N
N

N

HAL

open science

Access to oncology care in Mali: a qualitative study on

breast cancer

Clémence Schantz, Abdourahmane Coulibaly, Alassane Traoré, Bakary Abou

Traoré, Kadiatou Faye, Julie Robin, Luis Teixeira, Valéry Ridde

» To cite this version:

Clémence Schantz, Abdourahmane Coulibaly, Alassane Traoré, Bakary Abou Traoré, Kadiatou Faye,
et al.. Access to oncology care in Mali: a qualitative study on breast cancer. BMC Cancer, 2024, 24

(1), pp.81. 10.1186/s12885-024-11825-6 . hal-04434368

HAL Id: hal-04434368
https://hal.science/hal-04434368
Submitted on 2 Feb 2024

HAL is a multi-disciplinary open access
archive for the deposit and dissemination of sci-
entific research documents, whether they are pub-
lished or not. The documents may come from
teaching and research institutions in France or
abroad, or from public or private research centers.

L’archive ouverte pluridisciplinaire HAL, est
destinée au dépot et a la diffusion de documents
scientifiques de niveau recherche, publiés ou non,
émanant des établissements d’enseignement et de
recherche francais ou étrangers, des laboratoires
publics ou privés.


https://hal.science/hal-04434368
https://hal.archives-ouvertes.fr

Schantz et al. BMC Cancer (2024) 24:81 BMC Ca ncer
https://doi.org/10.1186/512885-024-11825-6

, , s ®
Access to oncology care in Mali: a qualitative =
study on breast cancer

Clémence Schantz'?", Abdourahmane Coulibaly?, Alassane Traoré*, Bakary Abou Traoré®, Kadiatou Faye’,
Julie Robin', Luis Teixeira®, Valéry Ridde' and and the SENOVIE group

Abstract

Background Breast cancer is the most common cancer in terms of incidence and mortality among women
worldwide, including in Africa, and a rapid increase in the number of new cases of breast cancer has recently been
observed in sub-Saharan Africa. Oncology is a relatively new discipline in many West African countries, particu-
larly Mali; thus, little is known about the current state of cancer care infrastructure and oncology practices in these
countries.

Methods To describe the challenges related to access to oncology care in Mali, we used a qualitative approach, fol-
lowing the Consolidated Criteria for Reporting Qualitative Research (COREQ). Thirty-eight semistructured interviews
were conducted with health professionals treating cancer in Mali (n=10), women with breast cancer (n=25), and rep-
resentatives of associations (n=3), and 40 participant observations were conducted in an oncology unit in Bamako.
We used the theoretical framework on access to health care developed by Levesque et al. a posteriori to organise

and analyse the data collected.

Results Access to oncology care is partly limited by the current state of Mali's health infrastructure (technical plat-
form failures, repeated strikes in university hospitals, incomplete free health care and the unavailability of medicines)
and exacerbated by the security crisis that has been occurring the country since 2012. The lack of specialist doctors,
combined with limited screening campaigns and a centralised and fragmented technical platform in Bamako, is par-
ticularly detrimental to breast cancer treatment. Women'’s lack of awareness, lack of information throughout the treat-
ment process, stereotypes and opposition to amputations all play a significant role in their ability to seek and access
quality care, leading some women to therapeutically wander and others to want to leave Mali. It also leaves them

in debt and jeopardises the future of their children. However, the high level of trust in doctors, the involvement

of international actors, the level of social support and the growing influence of civil society on the issue of cancer
also represent great current opportunities to fight cancer in Mali.

Conclusion Despite the efforts of successive Malian governments and the commitment of international actors,
the provision of health care is still limited in the country, entrenching global inequalities in women’s bodies.
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Introduction

Breast cancer is the most prevalent cancer in regard
to incidence and mortality among women worldwide,
including in Africa. In 2020, 2.26 million women were
diagnosed with breast cancer worldwide [1], with 186,598
new cases and 85,787 deaths occurring in Africa [2]. The
International Agency for Research on Cancer (IARC)
predicts that the number of cancer cases will increase
50-60% over the next two decades. Indeed, there has
been a very rapid increase in the incidence of breast can-
cer in Africa, particularly among women under 45 years
of age [3]. The rapid increase in the number of new cases
of breast cancer in sub-Saharan Africa (SSA) is partly
explained by demographic changes (declining fertility
and the ageing of the population) and lifestyle changes
(decreasing breastfeeding, increasing obesity, physi-
cal inactivity, and alcohol consumption by women) [3];
further epidemiological research is underway. Improve-
ments in cancer registration and the rapid development
of diagnostic capabilities are also contributing to the
increase of these figures.

In the field of cancer, SSA countries face structural
challenges such as a lack of both infrastructure and mate-
rial, technical, financial, and human resources. In certain
West African countries, technical facilities do not offer
services that can accomplish the complete therapeutic
management of cancers, particularly given the absence of
radiotherapy [4, 5]. At the same time, while some govern-
ments have made efforts to make chemotherapy widely
available and free of charge (e.g., Cote d’'Ivoire, Senegal
and Mali), much remains to be done, including in terms
of diagnosis and screening. There is limited evidence
on the preparedness of health systems and women with
breast cancer in West Africa.

Oncology is a relatively recent discipline in many West
African countries, particularly in Mali. Mali is a large
Sahelian country with a low-income economy and rapid
population growth, with a fertility rate of 6.3 children per
woman [6]. Mali has experienced instability and conflict
since the 2012 military coup and the occupation of the
northern regions by armed groups [7]. Forty-nine per-
cent of Malians live below the extreme poverty line [8].
Women with breast cancer in Mali are particularly young
(median age of 45 years [9], compared with 63 in France
[10]), and the stage of the cancer is often locally advanced
when they enter the formal care system (the biomedical
area) [9, 11]. These late diagnoses can be explained by a
number of factors, such as a low level of awareness of the
disease among women and communities; rare screen-
ing policies; reliance on traditional medicine; the cost of
medical care, transport and accommodation for women
living outside the capital cities; the lack of specialist doc-
tors, infrastructure and equipment; and mistrust of the
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medical establishment [9, 12—14]. A cancer registry was
established in 1986 and covers the population of Bamako
and the surrounding area. A total of 1,545 cancer cases
were recorded in the district of Bamako in 2019, of which
1,017 were women (65.8%). Breast cancer was the most
common type, with 294 cases (19.0%) [15].

A cancer plan was drawn up in 2007 but has never been
implemented, mainly because of the political crises that
have been ongoing since 2010. Cancer is now an integral
part of noncommunicable disease (NCD) policy. The
budget for cancer is part of the overall budget for NCDs
and is mainly used to fund radiotherapy and chemo-
therapy services. [16]. The cost of the national strategic
plan for the fight against NCDs for the 2019-2023 period
covers various areas, such as registration, diagnosis, pre-
vention, treatment, and the training of health care pro-
fessionals [16]. Mali has been implementing public social
protection policies in the health field for several years
[17]; however, highly specific and expensive cancer care
is not included in these measures. The various social pro-
tection policies are still very fragmented, and the policy
that explicitly concerns those who are worst-off faces
many funding and implementation challenges, thereby
reducing the effectiveness of free health care [18]. Mali’s
health system remains underfunded, universal health
coverage is very low, and catastrophic health spending is
high [19].

However, little is known regarding the concrete state
of cancer care infrastructure and oncological practices in
this country. Thus, the aim of this article is to describe
the challenges of access to oncology care in Mali to better
understand the situation and inform health policy-mak-
ers and other stakeholders.

Methodology

We used a qualitative approach that combined observa-
tions and in-depth interviews. We present our method-
ology following the Consolidated Criteria for Reporting
Qualitative Research (COREQ) [20].

Research team and reflexivity

Personal characteristics and relationship with participants
Two people were involved in data collection, namely, a
Malian health anthropologist (AC), who is a university
lecturer with considerable experience in interviewing
people about sensitive issues such as illness, gender and
sexuality, and a French sociologist (CS), who has been
conducting field research and interviews with caregivers
and women in Mali for 10 years. The sociologist also has
a background as a midwife in France, with some experi-
ence in West Africa. The interview grid was shared, and
the first interview was conducted with both individuals
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to ensure that we had a common understanding of the
questions.

