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ABSTRACT

Objectives: To conduct clinical breast cancer screening in three sites in Western Kenya
and explore community barriers to screening uptake.

Design: Cross-sectional study.

Setting: Western Kenya specifically, Mosoriot, Turbo, and Kapsokwony.

Subjects: Community members (18 years and older) who did not attend the screening
events.

Outcome Measure: The outcome measure was having heard about the breast cancer
screening events. Both structured and open-ended questions were used for data
collection. Item frequency, correlations, and content analyses were performed.
Results: A total of 733 community members were surveyed (63% women, median age 33
years, IQR=26-43). More than half (55%) of respondents had heard about the screening
but did not attend. The majority of those who had heard about this particular screening
had knowledge of screening availability in general (45% vs. 25%, p<0.001). Only 8.0%
of those who heard and 6.0% of those who had not heard of the screening event had
previously undergone clinical breast exam (p=0.20). Reasons for not attending the
screening event were personal factors, including busy schedule (41.0%), perceived
low personal risk (12.7%), lack of transport (4.2%), as well as health facility factors
such as poor publicity (14.4%) and long queues (8.7%).

Conclusion: Barriers to breast cancer screening uptake were associated with inadequate
publicity, perceived long waits at event and busy lives among community women.

INTRODUCTION 28,000 cases are reported each year and more than
20,000 annual deaths are cancer related (4).This has
resulted in the establishment of a national policy
to address the most common cancers in the region,
with calls for a multi-sectoral and multi-disciplinary
approach to cancer prevention and control (4).
Breast canceris among the mostcommon cancers
and accounts for the highest cancer-related morbidity
and mortality ratesin the region (2-5). InKenya, breast
cancer (34 per 100,000) causes the highest mortality

For decades, management of communicable diseases
has been the main focus of health services in sub-
Saharan Africa, with diseases like HIV creating
the greatest burden of disease (1). In recent years,
however, non-communicable diseases such as cancer
are increasingly of great concern (1-4). According to
health statistics in Kenya, cancer is the third highest
cause of deaths in the country (4). It is estimated that
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and morbidity rates (4) in the region. Escalating
incidences have been reported in women between
the ages of 35 and 45 years(2).Even though breast
cancer rates are reported to be lower in sub-Saharan
countries compared to African subpopulations in
developed countries, the need to establish effective
breast cancer programmes in sub-Saharan countries
cannot be overstated (2).

Unfortunately, breast cancer in Kenya has
generally been characterised by the advanced stage
of the disease, with 70 -90% of women presenting
in stage III or IV (2). Gynaecologic and reproductive
factors, diet, body habitus, lifestyle, care-seeking
behaviours, socio-economicstatus and family history
have been cited as some of the risk factors in the
region (2, 6). Prevention, early diagnosis, and timely
treatment approaches are greatly needed to mitigate
the adverse outcomes of the disease (5, 6). The region
is, however, faced with a myriad of challenges to
adequate breast cancer services, including limited
funds, impoverished healthcare facilities, lack of
mammography, low community awareness levels,
and other existing health concerns, all of which limit
breast cancer prevention and treatment services (2,
5-8).

Even with these limitations, breast cancer
screening programmemes that feature self- and
clinical-breastexaminations as well asmammograms
(whereavailable) havebeen advocated as critical steps
towards creating awareness and promoting timely
diagnosis and treatment (4, 6). There is, however, a
need to promote the utilisation of these services within
communitiesin differentsocio-cultural environments.
We found no studies that have examined possible
barriers to breast cancer screening uptake in Kenya,
perhaps particularly in rural regions where the
need may be greatest. We therefore conducted a
community survey followingbreast cancer screening
events in western Kenya. Our study objective was to
explore community-level perceptions of barriers to
participation in breast cancer screening.

