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Introduction

Female breast cancer (BC) was the most prevalent 
cancer globally in 2020, surpassing its predecessor, lung 
cancer. The estimated new cases of female BC were 2.3 
million cases, accounting for 11.7% of all global cancer 
incidence. With an estimated number of 685,000 deaths, 
female BC was the fifth leading cause of cancer death 
worldwide accounting for 6.9% of the overall deaths 
from cancer (Sung et al., 2021). Previous studies have 
demonstrated that late detection and delayed diagnosis 
of BC are associated with advanced BC stage and low 
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survival rate (Caplan, 2014; Maghous et al., 2016). 
Besides, presuming a post-diagnosis disease management, 
early detection is a cornerstone to improve BC prognosis 
and increase the chance of survival. Advances in BC 
management and screening approaches have been shown 
to reduce the mortality rate of BC by early detection of the 
disease (Plevritis et al., 2018; Duffy et al., 2020; Maroni 
et al., 2021). 

Numerous studies have evaluated the rate of BC 
screening participation and factors influencing women 
across various regions, countries, ethnicities and from 
different racial, religious and socio-cultural backgrounds. 
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For instance, Satoh and Sato (2021) reported that 
economic factor was a major contributing factor leading to 
a low rate of BC screening participation among Japanese 
women. Factors such as accessibility to healthcare 
facilities (Alexandraki and Mooradian, 2010), emotional 
barriers (O’Hara et al., 2018) and educational levels 
(Özkan and Taylan, 2021) were found to influence BC 
screening participation among women of various socio-
cultural backgrounds. 

While there are many studies examining BC screening 
rate and factors affecting participation in BC screening 
among women, there are limited studies that have 
identified factors to BC screening participation among 
Muslim women. Few studies have identified several 
factors affecting BC screening participation among 
Muslim women including the cultural and religious 
factors, and the influence of patient characteristics on the 
uptake of population-based mammographic screening 
(Ferreira et al., 2021; Mottram et al., 2021). Although 
there is a growing body of literature that identifies factors 
affecting women’s participation in BC screening, there 
is a lack of systematic review that specifically examine 
misconceptions about BC screening among the Muslim 
community in order for Muslim women to participate in 
BC screening. In this context, the objective of this study 
was to examine the cultural, religious and socio-ethical 
misconceptions about BC screening among Muslim 
women in encouraging early BC screening practices. 
The findings of this study may pave the way for the 
development of effective interventions and educational 
programs aimed at the misconceptions and or barriers 
identified for BC screening. 

 
Materials and Methods

Systematic searching strategies
This systematic review was guided by the 

Preferred Reporting Items for Systematic Reviews and 
Meta-Analyses (PRISMA) guidelines (Liberati et al., 
2009; Moher et al., 2009; Moher et al., 2015). Relevant 
papers were retrieved using the systematic processes of 
identification, screening and eligibility (Shaffril et al., 
2021). Based on the formulated research question, several 
keywords were used to search for papers in five databases 
namely, PubMed, Science Direct, Scopus, Cochrane 
Library and Oxford Academic Journals. Complete search 
strategies tailored to each database are as listed in Table 1. 
Article screening was carried out to include or exclude the 
articles based on pre-determined criteria. Refer to Table 2. 

The article search was confined by language, which is 
English, and the date of publication, from 2011 to 2021. 
This process yielded 829 papers. For the article eligibility 
process, a researcher manually screened the articles by 
reading either the title or abstract or the entire paper to 
determine if the papers met the established inclusion 
criteria. A second researcher reviewed the outcome of 
this process. Thirty-three papers were obtained from the 
quality appraisal process. Refer to Figure 1.

Quality appraisal
A quality appraisal procedure was carried out by three 

researchers to affirm the validity and reliability of the 
selected papers. This appraisal procedure was conducted 
using the Mixed-Method Appraisal Tool (MMAT) (Hong 
et al., 2018). Referring to the five criteria defined in the 
research designs, the quality of each article selected was 
assessed. Refer to Table 3. if the article passed at least 
three criteria, it will be included in the review. Mutual 
concentual decisions were made on the appraised articles. 
This process yielded 22 articles. Refer to Table 4 and 
Table 5.

