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ABSTRACT

Background: Literature review shows barriers to clinical breast examination (CBE) are 
primarily due to lack of knowledge and non-availability of services. Breast cancer aware-
ness and screening program implemented in the low socio-economic group in the city 
of Mumbai focussed on raising awareness levels and motivating women for CBE. The 
participation rate for CBE despite providing information and services was only 40%–50%. 
The aim of the study is to understand the barriers to undergo CBE and seek suggestions 
for increasing their participation.
Methods: A qualitative research study design using in-depth interview technique was 
conducted in women residing in a low socio-economic area in the city of Mumbai. 
Thirty-four women, selected using purposive sampling technique, were interviewed in a 
community setting using a semi-structured in-depth interview tool. Women who were 
between 40 and 69 years and who had received health education but had not undergone 
CBE constituted the study sample. Results of the study are presented by the coding of 
the responses of the participants into the broad thematic area.
Results: The major barriers to CBE were social reasons that included the women’s prior-
ity to household chores, lack of support from family members, stress caused due to rela-
tionship problems, etc. Emotional disturbances due to family stress were attributed as a 
reason for not remembering the contents of health talk on breast cancer. Misconceptions 
despite health education sessions by the health workers prevailed.
Conclusions: Giving information may not be sufficient to change health-seeking behav-
ior. There is a need to sensitize women to accord priority to their own health and teach 
them to deal with emotional stress and find ways to overcome social barriers.
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Introduction

Among all the cancers in women, breast cancer ranks 
number one globally. India is observing an increase 
in the number of breast cancers over the past few 
years. According to the GLOBOCAN Project reports, 
India has an estimated age-standardized incidence 
rate of 24.7/lakh population; a 5-year prevalence of 
105.5/lakh population and age-standardized mortal-
ity rate of 13.4/lakh population [1]. Most breast can-
cers develop after the age of 50 years [2]. However, 
in Indian women, the age at which women get breast 
cancer is much lower than in developed countries, 
almost a decade earlier [3–5].

The various methods available for early detec-
tion of breast cancer are mammography, clinical 
breast examination (CBE), and self-breast exam-
ination (SBE). According to the United States 
Preventive Service Task Force, women between 50 
and 74 years of age should undergo mammography 
once in 2 years [6]. There is insufficient evidence 
to show the benefit of CBE and SBE, as reported by 
American Cancer Society [7]. However, in Indian 
settings, due to limited facilities for mammography, 
the high cost of mammography, and the absence 
of national breast cancer screening programs, the 
only option seems to be CBE and SBE [8].
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Among the barriers to utilization of breast cancer 
screening services cited in the literature, the major 
barriers include poor knowledge about breast can-
cer and the non-availability of breast cancer screen-
ing services [9,10]. In general, awareness of breast 
cancer is poor in India [8,11,12]. A study by Gupta 
et al. [13] revealed low levels of literacy on breast 
cancer risk factors among Indian women, irre-
spective of their socio-economic and educational 
background.

In the Breast Cancer Awareness and Screening 
Project, implemented by our institute, we tried to 
address these barriers. Information on breast can-
cer was provided to the women through door-to-
door home visit by the health workers using a flip 
chart. Services for free CBE and mammography 
were made available at an easily accessible site to 
women. Every 3–4 months, the health workers visit 
the women to motivate them for CBE and emphasize 
on the importance of doing SBE. The project focused 
on motivating women between 40 and 69 years for 
CBE. Despite all these efforts, only 40%–50% of the 
women underwent CBE. We, therefore, wanted to 
understand Why women aged 40–69 years in urban 
slums are not undergoing clinical breast examination 
despite health education and reminder home visits.

In-depth interviewing is a qualitative research 
technique that involves conducting intensive indi-
vidual interviews with a small number of respon-
dents to explore their perspectives on a particular 
idea, program, or situation [14]. In-depth interview 
has several roles in program evaluation like explor-
ing the boundaries of a problem, obtaining a con-
text for a problem or issue, and evaluating potential 
solutions [15].

The specific objectives of the study were to 
identify the barriers to undergoing CBE, assess 
knowledge and attitude about breast cancer, assess 
perceived susceptibility to breast cancer, and seek 
suggestions for improving the utilization of breast 
cancer screening services.

It is hoped that knowledge about barriers to 
undergoing CBE identified in the study would help 
in designing an effective breast cancer screening 
program and guide the designing of the training 
curriculum for health care workers.

