
Introduction
Breast cancer is the commonest malignancy diagnosed in 
women globally. It is the second cause of cancer-related 
death after lung cancer in high-resource, while it is the 
foremost cause of cancer-related deaths in poor-resource 
settings of the world (1,2). Over 27 000 new cases were 
diagnosed in 2012, accounting for 53% of all other cancers 
in women, while 13 960 deaths were recorded in Nigeria. 
This Figure amounted to 48.9% survival rate. Previous 
studies indicate that women in Nigeria typically report 
in the hospital with the advanced stages of the illness- 
defined as stages III and IV, at which stage, cure is very 
difficult (1-3).

Despite the high mortality rates from cancer of the 
breast in Nigerian women, no empirical literature has 
been found that explored why women presented late for 
definitive breast cancer care in the hospital among this 
population. Also, there is no previous study that has 
explored the health-seeking behaviors of this population 
from the onset of the illness to the time they sought 
medical attention in the hospital.

In response to the paucity of data, this study was 

designed, using components of the HBM – perceived 
susceptibility, perceived seriousness, perceived benefits, 
perceived barriers, and cues to action – to identify 
problematic areas of delays in presenting at the hospital 
for medical care after becoming aware of breast ill-health. 
The authors in this paper present the suitability of the 
model as a framework for assessing women presenting 
with the advanced stages of breast cancer. 

Identifying and addressing the problematic areas 
of delays may contribute to reducing the illness stage 
at diagnosis, which may significantly contribute to 
improving breast cancer treatment options and outcomes. 
Thus, improving the survival rate of the illness in the 
region. 

Materials and Methods
Study Setting
The study was conducted in one of the foremost tertiary 
hospitals in Southwestern Nigeria. Southwestern Nigeria is 
on the Gulf of Guinea, very close to the bay. The northern 
and eastern boundaries of Southwestern Nigeria are 
formed by the Niger river. Much of the region is Savanah 
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and tropical forests.
Southwestern Nigeria is made up of six states: Lagos, 

Oyo, Ogun, Ondo, Ekiti, and Osun, all of which were the 
focus of this study. Lagos state occupies an area of 3577 
km2, with a population of 9 113 605. Ogun state occupies 
an area of 16 980.55 km2, with a population of 3,751,140. 
Oyo state occupies an area of 28 454 km2, with a population 
of 5,580,894. Ondo state occupies an area of 15 500 km2, 
with a population of 3 460 877. Ekiti state occupies an area 
of 6353 km2, with a population of 2 398 957. While Osun 
state occupies an area of 9251 km2, with a population of 
3 416 959. The people live in the major cities and villages 
Google search, 2018.

The Southwestern region of Nigeria is majorly a Yoruba-
speaking region. However, there are different Yoruba 
dialects among the people of the region. Ibadan, the city 
where the data collection took place, is the largest city in 
west Africa and the capital of Oyo-State. Due to the role 
of this city as the capital city, individuals from various 
ethnic groups and religions live there. All the regions of 
Southwestern Nigeria have common climate and weather 
conditions throughout the year. Southwestern Nigeria 
has periods of rain in the raining season from March to 
November and experiences dry season from November to 
February. (Retrieved from: https://www.naija.ng/1117167-
south-west-states-nigeria.html#1117167)

The data was collected in a large urban-based university-
affiliated tertiary hospital. The hospital was chosen 
because of the diversity of the patient population that 
visit the hospital. The hospital is one of the best-equipped 
hospitals in Nigeria, and a treatment center where patients 
receive top-quality, comprehensive medical assessment, 
treatment, and care. The hospital is the oldest tertiary 
hospital in southwest region and it is a referral center. 
The oncology unit operates a daily outpatient clinic where 
patients with different stages of breast cancer are seen, 
assessed, and have their breast cancer treatment initiated. 
These patients in this unit are receiving varied treatments 
ranging from surgical intervention to chemotherapy and 
radiotherapy for the management of the disease. This 
oncology section was the recruitment outlet for the study. 

