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Abstract

Background: Little is known about the influence of culture and beliefs about breast cancer, and its implications
on preventive health behaviour among South Asian people in the UK. Methods: Using a qualitative approach,
24 South Asian breast cancer patients and their significant others were interviewed. Results: Most patients were
unfamiliar with the subject of cancer; they expressed lack of knowledge of cancer as a disease and its symptoms.
They identified a painless lump in the breast as sign of abnormality, but not cancer. They also did not know any
non-lump breast symptoms. Over half participated in breast screening after encouragement from daughters
or relatives. Most did not practise breast self-examination. Perceptions of cancer and health behaviour were
influenced by cultural beliefs. Common themes were cancer is a taboo subject and cancer is a stigma. Patients
also expressed misunderstandings about the cause of cancer. Cancer in the family had ramifications on children’s
marriage prospects and may cause marital breakdown. Terminology used also caused communication problems
with healthcare professionals and within the family: the use of ‘chest’ to substitute ‘breast’ changed the meaning
of the message conveyed. Conclusions: Cultural beliefs and practices accentuate difficulties in understanding
breast cancer, breast screening and breast self-examination, and can prevent South Asian women from adopting
preventive health practices.
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for poor participation in breast screening practices have
been reviewed (Szczepura, 2005), but little is known
about the factors influencing presentation and late-stage
presentation in South Asian women. Dixon Woods (2005)
argued that presentation could be explained by ‘candidacy’

Introduction

Studies of cancer epidemiology in the UK continue to
show ethnic differences in cancer incidence and mortality
(Bhopal & Rankin, 1996; Bahl, 1996; Moller, 2008; Ben-

Shlomo, 2008). Although cancer incidence is somewhat
lower among minority ethnic people than the majority
white population, cancer mortality is consistently higher
among minority ethnic people. Biomedical and socio-
economic factors are strong influences but cannot fully
explain these differences (Lannin et al., 1998).

Breast cancer is a major cause of death in South
Asian women (Bhopal & Rankin 1996). Poor survival
rate in this group of women, when compared to white
women can be explained by low uptake rate in breast
screening (Rudiman et al., 1995; Hoare, 1996; Sutton
et al., 2001); delayed diagnosis; and late presentation
of disease (Ramirez et al, 1999; Richards et al.,1999).
The reasons for these ethnic differences are not clear,
although recent evidence suggested that tumour size and
type could be an attribute (Bowen et al, 2008). Reasons

or in other words, the ability of individuals to identify that
they are candidates for medical attention and intervention,
and initiate action. Failure to candidacy thus may lead
to delayed presentation to healthcare. Cultural beliefs
may also offer an explanation as these, together with
socio-economic variables, were found to have the most
important effect leading to delayed presentation once
a woman had developed a palpable breast abnormality
(Lannin et al., 1998). There are then the difficulties of
gaining access to appropriate provision, which is culturally
sensitive (see Ahmad & Bradby, 2007) as well as the more
general difficulties raised by institutional racism (Atkin
& Chattoo, 2007).

Culture refers to the conventional patterns of thought
and behaviour, including value beliefs, and rules of
conduct, which distinguish a particular social group
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(Helman, 1994) and which are transmitted through the
most fundamental dimensions of culture: faith, ethnicity,
heritage, food, language and kinship relationship (Bhopal,
2007). All ethnic groups, including the ethnic majority,
use culture norms and values to make sense of health and
illness (Chattoo & Ahmad,2004). Culture, however, might
assume particular meaning in multi-cultural societies,
where default values of the majority white population,
might not apply equally to all ethnic groups (Kymlicka,
2001).

Evidence from North America showed that culture
influences individuals’ perceptions of health, expectations
for care, treatment choices, advance healthcare planning,
and other aspects of care (Baxter, 1983; Pachter, 1994;
Chavez et al., 1995; Morgan et al., 1995; Uba, 1992;
Gregg & Curry, 1994; Rajaram & Rashidi, 2003). One
study explored South Asian women’s views on the
causes of breast cancer, and this study found that South
Asian women’s beliefs and explanations about cancer
are culturally patterned, and these beliefs informed their
perceptions of risk and the type of action taken to minimize
risk for breast cancer (Johnson et al., 1999).

Few studies explore cultural beliefs about cancer in
the UK (Randhawa and Owen, 2004): participation in
breast and cervical screenings (Naish et al., 1994; Hoare,
1996; McCaffery et al., 2003), and treatment for breast
and ovarian cancer (Bhopal, 1986; Rider, 1997). One
study had specifically explored the meanings of cancer
and perceptions of cancer services by South Asian people
in Luton (Randhawa & Owen, 2004).

