
Draft Report 

REASONS FOR THE DELAY IN DIAGNOSIS OF 

COMMON CANCERS (BREAST AND CERVIX) 

AMONG WOMEN IN TAMIL NADU:  

A MIXED-METHOD STUDY 

 

Principal Investigator 

Dr Parameswari Srijayanth  

 

Co-Investigators 

Dr Jasmine S Sundar & 

Major (Dr) Karthikeyan PR 

 

Mentor 

Dr Srinivas Govindarajulu 

Project Team 

Dr Maanasa R, Mrs Jai Sudha J & Dr Jayashree S 

 

DEPARTMENT OF EPIDEMIOLOGY 

THE TAMIL NADU DR MGR MEDICAL UNIVERSITY 

CHENNAI 

MAY 2022 



2 | P a g e  
 

1) Title of the Project: 

Reasons for the Delay in Diagnosis of Common Cancers (Breast and Cervix) among 

Women in Tamil Nadu: A Mixed-Method Study 

2) Timeline of the study:  

October 2021 – May 2022 

3) Names and Designations of All Investigators: 

Principal Investigator 

Dr. Parameswari Srijayanth MBBS., MSc., (Epidemiology) 

Associate Professor 

Department of Epidemiology 

The Tamil Nadu Dr MGR Medical University, Chennai 

Email: depasso1@tnmgrmu.ac.in  

Co-investigators 

1. Dr Jasmine S Sundar MBBS., MSc., (Epidemiology) 

Assistant Professor 

Department of Epidemiology 

The Tamil Nadu Dr MGR Medical University, Chennai. 

Email: depassp1@tnmgrmu.ac.in  

2. Major (Dr) Karthikeyan P R BDS., MSc., (Epidemiology) 

Department of Epidemiology 

The Tamil Nadu Dr MGR Medical University, Chennai. 

Email: dentaldrprk@gmail.com 

Project Field Team 

1. Dr Maanasa R, Research Officer (Project) 

2. Mrs Jai Sudha J, Data Analyst 

3. Dr Jayashree S, Data Entry Operator 

4. Mrs Sangeetha S, Multitasking staff 

  

mailto:depasso1@tnmgrmu.ac.in
mailto:depassp1@tnmgrmu.ac.in


3 | P a g e  
 

4) Partner Organisations, if any: Not Applicable 

 

5) Funding source:  

Operational Research – Tamil Nadu Health System Research Project – 

Indian Institute of Technology, Madras 

 

  



4 | P a g e  
 

List of Abbreviations 

WHO – World Health Organisation 

GLOBOCON – Global Cancer Observatory: CANCER TODAY 

HBCR – Hospital Based Cancer Registry 

TNM – Tumor, Nodes, Metastasis 

FIGO – The International Federation of Gynaecology and Obstetrics 

FGD – Focus Group Discussion 

IDI – In-depth Interview 

OPD – Out Patient Department 

HCF – Health care facility 

HCP – Healthcare provider 

HPV – Human Papilloma Virus 

KMC – Kilpauk Medical College 

IOG – Institute of Obstetrics and Gynaecology 

PO – Project Officer 

PI – Principal Investigator 

HBCR – Hospital Based Cancer Registry 

NCD – Non-Communicable Diseases 

ANM – Auxiliary nurse midwife 

VHN – Village Health Nurse 

  



5 | P a g e  
 

CONTENTS 

 

Executive Summary……………………………………………………………………...6 

Study Background……………………………………………………………………….9 

Rationale………………………………………………………………………………...13 

Objective………………………………………………………………………………...17 

Methodology…………………………………………………………………………….17 

Results…………………………………………………………………………………...24 

Significance of the study results………………………………………………………. 44 

Conclusion……………………………………………………………………………….52 

Recommendations………………………………………………………………………55 

References……………………………………………………………………………….56 

Annexures (Ethical Approval letters, Informed Consent, Questionnaire and 

Interview guide, GANTT CHART, Study site photographs) 

 

 

 

 

 

 

 

 

 

 

 



6 | P a g e  
 

EXECUTIVE SUMMARY 

Purpose of Study 

In India, the incidence and mortality rate of both breast and cervix cancer continues to remain 

high, as more than half the cases are diagnosed at later stages - locally advanced or metastatic 

stages. Studies have established that the delay in the early diagnosis of cancer, compromises 

the treatment, prognosis, survival rates, and quality of life of patients. The delay might be due 

to various reasons namely presentation delay - time lag between the recognition of symptoms 

to first healthcare provider consultation or treatment delay - first provider consultation to 

initiation of treatment. This study was thus aimed to assess and explore the factors and reasons 

behind the delay in diagnosis of breast cancer and cancer cervix among women from the 

perspectives of patients and health care. The study also explored the barriers for the delay and 

reach of cancer screening among the target population, that is, women in the reproductive age 

group of 18 – 49 years.  

Evaluation methods 

Sequential Explanatory study design has been employed where the quantitative component 

(Descriptive study including breast and cervix cancer patients) was explored first followed by 

the qualitative component (Grounded Theory Approach). The study was conducted between 

October 2021 – December 2021 in the oncology department of four tertiary healthcare 

facilities, where breast and cervix cancer patients who attended OPD were enrolled for the 

study. Patients who attended Gynaecology OPD for other non-cancerous ailments were 

recruited as non-cancer participants for the study. The socio-demographic and behavioural 

characteristics including assessment on their knowledge, attitude and practice towards cancer 

screening was used for the quantitative part of the assessment followed by a structured open-

ended interview guide for qualitative approach (FGD and IDI). In-depth interview of the key 

informants, in the health care was conducted among stakeholders in various positions in 

healthcare. The analysis and evaluation of study findings were completed by March 2022.  

Key Findings 

The socio-demographic characteristics of patients suggesting that 40 – 60 years of age, low 

educational qualification, multiparous women, lower-middle-income community, family 

history of cancer, inadequate importance to health, and no previous history of cancer screening 
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are at higher risk of acquiring cancer of both breast and cervix and also a potential risk factor 

for delaying the diagnosis of cancer. 

Regarding the delay in diagnosis, an average (mean) time interval of 9 months was found to be 

the average time duration between noticing their first symptom and confirming cancer 

diagnosis in both breast and cervix cancer cases. The predominant factor for the delay was the 

patient themselves and the commonest reasons behind them were  

 Lack of knowledge or awareness about signs and symptoms of the disease 

 Laxity or lethargy among daily wage workers 

 Incomprehension about the seriousness of the disease 

 Poor care and support from family 

 Lack of knowledge about whom to approach 

 Poor monetary support 

Also, the significant time interval (between noticing first symptom and diagnosis of cancer) 

that increased the risk of advancing stage of disease in breast cancer was 2 months and in cervix 

cancer was 5 months. This indicated that the patients’ appraisal of symptoms was delayed and 

any time duration beyond that posed the risk of advancement in their stage of disease   

The commonest reasons behind healthcare delay were  

 Missed Opportunity to diagnose 

 Misinterpretation and inappropriate treatment by HCP 

 Delayed handling of diagnostic reports 

 Poor communication between patient and provider 

The barriers for cancer screening and early diagnosis reported in our study were  

 Lack of knowledge or awareness about the disease  

 Incomprehension of people regarding the clinical picture of cancer (both breast and 

cervix) 

 Misconceptions, fear and social stigma regarding regular check-ups and screening, 

especially in rural areas. 

 Inadequate number of cancer screening camps and manpower in screening camps 

 Inadequate knowledge among people regarding which healthcare provider to 

approach.  
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The facilitators that would enhance the existing system of approach and early diagnosis of 

cancer cases concluded from our study were –    

 Promoting self-examination through female health workers for breast cancer, 

 Opportunistic screening at health facilities, 

 More screening camps in the workplace and periodically conducted by 

management. 

 Patient-friendly gender-sensitive screening,  

 Enhanced role of women support groups where they can openly discuss such 

sensitive issues 

Overall, the factors and reasons behind the delay in diagnosis were inadequate knowledge 

about the disease and lack of self-care and family support. The need to strengthen primary 

health care sector in cancer detection and treatment is being a key finding of the study. 

Recommendations  

The following suggestions by patients and stakeholders (healthcare) are being presented as key 

recommendations –  

 The importance of regular screening for breast and cervix cancer and its impact on 

early detection can be educated through promotional videos where two comparing 

corresponding scenarios of women undergoing early and late detection of cancer and 

their experience and journey through the process of treatment and post-treatment 

quality of life. 

 Awareness regarding the importance of screening in the early detection of breast and 

cervix cancer can be promoted among college-going under graduation students. This 

is because the mothers of these young adult population will be in the potential age 

group at risk of getting breast/cervix cancer and thus the targeted age group for health 

promotion. They can be educated on the need to undergo screening and can be 

encouraged to take their mothers for screening tests.  

 State-wide screening camps can be conducted all through the year for both breast and 

cervix in every part of the state, instead of just one month a year (example – October 

for Breast cancer awareness). All through the year, the promotion of cancer screening 

will ensure no woman in targeted age group is left out or left unscreened and this will 

also relieve the time constraint for working women.   



9 | P a g e  
 

 Exclusive centre for cancer screening can be established inside the premises of all 

tertiary care hospitals in order to identify potential cancer suspects and ensure 

immediate follow-up on diagnosis and treatment care. 

 Exclusive female healthcare personnel (eg. Healthcare nurses) can be appointed at 

screening camps to sensitise people on the importance of screening and early 

detection and coordinate potential suspect cases for regular follow-up to nearest 

referral centres by tracking using their contact details.  

 Adequate training for general practitioners and nurses at primary referrals on cancer 

screening and early clinical presentation of breast and cervix cancer can be given to 

avoid any misdiagnosis and ensure early detection. 

 Active engagement of VHNs to facilitate in raising awareness, identifying suspects 

and promoting effective referrals during door-to-door visits. 

 Grass root collaboration with Community-based NGOs to educate and motivate 

general people on the importance of breast self-examination and cancer screening 

(specific to breast and cervix) and regular surveillance on whether women above 30 

years of age had undergone screening tests. 

 Effective promotion of HPV vaccines, their purpose and impact on cervix cancer 

prevention and their availability in which healthcare centers can be done, especially in 

higher secondary schools. 

 

6) Study Background 

6.1.  Global Cancer situation 

According to the estimates from World Health Organisation (WHO), cancer was the second 

leading cause of death worldwide and the overall burden has been increasing rapidly in past 

decades, especially in developing countries. The estimate of the global burden of cancer-based 

on GLOBOCAN 2020 showed approximately 19 million new cases and 10 million deaths were 

due to cancer. For both sexes combined, one-half of all cases and 58.3% of cancer deaths were 

estimated to occur in Asia in 2020 followed by Europe accounting for 22.8% of global burden 

and 19.6% of deaths due to cancer.  

Among the top 10 cancers, female breast cancer was the most commonly diagnosed cancer 

(11.7% of total cases), closely followed by lung (11.4%), colorectal (10.0%), prostate (7.3%), 

and stomach (5.6%) cancers.  Lung cancer was the leading cause of cancer death (18.0% of the 
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total cancer deaths), followed by colorectal (9.4%), liver (8.3%), stomach (7.7%), and female 

breast (6.9%) cancers. The most commonly diagnosed cancer in women was dominated by 2 

cancer sites: breast cancer (159 countries) and cervical cancer (23 of 26 remaining countries). 

The mortality profile in women was more heterogeneous, with breast and cervical cancer as 

the leading causes of cancer death in 110 and 36 countries, respectively, followed by lung 

cancer in 25 countries (1).  

6.2. Common cancers among women in India 

Globally, India ranked third in reporting cases of cancer, with approximately 1 million cases 

and half a million deaths every year. Of overall cancer cases, 70% of patients were women and 

the most common forms found in India were Breast, Cervical and Oral cancer (2). 

Epidemiological studies showed that 70 - 90% of all cancers were environmental and lifestyle-

related factors were the most important causative factor behind them, which was preventable 

(3).  

Among common cancers affecting women, Cancer of the breast and cervix were the most 

common. The highest burden of breast cancer was observed in metropolitan cities than rural 

and suburban areas. Over the past few years, there had been a steady increase in the trend of 

incidence of breast cancer, whereas cervix cancer was on the decline (4). This decline was 

attributed to be either due to improvement in general lifestyle among women or a 

miscalculation 

6.2.1.  Breast Cancer 

Breast cancer was emerging as the leading cancer which affected more than 1 lakh women in 

India in a year. One in 28 women were likely to develop breast cancer in their lifetime and this 

was higher in urban (1 in 22) than in rural (1 in 60) (5). It was also more common in the younger 

age group where almost 50% of all cases were in the age group of 25-50 and more than 70% 

of the cases presented in the advanced stage had poor survival and high mortality. 

A large number of factors were identified as risk factors for the disease like late age at first 

pregnancy (greater than 30 years), single child, a high-fat diet, and late age at menopause were 

some of them. Physical activity was found to be protective against breast cancer. Dramatic 

changes towards affluent life style and sociocultural environments had reduced physical 

activities to a minimum and increased the consumption of diets rich in fat. High-fat diets during 

the pubertal age and obesity in the post-menopausal age were risk factors for breast cancer (3).  
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6.2.2.  Cervix Cancer 

The second most common type of cancer in India affecting women was known to be caused by 

the growth of abnormal cells in the cervix which was the lower part of the uterus that opens 

into the vagina. In many cases, a complete cure is possible, but this possibility was reported to 

be present only if the disease was diagnosed at an early stage. The main symptom was any 

form of abnormal vaginal bleeding such as bleeding after sex, after menopause, or after the 

menstrual cycle is over. Pain in the lower abdomen and pain during sex were other common 

symptoms. Diagnosis was done by taking a Pap smear which was a small sample of cells from 

the cervix to see if there are any abnormal cell growths. A tissue biopsy was also usually done. 