MATERIALS AND METHODS

Study site: Academic Model Providing Access To
Healthcare (AMPATH) was initiated in 2001 as a
joint partnership between Moi University School of
Medicine, the Indiana University School of Medicine,
and the Moi Teaching and Referral Hospital (9). The
initial goal of the programme was to establish an HIV
care delivery system to serve the needs of both urban
and rural patients. The programme operates in 25
Ministry of Health facilities with numerous satellite
clinicsin westernKenya. Over the years, AMPATH has
expanded toembrace primary health care and chronic
disease managementincluding cancer. The AMPATH-
Oncology Institute (AOI) was developed from the
platform of the HIV-care programme to address the

care of cancer patients, for whom there were limited
treatment options available. AMPATH-Oncology
has evolved over time with the first services being
paediatric oncology, which transitioned into care for
AIDS-related malignancy, then tobroad-based cancer
treatment services, and most recently, a formally
structured model for rationed care commensurate
with the resource constraints and population burden
of western Kenya. Within the AOI, the “Walther
project” wasinitiated in 2011 when a grant was made
by the Walther Cancer Foundation (“The IU Simon
Cancer Center (IUSCC), AMPATH-Oncology Institute
(AQI): An Exemplar of Care for the Developing World
and a Population-based Research Environment for
IUSCC”)in support of cancer research in Kenya. The
Walther project has focused on cancer prevention
activities and their evaluation, especially activities
that respond to challenges in the AMPATH service
area in western Kenya posed by breast cancer and
cervical cancer.

Breast cancer screening programme: The Walther
project personnel, working in collaboration with
the AMPATH oncology team, conducted breast
cancer screening events in October-November of
2012 at three AMPATH sites — Mosoriot (one-day
event), Turbo (two-day event), and Kapsokwony
(two-day event). In the absence of mammography
availability, the screening services offered were
clinician breast examination by well-trained health
care providers (physician-oncologists). Individuals
found to have a breast mass at these events were
given a return date when biopsies were done to
determine whether they had breast cancer. Care for
those with cancerwas provided at the western Kenyan
national referral facility in Eldoret (Moi Teaching and
Referral Hospital). All screening events were held at
the ministry of health centres in the respective sites.
One week before the events, posters, community
meetings (mabaraza), and word of mouth through
community health workers were used to publicise
the screening events.

Study design: In each of the three screening event
communities a cross-sectional survey was conducted
between October-November 2012. The study targeted
community members (18 years and older) who
did not attend the breast cancer screening events.
Systematic random sampling with replacement
methods were used to identify the study sample,
approaching random households along all access
routes that extended from the health centre into
its surrounding community. Ethical approval for
the study was obtained from the Moi University
Institutional Research and Ethics Committee (IREC)
aswell as the Indiana University Institutional Review
Board (IRB).
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Study procedure: The survey was administered in one
of two preferred languages (English or Swahili) by
trained research personnel at the household level.
Written consent was obtained from all participants
prior to their participation in the study. Recruitment
questions were first administered to determine
eligibility for the main survey. The main survey
included open-ended and structured forced-choice
items. The structured items included:

1) socio-demographic characteristics including age,
sex (male vs. female); relationship status (married vs.
single/separated / divorced / widowed);

2) socio-economic characteristics including education
level (secondary and lower vs. tertiary); occupation
(non-employed vs. employed and casual laborer);
means of transport to health care (walking vs. public
or private vehicles) and time required to travel to the
health facility (in minutes);

3) previous breast exams which included having felt
abreastlump (yes vs.no)and having ever undergone
any breast cancer screening (yes vs. no);

4) having been trained how to feel for a breast lump
(yes vs. no);

5) knowledge of availability of breast cancer screening
programmes (yes vs. no) and having heard about the
screening events (yes vs. no); and

6) perceived barriers to clinical breast exam if breast
changes were noted (yes vs. no/don’t know). An
open-ended question focused on reason(s) for not
attending the current screening event and was only
asked of those who had heard about the screening
event but had not attended. Finally, in another open-
ended question with structured prompts, respondents
were asked for their preferences for learning about
future screening events.

