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Abstract

Objective: A mixed‐methods systematic review to determine reported symptoms,

concerns, and experiences of women living with and beyond breast cancer in Africa.

Methods: Literature searches were conducted in Medline, Embase, PsycINFO,

Global Health, Web of Science, CINAHL, and the Cochrane Library. Quantitative

and qualitative studies that comprised study populations of women with breast

cancer from countries in Africa, detailing symptoms, concerns, and experiences of

living with and beyond breast cancer were included. Inductive framework analysis

was applied to organise existing literature with the Adversity, Restoration, and

Compatibility framework and quality was assessed using the Mixed Methods

Appraisal Tool.

Results: In total, 48 studies were included, comprising quantitative (n = 24), qual-

itative (n = 23) and mixed method (n = 1) studies. Women reported multiple

complex and burdensome symptoms at all stages of the breast cancer disease tra-

jectory. Multiple pervasive factors influencing participants' experiences included a

lack of cancer knowledge, being removed from decision‐making, religion, and the

presence and use of traditional medicines. Literature relating to benefit finding,

understanding identity for the future, and broader perspectives of well‐being was

absent.

Conclusions: This review contributes insights and mapping of symptoms, concerns,

and experiences of women with breast cancer in Africa. There is a great necessity to

increase an understanding of the needs and experiences of women with breast

cancer in Africa following cancer treatment, stages of remission, and longer‐term
monitoring and follow‐up. This is required to ensure access to prompt and timely

clinical and individualized supportive care for women with breast cancer in Africa.
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1 | BACKGROUND

Across the continent of Africa, there was an estimated cancer inci-

dence of 1.2 million new cases and 763,843 deaths in 2022, projected

to rise to 2.1 million cases and 1.4 million deaths by 2040.1 Pro-

jections suggest that within 10 years, more than half of all new

cancer cases will occur in low and middle‐income countries.2,3 The

most common cancer worldwide is breast cancer, which continues to

have a large impact on cancer deaths globally.4 In Africa, breast

cancer was the most common cancer in 2022, with an estimated

198,553 cases and 91,252 deaths, with rates projected to double by

2040.1 Increases in breast cancer incidences in Africa are associated

with changing economic and cultural trends across the region,

including women having fewer children or having children later, re-

ductions in activity levels, changing diets, alcohol consumption, and

using skin lighteners and hormone modulators in skincare and hair

products, all of which are breast cancer risk factors.2,3,5,6 This is

combined with increasing evidence of genetic predispositions and

gene‐environmental interactions leading to increased risk of breast

cancer, although further research is required that is specific to

countries in Africa.7,8 Furthermore, cancer care in Africa is charac-

terised by late‐stage clinical presentation, limited funding, and

restricted access to curative therapies.9–13 These factors contribute

to high mortality rates from breast cancer in the region,3 with late

presentation itself driven by multiple factors, including a lack of or

unaffordability of screening services.14,15

Despite the high prevalence of breast cancer in Africa, there re-

mains an urgent need for research to guide effective breast cancer

control strategies.16 Recently a pathway has been derived from qual-

itative research to depict the trajectory of breast cancer.17 The

pathway includes stages of cancer experienced by patients from pre‐
diagnosis to survivorship and, for some women, recurrence. Survivor-

ship in the context of the cancer pathway is aligned with the remission

of disease following a periodof treatment.However, inAfrica andmore

broadly low and middle‐income countries, notions of survivorship

remain an emerging phase of the cancer pathway. In Africa, health

systems have limited capacity to provide access to quality, long‐term
health care.18 This includes the physical, mental, emotional, social,

and financial effects of cancer that begin at diagnosis and continue

through treatment and beyond.19 An individual is considered a cancer

survivor from the time of diagnosis, and throughout the rest of his or

her life, inclusive of people living with, and free of, cancer.19 Survi-

vorship experiences also include issues relating to follow‐up care

(including regular health and wellness check‐ups), late effects of

treatment, cancer recurrence, secondary cancers, and quality of life,19

alongside care and support provided by family members, friends, and

caregivers.19 These factors, alongside the multi‐factorial nature of the
experience of living with cancer, have sought to be captured in a

recently developed ARC (Adversity, Restoration, and Compatibility)

Framework.20 The ARC framework is an overarching synthesis of how

peoplemake sense of their cancer experience that can be used as a tool

to define and operationalise the term living with and beyond cancer

and can guide the development of supportive cancer care services.