Depending on the results, other tests were known to be advised to reach a firm diagnosis (2).  

There was a marked difference in the distribution of cancer sites across different regions of the 

world. In contrast to developed countries, cervix cancer was a public health problem in 

developing countries like India, so much so, that the country alone accounted for one-quarter 

of the worldwide burden of cervix cancers. It was one of the leading causes of cancer mortality, 

which accounted for 17% of all cancer deaths among women aged between 30 and 69 years. It 

was estimated that cervix cancer contributed to approximately 6 – 29% of all cancers among 

women and approximately 1 in 53 Indian women suffered from cervix cancer during their 

lifetime while it was 1 in 100 women in more developed regions of the world (6). 

However, there has been reported a decline in trend of incidence of cervix cancer cases in India 

which may be attributed to be due to improvement in living standards of women in the country 

or may be an underestimate due to underdiagnoses, especially in rural areas (4). 

In developed countries, cervix and breast cancer incidence and mortality had decreased by 

more than half over the past 30 years after the introduction of formalized screening programs. 

However, in India, the average percentage of women undergoing cancer screening was still 

less than 10%. This indicated the reason behind the increasing incidence of cancer in the 

country in past decades and the need for an increase in awareness about the disease and its 

screening procedures among women. 

6.3.  Cancer prevalence in Tamil Nadu 

The projected annual incidence of all cancer cases in the state was 78,641 (2020) of which 56% 

are females and the cumulative risk of getting cancer of any site in their lifetime was 1 in 11 in 

females (7).  
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Figure 1: Age-Specific Incidence Rates (All sites of Cancer - 2016) (8) 

 

Breast cancer was the leading site of cancer among women accounting for 26.3% of cases 

followed by cervix cancer accounting for 20.6% of cases. The overall incidence rate of 

occurrence of cancer in the state was 84.2 per 100,000 population which was higher among 

women (93.9) than men and it was also reported to be higher in urban areas than in rural and 

suburban centers (9). The average percentage of women who had undergone breast or cervical 

cancer screening was less than 10% in both urban and rural indicating the need to improve 

awareness about the disease and the need for screening among women (10).  

6.4.  Factors associated with common cancers among women 

Numerous factors were known to be associated with common cancers among women, 

especially breast and cervix and it was essential to understand the risk factors for prevention. 

The commonest risk factor was higher age above 50 years followed by tobacco or alcohol 

consumption. Family history of cancer was a known risk factor for inducing genetic mutations 

and obese women or women with poor physical activity were at higher risk (11). Having the 

first pregnancy after age 30, not breastfeeding, and never having a full-term pregnancy were 

reported to be other risk factors for breast cancer while having given birth to 3 or more children 

or having multiple sexual partners was a high risk for cervix cancer (12).  

With numerous factors known to pose the risk of developing breast or cervix cancer, they were 

often overlooked or ignored which resulted in diseases that were often diagnosed during late 

stages of illness among patients. This was attributed to be due to various reasons and this study 

thus aimed to explore the commonest factors behind this delay in diagnosis among women with 

breast and cervix cancers in the state. 
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7) Rationale 

In India, Gynaecological cancers, including breast cancer, accounted for over half of all cancers 

in women. Approximately 1.5 lakh women were reported to have been diagnosed with 

gynaecological cancers. Among them, nearly half of the cases were breast cancer (49.88%) 

followed by cervical cancer (29.8%) (HBCR 2021). Cancers of breast, cervix and ovary were 

recorded in higher proportion in the younger age group of 45-49 years than other 

gynaecological cancers. Especially, from the young adult age group above 25 years, Breast 

cancer was the major cancer type in all age groups (8). Women in the age group of 30 – 40 

years reported more breast cancer cases and those in the age group of 60 – 70 years reported 

more cervix cancer cases in the country. 

Concerning histopathology, epithelial tumors (infiltrating duct carcinoma – 89.7%) were the 

most common histology of breast cancer, and squamous cell carcinoma (60.1 %) was the most 

common histology of cancer of cervix. The clinical extent of disease for breast and cervix 

cancers are mostly loco regional (50 – 60%) followed by the localized site of affection only 

(30%). 

Clinical extent of disease (%) for all breast and cervix cancer (Source: HBCR 2021) (8) 
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This indicates that more cases were identified and reported in their second and third stages of 

illness (loco regional), especially after nodal involvement. The stage of diagnosis of cancer is 

highly relevant to establish the prognosis of the treatment and quality of life of patients affected. 

Various studies have reported that the later stage of diagnosis compromises the treatment 

prognosis and survival rates of patients as the survival rate was found to reduce with increasing 

stage of disease diagnosis. Also, involvement of either node/site had poorer survival rates than 

those with no involvement. The survival rate of cancer patients was also found to have 

correlations with their socio-demographic characteristics namely age, educational qualification 

and place of residence.  

The survival rates of patients with breast cancer in stages I, II, III, and IV were 83.5%, 80.6%, 

66%, and 37.1% respectively. Whereas the survival rate of patients with cervix cancer 

diagnosed in stages I, II-III and IV were 92%, 58%, and 18% respectively. This shows that in 

both cases, cancer-affected women when diagnosed with localized or distant metastasis 

uncompromisingly lose 20 – 50% of chances of survival in comparison to those diagnosed in 

the earlier stage of disease (13) (14). Also, the 5-year survival rate of breast cancer patients 

was 76.0% for those aged below 50 years, 74.4% for literates or people with higher educational 

background, 73.3% for non-urban residents, and 72.5% for those with squamous cell carcinoma 

histology.  

The diagnostic delay is being reported to be due to various reasons and factors involving both 

the patient and healthcare sector. Reporting at later stages of disease had thus contributed to 

increased mortality rate (both breast and cervix) in the country and this delay has also been 

established to compromise the treatment prognosis, survival rates, and quality of life of 

patients. The delay might be due to various reasons namely presentation delay - recognition of 

symptoms to first provider consultation or treatment delay - first provider consultation to 

initiation of treatment. 

Mean duration and factors associated with delay in diagnosis 

A mixed-method study North-East India by Kumar et al. 2019 estimated the overall delay in 

diagnosis and treatment in breast cancer and the associated factors, and the median duration of 

delay was 203 days. The delay was categorized into presentation delay and treatment delay, 

where the average duration of presentation delay was 35 days while that of treatment delay was 

130 days (15). This was similar to a multinational analysis conducted among 6588 breast cancer 

patients from 12 countries by Jassem et al. 2014 which showed the average time duration of 
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delay due to system-related delay (treatment) was higher than that due to patient factors 

(presentation). The average duration of patient-related delay was 4.7 weeks while that of 

system-related delay was 11.1 weeks. The overall time delay (of both) was 14.4 weeks (16). 

Commonest reasons for the delay 

The reasons for delay from patients’ and providers’ perspectives were explored in various 

studies along with the pathway of care which showed various similar reasons. The commonest 

reasons observed from the mixed-method study by Kumar et al. 2019, for the presentation 

delay were misconception about the disease, perceived stigma, fear and denial of cancer, 

attribution of symptoms to trivial conditions, higher education, family responsibilities, and 

embarrassment of breast examination by a male doctor. Treatment delay was due to initial visit 

to, misclassification of disease severity, dissatisfaction with care at public facilities, poor 

accessibility and affordability, fear of treatment and its side effects (15).  

In addition to these, there were few other reasons for behavioral delay identified in a 

retrospective cohort study conducted by Heath et al. 2019 among breast cancer affected 

women above 40 years of age at the time of diagnosis to assess for factors contributing to the 

total delay in care, and specifically the behavioral delay-interval portion of that delay. They 

were health system utilization factors contributing to the behavioral delay, including 

dependents/pressing matters, employment responsibilities, transportation costs and difficulty, 

fear of being judged by healthcare workers, and fear of not being able to afford treatment (19). 

Various qualitative studies conducted over the years to explore the factors and reasons behind 

the delay in diagnosis revealed certain other patient and healthcare system-related issues.  

An exploratory qualitative study conducted by Benemariya et al. 2018 among women with 

cervical cancer to explore the perceived factors contributing to their delayed consultation 

showed lack of knowledge, cultural practices, age-related factors, fear of people knowing, and 

socioeconomic factors to be the commonest. This was similar to another qualitative study 

conducted by Tesfaw et al. 2020 among breast cancer affected women in North west Ethiopia, 

which showed a lack of knowledge and awareness about breast cancer, cultural and religious 

beliefs, economic hardships, lack of health care and transportation access, fear of surgical 

procedures and lack of trusts on medical care to be the major reasons for late presentation (21). 
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Barriers and facilitators for early diagnosis 

The barriers affecting a women’s decision-making process in cancer detection, presentation, 

and treatment collected from various studies revealed certain factors like lack of health literacy, 

low accessibility of the program (in respect to cost and distance), and disrespectful treatment 

by healthcare workers (25). 

The views of cervical cancer patients on their symptom appraisal and interpretations, and their 

help-seeking including lay consultations when explored in various studies like the one 

conducted by Mwaka et al. 2015, showed that patients often misattributed their gynecological 

symptoms, and experienced long appraisal and help-seeking intervals. Prompt help-seeking 

was frequently triggered by perceived life-threatening symptoms such as heavy vaginal 

bleeding or lower abdominal pain; symptom burden sufficient to interfere with patients' work 

routines; and persistence of symptoms despite home-based treatments (29). 

Deficits in cervix and breast self-awareness and knowledge of cancer symptoms delayed 

women's interpretation of bodily changes as being abnormal. All women were found to have 

first noticed breast lumps or gynecological symptoms, however, many did not perceive it as 

abnormal until additional symptoms were present. Good attitude towards health, attribution of 

symptoms to aging, and past benign breast or cervix disease were found to result in women 

being complacent about bodily changes. Disclosure to family members served as a trigger to 

seek healthcare. Also, the initial type of primary level care services women accessed was 

influenced by perceptions of care each service provided, finances, structural factors, and 

personal safety related to the physical location of services (18). 

This study was thus undertaken to assess and explore the factors and reasons behind the delay 

in diagnosis of cancer of the breast and cervix among women. The study also explored the 

barriers to the delay and reach of cancer screening among the target population, that is, women 

in the reproductive age group of 18 – 49 years. This would help us to understand the beliefs, 

attitudes, and health-seeking behavior of women and develop public health policies and 

strategies that would ensure nation-wide reach of cancer screening programs and early 

detection of cancers affecting women, as it is of paramount importance to ensure reduction in 

mortality rates and increased quality of life.  
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8) Objectives 

General 

To explore the factors for the delay in diagnosis among women with breast and cervix 

cancers. 

Specific 

 To understand the beliefs, attitudes, and health-seeking behavior of cancer-

affected women and their families. 

 To identify the barriers of delay resulting in the late diagnosis. 

 To understand the facilitators for the early diagnosis.  

 To assess the reach of cancer screening among target population: women of 

reproductive age group 18-49 years. 

 To address the family and social support for the women afflicted with Breast 

Cancer and Cancer Cervix. 

9) Methodology 

9.1.  Research design 

Sequential Explanatory study design has been employed where the quantitative component 

(Descriptive study including breast and cervix cancer patients) was explored first followed by 

the qualitative component (Grounded Theory Approach). 

9.2. Study sites 

1) Government Royapettah Hospital, Chennai. 

2) Kilpauk Medical College, Chennai. 

3) Cancer Institute (WIA), Adyar, Chennai. 

4) Institute of Obstetrics and Gynaecology, Chennai. 

5) Rajiv Gandhi Government General Hospital, Chennai 

9.3. Study sample, participant recruitment and consent procedures 

Breast and Cervix cancer patients of all stages attending Oncology OPD and non-cancer 

patients attending Obstetrics and Gynaecology OPD for other ailments. 

The participants were recruited to various groups based on the recruitment (group) criteria 

and informed consent obtained before the commencement of the study. 
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9.4. Study period 

8 months (October 2021 – May 2022) 

9.5. Sampling Method 

A Maximum variation sampling method was used where both breast and cervix cancer affected 

patients (all stages), non-cancer participants and various stakeholders including NCD 

Programme officers, Oncologists, Staff nurses and Patient Counsellor were interviewed. 

9.6.  Sample Size 

13 Focus group discussions (FGD) were conducted where each group constituted 8 participants 

in the following pattern –  

FGD group 1: Stage I Breast cancer affected patients (2 groups) 

FGD group 2: Stage II – III Breast cancer affected patients (2 groups) 

FGD group 3: Stage IV Breast cancer affected patients (2 groups) 

FGD group 4: Stage I Cervix cancer affected patients (2 groups) 

FGD group 5: Stage II – III Cervix cancer affected patients (2 groups) 

FGD group 6: Stage IV Cervix cancer affected patients (1 group) 

FGD group 7: Non-cancer participants (2 groups) 

A total of 89 cancer – affected patients and 16 non – cancer participants participated in FGD 

which was followed by In-depth interviews (IDI), where 2 participants from each group were 

selected and interviewed. Interviews and discussions were conducted till the maximum 

saturation point of information were achieved. 