The paper reports the findings of a study exploring
attitudes, knowledge and understanding of breast cancer
and preventive measures amongst South Asian breast
cancer patients. This study is part of a larger project to
explore South Asian and White breast cancer patients’
knowledge about preventive measures (breast self
examination and breast screening), experience and
barriers in accessing healthcare and treatments for breast
cancer, disclosure of information within family and
communication with healthcare professionals.

Materials and Methods

TQualitative individual face-to-face interviews
Qualitative methodology was used because it allows for
a deeper, richer understanding of patient’s experience of
disease and service access via open dialogue between the
researcher and participants (Strauss and Corbin, 1990).
Individual face-to-face interview was chosen as the
method for data collection because it offers participants
privacy and opportunities to engage in story telling that
was prompted by a topic list. Sensitive and supportive
probing to encourage openness and elaboration into
unanticipated leads were used. For example, cultural
taboos and superstitions amongst patients in the present
study meant that questions on personal susceptibility had
to be asked indirectly to avoid bringing bad luck by saying
the word ‘cancer’. A multi-lingual researcher (GK) who
was proficient in all South Asian languages was available
to conduct the interviews.
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A topic list was used to guide the interviews and it
included themes such as lay understanding and beliefs
about breast cancer, knowledge and attitudes towards
breast screening and breast self-examination, experience
of breast cancer and treatment process, interaction with
healthcare professionals and continuity of care and service,
barriers in accessing treatment and breast cancer care, and
communication within family.

Participants

For inclusion into this study, participants must be of
South Asian origin and had had breast cancer. Only breast
cancer patients were included because we were interested
in the socio-cultural factors influencing attitudes,
knowledge and experience about the disease, preventive
measures (breast self-examination and breast screening)
and access to healthcare.

After gaining approval from local research ethics
committees, South Asian breast cancer patients were
contacted by the staff at the breast cancer unit in 3 hospitals
in West Yorkshire to ask whether they would like to
participate in this study. Twenty-four South Asian breast
cancer patients agreed to be interviewed and a researcher
later contacted these patients to arrange a time and place
most convenient to conduct the interview. Information on
‘non-response’, however, was unavailable as staff at the
breast cancer units did not collect this data.

Before the interview, patients were fully informed
about the study and were asked to sign a written consent
form for participation and were assured of confidentiality
and anonymity.

Fifteen significant others were also interviewed. These
were individuals who were chosen by participants as being
important in their cancer journey. Four were interviewed
in the presence of the patients whilst 11 were interviewed
individually. Daughters were identified by Muslim cancer
patients as the significant other or main carer while the
main carers for Sikh patients were their spouses. A few
of the women also named their son, niece, sister-in-law
and daughter-in-law as their main carers. Most of the
significant others could converse in English.

Analysis

Framework analysis which is a matrix-based approach
to qualitative data analysis was used to analyse the
data (Richie & Spencer, 1994). The transcripts were
examined for emergent themes and a framework analytic
structure was then developed and refined. Recurring and
important themes were identified based on a combination
of a priori issues, emergent issues and recurring attitudes
or experiences. Once the first themes were identified,
they were applied to further transcripts to encapsulate
other cultural practices and beliefs, and experiences of
participants.

Results

We interviewed a total of 24 South Asian breast cancer
women. Our immediate problem in defining a sample was
how to capture the experience of a diverse community,
of various faiths, cultures, languages and dialects, which
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become ‘imagined’ in the policy literature as ‘South
Asian’. Practical responses — which inform this study
- tend to classify people according to their ethnic origin
and religious identification. There is some theoretical
justification for this, as for people of South Asian origin,
ethnicity and religious identity often reinforce each other
(Modood et al., 1997). Beyond this. our sample reflected
the demographic profile of the fieldwork sites. Our sample
included: 12 Pakistani Muslims, 2 Bangladeshi Muslims,
2 Indian-Hindus and 8 Indian-Sikhs. The majority of
patients (17) were 50 to 69 years old; the remaining 7
participants fell in the age group of 39 to 49 years old.
The mean age of this group of patients was 58 years old.
Their length of residence in the UK ranged from 12 to 46
years.

