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Abstract

Breast cancer (BC) is the most common malignancy afflicting women during their lifetime. Screening for breast cancer
can reduce mortality through early cancer detection. Lack of knowledge is an important barrier leading to low screening
rates. Little research has evaluated breast cancer knowledge and barriers to receiving appropriate screening among Arab
Americans. Given that the Arab American population has grown approximately 47% since 2000, this study was designed to
assess breast cancer knowledge and screening barriers in an Arab American community. An anonymous survey addressing
knowledge assessment and screening for breast cancer was distributed at the Arab Community Center for Economics and
Social Services in Dearborn, MI between June 2015 and August 2017. The survey was modified based on a similar study that
was conducted Among Adult Saudi women in a primary health care setting. 102 non-BC survivors, 48 BC survivors and 50
men participated in this study. Gaps in knowledge around the role of age and family history, as well as cancer presentation
were noted among the participants. Additionally, 51% of non-BC survivors over the age of 40 years have not had a screen-
ing mammogram in the past 2 years with leading causes being absence of symptoms, lack of health insurance, and absence
of family history. Healthcare providers and community organizations should work towards increasing knowledge levels,
reducing misconceptions and improving screening rates for breast cancer among Arab Americans. Increasing community
outreach and education and navigating the community’s health beliefs and practices can optimize the process of information
delivery to community members.
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Background

Breast cancer (BC) is the most common malignancy
afflicting women, with an estimated 1 in 8 women in
the U.S. diagnosed during their lifetime [1]. Because of
this large incidence, breast cancer research has become
a multibillion dollars industry. The National Institute of
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[5]. Early diagnosis for breast cancer ultimately leads to
reduction in healthcare costs [6].

Breast Cancer screening guidelines have differed among
the various national organizations. The American College
of Obstetricians and Gynecologist (ACOG) currently
recommends beginning screening at the age of 40 years
through performing annual mammograms, whereas the
American Cancer Society (ACS) recommends mammo-
gram screening starting at the age of 45 years [6, 7]. The
U.S. Preventive Services Task Force (USPSTF), on the
other hand, recommends biennial screening mammogra-
phy for women beginning at the age of 50 years [8]. Effec-
tive communication between clinicians, patients, and their
family members fosters shared knowledge and understand-
ing and leads to productive medical decision making [9].
Education and knowledge sharing should be provided for
women of all ages as younger women can plan upcoming
steps once they reach the appropriate screening age. With
the knowledge of risk factors, breast cancer education can
bring stronger awareness and encourages timely screening
measures to ultimately reduce disease burden.

The Census Bureau estimates that at least 1.9 million
Americans are of Arab descent; while the Arab American
Institute Foundation estimates that the number is closer
to 3.7 million, which accounts for one percent of the US
population [10]. Although Arab Americans live in all 50
states of America, two-thirds of them are concentrated
in ten states, one-third of them live in California, New
York, and Michigan, and about 94% of Arab Americans
live in metropolitan areas with Los Angeles, Detroit, New
York, Chicago, and Washington, D.C being the top five
metropolitan areas for Arab American concentration [10].
Per the 2010 census, 40% of Dearborn’s population is of
Arab ancestry [11]. Recent studies around Arab Ameri-
cans highlight that Arab Americans have higher female
breast cancer incidence compared to other minority groups
such as Blacks or Hispanics [12]. Analysis of the Surveil-
lance, Epidemiology, and End Results (SEER) data from
Metropolitan Detroit showed that Arab American women
have a worse breast tumor profile and are more likely to
have poorly differentiated tumors, more estrogen receptor
negative disease, increased regional involvement (higher
stage), and a preponderance of disease at a younger age
than African Americans or European Americans [13]. A
2008 study addressing breast cancer among minority and
immigrant women have shown a noticeable disparity in the
mortality rate and the diagnoses of breast cancer in this
population [14]. Arab women particularly are less likely
to have ever had mammogram screening and have a lower
prevalence of mammography compared to other racial/eth-
nic groups [14]. Some studies among Arab communities
in the United States have looked into the barriers faced to
access cancer screenings such as language, transportation,

lack of knowledge, family responsibilities, and time among
others [15].