Regarding non-cancer participants, 100 patients who attended Gynaecology OPD for other 

non-cancerous ailments during our study period were included for the quantitative descriptive 

study and among them, 16 participated in the FGD and IDI.  

9.7.  Operational Definition 

Breast Cancer patients – Patients who were tested and diagnosed with Breast cancer attending 

Oncology OPD in our respective study settings were enrolled for the study. Their stages were 

registered by the OPD as per the TNM staging: Stage 0 to 4 as per AJCC, 2018 guidelines. 
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Cervix Cancer patients – Patients who were tested and diagnosed with Cervix cancer 

attending Oncology OPD in our respective study settings were enrolled for the study. Their 

stages were registered by the OPD as per the FIGO staging: Stage 1 to 4 (2009 guidelines) as 

adapted in the MoHFW guidelines. 

Non-cancer participants – Patients who attended Gynaecology OPD for various 

gynaecological non-cancerous complaints were enrolled for the study 

Patient delay – Failure to report to doctor/ physician beyond three months after noticing 

symptoms in breast/cervix (Bleicher, 2018) 

Health provider/ sector delay – Failure to suspect/ initiate the relevant diagnostic test by 

healthcare personnel, despite strong possibility of malignancy & in situations where patients 

visit multiple physicians or seek alternative therapy before presenting to a cancer hospital 

(Mutebi et al. 2020) 

Stakeholders included 

 Family members of patients included for the study – 6  

 Healthcare – District NCD Programme officers, Medical and Surgical Oncologists, 

Radiologist, Pathologist, O & G physician, PHC Medical Officers, Staff nurses, ANM 

& NCD nurses and Patient Counsellors – 12  

9.8. Instrument 

9.8.1. Quantitative – Descriptive study, where a Questionnaire validated by expert was 

used which contained 7 parts –  

 Demographics 

 History 

 Knowledge, Attitude and Practice (KAP) about Health/ Health Seeking Behaviour 

 Access to Health Care Facility 

 Knowledge about Cancer 

 Knowledge about Cancer Screening 

 KAP about Breast & Cervix cancer screening 

The questionnaire was applied to both patients and non-cancer participants and was collected 

before they were enrolled for Qualitative interviews. 
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9.8.2.  Qualitative – Three different structured interview guides were used for patients, non-

cancer participants and stakeholders respectively. The interview guide used for patients and 

non-cancer participants while conducting the Focus Group Discussions (FGD) & In-Depth 

Interviews addressed the following –  

 Awareness and experience about cancer 

 Awareness about cancer screening 

 Symptom presentation and time duration between diagnosis and treatment 

 Family and social support 

 Healthcare sector response and patients’ experience 

 Financial and employers’ support 

 Improvement in cancer care 

The structured interview guide used for stakeholders included –  

 Patient’s awareness about cancer and its screening 

 Lacunae in the existing healthcare system and manpower availability 

 Barriers and facilitators for women to access healthcare facility 

 Family and social support for patients 

 Existing referral system 

 Provider role and experiences providing cancer care 

 Ways to improve screening and peoples’ mobility to screening. 

9.9.  Data Collection 

I. Quantitative method 

Structured interview proforma (common for both cancer and non-cancer participants) included 

seven sections of questions addressing the demographic information of patients, their health-

seeking behavior, and their journey to diagnosis and treatment for cancer. The data on socio-

demographic information, clinical details, medical history, family history, menstrual history, 

sexual history, habits, and disease-related characteristics were collected from patients and cross 

verified with their case sheets. Information regarding their general health-seeking behavior was 

obtained using a structured questionnaire which included questions addressing their general 

importance to health, the health care provider they usually visit, their access to the healthcare 

facility, and information on master health check-ups.  
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Information on delay in diagnosis was obtained by enquiring them about their date of 

recognition of symptoms, date and place of health care provider visited, date and place of 

diagnostic procedures undergone, date of definitive diagnosis and treatment. As much as 

possible, the date of diagnosis and initiation of treatment were extracted and cross verified with 

their patient clinical records. All breast and cervix cancer patients who came to the Oncology 

OPD during the study period were recruited consecutively and interviewed by the Project 

Officer. 

Sources of data were structured interview proforma, patient case sheets and patient’s previous 

clinical records. 

Non-cancer participants were also interviewed using the same standardized questionnaire to 

assess their medical history, family history, and general health-seeking behavior. Questions 

regarding cancer awareness and screening procedures were also put forth to understand their 

beliefs, attitude and practices concerning cancer screening and prevention.  

II. Qualitative method 

The reasons for the delay in health care seeking were explored through focus group discussions 

(FGDs) and in-depth interviews (IDIs) with both breast and cervix cancer patients. After 

consent, participants are recruited for FGD. A total of 13 FGDs and 26 IDIs were conducted. 

The final sample size was decided based on the saturation of information. The interviews were 

conducted in the local language (Tamil) or English which both interviewer and participant were 

familiar with. 

Health Care Providers (HCP) including the Medical Oncologists (n=2), Surgical Oncologist 

(n=1), Radiologist (n=1), Pathologist (n=1), O & G Physician (n=1), PHC Medical Officer 

(n=1), Staff nurse (n=1), ANM nurse (n=1), NCD nurse (n=1), and Patient counsellor (n=1) at 

the study sites were interviewed.  

A total of 10 healthcare providers with different backgrounds were interviewed at various 

levels of healthcare such as tertiary healthcare setting (urban hospital, n=8) and PHC (rural 

area, n=1) and the patient counselor was interviewed in the hospital (urban area). In addition, 

two head of department oncologists were interviewed in the study setting. The health facilities 

were chosen conveniently within the same district. 
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The Project Officer (PO), who is a female public health qualified doctor trained in qualitative 

research methods, conducted the FGDs and IDIs after obtaining the patients’ consent to 

participate in the study. The PO was accompanied by the data analyst and the help staff. The 

patient interviews were conducted in a separate room adjacent to the OPD to ensure patient 

privacy and confidentiality. Interviews with HCPs were done at their respective health 

facility. The participants were informed about the purpose of the study before the interview. 

Only the participant and the interviewer (PO) along with a note taker (data analyst) were 

present during the interview. A validated structured interview guide with broad open-ended 

questions was used to conduct the interview. Interview was recorded both manually and 

through an audio recording device (after consent). After the interview was over, the summary 

of the interviews was read back to the participants to ensure participant validation. The data 

collection was supervised by Principal Investigator (PI). 

9.9.1.   FGD Method –  

Patients and non-cancer participants were grouped according to our recruitment criteria (stage-

wise) for each respectively. After collecting the relevant socio-demographic details of all 

patients in the group, the PO initiated and moderated the discussion. Each group were asked 

about their awareness about the disease, their opinions about cancer screening, diagnosis, and 

cancer care. The active participants were identified and requested to reserve their thoughts and 

were later taken up for IDI. All the responses were recorded for transcription and further 

analysis. Diagnosis and the relevant data were cross verified with the patients’ medical records. 

9.9.2.  IDI method –  

One to one personal, in-depth interview was conducted by the PO in the presence of a note-

taker, for about 45-60 minutes in a closed consultation room. Two participants from each focus 

group were selected and interviewed separately. The responses were recorded (after consent) 

as a sequence of events to form a cohesive story. Cancer-affected patients were probed to open 

up about their experience with a cancer diagnosis and treatment care and the information 

received was reviewed at the different stages from the starting point to understand the 

perception, health-seeking behavior, awareness, conflicts, and challenges. Non-cancer 

participants were probed to open up about their knowledge, and awareness about cancer, 

screening procedures, their fears or hindrances to get screened for cancer if any and the 

information received was also reviewed at different stages of the interview. 
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Besides, patients’ responses, their health records were reviewed and cross-verified for the 

analysis. All the responses were compiled and coded appropriately to themes to form a cohesive 

theory. 

9.10.  Coding, Analysis and Interpretation 

9.10.1. Quantitative analysis –  

Quantitative data were double entered and validated using EpiData version 3.1 and analyzed 

using SPSS analysis (IBM SPSS Statistics 17). 

Socio-demographic, health-seeking behavior, knowledge and awareness about cancer and 

patients’ clinical presentation were summarized using average mean, median and cross-

tabulation. Time duration of delays was summarized using the mean (average) number of days 

and factors and reasons behind delay were summarised using percentage. The association 

between delay (more than 3 months following symptom recognition) and socio-demographic 

and clinical factors were assessed using logistic binomial regression. A 3-month cut-off was 

used to define delay because there is convincing evidence in the literature indicating that 

women with delays longer than 3 months have shorter survival compared to women who started 

treatment within the first 3 months of symptom discovery (30). The measure of association has 

been presented using adjusted Odd’s Ratio (aORs) with a 95% confidence interval (CI).  

9.10.2. Qualitative analysis –  

Following each interview, transcripts were prepared by the PO and analyst as soon as the 

interviews were over based on the audio recordings/notes in English language. Manual 

descriptive content analysis was used to analyze the transcripts (Creswell and Plano Clark, 

2007; Kvale, 2007). The transcripts were read and re-read several times by two investigators 

(JJ and JS) which was supervised by the Principal Investigator and relevant codes were 

identified which related to the global theme of ‘barriers to late presentation’. Similar codes 

were combined to generate themes using standard procedures and in consensus (Saldana, 

2010). Various models were also considered and compared to their factors and reasons behind 

the delay. Any difference between the two was resolved by discussion or by a third investigator 

(MR), whenever required (Creswell and Plano Clark, 2007). The findings have been reported 

by adhering to the ‘Consolidated Criteria for Reporting Qualitative Research’ (COREQ) 

guidelines (Tong, Sainsbury, and Craig, 2007). Overall analysis was critically reviewed by 
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qualitative research experts and their suggestions were incorporated. The themes were then 

correlated based on the social constructivist paradigm to form a cohesive grounded theory. 

Relevant findings from both quantitative and qualitative parts of analysis were then 

triangulated to ensure theoretical and methodological reflection of information and double 

validation.  

9.11.  Ethics Approval 

Ethics approval was obtained from the Institutional Ethics Committee of Host Institution – The 

Tamil Nadu Dr MGR Medical University and other study sites – Kilpauk Medical College and 

Cancer Institute (WIA) where the study was conducted. Written informed consent was obtained 

from the participants before the commencement of the study. 

10) Study findings 

One hundred and ten (110) cancer patients and One hundred and five (105) non-cancer 

participants were approached, of which, 89 patients and 100 non-cancer participants gave 

consent and participated in the study.  

Socio-demographic and Behavioural Characteristics of participants 

The study included patients (n=89) with breast and cervix cancer where more patients with 

breast cancer were in the age group of 41 – 50 years and mean age (SD) was 49.8 (± 9.8) and 

more patients with cervix cancer were in the age group of 51 – 60 with a mean age (SD) of 54 

(±8.26). The patients overall ranged between 28 to 72 years in both sites. The non-cancer 

participants (n=100) were mostly in the age group of 41 – 50 years and their mean age (SD) 

was 43 (± 7.16). 

The mean age (SD) of patients when they were diagnosed with cancer was 49 years (± 9.98) 

among breast cancer patients and 54 years (± 8.26) among cervix cancer patients.  

Table 10.1 Socio – demographic Information of Participants 

Socio-demographic variables Cancer Patients (n=89) Non – Cancer 

participants (n=100) 

(%) 
Breast cancer patients 

(n=48) (%) 

Cervix cancer 

patients (n=41) (%) 

Age (In years) 21 – 30 1 - 3 

31 – 40 7 3 39 

41 – 50 17 (35%) 11 44 (44%) 

51 – 60 15 16 (39%) 12 

61 – 70 8 10 2 

>70 - 1 - 
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Residing 

Location 

Chennai and its 

suburban 

17 18 (44%) 65 (65%) 

Northern TN* 21 (44%) 15 29 

Central TN# 5 4 - 

Southern TN$ 3 2 4 

Outside TN 

(Andhra Pradesh 

& Puducherry) 

 

2 2 2 

Place of 

residence 

Rural 24 (50%) 23 (56%) 35 

Urban 

 
24 18 65 (65%) 

Literacy (Self) Uneducated 12 19 (46%) 30 (30%) 

Primary school 8 4 14 

Middle school 15 (31%) 14 16 

High school 7 2 22 

Higher Secondary/ 

Intermediate/ 

Diploma 

3 2 11 

Graduate 3 - 6 

Profession & 

Honours 

 

- - 1 

Occupation 

(Self) 

Homemakers 28 (58%) 18 50 (50%) 

Daily wage 

workers 

20 23 (56%) 44 

Clerks - - 3 

Professionals - - 3 

 

Occupation 

(Spouse) 

Unemployed 13 12 37 

Daily wage 

workers 
28 (58%) 29 (71%) 57 (57%) 

Clerks 5 - 4 

Technicians and 

associated 

professionals 

1 - 2 

Legislators, Senior 

Officials and 

Managers 

 

1 - - 

Average monthly 

income (Family) 

Nil 13 5 30 

< 5,000 23 (48%) 23 (56%) 36 (36%) 

5,000 – 10,000 10 10 24 

10,001 – 15,000 1 3 2 

>15,001 

 

1 - 8 

Marital status Unmarried 2 - 1 

Married 38 (79%) 31 (76%) 84 (84%) 