Methods

Study settings

The study was conducted in Pratikshanagar sit-
uated in the F-North ward of Mumbai after 

obtaining approval of Institutional Ethics 
Committee. Pratikshanagar is predominantly a 
Hindu population with a mix of slums and buildings 
of low- and middle-income groups.

Study population

The study population comprised of women between 
40 and 69 years residing in the slums and buildings 
of low-income group. All these women received 
health education on breast cancer through the 
health workers of the Breast Cancer Awareness and 
Screening Project and were motivated to attend the 
free weekly Well Woman Clinic.

Study participants

The study sample includes those women between 
40 and 69 years who have not undergone CBE even 
after receiving health education and six to eight 
reminder visits over a period of 2 years. They con-
sented to participate in the study.

Study design

It was a qualitative research study design using 
in-depth interview technique. In-depth interview 
technique seemed to be the best tool to explore in 
detail the barriers to undergo CBE.

Sampling method

A purposive sampling method was adopted for the 
study. The health workers identified women meet-
ing the inclusion criteria, explained to them about 
the research, and took their verbal consent for the 
study. Informed written consent was obtained from 
the participants by the researchers at the time of 
interview.

Study tool

The semi-structured in-depth interview tool in 
English guided the interview process. Each woman 
was asked what she knew about breast cancer, risk 
factors for breast cancer, susceptibility to breast can-
cer, the practice of SBE, and the importance of CBE 
and mammography for early detection of breast can-
cer. Reasons for not undergoing CBE were explored 
in detail trying to unravel the circumstances and 
beliefs that were preventing her from undergoing 
CBE. They were also asked to suggest measures for 
increasing their participation in CBE.

Study duration

The study duration was 3 months from April 2016 
to June 2016.
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Data collection

The interviews were conducted by the first two 
authors who are M.D. in Community Medicine and 
associated as faculty in a medical college. The first and 
third authors have previous experience in conduct-
ing qualitative research, and the second author has 
undergone formal training in qualitative research. 
The researchers did not have any prior contact with 
the participants of the study and met them for the 
first time. The researchers being females were able 
to strike a chord with the women who expressed 
their feelings and emotions comfortably.

The researchers visited the homes of the 
pre-identified women and took an informed written 
consent before conducting the interview. Interview 
was conducted in the local language in the presence 
of the health worker. Although most of the women 
were alone at home at the time of the interview, in 
some cases, the interviews were conducted when 
other family members were around. Total privacy 
for the interview was not possible, as all of the par-
ticipants resided in single room houses.

The researchers documented the interview in the 
in-depth interview tool capturing the participants ver-
batim in the local language in their notes. In addition, 
they made notes of their observations and impressions 
in the interview tool. At the end of the day, the research-
ers discussed with each other and finalized their notes.

Of the 37 women approached, three refused 
to participate due to lack of time. Each interview 
lasted 30–45 minutes and took a period of 1 month. 
After 34 interviews, data saturation was reached 
and the interviews were stopped.

Data analysis

The responses of the study participants were coded 
as they emerged in each interview. The responses 
were read and re-read carefully by the researchers 
to regroup the categories into broad thematic areas 
and coding them. Thematic analysis for quantifica-
tion of data and actual quotes from the women are 
presented to substantiate the quantitative data.

The research article is written according to 
the consolidated criteria for reporting qualitative 
research (COREQ)—32-item checklist for inter-
views and focus groups.

Results

Demographic profile

The average age of the 34 women was 51.8 years 
with a standard deviation of 8.3. Only one of the 

participants was unmarried. Educational status 
was low and many women did not respond to the 
question on the educational status. Majority of the 
women did not disclose the income of the family 
and has, therefore, not been presented in results. 
Majority of the women were neither employed nor 
engaged in an income generating activity (Table 1).

Knowledge and attitude toward breast cancer

Twenty women said they do not know anything 
about breast cancer. Women stated that they forgot 
what the health worker had told them, saying it was 
long time back they had received the information. 
A 48-year-old woman said I have some work or the 
other to do at home. I have lots of tensions at home. 
I did not pay attention to what she (health worker) 
was saying.

