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Abstract

AIM: The study examined the coping strategies among ever-married women with breast cancer in disrupted
marriages (divorced, separated, or living-alone ever-married women) who also have limited access to social support.

METHODS: Data for the study were extracted from 2015 behavioral risk factors for breast and cervical cancers in two
states of Nigeria. Respondents for the study were identified through three approaches: (1) Self-reported disclosure of
breast cancer, (2) informant-leading approach, and (3) outpatients located in oncological specialized health facilities
and herbal homes. Formal approval was sought from the management of selected health facilities and community
leaders. The respondents also voluntarily shared their experiences after obtaining their informed consent. Textual
data obtained from a total of nine breast cancer survivors and patients identified and interviewed were analyzed for
this study, using framework and content analytic procedures. The results were presented as excerpts and in themes.

RESULTS: Results revealed two categories of respondents: (1) Breast cancer survivors/patients with husband and
(2) those without husbands. Common perspectives were regrets, loss of intimacy, and determination to survive. Basic
coping strategies identified are seeking medical support, resignation to fate, and involvement in religion activities.
The study concludes that a partner’s support was a great yearning for survivors/patients.

CONCLUSION: The authors recommended counseling on partner’s assistance among spouses, especially during
sicknesses and diseases. It is also important to raise awareness of the risk factors of breast cancer and the need for
constant check-ups among women in the study locations, and by extension, other sub-Saharan African countries.

under the terms of the Creative Commons Attribution-
NonCommercial 4.0 International License (CC BY-NC 4.0)

Introduction

There is information on breast cancer as
the principal cause of cancer deaths among women
worldwide [1], [2], [3], [4], [5] and as the biggest cancer
killer in Nigeria [6], [7]. The burden of the disease
has also been reported to be more pronounced
in developing countries than developed countries
where there are availability and access to screening
programs and treatments [8]. Studies have indicated
that screening offers opportunity for early detection
and therapies [9], [10], [11], [12], [13], [14]. Social and
family supports have also been proven to be significant
in illnesses recovery time, especially concerning breast
cancer [15], [16], [17], [18]. Where such supports
and access to screening are lacking or inadequate,
increasing burden (from the disease) and mortality
rates are inevitable [18], [19], [20], [21], [22].

There are studies that confirmed that parents,
especially from disrupted marriages (e.g., divorced,
separated, and living-alone parents), could be more

vulnerable to deplorable conditions including sicknesses
and diseases [15], [23], [24], [25]. Others, in this school of
thought, indicated that living-alone spouses are, during
the time of illness, more exposed to strain, difficulties
in responding to treatment or longer recovery time,
including challenges with their post-sickness social and
physical relationships [26], [27], [28]. Notwithstanding,
there are also studies that have suggested that the
supports from husband or intimate partner have the
potential for corrective experience and healing benefits
to the patient, including enhanced quality of life, security,
and love [15], [26], [27], [28]. Cohen and McKay
(1984) and Yeji et al. (2014) specifically indicated
that the support from partner safeguards against
distress and boosts self-esteem, which enhances the
patient’s cognitive reappraise of the stressors as less
threatening [15], [26], [27], [28], [29]. If the partner is
supportive, the patient's adaptation would improve
rapidly and distress could be alleviated [21], [22]. Thus,
the partner is expected to provide some supports
(or give some kinds of supportive roles) to enhance
quick recovery by the patient and reduce or prevent
psychological breakdown. Specifically, where the
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partner is supportive (e.g., showing empathy, interest)
healing advantages could be expected. Where the
support is missing or negative such as withdrawal,
desertion, dismissal, or stigmatization, it could impact
negatively on the health, well-being, and survival of the
patient.

In Nigeria, divorce rate and marital separation are
increasing [30], [31], giving rise to diminishing intact families
while the spread of breast cancer is not abating. Evidences
abound that breast cancer has spread across Nigerian
communities [6], [9], [10], [32], [33], [34], [35], [36]. The
number of cancer patients registered between 2005
and 2009 in Ibadan and Lagos was 5094 cases, in the
ratio of 60:40, respectively [33]. Of 1216 cases of cancer
registered in University of Maiduguri Teaching Hospital
(North East of Nigeria) in 2001/2005, 13.9% were breast
cancer cases [6], [36]. Other studies confirmed that a
higher proportion of breast cancer patients are young pre-
menopausal women [6], [7]. While the survival rate among
Africa women was reported as low, it is relatively above
95% among women in developed countries [37], [38].

In this study, we used the theory of positive
social support to examine the coping mechanisms
among ever-married women without husbands but
with breast cancer experience. The theory describes
the assistance (cognitive and emotional) provided to
someone coping with a problem in the form of behaviors
such as giving active listening, expressing concern that
canaid solving that problem athand [15], [39], [40], [41]. It
describes positive social supports as those assistances
or interceptions that buffer against distress, reduces
shock, and protects against further harm/distress.
The opposite is described as social denial (negative
support) which includes behavior or activities related
to desertion, withdrawal, blaming the spouse/
partner for the problem, and other behavior that may
aggravate the pain or trauma [15], [41], [42], [43]. While
these supports could come from different sources
such as state, national, or international agency,
spousal supports, including partner’s availability and
communication, enhance coping with such trauma-
related distresses [15], [41], [42], [43].

