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Introduction
Myths and misconceptions have had significant impact on the presentation and management of 
cancers worldwide, particularly in African countries where cancer patients are excluded from 
society and have poor emotional support.1 Among such in our society are the ‘evil arrow’ myths. 
There is limited knowledge regarding the role of misconceptions in late presentation for 
management in developing countries. Cancer incidence, morbidity and mortality are still on the 
rise; worldwide cancer statistics estimated 14.1 million new cancer cases and 8.2 million cancer-
related deaths in 2012.2 It has been predicted that there would be a substantive increase to 19.3 
million new cancer cases per year by 2025 because of growth and ageing of the global population.2 
More than half of all cancers (56.8%) and cancer deaths (64.9%) in 2012 occurred in less developed 
regions of the world, and these proportions have been indicated to increase further by 2025.2 The 
percentage of higher increase in cancer in many African countries compared to developed 
countries can be attributed to the lack of awareness about the risk factors and changes in lifestyle.3

Evil arrow is a synonym of the seeming attack of the enemy in a supernatural version. It is thought 
to be as a result of wizardry. It shares a similar meaning with the ‘evil eye’ as noted by Kishore 
et al. in India.4 The relevance of this is to help understand how patients in developing countries 
accept their condition as either a victim of the evil arrow or a mere disease with an unknown 
cause; a similar view was shared by Modiddo et al. in his study on stigma and health-seeking 
behaviour in sub-Saharan Africa.5,6

There is still a major role that education has to play in placing emphasis on these myths and 
misconceptions. In India, a study by Kishore et al. demonstrated that the majority of the people 
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Aim: To evaluate the relationship of common myths and misconceptions among cancer 
patients, their treatment and delay of presentation to the hospital.

Setting: The study was undertaken in a tertiary health facility in a cosmopolitan tropical state.

Method: This is a randomised observational survey study carried out among patients and 
their relatives referred to the Radiotherapy Clinic of the Lagos University Teaching Hospital 
for treatment (a lower-income mixed metropolitan setting). A self-administered questionnaire 
was used. Patient consent was obtained. Data were analysed with Epi Info 2002 software and 
the results were presented using frequency tables and charts.

Results: About 57 were patients (67%) and 28 were patients’ relatives (33%). The age 
distribution of participants showed 31–40 years (31.8%; 27) as the highest number, while 11–20 
years (1.2%; 1) was the lowest number. A slight female preponderance of 58.8% (50) was 
observed. High incidence of those with the opinion that cause of cancer is unknown represented 
63% (54). Over 65% of patients presented with advanced disease. The reasons for late 
presentation to the hospital included lack of funds in 23.5% of patients (20).

Conclusion: Lack of funds, myths and misconception are main reasons why patients 
presented late to hospital. There is a need to emphasise debunking innumerable myths and 
misconceptions associated with cancer.
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thought that cancer was because of curse, evil eye or as a 
result of past sin.4 However, some myths are actually related 
to the known risk factors of some specific cancers like 
lifestyle-related disease; an example is in Ethiopia where in 
some communities exposure to sunlight, which may result in 
melanoma, may be seen as a treatment leading to cure of 
malignancy.1 Information-seeking behaviour of the cancer 
patients as a means to cope with the stress of the diagnosis 
was noted by Der Molem.7 He also averred that the stigma 
was more pronounced among the older generation.

A perception common in our society is that cancer was 
contagious and may be because of past sins of an individual; 
for example, one patient was denied the privilege of carrying 
her grandchild because of the diagnosis of malignancy with 
the impression that the baby could contract cancer if carried 
by the diseased person. The role played by factors like: 
finances, ‘point of first visit’, which individual patients 
shared their ‘condition’ with and reasons for delayed 
presentation, vis-à-vis impact on the myths and 
misconceptions of cancer patients echo the findings by 
Daher.6 He demonstrated a couple of factors which had direct 
effect on the increase in the myths and misconceptions, 
including silencing effect of such on early health-seeking 
behaviour.8 Some patients experienced stigma, shame and 
blame as though they deliberately wanted to be cancer 
diseased. Chapple et al.’s9 intent is to attempt to elicit the fear 
or otherwise of the assertion.

