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Abstract:

Cancer of the breast has been identified as a major cause of death in women. Although Breast
Self-Examination (BSE) has been shown to enhance the breast cancer, detection efforts of screening
clinics and private physicians, few women practice it on the recommended monthly basis. The purpose
of the investigation was to examine the various factors that have been suggested to affect the
individual’s performance of BSE and to investigate the effects of a program designed to answer the
question: Does the use of silastic teaching models in a BSE education program increase the rate of BSE
performance? A quasi-experimental research project based on Rosenstock's Health Belief Model and a
Cancer Intervention Model designed by the author was proposed. A control group participating in a
BSE education-project was compared to an experimental group receiving the same information with
the additional opportunity of practicing examination skills on a silastic breast model. When
determining program objectives, consideration was given to the content formats outlined by prior
researchers.

Analysis of data failed to support the research hypothesis: there was no difference in rate of BSE
between control and experimental groups. Participation in the education program significantly
increased the total number of women practicing BSE. However, the number of women practicing BSE
on a monthly basis remained relatively constant.

Neither demographic nor health-related variables appeared to influence the BSE practice behavior of
the groups.

In summary, formal education programs designed to reduce fear and teach breast self-examination
techniques increase compliance. While the use of the silastic breast model did not affect BSE practice
significantly in this study, it is a valuable teaching tool, and further research which defines the most
appropriate model to use and the environment in which to use it should be undertaken. Although the
results of the research project did not specifically support Rosenstock's Health Belief Model, the
findings did lend support to his hypothesis concerning unconscious psychological factors as motivators
of BSE. An increase in BSE rate of performance and the expressed desire by the participants for further
knowledge about cancer lent credence to the Cancer Intervention Model and the intervention by the
nurse in the total self-care mode.
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ABSTRACT

Cancer of the breast has been identified as a major cause of
death in women. Although Breast Self-Examination (BSE) has been
shown to enhance the breast cancer detection efforts of screening
clinics and private physicians, few women practice it on the recom-
mended monthly basis. The purpose of the investigation was to
examine the various factors that have been suggested to affect the
individual's performance of BSE and to investigate the effects of a
program designed to answer the question: Does the use of silastic

~ teaching models in a BSE education _program increase the rate of BSE

performance?

A quasi-experimental research project based on Rosenstock's
Health Belief Model and a Cancer Intervention Model designed by the
author was proposed. A control group participating in a BSE education.
project was compared to an experimental group receiving the same in-
formation with the additional opportunity of practicing. examination
skills on a silastic breast model. When determining program objec-
tives, con51derat10n was given to. the content formats outlined by prior
researchers.

Analysis of data failed to support the'research hypothesis: there

-was no difference in rate of BSE between control and experimental .

groups. Participation in the education program significantly increased
the total number of women practicing BSE. However, the number of women
practicing BSE on a monthly basis reémained relatlvely constant.

Neither demographic nor health-related variables appeared to influence
the BSE practice behavior of the groups.

In summary, formal educatlon programs designed to reduce fear and

. teach breast self-examination techniques. increase compliance. While

the use of the silastic breast model did not affect BSE practice signi-
ficantly in this study, it is a valuable teaching tool, and further
research which defines the most appropriate model to use and the en-
viromment in-which to use it should be undertaken. Although the re-
sults of the research project did not specifically support Rosenstock's
Health Belief Model, the findings did lend support to his hypothesis
concernlng unconsc1ous psychological factors as motivators of BSE. An
jncrease in BSE rate of performance and the expressed desire by the par-

“ticipants for further knowledge -about cancer lent credence to the Cancer

Intervention Model and the intervention by the nurse in the total self-
care mode,




Chapter 1

INTRODUCTION, THEORETICAL FRAMEWORK,
AND LITERATURE REVIEW

Today, according to statistics published by the Department 6f
Health, Education and Wélfaie, cancer is‘the.second most frequent
cause of death in the United States (1974:2). The subjeconf this
study is cancer of the breast, the most common cause of cancer death
in women 6ver the ‘age of‘SO, and phe leaaing cause of death in women
 aged 40-45 (Hudson, 1974) .- -

| "Present research data indicate that the majority of cases of

five common forms of cancer (skin,.lung, breast, cervical, and colon)
can be prevented if each:individual learns how to'live healthily;
receives a periodic physical examination, and seeks competent medical
advice and treatmeﬂt as soon as abnormal growth is detected" (Néw York.
University System, 1976:6). An aiteration-of'lifestyle (""healthful
iiving") has:nbt been proven to decrease the incidence of breast maligf
nancies, but early dete¢tion_énd treatment have been directly réspon— ‘
sible for significantly altering mortality rates from this disease |
(Malasanos, 1978). ' |

'During the past 40. years, much publicity has beeh_devotgd'tp
encouraging women to undergo regular physicals, to practice Breast Self
.Examination (BSE), and to éeek medical intervention promptiy when a

lump is discovered in their breasts. Nevertheless, the mortality rate




for breast cancer has remained relatively constant (4d/100'000 women]
‘Over one-half of the women w1th breast cancer who come to the atten-
tion of physicians have, at least, microscopic metastases to the
axillary lymph nodes. Studies have shown that a program of reguler

BSE results in the detection of tumors at aﬁ earlier stage, subse-.
quently resulting in'a‘decrease in the mortality rate from breast can- -
cer (Greenwald 1978; Foster, 1978).

Breast self-examination is an_ea51ly 1earned skill that has sig-
n1f1cant 1mpact on detection of breast tumors. Ninety-five percent of
all breast.tumors are detected by the woman or'her'partner. The‘neces—
sit& for_learniﬁg.this skill has“been weil publieized, yet most women
fail to practice it on a regular basie, In'1974, the American Cancer
Society surveyed 1007'w0menaabout BSE practices and discovered that
. over 75% had heard of‘§SE, but only 18% performed the procedure on the
recoﬁmended monthly basis (Hobbs,.1977). However, Hobbs (1977) has
pointed out -that women part1c1pat1ng in the 1974 ACS survey were asked,
"Have you heard of breast self-examination?", not "Have you ever been
' insfructed in breast self-examination?'' This distinction is of conse-
quence in light of information gleaned from other research indicating
a significant increase in compliance with a regular BSE program when
the individual istpersdnally instructed in the correct procedure. |

The pﬁrpose of the current investigation is to examine the various

factors that have been suggested.to affect the individual's performance
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of BSE and to investigate the effects of a program designed to answer
the question: Does the use of silastic teaching models in a RSE educa-

tion program increase the rate of BSE performance?

Theoretical Frémework

What motivates an individual to perform a preventive health
behaﬁior? Since 1960, researcher; have attemptéd to isolate variables
. positively and negatively influenciﬁg health beﬁaviof. Irwin
Rosenstock, a pioneer iﬁ the field, designed the Health Belief Model,
which preseﬂted a diagram of Variables he hypothesized influenced the
" health practices of individuals. The;Heélth Belief Model provides a
theoretical framework for a quési-ekperimental research project designed-

to positively motivate the performance of BSE.