This theory has also been used in the study
on social-cognitive correlates of adjustment to prostate
cancer [44] and social-cognitive processing modeling of
emotional adjustment in cancer disease [40]. In these
studies, it was indicated that the support that confronts,
re-evaluate the stressful event such as cancer, facilitates
accommodation of that stressful event [40], [44].
However, whenever these cognitive processes fail, the
stressor remains active or bounces back [45]. In this
context, we hypothesized that the support received
(in terms of care, discussion, finances) would have
strong post-treatment palliative measures to enable the
survivor to cope adequately with and adapt easily back
to her usual lifestyles.

Notwithstanding, the numerous studies on
coping with sicknesses or diseases [15], [31], [39], [41],

[46], the questions on how to manage with the disease
in the face of marital challenges, especially where the
husbands (the supposedly closer partners) are not
available, have not been explored in the literature,
especially, as it relates to qualitative study in Nigeria.
What would the women without spouses or with absent-
partners do if they are sick? The study, therefore,
seeks to understand the coping options among ever-
married women without spouses but with breast cancer
experience. The data collated and the analyses could
serve the need of both national and local policy-makers/
decision-takers in the areas of care and supports for
breast cancer patients and survivors.

Materials and Methods

Research design

The data for this study were extracted from
the 2015 study on Behavioural Risk Factors for Breast
and Cervical Cancers in two states of Nigeria and
funded by Covenant University Centre for Research,
Innovation and Development (CUCRID) Nigeria (Grant
No: CUCRID-RG 005-10-14-FS). The main study was
conducted in the two states (randomly selected from
South West and North Central) of the six geopolitical
zones in Nigeria [15]. The entire study covered 1023
women randomly selected in the quantitative segment
of the study and 17 in-depth interviews among identified
breast and cervical cancer survivors. The report for this
study is exclusively based on extracted data related to
nine breast cancer survivors/patients with spouses and
without spouses. The study was therefore patterned as
a case—control study involving only four breast cancer
survivors who are living with husbands and five that
were separated or living-alone without husbands.

Recruitment of participants

Nine participants were selected through three
distinct processes within the purview of the random
techniques adopted in the main study: (1) Women who
answered “YES” to the questions “ever experienced
breast cancer” in the main study were requested to
participate in a separate in-depth interview; (2) women
whoindicated they know someone with such experiences
and ready to link us with such individual after formal
discussion were recruited as leading informants to
locate the survivors; (3) Furthermore, few volunteer
outpatients of oncological specialized health facilities
and traditional herbal homes that agreed to share
their experiences were interviewed. These oncological
health facilities and traditional herbal homes were
purposely selected as a means of reaching out to the
target respondents. Due permission was obtained from
the management and proprietor-base of the health
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facilities. In addition, formal approvals were sought
from the community leaders, especially within the
communities where the participants and the facilities
are located. Overall, we were able to recruit only three
breast cancer survivors through the main survey, two
from leading interviewees, and four from both health
facilities and traditional herbal homes. Consent forms
were dully approved by all prospective respondents.
However, for the women without husband/spouse,
immediate family member (as suggested by the
participant) was consulted for necessary approval.
Where the husband/partner, any member of relative
or the respondent declined on the consent form, such
woman was excused from participating in the interview.
In addition, all respondents recruited were assured
of confidentiality of their responses and anonymous
reporting of the research findings. Respondents were
encouraged to participate but were informed of their
freedom to withdraw at any stage of the discussion.

Data collection

The basic subjects covered in the interviews
range from the lifestyle history, especially in terms of
sexual relationship, to participant’'s knowledge about
cancer infection transmission, when and how was the
disease detected, health-seeking behavior, and coping
mechanisms. We later sought participants’ advice to
their fellow women who may or may not have such
infection. Questions on age and employment status
were also asked. We also translated some questions in
local dialect where necessary for proper understanding.
With the use of in-depth interview technique, we had
opportunity to ask and probe for clarifications and more
details. Responses were recorded (with participant’s
permission) and as a compliment, and also, to avoid
missing out any vital information, the note taker writes
down most responses from each participant. We also
encouraged all members of our research team to submit
a write up on his/her experience with or reactions of
the respondent and impressions of the interview. These
reports were always reviewed before the next interview
and formed additional input in the analysis [15], [47],
[48], [49], [50].

The number of in-depth interviews was
small due to the case—control approach of the study.
Specifically, few cases were identified, of which limited
numbers of patients consented to participate in the
interview. In addition, the participants were volunteers
and no incentive was provided due to limited funding.
Notwithstanding, the fewer number we interviewed was
manageable, the shared information is comprehensive
enough considering the time frame and limited funding
of the project, and our meeting with them might have
injected longevity hope in them. In addition, each
of the in-depth interviews continued until little or no
new information was forthcoming and the sampling
continued until theoretical saturation was reached.

