Journal of Family Medicine

Research Article

Open Access @

(Pustin Publishing crou

The Effect of Physicians’ Bias and Beliefs about
Recommending Breast Cancer Screening to their Patients

Soffer M*, Cohen M and Azaiza F

School of Social Work and the Center for Rehabilitation
Research, School of Social Faculty of Social Welfare &
Health Sciences, University of Haifa, Israel

*Corresponding author: Soffer M, School of Social
Work and the Center for Rehabilitation Research, School
of Social Faculty of Social Welfare & Health Sciences,
University of Haifa, 199 Aba Khoushy Ave., Mount
Carmel, Haifa 3498838, Israel

Received: August 22, 2016; Accepted: September 19,
2016; Published: September 23, 2016

Abstract

Receiving physicians' recommendations to undergo screening was found to
be given less often to patients from low income or ethnic minority groups. One of
the factors accounting for discriminatory healthcare is physician’s bias.

This study examined physicians’ beliefs regarding cancer, barriers to
screening among women, and physicians' bias in relation to recommending and
discussing breast cancer screening with their patients.

A random sample (cluster sampling) of 146 Arab physicians who serve
the Arab population was drawn. Pathways among the study variables were
examined by Structural equation modeling (SEM).

The results show that the majority of physicians recommend regular
examinations to average-risk women. However, recommending CBE to
young women was relatively low. The models for predicting recommending
mammography and CBE, and discussing screening with patients demonstrated
good fit indices. Physicians’ bias mediated the associations of years of seniority
as a physician and gender with recommending mammography, recommending
CBE, and discussing screening. Traditional beliefs served as a mediator
between years of seniority as a physician and discussing screening.

Because of their significant role in breast cancer screening, physicians'
bias and traditional beliefs about cancer need to be addressed and eliminated.
Efforts to debunk physicians' bias should particularly target less experienced

physicians and male physicians.

Keywords: Screening for breast cancer; Recommending and discussing
screening; Traditional beliefs; Barriers to screening; Physicians’ bias

Introduction

Breast cancer is the second leading cause of death, due to cancer
incidence among women in Western countries [1]. Surviving breast
cancer greatly depends on its detection at an early stage [2]. Although
regular mammography screening has recently been questioned -
due to high over-diagnosis and false-positive rates [3] - systematic
screening programs, especially for average-risk women aged fifty and
over, have been shown to significantly increase early detection and
reduce mortality [2]. However, young women are often diagnosed at
a more advanced stage than older women, due to a lack of efficient
screening procedures for young women; as a result, they have worse
survival rates [4].

Current Israeli guidelines for average-risk women aged 50-74 and
above for early detection practice, stipulate regular mammography
testing once every two years [5]. In addition, women from the age
of 20 are advised to undergo a yearly clinical breast examination
(CBE) and increase breast awareness (BA) to become more familiar
with their breasts and learn to notice when changes occur in them
[5], although these examinations have not proven efficient [6].
However, attending CBE may create awareness about the importance
of screening, and creates an opportunity for physicians to discuss
screening importance.

The Arab population in Israel is an ethnic minority, constituting
about 20% of the Israeli population. This population consists of
several religious groups: 83% Muslims, 8% Christians, 8% Druze,
and 1% other [7]. Although this population is currently experiencing
modernization processes, it is still, to a large extent, a traditional and
religious society [8,9]. The incidence of breast cancer is considerably
lower among Arab women than among Jewish women in Israel and
women in Western countries, but Arab women are more likely to be
diagnosed at a more advanced stage of the disease [10]. In addition,
research shows that young Arab women are at a higher risk to develop
breast cancer at an early age than Jewish women in Israel or women
in Western countries [11]. This tendency towards a later diagnosis
was suggested to be attributed to the significantly lower incidence of
screening for the early detection of breast cancer [12], and is related to
social and cultural screening barriers [8,13-15]. Due to the provision
and promotion of the free-of-charge screening system and major
efforts on the part of the Israeli health services and the Israel Cancer
Society, since 2014 the majority of Arab women aged 50 and over has
undergone a mammography screening at least once, thus decreasing
the gap in screening rates with the Jewish population [16]. However,
the adherence rate to the mammography schedule (undergoing
mammography every two years), and of CBE for younger women,
is still low among Arab women [15,17]. Thus, further research is
necessary to identify factors that impede regular screening.
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Lower attendance of mammography, as well as other screening
behaviors, was also found among women from ethnic or traditional
groups in Western countries [18-20]. Studies have identified several
factors that affect disparities in screening tests for breast cancer
among different ethnic or traditional groups in Western countries
(18,21,22], and among Arab women in Israel [9,13-15,23-25].
Patient-related factors include low socio-economic status; high
perceived barriers to screening, such as the fear of radiation or pain;
and low perceived benefits of screening (reviewed in [9]). Healthcare
system-related factors consisted of language barriers and geographic
distance [13,23,26]. Recent studies have identified additional barriers
to screening in women from traditional societies such as the Latinas
in the USA [21], and Jewish ultra-Orthodox [27] and Arab women
in Israel [24,28,29]. These findings reflect cultural and religious
perceptions about cancer, health, and fate [9].

Provider-level factors were found to play a significant role in
ethnic and racial healthcare disparities [30]. Considerable research
suggests that physicians play an important role in their patients’
screening attendance [31,32], particularly patients from ethnic
minority groups [13,33,34]. Imparting information, recommending
screening or reminding patients about specific screenings, and most
importantly, discussing the advantages as well as women’s barriers to
screening have all proved to be the main predictors for mammography
completion in studies conducted in both the US and Israel [13,35].

However, it was also found that physicians’ recommendations
tend to be given less often to patients from low income or ethnic
minority groups [13,34,36]. Moreover, studies on women from
different backgrounds in Israel, including Muslim and Christian
Arab women, showed that, according to the women’s self-reports,
physicians recommend mammography less to Arab women
than to Jewish ones. When controlling for demographic factors,
recommendation receipt was a strong predictor of mammography
and CBE adherence [13-15,23].

Studies have identified several factors related to whether or
not physicians recommend or discuss breast cancer screening with
their patients. These factors are related to physicians’ personal
characteristics, such as gender, age, and seniority [37,38], and the
socio-demographic characteristics of their patients, such as education,
language, ethnicity, and co-morbidities [34,39,40]. Nevertheless, only
a few studies examined the effect of physicians’ own beliefs on their
recommendation patterns. A few studies suggested that physicians
seem to be influenced, regarding their decision to recommend or
not recommend mammography, by their own beliefs and attitudes
regarding breast cancer and screening [40,41]. These attitudes stem
from the general perception of cancer as a stigmatized illness [42,43].

