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Abstract

Context: Across Africa, patients with potentially curable cancers may fail to initiate or complete 
recommended curative treatment. This preventable phenomenon, known as treatment abandonment, 
occurs amid limited diagnostic capacity, workforce shortages, and substantial financial and geographical 
barriers to care, highlighting the need for an integrated synthesis of its magnitude, determinants, 
consequences and potential remedies. This narrative review therefore examined the magnitude and 
patterns of cancer treatment abandonment in Africa, identified its socioeconomic and related determinants, 
evaluated its clinical consequences, and critically examined strategies for improving treatment completion.
Materials and Methods: Peer-reviewed literature was identified through searches of 
PubMed/MEDLINE, Scopus and CINAHL, supplemented by reference-list screening, with 53 
publications meeting the eligibility criteria and included in the narrative synthesis. Narrative synthesis 
accommodated the substantial heterogeneity in populations, cancer types, study designs and outcome 
definitions across the included evidence.
Results: Reported abandonment varied substantially across settings and observation periods, reaching 
54% in paediatric cohorts and approximately one-fifth among adults initiating chemotherapy. Financial 
hardship, compounded by transport costs, distance from treatment centres and inadequate health-insurance 
coverage, was the most consistently reported determinant, alongside health-system, sociocultural and 
psychosocial barriers. These patterns carried real clinical weight: abandonment was strongly associated 
with reduced event-free survival and premature mortality, and it complicated the interpretation of survival 
statistics whenever patients lost to follow-up were censored rather than treated as an adverse outcome. 
Encouragingly, multicomponent interventions combining financial assistance, transport reimbursement, 
residential accommodation, patient navigation and active follow-up substantially reduced abandonment 
where they were evaluated, although navigation alone could not overcome unaffordable treatment.
Conclusion: Cancer treatment abandonment in Africa is therefore best understood as a structural and 
largely preventable outcome rather than being attributed primarily to a failure of patient motivation. 
Reversing it will require financial protection integrated into routine cancer services, expanded health-
insurance coverage, decentralised care, standardised definitions and reporting, and reliable patient-
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tracking systems, supported by further prospective 
research, particularly among adult populations.
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Introduction
Cancer treatment outcomes in Africa remain 
constrained by limited diagnostic capacity, shortages 
of oncology professionals, inadequate treatment 
infrastructure and substantial financial and 

1,2geographical barriers to care . These constraints 
mean that, although several cancers are potentially 
curable when diagnosed early and treated 
appropriately, many patients are unable to begin or 
complete the recommended course of treatment, 
contributing to the survival inequalities observed 
between patients treated in African settings and those 

1,3receiving care in better-resourced health systems .
One reason these constraints translate into worse 
outcomes is that cancer treatment itself is 
demanding: it frequently involves multiple 
investigations, surgery, repeated chemotherapy 
cycles, radiotherapy and supportive care delivered 
over several months. In many African countries, 
specialised oncology services are concentrated in 
major cities, so diagnosis and treatment can be 

4delayed well before a patient ever begins therapy . 
Patients living in rural or underserved areas may 
therefore have to travel long distances and meet the 
costs of transportation, accommodation, food, 

5diagnostic tests and medicines , while treatment can 
also result in loss of employment or household 

6income for patients and caregivers . Together, these 
combined pressures can make continued attendance 
difficult, even when patients and families remain 
committed to treatment.
It is against this backdrop that failure to initiate or 
complete treatment delivered with curative intent for 
reasons that are not medically indicated, commonly 
termed treatment abandonment, has become 
increasingly recognised as an important and largely 
preventable cause of poor cancer outcomes in 

1,7Africa . Treatment abandonment and related terms, 
including refusal, default and loss to follow-up, are 
defined more fully later in this review.
 Although the label can appear to place responsibility 
on patients or caregivers, discontinuation is 
frequently shaped by exactly the circumstances just 
described, including inadequate insurance coverage, 
restrictive hospital policies, limited social support 

5,8-10and financial hardship . These interacting 
socioeconomic, geographical, clinical and health-
system barriers recur across diverse settings, shaping 
outcomes for children with cancer as much in East 

11-14Africa as in Southern and Central Africa .

While most of this evidence concerns childhood 
cancer, where abandonment is recognised as an 

2important cause of treatment failure , the problem 
affects adults as well: comparable inequalities in 
treatment initiation, guideline concordance and 
completion have been documented in breast cancer 
services across sub-Saharan Africa, and in default 
from breast- and thyroid-cancer treatment 

15-18specifically . This adult evidence nonetheless 
remains more limited and less consistently defined 
than the paediatric literature.
Whichever population is affected, treatment 
abandonment carries serious consequences, 
including disease progression, relapse, loss of 

7curative opportunity and premature mortality ; it can 
also bias survival estimates when patients with 
unknown outcomes are censored without active 

19,20
tracing . These consequences are not, however, 
inevi table:  evidence f rom cash- t ransfer  
programmes, patient navigation, transport 
reimbursement and residential accommodation 
suggests that abandonment can be reduced through 

21-24targeted support .
Building on this evidence, this narrative review 
examines the magnitude and patterns of cancer 
treatment abandonment in Africa, identifies its 
socioeconomic and related determinants, evaluates 
its clinical consequences, and critically considers 
strategies for improving treatment completion. It 
also identifies evidence gaps and priorities for 
clinical practice, cancer policy and future research.

