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Abstract

Background: By 2040, the predicted global cancer burden is expected to bemore than 27million
new cancer cases per year. Understanding primary health care workers’ (HCWs) perception on
cancer can highlight new ways in which cancer advocacy can be increased. This study aimed to
explore the perceptions of primary HCWs in Lautoka, Fiji, towards common cancers with focus
on knowledge, risk perceptions, barriers and preventive approaches.Methods: The study used a
qualitative method approach. The study was conducted among primary HCWs at four purpos-
ively selected health centres in Lautoka Subdivision, Fiji, from 1 March 2021 to 1 April 2021.
Focus group discussions (FGDs) were conducted with primary HCWs. A semi-structured
open-ended questionnaire was used to collect data, and the FGDs were audio-recorded.
These audio recordings were transcribed and analysed using thematic analysis. Results: The
responses from the four FGDs with six primary HCWs in each group emerged four major
themes. These themes were cancer knowledge, health professional training, barriers and chal-
lenges and awareness strategies. Primary HCWs were not fully aware about common cancers
and were not confident to discuss about cancer with their patients which is an important role of
primary HCWs in cancer management. This lack of knowledge was attributed to less training
received in primary care setting. Barriers to accessing cancer screening included misconcep-
tions about cancer, negative attitudes from patients, stigmatization, lack of resources at health
facility and less informed health staff. Community outreach programmes, opportunistic screen-
ing, community HCWs and the concept of a cancer hub centre were awareness strategies high-
lighted by primary HCWs. Conclusions: Lack of knowledge about common cancers among
primary HCWs is a concern that is depicted well in this study. This low knowledge was attrib-
uted to lack of training on cancers received by primary HCWs. Guidelines on cancer screening
and diagnosis can be developed by the health ministry to assist primary HCWs in detecting
patients at pre-cancerous stage.

Introduction

Cancer is one of themain concerning non-communicable diseases (NCDs) around the world. In
2020, the International Agency for Research on Cancer (IARC) (2020) a branch ofWorldHealth
Organization (WHO) reports that global cancer burden has increased to 19.3 million new cases
and 10million cancer deaths worldwide. By 2040, the predicted global cancer burden is expected
to be more than 27 million new cancer cases per year which is almost a 50% increase in the
estimated cancer cases in 2018, with majority of the cases seen in countries with low or medium
Human Development Index (HDI) (Green Facts, 2020; The Cancer Atlas, 2020). Liver, colo-
rectal, lung, stomach and prostate cancer are the most common types of cancer in men, while
lung, thyroid, cervical, breast and colorectal cancer are the most common among women
(World Health Organization, 2011; World Cancer Research Fund, 2019; Who.int, 2020).

Cancer risk factors are usually divided into categories such as internal factors (age, sex, inher-
ited genetic defects), lifestyle-related factors, occupational exposures (chemicals, radioactive
materials) and environmental exposures (UV radiation) (National Cancer Institute, 2015;
MedicineNet, 2018; American Cancer Society, 2020; Centers for Disease Control and
Prevention, 2020a). Cancer can be prevented by avoiding such cancerous agents and also by
early screening (Centers for Disease Control and Prevention, 2020b).

It is estimated that over the coming decades, the low- and middle-income countries (LMICs)
will hit the hardest with the growing cancer burden (Green Facts, 2020). Furthermore, in devel-
oped countries where health systems are stronger, survival rates of many types of cancer are
improving due to early detection, timely diagnosis and treatment (The National Academies
Press, 2016; Prager et al., 2018; Who.int, 2020). It is very important for primary health care
workers (HCWs) to understand patient perspectives to better diagnose and treat cancers.
There may be significant differences between a HCWs’ perspective and a patient perspective
in determining success of a given health care intervention (Asadi-Lari et al., 2004). Hence, effec-
tive communication between a HCWs and the patient is necessary to achieve patient satisfac-
tion, as patients who are satisfied are more likely to adhere to treatment, take an active role in
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health care, continue to trust the medical services and stay within a
health care provider (Donabedian, 1988; Guldvog, 1999; Asadi-
Lari et al., 2004).

PrimaryHCWs are well positioned to provide detailed informa-
tion and cancer care to individuals because of their accessibility in
the community and their relationships with patients, in particular,
their knowledge about patients’ family history, personal history,
social circumstances and co-morbidities (Easley et al., 2017). All
HCWs around the world work tirelessly to care for their patients
in an increasingly complex, inefficient and stressful environment.
However, the culture and structure of the system in which they
work are often poorly aligned to support their efforts to respond
to patients’ needs (Committee on the Learning Health Care
System in America et al., 2013). Primary HCWs also face some dif-
ficulties in providing cancer information to patients (Lawrence
et al., 2016; Mohanty et al., 2019). These difficulties include lack
of information about cancers, limited knowledge, lack of guide-
lines, lack of time and lack of patient trust (Committee on the
Learning Health Care System in America et al., 2013; Lawrence
et al., 2016; Easley et al., 2017; Mohanty et al., 2019). However, pri-
mary HCWs must continue to change perceptions, educate and
inform individuals about cancers.

Fiji is a small pacific island nation with a total population of
904 997 (Fiji Population, & Demographics, Maps, Graphs,
2021). NCDs are the number one killer in Fiji with majority deaths
from diabetes, hypertension and cardiovascular diseases (Fiji
Broadcasting Corporation, 2020; International Agency for
Research on Cancer, n.d.). In Fiji, there were 260 new cancer cases
recorded as of May 2020 of which 24 were recorded in May alone.
In 2019, 250 cases were recorded for the whole year, out of which
29 patients have lost their lives (Fiji Broadcasting Corporation,
2020). The number of new cases is drastically increasing in Fiji,
and unfortunately, cancer is the 3rd most common cause of death
in Fiji. The risk of developing cancer before the age of 75 years in
Fiji is 16.7%, while the risk of death from cancer before the age of 75
years is 10.2% (International Agency for Research on Cancer, n.d.).

A gap of knowledge exists since currently nil studies could be
found that explores the cancer perceptions of primary HCWs.
Hence, this study aimed to explore the perceptions of primary
HCWs in Fiji towards common cancers with focus on knowledge,
risk perceptions, barriers and preventive approaches. This study
will attempt to bridge the gap between the findings from western
studies and the local context, as well as attempt to plan targeted
interventions to increase knowledge about cancers among the pri-
mary HCWs which will directly help increase cancer knowledge
among the general public.

Methodology

Study design and setting

This study applied a qualitative approach using focus group discus-
sions (FGDs) to explore the perceptions of primary HCWs towards
common cancers in Lautoka Subdivision, Fiji from 1 March 2021
to 1 April 2021. A FGD is a good way to gather people from similar
backgrounds with diverse characteristics such as age, gender, des-
ignation and years of health care experience to discuss a specific
topic of interest and is very useful in generating a rich understand-
ing of participants’ experiences and beliefs (Mishra, 2016). The
study was conducted at the four purposively selected health
centres in Lautoka Subdivision, namely Punjas Health Centre,
Kamikamica Health Centre, Natabua Health Centre and

Veiseisei Health Centre. These health centres are the busiest health
centres in Lautoka Subdivision which cater for approximately 3000
patients per week and run both the General Outpatient services
and the Special Outpatient services (SOPD) for diabetes, hyperten-
sion, dyslipidaemia/cardiac.

