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The incidence of breast cancer is on the rise in sub-Saharan Africa (SSA) and efforts at 
early diagnosis have not been very successful because the public has scant knowledge 
about the disease, a large percentage of breast cancer cases are diagnosed late and 
mainly rural SSA women’s practice of breast self-examination is poor. In this paper, we 
argue that an examination of the social and cultural contexts of SSA that influence 
breast cancer diagnosis and management in the region is needed. We discuss the 
implications of sociocultural factors, such as gender roles and spirituality, on breast 
cancer diagnosis and management in SSA.
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Breast cancer has not been prioritized as a 
women’s health issue in sub-Saharan Africa 
(SSA), even though it is the most common 
cancer among women in SSA [1]. The low life 
expectancy in the region means that women 
often do not live long enough to be diag-
nosed; researchers cite the absence of pop-
ulation-specific cancer registries and lack of 
screening equipment, and competing health 
needs including HIV/AIDS, tuberculosis 
and malaria as contributing to the limited 
data on breast cancer  [2]. The outcome has 
created a situation in which we have scant 
research, knowledge and awareness about 
breast cancer in SSA [3–5].

In this paper, we argue that more research 
on breast cancer is needed because the inci-
dence of the disease is expected to rise as 
SSA becomes urbanized, its people access 
more formal education and life expectancy 
increases  [2,3]. To gain a full picture of the 
scope of breast cancer in SSA, research atten-
tion should focus on sociocultural aspects of 
the disease that have previously been over-
looked. We need to research breast cancer 
not only from a biomedical perspective but 

also from a sociocultural perspective, which 
considers how social, cultural and economic 
factors impact the presentation and experi-
ence of the disease in SSA. This perspective 
is important given that the present education 
efforts do not address prevention and early 
detection of breast cancer in a culturally 
sensitive manner for the increasing at-risk 
population in SSA [2,3].

It is vital to consider how social, cultural 
and economic factors impact breast cancer 
diagnosis and treatment, because these fac-
tors influence cancer care in resource-limited 
settings such as SSA [6]. The health sector in 
SSA is plagued by inadequate health person-
nel, poor health insurance programs and lim-
ited facilities for cancer screening and treat-
ment. In instances where cancer-screening 
facilities are available, they are accessible to 
very few people  [7–9]. In most countries in 
SSA, treatment of cancer and other chronic 
conditions are not covered by national health 
insurance programs, requiring women to pay 
for the cost of breast cancer screening and 
treatment out of pocket  [10]. Also, the costs 
of breast biopsies and pathologic examina-
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tions are not covered by health insurance systems in 
most countries in SSA leading to delayed diagnosis [11]. 
Added to this are social beliefs and practices including 
gender roles, which are often misunderstood, miscom-
municated and misapplied by health workers and com-
munity members including women. This has led to 
negative attitudes toward and/or overvaluing of these 
practices thus inhibiting appropriate and timely use of 
health services by women [12].

These social, cultural and economic issues influence 
women’s experience of breast cancer, public knowledge 
and understanding of the disease and steps taken to 
manage the disease  [5,13–15]. For instance, economics 
and social beliefs about women’s bodies in SSA have 
contributed to failure to adhere to treatment or discon-
tinuation of treatment for breast cancer particularly 
among rural women  [7,10,16,17]. Because sociocultural 
factors affect both pre- and post-treatment experi-
ences of breast cancer, we focus on the implications 
of sociocultural factors for breast cancer diagnosis and 
management in SSA [18].

Breast cancer in SSA
Breast cancer is the most frequently diagnosed cancer 
and the second leading cause of cancer death among 
African women. It has surpassed cervical cancer, 
which is now the second common cancer in African 
women and the leading cause of cancer death [1]. The 
incidence rates of breast cancer vary across the regions 
of Africa, with the highest occurrence being among 
women in southern Africa  [1,19]. The disease presents 
in younger, premenopausal women in SSA; some of 
the known risk factors include lower parity, irregular 
menstruation and environmental and socioeconomic 
factors [2,7,19–21]. Research shows that age at menarche 
can be a protective factor against the disease among 
African women [22,23]. The average age at which breast 
cancer is diagnosed in SSA women is 10 years younger 
than that for women in western countries; however, the 
mortality rate of the disease is higher in SSA because 
the disease is often diagnosed late (i.e., stages III or IV) 
and because breast cancer tends to be more aggressive 
in younger patients [1,3–4,10,24].