The aim of this study was to evaluate the relationship of 
common myths and misconceptions among cancer patients 
treated and the delay of presentation to the hospital.

Materials and methods
This is a randomised, observational survey carried out 
among patients and their relatives referred to the radiotherapy 
department for treatment in March 2012. While they were 
waiting for their appointment at the outpatient clinic, contact 
was established with the respondents and a self-administered 
questionnaire was used to get their views: socio-
demographics, perception of the disease, self-reported stage 
of the disease (whether early or late), time of presentation in 
the hospital, impact of the diagnosis on their career, place of 
residence and their support system. Closed questions were 
used to provoke the responses and they were informed by 
findings of previously conducted studies,4,6,9 which aimed to 
assess the impact and veracity of myths on the patient. Verbal 
consent was obtained from all the respondents in the study 
prior to administering the questionnaire. They were assured 
that their participation was voluntary and would not interfere 
with their treatment at the clinic. They were informed that 
the data would be handled in a confidential manner and that 
their names would not be used in any publication or 
presentation. The data obtained were analysed using Epi Info 
2002 software (Windows version 3.5.1) via quantitative data 
entry and the results were presented using frequency tables 
and charts.

Ethical considerations
Ethical clearance to conduct the study was obtained from 
Lagos University Teaching Hospital, Health Research Ethics 
Committee, reference number: ADM/DCST/HREC/1660.

Results
A population of 105 respondents were randomly sampled. 
Only 20 patients did not complete the questionnaire session. 
Of these, 57 were patients (67%) and 28 were patients’ 
relatives (33%). The age distribution showed 31–40 years 
(31.8%; 27) as the highest number, while 11–20 years (1.2%; 1) 
was the lowest number. A slight female preponderance of 
58.8% (50) was observed (see Table 1). 

From Figure 1, it is clear that the majority (57.6%; 49) of 
participants responded that their family members are paying 
for the cost of their treatment, while 9.4% (8) mentioned non-
governmental or religious organisations, philanthropists, 
employers, etc., paying for their treatment. Almost 32.9% (28) 
of participants reported to be self-paying. 

Early stage of the disease accounted for 35% of cases, while 
the remaining 65% are in the delayed advanced stage.
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FIGURE 1: Respondents’ response on who pays for their treatment.

TABLE 1: Socio-demographics of respondents.
Variable Frequency (n = 85) Percentage (%)

Age
 11–20 years 1 1.2
 21–30 years 0 0.0
 31–40 years 27 31.8
 41–50 years 20 23.5
 51–60 years 13 15.3
 61–70 years 9 10.6
 > 70 years 15 17.6
Sex
 Female 50 58.8
 Male 35 41.2
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The majority of patients could tell their family members about 
their condition (70.2%; 40), while 21.1% (12) informed their 
religious leaders (pastor/imam) and 14% (8) to their friends.

The majority (54.4%; 31) of the patients first presented to a 
health facility. The remainder is accounted for by those who 
visited churches (29.8%; 17), herbalists (10.5%; 6) and 
mosques (5.3%; 3) (see Table 2). There was a high incidence 
(63%; 54) of those who were of the opinion that the cause of 
cancer is unknown. Only 14.1% (12) believed that cancer 
arises from evil arrow, while 16.5% (14) believed it is a result 
of infection and 12.9% (11) opined that it is caused from what 
you eat (see Table 3). The reasons for late presentation to the 
hospital ranged from lack of funds (23.5%; 20), hospital 
delays (16.5%; 14), not knowing what to do (12.9%; 11) and 
long distance from place of residence (12.9%; 11) (see Table 4). 
It is noteworthy that the majority of patients who could pay 
for their medical treatment did not see distance or the myths 
as a barrier to obtain their treatment. There is a large level of 
illiteracy noted among the patients, close to one-third of the 
population, with less than half having completed one form of 
higher education.

