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Abstract

Introduction: Breast cancer is still one of the major health problems
not only in Palestine but also all over the world. It is one of the Non
Communicable Diseases (NCD) that form a biggest challenge and major
public health problem that most countries especially the developing

countries face.

Knowing the breast cancer screening barriers that prevent women
from performing breast cancer early screening can increase the chance of
early detection and this can be minimize the occurrence of disease and

related deaths.

Objectives: The main objective was to assess the barriers that

prevent women from performing breast cancer screening tests.

Method: A convenient sample method including 269 women aged
from 30-60 years old who lived in Nablus Governorate was used. Also a
purposive sample method was used to select women’s social centers from
Nablus city, two villages (Beit Furik, Beita) and Askar refugee camp.
Participants filled in self-administrated questionnaire, and data analysis was

done by using SPSS.
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Results: The percentage of the participants who knew mammogram,
CBE and BSE tests (59.5%), (47.6%) and (67.3%) respectively. Moreover,
the percentages of participants who did not perform mammogram and CBE

tests were (60.2%) and (74.0%) respectively.

The most common barriers that prevented women from performing
breast cancer screening tests were “fear of suffering cancer pains” and
“changing physical appearance”, “financial cost”, “afraid of having
cancer”, “shy of applying the tests” and “it takes time to conducting
regularly” and “test may cause pain”. Also, there were a significant
relationships between mammogram barriers and place of residency (P
values .046), between BSE and educational status (P values .021), between
the age and geographical and financial barriers (p value.012), (p value.001)

respectively, and between the educational status and geographical and

financial barriers (p value.002), (p value.001) respectively.

Recommendation: increase women’s knowledge about breast cancer

screening tests, and to have a female physician in every clinic.
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Introduction
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Chapter One

Introduction

The non-communicable diseases (NCD) in the twenty-first century
are challenge and major public health problem that most countries
especially the developing countries face. Related deaths reached up to 35
million death around the world, 28 million from them in developing
countries, and 14 million can be prevented, (W.H.O, 2009), in addition,
cancer contributes to 21% of morbidity, which caused 8.2 million deaths in

2012 and 1.7 million new cases every year, (W.H.O, 2011).

Globally, breast cancer considered as the major killer of women
(W.H.O, 2013). The new cases were 124.6 per 100,000 women per year
(National Cancer Institution, 2014). According to Goldman and Ausiello
(2004) and Barakat et al. (2009) it was the second leading cause of cancer
death in women after lung cancer, and more than 1, 2 million women
affected yearly worldwide (Barakat et al., 2009). In USA in 2012, about
39,920 died, but the number decreased to 39,620 in 2013.

In Palestine, cancer ranked the second among the diseases that leads
to death. In West Bank; Mortality rates has increased from 10.3% in 2007
to 10.8 in 2010, and it reached 13.3% in 2013. The estimated rate reached
up to 53.3% among women while for men, it estimated 48.5% of cases,

(Palestinian Center Bureau of Statistics (P.C.B.S., 2013).

Breast cancer is rated third among the factors that lead to death and

occupied the first type and the most common type of cancer among
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Palestinian women (18.3%) it represented (35.4%) of all cancers, 60%
affected age group 15-60 years old (P.H.I.C, 2013). This means that

women of childbearing and motherhood catch the disease.

Nablus Governorate came second in the number of cancer cases after
Bethlehem. In 2013, 103.9 per 100,000 of the population were reported to
have cancer (P.H.I.C., 2013).

Therefore, in 2013, (6690) women did mammography and 3554 were
normal. According to (P.H.I.C, 2013), the number of women above 40 yrs
old was 290,538. So it is worth investigating why women refrain from or
delay cancer examination especially because early detection might save
lives (W.H.O, 2009). Moreover, through early screening and diagnosis
women achieve the fifth goal of the Millennium Development Goals, i.e.
improve maternal health, reduce mortality rates and to achieve universal

access to reproductive health (UN, 2014).

It is worth mentioning that the Palestinian Ministry of Health
recommends women to do breast cancer screening tests as following :
women with age group age20- 30 must do it every 3 years ,and women
after age 40 must do it every one year; these recommendations are not in

line with women performance (MOH,2005).

This study aimed to assess the barriers that prevent women from

performing breast cancer screening tests.
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Early detection signifies the discovery of the disease before the
occurrence of any symptoms (Schreer and Luttges, 2005) it can increase
the chance to successful treatment throw early diagnosis and screening. A
screening test identifies asymptomatic individuals who may have the
disease( Kanchanaraks, 2008). Many studies have shown that early
detection of breast cancer has saved thousands of lives annually, and the
rate of deaths due to breast cancer have decreased since 1990s because of
early detection and treatment development (American Cancer Society,

2012).
1.1 Statement of problem

Breast cancer is still one of the major health problems not only in
Palestine but also all over the world. It is the most prevalent type as it
consisted (35.4%) of all cancers in Palestine according to P.H.I.C (2013)
.The morbidity rate in the general population was due to breast cancer was

(15.7%), and the mortality rate was (8.7%), (P.H.I.C., 2011).

This means that women didn’t perform breast cancer test including
Breast Self Exam (B.S.E), Clinical Breast Exam (C.B.E) and
Mammography at all, or they perform it at late time or they have
inadequate knowledge about these tests or the important of it for early

detection, or the correct time to perform it or where to go to do.

This leads to cancer development into late stages. This study aimed

to assess the barriers that prevent women from performing breast cancer



early screening tests in Nablus governorate, because there is a lack of

studies about this subject.
1.2 Significance of the study

Knowing the barriers that prevent women from performing breast
cancer early screening can increase the chance of early detection and this
can minimize the occurrence of disease and related deaths. So the result of
this study or part of it may be used to help health policy makers in

changing some of health strategies.
1.3 Purpose of the study

This study aimed to assess the barriers that prevent women from

performing breast cancer screening tests in Nablus Governorate.
1.4 Research questions

Women, should be promoted, and should be encouraged to apply
beast screening according to breast cancer screening tests schedule, so that
they detect any symptom at a curable stage. This research intended to

answer the following questions.
1- What is the women knowledge about breast cancer screening test?

2- What are the barriers that prevent or delay women from performing

breast cancer screening test?

3- Do women perform BST?



1.5 Research hypotheses

1- There will be no significant difference at (a0 0.05): between participants
who apply breast cancer screening test and those who do not in terms of

age.

2- There will be no significant difference at (a 0.05): between participants
who apply breast cancer screening test and those who do not in terms of

place of residence.

3- There will be no significant difference at (o 0.05): between participants
who apply breast cancer screening test and those who do not in terms of

level of education.

4- There will be no significant difference at (o 0.05): between participants
who apply breast cancer screening test and those who do not in terms of

having the first degree of breast cancer.
1.6 Definition of terms

1- Screening, according to the American Cancer Society (2012), stands for
"tests and exams used to find a disease, such as cancer, in people who

do not have any symptoms."

2- Early detection refers to the notion of "using an approach that lets
breast cancer gets diagnosed earlier than otherwise might have

occurred", (American Cancer Society, 2012).



3-

7

A mammography is a kind of test that produces an image of the inner
breast tissue on a film. It uses x-rays to visualize normal and abnormal

structures within the breasts (MedicineNet.com, 2013).

Screening mammography used to detect breast disease in women who
do not have apparent symptoms of disease (American Cancer Society,

2012).

A Clinical Breast Exam (CBE) :is a physical exam of the breasts which
is normally done by a health care provider such as a doctor, nurse
practitioner, nurse, or physician assistant as part of a regular medical
examination; the health professional carefully feels both the breast and

the underarm for abnormalities (American Cancer Society, 2012).

Breast Self-examination (BSE):, done by the woman every month in
order to detect any changes in the breasts and beginning in 20s
(American Cancer Society, 2012) and (Jordan Breast Cancer Program,

2008).



Chapter Two
Background
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Chapter Two

Background

2.1 History of Breast Cancer

Breast cancer identified by the humans since at the early stages of
time. Historians have mentioned the disease in almost every era of written
history. It also stated that ancient Egyptians were the first to find and trace
the disease. This clearly shown in a number of documents written on
papyrus as well as charts of diagnoses and treatment found in the pyramids.
In the period from 460 to 475 BC, Hippocrates, the founder of Western
Medicine, dealt with breast cancer and stated that it resulted from " the
excess of black bile" (Mandal, 2013). Hippocrates called cancer "karkinos".
In one case, Hippocrates examined a woman who suffered from breast
cancer with blood discharged from her nipple (Winchester and Winchester,

2006).

The Romans found about cancer. In 200 A.D., Galen described the
disease and stated that it caused "an excess of black bile in the blood".
Around 30 A.D., the Roman physician, Celsus, mentioned cancer in his
manuscript. Furthermore, Leonides, suggested surgical removal of breast
cancers by cutting the inflicted part and then "cauterizing with hot irons to

control bleeding" (Winchester and Winchester, 2006).

In the middle Ages, which were characterized by faith and
feudalism, religious people, mainly monks used magic power and faith to

treat breast cancer (Donegan and Spratt, 2002).
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During the Renaissance period, interest in the human body increased
and scientists started to employ scientific strategies to study cancer; they
began to understand the blood cycle, use autopsies and treat deadly disease
including cancer. "The famous Scottish surgeon John Hunter suggested that
some cancers might be cured by surgery and described how the surgeon
might decide which cancers to operate on. If the tumor not invaded nearby
tissue and was transferable, it is possible to remove it (Donegan and Spratt,

2002).

In the nineteenth century, the microscope was invented and it started
to be used to study many types of diseases in addition current technology
for treatment of breast cancer had their beginnings in this century; only
chemotherapy remained for development in the years to come (Winchester

and Winchester, 2006).

In the next century, radical surgery started to be ignored and two
very useful techniques were introduced; they are chemotherapy and
mammography. Furthermore, in the twentieth century, physicians were
almost sure that breast cancer is a hereditary disease. They began to use
great numbers of patients for study using very complicated devices and

statistical analyses,(Donegan and Spratt, 2002).

According to Donegan and Spratt (2002), breast cancer started to be
a major health problem in the Western World. Consequently re-evaluation

of the treatment of the disease and he further assured that breast cancer i1s a
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"systematic disease and its course was determined by biologic struggle

between tumor and host" (Winchester and Winchester, 2006).

According to the American Cancer Society (2013), cancer in general
is a diseases characterized by uncontrolled growth and spread of abnormal
cells. A number of factors can cause it; some are external and others are
internal. On the one hand, the external factors include tobacco and
smoking, infectious organisms, chemicals, and radiation; on the other hand,
internal factors encompass inherited mutations, hormones, immune

conditions, and mutations that result from metabolism.

2.2 Risk factors

A risk factor is something that affects the chance of getting a disease
such as cancer. Some risk factors are smoking, drinking, and diet. Others,
like a person's age, race, or family history, cannot be changed (Barakat et

al., 2009).

There are factors that can increase the probability of breast cancer,
but this does not mean that the presence of one or more factor will develop
breast cancer. Many women may have more than one risk factor for breast
cancer, but they do not get the disease. On the contrary, there are women
who do not have any risk factor for breast, but they have the disease
(American Cancer Society, 2013). These factors remain as an alert for

women to take care and to apply early detection of breast cancer.

One of these factors is age; the percentage of women over 55 to get

breast cancer is more than that of women under 45 years old. This does not
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mean that women under 45 are not likely to have the disease (Khatib and
Mojtabai, 2006). The chance of getting breast cancer goes up, as a woman
gets older (Fentiman, 1998), (cancer research, 2008), table 2.1 illustrates
the rate per each group.

Table (2.1): Estimated risk of developing breast cancer by certain age:

Age group Rate
More than 29 1 1n 2000
More than 39 11in215
More than 49 1 1n 50
More than 59 11n22
More than 69 1in13

Life time risk l1in 8
Cancer Research UK, 2008

Another Factor that cannot be changed patient sex and race. The
percentage for female to get breast cancer exceeds the number of males one
hundred times because the nature of the composition of breasts tissue in a
woman's makes them more susceptible to breast cancer (Barakat et al.,
2009). The male breast cancer was 1% of all cancers (Goldman and

Ausiello, 2004).