Health,Belief Model

In order.to_develop a common frame of reference, we must first

- define health behavior. Kasl and Cobb'(1966;246) define a health be- -
‘thior as “any activity undertaken by a person believing himself to be
healthy, for the purpose of preventing disease or detecting it in the
- asymptomatic stage.'" What factors_motivafe the individual to take this
.preventive health action or_health'behavior? Irwin Rosenstock deline-
ated those variables he believed'impacted on the performance of health

behaviors by individuals. ' The ‘major motivational variables were .




adapted from Lewin's geheral psychosociolegical'theory, in pérticu—
lar, the trulsm.that "motivation- is requlred for perception and action'
(Rosenstock 1966: 98) Rosenstock contended that motivational-
variables dealing with health behavior must deal with the subjective
world of the individual exhibiting the health behavior. |

The Health Belief Model (Figure 1) reflects Rosenstock's belief

that motives determine the way environment is perceived by the indi-

.vidual, Integral to the model are two classes of variables he hypo;

the51zed explalned health behav1or

1. The psychologlcal state of readlness to take a
specific action, and.

2. The.extent to which a particular course of action
is believed, on the whole, to be beneficial in
reducing the threat (Rosenstock, 1966:98-99).
. Readiness to act is.viewed from the client's'point of view of
suscéptibility to the disease and seriousness of the illness. Be-

liefs that define this readiness to act have both cognitive and emo-

tional components. Rosenstock hypothesized that "underlying emotional '

'aspects have greater value. in accountlng for behavior than do the

‘cognitive elements” (1966:98) . Subsequent'researgh has supported this

contentlon GWargery, 1977 Manfredi, 1977)
In the Health Belief Model the. percelved beneflt of taking act1on

depends on three interrelated components: the percelved susceptibility




Age, Sex, Race Past experience with and use
\X of other preventive actions

Educatiom, Occupation Perceived probability
Income, Residence, that action produces

Other social factor results
\\ Cost and

Appropriateness of

\\> g\fction
Factual Information

iﬁ \V4 \ "
ERCEIVED VALUE OF ACTION

Perceived Seriousness \X¥
T~ PERCEIVED THREAT

Perceived Susceptibil ity._—-——-% OF DISEASE \ \J
y/
HEALTH BEHAVIOR

(Preventive Health Action)

Figure 1. The Health Belief Model
source: Adaption of the Health Belief Model appearing in
Kasl and Cobb (1966:253)




of the individual to a condition, the perceived seriousness of the coﬁ—
dition, and' the perceived benefits of taking action and barriers to
taking‘action. An individual who believes himself susceptible to a
disease such as cancer, and furthér believes that cancer is a deadly
diséase for which there is no cure, may avqid taking any action that
exposes him to cancer-cauéing agénts; On the cther hand, his level of‘
fear of cancer may be so high that he feels any preventive or detection
behaviof is useless, ana, therefore, he will avoia placing himself in
situations (e.g., physical examinations) where he might discover there
iﬁ ""'something wrong" with him.

A number of researchers have'attempted to study motivation from
different theoretical frameworks. Stillman (1977:121), for example, -
based her research on Festinger's (1957) theory of cognitive dissonénce.
Cognitive dissonance theory hypothesizes that, "1. The existence of
dissénaﬁce will ﬁotivate the person to reduce the diséonance and achieve
COnsonance; aﬁd 2., When dissonance is preéent, the person will avoid
situations which would likgly increase the dissonance." Thus, if a
womén is-worried about a breast tumor, or if she knows that breast can-
" cer is common in the women of her family, she may examine her bréasté
regularly to reassure hérself that no lumps exist. On the other hand,
if she is unsure about ‘the anatomy of her breasts and mistakes any tis-
sue with a lumpy texture fof a tumor, ekémining her breasts may increase

her dissonance and she will avoid it altogether. Cognitive dissonance




theory is congruent with Rosenstock's analysis of factors that influence
health behaviors, 1nasmuch as he hypothe51zed the importance of con-
scious and unconscious factors creating pressure on the individual to
take a speéific actioﬁ. | |

Studying the Health‘Belief Modeltmore,closely, one can seelthat
many factors, both extrinsic and intrinsic; determine the course of
action the individual takeé. Stillman has argued that people are motl—
Vated to take spec1f1c preventlve action if they feel themselves sus-
' ceptible to certaln dlseases. This author believes that other psycho-v
loglcal and cultural factors may 1mp1nge on the individual's health
behavior, factors not‘con51dered in Rosenstqck's model, Barrlers such
as the fear’ of disfigurement,'féar of cancer, fhe experiences of rela—
tives or frlends with breast mallgnanc1es, or, in the case of BSE taboos
about touchlng the breast are but a few such possible factors.‘ In
other words, the client may feel that if she were to take the'preventivé
" action of BSE, she might dischéf‘something she really doesn't want to .
know, If she doesn't find a lump, it won't be there--a type of magical
belief. | ‘

..This contention is supportéd-by Margery, et al. (1977), who inves-
tigated women's reasons for -delay in seeking tréatment for breast lﬁmps.
As a result of their findings, they identified five independent psyﬁhb-
logical factors which determined the delay for seeking treatment, éll'

of which were unconscious mental processes. These five factors were:




the marked use of the ego- defences of denlal and suppres-

sion, the marked use of the ego-defence of intelléctuali-

-zation-isolation (negatively), self-reports of anxiety

experlenced before the interview (negatively), non-verbal

signs of anxiety observed during the interview, and depres-

sion inferred from verbal responses by the women during

the interview (1977:230). :
Margery suggests health educators should design messages which take into
account the impact of these unconscious factors and.the client's indivi-
dual'style of coping with threat.

' Leventha1'(1971) hypothesized threat produces two levels of
' response--rational and irrational--and that the individual cammot take
constructive action unless there is knowledge of the technique and be-
| lief that the proposed action will deallwith the threat. Leventhal's
hypothesis supports the cognitive element of Rosenstock's Health Belief
Model. Manfredi, et al.-(1977j tested the relationship between per-
-ceived truth and knowledge of BSE techniques,- controlling for .the pre-
sence or'absence of health belief system. They reported their data .
"clearly indicate that belief in the effectiveness of the test and in -
the possibility of improved prognosis with eérly,detection is associated
B with increased knowledgeability of the'proéedure at all levels,df .
threat" (1977:437). o
In 1963, Kirseht et al. conducted a national health survey of -

health beliefs. Of particular 51gn1f1cance was the information they

garnered about people s beliefs related to the value of early detection.

The authorsvhypothe51zed that belief in the beneflts of early detection




- was presumed to have three components:

1. A belief that prompt treatment of a diagnosed ill-
ness is more beneficial than delayed treatment;

2. A belief that medical tests or checkups are neces-
.sary in diagnosing the disease; and

3. A belief that in one's own case, such tests or
- checkups can detect the disease before the appear-
ance of symptoms (Kirscht 1963:252).
However, they found that 50% of the,responden£s supported only two out
of three of these health belief components in relétibn to themselveé
and specific diseases such as cancer, The lack of suppoft fof.all.of |
‘ the componénts necessary to take a specific health action (in‘thié

case; a breast cancer detection pfogrgm)-ciearly mandates infervention
by health educators to'encouragé compliance;

Since the design of theﬂﬂgalth Belief Model, both retroépgctiﬁe
.(data gathered about.beliefs and behaviér during thé same intéryiew)
and prospectiﬁe (beligfs measured at one point in time.and behavior
measured 1ater),studies_have:beeh undertaken to test the model. Hazen':
(1975) summarized_theée studies (Figures 2 and 3) in her thesis dealing
with the application'of-the Health Belief-Model to preventive beﬁaviors
of rural women. She suggests that retrospective studies (Eigure 2) do
not cléarly validate the modelvbecause respondents' health beliefs and
' behavior are measured at the same point in time. Rosenstock admits
that these-retrospective studies reviewed separately neither support