Data extraction and analysis
The 22 articles were further analysed thematically 

by three researchers. The steps of thematic synthesis 
proposed by Kiger and Varpio (2020) were adopted for 
this process. The first step involved familiarization with 
the overall dataset through repeated and active readings. 
This step allowed valuable raw data orientation and was 
vital to subsequent steps. Initial codes were generated 
by organizing data at the granular and specific levels 
during the second step. At this stage, all the selected 
articles were read and any data relevant to the research 
question was extracted. Inductive coding framework was 
utilized and any connections and similarities between the 
extracted data were noted during the final step of the data 
extraction and analysis. Through these processes, five 
main themes were generated followed by subsequent sub-
themes and sub sub-themes. All the themes, sub-themes 
and sub sub-themes were reviewed and validated by two 
researchers. 

 
Results

Background of selected studies
A final 22 articles from 2012 to 2020 were included in 

this systematic review (Raza et al., 2012; Salman, 2012; 
Kawar, 2013; Shirazi et al., 2013; Al-Amoudi et al., 2015; 
Padela et al., 2015; Saadi et al., 2015; Mukem et al., 2015; 
Padela et al., 2016; Elobaid et al., 2016; Alkhasawneh et 
al., 2016; Zorogastua et al., 2017; Vahabi et al., 2017; 
Islam et al., 2017; Padela et al., 2018; Kissal et al., 2018; 
Shaw et al., 2018; Padela, 2019; Madkhali et al., 2019; 
Alatrash, 2020; Pratt et al., 2020; Soffer et al., 2020). 
Out of the 22 articles, fourteen studies were carried out 
in the United States of America (USA) while one study 
was carried out in Saudi Arabia, Canada, Thailand, Israel, 
Turkey, Singapore, Oman and United Arab Emirates 
(UAE). Eleven studies were carried out quantitatively 
whilst nine studies were conducted qualitatively. The 
remaining two studies employed a mixed-method study 
design. The breakdown of the articles used in this review 
is as shown in Figure 2.

Themes and sub-themes generated
Following the thematic analysis of the 22 selected 

papers, five main themes were generated: (1) socio-ethical 
misconception, (2) cultural and religious belief, (3) cultural 
and religious barrier, (4) stigmatization and (5) fear of BC 
impact. Eight sub-themes and 14 sub sub-themes were 
further elicited from the five main themes. Refer to Table 6. 
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Database Keywords
MEDLINE 
(Through
PubMed)

#1 Search "Breast Neoplasms"[Mesh]  
#2 Search breast[Title] AND (neoplasm[Title] OR neoplasms[Title] OR cancer[Title] OR cancers[Title] OR 
tumor[Title] OR tumors[Title] OR carcinoma[Title] OR carcinomas[Title])
#3 Search #1 OR #2 
#4 Search ("Mass Screening"[Mesh] OR "Early Detection of Cancer"[Mesh])
#5 Search (screen*[Title] OR mammogra*[Title] OR “self-examin*”[Title] OR examin*[Title] OR "early 
diagnosis"[Title] OR "early detection"[Title]) 
#6 Search #4 OR #5 
#7  Search muslim[Title/Abstract]
#8 Search (cultur*[Title/Abstract] OR religio*[Title/Abstract] OR soci*[Title/Abstract] OR ethic*
[Title/Abstract]) 
#9 Search #3 AND #6 AND #7 AND #8 
#10 Search #9, Filters applied: 10 years, English.

The 
Cochrane 
Library

#1 MeSH descriptor: [Breast Neoplasms] explode all trees 
#2 breast:ti  
#3 cancer or cancers or neoplasm or neoplasms or tumor or tumors or carcinoma or carcinomas:ti
#4 #1 or (#2 and #3) 32478
#5 MeSH descriptor: [Mass Screening] explode all trees 
#6 MeSH descriptor: [Early Detection of Cancer] explode all tree 
#7 screen*:ti or mammogra*:ti “self-examin*” or examin* "early diagnosis" or "early detection":  
#8 #5 or #6 or #7 13757
#9 #4 and #8 1091
#10 (muslim):ti,ab,kw 
#11 #9 and #10 2
#12 cultur*:ti,ab,kw or religio*:ti,ab,kw or soci*:ti,ab,kw or ethic*:ti,ab,kw
#13 #11 and #12 with Publication Year from 2011 to 2021, with Cochrane Library publication date Between Jan 
2011 and Dec 2021, in Trials 1

Scopus TITLE-ABS-KEY ((breast AND cancer OR cancers OR neoplasm OR neoplasms OR tumor OR tumors OR 
carcinoma OR carcinomas) AND (screen*  OR mammogra* OR "self-examin*" OR examin* OR "early 
diagnosis" OR "early detection" OR "Mass Screening" OR "Early Detection of Cancer") AND muslim AND 
(cultur* OR religio* OR soci* OR ethic*)), Filtered by language (English)

