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Abstract:  Globally, cancer affecting the breast is the most occurring cancer among women. The impact of the 

disease is much greater because most women delay presentation and are diagnosed with advanced stage 

disease, which is known to be associated with poor quality of life, reduced chance of survival and poor 

prognostic outcomes.  Breast cancer detection and prevention are significant issues in public health and clinical 

practice. To achieve early detection of the disease in resource-challenged settings, integration of prevention 

interventions in standard medical care across all levels of cancer prevention including palliative context is 

paramount. A narrative review on the background information on these subjects is provided to inform future 

research on the phenomenon. This review was conducted as part of a study seeking to integrate breast cancer 

prevention into cancer palliative care in a tertiary hospital in Ghana. 
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I. Introduction 

This article presents anarrative review of the breast cancer literature examining the following: brief 

overview of breast cancer (BC), delayed presentation of BC symptoms, appraisal and recognition of BC 

symptoms, knowledge, beliefs, and attitudes towards BC,breast screening and practices, BC prevention and 

control and lastly, palliative care and BC prevention and early detection. 

 

Overview of breast cancer 

Breast cancer (BC) is an abnormal uncontrollable growth of breast cells which has no known cause. 

However, gender, increasing age, genetics and hormonal changesare considered as the significant non-

modifiable risk factors influencing the occurrence of the disease [1].Genetic/hereditary and family history (FH) 

areknown to account for about 10-30% of all BC cases, with the risk increasing in younger women and those 

with first degree relative (FDR) of the disease[1-4]. Other modifiable factors considered as risk for BC include 

physical inactivity, obesity,unhealthy diets, heavy consumption of alcohol, smoking, exposure to ionizing 

radiations, chemicals and some drugs [5-13]. 

Breast cancer is asymptomatic in its early stage. However, a painless breast lump is a common 

noticeable symptom with disease progress. Other vague or warning signs of importance include: skin dimpling, 

abnormal nipple discharge, nipple inversion or retraction, change in the size of the breast, change in skin texture 

or color,peau d’orange,and lymphadenopathy[14-16]. Features of advanced stage BC includetender or painful 

breast with/without a lump, malignant fungating breast wounds and lymphedema [17, 18].The gold standard of 

identifying breast lump is through mammography screening [19]. Regular breast examinations have also been 

shown to facilitate early discovery of a breast lump and other related breast symptoms [20, 21].Biopsy for 

histopathology and  sometimes, fine needle aspiration and cytology (FNAC)provide accurate confirmation result 

of BC[22].  

Results from clinical assessment, radiological imaging and pathology are used to stage BC. Tumor-

Node-Metastasis (TNM) is an alternative of staging proposed by the American Joint committee on cancer 

(AJCC) and the National Institute of cancer (NCI) and describes the extent of spread in relation to tumor size 

(T), lymph nodes involvement (N) and distant metastasis (M).Two broad stages described in relation of BC are: 

(1) early stage (0, I and II) and (2) advanced/late stage BC (II and III) [23]. The aim of treatment of BC could be 

curative or palliation and is dependent on the stage of diagnosis.Early stage disease is hoped for curewith 
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possible breast conservation and ≥80%five-years overall survival [24, 25]. In contrast, advanced disease is 

managed palliativelyfor symptom control, relief of patients’ suffering, family’s support and it is linked to 

reduced chance of survival (20%) with poor prognostic outcomes[26-28]. Among the essential support given to 

the family is informational support which seeks to address the knowledge gap of the family on the diseaseas 

well astheir emotional, and psycho-social concerns[29-31]. Previous authors have reported that informational 

needs are among the main concerns of individuals experiencing advanced disease in the families[32, 33]. 

Animportant concern to highlight is that majority of Ghanaians are diagnosed with advanced stage 

disease due todelay presentation with breast symptoms. This stage offers limited treatment option; hence 

patients are managed palliatively. 

 

Delayed presentation of breast cancer symptom 

Delayed presentation has been defined as the period of waiting during diagnosis and treatment process 

of BC[34]. In the text, delay is  defined in five stages: appraisal delay, illness delay, behavioral delay, 

scheduling delay and treatment delay[34]. These stages have been broadly categorized into two: patient and 

health system (provider) delay. Patient delay is determined as an interval of ≥ 3months between symptom 

recognition and presentation to a health provider, and it accounts for about 60% of patient total delay [34, 35]. 

Health system-related (provider) delay is described as the time between first medical consultation and the 

commencement of first treatment 

Differencesexist between developed and developing countries in relation to patient delay[36]. For 

instance, ≤30% participants in O’Mahony’s study delayed for at least 3 months following a discovery of a breast 

symptom [37](). On the contrary, evidence fromGhanaian studieshave reported higher percentage of delay 

among women [38, 39]. For instance, Ohene-Yeboah found over 80% of women with breast cancer symptoms 

delaying for an average of 14 months in seeking for medical consultation for a breast symptom[38]. 

Consequently, presentation with advanced disease (stage III or IV) occurred. Previous reports have shown a 

significant association between an advanced presentation and reduced chance of survival [40] and this has 

directed researchers to examinethe possible factors of delays [41, 42].  

