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Abstract
Background
Early detection of breast cancer is known to improve its prognosis. However, women in most low and middle income countries, including Uganda, do not detect it early hence present at an advanced stage. This study investigated the perceived barriers to early detection of breast cancer in Wakiso district, Uganda using a multilevel approach focused through a socioecological framework.

Methods
Using qualitative methods, participants were purposively selected to take part in the study. 5 semi-structured interviews were conducted among the community members while two focus groups were conducted amongst women’s group and community health workers (CHWs) in Ssisa sub county, Wakiso district. In addition, 7 key informant interviews with health professionals, policy makers and public health researchers were carried out.

Results
Findings from the study revealed that barriers to early detection of breast cancer are multifaceted and complex, cutting across individual, interpersonal, organizational, community and policy barriers. The major themes that emerged from the study included: knowledge, attitudes, beliefs and practices (KABP); health system and policy constraints; and structural barriers. Prominent barriers associated with KABP were low knowledge, apathy, fear and poor health seeking behaviours. Barriers within the health systems and policy arenas were mostly centred around competing health care burdens within the country, lack of a cancer policy and weak primary health care capacity in Wakiso district. Distance, poverty and limited access to media were identified as the most prominent structural barriers.

Conclusion
Barriers to early detection of breast cancer are complex and go beyond individual behaviours. These barriers interact across multiple levels of influence such as organizational, community and policy. The findings of this study could provide opportunities for investment in multi-level interventions.
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Background
Breast cancer is an important public health challenge and is the leading cause of female cancer mortality globally, with an incidence of 25.1% [1]. Recent GLOBOCAN statistics revealed that breast cancer mortality rates in less developed regions of the world such as in sub-Saharan Africa (SSA) is approximately 62%, that is almost two-thirds of global mortality [2]. In Uganda, breast cancer is the second most commonly diagnosed female cancer after cervical cancer, with an estimated incidence rate of 15.8% and associated mortality of 11.4% of all female cancers [1]. These figures indicate high incidence and corresponding mortality due to the disease.
Women in Uganda and most low and middle income countries (LMICs) are disproportionately affected by high mortality associated with breast cancer, compared to their counterparts in western countries such as the United Kingdom, Canada or the United States of America [3]. Although the exact cause of this disparity is unknown [4], some studies have identified delayed detection which consequently results in advanced cases of breast cancer a major cause [5]. While early detection is known to improve breast cancer prognosis and offset costs associated with care [6], women in these LMICs present at an advanced stage, usually at stages III and IV characterized by large and almost incurable tumours, thereby reducing chances of survival [4]. Generally, Uganda has one of the highest rates of cancer globally [7], but there are limited studies on why these high rates occur. In Uganda, most cases of breast cancer are presented at an advanced stage. For example, a study of 244 patients revealed that peak presentation of breast cancer in Uganda was at stage III, 124 presented at stage III, 64 were metastatic at presentation while only 56 patients presented early [8]. However, the factors responsible for these delays have not been examined within the Ugandan context.
The concept of early detection of breast cancer is somewhat ambiguous [9]. According to the World Health Organization (WHO), the aim of early detection of breast cancer is to ensure that breast cancer is identified, referred and treated early [10], making it an important component of the breast cancer care pathway. Early detection measures recommended by the Breast Health Global Initiative guidelines (BHGI) for LMICs include: breast awareness and breast self-examination (BSE); clinical history and clinical breast examination (CBE); diagnostic breast imaging such as ultrasound; and mammography screening for high risk populations [11]. The most basic of these measures include BSE which simply involves getting to know one’s breast [12] and breast awareness which involves knowledge of the risk factors, signs and symptoms of breast cancer to prompt diagnosis and treatment [10]. Scientific evidence for the use of BSE as an individual early detection approach is controversial [13]. However, the simple clinical procedure of CBE is regarded as a preferred approach in comparison to BSE, mostly because it is carried out by trained health personnel and considered an effective method for early detection in LMICs [11]. A medical diagnostic method such as mammography is predominantly conducted among asymptomatic populations and is currently recommended for developed countries [14].
Despite the established significance of early detection of breast cancer, this disease is still not detected early in many SSA countries [4, 15] for several reasons. Previous studies have identified various barriers to early detection of breast cancer especially in SSA. For example, lack of knowledge, weak health systems, inadequate access to care and absence of functioning cancer registries are all identified as main barriers to early detection [4, 15]. The situation in these SSA countries is worsened as most of them grapple with a double burden of communicable and non-communicable diseases [15]. Although approaches to cancer detection generally in less developed countries tend to be individualistic and highly medicalised [16], these barriers cannot be adequately explained at the individual level. Hence, a socioecological framework was adopted to provide a comprehensive lens for examination.
The socioecological framework, a model put forward by McLeroy [17], has evolved as a health promotion model used for comprehensive health behaviour interventions [18]. The framework suggests that individual behaviours both shape and are shaped by wider structural factors, indicating synergistic interactions across five multiple levels of influence- individual, interpersonal, organizational, community and policy levels [18]. These levels also provide guidance on areas of focus for comprehensive health promotion interventions [17, 18]. This framework has been used for cancer screening studies [19] and colorectal cancer screening [20]. For this study, the framework provided a theoretical lens through which barriers to early detection of breast cancer can be examined within a wider realm of individual, interpersonal, organizational, community and policy level interactions. Therefore, recognizing that barriers to early detection of breast cancer in Uganda are not limited to individual behaviours, the objective of this study was to critically examine the perceived individual, interpersonal, organizational, community and policy barriers to early detection of breast cancer in a selected area of Uganda through a socio-ecological lens.