Study sample

The study focused on all the primary HCWs based at the four
health centres in Lautoka Subdivision within the study period.
The following inclusion criteria were used: the primary HCW
should be a nurse or a primary care physician based full time at
the 4 health centres, should have served as a primary HCW for
at least 6 months, age more than or equal to 18 years and gender
either males or females. The following exclusion criteria were used:
primary HCW based at other health facilities in Lautoka, primary
HCWs who have previously worked full time at an oncology centre
and primary HCWs who are not willing to participate in FGDs.

A purposive sampling was used which included all primary
HCWs based on the four health centres in the Lautoka
Subdivision, and they needed to satisfy the inclusion and exclusion
criteria. There were four (4) FGDs held for primary HCWs, that is
one in each health facility with six (6) participants in each FGD.
Each focus group comprised of three (3) primary care physicians
and three (3) nurses, with equal number of males and females.

Data collection tool

The data collection instrument used to collect data in this research
was semi-structured open-ended questionnaire to guide FGDs.
The questionnaire was developed from literature review in line
with the research questions of this study which has 2 sections with
13 questions in total. The first section which is the demographics
had 6 questions followed by 8 open-ended questions in the second
section. The FGD questions are in English version.

Study procedure

The primary HCWs in each of the four health centres were given
an introduction of the study verbally. Together with this verbal
introduction, information sheet was provided to all the primary
HCWs in the English language (who fulfilled the inclusion and
exclusion criteria). The primary HCWs who agreed to participate
in the study at their own free time were then given consent forms in
English.

Once the participants gave their signed consents, the consent
forms were collected and kept safely while the information sheet
remained with the participants. After this, the FGDs were con-
ducted by the principal researcher with primary HCWs in a quiet
room at each health centre with each discussion lasting for at least
60min. The discussions were recorded. Four FGDs was conducted,
one at each health centre, with 6 participants in each group.

Data management and analysis

All FGD recordings were transcribed verbatim by the principal
researcher. Transcription was done on the same day of the
FGD. A review of transcriptions was done to correct errors and
to remove references of names and places to ensure anonymity
for the participants. Once the transcriptions were clarified, data
analysis was carried out.

Thematic analysis was used to analyse the data in this study.
Thematic analysis is a qualitative research method for identifying,
analysing, organizing, describing and reporting themes found
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within a data set (Vaismoradi et al., 2016; Vaismoradi & Snelgrove,
2019). The principal researcher and the principal supervisor read
and re-read all FGD transcripts and identified similar phrases and
words for which numbers were assigned. Different phrases and
words were also identified to analyse the data further. The coded
data that had similar characteristics were grouped together. Once
grouping of similar data was completed, descriptive themes and
subthemes were identified to reflect the perceptions of participants
(Vaismoradi & Snelgrove, 2019). The themes and subthemes were
checked by the principal supervisor as well.

Study rigour

Four criteria were identified that contributed to study rigour. These
criteria consisted of credibility, transferability, dependability and
confirmability. Some ways to make the study more rigour included
the following: a short introduction of the study provided verbally
by the researcher to all primary HCWs, flyers that contained infor-
mation about the research placed at each health centre 2 weeks
prior to data collection, FGDs were conducted over the period
of 1 month and each FGD lasted for at least 60 min, all discussions
were recorded, principal supervisor checked each step of the
research, review of transcriptions were done to correct errors
and purposive sampling technique.

Ethical considerations

Ethical approval for this study was obtained from Fiji National
University’s (FNU) College Health Research Ethics Committee
(CHREC) and Fiji National Research Ethics Review Committee
(FNRERC). Written informed consent (with rights to withdraw
without any consequences) was taken from primary HCWs, and
assurance of confidentiality and anonymity was provided to them
throughout the course of the study and afterwards as well. The pri-
mary HCWs were advised that participation in this study is volun-
tary, and they can leave the study at any time without any
consequences.

Results

Characteristics of the participants

Table 1 presents the characteristics of the participants of FGD
among primary HCWs. There were four FGDs conducted in this
research, one in each health facility with a total of 6 participants in
each FGD. Twenty-four primary HCWs (12 females and 12 males)
agreed to be part of the FGD. Of these 24 participants, the majority
were of the Indo-Fijian ethnicity (75%). There were twelve nurses
and twelve medical officers who took part in the FGD. In terms of
years of working experience at primary health care setting, major-
ity participants have been working for 3 years at the health facility
(41.7%). Each participant was assigned a number and coded from
participant 1 to 24. The FGD to which participants belonged to is
also indicated in the quotations references.

Themes and subthemes

After completion of thematic analysis, four major themes emerged,
this included the following: cancer knowledge, health professional
training, barriers and challenges and awareness strategies. Under
these, major themes and subthemes were identified, as summarized
in Table 2. In this section, the quotes will be based on the number
of FGD and primary HCWs age, gender and position (SN for
Staff Nurse and MO for Medical Officer), for example, FG1, a

35-year-old male SN, that means a Staff Nurse participant from
FGD 1.

Theme 1: cancer knowledge

The first few questions posed to the primary HCWs were about
their knowledge on cancer risk factors, diagnosis, management,
screen modalities and preparedness on cancer discussion. The
responses of participants were noted under four subthemes,
namely risk factors, diagnostic modalities, cancer management
and cancer discussion preparedness.

Risk factors

The primary HCWs felt that they knew about common risk factors;
however, they did not have much knowledge about specific risk
factors for specific cancers.

‘I know about common cancers however like lung cancer, liver cancer or
bowel cancer, I don’t knowmuch about these. I guess everyone here is most
versed with risk factors and screening for breast, cervical and prostate
cancer. For diagnosis and treatment options, we do not have any idea about
it.’ (FG2, a 36–year-old female MO)

The participants had the most information about breast and
cervical cancer risk factors.

Table 1. Characteristics of study participants (n= 24)

Characteristics Frequency Percentage

Gender Male 12 50

Female 12 50

Ethnicity iTaukei 6 25

Indo-Fijian 18 75

Designation of primary
HCWs

Medical
Officers

12 50

Nurses 12 50

Years of work experience ≤ 2 years 7 29.2

3–4 years 15 62.5

≥ 5 years 2 8.3

HCWs= health care workers.

