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ABSTRACT

Background: The purpose of this study was to examine religious, cultural, and
social beliefs of healthy women about breast cancer in rural settings in Iran.
Methods: In the present study, 16 in-depth interviews with health care leaders,
social and religious experts and 11 focus group discussions were conducted with
79 women in the rural areas near the capital city of Tehran, Iran. Grounded theory
model was used to analyze the data.
Results: Some women believed that religious customs and rituals, such as
praying, taking a vow, or going on a pilgrimage to a holy place, might have healing
eﬀects if performed in addition to seeking medical care medical care. Many
believed that God intervenes in the entire course of any illness, from occurrence to
cure. Although few had fatalistic views toward cancer, the majority believed that
patients could try to change their destiny. With respect to the relationship between
moral behavior and disease, 4 types of opinions were identiﬁed; good people
suﬀer, evil people get punished, evil people do not suﬀer, and everything has a
scientiﬁc explanation. Participants believed that self-perception, their husbands,
deﬁciencies in the health care system, and ﬁnancial concerns inﬂuence breast
cancer outcome.
Conclusions: Our study showed that many participants were not aware of any
available support in the healthcare system. They generally believed in the healing
eﬀect of prayers, only when it is sought in parallel with medical care.

Introduction
Breast cancer is the ﬁrst leading cause of cancer
worldwide and the most frequent cause of cancer
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and the most frequent cause of cancer death in
women in both developed and developing countries.1
According to the most recent Iranian cancer registry
report, breast cancer is the most prevalent cancer
among Iranian women. 2 Iranian women are
diagnosed with breast cancer about a decade
younger compared with women in developed
nations.3
Cultural, spiritual, and religious beliefs and
values are increasingly being recognized as
important determinants of cancer prevention
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behaviors and outcomes following cancer diagnosis
and treatment.4-7 Culture powerfully shapes what
people think about cancer and how to explain the
incidence of cancer. Therefore, it might determine
community beliefs about what can be done toward
cancer. For instance, among some groups, cancer is
viewed as getting a death sentence or God’s
punishment, and it is believed there is very little one
can do to prevent cancer.8,9 This can potentially
inﬂuence a patient’s intention to seek treatment and
ability to cope. A survey in Qatar showed that
women were signiﬁcantly less likely to participate in
breast cancer screening, if they believed that breast
cancer is related to God’s punishment or bad luck.10
The spiritual needs of patients are often neglected
and not addressed.11,12 Moreover, most of the studies
in this ﬁeld have been performed in western
countries among women with breast cancer and not
among healthy women.13 Optimum care for breast
cancer requires an in-depth understanding of
spiritual, religious, cultural, and social aspects of the
disease to enable health care professionals to best
address the needs of patients and their families. The
aim of this study was to examine religious, cultural,
and social beliefs of healthy Iranian women about
breast cancer in rural areas.
Methods
This qualitative study had two phases. In the ﬁrst
phase, 16 individual interviews were performed with
leaders in the health care system, health
professionals, medical specialists, and social and
religious experts. Based on the data obtained in the
ﬁrst phase and literature on women's health, the
primary items for the focus group discussion (FGD)
were gathered. The study was approved by the
research ethics Committee of the Iranian Centre for
Breast Cancer.
In the present study, 11 FGDs were conducted
with 79 women using purposive sampling. FGD
took place in rural health centers aﬃliated with one
of the medical universities in Tehran, Iran.14 Verbal
consent was obtained from all participants before
each session. Participants were recruited from
women who lived in rural areas near the capital city
of Tehran. Women with breast cancer were excluded.
Each group consisted of 5 to 11 participants and
sessions were between 60 and 90 minutes. All FGDs
were conducted by a female physician (EF). At the
beginning of each session, the study and its
objectives were described to the participants.
Interviews were audio-taped and transcribed.
Through an inductive process, grounded theory was
used to identify analytical categories as they
emerged from the data to develop hypotheses.15
Content analysis was performed on the transcripts to
identify recurring themes. Passages were then
organized by themes. FGDs were reviewed and
analyzed. During the data analysis, reﬁnements were
26

made to the theory; this interim analysis was
developed where questions were reﬁned and new
hypotheses were developed. New themes were
discussed in the following FGD s. Validation
strategies were used to feed the ﬁndings back to the
new participants to see if they regarded the ﬁndings
16
as a reasonable account of their experience. The
data was coded into schemes and results were
compared and discussed. Consensus on the ﬁnal
schemes was reached through theme saturation.
Particular attention was paid to outliers or negative
cases.17,18
Results
The mean age of participants was 31.2 years
(range: 19-52 years). All women, except one, were
married. Regarding educational status, about 56% of
women had high school diploma or less, 34% had
high school diploma, and 10% had university
degrees. Of participants, 62% were housewives
without any income, 24% were housewives with a
source of income from working inside the house,
and 14% had a job out of the house (e.g. teacher,
worker, etc.)