Despite the realization of barriers, there has been paucity
of literature when it comes to evaluating the extent of knowl-
edge these women possess regarding breast cancer. Because
the healthcare system plays a critical role in delivering such
knowledge, it is also equally important to evaluate the extent
of knowledge in a group of women with higher levels of
exposure to the health system such as BC survivors, in order
to ensure that proper education on breast cancer and proper
screening is also being delivered to all women. Gaining an
understanding of the knowledge and current screening status
for breast cancer among Arab American BC survivors can
give us better insight into the quality of care and manage-
ment that BC survivors are receiving in this community. In
addition, many Arab communities, particularly older gen-
erations, are generally conservative where women are more
likely to rely on their husbands and male figures for support
[16]. With such cultural and traditional role held by some
Arab families, it is important to acknowledge the role of men
in Arab American households, particularly as immigrants, as
they could influence women’s health options and decisions
[17]. There is very limited literature when it comes to Arab
men’s understanding of breast cancer and more importantly,
there is no literature when it comes to Arab American men’s
knowledge of breast cancer [16, 17].

With the increase in public health awareness for breast
cancer over the past 10 years and more, it is very important
to gain a better understanding for the Arab American com-
munity’s knowledge on breast cancer and barriers to screen-
ing. This can allow us to gain a broader perspective into the
knowledge level within the larger community by accommo-
dating for both genders and hence better fill the gaps needed
to improve screening rates. The objective of this study is to
assess the knowledge levels and screening barriers for breast
cancer among Arab Americans in the Dearborn community
with the goal of increasing the screening uptake.

Methods
Study Design

This cross-sectional study was determined to be exempt
from Institutional Review Board (IRB) review at the Uni-
versity of Michigan in accordance with federal regulations.
An anonymous survey was conducted at the Arab Commu-
nity Center for Economics and Social Services (ACCESS)
in Dearborn, MI between June 2015 and August 2017. The
survey addressed breast cancer knowledge and screening
barriers. The study was modified based on a similar study
that was conducted Among Adult Saudi women in a pri-
mary health care setting [18]. We utilized the survey in
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this study as it was used among Arab women, a culturally
similar population, and it reflected low knowledge regard-
ing risk factors and screening among that population. We
administered the first 10 surveys as pilot testing with no
further modifications done for the remainder of the survey
collection phase.

Study Participants

Study participants were selected through convenience
sampling at ACCESS and included: (1) non-BC survivors,
meaning women with no history of a breast cancer diagno-
sis, who are clients and patients at ACCESS, (2) BC women
survivors who are clients of the Breast and Cervical Cancer
Control Program (BCCCP) at ACCESS, and (3) men who
are clients at ACCESS. Men completed only the knowledge
assessment section of the study. All participants were con-
sented before participating in this study and participation
was voluntary. All participants’ identities were protected by
using an identifier study ID number on the survey document
which was separated from the consent form. All surveys
were stored in a locked cabinet at ACCESS that was only
accessible by study administrators.

Recruitment

Men and women were recruited conveniently in person from
patients and clients who were in the waiting room for clinical
or social work appointments at ACCESS. Participants were
asked to participate only if they identified as Arab Ameri-
cans. BC survivors were recruited conveniently via phone
from a list of BC survivors who are part of the BCCCP
program at ACCESS. Given the difficulty in collecting
responses from survivors, addressed later in this paper, we
intended to have an equal number of men and twice a num-
ber of non-BC survivors within this study and hence aimed
for a total of 200 participants.