Understanding and developing cancer care in Africa is a research

priority21 yet there is currently limited research to understand the

experience of those living with and beyond cancer in this region.22,23

In particular, to the best of our knowledge, there has been no syn-

thesis of the existing literature on living with and beyond breast

cancer in Africa. This is of particular importance given a strong

gender dimension underpinning, for example, cancer stigma which

can lead to discriminatory attitudes that prevent women from

accessing cancer services.24 This review sought to:

� Synthesise existing literature on the physical and experiential as-

pects of living with breast cancer in Africa.

� Draw together evidence outlining the symptoms, concerns and

experiences of women living with and beyond breast cancer in

Africa.

� Guide locally appropriate responses and advocacy to ensure that

women with breast cancer have access to clinical and supportive

care to maximise the length and quality of their lives.

2 | METHODS

This systematic review was registered on the OSF platform (https://

doi.org/10.17605/OSF.IO/YSB3F). While originally planned as a

scoping review, the review extended to a more comprehensive, sys-

tematic review. Aligned with this approach, the review findings are

reported according to the Preferred Reporting Items for Systematic

Reviews and Meta‐Analyses guidelines.25

2.1 | Selection criteria

Our review sought to identify and synthesise reported symptoms,

concerns, and experiences of women living with and beyond breast

cancer in Africa, alongside determining the extent of research ap-

proachesused, and themethodological quality of existing primary data.

Initial scoping searches determined low numbers of published

research, so eligibility criteria remained broad (as specified in Table 1).

2.2 | Search strategy

A search strategywas developed using a combination of keywords and

medical subject headings with search terms developed around the

topics of ‘breast cancer’, ‘Africa’, ‘livingwithor experience’ or ‘survivor’.

Search strategies were optimised to identify literature within each of

the following databases: MEDLINE (Ovid), EMBASE (Ovid), PsycINFO,

Global Health, Scopus, Web of Science, CINAHL, and the Cochrane

Library and searches were carried out in May 2021 and updated in

February 2023. Key search terms were developed around each of the

search elements outlined in Table 1 (see Supplementary Files 1 and 2

for the full search strategies), with support from an information

specialist at the University of Leeds.
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2.3 | Data extraction and analysis

Literature identified from databases was exported to Endnote

reference management software and duplicates were removed. Title

and abstracts were screened (EOA), with discussion with a second

reviewer (MJA) where there was uncertainty around inclusion. The

full‐text review was undertaken by two reviewers (EOA and MJA)

with disagreements around the inclusion of a study decided by two

additional reviewers (KA and BE). Data extraction for included arti-

cles was completed using Microsoft Excel.

2.4 | Assessment of risk of bias in the included
studies

Thequality of the included studieswasassessedusing the2018version

of the Mixed Methods Appraisal Tool (MMAT).25 This tool is used to

assess the methodological quality of five categories of studies: quali-

tative, quantitative randomized controlled trials, quantitative non‐
randomized, quantitative descriptive, and mixed methods. For each

study design, therewas amethodological quality checklist consisting of

5 items. All the itemswere categorised as either ‘Yes’ ‘No’, or ‘Can't tell.

Two authors (EOA and MJA) assessed the risk of bias in the included

studies and differences were resolved through discussion. Quality

appraisal was not used to determine study inclusion.

2.5 | Data analysis

Narrative synthesis was used to derive the key findings across quan-

titative and qualitative studies.26 An inductive framework analysis was

applied to align the study findings of the quantitative and qualitative

studies with the ARC (Adversity, Restoration, Compatibility) frame-

work.20 The ARC framework is built from studies of personal experi-

ence, questioning the notion of chronicity associated with living with

and beyond cancer and is a conceptual framework intended to trans-

late the experience of living with and beyond cancer into meaningful

insights for shaping supportive cancer care. The key components of the

ARC Framework, including sub‐domains under each theme, are out-

lined in Table 2. In addition, a summary of the key findings across the

quantitative and qualitative ARC synthesis was used to provide a high‐
level overview of the key symptoms, concerns and experiences re-

ported across studies (see Supplementary File 3).