Some of the women believed that religious
customs and rituals, such as praying, taking a vow, or
going on a pilgrimage to a holy place, might have
healing eﬀects. They emphasized that a “person’s
purity is pivotal” in the healing process; “If God does
not answer people’s prayers, it could be due to their
impurity.” Some of them believed that attending
religious gatherings would lift a patient’s spirits and
change their mood. Moreover, other women would
pray for the patient in these gatherings; “Praying is
more eﬀective, if done by others”.
Many women believed that there is compelling
scientiﬁc evidence that religious rituals and prayers
improve the illness. Most of them stated that even
though they believe in medical sciences and doctors,
one should also rely on God, the prophet, and his
descendents for cure; “God almighty is the most
powerful and doctors are only agents who carry out
his will”. Meanwhile, belief in the healing power of
prayer did not seem to be an impediment to seeking
routine medical care; “Prayers are eﬀective, only if
one seeks medical treatment in addition to praying”.
With respect to causes of cancer, the role of God,
destiny, and impact of behaviours on occurrence of
diseases were frequently mentioned. There was no
general consensus on the role of God in the course of
diseases. Most of them believed that God would
intervene in the entire course of any illness, from
occurrence to cure.
With regard to destiny, two types of beliefs were
identiﬁed; those who had a predeterministic
(fatalistic) view and others who did not. Those with
the predeterministic view believed that breast cancer
was due to fate and could not be changed: “Our fate
is in God’s hands. Your fate is written on your
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forehead and you cannot change it…Science cannot
prevent our fate”. The majority, however, believed
that patients could try to change their destiny: “Our
fate is in our hands…you should seek treatment and
do your best. But you will heal only if God
wants…God doesn't wish us to sit by and wait for
him to determine our fate…Even though you cannot
change your fate, we must take preventive measures
and rely on God’s will”.
From FGD s, 4 diﬀerent opinions about the
relationship between behaviours and disease were
identiﬁed; good people suﬀer, evil people get
punished, evil people do not suﬀer, and those who
believed that everything has a scientiﬁc explanation.
Good people suﬀer: Some of the women believed
that: “Good people get cancer at a younger age and
die and go to God’s presence. So, they [do not get old
and] won’t stay in this life.”; “When God likes one of
his devout believers, he gives them pain, poverty,
and illness to make them pray to him all the time.”;
“People who are closer to God, get sick more often.”
Evil people get punished: One woman stated that
“If you have done evil, you will get cancer”, and
“Curse and prayer have eﬀects”. Most of the
participants believed that we are somehow punished
in this life to cleanse our souls from sins before we
die: “If God does not like a person, he punishes that
person in a way that she gives up and asks God to
take her life”.
Evil people do not suﬀer: A few participants
stated that “cruel people are healthier”.
Everything has a scientiﬁc explanation: There
was a group of women who did not believe in any
relationships between diseases and behaviours: “In
the past, because there was no information about the
cause of diseases, people believed that cancer was
due to the inﬂuence of an evil eye. Everybody is at
risk of getting cancer and there is no diﬀerence
between people…It has nothing to do with fate; we
die in one way or another”. These participants stated
that one day there will be scientiﬁc explanations for
breast cancer. One stated: “Since science has not
come up with any deﬁnite explanations for the cause
of cancer, some believe that it is related to divine
retribution”. Another stated: “It is like the Islamic
religious laws (sharia) about lawful (halal) or
prohibited (haram) acts. We do not know the
wisdom behind many of them. Maybe in the future,
science will be able to tell us what to do to avoid
cancer.”
Regarding cultural and social factors, participants
believed that multiple factors inﬂuence women’s
health in Iran. Participants mentioned selfperception, husbands, gender of physician, and
ﬁnancial concerns.
Self-perception: Participants mentioned that their
perceptions about the value of a woman depended
upon the woman’s level of education, knowledge,
and the extent of their social interactions. Some

participants stated: “Women are important because
of their key role at home as housewife and manager”;
“Men think that women should stay healthy to serve
and deal with their responsibilities at home”; “If the
wife gets cancer, the family falls apart”; and
“Women naturally put their family ﬁrst and do not
think about themselves”.
Husbands: Most women stated that they had a
very close relationship with their husbands and
found them very supportive during diﬃcult times.
Therefore, they felt comfortable discussing their
health issues with them: “We are important to our
husbands and they encourage us to seek treatment, if
necessary”. Few women preferred to talk to their
mother, sisters, or close female friends. When they
were asked if they would need to get permission
from their husband to seek medical care, they said
that their husband’s agreement was important but
they would put their health ﬁrst, if their husband
opposed their decision. Only one said: “some
husbands cannot cope with such diagnosis and
divorce their wives”. The participants stated that
another reason they had to inform their husbands
about their health status was to get ﬁnancial support.
