19 (95.0%) 11 (55.0%) 30 (75.0%)

Yes 1 (5.0%) 0 (0.0%) 1 (2.5%)

Unknown 0 (0.0%) 9 (45.0%) 9 (22.5%)

Education level

Any primary 3 (15.0%) 4 (20.0%) 7 (17.5%)

Any secondary 17 (85.0%) 6 (30.0%) 23 (57.5%)

Unknown 0 (0.0%) 10 (50.0%) 10 (25.0%)

Insurance coverage

No 18 (90.0%) 12 (60.0%) 30 (75.0%)

Yes 0 (0.0%) 1 (5.0%) 1 (2.5%)

Unknown 2 (10.0%) 7 (35.0%) 9 (22.5%)

Anticipated treatment*

Surgery 1 (5.0%) 2 (10.0%) 3 (7.5%)

Chemotherapy 12 (60.0%) 15 (75.0%) 27 (67.5%)

Radiation 17 (85.0%) 17 (85.0%) 34 (85%)

Patient expectation of costy

P1000 1 (5.0%) 0 (0.0%) 1 (4.3%)

P2000 9 (45.0%) 0 (0.0%) 9 (39.1%)

P5000 10 (50.0%) 0 (0.0%) 10 (43.5%)

Paid by government 0 (0.0%) 6 (30.0%) 6 (26.1%)

Patient expectation of insurance coveragey

No 17 (85.0%) 15 (75.0%) 32 (88.9%)

Yes 1 (5.0%) 0 (0.0%) 1 (2.8%)

Unknown 2 (10.0%) 1 (5.0%) 3 (8.3%)

Travel time (h)

<1 10 (50.0%) 12 (60.0%) 22 (55%)

<3 7 (35.0%) 3 (15.0%) 10 (25%)

(continued on next page)
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Table 1 (Continued)

Category Zimbabwe (n = 20) Botswana (n = 20) Total (n = 40)

<6 3 (15.0%) 2 (10.0%) 5 (12.5%)

Unknown 0 (0.0%) 3 (15.0%) 3 (7.5%)

Religion

Christianity 20 (100.0%) 5 (25.0%) 25 (62.5%)

Unknown 0 (0.0%) 15 (75.0%) 15 (37.5%)

Who responded to survey?

Offspring 6 (30%) 2 (10.0%) 8 (20%)

Husband 1 (5.0%) 0 (0.0%) 1 (2.5%)

Patient 10 (50.0%) 16 (80.0%) 26 (65.0%)

Next of kin 3 (15.0%) 2 (10.0%) 5 (12.5%)

* Patients can select multiple answers.
y n 6¼ 40 because of blank responses.
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the health care providers. Figure 1 highlights that in
Botswana, the women mainly noted logistical
obstacles, such as lack of communication with the
hospital, delays due to limited radiation machines,
and administrative delays due to the COVID-19 pan-
demic.
Discussion
In Botswana and Zimbabwe, many patients with cervi-
cal cancer experience major delays in receiving treatment
or are lost to the health care system completely. In this
survey, the barriers for patients who never returned for
curative cancer treatment were identified and classified as
belief-based, financial, and logistical. The data were pre-
sented by country to reveal the relationships of the bar-
riers to the countries’ cultural, geographic, and
socioeconomic landscapes.
Table 2 Fisher exact results for financial barriers to care

Category
Total number of b

1-3 4-6

Employed 5 0

Unemployed 8 10

Divorced 2 7

Married 5 2

Never married 11 1

Botswana 18 2

Zimbabwe 0 8

* P <0.05.
Previous studies in sub-Saharan Africa have looked at
patients with disease that was diagnosed at a late stage,
but such individuals by definition had surmounted their
barriers and either received or were beginning to receive
treatment. Studying patients who have failed to surmount
their barriers is essential if we are to design effective out-
reach efforts, influence public policy, and help facilitate
patients’ return to the hospital. Furthermore, by compar-
ing 2 countries, we could shed light on the country-spe-
cific barriers and address them accordingly.

