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ABSTRACT
Objectives Multiple social- cultural and contextual factors 
influence access to and acceptance of cancer treatment 
in Ghana. The aim of this research was to assess existing 
literature on how these factors interplay and could be 
susceptible to local and national policy changes.
Design This study uses a critical interpretive synthesis 
approach to review qualitative and quantitative evidence 
about access to adult cancer treatment services in 
Ghana, applying the socioecological model and candidacy 
framework.
Results Our findings highlighted barriers to accessing 
cancer services within each level of the socioecological 
model (intrapersonal, interpersonal community, 
organisational and policy levels), which are dynamic 
and interacting, for example, community level factors 
influenced individual perceptions and how they managed 
financial barriers. Evidence was lacking in relation to 
determinants of treatment non- acceptance across all 
cancers and in the most vulnerable societal groups due to 
methodological limitations.
Conclusions Future policy should prioritise multilevel 
approaches, for example, improving the quality and 
affordability of medical care while also providing 
collaboration with traditional and complementary care 
systems to refer patients. Research should seek to 
overcome methodological limitations to understand 
the determinants of accessing treatment in the most 
vulnerable populations.

INTRODUCTION
Cancer is a growing burden in low and 
middle income countries (LMICs).1 2 Despite 
efforts by the WHO to prioritise tackling 
cancer inequity, hurdles remain due to the 
limited evidence to inform cost- effective 
decision- making and the high expense of 
cancer control.1 In Ghana, cancer treatment 
is focused in large referral centres in major 
cities, with disparity in resources and health 
worker expertise in rural areas and limited 
coverage of the National Health Insurance 
Scheme (NHIS).3–7 Policy efforts to expand 
cancer services are further hindered when 
patients prioritise traditional alternatives 
over orthodox cancer services.8 Multiple 

social- cultural, economic and health system 
factors can influence how patients access, 
navigate and choose suitable cancer care in 
Ghana.3 In addressing this, there is a rela-
tive lack of public health surveillance data. 
There have been recent attempts to reconcile 
this,9 but a comprehensive understanding 
remains elusive. One alternative approach is 
to consider the relevance of theory.

Socioeconomic model and candidacy framework 
perspectives on cancer treatment access
One important way of understanding the 
complexity and various factors previously 
described in relation to cancer treatment 
service access is to consider this in terms of the 
socioecological model.10 This has been used 
in many settings to map barriers to healthcare 
engagement from a systems perspective.11 12 
The socioecological model considers the indi-
vidual within an ecosystem of intrapersonal, 
interpersonal, community, health organisa-
tional and policy influences. This has been 
applied extensively to map systems factors 
since it was developed by Bronfenbrenner,10 
including health behaviours in several 
African settings.11 12 The process of an indi-
vidual accessing cancer services is dynamic 
and delays in access can occur at multiple 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ A strength of this study is the combination of pur-
posive and systematic searches, and the reflexive 
approach to developing the search strategy which 
enabled it to cover a wide range of articles.

 ⇒ Additionally, the critical interpretive synthesis in-
volved a critique of the literature to identify method-
ological limitations and research gaps.

 ⇒ However, as only published academic articles are 
included in this study, it may overlook other forms 
of evidence, including locally generated and day- to- 
day working understandings.

 ⇒ The interpretation of the evidence will reflect the in-
herent biases in world view of the lead author.
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stages. Patients may experience barriers presenting at 
services, negotiating the care pathway, being offered and 
accepting treatment. A critical interpretive synthesis (CIS) 
exploring health access in the UK13 highlighted that this 
involves dynamic interactions between the individual, the 
health environment, and health professionals. The term 
‘access’ often overlooks this dynamism, while terms such 
as ‘uptake’ provide a narrow view that overlooks patient 
demand and service navigation afterwards.

The candidacy framework provides a multistage inter-
acting process of patient access holistically. For example, 
negotiation of services is overlooked in asylum seekers 
and refugees.14 van der Boor and colleagues described 
candidacy in two broad stages: ‘access’ (identification 
of eligibility, navigation of services) and ‘negotiation’ 
(permeation of services, appearance, adjudications, 
offers and resistance, and dynamic interactions with local 
services).14 Candidacy has been applied to understand 
patient- doctor interactions influencing cancer health 
seeking behaviours15 and in an African context.16

This paper builds on the issue of factors relating to 
cancer treatment service access in LMIC settings such as 
Ghana by presenting the findings of an evidence review 
that was informed by theory. The primary aim was to 
systematically review and critique literature from a systems 
perspective to understand factors influencing cancer 
treatment service access in Ghana. A further aim was to 
assess the strengths and limitations of methods associated 
with existing research relating to this topic.

METHODS
Using the RETREAT (Review question, Epistemology, 
Timescale, Resources, Expertise, Audience/purpose, 
Type of data) framework,17 CIS was considered to be the 
most suitable approach.13 CIS has been used in a variety 
of policy and health service settings18–20 and combines 
systematic and purposive approaches to identify multiple 
types of evidence and identify themes following an 
evidence critique. This involves considering how the 
problem has been constructed, underlying assumptions 
and epistemology, and how this has influenced the meth-
odology and conclusions.13

Search strategy and literature search
The search strategy to find articles on access of adult cancer 
treatment in Ghana was developed using the question 
framework PerSPECTiF (Perspective, Setting, Phenom-
enon of interest, Environment (optional Comparison) 
Timing, Findings)21 in consultation with an information 
specialist. First, primary systematic searches were under-
taken. This was tested and refined through pilot searches, 
before conducting comprehensive searches in Medline 
(via OVID), Web of Science, CINAHL and African Index 
Medicus. These databases were chosen following Univer-
sity of Sheffield librarian advice, and after the initial data-
base scoping exercise in Medline (via OVID) and Google 
Scholar. The database search strategy and terms used can 

be found in online supplemental table 1. Initial searches 
were conducted on 26 March 2021 and the databases 
were searched for updates on 29 March 2022. Search 
terms were composed of multiple equivalent thesaurus 
terms and phrases to cover three elements: Ghana, 
health service access/uptake of services and cancer. Hand 
searches were performed using citation follow- up, iden-
tified relevant individual journals and in the reference 
listed of included papers.

Study selection
The lead author (CZT) screened all titles and abstracts 
using an agreed inclusion criteria, while two other authors 
(RA, RC) conducted quality checks of 10% of the sample 
screened. Any disagreement was discussed and settled 
among authors. Initial screening highlighted ambiguity 
in the screening criteria, which was further refined to 
ensure consistency prior to formal selection. Inclusion 
criteria included only primary research conducted with a 
10- year time frame to align with Ghana’s increased policy 
interest in efficiently expand national health insurance 
packages.6 Initial screening highlighted the need for 
a focused exclusion criteria which was again informed 
by the question framework PerSPECTiF.21 Applying the 
PerSPECTiF framework, the phenomenon of interest 
(‘access’) was defined holistically through the candidacy 
framework.13 Thus, article screening sought to include 
articles relating to access throughout the entire patient 
pathway. The setting included all levels of the socioeco-
logical model to provide a systems perspective. Potentially 
qualifying abstracts were read in full, and only the full 
texts papers that meet the review inclusion criteria were 
included and reviewed.