Most of the women (17) preferred to be interviewed
at home, while 7 were interviewed at the breast cancer
support centre because they felt restricted talking about
their illness at home. Seven interviews were conducted
in English while the remaining 17 were conducted in the
participant’s spoken language: Punjabi, Gujarati, Urdu,
Sikh and Bengali as appropriate. All interviews were
tape-recorded, translated and transcribed into English by
the interview.

Awareness and knowledge of breast self-examination and
breast screening

When asked about breast self examination, most
of these women said they did not practise breast self
examination and they acknowledged poor knowledge and
understanding of the technique. A few who knew about
breast self-examination said they did not think it was
necessary, and if this was needed, it should be done by a
healthcare professional.

Over half of the female cancer patients took up breast
screening only after they were encouraged by their
daughters or relatives, and these patients also reported
having poor awareness and knowledge of the breast
screening programme. A few women reported that they
threw the breast screening invitation letter in the bin, while
some said they did not bother reading the letter because
they “cannot read English”. This is not surprising as
over 70% of the participants (17) could not speak fluent
English.

Knowledge of breast cancer as a disease and symptoms

Cancer patients were asked about their knowledge of
‘cancer’ and ‘breast cancer’ before they were diagnosed
with the illness. Most of South Asian women were
unfamiliar with the subject of cancer. They expressed lack
of knowledge of cancer as a disease and its symptoms.
Although the male patient heard about cancer before his
diagnosis, he never knew that men could suffer from breast
cancer as well. He was shocked when told of the diagnosis
and had difficulty telling his family and others about his
illness.

Expressions such as “never knew anything about
cancer before.” “I never knew.” “I didn’t know what is
cancer” were common. Lack of knowledge of cancer
could have contributed to the absence of personal
experience of cancer: none of the patients in the present
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study knew someone personally who had cancer.

Many women in the present study recognised a lump
in the breast or under the arm as a sign of ‘illness’, but
they did not know that this could signify breast cancer.
One woman was referred to the hospital when the doctor
found a lump in her breast. However, she did not realise
the urgency of the matter and went to Pakistan for a few
months.

“I had a little lump in my breast .. for a while. I used
cream to rub it, thought it will go away. (I) thought nothing
of it. Then after 3 or 4 days, I had a lot of pain and I was
awake all night” “I was perfectly alright, except I had a
lump that was not causing any problem.”

This group of South Asian patients also did not know
about other symptoms of breast cancer such nipple
dryness, dimpling of the breast skin, or nipple retraction.
The following quotes reflected poor knowledge about
breast cancer symptoms that subsequently delayed a visit
to the doctor.

“It all started about 2, 3 months I noticed the skin
was just filling out over and over and then I went to see
the doctor” “I could not tell anyone or I didn’t know the
difference but it was always painful. There was no lump.
Just one breast is bigger than the other...I didn’t see
the doctor until many years later ... when it became so
painful” “I was reading my prayer, my breast side was
really swollen up. I didn’t know it was cancer. I didn’t
know anything about cancer. I did not see doctor soon”
“I'was washing ...and there was lot of fluid coming out of
my breast. My pillow was soaked.... I was shocked when
my nephew told me it was cancer. We don’t have it in the
family. I never hear about any relatives having it.

Cultural practices and beliefs about cancer

Culture mediates the different ways that individuals
understand cancer, the ways they explain it and their
attitudes toward it (Dein, 2004). For this group of South
Asian people, the main themes that emerged were: cancer
was a taboo subject, cancer was contagious, cancer was
a stigma and cancer in the family had ramification on
children’s marriage prospect. Some of these beliefs were
shared by white women (Dein, 2004). Box (1984) found
that white women perceived the causes of cancer to range
from moral wrongdoing to contagious factors. These
beliefs and cultural practices about cancer could be a
potential key barrier to healthcare access and adoption of
preventive measures.

(i) This group of patients confirmed the findings in
Luton (Randhawa and Owen, 2004) that the word ‘cancer’
is not to be talked about. Cancer is considered a taboo in
the family, among relatives and in the community.

“I never talked about it” “I suffered in silence” “...my
mum, even though she’s been here so long, you'd think
she understands English. But she doesn’t. Cancer is not
discussed by South Asians” “we were all terrified because
we don’t hear much about breast cancer or any other forms
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of cancer in the community” “It’s a very hidden thing”
“every time I mentioned about it to my husband he said
that one should not talk about this thing so I didn'’t talk to
anyone else. [ wasn'’t allowed to go out to talk to anyone
else.”