Study design

Theoretical framework

We used the theoretical framework developed by Lev-
esque et al. [21] regarding access to health care (Fig. 1).
We used this framework a posteriori to organise and ana-
lyse collected data [22]. Access is considered the possibil-
ity of identifying one’s health care needs, seeking health
care services, reaching health care resources, obtaining
or using health care services, and being offered services
appropriate to one’s needs for care [21]. The results will
therefore be presented according to the five dimensions
of accessibility of services conceptualised by Levesque
et al.: 1) approachability; 2) acceptability; 3) availability
and accommodation; 4) affordability; 5) appropriateness,
as well as according to the five corresponding abilities of
persons interact with the dimensions of accessibility to
generate access: 1) ability to perceive; 2) ability to seek; 3)
ability to reach; 4) ability to pay; 5) and ability to engage.

Participant selection

The research took place in Bamako between July 2021 and
July 2022. Health professionals, women, and associations
were purposively recruited [23]. Thirty-eight semistruc-
tured interviews were conducted with health profession-
als treating cancer in Mali (n=10), with women suffering
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from breast cancer (n=25), and with representatives of
associations (n=3).

The recruited health professionals represented key
players in cancer care in Mali: oncologists (n=3), sur-
geons (n=2), public health doctors (n=2), radiothera-
pists (n=1), pathologists (n=1), and psychologists
(n=1). There were 9 men and 1 woman. Women were
recruited through cancer associations (n=20) and doc-
tors (n=>5). Finally, the association representatives (n=3)
included those from Mali’s two main breast cancer asso-
ciations and a government-recognised traditional healer
association.

Settings

All interviews with health professionals were conducted
in health care facilities. Interviews with women were
conducted at home (#=20) and in health facilities (n=5).
Interviews with association representatives were con-
ducted at the associations’ head offices.

Data collection

The interviews were conducted using interview grids for
health professionals (Additional file 1) and women (Addi-
tional file 2). The grids consisted of open-ended ques-
tions. The following topics were covered with the health
professionals: the existence of professional training in
oncology in Mali and their personal career paths (at the
national and international levels); the cancer care offered
in Mali (available human resources, infrastructure, key

Geographic Technical and
Transparency Professional location lr?:":::::::s interpersonal
Outreach | Y A dation Opportunit quality
Information norms, Hours of opening p'::osts Y Adequacy
Screening culture, gender Appointments Coordination and
mechanisms continuity

Approachability Acceptability

\

¥

Availability and  Affordability Appropriateness
accom‘rodatlon

Vv v

Perception of E E:: - ﬁaer:ces
Health care e Thials, Healthcare || Health care || utilisation . seqt
N *Economic
needs A e seeking reaching «Primary access I C o on
*Health
Ability Ability Ability Ability Ability
to perceive to seek to reach to pay to engage
Health literacy Personal and Living Income Empowerment
Health beliefs social values, environments Assets Information
Trust and culture, Transport Social capital Adherence
expectations gender, Mobility Health Caregiver
pec autonomy Social support insurance support

Fig. 1 Levesque et al’s definition of access to health care [21]
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national and international actors, health policies, obsta-
cles and challenges); and the therapeutic mobility of
health professionals and women (incoming and outgo-
ing). During the interviews with women, the first part
retraced their care pathway, including the first signs, the
various recourses (formal and informal), contacts, the
information received, relations with health care profes-
sionals, difficulties, costs, and mobility. The second part
was devoted to their relationship with their body and
representations of femininity’ (i.e., what it means to feel
like a 'woman’) in the context of the disease, including the
effects of treatment on the body, the experience of ampu-
tation, self-image, sexuality, conjugality, perceived dis-
crimination, the unveiling of the body, and relationships
with other women (particularly possible cowives). Across
these two major themes, the issue of biographical break-
downs was explored (marital, professional, and social
breakdowns). Finally, the interviews with association
representatives reviewed the history of the association’s
creation and then utilized combined questions from the
interview grids for health professionals and women; the
selected questions addressed the provision of care, care
pathways, and women'’s life paths.

The median duration of the interviews was 61 min with
the health professionals, 70 min with the women, and 38
min with the association representatives. The women’s
ages ranged from 30 to 70 years (median age 43 years),
with various backgrounds (housewives, doctors); they
all lived in Bamako but came from different regions of
Mali and different ethnic groups. Most interviews were
recorded and transcribed (n=34/38). Four interviews
were not recorded because the interviewees refused (all
were health care workers). Notes were taken during these
interviews and the participant observations. This process
produced a corpus of data alongside the transcripts of the
interviews.

The French sociologist carried out participant observa-
tions (n=40) in the oncology department of a university
hospital in Bamako during medical consultations and
chemotherapy treatments in July 2022. The researcher
not only took part in these consultations, helping to
measure blood pressure, oxygen saturation, and weight,
but also took free-style notes in a notebook.

Analysis and findings

Data analysis

Data analysis was conducted using a comprehensive
approach to analyse experiences as they were lived and
not necessarily as they objectively occurred [24]. The
analyses were carried out manually by the two research-
ers who collected the data. These researchers carried
out the content analysis of themes and subthemes inde-
pendently before comparing their results, which were
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consistent. The results were then presented in Octo-
ber 2022 by the Malian anthropologist at three result-
reporting sessions held in Bamako. Caregivers, women,
patient associations, and political decision-makers were
present at these sessions (60 people). The participants
were enthusiastic and involved in the sessions. They
asked many questions and added their own remarks and
comments to the discussions. They all approved and
improved the results of the research.

Reporting

To add transparency and trustworthiness to our findings
and interpretations of the data, we will include quota-
tions from different participants in the results section.

Results
The observations and interviews highlighted various
obstacles to access to oncology care in Mali (Table 1).

Approachability and ability to perceive

Insecurity

The conflict and insecurity that have been ongoing in
Mali since 2012 were heavily present in the discussions
and constitute an important barrier to access to health
care, especially for women living outside the capital of
Bamako. Mali’s health system was already fragile before
the security crisis began but has worsened over the past
decade. According to the World Health Organisation
(WHO), 116 health centres have been closed across the
country due to violence; those that remain open strug-
gle to function due to a lack of resources and qualified
staff being regularly targeted by armed groups [25]. The
conflict is disrupting access to health care with massive
population movements, and the most qualified health
workers refuse to travel to these conflict zones [26], com-
plicating access to oncology care. Moreover, insecurity
in the country makes it not only challenging to carry out
awareness and screening campaigns in several regions of
Mali but also difficult to reach women outside of Bamako.

Limited screening campaigns

In 2017, Mali launched a free public early detection
campaign for breast cancer, implemented by the NCD
Division of the Ministry of Health through the "Week-
end 70" project (supported by the Orange Foundation)
[16]. However, these campaigns reach a limited number
of women, and the limited number of mammography
machines available in public hospitals hampers these
screening campaigns [16].
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Table 1 Barriers and opportunities to access oncology care in Mali for women with breast cancer
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DEMAND
Opportunities

Ability to perceive

Ability to seek
Confidence in doctors

Barriers Lack of information Therapeutic wandering
about cancer Plans and influences
Representations of family members
and beliefs about breast  to seek treatment abroad
and cancer Refusal to be amputated
Confusion surround-
ing the disease
during pregnancy
and breastfeeding

SUPPLY Approachability Acceptability

Opportunities

Barriers Limited access to health  Lack of communica-

care facilities in insecure
areas
Limited screening

tion between carers
and patients about diag-
nosis and treatment

campaigns Discrimination in access
Limited number to information based
of mammography on social class

machines in public
hospitals

Ability to reach

Wandering from one
hospital to another

Cost of travel and staying
in Bamako

Cost of back and forth
between hospitals

The importance

of the social network

in reaching the top

of the health pyramid

Availability and accom-
modation

DU%in oncology
since 2021

Few specialised doctors
Repeated strikes in public
hospitals

Technical platform
centralised in Bamako
and spread over different
establishments
Dilapidated state of oper-
ating theatres and lack
of available equipment
Only one radiotherapy
machine with many
breakdowns

