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Abstract

Breast cancer is both the most common cancer and the leading cause of cancer related-
death among women around the world. The incidence of the disease is generally
considered higher among women in the developed countries than the developing
countries; however, the mortality rates for women in the developing countries meet or

exceed those of the developed world, indicating poorer prognosis (Pannuti et al., 2000;
WHO, 2000; IARC, 2001; IARC, 2002; Anderson et al.,, 2003; Tannerberger et al,
2004).

Ghanaian women, like many other women from the developing countries, have a low
participation rate in breast cancer screening services. As a result, the disease is commonly
diagnosed at late stages leading to a poor outcome with high mortality rates. Efforts
toward reducing the mortality from breast cancer should be focused on implementing
cost-effective public health strategies to improve early detection and appropnate

treatment (Pannuti et al., 2000; WHO, 2000; IARC, 2001; IARC, 2002; Anderson et al.,
2003, Tannerberger et al., 2004).

The main objective of the study was to assess breast cancer related knowledge, attitudes,
beliefs, behaviour and screening practices among Ghanaian women in the study areas.
Investigating an issue such as the knowledge, attitude, belief and breast cancer screening
practices is of great importance, not only in identifying obstacles to participation in breast
screening and treatment, but also to guide the development of future health promotion
programmes to improve breast cancer care in Ghana.

The study was conducted in two phases, in Accra and Sunyani, both in Ghana. The first
phase involved a total of 474 Ghanaian women aged between 40 and 70 years. Data
collection was initially accomplished by using researcher-administered questionnaires,
designed to obtain relevant socio-demographic characteristics, knowledge, attitudes,
beliefs and practices towards breast cancer (Appendix iii pagel69). The questionnaire
was pre-tested in a pilot study in Accra on 68 women before the major study. The second
phase was accomplished by semi-structured interviews conducted on 10 breast cancer
patients, 10 breast clinic attenders, 2 traditional healers and 3 Consultants, involved in

breast cancer management in Ghana. Transcripts of the interviews appear in Appendices
iv-vii page 178-231).

Characteristics of the subjects that participated in the study are covered in the first part of
the findings. The majority of the women who participated in the first phase, (49.2%) were

between the ages of 40 — 45 years (table 6:3:2a page54). With regards to the education of
the respondents, it was observed that in sum 85.9% of the respondents (table 6:3:3

page57) had received some level of education. On employment, the vast majority of
respondents (74.3%) were engaged in the informal sector, 14.2% in the formal sector and
11.5% unemployed.



The study showed a high level of knowledge deficit about the disease, which was evident
from the poor appreciation of the risk factors and signs of the disease and high level of
misconceptions and misinformation.

Attitudes towards the disease were those of fear, superstitions, fatalism and stigma, which
impact negatively on the outcome of the disease in Ghana.

The women’s self-reported participation in breast cancer screening was also found to be
very low, it was, however, related to the respondents’ level of education. In the
quantitative data, 40.3% of the respondents reportedly practiced breast self-examination,
which in many instances were irregular, and 8% had clinical breast examinations. For
screening mammogram, the rate of participation was disappointingly low, at 4.3%. The
screening practices among the women who participated in the interviews were equally
poor.

A major observation from the literature review was the popularity of traditional medicine
in Ghana (Twumasi, 1995; Gyapong et al., 1996; Awusabo — Asare and Anarfi, 1997;
Avotri and Walters, 2001). The study therefore looked at the activities of the traditional
healers with emphasis on breast cancer care and more importantly their working
relationship with the conventional medical practitioners. There were discrepancies
between the respondents’ perceptions of the roles of traditional medicine and their actual
usage of that service. This trend could partly be due to “social desirability bias™” and
partly due to stigmatization which is often associated with traditional medicine (Aubert et
al., 1998). A disturbing observation was that a great deal of mistrust and unhealthy

rivalry existed between the two medical systems and that the traditional healers were
particularly immodest in their self-claimed capabilities.

To improve breast cancer care in Ghana, the study makes two broad recommendations to
the Governmental agencies responsible for health, non-governmental organizations,
communities and individuals.

Firstly, to pursue vigorous breast awareness and educational programmes, to teach and
encourage Ghanaian women to adopt breast self-examination practices and to encourage
health professionals to use every opportunity to examine their female patients as part of
the overall clinical assessments. A logical outcome of increased awareness and improved
breast self-examination and clinical breast examinations will be an increase in women
attending the hospitals with breast cancer and, hopefully, these will be at an earlier stage
in the disease than is currently presented.

Unless there are adequate facilities in place to treat the increasing number of women
presenting with cancer of the breast and the potential improved prognosis for these
women, due their earlier presentation with the disease, the improved knowledge, attitude
and behaviour will merely inform these women of a potentially fatal disease earlier than
before. Therefore, the second recommendation of the study is that the Government of
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Ghana should provide adequate facilities for diagnosis and treatment of breast cancer to
patients at an affordable cost.

These two recommendations can be summed up as providing education, screening,
diagnosis and treatment of breast cancer patients in an affordable way. Detailed
recommendations are made in the study regarding the strategies for education, screening
and treatment.

Key Words: developing countries, awareness, breast cancer, breast self-examination
(BSE), clinical breast examination (CBE), mammogram, early detection, screening,
diagnosis, education, risk factors, radiotherapy, chemotherapy, surgery.
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Chapter 1 Background

1:1 Introduction

Cancer may not be considered as the biggest health problem in developing countries,
and in the year 2000, cancer was not defined as one of the ten leading causes of death in
the developing countries (WHO, 2000). Generally, cancer remains a low priority for 75%
of the world population from the developing world that have to grapple with infectious
diseases, the HIV/AIDS epidemic, poverty and malnutnition. However, according to the
International Association of Research on Cancer (IARC, 2002) of the World Health
Organization, the incidence of cancer is rising rapidly in the developing countries. This
trend is partly as a result of demographic changes, where populations continue to expand
and become more elderly, and partly due the adoption of reproductive habits such as
delayed childbearing, fewer children and non-breast feeding. In addition, the adoption of
“western” lifestyles and habits, particularly smoking, alcohol consumption and changes
in diet, and the fact that breast cancer is detected late and frequently without the
appropriate treatment, results in a higher mortality rate than expected, thus, making breast

cancer a major public health problem in the developing world (Pannuti and Tannerberger,
2000; Tannerberger et al., 2004).

It has been predicted by the International Association of Research on Cancer (IARC,
2002) that by the year 2020, there will be 15-20 million new cancer cases occurring
annually in the world, of which some 70% will come from the developing countries. It is
further observed that within 20 years, 75% of people dying from cancer will come from
the developing countries, therefore cancer in the developing world is one of the greatest
concerns for medicine and public health in this century (Pannuti and Tannerberger, 2000;

Tannerberger et al., 2004).

There are variations in breast cancer incidence and mortality rates in the different regions
of the world, which are interesting for reasons that go beyond assessing the magnitude of

the public health problem that the disease presents (Bradley et al., 2002). For example,



the average age for diagnosis for White American and European women is about 60
years, for African-American women it is about 56 years. However, it has been established
that Black African women are more likely to develop breast cancer at much earlier ages.
In a study conducted in Nigeria, 39.8% of patients with infiltrating breast carcinoma were
less than 40 years of age (Ikpat et al., 2002). For post-menopausal women, the age for
developing breast cancer in Black Africans is 53 years (Anderson et al., 2003). These

variations of breast cancer occurrence and trends have yielded important clues about the
possible causes of breast cancer, potential preventive strategies and effectiveness of early
detection, as well as the impact of changing patterns of management and care (Bradley et
al, 2002). For example, introducing mammographic screening interventions in
populations where the disease tends to affect young women may not be the most
appropriate method of detecting breast cancer. This is because mammography has been
found to be less effective in the denser breast tissue of premenopausal women (Hendrick,
1993; Alexander et al, 1999). It would seem therefore that different interactions are

required if breast cancer is to be detected early in Black African women.

In Ghana, it is very difficult to determine the actual incidence of breast cancer due to the
absence of Cancer Registries. However, available statistics from the International Agency
for Research on Cancer (IARC, 2004) puts the 2003 estimates at 24.82 per 100,000 with
1,623 recorded cases in Ghana. Statistics from the National Center for Radiotherapy and
Nuclear Medicine, Korle Bu Teaching Hospital Accra, Ghana, reported that out of a total
number of 719 patients seen and treated at the Center in the year 2003, 166, representing
23.1%, were breast cancer patients (NCRNM, 2003). These figures may be
underestimated due to the fact that only a small percentage of cancer patients actually
report to the centre for treatment, Nonetheless, between 70-80% of the patients seen and

treated at this centre presented at stages III and IV of the disease, resulting in poor

outcomes (NCRNM, 2003).

Although Ghana has few facilities and personnel to deal with breast cancer care, people
also lack awareness of the problem, have inadequate information, and harbour negative

attitudes and fear which, coupled with poverty, contributes to the late presentation of the



disease with poor outcomes (Anim, 1993; Ghartey, 2001; NCRNM , 2003; Mayo et al.,
2003). For women to present early to hospital they need to be “breast aware”; that is, they
must be able to recognize symptoms of breast cancer through the routine practice of
practicable screening and take the appropriate measures for early detection, diagnosis and
treatment (Anderson et al,, 2003). Therefore to increase awareness, change negative
attitudes and fears among Ghanaian women and reduce the barriers which impede efforts
to improve breast cancer care in Ghana, calls for an in-depth analysis of all the factors
contributing to the current breast cancer situation. These factors were the focus of the

present study.

In Ghana’s health system, there exist traditional healers and herbalists who claim to treat
all kinds of conditions including breast cancer (Twumasi, 1995; Awusabo — Asare and
Anarfi, 1997; Mona, 1997). In fact some medical authorities in Ghana (Appendix vii page
231) tend to partly blame these healers for the delayed diagnosis and treatment of the
disease due to their keeping the patients for long periods. It is important therefore that
efforts aimed at improving breast cancer in Ghana should also be targeted at these healers

by investigating, coordinating and controlling their activities.

1:2 Outline of Chapters

This thesis is structured in 10 chapters with 7 appendices. Chapter 1 provides an
overview and background information regarding breast cancer, a statement of the
problem as well as the aims, objectives and hypothesis of the study. Chapter 2 deals with
the anatomy of the female breast, pathophysiology and management of breast cancer,
incidence of breast cancer with special emphasis on breast cancer situations in the United
Kingdom and Ghana as well as the proposed breast cancer care model for Ghana. Chapter
3 describes the health systems in Ghana in general and facilities and services available for
breast health and cancer care in particular. The Ghanaian culture as it relates to health and
the health seeking behaviour of Ghanaians is also covered. Chapter 4 describes the
theoretical basis of the study. Under chapter 5, the research design is discussed which

includes sampling stratf;gies and the sample population as well as the research sites. Also

included in this chapter are the data collection methods, types of data, analytical methods



and procedures. Presentation of the results as obtained from the quantitative data is
provided in chapter 6, while chapter 7 deals with the findings from the qualitative data
obtained from the interviews. Discussions of the results are covered in chapter 8 while

chapter 9 is the concluding part which includes the recommendations of study. Personal

reflection of the study is presented in chapter 10.

1:3 Statement of the Problem

Recent global cancer statistics indicate a rising global incidence of breast cancer and the
increase is occurring at a faster rate in populations of the developing countries that
previously enjoyed a low incidence of the disease (Pannuti and Tannerberg, 2000; Parkin
et al., 1994; Parkin et al., 2004; IARC, 2002; IARC, 2004). In addition to the fact that the
incidence of the disease appears to be on the increase, late presentation with poor
outcomes of treatment is the hallmark of breast cancer in Ghanaian women, as portrayed
by figures 8:11 a & b (pagel26). The 5-year survival of breast cancer in Ghana is less
than 25%, compared with over 70% in Western Europe and North America (Anim, 1993;
Ghartey, 2001; NRCNM, 2003). It also disturbing that the average age at diagnosis for
breast cancer in Ghana is 46.29 years with a range of 26 to 80 years as compared to an
average age of over 65 years in Europe and America.

Very little information is available on Ghanaian women’s knowledge, perception, attitude
and behaviour about breast cancer, including its screening and treatment. Answers to the
following questions were therefore sought in order to gain better understanding of the
current breast cancer situation in Ghana.

e Do the women’s knowledge and their behaviour, attitudes and beliefs contribute

to the poor outcome of the disease?
e Are the women aware of the facilities and services available (if any) in the
communities for breast cancer care and are the services accessible and affordable

to the majority of Ghanaian women?

e Do the social and cultural factors contribute to poor outcome of the disease in
Ghana?

e What is the effect of the independent variables (age, educational background,

marital status, occupation, religious beliefs, etc) on the women’s knowledge,



attitudes, beliefs and health seeking behaviour in general and breast cancer

screening and treatment in particular?
What other barriers impede effective breast cancer care in Ghana?

What are the limitations of Ghana’s health system in providing efficient breast

cancer cairc

In an effort to provide answers to these questions, it was considered necessary to

undertake a cross-sectional study with the broad purpose to design interventions and

strategics to improve breast cancer in Ghana. The study involved a total of 494 women

randomly selected from two locations in Ghana (Accra and Sunyani - figure 3:1 page 32),

two (2) traditional healers and three (3) Consultants employed at the Korle Bu Teaching

Hospital, Accra who are involved in breast cancer in Ghana.

1:4 Objectives of the Study

The overall aim of the study was to explore various factors to gain the insights needed to

develop socio-economic and cultural specific models to improve breast cancer care in

Ghana.

