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Te provision of psychosocial services has a substantial impact on cancer care by reducing emotional distress and improving both
the quality of life and survival of patients, but the availability and utilization of such services have not been well studied in
developing countries, particularly, Ethiopia. Terefore, we explored the types of psychosocial services available for breast cancer
patients in Addis Ababa, Ethiopia. A mixed method study was conducted using a cross-sectional survey involving 428 breast
cancer patients, followed by a qualitative study. A total of nine in-depth interviews (IDIs) were conducted with four breast cancer
patients and fve key informants using two separate interview guides. In addition to descriptive statistics, logistic regression was
performed to identify factors associated with the provision of psychosocial services. Tematic analysis was used for the qualitative
data, using NVivo 12 plus software. Only 47 (11.1%) patients received psychosocial services in the form of counselling, emotional
support, or information provision. Health professionals reportedly provided such services along with their routine activities, and
patients predominantly received social/emotional support from family members, friends, and colleagues. Tere were no well-
structured counselling services, emotional support, or group discussion sessions for breast cancer patients in these health facilities.
Te main reasons for not providing these services were high patient fow/workload, inadequate space, lack of training, and not
having qualifed professionals to organise and deliver psychosocial services in these hospitals. Only one in ten breast cancer
patients received psychosocial services from health professionals, and the services were not delivered in a structured way.
Terefore, psychosocial services should be integrated in both private and government health facilities in Ethiopia.

1. Introduction

Cancer is a devastating disease causing signifcant psycho-
logical problems among patients and their caregivers [1].
Several studies have revealed that cancer patients face
emotional, social, and psychological difculties in the form

of either anxiety or depressive disorders [2–5]. Evidence has
also suggested that psychological disorders are signifcantly
associated with substantial functional impairment, fatigue,
pain, poor quality of life [6], and reduced survival [7].
Particularly, patients with breast cancer who are in the midst
of treatment experience fear and concerns regarding
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mortality, disease recurrence, and body image impairment,
especially in relation to mastectomy, hormonal treatment,
and sexuality [1, 8, 9]. For this reason, the National Com-
prehensive Cancer Network (NCCN) Distress Management
Panel guideline indicates the importance of assessing the
physical, psychological, social, and spiritual needs of cancer
patients and recommends regular screening for any form of
distress, anxiety, and other common mental illnesses using
appropriate and validated tools [10, 11].

Psychosocial services are one of the components of
cancer care addressing the social, psychological, emotional,
spiritual, and functional aspects of the patient’s journey,
requiring an interdisciplinary team of care and service
providers [12]. Tese services include a variety of psycho-
logical and educational components, such as relaxation
training, cognitive and behavioural coping strategies, cancer
education/information sessions, and group social support
[13–15]. Provision of psychosocial services to cancer patients
in treatment revealed signifcant efects on reducing emo-
tional distress, anxiety, and depression [16, 17]; it also
improved adherence to treatment and enhanced the quality
of life [18, 19] and survival of cancer patients [20, 21].

Signifcant advances in the efectiveness of psychosocial
interventions have encouraged diferent health organizations,
associations, and committees to develop, implement, and dis-
seminate psychosocial guidelines and evidence-based treat-
ments for several comorbid psychiatric disorders in cancer and
other chronic illnesses [22–26]. For instance, the primary vision
of the International Psycho-Oncology Society (IPOS) in col-
laboration with the World Health Organization (WHO) is to
improve the quality of cancer care and cancer policies through
the provision of psychosocial care globally [27].

Due to their positive impacts on several treatment
outcomes, psychosocial services are being integrated and
delivered in routine cancer care in high-income countries
[9, 20, 23, 28]. However, some studies revealed that there is
still a gap in identifying the psychological, social, and
spiritual needs of cancer patients and properly addressing
them through systematic and culturally tailored psychoso-
cial services that can beneft patient well-being [29–31].

Particularly, cancer care systems in many low- and
middle-income countries (LMICs) do not even address the
current burden of cancer due to poor screening services and
poor development of public health services. In addition,
ignorance, unhealthy cultural and spiritual beliefs, and
denial of diagnosis are common problems that create many
challenges in terms of fewer treatment options, presentation
at advanced stages of disease, and pain management,
resulting in a greater need for psychosocial and palliative
care. However, psychosocial services are not widely available
in LMICs, especially in Africa [26, 32]. One of the major
challenges in the implementation of existing clinical practice
guidelines for psychosocial care is that most of these
guidelines have been designed primarily for well-resourced
settings, considering their culture and local context [33, 34].