According to American Cancer Society (2012), genetic factors and
medical history of the family also play a role in the transmission of the
disease. For example, 5% to 10% of the cases of breast cancer occur
because of genetic factors and the ratio increases if women have first class
breast cancer relatives, however 85% of women with breast cancer do not
have relatives with the disease. And according to ( Porth and Matfin, 2009 )
and (Barakat et al.,2009 ), there are two genes that increase the risk of

breast cancer BRCA1l on the chromosome 17921 and BRCAZ2on the
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chromosome 13q12-13 and they increase the risk of breast cancer up to

80% for women who are carrier .

American Cancer Society (2012) reported that there are other factors
that relate to the nature of the life of the patient like physical activity by
1.25-2.5 hour per week decrease the risk of breast cancer, breast-feeding
for more than one year also decrease the risk for breast cancer (NCCN,
2012). For instance, women who have reached, age of menarche at an
early, women who have menopause at a late stage, and the women who
exposed to radiation on their chest, all have more chances to get breast
cancer. Other risk factor such as: giving birth after they reached 30 years
old or more and usage of contraceptive pills or hormonal replacement
therapy after menopause are more likely to get breast cancer (Fentiman,
1998). And women with high weight (1.O.M, 2012) and the women with

high breast density (amount of fat), (Cancer Research UK, 2008).

2.3 Signs and symptoms

According to American Cancer Society (2013), there are no clear
symptoms for breast cancer especially when the tumor is small; and
according to (Barakat et al., 2009) breast cancer commonly occurred in

the outer part of the breast and 13 % in left breast.

The most common types of symptoms or signs for breast cancer are
the existence of a mass or a tumor in any part of the breast; it is often solid
and it can identified or detected by the hand; yet there are no specific sizes

or shapes of cancer tumors. (Goldman and Ausiello, 2004)
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Some symptoms can be in the form of swelling in the breast or part
of it, another symptom might be the outer skin becomes irregular and
wrinkly or becomes stippled or convex (the skin enters inside or become
irregular texture). A third sign can be a mere pain that happens in the breast
or just in the nipple where we might have nipple abnormalities.
Furthermore, the breast may redden or the skin becomes thick and causes
irritation. And it can extend to the lymph node under the armpit and cause
inflammation and bloody secretions from the nipple (Fintiman, 1998) as
shown in table (2.2).

Table (2.2): presenting symptoms in operable breast cancer patients.

Symptom Percentage
Lump 76
Swelling 8
Pain 5
Nipple retraction 4
Nipple bleeding /discharge 2
Skin puckering 1
Lump in axilla 1

Fintiman, 1998

The less common symptoms can be in the form of "persistent
changes to the breast, such as thickening, swelling, distortion, tenderness,
skin irritation, redness, or nipple abnormalities, such as ulceration,
retraction, or spontaneous discharge. Breast pain is more likely to be
caused by benign conditions and is not a common early symptom of breast
cancer" (American Cancer Society, 2012). In fact, the presence of a sign or
even a number of signs may indicate a change in the breast, but it does not

necessarily mean there is a breast cancer; such a condition entails careful
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medical advice from a professional health care provider. Moreover, one

sign and more can appear in the same time, (C.D.C, 2014).

2.4 Stages of breast cancer

Staging, according to the National Cancer Institute (2012) refers to
the severity of cancer based on the size and/or extent of the original or
primary tumor and whether or not cancer has spread in the body. However,
according to American Cancer Society (2012), it means the extent or

spread of cancer at the time of diagnosis.

According to the National Breast Cancer Foundation (2013) and
(Thornes, 2003), the first stage, stage 0, of breast cancer is called ductal
carcinoma, it is a non-invasive cancer where abnormal cells have been
found in the lining of the breast milk duct. In Stage 0 breast cancer, the
atypical cells have not spread outside of the ducts or lobules into the
surrounding breast tissue. Ductal Carcinoma in Site is very early cancer
that is highly treatable, but if it left untreated or undetected, it can spread
into the surrounding breast tissue. In Stage I, cancer is evident, but it is
contained to only the area where the first abnormal cells began to develop.
The breast cancer detected in the early stages and can be very effectively
treated. This stage divided into two sub-stages and the difference
determined by the size, which is about 2cm, of the tumor and the lymph
nodes with evidence of cancer. And in Stage II means, the breast cancer is
growing, but it is still contained in the breast or growth has only extended

to the nearby lymph nodes. This stage is also divided into groups and the
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difference is determined by the size of the tumor, which is normally about
5cm long, and whether the breast cancer has spread to the lymph nodes or
not. In Stage 111, cancer means the breast cancer has extended to beyond the
immediate region of the tumor and may have invaded nearby lymph nodes
in the axillaries and reached the lymph glands, but has not spread to distant
organs. Finally, in Stage IV breast cancer means that the cancer has spread
to other areas of the body such as the brain and the liver. Although breast
cancer considered incurable at this stage, current progress in medical
technology mean that more women are living longer by treating the disease
as a chronic condition.

Table (2.3): Stages of Breast Cancer

Stage Description
Stage 0 Tumor on membrane of milk duct
Stage 1 Small tumor (<2 cm ),not spread out side breast
Stage 11 Tumor >2 cm but <5 cm , lymph n_o_de negative
Or tumor <5 cm , lymph node positive
Stage 111 Large tumor (>5 cm )or tumor at any size with

invasion of skin or chest wall

Stage 1V | Tumor at any size, spread to other parts of the body.
National Cancer Foundation (2012) and (Thornes, 2003).

2.5 Screening and Early Detection

Breast cancer is widespread among women in the Middle East and it
occurred under the age of fifty during the reproductive age and
motherhood. In most Arab countries including Bahrain, Egypt, Jordan,
Kuwait, Lebanon, Oman, Saudi Arabia and Tunisia, breast cancer is
diagnosed and detected in women under the age of 50 unlike in the U.S.A

where it is found more in women over 50 (Khatib and Mojtabai, 2006) .
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Early detection signifies the discovery of the disease before the
occurrence of any symptoms (Schreer and Jutta, 2005). The goal of
screening is to detect breast cancer before the symptoms, because it saved
thousands of lives annually, and the rate of deaths due to breast cancer have
decreased since 1990s because of early detection and treatment

development (American Cancer Society, 2012).

Therefore, it is important to conduct screening which leads to an
early detection of breast cancer. It can be done using any tests to
discovering any sign of breast cancer before it occurs (Smith et al., 2003).
Such a process makes treatment easier and reduces mortality (American

Cancer Society, 2012) and (Khatib and Mojtabal, 2006).

Khatib and Mojtabai (2006) have mentioned that the simplest and the
easiest way for women to make sure they are void of breast cancer is self-
breast examination. This technique proved useful especially because the
woman herself without any help can learn it; it does not cost anything; and,
above all, it can detect up to 25 % of cases. Women can start applying this
convenient technique, every month after five days of menstrual period, at
the age of twenty. They can learn how to apply it through local publications
or even via advertisements on TVs or radio stations, but according to
(Petro-nustus and Mikhail, 2002) B.S.E can detect breast cancer in early
stage if it monthly done. And mortality rate decreased to 31% for women

who practice it for 7 years aged from 40 -74 (Nystron et al., 2002).
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Nevertheless, this technique necessitates women know basic things
about their breasts in terms of shape and outside appearance. They have to
trace any change in the breast mainly the appearance of any masses or
changes in the texture of the breast as well as any secretion or discharges

from the nipples. (Khatib and Mojtabai, 2006; Stapleton, et al., 2010).

Another technique for early detection is the clinical breast
examination (C.B.E). It is a kind of screening that done by a medical care
provider such as doctors, nurses or even midwives inside a clinic. This
way, according to UNFPA (2010) and Breast Cancer Foundation of Egypt,
(2004) normally applied when a woman is 20-30 years old. Khatib and
Mojtabai (2006) argue that this technique, Clinical Breast Examination,
help to discover 3-5% of breast cancer cases which were not identified by
mammography, and it be important for women who do not recommended

or not receive regular mammography ( Saslow et al., 2004).

The third technique that helps to detect breast cancer is
mammography, an X-Ray of the breasts. It has been used since 1969 and it
takes two views of the breasts. A diagnostic mammography normally
applied to diagnose breast cancer when the various symptoms start to
appear when the results of traditional mammography are not trusted or even
are not normal. Another sub-category of mammography is called screening
mammography; it is traditionally used when no symptoms appear (Breast

Cancer Foundation of Egypt, 2004; Khatib and Mojtabai, 2006).
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The American Cancer Society (2012) assumed that screening
mammography is a test that uses small amounts of radiation, usually about
a 0.1 to 0.2 rad per x-ray, to give a picture of the interior tissues of the
breasts so that changes are identified, it can also be used to detect tumors
whether they are palpated by hands or not. Its efficiency can reach up to
80-90 % according to American Cancer Society (2012). Furthermore, this
test is safe although it uses radiation. According to (Aldridge et al., 2006)
this test does increase the likelihood of catching breast cancer and that it is
used with women who present with symptoms as well as those who are

asymptomatic.

The best categories of women who advised to apply screening
mammography are those who are 40 years old or more when they feel any
difference in their breast and if they have any family history of breast
cancer. Yet it can be done by women who below 40. In this case, the results
are not authentic and trusted because of the nature of young women breasts

(American cancer society, 2012).

The test, furthermore, does not confirm the existence of masses in
the breast, but it determines the size as well as the location of those masses,
let alone how widespread they are. Consequently, a biopsy should be taken
to investigate the nature of the masses and whether they are cancerous or
not (American cancer society, 2012). Also, 17 % of cancers can not be
detected by it and can give a false-positive result about 1 in 10. Also, it

have a potential problems like financial, pain, emotional and radiation
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(1.O.M, 2004), this technique is helps detect the signs or the symptoms of
cancer better than the past. But it is not perfect as it does not discover all
types of cancer about 15 -20 % of breast cancer (Goldman and Ausiello,
2004). Nevertheless, Nelson (2012) argues that it remains the best
especially because it has helped stop suffering and even reduced mortality
rates among patients. The American Cancer Society has mentioned that
about 80% to 90% breast cancer cases were detected before the appearance
of symptoms. Furthermore, mammography has also helped in reducing the
risks at later stages (Nelson, 2012). And it 18% t0 45 % reduce the
mortality of breast cancer, (Barakat et al., 2009).

Table (2.4) Sensitivity and Specificity for CBE and Mammography
TEST Sensitivity | Specificity
CBE (AOGD Bulletin ,2011) 68% 85%
Mammography(Cancer Research U.K 2008) | 83-95% 80%

The American Cancer Society (2012) recommends that women at
risk of having breast cancer and those who are more than forty years old
should apply mammography as early as they can; women who are twenty
to thirty years old were advised to apply routine tests including clinical
examinations. Concerning the breast self exam (BSE), it recommended to
be used by women who are 20 years old or below. Finally, women who are
more than forty years old and do not have any risk of having the disease
can apply such a test, clinical examination, at annual basis (OPTIMT,

2014).
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Table (2.5) Recommendations for Breast Cancer Screening:

Organization Mammography | CBE BSE
ACOG
(American Age 40+ Ag36y§£;?>g9e.2— Consider for
collage of annually 40+annually high-risk pt.
obGyn)
ACS(American Age 40+ Age 20-39:2- Optional for
Cancer Society ) annually 3YTs;age age 20+
40+annually
NCCN(Natlopal Age 40+ Average risk Recommended
Comprehensive annuall women
Cancer Network) y starting at age 40
NCI(National Not
Cancer Age 40+ 1-2 yrs | Recommended | Recommended
Institution)
USPSTF (U.S Not
Preventive Age 40-50 Insufficient Recommended
Services Task biannually evidence
Fours

OPTIMT, 2014.
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Chapter Three

Literature Review

This chapter presented several international and regional studies
regarding knowledge about breast cancer test, practicing these tests and

barriers for breast cancer screening among women.