3 | RESULTS

3.1 | Characteristics of included studies

A total of 13,788 studies were identified. Following the removal of

4016 duplicates, 9772 studies had their titles and abstracts reviewed,

from which 206 studies were included for full‐text review. Of these,

T A B L E 1 Eligibility criteria.

Search

element Inclusion criteria Exclusion criteria

Population � Studies that involved research reporting experiences of women

in African countries, or where data relating to African countries

can be extracted
� Studies that included women with breast cancer

� Studies that focused on cancers other than breast cancer
� Studies where breast cancer data cannot be disaggregated
� Studies focused on the natural sciences relating to breast can-

cers (e.g., genetic risk factors)
� Studies focusing on the diagnosis of breast cancers

Intervention None applied None applied

Outcomes � Studies reporting on symptoms, concerns and experiences of

women living with and beyond breast cancer

None applied

Study type � Primary data (quantitative, qualitative, and mixed methods

studies)
� Studies published in English

� Systematic reviews, grey literature, conference papers, opinions,

editorials, theses, dissertations, and unpublished studies

T A B L E 2 The ARC framework.20

Adversity: realizing cancer Restoration: readjusting to life with cancer Compatibility reconciling cancer

Life changing impact of diagnosis Disease knowledge and experience Benefit finding

Disclosing and talking about cancer Changes in outlook Offering peer support and willingness to help others

Shifts in relationship Confidence in Healthcare Identity for the future

Impact of treatment Appraising illness and values in life Broader perspectives of wellbeing

Hope for the future Lifestyle changes

Pathway to diagnosis Importance of social support

Effects of symptoms

Lack of support

ASUQUO ET AL. - 3 of 11
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42 were found to be conference papers, and 158 did not meet the

inclusion criteria and were excluded (see Figure 1).

In total, 48 studies were included, comprising quantitative28–51

(n = 24), qualitative52–74 (n = 23) and mixed methods75 (n = 1)

studies. All included studies were published between 1998 and 2022

and represented data from countries (n = 10) in Africa and covered

the five regions of Africa (central, eastern, southern, western, and

northern) with at least one study from each region. Their distribution

includes West Africa (Nigeria (n = 12) (quantitative studies

(n = 4)33,35,41,50), (qualitative studies (n = 8)53–56,58,60,66,71); Ghana

(n = 11) (quantitative studies (n = 6)31,32,36,39,48,51), (qualitative

studies (n = 5)57,61,63,69,72); Mali (n = 1) (quantitative studies

(n = 1)29)); Central or Middle Africa (Cameroon (n = 1) (quantitative

studies (n = 1)28)), Southern Africa (South Africa (n = 9) (quantitative

studies (n = 1)34), (qualitative studies (n = 8)59,62,64,65,67,68,70,73)), East

Africa (Ethiopia (n = 9) (quantitative studies (n = 7)30,37,40,42,44,46,47)

(qualitative studies (n = 1)74) (mixed method studies (n = 1)75);

Zambia (n = 1) (qualitative studies (n = 1)52); Kenya (n = 1) (quan-

titative studies (n = 1)49)) and North Africa (Sudan (n = 2) (quantita-

tive studies (n = 2)38,45); Morocco (n = 1) (quantitative studies

(n = 1)43)). The mean age of participants reported across studies

ranged from 39.9 to 58.5 years, with participant ages ranging from 21

to 99 years. For studies where the stage of cancer was reported, it

was common for participants to predominantly report living with

either stage 3 or 4. The included mixed methods study adopted a

systematic qualitative participatory approach as such findings fit into

the qualitative studies and there was no need to also analyse it as a

quantitative study. The sample size of the studies is as follows: for

the qualitative studies they ranged between 3 and 32 participants

per study, the mixed methods study involved 69 participants, while

the quantitative study ranged between 60 and 1463 participants

(Suppplementary File 7: Table 3).

3.2 | Quality of included studies

Broadly, most included studies fulfilled the criteria outlined in the

MMAT tool. All 23 qualitative studies and the only mixed methods

study fulfilled all the criteria. Only one of the 24 quantitative studies,

had a high risk of non‐response bias. Also, for three of the 24

quantitative studies, we could not determine if the sample size was

representative of the target population (see Supplementary File 4).

