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Introduction

Cancer screening is the process of looking for cancer or 
pre-cancerous conditions in individuals who do not show 
any symptoms. The goal of screening is to detect cancer 
at an early stage when it may be more treatable or even 
preventable. However, it’s important to note that not all 
types of cancer have established and effective screening 
methods [1, 2].

The American Cancer Society cites studies showing 
a significant decrease in colorectal cancer deaths in 
populations with regular screening using colonoscopy 
or fecal occult blood tests [3]. Furthermore, the National 
Cancer Institute highlights research demonstrating 
that regular mammograms lead to earlier detection and 
improved survival rates for breast cancer [4].

However, Munakampe et al. [5] explored barriers to 
cervical cancer screening in Uganda, a Middle Eastern 
country. It identified factors like language barriers, cultural 
beliefs about the female body, and limited knowledge 
about the disease as significant deterrents [5]. Another 
study by Ninsiima et al. [6] investigated barriers to 
colorectal cancer screening among adults in Jordan. They 
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found that misconceptions about the test, fear of a cancer 
diagnosis, and lack of awareness about screening programs 
were major obstacles [6]. Cancer screening is an effective 
method of prevention in Jordan, with various screening 
tools available [7]. The Department of Health offers 
screening programs for prostate and colorectal cancers, 
accessible at public and private healthcare facilities [8]. 
Despite these services, studies in middle east countries 
show low participation rates due to barriers like language, 
misconceptions, and limited knowledge [5, 6]. However, 
limited research exists on cancer screening among men in 
Amman, considering cultural differences [9, 10, 5]. This 
study aims to investigate cancer screening utilization and 
its influencing factors among men in Amman.

Materials and Methods

The study received ethical approval from the Holistic 
Health Care Resources (HHCR) committee under the 
reference number 312-2014. It employed a two-phase 
mixed-method design, a research approach that combines 
both quantitative and qualitative methods to provide a 
comprehensive understanding of a phenomenon.
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For the quantitative phase (Phase 1), participants 
provided implied consent before completing the survey, 
which was administered by an interviewer in-person. Data 
collection took place between June 2022, and April 2023. 
The survey included 23 questions and took an average 
of 10 min to complete (including eligibility screening, 
consent procedures, and survey administration). 

A structured questionnaire was employed to gather 
data for the study’s objectives. It began with a brief 
explanation of the study’s purpose and an informed 
consent statement, followed by three sections. The first 
section focused on demographics, containing eight 
questions in both multiple-choice and gap-filling formats, 
covering variables such as age, gender, monthly income, 
and educational level. The second section comprised 10 
questions related to the screening uptake scale. The final 
section included five multiple-choice questions regarding 
screening modalities. At the conclusion of the survey, 
participants received a copy of the consent form, a thank 
you note. In total, The authors screened 250 participants, 
32 of whom were ineligible. Of the remaining 218 eligible 
participants, 9 did not complete the survey. Thus, the final 
analytic sample included 209 participants.

For the qualitative phase (Phase 2), the authors 
involved focus group interviews with 30 participants 
selected from Phase 1 using purposive sampling. 
Purposive sampling involves selecting participants based 
on specific criteria relevant to the research question. In this 
case, it likely aimed to include individuals with diverse 
characteristics related to cancer screening utilization [11]. 
The focus group interviews were designed to explore in-
depth the factors influencing cancer screening utilization 
[12, 13]. This phase aimed to collect qualitative data, 
likely through discussions and narratives, to identify and 
understand the underlying themes related to the utilization 
of cancer screening services [14, 15].

Quantitative data from Phase 1 were analyzed using 
descriptive statistics [16], which involves summarizing 
and presenting data to provide an overview of the survey 
results. On the other hand, qualitative data from Phase 
2 underwent content analysis [14]. Content analysis is 
a method used to systematically analyze the content of 
textual, visual, or audio data, in this case, the transcripts 
of focus group interviews [17, 18]. The goal was likely 
to identify and categorize themes, patterns, or key factors 
that emerged from participants’ responses [19].

Overall, this research design allows for a more 
comprehensive exploration of the factors influencing 
cancer screening utilization by integrating the strengths 
of both quantitative and qualitative research methods. The 
combination of survey data and focus group interviews 
provides a more nuanced and holistic understanding of 
the complexities surrounding cancer screening behavior 
in the specific context of men in Amman.