Methods
Search strategy and eligibility criteria
This narrative review synthesised peer-reviewed 
literature concerning cancer treatment abandonment 
in Africa. Relevant publications were identified 
through searches of PubMed/MEDLINE, Scopus 
and CINAHL conducted in August 2026, covering 
records indexed from database inception to that date. 
The search combined Medical Subject Headings and 
controlled-vocabulary terms with truncated free-text 
terms related to cancer, treatment discontinuation 
and the African setting. These included “cancer,” 
“neoplasm,” “oncology,” “treatment abandonment,” 
“treatment refusal,” “treatment default,” “treatment 
interruption,” “treatment non-completion,” “loss to 
follow-up,” “treatment adherence,” “Africa,” and 
the names of individual African countries. The 
complete search strings applied to each database are 
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reviews that have organised comparably 
heterogeneous oncology evidence into similarly 

25
delineated thematic sections .

C o n c e p t u a l i s i n g  C a n c e r  Tr e a t m e n t  
Abandonment
Cancer treatment abandonment is most consistently 
defined in paediatric oncology. The International 
Society of Paediatric Oncology Working Group 
defines it as failure to initiate or complete treatment 
delivered with curative intent, commonly 
operationalised as an interruption of four or more 

7
consecutive weeks . This definition recognises both 
refusal before treatment begins and discontinuation 
after treatment has commenced while allowing the 
timing of abandonment to be documented. It 
excludes interruptions caused by clinical 
contraindications, treatment-related death or 
planned transition to palliative care.
Despite this guidance, terminology remains 
inconsistent across African cancer studies. 
Abandonment, default, non-completion, refusal, 
interruption and loss to follow-up are sometimes 
used interchangeably, although they represent 
different events. Treatment refusal ordinarily 
describes an explicit decision not to commence 
recommended therapy, whereas interruption refers to 
a temporary break that may or may not progress to 
permanent discontinuation. Treatment default 
generally indicates failure to attend or continue 
treatment according to schedule, but the duration 
required for classification varies between studies. 
Loss to follow-up is an administrative or 
observational outcome indicating that a patient’s 
status is unknown. It cannot automatically be 
interpreted as abandonment because the patient may 
have transferred to another facility, continued 

19,26treatment elsewhere or died .
These distinctions have important implications for 
estimating the magnitude and consequences of 
abandonment. Studies that exclude patients who do 
not initiate therapy may underestimate the overall 
burden, while those that classify every patient lost to 
follow-up as having abandoned treatment may 
overestimate it. Conversely, censoring patients at 
their last recorded visit can produce artificially 
favourable survival estimates if a substantial 
proportion subsequently discontinue treatment or 

19,20die . Treatment abandonment should therefore be 
recorded as a distinct adverse outcome, accompanied 

provided in the Supplementary File (Tables S1–S3). 
Reference lists of relevant articles and reviews were 
also examined to identify additional publications.
Publications were considered relevant when they 
examined the initiation, continuation, interruption, 
abandonment, refusal or completion of cancer 
treatment in an African country. Evidence involving 
paediatric and adult populations was included. 
Eligible publications comprised observational 
studies, qualitative and mixed-methods research, 
intervention evaluations, relevant reviews and 
consensus papers. 
Studies concerned solely with cancer screening or 
early detection, with no clear connection to 
subsequent cancer treatment, were excluded, 
alongside conference abstracts, protocols, non-peer-
reviewed publications and studies conducted outside 
Africa. Two reviewers screened and selected the 
retrieved publications for inclusion. Fifty-three 
publications meeting these criteria were included in 
the review; the full list, with source type, focus area 
and relevance to the review, is provided in the 
Supplementary File (Table S4).