Physicians were also found to be less likely to recommend
screening examinations to women who the physicians believe
would not be receptive to the advice or would not be able to
appear for mammography because of costs, accessibility barriers
or considerations related to modesty [44,45]. This phenomenon,
coined "physician bias," was defined as a case whereby "a personal
characteristic of a patient seeking medical advice or treatment
appears to have influenced a physician's clinical treatment of the
patient” [46,p. 195]. Research has shown that physicians’ bias
promotes discriminatory healthcare [47]. Moreover, bias among

Physicians’
bias
Gender Traditional
beliefs Recommending
Seniority and discussing
Fatalistic / screening
beliefs
Patients’
barriers
Figure 1: The study model combining the effects of perceptions about
patients’ barriers, physicians’ beliefs, and social distance on recommending
and discussing screening for the early detection of breast cancer.

healthcare personnel was also found to have an independent effect on
health disparities [30,48]. It is important to mention that biases are
not always conscious; nonetheless, both explicit and implicit biases
produce discrimination [49].

In light of the lacuna in both theory and research regarding the
factors that affect physicians’ recommending or discussing screening
advantages and barriers for the early detection of breast cancer,
the present study will first assess the frequency of recommending
mammography to women aged 50 and older, recommending CBE
to patients aged 20-50, and discussing screening with patients who
do not undergo screening. Next, the study will assess the role of
physicians’ gender, seniority, and personal beliefs regarding cancer;
physicians’ perceptions of their female patients’ barriers to screening;
and the role of physicians' bias on recommending mammography
and CBE, and on discussing screening advantages and barriers with
their patients (Figure 1).

Methods

Participants

The participants were 146 Arab physicians who treat the Arab
population, recruited from 14 communities in the northern, central
and southern regions of Israel, including Arab cities and villages and
mixed Jewish-Arab cities, sampled by the cluster sampling method.
According to the size of each community, 5 to 20 participants were
recruited from each, using a random sampling method. A total of 320
physicians were approached, out of which 146 agreed to participate
(47% participation rate).

Personal and professional characteristics of the sample are
described in Table 1.

The sample consisted of mainly male physicians with a mean age
of about 44 years. The physicians were mostly Muslim; the rest were
Christian (the ratio was proportional to the distribution of the Arab
population in Israel [7], married, and mildly or moderately religious.
All were employed in the community health services. About 70%
specialized in family medicine; the rest specialized in gynecology and
internal medicine. The mean years of seniority were about 15, ranging
from 1 to 42 years.

Questionnaires

Socio-Demographic characteristics included gender, age, family
status, education, years of seniority as a physician, and specialty.

Patterns of recommending and discussing screening advantages
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Table 1: Participants’ background characteristics.

Age, years (M, SD, range) 43.9 12.1 26-68
Gender, male (N, %) 126 88.1

Family status (N, %)

Married or intimate relations 121 84.6

Single 19 13.3

Divorced 3 21

Religion (N, %)

Muslim 119 83.2

Christian 11 7.7
Religiosity (N, %)

Secular 26 18.2

Mildly religious 48 33.6
Moderately religious 47 32.9

Very religious 6 4.2

Specialty (N, %)

Family 101 70.6
Obstetrics/Gynecology 11 7.7

Internal 26 18.2

Other 5 35

Seniority in profession (M, SD, range) 14.8 11.2 1-42

In the case of missing data, the valid percent is presented.

and barriers with patients consisted of five separate items asking for
the rate of recommending mammography to women aged 50-74,
recommending CBE to women aged 20-40 and 40-50, and discussing
the barriers to screening and screening advantages with women who
refused to attend the exams. Responses ranged from l=never to
4=always.

Measures of physicians’ barriers

The physicians’ bias scale consisted of a list of seven patient
characteristics that may affect reccommending screening to patients.
The physicians were asked to rate the degree to which each
characteristic may influence them, causing them to not recommend
or discuss screening (including a high level of religiosity, advanced
age, being single, having a low education level, women with mental
illness, women with chronic diseases, and women who neglect
their health). Responses ranged from l=definitely not discuss to
4=definitely discuss. Internal consistency was 0.86.

The physicians’ perceptions about the patients’ barriers to screening
questionnaire consisted of 8 items, including environmental barriers
(distance, communication barriers, financial expenses), exposure
barriers (being examined by a male physician, religious barriers
related to not wanting to expose the body (modesty issues), the fear of
being seen in a breast clinic), and the fear of mammography (the fear
of pain and/or radiation). The questionnaire was adapted from the
Cultural Barriers to Screening for Arab Women Scale [29]. However,
in the present study, it was used to assess the physicians’ perceptions
about their patients’ barriers to screening. Responses ranged from
1=not at all to 5=very much. Internal consistency was 0.81.

Physicians’ traditional beliefs regarding cancer was measured by

eight items of the Cultural Barriers to Screening for Arab Women
Scale [29], related to religious beliefs (for example, prayers help the
healing process, traditional medicine helps, cancer is a punishment
for one’s personal sins, cancer is one of God’s tests). Responses
ranged from 1=not at all to 5=very much. The internal consistency of
this subscale was 0.85.

The fatalistic beliefs scale [14,15] consisted of two items that
referred to fatalistic beliefs about cancer (e.g., cancer is a death
sentence, despite the treatment); two items related to avoidance of
cancer (i.e., it’s better not to do the screening; “what you don’t know
can’t hurt you”). Responses ranged from 1=not at all to 5=very much.

Procedure

The study received the approval of the University of Haifa’s
Ethical Board. Physicians were approached by phone; once they had
agreed to participate, they were interviewed in person by one of five
trained interviewers. All participants signed an informed consent
form.

Statistical analyses

The analysis was conducted using SPSS 21 and AMOS 21
software. Frequencies, percentages, and means (SDs) were computed.
Multivariate regression analysis to identify factors related to the
patterns of recommending and discussing screening for the early
detection of breast cancer. Structural equation modeling (SEM) was
conducted in order to evaluate the direct and indirect pathways among
the study variables [50]. Goodness of fit was measured by x2 test, and
x2/df; confirmatory fit index (CFI), normed fit index (NFI), Tucker-
Lewis index [TLI], and root mean square error of approximation
(RMSEA) were also assessed. For overall model fit indices, x2/df<2,
CFI, NFI and TLI values >0.95 are preferred and >0.90 is deemed
acceptable; a RMSEA of <0.05 indicates a close fit [51].

