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ABSTRACT OF THE DISSERTATION 

 

The Association Between Immigrant Muslim Arab Women’s Health Beliefs, Knowledge, 

Fatalism, Modesty, Perceived Spousal Support and Their Mammogram Utilizations: A Mixed- 

Methods Approach 

 

by 

 

Sarah Abdulkareem A. Alkhaifi 

Doctor of Philosophy in Nursing 

University of California, Los Angeles, 2021  

Professor Felicia S. Hodge, Chair 
 

Breast cancer (BC) is the most commonly diagnosed cancer among females in the United 

States (ACS, 2021). Substantial evidence has shown that regular mammogram screenings are 

effective for early BC detection and mortality reduction. Immigrant Muslim Arab women 

(IMAW), however, are less likely to be engaged in breast cancer screening (BCS), particularly 

mammogram screening. Few studies have explored factors associated with low mammogram 

utilization among IMAW. Additionally, all have overlooked an important factor—a husband’s 

influence in adherence to mammography screenings. In Arab and Muslim cultures, a husbands’ 

influence and responsibilities extends to their wives’ healthcare-seeking behaviors, thus 

becoming an important factor in a woman’s health status.  



  

 

  

  

iii 
  

Developing and implementing a qualitative and quantitative mixed-method study sought: 

1) to investigate associations between levels of IMAW’s health beliefs, BC knowledge, BC 

fatalism, modesty, perceived spousal support, and receiving physician recommendations and 

mammogram utilization; and 2) to better understand IMAW’s experiences and perceptions of 

spousal influence on mammogram utilization within their sociocultural context. The quantitative 

portion of the study was guided by the health beliefs model utilizing online surveys in Arabic 

and English. Due to the COVID 19 pandemic, a convenience sample was recruited using social 

media methods. Independent variables measured five scales: 1) perceived spousal support, 2) 

modified Powe fatalism inventory, 3) modesty measure for Muslim women, 4) BC knowledge, 

and 5) Champion breast health beliefs. Questions regarding receiving a health care providers’ 

(HCPs) recommendation for mammography was measured by self-report. Logistic regression 

explored relationships between independent variables and two outcomes: 1) ever had a 

mammogram, and 2) had a mammogram in the past two years.  

Guided by symbolic interactionism, the qualitative portion of the study was conducted on 

a purposive sample of IMAW. A semi-structured interview guide in Arabic and English was 

used during the one-on-one interviews. Arabic interviews were translated into English and then 

transcribed by professional employees. Interviews were analyzed utilizing thematic analysis 

(Braun and Clarke, 2008). ATLAS.ti was used for the data analysis.  

The 184 IMAW participants in the quantitative study had an average age of 50 years (SD 

= 3.5, range = 45–58 years); 86.6% reported having at least one mammogram in their lifetime, 

and 32.6% within the past two years. In bivariate analyses, perceived self-confidence, BC 

knowledge, receiving HCP recommendation, and perceived spousal support were positively 
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associated with both outcomes (having had a mammogram and having one in the past two years). 

Whereas, perceived mammogram barriers was negatively associated with both outcomes. 

Perceived mammogram benefits was positively associated with only having had a mammogram 

within the past two years. In the final multivariate model, level of knowledge and perceived 

mammogram barriers retained the significant prediction of both outcomes, and receiving HCP 

recommendation of having had a mammogram.  

The 20 qualitative interviews, 16 in Arabic and four in English, produced five themes: (1) 

types of husbands’ support experienced by IMAW; (2) the impact of husbands’ support on their 

wives’ attitudes about mammograms; (3) the importance of husbands’ support for mammogram 

use; (4) reasons behind inadequate husbands’ support; and (5) notions of “individual and 

collective duty” of enhancing husbands’ support.  

Investigating factors influencing IMAW’s BC screening behaviors has resulted in 

important findings that can guide medical providers and nurses to a better understating of the 

factors influencing IMAW’s health-seeking behaviors and thus assist in positive BC screening 

behaviors. Promoting biennial mammography among IMAW may require a culturally tailored 

intervention to improve IMAW’s BC knowledge and health beliefs. Muslim and Arab men 

should also be educated about the importance of their support to enhance mammogram 

utilization among IMAW.  
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Chapter 1: Introduction 

Breast cancer (BC) is the most common cancer affecting women worldwide (World 

Health Organization [WHO], 2021).  In 2020, there were approximately two and a half million 

BC diagnoses and 685,000 deaths globally (WHO, 2021). In the United States, an estimated 

281,550 cases of invasive BC will be diagnosed in 2021, in addition to 49,290 new cases of in-

situ BC (ACS, 2021).    

Regular mammogram screenings are recommended for early BC detection. Substantial 

evidence has shown that early BC detection is a crucial factor in treating BC and decreasing its 

mortality rate. Increasing mammogram screenings has reduced BC mortality by 40% from 1987 

to 2017 in the United States. However, a high BC mortality rate still exists among women from 

ethnic minorities owing to their low use of mammogram screenings (ACS, 2019). 

Immigrant Muslim Arab women (IMAW) are less likely to be engaged in breast cancer 

screening (BCS), especially mammograms (Alatrash et al., 2021; Ayyash et al., 2020; Hasnain et 

al., 2014 Schwartz et al., 2014). Few researchers have evaluated mammogram screening rates 

among immigrant Muslim women or IMAW. Each, however, has reported lower biannual 

mammogram rates than those recommended by the Healthy People 2030 target, which is 77.1% 

(CDC, 2020).  

A survey on Muslim women in Michigan (N = 205) reported that only 64% had obtained 

mammograms within the last two years (Boxwala, 2011). A Chicago-based study showed a 

biannual mammogram rate of 52% among 2,017 Muslim women. In Dearborn, Michigan, two 

studies conducted on IMAW showed that 58% (N = 365) and 51% (N = 102) had undergone a 

mammogram in the previous two years (Ayyash et al., 2020; Sckwartz et al., 2014). Two other 

studies conducted in Chicago among immigrant Muslim women, a significant proportion of 
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whom were IMAW, revealed that only 37% (n = 240) and 35% (n = 207) had had mammograms 

within the previous two years (Hasnain et al., 2014; Padela et al., 2015). Finally, an IMAW study 

in California (N = 213) showed that only 59% had received a mammogram in the past two years 

(Alatrash, 2020).  

A few studies have also explored low BCS utilization among IMAW. Chapter 2 reports 

on the detailed factors that influence BCS among IMAW. Additionally, results from other 

studies conducted on similar populations to IMAW were included in Chapter 2 (pp. 30–80). 

 Who Is Arab American? 

According to the Arab American Institute (AAI) (2012), an Arab American (AA) is an 

immigrant in the United States from an Arab country (AAI, 2012). The Arab world comprises 22 

countries located in the North Africa and Gulf region (United Nations [UN], 2009), including 

Bahrain, Somalia, Lebanon, Egypt, Saudi Arabia, Iraq, Jordan, Mauritania, Oman, Palestine, 

Sudan, and others (American-Arab Anti-Discrimination Committee [ADC], 2009). 

Immigrants from Arab countries came to the United States in three waves. The first wave 

took place between 1870 and 1924, bringing about 250,000 Arabs who were mostly Christians 

looking for economic opportunities and political stability (Foad, 2013). After World War II, from 

1948 to1965, a second wave of immigration started. Most of the immigrants were Palestinians 

fleeing the Arab–Israeli War. The third wave of immigration has been taking place from 1965 to 

the present. The number of Arabs who came during these waves has increased their population in 

the United States more than sevenfold since 1870. Most immigrants left their countries of origin 

because of amplified political instability and increased religious and ethnic tensions in their 

native countries. Lebanese (120,000) migrated to the United States as a result of the Lebanese 

Civil War and Iraqis (53,000) left Iraq due to the Gulf Wars, in addition to immigrants from 
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Somalia, Syria, and other countries (Foad, 2013). The second and third waves were primarily 

composed of Muslim (World Directory of Minorities and Indigenous People, 2018). Since 1965, 

according to the latest Arab American institute (AAI) census, the number of Arab immigrants in 

the United States has increased to an estimated 4 million (AAI, 2010). 

Arab Americans reside in all 50 states but are largely concentrated in California, 

Michigan, New York, Chicago, and Washington, D.C. (ADC, 2012). Lebanese Americans 

constitute the largest number of AAs residing in most states numbering 501,907 individuals, 

followed by 190,078 Egyptians (AAI, 2010). The Arab community in the United States is 

religiously diverse. According to the ADC (2012), up to 63% of AAs are Christians and under a 

quarter are Muslim. The AA community is also ethnically diverse and include Kurds, 

Armenians, Middle Easterners, and others (World Directory of Minorities and Indigenous 

People, 2018).   

The Population of Interest   

 The population of interest in this dissertation is immigrant Muslim Arab women 

(IMAW). Chapters 1 and 2 expand a discussion in factors that influence BCS among immigrant 

Muslim women (IMW), Immigrant Arab women (IAW), and Arab women living in Arab 

countries. Because of the limited number of studies exploring BCS utilization among IMAW in 

the United States and because some studies show a similarity among these three populations in 

attitudes and behaviors toward preventive measures against illness, treatments, and screenings 

(Dallo & Kindratt, 2015), studying BCS utilization is timely. 

Chapters 1 and 2 provide an insight on how emerging contextual factors related to 

migration influence BCS among IAW and IMAW. Factors such as acculturation, language 

barriers, difficulties navigating the United States health care system, and discrimination in health 
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settings have influenced IAW’s BCS practice and views (Alatrash, 2020; Alatrash et al., 2021; 

Salman, 2014; Schwartz, 2008; Kawar, 2009) they are discussed in detail in Chapter 2.  

Reviewing factors that affect BCS among Arab women residing in Arab countries 

provides broader perspectives related to their culture, health beliefs, and practices. Qualitative 

studies exploring BCS among female immigrants from Arab countries suggest that some beliefs 

and health practices in their home countries influenced their BCS practices after immigration to 

the United States (Azaiza & Cohen, 2008; Raymond, 2014; Saadi, 2015).  

Chapters 1 and 2 also review studies conducted on IMW from Middle Eastern and Arab 

countries. Including these studies provided a comprehensive understanding of BCS utilization 

among IMAW due to a great similarity between Arabs and Middle Easterners in terms of the 

geography. The Middle East mainly comprises Arab countries located from Egypt to the Arabian 

Gulf, in addition to Iran. Thus, some Arab countries are also considered Middle Eastern 

countries (e.g., Egypt, Lebanon, Syria, etc.). However, non-Arab countries such as Turkey are 

sometimes considered part of the Middle East and sometimes part of Europe. In addition, 

Afghanistan and Pakistan are usually described as South Asia and sometimes as Middle East 

(ADC, 2012).  

Secondly, the dominant religion in Arab and Middle Eastern countries is Islam (World 

Directory of Minorities and Indigenous People, 2021). Many Arabs see Islam as “a way of life to 

live, a system to be followed, a code of ethics and a constitution to be applied in the daily life of 

every person” (Athar, 1996, p.118). Studies have shown that Islamic beliefs such as modesty 

have influenced Muslim Arabs’ and Middle Easterners’ health practices and attitudes; this topic 

is discussed in detail in Chapter 2 (pp. 64–69).    



  

 

  

  

5 
  

Thirdly, a related language is another similar feature among Arabs and Middle 

Easterners. Arab is a linguistic term that could be used to describe those who speak Arabic as 

their primary language (AAI, 2010). Middle Easterners, on the other hand, speak Arabic or other 

languages according to their countries of origin. For example, people from countries such as 

Bahrain, Qatar, Lebanon, Saudi Arabia, Jordan, and Palestine speak Arabic. Iranians speak Farsi, 

Pashto, or Arabic and Pakistanis speak Urdu (World Directory of Minorities and Indigenous 

People, 2021).  

Breast Cancer Prevalence and Mortality Rates 

Global Breast Cancer Prevalence and Mortality Rates 

The prevalence of BC among women is a cause for serious concern globally (Institute for 

Health Metrics and Evaluation [IHME], 2020; WHO, 2021). A report from WHO stated that BC 

is the most common cancer afflicting women and that there were about two and a half million 

BC diagnoses worldwide in 2020 (IHME, 2020; WHO, 2021). Results from the Global Cancer 

Observatory reported that female BC has surpassed lung cancer prevalence. In 2020, female BC 

prevalence was 11.7% (3.2 million cases), while lung cancer prevalence was 11.4%.  

Breast cancer is the leading cause of cancer-related death in women (WHO, 2020). In 

2020, there were approximately 685,000 deaths due to female BC globally (WHO, 2021), with a 

mortality rate of 7% of all cancer types among men and women. Results from the Global Cancer 

Observatory reported that of all cancer types (among men and women), female BC ranks the fifth 

leading cause of cancer mortality globally. Additionally, it accounts for one in six cancer-related 

death reported in 159 out of 185 countries (Sung et al., 2021). 

Breast Cancer Prevalence and Mortality in the United States 

Breast cancer is the most commonly diagnosed cancer among females in the United 
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States; about one in eight women living there is expected to develop BC in her lifetime. The 

latest ACS report stated that, in February 2021, there were 3.8 million women with a history of 

BC or are currently being treated for BC (ACS, 2021). Additionally, it is estimated that by 2021 

there will be 281,550 new diagnoses of invasive female BC - in addition to 49, 290 new 

diagnoses of BC in situ in the United States (ACS, 2021). The increasing prevalence of female 

BC in the United States over the last four decades is attributable to five major factors: (a) 

changing reproductive patterns, (b) longer life expectancy, (c) increased incidence of obesity, (d) 

greater prevalence of menopausal hormonal therapy, and (e) increased BC detection via 

screenings (ACS, 2018). 

The BC mortality rate among women in the United States is higher than that of any other 

type of cancer except lung cancer. In 2021, an estimated 23,600 women will die due to BC. 

However, the mortality rate among women aged 50 years old and older has decreased by 1% 

every year from 2013 to 2018, owing to early detection and advanced BC treatment (ACS, 

2021).  

Breast Cancer Prevalence and Mortality in Immigrant Arab Women 

Unfortunately, BC prevalence and mortality rate cannot be estimated among IAW 

because AAs are not recognized or reported as a minority or subgroup group on the national 

registry by the U.S. Office of Management and Budget (Bergmans et al., 2014). Additionally, in 

most epidemiological studies, AAs are categorized as NHW. This categorization ignores the 

geographical difference between Arab countries and European countries. To explain further, the 

Middle East (which includes the Arab countries) comprises 12 Persian and Gulf countries and 10 

North African countries. There are no European countries in the Middle East, but Middle Eastern 

and AA populations have been categorized along with most Europeans as NHW in national 
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databases (Nasseri, 2009).    

Classifying IAW as NHW women may cause researchers to overlook major disparities in 

health practices and behaviors and practices within each geographic area (Dallo & Kindratt, 

2015). In fact, studies have shown differences between IAW and NHW American women in 

health practices and behaviors such as obtaining BCS and the flu vaccine (Dallo & Kindratt, 

2015). Thus, findings regarding BC prevalence and the associated mortality rate are based on 

very few epidemiological studies (Dallo & Kindratt, 2015; Nasseri, 2009). These studies tracked 

Arabic or Middle Eastern middle surnames in national registries to estimate BC prevalence and 

mortality among IAW. 

Studies reporting BC prevalence and mortality among IAW are dated, however, they are 

considered the current gold standard. These studies report that minority immigrant women in 

developed countries, including IAW including IMAW, are more likely to be diagnosed with BC 

at advanced stages than at early stages of the disease, with a subsequently higher mortality rate 

(ACS, 2011; Bergmans et al., 2014). In a study conducted in California that tracked Arab 

surnames using the surveillance, epidemiology, and end results (SEER) program, the incidence 

of BC among IAW was higher than the incidence in Black American women (RR = 1.25; 95% 

CI:1.03, 1.53) and Hispanic women (RR = 1.65; 95% CI:1.32, 2.06) (Reeder-Hayes, Wheeler, & 

Mayer, 2015).   

Nasseri, Mills, and Allan (2007) found higher BC prevalence among IAW and immigrant 

Middle Easterners women than women in their home countries. When the researchers analyzed 

California cancer registry data from 1988 to 2004, they identified 33,700 women as Middle 

Eastern or origin based on their middle and family names, as well as an additional 30% (n = 

101,100) of Middle Easterners who were Arab (Nasseri et al., 2007). The study revealed that 
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IAW and immigrant Middle Easterners women have a BC prevalence 2.4 times higher than that 

of women who have remained in their countries of birth. 

Not only do IAW and immigrant Middle Easterners have higher BC prevalence, but also 

the odds of dying of BC among first-generation Arab and immigrant Middle Easterners women 

increase with the duration of residency in the United States compared to U.S. born NHW 

women. The risk of being diagnosed with BC correlates with duration of residency in the United 

States (Nasseri & Moulton, 2011). The odds of dying from BC are 1.15 (95% CI:0.85–1.57) for 

women who have lived in the United States for less than 10 years, 1.30 (95% 1.09–1.55) for 

those who have been U.S. residents for 10 to 24 years, and 1.31 (95% CI:1.00–1.70) for those 

who have lived in the United States for 25 or more years (Nasseri & Moulton, 2011). 

Like Arab women living in Arab countries, IAW were found to be younger at the time of 

their BC diagnosis compared to European and African American women. A study based on 

SEER data from 1973–2003 found that the mean age of IAW who received a BC diagnosis was 

57 years, compared to European American women at 61 years and African American women at 

58 years (Hensley et al., 2009). 

As a minority group, IAW in the United States appear to experience worse BC outcomes 

compared to NHW women. This disparity has been shaped by numerous factors, including 

higher rates of aggressive BC subtypes, more advanced BC at the time of diagnosis, and lower 

incidence of appropriate BC treatment (Reeder-Hayes et al., 2015). 

Breast Cancer Screening Prevalence Among Immigrant Arab Women 

Despite the risk for BC among women from ethnic minority groups, women from these 

groups are less likely than other groups to utilize BCS services. Studies report biennial 

mammogram screening rates among IAW, IMAW, and IMW as low in comparison to the 
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recommended screening rate, which is 81% highlighted in the Healthy People 2020 guidelines 

(CDC, 2016). 

Alatrash (2021) conducted a study among 316 Muslim and Christian IAW in California. 

Of these participants, 213 were IMAW and 103 Christian IAW. About 59% of IMAW reported 

ever having had a mammogram compared to 73.8% of Christian IAW. The study did not report 

the mammogram screening rate within the previous two years.  

A study conducted by Ayyash et al. (2019) among 102 IAW in Michigan found that 50% 

of the women had had a mammogram annually, and 25% of them had not obtained a 

mammogram within the previous two years. Indeed, 25% of them had never had a mammogram 

at all.  

Badr et al. (2017) conducted a study to compare mammogram utilization among 105 

IAW from Lebanon and 250 Lebanese women living in Lebanon. The study revealed that 74% of 

the IAW reported having obtained at least one mammogram. No mammogram screening rate was 

reported for biannual or recent mammogram utilization (Badar et al., 2018).  

Padela et al.’s (2015) study of 240 IMW living in Chicago, of whom 30% (n = 72) were 

IMAW, revealed that 77% of the participants had undergone a mammogram screening at least 

once in their lives and only 37% of them have not obtained a mammogram within the previous 

two years. Hasnain, Menon, Ferrans, and Szalacha (2014) studied of first-generation Muslim 

women (N = 207), of whom 35% (n = 75) were IMW, and reported that only 52% (n = 112) had 

had a mammogram in the last two years. Additionally, 31% (n = 66) had never had a 

mammogram, and 17% (n = 37) had had a mammogram more than two years prior. 

According to a 2012 Michigan Arab Behavioral Risk Factor Surveillance System 

(BRFSS), about 40.4% of IAW aged 40 years and older reported having had a mammogram 
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within the past year, compared with 50.4% (95% CI: 48.6–52.2) of all IAW aged 40 years and 

older in the survey (Snyder et al., 2013). Also, Schwartz et al.’s (2008) study of 365 IMAW 

living in Michigan found that only 58% had undergone a mammogram in the past one to two 

years and only 70% had ever had a mammogram.  

In Shaheen’s (2005) study conducted in southern California with 226 IMW women, 17% 

were IMAW (n = 39); 27% were South Asians (n = 61); 30% were Asians (n = 68); 9% were 

Africans (n = 21); 7% were Whites (n = 16); and 9% were Iranian (n = 21). It revealed that only 

7.5% of IMAW (n = 17) had a screening mammogram in the past two years; this statistic 

represents the lowest mammogram utilization among groups in the study. 

Estimating the prevalence of BC screening among IAW or IMAW presents a challenge 

because there is no reliable national registry to track mammogram screenings among members of 

this minority group. Also, the statistics reported in the national registry were largely based on 

isolated studies which estimate BC screening rates in only a few cities in the United States. 

However, based on results from previous studies, it can be posited that BC screening among 

IAW and IMAW is lower than the recommended national BC screening rate. 

Overview of the Literature: Factors Affecting Breast Cancer Screening Among Arab 

American Women 

Based on the literature, several factors were found to influence BCS among Arab women 

and IMAW and IMW (Hasnain et al., 2014; Schwartz et al., 2008; Shirazi, et al., 2014). These 

factors can be classified into several categories: health beliefs, sociocultural factors, and 
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modifiable factors 1and a detailed explanation for each factor is provided in Chapter 2 (see 

Appendix A, Figure A1, for a diagram of the literature findings).    

Health Beliefs 

Among IMW, IMAW, and women living in Arab countries, 13 studies explored the 

influence of health beliefs, including perceived BC seriousness and susceptibility, BCS benefits 

and barriers, and self-efficacy, on the women’s BCS utilization (Alatrash, 2021; Al-Amoudi et 

al., 2015; Azaiza & Cohen, 2008; Bener et al., 2002; Elias et al., 2017; Hasnain et al., 2014; 

Kawar, 2013; Othman, Kiviniemi, Wu, & Lally, 2012; Petro-Nustas, 2001; Schwartz, 2008; 

Shah et al., 2008; Shirazi, Champeau, & Talebi, 2006; Soskolne, Marie, & Manor, 2007). Only 

two of these studies were conducted on IMW and IMAW.  

In general, it is difficult to draw conclusions about the influence of health beliefs on BCS 

within these populations for two reasons. Firstly, different study methodologies were used. In 

qualitative studies, due to their nature, the women could fully express their health beliefs within 

the context of their cultures. However, in quantitative studies, women could have been restricted 

to answering a questionnaire that may not have had the opportunity to reflect their health beliefs 

related to mammograms. Inconsistency in study findings regarding perceived BC susceptibility is 

discussed in details in Chapter 2 (pp. 38–39). Secondly, the contradicting results between studies 

could be explained by other factors, such as fatalistic beliefs that could have influenced Arab and 

Muslim women’s health beliefs. Chapter 2 (pp. 65–69) provides a detailed discussion of the 

influence of fatalism and cancer stigma on women’s perceived BCS susceptibility, seriousness, 

 
1 These factors are thematically synthesized based on the health belief model (HBM) concepts 
and fall into four main categories: (a) health belief factors, (b) cues to action, (c) modifying 
factors, and (d) sociocultural factors. 



  

 

  

  

12 
  

and benefits, as well as their mammogram utilization.  

Spousal (Husband) influence  

Most factors that influence BCS among IAMW and IMW relate to their sociocultural 

context; family-related factors appear to play a significant role in BCS practice (Kawar, 2013; 

Raymond et al., 2014; Shah, Ayash, Pharaon, & Gany, 2008; Shirazi et al., 2013). The family 

demands on IAMW and IMW may detract from seeking BCS or taking care of themselves 

(Kawar, 2013; Shah et al., 2008). On the other hand, for some IMW, staying healthy and seeking 

health services such as BCS is important to be able to fulfill their families’ needs (Raymond et 

al., 2014; Shirazi et al., 2013). Chapter 2 (pp. 69) provides more discussion on the influence of 

family demands on the women’s use of BCS services.   

Another factor that could influence Arab and Muslim women’s BCS utilization is the 

influence of their family members, in particular their husbands. Husbands’ influence on their 

spouses’ health varies based on the ethnicity of the population (Aboul-enein, 2010; Hays & 

Sherbourne, 2018). In Arab and Muslim cultures, husbands’ influence over their wives extends 

deep into personal matters such as health care-seeking behavior, finances, education, and 

sometimes the freedom to travel (Aboul-enein, 2010; WHO, 2007). This influence by husbands 

or male family members is the result of several religious and cultural factors (Aldosari, 2017; 

Alshahrani, 2016; Inhorn, 2012; WHO, 2007). Some researchers and activists consider wali, or 

male guardianship, to be the first of these religious and cultural factors (Aldosari, 2017).  

In Arabic, the term wali derives from the root wilayah, which could have three different 

meanings: helping, love, and power (Al-zuhaili, 1984). Modern and pre-modern Islamic law 

experts have interpreted the concept of wali differently. The traditional experts view male 

guardianship as the responsibility to protect women and maintain family stability (Alshahrani, 
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2016). They also argue that legal and social measures are necessary to emphasize the law of male 

guardianship (Aldosari, 2017; Alshahrani, 2016). In certain countries, these measures require 

women to obtain male permission before getting married or traveling (Al-zuhaili, 1984; Aldosari, 

2017; Hasyim, 2006). Based on those laws, some activists and researchers have raised concerns 

that the law of wali could give male family members much power over women that it prevents 

women from making autonomous decisions regarding their health needs, education, or marriage 

(Aldosari, 2017; Inhorn 2014, WHO, 2007).  

On the other hand, modern Islamic law experts argue that male guardianship does not 

support constraining women’s rights or limiting their freedom. Some Islamic feminist activists 

have argued that the Qur’an, the Islamic holy book, never says that male guardianship should 

contradict women’s rights; on the contrary, it in fact to grant women’s empowerment and rights 

(A1-Huwaider, 2009). They have also argued that the role of male guardianship was originally 

established by male pre-modern Islamic experts and that at that time, most of the narrative of 

Islamic rule was dominated by male discourse. Consequently, gender bias influenced the rules 

surrounding male guardianship (Hasyim, 2006). 

Qiwamah is another factor that sheds light on husbands’ influence over their wives’ 

health-seeking behaviors. Qiwamah has been defined as men’s compulsory duties toward women 

and the family system (Ahmad & Abdul Rasheed, 2018). These duties include preservation, care, 

defense, and earning and producing wealth for the sake of the women (Ahmad & Abdul 

Rasheed, 2018). Similar to wilayah, qiwamah has been interpreted by some Islamic scholars as a 

form of power that husbands have over their wives (Al-Zamakhshari, 1075). Others, though, see 

it as a duty of the husbands toward their wives, and husbands will be held accountable if they 

misused it (Ibn Ashur, 2000).  
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The diverse views on qiwamah and wilayah may have shaped ideas about men’s role in 

Arab families differently. Aldosari (2017) described the male family members (husbands or 

fathers) as the head of the family. Donnelly et al. (2016) described them as the family’s main 

source of guidance. Aboul-enein (2010) described males as the decision-makers. The question 

here, though, is this: Is there any evidence to support the notion that husbands have influence 

over their wives’ health care-seeking behaviors? If so, how have they influenced those behaviors, 

particularly in BCS utilization such as mammograms?    

Results from qualitative studies among Arab men and women suggest that husbands 

could play a major role in encouraging or discouraging their wives to obtain mammogram 

screenings (Kawar, 2013; Sabih et al., 2012). In Arab culture. a husband may encourage or 

support his wife to see doctors for BCS (Kawar, 2013; Shirazi et al., 2013). Emirati women 

report that husbands can force and encourage hesitant women to obtain mammogram (Sabih et 

al., 2012). However, an IAW cited in Kawar (2013) stated that some husbands and fathers may 

not allow their wives or daughters to have BCS. A qualitative study among Arab men in Qatar 

showed a positive attitude among most of the Arab men in the study. Most of the men stressed 

their willingness to make sure that their wives got BCS. Only a few men believed there was no 

need for screening in the absence of symptoms (Donnelly et al., 2017).   

Only two quantitative studies marginally explored the influence of husbands on the 

female members of Arab families. Among Jordanian and Palestinian women living in the United 

States, Kawar (2009) found that the need to obtain approval for BCS from a dominant male in 

the family was negatively correlated with BCS utilization (r = -.21, p < .05). Among Lebanese 

women living in Lebanon, adherence to mammogram screening was associated with spousal 

encouragement of BCS though spousal encouragement was not defined in the study (Elias, Bou-
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orm, & Adib, 2016). Additional positive spousal influence among Arab women living in the 

United States was noticed in an unpublished pilot study by our [Alkhaifi & Lee, 2018]2. Their 

unpublished pilot study revealed a positive association between spousal support and 

mammogram utilization among 25 IMAW aged 40 and older. All women were recruited from 

two Islamic community centers in Los Angeles, California. They found a significant association 

between spousal support (as defined by husbands’ willingness to listen to their wives about BCS 

and breast health) and IMAW’s obtaining of a mammogram within the last two years. A total of 

17 women (85%) who had a mammogram within the last two years reported that their husbands 

were sometimes willing to listen to them when they shared their concerns about breast health, but 

the 15% (n = 3) who did not have a mammogram within the last two years reported that their 

husbands were rarely willing to listen to them (p = .043).   

Results from previous studies suggest that husbands may have a negative or a positive 

influence on IMAW’s mammogram utilization. It is important to point out that researchers have 

found married women, including IMW and IMAW, who utilize mammograms more frequently 

than unmarried women (Hasnain et al., 2014; Padela, 2019; Schwartz, 2008). Also, antenatal 

(pregnancy) checkups could increase the chances of women receiving CBE or following 

physician recommendations to have a mammogram. In qualitative studies, many Arab and 

Muslim women mentioned that they received their first physical checkup when they become 

pregnant (Raymond et al., 2014; Saadi et al., 2015). However, it is still not known if the 

husbands play a role or if this occurs due to the recommended age for mammogram use 

(physician recommendations). If husbands play a positive role, the nature of their support from 

 
2 Alkhifi, Sarah is a PhD student who prepared and wrote this dissertation. 
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Arab women’s perspective is still unclear, as is how different forms of spousal support would 

influence IMAW’s mammogram utilization and adherence to BCS guidelines. 

Breast cancer and breast cancer screening knowledge.  

Another factor that influences BCS among IMW and IMAW is their level of knowledge 

about BC and BCS. In many qualitative studies, AAW have acknowledged not having enough 

information about BC causes, BCS guidelines, and mammogram procedures and side effects (Al-

Amoudi, Ayyash et al., 2019; Canas, Hohl, Distelhorst, & Thompson, 2015; Kawar, 2013; 

Raymond et al., 2014; Shirazi et al., 2013). For example, in many studies, women called BC a 

contagious or infectious disease (Al-Amoudi et al., 2015; Raymond et al., 2014; Shirazi et al., 

2013). The women also expressed their lack of knowledge related to mammogram procedures. 

According to some IMW exposure to radiation from a mammogram, causes BC (Al-Amoudi et 

al., 2015; Ayyash et al., 2019; Bourdeanu et al., 2020; Pratt et al., 2017; Raymond et al., 2014). 

In many studies, women acknowledged that their lack of knowledge could have decreased their 

mammogram utilization as a group; Chapter 2 discusses the matter in more depth (pp. 55–58). 

Quantitative studies do not provide evidence about the relationship between the level of 

BC and BCS knowledge and IMW’s or IAW’s adherence to mammogram utilization. Padela et 

al. (2019), reported positive associations between high levels of BC and BCS knowledge and 

CBE utilization, or the intention of women to obtain mammograms. Having a higher level of 

knowledge about BCS predicted CBE utilization among IMW (OR = 1.4, p < 0.01) reported by 

Padela et al. (2019) and (OR = 7.3, p =.002) in Shirazi et al. (2006). In Kawar (2009), a higher 

level of BCS and BC knowledge among IAW was moderately correlated with obtaining CBE (r 

= .24, p < .01). Padela et al. (2019) reported that 58 Muslim women received a religiously 

tailored education regarding mammograms and related barriers and facilitators for the screening. 
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The intention to obtain mammograms among all Muslim women increased immediately after 

receiving the intervention (OR=.29, p < .01). The women’s intention to obtain mammograms 

remained significant at 6 months (OR=.3, p < .05), but only for women who had mammograms 

within one year of the intervention (n=38) (Padela et al., 2019). Badr et al. (2017) found that 

Lebanese American women with a high knowledge of mammogram recommendation were 45 

times likely to have had a mammogram (OR = 45.47; p = .005; CI, 7.01- 294.85; Bourdeanu et 

al., 2020). (More details are provided on pages 55 and 78.) However, no study has yet proven a 

positive relationship between level of knowledge and adherence to mammogram screenings.  

Religious factors 

Islamic values may have great influence on Muslim IMAW health practices (Athar, 

1996). Alatrash (2021) conducted a study among Muslim and Christian immigrant Arab women 

residing in California showing that IMAW were less likely to have had obtained mammograms 

compared to Christian IAW. This result suggests that religious factors could contribute to 

IMAW’s rates of mammogram utilization.    

Firstly, modesty is an Islamic practice that is recommended for both genders thus 

influences the way people dress and behave. This practice might include wearing a head scarf 

(hijab) or avoid talking to the opposite sex (Haddad, Smith, & Moor, 2006). Modesty has also 

influenced health-seeking behaviors among Muslim women, especially BCS because it requires 

exposing a private body part. Chapter 2 shares reports that Arab and Muslim women have felt 

ashamed or embarrassed and preferred not to expose themselves, citing their religious duty 

(Hwang et al., 2017; Kawar, 2013; Raymond et al., 2014; Shirazi et al., 2013; Underwood et al., 

1999). Most of the women prefer same-sex providers, which could delay their BCS if a female 

provider is not available (Azaiza & Cohen, 2007; Sabih et al., 2012).   
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Secondly, fatalistic beliefs are also culturally and religiously rooted among Arabs (Shah 

et al., 2008). Studies show that fatalism had more influence on Muslim and Arab women’s BCS 

practices compared to Christian women. Alatrash’s (2021) Californian study of Muslim and 

Christian IAW revealed a significant association between religion and perceived mammogram 

benefits F (1, 314) = 7.895, p = .005. In that study, IMAW were less likely to obtain 

mammograms compared to Christian IAW. In Israel, a study on Muslim and Christian Arab 

Israeli women found that a fatalistic belief that nothing could be done if a lump was found in 

breast tissue was higher among Muslim Arab Israeli women (F=8.2, p<.01). In the same study, a 

higher percentage of Christian Arab Israeli women underwent mammogram screenings than 

Muslim Arab Israeli women (with rates of 85%, 36%, respectively; Azaiza & Cohen, 2008). 

More discussion in Chapter 2 (pp. 65–69) will show how fatalistic beliefs have variously 

affected Arab and Muslim women’s views on BC’s causes, outcomes, curability, and BCS 

benefits and knowledge (Kawar, 2013; Padela et al., 2015; Pratt et al., 2017; Saadi et al., 2015).  

Purpose of the Study 

This study aimed to (a) to investigate the association between IMAW’s health beliefs, 

knowledge, BC fatalistic belief, modesty, perceived spousal support, and their BCS utilization; 

and (b) to understand IMAW’s experiences and perception of spousal influence related to 

mammograms within their sociocultural context.  

Significance of the Study 

 Literature review findings, which will be detailed in Chapter 2, report multiple factors 

impacting low BCS utilization among IMAW and IMW. Most of the studies, however, do not 

consider the fact that in Arab/Muslim culture family, especially husbands, may influence their 

wife’s health-related decisions as previously discussed. The exclusion of this fact when studying 



  

 

  

  

19 
  

BCS among IMAW means that researchers may miss an important factor impacting IMAW’s 

low utilization of BCS. Thus, researchers need to explore the factors influencing IMAW’s BCS 

utilization from interpersonal and familial perspectives, such as understanding spousal influence 

(negative influence or positive influence) on IMAW’s mammogram utilization, along with 

IMAW’s health beliefs, level of BC and BCS knowledge, and religious related factors (fatalism 

and modesty). This exploration helped to understand the phenomenon of low mammogram 

utilization among IMAW in more depth, which advanced nursing knowledge. In general, IMAW 

in the United States are susceptible to poor health outcomes because of many issues, such as 

cultural and political conflicts and exposure to physiological stressors associated with war, low 

income, and social isolation due to the immigration experience (Norris & Aroian, 2008). 

Understanding the circumstances of IMAW will help medical practitioners create appropriate 

strategies to enhance IMAW’s access to BCS services by exploring how spouses could positively 

influence their use of these services; and b) provide nursing scientists with potentially effective 

culturally and religiously appropriate strategies (educational intervention) for involving spouses 

in improving BCS rates among IMAW. Indeed, IMA and IMAW in the USA addressed the lack 

of appropriate BCS educational programs or materials that reflect their cultural and religious 

beliefs which may have made the women less receptive to such efforts (Kawar, 2013; Shirazi et 

al., 2013; Underwood et al., 1999). Results from the qualitative part of this study may allow the 

researchers to gain more understanding on how could the husband be involved in the educational 

intervention for IMAW. An example of this finding is reported in an unpublished pilot study by 

Alkhaifi and Lee (2018)3. This study reported that one of the participating women mentioned the 

 
3 Alkhifi, Sarah is a PhD student who is prepared and wrote this research dissertation. 
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idea of “men to men talk.” proposing that Arab men have to educate their peers about 

mammogram’s procedure, what they did to help their wives, what their wives had to wear and 

more. That may help to increase the awareness among Arab men about BCS and make them 

more understanding and supportive.  