Deserted 6 9 11 

Separated 

 

2 1 4 

Consanguinity Yes 11 23 (56%) 34 

No 37 (77%) 18 64 (64%) 

 

Number of 

children 

Nil 4 - 10 

1 9 5 8 

2 19 (40%) 13 51 (51%) 
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3 – 5 15 22 (54%) 31 

>5 1 1 - 

 

Average breast 

feeding duration 

(in months) 

< 12 11 7 37 (37%) 

12 – 18 25 (52%) 25 (61%) 23 

>18 12 7 26 

 

Underlying 

medical 

conditions 

Nil 34 (71%) 23 (56%) 65 (65%) 

Diabetes Mellitus 6 12 19 

Hypertension 4 3 8 

Other ailments 4 3 8 

 

Family history of 

cancer 

Yes 13 3 10 

No 35 (73%) 38 (93% 90 (90%) 

 

Use of 

contraceptive 

pills/ barrier 

Yes 8 2 4 

No 40 (83%) 39 (95%) 96 (96%) 

Age of Menarche 10 – 12 11 6 21 

13 – 16 35 (73%) 32 (78%) 79 (79%) 

>17 2 3 - 

 

Age at first 

coitus 

 

≤ 18 19 27 (66%) 42 

19 – 35 29 (60%) 14 58 (58%) 

Age of 

Menopause 

 

Not yet 48 (100%) 6 78 (78%) 

≤ 40 - 6 4 

41 – 50 - 23 (56%) 16 

>50 - 4 2 

*Northern Tamil Nadu (TN) - Chengalpattu, Cuddalore, Thiruvarur, Kanchipuram, Kallakurichi, Thirupattur, 

Tiruvannamalai, Tiruvallur, Dharmapuri, Kalpakkam, Salem, Vellore, Krishnagiri, Neyveli, Villupuram 

#Central Tamil Nadu (TN) - Nagapattinam, Kumbakonam, Mayiladuthurai, Pudukkottai, Tiruchirappalli, 

Dindugal. 

$Southern Tamil Nadu (TN) - Karaikudi, Sivagangai, Theni, Ramanadhapuram, Tirunelveli, Madurai. 

Patients (both breast and cervix cancer) were mostly residing in and around Chennai and the 

Northern part of Tamil Nadu and when considering rural and urban backdrop, most cervix 

cancer patients (56%) were from rural parts of the state. Regarding educational qualifications, 

most patients were either uneducated or attended till middle school, while most non-cancer 

participants were educated till high school and graduation. The occupation status of patients 

and their spouses when analyzed, showed that most patients were either homemakers (52%) or 

daily wage workers (48%) and their spousal occupation was also daily wage labourers. Their 

monthly income was mostly below Rs. 5,000 or between Rs. 5,000 to 10,000/-.  

The stage of diagnosis of patients when cross-tabulated with their educational qualification, 

most patients who were diagnosed in stage IV of cancer, were found to be either uneducated 

or attended primary school. Also, those who were daily wage workers (both breast and cervix 
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cancers) were more commonly diagnosed in their stage IV of the disease. The occupation of 

the spouse of patients was also cross-tabulated with the stage of diagnosis of patients as they 

were the ones (in majority of cases) to accompany the patient to hospital visits. Husbands who 

were mostly daily wage workers were identified as the potential factor for the delay as more 

patients with husband as daily wage workers were diagnosed at their stage IV of illness and the 

duration of delay also showed 4 to 9 months, on average.   

Their age of menarche on average showed both patients and non-cancer participants attained 

menarche between 13 to 16 years of age (77%) and very few had attained after 17 years of age. 

Concerning their marital status, most patients (77%) and non-cancer participants (84%) were 

married and with regard to consanguinity, cervix cancer patients (56%) had more 

consanguineous marriage than breast cancer and non-cancer participants. Also, the average 

number of children bore by 54% of cervix cancer patients was 3 – 5, while breast cancer and 

non-cancer participants had 2 or less than 2 children. No cervix cancer affected women were 

childless, while 4 women affected with breast cancer were childless.  

The average breastfeeding duration of participants, when assessed revealed that 56% of patients 

had given breastfeeding for 12 to 18 months for all their children and most non-cancer 

participants had given for less than 12 months of breastfeeding. The breastfeeding practice of 

patients with breast cancer when assessed showed that those who had 2 children or less (54%) 

had fed for an average duration of 15 to 18 months and those who had more than 3 children 

had fed for an average duration of 12 to 16 months. 

The use of contraceptive barriers when assessed showed that most patients had no habit of 

contraceptive usage, be it pill or barrier and those who had used (9%) were higher among breast 

cancer affected women. 

With regard to their medical history, 65% of both patients and non-cancer participants had no 

history of any underlying medical illness, and those who had, showed Diabetes mellitus and 

Hypertension to be the commonest comorbidity among 25 (out of 32) cancer patients and 27 

(out of 35) non-cancer participants. Their family history of cancer was also enquired, which 

showed that 82% of patients and 90% of non-cancer participants had no known family history 

of cancer. Of those who had a known family history of cancer, 62% still had a delay in diagnosis 

of their illness and they (patient) were found to be the factor behind the delay. When enquired 

regarding smoking and alcohol consumptions habits, very negligible to nil participants (both 
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patients and non-cancer participants) had the habit of smoking tobacco (including smokeless 

tobacco) or alcohol or have been exposed to passive smoking. 

Access to Healthcare and Health seeking behavior of participants 

The access to health care and health-seeking behavior of patients and non-cancer participants 

were assessed based on the presence of government hospital or PHC near their residence, the 

distance of the health care facility from their household, transport facility, their attitude 

towards maintaining their health general importance), health care facility and provider they 

approach during health emergencies. 95% of patients and non-cancer participants had a 

government hospital or PHC near their residence within 3kms distance. Transport facility to 

reach the healthcare facility was also feasible and accessible for all participants.  

Table 10.2: Healthcare Access and Health Seeking Behaviour of participants 

Health Seeking Behaviour Cancer Patients (n=89) Non – Cancer 

participants (n=100) 

(%) Breast cancer patients 

(n=48) (%) 

Cervix cancer patients 

(n=41) (%) 

Government 

Hospital/ PHC 

near residence 

Yes 45 (93%) 39 (95%) 94 (94%) 

No 3 2 6 

Distance to 

health care 

facility (in km) 

≤ 3 26 (54%) 25 (61%) 71 (71%) 

4 – 8  14 13 18 

9 – 28  5 

 

3 10 

Transport 

facility 

Adequate 43 (90%) 40 (98%) 94 (94%) 

Inadequate 

 

5 1 6 

Type of 

transport 

Government 16 22 (54%) 20 

Private (auto, 

minivan) 

10 15 13 

Own vehicle 22 (46%) 

 

4 67 (67%) 

General 

importance given 

to health 

Very important 12 2 24 

Fairly important 33 (69%) 35 (85%) 61 (61%) 

Not important 

 

3 4 15 

Healthcare 

facility 

approached 

Government 16 18 (44%) 53 (53%) 

Private 19 (40%) 12 32 

Self-medication  12 10 14 

Others* 1 

 

1 1 

Healthcare 

provider first 

approached 

Allopath 34 (71%) 29 (71%) 78 (78%) 

Health nurse 1 - 3 

AYUSH physician - 1 4 

Traditional healers 1 1 1 

Self-medication 12 10 14 

*- Traditional healers, private AYUSH practitioners 
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To understand the attitude of our study participants towards maintaining their health, we 

enquired them regarding the general importance they give to their health, where 76% of 

patients (breast and cervix) reported to have given fair importance to their health, which 

indicates that they would approach a health care provider after 3 days but within one week of 

their illness. Among non-cancer participants, 61% have given fair importance to their health. 

However, 7% of patients and 15% of non-cancer participants have reported that they do not 

give adequate importance to their health and usually avoid approaching any health care 

provider even after a week of their illness (any), except in case of acute emergencies. 

The health importance given by study participants when compared with their educational 

qualifications and occupation showed that 29 cancer patients (breast and cervix) who were 

uneducated had given fair importance to their health while 3 of 29 cancer patients (breast and 

cervix) who had attended till middle school reported to not have given adequate importance 

to their health. Concerning their occupation, 39 out of 51 daily wage workers (both breast and 

cervix cancer patients) had reported giving fair importance to their health, despite their 

uncompromised work life. Among non-cancer participants, 27 out of 30 uneducated 

participants reported having given fair importance to their health while among those who had 

not given adequate importance, 8 out of 15, were educated between middle school to 

graduation and honors. 

The health importance of patients was also cross-tabulated with their stage of diagnosis 

(Figure 2) and more patients (31%) who had given fair importance to their health, were 

diagnosed in their early stage of illness (Stage I) and those who had not given adequate 

importance were mostly diagnosed in their late stage of illness (Stage II, III & IV).  

Figure 2: Health importance given by patients and their stage of cancer diagnosis 
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Concerning the healthcare facility they approach, 38% of patients and 53% of non-cancer 

participants usually approach government hospitals/ PHC for their health emergencies, while 

35% of patients and 32% of non-cancer participants approach private healthcare facilities for 

their consultations. Also, their healthcare provider of choice was primarily allopath. With 

regard to self-medication, 25% of patients and 14% of non-cancer participants have the 

practice of self-medication for their ailments. 

When enquired regarding their awareness about master health check-ups and whether they 

have undergone, 7 among breast cancer patients had known about master health check-ups 

but only 3 had undergone them and among cervix cancer patients, 3 had known about master 

check-ups and only 1 among them had undergone. Among non-cancer participants, 26 had 

awareness about master health check-ups and 17 among them had undergone the check-up. 

Knowledge, Attitude and Practice regarding cancer screening 

Awareness about cancer screening and its practice was assessed among our study participants 

by enquiring them regarding their knowledge about cancer and cancer screening, the right age 

to undergo cancer screening, and whether they had undergone any screening procedures 

(before diagnosis among cancer patients). Regarding awareness about cancer and its 

screening procedures, 29% of patients (both breast and cervix) and 72% of non-cancer 

participants were aware through various media platforms and newspapers. However, among 

them, only 5 (out of 89) patients (before cancer diagnosis) and 19 (out of 100) non-cancer 

participants had undergone cancer screening procedures. When enquired about the right age 

to start/ undergo cancer screening, 47% of patients (both breast and cervix) and 44% of non-

cancer participants believed 30 – 40 years of age to be the right age to undergo cancer 
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screening for breast and cervix. However, 27% of patients and 10% of non-cancer 

participants had no idea regarding the right age for cancer screening. 

Awareness and practice of self-examination of the breast when enquired showed, only 3 

breast cancer patients and 26 non-cancer participants were aware and had a prior practice of 

breast self-examination. Regarding the screening procedures undergone, Breast Clinical 

Examination (BCE) and Pap smear were the commonest procedures underwent by both 

patients and non-cancer participants. We also enquired those who had not undergone any 

screening procedures for the reasons behind, 58 patients and 42 non-cancer participants felt it 

was not required or unnecessary to get done. This when probed during qualitative in-depth 

interviews, participants revealed –  

“I had no known discomfort or any complaints then and I did not think I should undergo 

them” – (Stage III breast cancer patient) 

“I had no idea what they were doing or going to do and I thought it was unnecessary for me 

to go and get it done” – (Stage IV Cervix cancer patient) 

“I thought if I do something, only then I may get cancer and I live a healthy life, so why go 

and get yourself checked when you know you are healthy” – (Non-cancer participant) 

We also probed those who underwent cancer screening procedures to know what motivated 

them to get screened and they revealed –  

“I heard my office colleagues discussing about how essential it is to get your breast screened 

for cancer once you reach 40 years of age and wanted to get myself checked as a precaution” 

(Stage II Breast cancer patient) 

“My son motivated me to get checked as he read about the importance of screening for 

cancer in some social media and he only took me to this PHC where they explained to me the 

procedure. Though I was really scared, they explained me everything and helped me to get 

myself checked with ease” (Non-cancer participant) 

“I saw about this on TV where a lady doctor said women who have any abnormal signs of 

bleeding or discharge post menopause should get themselves screened for cancer as 

prevention. She also explained how much screening can help early detection of cancer and 

can cure the disease. I immediately thought it was a great thing and the next day I and my 

sister got ourselves tested” (Stage I Cervix cancer patient). 
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We also enquired about the awareness of our study participants regarding the HPV vaccine 

(effective vaccine to prevent cervix cancer) and found that 83 (out of 89) cancer patients and 

99 non-cancer participants had no knowledge or awareness about the vaccine. 

Delay in Seeking Healthcare, Diagnosis, and Treatment 

Breast and cervix cancer patients were questioned regarding the signs and symptoms they 

experienced before diagnosis, where, when, and how did they get themselves diagnosed, the 

average time duration between noticing their first symptom and approaching a health care 

provider, and factors and reasons behind their delayed diagnosis. 

The first symptom noticed before the diagnosis of cancer was a lump in the breast (90%) 

followed by pain for breast cancer patients and bleeding per vaginum (61%) followed by 

lower abdominal pain and leucorrhoea for cervix cancer patients. 90% of both breast and 

cervix cancer patients had reported having approached their general physician (private) as 

their first consultant followed by tertiary care centres. The delay in diagnosis was considered 

based on the time taken between noticing their first symptom and a healthcare provider 

confirming their diagnosis and any time duration beyond 3 months was considered as delay 

(based on strong literature evidence). 