Science 
Direct

#1 “breast cancer”
#2 #1
#3 “Early Detection of Cancer” 
#4 “Mass Screening”
#5 screening
#6 examine 
#7 mammogram
#8 #3 or #4 or #5 or #6 or #7 
#9 muslim
#11 #2 AND #8 AND #9, Year: 2011–2021, Refine by: Article Type (“Review articles” and “Research articles”)

Table 1. Keywords Used for the Search Strategy in the Identification Process

Criterion Inclusion Exclusion
Time/period 10 years (2011–2021) Before 2011
Language English Other than English
Type of article Quantitative, Qualitative, Mixed Method Review, Clinical Studies, Laboratory Studies, Case Studies, 

Opinion Paper, Policy Paper, Predatory Paper
Population Muslim community, Muslim women, Muslim 

female healthcare professionals
Other than Muslim community and Muslim women

Table 2. Inclusion and Exclusion Criteria for Article Selection
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Research design Assessment criteria
Qualitative QA1—Is the qualitative approach appropriate to answer the research question?

QA2—Are the qualitative data collection methods adequate to address the research question?
QA3- Are the findings adequately derived from the data?
QA4- Is the interpretation of results sufficiently substantiated by data?
QA5—Is there coherence between qualitative data sources, collection, analysis and interpretation?

Quantitative 
(descriptive)

QA1—Is the sampling strategy relevant to address the research question?
QA2- Is the sample representative of the target population?
QA3- Are the measurements appropriate?
QA4- Is the risk of nonresponse bias low?
QA5- Is the statistical analysis appropriate to answer the research question?

Quantitative
(non- randomised)

QA1- Are the participants representative of the target population?
QA2- Are measurements appropriate regarding both the outcome and intervention (or exposure)?
QA3- Are there complete outcome data?
QA4- Are the confounders accounted for in the design and analysis?
QA5- During the study period, is the intervention administered (or exposure occurred) as intended?

Mixed methods QA1- Is there an adequate rationale for using a mixed methods design to address the research question?
QA2- Are the different components of the study effectively integrated to answer the research question?
QA3- Are the outputs of the integration of qualitative and quantitative components adequately interpreted?
QA4- Are divergences and inconsistencies between quantitative and qualitative results adequately addressed?
QA5- Do the different components of the study adhere to the quality criteria of each tradition of the methods 
involved?

Table 3. Criteria Used for Quality Appraisal Procedure Based on MMAT 2018

Figure 1. Flow of Paper Selection Process According to PRISMA 2009 Guidelines.
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Study Research Design QA1 QA2 QA3 QA4 QA5 Number of criteria 
fulfilled