Table 2. Themes and subthemes of FGD

Themes Subthemes

Cancer knowledge Risk factors

Diagnostic modalities

Cancer management

Cancer discussion preparedness

Health Professional training University-level training

Primary care training

Barriers and challenges Worry and Fear

Stigmatization

Resources and communication

Awareness strategies Breaking barriers

Community outreach programmes

FGD= Focus Group Discussion
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‘We aremainly aware about risk factors and screening for breast cancer and
cervical cancer but not the other cancers. Usually we focus on female can-
cers more than male cancers.’ (FG1, a 29-year-old female MO)

Participants have stated smoking as a common risk factor for
majority of the cancers.

‘I am aware about risk factors for common cancers in Fiji. Majority of the
risk factors are same. Smoking is an important risk factor for almost all
cancers.’ (FG1, a 40-year-old male SN)

Other common risk factors identified by participants are
unhealthy lifestyle and genetics. They view these as important
components to cancer identification.

‘Yes, we are aware about common cancers in Fiji namely breast cancer, cer-
vical cancer and prostate cancer. For other cancers we really don’t know
much about diagnosis and treatment. However, we are aware mainly about
general risk factors for cancer such as unhealthy lifestyle and genetics or
strong family history. We know bits and pieces about cancers.’ (FG3, a
27-year-old female MO)

Family history and genetics are important indicators for cancer
screening.

‘We are familiar with screening and risk factors for common cancers.
Genetics or positive family history is a very common risk factor for all can-
cers. I believe anyonewith a positive family history of cancermust get tested
for cancers.’ (FG4, a 28-year-old female MO)

Diagnostic modalities

The participants stated that they are aware about diagnostic
modalities for common cancers such as breast cancer and cervical
cancer. However, they have less information about diagnosis for
prostate, liver and colorectal cancer.

‘We are sort of familiar about screening modalities available and diagnosis
specially for common cancers. Prostate cancer, liver cancer and bowel can-
cers are the left out ones that we hardly discuss so we are unaware about
screening and diagnosis for these. Since we don’t know much about bowel
and rectal cancer screening and diagnosis, we usually keep treating patients
with different medications unaware that it could be cancer.’ (FG1, a 29-
year-old female MO)

Cancer management

Majority of the primary HCWs stated that they are unaware about
cancer treatment options because it is out of their scope of work.

‘I am unfamiliar about treatment options for cancers. I have a bit of knowl-
edge about breast cancer treatment because it’s one of the common cancers
in Fiji but for other cancers I am not sure how it gets treated’ (FG2, a 29-
year-old female MO)

Primary HCWs stated that cancer management is mostly dealt
with tertiary hospitals.

‘We have general idea about breast cancer treatment but unsure about
treatment options for other cancers. I guess we don’t focus much on treat-
ment options at primary care level hence that could be the reason why we
don’t know much about it.’ (FG1, a 29-year-old female MO)

Cancer discussion preparedness

Many participants stated that they are not prepared to discuss
about cancer with patients at primary care level.

‘We are not very confident with discussion of cancer with patients.
Especially the counselling part for even screening for cancers. Like for
example to tell someone that we want to do a Per Rectal (PR) examination
to screen for cancer is difficult to explain to patients.’ (FG1, a 29-year-old
female MO)

Few primary HCWs stated that the emotional stress experi-
enced by patients after cancer discussion is difficult for them to
manage.

‘To discuss with someone about cancer is like giving someone anxiety so we
should be prepared to deal with this anxiety and wave of questions. Like for
some patients when we tell that we want to test for cancer, they get really
scared and ask a lot of questions andwe don’t know how to answer it.’ (FG1,
a 29-year-old female MO)

The participants felt that discussion about screening methods is
easier; however, discussion about diagnosis and treatment plan for
cancer is difficult since they are not well versed with the concept.

‘I am a bit comfortable to discuss about cancers with patients especially the
preventative and screening part which is very easy. The problem is the diag-
nosis and treatment part of cancers which we are unaware about.’ (FG3, a
26-year-old female MO)

Another primary HCW stated that:

‘In terms of counselling before diagnosis, we are not very comfortable and
prepared to discuss about cancer with patients and after diagnosis counsel-
ling is definitely out of our scope of work as general outpatient workers.’
(FG2, a 29-year-old female MO)

Patients who present with signs and symptoms of cancer pro-
voke a health professional to discuss about cancer screening. As
stated by one participant:

‘When patients come with signs and symptoms of cancer, then only I dis-
cuss with the patient about cancer screening and diagnosis otherwise I do
not advice about screening routinely to patients.’ (FG3, a 27-year-old
female MO)

Theme 2: health professional training

The next set of questions that were asked to the participants were in
regard to cancer training. The participants divided their answers in
two sections that is university-level training and primary care level
training.

University-level training

All the participants received some form of training in cancer while
they were pursing their undergraduate programmes.

‘During university days, we learnt about cancers from our lecturers and also
we were given a chance to attach to the oncology unit. This gave us some
exposure to cancer information.’ (FG1, a 28-year-old female SN)

Some primary HCWs stated that they were attached in the
oncology unit during their university days.

‘In medical school year 6, when we were doing our clinical rotations, we
were told to attach to oncology unit to know about certain screening, diag-
nosis and management modalities of cancers.’ (FG2, a 27-year-old
female MO)

Primary care level training

All participants were on the same page when discussing about
training at primary care level. All primary HCWs have stated that
they have not received any training on cancers at primary
care level.

‘I haven’t received any training on cancer counselling in primary care. It is
very important for us primary HCWs to be trained to counsel on cancer as
we are the main entry point for majority patients.’ (FG4, a 26-year-old
female SN)

Few participants stated that:
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‘I think if my patient read an article about breast cancer before coming to
me to ask about screening, she would definitely have more information
about cancers then me hence there is a big need for training on cancers
in primary health care level.’ (FG2, a 36-year-old female MO)

Primary health care is usually the first line of health services
offered and HCWs have stated that they need to be trained first
as well.

‘Patients don’t go directly to the tertiary hospital. They first are seen by pri-
mary HCWs and if we don’t know much about cancers ourselves we might
send a probable cancer patient home saying you don’t require screening.’
(FG4, a 36-year-old female SN)

Few participants stated that cancer is a neglected topic in most
workshops attended.

‘None of us have received any formal training on cancer counselling in pri-
mary care setting. In the PENmodel training for NCD, cancers is one of the
component but the course convenors neglected cancer and said let’s focus
on only diabetes, hypertension and cardiovascular diseases.’ (FG1, a 29-
year-old female MO)

There is a need for training on pre-test and post-test counselling
for cancer. This will enable the primary health care to be more
confident.

‘I think it’s something like HIV/AIDs, like we have to do pre-test counsel-
ling and post-test counselling and for that definitely we need training.
Cancer is really something we need to focus on in terms of counselling.’
(FG1, a 40-year-old male SN)

Few participants stated that as health professionals, they need to
know how to remove stigma associated with cancer.

‘There is a huge stigma associated with the word cancer and as soon as a
patient comes in saying he thinks he has cancer and would like to get
screened, we as health professionals need to have very accurate information
and plus we need know how to deal with such patients to effectivelymanage
them.’ (FG1, a 29-year-old female MO)

One participant added that the concept of cancer guidelines
would be very useful.