Attributing factors for delay reflected in the literature since the 1930s and described delay from several 

approaches [43]. A study by Moodley and colleagues in South Africa explained delay around women’s 

cognitive factors without considering the influence of health system, social and cultural elements on the delay 

[44]. A qualitative study by Kohler and colleagues[45]amongMalawians demonstrated factors underpinning the 

description of delay associo-contextual at the patient, interpersonalhealth system and societal level influencing 

decisions, behaviors, access to BC diagnosis and appropriate treatment. In Iran, Khakbazan and colleague [41] 

highlighted that an entangled cognitive emotional and socio-cultural responses influenced symptom 

understanding, label and decision making. Mexicans delay has been described as an interaction between 

women’s personal characteristics, socio-cultural factors and health-related factors influencing symptom 

definition, and decision making process [42]. Within the Ghanaian context, delay has been quantitatively 

theorized around women’s socio-economic characteristics, socio-cultural, and cognitive factors as well as health 

system related factors[38, 39] .  All the evidence from previous studies identified both consistent and 

inconsistent factors contributing to delay [41, 44, 46]. To facilitate comprehensive insight into attributing factors 

of delay, the Model of Pathways to Treatment revealed five basic events with four main intervals [47]. Among 

them is the patient’s interval which describes appraisal and help-seeking as significant components of the illness 

course. 

 

Appraisal and recognition of breast cancer symptom 

Appraisal is described as the period from noticing and labelling bodily changes, to making an attempt 

to discuss the changes with a health professional [34]. This interval may constitute a series of events such as 

symptom interpretation by self, influence by the local health system and the decision process[34].  Several 

studies focusing on symptom appraisal have reported on various factors that may influence symptom 

identification and label. These include awareness and knowledge of BC and its symptoms, breast screening 

practices, emotional reactions to the   self-discovered symptoms, cultural beliefs and disease representations, 

social network and confidence in the healthcare system [44, 45, 48]. The cardinal symptom commonly identified 

is a painless breast lump, and majority of women self-identify itoutside structured screening[44, 45, 48, 49]. In 

the text, a delay of 3 months or more have been reported [41, 44, 50]. Within the Ghanaian context, the evidence 

on this phenomenon reflecting in the literature reported a delay interval between  8 and 14 months[38, 49]. 

 

Knowledge, Perception, Attitude and Belief towards Breast Cancer 

According to Obrist and colleagues[51], much difference exist in high and low income countries 

regarding knowledge, beliefsand attitude towards BC.  Low BC awareness coupled with cultural beliefs and 

barriers, low literacy, lack of active and sustained BC educational programs, and low political commitment 
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towards the disease exist in many developing countries [52].  From the view of Asobayire and colleagues[53],  

health literacy is significant for good health as it influences one’s ability to seek, understand and use health 

information. However, knowledge of BC, its influencing factors and complications appears to have eluded many 

people on the African continent. Consequently, majority of BC cases in this community is diagnosed at an 

advanced stage [54]. For instance, evidence suggests that most of Ghanaian women lack awareness on BC, have 

no in-depth information, have negative attitude and fear towards BC.Hence, leading them to present late with 

BC with poor prognostic outcomes [55-58]. Other studies have further confirmed poor knowledge of BC risk 

factors, signs and symptoms and method of diagnosis in other African communities [52, 59]. Evidence suggests 

that belief and culture impact on BC tend to be more common in countries where resources for promotion of BC 

awareness and education are scant [51]. Data suggest that in most developing countries, women hide the 

realities of BC from their communities and family due to cultural factors to avoid social isolation, rejection and 

BC related stigma [60-62]. In these cultures, it is believed that BC is linked with a ‘bad gene’ in the family 

which may be transmitted to others through communal sharing of clothing and eating utensil. It is further 

believed that the marriage of affected women’s daughters may be hindered; hence, women hide BC until late 

stage where the realities of the disease can no more be hidden [60-62]. Knowledge, beliefs and attitude towards 

BC are known to positively influence the control and prevention of the disease. 

 

Breast screening and practices 

Several studies conducted on BC in LMICs are focused on knowledge of women on BC screening and 

its screening practices. Findings from these studies revealed consistently that most women in these communities 

lacked knowledge on breast screening measures and did not practice or obtained  recommended breast screening 

measures such as  BSE and CBE   [58, 63].In India, 48% of the 222 women in Dehiya and colleagues [64] study 

knew that BSE and mammography screening had a role in early detection of BC, however, only 41 affirmed that 

theypracticed regular BSE.  In Pakistan, it was revealed that 71.4% of 1000 students who participatedin Ahmed 

and colleagues [65] study were aware of BSE. However, about 60% and 87% of the participants had adequate 

knowledge and positive attitude towards breast screening respectively. Also, only 33.1% had practiced BSE. In 

Ghana, all the studies conducted on the subject reported knowledge deficit on breast screening measures. Also, 

the self-reported rate for breast screening practices was poor among the women who participated in the studies. 

Breast screening rates reported ranged between 27-32% for BSE[58, 63, 66]. Among the Ghanaian studies,  

12%  and 2% of the 474 women who participated in Opoku and colleague [58] study obtained CBE and 

mammography screening respectively.However, a significant association was observed between higher 

education of participants and BC screening practices. 

Factors that were reported as barriers to breast screening practices across the studies included lack of 

awareness and knowledge of breast screening methods and practicing techniques, lack of breast screening 

facilities for women, financial challenges and other  socio-cultural characteristics [58, 67, 68]. However, higher 

educational level, adequate knowledge of breast screening and practicing skills, positive attitude, knowing 

someone who had the disease, perceived susceptibility and severity of BC  and perceived benefit of breast 

screening practices positively influenced women’s breast screening practices [21, 69-71]. 

 

Breast Cancer Prevention and control 

According to the World Health Organization [72], about 40% of cancer-related deaths can be prevented 

if cancer preventionis made an integral component of cancer control plans. In developed countries, early 

detection of BC, declined death rates and higher percentage of survivalare being observed and these have been 

credited to well- structured mammography screening programs in the context of adequate resources devoted to 

fighting the disease [73, 74].  