It was stated that: “income is a key issue in every
Iranian family and men are the primary source of
income.”
Women’s preference for gender of their physician:
Participants believed that seeing a male
physician was not against their religious values:
“Even though any unnecessary social interactions
between unrelated men and women is prohibited in
Islam, a male doctor can examine any part of a
woman’s body”. They stated that due to modesty,
embarrassment, and their husband’s preference, they
would prefer to see female physicians: “A female
physician has a similar body and I feel more
comfortable…Female physicians understand our
feelings and emotions better than male doctors…I
feel uncomfortable when a man examines my
body…Most husbands prefer that their wives see a
female physician”. There were only a few women,
however, who stated that modesty or religious
reasons were not an important issue when it came to
their health.
Some women were doubtful about the honesty of
people who do not make their health a ﬁrst priority:
“One might pretend that she would follow religious
rules and go to female physicians, but for a genuine
believer in God, her health is more important”.
Others believed that male doctors, due to their
experience and conﬁdence, were better than their
female counterparts.
Deﬁciencies in the health care system: Two
issues that emerged from the FGD pertaining to the
health care system were lack of awareness about the
referral system and the cost associated with the
health care. Most of the participants were not aware
of any referral system. The majority of them stated
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that they did not have family physicians to refer them
to an appropriate specialist. Many women
complained about the expensive medical services
and the lack of health insurance. They stated that due
to the direct ﬁnancial relationship between doctors
and their patients in Iran, most patients could not
always trust their doctors for fees they would request
for the provided services.
Discussion
This study was performed to determine Iranian
women’s religious, social, and cultural beliefs about
breast cancer. This type of research in the ﬁeld of
breast cancer helps us understand how women in the
general population perceive this disease, how we can
encourage favorable changes in beliefs, and how to
frame disease prevention and management in
potentially acceptable ways according to cultural,
social, and religious beliefs that lead to earlier
diagnosis and treatment and better outcome.19
Alimited number of researches have been done to
investigate healthy women’s beliefs about this
disease, especially among middle eastern women.
Most studies have employed "the deﬁcit in
knowledge" approach in which investigators
compared respondents’ knowledge with existing
biomedical information. In contrast, we did not
make a priori assumptions regarding knowledge and
attitudes. Instead, we allowed the women to inform
us about these issues in their own terms. This method
has been successful in measuring knowledge deﬁcits
compared with the benchmark data.20
We used a qualitative focus group method. This
method is particularly suited to the study of attitudes
and experiences and can be used to examine not only
what people think, but also how they think and why
they think in a particular way. The idea behind the
focus group method is that group processes can help
people explore and clarify their views in ways that
would be less easily accessible in a one-on-one
interview.15
It has been shown that spirituality and religion are
very important aspects of Asian American women’s
experience with breast cancer.13 Yet, most authors
who studied the role of religious and spiritual beliefs
and practices in this ﬁeld have surveyed breast
cancer patients and not the general population.5
A large population-based survey, in two counties
in Eastern North Carolina on 1500 women in the year
2000, sheds light on some cultural and religious
beliefs of the general population about breast cancer
in the US. In that study, more than 90% of women
believed that God would work through doctors and
nurses to cure cancer. In addition, 22% of white
women and 65% of African American women
believed that if they were told they had breast cancer,
the strength of their own faith in God would
determine if the cancer would be cured. According to
the majority of responders, praying every day for
28

cure was considered a must for a breast cancer
patient. Nevertheless, only less than 4% of women
believed that cancer would be induced because one
21
had sinned against God.
In another published research by Bailey et al., the
interrelationship between cultural beliefs and
mammography utilization was studied, and then, the
perceived cultural barriers were successfully
utilized to develop cultural intervention strategies
for improving mammography utilization.22 In the
study by Gall and Cornblat , the role of spiritual
factors was studied in long term adjustment to breast
cancer among the surviving patients. Religious/
spiritual theme categories identiﬁed in the writings
of these breast cancer patients were interesting and
relevant to our ﬁndings: relationship with God
(reliance on him for support and guidance, usually
without expecting speciﬁc miracles); meaning (why
they had been diagnosed with cancer, who is to
blame, divine purpose of this disease, a part of God’s
plan); life aﬃrmat3ion/growth; social support; and
religious coping activities (most commonly prayer,
both personal, and intercessory).5
In a survey, more than 90% of physicians who
were practicing in Tehran, Iran, said that they had
been asked -at least occasionally- to pray for their
patients.23 In our study, women generally believed in
the healing eﬀect of prayer, comparable with seeking
medical care. Although most of the participants were
not aware of any available support in the healthcare
system, they acknowledged that practicing religious
traditions is not a substitute for seeking medical care.