Several studies tried to find out the main factors and barriers. There
are many barriers prevent women from performing breast cancer screening
test such as lack and/or poor of knowledge, experience, time and motive,
the pain and embarrassment from performing mammography, low income
and lack of health insurance. Also women don’t perform breast self-
examination because they fear having symptoms and they also do not want
to consult medical care providers for religious, societal and personal

attitudes (Sosolene et al 2007, Donnelly et al 2011, Kissal and Beser 2011).

One study in Palestine was done to assess the different screening
behavior in relation to cultural and environmental barriers among 397
Palestinian women in the West Bank aged from 30-60 years using a
stratified sample method. It showed that more than (70 %) of the
participants never applied mammography or CBE, and 62% of the
participant applied BSE. Women were more likely to apply mammography
if they were less religious. The chance to perform CBE increase if the
participant were Christian and less religious, and they were more likely to
perform BSE if they were more educated, lived or stayed in cities, were

less religious, and if they have a first-degree relative suffering from breast
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cancer, they realized higher effectiveness and benefits of BSE ( Azaiza, et

al., 2010).

Another study was done by Shaheen, et al., (2011), including a
sample of 100 women living inside Gaza and another 55 women living
outside Gaza, aged 35 and older. The study found that more than (90 %) of
women in the two groups were willing to have a diagnostic mammography

for their breasts due to having a complaint. Also 86% of those women

living inside Gaza and (85% )of those living outside Gaza believed that
death rates was decreased if they apply early detection, but only (27%) of

Gaza residents and (50%) those residing outside Gaza agreed to apply

screening mammography. Further, the study showed that religion and

culture did not prevent the participants from performing mammography.

Among the barriers that prevent women from not performing
mammography were limited resources and lack of access to medical
facilities; it was up to (55%) of women living inside Gaza compared to
(15%) of the other group. The study also found that women inside Gaza
had more misconceptions about breast cancer; the misconceptions included
,beliefs that breast cancer is not very common and that breast cancer can be

contagious" (Shaheen et al., 2011).

Another study conducted among Arab women who live in Israel by
Soskolne et al., (2007) and they had similar results when they intended to
investigate the factors related to screening mammography behavior among

510 Muslim Arab women aged 50-69 years by utilizing a cross-sectional
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design. The study found that the percentage of performing mammography
screening by Muslim Arab women lower compared with the general
population in Israel. The factors that prevented women were beliefs about
breast cancer and mammography, norms to perform mammography and
socio-demographic factors including knowledge. (51%) of women never
performed a mammography; (42%) said there is no need to do it and (25%)
never heard about it. The women who were more likely to perform
mammography were those who received a recommendation from health
providers or from family/friends and perceived themselves as in danger to
getting breast cancer. Most of the participants had limited knowledge about
breast cancer and mammography, and the percentage of women who
performed mammography was only 20% and most of these women were

young and more educated.

A study conducted by Petro-Nustus and Mikhail (2002) by using a
cross-sectional design in order to examine the factors and beliefs that have
a kind of relation to the practice of BSE among 519 Jordanian women
working and studying at two major universities in the Hashemite kingdom
of Jordan. The study found that (67%) had heard of and/or read about
breast self examination, only a quarter of them admitted that they applied
the test within the last twelve months, and only (7%) of them had done self
breast examination monthly. "Confidence, motivation, susceptibility"
increase the chance to perform BSE. The most important factors that

prevent the participants from performing BSE were women’s age, level of
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education, having heard or read about breast tumors, and personal history

of breast tumors.

An Iraqi study conducted by (Al elwan et al., 2012) to evaluate the
knowledge and practice of BSE among 858 females from age 18-62, by
using a self-completed questionnaire. The study found that, most
participants (93.9%) had heard of BSE through television and that only
(53.9%) practiced the BSE, and (38%) of participants did not seek medical
advice when they experienced signs/symptoms of breast disease. According
to this study, the common reason for not performing BSE was lack of
knowledge of how to perform the test properly, but other reasons were also

identified including: lack of time and fear of discovering cancer.

In Saudi Arabia, a cross-sectional study was done by Amin et al.,
(2009) to assess the level and the determinants of knowledge about risk
factors and the performing of screening methods among 1,315 Saudi adult
females with no previous history of breast cancer. The results found that
CBE performed by less than (5%) and mammography by only (3%) of the
participants, the level of knowledge about risk factors, appropriate
screening was low, and it depends upon educational and occupational status.
Early screening was also low among participants who did not like to undergo it due to
a number of barriers. A positive family history found in (18%) of cases
among first and second degree relatives and 2 % had a prior history of

benign breast lesions.
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Also in Qatar, a study was done to determine the pattern of
performing of CBE and mammography and lack of knowledge about breast
cancer. In this study the barriers that were detected were ; fear of having
cancer, hopelessness of finding cure, perceived benefits, and lack of time,
cost and courage, fear of gossip and subsequent pains, and objections from
family including husbands. The study also showed that socioeconomic
status had negative effects on performing breast cancer screening.

(Donnelly et al., 2013)

A Turkish study conducted by (Dundar et al., 2006), showed that
(23.4%) of the participants did not know anything about breast cancer,
(89.3) never underwent mammography (75%) never applied CBE, (27.9%)
of the participants said they had no previous knowledge about
mammography and that only (5.1%) had applied mammography for a two

years.

In addition, a Turkish study conducted by Kissal and Beser (2011)
including 46 old Turkish women aged from 60 -75 years, had experiences
with BSE, CBE, and mammography screening tests, by using aqualitative
design. They found main points concerning facilitators and barriers to
early diagnosis of breast cancer. These barriers were personal factors
including lack of knowledge and awareness of breast cancer screening,
symptoms and signs, etiology, risk factors, knowledge of diagnosis and
treatment, times of screening, and fear of having a tumor, a diagnosis of

cancer, or a removal of breasts. Regard cultural factors, they include
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embarrassment and religious beliefs, and health care offers. The results also
indicated that none of the women gave correct information about the times
of breast screening; most of them did not know exactly when, how and how
often they should perform BSE. Some women noted that "health problems
and having no time for themselves due to their roles were barriers to breast
screening inability to make an appointment, long waiting times, lack of
physicians’ recommendations and health staff’s attitudes were considered

as barriers to breast screening .

Another study conducted in Iran, including 120 women which aimed
to assess the knowledge and the practice of breast cancer screening, used a
randomly cross-sectional design. Showed that there was limited
information about the knowledge and practice of women with respect to
early detection of breast cancer, (47%) had no idea about any screening
method and the most common breast cancer sign as reported by the
participants was painless lump. The study also found that the easiest and
cheapest screening method BSE had never done by (51%), also only about
(20%) knew the appropriate time for doing BSE and the majority did not
know. Only (18%) of the participants perform CBE in the last 2 years and
the majority (68.7 %) believed that CBE cannot detect early breast cancer.
Most of participants (83.9 %) had never done mammography and (52.1%)
did not believe in effectiveness of mammography for early diagnosis tool.
The most common reason for not performing screening tests in the

participants was lack of knowledge about it (Khanjani et al., 2012).
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Also, an Iranian study used a convenient sample of 388 aimed to
identify the BSE performance rate and mammography used by Iranian
women showed that 7.5% of the participants performed BSE on a regular
monthly basis. And among the women aged 40 and older, (14.3%) reported
having had at least one mammography in their lifetime (Noroozi and

Tahmasebi, 2011).

Another study aimed to explore knowledge and beliefs in relation to
mammography screening practices among Chinese American immigrants
women and 40 year and older, by using a descriptive design. The findings
showed that (86% )of the participants done once a mammography, only
(48.5%) had a mammography in the past year because they had an
immediate family member diagnosed with breast cancer; this was five
times more likely to have had an mammography in the past year despite

having insurance that covered a mammography (Lee-Lin et al., 2007)

The pattern of performing of CBE and mammography was also low
in Malaysian study which aimed to determine the factors that influence the
awareness about breast cancer and the practice of screening procedures by
using a cross-sectional design including 125 women aged from 19-60 years
in urban and rural areas. The findings showed that the majority (99.2%)
knew that breast cancer is the leading women’s cancer, (76%) were aware
that increasing age and family history were risk factors.most of them
agreed that breast cancer can be fatal but knowledge on breast cancer risk

factors were lacking like usage of hormonal replacement therapy. About
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symptoms of breast cancer, (72%) knew that bloody discharge from the
nipple was abnormal; while (76.8%) knew that there was an association
between lumps and breast cancer. Also, the study found that rural women
had less awareness compared to urban women and awareness of breast
cancer and practice of screening procedures increases with higher

education and urban living, (Kanaga, 2011).

Another Malaysian study was conducted by Al-Naggar and
Bobryshev (2012) which aimed to determine the practices and barriers
towered BSE by utilizing a cross-sectional design including
251participants and found that (68%) knew mammography, 25.5%
practice mammography, (15%) had had a mammography once during their
life and only (2%) had perform it every two or three years. Age, family
history of cancer, family history of breast cancer, regular supplement
intake, regular medical check-up and knowledge about mammography
were among the barriers that hindered women from undergoing

mammography.

In Iran a study was done to assess barriers to mammography by
using a cross-sectional design including 400 women aged from 35-69 years
( Ahmadian et al., 2011). They investigated the practices and the barriers to
mammography among Iranian women attending obstetric and gynecologic
outpatient clinics. They reported that lack of medical care provider’s
advice; the majority of the women reported embarrassment and worries

about the mammogram device.
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Karbani et al., (2011), showed other results among South Asian
women living in the UK re-assessing BSE and knowledge of cancer. Most
participants said they did not practice BSE and they have a poor knowledge
and understanding of the technique. Perceptions of cancer and health
behavior were affected by cultural beliefs such as cancer is contagious,
cancer is a taboo subject, and cancer is a stigma. Participants also
expressed misunderstandings about the cause of cancer. Breast cancer, they
stated, if found in the family might have "ramifications on children’s

marriage prospects and may cause marital breakdown".

In a Nigerian a study that was conducted to assess rural women's
awareness and knowledge about breast cancer in addition to their screening
practices. 180 women aged 20-60 were studied by using a descriptive
design. The findings revealed that (52.7%) of the women had adequate
knowledge about breast cancer risk factors and symptoms, (52.8%) of
women have heard about BSE and (51.7%) about CBE, (3.9%) were aware
about mammography, (72.8%) did not practice BSE , and finally (3.9 %)

do a mammography test, (Olowokere et al., 2012).

Several studies discussed the barriers of breast cancer screening

tests, the following (table 3.1) summaries these barriers.
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Table (3.1): Studies explored the barriers of breast cancer screening

tests
Study Author Place Barriers
Religion, place of residency,
Azaiza et al. 2010 West bank | educational level, personal barriers
and relatives with breast cancer.
Shaheen et al. 2011 Gaza Lack Qf access .to medical facilities
and misconceptions.
Knowledge about breast cancer,
Soskolene et al. :
Israel recommendations, age and
2007 .
educational level
Confidence, age, level of education,
Petro-nustus and
c Jordan knowledge about breast cancer and
Mikhail 2002 :
history of breast tumors.
Lack of knowledge about breast
Alwan et al. 2012 Iraq cancer screening, lack of time, fear
of discovering a disease.
Amine et al. 2009 | Saudi Arabia | “CV¢l Of knowledge about breast
cancer and screening tests,
Fear of having cancer, hopelessness
Donnelly et al. Qatar of finding cure, lack of time, cost,
2013 fear of gasping and subsequent
pain, husbands, economic.
Dunder et al. 2006 Turkey Knowledge about breast cancer
Lack of knowledge about breast
. cancer, fear of having a tumor, fear
Kissal and Beser . .
Turkey of removing breasts, cultural:
2011 . :
embarrassment- religious beliefs,
health care offers, and lack of time.
Khanjani et al.
2012 Iran Lack of knowledge
Lin et al. 2007 Ch1n§se First degree breast cancer relative
American
Kanaga et al. 2011 Malaysia Place . of residency, level —of
education
Al-Naggar and . o
Bobryshev 2012 Malaysia Age, family history, knowledge

Karbani et al. 2011

Asian women
lived in U.K

Cultural beliefs

Olowokere et al.
2012

Nigeria

Knowledge




33

Conceptual Framework

The conceptual framework of this study showed the major barriers

that may prevent women from performing breast screening tests.