Inclusion Criteria

Only those who identified as Arab Americans were eligible
to participate. Information was obtained by trained bilin-
gual survey administrators who communicated with partici-
pants in the English or Arabic language. The scope of the
study was explained to all participants and informed consent
was obtained. Data around breast cancer diagnosis in BC
survivors was obtained directly from the participants and
supplemented by information found in their medical charts
at ACCESS. No monetary compensation was offered for
participation.
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Statistical Analysis

Analysis was performed using SAS 9.4. All continuous vari-
ables were evaluated for normality using the Shapiro—Wilk
statistic with a chosen alpha of 0.05. Continuous variables
were described as mean + standard deviation and were
compared using ¢ test and one-way ANOVA for paramet-
ric data and medians and ranges for non-parametric data.
Categorical data were described as absolute numbers and

percentages and were compared using the Chi squared test.

Results
Demographics

A total of 200 Arab American adults participated in the
study between June 2015 and August 2017. The participants
included 102 non-BC survivors, 48 BC-survivors, and 50
men. The response rate was 83% for survivors and 91% for
non-BC survivors and men. Characteristics of study sub-
groups are summarized in Table 1. There were no significant
differences in educational attainment and family history of
breast cancer. Most of the study participants were of Leba-
nese, Yemeni, and Iraqi origin. Nearly half of the non-BC
survivors were 40 years or under in age while almost all the
BC survivors were over the age of 40 years. The median
age for breast cancer diagnosis among BC survivors was
46 years.

Knowledge Assessment

The questions addressed in the knowledge assessment are
highlighted in Table 2. Most participants were aware that
breast cancer is the most frequent type of cancer occurring
in women, that breast cancer is treatable, that breastfeed-
ing reduces the risk of developing breast cancer, and that
breast cancer can occur in women with no family history
of the disease. Almost 70% of BC survivors knew that
breast cancer doesn’t necessarily have to present in a form
of a painful lump, compared to 40% of non-BC survivors
and men answering correctly. 78% of non-BC survivors,
on the other hand, were aware that breast cancer is not rare
in women over the age of 65 years compared to 39% of BC
survivors and 48% of men answering correctly. Slightly
lower than a quarter of BC survivors thought that younger
women are more likely to develop breast cancer than older
women. Around half of all participants within each cat-
egory knew that obesity increases the risk of breast cancer,
that a family history of male breast cancer could increase
the risk of female breast cancer within the same family,
and that diet could affect the risk of developing breast can-
cer. Most participants in each category were not aware that
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Table 1 Characteristics of Non-BC survi-  BC survivors (n=48) Men (n=50) P

participants vors (n=102)

Country of origin

Lebanon 31.7 51.1 36.0 < 0.0001
Yemen 43.4 2.1 28.0
Iraq 10.9 34.0 26.0
Other” 13.9 12.8 10.0
Age
Less than or equal to 40 years 422 2.1 58.0 < 0.0001
Over 40 years 57.8 97.9 42.0
Marital status
Married 74.5 72.9 76.0 0.003
Never married 6.9 2.1 20.0
Divorced 13.7 12.5 4.0
Widowed 4.9 12.5 0.0
Educational attainment
Less than high school 353 37.5 16.0 0.056
High school 235 27.1 26.0
More than high school 41.2 354 58.0
Income
Under $10,000 449 20.5 16.0 < 0.0001
$10,000-$30,000 32.7 70.5 32.0
$30,000-$50,000 17.4 6.8 34.0
> $50,000 5.1 23 18.0
Occupation
Health 16.0 4.2 16.0 < 0.0001
Education 3.0 8.3 4.0
Retired/student 13.0 4.2 28.0
Unemployed/homemaker 66.0 81.3 14.0
Other 2.0 2.1 38.0
Breast cancer first degree history
Yes 19.6 20.8 26.0 0.16
Breast cancer stage
0 ductal carcinoma in situ NA 18.8 NA -
I NA 31.3 NA
I NA 20.8 NA
Unknown NA 29.2 NA
Breast cancer chemoradiation agents
Chemotherapy (active/past) NA 58.3 NA -
Radiation (active/past) NA 62.5 NA -
Age at breast cancer diagnosis, NA 46 (35-49) NA -

median (interquartile range)