Evidence synthesis
The selected evidence was synthesised narratively 
because the studies differed considerably in their 
populations, cancer types, treatment settings, study 
designs and outcome definitions. Findings were 
organised into four principal areas: the magnitude 
and patterns of cancer treatment abandonment, 
socioeconomic and related determinants, clinical 
consequences and strategies for improving treatment 
completion. A social-ecological framework was used 
to organise the identified determinants across 
patient, household, community, healthcare-
organisation and wider health-system levels. 
Geographical and treatment-related influences were 
presented as additional categories that interact across 
these levels. This framework guided the presentation 
of determinants in Table 3 and their interpretation as 
in terconnected  inf luences  on  t rea tment  
abandonment. Treatment abandonment was 
distinguished from refusal, temporary interruption, 
medically indicated discontinuation and loss to 
follow-up whenever the definitions reported in the 

2,7original studies permitted this distinction . 
Differences between paediatric and adult cancer care 
were also considered throughout the synthesis, and 
the resulting structure mirrors other recent narrative 
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Magnitude and Patterns of Cancer Treatment 
Abandonment in Africa
Evidence on cancer treatment abandonment in Africa 
is geographically uneven and dominated by 
paediatric oncology studies from sub-Saharan 
Africa. Published studies have mainly originated 
from Cameroon, Ethiopia, Ghana, Kenya, Malawi, 
Nigeria, Tanzania, Uganda and Zambia, with 
additional multicountry evidence coordinated 
through CANCaRe Africa. Consequently, the 
available literature does not provide a continent-
wide prevalence estimate. Reported proportions vary 
substantially according to country, treatment centre, 
cancer type, study period, abandonment definition 

2,27and the completeness of patient tracing .
Some of the highest proportions have been reported 
in East Africa. In Western Kenya, 98 of 180 children 
with documented outcomes abandoned treatment, 

10representing 54% of the cohort . Among children 

by information on when it occurred and, where 
7,27

ascertainable, why it occurred .
The term also requires non-judgemental 
interpretation. “Abandonment” may suggest that 
patients or caregivers are responsible for treatment 
failure. However, African studies consistently show 
that discontinuation is shaped by financial hardship, 
geographical inaccessibility, institutional barriers 

2 , 5and inadequate  suppor t .  Accordingly,  
abandonment is better understood as an outcome 
arising from interactions between patients, 
households, healthcare institutions and wider 
financing and service-delivery systems.

treated for cancer in Zambia, only 8% completed 
their prescribed regimen, with most patients either 

13
dying during treatment or abandoning care . A more 
recent Ethiopian study reported abandonment among 
39.2% of children managed at the University of 

28
Gondar Comprehensive Specialized Hospital . Data 
from a more recently established paediatric oncology 
unit elsewhere in Ethiopia similarly documented 
substantial early loss of patients from treatment, 
illustrating the difficulties that services can face in 
their first years of operation before referral 
pathways, financing arrangements and patient-

29tracking systems are fully established . These results 
contrast with a prospective five-centre CANCaRe 
Africa study in which 7% of 252 children abandoned 
treatment during the first three months. However, 
this shorter observation period may not have 

27
captured abandonment occurring later in therapy .
Recent prospective evidence confirms substantial 
variation between treatment centres. In a cohort of 
370 children with five common and curable cancers 
in Ethiopia and Uganda, the overall cumulative risk 
of abandonment was 43%, ranging from 20% in 
Mbarara to 54% in Gondar. Abandonment was 
highest among children with retinoblastoma and 

30Wilms tumour, at 49% and 48%, respectively . This 
variation suggests that abandonment is influenced by 
local service organisation and socioeconomic 
conditions rather than cancer diagnosis alone. 
Comparable difficulties have been documented for 
Burkitt lymphoma, a highly curable but rapidly 
progressive cancer for which delay of any kind is 
especially costly. A large registry-based study of 934 
children treated in Cameroon found a median delay 
of 31 days between symptom onset and diagnosis and 
predominantly advanced-stage disease at 
presentation, circumstances that increase both the 
clinical urgency and the financial burden of 

31completing treatment . A prospective clinical-care 
project for children with endemic Burkitt lymphoma 
in Uganda likewise identified early loss from 
treatment as an important constraint on survival, 
reinforcing that abandonment affects fast-moving as 

32well as slower-growing childhood cancers .
Evidence among adults is more limited. In the 
multicountry ABC-DO cohort, 20% of women who 
initiated chemotherapy for non-metastatic breast 
cancer abandoned treatment, while many others did 
not initiate or adequately complete indicated 

18multimodal therapy . In Nigeria, only 31 of 44 

Table 1: Definitions of treatment abandonment 
and related outcomes
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women with locally advanced breast cancer 
completed the full course of neoadjuvant 
chemotherapy, with the remainder discontinuing 

16before completion . A larger, institution-based case-
control study across four Ethiopian tertiary hospitals 
reported that 329 of 1,740 women receiving 
chemotherapy for breast cancer, or 18.9%, 
abandoned treatment, confirming that abandonment 
remains a substantial problem in adult oncology even 
in relatively centralised, well-established cancer 

33services . High default has also been documented in 
15

thyroid cancer management . Overall, the evidence 
indicates a substantial but inconsistently measured 
problem, with paediatric estimates better 
characterised than adult treatment abandonment.