Data extraction and synthesis
Data were extracted from included papers to facilitate 
decision- making and an audit trail (see data extraction 
in the online supplemental material). The lead author 
(CZT) used a standardised data collection form to 
extract data from the included studies. To eliminate data 
extraction bias, two reviewers (RA and RC) checked 10% 
of the extraction. There was no discrepancy observed 
between the lead author extraction and the sample 
reviewed. Key data extracted were setting, approach, 
population and sample, methods design, sampling, data 
analysis, cancer and stage studied, and the corresponding 
texts cross- tabulated against the socioecological model10 
and the candidacy framework. Data were collected as 
line of arguments.13 First order constructs (taken directly 
from the data in articles) and second order constructs 
(author reports from articles) were extracted and sepa-
rately noted within the framework. It was noted where 
study authors made further (secondary) inferences and 
assumptions from data that were not primary findings, 
but relevant to the themes. Researchers’ limitations 
were recorded. The data were segregated into qualita-
tive, quantitative and mixed methods studies and each 
interpreted qualitatively. A synthesising argument13 was 
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applied to map first and second order findings across 
studies to interpret the evidence and to create new 
concepts that draw on the whole body of evidence (third 
order/synthetic constructs). Inferences were mapped 
across the studies to enable the body of evidence to be 
critiqued by research question construction, methods, 
and conclusions and how these fit into the general find-
ings, to identify trends in the literature and limitations 
with current approaches. To bring together themes in 
candidacy, the candidacy framework was summarised 
into three main stages. van der Boor and White used two 
stages14; however, as themes were identified, it was noted 
that treatment acceptance and the interactions around 
this over time play a pertinent role in the patient pathway 
in Ghana. Thus, the adapted three- stage model also notes 
the importance of the dynamics of treatment acceptance. 
As part of the synthesis process, the primary literatures 
from the data extraction were revisited and reinterpreted 
with emerging evidence to ensure critical details or limita-
tions were not missed.

Critical appraisal
A streamline critical appraisal for major and method-
ological flaws was conducted using the critical appraisal 
checklist published in Dixon- Woods et al.13 The quality 
of quantitative and qualitative findings was assessed in 
terms of reliability and trustworthiness.22 In line with the 

CIS, articles were not favoured based on quality alone but 
contribution of rich insights. The CIS deals with weak 
evidence through including a critique of methods and 
approach. Lead author (CZT) appraised all the included 
papers with 10% of the sample being cross- checked by 
RC.

Patient and public involvement statement
No members of the public or patients were involved in 
this research.

RESULTS
Search results
Systematic searches in four databases and in six journals 
performed in March 2021 (updated in March 2022) iden-
tified 312 citation. After duplicate removal, 203 poten-
tially relevant abstracts were screened, subsequently 78 
articles were identified for full text screening. A further 16 
abstracts were identified for full text screening following 
citation and reference searching. Twenty- eight articles 
were selected for inclusion (see PRISMA (Preferred 
Reporting Items for Systematic Reviews and Meta- 
Analyses) flow diagram in figure 1). These comprised 15 
qualitative, 12 quantitative studies and 1 mixed methods 
study.

Figure 1 PRISMA (Preferred Reporting Items for Systematic Reviews and Meta- Analyses).*Italicised numbers are from 
search update conducted March 2022 to identify newly published literature. Diagram adapted from from: Page MJ, McKenzie 
JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71. For more information, visit the website (http://www.prisma-
statement.org/).

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-065153 on 5 O

ctober 2022. D
ow

nloaded from
 

http://www.prisma-statement.org/
http://www.prisma-statement.org/
http://bmjopen.bmj.com/


4 Tuck CZ, et al. BMJ Open 2022;12:e065153. doi:10.1136/bmjopen-2022-065153

Open access 

A summary of the articles reviewed is included in 
the online supplemental table 2. Applying the candi-
dacy framework and socioecological model, key themes 
were identified and are presented below. The evidence 
mapping table (online supplemental table 3) highlights 
the candidacy stage and level within the socioecological 
model that the articles addressed, as judged by the lead 
author.

Accessibility defined through a ‘candidacy’ lens
The candidacy framework13 proved valuable in assessing 
how healthcare access has been approached, from a 
holistic perspective. Treatment acceptance was a key 
emerging issue where there was a gap in understanding. 
Within treatment acceptance there were multiple 
aspects—delays accepting, interruptions, choosing alter-
natives, and incompletion or loss to follow- up, non- 
compliance, refusal for referral and non- acceptance of 
diagnosis. This was a dynamic process.

Although the full candidacy process has been consid-
ered in research, there were key gaps in how it had 
been approached and some aspects warranted further 
exploration. Seven studies aimed to explore delays with 
initial contact with cancer services on identification of 
need (presentation), yet the reasons for eventual non- 
presentation could not be explored in most studies 
that were clinic based, as all patients surveyed eventu-
ally reached treatment centres. Two studies quantified 
acceptance as having complete follow- up and treatment 
completion. A further four noted delays and high non- 
acceptance/loss to follow- up but did not formally explore 
them at an individual psychosocial level as this was not 
within the research aims. Twelve qualitative studies 
explored individual barriers to accepting care. However, 
this was not always the primary focus but emerged in the 
findings.23 24 As these were sampled from a clinic, they 
represented patients who eventually (despite delays 
or interruptions) accessed treatment, so the enablers 
and barriers in those who ultimately dropped out was 
unknown. Therefore, in- depth qualitative psychosocial 
information on treatment incompletion was not collected. 
Although the literature on acceptance was predominantly 
breast cancer related, there was some limited evidence it 
occurred in other cancers, but the extent and reasons for 
this were not explored.

Barriers and enablers of cancer service access interpreted 
through the socioecological model
The findings on enablers and barriers to candidacy for 
cancer treatment were mapped using the socioecological 
model to consider the Ghanaian health ecosystem. These 
are summarised in figure 2.

Intrapersonal
Financial barriers
Inability to afford treatment was reported as a barrier 
leading to delays in and non- acceptance of care. This was 
also noted by traditional herbalists25 and health workers.3 

Yamoah et al26 found that it encompassed socioeconomic 
factors, travel costs and lost work. Although two studies 
indicated it was a greater barrier in those from a low 
income,27 28 Sanuade et al29 suggested this was regardless 
of socioeconomic status. Four studies23 28–30 demonstrated 
that high cost of medical treatment led to use of herbal 
and traditional alternatives. Prioritisation of finances on 
family led to delays in accepting treatment.23 24 31 Finan-
cial barriers impacted negotiation of care31; those from a 
lower income were more likely to experience longer wait 
times.32

Fears and beliefs about treatment and its outcomes
Obrist et al33 found patients who believed in the efficacy 
of treatment were more likely to complete treatment in 
single variable analysis, although this was not significant in 
multivariate models where potential confounding factors 
were controlled for. Fears and beliefs pose individual 
level barriers from qualitative finding. This included 
fear of treatment, medicines and the outcomes.8 24 28 29 34 
For example, for breast cancer, loosing breasts, woman-
hood, female identity.24 28 29 Fears around institutional 
trauma suggested lack of trust health facilities.29 Health-
care professions deliberately miscommunicated to avoid 
patient fear and drop out.35

Misunderstanding about cancer signs and symptoms
Lack of knowledge about cancer signs and symptoms led to 
delays in seeking medical treatment.8 24 28 31 36–38 With breast 
cancer, lumps were not regarded as serious when painless 
and sometimes considered part of normal tissue.8 24 28 31 
This was influenced by beliefs held in the community 
and within patients’ social networks.8 31 36 Lay beliefs were 
influenced by the terminology used for breast cancer in 
the local dialect, which led to poor understanding.39