Table 10.3: Factor, Time duration and Reason for Delay in Cancer Diagnosis 

Variables for delay Breast cancer (n=48) 

(%) 

Cervix cancer (n=41) 

(%) 

Type of delay No delay (≤ 3 months) 13 17 

Patient delay 32 (67%) 22 (54%) 

Healthcare delay 3 2 

Time duration 

of delay (in 

months) 

3.1 – 6  19 (40%) 9 

6.1 – 9  7 3 

>9 9 13 (32%) 

Reasons 

behind delay 

Patient Unaware 29 (60%) 17 (41%) 

Poor family/financial 

situation 

2 - 

Used home remedies 1 - 

Took private treatment 

with a general physician 

- 4 

Advised advanced 

surgical treatment but 

did not do 

- 1 
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Healthcare 

provider 

Misdiagnosed by Private 

Allopath 

1 - 

Mistreated as Lipoma at 

GH 

1 - 

Did not deliver 

investigation reports 

(GH) 

1 - 

Biopsy results delayed – 

GH 

- 1 

Biopsy results delayed – 

Private lab 

- 1 

  

Factors for delay 

The delay was categorized as factors that caused the delay, the average time duration of 

delay, and reasons behind the delay in diagnosis, and our study reported patient to be the 

most common factor for the delay. 32 (out of 48) breast cancer patients and 22 (out of 41) 

cervix cancer patients reported themselves (patient) to be the factor behind the delay and 5 

patients (breast and cervix both included) reported healthcare to be the factor for their delay. 

However, 34% of patients reported no delay as they were diagnosed within 3 months of 

noticing their first symptom. Though both patient (presentation) and healthcare (treatment) 

delays were reported in the study, presentation delay was more predominant among all cases. 

Time duration of the delay 

Thus, the average time duration of overall delay was calculated from the time interval 

between the date of noticing their first symptom, date of approaching the first healthcare 

provider, and date when their diagnosis was confirmed. The average time duration of delay 

was categorized into three-time intervals – between 3.1 to 6 months, 6.1 to 9 months, and 

above 9 months, based on the mean duration of delay among both breast and cervix cancer 

patients which was 9 months. 40% (19) breast cancer patients had an average time delay 

between 3.1 to 6 months and their overall median (Interquartile range, IQR) duration was 180 

(68 – 263) days. Among the cervix cancer patients, 32% (13) had an average time delay of 

more than 9 months since noticing their first symptom and their median (IQR) duration of 

delay was 150 (30 – 360) days. This when cross-tabulated with their stage of diagnosis, more 

breast cancer patients who were in late stages (Stage III and IV) during diagnosis, were 
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diagnosed within 9 months of noticing their first symptom, while most cervix cancer patients 

were found to be diagnosed after 9 months of noticing their first symptom. 

However, in our study, we also attempted to find out the significant time interval that 

increase the risk of advancing the stage of disease by assessing the average duration taken by 

our patients between noticing the first symptom and diagnosis of cancer. The average time 

interval that can be considered as delay in diagnosis and increased the risk of advancing stage 

of disease showed different time duration for breast and cervix cancer. For breast cancer 

diagnosis, a time interval of more than 2 months – OR (95% CI): 5.58 (1.07 – 29.19); 

p<0.05) after noticing first symptom increased the risk of late stage of diagnosis while for 

cervix cancer diagnosis, a time interval of more than 5 months – OR (95%CI): 3.91 (1.02 – 

14.87); p<0.05) after noticing first symptom increased the risk of advancing stage of disease. 

Logistic regression was performed to ascertain the impact of various socio-demographic and 

behavioral factors of patients on the likelihood that they are the potential factors that would 

increase the risk of delaying the diagnosis of breast and cervix cancer. The patients who had 

an average time interval of more than 6 months (based on median duration) in both cases 

were only considered.  

The key factors considered for breast cancer patients were age, education, monthly income, 

marital status, their family history of cancer, average breastfeeding duration, their general 

health importance towards health, the distance of health care facility from their residence, and 

their practice of self-examination. However, the factors which showed higher significance in 

Hosmer and Lemeshow test (p=0.761) were only taken up for analysis and displayed in table 

12.4.    

Table 10.4: Potential Risk Factors for Delay in Seeking care, Diagnosis and Treatment 

among Breast Cancer patients 

Factors considered Time delay 

(>6 months) 

Adjusted OR 95% CI p value 

Age (in years) < 30 - 3.89 2.2 – 10.38 0.267 

31 – 40  2 

41 – 50  4 

51 – 60  4 

>60 6 

Literacy (Self) Uneducated 7 2.01 1.54 – 3.12 0.151 

Primary school 3 
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Middle school 3 

High school 2 

Higher secondary/ Diploma - 

Graduate 1 

Monthly income Nil 3 3.35 1.75 – 13.34 0.627 

<5000 10 

5,001 – 10,000 2 

10,001 – 15,000 - 

15,001 – 20,000 1 

Family history of Cancer Yes 2 1.27 1.04 – 3.68 0.098 

No 14 

General health importance Not important 2 2.09 1.26 – 10.42 0.61 

Fairly important 9 

Very important 5 

Distance of healthcare facility 

from residence (in kms) 

≤ 2.5 10 1.89 1.29 – 4.75 0.323 

3 – 8 4 

9 – 15  2 

The logistic regression model was statistically significant, χ2(6) = 13.748, p < 0.05. The 

model showed 33% (Nagelkerke R2) of variance in the time duration of the delay and 

correctly classified 77% of cases. The increasing age of patients (OR 3.89) was found to be 

associated with an increasing duration of delay in cancer diagnosis followed by the monthly 

income of patients (OR 3.35) and their general importance towards health.  

Similarly, among cervix cancer patients, the key factors considered were age, education, 

monthly income, marital status, residing area (rural or urban), the average number of children 

they had, their family history of cancer, their general health importance towards health and 

the distance of health care facility from their residence. However, the factors which showed 

higher significance in Hosmer and Lemeshow test (p=0.41) were only taken up for analysis 

and displayed in table 12.5 

Table 10.5: Potential risk factors for delay in seeking care, diagnosis and treatment 

among Cervix cancer patients 

Factors considered Time delay (>6 

months) 

Adjusted 

OR 

95% CI p value 

Age (in years) 31 – 40  2 3.14 1.78 – 9.66 0.69 

41 – 50  5 
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51 – 60  7 

61 – 70  5 

>70 1 

Literacy (Self) Uneducated 9 2.7 1.73 – 5.97 0.98 

Primary school 3 

Middle school 6 

High school 1 

Higher secondary/ Diploma 1 

Monthly income Nil 2 1.44 1.11 – 3.58 0.11 

<5000 12 

5,001 – 10,000 5 

10,001 – 15,000 1 

Total number of 

children 

1 - 33.7 3.62 – 148 0.01 

2 5 

3 – 5  14 

>5 1 

Family history of 

Cancer 

Yes 2 22.5 1.18 – 29 0.44 

No 18 

Residence Urban 5 1.4 2.07 – 4.96 0.17 

Rural 15 

General health 

importance 

Not important 3 1.24 1.02 – 7.04 0.17 

Fairly important 16 

Very important 1 

Distance of healthcare 

facility from residence 

(in kms) 

≤ 3 12 3 1.44 – 26.15 0.86 

4 – 8 6 

9 – 28  2 

 

The logistic regression model was not statistically significant, χ2(8) = 13.31, p = 0.1. The model 

showed 37% (Nagelkerke R2) of variance in the time duration of the delay and correctly 

classified 63% of cases. More number of children bore by a woman (OR 33.7) was found to be 

associated with an increasing duration of delay in cancer diagnosis followed by family history 

of cancer (OR 22.5) and their increasing age. 

Reasons behind the delay in diagnosis 

Both breast and cervix cancer patients who reported delays in their diagnosis for cancer were 

enquired regarding the reasons behind the delay. Most patients (both breast and cervix) 

reported their poor awareness about the disease and its signs and symptoms (52%) to the main 



37 | P a g e  
 

reasons behind their delay (Table 12.3). However, those patients who had reported healthcare 

to be the causative factor for their delay stated misdiagnosis and delayed investigations reports 

to be the predominant reasons for their diagnostic delay. 

Out of 24 in-depth interviews (age 30 – 70 years; 70% in advanced stage of disease) conducted 

among patients, their reasons for the delay in diagnosis were probed and their responses were 

classified based on factors as –  

(i) Reasons for patient delay  

(ii) Reasons for healthcare delay 

 

(i) Reasons for the patient delay –  

Incomprehension about disease 

I felt hardness in the breast initially but it was painless. After two months, when it did not get 

normal, I thought it should be checked up (Breast cancer patient, 40 years) 

There was watery discharge from my nipple with pain for the past 3 months, where if I pinch 

out the water, the pain will subside. I also asked an old granny near my house regarding the 

discharge from nipple. She suggested to me it was bad water in the breast and should pinch it 

out. So I did not think of visiting a doctor (Breast cancer patient, 46 years) 

Initially, the only lump was there, pain started later. Maybe the lump must have been for quite 

some time but I did not see. While feeding the baby, when I saw some difference in breast and 

touched, found there was something round like a lump (Breast cancer patient, 48 years) 

I had discharge mixed with blood for 3 – 5 months and some colour with foul smell, then I went 

to the doctor for the check-up. There they took all the tests and finally diagnosed I have cancer 

(Cervix cancer patient, 50 years) 

I had bleeding on and off for nearly 5 years. I thought it was normal after menopause and left 

without checking. Last year, I started sensing discharge and it was foul-smelling. Only then I 

thought something was wrong and got checked (Cervix cancer patient, 60 years) 

Lack of knowledge/ awareness 

I had no idea about the lump. One day I couldn’t wear my sari blouse as it was too tight, so I 

wore a nightwear. Only then I noticed there was a lump. I saw some differences 4 months back 

(Breast cancer patient, 65 years) 
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I did not feel any sign or symptom, this lump must have been present for the past 6 months 

(Breast cancer patient, 46 years) 

I had lump in my breast, thought it was fat globules so I kept hot external applications like 

coffee tumbler. Later, it became reddish and swelling increased in that area. Outside it was 

seen well. I was very foolish I should have noticed (Breast cancer patient, 56 years) 

I noticed lump in my breast 5 years back but left unattended as I had to go to work to support 

my family. I thought it was solidified breast milk and will reduce (Breast cancer patient, 45 

years) 

I had frequent bleeding complaints but left it carelessly and after that one day, I had severe 

pain and bleeding, after that, I went to our nearby hospital and they confirmed cancer. I had 

no idea (Cervix cancer patient, 63 years) 

Most patients have very poor knowledge about disease, especially the rural side where they 

fail to notice any symptoms and do not approach any HCF till it disturbs their daily routine 

(Medical Oncologist, Tertiary care) 

Laxity/ Lethargy 

There was a lump in my breast for 6 months and I noticed it. But I didn’t care then because I 

was busy with my work. Only when the size started increasing, I came for a check-up (Breast 

cancer patient, 61 years) 

I was very careless then, I left it alone for 8 months and the intensity of pain increased too 

much. Only then I took a scan at a private lab. They suspected and asked me to go to a cancer 

hospital (Breast cancer patient, 37 years) 

I visited a hospital with my neighbour for her check-up and the doctor checked me and advised 

me to take some tests for my bleeding problem, but I didn’t go for 2months because we had our 

cousin’s wedding that month (Cervix cancer patient, 56 years) 

I had white discharge for months and it was very foul-smelling, it was dust coloured. I did all 

home remedies and continued to work as I did not think it was important (Cervix cancer, 54 

years) 

They don’t think it is necessary or believe that it is unnecessary to get tested. Also, they are 

ignorant about what they will be doing or why they should get tested in the first place (Surgical 

Oncologist, Tertiary care) 
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Fear of disease 

I fear this disease and I don’t watch TV or even hear someone talk about cancer. If I had known 

about this, I would have come earlier (Breast cancer patient, 47 years) 

Don’t know anything about it, but hearing it, gives me fear. So I avoided even watching TV 

when something regarding this comes up. I will not listen also about this disease (Cervix cancer 

patient, 57 years) 

Most women, even after suspecting they might have acquired cancer, don’t go for confirmatory 

diagnostic procedures due to fear of acknowledging the disease. They will get tested only after 

their symptoms become worse or becomes intolerable (Head nurse, Medical Oncology ward, 

Tertiary care) 

Ignorance 

Doctor said that the symptoms must have been there for more than a year and I may have 

ignored them (Breast cancer patient, 56 years) 

Mostly, lack of awareness and confidence from the patient side, and due to that there is 

ignorance. Mostly, breast cancers have painless lumps, patients usually ignore that, but pain 

occurs only when there is an infection, patient doesn’t know that (Medical Oncologist, Tertiary 

care) 

Lack of knowledge about whom to approach 

I went to a private scan centre to take a scan and another centre for biopsy. I did not know who 

to approach and did not have enough money, so waited for a month, later some known people 

there, suggested me to visit this hospital (Breast cancer patient, 56 years) 

Regarding screening/diagnosis, I believe patients and general public are interested to get 

themselves tested but they have no idea where to go, what type of tests will be conducted and 

how long will they be held in the centre (Patient Counsellor, Tertiary Oncology ward) 

Poor care/family support 

No one to take care of me as only I and my sister are here. She goes to work and only with that 

money, we live. So no one was there to take me to hospital (Breast cancer patient, 65 years) 
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I told about this lump to my husband, he said it will be some normal lump and will reduce. My 

sister only took me to hospital and cares about me. My husband just asks if I am fine (Breast 

cancer patient, 56 years) 

I have self-examined my breast and informed about small lump in my breast to my husband. 