Finally, it is important to note that a majority of patients 
interacted with (35.3%; 30) reported that they first heard of 
cancer via the television, while 7.1% (6) patients said they 
read it in the newspaper and 7.1% (6) reported to have heard 
it first from friends. Those who heard of cancer for the first 
time in the hospital accounted for 21.2%.

Discussion
The results of this study revealed that several hypotheses are 
associated with the cause of cancer, among which are the evil 
arrow myths and misconceptions seen in low socio-economic 
countries owing to several socio-cultural and religious 
beliefs.4,6,7,9,10 Noteworthy is the proportion of patients who 

feels that it emanates from evil arrow (16.5%; 14), the meaning 
of which, as reported in this study, is being ascribed to the 
effect of the supernatural powers on the health of an 
individual. A study by Modibbo et al. in Nigeria also reported 
that women believed that wizardry, multiple sexual partners 
and inserting herbs into the vagina cause cervical cancer.5 
The respondents also demonstrated their beliefs that cancer 
can be caused by infection (16.5%; 14) and what you eat 
(12.9%; 11). This aligns well with the results of our survey of 
the challenges of cultural practices and beliefs and ascertains 
our view of the impact of cultural practices on the delayed 
orthodox medical treatment of cancers in our society.

Song Wu et al., while applying several distinct modelling 
approaches, were able to provide strong evidence that 
unavoidable intrinsic risk factors contribute only modestly 
(<  10–30%) to the development of many common cancers 
while contributions from extrinsic factors were not 
quantifiable in cancer development. They concluded that 
cancer risk is heavily influenced by extrinsic factors,11 while 
among veterans with colorectal cancer, Phelan et al. and Cho 
et al. in Korea noted stigma and self-blame as critical factors 
in a significant minority of men with colorectal cancer (CRC), 
independent predictors of depressive symptoms and an 
important source of stress in men with CRC.8,12

The age distribution showed 31–40 years age group (31.8%; 
27) as the highest respondent number. A slight female 
preponderance of 58.8% (50) was noted.

There is also the myth that mastectomy is a must for all breast 
cancer patients, which results in late presentation owing to 
the fear of mastectomy as reported by Ajekigbe et al.13 Other 
factors contributing to late presentation were lack of funds 
(23.5%; 20), frequent hospital delays (16.5%; 14), not knowing 
what to do (12.9%; 11) and long distance from residence to 
hospital (12.9%; 11).

Individuals who respondents were able to share their 
diagnosis with also demonstrated the kind of support they 
will benefit from and the subtle effect it may have on their 
health-seeking behaviour, particularly as stigma is concerned. 
The probability of stigmatisation played a role in the liberty 
with which the respondents told people about their diagnosis, 
which was in congruence with the findings of Cho et al.,12 
where more patients with cancers were prone to depression 
from the stigmatisation compared to the general populace.

Patients seek various forms of treatment before, during and 
after orthodox medicine, as reported in several African 
studies. Binka et al. in a Ghanaian study14 reported that 
patients employed numerous active and avoidant strategies 
to cope with their condition. A similar outlook was observed 
in our research where the majority of respondents (more than 
60%) demonstrated seeking remedies in at least one or more 
than one non-medical domains (either with the pastor, imam 
or traditionalist). In an attempt to cope, some tried to forget 
about the condition while some others denied the existence 

TABLE 4: Reasons for late presentation to hospital.
Reasons Number of respondents

(57 patients)
Percentage (%)

Lack of funds 20 23.5
Hospital delays 14 16.5
Do not know what to do 11 12.9
Long distance to hospital 11 12.9

TABLE 3: Respondents’ response to causes of cancer.
Reasons Number of respondents

(57 patients)
Percentage (%)

Unknown 54 63
Evil arrow 12 14.1
Infection 14 16.5
Food 11 12.9

TABLE 2: Respondents’ response to ‘point of first visit’.
Reasons Number of respondents

(57 patients)
Percentage (%)