Figure 2 Key influences on candidacy for cancer treatment 
mapped against the socioecological model.10–12
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Social demographics associations
Evidence was conflicting as to whether age, religion 
and ethnicity impacted stage of diagnosis, wait times 
and treatment completion, which may associate differ-
ently in different cancers given different demographics 
and natural histories.26 32 33 40–43 As ethnicities often 
cluster predominantly in different regions, the potential 
confounding of local health system and environment 
should be checked in future studies. Some evidence indi-
cates that lower education is associated with the presenting 
of larger tumour masses43 44 and waiting longer for treat-
ment,32 but this was not a consistent influencer, and 
whether it was associated with treatment acceptance was 
not explored. One study exploring treatment pathways for 
young people with chronic diseases suggested community 
beliefs were more influential than educational status.36 
Another found that community beliefs and norms influ-
enced the perceptions of breast cancer regardless of 
socioeconomic status.39 Despite clear financial barriers to 
treatment, there was no evidence that income status and 
occupation were associated with presentation and accep-
tance of treatment, but low income status was associated 
with increased wait times in one study.32

Interpersonal
Marital relationships influence treatment seeking
Qualitative evidence in female cancer suggests husbands 
influence their wives’ treatment seeking behaviours and 
acceptance,8 24 27 29 31 38 39 45 by controlling financial deci-
sions about treatment.

Family prioritisation delayed treatment
Women prioritised other activities linked to their 
economic, family and social roles, such as working for 
more money, treating children and paying school fees. 
These lead to delays presenting for, negotiating and 
accepting treatment.8 23 24 28 31 Caring for others meant 
patients put the needs of others first, neglecting their own 
health. This aligns with findings on the unaffordability of 
treatment.

Close support networks influence treatment access
Patients understanding about cancer, its causes and how 
they engage with care was influenced by close friends 
and family.8 23 28 34 36–38 45 Misinformation could lead to 
late presentation, delay help seeking and use of alter-
natives.8 23 36 37 For women, lack of husband, family and 
friend support delayed treatment seeking.27 45 Familial 
financial support was an enabler for some to seek treat-
ment,23 45 whereas family neglect may impeded access.3

Institutional
Healthcare personnel as gatekeepers to medical and alternative 
care
Poor detection at primary health facilities, commu-
nity pharmacy and private settings may have delayed 
diagnosis.3 8 23 31 36 44–46 Some women sought over the 
counter medications for pain management.37 Seeking 
assistance from someone other than a nurse or doctor 

was associated with a larger mass at diagnosis for breast 
cancer, which could include a diverse mix of pluralist 
and community supports.44 Some health professionals 
also advised herbal alternatives, delaying medical cancer 
treatment.29 A mixed method study found an inability 
for facilities to diagnose cancer, improper documenta-
tion and filing of patient folders and workload—likely 
exacerbated by a shortage of healthcare workers trained 
in oncology outside of major tertiary centres.3 In agree-
ment, qualitative studies with patients found misdiagnosis 
were common.37 38 There were delays due to the complex 
referral process, waiting a long time to get results, having 
to go to many hospitals and laboratories to be diagnosed, 
and consultant rescheduling.37 38 Delays between referral 
and starting radiotherapy were suggested to be due to 
resource availability, while irregular medicine supply also 
meant patients had to source medicine outside hospitals 
at high cost.23 47 Patients showed negative perceptions 
of the care system and professionals.27 29 29 45 Patients 
perceived treatment delays due to workforce shortage, 
hospital machines breaking and medicines shortages.29 
These beliefs appear to contribute to a lack of confidence 
and trust in the health system. Non- completing patients 
were more likely to harbour negative views such as that 
the unavailability of cancer medicines delayed their treat-
ment.33 Doubts in the efficacy and disappointment with 
conventional treatment created barriers to seeking treat-
ment27 and influenced use of pluralistic treatments.30 
Fear of radiation led some not to receive clinically recom-
mended treatment.30

Community
The body of literature showed the strong role community 
beliefs and norms played in shaping access to cancer care. 
These were interconnected with personal perceptions 
and health system factors.

Spiritual and traditional beliefs about cancer causes and treatment
In an overwhelming majority of the literature, patients 
assigned their cancer diagnosis to spiritual causes, which 
led patients to seek traditional herbal and spiritual treat-
ments, delaying presentation and interrupting medical 
treatment at multiple stages. This was associated with 
financial barriers to conventional treatment,23 28 29 advice 
from supports such as spouse,45 health workers,29 religious 
messages,8 29 community networks and beliefs.8 29 31 34 36 39 
Additionally, alternative therapies were often perceived as 
more available and acceptable, seen as efficacious.27 28 39 47

Religiosity plays a diachronous role
Religious beliefs, messages and leaders influenced alter-
native therapy use8 29 and caused delays.8 29 37 Yet, reli-
gious leaders were identified within patients’ trusted 
support networks8 and their advice facilitated medical 
presentation.8 24 Some studies found the church played 
a supportive role, encouraging women to present at 
services and providing financial assistance to low- income 
families.24
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Gender and identity norms
For women with breast cancer, mastectomy was associ-
ated with a fear of ‘diminished sexuality and femininity’ 
which led many women to delay treatment after seeing 
an oncologist.24 28 29 31 Unaddressed fears about fertility 
loss may have increased dropout.35 However, the barriers 
around identity may differ in other tumours and popula-
tion groups.

Community networks influenced beliefs and norms
Common misconceptions, beliefs and behaviours held by 
patients were reinforced by community and social network 
beliefs.8 29 31 36 Interlinked with community beliefs about 
cancer is self and socially experienced stigma due to the 
cause of the disease being spiritual: a curse, misendeavour 
or the patient being a witch.24 27 39 This led to patients 
seeking traditional herbal and spiritual treatments, while 
creating shame and secrecy. A retrospective survey found 
patients who did not complete treatment were more likely 
to answer they do not know if they were fearful of their 
community response. However, this likely reflects uncer-
tainty by next of kin respondents, who were substantially 
higher in ‘non- completing treatment’ groups.33

Policy
NHIS inclusion of cancer care
Based on the financial barriers to treatment reported 
by patients and healthcare workers, lack of cancer care 
inclusion within the NHIS was inferred to lead to treat-
ment refusal and delays.3 This was the case for cancers 
not covered by the scheme,26 42 48 as well as breast23 24 and 
cervical cancer.27 40 Patients with breast cancer were unan-
imously frustrated that the NHIS did not cover substantial 
amounts of treatment and discussed the huge financial 
burden, especially of chemotherapy drugs.23 24 This 
meant some women could not start treatment on time.34 
This was aggravated by medicines stock- outs,3 23 29 47 
requiring purchase elsewhere at additional cost.23 47 Not 
being insured was significantly associated with a shorter 
wait time for breast cancer treatment,32 which could 
reflect preferential treatment to those paying upfront 
due to delays in the administrative process of reimburse 
NHIS funding. Knowledge of hormone receptor status 
predicted complete treatment follow- up, as this service 
is offered at a cost.41 Healthcare professionals acknowl-
edged costs were barriers for patients but struggled to 
broach such topics.35

Integration of pluralistic care approaches
Given the prominent roles of traditional, herbal and spir-
itual care improved integration with the orthodox health 
system could improve patient access.25 28

