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Abstract

Delayed prostate cancer detection is on the rise in Tanzania,
intensifying the existing cancer burden despite the availability of
screening services capable of identifying the disease in its
different stages. The delay remains a pressing public health
challenge, as it demands advanced systemic therapies that are
currently unavailable in the country, making treatment more
difficult and often resulting in poorer outcomes, including death.
This study explored socioeconomic and cultural determinants
for the delayed prostate cancer detection in Sengerema District,
Tanzania. It employed a phenomenological research design to
capture the essence of lived experiences through in-depth
interviews conducted between March and May 2023 with 25
purposively and conveniently sampled participants, including
patients undergoing treatment, their spouses, and both
traditional and biomedical practitioners. Data were analyzed
thematically, guided by Braun and Clarke’s six-phase
framework; and five themes emerged: Beliefs in witchcraft;
Fatalistic perceptions, Prioritizing gender roles; Stigmatized
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disease; and Communication barrier. These findings highlight
that while access to screening services could substantially
improve outcomes through early detection, meaningful change
requires addressing gender socialization and masculinity
ideologies that influence men's health-seeking behaviours,
alongside  improving  cultural  sensitivity in  health
communication and expanding affordable diagnostic and
treatment services.

Keywords: Prostate Cancer, Delayed detection, health-seeking
behaviour.
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1.0 INTRODUCTION

Prostate cancer (PCa) is a global growing public health concern
ranking as the second most frequently diagnosed malignancy
among men and the fifth leading cause of male cancer deaths,
with an estimated 1.4 million new cases and 375,304 deaths in
2020 (Benedict et al., 2023; Wang et al., 2022). Projections
suggest a dramatic increase to nearly 2.3 million new cases and
740,000 deaths by 2040, largely due to population growth and
ageing (Culp et al., 2020). While PCa is a global concern, the
burden is unevenly distributed, with low- and middle-income
countries (LMICs) disproportionately affected (Odedina et al.,
2008). In Africa, the proportion of new cases rose from 15% in
1970 to 56% in 2008 and is projected to reach 70% by 2030
(Ramaliba et al., 2022). Evidence indicates that men of African
descent are more than twice as likely to be diagnosed with and
die from PCa compared to other ethnic groups, presenting at a
younger age and with more aggressive forms of the disease
(Bugoye et al., 2019; Vapiwala et al., 2021). In East Africa, PCa
accounts for 9% of all cancer cases and 8.5% of male cancer
deaths annually (Adibe et al., 2017).

Like in other developing countries, PCa is a growing public
health concern in Tanzania, where delayed detection continues
to strain an already overburdened healthcare system (Ferlay et
al., 2024; Katabalo et al., 2022). Despite the availability of
screening services capable of identifying the disease in its early
and more treatable stages, late presentation remains persistent,
leading to poorer treatment outcomes and higher mortality
(Adeloye et al., 2016). In Tanzania, the PCa ranks second
among new cases (10.7%) and third in cancer mortality (9.4%)
across both sexes (Ferlay et al., 2024). Studies report a high
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prevalence of advanced, high-grade prostate cancer at diagnosis,
nearly half of patients in some cohorts (Katabalo et al., 2022),
and among top three causes of cancer mortality between 2006
and 2015 (Mboera et al., 2018). While biomedical and clinical
aspects are well documented (Assefa et al., 2022; Benedict et
al., 2022; Bugoye et al., 2019), there remains a gap in
understanding the socioeconomic and cultural dimensions that
influence men’s health-seeking behaviour, particularly in
low-resource settings. Gendered norms, cultural beliefs about
masculinity, and perceptions of illness can shape decisions about
when and where to seek care, while economic status, education,
and geographic access, could further complicate timely health
service utilization.

Existing literature acknowledges the complex interplay of these
factors (Kahissay et al., 2017; Mbugua et al., 2021), yet several
gaps remain. First, little is known about how specific cultural
beliefs and explanatory models of illness influence PCa
screening behaviour in Tanzania. Second, logistical and
structural barriers, such as distance to facilities, transportation
constraints, and clinic operating hours, are underexplored in
relation to socioeconomic status. Third, healthcare provider
communication and potential biases in discussing screening with
men from different cultural backgrounds have not been
sufficiently examined, despite evidence that these influence
patient trust, compliance, and perceptions of care quality
(Shaikh & Hatcher, 2005). These gaps suggest that
health-seeking behaviour is not only a matter of service
availability, but also of social meaning, identity, and power
relations embedded in gender norms.
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The persistent late presentation of PCa in Tanzania is a big
concern with up to 80% of cases diagnosed at advanced stages,
leaving palliative care as the main option (Makene et al., 2022).
Advanced-stage diagnosis reduces survival chances (Bugoye et
al., 2019; Gunda et al., 2018; Lyimo et al., 2020) and profoundly
impacts quality of life, often leading to pain, functional decline,
and psychological distress (Hanna et al., 2020). Screening
uptake remains critically low between 0% and 15% across
Africa (Bugoye et al., 2019; Makungu & Mweya, 2023) and
incidental diagnosis of advanced PCa among men treated for
unrelated urinary complaints underscores the underutilization of
available services (Bugoye et al., 2019).

To address these knowledge gaps, this study applies Kleinman et
al.’s (1978) explanatory model of illness to explore how men
interpret and respond to symptoms, and Courtenay’s (2000)
theory of gender and health to examine how masculinity
ideologies shape health-seeking behaviours. This study explores
socioeconomic and cultural determinants for delayed prostate
cancer detection in Sengerema District, Tanzania. It specifically,
examines how cultural beliefs and gender socialization influence
men’s interpretations of prostate cancer symptoms; analyses the
role of socioeconomic status in shaping access to and utilization
of screening services; and assesses how interactions with
healthcare providers affect decisions about seeking timely
medical care.

The central research questions guiding the study are: How do
socioeconomic and cultural factors influence health-seeking
behaviours for prostate cancer among men in Sengerema? In
what ways do gender norms shape these behaviours? And how
do interactions between patients and healthcare providers affect
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the timing of prostate cancer detection? By situating these
questions within a dual theoretical framework, this study
provides an integrated perspective that can inform culturally
responsive, gender-sensitive public health strategies aimed at
promoting early detection and improving prostate cancer
outcomes in Tanzania.

2.0 METHODS

2.1 Research Design

This study adopted a phenomenological design, to explore the
lived experiences and perceptions of men undergoing treatment,
their spouses, and healthcare providers including both traditional
and biomedical practitioners, regarding prostate cancer detection
and care. A phenomenological design was deemed appropriate
because it enables in-depth understanding of how participants
interpret their health experiences within their sociocultural
contexts, aligning with the study’s aim of exploring the
intersection of gender, socioeconomic factors, and cultural
norms in health-seeking behaviour (Creswell & Poth, 2018).
This approach is consistent with Arthur Kleinman’s explanatory
model (EM) of illness and Courtenay’s theory of gender and
health guiding the study, both emphasizing subjective
interpretations of illness and socially constructed health
behaviours.

