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Abstract

Breast cancer is a threatening disease to women worldwide. Breast cancer 

screening (BCS) is a key to early detection and reduced mortality. Factors predicting 

women’s participation in BCS have been well studied in the United States (US), 

including among major US racial and ethnic minority groups. Factors predicting 

participation in BCS among immigrant ethnic groups, such as Arab women, are less 

well studied, especially cultural factors that may be barriers to BCS.

The purposes of this cross-sectional, predictive, correlational study were to: 1) 

describe US resident-Jordanian and Palestinian women’s psychological variables 

(feelings, attitudes, and habits) toward participation in BCS, 2) examine the 

relationship between the psychological variables and participation, 3) explore the 

sociocultural factors (social norms, social influences, and acculturation) that correlate 

with US resident-Jordanian and Palestinian women’s participation in BCS, 4) 

examine the relationship between the sociocultural and psychological variables, 5) 

determine whether psychological variables mediate the contribution of sociocultural 

factors to BCS participation, 6) describe these women’s knowledge about BCS, 7) 

describe the enabling factors, and 8) qualitatively explore the barriers that interfere 

with Jordanian women’s participation in BCS.

A two-phase pilot study preceded the main study. One hundred and thirty 

healthy US resident-Jordanian and Palestinian women participated in the main study. 

Snowballing sampling technique was used to identify the participants. Most 

mediating hypotheses were not supported. However, health habits were found to
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mediate the relationship between social influences (encouragement from family, 

friends, and health care providers to seek BCS) and participation in BCS. Less 

negative affect, stronger beliefs in the importance o f  BCS, and higher scores on 

general health habits all were associated with higher participation in BCS. Greater 

knowledge about breast cancer and enabling factors also were associated with higher 

participation in BCS. Several sociocultural variables correlated with the 

psychological variables, and qualitative descriptive data offered strong support for the 

importance o f cultural variables. Barriers reported by participants were composed of 

sociocultural barriers, sociocultural beliefs, socioeconomic factors, knowledge, and 

language. There are many implications of the findings for clinical practice, health 

education, and future research related to BCS among Jordanian/Palestinian and other 

Arab women immigrants.
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1

CHAPTER 1: INTRODUCTION 

Statement o f the Problem 

Breast cancer is a threatening disease to women all over the world. All women 

are at risk for developing breast cancer sometime in their lives. Statistics from 

different parts o f  the world show that in most countries, breast cancer has the highest 

incidence rate o f  all cancers among women; exceeded only by lung cancer among 

women in a few countries. The World Health Organization (WHO) reports that 

globally breast cancer places the highest burden on women’s health when compared 

to other cancer sites. In 1998 the incidence rate for breast cancer was 32.97 per 

100,000 and the mortality rate was 12.95 per 100,000 among all women around the 

world (WHO, 1998) and in 1999, breast cancer rates remained relatively stable 

(Parkin, Pisani, & Ferlay, 1999). In 2000, breast cancer continued to have the highest 

estimated incidence rate, 34.9 per 100,000, and the highest estimated mortality rate,

12.4 per 100,000, of all cancers among women worldwide (GLOBOCAN, 2000).

During 1992-1995, worldwide age adjusted death rates per 100,000 people for 

selected cancer sites demonstrated that in 41 out of 46 countries breast cancer was the 

leading cause o f  death among women (Landis, Murray, Boldu, & Wingo 1998). 

According to the most recent data, the number had dropped to 35 out of 45 countries 

during 1994-1997 (American Cancer Society (ACS), 2000; WHO, 1999) and declined 

to 33 out of 45 in the 2002 (Jemal, Thomas, Murray, & Thun, 2002). Death rates from 

selected countries ranked highest to lowest are presented in Table 1.1. The incidence 

and mortality o f  breast cancer in European women is the highest compared to women

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



2

in other parts o f the world (Jemal et al., 2002). Breast cancer statistics from Jordan or 

other Arab countries were not included in these data.

Table 1.1

Mortality o f  Breast Cancer o f Selected Countries: Age-Adjusted Death Rates per  

100,000 Population (2000)

Ranking Country Mortality
1 Denmark 29.2
2 Netherlands 27.8
3 United Kingdom 26.8
4 Israel 26.2
5 New Zealand 25.9
10 Canada 22.7
12 United States 21.2

Note. From Jemal et al., 2002.

Parkin and colleagues (1999) presented estimates for 23 world areas defined 

by the United Nations (UN). According to the UN definition, Jordan was included in 

the western Asia regions. The UN estimation o f breast cancer incidence for western 

Asia regions in 1998 was 24.29 per 100,000 cases (Parkin et al., 1999). This 

represents aggregated data from different Arab countries, including Jordan.

Breast cancer is reported as the most frequently occurring cancer among 

Jordanian women and the prevalence is growing rapidly (Al-Hajawi, 1996; Al-Rai, 

2001, Ministry of Health (MOH), 1991, 1998). According to the estimations o f the 

MOH in 1991, one in five Jordanian women will develop breast cancer sometime in 

their lifetime. On diagnosis, Jordanian women present with advanced stages o f breast 

cancer (Al Hindawi & Qutaishat, 1992; Amr, 1985; Dajani & Al-Jitawi, 1986; 1987). 

Breast cancer has the highest mortality o f all cancers among Jordanian women (Al
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Amal Cancer Center, 1993, 1994). Jordanian women have a low survival rate o f 48% 

for all breast cancer stages (MOH, 1991). The survival rate increases to 80% when 

breast cancer is at stage I, i.e., the cancer is localized to the breast (MOH, 1991). 

Therefore, breast cancer is one of the major issues in women’s health in Jordan.

Although breast cancer currently is not a preventable disease, it can be 

detected early. Breast cancer in the early stages is free of symptoms and usually is 

treatable (ACS, 1999). Table 1.2 shows breast cancer stages.

Table 1.2

Breast Cancer Stages

Stages Findings

Stage I Localized disease in the breast
No distant metastasis

Stage H Axillary lymph node involvement
No distant metastasis

Stage HI More advanced locoregional disease
No distant metastasis

Stage IV Distant metastases are present

Note. From Goodman & Chapman, 1993 (p. 928-929).

Given that breast cancer in its later stages is so lethal, breast cancer early 

detection improves the treatment options, increases the chance for successful 

treatment, and increases the likelihood o f survival (ACS, 1999). Early detection leads 

to better health outcomes and better quality o f  life. Early detection depends primarily 

on women’s involvement and participation in breast cancer screening (BCS; Kopans, 

1997). Because breast cancer treatment is more effective at an earlier stage, early
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detection of breast cancer could improve Jordanian women's overall mortality and 

morbidity.

Despite all the information that is available to increase women’s knowledge 

about BCS, and despite all the efforts that have been made to encourage and facilitate 

women’s participation in BCS, some women are still either unaware or encounter 

other barriers that prevent their participation in BCS, especially minority women 

(ACS, 1999). The ACS (2000) designates women of Arab origin in their group 

profiles “Whites”, and defines “Whites” as "persons having origins in any o f the 

original peoples of Europe, North Africa, or the Middle East." “Arab/Arabic” refers 

to individuals whose first language is Arabic and share the values and beliefs o f Arab 

culture (Meleis, 1981). Although officially Arab immigrants, including Jordanian 

women, in the United States (US) are not considered minorities, they constitute a very 

small fraction of the population. According to the latest US census, the overall Arab 

population in the US is 0.29% o f the total US population (US Census, 1990). There 

are no studies known to this researcher that have been conducted to identify Arab 

women’s knowledge of, participation in, and reaction to BCS programs. Increased 

immigrant populations to the US create a diverse society. The health care system 

needs culturally sensitive studies that are designed to take account of cultural factors 

and differences in the provision o f care.

Significance of the Study

This investigator’s proposition is that lack of knowledge and cultural barriers 

interfere with Jordanian women’s participation in BCS. Cultural factors such as male
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dominance, traditional practices, beliefs, social barriers and ignorance of women’s 

rights may result in the delay of breast cancer diagnosis. Other possible cultural 

barriers are others’ expectations of women’s role in society, women’s perception of 

their responsibilities and obligations toward their families, lack of motivation, 

misbeliefs about cancer, perception of cancer as shameful, and the use of alternative 

medicine. Little is known regarding Jordanian women’s rate o f participation in BCS 

and their attitudes toward participating. In Jordan, the study o f this issue is 

complicated by limited availability o f mammography for screening purposes; 

mammography is used mostly for diagnostic purposes. More work needs to be done 

to examine factors and barriers that may influence Jordanian women’s participation in 

BCS. Studying a group of Jordanian women residing in the US would facilitate 

examination o f these women’s knowledge and unique barriers without confounding 

the role o f these factors with that o f availability o f care. However, in such a sample 

level o f acculturation would need to be assessed.

This thesis is important because Jordanian women’s attitudes toward 

participation in BCS cannot be explained by reference to the experience o f women in 

Western cultures. It is expected that Jordanian women’s behaviors are influenced by 

sociocultural factors different than those face the Western women. This investigator is 

interested in Jordan because the health care in Jordan is progressing fast. Jordan has 

the most advanced medical centers and has the only cancer center, A1 Amal Cancer 

Center, in the Middle East that offer services to all Middle Eastern Arabs (AI Amal 

Cancer Center, 2000; Encarta, 2000). In fruition o f a plan that emerged in the mid
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1980’s, an Al Amal Cancer Center was established in Jordan that was inaugurated 

and started serving patients in late 1997 (Al Amal Cancer Center, 2000; Al-Rai, 

1997). The Jordanian culture values science, education, and technology (Encarta, 

2000), as does Islam. Presenting what research has revealed might be useful to 

encourage early detection. An Arabic idiom “a Dirham o f prevention is better than a 

quintal o f treatment” is widely used in Jordan. It might be helpful to use this 

statement to motivate Jordanian women to engage in BCS.

Also, the Jordanian leaders, King Abdullah II and his wife Queen Rania and 

Queen Noor (the reigning Queen) care about women; they are trying to improve 

Jordanian women’s situation and rights. Queen Noor o f Jordan specifically has a 

burden toward Jordanian women’s health (on line Jordan Diary). This researcher’s 

goal is consistent with the authorities’ goal o f improving women’s health. The 

Jordanian political system is more flexible compared to surrounding Arab Middle 

Eastern countries such as Iraq, Iran, Saudi Arabia, and others. The personal freedom 

o f Jordanians is limited to a certain extent by the community and religion but not 

fully restricted by the law (e.g., the law in Jordan does not obligate all women to use 

covering in public, Encarta, 2000), such as in Iran and Saudi Arabia (Ide & Sanli, 

1992). As a monarchy, Jordan’s politics and legislation are authorized and supported 

by the king (Encarta, 2000). Also, a great amount o f respect and loyalty exists among 

the people o f Jordan for the Jordanian higher authorities and social structure. 

Therefore, the Jordanian leaders support would strengthen and enhance the long term 

goal o f research to carry out an intervention to increase Jordanian women’s
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knowledge about breast cancer. Considering the fact that Al Amal Cancer Center 

offers services to people from other Middle Eastern countries, this research might be 

expanded to include other Middle Eastern Arab populations in the future.

Purpose o f the Study 

The primary purposes o f the dissertation research were to describe selected 

variables relevant to BCS behavior in healthy US resident-Jordanian and Palestinian 

women and the relationship between those variables and women’s participation in 

BCS. More specifically the purposes were: (a) to describe US resident-Jordanian and 

Palestinian women’s feelings, attitudes, and habits toward breast cancer and BCS, (b) 

to examine the relationship o f feelings, attitudes, and habits to women's participation 

in BCS, (c) to explore sociocultural factors that correlate with US resident-Jordanian 

and Palestinian women’s level o f participation in BCS programs, (d) to examine the 

relationship between the sociocultural factors (social norms, social influences, and 

acculturation) and the psychological variables (affect, attitudes, and habits), (e) to 

determine whether psychological variables mediate the contribution o f sociocultural 

factors to BCS participation, (f) to describe Jordanian and Palestinian women’s 

knowledge about BCS, g) to describe the enabling factors, and h) to qualitatively 

explore the barriers that interfere with Jordanian and Palestinian women’s 

participation in BCS. The outcomes o f this study were expected to be useful in 

designing culturally sensitive interventions to decrease breast cancer mortality, 

increase survival, and achieve a better quality o f life among Jordanian and Palestinian 

women. The long-term objective for this investigator is to examine the effects of a
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BCS intervention program that is culturally sensitive to increase Arabic speaking 

Middle Eastern women’s awareness and participation in BCS.
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CHAPTER 2: REVIEW of the LITERATURE and THEORETICAL FRAMEWORK

Breast Cancer and BCS in the US 

Breast Cancer in the US 

In the US, there has been a steady increase in breast cancer incidence per year 

over the past 50 years, with an annual increase o f 1% between 1940 and 1982, and 

4% between 1982 and 1987 (Garfinkel, Boring, & Health, 1994), which is believed to 

have been a result of participation in BCS, mammography in particular (ACS, 1999). 

Breast cancer incidence increased to 4.5% thereafter (ACS, 2002); changes in 

reproductive patterns underline some o f the increase. The ACS and the National 

Institutes of Health (NTH) have reported that the overall risk of breast cancer 

incidence for women in the US recently leveled off at 118.1 cases per 100,000 (ACS, 

2001; NIH, 2001). Breast cancer is the most common cancer in women excluding 

skin cancer, and accounts for approximately one of every three cancers diagnosed in 

US women (ACS, 2002).

Breast cancer is second only to lung cancer as a major cause o f cancer death 

among women in the US (Ali, 1991; ACS, 2002; Landis et al., 1998; NIH, 1999; 

Parker, Tong, Bolden, & Wingo, 1996; Stein, Fox, Murata, & Morisky, 1992). 

Statistics for 1994 showed that breast cancer remained the number one killer of 

American women between the ages o f 35 and 54 years (Landis et al., 1998). The ACS 

estimates that, in 2002, there will be 203,500 new cases of breast cancer and 39,600 

deaths among women in the US (ACS, 2002).
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Morbidity and mortality associated with breast cancer in minority groups, 

especially African Americans, and women o f low socioeconomic status are higher 

than in non-minority women in the US (ACS, 1999; Facione, 1993; McCoy et al., 

1994; Parker, Davis, Wingo, Ries, & Health, 1998). The incidence o f breast cancer 

among White women was almost 13% greater than that for African American 

women, but mortality was lower among White women compared to African 

American women in 1994 (Ries, Kosary, Hankey, Miller, & Edwards, 1997). African 

American women have a significantly poorer prognosis and chance of survival 

compared to White women (ACS, 1997; Eley et al., 1994). African American women 

are less likely than White women to have localized disease (stage I) at the time of 

diagnosis (Makuc, Freid, & Kleinman, 1989; National Cancer Institute (NCI), 1997, 

ACS 2002). The statistics in Table 2.1 for women o f different ethnic origins show the 

incidence of breast cancer among these groups of women during the period 1992- 

1998.

Table 2.1

Breast Cancer Incidence Rates Among Females By Race and Ethnicity, US, 

1992-1998

Ranking Ethnic group Incidence Rate
1. White 115.5
2 . African American 101.5
3. Asian/Pacific Islander 78.1
4. Hispanic 68.5
5. American Indian 50.5

Incidence rate p er 100,000 popu lation , age adjusted  to  the 1970 U S  standard  population
Note. From Jemal et al., 2002.
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Although Parker et al. (1998) reported the incidence rates for women of 11 

different races and ethnicities for the period 1988-1992 (2002), Jemal et al’s. report 

only 5 races and ethnicities. Data pertaining incidence and mortality of Hawaiian, 

Japanese, Alaska Native, Filipino, Chinese, Vietnamese, and Korean women were not 

included in Jemal et al. recent report. Breast cancer has the highest incidence of all 

cancers among all women of these races and ethnic groups (Jemal et al.).

Mortality rates are provided for the same ethnic groups, in Table 2.2. Among 

all cancers, breast cancer was the most prevalent cause o f death among Hispanic 

women during the same time period. Breast cancer death was second to lung cancer 

among the remaining ethnic groups (Jemal et al., 2002).

Table 2.2

Breast Cancer Mortality Rates Among Females By Race and Ethnicity, US, 1992- 

1998

Ranking Ethnic group Mortality Rate
1. African American 31.0
2. White 24.3
3. Alaska Native 12.4
4. Hispanic 14.8
5. Asia/Pacific Islander 11.0

M ortality  rate per 100,000 population, age adjusted to  th e  1970 US standard population
Note. From Jemal et al., 1998.

BCS in the US

Given that breast cancer is a major issue for women o f all ethnicities in the 

US, there has been considerable progress in setting guidelines for early detection of 

breast cancer. BCS is connected with secondary prevention. That is because BCS 

aims toward early detection o f breast cancer. Early detection in itself falls into the
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category o f secondary prevention because the woman is no longer free o f breast 

cancer even if  breast cancer is not producing symptoms at the time o f discovery. 

According to the ACS (2001) most breast cancer risk factors are traits. While some of 

these traits are modifiable, prevention o f initial development o f cancer in the breast is 

not attainable yet. Although treatment is provided, cure and certainty o f outcome is 

not guaranteed, especially in late detection and in invasive cases o f breast cancer. 

Therefore, screening behaviors for cancer in general and breast cancer in particular 

are directed toward prevention of advanced disease and dysfunction through early 

detection. Early detection allows professionals to intervene and treat an already 

existing disease when symptoms are absent. Reduced morbidity and mortality, with 

prolonged survival, are favorable outcomes associated with early detection and 

treatment that result in a better quality o f life for women with breast cancer.

The ACS and the NIH have similar recommended guidelines for BCS. These 

guidelines focus on the age of women and the frequency of screening. The year 2000 

recommendations are: (a) monthly breast self exam (BSE) for women age 20 years 

and older; (b) clinical breast examination (CBE) every three years for women ages 

20-39, and yearly thereafter; and (c) annual screening mammogram starting at age 40 

for women free of symptoms, but high risk women who are less than 40 should 

consider their physician’s advice in having one sooner (ACS, 2000; NIH, 2000). The 

national agenda set by Healthy People 2010 made women’s health a national priority, 

focusing on increasing American women’s awareness of preventive health practices
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that may decrease their risks o f death from cancer. In addition, federal dollars have 

been allocated for research related to breast cancer (Healthy People 2010, 1999).

In the late nineties a controversy surrounded BCS recommendations. 

Although some experts did not support the necessity of screening mammography for 

women 40 to 49 years old (Smart, Hendrick, Rutledge, & Smith, 1995; Volkers,

1994), investigators for one study demonstrated a significant reduction in mortality 

related to screening among women belonging to this age group (Kopans, 1997). 

Continuous follow up o f mammography utilization among women in their 40s 

showed evidence of benefit in reducing breast cancer mortality by about 17%, a 

figure close to that observed among women 50 years and older (Hendrick, Smith, 

Rutledge, & Smart, 1997; NCI, 1999). Other researchers have recommended 

screening mammography among women between 50-75 years old because it 

substantially decreases mortality from breast cancer in this age group (Fletcher, 

Black, Harris, Rimer, & Shapiro, 1993). Regular mammography screening among 

women 50 - 69 years has been shown to reduce breast cancer mortality by 25%-30% 

(Fletcher et al., 1993; NCI, 1999). Some investigators have reported no association 

between mammography screening and reduction in mortality from breast cancer for 

women older than 75 years (ACS, 1997; Fletcher et al., 1993). Insufficient 

information is available on effectiveness o f BCS among women older than 70 years 

(NCI, 1999).

More recently another controversy surrounded BCS recommendations. 

Although some investigators reawakened debate about the effectiveness of
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mammography use in late 2001-early 2002 (Olsen & Gotzsche, 2001; NCI, 2002), 

others still encourage women to use mammograms as previously recommended. 

Despite these controversies that have surrounded mammography recommendations, 

to date NCI still advises clinicians and the public to use mammography for women in 

their forties and strongly recommends mammograms for women older than 75 years 

(NCI, 1999, 2002). The ultimate goal o f BCS is to identify breast lesions that might 

be cancerous at an early stage and before any symptoms arise, in order to reduce 

mortality and increase survival.

The WHO global guidelines for cancer in general, including breast cancer, are 

that the national cancer strategy should incorporate measures for prevention, early 

diagnosis, and treatment. The WHO recommendation to achieve the greatest 

effectiveness o f early detection o f cancer in general, and breast cancer in particular, is 

to integrate the national cancer program in the health service plan o f each country 

with emphasis on the risk factors o f  the disease (e.g., breast cancer). The next step is 

comprehensive education for the population about the nature, causes and 

manifestations o f the disease (e.g., breast cancer). Preventive action then can be taken 

by the individual and by the society as a whole. Policies can be implemented that 

include training and continuing education of primary health workers in prevention 

and early detection o f cancer (e.g., breast cancer), and referral of patients to 

appropriate diagnostic and treatment services can be initiated (WHO, 1999).

The effectiveness o f BCS programs in reducing mortality has been 

demonstrated in the US among middle-aged and older women (Coleman, Lord,
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Bowie, & Worley, 1993; Fletcher et al., 1993; Kopans, 1997; Makuc et al., 1989). 

Several investigators emphasized that BCS using any modality, BSE, CBE, or 

mammography, and early detection o f breast cancer have an impact on women’s 

health by reducing the mortality o f breast cancer (ACS, 1999; Champion & Miller, 

1996; Crooks & Jones, 1989; Goodman & Chapman, 1993). Some authors report a 

96% survival rate for 5 years for localized breast cancer - stage I, 77% with regional 

metastasis - stage II and III, and 21% with distant metastasis - stage IV (ACS, 2000; 

NIH, 2000). Survival rate for all stages among women diagnosed with breast cancer 

declines to 71% at 10 years, and 57% at 15 years (ACS, 2000). BCS is a proven 

technique for discovery and diagnosis o f breast cancer at early stages. In order for 

BCS programs to be most effective, all three screening modalities need to be 

included. Health care professionals need to recommend such comprehensive 

screening to their patients (Champion & Menon, 1997).

Evidence indicates that monthly BSE reduces mortality of breast cancer by 

18%, yet the majority o f women do not practice it (Salazar, 1994). Fewer deaths and 

improvement in increasing 5-year survival were reported among women who reported 

performing BSE compared with women who reported they did not perform BSE 

(NCI, 1999). Scientific evidence supports utilization o f regular CBE among women 

because it offers substantial benefit in reducing mortality and increasing survival 

from breast cancer. Use of CBE is recommended in combination with mammography 

for higher efficacy of BCS (McKenna et al., 1992; NCI, 1999).
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Champion, Menon, McQuillen, & Scott (1998) reported that mammography 

utilization among women is less frequent than the ACS and NIH recommended 

guidelines. Women who participate in BCS but do not participate fully, especially in 

mammograms, are more susceptible to delay in breast cancer diagnosis. Although 

BCS utilization has been found to positively affect breast cancer mortality among 

women, compliance remains problematic.

Utilization o f  BCS 

Breast cancer screening thus far has not been used widely, despite its 

considerable promise as a screening tool. However, BCS usage in the US has 

increased over time. Breen & Kessler (1994) reported that, in 1987, approximately 

17% o f  women over 40 years of age had a screening mammography in the previous 

year; almost double the number, 33%, o f women o f the same age group had screening 

mammography in 1990. In a survey conducted by the Centers for Disease Control on 

the use of mammography by women 50 years of age and older in 33 states, the 

highest rate of compliance over the previous year was 46%, lowest was 15%, and the 

mean rate was 30% (National Center for Heath Statistics, 1992).

In a recent study investigators compared in mammogram utilization 40 years 

and older urban and rural women. Investigators found that utilization of 

mammograms is higher among urban women compared to rural women (Carr et al., 

1996). Of the 606 rural respondents, 78% reported ever having a mammogram and 

49% reported having a mammogram within the past year (Carr et al.). Other 

investigators conducted a survey on use o f mammograms by a group o f women 40
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years and older: 51% o f the surveyed women were regular users o f mammograms, 

26% were irregular users, and 13% had never had a mammogram (Bryant, Forthofer, 

McCormack-Brown, Alfonso, & Quinn, 2000).

Women's use o f mammography correlates with women’s awareness, belief in 

its preventive efficacy, and the physician’s recommendation to use it (Mor, Pacala, & 

Rakowski, 1992). The most common reasons for American women not to have 

mammography are: 1) the disbelief that it is needed in an asymptomatic state and that 

2) the doctor did not recommend a mammogram (Mor et al., 1992).

Predictors o f  Participation in BCS 

Several investigators have studied predictors o f  BCS participation. These 

predictors can be divided into three major categories: socio-demographic, personal, 

and external predictors.

Socio-demographic Predictors

Age, education, income, and ethnicity are the main socio-demographic 

predictors discussed in the literature.

Age is considered a strong predictor o f women’s participation in BCS. 

Although in 1997, 84.4% o f US women aged 40 and older had had a mammogram 

(ACS, 1999), according to the latest ACS data, the percentage decreased to 62.6% in 

the year 2000 (ACS, 2001). Friedman and colleagues studied age-related differences 

in mammography use among 139 women age 30 years and older. They found that 

25% o f women ages 30 to 39 years, 50% of women ages 40-49 years, and 75% of 

women ages 50 years or older had ever had mammography (Friedman, Neff, Webb,
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& Latham, 1998). However, as age increases participation in BCS decreases (ACS, 

1999). Investigators have found that younger women perceive their breast cancer risk 

as being greater than older women (Friedman et al., 1998), and they tend to utilize 

BCS programs, including mammography, more than older women (Breen & Kessler, 

1994; Champion & Huster, 1995; Miller & Champion, 1997; Philips, Kerlikowske, 

Baker, Chang, & Brown, 1998; Stamler, Thomas, & Lafreniere, 2000). Women age 

75 to 85 years are one third less likely to have a mammogram than women aged 65 to 

74. According to the National Health Interview Survey, the mammography 

participation rate in 1994 was 56% among women aged 50 and older and 45% among 

women aged 70 and older (ACS, 1997).

One reason for older women’s lack o f participation in BCS is that BSE may 

be taught to older women less frequently than to younger women and older women 

are less aware o f BCS (Champion, 1992; Champion & Menon, 1997). This lack of 

participation in BCS may contribute to the increase of late breast cancer diagnosis 

among older age women. Older women, age 65 to 74 years, are diagnosed two times 

more often with breast cancer than middle-aged women, 40 to 64 years, or younger 

women (Breen & Kessler, 1994; Caplan, Wells, & Haynes, 1992; Crooks & Jones, 

1989; Landis et al., 1998; Makuc et al., 1989; Mor et al., 1992; Nielsen, 1991; 

Somkin, 1993). The ACS reported that breast cancer incidence and death rates 

increase with age, and 77% o f new cases and 84% of breast cancer deaths reported 

between 1994-1998 occurred in women ages 50 and older (ACS, 2001).
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Women’s educational level influences their participation in BCS. In recent 

surveys, investigators reported that women with more education tend to use BCS 

programs more than women with less education (Breen & Kessler, 1994; Caplan et 

al., 1992; Champion & Huster, 1995; Kurtz, Given, Given, & Kurtz, 1993; Miller & 

Champion, 1997; Mor et al., 1992; Phillips et al., 1998; Stamler et al., 2000). 

Education has remained a strong positive predictor o f women’s use o f  BCS over the 

years (Miller & Champion, 1997; Facione, 1999). Makuc, Breen, & Freid (1999) 

reported that use o f screening mammography during 1993-1994 among women 50-64 

years o f age in the US with less than high school education was 50%, women with 

high school was 49%, and more than high school education was 60%. One reason 

may be that women with more education compared to less educated women feel more 

confident about performing BSE (Champion & Menon, 1997).

The economic status o f women plays an important role in use o f  BCS 

programs. The high cost of mammograms acts as a barrier to BCS utilization (Miller 

& Champion, 1997). Researchers suggest that women’s income strongly affects their 

use o f  screening programs. The lower the woman’s income, the less likely she is to 

use BCS programs (Breen & Kessler, 1994; Caplan et al., 1992; Champion & Huster, 

1995; Facione, 1999; Kurtz et al., 1993; Makuc et al., 1989; Miller & Champion, 

1997; Mor et al., 1992; Nielsen, 1991; Phillips et al., 1998; Somkin, 1993). A study 

focusing on economic factors showed that women living in non-metropolitan areas 

were less likely to have mammogram screening and also lacked health insurance to 

cover screening mammograms (Caplan et al., 1992). For example, Lannin et al.
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(1998) found that women with a family income of $10,000 or less annually are less 

likely to participate in BCS than women with an annual family income o f  more than 

$10,000. Lannin et al. (1998) reported that having per capita income o f $10,000 or 

less, and lacking private health insurance affect mammography screening negatively. 

Per capita income was calculated by dividing household income by the number of 

people supported by that income. Patients who reported postponing seeing a 

physician because o f lack o f  transportation or money were significantly more likely to 

present with late stage disease. Women of higher social class tend to have increased 

expectations of future participation in BCS compared to lower social class women 

(Orbell, 1996; Segnan, 1997). Some investigators implemented the National Breast 

and Cervical Cancer Early Detection Program (NBCCEDP) to increase breast and 

cervical cancer screening among the uninsured, low-income women in 1991; 

Researchers found NBCCEDP applied through other organizations increased access 

to breast and cervical cancer screening among low-income and uninsured women that 

lead to control Breast and cervical Ocancer among racial or ethics minorities and 

medically underserved persons (Lawson, Henson, Bobo, & Kaeser, 2000).

Despite an overall increased use of mammography, M iller & Champion

(1997) found that low income women continue not to use mammography. Makuc et 

al. (1999) reported that the screening mammography utilization rates in 1994 in the 

US were 74% for higher-income and 48% for lower-income women 50-64 years of 

age. Although cost may not be an issue for lower income women participating in BCS 

intervention studies, because often mammograms are offered free or as a reward for
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participating, cost o f mammograms remains the main reason for lack o f participation 

in BCS by low income or uninsured women (Champion & Menon, 1997).

Investigators have found that ethnicity plays an important role in the 

utilization of BCS programs (Champion & Huster, 1995; Miller & Champion, 1997). 

Ethnicity refers to ethnic character, affiliation, or background (The American 

Heritage Dictionary, 1994), and to socially learned behaviors and attitudes. In 

comparison, race reflects a distinct group o f local geographic or global human 

population distinguished by genetically transmitted physical characteristics and 

united or classified based on shared history, nationality, or geographic distribution 

(The American Heritage Dictionary, 1994). Race/ethnicity terms frequently have 

been used interchangeably in the literature. Inconsistency in defining race and 

ethnicity terms makes it problematic for the reader to understand if  specific 

comparisons, when made, are among or within racial/ethnic groups. “Among 

racial/ethnic population” typically refers to differences between Blacks, Whites, 

Native Americans, and Alaskans. “Within racial/ethnic population” refers to 

differences within the same group such as Blacks. Some Blacks come from African 

background and they might have different cultural practices than Blacks from Haitian 

background or Middle Eastern Blacks, and so on. In the reported research in the 

United States, researchers often have not differentiated among individuals within the 

same racial/ethnic group, considering all who are Blacks African Americans and all 

who are fair skinned Whites, as is apparent in the classification o f  Arab people. 

Within racial/ethnic populations there may be substantial cultural and socioeconomic
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diversity. Therefore, women within similar racial/ethnic groups may differ in their 

attitudes toward participation in BCS. Further, the social environment of a group 

contributes to the differences among racial groups as much as biological differences 

(Hahn, Teutsch, Franks, Chang, & Lloyd, 1998).

Previous investigators have shown consistently that White women tend to 

participate in BCS, especially mammograms, more than African American or 

Hispanic women (Breen & Kessler, 1994; Caplan et al., 1992; Kurtz et al., 1993; 

Lauver, 1994; Makuc et al., 1989; Nielsen, 1991; Parker et al., 1998; Schneider,

1995). For example, in a study of BCS comparing low-income African American 

women to low-income White women, Schneider (1995) found that African American 

women had a lower screening rate for breast cancer than White women and fell short 

o f Healthy People 2000 recommendations. Another example is the Lannin et al.

(1998) study. In that study, demographic and socioeconomic factors associated with 

being African American had a major influence on disease stage related to the low 

screening rate o f these women.

Although researchers have documented that women o f races or ethnicities 

other than White are less likely to participate in BCS, some investigators have 

reported that women from different ethnicities are demonstrating increased use of 

BCS programs, wiping out the differences between racial/ethnic groups (Breen & 

Kessler, 1994; Caplan et al., 1992; Makuc et al., 1989; May, Lee, Richardson, 

Giustozzi, and Bobo, 2000; Mor et al., 1992; Somkin, 1993). May and colleagues
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attributed the variation in breast cancer incidence rates to the differences in the use of 

mammography among different racial and ethnic groups.

Evidence of reduction o f some o f the ethnic differences is provided in a recent 

study where investigators compared prevalence o f inadequate mammography use 

among a national sample o f women 50 years and older of different ethnic groups 

residing in the US. In most states, a multistage cluster sampling design was used 

while in other states other designs were used to meet specific needs. Inadequate 

mammography refers to women 50 years or older who did not have a mammogram 

during 1992-1994 or never had a mammogram. These researchers did not find 

substantial variation among the studied ethnic groups. Inadequate mammography use 

was 32.4% White, 31.5% African American, 25% Asian / Pacific Islander, 27.5% 

American Indian / Alaskan Native, and 34.6% Hispanic origin (Hahn et al., 1998). In 

another recent study, investigators examined mammography and CBE use among 

Black, Hispanic, and White women. Recent mammography use was the same among 

Black and Hispanic 47%, and 50% for White women. Also, having a recent CBE was 

68% among Black, 59% among Hispanics, and 66% among White women (Frazier, 

Jiles, & Mayberry, 1996).

The particular ethnic populations studied may influence the lack o f difference 

among large ethnic groups, particularly among Black, Hispanic, and White. Some 

investigators have attributed the lack of difference to the fact that most intervention 

studies o f increased compliance have targeted low income, mainly African American
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inner-city women, as compared to Whites (Champion & Menon, 1997; Makuc et al., 

1999).

Even though utilization of BCS is increasing among some women from 

different ethnic backgrounds, ethnicity continues to be a strong negative predictor of 

BCS use (Parker et al., 1998). As well, African American and Hispanic women are 

more likely to be diagnosed in an advanced stage of breast cancer (Breen & Kessler, 

1994; Caplan et al., 1992; Mor et al., 1992; Somkin, 1993). The impact o f ethnic 

differences in BCS is illustrated clearly in recent ACS breast cancer 5 year survival 

statistics-- 87% for White and 72% for African American women (ACS, 2001).

Lower participation in BCS among women o f some racial and ethnic 

backgrounds might be attributed to barriers such as differences in income among 

other ethnic groups compared to Whites (Champion & Menon, 1997). Although Hahn 

et al. (1998) demonstrated that effects o f personal predictors (age, income, and 

education) have diminished, it does not eliminate these and other possible differences 

among racial/ethnic groups, such as potentially important cultural differences among 

the populations examined. According to Hahn and colleagues, health habits such as 

screening behaviors are shaped by beliefs and attitudes (including sense o f 

inevitability and self-efficacy) and the cultural framework of the respondents affect 

individuals’ cultural norms (beliefs and attitudes). Also, cultural factors may be 

related to personal beliefs about prejudice and discrimination in the delivery of health 

care services; this was clearly demonstrated in Facione’s (1999) study. Facione

(1999) found a strong relationship between personal experience o f  prejudice and
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perceived access to services and a significant difference in personal expectations o f 

prejudicial treatment by cultural group. Poorer women were more likely to have 

higher perceived experience of prejudice. Also, Hahn et al. (1998) reported that 

women o f racial/ethnic minorities might face difficulties in access to health care 

related to poverty and discrimination. Beliefs and practices related to health and 

health behaviors also might differ among diverse populations.

Additionally, available rates of BCS and mammography use among ethnic 

groups have been limited largely to major ethnic categories. No rates of BCS use are 

available among smaller ethnic groups such as women o f Arab origin. Race/ethnicity 

groupings such as “Whites” encompass a broad array of ethnically diverse groups that 

may have equally diverse rates o f BCS. Differences in beliefs and cultural practices 

might be present within the various ethnic groups, which might affect the overall 

White population ratio. Beliefs that are culturally based have been understudied as a 

source o f variation in use of BCS.

It has been shown that age, income, education and ethnicity are important 

socio-demographic predictors for breast screening program utilization among 

American women. However, use of BCS in groups other than large ethnic groups is 

understudied.

Personal Predictors

Women’s practice of BSE predicts their use o f other BCS modalities 

(Champion & Menon, 1997; McKenna et al., 1992). Other personal predictors o f 

utilizing BCS include: women’s knowledge o f BCS programs, personal or family
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history o f breast cancer, personal beliefs about breast cancer, internal motivation, and 

self care efficacy. Personal traits o f fear, carelessness or dependency, shyness, and 

perception o f body image are other personal predictors o f utilizing BCS.

Women’s knowledge about mammography and belief in its preventive 

efficacy correlates positively with its use (Champion, Skinner, Miller, Goulet, & 

Wagler, 1997; Mor et al., 1992); knowledge o f and proficiency in BSE tend to 

correlate positively with its increased utilization as well (Champion, 1995; Champion 

& Menon, 1997; Doogan, 1991). Increased susceptibility (one’s risk of breast cancer 

and personal or family history of breast-related symptoms) is associated with 

increased participation in BCS (Miller, & Champion, 1996; 1997; Somkin, 1993). In 

a meta-analysis addressing the relationship between risk and mammography for BCS 

in 38 studies, investigators reported a positive relationship between women’s risk and 

screening behavior in 35 of the studies. Women who worry, feel vulnerable, have 

positive history or family history of breast cancer were more likely to participate in 

BCS (McCaul, Branstetter, Schroeder, & Glasgow, 1996).

Women’s beliefs and perceptions of breast cancer susceptibility, seriousness 

(awareness o f breast cancer threat), perceived barriers (negative components of 

participating in BCS), benefits (BCS participation decreases the threat) and sense o f 

control over health predict women’s involvement in BCS (Champion & Menon,

1997; Lauver, Coyle, & Panchmatia, 1995). Champion (1994) studied the effect of 

women’s beliefs about cancer and mammography by behavioral stage. Behavioral 

stage refers to action taken by women for BCS and abiding by the ACS
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recommendations (Champion, 1994). She reported that women who are compliant in 

utilizing BCS, especially mammography, had higher scores on seriousness, benefits, 

and control as well as significantly lower scores on barriers (Champion, 1994).

Women’s compliance with mammography use is higher among women who 

take care of themselves and are motivated to stay healthy (Champion, 1994; 

Champion & Miller, 1996; Kurtz et al., 1993). On the other hand, several 

investigators have shown that fear o f the mammography procedure with the 

associated pain and discomfort, perceived radiation risks, and the potential for 

positive test findings can interfere in women’s participation in BCS (Bakker, 

Lightfoot, Steggles, & Jackson, 1998, Breen & Kessler, 1994; Caplan et al., 1992; 

Champion, 1999; Crooks & Jones, 1989; Goodman & Chapman, 1993; Kurtz et al., 

1993; Makuc et al., 1989; Mor et al., 1992; Somkin, 1993).

Investigators also have found that women can experience forgetfulness and 

lack of confidence in performing monthly BSE. In addition, lack o f  time, and 

tendency to depend on health care providers to perform breast exam are reasons for 

not performing BSE. Women also may feel shyness or embarrassment about exposing 

breasts to clinicians during mammography or CBE. Furthermore, investigators 

reported in relation to body image that that some women equate finding a lump in the 

breast with the loss o f their breast, loss o f  their feminine identity, and an assault on 

their femininity (Breen & Kessler, 1994; Caplan et al., 1992; Champion, 1992; 

Champion, 1999; Champion & Menon, 1997; Crooks & Jones, 1989; Kurtz et al., 

1993; Makuc et al., 1989; Mor et al., 1992; Somkin, 1993).
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Hahn et al. (1998) theorized that individuals’ awareness o f  the risks associated 

with different behaviors might be related to psychological characteristics such as 

fatalism, hedonism, fearlessness, and lack o f self-efficacy, which enhance risk-taking 

behavior. In this study risk-taking behavior refers to avoiding participation in BCS. 

External Predictors

External predictors are environmental factors surrounding women that 

influence their behaviors and participation in BCS. It refers to the people who 

influence women’s choice of participation in BCS and enabling factors. Enabling 

factors refer to health care system resources such as health insurance, mammography 

cost, and/or access to a health care provider (Champion & Menon, 1997).

Family support was found to increase women’s participation in BCS. Support 

from women’s friends and relatives, such as a husband or mother, increases or 

encourages women’s participation in BCS (Lauver, 1992; Mah & Bryant, 1992; 

Miller & Champion, 1996; Lauver, Nabholz, Scott, & Tak, 1997).

Availability o f mammogram facilities and health services ease women’s 

participation in BCS (Lauver, 1992; Peragallo, Fox, & Alba, 1998). Having access to 

these services and having affordable health care services are other exogenous factors 

that facilitate the process o f utilizing BCS among women. Available transportation 

and health insurance for women have been found to be positive facilitators for BCS 

among women (Champion et al., 1997; Lauver, 1992; Peragallo et al., 1998).

Champion & Menon (1997) concluded that BCS is dependent on action by 

women and on system resources, as well as physician’s recommendation for
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mammography. Facione (1999) studied BCS in relation to access to and acceptability 

of health services in a multicultural group of women age 19-99 years old. According 

to Facione, accessibility refers to entitlement to services, having insurance coverage 

or ability to pay, the ease o f  using services, and acceptability. Acceptability refers to 

experiences women perceived as being prejudicial or biased. Facione defined 

acceptability as the actual and perceived value of care by the community, the 

mindfulness of human dignity by care providers, cultural sensitivity, and timeliness in 

service delivery. Facione found a positive relationship between perceived access to 

health services and participation in mammography screening among women 

participating in the study. Also, Facione found an inverse relationship o f acceptability 

(a personal experience o f prejudice) to health services and participation in 

mammography screening. Facione’s findings confirm the understanding that personal 

(habits of health care use for health promotion and treatment o f illnesses) and social 

(experiences women interpreted as prejudicial bias) factors, over and above 

demographic descriptors (age, income and educational level) contribute significantly 

to participation in mammography screening. According to Facione, women who 

perceived lack o f access to BCS were likely to be Spanish-speaking, uninsured, have 

low annual income, have little available money to spend on health care, have poor 

healthcare habits, and perceived that healthcare professionals treated them with 

prejudice due to race, age, income, or sexual orientation. Facione hypothesized that 

the decision to engage in and developing a habit of BSE behavior might be affected
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by women’s knowledge o f  the cost of diagnosis and treatment o f breast cancer and 

their ability to pay for these expenses.

Studies Focused on Interventions to Increase Women's Participation in BCS

The benefits o f educating the public about BCS include potentially higher 

survival rates (Kurtz et al., 1993; Nielsen, 1991). Investigators have reported that 

BCS intervention studies have been effective in increasing women’s knowledge about 

breast cancer and significantly predict an increase in women’s participation and 

utilization o f BCS (Breen & Kessler, 1994; Caplan et al., 1992; Champion & Menon, 

1997; Crooks & Jones, 1989; Somkin, 1993). Some investigators have conducted 

intervention studies to evaluate women’s use o f BCS after enrolling women into 

different education programs. Educating women about BSE steps, and having a return 

demonstration has been shown to increase proficiency and frequency of BSE practice 

(Champion, 1992). Champion & Huster (1995) conducted an intervention study to 

alter women’s beliefs and provider information related to mammography screening. 

Investigators found that women in the combined intervention belief/information 

group were over two times more likely to have mammography than women in the 

control group one year post-intervention.

In an intervention study with 204 African American women in Arkansas 

churches and communities, researchers provided culturally sensitive messages 

delivered by African American women who were breast cancer survivors. Their 

messages focused on the importance of early detection and survival improvement.
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Investigators demonstrated a significant increase in BSE practice and mammography 

use among participating women (Erwin, Spatz, Stotts, Hollenberg, & Deloney, 1996).

Recently, Champion (1999) conducted a longitudinal intervention study to 

measure perceived susceptibility to breast cancer and perceived benefits and barriers 

to mammography utilization. Eight hundred four women participated in the study 

(68% Whites, 30% African Americans, 2% Asian, American Indian, or Hispanic 

origin). Participants were 50 years and older with mean age 61.15 years. Mean 

educational level was 12.5 years; 46% were married, 25% widowed, 21% divorced, 

and 8% were separated or single living with a partner. Women were randomly 

assigned to control or intervention group. Retest followed initial test after 6 weeks o f 

the intervention. The intervention had the potential to change women’s actual beliefs 

about BCS. Women were characterized in precontemplation, contemplation, action, 

relapse precontemplation, and relapse contemplation stages. Precontemplation refers 

to never having had a mammogram and thinking about having one within the next 6 

months. Contemplation reflects women who never had a mammogram but were 

considering having one in the next 6 months. Action stage refers to women who had a 

mammogram during the last 15 months. Relapse precontemplation means the last 

mammogram was at least 15 months ago and women are not considering having one 

in the next 6 months. Relapse contemplation means the last mammogram was at least 

15 months ago and women are considering a mammogram within the next 6 months. 

Some women became compliant 6 weeks after the intervention; the action stage was 

relevant to women who had acquired mammograms. Therefore, women were divided
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into compliant and noncompliant groups. Compliant women perceived more benefits 

and the fewest barriers. Women in the precontemplation stage had significantly 

higher barrier scores compared to all women in other stages. Women in the action 

group reported lower barriers compared to women in all other groups.

In another intervention study, Lierman, Powell-Cope, Benoliel, Georgiadou,

& Young (1994) studied the effect o f  social support on adherence to BSE 6 and 12 

months after instruction. A random sample of 175 women members o f a large health 

maintenance organization (HMO) in the Pacific Northwest and 53 partners selected 

by individuals in one o f the study groups participated in the study. Women were 50 

years or older (mean age 61.41 years), most were married, widowed, or divorced and 

had at least a high school education. Most selected partners were married, mean age 

was 57.41 years, and they had at least a high school education. Selected partners 

usually were people close to the woman and consisted of subjects’ friends, spouses, 

relatives, or neighbors. Women were randomly assigned to one of three intervention 

groups. Selected-partner support group (N=53) refers to the group of women who 

chose partners to attend the BSE sessions with them. Peer-partner support group 

(N=54) refers to women in the study who were paired by the researchers with 

participants assigned to the same BSE sessions. Support-control group (N=57) refers 

to women who had no additional support as part o f the intervention. All women in the 

group with selected partners attended a BSE group instructional session at their 

routine health care clinics. The session protocol was composed of group discussion 

about BSE practice and information about the correct timing and frequency o f BSE.
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Slide/sound presentation o f BSE technique and the importance o f early detection 

were offered. A registered nurse who was blind to group assignment was trained to 

carry out one-on-one BSE instructions. The group discussed inhibiting and enhancing 

factors o f BSE. Also, support agreement contracts were made for a 6-month period 

after the intervention by selected-partner and peer dyads. Six specific support 

strategies were developed to assist in regular BSE performance. Selected partners 

were interviewed by telephone 6 months after the intervention and another interview 

took place in the partners’ homes 12 months after the intervention. All other subjects 

were interviewed in their homes 6 and 12 months after the instructional session.

Lierman et al. (1994) found subjects in the selected-partner support group had 

significantly more contacts from partners compared to the peer-partner group. Eighty 

percent o f subjects in both partners’ groups indicated that their partners had met their 

support expectations 6 months after the intervention. When partners were asked if 

they had fulfilled their role as support provider only 66% in peer-partner and 80 % in 

selected-partner groups thought that they had met the subjects’ expectation of 

support. Increased number, variety, and frequency of support strategies offered by 

selected-partners were attributed to a sense o f belonging or attachment between the 

woman and her supporter. Six categories of support strategies were identified and 

were composed of reminders/calls/notes, accountability check, participate/mark 

calendar, encouragement-support, rewards-penalties, and other. The helpfulness of 

the support provider did not different by type of partner group. Selected-partner 

support group members were significantly more comfortable with their partner and
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more likely to continue with the same partner after the follow up period ended (92.3% 

compared to 68.7% in peer-partner group). Researchers’ expectations that the 

selected-partner support treatment group would demonstrate greater frequency and 

proficiency in performing BSE compared to other groups in the study were supported. 

Researchers also found, as anticipated, that the peer-partner group demonstrated 

increased frequency and proficiency compared to the control group. These findings 

are consistent with other literature and confirm that social appraisal and support o f 

people close to women is very important in increasing women’s participation in BCS.

Gelfand, Parzuchowski, Rivero-Perry, and Shemoff (2000) evaluated the 

effectiveness o f a work-site cancer education and detection program among women 

o f  Latino origin. Five hundred and sixty women older than 18 years were recruited 

into an intervention study in a Latino owned industrial firm in Detroit, Michigan. 

Pretest o f knowledge was conducted in separate focus groups to explore participants’ 

beliefs about cancer that needed to be incorporated in the educational program. The 

education program included a 20 minute videotape about BSE and mammograms and 

an oral presentation by a member o f the Hispanic Nurses association. Separate 

educational sessions lasting 45-60 minutes were scheduled in Spanish and English. 

Women were allotted time to ask questions; no time was given for return 

demonstration. All participating women attended the educational sessions; 202 

participants were 40 years or older. Mammography was restricted to women older 

than 40 years o f age. Only 142 out o f 202 had mammograms at the mobile 

mammography van. Three women refused to have a mammogram, two women did
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not want to know if they had breast cancer, and the third was not interested. The 

others had either already had a mammogram within the time recommended or already 

were scheduled for one at their own clinic. The posttest indicated that the educational 

program had been successful in increasing knowledge about breast cancer among 

women who attended the educational sessions.

In summary, the studies discussed in this section in general demonstrated that 

women’s education about breast cancer and its screening increased women’s 

participation in screening and early detection of breast cancer. Many investigators 

recommended developing culturally specific programs to address the educational 

needs o f specific racial/ethnic groups (Bottorff et al., 1998; Campion & Menon, 1997; 

Delbar, 1999; Erwin et al., 1996; Gelfand et al., 2000; Millon, Shaikha, & Baker, 

1999; Rajaram & Rashidi, 1998, 1999; Rashidi & Rajaram, 2000; Rissel, 1997). 

Gelfand et al. (2000) demonstrated the importance o f an intervention program 

oriented to the culture o f racial/ethnic groups by comparing their study findings 

where 199 Latino women were screened to the findings o f Centers for Disease 

Control program screening where 77 Latino women were screened. Participation was 

higher among women who participated in the Gelfand et al. culturally sensitive 

screening program. Results o f Gelfand et al.’s study agree with Erwin and colleagues 

(1996) findings, which demonstrated that culturally appropriate cancer education 

programs are able to change behavior by incorporating the beliefs of the participants 

rather than attempting to change their beliefs. Understanding the effect o f  cultural 

variables on health care seeking is crucial for this study among Jordanian women.
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Cultural Influences on Seeking Health Care

The cultures that people grow up and live in influence their behaviors, 

including health behaviors such as BCS, as well as socio-demographic, personal, and 

external factors. People, population, groups, society, community refer to women in 

this section; the focus is on women because breast cancer is prominent in women. 

Culture is defined as “The integrated pattern o f human behavior that includes thought, 

speech, action, and artifacts and depends upon man’s capacity for learning and 

transmitting knowledge to succeeding generations. The customary beliefs, social 

forms, and material traits of a racial, religious, or social group” (The Webster’s Ninth 

New Collegiate Dictionary, 1989, p.314). According to Leininger (1989), culture is 

defined as “the learned, shared, and transmitted values, beliefs, norms, and lifeway 

practices o f particular groups that guides thinking, decisions, and actions in patterned 

ways” (p. 209). Culture is manifested by traditions and customs shared by a particular 

period, community, or population. Women’s cultural mores (tradition & customs) 

play an important role in women’s lives that are obvious in feelings, attitudes, 

behaviors, expressions, and life-styles.

Cultural norms guide and are the basis for interpreting peoples’ social 

interactions (Delber, 1999). The above definitions of culture indicate a set of values 

upon which a society is based and functions. These cultural values determine highly 

desirable actions or decisions made by individuals (Delbar, 1999) and are sustained 

by the social structure o f a culture. Social structure includes different systems’ 

functional elements o f religious beliefs, knowledge, political order, relationships, and
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social values (Leininger, 1989). These social structures differ from one culture to 

another.

Traits are contained in the definitions o f culture, which are defined as 

characteristics and distinguishing features of a person (The American Heritage 

Dictionary, 1992). These traits are acquired characteristics o f people in that culture 

and are transmitted from one generation to another. Therefore, traits are salient 

characteristics that often are embedded in individuals’ personalities and make them 

who they are.

Furthermore, cultural elements contain hidden assumptions that shape 

concepts, habits, and moral values o f a group. The notions that are central to many 

culture definitions are described by Powers and Knapp (1995) as “(a) shared 

knowledge and customary patterns o f behavior, (b) associated with groups o f people 

who interact within a distinct social system or a subsystem o f a larger society, (c) 

cumulative and symbolic in nature, and (d) transmitted from generation to 

generation” (p. 38). For Spector (1996) cultural features include an interlinked net of 

symbols, a design for creating human choices, which are transmitted through 

personhood and social relationships. The many features of culture provide 

identification to individuals who share the same background and give a sense of 

connectedness among persons in that group.

Cultural components, such as religion and legislation, are structural factors 

that help shape people’s behaviors and attitudes. These components affect the health 

care system and how people seek care. Ali and Khalil (1996) cited several references
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emphasizing that cultural beliefs influence people’s conception about health, illness, 

and health/illness behaviors. The cultural life o f a community can determine the 

family’s response to illness, how persons are valued, and what measures will be taken 

to insure their health (De Trill & Kovalcik, 1997). Cultural factors control people’s 

emotional expression, body discomfort, family and social support, and caring 

behaviors (Ali & Khalil, 1996). Also, culture can considerably affect how individuals 

react to medical conditions and treatment (Delber, 1999). Women’s conception o f and 

participation in BCS may be affected by these social structures and cultural norms.

The above comments demonstrate how patterns o f human behaviors and 

culture are intertwined. These behaviors are parts o f culture and explain actions o f a 

group, in this case women. In all cultures, whether women are seen as essential or 

expendable, these cultural factors may influence women’s health. W omen’s multiple 

roles toward their families (Ali & Khalil, 1996) with competing time and resource 

demands can affect their care seeking behavior and adherence to BCS. Also, 

culturally widespread lay therapeutic activities, such as herbal medicine, and 

ethnomedical practices such as assistance o f spiritual healers, not necessarily 

approved or known to health care providers, influence women’s health behavior 

(Delbar, 1999; Lieberman, Stoller, & Burg, 1997). Some o f these alternative health 

strategies might be foreign to Westem-style health care providers and hard to follow 

by patients. These strategies cause conflict for the patient and the family (Delbar, 

1999, p. 49), reports a situation where the healer asked the patient to move with her 

family to another city and have a special zar ceremony to please and honor her zar
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spirit. Family type or composition, religious rituals, and beliefs about illness 

causation also may affect health practices o f individuals in particular societies (Ali & 

Khalil, 1996; De Trill & Kovalcik, 1997; Prost, 1997). The following are some other 

variables that might affect individuals’ health practices in the society: (a) the person 

who is responsible for decision making in the family (Barrett, 1995); (b) openness of 

patient and family members’ about the sick family member’s health status and 

prognosis, and (c) how a particular illness is viewed. Ali & Khalil (1996) found that 

Egyptians avoid talking about one’s illness to people outside the immediate family 

because it is a socially unacceptable behavior. Truth telling refers to the concept of 

informing an individual afflicted with a threatening disease of the true diagnosis. 