Methods
Study design
This study was a qualitative survey conducted through semi-structured interviews, focus group discussions (FGDs) and key informant interviews. A qualitative approach was deemed appropriate for this study because of its suitability in capturing the world of lived experience [21]. Thus, it provided well grounded, detailed description and explanation of the realities of the barriers to early detection of breast cancer within the Ugandan context. Question guides were designed in English and were used as prompts to facilitate interactions with participants. These question guides were designed based on the levels of the socioecological framework to allow participants to share perceived barriers within the multiple level of influences. The semi-structured interviews were designed as open-ended and flexible short conversations, and lasted approximately 30 min. The key informant interviews were more in depth and lasted for about 1 h. The focus groups lasted approximately 90 min and used semi-structured guides to allow for flexibility given the sensitivity of the topic under study. The question guides used prompts and comprised of four thematic sections: breast cancer awareness, early detection, barriers, and suggestions to improve early detection.

Study setting
The study was conducted in Ssisa sub-county, Wakiso district in the central region of Uganda. Wakiso district encircles the capital city, Kampala. This district is the second largest in Uganda with an approximate population of 2,008,000 as indicated from the 2014 census [22]. Access to the study setting was provided through a project that was strengthening the capacity of community health workers in this area [23].

Participants selection
The study participants were selected using purposive sampling based on two main criteria- being a woman and experience in healthcare delivery or health research particularly in relation to cancer care. The first criterion was used to select individuals for the semi-structured interviews and focus group for the women’s group, as the study was focused on female breast cancer. Participants for the semi-structured interviews were different from those for the focus group. Women who had been diagnosed with breast cancer or known to have a history of breast cancer were excluded from the study for ethical reasons. Secondly, experience was a key criterion during the selection of the key informants and community health workers (CHWs) focus group. CHWs were particularly selected for their experience in providing front line health care and delivering health promotion messages to community members. The semi-structured interviews and focus group participants were recruited through the help of a local community mobiliser who had worked in the sub-county for several years. Key informants were identified through established contacts both in the UK and Uganda.

Data collection
Data was collected over a 3-week period in April 2015. Prior to commencement of data collection, a pilot study comprising of 7 female post graduate African students in the UK was conducted. This was to ensure the appropriateness of the data collection tools. Participants for the pilot study were selected through convenience sampling.
For the main study in Uganda, 5 semi-structured interviews were conducted among the community members. Two focus groups were also conducted amongst women’s group and CHWs in Ssisa sub county (see Additional file 1). The focus groups had 5 and 7 participants respectively. In addition, data was collected through 7 key informant interviews with health professionals, policy makers and public health researchers were carried out. Efforts were made to ensure that the interviews and focus groups were conducted in a quiet place to minimize disruptions. For the semi-structured interviews data was collected in the participant’s home or place of business. The FGDs were conducted at the THET project field office in Ssisa sub-county, and key informant interviews were conducted at participants’ offices. The interviews and focus groups were conducted in English and recorded using a digital audio recorder. A research assistant was present during the FGDs to highlight prominent themes emerging from the focus group discussions. Although incentives were not given to participants, refreshments were provided during the two FGDs.

Data analysis
The process of data analysis followed three main steps [24]. The recorded data was first transcribed verbatim. Thematic analysis was done through manual coding of the transcribed recordings as the sample size was relatively small and manageable. A list of emerging codes was developed and collated using Excel 2013 spreadsheet. This was then followed by familiarisation and data synthesis. Identification and grouping of themes and sub-themes was done through a priori coding to align with the different levels of the socioecological framework. The coding was done by the primary author and verified by the corresponding author. As much as possible, efforts were made to ensure transcripts included emotional overtones and nuances in order to capture the full essence of the collected data was captured. These themes were then underscored by verbatim extracts.