‘Even not a formal 2 or 3 day workshop, a simple flowchart kind of booklet
similar to the IMCI guidelines would help us detect and manage cancer
easily.’ (FG4, a 36-year-old female SN)

Theme 3: barriers and challenges

From the FGD on barriers and challenges, few subthemes emerged
such as worry and fear, stigmatization, resources and
communication.

Worry and fear

Many participants stated that patients avoid cancer screening due
to misconceptions about cancer.

‘One of the barrier is the misconception among public about cancer. For
example I went for a outreach visit and asked the audience as to why they
don’t come to health centre for screening and they have this idea that when
we go for pap smear for cervical cancer screening, it means we have cervical
cancer already. Most of them are afraid to come to health centre for cancer
screening because as soon as they come they think they already have
cancer.’ (FG1, a 40-year-old male SN)

Various myths surrounding cancer also stops patients from get-
ting screened. One of the primary HCW stated that:

‘Like last week during an outreach one of the village participants told me
that as soon as they have sex with their partner, they should wash their vir-
ginal area to wash away the semen. If the semen stays there, it can cause

cancer. So she was very confident that she will not get cancer and will
not come for screening because she does this routine after sexual inter-
course.’ (FG1, a 26-year-old male SN)

Another participant stated that:

‘I guess the main barrier is lack of information about cancers. Frequently
when patients talk about cancer that means death to them. There is a lot of
myths about cancer that is a hindrance to cancer screening as well.’ (FG3, a
37-year-old male SN)

Together with myths and fear of cancers, many patients tend to
use herbal medicine to treat themselves and hence present very late
to the health facility.

‘Fear is an important barrier to screening. Nobody wants to know if they
cancer or not. Traditional medicine is another hindrance to screening.
Some patients would stay with a huge fungating cancer mass but choose
to go for herbal medicine.’ (FG2, a 36-year-old female MO)

Stigmatization

Participants stated that stigmatization is a huge barrier to cancer
screening. Most people do not turn up for cancer screening since
they are worried as to what other people might think about them.

‘Especially in a village setting, they don’t come to the nearby health centre
because people will start talking about I and cause stigmatization.’ (FG1, a
29-year-old female MO)

One participant stated that negative attitude from the patients is
also a barrier to cancer screening.

‘Some people don’t want to come because they have this negative attitude
towards cancer. To them, cancer is death so why get screened and get wor-
ried that you have cancer and die earlier with that stress in your mind.’
(FG2, a 56-year-old female SN)

Resources and communication

The participants have highlighted that they are aware about the
screening for common cancer but they do not advise their patients
on a daily basis for screening because in most instances these
screening tools are unavailable due to resource constrains.

‘Recently I haven’t been advising any patients about pap smear for cervical
cancer screening because most patients have told me that the pap smear is
not available at government facilities. So being resource restrained is one of
the barriers to discuss to patients about cancer.’ (FG2, a 36-year-old
female MO)

Few participants highlighted that these screening facilities are
difficult to access by patients.

‘The screening facilities are a bit difficult to access becausemajority patients
are unaware where the tests are being conducted or simply they don’t know
where to go while some are aware, they still do not present because of pre-
vious experience of lack of supplies for screening.’ (FG4, a 29-year-old
female SN)

Language barriers are also evident in our society.When patients
are explained about cancer in their own language, they understand
better.

‘Language is another barrier. We have to make patients understand in the
languages they speak to better combat the issue of cancer.’ (FG3, a 30-year-
old male MO)

Some participants have stated that the long cancer follow-up
timeframe is an issue hindering cancer screening accessibility.

‘Booking of clinics to tertiary hospital is also an issue. When we screen
someone for cancer, firstly the results are late and patients are lost to fol-
low-up sometimes. Secondly, if results come quickly, the referral to tertiary
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level clinics is difficult since they get long clinics dates and by this time we
have lost the patient again. A separate priority line for cancer detection and
diagnosis at the tertiary hospital would be a great help getting more people
to get screened. Like sort of a oncology centre where u can discuss directly
about cancer signs and symptoms and they get a earlier date at the tertiary
hospital to be diagnosed.’ (FG1, a 40–year-old male SN)

Few primary HCWs stated that:

‘The whole process of cancer detection, diagnosis and treatment is a long
process and people don’t want to spend that much time on cancers hence
they don’t present early to health facilities. This delay in diagnosis is a huge
discouragement for patients.’ (FG3, a 26-year-old female MO)

As stated by one primary HCW, lack of cancer knowledge
among medical staff can also be a barrier for screening.

‘Some people walk into health centre to ask for cancer screening but they
get discouraged when the medical staffs are unaware about cancer screen-
ing in detail so they choose not to get screened.’ (FG3, a 27-year-old
female MO)

Some participants stated that screening for cancer is only
advised when they find signs and symptoms of cancer so in this
way some probable cancers can be missed.

‘We only screen for cancers if a patient presents with symptoms such as for
men when they have urinary problems then only we screen for prostate
cancer.’ (FG4, a 28-year-old female MO)

Majority primary HCWs stated that they work in a busy envi-
ronment, and they tend to forget discussing with patients about
cancer screening.

‘We hardly advice our patients about cancer screening because the facility
that we are working in is very busy hence there is less time to routinely
discuss about cancer screening therefore we only screen symptomatic
patients.’ (FG2, a 26-year-old male SN)

Theme 4: awareness strategies

Further follow-up questions asked to the participants were regard-
ing cancer awareness strategies. Subthemes highlighted here were
breaking barriers, community outreach programmes and commu-
nity HCWs.

Breaking barriers

One of the main ways to create awareness about cancers is to firstly
break all barriers surrounding cancer screening.

‘I guess we should incorporate cancer screening services in the health centre
setting to screen routinely for cancers and this way we would reduce stig-
matization and other transportation barriers etc.’ (FG4, a 26-year-old
female SN)

Participants also discussed the idea of having a specialized
cancer clinic to deal with screening, diagnosis and treatment of
cancers.

‘An important concept would be if there is a specialized centre to deal with
common cancer screening and diagnosis similar to a diabetic hub centre
which looks into all aspects of diabetes exclusively.’ (FG2, a 29-year-old
female MO)

Few of the participants also stated about the negative side of
developing a specialized clinic for cancer.

‘The cancer hub idea is good but then we might increase stigmatization for
patients like for example when we first started a STI hub centre people
didn’t come because the thought was that everyone who went there had
a sexually transmitted infection.’ (FG2, a 56–year-old female SN)

Community outreach programmes

Community outreach programmes are tested and successful strat-
egies for public health awareness. Many participants stated that
there should be an increase in number of community outreaches
and to include one to one session to combat the growing issue of
cancer.

