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ABSTRACT 

Aim: This Study is designed to estimate the frequency of stages of breast cancer at initial presentation. Determine the Factors 
influencing early versus late-stage presentation (age, education, income, urban/rural residency) and study the impact of stage at 
presentation on treatment options and prognosis. 

Methods: The Retrospective study was done in last 5 yearsinclude 203 patients who were admitted with carcinoma breast to 
general surgical wards in Medical College Hospital Ernakulam either from OPD or the Emergency Department. 
Result:Based on existing literature and epidemiological data, approximately 5% of patients are diagnosed with Stage IV 
(metastatic) breast cancer at initial presentation. Hence, the estimated proportion ppp was taken as 0.05, with q=1−p=0.95 q=1-
p=0.95q=1−p=0.95. A 95% confidence level was chosen to ensure adequate statistical reliability, and a margin of error of ±3% 
(0.03) was considered acceptable for the study's precision needs. 
Conclusion: Delays in presentation may be caused by obstacles such low health literacy, social stigma, fear, and inability to get 
frequent screening. These results highlight the need for more community-based, culturally relevant, and locally focused 

approaches that actively support early identification and prompt medical care, going beyond awareness-raising. 
Keywords: Breast Cancer, Cancer Staging, Tertiary Care, TNM Staging, Breast Cancer Awareness,Carcinoma Breast,Oncology 
Statistics. 
This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution‑Non 
Commercial‑Share Alike 4.0 License, which allows others to remix, tweak, and build upon the work non‑commercially, as long 
as appropriate credit is given and the new creations are licensed under the identical terms. 

 

INTRODUCTION 

Breast cancer is the most commonly diagnosed cancer 

among women worldwide and a leading cause of 

cancer-related deaths, particularly in low- and middle-

income countries (LMICs), where the burden of the 

disease is increasing due to limited access to early 

detection and treatment services.[1,2] Breast cancer 

remains one of the most prevalent cancers globally and 
a leading cause of cancer-related deaths among women. 

Early detection is crucial for improving treatment 

outcomes and survival rates. Despite advancements in 

breast cancer awareness, screening technologies, and 

treatment modalities, a significant number of patients 

continue to present to healthcare facilities at a late 

stage, especially in low- and middle-income 

countries.[3,4,5] 

Delay in the presentation of carcinoma breast to 

outpatient departments (OPD) is a multifaceted problem 

influenced by several factors, including patient-related 
delays and healthcare system inefficiencies.[6-8]This 

delay is often associated with poor prognosis, 

advanced-stage disease at diagnosis, and limited 

treatment options, resulting in higher morbidity and 

mortality rates. In rural or conservative societies, 

gender roles, fear of social ostracism, and the tendency 

to prioritize family responsibilities over personal health 

further contribute to late presentation.[9-11] 

Simultaneously, health system-related delays play a 

critical role. Limited access to healthcare infrastructure, 

long waiting times, inefficient referral systems, and a 
shortage of trained medical personnel often result in 

delayed diagnosis and treatment.[4,8,12,13] The absence of 

national screening programs or low participation in 

such programs further exacerbates the problem.[3] 

Studies from various regions have consistently shown 

that women from lower socioeconomic backgrounds 

and rural areas are disproportionately affected by delays 

in breast cancer diagnosis.[6,4,9] Additionally, disparities 

in healthcare access based on race, ethnicity, or 

geographic location can influence the time from 

symptom recognition to initiation of treatment.[10,12,14] 
This retrospective study aims to analyse the 

contributing factors to the delay in the presentation of 

breast cancer to OPD, evaluate the stage at which 
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patients present, and understand how these delays 

impact clinical outcomes. By identifying the root causes 

of such delays, this study will provide insights into 

potential interventions to promote earlier detection and 

improve breast cancer prognosis in affected 
populations.[12,13] 

 

MATERIALS & METHODS 

This study was conducted over a period of five years, 

retrospectively analysing patient records from the 

Department of General Surgery Government Medical 

College, Ernakulam-a tertiary care institution catering 

to a diverse population from both urban and rural areas 

of central Kerala. 