Thirty- eight per cent of clinical workers surveyed in 
Ghana attribute treatment disruptions to traditional 
medicines use.3 Reported use of traditional healers was 
a significant predictor of late presentation after other 
variables were controlled for.44 An assessment of factors 
associated with treatment completion found visiting 

a traditional healer was a significant predictor of not 
completing treatment.33 Although alternative support 
could be concurrent to orthodox medical interven-
tion, over 50% of complementary and complementary 
medicine practitioners surveyed indicated they did not 
let patients seek other care alongside25 and 63% of 
customers said they declined orthodox therapy while 
using such therapies.30 Nevertheless, one study found 
that although 12.2% seek alternative therapies, this 
only partially explains high rates (73.1%) of loss to 
follow- up.41 While traditional herbalists are considered 
health professionals, with some services integrated into 
the Ghanaian health system, poor knowledge of cancer 
causes and symptoms, and treatment and reluctance to 
refer to other services are barriers to providing their 
patients with timely appropriate care.25 This is influ-
enced by a perceived reluctance collaborate from other 
health system components.25 Mburu et al suggested the 
interaction between treatment approaches is non- linear 
as acts at multiple pathway stages.37

Critique of the evidence
As part of the CIS approach, a critique of the literature was 
conducted to identify themes in methods, assumptions, 
theories and analysis to identify methodological limita-
tions and research gaps for further studies. A summary of 
the studies characteristics is displayed in figure 3.

This review accurately represents evidence in Ghana, 
which has a high breast cancer contribution. Most studies 
focus either on presentation delays or treatment inter-
ruptions, barriers and treatment delays. Although many 
studies note treatment incompletion and loss of follow- up, 
only two assess this directly and they note challenges 
in data collection,33 41 there are no qualitative studies 
exploring definitive incompletion. Eighty- eight per 
cent (25/28) of studies were based in tertiary treatment 
clinics in the Greater Accra and Ashanti region, so may 
not reflect those in other regions. As 89% of qualitative 
studies sampled purposively from tertiary clinics, this led 
to biased sampling. They omit those who did not attend, 
those who dropped out without contact or cannot reach 
treatment centres. Sampling patients in clinics represents 
those who eventually presented for and accepted treat-
ment. Barriers could be experienced differently in the 
under- represented population. As some studies had a 
small sample and were predominantly Christian, there 
was limited ethnographic diversity, which may influence 
generalisability. Findings on the social demographic traits 
linked to barriers accessing treatment were inconclusive.

Hypothetical inquiry was found to be common across 
studies. This may lead to error if an individual is not able 
to accurately predict their behaviour in an unknown situ-
ation,49 which may be the case as cancer is stigmatised 
and not talked about openly.50 Further work should 
explore and seek to understand the impact cognitive bias 
may have when using hypothetical situations. The gaps in 
research identified are summarised in box 1.
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DISCUSSION
This study used CIS to review multiple types of qualita-
tive and quantitative evidence from literature on access to 
cancer treatment services in Ghana. Applying ‘candidacy’ 
enabled the dynamic and continuous process of accessing, 
negotiating and accepting treatment to be explored 
within the Ghanaian social, economic and policy environ-
ment. It highlighted determinants of cancer treatment 
service access in Ghana are interlinked and within each 
stage of the socioecological model. There is a research 
gap in understanding the determinants of accessing treat-
ment in the most vulnerable populations due to method-
ological limitations.

Through this approach, we were able to critique the 
literature, highlighting trends in methodology and gaps 
in evidence for future study. The CIS enabled detailed 
context- specific insights as well as identifying limitations 
in research approaches, data collection and acquisition 
challenges to inform future research. A reflective and 
iterative approach to broaden the breadth of evidence, 
interpretation and assimilation, was taken. This was 
particularly valuable for integrity in research in West 
African, due to epistemic injustice in how knowledge is 
perceived and interpreted.51 This is the first study to have 
explored the applicability of the candidacy framework 
of healthcare access to a Ghanaian setting. Although 
this has proven valuable in other African settings,16 this 
model was developed in a UK setting, therefore it was 
important to acknowledge pre- existing bias in perspective 
and thus to critically assess this framing and how it might 
impact the interpretation of results.51 Selecting global-
ised frameworks (over those locally synthesised) can lead 
to interpretive marginalisation. Another limitation of 
the framework was that we found differences in concep-
tualising and describing patient engagement pathway 
with cancer services between studies meant that ascer-
taining candidacy categories for each required researcher 
interpretation.

Only published academic articles were included in 
this study, which may overlook other forms of evidence, 
including locally generated and day- to- day working 
understandings. However, this was minimised through 

Figure 3 Summary of characteristics of included studies.

Box 1 Themes and research gaps identified through 
critiquing the evidence

 ⇒ Most studies are situated at tertiary clinics, so may not represent 
rural regions.

 ⇒ Sampling from tertiary clinics means populations who do not pres-
ent, negotiate the referral pathway from local services and even-
tually choose treatment are not represented. Understanding what 
influences access in these missing populations warrants further 
study.

 ⇒ Treatment dropout is frequently observed but the reasons for this 
are not sufficiently explored.

 ⇒ As most studies focus on breast cancer, there is need to understand 
the extent of treatment drop out across all cancers and which fac-
tors influence this.
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an iterative approach to include multiple databases, 
targeting local journals and supplementary searches.

A methodological challenge was the vague and broad 
nature of terms relating to ‘accessing’ healthcare. Thus, 
there was a need to balance breadth of search with prag-
matism to formulate a multistep search strategy. However, 
this may mean not all relevant literature was uncovered. 
Additionally, the critical interpretive nature of the review 
meant the evidence interpretation, conducted by the lead 
author, will reflect their inherent biases in world view.22 
This review was focused on access to cancer treatment in 
Ghana exclusively, so it is uncertain whether the findings 
translate to other contexts.

The evidence highlighted financial barriers to cancer 
treatment access, which interacted with cultural factors 
and societal influences, such as norms around managing 
household finances, prioritisation and cultural accep-
tance of alternative medicines. Globally, catastrophic 
costs (defined as greater than 40% household effective 
income) due to non- communicable disease health expen-
diture are prevalent in LMICs, leading to individuals not 
taking medicines and impoverishment.52 This exacer-
bates inequities, having the greatest impact on the poor 
and leads to detrimental coping strategies.53

Poor patient clinician relationships have been found 
to lead people to seek traditional medicines alternatives 
in Ghana.54 Traditional medicine practitioners were seen 
to offer more patient- centric, holistic care which was 
more comforting. A lack of trust was noted for orthodox 
facilities, which may reflect cultural beliefs as well as past 
healthcare experiences. An evidence synthesis across 
LMICs found modern medicines viewed to be harmful 
and ineffective; suspicion and mistrust of biomedicine 
lengthened delay and led to alternative use, and the 
impact of this may be exacerbated in the most vulner-
able.50 A qualitative exploration of influences on tradi-
tional medicines use in Ghana found their ‘pull’ by 
accessibility and alignment with cultural beliefs, whereas 
scepticism of biomedicine may push people from 
orthodox healthcare.54

At a community level, spiritual beliefs about the origin 
of cancer interacted with personal perceptions at the 
individual level. Notions and beliefs typically held in the 
community can be ascribed as lay explanatory models 
of disease. In accordance with Kleinman,55 lay models 
of disease can differ from biomedical models based on 
social experiences and impact how individuals interpret 
and act on their condition. Community factors influ-
enced explanatory models for hypertension in rural 
northern Ghana and impact treatment access.56 Similarly, 
in this review, explanatory models created stigma leading 
to secrecy and selection of traditional medicines over 
biomedical intervention.