The Figure (3.1) illustrated the Barriers to Breast Cancer Screening
tests as indicated by Stein (2011). These barriers consisted of five main
categories; (Global, Societal, Community, Organizational, Interpersonal

and individual).

Interpersonal barriers
such as:

1. Lack of family
history of breast cancer

Individual barriers 2. Culmral/rehgl.o us

) beliefs and practices re:
such as: death and illness
L e s o s
2 Acess Issues employer barriers such as:
3. In.come Based = « Intimidating
Barriers healthcare system

AN

Barriers to
Breast Cancer
Screening

—

Global barriers Community barriers such

Lack uniformity of as:

recommendation 1. Cultural community
barriers

2. Lack of accessible
screening sites

Figure (3.1): Barriers to Breast Cancer Screening
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Individual Barriers well include

* Misconceptions

e Fear

» Access 1ssues

» Income based barriers

* Personal characteristics

Interpersonal Barriers well include

* Lack of family history of breast cancer

* Need for partner/family support

* Misconceptions of family and friends

* Cultural/religious beliefs and practices re: death and illness

» Lack of childcare

* Inability to arrange time off work with employer

Organizational Barriers well include

* Long wait times for appointments

* Need for referral outside

* Intimidating healthcare system
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Community Barriers well include

» Societal norms

* Lack of community support

¢ Cultural community barriers

* Lack of accessible screening sites

* Lack of community initiatives

* Lack of visible role models to encourage screening

Finally global Barriers well include

* Lack of uniformity of recommendations (Stein, 2011).
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Barriers to Breast Cancer Screening tests

Nat o e ior of now misrii Lo e Tlues Urging congh

Wi fasmily hisiory ' ' 1 ack ol chilld cam

Farmnilyilrionds’ missonompiions Mond for parinegfamiy smopor

Individual

Eubsmal icous of conmol Largpege bemere Weoiny Esus

Faar ol hransl cansar Fear ol pam leir ol sadhatlion. Cibesiny
Sl A ERLOF Ratigiousaith b afs Bty i, |En Sty

Undocumented imerigrants Aga  LlowSESiunemployed  Dicabifiy
Ghranic lliness Aweens bo mainstragm madiaing (bodef in hoistie moaal)
Decarkae of commmant [repaata eprasnings) rginally hmusedhomelasg
Low perceived misk Low perceived banelits High perceived Garriers

Figure (3.2): Barriers to Breast Cancer Screening (Stein, 2011).
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Table (3.2) Barriers towards Breast Cancer Screening tests among

Arab Women

Barrier

Country

Inadequate knowledge of breast cancer and
screening activities

Saudi Arabia, Egypt, Jordan,
Israel, Yemen, Sudan, Iran,
Palestine, UAE

Adequate  knowledge still ~ low

participation rates

yet

Kuwait, Qatar, Turkey, Jordan,
Iran

Sources of knowledge of breast cancer and
screening activities: media, friends and
health care providers

Saudi Arabia, Yemen, Iran,
Kuwait

Health care providers were found to have
inadequate knowledge of breast cancer
screening

Jordan, Iran

Adequate knowledge yet only 65% were
regularly performing BSE

UAE

Professional recommendation was found to
be an important

facilitator however low percentages of
health care providers were found to provide
recommendation  for  breast  cancer
screening

Iran, Isracl, Yemen

Socio-demographic factors such as age,
education, income, marital status,
employment, living in urban vs. semi-urban
areas as predictors of breast cancer
screening

Saudi Arabia, Iran, Egypt, Qatar,
Lebanon, UAE, Jordan

Socio-demographic such as age, education,
marital status were not predictors

Turkey, UAE

Informal social support-objection of spouse
to breast cancer screening only mentioned
by small minority of 2.7% and 8.9%
respectively

UAE, Qatar

Fear of losing traditional role as woman as
a result of cancer diagnosis as barrier

Israel

Fear of losing traditional role as woman not
a barrier

Israel

Fear of losing traditional role as woman
was concern but not strong enough to act as
barrier

Israel

Fear of losing traditional role as woman as
a facilitator

Iran

Embarrassment regarding breast cancer
screening activities

Saudi Arabia, Qatar, UAE,
Jordan, Egypt, Israel, Iran
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Barrier

Country

Embarrassment only mentioned by 4%

Turkey

Although embarrassed women expressed
this was not enough to act as a barrier

Israel, Iran

Fear of gossip regarding breast screening
practices

Israel

Recommendation of breast screening from
friend or family

Iran, Jordan, Israel

Religious influences regarding breast

cancer screening as a Israel, Iran
Facilitator

Women expressed religion not to be a Iran
barrier for BSE

Religious influences regarding breast Isracl

cancer screening as a barrier

Accessibility to breast cancer screening
facilities

Qatar, UAE, Iran, Egypt, Iran

Cost and lack of health insurance to cover
breast cancer screening as barrier

Turkey, Jordan, Iran, Israel

Cost were not a barrier

Saudi Arabia, Qatar

Positive attitude toward learning about

Yemen, Kuwait, Saudi Arabia,

breast screening Jordan
Self-confidence in ability to perform BSE Iran, Yemen, Jordan, Turkey
Self-confidence in BSE only mentioned by UAE

7%

Self-care as a low priority

Egypt, Kuwait, Turkey, Iran,
Qatar, UAE

Fear of breast cancer diagnosis as a barrier

Qatar, UAE, Yemen, Kuwait,
Egypt, Turkey

Fear of breast cancer diagnosis as a barrier

o Israel
or a facilitator
Fear of pain from mammogram or CBE Israel, UAE, Qatar,
Fear of pain only mentioned by minority Jordan

Perception of low susceptibility to breast
cancer as barrier

Israel, Turkey, Iran, Jordan

Perception of low susceptibility to breast
cancer not found as barrier

Iran

Perceived effectiveness of breast cancer
screening

Israel, Iran, Kuwait, Turkey

Donnelly et al., 2013.
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Chapter Four

Methodology

This chapter describes the research methodology, which include the
research design, setting, population, process of sample and sampling
method, fieldwork preparation, , data collection tool, validity and reliability

and data analysis.
4.1 Study design

A cross sectional descriptive design was used to achieve the aim of
the study that was intended to explore Breast Cancer screening test barriers

among women in Nablus Governorate.
4.2 Setting and site

After searching about centers that deal with woman's issues, 13
centers were found in Nablus city, and five centers were in Beta and Beit

Furik villages.

The study was conducted at women's social centers in each of the

following areas: Adjoined Association center (Nablus city).

The second center Beta Development Association center which
established in 2007 aimed at empowering women (Municipality of Beit

Furik, 2013).

The third was Beit Furik Association center: which regularly do

health education, straw and household arts courses (wafainfo.ps).
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The last one was Al Ommahat Association center in Old Askar
refugee camp which aimed to develop the cognitive abilities of housewives
and young mothers in the core subjects of the curriculum at the elementary

level (wafainfo.ps).

4.2.1 Nablus Governorate

Nablus is a governorate located in the north of West Bank. The total
area 1s about 10.7 % of the West Bank. It includes 67 localities including
three refugee camps that equal 26.3% of the area. The governorate‘s
population was estimated at 340,117 people at the end of 2010; 168,018

were females and the rest are males (PCBS, 2010).

4.2.2 Nablus City

Nablus city 1s located in the mid northern of West Bank, and it is the
heart of Palestine; it links the north with south and east with west. It is 69
km? away from Jerusalem and 114 km? from Amman. The total population
reach up to 126 132, and the number of women from age (30 — 60) is 18
000, and the total number of women centers is nearly 19 centers (PCBS,

2007).

4.2.3 Beita Town

Beita is 15 km to the southeast of Nablus; it is in the center of the
area, which is made of thirty-one different villages and communities. The

total area of the town is twenty-two thousand acres with a population of
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9079 people and 975 women with in the age group of (30 — 60). (PCBS,
2007)

There are three medical clinics; the Ministry of Health runs one; the
other two are private centers, (Beita Municipality, 2010), in addition, there

are two social centers cared about women.

4.2.4 Beit Furik Village

It 1s located to the east of Nablus City about 7 km; the population is
about 14,000 people. Women who are at the age (30-60) are more than
1,243 according to the (PCBS, 2007). There is only one governmental
health clinic in addition to a number of private clinics. More over there are
three social centers cared about women issues (Municipality of Beit Furik,

2013).

4.2.5 Askar Refugee Camp

This camp i1s only Skm to the north east of Nablus. The total
population reach about 16,000 inhabitant, and the number of women within
the age group of (30- 60) reaches up to 1,534 women, and it has 7 health
centers (PCBS, 2011)

4.3 Study Population

The study population was women of the age group of 30 to 60 who
lived in Nablus Governorate. According to (PCBS, 2011), the total
population was estimated about 42000 distributed as following 18,136 in

Nablus city , 20.144 in the villages and 4,072 in the three refugee camps .
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4.4 Sample Size and Sampling Method

The sample size was determined based on having confidence level
95%, confidence interval 5.65, with percentage of 50%, and so the sample

size calculated to be 300; Using the soft ware calculation system.

Simple random method was used to select the different areas of the
study; in which the old Askar camp was selected from three camps; (Balata
refugee camp, Alain refugee camp and Askar refugee camp). And the two
villages (Beit Furik, Beita ) were selected out of the highest populated
villages (above five thousand) ; (Asira ash Shamaliya , Salim ,Beit Furik,

Awarta , Huwwara, Beita, Jamma'in, Aqraba, Qabalan ).

The Proportion method was used to select the sample size from each
area as following; Nablus city (42. 8 %) 127, villages (47. 6%) 133, refugee
camps (9.6%) 40(table 1).

Convenience method was used to select the participants women from
each selected center and meeting the inclusion criteria during the period of
study.

Table (4.1): The distribution of study sample

Type of locality No.of | % of | Sample | Response
pop. pop. size rate
Nablus city 18,136 | 42,8 127 78 %
The rest of the urban and rural | 20.144 47,6 133 96%
communities
Refugee camps 4,072 9.6 40 100%
Total 42,352 | 100,0 300 89%
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4.5 Exclusion and Inclusion Criteria
The sample selected according to the following criteria:
1. Women's age between 30 to 60 years.
2. Women have no breast cancer history.
4.6 Data Collection Tool

After searching the literature review and previous studies related to
the field of accessing breast cancer screening barriers, the tool adopted and

modified from previous study by (Azaiza, et al 2010).

The questions (5, 7, 13, 15, 16, 18, 19, and 26) were not included in
questionnaire of this study as they were designed to assess the general
knowledge of women about breast cancer and its seriousness and the

susceptibility of developing it .

The questionnaire consisted of four parts (Annex 1)

Part one: the demographic data; age, marital status, academic
qualification, and work, place of residence, monthly income and kind of

health insurance.

Part two: Women’s knowledge about breast cancer screening test
and 1t consisted of two types of questions; the first one included three
questions answered by (yes or no) to detect if women knows the types

breast cancer screening tests. The other one composed of three statements
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about the usefulness of doing these tests and answered by Likert scale of

five choices (Very Useful to - Not useful).

Part three: Women’s practicing of breast cancer screening test: it

consisted of six open-ended questions. (Annex 1-1)

Part four: Barriers inhibiting women from performing breast cancer
screening test; this part was answered by Lickart scale composed of five
choices range from (Strongly agree -strongly disagree) and it consisted of

53 items that covered 5 domains;

First domain: fear from breast cancer, which consisted of 12 items

that describe women's feeling that inhibit them from performing breast

cancer screening test (Annex 1-2).