The study included all patients who were admitted with 

a diagnosis of carcinoma breast to the general surgical 

wards of Government Medical College Hospital, 
Ernakulam, either through the outpatient department 

(OPD) or via the Emergency Department during the 

study period. 

 

Inclusion Criteria 

 All patients diagnosed with carcinoma breast who 

were admitted to the general surgical wards from 

either the OPD or Emergency Department during 

the five-year study period. 

 

Exclusion Criteria 

 Patients below 30 years of age and above 70 years 

of age. 

 Patients with a history of other malignancies under 

active follow-up. 

Ethical clearance was obtained from the Institutional 

Ethics Committee prior to the commencement of the 

study. Patient data were collected retrospectively using 

a structured proforma. The proforma was used to 

extract relevant clinical, demographic, and diagnostic 

details from the case sheets of eligible breast cancer 

patients admitted during the defined study period, or 
until the required sample size (n = 203) was achieved. 

Data were collected using a pre-designed and validated 

proforma. Variables included patient demographics, 

presenting complaints, time from symptom onset to 

hospital presentation, diagnostic delays, staging at 

diagnosis, and initial treatment decisions. 

 

Statistical Analysis 

 Quantitative data (e.g., age, duration of symptoms) 

were summarized using mean and standard 

deviation. 

 Categorical data (e.g., stage at presentation, mode 

of admission) were presented as frequencies and 

percentages. 

 Comparisons between groups were performed 

using non-parametric tests, depending on the 

distribution of data. 

 A p-value < 0.05 was considered statistically 

significant. 

 All statistical analyses were performed using SPSS 

software (Statistical Package for the Social 

Sciences), version XX (please specify version 
used). 

 

RESULT 

The required sample size for this study was determined 

using the standard formula for estimating a population 

proportion with specified precision: 

Sample size is calculated using the formula. 

 

n= 3.84 x(p) x (q) 

d2 

 n = required minimum sample size. 

 Z = standard normal deviate corresponding to the 

desired confidence level (1.96 for 95% confidence, 

so Z2=3.84Z^2 = 3.84Z2=3.84). 

 p = estimated prevalence (proportion) of metastatic 

breast cancer at initial diagnosis. 

 q = 1 – ppp (the complement of the proportion). 

 d = acceptable margin of error (absolute precision). 

Based on existing literature and epidemiological data, 

approximately 5% of patients are diagnosed with Stage 

IV (metastatic) breast cancer at initial presentation. 

Hence, the estimated proportion ppp was taken as 0.05, 
A 95% confidence level was chosen to ensure adequate 

statistical reliability. This sample size provides a 

reliable estimate of the true proportion of metastatic 

breast cancer cases at presentation within a ±3% margin 

of error and at a 95% confidence level. 

 

Characteristic Value 

Mean Age (years) 53.4 ± 9.1 

Age Range (years) 30–70 

Gender Female (100%) 

Mode of Admission 

– Outpatient Department (OPD) 158 (77.8%) 

– Emergency Department 45 (22.2%) 

Mean Duration of Symptoms (months) 4.2 ± 2.8 

Delay in Presentation (>3 months) 121 (59.6%) 

Most Common Presenting Symptom Lump in breast (172 patients; 84.7%) 

Other Symptoms Pain (42; 20.7%), Nipple discharge (18; 8.9%), Ulceration (15; 7.4%) 

Table 1: Patient Demographics and Clinical Characteristics (n = 203) 
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Stage at Presentation (AJCC) Number of Patients Percentage (%) 

Stage 0 (DCIS) 6 3.0% 

Stage I 22 10.8% 

Stage II 79 38.9% 

Stage III 86 42.4% 

Stage IV (Metastatic) 10 4.9% 

Table 2: Stage at Initial Diagnosis (n = 203) 

 

DISCUSSION 

The delayed presentation of breast cancer continues to 

be a pressing challenge, particularly in low- and 

middle-income countries (LMICs), where the burden of 

late-stage diagnosis remains high. The present study, 
conducted at Government Medical College, Ernakulam, 

highlights several critical aspects of this issue, echoing 

global trends and contextual factors observed in prior 

literature. 