Currently, primary prevention of the disease is limited to only prophylactic therapy due to the lack of 

evidence on the main cause of the disease. However, strategic control of the known modifiable risk factors 

associated with BC have been noted as beneficial[72]. Yet,  using lifestyle modification alone may not be very 

effective due to challenges to adherence and possible influence by some known non-modifiable factors [72, 75]. 

Hence, secondary prevention strategies aimed at early detection, timely diagnosis and appropriate treatment 

have been proposed as important focus in the control of BC [52, 76, 77]. Several studies done among women 

across LMICs recommended that symptom recognition and prompt action toward self-discovered breast 

symptoms are essential components to early detection of the disease [41, 44, 45, 48, 78]. Achievement of early 

detection needs women to practice and obtain relevant BC screening measures coupled with timely diagnosis 

and prompt treatment for abnormal findings.  

In the UK, a three-yearly mammography screening is recommended for asymptomatic women aged 50 

to 70 years, and majority of these women receive their first mammography screening by age 50 years. In fact, 

age extensions to include 47 to 49 years old have been proposed and this is being piloted [79]. In the context of 
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the United States (US), yearly mammography screening is recommended for asymptomatic women aged ≥40 

years, and three-yearly CBE for 29 to 39years women [80].  

Previous authors have hypothesized that,the adoption and implementation of high technology 

recommendations such as mammography screening seems impossible for Ghana due to existing challenges 

andan unsupportive health care system [81, 82]. For now, Ghana lacks a population-based BC registry, control 

and prevention policies as well as standardized treatment protocols[73, 82]. Hence, except occasional secondary 

prevention modalities offered to women by private organizations, NGOs and meaningful social groups, 

coverage of the general public on BC and its related issues is limited [56, 81].  Further, there is no structured 

CBE generally for women in the public health care facilities and Ghanaian women do not practice regular BSE.  

Mammographic screening, BSE, and CBE, have all been used to identify BC mass prior to 

histopathology confirmation [39]. However, evidence suggest that mammographic screening is not very useful 

in the less denser breast tissues of premenopausal women[83, 84] . Hence, using mammographic screening in an 

African context where BC tends to affect younger women (≤ 49 years) may not be the most suitable method of 

detecting BC. Therefore BSE and CBE are strongly recommended for women within this context[85-87]. 

Although these screening modalities appear essential tools for early detection in Ghana, the challenge that 

remains is how to utilize these important tools in the absence of country-wide guidelines to achieve early 

detection in Ghana. 

 

Palliative care and breast cancer prevention and early detection 

Presentation with ABC among women in developing countries is considered as a global health concern 

due to itsimpact on mortality[72, 88]. Previous researches around this concept have recommended contextual 

awareness and early detection programs aimed at promoting early detection and enhancing women’s chance of 

survival.  Yet, in LMICs including Ghana, majority of newly diagnosed BC cases are still not detectedthrough 

breast screening [41, 44, 89]. Therefore, health seeking for these patients will be a step towards self-discovered 

breast changes which most often may not be labeled as BC.  In fact, in previous studies, women experienced 

delayed presentation because they did not perceivetheir breast symptoms as dangerous or serious, hence, it was 

not seen as BC [44, 45, 49, 90] 

Several attributing factors for delayed presentation have been reported in the literature and these 

include socio-economic and demographical characteristics such as but not limited to age, educational level, 

marital status, geographical location, racial statusand income level[91, 92]. Further, some social-related stigma 

experiences such as mockery, anticipated fear and disrespect in health seeking have also been reported as 

leading to delay presentation [42, 78]. Prior exposure to, and experiences of the suffering and poor prognostic 

outcomes of BC have been known to create a sense of social norm of doom and ineffectiveness in modern 

treatment, as well as fatalistic beliefs, hence, individuals are attracted to pursue alternative therapies that 

possibly meet their spiritual, psychological and emotional need, thereby increasing the likelihood of delay [78]. 

For instance, in previous studies, it was reported that the sense of fear developed from prior experience of BC in 

someone has led patients to delay in presenting with BC symptoms [48, 93]. In addition, mistrust in the health 

system due to contradicting information from health providers have also been linked to delay presentation with 

BC symptom [48].These experiences could influence the perceptions, attitudes and beliefsof women and the 

community at large towards BC, and hence, the health behaviors of the public towards BC as a disease. 

However, Lamptey and colleague [39],noted that addressing the patients and families’ concerns relating to 

emotional, social function, and on the disease condition maylikely prevent delay. 

The researcher through her clinical practice as a nurse in cancer care has commonly observed that 

addressing patients and families’ negative concerns about BC and the health care system can potentially 

influences health behaviors of women towards BC.  At KATH, the biology of tumors seen are aggressivewith 

poor differentiation and triple negative hormone status [38, 94] and these characteristics have been associated 

with poor disease progression and poor prognostic outcomes[51]. Further, in the context of the researcher’s 

clinical practice, BC poses physical, economical, and psycho-social challenges to the patient and the family 

[95]. Therefore, to effectively influence women’s behavior towards BC, theses burdens should be addressed not 

only with terminal diseases but also during the early management phase of the disease. This could potentially 

change the cultural narrative around BC and affect future health seeking behavior of women towards the 

disease. 