Results

Demographic Insights into Study Participants
The survey conducted in Amman, Jordan involved 

209 participants, reflecting a diverse demographic profile. 
The participants were primarily composed of individuals 

from three main nationalities: Syrian (32.5%), Palestinian 
(33.4%), and Iraqis (34.0%). Notably, there was one 
participant who did not specify their nationality. This 
blend of nationalities reflects the multicultural nature of 
the region and adds richness to the survey’s data [20].

In terms of age distribution, the participants exhibited a 
wide range. Approximately 24.7% fell within the 41 to 50 
age group, while a majority (56.0%) were between 51 and 
60 years old. Furthermore, 19.3% of the participants were 
61 years old or older. This diversity in age groups suggests 
a comprehensive representation of different generations, 
allowing for a more nuanced understanding of the issues 
under consideration. The educational background of 
the participants varied significantly. About 21.2% had 
attained tertiary education or higher, indicating a segment 
of the population with advanced academic qualifications. 
On the other hand, 21.9% had completed only primary 
education, and the majority (56.9%) had achieved 
secondary education. This educational diversity is crucial 
for interpreting the survey findings, as it reflects varying 
levels of access to knowledge and resources among the 
participants.

Regarding employment status, the participants 
displayed a range of occupations. A minority, comprising 
30.6%, reported being employed either full- or part-time. 
In contrast, a substantial majority (57.4%) identified as 
homemakers, highlighting the importance of considering 
different socio-economic backgrounds and roles within the 
community (Table 1). A small percentage of participants, 
specifically 1.8%, reported a family history of cancer. 
While this percentage may seem low, it underscores the 
importance of investigating potential health concerns 
within the population. Family history can be a crucial 
factor in understanding the prevalence and impact of 
diseases, including cancer, within communities [21].

In conclusion, the survey in Amman, Jordan, involving 
209 participants, provides a comprehensive snapshot 
of the region’s demographic diversity. The inclusion 
of individuals from different nationalities, age groups, 
educational backgrounds, and employment statuses 
contributes to the richness and depth of the data collected. 
This diversity allows for a more nuanced analysis of the 
survey findings and facilitates a better understanding of the 
challenges and opportunities within the community [22].

Cancer screening 
The survey findings revealed extremely low rates 

of cancer screening participation among participants 
in Amman. Specifically, the uptake of prostate specific 
antigen test among men aged 40 or older was only 36.9%, 
while digital rectal examination for men aged 61 and above 
were completed by just 25.9% of participants. Colorectal 
cancer screening had an even lower uptake, with only 9.9% 
of those aged 50 or older having undergone screening. 
Similarly, prostate cancer screening was notably low, with 
only 4.9% of male participants aged 50 or older having 
received a PSA test. These statistics highlight a significant 
underutilization of cancer screening services.

Obstacles to the utilization of cancer screening
By analyzing qualitative data gathered from focus 
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prevailing perception among the study cohort was that 
screenings were deemed necessary solely in response to 
physical discomfort or noticeable symptoms [24].

The culmination of these findings underscores a 
significant deficiency in the participants’ comprehension 
of the purpose and importance of cancer screening. The 
lack of accurate information about cancer, coupled with 
misconceptions and inadequate awareness of screening 
methods, points to a critical need for targeted educational 
initiatives aimed at enhancing health literacy in this regard 
[25, 26]. Addressing these knowledge gaps is essential 
for fostering a proactive approach to cancer prevention 
through regular screenings, ultimately contributing to 
improved health outcomes and early detection of the 
disease.

Challenges in Accessing Health Information
Participants in the study underscored that the restricted 

availability of healthcare professionals negatively 
influenced their engagement with cancer screening 
services. The language barrier emerged as a prominent 
obstacle, creating challenges in effective communication 
with healthcare providers and comprehending medical 
information [27]. Some participants proposed that 
government-backed initiatives to enhance medical 
information comprehension within the population could 
ameliorate access to healthcare [28]. Additionally, concerns 
were raised about language barriers potentially impeding 
healthcare professionals from fully understanding 
patients’ symptoms or concerns, thereby complicating the 
healthcare dynamic. In summary, the research emphasized 
the pivotal role of addressing language barriers in 
facilitating enhanced utilization of healthcare services.

To surmount language barriers in healthcare settings, 
certain participants leaned on the support of friends or 
family members who accompanied them as caregivers. 
This collaborative approach was deemed indispensable 
for comprehending medical instructions and information 
relayed by healthcare professionals, serving as a vital 
means to bridge the language gap and facilitate effective 
communication throughout healthcare encounters.