Second domain: consisted of 12 items about general barriers that

prevent women from performing breast cancer screening tests (Annex 1-3).

Third domain: included 9 items about barriers that prevent women

from performing CBE by health care providers (Annex 1-4).

Forth domain: consisted of 11 items about barriers that prevent

women from performing BSE (Annex 1-5).

Fifth domain: consisted of 9 items about the Mammogram

screening barriers (Annex 1-6)

Independent variables: Age, Educational status, Place of residency,

Relatives with breast cancer.
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Dependent variables: Performing breast cancer screening tests
(Mammography, CBE, BSE), General barriers (Cultural, Financial,
Geographical)

4.7 Validity and Reliability

The questioner was reviewed by two experts, and there were no

comments.

A pilot study was carried out in 70 women from Nablus city
considering inclusion criteria in order to test the study tool and to revise the
method and logistic of data collection before starting the actual fieldwork.
Accordingly no changes performed on data collection tool, and the piloting

sample was excluded from the actual study sample.

The reliability coefficient was found out by chronbach alpha as
following :

Table (4.2): The result of chronbach alpha test

Item chronbach alpha
Fear of catching breast cancer (.805)
Obstagles that prevent women to perform breast cancer (872)
screening
Barrier that prevent women to perform CBE (.578)
Barrier that prevent women to perform BSE (.681).
Barrier that prevent women to perform mammography (.613)

4.8 Ethical Considerations

Approval from An-Najah National University was obtained before

starting the thesis.

A written signed consent (Annex 2) form to indicate women's

agreement to participate in the study was obtained after the objectives and
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aims were explained to participants before distributing of the questionnaire

and filling them.

4.9 The Study Procedure

The questionnaire was distributed to the participants in the period

between 1 \8to 1 \9\2013.

The total number of retained questioner was (269) with rate (89%).

The administrative / head of each centre was contacted through

telephone, and an initial visit was arranged to each center.

During the first visit, the purpose and objective of study was
clarified, in addition an estimation of the number of women who visited the
centers was taken. The procedure and the way of distributing and return
back of questionnaire were discussed, and the number of visits need for

each center was determined.

I-Nablus city: three visits have been carried out and in each visit the
purpose and inclusion criteria was explained to women who were
present in that days in Aljinied Association. Each visit took 30-40
minutes, resulted of the visits 120 participants from 16 \ 8 to 24 \ 8 \
2013

2-Askar refugee camp: two visits have been carried out and in each visit
the purpose and inclusion criteria was explained to women who were

present in that days in Al Ommahat Association center. Each visit took
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30-40 minutes, and 49 participants agreed to participate from 25\ 8 to 1
\9\2013

3-Beta and Beit Furik: five visits had been carried out and in each visit the
purpose and inclusion; criteria were explained to women who were
present in that days in Beta Development Association and Beit Furik
Association. Each visit took 30-60 minutes, and 130 participants agreed
to participate (80 in Beta and 50 in Beit Furik) from 1 \ 8 to 15\ 8\
2013.

4.10 Scoring System

To analyze the findings, the following scale was used to represent
the estimation level of women' responses, which have five —response

Lickert method:

Strongly agree (5) points

Agree (4) points

Moderately agree (3) point

Disagree (2) point

Strongly disagree (1) point

Then the percentage and level of agreement were calculated and
arrangement in a descending order according to the mean of all the
questions of the questionnaire and the level of agreement score was as

following:
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80% and more=very high

79.9%-60%= high

59.9%-40%=middle

39.9%and less= Low

4.11 Data Analysis

The data were analyzed by using (SPSS) to provide answers to the

questions of the study including the following tests:

1. Frequencies and Percentages

2. Mean and Standard Deviation

3. One-Way Analysis of Variance (ANOVA),

4. Scheffe Post Hoc test
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Chapter Five

Results

This chapter presented in details the result of the study .It includes
description of socio-demographic data of participants, their knowledge and

practice of breast cancer screening test, and the related barriers.

5.1 Participant’s socio-demographic data

Table (5.1): Distribution of the percentage of the participant regards
their socio-demographic data

Item Valid No. %
30-40 163 60.6
Age 41-50 61 22.7
More Than 50 45 16.7
Single 32 11.9
. Married 209 77.7
Marital Status Widowed 7 3
Divorced 5 1.9
Bachelor Degree 62 23.0

Diploma 23 8.6

. The General Secondary
Educational Status Certificate Examination- 74 27.5
GSCE - (Tawjihi)

Preparatory Stage 104 38.7
Employed 55 20.4
Job Status Un Employed 205 | 762
City 100 37.2
Place Of Residency Village 130 48.3
Camp 39 14.5
Less Than 1000 Nis 66 24.5
1000 - 2000 Nis 92 34.2
Monthly Income 2001 - 3000 Nis 74 | 275
More Than 4000 NIS 32 11.9
Governmental 158 58.7

UNRWA 25 9.3
Type Of Insurance Privaie 29 10.8
No Assurance 56 20.8
Family History Of Breast Yes 55 20.4
Cancer No 214 79.6
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Item Valid No. %
Mother 5 1.9
Relative With Breast Sister 4 1.5
Cancer Aunt 11 4.1
Grandmother 3 1.1
Others 32 11.9
Physician Advice To Do Yes >0 18.6
Breast Test By X-Ray No 167 62.1
Don't Remember 42 15.6
Very Dangerous 171 63.6
The Hazard Of Breast Dangerous 51 19.0
Cancer According To Medium 35 13.0
Participants Perception Small 9 3.3
Not dangerous at all 1 4
Total 269 | 100.0

Table (5.1.1) showed that (60.6%) of participants were within the
age group of (30 — 40) years and (77.7%) of them were married. It also
showed (38.7%) of them completed preparatory stage and (70.3%) of them
were housewife .Regarding their monthly income, it ranged from 1000 to
2000 NIS (34.2%) and (24.5%) of them had less than 1000 NIS. Moreover

(58.6%) had a governmental insurance.

5.2 Participants knowledge and their perceptions about usefulness of

breast cancer screening test for early detection

Table (5.2) Distribution of the percentage of the participant regards
their knowledge of breast cancer screening tests and the Usefulness for

early detection.

Variable Mammogram BSE CBE Total
Knowledge of Answer No. % No. % No. % 269
participants about Yes 160 59.5 181 67.3 128 47.6
breast cancer test No 106 394 83 309 | 132 | 49.1 100.0
, ; i:;igi‘;tso ¢ | Meanx 43167+ 4.0042+ 3.9534+ 4'0378
usefulness of Std. 97228 1.10343 1.13454 20158
breast cancer
screening test | o entage 86.3 80.1 79.1 82.0
for early
detection
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Table (5.2) showed that (39.4%), (49.1%), (30.9%) of participants
did not know mammogram, CBE and BSE respectively. For their
perceptions about usefulness of breast cancer screening test, (86.3%),
(80.1%), (79.1%) of them believed in the value of Mammography, BSE

and CBE respectively in early detection of breast cancer.

5.3 Participants practice of breast cancer screening tests:

Table (5.3) Distribution of the percentage of the participant regards
their practice of breast cancer screening tests.

Item CBE Mammography
Frequepcy of No Percent No Percent
performing test

Once each six months 34 12.6 33 12.3
Every year 22 8.2 6 2.2
Every other year 21 7.8 10 3.7
Never do 162 60.2 199 74.0
Other 29 10.8 21 7.8
Total 269 100.0 269 269

Table (5.3) showed that (60.2%) of the participants had never
performed CBE and (7.8%) of them did it every other year. For
Mammography (74.0%) did not perform it and (3.7%) of them did it every

other year.
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5.4 Participants perceptions of breast cancer screening barriers:
Table (5.4): Distribution of the mean, standard deviations, level of

agreement and percentage of participants regarding their fear of
having cancer.

The Mean + o
No order Items Std %o |agreement
Fear of suffering cancer pains
9 1 T e h.p 3.7569% 1 45 4 big
uaﬂ\ 5lilaa (e A 124693
Fear of changing physical appearance +
10 | 2 L ne P 364735 | 0y g | g
Fear of family grief
2 | 3 O BT 35659+ 13 | pig
Al el 3a e 4p8ad) 1.36005

Fear of losing children and finding
one to look after them 32990+

Fear of death
8 | 5 ) . 309E N o | big
Fear of people sympath
1| 6 [ SnOT beop e SYmPE 30588 o | big
Sligh yay cpdll Ll ASad e dpial) 1.37486
Fear gossips and rumors 2.9300+ ]
17 Ju 85 Gl s e duial 129714 |86 | middle

Fear of changing sexual relations with
12 | 8 husband 29295% | 56 | middle

) e i) ) il Bt 1.32571

Fear of husband's leave or
3 9 abandonment 2.6560+ 53.1 middle

. i 1.30863
o) e e A
Fear of losing job 22880+ )
4 10 Qo) (s e i 1.07409 45.8 middle
Fear of losing friends 2.1265+ _
6 11 et i Al 103501 42.5 | middle
Fear of children disrespect
5 | 12 A pee 1.8233% 365 | little
RPN IR TSN 1.03998
+ .
Total average 2.9569 391 middle

77166
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Table (5.4) illustrated the mean score of feeling of fears. The mean

score of fear was 2.9+.77 and it reflects average agreements (59.1%).

"Fear of suffering" and "Fear of change in my appearance "took the
highest percentages among fears, as (75.1%), (72.9%) respectively of

participants reported.

It also showed that "Fear of sexual relation disturbances with my

husband".

And "Fear of being abandoned by husband" took a middle

agreement as (58.6%), (53.1%) of them agreed upon it respectively.
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Table (5.5): Distribution of the means, the standard deviations, the
level of agreement and percentage regarding the general barriers of
practicing breast cancer screening tests.

The Mean+ | ,, |Agreemen
NO order Items Std % t

Culture

Being ashamed of uncovering
3.2890+

herself to a male physician ;
1 1 g S . 136762 65.8 big
b ol anall IS (e Jadl
Fear of having the disease
5| 2 AR 32165% 10131 big

Lack of my experience in detecting
changes in my breasts 2 8725+

‘ﬁﬂ G 28
Being uncomfortable when looking 5 8025
at my bod : + i
6 4 Yy Yy 124591 56.1 | middle

Being dissatisfied and annoyed
7 5 when touching my breasts 2.7125% 543 | middle

il sl e L5 Y el Y 1.32338

Religion rulings concerning
3 6 | uncovering the body to a foreigner 24856+ 497 | middle

) e sl i 1.28004

Lack of privacy in conducting the
2.4696+

517 test 494 | middle

Fear of being seen at clinic or
2.4449+

4 8 hospital by relatives 129 | middle
salad) 3 ) Cajladd) Ay, Ania 1.23223

Being ashamed of uncovering
2 9 herself to a female physician 2.4077% 482 | middle

. £ . 1.29911
Al SU sl (RIS e Jaal)

2.7282+ 546
Mean culture .84063 ’ middle
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Geographical
Long distance from clinic or
10 hospital T eae 464 | middle
3aball J gua sl 45 s g Adlisall 22 '
Military check-points and
11 Separation Wall 24231+ 48.5 | middle
Jealdl aall s iy Suall Sal sall 35a 1.33481
+ .
Mean geographical ??2323 47.1 | middle
Financial
Cost 3.1756+ .
12 ol sl 128344 |033] big
+ .
Total mean 2873515727 55.1 | middle

Table (5.5) showed the general barriers of practicing breast cancer
screening tests. It showed that the mean score is 2.7+.83, with average
agreement of (55.1%). It illustrated three types of barriers the cultural,

geographical and financial barriers.

The mean of financial barrier was 3.1+1.2 with high agreements as
(63.5%) reported, the cultural and Geographical barriers represented
middle agreement with a mean scores of 2.7+.84 and 2.3+1.13 for each

respectively.