At a policy level, two key themes where reforms could 
improve cancer treatment uptake stood out: (1) greater 
inclusion of cancer treatments within the NHIS, (2) 
enhanced integration of traditional medicines to provide 
complementary options to medical care for cancer.

Despite the NHIS aim of achieving universal health 
coverage for all, there has been notable disparity, with 
the lowest coverage concentrated in the poor.57 58 Multi-
dimensional barriers due to poverty, dissatisfaction and 
distrust of the health service and staff may prohibit enrol-
ment.59 Furthermore, catastrophic spending due to out 
of pocket costs remains high.60 The NHIS plan seeks to 
cover a considerable amount of the local disease burden 
and since its nascence the inclusion list has been revised in 
response to transitions in disease burden and advancing 
treatments.61 62 Despite breast and cervical cancer in 
theory being covered,63 it is widely noted women still face 
considerable financial burden, which this study further 
highlights. The burden in men however remains less 
clearly mapped. The high expense of cancer medicines 
poses a challenge to decision- makers, who must weight 
costs and benefits when deciding on how to invest health 
budgets. Approaches such as the health technology assess-
ment platform recently established in Ghana could help 
prioritise high- cost medicines.64 65

Another policy area identified in this review was coor-
dination between medical services and traditional medi-
cines. Studies in Ghana have shown traditional medicine 
users are more likely to be poor and not insured on the 
NHIS.66 The NHIS currently provides services through 
a plural system of public, faith- based, governmental and 
private facilities, and includes some traditional medi-
cines.57 Although lack of harmonisation of traditional 
medicines with the healthcare system67 was reported in 
this study, there have been multiple reforms to this end 
since the Traditional and Alternative Medicine Direc-
torate was established under the Ghanaian Ministry of 
Health in 2001.68 Still coordination is hindered by a lack 
of professional respect from other health professionals.67 
Co- current use of alternative forms of care has been 
found in pregnant women in Ghana. It was highlighted 
the individual psychosocial and emotional support they 
provide, which this study found can be lacking patient 
interactions with orthodox medicine, despite being key 
for candidacy in cancer treatment.15 69

The African Union has calls to recognise the impor-
tance of traditional medicines and a Global Centre for 
Traditional Medicines has been established in India.70 71 
However, there remain challenges in how traditional and 
complementary medicines are perceived and deemed 
efficacious. Barry72 suggests differently constructed 
modes of evidence are needed for traditional medicines, 
as scientific evidence through clinical trials offers a reduc-
tionist, narrowly defined view of evidence, that overlooks 
the role of lived- in social experiences, advocating for the 
‘expanded epistemology of science’.73 Future policies 
should seek to improve the affordability and quality of 
publicly provided medical care while harmonising with 
complementary treatments that align with community 
beliefs.

Future research is needed to address the research gaps 
identified. First, to understand the extent of treatment 
non- adherence across all cancers and what individual, 
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social and health system factors impact this. Second, 
there are methodological limitations in understanding 
the views of those who do not attend clinics, which may 
represent the most vulnerable. Researchers should seek 
approaches to overcome this which are suitable within 
the local context.

Twitter Laura A Gray @DrLauraAGray

Acknowledgements The authors would like to thank the School of Health and 
Related Research Library team for their expert advice in designing the search 
protocol, as well as all researcher staff and graduate at the Universities of Sheffield 
and Ghana who commented or provided feedback on preliminary results.

Contributors CZT, RA, LAG and RC conceptualised the study. CZT led in designing 
the study, conducted literature search to collect data, performed the data analysis 
and wrote the first draft. RA, LAG and RC contributed to selecting literature for 
inclusion in the study and advised on data collection and analysis. RC, RA, RNOA 
and LAG reviewed the initial and final draft manuscript and made intellectual inputs 
to improve quality. All authors read and approved the final manuscript. CZT is 
responsible for the overall content as guarantor and accepts full responsibility for 
the work and controlled the decision to publish. The corresponding author (CZT) 
attests that all listed authors meet authorship criteria and that no others meeting 
the criteria have been omitted.

Funding This research was funded by Wellcome as part of a PhD studentship 
(108903/B/15/Z).

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Not applicable.

Ethics approval Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data sharing not applicable as no datasets generated 
and/or analysed for this study. Data sharing not applicable as this is a review of 
literature, and no datasets were generated.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Chloe Zabrina Tuck http://orcid.org/0000-0003-3525-6295
Laura A Gray http://orcid.org/0000-0001-6365-7710
Richard Cooper http://orcid.org/0000-0001-5110-0384

REFERENCES
 1 World Health Organization. WHO report on cancer: setting priorities, 

investing wisely and providing care for all [Internet]. World Health 
Organization, 2020. Available: https://apps.who.int/iris/handle/10665/ 
330745 [Accessed 28 Mar 2020].

 2 Bray F, Ferlay J, Soerjomataram I, et al. Global cancer statistics 
2018: GLOBOCAN estimates of incidence and mortality worldwide 
for 36 cancers in 185 countries. CA Cancer J Clin 2018;68:394–424.

 3 Ayandipo O, Wone I, Kenu E, et al. Cancer ecosystem assessment 
in West Africa: health systems gaps to prevent and control cancers 

in three countries: Ghana, Nigeria and Senegal. Pan Afr Med J 
2020;35:90.

 4 Adanu K. Household treatment cost of breast cancer disease and 
cost coping strategy of women, presenting at the Korle BU teaching 
hospital. Accra: University of Ghana, 2019.

 5 Bonsu AB, Aziato L, Clegg- Lamptey JNA. Living with advanced 
breast cancer among Ghanaian women: emotional and psychosocial 
experiences. International Journal of Palliative Care 2014;2014:1–9 
https://www.hindawi.com/journals/ijpc/2014/403473/abs/

 6 Wang, Huihui, Otoo N. Ghana National health insurance scheme: 
improving financial sustainability based on expenditure review. world 
bank studies. Washington, DC: World Bank, 2017.

 7 Blanchet NJ, Fink G, Osei- Akoto I. The effect of Ghana's National 
health insurance scheme on health care utilisation. Ghana Med J 
2012;46:76–84.

 8 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:e0208773.

 9 Yarney J, Ohene Oti NO, Calys- Tagoe BNL, et al. Establishing a 
cancer registry in a resource- constrained region: process experience 
from Ghana. JCO Glob Oncol 2020;6:JGO.19.00387:610–6.

 10 Bronfenbrenner U. Ecological systems theory. in: six theories of 
child development: revised formulations and current issues. London, 
England: Jessica Kingsley Publishers, 1992: 187–249.

 11 The Socioecological model as a framework for exploring factors 
influencing childhood immunization uptake in Lagos state, Nigeria, 
2021. Available: https://www.researchsquare.com [Accessed 20 Apr 
2021].

 12 Ngwenya N, Nkosi B, Mchunu LS, et al. Behavioural and socio- 
ecological factors that influence access and utilisation of health 
services by young people living in rural KwaZulu- Natal, South Africa: 
implications for intervention. PLoS One 2020;15:e0231080.