Results

The mean frequency score of recommending mammography
to patients aged 50+ was close to the scale range’s upper value
(M=3.72, SD=0.55, ranges 2-4, out of 1-5 possible ranges), indicating
a very high frequency for recommending mammography to female
patients aged 50 and older. In addition, the participants reported
a very high frequency of discussing advantages of and barriers to
mammography screening with the women who refused to undergo
it (M=3.57, SD=0.65, ranges 2-4). The frequency of recommending
CBE to patients aged 40-50 was above the mid-scale range (M=2.66,
SD=0.91, ranges 1-4), indicating a high frequency of reccommending
CBE, while recommending CBE to women aged 20-40 was just mid-
scale (M=2.66, SD=1.02, ranges 1-4), indicating a lower tendency
to recommend CBE to young women. No differences were found
between male and female physicians.

Physicians’ bias was assessed by probing factors that may affect
their decision to discuss screening examinations with their patients:
6.9% reported that they might not discuss the examinations with very
religious women. Some also reported that they tended not to discuss
screening examinations with older women (5.7%), single women
(8.3%), women with a low education level (3.4%), women with high
fatalistic beliefs (3.4%), those with chronic diseases (2.8%), and
women who neglect their health (1.4%).
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Table 2: Physicians’ beliefs towards cancer and perceptions about their patients’
barriers to mammography.

M SD | Range
Fatalistic beliefs 149 | 0.79 1-5
Traditional beliefs 3.75 | 042 | 2.14-4
Being examined by a male physician 292 | 1.05 1-5
Distance and transportation barriers 2.47 | 0.99 1-5
Language and communication barriers 2.30 | 0.93 1-5
Religious barriers related to modesty issues 2.36 | 1.07 1-5
Fear of being seen in a breast clinic 244 | 1.01 1-5
Financial expenses 2.08 | 0.94 1-4
Fear of pain 249 | 1.01 1-5
Fear ofradiation effects caused by mammography 271 | 1.07 1-5
Total score of perceived patients’ barriers 247 | 0.68 | 1-4.13

Table 2 shows the means (SDs) of the physicians’ traditional
beliefs toward cancer and perceptions about their patients’ barriers
to screening for the early detection of breast cancer. The physicians
expressed a relatively high level of traditional beliefs (i.e., perceiving
cancer as a test or punishment from God, believing in the healing
power of prayers and reading verses from religious writings), and
low levels of fatalistic beliefs (regarding cancer as a fatal disease).
They perceived their patients to have moderate levels of each of the
assessed barriers to screening (mean scores were about mid-scale
for each of the barriers and for the total score). Being examined by
a male physician was perceived as a particularly common barrier for
the patients.

Multiple regression analyses were conducted (Table 3) to
assess the associations of the rate of recommending and discussing
mammographyand CBE with gender, seniority, physicians’ traditional
and fatalistic beliefs, the perceived patients’ barriers, and physicians’
bias (the other background variables were not significantly correlated
with the dependent variables, and hence were not entered into the
analyses). The models explained 25%, 23% and 20% of the patterns of
recommending mammography, recommending CBE to women aged

20-40, and recommending CBE to women aged 40-50, respectively,
and 56% of discussing advantages of and barriers to screening with
reluctant patients. Higher seniority was associated with a higher
tendency to recommend and discuss screenings, while gender was not
significantly associated with recommending or discussing patterns.
In addition, physicians who held higher traditional and fatalistic
beliefs and biases had a lower tendency to recommend and discuss
screening; however, perceiving more patients’ barriers was associated
with a higher frequency of screening-related recommendations and
discussion.

In the next step, SEM was applied to assess the direct and indirect
relations among the study variables. The resulting models are depicted
in Figure 2 (a-c). As can be seen in Figure 2a, seniority, seniority was
associated with a higher tendency to recommend mammography,
while fatalistic beliefs and physicians’ bias were associated with
a lower frequency to recommend mammography. In addition,
physicians’ bias mediated the associations of seniority and gender
with recommending mammography. Therefore, seniority and female
gender were associated with lower bias, while bias by itself reduced
the chance of recommending mammography. Model 2a shows an
acceptable fit: x2(7)=12.64, p=.480; x2/df=0.97, NFI=.85, CFI=.93,
TLI=.78, RMSEA=.06.

Figure 2b shows that the pathways of recommending CBE (for
patients aged 20-40 years) were identical to the former model and
the fit values were similar: x2(7)= 13.58, p=.14; x2/df=1.94, NFI=.94,
CFI=.98, TLI=.90, RMSE=.04. Figure 2c depicts the pathways for
discussing advantages and barriers to screening examinations with
reluctant patients. In this model, in contrast to the former ones,
fatalistic beliefs were not related to the discussion about screening,
but the traditional beliefs variable was an additional mediator
between seniority and discussing screening. The model’s fit indices
were good: X2(7) = 13.22, p=.43; x2/df=1.88, NFI=.92; CFI=.99; and
TLI=.99, RMSEA=.01.

Discussion

The present study is the first to show that physicians’ beliefs about
cancer, their perceptions of patients’ barriers, and their bias toward

Table 3: Regression analysis for recommending and discussing screening for the early detection of breast cancer.

Recommending mammography to Recommending CBE to | Recommending CBE to ) ) .
’ . . Discussing screening advantages and
patients patients patients barriers
aged 50-74 aged 40-50 aged 20-30

Gender .08 .09 .06 14
Seniority .30** 27 .23* .36
R? .08 .07 .04 A2
F (2,141) 3.49** 3.88* 2.71* 8.71%*
Gender -.02 .02 .01 .02
Seniority .21* .18* .15 .15*
Traditional beliefs .04 -.03 -11 -.16*
Fatalistic beliefs -.20* -.21%* -.20* -.05
Perc_elved patients 03 P 20 04
barriers
Physicians’ bias -.36%* -.18* -.22% -.64x*
R? .25 (.22) .23(.19) .20(.16) .56(.54)
F (7,141) 6.59%** 4.61%* 4.64%* 24.67**

Gender: male=0, female=1; *p<.05, **p<.01, ***p<.001.
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A. Recommending mammography

Physicians’ bias

-15 36
Gender N Traditional Recommending
o5 beliefs . mammography
s _ -.20
Fatalistic
— beliefs
Seniority
Patients’
barriers
.20

Traditional

N Recommending
beliefs

CBE

Fatalistic
beliefs

Seniority

Patients’
barriers

.20

C. Discussing screening

Traditional
beliefs

Discussing
screening

Fatalistic

Seniority beliefs

Patients’
barriers

14

Gender: male=0, female=1; "p<.05, “*p<.01, ™*p <.001

Figure 2: The mediation effects of perceptions about patients’ barriers,
physicians’ beliefs, and physicians’ bias on the associations between
seniority and gender with recommending and discussing screening for the
early detection of breast cancer.

specific groups of patients are related to patterns of reccommending
mammography and CBE, and discussing screening advantages and
barriers.