Inclusion in 
the review

Alatrash (2020) QN (DC) ✓ ✓ ✓ ✓ ✓ 5/5 ü

Shirazi et al. (2013) QL ✓ ✓ ✓ ✓ ✓ 5/5 ü

Yeasmeen (2020) QN (DC) × × ✓ × ✓ 2/5 û

Madkhali et al. (2019) QL ✓ × ✓ ✓ C 3/5 ü

Vahabi et al. (2017) QN (DC) × × ✓ ✓ ✓ 3/5 ü

Hasnain et al. (2014) QN (DC) ✓ ✓ × × × 2/5 û

Pratt et al. (2020) QN (DC) C ✓ ✓ ✓ ✓ 4/5 ü

Al-Amoudi et al. (2015) QL ✓ × ✓ × ✓ 3/5 ü

Padela et al. (2015) QN (DC) C ✓ ✓ ✓ C 3/5 ü

Mukem et al. (2015) QN (NR) ✓ ✓ ✓ ✓ ✓ 5/5 ü

Padela et al. (2018) QN (NR) ✓ ✓ C C ✓ 3/5 ü

Salman (2012) QN (DC) ✓ × ✓ × ✓ 3/5 ü

Zorogastua et al. (2017) MX ✓ ✓ × ✓ × 3/5 ü

Islam et al. (2017) QL ✓ ✓ × ✓ C 3/5 ü

Racine et al. (2021) MX ✓ C × × C 1/5 û

Alatrash (2021) QN (DC) ✓ × ✓ × ✓ 3/5 û

Soffer et al. (2020) QN (DC) ✓ ✓ ✓ ✓ ✓ 5/5 ü

Padela et al. (2019) QN (DC) ✓ ✓ ✓ ✓ ✓ 5/5 ü

Kissal et al. (2018) QN (DC) ✓ ✓ ✓ × ✓ 4/5 ü

Shaw et al. (2018) QL ✓ ✓ ✓ ✓ ✓ 5/5 ü

Travado et al. (2017) x × × × × × 0/5 û

Padela et al. (2016) QL ✓ ✓ ✓ ✓ ✓ 5/5 ü

Alkhasawneh et al. (2016) MX ✓ ✓ ✓ ✓ ✓ 5/5 ü

Kawar (2013) QL ✓ ✓ ✓ ✓ ✓ 5/5 ü

Saadi et al. (2015) QL ✓ ✓ ✓ ✓ ✓ 5/5 ü

McKeever and McDermott-Levy (2012) x × × × × × 0/5 û

Shaheen et al. (2011) QN (DC) × × × × × 0/5 û

Bowser et al. (2017) x × × × × × 0/5 û

Miller et al. (2019) x × × × × × 0/5 û

Raza et al. (2012) QN (DC) C ✓ ✓ ✓ ✓ 4/5 ü

Virani et al. (2018) x × × × × × 0/5 û

Elobaid et al. (2016) QL ✓ ✓ ✓ ✓ ✓ 5/5 ü

Table 4. Quality Appraisal Assessment Results

QA, Quality assessment; QN (DC), Quantitative descriptive; QN (NR), Quantitative non-randomised; QL, Qualitative; MX, Mixed-
Method; C, Can’t tell

Discussion

The five main themes were generated from the 
thematic analysis to answer the research question on 
cultural, religious and socio-ethical misconceptions 
leading to poor adoption of BC screening practices among 
the Muslim community will be discussed below.

Socio-ethical misconception of BC screening
The adoption of BC screening practices among Muslim 

women appears to be influenced by multiple factors and 
is extremely complex. Health-related concept was one of 
the factors elicited from the findings of this review. For 
some people, health is considered as the absence of disease 
(Shirazi et al., 2013) while for others, an individual is 
considered healthy if he/she has no signs and symptoms 
of the disease leading to the perception that they are in 

good health if they do not have to see a doctor (Islam et al., 
2017). This concept can then lead to the underlying disease 
to be masked and hence prevents early detection (Salman, 
2012). Additionally, it would prevent the individual from 
not going for BC screening (Salman, 2012; Shirazi et al., 
2013; Saadi et al., 2015; Padela et al., 2016; Zorogastua 
et al., 2017; Madkhali et al., 2019). In the included 
studies, Salman (2012) reported that women from Middle 
Eastern cultures perceive themselves to be in good health 
so long as they are capable to carry out daily activities. 
In another study conducted by Shirazi et al. (2013), 
health is perceived as the ability to perform duties and 
responsibilities towards family and is not considered as 
the absence of disease. These misconceptions of health in 
turn cause health practice misconceptions among women 
in undertaking BC screening as a preventive measure 
against BC.
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Q

ualitative/ 
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ed that M

uslim
 w

om
en have low

 rates of B
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 screening due to husbands’ influence on 
screening decisions, being m

ore concerned about the w
ell-being of children and fam

ily than their ow
n 

health, prevailing tradition of cultural privacy and m
odesty, and lack of know

ledge. 

3
M

adkhali et al., 
2019

SA
64

100
18 and older

Q
ualitative/ 

Interview
R

eligion, cultural background and healthcare services w
ere found to influence the participation of M

uslim
 

w
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C

 screening. N
o differences w
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ale nurses and fem
ales from
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Q
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Q
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m

igrant w
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decision to undergo B

C
 screening m

ay be influenced by w
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beliefs and practices, socio-dem

ographic, and im
m

igration trajectories.

5
Pratt et al., 
2020

U
SA

30
100
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Q

uantitative/ 
Q

uestionnaire
Som

e of the M
uslim

 w
om

en's religiously attributed barrier beliefs m
ay be com

bined w
ith other cultural 

factors that affected the screening decisions.

6
A

l-A
m

oudi et 
al., 2015

 U
SA

14
100

30–69
Q

ualitative/ 
Focus groups 
interview

B
arriers to participating in B

C
 screening w

ere reported to include fear of pain, lack of know
ledge about 

w
here to seek services, preference for fem

ale or M
uslim

 doctors, lack of doctor advice, reluctance to 
discuss breast health, difficulty w

ith transport and perceiving religion as a coping m
echanism

 for illness.