He didn’t care about it and told not to go hospital for this unnecessary reasons. He is a 

drunkard person and if I go to hospital I should take leave and my daily wage will be cut for 

the day. If I don’t give money for his drinks he will quarrel with me. So I ignored the symptoms 

and went to work for the welfare of my children (Breast cancer patient, 46 years) 

Women who rely on their husbands to take them to hospital usually delay as they will be mostly 

daily wage labours and will delay due to their work schedule (ANM nurse, Urban PHC) 

Ignored by family 

My husband cursed me saying I got the disease because of some sin I had committed. I had 

always taken care of him well during heart operation. I even neglected my complaints (Breast 

cancer patient, 56 years) 

My husband would fight with me daily regarding this, he wouldn’t even accompany me to 

hospital (Cervix cancer patient, 39 years) 

My sister is helping me financially. My both sons left me alone after hearing their wife's advice 

(Cervix cancer patient, 63 years) 

Delayed due to poor finance 

I did not have enough money to get treated in my hometown. I waited and got some finance 

and I came here (Breast cancer patient, 42 years) 

Later, I had shoulder pain so I went to a nearby hospital. They asked me to take an MRI scan 

which cost 25000. I did not have money to spend so I did not undergo a scan (Breast cancer 

patient, 45 years) 

Treatment delay –  

I went to a private hospital for check-up and they asked for 2 lakhs for treatment. I did not have 

money so I couldn’t start treatment immediately (Breast cancer patient, 53 years) 
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In a private hospital they diagnosed the cancer and for treatment they demanded 7 lakhs. I 

explained my financial situation but they did not say anything. I had no idea where to go (Breast 

cancer patient, 46 years) 

(ii) Reasons for healthcare delay 

Poor communication 

I had gone to many doctors in Vellore, but no one really told me about this cancer. They gave 

some treatment but pain did not reduce (Breast cancer patient, 47 years) 

I had pain in my breast and went to this government hospital, where they prescribed some 

injections and said the pain will reduce. But it did not reduce and when I went again, they took 

a scan and said it was nothing but some skin complaint which will reduce normally. But after 

3 – 4 days, lump increased in size and when I went there again, they said nothing and gave an 

injection. The pain got worse (Breast cancer patient, 44 years) 

They took a scan and said there is a tumor but nothing about cancer, then we went to another 

private hospital, they did a hysterectomy, then they sent us home, but I still had some abdominal 

discomfort (Cervix cancer, 45 years) 

Missed Opportunity/ Misinterpretation 

The lump was there for the past 1 month and I went to a nearby private hospital where they 

took biopsy and after the results, they said it was some skin related lump, not cancer. So need 

not worry about it. After 6 months I had pain in the same breast but the lump was at another 

place. So, they confirmed it has cancer after biopsy results (Breast cancer patient, 47 years) 

When I was feeding my baby, I found a lump in my breast. I thought it could be because the 

milk got solidified. I even went to a Government hospital for a check-up. They told it might be 

some skin related lump and asked to keep hot water bag externally (Breast cancer patient, 37 

years) 

I went to private hospital they took all the reports but didn’t tell me diagnosis and then came 

to government hospital (Cervix cancer patient, 67 years) 

I went and checked near private clinic, that doctor examined and advised me to remove uterus 

and did hysterectomy operation, after that I left as I did not have bleeding. After some days, I 

started having bleeding, then one doctor referred me here and found that I have cancer (Cervix 

cancer patient, 72 years)  
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Inappropriate/ Wrong treatment 

 I noticed a lump in my breast and went to a nearby government hospital, where they gave rock 

salt treatment for a week and said if I do exercise, the lump will reduce. But the size increased 

than before and became worse. They did not take any scan or test before treatment (Breast 

cancer patient, 52 years) 

They asked about my complaints and gave one injection/syringe, after using that I again got 

bleeding, they again gave injection. Later I went to another hospital where they diagnosed 

cancer (Cervix cancer patient, 65 years) 

They did examination and told while examination, it’s bleeding, that might be sign of cancer, 

then they gave medicine but said nothing. So I took it and left for 3 years, then again started 

with same complaint and came here, they diagnosed that I have cancer (Cervix cancer patient, 

39 years)  

Some general physicians who are not trained in cancer treatment or care might miss a case or 

two, which is definitely not intentional. In most cases, we try to give them best first aid care 

and refer them to a multispecialty tertiary care for better care (PHC Medical Officer, MBBS) 

Delayed reports 

It nearly took a month to get the report. We waited but got no information from the lab (Breast 

cancer patient, 45 years) 

The test schedules are quite long and no treatment has been started yet. They are making us 

wait for days to conduct tests (Breast cancer patient, 41 years) 

They took some tests and when results of 2 tests came, they said they can confirm only after 

another two test results. I took nearly 1 month to confirm cancer (Breast cancer, 37 years) 

I didn’t get medical reports from a government hospital, so went to private hospital where they 

took another month to give the results and then with the reports, we came to government 

hospital (Cervix cancer patient, 63 years) 

Delayed treatment due to finance 

Later we went to a private hospital for treatment but to operate, the doctor demanded Rs 

50,000. When we said we had government insurance, the chief doctor did not accept the 
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insurance saying the claim process will be delayed. Took 1 month and asked us to come every 

day to finally say he will not take the case (Husband of the Breast cancer patient, 51 years) 

Barriers and Facilitators for early diagnosis 

We enquired our patients and non-cancer participants during our Focus group discussion, 

regarding what are the existing barriers for early diagnosis of cancer or for approaching a 

healthcare provider and what could be the facilitators that could have helped them to undergo 

screening and early diagnosis. Patients had stated that –  

“My fear for cancer was my biggest barrier which stopped me from learning about the disease. 

If I had the courage to learn, I would have figured out my symptoms sooner and would have 

approached proper tertiary care” (Breast Cancer patient, 56 years) 

“Being in the village, all we know is get up, do household work and go to farmland for daily 

work. We had no idea about this cancer or screening or even where to go for a check-up for 

that matter. If the healthcare nurses and doctors who regularly visit us had informed, we would 

have listened and I would have got tested” (Cervix Cancer patient, 65 years) 

“Can explain it to people like me. Explain the things, its importance and procedures, so 

everyone would go and check” (Non-cancer participant, 40 years) 

“Have to encourage all our neighborhood to go for screening. If they are not getting regular 

periods, have to ask them to go screening, it could be due to thyroid or cancer or anything” 

(Non-cancer participant, 46 years) 

We also interviewed stakeholders of various positions and backgrounds to understand their 

opinions on cancer screening and barriers and facilitators for early cancer diagnosis. Many of 

them had revealed that patients are either unaware of what will happen during screening tests 

or have this fear of acquiring cancer only when they undergo screening. Their statements were 

–  

“They are either unaware or feel shy to reach out to a hospital or screening camp. They need 

support from their family like husband and children who can educate them and bring them for 

screening or testing effortlessly. They also should develop the thought that they should care 

themselves too” (Matron, Rural Tertiary Oncology ward) 

In order to reduce the duration of delay, diagnostic test reports for cancer suspects should be 

given priority to ensure early confirmation. For FNAC, mostly it would take 24 hours and in 
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case of any doubt with the need to correlate clinically, that might take another 2 days. For 

biopsy, it would take at least 5 days and 5th day should be ideal to give result. Even in case of 

any holidays in between, it might get delayed, but should take between 5 days to 1 week” 

(Pathologist, Rural Tertiary care). 

“One way to raise awareness in society is by improving awareness among school and colleges. 

We conducted an awareness program in a private college near chrompet. In that college we 

did awareness session and many people raised questions about the clinical presentation of 

cervical and breast cancer. It was a good awareness section and like a follow-up of that, many 

students brought their mothers for check-up to our centre. So this would be the best way in 

improving awareness among people. Also, compulsory Master check-up among young teens in 

colleges and schools can help with early detection of cancer” (Director of Radiation Oncology, 

Tertiary care) 

 “The number of camps should be increased and conducted area wise, to cover the target 

population. Also need to reduce their time spent at camps by increasing the manpower to make 

more number of appointments. Need for manpower is also a barrier for most working women 

who couldn’t afford to wait for a whole day at a screening camp” (PHC Medical Officer, 

MBBS)  

11) Significance of the study results 

This study is based on the mixed-method design where a sequential explanatory method was 

employed by conducting the quantitative part of the study followed by a qualitative approach, 

to assess and understand the reasons behind the delay in diagnosis of breast and cervix cancer. 

The study also included non-cancer participants for both parts of the study to understand their 

health-seeking behavior and their opinions on cancer screening, as they are the representative 

of the target population who may be at potential risk of acquiring cancer.  

Socio – demographic and behavioural characteristics 

The socio – demographic and behavioral characteristics of patients, both breast and cervix 

cancer showed that most patients belong to the age group of 40 to 60 years with a mean age of 

50 and 55 years for breast and cervix cancer respectively. As per various literature evidence, it 

is strongly reported that women above 40 years of age are highly vulnerable to acquiring breast 

and cervix cancer and our study reports show strong agreement to them.  
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The educational qualification of participants in our study was reported to be in low level with 

more number either uneducated or attended till middle school, but the non-cancer participants 

included, were mostly between attended high school and graduate and honors. This is similar 

to various study reports suggesting that lower educational qualification is a high risk for cancer. 

The occupational levels of patients (before their diagnosis) when assessed showed that most 

patients were either homemakers or daily wage workers and those who were diagnosed in their 

later stages of disease were mostly daily wage workers. When we probed more about the 

situation during our in-depth interviews with various stakeholders, we could find that daily 

wage workers were indeed more compromised with their health and have less screening rates 

because of their poor affordability for wage loss at work.  

“Women, especially in the lower and middle-income community are usually daily wage 

workers and they cannot afford to spend a day in the healthcare facility for any test or 

screening procedures as they will lose their wage for the day” – Patient Counsellor, Tertiary 

Oncology care. 

Also, those women who were homemakers still faced a delay in their diagnosis as they were 

hesitant to visit a healthcare facility on their own and their husbands were daily wage workers 

who couldn’t afford to take leave for a day for a check-up. This shows the need for women to 

step themselves up to visit a healthcare facility for their good is still existent and build their 

health-seeking behavior for their betterment. Also, most patients in our study belonged to low 

and lower-middle-income households and that has been a hindrance to a majority of people to 

approach a healthcare facility for a screening or diagnostic test or a master health check-up as 

a means of prevention. 

Concerning the marital status of our patients, most women in all three groups considered were 

married and yet few affected with breast cancer and among non-cancer participants were 

unmarried. As various literature studies suggest that staying unmarried or nulliparous women 

are at high risk of acquiring breast cancer and our study also confirms the facts. Also, the 

number of children bared by a woman, on average, was higher among cervix cancer women 

than breast cancer women, confirming the fact that multiparous women are more exposed to 

the risk of cervix cancer. With regard to breastfeeding, the average breastfeeding duration of 

our study participants was between 12 to 18 months which is the normal advised duration. 

However, poor breastfeeding duration is a risk factor for breastfeeding and our study 
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contradicts this fact stating that normal duration of breastfeeding is not a protective factor 

against breast cancer and those women are also exposed, though in lesser proportion. 

The family history of cancer is a major risk factor as cancer is a hereditary disease and our 

study participants also reported that few of them had a family history of various cancers. This 

when compared with their stage of diagnosis, to test whether their family history probed them 

to be more aware of the clinical signs of cancer, more women who had family history were 

diagnosed in the early stages of the disease. This shows the importance and impact of first-

hand information regarding diseases like cancer in early detection and diagnosis. Another 

interesting finding was, those women who had a delay in their cancer diagnosis were found to 

be the factor behind the delay. This shows the lack of understanding about the disease. Also, 

strong literature findings suggest that the presence of comorbidities might be a triggering factor 

for cancer and our study partially lines with the fact as 36% of patients only had some 

underlying medical conditions, predominantly Diabetes and Hypertension. 

Access to Healthcare and Health seeking behavior 

On assessing the health-seeking behavior, their knowledge regarding the availability of a 

government healthcare facility (HCF) near their residence and their attitude and practice 

towards maintaining their health were considered for analysis. 95% of our study participants 

(both patients and non-cancer participants) were aware of the availability of an HCF near their 

residence and the average distance of the HCF from their residence was also less (within 3 km). 

The attitude and general importance given by our patients and non-cancer participants towards 

their health were determined by the number of days they take, on average, to approach an HCF 

in times of distress. 60 to 80% of our patients and non-cancer participants reported approaching 

an HCF within 3 to 7 days of their illness indicating fair importance to health. This, when 

assessed in comparison to their educational qualification, patients who were uneducated, 

reported being more conscious of their health than others, while among non-cancer 

participants, those who attended till middle school and high were more conscious of their health 

in comparison to those who were uneducated. This when also compared with their occupation, 

more patients who were daily wage workers reported to give fair importance to their health in 

comparison to those who were homemakers. The general importance given by patients to their 

health when compared with their stage of diagnosis, more patients who had given high and fair 

importance to their health were more diagnosed in early stages of illness (Stage I) and those 

who reported to not have given adequate importance to their health, were more diagnosed in 
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the later stages of disease (Stage II, III and IV). This explains the need for education on the 

importance of healthcare and its maintenance among women to ensure the early diagnosis of 

diseases like cancer.  