3.3 | Summary of findings from the quantitative
research

Quantitative studies were largely conducted in tertiary, teaching or

government hospitals or a combination.28–51 The aim of studies

varied from those determining: (i) the quality of life of breast cancer

patients40,41,43,45 (typically explored using the Functional Assessment

of Cancer Therapy‐Breast,41,50 European Organisation for Research

F I G U R E 1 Preferred Reporting Items for Systematic Reviews and Meta‐Analyses flow chart.27
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and Treatment of Cancer for cancer and breast cancer patients

respectively (EORTC QLQ‐C30 and EORTC QLQ‐BR23),37,38,43,44 the
Brief‐COPE,32,50 and the Mini‐Mental Adjustment to Cancer Scale,35

see (Suppplementary File 7: Table 3), (ii) coping strategies of women

with breast cancer,32,46,50 (iii) psychological, psychosocial concerns,

information needs, unmet needs, and fears,31,33–36,39,42,47–49 and (iv)

women's experiences with the health systems.28–30,51 Findings from

studies are presented below, aligned with the ARC framework (see

Supplementary File 5).

3.3.1 | Adversity: Realising cancer

Delays in a breast cancer diagnosis ranging from more than 3–

12 months were common, including instances of more than 2 years.

Delays were associated with health system factors (i.e., inaccurate

diagnosis by health care provider, non‐referral to oncologists, no

specialists available, no appointments/long waiting times) and indi-

vidual factors (i.e., fear of cancer and surgery, lack of knowledge of

signs and symptoms, preference for complementary and alternative

medicine (CAM), the cost of treatment, and distance to a health fa-

cility).28–31,41 Many women used more than one type of CAM with

almost half of them using it before seeking medical care.28–31 Par-

ticipants reported feelings of being worried, frightened, shocked

about their diagnosis, afraid of death, depressed and anxious about

their illness.31–36,42 Across studies, participants also reported being

fearful of cancer spreading to other parts of their bodies, reoccur-

rence, type of treatment and treatment side effects/adverse effects,

cost of treatment and not having enough money for treatment, dis-

tance and transport to treatment, stigmatisation, in addition to body

image fears, loss of self‐esteem, feeling less feminine, worries about

their families and their marriages ending in divorce, job loss and

missing appointments.28,30–36,39

During and after treatment, commonly experienced physical

symptoms included fatigue, trouble sleeping, pain, burnout, sexual

dysfunction, appetite loss, diarrhoea, constipation, nausea, and

vomiting, alongside worry relating to body image and hair

loss.32,37,38,40,42 Studies reported that women generally had low

quality‐of‐life scores across multiple domains during treatment cy-

cles37,38,41,44 and that younger women, in particular, were likely to

experience reduced emotional well‐being.41 For participants access-
ing healthcare, instances of health workers lacking empathy were

reported, indicating adequate emotional support was not received,

alongside a lack of information about their treatment (pre and

post).31,35,39,43,45–47,49 Commonly reported needs of participants

across studies included those relating to information (e.g., diagnostic,

treatment and management information, physical care information,

psychosocial information, and disease‐specific and prognosis infor-

mation),35,39,47–49 sexuality,35,39 psychological health49 and reli-

gion.35,39 Many studies showed that most of the women had financial

issues and were unable to pay for treatment, transport, and other

costs associated with their cancer.30,38,39,43,45,46

3.3.2 | Restoration: Readjusting life with cancer

Participants strived for normalcy after cancer using active and pas-

sive coping strategies.32,45,46,50 In one study, religious coping was the

most commonly used active coping strategy.32 Support was gotten

from one or multiple sources (e.g., children, spouses, family, friends,

religious bodies, churches, the community, employers, and support

groups). Support included financial, companionship (e.g., to hospital

appointments), emotional (e.g., religious organisations) and psycho-

logical and counselling support from health care providers.31–33,42,45

As regards confidence in healthcare, women who had a good rela-

tionship with their doctor and were involved in decision‐making
regarding their treatment had higher overall quality of life.51

3.3.3 | Compatibility: Reconciling cancer

There was a lack of literature that aligned with the compatibility

construct of the ARC Framework.