(i) Many women claimed that simply talking about cancer,
or using careless words, could put one at risk. Some
women also said that using the word cancer precipitated
‘bad luck’ which in turn would lead to breast cancer in
themselves and their family.

“we don'’t even talk loudly about cancer; we whisper
when cancer is mentioned or discussed. ... might catch
it” “knowing about it is bad luck. Therefore we don’t talk
about it.”

(iii) Some South Asian women believed that cancer
is caused by being in close proximity or sharing
personal items with an individual who has cancer.
Individuals diagnosed with cancer were people to stay
away from. Women purposefully avoided visiting and
sitting next to friends or relatives with cancer in order
to protect themselves and their families. Underlying
these explanations might have been sense of cancer as a
contagious disease. These accounts however might also
reflect the more symbolic meaning of cancer, reflecting
issues of taboo and stigma.

“when my sister-in-law’s mother visited my mother in
the hospital after her mastectomy, she told my sister-in-law
not to let her son near the lady opposite my mother’s bed
or he might catch something. Little did she know that my
mother also got the same illness as that lady” “when it
bursts, it will infect others nearby. So we have to keep my
mother away from anyone”

For one woman, the concern about catching cancer
focused on sharing personal items and she attributed the
spread to ‘cancer germs’ on the personal items used by the
cancer sufferer. “Keep everything separate, all the food,
plate, cup, blanket, clothes,”

(iv) The fear surrounding cancer was also implicit
in the warnings against revealing to others that one has
cancer. Such revelations could lead to isolation from
relatives and friends.

“...and even when families do discover they suffer from
some form of cancer, they don't like to let anybody else
know. No one will visit them” “We are very honest family.
Dad said not to let anybody else outside the family know
that mum has this disease... cancer” “Everyone in the
community will look down on me. No one in the community
has this illness” “My daughter does not tell her in-laws
when she takes me to the hospital...”

A few patients also expressed loneliness because they
could not share their emotional problems with their loved
ones.
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“I have to be brave and strong. I cannot show the
children I am sick. They need their mother to be well.
They are still young” “I tried to do all the things I used to
do. If my daughter-in-law said, come, let’s go shopping, I
go with her. I don’t want pity from my children, friends.. I
showed them I am happy”

(v) Some South Asian women worried about the
ramification on their children’s marriage prospects.

“I hope I don’t give this illness to anyone- especially
to my children” “if they know, no one will want to marry
my daughters” “this will affect their future marriage
prospects...”

(vi) Participants also expressed difficulty in
communication within their family and to healthcare
professionals, particularly to male doctors about health
issues related to their body(feminine problems).

One woman patient said that she suffered for over 10
years because she was not allowed to talk about the pain
in her breast.

“every time I mentioned about it to my husband he
said that one should not talk about this thing so I didn’t
talk to anyone else. I wasn't allowed to go out to talk to
anyone else.”

The male cancer patient only told his son about his
diagnosis, and he did not tell his wife or his daughter. He
said that everyone in family were concerned for him to
get well and as a family they “don’t speak about it... or
openly discuss the illness”.

When consulting with a male doctor, these women
said they would not use the word ‘breast’ but instead
substituted it with ‘chest’. Some said they pointed to their
chest to avoid saying the word ‘breast’. One woman also
said that she did not consult her doctor because the doctor
originated from the same community.

“We can'’t talk to doctors like that (asked the doctor
about lump in the breast)...” “we don’t say ‘breast’ to
the doctor. We say ‘chest’ pain. It is more difficult talking
about women pain with male doctor” “when [ went to see
the doctor, I knew him and I did not want him to examine
me, especially when he asked to look at my breasts — that
did not feel right for him to examine me.”

Social support

Spirituality was highlighted as a fundamental element
of the healing process and comfort for family members.
Although many participants acknowledged initial fear
upon hearing the cancer diagnosis, spirituality served a
source of comfort, enhanced confidence, and lessened
fears. Muslim women stressed the significance of prayer
for the recovery from cancer; God is an important source
of support.

“everyone .. really really prayed for me.Someone went
for a Haj in Mecca and prayed especially for me and it’s
so encouraging when you think people pray for you and
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that really helped, God will make me better.

“I did not tell anyone outside the family about this
illness. I rather sit down and talked to God in my prayer.
Talking to God relieves all the pain.”

“God helped me, and our faith helped us... we got to
be confident and got to carry on. The prayer, we used to
sit together, asked for forgiveness, we used to feel that
we have to pray together — mum, brothers, sisters, in-
laws — we have to be close to each other. God gives us
the understanding that we have feeling for each other.”