Frequent chemotherapy
drugs stock-outs
Targeted therapy (trastu-

Ability to pay

Very high cost of exami-
nations and treatment
in relation to average
salaries

Affordability

State funding for chemo-
therapy drugs and radio-
therapy

MSF® funding for pallia-
tive care and treatment
for localised breast
cancer

Incomplete free health
care

Ability to engage

Social support and asso-
ciation of patients

Lack of information

about breast reconstruc-
tion

Redhibitory cost of recon-
struction

Appropriateness

Postmastectomy surgical
reconstruction available

Misdiagnosis and inap-
propriate prescriptions
received before reaching
specialists

Lack of breast implant
for reconstruction

zumab) not available

2 DU Dipléme Universitaire
b MSF Médecins Sans Frontiéres

Lack of awareness, representations, pregnancy,

and breastfeeding

The first sign perceived by women is almost always
described in the same way: they mention a lump
("kourou" or "kourouni" in Bambara) appearing in the
breast or under the armpits and sometimes a heaviness
in the breast. This is the most common trigger for seek-
ing treatment. However, many women explained that
before they were confronted with this disease, they had
never heard of cancer. Those who did previously know
about the disease had a sister or friend affected or heard
about it most often on the radio. The breast is symboli-
cally charged; as some pointed out, "The woman’s soul is
in her breast" (healthworker 1) and "A woman’s life is in
her breast” (healthworker 2). A common social concep-
tion about a woman with a breast abnormality is that she
has been cursed. The word “cancer” in Bambara is "baw/

bon", which means "spell". This lack of information and
these beliefs hinder the ability to perceive the disease:

“In fact, my older sister had the same illness and
didn’t survive. I got it into my head that when you
have that disease you're not going to survive. In our
society, when people say you've got cancer, they call it
M’bo (a curse cast by a fetishist), so my sister went off
into the bush to try and find a cure for it. By the time
she got there to look for treatment, it was too late.
When she came back, she died shortly afterwards”
(Fifi, 47 ans).

Many stories of pregnancy and breastfeeding delay
treatment and diagnosis and are confusing:

"The illness started 6 years ago. The illness started
with a little lump on my breast that I would show
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people to say that there was a lump on my breast.
It turned out that my child was still suckling, so
he was easily weaned because the breast no longer
contained any milk. I didn’t have any pain in my
breast, but the lump was as if youd put a stone in
my breast. So people said it was a bad spell, and we
started the traditional treatment” (Awa, 41).

Many of the women’s stories intertwine these differ-
ent obstacles, with years of therapeutic wandering before
arriving at a cancer treatment centre.

Acceptability and ability to seek

A lack of information throughout the care process

The interviews highlighted a lack of information among
many women. This lack of information affects their
understanding and management of the disease. Some
mentioned that the word "cancer” had never been men-
tioned by their carers. Observations and interviews held
with women have shown that women are often left out of
the diagnosis. For example, the pathology reports’ enve-
lopes are closed and opened by the doctor and not by the
woman herself. The disease is often shrouded in secrecy
and taboo:

"Until now, no one has told me that I have cancer...
I'm treated where people with cancer are treated, so
I know what it is" (Olie, 70).

There is sometimes discrimination in access to infor-
mation based on social class:

“Yes, and I often ask when I don’t understand, but
Dr. X doesn’t really like being asked, because he told
me that I didn’t go to medical school, so I shouldn’t
try to unravel all the medical terms” (Coumba, 30).

However, women who have been given information
are better able to cope with the treatments and their side
effects:

"I had been warned [about the effects of chemother-
apy] well beforehand. So I didn’t feel at all bothered
by the treatment. Because I was warned" (Koro, 61).

Wandering around

As previously mentioned, even before the diagnosis is
well established, there is a whole period of therapeutic
wandering during which women seek explanations for
the signs they perceive. They go from centre to centre,
sometimes consulting traditional healers as a first resort:

"I went to 5 small health centres, and they told me
I had nothing. At the fifth centre, there was a phar-
macy and 1 explained to them that I had two little
lumps on my breast and they reassured me that it
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wasn’t serious. So when I got home, I self-medicated”
(Dili, 43).

Leaving Mali

The idea of seeking treatment in another country is a
factor that comes into play very soon after diagnosis.
This idea is often put forward by family or friends, who
directly advise women to leave. However, while almost all
the women in our interviews had thought about leaving
at one time or another (and some had even tried to do
s0), the majority had stayed in Mali. Such women often
stay on the advice of doctors who point to the existence
of a health care system that is being upgraded day by day:

“[1 wanted to go to France] because at first peo-
ple told me I could find good treatment there, but
now I tell people that we have the best doctors in
the world. There's a woman I know who started her
treatment in Tunisia but is now continuing with us.
She paid 50,000 francs every Thursday. She has even
said that she threw her money away because we can
do it here” (Tou, 49 ans).

Refusal to be amputated

The term ’amputation’ was a recurring theme in the
women’s speeches. This is why we use it again in the arti-
cle when talking about the women’s experiences. All the
women spoke of the shock they felt when they were told
that their breast would have to be amputated. Many said
they thought they would never be able to live with just
one breast; some doctors said that some women refuse
treatment, saying they would "rather die with their 2
breasts than live with just one". Several women (or their
husbands) initially refused to have their breast amputated
(a radical mastectomy):

“I didn’t want to lose my breast. I thought that at
[hospital 1] it wouldn’t be the same. I didn’t tell the
doctor at [hospital 1] that Id left [hospital 2], that
Id left all the tests at [hospital 2] to start again
there. But they also told me that the breast had to
be amputated. So I left [hospital 1] to turn to tradi-
tional treatments. The traditional therapist told me
that there was a bone in my breast, and he gave me
an appointment to remove the bone in my breast”
(Sira, 43 ans).

Confidence in doctors

Confidence in Malian doctors was very present and
directly linked to acceptance of treatment or radical
mastectomy:

"I trust Malian doctors completely; they have my full
confidence” (Koro, 61).
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"Our doctors are very good because they can achieve
good results with very little money. My parents told
me to go abroad because they knew that our doc-
tors don’t have all the resources. But I stayed, and
after my operation, the wound healed in less than 15
days. I even took a photo and sent it to my daughter,
who couldn’t believe her eyes. She came and touched
my breast and told me shed seen wounds heal in
France, but my wound looked just as good. Your
operation is really clean! They're really good. Our
doctors are really good. With the limited resources
they have, they are very efficient and often help out
financially with illnesses” (Satourou, 56).

Most doctors treating cancer in Mali are men, but
this did not pose any problems for the women we
interviewed.

Availability, accommodation and ability to reach

Few specialised doctors

Mali’s first medical oncologist has been practising in
Bamako since 2012. In 2022, there were five oncologists
working in the capital, all of whom were trained abroad
(Morocco (n=3), Congo (n=1), France (n=1)). There is
no university diploma (DU) in general oncology, but a
DU in senology was created in 2021.

“We have five oncologists, so we’re not much com-
pared to the population. We may need thirty or
so to see if we can even relocate to other regions,
because the regions are so far apart that bringing a
cancer patient from Gao to be treated in Bamako...
it would really be ideal if there was a mini-team to
take the first steps and then, if things weren’t going
well, they brought him here. But for the moment,
we’re working like this here. So everyone is in Bam-
ako” (healthworker 2).

Repeated strikes

Unlimited strikes regularly paralyse the Point G and
Gabriel Touré University hospitals [27] and were very
present during our fieldwork. These strikes lead to a halt
in doctors’ clinical activity and delays in treatment. The
main demands are improved technical facilities, better
hospital conditions for patients, transparent manage-
ment of hospital resources, the reinstatement of doctors’
bonuses, proper promotion for hospital contract staff,
and respect for trade union freedoms.

A centralised and fragmented technical platform in Bamako

Cancer treatment in Mali is centralised in the capital of
Bamako. Four hospitals (Centre Hospitalo-Universi-
taire—CHU Point G, CHU Gabriel Touré, and Hopital
du Mali, which are public hospitals, and Hopital Mere
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Enfant du Luxembourg, which is a private hospital) pro-
vide most of the care. This care is spread out over several
different establishments. While surgery is provided at all
four sites, chemotherapy is often provided at the CHU
Point G and the Hopital Mere Enfant du Luxembourg.
Radiotherapy is only available at the Hopital du Mali,
which has the only machine in the country. As a result,
most women must navigate between these hospitals,
incurring significant expenses and sometimes wandering
from one treatment to another.