To facilitate this, the objectives of this study were to:

identify the main sources of information about breast cancer used by the women

determine how women in Ghana perceive and behave with respect to breast

cancer.

assess the awareness level of the women about breast cancer screening and early
detection practices.

determine the quantity and quality of screening and treatment facilities and
services available in the study area and the cost of such services.

determine the proportion of the women who use these services and facilities.

assess the roles of traditional healers in breast cancer care in Ghana and the effect

of such activities.

determine the factors that hinder the optimal utilization of the services and

facilities and to recommend measures to improve breast cancer in Ghana based on

appropriate conceptual and operational models.



1:5 Hypotheses of the Study

Given the objectives of the study, the following constitute the hypotheses of the study.

1.
2.

Awareness level among the women on breast cancer is low.

Misinformation and misconceptions about the disease 1s common in Ghana,
leading to negative attitudes towards the disease.

Cancer fatalism is a prominent phenomenon in Ghana.

Facilities and services for breast care in Ghana are inadequate and

unaffordable especially in the rural areas of Ghana.

. There will be a positive correlation between educational level of the women

and their knowledge of breast cancer.

Breast cancer screening (breast self-examination, clinical breast examination
and mammogram) rates among Ghanaian women are low.

Women 1n big cities for example, Accra, the National Capital, have better
knowledge, behaviour and practices with respect to early detection and

treatment than their counterparts in the semi-rural and rural areas.

1:6 Significance of the Study

The findings and recommendations of the study will help policy makers in Ghana

formulating policies and implement strategies to improve breast cancer care.

As almost all the literature on the topic was found to be from the developed

countries, it was the expectation that a study from a developing country, such as

Ghana, with different socio-economic and cultural factors would also contribute

to the existing knowledge on the topic.

The present study will serve as reference material for further research in the

related areas.



Chapter 2 Breast Cancer

2:1 Female Breast

The breast is a mound of glandular, fatty and fibrous tissue located over the pectoralis
muscles of the chest wall and attached to the muscles by fibrous strands called the
Cooper’s ligaments, Other tissues develop into muscle cells, which will form the nipple
and the areola and the sensory nerves that give feeling to the breast. These nerves extend
upwards from the muscle layer through the breast and are highly sensitive, especially the
regions of the nipple and the areola, which accounts for the sexual responsiveness of
some women’s breast. The mature female breast is composed of essentially four
structures, namely, the lobules (glands), milk ducts, fat and connective tissue. There is a
preponderance of glandular tissue in the upper outer portion of the breast (Vander et al.,
1990).

The consistency of breast lobes varies from woman to woman and may even vary in an
individual from one side to other. The discrepancies in the textures allow the lobes to be
outlined by carefully palpating the breast. Normal anatomy on a mammogram will image
differently, depending on a woman’s weight, age, the presence of surgical scar and
superficial or sub-muscular implants as well as the amount of fatty tissue in the breast.
The breasts of younger women are primarily composed of glandular tissue with only a
small percentage being fat. In older women, the breasts become softer and lose their
support therefore physical examinations and mammograms are easier to interpret and
may be more accurate at this period (Vander et al., 1990).

The breast 1s responsive to a complex interplay of hormones that cause the breast tissue
to develop, enlarge and produce milk. Whereas the female hormones influence all
components of the breast, the glandular tissue is the most sensitive. Immediately after
menstruation, the hormone levels are at their lowest and the breast becomes softer and
less tender. This is the recommended time to perform breast self-examination, clinical

breast examination and to have a mammogram (Thibodeau and Patton, 2003).



Figure 2:2.1 Anatomical Structure of the Female Breast
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2:2 Pathophysiology of Breast Cancer

2:2:1 Risk Factors and Causes of Breast Cancer

The exact cause of the disease is still unknown, but what is known is that certain risk
factors are linked to the disease, for example, increasing age, which is considered the
single biggest factor in breast cancer incidence and mortality (Murphy et al., 1995; Berry
et al,. 1997; Feuer and Wun, 1999; ACS, 1999). Another important risk factor is genetic,
found to be responsible for about 10% of all breast cancer patients and 25% of cases
diagnosed before the age of 30 years (Murphy et al., 1995; Berry et al,. 1997). Two
breast cancer susceptibility genes have been discovered and characterized, BRCA-] and
BRCA-2. Certain changes, known as mutations, in either of these genes will increase a
woman’s risk of breast cancer and may also increase the risk of other types of cancer
including ovarian. Another important gene that may confer an increased risk of breast

cancer is the p53 gene (Murphy ef al., 1995; Swensen ef al., 1994). Mutation of the



BRCA-1 gene may be present in 45% of families with a significantly high incidence of
breast cancer and at least 80% of families with increased incidence of both early-onset of
breast and ovarian cancer. Although male carriers of BRCA-1 appear to have a negligible
risk (1%) of breast cancer, they have a threefold risk of prostate cancer and a fourfold
risk for colon cancer (Easton et al., 1995). The second breast cancer gene, BRCA-2, that
is located on chromosome 13, confers risks similar to those of BRCA-I and it is also
associated with an increased risk of breast cancer in male carriers (Wooster et al., 1994).
The risk 1s even higher if more than one first-degree relative has had breast cancer or
when it was a bilateral breast cancer. Families in whom breast cancer is common are
more likely to develop other forms of cancer, such as ovarian cancer (Easton et al.,
1995). A personal history of early-onset breast cancer, bilateral breast cancer, or both
breast and ovarian cancer, suggests the presence of the mutation in one of these genes
(Swensen et al., 1994; Lambe et al., 1994; Colditz et al., 1995; Furberg et al., 1999).
Other events associated with hormonal changes have similarly been found to influence
the breast cancer risk (Lambe et al., 1994; Colditz et al, 1995).

In addition to age at menopause and childbirth, age at menarche is a third factor that has
been linked to breast cancer risk. Women, who experience menarche before the age 11
years, have about 20% greater chance of developing breast cancer than women who
experienced menarche after 14 years (Ursin et al, 1998).

Because breast tissue exposure to estrogen increases cancer risk, there has been much
interest in evaluating the risk of oral contraceptives and hormonal therapy after
menopause. Some studies have shown that oral contraceptive use is associated with an
increase in a young woman’s risk of breast cancer, although other studies suggest that the
risk may be limited to recent use (Ursin et al,, 1998; Marchbank et al., 2002; Elder et al.,
2003). The risk associated with oral contraceptives use was strongest for women who had
used oral contraceptives within 5 years of breast cancer diagnosis (Collaborative Group
on Hormonal Factors in Breast Cancer, 1996). Currently, there are serious efforts to
control the population growth of many developing countries through family planning
campaigns for economic reasons. However, these good intentions may have the potential

to increase the individual risks for breast cancer (Thomas, 1991; Hollander, 2002).



In addition to the better characterized hormonal and genetic factors that increase the risk
of developing breast cancer, there are several environmental and lifestyle risk factors.
Obesity has been shown to increase breast cancer risk in women after menopause (Huang
et al., 1997; Cleary and Maihle, 1997; Tretli et al., 2001; Petrelli et al., 2002; Cui et al.,
2002). Endogenous estrogen levels in postmenopausal women, which are 50 to 100%
higher among heavy women than leaner women, are produced primarily in the adipose
tissue (Prentice ef al., 1990; Fisher ef al., 1994, Murphy et al., 1995; Powles et al., 1996;
Huang et al., 1997; Bergman et al.,, 2000; Verkasalo et al., 2001; ACS, 2004). Obese
women with breast cancer have been found to have decreased survival rates and
increased recurrence (Petrelli et al.,, 2002). It might also be because detection of the
breast tumor is more difficult in obese than in lean women (Petrelli et al., 2002; Huang et
al., 1997; Moorman et al., 2001).

Additional factors that may be related to breast cancer risks (decreased or increased)
include exposures to high levels of radiation, chemical and pesticide exposure, smoking
and selective estrogen receptor modulators (SERM) such as tamoxifen and raloxifen

(Nayfield et al, 1991; Rutqvist and Mattsson, 1991; John and Kelsey, 1993; Verkasalo et
al., 2001; ACS, 2004).

2:2:2 Description of Primary Location

The location of the primary disease is best described by dividing the breast into quadrants
(figure 2:2:2 pagell) (Washington, 1999; Clifford et al., 1999; Bonadonna et al., 2002).
Nearly, 50% of all breast cancer occurs in the upper outer quadrant of the breast with
18% developing 1n the areola region. The upper inner quadrant is the site of 15% of all
breast cancer, 11% in the lower outer quadrant and the remaining 6% developing in the
lower inner quadrant (Washington et al., 1999; Clifford et al., 1999). The frequency of
cancers developing in the upper-outer quadrant is explained by the fact that more breast
tissue is contained in this area. The cancer tends to grow slowly, locally involving the
ducts and adjacent tissue. Recurrence in the breast (local recurrence) and in the lymphatic
system (regional recurrence) or at distance metastatic sites may occur 20-30 years after

the 1nitial treatment. Spread to distant sites via the invasion of the blood vessels, followed
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by hematogenous spread to such sites as the liver, the lung and the bone i1s a common

feature of breast cancer (Poulter ef al., 1999; Clifford et al., 1999).

Figure 2:2:2 Illustration of the Breast Quadrants

_(Bonadonna et al., 2002)

2:2:3Types of Breast Cancer

There are classic types of the disease which include lobular carcinoma in-situ, ductal
carcinoma in-situ, infiltrating (invasive) lobular carcinoma, infiltrating (invasive) ductal
carcinoma, Paget’s disease and inflammatory breast cancer. Lobular carcinoma in-situ is
not, in the true sense, a breast cancer, but it increases a woman’s risk of developing breast
cancer later in life. Ductal carcinoma in-situ is the earliest stage of breast cancer and this
type of breast cancer is confined only to the ducts of the breast. Nearly 100% of the
people with this type of cancer can be cured if detected early enough (Poulter ez al., 1999,
Clifford ef al., 1999). Infiltrating (invasive) lobular carcinoma is another subtype, which
makes up 10-15% of all breast cancer types. Around 30% of patients develop cancer in
the same breast or in the other breast. Histologically, cancer cells are mostly small and

uniform with a small rate of polymorphism (Poulter ez al., 1999; Clifford et al., 1999).
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The most common type of breast cancer is the infiltrating (invasive) ductal carcinoma
and makes up 80-90% of diagnosed breast cancers and it is also the most aggressive form
of breast cancer. Very often it becomes invasive, in half the period of time than the
lobular does (Poulter et al., 1999; Clifford et al., 1999). Paget’s is a special form of
ductal carcinoma, which affects women in older age (Poulter ez al., 1999; Clifford et al.,
1999). The affected skin is frequently fissured, ulcerated and oozing (Clifford ef al,
1999). The morphologic picture is similar to the intraductal carcinoma, but this type of
cancer has a better prognosis (Clifford er al., 1999; Poulter ef al., 1999). The last subtype
to be described 1s inflammatory breast cancer and this 1s one of the aggressive types of
locally advanced breast cancer. The term “inflammatory” stems from the clinical
appearance, which mimics acute inflammation of the breast as shown in figure 2:2:3
(page 12) (Poulter et al., 1999; Clifford et al., 1999; http://www.inctr.org, 2000). This

subtype represents 1-6% of all breast cancers, and a strikingly high incidence of this form

of breast cancer has been reported in North Africa, especially in Egypt and Tunisia
(Clifford et al., 1999)

Figure 2:2:3 Inflammatory Breast Cancer

Source: http://www.inctr.org/publications. The International Network
for Cancer Treatment and Research.

12



2:2:4 Diagnosis and Staging

The first step in the diagnosis of breast cancer is careful attention to factors such as
family history, reproductive history and history of fibrocystic diseases, as well as prior
biopsy (Tirgan, 2004). The most effective technology currently available is
mammography. Mammography utilizes soft x-rays (10-30 keV) to image the breast
tissue. Diagnostic techniques other than mammography that are occasionally used for
breast cancer detection are Ultrasound, Magnetic Resonance Imaging (MRI) and Positron
Emission Tomography (PET) (Heywang et al., 1997; Curati et al., 1998; imaginis, 2004).
Breast ultrasound has a significant role in the diagnosis of benign and malignant breast
masses. Used in conjunction with fine needle aspiration cytology (FNAC), it provides
high diagnostic accuracy for cancers and reduces the need for diagnostic excision
biopsies of benign lesions. Fine microcalcifications, detected by mammography, are often
associated with any palpable mass in ductal carcinoma-in-situ and are not easily seen
with ultrasound (Curati et al, 1998). Current indications for Magnetic Resonance
Imaging (MRI) are mainly restricted to;

e Imaging breasts with silicone implants to demonstrate adjacent malignancy or

implants defects (leakage).
e Differentiation of scarring from malignancy.
e Detection of malignancy in dense breast tissue (including the diagnosis of
multifocal disease in the presence of known malignancy) (Curati et al., 1998).

Another diagnostic procedure is biopsy, which includes; fine needle biopsy, aspiration
biopsy and excision biopsy (Curati ef al., 1998; Vargas et al,, 2000). Fine needle biopsy
is the least invasive of the diagnostic processes; however, it is associated with the highest
number of missed cases. The histopathological examination depends on the type of
biopsy performed and includes evaluation of tumour type, stage (size and spread), grade

(aggressiveness of the cancer cells), lymph node involvement and vascular invasion
(Vargas et al., 2000).

A point that needs to be stressed is that although these imaging modalities and
pathological examinations are efficient diagnostic procedures in the developed world,

Ghana, like many other developing countries, can not enjoy the benefits these
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technologies offer because of a lack of adequate resources to provide these facilities for
all sections of the populations. This assertion was confirmed by some breast cancer

patients and the Consultants who participated in the present study (Appendices iv and vii
page 178 and 231).