2.2 Study Setting

This study was conducted in Sengerema District in Mwanza
Region of Tanzania. This Region was selected due to its high
incidence of advanced and aggressive prostate cancer cases,
which frequently lead to prostate cancer—related deaths (Gunda
et al., 2018; Katabalo et al., 2022). Additionally, using Mwanza
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Cancer Registry data for 2016-2019, the African Cancer
Registry Network (2020) reports that prostate cancer ranked first
among cancers affecting men in the region. The referral system,
together with the study scope and patterns of healthcare access,
justifies the selection of Sengerema District and the interviewing
of patients at Bugando Medical Centre (BMC), despite the
centre being located outside the district.

2.3 Sampling Techniques and Samples Size

The study used purposive and convenient sampling techniques.
Purposive sampling technique was employed to ensure the
inclusion of participants with relevant, diverse, and
information-rich experiences of the PCa care. This included men
diagnosed with prostate cancer and receiving treatment at
Bugando Medical Center, their spouses, and healthcare
practitioners (Biomedical practitioners and Traditional healers
(TH). Convenience sampling was used within the purposive
framework to reach participants during times and locations that
were logistically feasible, such as consultation hours at Bugando
Medical Center for patients and doctors, and home settings for
spouses. The total sample comprised 25 participants as
determined by data saturation.

2.4 Data Collection and Analysis

Data were collected between March and May 2023 through
in-depth  interviews (IDIs) and non-participant field
observations. IDIs served as the primary method, allowing
participants to share detailed narratives of their journey to
prostate cancer detection and care. Conducted in Kiswahili to
ensure comfort and fluency, interviews were audio-recorded,
transcribed verbatim, and later translated into English and
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guided by the study’s theoretical frameworks to capture cultural
beliefs, gender norms, and structural barriers to early detection.
Field observations at Bugando Medical Center’s cancer unit
documented care procedures, waiting times, patient flow, and
patient—provider interactions, offering contextual insights that
complemented interview data. Data were thematically analysed
using Braun and Clarke’s (2006) six-phase framework,
supported by NVivo 12 software for data organisation. Themes
were developed inductively, reviewed, refined, and interpreted
through Kleinman’s explanatory model and Courtenay’s theory
to explore the interplay of illness perceptions, masculinity
norms, and socioeconomic realities in shaping health-seeking
behaviour.

3.0 RESULTS AND DISCUSSIONS

Tablel: Demographic characteristics of the
Participants(N=25)

Participants’ Characteristics Male Female Total
Age Mean 56 years
(range 39-80)
Marital Status
Married 16 9 25(100%)
Single 0 0 0(0%)
Widowed 0 0 0(0%)
Number of Children Mean 4(range 1 - 8)
Educational level
University degree 2 0 2(8%)
High school 0 0 0(0%)
Secondary school 6 0 6(24%)
Primary education 6 5 11(44%)
Informal education 2 4 6(24%)
Occupation
Farmer/peasantry 7 3 10(40%)
Fishing 4 0 4(16%)
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Home maker 6 6(24%)
Primary school teacher 1 0 1(4%)
Medical practitioner (modern 4 0 4(16%)

and traditional)

Time from symptom onset to Mean 12 months
PC detection (delay indicator) (range 6 — 24)

Source: Research findings 2023.

The demographic profile of the study participants was a good
predictor of knowledge and awareness about prostate cancer.
The study discovered low levels of knowledge and awareness
about prostate cancer, attributed to illiteracy, old age, lower
income levels, and being self-employed. This contributed to
poor intentions to adopting screening habits as patients believed
were not at risk, had financial constraints, and had no
symptoms. These findings are in line with the reviewed
literature, which associate high levels of awareness with a
relatively younger age, higher income, being a government
employee, having poor health, and being well educated (James
et al,, 2017; Maladze et al., 2023). These factors were also
positively linked to higher intention of utilising modern
healthcare services (Assefa et al., 2022; Bugoye et al., 2019).

It is argued that a number of sociodemographic factors can
influence patients’ pathways to healthcare including age,
education, past information (Engeda et al., 2016; Sun et al.,
2013). According to Engeda et al. (2016), persons with higher
educational levels have better understandings of how diseases
work, are more likely to have access to diagnosis and treatment
choices, and are less likely to put off seeking medical attention.
Contrary, a study by Islam and Begum (2020) discovered that
there was no significant correlation between the importance of
selecting health care and other criteria like education, even
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though some researchers used different techniques and had
different results.

The study further found that the main sources of health
information were friends/family and news from radios and
television. This was contrary to past studies that revealed
internet and healthcare providers as main and trusted source of
health information (Adeloye et al., 2016; Alduraywish et al.,
2020; Morlando et al., 2017). For example, doctors were
completely trusted for medical information by more than half of
the population in a study conducted in Saudi Arabia
(Alduraywish et al., 2020). The observed difference may be
attributed to contextual and demographic factors including
limited internet access, high data costs, and low digital literacy,
particularly in rural and peri-urban Tanzania, which constrain
reliance on online sources. In such settings, culturally embedded
trust in friends, family, and widely accessible media channels
like radio and television often outweighs dependence on
healthcare providers or internet-based platforms. Still, it has
been argued that clinical outcomes are fundamentally influenced
by the doctor-patient connection, which helps to both promote
positive outcomes and prevent negative ones. This finding is in
line with the explanatory model which asserts that a consensual
relationship in which the patient knowingly seeks the physician's
assistance and in which the physician knowingly accepts the
person as a patient, entails the doctor-patient relationship
(Kleinman, 1980).

Additionally, evaluating the doctor's willingness to involve the
patient in decision-making, provide informational programme,
and enquire about the patient's explanatory model of illness, was
another way of measuring the quality of communication
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between a doctor and patient. Unfortunately, patients in the
current study reported to have lacked enough time to enquire
information from their doctors. Even doctors themselves
reported to have been attending to too many patients in a single
day, which provided limited consultation time. The following
quotes depict such experiences:

....... It is not possible to ask for your illness
clarification because they are busy attending to the
patients, if you ask them questions, he will tell you that
he has patients waiting for him outside, so I should focus
on the treatment he is prescribing, and wait to get better.
Truthfully, I don 't know much about this illness” (IDI, 68
years, Patient, Busisi, 05/04/2023)

An oncologist added
e oo We attend too many patients, and many of them
are late, on average we attend between 40 and 50
patients everyday” (IDI, 48 years, Oncologist-BMC,
07/04/2023)

These narratives reveal that limited consultation time, driven by
high patient loads and staff shortages, restricts opportunities for
patients to discuss their illness, clarify treatment, or share their
own explanatory models of disease. From Kleinman’s
perspective, lack of dialogue prevents physicians from
understanding patients’ culturally rooted illness interpretations,
potentially weakening adherence and trust (Kleinman et al.,
1978). Courtenay’s theory further suggests that men, already
inclined to minimise help-seeking and health discussions due to
prevailing masculinity norms, may be disproportionately
affected when clinical encounters do not actively invite their
participation. The convergence of overburdened oncology
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services, systemic underfunding, and drug procurement
challenges (Musoke et al., 2014) not only constrains the quality
of patient—provider communication but also reinforces structural
and gender-related barriers to timely and effective cancer care.