“This trip is very expensive for them. To leave their
original living environment within Bamako itself,
the palliatives there, the people who are hospital-
ised, in most cases, they can’t get on a motorbike like
most Malians. They have to borrow a vehicle. And if
they don’t have one at home, they must go by taxi.
The minimum to get up here is 3,000 francs. If you're
behind the river, for someone to cross, whether you
want to or not, it's 4,000 francs minimum. So there
and back it’s already 9,000-10,000 francs. But, if you
know that it’s even worse with smelly sores, you'll
pay 10,000 francs” (healthworker 3).

This fragmentation of cancer care settings explains why
the pathways are so long and tiresome. Carers also com-
plained about this fragmentation, explaining that they
lose sight of certain women. They explained that women
are confronted with different carers and different dis-
courses and that they sometimes fall outside the realm
of conventional medicine. Having a national oncology
centre is now one of the main demands of careers and of
cancer associations in Mali:

"So treatment is expensive, but if we had at least one
centre, youd just have to go to the centre and do the
whole treatment. But if you have to go from area to
area, it’s not easy, especially for a patient” (Dili, 43).

Incomplete free health care and unavailable drugs

Since 2009, Mali has had a decree in place that makes
chemotherapy free of charge in the country [28]. How-
ever, the observations and interviews revealed the fre-
quent occurrence of drug stock-outs, often leading
women and their families to buy chemotherapy prod-
ucts from private pharmacies. In addition, the products
needed to administer chemotherapy (gloves, solution,
needle, syringe) and the products prescribed to limit the
side effects have to be paid for.

"Because, in most cases, they run out of stock. If that
happens, you're going to find that it's not all of it, it’s
not all the products that are missing for chemo. But
you will often find that the essentials are missing,
or one of the products is missing. And the products
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that are missing, you have to buy them, and it costs
around 50-60,000 francs to buy them” (healthworker
3).

In addition, a targeted therapy (trastuzumab), which is
listed as an essential medicine by the WHO [29], is una-
vailable in Mali. This targeted therapy has dramatically
improved survival rates in the subgroup of HER2-posi-
tive breast cancer.

Technical platform failing

Cancer treatment is based on a combination of surgery,
chemotherapy, and radiotherapy. Surgeons deplored the
poor state of operating theatres and the lack of available
equipment:

"Perhaps this should also be noted in the problems
we have with surgery, the shortage of consumables
in the operating theatres; sometimes there isn’t even
any soap to wash with! That’s the tragedy. Opera-
tions are postponed because of this, or because of
nonsterile materials because our steriliser breaks
down... the autoclave is broken down at the moment,
so we have to go and sterilise the fields in Kati, at
[hospital 2]. (..) Several times, the programme is
stopped because of this! Also the operating table.
I don’t have a suitable table for recomnstruction
because the patient has to be put in a half-seated
position. The table in our room dates back to 79”
(healthworker 6).

The central issue of radiotherapy

Mali has 4 radiotherapists but only one radiotherapy
machine for the whole country. Various countries have
been involved directly (through purchases or donations)
or indirectly (through training) in setting up and run-
ning radiotherapy to enable patients to benefit from this
treatment; these countries are Austria, China, Morocco,
Egypt, and Iran. Radiotherapy fees are subsidised by the
State for Malian citizens, with only consultations sub-
ject to a charge (1,500 FCFA). Gynaecological cancers
are the most frequently treated by radiotherapy. Since it
became available in 2014, the machine has suffered sev-
eral breakdowns, which have been regularly reported
in the national media. Patients and carers deplore these
repeated breakdowns, which interrupt treatment and
contribute to long delays in obtaining appointments;
patients’ associations are mobilising to denounce the
enormous delays that can occur before accessing this
treatment [30]. The recurrent unavailability of this essen-
tial breast cancer treatment and the late stages at which
women present explain why breast amputation (radical
mastectomy) is almost systematic in Mali:
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"Yes, normally this should be my eleventh session,
but last Tuesday, the table was blocked. There was
only one mechanic, but they called him in vain; he
didn’t pick up the phone. How can he play with peo-
ple’s lives? But why don’t they train other people? 1
really don’t understand. And even the machine has
to be backed up; another one has to be put in at
[hospital 1] or in [hospital 3]. Because we only have
one machine for the whole of Mali. So if it’s blocked,
that'’s the end of it; it’s used too much and that's why
it breaks down so often. So we should have two or
three; if it breaks down, it’s the Egyptians who come
to help. It’s really not normal” (Mah, 51).

The importance of the social network in reaching the top

of the care pyramid

The women’s journeys showed that referrals to special-
ists higher up the health pyramid are often made through
networks of acquaintances, underlining the social deter-
minism involved in finding a resource person for this dis-
ease and accessing appropriate treatment:

"My younger brother works in a CSCom; he’s a sur-
geon. I showed him my breast, and he told me he
couldn’t confirm that it was cancer, but to go and see
someone. He even wrote a note for me to go to the
hospital and see one of his colleagues” (Ili, 43).

Affordability and ability to pay

Costs not covered by the state

Cancer treatment, which is very specific and expensive,
is not included in the state’s social protection measures,
which many of the people we met complained about:

"It's not a disease for the poor, because the drugs
are expensive. Although I'm covered by the AMO
(Assurance Maladie Obligatoire), I had a scan that
cost 60,000 francs because it was not covered by the
AMO. That’s not the only thing; I did it every quar-
ter. Each quarter I paid 90,000 francs for scans, not
counting the blood tests. The blood tests cost me
30,000 francs at PA&GKA. I'm a civil servant, and
everyone knows that a civil servant’s salary can’t
cover this illness. But if I'm here today, I must first of
all thank God and my doctors and also my parents
who looked after me. If you don’t have anyone to give
you moral support, the disease will get the better of
you, and I'm sure of that" (Lakaré, 46).

A disease that leads to debt and compromises children’s
futures

The question of the staggering cost of cancer was present
in all the speeches. For women, it is a dramatic expense
that leads to the sale of property (plots of land, shops)
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and the indebtedness of an entire family when it does
not make treatment impossible. For carers, it is a major
obstacle to caring for women and a source of suffering
for them, too. They express enormous frustration at not
being able to treat some women due to lack of resources.
This frustration is one of the alleged reasons for leaving
the country and working abroad. This was a key issue for
all the actors involved; thus, it must be an absolute pri-
ority if we are to make progress on the cancer problem
in Mali. The following point is one of the priority claims
formulated by patients’ associations in Mali:

"Yes, and it even affected my childs education,
because I used to pay for home tuition, but I stopped
because of my illness. Every time I went into debt,
and I couldn’t even manage to pay his school fees. I
had a plot of land that I sold, and I used the money
to pay for my treatment. I didn’t ask anyone for a
single franc. Not even my adoptive mother. I took
taxis, and I had chemotherapy for 25,000 francs
every 15 days, and that’s not covered by the AMO.
For me it was 25,000 francs, but for others it was
50,000 francs, not counting blood tests; so for oth-
ers it was more than 100,000 francs every 15 days.
But after the operation, the chemotherapy I had
cost 35,000 francs at the Koulouba pharmacy. At
the Mohamed V clinic or the PEWO, it cost 45,000
francs, and this was not covered by the AMO. The
lack of money for treatment is why cancer kills so
many people. I had my treatment with a man who
suddenly disappeared. I asked him why he didn’t
come to the chemo anymore, because wed had two
rounds of chemo and we didn’t see him again. He
told me that he had sold all his herds, that he hadn’t
had the operation yet and that he had nothing left;
so that'’s it, he can’t come for chemo anymore” (Tou,
49).

Involvement of international actors

Some influential actors in the fight against cancer in Mali
have positioned themselves to remove financial barri-
ers, raising questions of sustainability and substitution.
Médecins sans Frontiéres (MSF) has been active in Mali
since 2018, with a significant program targeting palliative
care and female cancers in particular [31]:

"Thank God I was taken care of by Médecins Sans
Frontieres; I really didn’t spend any money on treat-
ment" (Rokia, 60).