Validity of the study
Validity of the study was ensured through pre-testing of data collection tools, triangulation of data and transferability. A pilot study was done prior to data collection to pre-test and refine the data collection tools. To validate responses from participants, multiple methods of data collection were used, known as triangulation, to substantiate data collected [25]. To ensure transferability, the study setting was described and an audit trail [24], that is, well-documented details of the research process were provided.
The methods used in this study adhere to the Biomed Central requirement of the qualitative research review guidelines- RATS [26] in terms of appropriateness of research method, transparency of research procedure and soundness of approach.

Ethical considerations
Prior to commencement of the study, ethical compliance was sought to protect participants from potential harm associated with the research and also protect the researchers’ interests. Ethical clearance was sought in accordance with the British Sociological Association code of ethical practice and compliance with the requirement of Nottingham Trent University School of Social Sciences Ethical Committee (Reference number: 130,315). Furthermore, ethical clearance was gained from the Makerere University School of Public Health Higher Degrees, Research and Ethics Committee and Uganda National Council for Science and Technology (UNCST) (Reference number 260315) as part of the community health workers project. A participant information sheet describing the study was provided to participants and written informed consent was obtained from each one of them before data collection. Participants personal details were not collected during data collection to ensure confidentiality and anonymity. No pictures or video recordings were taken during the FGDs, and efforts were made to ensure participants had no known history of breast cancer. Therefore, no sensitive information such as medical history was shared during the FGDs.


Results
The findings from this study are presented under three main themes: Knowledge, Attitude, Belief and Practice (KABP); health system and policy constraints; and structural factors. These themes cut across the five levels of the socioecological framework- individual, interpersonal, organizational, community and policy. The interpersonal level has been excluded from this paper as no distinctive data were identified for this construct.
Knowledge, attitude, belief and practice (KABP)
From an individual perspective, little or no knowledge was identified as the most significant factor that may prevent a woman from detecting breast cancer early. Almost all the participants thought that low knowledge or complete lack of it was the key barrier to early detection of breast cancer. This included low knowledge around signs and symptoms and early detection measures was the key barrier to early detection of breast cancer. Similarly, community members also identified low knowledge at primary health care (PHC) level as a key barrier as health workers, and community health workers, who are the first point of contact, focus more on communicable diseases primarily maternal health, diarrhoea and malaria. In the focus group conducted among CHWs, there was no knowledge about early detection of breast cancer. However, the majority had heard about breast cancer and cervical cancer as one of the women expressed:‘We don’t know how to check our breasts and I cannot know I have the breast cancer, I cannot!’ [Semi-structured #1]


In relation to attitude, apathy was highlighted as a major attitude most women exhibit, including those that may be knowledgeable about early detection of breast cancer. Although apathy is reported as an individual attitude, as in the quote below, delays in accessing health services contributes to the manifestation of this behaviour.‘The other thing is also attitude. Like me basically you know I have a swelling here [points to right chest area] but now I just look at myself going to the hospital and then lining up for a long time waiting. The waiting time at the hospital is also discouraging.’ [Key informant #3].


One of the key informants stated that even among health professionals who are aware and able to self-examine for breast cancer still detect it late.‘I have at times asked my colleagues, for example, medical people, when was the last time they examined their breasts, and you realize they have not examined their own breasts not because they don’t know but they take it [breast examination] for granted.’ [Key Informant #2].


Personal belief such as fear was also identified as a barrier to early detection of breast cancer among women. Generally, people’s attitude towards breast cancer was filled with fear. Fear was not just rooted within the immediate community but its identification by key informants suggests it was a general barrier among women. Four types of fear were identified from this study - fear of death, fear of big hospitals, fear of mastectomy and fear of the unknown.‘So many people even fear to go for screening because many say “why go? Because if they discover cancer I am doomed to die.” So, they have that feeling that once detected it won’t be cured.’ [key informant #4].


Participants also identified poor health seeking behaviour as another barrier. Most of the participants believed that women in Uganda only seek medical help when they feel pain. So, any noticeable abnormality in the breast may be ignored unless it is accompanied with pain. For example, one of the key informants said:‘Like in my experience, I realize that people go to seek health intervention when they have pain. Even when someone is just weak or they have this big swelling, if it is not painful they will leave it. When it starts paining them, that’s when they seek medical attention, and cancer of the breast by the time the lump is painful it’s already moved to another place. That is why most women don’t detect early.’ [Key Informant #2].


Other participants attributed the poor health seeking behaviour to the cultural norm in Uganda. For example, one participant stated that:‘We don’t have that culture of regular checks among women in Uganda. We wait for the disease to come and then rush to the hospital. So, that’s another barrier. We don’t have that health checking culture within us.’ [Key informant #5].