Study Design
The study was a qualitative study. The methodological 
approach was interpretive description. Interpretive 

description (ID) engages a flexible and creative approach 
in generating knowledge to inform clinical understanding 
(4,5). The framework of ID is based on the reasoning 
and logic applied at each decision-making point in the 
research process (4,6). Interpretive Description is well-
suited for exploring how people give meaning to their 
lived experiences. It is an inductive analytic approach 
that acknowledges both the constructed and contextual 
nature of human experiences (6). Through ID, researchers 
identify patterns and themes in human experiences. 

Study Participants
Thirty women with late-stage cancer of the breast defined 
as illness stages III or IV were purposively selected as 
study participants. They were all having symptoms and 
undergoing different treatment options for the disease. 
The participants were knowledgeable about breast cancer 
and they had characteristics that could help the researcher 
to achieve the aim and purpose of the study (7). The 
researcher established rapport with the participants before 
the commencement of the study to gain and ensure their 
trust and confidence, so to obtain quality data.

Sampling and Sample Size 
As noted above, the purposeful sampling technique was 
used to choose participants with characteristics that 
could best contribute to the objectives of this study. The 
rationale and robustness of purposeful sampling lay in 
securing participants who possessed knowledge of, and 
experienced with the phenomenon under investigation 
(7). All the participants selected for this study were women 
referred from other hospitals for professional and specialist 
management of their advanced breast cancer and were 
willing to share their rich knowledge. The participants’ 
shared mastery led to a deeper understanding of the 
women’s health-seeking activities and the identification of 
the problematic areas of the delay, that is, the issues of key 
importance in this study.

Inclusion and Exclusion Criteria
The inclusion and exclusion criteria that guided the 
selection of participants for this study included (a) female 
gender; (b) diagnosis with stage III or stage IV breast 
cancer; (c) ability to communicate in either English or 
the Yoruba language or both; (d) ability to take part in an 
interview; (e) participation approved by the oncologist 
and contact or gate-keeper nurses; (h) inpatient at the 
hospital. The exclusion criteria included: (a) women 
with the diagnosis of stage III or stage IV breast cancer, 
which impeded the women’s ability to participate in an 
interview; (b) those with advanced stage breast cancer 
who find it difficult to communicate; (c) an inability to 
communicate in either English or the Yoruba language. 
Data saturation was used to determine the appropriate 
sample size in this study. Data saturation, also referred to 
as data redundancy (4-7), occurs when the data collected 

 ► A comprehensive and holistic assessment of breast cancer 
will inform adequate and effective management of the 
illness

 ► A holistic and comprehensive assessment includes the 
cultural perspective of the person involved

 ► Addressing culture-specific breast cancer-related issues 
might encourage early disease presentation that has the 
potential for improving the illness survival rate.

Key Messages

https://www.naija.ng/1117167-south-west-states-nigeria.html#1117167
https://www.naija.ng/1117167-south-west-states-nigeria.html#1117167
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has obtained adequate depth and richness. Researchers 
determine the point at which data saturation has occurred 
by being attuned to the number of times they hear the 
same information from a number of participants (4,5,7,8). 
When they can anticipate that they will hear this same 
information from other participants, data saturation has 
been reached. At this point, the researchers are confident 
that no new differences on the emerging theory would 
likely appear from additional data collection (5-8). 

Data Collection
The data collection was undertaken in two phases. The 
first phase consisted of participants completing a personal 
demographic information form, while the second 
phase consisted of participation in one-on-one, semi-
structured, and audio-recorded interviews guided by 
open-ended questions, and carried out by the researcher 
(AO). Broad topics on the interview guide included the 
participants’ interpretation of their breast changes and 
their health-seeking behaviors after they noticed a breast 
abnormality (e.g., tell me in detail the interpretations 
of your illness signs and symptoms?), the nature of the 
symptoms, people or services centers contacted for 
advice, and the understanding that informed their health-
seeking behaviors. Probes were used to get more in-depth 
information (e.g., can you explain more about this? can 
you give examples to make you better understood?). 
Each interview lasted for about 45-60 minutes. After the 
interviews, a summary of the points discussed were shared. 
Clarification and validation of collected date were done by 
the participants. They were asked to ask any questions and 
to speak more if they wanted to. The interview guide was 
pilot-tested before using it to collect the data. The same 
criteria used to select prospective participants for the larger 
study were used for the selection of the participants who 
took part in the pilot study. All data collection occurred in 
a private room in the hospital. Only the researcher (AO) 
and the participant being interviewed were present during 
the interview sessions.