7
Padela et al., 
2015
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SA

240
100

40 or older
Q
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Q

uestionnaire
M

am
m

ography screening rates w
ere found to be varied based on Islam

-related factors in w
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Thailand
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Q
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Q
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R

easons for non-uptake of the screening included the perception that screening is not necessary and feeling 
nothing w

rong w
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uslim
 w

om
en w
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er levels of know
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m
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m
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om
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9
Padela et al., 
2018
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D
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Zorogastua et 
al., 2017

U
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100

18 and older
M

ixed-m
ethods/ 

Q
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and focus groups 
interview

B
arriers to screening adherence revealed include negative perceptions that B

C
 is a serious and deadly 
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C
 is contagious, B

C
 is caused by m
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C
 screening is only 
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U
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12
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D
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, doctor’s gender, em
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13
Soffer et al., 
2020
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of traditional healers, affordability, availability of services, citizenship and language issues.

20
Saadi et al., 
2015

U
SA

57
96.5

18–75
Q

ualitative/ 
Interview

A
m

ong the barriers to B
C

 screening am
ong refugee w

om
en w

ere fear of pain and diagnosis, m
odesty, w

ork 
and childcare com

m
itm

ents, outreach efforts, appointm
ent rem

inders, personal contact from
 health provid-

ers, varying degrees of m
edical exposure to doctors in hom

e countries and the im
pact of w

ar on health 
system

s.
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aza et al., 
2012

Pakistan
300

81
23–63

Q
uantitative/ 

Q
uestionnaire

The em
barrassm

ent, painful procedures, fear of bringing disgrace to their fam
ilies and fear of being rejected 

or divorced by husbands from
 the diagnosis of B

C
, lack of transportation and expense of travel w

ere cited 
as barriers to screening.

22
Elobaid et al., 
2016

U
A

E
19

100
35–68

Q
ualitative/ 

Interview
The them

es that em
erged w

ith regards to barriers in health seeking behavior w
ere sym

ptom
 recognition and 

appraisal, fear of societal stigm
atization, fear of being abandoned by the husband because of B

C
, lack of 

aw
areness of the nature of B

C
 and routine screening, and healthcare system

 such as m
ale doctors and errors 

in diagnosis.

Table 5. C
ontinued

N
D

, no data
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Main Themes Sub-themes Sub sub-themes Statement

Socio-ethical 
misconception

Barriers for BC 
screening

Conception of health Health is regarded as the absence of disease/ conception of health (Shirazi et 
al., 2013; Salman, 2012; Saadi et al., 2015; Padela et al., 2016), perceived to 
be healthy as they don’t have to see a doctor (Islam et al., 2017).

Healthcare practices No need to seek medical advice if no symptom(s)/ symptom recognition 
(Saadi et al., 2015; Elobaid et al., 2016; Kissal et al., 2018; Madkhali et al., 
2019), sought care only when necessary (Zorogastua et al., 2017).

Misconception 
of BC

Cause of BC BC is contagious (Al-Amoudi, 2015; Elobaid et al., 2016; Zorogastua et al., 
2017), injury to breast cause BC (Al-Amoudi, 2015), etiology of BC (Raza et 
al., 2012; Al-Amoudi, 2015; Elobaid et al., 2016; Alkhasawneh et al., 2016; 
Madkhali et al., 2019; Soffer et al., 2020), evil eye (Kawar, 2013; Elobaid et 
al., 2016; Alkhasawneh et al., 2016; Shaw et al., 2018).

Cultural/ religious 
belief

Cultural belief Alternative treatment Alternative treatment - holy water, superstitious belief, black magic (Kawar, 
2013; Shaw et al., 2018; Madkhali et al., 2019).

Religious belief Fatalism Construed cultural and religious beliefs discourage screening (Padela et al., 
2019; Pratt et al., 2020), developing cancer is viewed as inevitable, women 
would not get screened and believed it’s fated (Islam et al., 2017), view illness 
as divinely ordained (Shirazi et al., 2013; Padela et al., 2015; Saadi et al., 
2015; Padela et al., 2016; Alkhasawneh et al., 2016; Shaw et al., 2018; Kissal 
et al., 2018; Pratt et al., 2020; Soffer et al., 2020). 