In their definition, the WHO described palliative care as improving the quality of life of patients and 

families diagnosed with an incurable disease such as ABC, through prevention and provision of comfort by 

early identification, assessment and management of pain and other distressing physical, psychosocial, emotional 

and spiritual sufferings [29, 96]. However, clinically, palliative care has been reserved for patients at the 

terminal phase of the disease who are obviously dying [97, 98], because, clinicians perceive it as life-prolonging 

care and not  an adjuvant therapy to curative care.This model of limiting PC to only end of life care and 

projection of life expectancy must change. Palliative care can, and must be initiated across the cancer continuum 
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and integrated into the trajectory of cancer care, alongside standard medicine [99-101], and must include 

awareness, preventive and early detection services for patients’ families and other social networks. According to 

RB Parikh, RA Kirch, TJ Smith and JS Temel [101], the strength of supportive care delivered over time should 

be attunedto the needs and concerns of patients and families irrespective of their disease outcomes. From the 

clinical view of the researcher, palliative care could be providedto include family counselling, health education, 

BSE teaching and to offer CBE to patient’s families and other social networks. This could possibly modify the 

perceptions, attitudes, health beliefs and behaviors of patients and families around BC if delivered alongside 

supportive care, during clinicians’interactions with the patient and the family. From the suggestions of Parikh 

and colleagues [101] relating to the provision of calibrated palliative care, opportunities to initiate prevention 

and early detection services to patients’ family in the course of delivering supportive care services is practically 

feasible. This may present a preventive and early detection approach to suffering as it is a definite purpose of 

palliative care. 

In the literature, there seems to be limited studies on the integration of preventioninto hospital-based 

services for diseases with genetic predisposition within the LMICs, especially, in the context of BC where we 

know that about 30% of BC cases are linked to genetic and family history predisposition. Such a studyis crucial, 

as itwill afford a scientific insight into the phenomenon and offer the best opportunity forthe integration of 

prevention and early detection of BC programs within a palliative care context for family members of ABC 

patients in aresource-challenged context. 

 

Translation of knowledge 

Knowledge translation is a vital component of literature review, as this enables stakeholders to be 

informed of research findings which may be implemented to influence clinical practice and policies within the 

health care system[102]. However, evidence suggests that majority of evidenced-based research from clinical 

settings are not employed to amend practice and policies within the clinical context, especially, within the 

LMICs[103]. Knowledge synthesis though challenging, but very essential for improving clinical practice, 

research and health-related policies. This will facilitate the provision of quality health care to patients and their 

family. 

 

II. Conclusions 
The association between BC and genetic/FH is well-established with scientific evidence. This evidence 

maybe a valuable tool to advance the awareness, prevention and early detection of the disease among 

women.The literature reviewed so far demonstrated that majority of women from LMICsare still not aware and 

lack knowledge about BC and its related practices. This, coupled with maladaptive beliefs, culture, psycho-

social, and emotional factors influence heath seeking behaviors negatively.Hence, delayed presentation with BC 

symptom occurs. Early detection, prevention and control of the disease within LMICs can be achieved if women 

become aware of the disease and its early detection practices. This can be advanced if BC prevention and early 

detection programs are well-developed and integrated into standard medical practices at all levels of prevention, 

especially within a palliative care context.  It is therefore essential to know whether there is evidence of studies 

conducted on integration of hospital-basedinterventions or models for BC prevention and early detection in the 

context of LMICs, especially, within a palliative care setting. Future research should focus on this subject to 

close integration gap.    

 

Conflict of interest statement 

None 

Ethical Consideration 

Not applicable 

 

Reference 
[1]. Feng Y, Spezia M, Huang S, Yuan C, Zeng Z, Zhang L, Ji X, Liu W, Huang B, Luo W: Breast cancer development and 

progression: risk factors, cancer stem cells, signaling pathways, genomics, and molecular pathogenesis. Genes & Diseases 

2018. 

[2]. Fernandes GC, Michelli RA, Galvão HC, Paula AE, Pereira R, Andrade CE, Felicio PS, Souza CP, Mendes DR, Volc S: 

Prevalence of BRCA1/BRCA2 mutations in a Brazilian population sample at-risk for hereditary breast cancer and 

characterization of its genetic ancestry. Oncotarget 2016, 7(49):80465. 

[3]. Biong M, Suderman M, Haakensen VD, Kulle B, Berg P, Gram I-T, Dumeaux V, Ursin G, Helland A, Hallet M: Candidate SNP 

analyses integrated with mRNA expression and hormone levels reveal influence on mammographic density and breast 

cancer risk. bioRxiv 2018:259002. 

[4]. Zhang X, Rice M, Tworoger SS, Rosner BA, Eliassen AH, Tamimi RM, Joshi AD, Lindstrom S, Qian J, Colditz GA: Addition of a 

polygenic risk score, mammographic density, and endogenous hormones to existing breast cancer risk prediction models: A 

nested case–control study. PLoS medicine 2018, 15(9):e1002644. 

[5]. Baglia ML, Cook LS, Tang MT, Wiggins C, Hill D, Porter P, Li CI: Alcohol, Smoking, and Risk of Her2‐Overexpressing and 

Triple‐Negative Breast Cancer Relative to Estrogen Receptor‐Positive Breast Cancer. International journal of cancer 2018. 



Narrative literature reviewTitle:Breast cancer and prevention: A narrative review of the literature 

DOI: 10.9790/1959-0706036269                                     www.iosrjournals.org                                         67 | Page  

[6]. Akdeniz D, Klaver M, Smith C, Koppert L, Hooning M: The impact of lifestyle and reproductive factors on contralateral 

breast cancer risk: A systematic review with meta-analysis. European Journal of Cancer 2018, 92:S45-S46. 

[7]. Boylan S, Louie JCY, Gill TP: Consumer response to healthy eating, physical activity and weight‐related recommendations: a 

systematic review. Obesity reviews 2012, 13(7):606-617. 
[8]. Zhou Y, Chen J, Li Q, Huang W, Lan H, Jiang H: Association between breastfeeding and breast cancer risk: evidence from a 

meta-analysis. Breastfeeding medicine 2015, 10(3):175-182. 