Regarding cultural barrier, “Embarrassment with exposing the body
in front of a male doctor is difficult for you in undergoing a breast”, and
“The fear of being diagnosed as having breast cancer is difficult for you in
undergoing a breast exam” represented the highest mean 3.2+1.36, 3.2+

1.08 respectively, which had a high agreement.
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Table (5.6): Distribution of the means, the standard deviations, the

level of agreement and percentage

barriers.

of participants regard CBE

NO

The
order

Items

Mean+
Std

%

Agreemen
t

Conducting CBE by medical care
providers enables to control your
health.

el el d8 e @l (andy oLl
e 5l i) dllaey dpaal
Hiaa

4.0228+
90769

80.5

big

Conducting CBE by medical care
providers increases the likelihood
of curing the disease.

Gle ) el d8 e @il (andy oLl
O el CVlA) e 3 dpaaall
o= )

4.0077+
1.03401

80.2

big

Conducting CBE by medical care

providers ensures you are free of

the disease and reduces anxiety or
fear.

Gle )l el d8 e gl (andy oLl
Jl s Al il laia dlilary dpaal

3.9921+
1.14778

79.8

big

Conducting CBE by medical care
providers enables to early detect
possible changes and problems

Lle ) edie J8 e gl (andy oLl
ehal Al 4 L) ye Gl duaall
3 S Ala e il

3.8294+
1.20037

76.6

big

If you don't examine your breast
regularly, your health will be
endangered.

O @l pandy oLl o okl 55 bl 1Y
Cam 810 daaal Ao ) ek Jd
Sl jhall elilba

3.7947+
1.14404

75.9

big
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You feel afraid of having the
disease if you conduct CBE with
8 6 medical care providers. 3.0474+ 60.9

big
oo LIS (e 153 Tpnaall Lle )
You feel ashamed of conducting
CBE by medical care providers.
292255 | sg5 | middle

6 1 7 | sl G Jsslls Aal ) o gumin il | 1 18756
daaall dle ) edie J8 (e o) (ansy

Conducting CBE by medical care
providers causes pain. 23957+

Tl 8 i Ao ) eie J e o) ani | g1 | 479 | middle
LT

In case you have the disease, it is
useless to conduct breast screening

because it is too late. 7 3478+

gl Al 8 G S gl il
:l: .
Total average 3.3909 67.8 big

55632

Table (5.6) showed the barriers that prevented the participants from
performing CBE by health care providers; the mean score was 3.3+ .55,

which had a high agreement (67.8%).

"You are afraid to go and have a breast exam by a health care
provider because something might be discovered" represented the highest

barriers with high agreement (60.9%) and the mean score was 3.0+1.2.

The second barriers were "You feel discomfort and embarrassment
to undergo a breast exam by a health care provider" and "Breast exam by a
health care provider is painful "which got middle agreement as

(58.5%),(47.9%) reported respectively.
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Distribution of the means, the standard deviations,the
level of agreement and percentage of participants regarding barriers of

performing BSE:
The Mean+ | ,, |Agreemen
NO order Ttems Std 7o t
Conducting BSE gives me the feeling
to control myself. 3 91542
411 iy Gl dllaay 93 Gasdll ol | oggee | /83| Big
hiana e
Conducting BSE enables me to early
detect the disease. 3 8340+
31 2 |Gyl e e g5l Y pasil o) a7 04210 707 | Big
Sl ol Sl
Conducting BSE guarantees that [ am
void of the disease and reduces my
6 3 stress and anxiety. 3.7817+ 75.6 Big
Al el dlibany S8 Y (anil) o) o) | 1:08042] 77
G (e iy Ao
Conducting BSE increases the
possibility to treat and get rid of the
5 4 disease. 3.6538+ 731 Big
Bllaial (e 2 o8l 3 Ganill o) s [1:20943) 7
ggiﬂ\ Ola s e (e eladl)
; 5 I know how to apply BSE. 3.5644+ 113 bi
(s I3 pandll o) al A ed bl | 1.12845] 7 ‘6
I am sure of my ability to apply BSE.
2 | 6 | Y panil el ) e ol e st ﬁgégg 66.0 | big
53l '
You fear conducting the BSE because
you may have the disease. 2 6463+
10 |7 | Glang) g liga gl I3 panill (uids |1 17748 | 229 | middle
S
You feel shy of applying the BSE.
7] 8 | A oeglh R pmas 23200 504 | middie

@5l A el
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It is useless to conduct the BSE in

case you have the disease, as it is too

11 9 late. 2.3454+ 46.9 middle

Ja b4y Y il (e all cla Y 1.28311
sl AL 8 S ol LS

You don't have the time to conduct

the BSE. 2.3254+ .
8 10 113495 46.5 middle

A G and o) jaY gl il sy Y

Conducting BSE causes pain. 2.2041+

’ H alse gaill A pasdl) 1.13765 44.1 [ mddle

3.3977+| 68.0
53065

Total average big

Table (5.7) showed the barriers regarding performing BSE, which
also took a high agreement as (68.0%) reported it and it is mean score was

3.3+.53.

"You are afraid to do a breast self-exam because you might find
something”,"You feel discomfort and embarrassment to perform a breast

self-exam", “You have no time to perform a breast self-exam"

And "Performing a breast self-exam is painful" represented the mean
barriers with mean scores of 2.6+1.17, 2.54+ 1.18, 2.3+1.13, 2.21+1.13
respectively with a middle agreement of (52.9%), (50.4%), (46.5%),

(44.1%) respectively.
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Table (5.8): Distribution of the means, the standard deviations, the
level of agreement and percentage of participants regard barriers of
performing mammography.

The Mean+ | Agreemen
NO order Ttems Std % t

Conducting mammography ensures you are
void of the disease and increases your

+ .
1 1 conﬁc}ence. ; 4.2143 843 | Very big
Tl @il Glaa ey of (S A2 Gand o) ) | 82401
gl Jlay

Conducting mammography may find a
swelling at an early stage which results in

2 2 sound and successful treatment. 4.0325+ 80.7 | Very big

5l A0 GLES) (e ) Gand ol ja) e | 102964
%U;uﬂ}cwgd}t\&}'&w d\‘)ugﬁ
Conducting mammography regularly is
8 SrapiyTes Y 3.0241+

5| 3 expensive. 60.5 big
S e o An) 1.14275

Conducting mammography regularly is
difficult as it may lead to negative results. 29440+

Tl 4 | GLES G lia dat) pand o) sl digaia (uand | [ 10644 | 089 | middle
e
Conducting mammography regularly is
o difficult aS‘It takes time. 2 7647+ .
4105 | el 4 s 0 aal) Gand ol sl el e | 108465 Middle
s
Conducting mammography regularly may
6 6 harm your health. 2.6411% 52.8 | Middl
o 1.12581 | > adie
hiaia 535 o (Say Aadl) (and
Conducting mammography causes pain. 2.5080+ )
3 7 A5 R . 103451 50.2 | Middle
You don't feel relaxed when you conduct
2.4545+

9 8 mammography. 49.1 | Middle
. . . .. .1 1.14906

It is useless to conduct mammography in case

you have the disease as it is too late. 24127+

8 9 o aa 13 A AasY) Lasnd o) ja) o =Y | 1.23862 48.3 Middle
cagl Al o <a
+ .
Total average 3.0825 61.7 Big

57470
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Table (5.8) showed the barriers related to performing Mammography
and this section got the high agreement as (61.7%), with mean score

3.0825+.57470.

"Mammography is an expensive test" had a highest agreement (60.5%).

The other barriers which took a middle agreement were "It's difficult to
undergo regular mammography tests because is takes time"
(55.3"Mammography tests can be harmful to your health" (52.8%),
"Mammography is a painful test"(50.2%), and "You feel discomfort and

embarrassment regarding undergoing a mammography” (49.1%).

5.5 Results of the hypothesis

Relationship between Breast cancer screening test barriers and
demographic data (age, place of residency, educational status and relatives

with breast cancer) were assessed in the current study.
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Table (5.9) illustrated the relationship between breast cancer screening

tests barriers and demographic data by using One-way ANOVA (F) and T test (T).

It showed that there was no relation between age and the barriers of
conducting the mammography, CBE and BSE screening tests (p values .069),
(p values .626), (p values .765) respectively. It also showed that there was no
relation between place of residency and the barriers of performing CBE and
BSE screening tests (p values > than 0.05), but it was significant in relation to
barriers of performing mammography (P values .046. Table (5.10) indicated
the mean of barriers was higher in village and camp (.154, .240) respectively
than those in the city.

Table (5.10) Scheffe Post Hoc test, for comparing the means of
mammography to place of residence:

place of residence City Village Camp
City .15429(*) 24071(*)
Village
Camp

*Statically significant at (a = 0.05)

Table (5.10) also showed there was a significant relationship between

presence of relatives with breast cancer and the barriers of conducting

mammography and CBE (P values .010) (P values 0.00) respectively.

Regarding the relationship between educational status and the barriers
of conducting mammography and CBE, there was no significant relationship.
While between educational status and the barriers of conducting the BSE
there was a significant relationship (P values .021). Table (5.11) indicated

the mean of barriers to level of education was higher in General secondary
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certificate examination (GSCE) stage than those in Diploma (.367) and higher

in preparatory stage than those in GSCE stage (.170).

Table (5.11) Scheffe Post Hoc test, for comparing the means of barriers to
level of education:

Educational
level

Bachelor
Degree

Diploma

GSCE

Preparatory
stage

Bachelor
Degree

Diploma

-36732(%)

GSCE

Preparatory
stage

.17082(*)

*Statically significant at (o = 0.05)

Table (5.12) showed the Relationship between general barriers

(Cultural, geographical and financial barriers) and demographic data (age,

place of residency, educational status and presence of relatives with Breast

Cancer)
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Table (5.12) showed the relationship between general barriers

(Cultural, geographical and financial barriers) and demographic data.

In general, there was a significant relationship between age, educational

status and general barriers (p value.002), (p value.001) respectively.

Also there was a relationship between the age and geographical and

financial barriers (p value.012) and (p value.001) respectively.

Further, there was a relationship between the educational status and

geographical and financial barriers (p value.002), (p value.001) respectively.

Scheffe Post Hoc test:

Table (5.13) Scheffe Post Hoc test, for comparing the mean of general
barriers according to age

Age 30 to 40 41 to 50 More than 50
years years years
30 to 40 years 46479(%)
41 to 50 years
More than 50
years

*Statically significant at (a. = 0.05)

Table (5.13) illustrated the mean of general barriers according to age
was higher in the age group (more than 50 years).

Table (5.14) Scheffe Post Hoc test, for comparing the mean of general
barriers according to level of education

Educational Bachelor Diploma | GSCE Preparatory
Status Degree stage
Bachelor Degree 50252(*)
Diploma

GSCE 30747(%)
Preparatory

stage

*Statically significant at (0. = 0.05)
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Table (5.14) showed the mean of general barriers according to level of
education was higher in preparatory stage, as reported by participants (.502,

.307) than those of bachalore degree and higher than those of GSCE degree.
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Chapter Six

Discussion
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Chapter six

Discussion

6.1 Demographic date

Table (5.1) showed that two-third (60.6%) of participants within the
age group of (30 — 40) years; according to (PCBS, 2007) the percentage of
women aged from 30-40 in Nablus governorate reached ( %6.8%). The table
also showed that about more than one-third (38.7%) of them completed
preparatory stage. These finding go in line with the (PCBS, 2010) findings
which reported that the percent of women within the age group of (30-60)
who ended the preparatory stage is (35.2 %). And that only (20.4%) of them
has a paid work (table 1).This result is in consistent with (PCBS, 2010)

statistics that (24.1%) of women had work.