2:2:5 Clinical Manifestations

Early breast cancer is usually asymptomatic, but as it progresses, it causes changes in the
breast. It is therefore very important that women pay careful attention to the breast cancer

warning signs, which include the following;
¢ Breast mass, which is usually painless.
e A change in the size of the breast.
¢ Nipple discharge and or retfraction.
e Change in the colour or feel of the skin.
o Alteration of the breast contour.
e Lymphadenopathy.
e Pain or tenderness in the breast (Murphy et al., 1995; Clifford et al., 1999).

2:3 Management of Breast Cancer

Breast cancer is best managed with a multidisciplinary approach, which may include
surgery, chemotherapy, radiotherapy and hormonal replacement therapy among others.
Decisions regarding choice of a particular treatment are influenced by the extent of the
primary tumour, the patient’s age, the patient’s general medical condition and the
patient’s preferences and the risk and benefits associated with each treatment modality

(Murphy et al., 1995, Clifford et al., 1999; Bomford et al., 2003).

2:3:1 Surgery

Almost all women with breast cancer will have some type of surgery in the course of the
treatment including biopsies. Some women may be good candidates for what is called
breast conservation therapy (BCT). In breast conservation therapy, a lumpectomy is

performed whereby the tumour with adequate margin is removed and the breast is left
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intact. Breast conservation therapy is almost always combined with radiotherapy.
Sometimes, a larger part of the breast tissue would be removed and this is called
segmental or partial mastectomy and this too needs to be combined with radiotherapy
(Early Breast Cancer Trialists’ Collaborative Group, 1995). In early stage cancers, as in
stages 1 and ii, breast conservation therapy is as effective as total mastectomy. More
advanced breast cancers are usually treated with a modified radical mastectomy, where

the entire breast and axillary lymph nodes are removed (Clifford et al., 1999).

2:3:2 Chemotherapy

In order to decrease a patient’s risk of recurrence, many breast cancer patients are offered
chemotherapy. The more advanced the disease, the more important it is that
chemotherapy is given. There are many different chemotherapy drugs, and they are
usually given in combination for 3 to 6 months., Two of the most common regimes are
DC (doxorubin and cycolphosphamide) for 3 months or CMF (cyclophosphamide,
methotrexate and fluorouracil) for 6 months (Clifford et al., 1999).

2:3:3 Radiotherapy

The first major use of radiation therapy in the treatment of breast cancer was to reduce
locoregional recurrence rates following radical mastectomy (Bentel, 1999; Levitt ef al.,
1999). Radiation therapy is also used in combination with breast conservative therapy.
Radiation and chemotherapy may also be used together to effectively treat cancer of the

breast. Radiation therapy can also be used to help relieve symptoms of advanced cancer if

a cure is not possible (Bentel, 1999; Levitt ef al.,, 1999). Normally, between two and four
weeks post-operatively is allowed before radiation therapy is begun, to allow the breast
tissue adequate time to heal. In appropriately selected patients, breast cancer with limited
surgery and breast 1rradiation yields well to excellent cosmetic results. The advantage of
preserving the breast is also psychologically beneficial for many patients (Bentel, 1999;
Levitt et al., 1999). Together with image guided treatment planning, radiation therapy is
an important tool for the management of cancer and is used in the treatment of as many
as 50% of all cancer patients (Levitt ef al, 1999). Radiation therapy may be used as the

primary form of treatment, especially for the early cancers of the breast, in a combined
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programme following lumpectomy and, if necessary, axillary nodes dissection.
Simulation and treatment planning are critical factors in establishing an appropriate

treatment technique. This is more so, if the risks of complications are to be minimized
substantially (Bentel, 1999; Levitt et al., 1999).

2:4 Estimating Breast Cancer Risk

Breast cancer 1s the most widely publicized cancer among the general population (Gail et
al., 1999). This heightened public awareness, has however also led to much anxiety and
the concern that breast cancer has reached “epidemic” proportions (Gail et al,, 1999:
Mackarem et al., 2001). The Gail Model, as proposed by Mitchell Gail at the National
Cancer Institute of the United States of America, uses a clinical tool to mathematically
estimate a woman’s risk of developing breast cancer (www.halls.md). This risk estimate
is based on known factors including; age at menarche, age at first live birth, the number
of first-degree relatives afflicted with the disease, and the number of previous benign
breast biopsies (www.halls.md; Mackarem et al, 2001; Steward et al., 2001). There are
three main ways of expressing breast cancer risk, which include cumulative risk,
incidence and relative risk. Cumulative lifetime risk is a statistically derived number,
assuming all women live to a certain age. When estimating the baseline risk of a healthy
woman developing breast cancer, the statistic often quoted is one out of eight or 12.5%
(Gail et al., 1999; NHS, 2003a). This often leads to much anxiety since a 12.5% risk of
developing cancer is frighteningly high. However, this is a cumulative risk over one’s
lifetime, and half of the risk actually occurs after a woman reaches the age of 65 years
(Gail et al., 1999; NHS, 2003a). The incidence describes the number of women who get
breast cancer in a defined population, usually per 100,000, in a given time period (Gail et
al.,, 1999; NHS, 2003a). Relative risk on the other hand is a number used to compare the
impact of different risk factors associated with the likelihood of developing breast cancer.
It is commonly used to tell women their risk when comparing them to women without
that particular risk factor (Williams, 1992; NHS, 2003a).

Options that are available include careful surveillance, prophylactic mastectomy, and

enrolment in clinical and chemoprevention trials (Cull, 1999; Evans ef al., 1993, Evans et
al., 1994; ACS, 2004; O’Shaughnessy, 1996).
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2:5 Incidence of Breast Cancer

Globally, breast cancer is the most common cancer for women, with a current total of 1.2
million cases per year with an estimated 370,000 deaths. More than half of these cases
are from the developing world (Parkin et al,, 1994; Chu et al., 1996; Ferlay et al., 2001;
Tannerberger et al.,, 2004). Breast cancer affects all racial groupings; however, there is a
large variation in the incidence of breast cancer both between and within different
geographical regions. The incidence is increasing, particularly in the industrialized world
(ACS, 2004). In Europe, the highest incidence is recorded in Switzerland with 72.2 cases
per 100,000 populations, 62.4 in France, 59.7 in Southem Ireland, 59.6 in Italy and 56.1
in England and Wales (Parkin et al., 1994; Tannerberger et al., 2004). The lowest rates of
breast cancer have been recorded in Africa and Asia. However, once cancer develops,
black women have a dramatically worse prognosis (Parkin et al, 1994; Tannerberger et
al., 2004).

Several theories have tried to explain the variations of incidence and mortality between
black and white women. These include differences in genetics, reproductive history and
tumour biology between black women and white women. Other theories include
socioeconomic factors which may result in delayed diagnosis, environmental and dietary
variations, as well as differences in available treatment options (Mayberry and Stoddard-
Wright, 1992; Parkin et al., 1994; Tannerberger et al., 2004; Adjei, 2006)

Variations have been found to exist in the reproductive histories of black and white
women and these may explain the differences in the rates of breast cancer incidence seen

between black and white women, with a lower incidence of breast cancer in black women
(John and Kelsey, 1993). Early age at menarche, late age at menopause, late age at first
full-term pregnancy, and nulliparity all appear to contribute to a higher risk for breast
cancer. However, the median age at menarche is slightly lower in black than in white
girls, 12.5 years compared with 12.8 years (John and Kelsey, 1993). Black women have

an earlier median age of natural menopause, 49.3 years compared with 50 years in white

women, and are more likely than white women to have had surgical menopause.
Nonetheless, early menopause contributes to a decreased risk for breast cancer in older

women (John and Kelsey, 1993). Again, the age at first full-term pregnancy is 2 years

17



younger in black women than white women (John and Kelsey, 1993). This finding is
consistent with the findings of the reproductive history of the respondents in the current
study as shown in tables 6:3:2b, ¢ and d (page 55 and 56).

Although the incidence of breast cancer is lower in black women, comparative studies
have found a higher incidence of poorly differentiated tumours in black women and an
increased frequency of nuclear atypia, higher mitotic activity, and tumour necrosis
(Mandelblatt et al, 1993; Chen et al, 1994). The higher frequency of poorly
differentiated tumours in black women is compatible with the finding of a higher
frequency of hormone receptor-negative tumours in black women, both in the United
States and in South Africa (Mandelblatt et al,, 1993; Chen et al., 1994). Studies have
found that between 60% and 80% of white breast cancer patients have estrogen receptor-
positive tumours as compared with 40% to 60% for black women. Similarly, black
women are less likely to have progesterone receptor-positive breast tumours; although
this characteristic has been less widely studied (Mandelblatt et al,, 1993; Chen ef al.,
1994). Because postmenopausal women are more likely to have hormone receptor-
positive tumours, some of the reported racial differences in estrogen and progesterone

receptor levels could be the result of the younger median age of black women with breast
cancer (Mandelblatt ef al., 1993; Chen et al., 1994).

Tumour stage is the most important determinant of outcome in women with breast cancer,
and it 1s well documented that advanced stage disease is more common in black women
(Ayanian et al, 1993; Elledge et al., 1994). Black women are disproportionately
represented in the lower socioeconomic strata and these factors may explain the advanced
disease in this population. It does appear that black women seek medical attention for
breast symptoms later than white women (Coates et al,, 1992; Pierce et al., 1992). A few
studies that have evaluated the treatment of breast cancer in black women suggests that
black women were less likely than white women to have surgical treatment for local or
regional disease and very little information is available about the efficacy of
chemotherapy in preventing relapse or improving survival rates in black women with

breast cancer (Coates et al,, 1992; Pierce et al., 1992; Elias et al, 1994). It has been
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suggested that although the response of black women with metastatic breast cancer to
chemotherapy was similar to that of white controls, the survival rate of black women was
significantly shorter (Elias et al., 1994). The relative 5-year survival of black women with
breast cancer is less than 64% compared to 80% in white women (Elias et al., 1994). This
substantially higher case-mortality rate for black women has resulted in a higher age-
adjusted breast cancer mortality rate for black women despite the lower incidence of
cancer in the black population. The increasing disparity between breast cancer mortality
rates in black and white women is disturbing. It appears that the worse prognosis of black
women with breast cancer cannot be explained by any single factor but results from a
complex interaction of many issues, including tumour stage, tumour biology, comorbid
conditions, and socioeconomic variables. A full range of health promotion and cancer
control activities are required to close the widening racial gap in breast cancer mortality
rates, This, therefore, calls for a comprehensive study in this area which is necessary to

substantially help improve survival for black breast cancer patients.

2:5:1 Breast Cancer in the Developing Countries

Developing countries have only about 5% of the global economic resources and this
disparity between the developing and the developed countries demonstrates that global
resources are not equally distributed. This disparity in resource distribution has a serious
effect on the provision of health care for 75% of the world population in the developing
countries (Magrath and Litvak, 1993; O’Malley et al., 2001; Steward and Kleihus, 2003;
IARC, 2004; CIA, 2004). Available resources often remain insufficient to deal with the
most basic of health issues, such as the control of infectious and communicable diseases,
malnutrition, sanitation and the provision of safe and adequate water for the population.
As a result, cancer care remains a low priority (Reich, 1995). Therefore women in
developing countries, although a lower incidence of breast cancer exists, have a poorer
outcome and poorer survival rates for the disease when compared to women from the
developed countries. It is estimated that over 80% of cancer patients in developing
countries present with advanced stages of the disease, with a corresponding high

mortality with some 50% of these patients dying from the disease (Forbes, 1997, Jones,
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1999; Pannuti and Tannerberger 2000; WHO, 2000; Steward and Klethus, 2003;
Anderson et al., 2003; IARC, 2004).

2:5:2 Breast Cancer in Africa

In Africa there 1s a great deal of genetic and socio-cultural diversity between the
populations, coupled with a very wide range of environments in terms of climate and
vegetation. For all these reasons, one might expect to see a wide diversity of cancer
patterns (Cavalli- Sofrza, 1997). For example, in North Africa, breast cancer is
considerably more common than cervical cancer and the incidence is higher in
populations of North Africa than in Sub-Saharan Africa, and in the urban populations
than in the rural settings, as a result the current incidence rates are highest in cities such
as Abidjan in Cote d’ Ivoire and Harare in Zimbabwe (Parkin et al., 2004).

In Africa, breast cancer is relatively less common than in the European and American
populations, with an estimated 59,000 new cases annually, representing about 18% of
cancers in women European and American populations (Parkin et al., 2004). The disease
however, tends to affect younger women in Africa than European and American women
(Anim, 1993). Indeed, as low as 39 years is common among pre-menopausal women and
in post-menopausal, the commonest age for developing breast cancer in black Africans is

53 years (Adebamowo and Adjayi, 2000; Anderson et al., 2003; Althius et al., 2003).

In sub-Saharan Africa, although epidemiologic studies of breast cancer are not available,

the disease i1s considered to be the second most prevalent cancer among black women in
the region, exceeded only by cervical cancer (Anim, 1993; Parkin et al,, 2004). In Nigeria
(West Africa), breast cancer was the second most common female cancer recorded in
earlier years (1960-69) but it 1s now the most common female cancer (Adebamowo and
Adjayi, 2000; Odusanya, 2001; Odusanya and Tayo, 2001; Okobia, 2006). This increase
may be related, in part, to the increasing awareness and campaigns about breast cancer, as
well as improved diagnosis in some hospitals in the country. Apart from the problem of
younger patients, is the issue of poor prognosis for women with breast cancer in sub-
Saharan Africa (Anim, 1993; Adebamowo and Adjayi, 2000; Odusanya, 2001; Odusanya
and Tayo, 2001; Parkin et al., 2004; Okobia, 2006).
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In South Africa, the picture is not different from the Nigerian situation, where again
breast cancer has overtaken cervical cancer as the leading cancer among women, but
incidence rates remain far lower than in the United States or United Kingdom. Breast
cancer accounts for 16.6% of all the cancers in South African women. Between 1993 and
1997, an annual average of 3,785 new cases of breast cancer was reported to the National
Cancer Registry of South Africa with 1,572 deaths (CANSA, 2005).