[9]. Hagen KB, Aas T, Kvaløy JT, Søiland H, Lind R: Diet in women with breast cancer compared to healthy controls–What is the 

difference?European Journal of Oncology Nursing 2018, 32:20-24. 

[10]. Kim K-H, Kabir E, Jahan SA: Exposure to pesticides and the associated human health effects. Science of The Total Environment 
2017, 575:525-535. 

[11]. Romieu II, Amadou A, Chajes V: The role of diet, physical activity, body fatness, and breastfeeding in breast cancer in young 

women: epidemiological evidence. Revista de Investigación Clínica 2017, 69(4):193-203. 
[12]. Rosner B, Eliassen AH, Toriola AT, Chen WY, Hankinson SE, Willett WC, Berkey CS, Colditz GA: Weight and weight changes 

in early adulthood and later breast cancer risk. International journal of cancer 2017, 140(9):2003-2014. 

[13]. Havas M: When theory and observation collide: Can non-ionizing radiation cause cancer?Environmental Pollution 2017, 
221:501-505. 

[14]. DeGennaro Jr V, Jiwani F, Patberg E, Gibbs M, Libby R, Gabriel D, Heldermon CD, Daily K, Bernard Jr J: Epidemiological, 

Clinical, and Histopathological Features of Breast Cancer in Haiti. Journal of Global Oncology 2018, 4:1-9. 
[15]. Koo MM, Hamilton W, Walter FM, Rubin GP, Lyratzopoulos G: Symptom signatures and diagnostic timeliness in cancer 

patients: a review of current evidence. Neoplasia 2018, 20(2):165-174. 

[16]. Freer PE: Skin and Trabecular Thickening. Breast Imaging 2018:377. 
[17]. Arpino G, Milano M, De Placido S: Features of aggressive breast cancer. The Breast 2015, 24(5):594-600. 

[18]. Mustafa M, Nornazirah A, Salih F, Illzam E, Suleiman M, Sharifa A: Breast cancer: detection markers, prognosis, and 

prevention. IOSR Journal of Dental and Medical Sciences 2016, 15(8):73-80. 
[19]. Anderson BO: UICC 2014 Congress, Global Breast Cancer trend. 2014. 

[20]. Sankaranarayanan R, Ramadas K, Thara S, Muwonge R, Prabhakar J, Augustine P, Venugopal M, Anju G, Mathew BS: Clinical 

breast examination: preliminary results from a cluster randomized controlled trial in India. Journal of the National Cancer 
Institute 2011, 103(19):1476-1480. 

[21]. Thomas DB, Gao DL, Ray RM, Wang WW, Allison CJ, Chen FL, Porter P, Hu YW, Zhao GL, Pan LD: Randomized trial of 

breast self-examination in Shanghai: final results. Journal of the national Cancer Institute 2002, 94(19):1445-1457. 
[22]. Topps AR, Barr SP, Pikoulas P, Pritchard SA, Maxwell AJ: Pre-operative Axillary Ultrasound-Guided Needle Sampling in 

Breast Cancer: Comparing the Sensitivity of Fine Needle Aspiration Cytology and Core Needle Biopsy . Annals of surgical 

oncology 2018, 25(1):148-153. 

[23]. Chavez‐MacGregor M, Mittendorf EA, Clarke CA, Lichtensztajn DY, Hunt KK, Giordano SH: Incorporating tumor 

characteristics to the American Joint Committee on Cancer breast cancer staging system. The oncologist 2017, 22(11):1292-
1300. 

[24]. Elder K, Nickson C, Pattanasri M, Cooke S, Machalek D, Rose A, Mou A, Collins JP, Park A, De Boer R: Treatment Intensity 

Differences After Early-Stage Breast Cancer (ESBC) Diagnosis Depending on Participation in a Screening Program. Annals 
of surgical oncology 2018:1-10. 

[25]. Miller AB, Wall C, Baines CJ, Sun P, To T, Narod SA: Twenty five year follow-up for breast cancer incidence and mortality of 

the Canadian National Breast Screening Study: randomised screening trial. Bmj 2014, 348:g366. 
[26]. Ringdal G, André B: The Importance of Palliative Care for Terminally Ill Cancer Patients and their Family Members. J 

Palliat Care Med 2014, 4(176):2. 

[27]. Malin JL, O'Neill SM, Asch SM, Dy SM, Walling AM, Tisnado D, Antonio AL, Lorenz KA: Quality of Supportive Care for 

Patients with Advanced Cancer in a VA Medical Center. Journal of Palliative Medicine 2011, 14(5):573-577. 

[28]. Mensah AC, Yarney J, Nokoe SK, Opoku S, Clegg-Lamptey J: Survival outcomes of breast cancer in Ghana: an analysis of 

clinicopathological features. Open Access Library J 2016, 3:1-11. 
[29]. WHO definition of palliative care [http://www.who.int/cancer/palliative/definition] 

[30]. Ndiok A, Ncama B: Assessment of palliative care needs of patients/families living with cancer in a developing country. 

Scandinavian journal of caring sciences 2018. 
[31]. Gonthier C, Pelletier S, Gagnon P, Marin A, Chiquette J, Gagnon B, Roy L, Cléophat JE, Joly Y, Dorval M: Issues related to 

family history of cancer at the end of life: a palliative care providers’ survey. Familial cancer 2018, 17(2):303-307. 

[32]. Given BA: Caregiving at the End of Life: The Challenges for Family Caregivers. Generations 2017, 41(1):50-57. 
[33]. Peipins LA, Rodriguez JL, Hawkins NA, Soman A, White MC, Hodgson ME, DeRoo LA, Sandler DP: Communicating with 

Daughters About Familial Risk of Breast Cancer: Individual, Family, and Provider Influences on Women's Knowledge of 

Cancer Risk. Journal of Women's Health 2018, 27(5):630-639. 
[34]. Andersen BL, Cacioppo JT, Roberts DC: Delay in seeking a cancer diagnosis: delay stages and psychophysiological 

comparison processes. British journal of social psychology 1995, 34(1):33-52. 