 13 Dixon- Woods M, Cavers D, Agarwal S, et al. Conducting a critical 
interpretive synthesis of the literature on access to healthcare by 
vulnerable groups. BMC Med Res Methodol 2006;6:35.

 14 van der Boor CF, White R. Barriers to accessing and negotiating 
mental health services in asylum seeking and refugee populations: 
the application of the Candidacy framework. J Immigr Minor Health 
2020;22:156–74.

 15 Tookey S, Renzi C, Waller J, et al. Using the candidacy framework 
to understand how doctor- patient interactions influence perceived 
eligibility to seek help for cancer alarm symptoms: a qualitative 
interview study. BMC Health Serv Res 2018;18:937.

 16 Adeagbo O, Herbst C, Blandford A, et al. Exploring people's 
Candidacy for mobile Health- Supported HIV testing and care 
services in rural KwaZulu- Natal, South Africa: qualitative study. J 
Med Internet Res 2019;21:e15681.

 17 Booth A, Noyes J, Flemming K, et al. Structured methodology review 
identified seven (retreat) criteria for selecting qualitative evidence 
synthesis approaches. J Clin Epidemiol 2018;99:41–52.

 18 Vélez CM, Wilson MG, Lavis JN, et al. A framework for explaining the 
role of values in health policy decision- making in Latin America: a 
critical interpretive synthesis. Health Res Policy Syst 2020;18:100.

 19 Khalid AF, Lavis JN, El- Jardali F, et al. Supporting the use of research 
evidence in decision- making in crisis zones in low- and middle- 
income countries: a critical interpretive synthesis. Health Res Policy 
Syst 2020;18:21.

 20 Jarvis T, Scott F, El- Jardali F, et al. Defining and classifying public 
health systems: a critical interpretive synthesis. Health Res Policy 
Syst 2020;18:68.

 21 Booth A, Noyes J, Flemming K, et al. Formulating questions to 
explore complex interventions within qualitative evidence synthesis. 
BMJ Glob Health 2019;4:e001107.

 22 Bryman A. Social research methods. 4th ed. Oxford : New York: 
Oxford University Press, 2012: 766.

 23 Agbokey F, Kudzawu E, Dzodzomenyo M, et al. Knowledge and 
health seeking behaviour of breast cancer patients in Ghana. Int J 
Breast Cancer 2019;9:5239840

 24 Martei YM, Vanderpuye V, Jones BA. Fear of mastectomy associated 
with delayed breast cancer presentation among Ghanaian women. 
Oncologist 2018;23:1446–52.

 25 O'Brien KS, Soliman AS, Annan K, et al. Traditional herbalists 
and cancer management in Kumasi, Ghana. J Cancer Educ 
2012;27:573–9.

 26 Yamoah K, Beecham K, Hegarty SE, et al. Early results of prostate 
cancer radiation therapy: an analysis with emphasis on research 
strategies to improve treatment delivery and outcomes. BMC Cancer 
2013;13:23.

 27 Binka C, Nyarko SH, Awusabo- Asare K. Barriers to the uptake of 
cervical cancer screening and treatment among rural women in 
Ghana. Biomed Res Int 2019;2019:6320938.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-065153 on 5 O

ctober 2022. D
ow

nloaded from
 

https://twitter.com/DrLauraAGray
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-3525-6295
http://orcid.org/0000-0001-6365-7710
http://orcid.org/0000-0001-5110-0384
https://apps.who.int/iris/handle/10665/330745
https://apps.who.int/iris/handle/10665/330745
http://dx.doi.org/10.3322/caac.21492
http://dx.doi.org/10.11604/pamj.2020.35.90.18516
http://dx.doi.org/10.1155/2014/403473
https://www.hindawi.com/journals/ijpc/2014/403473/abs/
http://www.ncbi.nlm.nih.gov/pubmed/22942455
http://dx.doi.org/10.1371/journal.pone.0208773
http://dx.doi.org/10.1200/JGO.19.00387
https://www.researchsquare.com
http://dx.doi.org/10.1371/journal.pone.0231080
http://dx.doi.org/10.1186/1471-2288-6-35
http://dx.doi.org/10.1007/s10903-019-00929-y
http://dx.doi.org/10.1186/s12913-018-3730-5
http://dx.doi.org/10.2196/15681
http://dx.doi.org/10.2196/15681
http://dx.doi.org/10.1016/j.jclinepi.2018.03.003
http://dx.doi.org/10.1186/s12961-020-00584-y
http://dx.doi.org/10.1186/s12961-020-0530-2
http://dx.doi.org/10.1186/s12961-020-0530-2
http://dx.doi.org/10.1186/s12961-020-00583-z
http://dx.doi.org/10.1186/s12961-020-00583-z
http://dx.doi.org/10.1136/bmjgh-2018-001107
http://dx.doi.org/10.1155/2019/5239840
http://dx.doi.org/10.1155/2019/5239840
http://dx.doi.org/10.1634/theoncologist.2017-0409
http://dx.doi.org/10.1007/s13187-012-0370-z
http://dx.doi.org/10.1186/1471-2407-13-23
http://dx.doi.org/10.1155/2019/6320938
http://bmjopen.bmj.com/


10 Tuck CZ, et al. BMJ Open 2022;12:e065153. doi:10.1136/bmjopen-2022-065153

Open access 

 28 Asoogo C, Duma SE. Factors contributing to late breast cancer 
presentation for health care amongst women in Kumasi, Ghana. 
Curationis 2015;38. doi:10.4102/curationis.v38i1.1287. [Epub ahead 
of print: 31 Aug 2015].

 29 Sanuade OA, Ayettey H, Hewlett S, et al. Understanding the causes 
of breast cancer treatment delays at a teaching hospital in Ghana. J 
Health Psychol 2021;26:357–66.

 30 Yarney J, Donkor A, Opoku SY, et al. Characteristics of users 
and implications for the use of complementary and alternative 
medicine in Ghanaian cancer patients undergoing radiotherapy and 
chemotherapy: a cross- sectional study. BMC Complement Altern 
Med 2013;13:16.

 31 Agbeko AE, Arthur J, Bayuo J, et al. Seeking healthcare at their 
'right' time; the iterative decision process for women with breast 
cancer. BMC Cancer 2020;20:1011.

 32 Dedey F, Wu L, Ayettey H, et al. Factors associated with waiting time 
for breast cancer treatment in a teaching hospital in Ghana. Health 
Education & Behavior 2016;43:420–7.

 33 Obrist M, Osei- Bonsu E, Awuah B, et al. Factors related to 
incomplete treatment of breast cancer in Kumasi, Ghana. Breast 
2014;23:821–8.

 34 Iddrisu M, Aziato L, Ohene LA. Socioeconomic impact of breast 
cancer on young women in Ghana: a qualitative study. Nurs Open 
2021;8:29–38.

 35 Agyemang LS, Foster C, McLean C, et al. The cultural and structural 
influences that 'hide' information from women diagnosed with 
breast cancer in Ghana: an ethnography. BMC Womens Health 
2021;21:364.

 36 Atobrah D. When darkness falls at mid- day: young patients' 
perceptions and meanings of chronic illness and their implications for 
medical care. Ghana Med J 2012;46:46–53.

 37 Mburu W, Boamah Mensah AB, Virnig B, et al. Pathways to breast 
cancer diagnosis and treatment among women in Ghana: a 
qualitative study. Womens Health Rep 2021;2:234–44.