Women diagnosed with breast cancer fear death 
and deformation by mastectomy and chemotherapy, 
and some women in SSA associate breast cancer and 
its treatments with death  [1,4,25]. For example, Clegg-
Lamptey et al. found that over 60% of breast cancer 
patients in Ghana do not know anyone who has sur-
vived the disease  [25]. This fear causes most women 
in SSA to live in denial of their risks of the disease 
and evade or delay treatment  [4–5,24]. Breast cancer is 
treated mostly by surgery (e.g.,  mastectomy) in SSA 
due to the late presentation of the disease and because 

the cost of surgery is lower compared with other forms 
of treatment [4,16,25]. However, mastectomy is still not 
fully integrated into the SSA culture as evidenced in 
the number of women who experience divorce follow-
ing the procedure  [26]. In a study examining the psy-
chological effects of mastectomy on married women 
in Nigeria, Odigie  et al. reported that about 70% of 
their study population felt a loss of their femininity 
as a result of mastectomy; the women had difficulties 
breastfeeding, felt less desired by their spouses and felt 
their body image was altered negatively by mastec-
tomy [26]. In the same study, about 38% of the women 
reported being divorced or separated from their hus-
bands 3 years after having a mastectomy. Thus, rela-
tional and image fears coupled with fear of death con-
tribute to the late presentation of the disease in the 
region suggesting that attention needs to be given to 
these factors for improved diagnosis and management 
of the disease. It is important to note that the effect of 
mastectomy on the identity of women is nearly univer-
sal as studies from other parts of the world reported 
findings similar to those in SSA [27–31]. However, in the 
SSA context, these problems with mastectomy lead to 
delayed presentation of the disease.

Breast cancer education & awareness in SSA
Efforts to promote breast cancer education and aware-
ness in SSA are mostly in the forms of public awareness 
campaigns, speeches and marches aimed at encourag-
ing early diagnosis [10,32]. The mass media are the most 
common source of breast cancer information for the 
public and help to generate and sustain public inter-
est in the disease  [5,17,32]. Breast cancer education and 
awareness programs aim to teach women about the 
symptoms of the disease and how to conduct breast 
self-examinations. Breast self-examination is empha-
sized because it is cost-effective, can be done in private 
and because mammography is believed to be less effica-
cious in younger populations such as those in SSA [8,33]. 
However, as much as regular breast self-examination is 
encouraged among women in SSA because of the rea-
sons noted above, SSA women also must be encour-
aged and empowered to seek early healthcare for any 
abnormalities discovered in the breasts, as that is how 
accurate diagnosis can be made.

Efforts at encouraging breast self-examinations 
have been somewhat effective at increasing knowl-
edge about the disease. Research demonstrates that 
younger SSA women are aware of the importance of 
breast self-examination for the early detection of breast 
cancer, but this knowledge often does not translate 
into accurate practice of the procedure  [33–37]. For 
instance, Tieng’o et al. found that women in Botswana 
had a positive attitude toward breast cancer examina-
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tion, but their knowledge and practice of the proce-
dure were poor  [38]. Sambanje and Mafuvadze also 
found a lack of knowledge about breast cancer among 
university students in Angola, though the students 
agreed that monthly breast self-examinations could 
help detect breast lumps early [33]. Other studies how-
ever suggest that breast cancer education programs in 
SSA do increase knowledge, attitude and practice of 
early breast cancer detection strategies. Researchers in 
Ghana found that over 80% of participants in a breast 
cancer education program had accurate knowledge 
about breast cancer compared with about 50% of those 
who did not participate in the program; participants 
in the program were also more likely to practice breast 
self-examinations compared with those who did not 
participate [39].