Sometimes, patients’ may comprehend their diagnosis and miserably play the game of 

quietness and hide their knowledge to protect their families (Delbar, 1999). Several 

cultures’ members believe that intimate family members should be informed of a 

loved one’s threatening disease, but not the affected person (Ali & Khalil, 1996, 

Delbar, 1999; Jadalla & Sharaya, 1998), a belief that is relevant to Jordanian women 

and their culture. The above different studies’ findings clarify how some cultural 

norms that are entrenched in the society, as a whole, might reflect on women’s 

attitudes toward care seeking behavior for BCS.

Studies from traditional American minorities: cultural factors related to care 

seeking behaviors.

In the US, culture could represent a broad spectrum of variables. Culture 

constitutes not only the concept o f ethnic background but also the many subcultures
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to which we are exposed- rural versus urban, immigrant versus fifth generation, 

Catholic versus Muslim, patient versus provider subcultures (Nishimoto, 1996). 

Therefore, it is important to explore the cultural factors that influence health behavior 

for BCS. Minority women, specifically low income minority women, have higher 

mortality rates, are less likely to participate in BCS, and more likely to be diagnosed 

with an advanced stage o f breast cancer than white women (Rajaram & Rashidi,

1998). This section contains common cultural factors from studies’ findings.

In a recent study, Lannin et al. (1998) examined the influence of 

socioeconomic and cultural factors on racial differences in late-stage presentation of 

breast cancer using a case-control design. A sample of 540 White or African 

American women, who were newly diagnosed with late stage breast cancer, were 

recruited into the study and matched by age, race, and area of residence with 414 

“control” women from the community who were free of breast cancer. The 

characteristics and health beliefs o f the two group of women were compared. The 

study population was 70% White and 30% African American. Age ranged from 50-65 

years; 32% were younger than 50 years, 34% were 50-65 years, and 34% were older 

than 65 years. O f the sample, 34% had less than high school education, 27% had high 

school education, and 39% had more than high school education. Most women (92%) 

were ever married, 8% were never married. About 25% of the population lived below 

poverty level: 44% had an annual income above $10,000, 29% had $5,000-$ 10,000 

annual income, and 27% had annual income below $5,000. The control population 

was 70% White and 30% African American. Age ranged from 50-65 years, 27% were
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younger than 50 years, 37% were 50-65 years, and 36% were older than 65 years. Of 

controls, 33% had less than high school education, 27% had high school education, 

and 40% had more than high school education. Most women (94%) were ever 

married, and 6% were never married. About 50% had an annual income above 

$10,000, 25% had $5,000-510,000 annual income, and 25% had annual income below 

$5,000.

According to Lannin and colleagues, although most cases were found by 

screening CBE or mammograms, 17% o f the participants had advanced stages of 

breast cancer that presented with breast symptoms or symptoms o f  distant metastases 

at the time o f diagnosis; in many patients the tumor replaced a large area of the 

breast. About 25% of the late stage patients had bleeding or tissue infection due to 

ulceration. Late stage diagnosis o f breast cancer among women in this study was 

related to their lack of participation in BCS because o f cultural beliefs that influenced 

and kept these women from seeking help for breast changes.

Lannin et al. reported that a variety o f cultural and psychological factors had a 

significant impact on late stage disease among the patients and their controls. Cultural 

factors were identified and categorized as follows: health care utilization (i.e., having 

a primary physician), folk beliefs (such as letting air get to the cancer or cutting of a 

cancer causes it to spread), fundamentalist religious beliefs (e.g., cancer is caused by 

the devil), beliefs about relationships with men (i.e., women lose their attractiveness 

to men when they get breast cancer), perceived risk o f fatalism (such as “it is meant 

to be, I will stay healthy” or “when I get sick, I am to blame”), belief in treatment for
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breast cancer (including herbs and medicine), and lack o f  knowledge about breast 

cancer risk factors. Advanced breast cancer presentation was highly associated with 

not having a regular physician, holding culturally derived folk, fundamentalist 

religious, relationship with men, or fatalism beliefs. Women who believed that 

alternative treatments are effective treatments for breast cancer were more likely to 

present with late stage disease as well. Early presentation of breast cancer was 

associated with knowledge about breast cancer and a belief in the surgical 

effectiveness o f treatment.

Lannin et al. reported that most patients with late stage presentation believed 

that air or surgery cause the cancer to grow. Also, the majority advocated herbal 

remedies, over the counter drugs, chiropractic therapy, and, most importantly, prayers 

and trust in God to heal the disease. Women associated announcement o f breast 

cancer diagnosis with fear o f husband/partner departure because they were no longer 

physically attractive and might become an emotional and financial burden to men. 

These arrays of beliefs were greater among African American women in this sample. 

Knowledge about cancer was significantly more common among Whites. In contrast, 

the group without cancer believed that taking care o f one’s self prevents cancer, 

health professionals did not control their health, they had less belief in surgery as an 

effective treatment for breast cancer, and finally and, most importantly, several of the 

folk and fundamental religious beliefs that were connected to late stage presentation 

were more prevalent in the healthy group compared to the patient group.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



43

Lannin and others concluded that these beliefs preexisted in the general 

population and were not related to experiences associated with breast cancer or 

interacting with health care providers. Reduction o f these beliefs may occur during 

treatment in association with contact with health care professionals, as suggested by 

the differences in patient versus healthy groups. This study’s results demonstrated 

clearly that psychological and cultural factors directly affect stage o f illness at 

diagnosis and, in combination with socioeconomic factors, are enough to clarify the 

differences in stage at diagnosis between African American and White women. This 

study’s investigators have reported that the most important influence of the cultural 

beliefs is that they lead to delayed presentation once women have developed palpable 

breast abnormality.

Hoffman-Goetz and Mills (1997) reviewed some qualitative research and 

summarized the sociocultural barriers to breast and cervical cancer screening among 

African American women. Twelve studies were identified where investigators used 

qualitative research methods to explore socio-cultural variables and cancer among 

African American women. Hoffman-Goetz and Mills pointed to several common 

themes, including a set of core beliefs that rank cancer prevention a low priority in 

women’s daily lives. Perceived association of breast cancer to physical injury 

(connecting physical violence against women and gender issues), and a cultural 

perspective that values/ appreciates women to women relationships o f support and 

encouragement about health issues were important beliefs that emerged in this 

review. Among the themes identified in these studies was the cultural belief that
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equates biopsy with exposing the tumor to air that leads to poorer prognosis. Another 

important finding that emerged was women’s belief in blood impurities that play an 

important role in causing breast cancer. Investigators concluded that this review of 

the studies demonstrated that cultural factors are not trivial and have an important 

role in women’s attitudes, behaviors, and values toward participation in cancer 

screening.

Erwin et al. (1996) used the Witness Project™ Model to study the increase of 

mammography and BSE in African American women using a pretest-posttest design. 

The Witness Project™ is a theory-based intervention offered by African American 

breast cancer survivors in ten churches and six community organizations in rural 

eastern Arkansas. This intervention was designed to provide culturally sensitive 

messages that emphasized the importance o f early detection to improve awareness, 

BCS, and survival. The culturally sensitive intervention used story telling and 

experiential learning techniques and provided a personal connection between the 

messenger and the audience in a non threatening environment. A sample o f  204 

African American women were interviewed face to face before the intervention took 

place and were interviewed by telephone six months after the intervention. The age of 

participants ranged between 16-93 years old with a mean o f 53 years; approximately 

75% of the women were 40 years and older. O f the total sample, 40 % did not have a 

high school diploma and 61.9% had an annual income below $15,000. Variables of 

interest were regular practice o f BSE, practiced BSE last month, had ever had a CBE, 

and mammogram. A pre-intervention survey was conducted as a baseline before the
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program started. A post-intervention survey done 6 months after the intervention 

showed significant increases in practicing BSE regularly (12.26%), doing BSE in the 

last month (18.78%), and having a mammogram (11.43%) among women in this 

study. CBE remained essentially unchanged (1.64%). Qualitative data revealed that 

the majority of women in this study felt an external higher power controlled their 

ultimate health and disease outcomes. Investigators concluded that the intervention 

that was provided through culturally sensitive messages did positively change the 

participants’ behaviors. Investigators also mentioned that breast cancer is still 

stigmatized and fear and fatalism still surround it among African American women in 

rural cultures.

In another culturally sensitive intervention study to increase BCS among 

Native American women, Brant, Fallsdown, and Iverson (1999) reported the effect of 

an education program for increasing breast cancer knowledge on two reservations in 

Montana. A Native American educator/coordinator who was familiar with the tribes 

and the customs o f Native American people and had established a trusting 

relationship with them surveyed 1,000 Native American women individually from 

two Native American reservations in Billings, Montana to assess their perceptions of 

breast cancer and its screening. Survey results were that at least 96% o f these women 

did not know that a painless lump could be malignant and almost 60% had never had 

a mammogram or CBE. Most o f the surveyed women had never seen a breast 

teaching model. Brant et al. reported the cultural factors that affect Native American 

women and impede them from participating in BCS. Many believe that cancer has no
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name, affects Whites only, fear thinking or talking about cancer because they might 

catch it and pass it to their family and community, and that it is a fatal disease 

because most Native Americans diagnosed with cancer die from it. Twenty five 

percent o f the population had income below poverty level. Substance abuse, low self

esteem, hopelessness feelings, violence toward women and children, and desire for 

immediate gratification were prominent characteristics in this population. Native 

American women’s roles are demanding, their culture places a high value on women 

as the givers of life, caretakers in the family, and they often place the needs of other 

family members’ before their own. Many women delay or ignore BCS activities 

trying to fulfill their family’s basic needs. Privacy, lack of female health providers, 

time constraints, and cost of screening were common influences on BCS among these 

women. Following interventions, Brant and colleagues reported that the level of 

participation in mammography screening reached 100% in total among women in five 

sites reporting on the two Indian reservations.

In summary, cultural factors in the US affect care seeking behavior in general 

and BCS in particular. Individuals’ beliefs and values are products o f  the culture that 

an individual is reared in. In general, common cultural factors such as women’s 

multiple roles toward their families and using traditional and herbal medicine were 

found to affect BCS. Investigators’ documented that lack o f knowledge about breast 

cancer risk factors, traditional and religious beliefs, and use o f alternative medicine 

impact BCS. Misconceptions about breast cancer were prevalent among minority 

women such as considering breast cancer a fatal disease and associating exposure of
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the tumor to air with bad prognosis. Investigators also agreed that traditional and 

religious beliefs lead to late detection o f the disease and advanced stages o f breast 

cancer. However, there are also specific differences among different racial/ethnic 

minorities, such as late presentation of breast cancer among African American and 

Native American women as compared to White women.

This past research supports the contention that even within “American” 

culture, traditional conduct, family structures, women’s appropriate behaviors 

according to cultural norms, modesty in women’s health matters, and response to 

illness have a profound impact on women’s health seeking behaviors and choice of 

action in BCS. In the current research, cultural influences on women’s knowledge, 

beliefs, attitudes and practices were studied in order to explore how the Jordanian 

culture influences Jordanian women’s participation in BCS. To attain this goal in 

understanding Jordanian women’s attitudes and the choices they make, it was also 

necessary to study Jordanian women’s knowledge and beliefs about breast cancer, 

and the influence o f the beliefs o f other society members - such as their relatives and 

friends. To better understand Jordanian women’s attitudes, it was important and 

appropriate to learn about the Jordanian culture, Jordanian women’s place in the 

family, and who affects their decision-making in relation to BCS.

Health-Seeking Behavior in the Middle East

The Middle East is a region in southwestern Asia (the Fertile Crescent, Arab 

Peninsula, and Gulf region) and northeastern Africa (north Africa and the African 

Horn) surrounding the Mediterranean Sea. Most Middle Eastern people’s primary
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language is Arabic. There is some disagreement about the countries that are included 

in the Middle Eastern boundaries. Some geographers report that the Middle East area 

is composed o f  the following countries- Jordan, Palestine, Israel, Syria, Iraq, 

Lebanon, Saudi Arabia, United Arab Emirate, Oman, Republic o f Yemen, Qatar, 

Bahrain, Kuwait, Turkey, Iran, and Egypt (Concise Atlas o f the World, 1995; 

Wallbank et al., 1987). In addition to the previous list, other authors include Sudan, 

Somalia, Libya, Tunisia, Algeria, Mauritania, Morocco, and Cyprus (Encarta, 2000), 

and others add Afghanistan and Pakistan (Meleis & Hattar-Pollara, 1995).

It is important to realize that there is considerable variability (in 

Westernization, race, color, and tradition) among the nations located in the Middle 

East, and that there are some similarities. The Middle East is divided into two 

categories: Arab and non- Arab populations. Twenty one Middle Eastern countries in 

the area stretching from the Arabian Gulf in Asia to the Atlantic ocean are considered 

Arab and their first language is Arabic (Luna, 1989; Meleis & Hattar-Pollara, 1995). 

Also, they take pride in Arab culture and history (Luna, 1989). In all Middle Eastern 

countries except three (Lebanon, Israel, and Cyprus) the main religion is Islam 

(Encarta, 2000). Ninety eight percent o f the total population in the Muslim Middle 

Eastern countries is Muslim and adheres to the Qur’an and Muhammad’s teachings, 

which constitute the law in most Islamic countries (Encarta, 2000). Muhammad is the 

central figure in Islam who, according to Muslims, recited the Qur’an and some 

Hadith. Hadith refers to the most authentic book for Muslims after the Qur’an that 

includes Muhammad’s teaching. It is expected that the Arab and Muslim Middle
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Eastern nations’ traditions, norms, values, and reactions toward cancer have 

similarities. Therefore, Arab Middle Eastern studies that were found by this 

researcher were reviewed to explore the social context o f individuals’ beliefs and 

health behaviors in general, toward cancer, and toward cancer screening in these 

nations.

Studies Focused on Cancer, Breast Cancer, and Cancer Screening in the Middle East 

In a epidemiological report, Ore, Tamir, Beiran, and Epstein (1991) compared 

mortality trends among Jewish and non-Jewish (Arab) women 25 years and older in 

Israel during 1960-1982. The three main causes o f mortality in both groups were 

identical: heart disease, cancer, and cerebrovascular disease. However, according to 

Ore et al., the cancer mortality rate ratio between the two groups decreased over time 

as a result o f  an increase in cancer mortality rates among Arab women and decrease 

among Jewish women. The investigators reported that recently there has been an 

increase in cancer mortality rate among the Arab population. Also, the investigators 

reported that Jewish women’s cancer mortality rate is still higher than among Arab 

women. The investigators noted that systematic errors in certification o f the 

underlying cause o f death such as avoiding reporting cancer as the cause of death 

might affect the mortality registration rate for cancer. The difference in the mortality 

rates between the two groups might be related to inaccurate or unclear reported cause 

o f death among Arabs. It is clear in the following review o f studies that Arabs in 

general have a stigma toward cancer that might cause them to avoid reporting cancer 

as the cause o f death.
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Barak, Zippin Awad, Houser, and Horn (1988) compared the characteristics of 

female breast cancer patients, their disease, and treatment in diverse cultural settings 

using medical records. Participants were 232 Arabs from West Bank Center Unit 

(WBCU; two clinics, one in the south and the other in the north), 152 Jews from 

Assaf Harofeh Medical Center (AHMC) in Israel, and 664 from the University of 

California at San Francisco (UCSF) in the US. When data were not available for three 

centers, comparisons were made between the data available from the other two 

centers.

According to Barak et al. (1988), participants at WBCU were 97.4% Arabs 

(79% Muslims and 18% Christians); participants at AHMC were 99.2% Jewish. Arab 

patients were younger: 54% o f these women were younger than 50 years at diagnosis 

compared to 28% of Jewish and 37% of American women in the study; 21%, 10%, 

and 14%, respectively, were younger than 40 years. A higher percentage o f Arabs 

(18%) were single compared to Jewish (2%) and American (13%) patients. Parity was 

higher among Arabs compared to Jewish participants. Investigators defined patient 

delay as the time between symptoms’ appearance to diagnosis. More than 6 months 

delay was higher among Arab patients (36%) compared to Jewish patients (14%). 

Delay in treatment (physician’s delay) was higher among Arab patients. Among 

Arabs, 61.8% were treated for cancer within 1 month and 16.4% were treated within 

1-3 months compared to 88.4% and 3.8% respectively among Jewish patients. More 

Arab women presented with advanced stages of breast cancer (76%) compared to 

Jewish (68%) and American women (48%). At time of follow up, evidence of disease
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was present among 76% o f Arabs, 47% of Jewish, and 19% of American patients. 

Arab women had the lowest survival rate (48%) compared to Jewish (64%) and 

American women (76%).

Barak and colleagues reported that there are basic differences in lifestyle and 

social behavior in the three cultures represented in this study. Also, investigators 

reported that sociocultural attitudes and practices might affect the process o f 

diagnosis and treatment. Investigators mentioned in passing that Arab patients’ social 

system favors acceptance o f  traditional and possibly fatalistic attitudes. Investigators 

attributed delay in diagnosis and treatment to differences in awareness o f  breast 

cancer and its symptoms as well as lack o f knowledge about BCS.

In a quantitative descriptive study, Horn, Zippin, Salhab, and Horani (1991) 

studied cancer patterns among a total o f 7,216 patients (4,671 Jews and 2,545 Arabs) 

at medical centers in Israel and the West Bank. Patients were recruited from two 

medical centers, AHMC serving Jewish patients and WBCU serving Arabs. The two 

centers have the unique features o f  serving two populations living in a same 

geographic area but differing in many cultural, educational, religious, and 

socioeconomic characteristics, nutritional practices, and degree o f  Westernization. 

Patients at AHMC were 94% Jews/Israelis (mostly European immigrants) and 6% 

were Arab/Israelis. Patients at WBCU were Arabs bom in the West Bank. They were 

80.7% Muslims, 8.1% Christians, and 11.2% were of unknown religion. At AHMC 

male patients exceeded females by one patient only. At WBCU patients were 52.7% 

male and 47.3% female. At diagnosis o f cancer 43.4% of WBCU patients were 50
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years or younger as compared to 21.3% at AHMC; 27.8% as compared to 11.6% 

respectively were younger than 40 years o f age. Mean age was 11 years younger for 

patients at WBCU (44 years) compared to AHMC (55 years) patients. Married and 

widowed patients were almost the same in the two groups but twice as many Jewish 

patients (5.3%) were single compared to the Arab patients and divorces were more 

frequent among the Jewish population. Among Jewish patients breast cancer ranked 

number two after cancer o f the digestive system, whereas it was the leading cancer 

among Arab patients. Breast cancer was the most common cancer in both groups o f 

women, accounting for 30.7% among women at AHMC and 28.5% among women at 

WBCU. Stage o f the disease was more advanced at time o f diagnosis in WBCU 

patients compared to AHMC patients. One might question the accuracy o f AHMC 

figures as representing Jewish patients because the center offers services to Arab 

patients holding Israeli citizenship. The investigators did not specify the percentage o f 

those having breast cancer and advanced disease between Israelis/Jews and 

Arab/Israeli women in the AHMC.

Henquin, Trostler, and Horn (1994) conducted a case-control study of breast 

cancer and nutritional risk factors in Israel comparing Jewish with Arab women. 

Participants were recruited from two medical centers, AHMC serving Jewish patients 

(30 patients and 31 controls) and WBCU serving Arabs (10 patients and 8 controls). 

All patients were recruited after formal diagnosis o f breast cancer and completion o f a 

radical mastectomy. Every participant was matched with a first degree relative (sister
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or cousin) that was close to the patient in age and had no malignant disorder. Absence 

o f a sister or cousin was substituted with a mother or daughter for control.

Henquin et al. (1994) found that most Jewish participants had been bom in 

Israel or Eastern Europe and all Arab participants were Muslims bom in the West 

Bank. In general Arab patients were younger than Jewish patients, with 10 years 

mean age difference (44.7 and 54.7 years, respectively). The mean age for controls in 

the two groups was approximately the same (39.7 and 39.9 years, respectively). Most 

patients in the Jewish groups were older than 50 years (19 out o f 33 patients) whereas 

only one patient was older than 50 years in the Arab group (1 out o f 10 patients). In 

the Jewish group, 20 controls were daughters, two were mothers and nine were sisters 

or cousins. Among the Arab group all controls were sisters or cousins. The Arab 

women had more children and longer duration of lactation than the Jewish women in 

both patient and control groups. Investigators noted that when acquiring the consent 

forms “in the Arab group, cultural customs often required the husband’s approval” (p. 

327). In addition, the investigators concluded that there were differences between the 

Arab and Jewish lifestyles in relation to the marital role and child bearing as well as 

other aspects of culture that needed further examination.

Registries from other Arab Middle Eastern countries show that breast cancer 

is the most frequently occurring cancer among women in Kuwait (Omer, Gjorgov, 

Ismail, & Tabik, 1986), Iraq (Al-Fuadi & Parkin, 1986), and Egypt (Ibrahim, 1986) 

and are consistent with the reviewed studies’ findings in this thesis. Also, those
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registries revealed that Middle Eastern women receive their diagnosis at a younger 

age when compared to Western women (Al-Fuadi & Parkin; Ibrahim; Omer et al.).

Ali & Khalil (1996) studied the knowledge, attitudes, and practices related to 

cancer prevention and early detection among Egyptians. In this quantitative 

descriptive study participants were 99 individuals recruited from three business 

buildings (governmental and private offices with more than 300 employees) in Cairo. 

The sample consisted of 52 (52.5%) men and 47 (47.5%) women between 25-55 

years of age with education ranging from 6-20 years. The investigators used an ACS 

tool to assess early warning signs and cancer prevention and early detection 

strategies. Investigators reported that, after translation o f the tool, it was reviewed for 

content validity by three Egyptian oncology nurses and four bilingual individuals 

from the public (two men and two women). Reviewers suggested use of the term 

“tumor” as a substitute for the term cancer throughout the questionnaire because the 

term cancer causes fear in the Egyptian culture and use of the word “cancer” displays 

a lack o f tact when used by professionals.

Ali and Khalil (1996) found that respondents were able to identify the 

common cancers occurring among Egyptians, with breast cancer among women as 

the most frequent kind of cancer (90%). Respondents had a relatively high awareness 

o f  cancer warning signs and were able to identify an average o f 3.4 o f the seven 

warning signs. The participants believed that their lifestyle behaviors did not have an 

effect on the chance o f getting cancer. Eighty nine percent reported having a check-up 

for minor suspicious symptoms. Lack o f  early detection and prevention resources
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(95%), a lack o f information about early detection strategies (90%), other priorities 

set by the families (90%), confusion o f cancer symptoms with less threatening disease 

symptoms (80%), lack of skill (70%) and efficacy (65%) in performing self 

examination, lack of the belief that early detection would affect the outcomes o f the 

disease (60%), and physicians’ responsibility in cancer early detection (40%) were 

identified by the participants as barriers to cancer prevention and early detection.

Ali and Khalil (1996) reported that in Egypt there is a social stigma associated 

with cancer and a cancer diagnosis is perceived as a death sentence. Also, a cancer 

diagnosis is perceived as associated with an individual who has done bad deeds and 

not followed a straight path. Therefore, health professionals and the public try to 

avoid use o f the term “cancer”. Usual substitutes are “tumor” by professionals, 

whereas the public uses “serious” or “bad” disease. Participants expressed that 

disclosing one’s personal, a relative, or a friend’s diagnosis of cancer would be 

painful and socially unaccepted. The investigators also mentioned that Egyptian 

health care services have greater emphasis on cure than on prevention and 

rehabilitation.

Arevian, Noureddine, and Kabakian (1997) studied Lebanese/Armenian 

women’s knowledge of, attitudes toward, and practice o f Papanicolaou (pap) smear 

screening for cervical cancer using a correlational descriptive design. Participants 

were 290 Lebanese/Armenian women selected from the Armenian Relief Cross in 

Lebanon (voluntary organization) in 19 branches located in the greater Beirut region. 

Participants were 18 and older and 70% were over 41 years of age, 3.1% were
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singles, 81.7 were married, 13.4% were widowed, and 1.7% were divorced. The 

highest percentage of women in the study (38.8%) had an elementary education, 

23.5% had intermediate, 29.8% had secondary, and 7.9% had university education. 

Economic status was categorized according to women’s perception of their own 

status as poor (8%), average (60.3%), good (27.9%), and very good (3.8%).

Arevian and colleagues (1997) found that education was the most important 

predictor o f knowledge about pap smear among women in the study, with greater 

knowledge associated with increased education. The percentage o f women who knew 

that pap smear detects cervical cancer increased significantly with perceived higher 

level of economic status. The relationship between socioeconomic status and attitude 

was studied in 174 women who indicated that they had heard of pap smear screening. 

The percentage o f women who wanted to have a pap smear increased significantly 

with higher educational level but not with perceived economic status. Investigators 

reported that discomfort and embarrassment were the most common causes of worry 

related to pap smear screening. Embarrassment and cost were identified to be 

significantly higher among women with poor/average perceived economic status 

compared to good/very good perceived economic status. Sixty two percent of women 

who had heard about pap smear had undergone the procedure. Participation in pap 

smear increased significantly with women’s educational level. Women with higher 

economic status were more knowledgeable about the pap smear procedure. Also, 

practice o f  pap smear increased significantly among participants with higher levels of 

perceived economic status. Women who scored “very good” on knowledge and
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attitude (44.2%) were more likely to score “very good” on practice compared to those 

who had “average” scores (11.1%) and “poor” scores (2.1%) on the knowledge and 

attitude tool.

Ibrahim et al. (1991) conducted a quantitative descriptive study to assess 

women’s knowledge o f and attitude toward breast cancer in Saudi Arabia. A total of 

500 women age 18-62 years were recruited from three major cities (Al-Khabor, 

Dammam, & Al-Qatief). The population of the three cities was composed o f 70% 

Saudis and 30% non-Saudis from other Arab countries; this was taken into 

consideration during recruitment. Most participants (72%) were Saudis and the 

remaining (28%) were from other Axab countries. Twenty nine percent of the 

participants were uneducated or had primary school education classified as level I, 

34% had intermediate or high school education (level II), and 37% had university or 

higher education (level III).

Authors reported that, on average, more highly educated women (level III) 

had significantly better knowledge about breast cancer and a higher sense of 

susceptibility for acquiring breast cancer compared to the less educated (level I and 

II). Women with level III education were more knowledgeable compared to women 

with level II and I about breast cancer detection methods. However, investigators 

found that most participants (62% o f level III, 74% level II, 88% level I education) 

had not heard of mammography and the majority of those who heard about 

mammogram procedure were either unaware of or not clear about its use as a 

screening and early detection method, especially for women above the age o f 50
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years. More than two thirds (69%) o f educated women (level EH) believed 

mammography and exposure to radiation is a risk factor for developing breast cancer. 

BSE awareness was noted to be 75%, 51%, and 27% among women in education 

level HI, level II, and level I respectively, and only 53%, 33%, and 15% practiced 

BSE. The authors noted about 10% o f all participants were estimated to practice BSE 

regularly. Although no significant differences were found among the mean scores of 

women with level I and level II education in relation to breast cancer signs and 

symptoms perception, participants with higher education (level III) scored 

significantly higher compared to the other groups (level II and I). Forty percent o f 

higher educated women (level III) thought that breast cancer is associated with 

intolerable pain compared to 56% o f  Level II and 53% of Level I women; 37% were 

aware o f skin changes, compared to 33% and 39% respectively. Knowledge o f  breast 

cancer management was higher with a higher education level (Ibrahim et al., 1991).

Ibrahim and colleagues (1991) identified some misconceptions among the 

participants regarding breast cancer detection and management. Among education 

level III women, 43%, 56%, and 59% were not aware o f or uncertain about the 

potential role o f mammograms, lumpectomy, or chemotherapy, respectively. Another 

significant misconception was evident among all women in the sample (16%), and 

27% o f those with education level I, that they may rely on herbal medicine for 

treatment. Likewise, 17% o f the total sample and 27% of those in level I endorsed 

cautery as an optional acceptable form o f treatment. Measuring attitudes, 

investigators found that women (84% level III, 95% level II, and 87% level I)
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believed that cure increased with early detection. Positive attitudes toward therapy 

increased with the higher education level o f  the participants (67% level III, 61% level 

II, and 44% level I).

Studies Focused on Arab Cultural Influences on Health Seeking Behavior in the 

Middle East

Other studies that have been conducted in the Middle East reveal important 

information about women’s situation in relation to health care and women’s role in 

the Arab, primarily Muslim, culture. Ide & Sanli (1992) reported that previous 

attempts to collect data from Saudi women were not successful because o f lack of 

access to women and attributed the problem to using male interviewers who are 

forbidden by tradition to interact with women. In Ide and Sanli’s quantitative 

descriptive study, 82% o f the participants were younger than 40 years o f  age living in 

Riyadh (capital of Saudi Arabia). In this study, a high percentage (80%) o f  the 

participants were married. Ide and Sanli were able to access these women because 

they were clients of clinics that were used for training nursing students and the 

investigators were the female clinical instructors.

Ide and Sanli (1992) described women’s situation as being bound to the rules 

and traditions because they lived in a religiously conservative city. Although 

restriction o f education and employment is improving for these women, significant 

restrictions continue to be imposed on their lifestyle and freedom. In public, all 

women have to wear complete veil and all-encompassing black “Abaaya” (coat like). 

They are not allowed to be in public by themselves; they either travel with a male
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family member, or in company with another female or family member in the 

segregated female section of buses. According to Ide and Sanli, illiteracy was not 

high among this sample (36%); however, 44% had not finished primary school.

Public education for women became available only recently (1960s). Women are 

sheltered from any exposure to different cultural and religious teachings. Women 

marry young and are pressured to bear as many children as possible, especially boys, 

to protect their marriages; otherwise, they will be divorced. Divorce rate was high 

(20%) and usually the ex-husband took the children (under Islamic law the father has 

the right to children’s custody). After divorce women have to return to live with their 

family and depend on a male family member to be their protector. Cultural beliefs 

and behaviors toward health included God as the cause o f illnesses (germs were not 

mentioned as the cause of illnesses), a high degree o f fatalistic views (Arabs have a 

cultural belief “trying to prevent something bad may cause it to happen”), and 

traditional treatments that were widely applied. The investigators attributed adherence 

to children’s vaccination in this sample to the high value of children and preserving 

their health in this culture.

In a descriptive case study, Delbar (1999) studied the effect of culture on four 

cancer patients from totally different cultural backgrounds living in Israel. The four 

patients were a Bedouin (an Arab o f any nomadic tribe in Arabia), an Israeli-bom Jew 

(parents immigrated from Tunisia), one immigrant from the US, and the other from 

Ethiopia. The investigators described the cultural differences among these patients in 

relation to cancer nursing care. In this paper, the interest was in the Bedouin patient
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culture. The Bedouin patient was an 18 year old male who had 8 years o f formal 

education and was engaged to marry in 6 months. He worked as a tractor driver on his 

farm. He was the third child o f his father’s second wife and his family seemed to be 

very close and supportive.

The investigator described the Arab culture as follows: this patient “is 

fortunate to be male. He will marry his cousin whether he is cured or not. However, if  

the case had been that o f a woman, even cured, the wedding would have been 

canceled, and she would have remained single the rest o f her life. Her status as a 

woman would have been even lower than before, and she would have to work for the 

rest o f her life as a maid for her father’s family.” The investigator reiterated the 

woman’s situation by asking the following question: “Does the meaning o f ‘cure’ 

solve a sick Bedouin girl’s problems? Will she accept her destiny?” The investigator 

explained that she would return to her tribe and live under the strict tradition (Delbar,

1999).

Delbar elaborated on the differences between men and women’s situation in 

the culture and health care. When a Bedouin’s patient situation involves teaching how 

to care for his need, the nurse has to assess and decide when to teach the patient to be 

his own agent and when to teach his wife. For example, a man will never take care of 

his elimination needs, or deal with ambulatory peritoneal dialysis, or a colostomy by 

himself because it is not dignified. According to Delbar, quality of life perception, the 

meaning of cancer perception, and the meaning of illness are culture-bound and 

explain the effect o f the Arab culture on women’s health care. Intercultural
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communication between medical professionals and Bedouin female patients suffers 

because o f the inferior status o f Bedouin women, who are not allowed to seek 

medical help independently, which leads to high mortality rates among women.

According to Delbar, Bedouins are religious Muslims who often use 

traditional medicine for treatment and prevention. Using traditional medicine 

originates from the Bedouin perspective that illness is caused by a combination o f 

natural and cultural factors related to their religion and their cultural perception. The 

“darwish” (healer) is an educated religious man. Individuals seek his advice for 

different problems such as pain, illness, and family feuds. A combination o f different 

healing methods are applied. The traditional treatments include reading from the 

Qur’an, music therapy, herbal medicine, and scriptures blessed by healers. Most 

illnesses are believed to be a result o f  offending religious rules. The cure starts once 

patients and their families begin taking daily care o f their religious responsibilities. 

Sometimes a special ceremony is necessary.

In a case study analysis o f  ethno-specific context, Al-Krenawi and Graham 

(1999) examined gender differences in relation to the Arab culture and traditions’ 

effect on health care seeking in Israel. The investigators studied the experience o f  10 

men and 10 women with psychiatric disorder living in Israel. The 10 male patients’ 

ages were 24 to 40 years old, 8 were married (2 o f  these had 2 wives), and 8 did not 

work because of their psychiatric status. Seven had elementary level education, 1 had 

post secondary training, 1 had high school education, and 1 was illiterate. All were 

religious to a different degree (half practiced Islam regularly and the others
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considered themselves somewhat religious). The 10 women patients’ ages ranged 

from 17 to 46. Seven were married, 1 was a widow and 2 were engaged. Their marital 

situation varied; two o f the married and the two that were engaged were solely 

bequeathed to their husband/fiance, the rest were married to a husband with more 

than 1 wife. None had jobs outside the home. Six women were illiterate and the other 

4 had elementary level education. All practiced Islam regularly. The male and female 

patients’ social backgrounds were comparable, 3 men and 4 women were Bedouin, 4 

men and 4 women were Flahin, and 3 men and 2 women were Abid Bedouin. Flahin 

means people that are coming from the agricultural areas and work the lands. Abid 

Bedouin refers to those who were brought as slaves, mainly from the region or from 

Egypt and Sudan and most of them are blacks/black skinned.

Investigators reported that differences were found between the two sexes that 

reflect several culturally specific realities affecting utilization of health care o f men 

and women. Gender differences in Bedouin Arab society are strongly defined. The 

social structure is patriarchal, maintaining m en’s leadership authority in the 

household, politics, and the economy. Women rarely leave home unescorted or rarely 

have careers outside the home. They spend most of their time and derive their status 

from caring for the family. All female patients and their families were aware o f the 

stigma associated with contacting psychiatric professionals. Among single women the 

stigma could damage their marital prospects. Marital therapy for married women was 

not an option as they were fearful o f destroying their marriages. Geographic mobility 

was another important factor in utilizing care because women are forbidden to leave
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their immediate community. Therefore, women had to seek care from biomedical and 

traditional systems that were available in their community. By contrast, men were 

more familiar with the biomedical system or traditional healers outside their 

community because men had freedom o f  mobility and no restrictions on seeking help 

outside their community. Living in a patriarchal society men were concerned with 

their ability to provide for their families and to fulfill their social obligations in order 

to preserve the family name and integrity (Al-Kemawi & Graham, 1999).

Al-Krenawi and Graham (1999) described the different types o f traditional 

healers that were present in the community. Dervishes refer to Muslim ascetic healers 

(men and women) who, by virtue, receive “Baraka” (blessing) from God. The 

researchers describe Baraka as a sort o f  mental breakdown - which was determined 

by a well-recognized dervish to have been a Baraka. “Khatib or Hajjab” (only men), 

write amulets that are worn on the body to ward off evil spirits; a practice usually 

passed from father to son. “Al-Fataha” refers to fortune tellers who practice the craft 

o f predicting the future by reading the dregs remaining in a patient’s cup, a skill 

ordinarily passed from mother to daughter. “Moalj BelKoran” are Koranic healers 

(only men) who use religious principles stemming from the Qur’an. These healers 

study the Qur’an and tradition o f Muhammad intensely at a university or a college to 

treat patients who have been attacked by evil spirits. Patients and their families seek 

these healers to treat their illnesses.

In summary, all studies that were reviewed revealed that breast cancer is the 

most frequently occurring cancer among Middle Eastern women. Comparing breast
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cancer between Arab women and non-Arabs showed that Arab women generally were 

younger, delay in seeking help, present to clinics with advanced stages o f breast 

cancer, and have a lower survival rate. Women hold misbeliefs and misconceptions 

toward breast cancer, BCS, and its treatment. The studies that have been found on the 

Middle Eastern countries strongly support that cancer in general is viewed as a social 

stigma. Additionally, differences in cultural norms and traditions between Arab and 

non-Arab women were found regarding attitudes to cancer and seeking health care. 

Islam was found to affect women’s situation in general and health care in particular. 

Pursuing traditional healers for treatment and prevention is a common practice among 

Arab individuals. Living and practicing nursing in Jordan in the Middle East, this 

researcher had observed similar practices and attitudes among the Jordanian people to 

those reported in this section, which are discussed in the following section.

Breast Cancer and BCS in Jordan 

Jordan is a developing country located in the Middle East, east o f  Israel. It is a 

small country o f about 57,354 square miles. The population o f Jordan is about 5 

million, 96% are Sunni Muslims, and 4% non-Muslim minority, mainly Christians. 

About 76% o f the Jordanian population lives in the metropolitan areas (Al-Jaberi et 

al., 1997). Most people are religious and the Islamic religion affects everyday life. 

Most Jordanians are literate; more than 90% can read and write (sixth grade level at 

least). Men are more educated than women. Most older women are illiterate or did not 

finish primary school education because public education for women began in the 

early 1960s. According to the current Jordanian policy, up to high school education is
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obligatory for all students in Jordan. However, some parents do not abide with this 

policy and there is no law against it. The official language is Arabic. The health care 

system consists of government, military, private & WHO organizations. Jordan is 

known to the Arab countries as a haven for refugees.

Due to the political situation in the Middle Eastern region, upheavals caused 

people from the surrounding area to emigrate and inhabit Jordan. The Jordanian 

population consists of two main categories: urban and rural. The rural population is 

mostly Bedouin, who are called in Jordan “Bedu”. Bedu are tribes that wander 

looking for water and food. Falahin is another group that inhabits the rural areas, but 

the majority of them at the present time inhabit the cities of Jordan living in refugee 

camps. The urban community is composed o f two social strata: urban people who 

originated from Jordan, Palestine, Circassian, Chechen, Druze, Turkuman, and Bahai 

and Falahin. Palestinians moved to Jordan during the wars in 1948 and 1967 and are 

considered refugees. Palestinians are the largest group in Jordan (about 65% o f the 

population). Circassians, non-Arab Islamic people moved from the Caucasus region 

o f Western Asia in 1878 and Chechens moved from Grozny during the twentieth 

century. Turkumans and Bahai moved from Iran in 1910. Members of those groups 

are considered Jordanian citizens. In the last decade the Gulf war also brought 

refugees to Jordan from Iraq (Jordan Diary, 1997). The West Bank and Israel were 

part o f Jordan before the Arab Israeli war in 1948. The people who live in the West 

Bank and parts of Israel are relatives who carry the same genes as the people in
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Jordan. Therefore, Palestinian women are o f interest to this researcher as much as 

Jordanian women.

It is important to clarify the reason for these groups’ immigration to Jordan. 

All groups except Palestinians and Iraqi fled to Jordan during the nineteenth century 

for religious reasons (Jordan Diary, 1997). Palestinians and Iraqis took refuge in 

Jordan for political reasons during the twentieth century (Jordan Diary, 1997). All 

groups were welcomed and dwelled in the land of Jordan because the previous 

Jordanian leader (King Hussein) was open and allowed religious freedom. These 

populations were drawn to and settled in Jordan fleeing from persecution, to find 

security, and to follow Islam freely (Jordan Diary, 1997). All groups, except Iraqis, 

mingled with the original people of Jordan and intermarriages occurred between 

them. The reader might question the diversity among the groups residing in Jordan. 

These groups share Islam as the main religion and their teachings and practices, 

morals and traditions center around Islam (Jordan Diary, 1997). This researcher 

observed similar fundamental beliefs and traditions among all Jordanian groups with 

minor customary differences in applying procedures, for instance during the marriage 

celebration.

Furthermore, it is proper to highlight the communalities and differences 

between Jordanians and other Middle Eastern women. Certain tribal customs, beliefs, 

mores, symbols, and language exist among all Arabs whether they are Jordanians or 

Lebanese, Muslim or Christians, urban or rural population and are manifested in 

several social properties (Meleis, 1981). Jordanians speak Arabic and follow the same

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



68

religion (Islam) as most Middle Eastern countries. Jordanians, as well, share with 

Middle Eastern peoples some o f the same values and beliefs in addition to social 

characteristics. Reliance on others to give advice in a crisis, need for affiliation, 

intense need of belonging and association with others, and the importance of social 

networks are other similarities between Jordanians and other Middle Eastern Arabs 

(Meleis, 1981). Family orientation and affiliation is another shared feature among the 

populations in the Middle East.

Hijab, modesty (Qur'an, 24:30-31; 33:59), and obedience to men (Newton & 

Haqq, 1994; Qur’an, 4:34) is expected and required o f every Muslim woman. Hijab is 

practiced and consistently observed in all Muslim societies. Some societies are more 

rigid and strict than others. For example, in Saudi Arabia and Iran all Muslim and 

non-Muslim women should cover from head to toe in public (Encarta, 2000; Ide & 

Sanli, 1992; Mahmoody & Hoffer, 1991). In these two countries laws require all 

women to wear a complete veil and loose covering “abaaya” to hide their physical 

attraction (Encarta, 2000; Ide & Sanli, 1992). Also, in the same two countries women 

are not allowed to appear alone in public; a male relative should accompany them 

(Encarta, 2000; Ide & Sanli, 1992). If  Saudi and Iranian women do not conform to 

these laws the Muslims leaders prohibit and control them by using force (Encarta, 

2000; Ide & Sanli, 1992; Mahmoody & Hoffer, 1991).

In other Islamic societies that are less rigid, such as Jordan, variability and 

range in women’s dress is noticeable. Most Muslim women in Jordan wear hijab 

(characterized by veiling and wearing a cloak) in public as an obligation to the
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Islamic tradition that is practiced when females reach puberty (Online Hadith, 

Brochure). Likewise, some Jordanian women, in addition to hijab, cover their faces in 

public. In Jordan, social class plays a role regarding this matter, i.e., a few Muslim 

women who are westernized or in leadership positions such as Queen Noor violate 

the teaching of Islam and do not cover in public. Also, Jordanians have been 

influenced by exposure to multiple wars, other nations, and Turkish and English 

occupation during the last century. Most Muslim women in Jordan, about 98%, cover 

in public and most of these women practice this tradition unconvinced that it is 

necessary but because it is obligatory. In a few Muslim countries, such as in Turkey, 

most women do not cover and appear in Western clothes in public. Sex segregation is 

connected with social class variation in Jordan. Sex segregation is practiced among 

strict Muslims applying the hadith (hadith online).

Other similarities the researcher observed that Jordanians share with other 

Middle Eastern countries include using and seeking traditional medicine for health 

care. Also, Jordanian people’s beliefs and responses to cancer are similar to those 

identified in the above review o f Middle Eastern attitudes. For instant Jordanians 

avoid using the word cancer and refer to it as “that disease”. Fear o f cancer is another 

reaction noticed by the researcher in Jordan that is common among other Middle 

Eastern populations. In addition, women’s obligations to their families and priorities 

listing (putting others’ needs before their own needs) are another similarity among 

most Middle Eastern women.
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Differences, such as variations in women’s autonomy and independence, are 

observed in the Middle Eastern countries. For example, in Turkey and Lebanon most 

women are more autonomous than women in other Middle Eastern countries. In other 

Middle Eastern countries such in Saudi Arabia and Iran women are completely 

dependent and oppressed. In Jordan and the remaining Middle Eastern countries less 

rigidity is found in women’s situation compared to Saudi Arabia and Iran but there is 

more rigidity in Jordan than in Lebanon and Turkey. In addition, women’s levels o f  

education and career development differ among Middle Eastern populations. For 

example, in general, level of education and employment among Jordanian women is 

higher compared to women in the Arabic Peninsula and lower than Turkish and 

Lebanese women (Encarta, 2000). Middle Eastern countries’ degree of 

Westernization differs from one country to another across the non-westem to western 

continuum.

Cancer in Jordan

This section includes the studies that are available to this researcher about 

cancer in Jordan. Few studies are available in the literature. Al-Hajawi (1996) 

reported that just recently Jordan started a national cancer registry and Jadalla & 

Sharaya (1998) added that the information gathered is not yet divulged. Thus, lack of 

epidemiological information leads to an unclear situation related to the disease in the 

country.

Other investigators reported that the Jordanian information on mortality lacks 

precision in reporting causes of death and all related indicators (Khoury, Massad, &
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Fardous, 1999). Death causes are misinterpreted and death certificates represent the 

mode o f  death, for example, “cardiac and respiratory arrest”, rather than the 

underlying cause (Khoury et al., 1999). Therefore, breast cancer mortality in Jordan is 

assumed to be higher than reported.

In another descriptive study investigators compared colorectal cancer data to 

other countries’ results (Al-Jaberi et al., 1997). Participants were 109 patients with 

colorectal cancer recruited from a teaching hospital in northern Jordan. More than 

half were male patients (51.66%) and the mean age was 56.1 years. However, one 

patient was 9 years old. The investigators reported the sample had a higher number of 

younger age individuals and the mean age was younger than that in developed 

countries. Delay in diagnosis and advanced stages o f the disease at the time of 

diagnosis were noted. Delay in diagnosis was the result o f delay o f patients in seeking 

health care for 106 patients; but the other 3 were misdiagnosed with hemorrhoids.

The investigators recommended using screening to detect colorectal cancer early.

Jadalla and Sharaya (1998) reported that it is noticeable that the majority of 

Jordanian individuals have misconceptions about cancer. The participants in this 

study represent to some extent the variability in the Jordanian society because 

students come from different parts o f Jordan to study in the university. This study 

represents the beliefs o f well educated university students. This study fails to 

represent the diversity o f the Jordanian people because it does not give any indication 

about the beliefs o f  the uneducated population. Also, this study fails to represent the 

poor population’s beliefs who cannot afford higher education or the beliefs o f the
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strict Jordanian Muslims who believe that women should not go beyond high school 

education or should marry early. In a quantitative descriptive study, Jadalla and 

Sharaya (1998) explored the Jordanian public’s knowledge of and attitudes toward 

cancer. Participants in the study were 219 university students at the University o f 

Jordan who ranged in age from 20 to 41 years old. Eighty percent were women and 

20 % were men and 95% of the participants were Muslims. Although 88.1% were 

nonsmokers, 67.7% lived with a smoking family member. All participants were free 

o f  cancer and 62% did not have any experience with a cancer patient.

Jadalla and Sharaya (1998) found that the participants’ attitudes were mostly 

positive despite the fact that they generally feared the disease. There were no 

significant differences between men and women except that women were more afraid 

o f getting cancer. In general, there was a need for education about the relationship of 

certain cancers to risk factors. No significant differences were found between men 

and women on knowledge except that women were more aware that there are 

methods to detect cancer early. Seventy two percent o f the participants believed that 

they were susceptible to getting cancer. Most participants (81.5%) expressed the 

desire to be informed o f a cancer diagnosis. Informing patients about a cancer 

diagnosis causes a dilemma in Jordan and it is not the general policy practiced among 

health professionals. The investigators supposed that the dilemma is related to factors 

such as social stigma, potential fatality o f  the disease, and lack of knowledge. 

According to Jadalla and Sharaya, the positive finding of participants wanting to 

know their diagnosis is related to the participants’ level of education (university level)
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and was supported by the literature. Most participants (64%) did not view cancer as a 

punishment from God. The investigators attributed this finding to the cultural view 

that hardship is a test o f faith. An important finding was that more than a third o f  the 

participants (35.6%) believed that pain accompanies the onset o f the disease and the 

investigators attributed delay in seeking help to this finding.

Overview o f  Breast Cancer in Jordan

The Jordanian MOH, 1996 statistical report indicates that breast cancer has 

the highest incidence o f all cancers among women in Jordan. It comprised 28.5% of 

all cancer cases among Jordanian women (Ma’ayeh, 1998; MOH, 1996, 1997). The 

age-standardized rate (ASR) indicates that breast cancer incidence is 20.16 cases per 

100,000 and the highest among all cancers in Jordanian women (WHO, 1990). Breast 

cancer is one o f the leading causes o f death among Jordanian women. Breast cancer 

has the highest mortality of all cancers among Jordanian women (MOH, 1996, 1997).

Jadalla and Sharaya (1998) reported valuable data about breast cancer in a 

table that they acquired through personal contact with the Radiation Department, Al- 

Bashir Hospital and their 1994 registry. The table shows that breast cancer is the 

highest incidence among all cancers and that, out o f  410 women 222 had breast 

cancer, almost twice the number o f cases compared to the dominant cancer among 

men (lung cancer).

Delay o f breast cancer diagnosis is a major problem in Jordan. Most Jordanian 

women are diagnosed in advanced stages o f breast cancer or after metastases of 

cancer to other sites have already occurred. Many times the diagnosis of breast cancer
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as the primary site takes place after a secondary site discovery (Al-Rai, 1997). Even 

though the literature supports that early detection o f the disease can lead to better 

results and survival, women seek help after the treatments are no longer o f  benefit for 

survival. Lack o f early breast cancer detection, for any of the previously discussed 

reasons, contributes to increased breast cancer mortality among Jordanian women.

Different factors could contribute to the delay o f breast cancer diagnosis 

among Jordanian women. One factor resulting in delayed recognition could be lack of 

awareness of breast cancer symptoms. Another factor could be the lack o f  using BCS, 

especially BSE. Facilities and services for mammography are available in the large 

cities o f Jordan (Al Amal Cancer Center, 1994) but they are mostly used for 

diagnostic purposes rather than screening (Dajani & Al-Jitawi, 1986). Accessibility to 

these devices is not a large contributor to non-participation in BCS. Greater than 70% 

o f the Jordanian population reside in the metropolitan areas of Jordan (Encarta, 2000) 

where medical care is readily available. The rural areas are about an hour distant from 

the large cities where facilities are available. Public transportation is readily available 

between rural areas and the large cities as well. Women could travel back and forth in 

a matter of hours.

Some o f the barriers that interfere with Jordanian women’s participation in 

BCS found in the literature are discussed in this study. Other barriers remain to be 

identified. O f particular interest to this researcher are cultural barriers specific to Arab 

culture and Jordanian culture in particular. The Jordanian culture has rigid norms that
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prohibit Jordanian women from exposing their bodies to others (Newton & Haqq, 

1994). This particularly creates a barrier to participation in BCS.

Breast Cancer Screening in Jordan

In contrast to the US, the experience in Jordan concerning breast cancer and 

women’s health is very different. Lack of screening programs, an insufficient level o f 

education among Jordanian women, and physicians’ reliance on medical judgment 

alone (which often leads to misdiagnosis or inappropriate treatment) may delay early 

detection of the disease (Amr, 1985; Dajani & Al-Jitawi, 1986, 1987). Breast cancer 

screening is not widely practiced among Jordanian women. Although goals similar to 

the ACS’ recommendations have been set in Jordan, it is expected that the social, 

political, religious, and cultural status of Jordanian women influence their BCS 

participation. Also, achieving the ACS goals may be unrealistic for Jordan at this time 

because o f limited facilities and shortages in the Jordanian health care budget.

Jordanian research has been almost unavailable in the area o f BCS. To the 

best knowledge o f this researcher, only six studies are available about breast cancer, 

in which authors concentrate on studying the pathology o f the disease. No studies 

were previously done on BCS among Jordanian women. Dajani & Al - Jitawi (1986, 

1987) reported on and specified the tumor percentages according to their type. 

Tarawneh (1980) distinguished the tumors pathologically, reporting their type and 

incidence. Kamal (1987) described the laboratory findings o f all malignancies, 

labeling them according to their pathological structure. Amr (1985) categorized the 

breast lesions according to the body tissue involved after comparing the pathological
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data o f 1000 breast lesions from Jordanian women to data from other countries. Al 

Hindawi & Qutaishat (1992) focused on the relation between breast cancer and bone 

metastasis and recommended bone scans in managing breast cancer.

Only one recent study was done by Petro-Nustas (2001) among women in 

Jordan about women’s health beliefs toward mammogram utilization as a screening 

procedure. Investigators studied a convenience sample o f 59 women, who were 

recruited into the study from maternal and child health services in and around 

Amman Jordan. The study sample’s age ranged from 18-45 years: 37% were younger 

than 25 years, 46% were 26-35 years, 12% were 36-44, and 2% only were younger 

than 45 years., 98% were younger than 45 years. O f the sample, 57% had up to high 

school education, 19% had some college education, and 24% had undergraduate 

education. Most women, 96%, were married, 2% were single, and 2% were divorced. 

Only 19% were employed and the rest were housewives. Only 2% stated they had 

family history o f breast cancer. More than half the sample, 55%, had no health 

insurance.

Petro-Nustas found that none of the participants had previously undergone a 

mammogram. Regarding the participants’ knowledge, the investigator reported 86% 

had heard or read about breast tumors and less than half, 49%, read or heard about 

mammograms. Some participants, 40%, identified mass media as being the main 

source of information about breast tumors, and 39% as the main source about 

mammography.
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Petro-Nustas measured women’s beliefs in benefit the o f  mammograms, 

barriers, and their health motivation. Regarding participants’ health beliefs the 

investigator found that 76% were convinced o f benefits of having mammograms, 

14% disagree with its benefit, and 10% were uncertain. Younger, more educated, 

insured women indicated more agreement with mammogram benefits. The 

investigator reported that 49% o f the participants acknowledged barriers toward 

having a mammogram. Insured, older, and more educated women reported less 

barriers. The investigator found that 85% of the participants agreed with the health 

motivation statements. Younger, insured, and more educated women had slightly 

more agreement with the health motivation statements.

Concerning mammograms specific benefits, most women, 89.1%, in this 

study agreed that mammograms help early detection of breast cancer and 47% 

disagreed that mammograms decrease the worry about breast cancer (Petro-Nustas, 

2001). The investigator concluded that the participants might have certain worries 

about finding breast cancer if  they have a mammogram. Regarding barriers, the 

investigator found that 66.1% o f the participants did not think that having a 

mammogram is embarrassing and 30.2% thought mammograms are expensive. The 

health motivation subscale revealed that almost all women, 98.2%, agreed that 

maintaining good health is extremely important and 20.3% disagreed with having 

regular check ups in absence o f sickness.