Lastly, exploring this phenomenon will fill the gap in literature and help nursing 

scientists gain advanced knowledge of the overall health of IMAW. Despite the fact that IAW 

(including IMAW) have lived in the United States since 1875, published studies about this 

population are scarce (El-Sayed & Galea, 2009). Additionally, all national statistics reports and 

studies classify IAW including IMAW as NHW (Nasseri, 2009; Nasseri et al., 2007). However, 

Arabs have definitive cultural beliefs, lifestyles, behaviors, values, and health practices that are 

completely different from those of European Americans (Nasseri et al., 2007; Salman, 2012). 

Thus, expanding the body of knowledge on this underrepresented population is important due to 

the uniqueness of the culture and the scarcity of scientific knowledge regarding BCS.    

Specific Aims and Hypotheses 

The design of this study employed two methods: quantitative and qualitative. The aims 

and hypotheses of this study are presented in Table1.1:  
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Table 1.1 

Specific Aims and Hypotheses.  

Specific Aims    

Specific Aim 1: To examine the 

association between IMAW’s 

health beliefs and their 

mammogram utilization. 

Hypothesis 1: IMAW who report higher levels of 

perceived mammogram benefits/BC 

susceptibility/mammogram self-confidence and/or lower 

levels of perceived mammogram barriers will be more 

likely to ever have had a mammogram and to have 

obtained mammograms within the previous two years 

compared to their counterparts. 

 

Specific Aim 2: To examine the 

association between IMAW’s level 

of BC and BCS knowledge and 

their mammogram utilization. 

Hypothesis 2: IMAW who report high levels of BC and 

mammogram knowledge will be more likely to have had 

a mammogram and to have obtained mammograms 

within the previous two years compared to their 

counterparts. 

 

Specific Aim 3: To examine the 

association between cues of action 

to obtain mammograms (IMAW’s 

perceived spousal support for 

mammograms and receiving 

physician recommendations) and 

IMAW’s mammogram utilization.   

 

Hypothesis 3: IMAW who report higher levels of spousal 

support and/or receiving physicians’ recommendations 

will be more likely to have had a mammogram and to 

have obtained mammograms within the previous two 

years, compared to their counterparts.   

 

  

 

Specific Aim 4: To examine the 

association between IMAW’s level 

of BC fatalism and modesty and 

Hypothesis 4: IMAW who report lower levels of fatalism 

and/or modesty will be more likely to have had a 
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their mammogram utilization. mammogram and to have obtained mammograms within 

the previous two years compared to their counterparts. 

  

Specific Aim 5: To understand 

IMAW’s experience and perception 

of spousal influence related to 

mammogram utilization within the 

context of their culture and health 

beliefs. (qualitative) 

 

         

To understand he association of IMAW’s health beliefs, BC and BCS knowledge, spousal 

support, fatalism, and modesty with their BCS utilization, a mixed method design incorporating 

both quantitative and qualitative methods was employed. A quantitative approach (a cross-

sectional survey) examined how IMAW’s health beliefs, BC and BCS knowledge, spousal 

support, fatalism and modesty potentially influence their mammogram utilization. One-on-one 

interviews (thematic analysis) also explored IMAW’s experience and perception of spousal 

influence regarding BCS within the context of the women’s sociocultural factors.  

Mixed-methods approaches were employed because of a lack of tool(s) designed to 

measure spousal influence among IMAW. The tool used in this study measured only spousal 

support related to mammogram screening. However, spousal influence on mammogram 

utilization among IMAW could be negative or positive based on a given woman’s perception and 

experience. Also, this tool was utilized only among Korean American women and was not used 

among Arab, Middle Easterner, or Muslim women. Thus, one-on-one interviews were found to 

be ideal for exploring spousal influence on IMAW mammogram utilization while considering 

IMAW’s unique sociocultural background.  
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Chapter 2: Literature Review 

This chapter presents an integrative literature review on factors influencing (BCS) among 

IMAW.    

Method 

The literature search methods employed a two-phase process. The first phase involved 

online searches conducted on PubMed, CINAHL Plus, PsycINFO, and Google Scholar for 

studies exploring factors influencing mammograms and CBE among similar populations such as 

IMW, IAW, IMAW, and Arab women living in Arab countries. The following compound and 

singular keywords were used during the search: Arabs, Arab American, Middle Eastern, Muslim 

Americans, mammogram, breast cancer screening, knowledge, attitude, behavior, beliefs, 

Muslim, Islam, culture, minority, immigrant, barriers, factors, breast cancer, breast neoplasm, 

and mammography. In the second phase of the literature search, a “hand search” was conducted 

by exploring studies found in the articles’ reference list. The articles in this literature review 

were selected based on the following inclusion criteria; a) research studies that entirely or 

partially consisted of IMW, IAW, IMAW, and Arab women and men living in Arab countries; 

(b) research that studied factors influencing BCS among IMW, IAW, IMAW, and Arab women 

living in Arab countries, such as demographics, attitudes, knowledge, behavior, beliefs, or 

practices toward BCS in terms of mammography and CBE utilization; and (c) research studies 

that were written in English.  

Exclusion criteria for the literature review were (a) studies that categorized IAW as NHW 

women; and (b) BCS studies that reported only breast self-examination (BSE). The reason for 

excluding studies on BSE is that the ACS stopped recommending BSE because there are no clear 

benefits to performing regular BSE (ACS, 2017). The reason for excluding studies that classified 
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IAW as NHW is that this classification may overlook the geographical differences among Arab 

and European countries. Classifying Arabs as NHW may cause researchers to miss major 

disparities in health beliefs, behaviors, and practices within each group (Dallo & Kindratt, 2015). 

Studies show differences between IAW and U.S. born NHW women in terms of BCS attainment 

(Dallo & Kindratt, 2015).  

Findings Synthesis 

A thorough review of the selected studies revealed several factors that influence BCS 

among IMW, IMAW, IAW and Arab women living in Arab countries. These factors were 

thematically synthesized based on the health belief model (HBM) concepts and fall into four 

main categories: (a) health belief factors, (b) factors related to cues to action, (c) modifying 

factors, and (d) religious, social, and cultural factors. Health belief factors include perceived 

BCS benefits, perceived BCS barriers, perceived BC seriousness, perceived BC susceptibility, 

self-efficacy, and motivation. Cues to action include health prompts such as physician 

recommendations. Modifying factors include: a) demographic factors including age, level of 

education, BC and BCS knowledge, health insurance, and acculturation; b) sociocultural factors 

including cancer stigma, fatalism, family-related factors, healthcare provider preferences, 

attitude toward health screenings, modesty, and factors related to their countries of origin (see 

Appendix A, Figure A1, for a diagram of the literature findings).     

Health Belief Factors  

This section discusses results from 13 studies targeting the populations living in US and 

in Arab countries, based on HBM that explored BC seriousness, BC susceptibility, and perceived 

BCS benefits (Al-Amoudi et al., 2015; Azaiza & Cohen, 2008; Bener et al., 2002; Elias et al., 

2017; Hasnain et al., 2014; Kawar, 2013; Othman, Kiviniemi, Wu, & Lally, 2012; Petro-Nustas, 
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2001; Schwartz, 2008; Shah et al., 2008; Shirazi, Champeau, & Talebi, 2006; Soskolne, Marie, 

& Manor, 2007). Seven of these studies utilized quantitative methods ( Azaiza & Cohen, 2008; 

Elias et al., 2017; Hasnain et al., 2014; Petro-Nustas, 2001; Schwartz, 2008; Shirazi, Champeau, 

& Talebi, 2006; Soskolne, Marie, & Manor, 2007), and five employed qualitative approaches in 

which IMW, IMAW and Arab women living in Arab countries shared important views about 

health beliefs (Al-Amoudi et al., 2015; Bener et al., 2002; Kawar, 2013; Petro-Nustas, 2001; 

Shah et al., 2008). The following passages describes the designs of each study conducted on 

IMW and IMAW.   

The first qualitative study, Schwartz et al. (2008), was a cross-sectional study guided by 

HBM to identify factors and beliefs associated with mammogram utilization among 365 IAW in 

Detroit. The study population had a mean age of 35.2 years, 98% of whom migrated to the 

United States. The dependent variable in the study was the frequency of obtaining 

mammograms, which was categorized in three ways; a) every one to two years; b) every three to 

five years; and c) no mammography ever or more than five years ago. The independent variables 

were demographic factors and health beliefs about BC and BCS that were measured by the 

Champion breast health tool in English, Arabic, and Chaldean (Schwartz et al., 2008). 

The second quantitative study was a cross-sectional study that included 207 first-

generation of IMW (Hasnain et al., 2014). The study was guided by three theories: the Andersen 

behavioral model of health services utilization, the HBM, and the trans-theoretical model. The 

study aimed to identify beliefs about BCS utilization and factors associated with mammogram 

use among first-generation immigrant Muslim women. The dependent variable of the study 

regarding mammogram practices was categorized as follows; a) women who had never had a 

mammogram; b) women who had received at least one mammogram but not within the past two 
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years; and c) women who had received a mammogram in the past two years. The independent 

variables in the study included health beliefs, which were measured by the Champion breast 

health tool (Champion, 1998), and cultural beliefs measured by the Suinn-Lew Asian Self-

Identity Acculturation (SL-ASIA) scale (Suinn, Ahuna, & Khoo, 1992). Researchers conducted 

the study in English, Arabic, and Urdu (Hasnain et al., 2014).  

The three qualitative studies were Kawar (2013), Shah et al. (2008), and Al-Amoudi et al. 

(2015). The first study was conducted by Kawar (2013) among 107 Palestinian and Jordanian 

IAW immigrants having a mean age of 46.7 years. The study design used a content analysis 

approach that was previously a part of a descriptive quantitative study aimed to describe barriers 

to BCS among Jordanian and Palestinian women living in the Washington, D.C., area. After the 

107 women filled out a questionnaire for the quantitative part of the study, the women were 

instructed to answer one open-ended question in English or Arabic about barriers to obtaining 

BCS (Kawar, 2013).      

The second qualitative study was conducted by Shah et al. (2008) among IAW and Arab 

immigrant men in New York City. The study aimed to identify factors that acted as obstacles to 

AA’s utilization of general health services and breast, colon, and prostate cancer prevention and 

treatment. Eleven AA males and 25 IAW participated in the study’s five focus groups. The 

researchers conducted three focus groups with the IAW and two with the AA men. All focus 

group discussion was in Arabic. The design of the study was unspecified; the researchers 

analyzed the data through the repeated process of theme identification and synthesis (Shah et al., 

2008).   

In Seattle, Washington, Al-Amoudi et al. (2015) conducted the third qualitative study 

with 14 Somali IMW ages 30 to 69 years. Their age ranged from 30 to 69 years. The aim of the 
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study was to understand the knowledge and beliefs about BC and BCS among Somali women. 

All women agreed to participate in a 90-minute focus group discussion. Two English-speaking 

researchers facilitated the discussion with the help of a Somali nurse who provided a verbatim 

translation into and from Somali. The researchers did not outline a specific research design, but 

they did explain how they analyzed the data. The researchers met immediately after the focus 

group to discuss their preliminary findings. Then three researchers coded the data independently 

and reached a consensus on their final findings ( Al-Amoudi et al., 2015).     

Perceived breast cancer seriousness. Only two quantitative studies found a relationship 

between perceived BC seriousness and mammography among IAW and IMW (Schwartz et al., 

2008). The women with higher perceptions of BC seriousness were more likely to have a 

mammogram every one to two years (OR = 1.75) compared to women with lower perceptions of 

BC seriousness (Schwartz et al., 2008). IMW (Iranian) were found to be ten times more likely to 

ever have a mammogram if they had a higher level of perceived BC seriousness (OR = 10.57, p 

<.0001) (Shirazi, 2006). Hasnain et al. (2014), however, did not find a significant relationship 

between BC seriousness and mammogram screening among IMW. Kawar (2013) reported that 

after providing a brief education about BCS to IAW, the women acknowledged their lack of 

understanding about the seriousness of BC and its consequences, which could have influenced 

their mammogram utilization (Kawar, 2013).     

Perceived breast cancer susceptibility. Results from qualitative studies (Bener et al., 

2002; Kawar, 2013) and quantitative studies (Elias et al., 2017; Hasnain et al., 2014; Schwartz et 

al., 2008; Soskolne et al., 2007) are inconsistent. In the qualitative study, IAW frequently 

rejected their susceptibility to get BC; several women mentioned they did not want to believe 

they were susceptible to it (Kawar, 2013). Likewise, women living in United Arab Emirates 
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(UAE) did not see BCS as a necessity because they did not believe there was anything wrong 

with their breasts or because they were breastfeeding (Bener et al., 2002). This low perceived BC 

susceptibility could have made the women think they did not need BCS (Kawar, 2013). Some 

Emirati women, however, shared their concerns about the likelihood they might get BC; women 

reported, “We heard that this disease [BC] is spreading too much in the country. We want to treat 

it early before it spreads” (Bener et al., 2002, p.3). 

In the two quantitative studies with IAW and IMW, no significant correlation was found 

between perceived BC susceptibility and obtaining mammograms within the last two years 

(Hasnain et al., 2014; Schwartz et al., 2008). However, studies conducted in Middle Eastern 

counties found significant positive relationships between the perceived susceptibility and 

mammography utilization. Among Arab Israeli women lived in Israel, perceived BC 

susceptibility predicted the women’s adherence to mammogram use. The odds of adherence to 

mammograms increased among women who had high perceived BC susceptibility (OR = 2.10, p 

<.05) (Soskolne et al., 2007). Among Lebanese women, perceived BC susceptibility was higher 

among (a) women who had previously had a mammogram, compared to women who never had 

(56%, p <.001), and (b) women who had had more than one mammogram in their life (78%, p 

<.001). Additionally, the likelihood of mammogram adherence was almost twice as high among 

women with high perceived BC susceptibility (AOR= 1.62, CI [1.10-2.29]) (Elias et al., 2017). 

Perceived breast cancer screening benefits. Those IMW who were adherent to 

mammograms had significantly higher perceived BCS benefits than nonadherent women (F 

[2,102] = 3.4 [p <.05] (Hasnain et al., 2014). Findings from three qualitative and quantitative 

studies suggest that religious and fatalistic belief could have influenced how women perceived 

BCS benefits. Alatrash’s (2021) quantitative study conducted among Muslim and Christian IAW 
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in California reported a significant relationship between religious beliefs and perceived 

mammogram benefits (F [1, 314] = 7.895, p = .005). In the same study, Alatrash revealed that 

IMAW were less likely to have obtained a mammogram compared to Christian IAW (OR=.5, p < 

.05; CI: .03 - .05; Alatrash, 2021). In qualitative studies, IAW and IMAW indicated that there 

was no benefit to having mammograms because God controlled everything regarding BC 

(Kawar, 2013; Shah et al., 2008; Raymond et al., 2014). Alatrash (2019), however, reported that 

70% of IMAW in California believed that BCS could increase the chances of successful BC 

treatment.  

Most of studies among women who lived in Middle Eastern countries report positive 

association between perceived mammogram benefits and their utilization of the screening. A 

strong association was also found among Lebanese women between having ever obtained a 

mammogram and the perceived higher benefits of the screening (AOR = 1·59, Cl [1·10–2·28]) 

(Elias et al., 2017). Jordanian women who obtained mammograms showed more agreement with 

the notion that they aided in early BC detection compared to women who had not attained 

mammograms (t = 2.27, p < .005; t = 2.83, p = .024, respectively). Among Arab women in Israel, 

women who reported that mammograms were beneficial in terms of early detection and better 

treatment were twice as likely to have obtained a mammogram within the last two years (OR= 

2.43, CI [1.43-4.11]) (Soskolne et al., 2007). In one qualitative study among women living in 

UAE, women mentioned that mammograms help with early BC detection, which allows for 

better treatment (Bener et al., 2002).   

To conclude, the literature shows inconsistent findings related to perceived BC 

susceptibility and seriousness. These inconsistent findings may have resulted for many reasons. 

Firstly, they could be due to the different study methodologies used. In quantitative studies, 
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researchers used the Champion breast health tool to measure health beliefs. The tool may have 

not comprehensively measured perceived BC susceptibility and seriousness and perceived BCS 

benefits based on Arab and Muslim culture-specific views. In the qualitative studies, however, 

the individual interviews or focus group discussions may have enabled the women to fully 

express their health beliefs. Thus, findings from qualitative studies provided a deeper 

understanding about health beliefs among Arab and Muslim women.  

Secondly, the contradicting results between qualitative and quantitative studies could be 

explained by the effect of fatalistic beliefs, cancer stigma, and other sociocultural factors on Arab 

and Muslim women. The influence of fatalism and cancer stigma on women’s perceived BCS 

susceptibility, seriousness, and benefits, as well as their mammogram utilization, is discussed 

later in the chapter in relation to sociocultural factors (pp. 65–69). 

Perceived breast cancer screening barriers. There are consistent negative associations 

between BCS utilization and BCS perceived barriers among IAW and IMW (Saadi, Bond, & 

Percac-Lima, 2015; Shah et al., 2008; Shirazi et al., 2013). Immigrant Arab women with higher 

perceived BCS barriers were less likely to have had a mammogram screening every one or two 

years (OR =.18), and every three to five years (OR=.32) (Schwartz et al., 2008). In Hasnain et al. 

(2014), having low level of perceived BCS barriers predicted obtaining mammogram within the 

last two years (AOR= .52), after controlling for income and health insurance.    

Studies conducted in Arab countries reveal similar findings. Palestinian women were 

more likely to have ever undergone a mammogram if they reported low perceived mammogram 

barriers (OR= .59, 96% CI [.29-.79]) (Azaiza et al., 2009). Among Jordanian women, high 

perceived BCS barriers were negatively associated with having obtained a mammogram within 

the last two years (Petro-Nustas, 2001).  
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Barriers reported in the literature by IAW and IMAW are categorized as systematic and 

individual barriers in this chapter. Systematic barriers include discrimination in health settings 

and problems navigating the U.S. health care system. Systematic barriers were mentioned in the 

following studies, previously described under health beliefs (pp. 36-38): Shah et al. (2008), and 

Al-Amoudi et al. (2015). Additional studies that mention systematic barriers: Raymond et al. 

(2014); Shirazi et al. (2013); Padela et al. (2015); Saadi et al. (2015); and Underwood et al. 

(1999). Details of each study are described on pages 42–43.   

Individual barriers include transportation, fear, and a lack of English proficiency. They 

were mentioned in the following studies: Al-Amoudi et al. (2015); Kawar (2013); Raymond et 

al. (2014); Padela et al. (2016); Salman (2012); and Kawar (2009). The first two studies were 

disused in page 37-38. The last four studies will be discussed on pages 42–43.  

Other studies conducted in Arab countries that reported individual barriers were Azaiza 

and Cohen (2008), Bener et al. (2002), Baron-Epel & Granot (2004), Cohen and Azaiza (2008), 

Donnelly et al. (2013), Donnelly et al. (2017), Elobaid, Aw, Grivna, & Nagelkerke (2014), 

Madkhali et al. (2018), Sabih et al. (2012), and Soskolne et al. (2007). All the barriers described 

in the studies are discussed in the following paragraphs will be discussed later in the chapter 

under modifying factors (pp. 61).   

In the state of Minnesota, Raymond et al. (2014) conducted a qualitative study with 29 

IMW to understand cultural factors that could facilitate or hinder BCS among these women. The 

researchers did not specify their study design, but they described data collection and analysis as 

follows: Two focus-group discussions in English were held with IMW aged 20 to 35, and two 

focus-group discussions, in Somali, were conducted with IMW aged 36 to 65. The researchers 
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reviewed and analyzed the transcripts individually to identify the main themes. Then they met to 

come to a consensus on the main themes (Raymond et al., 2014).     

Shirazi et al. (2013) conducted another qualitative study with 53 IMW in North Carolina 

to understand how the women viewed their breast health. The researchers collected data through 

in-depth one-on-one interviews in Farsi and Dari. They used ATLAS.ti for data analysis to form 

codes. Then they sorted the codes and compared them to reach saturation. The researchers 

conducted a feedback session to form categories based on a preliminary analysis and to reach a 

consensus on the findings (Shirazi et al., 2013).  

Using a grounded theory, Saadi et al. (2015) conducted a qualitative study with 57 IMW 

and IMAW. They conducted a semi-structured interview to understand the women’s beliefs 

about preventive care and BCS. The interviews were conducted in Bosnian, Arabic, and Somali 

languages. During the data analysis, the researchers independently identified initial coding; then 

they met to compare initial codes and identify focused codes. After that, researchers formed main 

themes grounded in the interviews. Thematic analysis involved interpreting the underlying 

meaning of the transcripts. All researchers agreed on the final finding.     

A cross-sectional study by Padela et al. (2015) among 240 English-speaking IMW, of 

whom 30% were IMAW, aimed to examine the association between mammogram utilization (as 

a dependent variable) and religious beliefs such as fatalism, religiosity, and religious 

discrimination (as independent variables). They found BCS barriers related to religious beliefs 

that will be discussed later. The following tools were used to measure religious beliefs: 

• Fatalism was measured by using two fatalistic scales: the modified Powe Fatalism 

Inquiry (mPFI) (Powe, 1995), and the Religious Health Fatalism Questionnaire (RHFQ) 

(Franklin, Schlundt, & Wallston, 2008). 
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• Religious discrimination was measured by the Discrimination in Medical Settings (DMS) 

scale. 

• Religiosity was measured by the Self Rating of Religiosity scale. 

• Modesty was measured by a questionnaire developed by the researchers.  

Another cross-sectional study was conducted by Salman (2012) on 50 IAMW to examine 

the relationships among knowledge, demographics, and acculturation and BCS participation. The 

data were collected through a mailed survey in English. The survey involved the following 

independent variables; a) demographic data, b) socioeconomic status (SES), c) perceived 

knowledge about mammograms and Pap tests, d) the practice of Islam, e) length of residency in 

the United States, f) barriers, and g) language proficiency. The survey also included dependent 

variables; a) having had a mammogram within the past two years for women aged 40 years and 

older and b) having had a Pap test within the past three years for women aged 18 and older.  

Among Jordanian and Palestinian IAW, Kawar (2009) conducted a cross-sectional study 

on 130 in Washington, D.C. The purpose of the study was to describe the relationships among 

knowledge, attitudes, and cultural beliefs about BCS. The data were collected through self-

administered questionnaires that were completed in Arabic (n = 88) or English (n = 42), 

according to the women’s preferences. Independent variables included demographic data, 

knowledge, cultural attitudes, affect, beliefs, and health habits related to BCS. Dependent 

variables included the following; a) the last time they obtained a mammogram, b) the last time 

they had a CBE, c) the last time they had a Pap smear, and d) the last time they practiced BSE. 

Adherence to recommended BCS was measured according to the ACS guidelines in 2009.   

In addition, a qualitative study among IMW (n = 50) aged 40 and older, 19% of them 
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IMAW, explored how religion-related beliefs influenced Muslim women’s mammogram 

utilization (Padela et al., 2016). Thirty-one women participated in six focus groups, and 19 of 

them participated in individual interviews. Group-based codebook development and coding was 

used to develop themes 

Systematic barriers. Systematic barriers typically relate to the health care system or 

settings. The following section explains these barriers in detail. Discrimination in healthcare 

settings. Religious or racial discrimination by health care providers has negatively affected BCS 

practices among IMW and IMAW (Padela et al., 2015). The study researchers found religious 

discrimination, such as being treated with less courtesy than non-Muslims, was negatively 

associated with having a mammogram every two years (OR = .79, p < .05) and ever having a 

CBE (OR = 0.86, p <.01), measured by the DMS scale.    

 Qualitative studies report similar findings (Shah et al., 2008; Underwood et al., 1999). 

IMW reported that “[they] felt as though their beliefs and customs were often disregarded by 

health care providers” (Underwood et al., 1999, p. 289). Some were asked, regarding their hijab, 

the question, “Are you sure you want to keep that on your head?” (Underwood et al., 1999, p. 

289). One woman in the study explained how she was treated differently by health care providers 

when she decided to wear her hijab. Some women were also incorrectly perceived as ignorant 

people who could not speak English, and they were informed that they could not receive medical 

care as result of this language barrier (Shah et al., 2008).   

Navigating the United States health care system. Immigrant Muslim women reported 

difficulties in understanding and navigating their needs in the United States health care system 

(Raymond et al., 2014; Shirazi et al., 2013). For example, a woman reported that they did not 

know where to get a mammogram (Al-Amoudi et al., 2015), “not being familiar with the system 
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and where to go and what to do” (Underwood et al., 1999, p. 289). IMW expressed difficulties 

with understanding scheduling and canceling appointments because some of them did not need 

to make an appointment to see a physician in their countries of origin (Raymond et al., 2014; 

Saadi et al., 2015).   

Individual barriers. In addition to the systematic barriers of health care in the United 

States, many IAW and IMAW face individual barriers that may include their personal fear of BC 

and BCS or their lack of resources, including transportation. 

Fear. Some women clearly stated, “fear makes it difficult for me to get a mammogram” 

(Padela et al., 2016, p. 12), and they felt it was better not to find out if they had BC (Alatrash, 

2019; Alshahrani et al., 2019; Bener et al., 2002). In Kawar’s (2013) qualitative study, IAW’s 

level of fear was extremely high when discussing BC and BCS. In fact, many women were afraid 

to the point of not liking to say the word cancer itself.  

The women’s fear was associated with receiving positive results after BCS, death 

resulting from BC, mastectomy, death, saddening families, losing jobs, losing friends, neglecting 

children, sexual disturbances, or being viewed as damaged wives or mothers (Alatrash, 2019; 

Alshahrani et al., 2019; Azaiza & Cohen, 2008; Baron-Epel & Granot, 2004; Bourdeanu et al., 

2020; Cohen & Azaiza, 2008; Donnelly et al., 2017; Elobaid et al., 2014; Islam et al., 2017;  

Kawar, 2013; Sabih et al., 2012). They also fear pain during the mammogram procedure (Al-

Amoudi et al., 2015; Kawar, 2013; Padela et al., 2016) and worry that mammogram radiation 

could cause BC (Raymond et al., 2014; Sabih et al., 2012).  

About 31% of IAW (n = 213) in California reported fear as a perceived barrier (Alatrash, 

2019). Similarly, in Kawar’s (2009) study, fear among IAW was significantly associated with 

negative emotions toward BC and BCS (r = .18, p < .05); however, the study did not find that 
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fear correlated significantly with BCS utilization. It is important to note that the fear scale used 

in the study by Kawar (2009) was developed by the investigator. The scale was piloted in IAW 

with a Cronbach’s alpha of 0.90. However, the scale might need more psychometric testing on 

other IAW populations to enhance its reliability and cultural sensitivity.   

In three quantitative studies in Israel and Qatar, fear of BC could have motivated 

women’s BCS uses (Donnelly et al., 2013; Freund et al., 2019). Because of their fear of getting 

cancer, 67% of Qatari women (N=333) reported that they planned to have a mammogram, and 

only 15% of the women reported they had not obtained a CBE or mammogram due to fear of 

getting BC (Donnelly et al., 2013). Among Arab women in Israel, the high level of fear of BC 

predicted the women’s adherence to mammograms (AOR=1.51, p <.05) and CBE (AOR=1.24, p 

<.01). A lower fear level was significantly associated with less common mammogram utilization 

(OR=1.26, p <.005) (Baron-Epel et al., 2010). 

Transportation. Women also felt that the long distances between their homes and BCS 

facilities were barriers to screening (Alatrash, 2019; Al-Amoudi et al., 2015; Baron-Epel & 

Granot, 2004; Kawar, 2013). IMW (Afghani) reported their inability to drive and lack of 

transportation as one of several barriers to obtaining mammograms (Shirazi et al., 2013). A 

similar difficulty was reported among Jordanian women in a California study where 43% 

perceived their distance from the clinic as a barrier (Alatrash, 2019). However, Salman’s (2012) 

study did not find transportation to be a significant barrier for BCS among IMAW. The 

inconsistency could have resulted for the following reasons. Firstly, results from Salman (2012) 

should be interpreted with caution because the study surveys were mailed, and they were in 

English. Further, the response rate was only 50%. Those women who responded to the English 

survey could have been more acculturated and may not have had the same transportation 
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difficulties as women in the Al-Amoudi et al. (2015), Kawar (2013), and Shirazi et al. (2013) 

studies.    

Transportation difficulties were reported by Saudi women as a main barrier keeping them 

from using preventive health care services or from allocating the necessary time to finish with 

their medical appointments. This because the women in Saudi Arabia rely on men to commute 

(Madkhali et al., 2018). In addition, 70% (N=510) of Arab women in Israel reported difficulty in 

commuting to health centers using public transportation due to long distances (Soskolne et al., 

2007).   

Self-efficacy and breast cancer screening. There are only two quantitative studies 

showed positive association between self-efficacy and mammogram utilization (Hasnain et al., 

2014; Othman et al., 2012). IMW with high self-efficacy were more likely to have had at least 

one mammogram in their lifetimes than those with lower self-efficacy (AOR = 2.4) (Hasnain et 

al., 2014). A study conducted in Jordan found correlations between self-efficacy and 

mammogram utilization (r=.33, p <.01) and the intention to obtain a mammogram (r =.52, p 

<.01). Women who had higher self-efficacy were shown to be more likely to obtain a 

mammogram in the future (OR =1.20, p <.001) compared to women with lower self-efficacy 

(Othman et al., 2012).  

Results from the two studies showed that self-efficacy did not predict an adherence to 

mammogram screening. According to HBM, self-efficacy is the belief in one’s own capability to 

accomplish something (Hayden, 2014). It could be that once the women obtained their first 

mammogram, it made them feel capable of obtaining the screening again in the future. Thus, the 

women’s perception of self-efficacy did not become an important factor in adhering to 

mammogram use.      
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Motivation. Only two quantitative studies examined the relationship between motivation 

and BCS utilization. Schwartz et al. (2008) found motivation to be a BCS facilitator among IAW 

after controlling for demographic factors. Women who had obtained a mammogram within the 

last two years had a significantly higher mean motivation score than women who had obtained a 

mammogram every three to five years (x̅ = 23.7, 21, p <.001, respectively) (Schwartz et al., 

2008). The second study conducted in Jordan found a weak correlation between obtaining a 

mammogram within the last two years and having ever obtained a mammogram (r =. 23; r =. 18, 

p <.05, respectively) (Petro-Nustas, 2001). 

Cues to Action  

Physician recommendations. The following ten studies explored the influence of 

physician recommendations on BCS. Four quantitative studies were conducted on IMW: 

Bourdeanu et al., (2020); Padela et al. (2015), Roman et al. (2014), Salman (2012), and Hasnain 

et al. (2014). Furthermore, IMW expressed their views on physician recommendations in two 

qualitative studies, Saadi et al. (2015) and Al-Amoudi et al. (2015). All of these studies were 

described on pages 36, 38, 42, and 43 excepting the Roman et al. study, which is described 

below (pp.49). Several studies were also conducted in Arab countries: Soskolne et al. (2007), 

Donnelly et al. (2013), Shirazi et al. (2006), and Freund, Cohen, & Azaiza (2019).  

To explore the association between screenings (BCS and cervical cancer screenings) and 

risk factors among the three ethnic groups, Roman et al. (2014) conducted a cross-sectional study 

with 233 IAW, 216 African American women, and 65 Latina women. The independent variables 

in the study included; a) demographic variables, b) chronic illness, c) risk behavior, d) access to 

health care, and e) health literacy. The study was conducted in English, Arabic, and Spanish and 

directed by a social determinants model. Roman et al. found out among all ethnic groups lack of 
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receiving physicians’ recommendations were negatively associated with BCS. Among IAW, a 

lack of physicians’ recommendations was negatively associated with the odds of having had a 

mammogram (OR = .25; p <.05) and having had CBE (OR = .2) within the past year (Roman et 

al., 2014). Similarly, among Arab women in Israel, not receiving a physician’s recommendation 

for a mammogram was associated with lower adherence to the screening (Freund et al., 2019). In 

Al-Amoudi et al. (2015), mentioned that they did not know about obtaining a mammogram 

because their primary care physicians had never advised them to do so.  

In this respect, many studies have demonstrated the positive impact of physicians’ BCS 

recommendations. IMW expressed how physicians’ recommendations and reminders to obtain 

BCS encouraged them to have their mammograms (Saadi et al., 2015). IMW (Iranian) and 

Lebanese IAW in California were four (OR= 4.45, p<.038) and fourteen times (OR= 14.3, 

p<.01), respectively more likely to obtain a mammogram if they received a mammogram 

recommendation form their physicians compared to their counterparts (Bourdeanu et al., 2020; 

Shirazi et al., 2006). Of all the IMAW who had ever had a mammogram, 95.5% did so thanks to 

their primary health care providers’ recommendations (Salman, 2012). After controlling for 

health insurance and family income, Hasnain et al. (2014) found that having a primary health 

care provider was a statistically significant predictor for ever having a mammogram (AOR = 

1.3). Similarly, Padela et al. (2015), found that IMW who had a primary health care provider 

were almost five times more likely (OR 4.9, p < 0.001) to have had a mammogram within the 

last two years compared to their counterparts.  

The positive influence of physician recommendations was also evidenced in studies 

conducted with women in Arab countries. Arab women in Israel were 12 times more likely to 

obtain a mammogram if they were recommended to have one (OR=10.86, p <.01) (Soskolne et 
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al., 2007). Receiving a physician recommendation was proven to encourage Arab women’s 

intention to obtain BCS. Among Qatari women (n=525), 86% (n=333) were planning to receive 

a mammogram because their physicians recommended it (Donnelly et al., 2013).   

As it is clear from the preceding discussion on health beliefs on (pp. 38–47), quantitative 

studies have measured Muslim and Arab health beliefs regarding BCS. That being said, 

qualitative studies provided more details on the women’s health beliefs about BCS in the context 

of their cultures. Cultural health beliefs regarding preventive health are complex, especially 

among minorities, because minority groups such as immigrant Arabs or Muslims have unique 

health attitudes and behaviors toward preventive health (Dallo & Kindratt, 2015).   

Modifying Factors 

Demographic factors. This section discusses 24 studies with several demographic 

variables. Fifteen are quantitative studies and six studies are conducted on IMW and IAW as 

follows: Schwartz et al. (2008); Hasnain et al. (2014); Padela et al. (2015); Salman (2012); 

Kawar (2009); Menon, Szalacha, and Prabhughate (2012). All studies except Menon et al. (2012) 

and Padela et al. (2018) and (2019) were previously described on pages 36, 42, 43, and 44 

respectively. In addition, this section will discuss nine quantitative studies conducted in Arab 

countries, which include the following: Azaiza et al. (2004), Elias et al. (2016), Elobaid et al. 

(2014), Soskolne et al., (2007), Elobaid, Aw, Lim, Hamid, & Grivna (2016), Shirazi et al. 

(2006), Petro-Nustas (2001), Boxwala, Bridgemohan, Griffith, & Soliman (2009), and Donnelly 

et al. (2017).   

 Menon et al. (2012) conducted a study with 330 South Asian immigrant women in the 

United States; 43% of these women were IMW. The aim of the study was to evaluate the 

influence of predisposing factors (e.g., sociodemographic and acculturation) and enabling factors 
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(e.g., having a regular provider and trusting the provider) regarding BCS and cervical cancer 

screening among immigrant women from South Asia. The scales were used to measure 

independent variables as follows: social support, medical mistrust, sense of support, family 

resource scale, and the SL-ASIA scale. Menon et al. (2012) collected the data in English, Hindi, 

and Gujarati.   

Additionally, this section discusses seven qualitative studies under demographic factors. 

Five of these studies were conducted on IAW and IMW: Kawar (2013), Shah et al. (2008), Al-

Amoudi et al. (2015), Raymond et al. (2014), Padela et al. (2015), Padela et al. (2018), and 

Padela, Malik, Din, Hall, and Quinn (2019). All studies except for Padela et al. (2018) and 

Padela et al. (2019) were previously described on pages 37, 38, 43, 44, and 34, respectively. In 

addition, two qualitative studies were conducted on Arab women living in Arab countries: Bener 

et al. (2009) and Othman et al. (2012).  

One mixed-methods study was conducted by Padela et al. (2018) on 58 IMW with a 

mean age of 50 years; 35% of the participants were IMAW. The study aimed to evaluate the 

outcome of religiously tailored educational intervention in Chicago. The educational program 

was designed according to the results from Padela et al.’s (2016) qualitative study. The 

educational program addressed the benefits of mammograms, barriers beliefs in obtaining 

mammogram, and health-related religious discussions. Data was collected through pre-

intervention and post-intervention (six months and one year). The researchers measured the 

likelihood and level of confidence that subjects would obtain mammograms within the next year. 

The researchers also measured predictors for obtaining mammograms as follows, basing their 

initial predictions on the participants’ demographic variables: 
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• They measured barriers and facilitators to belief using questions based on the results 

of Padela et al. (2016). 

• They measured fatalism with the RHFQ and religiosity with the Duke University 

Religion Index. 

• They used the Psychological Measure of Islamic Religiousness and its Punishing 

Allah Reappraisal subscale to measure positive religious coping and negative 

religious coping. 

• They took into account participants’ levels of knowledge of BC and BCS, measured 

with the Breast Cancer Knowledge test according to ACS guidelines 2016. 

• A t test was used to evaluate the change in pre-test and post-test intention, likelihood, 

and confidence to obtain a mammogram.  

•  Fisher’s exact test was used to explore the associated base line characteristics with 

obtaining mammogram.  

• Finally, they conducted logistic regression to evaluate predictors and the likelihood 

that participants would receive mammograms.   