_nor negate the model. However, he. contends that taken together; they




Independent Variables

Principal Perceived Perceived Perceived Dependent
Investigator Susceptibility Seriousness Value - Variable Important Findings
Hochbaum, . Interaction of . Not signif. Not signif. Chest X- Importance of self-
1958 perceived susc. . alone ray for TB application
and perceived : ' :
benefits
Kegeles, Significant . Significant -Significant Dental Found SES variables
1963a - ' ' checkup just as important
Heinzelman,  Significant Significant “Just mea- Taking Optimal when all
1962 , sured know- penicillin three present '
: - ledge - to prevent .
significant recurrence
. of rheuma-
tic fever
Kirscht, Not signif. Not signif. Significant Pap tests Belief- in general
et al., ‘ susc. not wide-
spread
Gochman, Significant Not measured Significant Dental . Added importance
1972 ' ' (for those checkup of having a health
with health. motivation
motivation
only) .

Figure 2. Results of RéﬁrOSpective Studies of the Health Belief Model (Hazen, 1975)

. 0T




~ Independent Variables

- Kirscht,
1970 .

cation increased
beliefs of susc,
Signif. related to
intentions and
checkup, but not
living habits

munic, in- preven-
Creased be- tive
liefs of actions

value). Sig-
nif. . related
to intention/
checkup--not

living habits

Principal Perceived . Perceived Perceived 'Dependént E '
Investigator Susceptibility  Seriousness Value Variable Important Findings
Rosenstock, Significant Significant Not mea- Flu vacci- (Only 86 in

et al., - sured - nation sample)
1957 : =
" Kegeles, Significant Not signif. Not signif.‘ Dental Best single ﬁredic—.
1963 - by itself, checkup tor of behavior was
but was in prior behavior
combination
with susc.
Kegeles, Precommunication:: Not tésted Precorm..: Pap test Failed to show di- B
1969 Not signif. " Not signif. rect commmnication
Post-communic, : Post-corm, : belief change be-
Significant Not 'signif. " havioral change
’ causal chain
Haefner and Support, communi-' Support Support (com- Various Nonrepresentative

"sample (university

employees) -

Figure 3. Results of Prospective Studies 6f the Health Belief Model (Hazen, 1975)

—
-
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provide "strong suppért" (1966:104),

Prospective studies (Figure 3) also iend some support to the
ﬁodel. Because the model dealglwith psychological and sociological
variables,.it has been extremely difficult to design measurement tools
to test it accurately., Hazen believes there are several reasons the
model is partiéuiarly suited to health education research and, there-
fore, deserves additibnal investigatidn. First, the model adequately
-accounts for_major variables in gfoups in a variéty of settings.
Second,‘the model is composed of a small number of elements.and is

easily understoodlgnd applied. Third, the model is aﬁplicablé to a
wide variety of health éqtions; gﬁd last, the‘beliefs are, in principle,
caﬁabie of change through edutation:programg;

The Health Belief Model provides a general framework for asseés—
ment of health beliefs, for intervention by health providers fo influ-
ence these beliefs,.and to encourage preventive activities. However,
the model does not appear to p?ovide.an integrated framework for inter;.
veﬁtién by the nurse at all points oﬁ the wellness-sickness contimum.
. The quesfion is then ésked, what tfpe df model presents a framework for
nursing intervention, not only when the client has entered the formal -

health care network, but, also, to maintain a level of wellness?

The Cancer Intéryention_Model;‘

What role should the nurse assume in a cancer detection program in
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generai, and in a BSE program in particular? Existing nursing modeéls
dq not appear to either address ‘the complex needs of a cancer patient -
or adequately define the nurse's role and inteféction of the local/
regional cancer-care teams.

Montana is primarily a rural state with two or three urban areas
that can be defined as regional health care centers. To address the
issue of provision of cancer care to patients living in this rural en-
vironment, fhe-author believed a need exiéted to désign'a model that
would depict the responsibilities of the nurse providing care to |
clients representing the entire spectrum of health status. The respon-
. sibilities- encompass malntenance of the status of the well cllent at
the one end of the health-lllness contlnuum to nursing intervention with
both the acutely and chronically ill, and enabling the termlnally 111
patlent and his family to make informed choices concerning death and
dylng,at the opp051te end of the continuum. |

The flrst assumption of the model (Figure 4) is that the client

with whom we are dealing is the pat;entAand his family. Furthermore,

the client is .the primé decision-makér.in the health cére system,
opérating mainly in his/her local community éhd exiting from the 1ocal--
system only‘When it becomes necessary to obtain care not avaiiable:to
‘them locally. The view that the patient and his family are the client
is taken from the Hospice-definitidn of fhe client; which emphasizes

treatment of the family unit (Markel, 1978:226). The family concept of
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client will be used thréughout the discuséion of the model.

The second assumption is that there'are three spheres of care:
total self-gare; assisted self-care, and institutional care. Each of -
these care modes representé unique client needs, but they are not
mutually exclusive. Therefore, they ére represented in the model as
beingjoverlapping; |

Additionally, it is contended that each:individual exists within

one of these modes at any time, and moves from one mode to another,-

.'depending on complex interrelating physiological, psychological, and

sociological factors; Furthermore, the greater portion of client needs

musf'be met in the local community (represented by the rectangles)

" where the nurse must intervene to see that the transition is smoothly

made, that identified outcomes are met, and to assess the situation to
determine that level of care most appropriate for her/his client.

Thé third assumption is that because of the .complexity of cancer

. care, the client who lives in a rural area often must leave the lecal

cbmmunity to receive care at a fegional center. The center, rep?esented
by é triangle superimposéd on the modes of care in the model, cannot be
an éntity.apart. It must be an integral‘part of the care-system, and
care~givers must recognize the majofity of the client's care will be
undertaken at the local level. To reach identified outcomes.of care,
there must be a mechanism éfeated;for multiple paths of tommunication :

between the regional and local care-givers and the client.




ASSISTED SELF-CARE

THE CLIENT IS THE PRIMARY CARE
GIVER, BUT ASSISTANCE IS RE-
QUIRED TO MAINTAIN THIS ROLE,
THE NURSE MAY INTERVENE IN
SEVERAL WAYS:

o et

=DIRECT CARE
~FACILITATION O

AL =CARE

HAVE SYMPTOMS OF
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~PREVENTION
-EDUCATION

e
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COMMUNICATION
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TNSTITUTIONAL CARE
THE E‘LIEN’I‘ REMAINS THE PRIME
DECISION-MAKER, BUT THE NURSE
MUST INTERVENE IN A SETTIN
OF THE CLIENT'S HOME TO
DESIGNATED OUTCOMES,
CT CARE 1S THE PRIME
T D OF INTERVEYTTON IN THIS
MODE, ER~INTERVENTIONS MUST
BE UTILIZED WHEN APPROPRIATE
AND THE PRIME GOAL MUST BE
RETURNING THE PATIENT TO HIS
OWN ENVIRONMENT,