D e t e r m i n a n t s  o f  C a n c e r  Tr e a t m e n t  
Abandonment
Cancer treatment abandonment in Africa rarely 
results from a single factor. It is more appropriately 
understood as the outcome of interacting 

Table 2: Selected African studies reporting treatment 
abandonment or non-completion

socioeconomic, geographical, health-system, 
sociocultural, psychosocial and clinical influences. 
The relative importance of these factors varies across 
populations and treatment settings, but financial 
hardship and limited access to care are the most 
consistently reported determinants.

Socioeconomic determinants
Direct and indirect treatment costs are central drivers 
of abandonment. Even where clinical services are 
subsidised, families may still pay for diagnostic tests, 
medicines, blood products, transportation, food and 
accommodation. These expenses are compounded 
by lost income when patients or caregivers must 
leave work for repeated hospital visits. In a 

multicentre CANCaRe Africa study, 65% 
of participating families borrowed money 
to reach the hospital for diagnosis and 
treatment initiation. Abandonment 
occurred more frequently among families 
who borrowed money than among those 

27who did not . Caregivers in southwest 
Uganda similarly identified insufficient 
money as the principal reason for 

5discontinuing their children’s treatment .
Insurance coverage can protect families 
against abandonment, although access and 
benefit packages remain inconsistent. In 
Western Kenya, inadequate access to 
health insurance was reported alongside 
treatment and transportation costs as a 

1 0major reason for abandonment . 
Subsequent Kenyan research found that 
health-insurance access was associated 
with better childhood cancer outcomes, 
while hospital policies and continued out-
of-pocket expenditure could still 

9,35undermine treatment completion . In 
Ethiopia, health insurance and caregiver 
employment  were independent ly  
associated with a lower likelihood of 
c h i l d h o o d  c a n c e r  t r e a t m e n t  

28abandonment . Closing this coverage gap 
is likely to require innovation as well as 
expansion of existing schemes; mobile-

network-based models for extending health-
insurance enrolment and premium collection have 
been proposed as one route to increasing coverage in 
Nigeria, and comparable technology-enabled 
financing mechanisms could plausibly help to reduce 
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the out-of-pocket costs that contribute to cancer 
36

treatment abandonment elsewhere on the continent .

Geographical barriers
The centralisation of cancer services creates 
additional costs and practical difficulties for patients 
living far from specialist hospitals. Long-distance 
travel may require several transport connections, 
overnight accommodation and prolonged separation 
from employment and other family responsibilities. 
In Zambia, greater distance from the treating hospital 
increased the likelihood of childhood cancer 
treatment abandonment, while lower maternal 

13
education was also associated with greater risk . 
Transportation difficulties were likewise reported by 

2,10families in Kenya and Malawi . Comparable 
barriers have been identified in Nigeria, where 
distance from the treatment centre, cost of care and 
delayed presentation continued to limit outcomes for 
children with Wilms tumour despite improvements 

37in surgical and oncological services . Geographical 
access is therefore closely connected to household 
resources because even an available oncology 
service may remain functionally inaccessible when 
families cannot afford repeated journeys.

Health-system determinants
Treatment abandonment is also influenced by how 
cancer services are organised and delivered. Delays 
in diagnosis, prolonged waiting times, unavailable 
medicines, fragmented referrals and weak follow-up 
systems increase both the financial and 
psychological burden of care. Parents of children 
with Wilms tumour in Kenya identified inefficient 
services, drug unavailability and inadequate 
understanding of treatment plans as barriers to 

38completion . Studies in Uganda and Tanzania have 
similarly documented delayed treatment initiation, 
limitations in diagnostic and treatment capacity, and 
difficulties maintaining patients throughout 

4,12prolonged treatment pathways .
Communication is particularly important. Families 
who do not understand the diagnosis, treatment 
duration, expected adverse effects or purpose of each 
treatment phase may discontinue care when 
symptoms improve or toxicity develops. Poorly 
communicated prognostic information may also 
reinforce the belief that continued treatment offers 
little benefit. Conversely, respectful communication 
and clear treatment plans can strengthen trust and 

6,11help families anticipate treatment demands .

Sociocultural and psychosocial determinants
Cancer-related beliefs, fear and social relationships 
influence treatment decisions within the constraints 
created by poverty and service access. Some patients 
and caregivers perceive cancer as incurable, interpret 
treatment toxicity as evidence that therapy is 
harmful, or seek traditional or religious care. In 
Ethiopia, the belief that cancer was incurable and the 
perception that a child appeared cured were 

28associated with abandonment . A qualitative study 
using a social-ecological model in Ethiopia similarly 
found that patients experienced psychosocial 
challenges across individual, interpersonal, 
community and policy levels, reinforcing the view 
that decisions about continuing treatment cannot be 
separated from patients’ wider social and economic 

39circumstances . Earlier qualitative work with 
guardians of children with cancer in Malawi found 
that adherence to treatment plans was shaped by their 
understanding of the illness and their trust in, and 
relationships with, hospital staff, in addition to 
material constraints, underlining that these beliefs 
should not be examined separately from experiences 
of unaffordable, inaccessible or poorly explained 

40treatment .
Family and community support can either facilitate 
or hinder treatment completion. In Kenya, parents’ 
social networks affected decisions to continue 
childhood cancer treatment, demonstrating that 
advice, financial assistance and community attitudes 

8
can shape engagement with care . Caregiver distress, 
competing childcare responsibilities and fear of 
disfiguring treatment may also influence decisions. 
Among Nigerian women receiving neoadjuvant 
chemotherapy, financial constraints were a major 
reason for default, while some women declined 
surgery after responding to chemotherapy, partly 

16because of fear of mastectomy .