Petro-Nustas compared this group of women with older women who 

experienced mammograms; these older women were selected from the author’s other
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work among the Jordanian women. The investigator found that women who had 

undergone a mammogram agreed that mammograms lead to early detection and they 

wanted to discover health problems early. Also, women who undergone 

mammograms were found to practice good health habits, such as eating balanced 

meals and feeling good about oneself after having a mammogram. In addition the 

investigator found that women who had undergone mammograms disagree that the 

procedure is costly or takes a long time.

Petro-Nustas concluded that the participants in the study are in favor o f using 

mammograms as a screening measure. Also, they attributed underutilization o f 

mammograms to deficiencies in the available services. The investigator mentioned 

cultural barriers such as modesty issues, women believing in fate, and breast cancer 

as a taboo subject. The investigator recommended addressing culturally specific 

barriers through educational programs to increase BCS. This study’s findings clearly 

suggest the need for understanding the cultural barriers and to intervene according to 

cultural expectations.

All Jordanian authors agreed that Jordanian women’s breast cancers occur at a 

younger age when compared to other countries and are in advanced stages on first 

diagnosis. Also, they emphasized the importance o f screening programs as well. Amr 

(1985) mentioned only in passing that Jordanian women tend to marry at a younger 

age and many women will not seek medical advice out o f fear, ignorance, poverty, or 

more than one factor combined, but no author questioned the effect of the social
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system and cultural reasons behind such behavior (i.e., Jordanian women’s inability 

to seek medical advice).

The Jordanian authors’ perspective seems to have been an interest in the body 

only, tissue and disease, and clinical causality - or the relationship o f the cause to the 

disease, depending on laboratory observation and measurement. Subjected only to 

mathematical analysis, the body reveals its true condition through adjustable 

laboratory values and facts. No attention is paid to other aspects o f the disease and 

persons with the disease.

Although the empirical studies in this area present valuable information to 

assist clinicians and guide further research, they leave many questions. For example, 

what is the impact o f culture on views o f breast cancer and on Jordanian woman’s 

health?

Jordanian Women's Knowledge o f  and Attitudes Toward BCS

Jordanian women’s knowledge about breast cancer and BCS is unknown. 

None o f the studies were conducted to explore women’s knowledge regarding this 

matter. During this investigator’s experience in Jordan she noticed that people’s 

knowledge about cancer in general is limited and that women were unaware o f BCS. 

This investigator believes that the lack o f  knowledge about breast cancer and its 

screening activities among Jordanian women impede them from participating in BCS.

Jordanians refer to cancer as “that disease”, as if  it has no name. The word 

cancer is unfavorable. Fear of cancer makes the Jordanian individual avoid saying the 

word, cancer, as if  they are going to get it or transmit it to their relatives by saying the
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word. Jordanians view cancer as a hopeless and shameful disease, especially when it 

pertains to the private parts or genitalia. Jordanians have a fatalistic view o f cancer 

and equate cancer to death. The period between diagnosis o f cancer and death is 

viewed as a stage o f suffering because most Jordanians are diagnosed in advanced 

stages o f cancer and die shortly after diagnosis. Death from cancer is viewed as the 

most painful, agonizing, and unpleasant death process. Jordanians value having many 

children and strongly encourage breast-feeding practices. Many Jordanians, including 

women, consider breast cancer as well as other types o f cancers an enemy disease. 

The Jordanian culture considers women deformed if  they have a problem with or 

removal o f the breast.

The Jordanian Cultural Influence on Care Seeking fo r  BCS

This section’s objective is neither to support nor to attack the Jordanian 

culture. Instead, the researcher’s objective for this section is to inform the reader o f 

Jordanian cultural factors that are relevant to BCS. A story based on personal 

experience as a professional nurse is used as an example o f how Jordanian cultural 

beliefs or values can affect women’s participation in BCS.

Jordanian culture is a man’s world shaped by the Islamic religion. During 

clinical practice, this researcher has observed how male dominance shapes women’s 

health experience in the Jordanian culture. Also, it was observed that male dominance 

directly affects women’s knowledge of, attitudes toward, and participation in breast 

screening programs. The assumption of male dominance pervades the Jordanian 

culture, religion, beliefs, legislation, and the health care system and can best be
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described as “paternalism”. Paternalism is defined as the system o f  governing 

someone under the umbrella of a father’s relationship (Guralink, 1972). Paternalism 

is also defined as a policy of governing people in a fatherly manner, especially by 

providing for their needs and giving them no rights or responsibilities (The American 

Heritage Dictionary, 1994). In Jordan, paternalism influences everyday living, the 

relationship o f authority of men over the women affects all aspects o f  life. Jordanian 

culture influences women’s rights, education, social ranking, jobs, inheritance, and 

health care. The argument here is not to give the woman extra privileges or power, 

instead it is an argument to provide Jordanian women with appropriate health care 

and increase their participation in BCS. For women to practice BCS, the effects of 

paternalism must be addressed.

Islamic Religion in Jordan and its Effects on BCS

Islam is reported to be the largest o f the world’s major religions with more 

than one billion people identified as followers worldwide (Millon et al., 1999) and 

growing rapidly. In the US, the Muslim community is composed o f about 6 million 

individuals; it is expected to become the largest non-Christian community by the year 

2010 (Millon etal., 1999).

Religious teachings, to an extent, affect patients’ health behaviors related to 

BCS. The predominant social structure including living, maintenance of health, cause 

o f illness, dying, childrearing, and family life is given meaning by Islamic religious 

teachings (Luna, 1989). According to Mickley and Soeken (1993), religiousness 

affects both spiritual and psychological health o f women with breast cancer.
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Religious teachings and beliefs may influence the responses to BCS by women who

live in cultures such as Jordan where religion plays an important role in women’s

lives. It has been suggested that individuals’ behaviors and lifestyles are a direct

reflection o f their religion, ethnicity, and culture (Millon et al., 1999). Islam’s

worldview and religious values are noticeably distinct from the values and life style

o f people in Western cultures (Luna, 1989). Concepts o f “Halal”, “Haram”, and

“Shari’ah” are very essential beliefs for Muslims. According to the Islamic law,

“Halal” refers to what is acceptable and allowed, “Haram” reflects what is rejected

and not allowed, and “Shari’ah” refers to Islamic Law (Luna, 1989). These three

concepts are practiced in different daily activities, one of which is the dress code.

Islamic teachings affect women’s place and ranking in the society. The

Islamic society is a gender influenced society that gives men dominance and power

over women. Regarding dominance, the Qur’an in (4:11, p. 108) expresses “to the

male a portion equal to that of two females.” Newton and Haqq (1994) cited Razi’s (a

Muslim teacher and spiritual leader) comment on the previous verse as follows

‘Man is more perfect than the woman in creation, and intelligence, and in the 
religious sphere, such as the suitability to be a judge, and a leader in worship. 
Also, the testimony o f the man is twice that o f the wom an.. ..As the woman is 
deficient in intelligence...(p. 3).’

Women do not equal men (Qur’an, 4:176) as is clear in the following verse. “ .. .but

the men are a step a degree over them (women).” (Qur’an, 2:228, p. 49).

Superiority appears in the following verse “Men have authority over women

because Allah has made the one superior to the other” (Qur’an, 4:34, p. 113). The

previous verse was a response to the occasion when Muhammad’s daughter
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complained to her father about her husband slapping her face that left a trace (Newton 

& Haqq, 1994). Both the Qur’an and Hadith are very important to Muslims and they 

are used to guide them in their lives (Newton & Haqq, 1994). Also, Muhammad 

allows men to beat women for the sake of obedience as it was stated in the Qur’an in 

verse 4:34. Newton & Haqq (1994) refer to men’s natural superiority in knowledge 

and power quoting the explanation o f the previous verse by a modem Muslim writer 

as follows:

‘God established the superiority of men over women by the above verse (the 
Qur’an 4:34) which prevents the equating of men and women. For here man is 
above the woman due to his intellectual superiority and his ability to 
administer and spend on the woman (p. 3).’

In Islam, women are considered to be irrational, immature, emotional, incapable of

taking care of themselves, and not able to make decisions. Newton and Haqq (1994)

cited Muhammad’s statement regarding this issue in the following Hadith talking to

some women.

‘I have not seen any one more deficient in intelligence and religion than 
you.. .Is not the evidence o f two women equal to the witness o f one 
man...This is the deficiency o f your intelligence, (p. 4)’

This cultural dichotomy dictates that women fit in the private space o f  emotion and

affection, whereas men occupy the public sphere of position and responsibility

(Turner, 1988). Therefore the woman is discouraged from going outside the house by

herself as apparent in the following Hadith.

‘A woman is closest to God’s face, if she is found in the core o f her house...’ 
(Newton & Haqq, 1994, p. 9).
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Also, the above quotations show women’s inadequacy as a companion for men and

women have limits in sharing their ideas in public when men are present. While a

disciple of Muhammad (Omar) was talking, his wife shared her opinion, and he said:

‘You are a toy, if  you are needed we will call you.’(Newton & Haqq, 1994, p. 7). The

above statement stems from Hadith by Muhammad (Newton & Haqq, 1994). The

previous teaching is based on the deficiencies of women because a woman herself is

considered ‘awrah and have ten ‘awrat. ‘Awrah is the singular o f ‘awrat and means

pudendum, woman’s external genitalia, and Muhammad said regarding that:

‘The woman is ‘awrah. When she goes outside (the house), the devil 
welcomes her.’ (p. 9) and ‘Women have ten (‘awrat). When she gets married, 
the husband covers one, and when she dies the grave covers the ten’ (Newton 
& Haqq, 1994, p. 8).

As a result o f the previous teachings women are required to wear Hijab 

meaning to cover their heads and bodies (Mandelaro, 1999; Qur’an 24:30-331) and 

submit to the men (father, brother, or husband) in their families (Newton & Haqq, 

1994). About dress the Qur’an states, “O Prophet! Tell your wives and your daughters 

and the women o f the believers to draw their cloaks (veils) all over their bodies (i.e., 

screen themselves completely except the eyes or one eye to see the way)” (Qur’an,

33: 59, p. 570). Dress code belongs to the Haram concept in Islamic Shari’ah and 

every Muslim woman should wear Hijab at the age o f puberty. According to Millon 

et al. (1999) modesty, integrity, and decency in appearance, dress, behavior, and 

speech are expected of all Muslim women. Therefore, Muslim women are encouraged 

to veil and cover themselves to hide their attraction from men by wearing 

straightforward modest attire. Also, a Muslim woman and a man who have no
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relationship (by birth or marriage) by the Islamic law (Shari’ah) should not be alone 

together (Millon et al., 1999).

In fact, the above teachings are compatible with what appears in the literature 

and is represented as the ‘patriarchal family’ and seen as unjust social arrangements 

by observers. According to Sherwin (1991) the term “patriarchal family” means, 

“fathers are granted the rights and responsibility to use their supposedly superior 

knowledge and judgment to make decisions on behalf o f other family members”. 

These teachings give men the authority to demand obedience from women and 

sometimes abuse their rights (Newton & Haqq, 1994; Qur’an, 4:34). This doctrine o f 

religion equips men with the rationale to be violent toward women and to batter 

women in the family using obedience as a justification. Also, men have the right to 

divorce wives at any time, without wives’ knowledge or objection, and to marry 

another woman (Newton & Haqq, 1994; Qur’an, 65). The above practices are based 

on the assumption that women were created to provide gratification. Women are 

created for the men’s own pleasure, to ease their lives (Newton & Haqq, 1994), to 

satisfy men’s needs (Qur’an 30:21), and are owned by them (Qur'an 3:14). A wife’s 

life is her man’s life; she has children to enlarge her husband’s family and to be his 

source o f pride (Newton & Haqq, 1994). Therefore, the Jordanian culture places a 

high value on women as the “giver of life”. However, women’s needs often are 

ignored. According to Muslim belief, no matter how old the woman is, there should 

be a male family member or relative who is responsible for her decisions (Qur’an 

4:11) -  it might even be her son whom she taught, reared, nourished with her own
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wisdom, and guided to independence and power. Within this context, women are not

informed or allowed to make decisions concerning their health care or treatment,

although such decisions may change their appearance and future.

In Jordan, systematic oppression of women is widely practiced through a

system o f multiple, interlocking restrictions. The Jordanian society is permeated by

sexism and male superiority, and affects Jordanian women’s health, personal, social,

economic, and political status. Frye (1983) defined oppression as an interlocking set

of limitations and obstacles that reduce the opportunities for a member (women) in a

group (Jordanian culture). Jordanian women have learned to accept the cultural norms

without questioning their intentions and do not consider them restrictions. Women

have surrendered to the system and relinquished their rights due to feeling hopeless,

powerless, and unworthy to fight against it. The previous idea is illustrated in Mona’s

story. Mona is a Muslim prisoner in Jordan where her father tried to kill her twice

unsuccessfully. Mona described the first time o f killing as follows.

He gave me a bottle of pills. He told me, “You do whatever you have to do to 
kill yourself. Bum yourself, or even poison yourself. I just don’t want to see 
you on the face o f  the earth.” (20/20 Honor Killing, 1999, p. 5).

Mona did not take the pills and fled to the police, who brought her to prison. After

three months her father told her that she was forgiven and promised not to hurt her.

Mona went home. After some time her father pulled out a gun and fired four times

hitting her twice in the abdomen, once in her leg and hand. Mona did not die and she

was still in prison when American journalist Diane Sawyer interviewed her. Mona

told Diane during the interview, “There is no place to go. Where should I go? I’m
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afraid. Here it’s better. It’s safer” (20/20 Honor Killing, 1999, p. 6). The above ideas 

are messages inherent in the Jordanian culture and presented as the impression o f the 

“good woman”, which are implanted to win women’s submission. Diane Sawyer 

interviewed the family o f Ibtihaj (a murdered Muslim woman). Jaqulin (a sister of 

Ibtihaj) said, “She’s the one who made the mistake. She’s different than we are” 

(20/20 Honor killing, 1999, p. 10). Also, both sisters agreed to Sawyer’s comment 

that they do not agree with what their brother did (murdering their sister Ibtihaj), but 

our sister spoke up, “Yes, you’re right about that. But also, what they said [family] 

was right” (20/20 Honor killing, 1999, p. 10). Aida Touma-Suliman (an Arab-Israeli 

activist) commented on the Ibtihaj’s sisters’ situation, “Even if they think differently, 

they will not speak about it” (20/20 Honor killing, 1999, p. 10). W omen’s high 

compliance to this system o f beliefs is a response to protect themselves because if 

they do not abide within the law it might cost them their lives. This compliance 

benefits men and serves their purposes o f superiority.

Male dominance is embedded in every aspect of Jordanian women’s lives; 

certainly it affects them as patients. Women’s health complaints may be ignored by 

the husband and physician and considered unworthy of examination. The 

unwillingness o f physicians to check women’s breasts may be related to the cultural 

Islamic teaching o f the separation o f  men and women. Physicians’ promptness in 

examining women’s breasts diminishes through reluctance, fearing accusations o f 

assaulting women. The husband forbids his wife to be checked by a clinician,
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considering that her breasts are a private part o f their life and should not be exposed 

to others - especially males - even if  an obvious problem exists.

Based on the fact that the majority of physicians and radiologists are men, 

women are barely checked in this area. Therefore, physicians do not consider their 

complaints seriously and recommendations for breast screening might not be made. 

Moreover, this issue of not taking women seriously also arises in situations involving 

truth telling, disclosure, confidentiality, and informed consent, as the woman is 

believed to be not fully competent to handle her situation. The following two stories 

are illustrations based on the researcher’s professional experience used to help the 

reader to understand the different assumptions that have been mentioned.

A middle class, educated Jordanian woman in her early fifties discovered a 

small lump in one of her breasts. She told her husband about it and asked his 

permission to visit a physician for a check up. Her husband refused and did not see 

the necessity for medical intervention. Gradually the woman’s health deteriorated. 

She became sicker, lost weight, felt exhausted, became less active, and was 

depressed. One o f her sons, a physician, noticed the changes in her status and asked 

her about the problem. At the beginning, the lady refused to share her concerns with 

him, fearing her husband. The son’s persistence encouraged the mom to tell her son 

her concerns. The son was angry with his father. Her son intervened quickly to get 

CBE and a mammogram for his mother. Unfortunately, it was too late. The tumor 

was in the last stages, and metastasis had already occurred. Two months later this
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woman died. The son was left with grief at the loss o f his mother and deep resentment 

toward his father.

This woman was from a Circassian Muslim background. She appeared less 

conservative in her dress according to the Islamic law than the majority of women in 

Jordan. Although she did not fulfill and conform to the Islamic teachings in her dress 

she had to adhere to other Islamic teachings and cultural practices such as obedience 

to her husband. This Jordanian woman’s inability to make decisions on her own is 

typical of Jordanian society. Husband or male approval is a common practice (Libbus 

& Kridli, 1997) that is required by the Jordanian law. For example, this researcher 

who is Jordanian Christian needed a surgery while living in Jordan. Although at that 

time this researcher was a responsible adult fully capable o f decision-making, she was 

not allowed to sign the consent form for any care provided including the surgery. By 

law this researcher’s father had to sign her papers because she was single. The 

husband would be responsible for signing the papers if  this researcher was married or 

a male relative such as a brother if she was a single woman with a deceased father. 

The reason behind such a practice is that women are considered irrational and 

immature by Islam (Qur’an, 2:228; 4:176). Those Qur’anic monolithic teachings are 

applied and constitute the Jordanian law and involve all women living in Jordan. 

Rigidity o f the Jordanian system and law limit women’s personal freedom even if 

women are autonomous as apparent in this researcher’s personal experience.

A 30 year old Jordanian female was admitted to a hospital in Jordan to rule 

out a mass in her breast. The investigation revealed that she had advanced breast
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cancer (stage IV) with a very bad prognosis. She was informed that she had a cyst and 

simple surgery would take care o f it. Because this young lady was still single and her 

father was not alive, her brother took the liberty in making the decision for a 

treatment involving a total radical mastectomy, which was unnecessary and 

unbeneficial in such a diagnosis. The patient had no idea what was going on. The 

surgery was conducted and the patient was sent to the unit where this researcher was 

working. A few days later the surgeon removed the dressing and what a surprise! The 

patient had not expected that scene. She cried hysterically and questioned loudly, 

“Who did that to me? No one has the right to choose for me. I want my breast back, I 

want my breast back.” This young woman died within six months o f diagnosis. The 

patient’s words, “I want my breast”, kept repeating themselves in my head. These 

words raised many questions. What does it mean to lose a breast? How would one 

feel about their self-image? What would I do if I were in her place? Who has the right 

to choose for me? Are there patients’ rights? This is an example from Jordan o f  how 

the exercise o f male superiority and authority can be insensitive and 

disregardful/dismissive o f women’s concerns about their health.

The previous stories illustrate variability among Jordanian women’s devotion 

to the Islamic teaching. This woman was from a Palestinian Muslim background. She 

appeared very conservative in her dress according to the Islamic teachings. She 

fulfilled and conformed to her obligations as a Muslim woman by wearing a veil and 

cloak and was obedient. Situations and reactions such as in the previous real story and
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the other examples discussed in this section were monitored often and in other cases 

by this researcher during practicing nursing in Jordan.

In summary, the above discussion emphasizes the Islamic religion’s influence 

on women’s beliefs regarding health care. It also clarifies the ways in which Islamic 

beliefs, traditions, and teachings may affect Muslim women’s BCS behavior. The 

main issues that were identified in the literature in relation to Islamic religious 

teachings and women’s participation in BCS are dress code, male dominance and 

authority, women’s inability to make decisions alone, and Muslim women’s 

interaction with men and non-Muslim women. These teachings could act as obstacles 

in facilitating BCS for Muslim women. Therefore, it is very important to respect and 

consider these teachings when designing an intervention to increase Jordanian 

women’s use of BCS.

Studies focused on the effect o f  culture and Islam on women's health in

Jordan.

No studies were found regarding the topic of culture, Islam and BCS in 

Jordan. In view of limited data-based literature in this area reviewing other, more 

generally related, studies might help in better understanding of Jordanian women’s 

situation and the Jordanian culture. In a qualitative study, Libbus and Kridli (1997) 

studied a group of Jordanian Muslim women’s attitudes, normative beliefs, and 

personal control beliefs concerning pregnancy avoidance and contraceptive 

acquisition using a grounded theory approach. A convenience sample o f  25, 19-44 

year old (mean age 31.3 years) Jordanian Muslim married women participated in the
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study. The study took place in a family planning clinic in Zerka city, Jordan. The 

majority o f women (71%) reported their occupation as homemakers. Most women 

(76%) were not employed outside the home. Only one woman’s husband used 

condoms. All other participants used contraceptive methods other than condoms.

Most women used intrauterine devices (16), 4 used oral contraceptives, and 4 used 

the rhythm method. The fertility rate for this sample was 4.3 per woman, which is low 

in comparison to the country’s overall fertility rate of 6.2 per woman.

According to Libbus and Kridli, the theory of planned behavior’s basic 

assumption is that intentional individual behavior can be predicted by three 

independent concepts: attitudes toward the behavior, social norms, and behavioral 

control. Behavioral control is defined as the perception o f ease or difficulty in 

carrying out the behavior and is determined by both past experience and expectations 

o f the future. The investigators described the significance o f  family life and the 

influence of family governed contraceptive behavior among the participants. Many of 

the beliefs and control factors related to avoidance o f unwanted pregnancy were 

related to family. Most responses indicated the importance of conserving family 

resources, (i.e., “more time to care for the family)”. Family influence in childbearing 

and pregnancy spacing decisions is strongly predicated on a preference for sons. Sons 

provide physical security, political strength, and social prestige for the family. A 

bride’s situation in her husband’s household is unstable until she has her first child. A 

second child reduces the pressure o f having additional children, unless both are girls. 

One participant expressed the effect o f preference for sons on the beliefs regarding
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contraceptive use. The investigators suggested this factor was o f limited impact due 

the nature o f the sample (participants were successful users o f contraceptives); 

although it did not emerge as a primary factor in this study it is well documented that 

a preference for sons by Jordanians is related to cultural imperatives. One other 

finding was perceived as a barrier to contraceptive use, which was family 

disapproval, especially by the mother in law. This finding related to the effect o f 

normative beliefs on women’s choice.

Libbus and Kridli reported that the most important finding regarding 

perceived control factors was husband support and approval and its effect on 

facilitating pregnancy avoidance. Participants indicated that their contraceptive 

behavior was affected by their husbands’ beliefs. The investigators reported that they 

did not question women about their extent o f compliance with the wishes of 

husbands. The investigators reported their assumption, which is consistent with 

previous studies’ findings, that because the husband is considered the head of 

household and the ultimate decision maker, his approval affects his wife’s behavior. 

Therefore, the husband’s involvement is critical in avoiding pregnancy. In the Arab 

Muslim countries the husband plays a very important role in family decision making 

because “religion, particularly Islam in Jordan, can influence family life” (Libbus & 

Kridli, 1997, p.92). The researchers concluded that the social and economic value of 

children in addition to the cultural and religious attitudes reduce the use o f 

contraception in Jordan.
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In another qualitative ethnographic study, Khalaf and Callister (1997)

described the experience o f  childbirth o f Muslim women living in Jordan. The

investigators interviewed 32 Jordanian women in the early postpartum weeks.

Women’s age ranged from 17 to 38 years (mean 28 years), education ranged from 4

to 18 years; the majority had high school education. Of the participants, 14 were

primiparas and 18 multiparas. Ten women gave birth in a private hospital attended by

obstetricians, 10 gave birth in a government hospital attended by a physician in

training, and 12 in Palestinian refugee camps gave birth at home attended by

traditional midwives. O f the women, 8 had their husbands supporting them, and the

remaining 24 had an extended female family member coaching them during birth.

Khalaf and Callister (1997) described the reason for wanting children and why

giving birth is o f  such significance in the Muslim culture. They expressed the

importance o f women having children is to fulfill their destined role as women and

that the primary role o f  women is motherhood. Women expressed their gender

preference for sons, one woman said:

During childbirth, the only thing I wanted was to know the sex o f the baby. I 
felt sad when I saw this child because she was a girl and she would suffer 
during her life (Khalaf & Callister, 1997, p. 380).

This woman’s words speak loud representing reality; one questions what she means

that her baby girl would suffer during her life. The investigators reported another

woman’s experience:

When I heard the voice of the child, I was happy. I did not know if it was a 
boy or a girl, but when I looked at my mother in law’s face I felt she was not 
happy.. .They didn’t congratulate me. They told me, “God gave you a bride
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[girl]” and “next time, God will give you a boy” (Khalaf & Callister, 1997, p.
381)

Khalaf and Callister (1997) described women as totally committed to their 

families. Women perceived themselves o f importance to continue the Arab blood 

line; one woman said, . .to preserve life on this earth.. .’’Also of importance was to 

perpetuate the Muslim faith and increase both the Islamic and Arab population. 

Women felt having children provides the mother with future security, especially 

against divorce. This researcher observed this tradition of divorce that is consistent to 

the Qur'an’s teachings in Qur'an 4:3 practiced in Jordan. When a woman is not able to 

bear children, the husband divorces her and marries another woman in order to bear 

him children. Khalaf and Callister (1997) reported that one woman reflected on 

security by saying “Giving birth is a guarantee for a stable future [for a woman]” 

(Khalaf & Callister, 1997, p. 381). These women’s comments and views make one 

speculate that Jordanian men do not value women. Another woman commented, “The 

children’s presence makes my husband value me more” (Khalaf & Callister, 1997, p. 

381). Another theme was reliance on the will o f God to control the destiny o f women. 

Muslim women believe that Allah predetermines one’s fate, as compared to self 

agency controlling one’s life. The last theme that emerged was the spirituality of 

giving birth. Women repeatedly mentioned the spiritual dimension o f bringing a new 

life into the world.

Khalaf and Callister (1997) described the family and religion in Jordan. There 

are definite obligations for Muslim conduct. Islamic faith is the center o f many 

Muslim women’s lives. Family laws are dictated and control gender roles, marriage,
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childbearing and child rearing, divorce, custody, and obligation to extended family, 

including the extended kin system. The family formation is patriarchal, with the roles 

o f  family members clearly proscribed. M en’s and women’s roles differ, are 

complementary, and carefully ordered. Fathers are the providers and the heads o f 

families and mothers are makers o f  the home. Sons are more valued than daughters. 

Women are reared in preparation for their future roles as wives. Muslim women are 

honored by modesty, fidelity, faithfulness to their duties, and, mainly, bearing 

children. The investigators also reported that, compared to other Middle Eastern 

countries, the Jordanian fertility rate is high, women’s employment is low, breast

feeding has a shorter duration, and there is low use of birth control.

The above reports suggest that Jordanian men are in control o f  Jordanian 

women and women are not free to choose for themselves. The Jordanian culture 

pressures the woman by putting high values on her behavior and viewing her as the 

honor representative. The consequences o f not complying can be life threatening. For 

example, on a 20/20 January 22, 1999 television segment, a commentary called 

Honor Killing was shown. Diane Sawyer (an American commentator) interviewed 

Jordanian women in prison and Rana Husseini (Jordan Times reporter). Diane asked 

Rana to reflect on the following: “ ...[In] Some o f her [your] country’s traditional 

communities, the men feel that a wom an’s purity is the most important part o f a 

family’s reputation. The family is shamed if there’s even a rumor that a 

daughter.. .refuses an arranged m arriage,...or [is] disobedient. One girl was murdered 

because she smoked a cigarette in public” (20/20 Honor Killing, 1999, p. 5). Rana
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replied that many families believe that once a woman tarnishes the image, it is similar 

to breaking glass, unfixable. The only way to fix the situation is to kill her. Rana 

replied to a question that was addressed to the women in prison about their preference 

to stay in or outside the prison. According to Rana most women said, “It doesn’t 

matter because I ’m already dead” (20/20 Honor Killing, 1999, p. 6). Diane 

interviewed a brother who killed his sister. He said, “That was it. When I knew that 

she made a mistake, there was no other solution but that she should die. ..was an 

unbearable shame.” The Jordanian culture is a strict culture and it restricts women 

from moving freely. The man in the family is the ultimate decision maker. Islamic 

law guides the Jordanian population (Khalaf & Callister, 1997). Therefore, it is 

important to examine women’s situation in Islam.

Health Seeking Behaviors Among Immigrants in Western Countries 

The US is an immigrant country with a multicultural population whose 

orientation to health care varies between traditional to western medical practices. Its 

citizens come from all over the world. In order to enhance understanding o f the effect 

o f culture and ethnicity on individual health behavior, in the context of “new” cultural 

circumstances (i.e., immigration), it is important to review some relevant 

acculturation studies. This section includes studies about immigrant groups’ health 

behaviors in Western countries such as the US, Canada, and Australia that attract 

immigrants.
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Studies Focused on Immigrant Groups in Western Countries

Kulwicki (1996) studied illness perceptions and practices o f Yemeni-Arabs in 

Dearborn, Michigan using an ethnographic qualitative design. A convenience sample 

o f 30 Yemeni-American women was selected from a community highly populated by 

Yemeni-Americans to gain understanding of their illness practices in the context o f a 

participant’s home setting. These women identified themselves as Yemeni- 

Americans, were at least 21 years old, had lived in the US for more than a year, were 

married and had children. Women’s ages ranged from 20-72 years and length of stay 

in the US ranged from 1-12 years. All informants spoke Arabic (only three could read 

and one of them could write Arabic only) and none had formal education prior to 

their arrival to the US. The researcher reported that it was essential for the researcher 

to be a woman, because o f the traditional separation o f women from men outside the 

family group.

According to Kulwicki, several cultural themes were identified. The first 

theme was confidence in the rational mind of man and empirical knowledge that 

motivated the participants to take action according to the best knowledge available to 

improve a health condition. Health care included either professional care or folk care. 

Professional practitioners were consulted more because, for the participants in this 

study, it was viewed to be more effective in most conditions; however, in certain 

mental illnesses the participants consulted folk practitioners. Second, there was 

perceived susceptibility to disease based on gender, such as women were generally 

thought to be more vulnerable to illnesses caused by demons- especially mental

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



99

disorders. Contrary to that, men were thought to be both stronger in fighting demonic 

illnesses and most effective (capable) in curing such illnesses. Reliance on and trust 

in health care providers, whether medical professionals or folk healers was the third 

theme. Participants referred to medical professionals as “tabibs” or doctors and folk 

healers as “sayyids”, and used both interchangeably. Both classes o f  health care 

providers were held in respect based upon their power to cure, and cure was the 

measure for health care provider activity. Participants often changed their health care 

provider if quick cure did not occur. They were apt to do so if  they discovered 

information about the purportedly superior expertise of another health care provider. 

Participant’s trust in health care providers depended on their experiences. The fourth 

theme was the desirability of adapting to change, which was manifested in the 

participants’ receptiveness to modem treatment methods.

Kulwicki also reported limited use of home remedies used by Yemeni- 

American women when prescribed by a folk healer. These remedies included herbal 

medicine in the form o f an ointment, rubbing yogurt on a wound, using green leaves, 

putting salt over a lesion, or drinking herbal tea. Other remedies practiced by the folk 

healers included “tabkhiir”, that is burning frankincense and/or pieces from the 

sorcerer’s clothing or possessions and asking the patient to bend over or walk over the 

fumes. Another common remedy was making “Hirz” or “kitaab” meaning amulet 

preparation by folk healers. Hirz is made by copying a verse on a small piece o f  paper 

from the Qur'an or a special book that the folk healers use. Then the paper is sewn in 

a little leather pocket and given to the patient to wear until the patient heals. Kitaab is
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made by writing verses on a little piece o f  paper or an egg and giving it to the patient. 

The patient dips the kitaab in a small container o f water and then drinks the water. In 

some instances the kitaab is used for rubbing the affected area after dipping it in 

water. This practice of dipping can be done for several mornings based on the 

instructions o f the folk healer. Participants believed in the “evil eye” (or sorcery) as a 

cause for some illnesses. Also, “siHr”, meaning magic, was believed to be another 

cause o f sickness or mental disorder and usually is invoked by another person who 

envies and dislikes the affected person. Sorcery and magic could be treated with the 

previously discussed remedies. Participants expressed the Islamic view o f life that 

God is central and emphasized that every illness, treatment, and cure ultimately 

comes from God. Sorcery was observed by this researcher to be a prominent practice 

in Jordan.

Kulwicki described that the participants identified three types of traditional 

healers: “faatihat al-kitaab” (opener o f the book), “sayyid” (man revered as 

descendant o f the prophet Muhammad), and “ajami” (Persian). Sayyids are well 

respected throughout Islamic society, must be a man, usually single, and are 

considered to have special healing powers obtained from their spirituality and 

training. Training involves learning the contents of “Kitaab Shams al-Ma’aarif’ (the 

book o f remedies collection) and having the ability to cure almost all illnesses. Also 

sayyids are able to control devils and demons. By contrast faatiHat al-kitaab can be 

anyone who is able to read and has a book o f treatment, can be a woman, usually 

married, lacks the full powers o f sayyids, does not undergo training, does not have
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control over devils and demons, and is not considered as powerful as sayyids and 

therefore cannot treat possession as the sayyids do. Participants’ rationale for the 

differences between both groups were that women are not as strong as men, married 

individuals are weaker than single individuals because the devil threatens them by 

taking revenge upon their children. The third group, Al-ajamis, were single men who 

had no permanent home and moved from one town to another healing the sick. One 

ajami was blind, deaf, and mute and was accompanied by a boy to interpret for him. 

Also, he was the best healer and a fortune teller.

Kulwicki concluded that participants sought western medical advice most of 

the time for treating physical illnesses. Acculturation had helped Yemeni-Americans 

to trust the modem health providers in treating some of their illnesses. Adherence to 

folk healers among Yemeni-Americans was most apparent in the treatment o f mental 

disorders. Trusting folk healers in these situations may be related to participants’ 

unsuccessful experiences with modem treatment methods in curing mental disorders. 

Length of time of treatment for mental illnesses and slow progress may frustrate the 

participants. Although Kulwicki described Yemeni-American women’s perceptions 

and practices about illness that was related to a physical condition, their reaction 

toward screening activities when symptoms are absent remains unknown. This 

researcher had observed similar folk beliefs and practices by traditional healers in 

treating illnesses among the Jordanian people while practicing nursing in Jordan. The 

effect of such folk practices in some instances is to delay early detection o f cancer. 

Accessing traditional healers might be easier for women because these healers reside
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in the community, are within walking distance, and contacting a traditional healer 

might happen spontaneously during the day while having a cup o f coffee with a 

neighbor.

Reizian and Meleis (1987) described the illness and health seeking behavior 

o f Arab Americans based on studying 102 Arab Americans seeking care at outpatient 

and inpatient facilities in a large metropolitan area. In this quantitative descriptive 

study the investigators interviewed the participants using the Cornell Medical Index 

to collect data. Participant patients’ originated from Palestine, Jordan, Yemen, 

Lebanon, Saudi Arabia, Iraq, Egypt, and Kuwait. Most patients were first generation 

immigrants; only 6 patients were bom in the US. Sixteen patients were inpatients and 

86 patients were outpatients Older, less educated, and unemployed patients reported 

more physical and psychological symptoms. No statistically significant differences in 

symptoms were found between single or married, Christian or Muslim, men or 

women. Cultural differences between Arabs from different countries were detected. 

Palestinians and Jordanians reported more physical-biological symptoms than 

Lebanese, Iraqis, and Egyptians. Outpatients in general differed compared to 

inpatients by reported higher psychological symptoms only. Investigators cited other 

references reporting that in Middle Eastern communities persons are considered 

healthy as long as their functional status is not altered. Persons tend to 

underemphasize the importance o f symptoms that are perceived as serious or 

crippling, especially if the symptoms do not interfere with their daily life. Also, it is 

culturally inappropriate to seek health care unless individuals are seriously ill, and
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they delay seeking prevention and early detection measures until their symptoms are 

obvious. Furthermore, the quality o f symptoms affects individuals’ perception of the 

illness and their readiness to take action to relieve symptoms.

In a non-empirical report, Meleis & Hattar-Pollara (1995) reported some 

barriers that interfere with Arab Middle Eastern immigrant women’s use o f US health 

care. Some women do not keep their appointments or avoid asking questions because 

o f fear o f  discrimination related to their different religious and political values. Also, 

some health care professionals might stereotype perceptions of these women such as 

being subservient, powerless, and meek and tend to give more attention to patients 

who appear more acculturated.

Meleis (1981) in her non-empirical paper on the Arab American in the health 

care system reported some beliefs and practices that they hold. The evil eye, also 

called “al hassad” or “al ain al wehsha”, is a causative illness agent for Arabs. When a 

person accomplishes success in life, Arabs believe that others become jealous and 

envious o f  that individual, prompting the envious eyes to have power to cause an 

illness or bad event to occur to the successful persons or their families. As a 

preventive measure Arabs wear amulets such as Qur’an verses, turquoise stone, a 

hom, or a hand with five fingers for protection from the evil eye. Also, they believe 

verbalizing the number five “Khmeseh” protects them from the evil eye. These 

measures are used in place of and to supplement the Western medicine preventive 

measures among this group. In other common beliefs Arabs tend to blame their 

illnesses on a sudden hot/cold shift or vice versa in the atmosphere or food
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consumption (hot refers to temperature), as well as deprivation from food, which is 

perceived to be an antecedent to illness. The above indicate that the Arab population 

holds misconceptions and misbeliefs about illness in general that should also apply to 

breast cancer. These beliefs are likely to hinder women from seeking health care and 

BCS.

Hattar-Pollara and Meleis (1995) described the stress o f immigration and the 

daily lived experience o f Jordanian women who immigrated to the US (6 to 33 years) 

using a qualitative descriptive approach. According to the investigators, Jordanian 

Americans are an Arabic speaking population who share the social, cultural, 

linguistic, and demographic traits o f other Arab groups. The investigators interviewed 

30 Jordanian American women living in the San Fernando Valley, California. The 

participants’ age ranged from 35 to 49 years. All were mothers and first generation 

immigrants; 93% were married, one was separated, and one was widowed. All 

women were from a Christian background. Most women were homemakers (92%), 

4% had a full time job, and 4% had a part time job. The participants’ education 

varied: 20% had less than primary school education, 37% had primary school 

education, 33% had a high school education, 10% had a college education. Income 

also varied. The participants reported their annual family income as follows: 27% 

reported $10,000 maximum, 40% had $30,000 maximum, 20% reported $50,000 or 

less, and 13% reported $50,000 minimum. Forty percent o f these women had 

immigrated to join family members, 34% for economic reasons, 20% to seek a better 

quality o f life, and 6% for political instability.
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Hattar-Pollara and Meleis reported that Jordanian women experienced many 

challenges and stressors surrounding their daily living o f settling in, in their quest for 

ethnic continuity, and in their attempt to re-create familiarity. The investigators 

explained settling in by sharing the participants’ viewpoint. The participants spoke 

often o f the language barrier and their inability to monitor their children’s learning 

experience. The participants expressed their concern about their children’s exposure 

to the value system surrounding them. The investigators described that the 

participants felt very strongly that they needed to maintain their ethnic continuity. 

Maintaining ethnic continuity stems not only from a personal or spouse’s choice or 

desires, but also from the need to escape the negative judgment o f  the larger 

Jordanian community in the US and in Jordan because ethnic continuity is a cultural 

expectation. The investigators explained that negative judgment creates pressure for 

conformity that is inescapable. Conformity to the Jordanian community brings honor 

and social prestige; failure to conform brings shame. One woman reflected on the 

positive outcomes’ o f family members conformity in relation to the parenting role.

‘.. .Everything goes back to the mother. People will say “if the mother is good, then 

the children would be good.” People will then seek us and feel honored to establish 

close tie s ...’ (Hattar-Pollara & Meleis, 1995, p. 532). Women’s sense of 

responsibility for conformity is demonstrated by this woman’s quote. “.. .So it [rests] 

upon me to raise children according to our customs, and it is essentially my fault if 

they failed or made mistakes, because the mother and the home environment are the 

ones that influence children most” (Hattar-Pollara & Meleis, 1995, p. 533). The
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investigators explained the re-creation o f  familiarity theme as one where the 

participants perceived the host community to misunderstand them. The investigators 

explained being misunderstood is a feeling that ranged from being stereotyped as a 

category o f women who are subordinate and submissive to classifying the Arab 

culture as primitive and backward.

Hattar-Pollara and Meleis described the family and the kin ties o f the 

Jordanian culture and the society’s expectation o f the Jordanian individuals. The 

family is viewed as the center o f all social organizations and composes the dominant 

social patterns. Through the family, individuals and groups inherit their religious, 

class, and cultural affiliations. Subordination of Jordanian individuals to the family 

and extended kin system “Hammulleh” with which they identified is an essential 

requirement. Putting the needs and priorities of the family as a whole before and 

beyond personal desires is a consequence of subordination. Failure o f a family 

member is connected with a failed extended family. Women in the Jordanian family 

have a dynamic position in managing role relationships, interpersonal relations, and 

social interaction within and outside the nuclear family (Hattar-Pollara & Meleis, 

1995). Therefore, the sickness o f a woman might reflect on the family as whole; for 

example, if a mother has cancer it might affect establishing close ties with other 

families.

Hattar-Pollara and Meleis (1995) described Jordanian cultural factors and 

stressors that affect Jordanian women’s situation in general. The investigators 

described that Jordanian women’s multiple and sacrificial roles such as putting the
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needs o f the family before their own needs places high stress on Jordanian women. 

Also, avoidance of negative judgment and conformity to the Jordanian community 

place a high value on Jordanian women. This study assists understanding of how the 

previously discussed cultural factors that are specific to the Jordanian population 

might reflect on Jordanian immigrant women’s care seeking behavior and BCS in the 

US. One might conclude that the Jordanian culture and community’s high 

expectations for women might interfere with and act as a barrier to Jordanian 

women’s health seeking behavior in general and BCS in particular.

In a qualitative ethnoscience study, Bottorff et al. (1998) examined South 

Asian women’s beliefs and practices related to breast cancer in Canada. A 

convenience sample o f 50 South Asian women between 30-72 years o f age (mean 49 

years), who were free o f breast cancer, were interviewed in in-depth face to face 

interviews. A diverse sample including 25 Sikh, 9 Hindu, 14 Muslims, and 2 

Christian women were recruited to participate. Most women were married (40 

women), 7 women were widowed, and 3 were either single or divorced. The number 

o f years these women lived in Canada ranged from 4 months to 30 years (average 

14.7 years). In relation to educational background, 14 women had less than a high 

school education, 11 had a high school education, and 25 had more than a high school 

education. Bottorff and colleagues’ study findings provide important insights 

regarding the cultural beliefs that influence South Asian immigrant women’s 

participation in BCS. Beliefs about women’s calling, beliefs about cancer, beliefs
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about taking care of one’s breasts, and beliefs about accessing care were four central

domains o f BCS beliefs that were identified.

Beliefs about women’s calling, referred to as “dharma”, involved how women

should act and present themselves in the society. These beliefs include keeping the

family name or honor, modesty, and putting self last. These beliefs affect every aspect

o f women’s lives. In relation to keeping the family name and honor women maintain

a view o f a healthy and strong lineage, thinking that their children’s marriage depends

on this and a cancer diagnosis insults their family (Bottorff et al., 1998).

For example one woman in the study talked about a young man who had a 
girlfriend whose mother and sister had cancer. The man’s family advised him 
to leave his girlfriend because right now she does not have cancer but he 
should think about his future. The man left his girlfriend even though it was 
not her fault (Bottorff et al., 1998, p. 2079).

Women avoid screening to avoid people’s doubting that they have cancer, and during

health difficulty women have to pretend that they are fine to protect their families. In

relation to breast cancer and family name and honor women in the study did not even

want to check themselves for breast cancer and wanted to be private. An example

about how women did not want to check themselves in order to protect their families

follows (Bottorff et al., 1998).

One woman stated: ‘Somehow [it’s like] there’s something bad or wrong with 
my family, we’ve got cancer so people will stop associating’ (Bottorff et al., 
1998, p. 2079).

Being private meant keeping activities and concerns about breast cancer to 

themselves and discussing breast cancer among the family only. Cancer diagnosis 

purposefully was kept secret to avoid rumors about the family’s health. Modesty
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involves “dorsh” and means things that should not be done. Given modesty values 

South Asian women were hesitant to ask for CBE and physicians o f that culture were 

reluctant to offer them one. These women had a great degree of shyness so that they 

were hesitant to remove clothing in front o f others for examination. Some women 

approved breast exam by a female physician; others preferred a physician from a 

cultural background other than South Asian. Women’s modesty goes further than 

exposing their bodies to clinicians and extends to how they handle their own bodies. 

Most women indicated being uncomfortable in doing BSE because they associated 

BSE with “fiddling” that is inappropriate, others were uncomfortable in even saying 

the word breast and associated talking about breasts with having sexual talk. Putting 

self last involved women’s ignorance o f their own bodies and being responsible for 

the household, serving and taking care o f others (Bottorff et al., 1998).

Beliefs about cancer involved considering cancer a hidden killer, causing 

great suffering, pain, and fear. Women in the study described cancer as ‘illness that 

doesn’t have a cure’, ‘death sentence’, and the ‘worst thing’ that can affect someone. 

Viewing cancer as a deadly disease led some women to decide that prevention, early 

detection, or treatment o f breast cancer is useless. Some women believed that 

Western treatments for breast cancer are worse than the disease itself. Fear o f cancer 

caused some women to postpone further investigation of a lump, forget it and not to 

think about, focus on or say the name breast cancer. Some women were afraid to talk 

about cancer and believed they might tempt fate by getting it when talking about it. 

Some women believed that cancer might be part o f one’s destiny that made BCS
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superfluous. Association of cancer with death caused some women to feel hesitant to 

engage in BCS, and they indicated that they would rather not know if they had cancer 

or not. Also, some women regretted diagnosis disclosure to women that had breast 

cancer. Knowledge of cancer created unnecessary worry, sadness, and removed any 

probability of recovery from cancer (Bottorff et al., 1998).

Beliefs about taking care of one’s breasts revealed that BCS behaviors 

emerged in response to breast symptoms appearing. The BCS concept was foreign to 

these women because absence of symptoms made them believe that they were 

healthy, and visiting the doctor for no obvious reason (symptoms) was inappropriate. 

Paying attention to symptoms, following their family’s advice, doing what the doctor 

says, and being watchful were four major beliefs that South Asian women had in 

respect to taking care of their breasts. This process worked as follows: no need for 

participation in BCS; in case o f symptoms these women consulted family first, then a 

trusted physician; and last, to be vigilant and not to make a fool of themselves by 

going to be checked when there was nothing (Bottorff et al., 1998).

Beliefs about accessing services involved having a family member with them 

during their appointments because there was a sense o f vulnerability. Vulnerability 

was related to the stressful nature o f health matters and the belief that women need 

support. Women required support in finding clinics’ locations and were concerned 

about their language for clarity and understanding o f information given during 

appointments. Some women mentioned that due to the private nature o f breast 

problems women should not be alone even with a doctor (Bottorff et al., 1998).
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Other findings o f the pilot study done among South Asian women in Canada

reported by Bottorff and colleagues (1998) point to cultural barriers such as language,

transportation, and lack o f extended family networks o f  other women to ask for

advice and assistance. For example, it may become problematic when husbands

accompany women and translate for them during their appointments, especially when

discussing sensitive issues such as breast problems (Bottorff et al., 1998). According

to Bottorff and colleagues (1998), clinical observation o f limited use o f BCS was

related to lack o f knowledge about BCS and access to screening facilities, and unique

cultural beliefs and practices among South Asian women.

Rissel (1997) reported an important finding from an unpublished qualitative

study done by another researcher. The study was conducted to assess attitudes and

barriers to screening mammography among Arabic-speaking women in 1996 in

Sydney, Australia. The investigator found that Arab families preferred patients not to

be informed o f ‘bad’ medical news.

In summary the reviewed literature presents a clear picture about immigrant

women’s place and role in the host culture. Most immigrant groups still preserve their

own traditions and customs. In the Democrat and Chronicle report February 20, 2000

under “Midwest meets Middle East”, Lee (2000) described the Arab Islamic society

in Dearborn a suburb o f  Detroit, Michigan. Lee wrote

.. .about the Lebanese man who reacted to his daughter’s decision to date a 
non-Arab with a horrific punishment. During her 18th birthday party, just after 
the cake was cut, he shot her to death. ‘In the family view, the daughter 
brought dishonor not only on herself but on the entire family.’ Aswad 
explains. ‘In her father’s view, the only way for him to redeem the family’s 
dignity was to kill h e r...’(Lee, 2000, p. 8C).
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The literature that is available to this researcher reveals that few immigrant 

groups adopt the Western culture fully. Becoming westernized might result in 

isolation or outcast status by the community o f origin. Therefore, women might avoid 

becoming Western because of their strong cultural expectations. For immigrant 

women, especially Jordanian, acculturation might not be a choice due to the potential 

losses and negative consequences that an unacceptable behavior might bring (Hattar- 

Pollara & Meleis, 1995). These findings also reflect on how women react to the 

medical system and in turn affect their participation in system-based health practices. 

Studies Focused on Islamic Religion and its Effects on BCS Among Muslim 

Immigrants in the US

In a qualitative study, Millon et al. (1999) tried to understand to what degree 

Islamic beliefs and customs influence Muslim women’s health care seeking behavior 

toward BCS. Investigators studied a purposefully selected sample o f 9 Muslim 

women residing in the US. Two thirds o f  the participants (6) were reared from birth 

according to the Islamic faith and the other 3 women converted to and practiced Islam 

for more than five years. Participants’ ages ranged from 40-54 years, with a mean age 

o f 46.22 years. Most women (7) were married and the rest (2) were unmarried. 

Participants’ education ranged from 12-24 years, with a mean of 18 years. All women 

lived in a Muslim community for which a BCS program was to be developed.

Millon et al. (1999) used a total o f three focus groups to gather data from the 

participants. These groups were conducted in a private acceptable setting chosen by 

the participants. Investigators found that religious beliefs o f Muslim women who
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participated in the focus groups significantly influenced their health behavior. These 

women believed that Allah divinely controlled their lives. As reported previously 

purity, dignity, and modesty o f dress are expected o f Muslim women. Thus, women 

in the study did not routinely obtain BCS. One woman in the study commented as 

follows.

‘A Muslim woman should not expose their body to any man except their 
husband, father, brothers, or uncles. We believe that the woman’s whole body 
is sacred and should not be exposed. The only exception .. .a health problem. 
We strongly believe that Allah will be merciful to women who are modestly 
clad. The Qur’an teaches that the believing women should restrain their looks 
and guard their private parts.. .they should not display their beauty or their 
embellishments.’ (Millon et al., 1999, p. 288)

Also, interaction between men and Muslim women is prohibited unless they are

related: otherwise Muslim women should veil themselves. The participants’ beliefs

concerning their interaction with men and non-Muslim women affected their BCS

behavior. One participant stated.

‘Most o f  us want to maintain our customs and our own identity.. .we do not 
want to blend totally into the American society. Modesty is very important.
We prefer female physicians. We prefer that the physician be Muslim. But, if 
we can’t find a female physician it’s permissible for us to go a male physician. 
If there’s no Muslim, either female or male, then we can go to a female 
Christian or Jewish physician. If that’s not possible then you can go to a 
male.. .Christian or Jewish, or whatever.’ (Millon et al., 1999, p. 289).

Millon et al. (1999) also found that women who were reared in the Islamic

tradition since birth and women who converted to Islam later in life both expressed

concerns over exposing their bodies and shared the length o f time they went avoiding

physical exams. Investigators related the attitude about body exposure to women’s

belief that, except in sickness with apparent symptoms, Muslim women should cover
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their bodies always. Women lacked confidence in the health providers’ understanding

and respect for their religious values, beliefs, and traditions. Many women in the

study felt that health professionals often disregarded their beliefs and customs. Others

reported that health professionals ignored Muslim women’s care preference even after

making their preference known. Muslim women indicated that BCS programs in their

communities were not structured according to Islamic beliefs and customs. Despite

their awareness o f BCS, all women in the study avoided adoption of the Western

societal traditions and chose not to participate in BCS. One woman said.

‘Our culture and religion affect the health behaviors o f Muslim women to a 
great degree. Even among the women that converted to Islam from this 
country the concerns and beliefs are the same. Breast self-examination, 
clinical breast examination and mammography is not a habit.. .or a practice 
we’re used to. Most Muslim women have a physical examination only when 
they’re pregnant...I would not like to get exposed, especially my breast and 
pelvic area. This problem is even worse among unmarried women.’ (Millon et 
al., 1999, p. 289).

Some participants in the study referred to language as a barrier that hindered their 

ability to express their thoughts.

In a recent non-empirical paper, Rajaram & Rashidi (1999) reported religious 

and socio-cultural issues related to BCS and health promotion practices among Asian- 

Islamic immigrants in the US. Also, these authors discussed the key aspects o f the 

Islamic religion that facilitate and hinder BCS practices. “Hijab” meaning modesty 

pertaining to dress is a mandate of the Islamic religion for every female. When a 

female reaches puberty all o f her body should be covered except her hands and face. 

Islam allows women to expose their extremities for medical examination but certainly 

not their trunks such as for CBE and mammograms and other procedures unless
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absolute privacy is maintained. Islam also forbids interaction with opposite sex health 

professionals, except if it is impossible to find a same sex health professional. 

Rajaram et al. reported some patriarchal marital beliefs that are widely used among 

Muslim men toward their wives. Many men view their women as nothing but sole 

property of their husbands, see their place as in the kitchen and, beyond rearing 

children, there is nothing else for women to do. Most men exercise and justify their 

authority and dominance by reference to Islam.

Rajaram and Rashidi (1999) reported socio-cultural factors that influence US 

Asian-Islamic women’s participation in BCS. Women, especially older women, are 

less likely to be employed due to traditional cultural norms and the high value placed 

on women’s homemaker and motherly roles. Their primary role as a homemaker 

means they have little chance to interact with the English speaking community 

thereby restricting access to health information regarding their health outside their 

community. Asian-Islamic women may avoid contact with US culture, fearing to 

become “Americanized”. Americanized means to become excluded by their 

community and isolated from their social network.

Rajaram and Rashidi (1999) identified some barriers that face Asian-Islamic 

immigrant women in the US and hinder their participation in BCS. Patient-physician 

communication difficulties and beliefs about cancer and its prevention are the main 

barriers, and are affected by women’s English language limitations. The religious 

Islamic beliefs of gender modesty of these women have accentuated these existing 

barriers to accessing healthcare services and exacerbate patient-physician
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communication issues. Asian-Islamic immigrant women may revere health care 

providers and be hesitant to ask questions out o f respect. Another barrier might be 

that private health insurance is perceived as a foreign concept for these women 

because some o f their original countries provide health care free as a government 

responsibility. Asian-Islamic immigrant women’s beliefs about cancer are more likely 

to originate from their country of origin. The social stigma associated with cancer and 

being diagnosed with cancer lead these people to avoid discussing it. Also cancer may 

be associated with committing bad deeds in life, which causes these women not to 

perceive breast cancer as a serious problem that can be prevented. Rajaram et al. cited 

some references that indicate physicians are less likely to share information with 

people whom they perceive to have different ethnicity, social class, sex, and age 

compared to themselves. Investigators cited studies that indicate physicians are less 

likely to recommend mammograms to minority women.