However, this program only treats the localised stage
of breast cancer and not the metastatic stage, leading to
misunderstandings among families and associations and
frustration among carers:
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"The other day, I was telling you that we had to do
screening in Kati, and MSF told me that when there
are cases there, treatment is free. If MSF manages to
do that, it will really be a good thing. But the prob-
lem is, they say that... I've heard it said that they’re
going to take 100 women, if those women aren’t going
to die of the disease. If they know that those women
aren’t going to die... that’s what I don’t understand,
that's what I don’t understand. Only God knows
about death! I lost my sister, my little milk sister, not
four months ago, maybe three months ago, to breast
cancer” (Fatou, 60).

Appropriateness and ability to engage

Misdiagnoses

The interviews revealed numerous misdiagnoses and
a tendency to minimalise symptoms during initial
consultations:

"I asked my gynaecologist to do a mammogram and
was told that the mammogram was normal apart
from bilateral dilation, so I thought if it's normal
why say apart from dilation’? I was a bit puzzled by
this term, so I said to myself that I had to go back.
I told my gynaecologist that I wanted to go back,
and the second time I was told that they thought it
was a tumour, that it was benign. But the very fact
of seeing a tumour made me feel a bit unsettled and
I wanted to get to the bottom of it, so I asked for
another mammogram and breast ultrasound, and
this time it was confirmed". (Okia, 60).

Several women mentioned inappropriate prescriptions
(ointments, various tablets, etc.), which often lead to
treatment delays before reaching specialist doctors. For
example, Ou, aged 44, 'went round and round’ for three
years before her cancer was diagnosed:

"I have a friend and her mum is a doctor. So one day,
I showed her my breast, and she gave me an oint-
ment and said if it didn’t go away, to go to hospital.
I called her and explained what was going on and
she told me to go to hospital, so I went to the Csref.
The doctor there gave me an ointment and some tab-
lets, but with all that, the lump wouldn’t go away.
He prescribed for me a mammogram, and I went to
the laboratory to have it done; I gave him the results,
and he told me that the ointment would neutralise
it. He's the one who misled me because he always
insisted that it would neutralise... He never told me
about the cancer. He told me it was a lump that he
would neutralise with the ointments and tablets he
gave me’.
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Therapeutic mobility and cancer

The issue of cancer treatment in Mali is indicative of
the current global health context [32], which is accom-
panied by multiple therapeutic mobility of people,
products and knowledge [33]. Faced with an incomplete
range of health care services or due to a lack of confi-
dence in the Malian health care system, some women
travel to access treatment, and some travel abroad.
Carers pointed out that many women travel to Tunisia
because, unlike Morocco, this country does not require
a visa; thus, "it has become the Mali of overseas” (health
professional 2). The interviews showed that the pursuit
of cancer treatment in another town, another country,
or even another continent is an important reality.

The current research on Mali has highlighted 4 lev-
els of mobility that seem relevant to take into account.
First is mobility at the national level, since all treat-
ment is concentrated in the capital of Bamako, women
often come from other regions for treatment. Second
is mobility within the capital itself; since the various
treatments are relocated within the city, women have
to go from one hospital to another, which wastes time,
energy and money, as we mentioned earlier. Then, there
is South-South regional mobility, with some women
going to Senegal for treatment, for example. Finally,
there is international South-North mobility. Finally,
it should be noted that Mali is not just an "outward
mobility" country for cancer treatment; the country
and its health care system are also a source of thera-
peutic attraction for neighbouring countries. This is the
case, for example, for some women from Guinea Cona-
kry, where oncology care is virtually nonexistent, and
for women from Cote d’Ivoire, who are attracted by the
lower prices in Mali and chemotherapy that is theoreti-
cally free.

The issue of surgical breast reconstruction

As part of a project launched in 2013, a French team
(ICM-Institut Cancer Montpellier) regularly welcomes
Malian surgeons from Point G to train them for a year
in surgical breast reconstruction. As a result, a team
of 5 surgeons is now offering postmastectomy surgi-
cal reconstruction in Mali. However, the team is faced
with technical difficulties, such as the lack of breast
implants:

"You can’t find prostheses anywhere in Mali. Nor-
mally it’s the patient who has to pay, but unfor-
tunately, people don’t know about it, they don’t
know... there are patients who are waiting, who are
really ready to buy the prosthesis, but they can’t
find it here. It’s also a product that requires a lot
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of traceability, everything has to be traced. So we
need to find a distributor here. One of the labora-
tories—Johnson & Jonhson—is here and says it’s
available if we need it, so we can contact them....
but we’re not doing much campaigning ourselves.
I even wanted to do something, maybe list all the
patients who have had a mastectomy, try to con-
vince them to carry out a small interviewee sur-
vey, see roughly how many want a reconstruction,
and then, depending on the results, maybe make a
request” (healthworker 6).

The cost of reconstruction is the same as that for any
other surgery (40,000 FCFA, including anaesthetic) at
CHU Point G. Many women said they would like to have
their breasts reconstructed, but most did not know that
this type of surgery existed, while others said the cost was
too high for them to be able to do it.

Social support and the growing influence of civil society

on the issue of cancer

The role of peers in the reconstruction of the self after
cancer is fundamental [34]; many women have testified
to this. Powerful bonds are sometimes forged between
patients. Various spaces were regularly mentioned as
places where women in hospitals can get together, i.e.,
waiting areas and shared chemotherapy rooms. Other
groups, such as social networks and associations, were
also mentioned. Mocking, teasing, making fun of one’s
suffering and showing off one’s body and scars were par-
ticularly explicit in the women’s speeches. This social
support contributes to real empowerment in enduring
the disease and rebuilding oneself:

"I met a lady I didn’t know who was having her
first session. She came and sat down next to me
and asked me, Are you going to have chemo, too?’ I
said, ‘No, it doesn’t hurt! She said, Tve heard that
when you have chemo, it either kills people or makes
the disease worse. In any case, chemo or no chemo,
you die! She cried, and I said to her, ‘Crying is not
the answer; you do your treatment, and you'll see
improvements. She’s improved a lot now, and from
time to time she calls me up and says, You gave
me confidence for the chemo and the treatment; it’s
thanks to you that I'm here. There are lots of women
like that" (Fifi, 47).

Moreover, associations that fight cancer have recently
begun to organise and structure themselves. For example,
the ALMAC association was created in 2000 [35], and
the Les Combattantes du Cancer association was created
in 2016. Most of their work involves informing patients
and their families, supporting patients and mobilising
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the community for screening. They work closely with
health care professionals and humanitarian organisa-
tions involved in cancer care. They take centre stage in
the media during major events such as Octobre Rose or
World Cancer Day to raise awareness and inform the
general public.

Discussion

This research has shown that access to cancer care in
Mali is difficult because of the fragility of the services
offered and the low capacity of women and their fami-
lies to engage in care, although opportunities are also
present. Several sociohistorical factors, both locally and
globally, contribute to this situation.

Breast cancer: a disease underrepresented on the global
political agenda

The fight against chronic diseases remains relatively mar-
ginal on the global health agenda despite the increase
in the number of cases since the 1970s [36] and multi-
ple calls to put noncommunicable diseases on the global
political agenda [37, 38]. In terms of cancer research car-
ried out for women in countries in the global south, cer-
vical cancer accounts for the majority of research [37].
Breast cancer is often overlooked in the context of can-
cer research in Africa, even though this form of cancer
accounted for 29.5% of all cancers affecting women on
the continent in 2020, compared to 18.5% for cervical
cancer [2]. This lack of attention is partly due to the link
between cervical cancer and sexually transmitted dis-
eases (specifically HIV and HPV) and funding opportuni-
ties in this area.

The verticalisation of infectious diseases and the issue

of universal health coverage

Research has shown that the provision of oncology ser-
vices in Mali is fragile. It has also shown that the issue of
cost is a major concern for women and their families, as
well as for caregivers, because it creates a deep sense of
unease. At both international and national levels, health
care resources are still mainly focused on infectious dis-
eases and maternal health, leaving aside the new pri-
orities associated with NCDs [19]. Similarly, prevention
remains underfunded in comparison with more curative
and hospital-based approaches. The latest national health
accounts for Mali relate to 2015 and were published
in 2018 [39]. They show that preventive care providers
account for only 9% of the total expenditure, compared
with 35% for hospitals. In addition, infectious and tropi-
cal diseases account for 49% of the total expenditure,
while NCDs account for only 15%. In the latter category,
tumours account for 0.52% of the total expenditure, while
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noncommunicable diseases account for 3.4% (38% in
Bamako).