Within South Africa, the incidence of breast cancer is also lower among black women
than other racial groups. The statistics from the National Cancer Registry of South Africa
indicate an age-standardized rate of 70.2 per 100,000 in white females and 11.3 per
100,000 in blacks (Vorobiof et al., 2001; CANSA, 2005). However, black women present
at later stages of disease, due, in part to a lack of access to oncology facilities and to
cultural beliefs that link cancer to witchcraft (Pfeffer and Moynihan, 1996; Schlesbush
and Van Oers, 1999; Vorobiof et al., 2001; CANSA, 2005).

It has been suggested that, about 70-85% of patients present at the advanced stages of the
disease, with attendant poor outcome resulting from poor patient compliance, lack of
treatment options, poor drug supplies, inadequate transportation, and a shortage of trained
personnel coupled with a negative attitude on the part of patients and some health
professionals towards the disease and its treatment (Anim, 1993; Price, 1994; Albert and
Schulz, 2003; and Parkin et al, 2004). Cancer care services in Africa are desperately
limited. Radiotherapy, which is used effectively on more than 50% of cancer patients in

the developed world, is available in only 21 of Africa’s 53 countries, or to less than 20%
of the total population (PACT, 2007).

2:6 Differences in Breast Cancer situations in the United Kingdom and
Ghana

In order to appreciate the reasons for the wide variations in the survival outcomes of the
disease between the developed world and developing world, it was considered necessary

to look at the breast cancer situations and available interventions in the United Kingdom
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and Ghana. This was done with the view of adapting the most appropriate strategies and
programmes used in the United Kingdom to the prevailing socio-cultural and economic
conditions in Ghana.

In the United Kingdom, breast cancer is the most common cancer in women. Each year
almost 44,100 cases of breast cancer are diagnosed accounting for 30% of all cancers in
women, with more than 12,500 deaths. One in nine women in the United Kingdom will
develop breast cancer at some point in their lives, Four in five new cases are diagnosed in
women over the age of 50, with the peak distribution of new cases in the 50-54 age
groups (Coleman et al., 1999; Coleman et al., 2004; NHS, 2003b). This peak incidence is
however largely as a result of the breast cancer screening programme, because many of
these women would have been screened for the first time upon reaching 50 years
www.stastistics.gov.org, 2003).

The developed countries have complex and sophisticated models for breast cancer care,
run with sufficient resources at great costs (Ferro et al., 1992; Sankaranarayanan et al,,
1998, Sankaranarayanan et al., 2001). For example, in the United Kingdom, the annual
budget for the NHS Breast Screening Programme alone is about £52 million, which adds
up to about £30- £40 per woman (NHS, 2003a: NHS, 2003c¢c; NHS, 2004; DoH, 2000).
Women in the United Kingdom have a well organized pathway for breast cancer
screening, diagnosis and treatment which can be accessed without much difficulty. The
system 1s such that the screening programme is both accessible and supported by
treatment facilities across the country. These too can also be accessed without much
difficulty. For example, it only takes a woman who detects a breast abnormality to make
an appointment with her General Practitioner for a clinical assessment, referral and
treatment, at no direct cost, within a matter of weeks, as illustrated in the breast cancer

care model in figure 2:6:1 on page 23.
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Figure 2:6:1 Model for Breast Cancer Screening in the United Kingdom
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(Source: DoH, 2000)

There are over 90 breast cancer screening centres across the United Kingdom with each
centre covering about 45,000 women. The NHS Breast Screening Programme provides
free mammographic breast screening every three years for all women aged between 50
and 70 who are routinely invited. Women over 70 are encouraged to make their own
appointments. The model of breast cancer care appears to be working well and 1s
benefiting the women who chose to participate. Every year, over 1.5 million women are
screened, with a total of 14 million since the inception of the programme, from which
over 80,000 cancers have been detected. In addition, all women now have two views of
the breast taken at every screen craniocaudal and mediolateral (Blanks, 2004;

http://www.cancerscreening).The screening, supported by improved treatment

programmes has provided good opportunities for women in the United Kingdom, to the
extent that it is not surprising that early stage at diagnosis and early treatments are
common, leading to good outcomes. The survival rates for breast cancer have thus been
improving for more than 20 years and the estimated relative five-year survival rate
increased from 52% in 1971- 1975 to 80% in 2003 and the estimated twenty year survival
rate has increased from 44% in the early 1990s to 64% in 2003 (Quinn et al., 2003; Pisani
and Forman, 2004; Coleman et al, 2004).

23



In addition to the facilities available to women in the United Kingdom, information on
the disease 1s easily accessible from General Practitioners, mass media and on the internet
(BCC, 2005). In view of the increased awareness among the women in the United
Kingdom, knowledge of the disease is high among the general population, and there is a
relatively positive attitude towards the disease (Selby, 1996; Hopwood, 2000).
Knowledge and awareness of the disease among Black Ethnic Minorities in the United
Kingdom has however, been found to be very low with these women having a negative
attitude towards the disease (Scanlon and Wood, 2003; BCC, 2005). These findings are
significant to the current study since there is a large Ghanaian population in the United
Kingdom which forms part of the Black Ethnic Minority community. By implication
therefore, the negative attitudes and behaviour seen among black women living in Ghana
seem to be applicable to the Ghanaian women resident in the United Kingdom. It is
particularly worrying that these women have failed to take advantage of the numerous
opportunities offered by their host country to improve on their knowledge, attitude and

behaviour towards breast cancer.

In Ghana, inadequate resources have been a limiting factor for effective breast cancer
care. The overall budgetary allocation to the health sector in Ghana is woefully

inadequate and for the year 2007, the total allocation to the Ministry of Health was the
equivalent of £301 million (www.ghana.gov.gh). Access to basic health care is a major

problem and about 40% of the population lives more than 15 kilometres from a health
facility (www.who.int/countries). There are only 5 mammography centres serving the
population of 22 million, of which women constitute about 51%. Out of the 10
geographical regions, the mammography centres are found in only 2 regions. Apart from
the Center in Kumasi (169 miles north of Accra) all of the remaining 4 centres are located
in Southern Ghana in the Accra-Tema area. Women from the northern parts of the
country therefore have to travel very long distances to have a screening mammogram and
in all cases, the financial cost is high. There are also only 2 radiotherapy facilities in the

country catering for the whole population of Ghana and some patients from other
countries in the West African Sub-region (NCRNM, 2003).
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The average cost of a screening mammogram is ¢250,000, equivalent to £15, and this is
paid by the patient at the point of service since there are no health benefits or health
insurance operating in Ghana at the moment (Ghartey, 2001). In a country where the
minimum daily wage is less than £1.00, this represents a difficulty for the average
woman. In addition to the cost of mammography, the cost of transportation from the
remote and northern parts of the country, where the majonty of these women live, to the

southemn part of the country is an additional burden.

From the aforementioned, it is quite obvious that large variations exist in the health care
settings and the levels of socio-economic development between the United Kingdom and
Ghana. These vaniations make it difficult, if not impossible to introduce the western-type-
models or schemes of cancer care, namely the routine mammographic screening and
high-technological treatment facilities to Ghana, and other developing countries, because
of the lack of appropriate resources, coupled with low awareness, cultural beliefs and
negative attitudes towards screening and treatment for breast cancer. As a result of these
factors poor outcomes of the disease are common occurrences. In addition to the above
limitations imposed by Ghana’s health system are the differences in the natural history of
the disease between women in the United Kingdom and Ghana. In Ghana, breast cancer
tends to affect younger women than their counterparts in the United Kingdom (Anim,
1993; Ghartey, 2001; NRCNM, 2003). This makes a routine mammographic screening
not a better option because of the fact that clinical studies have not been able to confirm
the efficiency of mammogram in younger women due to its technical limitations in
patients with denser breasts (Alexander et al,, 1999). There is, therefore, an urgent need
to develop socially and culturally specific strategies, based on the natural history of the
disease, which could be adequately supported by the economic realities that exist in
Ghana, and which can be maintained at every stage of the country’s development. The
development of such strategies is the main impetus of the present study.

The study, therefore, proposes a breast cancer care model for Ghana (figure 2:6:2 page
27) which can help to improve breast cancer care in the absence of the “sophisticated”
breast care models of the western world, including routine national mammographic

screening programmes.
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The first approach in the proposed model is to increase awareness about the disease, with
more emphasis on the importance of early detection and treatment. The mass media,
which has been found to be very effective for disseminating health information in Ghana
(table 6:4:1 page 64), can particularly be used together with other methods to talk about
the disease in the local languages. Along creating awareness, Ghanaian women can be
taught and encouraged to undertake breast self-examination and report to a health

professional any suspicious finding for clinical evaluation and referral when necessary.

The second element of the model, which is equally important, is to encourage wide
spread adoption of clinical breast examination at all levels of health care and encourage
health professionals to include breast examinations in the overall clinical assessments of
their female patients. Traditional healers can also be educated to recognize breast cancer
and be encouraged to refer suspicious lesions to the hospitals and clinics for clinical

evaluation.

The small number of mammogram centres can then be used for diagnostic purposes and
screening for high risk or symptomatic women, rather than for asymptomatic screening,

as 1s the case in the United Kingdom.

The third element of the model is the provision of facilities for treatment. It is important
to underscore the inextricable link between breast awareness, early detection strategies
and availability of affordable and appropriate treatment opportunities to take care of the
increasing numbers of patients who would require treatment as a result of the increased
awareness and improved early detection and diagnosis programme. The importance of the
development of an early referral system, including the traditional healers is stressed. An
important element of the approach is to develop palliative care to cater for patients who
will not benefit from radical treatment. To lessen the pressures on the two cancer centres
in Accra and Kumasi, to enable them to concentrate on patients who require radical
treatments, doctors in the regional and district hospitals could be encouraged to take over

the palliative care, a measure that will also spare many breast cancer patients the added

burden of travelling long distances for analgesics.
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Figure 2:6:2 Proposed Model for Breast Cancer Care in Ghana
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The rationale for presenting the model at this early stage of the thesis is because it forms

the core of the study from which all the subsequent discussions and recommendations
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emanate. The model illustrates a series of possible strategies and programmes. The
strategy in the right-hand column (with the first cell labelled ‘Educate Ghanaian women’
ending in ‘Breast Self Examination’ and coloured green) are simple but cost-effective
strategies for breast cancer early detection and these can be conveniently implemented in
Ghana. The strategies in the orange coloured cells of the model, however, require
adequate resources to provide facilities for diagnosis and treatment and this is where the
Government of Ghana is expected to show serious commitment. The proposed model can
only make the expected impact to improve breast cancer if it is implemented in its

entirety. Specific strategies and programmes as contained in this model are fully covered

in the discussion part of the thesis in chapter eight.
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Chapter 3 Health Systems in Ghana
3:1 Brief Description of Ghana

Ghana 1is a country in West Africa which covers an area of 238,537 square kilometres
(92,000 square miles) just below the size of the United Kingdom, about 750 kilometres
north of the equator on the Gulf of Guinea, between the latitudes of 4°- 11°5° north. The
climate is tropical, characterized most of the year by moderate temperatures generally
21° C - 32°C (70° -90° F), with constant breeze and sunshine. There are two rainy
seasons, from March to July and from September to October, separated by a short cool
dry season in August and a relatively long dry season in the south from mid-October to
March (Ghana High Commission, London, 2004).

The population of Ghana is approximately 22,409,572, of which 51% are females and
49% males. The adult literacy rate is 64.5% and the working population constitutes 48%
of which 82% are in some form of employment mostly in the informal sector.
Predominantly, Ghana is a Christian country with 69% Christians, 15.6% being Muslims,
Traditionalists 8.5% and others 6.6% (Ghana Population Census, 2000; UNDP, 2004;
Ghana Statistical Service, 2006; World Health Statistics, 2006).

3:1:1 Vital Statistics for Ghana

0-14 years = 38.8% (Male 4,395,744/ Female 4,288,720)

15-64 years = 57.7% (Male 6,450,828/ Female 6,483,781)

Over 635 years = 3.5% (Male 371,428/ Female 419,071)

Median age = Total =19.9 years (Male: 19.7 years Female: 20.1 years)

Population growth rate =2.07%

Birth rate =30.52 births/1,000 population

Death rate= 9.72 deaths/1,000 population

Life expectancy at birth = Total population 58.87 years (Male: 58.07 /Female: 59.69)
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Table 3:2:1 Vital Statistics of Ghana

Indicator Value %
2003
Total expenditure on health as percentage of gross domestic product 4.5
General government expenditure on health as percentage of total 31.8
expenditure on health
Private expenditure on health as percentage of total expenditure on health 68.2
General government expenditure on health as percentage of total 5.0
povernment expenditure
External resources for health as percentage of total expenditure on health 15.8
Social security expenditure on health as percentage of general government N/A
expenditure on health

Out-of-pocket expenditure as percentage of private expenditure on health 100
Private prepaid plans as percentage of private expenditure on health

Per capita total expenditure on health at average exchange rate (US$) 16

Per capita total expenditure on health at international dollar rate 98

Per capita government expenditure on health at average exchange rate 5.0
US§

Per capita government expenditure on health at international dollar rate 31.0

(World Health Statistics, 2000)

3:2 Health Structure of Ghana

Before the advent of scientific medicine in Ghana, the traditional medical practitioner
was the sole practitioner of medicine. The Traditional medical practitioner employs
magico- religious acts and concepts to determine the causes and course of diseases before
treatment is initiated in terms of medication (Nukunya, 1992). Currently there are two
main types of practitioners of medicine in Ghana, the traditional and the scientific
(conventional) medical practitioners. Such a co-existence of the traditional and scientific
medical institutions is a common phenomenon in the developing countries (Twumasi,
1995). These two institutions of medicine hold different, though not mutually exclusive,

views regarding their respective practices. Any conflict therefore which may arise
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between these two forms of medicine has a disruptive effect on the well being of the
people in their pursuit of medical attention, especially so in the contemporary setting of
many rapid social changes (T'wumasi, 19995).