Following with Padela et al.’s (2018) research about religiously tailored interventions, 

Padela et al. (2019) published further outcomes from the same intervention as described in the 

preceding paragraph. In order to further evaluate the impact of the intervention, a t-test was 

conducted to evaluate the intervention (pre- and post- at six months and one year) changes in (a) 

levels of mammogram knowledge, (b) the intention to obtain a mammogram, and (c) the 

evaluated differences in women’s agreement levels about mammogram-related barriers and 

facilitators. Logistic regression was also utilized to measure predictors of change.  



  

 

  

  

43 
  

Age. Overall, older women were found more likely to utilize BCS than women younger 

than 50 years old (Alatrash, 2021; Menon et al., 2012; Padela et al., 2015). According to the 

ACS, women should start annual mammogram screening at age 45 (ACS, 2016).    

Padela et al. (2015) reported that IMW, including IMAW, who were 50 years or older 

were more likely to have had a mammogram or CBE in their lifetimes compared to women who 

were younger than 50 years of age (OR =1.1, p < 0.01; OR = 1.1, p <0.01, respectively). 

Similarly, Menon et al. (2012) reported that IMW who had previously had a mammogram were 

significantly older (x̅ = 60.1; SD = 9.5 years) than those who had never had a mammogram (x̅ = 

55.3; SD 11.2; t = 2.99, p <.01).    

However, in other studies, IAW who were older than 64 years tended to be less likely to 

participate in mammogram screenings. Schwartz et al. (2008) found that the odds of IAW in the 

50–64-year-old age bracket obtaining a mammogram every one to two years were 2.07 times 

greater (OR = 2.07; 95% CI [1.09, 3.95]) than those of women older than 64 years. Also, their 

chance of having a mammogram every three to five years was 2.80 times greater (OR = 2.80; 

95% CI [1.04, 8.37]) compared to women older than 64 years. One explanation for this result is 

that the ACS has recommended less frequent mammogram screening, every two years instead of 

one, at ages 55 and older, which may explain why IAW older than 64 are less likely to have a 

mammogram compared to women aged 43 to 54.   

It is important to state that, in interpreting results from previous studies, researchers 

should consider one condition: there is no national health survey for AA in the United States 

which makes it challenging to obtain data to conclude how age influences IMAW or IAW and 

their BCS practices. All identified studies are cross-sectional studies with sample sizes ranging 

from 250 to 360 participating women. These studies were conducted in Chicago and Michigan 
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only, thus, it is difficult to conclusively determine the relationship between IMAW’s or IAW’s 

age and their BCS practices.   

Findings in the Arabic world are also similar to those among Arab and Muslim women in 

the United States. Palestinian and Emirati women ages 49 to 50 years old or older were more 

likely to have obtained a mammogram at least once in their lives compared to younger women: 

(χ2 = 33; p <.001) and (OR 1.14, CI 95% [1.07–1.22], p <0.001), respectively (Azaiza, Cohen, 

Awad, & Daoud, 2010). In Qatar and the West Bank of Palestine younger women seem more 

likely to get a mammogram than the older generations. In Qatar, 45% of 40- to 49-year-olds had 

ever obtained a mammogram, compared to 10% of older women 50 to 59 years old (Bener & El 

Ayoubi, 2009). In Palestine, the odds of adherence to mammogram screenings was ten times 

higher in women aged 50 to 55 compared to three times in women 56 to 61(OR=10.2, OR=3.8, p 

<.05, respectively; Soskolne et al., 2007).   

Education. In general, the level of education is a significant factor in the adherence to 

cancer screening guidelines. Women with fewer years of education were less likely to comply 

with BCS guidelines (CDC, 2016). In Kawar’s (2013) qualitative study, one IAW mentioned that 

women with a low level of education were less likely to get mammograms which was supported 

by findings from quantitative studies. Schwartz et al. (2008) found that IAW who had a high 

school education or less were more likely reported as never having had a mammogram: (OR 7; p 

< 0.05) or CBE (OR 9; p = 0.1) compared to their counterparts (Padela et al., 2015). On the other 

hand, IMW who had a higher educational level and a graduate or professional degree were six 

times more likely to obtained both CBE and a mammogram within the last two years (OR= 6.66, 

p <0.01; Boxwala, Bridgemohan, Griffith, & Soliman, 2009).  
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Similar findings were made among Arab women in Qatar and Lebanon. A higher level of 

education (above high school) significantly predicted having ever had a mammogram among 

Qatari women (OR= 1.464, p <.001) (Bener & El Ayoubi, 2009) and a repeated mammogram in 

the previous year among Lebanese women (AOR 1.71, p <.05) (Elias et al., 2016).  

Breast cancer and breast cancer screening knowledge. In many studies, Arab and 

Muslim women in the United States or Arab countries acknowledged not having enough 

knowledge about BC and BCS, such as BC causes, BC risk factors, BC signs, BCS guidelines, 

and mammogram procedures and side effects (Alatrash 2020; Alam, 2006; Al-Amoudi et al., 

2015; Alshahrani et al., 2019; Alrashidi et al., 2017; Bawazire et al., 2019; Bener et al., 2002; 

Donnelly et al., 2014; Donnelly et al., 2017; Elobaid et al., 2016; Kawar, 2013; Omar et al., 

2020; Rahman et al., 2019; Raymond et al., 2014; Shirazi et al., 2013; Soskolne et al., 2007). 

Regarding BC causes, IAW and IMAW mentioned culture-specific beliefs that BC might occur 

as a result of trauma or infection in the blood or breast milk; Other IMW stated that BC was 

caused by the evil eye, not drinking enough camel milk, or not getting enough sun exposure (Al-

Amoudi et al., 2015; Azaiza & Cohen, 2008). Others mentioned that hospitalization increased 

the risk of exposure to germs that caused cancer (Shah et al., 2008). In many studies, the women 

believed that BC was a contagious disease (Al-Amoudi et al., 2015; Raymond et al., 2014; 

Shirazi et al., 2013).  

Women also expressed their lack of knowledge related to mammogram procedures. For 

example, exposure to radiation from a mammogram causes BC, or causes breast disfigurement 

(Al-Amoudi et al., 2015; Alshahrani et al., 2019; Bawazire et al., 2019; Bener et al., 2002; 

Elobaid et al., 2014; Elobaid et al., 2016; Pratt et al., 2017; Raymond et al., 2014). One IMW 

said, “A mammogram has radiation, and I am one of those who believe that radiation causes 
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breast cancer” (Raymond et al., 2014, p. 5). Other women considered a mammogram a 

diagnostic test and it should be done when women show symptoms (Elobaid et al., 2014; Shirazi 

et al., 2013). 

Another study by Williams et al.’s (2011), showed a lack of knowledge among IAW 

regarding BCS. The study was conducted with African American women (n =116), Latina 

women (n = 112), and IAW (n = 112). These women all received a BC and BCS educational 

program. Each woman was also required to take a test before and after the educational session. In 

the pretest, IAW scored lower compared to African American women on three questions about 

how to obtain BSE, mammography, and a CBE (Williams et al., 2011). 

Ayyash et al.’s (2019) quantitative study of IAW in Michigan also revealed that lack of 

knowledge related to BC and mammograms. For example, about 40% of the women reported 

that pain is a typical sign of BC, and 92% of the women reported that breast feeding increased 

the risk of BC. About half of the women reported not having had obtained a mammogram 

because they had not experienced breast problems. This last finding may suggest that a lack of 

knowledge about BC and mammograms among IAW may have contributed to low mammogram 

utilization within this population (Ayyash et al., 2019).   

Having a higher level of knowledge about BCS improved CBE utilization among the 

women. A study by Padela et al. (2015) of IMW (n = 207), in which 35% were IMAW, found 

that a higher level of knowledge about BCS increased the likelihood of CBE (OR = 1.4, p < 

0.01) but did not find a relationship between the level of knowledge and mammography 

utilization. Another study among IMW (Iranian) found that women with a higher knowledge of 

BC and BCS were seven times more likely to obtain CBE (OR = 7.3, p =.002) (Shirazi ate al., 
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2006). Kawar (2009) found that knowledge was positively correlated with performing CBE (r =. 

25, p < .01) and having a mammogram (r = .24, p < .01).  

Badr et al.’s (2017) study comparing mammogram use among 105 IAW from Lebanon 

and 250 Lebanese women in Lebanon revealed that women in both groups with a better 

understanding about mammogram effectiveness were more likely to report having ever had a 

mammogram (OR = 1.98, p <.05; CI: 1.08–1.21). This relationship was further explored in 

another paper from the Badr et al.’s (2017) study. Lebanese American women with high 

knowledge of mammogram recommendation were 45 times likely to have had a mammogram 

(OR = 45.47; p = .005; CI, 7.01- 294.85; Badr et al., 2020) 

Studies conducted in Arab countries also showed that having a higher level of knowledge 

was associated with obtaining a mammogram every two years (Petro-Nustas, 200; Soskolne et 

al., 2007). This held true for Arab women in Israel (OR=1.27, CI:1.04-1.33) (Soskolne et al., 

2007). Jordanian women with high level of BC and BCS knowledge also showed more 

adherence to mammograms (χ2=4.9, p =.03; Petro-Nustas, 2001), and this knowledge predicted 

their having already obtained a mammogram (t= 139 = 3.4, p < .01) reported in a study 

conducted by Othman et al. (2012). On the other hand, women in Yemen who reported 

inadequate levels of knowledge about BC risk factors and signs were less likely to adhere to 

CBE compared to their counterparts (OR= .44, CI:.21-. 92; Bawazire et al., 2019).  

 To date, only a few studies of IMW have been conducted to evaluate the relationship 

between an intervention and BCS knowledge and uptake (Freund et al., 2019; Padela et al., 2018; 

Padela et al., 2019). In Padela’s et al. studies, Muslim women (n=58) received a religiously 

tailored education regarding mammograms and related barriers and facilitators for the screening. 

Results showed a significant change in the mean level of mammogram knowledge (pre-
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intervention and post-intervention) among the women after the intervention (x̅ =.53, p =.0002); 

but, the level of knowledge did not predict the Muslim women’s mammograms uptake (Padela et 

al., 2019). The intervention, however, increased the likelihood of obtaining future mammogram 

among the women. The intention to obtain mammograms among all Muslim women increased 

immediately after receiving the intervention (OR=.29, p < .01). The women’s intention to obtain 

mammograms remained significant at 6 months (OR=.3, p < .05), but only for women who had 

mammograms within one year of the intervention (n=38) (Padela et al., 2018).   

The third intervention study was conducted in Israel by Freund et al., (2019). A culturally 

based intervention targeted 598 Jewish and Arab women. The study aimed to explore the effect 

of intervention on the women’s BCS adherence. Data was collected pre- and post-intervention 

and again after 3 months. Results showed that Arab women were more likely to undergo CBE 

after those three months (OR=1.2, p < .05). Intervention increased their chances of obtaining 

mammograms (OR=1.1, p < .05).  

The literature clarified the reasons behind the low level of knowledge about BC and BCS 

among IAW and IMW. For example, IMW from Somalia rationalized their lack of knowledge 

about BCS and BC as a result of their culture; back home, women rarely talked about BC, and 

the test might not even have been available to them (Al-Amoudi et al., 2015; Pratt et al., 2017; 

Raymond et al., 2014). Other IAW from Palestine and Jordan linked their lack of knowledge 

about BCS to living in closed cultures (Kawar, 2013).  

Shirazi et al. (2013) rationalized the lack of knowledge among IMW as a result of a low 

level of education and language difficulties, which isolated them from accessing health services 

(Islam et al., 2017; Shirazi et al., 2013). For example, because of their language limitations, the 

women became intimidated when they saw a great deal of writing in a BCS brochure. In fact, 
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70% (n = 53) of women mentioned that linguistically and culturally appropriate materials were 

not available for them (Shirazi et al., 2013). Shirazi et al. also speculated that a low level of 

knowledge about BCS and BC may have resulted from the relatively low level of education 

among women in the study (Shirazi et al., 2013).   

Interestingly, IMW proposed various ways to enhance their level of knowledge about 

BCS and BC. In most studies, women expressed their need for culturally and linguistically 

appropriate educational programs about BC and BCS. Older IMW preferred audiovisual 

education programs over reading materials (Shirazi et al., 2013). Other IMW suggested 

culturally sensitive programs such as involving male family members and religious and 

community leaders (Padela et al., 2016).    

Health insurance. Generally, there is a positive relationship between having health 

insurance and obtaining BCS. Schwartz et al. (2008) showed that having health insurance 

increased the likelihood of certain IAW having a mammogram every one or two years (OR 3.73) 

compared to IAW without insurance. Having health insurance was strongly associated with 

having had at least one mammogram, and with having mammograms every two years for IMW 

aged 40 and over (Menon et al., 2012).   

In Salman (2012), 30% of IMAW who had never had a mammogram did not have health 

insurance. Even when health insurance was partially or fully available for IMAW, their BCS 

utilization proved unsatisfactory; women who had to pay part of the cost of the mammogram 

were less likely to be screened than those women who had full health insurance coverage 

(Salman, 2012). IMAW in Shah et al. (2008), expressed low BCS utilization even when they had 

health insurance. The inconsistency of mammogram utilization among the women, even those 

with health insurance, suggested other factors that have stronger influence on the women’s BCS 
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uptakes, such as family responsibilities, language barriers, fear, lack of knowledge, fatalism and 

the need to obtain approval from a male family member (Islam et al., 2017; Kawar, 2013; Shah 

et al., 2008).    

In studies conducted in Arab countries, having health insurance did not play a significant 

role in attaining mammograms. This could be because most Arab countries, especially Arab Gulf 

States such as Saudi Arabia, Qatar, and the United Arab Emirates have national health care 

systems that provide free or very affordable care (Donnelly et al., 2017; Sabih et al., 2012). That 

could provide an explanation for why some immigrant women struggle to navigate the health 

care system in the United States (Rajaram & Rashidi, 1999).  

Acculturation. The influence of acculturation on BCS was measured by two main 

criteria: length of residency in the United States and English language proficiency (Hasnain et 

al., 2014; Padela et al., 2015; Salman, 2012; Schwartz et al., 2008; Shirazi et al., 2006). Three 

studies used the SL-ASIA scale (Hasnain et al., 2014; Menon et al., 2012) or Martin’s 

acculturation scale (Shirazi et al., 2006) to explore the relationship between IMW and BCS 

utilization. However, no study revealed significant results (Hasnain et al., 2014; Menon et al., 

2012; Shirazi et al., 2006). 

Duration of U.S. residency. A longer residency in the United States for IAW and IMW 

was associated with having had a mammogram at least one time. In a study among IMW (n= 

240) where 30% of the sample were IMAW, women with U.S. residencies longer than 20 years 

were more likely to have had mammography and CBE (OR 5.2, p < 0.001; and OR 4.4, p < 0.01, 

respectively) compared to women who had lived in the United States for 20 or fewer years 

(Padela et al., 2015). Similarly, IMW (Iranian) who lived for 10 years or more in the United 

States, were five times more likely to have had CBE (OR= 5.2, p =.004) and seven times more 
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likely to have had a mammogram (OR= 6.9, p =.007) at least once in their lifetimes (Shiraz et al., 

2006).  

There was also a significant difference between two groups of IMW, those who had 

never undergone a mammogram and those who had had at least one, in regard to the number of 

years they had been living in the United States (Hasnain et al., 2014). IMW who had never had 

mammograms had been in the United States for significantly fewer years compared to women 

who had had at least one (F [2,105] = 3.3, p < 0.05, F [2,102] = 3.1, p < 0.05) (Hasnain et al., 

2014). In the same study, even when controlling for health insurance and income, some IMW’s 

long years of residency in the United States significantly predicted their having had at least one 

mammogram compared to the shorter residency of those who had never been screened (AOR = 

1.1). Hasnain et al. (2014) did not mention the exact number of years of residency for each 

group. Similarly, IAW who had been in the United States for 10 years or less were less likely to 

have had at least one mammogram compared to women who had lived in the United States for 

more than 10 years (Schwartz et al., 2008). 

A longer residency in the United States was not only associated with the likelihood that 

women would have had at least one mammogram, but it was also associated with the likelihood 

that women would adhere to national guidelines for mammogram screenings. IMAW who had 

lived in the United States for more than 10 years were more likely to have had a mammogram in 

the past two years than IMAW who had lived in the country for 10 years or less (Salman, 2012). 

Among IMW, a large number of years of residency in the United States significantly predicted 

adhering to mammogram screening every two years, compared to IMW with a short residency in 

the country, who had never been screened (Hasnain et al., 2014). Results from Salman (2012) 

may provide one explanation for that. The researcher found that women who had resided in the 
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United States for more than 10 years had fewer feelings of discomfort or embarrassment during 

mammograms compared to women who had resided in the United Stated for less than 10 years.   

That may have alleviated one of the difficulties that IMW face during BCS.  

Acculturation is a dynamic variable that is continuously changing under the influence 

of many factors beside the duration of residency in the United States. For example, the age of 

women at migration could influence their level of acculturation. Hasnain et al. (2014) found that 

women who were older at the time of their migration tended to be less acculturated, even if they 

had spent many years in the United States, because the proportion of their lives spent in the 

United States could be lower compared with those who migrated at a younger age. To date, no 

studies have examined the influence of the proportion of years spent in the United States on BCS 

utilization among IMW or IAW. 

English proficiency. Another criterion used to study the relationship of acculturation to 

BCS was English proficiency. In three qualitative study, Shah et al. (2008), Shirazi et al. (2006), 

and Islam et al. (2017) IMAW and IMW reported that the language barrier was a big issue, 

which created barriers when they wanted to obtain BCS. Additionally, Kawar’s (2013) study and 

Raymond et al.’s (2014) work showed that difficulty with translating cultural or medical terms 

hindered IAW and IMW from seeking BCS or health care. In fact, some medical terms, like 

cancer, do not exist in certain cultures (Al-Amoudi et al., 2015).  

The positive influence of the ability to speak or understand English on BCS practice was 

reported in two studies. In Shirazi et al. (2006), IMW (Iranian) who used English in 

communicating with physicians were five times more likely to have attained a mammogram at 

least once in their lifetimes (OR=5.11, p < 0.015). The case was similar in Salman’s (2012) 

study. IMAW who understood English well were more likely to get a mammogram than women 
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who did not understand English. However, this finding was not statistically significant (p < 

.081).   

Religious, Social, and Cultural Factors 

Seventeen studies explored the influence of sociocultural and religious factors on BCS 

among IMW and IMAW. Six are quantitative studies, and 11 are qualitative. The quantitative 

studies were Padela et al. (2015), Padela et al. (2016), Salman (2012), Kawar (2009), and 

Rajaram and Rashidi (1999). These studies, except for Rajaram and Rashidi (1999), were 

previously described on pages 43 and 44. The 11 qualitative studies are Kawar (2013), Shah et 

al. (2008), Al-Amoudi et al. (2015), Raymond et al. (2014), Saadi et al. (2015), Pratt et al. 

(2017), Shirazi et al. (2013). These studies are described on pages 37, 38, 41, and 42, 

respectively. Several studies were also conducted in Arab countries: Donnelly et al. (2017), 

Baron-Epel and Granot (2004), Madkhali et al. (2018), and Elobaid et al. (2016).   

Religious factors. Alatrash (2021) conducted a study among 316 IAW in California, both 

Muslim (n = 213) and Christian (n = 103). Results showed that IMAW were less likely to have 

obtained mammograms compared to Christian IAW (OR=.5, p < .05; CI: .03 - .05; Alatrash, 

2021). Religious factors could have contributed to IMAW’s choices regarding mammogram 

utilization. Two dominant religious factors were reported in the literature. These factors are: (a) 

modesty, and (b) fatalism.  

Modesty. Modesty is an important religious and cultural value for Muslim women 

(Padela at al., 2016; Shirazi et al., 2013). Because of modesty, most Arab and Muslim women 

agreed that they would feel embarrassed, shy, discomfort, or ashamed if a physician examined 

their breasts or to talk about breast health in general (Alatrash, 2019; Donnelly et al., 2017; 

Hwang et al., 2017; Kawar, 2013; Padelat at al., 2016; Raymond et al., 2014; Saadi et al., 2015; 
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Sabih et al., 2012; Salman, 2012; Shirazi et al., 2013). Some women saw modesty or feeling 

embarrassed during the exam s a barrier preventing them from obtaining BCS (Alatarsh 2019; 

Donnelly et al., 2017; Raymond et al., 2014; Salman, 2012). Among IMAW in California, 35% 

of the women (n = 213) reported that their embarrassment about exposing their bodies in front of 

a doctor was a barrier to obtaining CBE (Alatarsh, 2019).   

Other studies show various views on how modesty influences the acceptance of BCS 

among Arab and Muslim women. These views could have been shaped by several factors. First 

is religion. In Hwang et al. (2017), Kawar (2013), Madkhaki et al. (2018), Raymond et al. 

(2014), and Shirazi et al. (2013), some IMW and IAW see modesty as an important value 

required by their religion. A woman mentioned “[Women] don’t want to expose themselves. Our 

holy book said that you have to cover yourself” (Hwang et al., 2017, p. 719). Women viewed 

head coverings as a religious symbol of modesty (Underwood et al., 1999). Women who valued 

this religious practice refused to be screened until they could find a female doctor (Padela at all., 

2016; Sabih et al., 2012; Madkhali et al., 2018). For Muslim women in Padela et al. (2016), the 

gender of their health care providers influenced their decision to obtain a mammogram.  

In some studies in Arab countries, 97 % of the sample (n= 1750) preferred to see a female 

physician for BCS (Bener & El Ayoubi, 2009). This preference was positively associated with 

BCS utilization among Arab women (Qatari). Women who preferred to be examined by a female 

physician were half as likely to have had CBE compared to those who did not care about the 

gender of the physician (OR=.56, p <.01) (Donnelly et al., 2013).    

Female physicians were not only preferred by Arab and Muslim women, but they were 

also an essential factor for their husbands’ approval of the screening. In a study among 50 Qatari 
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men about their views in BCS, 48 men strongly objected to CBE being performed by a male 

physician, except in an emergency (Donnelly et al., 2017).     

However, other women believed that although modesty was part of their religion, 

physical exposure for medical purposes is allowed (Pratt et al., 2017; Saadi et al., 2015; Salman, 

2012; Shirazi et al., 2013;Underwood et al., 1999). A few women viewed seeking health care, 

treatment, tests, or screenings as a religious obligation, and they viewed CBE as a job that should 

be done by a doctor regardless of the gender (Azaiza & Cohen, 2007; Sabih et al., 2012). Results 

of the qualitative studies were consistent with results found by Salman (2012), in which he 

reported that only 25% (n = 12) of IMAW said that modesty prevented them from obtaining BCS 

and that, on the other hand, 72% of the women (n = 38) did not have an issue with receiving 

BCS administered by a male physician because their faith, Islam, allowed body exposure for 

medical purposes. IMW (Afghani) reported that when it came to breast examinations, most of 

them preferred to see female doctors because of their culture, but religion did not prevent them 

from seeing male doctors (Shirazi et al., 2013). According to them, “Islam doesn’t say we can't 

go to a man doctor, but I am Afghan, and my culture says it’s not right” (Shirazi et al., 2013, p. 

6).  

Only one study used a scale to study the relationship between modesty and BCS among 

IMW (30% of whom were IAW). The study found that 84% of the participants agreed with the 

statement, “maintaining Islamic modesty is important to me” (Padela et al., 2015, p. 662). 

However, no significant correlation was found between modesty and BCS (Padela et al., 2015).  

Results from Padela et al. (2015) study should be interpreted in light of two 

considerations. First, maintaining Islamic modesty may have been important for Muslim 

American women who were recruited from religious centers. However, it is unclear, via 
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quantitative studies, if modesty would be a deciding factor for IMW women obtain BCS. 

Second, other factors, such as acculturation, should be considered when exploring the influence 

of modesty on BCS among IMW. However, the researchers did not measure the levels of 

acculturation in the study. Such factors could possibly influence IMW’s views on modesty, 

which could, in turn, influence their BCS utilization.  

Fatalism. Fatalism is a belief that a health condition such as BC occurs because of a 

higher power, such as God (Wu, West, Chen, & Hergert, 2006), or believing that death is 

inevitable when cancer is present (Powe, 2006, p. 454). Fatalism is a culturally and religiously 

rooted belief among Arabs (Shah et al., 2008). Arab women held higher fatalistic beliefs 

compared to secular Jewish women (χ2 = 4.43, χ2=2.56, respectively), but the results were not 

statistically significant (Baron-Epel, Friedman, & Lernau, 2009). Fatalistic beliefs have variously 

affected Muslim and Arab women’s views on BC’s causes, outcomes, curability, and BCS 

utilization, perceived benefits and knowledge (Kawar, 2013; Padela et al., 2015; Pratt et al., 

2017; Saadi et al., 2015). 

Only one quantitative study among IMW show a negative influence of fatalism on 

attitudes about BC and BCS among IMW (Padela et al., 2015). Women with high fatalistic 

scores on the mPFI (Powe, 1995), were less likely to have had mammograms (OR 0.79, p < 0.01; 

and OR 0.84, p < 0.01, respectively) than women who had low fatalistic scores. Additionally, 

women with high scores on the RHFQ (Franklin, Schlundt, & Wallston, 2008), were less likely 

to have had CBE (OR= 0.80, p < .001) than their counterparts.   

Similarly, negative influence studies in Israel showed that Arab women who held higher 

fatalistic beliefs that an external force caused BC were less likely to obtain mammograms (OR= 

0.71, p < .047) (Baron-Epel,2009). Qatari women who believed that cancer was a form of God’s 
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punishment were half as likely to have obtained a CBE than those who did not believe cancer 

was God’s punishment (OR = 0.52, p =.006) (Donnelly at al., 2013).   

Findings from qualitative studies conducted on IAW, IMW, and women living in Arab 

countries revealed more details on how fatalistic beliefs influenced the women’s views about 

BC’s causes. IMAW believed that God controlled BC and that only he knew the reasons behind 

it (Azaiza et al., 2010; Baron-Epel & Granot, 2004; Islam et al., 2017; Shah et al., 2008). For 

some IMW, cancer is preplanned destiny; a woman mentioned that if she became sick, it was 

because it was meant to be (Al-Amoudi et al., 2015; Raymond et al., 2014). Fatalistic beliefs also 

influenced IMW’s views on BC’s curability. For example, in Raymond et al. (2014) and Padela 

et al. (2016), women expressed the notion that BC was caused and cured by God and that cancer 

treatment would work only with God’s approval.     

Fatalistic beliefs play a role in shaping IMW’s perceived benefits of BCS (Bourdeanu et 

al., 2020). IMAW women said that a mammogram would not prolong their lives because their 

deaths had been predetermined, and no one could postpone them (Raymond et al., 2014). In 

other qualitative studies, IAW who were Muslims or Christians also believed that there were no 

benefits from getting mammograms because their lives were controlled by God (Kawar, 2013; 

Saadi et al., 2015). Based on their views, if God willed for a woman to have BC, mammograms 

would not help her, so there was no reason for her to have BCS. Another woman mentioned that 

if having BC was God’s will, she had no reason to obtain a mammogram (Saadi et al., 2015). 

Other IMW viewed mammograms as an attempt to predict God’s will, which they said was 

impossible. This was because only God could know if someone would get cancer or not (Pratt et 

al., 2017). Women who expressed fatalistic beliefs also displayed their lack knowledge of BCS. 

Some IMAW believed in relying on God because everything was in his hands and he would 
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provide protection; however, when it came to preventive health measures, they did not know 

what to do (Shah et al., 2008).  

 Other scholars studied fatalistic beliefs as cancer fatalism, the inevitability of death for 

cancer patients (Powe & Finnie, 2003). Arab women linked cancer to death. For Saudi, Emirati, 

and Palestinian women, BC for them meant death, either physical or symbolic (Azaiza & Cohen, 

2008; Madkhli, 2018). Some women also held the belief that while cancer generally led to death, 

modern treatment could cure some cases (Azaiza & Cohen, 2008).  

Other women expressed a balanced view when it came to fatalism and its effect on BCS. 

Some IMW and IMAW agreed they should do everything necessary to take care of their health 

but said that they left their health up to God (Padela et al., 2016; Shah et al., 2008). One IMW 

mentioned that she agreed that everything was in God’s hands, but that because no one knew 

God’s plan, everyone should follow his rules and take care of their bodies (Shirazi et al., 2013). 

Arab women in Israel and IMW also discussed the difference between human control and God’s 

will. As humans, they said, women should try to take care of their health and accept God’s will 

at the same time (Shirazi et al., 2013; Baron-Epel et al., 2009; Shah & Granot, 2004; Shah et al., 

2008). 

Findings from the literature regarding IAMW and IMW views on fatalism and their BCS 

utilization vary. There are three possible reasons for the diverse findings. First, older IMW may 

have stronger fatalistic beliefs than younger ones. In Raymond et al. (2014), participants were 

divided into two focus groups according to age. The younger group included women aged 20–

35; the older group included women aged 36–65. Some participants in the older group saw no 

need for a mammogram because they believed it would not prolong a woman’s life, whereas the 

younger group had a different relationship to fatalism because of their religious belief that God, 
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who created cancer, also encouraged people to take care of their bodies. Second, the different 

findings could have been influenced by the study participants’ SES. For example, fatalism was 

mostly found among Arab women with low SES and education levels (Baron-Epel et al., 2009; 

Donnelly et al., 2013). Third, selection bias could have affected studies on fatalism. Some of the 

studies recruited participants from religious locations, such as mosques and churches. Fatalistic 

beliefs among more religious women could be different than those among nonreligious women 

(Kawar, 2013).   

Social, and cultural factors. 

Cancer stigma. Cancer is stigmatized in the Arab culture, particularly BC (Alatrash, 

2019; Islam et al., 2017; Rajaram & Rashidi, 1999; Amoudi et al., 2015; Kawar, 2013; Padela et 

al., 2016; Raymond et al., 2014). Breast cancer is viewed as a shameful disease, a punishment 

from God or payback for sin (Elobaid et al., 2016; Rajaram & Rashidi, 1999). According to Arab 

(Qatari) women and IMW, women with BC were seen as damaged, no longer functioning, 

worthless, alienated, unfeminine, and rejected or unwanted as wives, which could lead to their 

losing their husbands through divorce (Alatrash, 2019; Elobaid, Aw, Lim, Hamid, & Grivna, 

2016; Hwang et al., 2017; Islam et al., 2017; Kawar, 2013).   

Not only can BC harm the women’s image, but stigma associated with BC can harm the 

reputation of their families as a whole. IMW and Arab women reported that women viewed 

having BC as a personal stigma and believed that it would bring bad luck to their families and 

give them a bad name or reputation (Elobaid at al., 2016; Hwang et al., 2017; Kawar, 2013; 

Raymond et al., 2014). Indeed, it might result in some difficulty for the daughter of a mother 

with BC to get married (Elobaid et al., 2016).   
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In Saudi Arabia and Qatar, talking about BC and BCS is considered taboo (Hwang et al., 

2017; Madkhali et al., 2018). IMW (Somali), Palestinian, and Saudi women do not talk about BC 

and BCS in their countries or communities (Azaiza & Cohen, 2008; Al-Amoudi et al., 2015; 

Raymond et al., 2014). A Qatari nurse stated, “Even between ladies, they will not complain to 

each other about breast pain or breast cancer” (Hwang et al., 2017, p. 717). Another woman said, 

“In the Middle East women suffer in silence” (Elobaid, 2016, p. 159). Breast cancer stigma led 

some Qatari and Saudi women to hide their family history of BC or even to hide their diagnosis 

of BC from husbands and family members (Madkhali et al., 2018; Hwang et al., 2017); A 

woman mentioned, “Women here don’t want their husbands to know that they have any 

problem” (Hwang et al., 2017, p. 718). 

Stigma associated with BC and uses of BCS was in some studies phrased as gossiping 

(Baron-Epel & Granot, 2004; Donnelly, 2017). Because of the stigma associated with BC, Arab 

women in Israel avoid visiting clinics to prevent gossip (Baron-Epel & Granot, 2004). Alatrash’s 

(2019) study on IMAW in California reported that 74% of the women (n = 213) avoiding visiting 

the clinic to avoid being seen by an acquaintance. Men in Qatar emphasized this issue, saying, 

“A woman would think that if she went for breast cancer check-ups, friends would start making 

up stories and it might cause her problems with her suitor” (Donnelly, 2017, p. 15). Fear of BC 

gossiping negatively affected BCS; Qatari women who had a great fear of gossip were less likely 

to have obtained mammograms compared to women had feared gossip less (χ2 = 4.77, p < 0.029) 

(Donnelly, 2013). 

In some studies, researchers found that even after the Muslim or Arab women migrated to 

the United States, they did not discuss BC with each other (Al-Amoudi et al., 2015; Raymond et 

al., 2014). One women mentioned that if a relative had BC, we found out about it only when she 
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died (Al-Amoudi et al., 2015). During focus group discussion, it was difficult for IMW to share 

their views about BC and BCS because of the associated stigma (Al-Amoudi et al., 2015). 

Family-related factors. In the literature, the influence of family on IMW and IMAW 

regarding BCS took two different forms: a) family responsibilities, and b) the influence of male 

family members on women’s BCS practices.  

Family responsibilities. Having family responsibilities seem to be a barrier to getting 

BCS. IAW and IMW indicated that they had a duty to address the needs of their families before 

taking care of their own health needs (Hwang et al., 2017; Kawar, 2013; Padela, 2016; Shah et 

al., 2008; Shirazi et al., 2013). The women described this duty as caring for their homes and 

children, such as helping the children with their homework and shielding them from the moral 

dangers of early sexual activity and drug use (Shah et al., 2008). The women saw their 

responsibilities toward their children and family as their first priority, whereas their own needs 

were their third or fourth priority (Hwang et al., 2017).  

Despite the fact that family responsibilities appear to restrict IAW and IMW from 

obtaining BCS, taking care of their families could motivate them to take better care of their 

health (Shah et al., 2008). Women mentioned that their roles in the community and the family 

were vital (Raymond et al., 2014; Shah et al., 2008; Shirazi et al., 2013). IMA (Somali) and 

Qatari men mentioned that women’s image and rule in the community were very strong and 

considered as the center of the family and the community (Donnelly et al., 2017; Raymond et al., 

2014). The whole family and sometimes the community rely on these women as an important 

source of support; thus, taking care of their health by obtaining secondary screenings is 

important to allow them to fulfill their responsibilities and maintain the strength of the 

community (Donnelly et al., 2017; Raymond et al., 2014). IMW also addressed the importance 
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of obtaining all the screenings to stay healthy for pregnancy and childbearing purposes 

(Raymond et al., 2014; Shirazi et al., 2013).  Family was also reported as a source of support that 

helped women to adhere to mammogram screening. Allen et al., (2020) conducted a study in 

New York on Arab and African American women. They found that women who reported higher 

family network support were more likely to have obtained mammograms and CBE compared to 

their counterparts (OR = 6.41, p < 0.0001 and OR = 3.55, p = 0.001, respectively; Allen et al., 

2020).  

Influence of male family members on Arab American women’s breast cancer 

screening practices. Researchers found that males family members or husbands influenced Arab 

and Muslim women’s decisions about their health (Aboul-enein, 2010), particularly in terms of 

BCS utilization (Kawar, 2013; Shirazi et al., 2013). As described in Chapter 1, in Arab cultures, 

the father/husband is considered the head of the family (Aldosari, 2017); the decision-maker 

(Aboul-enein, 2010); and the leader, instructor, and protector for female family members 

(Donnelly, 2016). Therefore, male approval of BCS may be a significant factor influencing 

mammogram utilization among Arab women (Donnelly, 2017). Diversified views on qiwamah 

and wilayah, as explained in Chapter 1, have also influenced the rule of the male family member 

(A1-Huwaider, 2009; Al-Zamakhshari, 1075; Al-zuhaili, 1984; Ibn Ashur, 2000). This 

diversification has created several interpretations and practices regarding rules and duties of the 

husbands and fathers toward their families (Aldosari, 2017; Al-Huwaider, 2009; Ekm, 2018).  

The literature reveals scattered findings on husbands’ influence over their wives’ BCS 

utilization (Alam, 2006; Boxwala et al., 2009; Padela et al., 2019; Petro-Nustas, 2001; Schwartz 

et al., 2008). A few studies mention obtaining approval from husbands or fathers for BCS. 

Kawar (2009), the need to obtain approval from a dominant male in the family to get BCS was 
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negatively correlated with BCS utilization among IAW (r = -.21, p < .05). Women in qualitative 

studies stated that in traditional Arab families, parents or husbands often do not allow their 

daughters to consult physicians, especially male physicians, about BCS or to get BCS (Azaiza & 

Cohen, 2008; Kawar, 2013; Donnelly et al., 2017). An Arab man in Donnelly’s et al. (2017) 

study said “Another reason that might prevent her from doing the check-ups is that she has to ask 

for permission from her husband or her parents” (Donnelly et al., 2017, p. 14). To an extreme 

extent, IAW felt that they did not have the freedom to make their own decisions about obtaining 

BCS. Those decisions were sometimes heavily influenced by their immediate male family 

members or even extended male family members. This level of influence could be a result of a 

male-dominant culture in some Arab countries (Donnelly, 2017; Kawar, 2013).       

Obtaining a husband’s or father’s approval was not a dominant barrier in other studies 

among Arab women in UAE and Qatar. A study conducted among Qatari women found that only 

1.7% of the women (n=1,063) said that they avoided attaining mammogram and CBE due to 

husbands’ or male relatives’ disapproval (Donnelly et al., 2013). Another qualitative study 

conducted on Qatari women found that men were supportive and reported positive attitudes 

toward BCS. Only one man mentioned the women may not get their husbands’ approval for a 

clinical visit before she meets the needs of the family (Donnelly et al., 2017). In other studies, 

women emphasized that their “husbands will not refuse anything to do with health” (Bener et al., 

2002, p. 5). In the same study, other women argued that obtaining mammograms was “all 

dependent on the women; if she wants to do it, she will.” By saying this, they implied that no one 

could stop the women from obtaining BCS services (Bener et al., 2002, p. 5).    