So far, few studies have been conducted on the imple-
mentation of psychosocial services in LMICs. A qualitative
study conducted in Indonesia reported that breast cancer
patients obtained information about their diagnosis and

treatment from the doctors at the hospital. However, other
types of psychosocial services, such as counselling and
emotional support, were not provided for the patients [35].
According to a study conducted in Botswana, the majority of
cancer patients received social support from family members
and friends. However, the study revealed a gap in the
provision of psychosocial services due to understafed fa-
cilities and poor referral communications and scheduling
systems [36]. Similarly, our previous study in Ethiopia
revealed that breast cancer patients received social support
from family members, friends, and signifcant others [37]. A
few studies conducted in diferent parts of the country also
found that the unmet supportive care and information needs
of cancer patients are high, and sociodemographic, clinical,
and information-related factors were identifed as factors in
the unmet needs of cancer patients in Ethiopia [38–40].

However, the provision of psychosocial services for
breast cancer patients at the health facility level has never
before been explored. Terefore, this study explored the
availability and receipt of psychosocial services for breast
cancer patients in selected hospitals in Addis Ababa,
Ethiopia.Te fndings of this studymay be helpful to identify
gaps in the provision of psychosocial services and design
appropriate psychosocial services by considering the so-
cioeconomic and cultural context of the country.

2. Materials and Methods

2.1. Study Design and Research Environment. A sequential
mixed study design (QUAN (qual)) was employed; in the
frst phase of the study, a cross-sectional study design was
used, and quantitative data were collected from 428 breast
cancer patients. In Ethiopia, there is a three-tier healthcare
system, in which comprehensive cancer care is available at
tertiary-level hospitals and some cancer treatments, such as
surgical and chemotherapy services, are provided at
secondary-level hospitals. Tis study was conducted at two
large tertiary referral hospitals and fve private oncology
clinics in Addis Ababa. Based on the preliminary analysis
conducted on the quantitative data, a small-scale qualitative
approach was used for further exploration and validation of
the quantitative fndings by interviewing a few more breast
cancer patients. In addition, the fndings were triangulated
by looking at the availability of the service from the per-
spective of health professionals as well. Tis also enabled us
to identify barriers to the provision of psychosocial service in
these health facilities. Ethical clearance was obtained from
the Research Ethics Committee (REC) of the School of
Public Health and the Institutional Review Board (IRB) of
the College of Health Sciences, Addis Ababa University.

2.2. Study Participants and Sample Size. Te sample size for
the quantitative part of the study was calculated using the
following assumptions: 95% confdence interval (CI),
margin of error (d)� 5%, 40.3% prevalence of depression
[41], and 20% nonresponse rate. Te fnal calculated sample
size was 444. Te eligibility criteria were all pathologically
confrmed breast cancer patients above 18 years of age who
were undergoing treatment at the selected health facilities.
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In the qualitative part of the study, in-depth interviews
(IDIs) were conducted with four purposively selected breast
cancer patients and fve health professionals (two oncolo-
gists, two BSc nurses, and one health ofcer) who were
working in the respective oncology departments. Psychol-
ogists and psychiatrists are not available in most of the
private cancer clinics and are not involved in cancer care in
the two tertiary hospitals. Terefore, we purposively selected
these nurses as they have a close attachment with cancer
patients. An attempt was made to achieve the principle of
maximum variation of participants by considering the type
of health facility, duration of diagnosis, age, and place of
residence.

2.3. Data Collection and Tools. For the quantitative part of
the study, a structured questionnaire was developed and
adapted to our context after reviewing the literatures. Te
questionnaire has a total of 26 multiple choice and yes/no
questions organised into three subsections: sociodemo-
graphic characteristics (8), clinical characteristics (8), and
types of psychosocial services received (10). At the end of the
questionnaire, two open-ended questions were included in
order to give the patients a chance to describe in more detail
any related services they have received in those facilities.
Breast cancer patients were considered to have received
psychosocial services if they reported having received any
kind of counselling service, emotional support, or in-
formation/educational materials from health professionals
working at the current health facility. Te quantitative data
were collected through face-to-face interviews since a con-
siderable proportion of women were expected to have little
formal education. Terefore, seven data collectors (one at
each site) were recruited and trained on the objective of the
study, data collection tools, and interview techniques by the
principal investigator.