Rashidi & Rajaram (2000) recently studied BSE among Middle-Eastern Asian 

immigrant women in the US 50 years and younger. Participants were from 

Afghanistan (14), Pakistan (18), Israel- Palestine (2), Iraq (2), Jordan (1), and two 

participants’ country o f origin are unknown. In this quantitative exploratory 

descriptive study they examined the knowledge and frequency o f BSE among these 

women. A convenience/purposive sample of 39 Asian-Islamic immigrant women 

between 20-48 years of age (mean 33 years) who were free of breast cancer 

completed a 7-item questionnaire based on Champion's BSE tool, which assessed 

knowledge and frequency of BSE. All participants were Muslims, married and had
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children. Although English was not their first language and was not used at home, 

they were able to read, write and speak it. Forty six percent had completed high 

school, 87% were housewives, and annual family incomes were $30,000. Most 

women (85% -33 women) had heard o f BSE, 74% (29 women) had not practiced 

BSE. None o f  the participants had performed monthly BSE regularly during the 

previous year. Most of the women (79% -31 women) had never learned about BSE 

from a health care provider. Most women (82% -32 women) had never had a CBE. 

Although 11 women (28%) were 40 years or older none o f the women older than 40 

years o f age had ever had mammograms. According to Rashidi et al. most o f the 

participants had a low income level and they may have experienced restricted access 

to health facilities. Also, most women were home makers and were less likely to 

access medical information through their social network. Communication barriers 

between patients and physicians might affect dissemination of information by health 

professionals to these women. Lack o f knowledge o f  cultural and religious practices’ 

among health care providers about Middle Eastern Asian Islamic women might 

hinder them from sharing information with these women. The investigators indicated 

that these findings suggest that the Middle Eastern Asian immigrant women are a 

population that needs more attention by health professionals and education about 

BCS techniques.

In summary, the above discussion emphasizes the Islamic religion’s influence 

on women’s beliefs regarding BCS behavior. Millon et al. (1999) reported that 

religion and spirituality affect women’s beliefs, values and practices regarding health.
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Some studies have been done with Muslim immigrants that indicate these cultural

factors operate to restrict BCS even in a Western context (Millon et al., 1999;

Rajaram & Rashidi, 1999; Rashidi & Rajaram, 2000). These issues should be taken

into consideration when designing BCS programs tailored to meet the needs of

Muslim women. The issue was well stated in the following quotation of a Muslim

participant in a study.

‘For Muslim women if  you create a modest environment and take things 
slowly and carefully you might be able to make a difference. When caring for 
Muslim women, technicians should take time to explain the process before 
asking the women to remove their cloths and their gown. That will help the 
women to become mentally ready.. .and, gives them respect.. .and, a chance to 
adjust to it and know what is coming. It will also help them feel more o f a part 
o f  the process.. .and not as i f  they are being handled.’ (Millon et al., 1999, p. 
290).

The researcher intended to study BCS among a group o f  Jordanian women 

residing in the US. It is expected that living in a host culture may change some 

aspects o f  women’s culturally based attitudes and behaviors to be more in tuned with 

the new cultural context (acculturation) while retaining aspects o f their original value 

system. Adaptation to the host culture may influence health care practices in general 

and BCS in particular. Therefore, it is appropriate to review studies that examine the 

effect o f  acculturation on immigrant groups to Western countries.

Acculturation

According to the above, the pattern of individual behavior is a product of 

living in a society that is derived from cultural norms and traditions and is passed 

from one generation to another. Therefore, culture is embedded in personal predictors 

for participation in BCS because human behavior and culture are entangled and feed
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into each other. Acculturation is the process of cultural change and adaptation of 

immigrants’ attitudes, beliefs, values, behaviors or cultural norms that occurs as a 

result o f interaction with a different culture (Heilemann, Lee, Stinson, Koshar, & 

Goss, 2000). It does not necessarily imply total loss of ethnic values or total change in 

an immigrant groups’ beliefs (Meleis, Lipson, & Paul, 1992). Preservation of or 

mixture o f traditional beliefs with the new culture’s values creates a need to 

understand how this mix o f beliefs and values may affect health seeking behaviors as 

BCS.

Studies Measuring Acculturation 

Measurement of acculturation is an issue. For example, in a recent study using 

medical records review, Heilemann et al. (2000) quantitatively studied the effect o f 

acculturation on perinatal health outcomes among a convenience sample of 773 rural 

women o f Mexican descent who were bom either in the US (315) or in Mexico (456). 

Acculturation was measured by individuals’ “place of birth”, “language spoken”, and 

a combination o f both factors (i.e., “Acculturation Index-AI”). Subjects were divided 

into a “Mexico-oriented” group consisting o f women who were bom in Mexico and 

whose primary language was Spanish, a “US-oriented” group consisting of women 

bom in the US whose primary language was English, and an “intermediate” group 

consisting of Mexico-bom English speaking or US-bom Spanish speaking women. 

Place of birth alone and the Al were more useful indicators o f  acculturation in 

predicting perinatal outcomes for women in the study than language spoken.
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O f all participants only 10% of the women had health insurance; Mexico- 

oriented women were less likely than US-oriented and intermediate-oriented women 

to have health insurance coverage. Heilemann et al. reported more US oriented 

women were divorced or single, suggesting that acculturation leads to decreased 

social support; and more were employed, suggesting that acculturation leads to 

increased access to financial resources. This study supports that, in the US, more 

acculturated women have more autonomy.

In a quantitative descriptive approach, Yi & Prows (1996) studied BCS 

practices among Cambodian women residing in Houston, Texas. A total o f 216 

Cambodian women age 18 years and older were surveyed by telephone. Age ranged 

from 18-73 years (mean 38 years). The participants had limited education; 68.1% had 

less than high school education and 31.9% had high school education, 50.9% were 

employed full-time, 10.5% were part-timers, and 48.6% were unemployed. Most 

women (80.6%) were married, and the rest were never married. Most women (85.2%) 

were Buddhist; 14.8% designated another religion, not specified. The socioeconomic 

status o f the participants was low: 57.9% had an annual income less than S20,000, 

23.1% had 20,000-529,999 annual income, and 14.8% had 530,000 or more annual 

income. About a third (32.8%) o f the participants had no health insurance, 21.8% had 

medicaid/medicare coverage, and 45.4% had HMO/private insurance. For all 

participants, the average length of stay in the US was 11.2 years. More than one third 

were not able to read or write English and 10% were illiterate.
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According to Yi & Prows (1996), Cambodian women are less likely to utilize 

BCS compared to other women in US. These women neglect and fail to have CBE 

and regular mammograms that affect early detection o f breast cancer. BCS rate 

among these women was dramatically lower than that for the general population o f 

women in the US. Use o f CBE was related to level o f acculturation. Acculturation 

was measured by use of English language and length o f residence in the US. English- 

language acculturation increased with length of stay. Written language acculturation, 

specifically, was a strong predictor o f previous CBE. Prior use o f BCS increased with 

acculturation. Cambodian women with more than high school education were more 

likely to have had mammograms. Overall, these women lacked basic knowledge 

about breast cancer and BCS importance. Culturally related emotions such as 

embarrassment and modesty were noted to affect Cambodian women’s decision for 

using BCS. Other traditions that are considered appropriate such as avoiding talking 

about and touching one’s body, or not being touched by someone else, especially by a 

man, influence BCS rates.

In another correlational study conducted by Meleis et al. (1992), ethnicity and 

health among five Middle Eastern immigrant groups were explored. A sample of 88 

immigrants was recruited in to the study using snowball or referential methods 

through other subjects. Five ethnic groups of Egyptian, Yemeni, Iranian, Armenian, 

and Arab backgrounds composed the sample who were interviewed with a 

questionnaire to determine the relationship between demographic characteristics, 

ethnicity, length o f time in the US, psychological, physical and mental well-being,
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and perceived health. Arab in this study refers to Jordanians, Iraqis, Palestinians, 

Syrians, and Lebanese patients. In this study, ethnicity refers to country/culture o f 

origin that is self-identified by the subject. Mental and physical health refers to 

perceived health, physical and psychological symptoms, and morale. Arab refers to 

immigrants from Jordan, Iraq, Palestine-Israel, Syria, and Lebanon.

Meleis et al. (1992) reported that Middle Eastern immigrants identified 

themselves in terms o f religion, cultural heritage, city o f origin, and/or political 

identity in addition to their country o f origin. Eighty four percent o f the subjects were 

Muslims and 16% were different denominations of Christians (N= 74 and 14, 

respectively). Age ranged from 20-76 years old; 59% were women and 41% were 

men. Forty percent had 12 years or less o f education, 37% had college or less, 23% 

completed graduate school. Sixty two percent of subjects were married; 28% owned 

small businesses and 25% held high executive positions. The remainder were 

housewives, students and skilled workers. The majority (91%) had been in the US 

four or more years. Reasons given for coming to the US included: education (27%), 

to join family members (42%), or for political reasons (9%).

Meleis et al. (1992) found that increased time in the US was related to weaker 

native country identity. According to Meleis et al. ethnic identity, defined as country 

or culture of origin, refers to a subjective sense of social boundaries (social emphasis) 

or self-definition which answers the question “who am I” (psychological emphasis). 

Ethnic identity variables were cultural attitudes, social integration, family orientation, 

social attitudes, and perceived ethnic identity. Length o f stay in the US correlated
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positively with perceived ethnic identity or with being more Americanized on all 

factors of cultural attitude, social integration, family orientation, and social attitude. 

Longer stay in the US was associated with perceiving self as more Americanized. 

Americanized refers to acculturated or bicultural identification and may indicate a 

stronger sense of belonging, culturally and socially, within the US. It also involves 

cultural attitudes that are less traditional. For example, lack of ethnic community may 

cause depression and isolation for immigrant women who are housewives and are less 

acculturated. The longer the immigrant stayed in the US the less the reported physical 

symptoms. Length of stay in the US did not relate to perception o f good health.

Ethnic identity correlated significantly with several indicators o f health.

Americanized values (cultural and social attitudes and perceived identity) correlated 

with higher positive morale. Morale did not correlate with social integration and 

family orientation. The four ethnic identity variables (cultural and social attitudes, 

social integration, and family orientation) were significantly related to perceived 

ethnic identity. These ethnic identity factors correlated positively with perceived 

health status. The participants who perceived themselves as more Americanized had a 

tendency to report better health perceptions and fewer total symptoms.

Meleis and colleagues (1992) detected some differences among the five 

groups participating in the study. Significant differences among the five ethnic groups 

on three factors of ethnic identity (cultural and social attitudes, and family 

orientation) were found. Yemenis had less Americanized cultural attitudes than 

Egyptians and Iranians, less Americanized family orientation than Egyptians, Iranians
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and Armenians, and less Americanized social attitudes than Iranians. Arabs had less 

Americanized social attitudes than the Iranians. Yemenis and Arabs tended to be 

more involved in and rely on their own communities than Iranians and Egyptians. 

Country/culture of origin related significantly to perception o f health status; Yemenis 

perceived themselves as less healthy compared to Egyptians and Arabs. No 

differences were detected among the groups on total symptoms or on psychological 

symptoms, but Arabs had more physical symptoms compared to other groups. Arabs 

showed significantly higher positive morale compared to Yemenis and Armenians.

According to Meleis et al. (1992) in acculturation original ethnic identity 

forms a major component o f overall ethnic identity and that ethnic identity accounts 

for and expresses ethnic pride and the complex nature o f the immigrant’s response to 

the immigration process. Meleis et al. (1992) cited several studies demonstrating that 

ethnicity affects disease rates, health sustenance and home treatment, responses to 

illnesses and pain, definition o f  seriousness, and health care utilization patterns. 

Ethnicity influences specific disease concepts and interaction with the health care 

system as well. It is also characterized by symbols, language, greeting methods, and 

dress that are commonly associated with the group (Meleis et al., 1992).

Meleis et al. (1992) suggested that immigrants from the same region, (e.g., 

Middle East), who share language and cultural symbols, might have different needs 

and acculturation patterns depending on their country and culture o f  origin. Although 

investigators o f this study argued that viewing immigrants from the same world 

region, for example, Middle Eastern, as homogenous negates their diversity, they
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neglected this diversity by lumping Arabs as one group. Arabs in this study 

represented different groups (Jordanians, Iraqis, Palestinians, Syrians, and Lebanese), 

and, although they may share some cultural and social characteristics, they may also 

have a number o f  characteristics that differentiate them from each other. This study 

was successful in exploring health practices among Iranians, Egyptians, Yemenis, and 

Armenians but not for the specific Arab groups of Jordanians, Iraqis, Palestinians, 

Syrians, and Lebanese.

Rissel (1997) studied 851 Arabic-speaking adult clients o f 20 Arabic-speaking 

general health practitioners in Canterbury, Sydney using a quantitative approach. 

Investigators applied a scale o f acculturation to examine cultural differences in 

patients’ preference for participation in medical decision-making. Data were collected 

using a self-administered questionnaire. Participants were Arabic speaking patients, 

62% were women, 18-70 years o f age, 22% single, 72% married, and 7% widowed or 

divorced. Patients’ education ranged from 22% who were illiterate, 33% who had 

school certificate, 22% had a higher school certificate, to 22% who had a tertiary 

education. Seven percent were students, 31% employed, 10% retired or volunteers, 

15% unemployed, 32% had home duties. Most patients -53%- were Muslims, 45% 

were Christians, and 2% were other or none. In regard to length of stay in Australia, 

24% were bom in Australia, 12% had lived there a maximum 4 years, 15% a 

maximum of 9 years, and 49% had lived there more than ten years.

Rissel (1997) reported that neither age nor education were associated with 

acculturation. Length o f stay was positively related to acculturation. More than a third
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of the participants (38%) preferred not to tell the patient a diagnosis o f cancer but to 

tell the patient’s family, 32% thought both patient and family should know, 27% 

preferred telling the patient only, and 2.7% believed in not telling the patient or the 

family. Forty seven percent o f the participants thought that only the family should 

know o f a fatal prognosis; only 27% thought both patient and family should know. 

Less acculturated participants were more likely to prefer and believe a doctor should 

inform the patient’s family of a cancer diagnosis and fatal prognosis, not the patient. 

Also, they believed that the physician should make the decision to put the patient on a 

life support machine. Younger age at arrival to Australia facilitated the acculturation 

process among first generation immigrants. Women and children who migrated 

voluntarily to join a spouse might acculturate more easily compared to women who 

did not want to migrate. Moreover, 78% o f the participants ate Arabic food.

Rissel (1997) reported that the majority of items retained in the acculturation 

scale were language-based, which was consistent with general acculturation scales 

used in the US. Language-based refers to individuals’ preference for using Arabic 

such as in television watching and radio listening. This information emphasizes 

language’s importance in contributing to general acculturation. Also, Rissel 

concluded that acculturation level does vary within a migrant community in Australia. 

Less acculturated people preferred a stronger family focus for information when 

dealing with cancer. This study’s findings support the value o f conducting 

acculturation-focused research.
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The literature provides multiple ways to measure acculturation. Place o f  birth 

and language spoken are ways that have been used traditionally in research. 

Historically, place of birth was a common measure used, but this might be 

misrepresentative and inaccurate. First generation immigrants might or might not 

conform to their original cultural norms and second generation immigrants might or 

might not conform to their ancestors’ cultural norms. Thus, place o f birth is not valid 

to use alone as a measure of acculturation. Heilemann et al. (2000) reported findings 

o f a previous study where some women identified themselves as US-bom when they 

were not, they did not inform the clinicians about it due to legal and political reasons. 

Rissel (1997) considers birth place to be an arbitrary measure and it might be 

misleading if little time was spent in the country o f birth. “The birthplace o f  the 

patients may not reflect the parents’ acculturation level or any influence o f  the culture 

in rearing o f children, who may be affected profoundly by their parents’ culture” 

(Rissel, 1997). Less acculturation was found to be associated with older age o f arrival 

to the host culture and less education (Rissel, 1997).

Investigators found that a five item language scale, which includes language 

use in childhood and language presently used to speak, read, think and socialize, is an 

effective indicator of acculturation (Marin, Sabogal, Marin, Otero-Sabogal, & Perez- 

Stable, 1987). Investigators are cautioned about and admonished about depending on 

language alone as the acculturation measure because it could be misleading (Marin & 

Marin, 1991); language might reflect a native skill or talent (Rissel, 1997). Despite 

the previous findings and this caution, language spoken continues to have importance
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in measuring acculturation and should not be completely ignored (Heilemann et al., 

2000).

Other acculturation measures include media language preference (electronic 

and printed materials) and ethnicity o f  parents’ friends and their children (Heilemann 

et al., 2000). Also, acculturation scales may include ethnic interaction activities 

reflecting cultural traditions and lifestyle, ethnic identification, and ethnic background 

(Heilemann et al., 2000). Length o f stay in the host culture is an alternative measure 

that has been used to assess acculturation (Yi & Prows, 1996). According to Rissel 

(1997), acculturation is not a dichotomous variable, nor does it necessarily have a 

linear relationship with the years in a host culture. Acculturation is a continuous 

process that needs to be assessed on a continuous scale (Rissel, 1997).

In addition to the above this researcher expects that food preferences, 

conformity to religious and cultural events or celebrations, and dress code (modesty) 

are indications o f degree o f acculturation. Independence, autonomous decision

making, and practicing traditional medicine might be other indicators of 

acculturation.

In summary, acculturation is a complex process. Change in immigrants’ 

beliefs, behaviors, and attitudes to accommodate new cultural surroundings may 

happen as the result o f  acculturation, but many attitudes, beliefs, and behaviors may 

be retained from the culture o f  origin. The assumption that acculturation is a 

phenomenon that can be measured by a single scale, using culture or country o f 

origin, or a demographic index may limit the insight to be gained in research
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(Heilemann et al., 2000; Meleis et al., 1992). Investigators demonstrated that using a 

combination o f acculturation items is more effective than using a one item scale 

(Heilemann, et al., 2000; Rissel, 1997; Yi & Prows, 1996). Therefore, to capture the 

level o f acculturation among a group more than a single indicator of acculturation is 

needed.

Conceptual Models of Health Seeking Behavior 

Conceptual theoretical models have influenced research conducted on health 

seeking behaviors for BCS. Some o f these models are discussed in this study because 

they have been used most frequently in BCS research. The conceptual models 

discussed lay a limited foundation for constructing a culturally sensitive model to 

guide research among Jordanian women. The models presented are the Health Belief 

Model (Janz & Becker, 1984), Health Locus of Control (Wallston, Wallston, Kaplan, 

& Maides, 1976), Care-Seeking Behavior Theory (Lauver, 1992), the Feminist 

approach, and Transcultural Diversity and Universality Theory (Leininger, 1989).

The Health Belief Model (HBM)

The HBM (Figure 2.1) focuses on patient compliance and preventive health

care practices. This psychological model was developed in an attempt to explain 

human responses in relation to health maintenance, disease prevention, or early 

detection o f a disease when symptoms are absent. The major components of the HBM 

include perceived susceptibility, perceived severity or seriousness, perceived threat, 

perceived benefits, perceived barriers and costs, motivation, and enabling or 

modifying factors, which fall under three major categories: “individual perception”,
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“modifying factors”, and “likelihood o f action” (Hyman & Baker, 1992; Janz & 

Becker, 1984). Perceived susceptibility refers to the individual’s appraisal o f 

likelihood of getting the disease, including the risk of breast cancer. Perceived 

severity/seriousness refers to awareness o f potentially serious consequences, such as 

the negative outcomes o f breast cancer. Perceived threat refers to the danger of 

getting the disease. Perceived barriers reflects the negative components o f taking 

action toward a disease, i.e., participating in BCS. Perceived benefits relate to beliefs 

that a specific action helps to decrease the threat (i.e., BCS participation decreases the 

threat o f breast cancer).

The HBM supports the concept that initiation o f health action depends on 

human recognition of susceptibility to a condition or disease that has serious 

consequences, understanding the benefits o f the health behavior and decreasing the 

barriers for taking action, while enhancing motivation for the health behavior. Janz 

and Becker (1984) proposed that socioeconomic status has an impact on preventive 

health behavior. Likewise, perceived seriousness influences the health behavior and 

has less influence than socioeconomic status. The HBM also posits that perceived 

barriers have less influence than perceived benefits on health behavior. Increased 

likelihood of engaging in behavior for disease prevention is related to the presence of 

perceived susceptibility to the disease, seriousness/severity o f the disease, facilitative 

cues to action, perceived high benefits, and low barriers o f action.

Applying the HBM to the area o f  BCS suggests that if  an intervention can 

influence women’s perception and increase their beliefs that they are at risk for breast
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cancer, and that BSE, low-cost or free CBE, and mammography can provide the 

necessary early detection to survive breast cancer, then women will participate in 

BCS (Erwin et al., 1996). One other assumption o f  the model is that internal or 

external cues to action are necessary and effective in initiating a health behavior 

(Hallal, 1982). In most BCS program studies in which the HBM has been applied, 

researchers found that the majority o f asymptomatic women do not perceive 

susceptibility to breast cancer (Breen & Kessler, 1994; Champion, 1992; Fulton et al., 

1991; Stein et al., 1992). Perceived susceptibility and seriousness of the disease, 

individual barriers and confidence, and knowledge correlate significantly with age 

(Champion, 1992).

Lauver (1992) noted and described the limitations of the HBM. According to 

Lauver (1992), although cognition is part of the HBM, affect is not included. 

Specifically, Lauver suggests that affects such as fear and denial could influence care 

seeking behaviors. Research guided by the HBM has not offered consistent support 

for the model’s variables. Janz & Becker (1984) documented that most investigators 

examined the association between perceived severity and action taken toward curative 

purposes more often than with prevention behaviors. BCS practices research guided 

by the HBM show that the model's variables account for about 25% o f the variance in 

BCS (Champion, 1985; Jacob, Penn, & Brown, 1984; Nemcek, 1990; Rutledge, 

Hartman, Kinmann, & Winfield, 1988). Moreover, the HBM model is limited by its 

assumption that individuals’ present environment is more likely to influence their 

behavior than past history (Hyman & Baker, 1992), such as their cultural background.
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Individuals may not participate in health behavior such as BCS for reasons other than 

their present environment, as it is assumed.

Perceived
threat
O f disease “X”

Perceived benefits 
Of preventive action 
Perceived barriers 
To preventive action

Perceived susceptibility 
To disease “X” 
Perceived seriousness 
O f disease “X”

Likelihood o f taking 
recommended 
preventive 
Health action

Cues to action
(advertising, advice, reminders, 
and
So forth)

Demographic variables 
(age, sex, and so forth) 
Sociopsychological 
Variables
(social class and so forth 
Structural variables 
(knowledge of disease and so 
forth)____________________

Figure 2.1. Excerpt from Becker, M.H. (1974). The Health Belief Model and Health 

Behaviors. Charles B Slack. Inc.. Thorofare. NJ. p. 7.

Recently attention to the role of the social network and community 

understanding of illness has increased, which reflects the awareness that individuals 

do not exist in isolation. Individuals’ health behavior may be affected by dominant 

cultural traditions, norms, or beliefs that influence their actions. Several investigators 

demonstrated that culture affects women’s responses to BCS. The HBM might not be 

fully relevant for Jordanian women because the operationalization of concepts are 

limited by not incorporating cultural beliefs and barriers that might affect Jordanian 

women taking action. The overall HBM is operationalized on the bases of
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individualized psychological and rational/autonomous framework assumptions as 

compared to social/familial and religious/political framework assumptions.

Beliefs that are the focus o f the HBM are limited to susceptibility, seriousness, 

and benefits and do not account for other, cultural, beliefs, (e.g., that have 

implications for taking action). For example, Jordanian women may perceive the 

seriousness o f  the disease but fail to act due to their belief that what happens in their 

life is caused by or is the will o f Allah. Including the religious cultural traditions that 

relate to health promotion and illness prevention is essential.

Typical examples o f barriers in the HBM are lack o f time and financial 

matters. In the HBM barriers would be limited in explaining Jordanian women’s 

behaviors because, as identified in the literature, some o f the barriers for Jordanian 

women are different. “Barriers” needs reconceptualization to account for cultural 

barriers (e.g., male dominance and approval for women to act), in addition to others. 

The Jordanian woman is seen in the context o f the culture and the Jordanian culture 

has a hold on women’s decision making, which consequently affects individual 

choice and the process of participation. Social cultural variables may better help us to 

understand Jordanian women’s behaviors.

Finally, this model does not incorporate the emotional components o f seeking 

help, which could be a factor in explaining Jordanian women’s health behavior, for 

example, the perception of cancer as a feared and fatal illness.

The HBM was developed in a Western context and contains an underlying set 

o f assumptions about rational choice and autonomy. It does not account for affect or
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cultural elements. Therefore, applicability o f  the HBM, in its present form, for 

guiding culturally sensitive BCS research is limited. Given these limitations of the 

model, other models are considered for their contribution to understanding BCS 

participation.

Health Locus o f  Control (HLC)

The HLC model (Wallston & Wallston, 1984) focuses on patients’ locus of 

control o f  health-related behavior and assesses individuals’ convictions that their 

health is or is not determined by their own conduct. The HLC model assumptions are 

intertwined with individuals’ health attitudes and are proposed to affect their 

decisions regarding early detection and screening. HLC model components are 

“health-internal” (IHLC) and “health-external” (EHLC). This model supports the 

concept that individuals perceive circumstances or events in their lives that are related 

to their behaviors and therefore are controllable (IHLC), or are not related to their 

actions and therefore uncontrollable (EHLC). This model was established to explore 

personal beliefs about health related behavior’s source of reinforcement as internal, 

related to chance, or affected by the control o f powerful others. The IHLC is intended 

to measure whether individuals’ own behavior is perceived to determine their 

sickness or wellness. The EHLC is related to factors beyond individuals’ control, 

measuring the premise that what determines their health is luck, chance, fate, or a 

powerful other such as God (Wallston et al., 1976).

Wallston, Wallston, and DeVille (1978) revised and modified HLC to what 

they called Multidimensional Health Locus o f Control (MHLC). The MHLC is a
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model that is composed of three dimensions (IHLC), Chance Health Locus o f  Control 

(CHLC), and Powerful Other Health Locus o f Control (PHLC). IHLC refers to 

individuals’ belief that one’s own behavior determines their health condition. CHLC 

reflects individuals’ belief that circumstances and chance determine their health. 

PHLC refers to individuals’ belief that their health is controlled by other people such 

as physician or family members. The HLC model suggests that women who believe 

that breast cancer is beyond their control or is determined by God would be less likely 

to participate in BCS modalities (Erwin et al., 1996, Miller & Hailey, 1996). Locus of 

control (LOC) beliefs are integrated with the individual beliefs and demonstrated to 

affect decisions related to screening and preventive actions (Aro, deKoning, Absetz,

& Schreck, 1999; Miller & Hailey, 1994).

The HLC model fails to incorporate important variables that were discussed in 

the literature. The HLC model concentrates on individual beliefs only, excluding 

other variables that might help/hinder the behavior’s occurrence. HLC model 

generally is based on cognition and overemphasizes the rationality o f the decision 

making process in care seeking behavior. The HLC model incorporates beliefs about 

the effect of “powerful other” on the individuals’ decision making for care seeking 

behavior, but does not account for the presence o f “powerful other” in other cultures 

who may indeed control women’s individual decision-making. Jordanian women’s 

health behaviors are dependent and controlled by the family, especially men in the 

family. Therefore, the attitudes and behaviors o f men toward BCS influence 

Jordanian women’s ability as well as beliefs to take action and participate in BCS.
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The model offers little insight into how to create interventions that take account of 

these external factors. In this model individual risk perception is viewed as existing 

independent of the social and cultural context. Variables that are discussed in the 

literature such as knowledge about the behavior and the consequences o f participating 

in the behavior encourage the behavior to occur but are not incorporated in the model. 

Neither are enabling factors such as having health insurance, which facilitates the 

process and encourages the behavior. HLC fails to incorporate individuals’ 

expectations and values of the outcomes when participating in a health behavior. 

Lastly, the HLC model, concerned with individuals’ beliefs, fails to integrate the 

health habits/practices o f an individual.

Care-Seeking Behavior Theory (CSB)

Lauver (1992) (figure 2.2) suggested that the care-seeking behavior theory 

could extend theoretical research to explain participant’s engagement in behaviors for 

early cancer detection. Engaging in a health behavior may relate to psychological 

variables and facilitating conditions regarding the behavior. The CSB theory variables 

were derived from the literature, because most investigators repeatedly mentioned 

their effect on care seeking behavior. Psychological variables refer to affect, utility, 

and norms. Affect is feelings associated with health-care seeking behavior such as 

fear. Utility is defined as expectations and values about desirable outcomes. 

Expectations mean women’s beliefs about the probability of relevant outcomes of 

care seeking. Values are those outcomes’ worthiness. Utility is similar to the person’s 

attitude and refers to overall importance of health seeking behavior. Norms include
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social and personal norms toward care seeking behavior. Social norms refer to beliefs 

o f others that surround the woman such as mothers’, sisters’, or husbands’ beliefs. 

Personal norms refer to the person’s own beliefs about morally acceptable care 

seeking behavior. Habits refer to the usual action taken for care seeking behavior 

when symptoms appear. According to Lauver the previously discussed psychological 

variables are assumed to affect care seeking behavior of individuals. Facilitating 

conditions such as having access to services, and having insurance or affordable 

health care services are external objective variables that ease the process and enable 

the person to seek care (Lauver, 1992).

Prior investigators reported women’s fear o f  the mammography procedure, 

test findings (cancer diagnosis), and radiation exposure interfere with participation in 

breast screening programs as a care-seeking behavior and delay detection o f the 

disease (Amr, 1985; Breen & Kessler, 1994; Caplan et al., 1992; Kurtz et al., 1993; 

McCaul, Reid, Rathge, & Martinson, 1996; Mor et al., 1992; Rutledge, 1988;

Somkin, 1993; Stein et al., 1992). Fear and denial were related to women’s false 

beliefs and misconceptions about breast cancer and its treatment (Breen & Kessler, 

1994; Caplan et al., 1992; Crooks & Jones, 1989; Friedman, Nelson, Webb, Hoffman, 

& Baer, 1994; Ibrahim et al., 1991; Kurtz et al., 1993; Mor et al., 1992; Salazar, 1994; 

Somkin, 1993). Lauver’s (1992) study o f the influence o f affect, utility, norm, and 

habit on intention to engage in immediate care-seeking behavior for breast cancer 

symptoms among Caucasians and African Americans revealed a significant positive 

influence o f utility on intention among both groups, but was stronger among
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Caucasians; also, the social influence was significant for Caucasians only. In another 

study Lauver (1994) assessed the relationships o f psychological variables, facilitators, 

race, and optimism with care-seeking behaviors and found that lower utility was 

connected to care-seeking delay. Cost o f mammography and physician’s 

recommendation to utilize breast screening programs (Breen & Kessler, 1994; Caplan 

et al., 1992; Crooks & Jones, 1989; Kurtz et al., 1993; Makuc et al., 1989; Mor et al., 

1992; Somkin, 1993), and husband’s approval for seeking care as a cultural tradition 

among Israel’s Arab women (Henquin et al., 1994) tend to affect their care-seeking 

behavior.

Facilitating
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Behavior

Seeking

CareUtility
(Expectations 

and Value about 
Outcomes)

Norms

Habits

Affect

Demographic

Variables

Clinical

Socio-

and

Figure 2.2. Excerpt from Lauver, D. (1992). A Theory o f Care-Seeking Behavior. 

IMAGE: Journal of Nursing Scholarship. 24(4). 281-287, p. 284.

Lauver’s model o f health seeking behavior lacks clarity in explaining the 

cultural influences on health seeking behavior, although “social norms” could 

encompass the cultural context in which cultural influences are embedded. According 

to Rajaram and Rashidi (1998) cultural factors do make a difference in the outcome 

variables. This model is culturally neutral. Although it introduces social norms it
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mainly focuses on individual behavior without sufficient consideration o f the content 

o f  social and cultural influences and variations on health behaviors.

The Feminist Perspective

According to MacPherson (1983) the Feminist epistemological perspective is 

based on the presuppositions o f male dominance or the patriarchal system and 

women’s oppression. Feminism is the movement that takes the view that some 

elements o f society are unjust toward women, and advocates women’s values and the 

need for change (Chinn, 1985). Advocacy is needed to bring about “equality” in 

health matters and women’s rights (Campbell & Bunting, 1991) especially for 

participation in health behaviors. In order to accomplish women’s participation in 

BCS, it is necessary to raise the consciousness of women and increase their 

recognition of their power to create change. Four major philosophical feminist 

approaches discussed in the literature are liberal, societal, radical, and Marxist or 

traditional (Campbell & Bunting, 1991; Chinn, 1985; MacPherson, 1983). Critical 

social theory has evolved from the Marxist - based viewpoint. It emphasizes 

eliminating oppression in general and calls for liberation and emancipation of the 

oppressed (Bernstein, 1983; Kearney, 1986; Stevens, 1989). Critical social theory and 

feminist theory share similar epistemologies, with the locus of feminist theory 

specifically concerned with eliminating oppression o f women.

The biomedical paradigm, dominantly, has been used in understanding 

women’s beliefs, knowledge of, and attitudes toward breast cancer and screening 

methods. The biomedical model derives risk factors from epidemiological reasoning.
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The feminist perspective is a social and political approach. Using the feminist 

perspective interventions would focus on the liberation o f Jordanian women in 

relation to their health. Priority would be given to investigating Jordanian women’s 

experiences without male interference, and the focus for analysis would be women’s 

perspectives.

There is a need to awaken women about their need to participate in BCS and 

early detection. This can be done through educating women about the importance o f  

BCS. The intent o f increased awareness and consciousness would be to empower 

Jordanian women to reach the level o f action necessary to bring about a desirable 

change in their own health maintenance. Nesting the research in a feminist 

perspective from the cultural vantage point would find resistance from men. The 

feminist perspective violates the Jordanian culture and would be culturally insensitive 

because it ignores men’s role in the Jordanian culture. To attain change Jordanian 

men’s support is needed. Therefore, increasing men’s awareness about the necessity 

o f BCS participation and educating them about the important role they have for this 

process to happen might help to bring change. Because men’s approval and support 

are crucial for change to occur among Jordanian women, highlighting men’s 

responsibility as family providers and women’s dependency on their support is 

desirable and might be helpful. This change can also enhance their autonomy and 

independence and be a beginning for further change.

To address and settle the issue o f men controlling women’s health behavior 

toward BCS, which is embedded in the Jordanian culture, and the need for women’s
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participation in breast screening programs, it is important to search for a rational 

solution with which to maintain women’s health from the Jordanian and Islamic point 

of view. As effective as a feminist perspective could be for creating change, it fails to 

incorporate the cultural sensitivity concept. A feminist perspective o f  change does not 

acknowledge or address the importance of cultural effects on individual and group 

behaviors. To ensure effective change for Jordanian women inclusion o f men in the 

process is critical and culturally sensitive to the Jordanian population. Including men 

may provide social support and improve Jordanian women’s confidence level.

Transcultural Care Diversity and Universality Theory

Leininger (1988, 1989) (figure 2.3) suggested that care is a  universal 

phenomenon that has diverse shapes, meanings, structure, expressions, and pattern of 

care among different cultures. Human care is the essence of the theory in similar and 

diverse cultural contexts. According to Leininger, care expressions and patterns 

manifest differently in different cultural environments. According to Leininger, 

prediction o f health and well being o f members, families, groups, and communities 

depends on understanding the meanings and expressions of care with reference to 

social structure, world view, cultural values, and environmental context. These 

components symbolize the Sunrise Model. Health and care are considered to be 

entrenched in the components o f  the Sunrise model and exploration o f  these concepts 

is important to know the similarities and differences among cultures.

This theory’s main goal is to offer quality care to individuals o f diverse 

cultures by developing culturally suitable care that is significant to the people
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involved. Leininger indicated that cultural differences between the client and the 

health provider could cause conflicting, undesirable outcomes in health care services. 

Therefore, Leininger predicted three kinds of culturally based actions that could be 

congruent with and beneficial to the client. The three modes o f  cultural care are: (a) 

preservation or maintenance, (b) accommodation or negotiation, and/or (c) 

repatteming or restructuring o f  cultural care. Leininger suggested that designing care 

involving the knowledge o f cultural beliefs, values, and practices would be more 

satisfying, worthy, acceptable, and health promoting to clients. As a result less 

cultural stresses and conflicts, in addition to more compliance, could occur. For 

instance, to provide culturally sensitive BCS for Muslim women the following should 

be considered. Due to Muslim women’s privacy, modesty and preference to interact 

with female healthcare providers hiring women to carry on the mammography 

procedure can accomplish maintenance o f cultural care. Also, cultural care 

accommodation might be possible by constructing screening clinics that maintain 

high privacy during the procedure. Consequent to the previous design Muslim 

women’s participation in mammography screening might increase and achievement 

o f cultural care repatteming could occur.

In her theory, Leininger also suggests that, in order to understand the cultural 

context, it is important to explore the social structural component. The social structure 

components are approved cultural values, norms, and beliefs about kinship, religion, 

and women’s place. The social structure components shape the culture’s caring 

attitudes. Interventions that would take into account the social structure, such as men
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approaching m en’s groups or working through Mosques (place of worship for 

Muslims), may increase the awareness about breast cancer and its screening. The 

cultural values, norms, beliefs, and practices define a particular culture’s desirable 

and undesirable behaviors. According to Leininger, language is able to reveal the 

cultural meaning of care and affect individuals’ health and well being. Marked 

differences between the meanings and expressions of caregivers and care recipients 

leads to dissatisfaction for both and reflect on the health and well being of care 

recipients. These cultural meanings usually are embedded in a particular group 

environment and are represented in their practiced symbols and rituals, which they 

take for granted. Therefore, it would be legitimate to explore Jordanian women’s and 

men’s point o f view about breast cancer and BCS, which is essential at this point to 

design an intervention for the future that is suitable and culturally sensitive to this 

population.

Leininger’s model is a holistic ethnographic approach that does not focus on 

individual personal beliefs and attitudes toward health care behavior, but rather 

emphasizes the broader context in which those attitudes and beliefs are shaped. Also, 

in this model she does not explore psychological variables such as fear and the 

expected outcomes of care seeking behaviors. Therefore, combining this model with 

the previous psychological models, operationalized by an emic perspective by 

incorporating the effect of culture and society on women’s participation, might serve 

best in understanding Jordanian women’s needs.
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Universality: A theory of nursing. Nursing and Health Care, 10(3), 209-212, p. 211.

The previously discussed theoretical frameworks (HBM, HLC, feminist, and 

CSB) are individualized Western models. Those models are developed on the 

assumption that women are autonomous and rational decision-makers. It is apparent 

from the literature review that family and culture are more valued in the Jordanian 

culture and personal wishes are less valued. The feminist point o f  view also calls for 

empowering women and singling out women from the culture. This theory was 

developed on the Western assumption that women have power and are granted
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freedom. For the Jordanian population interventions based on this theory might create 

obstacles and, to be more pragmatic and efficient, inclusion o f men in changing 

behaviors of women is very critical. The Transcultural theory emerges from a 

qualitative framework based on an ethnographic approach, which does not quantify 

phenomena separate from context. This theory was developed to consider diversity 

among different ethnic groups. Also, Transcultural theory deals with a group rather 

than on a personal level. The Transcultural theory investigation encourages adopting 

a qualitative approach. Exploring the personal predictors for participation in BCS is 

an interest of this researcher at this time. Considering a qualitative approach while 

conducting a quantitative study among Jordanian women can enrich the findings and 

provide important detail for designing a screening program that is sensitive to the 

Jordanian culture.

According to the literature reviewed about Jordanian women it was obvious 

that Jordanian women’s choices and experiences are affected by family choices and 

embedded in the religious context. Therefore, Jordanian women neither meet the 

HBM, HLC, feminist, and CSB assumptions that women are independent decision 

makers nor the feminist perspective assumptions of having freedom and power to act 

on their own. Because the intent was to study Jordanian women’s knowledge o f  and 

attitudes toward BCS, using the Transcultural theory as a guiding model was not 

appropriate. Thus, to explain Jordanian women’s behaviors a model that addresses the 

realities of Jordanian women’s lives was required. A culturally sensitive model is 

desired to serve the Jordanian population’s necessities as discussed in the following.
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The Model o f  Participation 

The suggested model’s (figure 2.4) variables are derived from the literature. 

The proposed model explains the relationship o f the independent variables o f interest 

to the dependent variable. The proposed model incorporates psychological variables 

such as affect, utility, habits, personal norms, sociocultural factors and enabling 

factors that can affect women’s participation in BCS.

The woman’s background consists of sociodemographic variables and the 

woman’s knowledge about breast cancer and its screening. The sociodemographic 

variables include age, marital status, occupation, level o f education, household 

income, and family medical history. The independent variables consist o f affect, 

utility, habits, personal norms, sociocultural factors, and enabling factors. The 

independent variables - affect, utility, habits, and personal norms - are classified 

within the boundaries of attitudes, whereas sociocultural factors and enabling factors 

work to influence women’s attitudes and their participation in BCS. Sociocultural and 

enabling factors are believed to affect participation in BCS directly as well.

Affect is emotions accompanying participation in BCS; an emotion o f interest 

in this case is “fear”. Consistent with what is found in the literature, fear o f finding 

lumps in the breast works against women’s engagement in BCS. Therefore, it is 

predicted that fear prohibits women from participating. Utility refers to the final 

benefit o f participation in BCS. Utility includes expectations and values of the 

outcomes. Expectations relate to women’s point o f view about the outcomes, and 

values refer to the necessity of participating in BCS. Habits refer to women’s usual
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health screening behaviors and also include the behaviors they follow for prevention 

and early detection o f breast cancer. Personal norms are women’s own beliefs 

concerning BCS behavior. Sociocultural factors refer to type o f family structure, the 

religious context, level of acculturation such as length o f  stay in the US, and to the 

cultural beliefs o f people close to the woman about BCS, such as the woman’s 

husband. Enabling factors are external factors or circumstances that may ease or act 

as barriers to engaging in breast screening programs, such as available health 

insurance.

The model suggests that the socio-demographic variables for Jordanian 

women are exogenous variables, which might influence women’s knowledge about 

breast cancer and BCS but work independently and affect women’s attitudes. For 

example, if a woman or one o f her relatives experienced a lump it could increase the 

woman’s knowledge about BCS and might affect her behavior toward BCS. Women 

might have knowledge about BCS and might be at high risk but might not participate 

in BCS. Demographics also work as direct antecedents to the independent variables- 

affect, utility, habits, and personal norms. A woman’s knowledge is believed to 

antecede and affect the independent variables-affect, utility, habits, and personal 

norms. Demographics and knowledge are not proposed to influence participation 

directly. Enabling factors, such as having health insurance, have a direct effect on 

women’s attitudes and attitudes might mediate the relationship between enabling 

factors and participation. Sociocultural factors are proposed to have a direct effect on
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women’s attitudes and on their participation in BCS as well as influence participation 

through attitudes.

BACKGROUND

Knowledge

Enabling Factors
ATTITUDES

Affect 
Utility 
Habits 

Personal Norms

Sociocultural Factors

PARTICIPATION IN BCS

Figure 2.4. The Model o f Participation

In the suggested model, the researcher believes that culture is embedded in 

women’s background, attitudes, and sociocultural factors. Culture might be 

manifested in women’s background under different factors. The effect o f cultural 

values can be detected from family type (Patriarchal or matriarchal), religious 

background (strict Muslim, Muslim, or Christian), length o f stay in the US and other 

acculturation measures. Culture presents itself in women’s attitudes. Attitudes reflect 

women’s learned, shared and transmitted values, beliefs, norms, and practices o f the 

Jordanian people that affect women’s thinking, choices, and behavior in a certain 

way. Women usually conform to the desirable way of action in the community they
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live in. Attitudes components are women’s emotions, beliefs, practices, values, and 

expectations o f participating in BCS and originate from the culture that women live 

in. Culture is represented in the sociocultural factors that are shared and transmitted 

through the values, beliefs, norms, and practices o f the people surrounding women in 

the community.

The proposed model is believed to be a culturally sensitive model that serves 

the Jordanian female population. Clinical factors are not considered in the suggested 

model since the plan is to use this model among women free of breast cancer. 

Sociocultural data include the Jordanian women’s level o f acculturation such as 

length o f stay in US and social integration, which are believed to affect women’s 

knowledge, attitudes, and participation in BCS. Affect includes only fear in this 

model and does not include the other psychological variables such as anxiety, 

depression, and denial that have been examined by Lauver (1992). Attitudes are 

considered to be a product of the psychological factors (affect, utility, habits, and 

personal norms) influenced by culture. Also, this model examines the effect of culture 

on women’s behavior toward BCS. Finally, the interest is to explain women’s 

behavior before any symptoms arise.

According to the current available literature, the Jordanian culture’s effect on 

women’s participation in BCS has not been studied. Several investigators hence 

recommended that BCS research that is culturally sensitive is needed.
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Summary

Breast cancer is the most frequently occurring cancer among women all over 

the world. This is true for Jordanian women. Breast cancer is the leading cause of 

cancer death among Jordanian women. Late presentation o f breast cancer among 

Jordanian women is problematic. Delay among Jordanian women has different 

ramifications such as a short survival period after breast cancer diagnosis and is 

attributed mostly to social and cultural reasons. Cancer in general and breast cancer in 

particular cause a stigma among Jordanians. Cancer is considered shameful and a 

hopeless disease. It is associated with the most agonizing death. Also, lack o f 

knowledge about cancer and its early detection is believed to act as a barrier.

The amount o f literature available in the area o f BCS is large. A search was 

done through Miner Library using the Medline database for the period between 

September 1966 and August 2000. A total of 1,284 articles were found, but none 

addressed Jordanian women. In the past decade, utilization o f BCS in the US showed 

large gains, particularly among some groups o f ethnic women. However, due to the 

unavailability o f data about BCS utilization among Jordanian women it is unclear 

whether this progress is also true for Jordanian women who are living in Jordan or in 

the US.

In most studies of BCS among ethnic groups, it was found repeatedly that 

culture has an effect on BCS among women and investigators encouraged culturally 

sensitive research. Providing a culturally congruent intervention resulted in an 

increase in BCS utilization. Thus, research focusing on explaining US-resident
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Jordanian women’s attitudes and exploring the effect o f culture on women’s behavior 

is needed.

The model o f participation was expected to facilitate investigation o f the 

psychological variables o f fear, utility, habits, and personal norms, and enabling 

factors, in the context o f  culture, which other theoretical models are not capable o f 

doing or in general for the population o f Jordanian women. The model of 

participation provided the theoretical frame o f reference for this study. The model of 

participation was expected to offer a guide for understanding sociocultural values and 

practices that affect Jordanian women’s participation in BCS. This researcher 

assumed that Jordanian cultural norms impact Jordanian women’s attitudes toward 

BCS regardless of their residence. In addition, the model of participation was 

expected to help elucidate the barriers to participation in breast screening programs 

among US-resident Jordanian women.

Exploring the correlates o f US-resident Jordanian women’s participation in 

BCS contributes to the body o f knowledge and helps clinicians to leam more about 

Jordanian women’s specific needs. Communicating and informing clinicians 

accurately about US-resident Jordanian women beliefs, practices, and relevant 

cultural context are expected to have a positive impact on providers’ clinical 

practices and improve the quality o f care offered to US-resident Jordanian women. 

This occurs through reducing the cultural conflict between clinician-patient cultures.
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Operational Definitions 

Key terms used in the study are defined as follows:

BCS: Refers to the triad of BCS activities according to ACS, 2000 recommendations 

including: (a) monthly BSE for women age 20 years and older; (b) CBE every three 

years for women ages 20-39, and yearly thereafter; and (c) annual screening 

mammogram starting at age 40 for women free o f symptoms, but high risk women 

who are less than 40 should consider their physician’s advice to have one sooner.

US resident Jordanian and Palestinian women: Women who have Jordanian or 

Palestinian background, and have lived a significant period of their life in Jordan or 

Palestine, i.e., at least the first 18 years of their life, but are living in the United States 

during the time o f the study. Palestine refers to the Arabic definition o f Palestine; 

boundaries are Lebanon to the north, Jordan and Syria to the east, Egypt and the Red 

Sea to the south, and Mediterranean Sea to the west.

Washington, DC Area: Washington, DC metropolitan area, which includes the 

following 8 counties: District of Columbia; Arlington, Fairfax, and Prince William, in 

Virginia; and Montgomery, Prince George, Fredrick, and Howard, in Maryland. 

Demographics: Women’s personal characteristics such as age, annual family income, 

education, marital status, employment, religion, and family history of breast cancer. 

Knowledge: Women’s knowledge o f breast cancer and BCS.

Psychological variables: A state o f  mind or feelings, disposition and reactions that 

women have toward early detection through BCS, including affect, attitudes, & 

habits.
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Affect: Are reactions toward early detection and BCS, including emotions and fear. 

Emotions: The woman’s direct emotional response and certain immediate emotions 

connected to engaging in BCS. Feelings about having routine BCS (Lauver, 1992). 

Fear: A state of feeling o f disquiet or apprehension of the participant toward 

discovering a lump in the breast.

Attitudes: A state of mind toward early detection of BCS, including utility and 

personal norms.

Utility: The beliefs about the importance o f BCS including expectations and values 

(Lauver, 1992).

Personal norms: The woman’s own beliefs regarding breast cancer; women’s 

responses to breast cancer symptoms.

Conformity to society: The woman’s agreement with the social norms, actions or 

behaviors in correspondence with current customs, rules, or styles o f Jordanian and 

Palestinian culture.

Habits: A recurrent pattern of behavior regarding general health habits such as annual 

physical exam, and dental cleaning, and specific behaviors regarding BCS when 

symptoms are absent.

Enabling factors: External conditions that influence the BCS process - having access 

to services, and affordable health care services.

Sociocultural factors: The influence of Jordanian-Palestinian cultural values on 

women’s beliefs and behaviors regarding the woman’s participation in BCS as 

patterned by family and friends including having tangible family support.
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Social Norms: The standard beliefs and patterns of living o f a group.

Collectivism: Belief in the primary importance o f the group (e.g. family, culture) and 

in the virtues o f group reliance, the collective, and dependence on the group. The 

women’s behaviors reflect a collective decision about appropriate behavior, taking 

into account social norms, duties, and the needs o f others.

Individualism: Belief in the primary importance o f the individual and in the virtues 

o f  self-reliance, autonomy, and personal independence. An individual characteristic 

taking into account personal norms and putting the self needs first.

Social Influences: Support or encouragement from family, relatives, friends, and 

health care professionals to engage in BCS.

Acculturation: A type of cultural change initiated by the conjunction of two or more 

autonomous cultures. It is the process o f  cultural change and adaptation of 

immigrants’ attitudes, beliefs, values, behaviors or cultural norms that occurs as a 

result o f interaction with a different culture (Heilemann et al., 2000).

Participation: Engagement of women in the BCS triads (BSE, CBE, and 

mammograms) for early detection o f breast cancer.

Conceptual Hypotheses 

Based on the Participation Model, the following hypotheses address 

relationships predicted for a sample o f  US-resident Jordanian and Palestinian women. 

HI a: Emotions mediate the relationship between social norms and participation in 

BCS.

b: Fear mediates the relationship between social norms and participation in BCS.
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H2 a: Emotions mediate the relationship between social influences and participation 

in BCS.

b: Fear mediates the relationship between social influences and participation in 

BCS.

H3 a: Emotions mediate the relationship between acculturation and participation in 

BCS.

b: Fear mediates the relationship between acculturation and participation in BCS. 

H4 a: Utility mediates the relationship between social norms and participation in 

BCS.

b: Personal norms mediate the relationship between social norms and participation 

in BCS.

H5 a: Utility mediates the relationship between social influences and participation in 

BCS.

b: Personal norms mediate the relationship between social influences and 

participation in BCS.

H6 a: Utility mediates the relationship between acculturation and participation in 

BCS.

b: Personal norms mediate the relationship between acculturation and participation 

in BCS.

H7: Habits mediate the relationship between social norms and participation in BCS. 

H8: Habits mediate the relationship between social influences and participation in 

BCS.
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H9: Habits mediate the relationship between acculturation and participation in BCS.

If  the previous hypotheses are supported and the correlations are statistically 

significant, a test for the model for the mediating effects o f the endogenous 

psychological variables (affect, attitudes, and habits) between the exogenous 

sociocultural factors (social norms, social influences, and acculturation) and 

participation in BCS will be conducted.

H10: The psychological variables (affect, attitudes, and habits) mediate the

relationship between sociocultural factors (social norms, social influences, and 

acculturation) and participation in BCS among Jordanian and Palestinian immigrant 

women.

The following diagram represents the mediating model.

E xogenous V ariab les Endogenous variables Outcom e variable

(Sociocultural factors) (Psychological variab les)

Social norms

Participation in BCSAttitudesSocial influences

Acculturation Habits

Figure 2.5. The mediating model
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Research Questions

The research questions, pertaining to Jordanian and Palestinian immigrant 

women, for this study were:

1. What is the knowledge o f Jordanian and Palestinian immigrant women 

about breast cancer and BCS?

2. What enabling factors do Jordanian and Palestinian immigrant women 

report that influence their participation in BCS?

3. What barriers do Jordanian and Palestinian immigrant women report 

regarding their participation in BCS?
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CHAPTER 3: METHODS

This chapter focuses on explaining the research methods, including 

descriptions of the research design, sampling plan and criteria for selecting the 

participants, setting, measures, research procedure, and analyses.

Design

This is a predictive study using a cross sectional correlational design. This 

design was chosen to describe Jordanian and Palestinian immigrant women’s 

knowledge and enabling factors, explore the barriers that these women encounter 

when participating in BCS, and explore the relationships among sociocultural factors 

(social norms, social influences, and acculturation), selected psychological variables 

(affect, utility, habits, & personal norms), and participation o f Jordanian women in 

BCS.

Sample

A convenience sample o f  130 participants was recruited from healthy adult 

Jordanian and Palestinian women meeting the inclusion criteria who live in the 

Washington DC area.

Power analysis to determine sample size was based on a power level o f .80, an 

estimated “medium” effect size o f  .25, and a two-tailed alpha o f 0.05 for correlational 

analysis using a computer based power analysis program, Power Analysis & Sample 

Size (PASS) 2000 (Hintze, 2000).
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Setting

The study took place in the Jordanian and Palestinian community in the 

Washington DC area, including District o f Columbia and the following 9 counties: 

Arlington, Fairfax, Prince William, Stafford, Virginia Beach in Virginia, 

Montgomery, Prince George, Fredrick, and Howard in Maryland. Jordanian and 

Palestinian healthy women older than 18 years o f age in the Washington area were 

considered for admission in the protocol o f the study. The Washington area was 

considered because many Jordanian and Palestinian families live there, as the 

Jordanian and Palestinian embassies and their departments are located in Washington, 

and there is a large Jordanian and Palestinian population in the surrounding area. In 

the US, these women have resources available to them for BSC that might not be as 

readily available in Jordan.