Data analyses: Responses to open-ended questions
were recorded verbatim and translated into English.
These data were then coded, and themes related to
barriers to uptake of breast screening were identified,
pooled and integrated into larger categories. To
assure reliability of coding, independent coding and
identification of themes were conducted by three
investigators with negotiation of any identified
differences. Quantitative data were analyzed using
SAS version 9.3 and STATA version 11.0. Descriptive
analysesincluding mean, median, interquartile range
(IQR) and selected correlations were performed.
Bivariate analysis was performed to explore
potential differences between those who had heard
about the screening event and those who did not.
Pearson’s Chi Square test was used for categorical
variables and two-sample Wilcoxon rank sum test for

continuous variables. Explanatory variables included
socio-demographic characteristics, socio-economic
characteristics, having previously undergone breast
exams, having been trained to feel for a breast lump,
knowledge of breast cancer screening, and perceived
barriers to breast examination.

RESULTS

Atotal of 733 community members who did notattend
the advertised breast cancer screening events were
surveyed within one day of the screening events. The
median age of respondents was 33 years (IQR=26-43)
and women represented 63% of the sample. There
were no significant socio-demographic or socio-
economic differences between those who had heard
about the screening events and those who had not.
The majority of respondents (73%) were married,
and a half had completed at least a secondary level
of education. A higher number (68%) were self-
employed with farming being the main source of
income. On average respondents took 30 minutes to
travel to the health facility with walking (53%) being
the most common mode of transport.

Even though about a third (36%) of the respondents
stated that they had previously felt a lump in their
breast, only 14% reported that they had been trained
to check forbreastlumps and only 8% reported having
undergonebreast cancer screening. Slightly more than
half (55%) of respondents had heard about the breast
cancer screening event but did not attend (see Table
1). A higher percent of those who had heard about
this particular screening event reported knowing
about the availability of breast cancer screening
services in general (45% vs. 25%, p=0.001). However
only 8.0% of those who heard and 6.0% of those who
had not heard of the screening event had previously
undergone breast cancer screening (p=0.20). There
were no significant differences in all other relevant
variablesbetween those whohad heard vs. those who
had not heard about the screening events. Similarly,
there were no significant differences in perceived
barriers to clinical breast exams, where the majority
of respondents perceived no potential barriers to
seeking medical servicesif they noted changesin their
breast (Table 2). Even though a relatively infrequent
response, the perceived high cost of seeking medical
care was the most common (22%) reported barrier.
Only 3% reported potential embarrassment at breast
examinations, 4% fear of outcome of screening and
5% negative influence of significant others (including
husband, wife, sibling, partner, relative or friend) who
might dissuade them from participating in screening.
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Table 1
Participant characteristics by knowledge of breast cancer screening event

Variable Sample size Total Heard Did not P value
(n=733), about hear about
n(%)or  screening  screening,
Median (n=403), (n=330)
(IQR) n(%)or  n(%)or
Median Median
(IQR) (IQR)

Age (years) 730 33(26-43) 32(26-42)  34(25-46) 0.685
Sex (Male vs. Female) 733 268(37) 142(35) 126(38) 0.410
Marital status (Married vs. single / separated/ 733 534(73)  304(75) 230(70) 0.082
divorced /widowed)

Education (secondary and lower vs. tertiary) 733 365(50)  210(52) 155(47) 0.166
Occupation 733

e Employed 15321)  83(21) 70(21)

* Self-employed 501(68) 284(70) 217(66) 0.147
e Unemployed 78(11) 35(9) 43(13)

Means of transport (walking vs. public or 730 389(53)  224(56) 165(50) 0.145
personal vehicle )

Time required toreach heath center (minutes) 727 30(15-30) 30(20-30)  30(15-30)  0.655
Have you felt your breast for lumps? (Yes 729 236(32)  124(31) 112(34) 0.382
vs. No)

Have you been trained on how to feel your 729 99(14) 56(14) 43(13) 0.715
breast for a lump? (Yes vs. No)