Immediate family (children and/or spouse) was the
main source of support for these patients, and these
also included daughters-and sons-in-law. The roles of
immediate family included accompanying the women to
medical visits.

“we’re a funny family. They don’t all clamour round
(to) hold my hand and say well, don’t worry, we’ll support
you. I mean I expect them to be there when I need them.
Everybody knows his or her position.”

“he (husband) was very upset, he looks after me, he
says to rest, not to do work, not to e with children because
they make noise. ... he feels that as long as my life is there,
it’s better...”

However, one woman expressed lack of support from
her husband and said that he found her ‘unattractive’ after
her operation.

“I didn’t get the support from my husband. He was
never there to help me. He left me and my children after my
breast was taken out. I think he found me not womanly.”

A few of the women attended a breast cancer self
help support group and found that this group gave them
emotional support. They could share their anxiety and
problems with other Asian women like them. Because of
cultural practices and beliefs, these women felt encouraged
by other patients. Support group also provided a means of
obtaining valuable information regarding treatment and
recovery which they said they did not get from the hospital
or understand.

“I am a voluntary worker in the cancer support
group. I go there. Everytime I help other people and talk
about it in same language. And teach other people and
learn from them and that helps. Help each other. It’s very
rewarding” “mum was recommended to go the breast
cancer self-support group (Umeed). She did not know
what to expect.... I went with her... We saw many Asian
women and it was a lovely family atmosphere...we never
had anyone with cancer in our family or friends that we
heard that had cancer... we asked ‘why us?’. When we
saw so many Asian women at the meeting, it relaxed us. ..
I am not the only sick one. Mum talked to all these women
and she felt much happier.”

Discussion

Poor knowledge and awareness of breast cancer
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preventive measures (BSE & BS) remain a common
feature among the South Asian communities in the UK;
as reported by the South Asian breast cancer patients in
the present study in the UK. These findings had also been
reported elsewhere (Gunaratnam, 2005).

Knowledge of ‘what was cancer’ and experiences of
cancer however cannot be generalised across the wider
South Asian population. None of the women in the
present study knew or had heard about ‘cancer’ or had any
experience with cancer. However, 96% of the 48 healthy
South Asian participants in Luton, South of England,
had heard of cancer and many knew of someone in the
community who had cancer, although some men were also
found not to have heard or knew of cancer (Randhawa &
Owen, 2004). The difference in knowledge about cancer
in these studies may be methodological. Randhawa
and Owen (2004) used focus group discussions while
individual interviews were used in the present study.

Most of the breast cancer patients in the present
study did not recognise a painless lump in the breast or
underarm as symptoms of breast cancer; even though they
knew that the lump represented abnormality. They also
did not know about other non-lump symptoms. Lack of
knowledge about breast cancer symptoms and the illness
can lead to delayed presentation (Burgess et al. 1998)
and can also serve as a barrier to access (Atkinson et
al., 2001).The patients in the present study sought help
when their cancer was in a late stage. Therefore, it is not
surprising that when South Asians knew of someone who
had cancer, they encountered this illness only at a late stage
or uncurable and that it had resulted in death (Randhawa
& Owen, 2004).

Explanations of the causes of disease by ethnic
minority people have been extensively studied in America
(Shuval, 1983; Kleinman, 1988, Gregg & Curry, 1994;
Rhoads et al., 2000; Choudury) and in the UK (Goddard
& Smith, 1998; Greenhalgh et al., 1998; Chan, 2000;
Davies & Webb, 2000). Ethnic differences as well as
similarities in beliefs and attitudes about cancer between
white majority and ethnic minority were identified. These
studies also support the claim that these explanations
are culturally patterned, have a high degree of logical
coherence and bear complex, and at times contradictory,
relationships to medical causes. These properties were
apparent in the present study and were reflected in the
way cancer is perceived and treated by the participants.
Their practices and beliefs contributed to their lack of
knowledge and understanding of breast cancer, and
the action they did not take immediately. They were
unaware of the seriousness of the disease and urgency
to seek immediate medical help. These findings also
suggest the importance of addressing the cultural aspect
of disease presentation and health access because of its
perpetuating effects. On the other hand, variables such as
level of education (Jepson et al, 1991) and socio-economic
factors (Madan et al., 2000), not ethnicity, have also been
found to influence attitudes towards cancer. The level of
differences in perceptions, beliefs and attitudes toward
cancer between minority ethnic and majority white need
to be systematically explored in future research.