Clinical and treatment-related determinants
Advanced disease, poor prognosis, treatment 
toxicity, malnutrition, relapse and long treatment 
duration can reduce the perceived feasibility or value 
of continuing therapy. Treatment-related adverse 
effects may generate additional costs and reinforce 
fear, particularly when supportive care is limited. 
The complexity of multimodal treatment also creates 
multiple points at which discontinuation can occur. 
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Consequences of Treatment Abandonment
Treatment abandonment has immediate and long-
term consequences for patients, families, healthcare 
services and the interpretation of cancer outcomes. 
Its most important clinical effect is the interruption of 
treatment before sufficient disease control has been 

achieved. For cancers requiring sequential 
chemotherapy, surgery, radiotherapy or prolonged 
maintenance therapy, incomplete treatment can 
permit residual malignant cells to survive, resulting 
in disease persistence, progression or relapse. 
Patients may subsequently return with advanced 
disease, severe symptoms or complications that are 
more difficult and expensive to manage. In such 
circumstances, an initially curable cancer may no 

1,7longer be amenable to curative treatment .
African studies demonstrate a strong association 
between abandonment and mortality. In Western 
Kenya, 37 of the 46 children whose families were 
interviewed after treatment abandonment had died, 

10
while only nine remained alive . Research on Wilms 
tumour in Kenya similarly found that abandonment 
contributed substantially to poor survival, alongside 
on-treatment mortality and limitations in service 

38,43delivery . Studies from Uganda, Tanzania and 
Zambia have also identified abandonment and 
incomplete treatment as important contributors to 

u n f a v o u r a b l e  p a e d i a t r i c  c a n c e r  
12,13,34outcomes . Comparable findings have 

been reported for Burkitt lymphoma, where 
diagnostic delay and early loss from care in 
Cameroon and Uganda were linked to 
advanced disease at presentation and 

31,32constrained survival .
Multicentre prospective evidence provides 
a clearer estimate of the survival effect. 
Among 366 children with common and 
potentially curable cancers treated across 
seven African hospitals, 24% abandoned 
treatment. Two-year event-free survival 
was 40.8% when abandonment was 
counted as an adverse event but increased 
to 59.2% when patients who abandoned 
treatment were censored. Retinoblastoma 
had the highest abandonment proportion at 

2038% . A subsequent cohort from Ethiopia 
and Uganda produced a similar pattern: 
two-year event-free survival was 28% 
when abandonment was treated as an event 
and 59% when abandoned patients were 
30censored . These findings demonstrate both the 

direct survival consequences of abandonment and 
the potential improvement achievable through 
prevention.
Treatment abandonment also compromises the 
validity of cancer-survival statistics. Patients who 

Table 3: Determinants of cancer treatment abandonment 
within a social-ecological framework

In the ABC-DO cohort, women experienced 
substantial gaps in the initiation and completion of 
surgery, chemotherapy, radiotherapy and endocrine 
therapy, illustrating how treatment complexity 
interacts with service availability and household 

18
circumstances . In Tanzania, variable compliance 
with Wilms tumour treatment protocols was itself 
associated with poorer outcomes, indicating that 
incomplete adherence to treatment schedules can 
compromise survival even when it falls short of 

41outright abandonment . Among adults, integrated 
delivery of chemotherapy alongside antiretroviral 
therapy has been associated with good retention in 
care for HIV-associated Kaposi sarcoma in rural 
Malawi, suggesting that coordinated, co-located 
services can support continuation of cancer 

42treatment even in resource-limited settings . 
Treatment abandonment is therefore best understood 
as a cumulative process in which clinical demands 
interact with household vulnerability and health-
system limitations.

www.ibommedicaljournal.org 1096Ibom Med. J. Vol.19 No.4. October-Dec., 2026



Oderinde C et al Cancer Treatment Abandonment in Africa...

disappear from care are frequently censored at their 
last recorded appointment. If many subsequently die, 
this method produces artificially favourable survival 
estimates. Active tracing of children with lymphoma 
in Malawi demonstrated that assumptions about 
patients lost to follow-up materially influenced 

19estimated survival . Similar challenges have been 
identified in multicountry research on Kaposi 
sarcoma, where incomplete outcome ascertainment 

26complicated survival analysis .
The consequences extend beyond mortality. 
Families may experience guilt, distress, debt and 
continuing expenditure as a patient’s condition 
deteriorates. Health systems also lose resources 
already invested in diagnosis and partially delivered 
treatment. Furthermore, visible treatment failure 
may reinforce community beliefs that cancer is 
inevitably fatal, potentially discouraging other 
patients from seeking or continuing care. Treatment 
abandonment therefore perpetuates a cycle of poor 
outcomes, distrust and delayed engagement with 
oncology services.