Health facility 31 54.4
Church 17 29.8
Herbalist 6 10.5
Mosque 3 5.3
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of the disease, knowing that it was a possible way of coping 
with the excruciating effects of the disease. This was reflected 
in their health-seeking behaviour where many of them 
engaged in various methods, including orthodox medicine 
and herbal medicine.14 In another study, breast cancer and 
cervical cancer patients resorted to positive thinking and 
purposeful lifestyle as a coping mechanism.15 In this study, 
there was a remarkable first-time presentation in the hospital 
(93%; 78) although this dropped sharply once diagnosis was 
made (31.7%; 27). The remainder is accounted for by those 
who chose to visit churches (42.4%; 36), herbalists (7.1%; 6) 
and mosque (3.5%; 3) as a means of dealing with the disease 
to achieve cure. A larger percentage of the respondents had 
advanced disease, a correlation that the myths of blame and 
shame are silencing patients and making early health-seeking 
behaviour difficult, is buttressed by the shame blame as 
noted by Chapple et al.9

Is it cheaper to be seen in the churches and to the herbalists 
than to be taken to the hospital? This question will be the 
focus of a follow-up study. This study did not demonstrate a 
definite comparison of the cost of the treatment in the various 
places as mentioned. However, an indirect inference can be 
made through the fact that those who had their treatment 
funded by their employers had a less likelihood of patient 
default than those who had no institutional financial support 
and thus had to pay out of pocket. Adoga et al. in a study 
conducted in northern Nigeria also reported that lack of 
funds was a reason for late presentation.16 In our study, the 
issues of financing of the therapy were among the external 
factors other than the cultural beliefs; those who were 
supported by the organisations were markedly fewer (7%) 
compared with the over 60% who were funded by self or 
their immediate family members.

The majority of patients in our society, especially those in 
rural areas, lack the financial means to access modern health 
facilities owing to high poverty level and hence the preference 
for traditional beliefs and practices that make them visit the 
herbalists and religious homes that is affordable. Noteworthy 
is the small number of those who have their treatment bill 
covered by either a medical insurance or their employers. 
Those who have their employers paying are more likely to 
present early and to the orthodox clinic and not to the 
traditional healer; they also make up the higher number of 
those who completed treatment. Some of our patients have 
had to sell off their property to afford proper treatment like 
surgery, chemotherapy and radiotherapy. Many (32.9%; 28) 
of the patients were responsible for financing their health 
bills, in which case the disease would be in more advanced 
stages at the time of presentation as a result of the delay in 
raising funds. This will incur additional expenses and 
eventually lead to poor outcome in management. Espina 
et al. also affirmed that the major reason for the delay in their 
meta-analysis of causes of delay in seeking treatment was the 
socio-economic patient factors, which points to limited 
financing and the attendant effect on cancer care in the 
African sub-region.17

Among the notable factors that increase the myth is the very 
high cost of managing a case of malignancy. The level of 
poverty also encourages the visit to cheaper alternatives like 
herbalists and other local alternative medicine care givers. 
The impact played by limited resources in the acceptance of 
traditional healing and search for alternative treatment 
patterns is also noteworthy.

Who bears the cost of treatment also reflects that the family is 
accountable for 57.6% (49) of cases, the patient for 32.9% (28) 
of cases and the organisational sponsor accounting for only 
7.1% (6) of cases. The employers though very supportive did 
not transcend to financial support, as shown by the smaller 
percentage (7.1%; 6). We noted that they could give 
permission for the workers to be away for treatment; 
however, less than half of them were actually able to 
financially support the staff through the period. Some 
actually gave the staff leave without pay and encouraged the 
staff to present for work whenever they are fit to continue 
their work routine. The financial impact of cancer 
management mandates mobilisation of scarce family’s 
resources to meet the need for treatment. The family plays a 
major role around which African kinship groupings are 
organised and it is the most important social unit for people 
in Tanzania and across Africa with regard to treatment of 
chronic diseases, which is also reflected in this study.18 
Consequently, living with cancer or caring for someone with 
cancer is very much a family matter in an African context. 
This affirms the need for government and improved health 
financing for cancer care. The participants expressed a variety 
of responses for the best appropriate treatment for cancers. 
Thirty-eight (44.7%) patients mentioned radiotherapy as the 
best treatment, 28.3% (24) mentioned prayers, 25.8% (22) 
mentioned chemotherapy and 21.2% (18) mentioned surgery.

