
Review Article
Ethical, Socioeconomic, and Cultural Considerations in
Gynecologic Cancer Care in Developing Countries

Uzochukwu Uzoma Aniebue1 and Tonia Chinyelu Onyeka2

1 Department of Obstetrics and Gynecology/Gynae-Oncology Unit, Multidisciplinary Oncology Center,
University of Nigeria Teaching Hospital, Ituku-Ozalla, Enugu PMB 01129, Nigeria

2 Department of Anaesthesia/Pain andPalliative CareUnit,MultidisciplinaryOncologyCenter, University ofNigeria TeachingHospital,
Ituku-Ozalla, Enugu PMB 01129, Nigeria

Correspondence should be addressed to Tonia Chinyelu Onyeka; doctortoniaonyeka@gmail.com

Received 22 April 2013; Accepted 11 November 2013; Published 19 January 2014

Academic Editors: D. Heigener, C. Knapp, and R. Viola

Copyright © 2014 U. U. Aniebue and T. C. Onyeka. This is an open access article distributed under the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is
properly cited.

Gynaecologic cancers contribute significantly to the cancer burden in developing countries, resulting in higher mortality and
morbidity rates among women in these nations. This situation is further compounded by the occurrence of wars, famine, poverty
and natural disasters, and infectious diseases like hepatitis B and HIV/AIDS. In addition, merge resources and manpower lack
in these countries further compound this very delicate situation. Often times, socioeconomic, cultural, and ethical factors such
as truth-telling, choice of place of care, place of death, treatment choices, medication use, and terminal sedation can interfere in
patient management. Availability and use of oral morphine for pain relief, spiritual care and availability of palliative care services,
the individuals’ autonomy, and family and community participation in care, end of life issues, and preservation of fertility are also
big issues that determine the course of care. This review discusses these pertinent factors, discusses how they affect cancer care in
women, and proffers ideas for healthcare workers and policy makers on implementation of sustainable models for cancer care in
developing countries. Addressing socioeconomic, cultural, and ethical issues affecting gynaecologic cancer care will aid in ensuring
development of viable models of cancer care in resource-limited countries.

1. Introduction

Chronic medical diseases and cancers are becoming emerg-
ing diseases of public health importance in developing coun-
tries. The burden of gynaecologic cancers is on the increase
worldwide but is disproportionately higher in developing
than developed countries, with the former accounting for
about five million new cancer diagnoses annually [1]. This
situation, worsened by wars, poverty, and natural disasters, is
mainly due to socioeconomic and cultural factors that lead to
late diagnosis, high drop-out rates from treatment, highmor-
tality, and poor followup of cancer survivors [2–4]. While the
majority of these countries have efforts to combat the scourge
of gynaecologic disease hampered by lack of resources (drugs
and finances) and medical manpower, they are known to

have rich and diverse cultures where religions, traditions, and
family values greatly influence medical decisions.

Cervical cancer is the second most common cancer in
women worldwide. In Sub-Saharan Africa, nearly 70% of
women afflicted with the condition live in rural areas, in
poverty, and lack access to basic amenities like water and
health care infrastructure [5]. In addition, large majorities
are at the prime of reproductive life when demand of
motherhood and socioeconomic responsibilities in the family
places an enormous burden on them. Delays in diagnosis and
poor healthcare seeking behaviour are common with these
patients. Ovarian cancers are leading causes of mortality
from cancer in women worldwide [6]. Late diagnoses and
the required long, complex, and often very aggressive and
costly treatment make the management of ovarian cancers
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in developing countries very challenging. Vulval cancer,
endometrial cancer, and primary cancers of vagina and
fallopian tubes are much less common but poise similar
problems with the more common gynaecologic cancers.
Patients with advanced forms of these cancers have need of
palliative care which improves quality of life by elimination
or reduction of pain and other distressing symptoms of the
disease. The World Health Organization (WHO) has named
palliative care as one of four strategies to cancer control,
with other three being cancer prevention, early detection
and diagnosis, and treatment [7]. The management of these
patients is often fraught with socioeconomic, cultural, and
ethical dilemmas. These have been noted to include truth-
telling, choice of place of care and place of death, treatment
choices, medication use, and terminal sedation [8]. Availabil-
ity and use of oral morphine for pain relief, spiritual care, and
availability of palliative care services have been cited as issues
[8]. Other common ethical challenges include issues of the
individuals’ autonomy, family and community participation
in care, end-of-life issues, and preservation of fertility. For
successful development of a viable and sustainable model of
cancer care in resource-poor environments, all these issues
must be dealt with.