Health systems and policy constraints
All the key informants agreed that health system challenges were the other big barrier hampering early detection of breast cancer not only in Wakiso district but across the country. Generally, the key informants were of the opinion that the existing health system in Uganda is not equipped to manage breast cancer, or other types of cancer for that matter, as described by one of the participants who stated that:‘I have always felt bad when I am telling the patient that they presented late because what did I do to help them present early? What have we done? What has the health system done to help them present early?’ [Key Informant #2].


In terms of PHC capacity, the study highlighted that the CHWs, who are the first point of contact at PHC level had no training whatsoever on breast cancer or other non-communicable diseases (NCDs) generally. Hence, they lacked knowledge on breast cancer and physical examination skills. Moving up on the health system ladder, the health facilities in Wakiso district were also reported as not equipped to address diseases such as breast cancer. Thus, individuals with abnormal signs suggesting cancer would be referred to the National referral hospital, which is the only unit for cancer that serves the whole country. One of the CHWs stated that:‘For me I have never got a training on breast cancer detection but I just hear that breast cancer is very dangerous and it is good for someone to go for check-ups but I have never received training on breast cancer examination.’ [FGD CHWs #7].


There was also a general perception among the community participants that health professionals at local district health facilities were inexperienced, and they could only receive quality health care from big hospitals. Key informants were also aware of this perception as one of them described it as ‘craving for professional’s touch’.
Another health system constraint was competing healthcare burdens. This was regarded as a major driver of public media messaging and advocacy efforts as described by the participants:‘I don’t think there’s been a breast cancer screening or awareness campaign done in rural parts of Uganda because there are more pressing issues. I mean there’s the WASH [Water, Sanitation and Hygiene] issue in those rural areas so why will they focus on non-communicable diseases while in the rural areas there are still communicable diseases they are trying to eradicate? I think that’s one of the major problems as to why there are not very many breast cancer campaigns done in the country generally.’ [key informant #4].

‘Again, we are focusing more on the common diseases like malaria, cholera and typhoid. We don’t focus on breast cancer, so people are not doing these things, they don’t know about them. There’s not enough culture and there are more important diseases we are fighting with.’ [key informant #5].


This competing health burden is also reflected in the low prioritisation of NCDs generally in the teaching curricula of one of the training institutions in the country.

                  ‘I have to be sincere with you that the main public health component even in our curriculum is on communicable diseases, that is the focus. That’s the reality, you can’t run away from it.’ [key informant #1].


                
In relation to policy, a cancer policy to provide guidelines on cancer management across each spectrum of the cancer care continuum was lacking at the time of the research. The key informants confirmed the lack of cancer policy as highlighted below:‘There is no such policy on cancer screening or cancer prevention, there’s nothing like that.’ [key Informant #6].



Structural factors
Participants of the FGDs and semi-structured interviews reported poverty as another barrier to early detection of breast cancer. Poverty was identified here as a structural barrier which has wider impacts on community level barriers such as transportation and individual level factors like poor health seeking behaviour. According to the FGDs participants, even if early detection services or breast cancer screening are organized, most of the women in the district would not attend because farming is their main source of livelihood and attending such breast cancer detection activities would add no ‘financial’ value to them. Therefore, this complicates health seeking behaviours and access to services. For example, one of the participants stated that:‘Some people will say “I am not going for breast cancer screening. They are not going to give me food so let me go to my garden and dig. Am I going to eat from there? Do they eat cancer? I don’t want to do it, let me go to my garden.” That is the mentality of our women.’ [FGD Women’s group #3].


Another barrier identified was in relation to geographical distance and how that restricts access to health services. The major challenge identified in relation to access was lack of cancer services at the PHC level. In addition to the health workers lacking training on breast cancer awareness, health facilities at the sub-county and district levels did not provide services for breast cancer detection. Although participants revealed that the UCI in Kampala usually organized weekly screening services for women, the majority may not be keen to attend because of cost of transportation. Regarding access to local services, one participant stated that:‘The health centre nearby the community do not offer screening services, and someone may find it hard to leave this place [Ssisa sub-county] to go to Kampala, but if they bring the services closer to the community, someone will find it easier to visit them.’[Semi-structured #2].


The study also revealed that not only are the roads in poor condition, but travelling from the study area to the National referral hospital costs about $6 (USD). Individuals living in this community had to walk or use commercial motor bikes to the main road, where they then get on public transport to Kampala. At the time of the study, only three community organizations were identified working directly or indirectly around breast cancer, reflecting weak capacity in terms of community outreach and advocacy. Finally, participants also identified barriers related to mass media in the context of access to media platforms and knowledge construction through media reports. Generally, knowledge about breast cancer is shaped by the media. But, individuals in most of these rural areas did not have access to either newspapers or televisions, newspaper, radio or social media. Consequently, this limits the channels through which they received information on breast cancer. Community organizations suggested that stories around breast cancer are not well represented to prompt social or political actions. Furthermore, when people do read cancer stories in the media, it creates a high level of fear. Most of these stories are about the unfortunate cases who may have lost their lives to cancer or hearsay from people who did not know much about it themselves.
In summary, the results from the study revealed an intricate web of interrelated factors, as highlighted in the expanded socioecological framework (Fig. 1) below. This figure shows that the different barriers within each level of the socioecological framework are not discrete. Although fear stands alone as an individual barrier, findings from the study indicated that fear is influenced and constructed by the other barriers.[image: A12992_2018_326_Fig1_HTML.gif]
Fig. 1Expanded illustration of the socioecological framework showing intersections with various levels