For the qualitative study, two separate interview guides
were prepared for IDIs with patients and key informants. Te
interview guide for the patients has seven main and probing
questions about psychosocial problems encountered,
methods of disclosure, types of information received, and
counselling and other psychosocial supports received at the
health facilities. Similarly, the interview guide for the health
professionals has eight open-ended questions focusing on
psychosocial challenges observed among breast cancer pa-
tients, available psychosocial services at their facility, how they
are delivered, and their perception of psychosocial support
and why it is not being provided. Te principal investigator
and a research assistant who has experience in qualitative
research conducted all the interviews. Daily debriefngs were
held on emerging thematic areas, and all the information we
gathered from these additional four patients was consistent
and in support of our quantitative fndings. Terefore, we did
not continue interviewing more patients as we reached the
theoretical saturation level. All the interviews were audio
recorded and notes were taken during the interviews.Te data
were organised and appropriately labelled immediately after
each interview. Subsequently, all recorded interviews were
transcribed and translated verbatim.

2.4. Data Analysis Procedures. Te quantitative data were
organised using Epi data software and analysed using Sta-
tistical Package for Social Sciences (SPSS) version 25. A
bivariate logistic regression analysis was performed for each
independent variable associated with the receipt of psy-
chosocial services. Te crude and adjusted odds ratios (COR
and AOR) with 95% CI were presented.Te data analysis for
the qualitative study was initiated in the feld simultaneously
to the data collection process. All transcribed documents,
feld notes, and refexive memos were entered into NVivo12
plus software. Each statement and word were coded line by
line based on the stated objectives.

Inductive thematic analysis was applied in order to
summarise and explain the emerging categories and themes
under each objective. Te fndings were guided and de-
scribed using the tiered intervention model, which provides
a framework to review existing services within the com-
munity, identify gaps in current service delivery, and im-
plement psychosocial care using a community-based
approach [42]. Te model has fve levels, and the appro-
priate psychosocial intervention is administered based on
patients’ distress levels at diferent service delivery points. In
this study, we mainly focused on the frst three levels:
provision of general information and advice suitable for any
cancer patient was considered as level one, universal care.
Te second level is known as supportive care, which focuses
on the provision of psychoeducation, emotional support,
and triage. Level three (extended care) includes focused
counselling, coping skills training, and psychoeducation by
trained health professionals. Level four (specialist care) and
level fve (acute care) are the fnal two levels of care provided
by skilled therapists and multidisciplinary teams.

3. Results

Te results of this study are organised and presented in two
parts. Te frst section shows fndings from the quantitative
survey, describing the proportion of women who received
psychosocial services in these health facilities.Te analysis of
the survey was conducted among 428 patients, with a re-
sponse rate of 96.4%. Te second section deals with the
fndings from the qualitative study, highlighting the types
and locations of psychosocial services available for breast
cancer patients. It also narrates the reasons for not providing
psychosocial services for breast cancer patients in these
facilities.

3.1. Section One: Quantitative Study Findings. Te socio-
demographic and clinical characteristics of the participants
are summarised in Table 1. Te majority of 354 (82.7%) of
the study participants were aware of their diagnosis, while 61
(14.3%) believed that they had breast infammation, and the
remaining 13 (3.0%) did not know about their condition
at all.

Concerning the psychosocial services received, our
quantitative study revealed that only 47 (11.0%) of these
patients had received any kind of psychosocial service at the
current health facility, in the form of counselling, emotional
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support, or the provision of information from health pro-
fessionals. Out of these patients, more than half, 27 (57.6%),
had received information from health professionals, while
the others had received other forms of psychosocial services.

Most of the 356 patients (83.2%) stated that they preferred to
visit health facilities in order to receive psychosocial services,
70 (16.4%) of them preferred religious places, and only 2
(0.5%) preferred traditional healers or other people.

Table 1: Sociodemographic and clinical characteristics of participants in the quantitative study.