 38 Hobenu KA, Naab F. Accessing specialist healthcare: experiences of 
women diagnosed with advanced cervical cancer in Ghana. BJHC 
2022;28:1–11.

 39 Asobayire A, Barley R. Women's cultural perceptions and attitudes 
towards breast cancer: Northern Ghana. Health Promot Int 
2015;30:647–57.

 40 Nartey Y, Hill PC, Amo- Antwi K, et al. Characteristics of women 
diagnosed with invasive CervicalCancer in Ghana. Asian Pac J 
Cancer Prev 2018;19:357–63.

 41 Scherber S, Soliman AS, Awuah B, et al. Characterizing breast 
cancer treatment pathways in Kumasi, Ghana from onset of 
symptoms to final outcome: outlook towards cancer control. Breast 
Dis 2014;34:139–49.

 42 Asamoah FA, Yarney J, Awasthi S. Definitive Radiation Treatment 
Patterns and Outcomes for Low Intermediate Risk Prostate Cancer 
- A Cross Continental Comparative Study between Ghana and the 
United States of America. Am J Clin Oncol 2018;42:937–44.

 43 Dunyo P, Effah K, Udofia EA. Factors associated with late 
presentation of cervical cancer cases at a district Hospital: a 
retrospective study. BMC Public Health 2018;18:1156.

 44 Brinton L, Figueroa J, Adjei E, et al. Factors contributing to delays 
in diagnosis of breast cancers in Ghana, West Africa. Breast Cancer 
Res Treat 2017;162:105–14.

 45 Aziato L, Clegg- Lamptey JNA. Breast cancer diagnosis and factors 
influencing treatment decisions in Ghana. Health Care Women Int 
2015;36:543–57.

 46 Twahir M, Oyesegun R, Yarney J, et al. Real- World challenges for 
patients with breast cancer in sub- Saharan Africa: a retrospective 
observational study of access to care in Ghana, Kenya and Nigeria. 
BMJ Open 2021;11:e041900.

 47 Salifu Y, Almack K, Caswell G. 'My wife is my doctor at home': a 
qualitative study exploring the challenges of home- based palliative 
care in a resource- poor setting. Palliat Med 2021;35:97–108.

 48 Dadzie MA, Aidoo CA, Vanderpuye V. Vulva cancer in Ghana 
- Review of a hospital based data. Gynecol Oncol Rep 
2017;20:108–11.

 49 Fowler FJ. Jr. Improving survey questions: design and evaluation. 
Thousand Oaks, CA: Sage, 1995. https://us.sagepub.com/en-us/ 
nam/improving-survey-questions/book4994

 50 McCutchan G, Weiss B, Quinn- Scoggins H, et al. Psychosocial 
influences on help- seeking behaviour for cancer in low- income and 
lower middle- income countries: a mixed- methods systematic review. 
BMJ Glob Health 2021;6:e004213.

 51 Bhakuni H, Abimbola S. Epistemic injustice in academic global 
health. Lancet Glob Health 2021;9:e1465–70.

 52 Murphy A, Palafox B, Walli- Attaei M, et al. The household economic 
burden of non- communicable diseases in 18 countries. BMJ Glob 
Health 2020;5:e002040.

 53 Murphy A, McGowan C, McKee M, et al. Coping with healthcare 
costs for chronic illness in low- income and middle- income countries: 
a systematic literature review. BMJ Glob Health 2019;4:e001475.

 54 Gyasi RM, Asante F, Yeboah JY, et al. Pulled in or pushed out? 
understanding the complexities of motivation for alternative therapies 
use in Ghana. Int J Qual Stud Health Well- being 2016;11:29667.

 55 Kleinman A. Patients and Healers in the Context of Culture : an 
exploration of the borderland between anthropology, medicine, and 
psychiatry. Univ of California Press, 1980. https://www.ucpress. 
edu/book/9780520045118/patients-and-healers-in-the-context-of- 
culture

 56 Nyaaba GN, Masana L, Aikins Ade- G, et al. Lay community 
perceptions and treatment options for hypertension in rural Northern 
Ghana: a qualitative analysis. BMJ Open 2018;8:e023451.

 57 Dake FAA. Examining equity in health insurance coverage: an 
analysis of Ghana's National health insurance scheme. Int J Equity 
Health 2018;17:85.

 58 Dixon J, Tenkorang EY, Luginaah I. Ghana’s National Health 
Insurance Scheme: Helping the Poor or Leaving Them Behind? 
Environ Plann C Gov Policy 2011;29:1102–15.

 59 Kotoh AM, Aryeetey GC, Van der Geest S. Factors That Influence 
Enrolment and Retention in Ghana’ National Health Insurance 
Scheme. Int J Health Policy Manag 2017;7:443–54.

 60 Okoroh J, Essoun S, Seddoh A, et al. Evaluating the impact 
of the National health insurance scheme of Ghana on out of 
pocket expenditures: a systematic review. BMC Health Serv Res 
2018;18:426.

 61 Ghana NHIS. Ghana NHIS medicines list 2020 version 1.0, 2020. 
Available: https://www.nhis.gov.gh/files/medicineslist(2020).pdf

 62 Ghana NHIS. NHIS Review Recommendation — Provide guaranteed 
Primary, Maternal and Child healthcare for all [Internet]. National 
Health Insurance Scheme, 2016. Available: http://www.nhis. 
gov.gh/nhisreview.https://www.nhis.gov.gh/News/nhis-review- 
recommendation-%E2%80%94-provide-guaranteed-primary,- 
maternal-and-child-healthcare-for-all-4087aspx [Accessed 11 Aug 
2022].

 63 Ministry of Health. NHI policy framework for Ghana (revised version 
August 2004), 2004. Available: https://www.ghanahealthservice.org/ 
downloads/NHI_policy%20framework.pdf

 64 iDSI. Ghana’s Minister of Health launches the National HTA Steering 
Committee and calls for HTA institutionalisation in the country, 2019. 
Available: https://www.idsihealth.org/blog/ghanas-minister-of-health- 
launches-the-national-hta-steering-committee-and-calls-for-hta- 
institutionalisation-in-the-country/ [Accessed 12 Nov 2019].

 65 Hollingworth S, Gad M. Health technology assessment case study: 
Ghana F1000Research, 2018. Available: https://f1000research.com/ 
slides/7-979

 66 Amegbor PM, Kuuire VZ, Bisung E. Modern or traditional health 
care? understanding the role of insurance in health- seeking 
behaviours among older Ghanaians. Prim Health Care Res Dev 
2019;1:e71.

 67 Appiah B, Amponsah IK, Poudyal A, et al. Identifying strengths and 
weaknesses of the integration of biomedical and herbal medicine 
units in Ghana using the who health systems framework: a qualitative 
study. BMC Complement Altern Med 2018;18:286.

 68 Ghana Ministry of Health. Traditional medicines policy. 15. Ghana 
Ministry of Health, 2005.

 69 Dako- Gyeke P, Aikins M, Aryeetey R, et al. The influence of socio- 
cultural interpretations of pregnancy threats on health- seeking 
behavior among pregnant women in urban Accra, Ghana. BMC 
Pregnancy Childbirth 2013;13:211.

 70 WHO, Africa CDC. WHO, Africa CDC in joint push for COVID- 19 
traditional medicine research in Africa. Available: https://africacdc. 
org/news-item/who-africa-cdc-in-joint-push-for-covid-19-traditional- 
medicine-research-in-africa/ [Accessed 28 Sep 2021].