Discussion
This study examined the barriers to early detection of breast cancer in Wakiso district through a socioecological lens. Findings are consistent with existing literature that barriers to breast cancer detection in SSA are attributed to a number of complex but interacting factors including low knowledge, beliefs and inaccessibility to health facilities, and weak healthcare systems [4]. The use of a socioecological framework showed that the levels of influence are in fact non-discrete but rather intersecting. Similar to the main barriers identified in this study, Anderson et al. (2011) [27] in their summary of the 2010 BHGI consensus, also highlighted the biggest barriers of early detection in LMICs as health system and individual challenges. However, these two challenges are driven by the underlying structural factors within which both exist.
Findings from the study revealed that people were extremely fearful of breast cancer, expecting death or mastectomy after breast cancer diagnosis. This perception extends to all other types of cancer as well. Cancer generally is a dreadful word perceived as a life-threatening disease [28], both in low income and high income countries evoking myriad of negative emotions such as depression and anxiety among women [28]. Fear comes in different forms as seen in this study, but the fear of mastectomy seems to be particularly dominant among SSA women [4]. To an African woman, the breast represents more than a fashion symbol or sexual organ and is part of a woman’s identity both as a wife and mother [29]. Hence, for these women, losing the breast could result in significant loss of their identity and femininity. Fearful views such as those indicated by participants in this study can be problematic to the early detection of breast cancer. This is because such perspectives could hinder the effectiveness of cancer control as individuals are less likely to participate in cancer interventions, requiring extra motivation and efforts more than the average individual.
Previous studies have attributed the growing burden of cancer in SSA to low awareness [15]. The case of low knowledge especially intersects across the individual, organizational, community and policy levels. For instance, for the community to be aware, it has to come from the source which could either be the policy or organization. In terms of low knowledge within the organizational level, the study revealed that CHWs, who are crucial to PHC delivery, lack knowledge about early breast cancer detection. Similar to findings from this study, Morhason-Bello, et al. [15] indicated that health workers at the primary care level are only equipped to provide awareness or in some cases first point of care on basic communicable diseases. For example, a study conducted in Nigeria revealed that even professional health workers such as nurses at community level had low knowledge regarding general breast awareness [30]. Low knowledge also operates within the policy realm as a driver of political will and commitment towards addressing breast cancer detection. As indicated in this study, Uganda had no cancer policy and this could reflect low priority for the disease generally.
In addition to low knowledge, the attitude and practice of women towards breast cancer detection is very relevant. However, these are not only as a result of individual behaviour but can build up as a norm across the community over time. Besides, structural factors such as distance, waiting times and cost of transportation may influence the attitude of a woman towards going for breast cancer screening at the National referral hospital. In relation to practice, the major barrier identified from this study was poor health seeking behaviour among women. Poor health seeking in breast cancer detection behaviour goes beyond an individual barrier and can be regarded as a community factor which has been identified by other studies in other countries such as in United Arab Emirates [31]. Studies in Uganda have also described that generally health seeking behaviour among Ugandans are poor and deeply rooted in community norms and practices [32] almost regarded as a culture. The fact that breast cancer is a disease that is not necessarily associated with pain at the onset makes it difficult to detect early. As alluded in the study, women will most likely seek medical intervention when they feel pain. Effective awareness and context specific health promotion messages would be relevant in this instance to provide adequate information on breast cancer symptoms and how they present, particularly the need to have any abnormality checked out early at primary healthcare level.
It is well known that the challenge of poverty in Uganda and other SSA countries results in low prioritisation of breast cancer and other diseases [33]. The CHWs revealed that those women who were engaged in activities to raise income for themselves and their families, especially farming, were less likely to be involved in any form of early detection strategies, including BSE. Previous studies focusing on low resource countries have also recognised the impacts of poverty and livelihoods as burdens which prevent women from attending to their personal health [34]. Livelihoods prevent women from having the time for attending to their personal health as identified by Muthoni and Miller [35] in a qualitative study carried out to assess the knowledge and attitudes of Kenyan women regarding breast cancer detection. Therefore, this complicates their motivation to attend screening services or seek medical attention early.
More often than not, PHC in many LMICs including Uganda is still focused on communicable diseases [30]. An effective referral pathway is not in place in most countries. Therefore, individuals rely on higher health services such as national hospitals as they are aware that the PHC facilities lack capacity to provide information on management of breast cancer [15]. This inadvertently strains the tertiary care facilities [36] thus reducing their performance. Given these findings, there is need for a more rigorous study on how PHC capacity can be strengthened to deliver early detection services in low resource settings particularly focusing on CHWs as they represent the link between community members and the medical health system. One strategy for this could be the training and education of PHC workers. This is an essential component of the national cancer control programmes guidelines put in place by the WHO to promote national policies and strategies to effectively address the cancer burden [37].
This study also revealed that breast cancer and other NCDs are generally not prioritised in SSA countries such as Uganda. This is mainly as a result of the high burden of communicable diseases in SSA, giving rise to what has been termed the double burden of diseases [38]. It was evident from this study that the country’s health system lacks the capacity to address the growing burden of cancer and other NCDs. This is understandable, given that there is still a huge burden of communicable diseases such as malaria and HIV/AIDs in the country and other parts of SSA [15]. Ill-equipped health systems at the community level reflects inadequate community advocacy and grassroots efforts to drive prioritisation of breast cancer and other NCDs. This case is not only unique to the study area but cuts across other SSA countries where community centred cancer advocacy strategies are still considered inadequate [15].
The lack of a clear cancer policy in Uganda also complicates this problem of early detection as there is no guidance on how the health system should address cancer control. The existing health policy documents, the Uganda National Health Sector Strategic and Investment Plan III 2010/11–2014/15 [39] and National Health Policy II 2010–2020 [40] do not refer to breast cancer. However, the National Health Sector Strategic and Investment Plan III 2010/11–2014/15 acknowledged a survey on the magnitude on NCDs in Uganda had not been conducted because of funding challenges. This lack of guidance inadvertently contributes to the late detection of breast cancer as there are no policy requirements for early detection at primary health facilities. Thus, this creates significant geographical barriers in terms of access to services and increase the strain on the National referral hospital. Typically, resource allocation for healthcare management tends to be driven by political goals [5] which are reflected in the nature of health policies produced. This indicates that a political commitment to addressing the growing burden of cancer is crucial to drive organizational change within the health system, which will consequently feed into the other levels even to the point of knowledge awareness to the individual.
Limitations of the study
This study involved only one sub-county, therefore the results may not necessarily be generalizable. Despite being carried out in one sub-county, key informants were recruited from other areas such as the National referral hospital and training institutions. While the study may not be generalized as an indication of the breast cancer situation in the whole of the country, it is a good representation of what may most likely be the case in most parts of Uganda and similar contexts.