Lump in the breast as a sign of cancer was cited 
by 14 women. A few women also mentioned about 
change in shape and size of the breast. Incorrect 
responses like a lump in the abdomen, pain in the 
breast, tightness of the breast, and purulent dis-
charge were mentioned. Five women knew some-
one who had breast cancer, including two women 
whose maternal aunt was diagnosed with breast 
cancer. Family history increases the risk of breast 
cancer was mentioned by two women.

A few women felt that eating good food and 
green leafy vegetables will prevent breast cancer 

Table 1.  Demographic profile of study participants.

Variable Number (Percentage) 
n = 34

Age
  40–49 years 15 (44.1%)
  50–59 years 11 (32.4%)
  60–69 years 8 (23.5%)
Marital status
  Married, living with spouse 29 (85.3%)
  Widow 4 (11.8%)
  Unmarried 1 (2.9%)
Educational status
  Illiterate 5 (14.7%)
  1–4 years of schooling 4 (11.8%)
  5–7 years of schooling 6 (17.6%)
  8–10 years of schooling 5 (14.7%)
  11–12 years of schooling 2 (5.9%)
  No response 12 (35.3%)
Occupation
  Employed 3 (8.8%)
  Self-employed 3 (8.8%)
  Works at home 8 (23.5%)
  Not employed 20 (58.8%)
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while few mentioned that eating oily fried food is 
a risk factor. Tobacco addiction is another risk fac-
tor as cited by women. Women perceived that any 
lump formed during breastfeeding or a lump that 
is neglected has the potential to turn into a can-
cerous lesion. A 58-year-old woman said During 
breastfeeding, if lumps are formed, they can turn 
into breast cancer. If after delivery, the women go out 
immediately, she increases her risk of breast cancer.

Few women mentioned the importance of SBE. 
Six women were practicing SBE and that too occa-
sionally. A 52-year-old woman said One should do 
self-breast examination regularly. If any abnormality 
is detected, one should immediately go to the doctor 
for checkup. Fourteen women mentioned benefits 
of mammography while some perceived its impor-
tance only if there was an underlying disease. A 
48-year-old woman said Yes, it (Mammography) 
will benefit. If there is some disease, one will come to 
know. If there is a problem, there will be a solution 
to it. Another woman of 62 years old said If there is 
no disease what benefit is it (Mammography) going 
to have.

Perceived susceptibility to breast cancer

Majority of the women (23) did not perceive them-
selves at risk. A few women felt that anybody can 
get breast cancer, some considering it as des-
tiny and feeling helpless about it. A 45-year-old 
woman said No! How can it happen to anybody? 
There were some misconceptions as well. Having 
positive thoughts, working hard, and being post- 
menopausal decreases the risk of breast cancer 
according to some of the women. A 58-year-old 
woman said Delivery is over. I no longer get my 
periods, so how can it happen to me. A 60-year-old 
woman said If one has positive thoughts, nothing 
will happen to that person. I always think positively 
and good about others. I will not get breast cancer. 
A 45-year-old woman said I work very hard, so how 
can I get it. Those who do not work or eat outside 
food will get the disease. Good food is a must.

Barriers to CBE

The reasons for not undergoing CBE could be 
broadly categorized into five groups: knowledge 
related; fatalism; clinic related; social reasons; and 
personal reasons.

Knowledge related

Poor knowledge and misconceptions seem to be 
a major reason for not undergoing CBE (Table  2). 

Thirteen women cited reasons that reflected poor 
knowledge and misbeliefs about the disease. 
Women considering it as not so big a disease to the 
absence of symptoms, fear of visiting the hospital/
doctor, and fear of being diagnosed with the dis-
ease were all grouped under this category. Women 
were also apprehensive of all the hassles that they 
would have to go through and incur expenses if 
some problem is detected. Seven women cited that 
since they did not have any symptom, they did not 
think it was necessary to undergo CBE. A 55-year-
old woman who knew that family history of breast 
cancer is a risk factor said My mother does not have 
breast cancer, so I will also not get it. I do not have 
any negative thoughts or feelings, so I will not get it. 
She also perceived that her quality of positive think-
ing would prevent her from getting the disease.

Fatalism

Two women considered that if it was written in their 
destiny, nothing can be done about it. One has to 
just accept it. A 53-year-old woman said Everything 
is okay, by the grace of God. If something goes wrong 
I will come to know.

Clinic-related issues

Four women cited clinic-related issues like lack 
of faith in allopathic treatment, long waiting time, 
and previous bad experience with the hospital and 
inconvenient clinic timing. A 45-year-old woman 
said I do not have faith in doctors. I do not have faith 
in English (allopathic) medicines.