There were several main findings. First, the results indicate that
most physicians are aware of the importance of mammography and do
recommend regular examinations to most women aged 50 and older.
This is in spite of the current debate regarding the effectiveness of
mammography in increasing survival [3], but in accordance with the
ample evidence about the positive effects of regular mammography
in reducing mortality rates due to breast cancer [2], and in agreement
with the screening policies in Israel [5]. However, the situation is less
clear for CBE. The rate of recommending CBE for young women was
relatively low. This finding requires attention, as considerable cases
of the more aggressive types of breast cancer are detected in young
Arab women [11]. The low rate of recommending CBE is in line with
reports on its low efficiency in reducing mortality. However, due to
the fact that mammography is a less efficient examination for younger
women [4], attending the CBE should be reccommended and discussed

with much higher frequency. In addition, attending CBE may create
awareness about the importance of screening, and especially of
doing mammography examinations as one gets older. Moreover,
CBE attendance creates an opportunity to discuss screening-related
matters with physicians. Another related finding was that the younger
and less experienced the physicians are, the lower their tendency to
recommend and discuss screening. Therefore, this group should be a
target for raising awareness about the significance of reccommending
or discussing screening with patients.

Second, physicians were aware of the possible barriers experienced
by their patients, which might make it difficult for them to adhere
to screening guidelines. These results cannot be compared to other
studies, as we could not locate previous studies assessing physicians’
perceptions of their patients” barriers. However, the extent of their
patients’ barriers, as they perceived it, was similar to the extent of
the barriers reported by Arab women in Israel in previous studies
[14,15,23]. It should be noted that the participants in these previous
studies consisted of a population-based sample of Arab women.
Therefore, it may be assumed that they hold similar attitudes and
perceptions toward screening as the actual patients of the physicians
in the present study. Having an accurate picture of patients’ barriers
indicates that physicians are aware of the possible barriers of their
patients, which was found to be positively associated with a higher
rate of recommending CBE, but not mammography or discussing
screening with reluctant patients.

Third, although the physicians in the present study all had a
Western medical education, they expressed relatively high levels of
traditional beliefs, such as perceiving cancer as a punishment or test
from God, belief in the power of prayer or traditional medications,
and fatalistic beliefs about cancer as a fatal disease. The extent of
their beliefs was similar to the extent of traditional and fatalistic
beliefs among Arab women in previous studies [13-15,23,29]. It was
previously reported that people from traditional societies continue to
hold traditional beliefs, in spite of Western ways of life or varying
levels of religiosity [52].

Fourth, the present findings support previous studies’ findings
that physicians tend not to recommend examinations to women
who are believed to be less inclined to undergo them [34,45] or to
women whom the physicians perceive are different from themselves
[53], a phenomenon termed physicians’ bias [46]. However, only a
small number of the physicians reported being less inclined to discuss
examinations with patients with distinct characteristics such as old
age or a high level of religiosity. It may be that the actual impact of
patients’ characteristics is even higher, but not evident in this study,
due to a possible unwillingness to report behaviors that may deviate
from professional norms.

Fifth, it is important to note that years of seniority as a physician
was found to be directly linked to all reccommending and discussing
screening. This finding contradicts ample research which shows
that up-to-date clinical knowledge is negatively associated with
years of practicing medicine (see, for example, [54-56]. For example,
Choudbhry et al’s [54] literature review shows that 63% of the studies
on physicians' adherence to standards of practice for diagnosis,
screening, and prevention reported that years of practicing medicine
was negatively linked to adherence to the aforementioned standards.
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Perhaps our finding is linked to the structure of the Israeli health
system. Since 1994, when the National Health Insurance Law was
enacted, Israeli citizens have been entitled to public health services.
The physicians in our sample were employed by the public health
system, which provides ongoing training to practicing physicians
in order to keep them up-to-date regarding state-of-the-art clinical
knowledge, medical standards, and guidelines. In addition, it may
be that the more senior physicians are less stressed at work, and
experience less family and career stressors, in general. Therefore, they
are more open to their patients' needs and make more time to discuss
screening.

As was mentioned previously, diminished bias and accounted for
the positive association between years of seniority and the outcome
variables. Furthermore, fewer traditional beliefs accounted for the
association between years of seniority as a physician der and the
tendency to discuss screening. These findings could be explained by
the contact hypothesis [57], which generally argues that interpersonal
contact serves to reduce prejudice between majority and minority
group members. The more years of experience (meaning contact)
a physician has with a variety of patients and diseases, the less bias
he/she has concerning both patients and cancer as a disease, thus
the more inclined he/she is to recommend screening. These finding
emphasize the central role that physicians' bias plays in explaining
the association between years of seniority as a physician and
women physicians (gender), and all of the outcome variables. This
is especially troubling since studies show that the uptake of breast
cancer screening among patients is positively related to physicians'
recommendations (cf. [13,35,58].

Diminished bias also accounted for the positive association
between women physicians and the outcome variables. This finding
is in accord with some of the literature on stigma, which shows that
women are less inclined than men to stigmatize, for example, persons
with HIV/AIDS [59-62].

The study results have several practical implications. Increasing
awareness among physicians about the need to recommend and
discuss screening for early detection, and especially the need to
recommend CBE, is underscored from the present results. CBE is an
opportunity to recommend mammography, if needed. Even more
important is the need to increase CBE for younger women. Family
physicians may play a central role in promoting CBE and early
detection in young women. Due to the present finding, which shows
that physicians with less years of seniority have a lower tendency
to recommend and discuss the examinations, it is recommended to
strengthen messages regarding the importance of doing so for this
group of physicians. Low adherence was reported for additional
types of cancer screening for which early detection may save lives,
such as colorectal cancer, melanoma or cervical cancer. The results
call attention to the salient role of physicians’ traditional beliefs
regarding cancer and their bias toward specific groups of women
who they perceive as being less inclined to attend screening, which
impact their recommending and discussing behaviors. Education,
related to increasing physicians’ self-awareness about the impact of
their perceptions and reducing their bias toward specific groups of
patients, is imperative.

The strengths and limitations of the study should be underscored.

The study is based on a random and large sample of physicians, who
belong to a unified cultural group, and treat patients from the same
cultural group. In addition, this study is the first to assess the effect
of physicians” personal beliefs and biases, and their perceptions of
patients’ barriers on their behaviors regarding recommending and
discussing breast cancer screening. A main limitation of the study
is the relatively low response rate (47%); therefore, generalization to
other groups of physicians should be made with caution. However,
similar and even lower response rates were reported in other studies
assessing physicians’ screening attitudes (for example, 55% [63], 40%
[64], and 5.7% [65]). Another limitation is that patients’ perceptions
and beliefs were not assessed in relation to those of their physicians.
Therefore, further studies are suggested that will assess physician-
patient dyads, and specifically elaborate on groups of patients that
are subjected to stronger physicians” bias regarding their reluctance
or inability to adhere to screening recommendations. In addition,
controlled intervention studies, focused on changing traditional
beliefs toward cancer and reducing bias toward specific groups of
patients, are recommended.