The influence of male family members is not limited to obtaining BCS approval, but 

some women also rely on their husbands or male or female family members to utilize BCS 
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services. IAW and IMAW shared that they depend on family members, especially their 

husbands, to make appointments, provide transportation, or serve as interpreters if they had 

mammogram or gynecologist appointments, which might delay or decrease their BCS 

obtainment (Azaiza & Cohen, 2008; Madkhali et al., 2018; Shah et al., 2008; Shirazi et al., 

2013). In some Arab countries, women are required to be accompanied by a man if she wants to 

go to the hospitals (Donnelly, 2017). As one participant stated in Donnelly (2017), “in the Arab 

world, it was not appropriate for a woman to consult a doctor by herself. She had to be 

accompanied by a man.” (Donnelly, 2017, p. 14). In Arab countries, not being accompanied by 

male may defer the women’s health services utilization. Women stated, “She has to tell her 

husband to accompany her [to the clinic], and he doesn’t always want to” (Baron-Epel & Granot, 

2004, p. 110).   

Studies also find that husbands could influence their wives’ BCS utilization indirectly. 

The social stigma associated with BC made some Arab women worried that if they had BC or 

sought BCS, their image would become that of damaged or worthless wives or mothers. They 

reported the fear of rejection by their husbands and they might leave them if they thought about 

obtaining BCS or found out they had BC (Baron-Epel & Granot, 2004; Donnelly et al., 2017; 

Hwang et al., 2017; Islam et al., 2017; Kawar, 2013; Madkhali et al., 2018).  

Husbands’ levels of knowledge about BC and BCS may also play an indirect role in their 

wives’ BCS. Al-musa et al.’s (2020) cross-sectional study conducted in Saudi Arabia on 832 

husbands revealed that only 20% of them had ever heard about mammograms. Overall, they also 

demonstrated a lack of knowledge regarding BC sings and risk factors. The study also reported 

that the wives of the participants who did show high levels of BC and BCS knowledge were 
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more likely to have obtained at least one mammogram compared to their counterparts. However, 

the results were insignificant (AOR= 2.1; CI: 1.23-3.64).  

Husbands’ positive influence and attitudes were also reported in the literature. Arab men 

in a qualitative study in Qatar showed a positive attitude toward BCS. The men acknowledged 

the importance of their role as husbands and fathers in women’s health care as based on the 

Islamic faith. One man shared, “Our religion, Islam, asks us to look after women and take care of 

them. Therefore, it is a must that Arab men have to protect her and keep her away from 

everything that could harm her or impact her life” (Donnelly et al., 2017, p. 24). The men were 

also aware of the importance of early detection and encouraged their wives to obtain BCS. One 

man, talking about mammogram, said, “It’s a must to support her in this matter. It is very 

important to detect the disease in its early stages.” The men’s positive attitude toward BCS was 

driven by the importance of the women in the society. One man stated, “Check-ups are vital not 

only for the well-being of the woman but also for the good of her family and society… Women 

are the base of society” (Donnelly et al., 2017, p. 7).  

Quantitative studies also capture a somewhat positive influence of husbands on Lebanese 

women’s use of BCS; receiving more spousal encouragement increased the likelihood of 

adherence to mammograms by two times compared to women who received natural or no 

spousal encouragement (AOR=2.26, CI [1·03–4·99]). However, spousal encouragement was not 

defined in the study (Elias et al., 2016). Donnelly et al. (2014) found that husbands’ level of 

education could influence their wives’ BCS utilization indirectly. Women whose husbands were 

university educated had more knowledge about mammograms (χ2 = 43.09, p<.001) and CBE (χ2 

= 21.379, p<.001) compared to women whose husbands have little or no education (Donnelly et 

al., 2014).    
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Generally, married women were more likely to utilize mammograms and CBE. That may 

suggest that husbands’ influence on their wives’ BCS use was positive (Menon et al., 2012; 

Padela et al., 2018; Schwartz et al., 2008). However, there are other factors, possibly 

confounding factors that could have increased the chances that married women would obtain 

mammograms or CBE. One of these factors was age, which was explained in detail from pages 

53 to 54. It may be that older women, 40 years and older, have better mammogram utilization, 

and it is most likely they are married. Another factor is pregnancy. In qualitative studies, many 

Arab and Muslim women revealed that they received their first physical checkup when they 

become pregnant (Raymond et al., 2014; Saadi et al., 2015).  

Overall results from previous studies, suggest that husbands may have a negative or a 

positive influence on IMAW’s BCS utilization. If husbands play a role, the nature or dynamics 

of their influence is still unclear. Also, it is still unknown if that role would overall enhance or 

decrease IMAW’s utilization or adherence to BCS.  

Health care provider preferences. In general, Arab and Muslim women prefer to be 

examined by female physicians. Language, religion, and cultural background were also 

important criteria for their preferred health care providers. Difficulty in finding health care 

providers with specific sociodemographic characteristics could be a barrier to getting BCS (Al-

Amoudi et al., 2015; Alatarsh 2019; Kawar, 2013; Islam et al., 2017; Madkhali et al., 2018; 

Raymond et al., 2014; Sabih et al., 2012; Underwood et al., 1999).   

Studies found that modesty and privacy could be the primary reasons IAW and IMAW 

preferred to be seen by female physicians (Alatarsh 2019; Islam et al., 2017; Kawar, 2013; 

Raymond et al., 2014; Shirazi et al., 2013). This point was discussed previously in this chapter in 

pages 62 and 63. Other women trusted culturally oriented female physicians because those 
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physicians understood their cultural beliefs and problems, and because seeing them helped 

reduce the possibility of misunderstandings (Raymond et al., 2014; Shah et al., 2008). Some 

IMW preferred to have a Muslim female health care provider because of her familiarity with 

religious principles and needs related to health (Al-Amoudi et al., 2015; Pratt et al., 2017; 

Underwood et al., 1999).  

IMW also prefer to see Arabic-speaking physicians. Women shared that they were not 

able to provide their English-speaking physicians with a comprehensive description of their 

health issues (Raymond et al., 2014). Furthermore, relying on a family member to translate made 

the women uncomfortable when discussing private health issues (Shah et al., 2008). Other 

women preferred Arabic-speaking physicians because it was easier for them to build a trusting 

relationship without a misunderstanding of their health needs (Raymond et al., 2014). However, 

in another study, IMW said the religion and ethnicity of the health care provider were not 

important. The most important criterion for them was to have respectful communication with 

female physicians (Shirazi et al., 2013; Underwood et al., 1999).     

In conclusion, the most important thing for IAW and IMAW when selecting health care 

providers is to avoid potential difficulties during visits. Difficulties could include 

embarrassment, language barriers, and physicians’ unfamiliarity with Arab culture. However, 

most women emphasized that in case of an emergency and the unavailability of certain health 

care providers, they would be willing to be seen by any qualified male physician (Raymond et 

al., 2014; Shirazi et al., 2013; Underwood et al., 1999).    

Factors related to countries of origin. Some factors that influence BCS among IMW 

and IAW are a direct result of migration. These factors include the political situation, health 
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infrastructure, and Arab and Muslim women’s attitudes toward health screenings in their 

countries of origin.  

Political situation in countries of origin. IAW and IMW who migrated from Palestine, 

Iraq, and Somalia and Afghanistan explained how political stress back home influenced their 

attitude toward BCS utilization (Azaiza et al., 2010; Kawar, 2013; Saadi et al., 2015; Schwartz et 

al., 2008). Because of the stress of political instability, women’s focus drifted from taking care of 

their health to daily survival (Saadi et al., 2015). IAW from Palestine stated that the political 

instability of war rooted in their minds how to survive on a daily basis, and BCS was simply not 

a priority for them (Kawar, 2013). Arab women in Palestine shared their experience with 

frequent security checkpoints and the existence of separating wall created environmental barriers 

to accessing health services, including BCS (Azaiza et al., 2010); they also faced more 

environmental barriers to accessing BCS than Israeli women (F=454, p<.001) (Azaiza et al., 

2011).   

Several women who had immigrated from Iraq also said that in their country, they had 

the mentality of surviving day-to-day, and that there was no time to even think about receiving 

BCS (Saadi et al., 2015). This experience could explain the result from Schwartz et al. (2008) that 

IAW who migrated from Iraq were more likely to have never had a mammogram.  

Even after migration to the United States, some IMW are still suffering from physical and 

psychological trauma due to their experience with war. This trauma took priority over BCS. One 

women said that taking care of her sickness and trauma that resulted from war was more 

important than obtaining BCS (Saadi et al., 2015).              

Health infrastructure in countries of origin. Many IMW and IAW compared the health 

care system in their countries and the health care system in the United States (Kawar, 2013; 
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Saadi et al., 2015). In fact, many of them suggested that their attitude toward BCS has been 

shaped according to the health care systems in their homelands (Saadi et al., 2015). For example, 

IAW from Jordan discussed the lack of equipped and specialized facilities, and difficulties with 

scheduling appointments at nearby facilities or at appropriate times in Jordan and rural areas in 

Saudi Arabia (Amin, Al Mulhim, & Al Meqihwi, 2009; Kawar, 2013; Madkhali et al., 2018). 

Another IMAW considered the lack of medications, laboratories, and medical technologies in 

Somalia as barriers to obtain BCS (Saadi et al., 2015).  ` 

A shortage of qualified female physicians and nurses in terms of BCS knowledge and 

clinical skills could be one factor that has negatively affected BCS among women in Saudi 

Arabia, Palestine, and Yemen (Amin et al., 2009; Bener & El Ayoubi, 2009; Henna et al., 2019; 

Kawar, 2013; Madakhali, 2018). A Saudi physician addressed Saudi Arabia’s lack of continued 

education and training programs in BC and BCS, which made her outdated in dealing with BCS 

and abnormal breast conditions (Madakhali, 2018). Yemeni physicians and Saudi Arabian nurses 

showed a lack of knowledge about mammograms guidelines and procedure (Henna et al., 2019; 

Madakhali, 2018; Al-Nagaar, Isa, Shah, Chen, & Abdul Kadir, 2009). Due to deficiencies in the 

health infrastructure in Arab countries, IMW were not accustomed to using BCS services (Saadi 

et al., 2015).      

 Arab and Muslim women’s health practices and attitudes toward health screenings in 

their countries of origin. As reported earlier, the deficiencies in the health infrastructure may 

have accustomed immigrant Arab and Muslim women to seek care only for symptomatic 

conditions rather than preventive care, including obtaining BCS (Aboul-enein, 2010; Islam et al., 

2017; Underwood et al., 1999). In Saudi Arabia, women view health as an absence of symptoms 

(Madakahli et al., 2018). IMW and Saudi women expressed statements such as, “If it does not 
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hurt me, I do not have to go to a doctor today” (Madkali et al., 2017; Saadi et al., 2015, p. 3; 

Underwood et al., 1999). Another IMW reported that in Somalia, people only went to a doctor 

when they had problems (Raymond et al., 2014).  

In Kawar (2013) and Pratt et al. (2017), IMW and IAW shared that seeking preventive 

care or obtaining certain screenings was thought to bring bad luck and cause people to contract 

the disease they were screening for. For example, an IMW refused to have a mammogram 

despite her doctor’s recommendation because she was afraid it would bring bad luck or breast 

cancer (Pratt et al., 2017). This negative attitude could have interfered with IMW’s BCS 

utilization.   

In contrast, IMW in other studies were willing to visit physicians even when they had no 

symptoms (Pratt et al., 2017; Raymond et al., 2014; Saadi et al., 2015). IMW reported that unlike 

10–15 years ago, women had started to seek preventive health care for themselves and their 

children (Raymond et al., 2014). These IMW may have had a more positive attitude toward BCS 

because they had been exposed to BCS information via the media and campaigns (Pratt et al., 

2017; Raymond et al., 2014; Saadi et al., 2015). 

Immigrant Arab women’s attitude toward BCS was measured quantitatively in only one 

study (Kawar, 2009). Kawar used two scales, one developed by Lauver et al. (1999) and another 

developed by Delbar (1999). Both scales were modified and translated into Arabic to become 

applicable to IAW. However, they did not find any significant results relating to IAW’s attitudes 

about BCS and their BCS utilization. 

Because of Arabs and Muslims women’s attitudes toward health screenings, seeking 

BCS, may not be a common practice in the women’s original countries (Al-Amoudi et al., 2015; 

Islam et al., 2017; Madakahli et al., 2018; Raymond et al., 2014; Saadi et al., 2015). Such an 
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attitude toward preventive health care could explain why most BC cases in Arab and Middle 

Eastern countries are discovered in an advanced stage of BC (Chouchane et al., 2013).   

Conclusion 

 It is difficult to estimate an accurate BCS rate among immigrant women from ethnic 

minorities, such as IMW or IAW. A few studies have shown that the rate of BCS in this 

demographic is lower than the rate recommended by the Healthy People 2020 objectives 

(Hasnain et al., 2014; CDC, 2016; Snyder et al., 2013). This chapter discussed and analyzed 

findings from the current state of literature on the factors that influence BCS among studies 

conducted in the United States among Arab and Muslim women in addition to studies conducted 

on Arab women in Arab countries. It is unreasonable to point at one factor as the principle cause 

of low BCS utilization among Arab and Muslim women in the United States; rather, there are 

several intertwined factors. These factors include health beliefs about BCS and BC shaped by 

these women’s religion and culture, as well as sociodemographic factors they have carried from 

their countries of origin. Low BCS utilization also stems from immigration-related factors that 

women deal with after moving to the United States, such as navigating the health care system.  

 Findings from qualitative studies provided more details that helped in understanding 

some of the findings from quantitative studies, as was the case for English proficiency. 

Sometimes, however, these finding diverged, as was the case with perceived BC susceptibility. 

These divergent findings related to health beliefs may have resulted from the influence of 

cultural or religious factors, such as fatalism.  

To date, a limited number of studies explore the influence of health beliefs on BCS 

among Muslim and Arab women in the United States. However, health beliefs are not the only 

factors that influence BCS among IMAW. Such factors should be studied in consideration of the 
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IMAW’s sociocultural and religious contexts, specifically fatalism and modesty.    

The literature also demonstrated that there are many sociocultural factors that influence 

IMAW’s BCS utilization. Researchers found that family-related factors in some cases acted as 

facilitators for IMAW to obtaining BCS (Raymond et al., 2014). In contrast, family 

responsibilities also sometimes hindered IMAW from attaining BCS (Shah et al., 2008). In Arab 

culture, family members influence one another’s lifestyles and health behaviors in many ways 

(Binghalib, 2011). Findings from studies in Arab countries, as detailed in Chapters 1 and 2, 

suggested that husbands, in particular, had great positive or negative influence on their wives’ 

mammogram and CBE usage (Aboul-enein, 2010). To date, there is no study exploring the 

influence of husbands on IMAW’s BCS utilization. A similar study might provide important 

findings to incorporate in future interventions to enhance BCS among IMAW.    

The literature also showed a low level of knowledge about BC and BCS among Arab and 

Muslim women. Women’s comments in qualitative studies showed an obvious lack of 

knowledge on the topic (Al-Amoudi et al., 2015; Kawar, 2013; Raymond et al., 2014; Shirazi et 

al., 2013). However, only three quantitative studies explored the influence of BC and BCS 

knowledge on IAW and IMW’s BCS utilization: one study on mammogram utilization and the 

other on CBE (Kawar, 2009; Padela et al., 2015). Neither of these studies were conducted on 

IMAW living in California. Also, one quantitative study only provided evidence about the 

relationship between the level of BC and BCS knowledge and the IMW’s or IAW’s ever having 

obtained a mammogram only. The other studies reported a positive association between high 

levels of BC and BCS knowledge and CBE utilization, or the intention of women to obtain 

mammograms. Based on the available knowledge, one study reported a positive association 

between levels of knowledge and adherence to mammogram screenings. Thus, more studies are 
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recommended to evaluate IMAW’s level of knowledge and its influence on their mammogram 

utilization.     
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Chapter 3: Theoretical Framework 

This chapter centers on the study’s theoretical framework. Because the study utilized a 

mixed-methods approach, the Health Beliefs Model (HBM) guided the quantitative part of the 

study. The first half of the chapter presents the HBM and Champion breast health tool, and the 

last part of the chapter is dedicated to symbolic interactionism (SI) and how it guided the 

qualitative portion of the study.  

Health Belief Model Concepts   

HBM is used to explain individuals’ health behaviors. HBM is the most used theory in 

the health promotion field (National Cancer Institute [NCI], 2003). Social psychologists 

introduced the model in 1950 to explain why relatively few people participated in a free 

tuberculosis (TB) screening program (Rosenstock, 1974). The psychologists initially relied on 

four major constructs to explore human health behaviors involving the tuberculosis screening 

program: perceived seriousness, perceived susceptibility, perceived benefits, and perceived 

barriers. Since then, researchers have expanded the HBM to enhance the explanation of 

individuals’ health behaviors as related to their health beliefs (Hayden, 2014). Currently, the 

model includes seven concepts (NCI, 2003): the original four concepts plus action, self-efficacy, 

and modifying factors (NCI, 2003; Rosenstock, 1974; see Appendix A, Figure A2 for an HBM 

diagram).      

Perceived Susceptibility  

According to the HBM, individuals are ready to seek preventive health measures such as 

BCS if they believe they are susceptible to a certain condition (NCI, 2003; Rosenstock, 1974). 

Perceived susceptibility is how people understand the risk or likelihood of suffering from a 

certain disease or condition that has a negative impact on their health (Rosenstock, 1974). 
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Perceived susceptibility is the most powerful form of perception prompting individuals to adopt 

heathy behaviors (Hayden, 2014). People vary in terms of their perceived levels of susceptibility, 

which affects their commitment to healthy behavior (Glanz et al., 2008).  

Perceived Seriousness  

The concept of perceived seriousness refers to how an individual perceives the serious 

consequences of a disease (Glanz et al., 2008). That is, perceived seriousness is how individuals 

believe that diseases, such as BC, would negatively affect their lives by causing them to 

experience social stigma, spousal rejection, treatment side effects, or sexual dysfunction 

(Hayden, 2014; Hwang at al., 2017). Researchers combined threats of perceived seriousness and 

susceptibility in the HBM as a predictor of healthy behavior (Rosenstock, 1974).  

Perceived Benefits  

Individuals will most likely adopt healthy behaviors when they believe taking action can 

reduce their susceptibility to the condition or reduce its seriousness (NCI, 2003; Rosenstock, 

1974). When individuals perceive the benefits or value of a healthy action, they are more likely 

to take that healthy action and adhere to it (Glanz et al., 2008). For example, when an individual 

understands that physical activity and a healthy diet decrease the risk of cancer, they are more 

likely to exercise regularly and watch their diet (Janz & Becker, 1984).  

Perceived Barriers  

Individuals will adopt healthy behaviors if they believe the costs of taking action (i.e., the 

perceived barriers) are outweighed by the action’s benefits (NCI, 2003). Adopting healthy 

behavior is a difficult process that is sometimes obstructed by the individual’s perceived barrier. 

In other words, when an individual think about adopting a healthy action (e.g., quitting 

smoking), his or her perception about barriers (such as peer pressure) may hinder that person 
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from starting or adhering to the healthy action (Hayden, 2014).   

Cues to Action  

Individuals are most likely to adopt a healthy behavior when they are exposed to factors 

that prompt action (Rosenstock, 1974). Examples of such cues include television ads and 

reminders from a physician to get a mammogram. These cues may sometimes be necessary to 

carry out the desired behavior (Hayden, 2014).  

Self-Efficacy  

Researchers added this concept to the HBM in 1988 (Hayden, 2014). When individuals 

are confident in their ability to successfully perform a healthy action, they will adopt a healthy 

behavior (NCI, 2003). For example, a woman who thinks she is able to perform a BSE will be 

more likely to perform the exam (Mikhail, Petro-Nustas, 2001).  

Modifying Variables  

This host of variables modify the perceived seriousness, perceived susceptibility, 

perceived benefits, and perceived barriers related to healthy behavior. They include experience, 

education, fatalism, financial status, age, acculturation, knowledge, and other socioeconomic 

factors (Hayden, 2014). For example, women with more years of education were more likely to 

comply with BCS guidelines (CDC, 2016).   

Health Belief Model Assumptions 

Individuals are willing to take an action and adopt healthy behaviors if they:    

• believe they are susceptible to a condition (perceived susceptibility);  

• believe the condition is associated with serious ramifications (perceived seriousness); 

• believe taking an action would decrease their susceptibility to the condition or its 

seriousness (perceived benefits);  
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• believe any disadvantages of taking an action (perceived barriers) are outweighed by the 

advantages; 

• have confidence in accomplishing the action (self-efficacy); and 

• are exposed to factors like ads or texts that trigger action (cues to action) (Hayden, 2014; 

NCI, 2003).  

The action of adopting a new behavior is influenced by modifying variables, such as 

health insurance, level of education, level of knowledge, and acculturation. Education, for 

example, may increase an individual’s perceived seriousness about getting lung cancer from 

smoking cigarettes. Thus, the chance of that individual’s quitting smoking (the unhealthy 

behavior) is high (Hayden, 2014).  

Strengths and Weaknesses of the Health Belief Model 

By far, HBM is the most utilized theory in studies of BCS use, especially mammograms 

(Pasick & Burke, 2007). More importantly, HBM has been evaluated and tested among different 

populations. The model was used to explore mammogram usage among Korean American 

women (Eun, Lee, Kim, & Fogg, 2009), IMAW (Hasnain et al., 2014), IAW (Schwartz et al., 

2008), Arab women (Petro-Nustas et al., 2006), African American women (Champion, 

Monahan, Springston, & Russell, 2010). HBM was also used in studies for BSE among IAW 

(Norman & Brain, 2005; Petro-Nustas et al., 2012; Taymoori & Berry, 2009).  

HBM was not only utilized in secondary disease prevention, such as BCS (Hayden, 2014; 

Janz & Becker, 1984), but the model was also extensively used in all levels of disease 

preventions. At the level of primary prevention, the HBM has been used to explore the utilization 

of flu vaccine (Aho, 1974) and the human papillomavirus vaccine (Reiter, Brewer, Gottlieb, 

McRee, & Smith, 2009). At the tertiary prevention level, the model has been used in studies 
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investigating adherence to medication among asthmatic patients (Becker et al., 1978) and 

patients with hypertension (Kirscht & Rosenstock, 1977).   

Most importunately, HBM guided two quantitative cross-sectional studies (Hasnain et al., 

2014; Schwartz et al., 2008) to explore the influence of health beliefs about BCS among IAW 

and IMW. Both studies are explained in detail on page 36 of Chapter 2. The studies showed the 

following results: 

• Perceived BC susceptibility, no significant relationship was found between perception of 

BC susceptibility and obtaining mammograms within the last two years (Hasnain et al., 

2014; Schwartz et al., 2008).  

• Perceived BC seriousness, IAW with higher perceived BC seriousness were more likely 

to have a mammogram every one to two than women with lower perceived BC 

seriousness (Schwartz et al., 2008). 

• Perceived BCS benefits, IMW who were adherent to mammogram screening had 

significantly higher perceptions of BCS benefits than nonadherent women (Hasnain et al., 

2014). 

• Perceived BCS barriers, IAW and IMW who perceived these barriers as higher were less 

likely to have had a mammogram screening within the last two years (Hasnain et al., 

2014; Schwartz et al., 2008). 

• Self-efficacy, IMW with high self-efficacy were more likely to have had at least one 

mammogram in their lifetime as opposed to IMW with low self-efficacy (Hasnain et al., 

2014). 
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• Cues to action, IMW who received a recommendation to obtain a mammogram were 

more likely to have had one once in their life or to have had a mammogram within the 

last two years (Hasnain et al., 2014).  

Despite of the broad uses of HBM, the model includes some weaknesses. First, the 

relationships among the concepts (constructs) in the model were not explicitly defined 

(Davidhizar, 1983; Glanz et al., 2008; Orji, Vassileva, & Mandryk, 2012). Also, there are no 

clear rules for combining the formulated variables. However, this weakness is considered by 

some scholars a strength because the lack of a strict relationship among the concepts suggests 

more flexibility, which promotes the adaptability and applicability of HBM in research (Orji et 

al., 2012).  

Another weakness is the model’s predictive capability, or the predictive power to adopt a 

healthy behavior based on each concept’s dependence on another concept. For example, 

perceived benefits and barriers may be a more significant predictor for adopting a healthy 

behavior when perceived susceptibility is high than when it is low (Glanz et al., 2008). 

Additionally, quantitative studies found out that perceived susceptibility, benefits, and barriers 

were the most significant predictors of adopting a healthy behavior. However, their effect size 

was small (Soskolne et al., 2007). This means that there could be other important variables that 

determine adopting a healthy behavior, yet these variables have not been accounted for by HBM, 

as will be discussed below. 

The HBM is a cognitive model that predicts health behaviors based on individuals’ health 

beliefs (perceptions) only, and the model does not account for emotional factors. Researchers 

argued that emotions such as fear play an important factor in predicting health behaviors (Glanz 

et al., 2008). Even though the variable of fear is not articulated as a main construct in HBM, 
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however, emotions (fear) was included as one of variables in the perceived benefits or barriers. 

Champion et al. (2004) developed and psychometrically tested emotional items, such as fear and 

embarrassment, under the perceived BCS barriers scale. The Champion breast health tool will be 

explained in detail on pages 94 and 109 of Chapter 3 (Champion et al., 2004).  

Some experts critiqued HBM for predicting changes in health behaviors without 

considering individuals’ social and cultural contexts (Pasick & Burke, 2007). This has also made 

health behaviors seem influenced solely by individuals’ health beliefs or perceptions. However, 

other experts argued that factors such as social support and influence could be considered as cues 

to action (Orji et al., 2012). In some studies, social support in term of receiving BCS’s 

information or recommendation from husbands, family member, and friends were studied as cues 

of action to obtain mammograms (Soskolne et al., 2007). Likewise, culture-related factors 

dealing with modesty such as privacy during BCS, gender of the physician, feeling shameful, 

and fatalism were studied and evaluated as perceived barriers to mammograms to enhance the 

cultural sensitivity of the tool (Hasnain et al., 2014; Petro-Nustas, 2001). 

As it can be concluded from the previous discussion, the concept of cues to action is 

considered by some scholars as a construct more than a concept because the definition of cues to 

action could be interpreted to include any factors that catalyze the adoption of healthy behavior; 

the same is true for modifying factors (Davidhizar, 1983). The broadness of the definition has 

sometimes been seen as one of HBM’s advantages and has made it one of the most utilized 

models (Orji et al., 2012). However, others have argued that the lack of a standardized 

operational definition of cues to action and modifying factors makes it difficult to evaluate the 

predictive power the concepts and the clarity of the model (Davidhizar, 1983; Glanz et al., 2008; 
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Janz & Becker, 1984. This is because the concepts were measured differently among various 

studies (Davidhizar, 1983).       

In conclusion, compared to other theories that are suitable to be used in health behavior 

promotion studies, HBM is by far is the most utilized and appropriate theory, especially in 

studying BCS utilization (Pasick & Burke, 2007). This is for many reasons:  

• The adaptability of the model. Researchers were able to adopt HBM to guide a great 

number of studies in different fields, especially in BCS studies (Aho, 974; Becker et al., 

1978; Reiter et al., 2009). 

• The complexity of the model, which makes it possible for researchers to add and evaluate 

additional factors. Some of these factors are social acceptability, perceived importance, 

and self-identity (Soskolne et al., 2007).  

• The flexibility of the model. As explained, these characteristic allowed researchers to test 

social and cultural factors in terms of cues to actions and perceived barriers (Hasnain et 

al., 2014; Mikhail & Petro-Nustas, 2001). Even though this flexibility was viewed as a 

weakness, findings from studies provide evidence to strength the model’s scope, utility, 

adequacy, and predictability (Orji, Vassileva & Mandryk, 2012) 

• The model’s predictive power, especially for the main concepts and perceived benefits 

and barriers. This has been improved via the extensive utilization of the model (Hasnain 

et al., 2014; Othman et al., 2012; Schwartz et al., 2008). Most importantly, interventions 

designed based on HBM have shown improvement in adopting health behaviors such as 

BCS utilization (Lee at al., 2014; Taha et al., 2010) 
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• The Champion breast health tool for mammograms. This tool was developed based on 

HBM and extensively tested among different populations and culturally adapted to them, 

including among Arab and Muslim women (Hasnain et al., 2014; Mikhail & Petro-

Nustas, 2001). 

To further enhance the theoretical framework of this study, HBM guided the quantitative 

part of the study. Meanwhile, SI guided the qualitative part of the study, which aims to 

understand IMAW’s experience and perception of spousal support related to mammogram usage 

in the context of their culture and health beliefs. Briefly, based on SI individuals (IMAW) act 

toward an object (a mammogram) according to the meaning they attribute to that object. That 

meaning is formed as a result of social interactions. These interactions are always intertwined 

with the social and cultural aspects of the individuals (IMAW), which influences how meaning is 

formed. SI will be explained in detail on pages 110 to 118.  

Relativeness of the Health Belief Model to the Study 

As evident based on the discussions in Chapters 1 and 2, the literature has shown that 

IAW and IMAW underutilize mammography. The quantitative section of this study aimed to 

understand why. Is it because of their health beliefs? Is it because IMAW have a low level of 

knowledge about BCS and higher level of BC fatalism? Or could it be that IMAW do not receive 

enough spousal support to cue them to get mammograms? The HBM provided an established 

guide for exploring the relationship between IMAW’s health beliefs, BC fatalism, modesty, their 

level of knowledge about BC and BCS, and spousal support for IMAW’s BCS (mammogram) 

utilization (see Appendix A, Figure A3 for an outline of the study’s theoretical framework). 

According to the HBM, IMAW will adopt the healthy behavior of obtaining mammograms if 

they:  
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• have higher levels of perceived BC susceptibility and mammogram benefits; 

• believe that the material and physiological costs of obtaining mammograms (perceived 

barriers) are outweighed by their benefits; 

• have confidence in their ability to obtain mammograms (perceived self-efficacy);  

• have a higher level of knowledge about BC and BCS, lower level of BC fatalism, lower 

level of modesty (modifying variables); and  

• are exposed to factors that prompt action such as spousal (husbands’) support related to 

mammograms (cues to action). The spousal support could take the form of willingness to 

listen to their wives’ concerns about BC and BCS, encouraging or advising their wives to 

obtain mammograms, and providing some information about BC and BCS. Providing 

tangible help, such as making an appointment or giving a ride to mammogram 

appointments, is another form of spousal support.  

It is important to state the difference between spousal support and spousal influence. In 

the quantitative part of this study, spousal support was considered as cues to action that assumed 

to positively influence mammogram use among IMAW. Spousal influence could include positive 

or negative effects on IMAW’s mammogram utilization; these were explored qualitatively, 

taking into consideration IMAW’s sociocultural contexts.    

In 1984, Victoria Champion developed the Champion breast health tool based on HBM 

concepts to measure the influence of health beliefs on BSE practice (Champion, 1984) and 

mammogram use (Champion, 1998). Subsequently, the tool has been used in many studies to 

understand the influence of health beliefs on BCS use among different populations, such as IAW 

(Petro-Nustas et al., 2012; Schwartz et al., 2008), IMW (Hasnain et al., 2014), African American 

women (Champion et al., 2010), and Korean American women (Lee et al., 2015).  
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In 2014, Hasnain et al. modified the tool to be culturally appropriate for IMW including 

IMAW. The modified Champion breast health tool demonstrated acceptable reliability and 

validity in the Arabic and English versions. This study used the modified Champion breast health 

tool (see Appendix B for more information on the English version of the modified Champion 

breast health tool).     

Champion Breast Health Tool 

This section of the chapter discusses in detail the history of the Champion breast health 

tool which was developed by Victoria Champion in 1984. The tool measures the health beliefs of 

women regarding BCS. The current tool includes five subscales: perceived susceptibility, 

perceived benefits, perceived barriers, self-efficacy, and fear (see Appendix C for more 

information about the current Champion breast health tool). The Champion breast health tool and 

its associated subscales have undergone many revisions and refinements over the years.  

 Champion Breast Health Tool in 1984  

The aim of the Champion (1984) study was to develop a valid and reliable scale based on 

HBM. The tool included perceived susceptibility, seriousness, benefits, barriers, and health 

motivation to predict the frequency of BSE. A total of 301 women aged 16 years and older with 

varied SESs participated in the study. The majority of the sample was White, Protestant, and 

married, with at least a high-school education. The reliability was evaluated by Pearson’s 

correlation for reliability, internal consistency reliability, and test–retest reliability. Construct 

validity was tested via confirmatory factor analysis, and mutable regression was used to measure 

the ability of the tool to predict BSE practice. After a thorough review of the theoretical and 

empirical literature, Champion developed 20–24 items to measure perceived susceptibility. Eight 

judges, faculty and doctoral students who were experts in HBM evaluated content validity. Each 
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judge was given a definition of each concept and a conceptual definition of each item and asked 

to match each item with the correct concept. An item was retained if 75% of the judges agreed 

on its value. Approximately 50% of the items reached 75% agreement. Champion then compiled 

all the items on the perceived susceptibility scale into a questionnaire and anchored it with a 

Likert scale. The questionnaire measured responses on a scale of one–five, ranging from 

“strongly agree” to “strongly disagree.” The scale was then tested on a general population and 

evaluated for internal consistency reliability, test–retest reliability, and construct validity.  

Perceived susceptibility. For construct validity, Champion’s (1984) scale retained six 

items after factor analysis with factor loading ≥ .40. Also, the scale demonstrated construct 

validity with the frequency of BSE through multiple regression (R = .51, p ≤ .001). The scale 

also demonstrated acceptable reliability with a Cronbach’s alpha score of .77. The test–retest 

reliability coefficient was acceptable (r = .86, p ≤ .001).   

Perceived benefits and perceived barriers. Champion’s (1984) perceived benefits scale 

included five items, and the perceived barriers scale included eight items. Both scales 

demonstrated acceptable reliability and a Cronbach’s alpha of .61 and .76, respectively. For 

construct validity, Champion’s confirmatory factor analysis showed that five benefits items and 

seven barriers items had at least .40 factors loading. In addition, the perceived benefits and 

barriers scales demonstrated construct validity with BSE through multiple regression (R = .50, p 

≤ .001; R = .84, p ≤ .001, respectively). For reliability, the perceived benefits scale and the 

perceived barriers scale demonstrated a Cronbach’s alpha of .79 and .73, respectively. The test–

retest reliability coefficient was acceptable (r =. 83, p ≤ .001) for perceived barriers. Test–retest 

reliability coefficient was low for perceived benefits (p ≤ .001, r = .47).  
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Perceived seriousness scale. For reliability, Cronbach’s alpha for perceived seriousness 

scored .78 (Champion, 1984). The test–retest reliability coefficient was acceptable (p ≤ .001, r = 

.76). However, the confirmatory factor analysis showed the perceived seriousness scale was not 

unidimensional. The scale resulted in 12 items loaded under three factors as follows:  

1. Physical Symptoms of Fear 

a. The thought of BC scares me.  

b. When I think about BC, I feel nauseous. 

c. When I think about BC, my heart beats faster. 

d. I am afraid to even think about BC. 

e. BC is a hopeless disease. 

2. Long-Term Effects of BC  

a. BC would endanger my marriage.  

b. My feelings about myself would change if had BC.  

c. The problems I would experience from BC would last a long time.  

d. If I got BC, it would be more serious than other diseases.  

e. If I had BC, my whole life would change. 

3. Financial or Career Problems 

a. My financial security would be endangered by BC and its long-term 

complications. 

b. If I had BC, my career would be endangered.  
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Champion Breast Health Tool in 1993  

The Champion (1993) study aimed to refine an instrument to measure the HBM concepts 

of perceived BC susceptibility, BC seriousness, BSE benefits, BSE barriers, health motivation, 

and confidence to perform BSE. After thoroughly reviewing the literature and theoretical 

publications, eight items for each scale were developed based on the search results. A random 

sample of 581 women aged 35 years and older participated, composed primarily of White and 

married women (91%).  

Champion (1993) reevaluated instrument for content, construct validity, predictive 

validity, test–retest, and internal consistency reliability (Champion, 1993). For content validity, 

three theoreticians and experts, one of whom was involved in the original development of the 

HBM, reevaluated the tool again. The second judge was an expert in measurement subjects. The 

final judge was a researcher who worked on nationally funded research projects on BSE and 

HBM. All judges evaluated the items while serving on an advisory panel. To retain an item, the 

judges were required to reach a unanimous agreement. Afterward, researchers collected data in 

two phases. In the first phase, the researchers mailed a questionnaire to the participants on BSE 

behavior and attitudes; in the second phase, the researchers handed the same questionnaire to the 

participants in person at intervals of 2–8 weeks from the mailing of the first questionnaire.  

 Researchers evaluated construct validly by explanatory factor analysis and multiple 

regression, and they assessed predictive validity by relating the instrument of BSE behavior to 

BSE attitudes by mutable regression and bivariate correlation (Champion, 1993). Champion 

established Cronbach’s alpha to reevaluate internal consistency reliability and used Pearson’s 

test for test–retest reliability between the data collected through the mail and the participants’ 

home interviews. 



  

 

  

  

88 
  

Perceived susceptibility. Champion (1993) retained five items after reevaluating the 

scale. Factor analysis revealed that all five items loaded at least .84. For internal consistency 

reliability, Cronbach’s alpha scored .93, and test–retest reliability was (r = .70, p < .01). The 

study also showed that the scale demonstrated predictive validity when the perceived 

susceptibility scale predicted BSE behaviors by multiple regression (F (23,48) = 12.90, p < .01, 

R2 = .24), and bivariate correlation with BSE behavior was .14.  