In addition, very few of them had a fatalistic view
towards breast cancer and the majority believed that
it is important to take care of one’s health. Based on
our results, it does not seem that religious beliefs
prohibit people from seeking medical care.
Some studies on the association between belief in
destiny and cancer screening practices, comparing
Latinos to white patients, have shown that Latinos
are more likely than whites to believe in
predetermined and unchangeable fate and assume
that little can be done to prevent cancer.9,24 In
contrast, in another study of Latina women,
participants generally viewed God as an all-loving
ﬁgure that restrained from punishing humans. The
themes related to acceptance, such as “what God
sends, one has to accept”, were more dominant than
fatalism in that research.25
In a study on coping with breast cancer in newly
diagnosed Iranian women, authors coined the term
“spiritual ﬁghting” when many patients viewed
cancer as a test by God; an exam that they need to
ﬁght and win with pride.26 Another study on older
women with newly diagnosed breast cancer showed
that belief in divine control and a feeling of shared
responsibility with God enabled them to actively
cope with the cancer diagnosis, rather than being
passive and fatalistic.27
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There was an evident sense of self-value in all
participants. We did not encounter anyone who
thought that women’s health is not as important as
their husbands. This shows that this group of women,
who lived in rural areas near the capital, believed that
women are as valuable as their husbands.
Similar to the study by Lannin et al., on beliefs of
healthy American women about breast cancer, some
of our study subjects believed that breast cancer
patients are more likely to get support from female
friends and family. The study by Lannin et al. also
showed the role of husbands in coping with the
disease; only 2-7% in that study said that dealing
with breast cancer is a woman’s problem and the
husband does not need to be involved.21 In that study,
other concerns such as divorcing women due to
getting breast cancer and becoming less attractive
after breast cancer surgery were more commonly
reported byAfricanAmericans than white women.
Although our participants preferred to see a
female physician if they needed medical care, they
stated that the gender of a physician would not be a
limiting factor. Our results are contrary to some
studies that have shown that preserving modesty and
physical examination of intimate body parts might
be a barrier to health care, particularly for Latino and
Asian women.10,28-31
There is no well-established national system for
cancer care in Iran and most patients have to ﬁnd
their own physicians (self-referral).32 Furthermore,
most physicians do not spend enough time
explaining the necessary procedures to the patient.33
It would be reasonable to assume that patients’
compliance with recommended treatment will
improve, if physicians spend adequate time to talk to
patients about the diagnosis and oﬀer appropriate
consultation before any surgical procedures. The
majority of our participants believed that many
patients could not always trust their doctors due to
the direct doctor-patient ﬁnancial relationship. This
can be better understood when considering the fact
that the direct economic cost of breast cancer is very
high in Iran and people have to pay more than 55% of
their health expenses themselves.34,35 Lack of trust in
the health system was also reported by AsianAmerican breast cancer survivors in the study by
Tam et al.13 This is not in accordance with the
ﬁndings of the study by Lannin et al. which reported
that about 80% of white Americans believed that
doctors and health professionals are the ones they
would trust most to decide how to treat cancer (once
they get the disease).21
Due to lack of widespread and adequate health
insurance coverage and their high costs many
patients cannot aﬀord the expense of hospitalization
and surgical procedures.35,36 As a result, it is quite
acceptable for women to choose more aﬀordable
alternatives to appropriate medical care and health
management. Improvements in insurance coverage

inz order to cut the direct ﬁnancial relationship
between doctors and patients can improve trust and
37
also access to essential treatment.
Our study had some limitations. Scheduling each
session at health centers of rural areas was diﬃcult,
as at each meeting some of the participants were
absent. Some women were not interested in
participating in FGDs. The likely cause of their
disinterest may have been their responsibilities at
home and out of the house, such as family and/or
duties inside and out of the house. Most of the
participants worked with their husbands in gardens,
farms, and small family businesses. Another
possibility might have been that the sessions were
held in rural health centers. Rural women are usually
encouraged to participate in educational classes in
rural health centers and sometimes women ﬁnd these
classes to be repetitive or not interesting. They could
have assumed that our study session was one of those
educational classes and refrained from attending.
Some issues discussed in other papers, such as
body image, intimate relationship, employment, and
neighborhood issues, which are among social
aspects of the disease were discussed in surveys on
breast cancer survivors but did not seems relevant to
our subjects.13
Our study identiﬁed religious, social, and cultural
beliefs that may inﬂuence patients’ attitude towards
the health care system and their health related
behaviors. The clinicians’ knowledge about these
issues would allow them to understand and address
the issues that may prevent patients from seeking
medical care. Further studies are required to
investigate if the key ﬁndings of this study can be
extrapolated to other Iranian women, i.e. those
residing in urban areas.
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