Summary of initial eligibility inclusion criteria:

1. Jordanian or Palestinian women residing in the Washington, DC area.

2. Older than 18 years o f age.

3. Lived at least the first 18 years o f their life in Jordan and/or Palestine, to ensure 

that they will have developed their life values according to Jordanian culture. The 

people o f Jordan assume that 18 years is the time when individuals become 

mature, responsible, develop their characters, and enter adulthood.

4. Currently free of breast cancer.

5. No personal history o f breast cancer.
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Women who had lived less than their first 18 years in Jordan were excluded 

from the study because this investigator assumed that the effect o f Jordanian culture 

is less salient among women who were not raised in an Arab-Jordanian Palestinian 

context. Women who had a positive personal history o f  breast cancer were excluded 

from the study as well. It was expected that these women had different intentions and 

motives regarding prevention and early detection due to past experience with breast 

cancer. Also, women with a mental or psychological disorder that affects their 

understanding and ability to communicate or follow instructions successfully were 

excluded from the study. The exclusion criteria reflected an effort to eliminate the 

most obvious confounding factors. Willingness to give informed consent was 

necessary for completion of written instruments and participation in study interviews. 

The interviews were conducted at the participants’ homes or at a mutually agreeable 

location, at a mutually convenient time.

Pilot Study

The investigator conducted a two-phase pilot study to refine a culturally 

sensitive questionnaire through a pilot survey. The pilot study was approved by 

University o f Rochester institutional review board and it was identified as “exempt” 

because no names were recorded. The questionnaire was anonymous.

The goals of the pilot study were: 1) To evaluate the clarity and accuracy o f 

questionnaires used in the study, 2) to assess reliability o f the questionnaires used in 

the study, 3) to examine the accuracy and clarity o f  the questionnaire’s translation to 

the Arabic language, 4) to evaluate any difficulties involved in identifying and
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obtaining the sample, 5) to evaluate any issues about consent procedures, 6) to 

evaluate alternative administration formats, 7) to evaluate the length o f  time needed 

to complete the questionnaire, 8) to evaluate the data collection plan’s adequacy, 9) to 

evaluate inclusion criteria, 10), to evaluate incentives for participation, and 11) to 

evaluate the acceptability of the trial educational intervention.

The questionnaire was sent to Jordan and was translated to Arabic by a 

professional translator and back translated to English by a second professional 

translator. In most instances the pilot questionnaires were completed by the 

participants according to their language preference. A log was kept to document the 

women’s feedback on the questionnaire and the procedure.

Phase one of the pilot study was conducted during January 2nd to 15th o f the 

year 2001. Fifty women were contacted to obtain 21 volunteer Jordanian and 

Palestinian participants. Twenty five women were ineligible (15 were not from a 

Jordanian and/or Palestinian background, 9 were originally from Jordan and/or 

Palestine but lived part or all of the first 18 years of their lives in another country, and 

1 had personal history of breast cancer). The refusal rate was 6.5% (2 women 

cancelled the appointment after their verbal agreement due to a family situation, 1 

woman hesitated, and 1 woman was in her last week o f pregnancy and asked the 

investigator to contact her after her upcoming visit to the gynecologist). Fourteen 

women in Houston, TX completed the questionnaire in English and seven completed 

it in Arabic. Although four out o f  the first ten women preferred to complete the 

questionnaire in Arabic it did not happen that way. When the pilot study started the
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Arabic translation of the questionnaire was not yet available. Eight o f  the ten women 

were capable o f completing the questionnaire in English and did not mind completing 

it in English. The other two completed it in Arabic because they were not capable of 

reading English (one woman was illiterate and the other had middle school 

education). To accommodate this situation, on-the-spot translation was done using the 

Arabic draft questionnaire. The next 11 women completed the questionnaire after the 

official translation of the questionnaire into Arabic was completed. Therefore, these 

women had free choice between English and Arabic; 6 chose English and the other 5 

chose Arabic.

To check the Arabic questionnaire clarity and accuracy further, the second 

phase of pilot study took place. The second phase was conducted in the Washington, 

D.C. area during February 5th to 11th 2001. Eleven women were contacted and 10 

Middle Eastern women volunteered, mostly Jordanian and Palestinian. One woman 

was ineligible because o f a history o f breast cancer. There were no refusals in 

Washington, D.C.

Other eligibility requirements related to Jordanian-Palestinian background 

were relaxed for Washington, DC as the primary focus for evaluation was the Arabic 

questionnaire. The investigator did make sure that women who participated in the 

second phase o f the pilot study had not been exposed to the US culture prior to 18 

years of age. For example, if  a woman immigrated to the States when she was 16 or 

17 years old the investigator made sure that this woman did not go to school or work 

in the US during the few years following her immigration.
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In both Houston and Washington, D.C., a snowballing sampling technique 

was used to identify the participants. Beginning with personal acquaintances o f the 

investigator, Jordanian and Palestinian women from each community were recruited 

by telephone to participate in the study. Initial snowball sampled Jordanian and 

Palestinian women identified other women in Houston, TX or Washington, D.C. 

whom those women believed came from the appropriate background. A list o f names 

and phone numbers was obtained. Most women’s first and last names were not 

obtained. As a cultural practice women are referred to by the name of their eldest sons 

(e.g., mother o f Amjad). At the initial contact most women professed concern about 

giving their names and or signatures on a consent form. Women were reassured that 

there were no consent forms and there was no need for names or signatures on the 

introductory letter, because the study was anonymous.

When potential participants were contacted by phone, the study was 

explained, and permission for a home visit and verbal informed consent were 

obtained. Upon agreement to participate, an in-home (or another convenient place) 

interview was scheduled, during which an information letter was provided for 

participants’ records. Reasons for refusing to participate were tallied, when women 

refusing were willing to share this information.

In Houston, the participants were either Muslims or Christians. In 

Washington, D.C. all participants were Christians. Locating the Muslim participants 

in Houston was challenging at first. Following multiple calls to different individuals 

the investigator was given the phone number o f the women’s religious studies leader
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of the Houston mosque. The investigator called her but the first two times she 

excused herself and asked the investigator to call at a certain day and time. During her 

phone conversation with the researcher the woman asked the researcher to talk to her 

husband who was the “Sheikh” of the Houston mosque. Sheikh means the Muslim 

leader. After the investigator was able to talk to the “Sheikh” and explain the study to 

him, the Sheikh gave his approval. The asked his wife to provide the investigator with 

names and phone numbers of women who attended the mosque. The first few calls to 

these women were unsuccessful because women did not meet the eligibility criteria. 

An eligible woman requested to meet the investigator in the mosque after the 

women’s religion class and suggested to the investigator the possibility of meeting 

other women there. At the meeting in the mosque, the investigator was able to find 

other women and they completed the questionnaires. These women were cooperative 

and worked diligently to provide the investigator with names and phone numbers of 

other women who might be eligible. Christian participants were easier to find because 

o f the investigator’s familiarity with the community. Although the investigator had 

names and phone numbers for more women, after 10 Christian women were 

interviewed the investigator stopped calling other Christian women. At the end of 3 

weeks in Houston women were calling and asking to participate in the study.

The pilot psychometric work with the questionnaire content is described in the 

next section, the instrument section. In Houston, the inclusion criteria were 

satisfactory except that during the group session women who did not meet the criteria 

were questioning the reason for being excluded from the study; most o f them

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



165

professed the desire to participate. A few women argued that there are no differences 

among people from different Arab countries. One woman who was ineligible insisted 

on completing the questionnaire and was given a questionnaire to complete. Women 

were willing to participate although they did not have any idea that there might be 

incentives for participating. The researcher did not obtain questionnaires from 

ineligible women because o f limited funds related to incentives. The following table 

(Table 3.1) describes the participants in the pilot study.

Women in the pilot study expressed their lack of knowledge and their desire 

to know about BCS. Most women were happy to have education about BCS, 

especially how to do BSE. Women were pleased to touch the model and to have an 

idea how abnormal tissues (lumps) feel.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



166

Table 3.1

Descriptive Statistics fo r  the Participants (31) in the Two-Phase Pilot Study

Characteristics n %

Age (yr)
20-29 2 6.5
30-39 5 16
40-49 10 32.3
50-59 9 29
60-69 3 9.7
70-79 2 6.5

Education
Illiterate 1 3.2
6th grade and less 2 6.5
7th to 9th grade 1 3.2
10th to 11th grade 5 16.1
completed high school 3 9.7
some undergraduate 11 35.5
completed undergraduate 5 16.1
some graduate work 2 6.5
completed graduate school 1 3.2

Nationality of participants
Jordanian and/or Palestinian 23 74.3
Lebanese 3 9.5
Syrian 2 6.5
Kuwaiti/Palestinian 2 6.5
Cyprus/Palestinian 1 3.2

Occupation
Housewife 18 58
Student 2 6.5
Secretarial/accounting 2 6.5
Dental cleaning/teacher assistance 2 6.5
Real estate/self employed 3 9.5
Registered nurse 2 6.5
Physician/Lawyer 2 6.5

(Continued)
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Table 3.1 (continued)

Characteristics N %

Marital Status
Married 21 67.7
Single 2 6.5
Divorced 1 3.2
Widowed 7 22.6

Religion
Christian 20 64.5
Muslims 11 35.5

Income
Do not know 1 3.2
Less than $14,999 - -

$15,000-524,000 4 12.9
$25,000-534,000 5 16.1
$35,000-549,000 6 19.4
$50,000-574,000 6 19.4
$75,000-599,000 4 12.9
$100,000-5149,000 4 12.9
$150,000 and more 1 3.2

Family history o f breast cancer
represents data for 6 (19.4%)
participants 1 11.1

Mother 1 11.1
Sister 3 33.3
Maternal Aunt 3 33.3
Paternal Aunt 1 11.1
Cousin

(1 w om an had 3 relatives, 1 had  2 relatives,
and the 4 o ther w om en  had 1 relative with
breast cancer)
Total #  o f  participants 31, m ean age was 47.2 years, range betw een  24-71 years, 17 were
younger than 50 years and 14 w ere 50 years and older. Fam ily h isto ry  data are related to
6 participants

Note, n: number o f participants, %: percentage, and yr: years.

The questionnaire completion trialed more than one format including guided 

interview (8), independent completion of the questionnaire in the presence o f the
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researcher (17), and phone interviews (6). Questionnaires were completed both 

individually with the researcher as well as in a group setting. Detailed instructions on 

answering questionnaires were provided. Detailed description and explanation was 

provided separately in relation to each measure. Completion of the questionnaires 

took place in women’s homes, religious centers (Christian and Muslim), and one 

woman completed the study in a restaurant during her lunch break. Group sessions 

took place in the religious settings and in the homes o f  women who offered their 

houses to the researcher to conduct the interviews. During the first group session the 

investigator realized the need to have extra pens on hand and was asked for her 

business card. The investigator was more prepared for the next session. The three 

modes o f administration worked out equally well. Concerning use o f phone 

interviews and completion o f the visual analogue scales in the questionnaire, women 

were instructed to give their responses on a scale from 0 to 10 and fractions were 

acceptable.

The questionnaire needed between 30-45 minutes to complete, whereas the 

interview lasted for 45-70 minutes depending on the needs of the woman. Following 

questionnaire completion the investigator talked with the woman about what it was 

like to complete the questionnaire. The majority o f women commented that, overall, 

the questionnaire was comprehensive, clear, and easy to read and complete. Wording 

o f a few items seemed to be unclear. Women who completed the questionnaire in the 

Arabic language remarked, as well, that the questionnaire was very good, 

comprehensive, clear, and easy. The same items that were problematic in English
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were problematic in Arabic. These items are discussed in relation to describing each 

scale. Only one woman commented that “the questionnaire is a little bit long.” Data 

collection plans were adequate; data collection went smoothly with no complication. 

The only difficulty the researcher faced was not having transportation because the 

researcher did not have enough funds to cover that expense. One woman offered the 

researcher a place to stay and was committed to transporting the researcher to 

interview women. This woman was faithful and committed to help the researcher, but 

sometimes she was not available because of her own responsibilities.

Instrumentation: Variables and Measures 

Demographic Variables

Demographic data (Appendix 1.1) were collected for descriptive purposes 

including: (a) age scored continuously in years; (b) country o f origin scored 

categorically 0 Jordan/Palestine or 1 other; (c) countries lived in since birth; (d) years 

spent in each country since birth; (e) education level (responses are coded 0 illiterate, 

and 1-12 according to the highest grade of school completed; 1-5 college; 1-5+ 

graduate school). Examples: if  a woman reported the highest education attained is 

doctoral degree her score would 12+4+5 = 21 (4 in this instance reflects that she 

finished college). If  she responded 5 years o f college, her score would 12+5=17, but 

if  she answered 11th grade her score would 11. Other demographic data included: (f) 

marital status, scored categorically 1 single (never married), 2 married (or living with 

partner), 3 divorced or separated, and 4 widowed; (g) nationality o f husband, scored 

categorically 1-19: Jordanian/Palestinian, Lebanese, Syrian, Iraqi, Saudi, Kuwaiti,
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Emirates, Omani, Yemeni, Qatari, Bahraini, Egyptian, Sudanese, Libyan, Tunisian, 

Algerian, Moroccan, American and other; (h) employment, scored categorically 0 not 

employed and 1 employed, and occupation specified as reported (responses are coded 

according to 1990 US census that includes 14 categories, 0-13), (i) husband’s 

employment, scored categorically 0 not employed and 1 employed, and occupation 

specified as reported (responses are coded according to 1990 US census that includes 

14 categories, 0-13), (j) religion, scored categorically 0 Muslim, 1 Christian, or 2 

Other; (k) family history o f breast cancer, scored categorically 0 no history and 1 has 

history and relationship, specified as (mother, sister, maternal aunt, paternal aunt, 

cousin, maternal grandmother, and paternal grandmother); and (1) family income, 

scored categorically according to 1990 US census 1-8: less than $14,999, $15,GOO- 

24,999, $25,000-34,999, $35,000-49,999, $50,000-74,999, $75,000-99,999, 

$100,000-149,999, $150,000 and more (this investigator combined the first three 

categories into one “Less than $14,999” that appear in the US census as less than 

$5,000, $5,000 to 9,999, and $10,000 to 14,999).

Knowledge

Knowledge (Appendix 1.2) was measured for descriptive purposes. The 

knowledge scale consists o f 20 items to evaluate the participants’ knowledge about 

the meaning and nature, risk factors, signs and symptoms, and detection o f  breast 

cancer. Twelve o f these items measure the meaning, risk factors, and signs and 

symptoms o f breast cancer. These twelve items are scored categorically 1 true, 2 

false, and, 3 I do not know. Six o f the twelve items are derived from a scale that was
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used to measure Saudi Arabian women’s knowledge of breast cancer (Ibrahim et al., 

1991). The six items were reworded for clarity purposes in this study. Original items 

were phrases or single word responses as published. For example, in response to the 

question, “What is breast cancer?”, responses were: “malignant disease”, “fatal”, 

“infectious”. In relation to breast cancer “risk factors”, the phrases were: “exposure to 

radiation”, “contraceptives”. In relation to “symptoms and signs” the phrase was 

“skin changes”. Phrases were reworded into complete sentences as follows: “Breast 

cancer is a malignant disease”, “Breast cancer can be fatal”, “Breast cancer is 

contagious”, “Radiation exposure (x-ray) causes breast cancer”, “Oral contraceptive 

may cause breast cancer”, and “The breast skin might change with breast cancer”. 

Prior to making these changes, attempts were made to contact the investigators in 

Saudi Arabia to get a copy o f  the original instrument to verify or use original 

wording, but these attempts were not successful. Table 3.2 represents the items 

chosen from the instrument used in Saudi Arabia with the rewording by this 

investigator.
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Table 3.2

Comparison Between the Old Wording and the New Wording o f 6 Items in the

Knowledge Scale

Questions as it appears in Questions as it appears in the current study
Ibrahim et al. (1991) pp. 76-77 Appendix 1.2
1. What is breast cancer?

Malignant disease 1. Breast cancer is a malignant disease
Fatal 2. Breast cancer can be fatal
Infectious 3. Breast cancer is contagious

2. Risk factors 4. Radiation exposure (x-ray) causes breast
Exposure to radiation cancer
Contraceptives 5. Oral contraceptive may cause breast cancer

3. Symptoms & signs 6. The breast skin might change with breast
Skin Changes cancer

One item —“saying the word ‘breast cancer’ makes me catch it”— was added

by this author based on documentation o f this false idea in the empirical literature 

focused on immigrant groups in Western countries (Bottorff et al., 1998). The other 5 

o f  the 12 items (e.g. “The first sign o f breast cancer is usually a painless lump”, 

“Swelling or enlargement... symptom o f breast cancer”) are derived from a scale that 

was used to assess US women’s knowledge about breast cancer (Vaeth, 1993). This 

investigator reworded one of these five items “Breast cancer is caused by trauma to 

the breast”. The original item was “bruising, bumping, or injuring the breast can 

cause breast cancer”. The rewording was made to avoid confusion with the Arabic 

vocabulary due to lack o f Arabic translation words for the words “bruising” and 

“bumping”. Also, the meaning of the word trauma in the Arabic language captures 

the meaning o f three words (bruising, bumping and injuring). Seven additional items 

measured women’s knowledge about the triad o f  breast cancer early detection (BSE,
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CBE, and mammograms) according to the ACS recommendations (ACS, 2000). They 

were adapted from Fox, Klos, Tsou, and Baum (1987). The seven items’ responses 

are scored categorically as 0 “more frequently than the appropriate test performance 

recommendation” to 5/6 “don’t know”. A final item was added by this author based 

on the ACS (2000) recommendation concerning high-risk women “women younger 

than 40 years should have a mammogram if  they have family history o f breast 

cancer” and its response is scored categorically 1 True, 2 False, and 3 I do not know. 

Responses to all 20 items were recoded dichotomously to (0) for the incorrect 

response and (1) for the correct response. Higher scores indicate more knowledge. 

Table 3.3 represents the correct and incorrect response patterns o f individuals by item 

difficulty for the pilot study.
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Table 3.3

Patterns of Individuals by Item Difficulty Arranged from Most to Least Difficult

Par 
#
1 
2
3
4
5
6
7
8
9
10 
11 
12
13
14
15
16
17
18
19
20 
21 
22
23
24
25
26
27
28
29
30
31 
Pi
Note. Par. #: participant’s number, and Pi: Proportion o f participants getting correct answer.

15 7 17 13 II 10 12 18
Items 

5 1 16 19 14 8 2 (

1

1

1
.0 .26 .39 .45 .48 .48 .52 .58 .58 .68 .77 .77 .81 .81 .81 .84 .87 .90 .90 .9
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Pilot Data

To assess the items’ discriminatory capacity, data were entered into a software 

program using SAS format and analyzed to assess properties o f  test items. Results 

specified the discriminatory capacity of items as measured by the percentage o f  those 

respondents in the upper 33% and the lower 33% of correct responses to the test who got 

a particular item correct or incorrect. The following Table 3.4 displays the number and 

proportion of 31 participants in the pilot study who answered items correctly. Also, it 

specifies the number o f people who answered I do not know, percentage o f correct 

answers for the upper 33%, lower 33%, and point biserial values for each item. Items 

were arranged starting with the higher to lower proportion.

Item 15 has zero variance because all the participants had an incorrect response, 

which is assumed to be related to the confusion between the ACS recommendation 

(women between 20 and 40 years o f age should have CBE every 3 years) and the actual 

practice o f gynecologists of checking the breasts annually. To assess the impact o f 

different coding according to the common practice for CBE the data were run twice with 

different coding for item 15. The first time was with coding indicating the correct answer 

for CBE is up to annual & the second time was with coding up to three years. The point 

biserial was 0.098, the upper 33% was 70.0%, and the lower 33% were 57.1% for the 

annual response alternative. The point biserial was 0.266, the upper 33% were 90.0%, 

and the lower 33% were 71.4% for up to three years being coded as the correct answer.
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Table 3.4

Responses to Knowledge Items Ranked from Most to Least Correct Scores (n=31)

Item # of people 
with Correct 

answer

Pi it and % of “I 
do not know” 

responses

Upper
33%

Lower
33%

Point
biserial

3. BC contagious. 28 .90 1 (3.2%) 100.0% 57.1% 0.463
4. Saying BC makes me catch it. 28 .90 1 (3.2%) 90.0% 85.7% -0.102
20. Mammogram for women younger than 28 .90 3 (9.7%) 100.0% 71.4% 0.497
40 years with family history of BC.
2. BC can be fatal. 27 .87 2 (6.5%) 100.0% 71.4% 0.322
8. Mother/sister with BC higher risk. 26 .84 4(12.9%) 90.0% 57.1% 0.375
9. BC first sign is usually painless lump. 25 .81 5(16.1%) 90.0% 57.1% 0.352
14. Frequency of BSE. 25 .81 2 (6.5%) 100.0% 42.9% 0.453
18. Frequency of mammogram for women 18 .58 2 (6.5%) 80.0% 28.6% 0.338
40-49 years.
1. BC malignant disease. 24 .77 0 (0%) 90.0% 71.4% -0.107
16. CBE for women over 40 years. 24 .77 3 (9.7%) 100.0% 28.6% 0.604
5. Trauma causes BC. 21 .68 6(19.4%) 80.0% 28.6% 0.387
12. Breast enlargement is a sign of BC. 18 .58 11 (35.5%) 100.0% 14.3% 0.524
19. Frequency of mammogram for women 25 .81 2 (6.5%) 100.0% 57.1% 0.478
50 years and older.
10. Discharge from possible Sx. of BC. 16 .52 13(41.9%) 100.0% 28.6% 0.421
6. Radiation causes BC. 15 .48 12(38.7%) 50.0% 28.6% 0.199
11. Skin might change with BC. 15 .48 12(38.7%) 90.0% 0.0% 0.542
13. Age to start BSE. 14 .45 5(16.1%) 50.0% 0.0% 0.255
17. Age for baseline mammogram. 12 .39 2 (6.5%) 60.0% 14.3% 0.238
7. Oral contraceptives cause BC. 8 .26 14 (45.2%) 50.0% 0.0% 0.275
15. CBE for women between 20-40 years. 0 .0 3 (9.7%) 0.0% 0.0% 0.000
Total # of participants. 31

Note. Pi: Represents the proportion o f person choosing the correct response for each item
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Although for women 20-40 years of age having CBE more often than every three 

years does not agree with the ACS recommendation, this investigator believes that it 

would be more beneficial to have it more often, especially in this population (Jordanian 

and Palestinian women). Because the ultimate goal is early detection and having CBE 

more often is more beneficial, item 15 was not reworded, but was recoded to include as a 

correct answer all responses of having screening up to three years.

Items 1 and 4 did not discriminate very well. The point biserials had negative 

signs (-.107 and -.102 respectively) and the differences between upper 33% and lower 

33% were small (18.6 and 4.3 respectively) compared to the differences for other items in 

the scale.

Current Study

A similar process was followed to assess the items’ discriminatory capacity in the 

main study data. Table 3.5 displays the number and proportion o f 130 participants in the 

main study who answered items correctly. Also, it specifies the number of people who 

answered I do not know, percentage of correct answers for the upper 33%, lower 33%, 

and point biserial values for each item. Items were arranged from the higher to lower 

proportion.
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Table 3.5

Responses to Knowledge Items Ranked from Most to Least Correct Scores (n-130)

Item # of people Pi # and % of “I Upper Lower Point
with Correct do not know” 33% 33% biserial

answer responses
3. BC contagious. 119 .92 10 (7.7%) 97.6% 79.1% .407
4. Saying BC makes me catch it. 118 .91 5 (3.8%) 95.2% 83.7% .211
20. Mammogram for women younger 112 .86 13(10%) 97.6% 67.4% .386
than 40 years with family history of BC.
2. BC can be fatal. 111 .85 5 (3.8%) 95.2% 83.7% .105
1. BC malignant disease. 109 .84 3 (2.3%) 92.9% 86.0% -.034
8. Mother/sister with BC higher risk. 100 .77 19(14.6%) 97.6% 51.2% .354
9. BC first sign is usually painless lump. 98 .75 27 (20.8%) 95.2% 46.5% .445
16. CBE for women over 40 years. 89 .69 13(10%) 83.3% 44.2% .273
14. Frequency of BSE. 78 .60 18(13.8%) 92.9% 23.3% .455
19. Frequency of mammogram for 76 .59 23(17.7%) 92.9% 25.6% .458
women 50 years and older.
5. Trauma causes BC. 75 .58 35 (26.9%) 66.7% 37.2% .140
12. Breast enlargement is a sign of BC. 71 .55 44 (33.8%) 66.7% 32.6% .204
18. Frequency of mammogram for 68 .52 24(18.5%) 83.3% 27.9% .304
women 40-49 years.
13. Age to start BSE. 63 .49 32 (24.6%) 64.3% 30.2% .141
10. Discharge from possible Sx. of BC. 55 .42 65 (50%) 78.6% 14.0% .351
17. Age for baseline mammogram. 48 .37 24(18.5%) 54.8% 16.3% .215
6. Radiation causes BC. 48 .37 51 (39.2%) 42.9% 27.9% .028
11. Skin might change with BC. 40 .31 77 (59.2%) 40.5% 14.0% .101
7. Oral contraceptives cause BC. 32 .25 59(45.4%) 38.1% 11.6% .174
15. CBE for women between 20-40 years. 10 .08 17(13.1%) 11.9% 4.7/% .036
Total ft of participants. 130
Note. Pi: Represents the proportion o f  person choosing the correct response for each item.
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As in the pilot, item 15 has the smallest variance because most the participants 

120 (92%) had an incorrect response, which is assumed to be related to the confusion 

between the ACS recommendation (women between 20 and 40 years o f  age should 

have CBE every 3 years) and the actual practice o f gynecologists o f  checking the 

breasts annually. To assess the impact o f different coding according to the common 

practice for CBE the data were run three times with different coding for item 15. The 

first time was coded with correct answer for CBE indicating every third year only 

(point biserial was .036, the upper 33% was 11.9%, and the lower 33% were 4.7% for 

the third year original coding). The second time was coded with correct answer for 

CBE indicating up to annual (point biserial was .11, the upper 33% was 80% and the 

lower 33% were 43.3% for the annual response alternative). The third time was coded 

with correct answer up to three years (point biserial was .366, the upper 33% were 

100%, and the lower 33% were 57.5% for up to three years).

Although for women 20-40 years o f age having CBE more often than every 

three years does not agree with the ACS recommendation, this investigator believes 

that it would be more beneficial to have it more often, especially in this population 

(Jordanian and Palestinian women). Because the ultimate goal is early detection and 

having CBE more often is more beneficial, item 15 was recoded to include as a 

correct answer all responses o f having screening up to three years.

As in the pilot study, item 1 did not discriminate very well. The point biserial 

had negative sign (-.034) and the difference between upper 33% and lower 33% was 

small (6.9) compared to the differences for other items in the scale. Item 4 was a 

somewhat better differentiator in the main study than it was in the pilot study.
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Affect

This construct consists o f two separate measures affect (negative emotions) 

and fear.

Affect (negative emotions)

Affect (Appendix 1.3) was measured for descriptive purposes and to explore 

its mediating relationship between sociocultural factors and participation in BCS. The 

affect scale consists of 11 items to evaluate the participants’ feelings toward 

participation in each of the three elements o f the routine BCS triad. Ten of these 

feelings asked about were derived from Lauver’s 13-item affect adjective checklist 

scale (e.g., ’’tense”, ’’embarrassed”, “reassured”; Lauver, Kane, Bodden, McNeel, & 

Smith, 1999). The adjectives “on edge” and “panicky” were omitted because o f  lack 

of Arabic translation words. Based on Lauver et al., one adjective, “shaky”, was 

removed because it is less appropriate for this clinical problem. One item 

“uncomfortable in touching my breast” was added by this author based on the 

feelings mentioned in the empirical literature focused on immigrant groups in 

Western countries (Bottorff et al., 1998; Yi & Brown, 1996). Regarding the item that 

was added, wording appropriate to the test was used (e.g., for BSE “uncomfortable in 

touching my breast”, for CBE “uncomfortable about having somebody touch my 

breast”, and for mammogram “uncomfortable about exposing my breast”).

Lauver et al. (1999) examined affect in relation to having routine 

mammography only. In the pilot study, the same scale was repeated for questions 

pertaining to each o f  the triad modalities. Responses were coded from not at all (0) to 

extremely (4). Summed scores on these items are averaged, after reverse coding as
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appropriate. Reverse coding was used for the positive adjectives (“relaxed”, “gaining 

peace o f mind”, and “reassured”); higher scores indicate greater negative affect. The 

Cronbach’s alpha for this measure with 13 items related to having a routine 

mammogram was .89 (Lauver et al., 1999). The Cronbach’s alpha in the pilot study 

for routine BSE was .87 (and the standardized item alpha was .88; n=29), for routine 

CBE was .87 (the standardized item alpha was .87, n =31), and for routine 

mammogram it was .85 (the standardized item alpha was .85, n=29). Two participants 

reported never having done BSE and two reported that mammograms were not 

applicable for their age group.

The Cronbach’s alpha in the main study for routine BSE was .89 

(standardized item alpha was .89; n=126), for routine CBE was .89 (the standardized 

item alpha was .90, n =130), and for routine mammogram it was .86 (the standardized 

item alpha was .88, n=129).

Fear

Fear (Appendix 1.4) was measured for descriptive purposes and to explore its 

mediating relationship between sociocultural factors and participation in BCS. The 

fear scale consists of 5 items focusing on the degree to which occurrence o f breast 

cancer and the need to treat it would create fear. Examples are “i f  you found a lump 

in your breast, how would you feel” and “if  you found that you need chemotherapy 

for the lump in the breast, how would you feel ”. The five items were developed by 

this investigator.

A visual analogue scale (10 cm. long) was used in the five questions to assess 

the participant’s fear o f finding and treating breast cancer. The analogue scale ranges
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between (0) no fear to (10) extreme fear. Responses were measured by a ruler and the 

exact number was entered. Scores on these items are summed and averaged to create 

an overall score. Higher scores indicate that the discovery o f  breast cancer and its 

treatment modalities cause greater fear. The Cronbach’s alpha in the pilot study was 

.86 (standardized item alpha was .88). The Cronbach’s alpha for the fear scale in the 

main study was .88 (standardized item alpha was .90; n =130).

Attitudes

This construct consists o f two separate measures, utility and personal norms.

Utility

Utility (Appendix 1.5) was measured for descriptive purposes and to explore 

its mediating relationship between sociocultural factors and participation in BCS. The 

utility scale consists o f 16 items regarding possible expectations and values outcomes 

o f participating in the routine BCS triad (e.g., “Find breast tumor in an early stage if  it 

is there”). Fourteen items were derived from an established 14-item scale (Lauver et 

al., 1999). In the Middle East cancer in general and breast cancer in particular cause a 

social stigma that leads people to avoid using the term “cancer”. Therefore, the scale 

items were modified by using words appropriate to the Jordanian/Palestinian culture 

(e.g., “breast tumor” instead o f “breast cancer”). Another item, “I am confidant I 

could find something wrong in my breast if  it were there”, derived from Lauver’s 

prior research, was added to the 14-item scale. An additional item was added by this 

author based on experience with Jordanian and Palestinian women: “I would have to 

face the possibility of learning something I don’t want to know”.
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Responses were coded from strongly disagree (0) to strongly agree (4). Four 

items worded negatively were reverse-coded. These items are (“Involve a test that is 

unfamiliar to you”, “I would have the possibility o f learning something I don’t want 

to know”, “Expose you to too much radiation”, and “Involve physical discomfort”). 

Scores of all utility items were summed and averaged across items; higher scores 

indicate greater perceived beneficial outcomes o f participation in the routine BCS 

triad. Cronbach’s alpha testing for having routine mammogram for 14 items was .85 

(Lauver et al., 1999). The Cronbach’s alpha in the pilot study for the routine BCS 

triad was .59 (the standardized item alpha was 0.70). When the same scale was rerun 

excluding 5 items, the Cronbach’s alpha was 0.71 and the standardized item alpha 

was 0.72. The five excluded items are: “I am confident I could find something wrong 

in my breast i f  it were there”, “Involve a test that is unfamiliar to you”, “I would have 

to face the possibility o f learning something I don’t want to learn”, “Expose you to 

too much radiation”, and “Involve physical discomfort”.

Based on the preliminary work in the pilot study some items were not clear to 

women. Almost all women commented on these items as follows. The item “I am 

confident I could find something wrong in my breast if it were there” was not clear. It 

was reworded by this investigator for clarity, as “I am confident I could find an 

abnormality in my breast if it were there”. In the pilot study, probing this item further 

women indicated that they were not sure what they were looking for regarding normal 

and abnormal tissues. The item “Involve a test that is unfamiliar to you” was not clear 

and the investigator had to reword it for them to understand it. Rewording was 

“Involve a test that was never done to you”. “I would have to face the possibility o f
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learning something I don’t want to leam” wording also was unclear to most women in 

the pilot study and was reworded “I might be told that I have a breast problem such as 

breast cancer”. The item “Involve physical discomfort” wording was not clear to 

some women. Rewording to “make you feel uncomfortable” was clearer. The item 

“Expose you to too much radiation” was confusing because women simply did not 

know and reflected the question back to the investigator. In the pilot study, there was 

no difference between women who completed the questionnaire in Arabic and 

English regarding clarity of these items. The rewording used in the pilot study was 

retained and used in the main study.

The Cronbach’s alpha in the main study for the routine BCS triad was .60 (the 

standardized item alpha was .70; n =130). When the same scale was rerun excluding 

the 5 items, identified in the pilot, the Cronbach’s alpha was .75 (the standardized 

item alpha was .76; n =130). For the main study analysis purposes, the shortened 

utility scale (11-items) was used.

Personal Norms

Personal norms (Appendix 1.6) was measured for descriptive purposes and to 

explore its mediating relationship between sociocultural factors and participation in 

BCS. The personal norms scale consists of two 5-item subscales: women’s beliefs 

about managing breast cancer, and conformity to Arab society. The two subscales 

were developed by this investigator based on empirical data (Delbar, 1999) and 

experience with Jordanian and Palestinian women. The first subscale assesses the 

participant’s culturally influenced personal norms about responding to signs and 

symptoms o f possible breast cancer. This scale represents misconception and
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misbeliefs about breast cancer management. Examples “When discovering a mass, I 

use herbs to treat it” and “When discovering a mass, I do nothing”. Overall, these 

items reflect traditional ways to manage symptoms o f breast cancer.

Responses were coded from strongly disagree (0) to strongly agree (4). Scores 

on these items are summed and averaged to create an overall score. Higher scores 

indicate the greater presence o f culturally influenced personal misbeliefs for breast 

cancer management and the tendency to use traditional practices and medicine to treat 

signs and symptoms o f breast cancer. The Cronbach’s alpha for the 5 items in this 

pilot study was .51 (the standardized item alpha was 0.56). Examining the 5-item 

correlation matrix revealed two clusters o f items (item 1,4, and 5 were more highly 

correlated and item 2, 3, and 4 were more highly correlated). Item 4 was a cross 

loader on the two subsets o f items. The first set 1, 4, and 5 consists of the items: 

“Management of breast abnormalities is worse than finding the abnormalities 

themselves”, “When discovering a mass, I do nothing”, “If I am going to get breast 

cancer I would get breast cancer, whether or not I check my breast” . The other set 

consists of the items 2, 3 and 4, which are “When discovering a mass, I use herbs to 

treat it”, “When discovering a mass, I use cautery to treat it”, and “When discovering 

a mass, I do nothing”. Cronbach’s alpha was obtained again for each of the sets of 3 

items separately. For the first set (items 1, 4, and 5) Cronbach’s alpha was .36 and the 

standardized item alpha was .35. For the second set (items 2, 3, and 4) Cronbach’s 

was .69 and the standardized item alpha was .71.

The pilot study revealed that the item “Management o f  breast abnormalities is 

worse than finding the abnormalities themselves” was not clear for women in the
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study. For clarity it was reworded “Treatment o f breast cancer is worse than finding 

breast cancer”. The two items “When discovering a mass, I do nothing” and “If I am 

going to get breast cancer I would get breast cancer, whether or not I check my 

breasts” reflect beliefs in fate. Modification using the rewording o f the first item 

“Treatment o f  breast cancer is worse than finding breast cancer” was used in the main 

study. The other item “If  I am going to get breast cancer I would get breast cancer, 

whether or not I check my breasts” was retained and used again in the main study.

The Cronbach’s alpha for the 5 items in the main study was .44 (the 

standardized item alpha was .51; n =130). As in the pilot study, examination o f the 5- 

item correlation matrix revealed two clusters o f items (item 1, 4, and 5 were more 

highly correlated and item 2, 3, and 4 were more highly correlated). Cronbach’s alpha 

was obtained again for each of the sets o f 3 items separately. For the first set (items 1, 

4, and 5) Cronbach’s alpha was .15 and the standardized item alpha was .13. For the 

second set (items 2, 3, and 4) Cronbach’s was .63 and the standardized item alpha 

was .63. For the main study analysis purposes, the second set of items o f personal 

norms scale (items 2, 3, and 4) were used.

The second measure of personal norms, conformity to Arab society (Appendix 

1.7), consists o f 5 items that assess the participant’s culturally influenced dependence 

on others for approval of actions toward BCS. This scale represents beliefs about 

culturally congruent and appropriate behaviors toward others preceding action toward 

investigating breast problems. Conformity to Arab society was measured for 

descriptive purposes and to explore its mediating relationship between sociocultural 

factors and participation in BCS. An example o f an item is: “Hana is a 69 year old
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woman who found changes in her breast. Hana lives with her son and would like to 

consult a health care provider for the changes in her breast. What is appropriate for 

Hana to do?” Overall, responses reflect women’s tendency to ask permission from the 

male in the family to seek help for breast problems versus acting on their own. 

Increasing conformity to the Jordanian/Palestinian society is reflected in traditional 

behaviors respecting the patriarchal family pattern.

Four items’ responses were coded from behaviors reflecting less conformity to 

patriarchy (1) to more conformity to patriarchy (3). One item, which asks about single 

women in relation to parents’ behavior, is coded from (1) to (7), reflecting a wider 

range of responses. These responses were recoded on the same 1 to 3 scale as the 

other 4 items to reflect greater respect for patriarchy with higher scores. Scores on 

these items are summed and averaged to create an overall score. Higher scores 

indicate the culturally influenced personal beliefs to conform to the patriarchal 

society and an increasing dependence on others for approval o f actions. The 

Cronbach’s alpha in the pilot study was .43 (standardized item alpha was .36). Factor 

analysis was performed and revealed two factors shown in table 3.6.

Table 3.6

Varimax Rotated Component Matrix

Items Component
1 2

Health provider gender -.830
A married 45 years old woman .829
A single 30 years old woman living with her parents .835
A single 30 years old woman living with her brother .608
A widow living with son .837
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The first factor contained 3 items and the second factor contained 2 items.

One item seeking the preference for health provider gender had a negative sign. 

Therefore, another alpha was obtained for the remaining four items excluding health 

provider gender. The Cronbach’s alpha was .62 and the standardized item alpha was 

.62.

Factor analysis for the main study data was performed and revealed only one 

cluster o f items. One item “health provider gender” loaded much less strongly than 

the other four items. This was true regardless of the rotation method used. The 

Cronbach’s alpha for the 5 items in the main study was .68 (standardized item alpha 

was .68; n =130). Another alpha was obtained for the four items excluding the first 

item. The Cronbach’s alpha was .70 and the standardized item alpha was .70. 

Therefore, the remaining four items were used in the main study analysis.

Habits

Habits (Appendix 1.8) was measured for descriptive purposes and to explore 

its mediating relationship between sociocultural factors and participation in BCS. The 

scale consists o f 7 items developed by this investigator. The scale items focus on the 

participant’s general health habits requiring a professional’s assessment (4 items) and 

the BCS habits (3 items). This scale represents behaviors and actions toward health 

when symptoms are absent. Example of general health habits, “I go to my health 

provider for physical exam” and “I go for cervical exam (Pap smear)”. Overall, 

responses reflect the desired and recommended health habits for early detection of 

health problems in general and breast cancer in particular.
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Responses are coded from the recommended time interval for a health habits 

behavior to occur such as annual physical exam (1) “to not at all” (6). Items were 

recoded categorically as, 1 “recommended timing”, and 0, “ incorrect timing”. The 

pilot data indicated the tendency o f some asymptomatic women to have more 

frequent CBE’s than recommended. These “more frequent” responses were recoded 

“ 1”, that is, as following recommended timing. The intent here is to encourage early 

detection, which is the desire o f  all clinicians. Scores on these items are summed and 

averaged to create an overall score. Higher scores indicate having more desired health 

habits. The Cronbach’s alpha in the pilot study for general health habits including the 

seven items was .64 (the standardized item alpha was .64).

The correlation matrix revealed that the item “eye check up” correlated 

negatively with 4 out of the other 6 items in the scale (Table 3.7). Annual eye 

checkup is not standard for each woman and the time differs from one woman to 

another depending on age differences and the condition o f her eyes. Therefore, the 

item “eye check up” was found not to be a good indicator o f  routine health habits. 

Another alpha was obtained for the six items excluding eye check up. The Cronbach’s 

alpha for general health habits excluding the eye checkup item was .70 (the 

standardized item alpha was .71). Also, separate alphas were obtained for 3 items, 

BCS habits, and 3 items, general health habits. Cronbach’s alphas were .40 (the 

standardized item alpha was .42) for BCS habits and .60 for general health habits (the 

standardized item alpha was .60).

Correlations between participation in BCS and the 7 items in the health habits 

scale were obtained and examined. The correlation matrix revealed that participation
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is correlated with semiannual dental cleaning, monthly BSE, CBE, and annual 

cervical exam. Annual physical exam is correlated positively with adherence to CBE 

only and had zero correlation with BSE. Semiannual dental cleaning correlated 

positively with monthly BSE, CBE, and annual cervical exam. Monthly BSE had a 

zero correlation with mammogram compliance. CBE correlated with mammogram 

compliance and annual cervical exam. The correlation in table 3.7 displays the 

correlations between the mean participation scores and the 7 items in health habits 

scale.

Table 3.7

Correlation Matrix fo r Participation and the 7 Items in the Health Habits Scale (Pilot 

Study)

Item  2 3 4 5 6 7 8
1. M ean o f  participation age specific .205 .549** .541** .535** .288 .691** .019
2. A nnual physical exam .354 .000 .382* .253 .114 .181
3. Sem iannual dental cleaning .500** .487** .190 .498** -.065
4 . M onth ly  BSE .223 .000 .350 -.050
5. C B E com pliance .395* .382* -.224
6. M am m ogram  compliance .253 .307
7. A nnual cervical exam -.114
8. A nnual eye check up

Note. * g < 0.05, ** g < 0.01

The correlation matrix in Table 3.7 suggested that only the 2 items for general 

health habits (physical exam and dental cleaning) should be used in the main study 

analysis. The other BCS health habits 4 items were to be used as validity check to 

participation. Annual cervical exam was eliminated from general health habits in 

addition to monthly BSE, CBE and mammogram compliance to avoid data 

contamination because it correlates highly (.691) with participation at a significance 

level .05. Another reliability was obtained for the 2-item general habits scale; the
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Cronbach’s alpha was 0.52 (the standardized item alpha was 0.52).

Correlations between participation in BCS and the 7 items in the health habits 

were obtained and examined for the main study. The correlation matrix revealed that 

participation is correlated with all the items. Annual physical exam is correlated 

positively with all the other items. Semiannual dental cleaning correlated positively 

with monthly CBE and annual cervical exam. Annual eye check up correlated 

positively with monthly CBE and mammogram compliance. Monthly BSE correlated 

positively with CBE. CBE correlated positively with mammogram compliance and 

annual cervical exam. Mammogram compliance correlated positively with annual 

cervical exam. The correlation matrix (Table 3.8) displays the correlations between 

the mean participation scores and the 7 items in the health habits scale. Because the 

eye check up item was correlated positively with the other items in the scale, it was 

retained in the main study analysis. Also, annual cervical exam was not eliminated 

from the general measure of health habits in the main study analysis due to its 

intermediate relationship with participation. The four general health habits items were 

used in the main study analysis to measure health habits.
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Table 3.8.

Correlation Matrix fo r  Participation and the 7 Items in the Health Habits Scale 

(Main Study)

Item  2 3 4 5 6 7 8
1. M ean o f  participation age specific .493** .235** .469** .599** .350** .447** .287**
2. A nnual physical exam .243** .189* .672** .312** .432** .372**
3. Sem iannual dental cleaning .145 .192* .032 .177* .122
4. M onthly  BSE .178* -.085 .156 .094
5. CB E com pliance .294** .681** .327**
6. M am m ogram  com pliance .345** .178*
7. A nnual cervical exam .096
8. A nnual eye check up
Note. * £ < 0.05, ** p < 0.01

The Cronbach’s alpha in the main study for general health habits including the 

seven items was .69 (the standardized item alpha was 0.70; n =130). The Cronbach’s 

alpha for 4 items (annual physical, cervical, eye check up exams, and semiannual 

dental exam) for general health habits was .56 and the standardized item alpha was 

.56. The Cronbach’s alpha for 3 items for BCS habits was .30 and the standardized 

item alpha was .31.

Enabling Factors

Enabling factors (Appendix 1.9) were measured for descriptive purposes. The 

enabling factors scale consists o f 10 items assessing the presence or absence of 

external conditions that would facilitate CBE and mammography adoption. Overall, 

these items reflect difficulties with affordability and accessibility o f care. Examples 

are “the high cost of transportation” and “my insurance (or medical coverage) is too 

complicated to figure out”. The ten items were derived from an established 11-item 

scale (Lauver et al., 1999). One item was lost during translating and printing the 

questionnaire. It appeared on the translated version to Arabic and was collected from
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participants who completed the questionnaire in Arabic. Also, it appeared on the back 

translation to the English version, but during the pilot study in Houston, while 

printing the original questionnaire on a different printer than the one usually used, this 

item was at the end o f the page and did not appear on the print out. Copying was done 

and after data collection was completed and during data entry the investigator 

discovered that there was an item missing in the original questionnaire.

Responses were coded from not at all (0) to extremely (4). Scores on these 

items are summed and averaged to create an overall score. Higher scores indicate that 

lack o f affordability and accessibility may affect participation in CBE and 

mammogram screening. Cronbach’s alpha testing for having routine mammogram 

using 11 items was .78 (Lauver et al., 1999). The Cronbach’s alpha for 10 items in the 

pilot study for screening CBE and mammogram was .83 (the standardized item alpha 

was .86). Results indicated that this scale was not applicable to most women in the 

pilot study because most participants reported “not at all” for most items. It was 

assumed that the majority of women participating in the pilot study have health 

insurance that covers the expenses for breast screening.

The Cronbach’s alpha in the main study for 11 items related to screening CBE 

and mammogram was .83 (the standardized item alpha was .85; n =130). As in the 

pilot study this scale was not applicable to most women because most participants 

reported “not at all” for some of the items. The majority o f women participating in the 

main study had health insurance that covers the expenses for breast screening.
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Social Influences

Social influences (Appendix 1.10) was measured for descriptive purposes and 

to examine its relationship to the psychological variables and participation in BCS. 

The social influences scale consists o f 13 items that were developed by the 

investigator. The scale measures respondents’ perceptions of how much 13 different 

people support their care-seeking behavior for BCS. Examples “my mother (sister, 

husband) encourages me to participate in breast screening”. Pilot data revealed strict 

Muslims in the sample were not impressed with items pertaining to male supporters 

(excluding the husband for women other than those who had never been married), 

especially the item “A male friend”. Almost all women resented this question. The 

resentment o f the particular item and the dislike o f the other male referenced items 

can be attributed to the sex segregation in Jordanian culture (hadith online). Based on 

the feedback from the participants in the pilot study “A male friend” item appeared to 

be culturally offensive. Therefore, the items “A male friend” and “A male relative” 

were omitted from the main study questionnaire.

Responses were coded from does not apply (0) to strongly agree (4). Scores 

on these items are summed and averaged to create an overall score. Higher scores on 

these items reflect more encouragement to participate in BCS. The Cronbach’s alpha 

in the pilot study was .82 (the standardized item alpha also was .82).

The Cronbach’s alpha for this scale was obtained twice in the main study. The 

first Cronbach’s alpha was obtained for the scale with original coding o f “does not 

apply (NA)”= 0 and the second time it was obtained after recoding NA = -9 as 

missing. The Cronbach’s alpha was .75 (standardized item alpha was .76; n =130) for
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original coding, and .92 (standardized item alpha also was .92; n =130) for the 

recoding. After recoding, scores on these items were summed and averaged to create 

an overall score. For the main study analysis purposes, NA was coded -9  (meaning 

missing) and used.

Social Norms

Social norms (Appendix 1.11) was measured for descriptive purposes and to 

examine its relationship to the psychological variables and participation in BCS. The 

social norms scale is a 5-item scale that was modified and adapted from Thompson 

(2000). The scale measures individualism versus collectivism and key elements are 

autonomy and independence. This scale reflects the participant’s decision making 

regarding health matters in the context o f the family and culture. Examples include 

“miss a medical appointment because someone in your family needed your help” and 

“seek advice from your family and relatives about health decisions rather than making 

them by yourself’. Overall, higher responses reflect the greater likelihood o f 

collective decision making.

A visual analogue scale (10 cm. long) is used for five questions to assess the 

participant’s decision making regarding health matters. The analogue scale ranges 

between (0) highly unlikely to (10) highly likely. Responses were measured by a ruler 

and the exact number was entered. Two items were reverse scored: “express your 

opinions to your family even if you believed they would disagree with you” and “do 

something you strongly believed you should do even if it meant loss of personal 

freedom than your loss of support from your family”. Scores on these items are 

summed and averaged to create an overall score. Higher scores reflect a greater
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dependency on the family for decision making rather than being autonomous. The 

Cronbach’s alpha for social norms in the pilot study was .21 (the standardized item 

alpha was .16).

Table 3.9.

Correlation Matrix 5 Items in the Social Norms Scale (Pilot Study)

Item  2 3 4 5
1. M iss m ed ical appoin tm ent to help fam ily  .27 -.33 .10 .02
2. Seek adv ice  from  fam ily for health  decision -.39 .13 .16
3. Express y o u r opinions to fam ily ev en  i f  they disagree .03 .35
4. Follow  your fam ily  advice for health  even  i f  you prefer otherw ise .03
5. Do w hat you w an t even w ith loss o f  support
* E 5:0.05, * * 2  <0.01.

The correlation matrix shown in Table 3.9 indicated that item 3 “Express your 

opinions to your family even if  you believed they would disagree with you” has a 

medium negative correlation with two other items. Also, it has a very small effect 

with the fourth item, but has medium correlation with item 5 “Do something you 

strongly believed you should do even if it meant loss o f personal freedom than your 

loss of support from your family”. None of the correlations shown in Table 3.9 were 

significant at .05 or .01 level. Therefore, another reliability was obtained for the three 

items “Miss a medical appointment because someone in your family needed your 

help”, “Seek advice from your family and relatives about health decisions rather than 

making them by yourself’, and “Follow your family’s advice about your medical 

treatment even if you preferred doing something different” . The Cronbach’s alpha in 

the pilot study for the 3 social norms items was .37 (the standardized item alpha was 

.38).
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The correlation o f the item “Express your opinions to your family even if  you 

believed they would disagree with you”, which behaved differently, may be due to 

the fact that women give their opinions but they are not considered. Also the last item 

“Express your opinions to your family even if you believed they would disagree with 

you” is not a good indicator because o f word clarity. This item caused confusion for 

women in the pilot study because there was a wording problem and it was not clear. 

Almost every woman had trouble answering the question because they thought it 

meant two different things. Some women answered it in relation to losing their 

freedom; others answered it in relation to losing their family support.

The two items “Express your opinions to your family even if you believed 

they would disagree with you” and “Follow your family’s advice even if you 

preferred doing something different” ask about general decision making. Therefore, 

this investigator decided to make the two items specific to health decision making. 

The item “Express your opinions to your family even if  you believed they would 

disagree with you” was revised to “Express your opinions about your health to your 

family even if  you believed they would disagree with you”. Based on the information 

obtained from the pilot study and women’s reaction toward the other item “Do 

something you strongly believed you should do even if  it meant loss of personal 

freedom than your loss o f support from your family”, this investigator decided to 

modify and split this item into two items as follows. “Do something you strongly 

believed you should do for your health rather than losing your personal freedom” and 

“Do something you strongly believed you should do for your health even if it meant
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loss o f support from your family”. The revised three items replaced the two previous 

items and were used in the main study.

The correlation matrix shown in Table 3.10 indicated that item 1 was not 

correlated with any o f the other scale items. Item 2 was correlated with item 3 

inversely and with item 4 positively. Item 3 had a significant medium positive 

correlation with item 6 only. Item 5 was correlated positively with item 6. Based on 

the correlation matrix findings and the data from the pilot analysis the 3 item set of 

(item 2, 3, and 4) was used for the main study analysis purposes.

Table 3.10

Correlation Matrix 6 Items in the Social Norms Scale (Main Study)

Item 2 3 4 5 6
1. M iss m edical appointm ent to help fam ily .16 -.01 .07 -.10 -.11
2. Seek advice from fam ily fo r health decision -.19* .34** -.15 -.04
3. Express you r opinions to fam ily even i f  they disagree -.10 .17 .22*
4. Follow  your family advice even if  you p refer otherwise .03 .06
5. Do w hat you want rather then  losing personal freedom .44**
6. D o w hat you want even w ith  loss o f  support
* £ < 0 .0 5 , ** £<0 .01 .

The Cronbach’s alpha in the main study for 6 items social norms scale was 

0.24 (the standardized item alpha was 0.25; n =130). Another reliability was obtained 

for the three items (2, 3, and 4). The Cronbach’s alpha in the main study for the 3 

social norms items was 0.41 (the standardized item alpha was 0.42).

Acculturation

Because immigration of Jordanian and Palestinian women to Western 

countries is increasing, the need for acculturation measures is increasing. Few 

acculturation scales are available that are widely used. According to Hazuda, Stem, 

and Haffner (1988), acculturation is a multidimensional process o f  individuals taking
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on characteristic ways o f living and thinking from another culture different than their 

original cultural orientation, as a result o f intergroup contact. It is a process on a 

continuum that ranges between not acculturated at all to highly acculturated. Most 

acculturation scales focus on superficial and externally observable behaviors such as 

language usage, activity, food, and dress. There is a need for an instrument that 

examines the more internalized values, attitudes, and beliefs that underpin these 

behaviors. Also, the factors most acculturation scales measure are specific cultural 

functions and general level o f  orientation to a host culture, but they do not address 

cultural understanding o f attitudes and behaviors that reflect the perception o f and 

participation in health behaviors such as those involved in BCS. The acculturation 

instrument used (Appendix 1.12) is a general measure of orientation to a particular 

culture. The other two scales developed and described previously, social norms and 

social influences, are intended to be specific measures of acculturation in relation to 

health seeking and BCS behaviors.