Social reasons

Nineteen women reported social barriers to under-
going CBE (Table 2). Social barriers included rea-
sons like responsibilities of household chores, lack 
of family support for visiting the clinic, stress due to 
relationship problems or health problems of a fam-
ily member, and other social responsibilities like 
preparing for marriage, attending to the guests in 
their house, etc. Women also mentioned that their 
family members dissuaded them from going to the 
clinic or were not available to accompany them.

Personal reasons

It includes health problems, disinterest, shyness 
to undergo CBE, and the inability to take time off 
from work (Table 2). Physical and emotional health 
problems seem to be another deterrent to health- 
seeking behavior as mentioned and inferred from 
the conversation with six women. Three of the 
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women appeared to have depression and did not 
have any desire to do anything. Four women cited 
the lack of interest in undergoing CBE. Three women 
had a very casual or care-free approach to life, per-
ceiving that they would decide what to do when the 
time comes. Two women were shy to undergo CBE. 
Women also did not perceive their life as import-
ant. Six women expressed their inability to go for 
a checkup as their working time clashed with the 
clinic timings or they had to meet their targets and 
deadlines while working from home.

Suggestions to improve participation

Women suggested running the clinic in the morning 
hours, keeping the clinic on a holiday, and reducing 
the waiting period.

Discussion

Among the women interviewed, almost all were 
married, more than half were not engaged in any 
income generating activities, and many of them had 
low literacy levels.

Knowledge and attitude toward breast cancer

Knowledge on symptoms of breast cancer was 
absent in the majority of the women. Most women 
seem to be forgetting the information received, sug-
gesting the need for repeated health education and 
reminders. Identifying stress in women and teach-
ing women stress management would need to be 
included in the interventions being designed for 
breast cancer screening programs.

Knowledge about symptoms of breast cancer 
seemed to be limited to lump in breast among 
almost half of the women. The findings are similar 
to the study conducted by Elobaid et al. [16] and Dey 
et al. [17]. Misconceptions prevailed in the women 

despite having received information. Overall the 
knowledge of breast cancer is poor, which was sim-
ilar to the findings of other studies [16–18]. While 
designing interventions for breast cancer screen-
ing, one should keep in mind that misconceptions 
prevailing in the community could be hindering uti-
lization of the services.

Two-thirds of the women did not perceive them-
selves at risk of breast cancer and even those who 
did perceive the risk attributed it to fate. As noted 
in the Caribbean study, fatalism thus seems to be a 
barrier to undergoing CBE [10].

Very few women were occasionally doing a SBE. 
The findings are similar to the findings in other 
research studies [17–19]. Lack of privacy could be 
one of the reasons for not doing SBE. Regarding 
mammography, only half of the women felt that it 
has benefits and can detect even small abnormali-
ties. However, none of the women had undergone 
mammography though mammography services 
were being provided free of cost through mobile 
mammography unit.

Barriers to CBE

Social reasons topped the list of a barrier to CBE. 
Lack of time due to household chores, lack of fam-
ily support for visiting the clinic, and stress due to 
relationship problems with family members were 
some of the reasons cited by women. Dey et al. [17] 
reported that women tend to postpone their own 
affairs for the sake of family members and house-
hold responsibilities. Women also mentioned that 
their family members dissuaded them from going to 
the clinic or were not available to accompany them. 
Parsa et al. [19], in his study, states that women’s 
health is considered trivial. This implies that family 
members should also be sensitized.

Table 2.  Barriers to CBE as stated by study participants.

Knowledge related
A 45-year-old woman said I am scared of being diagnosed with cancer.
A 45-year-old woman said In checkup, if they find something, it will result in unnecessary expenditure.
A 62-year-old woman said I am not sick. If there is nothing serious, why should I go to the hospital.
A 54-year-old woman said I don’t have any such problem. My blood test reports are fine. I don’t have blood pressure or diabetes.  
I don’t have any lump. If there is any problem, then only I will go to the hospital.

Social reasons
A 60-year-old woman said There is tension in the house. So many problems in the house, that I don’t remember to go.
A 52-year-old woman said I am too busy taking care of my grandchildren and doing the household chores. I don’t have time.
A 43-year-old woman said My husband does not let me go. He says why you are leaving the household chores and going for checkup.