About half of the respondents (47%; 40) could tell their family 
members about their diagnosis, both the symptoms and the 
diagnosis of cancer, 14.1% (12) to their pastor or imam and 
9.4% (8) to their friends. There were also those who would 
rather not share their diagnosis with anyone; for example, 
one patient insisted that till death her diagnosis should not 
be revealed to anyone.

Generality of the respondents displayed the understanding 
of the evil arrow and this was clearly in line with the findings 
of the previous study by Kishore et al.,4 who stated that the 
majority of the people thought that cancer was because of 
curse, evil eye or as a result of past sin. This elicits that not 
only in sub-Saharan Africa but also in Asia there could be 
misconceptions about the cause of cancer. This was also 
observed by Akuoko, who identified the belief of evil spirits 
as a cause of disease to show a reason for delayed health-
seeking behaviour of patients.10 Thus, evil arrow is a 
pseudonym to infer the effect of metaphysical powers or the 
evil spirits on the health of the cancer patient.

Finally, it is important to note that the majority of patients 
(35.3%; 30) interacted with reported that they first heard 
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about cancer via the television, while 7.1% (6) patients 
reported to have read it in the newspaper and 7.1% 
(6) reported they heard it first from their friends. Those who 
heard about cancer for the first time in the hospital accounted 
for 21.2% (18). The most common means of hearing about the 
disease was through the mass media and at health talks from 
healthcare workers in hospitals, and this is similar to the 
findings from other studies carried out in Nigeria and 
Ethiopia.19,20 It is pertinent to fast-track public education on 
cancer, with deliberate intention to raise awareness about the 
disease and correct issues of stigmatisation. This will also 
encourage increased early presentation at cancer clinics.

The strengths of our study include the identification of the 
possible effects of the myths on the health-seeking behaviour 
of patients, the pivotal role of financing in care seeking of 
cancer patients, and the need to improve on cancer awareness 
drives.

The limitations of our study include the possibility that the 
respondents may have given answers which they perceived 
to be more ‘socially acceptable’. The respondents in this 
study were those who could essentially answer questions on 
their own and they may have provided responses that cannot 
be generalised to the general population with little or no 
formal education. Another limitation of the study is the 
sample size; although we conducted the study in a centre that 
attracts patients from all over the country, we acknowledge 
that our findings could be better represented with an 
increased sample size involving other geopolitical zones and 
multiple centres in the country. It is our plan to explore this 
further in a population-based survey.

Conclusion
‘Evil arrow’ as well as other myths and misconceptions 
encourages significant delay in medical care-seeking 
behaviours of cancer patients, particularly presenting to the 
hospital. Poverty was a significant reason why patients 
presented late to the hospital. Cancer is a disease where myth 
and misconception can facilitate the delay in seeking 
appropriate care or rather make patients seek wrong care. 
Although the cause of cancer is still a dilemma, cancer research 
has played a significant role in fighting the disease. There is a 
need to emphasise debunking innumerable myths and 
misconceptions associated with cancer. Concerted efforts 
should be geared towards addressing the numerous myths and 
misconceptions among the vastly poor and illiterate population 
in sub-Saharan Africa. The use of local language to disseminate 
awareness and engagements with traditional community 
leaders should be vigorously pursued. This research shows the 
need for policymakers and healthcare providers to be aware of 
the effect of myths and the need to foster public education 
programmes, community resource education, collaboration 
with religious leaders and herbalists, and general insight into 
patterns of health-seeking behaviours of patients in a low and 
middle income (LMIC) African country.
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