Acculturation (Appendix 1.12) was measured for descriptive purposes and to 

examine its relationship to the psychological variables and participation in BCS. The 

acculturation instrument consists o f 8 subscales modified by Faragallah, Schumm, 

and Webb (1997). The instrument measures the level of women’s acculturation to US 

culture. The acculturation subscales were analyzed individually and an individual 

Cronbach’s alpha for each subscale was obtained. The original Cronbach’s alphas are 

presented in 3.11. Table 3.11 also includes a comparison between the Cronbach’s 

alphas obtained by Faragallah et al. (1997) and the Cronbach’s alphas obtained in the 

pilot study.
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Religion is a single item. Additional indicators of acculturation added by this 

investigator are length o f stay in US, time o f  last visit to native country, and reason 

for immigration. The item “reason for immigration to the US” has 6 options. Women 

were instructed to choose all the reasons that apply to their situation. The options are 

“Join other family members”, “Economic reasons (employment)”, “Seek better 

quality o f life”, “Reasons o f political instability in the Middle East”, “Better future 

for my children”, and “Other. Specify please” with a blank space. Eleven women out 

o f 31 reported that they moved to the US because o f marriage and another 3 because 

o f education. Although the option o f  immigration to join other family members was 

available women chose “other” and reported marriage. Probing their responses further 

revealed that these women did not consider marriage as joining other family members 

because as they described it “family” US involving blood relations. Therefore, the 

options marriage and education were added to the options in the main study 

questionnaire.

In the main study, women gave different reasons for immigrating to the US. A 

total of 31 women responded to the “other specify” item. Some women gave more 

than one reason. The reasons for immigration were categorized as follows.

Political issues, this category includes more than one subcategory. Eight 

women referred to “[fleeing the year 1967] war”. Two women mentioned 

immigration due to the “Intifada”. One woman related her family immigration to her 

“son’s jailed in Israel” . Personal and fam ily integration issues, one woman talked 

about immigrating for “better opportunity” and three women reported for “kids 

education”. Job issues, six women reported for “husbands’ job assignment” and two
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women mentioned “husbands scholarship/training”. Freedom issues, one woman 

reported “discrimination” and 2 other women mentioned seeking “religious freedom”. 

All women were Christians. Stability in life, one woman mentioned immigrated for 

“soul stability”, one reported “to get citizenship” because some Palestinians have no 

official citizenship, and two other women mentioned to “settle down”. Miscellaneous, 

such as three women who said “visit” and one “to follow in-law family”.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



R
eproduced 

with 
perm

ission 
of the 

copyright 
ow

ner. 
Further 

reproduction 
prohibited 

w
ithout 

perm
ission.

Table 3.11

Comparison Between the Previously Reported Alphas (Faragallah et al., 1997, pp. 189) and the Alphas Obtained in the 

Pilot Study and Main Study: Acculturation Scale

Scale Name ft of 
items

Cronbach’s alphas
Original

Faragallah
(1997)

Alpha
Pilot

Standardized
alpha

Alpha
Main

Standardized
alpha

1. Identification with US culture 2 0.91 0.92 0.92 0.65 0.67

2. American culture practices 5 0.77 0.35 0.35 0.39 0.39

3. US media usage 3 0.68 0.62 0.63 0.53 0.53

4. American friendship 3 0.65 0.35 0.49 0.26 0.36

5. English language usage at home 2 0.84 0.66 0.68 0.77 0.78

6. Permissiveness 2 0.84 0.94 0.94 0.89 0.90

7. Modem gender role 5 0.69 0.60 0.60 0.46 0.50
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Following Faragallah et al. (1997) coding conventions, identification with US 

culture subscale responses are coded from wanting to adopt (1) to refusal to adopt 

(4/5) for each item. The two items “to what extent do you want to adopt American 

culture” and “to what extent do you think you have adopted American culture” were 

reverse coded because in the original scale higher score meant “does not identify with 

US culture” . All sub-scale scores then were standardized because each item has a 

different number o f  responses (4 and 5). American culture practices subscale 

responses are coded from not at all (0) to all times (4) for the first 3 items and less 

than once a week (0) to every time (4) for the last 2 items. Two items, “Does the 

family celebrate Arabic holidays” and “how often do you cook Arabic food”, were 

reverse coded. US media usage subscale responses are coded from less than once a 

week (0) to every time (4). American friendship subscale responses are coded from 

less than once a week (0) to every time (4) for the first 2 items and only Arabs (0) to 

only Americans (4) for the last item. For English language usage at home, subscale 

responses are coded from only Arabic (0) to only English (4). One item “how often 

do you associate with Arab friends” was reverse coded. Permissiveness subscale 

responses are coded from never (0) to usually (2). Modem gender role responses are 

coded from more stay at home (0) to more personal freedom (2) for the first item, 

very unacceptable (0) to very acceptable (3) for item 2 and 3, and patriarchal or 

matriarchal family are open ended questions and are coded man (0) to woman (2). 

Religion is a single item coded Christian (1) and Muslim (2). The 7 acculturation
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subscales’ items were standardized, summed, and averaged; higher scores indicate 

being more acculturated to the American culture.

Table 3.12.

Correlations o f  the 7 Acculturation Subscales, Length o f  Stay and Religion for the

Pilot Study, Original, and Main Study

Item 2 3 4 5 6 7 8 9
1. L ength  o f .42* .35 .23 .12 .69* -.30 .03 .08
stay .51** .55** .33* .59*** .42** .50** .17 NR

.35** .02 .25** .22* .38** .04 .02 -.31**

2. Identification .27 .23 .40* .22 -.35 .14 .03
w ith  U S culture .63*** .41** .49** .53** NS .33* NR

.37** .45** .38** .41** .15 .33* -.40

3. A m erican .45* .53** .44* .04 .37* .43*
culture  practices .54** .59*** .52** NS .38* NR

.25** .27** .30** .16 .21* -.26**

4 . US m edia .42* .15 -.02 .49** -.21
usage .52*** .41** NS .35* NR

.38** .39** .15 .30** -.14

5. A m erican .01 .-05 .33 .07
friendship .44** NS .31* NR

.29** -.02 .20* -.24**

6. E nglish -.24 -.12 .29
language usage NS .39* NR
at hom e .06 .28** -.06

7. Perm issiveness .08 -.20
NS NR
.11 -.14

8. M odem -.15
g ender role NR

.06

1. R elig ion

N ote. U pper value represents p ilo t study, m iddle is orig inal study (F aragallah  et al., 1997) presented in 
Italics, and bottom  is m ain study  results presented in bold.
*p  <  .05, * * jd  < .01, ***_p <  .001, NS =  not significant, and N R  = n o t reported .

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



205

The correlation matrix in Table 3.12 displays the correlations among the 

acculturation components obtained in the pilot study and main study compared to the 

correlations obtained in Faragallah et al. (1997, pp. 193, 195).

The subscales were analyzed as a single acculturation construct and a total 

Cronbach’s alpha of was obtained. The Cronbach’s alphas for all three studies are 

presented in the Table 3.12. The Cronbach’s alpha in the pilot study was .76 (the 

standardized item alpha was .77). The Cronbach’s alpha in the main study was 0.75 

(the standardized item alpha was 0.78; n =130). For main study analysis the total 

acculturation score was used.

In the pilot study, the correlation matrix showed that permissiveness 

decreased when acculturation increased. Therefore, another internal consistency 

reliability was obtained excluding permissiveness. The Cronbach’s alpha for the 

standardized scores in the pilot study without permissiveness was .80 (the 

standardized item alpha was .80).

Several factors need to be taken into account in assessing the differences in 

correlations obtained in the pilot and main study as compared to Faragallah’s original 

work. Although the surveys in the Faragallah et al. study were sent with pre-stamped 

return envelopes included, the return rate for the “Satisfaction with Life in the US” 

study was only 36.5%. It may be that the persons who participated in the study, 

“Satisfaction with Life in the US”, were more acculturated. Data were collected in 

English only, which might indicate that people who participated in the Faragallah et 

al. study were exposed to the American culture more and were more acculturated.
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Furthermore, Faragallah and colleagues (1997) reported that 115 English language 

surveys were issued to 11 different cities in 8 different states. The cities were: 

Manhattan and Topeka, Kansas; Kansas City, Missouri; Lafayette, Indiana; Toledo, 

Ohio; New Castle, and Pittsburgh, Pennsylvania; Van Nuys, California; Fort 

Lauderdale, Florida; and Maryland suburbs of Washington, D.C. Other than the 

Maryland suburbs o f  Washington D.C., none o f the reported cities are known to host 

a big Arab community in comparison to the locations (Houston, Texas and 

Washington, D.C. area) targeted in the pilot study where a big Axab community is 

present. Thus, it is expected that the participants’ support system in the satisfaction 

with life study was purely American and they were forced to interact with the 

American community due to unavailability of the Arab community. One can argue 

that the people in Faragallah et al. study might behave differently i f  the study was 

conducted in an Arab setting similar to the settings where the pilot study took place. 

In these circumstances, for example, length of stay may not be so highly correlated 

with acculturation processes. In addition, immigrants interaction with the host culture 

might suggest gender relationships differences (Millon et al., 1999) that are typical to 

the Arab culture. In the Faragallah et al. study the investigator targeted married 

fathers in each household, which might result in greater contact o f  these men with 

American culture, as compared to 64.5% women in the pilot study who reported 

being unemployed or a housewife, i.e., women with limited interaction with the 

American culture. Also, recruitment of participants for the pilot study took place 

through the Islamic and Christian centers, community, and circuit o f Jordanian and

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



207

Palestinian friends. Recruitment through these centers, communities, and circuit o f 

friends might indicate that people affiliated with their original community might be 

less acculturated than the individuals that interact with people outside their 

community. Finally, both samples (in Faragallah et al. and pilot study) were small to 

establish stable correlations.

Factor analysis for the pilot study revealed 8 factors. Varimax rotation was 

done. Table 3.13 represents each factor and the items loading with values o f .50 and 

more.

Table 3.13

The Items Loading on Factors with Varimax Rotation (Only Items Loading .5 and

Higher are Reported) —Pilot Study data: Acculturation Scale

Item s C om ponent
1 2 3 4 5 6 7 8

W ant to  adopt US cu lture .816
A dopted  the U S cu lture .850
F am ily  doesn ’t celeb ra te  A rabic holidays .762
Fam ily  celebrate A m erican  holidays .908
Fam ily  celebrate b irthdays .736
D oes no t cook  A rab ic  food .523
Eat ou t .560
W atch  A m erican  T V .760
L isten  to A m erican  radio/broadcasts .744
R ead  A m erican  m agazines and newspapers .773
A ssociate w ith A m erican  friends .809 .869
D o esn ’t associate w ith  A rabic friends
F riends are A m erican .663
L anguage fam ily  p ractice .857
L anguage spoken  w ith  children .758
L et son  have his o w n  w ay .902
Let daughter have  h e r ow n w ay .938
W om en personal freedom .681
A ccep t w om en w ork ing  outside the hom e .789
A ccep t w om en tra ined  to be in the ....a rm y .531
M an head  o f  househo ld .877
M an handles m oney .870
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Considering the small sample size in the pilot, another factor analysis was 

done for the main study and revealed 9 factors. Varimax rotation was used. Table 

3.14 represents each factor and the items loading with values o f .50 and more. 

Comparison of Table 3.13 with Table 3.14 show the similarities and differences 

among the pilot and main study factors.

Table 3.14

The Items Loading on Factors with Varimax Rotation (Only Items Loading .5 and

Higher are Reported)-Main Study Data: Acculturation

Item s Com ponent
1 2 3 4 5 6 7 8 9

W ant to adopt US culture .748
A dopted  the US culture .669
Fam ily  doesn’t celebrate A rabic holidays .799
Fam ily  celebrate A m erican holidays .783
Fam ily  celebrate birthdays .849
D oes no t cook Arabic food .537
E at out .608
W atch A m erican TV .514
L isten  to A m erican radio/broadcasts .778
Read A m erican m agazines/new spapers .591
A ssociate w ith A m erican friends .500
D oesn ’t associate w ith A rabic friends .867
Friends are A m erican .602
Language fam ily practice .887
L anguage spoken w ith children .750
L et son have his ow n w ay .928
Let daughter have her ow n w ay .923
W om en personal freedom .539
A ccept w om en w orking outside hom e .755
A ccept w om en trained to be in ...arm y .640
M an head  o f  household .862
M an handles m oney .851

Barriers

An open-ended question (Appendix 1.13) developed by the investigator was 

used to explore the cultural barriers that might influence women’s participation in 

BCS. Responses were coded according to the recurrent themes by using content
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analysis.

Participation

A 3-item scale developed by Lauver et al. (1999) measures participation 

(Appendix 1.14) in BCS according to age and ACS advice. Adherence is determined 

according to ACS guidelines and scored 1 “compliant” and 0 “noncompliant”. The 

three scores for the triads (BSE, CBE and mammograms) are summed. Women 

younger than 35 years of age were scored on their participation in BSE and CBE, 

based on if women had one CBE, at least, in the last 3 years. Women between 35 and 

39 years of age were scored on their participation in BSE, on whether they had a CBE 

in the last 3 years, and a mammogram in the last 5 years. Women 40 years and older 

were scored on their participation in BSE, and based on whether they had CBE and 

mammogram in the last year. The mean item score, based on the number o f age 

appropriate activities was then computed. Higher scores mean being more adherent.

BSE frequency was assessed by asking “Have you had the chance to do breast 

self exam in the last 12 to 13 weeks, or 3 months?” and “If yes, how many times?”. 

Responses were dichotomized into those who did BSE 3 times or more during the last 

3 months versus those who did not. Responses were coded (1) for those who did it 3 

times or more and (0) for those who did not do it. According to Lauver and 

colleagues (1999) the referent time of 12 to 13 weeks was provided to minimize the 

focus on 3 months and avoid suggesting a socially desirable response o f 3. CBE was 

measured by asking “By any chance, have you had a breast exam by a health care 

provider recently?” and “If yes, when was that?” The date o f the last CBE was

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



210

obtained. Responses were dichotomously scored according to age and ACS 

recommendations. Codes reflect use (1) and non-use (0) in the last 3 years between 

January 1998 and 2001 for women younger than 40 years of age and in the last 13 

months between January 2000 and 2001 for women older than 40 years o f  age. 

Mammogram was assessed by asking “By any chance, have you had a mammogram 

recently?” and “If yes, when was that?” The date o f  the last mammogram was 

obtained. Responses were scored dichotomously according to age and ACS 

recommendations for women 35 years and older only. Codes reflect use (1) and non

use (0) in the last 5 years between January 1996 and 2001 for women 35 to 40 years 

o f age and in the last 13 months between January 2000 and 2001 for women older 

than 40 years o f age.

The term “recently” was confusing to women in the pilot study and its 

meaning could vary from one person to another. Therefore, the three participation 

questions were reworded for the main study purposes. The three questions are open 

ended questions for women to complete and are phrased as follows: (1) How many 

times did you do breast self exam in the last 12 to 13 weeks, or 3 months?, (2) When 

was the last date you had a breast exam by a health care provider?, and (3) When was 

the last date you had a mammogram? An open space was provided for women to 

reflect on these questions.
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Procedure 

Pilot study

Procedures for identifying the pilot samples were described earlier. Upon 

provisional agreement, a meeting for the interview was scheduled. The meeting to 

complete the questionnaire took place at the woman’s convenience at a mutually 

acceptable place and time. An introductory letter (Appendix Eli) was given to the 

participant to read before completing the questionnaire. The introductory letter was 

available in both Arabic and English and was provided to the participant according to 

her language preference. If the woman was not able to read, the investigator read the 

letter to the participant. It was given to the participant to keep. The introductory letter 

introduced the principal investigator, informed the participant about the purpose of 

the study, discussed the potential risks and benefits o f participation, the participant’s 

rights regarding participation, and asked for their participation in the study.

When the woman’s situation did not allow her to meet with the investigator 

and she was willing to complete the questionnaire over the phone, the researcher read 

the introductory letter and the questionnaire to her and filled it out according to the 

woman’s recommendation. The investigator mailed the introductory letter to the 

participant to keep after the phone call.

The questionnaire and the introductory letter were sent to Jordan and were 

translated from English to Arabic and back translated by official translators, the 

questionnaire was completed by the participants according to their language 

preference. If  the woman was able to read or write, the questionnaire was completed

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



212

independently. If the woman was not able to read or write, the investigator read the 

questions to the woman. Detailed instructions on answering questionnaires was 

provided. This was done so that all respondents receive the exact same directions.

In Houston, upon questionnaire completion, incentives o f $10.00, in the form 

of a gift card provided by WAL*MART, were given to the eligible women who 

participated in the study. The investigator mailed the incentives to the women who 

completed the questionnaire over the phone with the researcher along with the 

introductory letter and the educational materials. In Washington, D.C. incentives were 

not provided because the investigator had no funds. The investigator asked the 

woman if  she would like information about BCS. If  the woman desired information, 

educational materials (brochures and literature) about BCS methods as well as BSE 

demonstration and return demonstration were provided, and referral arrangements 

were provided if needed.

At both sites, the investigator provided proper teaching concerning the BCS 

triads, including BSE, CBE, and mammography. Educational materials were provided 

(e.g., brochures and shower cards).

The investigator obtained educational material (shower cards) about BCS to 

be used as a reminder to these women. The shower cards were obtained from the ACS 

and were in English due to the unavailability of teaching materials in Arabic. 

Therefore, the investigator prepared a sheet in Arabic with pictures and the steps of 

BSE in addition to a brief description about CBE and mammograms. This sheet was
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given to the participants in the study. BSE demonstration and return demonstration 

was provided using a breast model.

If  women professed any concern about their breasts, the researcher was 

prepared to make referrals to the women’s primary physician or gynecologist for 

further check up for women who were insured. If  women had no insurance, in 

Washington, DC referral was made to a community clinic. Only one uninsured 

woman asked the investigator for a mammogram referral. The investigator checked 

with the ACS office in Vienna, VA and the appropriate information was provided to 

that woman. The investigator arranged in advance with the ACS Houston office to 

refer women who had no insurance and professed any concern about their breasts to a 

community clinic in Houston, TX. No referral was made in Houston, TX.

A diary was kept to record and document the investigator’s observations and 

the participant’s comments. The information obtained was recorded anonymously. 

Numbers were assigned to the obtained information to link diary notes with the 

questionnaire, but the data gathered is not personally identifiable, because no names 

appeared on these documents. The purpose o f the diary is to help interpret 

quantitative data gathered. The gathered information may be presented at meetings or 

in publications, but only as group data.

Main Study

The institutional review board (IRB) at University o f Rochester identified the 

study as “exempt” because no names were recorded as a cultural courtesy. The 

questionnaire was anonymous. Experience in the pilot study strongly indicated that

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



214

documenting names and signatures was not favorable and would be viewed as a 

problem by the women and would influence their willingness to participate.

Procedures used for the main study parallel those used in the two-phase pilot 

study. Snowballing sampling technique was used to identify the participants. 

Participants were recruited by means o f phone calls made by the investigator. 

Beginning with a list o f  48 names that was prepared by two women in the community 

and contacting personal acquaintances o f the investigator, Jordanian and Palestinian 

women from the community in Washington, D.C. were recruited to participate in the 

study. Initial snowball sampled Jordanian and Palestinian women identified other 

women in Washington, D.C. who those women believed came from the appropriate 

background. A list o f names and phone numbers was obtained. Some women’s first 

and last names were not obtained. As a cultural practice and out of respect to women, 

most women’s names are not revealed. They are referred to by the name o f their 

eldest sons (e.g., mother o f  Nadeem). At the initial contact most women professed 

concern about giving their names or signatures on a consent form. More than one 

time at the initial contact the investigator was questioned if this research was related 

to September 11th 2001 event. Women were reassured that there were no consent 

forms and there was no need for names or signatures on the introductory letter, 

because the study was anonymous. Women were reassured as well that this research 

was related to health and had nothing to do with September 11th event.

Potential participants were contacted by phone, the study was explained, and 

permission for a home visit and verbal informed consent were obtained. Upon
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agreement to participate, an in-home (or another convenient place) interview was 

scheduled, during which an information letter was provided for participants’ records. 

Detailed instructions on answering questionnaires were provided. Detailed 

description and explanation was provided separately in relation to each measure.

Recruiting the Muslim participants was challenging at first. Following 

multiple calls to different individuals the investigator was given the phone number of 

the women’s religious studies leader of the Virginia mosque. The investigator called 

her and explained the study to her; the researcher was able to obtain more phone 

numbers o f other women. The investigator was promised that the Muslim leader 

would alert the women about this ongoing research and encourage the women to 

participate. The leader suggested to the investigator to come to the women’s religion 

class in the mosque and teach all women about BCS. Following this phone 

conversation with the leader, these women were cooperative and worked diligently to 

provide the investigator with names and phone numbers o f other women who might 

be eligible. Christian participants were easier to find because o f the investigator’s 

familiarity with the community. Although the investigator had names and phone 

numbers for more women, after interviewing 130 participants the investigator 

stopped.

While recruiting the participants the investigator had the following incident. 

The investigator contacted one o f the Muslim leaders again to recruit her in to the 

study because, at the initial contact, the woman was busy and could not participate. 

Upon the woman’s request to the investigator to call her again the woman was
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contacted a second time by the investigator. At the second contact the woman asked 

the investigator, “Do you not have enough names?” The investigator answered “not 

yet”. The woman continued, “I am following all your movements. I know where you 

go and who you see. All the women who you met told me that you are interesting, 

nice and they liked you. All o f them agree that you are acceptable and they enjoyed 

talking to you”. The Christian community was very supportive. Women professed 

their encouragement and pride about the investigator’s willingness to start research 

among Arab women. Christian women in the church the investigator attended took 

the project as their own and were concerned about the completion o f the study. Every 

Sunday they asked the investigator how was she doing in regards to data collection; 

did the investigator need more names or help?

The mode o f delivery for the questionnaire employed more than one format, 

including guided interview (68 women, 52%), independent completion of the 

questionnaire in the presence o f the researcher (30 women, 23.1%), and phone 

interviews (32 women, 24.6%). Questionnaires were completed both individually 

with the researcher as well as in a group setting. Completion of the questionnaires 

took place in women’s homes, religious center (Christian), shopping malls, offices, 

and in coffee shops. Group sessions took place in the homes of women who offered 

their houses to the researcher to conduct the interviews. One woman invited 9 other 

women to her house to participate in the study. Concerning use of phone interviews 

and completion of the visual analogue scales in the questionnaire, women were 

instructed to give their responses on a scale from 0 to 10 and fractions were
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acceptable.

Although the timing o f data collection was not the best due to the September 

11th event, data collection plans went smoothly with no complications. One woman (a 

relative o f the investigator) offered the researcher a place to stay and provided the 

investigator with a detailed real estate map booklet to help the investigator in locating 

the participants’ homes. Also, this woman supplied a cellular phone for the 

investigator to use when traveling to the risky areas o f Washington, D.C., far places 

(such as Maryland), or at night. This woman motivated her friend to provide the 

investigator with women’s names prior to the investigator’s arrival.

The two lists o f names (the investigator’s acquaintances names and 48 names 

that were prepared by the women in the community) that were available to the 

investigator were not sufficient. After proceeding with data collection the investigator 

felt that the names represented a certain group o f women in the Jordanian Palestinian 

community. The investigator realized the need for including Jordanian and or 

Palestinian women with diverse background. Therefore, the investigator visited the 

Jordanian embassy and also contacted a friend who volunteers for a Jordanian agency 

to get more names.

Two influential men in the Jordanian embassy, who for confidentiality reasons 

are not identified by their position titles in order not disclose their names, helped the 

investigator to reach other women. One man advertised the study to other men in the 

embassy and the investigator was able to contact their wives, and the other man 

advertised the study to the women in the embassy to encourage participation in the
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study. Another other influential man in the community that volunteers for the 

Jordanian agency handed the investigator a big list o f Jordanian and Palestinian 

families that live in Maryland, Virginia, and the D.C area. Another woman gave the 

investigator a phone book of natives o f one Palestinian city who reside in the US.

The map booklet provided to the investigator was very helpful in general and 

in special situations in particular. The investigator was faced with situations where 

she drove to the provided address and the woman was not available because the 

woman moved between 2 or 3 children’s homes during the week. The investigator 

had to drive to another area to meet the same woman right then. Such confusion 

happened because at the time o f making the appointment the investigator was given 

the address where the woman was staying at that moment not thinking or not knowing 

where was she going to be next. In these cases, the participants’ children provided the 

address to the investigator. In other instances, the investigator was unintentionally 

misled to different addresses simply because the women were not able to give the 

correct spelling of the street or did not know their street address, and a major nearby 

road name was provided to the investigator. These situations happened with Muslim 

women who were older or recently arrived to the US. The cellular phone was helpful 

in these situations as well because in suburban areas public phones were not 

available.

In one situation the cellular phone played a wonderful role because a woman 

agreed to participate in the study but her brother, “her guardian”, apparently did not 

like that for some reason. At the initial contact the brother answered the phone, and
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although both the investigator and the brother were speaking in Arabic, the brother 

denied that there was someone who had that name at his household. The investigator 

suspected error in dialing the number; therefore another call was made. Both the 

woman and her brother picked up the line at the same time, and upon the woman’s 

agreement, to participate an appointment was made. The young woman asked her 

brother to provide the investigator with the street address.

While driving to meet with this woman the street name and the directions 

provided were wrong and the investigator was lost in an unsafe area o f  D.C. The 

investigator called the woman asking for help. The woman directed the investigator to 

her brother who was at work at that time. Talking to the brother on the phone was not 

helpful because again he denied knowing anybody by the woman’s name. The 

investigator called the woman to cancel the visit but this woman wanted to participate 

in the study and asked the investigator to meet her, giving a major landmark that was 

close to her home, which is out o f the DC area. Using the map booklet I was able to 

find the place. When the investigator arrived in the area and with the help o f the 

cellular phone the woman was able to direct the investigator to her home by tracking 

the investigator’s car from her home window. This woman’s father sat next to the 

investigator throughout the whole interview, even during educating the woman about 

BSE. Another man, as well sat with his sister during the interview, who was even 

though she was a middle-aged woman. Lastly, another woman’s husband came home 

from work in the middle o f interview because he knew that the investigator was 

visiting with his wife.
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During the data collection period the investigator had to manage her time and 

plan the data collection carefully. In October the investigator interviewed almost the 

same number o f Christian and Muslim women. The investigator’s familiarity with 

Arab culture helped the investigator to concentrate on collecting data from Muslim 

women only during the first half of November. The investigator knew that according 

to the lunar calendar the month of Ramadan was in the middle o f November, she 

knew that Muslim women would not be available to participate during this time 

because o f fasting and religious and cultural tradition. Also, the investigator took into 

consideration that Christmas season was going to follow Eid Al-fitr in the middle o f 

December and Christian women would not be available to participate, but Muslim 

women would. Finally, the investigator had to consider the school vacation that 

started with the holiday season following Christmas and women’s unavailability 

because they would be busy with their kids. The investigator had to consider the 

cultural practices o f  these women, loyalty to their families, and its relation to the data 

collection process.

Early in the data collection, one incident happened that was attributed to the 

September 11th event. The investigator contacted a woman to set-up an appointment 

for interview. The initial response o f the woman was that she was busy with day care 

and she could not meet with the investigator. The investigator explained that the 

meeting did not have to be during the daytime, that it could be done in the evening. 

Also, the investigator suggested the possibility o f completing the questionnaire over 

the phone. The woman’s response was, “Let us complete it now”. After explaining
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the study the investigator proceeded in completing the questionnaire. Half way 

through the questionnaire the woman stopped the investigator and started apologizing 

and invited the investigator to come and meet her at home. The investigator was very 

surprised and could not figure what was happening. The woman explained that “I did 

not tell you the reality, I do not work. I made that excuse because I was afraid that 

you are coming to investigate the September 11th event”. The investigator felt misled 

and was suspicious about the questionnaire information the woman had provided. She 

asked the woman if  she would like to change any information in the questionnaire. 

The woman indicated that she had been doubtful about the investigator’s visit goal 

and her occupation was the untrue answer.

The researcher was not able to provide incentives for eligible women in the 

main study because the investigator had no funds for that. Although nothing was 

mentioned in the introductory letter regarding monetary incentives, two young 

women asked the investigator about it. The investigator apologized, explaining that 

even though the investigator would like to thank the participants by compensating 

them for their valuable help and time, that the investigator had no funds available for 

that.

Hospitality is an Arab cultural practice and its sign is to honor and respect 

your visitor by feeding them to make them feel welcomed. Most women were very 

generous and prepared a meal or snack for the investigator. Some women gave the 

investigator food to go. Refusing to eat what has been prepared is offensive to Arab 

people. Therefore, the investigator had to eat or take the food even if  she was not
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hungry to avoid offending the participants.

The investigator provided proper teaching concerning the BCS triads, 

including BSE, CBE, and mammography. Table 3.15 specifies the number of women 

who received or rejected teaching. Educational materials were provided (e.g., 

brochures); BSE demonstration and return demonstration was provided using a breast 

model. Shower cards were not provided because they were not available at the ACS 

in Virginia. The investigator arranged in advance with the ACS Virginia office to 

refer women who had no insurance and professed any concern about their breasts to a 

community clinic in Virginia. The researcher was ready to make referral to the 

woman’s primary physician or gynecologist office for further check up for women 

who had insurance.

Table 3.15

Number and Percentage o f  Women Who Received and Did Not Receive Teaching 

Regarding BCS

Characteristics n %

BCS Teaching
Rejected any education 7 5.4
Received materials/literature only 14 10.8
Received materials with review only 4 3.1
Received materials by mail 23 17.7
Complete education 82 63

Even though women in the study, at first, did not express their lack of 

knowledge and their desire to know about BCS, most women were happy to have 

education about BCS, especially how to do BSE. Demonstration on a breast model
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was performed and women were pleased to touch the model and to have an idea how 

abnormal tissues (lumps) feel. Nothing was more satisfactory to the investigator than 

the positive feedback the women provided. Following are some examples o f the 

verbal cues that many women provided at the end o f the interview “Now I got 

enlightened and I know what I have to do”, “I got enlightened, very veiy interesting, I 

enjoyed it very much”, “Now I know. After you listen you leam and you start 

thinking it is important to participate in screening”. Also others said, “Wow, thank 

you for teaching me, I did not know how to do BSE”, “Thanks for the important 

information, now I know its importance [screening]”, and “Great job you are doing, 

thank you for caring about our [Arab] women”.

Data Analysis

As a first step in data analysis instruments’ psychometrics were reevaluated 

and that data have been reported in this chapter.

The demographics and characteristics of the participants are presented by 

descriptive statistics of central tendency and variance (e.g., standard deviation) in the 

following chapter. Also, descriptive statistics for all measures are provided.

Descriptive statistics of central tendency and variance also are provided to 

answer research questions 1 and 2.

Scatter diagrams o f all bivariate relationships of interest were plotted to 

determine linearity and the presence o f outliers. Inspection did not reveal any non

linear relationships or outliers. Missing data were coded for analysis with group 

means imputed if less than 20% of the data for a scale were missing. Participants
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were excluded from the scale results when more than 20% o f data for an entire scale 

was missing.

A bivariate correlation matrix was computed for affect, attitudes, habits, and 

participation to assess evidence o f the strength and direction o f proposed 

relationships.

Individual mediating hypotheses (HI through H9) were tested when 

assumptions were met by using the method proposed by Baron and Kenny (1986). 

Path analysis was proposed to test hypothesis H10, but H10 was unable to be tested 

because appropriate conditions for testing mediation were not met.

Descriptive, qualitative, content analysis was used to analyze information on 

barriers to BCS and recurrent categories of barriers related to Jordanian and 

Palestinian women’s participation in BCS were identified and reported to answer 

research question # 3.
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CHAPTER 4: RESULTS 

Results o f data analysis are presented in this chapter. Sample description is 

presented first, followed by analyses that address study questions (land  2) and 

hypotheses. Finally, descriptive, qualitative, content analysis is presented to address 

study question # 3. An alpha level o f .05 was used for significance testing.

Sample Description 

The main study was conducted from September 30th’ 2001 to January 20th’ 

2002 with 130 volunteer Jordanian and Palestinian immigrant participants living in 

the Washington D.C. metropolitan area. Questionnaires were completed in either 

Arabic or English according to the woman’s preference. Eighty-eight women (67.7%) 

chose to complete the questionnaire in Arabic and 42 (32.3%) completed it in 

English.

A total o f 153 Jordanian and Palestinian women were contacted. One hundred 

and thirty women were eligible and retained in the study. A total o f  18 women 

(11.8%) were ineligible (Table 4.1). All ineligible women except the woman who 

holds another Arab nationality identified themselves as Jordanian and/or Palestinian. 

Most of the ineligible women (n=8) were originally from Jordan and/or Palestine but 

had lived part or all of the first 18 years of their lives in another Arab country: See 

table 4.1 for the reasons for other exclusions.

The eligibility requirement related to age of women was relaxed with ERB 

approval to include women who were younger than 18 when they immigrated to the 

US, but immigrated because o f marriage and never attended high school or worked in
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the US during the few years following their immigration. These women were not 

really exposed to US culture prior to the age of 18 years. Only six women were 

included under this criterion.

Table 4.1

Eligible and Ineligible Participants

Eligible Participants n=130 n Ineligible Participants n=18 n

Jordanian 56 Lived part or all o f  first 18 years of 8
their lives in another Arab country.

Palestinian 74 Lived part or all o f first 18 years of 4
their lives in the US.
US bom. 4
Another Arab nationality. 1
Investigator excluded her from the 1
study; believed to have mental illness.

The refusal rate was 3.1% (1 woman’s husband forbid her from participating, 

2 women were not interested because they did not like to talk about the topic breast 

cancer, and 1 woman’s husband would not let the investigator even talk to the woman 

to ask her permission to participate in the study. He excluded her from participating 

in the study saying “she was illiterate”. One woman withdrew after completing half 

the questionnaire telling the investigator “all your questions relate to cancer and I do 

not like it [cancer] or to talk about it, I get scared from it [cancer]”.

Descriptive statistics for the participants are provided in Table 4.2. 

Participants ranged in age from 20 to 80 years old with a mean age of 46.8 years (SD 

= 14.02). Fifty-six women were o f Jordanian (43.1%) and 74 (56.9%) were of 

Palestinian origin (see Table 4.1). O f the Jordanian women, 8 were bom in other 

countries and lived in that country for a few months after birth but returned and grew
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up in Jordan. One was bom in Lebanon, 2 in Kuwait, 1 in Saudi Arabia, 3 in the 

United States, and 1 in Canada.

Table 4.2

Descriptive Statistics fo r  the Participants (130) in the Main Study

Characteristics n %

Age / year
20-29 13 10
30-39 35 26.9
40-49 26 20
50-59 32 24.6
60-69 16 12.3
70-79 6 4.7
80 < 2 1.5

Education
Illiterate 2 1.5
6th grade and less 12 9.2
7th to 9th grade 7 5.4
10th to 11th grade 10 7.7
completed high school 30 23.1
some undergraduate 39 30
completed undergraduate 24 18.5
some graduate work 5 3.8
completed graduate school 1 .8

Occupation
Housewife 68 52.3
Student 2 1.5
Secretary/technician/daycare 11 8.5
Beautician/sales/food service 13 10
Accounting/Admini stration 14 10.8
Dental cleaning/teaching 11 8.5
Real estate/self employed 4 3.1
Registered nurse/Pharmacy 4 3.1
Physician/Lawyer 2 1.5
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Table 4.2 (continued)

Characteristics n %

Christian 62 47.7
Muslims 68 52.3

Income
Do not know 19 14.6
Less than $14,999 8 6.2
$ 15,000-524,000 19 14.6
$25,000-534,000 20 15.4
$35,000-549,000 23 17.7
$50,000-574,000 24 18.5
$75,000-599,000 10 7.7
$100,000-5149,000 5 3.8
$150,000 and more 2 1.5

Family history o f breast cancer represents 
data for 28 (21.5%) participants

Mother 2 7.1
Sister 7 25
Maternal Aunt 5 17.9
Paternal Aunt 4 14.3
Maternal female Cousin 1 3.6
Paternal female Cousin 10 35.7
Brother 1 3.6

(1 woman had 4 relatives, 1 had 3 relatives, 
2 had 2 relatives, and the 24 other women 
had 1 relative with breast cancer)

Most participants were educated. Education ranged from illiteracy, meaning 

no formal education, to graduate school completion. Few women had some or 

complete graduate school education, but almost 50% had at least some undergraduate 

education. Almost 25% completed high school, and almost 25% had less than a 

complete high school education (see Table 4.2).

More than two thirds o f the women were married. Number o f living children
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ranged from 0 to 11 with a mean o f 3.2 children (SD = 2.15). Sixteen (12.3%) 

married and 6 (4.6%) single or never married women had no children, and 1 (0.8%) 

did not answer the question. Fifty-two women (40%) had 3 to 4 children, 26 (20%) 

had 1 to 2 children, 23 (17.7%) had 5 to 6 children, and 4 (3.1%) had 9 to l 1 children. 

In response to number of living children a total o f 6 women indicated that they were 

pregnant. Of these women, 2 (1.5%) women indicated their first pregnancy and 4 

other women indicated their multipara pregnancy.

Nationalities o f husbands o f the 124 married women were as follows: 71 

(54.6%) were Palestinians and 37 (28.5%) were Jordanians; 1 (0.8%) o f each were 

Lebanese, Egyptian, Native American, and Filipino origins; and 2 (3.1%) o f  each 

were Syrian, second generation Palestinian, and American origin. Sixty-five (50%) of 

the women were housewives, 60 (46.2%) were employed, and 5 (3.8%) were retired. 

Roughly half of the women were Christian and half Muslim.

Income ranged from less than $15,000 to more than $150,000. Slightly over 

5% (5.3%) had an income more than $ 100,000, slightly over one fourth (26.2%) of 

the women had more than $50,000 but less than $100,000, slightly over half (53.9%) 

had less than $50,000, and 14.6% did not know what their income was. Twenty-six 

(20%) women had no health insurance and 104 (80%) were insured. O f all the 

participants, 28 (21.5%) women reported having a family history of breast cancer (see 

Table 4.2). Most o f these women had one relative with breast cancer; however, 2 had 

2 relatives, 1 had 3 relatives, and 1 had 4 different relatives.
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Measures: Descriptive Data 

The descriptive statistics for all the measures are summarized in Table 4.3. 

Affect data were obtained for all participants. Negative affect scores 

associated with BSE was available for 126 participants. Four participants could not 

respond to affect questions particular to having done BSE even hypothetically. The 

group mean was imputed to replace these missing data for these women.

Women scored very low on negative emotions toward BSE. The mean and 

standard deviation for BSE was 0.59 (SD = 0.72). Negative emotions scores 

associated with CBE was available for all 130 participants. Mean and standard 

deviation for CBE was 1.01 (SD = 0.95). Women’s negative emotions toward CBE 

were low as well. Frequency of negative emotions scores associated with 

mammogram was available for 129 participants. One participant could not respond to 

the mammogram affect subscale even hypothetically. The group mean was imputed to 

replace her missing data. Mean and standard deviation for negative emotions related 

to mammogram were 1.28 (SD = 1.04). Women scored low on negative emotions 

toward mammograms. Comparing the 3 affect scores women scored the lowest on 

negative emotions toward BSE, and were most negative about mammograms. The 

mean and standard deviation for total fear score for this sample o f 130 participants 

was 8.06 (SD = 2.48). The sample scored high on fear toward breast cancer 

occurrence and the need to treat it.
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Table 4.3

Means and Standard Deviations fo r  all the Measures

Measures M SD Potential
range

Actual
range

Affect
BSE 0.59 0.72 0-4 0-3.09
CBE 1.01 0.95 0-4 0-3.55
Mammogram 1.28 1.04 0-4 0-4

Fear 8.06 2.48 0-10 0-10

Attitudes
Utility (11-item) 
Personal Norms

3.9 0.43 0-4 0-2.09

Beliefs 0.47 0.79 0-4 0-4
Conformity to Society 1.87 0.37 1-3 1-2

Habits
General health habits (4-items) 0.56 0.32 0-1 0-1
BCS health habits (3-items) 0.54 0.31 0-1 0-1

Enabling Factors 0.43 0.62 0-4 0-2.73

Social Influences
Original data 2.30 0.84 0-4 0-4
NA not imputed 3.11 0.81 1-4 1-3

Social Norms (3-items 2,3,4) 4.03 2.31 0-10 0-10

Acculturation (standardized 
score)

.00 0.42 0-4 0-1.98

Knowledge 0.59 0.16 0-1 0-0.85

Participation 0.51 0.35 0-1 0-1
BSE 0.28 0.45 0-1 0-1
CBE 0.65 0.48 0-1 0-1
Mammogram 0.49 0.50 0-1 0-1
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Total utility (11-item scale) mean and standard deviations for all the 

participants were 3.9 (SD = 0.43). Women scored high on their beliefs about the 

importance o f BCS. Personal norms data were obtained for all participants. Mean and 

standard deviation for women’s own beliefs regarding breast symptoms (3 items) was 

low, 0.47 (SD = 0.79). Frequency o f  conformity to Arab (Jordanian and Palestinian) 

society scores were available for all 130 participants. The mean score for women was 

in the intermediate range on the conformity to society scale. Mean and standard 

deviation o f the conformity to society scores (4 items excluding physician gender) 

were 1.87 (SD = 0.37).

Frequency of general health habits and BCS habits scales data were available 

for all 130 participants. Total mean score for general health habits was 0.56 (SD = 

0.32). Women had intermediate general health habits scores. The mean and standard 

deviation for total BCS habits score were 0.54 (SD = 0.31). Enabling factors data 

were obtained for all participants. Mean and standard deviation for enabling factors 

were 0.43 (SD = 0.62). Women’s mean scores of enabling factors were in the low 

range o f the scale.

Social influences scores were available for all participants (130). Mean and 

standard deviation for social influences were 2.30 (SD = 0.84). Social influences 

scores were available for 129 o f the participants after recoding of “not applicable” to 

“missing data” -9. The individual mean was imputed to replace missing data. The 

mean and standard deviation for recoded Social influences score were 3.11 (SD =
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0.81). Women scored intermediate on social influences; their scores increased after 

recoding “not applicable” as missing data.

Social norms (average o f 6 items) mean and standard deviations for all the 

participants were 3.51 (SD = 1.66). Social norms data were obtained for all 

participants. Mean and standard deviation for social norms (average of items 1,2,4) 

were 5.09 (SD = 2.72) and for (average o f items 2,3,4) were 4.03 (SD = 2.31). 

Women scored low on social norms, but their scores increased to medium after 

excluding some items as described in chapter 3.

The mean and standard deviation for standardized total acculturation score for 

this sample of 130 participants were .00 (SD = 0.42). Acculturation scores are sums 

created from standardized items scores. The mean and standard deviation for the 

knowledge scale for the 130 participants were 0.59 (SD = 0.16). Women’s 

acculturation scores were intermediate.

The mean and standard deviation for the total participation score for this 

sample o f 130 participants were 0.51 (SD = 0.35). Individual scores for the 3 

participation components (BSE, CBE, and mammogram) were obtained. Mean and 

standard deviation for the 3 participation components (BSE, CBE, and mammogram) 

were 0.28 (SD = 0.45), 0.65 (SD = 0.48), and 0.49 (SD = 0.50). Because 

mammogram is not recommended for asymptomatic women younger than 35 years, 

these women were excluded from the analysis for participating in mammogram. In 

this sample, 106 (81.5%) women were 35 years and older and the remaining 24
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(18.5%) women were younger. Of the 106 women, 52 (49.1%) were compliant and 

51 (50.9%) were not compliant.

Analysis o f BSE and CBE data included 130 women. BSE compliance was 

low; only 36 (27.7%) women were participating in BSE and 94 (72.3%) were not 

compliant. O f the compliant women 16 women did it monthly and 21 women did it 

more than once a month. More women were compliant to CBE; 84 (64.6%) were 

participating in CBE and 46 (35.4%) were not compliant. The above data suggest that 

the overall participation score was intermediate among this group o f women. 

Comparing the 3 components o f participation reveal differences in women scores. 

Women were most compliant with CBE and least with BSE. Women’s qualitative 

comments suggested that compliance to CBE was not a matter of their choice, rather 

it was a matter of CBE being done as a part o f annual physical exam or gynecological 

exam.
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Table 4.4

Correlations Among Variables Represented in the Hypotheses

Variable 3 4 5 6 7 8 9 10

Affect
Negative emotions (for triad) .36** -.02 -.11 .01 -.17* -.11 .20* .10 -.25**

Fear .18* -.27** -.24** .03 .16 .04 .19* .14
Attitudes

Utility (1 1-item) -.20* -.40** .33** .37** -.10 .19* .25**
Personal Norms

Conformity to Society .18* -.21* -.11 .04 -.36** -.12

Fatalistic beliefs) -.06 -.23** .14 -.19* -.14

General Health Habits (4-item) .31** -.09 .30** .56**

Social Influences .01 .18* .29**

Social Norms -.24* -.03

Acculturation .12
Participation in BCS
(for triad)

Note. *2 < -05, **2 < -01 > ***£ < Triad includes (BSE, CBE, and Mammogram)
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Testing of Hypotheses

The correlation matrix in Table 4.4 represents the correlations among all the 

variables represented in the following hypotheses. A complete correlation table o f all 

variables represented in the study can be found in Appendix VI.

All of the hypotheses are mediating hypotheses; therefore, all the hypotheses 

were tested using Baron and Kenny’s (1986) method of testing mediation, which is 

described below. To establish mediation the following four conditions must be met:

1) the independent variable (IV) must be a significant predictor of the mediator; 2) the 

mediator must be a significant predictor o f the DV; 3) the IV must be a significant 

predictor of the dependent variable (DV); and 4) the direct relationship between the 

IV and DV must no longer be significant when controlling for the mediator (Baron & 

Kenny, 1986).

For testing mediation effects 3 sets o f regressions were used when 

appropriate. First, the mediator was regressed on the IV; second, the DV was 

regressed on the IV, and third, the DV was regressed on both the IV and the mediator 

(Baron and Kenny, 1986; Bennett, 2000). The analysis of mediation is based on a 

sample o f 130 women who completed the study.

Note. Figures 4.1-4.9, 4.11-4.15, and 4.17 represent correlations among the 

variables involved in hypotheses la-9. Significant bivariate correlations are presented 

by a solid line; non-significant relationships are presented by dotted line.
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Hypothesis la

Emotions

Social norms Participation

Figure 4.1. Emotions mediate the relationship between social norms and participation

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social norms), the mediator (emotions), and the DV (participation in 

BCS). This mediating hypothesis could not be tested. There was a positive 

relationship between social norms (higher dependency on the group in decision 

making) and emotions (greater negative feelings). There was an inverse relationship 

between emotions and participation in BCS (higher negative feelings were associated 

with less participation in BCS). However, there was no statistically significant 

relationship between social norms and participation in BCS.

Thus, Hypothesis 1 a was not supported.

Hypothesis lb

Figure 4.2. Fear mediates the relationship between social norms and participation in

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social norms), the mediator (fear), and the DV (participation in BCS).

in BCS.

Fear

4 '

Social norms Participation

BCS.
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This mediating hypothesis could not be tested because the first three conditions (a, b, 

and c) were not met. There were no statistically significant relationships among social 

norms, fear, and participation in BCS.

Thus, Hypothesis 1 b was not supported.

Hypothesis 2a

Emotions

Social i n f l u e n t  -«---------------------------------------------------------------► Participation

Figure 4.3. Emotions mediate the relationship between social influences and 

participation in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social influences), the mediator (emotions), and the DV (participation in 

BCS). This mediating hypothesis could not be tested because there was no 

statistically significant relationship between social influences and emotions. There 

was an inverse relationship between emotions and participation in BCS (higher 

negative feelings were associated with less participation in BCS). There was a 

positive relationship between social influences and participation in BCS (more 

encouragement from people important to the woman (relatives and friends) was 

associated with higher participation in BCS).

Thus, Hypothesis 2a was not supported.
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Hypothesis 2b

F e a r

4 r ' " '

Social influences <---------------------------------------------------------- ► Participation

Figure 4.4. Fear mediates the relationship between social influences and participation 

in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social influences), the mediator (fear), and the DV (participation in BCS). 

This mediating hypothesis could not be tested because the first and second conditions 

were not met. There was no statistically significant relationship between social 

influences and fear of discovering a lump in the breast, and between fear and 

participation in BCS. There was a positive relationship between social influences and 

participation in BCS (more encouragement from people important to the woman 

(relatives and friends) was associated with higher participation in BCS).

Thus, Hypothesis 2b was not supported.

Hypothesis 3 a

w Emotions

Acculturation ^ ---------------------------------------------------------- p. Participation

Figure 4.5. Emotions mediate the relationship between acculturation and participation 

in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (acculturation), the mediator (emotions), and the DV (participation in
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BCS). This mediating hypothesis could not be tested because the first and the third 

conditions were not met. There was no statistically significant relationship between 

acculturation (adaptation of immigrants to the US culture) and negative feelings, and 

between acculturation and participation in BCS. There was an inverse relationship 

between emotions and participation in BCS (higher negative feelings were associated 

with less participation in BCS).

Thus, Hypothesis 3a was not supported.

Hypothesis 3b

Acculturation ^ ______________________________________ ^  Participation

Figure 4.6. Fear mediates the relationship between acculturation and participation in 

BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (acculturation), the mediator (fear), and the DV (participation in BCS).

This mediating hypothesis could not be tested because the second and third conditions 

were not met. There was no statistically significant relationship between fear and 

participation in BCS, and between acculturation (adaptation of immigrants to the US 

culture) and participation. There was a positive relationship between acculturation 

and fear from finding a breast lump (more acculturated women tended to fear finding 

a lump more).

Thus, Hypothesis 3b was not supported.
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Hypothesis 4a

Utility

Social norms Participation

Figure 4 .7. Utility mediates the relationship between social norms and participation

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social norms), the mediator (utility), and the DV (participation in BCS). 

This mediating hypothesis could not be tested because the first and third conditions 

were not met. There was no statistically significant relationship between social norms 

and utility and between social norms and participation in BCS. There was a positive 

relationship between utility and participation in BCS (higher beliefs in the importance 

of BCS lead to higher participation in BCS).

Thus, Hypothesis 4a was not supported.

Hypothesis 4b

Figure 4.8. Personal norms (fatalistic beliefs and conformity to society) mediate the 

relationship between social norms and participation in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social norms), the mediator (personal norms: fatalistic beliefs and 

conformity to society), and the DV (participation in BCS). This mediating hypothesis

in BCS.

Personal
norms

Social norms Participation
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could not be tested because none o f  the three conditions were met. There were no 

statistically significant relationships among social norms, personal norms (fatalistic 

beliefs or conformity to society), and participation in BCS.

Thus, Hypothesis 4b was not supported.

Hypothesis 5a

Social influences ^ P a r t i c i p a t i o n

Figure 4.9. Utility mediates the relationship between social influences and 

participation in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social influences), the mediator (utility), and the DV (participation in 

BCS). This mediating hypothesis was testable because the first three conditions were 

met. There was a positive relationship between social influences and utility (more 

encouragement from relatives and friends is associated with greater beliefs in the 

importance of BCS). There was a positive relationship between utility and 

participation in BCS (greater beliefs in the importance o f BCS lead to higher 

participation in BCS). There was a positive relationship between social influences and 

participation in BCS (more encouragement from people important to the woman -- 

relatives and friends— was associated with higher participation in BCS).

The following three regressions were performed to test for the last condition. 

The first equation regressed utility on social influences. Results revealed that utility 

accounted for 14% o f the variance in social influences (n = 130; F (20,17) = .37, p  =
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.001). Next, participation was regressed on social influences. Results revealed that 

social influences accounted for 7% o f the variance in participation (n = 130; F (11,90) 

= .29, p < .01). Finally, participation in BCS was regressed on social influences and 

utility. Adding the mediator (utility) to the model did not increase the variance 

accounted for and social influences remained statistically significant, and the 

proposed mediator (utility) was not statistically significant. Therefore, the data are not 

consistent with a mediating relationship. The data are consistent with a direct 

relationship between social influences and participation.

Thus, Hypothesis 5a was not supported.

Table 4.5

Summary o f  Hierarchical Regression Analysis to Test Whether Social Influences

Relationship with Participation in BCS is Mediated by Utility

Dependent Independent 
Variable Variables R

Change in 
FT

FofR*
Change Beta P

Regression
Participation in BCS

Stepl .29 .08 .08 11.90 . 0 0 1
Social influences 2 9 * * * . 0 0 1

Step2 .33 . 11 . 0 2 2.92 .09
Social influences 24** . 01
Utility .16 .09

Note. *p < .05, * * 2  < -01, ***p < .001.
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d .24** ParticipationSocial Influences
in BCS

Utility

Note. *p<.05, **p<.01, ***g<.001

Figure 4.10. The non-reduced mediating model — path diagram.

Hypothesis 5b
Personal
Norms

Social influences ^ Participation

Figure 4.11. Personal norms (fatalistic beliefs and conformity to society) mediate the 

relationship between social influences and participation in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social influences), the mediator (personal norms: fatalistic beliefs and 

conformity to society), and the DV (participation in BCS). This mediating hypothesis 

could not be tested because the second condition was not met. There was a negative 

relationship between social influences and personal norms (fatalistic beliefs - more 

encouragement is associated with less fatalistic beliefs women would have regarding 

breast cancer symptoms). There was no relationship between social influences and 

personal norms (conformity to society). There was a positive relationship between 

social influences and participation in BCS (more encouragement from people 

important to the woman —relatives and friends— was associated with higher 

participation in BCS). There was no statistically significant relationship between 

personal norms (fatalistic beliefs or conformity to society) and participation in BCS.
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Thus, Hypothesis 5b was not supported.

Hypothesis 6a

Utility

Acculturation Participation

Figure 4.12. Utility mediates the relationship between acculturation and participation

in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (acculturation), the mediator (utility), and the DV (participation in BCS). 

This mediating hypothesis could not be tested because the third condition was not 

met. There was a positive relationship between acculturation and utility (more 

acculturated women tend to believe more in the importance o f BCS). There was a 

positive relationship between utility and participation in BCS (higher beliefs in the 

importance of BCS lead to higher participation in BCS). There was no statistically 

significant relationship between acculturation (adaptation o f immigrants to the US 

culture) and participation in BCS.

Thus, Hypothesis 6 a was not supported.

Hypothesis 6 b

Figure 4.13. Personal norms (fatalistic beliefs and conformity to society) mediate the 

relationship between acculturation and participation in BCS.