Are you aware of any breast screening 732 263(36)  180(45) 83(25) <.0001
available (Yes vs. No)

Have you ever undergone any breast cancer 728 55(8) 35(9) 20(6) 0.199

screening? (Yes vs. No)

Table 2
Perceived barriers to clinical breast cancer screening by knowledge of breast cancer screening event

Variable Sample Total (n=733), Heard about Did not Pvalue
size n(%) or screening hear about
Median (IQR) (n=403), n (%) screening,
or Median (n=330)n (%)
(IQR) or Median
(IQR)

Too embarrassed to go and see the 733 20(3) 11(3) 9(3) 0.999
doctor (Yes vs. No/Don’t know)
Too scared to go and see the doctor 733 31(4) 19(5) 12(4) 0.470
(Yes vs. No/Don’t know)
Too busy to make time to go to the 730 52(7) 33(8) 19(6) 0.207
doctor (Yes vs. No/Don’t know)
Worried about what doctor may find 733 66(9) 40(10) 26(8) 0.335

(Yes vs. No/Don’t know)
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Not feeling confident talking about 733 39(5) 20(5) 19(6) 0.633
my symptoms with the doctor (Yes
vs. No/Don’t know)

I find the doctor difficult to talk to 733 31(4) 18(4) 13(4) 0.724
(Yes vs. No/Don’t know)

Expensive toseeadoctor(Yesvs.No/ 733 162(22) 91(23) 71(22) 0.729
Don’t know)

Would significant people in your life 733 39(5) 21(5) 18(5) 0.884
not approve of you seeing a doctor

or nurse (Yes vs. No/Don’t know)

My doctor does not understand my 733 55(8) 31(8) 24(7) 0.830
language(Yes vs. No/Don’t know)

My doctor does not understand my 733 57(8) 33(8) 24(7) 0.645
culture (Yes vs. No/Don’t know)

Among those who had heard of the screening event, DISCUSSION

the reasons for not attending included personal and
health facility factors. Personal factors were recorded
as having abusy schedule 177(41.0%), perceived low
personal risk 51 (12.7%), lack of transport 17 (4.2%)
and perceived poor quality of health services 13 (3.2%).
Survey respondents who had not sought screening
reported that the screening events were held at times
when they were either busy at work or performing
their daily house chores. Those individuals who felt
that they were atalower risk of acquiring breast cancer
were not motivated to get screened, especially given
the costimplication (time and money) associated with
attending the events. Lack of transport was associated
with lack of finances to pay for public transportation
to the breast cancer screening venue.

Giventhatall thescreeningeventswereheld atthe
ministry of health facilities, perception of poor quality
of health service was based on pervious experiences
with therespective health facilities and notnecessarily
the quality of the special screening being offered.
Health facility factors such as inadequate publicity
58 (14.4%) and long queues 35 (8.7%) were also
cited. Participants complained that the breast cancer
screening publicity approaches used did not provided
adequate information about the date, duration, and
venue. It was also stated that the announcement
provided short notice for community members who
had busy schedules. Those who cited long queues asa
barrier reported that they tried to attend the eventbut
were not screened because of the long queues. Other
barriers were reported as forgetfulness, laziness,
fear of screening procedures and outcomes, and bad
weather. There were nosignificant gender differences
in the responses provided. A majority (94.7%) of
respondents preferred that future communication
about breast cancer screening be done through the
local or national radio stations.