‘Awareness session in community is a useful strategy. However first we
need to have a whole group session and then one to one session because
people usually tend to be ashamed to speak in public so they would be more
confident to speak face to face with a health care personnel.’ (FG1, a 40–
year-old male SN)

One to one sessions are very effective as stated by few
participants.

‘Some ethnicities have taboos so they are more comfortable to discuss
cancer issues with medical professionals in a one to one discussion.’
(FG3, a 48-year-old female SN)

One participant stated that:

‘Going for village outreach is an important way to relay information about
cancer to patients. When we give public speeches about cancers people
hardly listen but when we go house to house and engage people in a dis-
cussion about cancer, I think people will come up to get screened and all
doubts about cancer can be cleared easily.’ (FG4, a 28–year-old femaleMO)

Community outreach programmes are good but in order to
facilitate it, more staffing is required and more training for medical
staffs.

‘Awareness campaigns in communities is good but we always face staffing
shortages hence less community outreaches are done. The other important
aspect is that these staffs going for outreaches should be well trained to rely
accurate information to the public.’ (FG1, a 29-year-old female MO)

Another participant stated that mass media plays a huge role in
awareness.

‘In this current world everyone has access to a smart phone so I believe
other avenues such as social media and mass media can be used to relay
information about cancers.’ (FG3, a 37-year-old male SN)

Discussion

This study aimed to explore the perceptions of primary HCWs in
Lautoka, Fiji, towards common cancers with focus on knowledge,
risk perceptions, barriers and preventive approaches. It was found
from this study that primary HCWs were not fully aware about
common cancers and cancer risk factors. Primary HCWs were
not confident to discuss about cancer to their patients and this
was attributed to less training received by primary HCWs on
cancer. Primary HCWs stated many difficulties patients face to
access cancer information and screening which include miscon-
ceptions about cancer, cancer myths, negative attitudes from
patients, stigmatization, language barriers, lack of resources at
health facility, less informed health staff and longer waiting times.

Cancer knowledge

The primary HCWs seemed to have some knowledge about
common cancer in Fiji but not very detailed information. This
is of particular concern as primary HCWs should be well versed
with all common cancers and their diagnosis and management
in order to better educate the public. This low knowledge about
cancers could be attributed to the lack of in-service training
received by primary HCWs. The primary HCWs were aware of
all common cancers briefly; however, they focused much on breast
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cancer, cervical cancer and prostate cancer. The primary HCWs
stated that these are the three cancers they commonly encounter
in the General Outpatient Department (GOPD) setting, and
majority articles or guidelines are based on these three cancers
in Fiji. Similarly, a study highlighted that health workers had good
knowledge of important risk factors; however, over two-fifth did
not know that high parity was a risk factor of cervical cancer
(Umuago et al., 2020). Another study highlighted that 30.2% of
midwives and nurses had full knowledge, 42.9% had missing
knowledge, and the remainder of them did not know about breast
cancer at all (Bulut, 2017).

The primary HCWs stated that they were well versed with risk
factors for cancer; however, they had less information about diag-
nostic modalities and cancer management. Few participants stated
that they knew about diagnostic modalities for common cancers
such as breast and cervical cancer since these are the most com-
monly seen cancers in the GOPD setting. Majority of the partici-
pants highlighted that they had very less information about cancer
management. This finding is evident as cancer management is
dealt by tertiary level consultants and require expertise in the area
of oncology.

Health professional training

It was found in this study that primary HCWs are not prepared to
discuss cancer in detail with patients. Primary HCWs stated that
they would be able to discuss about cancer risk factors and screen-
ing very easily for common cancers; however, diagnostic tests and
management of cancers are difficult to discuss since they are not
aware about this area themselves. One study highlighted that con-
tinuous training of primary care workers, extending the screening
programmes and regulating health policies all positively impacted
health. Because of the role of primary HCWs in preventative health
services, we should determine the knowledge levels of health care
personnel through epidemiological studies and take actions to
organize in – service training for them (Institute of Medicine
(US) Committee on Assuring the Health of the Pacific in the
21st Century, 2002; Can et al., 2014).

This low knowledge about all cancers and lack of confidence in
cancer discussion can be attributed to lack of cancer training in pri-
mary health care setting (Committee on Improving the Quality of
Cancer Care et al., 2013). Primary HCWs stated that the only
cancer training they received was in university level during their
undergraduate programmes; however, they have not received
any training while working in the primary health care sector.
Another factor highlighted by primary HCWs is that the topic
of cancer is mostly neglected during training in primary health care
level. These findings provided useful insight that can be used to
guide training in primary health care setting. Primary HCWs
stated that they need training on pre-test and post-test counselling
for cancer in particular. A set of protocols or guidelines on cancer
would be very beneficial to assist primary HCWs (Woolf et al.,
1999; Klein, 2002; Wang et al., 2018).

Barriers and challenges

Primary HCWs stated that they were aware about diagnostic
modalities for breast cancer and cervical cancer, however unaware
about other cancers. It was concerning to note that primary HCWs
did not have all information about cancer screening as they are the
ones who give advice to the general public and they should be well
versed with each element of cancer. This finding was similar to lit-
erature as it was found that primary HCWs had poor knowledge

and skills about cervical cancer in Nigeria (Onyenwenyi &
Mchunu, 2019).

Primary HCWs stated many difficulties patients face to access
cancer information and screening. These barriers include miscon-
ceptions about cancer, cancer myths, negative attitudes from
patients, stigmatization, language barriers, lack of resources at
health facility, less informed health staff and longer waiting times.
Fiji being a small island nation with rich cultural background, it is
very common for patients to feel stigmatized when discussing
about cancer. Many patients would think cancer means death.
This finding is consistent with literature as one study found that
half of the participants had inadequate knowledge of cancer
screening methods (50.3% for Pap smear, 57.5% for mammogra-
phy, 68.4% for colonoscopy, and 54.3% for faecal occult blood)
(Soylar et al., 2020). The participants highlighted worry, fear
and stigmatization as key barriers to cancer screening. Factors such
as high cost, too busy and inadequate distribution of clinics were
cited as barriers to breast cancer early detection (Lamyian et al.,
2007; Akuoko et al., 2017; Pittalis et al., 2020). The reason for
not performing BSE was declared as ‘Do not know how to perform’
(Yavan et al., 2010; Bansode, 2020). This poor knowledge about
cancer screening can be attributed to poor cancer awareness
among the general public. Effective health communication has
been found to be a very important motivation factor to screening
behaviour (Bener et al., 2002; Bernhardt, 2004; Vermeir
et al., 2015).

Furthermore, participants stated that they are only prompted to
screen individuals when they are symptomatic. Participants from a
study conducted by Tatari et al. (2020) believed that cancer screen-
ing was only required if women has symptoms. Lack of resources to
actively screen for cancer was another barrier highlighted by the
primaryHCWs. PrimaryHCWs also stated that the low knowledge
level among the health professionals is also a barrier for screening.
When patients present to health facility they look up to the health
professional for accurate and detailed information about cancer
however sometimes, the primary HCW is himself/herself not well
aware about cancer and this serves as a discouragement for patients
seeking cancer information (Abdel et al., 2020; Kanu et al., 2021).
Understanding these barriers from the primary HCWs point of
view and collaborating with patients’ views can help health systems
develop more policies or interventions to remove these barriers.