Role of religion Dying from BC as a test of faith in Allah (God) (Madkhali et al., 2019; Pratt 
et al., 2020), worship practices and faith protect/diminish disease risk (Padela 
et al., 2016), God’s retribution or curse (Vahabi et al., 2017), punishment from 
God (Elobaid et al., 2016; Vahabi et al., 2017; Islam et al., 2017; Padela et al., 
2019; Soffer et al., 2020), God gave the disease and God can take away the 
disease (Al-Amoudi, 2015), chances of getting cancer is in the hands of Allah 
(Zorogastua et al., 2017; Padela et al., 2019).

Cultural/ religious 
barrier

Cultural barrier Reluctance to discuss 
breast health/ screening

Feeling shy with healthcare personnel (Salman et al., 2012; Shirazi et al., 
2013; Kawar, 2013), uncomfortable/ reluctance of discussing health matters 
with healthcare provider (Al-Amoudi, 2015; Elobaid et al., 2016; Padela et 
al., 2018), embarrassed talking or engaging in screening (Islam et al., 2017), 
talking about the breast or the body is shameful (Islam et al., 2017).

Family relationship Influence of family (Raza et al., 2012; Kawar, 2013; Shaw et al., 2018), 
negative perceptions of BC screening (Zorogastua et al., 2017), Muslim 
men against breast screening by male providers (Zorogastua et al., 2017), 
prioritizing the well-being of family members over own (Shirazi et al., 2013; 
Islam et al., 2017), work and/or childcare commitments (Saadi et al., 2015; 
Zorogastua et al., 2017).

Religious barrier Modesty Modesty/ privacy - exposing breast/ body (Salman, 2012; Kawar, 2013; 
Mukem et al., 2015; Saadi et al., 2015; Padela et al., 2016; Vahabi et al., 
2017; Padela et al., 2018; Shaw et al., 2018; Alatrash, 2020), embarrassment 
of exposing body to the male healthcare providers (Salman, 2012; Kawar, 
2013; Shirazi et al., 2013; Mukem et al., 2015; Elobaid et al., 2016; Padela 
et al., 2016; Padela et al, 2018; Alatrash, 2020), mistrust with male healthcare 
providers (Zorogastua et al., 2017), modesty of how women should interact 
with males (Islam et al., 2017), refuse treatment by male healthcare provider 
(Salman, 2012; Elobaid et al., 2016), adherence practice of religious faith - 
aurah, close physical contact (Salman, 2012).

Stigma BC Stigma with diagnosis of BC (Raza et al., 2012; Kawar, 2013; Elobaid et al., 
2016; Soffer et al., 2020; Alatrash, 2020), concerns of healthcare providers 
living in the same village (Mukem et al., 2015), shame seen by neighbours 
when attending screening (Mukem et al., 2015; Alatrash, 2020).

Self-image Altered image of losing breast(s) - less attractive, feminine (Madkhali et al., 
2019), shame to admit if suffer from cancer (Zorogastua et al., 2017).

Fear BC Diagnosis BC diagnosis, abnormalities (Kawar, 2013; Saadi et al., 2015; Kissal et al., 
2018; Padela et al., 2018; Alatrash, 2020).

Screening procedure Discomfort from the screening procedure (Alatrash, 2020), fear of BC 
screening (Zorogastua et al., 2017).

Pain Fear of pain (Saadi et al., 2015; Al-Amoudi, 2015; Mukem et al., 2015; Padela 
et al., 2018).

Rejection Rejection from family, friends and husband (Raza et al., 2012; Kawar, 2013; 
Elobaid et al., 2016; Islam et al., 2017; Soffer et al., 2020).

Table 6. Results of the Thematic Analysis of the 22 Selected Articles

Misconceptions about BC also affects women’s 
decision to participate in BC screening. While the decision 
to be screened for BC as a whole is in the hands of the 
individual, socio-cultural factors such as health beliefs and 
perceptions, cultural psychological status, urgency of care, 
enabling factors towards seeking care, barrier-free health 