6.2 Participant knowledge about breast cancer screening tests

Table (5.2) showed that about less than two-thirds (59.5%) were
familiar with and know mammography. This result was consistent nearly with
(Al nagger, Bobryshev, 2012) study in Malaysia which showed that about two
thirds of study sample (68%) knows mammography. But it differs from
another study which was conducted in Iran by (Montazeri et al., 2008) who
found that only (9%) knows mammography. Such differences may be due to
the place/country where the study was conducted and so the changes in the
information and knowledge regard mammography were different among the

participants.
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The Participant’s knowledge table (5.2) about CBE shows that about
less than half of them (47.6%) knows it; a study by (Kanaga et al., 2011)
shows nearly the same results as it stated that (50.4%) know CBE .But it
differs from (Montazeri et al., 2008) study which showed that only (21%)

know it.

BSE is know by two- thirds (67.3%) of the participants table (5.2) this
result was in line with (Petro-nustus and Mikhail, 2002) study which
conducted in Jordan and stated that about two- thirds (67%) have heard or
read about BSE. Another study in Iraq by (Alwan et al., 2012) showed that the

majority of the study participants (90.9%) have heard about BSE.

The lack of knowledge about BSE or CBE may due to health education
programs about breast cancer screening tests not enough or not effective or

the way that these information given to women.

With respect to participant’s perceptions about the usefulness of breast
cancer screening tests table (5.2), the mean for the participants who believed
in the value of mammography, CBE and BSE for early detection were
(4.31£.97), (3.95£1.134), and (4.0+1.10) respectively. These results were
nearly closed to those of (Azaiza et al., 2010) study which showed that the
mean of women who perceived high benefits of breast screening for
mammography was (4.2440.71), CBE (3.88+0.73), and BSE (3.69+0.87).
This means women know about all breast cancer screening tests although they
are not practice it and this may be there is a differences between perception

and practice.
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In table (5.2) (80.1%) of the participants perceptions in the usefulness
of BSE, the same result can be seen in (Petro-Nustus et al., 2002) study in
Jordan, which stressed that (81%) knows about the usefulness of BSE. In
terms of participants perception about the usefulness of mammography, table
(5.2) showed that (86.3%) of them were aware about it usefulness in early
detection. This result was nearly closed to (Shaheen et al., 2011) study done
in Gaza and reports (88%) of the sample were aware that mammography was
a useful test for early detection. This positive perception may due to the health
education program that focus of the percent of surviving when performed

these tests.

6.3 Participant Practice of breast cancer screening tests

As far as the practice of breast screening cancer test is concerned, table
(5.3) shows that (39.4%) of the participants perform CBE. In another hand for
example a study conducted in Gaza by (Shaheen et al., 2011) revealed that
about a quarter (25%) of participants has done a previous CBE. (Donnelly et
al., 2013) shows that (33%) performed CBE. Another study was done by
(Amin et al., 2009) in Saudi Arabia showed a low percentage, less than (5%)
practice CBE. (Khanjani et al., 2012) in Iran found that only (18%) did CBE

in the last 2 years.

These differences between Gaza and West Bank may due to different
district and different in the year of conducting of the study or it might be due
to differences in awareness among women and health centers about the

importance of breast cancer in West Bank rather than Gaza.
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With respect to mammography performance the result of current study
shows that only (26%) did it table (5.3). A study in Gaza conducted by
(Shaheen at al.,, 2011) shows also a low percent (17%) performed a
mammography at last once during their live. And according to study done
among Muslim women in Israel by (Soskolne et al., 2007) it reported that
about half (51%) of participants has never performed mammography, and
(47%) had checked once only in a year. These differences between West Bank
and Gaza result and Muslim women in Israel may due to follow up for these
women and free mammography tests, which is known to the women living in

Israel in comparing with women living in West Bank and Gaza.

Also, a study conducted in Saudi Arabia by (Amin et al., 2009) showed
also a low percentage as only (3%), had performed mammography. Another
study conducted by (khanjani et al., 2012). Also in Iran showed that the
majority (83.9%) has never done mammography before. In Iran, (Noroozi and
Tahmasebi, 2011) indicated that only (14.3%) of participants aged 40 or more
has done mammography once during their live. (Al nagger and Bobryshev ,
2012 ) showed in their study in Iran that only (15%) has mammography once

during their live, and only( 2%) do it every 2-3 years .

According to MOH recommendations (2005), women from age 35 -40
must do it every three years; women over 40 years should do it every two
years, and after they are 50 years or more, they should apply it once every

year.
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6.4 Participants perceptions of breast cancer screening barriers

The findings showed table (5.4) illustrate that the mean score of women
feeling fears of applying breast screening is 2.9+.77, about two-thirds (59.1%)

of participants reported it.

"Fear of suffering" and "Fear of change in my appearance "were ranked
the highest among the fears women suffered; more than two-thirds (75.1%)

and (72.9%) of participants reported respectively.

When comparing with other studies in term of fear as a barrier, (Parsa
et al.,2006) and (Amin et al., 2009) pointed in their studies that “Fear of
screening results”, “ Fear of breast cancer screening tests,” and “ Fear of the
treatment outcomes” are among the barriers to perform breast cancer

screening.

Table (5.4) also showed that "Fear of sexual relation disturbances with
my husband" and "Fear of being abandoned by husband" are also among the
barrier as (58.6%), (53.1%) of them agreed upon it respectively. (Donnelly et
al., 2013) pointed in a study in Israel that “Fear of losing traditional role as
woman” was one of the fears but it was not a barrier, this different may due to

cultural values that present.

The results in table (5.5) illustrated and showed the general barriers

(cultural, geographical and financial) to screening. The financial barrier was

reported by about two-thirds (63.5%) of the participants. This result was

consistent with (Donnelly et al., 2013) who found in their study in Qatar that
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one of the barriers that prevented women from performing breast cancer
screening tests was the financial matter. Furthermore, (Donnelly et al., 2013)
pointed in their study that cost and not having a health insurance prevented
women from performing breast cancer screening test in Turkey, Jordan, Israel
and Iraq. This matching may due to the same economic status in those
countries. (Donnelly et al., 2013) also pointed that the cost of the test was not
a barrier to perform breast cancer screening test in Saudi Arabia due to the

level of economic status for Saudi women.

The cultural barrier includes “Embarrassment with exposing the body
in front of a male doctor is difficult for you in undergoing a breast” and “The
fear of being diagnosed as having breast cancer is difficult for you in
undergoing a breast exam” represents the highest mean 3.2+1.36, 3.2+ 1.08
respectively; the percentages were (65.8%), (64.3%). Previous study (Parsa et
al., 2006) showed that women’s “Feel ashamed to do the CBE at the presence
of a male physician”. While (Donnelly et al., 2013) showed in their study, in
Qatar, that women’s “Fear of having cancer”, “Hopelessness of finding cure”,
perceived benefits” and ,” Fear of gossip and subsequent pains” were likely
to be barriers according to such a result. While a Turkish study by (Kissal
and Beser, 2011) showed that “Fear of having a tumor”, “Diagnosis of
cancer”’, or “A removal of breasts” were more to cultural barriers. The
similarities of the result about cultural barriers in Palestine and some Arabic
and Islamic countries may due to same religious and nearly the same culture
which women feeling ashamed when examined by male and the present of

wrong thoughts about cancer and cancer treatment.
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Table (5.6) showed the barriers that prevented participants in the
current study from performing CBE by health care providers were "You feel
discomfort and embarrassment to undergo a breast exam by a health care

provider" then "Breast exam by a health care provider is painful ".

These results match with the results of (Amin et al., 2009) in Saudi
Arabia who showed that the main barriers include “Being ashamed to be
examined by male physician and lack of female physicians”. (Donnelly et al.,
2013) pointed that “Shame of conducting breast cancer screening tests” was a
barrier in seven countries like Saudi Arabia, Qatar, UAE, Jordan, Egypt,
Israel, and Iran. This can be attributed to religious and cultural traditions or
male controlling over women in those countries. (Donnelly et al., 2013) also
pointed that “Fear of pain when performing CBE” was a barrier in Israel, the

UAE, and Qatar.

The finding of the study table (5.7) showed the barriers regarding
performing BSE. About two-thirds (68.0%) of the participants reported this

and the mean score was 3.3+.53.

The participants believed that "You are afraid to go and have a breast
exam by a health care provider because something might be discovered” was
the main barrier to perform BSE. An Iranian study by (Al nagger et al. 2011)
showed that the percentage of “Being afraid of a diagnosed breast cancer”
was only (4.4%), but it was one of the main barriers that hinder women from

performing BSE. This fear may due to lack of knowledge of advantages of
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that test or due to the present of wrong cultural believes about breast cancer or

no present of family encourage to perform it.

For the barriers related to performing mammography table (5.8); about
two-thirds (61.7%) of the participants showed this with mean score was
3.0825+.57470. "Mammography is an expensive test" said about one-third
(60.5%) of the study sample. Other barriers include "It's difficult to undergo
regular mammography tests because is takes time” according to more than
half of the sample (55.3%), "Mammography tests can be harmful to your
health” according to (52.8%), and "Mammography is a painful test" according

to (50.2%) of the participants.

The previous literature showed nearly the same results; (Al naggar and
Bobryshev, 2012) reported that “Lack of time” (42.5%), and “Fear from the
test result” (20%) were among the barriers to perform mammography.
Another study conducted by Parsa et al. (2006) showed the same barriers
“Cost and lack of time” due to women responsibilities especially for married
women or having children were among of the most common barriers to
perform breast cancer screening tests. (Kanaga et al., 2011) also repeated in
their study in Iran that “Low income” was a barrier to perform
mammography. In Iranian study by (Ahmadian et al., 2011) showed that
“Women’s worry of mammography device” was a barrier .And according to a
study conducted by (Shaheen et al., 2011) in Gaza (49%) of the sample
thought that “Mammography may cause cancer,” and (17%) thought it was

“Painful”. These barriers may due to most women think that there are no
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family history of breast cancer, cancer did not affect young women, economic
status ,or the women’s responsibilities like child caring and home caring in
our society that take all the women’s time, and the present of wrong cultural
believes that mammography cause pain and cancer, and may due to that not
all health insurance cover all screening tests or lack of knowledge that this test

free for women over 40 years .

6.5 Results of the hypothesis

Table (5.9) showed the relationship between breast cancer screening
tests barriers and demographic data (age, place of residency, educational

status and relatives with breast cancer).

Regarding the relation between age and the barriers of conducting the
mammography, CBE and BSE screening tests, there was no significant
relationship (p values .069), (p values .626), (p values .765) respectively. But
a study done among Arab women in Israel conducted by (Soskolne et al.,
2007) showed that younger women were significantly more likely to perform
mammography. Also (Petro-Nustus and Mikhail, 2002) in their study in
Jordan proved that women's age was one of important factors that promoted
them to perform and practice BSE. On the other hand, (Parisa et al., 2006)
pointed that young age was also one of the factors that influence women to
perform BSE. Another study carried out by (Alhurishi et al., 2011) reported
that there was a relation between old age and the late performance of breast
cancer screening tests in three studies in the Middle East. (Rabon-Stith ,2011)

showed that young women were less expected to perform breast cancer
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screening test than old women for African American women ; women who
are 50 and over were more expected to perform breast cancer screening tests
than younger women because older women may have more breast cancer
knowledge which contributed to their compliance to do it. These differences
between results may due to the cultural values that present in our society; as
still cancer is perceived by old as taboo that not to be discussed or talk about.
Moreover the political situation in the west bank 1in term of the Presence of
checkpoints and long distance to reach the clinics has its effect in the

performing of the mammography.

In terms of the relation between place of residency and the barriers of
performing CBE and BSE screening test, the results showed that the there was
no significant relationship (p values higher than 0.05) . But with respect to the
relationship between place of residency and the barriers of performing
mammography, there was a significant relationship (P values .046,) and these
barriers were present in the villages and camp, this might be to presence of
checkpoints and the transportation cost and time as the mammography
screening test is conducted only in the city. Moreover, (Azaiza et al., 2010)
showed that women living in cities and villages tended to perform CBE and

BSE more than women living in the camp did.