This study showed that demographic factors, such as
marital status and employment status, were associated
with the total number of barriers experienced. Overall,
similar numbers of women were married, never married,
or divorced. Patients who were married reported more
barriers than those who were never married or were
divorced from their partners. Married women may have
had a greater number of familial responsibilities, less dis-
posable income because of larger family size, or husbands
arriers per patient
P value

7-9

1 .0428*

11

4 .0017*

8

0

0 <.0001*

12



Table 3 Clinical features of patient population by country

Category Zimbabwe (n = 20) Botswana (n = 20) Total (n = 40)

Cervical cancer FIGO stage

Stage I 3 (15.0%) 3 (15.0%) 6 (15.0%)

Stage II 12 (60.0%) 6 (30.0%) 18 (45.0%)

Stage III 5 (25.0%) 8 (40.0%) 13 (32.5%)

Stage IV 0 (0.0%) 1 (5.0%) 1 (2.5%)

Unknown 0 (0.0%) 2 (10.0%) 2 (5.0%)

Age at last visit (y)

30-50 9 (45.0%) 11 (55.0%) 20 (50.0%)

50-70 9 (45.0%) 8 (40.0%) 17 (42.5%)

70-90 2 (10.0%) 1 (5.0%) 3 (7.5%)

HIV status

Negative 11 (55.0%) 9 (45.0%) 20 (50.0%)

Positive 8 (40.0%) 11 (55.0%) 19 (47.5%)

Unknown 1 (5.0%) 0 (0.0%) 1 (2.5%)

Test for HIV given
HIV (−)

Zimbabwe (n = 11) Botswana (n = 9) Total (n = 20)

No 1 (9.1%) 0 (0.0%) 1 (5.0%)

Yes 9 (81.8%) 9 (100%) 18 (90.%)

Unknown 1 (9.1%) 0 (0.0%) 1 (5.0%)

Abbreviation: FIGO = Federation of Gynecology and Obstetrics.
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dominating decision-making for the household. This idea
is consistent with findings of a 2019 study showing that
women’s participation in health care decision-making in
sub-Saharan Africa is one of the lowest in the world, and
that in many households husbands make unilateral deci-
sions.11 It is also possible that rejection of cervical cancer
treatment could be because of limited knowledge regard-
ing the condition. A study of Ghanaian men revealed that
the most common belief about cervical cancer was that it
is caused by “too much sex.” However, some men indi-
cated that if they were more educated about the diagnosis,
they would encourage their wives to be screened and
treated.12 Qualitative research looking into the household
beliefs of married women and men in Botswana and Zim-
babwe could provide more insight regarding this issue.
Table 4 Zimbabwe and Botswana follow-up appointment dat

Category Zim

Returned to health facility only for review 2 (1

Returned and received chemotherapy, radiation, or surgery 2 (1

Did not return 16
In addition to marital status, employment status
also significantly affected the number of barriers
reported. Most study participants were unemployed;
they may have been homemakers with primary
responsibility for the care of their families. Patients
who were employed were much less likely than others
to report financial barriers. Although the government
covers treatment costs in Botswana and largely in
Zimbabwe, cancer treatment still entails out-of-pocket
costs with regard to transportation, lodging, and medi-
cations for treatment and side effects.13

Age, HIV status, and education level were not associ-
ated with barriers. Approximately half the patients were
HIV-positive, but a previous study in Botswana showed
that HIV status did not cause delays in receiving
a

babwe (n = 20) Botswana (n = 20) Total (n = 40)

0.0%) 1 (5.0%) 3 (7.50%)

0.0%) 15 (75.0%) 17 (42.5%)

(80.0%) 4 (20.0%) 20 (50.0%)



Table 5 Sociodemographic factors associated with barriers to care by country

Category Zimbabwe (n = 20) Botswana (n = 20) Total (n = 40)

Financial burden

Treatment cost 15 (75.0%) 1 (5.0%) 16 (40.0%)

Transportation cost 4 (20.0%) 1 (5.0%) 5 (12.5%)

No health insurance 16 (80.0%) 1 (5.0%) 17 (42.5%)

Logistics

Delays due to COVID-19 9 (45.0%) 2 (10.0%) 11 (27.5%)

Waiting for hospital call 1 (0.0%) 15 (75.0%) 16 (40.0%)

Hospital delays 4 (20.0%) 1 (5.0%) 5 (12.5%)

Need to care for family member 8 (40.0%) 0 (0.0%) 8 (20.0%)

Beliefs

Afraid of side effects 3 (15.0%) 3 (15.0%) 6 (15.0%)

Believe treatment ineffective 2 (10.0%) 0 (0.0%) 2 (5.0%)