care facilities and family social support have a significant 
impact on a person’s decision-making in health-seeking 
behavior (Ma et al., 2013). In the included study conducted 
by Elobaid et al. (2016), it was reported that some women 
in UAE were afraid to undergo BC screening for fear of 
being isolated from society as the community viewed BC 
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screening. It was reported in the included studies that some 
Muslim women were shy and uncomfortable to discuss 
their health matters and breast health with healthcare 
personnel (Salman et al., 2012; Kawar, 2013; Shirazi et 
al., 2013; Al-Amoudi et al., 2015; Elobaid et al., 2016; 
Padela et al., 2018). This is because they perceived it as 
shameful to talk about their breast or body (Islam et al., 
2017). This finding correlated to an included study that 
found the influence of cultural beliefs of Muslim women 
which regarded their breast as an intimate and personal 
organ that should not be openly discussed. As such, they 
felt embarrassed to talk or get involved in BC screening 
(Islam et al., 2017). The review also found that culturally, 
Muslim women were taught to keep their breasts for their 
spouse’s satisfaction and as such this perception prevented 
women from undergoing screening administered by male 
providers (Zorogastua et al., 2017). Key informants from 
the included studies reported that Muslim women are 
expected to prioritize the health of their families before 
their own health (Padela et al., 2012; Islam et al., 2017). 
Due to this, many Muslim women delay or do not seek 
preventive BC screening (Islam et al., 2017). Further, 
an included study indicated that work and childcare 
commitments were common barriers for adopting BC 
screening practices particularly if they do not have a 
flexible work schedule (Saadi et al., 2015).

The religious views and values of Muslim women also 
influence their health behaviors such as upholding their 
modesty when choosing health interventions (Padela et al., 
2014; Amir et al., 2022). In this respect, it was reported in 
almost all the included studies that Muslim women were 
embarrassed to expose their breasts or bodies to healthcare 
providers especially to male healthcare providers (Salman, 
2012; Kawar, 2013; Shirazi, 2013; Mukem et al., 2015; 
Saadi et al., 2015; Elobaid et al., 2016; Padela et al., 
2016; Islam et al., 2017; Vahabi et al., 2017; Padela et 
al., 2018; Shaw et al., 2018; Alatrash, 2020). Modesty 
appeared to significantly influence Muslim women’s 
health decision-making. Since modesty is often viewed in 
the context of gender dissonant care, there were concerns 
about how women should interact with male healthcare 
providers which then could cause refusal of treatment of 
Muslim women mainly due to the medical mistrust of male 
healthcare providers (Salman, 2012; Elobaid et al., 2016; 
Islam et al., 2017; Zorogastua et al., 2017). Additionally, 
adherence to religious teaching in covering the aurah 
caused some Muslim women to have a particular concern 
about having close physical contact and exposing their 
body parts to others of the opposite gender (Salman, 2012).

BC stigma 
BC stigma was indicated to significantly influence BC 

screening practices among Muslim women with BC (Raza 
et al., 2012; Kawar, 2013; Elobaid et al., 2016; Alatrash, 
2020; Soffer et al., 2020). Inclusive studies indicated that 
there was a concern of healthcare providers living in the 
same village (Mukem et al., 2015) as well as fear of being 
seen by neighbours and acquaintances while attending 
BC screenings (Alatrash, 2020). This could be due to 
their worries about screening privacy and embarrassment 
(Mukem et al., 2015; Alatrash, 2020). This review also 

as being a contagious disease. On the contrary, Al-Amoudi 
et al. (2015) reported that although some people knew 
that BC was not contagious, the prevalence of cultural 
beliefs led them to have misconceptions about the disease. 
Further, an included study conducted on Omani women 
found that the belief in the “evil eye” or envy as the 
cause of BC is prevalent among young and unmarried 
women. It was further reported in the study that most of 
the participants from all education levels tended to agree 
with this belief of the “evil eye” and was highest among 
those with low education (Alkhasawneh et al., 2016).

Cultural and religious belief
Widespread cultural beliefs on alternative treatments 

to BC were found to inhibit the adoption of BC screening 
among Muslim women. This includes the belief in healing 
through herbal medications, incantation or holy water 
(Shaw et al., 2018; Madkhali et al., 2019) as well as the 
belief in black magic (Kawar, 2013; Alkhasawneh et al., 
2016; Elobaid et al., 2016; Shaw et al., 2018). The findings 
of this review indicated that in the Malay culture, low 
participation in BC screening uptake was associated with 
distrust in modern medicine and the inclination towards 
traditional medicine (Shaw et al., 2018). This finding 
is consistent with another study conducted by Citrin et 
al., (2012) in which BC patients refused chemotherapy 
and radiotherapy even though it is proven to be safe and 
efficacious. This is because they perceived that alternative 
therapies are safer and can fulfil their psychological needs 
(Moschèn et al., (2001). 