Beliefs in witchcraft

Belief in  witchcraft strongly influenced participants’
understanding of illness and treatment choices, leading many to
attribute prostate cancer to curses or evil spirits and seek help
first from Mfumu (traditional healers) rather than biomedical
facilities, which contributed to delayed diagnosis and treatment.
One participant mentioned;

“.evevew.. Such illnesses are not for the hospital, they can
only be treated here, the disease will not be visible to the
doctors at the hospital, when you have been bewitched
(IDI, 71 years, TH, Busisi, 07/05/2023)”

Through the lens of Kleinman’s explanatory model, such beliefs
shape patients’ aetiological interpretations, leading them to
perceive cancer as the result of curses or evil spirits, thus
prioritising traditional and spiritual healing over biomedical
care. Consistent with findings from other African contexts,
including Nigeria, where a wide range of illnesses are attributed
to witchcraft (Agbanusi, 2016), participants in this study often
sought care from Mfumu (traditional healers) before visiting
hospitals. Courtenay (2000) theory further suggests that gender
norms may reinforce this pathway, as men’s preference for
culturally familiar, non-intrusive care can align with masculinity
ideals that resist early biomedical engagement. However,
patients later expressed regret for the delays caused by reliance
on traditional healers, citing wasted time and money on
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ineffective treatments. This pattern underscores how culturally
embedded explanatory models, when combined with structural
barriers, can perpetuate late-stage presentation and poor cancer
outcomes. Culturally embedded explanatory models are further
depicted in the following story;

....... I am a proud African man who, like many of our
ancestors, placed great trust in our traditional healing
practices. 1 made the difficult decision to consult a
traditional healer instead of a medical practitioner. With
hope in my heart and faith in the power of natural
remedies, [ embarked on a journey that would ultimately
lead to an unfortunate late diagnosis at the hospital
(IDI, 70 years, patient, Ibisabageni, 05/05/2023).

The quotation illustrates the deep trust placed in traditional
healing practices, reflecting how culturally embedded beliefs
continue to shape health-seeking behaviour. From the
perspective of Kleinman’s explanatory model, patients interpret
illness through culturally grounded frameworks, intertwining of
traditional religion and healing practices, leading them to
prioritise traditional remedies over biomedical care. Courtenay’s
theory of gender and men’s health further advocates that
masculinity norms which valorise self-reliance and adherence to
cultural identity, may reinforce men’s preference for familiar,
socially sanctioned treatments. This dual influence of culture
and gender contributes directly to delayed prostate cancer
detection, as men may postpone biomedical consultation until
symptoms become severe, resulting in late-stage diagnosis and
reduced treatment efficacy. Historical continuity of traditional
healing practices, even after colonial and Western influences
(Mokgobi, 2014), explains the persistence of these behaviours,
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highlighting the need for culturally sensitive interventions that
integrate men’s explanatory models into early detection
strategies. Another participant added;

et e e, the traditional healer, with his vast
knowledge of herbs and ancient healing techniques,
assured me that his remedies would cure my cancer. But
also, I sought medical help at a hospital, where I was
met with “grave news” (IDI, 68 years, patient, Busisi,
05/04/2023).

The quotation illustrates the dual reliance on traditional and
biomedical therapies, where the patient initially trusted the
traditional healer’s remedies but ultimately received “grave
news” at the hospital, reflecting late-stage metastasis.
Kleinman’s explanatory model helps explain this pattern, as
patients’ culturally rooted illness interpretations, here influenced
by beliefs in witchcraft and supernatural causation, guide initial
treatment choices, delaying engagement with biomedical care
(Mirambo, 2004). Courtenay’s theory further suggests that
masculinity norms may reinforce men’s adherence to culturally
sanctioned treatments, including traditional medicine, which is
intertwined with identity and social values (Mirambo, 2004).
The concurrent use of medicinal plants and modern medicine
documented elsewhere in Africa (El-Seedi et al., 2013; Kabbaj
et al., 2012) illustrates how these practices, while culturally
meaningful, can contribute to delayed diagnosis and limit the
effectiveness of curative therapies. The unreliability of
traditional medicine was discovered in this study; -

“ . By relying solely on traditional remedies, |
had znadvertently delayed my diagnosis, allowing the
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cancer to progress unchecked. Traditional healing can
play a valuable role in maintaining overall well-being,
but when it comes to life-threatening diseases, we must
not ignore the advancements of modern medicine (IDI,
60 years, patient, Busisi, 14/05/2023).

This narrative highlight how reliance on traditional remedies
contributed to delayed diagnosis, allowing the cancer to
progress unchecked. Although prostate cancer often progresses
slowly and early symptoms may be mild (Bugoye et al., 2019),
extended use of herbal and traditional therapies can make
disease advancement to stages where symptoms become severe
and harder to manage. From Kleinman’s explanatory model,
patients’ cultural beliefs, illness attributions, and expressions of
suffering shape how symptoms are perceived and reported in
clinical contexts, influencing the timing of biomedical
consultation (Kleinman et al., 1978). Coupled with masculinity
norms outlined in Courtenay’s theory, which may discourage
men from seeking formal care early, the culturally embedded
behaviours contribute directly to late-stage presentation and
reduce opportunities for effective treatment.

Perceptions of fatalism

Belief in fatalism, viewing health outcomes as predetermined by
fate or a higher power, deterred some patients from seeking
cancer care. Fear of confirming a cancer diagnosis led them to
avoid hospitals, as they preferred to evade anxiety and worry.
Aligned with beliefs in witchcraft, these patients perceived their
health as beyond personal control, determined by fate or divine
forces. One participant had this to say:
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.......... Every time I thought about coming to the
hospital, I remembered how people used to say back in
the village. They used to say that everyone who went to
the hospital with cancer never returned alive and that
they had seen people going to Bugando who never
returned alive and so, it was better for me to see a
traditional healer, that way you will prolong your life
(IDI, 65 years, patient, Busisi, 13/03/2023).

The extract illustrates how mistrust in the biomedical system,
reinforced by communal narratives, can shape men’s
health-seeking  behaviours.  According to  Kleinman’s
explanatory model, patients interpret illness and treatment
outcomes through culturally informed frameworks, including
familial experiences and communal beliefs, which influence the
perceived efficacy and risks of biomedical care. Courtenay’s
theory of gender and men’s health further suggests that
masculinity norms, emphasizing self-reliance, endurance, and
adherence to socially sanctioned behaviours, may reinforce
avoidance of hospital care in favour of traditional healing.

Fatalistic beliefs, wherein health outcomes are seen as
predetermined or beyond individual control, compounded by
myths about invasive tests and treatment, contributed to delayed
engagement with biomedical pathways (Wachira et al., 2018).
Unlike findings from the U.S., where some fatalistic beliefs
were associated with higher screening uptake (Benedict et al.,
2022), in this study, high fatalistic views correlated with low
prostate cancer screening and late-stage presentation,
highlighting the critical role of cultural and gendered
frameworks in delaying timely diagnosis. The medical doctor
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however, had an opinion on what could possibly make patients
fear;

“ unfortunately, enough, here at the hospital
treatments can take up to two years or more, but for
them (traditional healers), they will tell you to take their
medicine for three months and completely get cured.
Nobody like to take drugs for that long at the hospital,
thus, when a patient hears of this option, their hopes
would be renewed and they will be more likely to opt for
it instead of coming to the hospital (IDI, 48 years,
Oncologist, BMC, 07/04/2023).