Strategies for Improving Treatment Completion
Preventing cancer treatment abandonment requires 
interventions that address the multiple barriers 
experienced by patients and families. However, the 
supporting evidence varies in design and in whether 
abandonment or treatment completion was directly 
evaluated. Financial-support programmes and 
patient navigation have been evaluated in 

22,23,44,45intervention studies reporting these outcomes , 
whereas residential accommodation is supported by 

24observational comparisons . Other strategies draw 
on feasibility studies, identified barriers or broader 
evidence concerning access to and continuity of 
cancer care. The findings therefore distinguish 
directly evaluated interventions from approaches 
whose specific effects on abandonment remain 
uncertain.

Financial assistance
Financial support is the most directly evaluated 
strategy. In Blantyre, Malawi, a comprehensive 
intervention funded treatment, transport, 
accommodation and food while providing 
counselling and active tracking of patients who 
missed appointments. Treatment abandonment 
decreased from 19% in the historical cohort to 7% in 
the intervention cohort. The proportion of patients 

with acute lymphoblastic leukaemia, retinoblastoma 
or Wilms tumour who were alive without evidence of 
disease at the end of treatment also increased from 

44,4538% to 53% .
The Malawi programme continued after its initial 
implementation, although transport reimbursement 
was subsequently limited to travel within the 
patient’s home district. Abandonment remained 
relatively low at 9% in 2022, 10% in 2023 and 3% in 
2024, although some patients in the final cohort were 
still receiving treatment. Local ownership, 
demonstrated effectiveness and alternative donor 
support promoted sustainability, while continued 
dependence on external funding remained a 

22concern . A subsequent synthesis of the lessons 
learned from the Malawi programme concluded that 
comprehensive, context-adapted financial and 
psychosocial support could be delivered cost-
effectively, and proposed principles for extending 
comparable models to other sub-Saharan African 

4 6sett ings .  The model has informed the 
implementation of an unconditional cash-transfer 
programme in two Ethiopian paediatric oncology 
centres, illustrating the importance of adapting 
financial interventions to local contexts rather than 
transferring them unchanged between countries.
Transport reimbursement can also be delivered 
through mobile technology. In Malawi, patients with 
lymphoma received appointment reminders and 
upfront transport payments through mobile money. 
Among 320 transfers sent to interested patients, 312 
were followed by timely attendance. However, many 
patients could not be reached by telephone, 
indicating that mobile interventions may exclude 
those with unstable connectivity or outdated contact 

21details . These findings support the feasibility of 
mobile-money reimbursement and its potential to 
facilitate attendance, but do not establish a direct 

21reduction in treatment abandonment .

Patient navigation and active follow-up
Patient navigators can help patients understand 
treatment plans, coordinate appointments, access 
financial assistance and reconnect with services after 
missed visits. In Côte d’Ivoire, a prospective 
randomised study found that navigation significantly 
reduced refusal and abandonment among patients 
receiving lymphoma chemotherapy. Nevertheless, 
only approximately one-third of patients in both 
groups completed therapy, largely because financial 
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barriers persisted. Navigation may therefore 
improve coordination but cannot fully compensate 

23
for unaffordable treatment .
Navigation combined with cost sharing and 
coordinated diagnostic services has also been 

47
implemented in breast cancer care in Uganda . More 
recent evidence from digestive-tract cancer care in 
Kenya showed that navigation alone did not 
substantially improve treatment initiation time or 
completion, reinforcing the need to address 

48structural barriers alongside coordination . Active 
follow-up should include reliable recording of 
contact information, rapid response to missed 
appointments and collaboration with community 
health workers where feasible.

Residential accommodation and decentralised 
care
Residential hostels reduce repeated travel and 
provide accommodation near treatment centres. In 
Tanzania, children who used a cancer hostel had 
lower treatment abandonment than non-users, at 
27% compared with 37%, and higher one-year 

24survival, at 47% compared with 37% . Although the 
observational design prevents firm causal 
conclusions, the findings support accommodation as 
part of a broader retention strategy.
Decentralised or shared-care models may also 
reduce travel burdens. Establishing oncology 
services closer to patients, while maintaining referral 
pathways to specialist centres, can improve 
accessibility. Rwanda’s rural Hodgkin lymphoma 
programme demonstrated that protocol-based 
chemotherapy could be delivered outside a major 
urban centre, although treatment discontinuation and 
loss to follow-up remained associated with worse 

49survival . This programme supports the feasibility of 
rural cancer-treatment delivery, but does not 
establish the independent effect of decentralisation 

49on treatment abandonment .