In the included studies, some Muslim women believe 
that BC was fated and therefore could or should not be 
prevented. Hence, participating in BC screening was futile 
and interference with God’s will. Most of the included 
studies reported a high degree of fatalistic beliefs had 
led to a lower BC screening participation (Kawar, 2013; 
Saadi et al., 2015;  Padela et al., 2016; Islam et al., 2017; 
Kissal et al., 2018; Shaw et al., 2018; Padela et al., 2019; 
Soffer et al., 2020). The finding is also in line with a study 
carried out by Shirazi et al., (2013) that reported fatalism 
was a barrier to BC screening among Muslim women. 
This is because women who strongly believe that BC is 
the will of God will regard BC as a divine punishment or 
test and treatment of BC is only effective if God allows 
it. Hence, they surrendered their fate completely to their 
destiny (Hajian et al., 2017). In the included study carried 
out by Kissal et al., (2018), it was reported that women 
with low education have high perceived level of fatalism. 
They believed that illnesses were divinely ordained and 
tragic events happened because of God and cannot be 
avoided. As such, Muslim women with fatalism beliefs 
may feel powerless as they perceived BC was fated 
(Shirazi et al., (2013).

Cultural and religious barrier
The findings of this review also found that some 

Muslim women were reluctant to discuss their breast 
health and screening. This then could influence their 
decision on BC screening uptake. Further, patriarchal 
marital beliefs and gender roles were also found to 
influence the support for Muslim women to undergo BC 



Moey Soo Foon et al

Asian Pacific Journal of Cancer Prevention, Vol 233980

discovered that some Muslim women felt ashamed to 
admit if they are diagnosed with BC (Zorogastua et 
al., 2017). It was further reported that some Muslim 
women were concerned with an altered image of losing 
their breast and becoming less attractive and feminine 
if diagnosed with BC (Madkhali et al., 2019). This is 
because culturally, the women’s breasts is associated with 
motherhood, feminity, security and sexual desire. Hence, 
it will impact the women’s coping role if they were to 
lose one or both breasts or the risk of having misaligned 
breasts (Madkhali et al., 2019). As such, BC stigma is a 
major source of psychological distress mediated through 
body image among Muslim women (Amini-Tehrani et 
al., 2021).

Fear of BC 
Poor BC screening uptake among Muslim women was 

found to be attributed to fear of BC diagnosis (Kawar, 
2013; Saadi et al., 2015; Kissal et al., 2018; Padela et 
al., 2018; Alatrash, 2020). Fear of BC diagnosis was 
so significant amongst Muslim women almost at a 
paralyzing level to an extent of even hearing or talking 
about it. Fear of BC treatment and visible body image 
changes such as hair loss and breast deformity that 
take place after treatment were reported as fear of BC 
diagnosis. Hence, they prefer not to know which then 
obstructed them from pursuing BC screening (Kawar, 
2013; Saadi et al., 2015; Kissal et al., 2018; Padela et 
al., 2018; Alatrash, 2020). Further, it was indicated that 
some Muslim women fear of mammographic screening 
procedures (Zorogastua et al., 2017; Alatrash, 2020) due 
to fear of pain (Al-Amoudi et al., 2015; Mukem et al., 
2015; Saadi et al., 2015; Padela et al., 2018) and would 
rather avoid undergoing the procedure. Additionally, fear 
of finding breast abnormalities even if it is benign could 
evoke fear of death and as such, they prefer not to know 
(Madkhali et al., 2019; Alatrash, 2020). Furthermore, an 
inclusive study suggested that some Muslim women who 
were diagnosed with BC perceived that they had done 
something “bad” and fear of rejection by family, friends 
and husbands and hence will delay screening until it is at 
an advanced stage (Islam et al., 2017). 

Based on this review, Muslim women have socio-
ethical misconceptions about what constitutes health 
and what determines good health practices as well as 
on the nature and etiology of BC. Further, the review 
suggested that Muslim women have construed cultural 
and religious beliefs on BC fatality and were inclined to 
adopt alternative treatments such as holy water and black 
magic. Cultural barriers such as reluctance to discuss on 
breast health issues as well as the influence of family 
relationship were also found to impact the uptake of BC 
screening. Religious views and values of Muslim women 
were also indicated to influence their health behaviors 
such as upholding their modesty when choosing health 
interventions. BC stigma was also found to be a key source 
of psychological distress mediated through body image 
among Muslim women. Fear of BC impact such as BC 
screening and diagnosis as well as rejection from spouse 
were among the factors that discouraged Muslim women 

from undergoing BC screening. Therefore, this study 
suggests the implementation of efforts in a comprehensive 
and holistic manner using numerous approaches to ensure 
efficiency and effectiveness in educating Muslim women 
to increase the rate of BC screening in reducing morbidity 
and mortality caused by the disease. 
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