Data are % unless otherwise specified

Denominators may vary as a result of missing data

NA not applicable, BC breast cancer

P values obtained using Chi squared test for categorical data

bOther countries include: Egypt, Jordan, Morocco, Palestine, Saudi Arabia, Syria

women of all races and ethnicities have different risks for =~ number of correct answers among non-BC survivors was

developing breast cancer. The number of correct answers  68% compared to 61% for each of the BC survivors and

among all participants was 64%. More specifically, the  men. This higher value for knowledge in non-BC survivors
was statistically significant (p=0.0148).
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Table 2 Knowledge assessment

Knowledge statements [correct answers]

Correct answers

Non-BC survivors (n=102) BC survivors (n=48) Men (n=50) P

Breast cancer typically present with pain in a form of a lump  40.6
[False]

Women over age of 65 rarely get breast cancer [False] 77.5

Breast cancer is the most frequent type of cancer occurring in ~ 84.3
women [True]

Breast cancer is untreatable [False] 87.0

Obesity increases the risk of breast cancer [True] 50.5

A family history of male breast cancer increases the risk of 55.5
female breast cancer [True]

Breastfeeding increases the risk of having breast cancer 92.1
[False]

Breast cancer doesn’t happen in women with no family history 92.1
of the disease [False]

Women of all races and ethnicities have equal risk for devel-  32.4
oping breast cancer [False]

Younger women are more likely to develop breast cancer than ~ 72.3
older women [False]

Diet affects the risk for developing breast cancer [True] 64.4
Mean Score (% + St Dev)

7.4 (67.5+14.1)

68.8 40.0 0.003
39.1 48.0 < 0.001
93.8 92.0 0.161
89.4 82.0 0.550
56.5 54.0 0.779
61.4 46.0 0.313
91.3 84.0 0.282
95.7 78.0 0.008
8.5 20.0 0.005
244 68.0 < 0.001
65.2 58.0 0.700
6.7 (61.2+16.2) 6.7(609+17.4) 0.015

Data are % unless otherwise specified

Denominators may vary as a result of missing data

4P values obtained using #-test and one-way ANOVA for parametric data

Knowledge levels were divided into high and low based
on the number of correct answers per total number of
questions. 7/11 was used as the cutoff for high knowledge
which is reflective of the overall mean knowledge score
among the three participant categories. 73% of non-BC
survivors had a high level of knowledge, compared to 56%
of BC survivors and 48% of men as highlighted in Table 3.
These number were relatively unchanged and remained
statistically significant, even when only participants over
the age of 40 years were included. In addition, knowledge
levels were not significantly different between participants
who were over the age of 40 years and those under or
equal to 40 years. Although those with a history of first
degree relatives for breast cancer had a higher level of
knowledge compared to those without it, the differences
in knowledge levels were not statistically significant.
Additionally, although the distribution of country of ori-
gin was significantly different among the 3 groups, when
comparing knowledge levels between the 3 most reported
countries of origins, the levels were not significantly dif-
ferent. From an educational attainment standpoint, 75%
of participants with more than a high school degree had a
high level of knowledge compared to a statistically lower
value of around 50% knowledge level for those with a high
school degree or less.
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Screening Assessment

Screening history for women participants was highlighted
in Table 4. Only women over the age of 40 years were
accounted for in the control group. Almost 50% of non-
BC survivors had no health insurance compared to less
than 10% of BC survivors. All BC survivors have seen a
physician within the past year as compared to about 75%
of non-BC survivors. All BC survivors have also had their
breasts examined by a healthcare professional within the
past 2 years as compared to around 75% of non-BC sur-
vivors. In terms of doing mammograms, nearly all BC
survivors performed mammograms once a year or more
than once a year. In comparison, 50% of non-BC survivors
performed mammograms yearly while 25% of them had
never had a mammogram and the other 25% of them did
not get regular mammograms or have them less than once
every 2 years. Additionally, 51% of non-BC survivors have
not had a mammogram over the past 2 years while over
90% of BC survivors have had one over the past 2 years.
The average age for first mammogram was early 40 s for
both non-BC and BC survivors. Lastly, in terms of self-
breast exams, 94% of BC survivors reported being taught
how to perform a self-breast exam as compared to 68%
of non-BC survivors. In regard to those who have been
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Table 3 Knowledge assessment comparison for various demographic
parameters