A significant proportion of the patients in our study 

presented at advanced stages (III and IV), consistent 

with reports indicating that 60–80% of breast cancer 

patients in LMICs are diagnosed at these stages.[1,2] This 

pattern reflects the interplay of patient-related, 

healthcare system, and sociocultural factors 

contributing to diagnostic delays. 
 

Patient-Related Delays 

One of the most prominent contributors to delayed 

presentation is poor awareness of breast cancer 

symptoms and risk factors. Our study's findings align 

with the research by Forbes et al., which suggests that 

women with limited health literacy or access to 

educational resources are less likely to recognize early 

warning signs such as a breast lump or nipple changes, 

leading to delayed medical consultations.[6] In addition, 

fear of diagnosis, social stigma, and misconceptions 

about cancer treatment-including fears of mastectomy 
or chemotherapy-were observed among patients in our 

context, mirroring patterns seen in studies from other 

LMICs.[4,7] 

 

Healthcare System Factors 

Infrastructural limitations within the healthcare system 

also played a substantial role in the delays identified. 

Similar to findings by Moodley et al., our study 

observed that referral delays, long waiting times, and 

restricted access to diagnostic imaging such as 

mammography and biopsy services led to late-stage 
diagnosis.[8] These systemic challenges are further 

compounded in rural settings, where disparities in 

healthcare access contribute to worse outcomes 

compared to urban populations.[9,10] 

Additionally, the lack of an organized national 

screening program in India, as highlighted by Gupta et 

al., further exacerbates the issue.[15] Without regular 

mammographic screening or community-based breast 

health initiatives, asymptomatic women are unlikely to 

be diagnosed early. 

 

 

 

Sociocultural and Psychological Factors 

Cultural stigma surrounding breast cancer continues to 

hinder early presentation. As reported by Jones et al., in 

some communities, breast cancer is perceived as a 

source of shame, especially when it affects marital 
prospects or female identity.[12] This stigma leads to 

denial, concealment of symptoms, and delays in seeking 

medical help. These findings were also reflected in our 

study, particularly among women from conservative or 

socioeconomically disadvantaged backgrounds. 

Psychological barriers-such as fear, denial, and anxiety-

were also notable. Molina et al. noted that even when 

symptoms are recognized, emotional factors such as 

dread of a cancer diagnosis or mistrust in the healthcare 

system can deter women from prompt medical 

consultation.[5] 
 

Clinical Implications of Delay 

The clinical implications of delayed presentation are 

profound. Our findings reinforce previous studies that 

link diagnostic delays with poorer survival outcomes 

and limited treatment options.[13,14] As highlighted by 

Richards et al., even a three-month delay can increase 

mortality risk by 12%, underscoring the critical need for 

timely diagnosis.[14] Patients diagnosed at later stages 

often require more aggressive treatments such as radical 

mastectomy and systemic chemotherapy, as observed 

both in our cohort and in broader literature.[11,13] 

 

Strategies for Improvement 

To address these challenges, multi-faceted interventions 

are needed. Public health education targeting breast 

cancer awareness, symptom recognition, and the 

importance of early detection should be prioritized. 

Community-based screening initiatives and mobile 

health units can be instrumental in reaching 

underserved populations, as suggested by Boulos et al. 

and Smith et al.[3,16] Furthermore, strengthening referral 

pathways and investing in diagnostic infrastructure are 
crucial steps toward reducing system-related delays 

 

CONCLUSION 

The experience from our tertiary care center in central 

Kerala, South India, reveals that despite sustained 

awareness campaigns and annual observances such as 

Breast Cancer Awareness Month (commonly known as 

the "Pink Month"), a significant number of women 

continue to present to healthcare facilities at advanced 

stages of breast cancer. This trend highlights a critical 

gap between awareness and action, indicating that 

current efforts may not be effectively translating into 
early detection behaviours. Barriers such as limited 
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health literacy, sociocultural stigma, fear, and lack of 

access to regular screening may contribute to delayed 

presentation. . These findings underscore the need for 

more localized, culturally appropriate, and community-

engaged strategies that go beyond awareness to actively 
promote early detection and timely medical 

intervention. 