Data analysis

The study was patterned as a case—control
study involving (1) breast cancer survivors (who live with
husbands) and (2) those that were without husbands.
The case—control pattern of analysis is suitable as a
measure of the increased risk for a population exposed
to some factors when compared with an otherwise
similar population not so exposed to those factors [51],
[52]. Following the analysis procedure of Amoo et al
(2018), we expored identifying the responsiveness of
the survivors/patients that were conditioned by the
exposure to the presence of spouse/sexual partner,
compared to the responses from other women whose
spouse/sexual partner were absent. Responses
obtained were transcribed and the textual data analyzed
using systematic content analytic procedure [15], [46],
[48], [53]. The data were firstly sieved, charted, and
sorted in accordance with the key focus of the study [47],
[48]. Specifically, after the transcription, the responses
from all the interviewees were all assembled together
and a number of pages on Microsoft Word were opened
with each page detailing responses to each specific
question. The transcripts were read and reviewed
several times for content understanding [49], [50]. The
review exercises provided opportunity to familiarize
ourselves with the data, understand and note down
useful comments from the responses, and allowed for
ease identification of emerging and recurrent [47], [48],
[53], [54], [55], [56].

We adopted the patterns of Amoo, et al (2018)
where, long sentences were broken into simple short
sentences grouped by related comments or questions
and emerging issues were categorized and coded [15].
The coding system permitted thorough examination of
clusters of comments made by respondents and those
in the notes we took. In consonance with the research
questions, the codes were rechecked and appropriately
linked to the research questions [15]. Where necessary,
few codes were merged and those that we considered
not relevant were removed [15]. We performed cross-
tabulation of responses by the presence or non-
presence of spouse/partner and by age group for
possible comparison [15]. The results from the analysis
were compared with existing literature for support,
contradiction or as an indication of new observations
[15]. The whole exercise complied with RATS qualitative
research guidelines and consolidated criteria for reporting
qualitative study [15], [47], [48], [54], [56]. The results of
the analysis are therefore presented as excerpts having
corrected for grammatical errors.

Validity and integrity of the data

We maintained the assurance of the accuracy
and consistency of data throughout all the research
stages. To further ensure reliability of the data, a wide
range of samples, with respect to the presence or
absence of spouse/partner and different age groups
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was considered [15]. Furthermore, participants’ review
procedure was adopted where written down responses
were read out to ensure correctness and agreement or
re-confirmation on the responses [15]. In this study, we
guarded against cases of cofounding and biases we
focused not on the causes of desertion, but exclusively
on how the patients are coping with the disease [51], [52].
Specifically, there was also a problem of definition since
no respondent could confirm any legal, customary
separation, or divorced with her husband, hence, the use
of desertion and separation intermittently [15].

Results

The results of the analysis highlighted two
distinct categories of respondents: (1) Responses
among the breast cancer survivors that have husbands
and (2) Responses among the breast cancer survivors
without husbands (divorced, separated, living alone,
or absence husbands). The results of the analysis
indicated that there are differences in the responses of
the respondents between the two groups. The results
are therefore presented in themes and the excerpts
cited on the basis of the presence or absence of the
husband.

Participants’ demographic characteristics

The results revealed that all the women
interviewed had ever ed but many of them were
separated. Overall, only one survivor had no formal
education but could communicate in pidgin, more
than half have had secondary education and above.
Furthermore, more than half of them were self-
employed, though few have had other working
experience from factory shifting jobs. The lifetime
cumulative sexual partners (measured as the total
number of sexual partners a woman ever had) was
above two for more than two-thirds of the respondents.
All the participants have given birth to at least a child.
The women interviewed were in the age range of
21-48 years. Women with husband were only 4 while
5 were living without spouses.

Pre-cancer infection awareness

The general knowledge of breast cancer’s
symptoms before the incidence was relatively low.
Two of the respondents indicated they had had read
and attended seminars on breast cancer. One of
these women responded: “Yes, | have read about it
in a newspaper magazine but it was the least | ever
expected to happen to me” (a woman, aged 34). Seven
of the nine survivors had no knowledge of breast cancer
before the infection. A woman (aged 47) narrated her

experience: “I never heard about it (breast cancer)
until the problem started. It has never happened in my
family. Although one of my old aunties has a problem
with her breast in those days (around 1998, when | was
in the high school) and it was treated traditionally, it
never happened to my mother.”

The responses also revealed that the majority
of the women never had consultation or counseling with
health officials on breast check/examination before the
sickness began. Responses showed majority of the
women rarely visit health facility except for pregnancy
confirmation (test) and intermittent antenatal visitations.
Specific reasons why the respondents have never
visited hospital for breast examination as indicated
included inadequate time and cultural connotations.
Majority of the women in this category were career
women and traders before the incidence.

“I only go to hospital to confirm if I'm pregnant
or not’ (Woman, aged 31).

“I only go for checkup the moment | missed
my period (menstruation); then, | follow the antenatal
details every Tuesday” (Woman, aged 37).

“I only check my body to make sure | look fine,
not to be checking for sickness” (Woman age 43).

Social support from institutions or
community

Respondents were asked whether they ever
received or are currently receiving any support in kind or
cash from any institution or group of people. Response
to this question was mixed and cut across women with
or without spouses. More than half of the women (with or
without husbands) indicated they have not received any
support or knew any agency that supports breast cancer
victims. A woman (aged 38) believed that “except you
beg for arms on the roadside, nobody will be interested
in supporting you.” Two women specifically indicated
the following:

“As for me, | have not received any dime from
any institution, including church and mosque” (woman
aged 43).