[35]. de Nooijer J, Lechner L, de Vries H: A qualitative study on detecting cancer symptoms and seeking medical help; an 

application of Andersen’s model of total patient delay. Patient education and counseling 2001, 42(2):145-157. 

[36]. Rivera-Franco MM, Leon-Rodriguez E: Delays in breast cancer detection and treatment in developing countries. Breast 

cancer: basic and clinical research 2018, 12:1178223417752677. 
[37]. O'Mahony M, McCarthy G, Corcoran P, Hegarty J: Shedding light on women's help seeking behaviour for self discovered 

breast symptoms. European Journal of Oncology Nursing 2013, 17(5):632-639. 

[38]. Ohene-Yeboah M, Adjei E: Breast cancer in Kumasi, Ghana. Ghana medical journal 2012, 46(1). 
[39]. Clegg-Lamptey JNA, Dakubo J, Attobra Y: During treatment in Ghana? A pilot study. Ghana medical journal 2009, 43(3). 

[40]. Caplan L: Delay in breast cancer: implications for stage at diagnosis and survival. Frontiers in public health 2014, 2:87. 
[41]. Khakbazan Z, Roudsari RL, Taghipour A, Mohammadi E, Pour RO: Appraisal of breast cancer symptoms by Iranian women: 

entangled cognitive, emotional and socio-cultural responses. Asian Pac J Cancer Prev 2014, 15(19):8135-8142. 

[42]. Unger-Saldaña K, Infante-Castañeda CB: Breast cancer delay: a grounded model of help-seeking behaviour. Social Science & 
Medicine 2011, 72(7):1096-1104. 

[43]. Pack GT, Gallo JS: The culpability for delay in the treatment of cancer. The American Journal of Cancer 1938, 33(3):443-462. 

[44]. Moodley J, Cairncross L, Naiker T, Momberg M: Understanding pathways to breast cancer diagnosis among women in the 

Western Cape Province, South Africa: a qualitative study. BMJ open 2016, 6(1):e009905. 

http://www.who.int/cancer/palliative/definition


Narrative literature reviewTitle:Breast cancer and prevention: A narrative review of the literature 

DOI: 10.9790/1959-0706036269                                     www.iosrjournals.org                                         68 | Page  

[45]. Kohler RE, Gopal S, Miller AR, Lee CN, Reeve BB, Weiner BJ, Wheeler SB: A framework for improving early detection of 

breast cancer in sub-Saharan Africa: A qualitative study of help-seeking behaviors among Malawian women. Patient 

education and counseling 2017, 100(1):167-173. 

[46]. Ezeome E: Delays in presentation and treatment of breast cancer in Enugu, Nigeria. Nigerian journal of clinical practice 2010, 
13(3). 

[47]. Scott S, Walter F, Webster A, Sutton S, Emery J: The model of pathways to treatment: conceptualization and integration with 

existing theory. British journal of health psychology 2013, 18(1):45-65. 
[48]. Taib NA, Yip C-H, Low W-Y: Recognising symptoms of breast cancer as a reason for delayed presentation in Asian 

women—the psycho-socio-cultural model for breast symptom appraisal: opportunities for intervention. Asian Pac J Cancer 

Prev 2011, 12(6):1601-1608. 
[49]. Clegg-Lamptey J, Aduful H, Yarney J, Adu-Aryee N, Vanderpuye V, Kyereh M, Nkansah A, Edwin A: Profile of breast diseases 

at a self-referral clinic in Ghana. West Afr J Med 2009, 28(2):114-117. 

[50]. Lam W, Tsuchiya M, Chan M, Chan S, Or A, Fielding R: Help-seeking patterns in Chinese women with symptoms of breast 

disease: a qualitative study. Journal of public health 2008, 31(1):59-68. 

[51]. Obrist M, Osei-Bonsu E, Awuah B, Watanabe-Galloway S, Merajver SD, Schmid K, Soliman AS: Factors related to incomplete 

treatment of breast cancer in Kumasi, Ghana. The Breast 2014, 23(6):821-828. 
[52]. Bosu WK, Cornelison TL, Heckman-Stoddard BM: Breast and gynecologic cancer prevention in low-resource countries. In: 

Breast and Gynecological Cancers. edn.: Springer; 2013: 169-188. 

[53]. Asobayire A, Barley R: Women's cultural perceptions and attitudes towards breast cancer: Northern Ghana. Health 

promotion international 2014, 30(3):647-657. 

[54]. Briggs AM, Jordan JE, Buchbinder R, Burnett AF, O’Sullivan PB, Chua JY, Osborne RH, Straker LM: Health literacy and beliefs 

among a community cohort with and without chronic low back pain. Pain 2010, 150(2):275-283. 
[55]. Clegg-Lamptey JNA, Aduful H, Yarney J, Adu-Aryee N, Vanderpuye V, Kyereh M, Nkansah N, Edwin A: Profile of breast 

diseases at a self-referral clinic in Ghana. West Africa Journal of Medicine 2009, 28(2):114-117. 

[56]. Clegg-Lamptey JNA, Dakubo J, Attobra Y: Psychosocial aspects of breast cancer treatement in Accra, Ghana. East African 
medical journal 2009, 86(7). 