FIGURE 4

SANCER TNTERVENTION MODEL
THE RECTANGLE: THE LOCAL
ENVIRONMENT, PRIMARY RESPONSIBILITY
OF THE LOCAL CARE GIVERS

{GLE: REGIONAL CANCER
CARE, ENCOMPASSES ALL MODES OF
CARE, PRIMARY RESPONSIBILITY
OF REGIONAL CARE GIVERS,

THE,CIRCLE: THE NURSES' .ROLE,
COVERS ALL MODES OF CARE,
FACILITATION OF CARE, FEEDBACK,
EDUCATION, COMMUNICATION,
ASSESSMENT, AND DIRECT CARE

ARE ALL NURSING RESPONSIBILITIES,

THE SEGHINTS OF THIS MODEL ARE
INTERLOCKING TO INDICATE TEE
MUTUALLY INTER-DEPENDENT NATURE
OF CANCER CARE,

CLIENTS (DEFINED AS THE PATIENT
AND HIS FAMILY) ARE CONSIDERED
THE PRIME DECISION MAKERS AND
CARE GIVERS, HEALTH CARE
PROVIDERS INTERVENE TO ACHIEVE THE
BEST POSSIBLE OUTCOMES WITHIN

THE FRAME-WORK OF THESE DECISIONS,

ST
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The final assumption is that the nurse's role (represenfed by the
circle) overlaps all -modes of care. To intervene appropriately, she/he
must perform severdl functions. Perhaps of principal importaﬁce are
the processes of assessment and facilitation of commmication. FEven if
she is primarilf operating in the self-éare mode with well clients, she
must, for example, assess their needs for education about cancer and
facilitaté delivery of educatioqal material., Of equal importance in the
model are tﬁe nursing‘functions of facilitating commﬁnication/feedback,‘
emotional suﬁport, and direct care. Within the framework of the modelQ
health education of the Well.clieﬁt concerning cancer preveptidn, can-
cer detection methods, and.the'hnbortance Qf taking appropriate action
in light of symptomatology are well within the province and fesponsi-

bility of the nurse.

Summarzl. . _

| In.summary, the Health.Belief Model déliﬂeafes ?ariébles thought
to affect the performance df héalth behavior. Partial support for the'-
model.has'been.profided by researchers-using retrospective and‘prospec—

tive studies. The Health Belief Model provides a framework for creation

of héalth education programs designed to influence health behavior. A

Cancer Intervention Model was designed to identify the nature of care
fhat-could ideally be provided'by nurses working with patients at both

ends of the wellness-sickness continuum,
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Literature Review

The purpose of-this section is to review research on the efficacy
of BSE as well as research focusing on the content areas of BSE educa-
tion programs. Based on the findings in the litérature, an experimental
program using silastic breast-models was proposed and an experimental
program testing the effectiveness'ef the-model is outlined in Chapter 2.

Many researchers have studied the efficacy of various breast cancer

. screening procedures. The majority of the studies have been directed

at measuring the rate of early detection success of breast tumors by’

" health providers and by fechnical,procedures (Schwartz, 1978; Mahoney,

1979; Fox, 1979). Comprehensive screeniﬁg programs are designed to pro—‘

vide yearly examinations for the majority of women by health providers,

- more freduent.examination of high-risk clients, and the use of mammo-

graphic and thermographic detection devicee when indicated.

Adﬁecafeé of mass screening.clinics, while espousing their cause,
admit there are several problems associated with this type of effort.
First, there often is a long waiting period for entry into the screening
program. Hudson ti974:72) reported women desiring_screening épboint-
ments at the Kansas Uhivefsity Screening Clinic faced waits on en qve~-

rage of five months. Second, entry into the screening program usually

demands self-selection by women. Because of the previously described

conscious and unconscious factors, womeh often will not take the
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initiative to enter the screening program. Third, breast cancer screen-

ing programs are expensive (Kirch, 1978:728). Large populations are

_required to adequately support fuil-service,.on-going programs. Inter-

mittent screening programs (e.g., held once or twice a year in a commu-

" nity) are less expensive, but also less effective because the resources

are not readily available to the populafiqn. Fourth, even large, full-
service, screening clinics do not have a 100% detection rate. A signi-

ficant percentage of tumors are detected by the clients in the interval

. periods between screening (Kirch, 1978:728). 

The problems existing in mass>screening efforts are particularly
apparent in rural areas. Problems of efficiency, scale of oﬁeratidns,
unavailability of health resourcés,'and lack of transportation mandate
a different approach to breast cancer screening in rurai environments.

In light of these aifficulties with mass’ screening, it appea;s fhat
BSE éducatibn,.educafion of health provideré, and utiiization.of exist-
ing facilities (e.g., plammed parenthood, healfh department clinics,
and priVate‘physiCiaﬁé) to providelaaditional scfeening service;, offer

the most workable solutions for breast cancer detection in rural areas.

" As fecently reported in the March 31, 1980, issue of Time magazine, the.

American Cancer Society has recommended -that women who have a history
of normal breast examinations no longer need to obtain a yearly examina-

tion by health providers,. the recommended interval now being ''once

"every three years between ages 20 and 40, and annually thereafter"




(Time, 1980:65). The recommended increase in the length of time be-
tween breast examinations is possibly a reflection of findings by
resgaréhers that many breast malignancies are slow-growing. The
American Cancer Society might have concluded women at low risk for
breast cancer with a negative history of other breast diéease would
not.be‘adversely'affected by a greater interval between breast examina-
tions. The recommendation for an increase in fhe interval between
professional examinations was based on a premisé that women practice
self-care by means of awarenessvof céncer andlmonthly Perfofmance-of. ‘ |
BSE. | | | ‘
Few American studies attempfing to determine the efficacy of using

BSE to detect tumors have been reportéd. Gréenwald (1978:271) and

‘Foster (1978:268) investigated the relationship between BSE and breast

cancer st&ge.  Both researchers reported tumors discovered by women
regularly praéticing BSE tend to be detected at an earlier stage than
those "accidently'" discovered. Furthennore,_Greenwald reports he foundi

"mo statistically significant difference by stage between tumors detected

| through BSE and routine physical examination" (1978:271).

-Stillman (1977) and Turnbull (1978) investigated factors that
affected utilization of BSE. Turnbull.studied the relationship betwegn
practice of six basic preventive health measures and the practice of
BSE. She alsé investigated the effect of mass media coverage of Bétty

Ford's mastectomy in 1974 and the practice of BSE. (Betty Ford, wife
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of Gerald Ford, was First Lady from 1974 until 1977.) Turnbull's
sample included graduate students in the health-care professions and:
graduate students in the non-health-oriented pfofessions. She reported
the most significant @ositive factors inflﬁencing the practice of BSE

in the non-health-oriented group were fear related to cancer, effect of

the mass media, and guidance of a doctor. The health-oriented group

-indicated factors most influencing their practice of BSE were learning

from health-related education programs, fears related to éancer, and
work expefienceé. The findings suggest that publicityjand dissemination
of factual knowledge will positively iﬁfluence the rate of BSE. The
researcher was unable to locate studies descrﬁbing when fear of cancer
ceased to be a motivation for BSE and bécame reason for avoidance for
those who did not choose to practice BSE. |