“I am not aware of any institution that cares for
breast cancer victims in this town” (Woman, aged 34).

However, three women indicated they have
received support (in cash and kind) from members
of their religious organizations and health facility
attended. Only one of the three women was without
husband. She indicated that members of her family and
other relations frequently give her money and foodstuff.
“In my own hospital, they gave us (the patients) things
such as tissue papers, sanitary towels, kettle for boiling
water) free after the operation” (woman aged 41).
Another woman who had received support from her
working place narrated that “my head teacher never
left me alone. He comes around every time and brings
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good messages from my colleagues to me. The school
gave me money and | think they protected my job while
| was going to hospital for treatment almost every day”
(woman aged 39).

Husband’s support and coping strategies
among women with breast cancer

In the adoption of the theory of positive social
support, husband support is considered crucial in
enhancing timely recuperation and effective coping. In
this segment, spousal supports were evaluated among
the survivors to underscore husband’s availability during
the sickness, the level of communication (e.g., showing
of empathy), and financial support during this period.
The general perception among the women that were
having spouses showed the indispensability of a man
spouse/partner in the event of sickness. Common
coping strategy among women with husband was
exclusive reliance on husband for virtually everything.
More than half of the women in this category indicated
that their husbands pay the bills and take care of the
home-front. It is also understood from the interview that
most of the women with husband presence belong to
ages lower than 40 years. Awoman (aged 39) indicated,
“husband support is indispensable when it comes to
wife’s health and survival.” Another woman (aged 37)
expressed that “her husband assists sometimes in the
household chores and augments her money for the
bill.” Other excerpt includes the following:

“My husband was closer to me during this
period of sickness and often asked me about my
feelings” (woman, aged 31).

“I relied heavily on my husband for everything
during the incidence. There was nobody | could have
turned to apart from him” (woman, aged 34).

“Although, other relatives are doing much
(even than my husband) but, | cannot substitute this for
him” (Woman, aged 37).

Support and coping strategies among
women without spouses

The majority of the women without husbands
narrated that they used to enjoy closeness with their
husbands before the onset of the disease and during the
time when the sickness was just emerging. However,
the relationship was gradually declining as the pains
and burden of the disease were increasing. The general
opinion among the five women in this category was that
“it started with elements of relaxation on most things
they (the couple) used to do together before onset
of the sickness started.” They indicated that at the
beginning of the iliness (breast cancer), their husbands
were “financially committed to their health and welfare.”
However, they all expressed disappointment over the

decline of support and commitment over time and are
finally faced with no support from their partners.

A woman (aged 47) narrated her experience:

“Our relationship before the incidence was
very romantic. We used to go out together: to parties,
attended community functions and, at times, bought the
same attire for events. | informed my husband about
the lump and the sharp pain | was experiencing, and
of course, we didn’t know anything about it until it was
confirmed by the doctor. The problem however started
after we were informed of the cost of the operation
(surgery), the likely challenges | might pass through and
that survival could be 50:50 likelihoods. My husband
was totally dejected initially and later “picked up” certain
funny behaviour such as leaving home early, coming
back late, until he finally disappeared (left home).”

The two women who were as at the time of
the interviewed not living with husband expressed
loneliness and loss of cordiality. Few of their responses
are indicated as follows:

“As far as I'm concerned, | don’t think | have
husband anymore, and it is glaring with his long-time
absence and lack of support’ (Woman, aged 38).

“Cordiality is already missing. He seldom
comes home, giving different excuses for absenting
from home. | bear this (the disease) on my own alone”
(Woman, aged 34).

Coping mechanism among the survivors
without husbands

The coping strategies as used in this study are
described in terms of methods, changes in behavior (or
general lifestyles), that are directed toward adaptation
to a new event or continue existence after the incidence
of the event (i.e., the sickness) has occurred. Precisely,
in this study, the coping strategies are those approaches
that the patient has adopted or currently using to tolerate
or sustain herself despite the incidence of cancer and
desertion of her husband/sexual partner.

Inthe analysis, a thematic framework procedure
was used in which responses were coded and emerging
concepts/terminologies were mapped into themes. The
results of the analysis revealed different perspectives
among respondents without husbands as compared
with the other categories of the respondents where
the husbands were present. The immediate reactions
among the respondents tilted toward “regret, financial
burden and concern about how to make the husband
liable for the sickness and determination to survive
or live with the disease.” Others have resorted to fate
while few women felt indifference with the believed
that husband presence or absence has no impact on
their survival. However, the basic themes identified as
coping strategies are: Seeking medical intervention,
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Seeking medical help
(Modern and orthodox
health facilities)

Determination to
survive
Loss of
intimacy

Figure 1: Diagrammatic illustration of perspectives and coping
strategies among ever-married breast cancer survivors without
husbands. Authors’ Mapping, 2019

Women with
Breast Cancer
Diseases

Coping
Strategies

Seeking support
from religious
bodies

resignation to fate, and seeking support from religious
bodies as depicted in Figure 1.