Variables n� 428 Percentage (%)

Categorised age

20–29 41 9.6
30–39 157 36.7
40–49 113 26.4
50–59 61 14.2
≥60 56 13.1

Type of health facility Government 363 84.8
Private 65 15.2

Educational level

Illiterate 88 20.6
Read and write 26 6.1

Primary 83 19.4
Secondary 129 30.1
Tertiary 102 23.8

Religion

Orthodox 290 67.8
Catholic 5 1.1
Protestant 55 12.9
Muslim 78 18.2

Residence Inside Addis 203 47.4
Outside of Addis 225 52.6

Marital status

Married 242 56.5
Cohabiting 19 4.4
Divorced 50 11.7
Widowed 69 16.1
Single 48 11.2

Occupation

Housewife 203 47.4
Merchant 52 12.2

Government employee 84 19.6
Private/NGOa 50 11.7

Farmer 18 4.2
Other∗ 21 4.9

Stage of cancer (n� 417)

Stage I 32 7.7
Stage II 163 39.1
Stage III 184 44.1
Stage IV 38 9.1

Type of breast cancer
ER −ve 47 11.0
ER +ve 36 8.4

Unknown 345 80.6

Severity of pain

None 76 17.8
Mild 213 49.8

Moderate 114 26.6
Severe 25 5.8

Chemotherapy (n� 422) No 63 14.9
Yes 359 85.1

Surgery (n� 422) No 45 10.7
Yes 377 89.3

Radiotherapy (n� 422) No 388 91.9
Yes 34 8.1

Hormonal therapy (n� 422) No 373 88.4
Yes 49 11.6

aNon Governmental Organization, ∗daily laborer and student.
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Although the majority of participants are still involved in
diferent social activities, 75 (17.5%) of the total participants
reported that the disease afected diferent aspects of their
lives. Out of these, 46 (61.3%) and 32 (42.6%) of the patients
stated that the disease afected their social and spiritual lives,
respectively (Table 2).

According to themultivariate analysis, residence was one
of the sociodemographic factors that were signifcantly as-
sociated with the receipt of psychosocial care. Breast cancer
patients who live in Addis Ababa were 2.54 times more likely
to receive any psychosocial services than those who came
from outside of Addis Ababa (AOR� 2.54 (95% CI 1.30,
6.27)) (Table 3). Clinical factors such as pain severity and the
date of diagnosis also showed a signifcant association with
receiving psychosocial services. Breast cancer patients who
had moderate pain were three times more likely to receive
psychosocial services than women without any pain
(AOR� 2.84 (95% CI 1.02, 7.94)). Women who had been
diagnosed more than 1 year earlier were three times more
likely to receive these services than those who had been
recently diagnosed (<1 year) (AOR� 3.17 (95% CI 1.27,
7.89)) (Table 3).

3.2. Section Two: Qualitative Study Findings. Te socio-
demographic and clinical characteristics of breast cancer
patients who were involved in the qualitative study are
summarized in Table 4. Similarly, the qualifcations of the
included health professionals and their years of experience
are described in Table 5.

4. Theme 1: Available Psychosocial Services

Te psychosocial services available for breast cancer patients
were described and categorised into two main subthematic
areas: (i) from the community and (ii) from health facilities.

4.1. Subtheme1.1: FromtheCommunity. Despite the fact that
there is an awareness gap and the way that the community
provides social support has its own limitations, most of the
breast cancer patients who participated in this study testifed
that they received various types of emotional support from
family members. For instance, a 36-year-old breast cancer
patient said, “Te good thing, I receive a lot of support from
my family. My husband is very supportive, my sisters, my
mother and friends. All are very supportive.” (BCP, Age 36)

In addition, cancer patients receive support from dif-
ferent groups of people in the community, such as close
friends and colleagues.

““My close friends know about it and we always discuss
about everything. Tey comfort me a lot. . .they are very
supportive.” (BCP, Age 35)”

““Even at work, people usually support me. For example,
they reduce workload and give me permission when I have
an appointment.” (BCP: Age 36)”

4.2. Subtheme 1.2: From Health Professionals at Health
Facilities

4.2.1. Disclosure and Counselling Services. In the health
facilities visited, there was no structured way of disclosing
a diagnosis to breast cancer patients. In most cases, the
physician whomade the diagnosis was the one who disclosed
it to the patients, “Te doctor is the one who handles most of
these issues using the short time he has for examining all the
patients. He provides the counselling service based on patient’s
knowledge and health condition.” (HP: Health ofcer,
private)

Te patients also confrmed that the diagnosis had been
disclosed by doctors, “Tere was a doctor who did the in-
vestigation and told me as I have cancer.” (BCP, Age 35)

On the other hand, there were breast cancer patients
whose diagnosis had been accidentally disclosed while they
were waiting for their turn at the hospital or when they were
referred to an oncologist. Sometimes, cancer patients
remained unaware of their status. Respondents mentioned
caregivers who informed the health professionals not to tell
the patient about cancer because of fear of discontinuing the
treatment and in order to prevent hopelessness.