Stillmah tested Rosenstock's~Hgalth-Belief Model by investigating
the nature of hea;th beliefs concerning BSE held by 122 women. The
results of the study were thaf a statistically significant association
between high beliefs in the benefits of BSE'and/or the perceived suscep-
tibility to cancer to the monthly prac?ice of BSE was notvfound. Only '
40% of the sample practiced BSE on'a mopthly basis despite a 97% seg-
ment with high scores in perceived benefits and 87% in perceived sus-
ceptibility (1977:126). The results lend support to studies suggesting

unconscious factors as motivators of practice of BSE.
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Hobbs (1977) from Great Britain evaluated the effectiveness of
five content areas she considered msndatOry'in a BSE educatfon pro-
gram, The conteﬁt areas included the following:

1. 'Stressing the greater likelihood of non-
malignant than malignant causes for changes

in the breast;

2. Making clear the advantages -of treating cancer
* while in an early stage;

3. Explalnlng the ‘lump nature of the normal
breast; .

4, 'Seeklng to teach established.groups, so that
group support is available for developlng a
regular health habit;

5. Offering personal counseling and follow-up, if
needed (1977:251), ‘

She found that womeﬁ frequently consult. others (peers,'family, etc.)
to validate the1r flndlngs prlor to entry into the health care. system
Because such peer -groups offer émotional and psychological support
teachlng BSE within their framewqu and utlllzlng their well-developed
communication.networks.was ﬁore satisfaetory than individual instrﬁe—
tion. Additioﬂall&, Hobbs emphasized the need to reduce cognitive _
dissonance by stressing the positive aspects of BSE (e.g., the iikeli—
hood of non-malignant causes for changes in the'bresst). .
Ha11.(1977) also qttempted to define content requirements of BSE
education programs by reviewing.and summarizing several evaluation.

studies of the BSE health education effort. She stated that:
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...studies designed to evaluate BSE tréining'have '
demonstrated that (1) women who are given some in-
struction in BSE report.more frequent examinations
after training than before training, (2) women who
receive personal training report more examinations
. than those who merely view films on breast examina-
tions, (3) film instruction does not ensure proper
performance of the demonstrated search pattern, and
(4) smaller tumors are found in women who report
regular practice of BSE (1977:305).
Following a review of the findings, Hall and her colleagues con-
cluded individuals 1earn1ng BSE technlques must be glven appropriate
. methods for practicing these technlques. The programs should include
a method whereby the trainee is glven p051t1ve feedback; i.e., that
she is, in fact, capable of flndlng a lump. Because it is not possible
in most BSE teaching sessions for the individual to practice on a
partner and 1umps are not readily available, a breast model contalnlng
realistic "tumors'' would seem to offer' the most approprlate method for
providing p051tlve feedback to the client that ‘her technlque is
appropriate. -
BSE.is a motor skill and; like most motor skills, must be learned.
Hall states, "Extensive research on the acquisition of motor skills -
regarding accuracy of performance produces the most rapid and efficient
increase in proficiency" (1977:367). A logical deduction is thét an
increase in proficiency-will result in an increase in tumor detection

skills. ‘Furthermore, Gold (1964) and Hobbs (1971), as cited in

Stillman (19775,'identified lack of tactile experience in examining
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breasts and uncertainty of what to look for in lumpy breast tissue as
two of the principal reasons women gave for not examining their breasts
regularly. ' | |

A literature search for reports of evaluation of the use of silas-
tic models in a BSE education program failed to locate any studies.
Because the use of such models would provide an adjunct to the cogni-
tive learning experlences of the trainee and would appear to reduce dis-
. sonance and the unconscious levels of fear that 1nh1b1t performance of
.'BSE,'lt would seem appropriate to include them in a BSE education

. program.

Sﬁmmary of the Literature Review

Researchers attemptlng to determine the most successful methods
of ‘detecting breast cancer have advocated mass screening c11n1cs whlch
. Comblne.the detection methods of phyelcal examination, mammography, and
thermpgraphy‘;LAlthough~dete¢tion success is improving in screening
. clinics, significant humbers-ef tumors continue to be found by women
.in the intervals between clinic appointments. '

Because mass screening is not available to most women, andlbecause ‘
of the high incidence of interval tumor occurrence, BSE remains a valu-
able tool in the effort to diagnose breast cancer. Researchers have
1dent1f1ed content requlrements for BSE education programs that are

de51gned to reduce dissonance and allow women to perform BSE.




24

Chapter Z presents the quasi-experimental research program designed

to further refine the content of. BSE education programs.




Chaptér 2
METHODOLOGY

The study was a quasi;experimental research prdject designed to
test the followipg hypothesis:. The use of silastic breast models in
a BSE education program will increase the rate. of performance of BSE
by the participants; To test the hypothesis, a control group parti-
cipating in a BSE education project was compared to an experimental
group receiving the same information, with the additional opportunity
- of practicing examination skills on a silastic breast model. When
determining program .objectives, consideration was given to the confent

format for teaching BSE outlined by Hall (1977) and Hobbs (1977).

Study Design

The quasi-experimental_fesearch project was a bretesf—post—téSt
control group design; A.convéﬂience-sample was selected using pre-
exis£ing groups. ‘In this instance, the quasi-experimental design
differed from'a true eXperiméntal design in one major.way: ‘pérti—
cipant assignment to groups was by cénvenience, rather than at random.
Becéuse participants in the BSE education project glready maintained
' meﬁbership in a specific group, no attempt was nade to jeassignfthem
to control and experimental groups. ﬁowever, the pre-existing groups
were randomly éssigned‘in toto.

The foliowing diagrams the research process:
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Program Presentation

- Pretest . |. Control Experimental | Post-test
Group 1 - N = 38 [[October 1979 | October 1979 | March 1980
Group 2 - N = 39 ||October 1979 | October 1979 March 1980

Limitations of the Quasi-experiment

Characteristics of the quasi-experimental. design pose threats
to internal validity; i.e., because of uncontrollable factors, com-
. peting explanations for the obtained results exist (Polit, 1978:168). ,
When a sample is selected by convenience, the differences between groups
may influeﬁce its performance. When sémples'are'randomly selected and
divided, the chan&es are lessened that differences between the group
will confound the results. | }
| History, or eﬁents exfernal-to’the treatmenf which take place.con;
ﬂ'éurrently with the freatment, may influence results (Polit, 1978:169).
If samplés are randomly selected; we can assume factors'affeéting one
‘group are likely to equally affect both groupg. then, as was the case
in this situation, sampling is by convenience, the effect of outside
events on either group must Be'considered. | “
Maturation, or changes tﬁat‘occur within the‘individual as a func-
tion of time, may also:alter study resultg. The effect of changes in
personal lifé or personal hgalth history might particularly influence_

response to BSE education. The significancé of change in'personal-
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status variables was calculated between groups. Individual awareness .

of participation in an experiment might'alter performance. A‘quasi-

experimental design that encompasses a pretest may sensitize respon-

dents to issues they might perceive are ‘important to the researcher,

and thus alter future performance.

When composition of control and experimental groups is not ran-
domly determined, loss.of subjecfs through attrition might adversely
influence results. Data anal?sis’must include a method for determin-

ing the effect of loss of sﬁbjécté»on results.,

Sample

A convenience sample of 75 women who are members of Beta Sigma
Phi, a women's social sorority, was obtained. This group was selected

for several reasons: (1) it was thought to be représentative of a

~ wide ‘range of income, educational, and social levels, (2) it was com-"

pbsed of ten gfoups,.and these groﬁps were foughiy divided by ages
(e.g., group one women are approximately 18-22; group two, 22-30; etc.),
(3)- there were at least two groups in each age bracket which allowed
the author to easily divide the samﬁle into control and experimentél
grouﬁs,'(4)-they met regularly with a program at each meeting which
allowed the author easy access for program présentation, and (5) the
éroups were pfe—existing (i.e., they did not come together for the-sole

purpose of learning BSE) with well-developed support networks.