Mixed research findings such as the above and 
the continual late presentation of the disease have 
raised concerns about the effectiveness of breast can-
cer awareness and education efforts in SSA  [10,16]. 
Women in SSA wait for an average of 11 months after 
the onset of symptoms of breast cancer before they 
report to hospitals  [7]. Interestingly, the literacy lev-
els of women have no bearing on their attitudes and 
knowledge about breast cancer [10,16,21]. Delays in pre-
sentation of breast cancer result from patient delay or 
provider/system delay  [40]. Provider/system delays are 
caused by factors including lack of access to breast 
cancer specialists and treatment facilities and inability 
of healthcare professionals to accurately diagnose and 
refer patients to oncologists [41]. A study conducted in 
Cameroon showed that patients had to consult with 
an average of four healthcare professional before diag-
noses of breast cancer, Kaposi sarcoma and lymphoma 
were finally made and patients were not referred to 
oncologists in a timely manner  [41]. In another study 
in Nigeria, researchers found that over 50% of breast 
cancer patients in the study population experienced 
provider delays including delayed or nonreferrals, false 
reassurances from health practitioners and failure by 
physicians to get biopsy or histology reports when the 
patients were initially evaluated [42].

Researchers and practitioners urge focusing on the 
reasons why women discontinue treatment, education 
and awareness efforts to address women’s fears and 
misconceptions and the stigma associated with the 
disease  [16,43–44]. Breast cancer awareness campaigns 
in resource-limited settings, such as SSA, should 
focus on dispelling myths about the disease (e.g., that 
breast cancer is a death sentence, that it is caused by 
witchcraft and that mastectomy kills) and promoting 
knowledge that the disease is curable if detected early. 
One idea for breast cancer awareness and education 
efforts is to use survivors and patients’ experiences to 

emphasize that the disease can be survived [43,45]. This 
is particularly useful in the SSA context where the dis-
ease is shrouded in secrecy such that women do not 
know other patients or survivors  [25]. When the gen-
eral population and women, in particular, can iden-
tify others who have survived the disease, it may lessen 
their fears and encourage them to seek and adhere to 
treatment [45]. Also, women should be informed about 
and involved in decisions regarding surgical treatments 
for breast cancer to ensure satisfaction and acceptance 
of treatment outcomes [46]. Failure to do so can nega-
tively affect women’s psychological health, as shown 
in a study conducted in Ghana where breast cancer 
patients reported receiving inadequate information 
about their diagnoses and treatments, consequently 
leading to unpleasant treatment experiences  [25], and 
another study in Nigeria where over 40% of depressive 
disorders were recorded in breast cancer patients [47].

Another idea for breast cancer awareness campaigns 
is to involve trusted community members in the efforts 
to help engender trust and further break down barri-
ers relating to language and sociocultural beliefs. For 
instance, Abuidris  et  al. found improvement in early 
detection of breast lumps when local volunteers were 
involved in breast screening programs in Sudan  [48]. 
Women could relate better with volunteers because 
they share the same beliefs and value systems and speak 
the same language. Similarly, community health work-
ers can play instrumental roles in helping women access 
timely breast cancer care. As trusted members of com-
munities, community health workers can be trained to 
perform clinical breast examinations and help women 
navigate complex healthcare systems when diagnoses 
and referrals are made; thus, helping women develop 
trust in healthcare systems. This can lead to early diag-
nosis and improved outcomes of the disease; it can also 
lead to patient adherence to breast cancer treatment 
recommendations [49].

Recognizing the unique challenges of promoting 
cancer care in resource-constrained environments such 
as SSA and the recognition that guidelines and pro-
grams which are effective in high-resource countries 
may not work in resource-poor settings, the Breast 
Health Global Initiative (BHGI) identified some guide-
lines for breast care at its first Global Summit in 2002 
to cater for the specific needs of regions of the world 
such as SSA. Subsequent Global Summits held in 2005 
and 2007, for instance, focused on healthcare systems 
and how to implement the BHGI guidelines as they 
pertain to management of breast cancer in resource-
constrained settings [50,51]. The BHGI is co-sponsored 
by the Fred Hutchinson Cancer Research Center and 
the Susan G Komen Breast Cancer Foundation  [6]. 
The unique element about the BHGI guidelines is that 



150 Womens Health (2016) 12(1) future science group

Review    Tetteh & Faulkner

they challenge researchers and stakeholders working to 
address breast cancer in resource-limited settings not 
to merely adopt research findings but also to examine 
the values laden in these findings to address prevailing 
socioeconomic factors, gender inequality and afford-
able health services in a particular location [6]. We con-
sider the call relevant to the SSA context and the argu-
ment that sociocultural factors matter in breast cancer 
diagnosis and management in SSA.