Conclusion
Early detection of breast cancer is a key aspect of management of the disease. However, women in Uganda usually detect breast cancer late as a result of complex but interacting barriers. These barriers associated with KABP, health system and policy constraints and structural challenges intersects with multiple levels of the socioecological framework. The synergistic interactions of these barriers make early detection of breast cancer difficult in Uganda.
Clearly, investments to improve the health system capacity in Uganda is required with particular focus on strengthening PHC capacity to promote and ensure universal coverage in terms of breast awareness In addition, these findings provide opportunities for policy and practical interventions in breast cancer management, particularly through coordinated efforts and investment in multi-level interventions. In view of these findings, health promotion interventions seeking to improve practices regarding early detection of breast cancer should take a multi-level approach with consideration of the prevailing socio-cultural and political contexts within which the challenge of breast cancer is constructed.

Acknowledgements
We acknowledge the project that was strengthening the capacity of Community Health Workers capacity in Wakiso district, funded by the UK Department for International Development (DFID) through the Health partnership Scheme of Tropical Health and Education Trust (THET). This provided the platform and access to the community and community health workers in Ssisa sub-county. We also acknowledge Carol Namata, Tonny Akakunda, Henry Kazuhiro and Henry Bugembe for providing research support in Uganda.
Funding
Not applicable

Availability of data and materials
Data not available to protect confidentiality of participants.


Authors’ contributions
DI conceived and designed the study and was responsible for data collection and analysis. LG contributed to the study conception, design and analysis. DM provided in-country support during data collection in Uganda. All authors wrote and reviewed the final manuscript before submission. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Ethics approval was obtained in compliance with ethical standards for research involving human participants. Approval was obtained from of Nottingham Trent University School of Social Sciences Ethical Committee (Reference number: 130,315) and Makerere University School of Public Health Higher Degrees, Research and Ethics Committee and Uganda National Council for Science and Technology (UNCST) (Reference number 260315) as part of the community health workers project. Informed consent was obtained from all study participants in compliance with the ethical approval.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Ferlay J, Soerjomataram I, Ervik M, Dikshit R, Eser S, Mathers C, Rebelo M, Parkin DM, Forman D, Bray F. GLOBOCAN 2012 v1.0, cancer incidence and mortality worldwide: IARC CancerBase no. 11 [internet]. Lyon, France: International Agency for Research on Cancer [Online]; 2013. http://​globocan.​iarc.​fr. Accessed 20 Aug 2015