Despite the government’s efforts to provide health 
information, some participants found these materials 
difficult to understand, describing them as overly formal 
and not user-friendly, especially for those who may not 
be familiar with medical terminology [29, 30].

Culturally-Informed Health Communications
Despite recognizing the importance of cancer 

screenings, family obligations and demanding work 
schedules, especially for males, frequently posed barriers 
to attending these screenings. Irregular working hours 
and prolonged wait times at healthcare facilities were 
identified as key hindrances.

Additionally, individuals from a male background 
emphasized their inclination towards healthcare providers 
of the same gender [31]. They showed a preference for 
male doctors specifically for prostate and colorectal 
screenings, and male participants indicated a desire for 
same-sex doctors during routine health checkups. These 
preferences were influenced by cultural and religious 

group interviews, three key factors have been recognized 
as hindrances that deterred participants in the study 
from accessing cancer screening services. The following 
sections will provide a detailed elaboration of these 
factors.

Lack of health literacy
The study participants exhibited a noteworthy 

lack of knowledge regarding cancer, encompassing its 
prevalence, consequences, and underlying causes. Within 
this context, prevalent misconceptions were identified, 
wherein some attributed cancer to divine acts or trivial, 
unhealed wounds. Unfounded beliefs linking cancer to 
factors like wearing tight clothing and consuming frozen 
foods also surfaced. Moreover, a prevailing sentiment 
among many participants was that cancer was inherently 
incurable [23].

Furthermore, there was a limited awareness among 
participants regarding advanced technology employed 
in cancer detection, and a lack of specific knowledge 
concerning various screening methods. Notably, the 

Variables (Mean, SD) N (%)
Age
     41 to 50 years old 51 (24.7)
     51 and 60 years old 117 (56.0)
     61 years old or older 41(19.3)
Nationalities
     Syrian 68 (32.5)
     Palestinian 69 (33.4)
     Iraqis 71 (34.0)
     Unknown 1 (2)
Marital status
     Single 3 (1)
     Married 200 (96)
     Divorced/widowed 6 (3)
Educational level
     Primary 45 (21.9)
     Secondary 118 (56.9)
     Tertiary 44 (21.2)
Employment Status
     Full or Part-time 63 (30.6)
     Homemakers 119 (57.4)
     Retired 27 (12)
Salary/month
     More than 800 JD 188 (90)
     Less than 800 JD 21 (10)
Insurance 
     Yes 198 (95)
     No 11 (5)
Family History of Cancer
     Yes 206 (98.2)
     No 3 (1.8)

Table 1. Demographic Insights into Study Participants 
(N= 209)
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factors, highlighting the importance of aligning healthcare 
practices with deeply ingrained beliefs [32].

In conclusion, cultural and religious factors 
significantly shape the healthcare decisions and access 
to cancer screenings . The intricate interplay of familial 
dynamics, work commitments, and cultural preferences 
underscores the importance of tailoring healthcare 
services to align with the unique needs and values of this 
demographic.

Discussion

The research findings verified a significantly low rate 
of cancer screening participation among men, aligning 
with previous studies [33-35]. A mere 37% or less had 
engaged in any dedicated cancer screening tests. This 
highlights a pressing necessity for implementing strategies 
aimed at increasing awareness among men regarding the 
crucial role of cancer screening in preventive healthcare.

The research also unveiled that men possessed limited 
awareness about cancer and harbored misconceptions 
about the illness, echoing observations made in studies 
conducted in Western nations [36-38]. This deficient 
understanding and the presence of misconceptions 
emerged as substantial impediments to the adoption 
of cancer screening. Effectively addressing these 
challenges necessitates targeted educational campaigns 
to enhance awareness about cancer prevention measures, 
with a specific focus on the significance of screening. 
Implementing comprehensive health education programs 
in schools becomes instrumental in educating young 
individuals about health promotion and the critical role 
of early cancer detection through screening.

Engaging in partnerships with community centers 
can serve as a catalyst for impactful health education 
interventions [39, 40]. Employing a range of diverse 
methods, including presentations, videos, informational 
booklets, group discussions, and individual counseling, 
proves effective in disseminating health information, 
particularly regarding cancer prevention. Essential to 
the success of these interventions is a commitment to 
cultural sensitivity in their design, ensuring linguistic 
appropriateness and cultural relevance.