In the developed world, diseases are most often seen as natural phenomena and are
therefore subject to investigation and study by scientific methods. Consequently, beliefs
about the causes of various diseases require scientific proof to substantiate them.
Answers to questions of aetiology are therefore sought with diagnostic investigations and
in the field under controlled conditions (Twumasi, 1991). However in the traditional
Ghanaian setting, as in many other developing countries, many if not most diseases are
seen as manifestations of supernatural powers, thus causal explanations in these settings
are sought in that direction (Twumasi, 1991; Marshall, 1995). The obvious question
therefore is - to what extent have these cultural and traditional beliefs influenced the
women in the developing world leading to negative attitudes and low participation rates

in breast cancer screening practices and programmes?

The Ministry of Health in Ghana is responsible for providing all the integrated health
services in the country. The constraints under which health care is provided in Ghana
have two major consequences for the designing and implementation of health services
(Ministry of Health Ghana, 2001). In the first place, health programmes and facilities
must reach the rural communities if they are to solve the dual problems of overcoming
the distance and effecting the changes in the attitude and behaviour. Secondly, inadequate
health facilities and insufficient numbers of health professionals, due to limitations in
resources, leads to inequalities in access to health care delivery. Patients pay at the point
of service for medical care since there is no system of health benefits; the proposed
National Health Insurance Scheme in Ghana is yet to be operational. These situations
tend to impact negatively on the health seeking behaviour of many Ghanaians because in

many cases the costs of such care are beyond their means.
Ghana has a four-tier health care delivery system, which includes the two Teaching

Hospitals located in the national capital, Accra and the second largest city, Kumasi.

These facilities are intended to provide tertiary medical care, teaching and research. The
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only 2 facilities for the management of cancer patients in the country, including
Radiotherapy, are found at these Hospitals. There are 10 Regional Hospitals, one in each
of the 10 Regional capitals, which serve as referral centres for the District Hospitals and
provide specialist services. The District Hospitals are located in each of the 110

Administrative Districts of the country (Ministry of Health Ghana, 2001).

Figure 3:1 Map of Ghana showing the locations of the facilities for Mammography
Screening and Radiotherapy and the Research Sites
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3:3 Cultural and Social Influences on the Health Seeking Behaviour of
Ghanaians

Culture consists of a body of leamed beliefs, traditions and guides for behaving and
interpreting behaviour that is shared among the members of a particular group (Mona,
1997). It includes values, beliefs, customs, communication styles, behaviours, practices
and institutions and influences an individual’s behaviour, health beliefs and medical

treatment outcomes (Mona, 1997; Bowling, 2002).

The populations’ view of health in Ghana is not one of a personal issue, but that of a
social issue. This means that it is only important in terms of the way it affects their social
roles as mothers and wives and their ability to reproduce and not how it affects them as
individuals (Wiredu and Gyekye, 1992; Avotri and Walters, 2001; Reichenbach, 2002).
Some social scientists have held that individuals will “spontaneously” fulfil the demands
of the social system and Parsons was among those who took the stand that social systems
must have some mechanisms for encouraging participation, that is, the social system
develops certain “modes of organization of the motivational systems of personalities™
(Robertson and Turner, 2001). A woman in Ghana views health in social rather than
individual circumstances and refers to health in terms of how it applies to her “roles in
production and social reproduction,” expressing feelings that health is “inseparable from

the material and social conditions of their lives” (Oppong, 1995, Avotri and Walters,
2001).

In Ghana, like most developing countries, women appear to take a lower status in society
than men, and have a smaller role in decision making processes — both personally and
within the family; and in wider contexts. This leads to management of female cancers
such as breast cancer being under funded and lacking the urgency for screening and
treatment seen In many western countries (Okojie, 1994; Walters et al, 1999). In
Ghana’s patriarchal society the role of a woman is first and foremost that of a mother and
of a wife (Walters et al.,, 1999). The importance of these roles has a severe impact on the

health of the women, with health needs coming second to these roles, which also limits
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their levels of self-determination to exercise control over their lifestyles (Awusabo —
Asare and Anarfi, 1997; Walters, 1999).

Ghanaian women explain illness in terms of religious or spiritual factors and maintain
that “fate” plays a vital role in determining who becomes ill and the outcome of the
disease process (Avotri and Walters, 2001). Diseases whose actiology cannot easily be
explained have been given supernatural explanations in Ghana. Appiah-Kubi (1981) cited
in Awusabo-Asare and Anarfi (1997) stated that diseases of such nature may be attributed
to the commission of an offence against one’s spirits, the ancestors or gods or an
omission of duty on the part of an infected person. It can also be attributed to a curse
from a jealous neighbour, a rival, a family member, or somebody who has been wronged.
Such explanations of disease causation in Africa make it difficult for some people to
accept the advantages of some interventions such as breast cancer screening (Awusabo —
Asare and Anarfi, 1997). Although in general the people of Ghana accept the germ theory
of disease causation, fundamental questions may be raised about the occurrence of a
disease at a particular time, or why a disease affects specific individuals. In an attempt to
find answers to such questions the supernatural explanation emerges. Such reactions have
been observed with tuberculosis, guinea worm, cancer and other rare diseases in Ghana,
in spite of the availability of cures for some of them (Awusabo — Asare and Anarfi,
1997). The common diseases such as malaria, diarrhoea and chicken pox are readily
accepted as a breakdown of bodily functions. However, under certain circumstances
death from common diseases such as malaria and diarrhoea may be questioned (Awusabo
— Asare and Anarfi, 1997). On the other hand, the supernatural explanation of ill-health
makes it possible to rationalize difficult situations, especially when attempts to treat the
patient fail (Castle, 1994). A study in rural communities in the Northern Region of Ghana
to determine how the people perceived and coped with lymphatic elephantiasis
discovered a great deal of fatalism in the lives of many Ghanaians. It became apparent
that the people believed the disease was “mainly attributed to supernatural and spiritual
factors” (Gyapong et al., 1996). Gyapong et al (1996) quote an interview where it was
stated, “We will leave God to decide on what will happen to us because we do not know

what to do anymore’.
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Breast cancer fits into the type of disease whose origin is explained by supernatural

causes. Cultural expectations and responses still influence, and at times dominate, the

outcome of this disease process, either for good or bad (Awusabo — Asare and Anartfi,
1997; UNICEF, 2004). In view of the supernatural explanation given to breast cancer and
also the high mortality of the disease in Ghana, a high level of fatalism has been reported
among Ghanaian women (Walters et al., 1999; Mayo et al., 2001). This belief that death
is inevitable when cancer is present is confirmed by this study and is expressed
particularly by the women who participated in the interviews (Appendices 1v and v- page
178 and 203 respectively). These women feel powerless and helpless to impact on their
condition so they surrender to fate and divine intervention in some instances. This
fatalistic attitude is likely to impact on the way that breast self-examination, clinical
breast examination or mammographic cancer screening is going to be perceived or
accepted by the women. For example, Ghanaian women are less likely to see the benefit

of breast cancer screening as it will simply tell them sooner that they are going to die

(Avotri and Walters, 2001; Reichenbach, 2002).

Education will play an important role in modifying these beliefs and attitudes, but this
should be underpinned with the provision of support and improved facilities for breast

cancer and breast cancer treatment in Ghana, if any effort aimed at improving breast

cancer outcomes is to achieve the expected results.

Because of the supernatural explanation given to cancer in some cases, traditional
healers, herbalists and spiritualists have become an important health care outlet used 1n
Ghana (Twumasi, 1995; Awusabo — Asare and Anarfi, 1997). However, the extent of
their involvement is unclear, and it is also not clear if their contributions tmpact
positively or negatively on the outcome of the disease. As part of this study, the role of
traditional healers in breast cancer was explored, but as this constitutes a research
question in its own right the findings will require further analysis from an

anthropological, medical and pharmacological perspective.
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4:1 Introduction

It is virtually impossible to do research without a theoretical framework, which can be

used as an interpretative guide to reality and plays a crucial role in generating ideas

(Hale, 1995: Alderson, 1998; Peterson and Tremblay, 1999; Gatrell, 2002). Studies on

breast cancer in a developing country such as Ghana present a complex phenomenon and

it is a grossly understudied area. It was therefore important to take into consideration a
broad-range of explanatory theories to help explain the phenomenon, especially to

achieve the required attitudinal and behavioural changes which would help to improve
breast cancer care in Ghana.

With the recent advances in DNA-related research and knowledge, many people have
come to believe that genomic science will uncover the gene responsible for each health
condition and obviate the need to tackle behaviour. However it is known that behaviour
would continue to account for the greatest variance in the occurrence and progression of
disease (Clark et al.,, 2002). The actions of people play a vital role in health care systems,
resources, and disease prevention and progression. A person’s behaviour not only
Influences their expected health outcomes and care pathways, but can also have an
influence upon determining their health status in the first place. For example an
individual’s sexual behaviour will have an influence upon their susceptibility to sexually

transmitted diseases (Becker et al., 1977; Glanz et al., 1990).

Behavioural research is central to the prevention, early detection, and control of cancer.
Approximately 65% of cancer deaths are attributable to behaviour such as smoking,
alcohol and diet. For example, an increased understanding of barriers to cancer screening
has made it possible to develop effective strategies to promote adherence to breast and
cervical cancer screening (Hiatt, 1997). Behavioural research has also made major
contributions to our knowledge of individual and treatment-related variables that impact

on quality of life among persons with cancer. Ultimately, the successful application
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new knowledge from basic, clinical, and cancer control research will depend on the
behaviour of the public, patients, and health professionals (Kaluzny, 1997).

Knowledge, attitudes, behaviour and practices (KABP) surveys are possibly the most
frequently used studies in health-seeking behaviour research (Hausmann-Muela et al.,
2003). Knowledge is usually assessed in order to see how far community knowledge
corresponds to biomedical concepts. Typical questions include knowledge about causes
and symptoms, as well as treatment options and outcomes of the disease under study.
Peoples’ reported knowledge which deviates from biomedical concepts is usually termed
‘beliefs’ (Good, 1994). Knowledge, attitude, behaviour and practices studies are
important in designing health promotion campaigns which aim to change attitudes, for
example to improve cancer prevention and to promote condom use for the prevention of
AIDS, and usually enquire about the use of preventive measures or different health care
options. Above all, knowledge, attitude and practices surveys yield highly descriptive
data and one of the major unresolved questions in health-seeking behaviour studies is
how far knowledge actually determines practice (Petty et al, 1997; Lane, 1997;
Hausmann-Muela et al, 2003). It is quite obvious that apart from the respondents’
knowledge on breast cancer in the current study, a range of other factors, including but
not limited to; unavailability of health facilities, financial constraints to pay for
preventive or treatment services, and cultural practices all contribute to the poor outcome

of the disease in Ghana and this calls for multiple approaches to addressing the problem.

4:2 Theoretical Model for Attitudinal and Behaviour Change

Health beliefs can be categorized in many ways, but the underlying assumption is that
these beliefs drive corresponding behaviours (Ajzen, 2000; Hausmann-Muela et al,
2003). Effective public health, health promotion, and chronic disease management
programmes help people maintain and improve health, reduce disease risks, and manage
chronic illness. Not all health programmes and initiatives are equally successful, however
(Ajzen, 2000; Hausmann-Muela et al,, 2003). Health interventions and programmes are
more successful when they are grounded in the appropriate health behaviour change
models. These models are used in strategic planning, development and managing the

programmes (Ajzen, 2000; Hausmann-Muela et al, 2003). Several models to predict
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health behaviours have been developed over the years. Examples are, social cognitive
models such as the health belief model, health locus of control, protection motivation
theory, the theory of planned behaviour, and social cognitive theory to name but a few..
In public health, probably the most utilized models are the health belief model, the theory
of reasoned action and its later development to the theory of planned behaviour (Godin
and Kok, 1996; Conner and Armitage, 1998; Ajzen, 2000; Hausmann-Muela ef al,
2003).

Once the critical determinants of the poor outcome of breast cancer in Ghana (poor
knowledge, negative attitudes, and limitations in the health care system) have been
identified, it 1s important to develop health communication interventions to change these
determinants. This study therefore proposes the use of the theory of planned behaviour as
a communication and educational model to help improve breast cancer early detection
and treatment and thus improve the overall disease outcome in Ghana. The model centres
on factors which lead to a specific intention to act, or behavioural intention, which the
theory situates between the attitudes and behaviour (Fig 4:1 on page 38). A person’s
subjective norm, in turn, is an interactive function of the strength of the person’s beliefs
about whether specific people want them to do the behaviour or not and the strength of

the person’s desire to please or otherwise comply with those people (Montano and
Kasprzyk, 2002).

Figure 4:1 Theory of Planned Behaviour adapted from Ajzen, 2000
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In the theory of planned behaviour, behavioural intention is determined by:

e Attitudes towards behaviour, determined by the belief that a specific behaviour
will have a concrete consequence and the evaluation or valorization of this

consequence.

¢ Subjective norms or the belief in whether other relevant persons will approve of
one’s behaviour, plus the personal motivation to fulfil the expectations of others.

e Perceived behavioural control, determined by the belief about access to the
resources needed in order to act successfully, plus the perceived success of these

resources (information, abilities, skills, dependence or independence from others,

barriers, opportunities etc.)

e Socio-demographic variables and personality traits which condition attitudes,

subjective norms and perceived behavioural control. These are the same as in the

Health Belief Model (HBM).