Prefer alternative treatment/provider 14 (70.0%) 1 (5.0%) 15 (37.5%)

Do not understand treatment 2 (10.0%) 0 (0.0%) 2 (5.0%)

Don’t trust doctors can cure cancer 1 (5.0%) 0 (0.0%) 1 (2.5%)

Figure 1 Sociodemographic factors associated with bar-
riers to care by country. This figure showcases the socio-
demographic factors identified by patient populations in
Botswana and Zimbabwe. The data were classified into 3
overarching groups: beliefs, financial, and logistics.
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treatment.3 Patients’ knowledge was not a barrier to
receiving care; regardless of primary or secondary educa-
tion, the number of barriers remained relatively consis-
tent.

Reported obstacles to care were reflective of the medi-
cal system where the women accessed care and with
socioeconomic and cultural factors. In Zimbabwe, a
majority of patients experienced financial struggles with
regard to treatment costs, transportation costs, or other
associated expenses, probably because the health care
funding system in the country is not universal and largely
relies on private spending. Patients in Zimbabwe expected
the total treatment cost to be around $77 USD; however,
chemotherapy and brachytherapy costs can range up to
$350 USD per cycle. The high financial burden in Zim-
babwe was previously noted in a finding that 13% of the
nation’s lowest-income households incurred catastrophic
health expenditures in 2015.14 Furthermore, patients in
Zimbabwe also reported apprehensions regarding treat-
ment efficacy or side effects, and 14 of the 20 women cited
a preference for traditional healers. Although this prefer-
ence could be attributed to stigmatization and cultural
taboos, using traditional healers may be less expensive
than going to the hospital. Interestingly, in Zimbabwe,
although there were only a few radiation therapy devices,
machine breakdown did not serve as a major hindrance.
In Botswana, patients mostly encountered logistical chal-
lenges, including delays arising from limited radiation
machines, medical systems under stress because of
COVID-19, and miscommunication between patients and
providers. After the initial visit, patients are instructed to
wait for follow-up calls from the hospital to schedule
future appointments. Limited personnel and resources
played a role in many individuals not being contacted to
begin treatment. Ultimately, targeting cost of treatment
and recruiting cancer navigators to address apprehensions
should be a major focus of outreach efforts in Zimbabwe.
In Botswana, it is imperative to address logistical delays
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and system-based challenges by further developing infra-
structure and focusing on timely follow-up calls.

This study also found a benefit from its intervention
component, which referred patients to resources avail-
able locally and provided patients with opportunities to
have follow-up appointments to discuss treatment, side
effects, or payment plans. In Botswana, 16 of the origi-
nal 20 patients returned for review or treatment. Of
the 4 patients who never returned, 2 died before the
follow-up appointment, and 1 is currently coordinating
her next visit. However, in Zimbabwe, only 4 of the 20
patients returned; the others cited continuing financial
struggles and a preference for visiting traditional
healers as their main reasons. The success of the inter-
vention in Botswana can be attributed to many of the
reported barriers being logistical (eg, never receiving a
call-back from the hospital) and able to be addressed
in a shorter period. Facilitating patient return in Zim-
babwe will require more targeted efforts toward low
cost-resource sharing to reduce expenditure and the
use of health care navigators to overcome patient
apprehensions. However, this process may be subject
to complications from increasing financial burdens that
arise from appointing more personnel.

This study has several limitations. Sample size was small
because of difficulties in recruitment and other unique chal-
lenges posed by the COVID-19 pandemic. Although 5
institutions were initially recruited for this study, Ghana,
Kenya, and South Africa were unable to participate because
of the devastating effects of the COVID-19 pandemic on
research capacity. Closed health care facilities and limited
staff overwhelmed hospitals in Botswana as well, contribut-
ing to the high number of logistical barriers reported. In
addition, social desirability bias may have influenced
patients’ responses to survey questions. Finally, the degree
of cancer navigation offered by health care providers may
have varied by region and hospital. Future studies should
focus on identifying systematic factors independently of the
pandemic and further examining the feasibility of incorpo-
rating patient navigation into primary cancer care.
Conclusion
The barriers to cancer care were multifactorial and
related to local cultural, financial, and geographic charac-
teristics. Understanding these barriers may enable us to
reintegrate defaulting patients into the health care system.
The findings of this study can be used in piloting cancer
navigation programs across sub-Saharan Africa and the
rest of the world.
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