". matched by age and then assigned to control and experimental programs

. by lot.

" Variables
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Two of the ten groﬁps participatéd in BSE eduéation programs in
early 1979; these were eliminated from the study; Because they were
groups that would have been paired in.the experimental program, |
elimination was accomplished without difficulty. Two other groups
chose no£~to participate in the program becaﬁse of internal difficul-
ties present in .their groups at the thné of the program. Six groups

remained, providing the researcher with an N of 75. The groups were

" The hypothesis tested in the study was: The use of silastic
breast models in a BSE educatién progrém will increase the rate of
éerformance of BSE.by the participants.. The independent variable was
the usé:of silastic breast modéls, and thé.dependént variable was the
ﬁerfqrménce‘of BSE.
Several classes of extraneous variables were identified: ' . . j
1. - Demographic (organismic) variables
2. Health status &ariéblesu |
.3. Family history of bfeast cancer
4, Cldse contact with a friend with.breast cancer

5. Cognitive knowledge of breast cancer and BSE
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6. History of preventive health behavior (e.g;, prior BSE
instruction, history of breast examinations) '

Questions were designgd to provide data about extraneous Variables.
Their influenée on the dependent variable was controlled by including’
thgm in the design and testing them as independent variables.

Unconsciqus psychological factors were considered intervening
variables in the study. An'aftempt was made to assess the effect of
thesg factors on BSE by asking'reSPbﬁdents to define’'reasons for non-
performance..-A,more cbmpléte determination of the impact of uncohv,'

scious factors on BSE was beyond the scope of the study.

Oﬁerational Defihifion‘oijariables

1. Silastic breast models: ... a life-like model of the human
female bréast, insérted with realistic tumors, Vafiable in
~ size, consistency, and location" (Hall, 1977:366), the Betsi
’Breaéf Model,'manufactﬁréd by the edutational division of
Ortho-Pharmaceutical Laboratories was utilized.

2. DBreast self-examination (BSE): 'The examination of both
breasts' (or one, if 6ne has been removed) B& a woman.iﬁ a
systematic manner for the purpose of detecting an abnofmality”

_(Stillman, 1977:123).
3. BSE education program:v A coordinated series of events'(spe;‘

cifically defined in the content section of this chapter)
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designea to demonstrate corfec£ ESE téchniques, inform -

* patients about breast cancer, and reduce fear by means of
encouraging .practice of BSE and supplying,cérrect :
information.

4. Rate df performance: Frequency of practice of BSE-by a woman
who .has participated in a BSE'education program in the five-

month interval between October 1979 and March 31, 1980.

. Program Objectives

Program ijectiVes included knowledge and performance objecfi&es,
both of which incorporated attitudinal components. Because uncon-
" scious fear has been defermined to be'a major deterrent to the practice
of BSE, a prime goal ofithis project wﬁs fear reduction; ‘It was the
author's Contentioﬂ; supported by the literature, that fear reduction
‘would occur by‘stressing the positive resﬁits of BSE and by demonstiat— '
ihg to the client tha@ she'is truly capable of.performing BSE sgtisfacf
torily by’means of:her succeséful detection of lumps in the. breast modéli

It was determined that, following completion of the BSE education
proéram, the client should be ablé to: ‘ o

Knowledge Objectives

1. Identify risk:factors for breast cancer and describe what
action must be taken to reduce these risks,

2. Articulate fears concerning BSE and discuss these fears with
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her peers,
3. Describe acfion she must take regarding -early detection and
treatmeht of bréast'lumps,
' 4., Describe the proper method of BSE.

‘Performance Objectives

1. Replicate the manual breast examination procedure shown in
the film and by the group leader,

2, Identify lumps in the silastic breast model.

Program Content

To meet the program objectives, it was decided that both the con- .
trol and experimental groups wpula be presented the following informa-
tion, differing only in the use of the breast models by the experimental
groups: | . i

Pretest. The questionnaire LAppendix.A)‘Was designed to~give the
researcher baseline data éoncerning current BSE practices, kiowledge,
‘and demographic information. 'Because prior knowledge of BSE téchnique .
: and'family'history'of breast.cancef hgve'beén identified as variables
affecting performance and leﬁels.of feaf, these items were alsd-in-

" cluded in the questionnaire.
| In order to develop a baseline of demographic data, respondeﬁts
ﬁere asked questions about age,.income;‘marital status;'and education.

. Informants were asked to specify their exact age, education, and income;
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these variables were later’recoded to facilitate data analysis. Be-
Cause some researchers had identified demographic variables as being
confounders of BSE performance, cross-tabulation of BSE‘rate énd demb—
graphic variables was plannéd. Because the .sample included -only white
females, race and sex were not included as variables.

A prior history of breast cancer, breast disease, and a family
history of breast-cantér increase the risk of breast cancer. Priqr ,
consumer educationleffqrts have pfesehted information concerning risk
) factors of‘breast cancer. Because of this, the researcher hypothesized
that womenin high-risk categqrieé would perform BSE more frequently. -
Therefore, responden£s were asked; for example, 'Have you ever had (or
do you now have) any disease of the_breast?‘ If so, what kind of |
disease?" Questions about family history, contact with close friends
with.bregst cancer, and the presence of breast. cancer were phrased in
a similar manner.

Questions were designed‘to ascertain the respondent's pfiof histofy'
of preveﬁtive health behaviqr in reiétion to breast cancer. Respondents
were asked, 'Have you éﬁer_had your breasts examined by a health pro-
fegsioﬁal? If.yeé, what typé‘ofhprofessional‘performed the examination?",
in order to develop' a baseline of“infonnation concerning contact with
health professionals and preventive heaith behavior. Frequency of
examination was also considered an imporfant extraneous variable bé* '

cause it was hypothesized that women having more frequent. contact with




33

- their physicians would perform BSE on a more regular basis.

’Participants were queriea about their prior contaét with BSE edu-
cation. First, they were asked if they had ever heard of BSE, and,
second, had they ever been taught BSE; if so, by whom. Researchers
have contended that BSE education programs by physicians positively
influence.the rate of BSE.

Women were asked specifically about their current practice of BSE.
Fpr example, they werelasked, "Do ‘you practice BSE at the currént time?
' If yes, how often? If no, wﬁy’ndt?” Data obtained from these ques-
tions were used as controls in determining the significance of the
introduction of indepéndent variable in£6 the éducation process.

Finallf, fespondenté were aéked dugstiohs designed to measure their
cognitive knowledge of BSE and breast cancer. Statements such as
"Breast céncer_ié alWafs fatal" were designed to ﬁeasure general know-
ledgé about bréast cancer and required a true-false response. Informa;
tion conCerniﬁg more‘specific|know1edge of BSE was elicited by true-
false questions like, "It is abnormal to feel a -ridge in the lowér part
. of the breast." |

" Discussion of the anatomy, physiology, and pathology of the breast.

The discussion centered on normal breast structure. A major area of
emphasis was. that normal breast tissue has a lumpy, bumpy feeling, and
that often such normal .structures as ribs may be mistaken for pathology.