Data Analysis
The participants’ demographic questionnaires were 
analyzed using descriptive statistics, and transcripts from 
the interview were analyzed inductively by following 
the thematic analysis pathway propounded by Clarke 
and Braun (9). Data analysis began from the time of the 
first interview. The recorded interviews were transcribed 
verbatim by one researcher (AO) as soon as the recording 
was conducted. All authors reviewed and matched the 
transcribed scripts with the recordings to ensure the 
accuracy of the data. All necessary corrections were 
made. Field notes were written. Reflective journaling was 
done. Identifiable information was removed to ensure 
participants’ anonymity. Four researchers (AO, LH, LF 
and JA) read and re-read the transcripts again to ensure 
accuracy. Data were coded, managed and analyzed 

using NVivo version 10 (QSR International; Melbourne, 
Australia). Each transcript and notes were coded 
independently by all authors. Areas of discrepancies were 
resolved in consultation with experts during meetings. 
The first cycle coding identified broad-based codes, which 
was reviewed and revised by four study authors (AO, LH, 
LF, JA). All team members performed serial review of 
the coded interview data, focusing on similarities and 
differences. During the second phase coding conducted 
by all authors, similar codes were grouped into categories 
(5,8). 

Methodological Rigor
Four criteria including credibility, dependability, 
confirmability, and transferability were employed in 
ensuring the trustworthiness of this study findings 
(10,11). In this study, credibility was ensured by (a) 
summarizing the participants’ discussions during and at 
the end of the interviews, (b) consultation and discussions 
among the research team, and (c) maintaining an audit 
trail of the decisions made during the research process, 
and conducting a repeat interview with participants. 
Transferability was ensured by providing “thick 
descriptions” of the research process from the beginning 
to the end (10,11). Dependability was ensured through 
consultation and meetings with experts throughout the 
research process. Member checking which involved 
sharing the initial tentative synthesis and interpretations 
based on the data collected with the study participants 
through telephone interviews confirmed the researcher’s 
understanding of participant’s shared experiences and 
minimized the researcher’s personal biases. Confirmability 
was ensured through validation of the initial findings with 
the participants, personally transcribing the interviews, 
using participants’ exact quotes, and maintaining a 
reflective journal to express the researcher’s own biases 
and personal thoughts. 

Breast Cancer Staging and Classification
The American Joint Committee on Cancer (AJCC) has 
described the extent of illness progression in cancer 
patients and classified breast cancer into four stages. 
The committee used the tumor size, the lymph node 
involvement, and metastases or the spread of the disease 
(TNM) as the basis for the classification. Stage I breast 
cancer was described as the initial stage of the disease. At 
this stage, the size of the tumor is small, and the tumor is 
contained within the organ where it started. At this stage, 
the illness is curable most of the time (12). Stage II breast 
cancer is counted as part of the early stages. The tumor 
size is bigger compared to stage I breast cancer. The lymph 
nodes closer to the affected breast are affected, but the 
tumor is still treatable, and the prognosis is good (12). In 
stage III breast cancer, the tumor has spread significantly 
to the surrounding lymph nodes and the surrounding 
tissues. In stage IV breast cancer, the tumor has spread to 
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other organs and parts of the body.
Only five to 12% of stages I and II breast cancer patients 

die in the first decade after diagnosis, while over 60% of 
stage III, and over 90% of stage IV breast cancer patients 
die in the first ten years after diagnosis (12). Knowing 
the stages of breast cancer is useful because it enables 
the healthcare provider to estimate the prognosis for 
the illness. This knowledge can also provide valuable 
information about the most appropriate treatment options 
available to patients who present with breast cancer.