Personal
Norms

Acculturation + Participation
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Testing this hypothesis was dependent on statistically significant correlations 

among IV (acculturation), the mediator (personal norms: fatalistic beliefs and 

conformity to society), and the DV (participation in BCS). This mediating hypothesis 

could not be tested because the second and third conditions were not met. There was a 

significant relationship between acculturation and personal norms (fatalistic beliefs - 

more acculturated women had less fatalistic beliefs regarding breast cancer symptoms 

; conformity to society — more acculturated women had less agreement with the social 

norms o f Jordanian and Palestinian culture). There was no statistically significant 

relationship between personal norms (fatalistic beliefs or conformity to society) and 

participation in BCS. There was no statistically significant relationship between 

acculturation and participation in BCS.

Thus, Hypothesis 6 b was not supported.

Hypothesis 7

Habits

- A ' " '

Social norms ^ ______________________________________ Participation

Figure 4.14. Habits mediate the relationship between social norms and participation 

in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social norms), the mediator (habits), and the DV (participation in BCS). 

This mediating hypothesis could not be tested because the first and third conditions 

were not met. There were no statistically significant relationships between social 

norms and general health habits or between social norms and participation in BCS.
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There was a positive relationship between health habits and participation in BCS 

(women who score higher on general health habits tend to participate more in BCS).

Thus, Hypothesis 7 was not supported.

Hypothesis 8

Habits

Social influences ^ ___________________________________p. Participation

Figure 4.15. Habits mediate the relationship between social influences and 

participation in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (social influences), the mediator (habits), and the DV (participation in 

BCS). This mediating hypothesis was testable because the first 3 conditions were met. 

There was a positive relationship between social influences and habits (higher 

encouragement scores were associated with higher general health habits scores).

There was a positive relationship between health habits and participation in BCS 

(women who score higher on general health habits tend to participate more in BCS). 

There was a positive relationship between social influences and participation in BCS 

(more encouragement from people important to the woman —relatives and friends— 

was associated with higher participation in BCS).

The following three regressions were performed to test for the last condition 

(see table 4.6). The first equation regressed general health habits on social influences. 

Results revealed that general health habits accounted for 9% o f the variance in social 

influences (F (1,128) = 13.38, p < .001). Next, participation was regressed on social
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influences. Results revealed that social influences accounted for 10% of the variance 

in participation (F (1,127) = 11.90, p  < .01). Finally, the third equation regressed 

participation in BCS on social influences and general health habits. Adding the 

mediator (general health habits) to the model did increase the variance accounted for 

and social influences was no longer statistically significant, and the proposed 

mediator (general health habits) was statistically significant. Both conditions for a 

mediating effect were met: (a) the hypothesized mediator, general health habits, 

explained 30% of the variance in participation (F (1,128) = 57.30, p  = .000); and (b) 

the regression coefficient for the effect of social influences on participation was no 

longer statistically significant (see Table 4.6). These results are shown graphically in 

figure 4.16 and are consistent with a mediating relationship.

Thus, Hypothesis 8  was supported.

.1 3  p = . 0 9 Participation in BCSSocial influences

Habits

Note. *p<.05, **p<.01, ***p<.001 

Figure 4.16. The reduced mediating model — path diagram
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Table 4.6

Summary o f  Hierarchical Regression Analysis to Test Whether Social Influences 

Relationship with Participation in BCS is Mediated by Health Habits

Dependent Independent 
Variable Variables R RI

C hange in

Be
FofRf
Change Beta P

Regression 
Participation in BCS

Stepl
Social influences

.29 .09 .09 11.90
.29***

. 0 0 1

. 0 0 1
Step2

Social influences 
Health habits

.57 .33 .25 46.56
.13
.52***

< . 0 0 1
.09

< . 0 0 1

Note. *p < .05, **g< .01, ***g< .001. 

Hypothesis 9

Habits

Acculturation <---------------------------------------------------------- ► Participation

Figure 4.17. Habits mediate the relationship between acculturation and participation 

in BCS.

Testing this hypothesis was dependent on statistically significant correlations 

among IV (acculturation), the mediator (habits), and the DV (participation in BCS). 

This mediating hypothesis could not be tested because the third condition was not 

met. There was a positive relationship between acculturation and general health habits 

(more acculturated women scored higher on health habits). There was a positive 

relationship between health habits and participation in BCS (women who score higher 

on general health habits tend to participate more in BCS). There was no relationship 

between acculturation and participation in BCS.
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Thus, Hypothesis 9 was not supported.

Hypothesis 10

The psychological variables (affect, attitudes, and habits) mediate the 

relationship between sociocultural factors (social norms, social influences, and 

acculturation) and participation in BCS among Jordanian and Palestinian immigrant 

women.

Figure 4.18. The proposed mediating model.

Exogenous V ariab les Endogenous variables O utcom e variable

(Sociocultural factors) (Psychological variables)

Affect 
Affect & fearSocial norms

Attitudes 
(Utility & 

Personal norms)
Participation in BCSSocial influences

HabitsAcculturation

The test o f this comprehensive mediating model required (1) statistically 

significant correlations between the proposed I Vs (sociocultural factors) and 

mediators (psychological variables), (2 ) statistically significant correlations between 

the IVs (sociocultural factors) and DV (participation in BCS), and (3) statistically 

significant correlations between the mediators (psychological variables) and the DV 

(participation in BCS). Inspection of the correlation matrix for study variables (see 

correlation matrix Table 4.4) revealed that, o f the proposed IVs, only social 

influences was correlated with the DV, participation in BCS. Moreover, the
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relationship between social influences and participation was not mediated by utility, 

although the relationship was mediated by habits. Therefore, the test o f the overall 

mediating model through path analysis could not be pursued. A summary of the 

relationships that were supported in the mediating model is presented in Figure 4.19. 

Figure 4.19. Relationships supported for the original mediating model.

Exogenous V ariables Endogenous variables O utcom e variable

(Sociocultural factors) (Psychological variab les)

Emotions

Social
influences

Participation in 
BCS

U tility

Additional Analysis 

The main purpose o f the study was to examine the importance o f cultural 

factors in BCS. The exogenous variables were measures of the cultural influences on 

BCS. The relationship of these cultural variables to participation in BCS was not 

supported in the mediating model. There also were few direct relationships between 

the cultural factors and participation. Cultural factors were related with each other 

and related to many o f the psychological variables.

Additional findings of cultural factors were: (a) social norms were associated 

with acculturation negatively and with negative emotions positively; (b) social 

influences were associated with acculturation positively, with attitudes including
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utility positively and personal norms (fatalistic beliefs) negatively, and with habits 

positively, (c) acculturation was associated with fear positively, with attitudes 

including utility positively, and personal norms (fatalistic beliefs and conformity to 

society) negatively, and habits positively. These relationships are depicted in figure 

4.20. They suggest that, although cultural factors relationships to participation in BCS 

were not mediated by psychological factors, there are important relationships with 

those psychological factors.

Figure 4.20. Additional Findings: Cultural Factors.

Exogenous V ariables Endogenous variab les

(Sociocultural factors) (Psychological variab les)

(Emotion)^~^)) 

A ffect (F ear)

Social norms A ffect

A ttitudes 
(U tility  &  

fatalistic beliefs)
Social influences

A ttitudes 
(U tility &  C onform ity  

to  socie ty )

A cculturation H abits

Research Questions

Research Question 1

What is the knowledge o f  Jordanian and Palestinian immigrant women about 

breast cancer and BCS?
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Knowledge scores were available for all participants (130). Total mean scores 

and standard deviation for recoded knowledge scores were .59 (SD = 0.16). Possible 

range o f scores was 0-1. Women had medium knowledge. Most women were unclear 

and changed their answers often. It seemed as though these women speculated on the 

answers and reported what they thought was supposed to happen based on their 

common sense. It appeared that women’s knowledge did not depend on appropriate 

teaching by professionals or written materials. Most women thought they should have 

brochures in Arabic language to help them understand what is appropriate for them to 

do.

Chatting with the participants revealed that many women attended to 

mammograms and CBE because their physicians said so. Many women commented 

on the handout that was handed to them as part of the teaching after the questionnaire 

completion that “it is helpful”. Reviewing the handout content with the participants 

revealed that most women did not know the correct BSE procedure. A recent arrival 

reported “this is very helpful, now I know how to do B SE.. .1 went for a 

gynecological exam and the physician told me to watch how she does the exam on me 

and said ‘do it [BSE] as I do it’. I did not understand what it entails. I thought you just 

touch your breast lightly and it is over. The physician did not explain that it has to be 

done in circular motion, I have to cover the whole area including under my armpit, or 

to apply some pressure”.

Categorizing the knowledge items into five categories (meaning, nature, risk 

factors, sign and symptoms, and early detection measures) revealed the gaps in
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women’s knowledge. Women’s knowledge consisted mainly of the nature o f breast 

cancer followed by the meaning o f breast cancer. They had less knowledge about 

early detection measures, followed by signs and symptoms. The least knowledge 

women had was regarding risk factors. Women’s knowledge about what early 

detection entails for younger women, such as items regarding BSE and 

mammograms, was weak. The investigator noticed that these women did not see 

themselves as not having sufficient knowledge, but they commented that other 

women lack knowledge about BCS.

Importantly, knowledge was correlated with many of the other variables in the 

study as shown in table 4.7. Knowledge correlated with cultural factors(social 

influences and acculturation); positively with the psychological factors fear and 

utility, and negatively with personal norms(fatalistic beliefs and conformity to 

society); positively with general health habits, and positively with the composite 

measure o f participation in BCS as well as with 2 of the 3 BCS behaviors (CBE and 

mammogram). It correlated negatively with enabling factors, meaning greater 

knowledge was associated with fewer situational barriers to BCS. Table 4.7 show the 

correlation of knowledge all the study variables.
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Table 4.7

Correlations Between Knowledge, Sociocultural Factors, Psychological Variables,

Enabling Factors, and Participation

Variable Knowledge

Affect
Negative emotions(triads) . 0 0

Fear .29**
Attitudes

Utility ( 1 1-item) .35**
Personal Norms

Conformity to Society -.31**

Fatalistic beliefs -.2 2 *

General Health Habits (4-item) .30**

Social Influences 42**

Social Norms -.16

Acculturation 3 4 **
Participation in:

BSE .15

CBE .27**

Mammogram .28**
Participation (triads) 3  j **

Enabling Factors -.23**

Knowledge

Note. *p < .05, **g < .01, ***g < .001. Triad includes (BSE, CBE, and 
Mammogram)
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Research Question 2

What enabling factors do Jordanian and Palestinian immigrant women report 

that influence their participation in BCS?

Enabling scores were available for all participants (130). Total mean scores 

and standard deviation for enabling factors scores were .43 (SD = 0.62). Women 

scored low on enabling factors’ items. Low scores indicate that “practical factors in 

the medical care system” (Lauver et al., 1999) were available to these women. Most 

women marked “not at all” for items relating to cost or insurance and indicated that 

these items were not applicable because they reported having health insurance. Only 

26 (20%) women reported having no insurance. Table 4.8 ranks the enabling factors 

scale (Lauver et al.) items from most to least important according to each item’s 

mean.
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Table 4.8

Means, Standard Deviations, and Range fo r  All the (Sample 130) Women Including 

the Women that Answered “Not at a ll"

Items
Item
mean

Item
SD

Potential
Range

# o f  women 
answered NA

Insurance does not cover BCS tests. 1.04 1.65 0-4 90

High cost of test. .75 1.42 0-4 96

Long wait at the time of appointment. .57 1 .11 0-4 96

Long time between making an .48 1 . 0 0 0-4 98
appointment and actual appointment. 
Clinic is not open during the time I can .39 1 .01 0-4 107
get there.
Long time to travel to clinic. .33 .92 0-4 1 1 1

Clinic is far away. .29 .81 0-4 1 1 0

Complicated insurance. .28 .89 0-4 116

High cost of transportation. .24 .69 0-4 113

Lack of transportation to clinic. .19 .65 0-4 117

Delay before insurance pay expenses. . 1 1 .55 0-4 124

N ote. N A : “Not at all” . N um ber o f  w om en  w ho responded “not at all” for each item  is included. 

Research Question 3

What barriers do Jordanian and Palestinian immigrant women report 

regarding their participation in BCS?

Qualitative content analysis was used to analyze this open-ended question 

using major categories that emerged from the data (Sandelowski, 2000). A summary 

of data by major categories reflects the barriers themes reported by the participants.
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One hundred and seven women (82.3%) women offered different barriers and 

23 (17.7%) women did not have much to elaborate on barriers. O f the 23 women, 12 

(9.2%) left the space on the questionnaire blank; 3 women did not encounter the 

presence of any barriers; and 8 women said “no idea”, “don’t know”, “can’t think of 

anything”, or “not sure”. Women reporting barriers gave a minimum o f 1 barrier and 

a maximum o f 19. Most women offered between 1 to 2 barriers and one woman (a 

recent arrival from the Middle East) discussed a total o f 19 barriers.

Barriers

Women answered the question in general, reflecting on barriers that are 

common for Jordanian and Palestinian immigrant and nonimmigrant women. Women 

identified barriers to women residing in Jordan and Palestine as well. Barriers were 

grouped into the following five main categories: (a) sociocultural barriers, (b) 

sociocultural beliefs, (c) socioeconomic barriers, (e) knowledge, (f) language.

Sociocultural Barriers 

This category emerged from three main themes. This category was used to 

describe the barriers that Jordanian and Palestinian women encounter in Jordan, 

Palestine, or the US. This category consists o f  the following three subcategories. 

Social structural barriers

Many women talked about different social structural barriers that were 

common among women in Jordan, Palestine, or US Jordanian and Palestinian 

immigrants. The social structural barriers include the following themes.
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Embarrassment: Embarrassment or shyness is one of the major issues that 

women in the sample talked about in different forms. A total o f 50 women identified 

embarrassment or shyness as a barrier to BCS and used both terms interchangeably. 

Some women stated, “embarrassment to have exam by physician”, “shy to uncover 

[body] to the physician”, and another stated “embarrassed to expose [their bodies] to 

physician”. Other women reported “embarrassment to exposing their bodies”, 

“embarrassed to expose breast”, “embarrassed to expose body to a stranger”, 

’’shyness-embarrassed to expose body”, “shy to expose breast”, “embarrassed to 

expose themselves”. One woman said, “embarrassed, don’t like to be touched by 

others”. One woman linked religion with being shy reporting “religious-some women 

are shy”; other women linked embarrassment with physician gender, that is, 

“embarrassed of male physician”. Some women linked embarrassment with openness; 

examples follow: “embarrassed to be open with physician”, “embarrassed to tell 

husband and family for singles”, and “ ...to tell anybody”. One woman stated “ single 

women are shy-single women should have physician check up and take care o f  

herself & should reconcile this [matter] with parents regardless o f age”.

The above reveal that embarrassment and shyness took more than shape & 

form among these women. The most important issues were embarrassment to have an 

exam by a physician, and to uncover or expose the body or breast due to modesty or 

religiosity. These findings are consistent with the findings of Yi & Prows (1996) 

study among Cambodian women.
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Male approval: Many women in the sample (n=33) reported that men’s 

disapproval of participation in BCS is a major issue. Women used men or husband 

terms interchangeably to talk about this matter. Women described disapproval using 

words like “don’t allow” or “forbid” . Some women stated “men forbid their women 

from consulting a physician”, “men don’t allow their wives to consult physicians”, 

“some women are not allowed to consult a physician”, “husbands might forbid and 

object about their women consulting a physician”, “ .. .stop superstition [obsession]”, 

and “men forbid women from visiting the physician”. One woman continued “ ...and 

some women do it without telling anybody”.

One woman referred to men’s disapproval by “husband’s backwardness...” 

and another woman labeled it “ .. .fanaticism”. One woman reported “some men 

forbid their wives to expose their breasts to physician” and another said “ .. .their 

bodies...” One woman talked about this in the context of religion reporting “Muslim 

men don’t allow their women”. Some women discussed parents’ disapproval, one 

woman stated “parents or husband might forbid”, another reported “fanaticism- 

parents don’t allow it and husbands forbid wives”.

The above suggests that male approval is important as an Arab cultural 

practice. Henquin et al. (1994), in his study comparing Arab to Jewish patients found 

that husband’s approval is required for treatment o f Arab women. This finding 

suggests that Jordanian and Palestinian women are oppressed and subjected to control 

by men and obviously highlights male cultural dominance. In addition to the 33 

woman who discussed male disapproval one woman viewed it as men’s
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uncooperativeness. This woman said “men are not cooperative to baby sit the kids 

while women go for screening”. Besides the 34 women who discussed this issue, one 

other woman summarized it more generally as follows “man’s sovereignty and 

despotism (man’s world)”. One can use this woman’s exact words to reflect on the 

issue o f male approval for BCS.

Men’s fanaticism: Sixteen women discussed how fanaticism keeps women 

from participating in BCS. These women expressed their feelings by reporting “men 

are very fanatic”, “fanaticism- some men you will not believe worthless”, and “many 

women can’t consult a physician without having a companion [due to] fanaticism”. 

One woman said, “during my experience as a hairdresser I have noticed that men’s 

jealousy makes them forbid their wives from consulting a physician -especially 

Muslims”. Fanaticism is illustrated in this woman’s statement, “Parents fanaticism, 

we need to leam something to help our kids, if  female talks to male it’s a shame as 

she broke the rules.”

Patriarchal Family structure: Four women reported that parents do not allow 

daughters to have screening. One woman stated “parents don’t allow their daughters 

to consult a physician”, “parents might forbid her”. The same pattern of controlling 

behavior is applied here toward women. These women are usually adults, 20 years 

and older, who are going for screening but their parents have the say to forbid them 

from having screening. The patriarchal family pattern that is demonstrated by the 

findings in this study is parallel to that described in Khalaf and Callister (1997) 

report.
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Family interference: Four women mentioned that family or relatives interfere 

and prohibit screening. Family and relatives in this situation refer to relatives other 

than immediate family. These women indicated “objection of relatives ...to  expose 

body”. One woman responded “there is cultural consequences, a woman gets breast 

cancer the man will be advised by his family to go and marry another woman 

[because she becomes] incomplete sex organ and why should he put up with it”. The 

investigator’s curiosity led to probing this question further; “Will a woman be advised 

similarly if  the scenario is reversed and the man lost a part of his sex organs?” The 

woman answered “No, definitely not. She has to stay with him otherwise she will be 

outcast”. Other investigators (Khalaf & Callister, 1997; Libbus & Kridli, 1997) 

presented similar findings regarding the child bearing experience and family 

interference. These investigators reported the influence of husband’s and family 

members’ disapproval.

Islamic religion effect: Six women discussed not exposing the body from the 

Islamic point of view. Some women stated “Religion-Islam prohibits women from 

exposing themselves to strangers”, “Islamic religion doesn’t allow them [women] to 

get exam, forbidden by religion”, and “strictness-religiosity leads to embarrassment to 

expose their breasts”. One woman compared Muslim with Christian woman stating 

“culture-Muslim women are restricted more than Christian women”. The Islamic 

religion requires women to be modest and cover themselves wearing “Hijab” (Qur'an, 

24:30-31; 33:59). Therefore, these cultural values tend to prohibit women’s 

screening.
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Physician’s gender: There was some evidence o f a preference toward 

consulting a female physician. Nine women talked about their preference. Women 

affirmed, “[I] prefer exam by [a] female physician”, “because most physicians are 

men”, “men might insist on [their wives] consulting [a] female physician rather than 

male”, and “ men forbid their women to be checked by [a] male physician, but [a] 

female gynecologist [is OK] especially in the Muslim community”. The last statement 

may tap why women prefer a female physician.

Women 's situation

This barrier was presented in more than one form. This barrier was used to 

describe the Jordanian and Palestinian women’s situation in Jordan, Palestine, or the 

US. This barrier is expressed by the following themes.

Women’s value: Six women visited this subject and described women’s value. 

A woman reported that “ [a] husband might divorce [his] wife if  she visited [a] 

physician without his permission”. A woman perceived the value o f women to men as 

follows “So what, if  you are going to die die, we will get [marry] someone else 

[another wife]”. According to another woman “fear for women’s reputation, that [if 

someone in the family diagnosed with cancer] it might be an obstacle to marry”. 

Another woman’s reflection was “Most men don't let their women go for check up. 

Control of women don’t care about them [about women]”. These women’s statements 

reflect that women have no value to men and are easy to replace. The women’s 

statements suggest that men do not care or allow their wives to have screening and 

thus prevent early detection o f breast cancer. A woman’s statement summarizes the
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situation “[a] woman has no value as damaged [goods], perceived as a trade and can 

be replaced, why man keeps deficient thing [woman]”. This woman’s perspective 

reflected men’s view o f women with breast cancer.

Women’s dependence: Four women informed the investigator about the lack 

o f women’s independence, freedom, and decision making. Two women stated “[there 

is a] lack o f women’s independence to solve their health and regular problems”, “lack 

o f independence in going to visit medical doctor”. Another woman reported “[a] lack 

o f freedom for women, men don’t allow them to consult a physician”. One woman 

said, “lack of freedom and decision”. The above suggests that Jordanian and 

Palestinian women lack independence, autonomy, and freedom of choice in decision

making. One might relate that to the oppressive culture these women live in. 

Therefore, it is expected that these women will not be open with their husbands; as 

one woman reported “Openness-no open communication between men and women”.

Women’s role and commitment: Nineteen women talked about this issue in 

multiple ways such as “busy or no time”. Some women stated “busy at home and no 

time”, “life problems”, referring to “busyness in the house and kids matters”, “women 

get busy in bearing and rearing kids and taking care o f their needs”, and “big families 

and no time for themselves”. One woman expanded, reporting “too many unspaced 

kids is an obstacle, [they] keep them [women] busy leaving no time” adding “limiting 

birth is not practiced widely”.

These responses suggest that family is women’s priority. Some women 

explained “The Jordanian woman puts her family before herself’, “women are less
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likely to look out for themselves and [their] health”, “women think about their kids 

instead o f themselves”, and “[women] worry about family more than self, family first, 

and want to protect them”. Some women added, “Busyness with her kids makes her 

forget about herself and forget that she is susceptible to this disease”, and “being busy 

with their kids prevents them from consulting physicians”. One woman considered 

women’s busyness as “Carelessness toward her health by being busy with her 

family”. Hattar-Pollara and Meleis (1995), in their study titled the stress o f 

immigration and the daily lived experience o f Jordanian women who immigrated to 

the US, discussed findings similar to the above.

Carelessness: Another thirteen women viewed some women as careless 

toward their health. Some women reported “carelessness on women’s part”, 

“carelessness in taking care of their bodies and having regular check ups”, and 

“carelessness o f women to go for screening”. Other women considered it laziness 

stating “laziness and don’t care”, and “laziness to go and postponing”. One woman 

referred to the same issue as “backwardness don’t care about self and don’t pay 

attention to these things [screening]” .

Lack o f motivation: Only two women mentioned motivation as a barrier.

These women stated “absence o f symptoms causes no motivation for screening” and 

“uneasiness or soul restlessness”. This investigator’s impression is that these 

women’s obligations and duties toward their families leave them with no motivation. 

In addition, the multiple family demands o f  Jordanian and Palestinian women lead 

them to sacrifice themselves and increase their stress.
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Social situation barriers

This category is composed o f four components. This category was used to 

describe the Jordanian and Palestinian women’s condition in Jordan, Palestine, or the 

US. This category emerged from the following subcategories.

Women’s social background: women informed the investigator that “social 

situation” or “social background” affected BCS. Women used these two terms to refer 

to women’s social class. One woman responded “unemployed and feels shy to ask for 

money from husband and kids”.

Women’s education: Two women mentioned that women’s level o f education 

affects their participation in BCS. One woman said, “not educated” and the other 

replied “low [education] or not educated” .

No citizenship: Two women mentioned this issue. One woman referred to 

Jordanian and or Palestinian women residing in the US who have no legal papers “if  

women have no American citizenship or green card [affect their screening]” . The 

other woman was a recent arrival to the US and was referring to the situation of 

Palestinian women in Israel “In Jerusalem, Israel there were no barriers if  you have 

Israeli identification”. Also in the narrative o f the questionnaire women commented 

on this issue multiple times referring to women in Palestine.

Political situation: This issue is specific to Jordanian and Palestinian women 

especially in the Middle East in Palestine. Two women discussed this issue. One 

woman talked about the effect o f “war” on BCS and the other referred to the 

“political situation” in general.
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Sociocultural Beliefs

This category has two main components. This barrier was used to describe 

Jordanian and Palestinian women’s status in Jordan, Palestine, or the US. This 

category draws together the following two subcategories.

Cultural beliefs

Women expressed some of their beliefs that keep them from visiting a 

physician for check up. These beliefs are discussed below.

Health care patterns: A total o f 7 women indicated that clinic visits are usually 

when a person is suffering from symptoms, sickness, pain, or a previous condition. 

Some women’s reflections were: “consult physicians when having concern or 

sickness not for check-up”, “don’t go unless she has disease or should go when you 

have a [health] problem”, and “absence o f symptoms makes them feel it is not 

important and ignore it”. One woman linked the clinic visit with a terminal condition 

“if  you are not dying or have previous problem, no need to go” . The above suggests 

that there should be a reason for the visit to happen such as illness, serious problem, 

or preexisting condition.

Health care habits: Nine women discussed this issue. Some women 

commented, “not used to having screening”, “regular annual check up, not practiced”, 

and “lack of having [screening] as a habit”. One woman reported “no funds for 

regular check ups” . Another woman stated, “health is not a big deal”. One woman’s 

rationale was “mothers do not do it, how they are going to teach their daughters?”

The above can be summarized in the following woman’s statement “misbeliefs-
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unimportance o f  screening when there are no symptoms.” The above indicate that 

screening is not practiced as a health habit and culturally it is appropriate to visit 

physicians only when you have an obvious health concern.

Beliefs about screening: A total of 11 women described women’s beliefs 

about BCS. Women seemed to not be convinced with screening. One woman stated 

“some women are not convinced in this exam [screening]” and another reported, “no 

assurance it works”. Regarding screening importance one woman said “don’t believe 

[screening] is important” and another verbalized “beliefs [screening] is nonsense and 

not important; no complaints, no need for check up”. One woman considered it 

“wrong beliefs...” One woman summed up these women’s pattern o f thinking by 

saying “connecting the idea [screening] with persons’ death and end [of life]”.

Beliefs o f evasion and rejection: A total o f 12 women spoke about rejecting 

and avoiding screening related to avoiding finding breast cancer. In relation to 

rejecting the idea o f susceptibility some women verbalized, “They don’t want to 

accept this situation or to believe that they are susceptible to this disease”, “They 

don’t take the matter seriously”, “They don’t want to know”, and “[women] rejecting 

the idea because nobody in the family had problem”. Another woman’s reflection was 

“she [a Jordanian or Palestinian woman] doesn’t like to find something serious and 

stress herself’.

Fatalistic beliefs: Five women shared their impression about fatalistic beliefs. 

Some women shared “ a belief in fate and fatalism”, “fatalistic beliefs, Allah’s will”,
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and . .[I] believe what is going to happen is going to happen and it is; Allah’s will”. 

The last statement gives a good illustration o f these beliefs.

Beliefs in traditional medicine efficacy: Only 2 women reported there is 

dependency on traditional medicine. One woman said, “[Some women] depend on 

traditional medicine before consulting physicians”. The second woman stated, “[most 

parents] parents believe in traditional medicine”. These statements indicate that 

traditional medicine is practiced by some o f these women. These women indicated 

that Jordanian and Palestinian women try to use it before consulting a physician, 

which might result in patient delay.

Social stigma o f  cancer

Women discussed how Jordanian and Palestinian people view cancer. In this 

culture a stigma surrounds cancer in general and breast cancer in particular. This 

category is represented in the following themes.

Social misunderstanding o f cancer: seven women presented this issue in 

different forms. One woman stated “social misunderstanding of the disease [breast 

cancer]”. Some women reported “don’t like to talk about it”, “culturally, we don’t 

like to talk about this about cancer”, “positiveness, depressing subject and people 

don’t like to discuss it and talk about it”, and “don’t want to hear about it”. According 

to a woman, “don’t like to say the name and call it [other names] with different 

names”. These statements indicate that mentioning cancer is threatening to Jordanian 

and Palestinian women.
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Fear of getting breast cancer: Many women (57) talked about this issue. This 

investigator believes that the social stigma surrounding cancer generates this fear. 

Women talked about different kinds o f fear. One woman said, “ fear is the biggest 

barrier”. Many women reported about fear o f cancer “fear o f this thing [breast 

cancer]”, “scared of the disease”, “ fear- people do not like to think about it or say the 

word [cancer] itself’, and “fear o f the disease - get scared when hearing about it”. 

Few women verbalized their feelings about getting screened for breast cancer saying 

“fear o f pain when it comes to mammograms & would rather not go for it [have a 

mammogram]” and “scared about breast cancer, to get or do any exam for breasts”. 

Other women linked fear with knowing the diagnosis of breast cancer. These women 

reported “fear o f knowing diagnosis”, “fear o f finding the disease & prefer not to 

know”, "fear o f finding cancer itse lf’, “fear o f finding the disease/cancer”, and “fear 

to find something [lump or cancer]”. Many women also linked fear with the 

consequences of having breast cancer and its treatment. Some o f the statements were 

“fear o f result o f getting the disease”, “fear o f finding the disease & its treatment, 

using chemotherapy and the changes occurring to the body after using it”, and “fear 

o f treatment if she watched someone who had the disease & watched the 

consequences of treatment”. Few women associated fear to fear o f physicians and 

medications. One woman reported “fear o f medications & physicians”. A few women 

connected fear with death as well. One woman stated “fear o f death & prefer not to 

know, rather than knowing”.
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These statements indicate that fear is a major issue that obstructs these women 

from pursuing screening. Most women referred to breast cancer as “the disease” and 

some named it “thing” due to their fear to talk about cancer. Additionally, the 

investigator observed during the interview that women sighed or their body language 

demonstrated discomfort. Asking them for the reason women answered, “I don’t like 

to talk about it” . One woman withdrew because she was very scared to continue 

talking about cancer.

Additionally, one woman happens to have the same name used as an example 

in a scenario in one of the scales. During completion o f the questionnaire with the 

investigator, the investigator did not have any knowledge that the woman had the 

same name used in the scale because the first name of the participant was not 

revealed to the investigator; instead the woman was called by the mother o f so and so 

as is the cultural practice. Using the same name the participant had caused fear for the 

participant and she responded “God help me, then I am going to get it [breast 

cancer]”. The investigator became very sensitive to this issue and if  the investigator 

realized that the woman interviewed had one of the names used in the scale she 

avoided using that name.

Another issue the investigator experienced frequently, indicating women’s 

fear o f breast cancer was talking about breast cancer. Women verbalized their fear by 

responding “God forbid [breast cancer would affect us]” or “Allah let [cancer] be far 

from us and from all Muslims or others”. The previous quotations reflect praying or 

calling on God or Allah to keep cancer away from them. One woman illustrated all
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the above in the following statement, “simple mind, fear hearing about cancer, fear to 

get it” .

Shame views: Jordanian and Palestinian women view cancer as a shame. The 

following women’s comments illustrate the shame situation. One o f  a few women 

referred to cancer as a “sign o f  shame”. Another added, “cancer is shame”. One 

frustrated voice reflected “shame, most everything is shame. [Shame] for anybody to 

see her body and breasts even if  it requires consulting a physician for treatment”. 

According to a woman “[shame is practiced in the] culture and [as] tradition”. 

Another women explained this point further as “fear of the society or community” 

and “fear from the society as she might die”. Due to this “fear that if  she is found to 

have breast cancer it will reflect badly on her”, “ ... reflect badly on her family” and 

“[a] single woman fears not marrying”.

Therefore, women “fear discussing private matters”, “don't like anybody to 

know their secret or disease”, and “are ashamed to admit they have cancer”. Some 

women reflected on pity as “fear o f being pitied” and “pity destroys her spirit 

therefore she worries about her family”. One woman’s interpretation was “[it’s a] 

shame (blemish) to have the disease, [because] people avoid them” meaning avoiding 

marriage relationships but offering great support.

Socioeconomic Factors

This category is mostly specific to women residing in Jordan and Palestine. It 

consists of 3 main subcategories, but refers to enabling and practical factors.
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Affordability

Many women in the study mentioned cost and availability o f  money.

Financial and insurance situation: A total o f 90 women touched on this 

subject. Many women in the sample expressed that “money”, “finances”, “funds”, 

and “uninsured” are barriers to BCS. Regarding finances, women referred to a “lack 

o f funds”, “unavailability of sufficient finances”, “financial obstacles”, “financial 

commitment”, “financial situation [and] lack o f funds”, “lack of money”, and 

“financial situation does not help”. Other women explained that “money shortage 

affects their behavior”, “[a] lack o f money might not allow them [to participate in 

BCS]”, and “finances, lack o f enough funds to participate in screening”. A few 

women mentioned “poverty”.

Other women explained about insurance: “don’t have insurance”, “lack of 

health insurance”, “unavailability o f insurance”, and “no health care coverage”.

Others added “no insurance and can’t afford it”, and “health insurance doesn’t cover 

screening”. One woman stated “financial situation, but if  she finds any problem she 

should get money from anywhere”.

Screening’s high cost: Sixteen women spoke to the cost issue. Many women 

mentioned repeatedly “high cost”. Some women reported “it costs so much”, “high 

cost o f the exam”, “high cost o f ”, and “high cost for specialists' visits” . Other women 

added, “cost, my kids need [money] it more”, and “cost should be less if not free”. 

Accessibility

Many women talked about transportation and distance problems.
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Transportation: Twenty-five women indicated that transportation is a barrier. 

Some women reported “lack of transportation”, “possible unavailability of 

transportation”, and “bad transportation”. Other women stressed women’s inability to 

drive “can’t drive”, “lack of transportation and inability to drive”, and “transportation, 

not all women can drive”. A woman spoke about women’s need for a ride 

“transportation - availability of someone to take her”.

Distance: Only four women stated that “distance” is a barrier and “clinic...” 

or “facilities are far away”. These last two themes, transportation and distance, are 

applicable to all Jordanian and Palestinian women in the US and the Middle East. 

Availability

Many women informed the investigator about “system barriers” to BCS.

These barriers included lack of equipment, lack of qualified professionals, lack o f 

equipped facilities, and difficulty in obtaining physicians’ appointments.

Availability of services: Seventeen women talked about “lack o f facilities and 

or equipment”, “modem equipment is not widely available”, “health clinics are not 

widely available”, “lack of specialized clinics”, “lack of medical equipment and 

professionals”, and “lack ...[of] mammogram machines”. Other women reported 

“unavailability of facilities that offer screening that are close or in the area or rural 

areas”, or “ ...in all areas”.

Health professionals’ delay: Twelve women shared about different kinds of 

delay such as “Physician delay especially in rural areas”, “lack of specialist.. .”, 

“physicians & nurses do not emphasize [recommend] physical exam”, and
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“physicians are proud in our country”. One woman said, “distrust in physicians' 

education more than one time, breasts were removed without disease present” . 

Although the investigator explored enabling factors some women said that 

“physicians' appointments are difficult to get and the long wait at office”, “long time 

between making mammogram appointment & the actual appointment”, and “the time 

o f exam should be convenient for the woman.” There are additional barriers to 

screening. Many women commented during replying to enabling factors scale items 

that the long wait at the office made them anxious and caused them problems.

Knowledge

Women’s knowledge level and their reaction to being given BCS education 

were reported earlier. Lack o f knowledge about BCS was reported as an important 

barrier. This barrier refers to Jordanian and Palestinian women’s knowledge about 

BCS in Jordan, Palestine, or the US. Most of the participants stressed this issue and 

the same phrases were repeated again and again. This issue was discussed mainly in 

relation to Jordan and Palestine.

A total o f 104 women reiterated “lack o f health awareness”, “lack o f 

knowledge”, and “ignorance”. Concerning awareness some women reported “lack o f 

awareness, especially among uneducated women”, “nonexistence of awareness and 

lecturing”, “lack o f awareness, lack of knowledge” “no advice or awareness”, “not 

aware o f BCS”, and “lack o f  health awareness, do not have any idea about 

screening”.
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A number o f women tackled the multiple aspects o f lack of knowledge 

reporting, “don’t know or ignorance”, “lack o f knowledge about the disease”, “not 

knowing about screening”, “lack o f knowledge or education”, lack o f knowledge- 

Ieads them not to go for screening”, and “lack o f knowledge in how to perform the 

exam”. Also a few women remarked “lack o f knowledge & don't know the 

seriousness o f it”, and “not knowing the danger o f the disease & its consequences”. 

Several women were concerned about “education-there is not much education about 

breast cancer screening”, “women don't know about this subject, no teaching about it 

in schools and communities”, “more information should be available to women”, and 

“government weakness in educating about this disease and its danger”.

Regarding ignorance women clarified: “Ignorance, [they] don't know the 

exams [screening] importance”, “ignorance, they don't know how important it is”, 

and “ignorance, lack of knowledge especially being a closed culture”. One woman 

stated “some men's lack of awareness about the necessity of BCS, especially in rural 

areas”.

A few women offered an indirect suggestion: “nonexistence o f appealing 

literature or advertisements”, “more knowledge & awareness might make women 

accept the disease more”. The above clearly presents a great need for increasing and 

enhancing Jordanian women’s knowledge toward breast cancer and BCS. Women’s 

ideas should be taken into consideration to overcome the lack of knowledge problem.
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Language

The language barrier emerged once in response to the question about barriers. 

This category concerns Jordanian and Palestinian women residing in the US. Only 

one woman stated “[I] don't speak English”, but the same issue came up several times 

during completing the questionnaire. A number o f women discussed language as a 

barrier to BCS. When the investigator approached many o f the study participants to 

enroll language created a challenge among these women as well. Women responded 

worrying “we do not know the medical language in English”. These women’s instant 

responses regarding language were associated with their false assumption about the 

language used in the study and about their weakness in understanding medical terms 

in English. When the investigator explained that the questionnaire was available in 

Arabic and English, women’s worry disappeared and a decision to participate in the 

study was made. Therefore, there is an urgent need to enhance Arabic speaking 

women’s knowledge regarding BCS by providing and creating appealing Arabic 

literature.

One incident happened during data collection that highlights the importance of 

knowing the language. During completion o f a questionnaire with a woman over the 

phone the investigator asked the questions using the term “breast” in Arabic 

language. The woman insisted on using a different term for breast that is rarely used 

with strangers because it is considered unfavorable. Familiarity o f the investigator 

with the term because Arabic is the investigator’s first language made it easy for the 

participant and the investigator to communicate. If the investigator had not been
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familiar with the term used by the participant the investigator would have missed a 

lot.

In summary, most mediating hypotheses were not supported. However, health 

habits were found to mediate the relationship between social influences 

(encouragement from family, friends, and health care providers to seek BCS) and 

participation in BCS. Less negative affect, stronger beliefs in the importance of BCS, 

and higher scores on general health habits all were associated with higher 

participation in BCS. Greater knowledge about breast cancer and enabling factors 

also were associated with higher participation in BCS. Several sociocultural variables 

correlated with the psychological variables, and qualitative descriptive data offered 

strong support for the importance o f cultural variables. Barriers reported by 

participants were composed o f sociocultural barriers, sociocultural beliefs, 

socioeconomic factors, knowledge, and language.
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Table 4.9

Categories, Subcategories, and Themes o f  Barriers

Categories Subcategories Themes

1. Sociocultural barriers Socia l s tructural barriers

W o m en ’s situation

•  Socia l situation  barriers

2. Sociocultural beliefs C u ltu ra l beliefs

Socia l stigm a o f  cancer

3. Socioeconom ic factors •  A ffo rdab ility

•  A ccessib ility

•  A vailab ility

Em barrassm ent 
M ale approval 
M en’s fanaticism  
Patriarchal F am ily  structure 
Fam ily interference 
Islam ic religion e ffec t 
Physician’s gen d er 
W om en’s value 
W om en’s dependence 
W om en’s role an d  com m itm ent 
C arelessness 
Lack o f  m otivation  
W om en’s social background  
W om en’s education  
N o citizenship 
Political situation

H ealth care patterns
H ealth  care habits
Beliefs about screen ing
Beliefs o f  evasion  and rejection
Fatalistic beliefs
Beliefs in trad itional m edicine
eff ica cy
Social m isunderstand ing  o f  cancer 
Fear o f  getting b reas t cancer 
Sham e view s

Financial and insurance situation 
O ther w om en exp la ined  about 
insurance
S creen ing’s h igh  cost
T ransportation
D istance
A vailability  o f  serv ices 
H ealth  p ro fessio n a ls’ delay

4. K now ledge

5. Language
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CHAPTER 5: DISCUSSION 

The primary purpose o f this study was to describe selected variables relevant 

to BCS behavior in healthy US resident-Jordanian and Palestinian women and 

explore the relationships between those variables and women’s participation in BCS. 

Specifically, the mediating relationship of the psychological variables on the 

relationship between sociocultural factors and participation in BCS was examined.

In this chapter, interpretations of the study findings are offered and 

methodology, including measurement, issues are addressed. Additionally, there is 

discussion of the study’s limitations, implications, and recommendations for future 

research and practice.

Theoretical Consideration o f  the Mediating Model 

The mediating model proposed to examine the relationship o f sociocultural 

factors to other variables previously shown to relate to BCS did not receive much 

support in the empirical findings. It was hypothesized that psychological variables 

(affect, attitudes, and habits) mediate the relationship between sociocultural factors 

(social norms, social influences, and acculturation) and participation in BCS among 

Jordanian and Palestinian immigrant women. There were no significant mediating 

relationships demonstrated for most of the subhypotheses. Only one mediating 

subhypothesis was supported. Habits mediated the relationship between social 

influences and participation in BCS.

The general health habits measure is composed of 4 items (semiannual dental 

cleaning, annual eye check up, physical, and cervical exam). The social influences
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measure rates the amount of encouragement for participating in BCS the woman 

receives from people important to the woman. Women who receive encouragement 

from relatives, friends, and health professionals have better general health habits, 

which in turn predicts greater participation in BCS.

Past research (Lauver, 1992) supports the positive relationships between 

health habits and participation found in this study. Habits were related to BSE 

frequency (Champion, 1991, Salazar, 1994). Investigators reported that CBE was 

associated with health behaviors (Champion, 1991; Pearlman, Rakowski, & Ehrich,

1996). Habits of having previous mammogram screening have been associated with 

frequent screening (Lauver et al., 1997). In this study, engaging in general health 

behaviors was associated with participation in BCS, especially in CBE and 

mammogram.

The finding that the encouragement of family, friends, and health 

professionals influences BCS, in this case, through general health habits, is similar to 

previous research findings (Champion, 1991; Danigelis et al., 1995; Lauver et al.,

1997). Support from family, friends, and health care practitioners have influenced 

CBE rate positively (Danigelis, et al.) and mammography use (Champion; Danigelis 

et al.; Lauver et al.). BSE frequency was associated with teaching from health care 

providers (Danigelis et al.; Salazar). In this study, social influences (encouragement 

o f people important to the woman) were associated particularly with participation in 

CBE. Among the 3 BCS strategies, CBE is most closely tied to a routine annual 

physical exam. If the important people around the women tend to encourage women
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to visit the physician for annual exams women are likely to increase their 

participation in CBE more than BSE and mammograms.

Habits mediated the relationship between social influences and participation 

in BCS. This finding is not available in the literature. To the best o f  this researcher’s 

knowledge, the prior literature does not address this mediating path. The finding 

indicates that encouragement o f family, friends, and heath professionals to participate 

in BCS is part of a more general pattern of encouraging health screening behaviors 

among this sample o f Jordanian and Palestinian women. Women who have support 

and encouragement to participate in BCS from important people around them acquire 

behaviors regarding routine health screening. Therefore, the relationship of social 

influences on participation in BCS operates through women’s own health routine 

behavior. Having these favorable behaviors increase their participation in BCS in the 

presence of family, friends, and health care providers encouragement.

Two other relationships between psychological variables and participation 

predicted in the original model were supported. Consistent with the literature (Lauver 

et al., 1999; Lauver, Nabhoz, Scott, & Tak, 1997; Lerman et al., 1991), the inverse 

relationship between affect and participation was expected. Women who experienced 

low negative emotions were more likely to participate in BCS especially BSE and 

CBE.

Negative emotions, specifically anxiety about BSE, were associated with 

lower BSE intention and frequency (Champion, 1991; Friedman, Nelson, Webb, 

Hoffman, & Baer, 1994). Investigators found favorable feelings about BSE were
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associated with higher BSE frequency (Lierman, Young, Kasprzyk, & Benoliel,

1990). Lauver et al. (1997) found that women’s adherence was associated negatively 

with anxiety. In other studies, high negative moods were associated with less CBE 

(Kash, Holland, Halper, & Miller, 1992), especially for women o f  color (Lauver et 

al., 1997). Investigators reported anxiety about mammogram results was associated 

negatively with intention to seek and obtain mammogram (Lauver et al., 1999; 

Lerman et al., 1991). The results o f the present study confirmed the findings related 

to BSE and CBE only.

Contrary to prior research findings there was no relationship between fear and 

participation in BCS. In some studies, fear of developing breast cancer has been 

associated with greater intention and frequency to do BSE (Friedman et al., 1994; 

Salazar, 1994), and higher intention to ask for and obtain mammograms (McCaul et 

al., 1996). The results o f  the present study did not verify these findings.

One possible reason for this inconsistent finding could be found in the 

qualitative data that these women provided during data collection. Many women 

indicated that they might not act because they have fatalistic beliefs in “Allah’s will” 

and in “fate and fatalism”. Many women reported “When discovering breast cancer, it 

is over, I will die from fear. I will not put up with the treatment because it is only 

torture. I will trust Allah and that’s it” .

The positive relationship between utility and participation is consistent with 

prior literature. Investigators in prospective studies have found consistently that 

utility (beliefs about importance o f BCS) was associated with higher participation in
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BCS, specifically CBE and mammogram use. Beliefs in the value o f  BSE have been 

associated with higher BSE frequency (Champion & Scott, 1997; Lierman et al.,

1991). Perceived risk of developing breast cancer has been associated with higher 

CBE rates (Champion, 1991). Beliefs in mammography importance and effectiveness 

has been associated with greater use (Champion, 1991; Lauver, 1997; Lauver et al., 

1999). The results o f this study support findings related to CBE and mammography 

use.

Additional Findings Regarding the Importance of Cultural Factors 

The sociocultural factors were related to each other in understandable ways. 

Examining the relationships among the sociocultural factors revealed more 

acculturated Jordanian and Palestinian women in the US adhered less to their original 

culture norms and values regarding health decision-making. This finding is similar to 

the Kulwicki (1996) finding that acculturation lead Yemeni-Americans to adhere less 

to their tradition of using folk healers and to trust the modem health providers in 

treating some of their illnesses. More acculturated Jordanian and Palestinian women 

as well had more encouragement from family, friends, and health care providers to 

participate in BCS. This finding may indicate that living in the US does affect the 

woman herself and the people surrounding her. Family may become more 

acculturated which in turn increases their encouragement to the woman to participate 

in BCS. Alternatively, Jordanian Palestinian women in this sample may have been 

separated, by virtue o f their immigrant status, from family and friends who would 

reinforce traditional beliefs, values and behaviors. Social norms did not relate to
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social influences. There is no particular reason to expect a relationship between these 

two variables (i.e., that endorsement o f the family owns self- interest should relate to 

whether family and friends encourage BCS as discussed later the measurement of 

social norms was also a problem.

Examining the relationships between the sociocultural factors and 

psychological variables revealed Jordanian and Palestinian women’s adherence to 

original culture is associated with higher negative emotions toward BCS. This finding 

is consistent with the qualitative data o f sociocultural beliefs (cultural beliefs and 

social stigma o f cancer). Social norms did not relate to affect (fear), any measures of 

attitudes, or general health habits. Again, measurement issues need to be considered.

Encouragement of friends, family, and health care providers was associated 

with Jordanian and Palestinian women’s beliefs about the importance o f  BCS; less 

fatalistic beliefs among these women, and better general health habits. These findings 

reflect that Jordanian and Palestinian women’s behavior, is responsive to acceptable 

community behavior and emphasizes the extent to which such behavior is tied to 

community beliefs and values. Social influences did not relate to any measure o f 

affect (negative emotions and fear).

More acculturated women had more fear, higher beliefs about the importance 

of BCS, less conformity to society and fatalistic beliefs, and better health habits. 

Acculturation did not relate to affect (negative fear).
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Explanations of the Nonsignificant Relationships

As indicated in the literature review, the mechanisms by which the 

sociocultural factors may affect participation in BCS have not been clearly identified 

in past studies. For the purposes of this study, social norms, social influences, and 

acculturation were measured because it was thought that cultural variables would 

have an important relationship with the participation o f  a sample of Jordanian and 

Palestinian women in BCS in the host culture o f the US. Social influences alone was 

associated with participation in BCS. To the extent that those social influences — 

relatives, friends, health care providers -  have a positive orientation to BCS (and 

other health screening behaviors as well), women will be encouraged to value these 

activities and engage in the screening behaviors. However, to the extent that social 

influences do not have a positive orientation women will be less likely to participate 

in such screening behaviors. In the context of Arab-Jordanian culture women’s 

feelings and attitudes may not mediate BCS participation because they have little 

control over such matters; they are not “in charge” o f  themselves. Women’s 

behaviors possibly reflect men’s beliefs rather than w om en’s beliefs. The social 

context and the qualitative data confirm that women are not the decision makers and 

that they are controlled by men. The model was built on theories that presume a 

Western, autonomous decision making process. This process does not operate for 

women embedded in traditional Arab culture.

Another potential explanation for the lack o f expected relationships involves 

measurement issues, especially related to the cultural factors/measures. The
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nonsignificant findings among the psychological variables (personal norms: fatalistic 

beliefs and conformity to society) and participation, and sociocultural variables 

(social norms and acculturation) and participation might be attributed to measurement 

issues. The personal norms scales and social norms scale were created by the 

investigator. The reliability coefficients for the measures of personal norms and social 

norms were not strong and lacked validity testing.

A possible reason for the weakness in the personal norms fatalistic beliefs 

scale is that the instrument used did not adequately tap the construct. This measure 

was intended to measure women’s beliefs regarding participation in screening for 

asymptomatic conditions. This instrument measured the fatalistic beliefs related to 

breast cancer symptoms o f these women in the US culture. The US culture does not 

foster such beliefs. This instrument assessed these women’s responses to breast 

cancer symptoms as well. However, the focus o f this study was on women’s beliefs 

under asymptomatic conditions. There is a need for a personal norms scale that 

captures this construct (women’s beliefs about participation in screening when free o f 

symptoms) and measures it clearly. The nonsignificant relationship of personal norms 

to participation in BCS therefore could be attributed to measurement 

inappropriateness.

The conformity to society scale was intended to measure women’s conformity 

to Arab patriarchal society in a Western culture. Because women’s beliefs are 

inconsistent with the US culture, socially desirable answers may have been given. 

More than one participant was concerned that her answers might make her appear to
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be uncivilized. For example, more than one woman mentioned “Jordanian and 

Palestinian women are intelligent, appreciate science, and civilized” . One woman 

reported “If  we have different values it does not mean that we are not civilized nor 

does it mean that we do not know. We follow science and watch what is happening in 

the world. We do not waste our time watching immoral soap operas and comedy 

shows; instead we watch for discovery channel programs and scientific programs that 

are useful to us. We are not stupid; we are like the American women”. There is a need 

for modifying this scale or creating another scale to reduce socially desirable response 

sets. The nonsignificant relationships between conformity to society and participation 

in BCS could be related to measurement inappropriateness.

Social norms did not relate to any measure o f participation. As with the 

conformity to society measure, it may be argued that the norms evaluated by the 

social norms scale, collectivism versus individualism, have a higher potential for 

socially desirable answers in a host culture that does not support the same norms and 

values. On average women scored low (M=4.03) on the social norms scale (low on 

holding traditional norms) and standard deviation was low as well (2.31). Women 

who had prolonged exposure to the US culture (73.8% of the sample had been in the 

US longer than 5 years) may have produced results that were different than if  the 

same study was conducted in Jordanian and Palestinian women’s home culture. 

Possible absence of women’s in-laws and immediate family may make it easier for 

these women to follow the norms and values o f the host culture. Extended stay in the 

US and absence of social pressure from family and friends may cause changes in
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women’s beliefs and behavior. In the correlation matrix, Table 4.4, the inverse 

relationship between acculturation and social norms offer support to this idea. This 

correlation (-.21, p .05) means women more acculturated to US culture scored higher 

on individualism (autonomous and independent). Furthermore, the increased 

autonomy and independence o f these women might make them no longer dependent 

on family to make their decisions regarding health. The above suggests that personal 

norms and social norms tools may have been less applicable to these women’s 

situation.

In summary, there are a number o f  reliability and validity issues to consider in 

evaluating the relationships o f cultural factors to other variables in the model.

Without reliable and valid measures o f personal norms and social norms meaningful 

relationships would be difficult to identify.

One might argue that the lack o f  relationship between acculturation and 

participation in BCS could be partly explained by limitations in this measure as well. 

Although the acculturation measure was based on prior research, this instrument 

measured the general acculturation o f these women to the US culture. This measure 

was reliable and appeared valid based on the pattern of correlations with other 

variables (e.g., its positive and significant correlation with length o f stay; (see table in 

Appendix VI), but was not specific to acculturation issues related to health behaviors. 

There is a need for scales that measure internalized values and beliefs specific to Arab 

culture and health seeking behaviors. The nonsignificant relationship o f acculturation 

on participation in BCS could in part be due to measurement inappropriateness.
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Although the previously discussed instruments did not demonstrate support 

for the relationships of cultural factors to participation, the informal comments of the 

participants supported the investigator’s expectations and offered further insight into 

measurement issues. For example, regarding personal norms (fatalistic beliefs), some 

women indicated that at first they might ‘try alternative therapy’ to solve the problem 

before seeking help for a breast symptom or they might ‘not do anything’ toward it 

because to them life is over; cancer means “death”. Concerning conformity to society 

women’s questionnaire responses were different than their verbal reactions to the 

question. Most women answered, for example, response number 2 “inform husband”, 

but then commented that they should ask for their husband’s permission. The 

investigator could not change their questionnaire responses because women insisted 

that response number 2 was their choice even though their verbal comments 

contradicted their questionnaire responses. The investigator’s impression was that 

these women chose the middle answer to avoid being labeled old-fashioned. Another 

observation the investigator had was that these women became apprehensive or 

sensitive to the term “ask”. The investigator interprets this response as a way to avoid 

being looked down on by others. Therefore, the investigator might use the term 

consult to replace ask in items in the future.

The qualitative data indicated that women depend on others to make a 

decision regarding their health. Some women reported that they “depend on the 

physician’s judgment because o f what they know” and others “depend on their 

relatives judgment especially if they were physicians, such as husband or brother”.
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These qualitative comments support the quantitative findings linking social influences 

to participation.