Another important area of'emphasis was that individuals cannot success-
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fﬁlly detect changes in breast tissue unless they are aware of what
their breasts normally feel like. The key to succeséful detection of
lumps is early recognition of‘change. To do this, the individual must
have develdped a baséline of information,that'telis hef what is normal
' fof her.

Discussion of risk factors and the need for early detection. Pre-

_ ;entatign of the types of women at risk for breast cancer opened thg
avenue for discﬁssioﬁ of the.participants!' feelinés’éhd level of know-
. ledge about breast canéer._'The preséntation allowed tﬁe instructor to
cope with those issues.on which the participants may have been misin-
-formed, fhus further reducing the'levellof fear. Two facts were empha-
sized- time and again throughouf the,teaching project in an effort to
reduce dissonance: - | . |

1. Eighty percent of all 1umps'di$¢oVered are benign.

2. The cure rate of cancer of the breast, when discovered before

| metasteses, is 80 peréent, Compared.to 40 percent if not
detected early.

' Presentation of the film "Breast Self-Examination." The film visu-

ally-demonstrated the accepted technique for performing BSE. Two major
strengths of the film were the use of variously aged and sized WOmEn to
demonstrate BSE, and the emphaéis on the same fear-reducing informatiqn

presented in other parts of the program.
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Demonstration of BSE ‘technique by the instructor. Infbrmation

presented in the film was further reinfqrced'ﬁy thé instructor. During
this demonstration, the insfructor wore a T-shirt marked with the land-
marks for BSE--again, to increase the vigual information given.to,the
participants. This pfoved to be a very well-accepted portion of the
presentation, acting as a ténsion-relievér when the instructor took

off her blouse to reveal‘a T-shirt, not the bare breast expected by

the group! |

‘Use of silastic model. The experimental group practiced with- the

. "Betsi Breast' model at this point for a validation of knowledge and a
self-evaluétion.of skills. Practice time and supervision of practice
were limited by the size of the groups..

Discussion and qpestioﬁs by the participants. During this portion

of the program, infofmatiqn:was.reviewed-and ciarified. Participants 1
.also used this period fo discuss cancer treatmenf and types of cancers
friends and relatives had had. Many participants expressed a desire to
have another session at a future time for a question an& answer session
aboﬁt health and disease.

'-Post-test. A-post-teét (Apﬁendix B) wﬁs administered to all parti-
cipants in March 1980. The purﬁose'of the post-test was to.obpain data
about the respondenté'xcurrent health status, BSE practice since the

BSE education program, and attitude toward cancer.
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Women were asked four questions at the time of the-post-test.
First, since a change in health status of some women might be anti-
cipated, respondents were asked if they had developed breast cancer or
breast disease since the program presentation. Second, because contact
with family and/er friends with breast cancer was thought to be a con-
~ founder, participants were asked if any change in status of family or
friends had occurred. | -

Information aBout the dependent variable, the rate of perforﬁance
| of BSE, was obtained. . Respondents were asked, ''Since you participated.
_in the BSE education program, have you been practicing BSE? If yes,
how often? If no, why not?" Responsee.woald be cross-tabulated with
data obtained at the timé of the'pre-test. I. , | ' .

Finally, respondents were asked to check which of the following

 statements best expressed their feelings about cancer.’

I It is a horrible disease that is always fatal.
b. The cure is worse than the disease; I'd rather die
. than be mutilated.
C. It's better not to lnow what is wrong with you when
a symptom occurs.,
d. . Barly diagnosis can make a difference.
e. Other (please explaln)

Data were cross- tabulated W1th BQT performance to see if any 51gn1f1cant -

"pattern emerged.
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Because frequencies had already been run for the variables of the
pre-test, it was determined that.further information concerning demo-
‘graphic variabies, knowledge of BSE and breast cancer, and other preven-

tive health behaviors was not required.

Program Presentation

The program was presented at a regularly scheduled group meeting.
Tetal scheduled length was 30-45 minutes. Actual average program length
. was closer to one hour. This was due to the many questions about BSE
and cancer in general asked by the participants. |

Prior.to administering the test, the author discussed the program
pnrpose, program content, and‘measures:teken‘to preserve confidentiality.
Participante were not told the difference between control and experimen-
tal groups. | | |

Pre test questiomnaire admlnlstratlon requlred about ten minutes..

Content of the questlonnalre was generally well-received with the excep-

. tion of one group composed of women in their- flftles and sixties. The

women in.this group questloned the need for data about income and for
- their names to appear on ‘the questlonnalres;, They were assured.of com- -
plete confidentiality, that names were only for the convenience of the
researcher, and were tqld~that-any.qnestions they found effensive could
he deleted., All respondents eubSequently in;iuded their names, -and

approximately 8% of the total sample did not respond to income questions.
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| Film presentation and demonstration of BSE required abouf 25
~minutes. The film? which displayed partial nudity, did not appear to
embarrass the participants. One group becaﬁe very uneasy when they
discovered the drapes weren't closed in the room being used for
showing the film, even though the home was in a fairly isolated loca-
tion. Some members of the group were unable to concentrate on the
film until the drapes were closed.

| Use of the "Betsi Bréast” by the experimental group was limited

' by two factofs. The size of the group iimited.the length of time each‘
woman was able to practice on the‘model-and the amount of time the
leaaer was able to provide individuél assistance to students. Addi-
tionally, bgcause the program was part of a fégularlyrscheduled meeting,
péfticipants were diséouréged by time constrainté from practicing until
they reached the.desiréd proficiency; | |

“The posfftest‘was"aaﬁinisteretho'all,groups in March 1980. Presi-
dents of the Qroups were givehvthe questionngires, stamped envelopes
addressed to the researcher, énd insfrudtions for administration of the
tesf. It was hoped that administration of the poét-test by a group
member would help reduce the influence of the researcher on responses.
. The post-test required less ﬁhan.five minutes to complete. Five women |
did not complete the post-test because they had left the area in the

period between pre- and post-tests.




Chapter 3
-FINDINGS

. The inde?endent variable teéted'in-the Quasi-experimentai research
project was the effect of a teaching prggram using'silastic breast
models on the rate of BSE. Greenwald t1978:272) examined the effect of
‘Variébles such as marital status, age, education, etc., on self-examina-
tion compliance and tumor discovery and found, ";.. there was no evidence
that any of the variables examinedlwas a cbnfounder.f Nevertheless, it
- was’ determined that dafa would be subject to testing to determine if |
relationships-existed between these interveﬁing'variables and the féte
of BSE. | | |

Data were analyzed through use of a computer prograr, SPSS, and are
-displayed in frequency and cross-tabulation tables. Significance was
' calculated by the ﬁse of chi square, which is the standard test of sta-
tistical significance used throughout this report. -Chi square provides
a measure of the probability that the distributién of cell values is not
random, as Well as a method of overlooking-the effect of sample siée

- upon the distribution of values (Siegel, 1956).

Demographlc Descrlptlon of the Sample

Demographic data concerning education, age, income, and marltal
status were obtained from all respondents. -Because the research-prOJect
dealt with program presentation te pre-existing groups, division of the

sample into control (did not use the breast model) and experimental
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(uséd the breast model) groups could not be random and was dependent
on the composition of each particular group the night of the program.
Cross-tabulatidns.were run to comparé demographic compoéitions of the
Control.and-experiméntal groups.