 

REFERENCES 
1. Unger-Saldaña K. Challenges to the early diagnosis and 

treatment of breast cancer in developing countries. 
World J ClinOncol 2014;5(3):465-77. 

2. Forbes LJ, Simon AE, Warburton F, et al. Differences in 
cancer awareness and beliefs between Australia, 
Canada, Denmark, Norway, Sweden and the UK (the 
International Cancer Benchmarking Partnership): do 
they contribute to differences in cancer survival? Br J 
Cancer 2014;108(2):292-300. 

3. Smith RA, Andrews KS, Brooks D, et al. Cancer 
screening in the United States, 2017: a review of current 

American Cancer Society guidelines and current issues 
in cancer screening. CA Cancer J Clin 2017;67(2):100-
21. 

4. Fadelu T, RebbeckTR, Essel KG, et al. Impact of health 
insurance on the treatment of breast cancer in Ghana: a 
cross-sectional study. Lancet Glob Health 
2018;6(8):e924-33. 

5. Richards MA, Westcombe AM, Love SB, et al. 

Influence of delay on survival in patients with breast 
cancer: a systematic review. Lancet 
1999;353(9159):1119-26. 

6. Kumar A, Singh S, Ahuja J. Socio-cultural factors and 
breast cancer: a case study in rural Haryana. Int J Med 
Sci Public Health 2017;6(2):294-7. 

7. Montazeri A, Vahdaninia M, Harirchi I, et al. Breast 
cancer in Iran: need for greater women awareness of 

warning signs and effective screening methods. Asia 
Pac Fam Med 2003;2(4):204-7. 

8. Moodley J, Cairncross L, Naiker T, et al. From 
symptom discovery to treatment – women's pathways to 
breast cancer care: a cross-sectional study. BMC Cancer 

2018;18(1):312. 
9. Whitehead J, Law M, Dean W, et al. Barriers to breast 

cancer screening among women in rural Sri Lanka. 
Rural Remote Health 2016;16(1):3537. 

10. Jones CEL, Maben J, Jack RH, et al. A systematic 
review of barriers to early presentation and diagnosis 
with breast cancer among black women. BMJ Open 
2015;5(2):e006944. 

11. BoulosDN, Ghali RR, Ibrahim N. Breast cancer in 
middle-income countries: women's awareness and 
health-seeking behavior. Eur J Public Health 
2016;26(5):810-4. 

12. Molina Y, Silva A, Rauscher GH, et al. Racial/ethnic 
disparities in time to a breast cancer diagnosis: the 
mediating effects of healthcare facility factors. Med 
Care 2016;54(10):884-91. 

13. García-Jiménez R, Gascón-Catalán A, Trujillo-Gallego 
J, et al. Impact of delay on diagnosis and treatment of 
breast cancer in a tertiary care center. ClinTranslOncol 
2018;20(1):80-6. 

14. Caplan L. Delay in breast cancer: Implications for stage 
at diagnosis and survival. Front Public Health 
2014;2:87. 

15. Gupta A, Shridhar K, Dhillon PK. A review of breast 

cancer awareness among women in India: cancer 
literacy levels, mode of awareness dissemination, and 
implications for low-resource settings. Asia Pac J 
ClinOncol 2015;11(4):271-9. 

16. Sankaranarayanan R, Swaminathan R, Brenner H, et al. 
Cancer survival in Africa, Asia, and Central America: a 
population-based study. Lancet Oncol 2014;15(3):e112-
22. 

 