References
1. Ferlay J, Shin HR, Bray F, Forman D, Mathers C, Parkin DM. Cancer

Incidence and Mortality Worldwide: IARC Cancer Base No. 10. International
Agency for Research on Cancer. 2010.

2. Oeffinger KC, Fontham ET, Etzioni R, Herzig A, Michaelson JS, Shih YC, et
al. Breast cancer screening for women at average risk: 2015 guideline update
from the American Cancer Society. JAMA. 2015; 314: 1599-1614.

3. Gotzsche PC, Jargensen KJ. Screening for breast cancer with mammography.
Cochrane Library. 2013; 6: CD001877.

4. Partridge AH, Pagani O, Abulkhair O, Aebi S, Amant F, Azim HA, et al.
First international consensus guidelines for breast cancer in young women
(BCY1). Breast. 2014; 23: 209-220.

5. Israel Cancer Association. Early Detection and Prevention of Breast Cancer.

6. Bick U. Intensified surveillance for early detection of breast cancer in high-risk
patients. Breast Care. 2015; 10: 13-20.

7. Central Bureau of Statistics. The Arab population 2008.

8. Azaiza F. Processes of conservation and change in Arab society in Israel:
Implications for the health and welfare of the Arab population. Int J Soc
Welfare. 2013; 22: 15-24.

9. Cohen M. An integrated view of cultural perceptions of cancer among Arab
people in Israel. Health Psychol Rev. 2014; 8: 490-508.

10. Israel Cancer Registry. Breast Cancer, Invasive (Gender and Subpopulation)
Cancer Incidence Trends 1980-2011.

11. Zidan J, Sikorsky N, Basher W, Sharabi A, Friedman E, Steiner M. Differences
in pathological and clinical features of breast cancer in Arab as compared to
Jewish women in Northern Israel. Int J Cancer. 2012; 131: 924-929.

1

N

. Tarabeia J, Baron-Epel O, Barchana M, Liphshitz |, Ifrah A, Fishler Y, et al.
A comparison of trends in incidence and mortality rates of breast cancer,
incidence to mortality ratio and stage at diagnosis between Arab and Jewish
women in Israel, 1979-2002. Eur J Cancer Prev. 2007; 16: 36-42.

13. Cohen M, Azaiza F. Early breast cancer detection practices, health beliefs,
and cancer worries in Jewish and Arab women. Prev Med. 2005; 41: 852-858.

14. Azaiza F, Cohen M, Awad M, Daoud F. Factors associated with low screening
for breast cancer in the Palestinian authority. Cancer. 2010; 116: 4646-4655.

15. Azaiza F, Cohen M, Daoud F, Awad M. Traditional-Westernizing continuum
of change in screening behaviors: comparison between Arab women in Israel
and the West Bank. Breast Cancer Res Treat. 2011; 128: 219-227.

16. Keinan-Boker L, Baron-Epel O, Fishler Y, Liphshitz I, Barchana M, Dichtiar

Submit your Manuseript | www.austinpublishinggroup.com

J Fam Med 3(8): id1081 (2016) - Page - 06


https://www.iarc.fr/en/media-centre/iarcnews/2010/globocan2008.php
https://www.iarc.fr/en/media-centre/iarcnews/2010/globocan2008.php
https://www.iarc.fr/en/media-centre/iarcnews/2010/globocan2008.php
http://www.ncbi.nlm.nih.gov/pubmed/26501536
http://www.ncbi.nlm.nih.gov/pubmed/26501536
http://www.ncbi.nlm.nih.gov/pubmed/26501536
http://www.ncbi.nlm.nih.gov/pubmed/23737396
http://www.ncbi.nlm.nih.gov/pubmed/23737396
http://www.ncbi.nlm.nih.gov/pubmed/24767882
http://www.ncbi.nlm.nih.gov/pubmed/24767882
http://www.ncbi.nlm.nih.gov/pubmed/24767882
http://www.cancer.org.il/template/default.aspx?PageId=5963
http://www.ncbi.nlm.nih.gov/pubmed/25960720
http://www.ncbi.nlm.nih.gov/pubmed/25960720
http://www.cbs.gov.il/www/statistical/arab_pop08.pdf
http://onlinelibrary.wiley.com/doi/10.1111/j.1468-2397.2011.00866.x/abstract
http://onlinelibrary.wiley.com/doi/10.1111/j.1468-2397.2011.00866.x/abstract
http://onlinelibrary.wiley.com/doi/10.1111/j.1468-2397.2011.00866.x/abstract
http://www.ncbi.nlm.nih.gov/pubmed/25211212
http://www.ncbi.nlm.nih.gov/pubmed/25211212
http://www.health.gov.il/UnitsOffice/HD/ICDC/ICR/CancerIncidence/Pages/Breast_Invasive.aspx
http://www.health.gov.il/UnitsOffice/HD/ICDC/ICR/CancerIncidence/Pages/Breast_Invasive.aspx
http://www.ncbi.nlm.nih.gov/pubmed/21918975
http://www.ncbi.nlm.nih.gov/pubmed/21918975
http://www.ncbi.nlm.nih.gov/pubmed/21918975
http://www.ncbi.nlm.nih.gov/pubmed/17220702
http://www.ncbi.nlm.nih.gov/pubmed/17220702
http://www.ncbi.nlm.nih.gov/pubmed/17220702
http://www.ncbi.nlm.nih.gov/pubmed/17220702
http://www.ncbi.nlm.nih.gov/pubmed/16120457
http://www.ncbi.nlm.nih.gov/pubmed/16120457
http://www.ncbi.nlm.nih.gov/pubmed/20589933
http://www.ncbi.nlm.nih.gov/pubmed/20589933
http://www.ncbi.nlm.nih.gov/pubmed/21191648
http://www.ncbi.nlm.nih.gov/pubmed/21191648
http://www.ncbi.nlm.nih.gov/pubmed/21191648
http://www.ncbi.nlm.nih.gov/pubmed/23361380

Soffer M

Austin Publishing Group

1

~

1

[ec]

19.

20.

2

iy

22.

23.

24,

25.

26.

27.

28.

29.

30.

3

-

3

N

33

34.

3

[$2]

36.

.Bazargan M, Bazargan SH, Calderon JL, Husaini

R, et al. Breast cancer trends in Israeli Jewish and Arab women, 1996—2007.
Eur J Cancer Prev. 2013; 22: 112-120.