The commentaries that women offered during the interviews about 

acculturation indicated that women appeared to be acculturated on certain behaviors 

such as language and activity related to the US culture but not health related decisions 

and illness beliefs. Women may be acculturated on language and activities related to 

US culture because these activities are important to their survival in the US culture. 

For example, Christian women, in response to the question “does the family celebrate 

Arabic holidays?” commented “what are the Arabic holidays?” These women added 

“there are no Arabic holidays; holidays are either religious holidays or national 

holidays”. Women informed the investigator that even if  most of the Middle Eastern 

population are Muslim that Islamic religious holidays are not the only holidays, 

because, there are Christian (non-Muslim) Arabs that are living there and were 

residing there before Islam came to the area. According to these women Arab 

holidays would be holidays not specific to the person’s religion. Also, these women 

clarified that there are “national holidays particular to each Arab country that are not 

universal among these countries”. However, most women answered this item in 

regard to their religion. Christian women’s perspectives are valid and have to be taken 

into consideration. This item does not appear to measure what it was supposed to 

measure equally well across both religions.

Christian women from all denominations celebrated Christmas, Easter, New 

Years, and Palm Sunday and some women added Barbara day, and Immersion day
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(Epiphany). The later two are not holidays but two days during the year when family 

and neighbors gather together and celebrate by preparing special sweets. Muslim 

women celebrated Ramadan (30 days), Al-Adha, Al-Fitr, and some women added 

Lunar New Year, Israa, and Mohammed’s birthday. The strict Muslims argued that 

there are no celebrations other than Ramadan, Al-Adha, and Al-Fitr.

Muslim women’s responses to son’s and daughter’s birthdays was another 

confusing item. Women indicated that they always celebrate birthdays but some strict 

Muslim women confessed that their celebration is different. These women stated “we 

remember the day only but we don’t have a big celebration as Americans do”. 

Women’s contradictory responses regarding birthday celebrations might be related to 

avoiding judgment from the host culture. Watching American TV programs, listening 

to American broadcasts, and using the English language were things women were 

forced to do because they live in this country. Women watch American TV because 

their kids like to watch it, listen to American broadcasting to hear the news or check 

the weather; they use the English language because they have to speak it to be able to 

communicate with others. Women had a hard time with the item “how do you feel 

about women being trained to become.. .taxicab driver and construction worker”? 

Most women did not accept this idea because culturally these jobs are not acceptable 

for Arab women.

Permissiveness was an issue where women’s remarks indicated differences in 

the way males and females are treated in Arab culture. Most women responded that 

they usually give sons and daughters their own way. Many women added, “I will be

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



293

more strict with my daughter”. One strict Muslim woman said “Thank Allah I have 

no daughters. I see my friends’ daughters, the way they act and dress, and I just say 

thank Allah because I have no daughter”. Other women as well thanked Allah for 

having only boys. A few women said “It is hard to trust girls in this culture we have 

seen a lot of examples [of misbehavior according to the Arab culture]”.

Knowledge and enabling factors 

Other important findings related to knowledge and enabling factors. The 

bivariate relationships between knowledge and participation suggested that 

knowledge was associated with higher participation in BCS in general and with two 

o f the BCS behaviors comprising the triad o f BCS. This study finding that knowledge 

about BCS increases participation in BCS among Jordanian and Palestinian women is 

similar to previous research findings in various populations (e.g. Hoffman-Goetz & 

Mills, 1997; Lauver et al., 1999; Rajaram & Rashidi, 1999; Rashidi & Rajaram,

1999). More knowledge was associated with higher participation in mammograms. 

Other investigators reported similar results (Champion et al., 1997; Friedman et al.,

1998). Higher knowledge about CBE was associated with higher participation. This 

finding is consistent with findings in other studies (Lauver et al., 1999; Miler & 

Champion, 1997). In this study, knowledge was associated with BSE using stringent 

criteria, that is BSE once a month only; women who performed BSE more than once 

monthly were excluded from the analysis. This finding was similar to others 

(Champion, 1995; Champion & Menon, 1997; Lauver et al., 1999). Knowledge was 

not associated with participation in BSE when all women who did BSE monthly and

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



294

more were included in the analysis. This finding was similar to Lauver et al.’s (1999) 

report o f a recent study by Lauver & Angerame (1990) that there was a difference 

between women who did BSE monthly compared to those who did it more than 

monthly.

The findings suggest that knowledge does make a difference on participation 

o f Jordanian and Palestinian women immigrants in BCS. This might be more true for 

Jordanian and Palestinian women who are capable o f understanding the English 

language. However, those with fewer enabling factors, who were less acculturated to 

US culture, were recent arrivals, or Muslims had less knowledge about BCS. 

Therefore, this suggests that designing Arabic educational material to fit these 

women’s needs might increase their participation and ultimately result in earlier 

detection o f breast cancer.

Higher enabling factors (facilitators) such as availability and accessibility 

were associated with higher participation. In general, this group o f women reported 

few o f these barriers to participation in BCS. Most o f the women, 104 (80%), 

responded “not at all” to many items that pertain to this measure. Facione (1999) and 

Segnan (1997) reported similar findings. The qualitative data from this study 

confirms this finding as well. The woman who mentioned these as barriers mentioned 

that one o f the main reasons for lack o f BCS participation among Jordanian and 

Palestinian women in their homeland related to affordability, accessibility, and 

availability.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



295

Barriers

Greater barriers is a major factor that leads to late detection o f breast cancer. 

The Jordanian and Palestinian immigrant women in this study named barriers to 

participation in BCS that are similar to barriers among women from different 

ethnicities, as well as additional barriers that were unique to their heritage. Five main 

barriers were reported by the Jordanian and Palestinian women in the study: (a) 

sociocultural barriers, (b) sociocultural beliefs, (c) socioeconomic factors, (d) 

knowledge, and (e) language.

Sociocultural barriers are composed of social structure, women’s situation, 

and social situation. Social structure barriers included embarrassment, m en’s 

approval, men’s fanaticism, patriarchal family structure, family interference, Islamic 

religion effect, and physician gender. Embarrassment or shyness, especially related to 

having an exam by a physician and exposing one’s body to clinicians, is a barrier 

linked to the modesty issue and the Arab culture prohibition to exposure o f women’s 

bodies, especially in front of men. This observation was consistent with other studies’ 

findings among Asian-Islamic women (Rajaram & Rashidi, 1999) and among 

Cambodian women (Yi & Prows, 1996). Women reported needing men’s approval 

for BCS as an Arab culture practice. Henquin et al. (1994) in their study comparing 

Arab to Jewish patients found that husband’s approval is required for treatment 

among Arab women. Men’s fanaticism was unique to Jordanian and Palestinian 

women’s situation. The patriarchal family pattern described by the women in this 

study is parallel to that described in K halaf s and Callister’s (1997) report. Women
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mentioned that family interference acts as a barrier to care. Other investigators 

(Khalaf & Callister, 1997; Libbus & Kridli, 1997) presented similar findings 

regarding the child bearing experience and family interference. This study’s findings 

linking cultural factors inherent in values related to Islamic religion to lower 

participation is similar to Millon et al.’s (1999) findings. Preference for a female 

health care provider is a finding similar to Rajaram’s & Rashidi’s (1999) findings.

Barriers identified were linked to women’s value, dependence, role and 

commitment, carelessness, and lack o f  motivation. Jordanian and Palestinian women 

indicated a sense of being devalued by men in their culture and as easy to replace 

especially if they became “flamed” by the stigma of cancer. Another barrier was the 

lack of women’s independence, freedom, and decision making to pursue BCS. 

Women’s role and commitment requires Jordanian and Palestinian women to give 

priority to their families. In their study o f the stress o f immigration and the daily lived 

experience of Jordanian women who immigrated to the US, Hattar-Pollara and Meleis 

(1995) discussed findings similar to the above. Carelessness was expressed as 

laziness in the previous literature (Ciatto, Cecchini, Isu, Maggi, & Cammelli, 1992). 

Lack o f motivation was similar to a finding by Champion and Miller (1996).

Women’s lack of education is another common social situation barrier 

mentioned by these women and is consistent with findings in many studies (e.g. 

Bottorff et al., 1998; Hahn et al., 1998; Phillips et al., 1998). The following 

subcategories o f social situation barriers are unique to the Jordanian and Palestinian 

women’s situation. Participants reported that social background or class, lack of legal
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papers in the US or citizenship in Palestine/Israel, and the political situation o f war or 

Al-Intifada affect women’s participation in BCS.

Sociocultural beliefs was the second main category that was composed of 

cultural beliefs and social stigma o f cancer. Women listed multiple cultural beliefs. 

Other investigators findings were similar to this study’s findings: health care visits 

only for health problems, lack o f  health habits for screening, not convinced o f the 

benefit o f  screening, beliefs in traditional medicine usage, and fatalistic beliefs (Brant 

et al., 1999; Rajaram & Rashidi, 1998). The social stigma of cancer was consistent 

with reports in the literature as well. Several investigators confirmed social 

misunderstanding o f cancer, and fear o f getting breast cancer (Brant et al., 1999; 

Rajaram & Rashidi, 1998; 1999). Viewing cancer as shameful was consistent with 

Delbar’s (1999) report.

Socioeconomic factors such as affordability, accessibility, and availability 

discussed previously under enabling factors are commonly reported barriers in the 

literature. Affordability was described as lack of finances, health insurance, and high 

cost o f  CBE and mammogram. Accessibility was reported as lack o f  transportation 

and distance. Availability related to services and health professionals. Women 

associated these barriers with lack o f participation. These findings were parallel to 

findings in many studies (e.g. Donald et al., 1998; Facione, 1999; Segnan, 1997).

Knowledge was reported as a major barrier to participation by Jordanian and 

Palestinian women. Increasing women’s knowledge and awareness might increase 

their choice to participate in BCS. Many authors discussed found that increasing
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knowledge ultimately increased participation in different populations (Champion & 

Menon, 1997; Erwin et al., 1996; Frazier et al., 1996; Gelfand et al., 2000; Yi et al., 

1996).

Language was the last barrier that women highlighted. Communication with 

US health professionals can be hindered by inability to speak and understand the 

English language. This finding was compatible with Rajaram & Rashidi (1999) 

finding. The qualitative data of this study add richness and insight to our 

understanding of barriers.

Sample Limitations

In regard to potential impact o f length of stay of these women in the US 

culture on the findings, one could speculate that this sample was not fully 

representative of the targeted population of immigrant Jordanian and Palestinian 

women, i.e., those more closely tied to traditional Jordanian and Palestinian cultures. 

Women’s length of stay ranged between a few months to 46 years: 73.8% of the 

women had been in the US longer than 5 years and only 26.2% had been here for 5 

years and less. Longer stay in the US was associated with greater health habits, more 

encouragement from relatives and friends, more acculturation, and higher 

participation in BCS, especially mammography. Also, length of stay was associated 

with higher identification with the US culture, American media usage, American 

friendships, English language usage, and being Christian. Length o f stay was not 

associated with US culture practices, permissiveness, and patriarchal family type (see 

table in Appendix VI).
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It is possible that the investigator reached only the women that were more 

open and willing to talk. Perhaps the participants in the study had more exposure and 

interaction with the American culture and people than the women who were not 

reached. Therefore, these women, as a group, may have been more adapted to the US 

culture, blunting efforts to assess impact of traditional values on BCS participation.

Generalizability of the results from this study is also limited by the use o f the 

non-random, snowballing technique in a convenience sample identified from women 

or men in the Jordanian-Palestinian community in the Washington, DC area. Random 

sampling was not practical for this initial descriptive study. Moreover, the 

participants were obtained from the same community. Closeness of the community 

may have influenced women to share information about the study with each other. 

Women’s participation may have been reflective o f their curiosity to know more 

about the nature of the study or just to be nice and to please the investigator. The 

sample may not be representative o f all Jordanian and Palestinian women in the US. 

However, the Washington, DC. area has a diverse population of Jordanian and 

Palestinian women in relation to demographics. The voluntary nature of the sample 

and the context should be considered in the interpretation o f the findings. Given the 

sampling strategy, the high rates o f  agreeing to participate, and the speed o f data 

collection, the participants in the study could be considered highly interested in the 

issue o f participation in BCS. Additionally, these women may have been interested in 

learning about BCS, and BSE in particular, or self-selected from those less frightened 

by talking about cancer.
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Another limitation of the study was that all the instruments were self-report 

measures. Participants might have been shy to say no to the investigator and provided 

answers they thought the investigator desired. Some women shared their feelings o f 

discomfort regarding the stereotypical picture o f Middle Eastern people as “being 

backward “. It was not feasible in this study to use audits o f medical records to 

measure women’s participation and verify women’s responses.

In terms o f measurement issues, some scales did not have adequate reliability 

and, for some, relationships with each other were not as one would have expected if  

they were valid. Scales related to personal norms, including sub-scales o f fatalistic 

beliefs and conformity to society, social norms, and acculturation did not relate as 

anticipated. As discussed earlier in this chapter, in the future the investigator might 

refine the measures that were used or select more sensitive instruments to measure 

these constructs. Because these were scales in which socially desirable, rather than 

valid, answers may have been given, the use of a measure o f social desirability 

responses might also be used in conjunction with future work.

Given the findings, it is obvious that Arab culture is a male dominant culture 

and women’s behaviors might rtot be motivated by their own beliefs. The focus of 

this study was on women only. Having said that, it is appropriate to consider men’s 

perspective and beliefs regarding BCS and, in the future to explore the relationship of 

men’s attitudes, values, or beliefs to Jordanian-Palestinian women’s participation in 

BCS.

Even though the mediating model was not supported and the study had a
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number o f limitations, this study had a number o f strengths. The use o f Arabic 

language allowed collection o f data from a diverse population. Although this 

population is not considered “minority”, this group (Jordanian and Palestinian 

women) is different than other US women and has specific needs. The use o f  a pilot 

study was helpful in refining and improving the questionnaire and assessing its 

translation. The pilot study provided insight on the unexpected and evaluated the 

feasibility o f procedures. It identified problems with consent forms and data 

collection and suggested possible solutions. Most importantly, it evaluated the 

acceptability o f the trial educational intervention. Conducting this study among a 

previously unstudied ethnic minority group of women is a strength also. The use of 

homogeneous group of Jordanian and Palestinian women added strength to the 

findings because as discussed in chapter 2 there are cultural variations among the 

different Arab groups. Thus, the findings provided specific data useful to clinicians 

regarding this Jordanian and Palestinian population.

Future Research

This study has stimulated several avenues for future research. Future research 

is needed to understand further Jordanian and Palestinian women’s participation in 

BCS. Future research could be implemented in other geographical areas in the US. 

Future research could clarify quantitatively or qualitatively how personal and social 

norms or cultural factors relate to participation in BCS. Comparison of women’s 

participation among different groups o f Arab nationalities in the US would be of 

interest as well.
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Those women who were better informed were more likely to engage in BCS 

behaviors. Examining the relationship of the teaching, demonstration, and return 

demonstration of BSE to subsequent participation would be helpful. Lauver and 

colleagues (1999) recommend demonstration of BSE to women during the physical 

exam. Lauver’s comment highlights the need for teaching BSE to women in any 

possible circumstances and this is a place where clinicians interact with women and 

may take advantage o f the situation to increase women’s awareness. Clinicians should 

be creative in finding the ways to teach women. For the Jordanian and Palestinian 

women with multiple cultural barriers such as modesty issues and men’s control, 

teaching women about BSE and BCS at home was culturally acceptable. Many 

women commented how useful the breast model demonstration and return 

demonstration was. One way teaching at home could be implemented would be to 

teach volunteers in the community and send these volunteers to teach other women in 

the community. The finding that teaching BSE and BCS to women was effective in 

increasing BSE frequency was supported among African Americans (Champion & 

Menon, 1997; Erwin et al., 1996), Hispanics (Frazier et al., 1996; Gelfand et al., 

2000), Cambodian women (Yi et al., 1996) and Asian Islamic women (Rajaram & 

Rashidi, 1999). Therefore, it is anticipated that if a culturally appropriate teaching 

intervention could be designed, that BSE frequency could be ensured.

Also, it would be helpful to examine the relationship o f information offered 

regarding CBE and mammogram to participation. Many women stated that they had 

not received such comprehensive teaching and demonstration before and they were
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pleased to be informed about what they are supposed to do for their health. Some 

women stressed the benefit o f Arabic language literature in informing them.

Jordanian and Palestinian women had English language limitations especially with 

medical terms. These results emphasize the need for developing linguistically 

appropriate BCS materials. Further outcome studies could be done testing the 

relationships of availability of this culture-appropriate information to screening 

outcomes. One possibility would be to design a study to follow up on the participants 

in the current study who received post-data collection education from the investigator 

regarding BCS and evaluate their participation in BCS.

Further research must include revision and careful selection o f  sensitive 

measures to examine fear, personal norms, social norms, and acculturation. Present 

and future qualitative research can include open-ended questions to elicit these 

constructs and their meaning in order to develop more sensitive measures.

With regard to the model, there may be some relationships are moderating 

rather than mediating. It is also possible that some relationships proposed as 

mediating were actually moderating. This possibility could be assessed in subsequent 

analyses of data.

Men’s input was out of the scope o f the study, therefore there is a need to 

explore further Jordanian and Palestinian m en’s perspective regarding BCS, given the 

qualitative findings that strongly suggest that the Jordanian and Palestinian women’s 

participation in BCS is tied to male control. It is important to design a study to 

explore Arab men’s perspective. Men’s perspective then can be taken into
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consideration when designing an intervention that includes women and men. Also, it 

might be worthwhile to concentrate on the influential religious leaders’ perspectives 

and the potential to increase women’s participation in BCS by educating these 

opinion leaders.

According to Lauver et al. (1999) reduction o f barriers such as financial costs 

and geographic access promote mammogram and CBE. In this group of women, 

according to the enabling factors scale, women who were insured experienced fewer 

barriers related to affordability than uninsured women. Therefore, a study is needed to 

further examine differences in participation o f the insured and uninsured. Future 

research could also focus on understanding other factors that inhibit or encourage this 

group o f women’s participation in BCS. Once participation behavior of Jordanian and 

Palestinian women in screening is understood more completely, an intervention study 

could be designed to address a combination o f barriers for Jordanian and Palestinian 

women with the goal to increase their participation in BCS. Other Arab nationalities 

can be included in similar intervention studies as well.

To bridge the gap between two parts o f the world and to include other 

populations, future research could also focus on comparing US Jordanian and 

Palestinian women’s experience in the US with participation o f Jordanian and 

Palestinian women in their homeland.

To avoid selection bias, alternatives to snowballing sampling should be 

considered in similar future studies. Also a larger sample might be more diverse. 

Finally, longitudinal studies are needed to follow up women and assess their
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screening compliance.

Clinical Implications 

Screening for breast cancer continues to be a necessity for early detection. 

Screening is universal and appropriate to women from all ethnic backgrounds.

Despite this study’s limitations, this study provides valuable information to clinicians, 

as well as educators, and researchers. This study sheds light on a population that has 

not been studied before and therefore whose specific needs may not be identified as 

yet in the practice setting.

The available literature from Jordan and surrounding countries has 

implications for instructing clinicians about the differences between the Jordanian and 

Palestinian population and Western populations. Informing US health care providers 

about differences in stage of breast cancer presentation and the age differences 

between Jordanian and Palestinian women and Western women is important for 

several reasons. Studies need to be done to establish whether immigrant Jordanian 

and Palestinian women show the same pattern as their Middle-Eastern counterparts of 

late stage presentation of cancer, and diagnosis at an earlier age. Wide availability of 

cancer registries in the US may allow for studies of differences in stage and age at 

diagnosis of Jordanian-Palestinian and other Arab immigrant women as compared to 

other women in the US. Depending on the results, current guidelines for timing of 

BCS modalities may need some refinement for this population. US clinicians need to 

be aware of the possibility o f breast cancer diagnosis at an earlier age in Arab women. 

Findings emphasize the link between BCS and health habits involving annual
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preventive check-ups, as well as the power of the physician’s advice. Physician visits 

are indicators of mechanisms that are related to higher participation in BCS. Lauver et 

al. (1999) has emphasized the importance of demonstrating BSE to women during the 

annual physical exam. In addition, this researcher believes that return demonstration 

and reviewing information regarding CBE and mammogram are important to be done 

during the annual visit as well. This is an excellent place especially for nurses to 

intervene and provide education and guidance to help increase women’s knowledge. 

Furthermore, Arabic literature such as brochures and shower cards should be 

available and should be provided to Arabic speaking women during the annual visit. 

This information in particular is important to clinicians who interact with Arab 

populations such Jordanian and Palestinian women.

The qualitative data in general added richness to the body o f knowledge 

regarding this unique sample of Jordanian and Palestinian women. These data could 

potentially make a significant difference in designing an intervention that leads to 

outcome differences in BCS participation. Specific data on barriers speaks volumes. 

Women’s voices and cues are important to be incorporated when designing this 

intervention. The qualitative data on sociocultural factors in particular is informative 

and should be taken into consideration when dealing with women from this culture.
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Appendix 1.1 
(Demographics)

The following are demographic data to be collected. Please answer the following.

1. Year of birth__________________

2. In which country were you bom?_____________________

3. Please list dates and countries you lived in since you were bom?
Country (dates) from to

4. Last grade or degree you finished at school?

5. Marital Status
How many children you have_____________
If you are married or have been married specify the nationality of your husband?

6 . Are you employed Yes No Occupation

7. Is your husband employed Yes No Occupation

8 . Family history of breast cancer Yes_ No

If yes please specify the person’s relationship to you

9. Annual family Income 1. Less than $14,999
2. $15,000-524,999
3. $25,000-534,999
4. $35,000-549.999
5. $50,000-574,999
6 . $75,000-599,999
7. $100,000-5149,999
8 . $150,000 and more
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Appendix 1.8 
(Health Habits)

The next questions ask for some information related to health habits that include check-ups. 
Please circle the answer in each question that applies to your situation.

I go to my health provider for physical exam
(1) Annually
(4) Every 4-5 years

* I go for dental cleaning
(1) Every 6 months
(4) Every 3 years

* I go for eye check up
(1) Annually
(4) Every 4-5 years

* I practice breast self-exam
(1) Monthly
(4) Annually

(2) Every other year
(5) Less often than every 5 years

(2) Annually
(5) Less often than every 5 years

(2) Every other year
(5) Less often than every 5 year

(2) Quarterly
(5) Less often than one year

* I have had a breast exam by health care provider.
(1) Annually (2) Every other year
(4) Every 4-5 years (5) Less often than every 5 year

* I have had a mammogram.
(1) Annually (2) Every other year
(4) Less often than every 5 year (5) Once

* I go for a cervical exam (Pap smear)
(1) Annually (2) Every other year
(4) Every 4-5 years (5) Less often than every 5 year

3) Every 3 years 
6 ) Not at all

3) Every other year 
6 ) Not at all

3) Every 3 years 
6 ) Not at all

3) Every 6  months 
6 ) Not at all

3) Every 3 years 
6 ) Not at all

3) Every 3-5 years 
6 ) Not at all

3) Every 3 years 
6 ) Not at all
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Appendix 1.9 
(Enabling Factors)

Practical factors in the medical care system can affect whether or not women get the 
care they need. Please think about how much each of the following issues in the health 
care system may affect your getting a mammogram or breast exam. Please tell the 
phrase that best fits your situation: “not at all”, “a little”, “moderately”, “quite a bit”, 
or “extremely” by circling the number. If one of these factors is not applicable for you, 
please circle “not at all”.

Not A Moderately Quite Extremely
at all little a bit

* The long wait at the time of the 0 1 2  3 4
appointment (that is the day of)

* The high cost of transportation and or 0 1 2 3 4
parking

* My insurance/medical plan didn’t 0  1 2  3 4
cover having tests for breast health (If
you have no insurance/plan “How much 
does not having insurance plan affect 
your getting screening?”)
* The office or clinic is far away 0 1 2  3 4

* The high cost for having tests for breast 0  1 2  3 4
health

* My insurance (or medical coverage) is 0  1 2 3 4
too complicated to figure out

* The lack of transportation to the office 0  1 2  3 4
or clinic

* The long delays before my insurance 0  1 2  3 4
repaid my expenses

* The long wait between making an 0 1 2 3 4
appointment and the actual appointment

* It took too long to travel to office or 0  1 2 3 4
clinic
* The clinic was not open during the 0  1 2  3 4
hours when I could get there
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Appendix 1.14 
(Participation)

The following are questions about your participation in breast screening. Please answer 
them all.

1. How many times did you do breast self exam in the last 12 to 13 weeks, or 3 
months?____

2. When was the last date you had a breast exam by a health care provider?___________

3. When was the last date you had a mammogram?__________
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Appendix 1.3 
(Affect)

Next, I will read words that describe feelings and moods people have. Think of each word 
carefully, and how well it describes how you feel about doing a routine breast self exam, 
having a breast exam by health care provider and having a mammogram -  just for a check-up. 
Suppose the word is “happy,” then, you would tell me how happy you feel about having a 
routine check-up done: using the phrases “not at all,” “a little,” “moderately,” “quite a bit,” or 
“extremely”, or numbers from “0”, for “not at all,” to “4”, for “extremely.” Please circle the 
number that describes how you feel. There are no right or wrong answers.

Please answer how you feel regarding breast self exam
Not at all A little Moderately Quite a bit Extren

Tense 0 1 2 3 4

Uneasy 0 1 2 3 4

Relaxed 0 1 2 3 4

Nervous 0 1 2 3 4

Embarrassed 0 1 2 3 4

Anxious 0 1 2 3 4

Gaining peace of 
mind

0 1 2 3 4

Fearful 0 1 2 3 4

Restless 0 1 2 3 4

Reassured 0 1 2 3 4

Uncomfortable in 
touching my breast

0 1 2 3 4

Please answer how you feel regarding breast exam by health care provider
Not at all A little Moderately Quite a bit Extren

Tense 0 1 2 3 4

Uneasy 0 1 2 3 4
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Not at all A little Moderately Quite a bit Extremely

Relaxed 0 1 2  3 4

Nervous 0 1 2  3 4

Embarrassed 0 1 2  3 4

Anxious 0 1 2  3 4

Gaining peace of 0 1 2  3 4
mind
Fearful 0 1 2  3 4

Restless 0 1 2  3 4

Reassured 0 1 2  3 4

Uncomfortable about 0 1 2 3 4
having somebody 
touch my breast

Please answer how you feel regarding mammogram
Not at all A little Moderately Quite a bit Extremely

Tense 0 1 2  3 4

Uneasy 0 1 2  3 4

Relaxed 0 1 2  3 4

Nervous 0 1 2  3 4

Embarrassed 0 1 2  3 4

Anxious 0 1 2  3 4

Gaining peace of 0 1 2 3 4
mind

Fearful 0 1 2  3 4

Restless 0 1 2  3 4
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Not at all A little Moderately Quite a bit Extremely

Reassured 0 1 2 3 4

Uncomfortable 0 1 2 3 4
about exposing my
breast

Appendix 1.4 
(Fear)

Certain situations in peoples’ lives cause them to react differently. Some health issues 
might cause more fear in some individuals than others. Think about how fearful you 
might feel. Please respond to the following questions in terms o f no fear to extreme 
fear if  these situations might happen to you. Please put ‘X’ on the line to indicate how 
would you feel.

Example:
No fear------------------------------------------- x----------------------- Extreme fear
(Not at all fearful) (Extremely fearful)

1. If you found a lump in your breast, how fearful would you be?

No fear____________________________________________ Extreme fear

2. If you found out that the lump you had was breast cancer, how fearful would you be?

No fear____________________________________________ Extreme fear

3. If you found a lump in your breast and the doctor recommended surgery, how fearful 
would you be to have surgery?

No fear____________________________________________ Extreme fear

4. If you found out that you need chemotherapy for the lump in your breast, how fearful 
would you be?

No fear____________________________________________ _ Extreme fear

5. If you found out that you need radiation therapy for the lump in your breast, how fearful 
would you be?

No fear________  ___ Extreme fear
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Appendix 1.5 
(XJtility)

Women like yourself often have beliefs about breast screening and their outcomes.
We would like to know what you think about the following statements. Please use the 
phrases: “strongly or mildly disagree” and “strongly or mildly agree”. There are no 
right or wrong answers, only your opinions. Please circle the number that best 
describes your opinions.

Strongly Mildly Neither Mildly Strongly
Disagree disagree agree nor agree agree

disagree

If you had breast screening in the future, it would:

* Mean that you are taking care of yourself. 0 1 2  3 4

* Be important to your family. 0 1 2  3 4

* Mean making time for your health is 0 1 2  3 4
important.

If  you did breast self exam in the future, it would:

* Involve checking for breast tumor (even) 0 1 2  3 4
when you do not have symptoms.

* Find breast tumor in an early stage if it is 0 1 2 3 4
there.

* Help to see if your breasts are healthy. 0 1 2  3 4

* I am confident I could find abnormality in 0 1 2 3 4
my breast if it were there.

If  you had a breast exam by health care provider in the future, it would:

* Involve a test that was never done to you. 0 1 2  3 4

* Help find a tumor you can not find yourself 0 1 2  3 4
using breast self-exam.

* I might be told that I have a breast problem 0 1 2  3 4
such as breast cancer.
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Strongly
disagree

If  you had a mammogram in the future, it would:

* Help find breast cancer that your doctor 0 
or nurse cannot find in a physical exam.

* Expose you to too much radiation.

* You feel uncomfortable.

0

0

Mildly Neither Mildly Strongly 
disagree agree nor agree agree 

disagree

* Having a mammogram is part of good 
overall health care.

* Asking for a mammogram helps you feel in 
charge of your health care.

* Having a mammogram gives you a 
sense o f control over your health.
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Appendix 1.2 
(Knowledge)

Following are some questions that relate to your knowledge about breast abnormalities. 
Please circle the answer that best describes your knowledge. If you do not know please circle 
I do not know.

Please respond to the following statements with “True” if you think it is a true statement or 
“False” if you think it is a false statement.

* Breast cancer is a malignant disease. True False I don’t know

* Breast cancer can be fatal. True False I don’t know

* Breast cancer is contagious. True False I don’t know

* Saying the word “breast cancer” makes me catch it. True False I don’t know

* Breast cancer is caused by a trauma to the breast. True False I don’t know

* Radiation exposure (X-ray) causes breast cancer. True False I don’t know

* Oral contraceptive may cause breast cancer. True False I don’t know

* Women whose mother or sister had breast cancer are 
more likely to get breast cancer.

True False I don’t know

* The first sign of breast cancer is usually a painless lump. True False I don’t know

* One possible symptom of breast cancer is discharge from 
the nipple.

True False I don’t know

* The breast skin might change with breast cancer. True False I don’t know

* Swelling or enlargement of the breast is a possible sign or 
symptom of breast cancer.

True False I don’t know

For the next set of questions, please circle the answer that is the best to your knowledge.

* At what age should women begin breast self-exam?
(I) Age 13+ (2) Age 16+ (3) Age 18+
(4) Age 20+ (5) Don’t know

* How often should women do breast self-exam?
(1) Monthly (2) Quarterly (3) Every 6  months
(4) Annually (5) Don’t know
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* How often should women between 20 and 40 years of age have breast exam by health care 
provider?

(1) Annually (2) Every other year (3) Every 3 years
(3) Every 5 years (5) Don’t know

* How often should women over age 40 have breast exam by health care provider?
(1) Annually (2) Every other year (3) Every 3 years
(3) Every 5 years (5) Don’t know

* At what age should women get a first (baseline) mammogram?
(1) Age 35 (2) Between 35 & 40 (3) Age 40
(4) Age 50 (5) Don’t know

* How often should women between 40 and 49 years of age get a mammogram?
(1) Annually (2) Annually or every other year (3) Every 3-5 years
(4) Once (5) Not at all (6 ) Don’t know

* How often should women 50 years of age and older get a mammogram?
(1) Annually (2) Annually or every other year (3) Every 3-5 years
(4) Once (5) Not at all (6 ) Don’t know

* Women younger than 40 years should have a mammogram if they have family history of 
breast cancer?

True False I don’t know
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Appendix 1.6 
(Personal norms)

Your beliefs are very important and valuable to us. Below are statements that relate to breast 
screening. Please circle your amount of agreement or disagreement with the following 
statements.

* Treatment of breast cancer is worse than 
finding breast cancer.

* When discovering a mass, I use herbs to 
treat it.

* When discovering a mass, I use cautery 
to treat it.

* When discovering a mass, I do nothing.

* If I am going to get breast cancer I would 
get breast cancer, whether or not I check 
my breast.

Strongly Mildly Neither Mildly Strongly 
disagree disagree agree nor agree agree 

disagree
0 1 2  3 4

0 1 2  3 4

0 1 2 3 4

0 1 2  3 4

0 1 2  3 4

Appendix 1.7 
(Conformity to Society)

For the following examples please tell me what you think these women should do. Please 
circle one answer.

Naomi, a 45 year old married woman who found changes in her breast and wants to consult a 
health care provider. Naomi should consult,
1. a female health care provider
2 . a male health care provider
3. it does not matter if the health care provider is a male or female 

The same woman in the previous example Naomi should,
1. ask her husband for permission to consult a health care provider for the changes in her 

breast
2 . notify her husband that she is going to consult a health care provider for the changes in 

her breast
3. no need to inform her husband that she is going to consult a health care provider for the 

changes in her breast
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Another woman Sana is a 30 year old single woman who found changes in her breast. Sana is 
living with her parents and would like to consult a health care provider for changes she found 
in her breast. Sana should,
1 . notify her mother that she is going to consult a health care provider for the changes in her 

breast
2 . notify her father that she is going to consult a health care provider for the changes in her 

breast
3. notify both her parents that she is going to consult a health care provider for the changes 

in her breast
4. ask both her parents’ permission to consult a health care provider for the changes in her 

breast
5. ask her mother’s permission to consult a health care provider for the changes in her breast
6 . ask her father’s permission to consult a health care provider for the changes in her breast
7. Go to consult a health care provider for the changes in her breast without telling anybody

If Sana’s father is deceased and Sana has a brother, Sana should,
1 . ask her brother for permission to consult a health care provider for the changes in her 

breast
2 . notify her brother that she is going to consult a health care provider for the changes in her 

breast
3. no need to tell her brother that she is going to consult a health care provider for the 

changes in her breast

Hana is a 69 years old woman who found changes in her breast. Hana lives with her son and 
would like to consult a health care provider for the changes in her breast. What is appropriate 
for Hana to do,
1 . ask her son for permission to consult a health care provider for the changes in her breast
2 . notify her son that she is to consult a health care provider for the changes in her breast
3. no need to tell her son that she is going to consult a health care provider for the changes 

in her breast
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Appendix 1.11 
(Social norms)

Please rate how likely you would be to do each of the following, using the scale below.
Please put your “X” on the line to indicate how would you act.

Example:
Highly Unlikely --------------------------------------------- x---------------------- Highly Likely

1. Miss a medical appointment because someone in your family needed your help.

Highly Unlikely____________________________________ _______ Highly
Likely

2. Seek advice from your family and relatives about health decisions rather than making them 
by yourself.

Highly Unlikely____________________________________ .________ Highly
Likely

3. Express your opinions about your health to your family even if you believed they would 
disagree with you.

Highly Unlikely___________________________________ Highly
Likely

4. Follow your family’s advice about your medical treatment even if you preferred doing 
something different.

Highly Unlikely___________________________________________ Highly
Likely

5. Do something you strongly believed you should do for your health rather than loosing your 
personal freedom.

Highly Unlikely___________________________________ _________ Highly
Likely

6 . Do something you strongly believed you should do for your health even if it meant loss of 
support from your family.

Highly Unlikely____________________________________________  Highly Likely
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Appendix 1.13 
(Barriers)

* What are the barriers, if any, that you think interfere with Jordanian or Palestinian women’s 
participation in BCS? Please list them. If you need more space to write please write at the 
back of the paper.
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Appendix 1.10 
(Social Influences)

This is a list of people who are often important to a woman like yourself. Please, rate how 
strongly you believe each of these people encourage you to participate in breast screening 
(breast self exam, breast exam by a clinician, and mammogram)?

Example
If your grandfather strongly encourages you to participate in breast screening you would
circle strongly agree.

Does not Strongly Disagree Agree Strongly 
Apply disagree agree

My mother encourages me to 0 1 2 3 4
participate in breast screening

My daughter 0 1 2 3 4

My sister 0 1 2 3 4

My husband 0 1 2 3 4

Another female relative 0 1 2 3 4
Specify please___________

A female friend 0 1 2 3 4

My son 0 1 2 3 4

My brother 0 1 2 3 4

My father 0 1 2 3 4

A Nurse 0 1 2 3 4

A Doctor 0 1 2 3 4
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Appendix 1.12 
(Acculturation)

Please answer the following questions about your immigration to the states.

When did you move to the states (year)?______________

Do you visit your country of origin or where you grew up? Yes No
If  yes how often?______________________
When was the last time you visited your country of origin or where you grew up?

What were the reasons for your immigration to the United States? More than one reason 
might fit your situation. Please check or put an X for all that apply.
  Join other family members.
  Economic reasons (employment).
  Seek better quality of life.
  Reasons of political instability in the Middle East.
  Better future for my children.
  Marriage.
  Education.
  Other. Specify please___________________

In the next two questions, please tell me how much you identify with the US culture. Please 
check only one response by putting an X in the empty place next to the statement that best 
reflects your adoption of the US cultural practices.

To what extent do you want to adopt American culture?
  We want to see ourselves as Americans rather than Arabs or Arab-Americans.
  We want to become regular Americans who are proud of our Arabic Background.
  We wish to remain clearly Arabic in our values and culture, even if we are or become

US citizens.
  We wish to remain completely Arabic in our values and culture.

To what extent do you think you have adopted American culture?
  We see ourselves as Americans rather than Arabs or Arab-Americans.
  We see ourselves as regular Americans who are proud of our Arabic Background.
  We see ourselves as clearly Arabic in our values and culture, even if we are or intend

to become US citizens.
  We are completely Arabic in our values and culture; we do not want to become US

citizens.
  We are completely Arabic in our values and culture; we do not want to become US

citizens nor do we wish to adopt American culture as our own.
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The following set of questions reflects American versus Arabic practices. Please respond 
according to the response that best describes you.

Not at Some Most All
all time times times

Does the family celebrate Arabic holidays? 0 1 2  3
Please give examples____________________________

Does the family celebrate American holidays? 0 1 2  3
Please give examples____________________________

Do you celebrate birthday(s) with your son and daughter? 0

Less than Once a 2-4 some 5-7 most Every
once/week week days days day

How often do you cook Arabic food? 0 1 2 3 4

How often do you eat out? 0 1 2 3 4

How often do you watch American TV 
programs?

0 1 2 3 4

How often do you listen to American 
radio broadcasts?

0 1 2 3 4

How often do you read American 
magazines and newspapers?

0 1 2 3 4

How often do you associate with 
American friends?

0 1 2 3 4

How often do you associate with Arab 0 1 2 3 4
friends?

Your friends are: Only Mostly Some Mostly Only
Arabs Arabs Arabs Americans Americans

What is the language that the family Only Mostly Some Mostly Only
practices at home? Arabic Arabic Arabic English English
What language do you speak with Only Mostly Some Mostly Only
your children? Arabic Arabic Arabic English English
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Please answer the following two questions. If you do not have a son or a daughter please 
give an answer as if you have a son and a daughter.

Do you let your son have his own way? Never Sometimes Usually

Do you let your daughter have her own way? Never Sometimes Usually

Should women be allowed more personal More Balanced More
freedom or should they stay home more? stay at personal

home freedom

How do you feel about women Very un- Not Acceptable Very
working outside the home? acceptable acceptable acceptable

How do you feel about a woman Very un- Not Acceptable Very
being trained to become one of the acceptable acceptable acceptable
following: policewoman, barber, 
taxicab driver, construction worker, 
or going into the army?

Please answer the following questions.

1. Who is the head of your household?

2. Who handles money in the house? _

3. What religion does the family practice? Christian Islam Other

* Overall I am Not at all Somewhat Quite Very
religious religious religious religious

4. Please list the religious duties you practice regularly?_________________________

Thank you very much for your cooperation. 
We appreciate your Participation very much.

R eproduced with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



3 5 1

Appendix II: Arabic Questionnaire
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I W (Ĵ 2aJ»   1-la. -I*
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U N l V t  K 5  i 1 Y U  h
EASTMAN DENTAL CENTER 

SCHOOL OF MEDICINE AND  DENTISTRY 
SCHOOL OF NURSING 

STRONG MEMORIAL HOSPITAL 
UNIVERSITY MEDICAL FACULTY GROUP

ROCHESTER
M E D I C A L  C E N T E R

SCHOOL OF NURSING

Introductory Letter

United States Resident- Jordanian and Palestinian Women’s 
Participation in Breast Tumor Screening.

Investigators:
Lina Najib Kawar, Doctoral Candidate, RN  

Madeline H. Schmitt, Ph.D. RN FAAN 

Introduction
This letter describes a research study and what you may expect if you decide to participate. You 
are being asked to participate in a research study because you meet the requirements for this 
study: you are a Jordanian or Palestinian woman older than 18 years who is living in the United 
States. You are encouraged to read this letter carefully and to ask the person who presents it any 
further questions you may have before making your decision whether or not to participate.
This letter contains important information and telephone numbers, so you should keep this copy 
to refer to as the study proceeds. You are completely free to choose whether or not to participate. 
Participation in the study is voluntary. Refusal to participate will not interfere with your health 
care or have any influence on you at all; your refusal will not be discussed with anyone.

Purpose of Study
The purpose of this study is to examine how cultural factors, knowledge and attitudes of United 
States resident- Jordanian and Palestinian women relate to their participation in breast tumor 
screening programs. One hundred and twenty three United States resident- Jordanian and 
Palestinian women will take pan in this study here in the Washington, DC area. Your 
experiences and opinions are very imponant and will help me to develop a breast tumor 
screening awareness program that is very clear and sensitive to the Jordanian and Palestinian 
culture. 1 am interested in your opinions to help me construct this program.

Description of Study Procedures
If you agree to participate in the study, you will be asked to fill out a questionnaire. If you feel 
more comfortable to have me read the questions to you and then tell me which response you 
choose we can do that. After completing the questionnaire we will have a discussion about breast 
Tumors screening methods. I will demonstrate breast self exam on a model and you are welcome 
to return the demonstration, if you wish. This process will take place in your home or at another 
place you choose. Independent questionnaire completion could be done in a group session as 
well. This meeting will be held at a time that is convenient for you and will be for one time only. 
Information about breast tumors and breast tumor screening will be offered to you at the end of 
the interview. You may also choose to answer my questions over the phone. In this case, 1 will 
send you this introductory letter along with information about breast self exam in the mail.

H elen Wood Hall
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Risks of Participation
There are no anticipated risks involved in this study.

Benefits of Participation
Education about breast tumors and screening for breast tumors will be offered to you, but you 
will receive no further direct benefits, at the present time. However, the hope is that this research 
ultimately will assist Jordanian and Palestinian women to have a better understanding of breast 
tumors and may result, in the future, in early screening and detection of breast tumors and 
changes.

Alternatives
The alternative to participating in this study is not to participate.

Voluntary Participation
Participation in this study is voluntary. You are free not to participate or to withdraw at any time 
during the interview, for whatever reason. If you choose to withdraw, the gathered information 
will be retained for the study, unless you request it not to be used.
If you do not choose to participate, or you withdraw from participating, you will not lose any 
present or future care you would otherwise receive.

Costs
There is no cost to you to participate in this research study.

Confidentiality of Records
Confidentiality of all information will be strictly protected. All questionnaires will be kept in 
locked cabinets and no one will have access to them, except the researchers. A numerical number 
will be assigned to your questionnaire, but it will not be possible to identify the data you 
provided, because no names will be written on the questionnaire and no list of participants, by 
names, will be kept. The results of this research study may be presented at meetings or in 
publications. However, only group data would be presented.

Contact Persons
For more information concerning this research, please feel free to contact principal investigator: 

Lina Kawar at #  or 
Madeline Schmitt at # , at any time.

Thank you very much for agreeing to participate in this study.

If you have any questions about your rights as a research subject, you may contact the Human 
Subjects Protection Specialist at the University of Rochester Research Subjects Review Board, Box 

 you may call toll-free,

1 have read the contents of this letter. 1 have had the opportunity to ask questions and received 
answers. 1 agree to participate in this study. This letter is mine to keep.
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EASTMAN DENTAL CENTER 
SCHOOL OF MEDICINE AND DENTISTRY 

SCHOOL OF NURSING 
STRONG MEMORIAL HOSPITAL 

UNIVERSITY MEDICAL FACULTY GROUP

SCHOOL OF NURSING
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U N I V E R S I T Y  O F RESEARCH SUBJECTS REVIEW BO ARD

DATE: Wednesday, December 20, 2000

T O : Lina Kawar, RN

FROM : John Loughner, Pharm .D .
C hair, R esearch Subjects R eview  B oard

Chin-To Fong, M D
A ssistant C hair, R esearch  Subjects R eview  B oard

RE: R SR B  E x em p tio n  
P ro to co l T itle : United States Resident - Jordanian and

Palestinian Women's Participation in Breast Cancer Screening

T he RSRB has reviewed this study and determ ined that it does not require  continuing rev iew  for the  following 
reason:

D  Studv does not oualifv as hum an subjects research  <45 CFR 46.1021

  A ctiv ities b e in g  c o n d u c te d  d o  n o t m ee t the  fe d e ra l defin ition  o f  r e s e a rc h

R esearch  does not invo lve h u m a n  su b je c ts  as d e fin ed  in th e  fe d e ra l re g u la tio n s

Sm dv is exempt from  federal regu lation  under the follow ing ca tereo rv  (45 CFR 46.1011:

  1. E d u ca tio n a l re se a rc h  c o n d u c te d  in e d u ca tio n a l se ttings

/  2. S u rv e y /in te rv ie w /o b se rv a tio n a l re se a rc h  *

  3. S u rv e y /in te rv ie w /o b se rv a tio n a l re sea rc h  invo lv ing  public o ffic ia ls  o r  c an d id a te s  for

Im p o r ta n t  Notes:

An exem ption means that you do not need to subm it an  annual progress report to the R SR B , or seek re-approval on 
an annual basis.

T he RSRB requires that investigators subm it an am endm ent before any changes to a s tu d y  are im plem ented.

* Studies involving interview s or su rveys w ith su b jec ts  17 years o f  age or less are not exem pt.

B y University o f R ochester policy, all studies invo lv ing  subjects 17 years o f  age or less m ust include 
parent/guardian perm ission.

Exem ptions are not allow ed in catergories 1-6 if  the  study  involves fetuses in vitro, p reg n an t w om en, human in-vitro 
fertilization or prisoners.

pu b lic  office

4. S e c o n d a ry  use o f  an o n y m o u s  p re -e x is tin g  d a ta

5. E v a lu a tio n  of p u b lic  ben efit o r  se rv ice  p ro g ra m

6. T as te  an d  food q u a lity  s tu d ie s

 
 

Revised 8/23/00
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U  N  I V  E  R  S  1 T  Y  O F
RESEARCH SUBJECTS REVIEW BO ARD

ROCHESTER
R S R B : E x e m p t

P r in c ip a l  In v e s tig a to r :  L in a  K a w a r , R N

P ro je c t  T it le : U n ited  S ta te s  R esid en t - J o r d a n ia n  a n d  P a le s t in ia n  W o m e n ’s P a r t ic ip a t io n  in  B re a s t  
C a n c e r  S c re e n in g

T he board  has rev iew ed  the follow ing A D D E N D U M  m ate ria l you h av e  su bm itted  regard ing  the ab o v e  
app lica tion  and  has g iv en  A PPR O V A L .

A dditional R em arks: Exem pt A pproval. A m endm en t R eq u est S u b m itted  5/30/01
1) A dd ition  o f  Phase 11 - as a concept study  w ith  the p ro v iso  that th e  rev ised  survey and  in form ation  le tter 
w ill be  subm itted  p rio r to  subject accrual. Phase  11 to in c lu d e  the fo llo w in g  changes: A ) A ddition  o f  
W ash ing ton  D C  as recru itm en t site B) Increased  num ber o f  p a rtic ip an ts  to  123 C) A dd ition  o f  
com pletion  o f  surveys o v e r the te lephone and in sm all g ro u p  m eetin g s D ) D iscon tinued  use o f  signed  
consen t form  - only  rev ised  Inform ation le tter w ill be  g iv en  to  partic ip an ts .

T he am endm en t to the above project has been  approved  b y  exped ited  re v ie w  and rem ains exem pt. T he 
app roved  change(s) in th e  research ac tiv ity  m ay  now  be in s titu ted  b y  the p rinc ipa l investigators.

T his am endm ent app roval is contingent upon  being co n d u c te d  in acco rd  w ith  the p ro toco l as subm itted  
and app roved .

Please no te  that an y  further changes m ust also  be rev iew ed  and  approved  by  the R S R B  befo re 
im plem en ta tion .

C h in -T o  F ong , M .D .
R S R B  A ssis tan t C hair

T he D epartm en t o f  H ea lth  and H um an S erv ices has ap p ro v ed  a M u ltip le  P ro ject A ssurance (M P A ) w ith 
the  U n iv e rs ity  o f  R o ch este r (M -1357)

 

Jphn  E. L o u g h n e r/P b a rm . D 
R SR B  C hair
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U N I V E R S I T Y  O F RESEARCH SUBJECTS REVIEW BO A R D

ROCHESTER
R S R B : E x e m p t

P r in c ip a l  In v e s tig a to r :  L in a  K a w a r ,  R N

P ro je c t T it le : U n ited  S ta te s  R e s id e n t - J o r d a n ia n  a n d  P a le s tin ia n  W o m e n ’s P a r t ic ip a t io n  in  B re a s t  
C a n c e r  S c reen in g

T he board  has review ed the fo llo w in g  A D D E N D U M  m ateria l y o u  have su b m in ed  reg a rd in g  th e  above 
app lica tion  and has g iven  A P P R O V A L .

A dditional R em arks: E xem pt A p prova l. A m en d m en t R eq u est Subm ined  8/20/01 1) R ev ised  su rvey
and in form ation  le tter su b m in ed  as p e r  p rov iso  5 /3 0 /0 1 .

T he am endm ent to  the above p ro jec t has b een  ap p ro v ed  b y  exped ited  rev iew  and  rem ains ex em p t. T h e  
app roved  change(s) in the research  ac tiv ity  m ay  n o w  be in s titu ted  by  the p rin c ip a l in ves tiga to rs .

T h is am endm ent ap p rova l is co n tin g en t upon  b e in g  con d u c ted  in  accord w ith  the p ro toco l as su b m in ed  
and approved .

P lease no te  that any  fu n h e r ch an g es  m ust a lso  be  rev iew ed  and app roved  by the R S R B  befo re  
im plem entation .

C hin-T o F o n g , M .D .
R SR B  A ssistan t C hair

T he D epartm ent o f  H ea lth  and H u m an  Serv ices has app roved  a M ultip le P ro jec t A ssu rance  (M P A ) w ith  
the U n iv ers ity  o f  R o ch este r (M -1 3 5 7 )

 
 

Joh ij E. L o u g h n ery P h arm . D  
R S R B  C hair V
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U N I V E R S I T Y  O F
RESEARCH SUBJECTS REVIEW BO ARD

ROCHESTER
RSRB: Exempt

P rinc ipa l  Investigator: L ina  K a w a r ,  RN

P ro je c t  T it le : U nited  S ta te s  R e s id e n t - J o r d a n ia n  a n d  P a le s tin ia n  W o m en ’s P a r t ic ip a tio n  in B re a s t  
C a n c e r  S creen ing

T h e  board  has reviewed the fo llow ing  A D D E N D U M  m ateria l you have  subm itted regard ing  the above  
app lica tion  and has g iven A P P R O V A L .

A dditional Remarks: E xem pt A p p ro v a l. A m en d m en t R equest Subm itted  10/02/01.
1) C hange in exclusion criterion .

T he am endm ent to the above pro jec t h as  been  ap p ro v ed  by  expedited  review  and rem ains exem pt. The 
approved  change(s) in the research  ac tiv iry  m ay  n o w  be  institu ted  by  the principal investigators.

T his am endm ent approval is con tingen t upon  b e in g  conducted  in accord w ith  the pro toco l as subm itted  
and  approved .

P lease  note that any fu rther ch an g es m ust a lso  be  rev iew ed and approved by  the R SRB  before 
im plem entation .

C hin-T o Fong, M .D .
R SR B  A ssistant C hair

T he  D epartm ent o f  H ea lth  and H u m an  Serv ices has approved  a M ultip le Project A ssurance (M P A ) w ith 
the U n iversity  o f  R ochester (M -1357)

 
 

D ate
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U N I V E R S I T Y  O F RESEARCH SUBJECTS REVIEW BOARD

ROCHESTER

To: Lina Kawar, RN

Box:   

From:Chair, Research Subjects Review Board 

RE: Exempt Amendment Reouest

Title: United States Resident -  Jordanian and Palestinian Women's Participation in 
Breast Cancer Screening

Date Amendment Request Submitted: February 11, 2002

The materials referenced below have been reviewed. Based on this submission, the 
project remains exempt. Change(s) in this research project may now be instituted by 
the principal investigator(s).

Additional Remarks: Exempt Amendment.

1. Change in total number of subjects from 123 to 130.

The determination of exemption is contingent upon the study being conducted as 
described with this amendment.

Please note that any further changes must be reviewed by the RSRB prior to 
implementation.

Signature'
ChCh

Date:
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Appendix VI: Table o f correlations for study variables
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3 7 7

Correlations Between Sociocultural Factors, Psychological Variables, Knowledge, 

Enabling Factors, and Participation

Variable 10 11 12 13 14 15 16 17

1. Affect (BSE, CBE, -.20* -.18* -.05 -.25** .00 -.14 .10 .27**
Mammogram) 

2. Fear .04 .11 .11 .14 .29** -.02 .14 .13

3. Utility (11-item) .07 .22* .30** .25** .35** .16 -.30** -.29**

4. Personal Norms -.07 -.12 -.24* -.12 -.31** -.04 .12 -.02
(Conformity to Society) 

5. Personal Norms -.09 -.05 -.11 -.14 -.22* .02 .20* .16
(fatalistic beliefs)

6. General Health Habits .14 .45** .50** .56** .30** .38** -.20* -.34**
(4-item)

7. Social Influences .10 .19* .16 .29** .42** .25** -.37** -.14

8. Social Norms -.09 .07 -.18 -.03 -.16 -.05 .22* .12

9. Acculturation .07 .17 .18 .12 .34** .21* -.25** -.07

10 Participation in BSE .17 .01 .59** .15 -.06 .08 -.10

11 Participation in CBE .57** .64** .27** .15 -.06 -.23**

12. Participation in 
Mammogram

13. Participation (triads)

.64** .28**

.31**

.28**

.20*

-.23*

-.14

-.25**

-.32**

14. Knowledge .27** -.22* -.23**

15. Length of stay * 29** -.31**

16. Muslim .24**

17. Enabling Factors

*P < .05, **P <  .01, ***P  <  .001.

Reproduced  with permission of the copyright owner. Further reproduction prohibited without permission.