Seeking medical help (modern and
orthodox health facilities)

Majority of the women without spouse/partner
indicated they foremost sought for a medical solution
to their problem before any other option. They believed
that breast cancer is a medical issue that must be
treated medically and in health centers. A woman
(aged 43) indicated that “/ rely on the assistance from
my medical doctor.” A patient (aged 39) expressed that
“this hospital was my first place of call and the official
has been taking good care of me. | am getting healed
gradually.” Others in this category believed that the
impact of visiting orthodox medicine is indispensable in
sensitive cases related to the woman breast. A woman
(aged 48) from the herbal homes indicated that “most
killer diseases like breast cancers are the handiworks
of the enemies and could only be treated using herbal
homes.”

Resort to fate

Certain numbers of women without husbands
have resigned to fate. Their general perception was
that sickness is an “act of providence” and “as long
as you'’re still breathing, then there is hope.” They
considered other previous steps they have taken (such
as medical consultation) as sufficient enough and are
now resolute not to “run” anywhere again for seeking
support. Furthermore, few of the women resigned
to fate as a result of their low financial status “/ eat,
sleep (if it comes) and resort to fate. There is no other
option left for me than to believe in God and be praying,
because | don’t want to die” (woman, aged 47).

Seeking support from religious bodies

Related to the above coping mechanism is the
hope of respondents in religious practices. Virtually all

the five women in this category believed strongly that “if
you seek help from your church or mosque leadership
and members, there is assurance you will be helped.”
Two of these women were those that have received
supports from their religious members. A woman (aged
48) indicated that “the prayers from your religious leader
could also help in healing of the diseases. This is what
| go for every time.”

Determination to survive

Other segments of the responses indicated
that the women were determined to get healed and
survive the disease. Only two women were found in this
category with common intention to survive the “ordeal” of
breast cancer. Awoman (aged 37) indicated that “there
was no one to discuss or share my pain with, but all my
concerns now are how to survive this disease.” Another
indicated “since one of my breasts has been removed, |
will try hard that the infection did not affect the other as
being warned by the doctor’ (woman, aged 41).

Discussion

The study evaluated the coping mechanisms
among two-distinct groups of women with breast
cancer: (1) Breast cancer survivors that have husbands
and (2) breast cancer survivors without husbands. It
specifically highlighted the coping strategies among
ever-married women with breast cancer where access
to family and social supports are not available. The
simultaneous examination of experiences of a disease
with victims with two distinct backgrounds has added to
the body of knowledge on survival strategies on breast
cancer. It has also positioned this study as fundamental,
especially in a country with a high incidence of breast
cancer and high maternal deaths [9], [10]. The study
has provided insight into the implications of men’s
behaviors toward spouses, especially in difficult times
such as a sick period. While social and family support
has been regarded as potent strategies for quick
recovery among the patients [15], [26], [27], [28], [29],
the absence of such fundamental supports of husband
could have great implications for sick-free society
agenda and the general well-being of women. The
study thus provided vital information for stakeholders
in community health programs and services and could
be a useful counseling tool for social workers and other
health practitioners.

Evidences from the result obtained in this
study indicated that the diseases could strain marital
relationship easily. The illustration with thematic
framework could be regarded as an important addition
to knowledge by providing a simple overview of the
various coping perspectives of breast cancer among
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women. Furthermore, the study identified common
perspectives among women without husband such as
regrets, loss of intimacy, and determination to survive.
The basic coping strategies identified among the
women are seeking medical help, resignation to fate,
and religious supports.

Although community perceptions were not
evaluated, the understanding from the responses of
the respondents concerning the non-supportive attitude
from the community could suggest stigmatization.
This may also explain why majority alluded that they
have not received support from the family members.
Besides, the highlight from this study pointed the
fact marriages and intact family could enhance good
health, or at least, stimulate effective coping during
health challenges [15], [24], [25]. The study also
revealed that the government’s support could either
be completely absent or out of reach to most patients
covered in this study. It may, however, be necessary
to call for government and other stakeholders’ attention
considering the plight of women suffering for breast
cancer in the face of absent husbands.

In terms of policy, the study attempted to
position that husband’s desertion is a risk factor to
women well-being and survival. Wife neglect by the
husband is by itself psychologically disturbing, and
coping with adverse health challenge under neglect
or non-availability of the husband could be traumatic,
increase the severity of the sickness or disease, and
might increase the risk of death. Having women in this
condition in Nigeria should spur policy intervention to
encourage spousal care and support especially during
hard times of sicknesses and diseases.

Limitations of the study

The in-depth interview approach adopted and
the data analysis procedures were time consuming.
Sensitivity surrounding the topic and the kind of
stigma over the issue posed a serious challenge in
the identification of the survivors. The method seems
to lack interactions among the participants since only
one respondent was interviewed at a time which is
unlike focus group discussion. Although the number
of in-depth interviews is small, the fewer number was
manageable; the shared information seemed to be
comprehensive enough considering the time frame and
limited funding of the project.