It must be pointed out that breast cancer is not a uniform 
illness, and many subtypes have been identified. Breast 
cancer subtypes vary across various populations and 
racial groups. One of the ways of defining the different 
categories of breast cancer is by using the hormone 
receptor status. The identification of the characteristics of 
the various categories is essential for the development and 
the provision of the most appropriate care strategies for 
the patients (13).

Results
Study Participants’ Demographic Information
The demographic information of the study participants 
is presented in Table 1. The analyses of the participants’ 
demographic information indicated that they had a varied 
level of education, employment, and economic status. 
Their age range was 29-68 years. Most of the participants 
were between 40- and 50 years, with a mean of 47 years. 

Table 1. Demographic Profile of Study Participants

Item Variables No. %

Tribe

• Yoruba

• Ibo

• Efic

• Edo

26 (87)

1 (3)

1 (3)

2 (6)

Participants’ 
language

• Yoruba 26 (87)

• Ibo 1 (3)

• Efic 1 (3)

• Edo 2 (6)

Specific other 
language

• English 13 (43)

Religious 
affiliation

• Christian

• Muslim

24 (80)

6 (20)

Age group

• 20-30

• 31-40

• 41-50

• 51-60

• 60+

1 (3)

4 (13)

17 (57)

4 (13)

4 (13)

Educational 
level

• Graduate degree e.g., Masters, PhD 3 (10)

• Bachelor’s degree 6 (20)

• Some college, associate degree, 
-technical certificate

11 (36)

• Secondary school 10 (33)

• Less than primary 6 0 (0)

Familial history 
of the disease

• Yes

• No

7 (23)

23 (77)

Findings From Interview Transcripts 
Themes emerging from the thematic analysis of the 
participants’ interview transcripts were cloistered into 
six themes: (1) breast cancer, a death sentence; (2) breast 
cancer, an arrow or an affliction from the enemy; (3) breast 
cancer provokes fear; (4) the wish to survive motivates 
breast cancer health-seeking; (5) breast cancer provokes 
stigmatization; (6) breast cancer spurs social support. 
These themes were supported by subthemes.

Theme 1. “Breast Cancer, a Death Sentence”. “It is a death 
sentence.” (a 40-year-old participant). This perception was 
expressed by another 60-year-old participant when she 
said: “whether you treat it or not, you will die.” This theme 
relates to perceived seriousness. Perceived seriousness 
concerns a person’s belief in the severity of an illness. 
All the participants in the study were aware of having 
contracted an illness that kills whomsoever is afflicted by 
it, resulting in their increased level of perceived threat. 

Theme 2. “Breast Cancer, an Arrow, or an Affliction From 
the Enemy”
“It is a spiritual attack that is an arrow shot by the 
enemy” (42-year-old participant). Another participant 
corroborated this statement by saying: “To me, it is a 
spiritual attack. (61-year-old participant)”. When asked 
to describe the methods used to manage her breast 
changes, a 33-year-old participant responded “I went 
to the traditional healer, the herbalist … I thought it 
was a kind of war from my enemy”. This theme relates 
to cultural understanding of cancer of the breast as a 
spiritual attack. It also relates to the cultural perception of 
breast cancer as having a preternatural and supernatural 
origin. In the current study, advanced breast cancer 
was considered severe because it reflects attack from an 
adversary and hostility that can lead to fear, anxiety, and 
lack of trust in the community. The awareness of having 
contracted such an illness also heightened levels of threat, 
triggering participants’ decision-making processes about 
involvement in health-seeking activities. 

Theme 3. Breast Cancer Provokes Fear
“When they told me, I was afraid” (a 41-year-old 
participant); Another 40-year-old participant asked: “who 
can be given a death sentence and will not be afraid?” This 
theme also relates to perceived seriousness, because of the 
cultural perceptions of breast cancer as a spiritual attack 
and the personal perception of breast cancer as a killer 
disease. 