Awareness strategies

Many awareness strategies were highlighted by the primary
HCWs. The key component that primary HCWs believed was
to remove barriers in order to promote more screening and better
accessibility of cancer information. The participants also discussed
the concept of having a cancer hub which will serve as a specialized
care centre for all patients seeking cancer screening. However, the
problem of stigmatization can also develop with this cancer hub
development. An alternative to cancer hub is incorporating cancer
screening into GOPD services at health facilities to reduce stigma.
Majority participants highlighted that community outreach cam-
paigns are the best way to create awareness. This is the best way to
engage communities into decision-making about their own health
and will also help remove stigma associated with cultural beliefs.
When HCWs take the health care to the communities, it removes
many barriers and improves cancer screening. Literature high-
lighted similar views that cancer awareness can be done by provid-
ing screening facilities in strategic locations, especially in rural
areas and setting up health campaigns to educate and provide early
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exposure of cancer to everybody (Lahijanian, 2011; Samat et al.,
2014). Government and non-government health planners have
the responsibility for the provision of public health care facilities
and screening must be considered the best choice for reducing
mortality (Lamyian et al., 2007). HCWs need to be targeted first
because of their pivotal role in any future screening programme
(McCarey et al., 2011).

Limitations

Findings of this research must be interpreted within the context of
its limitations. These limitations include due to cross sectional
design, study is limited to primary HCWs in Lautoka and findings
may not be generalized to Fiji’s population. Furthermore, study
findings included only primary HCWs and it would be ideal for
future researchers to include all general practitioners. Another
limitation found was that this study was conducted only in health
facilities in Lautoka which aremostly situated in urban areas, hence
leaving out the health facilities which are situated in rural areas
who might have different perceptions about cancer.

Conclusion

In conclusion, primary HCWs’ knowledge about common cancers
and cancer risk factors was moderate and not too detailed. Primary
HCWs were prepared to discuss risk factors for common cancers;
however, they were not too well versed with diagnosis andmanage-
ment of cancers. The general public usually relies on the medical
staff to give them information about cancer; however in this study,
the primary HCWs discussed that they were not prepared to dis-
cuss about cancer with the patients. The HCWs attributed this to
lack of training in primary care setting on cancers and simply neg-
ligence of the cancer topic. Primary HCWs stated patient barriers
that include misconceptions about cancer, cancer myths, negative
attitudes from patients, stigmatization, language barriers, lack of
resources at health facility, less informed health staff and longer
waiting times. Community outreach programmes, house to house
visits and specialized cancer screening centres were recommenda-
tions given to increase cancer awareness among the general public.
It is also recommended that more focus is put on training for pri-
maryHCWs on cancer pre-test counselling and the healthministry
must conduct quarterly workshops/training on cancer. Guidelines
on cancer screening and diagnosis can be developed by the health
ministry to assist primary HCWs in detecting patients at pre-can-
cerous stage.

Acknowledgements. We are grateful to all the participants (primary HCWs)
for giving us their time and information for this study. Thank you to Fiji
Ministry of Health and Medical Services staffs at the four health facilities where
data collection was done.

Authors’ contributions. K.K., designed the study, collected and analysed the
data. M.M. helps design reviewing and supervise the research study. Both
authors contributed to revising the manuscript in addition to reading and
approving the final version.

Financial support. This research received no specific grant from any funding
agency, commercial or not-for-profit sectors.

Conflicts of interest. None.

Ethical standard. Ethical approval for this study was obtained from Fiji
National University’s (FNU) College Health Research Ethics Committee
(CHREC) with the approval ID: 297.20.

Reference

Abdel WY, Hefzy EM, Ahmed MI and Hamed NS (2020) Assessment of
knowledge, attitudes, and perception of health care workers regarding
COVID-19, a cross-sectional study from Egypt. Journal of Community
Health 45, 1242–1251.

Akuoko CP, Armah E, Sarpong T, Quansah DY, Amankwaa I and
Boateng D (2017) Barriers to early presentation and diagnosis of breast
cancer among African women living in sub-Saharan Africa. PLoS One 12,
e0171024.

American Cancer Society (2020) Questions people ask about Cancer. Retrieved
27 July 2021 from https://www.cancer.org/cancer/cancer-basics/questions-
people-ask-about-cancer.html

Asadi-Lari M, Tamburini M and Gray D (2004) Patients’ needs, satisfaction,
and health related quality of life: towards a comprehensivemodel.Health and
Quality of Life Outcomes 2, 32.

Bansode A (2020) A cross sectional study on awareness of breast self-
Examination and its practice in women of rural area in South India.
MedPulse International Journal of Community Medicine 17, 4–7.

Bener A, Honein G, Carter AO, Da’ar Z, Miller C and Dunn EV (2002)
The determinants of breast cancer screening behavior: a focus group study
of women in the United Arab Emirates. Oncology Nursing Forum 29,
E91–E98.

Bernhardt JM (2004) Communication at the core of effective public health.
American Journal of Public Health 94, 2051–2053.

Bulut A (2017) Knowledge, attitudes and behaviors of primary health care
nurses and midwives in breast cancer early diagnosis applications. Breast
Cancer (DoveMedPress) 9, 163–169.

Can H, Erdem O, Oztekin C, Celik SB, Onde M, Celepkolu T and Ongel K
(2014) Are primary health care workers aware of cervical cancer risk? Asian
Pacific Journal of Cancer Prevention 15, 6669–6671.

Centers for Disease Control and Prevention (2020a)What are the risk factors
for breast cancer? Retrieved 08 August 2021 from https://www.cdc.gov/
cancer/breast/basic_info/risk_factors.htm

Centers for Disease Control and Prevention (2020b)How to prevent cancer or
find it early. Retrieved August 2021 from https://www.cdc.gov/cancer/dcpc/
prevention/index.htm

Committee on Improving the Quality of Cancer Care: Addressing the
Challenges of an Aging Population, Board on Health Care Services,
Institute of Medicine, Levit L, Balogh E, Nass S, Patricia A, Ganz PA
(2013)Delivering high-quality cancer care: charting a new course for a system
in crisis. Washington, DC: National Academies Press (US), 4 pp.

Committee on the Learning Health Care System in America (2013) Best care
at lower cost: the path to continuously learning health care in America.
Washington, DC: National Academies Press (US), 1–5 pp.

Donabedian A (1988) The quality of care. How can it be assessed? Journal of the
American Medical Association 260, 1743–1748.

Easley J, Miedema B, O’Brien MA, Carroll J, Manca D, Webster F and
Grunfeld E (2017) The role of family physicians in cancer care: perspectives
of primary and specialty care providers. Current Oncology 24, 75.