Conclusion and Recommendations

Thereis virtually alack of institutional support for
the survivors and victims of breast cancer in the studied
locations. The most prominent coping mechanism is
resignation to fate, dependence on members of their

religious affiliations, and medical treatment. The study
concludes that while the missing husband’s care and
support could aggravate the burden of breast cancer, the
lack of support from institution, inadequate knowledge
about the disease, and lack of awareness of places for
treatment could signal danger toward the realization of
sick-free society, which could be of important focus for
social health workers, health personnel, governments,
and other stakeholders in women well-being. The
authors, therefore, recommended counseling among
couple on the need for spousal care and support,
especially during hard times of sicknesses and diseases.
Furthermore, massive community “synthetization” is
indispensable to raise awareness of the risk factors of
breast cancer, the need for constant check-ups in the
study locations, and by extension, sub-Saharan African
countries as a whole.

Acknowledgments

The authors appreciate the Covenant
University Centre for Research, Innovation and
Discovery (CUCRID) for funding the project, including
the support for the publication of this paper, and the
Ethical/Research Committee for advice at all stages
of the survey. We also recognize the responses from
our anonymous respondents as their contributions to
humanity.

References

1. Admassie TT. Non-Communicable Diseases Health Information
among Refugees in Norway. The Case of Ethiopian and Eritrean
Refugees in Bergen. Bergen, Norway: The University of Bergen;
2019. https://doi.org/10.15714/scandpsychol.3.e6

2. George TO, Allo TA, Amoo EO, Olonade O. Knowledge and
attitudes about breast cancer among women: A wake-up call
in Nigeria. Open Access Maced J Med Sci. 2019;7(10):1700-5.
https://doi.org/10.3889/0amjms.2019.221

PMid:31210826

3. Global Burden of Disease Cancer Collaboration. Global,
regional, and national cancer incidence, mortality, years of life
lost, years lived with disability, and disability-adjusted life-years
for 29 cancer groups, 1990 to 2017: A systematic analysis for
the global burden of disease study. JAMA Oncol. 2019;5:1749-
68. https://doi.org/10.1200/jco.2018.36.15_suppl.1568

PMid:31560378

4. World Health Organisation, ICO. WHO/ICO Information Centre
on Human Papilloma Virus (HPV) and Cervical Cancer. Hum
Papillomavirus and Related Cancers in the World. Summary
Report Updates; 2010. p. 168. https://www.unav.edu/
documents/16089811/16216616/hpvreport2010.pdf.

5. World Health Organization. Nigeria: Human Papillomavirus
and Related Cancers, Fact Sheet 2014. WHOICO HPV Institut
Catala D’'Oncologia Avda Gran L’'Hospitalet; 2014. p. 20308908.

Open Access Maced J Med Sci. 2020 Jun 10; 8(E):271-279.

277



E - Public Health

Public Health Disease Control

6.

10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

Osaro E. Breast Cancer in Nigeria: Diagnosis, Management and
Challenges. Bloomington: Author House; 2016. p. 147. Available
from: https://www.researchgate.net/publication/305000477_
breast_cancer_in_nigeria_diagnosis_management_and_
challenges. [Last accessed on 2019 Jul 04].

Yusufu L, Odigie V, Mohammed A. Breast masses in Zaria,
Nigeria. Ann Afr Med. 2003;2(1):13-6.

Denny L. The prevention of cervical cancer in developing
countries. BJOG Int J Obstet Gynaecol. 2005;112(9):1204-12.

PMid:16101597

Allo T, Edewor P, Imhonopi D. Assessment of perceived risks of
breast cancer and breast cancer screening among women in five
selected local governments in Ogun state, Nigeria. SAGE Open.
2019;9(2):1-11. https://doi.org/10.1177/2158244019841924
Allo T, Imhonopi D, Amoo E, Iruonagbe T, Jegede A, Ajayi L,
et al. Moderating role of demographic characteristics in breast
cancer awareness and the behavioural disposition of women
in Ogun State, Nigeria. Open Access Maced J Med Sci.
2019;7(19):3281-6. https://doi.org/10.3889/0amjms.2019.671

PMid:31949531

Amoo EO, Ajayi MP, Samuel GW, Adekeye OA, Odewale BJ.
Sexual behaviour in Nigerian context, vulnerability to cervical
cancer and health promotion. In: Proceedings of SOCIOINT
2017-4" International Conference on Education. Dubai, UAE:
Social Sciences and Humanities; 2017. Available from: https://
www.core.ac.uk/display/129903474. [Last accessed on 2020
Jan 08].

Howlader N, Noone A, Krapcho M, Noone A, Neyman N,
Aminou R, et al. SEER Cancer Statistics Review, 1975-2009
(Vintage 2009 Populations). Burlington: ScienceOpen, Inc,;
2012.