[57]. Clegg-Lamptey JNA, Hodasi W: A study of breast cancer in Korle Bu Teaching Hospital: Assessing the impact of health 

education. Ghana medical journal 2007, 41(2). 
[58]. Opoku SY, Benwell M, Yarney J: Knowledge, attitudes, beliefs, behaviour and breast cancer screening practices in Ghana, 

West Africa. Pan African Medical Journal 2012, 11(1). 

[59]. Odusanya O: Breast cancer: knowledge, attitudes, and practices of female schoolteachers in Lagos, Nigeria. The breast journal 
2001, 7(3):171-175. 

[60]. Dow Meneses K, Yarbro CH: Cultural perspectives of international breast health and breast cancer education. Journal of 

Nursing Scholarship 2007, 39(2):105-112. 

[61]. Errico KM, Rowden D: Experiences of Breast Cancer Survivor‐Advocates and Advocates in Countries with Limited 

Resources: A Shared Journey in Breast Cancer Advocacy. The breast journal 2006, 12(s1). 
[62]. Fobair P, Stewart SL, Chang S, D'onofrio C, Banks PJ, Bloom JR: Body image and sexual problems in young women with 

breast cancer. Psycho‐Oncology 2006, 15(7):579-594. 

[63]. Kudzawu E, Agbokey F, Ahorlu CS: A Cross Sectional Study of the Knowledge and Practice of Self-Breast Examination 

among Market Women at the Makola Shopping Mall, Accra, Ghana. Advances in Breast Cancer Research 2016, 5(03):111. 

[64]. Dahiya N, Basu S, Singh MC, Garg S, Kumar R, Kohli C: Knowledge and Practices Related to Screening for Breast Cancer 

among Women in Delhi, India. Asian Pacific journal of cancer prevention: APJCP 2018, 19(1):155. 

[65]. Ahmed A, Zahid I, Ladiwala ZFR, Sheikh R, Memon AS: Breast self-examination awareness and practices in young women in 

developing countries: A survey of female students in Karachi, Pakistan. Journal of education and health promotion 2018, 7. 
[66]. Addae-Korankye A, Abada A, Imoro F: Assessment of Breast Cancer Awareness in Tamale Metropolis in Ghana. World 

Scientific Research 2014, 3(1):1-5. 

[67]. Ilaboya D, Gibson L, Musoke D: Perceived barriers to early detection of breast cancer in Wakiso District, Uganda using a 

socioecological approach. Globalization and health 2018, 14(1):9. 

[68]. Bambidele O, Ali N, Papadopoulos C, Randhawa G: Exploring factors contributing to low uptake of the NHS Breast Cancer 

Screening Programme among Black African women in the UK. Diversity and Equality in Health and Care 2017. 
[69]. Sheeran P, Harris PR, Epton T: Does heightening risk appraisals change people’s intentions and behavior? A meta-analysis of 

experimental studies. Psychological bulletin 2014, 140(2):511. 

[70]. Brum IV, Rodrigues TCGF, Laporte EGJ, Aarestrup FM, Vitral GSF, Laporte BEP: Does Knowing Someone with Breast Cancer 

Influence the Prevalence of Adherence to Breast and Cervical Cancer Screening?Revista Brasileira de Ginecologia e 

Obstetrícia 2018, 40(4):203-208. 

[71]. Glassey R, O’Connor M, Ives A, Saunders C, O’Sullivan S, Hardcastle SJ, Investigators k: Heightened perception of breast 

cancer risk in young women at risk of familial breast cancer. Familial cancer 2018, 17(1):15-22. 

[72]. World Health Organization: Cancer control: knowledge into action: WHO guide for effective programmes, vol. 2: World 

Health Organization; 2007. 
[73]. The 2017 cancer resolution: A tool for breast cancer advocates [https://www.uicc.org/2017-cancer-resolution-tool-breast-

cancer-advocates] 

[74]. Carroll PS, Utshudiema JS, Rodrigues J: The British breast cancer epidemic: Trends, patterns, risk factors, and forecasting. 
Journal of American Physicians and Surgeons 2017, 22(1):8-16. 

[75]. Tighe M-K: AN EXAMINATION OF CANADIAN FAMILY PHYSICIANS’KNOWLEDGE AND PRACTICE PATTERNS 

REGARDING BREAST CANCER PREVENTION. 2009. 
[76]. Anderson BO, Shyyan R, Eniu A, Smith R, Yip C, Bese N, Chow L, Masood S, Ramsey S, Carlson R: Breast cancer in limited-

resource countries: an overview of the Breast Health Global Initiative 2005 guidelines. Breast Journal 2006, 12:S3-15. 
[77]. Braithwaite D, Boffetta P, Rebbeck TR: Cancer prevention for global health: a report from the ASPO International Cancer 

Prevention. Cancer epidemiology, biomarkers & prevention 2014. 

[78]. Taib NA, Yip CH, Low WY: A grounded explanation of why women present with advanced breast cancer. World journal of 
surgery 2014, 38(7):1676-1684. 

[79]. Ariyarathenam A, Currie R, Cooper M, Ferguson D, Dunn J: Impact of age extension to include 47–49 year old women on the 

workload of the surgical department of a single Breast Cancer Screening Unit–The first non-randomized experience in UK. 
International Journal of Surgery 2013, 11(7):535-537. 

https://www.uicc.org/2017-cancer-resolution-tool-breast-cancer-advocates
https://www.uicc.org/2017-cancer-resolution-tool-breast-cancer-advocates


Narrative literature reviewTitle:Breast cancer and prevention: A narrative review of the literature 

DOI: 10.9790/1959-0706036269                                     www.iosrjournals.org                                         69 | Page  

[80]. Detailed Guide: Breast cancer [http;//www.cancer.org/breastcancer/detailedguide/index] 

[81]. Mena M, Wiafe‐Addai B, Sauvaget C, Ali IA, Wiafe SA, Dabis F, Anderson BO, Malvy D, Sasco AJ: Evaluation of the impact of 

a breast cancer awareness program in rural Ghana: a cross‐sectional survey. International journal of cancer 2014, 134(4):913-

924. 