 71 WHO establishes the Global Centre for Traditional Medicine in India 
[Internet]. Available: https://www.who.int/news/item/25-03-2022- 
who-establishes-the-global-centre-for-traditional-medicine-in-india 
[Accessed 1 Apr 2022].

 72 Barry CA. The role of evidence in alternative medicine: contrasting 
biomedical and anthropological approaches. Soc Sci Med 
2006;62:2646–57.

 73 Baer HA. Toward an integrative medicine: merging alternative 
therapies with biomedicine. Walnut Creek, CA: Altamira Press, 
2004: 224.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-065153 on 5 O

ctober 2022. D
ow

nloaded from
 

http://dx.doi.org/10.4102/curationis.v38i1.1287
http://dx.doi.org/10.1177/1359105318814152
http://dx.doi.org/10.1177/1359105318814152
http://dx.doi.org/10.1186/1472-6882-13-16
http://dx.doi.org/10.1186/1472-6882-13-16
http://dx.doi.org/10.1186/s12885-020-07520-x
http://dx.doi.org/10.1177/1090198115620417
http://dx.doi.org/10.1177/1090198115620417
http://dx.doi.org/10.1016/j.breast.2014.08.014
http://dx.doi.org/10.1002/nop2.590
http://dx.doi.org/10.1186/s12905-021-01502-2
http://www.ncbi.nlm.nih.gov/pubmed/23661817
http://dx.doi.org/10.1089/whr.2020.0117
http://dx.doi.org/10.12968/bjhc.2021.0054
http://dx.doi.org/10.1093/heapro/dat087
http://dx.doi.org/10.22034/APJCP.2018.19.2.357
http://dx.doi.org/10.22034/APJCP.2018.19.2.357
http://dx.doi.org/10.3233/BD-140372
http://dx.doi.org/10.3233/BD-140372
http://dx.doi.org/10.1097/COC.0000000000000589
http://dx.doi.org/10.1186/s12889-018-6065-6
http://dx.doi.org/10.1007/s10549-016-4088-1
http://dx.doi.org/10.1007/s10549-016-4088-1
http://dx.doi.org/10.1080/07399332.2014.911299
http://dx.doi.org/10.1136/bmjopen-2020-041900
http://dx.doi.org/10.1177/0269216320951107
http://dx.doi.org/10.1016/j.gore.2017.03.015
https://us.sagepub.com/en-us/nam/improving-survey-questions/book4994
https://us.sagepub.com/en-us/nam/improving-survey-questions/book4994
http://dx.doi.org/10.1136/bmjgh-2020-004213
http://dx.doi.org/10.1016/S2214-109X(21)00301-6
http://dx.doi.org/10.1136/bmjgh-2019-002040
http://dx.doi.org/10.1136/bmjgh-2019-002040
http://dx.doi.org/10.1136/bmjgh-2019-001475
http://dx.doi.org/10.3402/qhw.v11.29667
https://www.ucpress.edu/book/9780520045118/patients-and-healers-in-the-context-of-culture
https://www.ucpress.edu/book/9780520045118/patients-and-healers-in-the-context-of-culture
https://www.ucpress.edu/book/9780520045118/patients-and-healers-in-the-context-of-culture
http://dx.doi.org/10.1136/bmjopen-2018-023451
http://dx.doi.org/10.1186/s12939-018-0793-1
http://dx.doi.org/10.1186/s12939-018-0793-1
http://dx.doi.org/10.1068/c1119r
http://dx.doi.org/10.15171/ijhpm.2017.117
http://dx.doi.org/10.1186/s12913-018-3249-9
https://www.nhis.gov.gh/files/medicineslist(2020).pdf
http://www.nhis.gov.gh/nhisreview.https://www.nhis.gov.gh/News/nhis-review-recommendation-%E2%80%94-provide-guaranteed-primary,-maternal-and-child-healthcare-for-all-4087aspx
http://www.nhis.gov.gh/nhisreview.https://www.nhis.gov.gh/News/nhis-review-recommendation-%E2%80%94-provide-guaranteed-primary,-maternal-and-child-healthcare-for-all-4087aspx
http://www.nhis.gov.gh/nhisreview.https://www.nhis.gov.gh/News/nhis-review-recommendation-%E2%80%94-provide-guaranteed-primary,-maternal-and-child-healthcare-for-all-4087aspx
http://www.nhis.gov.gh/nhisreview.https://www.nhis.gov.gh/News/nhis-review-recommendation-%E2%80%94-provide-guaranteed-primary,-maternal-and-child-healthcare-for-all-4087aspx
https://www.ghanahealthservice.org/downloads/NHI_policy%20framework.pdf
https://www.ghanahealthservice.org/downloads/NHI_policy%20framework.pdf
https://www.idsihealth.org/blog/ghanas-minister-of-health-launches-the-national-hta-steering-committee-and-calls-for-hta-institutionalisation-in-the-country/
https://www.idsihealth.org/blog/ghanas-minister-of-health-launches-the-national-hta-steering-committee-and-calls-for-hta-institutionalisation-in-the-country/
https://www.idsihealth.org/blog/ghanas-minister-of-health-launches-the-national-hta-steering-committee-and-calls-for-hta-institutionalisation-in-the-country/
https://f1000research.com/slides/7-979
https://f1000research.com/slides/7-979
http://dx.doi.org/10.1017/S1463423619000197
http://dx.doi.org/10.1186/s12906-018-2334-2
http://dx.doi.org/10.1186/1471-2393-13-211
http://dx.doi.org/10.1186/1471-2393-13-211
https://africacdc.org/news-item/who-africa-cdc-in-joint-push-for-covid-19-traditional-medicine-research-in-africa/
https://africacdc.org/news-item/who-africa-cdc-in-joint-push-for-covid-19-traditional-medicine-research-in-africa/
https://africacdc.org/news-item/who-africa-cdc-in-joint-push-for-covid-19-traditional-medicine-research-in-africa/
https://www.who.int/news/item/25-03-2022-who-establishes-the-global-centre-for-traditional-medicine-in-india
https://www.who.int/news/item/25-03-2022-who-establishes-the-global-centre-for-traditional-medicine-in-india
http://dx.doi.org/10.1016/j.socscimed.2005.11.025
http://bmjopen.bmj.com/

	What influences cancer treatment service access in Ghana? A critical interpretive synthesis
	Abstract
	Introduction
	Socioeconomic model and candidacy framework perspectives on cancer treatment access

	Methods
	Search strategy and literature search
	Study selection
	Data extraction and synthesis
	Critical appraisal
	Patient and public involvement statement

	Results
	Search results
	Accessibility defined through a ‘candidacy’ lens
	Barriers and enablers of cancer service access interpreted through the socioecological model
	Intrapersonal
	Financial barriers
	Fears and beliefs about treatment and its outcomes
	Misunderstanding about cancer signs and symptoms
	Social demographics associations

	Interpersonal
	Marital relationships influence treatment seeking
	Family prioritisation delayed treatment
	Close support networks influence treatment access

	Institutional
	Healthcare personnel as gatekeepers to medical and alternative care

	Community
	Spiritual and traditional beliefs about cancer causes and treatment
	Religiosity plays a diachronous role
	Gender and identity norms
	Community networks influenced beliefs and norms

	Policy
	NHIS inclusion of cancer care
	Integration of pluralistic care approaches
	Critique of the evidence


	Discussion
	References