High knowledge level®
Total participants PP
Participant
Non-BC survivors 74 (72.5) 0.008
BC survivors 27 (56.2)

Men 24 (48.0)
Participant (Over age 40)

Non-BC survivors 41 (69.5) 0.014
BC survivors 26 (55.3)
Men 7(33.3)

First degree relatives
Yes 32 (74.4) 0.068
No 93 (59.2)

Country of origin
Lebanon 52 (70.3) 0.242
Iraq 21 (52.5)
Yemen 35(59.3)
Other® 17 (68.0)

Educational attainment
Less than high school 32 (51.6) 0.005
High school 27 (54.0)
More than high school 66 (75.0)

Age!
Less than or equal to 40 years 34 (77.3) 0.095
Over 40 years 67 (63.2)

*Level of knowledge is considered high if the participants
answered > 7/11 questions correct

5P values obtained using Chi squared test for categorical data

“Other countries include: Egypt, Jordan, Morocco, Palestine, Saudi
Arabia, Syria

dTaking only women participants into account
Data are n (%)

taught self-breast exams, the majority of BC survivors
stated that they perform them once a month or more while
the majority of non-BC survivors stated that they perform
them either a few times a year or never.

Finally, reasons cited for not having a mammogram
over the past 2 years are highlighted in Table 5. The lead-
ing causes for women not having a mammogram within
the past 2 years were: not finding any problems with their
breasts (49%), not having health insurance (46%), not hav-
ing a family history of breast cancer (24%), feeling they are
too young for screening (18%), and finding mammograms
too expensive (15%). Other reported reasons included lack
of transportation and the fear of knowing. Additionally, 2 of
the 4 BC survivors who reported not having a mammogram
in the past 2 years attributed the reason to being instructed
by their physicians to perform PET scans instead.

Discussion
Knowledge Implications

Our findings suggest that gaps in knowledge exist around
breast cancer among a subset of Arab Americans from
the Dearborn community. Specifically, gaps in knowledge
around breast cancer were present when it came to pre-
senting signs and risk factors such as age, obesity, race
and diet. Being familiar with this knowledge gap should
allow community organizations and awareness campaigns
to focus specifically on such knowledge misconceptions to
properly educate community members about breast cancer.
Additionally, BC survivors had a lower level of knowledge
compared to non-BC survivors over the age of 40 years or
overall. The age of 40 years was used as our cut-off age
as it represents the lowest age to begin screening as rec-
ommended by one of the 3 main breast cancer screening
guidelines, namely the ACOG guidelines [7]. This signi-
fies a gap within the BC survivors’ knowledge, most of
which they receive by physicians and healthcare profes-
sionals throughout their treatment course. Hence, this calls
for the importance of ensuring that physicians are appro-
priately communicating breast cancer knowledge to their
patients as they are going through their treatment journey.
Additionally, the knowledge assessment highlighted that
men have the lowest knowledge levels amongst partici-
pants. Although this finding isn’t too surprising given that
the majority of breast cancer cases occur in females, it is
important for healthcare professionals to give a holistic
educational approach regarding cancer to men as well.
Within the Arab American culture, a male figure plays a
critical role within a family. Empowering men with knowl-
edge about breast cancer may help bring more awareness
to screening among females in a family.