Even though there are debates about how breast can-
cer awareness should be promoted, there is no doubt 
about the benefits of awareness [45,52]. Increased aware-
ness about breast cancer in SSA can help reduce the 
cancer burden by encouraging screening, which can 
lead to early detection and avoidance of practices and 
behaviors that increase the risk of the disease  [53]. In 
sum, while education and awareness are crucial to early 
diagnosis and improved management of breast cancer 
in SSA, it is important to recognize that the potential 
barriers include social, cultural and economic factors. 
We now turn our attention to these factors.

Social & cultural factors & breast cancer 
in SSA
Cultural beliefs about the cause of breast diseases and 
associations of the female breasts with nurturance, 
motherhood and femininity influence diagnosis and 
management of breast cancer in SSA. As noted earlier, 
social and cultural factors influence women’s experi-
ences of breast cancer, social constructions of the dis-
ease and allocations of resources to manage the dis-
ease [5,13–15]. In traditional African society, good health 
is understood as a desirable relationship between the 
living and the dead and harmony between individuals 
and their environments. Thus, disease is conceptual-
ized as involving malfunctioning of the body organs 
and lack of harmony with supernatural/ancestral 
forces [54]. This understanding influences how diseases 
are diagnosed and treated, steps taken to manage the 
disease and ultimately how the disease is experienced.

In SSA breast cancer is associated with supernatural 
forces, hence the preference to seek alternative treat-
ments such as healing/prayer camps for breast dis-
eases. Most women in SSA use traditional medicine 
and/or alternative treatments first and only report 
to hospitals when their breast cancer symptoms have 
worsened [5,17,25]. Associating breast cancer with super-
natural and ancestral causes produces guilt and lack 
of control over the disease for most SSA women  [13]. 
Women feel guilty that they have wronged their ances-
tors, and therefore believe they are being punished 
with breast cancer because of the belief that the living 
cannot contend with the dead. Ancestors are believed 
to have powers to protect, heal and kill; thus, a good 

relationship with the ancestors is linked to good 
health [54]. Not all Africans hold this traditional belief 
in ancestral spirits, however, in most instances, health 
and illness are believed to be in the hands of a higher 
power – be it God, Allah or ancestral spirits. Hence, 
it is common practice in most African communities 
to combine traditional and western/modern medicine 
for treatments of ailments [54]. Because these belief sys-
tems and practices impact breast cancer management 
in SSA, we suggest that they must be addressed in 
breast cancer awareness and education programs.

Some scholars suggest that seeking alternative treat-
ment for breast cancer indicates a preference for tra-
ditional medicine instead of western/modern medi-
cine in SSA  [15,21]. In contrast to western medicine, 
traditional medicine is considered affordable, readily 
accessible, trustworthy and holistic because it involves 
the body, soul and spirit [43,54]. Traditional healers are 
trusted because women believe they look for both sci-
entific and metaphysical causes and treatment/cures 
for diseases including cancers  [15,54–55]. For instance, 
Mdondolo  et  al. found that women in Xhosa, South 
Africa, preferred using traditional medicine to treat 
breast diseases, because it is less painful, does not 
involve incisions and can be completed quickly com-
pared with western medicine  [5]. Similarly, Wright 
found that black breast cancer patients in South Africa 
discontinued biomedical treatment for the disease to 
seek traditional treatment due to trust in traditional 
medicine as more appropriate and less harmful [15]. The 
women also felt their privacy was secured when using 
traditional treatment for breast cancer as opposed to 
western medicine where the cancer ward is open and 
accessible to the public  [15]. This is important in the 
SSA context where breast cancer is still stigmatized, 
and women prefer privacy.