Education and psychosocial support
Patients and caregivers require clear, repeated and 
culturally appropriate information about diagnosis, 
treatment duration, expected toxicity and the 
consequences of interruption. Counselling should 
begin at diagnosis and continue throughout 
treatment, particularly when symptoms improve or 
adverse effects occur. Families at high risk of 
abandonment should be identified early and referred 

to social workers, peer-support groups and financial 
6,38assistance programmes . These recommendations 

are supported by studies identifying limited 
understanding, fear and communication difficulties 

6,38as barriers to continued treatment . Their 
independent effects on abandonment were not 
established by the cited studies, although counselling 
has been incorporated into multicomponent 

44,45
programmes reporting improved outcomes .

Health-system strengthening
Sustainable improvement requires reliable medicine 
supplies, shorter waiting times, functional referral 
systems, appropriate supportive care and 
standardised patient tracking. Locally adapted 
treatment protocols can improve feasibility, but they 
must preserve treatment effectiveness. The Wilms 
Africa programme demonstrated the potential of 
context-adapted guidelines while showing that 
abandonment and treatment-related mortality 

50remained major barriers to survival . In Kenya, the 
introduction of a formalised evaluation and planning 
tool helped treatment centres to identify service gaps 
and prioritise improvements in paediatric oncology 

51care . Establishing a dedicated paediatric 
haematology-oncology programme in Botswana 
similarly showed that structured investment in 
specialist services, staff training and supply chains 
could strengthen the foundations needed for patients 

52to complete treatment .
Health systems seeking to design or refine such 
services may also benefit from engaging patients, 
caregivers and communities directly in the process. 
Participatory action research approaches, in which 
affected communities help to define problems and 
co-produce solutions, have been proposed as a way 
of improving the relevance, acceptability and 
sustainability of public health interventions more 
broadly, and could plausibly strengthen the design of 
abandonment-prevention programmes in cancer 

5 3care . Overall, evaluated multicomponent 
programmes provide encouraging evidence that 
practical and psychosocial support can reduce 

22,44,45abandonment . However, their designs do not 
establish the separate contribution of each 
component, and strategies supported mainly by 
broader service-delivery evidence require further 
evaluation using abandonment and treatment-
completion outcomes.
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Discussion
This review indicates that treatment abandonment is 
a substantial but highly variable contributor to cancer 

10treatment failure in Africa. Njuguna et al.  reported 
that 54% of children with documented outcomes in 
Western Kenya abandoned treatment, whereas 

27Chagaluka et al.  observed abandonment in 7% of 
children during the first three months of treatment 
across five African hospitals. More recent research 
estimated a cumulative risk of 43% across centres in 

30Ethiopia and Uganda . These estimates are not 
necessarily contradictory. Differences in follow-up 
duration, cancer type, financial support, institutional 
capacity and patient tracing may explain much of the 
variation. Together, they show that abandonment is 
sensitive to how and where treatment is delivered.
The most consistent agreement across studies 
concerns financial hardship. Ugandan caregivers 
identified lack of money as the main reason for 

Table 4: Strategies for improving cancer treatment 
completion in African settings and their supporting 
evidence

discontinuing their children's treatment, 
while the CANCaRe Africa cohort found 
greater abandonment among families who 

5,27borrowed money to reach hospital . 
2Mansell and Purssell  similarly identified 

finance, insurance and transportation as 
leading determinants. Nigerian and Kenyan 
evidence clarifies how financial hardship 
o p e r a t e s .  I n a b i l i t y  t o  p u r c h a s e  
chemotherapy contributed to breast cancer 
treatment default in Nigeria, while 
insurance access influenced childhood 

9,16,35cancer outcomes in Kenya . Poverty 
therefore affects completion through 
treatment charges, travel expenses, income 
loss and inadequate financial protection.
Studies differ more in the emphasis placed 
on beliefs and treatment perceptions. Molla 

28et al.  associated abandonment with 
believing cancer was incurable and 
perceiving that a child appeared cured. 

6Renner and McGill  also found that parental 
understanding influenced retention. 

5 40However, Atwiine et al.  and Israëls et al.  
showed that such decisions often occurred 
alongside severe financial and logistical 
constraints. This suggests that beliefs 
should not be interpreted as isolated cultural 
explanations. Fear and perceptions of 
recovery may become more influential 
when treatment is unaffordable, toxic or 

poorly explained. Education is important, but it 
cannot substitute for practical support.
Comparison between paediatric and adult evidence 
reveals an important conceptual gap. Paediatric 
studies generally apply the definition proposed by 

7Mostert et al. , whereas adult studies use refusal, 
default, discontinuation and loss to follow-up less 

18consistently. Foerster et al.  found gaps across 
chemotherapy, surgery, radiotherapy and endocrine 
therapy among women with breast cancer. 