3.4 | Summary of findings from the qualitative
research

Qualitative studieswere conducted across a rangeof settings including

tertiary, teaching and government hospitals,52,54–59,61–66,68–70,72,73,75

non‐governmental organisations,60,67 private hospitals53,71 and the

community.74 Studies sought to understand the lived experiences of

womenwith breast cancer52,53,55,57,61–63,65,66,72,75,76 including cultural

and social influences and support received and from

whom,54,60,64,67,71,73,74 alongside understanding patterns of initial

symptoms and their management56,58,59,68,69 (Suppplementary File 7:

Table 3). Thefindingsof studies as alignedwith theARC frameworkare

presented below (see Supplementary File 6).

3.4.1 | Adversity: Realising cancer

Many women did not realise changes in their breasts could be signs

of breast cancer and the lack of knowledge about signs and symp-

toms of breast cancer contributed to delays in receiving a diag-

nosis,52–56,66,75 along with the distance to the cancer centre as many

women lived far away.59 Breast cancer symptoms worsened before

women began to seek information about their disease and identify

healthcare providers.56,58,75 Some women blamed themselves for not

seeking healthcare earlier; listening instead to what they subse-

quently viewed as poor advice from family, friends, and pas-

tors.52,55,56,58,64,66,71 Across some studies, women believed that

breast cancer was a disease inflicted by an enemy, a spiritual attack,

also called an arrow, and could only be treated with traditional

medicine.54,56,58 Traditional approaches were also thought to be

better for their pain and extending life73,74 and often they did not
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inform their healthcare providers that they were using CAM.73 In

addition, many women attended churches and prayer houses,

assuming their breast cancer to have a spiritual cause or be a charm,

with some refusing medical treatment, instead fasting, praying,

drinking holy water, and using holy mud or soil, only engaging with

cancer treatments when their cancer had progressed.58,60,65,75 In a

study conducted in Ethiopia, breast cancer was reported to poten-

tially be caused by mich (an Ethiopian ethnomedical category roughly

equivalent to ‘bad air’).75

Studies commonly reported experiencing health service‐related
barriers to appropriate care (e.g., health professionals misdiagnosing