The oncologist’s observation highlights how the perceived
complexity and duration of hospital-based treatment can drive
patients toward traditional healers, who promise quicker,
simpler remedies. Kleinman’s explanatory model explains this
preference as rooted in culturally informed understandings of
illness, treatment expectations, and acceptable timelines for
healing. Courtenay’s theory further suggests that masculinity
norms, emphasizing self-reliance and avoidance of prolonged
medical intervention, may reinforce these choices. Similar
findings from rural Kenya show that fatalistic or pessimistic
beliefs about prostate cancer, including the perception that no
effective treatment exists, can influence care-seeking behaviours
(Mutua et al., 2017; Wachira et al., 2018). Compensatory control
mechanisms, expressed through ritualistic, religious, and
superstitious practices, provide patients with a sense of agency
in confronting illness (Kay et al., 2009; Willard et al., 2024).
Collectively, these factors contribute to delayed hospital
presentation and late-stage prostate cancer detection, as men
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may prioritise culturally and psychologically comforting
alternatives over biomedical care.

Prioritising gender roles

Traditional gender norms positioned men as strong, authoritative
providers responsible for their families’ economic welfare and
decision-making, while women were expected to offer
emotional support and uphold domestic roles. In this study,
some men delayed medical consultations due to limited
finances, prioritising family needs over hospital expenses,
reflecting the pressures of maintaining their role as sole
breadwinners. Women, in turn, were expected not to challenge
these decisions, reinforcing gender dynamics that contributed to
postponed healthcare-seeking. One patient said;

......... can you go to the hospital to get treated while
your family is going to bed with empty stomachs? What
will they think of you ............... you as a head of the
family? (IDI, 68 years, patient, Busisi, 05/04/2023).

The quotation highlights how traditional gender norms and
economic constraints interact to delay men’s engagement with
prostate cancer care. Kleinman’s explanatory model helps to
explain that men interpret illness and treatment decisions not
only through biomedical frameworks but also within culturally
embedded social expectations. Courtenay’s theory of gender and
men’s health further indicate that masculinity norms
emphasising the male role as provider and protector, may lead
men to prioritise family welfare over personal health. Economic
limitations, including low income and travel costs to medical
facilities, reinforce these patterns, making hospital visits
financially and socially challenging. As a result, men may delay
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screening and treatment, contributing to late-stage prostate
cancer detection. Social sanctions or stigma for failing to
conform to gendered expectations (Gonalons-Pons & Gangl,
2021) may further discourage timely healthcare-seeking,
highlighting how intertwined economic, cultural, and gendered
factors shape health behaviours in this context. Additional costs
associated with taking time off work for cancer treatment or
screening also posed a significant financial burden especially
when individuals were the primary breadwinners for their
families.

....... we were complaining about the costs of the
drugs.... And one nurse said that the cost was
reasonable, and we should be thankful that we even get
radiation therapy for free. Because one session is a
hundred thousand ...... and we have to get it every day
for a couple of months. Those with health insurance are
usually charged a half of the amount, but for us (without
health insurance) it is entirely free (IDI, 58 years,
patient, Ibisabageni, 16/04/2023).

The above quotation demonstrates the steps taken by the
government to make treatments accessible by cutting down the
costs, and making radiotherapy free of charge. Patients
expressed how impossible it could have been if they had to pay
for it every time they needed it. Data gathered from different
patients revealed that radiation therapy previously costed one
hundred thousand shillings (100,000) for a single session and
one had to have multiple sessions a week for a couple of
months.
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Lack of health insurance emerged as a major economic barrier
to early detection. From a health equity perspective, this reflects
structural determinants of health, where the absence of financial
risk protection disproportionately affects low-income men
(Asfaw et al., 2018). Courtenay theory of gender and men’s
health suggests that even when men are aware of screening
benefits, financial barriers intersect with masculine ideals of
self-reliance, limiting timely health-seeking. In rural areas,
shortage of oncology specialists compounds the delay, with
limited referral capacity from primary hospitals. Consistent with
the Foundation for Cancer Care in Tanzania (2015), patients
with private or public insurance reached diagnosis and treatment
faster than uninsured patients. The findings imply that without
policy interventions to expand insurance coverage and rural
oncology capacity, men will continue to present with advanced
disease, reducing survival chances and increasing preventable
prostate cancer mortality. One participant had this to say

......... without health insurance, many men in Tanzania
simply cannot afford to undergo regular prostate cancer
screening, because they have to pay for it. In a long run,
this means that will not be able to catch the disease
early, when it is most treatable. As a result, many men in
Tanzania are dying from prostate cancer unnecessarily.
Even men who are aware of the importance of screening
may not be able to access services due to high
out-of-pocket costs. In Tanzania, the cost of a prostate
cancer screening can be up to 10% of a regular person's
monthly income, making it prohibitive for many men. In
addition, there is a severe shortage of healthcare
providers in Tanzania, particularly in rural areas,
making it difficult for men to access screening services
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even if they can afford them.” (IDI, 55 years,
Oncologist, BMC, 06/04/2023).

Affirming masculinities

Likewise, patients reported to have come from cultural
background that did not allow talking about men health issues
publicly, especially those related to reproductive health, as it
was considered a taboo. Neither were they comfortable to
discuss their health status with family members as it was
traditionally unacceptable. Since there is no uniform set of
expectation for masculinity (Connor et al., 2021), this was the
prevailing code within such a society that put pressure on and
generated expectations around men, with implications for
women, children, and society as a whole. One patient had the
following to say;

........ 1t is forbidden for a man of the house to discuss
his problems with family members, such personal issues
are to be kept a secret, the family will think that their
father is weak, eeh! men are not supposed to be weak
and that is how I even train my boy children. If they have
issue in their personal life, they have to deal with it
without telling anyone. We do not want anyone despising
us considering us weak or vulnerable (IDI, 72 years,
patient, Ibisabageni, 05/05/2023).

Further, it can be argued in light of the theory of gender and
health (Courtenay, 2000) that, health-related beliefs and
behaviours including fears, serve as markers of femininity and
masculinity. In this regard, the only thing that was discovered to
push men to open up was the severity of symptoms and how it
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affected their social and personal life, as indicated by words of
one participant; -

...... when symptoms returned, I felt like dying so, I told
my wife and she suggested I see a medical doctor. I wish
I told her earlier because my symptoms are improving
every day since I started treatment at Bugando.” (IDI,
65 years, patient, Ibisabageni, 13/03/2023).