A pivotal strategy is integrating community health 
workers into these initiatives [41, 42]. By leveraging 
individuals who share the same cultural background as the 
participants, the interventions can draw on their firsthand 
understanding of cultural beliefs and practices. This 
approach enhances the effectiveness of the interventions 
by establishing a connection built on shared experiences 
and cultural nuances [39, 40]. Addressing the substantial 
barriers to cancer screening arising from insufficient 
health knowledge and misconceptions underscores the 
importance of healthcare professionals, including nurses, 
possessing effective communication skills in patient 
interactions. Implementing training programs becomes 
crucial to augment their proficiency in providing culturally 
sensitive healthcare services [43]. These strategies are 
designed to enhance the dissemination of information 
on cancer prevention, especially among individuals with 

limited or low health literacy levels.
In conclusion, men encounter significant challenges 

contributing to a low adoption of cancer screening, 
encompassing poor health literacy, language barriers, 
limited access to health information and screening 
services, and cultural factors. To effectively overcome 
these hurdles, the implementation of culturally sensitive 
educational interventions is essential. These initiatives 
should be led by Community Health Workers, aiming to 
improve understanding of cancer prevention measures 
among men and heighten awareness about the screening 
services that are accessible to them.

Author Contribution Statement

Mr. Rami Hejase: Conceived, designed the 
experiments, performed the experiments;  and wrote 
the paper. Dr. Ahmad Mahmoud Saleh: Analyzed and 
interpreted the data and wrote the paper. Dr. Hassanat 
R. Abdel-Aziz: Contributed reagents, materials, analysis 
tools, or data and wrote the paper.

Acknowledgements

This study is supported via funding from Prince 
Sattam Bin Abdulaziz University project number 
(PSAU/2023/R/1445).

Declaration of conflicting interests
The author(s) declared no potential conflicts of interest 

with respect to the research, authorship and/or publication 
of this article.

References

1. Cardoso R, Guo F, Heisser T, Hackl M, Ihle P, De Schutter 
H, et al. Colorectal cancer incidence, mortality, and stage 
distribution in european countries in the colorectal cancer 
screening era: An international population-based study. 
Lancet Oncol. 2021;22(7):1002-13. https://doi.org/10.1016/
s1470-2045(21)00199-6.

2. Willauer AN, Liu Y, Pereira AAL, Lam M, Morris JS, Raghav 
KPS, et al. Clinical and molecular characterization of early-
onset colorectal cancer. Cancer. 2019;125(12):2002-10. 
https://doi.org/10.1002/cncr.31994.

3. Dizon DS, Kamal AH. Cancer statistics 2024: All hands 
on deck. CA Cancer J Clin. 2024;74(1):8-9. https://doi.
org/10.3322/caac.21824.

4. Van Loon K, Breithaupt L, Ng D, DeBoer RJ, Buckle 
GC, Bialous S, et al. A roadmap to establishing global 
oncology as a priority initiative within a national cancer 
institute-designated cancer center. J Natl Cancer Inst. 
2024;116(3):345-51. https://doi.org/10.1093/jnci/djad255.

5. Munakampe MN, Zulu JM, Michelo C. Contraception 
and abortion knowledge, attitudes and practices among 
adolescents from low and middle-income countries: A 
systematic review. BMC Health Serv Res. 2018;18(1):909. 
https://doi.org/10.1186/s12913-018-3722-5.

6. Ninsiima LR, Chiumia IK, Ndejjo R. Factors influencing 
access to and utilisation of youth-friendly sexual and 
reproductive health services in sub-saharan africa: A 
systematic review. Reprod Health. 2021;18(1):135. https://
doi.org/10.1186/s12978-021-01183-y.

7. Musa J, Achenbach CJ, O’Dwyer LC, Evans CT, McHugh 



Asian Pacific Journal of Cancer Prevention, Vol 25 2659

DOI:10.31557/APJCP.2024.25.8.2655
From Insights to Impact

M, Hou L, et al. Effect of cervical cancer education and 
provider recommendation for screening on screening 
rates: A systematic review and meta-analysis. PLoS One. 
2017;12(9):e0183924. https://doi.org/10.1371/journal.
pone.0183924.

8. Brand Bateman L, Khamess S, Abdelmoneim SE, Arafat 
W, Fouad MN, Khamis Y, et al. Designing an effective 
colorectal cancer screening program in egypt: A qualitative 
study of perceptions of egyptian primary care physicians and 
specialists. Oncologist. 2020;25(10):e1525-e31. https://doi.
org/10.1634/theoncologist.2019-0687.