Another sociocultural factor that impacts the diag-
nosis and management of breast cancer in SSA is the 
traditional African notion of the ‘whole’ and beautiful 
body. Perceptions of attractiveness and the ideal body 
type differ from culture to culture, reflecting partic-
ular social and cultural values  [56]. To be considered 
beautiful, Africans believe that a woman should have 
all parts of her body intact especially those body fea-
tures that define her femininity including the breasts. 
Ironically, mastectomy considered a ‘mutilation’ of a 
woman’s body is the most common form of treatment 
for breast cancer in SSA  [15–16]. Thus, this treatment 
for breast cancer clashes with popular views about 
the beautiful body, offering some insights into why 
women are afraid of the procedure. In South Africa, 
for instance, there is an expectation for women who 
have had a mastectomy to undergo breast reconstruc-
tion surgery because a mastectomy violates cultural 
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notions about the ‘whole’ body. This belief is so preva-
lent that some men reportedly prevent their wives from 
having mastectomies or seeking treatment for breast 
diseases if they cannot afford the cost of breast recon-
struction surgeries  [57]. Some women, however, prefer 
not to have breast reconstruction surgeries after their 
mastectomies and use breast prostheses instead  [58]. 
This indicates women’s awareness of cultural expecta-
tions of how their bodies are supposed to look and how 
they need to present these postmastectomy bodies to 
society; women are doubly plagued with concern for 
their health and the presentation of their bodies after 
a breast cancer diagnosis. It is, therefore, not surpris-
ing that women in SSA continue to deny their risks of 
breast cancer – a situation that thwarts efforts aimed at 
early diagnosis.

Closely linked to the discussion above is the value 
attached to the breasts as symbols of nurturance and 
motherhood, which makes losing a breast to cancer 
devastating for most women in SSA. The idea of los-
ing one’s femininity to breast cancer produces fear and 
shame and explains why most women hide discovering 
lumps in their breasts [5]. In addition, cultural notions 
of who has access to the female body impacts women’s 
comfort level and inhibits their seeking prompt medi-
cal care for breast cancer. For example, Mdondolo et al. 
discovered that women in the Xhosa community in 
South Africa find it embarrassing to have male doc-
tors examine their breasts, hence their reluctance to 
seek medical care for breast lumps [5]. In another study 
about Ghanaian women’s attitude toward cervical can-
cer screening, Williams noted that women failed to get 
screened for the disease due to shyness about exposing 
their private parts to male doctors [59]. Abuidris et al. 
also found that rural Sudanese women were hesitant 
to seek clinical screening for breast cancer, because 
their Islamic faith requires women to cover up their 
bodies  [48]. Also in parts of Northern Ghana cultural 
taboos about touching parts of one’s body including 
the breasts were seen as a factor discouraging women 
from carrying out breast self-examinations [43].

This situation is further compounded by the prohi-
bition of open expression of pain and suffering in most 
communities in SSA. In the African context, pain is 
considered a natural consequence of diseases and injury 
thus, it is often not given special consideration. Men, 
in particular, are not expected to openly express pain 
and emotion as that amounts to weakness; women are 
also expected to be stoic and resilient during child-
birth  [60,61]. These beliefs about pain can influence 
pain management and assessment practices [62,63]. This 
means that the standard for illness is often set high for 
women in SSA in line with the heavy workload they 
perform including childbearing, housework, and work 

outside the home. Thus, most women in SSA tend to 
seek medical treatment late because the ‘threshold of 
illness recognized by the society on the illness-health 
continuum is so high for women that they endure 
so much in order not to disrupt household organiza-
tion’  [64]. Wright found that women in South Africa 
preferred to hide their breast cancer in order to avoid 
stigmatization and being labeled as sick and unable to 
work and care for their families; the social and eco-
nomic cost of being a breast cancer patient is simply too 
great [15]. Also, in rural Sudan, women do not want to 
visit hospitals for breast cancer treatment, because they 
do not want to disrupt the community life. Members 
in communities put aside work to accompany a sick 
community member to the hospital; thus, in order not 
to inconvenience the entire community, women prefer 
to stay home when they are sick instead of visiting the 
hospital [48].

These sociocultural beliefs and practices have 
spurred denial of risk of breast cancer, fear of mastec-
tomy and chemotherapy, failure to adhere to treatment, 
among other attitudes that inhibit early diagnosis and 
management of the disease in SSA [5,10]. As important 
as these sociocultural factors are in the management of 
breast cancer in SSA, there is limited research address-
ing these issues [5]. We need to capture the attention of 
the biomedical and social scientific research commu-
nity to help in awareness, education and intervention 
efforts.