. Wilf-Miron R, Peled R, Yaari E, Vainer A, Porath A, Kokia E. The association

between socio-demographic characteristics and adherence to breast and
colorectal cancer screening: analysis of large sub populations. BMC Cancer.
2011;11: 1.

. Bellizzi KM, Breslau ES, Burness A, Waldron W. Prevalence of cancer

screening in older, racially diverse adults: still screening after all these years.
Arc Intern Med. 2011; 171: 2031-2037.

Belki¢ K, Cohen M, Wilczek B, Andersson S, Berman AH, Marquez MA, et al.
Imaging surveillance programs for women at high breast cancer risk in Europe:
Are women from ethnic minority groups adequately included?(Review). Int J
Oncol. 2015; 47: 817-839.

Miranda PY, Tarraf W, Gonzalez P, Johnson-Jennings M, Gonzalez HM.
Breast cancer screening trends in the United States and ethnicity. Cancer
Epidemiol Biomarkers Prev. 2012; 21: 351-357.

.Gonzales M, Nelson H, Rhyne RL, Stone SN, Hoffman RM. Surveillance

of colorectal cancer screening in New Mexico Hispanics and non-Hispanic
Whites. J Community Health. 2012; 37: 1279-1288.

Sunil TS, Hurd T, Deem C, Nevarez L, Guidry J, Rios R, et al. Breast cancer
knowledge, attitude and screening behaviors among Hispanics in South
Texas Colonias. J Community Health. 2014; 39: 60-71.

Azaiza F, Cohen M. Health beliefs and rates of breast cancer screening
among Arab women. J Women Health. 2006; 15: 520-530.

Azaiza F, Cohen M. Between traditional and modern perceptions of breast
and cervical cancer screenings: a qualitative study of Arab women in Israel.
Psychooncology. 2008; 17: 34-41.

Baron-Epel O. Attitudes and beliefs associated with mammography in a
multiethnic population in Israel. Health Educ Behav. 2010; 37: 227-242.

Cohen M. Breast cancer early detection, health beliefs, and cancer worries in
randomly selected women with and without a family history of breast cancer.
Psychooncology. 2006; 15: 873-883.

Freund A, Cohen M, Azaiza F. The doctor is just a messenger: Beliefs of
ultraorthodox Jewish women in regard to breast cancer and screening. J
Religion Health. 2014; 53: 1075-1090.

Baron-Epel O, Friedman N, Lernau O. Fatalism and Mammography in a
Multicultural Population. Oncol Nurs Forum. 2009; 36: 353-361.

Cohen M, Azaiza F. Developing and testing an instrument for identifying
culture-specific barriers to breast cancer screening in Israeli Arab women.
Acta Oncol. 2008; 47: 1570-1577.

Smedley B, Stith A, Nelson. Unequal treatment: Confronting racial and ethnic
disparities in health care. Washington, DC: National Academies Press. 2003.

. Mandelblatt JS, Yabroff KR. Breast and cervical cancer screening for older

women: recommendations and challenges for the 21t century. J Am Med
Womens Assoc. 2000; 55: 210-215.

. Halabi S, Skinner CS, Samsa GP, Strigo TS, Crawford YS, Rimer BK. Factors

associated with repeat mammography screening. J Fam Pract. 2000; 49:
1104-1112.

BA, Baker RS.
Mammography screening and breast self-examination among minority
women in public housing projects: the impact of physician recommendation.
Cell Mol Biol. 2003; 49: 1213-1218.

Coleman EA, O'Sullivan P. Racial differences in breast cancer screening
among women from 65 to 74 years of age: trends from 1987-1993 and
barriers to screening. J Women Aging. 2001; 13: 23-39.

. Meguerditchian AN, Dauphinee D, Girard N, Eguale T, Riedel K, Jacques A,

et al. Do physician communication skills influence screening mammography
utilization? BMC Health Serv Res. 2012; 12: 219.

O'Malley MS, Earp JA, Hawley ST, Schell MJ, Mathews HF, Mitchell J.
The association of race/ethnicity, socioeconomic status, and physician

37.

38.

3

©

40.

41.

42.

4

w

44,

45.

4

o

47.

48.

4

©

5

o

51.

52.

5.

w

5

N

55.

56.

5

hg

5

©

recommendation for mammography: who gets the message about breast
cancer screening? Am J Public Health. 2001; 91: 49-54.

Pham HH, Schrag D, Hargraves JL, Bach PB. Delivery of preventive services
to older adults by primary care physicians. JAMA. 2005; 294: 473-481.

Van Harrison R, Janz NK, Wolfe RA, Tedeschi PJ, Stross JK, Huang X, et al.
Characteristics of primary care physicians and their practices associated with
mammography rates for older women. Cancer. 2003; 98: 1811-1821.

. Friedman LC, Neff NE, Webb JA, Latham CK. Early breast cancer detection

behaviors among ethnically diverse low-income women. Psychooncology.
1996; 5: 283-289.

Sharp PC, Michielutte R, Spangler JG, Cunningham L, Freimanis R. Primary
care providers' concerns and recommendations regarding mammography
screening for older women. J Cancer Educ. 2005; 20: 34-38.

Bekker H, Morrison L, Marteau TM. Breast screening: GPs' beliefs, attitudes
and practices. Fam Pract. 1999; 16: 60-65.

Else-Quest NM, Jackson TL. Cancer stigma. Corrigan PW, editor. In The
stigma of disease and disability: Understanding causes and overcoming
injustices. Washington, DC: American Psychological Association. 2014; 165-
181.

. Fujisawa D, Hagiwara N. Cancer stigma and its health consequences. Curr

Breast Cancer Rep. 2015; 7: 143-150.

Weinberger M, Saunders AF, Samsa GP, Bearon LB, Gold DT, Brown J, et al.
Breast cancer screening in older women: practices and barriers reported by
primary care physicians. J Am Geriatr Soc. 1991; 39: 22-29.

Grady KE, Lemkau JP, Lee NR, Caddell C. Enhancing mammography
referral in primary care. Prev Med. 1997; 26: 791-800.

. Crossley M. Infected judgment: legal responses to physician bias. Villanova

Law Rev. 2003; 8: 195-303.

Balsa Al, McGuire TG. Statistical discrimination in health care. J Health Econ.
2001; 20: 881-907.

Penner LA, Albrecht TL, Orom H, Coleman DK, Underwood WIII. Health and
health care disparities. Dovidio JF, Hewstone M, Glick P, Esses VM, editors.
In Handbook of prejudice, stereotyping, and discrimination. London: Sage.
2014; 472-490.

. Dovidio JF, Fiske ST. Under the radar: how unexamined biases in decision-

making processes in clinical interactions can contribute to health care
disparities. American J Public Health. 2012; 102: 945-952.