[82]. Zelle SG, Nyarko KM, Bosu WK, Aikins M, Niëns LM, Lauer JA, Sepulveda CR, Hontelez JA, Baltussen R: Costs, effects and 

cost‐effectiveness of breast cancer control in Ghana. Tropical Medicine & International Health 2012, 17(8):1031-1043. 

[83]. El Saghir NS, Adebamowo CA, Anderson BO, Carlson RW, Bird PA, Corbex M, Badwe RA, Bushnaq MA, Eniu A, Gralow JR: 

Breast cancer management in low resource countries (LRCs): consensus statement from the Breast Health Global Initiative. 
The Breast 2011, 20:S3-S11. 

[84]. Kösters JP, Gøtzsche PC: Regular self‐examination or clinical examination for early detection of breast cancer. The Cochrane 

Library 2003. 

[85]. Shalini DV, Nayak M: Awareness and impact of education on breast self examination among college going girls. Indian 

journal of palliative care 2011, 17(2):150. 
[86]. Shepherd J, Mclnerney P: Knowledge of breast self-examination in women in Sierra Leone. Curationis 2007, 30(4):38-44. 

[87]. Smith RA, Caleffi M, Albert US, Chen TH, Duffy SW, Franceschi D, Nyström L: Breast Cancer in Limited‐Resource Countries: 

Early Detection and Access to Care. The breast journal 2006, 12(s1). 

[88]. Anderson BO, Shyyan R, Eniu A, Smith RA, Yip CH, Bese NS, Chow LW, Masood S, Ramsey SD, Carlson RW: Breast cancer in 

limited-resource countries: an overview of the Breast Health Global Initiative 2005 guidelines. The breast journal 2006, 12 

Suppl 1:S3-15. 

[89]. Clegg-Lamptey JNA, Aduful H, Yarney J, Adu-Aryee N, Vanderpuye V, Kyereh M, Nkansah A, Edwin A: Profile of breast 

diseases at a self-referral clinic in Ghana. West African Journal of Medicine 2009, 28(2):114-117. 
[90]. Sharma K, Costas A, Shulman LN, Meara JG: A systematic review of barriers to breast cancer care in developing countries 

resulting in delayed patient presentation. Journal of oncology 2012, 2012. 

[91]. Brinton L, Figueroa J, Adjei E, Ansong D, Biritwum R, Edusei L, Nyarko KM, Wiafe S, Yarney J, Addai BW: Factors 

contributing to delays in diagnosis of breast cancers in Ghana, West Africa. Breast cancer research and treatment 2017, 

162(1):105-114. 

[92]. Donkor A, Lathlean J, Wiafe S, Vanderpuye V, Fenlon D, Yarney J, Opoku S, Antwi W, Kyei K: Factors contributing to late 

presentation of breast cancer in Africa: a systematic literature review. Archives of Medicine 2015, 8(2.2):1-10. 

[93]. Burgess C, Hunter MS, Ramirez AJ: A qualitative study of delay among women reporting symptoms of breast cancer. Br J 

Gen Pract 2001, 51(473):967-971. 

[94]. Stark A, Kleer CG, Martin I, Awuah B, Nsiah‐Asare A, Takyi V, Braman M, E Quayson S, Zarbo R, Wicha M: African ancestry 

and higher prevalence of triple‐negative breast cancer. Cancer 2010, 116(21):4926-4932. 

[95]. Bonsu AB, Aziato L, Clegg-Lamptey JNA: Living with advanced breast cancer among Ghanaian women: Emotional and 

psychosocial experiences. International Journal of Palliative Care 2014, 2014. 
[96]. Zimmermann C, Swami N, Krzyzanowska M, Hannon B, Leighl N, Oza A, Moore M, Rydall A, Rodin G, Tannock I: Early 

palliative care for patients with advanced cancer: a cluster-randomised controlled trial. The Lancet 2014, 383(9930):1721-

1730. 
[97]. Blackhall LJ, Read P, Stukenborg G, Dillon P, Barclay J, Romano A, Harrison J: CARE Track for Advanced Cancer: Impact 

and Timing of an Outpatient Palliative Care Clinic. Journal of Palliative Medicine 2016, 19(1):57-63. 

[98]. Higginson IJ, Evans CJ: What is the evidence that palliative care teams improve outcomes for cancer patients and their 

families?The Cancer Journal 2010, 16(5):423-435. 

[99]. Hui D, Elsayem A, De La Cruz M, Berger A, Zhukovsky DS, Palla S, Evans A, Fadul N, Palmer JL, Bruera E: Availability and 

integration of palliative care at US cancer centers. Jama 2010, 303(11):1054-1061. 
[100]. Hui D, Bruera E: Integrating palliative care into the trajectory of cancer care. Nature reviews Clinical oncology 2016, 

13(3):159. 

[101]. Parikh RB, Kirch RA, Smith TJ, Temel JS: Early specialty palliative care—translating data in oncology into practice. In.: Mass 
Medical Soc; 2013. 

[102]. Curtis K, Fry M, Shaban RZ, Considine J: Translating research findings to clinical nursing practice. Journal of clinical nursing 

2017, 26(5-6):862-872. 
[103]. Docherty M, Shaw K, Goulding L, Parke H, Eassom E, Ali F, Thornicroft G: Evidence-based guideline implementation in low 

and middle income countries: lessons for mental health care. International journal of mental health systems 2017, 11(1):8. 

 

www.cancer.org/breastcancer/detailedguide/index