2. Culture and Religion

Culture is defined as “the forms of traditional behaviour
which are characteristic of a given society or of a group of
societies, or of a certain race, or of certain area, or of a
certain period of time” [9]. Diversity of cultural and religious
beliefs of people in the developing world, especially Africa,
theMiddle East, and Asia, affects their views and perceptions
of cancer care. Therefore, if healthcare in these regions are to
be improved upon, then the cultures, traditions, and religious
inclinations of patients with origins from there should be
taken into consideration. Many African and Middle Eastern
countries consider mentioning cancer a taboo and many
forbid the telling of a patient that he/she is dying [10, 11]. In
South Africa, cultural and gender norms precludes women
discussing sexuality issues with their daughters [12]. In
Bangladesh, women have little access to healthcare facilities,
a situation compounded by the notion that they are not to
take decisions concerning their health by themselves [13]. In
the predominantly matriarchal Serbian society, hysterectomy
is dreaded and often rejected as a woman’s position in family
is assured by birth of a child, especially male child [14, 15].
Because of strong support arrangement provided by extended
family system in African and similar cultures, there seems to
be reduced relevance for psychologists, social workers, and
psychiatrists in cancer care [16] and this system has once
been noted to provide emotional stability to cancer patients
in Kenya [1].

3. Socioeconomic Issues

Poverty has very serious implications for women with
gynaecologic cancer in the developing world. Appropriate
therapeutic interventions like radiotherapy are not only

sparsely available in these countries but their use is limited
by high costs and dearth of experienced manpower. The
increasing disease burden and large country populations
overwhelms the public health system, putting a strain on
limited finite resources [17]. In a study by Murray et al.
[18], many Kenyan cancer patients hid their diagnosis from
family members because of the financial burdens of hospital
and medication payments. In about 90% of cases, cervical
cancer is linked to persistent genital infection with oncogenic
strains of human papilloma virus (HPV). Lack of knowledge
about the cervical cancer, HPV, and regular screening and
meager finances contribute in no smallmeasure to the disease
burden.

HPV infection is most common in young women within
their first decade of sexual activity [19] and new vaccine
has been developed for prevention following exposure to
high-risk HPV [19]. However, several societies are fearful
and wary of the vaccines, believing they are government’s
effort at controlling fertility [20]. Male infidelity as well
as early marriages/child marriages are accepted norms in
many of these cultures [21] that promote the infection, a
situation worsened by near nonexistent of both population-
based screening of cervical cancers and availability of human
papilloma virus vaccines as well as its high cost [22, 23].

4. Health Inequity

With cervical cancer, cytological screening enables detec-
tion of precursor lesion long before onset of invasive
disease. Advances in cytological examination use liquid-
based cytology and show superior performance to conven-
tional methods in population-based cervical cancer screen-
ing programs [24]. Colposcopic services where available
have made early diagnosis and treatment of preinvasive
disease output procedures. These standard treatment options
are often absent or unaffordable in most low resource
countries creating ethical dilemma in societies with high
disease burden. In addition, compliance to these “high-
tech” treatments is further reduced due to their unpleas-
antness and protracted duration of administration. Fertility-
sparing procedures like radical trachelectomy performed in
women of child-bearing age with early stage cervical cancer
in developed countries [25] is largely unavailable in the
developing world due to high treatment costs, equipment
and expertise lack, late disease presentation, and religious
taboos.

Ovarian cancers have the highestmortality among gynae-
cologic cancers even in developed countries [6]. The use
of specialized treatment centres and government guaranteed
fast tracking of treatment which was made free for all cancers
in a developed country like Denmark resulted in remarkably
improved outcome [3]. However, individual cost bearing
remains the main stay of financing for cancer care in most
developing countries. Consequently cancer care services
remain grossly underfunded and many patients dropout.
Also, research in gynaecologic oncology suffers from poor
funding in developing countries and is compounded by poor
record keeping and follow-up attendance.
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5. Ethical Issues

Medical ethics is an important part of the practice of every
physician and this is particularly true in oncology. It has
been defined as disciplined study of morality in medicine
which concerns obligations of physicians and health-care
organizations to patients as well as obligation of patients
[26]. Gynaecologic oncologist must learn to recognize ethical
issues peculiar to their practice environment and ensure their
resolution as part of total care of the gynaecologic cancer
patient. These issues include the right to know, end of life
decisions, death and dying, and health inequities.