Fiji Broadcasting Corporation (2020) Fiji cancer society registers 260 cases.
Retrieved 16 March 2021 from https://www.fbcnews.com.fj/news/health/
fiji-cancer-society-registers-260-cases.

Fiji Population and Demographics, Maps, Graphs (2021) World population
review. Retrieved 05 August 2021 from https://worldpopulationreview.com/
countries/fiji-population

Green Facts (2020) The global cancer burden & cancer prevention strategies.
Retrieved 17 June 2021 from https://www.greenfacts.org/en/cancer-
burden115prevention/index.htm#:%7E:text=The%20predicted%20global%
20cancer%20burden,Human%20Development%20Index%20(HDI).

Guldvog B (1999) Can patient satisfaction improve health among patients
with angina pectoris? International Journal for Quality in Health Care 11,
233–240.

Institute of Medicine (US) Committee on Assuring the Health of the Public
in the 21st Century (2002) The future of the public’s health in the 21st cen-
tury. Washington, DC: National Academies Press, 5 pp.

International Agency for Research on Cancer (2020) Latest global cancer data:
cancer burden rises to 19.3 million new cases and 10.0 million cancer deaths in

8 Kaushal Kumar and Masoud Mohammadnezhad

https://doi.org/10.1017/S1463423621000888 Published online by Cambridge University Press

https://www.cancer.org/cancer/cancer-basics/questions-people-ask-about-cancer.html
https://www.cancer.org/cancer/cancer-basics/questions-people-ask-about-cancer.html
https://www.cdc.gov/cancer/breast/basic_info/risk_factors.htm
https://www.cdc.gov/cancer/breast/basic_info/risk_factors.htm
https://www.cdc.gov/cancer/dcpc/prevention/index.htm
https://www.cdc.gov/cancer/dcpc/prevention/index.htm
https://www.fbcnews.com.fj/news/health/fiji-cancer-society-registers-260-cases
https://www.fbcnews.com.fj/news/health/fiji-cancer-society-registers-260-cases
https://worldpopulationreview.com/countries/fiji-population
https://worldpopulationreview.com/countries/fiji-population
https://www.greenfacts.org/en/cancer-burden115prevention/index.htm#:%7E:text=The%20predicted%20global%20cancer%20burden,Human%20Development%20Index%20(HDI)
https://www.greenfacts.org/en/cancer-burden115prevention/index.htm#:%7E:text=The%20predicted%20global%20cancer%20burden,Human%20Development%20Index%20(HDI)
https://www.greenfacts.org/en/cancer-burden115prevention/index.htm#:%7E:text=The%20predicted%20global%20cancer%20burden,Human%20Development%20Index%20(HDI)
https://www.greenfacts.org/en/cancer-burden115prevention/index.htm#:%7E:text=The%20predicted%20global%20cancer%20burden,Human%20Development%20Index%20(HDI)
https://doi.org/10.1017/S1463423621000888


2020 – IARC. Retrieved 23March 2021 from https://www.iarc.who.int/news-
events/latest-global-cancer-data-cancer-burden-rises-to-19-3-million-new-
cases-and-10-0-million-cancer-deaths-in-2020/

International Agency for Research on Cancer (n.d.) Cancer today. Global
cancer observatory. Retrieved 02 February 2021 from https://gco.iarc.fr/
today/fact-sheets-populations

Kanu S, James PB, Bah AJ, Kabba JA, Kamara MS, Williams CEE and Kanu
JS (2021) Healthcare workers’ knowledge, attitude, practice and perceived
health facility preparedness regarding COVID-19 in Sierra Leone. Journal
of Multidisciplinary Healthcare 14, 67–80.

Klein WW (2002) Current and future relevance of guidelines. Heart (British
Cardiac Society) 87, 497–500.

Lahijanian A (2011) Public participation in environmental education centers.
International Journal of Environmental Research 5, 951–960.

Lamyian M, Hydarnia A, Ahmadi F, Faghihzadeh S and Aguilar Vafaie M
(2007) Barriers to and factors facilitating breast cancer screening among
Iranian women: a qualitative study. Eastern Mediterranean Health Journal
13, 1160–1169.

Lawrence RA, McLoone JK, Wakefield CE, Cohen RJ (2016) Primary care
physicians’ perspectives of their role in cancer care: a systematic review.
Journal of General Internal Medicine 31, 1222–1236.

McCarey C, Pirek D, Tebeu PM, Boulvain M, Doh AS and Petignat P (2011)
Awareness of HPV and cervical cancer prevention among Cameroonian
healthcare workers. BMC Women’s Health 11, 1.

MedicineNet (2018) Cancer risk factors: some cannot be controlled. Retrieved
20 August 2021 from https://www.medicinenet.com/cancer_causes/article.
htm#risk_factors_for_cancer

MedicineNet (2019) Cancer causes, types, treatment, symptoms & signs.
Retrieved 19 June 2021 from https://www.medicinenet.com/cancer/article.
htm

Mishra L (2016) Focus group discussion in qualitative research. TechnoLearn:
An International Journal of Educational Technology 6, 1.

Mohanty A, Kabi A and Mohanty AP (2019) Health problems in healthcare
workers: a review. Journal of Family Medicine and Primary Care 8, 2568–
2572.

Nall RM (2020) What to know about cancer. Retrieved 15 July 2021 from
https://www.medicalnewstoday.com/articles/323648

National Cancer Institute (2015)What is cancer? Retrieved 18 February 2021
from https://www.cancer.gov/about-cancer/understanding/what-is-cancer

National Cancer Institute (2015) Risk factors for cancer. https://www.cancer.
gov/about-cancer/causes-prevention/risk#:%7E:text=Age%2C%20weight%
2C%20exposure%20to%20carcinogens,the%20risk%20of%20developing%20
cancer.

Onyenwenyi A and Mchunu GG (2019) Primary health care workers’ under-
standing and skills related to cervical cancer prevention in Sango PHC centre
in south-western Nigeria: a qualitative study. Primary Health Care Research
& Development 20, e93.

Pittalis C, Panteli E, Schouten E, Magongwa I and Gajewski J (2020) Breast
and cervical cancer screening services in Malawi: a systematic review. BMC
Cancer 20, 1101.

Prager GW, Braga S, Bystricky B, Qvortrup C, Criscitiello C, Esin E, Sonke
GS,Martínez GA, Frenel JS, Karamouzis M, StrijbosM, Yazici O, Bossi P,

Banerjee S, Troiani T, Eniu A, Ciardiello F, Tabernero J, Zielinski CC and
Ilbawi A (2018) Global cancer control: responding to the growing burden,
rising costs and inequalities in access. ESMO Open 3, e000285.

Samat N, Ghazali S and Atang C (2014) Awareness and knowledge of cancer: a
community survey in Kedah and Perlis. Asian Social Science 10, 10–18.