An outstanding aspect of the theory of planned behaviour is the central role of social
network support and peer group influence (Ajzen, 2000). A key factor emphasized in the
theory is the encouragement of feelings of self-control and self-efficacy. The theory has
been used in several breast cancer screening studies in order to stimulate and increase
screening uptakes (Orbell ef al., 1997; Meyer-Weitz et al., 2000; Rutter, 2000; Godin et
al., 2001; Drossaert et al.,, 2003; Steadman and Rutted, 2004; Michie et al., 2004).

The theory as applied to this study is described in section 8:10 under increasing the

awareness level, improving the knowledge base and attitudinal change through health

education and promotion on page 119.
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Chapter 5 Research Design

5:1 Introduction

This chapter describes the aims and objectives of the study and reviews the methods and
procedures adopted for data collection that were used to solve the research problem. It
includes an overview of sampling techniques, data sources and analysis. Multiple primary
methods of data collection were used to ensure reliability and validity of the study and to
further give a broader representation. Limitations of the study are also included in this

chapter.

A mixed method approach using quantitative and qualitative techniques was adopted to
make use of the advantages of each method and to enable triangulation, which helped to
gain an insight into the knowledge, attitudes and behaviour of Ghanaian women as
regards to breast self-examination, clinical breast examination and mammography. The
inherent strengths of both quantitative and qualitative approaches tend to complement
each other and go some way to alleviate the weaker aspects of each (Yach, 1992;
Hugentobler et al., 1992; Chen et al., 1993; Creswell, 1994, Seale, 1999; Webb, 1997;
Lindsay, 2002; Nelson et al., 2005). Mixed methods also provide a powerful means for
analysis and interpretation of data from the questionnaires and the interviews which
helped to obtain information required to make the appropriate recommendations for

Ghana’s health decision makers to improve breast cancer.

5:2 Research Sites

Ghana is made up of 10 administrative regions, composed of numerous towns and
villages. The majority of the population (65-70%) resides in the rural areas of the
country. The Cities of Accra and Sunyani were selected for the study. Accra is the
National Capital and it serves as the commercial, business and administrative center of
the country. Sunyani, the Capital of the Brong Ahafo Region, is a traditional town, 240
miles from Accra as shown in the map of Ghana in figure 3:1 (page 32). These areas
were chosen for two main reasons. Accra has relatively improved health services and

facilities compared to Sunyani and supposedly the women in Accra have a higher socio-
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economic status (as measured by higher education, secured job and good income) than
their counterparts in Sunyani. These areas were therefore selected to represent a cross-
section of the female population in Ghana and to determine whether the different levels in
health care services and facilities 1n the two areas, as well as the differences in socio-

economic variables would produce any significant outcome.

S:3 Sample size Calculation and Sampling Technique (Quantitative)

With a 95% confidence level and a sampling error of 3% (sample values do not deviate
from the true population values by more than 3%) and a sample power of 80%, a sample
size of 500 was obtained using a standard formula for estimating sample size (Altman,
1991- Nomogram for calculating power size). The main idea behind the sample size
calculations was to have a high chance of detecting, statistically, a worthwhile effect - if
it exists, and to be able to reject it if no such effect exists. The greater the power of the
study, the more certain one can be, but greater power requires a larger sample (Altman,
1991).

In view of the large geographical area of Accra, it was difficult to cover the entire city. In
an attempt to overcome this problem cluster, or area, random sampling was used in
addition to systematic sampling. Cluster or area sampling is useful in situations like this,
and it was done primarily for efficiency in administration of the questionnaires (Fink and
Kosecoff, 1998; Bernard, 2000; Trochim, 2002). The city of Accra was divided into 8
clusters (along geographic boundaries). Each cluster was assigned a digit and the 4
clusters, namely Dansoman, Mamprobi, Asylum Down and Korle Gonno were randomly
picked from the 8 clusters. This was meant to represent the cross-section of the female
population in Accra. For each of the 4 clusters, a sample frame was developed from a
database that had been produced by the Maternal and Child Health Services Division
(MCH), from the 2000 Voters’ Register compiled by the Electoral Commission of Ghana.
The lists were screened to exclude voters under the age of 40 and those of the age of 70,
as these age groups were not part of the inclusion criteria.

At this point systematic sampling was used. The () individuals in the population frame
were partitioned into (k) groups by dividing the size of the population frame (N} by the
desired sample size (n) (Crookes and Davies, 2004; Hicks, 2004). That is,
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where & was rounded to the nearest integer. To obtain a systematic sample, the first
individual to be selected was chosen at random from k individuals in the first partitioned
group in the population frame, and the rest of the sample was obtained by selecting every
k individual thereafter from the entire population listing (Crookes and Davies, 2004,
Hicks, 2004). Thus, the numbers 1-20 were written on pieces of papers and a number
was randomly picked which became the reference number; this was the number “6” and
using the sample fraction calculations, the figure 15 was obtained. Thereafter, starting
with number 6, every 15™ number on the list was selected as a potential participant
(Crookes and Davies, 2004; Hicks, 2004). Using probability, the process was followed
until the names and contact details of 370 women aged between 40 and 70 years were
selected from the sample frames in the 4 areas in Accra, namely, Dansoman, Mamprobi,
Asylum Down and Korle Gonno as potential respondents. This modified type of cluster
sampling was adopted so that every unit in the population would have the same chance of
being selected. The same process was also used to select 160 women from Sunyani. A

total sample size of 530 was used, rather than 500 as previously suggested.

J:4 Quantitative Data

The quantitative method was a cross-sectional survey that used questionnaires. An
extensive literature review was carried out to develop this questionnaire. The Toronto

Breast Self-Examination Inventory (www.bmc.med.utoronto.ca) and Champion’s (1993)

Breast Self-Examination questionnaire were particularly adapted. The questionnaires
included both closed- and open-ended questions on women’s knowledge of risk factors,
the causes as well as the symptoms of breast cancer. Other areas covered included, but
were not limited to, perceptions on the incidence and prevalence of the disease in Ghana,
attitudes towards breast cancer screening and practices; treatment options and the role of
the traditional healers in breast cancer care in Ghana (Appendix iii on pagel69). The
open-ended questions, which provided some qualitative data, were intended to allow the
respondents the opportunity to reflect and give answers free of the limitations that are

imposed by fixed-choice questions (Taylor and Bogdan, 1998; Gomm et al., 2000).
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During the data collection period, the respondents were first contacted in their homes and
then administered with the questionnaires. The respondents were told the objectives of
the study as well as the confidentiality of their responses. It was a difficult task reaching
all the respondents and in some instances, extra efforts had to be made to obtain the
consent of some respondents and visits had to be rescheduled at the convenience of the
respondents, but at the end of the period it was possible to administer the questionnaire to
500 respondents. Probably, a much easier and more convenient approach would have
been a postal questionnaire (Salant and Dillman, 1994; Gibson et al., 1999; Edwards et
al., 2002; Athene, 2003), but a number of considerations meant that this method was not
suitable to be used. The first consideration was the often unreliable postal system in
Ghana. Secondly the postal questionnaire method is not a common practice in Ghana, this
1s because of cultural and traditional practices which put the responsibility on the person
who is seeking “a favour” to make a physical appearance to request for the help needed,
this necessitated a face-to-face encounter. These factors made the postal questionnaire a
less suitable option because the response rate would have been poorer. This is in sharp
contrast to the United Kingdom where postal questionnaires and telephone surveys are
commonly used and often with good results (Gibson et al., 1999; Edwards et al., 2002;
Athene, 2003; Conway and Harvey, 2005). Another approach was to have engaged more
people to administer the questionnaires, but to ensure uniformity; it was decided to
personally administer all the questionnaires, although with much difficulty, Overall, the
respondents showed great interest in the project and cooperated well in the exercise.
However, during the data input, 26 of the questionnaires were found to be incomplete
because the respondents could not provide sufficient information. For example, in some
instances, respondents could not even provide their birth dates and those questionnaires
were considered unmeritorious and were therefore rejected. Difficulty in recalling
information is often associated with surveys. The 26 rejected questionnaires were made
up of 14 from Accra and 12 from Sunyani, leaving the total number of valid

questionnaires at 474 (94.8%), which was well above the expected 60% rate as suggested
by Salant and Dillman (1994).
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5:4:1 Reliability and Validity

It is good research practice, to demonstrate that the data collected from the questionnaire
are valid and reliable so as to avoid doubts being cast over the robustness of the data that
were collected. A variety of approaches was therefore undertaken, and included
examining the reliability and validity of the questionnaire and a pilot study. To evaluate
the validity and reliability of the questionnaire, SPSS version 12.0 was used to calculate
Cronbach’s Alphas for each item within the instrument. Internal consistency was
examined to understand whether the items correlated with each other within the
instrument. Cronbach's Alpha is the most commonly used estimate of internal
consistency of items in a questionnaire (Bryman and Cramer, 1995; Hopkins, 2000;
McColl et al., 2001).

Construct validity was determined to ensure that interpretation of scores on the
instrument could be realized based on the objectives of the study (Fink, 1995; Jones and
Bearley 1996; Trochim and Donnelly, 2007).

Content validity of the questionnaire was evaluated in order to establish the
appropriateness of the instrument's intended use, that is, to calculate the correlations
between sociodemographic characteristics of the respondents and their knowledge,

attitude and breast cancer screening practices (Fink, 1995; Jones and Bearley 1996; .
Trochim and Donnelly, 2007).

The Cronbach’s Alpha for the questionnaire was 0.95, suggesting a satisfactory level of
consistency. The widely accepted social science cut-off of Alpha should be 0.70 or higher
for a set of items (Bryman and Cramer, 1995; Hopkins, 2000; McColl et al., 2001). A
negative scoring item, that is, one that did not correlate, was deleted from the

questionnaire and this gave the instrument the satisfactory Cronbach’s Alpha.

A pilot study was carried out primarily before the main study to test for the reliability and
validity of the questionnaire and also to evaluate the research methodology in general
(Fink, 1995; Jones and Bearley 1996; Trochim and Donnelly, 2007). A total of 64 women
aged between 40 and 70 years were randomly selected from Accra. The respondents who
participated in the pilot study were excluded from the main study. Although it is

recognized that the pilot study should have been carried out at both Accra and Sunyani
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(Fink, 1995; Jones and Bearley 1996; Trochim and Donnelly, 2007) resource and time
constraint prevented this. However in view of the fact that the questionnaires in both the
pilot and the main studies were personally administered, the responses recorded did not
seem to show any significant variations in the main study. Due to the long distance from
London to Ghana and other logistics constraints, it was not possible to carry out test-
retest of the questionnaire after the pilot study.

The factual validity of the questionnaire was further assessed by comparing responses
from the pilot study with responses from previous studies on the same topic in the
literature, which were similar in most instances (Fink, 1995; Jones and Bearley 1996;
Trochim and Donnelly, 2007). Also, comparing the responses from the questionnaires
with the responses from the semi-structured interviews (Appendices iv and vii) which

were similar, provided an assurance of the reliability and validity of the data generated.

5:4:2 Analyses of the Quantitative Data

The Statistical Package for Social Sciences (SPSS) software version 12.0 was used to
analyse the quantitative data based on the objectives and research questions of the study.
Analysis of the quantitative data was done in two phases. First, descriptive statistics
(Altman, 1991; Bryman and Cramer, 1995; Norusis, 2000) were calculated to
characterize demographic and socioeconomic characteristics, use of health services, and
the knowledge on the disease, perceived severity of the disease and main causes of death
from the disease In the second phase of analysis, the women’s self-reported screening
rates were calculated. Significance testing of associations was conducted using
Spearman’s rank correlation coefficient tests (Altman, 1991; Bryman and Cramer, 1995
Norusis, 2000). Significance testing of differences was conducted using the chi-squared
test for nominal data and Mann Whitney U test for ordinal data (Altman, 1991; Bryman
and Cramer, 1995; Norusis, 2000). Several rates and percentages were generated from the
quantitative data and it was much easier and simpler representing the quantitative data in
the form of contingency tables which were used to demonstrate variables such as
location, age groups, educational levels, marital status as well as job status (Altman,

1991; Bryman and Cramer, 1995). Where comparisons of results were needed graphs and
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charts were used to represent some information, which also had the advantage of

enhancing visual appreciation (Altman, 1991; Bryman and Cramer, 1995).

S: § Qualitative Data
5:5:1 Introduction

In evaluating public health programmes, the tradition has been to design quantitative
approaches, relying on epidemiological and statistical techniques to determine if and to
what extent a programme has an effect on a predetermined targeted population. More
recently, however, the approach has seen the combination of both qualitative and
quantitative methods (Yach, 1992; Hugentobler et al., 1992; Chen et al., 1993; Seale,
1999; Lindsay, 2002; Nelson ef al., 2005).

After analyzing the data from the 474 questionnaires, it was found necessary to obtain
additional information from wider sources to clarify issues and confirm the findings
which also ensured the reliability and dependability of the study. The qualitative method
was used as a follow-up to the conclusions drawn from the quantitative data analysis and
enhanced a better understanding of the quantitative results. One-to-one semi structured
interviews were conducted with some key stakeholders in breast cancer in Ghana, which
included ten (10) breast cancer patients in Accra, ten (10) women who attended the
Breast Clinic at the Korle Bu Teaching Hospital and three (3) Consultants at the Korle Bu
Teaching Hospital (2 Surgeons and a Radiation Oncologist), who are involved in breast
cancer management in Ghana, Two (2) Traditional Healers (1 from Accra and the other

from the Brong Ahafo Region) were also included in this stage of data collection.