““Tey didn’t tell me anything about the disease except
telling me that I will be linked to another doctor. . .Ten, I
heard from other patient who sited beside me as we are
waiting for a cancer doctor.” (BCP, Age 36)”

““Sometimes, patients bring their pathology result without
being informed about their diagnosis...the family members
insist us not to tell them and the doctor will not say
anything.” (HP: BSc nurse, private)”

All breast cancer patients who participated in the
qualitative study reported that they did not receive any
counselling services. Tey also mentioned that their di-
agnosis was not properly disclosed and that the health
professionals did not provide any emotional support or
counselling at the time of diagnosis.

““Te way he told me was really shocking. Ten, I isolated
myself from any kind of medical treatment. Te doctor told
me as its breast cancer, and as there is no option other than
removing my breast. I even asked him about the cause and
he said we don’t have time to discuss about this; rather we
have to focus on the solution.Tat’s all what he said to me.”
(BCP, Age 35)”
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In contrast, the health professionals reported that they
were providing counselling services and emotional support
for cancer patients insofar as the situation allowed them to.
However, except for brief discussions with each patient,
there were no structured psychosocial services such as
counselling, emotional support, and discussion sessions with
cancer patients, either individually or as a group. Te

physicians and nurses who were working in the oncology
unit provided these services along with their other routine
tasks.

““We do not have such structured system, even the psy-
chological support and counselling is not provided ade-
quately. But we are trying our best and we need both

Table 2: Type of psychosocial service received in selected health facilities in Addis Ababa, Ethiopia.

Variables n Percentages

Currently receiving any psychosocial service in this facility No 381 89.0
Yes 47 11.0

Type of psychosocial service received (n� 47)
Counselling service 9 19.2
Emotional support 11 23.4

Provision of information 27 57.4

Participate in diferent gatherings No 28 6.5
Yes 400 93.5

Type of gatherings (n� 428 for each type)

Spiritual 328 76.6
Only funeral 323 75.5

Social 240 56.1
Women 125 29.2
Political 32 7.5

Challenges in relation to the disease No 353 82.5
Yes 75 17.5

Type of challenges encountered (n� 75 for each type)

Problem on social activities 46 61.3
Problem on spiritual life 32 42.6
Problem with family 27 36.0

Problem with employer 22 29.3

Preferred place to receive psychosocial support
Health facilities 356 83.2
Religious places 70 16.4

Traditional healers’ other people 2 0.5

Table 3: Multivariate logistic regression model for factors associated with receiving psychosocial services among breast cancer patients in
Addis Ababa, Ethiopia.

Variables Crude OR (95% CI) Adjusted OR (95% CI)

Health facilities Government 1 1
Private 1.57 (0.58, 4.13) 1.67 (0.46, 6.03)

Age 1.04 (1.01, 1.08)∗ 1.04 (0.99, 1.08)

Residence Outside Addis 1 1
Inside Addis 1.87 (0.97, 3.52) 2.54 (1.30, 6.27)∗

Marital status

Single 1 1
Married 2.00 (0.87, 4.62) 2.35 (0.91, 6.08)

Cohabiting 0.87 (0.23, 3.24) 1.53 (0.25, 9.52)
Divorced 2.70 (0.76, 9.30) 2.61 (0.63, 10.91)
Widowed 3.01 (0.92, 9.56) 2.05 (0.49, 8.62)

Severity of pain

None (0) 1 1
Mild (1–3) 2.09 (1.02, 4.28)∗ 1.93 (0.82, 4.53)

Moderate (4–6) 3.21 (1.29, 7.99)∗ 2.84 (1.02, 7.94)∗
Severe (7–10) 2.78 (0.59, 13.12) 2.44 (0.46, 12.92)