2.
DeSantis CE, Bray F, Ferlay J, Lortet-Tieulent J, Anderson BO, Jemal A. International variation in female breast cancer incidence and mortality rates. Cancer Epidemiol Biomark Prev. 2015;24(10):1495–506.Crossref

3.
Jemal A, Bray F, Center MM, Ferlay J, Ward E, Forman D. Global cancer statistics. CA Cancer J Clin. 2011;61(2):69–90.CrossrefPubMed

4.
Brinton LA, Figueroa JD, Awuah B, Yarney J, Wiafe S, Wood SN, Ansong D, Nyarko K, Wiafe-Addai B, Clegg-Lamptey JN. Breast cancer in sub-Saharan Africa: opportunities for prevention. Breast Cancer Res Treat. 2014;144(3):467–78.CrossrefPubMedPubMedCentral

5.
Anderson BO, Yip C, Ramsey SD, Bengoa R, Braun S, Fitch M, Groot M, Sancho-Garnier H, Tsu VD. Breast cancer in limited-resource countries: health care systems and public policy. Breast J. 2006;12(s1):S54–69.CrossrefPubMed

6.
Tsu VD, Jeronimo J, Anderson BO. Why the time is right to tackle breast and cervical cancer in low-resource settings. Bull World Health Organ. 2013;91(9):683–90.CrossrefPubMedPubMedCentral

7.
Fred Hutchingson Cancer Research Center. Global Oncology: Uganda [Online]. 2015. http://​www.​fredhutch.​org/​en/​labs/​vaccine-and-infectious-disease/​international-programs/​global-oncology/​uganda.​html. Accessed 9 July 2015.

8.
Gakwaya A, Kigula-Mugambe J, Kavuma A, Luwaga A, Fualal J, Jombwe J, Galukande M, Kanyike D. Cancer of the breast: 5-year survival in a tertiary hospital in Uganda. Br J Cancer. 2008;99(1):63–7.CrossrefPubMedPubMedCentral

9.
Panieri E. Breast cancer screening in developing countries. Best Pract Res Clin Obstet Gynaecol. 2012;26(2):283–90.CrossrefPubMed

10.
World Health Organization. Cancer control: knowledge into action. WHO guide for effective programmes: early detection: Geneva: WHO; 2007.

11.
Yip C, Smith RA, Anderson BO, Miller AB, Thomas DB, Ang E, Caffarella RS, Corbex M, Kreps GL, McTiernan A. Guideline implementation for breast healthcare in low-and middle-income countries. Cancer. 2008;113(S8):2244–56.CrossrefPubMed

12.
Corbex M, Burton R, Sancho-Garnier H. Breast cancer early detection methods for low and middle income countries, a review of the evidence. Breast. 2012;21(4):428–34.CrossrefPubMed

13.
Secginli S, Nahcivan N. Breast self examination remains an important component of breast health: a response to Tarrant (2006). Int J Nurs Stud. 2006;43(4):521–3.Crossref

14.
World Health Organization. WHO position paper on mammography screening. Geneva: World Health Organization; 2014.

15.
Morhason-Bello IO, Odedina F, Rebbeck TR, Harford J, Dangou J, Denny L, Adewole IF. Challenges and opportunities in cancer control in Africa: a perspective from the African organisation for research and training in cancer. Lancet Oncol. 2013;14(4):e142–51.CrossrefPubMed

16.
Confortini CC, Krong B. Breast cancer in the global south and the limitations of a biomedical framing: a critical review of the literature. Health Policy Plan. 2015;30(10):1350–61.CrossrefPubMed

17.
McLeroy KR, Bibeau D, Steckler A, Glanz K. An ecological perspective on health promotion programs. Health Educ Behav. 1988;15(4):351–77.

18.
Sallis JF, Owen N, Fisher EB. Ecological models of health behaviour. In: Glanz K, Rimer BK, Viswanath K, editors. Health behavior and health education: theory, research, and practice. Sanfrancisco: John Wiley & Sons; 2008. p. 465–82.

19.
Lee J, Carvallo M. Socioecological perspectives on cervical cancer and cervical cancer screening among Asian American women. J Community Health. 2014;39(5):863–71.CrossrefPubMed

20.
Centres for Disease Control and Prevention. Social ecological model [online]. 2013. http://​www.​cdc.​gov/​cancer/​nbccedp/​sem.​htm. Accessed 27 Jan 2015.

21.
Denzin NK, Lincoln YS. Introduction: the discipline and practice of qualitative research. In: Denzin NK, Lincoln YS, editors. Collecting and interpreting qualitative materials. London: Sage; 2013. p. 1–41.