Personal reasons
A 58-year-old woman said It is difficult for me to walk to the clinic. My vision is poor and I have giddiness as well.
A 50-year-old woman said I am old now. My children’s life is more important than mine.
A 41-year-old woman said I run a food stall in the evening from 4 pm, and am busy, so I cannot go for checkup.
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It is seen that knowledge does not necessarily 
translate into health-seeking behavior. In the pres-
ent study, women expressed that they would not 
go for CBE unless they had symptoms. In a study in 
Egypt, 81% of women said that they would not go to 
the doctor unless they were ill [20].

Physical and emotional health problems, lack of 
interest, and a casual approach to life were some 
of the reasons identified in the study. Few women 
expressed shame of undergoing CBE. Similar find-
ings were reported by other researchers [17,18,20].

The present study revealed the fear of diag-
nosis and fear of undergoing examination. The  
findings are similar to the findings of other research-
ers which highlighted barriers like fear of results, 
fear of treatment, and fear of the test itself [17,18]. 
Women felt that it is better to remain unaware 
about the diagnosis as it could lead to hassles and 
unnecessary expenditure.

Clinic related issues were reported by a few 
women. Long waiting time is a barrier that was 
identified in a study by Tripathi et al. [18]. In the 
present study, especially waiting period seemed 
to be an issue with the older ladies. These findings 
suggest clinic schedule should meet the needs of 
the majority of the women.

Conclusion

The study identified lack of awareness, social rea-
sons, the lack of priority for one’s own health, 
stress, perceived fear and insusceptibility, and 
clinic systems as barriers to CBE. Breast cancer pre-
vention programs should be designed to address 
as many barriers (knowledge, attitude, social, and 
emotional) as possible. A multi-pronged approach 
targetting not just the women but the community at 
large would help to improve the utilization of breast 
cancer screening programs.

Acknowledgments

The authors would like to thank Maina Foundation 
for funding the Breast Cancer Awareness and 
Screening Project.

Conflict of Interest 

None.

Funding

No funds received for the research.

References
[1]	 Global Cancer Burden. International Agency for 

Research on Cancer.  Available via http://gco.iarc.
fr/today/home (Accessed 26 January 2019).

[2]	 Centers for Disease Control and Prevention. What 
are the risk factors for breast cancer. Available via 
https://www.cdc.gov/cancer/breast/basic_info/
risk_factors.htm (Accessed 26 January 2019).

[3]	 Kakarala M, Rozek L, Cote M, Liyanage S, Brenner DE. 
Breast cancer histology and receptor status char-
acterization in Asian Indian and Pakistani women 
in the U.S—a SEER analysis. BMC Cancer 2010; 
10:191. Available via https://bmccancer.biomed-
central.com/articles/10.1186/1471-2407-10-191 
(Accessed 26 January 2019).

[4]	 Sandhu DS, Sandhu S, Karwasra RK, Marwah S. 
Profile of breast cancer patients at a tertiary care 
hospital in north India. Indian J Cancer 2010; 
47:16–22. Available via http://www.indianjcancer.
com/text.asp?2010/47/1/16/58853 (Accessed 26 
January 2019).

[5]	 Chopra B, Kaur V, Singh K, Verma M, Singh S, Singh 
A. Age shift: breast cancer is occurring younger 
age groups—Is it true? Clin Cancer Investig J 2014; 
3:526–9. Available via http://www.ccij-online.org/
text.asp?2014/3/6/526/142652 (Accessed 26 
January 2019).

[6]	 Final Update Summary: Breast Cancer: Screening. 
U.S. Preventive Services Task Force. January 
2016. Available via https://www.uspreven-
tiveservicestaskforce.org/Page/Document/
UpdateSummaryFinal/breast-cancer-screening1 
(Accessed 26 January 2019).

[7]	 American Cancer Society Recommendations 
for the Early Detection of Breast Cancer. 
Available via https://www.cancer.org/cancer/
breast-cancer/screening-tests-and-early-de-
tection/american-cancer-society-recommenda-
tions-for-the-early-detection-of-breast-cancer.
html (Accessed 26 January 2019).

[8]	 Singh S, Shrivastava JP, Dwivedi A. Breast cancer 
screening existence in India: a non-existing reality. 
Indian J Med Paediatr Oncol 2015; 36(4):207–9. 
Available viahttps://www.ncbi.nlm.nih.gov/pmc/
articles/PMC4711217/#ref7 (Accessed 26 January 
2019).