Knowledge as it Relates to Demographics

Consistent with our hypothesis, this study additionally
highlights a gap in knowledge across the different edu-
cational attainments. It is important to find appropriate
means to educate patients of all educational attainments
about breast cancer. Communicating with providers can
be an essential component for women’s understanding
of breast cancer and their ability to communicate their
knowledge of cancer to other family members; hence
reducing the overall knowledge gap around this disease
[19]. Overall, comparing the levels of knowledge found
in this study to those obtained in the survey which we
modified our study based of [18], it is encouraging to
note that our overall mean knowledge level obtained for
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Table4 Screening history Non-BC survivors BC survivors (n=48) P?
(n=102)
Health insurance
No insurance 49.1 8.3 < 0.0001
Medicaid/medicare 40.7 72.9
Private 10.2 18.8
Last time visited physician
1 to 6 months ago 45.8 83.3 0.0004
6 months to a year ago 254 16.7
More than 1 year ago 27.2 0.0
Never visited one 1.7 0.0
Last time a health professional examined your breast
Less than a year ago 45.8 89.6 < 0.0001
Between 1 and 2 years 20.3 10.4
More than 2 years ago 13.6 0.0
Never had one 20.3 0.0
How often do you have mammograms
More than once per year 0.0 19.2 < 0.0001
Once per year 51.7 78.7
Once or less every 2 years 1.7 0.0
I do not get regular mammograms/I 39.7 2.1
never had one
Age at first mammogram
Average age 423485 41.0+8.5 0.476
Taught self breast exams
Yes 67.8 93.8 0.001
How often do you do self breast exams®
More than once a month 22.5 46.7 0.001
Once a month 12.5 31.1
A few times a year 32.5 11.1
Never 325 11.1
Time of last mammogram
Less than a year ago 35.1 80.4 < 0.0001
Between 1 and 2 years 14.0 10.9
More than 2 years ago 50.9 8.7

Data are % or mean & standard deviation

Denominators may vary as a result of missing data

P values obtained using Chi squared test for categorical data or #-test for parametric data

®Denominator includes only those who selected “Yes™ for being taught self-breast exams

the cohort of targeted Arab Americans, 64.3%, is higher
than that obtained in the study of Arabs in Saudi Arabia
of 56.4%. Although a comparison to US knowledge level
is unavailable, we can yet note that more education is
necessarily for members of the Arab American commu-
nity to achieve better knowledge around breast cancer and
ultimately more awareness about screening guidelines.
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Screening Rates Implications

From a screening standpoint, our findings suggest poor
screening outcomes with only 49% of non-BC survivors
over the age of 40 years receiving a mammogram in the past
2 years. This number is much lower than that found in whites
and other ethnicities within the United States. According
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Table 5 Screening barriers for women who have not had a mammo-
gram in the past 2 years

Barrier Women
participants
(n=33)

I don’t feel any problems with my breasts 48.5

I don’t have health insurance 45.5

I don’t have breast cancer in my family 24.2

I am too young 18.2

It is too expensive 15.2

I don’t have transportation 9.1

I am afraid to know 6.1

It is painful 0.0

Data are %, sorted by percentage reported

to the American Cancer Society, mammography screening
rates varied by race with 65% of Caucasian women 40 and
older having a mammogram in the past 2 years while the
number varied between 59 and 69% for Asians, American
Indians, Hispanics, and Black women [20]. Data obtained on
Arab women in Michigan dating back to 2013 showed that
an estimated 40.4% of Arab women 40 years and older in
Michigan reported having both a clinical breast exam and a
mammogram within the past year compared to 50.4% of all
women aged 40 years and older in Michigan in 2012 [21].
This yet shows the lower screening rates for breast cancer
among Arab American women in specific and women in
Michigan in general. Hence, it is critical that more public
health efforts are being taken within this specific community
to help improve the screening rates among Arab Americans.
Healthcare professionals should be more aware of the poor
screening rates within this community as they consider their
approach within their practice to help encourage women to
undergo screening.

Screening Barriers Implications

Identified barriers to screening for Arab American women
dating back to 2008 included embarrassment, discomfort,
modesty, and fear of detection [14]. Our data on the other
hand have shown that, aside from financial reasons, inap-
propriate breast cancer understanding related to presenting
signs, age, and family history were within the leading causes
for women not receiving mammography screening within
the past 2 years. This reassures the importance of proper
education about cancer misconceptions within this commu-
nity. It is worth noting that compared to non-BC survivors,
BC survivors were more proactive about their overall health,
with a higher proportion of these women having regular phy-
sician visits, breast exams, mammograms, and self-breast
exams. Although getting routine screening and health check-
ups are excellent preventative steps, it is important to note

that self-breast exams are no longer a recommendation for
breast cancer screening by ACS or USPSTF but still recom-
mended by ACOG [6-8].