Final stage of cancer

Stage I 1 1
Stage II 0.62 (0.13, 2.81) 0.88 (0.17, 4.49)
Stage III 0.42 (0.09, 1.89) 0.65 (0.13, 3.29)
Stage IV 1.20 (0.16, 9.04) 1.18 (0.14, 10.17)

Chemotherapy No 1 1
Yes 0.53 (0.18, 1.52) 0.34 (0.076, 1.57)

Duration of dx Less than 1 year 1 1
More than 1 year 2.95 (1.26, 6.86)∗ 3.17 (1.27, 7.89)∗

Factors with signifcant infuence are shown in bold.
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counsellors and clinical psychologists.” (HP: Oncologist,
government)”

4.2.2. Provision of Adequate Information and Brochures.
Some participants reported that they had received some
information from health professionals about the treatment
options, side efects, and duration of treatment.

““When I start chemotherapy, the doctor told me that the
treatment has an efect on my hair and as I should not be
worried about it.” (BCP: 42 years)”

However, most of the patients indicated that the in-
formation provided by health professionals was not ade-
quate, and the majority of breast cancer patients held
discussions amongst themselves and accessed a lot of in-
formation from other patients who had been diagnosed
previously.

““No, I was not even informed about the no of cycles
prescribed for me. On the third cycle, I asked the nurse and
told me as its six cycles.” (BCP: 35 years)”

““We usually talk among ourselves and get a lot of in-
formation from those patients who took the medication
earlier.” (BCP: 42 years)”

Concerning the provision of leafets and brochures, none
of the participants mentioned that they had received this
kind of educational material. Te health professionals also
reported that they did not usually give these materials to
their patients.

““No, no one gave me such kind of materials.” (BCP:
36 years)”

““We try our best to help the patients with what we can but
we do not provide educational materials or other supports.”
(HP: Oncologist, government)”

5. Theme 2: Determinants of Psychosocial
Service Provision

Reasons for not providing psychosocial services in these
health facilities were also explored in the qualitative part of
the study, and several justifcations were given by the key
informants. Tese included a shortage of staf, a high
workload, and not having an assigned person to deliver these
services in an organised way.

““Te main problem is staf shortage and high patient
fow. . .umm. . .. we do not have a staf who is assigned for
psychosocial activities. . .” (HP: BSc nurse, government)”

In addition, there was high patient fow in these health
facilities due to the limited number of cancer centres in the
country. Terefore, it was difcult for the health pro-
fessionals to spend more time with each patient and address
their emotional and psychosocial needs.

““I don’t know the reason, but I think it’s because of high
patient fow. Let alone to spend some time with you and
discuss about your disease condition, the medication by
itself is given in hurry.” (BCP: 42 years)”

““. . .because of the high patient fow, doctors are forced to
see many patients per day specially in government hospi-
tals.” (HP: Oncologist, government)”

Te other justifcation was a lack of skill/training on
how to provide counselling and other professional sup-
port. Tey also stated that the set-up itself was not
convenient for providing patients with individual
counselling.

““Tere are no trained personnel, which makes it difcult to
provide counselling service.” (HP: Health ofcer,
private)”

““Te patients are very eager to listen, but the issue is we do
not have adequate room for counselling services.” (HP: BSc
nurse, government)”

6. Discussion

In this study, the majority of breast cancer patients received
social support from their family members, friends, and
colleagues. Tis fnding is consistent with those of other
studies conducted in China [43], Turkey [44], and Botswana
[36], which reported that cancer patients often received
psychosocial support from their family members and
friends.

6.1. Lack of Knowledge about the Diagnosis. Regarding dis-
closure of a cancer diagnosis, several guidelines recom-
mend that all cancer patients should be well informed
about their diagnosis, treatment options, and future
prognosis of the disease [24–26, 45]. However, our study
found that there were some breast cancer patients who

Table 5: Characteristics of health professionals involved in the qualitative study.