their breast cancer, even after multiple attendances at health facil-

ities52,54–56,59–61,63,64). Additional barriers contributing to delays in

accessing care included language barriers where English was not a first

language and the need for translators to communicate with health

professionals.59 Furthermore, many women who had no formal edu-

cation were unable to read information pamphlets about breast can-

cer59 andwere unsure of the relevance of information sought online.66

A diagnosis of breast cancer changed the lives of women, with fear

of death and distress about possible treatment processes common-

place. Participant accounts include experiences of emotional turmoil,

shock, depression, sadness, and disbelief.52,53,56,57,60–63,65–67,75 Many

participants subsequently realised that many of their initial views

about breast cancer were not correct (e.g., it only affects older

women,53 is untreatable,75 associated with dying52,56,61,75). Women

also reported uncertainty around the impact of breast removal and

treatment(s) on the remainder of their lives, whether the cancer would

spread,77 concerns about recurrence68 and feeling cancer is a shameful

and dangerous disease.60,61,63,68

Many women did not feel comfortable revealing their cancer

diagnosis to others because of fears of stigma and perceptions about

breast cancer and were selective with disclosure. Where a cancer

diagnosis was disclosed, many participants reported feeling stigma-

tised by their family, community, and church52,56,57,61,62,64,71,72; in

one study a family believed breast cancer to be contagious and

prevented a participant from feeding her son and provided her with a

different set of plates and cutlery.61

Before commencing treatment, many women felt there was a

need to get cancer out of them, with fear that it would otherwise take

over them and they would have no control of it.65 During treatment,

many women experienced symptoms and side effects, including fa-

tigue, nausea and vomiting, loss of appetite, altered food taste,

diarrhoea or constipation, skin discolouration, loss of nails, swollen

feet, bloated, oral mucositis, anorexia, alopecia, sore mouth, weight

gain or loss, pruritus vulvae, insomnia or drowsiness, and

dysphagia.52,55,57,62,72,75 Symptoms and the experience of living with

cancer were pervasive in participants' lives. Wives and mothers were

no longer able to perform their roles,52,57,62,68,71 sexual activities

were affected by the loss of libido and cessation of menses in some

premenopausal women,66 and participants reported feeling angry

and aggressive.66 Participants reported feeling a mix of being

incomplete, no longer feeling like women, unfeminine, abnormal,

alien, uncomfortable and artificial, parts of them lost and their new

post‐cancer bodies as foreign and not part of them.52,55,57–59,63,65,70

Many participants avoided social interactions because they did not

want to have to explain changes to their bodies.60,72 Despite some

women feeling despair, many expressed hopes that they will not die

from breast cancer, often citing faith in God and a greater appreci-

ation of ‘God's gift of life’.54–56,67,68,71 Many women did not report

receiving adequate support from their healthcare providers and were

not fully informed about their diagnosis, treatment, and post‐
treatment options. Many felt their doctors had told them about

their diagnosis and treatment in a causal manner and they were not

permitted to participate in treatment decisions.52,53,55,59,60,63,65,66,72

3.4.2 | Restoration: Readjusting life with cancer

Some women tried to normalize their experiences, comparing them

to other diseases.65,68 Across numerous studies, participants drew

on religion to cope with their disease, with faith in God increasing

for some women.54,55,60,67–71 Adaptation to the sequelae of breast

cancer included wearing a wig,61,68 alongside those who had un-

dergone a mastectomy using folded rags, handkerchiefs, and gauze

in their brassier to act as a breast prosthesis.61 Social support

played a role in helping women cope with their cancer. Women

received support in cash and kind from members of their commu-

nity, religious organizations, workplaces, and the health facilities

that they attended.52–56,60,62,66–72

3.4.3 | Compatibility: Reconciling cancer

Many women felt there had been benefits to their cancer experience.

They reported spiritual and personal growth and that they were

special and chosen for a purpose, enabling them to have a more

positive experience with God.68,70 Women reported feeling they had

become wiser and stronger and better able to cope with the fear and

distress that come with breast cancer, alongside having a better

appreciation of life.65,68 Another approach to reconciling their

experience of cancer was downward social comparison68 comparing

their own experiences to other women in worse situations with a

cancer diagnosis.68 Women reported that their experience enabled

them to empathise with and encourage other women with cancer,

whilst encouraging women without cancer to engage in preventative

measures and engage with breast cancer screening services.65,68

4 | DISCUSSION

This study draws together evidence on symptoms, concerns, and

experiences across all phases of the cancer trajectory for women

living with and beyond breast cancer in Africa. These include the

need to address a lack of knowledge about breast cancer among

women and health providers, alongside its signs and symptoms. The

lack of awareness on the part of women and health providers

6 of 11 - ASUQUO ET AL.
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resulted in numerous personal and health system delays in diagnosis

and treatment. Many women felt uninformed about important as-

pects of their care and treatment at the pre‐ and post‐treatment
phases and were not satisfied with their relationship with their

healthcare providers. Participants across the included studies

commonly reported shock at their diagnosis and a need for psycho-

logical and social support. Support was often sought from partners,

family, and communities, including financial and spiritual support.

Multiple factors were identified that influenced participants' behav-

iour and decision‐making, including religion and spirituality, body

image, stigma and discrimination, and cultural beliefs about the

causes and transmissibility of breast cancer. Several studies outlined

participants who used traditional medicines, with some participants

using these in combination with Western medication. The findings

from this review can be used to explore how health services can

adapt and develop breast cancer survivorship care in Africa to meet

the multitude of symptoms and concerns highlighted in this review.

A dominant theme throughout the studies was a lack of infor-

mation and support. This caused delays for most of the women

before diagnosis and continued to hinder access to timely care

following treatment. These delays continue to be a major factor

hampering breast cancer survival in Africa and low and middle‐
income countries beyond the region.78 For those accessing treat-

ment, concerns about reoccurrence were common, with no reporting

of post‐treatment planning. To prepare women for active treatment

to long‐term survivorship, the Commission on Cancer and the Insti-

tute of Medicine outline that women should have a survivorship care

plan.79 This involves providing people with a complete treatment

summary and a comprehensive plan for follow‐up for those

completing their primary cancer treatment. A Survivorship Care Plan

would also be provided to the patient's primary care providers. Such

a plan would inform patients (and their providers) of the long‐term
effects of cancer and its treatment, identify psychosocial support

resources in their communities, and provide guidance on follow‐up
care, prevention, and health maintenance.19,79 Survivorship Care