Perceived benefits and barriers scales. After advisory panel consideration, the scales 

retained six perceived benefits scale items and six perceived barriers scale items (Champion, 

1993). Exploratory factor analysis showed that the six perceived benefits scale items had factor 

loadings from .47 to 72. The six perceived barriers scale items had .74 and above factor loadings. 

The scales also demonstrated predictive validity in relation to BSE behavior (F [23, 48] = 4.53, 

p= .03, R2 = .24) on the perceived benefits scale and (F [23, 48] = 21.78, p < .01, R2 = .24) on the 

perceived barriers scale. The scales showed low correlation between BSE behavior and the 

perceived benefits scale (r = .08) and perceived barriers scale (r = –.28). For internal consistency 

reliability, the perceived benefits scale had a Cronbach’s alpha score of .80 and the perceived 

barriers scale one of .88. Finally, the perceived benefits and perceived barriers scales’ test–retest 

reliability were .45 (P < .01) and .65 (P < .01), respectively.  

Perceived seriousness scale. The scale retained eight items after the judges’ evaluation 

(Champion, 1993). The judges deleted four items because they identified them as ambiguous, 

such as the notion that a woman’s career would be endangered if she had BC. Factor analysis 

revealed that all eight items loaded at least .53 on one factor related to the seriousness of having 

BC. The study also showed that the scale demonstrated predictive validity when the perceived 

susceptibility scale was able to predict the BSE behaviors by multiple regression (F [23, 48] = 
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4.27, p =.04, R2 = .24) and bivariate correlation with BSE behavior was (r = .03). For internal 

consistency reliability, the perceived susceptibility scale had a Cronbach’s alpha score of .80. 

The test–retest reliability was .45 (p < .01).  

Champion Breast Health Tool in 1998   

Champion conducted another study in 1998 to evaluate the revised scales of perceived 

BC susceptibility and perceived benefits and barriers related to obtaining mammograms. A total 

of 618 women aged 50 and older participated in the study. The majority of participants were 

White (68%), and almost half were married (46%). Champion collected data via two 

questionnaires mailed six weeks apart. The questionnaires included demographics and scales, as 

well as questions about mammogram history, date of most recent mammogram, and intention of 

obtaining a mammogram within the next six months.  

Champion (1998) then subjected the scales to psychometric analysis. For content validity, 

she reviewed the perceived benefits, barriers, and susceptibility scales from Champion’s 1984 

and 1993 studies. Champion then conducted two focus groups of women 50 years and older to 

evaluate the items in the scale for clarity. For construct validity, exploratory and confirmatory 

factor analysis using principle component extraction were used. For predictive validity, results 

from both questionnaires were analyzed by one-way analysis of variance. The test compared the 

scores of the scales with the history of obtaining mammograms (compliance or noncompliance) 

and the intention of obtaining a mammogram within the next six months. Champion then 

examined the internal consistency reliability using Cronbach’s alpha and subjected the scales to 

test–retest reliability.    

Perceived susceptibility. Previous studies showed that all the items on the scale were 

highly correlated. Therefore, the researchers decided to remove two redundant items before 
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retesting the scale in the 1998 study. Three items were retained and retested in the 1998 study. 

For internal consistency reliability, Cronbach’s alpha was .87, and the three items each correlated 

with the scale at ≥.72. Test–retest reliability was also significant (r = .62, p< .01).  

For construct validity, exploratory factor analysis showed that all items loaded in one 

factor with a factor loading of .87 and above (Champion, 1998). Confirmatory factor analysis 

also showed that the items were constructively valid with lambda values ranging from .68 –.90. 

For predictive validity, the scale showed significant differences between perceived susceptibility 

scores for women with mammogram compliance/noncompliance and those with the intention to 

obtain a mammogram (F [4,654] = 2.46, p =.04). 

Perceived benefits and barriers scales. One item on the perceived benefits scale was 

deleted because it had the lowest factor loading from previous work. The item was “When I get a 

recommended mammogram, I feel good about myself” (Champion, 1998, p. 343). Another item 

on the scale was modified based on a focus group recommendation: “Having a mammogram or 

x-ray of the breast will decrease my chances of requiring radical or disfiguring surgery for breast 

cancer” became “If I find a lump through a mammogram, treatment for breast cancer may not be 

so bad” (Champion, 1998, p. 343). The scale demonstrated internal consistency reliability, 

Cronbach’s alpha was .75, and all items correlated with the scale between .37 and .57. Test–

retest reliability was also significant (r = .61, p < .01).  

The Champion (1998) study retested a total of six items. The scale demonstrated 

appropriate construct validity using exploratory and confirmatory factor analysis. All items on 

the scale were loaded under two factors with factor loadings of .57 and .76 and lambda values 

ranging from .40 to .83. For predictive validity, the perceived benefits scores significantly 

differed among women who were in compliance with obtaining a mammogram, others who were 
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noncompliant, and women who intended to obtain a mammogram (F (4,6731) = 9.26, p< .001).  

For the perceived barriers scale, Champion (1998) added a few items based on focus 

group recommendations. The added items concerned the necessary steps for obtaining a 

mammogram, such as making an appointment and finding a provider. The scale had a 

Cronbach’s alpha of .88, and all items correlated with the scale at ≥ .41. Test–retest reliability 

was also significant (r = .71, p< .01).  

The Champion (1998) study also retested the 11-item barriers scale. The scale 

demonstrated a construct validity. In exploratory factor analysis, all items were loaded under one 

factor with a factor loading between .48 and .79. The confirmatory factors analysis showed that 

items had lambda values between .44 and .69. For predictive validity, the perceived barriers’ 

score significantly differed among women who were in compliance with obtaining a 

mammogram, others who were noncompliant, and others who intended to obtain a mammogram 

(F [4,662] = 26.49, P = .001).   

Champion Breast Health Tool in 2004  

Champion et al. (2004) developed a fear scale specific to BC. They psychometrically 

tested the scale on 1,390 women (54% African American, 43% Caucasian) with a mean age of 

66.1 years old (SD = 10.4). Then the scale was evaluated for validity and reliability.  

Champion et al. (2004) developed the scale after an extensive review of the literature for 

content validity. The researcher developed ten items that content experts evaluated for a 

relationship between fear and BCS behavior. The researcher then used all previously developed 

scales (perceived susceptibility, benefits, barriers, and self-efficacy) and the Powe (1995) 

fatalism scale to evaluate construct and criterion validity. To measure compliance with 

mammograms, women were classified as adherent if they reported having had a mammogram 
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within the last 15 months. Women were recruited from an interventional study, and the data were 

collected twice, once prior to intervention and once two months after the intervention. Women 

who had not had a mammogram in the previous 15 months were classified as nonadherent to 

obtaining a mammogram. 

Champion et al. (2004) evaluated construct validity by factor analysis. Two items were 

deleted based on low factor loading; these two items were not conceptually linked to the rest of 

the items. The items were “I don’t like to think about breast cancer” and “The more you think 

about breast cancer, the more likely you are to get it” (Champion et al., 2004, p. 757). The factor 

loading for rest of the items was .47 and above. The internal consistency reliability of the scale 

was satisfactory. For predictive validity, linear multiple regression showed that all four variables 

BC, cancer fatalism, perceived benefits, and self-efficacy of obtaining a mammogram 

significantly predicted the fear level (F = 26.33, p < .0001). Also, the combination of perceived 

barriers and fear was significant for predicting mammogram adherence (χ2 = 63.03, p < .0001).  

 Cronbach’s alpha was reported to be .91 (Champion et al., 2004). Also, all eight items 

correlated well at .4 and above. Champion et al. (2004) used the Pearson correlation for test–

retest reliability. Data from time one and time two (control group only) were highly correlated (r 

=. 7, p <. 0001). 

Champion Breast Health Tool in 2005  

Champion, Skinner, and Menon (2005) developed a self-efficacy scale to evaluate 

women’s confidence level for obtaining a mammogram. A total of 1,244 women aged 50 to 85 

years old enrolled in the study. Women who had no history of BC and who had not had a 

mammogram in the previous 15 months also enrolled in the study. The tool was 

psychometrically evaluated for content and construct validity, internal consistency reliability, 
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and test–retest reliability. They collected data four times through computer-assisted telephone 

interviews at baseline after 2 months, 6 months, and 12 months. Each time, the participants 

answered questions regarding their beliefs based on HBM and their stage of mammogram 

adoption (Champion et al., 2005).  

Champion et al. (2005) subjected the scale to psychometric testing throughout the data 

collection phases. They obtained internal consistency reliability and confirmatory factor analysis 

(construct validity) at baseline, and they used data from baseline and after two months to 

evaluate test–retest reliability and sensitivity. They measured predictive reliability by logistic 

regression at 12 months because the data showed mammogram adherence among women.  

For content validity, Champion et al. (2005) developed 20 items to measure self-efficacy 

for all steps involved in obtaining a mammogram. These steps capture the knowledge about how 

to obtain a mammogram, including transportation and communicating health concerns to health 

care providers. A 5-item Likert scale ranging from “strongly agree” to “strongly disagree” was 

used in the scale. An expert panel, including a psychometrician, a behavioral researcher in BCS, 

two researchers who were experts on Bandura’s theory, and Dr. Bandura, reviewed the items. 

Each expert rated the items as relevant or not. To retain the item, at least 80% of the judges had 

to agree on its relevancy. The scale retained ten items, covering all steps to obtain a mammogram 

(Champion et al., 2005).  

Confirmatory factor analysis assessed construct validity using a covariance matrix of 

scale items (Champion et al., 2005). All regression weights for all items ranged from .50 to .74 

(p < .001), demonstrating acceptable construct validity. For predictive validity, logistic 

regression showed the ability of the self-efficacy scale to predict mammogram use among 

adherent and nonadherent women, even after controlling for income and physician 
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recommendation.  

Additionally, as a part of scale validity, Champion et al. (2005) evaluated the scale for its 

sensitivity to measure self-efficacy over time. They used a repeated measures test to measure the 

change in self-efficacy among women who were adherent to obtaining a mammogram and 

women who were not adherent to obtaining a mammogram. The scale sensitivity validity was 

performed at baseline, 2 months, and 6 months of data collection. The self-efficacy mean score 

increased significantly from baseline, 2 months, and 6 months among the adherent group (x̅ = 

43.77; x̅ = 44.37; x̅ = 45.35; p ≤ .001, respectively). This indicates the scale is sensitive to 

measure self-efficacy over a period of time. The scale demonstrated reliability. The internal 

consistency reliability was Cronbach’s alpha of .87. The test–retest reliability by Pearson’s 

testing was .62 (p < .001) (Champion et al., 2005).   

Champion Breast Health Tool in 2010 

Champion, Monahan, Springston, and Russell (2010) reevaluated the tool for validity and 

reliability with a sample of 344 African American women who had a mean age of 50.6 years old 

(SD = 8.8). Data collection included demographic data, knowledge beliefs, and information 

about mammography. Data were collected three times at baseline (Time 1), 1 month following 

an educational intervention (Time 2) to detect intervention effects on the women’s’ health 

beliefs, and at 6 months post-intervention (Time 3).  

Researchers conducted a focus group to evaluate the content validity of the tool 

(Champion et al., 2010). They evaluated construct validity by exploratory factor analysis and 

linear multiple regression to examine the relationships among perceived susceptibility, benefits 

and self-efficacy, and fear. They evaluated predictive validity by binary logistic regression to 

predict mammogram usage using fear and barriers scales and used Cronbach’s alpha to evaluate 



  

 

  

  

95 
  

the internal consistency reliability of each scale.  

Perceived susceptibility. The scale included five items; factor analysis showed that all 

items were loaded under one factor and that the factor loading of all items ranged from .47 to .79 

(Champion et al., 2010). Cronbach’s alpha was .79 for internal consistency reliability. Champion 

et al. (2010) used linear multiple regression to evaluate the scale’s predictive validity. It showed 

that the scale was a significant predictor of fear.  

Perceived barriers scale. The researchers conducted a focus group to evaluate the 

perceived barriers scale tool for content validity (Champion et al., 2010). In addition to the 

original 13 items, focus group members suggested six more items for addition. These items 

included “(1) forgetting to get a mammogram; (2) considering the treatment to be worse than the 

cure; (3) fear of a mammogram causing breast cancer; (4) feeling too old to get a mammogram; 

(5) no need because the doctor already examines my breast; and (6) the feeling that getting a 

mammogram would cause breast cancer” (Champion, 2010, p. 4). For construct validity, all 19 

items in the scale were loaded under one factor with factor loading ranging from .38 to .67. The 

scale’s Cronbach’s alpha was .89. For predictive validity, binary logistic regression showed that 

the scale significantly predicted obtaining a mammogram within six months after receiving 

educational intervention.   

Perceived benefits scale. The perceived benefits scale included four items (Champion et 

al., 2010). The items were slightly modified after focus group intervention, yet the researchers 

did not mention these slight changes. The scale demonstrated construct validity. Factor loading 

of the items ranged from .3 to .64. The scale was reliable with a Cronbach’s alpha of .73. 

 Self-efficacy scale. The self-efficacy scale included eight items that were all loaded 

under one factor with factor loading ranging from .37 to .76 (Champion et al., 2010). For 
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reliability, Cronbach’s alpha was .88. Champion et al. (2010) used linear multiple regression to 

evaluate the scale’s predictive validity, showing the scale was a significant predictor of fear.  

Fear scale. The scale included eight items that demonstrated constructed validity 

(Champion et al., 2010). Factor analysis showed all items were loaded under one factor with a 

factor loading between .75 and .86. For internal consistency reliability, Cronbach’s alpha was 

.94. For predictive validity, binary logistic regression showed that the scale significantly 

predicted obtaining a mammogram within six months after receiving educational intervention.  

Current Champion Breast Health Tool 

Undoubtedly, the Champion breast health tool is a scientifically reliable and validated 

tool that has been rigorously evaluated since 1984 (see Appendix C for more information about 

the current Champion breast health tool). The tool has been used in studies with participating 

IMAW and IMW. Hasnain et al. (2014) culturally adapted the tool and translated it into Arabic, 

Urdu, and Hindi, in addition to culturally adapting it for IMAW and IMW. They conducted two 

focus groups of 12 women each to culturally modify the tool, including a group for IMAW and 

IMW and another for South Asian women. Participants in the focus groups were female Muslims 

from the Middle East who spoke one of the above languages. Two researchers who spoke Urdu 

and Hindi moderated the focus group, and an Arabic speaker translated the discussion for the 

IMAW and IMW groups. Researchers used a semi-structured guide during the discussion to 

ensure the relativity and understandability of the tool. During the discussion, they made the 

decision to modify, add, or delete items from the tool (see Appendix D for more detailed 

information on how the Champion breast health tool was culturally adapted). Teams of three 

translators who were experts in each language then translated the tool (see Appendix E for the 

Arabic version of the Champion breast health tool).  
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Approximately 38% (n = 79) of the participants completed the survey in English, 35% (n 

= 73) in Arabic, and 26% (n = 54) in Urdu (Hasnain et al., 2014). The Cronbach’s alpha ranged 

from .72 to .92. The constructs were significantly correlated (e.g., benefits and self-efficacy r = 

0.53, p < 0.001). Hasnain et al. (2014) analyzed the combined data as there were no significant 

differences based on the language of the survey. 

Hasnain et al.’s (2014) tool included five scales as following; 

• perceived BC susceptibility (three items): 

• You are likely to get breast cancer  

• You are likely to get breast cancer in the next few years 

• You will get breast cancer sometime during your life 

• perceived mammogram benefits (four items): 

o If you have regular mammograms, you won’t worry as much about dying 

from breast cancer  

o If you have breast cancer found through regular mammograms, your chances 

of being cured are good  

o Having regular mammograms will help you find breast cancer early when it 

starts.  

o Having regular mammograms will set your mind at ease.  

•  perceived mammogram barriers (23 items): 

o You can ask your doctor for a mammogram even if the doctor does not 

mention it.  

o You can get to the clinic to have a mammogram. 

o You can make time in your life to have a mammogram. 
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o You can talk to people at the mammogram center if you have a problem.  

o You can go for a mammogram even if you are worried. 

o You can go for a mammogram even if you don’t know what to expect during 

the test.  

o You can get a mammogram even if you can’t afford it 

o You can make an appointment for a mammogram. 

o You can get a mammogram if you really want to. 

o You can find a place to get a mammogram. 

o The treatment for breast cancer is worse than breast cancer itself 

o You are too old to have a mammogram. 

o You are afraid to get a mammogram because it may find a problem in your 

breast.  

o Having a mammogram is too difficult. 

o Having a mammogram would cause too much pain. 

o Having a mammogram would be too embarrassing 

o Worry about being exposed to harmful radiation keeps you from having a 

mammogram.  

o You have difficulty remembering to make an appointment for a mammogram. 

o You are worried about having a mammogram because you don’t understand 

how the test is done 

o It is difficult for you to get transportation to go for a mammogram. 

o It is difficult for you to get child care to go for a mammogram. 

o You don’t have time to get a mammogram 
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o You don’t have a convenient place to get a mammogram. 

•  perceived self-efficacy (ten items): 

o Compared with your other health problems, having a mammogram is not 

important. 

o You don’t want to get a mammogram because if you have breast cancer it is 

better not to know about it. 

o You wouldn’t get a mammogram because it costs too much. 

o You are afraid to have a mammogram because it may show a problem.  

o You don’t want to get a mammogram because people you know don’t think it 

is necessary. 

o You don’t think a mammogram is necessary if you have a breast exam by a 

doctor. 

o You don’t think a mammogram is necessary because a doctor didn’t 

recommend one. 

o You don’t need a mammogram because your chances of getting breast cancer 

are low. 

o You wouldn’t want to go for a mammogram if it was done by a male provider. 

o You wouldn’t want to go for a mammogram unless the clinic has private 

space for mammography patients. 

Hasnain et al. used a five-item Likert-type scale ranging from “strongly agree” (5) to 

“strongly disagree” (1) for each item on the scale. The high total score in each scale means 

higher perceived BC susceptibility, perceived mammogram benefits, perceived mammogram 
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barriers, perceived self-efficacy, and fear (see Appendix B for more information about each 

item). 

 Symbolic Interactionism  

Symbolic interactionism (SI) guided data collection, analysis, and interpretation for the 

qualitative part of this study, which aimed to understand IMAW’s experience and perception of 

spousal support related to mammogram usage in the context of their culture and health beliefs. 

The following section will explore SI and its appropriateness for the study while drawing upon 

original sources by the scholars who developed SI.  

Symbolic interactionism is a philosophical theory about the process of interactions 

through which an individual formulates meaning about ideas, objects, emotions, situations, and 

more (Blumer, 1969). The idea of SI was initially introduced in 1934 by George Herbert Mead in 

his theories concerning the relationship between the self and society (Aboulafia, 2016). Blumer 

(1969) was the first to call Mead’s work SI. Blumer formulated the ideas into a cohesive theory, 

thereby creating a new theoretical paradigm with new methodological implications for research.   

According to Blumer (1969), researchers should study behaviors (e.g., mammogram 

utilization) from the position of the actor him or herself (e.g., IMAW). The researcher should 

seek to understand the participant as an actor and explore the world from that person’s 

standpoint. This is because behaviors are formed by actors based on their experience, judgments, 

and interpretations. Blumer also argued that to fully understand human behaviors toward an 

object (e.g., a mammogram), it is essential to understand the meaning of that object for an 

individual (e.g., IMAW). In fact, the researcher who neglects the meaning of an object toward 

which an individual acts will fail to fully understand the actual individual behavior toward that 

thing (Blumer, 1969).  
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According to Blumer (1969), SI is founded on three premises (Carter & Fuller, 2015).  

The first premise is that human beings act toward objects according to the meaning they attribute 

to those objects. Blumer explained that individuals do not inherit meanings for objects; rather, 

they construct that meaning. Mead (1934) defined objects as anything that could be defined and 

referred to. Blumer classified them into; a) physical objects, such as a mammogram; b) social 

objects, such as a woman; and c) abstract objects, such as support. 

Blumer (1969)’s second premise is that the meaning of an object as it relates to human 

beings is formed as a result of social interaction; people base meaning on how others act toward 

them in relation to that object. During face-to-face, repeated, and meaningful social interactions, 

human beings express meaning toward objects in the form of words or actions (Carter & Fuller, 

2015). This interaction is always intertwined with the social and cultural aspects of the 

individual, which influences how meaning is formed. Therefore, each individual (e.g., IMAW) 

will have a unique meaning for an object (e.g., a mammogram) based on his or her experience 

and sociocultural perspectives (Carter & Fuller, 2015).   

The third premise is that an individual’s meaning for an object changes constantly as a 

result of an active intrapersonal interpretive process (Blumer, 1969). This is a two-step process. 

First, individuals identify an object toward which they are acting based on its meaning for them. 

Second, they continuously interpret the meaning of the object through mental conversation. The 

course of this conversation forms the meaning individuals have for the object, eventually 

affecting the direction of action they take toward it (Blumer, 1969). An individual’s action is 

constantly changing based on the meaning the individual assigns, which itself is constantly 

interpreted and reinterpreted by social interactions and mental conversation. Similarly, it is 

assumed that IMAW continuously reinterpret the meaning of a mammogram, which eventually 
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influences their behavior (i.e., action) toward it. There are five essential SI concepts present in 

this process: the self, the act, social interaction, objects, and joint action (Blumer, 1969).  

The Self  

The self is the central focus of SI. Mead (1934) argued that human beings are unique 

actors in society because of their possession of the self. Interaction within the self is what gives a 

human being’s action a unique meaning within society (Mead, 1934). According to Mead, the 

interaction with the self is between the I and the me. The I is the existential aspect of the self that 

appears when a person spontaneously responds to others’ attitudes, and the me is a cognitive 

object or reflection of the self that is formed when that person takes into account how people or 

society as a whole view his or her response (Aboulafia, 2016; Mead, 1934).  

Blumer (1969) elaborated on Mead (1934)’s assertion that the human being is an object 

to him- or herself (i.e., the me). For example, people may have a perception about themselves; by 

taking a subjective stance, they may talk to or act toward themselves as objects (Blumer, 1969). 

When these people are forming a perception about themselves, they will critique themselves as 

objects and redefine or redesign their goals, needs, and more. This reflexive process, as Mead 

called it, continuously reforms individuals’ actions toward the goal or needs that they designed 

for themselves (Blumer, 1969).   

SI holds that the reflexive process is what constitutes the self. It is also what directs an 

individual’s actions. Throughout the process, he or she is able to note things, such as needs or 

goals, and determine their significance. Based on this determined significance, the person’s 

stream of action is formed (Blumer, 1969; Mead, 1934). Thus, the individual action could be 

judging, critiquing, respecting, or denying. 
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When self-reflexivity is applied to IMAW, a woman having the conversation between the 

I and the me will define and redefine her needs for a mammogram. This conversation considers 

how people view her response, according to the meaning the woman assigns an object (here, a 

mammogram). Especially in Arab cultures, in which personal reputations are highly valued 

(Aboul-enein, 2010), women using self-reflexivity surely take their public images into account. 

In many studies, Arab women and IAW were reluctant to obtain or talk about mammograms 

because they were afraid to damage their fertility, femininity, and their position as women in 

their families and societies; some were even afraid it might result in divorce (Donnelly et al., 

2013; Hwang et al., 2017; Kawar, 2013). These women continuously critique the meaning they 

assign mammograms, which shapes their actions (behavior) toward BCS, influencing whether 

they adhere to it.    

The Act  

Individual actions are a result of interaction with the environment instead of merely the 

result of preexisting psychological conditions combined with external factors that play on the 

individual (Blumer, 1969). Throughout this interaction, individuals indicate to themselves and 

interpret these indications and their significance. Based on the interpretation individuals form, 

they engage in living their life day to day which ultimate becomes what Blumer called a stream 

of action. In this stream of activity, individuals work towards a physical object or goal; this 

occurs in daily life with each action adding to other actions forming a meaningful stream of 

action. This is based on the individuals’ life circumstances, perspectives, and perceptions. Thus, 

it is constructed by the individuals themselves, considering their needs, feelings, cultural 

perspectives, unconscious motives, ideas, social systems, and experiences (Blumer, 1969). 

 Likewise, in daily life, IMAW construct the meaning of mammograms as they go about 
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their daily activities in light of external factors such as culture, which may include cancer stigma, 

BC fatalism, and a highly gendered social system (e.g., stressing a mother’s and wife’s 

responsibilities). Islamic values and laws are also a foundation for most Muslim and Arab 

women and thus have influence as the women interact and act; this ultimately contribute to how 

the women understand, or construct, the meaning of mammograms for them in their situation 

(Madkhali, Santin, Noble, & Reid, 2018; Shirazi, Bloom, Shirazi, & Popal, 2013). For example, 

Arab women and IMW may view BCS as an Islamic duty, a form of worship, because the body 

and health are a gift from Allah (God) (Madkhali, Santin, Noble, & Reid, 2018). Active 

interaction between IMAW and these societal factors in their lives will influence how they 

perceive the meaning of mammograms and how they act, react, and interact (i.e., their behaviors 

will form a stream of action) as they engage with lived experience of screening (Blumer, 1969).   

Social Interaction 

According to Mead (1934), an individual’s responses to another’s actions are based on 

their interpretation of those actions. The interpretations help to form an understanding of the 

meaning of others’ actions which then influence how the individual (understands) constructs his 

or her own action (e.g., the choice to get a mammogram). Through this dual process of 

interpretation and definition, individuals fit their own constructed actions to the ongoing 

responses of one another.  

This social interaction happens within society, which includes psychological and social 

aspects of values, ethics, morals, cultural aspects, feelings, attitudes, and more. All these aspects 

are handled by the individual during the dual process (interpretation and definition) of 

constructing an action that fits the larger stream of actions (Blumer, 1969). Previous discussion 

showed how IMAW’s sociocultural elements, such as BC stigma, modesty, fatalism, are 
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essential in forming the meaning the women ascribe to mammograms and how that meaning 

influences their actions in regard to them (e.g., compliance or noncompliance to mammogram 

screening guidelines).    

Objects (Symbols) 

The position of SI is that the world of human beings and society is composed of objects. 

Mead (1934) defined objects as anything that could be defined and referred to. Blumer (1969) 

classified objects into (a) physical objects, such as a mammogram; (b) social objects, such as a 

woman; and (c) abstract objects, such as support.   

Mead argued that “objects are human constructs and not self-existing entities with 

intrinsic nature” (as cited in Blumer, 1969, p. 68). Blumer (1969) explained the nature of the 

object (e.g., a mammogram). First, the nature of the object is constructed by the meaning that the 

individual (e.g., an IMAW) attribute to it. Second, the meaning of the object is a social product 

that is formed and reformed through social interaction. For example, for IMAW, the meaning of 

a mammogram could be associated with stigma a meaning formed through social interaction 

with their families and community members. Third, individuals are prepared to act toward an 

object based on the meaning they have attributed to it. Fourth, individuals are constantly 

reinterpreting the meaning of objects to them, which recreates a new stream of actions toward the 

objects (Blumer, 1969; Carter & Fuller, 2015). If the meaning of the mammogram is socially 

stigmatized for an IMAW, the women’s utilization (e.g., the action) of mammograms may 

decrease. However, IMAW’s mammogram utilization may change because the women will be 

continually interacting with society, interpreting and forming different meanings for 

mammograms.  
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Joint Action 

Joint action is a collective form of action fitted together within the series of behavior 

between at least two participants. It can be seen either in a simple social interaction between two 

individuals or on a bigger scale, as with organizations or communities (Blumer, 1969).  

       During a joint action, each participant has his or her own position that results in a unique 

act (Blumer, 1969). These individuals’ distinctive acts will fit together through two steps. First, 

participants identify the social act in which they will engage. Second, participants interpret each 

other’s acts to form a joint action. This interpretation is essential to make interactions within 

society meaningful (Carter & Fuller, 2015). Each joint action within society is formed over time. 

During that time, individuals form a common meaning and a definition for that joint action. This 

common definition provides each participant with guidance on how he or she forms his or her 

actions to fit with those of others. However, this common definition is changeable based on how 

participants reinterpret the joint action. The joint action may also be abandoned or transformed 

by other individuals, which may direct them toward a different action. Mead (1934) considered 

society a diversified interaction process. People in this process are engaged in creating joint 

actions to deal with challenging situations (Blumer, 1969).  

Joint action can provide an explanation on how IMAW’s community, culture, religious 

values, or family may influence their pattern of BCS utilization. For example, the social 

interaction that occurs among IMAW and their communities or families will eventually create a 

series of behaviors (i.e., joint actions) toward mammograms. This series of behaviors could 

result in IMAW’s adherence to mammogram screenings. However, behavior toward BCS is 

subject to change according to how IMAW reinterpret the meaning of the joint action. Thus, the 

women may become adherent to mammograms or may not.   
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Appropriateness of Symbolic Interactionism in Studying  

Immigrant Muslim Arab Women’s Breast Cancer Screening Use  

 SI is an appropriate philosophical theory to guide an understanding of how IMAW’s 

(i.e., the actors) view of their spouses’ (husbands’) influence relate to mammogram screening 

(i.e., the object). In keeping with SI, IMAW’s BCS utilization is understood as a behavior (i.e., 

an action) established as the result of the meanings that IMAW have attributed to BCS. This 

meaning is shaped by their sociocultural contexts and their own interpretations.   

The meaning IMAW give to BCS is proposed as a social product developed from 

interactions among IMAW and their spouses, family, friends, and community members. These 

social interactions could take the form of conversations or experiences of women’s health and 

women’s roles within their families and communities, which relates to IMAW’s sociocultural 

contexts (Arabic culture, Islamic laws and values). Through social interaction, IMAW are 

constantly in the process of developing unique meanings for BCS that are subjected to an 

intrapersonal interpretative process. Because each woman has a subjective point of view of 

herself as an object, she will create a mental conversation with herself between the I and the me 

to interpret her own meaning for mammograms. Eventually this meaning will inform IMAW’s 

“behaviors” toward mammograms, which is the aim of the qualitative part of this study.   

One of the factors that influences IMAW’s views about their health is the influence of 

their family members, in particular their husbands. Studies have shown that husbands strongly 

influence health decisions among Arab and Muslim women (Aboul-enein, 2010; Kawar, 2013; 

Shirazi et al., 2013). The husbands’ influence on mammography among IMAW and IMW could 

be negative; for example, women shared that husbands might discourage their wives from 

obtaining mammograms (Kawar, 2013; Shirazi et al., 2013).    
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 Husbands may also indirectly influence mammography. For example, the IMAW may 

fear how their husbands would view them if they have BC (Kawar, 2013). Husbands can also 

positively influence their wives to get mammograms. Respect for women’s role in the family can 

enhance husbands’ respect for how their strength benefits everyone, which can motivate 

husbands to encourage their wives to get BCS and take care of their health in general (Raymond 

et al., 2014). IMAW may develop different meanings toward their health based on interactions 

with family members, particularly their husbands. Therefore, the qualitative part of this study 

aims to understand IMAW’s experiences of spousal support or influence related to mammogram 

utilization.   

To conclude, HBM was utilized to guide the quantitative part of the study to explore how 

health beliefs, knowledge, BC fatalism, modesty and spousal support influence mammogram 

utilization among IMAW. SI is a tool that guided the qualitative part of the study to explore 

wider sociocultural factors, especially husbands’ influence on mammogram utilization among 

IMAW. The use of HBM and SI provided an infrastructure to help the researcher arrive at and 

interpret the study’s results.  
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Chapter 4: Methodology 

Research Design 

This study applied concurrent mixed-methods of qualitative and quantitative approaches 

to collect and analyze data. The quantitative method portion of the study was comprised of a 

cross-sectional descriptive design in which an inference was made about the population of 

interest (Lavrakas, 2008). The qualitative portion of the study involved thematic analysis (TA) of 

the data collected. Thematic analysis was employed to recognize, analyze, and describe patterns 

found in data to understand certain phenomena (Braun & Clarke, 2006). This chapter describes 

the study procedure including sampling, data collection and analysis, protection of human 

subjects, and ethical considerations.  

Research Questions 

The quantitative portion of the study answered the following question: 

1. How are IMAW’s health beliefs, knowledge of BC and BCS, spousal support, physician 

recommendations to obtain mammogram, BC fatalism, and modesty associated with 

mammogram utilization? 

The qualitative portion of the study answered the following question: 

1. What are IMAW’s experiences and perceptions regarding spousal influence on 

mammogram utilization?   

Specific Research Aims 

The quantitative part of the study comprised five specific aims:  

Specific Aim 1: To examine the association between IMAW’s health beliefs and mammogram 

utilization. 

Specific Aim 2: To examine the association between IMAW’s level of BC and BCS knowledge 
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and mammogram utilization. 

Specific Aim 3: To examine the association between cues to action to obtain mammograms 

(IMAW’s perceived spousal support for mammograms and receiving physician 

recommendations) and mammogram utilization.   

Specific Aim 4: To examine the association between IMAW’s level of BC fatalism and 

mammogram utilization. 

Specific Aim 5: To examine the association between IMAW’s level of modesty and their 

mammogram utilization. 

The specific aim for the qualitative part of the study was to explore IMAW’s experience and 

perception of spousal influence related to mammogram utilization within the context of religion, 

culture and health beliefs. 

Sample and Setting 

Setting 

The initial study plan was to recruit participants residing in the Los Angeles and Orange 

Counties in California utilizing mosques, community centers and social media. However, due to 

the COVID 19 pandemic, all research involving human subjects was placed on hold through the 

UCLA IRB mandate. An Institutional Review Board (IRB) amendment to modify the 

recruitment plan was therefore submitted and approved by the IRB. Thereafter, participant 

recruitment was conducted solely through social media.   

The study information and a link to a Qualtrics questionnaire/survey for Arab-American 

women in California. These groups were suggested by Arabs and Muslims women working at 

the community centers and mosques in Los Angeles and Orange counties that were initially 

intended as locations for recruitment data collection, before the COVID-19 pandemic.  
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The recruitment was conducted using three WhatsApp groups for IMAW. These groups 

were Alrayan Group (n=80), Exchange with Love (n= 231), and Social Connection (n=140). For 

Facebook, two groups included Muslim and Christian Arab immigrants. One group, Arab Moms 

in California, included almost 10,000 women. The second group, Arabs in California, included 

8,000 members (men and women). All participants read the study’s consent electronically and 

answered screening questions to confirm their eligibility for the study. If eligible and willing to 

participate, the consent forms were actively signed and submitted. 

Study Sample 

Data collection occurred between March 2020 and August 2020. A convenience and 

snowball sampling were used via social media and recruited 184 IMAW into participate in the 

survey. Twenty eligible women were recruited into the study and were scheduled for interviews.  

Inclusion criteria. All IMAW who participated in the study (a) identified themselves as 

Arab and Muslim, (b) immigrated from one of the 22 Arab countries defined as such by the UN 

(2009), (c) were 45 years of age or older, (d) spoke Arabic or English, (e) did not have a history 

of BC that would likely influence their mammogram use, (f) were married, and (g) lived in the 

state of California.  

 Inclusion criteria rationalization. The reason for including only immigrant Arab 

women is that health behaviors of first-generation IMAW could be different than those of 

immigrant Arab women (Raymond et al., 2014). Also, as explained in chapter three, IMAW’s 

utilization of health services is influenced by factors associated with experiences in their 

countries of origin, such as the quality and the availability of the health care services, wars, and 

political instability. IMAW who were at least 45 years old were recruited as the ACS 

recommends that women 45 and older receive regular mammograms (ACS, 2017). The survey 
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was made available in Arabic and English as women who emigrated from one of these 22 Arab 

countries might have spoken only Arabic. Also, as reported by Kawar (2013), IMAW were more 

willing to participate in the study when they knew that it was available in Arabic. Finally, the 

study was conducted in California. Although AAs live in all 50 states of the United States, they 

are primarily concentrated in California. There are 324,609 Arabs living in California. (AAI, 

2014). (See Appendix A, Figure A4, for more information about the population density of AAs 

in the United States). However, only two studies partially explored the association between 

health beliefs/knowledge and mammogram utilization among IMAW (Alatrash, 2019; Alatrash 

et al., 2021). Both studies were detailed in Chapter 2. Additionally, no published study has 

examined the association between husbands’ supports with mammogram use among IMAWs in 

California.   

Quantitative sample size. For the quantitative study population, the sample size of 175 

women was estimated by G*Power software based on results from Hasnain et al. (2014) who 

utilized the culturally adapted Champion health belief tool (Arabic and English). For the 

quantitative part of the study, 184 IMAWs participated in the survey. Based on findings (BC 

susceptibility and self-efficacy) from Hasnain et all’s. (2014) study, this sample size was 

appropriate to predict a small to medium effect size Odd Ratio (OR) of ≤ -.5 and ≥ 1.9. The 

sample size was calculated based on Alpha level of .05 (α=.05) and power of .95 (β=.05).  

Qualitative sample size. For the qualitative part of the study, 20 women were 

interviewed before they participated in the survey. The definitive sample size was determined 

based on data saturation obtained from the qualitative interviews.  
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Recruitment and Data Collection 

Recruitment and Data Collection for the Quantitative Part of the Study (Survey) 

With the permission of the administrative member for each private group in social media 

(WhatsApp and Facebook), the study information was distributed to the potential participants. 

The posted informational flyers were written in both English and Arabic. A link was included on 

the flyer to the online Qualtrics questionnaire and to the researcher’s contact information. A 

snowball sampling method recruited women for interview. Following each interview, the 

participants were asked if they knew other eligible IMAW who may be interested in participating 

in the study. If the they knew a potential eligible woman, they were asked to send her the study’s 

flyer via social media.      