Breast cancer is increasingly becoming a significant
cause of morbidity and mortality in sub-Saharan
Africa (3, 4, 6, 10) in general and in western Kenya
in particular. Promoting breast cancer awareness,
screening and treatment programmes is critical to
addressing breast cancer outcomes (5, 6, 10). Our
findings show that in our region of Kenya (2, 3),
breast cancer screening knowledge and uptake of
special screening services remainlow. Even knowing
that breast screening programmes in general were
available did not translate into uptake of special
screening services when offered, with slightly more
than half of our respondents having heard of the
screening butnotattending. Unlike previousstudiesin
developed countries thatidentified emotional barriers
such as fear, anxiety and worry about the outcome of
screening (11) as major barriers to screening uptake,
our findings suggested that concerns about structural
factors such as poor publicity, long waits at health
centers, and the inconvenience of single-day events
that interfered with busy personal schedules were
more important. In addition perceived low personal
risk and the transport costs for seeking clinical
screening services were cited asbarriers. Breast cancer
programmes in Kenya will need to overcome some
of these barriers if greater penetrance of screening is
to be achieved. This might be realized by tailoring
the screening programmes to various socio-cultural
environments and distinguishing special screening
events from usual services.

Our study also revealed that even though a
number of respondents had felt a lump in their
own breast, very few had been trained to perform
self-examination or actually undergone a clinical
breast exam. Although studies in resource-intensive
countries have reported that self-breast examination
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may not be effective for early diagnosis of breast
cancer, there is a general appreciation that breast
exams increases awareness of breast changes that
may prompt women to seek medical advice(12). This
is critical for resource limited settings like Kenya
where the availability of mammography may not be
readily available (6, 10). A combination of self- and
annual-clinical breast exams may be the best option
for our resource-scarce region.

Even with annual special screening events in
targeted areas preceded by posters, community
gatherings, and word-of-mouth announcements,
less than half of community residents were aware of
the breast screening events. This lack of uptake may
reflect limited investmentin breast cancer awareness
and prevention programmes in the Kenyan national
health care system, given the limited resource and the
prioritization of other impending health concerns in
the region (2, 5-8). Only recently did Kenya establish
a national policy to address breast cancer(among
other cancers)(4) as majority of the focus has been on
managing infectious diseases like HIV. There is need
to build upon existing health care delivery systems
and integrate cancer prevention and treatment into
the current care system.

Our study findings highlight the importance
of effective community awareness/publicity/
mobilisation approaches for promoting breast cancer
screening uptake. In this region radio announcement
was the most preferred approach, which had not
been previously used to inform communities about
the screening events. Future breast cancer screening
campaigns in the region will need to consider these
findings as well as addressing the potential structural
barriers cited. Specific consideration of the social
cultural environment that ultimately defines the
comprehension and coverage of the messages, as
well as the accessibility of screening services is vital.
It is important to appreciate that in resource-limited
environments community members may place more
emphasis on securing their basic needs rather than
seeking preventive care services. Even though a
majority reported that they would not be too busy
to go seek medical services if they noted changes in
their breast, having a busy schedule were cited as
a barrier to screening uptake. In order to maximise
screening uptake the messaging, publicity, venue of
the screening and duration of screening (including
appropriate times for the screening events) may all
need to be tailored for communities. Community
participatory approaches should be emphasised
with members fully engaged in every stage of the
breast cancer screening campaigns design and
implementation.

LIMITATION

Even though our study provides valuable insight on
the barriers to breast screening uptake in Kenya, it is
not without limitation. In this study we are only able
to describe the characteristics of those who did not
participate in special breast cancer screening days.
Knowing the difference between those who did and
did not participate in screening may be important for
inferences abouthow to facilitate more participation.
Though our respondents were drawn from three
different communities, our study findings cannot be
generalised to the entire Kenya population.

In spite of these limitations, we believe that our
study provides important preliminary information
that may be useful in attempts to enhance uptake of
breast cancer screening services in western Kenya.
We highlight some of the challenges breast cancer
screening campaigns may face as they launch special
events to promote high coverage of breast cancer
awareness and uptake of screening services. Effective
public awareness of breast cancer, appropriate
publicity of special screening events, and perceived
quality of breast cancer screening services will need to
be considered in future events. Early announcements
through the local radio stations, and engaging
communities in the planning and implementation
of the screening events is critical for this region. In
addition, efforts to equip health facilities with the
capacity to conduct routinebreast cancer screening in
the course of primary care may be needed in addition
to mobilization for special screening events.
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