In the current study, the advanced stages of breast 
cancer are considered to be severe because of the 
complications that accompany them. The awareness of the 
health and social implications of the advanced stages of 
breast cancer such as loss of a body part as in the cases of 
mastectomy, fear of stigma, potential effects of the illness 
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on family life and marital relationships, complications of 
treatments, and fear of death might have resulted in a high 
level of emotional response heightening their perception 
of seriousness, their threat level, and prompting health 
seeking decision making and activities. 

Theme 4. The Wish to Survive Motivates Breast Cancer 
Health-Seeking
“I have to endure because of my children. I want to live 
long” (A 45-year-old participant). When asked why she 
came to the hospital for care, a 44-year-old participant 
replied: “ha! I want solution to my breast ill-health; I don’t 
want to die now”. This theme relates to perceived benefits 
construct of the HBM. For an individual to engage in an 
action for managing health-related issues, the perceived 
benefits of the action must be judged to be higher than 
the perceived barriers. In our study, the desire to survive 
and live was judged by the participants to outweigh any 
barrier. This wish motivated some study participants to 
seek medical care in managing their breast changes. 

Theme 5. Breast Cancer Provokes Stigmatization
“The major difficulty is stigmatization and all other jests 
that people will make of you.” (A 44-year-old participant). 
This theme relates to perceived barriers construct of the 
HBM. In the current study, the identified barriers were as 
follows: stigma, the financial difficulties of breast cancer 
treatment, the effects of the illness on participants’ social 
and marital relations, and the unpleasant side effects of 
breast cancer management such as dryness of the skin, 
and fear of body mutilation as in the cases of mastectomy. 
The participants in the current study did not perceive 
these barriers as outweighing the benefits of breast cancer 
treatments. 

Theme 6. Breast Cancer Spurs Social Support
“With the help of the church, family, and friends, I did 
the operation.” (a 60-year-old participant). This idea was 
corroborated by a 32-year-old participant when she was 
asked to talk more about her social support. She said 
“my friends were visiting me. They brough me gifts…. 
they counselled me”. This theme relates to cues to action 
construct of the HBM. The participants in the current 
study found encouragement and support to engage in 
health-seeking behaviors in the influence and roles played 
by their family members, friends, church affiliations, and 
other social networks systems, which could be regarded 
as external cues to action and influence of psychosocial 
variables components of the HBM for these participants. 

Discussion
Constructs of the HBM
This section presents the ways in which the constructs 
of the model predicted the health-seeking behavior 
of women presenting with advanced metastatic breast 
cancer, starting from the first time the women noticed 

breast changes to their engagement in definitive 
treatments for breast cancer in the hospital. The HBM 
addresses an individual’s perception of the warning and 
the danger of a health issue and appraises health-seeking 
behavior in preventing or managing the health problem 
(14-17). Below is a discussion of the five concepts of HBM 
– perceived susceptibility, perceived severity, perceived 
barriers, perceived benefits, and cues to action (14,16,17) 
and how they were used in our study. 

Health Belief Model 
The Health Belief Model (HBM) is a social-psychological 
model developed by Rosenstock (14) to explore why 
individuals fail to participate in relatively free health 
preventive services. Although there are several other 
health-related behavioral models, none approaches HBM 
regarding research attention (18). Notwithstanding its 
wide use for almost four decades, the major components 
of the model have remained unchanged. The HBM 
specifies several variables that seem to contribute to an 
understanding of health-seeking behaviors.

 
The Philosophical Underpinnings of the Health Belief Model 
The philosophical underpinnings of HBM involve 
motivating factors and the perceptions of the individual 
involved (14,17). Rosenstock identified the HBM as 
a value-expectancy theory, which views behavior as 
dependent on the value placed on the possibility that 
a specific health-related action will result in a desired 
outcome. In the HBM, subjective beliefs are regarded as 
motivators for undertaking a health-related action (14,17).