22.
Uganda Bureau of Statistics. National population and housing census 2014: provisional results. 2014. http://​www.​ubos.​org/​onlinefiles/​uploads/​ubos/​NPHC/​NPHC%20​2014%20​PROVISIONAL%20​RESULTS%20​REPORT.​pdf. Accessed 16 Sept 2016.

23.
Musoke D, Gibson L, Mukama T, Khalil Y, Ssempebwa JC. Nottingham Trent University and Makerere University School of public health partnership: experiences of co-learning and supporting the healthcare system in Uganda. Glob Health. 2016;12(1):1.Crossref

24.
Bazeley P. Qualitative data analysis : practical strategies. London: SAGE; 2013.

25.
Berg BL, Lune H. Qualitative research methods for the social sciences: 8th ed. Pearson: Essex; 2014.

26.
Clark JP. How to peer review a qualitative manuscript. In: Godlee F, Jefferson T, editors. Peer review in health sciences. London: BMJ Books; 2003. p. 219–35.

27.
Anderson BO, Cazap E, El Saghir NS, Yip C, Khaled HM, Otero IV, Adebamowo CA, Badwe RA, Harford JB. Optimisation of breast cancer management in low-resource and middle-resource countries: executive summary of the Breast Health Global Initiative consensus, 2010. The lancet oncology. 2011;12(4):387-398.

28.
Robb KA, Simon AE, Miles A, Wardle J. Public perceptions of cancer: a qualitative study of the balance of positive and negative beliefs. BMJ Open. 2014;4(7):e005434-2014-005434.

29.
Merriman A. Emerging breast cancer epidemic: impact on palliative care. Breast Cancer Res. 2010;12(4):1.

30.
Okobia MN, Bunker CH, Okonofua FE, Osime U. Knowledge, attitude and practice of Nigerian women towards breast cancer: a cross-sectional study. World J Surg Oncol. 2006;4(1):1.

31.
Elobaid Y, Aw T, Lim JNW, Hamid S, Grivna M. Breast cancer presentation delays among Arab and national women in the UAE: a qualitative study. SSM - Population Health. 2016;2:155–63.

32.
Musoke D, Boynton P, Butler C, Musoke MB. Health seeking behaviour and challenges in utilising health facilities in Wakiso district, Uganda. Afr Health Sci. 2014;14(4): 1046–1055

33.
Sangiwa G. World Cancer Day: Addressing Cancer in Developing Countries: The Time Is Now to Debunk the Myths, Help Countries Lead. Management Sciences for Health. 2014. http://​www.​msh.​org/​blog/​2014/​02/​04/​world-cancer-day-addressing-cancer-in-developing-countries-the-time-is-now-to-debunk.​ Accessed 29 April 2015.

34.
Ginsburg O. Breast and cervical cancer control in low and middle-income countries: human rights meet sound health policy. J Cancer Policy. 2013;1(3):e35–41.

35.
Muthoni A, Miller AN. An exploration of rur﻿al and urban Kenyan women's knowledge and attitudes regarding breast cancer and breast cancer early detection measures. Health Care Women Int. 2010;31(9):801.

36.
Bahkali S, Househ M, Bawazir A, Khalifa M, Sheikh M. The role of primary health care in prevention, early detection, and control of cancer. In: Sheikh M, editor. Transforming public health in developing nations. Pennsylvania: IGI Global; 2015. p. 52–67.

37.
World Health Organization. National cancer control programmes: policies and managerial guidelines. 2002:10 June 2015.

38.
Dalal S, Beunza JJ, Volmink J, Adebamowo C, Bajunirwe F, Njelekela M, Mozaffarian D, Fawzi W, Willett W, Adami HO, Holmes MD. Non-communicable diseases in sub-Saharan Africa: what we know now. Int J Epidemiol. 2011;40(4):885–901.

39.
Ministry of Health U. Health sector strategic plan III 2010/11–2014/15. Uganda: Ministry of Health; 2010.

40.
Ministry of Health U. The second National Health Policy. Promoting People's health to enhance socio-economic development. Uganda: Ministry of Health; 2010.




OEBPS/sidebar.gif





OEBPS/A12992_2018_326_Fig1_HTML.gif
SOCIONCOIOMNCAl Framework (Liscrete Levels) [Expanded Socioecological Framework (Intersecling Levels)

Poliey

Organizatonal

Community
TP VM Lowinowledge; Povery, Mda

] Aosthy; Poor halth seeing behavioa

S PHC.AC | -equipped health system orcance detection; Weak PRC capacy

sccessiilty challenges
B, CP Competing heakthcare burden; Lackof cancer policy






OEBPS/cc-by.png
() _®





OEBPS/contact.gif