5:5:2 Sampling Technique (Qualitative Data)

Statistical sampling methods, such as random sampling, are relatively uncommon in
qualitative investigations and statistical representativeness is not a prime requirement
when the objective is to understand social processes (Mays, 1995; Nicholas, 2000).
However, these principles were followed as much as possible to obtain a sample frame
which was a cross-sectional representation of the female population in the study areas, to
provide the data suitable for a comparative analysis. The sampling method used to select

the participants for the interviews was “theoretical” sampling in which the objective of
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developing theory or explanation guides the process of sampling and data collection
(Glaser, 1992).

The interview process began with breast cancer patients who were on active treatments at
both the Surgical and Radiation Oncology Departments at the Korle Bu Teaching
Hospital. After each interview, the data was analyzed and coded, thus leading to the
development of preliminary theoretical explanations to emerging issues. These processes
were used to interview ten (10) patients to the point where no new information was
coming from the patients; in other words, to the point of saturation (figure 5:5:1 pg 50).
Being satisfied with this data, it was then considered necessary to elicit the views of
attenders at the weekly breast clinic at Korle Bu Teaching Hospital. This is a clinic for
the evaluation of perceived or real breast cancer risks or for those women who have
detected a breast abnormality. Again, the process of “theoretical” sampling was followed
to interview 10 more women who attended 2 weekly clinic sessions. The Consultants
were questioned to solicit their observations of Ghanaian women’s knowledge, attitudes,
and behaviour towards breast cancer and also more importantly, governmental
programmes and policies for breast cancer care in Ghana. In Ghana, traditional healers
are often the first point of call for many patients and also, against the backdrop of their
wide claims to cure breast cancer; it was felt that their involvement in the interviews

would yield important information, which could be useful in the development of an

appropriate model for breast cancer in Ghana. In view of this, 2 traditional healers, one
from Accra and one from a town in the Brong Ahafo Region were, interviewed at their

place of practice (clinics).

5:5: 2 Method of Qualitative Data Collection

The qualitative data were collected through in-depth interviews with semi-structured
interview guides (Appendices iv-vii). In the interviews, the women provided information
concerning demographic and structural variables related to breast screening (age,
education, occupation, marital status, access to breast cancer information), and a set of
cognitive variables (fatalism, perception of personal risk, health beliefs concerning

cancer) and socioemotional variables. Apart from the interviews with the Consultants, the
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rest of the interviews were translated and transcribed from Twi (local language) to
English.

Like their counterparts, who participated in the quantitative data collection, the
interviews with the breast cancer patients and the breast clinic attenders centred on their
knowledge, attitude, perception and breast cancer screening practices. For the
Consultants, the aim was to solicit their observations on knowledge, attitude, perception
and behaviours of their clients and also the governmental policies and programmes for
breast cancer management in Ghana and the problems and barriers associated with such
programmes. Additional areas included their views on the claims made by the traditional
healers and how best the healers could be used to improve breast cancer management in
Ghana.

The interviews with the traditional healers included their knowledge and perceptions
about the disease, their claims for cure and their working relationship with conventional
medical practitioners. All the interviews were audio recorded and transcribed and with
the exception of the interviews with the Consultants all the other 3 sets of interviews

were done in the local language (Twi) and translated into English (Transcripts of the

interviews appear in Appendices v-vii).

5:5:3 Analyses of the Qualitative Data

Several software packages designed for qualitative data analysis enable complex
organisation and retrieval of data. Among the most widely used are QSR NUD*IST and
ATLAS.t1 (Tesch, 1990; Richards and Richards, 1994; Muhr, 1997). However, in order
to have total control over the data and to become more immersed in it, coupled with the
fear of losing some important expressions and sentiments used by the interviewees, it was
decided to analyse the data manually without any threat of affecting the results. The
qualitative analysis method chosen was the constant comparison method which is
designed to generate grounded theory. The data analysis consisted mainly of inductive
tactics to organize commonalities and differences found in the interview transcriptions
(Glaser, 1992; Miles and Huberman 1994; Charmaz, 1995; Bogdan and Biklen, 1998,
Savenye and Robinson, 2004; Hicks, 2004; Finlay and Ballinger, 2006). The transcripts

were printed in hardcopies. The analysis involved developing and categorizing the main
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themes and patterns. Responses were constantly compared with one another (figure 5:5:1
page 50). With coloured pencils, emerging issues raised by the interviewees were
highlighted line-by-line and these were categorized into themes. The recorded tape
interviews provided verbatim and authentic responses in which no detail was lost, an
element that was important for the analysis. Particular attention was paid to special words
and expressions used to describe the feelings and emotions of the interviewees to
describe breast cancer. Every passage of the interviews was studied to determine what
exactly had been said and labelled (Bumard, 1991). The processes were followed on all
the transcripts until no further theory emerged, the saturation stage of the analyses
(figure. 5:5:1 on page 50)

Not only were the comparisons made between the responses of respondents in the same
categories, for example the breast cancer patients, but the same comparisons were made
on the responses involving other groups who participated in the study. For example the
observations from the Consultants were compared with those of the traditional healer and
that of the breast cancer patients with the breast clinic attenders. These were done to
determine any point of agreement and disagreement on the views expressed by the
participants and the constitution of the relationship further to conceptualize the issues
raised (Kimchi et al., 1991, Glaser, 1992; Denzin and Lincoln, 1994; Strauss and Corbin,
1998; Hewitt-Taylor, 2001; Boeije, 2002; Crookes and Davies, 2004). A further check on
the data analysis was ensured by constantly comparing the findings from the interviews
with the earlier data collected from the questionnaires.

As recommended by Berg (2001) and Sandelowski (1995) detailed excerpts from
relevant statements in the transcripts were presented in the analyses to serve as

interpretations of the data.

It must be stressed that the method used to analyse the interview data was not without
inherent weakness, including potentials for bias (Patton, 1990; Mays, 1995; Pope and
Mays, 2000). One method that could be used to overcome this potential bias would be to
use independent researchers to audit the process of the analyses and the findings (Patton,
1990; Mays, 1995; Pope and Mays, 2000). Peer groups could also have been involved in
the analyses to criticize and offer suggestions where appropriate. These are mechanisms

commonly used to ensure good research practices, which are important considerations for
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giving the results the credibility and trustworthiness required (Patton, 1990; Mays, 1995;
Pope and Mays, 2000). However, in view of the fact this is an academic work and to
maintain strict adherence to the principle of independence, devoid of covert or overt
outside assistance, this strategy was not available.

In conclusion, the two methodologies used for the study yielded different and valuable
information to accurately characterize Ghana’s health care needs and the significant
socio-economic and cultural barriers to sustainable health care reform for cancer care.
The results generated by the quantitative and qualitative methodologies have helped to
make the appropriate recommendations to government health officials and for decision

makers to set priorities for improving cancer services in Ghana.

Figure 5:5:1 Interrelated Processes of Data Collection, Data Ordering, and Data
Analysis to Build Grounded Theory

- ol
Data Analysis o )

~ Theory

~ Development
JFM Ordering : PEE:
? (2) No 9 - Reach
M Collection §osure

3 (1)

" %

- Theoretical
- Sampling

Adapted from Pandit (1996), the Creation of Theory
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S:6 Ethical Approval

The same ethical standards that apply to other social researchers were followed in this
study; these conformed to both the ethical standards of City University and Ghana, where
the study was conducted. Strict confidentiality, anonymity, neutrality and objectivity
were the hallmark of all activities of the study including research design, data collection
and analysis and in discussing the findings. The study was carried out with an approval
from the Research Ethics Committee, University of Ghana Medical School Accra
(ID.MS-Et/ M 10-P11/2003-04- Appendix 1 on page 1635).

5:7 Data Handling and Protection

The importance of secure handling of research data can not be overemphasized,
especially in a qualitative study (Murphy et al, 1998). The Research Governance
Framework for Health and Social Care 2001 incorporates the stipulations of the Data
Protection Act and requires that in the research setting, the appropriate use and protection
of patient data is paramount, “All those involved in research must be aware of their legal
and ethical duties in this respect. Particular attention must be given to systems for

ensuring confidentiality of personal information and to the security of these systems”

(http://www.dh.gov.uk).

The hard copies of the questionnaires used to collect the data, as well as recorded tapes
for the interviews, files on removable media such as zip drives, USB, CDs and floppy
discs, when not in use were kept under lock and destroyed on completion of the study.
The data for the study in electronic files word, excel and SPPS stored on my personal

computers were configured with username/password to prevent unauthorized persons

gaining assess to the stored data.

5:8 Summary of the Chapter

This chapter describes the research design and included the sample size and sampling
techniques; data collection and analysis procedures. The research, which was conducted

in Accra and Sunyani, employed both quantitative and qualitative primary methods of
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data collection. The quantitative method used was a cross-sectional survey that used
questionnaires. The questionnaires included both closed- and open-ended questions on
women’s knowledge of risk factors, the causes as well as the symptoms of breast cancer.
Other areas covered included, but were not limited to, perceptions on the incidence and
prevalence of the disease in Ghana, attitudes towards breast cancer screening and

practices; treatment options and the role of the traditional healers in breast cancer care in
Ghana. A pilot study had earlier been carried out in Accra pﬁmarily to test for the
reliability and validity of the questionnaire and also to evaluate the research methodology
in general. Analysis of the quantitative data was done in two phases. Significance testing
of differences was conducted using the chi-squared test for nominal data and Mann
Whitney U test for ordinal data. The quantitative data established very important themes
which were further explored by qualitative interviews.

The in-depth interviews were conducted with semi-structured interview guides. The
sampling method used to select the participants for the interviews was “theoretical®
sampling in which the objective of developing theory or explanation guides the process of
sampling and data collection. The method used to analyse the qualitative data was the
constant comparative, which was meant to ensure that theory would emerge from the
data.

By employing multiple methods of data collection and analyses, reliability and validity of
the study was ensured and also provided a broader representation. It also provided a

powerful means for analysis and interpretation of data from the questionnaires and the

interviews.
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Chapter 6 Findings of the Study

6:1 Introduction

This chapter is dedicated to the presentation of the results of the quantitative data,
involving 474 respondents from the questionnaire survey. It deals with the distribution of
the respondents according to certain selected background variables. The main
background variables are the independent factors that could influence the knowledge,
attitudes, beliefs, behaviour and breast cancer screening practices of the respondents.
These include age, marital status, level of education, occupational status and religious
background. The health seeking behaviour of the respondents, knowledge and attitude
towards the disease and breast cancer screening practices and rates as well as the
recommendations from the respondents to improve breast cancer care in Ghana are also

covered in this part.

6:2 Quantitative data

To explore the knowledge, attitude, behaviour and breast cancer screening practices In
Ghana, primary research was undertaken. A range of both closed and opened ended
questions were asked to gain more spontancous results and the answers were
subsequently coded. SPSS Version 12.0 was use to analyze the quantitative data from the
questionnaires. Descriptive statistics were first used to compute the items and statistical
comparisons and relationships were examined for each of the major variables in the

study, according to selected demographic and situational variables (Altman, 1991;

Bryman and Cramer, 1995). .

6:3 Demographic Characteristics of the Respondents

6:3:1 Geographical Distribution of the Respondents

The table 6:3:1 on page 54 describes the distribution of the respondents who participated
in the study selected from Accra, the national Capital of Ghana, and Sunyani, a semi

urban Regional capital of the Brong Ahafo Region (figure 3:1 on page32).

33



Table 6:3:1 Geographical Distribution of Respondents and the Population of

the Cities of the Respondents

Population
of Respective

Number Percentage

Respective | Percentage Size of

Surveved Surveyed Cities* | Cities in Sample

Accra 336 1,640,507 05.3

(*http://www.mongabay.com)

6:3:2 Age of the Respondents

Table 6:3:2a (page on 54) represents the age distribution of the respondents who
participated in the study.

Table 6:3:2a Age Group of Respondents compared to Ghana Census in Years

Survey Age Survey | Percentage Census Age Females in Percentage of
Bands Responses | of Survey Bands Ghana Female in Ghana
Responses Population* | Population (2000)
(2000)

40 -45 233 40-44 Years 443,647 22.9
Years

46 - 50 08 20.7 | 45-49 Years 343,042

Years

51-35 64 13.5 [ 50-54 Years | 288,419

Years

56 - 60 42 8.9 | 55-59 Years | 172,999

Years

61- 65 17 60-64 Years | 189,004 n
Years

Over 65
Years

65 Years
and Over

Total

500,860

1,937,971

il
- .
-

(*http://unstats.un.org)
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Table 6:3:2b Age at Menarche of the Respondents

Valid
n=473 Missing -1 Frequenc Percent
I G I

Table 6:3:2¢ Age at first childbirth of the Respondents

Cumulative
Percent

Il

100.0

Valid
Percent

4.6

Cumulative
Percent

4.6

Percent

4.4

n=452 Missing =22
Valid | 14- 16 years

Frequenc

1

Total 95.4 100

M

- 173 36.5 | 383 64.6
- 11.6 12.2 76.8
B TN T T T
B B R T T
B W T BT T
i N N O B
e | 0 | 63 | s | o
I

R N
LN
o



Table 6:3:2d Age at Menopause of the Respondents

The table on page 56 shows the age at menopause and out of the 474 respondents 169
(35.7%) had reached menopause.

remember

Valid
Percent

Cumulative

7 100

L -
—y

6:3:3 Educational Levels of the Respondents

In the next table the level of education of respondents who participated in the study is

presented (table 6:3:3 pg 57). The UN Human Development Index Report (UNDP, 2004)
puts the National Female Literacy Rate in Ghana at 51%. The level of education of the

respondents in the present study was well above this average.
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Table 6:3:3 Educational Level of Respondents

Educational Level of . . .

Survey Responses All

Percentage of Survey 14.1 15.6 48.3 17.3 4.7
Responses All

All Ghana Females

Percentage Government 40.4 41.2 8.7 5.6
Figures!