Plans are very welcome by patients but not all healthcare systems

are willing and able to implement them,80,81 and they are underde-

veloped in the context of low‐ and middle‐income countries.82,83 This
is particularly problematic post‐treatment, where a need for survi-

vorship education increases, with long‐term treatment effects and

limited training in their management across the healthcare work-

force.84–86 The adaptation and implementation of patient‐centred
approaches that prioritize each patient's individual needs, and seek

to support timely communication and guidance to women with breast

cancer, their families and the health workers who care for them

should be explored in future breast cancer research in Africa.87,88

The application of the ARC framework guided the organisation

and mapping of symptoms, concerns, and experiences of women with

breast cancer in Africa. By aligning existing literature with the ARC

framework, it is possible to identify gaps in the evidence base.

Broadly, the ARC framework themes of adversity and restoration

captured the foci of most qualitative studies included in the review.

Notably, literature outlining findings relevant to the Compatibility

theme was lacking. This suggests limited literature relating to benefit

finding, understanding identity for the future, and broader perspec-

tives of wellbeing. This may be a product of oncology care in Africa,

where presentation is often advanced, intense symptom management

is required, and limited provision constrains access to palliative

care.89,90 The ARC Framework provided a useful template for

organising the literature within this review but may require

augmentation to reflect the experiences of women with breast can-

cer in Africa. Possible additional subthemes might include sociocul-

tural beliefs, intersectionality, the use of CAM, and language barriers

faced when accessing health facilities.

4.1 | Clinical implications

This review has synthesised existing literature on the physical and

experiential aspects of living with breast cancer in Africa. Drawn

together, this evidence can inform the planning of service responses

alongside advocacy to ensure that women with breast cancer receive

access to clinical and supportive care that can maximise the length

and quality of their lives. This study has highlighted areas that can be

explored, including the role of cancer survivorship plans to support

the identification of needs and targeting of support for women with

breast cancer. In addition, key areas to target future intervention

development include (i) providing tailored, context‐appropriate in-

formation across the whole disease trajectory to address knowledge

and information needs; (ii) exploring communication skills and ap-

proaches for health workers supporting women with breast cancer

that include considerations of post‐treatment management, and (iii)

increasing the availability and accessibility of psychosocial support

for women with breast cancer across all stages of the disease tra-

jectory. An understanding of women's experiences of living with and

beyond breast cancer in Africa is key to ensuring that the needs of all

women irrespective of their location are considered in the develop-

ment of clinical care and services in Africa.

4.2 | Study limitations

A comprehensive search strategy across multiple research databases

was used. However, there is a possibility that eligible studies may have

been unintentionally excluded, particularly those relating to post‐
treatment management and support for women with breast cancer.

In Africa, cancer care for women with breast cancer post‐treatment,
including aspects such as longer‐term management, monitoring, and

recurrence, appears to be lacking in the literature. Terminology around

survivorship and its meaning is evolving in Africa.91While efforts were

made to ensure the search strategies included all relevant terms, they

may not have captured the full extent of the literature reporting

relevant evidence relating to the evolving notion of breast cancer

survivorship in the region. In addition, the findings were limited to the

experiences of women in 10 countries in Africa. Whilst representing

countries fromeachof the fivemajor geographical regions of Africa,we
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cannot generalise findings to the entire region. Two elements of our

approachneed tobe considered concerning the reviewfindings. Firstly,

the review limited studies to those in the English language, so we may

not fully report the breadth of findings available across the research

literature. Secondly, due to resource constraints, we did not include

searches of grey literature, which may have helped to reduce publi-

cation bias and increased the comprehensiveness and balance of the

evidence presented.

4.3 | Conclusions

This review contributes insights and mapping of the symptoms,

concerns, and experiences of women with breast cancer in Africa.

Multiple informational, psychological, and social needs and areas for

the development of care for women living with and beyond breast

cancer in Africa were identified, notably during the post‐treatment
phase. Understanding the needs and priorities of women with

breast cancer in Africa will help to ensure quality survivorship care

and that every woman with breast cancer receives the right care and

support to maximise the length and quality of their life.
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