The reluctance to disclose symptoms was aligning with
Courtenay (2000) theory of gender and men’s health, which
posits that masculine norms often discourage men from
acknowledging vulnerability, leading to delayed care-seeking. In
this study, stigma surrounding male-specific illnesses such as
prostate cancer, compounded by the expectation to endure pain
silently, contributed to concealment of symptoms. The health
belief model further explains that low perceived susceptibility,
amplified by poor awareness, reduces the likelihood of early
screening (Bugoye et al., 2019). As a result, participants often
failed to recognise warning signs or act promptly, increasing the
likelihood of late-stage presentation. These findings imply that
dismantling societal stigma and promoting open discourse about
men’s health could improve early detection rates, reduce the
need for aggressive interventions such as surgery, and ultimately
lower prostate cancer mortality. One medical practitioner had an
opinion on such male’s sternness to open up;

........ we Africans, we never cry, especially men .......
we rarely cry in public. That is also a problem to us, in
short, we cannot accept or admit weakness, though
unknowingly, it delays to get services which can be
beneficial to us. But also, if the father is the breadweaner
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at home, cancer treatments bring impacts on the family s
economy, so many will choose to stay home because
their families depend on them, though in this process the
disease is advancing.” (IDI, 48 years, Oncologist,
BMC, 07/04/2023)

Studies in gender-role socialisation share these assertions,
depicting men who adhere to the traditional male gender role
may have unfavourable attitudes toward seeking help (Hoyt et
al., 2013; Wahto & Swift, 2016). Given that the person seeking
support is dependent on the one providing it, asking for help
implies and, in certain cases, even necessitates a feeling of
vulnerability (Lee & Owens, 2002). In this regard, asking for aid
is contrary to the masculine gender role, and as a result, seeking
healthcare may be avoided due to gender-role conflict. Hoyt et
al. (2013) discovered a correlation between certain aspects of
masculinity, restrictive gender roles, poorer physical and
psychological results in men who have cancer. Various studies
on men’s and psychological issues comprehends the previous
assertions (Kanbarkar & Chandrika, 2017; Sileo & Kershaw,
2020). For example, Kanbarkar and Chandrika (2017) found that
men were continuously less likely than women of all ages to
seek help for health problems. Furthermore, Sileo and Kershaw
(2020) revealed that lower levels of openness to acknowledging
health concerns are a contributing factor to gender-specific
attitudes, such as males' unfavourable attitudes toward getting
treatment.

Prostate cancer as stigmatised disease

Stigma around prostate cancer originated from patients’ own
feelings of shame and embarrassment, thus, hindering their
willingness to seek medical care. It was further indicated that
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this self-stigma was reinforced by cultural and societal norms
that discouraged men from discussing health issues, thereby
limiting their engagement with preventative and treatment
services. For example, men felt a pressure to be stoic and not
show vulnerability, something which made it difficult for them
to discuss their health concerns as observed in the following
narratives;

....... It was like admitting that I was at risk, was
somehow a sign of failure. So, the thought of going in for
a screening and having to admit that my health might be
in jeopardy — it was just too much to bear. I felt like it
would be a sign that I was not living up to the
expectations of what a man should be. And it's not just
the judgment from others that worried me — it was the
way it would make me feel about myself. I'd rather just
ignored the possibility altogether than face up to that
reality (IDI, 64 years, patient, Busisi, 18/03/2023).

This particular participant described avoiding screening because
acknowledging potential illness felt like a personal failure,
conflicting with expectations of masculinity. This reflects
internalized stigma (Goffman, 1963), where self-perceptions,
rather than overt discrimination, deter help-seeking. Such stigma
heightens stress, limits coping capacity, and worsens
psychosocial distress, contributing to delays in detection.
Cancer-related stigma, experienced by 13—80% of individuals, is
often tied to associations with death, altered body image, social
isolation, guilt, and blame (Buote et al., 2020). In this study,
prostate cancer’s physical and emotional side effects,
particularly incontinence and erectile dysfunction (ED),
emerged as “invisible stigmas” that challenge male identity.
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Because ED is concealed from others yet deeply tied to
masculinity, it can intensify feelings of humiliation and inhibit
disclosure (Larkin et al., 2022). These findings suggest that
unaddressed internalized stigma and its masculine identity
implications may significantly delay prostate cancer detection
and treatment engagement.

Communication barrier

Patients in rural Sengerema faced significant communication
barriers with healthcare providers, primarily due to language
differences between the local Sukuma language and Swabhili.
These barriers hindered effective information exchange, leaving
patients feeling uninformed, frustrated, and helpless.
Communication barriers increased  the  risk  of
misunderstandings, misinterpretation of diagnoses, and
difficulties in explaining medication use or side effects,
ultimately impeding timely diagnosis and treatment of prostate
cancer.

........ but many of the healthcare workers only speak
Swahili, which made it difficult for me to explain my
symptoms and understand their recommendations, I can
understand Swahili but I am not that fluent (IDI, 70
years, patient, Ibisabageni, 05/05/2023).

Another patient added; -
“.iiie... I had to bring someone with me to the hospital
to translate. This situation created a sense of fear and
frustration when seeking medical attention because [
was not sure if I was understood or if I was
understanding the healthcare provider's instructions
correctly” (IDI, 72 years, patient, Bisisi, 04/04/2023).
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As illustrated by the patient account, language mismatches
created feelings of fear, frustration, and uncertainty, hence,
necessitating reliance on interpreters. These barriers led to
misunderstandings, poor treatment adherence, avoidable
medical errors, prolonged hospital stays, weakened therapeutic
relationships, and reduced satisfaction with care. Similar
findings have been reported elsewhere, linking communication
difficulties to lower quality of care, diminished patient safety,
and preference for traditional healers who share the patient’s
language (Al Shamsi et al., 2020; Matovelo et al., 2021; Olani et
al., 2023). Language barriers in prostate cancer care proved to
disrupts the negotiation of a shared understanding of illness
between men and healthcare providers, as explained by
Kleinman’s Explanatory Model. This misalignment fosters
uncertainty, erodes trust, and drives some men to seek traditional
healers who communicate in their language and validate
culturally grounded illness beliefs. The Theory of Gender and
Men’s Health shows how masculine norms could compound this
problem, men may avoid seeking clarification, disengage from
care, or shun interpreters to protect their sense of control and
avoid perceived vulnerability. These barriers not only reduce
treatment adherence and satisfaction but also contribute to
delayed prostate cancer detection by discouraging -early
biomedical screening and limiting accurate symptom disclosure.
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4.0 CONCLUSION

This study highlights that prostate cancer detection and care in
Sengerema, Tanzania, are shaped by interplay of
sociodemographic factors, culturally embedded beliefs, gender
norms, and systemic health constraints. Low awareness and
knowledge, reinforced by illiteracy, older age, and low income,
limited screening uptake, while beliefs in witchcraft, fatalism,
and traditional healing guided initial health-seeking decisions.
Masculinity norms emphasizing self-reliance and economic
provision, combined with stigma around male reproductive
health, further delayed engagement with biomedical care.
Structural barriers, including high patient loads, limited
consultation time, language mismatches, and financial
constraints, compounded these delays, resulting in late-stage
diagnosis and poorer outcomes. These findings underscore the
importance of integrating culturally sensitive approaches and
gender-aware strategies in prostate cancer prevention and care.

5.0 RECOMMENDATIONS

To improve early detection and treatment, culturally tailored
health education campaigns should be implemented using local
languages and trusted community channels, while fostering
collaboration with traditional healers to encourage timely
referrals. Gender-responsive interventions that challenge
harmful masculinity norms and reduce stigma are essential,
alongside strengthened patient—provider communication through
multilingual staff and culturally competent dialogue. Expanding
health insurance coverage, mobile screening units, and oncology
staffing can address financial and structural barriers, thus,
ensuring equitable access. Collectively, these strategies can
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bridge cultural, gendered, and systemic gaps, promoting timely
prostate cancer care and improved outcomes for men in rural
Tanzania.