Kohler BA, Sherman RL, Howlader N, Jemal A, Ryerson AB,
Henry KA, et al. Annual report to the nation on the status of
cancer, 1975-2011, featuring incidence of breast cancer
subtypes by race/ethnicity, poverty, and state. JNCI J Natl
Cancer Inst. 2015;107(6):djv048. https://doi.org/10.1093/jnci/
djv048

PMid:25825511

Youlden DR, Cramb SM, Dunn NA, Muller JM, Pyke CM,
Baade PD. The descriptive epidemiology of female breast
cancer: An international comparison of screening, incidence,
survival and mortality. Cancer Epidemiol. 2012;36(3):237-48.
https://doi.org/10.1016/j.canep.2012.02.007

PMid:22459198

Amoo EO, Olawole-Isaac A, Okorie N, Ajayi MP, Adekola PO,
Amana TR, et al. Spousal desertion and coping strategies
among women with cervical cancer in Nigeria: A schematic
framework for wellbeing. Afr Popul Stud. 2018;32(1):4012-21.

Cohen S, Lemay EP. Why would social networks be linked to
affect and health practices? Health Psychol. 2007;26(4):410.
https://doi.org/10.1037/0278-6133.26.4.410

PMid: 17605560

Gamarra CJ, Paz EP, Griep RH. Social support and cervical
and breast cancer screening in Argentinean women from a rural
population. Public Health Nurs. 2009;26(3):269-76. https://doi.
org/10.1111/j.1525-1446.2009.00779.x

PMid: 19386062

George TO, Durham NC. The Health-promoting Effects of
Social Bonds; 2016. p. 1-10. Available from: http://www.cossa.
org/caht-bssr/linda%20george.pdf. [Last accessed on 2019 Jul
04].

Bultz BD, Carlson LE. Emotional distress: The sixth vital sign

future directions in cancer care. J Psychol Soc Behav Dimens
Cancer. 2006;15(2):93-5. https://doi.org/10.1002/pon.1022

PMid: 16444764

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Groenvold M, Fayers PM, Sprangers MA, Bjorner JB, Klee MC,
Aaronson NK, et al. Anxiety and depression in breast cancer
patients at low risk of recurrence compared with the general
population: Avalid comparison?J Clin Epidemiol. 1999;52(6):523-
30. https://doi.org/10.1016/s0895-4356(99)00022-0

PMid:10408991

Hinnen C, RanchorAV, Sanderman R, Snijders TA, Hagedoorn M,
Coyne JC. Course of distress in breast cancer patients, their
partners, and matched control couples. Ann Behav Med.
2008;36(2):141-8. https://doi.org/10.1007/s12160-008-9061-8

PMid:18797979

Hinnen C, Ranchor AV, Baas PC, Sanderman R, Hagedoorn M.
Partner support and distress in women with breast cancer:
The role of patients’ awareness of support and level of
mastery. Psychol Health. 2009;24(4):439-55. https://doi.
org/10.1080/08870440801919513

PMid:20205004

Trivedi J, Sareen H, Dhyani M. Psychological aspects of
widowhood and divorce. Mens Sana Monogr. 2009;7(1):37.
https://doi.org/10.4103/0973-1229.40648

PMid:21836778

Ross CE, Mirowsky J, Goldsteen K. The impact of the family on
health: The decade in review. J Marriage Fam. 1990;52(4):1059-
78. https://doi.org/10.2307/353319

Amoo EO. Family formation in Africa: Trends in age at marriage,
union types, patterns and determinants. In: Odimegwu C,
editors. Family Demography and Post-2015 Development
Agenda in Africa. Cham, Switzerland: Springer; 2020. p. 99-125.
https://doi.org/10.1007/978-3-030-14887-4_6

Cohen S, McKay G. Social support, stress and the buffering
hypothesis: A theoretical analysis. Handb Psychol Health.
1984;4:253-67.

Evans SE, Steel AL, Watkins LE, DiLillo D. Childhood exposure
to family violence and adult trauma symptoms: The importance
of social support from a spouse. Psychol Trauma Theory Res
Pract Policy. 2014;6(5):527. https://doi.org/10.1037/a0036940

Yeji F, Klipstein-Grobusch K, Newell ML, Hirschhorn LR,
Hosegood V, Barnighausen T. Are social support and HIV
coping strategies associated with lower depression in adults
on antiretroviral treatment? Evidence from rural KwaZulu-Natal,
South Africa. AIDS Care. 2014;26(12):1482-9. https://doi.org/10
.1080/09540121.2014.931561

PMid:24991994

Sullivan KT, Pasch LA, Johnson MD, Bradbury TN. Social
support, problem solving, and the longitudinal course of
newlywed marriage. J Pers Soc Psychol. 2010;98(4):631.
https://doi.org/10.1037/a0017578

PMid:20307134

Adedokun O. Widowhood, divorce and waiting time: A neglected
aspect of nuptiality studies in Nigeria. Niger J Soc Manage Sci.
1995;2(1):143-52.