6. The Right to Know

Issues related to management of information in patient
receiving treatment for cancer is at the centre of literature
on communication in cancer. Questions of “when,” “how,”
and “how much” to disclose and “to whom disclosure is
to be made” remain contentious in the care of cancer
patients [27]. Informing patients with cancer the truth about
their diagnosis and progress or otherwise was until recently
presumed harmful to patient [28]. The paternalistic concept
in communication in which the physician was trusted to
act independently in the best interest of patient was widely
practiced [29].With increasing adoption of informed consent
as gold standard of care, patients were required to act
autonomously with regard to authorization of medical proce-
dures and treatment.Thismade full disclosure of information
by physicians obligatory. Despite this trend in care of cancer
patients, need for information seems to vary between patients
and across cultures [30]. Physicians in restrictive cultures
such as Africa and some Asian countries remain unsupport-
ive of fully disclosure of information to patients particularly
of “bad news” [31, 32]. This is in contrast to attitude of
physicians in more open West European countries with high
regard for patient’s autonomy. Inmost African, Hispanic, and
Asian cultures, the nuclear family is very strong and sen-
timents among family members influence patient’s choices
and decisions [33]. Surrogate decision makers may however
arguably be an expression of patient’s autonomy provided
such persons are freely delegated to function by the patient.
Even in the absence of cultural restrictions some patients
prefer avoidance of bad news and delegate decision making
to family members [34, 35]. Sentiment of family members
occasionally creates ethical problems by beclouding honest
and sincere discussion of patients’ progress. It is not uncom-
mon to be clearly instructed by the family not to discuss with
or disclose certain information to patient. Patient’s religious
conviction, educational attainment, age, and psychological
maturity tend to influence this attribute. This emphasizes the
need for adoption of standard effective and validated ways of
breaking bad news such as the SPIKES protocol [36].

7. End of Life Decisions

The final stage in life cycle of man is dying. Provision
of humane care to patients when curative remedies and
therapies are no longer feasible or palliative care is an

essential part of caring for cancer patients. Palliative care goes
beyond hospice or comfort care to encompass meeting the
physical, mental, and spiritual needs of patients and their
families [37]. It involves early identification and treatment
of pain and any other physical, psychological, and spiritual
problems associated with the progression of illness [38].
Dying is regarded in palliative care as a natural process
which is neither to be hastened nor unduly prolonged while
maintaining the patient as active as possible until death. The
aim is a dignified death free of pain. The current concept of
palliative care is that it should be instituted in care of those
with life threatening illness long before it becomes terminal.
Palliative care is instituted alongside curative treatment to
enhance quality of life at every stage of treatment.

Ethical problems abound in palliative care particularly
in conflicts resulting from assertion of individual rights and
preferences at end of life. An area of frequent conflict is
insistence of patient or family on use of particular treatments
or remedy with unproven effectiveness. A survey of cancer
patients in the United States of America (USA) showed
that one in every three respondents had used at least one
unconventional therapy in the past year [39, 40]. Similarly,
physicians’ response to patients who are noncompliant to
appointments, prescriptions, and recommendedmedical care
can be very ethically challenging. Exploration of situational
clues may help elucidate their challenges in compliance and
enhance better understanding of the “difficult patient.” This
helps in development of a more flexible and suitable care for
such patients.

The definition of appropriate care becomesmore complex
as illness progresses and becomes terminal. Ethical questions
arise as to when to withhold standard curative treatment
and switch to hospice. The essence of repeated surgeries and
chemotherapy becomes disputable and questions arise like
“Should treatment be solely directed at alleviating symp-
toms?,” “When should resuscitation be withheld?,” and “Is
there any place for physician assisted death or euthanasia?”