Ethical Considerations and Consent

Ethical approval for this study was obtained from the Catholic
University of Health and Allied Sciences (CUHAS) with
certificate No. AB3/12(B). Permission to conduct the study at
BMC and in the selected wards was secured from the relevant
local authorities. Written informed consent was obtained from
all participants prior to participation. To ensure confidentiality,
all identifying details were removed from transcripts.

Acknowledgments

The author acknowledges the support of the District Executive
Directors, Ward Executive Officers, BMC and CUHAS
administrations, and all study participants from Mwanza,
Tanzania.

Disclosure statement
The author reports no potential conflict of interest.

74



Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

REFERENCES

Adeloye, D., David, R. A., Aderemi, A. V., Iseolorunkanmi, A.,
Oyedokun, A., Iweala, E. E. J., Omoregbe, N., & Ayo, C.
K. (2016). An estimate of the incidence of prostate cancer
in Africa: A systematic review and meta-analysis. PLOS
ONE, 11(4), e0153496.
https://doi.org/10.1371/journal.pone.0153496

Adibe, M. O., Aluh, D. O., Isah, A., & Anosike, C. (2017).
Knowledge, Attitudes and Perceptions of Prostate Cancer
among Male Staff of the University of Nigeria. Asian
Pacific journal of cancer prevention: APJCP, 18(7),
1961-1966.
https://doi.org/10.22034/APJCP.2017.18.7.1961

African Cancer Registry Network. (2020, September 25).

Tanzania - Mwanza cancer registry.
https://afcrn.org/index.php/membership/membership-list/16
4-mwanzacr

Agbanusi, A. (2016). Witchcraft in West African belief system:
Medical and social dimensions. Mgbakoigba: Journal of
African Studies, 5(2).
https://www.ajol.info/index.php/mjas/article/view/138817/1
28490

Al Shamsi, H., Almutairi, A. G., Al Mashrafi, S., & Al Kalbani,
T. (2020). Implications of language barriers for healthcare:
a systematic review. Oman Medical Journal, 35(2), e122.
https://doi.org/10.5001/0mj.2020.40

Alduraywish, S. A., Altamimi, L. A., Aldhuwayhi, R. A,
AlZamil, L. R., Alzeghayer, L. Y., Alsaleh, F. S.,
Aldakheel, F. M., & Tharkar, S. (2020). Sources of health
information and their impacts on medical knowledge
perception among the Saudi Arabian population:

75


https://doi.org/10.1371/journal.pone.0153496
https://doi.org/10.22034/APJCP.2017.18.7.1961
https://afcrn.org/index.php/membership/membership-list/164-mwanzacr
https://afcrn.org/index.php/membership/membership-list/164-mwanzacr
https://www.ajol.info/index.php/mjas/article/view/138817/128490
https://www.ajol.info/index.php/mjas/article/view/138817/128490
https://doi.org/10.5001/omj.2020.40

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Cross-Sectional Study. Journal of Medical Internet
Research, 22(3), e14414. https://doi.org/10.2196/14414
Asfaw, L. S., Ayanto, S. Y., & Aweke, Y. H. (2018).
Health-seeking behaviour and associated factors among
community in Southern Ethiopia: Community based
cross-sectional study guided by health belief model.
BioRxiv, 1-23. https://doi.org/10.1101/388769

Assefa, A., Germossa, G. N., Ayenew, M., & Bedada, G. B.
(2022). Awareness of prostate cancer and its associated
factors among men 40 years of age and older in Mizan
Aman town, Bench Sheko =zone, Southern Nations,
Nationalities, and Peoples' Region, South West Ethiopia,
2019. Frontiers in  oncology, 12, 976810.
https://doi.org/1 fonc.2022 1

Benedict, M. O. A., Steinberg, W. J., Claassen, F. M., Mofolo,
N., & van Rooyen, C. (2022). Knowledge, beliefs and
intentions of African men in the Free State about prostate
cancer screening. Health SA = SA Gesondheid, 27, 2081.
https://doi.org/10.4102/hsag.v27i0.2081

Benedict, M. O. A., Steinberg, W. J., Claassen, F. M., Mofolo,
N., & van Rooyen, C. (2023). Knowledge, attitude and
practice on screening and early diagnosis of prostate cancer
among primary health care providers in the Free State.
African Journal of Primary Health Care & Family
Medicine, 15(1), 1-12.
https://doi.org/10.4102/phcfm.v15i1.3688

Braun, V., & Clarke, V. (2006). Using thematic analysis in
psychology. Qualitative Research in Psychology, 3(2),
77-101. https://doi.org/10.1191/1478088706gp0630a

Bugoye, F. C., Leyna, G. H., Moen, K., & Mmbaga, E. J.
(2019). Knowledge, perceived risk and utilization of
prostate cancer screening services among men in Dar Es

76


https://doi.org/10.2196/14414
https://doi.org/10.1101/388769
https://doi.org/10.3389/fonc.2022.976810
https://doi.org/10.4102/hsag.v27i0.2081
https://doi.org/10.4102/phcfm.v15i1.3688
https://doi.org/10.1191/1478088706qp063oa

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Salaam, Tanzania. Prostate cancer, 2019, 2463048.
https://doi.org/10.1155/2019/2463048

Buote, R., Cameron, E., Collins, R., & McGowan, E. (2020).
Understanding men’s experiences with prostate cancer
stigma: A qualitative study. Oncology Nursing Forum,
47(5), 577-585. https://doi.org/10.1188/20.ONF.577-585

Connor, S., Edvardsson, K., Fisher, C., & Spelten, E. (2021).
Perceptions and interpretation of  contemporary
masculinities in Western culture: a systematic review.
American  Journal of Men's  Health, 15(6),
15579883211061009.
https://doi.org/10.1177/15579883211061009

Courtenay, W. H. (2000). Constructions of masculinity and their
influence on men’s well-being: A theory of gender and
health. Social Science & Medicine, 50(10), 1385-1401.
https://doi.org/10.1016/S0277-9536(99)00390-1

Creswell, JJW. & Poth, C.N. (2018). Qualitative Inquiry and
Research Design: Choosing Among Five Approaches. 4th
ed. Thousand Oaks, CA: SAGE.

Culp, M. B., Soerjomataram, I., Efstathiou, J. A., Bray, F., &
Jemal, A. (2020). Recent global patterns in prostate cancer
incidence and mortality rates. European Urology, 77(1),
38-52. https://doi.org/10.1016/j.eururo.2019.08.005

El-Seedi, H. R., Burman, R., Mansour, A., Turki, Z., Boulos, L.,
Gullbo, J., & Goransson, U. (2013). The traditional medical
uses and cytotoxic activities of sixty-one Egyptian plants:
discovery of an active cardiac glycoside from Urginea
Maritima. Journal of Ethnopharmacology, 145(3), 746-757.
https://doi.org/10.1016/j.jep.2012.12.007

Engeda, E. H., Dachew, B. A., Kassa, W.H., Mekonnen, K.M.,
& Ashenafie, T. D. (2016). Health seeking behaviour and
associated factors among pulmonary tuberculosis suspects

77


https://doi.org/10.1155/2019/2463048
https://doi.org/10.1188/20.ONF.577-585
https://doi.org/10.1177/15579883211061009
https://doi.org/10.1016/S0277-9536(99)00390-1
https://doi.org/10.1016/j.eururo.2019.08.005
https://doi.org/10.1016/j.jep.2012.12.007

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

in Lay Armachiho District, Northwest Ethiopia: A
Community-Based Study. Tuberculosis Research and
Treatment, 2016, 7892701.
https://doi.org/10.1155/201 2701

Ferlay, J., Ervik, M., Lam, F., Laversanne, M., Colombet, M.,
Mery, L., Pifieros, M., Znaor, A., Soerjomataram, ., &
Bray, F. (2024). Global Cancer Observatory: Cancer today.
International ~ Agency for Research on  Cancer.
https://gco.iarc.who.int/today

Foundation for Cancer Care in Tanzania. (2015). Meeting the
challenge of «cancer care in Northern Tanzania.
https://www.iccp-portal.org/system/files/resources/FCCT-
White-Paper.pdf

Goffman, E. (1963). Stigma: Notes on the management of
spoiled identity. Prentice-Hall.