Cultural beliefs and practices also act as a potential key
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barrier to health access, early consultation with the doctors
(Johnson et al., 1999; Lannin et al., 1998, Chapple, 2001).
For example, women who believed that breast cancer can
be brought upon themselves by speaking the word will
inevitably avoid any discussions related to cancer with
friends or relatives as well as healthcare professionals.
Unfortunately this avoidance may hinder early detection
and treatment of breast cancer.

Like previous studies (Mitchell et al., 2002; Ashing-
Giwa, 2004), our findings also suggest that a strong faith in
God provides a valid and important additional component
to a health care system devoid of symbolic meaning. Given
its central place in patients’ lives, this avenue should be
explored for its potential role in health education. This role
will be most successful if it is informed by both biomedical
understanding of disease and by informants’ understanding
of cancer, and can thus mediate between the two.

Support groups are a valuable resource for some
women, particularly in sharing their emotional problems
and information about treatments. However, constraints
due to culture, religion as well as physical restricted the
participation of South Asian women. Further research
is needed to explore the benefits of self support groups
in the South Asian community and address barriers to
regular participation. Moreover, the essentialising view
of ethnicity has been repeatedly challenged (Atkin and
Chattoo, 2007). It has been pointed out that not every
aspect of a person’s identity and experience - and not
every aspect of their health and encounters with the
health care system - can be explained by his or her ethnic
background. As among the ‘white’ population, a person’s
identity, like their health experiences and health care
encounters, will be influenced by their age, gender and
socioeconomic position, as well as by how others respond
to these different dimensions of identity. Because these
multiple influences on identity can be hard to capture in
quantitative studies of health, researchers have looked to
qualitative approaches to enable people to talk about when
and how ethnicity makes a difference - and when it does
not. For example, in cases where inequity of access to
health and healthcare was due to structural factors rather
than by ethnicity.

Since the completion of the present study (Karbani
et al., 2002), the National Cancer Screening Directorate
had commissioned a number of studies aiming to improve
health access for South Asian people in England. For
examples, Szczepura et al. (2005) investigated barriers to
uptake of bowel cancer screening; Chiu et al. conducted an
intervention using community health workers to promote
breast and cervical screenings in 2008; an on-going study
to evaluate effective strategies/intervention to improve
uptake to cancer screening (Centre for Ethnic, Health
and Diversity, University of Warwick) and other health
promotion initiatives to produce cancer awareness and
screening information in South Asian languages. However,
none of these studies or initiatives aimed to improve our
knowledge and understanding of the effects of ethnicity
and culture on health decisions in cancer prevention
and delayed access to healthcare. In addition, health
care provision for ethnically diverse populations occurs
against a backdrop of socio-economic disadvantage,
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institutional racism and social exclusion (Parekh,
2000). Despite increasing awareness about the nature
of culturally sensitive provision, various discriminatory
practices - revealed in professional assumptions and
organisational practices - either ignore or misrepresent
the needs of ethnically diverse populations (Karslen,
2007). Practitioners, for example, still lack confidence,
when discussing cultural competent practice (Peckover
and Chidlaw, 2007), often reverting to simplified
generalisations, which they believe enable them to
‘manage’ ethnic diversity (Atkin and Chattoo, 2007). All
these issues need to be further explored and addressed.

In conclusion, there was significant delay in the
presentation of South Asian women with breast cancer
leading to more advanced disease at diagnosis in this
study. Only a small proportion of South Asian breast
cancer patients presented through national breast screening
programme, even though majority of the patients were
in the screening age group. Even after its introduction
more than two decades ago, the national breast screening
programme seems to have not been embraced by some
of the ethnic minorities. Further qualitative research is
needed to identify the route cause for this to better target
this population in whom the breast cancer incidence is
on the rise.

Acknowledgements

This study was funded by the NHS Executive —
Northern and Yorkshire Research and Development
Directorate.

References

Ahmad WIU, Bradby H (2007). Locating ethnicity and health:
exploring concepts and contexts. Sociology Health Illness,
29,793-811.

Ashing-Giwa KT, TWO AUTHORS!! et al (2004). Understanding
the breast cancer experience of women: a qualitative study
of African American, Asian American, Latina and Caucasian
cancer survivors. Psycho-Oncol, 13, 408-28.

Atkin K, Chattoo S (2007) The dilemmas of providing welfare
in an ethnically diverse state:seeking reconciliation in the
role of ‘reflexive practitioner’. Policy & Politic, 35, 377-93.