The Assumptions of the Health Belief Model 
The assumptions of the HBM indicate that: (1) individuals 
take actions related to their health if they are convinced 
they are at risk for contracting an illness and if the action 
can either remove the illness or reduced its impact on 
some aspects of their lives; (2) they are likely to accept, 
take, and maintain the action if they see benefits in the 
specific health-related behavior and conversely, not to 
accept, take, and maintain the action if they see no benefits; 
(3) individuals take health-related action provided that 
its positive aspects outweigh the negative and they are 
confident in their skills and resources to undertake the 
health-related behavior (14,17).

Constructs of the Health Belief Model 
Perceived Susceptibility. Perceived susceptibility relates 
to a person’s belief in the risk of contracting an illness 
(14,17,19). Women presenting with the advanced stages 
of breast cancer are susceptible, otherwise they would 
not have contracted the illness. Findings from this study 
suggested that the risk for contracting the illness in women 
already diagnosed with late-stage breast cancer was no 
longer a concern. All the participants in the current study 
were aware of having contracted a severe illness, resulting 
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in their heightened level of perceived threat. 
Perceived Seriousness. Perceived seriousness concerns an 
individual’s belief in the severity of a disease or health 
abnormality. The perceived degree of seriousness may be 
influenced by the strength of the psychological arousal 
created by the illness when one thinks about it and the 
perception of the kinds of difficulties a person believes 
a given illness will cause for her or him (14,17,19). For 
all the participants in the current study, advanced breast 
cancer was considered severe because of the cultural 
perceptions of breast cancer as a spiritual attack and the 
personal understanding of cancer of the breast as a killer 
ailment. In addition, some manifestations of breast cancer, 
including painful and embarrassing breast changes 
aroused emotions related to the perceived psychological 
and physical consequences of the illness.
Perceived Benefits. Perceived benefits relate to a person’s 
judgment of the worth of a health-seeking behavior. It 
concerns how beneficial the ill person judges the behavior 
to be (14,17,19). Perceived benefits must be higher than 
the perceived barriers for a woman to adopt a remedial 
action for preventing the complications of the advanced 
stage of breast cancer. In the current study, the desire to 
survive and live was judged by the study participants, 
at least in the advanced stage of their illness, to be more 
beneficial than any barriers. This finding is consistent 
with the notions of the original HBM.
Perceived Barriers. Perceived barriers relate to the adverse 
aspects of a health-seeking action. It concerns the extent 
to which the action is inconvenient, expensive, painful, 
unpleasant, and upsetting (14,17,19). They may be 
emotional, psychological, and material in nature. Barriers 
related to breast cancer health-seeking action may include 
access to care, financial implications of breast cancer care, 
effects on social relations, support system, effects on family 
life, and occupation. It is only if the woman perceives 
these barriers not to be stronger than the benefits of the 
health-seeking behaviors that such health-seeking actions 
will be accepted.

In the present study, the desire to survive was judged 
by the study participants to be more beneficial than 
any barriers, including stigma, and other unwarranted 
side effects of treatment. This finding is consistent with 
findings from a mixed method study conducted by 
Aduayi et al (20) to explore whether women in some 
rural and urban communities in Southwestern Nigeria 
would accept preventive bilateral mastectomy. The study 
findings indicated that the decision to remove both 
breasts through preventive bilateral mastectomy among 
high-risk individuals transcended social and spiritual 
boundaries. The findings from Aduayi et al (20) and those 
of the current study are consistent with the notions of the 
original HBM.
Cues to Action. Cues to action are either internal or 
external occurrences that can set in motion a decision-
making process about the appropriate health-seeking 

action. Internal cues to action may include the signs 
and symptoms of illness, while external cues to action 
may include media communications, social interactions, 
and the influence of significant others (14,17,19). If cues 
to action are forceful and intense, they may convince 
a woman who does not recognize the advanced stage 
breast cancer to be severe, to adopt a curative health-
seeking behavior notwithstanding her initial impression 
and belief (14,17,19). Religious leaders, community 
leaders, social network members and family members 
could offer encouragement, persuasion, and direct or 
indirect support for the desired behaviors (21). In line 
with Rosenstock (17,19) , the participants in the current 
study found encouragement and support to participate in 
health-seeking behaviors in the influence and roles played 
by their family members, friends, church affiliations, and 
other social networks systems, which could be regarded 
as external cues to action for these participants. These 
findings are consistent with the notions of the original 
HBM. 