Code Profession Years of experience
Years of experience
in the oncology
department

Type of hospital

HP01 Oncologist 27 years 10 years Government
HP02 Oncologist 15 years 11 years Government
HP03 Clinical nurse 10 years 8 years Private
HP04 Clinical nurse 5 years 4 years Government
HP05 Health ofcer 2 years 2 years Private
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were not even aware of their diagnosis. A previous study
conducted in Ethiopia also reported a similar fnding
concerning the lack of disclosure of a cancer diagnosis
among breast and cervical cancer patients [46]. Tis
fnding is not only seen in Ethiopia but also supported by
a quantitative study conducted in Egypt that revealed that
around 15% of cancer patients were not aware of their
diagnosis, with only their family members being aware
[47]. Te main reason given by interviewees for not
disclosing this to these patients was the pressure of rel-
atives on caregivers to prevent hopelessness and dis-
continuation of treatment. Tis reason is also consistent
with a study performed in India, which reported that the
majority of caregivers preferred nondisclosure of a cancer
diagnosis and prognosis to their patients [48]. Poor
disclosure of a cancer diagnosis in developing countries
may be associated with poor educational attainment [47],
preference for traditional medicine, old age, and having
other chronic illnesses [49].

6.2. Lack of Knowledge about the Planned Treatment.
Several studies revealed that counselling services are one of
the major components of psychosocial services that are
being delivered in developed countries [12, 24–27, 50, 51].
However, breast cancer patients in this study reported that
they did not receive counselling services at their current
health facility. According to the cancer survivorship plan of
the Institute of Medicine (IOM), the minimum level of care
and information that should be given to each cancer patient
includes the provision of information about the types of
tests, results, and tumour characterization, as well as
treatment details, including type, combination of treat-
ments, duration, side efects, and regimen [33]. Never-
theless, patients in this study mentioned that they did not
receive details about their diagnosis and treatment, in-
cluding the number of chemotherapy cycles prescribed for
them. Tey also stated that they never received educational
materials in the form of brochures or leafets. Similarly,
many African countries do not provide comprehensive
psychosocial services [27, 32, 52].Tere is a lack of resources,
including skilled people, infrastructure, and materials.

6.3. Rural-Urban Disparities in Access to Service. Patients
who were residents of Addis Ababa were twice as likely to
receive psychosocial services as those who were living
outside of Addis Ababa. Tis fnding can be explained by
the fact that people living in urban areas probably have
better health information and therefore insist on
obtaining psychosocial services. Tis fnding is supported
by a study conducted in Egypt, which revealed that ed-
ucational level and place of residence were signifcantly
associated with disclosure and provision of psychosocial
services [47]. Tis has implications for the importance of
having daily coping mechanisms, involvement of com-
munity health, and establishing cancer support groups,
particularly for those cancer patients who live further
away from cancer centres, which are mostly concentrated
in big cities.

6.4. Access to Counselling Services. Te other factor associ-
ated with the provision of psychosocial services was having
pain; the likelihood of breast cancer patients receiving
psychosocial services was higher when they had moderate
pain. Tis can be explained by the human nature of health
professionals to feel sympathetic and provide more emo-
tional or other psychosocial services for those with pain than
stable patients. In this study, breast cancer patients who were
diagnosed one and more years ago were more likely to
receive psychosocial services as compared to those who were
newly diagnosed. A possible explanation for this may be that,
as the duration of stay in the health system increases, the
chance of receiving these services will also be higher due to
having repeated appointments with health professionals and
receiving diferent types of treatment.

6.5. Strengths and Limitations. Te main strength of this
quantitative study is the large sample size and inclusion of
private and government hospitals in Addis Ababa, leading to
a broad picture of the situation. Te maximum variation of
responses was achieved by including newly diagnosed and
recurrent cases. During our qualitative study, collecting
information from both patients and health professionals
increased the generalizability of the study. Te major lim-
itation of this study was that we only conducted IDIs, and it
may be helpful if other data collection techniques, such as
focus group discussions (FGD), were used in order to
confrm our fndings. Another limitation of this study was
that we did not use a validated questionnaire for the
quantitative part and that the questionnaire was developed
through a review of the literature and modifed for the local
context.

7. Conclusions

In this study, psychosocial services were found to be rarely
available for breast cancer patients, whether in the form of
counselling services, emotional support, or provision of
information, and not in a structured way. A high workload,
inadequate space, and a lack of trained health professionals
were the major reasons for not providing these services.
Terefore, innovative psychosocial services, possibly tasks
shared through diferent professions, need to be better in-
tegrated into routine cancer care. Te services need to be
tailored to the local context through consideration of various
sociocultural factors, the educational attainment of the
community, and available resources. Te Ministry of Health
should expand the training of health professionals in dif-
ferent disciplines, including clinical psychology, palliative
care, and social work. Palliative care units and patient
support groups should be established to reach patients in
rural and urban areas.
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