Atkinson M, TWO AUTHORS!! et al (2001). Systematic review
of ethnicity and health service access for London. Warwick:
University of Warwick.

Bahl V (1996). Cancer and ethnic minorities: the Department of
Health’s perspective. Br J Cancer, 74 (suppl XXIX), S2-10.

Baxter M (1983). The causes of disease. Women talking. Soc
Sci Med, 17, 59-69.

Ben-Shlomo Y (2008). Prostate cancer, presented at the Royal
Society of Medicine London on 12th September 2008
Bhopal RS, Rankin J (1996). Cancer in minority ethnic

populations. Br J Cancer, 74 (suppl.XXIX), S73-7.

Bhopal RS (1986). Byhe Bhaddi: a food and health concept of
Punjabi Asians. Soc Sci Med, 23, 687-8.

Bhopal R (2007). Ethnicity, race and health in multi-cultural
societies, Oxford University Press, Oxford.

Bowen RL, TWO AUTHORS!! et al (2008). Early onset of breast
cancer in a group of British black women. Br J Cancer, 98,
277-81.

Box B (1984). Cancer and misconceptions. J Royal Soc Hlth,



Culture and Knowledge in South Asian Breast Cancer Patients in the UK

104, 161-70.

Burgess C et al (1998). Who and what influences delayed
presentation in breast cancer? British Journal of Cancer,
77, 1343-48.

Chan C (2000). A study of health services for the Chinese
minority in Manchester. British Journal of Community
Nursing, 5,140-47.

Chapple A (2001). Vaginal thrush: perceptions and experiences of
women of South Asian descent. Health Education Research,
16, 9-19.

Chattoo S, Ahmad WIU (2004). ‘The meaning of cancer: illness,
biography and social identity’ in Kelleher, D. and Leavey,
G. (eds.) Identity and Health, London: Routledge

Chavez LR, TWO AUTHORS! et al (1995). Understanding
knowledge and attitudes about breast cancer: a cultural
analysis. Arch Fam med, 4, 145-52.

Chiu LF, West R, Lim JNW (2008). Informed Choice for all :
breast and cervical cancer screening. University of Leeds.
Report currently being written up.

Davies M, Webb E (2000). Promoting the psychological well-
being of refuges children. Clinical Child Psychology and
Psychiatry, 5, 541-554.

Dein S (2004). Explanatory models of and attitudes towards
cancer in different cultures. The Lancet Oncology, S, 119-
124.

Dixon Woods M, TWO AUTHORS! et al. (2005). Vulnerable
groups and access to health care : a critical interpretive
review. Report for the National Co-ordinating Centre for
NHS Service Delivery and Organisation R & D (NCCSDO),
126-168.

Goddard M, Smith P (1998). Equity of access to healthcare.
York: University of York

Greenhalgh T, Helman C, Chowdhury AM (1998). Health
beliefs and folk models of diabetes in British Bangladeshis:
a qualitative study. BMJ, 16, 978-83.

Gregg J, Curry RH (1994). Explanatory models for cancer amongs
African-American women at two Atlanta neighbourhood
health centres: the implications for a cancer screening
program. Social Science and Medicine, 39, 519-26.

Gunaratnam Y (2005). Awareness differs by ethnicity and age.
Practice Nursing, 16, 528-30.

Helman C (1994). Culture, health and illness: an introduction
for health professionals (3rd ed.) Butterworth Heinemann
Oxford

Hoare T (1996). Breast screening and ethnic minorities. Br J
Cancer (suppl), 29, S38-S41.

Horne R, TWO AUTHORS! et al. (2004). Medicine in a multi-
cultural society: the effect of cultural background on beliefs
about medications. Soc Sci & Med, 59, 1307-1313.

Jepson C, TWO AUTHORS! et al. (1991). Black-white
differences in cancer prevention knowledge and behaviour.
American Journal of Public Health, 81, 501-504.

Johnson JL, TWO AUTHORS! et al. (1999). South Asian
womens’ views on the causes of breast cancer: images
and explanations. Patient Education and Counselling, 37,
243-54.