The challenge of radiotherapy

The issue of radiotherapy is a source of tension in several
countries in the subregion, but the maintenance of this
equipment and the demanding international standards
associated with it make radiotherapy difficult to operate
at the local level [5, 30, 40]. In Mali, following years of
lobbying by cancer associations, the state financed a sec-
ond state-funded linear accelerator in June 2022. Unfor-
tunately, it was decided to remove the old machine to
install the new one, as only one bunker was available at
that time. Health professionals regret this decision and
would have preferred to have another bunker, as having
two machines would have enabled more patients to be
treated. In addition, the installation of this new machine
has faced many technical difficulties; one year after its
purchase (June 2023), this machine was still not opera-
tional, leaving the Malian population without radiother-
apy for more than 12 consecutive months.

Social and association networks

Several respondents mentioned social networking and
the internet as a way to raise awareness, including among
men. Cancer is a sensitive issue, so the use of social net-
works is a popular and effective way to raise awareness.
Mobile technologies have emerged as new tools for deliv-
ering health care and health-related services in the field
of cancer, especially breast cancer. They relate to informa-
tion on the disease and treatment, disease management,
awareness raising and prevention [41]. In Mali, cancer
information is disseminated mainly through videos, mes-
sages and pictures on Facebook and WhatsApp. Most of
this information comes from unofficial or nonscientific
sources, and the use of social networks to provide health
information and services by public authorities and health
professionals remains limited. Patient associations also
use these communication channels to share their experi-
ences and knowledge about the disease.

These associations also participated in the creation
of the Malian League against Cancer (LIMAC) in 2021,
bringing this public health issue to a political level. Les
Combattantes is fighting for cancer to be registered
with the AMO (Assurance Maladie Obligatoire) and for
the creation of a national oncology centre to centralise
care. There is now a real opportunity to support these
local initiatives and to support civil society, health pro-
fessionals and policy-makers by strengthening the link
between science and society. Improving access to screen-
ing and treatment for cancer patients in Mali requires the
development of knowledge transfer systems such as par-
ticipatory research projects and partnership models for
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capacity building or planning and the implementation of
cancer control strategies. Other African experiences have
shown that collaborative partnerships involving front-
line workers, patients, researchers and those involved
in funding and supporting public health initiatives can
enable local decision-makers to make informed, practi-
cal and culturally sensitive strategic decisions together on
how best to implement cancer control strategies [42—44].

A syncretism of medical resources

Almost all of the women consulted traditional healers
during their treatment. The use of traditional healers
and that of conventional doctors are not in conflict but
rather complement each other, as already mentioned in
the case of cancer treatment in SSA [45-47] and in Mali
[13]. However, a loss of time was often mentioned in
the interviews when using traditional healers, as docu-
mented in Bamako [12]. Traditional practitioners need to
be trained to be aware of the urgent need to refer women
with breast problems to a specialist centre. However, they
should not be sidelined but remain involved in the holis-
tic care of women who come to them [48].

High level of trust in doctors

The women were almost unanimous in expressing a high
level of confidence in their doctor, who has a strong influ-
ence on the decisions they make during their treatment.
At first glance, this would seem to be in contrast to the
much more well-documented and long-standing area
of maternal health, where it is known that women are
often subjected to mistreatment and even violence dur-
ing childbirth [49-51]. The field of oncology is still rela-
tively unexplored in West Africa; thus, the relationship
between health professionals and patients could be fur-
ther explored in the future to understand whether these
relationships truly differ between these two health spe-
cialties and if so, why.

Claim for a national cancer hospital

The fragmentation of cancer services in the capital was
seen as a source of suffering for both carers and women.
Carers lose sight of women as they wander geographi-
cally and find it difficult to get together for the multi-
disciplinary counselling sessions that are necessary to
ensure the quality of women’s care. Women waste time,
energy and money travelling between hospitals. Several
West African countries are opening or intend to open
national oncology centres to avoid this wandering; Cote
d’Ivoire opened the CNRAO (Centre National de Radio-
thérapie et d'Oncologie Alassane Quatarra) in 2018 [47],
and Benin is building an international reference hospital
in Abomey Calavi [52]. However, related challenges still
remain.
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Limitations and strengths
The use of a qualitative design gives us a rich and detailed
picture of the topic. However, the restricted number
of participants and settings covered makes it difficult
to generalise the findings. An essential aspect of this
research consists of the results reported in Bamako to
women, health care professionals and political decision-
makers. Our shared vision of the challenges to be met in
terms of access to oncology care reinforces these results.
Using the conceptual framework of Levesque et al. [21]
was very useful for analysing and ordering our results.
Specifically, its a posteriori use was helpful in explain-
ing the imbalance in the number of results between sup-
ply and demand in access to care (the results concerning
demand being more represented).

Conclusion
Breast cancer affects many women in Mali, and its inci-
dence rate continues to rise. Despite the efforts of suc-
cessive Malian governments and the commitment of
international actors, the provision of health care is still
limited in the country, entrenching global inequalities in
women’s bodies. Documenting breast cancer cases, the
management of which is also impacted by the ongoing
conflict in the country, makes it possible to highlight the
difficulty in developing quality medical care in this area.
The inequalities and failures of health care systems in
countries with limited resources largely explain the need
for patients to travel to receive care [53]. This situation
highlights the role and responsibility of nation-states as
drivers of transnational therapeutic mobility [54].

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512885-024-11825-6.

Additional file 1: Appendix 1. Interview Guide Caregivers English.
Additional file 2: Appendix 2. Interview Guide Women English.

Acknowledgements

We would like to thank Adégné Pierre Togo, Ibrahima Téguété, Madani Ly,
Abdramane Alou Koné, Drissa Traoré, Ckeick B Traoré, Hamidou Niangaly and
Médecins Sans Frontiéres for their help with this research. Thanks to Laurent
Vidal for the support received throughout this research project in Mali.

We would also like to thank the members of the SENOVIE research group,
Clémence Schantz (scientific leader), Moufalilou Aboubakar, Myriam Baron,
Gaétan Des Guetz, Anne Gosselin, Hamidou Niangaly, Valéry Ridde, Luis
Teixeira, Bakary Abou Traoré (coscientific leaders), Emmanuel Bonnet, Fanny
Chabrol, Abdourahmane Coulibaly, Justin Lewis Denakpo, Annabel Desgrées
du LoU, Kadiatou Faye, Freddy Gnangnon, Pascale Hancart Petitet, Joseph
Larmarange, Dolores Pourette, Léa Prost, Beauta Rath, Julie Robin, Priscille
Sauvegrain, Angéline Tonato Bagnan and Alassane Traoré.

Authors’ contributions
CS initiated this research and has obtained funding. CS and AC collected and
analysed the data. CS, AC, AT, BAT, KF, and JR were involved in interpreting the


https://doi.org/10.1186/s12885-024-11825-6
https://doi.org/10.1186/s12885-024-11825-6

Schantz et al. BMC Cancer (2024) 24:81

results through three workshops. JR organised the result-reporting sessions
in Bamako. LT and VR supervised this research at every stage. CS and VR wrote
the first version of the article, which all coauthors amended and improved. All
authors validated the final version of the article.

Funding

This work benefitted from the financial support from the Institut National

du Cancer (INCa) (DA N°2022-135 SCHANTZ), from the French Collaborative
Institute on Migration, coordinated by the CNRS under the reference ANR-17-
CONV-0001, from the Institut de Recherche pour le Développement (IRD),
from the Ceped UMR 196 and from the Cité du Genre, IdEx University of Paris,
ANR-18-IDEX-0001. The GIS Institut du Genre and the MSH Paris Nord have
also financially supported this research.