Terminally ill patients tend to have varying degrees of
depression which may find expression in suicidal tendencies
due to feeling that life has become useless. Assisted death is
then requested for despite patients’ fear of death. Advocates
of euthanasia relate it to patients’ right of autonomy in end
of life decisions. Physician assisted suicide (PAS) became
legal in Oregon and Washington of the USA in 1997 and
1999, respectively, while Belgium (2002), the Netherlands
(2002), and Luxemburg (2008) have legalized both PAS and
euthanasia [41, 42]. Request for euthanasia was found most
common in patients with motor disorders, cognitive disor-
ders, feeding difficulty, loss of communication ability, sense of
loss of dignity, and elimination disorder [43]. The reality and
magnitude of euthanasia and its demand is largely unknown
in most developing countries due to societal repression of
such discussion. In most African and Asian cultures with
restrictive cultural inclination to issues of death and dying,
open and direct end of life discussion is often considered
very offensive [44, 45]. Active euthanasia is criminalized
and the religious among its society continue to oppose it by
proclaiming the sacredness of life which can only be taken by
the one who created it [46].
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8. Death and Dying

Societal attitude to death and dying is another important
barrier to free communication with women suffering from
cancer. They are multidimensional and vary across cultures.
In most west European countries, disease, death, and dying
are regarded more naturally than in African and Asian
cultures. Family dynamics and religion play major roles in
shaping the African and Asian concepts of death. The young
adult is permitted early in life to practice nonnuclear family
life independence in West European culture. In African and
Asian cultures, individuals exist within a nuclear family based
on marriage and creating a very strong family-based bond
and are adversely affected by demise of other familymembers.
Family members have been known to be the leading source
of complimentary therapies in patients with cancer [47].
Acting as surrogate decision makers, they occasionally insist
on futile medical treatments that may not change the overall
outcome of patients. Death and dying is a deeply emotional
event in most African and Asian cultures. These emotions
similarly stir positive family reactions which represent a
unique resource in patient care and impacts very positively on
care of people with cancer [48, 49]. A wide range of studies
suggest that 50–75% terminally ill patients, including those
with cancer, prefer home-based care [38].

Families need to be educated appropriately and prepared
on time for financial implications and emotional pressures
associated with caring for the terminally ill and their subse-
quent demise. The challenges which result in unsupportive
and emotionally devastated families of cancer patients have
largely been underestimated and seldom studied in the
developing world [50]. It would be interesting to determine
the factors which militate against effective family support
in treatment of such patients with a view to developing a
scale for measuring family support indexes in care of women
with gynaecologic cancers. Religion has dramatically differ-
ent connotations in various cultures with prime drivers as
history, politics, social events, and theological arguments [51].
Religiosity tends to bear a great deal on each cultures’ concept
of death and dying. In association with personal attributes,
religion plays a vital role in determining patients’ response
to truth about their condition [52]. Religious, emotional, and
psychological support ameliorate impact of bad news and
help patients adjust to reality of their situation [53].

9. Conclusion

Provision of financially sustainable models of cancer care
remains the challenge in the treatment of cancer worldwide
but particularly in low resource countries. Addressing socioe-
conomic, cultural, and ethical issues affecting gynaecologic
cancer care will aid in ensuring development of viablemodels
of cancer care in resource-limited countries. Unrestrained
and uncritical adoption of new technologies without com-
mensurating cost benefit analyses remains the rule in the
technology deprived and gullible communities where any
form of technology is rapturous once found. It is important
that policy makers on healthcare in developing countries

emphasize the optimal use of scarce resources based on
evidence-based practices.

Health education and population-based screening is
cheaper and more effective in the management of most
gynaecologic cancers. Health education should be institu-
tionalized using mass media and other culturally acceptable
means of community mobilization. Systematic, available,
and affordable cancer screening should be incorporated into
basic health care. Healthcare practitioners need to accept
limited life expectancy in patients with advanced cancers.
They should know when and be readily willing to switch
to palliative care where necessary. A strong collaboration
between gynaecologists, palliative care physicians, and gen-
eral surgeons is essential for optimal gynaecologic cancer
care. In addition, research in developed countries should
emphasize feasibility treatment plans, provision of affordable
chemotherapeutic drugs, surveillance of cancer survivors,
family therapy, and the vital role of counsellors and social
welfare practitioners in the care of cancer.
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