9. Al Qadire M, Alkhalaileh M, ALBashtawy M. Lifestyle and 
dietary factors and prostate cancer risk: A multicentre case-
control study. Clin Nurs Res. 2019;28(8):992-1008. https://
doi.org/10.1177/1054773818757311.

10. Foerster B, Pozo C, Abufaraj M, Mari A, Kimura S, 
D’Andrea D, et al. Association of smoking status with 
recurrence, metastasis, and mortality among patients 
with localized prostate cancer undergoing prostatectomy 
or radiotherapy: A systematic review and meta-analysis. 
JAMA Oncol. 2018;4(7):953-61. https://doi.org/10.1001/
jamaoncol.2018.1071.

11. Mitchell M, Wu S, Zaldivar A, Barnes P, Vasserman L, 
Hutchinson B, Spitzer E, Raji ID, Gebru T. Model cards 
for model reporting. InProceedings of the conference on 
fairness, accountability, and transparency 2019 Jan 29 (pp. 
220-229).

12. Adler K, Salanterä S, Zumstein-Shaha M. Focus group interviews 
in child, youth, and parent research: An integrative literature 
review. Int J Qual Methods. 2019;18:160940691988727. 
https://doi.org/10.1177/1609406919887274.

13. Gawlik K. Focus group interviews. Qualitative 
Methodologies in Organization Studies: Volume II: Methods 
and Possibilities. 2018:97-126. 

14. Flick U. Doing qualitative data collection–charting the 
routes. The SAGE handbook of qualitative data collection. 
2018:1-6.

15. Welford J, Sandhu J, Collinson B, Blatchford S. Collecting 
qualitative data using a smartphone app: Learning from 
research involving people with experience of multiple 
disadvantage. Methodol Innov. 2022;15(3):193–206. 

16. Stockemer D, Stockemer G, Glaeser J. Quantitative methods 
for the social sciences. Cham, Switzerland: Springer 
International Publishing; 2019.

17. Krippendorff K. Content analysis: An introduction to its 
methodology. Sage publications; 2018 May 9.

18. Narin NG. A content analysis of the metaverse articles. 
Journal of metaverse. 2021;1(1):17–24. 

19. Blaya C. Cyberhate: A review and content analysis of 
intervention strategies. Aggression and Violent Behavior. 
2019;45:163-72. https://doi.org/https://doi.org/10.1016/j.
avb.2018.05.006.

20. Dou Y, Yu X, Bakker M, De Groot R, Carsjens GJ, Duan 
H, Huang C. Analysis of the relationship between cross-
cultural perceptions of landscapes and cultural ecosystem 
services in genheyuan region, northeast china. Ecosyst Serv. 
2020;43:101112. 

21. Keum N, Giovannucci E. Global burden of colorectal cancer: 
Emerging trends, risk factors and prevention strategies. Nat 
Rev Gastroenterol Hepatol. 2019;16(12):713-32. https://doi.
org/10.1038/s41575-019-0189-8.

22. Altarriba Bertran F, Jhaveri S, Lutz R, Isbister K, Wilde D. 
Making sense of human-food interaction. InProceedings of 
the 2019 CHI Conference on Human Factors in Computing 
Systems 2019 May 2 (pp. 1-13).

23. Price B. Terrorism as cancer: How to combat an incurable 
disease. Terrorism Violence Political. 2017;31:1-25. https://

doi.org/10.1080/09546553.2017.1330200.
24. Lebares CC, Guvva EV, Ascher NL, O’Sullivan PS, 

Harris HW, Epel ES. Burnout and stress among us surgery 
residents: Psychological distress and resilience. J Am 
Coll Surg. 2018;226(1):80-90. https://doi.org/10.1016/j.
jamcollsurg.2017.10.010.

25. Sørensen K. Defining health literacy: Exploring differences 
and commonalities. InInternational handbook of health 
literacy 2019 Jul 31 (pp. 5-20). Policy Press.

26. Sørensen K, Levin-Zamir D, Duong TV, Okan O, Brasil 
VV, Nutbeam D. Building health literacy system capacity: 
A framework for health literate systems. Health Promot Int. 
2021;36(Supplement_1):i13-i23. https://doi.org/10.1093/
heapro/daab153.