Amoo EO, Oni GA, Ajayi MP, Idowu AE, Fadayomi TO, Omideyi
AK. Are men’s reproductive health problems and sexual behavior
predictors of welfare? Am J Mens Health. 2017;11(3):487-97.
https://doi.org/10.1177/1557988315598832

PMid:26231731

Adesunkanmi A, Lawal O, Adelusola K, Durosimi M. The
severity, outcome and challenges of breast cancer in Nigeria.
The Breast. 2006;15(3):399-409. https://doi.org/10.1016/j.
breast.2005.06.008

PMid:16085418

Awodele O, Adeyomoye AA, Awodele DF, Fayankinnu VB,
Dolapo DC. Cancer distribution pattern in south-western Nigeria.
Tanzan J Health Res. 2011;13(2):106-8. https://doi.org/10.4314/
thrb.v13i2.55226

278

https://www.id-press.eu/mjms/index



Amoo et al. Spousal Desertion, Breast Cancer and Coping Strategies

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

PMid:25566610

Ibrahim N, Popoola A, Oludara M, Omodele F, Fadeyibi |. Breast
cancer among Urban Nigerian women: Appraising presentation
and the quality of care. Maced J Med Sci. 2011;4(4):388-92.
https://doi.org/10.3889/mjms.1857-5773.2011.0187

Jedy-Agba E, Curado MP, Ogunbiyi O, Oga E, Fabowale T,
Igbinoba F, et al. Cancer incidence in Nigeria: A report from
population-based cancer registries. Cancer Epidemiol.
2012;36(5):e271-8. https://doi.org/10.1016/j.canep.2012.04.007

PMid:22621842

Nggada HA, Yawe KT, Abdulazeez J, Khalii MA.
Breast cancer burden in Maiduguri, North Eastern
Nigeria. Breast J. 2008;14(3):284-6. https://doi.

org/10.1111/j.1524-4741.2008.00576.x

PMid:18476884

Ghafoor A, Jemal A, Ward E, Cokkinides V, Smith R, Thun M.
Trends in breast cancer by race and ethnicity. CA Cancer J Clin.
2003;53(6):342-55. https://doi.org/10.3322/canjclin.53.6.342
PMid: 15224974

Smigal C, Jemal A, Ward E, Cokkinides V, Smith R, Howe HL,
et al. Trends in breast cancer by race and ethnicity: Update
2006. CA Cancer J Clin. 2006;56(3):168-83. https://doi.
org/10.3322/canjclin.56.3.168

PMid: 16737949

Cutrona C, Russell D, Rose J. Social support and adaptation to
stress by the elderly. Psychol Aging. 1986;1(1):47.
PMid:3267379

Lepore SJ. A social-cognitive Processing Model of Emotional

Adjustment to Cancer. National Institute of Mental Health
Grants; 2001.

Thoits PA. Social support as coping assistance. J Consult Clin
Psychol. 1986;54(4):416.

PMid:3745593

Pasch LA, Bradbury TN, Davila J. Gender, negative
affectivity, and observed social support behavior in marital
interaction. Pers Relatsh. 1997;4(4):361-78.  https://doi.
org/10.1111/j.1475-6811.1997.tb00151.x

Pasch LA, Bradbury TN. Social support, conflict, and the
development of marital dysfunction. J Consult Clin Psychol.
1998;66(2):219.

PMid:9583325

Roberts KJ, Lepore SJ, Helgeson V. Social-cognitive correlates
of adjustment to prostate cancer. J Psychol Soc Behav Dimens

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

Cancer. 2006;15(3):183-92. https://doi.org/10.1002/pon.934
PMid:15929030

Lepore SJ, Silver RC, Wortman CB, Wayment HA. Social
constraints, intrusive thoughts, and depressive symptoms
among bereaved mothers. J Pers Soc Psychol. 1996;70(2):271.
https://doi.org/10.1037/0022-3514.70.2.271

PMid:8636882

Mitchell R, Bates P. Measuring health-related productivity loss.
Popul Health Manag. 2011;14(2):93-8.

PMid:21091370

Green J, Thorogood N. Observational methods. Qual Methods
Health Res. 2004;2004:131-4.

Green J, Thorogood N. Qualitative Methods for Health
Research. 4" ed. London: Sage Publications Ltd.; 2018. p. 389.

Piercy KW. Analysis of semi-structured interview data. In:
Department of Family, Consumer, and Human Development;
2015. p. 1-16.

Piercy N, Phillips W, Lewis M. Change management in the
public sector: The use of cross-functional teams. Prod Plan
Control. 2013;24(10-11):976-87. https://doi.org/10.1080/09537
287.2012.666913

Breslow NE, Day N, Heseltine E. Statistical methods in cancer
research. In: The Design and Analysis of Cohort Studies. Vol. 2.
Lyon, France: IARC; 1987.

Wacholder S, Silverman DT, MclLaughlin JK, Mandel JS.
Selection of controls in case-control studies: Il. Types of controls.
Am J Epidemiol. 1992;135(9):1029-41. https://doi.org/10.1093/
oxfordjournals.aje.a116397

PMid:1595689

Mitchell, KR, King M, Nazareth I, Wellings K. Managing sexual
difficulties: A qualitative investigation of coping strategies. J Sex
Res. 2011;48(4):325-33. https://doi.org/10.1080/00224499.201
0.494332

PMid:20544470

Clark J. How to peer review a qualitative manuscript. Peer Rev
Health Sci. 2003;2:219-35.

Srivastava A, Thomson SB. Framework analysis: A qualitative
methodology for applied policy research. J Adm Gov.
2009;4(2):72-9.

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. 2007;19(6):349-57.
https://doi.org/10.1093/intghc/mzm042

Open Access Maced J Med Sci. 2020 Jun 10; 8(E):271-279.

279