[9]	 Aljohani S, Saib I, Noorelahi M. Women’s perfor-
mance of breast cancer screening (breast self-exam-
ination, clinical breast exam and mammography). 
J Health Educ Res Dev 2017; 4:202. Available via 
https://www.scirp.org/journal/PaperInformation.
aspx?PaperID=73057 (Accessed 26 January 2019).

[10]	 Modeste NN, Caleb-Drayton VL, Montgomery S. 
Barriers to early detection of breast cancer among 
women in a Caribbean population. Rev Panam Salud 
Publica1999; 5(3):152–6. Available via http://



www.jbehavioralhealth.com	 19

Barriers to clinical breast examinations among women of low socio-economic group

www.scielosp.org/scielo.php?script=sci_arttex-
t&pid=S1020-49891999000300003 (Accessed 26 
January 2019).

[11]	 Shadap A, Pais M, Prabhu A. A descriptive study to 
assess the knowledge on breast cancer and utili-
zation of mammogram among women in selected 
villages of Udupi district, Karnataka. Nitte Univ J 
Health Sci 2014; 4(4):84–7. Available via http://
nitte.edu.in/journal/December%202014/80.pdf 
(Accessed 26 January 2019).

[12]	 Ahuja S, Chakrabarti N. To determine the level of 
knowledge regarding breast cancer and to increase 
awareness about breast cancer screening practices 
among a group of women in a tertiary care hospi-
tal in Mumbai, India. Internet J Public Health 2009; 
1(1):1–19. Available via https://print.ispub.com/
api/0/ispub-article/10062 (Accessed 26 January 
2019).

[13]	 Gupta A, Shridhar K, Dhillon PK. A review of breast 
cancer awareness among women in India: cancer 
literate or awareness deficit? Eur J Cancer 2015; 
51(14):2058–66. Available via https://www.ncbi.
nlm.nih.gov/pmc/articles/PMC4571924/pdf/
main.pdf (Accessed 26 January 2019).

[14]	 Boyce C, Neale P. Conducting in-depth interviews: a 
guide for designing and conducting in-depth inter-
views for evaluation input. Pathfinder International 
Tool Series-Monitoring and Evaluation-2, 
2006. Available via http://www.endvawnow.
org/uploads/browser/files/Conducting%20
In-Depth%20Interviews%20-%20Pathfinder%20
International.pdf

[15]	 The in-depth interview. Prairie Research Associates. 
Available via http://www.pra.ca/resources/
pages/files/technotes/indepth_e.pdf (Accessed 26 
January 2019).

[16]	 Elobaid YE, Aw TC, Grivna M, Nagelkerke N. 
Breast cancer screening awareness, knowledge, 
and practice among Arab Women in the United 
Arab Emirates: a cross-sectional survey. PLoS One 
2014; 9(9):e105783. Available via https://jour-
nals.plos.org/plosone/article?id=10.1371/journal.
pone.0105783 (Accessed 26 January 2019).

[17]	 Dey S, Sharma S, Mishra A, Krishnan S, Govil J, 
Dhillon PK. Breast cancer awareness and pre-
vention behavior among women of Delhi, India: 
identifying barriers to early detection. Breast 
Cancer Basic Clin Res 2016; 10:147–56. Available 
via https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC5074580/ (Accessed 26 January 2019).

[18]	 Tripathi N, Kadam YR, Dhobale RV, Gore AD. Barriers 
for early detection of cancer amongst Indian rural 
women. South Asian J Cancer 2014; 3(2):122–7. 
Available via https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4014643/?report=printable 
(Accessed 26 January 2019).

[19]	 Parsa P, Kandiah M, Rahman HA, Zulkefli NM. 
Barriers for breast cancer screening among Asian 
women: a mini literature review. Asian Pac J 
Cancer Prev 2006; 7:509–14. Available via http://
journal.waocp.org/?sid=Entrez:PubMed&id=p-
mid:17250418&key=2006.7.4.509 (Accessed 26 
January 2019).

[20]	 Mamdouh HM, El-Mansy H, Kharboush IF, Ismail 
HM, Tawfik MM, El-Baky MA et al. Barriers to breast 
cancer screening among a sample of Egyptian 
females. J Fam Commun Med 2014; 21:119–24. 
Available via https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4073560/?report=printable 
(Accessed 26 January 2019).