27. Ali PA, Watson R. Language barriers and their impact on 
provision of care to patients with limited english proficiency: 
Nurses’ perspectives. J Clin Nurs. 2018;27(5-6):e1152-e60. 
https://doi.org/10.1111/jocn.14204.

28. Oliffe M, Thompson E, Johnston J, Freeman D, Bagga H, Wong 
PKK. Assessing the readability and patient comprehension of 
rheumatology medicine information sheets: A cross-sectional 
health literacy study. BMJ Open. 2019;9(2):e024582. https://
doi.org/10.1136/bmjopen-2018-024582.

29. Pentikäinen M. On the Definitions of Medical Terms in 
Dictionaries (Master’s thesis). 2020.

30. Tyson L. Critical theory today: A user-friendly guide. 
Routledge; 2023 Apr 25.

31. Lips HM. Sex and gender: An introduction. Waveland Press; 
2020 Apr 10.

32. Doerry K, Oh J, Vincent D, Fischer L, Schulz-Jürgensen 
S. Religious and cultural aspects of organ donation: 
Narrowing the gap through understanding different religious 
beliefs. Pediatr Transplant. 2022;26(7):e14339. https://doi.
org/10.1111/petr.14339.

33. Hall IJ, Tangka FKL, Sabatino SA, Thompson TD, Graubard 
BI, Breen N. Patterns and trends in cancer screening in the 
united states. Prev Chronic Dis. 2018;15:E97. https://doi.
org/10.5888/pcd15.170465.

34. Lauby-Secretan B, Vilahur N, Bianchini F, Guha N, Straif 
K. The iarc perspective on colorectal cancer screening. N 
Engl J Med. 2018;378(18):1734-40. https://doi.org/10.1056/
NEJMsr1714643.

35. Levin TR, Corley DA, Jensen CD, Schottinger JE, Quinn 
VP, Zauber AG, et al. Effects of organized colorectal 
cancer screening on cancer incidence and mortality in a 
large community-based population. Gastroenterology. 
2018;155(5):1383-91.e5. https://doi.org/10.1053/j.
gastro.2018.07.017.

36. Kim J, DeBerardinis RJ. Mechanisms and implications 
of metabolic heterogeneity in cancer. Cell Metab. 
2019 ;30(3 ) :434-46 .  h t tps : / /do i .o rg /10 .1016 / j .
cmet.2019.08.013.

37. Oladimeji O, Bidemi YO, Olufisayo JA, Sola AO. Prostate 
cancer awareness, knowledge, and screening practices 
among older men in oyo state, nigeria. Int Q Community 
Health Educ. 2009;30(3):271-86. https://doi.org/10.2190/
IQ.30.3.g.

38. Ramamurthy P, Sharma D, Thomson P. Oral cancer awareness 
in patients attending university dental clinics: A scoping 
review of australian studies. Aust Dent J. 2022;67(1):5-11. 
https://doi.org/10.1111/adj.12877.

39. Butterfoss FD, Goodman RM, Wandersman A. Community 
coalitions for prevention and health promotion. Health Educ 
Res. 1993;8(3):315-30. https://doi.org/10.1093/her/8.3.315.

40. Wandersman A, Florin P. Community interventions and 
effective prevention. Am Psychol. 2003;58(6-7):441-8. 
https://doi.org/10.1037/0003-066x.58.6-7.441.



Aishah Ibraheem Al Daragemeh et al

Asian Pacific Journal of Cancer Prevention, Vol 252660

41. Haines A, Sanders D, Lehmann U, Rowe AK, Lawn JE, Jan S, 
et al. Achieving child survival goals: Potential contribution of 
community health workers. Lancet. 2007;369(9579):2121-
31. https://doi.org/10.1016/s0140-6736(07)60325-0.

42. Surjaningrum ER, Minas H, Jorm AF, Kakuma R. The 
feasibility of a role for community health workers in 
integrated mental health care for perinatal depression: 
A qualitative study from surabaya, indonesia. Int J Ment 
Health Syst. 2018;12:27. https://doi.org/10.1186/s13033-
018-0208-0.

43. Bartel AP. Productivity gains from the implementation of 
employee training programs. Industrial Relations: A Journal 
of Economy and Society. 1994;33(4):411-25. https://doi.
org/https://doi.org/10.1111/j.1468-232X.1994.tb00349.x.

This work is licensed under a Creative Commons Attribution-
Non Commercial 4.0 International License.