For the relationship between educational status and the barriers of
conducting mammography and CBE (table 5.9), there was no significant
relationship. Yet there was a significant relationship (P values .021) between

education and the tendency to conduct the BSE. These barriers were present
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in GSCE and preparatory degree. The low educational status may affect the
women knowledge and interest to read or hear about breast cancer screening
test, increase wrong believes about breast cancer and the bad ideas about

breast cancer screening tests.

A study by (Petro-Nustus and Mikhail ,2002) proved that women with
high school education performed BSE more .Also low education has a strong
relationship with the late performance of breast cancer screening tests as
(Alhurishi et al.,2011) reported in three studies in the Middle East . (Amin et
al., 2009) also reported that women’s educational level influences the
performing of CBE for African American and Latins women. Azaiza, et al.
(2010) found that women in West Bank were more likely to perform BSE if
they were more educated. Another study by (Rabon-Stith, 2011) pointed that
there is a relationships between education and breast cancer screening, but
another study showed that there is no relation between education and breast

cancer screening.

Finally, results (table 5.9) showed that there was a significant
relationship between the presence of relatives with breast cancer and the
barriers of conducting mammography and CBE (P values .010), (P values
0.00) respectively. And these results matched with (Azaiza et al., 2010) study
in West Bank, that the presence of a first-degree relative suffering from breast
cancer, stresses a higher effectiveness and benefits of BSE. Another study by
(Lee-Lin et al., 2007) showed that performing mammography in the past has a

strong relationship with having an immediate family member diagnosed with
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breast cancer. The presence of relatives with breast cancer may increase the
women’s seriousness of breast cancer, and this encourages performing breast

cancer screening test.

The last table (5.12) showed there was a relationship between the age
and (geographical, financial) barriers. The mean of general barriers according
to age was higher in the age group (more than 50 years) table (5.13). This may
due to women responsibilities in this age or fear of discover breast cancer in
this age or another diseases that prevent the women from performing breast

screening test.

Also Table (5.12) shows that there was a relation between
(geographical, financial) barriers and level of education. As table (5-14)
showed higher in preparatory stage, as than those of bachalore degree and
higher than those of GSCE degree ,this may due to low educational and there
opportunity receive the knowledge about breast cancer was little and this

increase the wrong thoughts about breast cancer screening test .
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Chapter seven

Summary, Conclusion and Recommendation
This  chapter represents the Summary, Conclusion, and
Recommendations regarding the current research results.
7.1 conclusions

The study concluded

- The percent of participants who did not know mammography and CBE

and BSE was (39.4%), (49.1%), (30.9%) respectively.

- (60.2%) of the participants never do CBE, (74.0%) never do

Mammography.
Regarding breast cancer screening barriers:

- The most barriers were Fear of suffering cancer pains, changing physical
appearance took the highest percentages among fears, as (75.1%), (72.9%)
respectively, Financial barriers and Cultural barrier, “Ashamed of
uncovering to a male physician”, and “The fear from discovering the

disease”.

- “Feel afraid of having the disease” and “Feel ashamed and “it may causes

pain” was the most barriers regarding CBE and BSE performance.

- About mammography tests barriers there was a 5 barriers “Conducting

mammography regularly is expensive”, “It’s difficult as it takes time to
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29

conducting mammography regularly”, “Conducting it regularly may harm

health”, “It causes pain” , and “Don’t feel relaxed when conduct it” .

- The study shows that there was a significant relationship between place of
residency and mammography barriers (P values .046) these barriers in
seen in village and camp).Age and Geographical and financial in the age
group (more than 50 years). And between educational status and BSE

barriers (P values .021) and geographical and financial barriers.
7.2 Recommendations

1- Use different ways to increase the knowledge about breast cancer screening

tests like media and Brochure.

2- Increase the role of health care providers to increase the knowledge of

women about breast cancer screening tests.

3- Inform the women that CBE and mammography free for women over 40

years in governmental clinics.

4- Try to spread the correct and right information throw media like

mammography did not harm the health and not painful test.

5- In every clinic a female physician must be to encourage women to do CBE

and mammography.

6- To target women under 40 years and who has low education for health

education programs.
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7.3 Limitations of the Study

The current study had a number of limitations which can be

summarized as following:

First: the questionnaire self-administrated and some women cannot read

which took time to read it for them.

Second: the study done only in Nablus governorate and cannot be

generalized among whole women in west bank.

Third: most of women whom founded in the associations not work or not

have a high educational status.
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Annex (3) Barriers and Facilitators towards Breast Cancer

Screening in the Arab World

Barrier or facilitator | Country Author

Inadequate knowledge | Saudi  Arabia, | Abdelrahman & Yousif, 2006; Alam,

of breast cancer and | Egypt, Jordan, | 2006; Amin et al., 2009; Ahmed, 2010;

screening activities Israel, Yemen, | Aghamolaei et al., 2011; Azaiza & Cohen,
Sudan, Iran, | 2010; Bener et al., 2001; Dandash & Al

Palestine, UAE

Mohaimeed, 2007; Heidari et al., 2008;
Milaat, 2000; Montazeri et al., 2008; Seif
& Aziz, 2000; Rashidi & Rajaram, 2000;
Soskolne et al., 2007

Adequate  knowledge | Kuwait, Qatar, | Alkhasawneh et al., 2009;Al-Qattan et al.,
yet still low | Turkey, Jordan, | 2008; Bener et al., 2009; Alkhasawneh et
participation rates Iran al., 2009;Al-Qattan et al., 2008; Bener et
al., 2009;

Sources of knowledge | Saudi  Arabia, | Ahmed, 2010; Al Qattan et al., 2008;
of breast cancer and | Yemen, Iran, | Dandash & Mohaimeed, 2007; Montazeri
screening activities: | Kuwait et al., 2008

media, friends and

health care providers

Health care providers
were found to have
inadequate knowledge
of breast cancer
screening

Jordan, Iran

Alkhasawneh, 2007; Jaradeen, 2010;
Haji-Mahmoodi et al., 2002;

Adequate  knowledge
yet only 65% were
regularly  performing
BSE

UAE

Madanat & Merrill, 2002
Sreedharan et al., 2010

Professional
recommendation ~ was
found to be an
important

facilitator however low
percentages of health
care providers were
found to provide
recommendation for
breast cancer screening

Iran, Israel,

Yemen

Al-Naggar et al., 2009; Harirchi et al.,
2009; Soskolne et al., 2007

Socio-demographic
factors such as age,
education, income,
marital status,
employment, living in
urban vs. semi-urban
areas as

predictors of breast
cancer screening

Saudi  Arabia,
Iran, Egypt,
Qatar, Lebanon,
UAE, Jordan

Abdel-Fattah, et al., 2000;Adib et al.,
2009; Alam, 2006; Amin et al., 2009;
Bener et al., 2001 & 2009; Dandash &
Mohaimeed, 2007; Petro-Nustas &
Mikhail, 2002; Montazeri et al., 2008
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Socio-demographic
such as age, education,
marital status were not
predictors

Turkey, UAE

Avci & Kurt, 2009; Bener et al., 2001

Informal social support-
objection of spouse to
breast cancer

screening only
mentioned by small
minority of 2.7% and
8.9%

respectively

UAE, Qatar

Bener et al., 2001& 2009

Fear of losing
traditional  role  as
woman as a result of
cancer

diagnosis as barrier

Israel

Baron-Epel, 2004; Remmenick, 2006

Fear of losing
traditional  role as
woman not a barrier

Israel

Soskolne et al., 2007

Fear of losing
traditional  role  as
woman was concern but
not strong enough to act
as barrier

Israel

Azaiza & Cohen, 2008

Fear of losing
traditional  role as

woman as a facilitator

Iran

Lamyian et al., 2007

Embarrassment
regarding breast cancer
screening activities

Saudi  Arabia,
Qatar, UAE,
Jordan, Egypt,

Israel, Iran

Akhtar et al., 2010; Amin et al., 2009;
Bener et al., 2009; Bener et al., 2001;
Cohen& Azaiza, 2005; Petro-Nustas,
2001b; Seif & Aziz, 2000

Embarrassment
mentioned by 4%

only

Turkey

Cam & Gvmvs, 2009

Although embarrassed
women expressed this
was not enough to act
as a barrier

Israel, Iran

Azaiza & Cohen, 2008; Montazeri, 2003

Fear of gossip | Israel Azaiza & Cohen, 2008

regarding breast

screening practices

Recommendation of | Iran, Jordan, | Lamyian et al., 2007; Petro-Nustas, 2001b;
breast screening from | Israel Soskolne et al. , 2007

friend or family

Religious  influences
regarding breast cancer
screening as a
Facilitator

Israel, Iran

Azaiza & Cohen, 2008; Hatefnia et al.,
2010
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cancer
facilities

screening

Iran, Egypt, Iran

Women expressed | Iran Montazeri et al., 2003

religion not to be a barrier

for BSE

Religious  influences | Israel Baron-Epel (2010)

regarding breast cancer

screening as a barrier

Accessibility to breast | Qatar, UAE, | Bener et al., 2001; Bener et al., 2009;

Hatefnia et al., 2010; Lamyian et al., 2007;
Seif & Aziz, 2000

Cost and lack of health
insurance to cover breast

Turkey, Jordan,
Iran, Israel

Alkhasawneh, 2007; Azaiza et al., 2010;
Cam & Gvmvs, 2009;Lamyian et al.,

cancer  screening  as 2007; Petro-Nustas, 2001b

barrier

Cost were not a barrier | Saudi  Arabia, | Amin et al., 2009; Bener et al., 2009
Qatar

Positive attitude toward | Yemen, Kuwait, | Ahmed, 2010; Al Qattan et al., 2008;

learning about breast | Saudi  Arabia, | Milaat, 2000; Petro-Nustas, 2001b

screening Jordan

Self-confidence in | Iran, Yemen, | Ahmed, 2010; Cam & Gvmvs, 2009;

ablhty to perform BSE Jordan, Turkey Lamyian et al., 2007; Montazeri et al., 2008;

Petro-Nustas, 2001a; Petro-Nustas,
Petro-Nustas & Mikhail, 2002

2001b;

diagnosis as a barrier

Yemen, Kuwait,
Egypt, Turkey

Self-confidence in BSE | UAE Bener et al., 2001
only mentioned by 7%
Self-care as a low | Egypt, Kuwait, | Ahmed, 2010; Bener et al., 2001; Bener et al.,
priority Turkey, Iran, | 2009; Al-Qattan, 2008; Cam & Gombs, 2009;
Qatar, UAE Hatefnia et al., 2007; Lamyian at al., 2007,
Seif & Aziz, 2000
Fear of breast cancer | Qatar, UAE, | Ahmed, 2010; Al Qattan et al., 2008;

Bener et al., 2009; Cam & Gvmvs, 2009;
Petro-Nustas, 2001a; Petro-Nustas and
Mikhail, 2002; Seif & Aziz, 2000

susceptibility to breast
cancer as barrier

Iran, Jordan

Fear of breast cancer | Israel Azaiza & Cohen, 2008; Baron-Epel, 2010;
diagnosis as a barrier or a Cohen et al., 2005

facilitator

Fear of pain from | Israel, UAE, | Azaiza et al., 2010; Bener et al., 2001;
mammogram or CBE Qatar, Bener et al., 2009; Soskolne et al., 2007
Fear of pain only | Jordan Petro-Nustas, 2001a

mentioned by minority

Perception  of low | Israel, Turkey, | Abbaszadeh et al., 2007; Avci, 2009; Avci

& Kurt, 2008; Dundar et al., 2007; Petro-
Nustas, 2001a; Petro-Nustas, 2001b;
Soskolne et al., 2007

of breast
screening

cancer

Kuwait, Turkey

Perception of low | Iran Hatefnia et al., 2010; Tavafian et al., 2009
susceptibility to breast

cancer not found as

barrier

Perceived effectiveness | Israel, Iran, | Abbaszadeh et al., 2007; Avci & Kurt, 2008;

Baron- Epel, 2010; Hatefnia et al., 2010;
Soskolne et al., 2007; Tavafian et al., 2009

Donnelly et al.,2013
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