It is important to note that there may be differences 
in how these sociocultural factors and practices impact 
attitudes toward breast cancer in rural and urban areas 
in SSA. This is because the disease is believed to be 
more common in urban communities than in rural 
areas due to adoption of western lifestyles by people 
in the urban centers [1,65]; although some scholars have 
explained that this difference could be due to mis-
reporting of places of residence by women  [19]. Also, 
there are differences in knowledge about breast cancer 
between urban and rural SSA women. For instance, 
Muthoni and Miller  [66] found differences in knowl-
edge, attitude, and practice of early breast cancer 
detection practices between urban and rural women in 
Kenya. Additionally, Pillay [67] observed in a study that 
rural women in South Africa were less knowledgeable 
about cancers of the breast and cervix and were more 
likely to use traditional healers to treat breast diseases 
than urban women.

Implications for breast cancer diagnosis  
& management
The sociocultural issues we discussed have implica-
tions for how breast cancer is diagnosed and man-
aged in SSA. First, these issues demand that discourse 



152 Womens Health (2016) 12(1) future science group

Review    Tetteh & Faulkner

around breast cancer needs to be modified to reflect 
the holistic experience of women. Breast cancer should 
be explained not only as a dysfunction of cells in the 
body, but also as a disease that affects the totality of 
women’s lives including their self-esteem and relation-
ships. When the functions and/or dysfunctions of cells 
of the body are projected as the main elements at stake 
in breast cancer, it reduces treatment efforts to address-
ing the physical presentation of the disease and to see-
ing the self as autonomous and able to fight off the 
disease alone [68]. However, this limited perspective of 
the self, disease and health is foreign to most commu-
nities in SSA. In fact, cancer is a foreign term in most 
parts of SSA; there is no word in some languages for 
the disease  [43,48]. Understanding cancer as a cultural 
phenomenon helps make it clear that explanation of 
the disease including its causes and cures needs to be 
culturally appropriate  [68]. Women’s lived experiences 
of the disease should not be overlooked in an attempt 
to package breast cancer for public consumption and 
to encourage research funding; breast cancer advocates 
and researchers in SSA must be careful to address the 
core issues affecting its actual experience  [69]. Thus, 
the scientific discourse around breast cancer in SSA 
has to incorporate traditional African understanding 
of the concepts of health, diseases and the self and 
acknowledge challenges women with the disease face.

Second, culturally sensitive and appropriate breast 
cancer education and awareness efforts should be 
stepped up and targeted at everyone including women, 
community and religious leaders, family members, 
men and health workers. As explained, decisions 
regarding treatment options and choices for breast 
cancer in SSA are a collective process involving sev-
eral members in the woman’s social network [15,48]. We 
should not assume that these community members do 
not matter in issues related to breast cancer because 
they do not bear the physical marks of the disease 
on their bodies; their opinions influence the lives of 
women affected by breast cancer [43,45,48]. In particular, 
husbands should be encouraged to be involved in the 
management of their wives’ breast cancer from the pre-
diagnosis stages to the postdiagnosis treatment deci-
sions. Making husbands a part of their wives’ breast 
cancer experience can help them to be more under-
standing and appreciative of the daily struggles of the 
breast cancer experience. Targeting these community 
members in breast cancer education programs can 
go a long way in improving how the disease is theo-
rized and perceived in SSA; it can also significantly 
improve metaphors used to discuss the disease and the 
effects of these on the experience and management of 
the disease. Metaphors such as fear, death, deformity 
and witchcraft associated with breast cancer in SSA 

impact understanding of the disease and whether or 
not women seek medical treatment [70]. It can also lead 
to designing intervention programs that address both 
systemic and cultural issues. Thus, sensitizing entire 
communities about breast cancer can improve early 
diagnosis and management of the disease.

Third, basic cancer education should be incorpo-
rated into health worker training programs in SSA as 
a way of encouraging a more positive attitude toward 
the disease by health workers  [10]. Health workers are 
expected to know more about disease conditions such 
as breast cancer in order to educate lay people; they are 
also one of the trusted sources of health information in 
SSA. But what happens when these health workers lack 
knowledge about the issues they are to educate the pub-
lic about? The result is misinformation, miscommuni-
cation and evidently misconceptions  [12]. Thus, when 
health workers are trained to understand breast cancer 
as it is–a disease–it can enhance their attitude toward 
the disease and help transmit that to those affected. 
This can produce a ripple effect where the positivity of 
health workers can encourage communities to view the 
disease in a positive light and understand that attitudes 
toward the disease can affect the time of diagnosis and 
the prognosis.