Gonalons-Pons, P, & Gangl, M. (2021). Marriage and
masculinity: male-breadwinner culture, unemployment, and
separation risk in 29 countries. American Sociological
Review, 86(3), 465-502.
https://doi.org/10.1177/00031224211012442

Gunda, D., Kido, I., Kilonzo, S., Nkandala, I., Igenge, J., &
Mpondo, B. (2018). Prevalence and associated factors of
incidentally diagnosed prostatic carcinoma among patients
who had transurethral prostatectomy in Tanzania: A
Retrospective Study. Ethiopian Journal of Health Sciences,
28(1), 11-18. https://doi.org/10.4314/ejhs.v28il.3

Hanna, T. P., King, W. D., Thibodeau, S., Jalink, M., Paulin, G.
A., Harvey-Jones, E., O'Sullivan, D. E., Booth, C. M.,
Sullivan, R., & Aggarwal, A. (2020). Mortality due to
cancer treatment delay: systematic review and
meta-analysis. BMJ (Clinical Research ed.), 371, m4087.
https://doi.org/10.1136/bmj.m4087

78


https://doi.org/10.1155/2016/7892701
https://gco.iarc.who.int/today
https://www.iccp-portal.org/system/files/resources/FCCT-White-Paper.pdf
https://www.iccp-portal.org/system/files/resources/FCCT-White-Paper.pdf
https://doi.org/10.1177/00031224211012442
https://doi.org/10.4314/ejhs.v28i1.3
https://doi.org/10.1136/bmj.m4087

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Hoyt, M. A., Stanton, A. L., Irwin, M. R., & Thomas, K. S.
(2013). Cancer-related masculine threat, emotional
approach coping, and physical functioning following
treatment for prostate cancer. Health Psychology, 32(1),
66—74. https://doi.org/10.1037/a0030020

Islam, M. S, & Begum, P. (2020). The impact of socio-economic
and demographic factors on health-seeking behaviour of
urban  households, Bangladesh. Research Square.
https://doi.org/10.21203/rs.3.rs-45708/v1

James, L. J.,, Wong, G., Craig, J. C., Hanson, C. S., Ju, A,,
Howard, K., Usherwood, T., Lau, H., & Tong, A. (2017).
Men's perspectives of prostate cancer screening: a
systematic review of qualitative studies. PloS One, 12(11),
¢0188258. https://doi.org/10.1371/journal

Kabbaj, F. Z., Meddah, B., Cherrah, Y., & Mya, F. (2012).
Ethnopharmacological profile of traditional plants used in
Morocco by cancer patients as herbal therapeutics.
Phytopharmacology, 2, 243-256.

Kahissay, M., Fenta, T., & Boon, H. (2017). Beliefs and
perception of ill-health causation: A socio-cultural
qualitative study in rural North-Eastern Ethiopia. BMC
Public Health, 17, 124,
https://doi.org/10.1186/s12889-017-4052-y

Kanbarkar, P. N., & Chandrika, K. B. (2017). Health care
seeking behaviour: A theoretical perspective. PARIPEX
Indian Journal of Research, 6(1), 790-792.

Katabalo, D., Josephat, J., Minja, W., Mwita, S., Marwa, K., &
Rambau, P. (2022). Prevalence, grades and management of
prostate cancer among men attending oncology unit at
Bugando Medical Centre Mwanza, Tanzania. Open Journal
of Epidemiology, 12, 146-157.
https://doi.org/10.4236/0jepi.2022.122013

79


https://doi.org/10.1037/a0030020
https://doi.org/10.21203/rs.3.rs-45708/v1
https://doi.org/10.1371/journal.pone.0188258
https://doi.org/10.1186/s12889-017-4052-y
https://doi.org/10.4236/ojepi.2022.122013

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Kay, A. C., Whitson, J. A., Gaucher, D., & Galinsky, A. D.
(2009). Compensatory control: Achieving order through
the mind, our institutions, and the heavens. Current
Directions in Psychological Science, 18(5), 264-268.
https://doi.org/10.1111/1.1467-8721.2009.01649.x

Kleinman, A. (1980). Patients and healers in the context of
culture: An exploration of the borderland between
anthropology, medicine, and psychiatry. University of
California Press.

Kleinman, A., Eisenberg, L., & Good, B. (1978). Culture,
illness, and care: Clinical lessons from anthropologic and
cross-cultural research. Annals of Internal Medicine, 88(2),
251-258.

Larkin, D., Birtle, A. J., Bradley, L., Dey, P., Martin, C. R.,
Pilkington, M., & Romero-Rivas, C. (2022). A systematic
review of disease related stigmatization in patients living
with prostate cancer. PloS one, 17(2), €0261557.
https://doi.org/10.1371/journal.pone.0261557

Lee, C., & Owens, G. (2002). Issues for a psychology of men's
health. Journal of Health Psychology. 7 (3), 209-217.

Lyimo, E. P.,, Rumisha, S. F., Mremi, I. R., Mangu, C. D.,
Kishamawe, C., Chiduo, M. G., Matemba, L. E., Bwana, V.
M., Massawe, 1. S., & Mboera, L. E. G. (2020). Cancer
mortality patterns in  Tanzania: A retrospective
hospital-based study, 2006-2015. JCO Global Oncology, 6,
224-232. https://doi.org/10.1200/120.19.00270

Makene, F. S., Ngilangwa, R., Santos, C., Cross, C., Ngoma, T.,
Mujinja, P. G. M., Wuyts, M., & Mackintosh, M. (2022).
Patients’ pathways to cancer care in Tanzania:
Documenting and addressing social inequalities in reaching
a cancer diagnosis. BMC Health Services Research, 22(1),

189. https://doi.org/10.1186/512913-021-07438-5

80


https://doi.org/10.1111/j.1467-8721.2009.01649.x
https://doi.org/10.1371/journal.pone.0261557
https://doi.org/10.1200/Jgo.19.00270
https://doi.org/10.1186/s12913-021-07438-5

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Makungu, M. L., & Mweya, C. N. (2023). Assessing
knowledge, attitude and practice towards prostate cancer
screening among males in Southwest Tanzania: A
cross-sectional study. Cancer Treatment and Research
Communications, 36, 100716.
https://doi.org/10.1016/j.ctarc.2023.100716