The Concept of Perceived Threat. This construct is a 
combination of perceived susceptibility and perceived 
seriousness. An increased level of threat can trigger a 
decision to seek healthcare. It can also motivate a person 
to accept, adopt, and maintain a health-related action 
(14,17,19). The current study participants manifested 
signs of threat.

The perceived threat was likely influenced by any or 
a combination of the following factors: the individual’s 
perception of breast cancer as a killer disease, and the 
cultural perception of breast cancer as a spiritual attack, 
as well as, some manifestations of breast cancer, including 
painful and embarrassing breast changes, which could 
be regarded as internal cues to action, aroused emotions 
related to the perceived psychological and physical 
consequences of the illness. The awareness of having 
contracted such an illness also heightened levels of 
threat, triggering participants’ decision-making processes 
about engaging in health-seeking behaviors. Also, 
strategic reminders such as the supportive role of family 
members, friends, church members, in turn, influenced 
the participants’ health-seeking behaviors. As observed 
in the study, a woman’s perception of threat alone was 
enough to predict her likelihood of engaging in specific 
health-seeking behavior. Perceived benefits and perceived 
barriers also could predict behavior. The findings are 
consistent with the notions of the original HBM.

Cultural perception was not part of the original HBM. 
However, finding from this study suggests that initial 
consultation of some participants with traditional healers 
had contributed to delays in presentation in the hospital 
for the medical management of their illness. Sixty-four 
percent of these participants had consulted with the 
alternative care provider before coming to the hospital for 
medical attention. This finding is similar to finding from 
Ibrahim and Oludara (22) on factors associated with late 
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presentation of breast cancer among Nigerian women. 
Their study findings indicated that 61.6% of their study 
participants engaged in alternative, spiritual and herbal 
medicine to treat the disease before presenting in the 
hospital. 

Cultural Perception
The cultural background of the Yoruba people who occupy 
southwestern Nigeria influences their views of an illness 
and the health-seeking remedies employed in managing 
the illness. The Yoruba people believe that illness does not 
occur by chance. Therefore, a Yoruba person will explore 
why she or he becomes ill by consulting the traditional 
healer (23) who will consult the Ifa Oracle – “an ancient 
secret knowledge system”. The traditional healer will also 
prescribe the necessary remedies for the illness (23). In 
the Yoruba culture, it is believed that illnesses have three 
origins: preternatural, natural, and supernatural (24). 
The preternatural origin relates to the magical practices 
of witches, sorcerers, and curses. Illnesses resulting from 
the infringement of social values like stealing are said to 
have natural origins. The supernatural cause of illness is 
attributed to the wrath of God and ancestors. The Yorubas 
also believe that some illnesses such as those originating 
from preternatural and supernatural origins can only 
be managed through their traditional healing methods, 
which are usually carried out by the native doctor, elders in 
the community, the herbalist, or the spiritualists (25-28).

Therefore, the perception of individuals about the cause 

of their illness will trigger a decision-making process to 
choose a health-seeking behavior that the individual 
perceives will be the most effective method from the 
available health-seeking options. If individuals believe 
that their illness has a supernatural or preternatural origin, 
they are more likely to seek health by engaging the services 
of a traditional or native healer. Thus, cultural perception 
plays an essential part in appraising the seriousness of an 
illness such as breast cancer, as well as the health-seeking 
decision-making process. It is, therefore, proposed that 
cultural perception be incorporated into the constructs of 
the model. Figure 1 presents a summary of the findings.