When enquired regarding the first healthcare provider they usually approach, 71% of patients 

and 53% of non-cancer participants usually prefer to approach an allopath for their 

consultation. While a smaller section of patients (20%) and non-cancer participants (14%) had 

the habit of self-medication for their illness. This when compared to their stage of diagnosis, 

more patients who had self-medication habits and those who approached traditional healers 

were more diagnosed in their later stages in comparison to those who approached a qualified 

healthcare practitioner or a tertiary healthcare facility. 

The knowledge, attitude, and practice of cancer and its screening procedures was assessed 

among both patients and non-cancer participants, which showed that both groups had very 

limited knowledge regarding the disease or its screening procedures. The number of patients 

who had undergone screening before the diagnosis of cancer was less than 10% in both groups. 

This aligns with the recent NFHS V (2019 – 21) which shows that the percentage of women 

including both rural and urban areas who had undergone screening for breast and cervix cancer 

were 5.6% and 9.8% respectively (10). Among the non-cancer participants, only 19% had 

undergone screening procedures for breast and cervix cancer, despite their regular visits to the 

gynecology OPD for other ailments. Also, the percentage of women who had/have the practice 

of self-examination of the breast was 6% among breast cancer patients and 26% among non-

cancer participants, despite increased health education on the subject. The reasons for this poor 

response to screening when probed during our in-depth interviews, most patients had stated 

that –  

“Didn’t have any interest in knowing what cancer is” – Stage I Cervix cancer patient;  

“No, don’t know where the screening will be done, I didn’t have time for doing them” – Stage 

II Cervix cancer patient. 

When we probed the stakeholders during the interview, an O&G physician stated that  

“Because many feel it’s not necessary, and more of wait time and poor awareness. Also, there 

is still stigma existing to approach a cancer screening camp or center among people, especially 

in rural areas” 
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However, when non-cancer participants were interviewed regarding their cancer screening 

knowledge and practice, few people had regular self-examination practice and previous history 

of cancer screening. When probed on what motivated them towards screening, they had stated 

that –  

“I have heard it from the TV while coming to the government hospital, also seen posters here 

which educate about cancer. So I thought being in the age above 40 years, I should get checked 

too” 

These findings partially represent the concepts of the Health Belief Model (31) which is used 

to understand the health-seeking behavior of people and provider health promotion towards 

screening for early detection and diagnosis of diseases. Various patients in our study, when 

enquired regarding what do they think to be the reason for acquiring cancer and they had stated 

that –  

“Only those who use tobacco, alcohol and have poor lifestyle habits usually acquire cancer. I 

live a healthy life and that is why I did not even think of getting tested for cancer. So I don’t 

know what could be the reasons”  

This falls under the construct of Perceived Susceptibility in the Health Belief Model where 

patients have their subjective perception of the risks for acquiring the illness.  

Thus, though health education is increasing and omnipresent among people, there is still a lack 

and need for education to eliminate stigma among people regarding cancer and its screening 

procedures, and a clearer explanation is still needed to improve screening response among the 

general population. Also, the issues of increased waiting time need to be taken into 

consideration to ensure more working women (including daily wage workers) get covered. 

Also, there is a need for increased awareness on HPV vaccines, their purpose, and their efficacy 

against cervix cancer as most patients and non-cancer participants were unaware of the vaccine. 

Delay in Seeking Healthcare, Diagnosis, and Treatment 

The delay in cancer diagnosis was categorized primarily based on the time duration of delay, 

that is, any time interval beyond 3 months from noticing the first symptom was considered to 

be delayed and 66% of patients had delayed diagnosis due to various reasons and factors. The 

primary factor for the delay was patients themselves (91%) followed by healthcare delay. The 

patient delay was attributed to various reasons, predominantly due to their poor knowledge or 
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awareness about signs and symptoms of cancer and the healthcare reasons of delay were 

misdiagnosis and delayed diagnostic reports. 

Regarding the time duration of delay, most breast cancer patients were diagnosed between 3 to 

6 months of noticing their first symptom while most cervix cancer patients were diagnosed 

beyond 9 months of noticing their first symptom. The key factors considered to be a potential 

risk factor for diagnostic delay in breast cancer were age, education, monthly income, family 

history of cancer, their general importance to health, and distance of HCF near their residence. 

The regression results showed that increasing age was a predominant risk factor for delay in 

diagnosis. This is similar to the systematic review conducted by Rivera-Franco and Leon-

Rodriguez 2018, which explored the association of socio-demographic factors such as age, 

education, marital status, occupational status, and socioeconomic status with presentation delay 

(PD) in breast cancer patients. Advanced age of patients was the only socio-demographic factor 

that seemed to be strongly associated with PD (32). 

Among cervix cancer patients, the residence of patients and the total number of children they 

had bared were also considered in addition to other socio-demographic and health-seeking 

behavior factors and the increased number of children turned out to be the predominant risk 

factor for delay followed by their family history of cancer.  

Also, when assessing the significant time interval that increased the risk of advancing the stage 

of disease, the average time interval that can be considered as delay in diagnosis and that 

increased the risk of advancing stage of disease showed different time duration for breast and 

cervix cancer. For breast cancer diagnosis, a time interval of more than 2 months (OR: 5.58 

(1.07 – 29.19); p<0.05) after noticing first symptom increased the risk of late stage of diagnosis 

while for cervix cancer diagnosis, a time interval of more than 5 months (OR: 3.91 (1.02 – 

14.87); p<0.05) after noticing first symptom increased the risk of advancing stage of disease. 

This finding differed from major studies which suggested a 3-month delay to be a significant 

time interval for advancing disease (15). This indicates that patients’ appraisal of symptoms in 

breast cancer are quite delayed and any delay beyond 2 months clearly poses the risk for 

advancing stage of disease. Also, among cervix cancer patients, appraisal of symptoms need to 

be earlier for detection for cancer within 5 months as any delay beyond that duration, poses 

risk of advancing stage. 

When probed the reasons behind delay during in-depth interviews, more patients had stated 

that they had either not noticed the lump or had noticed yet had no idea that it would be 
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cancerous, in cases of breast cancer. While in cervix cancer, patients had stated that they had 

thought that the bleeding they had was post-menopausal and did not think it to be a disease 

concern.  

These findings represent Anderson’s model of diagnostic delay (33), where five categories of 

delay are included. Our study findings represent the appraisal, behavioral, and treatment delays 

(Figure 3), where appraisal delay is more predominant than the others. Appraisal delay 

indicates that delay caused by the patient due to non-recognition of the seriousness of 

symptoms. This non-recognition in cases of diseases like cervix cancer is quite common (as 

per various literature studies) as the symptoms are usually similar to menopausal bleeding and 

the clinical picture remains ambiguous. While, in cases like breast cancer, this delay is quite 

uncommon, as the clinical signs are quite evident, for example – a lump in the breast. However, 

our study had reported unique findings that a greater number of patients, had stated that they 

were unaware of the lump or had noticed yet thought it was some normal anomaly that will 

recover on its own. This falls under the non-recognition of the seriousness of symptom or 

disease and thus, this type of delay is undeniably appraisal. 

Few breast and cervix cancer patients have also stated that though they had noticed symptoms, 

they hadn’t approached a healthcare provider and the reason behind that was their belief that 

the symptom was normal and they would not acquire a disease like cancer. This clearly falls 

under behavioral delay, where patients live in denial regarding the clinical picture of disease 

and delay approaching a healthcare provider. Some patients have also delayed approaching a 

healthcare provider for 2 months due to marriage in their family. This also falls under 

behavioral delay where patients had found a reason to postpone medical consultation.  

Figure 3: Anderson’s model of diagnostic delay 
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Another category of delay was also observed in our study, that is, treatment delay, which 

attributed to the reasons behind healthcare delay, informed by our study participants. Patients 

who had approached a healthcare provider, in some cases, stated that they had missed the 

opportunity of complete examination and diagnosis of the case and exhibited a superficial 

attitude towards it. Patients who had reported healthcare as the factor for their delay in 

diagnosis had stated that they were not clearly explained of the condition before advising for 

diagnostic tests or were given treatment with no proper communication for months. Few breast 

cancer patients also stated that they were informed that the lump they had noticed was nothing 

but Lipoma (non-malignant condition) and were not advised for any treatment. Also, those who 

had cervix cancer, reported that they were advised for advanced uterus surgery and some had 

even undergone the surgery, without any confirmatory diagnosis for cancer and were not 

advised clearly on post-operative care. Those patients mentioned to have experienced 

symptoms even after the surgery and were eventually diagnosed with cancer in advanced 

stages.  

Barriers and facilitators for early diagnosis 

Early diagnosis or diagnosis within 3 months of noticing symptoms is highly essential to ensure 

effective treatment, good prognosis, and improved quality of life. This can be ensured by 

addressing various issues involved with delayed diagnosis in both patients’ and healthcare 
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sector factors. From the opinions of various patients and stakeholders, the commonest barriers 

for early diagnosis were –  

 Lack of knowledge or awareness about the disease  

 Incomprehension of people regarding the clinical picture of cancer (both breast and 

cervix) 

 Misconceptions, fear and social stigma regarding regular check-ups and screening, 

especially in rural areas. 

 Inadequate number of cancer screening camps and manpower in screening camps 

 Inadequate knowledge among people regarding which healthcare provider to approach.  

The facilitators that would enhance the existing system of approach and early diagnosis of 

cancer cases stated by our study participants and also quoted in various literature studies 

include –  

 Promoting self-examination through female health workers for breast cancer,  

 Opportunistic screening at health facilities, 

 More screening camps in the workplace and periodically conducted by 

management.  

 Patient-friendly gender-sensitive screening,  

 Enhanced role of women support groups where they can openly discuss such 

sensitive issues (20). 

12) Conclusion 

As per our study findings, delay in diagnosis of common cancers among women, especially 

breast and cervix were most commonly reported to be due to lack of adequate knowledge and 

awareness regarding cancer and its clinical signs and symptoms. The factors and reasons 

reported in our study when coded and analyzed, separated into categories followed by themes 

based on a constructivist paradigm which then evolved into a cohesive grounded theory. The 

mixed-method approach of the study correlated in its findings where the delayed diagnosis of 

breast and cervix cancer patients were expressed based on their time duration of delay in 

numbers and percentage which when followed by a qualitative approach, owed various in-

depth explanations behind the reasons for the delayed time interval for approaching a 

healthcare provider or for diagnosis. They were then categorized into sub-categories and main 

categories in line with various qualitative research models like Anderson’s model for the delay 
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in diagnosis. These categories separated into two different themes which raised to one theory. 

The paradigmatic presentation is explained in Figure 4.  

Figure 4: Grounded theory presentation 
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Various statements revealed by patients and stakeholders when coded appropriately fell into 

eight subcategories – 

1) Delay due to awareness/acknowledgment of signs and symptoms 

2) Delay due to inadequate monetary support or poor family support 

3) Delay due to healthcare provider (government/private/AYUSH) 

4) Delay due to diagnostics or at hospital 

The main four categories that were derived out of these sub-categories were the prime 

causative factors for the delay – 

I) Appraisal Delay 

II) Behavioral Delay 

III) Healthcare provider Delay 

IV) Health system Delay 

These categories pointed to two main themes behind the reasons for the delay in diagnosis 

and they are –  

 PATIENT 

 HEALTHCARE 

Analyzing these two major themes, we derived out a theory that –  

“Delay in Diagnosis of Breast and Cervix cancers are due to Patient Incomprehension 

about the disease and Healthcare Inability for Appropriate Interpretation”  

A research hypothesis also emerged out of the study that –  

“Patients who gave adequate importance to health and have had cancer screening have more 

probability of an early diagnosis of breast/cervix cancer” 

This hypothesis can be tested using large-scale studies in the future.   

There were a few limitations in this study. First, patients had challenges in recalling 

information related to their first experience of symptom recognition and the health care 

providers visited. However, primarily the dates related to diagnosis and treatment were 

corroborated from available clinical records. Second, social desirability bias might have crept 

in as the patients might respond favorably to questions related to their delay in the first 

presentation and the first health care provider visited. Third, the study participants were 
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initially quite hesitant to attend focus group discussions as they did not want to interact with 

fellow cancer patients or share their experiences. However, the moderator made the patient 

comfortable to express themselves. Fourth, this study only included those patients who 

reached the tertiary care centers in the urban study setting to receive cancer care excluding 

those who died or those who did not receive appropriate care for breast cancer. Fifth, in this 

study we did not collect the patient’s journey through different health care providers before, 

during, and after diagnosis was not completely focussed and may have missed some relevant 

data. 

13) Recommendations 

The recommendations to reduce delay in diagnosis and promote early detection of cancers 

among women based on the study findings are –   

1. Awareness regarding the importance of screening in the early detection of breast and 

cervix cancer can be promoted among college-going under graduation students. This is 

because the mothers of these young adult population will be in the potential age group 

at risk of getting breast/cervix cancer and thus the targeted age group for health 

promotion. They can be educated on the need to undergo screening and can be 

encouraged to take their mothers for screening tests.  