Maladze, N., Maphula, A., Maluleke, M., & Makhado, L.
(2023). Knowledge and attitudes towards prostate cancer
and screening among males in Limpopo Province, South
Africa. International Journal of Environmental Research
and Public Health, 20(6), 5220.
https://doi.org/10.3390/ijerph20065220

Matovelo, D., Ndaki, P., Yohani, V., Laisser, R., Bakalemwa, R.,
Ndaboine, E., Masatu, Z., Mwaikambo, M., Brenner, J. L.,
& Wilson, W. M. (2021). Why don’t illiterate women in
rural Northern Tanzania access maternal healthcare? BMC
Pregnancy and Childbirth, 21(1), 452.
https://doi.org/10.1186/s12884-021-03906-2

Mboera, L. E. G., Rumisha, S. F., Lyimo, E. P., Chiduo, M. G.,
Mangu, C. D., Mremi, I. R., Kumalija, C. J., Joachim, C.,
Kishamawe, C., Massawe, I. S., Matemba, L. E., Kimario,
E., Bwana, V. M. & Mkwashapi, D. M. (2018).
Cause-specific mortality patterns among hospital deaths in
Tanzania, 2006-2015. PLOS ONE, 13(10), e¢0205833.
https://doi.org/10.1371/journal.pone.0205833

Mbugua, R. G., Karanja, S., & Oluchina, S. (2021). Barriers and
facilitators to uptake of prostate cancer screening in a
Kenyan rural community. Annals of African Surgery, 18(3),
130-136. https://doi.org/10.4314/aas.v18i3.2

Mirambo, I. (2004). Oral literature of the Sukuma. Folklore:
Electronic Journal of Folklore, 26, 113—-122.

81


https://doi.org/10.1016/j.ctarc.2023.100716
https://doi.org/10.3390/ijerph20065220
https://doi.org/10.1186/s12884-021-03906-2
https://doi.org/10.1371/journal.pone.0205833
https://doi.org/10.4314/aas.v18i3.2

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Mokgobi, M. G. (2014). Understanding traditional African
healing. African Journal for Physical Health Education,
Recreation and Dance, 20(Suppl. 2), 24-34.

Morlando, M., Pelullo, C. P., & Di Giuseppe, G. (2017).
Prostate cancer screening: Knowledge, attitudes and
practices in a sample of men in Italy. A survey. PLOS ONE,
12(10), e0186332.
https://doi.org/10.1371/journal.pone.0186332

Musoke, D., Boynton, P., Butler, C., & Musoke, M. B. (2014).
Health-seeking behaviour and challenges in utilizing health
facilities in Wakiso District, Uganda. African Health
Sciences, 14(4), 1046-1055.
https://doi.org/10.4314/ahs.v14i4.36

Mutua, K., Pertet, A. M., & Otieno, C. (2017). Cultural factors
associated with the intent to be screened for prostate cancer
among adult men in a rural Kenyan community. BMC
Public Health, 17, 894.
https://doi.org/10.1186/s12889-017-4897-0

Odedina, F. T., Campbell, E. S., LaRose-Pierre, M., Scrivens, J.,
& Hill, A. (2008). Personal factors affecting
African-American men's prostate cancer screening
behaviour. Journal of  the National  Medical
Association, 100(6), 724-733.
https://doi.org/10.101 27-9684(15)31350-x

Olani, A. B., Olani, A. B., Muleta, T. B., Rikitu, D. H., &
Disassa, K. G. (2023). Impacts of language barriers on
healthcare = access and quality among  Afaan
Oromoo-speaking patients in Addis Ababa, Ethiopia. BMC
health services research, 23(1), 39.
https://doi.org/10.1186/s12913-023-09036-z

Ramaliba, T., Nomfuneko, S., Akhona, N., & Nontuthuzelo, N.
I. M. (2022). Prostate cancer patterns and trends in the

82


https://doi.org/10.1371/journal.pone.0186332
https://doi.org/10.4314/ahs.v14i4.36
https://doi.org/10.1186/s12889-017-4897-0
https://doi.org/10.1016/s0027-9684(15)31350-x
https://doi.org/10.1186/s12913-023-09036-z

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

Eastern Cape Province of South Africa, 1998-2017.
Frontiers in Public Health, 10, 882586.
https://doi.org/10.3389/fpubh.2022.882586

Shaikh, B. T., & Hatcher, J. (2005). Health seeking behaviour
and health service utilization in Pakistan: Challenging the
policy makers. Journal of Public Health, 27(1), 49-54.
https://doi.org/10.1093/pubmed/fdh207

Sileo, K. M., & Kershaw, T. S. (2020). Dimensions of masculine
norms, depression, and mental health service utilization:
results from a prospective cohort study among emerging
adult men in the United States. American Journal of Men's
Health, 14(1), 1557988320906980.
https://doi.org/10.1177/1557988320906980

Sun, X., Shi, Y., Zeng, Q., Wang, Y., Du, W., Wei, N., Xie, R., &
Chang, C. (2013). Determinants of health literacy and
health behaviour regarding infectious respiratory diseases:
a pathway model. BMC Public Health, 13, 26I.
https://doi.org/10.1186/1471-2458-13-261

Vapiwala, N., Miller, D., Laventure, B., Woodhouse, K., Kelly,
S., Avelis, J., Baffic, C., Goldston, R., & Glanz, K. (2021).
Stigma, beliefs and perceptions regarding prostate cancer
among Black and Latino men and women. BMC Public
Health, 21(1), 758.
https://doi.org/10.11 12889-021-1 -X

Wachira, B. W., Menganyi, L. W., & Mbugua, R. G. (2018).
Knowledge, perception and uptake of prostate cancer
screening: A cross-sectional study at a Level III hospital in
Kenya. Public Health Research, 8(4), 81-87.
https://doi.org/10.5923/].phr.20180804.01

Wahto, R. S., & Swift, J. K. (2016). Labels, gender-role conflict,
stigma, and attitudes toward seeking psychological help in

83


https://doi.org/10.3389/fpubh.2022.882586
https://doi.org/10.1093/pubmed/fdh207
https://doi.org/10.1177/1557988320906980
https://doi.org/10.1186/1471-2458-13-261
https://doi.org/10.1186/s12889-021-10793-x
https://doi.org/10.5923/j.phr.20180804.01

Jane Senga John / Journal of Sustainable Development, Policy and Gender 1(1)
(2026) pp 47-84

men. American Journal of Men’s Health, 10(3), 181-191.
https://doi.org/10.1177/1557988314561491

Wang, L., Lu, B., He, M., Wang, Y., Wang, Z., & Du, L. (2022).
Prostate cancer incidence and mortality: Global status and
temporal trends in 89 countries from 2000 to 2019.
Frontiers in Public Health, 10, 811044.
https://doi.org/10.3389/fpubh.2022.811044

Willard, A. K., Rosun, N., & de Barra, M. (2024). God,
witchcraft, and beliefs about illness in Mauritius. Religion,
Brain & Behaviour, 1-21.
https://doi.org/10.1080/2153599X.2024.2363748

84


https://doi.org/10.1177/1557988314561491
https://doi.org/10.3389/fpubh.2022.811044
https://doi.org/10.1080/2153599X.2024.2363748