16Egwuonwu et al.  similarly found that some 
Nigerian women defaulted because chemotherapy 
was unaffordable, while others declined surgery after 
clinical improvement because of concerns about 
mastectomy. Adult discontinuation may therefore 
combine structural barriers, patient preferences and 
autonomy. Direct comparison with caregiver-
mediated paediatric abandonment is consequently 
difficult, supporting the need for standardised adult 
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definitions.
Intervention studies support the structural 
interpretation but show that individual strategies 
have different limitations. In Malawi, financial 
support combined with transport, accommodation, 
food, counselling and active tracking reduced 
abandonment from 19% to 7%, with later evidence 
showing that the improvement was largely 

22,45
sustained . Mobile-money transfers also supported 
timely attendance, although unreachable patients 

21could not benefit . In Côte d'Ivoire, navigation 
reduced refusal and abandonment, but overall 
completion remained low because financial barriers 

23persisted . A Tanzanian hostel was associated with 
lower abandonment and better survival, although its 

24observational design limits causal conclusions . 
These findings favour multicomponent programmes 
over isolated education or navigation.
The evidence remains concentrated in paediatric 
oncology and a limited number of sub-Saharan 
African centres. Retrospective designs, inconsistent 
observation periods and incomplete tracing restrict 
comparison and generalisability. Patients recorded 
as lost to follow-up may have transferred or died; 
censoring them can consequently overestimate 

19,26survival .
The narrative review methodology also has 
limitations. Although three databases and reference 
lists were searched and two reviewers screened and 
selected publications, relevant literature may have 
been missed, and selection bias cannot be excluded. 
The absence of a reported formal study-quality 
appraisal limits assessment of how methodological 
weaknesses in individual studies may have 
influenced the synthesis. Future prospective studies 
should distinguish non-initiation, temporary 
interruption, abandonment, transfer and death, 
particularly in adult oncology and underrepresented 
African regions. Intervention research should 
evaluate which combinations of financial protection, 
navigation, accommodation, decentralised care and 
psychosocial support are effective, equitable and 
sustainable within routine services.

Implications for Policy, Practice and Research
Reducing treatment abandonment requires 
coordinated action across clinical practice, 
healthcare financing and research. At the service 
level, African cancer programmes should recognise 
abandonment as a distinct and preventable adverse 

outcome rather than treating it simply as patient non-
adherence. Treatment centres should assess 
financial, geographical and psychosocial risks when 
treatment is initiated and use the findings to connect 
vulnerable patients with transport assistance, 
accommodation, counselling and social support. 
These measures should be supported by patient-
tracking systems that distinguish treatment 
initiation, interruption, completion, transfer and vital 

7,19status using standardised definitions .
However, treatment-centre interventions will have 
limited impact if the wider financial barriers to 
cancer care remain unchanged. Governments should 
expand health-insurance coverage for cancer 
diagnosis, treatment and supportive care while also 
addressing transportation, accommodation and other 
non-medical expenses associated with repeated 
attendance. Financial assistance should be 
incorporated into routine cancer services and 
supported through sustainable domestic financing 
rather than depending exclusively on temporary 

2 2 , 4 4 , 4 5donor programmes . Novel financing 
mechanisms, including mobile-network-based 
approaches to expanding health-insurance 
enrolment and premium collection, also warrant 
consideration as part of this effort, particularly in 
settings where formal insurance uptake remains 

36low .
The development of these policies and services 
should be informed by stronger and more inclusive 
evidence. Future research should prioritise 
prospective multicentre studies, particularly among 
adults, and apply consistent definitions and follow-
up periods. Intervention studies should evaluate not 
only clinical effectiveness but also cost-
effectiveness, equity, scalability and long-term 
sustainability. Examining differences by gender, 
rural residence, cancer type and treatment phase 
would help identify patients at greatest risk and 
enable support to be targeted more effectively. 
Participatory approaches that involve patients, 
caregivers and communities in designing and 
evaluating interventions may further improve their 

53relevance, acceptability and sustained uptake .

Conclusion
Cancer treatment abandonment is a major but 
preventable contributor to poor cancer outcomes in 
Africa. It arises from interconnected financial, 
geographical, psychosocial, clinical and health-
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system barriers rather than patient choice alone. Its 
consequences include disease progression, loss of 
curative opportunity, premature mortality and 
distortion of survival estimates. Evidence from 
African settings shows that treatment completion can 
be improved through financial assistance, transport 
support, accommodation, patient navigation, 
counselling and active follow-up. Sustainable 
progress will require these interventions to be 
integrated into routine cancer services and supported 
by expanded health insurance, decentralised care, 
standardised reporting and stronger patient-tracking 
systems.
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