48| 162 10

Percentage of Survey 158 143 482 o
Responses Accra ' - : : :

Accra Females: Percelntage 14 26.1 43.6 17.9 11.0
Government Figures

Survey ResponsesSunyani | 14| 26| 67| 19| 12
Responses Sunyani ' ' ' ' '
Sunyani Females Percentage 09| 466 m
Government Figures ' T ' '

"Aged 6 and over.
(Source: National Development Planning Commission, Government of Ghana)
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6:3:4 Occupations of the Respondents

Data about the job status of the respondents is presented in table 6:3:4a on page 58 and

85.8% of the respondents were in the informal sectors of the economy.

Table 6:3:4a & b Respondents' Occupations

Occupation —
Number | Percentage
Farming
21 4.5
Trader
200 42.5
102 21.7
10 2.1
.
67 14.2

Unemployed

34 11.5

Pensioners
17 3.6

Total
471 100
Missing

D

58



Table 6:3:4b on page 59 describes the female employment distribution in Ghana.

Table 6:3:4b Female Employment in Ghana

Formal employment, non-
agricultural

Formal private wage employees

Formal public wage employees

Formal, self-employed

Formal employment,

Females of Aged 15

agricultural

Formal wage employees

or Older (Millions Percentage
0.02 0.32
0.09 1.7
0.15 2.8
0.01

Informal employment, non-
agricultural

Informal, self-employed

Informal wage workers

Unpaid family workers

29.7
0.18 3.3
0.11 2.0

Informal employment,
agricultural

Self-employed

Informal wage workers

Unpaid family workers

Other (unclassified)

Unemployed

Retired

Total

Gender in Ghana

1.3 24.3
0.02 0.32
sl w

(Source: GLSS 4, 1998/9. Adapted from Employment, Poverty, and
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6:3:5 Religious Backgrounds of the Respondents

The majority of the respondents, 89.4%, reported to be Christians (n=423) with smaller
numbers for the other religions, namely 7.4% (n=35) as Muslims and 2.7% (n=13)

representing traditional faiths, with 3 invalid responses.

Figure 6:3:1 Religious Background of Respondents

o Christians
@ Moslems

O Traditionalists
ONone

6:3:6 Marital Statuses of the Respondents

Data in table 6:3:5 on page 61 shows information on the marital status of the respondents
obtained from the questionnaires, which is similar to those found from official Ghana

government figures, although these only take into account the head of the household

rather than everyone in the household.
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| Table 6:3:5 Marital Status of Respondent |

i Marital Status Number Percent *Head of Household All |
Ghana (Male or Female)

. —_——__l
Married 307 64.9 53.1
Single 17 36 254
Vivorced 100 21.1 10.2
Widowed 49 10.4 11.4
Total 473 100 100

(Source: *National Development Planning Commission, Government of Ghana)
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6:3:8 Respondents Educational Levels and Occupations

There was a significant difference between the respondents’ level of education and

occupation with those with higher educational levels indicating regular occupation, as

shown in the table 6:3:6 (page 62).

Table 6:3:6 Occupation by the Education Level
Occupation

% 42.9 86| 28.6 0 ol 100

Trader 33 48 87 31 1| 200
3

% 24.0 43.5 15.5 0.5 100
emploved

% 10.8 69| 608 19.6 20! 100

| 5
servant
% 30| 388 28.4 100
T
% 12961 1481] 6296 9.26 m 100
Retired 17
% 100
Total 471

Missing = 3 ( 72 = 163.384(a), df=24, p <.001)
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6:3:9 Locations of the Respondents and their Educational Levels

Analysis was done to determine the differences in the levels of education between
respondents from Accra and Sunyani. A Chi-Squared test showed a significance

difference between the level of education of the respondents from Accra and Sunyani,

with Sunyani respondents having more tertiary education than those from Accra (7 =

11.793, df =4, p< 0.019). This is shown in table 6:3:7 below (page63).

Table 6:3:7 Education Level by Geographical Location of Respondents

Geographical
Location of
the
Respondents

Educational Level of Respondents

63

Total

% IS770 1420 4821 18.75| 298| 100
Sunyani | 14 26 67 19 12| 138
% 10141 1584 | 48.55 1377 870| 100

(r? =11.793, df =4, p< 0.019)
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6:4 Health Seeking Behaviour of the Respondents
6:4:1 Main Sources of Health Information

The respondents were asked to mention their sources of health information in general and

breast cancer in particular, the main sources mentioned are shown in table 6:4:1 (page
64). The data strongly suggested exposure to multiples sources, but in all respects, the

mass media (radio, television, and newspapers) was the major source, totalling 65.4%.

Table 6:4:1 Respondents Main Sources of Health Information

Number that use
the source

Percentage that
use the source

Radio 187 39.8

Health Information Source

\O

N 78 Lh
LN e LN et ~) -]
W v | o | N

Pk h OQ

Television 20.5

Nurses/Midwives 13.9

Doctors 12.4

L)

Churches

Friends

Newspapers/Magazines

o

Women’s Groups

I
o |

Family Members

—
o

O



Figure 6:4:2 1 Respondents Choices of Medical/Health Care

Analyses were done to determine the health behaviour of the respondents regarding the

most frequently used health facility and services for disease treatment and prevention.

100.0%71 e R ‘
80.0%1 v 5iHospitaIﬂs 5
60.0% el Al T I '@ Private Clinics
- O Herbal Medicint
40.0% - | OPharmacy
20.0%1 ~ ®Spiritual
0.0% ?

6:4:3 Geographical Locations and the Choice of Health Facility/Service by the
Respondents

The choice of health care facility and or service by the respondents’ from the 2 study

sites, namely Accra and Sunyani was further explored and again found to be varied.
6.4:3:1 Private Clinics

Table 6:4:3:1 (page 66) shows the respondents’ self-reported usage of private clinics.
This difference may be due to the fact that although there are more Government Hospitals
and Polyclinics in Accra than Sunyani, when compared with Ghanaian government
survey data from the Ghana 2003 Core Welfare Indicators Questionnaire, it is clear that
Sunyani is considerably wealthier than Accra. In Accra, 75.9% reported that they had had

some trouble feeding their households in the past year, whereas in Sunyani the figure was
only 27.8%
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Table 6:4:3:1 Use of Private Clinics of
Respondents by Geograph

Location Do not | Use the | Total | *Percentage of Households with
the | services difﬁculty in satisfying food needs
service in preceding year
m [ w |ww
K R ] L
nmm—
L L

(x*=77.958, df =1, p <0.001)
(Source: *¥*National Development Planning Commission, Government of Ghana)

Ghana Official Statistics

6:4:3:2 Hospitals

Table 6:4:3:2 Use of Hospital Facilities by Geographic Location

Location service services Total

474

(7? =5.273,df =1, p<0.022)

6:4:3:3 Traditional Medicine

Unexpectedly, the self- reported use of traditional medicine was very low among the

respondents from both Accra and Sunyani
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Table 6:4:3:3 Use of Traditional Medicine by Geographic

L.ocation

- Do not use the|Use the -
Location service services Total
Accra |
333 3 336
09.1
.
135 3 138
97.8 2.2
.
468 474

(7% =1.285,df =1, p=0.257)

6:4:3:4 Buy Drugs from Pharmacy
There were significant differences between the respondents from Accra and Sunyani in

the use of pharmacy services ( y* =47.782(b), df = 1, p< 0.001)

Table 6:4:3:4 Buying Drugs from Pharmacy by Geographic Location

O
Location the service services Total
233 103 336
%
R NP
135
%
B P
471

(x* =47.782(b), df = 1, p< 0.001)



6.:4.:3:5 Patronize Spiritual Healing

Table 6:4:3:5 Use of Spiritual Healing by Geographic Location

Location the service services Total
331 5 336
1.5
%
91.3 8.7
457 17 474

(7? =14.696, df =1, p< 0.001)

6:5 Knowledge on Breast Cancer and Screening

6:5:1 Respondents level of Education and their Self-reported Knowledge of Breast
Cancer

Table 6:5:1 (page 68) presents the respondents’ subjective knowledge about breast
cancer, based on their level of education. Valid responses were not provided by 9
respondents. A strong correlation was found between the levels of education and the self-
reported knowledge about the disease, with higher levels of education being associated
with higher levels of self-reported knowledge of breast cancer as demonstrated by

Spearman’s Rank Correlation (r;=0.316, N=465, p <0.001).
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Table 6:5:1 Respondents Educational Level and Self-reported
Knowledge of Breast Cancer

Self-Reported Knowledge of Breast
Educational Level of Cancer
Respondents it Total
a lot

32 4 1
% 448 | 478| 60| 1.5
57.5| 14

I

% 37.0 4.1

Middle 153 15 13 224 |

O

/o 192 683 67| 58]

Secondary 13 49 71 10 79 |
% 165| 620 89| 1271

Tertiary 0 g 10 4 22 |
i - 364 455| 182

Total 13| 284 37 31 465

(r,=0.316, N= 465, p < 0.001)
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6:5:2 Respondents Perception on the Incidence of Breast Cancer in Ghana

Respondents were asked to describe the incidence of breast caner in Ghana based on their

personal experiences and information this is shown in table 6:5:2 (page 70).

Table 6:5:2 Respondents Perception on the Incidence of

Breast Cancer in Ghana (How common is Breast Cancer in
Ghana?

Perception

Total 470

Missing

N ) T
i ) RO
=
L

l

6:5:3 Factors Mentioned by Respondents as Risks for Breast Cancer

Respondents’ knowledge about the risk factors for breast cancer was found to be very
low as shown in the table 6:5:3 on page 71. As a result, the disease is still associated with

myths and uncertainty surrounding its causes and risk factors
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Table 6:5:3 Factors Mentioned by Respondents as Breast Cancer Risks

Alcohol 31 6.3

Smoking 10. 5

Fatty diet

-
(o
N
~J)

h

Obesity

\O
h

| Coins under breasts* 20.0

Tight/Dirty brassiere*

When husband sucks the breasts*

(*Indicates incorrect responses)

I !
Q| W 00
N bk
O ~J

6:5:4 Educational Level and Myths about Breast Cancer

Respondents were found to hold a lot of misconceptions about breast cancer especially
the causes of disease. A prominent misconception which was held by 20% (n=95) of the
respondents, was that women who put coins in their brassieres have an increased risk for
the disease. Cross tabulation analysis was performed on this rata and the data relating to

formal educational levels, to determine if education had any effect on these

misconceptions. However, chi- square test did not show significance difference ( y° =

9.434 df =4, p= 0.051) as shown in table 6:5:4 below (page 72).
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Table 6:5:4 Educational Levels and the Myth about Breast Cancer
Coins in the Brassieres

. Coins in the Brassieres

Respondents

-
I T N

%

o | 216

Secondary “ 68 82

=

379 474
(7? =9.434 df =4, p= 0.051)

6:5:5 Respondents Educational level and Self-Reported Knowledge of Breast Cancer
Signs and Symptoms
Respondents’ knowledge of signs and symptoms of breast cancer was generally found to

be very low. Specific signs and symptoms mentioned by the respondents are presented in

the following tables, according to their educational levels. Generally, respondents with
higher education performed better as shown by the results from Mann Whitney and Chi

squared analyses. As expected, respondents who correctly mentioned a lump/mass in the

breast as a sign of breast cancer have a significantly higher level of education. Statistical



test with Mann Whitney showed a significant difference as shown in the table 6:5:5 (page
73).

Table 6:5:5 Knowledge of Signs and Symptoms: Lump/Mass in the Breast

Lump/Mass Educational Level of Respondents

in the

Total

Breast None

No 46 - 253
% 8.7  662| 524 43.9 - 53.4
Yes 21 25| 109 46 mm
% 31 338 476 56.1 n 46.6

(U=21014.5, N=474, p <.001)
Tests with Mann Whitney did not show any significant difference between the

respondents’ levels of education and their knowledge of pain in the breast as a symptom

of the disease, however a test with chi square showed a weak significant difference seen
in table 6:5:6 (page 73).

Table 6:5:6 Knowledge of Signs and Symptoms: Pains in the Breast

. e Educational Level of Respondents
Pains in Total
the Breast None ota
Primary | Middle | Secondary | Tertiary

No

L
- e
n
L
=

203
%
03.2 88.6 854
Yes
%

114
Total

O
D
\0 S

6 74
U= 8155.5, N=474, p <0.067 ( x*=9.700(a), df =4, p <.046)

474
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Again women who correctly mentioned nipple discharge from the breast as a sign of

breast cancer have a significantly higher level of education as shown in table 6:5:7 (page

74).
Table 6:5:7 Knowledge of Signs and Symptoms: Nipple Discharges

: Educational Level of Respondents
Nipple Total
Discharges | None _ _ _

Primary | Middle | Secondary | Tertiary
M| e e w m s m
%
S T I ) ) I )

(U=9018, N=474, p<.001)

Respondents who correctly mentioned nipple retraction in the breast as a sign of breast

cancer have a significantly higher level of education as shown in table 6:5:8 (page 74).

Table 6:5:8 Knowledge of Signs and Symptoms: Nipple Retraction
Niople Educational Level of Respondents
PP Total

Retraction

Secondary | Tertiary

448

ll
h

\O
N
~J
I Wn | -
\O
o ~
v n

474

(U= 3138, N= 474, p< .001)
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As with the other signs and symptoms, women who correctly mentioned changes in the
shape and the sizes of the breast as a sign of breast cancer have a significantly higher

level of education as shown in table 6:5:9 (page 75).

Table 6:5:9 Knowledge of Signs and Symptoms: Changes in the
Size and Shape

Changes
in the

Educational Level of Respondents

o o0
w >
N .

Size and Total

Shape
No

None <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>