Qualtrics software was employed to collect the survey data. All participants read and 

signed a consent form before they filled out the survey. Women who met the inclusion criteria 

were then directed to fill out the questionnaire. Women who did not meet study criteria received 

a message of thanks and a brief explanation of why they were excluded from the study. The 

researcher’s email and phone number were available on the flyers and Qualtrics page for women 

who may have questions.  

To avoid duplicated responses, the survey protection setting on Qualtrics was used to 

prevent the participants from taking the survey more than once. During the first survey attempt, 

Qualtrics placed a blocker (a cookie) in the user device and browser that was used. If the 

participants tried to fill out the survey twice, the blocker redirected them to the survey website or 

flagged their response.      
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Recruitment and Data Collection for Qualitative Part of the Study (Interviews) 

Flyers with study information and researcher’s contact information were posted on social 

media. Woman who contacted the researcher to participate in the interview, for the qualitative 

part of the study, were screened for the eligibility criteria. Eligible women were then asked to 

participate in the survey before being interviewed. After that, a meeting via phone or Zoom was 

arranged based on the woman’s preference of time to conduct the interview. Right before the 

interview, each participant provided oral consent.  Qualitative interviews were conducted via 

WhatsApp or Zoom calls (voice only). All interviews were conducted using a semi-structured 

interview guide (SSIG). Interview participants’ surveys were extracted from the Qualtrics system 

using the email addresses they provided in the survey. If women did not meet the study 

eligibility criteria, they were told why they could not participate in the study. They were also 

asked them if they could recommend other women who might be eligible.   

Incentives  

 Based on the Qualtrics report, participants spent approximately 15 to 25 minutes filling 

out the quantitative survey and the qualitative interviews took an average of 52 minutes. A $10 

Amazon gift card was provided to women who completed the quantitative survey and an 

additional $15 Amazon gift card was given to women after participating in the qualitative 

interview. Incentives helped to defray possible expenses involved in participating in the study, as 

their time may be limited dealing with kids’ home schooling during to COVID 19 pandemic. 
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Instruments for the Quantitative Data Collection 

Survey 

 The survey included seven parts: (1) sociodemographic data (see Appendix F); (2) 

history of mammogram use (see Appendix G); (3) the modified Champion breast health tool (see 

Appendix B); (4) the modified Breast Cancer Awareness Measure (modified Breast CAM), 

which includes three subscales to measure IMAW knowledge about mammograms and the signs 

and risk factors of BC (see Appendix H); (5) the spousal support scale (SSS) (see Appendix J); 

(6) modified Powe fatalism inventory (mPFI) (see Appendix K); and (7) modesty measure for 

Muslim women (MMM.W) (see Appendix L). The modified Champion breast health tool 

includes the following subscales: (a) perceived BC susceptibility; (b) perceived BCS benefits; (c) 

perceived BCS barriers; and (d) self-efficacy (see Appendix B). The Qualtrics, a secured 

software used to create and distribute online surveys, was used for the online 

questionnaire/survey.   

The following sections of this chapter will be dedicated to evaluating the tools that were used 

in the survey. These tools were Champion’s breast health tool, the modified Breast CAM, and the 

SSS. Champion’s breast health tool has already been described in detail in Chapter 3 (pp. 37–86). 

Background and Demographics. Demographic information such as age, level of 

education, employment status, country of origin, and English proficiency (see Appendix F) were 

collected. Questions about IMAW’s husbands were also included, such as level of education, 

duration of residency in the United States, and country of origin (see Appendix F).     
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Breast Cancer Awareness Measure. To measure BC level of knowledge, a tool was 

developed by Cancer Research United Kingdom, King’s College London, and University 

College London in 2009 (Cancer Research United Kingdom, 2009) was used. The tool 

includes 31 items including eight main questions measuring BC warning signs and risk 

factors, as well as women’s confidence and skills in BSE, their awareness of screening 

programs in the United Kingdom, and their health-seeking behaviors (Cancer Research United 

Kingdom, 2009). The reliability of the tool was established by test-retest reliability over a 2-

week interval among 127 women. The tool showed moderate to acceptable correlations for 

most items. Correlation coefficients ranged from (r= 0.42) to (r=0.70) (Linsell et al., 2010). 

The construct validity of the tool was evaluated using the known-groups method. 

Eighteen cancer experts and 33 non-medical academics filled out the tool, and the cancer 

specialists obtained significantly higher scores than non-medical academics, indicating that the 

Breast CAM is capable of discriminating between those who have high and low levels of BC 

awareness (Linsell et al., 2010). 

Modified Breast Cancer Awareness Measure. Al-Khasawneh, Leocadio, and Seshan 

(2016) modified the tool and translated it into Arabic, then back-translated it for validation by 

professional translators in English and Arabic. For content validity, experts in medicine, Arab 

culture, and linguistics then evaluated the translated tool. A few modifications were made in the 

subscale of BC risk factors, and some items were deleted because of cultural inappropriateness, 

such as alcohol consumption as a risk for BC (Linsell et al., 2010). One item about evil eye was 

added because it is a common belief in Arab countries that evil eye can cause harm such as BC. 

High fat intake was also added because there is a misconception among Omanis that high fat 

intake is not associated with BC. Per medical experts’ recommendation, an item about stress was 
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also added as a false risk factor to evaluate Omani women’s wariness about BC myth (Al-

Khasawneh et al., 2016).  

To evaluate the tool psychometrically, 972 Omani Arab women 20 years and older were 

recruited to test the tool’s validity and reliability. From the 972 women, 10 women were 

recruited for cognitive interviews, and 646 women for criterion validation. For inter-rater 

reliability, 286 women participated in the survey and were divided into two groups of 142 and 

144. About 13% of the women refused to finish the questionnaire. 

The purpose of conducting cognitive interviews was to obtain the women’s opinions and 

experience from the survey. Women agreed with the expert’s comments about changes such as 

replacing the word partner with husband. Women did not understand the word dimpling in 

English, so the women suggested using the transliteration of the word (Tnakeer) in the English 

version of the tool. After modifying the tool based on the women’s feedback, the tool was 

evaluated for other psychometric measures on 646 of the women. The tool demonstrated robust 

criterion validity (R = 0.58, p< .01). Two subscales for BC risk factors and BC warning signs 

had high internal consistency (Cronbach’s alpha = 0.856 and 0.890, respectively). Also, the inter-

rater reliability was significantly correlated (r =0.97, p< .01).   

Breast Cancer Awareness Measure in this study. In this study, two subscales from the 

modified Breast CAM tool were used to measure IMAW’s level of knowledge about BC. The 

first subscale measures BC warning signs (10 items). The second subscale measures BC risk 

factors (10 items) (see Appendix H for the modified Breast CAM). The rest of the tool was not 

utilized in this study for two reasons; some subscales were developed to measure (a) confidence 

and skills for breast BSE and (b) utilization and women’s behavior toward BCS program in the 

United Kingdom.    
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Additionally, three items were developed to measure IMAW’s level of knowledge about 

mammograms (see Appendix I). The items were as follows: 

• Is mammography a useful tool for the early detection of breast cancer? 

• Can mammography be done on any X-ray machine? 

• Which of the following techniques is the most effective way to detect breast cancer at an 

early stage? 

Therefore, 23 items were used to measure IMAW’s level of knowledge about BC and 

BCS. The possible responses for 18 questions were “yes,” “no,” and “I don’t know.” Only one 

question, which was about the most effective way to detect BC, was a multiple-choice question 

(see Appendix H). To calculate the score, zero was assigned to the wrong answer or “I don’t 

know”, and one point was assigned to the right answer. The maximum score was 23 points, and 

the minimum score was zero.  

Spousal Support Scale. The tool was used to measure encouragement and support 

received from spouses of Korean American women (KAW). The scale was used twice among 

KAW, by Lee et al. (2015) and Lee et al. (2017), to test a couple-based intervention to 

improve KAW’s mammography utilization. The same seven items were used to measure 

women’s and their husbands’ perception of spousal support. Each item could be scored from 1 

to 4, where higher scores indicated a higher level of perceived support received. Cronbach’s 

alpha for measuring spousal support from wives and husbands’ perspectives was 0.67 in the 

original KIM-CHI study (see Appendix J).  
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Modified Powe Fatalism Inventory. The modified Powe Fatalism Inventory (mPFI) 

was used to measure fatalism among IMAW. The tool was used among 71 African American 

women to measure BC fatalism (Spurlock & Cullins, 2006). The researchers replaced the word 

cancer with BC. In a few items, Spurlock and Cullins (2006) used “I think” instead of “I 

believe”; for example, they changed “I believe cancer kills most people who get it” (Powe, 

1995a, p. 1356) to “I think breast cancer kills most of people who get it” (Spurlock & Cullins, 

2006, p. 40). The mPFI includes 15 items with “yes” and “no” responses. Yes was scored as 

one, and no was scored as zero. Scores between 9 and 15 indicate a high perception of BC 

fatalism. Scores between 0 and 8 indicating low levels of fatalism. Cronbach’s alpha and 

psychometric results were not reported in the Spurlock and Cullins study.   

The following paragraphs provide more details about the PFI. The tool was initially 

developed by Barbara Powe in 1995. The initial 15 items in the PFI were developed to measure 

cancer fatalism. The tool was constructed based on concept analysis, a literature review, and a 

qualitative interview (Powe, 1995a; Powe, 1995b; Powe, 1997). Powe defined cancer fatalism 

using three attributes: predetermination, pessimism, inevitability of death from cancer (Powe, 

1995b). 

The tool was pilot tested on 36 subjects, demonstrating a Cronbach’s alpha of 0.87.  

Using factor analysis 13 items loaded on one factor except for two items. These items were “I 

believe if someone gets cancer, treatment will not make a difference” and “I believe cancer 

kills most of the people who get it” (Powe, 1995a, p. 1356). The 13-item tool was then used 

among 192 Caucasian and African American participants with a Cronbach’s alpha of 0.84 

(Powe, 1995a; Powe, 1995b). 

Content validity was evaluated by one expert nurse on the study population, two nurses 
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with doctoral degrees, and an expert in tool development. Also, participants from the study 

evaluated the clarity and the readability of the tool (Powe, 1995a; Powe, 1995b; Powe, 1997).  

Modesty Measure for Muslim Women. In this study, a modesty measure for Muslim 

women (MMM-W) was used to measure the level of modesty among IMAW. The measure 

includes ten items with a four-point Likert scale (4=completely agree and 1=completely 

disagree). The measure was tested among Muslim women with a Cronbach’s alpha of 0.83 (see 

Appendix L) (Padela et al., 2018).   

Padela et al. (2018) developed the MMM-W in the United States. The development of the 

measure involved three phases: (a) item development; (b) cognitive testing; and (c) psychometric 

testing. In the first phase, the items were developed based on results from a qualitative study 

including 102 Muslim women participating in 13 focus groups. The sample was ethnically and 

racially diverse. Based on the results from this study, Padela et al. were able to distinguish two 

dominant themes: the importance of gender-concordant care and the religious significance of 

modesty. The researchers then developed eight questions to evaluate individual practices and 

attitudes toward modesty according to Islamic teaching. These items were viewed by an expert 

panel at the University of Chicago, and all eight items were retained. For internal consistency 

and reliability, the scale was tested on 254 Muslim women who were English speakers and 

culturally, racially, and socioeconomically diverse. The MMM-W demonstrated a Cronbach’s 

alpha of 0.83.  

In the second phase, five items from a religious modesty tool used among Jewish women 

were added to the MMM-W to enhance the scale. Then six focus groups among Muslim women 

(n=50) were conducted to assess if the items reflected the women’s understanding of modesty in 

Islam. Most items were rephrased in the third person and discussed during focus group meetings, 
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although two items were excluded because they could not be worded in third person. These items 

were, “My clothing demonstrates a commitment to Islamic modesty” and “Maintaining Islamic 

modesty is important to me” (Padela et all., 2018, p. 412).   

Based on data analysis, three items had a high level of disagreement or ambivalence 

among the women in the focus groups. These items were paraphrased based on participants’ 

feedback. The scale by the end of this process included 11 items, 6 of them retained from the 

original MMM-W, 4 from the Jewish modesty scale, and finally 1 item not evaluated by the 

focus groups: “My clothing demonstrates a commitment to Islamic modesty.” This item was 

retained because it covers an important aspect of modesty among Muslim women.  

In the third phase, the MMM-W included 11 items with a four-point Likert scale 

(1=completely agree and 4=completely disagree). The scale was psychometrically tested on 58 

Muslim women who were English speakers over 40 years old and who had not had a 

mammogram in the last 2 years. For MMM-W reliability, the scale showed acceptable 

Cronbach’s alpha of 0.83. Based on the results from factor analysis, only one item was excluded 

because it was below correlation with the overall scale (r=.079).   

For discriminant validity, the researchers assessed the association between the MMM-W 

and three seven-item measures of religiosity: (a) the Duke University Religion Index (DUREL) 

and (b) two subscales forming the psychological measure of Islamic Religiousness (PMIR), 

which include the PMIR-Positive Religious Coping and Identification subscale (seven items) and 

the PMIR-Punishing Allah Reappraisal subscale (three items).  

 The MMM-W demonstrated a low correlation with the DUREL (r=.2, p=.086). It also 

showed moderate correlation with the PMIR-Positive Religious Coping and Identification 
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subscale and the PMIR-Punishing Allah Reappraisal subscale (r=.39, p=.0047; and r=.62, 

p<.0008, r=.39, p=.0047, respectively).   

For predictive validity, logistic regression was used to examine the association between 

the MMM-W (an independent variable) and the women’s levels of agreement to the following 

questions: (a) “I have not gotten a mammogram in the past 2 years because I worry about getting 

a male technician” and (b) “I worry about going to the emergency department because I might 

not be able to get a female doctor” (Padela et al., 2018, p. 413). Results showed that the MMM-

W was statistically associated with the first question but not the second one (OR 1.208, p=.015; 

OR 1.07, p=.3, respectively).  

Tools Translations 

The Champion’s Breast Health and Modified Breast CAM tools had been already 

translated into Arabic in previous studies (Al-Khasawneh et al., 2016; Hasnain et al., 2014). The 

SSS, mPFI, and MMM-W was translated from English into Arabic via the following steps: (a) 

the tool was translated from English to Arabic by a professional translator, and (b) the translated 

tool was evaluated independently by four nurses with PhD degrees who were bilingual in Arabic 

and English and expert in Arab culture. They also then evaluated the tools for the cultural 

appropriateness (see Appendices N to R for the Arabic versions of the MMM-W SSS, and mPFI 

tools).  

To evaluate clarity of the translated tools for the use in this study, the entire survey in 

Arabic was piloted with 14 Arab women who were 45 years or older. The women recommended 

that we move the perceived BC susceptibility scale to the end of the survey. Their 

recommendation grew out of the assumption that BC is associated with fear and stigma in Arab 

culture. Hence, starting the survey by asking the participants about their chances of getting BC 
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might increase the attrition rate. In the modified Powe fatalism inventory, women proposed 

replacing the wording “I think” with “I believe” because it is more commonly used and 

understood among Arabic speakers. 

Instruments for the Qualitative Part of the Study  

Interview. For the qualitative part of the study, all interviews were conducted using a 

semi-structured interview guide (SSIG). Questions were developed to explore IMAW’s 

experiences with mammogram-related spousal support. The pilot study provided valuable 

experience when SSIG was formed. General questions about the women’s experience with 

obtaining mammograms were preserved at the beginning of the SSIG. An example of an 

introductory question was as follows: Let’s talk about your experience of getting your 

mammogram results. How did that unfold? What happened? During the pilot study, these types 

of questions helped the women to reflect more generally on their experience. They also helped 

the researcher to move smoothly to more detailed questions. Additional open-ended questions 

and probes specifically about IMAW’s experience of husbands’ support were added for the 

purpose of this study. 

The questions were open ended and nondirective, suitable for IMAW to share their 

experiences, whether positive or negative (Appendix M). The interview questions were 

translated from English into Arabic by a professional translator. Four bilingual (Arabic-English) 

Arab nurses with doctoral degrees in nursing reviewed the translations independently for clarity 

and cultural appropriateness (see Appendix S for the Arabic version of SSIG).  
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Data Analysis 

Quantitative Data Analysis     

Dependent variables. The dependent variables were: (a) obtained a mammogram within 

the previous two years; and (b) having obtained at least one mammogram in their lives. 

Independent variables. The independent variables in the study were as follows: (1) 

demographic and background data, such as age, country of origin, education level, household 

income, health insurance status; (2) health beliefs that include: (a) perceived BC susceptibility, 

(b) perceived mammogram benefits, (c) perceived mammogram barriers, and (d) self-efficacy; 

(3) level of BC and mammogram knowledge; (4) cues of action that includes: (a) level of spousal 

support, (b) physician recommendation to obtain mammogram; (5) level of breast cancer 

fatalism; and (6) level of modesty.  

Hypothesis. The binomial logistic regression was used to examine the following 

hypotheses.    

1)    IMAW who report higher levels of perceived mammogram benefits/BC 

susceptibility/mammogram self-confidence and/or lower levels of perceived 

mammogram barriers will be more likely to ever have had a mammogram and to have 

obtained mammograms within the previous two years compared to their counterparts. 

2)    IMAW who report high levels of BC and mammogram knowledge will be more likely 

to have had a mammogram and to have obtained mammograms within the previous two 

years compared to their counterparts. 

3)    IMAW who report higher levels of spousal support and/or receiving physicians’ 

recommendations will be more likely to have had a mammogram and to have obtained 

mammograms within the previous two years, compared to their counterparts.   
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4)    IMAW who report lower levels of fatalism and/or modesty will be more likely to 

have had a mammogram and to have obtained mammograms within the previous two 

years compared to their counterparts. 

The Statistical Package for the Social Sciences (SPSS) was used to analyze the 

quantitative data. Scoring was performed in Qualtrics using data analysis features. Surveys with 

large portions of missing data (e.g., only demographic questions and two scales were answered) 

were excluded. Survey data (Arabic and English) were then transmitted to SPSS. All Arabic 

numbers and terms were translated to English. Descriptive statistics was performed to 

summarize the sample characteristics and evaluate minimal logistic regression’s assumptions.  

Binomial logistic regression was conducted to explore the relationships among the 

outcomes and independent variables. The two primary outcomes were ever having had a 

mammogram and having had a mammogram within the previous two years. The main 

independent variables were: (1) mammogram knowledge and BC knowledge, (2) health beliefs, 

(3) spousal support, (4) receiving a mammogram recommendation, (5) BC fatalism, and (6) 

modesty. Health beliefs included: (1) perceived mammogram barriers, (2) perceived 

mammogram benefits, (3) perceived BC susceptibility, (4) Perceived self-confidence. 

During logistic regression, data analysis proceeded into three phases. First, bivariate 

logistic regressions were run with each predictor (one predictor at a time) for each outcome. 

Second, the bivariate regressions significant in step 1 were rerun, controlling for important 

background and demographic characteristics. Third, multivariable models were run including all 

predictors found significant in step 1, controlling for covariates.  

As a preliminary step based on the literature, some of the sociodemographic variables 

were considered as potential covariates, such as level of education, age, health insurance, 
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household income, or duration of residency for husbands and in the United States (Hasnain et al., 

2014; Menon et al., 2012; Schwartz et al., 2008). Covariates were included in the logistic 

regression models if they were associated with the outcomes at p ≤ .2 in preliminary bivariate 

analyses. For parsimony and because of the multicollinearity among some sociodemographic 

covariates, women’s age at immigration and length of residence in the United States for 

husbands were not included in the analysis. Consequently, sociodemographic covariates were 

included in subsequent analyses for the first outcome, of ever having had a mammogram: annual 

household income, age, fatalism, perceived mammogram benefits, and length of residence in the 

United States for women. Husbands’ level of education, annual household income, fatalism, 

modesty, and length of residence in the United States for women were included as covariates for 

the subsequent analyses for the second outcome, if had had a mammogram in the past two years. 

Finally, internal consistency reliability (Cronbach alpha) was evaluated for the following 

tools: (a) modified Champion breast health tool; (b) modified Breast CAM; (c) spousal support 

scale; (d) translated MMM-W; and (5) translated mPFI. 

Qualitative Data Analysis 

 The qualitative part of the study was employed to understand IMAW’s experience and 

perception of spousal influence related to mammogram utilization within the context of their 

culture and health beliefs. The qualitative data was collected and analyzed concurrently 

(Charmaz, 2014). Thematic analysis was used to guide the data analysis process (Braun & Clark, 

2006) and some analytic techniques from Grounded Theory methodology were also employed to 

enhance the rigor of analysis (Charmaz, 2014).  

Thematic analysis is a method used to identify, analyze, and describe patterns in data to 

understand certain phenomena (Braun & Clark, 2006). In this study, TA was used to guide data 
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analysis. This methodology focused on how individuals interpret their experience and how their 

social contexts impose meaning (Braun & Clark, 2006). According to SI, meaning is socially 

produced and reproduced and continuously interpreted by the individual. Thus, the assumptions 

of SI supported the analysis and interpretation of IMAW’s experiences and perceptions related to 

mammogram-related spousal support. The PI took into consideration IMAW’s sociocultural 

context during data analysis. Data analysis went into five phases based on Braun and Clarke’s 

(2006) guidelines on TA. The ATLAS.ti was used during data analysis.  

 Phase One: Data familiarity. Before starting initial coding, the data and the content of 

the interviews were reviewed. To accomplish this, the PI (a) conducted all interviews, (b) took 

notes during interviews, (c) checked the transcript against the interview, and (d) read each 

interview before coding, and took notes about the nature of the data or any distinctive 

information.  

Phase Two: Coding. In this phase, codes were assigned to the data. Coding consists of 

labeling the data. Initially words that suggest action (gerunds) (Charmaz, 2014) were coded. A 

meaningful code was assigned to a small segment of the data, taking into consideration the aim 

of the study. Some segments of the data were coded with more than one possible code based on 

what the data suggested.   

Phase Three: Searching for themes. After forming the initial codes, similarities and 

differences among the codes in each interview were closed examined (Corbin & Strauss, 2015). 

Then codes, words, phrases, stories, and events that shared similar meanings under a theme (or 

what Charmaz calls a focused code) were regrouped (Charmaz, 2014). The data within each 

theme was closed examined using constant comparison techniques (Corbin & Strauss, 2015). 

During this phase, visual representation was used such as diagrams to examine the relationship 
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between the codes, themes, and subthemes. With further analysis, themes or subthemes were 

modified, combined, or discarded.  

Phase Four: Reviewing themes. During this phase, each theme was evaluated. The 

themes account for the data within that grouping (or theme). However, two or more proposed 

themes were combined into one theme if this provided a more cohesive description of the data. 

Finally, if the theme did not hold enough data (properties), the theme was discarded.  

To ensure that each theme was supported by the data, the following steps were employed. 

Firstly, the cohesiveness of the data within each theme was evaluated. Secondly, interview 

scripts were reread as many times as was needed to evaluate the validity of each theme in 

relation to the complete set of data. As already noted, if any theme did not meet this criterion, it 

was discarded, a new theme was developed, or recoding was also done as needed.  

Phase Five: Defining a naming theme. Each theme was defined and redefined based on 

the meaning of the data within it. In this phase, the main aspect of the data within each theme 

was identified and a detailed analysis of each one was documented, examining how each theme 

fitted within the whole narrative response to the research question. Finally, a representative name 

for each theme was provided.   

Thematic analysis was not a linear process. During this process, self-reflexivity was 

conducted and memos were written (Charmaz, 2014). These tools were important to enhance the 

study’s trustworthiness, and they were used during data analysis.  

During each phase of this thematic analysis, virtual debriefing sessions were held that 

included the Principal Investigator (PI) and research team members. The team explored, 

discussed, and provided feedback on data collection, initial coding, and the development of 
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themes. Discrepancies in interpretation among the team members were discussed until a final 

agreement was reached.   

Self-reflexivity. Charmaz (2014) defined reflexivity as “the researcher’s scrutiny of the 

research experience, decisions, and interpretations in ways that bring him or her into the process” 

(p. 344). Reflexivity is supported by Blumer’s (1969) argument that researchers should see the 

world from the actors’ standpoints. Therefore, the PI evaluated how her experience, views, or 

interests could influence the study to reduce production of biased results. This evaluation was 

documented. Also, during data analysis, the PI met with committee members to discuss the 

coding to reduce potential bias.   

Field notes and memos. The PI took field notes. The notes included observations 

throughout the meeting. That included commenting on methodology and on the interview 

process (Charmaz, 2014). Recorded short or long notes that capture the researchers’ analytical 

insights from data collection to data analysis (Corbin & Strauss, 2015). Memos were also used as 

a tool to practice self-reflexivity throughout the study. 

Study Rigor and Trustworthiness 

The PI considered the following steps to enhance the trustworthiness of the qualitative 

part of the study. Steps suggested by Guba and Lincoln (1985) were applied during recruitment, 

data collection, and analysis.  

Credibility 

 To enhance study credibility, Guba and Lincoln (1985) suggested prolonged engagement 

in the field to learn and understand the culture. A pilot study was implemented and engaged in 

the Arab community in Los Angeles for two years. This pilot study provided additional 

experience in interviewing and clarifying potential researcher bias, and supported self-reflexivity 
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Memos about threats to bias throughout the process was recorded. Guba and Lincoln also 

suggested peer review and debriefing. For this reason, meetings were regularly scheduled with 

Dr. Heilemann, an expert committee member in qualitative methodology, and with Dr. Lee to 

discuss coding and potential or final themes. During this regular debriefing, the memos and 

noted potential bias during any phase of data analysis were discussed. In addition, the SSIG was 

formed and evaluated by the committee members to exclude any potential bias in the questions. 

The questions were designed as nondirective to reduce biased responses. 

Rigor 

The steps associated with self-reflexivity and peer debriefing also, enhanced the study’s 

rigor, as well. Additional criteria for rigor enhancement were considered as recommended by 

Chiovitti and Piran (2003) to enhance rigor included identifying how and why the participants 

were selected for the study. In addition to the inclusion criteria and rationale behind each 

criterion, women with a history of BC  were not included to avoid bias to personal history that 

may have influenced their view about BCS. Also, the study was available in two languages so all 

illegible IMAW could participate in the study.  

The following additional steps were conducted during data collection. Firstly, all 

interviews were recorded and transcribed verbatim. Secondly, a certified translator translated the 

interview transcripts to ensure the consistency and credibility of the entire process. Thirdly, the 

transcriptions were checked for accuracy. Only one interview was returned to the translator to 

enhance the quality of the translation.  

Protection of Human Subjects 

The qualitative interviews were conducted via WhatsApp or Zoom calls in private 

locations based on participant preference. Two recording machines recorded the interviews. 
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Immediately after each interview was completed, one of the digital recordings was saved in a 

protected, secure computer. Only the PI held the password thus was the only one with access to 

the computer files. The audio-recorded interviews were transcribed verbatim by a professional 

transcription service experienced in transcribing interview data from digital audiotapes conveyed 

to them, irrespective of the electronic platform. Subject privacy was assured by uploading the 

taped interviews to a secure website, using end-to-end file transfer protection with 128-bit SSL 

and AES encryption. No audio-recorded interview included participants’ identification 

information, such as names, dates of birth, or addresses. The identifying information was kept 

separate from the data collected, saved in a secured file on a password-protected computer. All 

the interview audiotapes were destroyed after transcription. 

Ethical Considerations 

 The risk to harm associated with this study was determined to be minimal. Study 

participants did not register complaints and showed no discomfort talking to the study 

researchers about BC. All participants were informed that they could refuse to answer any 

questions that made them uncomfortable and that they would remain in the study. 

Additionally, as in any study, one of the risks associated with this study was the possibility of 

violating participants’ confidentiality and privacy. Steps were taken to avoid that risk by closely 

following the study’s protection of human subjects’ protocol.  
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Chapter 5: Survey Results 

Recruitment and Data Collection 

The following presents methodological aspects and results of the quantitative part of the 

study. As detailed in the last chapter, recruitment and data collection were conducted via social 

media. The participants had access to Qualtrics survey links (Arabic and English) through 

private WhatsApp and Facebook groups for Arab women living in California. Recruitment and 

data collection were implemented from March 2020 to August 2020.  

Two hundred and eighty-eight women attempted to take the Arabic survey. Of these 288 

attempts, 150 were automatically excluded because the women, (a) were younger than 45 years 

old (n = 109), (b) had a history of BC (n = 8), (c) did not live in California (n = 18), or (d) were 

unmarried (n = 15). 

 For the English survey, 199 women contacted the site to participate in the study, and 6 

women chose not to participate in the study after reading the consent form. Of the 199 attempts, 

110 women did not meet the inclusion criteria; 77 were younger than 45 years old and nine 

women had a history of BC. In addition, 15 women did not live in California and nine women 

were unmarried. Finally, during data entry and cleaning, 43 (English or Arabic) surveys were 

deleted due to missing data. Thus 184 surveys in total were included in the data analysis. 

Results 

Sample Characteristics  

Demographics.  

One hundred and eighty-four women responded and were enrolled in the study. The 

mean age of women was 50 years old (standard deviation [SD] = 5.58, ranghe = 45–70 years), 

58.2% had a bachelor’s degree, 48.9% were unemployed, and 40.2% had a household annual 
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income of more than $55,000 a year. All women were married, and the average length of the 

marriage was 23.5 years (SD = 9.1, range = 4–52 years). Thirty-eight percent had more than 

three children. 

Almost half the participants (46%) had immigrated from Syria, and the average length of 

the women’s residence in the United States was 18.3 years (SD = 9.4; range = 1– 45 years). 

Approximately three quarters of the women (76.6%) had lived in the United States less than 18 

years, and the mean of their age at the time of immigration was 31 years (SD = 9.2, range = 5– 

45 years). In all, 54.3% of the women rated themselves as being good at speaking English and 

48.4% as good at reading English. A majority (95%) of the women had health insurance. 

For husbands, the average length of residence in the United States was 25 years (SD = 12.8; 

range = 1– 48 years), and 50.5% had been residents for longer than 25 years. In all, 68.9% of 

husbands had a bachelor’s degree, and 59.8% were employed full-time (Table 5.1). 

Table 5.1   

Demographic Characteristics of Participants in Survey (N = 184) 

Characteristics 
 

Number (%) 

 
 

Age, n = 184 

45–50 

 ≥51 

Mean (range) 

 
 

 

112 (60.9) 

72 (39.1) 

50.4 (range 45–70) 
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Country of origin, n = 179 

Algeria 

Egypt 

Jordan 

Kuwait 

Lebanon 

Libya 

Morocco 

Iraq 

Palestine 

Saudi Arabia 

Tunisia 

Yemen 

Syria 

Sudan 

 
 

 

2 (1.1) 

22 (12.0) 

44 (24.5) 

2 (1.1) 

7 (3.9) 

3 (1.6) 

1 (.5) 

9 (5.0) 

34 (18.9) 

4 (2.2) 

1 (.5) 

2 (1.1) 

46 (25.6) 

2 (1.1) 

Duration in the United States (women), n = 184 

≤18 years 

>18 years 

Mean (range) 
 

 

141 (76.6) 

43 (23.4) 

18.3 (1–45) 

Age at the time of immigration, n = 184 

≤31 years 

>31 years 

Mean (range) 

 
 

 

109 (59.2) 

75 (40.8) 

31 (5–45) 

Level of education, n = 182 

High school or less 

Associate degree 

Bachelor’s degree or higher 

 
 

 

22 (12.0) 

53 (29.1) 

107 (58.7) 
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Employment, n = 182 

Full-time 

Part-time 

Not employed 

Retired 

 
 

 

30 (16.4) 

56 (30.7) 

90 (49.4) 

6 (3.3) 

Number of children, n = 181 

No children 

One child 

Two children 

Three children 

More than three children 

 
 

 

12 (6.6) 

30 (16.4) 

26 (14.2) 

43 (23.6) 

70 (38.4) 

Marital duration (marriage duration), n = 184 

≤10 years 

11–20 years 

21–30 years 

≥31 years 

Mean (range) 

 
 

 

21 (11.4) 

58 (31.5) 

74 (40.2) 

31 (16.8) 

23.5 (4–52) 

Annual house income, n = 172 

<$16,000 

$16,001–35,000 

$35,001–55,000 

>$55,000 

 
 

 

28 (16.2) 

38 (22.0) 

32 (18.6) 

74 (43.0) 

Having health insurance, n = 182 

Yes 

No 

 
 

 

176 (95.7) 

6 (3.3) 
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Ability to speak English (self-rated), n = 182 

Excellent 

Good 

Poor 

 
 

 

65 (35.3) 

100 (54.3) 

17 (9.2) 

Ability to read English (self-rated), n = 182 

Excellent 

Good 

Poor 

 
 

 

76 (41.7) 

89 (48.9) 

17 (9.3) 

Education (husbands), n = 182 

High school or less 

Associates degree 

Bachelor’s degree or higher 

 
 

 

18 (9.8) 

38 (20.7) 

126 (68.9) 

Employment (husbands), n = 180 

Full-time 

Part-time 

Not employed 

Retired 

 
 

 

110 (61.1) 

28 (15.5) 

16 (8.8) 

26 (14.4) 

Duration in the United States (husbands), n = 183 

≤25 years 

>25 years 

Mean (range) 

 

90 (49.1) 

93 (50.8) 

25 (1–48) 

Note: All data in Table 1 were self-reported reported by the women about themselves and on 
behalf of their husbands. 
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Mammogram utilization.  

Table 5.2 shows the results pertaining to the participants’ history of mammogram use. 

Of all the participants, 86.4% had received a mammogram at least once in their lifetime, 32.6% 

had received a mammogram within the past two years, and 72.8% had received a mammogram 

during a routine checkup. Overall, a majority of the women (83.7%) reported having received 

mammogram recommendations from HCPs. 

Table 5.2  

History of Mammogram Use (N =184) 

Variable Number (%) 

Ever having had a mammogram, n =184 

Yes 

No 

 

159 (86.4) 

25 (13.6) 

Having had a mammogram within the past two years, n = 184 

Yes 

No 

 

60 (32.6) 

124 (67.4) 

  

 

Main independent variables.  

Among all independent variables, Powe Fatalism Inventory scale showed a mean of 4.2 

(SD = 2.6, range = 0–5). Table 3.5 shows descriptive statistics and Cronbach’s alphas for all 

scales and subscales. 
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Table 5.3  

Descriptive Analysis and Cronbach’s Alpha of Each Scale/Subscale (N = 184) 

Scale/Subscales n  %  Range Mean SD Cronbach’s 

Alpha 

Fatalism: Powe fatalism inventory 

 

 

Modesty measure for Muslim women 
 

183 

 

 

183 

 
0–15 

 

 

10–40 

4.2 

 

 

21.2 

2.6 

 

 

5.2 

.687 

 

 

.827 

 

Knowledge: Breast Cancer Awareness 

Measure (Breast CAM) 

 
 

 

184 

 
 

0–20 

 

12.1 

 

3.7 

 

.789 

Health Beliefs Model Concepts: 

Modified Champion’s breast health 

tool 

 

Perceived mammogram 

benefits 

 

Perceived mammogram 

barriers 

 

Perceived BC susceptibility 

 

Perceived self-confidence 

 

 
 

 

 

 

184 

 

184 

 

175 

 

184 

 
 

 

 

12–20 

 

69–115 

 

9–15 

 

30–50 

 

 

 

16.1 

 

52.4 

 

8.2 

 

42.5 

 

 

 

2.4 

 

12.6 

 

1.9 

 

5.7 

 

 

 

.678 

 

.901 

 

.854 

 

.897 

Spousal support scale (husbands’ 

support) 

184 
 

7 – 29 20.2 4.8 .798 
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Receiving mammogram 

recommendation 

Yes 

No 

 

154 

30 

 

(83.7) 

(16.3) 
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Predictors of Ever Having Had a Mammogram 

Bivariate Logistic Regressions 

To find the predictors of ever having had a mammogram, the dependent variable in 

logistic regression compared women who had never had a mammogram with those who had 

received at least one mammogram in their lifetimes. In unconditional bivariate analyses, five 

variables significantly predicted ever having obtained a mammogram. They were health beliefs 

(perceived mammogram benefits and perceived mammogram barriers), mammogram and BC 

knowledge, spousal support, and receiving an HCP recommendation (Table 5.4). 

For health beliefs, results showed that women with high perceived mammogram barriers 

were less likely to have had a mammogram in their lifetimes (OR = .935, p=.001, CI: .90–.96). A 

one-unit increase in the level of perceived self-confidence was associated with a 10% increase in 

the likelihood of the participants ever having had a mammogram (OR = 1.10, p = .029, CI: .102–

1.18). Regarding level of knowledge, a one-unit increase in the score of knowledge about 

mammograms and BC was associated with a 22% increase in the odds of having had at least one 

mammogram (OR = 1.222, p=.001, CI: 1.08–1.38; Table 5.4). 