2. The importance of regular screening for breast and cervix cancer and its impact on early 

detection can be educated through promotional videos where two comparing 

corresponding scenarios of women undergoing early and late detection of cancer and 

their experience and journey through the process of treatment and post-treatment 

quality of life. 

The promotional health education videos, though are plenty for diseases especially 

cancer, videos to promote screening or regular check-ups for early detection are very 

less. A video explaining two scenarios - where one woman has regular self-examination 

practice and gets herself regularly screened for cancer, who noticed some change in her 

breast and got herself tested for cancer which was in early stage. She took up treatment 

at an appropriate time in specialized care and got herself cured. The second scenario 

shows a woman who does not have any knowledge or awareness regarding cancer 

screening and had experienced some early-stage cancer symptoms. She left them 

unnoticed carelessly and cancer advanced to late stages. She was under treatment even 

after 2 years and eventually experienced poor prognosis. This could pique the interest 
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of women to understand the importance of cancer screening and can be advertised 

through all media platforms and in primary to tertiary care OPDs. 

3. State-wide screening camps can be conducted all through the year for both breast and 

cervix in every part of the state, instead of just one month a year (example – October 

for Breast cancer awareness). All through the year, the promotion of cancer screening 

will ensure no woman in targeted age group is left out or left unscreened and this will 

also relieve the time constraint for working women.   

4. Exclusive centre for cancer screening can be established inside the premises of all 

tertiary care hospitals in order to identify potential cancer suspects and ensure 

immediate follow-up on diagnosis and treatment care. 

5. Exclusive female healthcare personnel (eg. Healthcare nurses) can be appointed at 

screening camps to sensitise people on the importance of screening and early detection 

and coordinate potential suspect cases for regular follow-up to nearest referral centres 

by tracking using their contact details.  

6. Adequate training for general practitioners and nurses at primary referrals on cancer 

screening and early clinical presentation of breast and cervix cancer can be given to 

avoid any misdiagnosis and ensure early detection. 

7. Active engagement of VHNs to facilitate in raising awareness, identifying suspects and 

promoting effective referrals during door-to-door visits. 

8. Grass root collaboration with Community-based NGOs to educate and motivate general 

people on the importance of breast self-examination and cancer screening (specific to 

breast and cervix) and regular surveillance on whether women above 30 years of age 

had undergone screening tests. 

9. Effective promotion of HPV vaccines, their purpose and impact on cervix cancer 

prevention and their availability in which healthcare centers can be done, especially in 

higher secondary schools. 

REFERENCES 

1.  Sung H, Ferlay J, Siegel RL, Laversanne M, Soerjomataram I, Jemal A, et al. Global 

Cancer Statistics 2020: GLOBOCAN Estimates of Incidence and Mortality Worldwide 

for 36 Cancers in 185 Countries. CA Cancer J Clin. 2021;71(3):209–49.  

2.  Kauvery. The Three Most Common Cancers In India [Internet]. 2019 [cited 2022 Feb 

16]. Available from: https://kauveryhospital.com/blog/cancer/the-three-most-common-

cancers-in-india/ 

3.  Varghese C. CANCER PREVENTION AND CONTROL IN INDIA. 2020;12.  



57 | P a g e  
 

4.  Mathur P, Sathishkumar K, Chaturvedi M, Das P, Sudarshan KL, Santhappan S, et al. 

Cancer Statistics, 2020: Report From National Cancer Registry Programme, India. JCO 

Glob Oncol. 2020 Jul;6:1063–75.  

5.  World cancer report. Statistics of Breast Cancer In India | Cytecare Hospitals [Internet]. 

Cytecare Hospital in Bangalore. 2019 [cited 2022 Jan 28]. Available from: 

https://cytecare.com/blog/statistics-of-breast-cancer/ 

6.  Bobdey S, Sathwara J, Jain A, Balasubramaniam G. Burden of cervical cancer and role 

of screening in India. Indian J Med Paediatr Oncol Off J Indian Soc Med Paediatr 

Oncol. 2016;37(4):278–85.  

7.  NCDIR. Profile of Cancer and related factors - Tamil Nadu [Internet]. 2021 [cited 2022 

Feb 17]. Available from: 

https://ncdirindia.org/All_Reports/State_Factsheet_21/Factsheet/FS_Tamilnadu.pdf 

8.  ICMR, NCDIR, NCRP. Clinicopathological Profile of Cancers in India: A Report on the 

Hospital Based Cancer Registries, 2021 [Internet]. 2021 [cited 2022 Mar 24]. Available 

from: https://ncdirindia.org/All_Reports/HBCR_2021/resources/HBCR_2021_Ch4.pdf 

9.  TN. Tamil Nadu State Policy for Cancer Prevention and Control [Internet]. 2020 [cited 

2022 Feb 17]. Available from: 

http://cms.tn.gov.in/sites/default/files/go/hfw_e_228_2020.PDF 

10.  IIPS. Tamil_Nadu NFHS V data sheet [Internet]. 2021 [cited 2022 Feb 17]. Available 

from: http://rchiips.org/nfhs/NFHS-5_FCTS/Tamil_Nadu.pdf 

11.  CDCBreastCancer. What Are the Risk Factors for Breast Cancer? [Internet]. Centers for 

Disease Control and Prevention. 2021 [cited 2022 Feb 17]. Available from: 

https://www.cdc.gov/cancer/breast/basic_info/risk_factors.htm 

12.  CDCCervicalCancer. What Are the Risk Factors for Cervical Cancer? | CDC [Internet]. 

2021 [cited 2022 Feb 17]. Available from: 

https://www.cdc.gov/cancer/cervical/basic_info/risk_factors.htm 

13.  Caplan L. Delay in Breast Cancer: Implications for Stage at Diagnosis and Survival. 

Front Public Health [Internet]. 2014 [cited 2022 Mar 24];2. Available from: 

https://www.frontiersin.org/article/10.3389/fpubh.2014.00087 

14.  ACS. Cervical Cancer Survival Rates | Cancer 5 Year Survival Rates [Internet]. 2020 

[cited 2022 Mar 24]. Available from: https://www.cancer.org/cancer/cervical-

cancer/detection-diagnosis-staging/survival.html 

15.  Kumar A, Bhagabaty SM, Tripathy JP, Selvaraj K, Purkayastha J, Singh R. Delays in 

Diagnosis and Treatment of Breast Cancer and the Pathways of Care: A Mixed Methods 

Study from a Tertiary Cancer Centre in North East India. Asian Pac J Cancer Prev 

APJCP. 2019 Dec 1;20(12):3711–21.  

16.  Jassem J, Ozmen V, Bacanu F, Drobniene M, Eglitis J, Lakshmaiah KC, et al. Delays in 

diagnosis and treatment of breast cancer: a multinational analysis. Eur J Public Health. 

2014 Oct;24(5):761–7.  



58 | P a g e  
 

17.  Majeed I, Ammanuallah R, Anwa AW, Rafique HM, Imran F. Diagnostic and treatment 

delays in breast cancer in association with multiple factors in Pakistan. East Mediterr 

Health J. 2021 Jan 1;27(1):23–32.  

18.  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 Jan 4;6(1):e009905.  

19.  Heath J, Paulishak M, Kasales C, Schubart J, Kass R. Reasons symptomatic breast 

cancer patients delay seeking medical care. J Unexplored Med Data. 2019 Apr 30;4:3.  

20.  Poum A, Promthet S, Duffy SW, Parkin DM. Factors associated with delayed diagnosis 

of breast cancer in northeast Thailand. J Epidemiol. 2014;24(2):102–8.  

21.  Tesfaw A, Alebachew W, Tiruneh M. Why women with breast cancer presented late to 

health care facility in North-west Ethiopia? A qualitative study. PloS One. 

2020;15(12):e0243551.  

22.  Bonsu AB, Ncama BP. Recognizing and appraising symptoms of breast cancer as a 

reason for delayed presentation in Ghanaian women: A qualitative study. PloS One. 

2019;14(1):e0208773.  

23.  Benemariya E, Chironda G, Nkurunziza A, Katende G, Sego R, Mukeshimana M. 

Perceived factors for delayed consultation of cervical cancer among women at a selected 

hospital in Rwanda: An exploratory qualitative study. Int J Afr Nurs Sci. 2018 Jan 

1;9:129–35.  

24.  Burgess C, Hunter M, Ramirez A. A qualitative study of delay among women reporting 

symptoms of breast cancer. Br J Gen Pract J R Coll Gen Pract. 2002 Jan 1;51:967–71.  

25.  Datchoua Moukam AM, Embolo Owono MS, Kenfack B, Vassilakos P, Petignat P, 

Sormani J, et al. “Cervical cancer screening: awareness is not enough”. Understanding 

barriers to screening among women in West Cameroon-a qualitative study using focus 

groups. Reprod Health. 2021 Jul 9;18(1):147.  

26.  Pruitt L, Mumuni T, Raikhel E, Ademola A, Ogundiran T, Adenipekun A, et al. Social 

barriers to diagnosis and treatment of breast cancer in patients presenting at a teaching 

hospital in Ibadan, Nigeria. Glob Public Health. 2015;10(3):331–44.  

27.  Gakunga R, Kinyanjui A, Ali Z, Ochieng’ E, Gikaara N, Maluni F, et al. Identifying 

Barriers and Facilitators to Breast Cancer Early Detection and Subsequent Treatment 

Engagement in Kenya: A Qualitative Approach. The Oncologist. 2019 

Dec;24(12):1549–56.  

28.  Marlow LAV, McGregor LM, Nazroo JY, Wardle J. Facilitators and barriers to help-

seeking for breast and cervical cancer symptoms: a qualitative study with an ethnically 

diverse sample in London. Psychooncology. 2014 Jul;23(7):749–57.  

29.  Mwaka AD, Okello ES, Wabinga H, Walter FM. Symptomatic presentation with 

cervical cancer in Uganda: a qualitative study assessing the pathways to diagnosis in a 

low-income country. BMC Womens Health. 2015;15:15.  



59 | P a g e  
 

30.  Gebremariam A, Addissie A, Worku A, Assefa M, Kantelhardt EJ, Jemal A. 

Perspectives of patients, family members, and health care providers on late diagnosis of 

breast cancer in Ethiopia: A qualitative study. PloS One. 2019;14(8):e0220769.  

31.  BUSPM. The Health Belief Model [Internet]. 2019 [cited 2022 Mar 27]. Available 

from: https://sphweb.bumc.bu.edu/otlt/mph-

modules/sb/behavioralchangetheories/behavioralchangetheories2.html 

32.  Rivera-Franco MM, Leon-Rodriguez E. Delays in Breast Cancer Detection and 

Treatment in Developing Countries. Breast Cancer Basic Clin Res. 2018 Jan 

1;12:117822341775267.  

33.  Walter F, Webster A, Scott S, Emery J. The Andersen Model of Total Patient Delay: A 

Systematic Review of Its Application in Cancer Diagnosis. J Health Serv Res Policy. 

2012 Apr;17(2):110–8.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



60 | P a g e  
 

 

 

 

 

 

 

 

 

 

ANNEXURES 

 

 
 



61 | P a g e  
 

ANNEXURE – I: ETHICS APPROVAL LETTER  

1) TNMGRMU IEC 
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2) Kilpauk Medical College (Government Royapettah Hospital) IEC 
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3) Adyar Cancer Institute IEC 
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4) DMS Approval Letter – For Stakeholders Interview 
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ANNEXURE II – BILINGUAL INFORMED CONSENT FORM  

(English & Tamil) 
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ANNEXURE III – QUESTIONNAIRE AND INTERVIEW GUIDE 

1) Socio-demographic Proforma 

2) Cancer Patient Interview Guide (For both FGD/ IDI) 

3) Non-Cancer participant Interview Guide (For both FGD/IDI) 

4) Stakeholder Interview Guide (For IDI) 

 

1) Socio-demographic Proforma 
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2) Patient Interview Guide (For FGD & IDI) 
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3) Non-Cancer participant interview guide (For FGD & IDI) 
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4) Stakeholder Interview Guide (For IDI) 
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ANNEXURE IV – GANTT CHART (EXECUTION) 

TASKS COMPLETED OCTOBER NOVEMBER DECEMBER JANUARY FEBRUARY MARCH APRIL MAY 

Ethical Clearance           

Induction & Orientation          

Sampling and Selection 

of participants          

Data Collection tool & 

Piloting          

Conduct of study            

Data Entry and Coding           

Analysis & Expert 

review            

Report writing            

Final submission           

 

ANNEXURE V – STUDY SITE PHOTOS 

1) Experts Meeting – September 2021 

 

2) Project Site – Oncology ward, GRH, Chennai 
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(During Focus Group Discussion I) 

 

(During Focus Group Discussion II) 

           

(During In-Depth Interview) 

3) Project Site – Gynaecology OPD, IOG, Chennai 
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(During In-Depth Interview among Non-cancer participants) 

 

4) Project Site – Cancer Institute (WIA), Adyar, Chennai 
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(During In-depth Interview) 
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5) Project Site – Arignar Anna Regional Cancer Hospital, 

Kancheepuram (For Stakeholder interview) 

 

    

6) Project Site – Radiation Oncology ward, MMC, Chennai 
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(During Stakeholder Interview) 
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7) Experts Meeting (Virtual) – January 2022. 

 