. Arbuckle JL. User’s guide: IBM-SPSS Amos 21. Amos Development Corp.

2012.

Hooper D, Coughlan J, Mullen MR. Structural Equation Modeling: Guidelines
for Determining Model Fit. EJBRM. 2008; 6: 53-60.

Cohen M. Cancer fatalism: attitudes toward screening and care. Carr Bl,
Steel J, editors. Psychological aspects of cancer. New York: Springer. 2013;
83-99.

. Rajaram SS, Rashidi A. Asian-Islamic women and breast cancer screening:

a socio-cultural analysis. Women Health. 1999; 28: 45-58.

. Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: the relationship

between clinical experience and quality of health care. Ann Intern Med. 2005;
142: 260-273.

Leigh TM, Young PR, Haley JV. Performances of family practice diplomates
on successive mandatory recertification examinations. Acad Med. 1993; 68:
912-919.

Lipner R, Song H, Biester T, Rhodes R. Factors that influence general
internists' and surgeons' performance on maintenance of certification exams.
Acad Med. 2011; 86: 53-58.

. Allport GW. The nature of prejudice. Cambridge, MA: Perseus Books. 1954.

. Plourde N, Brown HK, Vigod S, Cobigo V. Contextual factors associated with

uptake of breast and cervical cancer screening: A systematic review of the
literature. Women Health. 2016; 1-20.

Submit your Manuseript | www.austinpublishinggroup.com

J Fam Med 3(8): id1081 (2016) - Page - 07


http://www.ncbi.nlm.nih.gov/pubmed/23361380
http://www.ncbi.nlm.nih.gov/pubmed/23361380
http://bmccancer.biomedcentral.com/articles/10.1186/1471-2407-11-376
http://bmccancer.biomedcentral.com/articles/10.1186/1471-2407-11-376
http://bmccancer.biomedcentral.com/articles/10.1186/1471-2407-11-376
http://bmccancer.biomedcentral.com/articles/10.1186/1471-2407-11-376
http://www.ncbi.nlm.nih.gov/pubmed/22158573
http://www.ncbi.nlm.nih.gov/pubmed/22158573
http://www.ncbi.nlm.nih.gov/pubmed/22158573
http://www.ncbi.nlm.nih.gov/pubmed/26134040
http://www.ncbi.nlm.nih.gov/pubmed/26134040
http://www.ncbi.nlm.nih.gov/pubmed/26134040
http://www.ncbi.nlm.nih.gov/pubmed/26134040
http://www.ncbi.nlm.nih.gov/pubmed/22147364
http://www.ncbi.nlm.nih.gov/pubmed/22147364
http://www.ncbi.nlm.nih.gov/pubmed/22147364
http://www.ncbi.nlm.nih.gov/pubmed/22544418
http://www.ncbi.nlm.nih.gov/pubmed/22544418
http://www.ncbi.nlm.nih.gov/pubmed/22544418
http://www.ncbi.nlm.nih.gov/pubmed/23903907
http://www.ncbi.nlm.nih.gov/pubmed/23903907
http://www.ncbi.nlm.nih.gov/pubmed/23903907
http://www.ncbi.nlm.nih.gov/pubmed/16796479
http://www.ncbi.nlm.nih.gov/pubmed/16796479
http://www.ncbi.nlm.nih.gov/pubmed/17352007
http://www.ncbi.nlm.nih.gov/pubmed/17352007
http://www.ncbi.nlm.nih.gov/pubmed/17352007
http://www.ncbi.nlm.nih.gov/pubmed/19690289
http://www.ncbi.nlm.nih.gov/pubmed/19690289
http://www.ncbi.nlm.nih.gov/pubmed/16374894
http://www.ncbi.nlm.nih.gov/pubmed/16374894
http://www.ncbi.nlm.nih.gov/pubmed/16374894
http://www.ncbi.nlm.nih.gov/pubmed/23543095
http://www.ncbi.nlm.nih.gov/pubmed/23543095
http://www.ncbi.nlm.nih.gov/pubmed/23543095
http://www.ncbi.nlm.nih.gov/pubmed/19596653
http://www.ncbi.nlm.nih.gov/pubmed/19596653
http://www.ncbi.nlm.nih.gov/pubmed/18607884
http://www.ncbi.nlm.nih.gov/pubmed/18607884
http://www.ncbi.nlm.nih.gov/pubmed/18607884
http://www.ncbi.nlm.nih.gov/pubmed/25032386
http://www.ncbi.nlm.nih.gov/pubmed/25032386
http://www.ncbi.nlm.nih.gov/pubmed/10935354
http://www.ncbi.nlm.nih.gov/pubmed/10935354
http://www.ncbi.nlm.nih.gov/pubmed/10935354
http://www.ncbi.nlm.nih.gov/pubmed/11132060
http://www.ncbi.nlm.nih.gov/pubmed/11132060
http://www.ncbi.nlm.nih.gov/pubmed/11132060
http://www.ncbi.nlm.nih.gov/pubmed/14983989
http://www.ncbi.nlm.nih.gov/pubmed/14983989
http://www.ncbi.nlm.nih.gov/pubmed/14983989
http://www.ncbi.nlm.nih.gov/pubmed/14983989
http://www.tandfonline.com/doi/abs/10.1300/J074v13n03_03
http://www.tandfonline.com/doi/abs/10.1300/J074v13n03_03
http://www.tandfonline.com/doi/abs/10.1300/J074v13n03_03
http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-219
http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-219
http://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-12-219
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446507/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446507/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446507/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446507/
http://www.ncbi.nlm.nih.gov/pubmed/16046654
http://www.ncbi.nlm.nih.gov/pubmed/16046654
http://www.ncbi.nlm.nih.gov/pubmed/14584062
http://www.ncbi.nlm.nih.gov/pubmed/14584062
http://www.ncbi.nlm.nih.gov/pubmed/14584062
http://onlinelibrary.wiley.com/doi/10.1002/(SICI)1099-1611(199609)5:3%3C283::AID-PON229%3E3.0.CO;2-M/abstract
http://onlinelibrary.wiley.com/doi/10.1002/(SICI)1099-1611(199609)5:3%3C283::AID-PON229%3E3.0.CO;2-M/abstract
http://onlinelibrary.wiley.com/doi/10.1002/(SICI)1099-1611(199609)5:3%3C283::AID-PON229%3E3.0.CO;2-M/abstract
http://www.ncbi.nlm.nih.gov/pubmed/15876180
http://www.ncbi.nlm.nih.gov/pubmed/15876180
http://www.ncbi.nlm.nih.gov/pubmed/15876180
http://www.ncbi.nlm.nih.gov/pubmed/10321398
http://www.ncbi.nlm.nih.gov/pubmed/10321398
https://www.infontd.org/resource/stigma-disease-and-disability-understanding-causes-and-overcoming-injustices
https://www.infontd.org/resource/stigma-disease-and-disability-understanding-causes-and-overcoming-injustices
https://www.infontd.org/resource/stigma-disease-and-disability-understanding-causes-and-overcoming-injustices
https://www.infontd.org/resource/stigma-disease-and-disability-understanding-causes-and-overcoming-injustices
http://link.springer.com/article/10.1007/s12609-015-0185-0
http://link.springer.com/article/10.1007/s12609-015-0185-0
http://www.ncbi.nlm.nih.gov/pubmed/1987253
http://www.ncbi.nlm.nih.gov/pubmed/1987253
http://www.ncbi.nlm.nih.gov/pubmed/1987253
http://www.ncbi.nlm.nih.gov/pubmed/9388790
http://www.ncbi.nlm.nih.gov/pubmed/9388790
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=402342
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=402342
http://www.ncbi.nlm.nih.gov/pubmed/11758051
http://www.ncbi.nlm.nih.gov/pubmed/11758051
https://us.sagepub.com/en-us/nam/the-sage-handbook-of-prejudice-stereotyping-and-discrimination/book230685
https://us.sagepub.com/en-us/nam/the-sage-handbook-of-prejudice-stereotyping-and-discrimination/book230685
https://us.sagepub.com/en-us/nam/the-sage-handbook-of-prejudice-stereotyping-and-discrimination/book230685
https://us.sagepub.com/en-us/nam/the-sage-handbook-of-prejudice-stereotyping-and-discrimination/book230685
http://www.ncbi.nlm.nih.gov/pubmed/22420809
http://www.ncbi.nlm.nih.gov/pubmed/22420809
http://www.ncbi.nlm.nih.gov/pubmed/22420809
http://arrow.dit.ie/cgi/viewcontent.cgi?article=1001&context=buschmanart
http://arrow.dit.ie/cgi/viewcontent.cgi?article=1001&context=buschmanart
http://www.springer.com/us/book/9781461448655
http://www.springer.com/us/book/9781461448655
http://www.springer.com/us/book/9781461448655
http://www.ncbi.nlm.nih.gov/pubmed/10374807
http://www.ncbi.nlm.nih.gov/pubmed/10374807
http://www.ncbi.nlm.nih.gov/pubmed/15710959
http://www.ncbi.nlm.nih.gov/pubmed/15710959
http://www.ncbi.nlm.nih.gov/pubmed/15710959
http://www.ncbi.nlm.nih.gov/pubmed/7726873
http://www.ncbi.nlm.nih.gov/pubmed/7726873
http://www.ncbi.nlm.nih.gov/pubmed/7726873
http://www.ncbi.nlm.nih.gov/pubmed/21099396
http://www.ncbi.nlm.nih.gov/pubmed/21099396
http://www.ncbi.nlm.nih.gov/pubmed/21099396
http://www.worldcat.org/title/nature-of-prejudice/oclc/204034
http://www.ncbi.nlm.nih.gov/pubmed/26812962
http://www.ncbi.nlm.nih.gov/pubmed/26812962
http://www.ncbi.nlm.nih.gov/pubmed/26812962