Additionally, women who perceived higher spousal support were more likely to have had 

a mammogram in their lifetimes (OR = 1.099, p=029, CI: 1.01–1.19). A one-unit positive 

difference in perceived support from a husband was associated with a 10% increase in the odds 

of having been screened. Finally, a woman who had received an HCP recommendation to obtain 

a mammogram was almost five times more likely to have had a mammogram compared to 

women who did not receive a recommendation (OR = 4.633, p=.001, CI: 1.83–11.71; Table 5.4). 
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Table 5.4   

Predictors of Ever Having had a Mammogram (Bivariate Analysis-Unconditional Models1) 1 
 

Variables B SE Wald df Significance  Odds 

Ratio 

(OR) 

Confidence 

Interval 

  

Knowledge 

 

.20 .06 10.64  1 .001 1.22 1.08 1.38 

Health Beliefs 

Perceived 

mammogram 

barriers 

 

Perceived 

mammogram 

benefits 

 

Perceived 

Confidence 

 

Perceived breast 

cancer 

susceptibility  

 

-.06 

 

 

 

 .14 

 

 

 

.09 

 

 

.13 

 

.01 

 

 

 

.0 .08       

 

 

 

.03 

 

 

.10  

 

13.47 

 

 

 

3.12 

 

 

 

6.78 

 

 

1.49  

 

1 

 

 

 

1 

 

 

 

1 

 

 

1 

 

 .001 

 

 

 

.08 

 

 

 

.029 

 

 

.221 

 

.93 

 

 

 

1.15 

 

 

 

1.10 

 

 

1.14 

 

.90 

 

 

 

.94 

 

 

 

1.02 

 

 

.92 

 

.96 

 

 

 

1.35 

 

 

 

1.18 

 

 

1.41 

HCP recommendation 

 

1.53 .47 10.50 1 .001 4.63 1.83 11.71 

Spousal (Husband)  

Support. 

 

.09 .04 4.74 1 .029 1.09 1.01 1.19 

Modesty  

 

-.036 .04 .710 1 .4 .965 .88 1.04 
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Fatalism  

 
Annual income 

 

<$16,000 

 

$16,000–$35,000 

 

>$35,000–$55,000 

 

>$55,000 

 

 

Age 

 
Number of years spent in 

USA (women) 

-.11 

 

 

 

-1.52 

 

-.73 

 

-1.35 

 

Ref 

 

.11 

 

 

.046         

.07 

 

 

 

.63 

 

.66 

 

.63 

 

Ref 

 

.05 

 

 

.02                

2.16 

 

 

 

5.75 

 

1.22 

 

4.59 

 

Ref 

 

4.39 

 

 

3.35 

1 

 

 

 

1 

 

1 

 

1 

 

 

 

1 

 

 

1 

.14 

 

 

 

.016 

 

.20  

 

.039 

 

Ref 

 

.039 

 

 

.06 

.89 

 

 

 

.217 

 

.478 

 

.259 

 

Ref  

 

1.12   

 

 

1.047  

.77 

 

 

 

.06 

 

.12  

 

.07  

 

Ref   

 

1.00 

 

 

.99 

1.03 

 

 

 

.757 

 

1.76 

 

.89 

 

Ref 

 

1.24 

 

 

1.09 

         
1Each model includes one main independent variable or possible covariate. 
 
 
Multivariate Logistic Regressions Controlling for Covariates 

In this phase, each one of five significant predictors identified in the previous bivariate 

analysis was separately modeled controlling for the selected covariates. Five covariates were 

included in subsequent analyses for the first outcome: ever having had a mammogram. The 

covariates were (a) annual household income, (b) age, (c) length of residence in the United States 

for wives, (d) fatalism, and (e) perceived mammogram benefits. The sociodemographic 

covariates were included in the logistic regression models if they were associated with the 
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outcome at p ≤.2 in the preliminary bivariate analyses; in addition two predictors were included 

as covariates because they were associated with the outcome at .05<p<.20. 

Table 5.5 shows that all five of the independent variables retained the significant 

prediction of ever having had a mammogram as compared to results from the bivariate logistic 

regressions. For health beliefs, a one-unit increase in the level of perceived self-confidence was 

associated with a 9% increase in the likelihood of the participants ever having had a 

mammogram (OR = 1.09, p = .039, CI: .109–1.19). Also, a one-unit increase in perceived 

mammogram barriers was associated with about a 5% decrease in the odds of participants ever 

having had a mammogram (OR = .949, p = .012, CI: .91–.98). BC and mammogram knowledge 

were also significantly associated with the likelihood of women ever having had a mammogram 

(OR = 1.188, p = .010, CI: .104–1.35). 

Spousal support and HCP recommendations also remained significant predictors after 

controlling for the selected covariates. A one-unit positive difference in perceived husbands’ 

support was associated with a 14% increase in the likelihood of IMAW’s ever having had a 

mammogram (OR = 1.146, p = .036, CI: 1.02-1.27). Finally, receiving an HCP’s mammogram 

recommendation increased the likelihood of the participants ever having had a mammogram by 

about four times (OR = 3.7, p = .014, CI: 1.29–10.59; Table 5.5).  

Table 5.5   
 
Predictors of Ever Having Had Mammogram in IMAW, Controlling for Covariates1 (Model 1-5). 
1 

 
Variables Model 1 

OR (CI) 

Model 2 

OR (CI) 

Model 3 

OR (CI) 

Model 4 

OR (CI) 

Model 5  

OR (CI) 

Husbands’ support 1.146* 

(1.02–1.27) 
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BC/mammogram Knowledge  

 

  

 

 

 

 1.188** 

(1.04–1.35) 

 

Health beliefs  

 

 

Perceived barriers 

 

 

Perceived self-confidence 

 

 

 

 

 

 

 

  

 

 

 

 

 

1.094* 

(1.09–1.19) 

 

 

 

.949** 

(.91–.98) 

  

Health care provider recommendation 

 

 

  

Perceived benefits 

 

  

 

Fatalism 

 

 

 

 

 

       1.139 

    (.94-1.36) 

 

 

.966 

(.82-1.12) 

 

 

 

 

1.14 

(.97-1.27) 

 

 

.976 

(.82-.155) 

 

 

 

 

1.12 

(.93-1.34) 

 

 

1.06 

(.88-1.27) 

3.710* 

(1.29–10.59) 

 

 

1.163 

(.96-1.30) 

 

 

.932 

(.798-1.089) 

 

 

 

 

    1.13 

(.94-1.37) 

 

 

1.12 

(91-136) 

 

 

Annual income 

 

<$16,000 

 

 

$16,000–$35,000 

 

 

>$35,000–$55,000 

 

 

 

 

.185* 

(.04–.81) 

 

.718 

(.16–3.14) 

 

.293 

(.07–1.12) 

 

 

 

.200* 

(.046–.86) 

 

.694 

(.15–3.10) 

 

.301 

(.07–1.16) 

 

 

 

.257 

(.05–1.14) 

 

.825 

(.18–3.65) 

 

.287 

(.07–1.08) 

 

 

 

.229 

(.05–1.03) 

 

.674 

(.15–2.96) 

 

.237* 

(.06–.88) 

 

 

 

.238 

(.05–1.03) 

 

.605 

(.13–2.67) 

 

.266 

(.06–1.04) 
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>$55,000 Reference Reference   Reference   Reference Reference 

Age       1.127 

(.998–1.274) 

 

1.121 

(1.00–1.25) 

 

1.108 

(.98–1.24) 

 

1.105 

(.98–1.24) 

 

1.112 

(.98–1.25) 

 

Number of years spent in USA (women) .952 

(.878–1.033) 

 

.955 

(.87–1.03) 

.970 

(.89–1.05) 

 

.954 

(.87–1.03) 

.969 

(.88–1.05) 

 
*P < .05, **P < .01, ***P < .001     
1 Each model includes one main independent variable, controlling for covariates. n=172 in model 
1,3,4,5; and n=164 in model 2.   



  

 

 

Comprehensive Logistic Regressions  

In this phase, all five significant predictors identified in the bivariate analysis while 

controlling for the selected covariates were added to the final model. The model was statistically 

significant (χ2(12) = 40.09, p = .001), and it explained 38% (Nagelkerke R2) of the variance in 

the participants’ ever having had a mammogram. 

As presented in Table 5.6, only three of the predictors retained significance: (a) BC and 

mammogram knowledge (b) perceived mammogram barriers, and (c) receiving HCP 

recommendation. A one-unit positive difference in knowledge levels was significantly associated 

with a 21% increase in the likelihood of participants’ ever having had a mammogram (OR = 

1.21, P = .012, CI: 1.04–1.41). Women with high perceived mammogram barriers were less 

likely to adhere to mammogram screenings compared to their counterparts (OR = .94, p =.027, 

CI: .89–.99; Table 5.6). Finally, Women who received an HCP recommendation to obtain a 

mammogram were four times more likely to have obtained a mammogram compared to their 

counterparts (OR = 4.02, P = .027, CI: 1.17–13.8). 
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Table 5.6   

Predictors of Ever Having Had a Mammogram in IMAW (Multivariable Model with Covariates, 
N=171). 
 

Variables  OR  CI 

Confidence Interval 

Husbands’ support 

 

1.08 

  

(.95–1.23) 

BC and mammogram knowledge 1.21* 

  

(1.04–1.41) 

Health beliefs  

 

Perceived mammogram barriers 

 

Perceived mammogram benefits 

 

Perceived self-confidence 

 

Health care provider 

recommendation 

 

Fatalism 

 

 

.94* 

 

.99 

 

.98 

  

4.02* 

 

 

1.02 

  

 

 

(.89–.99) 

 

(.78–1.26) 

 

(.87–1.11) 

 

(1.17–13.8) 

 

 

(.85-1.23) 

 

Annual income 

 

<$16,000 

 

 

$16,000–$35,000 

 

 

>$35,000–$55,000 

 

 

 

.59 

 

 

.95 

  

 

.61 

  

 

 

(.107–3.28) 

 

 

(.21–4.38) 

 

 

(.13–2.75) 
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>$55,000 

 

Reference 

 

 

Reference 

 

Age 

 

1.16 

  

(.96–1.28) 

Number of years spent in USA 

(women) 

1.005 

  

(.93–1.07) 

   

 *P < .05, **P < .01, ***P < .001     
1Logistic regression model includes all independent variables while controlling for the set of    
sociodemographic covariates, as well as fatalism and health beliefs benefits (N = 176).   
 
     
Predictors of Having Had a Mammogram Within the Previous Two Years (Adhering to 

Mammogram) 

Bivariate Logistic Regressions  

A bivariate logistic regression was performed to determine the association between 

independent variables and the second outcome: having had a mammogram within the previous 

two years. Women who had not had a mammogram within the previous two years were 

compared with those who had received a mammogram within the previous two years. Results 

showed that six variables significantly predicted adhering to mammograms; (1) perceived 

mammogram benefits, (2) perceived self-confidence, (3) perceived mammogram barriers, (4) 

mammogram and BC knowledge, (5) spousal support, and (6) receiving an HCP 

recommendation were significant predictors of having had a mammogram within the previous 

two years. 
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For health beliefs, women who reported higher perceived mammogram benefits were 

more likely to have obtained a mammogram within the last two years (OR = 1.24, p = .001, CI: 

1.09–1.42). IMAW with higher levels of perceived mammogram barriers, however, were less 

likely to have gotten a mammogram (OR = .916, p = .001, CI: .886–.948). The third health belief 

predicting adherence to mammograms was perceived self-confidence. A one-unit increase in the 

women’s level of perceived self-confidence was associated with a 14% increase in their 

likelihood of having adhered to mammograms (OR = 1.14; P = .001, CI: 1.07–1.23; Table 5.7).  

For mammograms and BC knowledge, some IMAW’s high level of knowledge about 

mammograms and breast cancer was associated with a higher likelihood of their having had a 

mammogram within the previous 2 years (OR = 1.15, p = .002, CI: 1.05–1.25; Table 5.7). 

In regard to spousal support, a one-unit positive difference in perceived support from a 

husband was associated with a 10% increase in the odds of having been screened (OR = 1.087, 

p=.012, CI: 1.018–1.16). Finally, women who had had a mammogram within the previous two 

years were also more than twice as likely to have received a recommendation from their HCPs to 

obtain a mammogram (OR = 2.422, p=.029, CI: 1.09–5.36; Table 5.7). 

Table 5.7   

Predictors of Having Mammogram Within the Previous Two Years in IMAW (Bivariate Analysis- 
Unconditional Models) 1 
 

Variables B SE Wald df Significance Odds 

Ratio 

(OR) 

Confidence 

interval 

BC/mammogram 

Knowledge 

.139 .045 9.65  1 

 

 

 

.002 

 

 

 

1.150 1.05  

 

 

 

1.25 
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Health Beliefs 

 

Perceived 

mammogram 

barriers 

 

Perceived 

mammogram 

benefits 

 

Perceived self-

confidence 

 

Perceived breast 

cancer 

susceptibility  

 

 

 

 

-.087 

 

 

.222 

 

 

 

.132 

 

 

   .012 

 

 

 

.017 

 

 

.069 

 

 

 

.031 

 

 

.082 

 

 

 

25.14  

 

 

10.38 

 

 

 

17.77 

 

 

.020 

 

 

 

1 

 

 

1 

 

 

 

 1 

 

 

1 

 

  

 

.001 

 

 

.001 

 

 

 

.001 

 

 

.887 

 

 

 

 

.916 

 

 

1.249 

 

 

 

1.141 

 

 

1.012 

 

 

 

.88 

 

 

1.09 

 

 

 

1.07 

 

 

.86 

 

 

 

.94  

 

 

1.42  

 

 

 

1.23  

 

 

1.18  

HCP recommendation 

 

.885 .406 4.75  1 .029 2.422 1.09 5.36  

Spousal (Husband)  

Support. 

 

.083 .033 6.25  1 .012 1.087 1.01 1.16 

Modesty  

 

.05 .031 2.55 1 .11 1.051 .98 1.11  
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Fatalism 

 

Annual income 

 

<$16,000                      

 

 

$16,000–$35,000.        

 

 

>$35,000–$55,000.      

 

>$55,000                       

 

Number of years spent 

in USA (women) 

 

Husbands’ level of 

education 

 

High school or less 

 

Associate degree 

 

Bachelor’s degree or 

higher 

-.097 

 

 

 

-1.21               

 

 

-.55 

 

 

-.69 

 

      Ref  

 

       .05   

 

 

    

 

 

-.95 

 

.44 

 

Ref 

.06 

 

 

 

.46 

 

 

.44 

 

 

.45 

 

Ref 

 

.01 

 

 

 

 

 

.51  

 

.42  

 

Ref   

2.645 

 

 

 

6,67 

 

 

1.59 

 

 

2.33 

 

Ref  

 

7.6  

 

 

 

 

 

3.4 

 

1.07 

 

Ref 

1 

 

 

 

1 

 

 

1 

 

 

1 

 

 

 

 1 

 

 

 

 

 

1 

 

1 

 

1.   

1 

2.  

.104  

 

 

 

.010 

 

 

.20  

 

 

.127 

 

Ref 

 

.006 

 

 

 

 

 

.06 

 

.18 

 

Ref 

 

.907 

 

 

 

.298 

 

 

.574 

 

 

   .497  

 

Ref 

 

1.051 

 

 

 

 

 

.38 

 

1.55 

 

Ref 

.807 

 

 

 

.11  

 

 

    .24  

 

 

    .20  

 

Ref 

 

1.01  

 

 

 

 

 

.14  

 

.67 

 

Ref 

1.02 

 

 

 

.74  

 

 

1.35  

 

 

1.22 

 

Ref 

 

1.08  

 

 

 

 

 

1.05 

 

3.58 

 

Ref 

 

 
1Each model includes one independent variable or possible covariate. 
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Multivariate Logistic Regressions Controlling for Covariates 

In this phase, each one of the six significant predictors for the second outcome, as 

determined from bivariate logistic regression, was separately modeled controlling for covariates. 

The five covariates were (a) annual household income, (b) length of residence in the United 

States for wives, (c) their husbands’ level of education, (d) fatalism, and (e) modesty. The 

sociodemographic covariates were included in the logistic regression models if they were 

associated with the second outcome at p ≤ .2 in preliminary bivariate analyses. In addition, main 

independent variables of fatalism and modesty were included as covariates because bivariate 

results showed .05<p<=.20 . 

Table 5.8 shows that all predictors, except for receiving an HCP recommendation, 

remained significant. In regard to health beliefs, women who reported higher perceived self-

confidence and perceived mammogram benefits were more likely to adhere to mammograms as 

compared to their counterparts (OR = 1.13, P = .001, CI: 1.05–1.22 and OR = 1.26, p = .002, CI: 

1.08–1.47, respectively). On the other hand, a one-unit positive difference in perceived 

mammogram barriers was significantly associated with about a 7% decrease in the likelihood of 

participants having had a mammogram within the past two years (OR = .932, p = .001, CI: .89–

.96; Model 3). Regarding mammogram and BC knowledge, Model 5 shows that women who 

reported higher levels of knowledge were more likely to adhere to mammograms compared to 

women who did not (OR = 1.14, p = .006, CI: 1.03–1.26). Finally, for husbands’ support, in 

Model 1, a one-unit positive difference in perceived husbands’ support was significantly 

associated with a 9% increase in the likelihood of participants having had a mammogram within 

the past 2 years (OR = 1.09, p = .046, CI: .100–1.18; Table 5.8). 



  

 

 

Table 5.8  

Predictors of Having Had a Mammogram in the Previous Two Years in IMAW Controlling for Covariates1 (Models 1–6, N=172). 
 

Variables Model 1 

OR (CI) 

Model 2 

OR (CI) 

Model 3 

OR (CI) 

Model 4 

OR (CI) 

Model 5 

OR (CI) 

Model 6 

OR (CI) 

Husbands’ support 

 

1.09* 

(1.0–1.18) 

     

 

Knowledge 

 

 

    

1.14** 

(1.03–1.26) 

 

Health beliefs  

 

Perceived barriers 

 

 

Perceived benefits 

 

 

Perceived self-confidence 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.13*** 

(1.05–1.22) 

 

 

.93*** 

(.89–.96) 

 

 

 

 

 

1.26** 

(1.08–1.47) 

  

Health care provider 

recommendation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.20 

(.87–5.50) 
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Modesty  

 

 

Fatalism  

 

 

.99 

(.92-1.06) 

 

1.06 

(.91-1.03) 

 

.950 

(.905-1.04) 

 

.98 

(.86-1.12) 

 

.99 

(.92-1.06) 

 

1.06 

(.91-1.23) 

 

.95 

(.82-.102) 

 

.944 

(.82-1.07) 

 

.95 

(.88-1.09) 

 

,92 

(.81-.105) 

 

      .96 

(.90-1.03) 

 

     .94 

  (.82-1.07) 

        

Annual income 

 

<$16,000 

 

 

$16,000–$35,000 

 

 

>$35,000–$55,000 

 

 

>$55,000 

  

 

 

.24* 

(.07–.77) 

 

.54 

(.19–1.48) 

 

.51 

(.18–1.39) 

 

Reference 

 

 

.27* 

(.08–.88) 

 

.59 

(.21–1.70) 

 

.68 

(.23–1.97) 

 

Reference   

 

 

.30 

(.09–1.00) 

 

.79 

(.27–2.30) 

 

.63 

(.22–1.78) 

 

Reference   

 

 

.25* 

(.08–.82) 

 

.57 

(.21–1.59) 

 

.47 

(.17–1.31) 

 

Reference   

 

 

.33 

(.10–1.06) 

 

.55 

(.19–1.52) 

 

.52 

(.19–1.45) 

 

Reference 

 

 

*.28 

(.09–.88) 

 

.53 

(.19–1.54) 

 

.43 

(.16–1.17) 

 

Reference  

  

Husbands’ level of education 
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High school or less 

 

 

Associate degree 

 

 

Bachelor’s degree or higher 

 

 

.77 

(.24–2.48) 

 

2.44 

(.91–6.54) 

 

 

Reference 

.42 

(.12–1.47) 

 

2.1 

(.75–5.91) 

 

 

Reference 

.73 

(.20–2.62) 

 

2.01 

(.71–6.65) 

 

 

Reference 

.54 

(.16–1.77) 

 

1.73 

(.64–4.61) 

 

 

Reference 

.63 

(.19–2.06) 

 

2.32 

(.87–6.20) 

 

 

Reference 

.58 

(.17–1.90) 

 

2.41 

(.90–6.44) 

 

 

Reference 

 

Number of years spent in USA 

(women) 

.908 

(.79–1.03) 

 

 

.993 

(.82–1.05) 

 

    .937 

(.83–1.05) 

 

.942 

(.83–1.06) 

 

 .935 

 ((.82–1.06)  

 .923 

(.81–1.04) 

          .             

*P < .05, **P < .01, ***P < .001     
1Each model includes one main independent variable, controlling for covariates. 
 



  

 

 

Comprehensive Logistic Regressions 

All six significant predictors identified in the bivariate analysis while controlling for the 

selected covariates were added to the final model. The model was statistically significant (χ2(14) 

= 49.6, p = .001), and it explained 35.5% (Nagelkerke R2) of the variance in the participants’ 

adherence to mammogram screening. 

As shown in Table 5.9, only two of the independent variables remained significant in 

predicting adherence to mammogram screening. Firstly, for BC and mammogram knowledge, a 

one-unit positive difference in knowledge levels was significantly associated with about a 12% 

increase in the likelihood that those participants’ adherence to mammogram screening compared 

to their counterparts (OR = 1.12, p = .037, CI: 1.00–1.25). Secondly, women with high perceived 

mammogram barriers were less likely to adhere to mammogram screening compared to their 

counterparts (OR = .93, p = .003, CI: .89–.97). 
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Table 5.9   
 
Predictors of Having Had a Mammogram in the Past Two Years in IMAW (Multivariable Model 
with Covariates, N=170) 1. 
 

Variables     OR    CI 

 

Husbands’ support 

 

   

 1.01 

  

 

 

(.92–1.12) 

 

BC and mammogram knowledge  

  

1.12* 

  

 

(1.00–1.25) 

 

Health beliefs  

 

Perceived mammogram barriers 

 

 

Perceived mammogram benefits 

 

 

Perceived self-confidence 

 

 

Health care provider recommendation 

 

  

 

 

  

 

 

  

 

 

 

  

 

 

.93** 

  

 

1.17 

  

 

1.01 

  

 

2.44 

 

 

(.89–.97) 

 

 

(.97–1.40) 

 

 

(.92–1.11) 

 

 

(.82–7.2) 
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Fatalism  

 

 

Modesty  

  

 

1.05  

  

 

1.03 

  

 

 

(.89-1.23) 

 

 

(.95-1.12) 

 

     

Annual income 

 

<$16,000 

 

 

$16,000–$35,000 

 

 

>$35,000–$55,000 

 

 

>$55,000 

 

 

   

 

.55 

  

 

.86 

  

 

.88 

 

  

Reference 

 

 

(.15–1.96) 

 

 

(.30–2.50) 

 

 

(.27–2.89) 

 

 

           Reference 
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Husbands’ level of education 

 

High school or less 

 

 

Associate degree 

 

 

Bachelor’s degree or higher 

 

 

 

 

  

 

 

.61 

  

 

1.54  

  

 

Reference 

 

 

(.15–2.37) 

 

 

(.51–4.61) 

 

 

Reference 

Number of years spent in USA (women)   1.03 

  

 

(.98–1.08) 

 
*P < .05, **P < .01, ***P < .001     
 

      1Final model includes all independent variables while controlling for the set of  sociodemographic 
covariates and fatalism and modesty (N = 176).       
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Chapter 6: Survey Results Discussion 
 

Discussion 

The quantitative portion of this study posits that husbands’ support, health beliefs, HCP 

recommendations, and BC and BCS knowledge are important factors in IMAW’s mammogram 

use. Findings from this study could help to guide a culturally tailored intervention to enhance 

mammogram use among IMAW. Although 86.6% of the study’s participants had received a 

mammogram at least once in their lifetime, only 32.6% had received mammograms in the past 

two years (adherence to mammogram screening guidelines). This adherence rate is relatively low 

compared to the existing literature, except for one study (published as an abstracted only) of 

Muslim women (n = 226) of whom only 17% were IMAW; these participants were IMAW 

residing in Los Angeles and only 7.5% had received a mammogram within the past two years 

(Shaheen, 2005).  

  Level of BC and mammogram knowledge predicted having had a mammogram and 

having obtained mammogram within the last two years. Based on current published literature, 

this study is the first to prove a significant association between adherence to mammogram use 

and levels of BC and mammogram knowledge among IMAW. One study of Muslim women in 

Chicago reported a positive association between BC knowledge and the women’s intention to 

have mammograms, but it did not establish a connection between BC knowledge and previous 

mammogram use (Padela et al., 2015). Among Lebanese American women higher level of 

knowledge of mammogram recommendation predicted ever have had a mammogram (Badr et 

al., 2020). In this study, from bivariate analysis through the final model, BC and mammogram 

knowledge were the only consistent significant predictors for both outcomes: having had a 

mammogram and having adhered to the mammogram screening guidelines. Findings suggest that 
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enhancing the levels of BC and BCS knowledge could be an important factor in improving 

mammogram use among IMAW.  

 Husbands’ support predicted both ever having had a mammogram and mammogram 

adherence while controlling for selected variables. In the final models, however, when other 

independent variables were included, husband support was no longer significant. This could be 

because husband support may have influenced health beliefs which may pick up the predictive 

capability in the comprehensive model. Noticing that spousal support was significantly 

correlated with perceived mammogram barriers (r = -.27, p<.01), perceived mammogram 

benefits (r =.26, P< .01) and perceived self-confidence (r = .28, p<.01). Although these 

correlations suggest an overlapping among the predictors, they are not strong enough to affect or 

weaken the power of the analysis.   

 To the best of knowledge, this study is the first to quantitively examine the association of 

husbands’ support with IMAW mammogram use. One study in the Arab world found that 

Lebanese women who received encouragement from their husbands were two times more likely 

to adhere to mammogram guidelines compared to their counterparts, yet husband’s 

encouragement was not defended in the study. Studies demonstrates that immigrant women 

receiving support from significant others is positively associated with mammogram utilization 

(McCance et al., 1996). Recently immigrated women must overcome several barriers to having 

mammogram screenings (Al-Amoudi et al., 2015; Kawar, 2013; Salman, 2012; Shah et al., 

2008). Dealing with the unfamiliar U. S. health care system or being socially isolated suggests 

that husbands could be a source of support to facilitate IMAW’s mammogram attainment. 

However, the process of how the husbands’ support was positively associated with IMAW 
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mammogram use was not fully understood by the quantitative part of this study. Results from the 

qualitative part of this study explored this process in more details.  

 When controlling for selected variables, results revealed that health beliefs were 

significantly associated with mammogram use. Perceived self-confidence predicted ever having 

had a mammogram and adherence to mammogram screening. In a study by Hasnain et al. (2014) 

of IMAW, perceived self-confidence predicted only ever having had a mammogram but not 

adhering to mammogram screenings. Because the study participants were recruited from social 

media, unlike the participants in Hasnain et al. (2014) who were recruited from mosques, it is 

possible that study participants may have been frequently targeted by content on social media 

that increased their self-confidence about having regular mammograms. 

When controlling for covariates, high perceived mammogram barriers were negatively 

associated with ever having had a mammogram and mammogram adherence. Conversely, high 

perceived mammogram benefits predicted adhering to mammogram screenings only. In the final 

model, however, perceived mammogram barriers was the only health belief that remained 

significant. Results from this study are limited in explaining how IMAW’s perceptions of 

mammogram barriers may have lowered the effect of perceived mammogram benefits and other 

health beliefs related to mammogram use. This suggests a gap for future studies to explore in 

more detail: the possibility of a mediation process among health belief variables and its 

relationship to mammogram use.  

Receiving a recommendation from an HCP was a consistent significant predictor of ever 

having had a mammogram, but it did not predict women’s adherence to mammogram screenings 

in the multivariate analysis and the final model. Similar findings were reported in a few studies 

of Muslim or Arab women in the U. S. (Al-Amoudi et al., 2015; Roman et al., 2014; Saadi et al., 
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2015; Salman, 2012) receiving HCP recommendations increased only the likelihood of having 

had a mammogram at least once in a lifetime (Salman, 2012). Reasons why HCP 

recommendations did not predict adherence to mammogram screenings is unknown. A possible 

explanation is that immigrant women from ethnic minorities face a multitude of barriers and 

competing priorities that hinder them from obtaining mammograms regularly (Roman, 2014), 

even when they receive HCP recommendations. 

A possible explanation for this finding is that the women in the study did not receive a 

periodic HCP recommendation to have mammograms. Another study showed that Muslim 

women in the Chicago area with a primary HCP had a greater likelihood to receive 

mammograms (Padela et al., 2015; Hasnain et al., 2014). It is unclear whether the women in that 

study received periodic mammogram recommendations given that they had primary HCPs. In 

this study, participants were not asked about having a primary HCP but only if they had ever 

received a mammogram recommendation from an HCP. Clearly, there is scope for further 

research exploring the relationship between receiving regular mammogram recommendations 

from a primary HCP and the adherence of IMAW to mammogram screenings. 

 The religiously related factor of modesty was negatively associated with mammogram 

use in the participants, yet this association was statistically insignificant. It may be that the 

availability of female health care providers lessened the influence of modesty on IMAW. As 

reported in Salam (2012), women had no problem having mammograms from female 

technicians; they felt it to be less embarrassing and less invasive of their modesty. 

 Although fatalism was also inversely associated with both outcomes, this relationship 

was not statistically significant. The results from previous studies were considered to understand 

this finding. Studies showed that a high level of fatalism was associated with low education 
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levels (Baron-Epel et al., 2009; Donnelly et al., 2013; Raymond et al., 2014). A study among 

Muslim Arab women in Palestine showed that high levels of fatalism were significantly 

associated with lower levels of education (associate degree or less) (Baron-Epel et al., 2009; 

Donnelly et al., 2013). In this study, 68.9% of the participants had bachelor’s degrees or higher, 

and they reported low levels of fatalism, with an average of 4.2 (SD = 2.9, range 0–15). It is 

possible that the high level of education among the participants may have mitigated fatalism and 

its influence on mammogram use among participants. 

In other studies, having health insurance was positively associated with mammogram use 

within similar populations. In this study, however, a lack of heterogeneity in the participants 

(95.7% of the participants had health insurance) may have limited the examination of the 

association between health insurance and mammogram use. Therefore, a diversified sample of 

sociodemographic characteristics is recommended in future studies to explore the influence of 

having health insurance on mammogram use among IMAW.  

 Limitations 

Several limitations should be considered when interpreting the results of this study. 

Firstly, due to the COVID-19 pandemic, social media was used for recruitment, which may have 

resulted in a selection bias. It could be that women who have social media accounts tend to be 

young and more educated compared to nonusers. About 40.4% of female Facebook users within 

the age 18 to 45 years, and 73% of users (male and female), had a college degree (Statista, 2021). 

Such characteristics may have influenced the health literacy and health beliefs among the 

participants in this study. Therefore, results from this study are not generalizable to women with 

social media illiteracy or who do not use social media. Secondly, this study targeted IMAW in 

California. Women from different geographic locations, non-Arabs, or nonimmigrants may have 
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different religious health beliefs toward secondary health screenings. Thirdly, results from this 

study are not applicable to unmarried women because this study focused on the influence of 

spousal support on mammography use.  

Implications and Contributions to the Literature 

Efforts must be undertaken to enhance mammogram adherence among IMAW in 

California. Factors influencing IMAW appear to be related to their knowledge and health beliefs 

toward mammograms. The study also found that husbands may have a positive influence on 

IMAW mammogram use. Therefore, a familial intervention approach is proposed to enhance 

levels of knowledge among both women and their spouses. This approach may hold promise for 

enhancing mammogram use among IMAW. Perhaps the online intervention approach, given that 

the current circumstances of the COVID-19 pandemic have increased social literacy within 

populations, may be promising and more convincing. HCP recommendations should take this 

into account in their efforts to encourage women to adhere to mammograms according to the 

guidelines. 

 

 

 

 

 

 

 

 

 



  

 

  

  

166 
  

 Chapter 7: Interview Results 

 Recruitment and Data Collection 

This chapter presents results of the qualitative portion of the dissertation study. Twenty-

eight participants agreed to participate in the interviews; of these, three women were excluded 

because they had a BC history, one was not a California resident, and four withdrew from the 

study for unknown reasons, leaving 20 women who were interviewed. Sixteen interviews were 

conducted in Arabic and four in English (45 to 85 minutes in length, with an average duration 

of 52 minutes). Recruitment and data collection were conducted from March 2020 to 

September 2020. 

Sample Characteristics 

Twenty interviews were completed with participating women; 16 were conducted in 

Arabic and four in English. The average interview duration was 52 minutes. The mean age of the 

participants was 50 years (SD = 3.5, range = 45–58 years), nine (45%) had a bachelor’s degree, 

eight (40%) were unemployed, seven (35%) had a full-time job, and nine (45%) had a household 

annual income of more than $55,000 a year. Participant’s country of origin is listed in Table 2.  

All participants reported being married; the average length of marital duration was 21.3 

years (SD = 7.04, range = 7–35 years). A total of seven (35 %) participants reported having more 

than three children. The average length of the participant’s residence in the United States was 

19.8 years (SD = 7.9, range = 7–34 years). The mean age of participants at time of immigration 

was 30.2 years (SD = 7.4, range = 7–34 years). In all, 10 (50%) of the participants self-reported 

as being excellent in English speakers and 11(55%) rated themselves as being good at reading in 

English. 
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All 20 (100%) participants had health insurance and all had had a mammogram at least 

once in their lifetime. Of the total, 18 (90%) participants had a mammogram within the last two 

years and most mammograms (85%) were done as a routine checkup. Overall, 15 (75%) of the 

women reported that their HCP talked to them about mammograms and 13 (65%) said that their 

HCP referred them to mammogram clinics. 

As reported by the participants, the average length of the participants’ husbands’ 

residence in the United State was 28.6 years (SD = 11.3, range = 7–42 years). Half of their 

husbands (50%) had a bachelor’s degree, and 11 (55%) were employed full-time (Table 2).  

Table 7.1   
 
Demographic Characteristics of Participants in Interviews (n = 20) 
 

Characteristics Number (% of n) 

Age, n= 20  

45–50  

≥ 51 

Mean (range) 

 

 

10 (50) 

10 (50) 

50.9 (range 45–58) 

Duration in the United States, n= 20 

≤  19 Years  

> 19 Years  

 

 

10 (50) 

10 (50) 

Age at immigration, n=20 

≤ 31 Years  

 

11 (55) 
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> 31 Years 

 

9 (45) 

Level of education, n=20 

High school  

Associate  

Bachelor degrees   

Master degrees  

  

 

2 (10) 

6 (30) 

10 (50) 

3 (15) 

Employment, n=20 

Full time  

Part time  

Not employed  

 

 

7 (35) 

5 (25) 

8 (40) 

Number of children, n=20  

No children  

One child  

Two children  

Three children  

More than three children  

 

 

1 (5) 

4 (20) 

4 (20) 

4 (20) 

7 (35) 

Marital duration, n=20  

≤ 10 Years  

 

1 (5) 
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≤ 20 Years  

≤ 30 Years  

≥ 31Years  

 

6 (30) 

11(55) 

1 (5) 

Annual household income, n=20 

 < $16,000 

 $16,001 - $35,000 

 $35,001 to $55,000 

> $55,000 

 

 

4 (20) 

3 (15) 

4 (20) 

9 (45) 

Having health insurance, n= 20 

Yes 

No  

 

 

20 (100) 

0 (0) 

Ability to speak English (self-rated), n=20 

Excellent 

Good  

Poor  

 

 

11 (55) 

9 (54.3) 

1 (5) 

Ability to read English (self-rated), n=20 

Excellent 

Good  

 

10 (50) 

9 (45) 
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Poor 

 

1 (5) 

Education (Husbands), n= 20 

Associate degrees   

Bachelor degrees   

Advanced degrees  

  

 

5 (25) 

10 (50) 

5 (25) 

Employment (Husbands), n=20 

Full time  

Part time  

Not employed  

Retired   

 

 

11 (55) 

7 (35) 

1 (5) 

1 (5) 

Duration in the United States (Husbands), 

n= 19 

 ≤ 25 Years  

 > 25 Years 

 

 

 

9 (47.4) 

10 (52.6) 

Have had a mammogram within the last 2 

years, n= 20 

Yes  

No 

 

 

18 (90) 

2 (10) 
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Reason for obtaining mammogram, n= 17 

Routine check-up  

 

17 (100) 

 

All data in Table 1 were self-reported by the women and on behalf of their husbands. 

Results 

Women were interviewed to explore their perceptions of husbands’ support in relation to 

their experience of obtaining mammograms. For data analysis, thematic analysis according to 

Braun and Clark (2006) was employed. The analysis went through five phases: data familiarity, 

initial coding, searching for themes, reviewing themes, and defining or naming themes. Analysis 

of interview data revealed five overarching themes related to spousal support: (1) types of 

husbands’ support experienced by IMAW; (2) the impact of husbands’ support on their wives’ 

attitudes about mammograms; (3) the importance of husbands’ support for mammogram use; (4) 

reasons behind inadequate husbands’ support; and (5) notions of “individual and collective duty” 

of enhancing husbands’ support.  

Types of Husbands’ Support Experienced by IMAW 

During the interviews, participants shared that they had received two main forms of 

husbands’ support: tangible and/or emotional. The tangible support they received from their 

husbands included establishing health insurance and making doctors’ appointments (one 

participant said, “He makes appointments for me”). Some husbands also accompanied their 

wives to these appointments; one woman stated, “He makes sure to come with me.” Others 
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provided transportation: “He drives me to the clinic,” an interviewee said. At these 

appointments, some husbands also acted as translators (e.g., “He translated for me”).  

Another form of tangible support reported was taking care of children during 

mammogram visits. According to one participant, “When I went to do the mammogram, my 

husband took care of the kids.” After mammogram appointments, husbands’ support extended to 

following up on the results. As one woman stated, “They [the clinic staff] might call him and tell 

him that the results are fine.” Few participants reported establishing health insurance; as one 

woman recounted, “Once the insurance company opened, he immediately registered me; since 

then, I have started doing my checkups annually.” 