Soylar P, Özer A, Doğan Yüksekol Ö, Ulucan M (2020) Knowledge, attitude,
and practice regarding cancer screening tests among health workers in a uni-
versity hospital in Turkey. Journal of Cancer Education 35, 718–723.

Tatari CR, Andersen B, Brogaard T, Badre-Esfahani SK, Jaafar N and
Kirkegaard P (2020) Perceptions about cancer and barriers towards cancer
screening among ethnic minority women in a deprived area in Denmark – a
qualitative study. BMC Public Health 20, 1–10.

The Cancer Atlas (2020) The burden of cancer (n.d.). Retrieved 17 June 2021
from https://canceratlas.cancer.org/the-burden/the-burden-of-cancer/

The Healthline Editorial Team (2017) What do you want to know about
cancer? Retrieved 08 September 2021 from https://www.healthline.com/
health/cancer

The National Academies Press (2016) Cancer care in low-resource areas:
cancer prevention and early detection: workshop summary. Retrieved 11
March 2021 from https://www.nap.edu/read/21892/chapter/2

Umuago IJ, Obiebi IP, Eze GU and Moeteke NS (2020) Improving primary
health care workers’ knowledge of cervical cancer and visual inspection
screening techniques through competency-based training: prospects for
expanding coverage in developing countries. International Journal of
Community Medicine and Public Health 7, 1637.

Vaismoradi M, Jones J, Turunen H and Snelgrove S (2016) Theme develop-
ment in qualitative content analysis and thematic analysis. Journal of Nursing
Education and Practice 6, 1–11.

Vaismoradi M and Snelgrove S (2019) Theme in qualitative content analysis
and thematic analysis. Forum Qualitative Sozialforschung/Forum:
Qualitative Social Research 20, 1–4.

Vermeir P, Vandijck D, Degroote S, Peleman R, Verhaeghe R, Mortier E,
Hallaert G, Van Daele S, Buylaert W and Vogelaers D (2015)
Communication in healthcare: a narrative review of the literature and
practical recommendations. International Journal of Clinical Practice 69,
1257–1267.

WangZ, Norris SL and Bero L (2018) The advantages and limitations of guide-
line adaptation frameworks. Implementation Science 13, 72.

Who.int (2020) Cancer. Retrieved 10 February 2021 fromhttps://www.who.int/
westernpacific/health-topics/cancer.

Woolf SH, Grol R, Hutchinson A, Eccles M and Grimshaw J (1999) Clinical
guidelines: potential benefits, limitations, and harms of clinical guidelines.
BMJ (Clinical Research Ed.) 318, 527–530.

World Cancer Research Fund (2019) Worldwide cancer data. Retrieved 22
January 2020 from https://www.wcrf.org/dietandcancer/cancer-trends/
worldwide-cancer-data

World Health Organization (2011) Global status report on noncommunicable
diseases 2010. Retrieved 12 March 2010 from https://www.who.int/nmh/
publications/ncd_report_full_en.pdf?ua=1

Yavan T, Akyüz A, Tosun N and İyigÜn E (2010) Women’s breast cancer risk
perception and attitudes toward screening tests. Journal of Psychosocial
Oncology 28, 189–201.

Primary Health Care Research & Development 9

https://doi.org/10.1017/S1463423621000888 Published online by Cambridge University Press

https://www.iarc.who.int/news-events/latest-global-cancer-data-cancer-burden-rises-to-19-3-million-new-cases-and-10-0-million-cancer-deaths-in-2020/
https://www.iarc.who.int/news-events/latest-global-cancer-data-cancer-burden-rises-to-19-3-million-new-cases-and-10-0-million-cancer-deaths-in-2020/
https://www.iarc.who.int/news-events/latest-global-cancer-data-cancer-burden-rises-to-19-3-million-new-cases-and-10-0-million-cancer-deaths-in-2020/
https://gco.iarc.fr/today/fact-sheets-populations
https://gco.iarc.fr/today/fact-sheets-populations
https://www.medicinenet.com/cancer_causes/article.htm#risk_factors_for_cancer
https://www.medicinenet.com/cancer_causes/article.htm#risk_factors_for_cancer
https://www.medicinenet.com/cancer/article.htm
https://www.medicinenet.com/cancer/article.htm
https://www.medicalnewstoday.com/articles/323648
https://www.cancer.gov/about-cancer/understanding/what-is-cancer
https://www.cancer.gov/about-cancer/causes-prevention/risk#:%7E:text=Age%2C%20weight%2C%20exposure%20to%20carcinogens,the%20risk%20of%20developing%20cancer
https://www.cancer.gov/about-cancer/causes-prevention/risk#:%7E:text=Age%2C%20weight%2C%20exposure%20to%20carcinogens,the%20risk%20of%20developing%20cancer
https://www.cancer.gov/about-cancer/causes-prevention/risk#:%7E:text=Age%2C%20weight%2C%20exposure%20to%20carcinogens,the%20risk%20of%20developing%20cancer
https://www.cancer.gov/about-cancer/causes-prevention/risk#:%7E:text=Age%2C%20weight%2C%20exposure%20to%20carcinogens,the%20risk%20of%20developing%20cancer
https://www.cancer.gov/about-cancer/causes-prevention/risk#:%7E:text=Age%2C%20weight%2C%20exposure%20to%20carcinogens,the%20risk%20of%20developing%20cancer
https://canceratlas.cancer.org/the-burden/the-burden-of-cancer/
https://www.healthline.com/health/cancer
https://www.healthline.com/health/cancer
https://www.nap.edu/read/21892/chapter/2
https://www.who.int/westernpacific/health-topics/cancer
https://www.who.int/westernpacific/health-topics/cancer
https://www.wcrf.org/dietandcancer/cancer-trends/worldwide-cancer-data
https://www.wcrf.org/dietandcancer/cancer-trends/worldwide-cancer-data
https://www.who.int/nmh/publications/ncd_report_full_en.pdf?ua=1
https://www.who.int/nmh/publications/ncd_report_full_en.pdf?ua=1
https://www.who.int/nmh/publications/ncd_report_full_en.pdf?ua=1
https://doi.org/10.1017/S1463423621000888

	Primary health care workers perspective towards cancer in Fiji: a qualitative study
	Introduction
	Methodology
	Study design and setting
	Study sample
	Data collection tool
	Study procedure
	Data management and analysis
	Study rigour
	Ethical considerations

	Results
	Characteristics of the participants
	Themes and subthemes
	Theme 1: cancer knowledge
	Risk factors
	Diagnostic modalities
	Cancer management
	Cancer discussion preparedness
	Theme 2: health professional training
	University-level training
	Primary care level training
	Theme 3: barriers and challenges
	Worry and fear
	Stigmatization
	Resources and communication
	Theme 4: awareness strategies
	Breaking barriers
	Community outreach programmes

	Discussion
	Cancer knowledge
	Health professional training
	Barriers and challenges
	Awareness strategies
	Limitations

	Conclusion
	Reference