Advanced breast cancer is harder and more difficult 
to manage and often has poor prognosis  [21,71]; hence 
the aim should be early diagnosis. Early diagnosis can 
be cost-effective and can potentially save lives. How-
ever, patients need to be encouraged, through public 
education, to be engaged in the diagnosis and treat-
ment/management process  [6]. Accurate diagnosis of 
breast cancer is an important step in the management 
of the disease. When the disease is accurately diag-
nosed, it will lead to prompt and accurate treatment 
programs and certainty about the prognosis which will 
direct the course of counseling for patients, where nec-
essary, to allay their fears [7]. However, accurate breast 
cancer screening and treatment equipment is lacking 
in most countries in SSA. Therefore, there is a need to 
improvise and use available tools and resources to diag-
nose and treat the disease even though some of these 
may not be of the highest quality [52]. For instance, in 
the absence of mammography, ultrasound equipment 
can be used in detecting breast masses. In resource-
limited settings including SSA, ultrasound instead of 
mammographic equipment can be used to screen for 
breast lumps because the equipment is less expensive, 
readily available, is more efficacious in younger, pre-
menopausal women and can be used for other purposes 
other than breast imaging [6,8]. Early diagnosis will be 
effective when the screening tools are good and when 
an entire population has coverage for screening and 
adhere to treatment recommendations [45].
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Conclusion
Breast cancer management is multidimensional in that 
prognosis of the disease depends on a chain of related 
factors including the time of diagnosis, available treat-
ment options, attitude toward to disease and sociocul-
tural factors  [7,21]. Thus, efforts at improving diagno-
sis and management of the disease also need to use a 
multidisciplinary approach giving equal attention to 
biomedical as well as sociocultural factors. The inter-
relatedness of scientific knowledge, cultural, social and 
economic factors in the diagnosis and management of 
breast cancer in SSA needs to be acknowledged. As the 
scientific research community and other stakeholders 
strive to improve diagnosis and management of the 
disease, we suggest a need to focus on the role of social 
and cultural factors, especially in the SSA context. 
This is because the manner in which breast cancer is 
diagnosed, managed and experienced, to some extent, 
can be explained in sociocultural terms [13].

Some of these sociocultural factors can be addressed 
through increased education whereas others require a 
tailored approach to breast cancer diagnosis and man-
agement taking into consideration religion, culture 
and other social factors  [45]. Incorporating cultural 
norms, beliefs and values into breast cancer interven-
tion programs has been recommended for culturally 
heterogeneous populations including Latinas [18] thus, 
it has potential for success in the SSA context as well. 
Breast cancer often presents late in SSA because of 
factors including cultural beliefs about the origin of 

breast diseases, cultural expectations of women that 
they manage not only the breast cancer, its treatments 
and side effects, but also that they hide or modify their 
postmastectomy bodies in order to be accepted by soci-
ety [72]. We suggest that these issues warrant attention 
in our efforts to identify ways to better manage the 
disease in the SSA region.

Future perspective
The social and cultural contexts of SSA influence 
breast cancer diagnosis and management. It is impor-
tant that consideration is given to not only how these 
issues affect women’s lives post-treatment but also how 
these may be inhibiting efforts at improving diagnosis 
and management of the disease. We suggest that these 
sociocultural factors be incorporated into breast can-
cer awareness, education and intervention initiatives 
in SSA. This will encourage women to report breast 
cancer symptoms earlier, making the aim of early 
diagnosis and treatment feasible.
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Executive summary

•	 The incidence of breast cancer is on the rise in sub-Saharan Africa (SSA), affecting mostly premenopausal 
women.

•	 Research attention should focus on the sociocultural aspects of breast cancer that have previously been 
overlooked: breast cancer often presents late in SSA women because of sociocultural beliefs and practices such 
as the value attached to the breasts as symbols of nurturance and motherhood, which makes losing a breast to 
cancer devastating for most women, and cultural notions of who has access to the female body.

•	 Most women in SSA seek traditional medicine and/or alternative treatments first and only report to hospitals 
when their breast cancer symptoms have worsened because traditional medicine is considered affordable, 
readily accessible, trustworthy and holistic involving the body, soul and spirit.

•	 The scientific discourse around breast cancer in SSA has to incorporate traditional African understanding of 
the concepts of health, diseases and the self.

•	 Health workers, community members and leaders, head of households and women should be involved in 
breast cancer awareness and education efforts.
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