The last type of tangible support reported by the women was relying on their husbands as 

a source of information. For example, when one participant first saw posts about breast cancer on 

social media, she had no real knowledge of mammograms. “I wasn’t aware,” she said, “and 

then my husband told me, ‘They will check and see if you have breast cancer, because women get 

it after a certain age.’” 

Participants also experienced emotional support from their husbands. As one woman 

said, “He encouraged me [with] words [to get a mammogram].” This emotional support was 

voiced by interviewee in different forms, such as encouragement and reminders. One woman 

said, “He always supports me when I have to do a mammogram; he encourages me and tells me 

‘Why not? It’s a good thing.’” Another participant added that her husband reminded her to get 

the mammograms in the first place. Husbands’ emotional support also took the form of 

advocating for their wives’ health needs in general. A woman shared that she felt shy and 

nervous during her physical exam, saying, “I closed my eyes, and my husband was like, ‘You 

know, if you want a female physician, it’s okay.’”   
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The Impact of Husbands’ Support on Their Wives’ Attitudes About Mammograms  

The data showed the impact of husbands’ support on interviewees’ attitudes toward 

mammogram screening. For some women, husbands’ support was essential for them to take 

action and obtain their first mammogram. A woman said, “If it wasn’t for him, I wouldn't have 

been able to go or do anything.” Another woman added, “Yes, maybe if he (husband) didn't tell 

me that I should do it—So maybe I wouldn't have done it.” Husband’s support for some women 

was also the first step to changing their attitudes toward mammogram screenings. Sharing her 

experience of her first years in the United States, a woman said that her husband used to 

encourage her to see a primary care provider for regular checkups. “Okay, we’re going to see the 

doctor,” he would tell her. At first, she replied, “I am not sick” but with her husband’s 

encouragement she began to notice a change in her attitude toward mammograms, “And since 

then,” she said, “it’s my habit.” 

 Participants also expressed the benefits of simply discussing their health with their 

husbands; knowing that their husbands cared encouraged wives to obtain mammograms. 

Discussions like these fueled wives’ positive feelings about their health and “gave them the 

feeling that their health was important to [their husbands].” These talks also alleviated negative 

feelings associated with mammograms; as one woman said, “If I tell him that I am afraid or 

worried, he discussed it with me.” Husbands were also a source of comfort for women after 

screening, expanding their emotional support to deal with the waiting period post-mammogram. 

She shared “When I was waiting for the results, he made me feel calm.” 

 The participants experienced the effect of their husbands’ support through the positive 

change in their attitude toward mammograms. Most of the participants viewed the husband’s role 

had an effect on his wife’s attitude and opinions about her health. Whether their husband’s 
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influence caused participating women to obtain mammograms differed based on how they 

perceived their husbands’ support. Husbands’ emotional support facilitated that decision because 

the women knew they could lean on their husbands in the case of abnormal results; as a woman 

said, “I’m not alone; he’s going to be there for me.” This emotional unity between husband and 

wife decreased the women’s fear about getting a mammogram and provided women with a 

greater sense of security; a participant described this feeling by saying, “Seriously, you can feel 

secure; you can feel that there’s someone near you.” This feeling encouraged women to obtain 

mammograms or even adhere to the screening annually. 

Their husbands’ emotional support enhanced the women’s confidence, thereby 

motivating them to take care of their health. A woman described the process, “It’s the most 

important thing just to have that support because then you grow in confidence.” This feeling of 

confidence motivated a woman to obtain a mammogram by “giving her a boost” because she 

knew she would have the support she needed to overcome any abnormal results. The same 

participant continued, saying, “Whatever happens, I have support. It makes you feel okay, more 

accepting of any situation you deal with.” For some women, this attitude reflected self-

confidence which was perceived as a “spiritual motive” that pushed them to take care of their 

health.   
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The Importance of Husbands’ Support for IMAW’s Use of Mammograms 

This theme illuminates the importance of husbands’ support.  The interviewees valued all 

types of support received from their husbands. A participant stated that “The most important 

thing for an Arab woman, one hundred percent, is her husband's support.”. 

Husbands’ emotional support, in particular, was the form of support most often valued by 

participants. A woman stated, “He encouraged me with words; the emotional support was more 

important than anything else.” Another participant shared similar views: “Women really care 

about their husbands’ support big time, even if it was just, ‘How are you feeling?’ It makes a 

huge difference.” 

Among the participants, the importance of husbands’ support was perceived in various 

ways. Some women saw marriage as a lifelong commitment that made their husbands their 

“partners for life.” Thus, their husbands’ support was perceived as “a very big deal.” Some 

women also described the importance of spousal support using the religious imagery of Eve and 

Adam. One participant said: “God created women from Adam’s rib.” Based on that religious 

imagery, she believed that a husband’s support was instinctual: “So she has to be protected and 

supported. It is an instinct in me to be taken care of by a man.” The participants also expressed 

the importance of their husbands’ support from another religious perspective: the Islamic duty of 

qiwamah. As reported by the participants, when a husband meets his wife’s health needs, he is 

fulfilling the husbandly duty of qiwamah, which “also includes taking care of [wives’] health.”  

The importance of husbands’ supports also resulted from the participants’ cultural 

context. Some women pointed out that the importance of husbands’ support for IMAW was 

shaped by archetype of the husband or male in Arab culture. In the interviews, the man in the 

Arab family was described as “the protector” or “the supporter”. These images were part of the 
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women’s upbringing, as a woman explained: “We grew up seeing our mothers dealing with their 

fathers or husband[s]with too much importance.”   

The participants also highlighted some cultural related reasons for, as they saw it, the 

added importance of husbands’ support. Cultural stigma associated with mammograms was one 

of these reasons. Such cultural views about mammograms and breast health may have prevented 

some of the women from talking about or seeking help regarding mammograms; as one said, “I 

feel ashamed, and I won’t even tell my sister. I am ashamed to talk about such things.” The role 

of the Arab husband, therefore, is a major factor in whether his wife is motivated to obtain 

mammograms. According to another woman, “Women don’t talk about this topic; they don’t say 

that we should get mammograms. So maybe if my husband didn’t tell me that I should do it, I 

wouldn’t.”   

Participates’ experiences with immigration also influenced how they valued their 

husbands’ support because—for some—this experience increased their need for it; it was 

explained, “they [Immigrant wives] need extra support.” The social isolation associated with 

immigration forced the women to rely solely on their husbands, “He is the only one I have 

here!” Another said, “Over here, there’s no one but my husband.” Such circumstances shift the 

source of social support, making husbands the primary supporters. According to one, “It’s one of 

the duties of the husband to fill the void that being away from family creates.” Another woman 

said, “I think a husband that is the sole provider for a wife in the U.S. . . . should be taking care 

of her needs when she presents them.”  

 Husbands played an important role in facilitating their recently immigrated wives’ 

mammogram utilization. After immigration, many of the women faced new challenges with the 

English language (I didn’t speak English at the time”) and difficulties with transportation and 
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navigating a new system. One participant stated, “At the beginning, I wasn’t driving yet. I wasn’t 

familiar with the places,” and another said, “Our life changed completely. I don’t know anything 

in this country.” Such challenges added additional importance to their husbands’ tangible 

support, especially during the first few years after immigration. Another explained how her 

husband’s support had changed over the period of their residency in the United States, saying, “I 

couldn’t speak English, so at first when we came here, he used to bring me to the doctor, to talk 

to the doctor, to translate to me, to make my appointments”; later on, however, she began to 

depend solely on herself to obtain necessary health services: “Now, I go by myself to the doctor; 

I speak for myself. I do everything by myself.”   

Other participants based the importance of tangible husbands’ support on immigrant 

women’s circumstances and needs. According to one participant, “The way I understand 

husbands’ support is that it is based on the woman's needs, based on where she’s at, based on 

the skills that she has.” Another one said, “Some women need financial support; others need 

emotional support.” One specific set of circumstances arises in the aftermath of immigration, 

and the same woman added, “At the beginning when you first come, for sure, you need help 

because this is something new, you don’t know anything about it. You need some help at least to 

learn.” However, as time went on, circumstances changed. Women had to teach themselves to 

be self-reliant. The participant continued, “In my opinion, the woman needs to be strong enough 

to live here. She shouldn’t always count on the husband. She needs to teach herself. A woman 

needs to be strong enough to learn the language and how to drive.”   

Although most participants valued their husbands’ support, different views emerged 

among a few of the women (n=3). One participant did not consider it a husband’s duty to look 

after health screenings that are his wife’s responsibility. Another interviewee shared her belief 
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that husbands’ support for mammograms was not part of their religious duties: “In my honest 

opinion, seriously, I don’t think even Islamically that it’s the duty of a husband to remind his 

wife to get a mammogram.” A third participant opined that relying on husbands’ support made 

women look immature: “It’s not that he needs to baby me or make sure to instruct me to do it. 

He knows that I have the knowledge that I need to get a mammogram.” 

Reasons for Receiving Inadequate Husbands’ Support   

Although all participants received at least one form of husbands’ support from their 

husbands, many of them found the support received to be inadequate at times. One woman said, 

“It doesn't have to be physical help, but sometimes I need to talk, need to express my feelings.” 

The participants reported receiving inadequate emotional support in particular. For example, a 

woman who received their husbands’ tangible support for obtaining a mammogram wished to 

receive emotional support as well. Another described her husband by saying, “He is always 

supportive.” However, she specifically wished she would receive his emotional support: “But, I 

would like emotional support. I would like him to ask, ‘How was the procedure? Was it painful?’ 

I’m sorry, but he wouldn't say that.” Another woman who received financial support for her 

mammograms said, “He will pay for a mammogram. Any procedure for me to stay healthy”, but 

still wished she would receive his emotional support, adding, “But he wouldn’t tell me, ‘Go and 

check’ or ‘Tell me what happened; what is the result?’”  

 Even some of the women who depended solely on themselves to obtain mammograms 

nevertheless also wished for emotional support from their husbands. One who saw herself as 

“very independent,” said that what she wanted was “maybe just for him to come with me when I 

have to get a mammogram.” Another woman said she was independent, adding, “But I know 
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sometimes you need some emotional help.” A third woman rationalized that need by saying, 

“That’s how God created us, from Adam and Eve; we can’t change that.”  

During the interviews, participants explained why some husbands provided inadequate 

support. Some women stated that lack of knowledge among husbands about the screenings 

themselves also negatively influenced some husbands’ attitude toward mammograms. One 

woman shared her experience with this issue, saying, “My husband told me that [the 

mammogram] was not necessary and that too much exposure to mammograms causes cancer.” 

That misunderstanding, he was not very supportive, telling her “You don’t have to get it”. 

Another woman posited a direct link between husbands’ general attitudes and their support, 

saying, “Some men might say, ‘It is not necessary to do the mammogram’ Let’s say that they 

have a negative attitude.”  

Some women argued that there was also a lack of knowledge among men about women’s 

health or bodies. According to a woman, “I can’t expect a man that doesn’t even understand 

what a period is to be giving his wife advice that she should get a mammogram.” The women 

said that the lack of knowledge originated from cultural views about women’s bodies and 

physiology as “taboo” or “shameful” which negatively influenced Arab men’s knowledge base. 

The school curriculum in some Arab countries has also been negatively influenced by culture. 

One woman said, “American men know women’s bodies better than Arab men because for Arabs 

it is taboo to study it at school.” Another participant said, “American students study the female’s 

body. They talk about hormones, pregnancy, and delivery.” Participants shared that this gap in 

education creates a lack of knowledge about women’s health needs that includes breast cancer 

screening. As one woman said, “He doesn’t know what screenings women should do in order to 

remind me about them or discuss them with me.”   
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Women offered interpretations about why their husbands did not support them. Some 

women suggested that husbands’ childhood experiences may also have affected their 

personalities and attitudes toward supporting their wives. They said that sometimes men’s 

upbringing may have shaped them to be recipients of support but not givers: “My husband is the 

kind of a person who, in his family, made everybody serve him. He got used to everyone just 

taking care of him.” Women suggested that this type of upbringing could be a contributing factor 

in the creation of what one participant dubbed an “irresponsible” or “careless” personality.  

Another factor raised was related to men’s upbringing is the status women hold in the 

family. They asserted that the lack of husbands’ support for women’s health needs might also 

result from the way they saw women in their families treated by men when they were young. 

One woman said, “Their upbringing makes a difference, of course, if while growing up they saw 

their father being that way—not caring, not taking care of their mother or sisters.” Male role 

models in the family have a major impact on the husband’s mindset regarding his wife. The same 

participant continued by saying, “[Husbands] definitely grow up to be like that, to be 

irresponsible.” 

Others spoke about how financial burdens may prevent husbands from encouraging their 

wives to obtain a mammogram. It was pointed out: “Nowadays, the husband might want to do it 

for his wife, but he can’t ask for it because they are going to raise the insurance.” Some women 

also rationalized that they did not receive enough support from their husbands because they were 

too busy with work responsibilities. According to one participant, “[My husband] is always 

busy. He does not encourage me; he doesn’t even know if I am getting the test because he is so 

busy.”  
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Women reasoned that not receiving their husband’s support to obtain a mammogram was 

because their husbands lacked knowledge or comprehensive understanding of their religious duty 

of qiwamah. Qiwamah as a “duty” of men toward women under qiwamah that made men 

“protectors and maintainers.” It involved maintaining their wives’ physical and psychological 

well-being. One woman pointed out that qiwamah involved a man exhibiting “care about her 

health.” However, others argued that, “Men do not understand what qiwamah means” and that 

this may make some husbands less supportive towards their wife’s health needs. One woman 

said, “He does not respect his wife or her health needs.” To an extent they may even prevent 

their wives from obtaining a mammogram. One woman shared that her husband said, “You 

should listen to me; don’t do it [mammogram].”   

Notions of “Individual and Collective Duty” of Enhancing Husbands’ Support  

The last theme that emerged from the analysis focuses on detailed suggestions made by 

women for improving husbands’ support toward mammogram screening within the Arab and 

Muslim communities. They stated that men first needed to know the importance of their support 

for their wives’ health. When one woman was asked how husbands’ support could be improved, 

she said, “First, by educating them on how serious and important their support is for their 

wives.” Several believed that enhancing husbands’ support and increasing their awareness about 

mammograms and breast cancer would be a challenge. One said, “Of course it’s a bit hard to 

change an adult who’s been raised with certain habits. It’s hard to change them later, but it’s 

doable.”   

 Some women believed that helping husbands understand the importance of their support 

began with the wives themselves. As one said, “It is the role of a wife to educate her husband.” 

She argued that it was the women’s responsibility to ask for whatever they needed to obtain their 
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health screenings. She continued, “How can I make my husband understand my health needs.” 

One of the suggested ways was by asking their husband’s help directly. Another woman also 

stressed the importance of starting an open conversation on the topic, expressing how important 

it was for “the husband and wife to talk to each other about the importance of husbands’ 

support.” 

One participant suggested that if women began by showing support for their husbands’ 

health needs first, it might enhance their husbands’ support for secondary health screenings in 

general. She said, “It’s going to be an exchange; if I show him that I care, maybe he will notice 

that this is an important thing for me.” Some of the women also considered it their duty as 

mothers to enhance the level of support their sons would give as husbands. One woman said, “I 

teach my son how he should take care of his wife.”  

It was considered that men’s lack of knowledge about BC and secondary health 

screenings could also contribute to their weak levels of support. One woman stated, “He doesn’t 

know what investigations I should do so that he reminds me about them or discusses them with 

me.” Therefore, most participates’ suggestions were related to increasing husbands’ awareness 

about breast cancer as an essential step to enhancing their support for mammograms. This 

awareness campaign was not, however, considered to be women’s job alone; it should be a 

collective duty among Muslim and Arab communities, institutions, and governments. One 

woman said, “If we are talking about immigrant Arab communities, then this is the duty of the 

government, the institutions, and even women.” One suggestion was mandatory classes for men 

to attend. She said, “There should be mandatory awareness classes about other issues and, first, 

breast cancer.” Women stressed that this collective effort should be initiated by women in the 
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community first before considering governmental effort, saying, “We don’t have to wait for the 

government in everything; we have to establish women’s institutions to do these things.” 

Religious (imams) leaders were seen as cultural and religious figures to enhance 

husbands’ awareness about BC. One woman said, “Even as religious leaders, they should 

discuss menopause, breast cancer.” It was suggested that religious leaders could take advantage 

of religious sermons such as Friday’s prayers (Juma’ah prayer) to spread awareness among men 

about the importance of supporting their wives’ health needs, and the right meaning of Islamic 

qiwamah. A woman mentioned, “Even at the mosque after the Juma’ah prayer, they [imams] 

have to educate them [men].”   

 In addition to religious leaders, participants mentioned other characteristics that they 

preferred to be present in the educators. Firstly, medically-oriented persons. One participant 

preferred to involve, “someone that is actually in the field,” she said. Secondly, women also 

addressed the importance of educators be Arab community oriented to ensure that their message 

would be appropriate to the Arab community. “They should be from this community, so they are 

the best speakers for their community.” Finally, cultural sensitivity was also an important 

characteristic, with one woman specifying, “someone of similar background and ideologies, 

because we are more likely to trust somebody that is the same as you than somebody who’s very 

different.” 

The women also suggested that the men within the community should talk to each other 

about the importance of mammogram screenings. One participant claimed that male friends were 

the best source of information, adding, “I believe men should be involved in this matter.” Some 

of the women also assumed that men would be more efficient in teaching other men, saying, 

“Men usually are better in delivering the information to other men.” 



  

 

  

  

184 
  

Conclusion to Results 

 Results of the qualitative portion of this study revealed that IMAW received a range of 

support from husbands during their experience obtaining mammograms. Most women perceived 

husbands’ support as important and beneficial as it allowed for ease in obtaining and adhering to 

mammogram screenings. Some women, however, suggested that the importance of this support 

depended on each woman’s circumstances and needs. Others reported that they had received 

inadequate husbands’ support, primarily due upbringing and lack of knowledge about BC and 

mammogram, prompting valuable suggestions for enhancing needed husbands’ support. The 

need for, and coordination of support that was provided by husbands was reported to be an 

integral aspect of women as they obtain mammography screenings.  
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Chapter 8: Interview Results Discussion 

Discussion 

This study is the first to qualitatively explore IMAW’s experiences related to their 

husbands’ support for mammograms. The participants verified the assumption, as stated in 

chapter one, that husbands’ support played an important role as an IMAW related to 

mammogram utilization. Importantly, the participants’ perceptions of their husbands’ support 

were varied. These diverse perceptions were predicted by the participants themselves. They 

pointed out that each IMAW’s circumstances (e.g., level of education and length of residency in 

the United States) uniquely shaped their perceptions of their husbands’ support.  

The diversity of the women’s perceptions enriched our understanding of each theme by 

highlighting different attributes. The participants vividly described the different types of support 

they received from their husbands based on their needs and circumstances. Women’s perceptions 

of the importance of their husbands’ support differed as did their perceptions of the reasons for 

their husbands’ inadequate support.  

Based on the findings, it can be asserted that husbands’ emotional and tangible support 

aided IMAW to overcome some barriers, such as language difficulties and fear, associated with 

mammogram utilization. Previous researchers found that IMAW faced a multitude of barriers 

related to culture, emotion, religion, and immigration when obtaining mammograms (Alatrash, 

2021; Al-Amoudi et al., 2015; Kawar, 2013; Padela et al., 2015). Women in this study explained 

how the various types of tangible support they received from their husbands was tailored to each 

barrier they faced. For example, lack of English literacy hindered some of our participants from 

obtaining mammograms. Similar findings were reported by Alatarsh (2019), Kawar (2013), and 

Islam et al. (2017). Results from this study showed that husbands’ tangible support, for example, 
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through translation, was personalized based on their wives’ needs to overcome such a barrier to 

obtain a mammogram.  

Fear was also reported in the literature as a major emotional barrier that prevented 

women from obtaining mammograms (Alatrash, 2019; Bourdeanu et al, 2020; Islam et al., 2017; 

Kawar, 2013; Sabih et al., 2012). In the experiences of the women in this study, husbands’ 

emotional support helped to alleviate their fears, both before obtaining mammograms and while 

waiting for the results. This implies that husbands are an important source of support that could 

counter different layers of barriers the participants faced.  

Our findings also suggest that husbands might be the most culturally appropriate source 

of support for their wives to counter the negative stigma surrounding mammograms. In Arab 

culture, illness among women has often been perceived by their husbands as a deficiency 

(Alatrash, 2019; Elobaid at al., 2016; Hwang et al., 2017; Islam et al., 2017; Kawar, 2013), 

which has discouraged women from talking about or seeking BCS (Elobaid at al., 2016; Kawar, 

2013). However, findings from our study with IMAW indicated that the influence of the cultural 

stigma associated with mammograms was buffered by their husbands’ support. Having 

supportive husbands appeared to destigmatize mammograms and enhance IMAW’s confidence 

in obtaining the screening. However, the exact process of how husbands’ support alleviates the 

stigma around mammograms is still unknown. Further research is suggested to map this process.  

IMAW’s perceptions on the importance of their husbands’ support were filtered through 

the women’s interpretations of their culture, religion, upbringing, immigration trajectories, and 

experiences. This suggests their perceptions were continually changing based on their 

interpretations of their circumstances.  
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In particular, the experiences of immigrating to the United States appears to have 

influenced study participants’ perceptions of the importance of their husbands’ tangible support. 

Our findings showed that before immigration, the participants perceived the importance of their 

husbands’ support through the lens of their cultural contexts. The way that men had been 

depicted in Arab culture as “protectors and maintainers” led the women to perceive that their 

husbands, brothers, or fathers should be an essential source of support for them. Additionally, 

through immigration, new factors appeared that could have amplified the importance of 

husbands’ support for IMAW’s. While experiencing the transitional phase of immigration, 

IMAW may have become more vulnerable due to social isolation and having to deal with an 

unfamiliar health care system. This finding was also reported by Islam and colleagues (2017). 

Results from our study suggest that these emerging factors could have shifted the IMAW’s 

perceptions of husbands’ support from being important to being absolutely essential as they 

became more vulnerable. As time passed, perhaps skills such as driving that the participants may 

have gained during their residency in the United States, reshaped their perception of the 

importance of their husbands’ tangible support. These findings suggest a direction for future 

longitudinal studies to explore how the transitional phases of immigration are associated with 

IMAW’s perceptions about husbands’ tangible support for mammograms.   

Results from this study showed that the participants perceived the importance of their 

husbands’ support differently based on its type. Husbands’ emotional support was valued more 

than tangible support even for participants who described themselves as independent. In terms of 

IMAW’s experience with mammograms, their duration of residence in the United States did not 

seem to lessen their perception of the importance of their husbands’ emotional support. This 
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study, however, was inconclusive regarding why women perceived emotional support as more 

important than the tangible type. This gap in the knowledge could be filled by future research.  

It is noteworthy that a few IMAW did not perceive their husbands’ tangible support as 

important for obtaining mammograms. It is possible that the IMAW’s level of education, 

duration of residency in the United States, or financial independence may have contributed to 

their perceptions about the importance of their husbands’ tangible support. The qualitative 

approach of this study could not capture how participants’ varying sociodemographic status 

might have been associated with their perceptions of the tangible support offered by their 

husbands. Future researchers might consider quantitative studies to investigate this association.   

Our study’s findings conveyed that support from husbands did not only exhibit short-term 

benefits but also long-term benefits. It alleviated transitional barriers to obtaining mammograms 

for women who had very recently immigrated. These barriers could be temporary, such as 

language and commuting difficulties or navigating the health system. Husbands’ support with 

temporary barriers eventually led to a long-term change in their wives’ adherence to 

mammogram screenings. Some participants credited their husbands’ support for helping them 

change their attitudes toward adhering to mammogram screening, which eventually became a 

habit for them. Despite the significance of this finding, the study was limited in exploring how 

the participants’ attitudes toward mammograms had evolved over time. Hence, to further 

understanding of this process, longitudinal studies of the impact that husbands’ support has on 

IMAW’s adherence to mammogram screenings are recommended.  

Interestingly, women’s perceptions of the reasons behind a woman receiving inadequate 

support from their husband as well as suggestions to improve the situation revolved around their 

interpretations of religion, culture, and experiences. They found that the reasons for inadequate 
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spousal support was often due to their husbands’ upbringing or lack of knowledge about BC, 

BCS, women’s health needs, or their own religious duties toward their wives based on qiwamah. 

The participants suggested that, to improve husbands’ support, the root of the problem had to be 

addressed. Therefore, the women aimed to improve their husbands’ understanding in these areas. 

The women emphasized that implementing these suggestions should be culturally and religiously 

sensitive.  

Women reported that their husbands’ interpretation of qiwamah influenced their attitude 

toward supporting their health and well-being. This study, however, did not capture how 

husbands interpreted qiwamah, nor did the study explore what factors shaped their different 

understandings of qiwamah. Most importantly, results from this study could not provide a 

comprehensive understanding of how husbands’ interpretations of qiwamah affected the 

IMAW’s well-being or their utilization of mammograms in particular. Future qualitative studies, 

perhaps with Arab men, are needed to understand the knowledge this study could not yield.   

In addition, participants listed culture and religion as important elements for designing 

interventions for immigrant Arab and Muslim populations. Similar recommendations were 

reported in other studies among IMAW or IMW in Illinois and Minnesota (Kawar, 2013; Pratt et 

al., 2019; Vu et al., 2018). Women in this study suggested that to ensure the effectiveness of 

these interventions, they should be conducted by Arab medical experts and Arabic speakers in 

collaboration with religious leaders. To date, a few religious and cultural based interventions 

showed short term positive changes in women’s behavior or attitudes toward mammograms and 

cervical cancer screening. However, the long-term outcomes of these interventions are still being 

studied (Padela et al., 2018; Padela et al., 2019; Pratt et al., 2019).    
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Limitations  

There are several limitations that affect interpretation of our results. Firstly, because 

social media was used as a platform for recruitment, the results of this study present the 

experience of IMAWs who have access to social media. Women who do not use social media 

may have different experiences with their husbands’ support. In addition, this study was focused 

only on immigrant women; therefore, Muslim Arab women who were born in the United States 

may have different experiences. Immigrant Arab women from different religious backgrounds 

may also perceive their husbands’ support differently. All participants in the study had had at 

least one mammogram, and 90% had received a mammogram within the previous two years. 

Therefore, the results from this study reflect IMAW’s perception of their husbands’ support as 

women who underwent and mostly adhered to mammograms. Results from this study did not 

reflect the experience of women who had not obtained mammograms or who did not adhere to 

the screening. 

Implications of the study 

 Findings from this study highlight the importance of a culturally appropriate intervention 

to increase mammogram screening rates among IMAW. Through these interventions, educating 

husbands about the significance of their roles for providing supporting for their wives’ 

mammogram screenings should be considered. 

Participants highlighted the insufficiency of receiving husbands’ emotional support, and 

some valued emotional support over tangible support. The interventions, therefore, should 

emphasize enhancing husbands’ awareness about the importance of their emotional support for 

their wives’ mammograms regardless of their wives’ skills and their levels of personal 

independence.   
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Previous studies reported that IMAW put their husbands’ and families’ needs before their 

own (Kawar, 2013; Shirazi et al., 2013). These responsibilities competed with the women’s 

health needs to have mammograms (Roman et al., 2014; Shirazi et al., 2013). In this study, 

however, husbands’ support facilitated mammogram attainment for IAMW. Therefore, dyad-

centered interventions that involve husbands could be a first-line intervention for helping IMAW 

obtain or adhere to screenings.  

Findings from this study, as well as others, showed that among IMAW, stigma associated 

with BC is a culturally rooted barrier to obtaining mammograms (Alatrash, 2019; Kawar, 2013). 

Findings from this study conveyed that husbands’ support could have destigmatized 

mammogram attainment. Thus, husbands’ involvement in interventions may be an efficient 

approach to mitigate the stigma surrounding mammograms among IMAW.  
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Appendices 

Appendix A 

Figure 

 

 

 

Figure A1. Literature findings. The factors are thematically synthesized based on the health 

belief model (HBM) concepts. Figure 1 
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Figure A2. Health beliefs model diagram. Source: Rosenstock, M. (1974). Historical origins of 

the health belief model. Health Education and Behavior, 2(4), 328–335. 

http://doi.org/10.1177/109019817400200403.  Figure 2 
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Figure 3Figure A3. Theoretical framework. 
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Figure A4. Top 10 states by Arab American population. Source: Reprinted from The Arab 

American Institute, 2014, retrieved November 24, 2018, from 

http://www.aaiusa.org.demographics. Copyright 2014 by the Arab American Institute. Reprinted 

with permission. Figure 4 
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Appendix B 

Modified Champion Breast Health Tool: English Version 

Source: Hasnain et al. (2014) 
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Appendix C 

*Current Champion Breast Health Tool 
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* Reprinted with permission from Dr. Champion, Victoria 
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Appendix D 

Modified Items in the Current Champion Breast Health Tool  

Source: Hasnain et al. (2014) 
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  Appendix E  

*Arabic Version of Champion Breast Health Tool 

Reprinted with permission from Hasnain et al. (2014) 

* Reprinted with permission from Dr. Hasnain via email.  
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Appendix F 

Questionnaire : Background Sociodemographic Data 
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Appendix G 

Questionnaire: History of Mammogram Use 
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Appendix H 

*Modified Breast Cancer Awareness Measure  

Source: Al-Khasawneh, Leocadio, & Seshan. (2016).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* Reprinted with permission from Dr. Al-Khasawneh via email.  
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 Appendix I 

 

Questions to Measure Arab American Women’s Knowledge About Breast Cancer Signs 
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Appendix J 

 *Questionnaire : Spousal Support Scale 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* Reprinted with permission from Dr. Lee via email. 
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Appendix K 

*Modified Powe Fatalism Inventory (mPFI) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Reprinted with permission from Dr. Powe via email.  
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Appendix L 

 

Modesty Measure for Muslim Women (MMM.W) 

 

* Reprinted with permission from Dr. Padela via email.  
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Appendix M 

Semi-Structured Interview Guide 
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Appendix N 

المسلماتنساء لل  مقياس اإلحتشام  
 

Modesty Measure for Muslim Women (MMM.W) in Arabic  

 
ال  ال أوافق تماما   

 أوافق 
أوافق   أوافق 

 تماما  
عندما أكون فى تجمعات مختلطة أو خارج المنزل، أقوم بتغطية  -1

 كامل جسمي، ماعدا يدي ووجهي.
 

                      

المنزل، يجلس الرجال والنساء فى عندما يكون لدى ضيوف فى  -2
 أماكن منفصلة. 

 

    

 دائما  أبحث لنفسي عن طبيبة أنثى.  -3
 

    

لقد قمت بتأخير طلب العناية الروتينية أو العناية األولية عندما لم  -4
 أجد طبيبة أنثى. 

 

    

 على الرجل والمرأة الغير متزوجين أال يتواجدا معا بمفردهما. -5
 

    

 المستشفى غير محتشمة. مالبس  -6
 

    

 أعتقد أن اإلحتشام هو أن ال تظهر جسدك ألى أحد أخر.  -7
 

    

يؤثر اإلحتشام على اإلتصال الجسدي للمرأة بأى رجل غير   -8
 زوجها. 

 

    

 اإلحتشام يتطلب الفصل بين الجنسين فى التجمعات العامة. -9
 

    

 اإلحتشام هو جوهرنا كمسلمين. -10
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Appendix O 

المعدل  - باو - القدرية مقياس  

Modified Powe Fatalism Inventory (mPFI) in Arabic 

 

 ال نعم 
 اعتقد أنه إذا كان مقدر للشخص أن يصاب بسرطان الثدي،  -1
اليهم ما نوعية الطعام الذى يأكله، النه سيصاب بسرطان الثدي على أى حال.          

 

  

 اعتقد أنه اذا كان شخص مصابا  بسرطان الثدي، فهو فى مرحلة متأخرة ليتعالج منه.  -2
 

  

طيلة الحياة، وإذا كان ليس مقدرا  له أن يصاب بالسرطان، فلن   دسمةاعتقد أنه يمكن لشخص أن يأكل أطعمة  -3
 يصاب به. 

 

  

 اعتقد أنه إذا كان مقدر لشخص أن يصاب بسرطان الثدي ، سيصاب به فى كل األحوال.  -4
 

  

 اعتقد أنه إذا اصيب شخص بسرطان الثدي، فهو مقدر له أن يصاب به.  -5
 

  

 اعتقد أنه إذا اصيب شخص بسرطان الثدي، فميعاد موته أصبح قريب.  -6
 

  

 اعتقد أنه إذا اصيب شخص بسرطان الثدي، فهذه هى طريقة الموت المقدرة له أن يموت بها.  -7
 

  

 اعتقد أن الحصول على فحص سرطان الثدي يجعل الناس خائفين من أن يكونوا مصابون به بالفعل.  -8
 

  

 كان مقدر للمرأة أن تصاب بالسرطان، فأنه سيكون نوع سرطان الثدي. اعتقد أنه إذا  -9
 

  

اعتقد أن بعض األشخاص اليريدون معرفة إذا كانوا مصابون بسرطان الثدي، ألنهم ال يريدون معرفة أنهم من   -10
 الممكن أن يموتوا بسرطان الثدي. 

 

  

إكتشافه مبكرا  أو متأخرا ، ألنه على أي حال سيموت    تماعتقد أنه إذا اصيب شخص بسرطان الثدي، اليهم إذا  -11
 بسبب سرطان الثدي. 

 

  

اعتقد أنه إذا اصياب شخص بسرطان الثدي ، وقام بأخذ العالج له، فأنه اليزال لديه احتمال أن يموت بسبب  -12
 سرطان الثدي.  

 

  

، ال يهم التعليمات المقدمة له من األطباء   اعتقد أنه إذا كان مقدرعلى الشخص أن يصاب بسرطان الثدى -13
 والممرضين، ألنه سيصاب بسرطان الثدي على أى حال.  

 

  

% ، اليهم إذا قام بتناول طعام صحى،  48.2اعتقد أنه إذا كان مقدرعلى الشخص أن يصاب بسرطان الثدي بنسبة  -14
 النه سيصاب بسرطان الثدي على أى حال. 

 

  

 اعتقد أن سرطان الثدي سيقتلِك بغض النظرعن ميعاد اكتشافه وطريقة عالجه.  -15
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Appendix P 

 مقياس الوعي بسرطان الثدي )الُمعدّل(
 

Modified Breast Cancer Awareness Measure in Arabic  

 
هل من الممكن ان تخبريني إذا كنت تعتقدين أن أى من العالمات التالية هى إشارات تحذيرية لسرطان  

من فضلك قومى بتحديد اإلجابة "نعم" إذا كنت توافقين، "ال" إذا كنت التوافقين و "ال أعلم"    الثدي أم ال؟
متأكدة من اإلجابة.إذا كنت غير   

 

ال  ال نعم
 أعلم

 كتلة أو تخثر فى الثدي. 
 

   

 اإلبط كتلة أو تخثر تحت 
 

   

 نزيف أو إفرازات من حلمة الثدي.
 

   

تراجع حلمة الثدي.   
 

   

 تغيّر موضع الحلمة.  
 

   

 طفح جلدى على الحلمة أو حولها.
 

   

 إحمرار جلد الثدي
 

   

الثدي أو الحلمة.تغيّر فى حجم    
 

   

 ألم فى أحد الثديين أو اإلبطين.
 

   

 تجعد فى جلد الثدي.
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 القسم التالى يحتوى على أسئلة عن معرفتك بسرطان الثدي وفحص سرطان الثدي.
  

هل من الممكن أن تخبريني ما إذا كنتى تعتقدين أن أى من هذه األشياء ممكن أن تزيد 
فرص اإلصابة بسرطان الثدي أم ال؟ من فضلك قومي بتحديد االجابة "نعم" إذا كنت  

 توافقين، "ال" إذا كنت التوافقين و "ال أعلم" إذا كنت غير متأكدة من اإلجابة. 
 

 ال أعلم ال  نعم 

تاريخ سابق لإلصابة بسرطان الثدي.وجود   
 

   

 إستخدام العالج بالهرمونات البديلة.
 

   

(. 25زيادة الوزن ) مؤشر كتلة الجسم أكبر من   
 

   

 وجود قريب مصاب بسرطان الثدي.
 

   

 الضغط والتوتر.
 

   

 البلوغ فى سن مبكر.
 

   

 حدوث إنقطاع الطمث فى سن متأخر. 
 

   

دقيقة  خمس مرات فى األسبوع. 30النشاط البدني لمدة أقل من ممارسة   
 

   

 العين والحسد.
 

   

 إنجاب أطفال فى سن متأخرأوعدم إنجاب أطفال على اإلطالق. 
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Appendix Q 
 

Questions to Measure Arab American Women’s Knowledge About Breast Cancer Signs in 

Arabic  

 
 
 

 من فضلك قومى بإختيار إجابة واحدة فقط: 
  

 هل التصوير الشعاعي )ماموغرام( وسيلة مفيدة إلكتشاف سرطان الثدي مبكرا ؟
 نعم •
 ال •
 ال أعلم •

 يمكن عمل التصوير الشعاعي )ماموغرام( بإستخدام أي جهاز أشعة سينية.
 نعم •
 ال •
 ال أعلم •

التالية هي األكثر فعالية في إكتشاف سرطان الثدي مبكرا  أي من الوسائل                
 

 الفحص الذاتي للثدي  •
 فحص الثدي السريري •
 التصوير الشعاعي )ماموغرام( •
 الفحص بالموجات فوق الصوتية  •
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           مقياس الدعم الزوجي
 

          Appendix R 

Spousal Support Scale in Arabic  
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Appendix S 

Semi-Structured Interview Guide  
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