Karbani G, TWO AUTHORS! et al. (2002). Breast cancer: South
Asian women’s experience, attitudes and beliefs. Department
of Health, Project No. RECT198

Karlsen S (2007). Ethnic inequalities in health: the impact of
racism, Race Equality Foundation: London

Kleinman A (1988). The illness narratives: suffering, healing and
the human condition. New York: Basic Books

Kymlicka W (2001). Politics in the vernacular: nationalism,
multiculturalism and citizenship, Oxford University Press:
Oxford

Lannin DR, TWO AUTHORS! et al (1998). Influence of

Asian Pacific Journal of Cancer Prevention, Vol 12, 2011

socioeconomic and cultural factors on racial difference in
late-stage presentation of breast cancer. JAMA, 279, 1801-07.

Lees S, Papadopoulos I (2000). Cancer and men from minority
ethnic groups: an exploration of the literature. European
Journal of Cancer Care, 9,221-29.

Madan AK, TWO AUTHORS! et al. (2000). Socioeconomic
factors, not ethnicity, predict breast self-examination. The
Breast Journal, 6,263-266.

McCaffery K et al. (2003). Attitudes towards HPV testing: a
qualitative study of beliefs among Indian, Pakistani, African-
Caribbean and white British women in the UK. British
Journal of Cancer, 88, 42-46.

Mitchell J, TWO AUTHORS! et al. (2002). Religious beliefs
and breast cancer screening. Journal of women’s health,
11,907-915.

Morgan C, Park E, Cortes DE (1995). Beliefs, knowledge and
behaviour about cancer among urban Hispanic women. J
Natl Cancer Inst, 18, 57-63

Modood T, TWO AUTHORS! et al. (1997). Ethnic minorities
in Britain London: Policy Studies Institute

Moller H (2008). Cancer incidence, care and outcomes in ethnic
groups in South East England, presented at the Royal Society
of Medicine, London, 12th September 2008.

Naish J, Brown J, Denton B (1994). Intercultural consultations:
investigation of factors that deter non-English speaking
women from attending their general practitioners for cervical
screening. BMJ, 309, 1126-8.

Nielsen B, MacMillan S, Diaz E (1992) Instrument that measure
beliefs about cancer from a cultural perspective. Cancer
Nurs, 15, 109-15.

Pachter LM (1994) Culture and clinical care: folk illness beliefs
and behaviours and their implications for health delivery.
JAMA, 271, 690-4.

Parekh B (2000) Rethinking multi-culturalism: cultural diversity
and political theory, Basingstoke: Palgrave.

Peckover S, Chidlaw G (2007) ‘The (un)certainties of district
nurses in the context of culutral diversity’. J Adv Nurs, 58,
377-85.

Rajaram SS, Rashidi A (1998) Minority womena dn brest cancer
screening: the role of cultural explanatory models. Prev
Med, 27,757-64.

Ramirez A et al. (1999) Factors predicting delayed symptomatic
breast cancer: a systematic review. Lancet, 353, 1127-31.

Randhawa G, Owens A. (2004) The meanings of cancer and
perceptions of cancer services among South Asians in Luton,
UK. Br J Cancer, 91, 62-8.

Rhoads KF, TWO AUTHORS! et al. (2000) Breast cancer beliefs
and behaviours at the San Francisco general hospital. Breast
J,6,263-6.

Rider I (1997) Gynaecological investigations and surgery. In:
Andrews G (ed) Women’s Health Issues Balliere Tindall
London: p.436

Richards MA, TWO AUTHORS! et al.(1999) Influence of delay
on survival in patients with breast cancer: a systematic
review. Lancet, 353, 1119-26.

Ritchie J, Spencer L (1994) Qualitative data analysis for applied
policy research in Bryman A, Burgess RG (eds.) Analyzing
Qualitative Data. London: Routledge: 173-94

Rudiman R, Gilbert FJ, Ritchie LD (1995) Comparison of
uptake of breast screening, cervical screening and childhood
immunisation. BMJ, 310, 229.

Shuval JT (1983). The contribution of psychological and
phenomena to an understanding of the aetiology of disease
and illness. Soc Sci Med, 15, 337-42.

Strauss A, Corbin J (1990) Basics of qualitative research:
grounded theory procedure and techniques. Sage
Publications, Newsbury Park, Ca..

1625



Gulshan Karbani et al

Sutton GC, Storer A, Rowe K (2001). Cancer screening coverage
of South Asian women in Wakefield. J Med Screen, 8, 183-6.

Szczepura A (2005). Access to health care for ethnic populations.
Postgraduate Med J, 81, 141-7.

Uba L (1992). Cultural barriers to healthcare for Southeast Asian
refugees. Public Health Rep, 107, 544-8.

1626 Asian Pacific Journal of Cancer Prevention, Vol 12, 2011