Soffer M Austin Publishing Group

59. Corno L, De Walque D. Socioeconomic determinants of stigmatization and 63. Smith P, Hum S, Kakzanov V, Del Giudice ME, Heisey R. Physicians’
HIV testing in Lesotho. AIDS Care. 2013; 25: 108-113. attitudes and behavior toward screening mammography in women 40 to 49

. . . . years of age. Can Fam Physician. 2012; 58: e508-513.
60. D'Angelo RJ, Abbott DW, McGuire JM, Sheridan K. Homophobia and

perceptions of people with AIDS. J Appl Soc Psychol. 1998; 28: 157-170. 64. Nguyen MN, Larocque D, Paquette D, Irace-Cima A. Quebec breast cancer
. . . ) screening program: A study of the perceptions of physicians in Laval, Que.
61. \3/.|slslerll‘\1/IJ, Forsyth BWC. Addressing HIV related stigma. Future Med. 2009; Can Fam Physician. 2009; 55: 614-620.

65. Yasmeen S, Romano PS, Tancredi DJ, Saito NH, Rainwater J, Kravitz RL.
Screening mammography beliefs and recommendations: A web-based
survey of primary care physicians. Health Serv Res. 2012; 12: 32.

62. Waldner LK, Sikka A, Baig S. Ethnicity and sex differences in university
students’ knowledge of AIDS, fear of AIDS, and homophobia. J Homosex.
2008; 37: 117-133.

J Fam Med - Volume 3 Issue 8 - 2016 Citation: Soffer M, Cohen M and Azaiza F. The Effect of Physicians’ Bias and Beliefs about Recommending

ISSN : 2380-0658 | www.austinpublishinggroup.com Breast Cancer Screening to their Patients. J Fam Med. 2016; 3(8): 1081.
Soffer et al. © All rights are reserved

Submit your Manuseript | www.austinpublishinggroup.com J Fam Med 3(8): id1081 (2016) - Page - 08


http://www.ncbi.nlm.nih.gov/pubmed/23745624
http://www.ncbi.nlm.nih.gov/pubmed/23745624
http://onlinelibrary.wiley.com/doi/10.1111/j.1559-1816.1998.tb01698.x/full
http://onlinelibrary.wiley.com/doi/10.1111/j.1559-1816.1998.tb01698.x/full
http://www.futuremedicine.com/doi/pdf/10.2217/17584310.3.1.11
http://www.futuremedicine.com/doi/pdf/10.2217/17584310.3.1.11
http://www.tandfonline.com/doi/abs/10.1300/J082v37n03_07
http://www.tandfonline.com/doi/abs/10.1300/J082v37n03_07
http://www.tandfonline.com/doi/abs/10.1300/J082v37n03_07
http://www.ncbi.nlm.nih.gov/pubmed/22972742
http://www.ncbi.nlm.nih.gov/pubmed/22972742
http://www.ncbi.nlm.nih.gov/pubmed/22972742
http://www.ncbi.nlm.nih.gov/pubmed/19509208
http://www.ncbi.nlm.nih.gov/pubmed/19509208
http://www.ncbi.nlm.nih.gov/pubmed/19509208
http://www.ncbi.nlm.nih.gov/pubmed/22309456
http://www.ncbi.nlm.nih.gov/pubmed/22309456
http://www.ncbi.nlm.nih.gov/pubmed/22309456

	Title
	Abstract
	Introduction
	Methods
	Participants
	Questionnaires
	Procedure
	Statistical analyses 

	Results
	Discussion
	References
	Figure 1
	Figure 2
	Table 1
	Table 2
	Table 3