Strengths

One strength for this study was analyzing the data in sub-
groups in the knowledge assessment section. This allowed
us to gain further insight into the Arab American commu-
nity knowledge base regarding breast cancer whether from
the standpoint of non-BC survivors, BC survivors or men.
Another strength was within the data collection method
which allowed to observe current screening trends in BC
survivors and hence appreciate their awareness and proactive
approach towards improving their health outcomes.

Limitations

A limitation to this study was that non-BC survivors
included a high percentage of women who were under the
age of 40 years. This was due to the convenience sampling of
all women in the waiting rooms where the majority happened
to be relatively younger. To account for age, we divided our
women participants into 2 categories, those over the age of
40 years and those equal and under, to better understand the
knowledge levels of participants. Additionally, we accounted
for age in the screening history and barriers analysis by
focusing on only women in the over the age of 40 years
category. A second limitation is the recall bias of data col-
lection which is unavoidable in the nature of our study. We
asked our participants to give as accurate information they
could remember as possible. A third limitation is the group-
ing of all participants as Arab Americans while disregarding
the number of years they have been in the US. It would be
interesting to see if immigration status such as number of
years in the US would influence the knowledge responses
and screening rates, which would help better identify the
subset of Arab Americans that requires stronger awareness
and understanding for breast cancer. Another limitation was
the low number of participants in addition to the sampling
method being convenience as opposed to simple random
sampling. Having more participants in each category would
have brought additional power and strength to this study. It is
noteworthy that when it came to BC survivors, some women
were hesitant to participate, and a few refused as they “did
not wish to remember the cancer diagnosis days and were
trying to forget”. In terms of BC survivors however, 83% of
recruited BC-survivors accepted to participate in the study
as compared to 91% of recruited non-BC survivors and men.
This high response rate hence further adds to the validity of
the results obtained in our study.
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Future Directions

One future direction for this study involves looking deeper
into the various sources of information used by Arab Ameri-
cans to obtain their knowledge on breast cancer. This can
be a very informative tool to allow targeting the education
and outreach to the appropriate resources. Another future
direction could be assessing local physicians’ understand-
ing of breast cancer screening guidelines and their attitudes
towards screening recommendations within the Arab Ameri-
can community. This can help us better understand the type
of information that women receive from healthcare providers
in regard to breast cancer screening and ensure that proper
information is being delivered to patients.

Conclusion

The current study highlights breast cancer knowledge gaps
specific to presenting signs and risk factors such as age, obe-
sity, race, and diet within a subset of Arab Americans from
the Dearborn community. This suggests that it’s important
for clinicians, as trusted sources of information, to be aware
of Arab American’s medical knowledge gap to better serve
and educate this community. These findings also encour-
age reflection on the resources used by this community to
obtain their knowledge and understanding regarding breast
cancer. Appropriate bilingual health education programs
and awareness campaigns among other resources should
be implemented and optimized to ensure that community
members are receiving accurate information on this topic.
In addition, the current study provides further evidence for
poor mammogram screening among Arab American women
with barriers relating to financial constraints and miscon-
ception about the presenting signs, age, and family history.
Although it is excellent to see that BC survivors are very
conscious about proper and timely screening for breast can-
cer, it is crucial that non-BC survivors are also receiving
appropriate and timely screening. Healthcare providers and
community organizations should work towards improving
screening rates for women in the Arab American community
through being culturally competent and through navigating
the health beliefs and practices in this community to opti-
mize the physician—patient interaction and communication.
In summary, this study adds further support to the litera-
ture regarding the need for improving the knowledge levels,
reducing the misconceptions and improving the screening
rates for breast cancer among Arab Americans.
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