As depicted in Figure 1, perceived threat may be 
influenced by any one factor or a combination of 
modifying factors such as, sociocultural perception and 
experiences, and social and peer networks. These, in 
turn, may influence the likelihood of engaging in health-
seeking action. Also, cues to action, which are regarded as 
triggers and strategic reminders, may activate the level of 
threat and encourage a woman to engage in health-seeking 
behavior. Cues to action can be sources of support and 
encouragement to adopting a health-seeking behavior.

A woman’s perception of a threat resulting from 
having contracted a serious illness alone may predict 
her likelihood of engaging in health seeking behavior. A 
similar characteristic is also observed for the perceived 
benefit and perceived barriers. Also, perceived barriers 
and cues to action can be influenced by modifying 
factors. All these variables are interconnected, and they  
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Figure 1. The Health Belief Model. Source: The Health Belief Model (Adapted From Rosenstock (17)).
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have impact on the likelihood of engaging in a health-
seeking behavior. However, to carry out a comprehensive 
and holistic assessment of women with late-stage cancer 
of the breast, it is essential to understand the patient’s 
cultural perspective and take this into consideration in the 
planning and implementation of care. 

Implications for Practice
Nurses, other healthcare providers, and breast cancer 
stakeholders are in ideal positions to identify and 
counter perceived barriers and problematic areas of 
delay preventing early presentation of breast cancer for 
medical care. For example, the care provider can plan and 
implement programs and strategies that acknowledge and 
address the personal, cultural, and community factors 
that influence the perceptions of breast cancer and its 
management. Findings from the study also indicated the 
need to addressing culture-specific breast cancer-related 
issues. Nurses, other healthcare providers, and other 
breast cancer stakeholders can provide a comprehensive 
community-based breast health education. The 
understanding emerging from this study can inform the 
addition of specific information about breast ill-health, 
the importance of early detection and treatment options 
during health promotion programs. The outcomes from 
this study can equip breast cancer caregivers to provide 
culturally sensitive services and contextually relevant 
interventions.

Study Limitations
Some limitations have been identified. First, since the 
study was conducted in Southwestern Nigeria, which is 
densely populated by the Yoruba ethnic group, the views 
of this study population which is predominantly Yourba 
ethnic group may not necessarily reflect the understanding 
of women from other geopolitical zones in Nigeria. 
Therefore, a caution might be needed in generalizing 
the study findings to other ethnic groups in Nigeria. 
Interpretive description acknowledges that phenomena 
are neither time nor context-free. Generalization is not 
the aim; the goal is knowledge development. However, 
the in-depth knowledge gained through this study can 
benefit healthcare delivery. Furthermore, knowledge 
transferability may be possible depending on the degree 
of similarities in setting and circumstances (29). Second, 
the interviews were audio-recorded, which could have 
affected the quality of the data gathered because the 
participants’ awareness of the audio-recorder might have 
affected how they shared their experiences.

Conclusions
In this paper, the suitability of the HBM as an assessment 
framework for women with late-stage cancer of the 
breast, that is, stage III or IV metastatic breast cancer 
in southwestern Nigeria has been discussed. Finding 
from this study suggest that initial consultation of some 

participants with the traditional healers contributed to 
delays in presentation for medical management in the 
hospital. Individual perceptions, cultural perceptions, and 
breast cancer symptom interpretations and experiences 
all influenced participants’ choice of health-seeking 
activities. The supportive roles of family members, 
including friends, and social allies reduced the degree of 
participant’s psychological reactions to their perceived 
barriers. However, to adequately assess and holistically 
manage breast cancer, a comprehensive assessment needs 
to be carried out. A comprehensive and holistic assessment 
need to include the cultural perception of the patient. 
There is the need for a comprehensive evidence-based 
community education on the etiology, signs and symptoms 
and treatment options for women with breast ill-health. 
It is, therefore, proposed that a cultural perspective be 
incorporated into the constructs of the HBM.
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