Availability of data and materials

The datasets generated and analysed in the current study are not publicly
available due to their sensitive nature and the fact that the interviews are
pseudonymised but not fully anonymised. However, they are available from
the corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate

The study was conducted in accordance with the Declaration of Helsinki. Ethi-
cal approval was obtained from the Ethics Committee of the National Institute
of Public Health in Bamako, Mali (Decision No. 17/2021/CE-INSP) on 26 Octo-
ber 2021. All respondents agreed to participate in the study, and informed
consent was obtained from all. To protect their anonymity, the women
interviewed were given pseudonyms. In the case of health professionals, we
wrote "healthworker" without mentioning gender or age, as this is a restricted
social setting where recognition is easy.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

"Université Paris Cité, IRD, Inserm, Ceped, F-75 006 Paris, France. ?Institution
Convergences Et Migrations, Aubervilliers, France. *Faculté de Médecine Et
d'Odontostomatologie de Bamako, Bamako, Mali. *Hopital du Mali, Bamako,
Mali. °Centre de Santé de Référence de La Commune 2, Bamako, Mali. °Centre
National de La Recherche Scientifique Et Technologie (CNRST), Bamako, Mali.
’ Association Les Combattantes du Cancer, Bamako, Mali. ®Pathophysiology

of Breast Cancer Team, Department of Senology, Université Paris Cité INSERM
U976, HIPIAP-HP, Hopital Saint-Louis, Paris, France.

Received: 30 November 2023 Accepted: 2 January 2024
Published online: 15 January 2024

References

1. Globocan. Breast. The Global Cancer Observatory; 2020. Disponible sur:
https://gco.iarc.fr/today/fact-sheets-cancers

2. Globocan. Africa. 2020.

3. Parkin DM, Jemal A, Bray F, Korir AR, Kamaté B, Singh E, et al. Cancer in
Sub-Saharan Africa. Geneva, Switzerland: Union for International Cancer
Control; 2019. p. 302 Report No.: Volume ll.

4. Nédélec E. Chronicité(s) et cancers gynécologiques: Emulations - Rev Sci
Soc. 2018,(27):33-45.

5. Amoussou-Guenou KM, Fachinan OH, Gbénou S, Komongui DG, Houn-
détoungan GD. Place de la scintigraphie et de la radiothérapie dans les
évacuations sanitaires hors du Bénin de 2006 a 2010. Médecine Nucl.
2013;37(10-11):507-10.

6. Institut National de la Statistique (INSTAT), Cellule de Planification et de
Statistique Secteur Santé-Développement, Social et Promotion de la
Famille (CPS/SS-DS-PF), ICF. Enquéte Démographique et de Santé au Mali

20.

21.

22.

23.

24.

25.

26.

27.

28.

Page 13 of 14

2018. Bamako, Mali et Rockville, Maryland, USA : INSTAT, CPS/SS-DS-PF et
ICF; 2019 [cité 24 sept 2019] p. 643. Disponible sur: https://dhsprogram.
com/publications/publication-FR358-DHS-Final-Reports.cfm

The World Bank. World Bank. [cité 7 nov 2023]. Mali overview. Disponible
sur: https://www.worldbank.org/en/country/mali/overview

USAID. Mali Country Profile Fact Sheet. USAID; 2019 [cité 7 nov 2023].
Disponible sur: https://www.usaid.gov/mali/fact-sheet/mali-country-profi
le

Grosse Frie K, Kamaté B, Traoré CB, Ly M, Mallé B, Coulibaly B, et al. Factors
associated with time to first healthcare visit, diagnosis and treatment, and
their impact on survival among breast cancer patients in Mali. PLOS ONE.
2018;13(11):20207928.

Francim Defossez G, Le Guyader-Peyrou S, Uhry Z, Grosclaude P, Colonna
M, Dantony E. Estimations nationales de l'incidence et de la mortalité par
cancer en France métropolitaine entre 1990 et 2018. Etude & partir des
registres des cancers du réseau. Saint-Maurice (France): Santé publique
France; Institut national du cancer; 2019 p. 372.

. Togo A, Traoré A, Traoré C, Dembélé BT, Kanté L, Diakité |, et al. Cancer du

sein dans deux centres hospitaliers de Bamako (Mali): aspects diagnos-
tiques et thérapeutiques. J Afr Cancer Afr J Cancer. 2010;2(2):88-91.
Grosse Frie K, Samoura H, Diop S, Kamate B, Traore CB, Malle B, et al. Why
Do Women with Breast Cancer Get Diagnosed and Treated Late in Sub-
Saharan Africa Perspectives from Women and Patients in Bamako. Mali
Breast Care. 2018;13(1):39-43.

Diarra A. "Il ne faut pas qu'on te mette le couteau dedans! " 'épreuve de
la guérison du cancer du sein au Mali. In: Guérir en Afrique. 'Harmattan.
2021. p. 129-47. (Anthropologies et Médecines).

Lombe DC, Mwamba M, Msadabwe S, Bond V, Simwinga M, Ssemata AS,
et al. Delays in seeking, reaching and access to quality cancer care in sub-
Saharan Africa: a systematic review. BMJ Open. 2023;13(4):e067715.
Ministere de la santé. Rapport d'analyse des données du registre des
cancers (année 2019). Bamako, Mali: République du Mali; 2020. p. 13.
IAEA, OMS, CIRC. Rapport d‘évaluation des moyens et des besoins en
matiére de lutte contre le cancer. 2020 p. 83. (imPACT Review Report).
Touré L, Ridde V. 'émergence du régime national d'assistance médicale
pour les plus pauvres au Mali. In: Une couverture sanitaire universelle en
20307 [Internet]. Esbc. Québec : Editions science et bien commun; 2021
[cité 31 juill 2021]. Disponible sur: https:/scienceetbiencommun.press
books.pub/cus/chapter/chapter-1/

Touré L, Ridde V. The emergence of the national medical assistance
scheme for the poorest in Mali. Glob Public Health janv. 2022;17(1):55-67.
WHO. World health statistics. monitoring health for the SDGs. Sustainable
Development Goals. 2023;2023:130.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int
J Qual Health Care J Int Soc Qual Health Care. 2007;19(6):349-57.
Levesque JF, Harris MF, Russell G. Patient-centred access to health care:
conceptualising access at the interface of health systems and popula-
tions. Int J Equity Health. 2013;12(1):18.

Cu A, Meister S, Lefebvre B, Ridde V. Assessing healthcare access using the
Levesque's conceptual framework- a scoping review. Int J Equity Health.
2021;20(1):116.

Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Pur-
poseful Sampling for Qualitative Data Collection and Analysis in Mixed
Method Implementation Research. Adm Policy Ment Health Ment Health
Serv Res. 2015;42(5):533-44.

Weber M. Economie et Société 1. Les catégories de la sociologie. Pocket:
Paris, France; 1995.

ISSAfrica.org. ISS Africa. 2022 [cité 23 juill 2022]. Maternal mortality in Mali:
a forgotten tragedy. Disponible sur: https:/issafrica.org/iss-today/mater
nal-mortality-in-mali-a-forgotten-tragedy

Bonnet E, Lerosier T, Touré L, Diarra Y, Diabaté S, Diarra D, et al. Evolution
of assisted deliveries at primary healthcare centres in an unstable security
context in Mali. BMJ Glob Health. 2023;7(Suppl 9):e010811.

Bilal S. Mali- Traitement du cancer du sein : Le parcours du combattant
[Internet]. 2023 [cité 10 janv 2023]. Disponible sur: https://tamamedia.
com/nos-formats/reportages/mali-traitement-du-cancer-du-sein-le-
parcours-du-combattant/

Ly M, Ly A, Rodrigues M, Loriot Y, Deberne M, Boudou-Rouquette P, et al.
Le cancer en Afrique, un nouveau défi sanitaire. Exemples du Mali et de
I'association OncoMal. Bull Cancer Société Fr Cancer. 2010,97(8):965-8.


https://gco.iarc.fr/today/fact-sheets-cancers
https://dhsprogram.com/publications/publication-FR358-DHS-Final-Reports.cfm
https://dhsprogram.com/publications/publication-FR358-DHS-Final-Reports.cfm
https://www.worldbank.org/en/country/mali/overview
https://www.usaid.gov/mali/fact-sheet/mali-country-profile
https://www.usaid.gov/mali/fact-sheet/mali-country-profile
https://scienceetbiencommun.pressbooks.pub/cus/chapter/chapter-1/
https://scienceetbiencommun.pressbooks.pub/cus/chapter/chapter-1/
https://issafrica.org/iss-today/maternal-mortality-in-mali-a-forgotten-tragedy
https://issafrica.org/iss-today/maternal-mortality-in-mali-a-forgotten-tragedy
https://tamamedia.com/nos-formats/reportages/mali-traitement-du-cancer-du-sein-le-parcours-du-combattant/
https://tamamedia.com/nos-formats/reportages/mali-traitement-du-cancer-du-sein-le-parcours-du-combattant/
https://tamamedia.com/nos-formats/reportages/mali-traitement-du-cancer-du-sein-le-parcours-du-combattant/

Schantz et al. BMC Cancer (2024) 24:81

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

WHO. World Health Organization Model List of Essential Medicines. 2019.
p. 65 Report No.: 21st list.

Schantz C, Diarra |, Traoré A, Traoré BA, Chabrol F, Sogoba S. Radiothérapie
et lutte contre les cancers : défis de maintenance de I'unique accéléra-
teur linéaire a I'Hopital du Mali. Santé Publique. 2022;34(3):425-8.

Devi S. MSF breast and cervical cancer screening programmes in Mali
and Malawi. Lancet Oncol. 2022;23(2):207-8.

Koplan JP, Bond TC, Merson MH, Reddy KS, Rodriguez MH, Sewankambo
NK; et al. Towards a common definition of global health. The Lancet.
2009;373(9679):1993-5.

Kaspar H, Walton-Roberts M, Bochaton A. Therapeutic mobilities. Mobili-
ties. 2019;14(1):1-19.

Hamarat N. (Se) Mobiliser autour des transformations du corps suite a la
maladie grave. Le cas des associations de femmes atteintes de cancer du
sein. Droit Cult Rev Int Interdiscip. 2021 [cité 6 sept 2021];(80). Disponible
sur: https://journals.openedition.org/droitcultures/6422

Doumbia AK. Les acteurs non étatiques dans la gouvernance urbaine

de la santé au Mali. Le cas d'une association de lutte contre les cancers
féminins a Bamako: ALMAC. Regards Polit. 2018;1(2):1-15.

Frieden MC, Graber N, M'Zoughi M. Introduction. Les maladies chro-
niques dans les Suds. Expériences, savoirs et politiques aux marges de la
santé globale. Emulations. Rev Sci Soc. 2018;27:10.

Ginsburg O, Badwe R, Boyle P, Derricks G, Dare A, Evans T, et al. Changing
global policy to deliver safe, equitable, and affordable care for women’s
cancers. The Lancet févr. 2017,389(10071):871-80.

Black E, Richmond R. Improving early detection of breast cancer in sub-
Saharan Africa: why mammography may not be the way forward. Glob
Health. 2019;15(1):3.

Ministere de la santé et de I'hygiene publique du Mali, WHO. Comptes de
la santé du Mali, édition, 2015 Bamako Mali 2018 105

Ginsburg O, Bray F, Coleman MP, Vanderpuye V, Eniu A, Kotha SR, et al. The
global burden of women's cancers: an unmet grand challenge in global
health. Lancet Lond Engl. 2017;389(10071):847-60.

Giunti G, Giunta DH, Guisado-Fernandez E, Bender JL, Fernandez-Luque
L. A biopsy of Breast Cancer mobile applications: state of the practice
review. Int J Med Inf févr. 2018;110:1-9.

Podolak |, Kisia C, Omosa-Manyonyi G, Cosby J. Using a multimethod
approach to develop implementation strategies for a cervical self-sam-
pling program in Kenya. BMC Health Serv Res. 2017;17(1):222.

Hopkins J, Burns E, Eden T. International twinning partnerships: An effec-
tive method of improving diagnosis, treatment and care for children with
cancer in low-middle income countries. J Cancer Policy. 2013;1(1):e8-19.
Duncan K, Cira MK, Barango P, Trimble EL. Challenges and opportunities
in the creation and implementation of cancer-control plans in Africa.
Ecancermedicalscience. 2019;13:938.

Mulemi BA. Patients’ perspectives on hospitalisation: Experiences from a
cancer ward in Kenya. Anthropol Med. 2008;15(2):117-31.

Livingston J. Improvising medicine: an African oncology ward in an
emerging cancer epidemic. Durham: Duke University Press; 2012. p. 228.
Nédélec E. Cancers féminins en Cote d'lvoire : une anthropologie des
trajectoires de soin et de la prise en charge biomédicale a Abidjan [Ecole
doctorale Sociétés, Politiques et Santé Publique Spécialité Anthropologie
sociale — Ethnologie]. Bordeaux, France: Université de Bordeaux; 2023.
Asuzu CC, Akin-Odanye EO, Asuzu MC, Holland J. A socio-cultural study
of traditional healers role in African health care. Infect Agent Cancer.
2019;14:15.

Jaffré Y, Prual A. « Le corps des sages-femmes », entre identités profes-
sionnelle et sociale. Sci Soc Santé. 1993:11(2):63-80.

Jaffré Y, Lange IL. Being a midwife in West Africa: Between sensory experi-

ences, moral standards, socio-technical violence and affective constraints.

Soc Sci Med. 2021;276:113842.

Diallo AM, Schantz C, Ridde V. The Conversation. 2022 [cité 13 juill 2022].
Violences obstétricales en Afrique de I'Ouest : la pandémie de Covid-19
a-t-elle changé la face des hopitaux ? Disponible sur: http://theconvers
ation.com/violences-obstetricales-en-afrique-de-louest-la-pandemie-de-
covid-19-a-t-elle-change-la-face-des-hopitaux-182730

Bottin M. Les mobilités de formation : le cas des études de spécialisation
en oncologie au Bénin [Master 2 Mention Géographie, Aménagement,
Environnement et Développement / Géographie Parcours Territoires,
Villes et Santé]. [France]: Université Paris Nanterre / Université Paris Est
Créteil; 2023.

Page 14 of 14

53. Whittaker A, Manderson L, Cartwright E. Patients without Borders: Under-
standing Medical Travel. Med Anthropol. 2010;29(4):336-43.

54. Kaspar H. Searching for therapies, seeking for hope: transnational cancer
care in Asia. Mobilities. 2019;14(1):120-36.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://journals.openedition.org/droitcultures/6422
http://theconversation.com/violences-obstetricales-en-afrique-de-louest-la-pandemie-de-covid-19-a-t-elle-change-la-face-des-hopitaux-182730
http://theconversation.com/violences-obstetricales-en-afrique-de-louest-la-pandemie-de-covid-19-a-t-elle-change-la-face-des-hopitaux-182730
http://theconversation.com/violences-obstetricales-en-afrique-de-louest-la-pandemie-de-covid-19-a-t-elle-change-la-face-des-hopitaux-182730

	Access to oncology care in Mali: a qualitative study on breast cancer
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methodology
	Research team and reflexivity
	Personal characteristics and relationship with participants

	Study design
	Theoretical framework
	Participant selection
	Settings
	Data collection

	Analysis and findings
	Data analysis
	Reporting


	Results
	Approachability and ability to perceive
	Insecurity
	Limited screening campaigns
	Lack of awareness, representations, pregnancy, and breastfeeding

	Acceptability and ability to seek
	A lack of information throughout the care process
	Wandering around
	Leaving Mali
	Refusal to be amputated
	Confidence in doctors

	Availability, accommodation and ability to reach
	Few specialised doctors
	Repeated strikes
	A centralised and fragmented technical platform in Bamako
	Incomplete free health care and unavailable drugs
	Technical platform failing
	The central issue of radiotherapy
	The importance of the social network in reaching the top of the care pyramid

	Affordability and ability to pay
	Costs not covered by the state
	A disease that leads to debt and compromises children’s futures
	Involvement of international actors

	Appropriateness and ability to engage
	Misdiagnoses
	Therapeutic mobility and cancer
	The issue of surgical breast reconstruction
	Social support and the growing influence of civil society on the issue of cancer


	Discussion
	Breast cancer: a disease underrepresented on the global political agenda
	The verticalisation of infectious diseases and the issue of universal health coverage
	The challenge of radiotherapy
	Social and association networks
	A syncretism of medical resources
	High level of trust in doctors
	Claim for a national cancer hospital
	Limitations and strengths

	Conclusion
	Acknowledgements
	References