' Respondents were asked to reply to questions about education and
age in precise terms (i.é., education: circle highest grade complétéd).
These data were recoded to gioup the data to allow .comparison with other
research, Incbﬁe wﬁs recoded to allow comparison of women whose income
was.at the mean ($14,999/year) and below with women whdse families had
higher incomes. As can be seen in Tab1¢ i, 80 % of the experimenﬁal
group aﬁd-76% of the contrél.grouﬁ had incomes higher than the national -
average. Stillman (1977) also foﬁnd ébove~évefage incomes to be true
of her sample, and‘hyppthesized that a higher income may be charactefis-:

tic of women who join groups.

Table 1

INCOME: * ''What is Your Yearly Income?"

Income | -‘Ekperimental' ' ~ Control
$14,999 and below - 20% . . 24.2%
$15,000 and above . . 80% . ' - 75.8%

TOTAL: N = 63 | 1003 (N = 30) , 100% (N = 33)

Chi square = 0.1714 d.f. =1 . p = not significant at the 0.05 level
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- Researchers have detected increases in the rate of BSE in groups
with higher educafion. Grouping  the data into high school graduates and
below, and thoée with education beyond high school,enablea a comparison
between groups. Educafidn level of the total sample was also higher
than the'national.average. Only one individual had not completed high
school. Aéain, one may hypothesize that group characteristics mandate

members with higher levels of education.

Table 2
EDUCATION: '"Designate ‘the Highest Grade Completed

Education Experimental - Control
High school and below 38.95 o 48.6%
Beyond high school 61.15 51.4%
TOTAL: ‘N = 73 1008 (N = 36) . 1005 (N = 37)

Corrected chi square = 0.3652 . d.f. = 1 p = not significant at the l
: - " 0.05 level '
An.dyerwhelming majority of the tétal sample was married. - This,
tod;-is a reflection of the néture of the organization. Because Beta
Sigma Phi is primarily a social organizétion, meetings are conducted at
night and méﬁy coﬁplé events are held.:'Wbmeﬁ who are divorced often find

financial problems, the necessity of finding babysitters, and the lack.
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of an escort preclude participation in many activities. Because of
these difficulties, a divorced woman -may not continue her membefship

' in the group.

Table 3

"Marital Status

Marital Status : Expefimental- - Control
single = 5,38 o 8.3%
Divorced 0.05 - N

© Married o Te2.18 £6.15

 Widowed | - 2.8 0,08

TOTAL. N = 74 . g 1005 (V=38 - 100%.(N= 36)

Chi square = 3.39085. -~ d.f. = 3 p = not significant at the 0.05
_ " " level. o

Because women 40 and above have a higher incidence of breast can-
cer,'women.were(grouped into two groups--39 and below, and 40 and above .
--to allow comparison.. Thére was no significant difference in the dis-

tribution of the. sample into control and experimental groups by age.
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Table 4

"What iS-&our-Age?"'

Age . o Experimental Control |
39 and below .. 56,6% ' 62.2%"
40 and above 47,4% . .37.8%
TOTAL N=75 - 100% (N = 38) 100% (N =37) -

Corrected chi square = 0.3610 d.f. = 1 p = not 'significant at the
: : : 0.05 level
As can be seen in Tables 1-4, the. neﬁe551ty of u51ﬁg a convenience
sample appears to not have 51gn1f1cant1y dlsrupted the distribution of
the ‘sample -into control and experlmental groups by demograph1c charac-
teristics. No 51gn1flcant dlfferences in the size of the groups are
apparent. A comparlson of demographlc characteristics and the rate of

BSE will be presented later in the chapter.

Health History

. A prior history of bféast cancer or other breast disease increases
the risk of developing bfeast cancer. Because of thig;'respondents
were.questioned about their personal history related to breast disease.
One respondent had a history of;breast cancer. ' She had been treated by
fadical mastéctomy in 1973, had remained .cancer-free since then, prac- '

ticed BSE once per month, and was active in Reach to Recovery. Members»'
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of her group were aware of her cancer hiétory,'and her eonviction that
early diagnosis saved her life. -Nevertheless, BSE praetices in this
groﬁp were not significantly different from the other groups prior to

' the educatien program. |

| Nlne members (12 3% of the 72 women respondlng to the questlon)
had had breast disease other than cancer at some previous t1me A
cross-tabulation of breast dlsease by BSE prlor to program presentation
' (Table 5) 1nd1cated that 67 7% of those with breast disease practiced |
~BSE., However, further analysis indicated only 33% of_the‘women prac- .

ticed BSE on a monthly basis..

- Table 5.

Comparison of Occurrence of Breast Dlsease
by Practice of BSE at Time of Pre- test

Have you been diagnosed as | . Do you—practice'BSE?
having any type of breast , :
dlsease? . Yes _ No
Yes - 16.7% . L 6.7%
No C 83.3% 93.3%
TOTAL N =72 ©100% (N = 42) 100% (N = 30)
Chi square = 1,5567 - dof. =1 = not significant at the 0. 05

level
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Knowledge of BSE

. Ninety-seven percent of the sample stated they were aware of BSE.
Several factors might contribute to this awareness. Media publicity
about BSE has been extensive. For example, in the year prior to ini-

tiation of this project (February 1979), Good Housekeeping, a well-

known women's magazine, published a suﬁplemeht about breast disease
and breast cancer. Additionally, the local newspaper frequently
prints rgleages from the American Cancer Society about BSE and breaét
cancer on the women's page. Extensive media coverage might ensﬁre
that Qell-educated.women'have, at least, a passing acquaintance with
BSE. | :

Perhaps of'greatesﬁ infiﬁence,-however,.waé the personal BSE
instruction given to" the woﬁen. Eighty-four percent of the fequndents
indicated they had' received BSE.instruction. ' Of this number, 68.2%
had received instruction from.either_a physician alone, or a physician/
nurse combination. Nurses accounted for a very small percenfage of ., . - :
education efforts (l.3%salone, an additional 12% with physicians). The
lack of involvement by nurses in the education effort is consistenf with
~ findings by other researchers (Stillman, 1977; Turnbull, 1977). - Addi-
tinnaliy, lack of RN involvement might reflect the high rate of breast
examinations performed by private physicians who, in the communityiwhere
this study was done, pfefer to personally provide health educafion.to

their clients, and thus do not delegate the responsibility to staff. -
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Another interesting finding'was.that 72% of the women indicated
they obtain yearly breast exams,.and an additional 16% obtain examina-
tions'every two to three years. Two factors might account for this.
The community where the respondents reside has a very high doctor-
patient ratio (in'1978, there was one physician to every 442 residénts)
which makés it éasier for women to.méke.appointments for preventive .
health exams; and the participants' relativély high rate of income is
consistent with an ability to régularly obtain preventive health Caré.

-Respondénts were asked 12 questibns (Appendix- A) designed'to :
assess their knowiedge of BSE and breaét cancer. lQuestions designéd to .
measure generallknowledge of breast éanéer received the highest correct
response rate, averaging 95%. for examﬁle; breast cancer is almost
always fatal.,'True_or false? Questions designed to test specific knoﬁ-
ledge about BSE showed a lower correct response rate (61.5%). For
example, it is abnormal to feel a ridge in the lower part of the bregst.
True or false? In addition, a higher numberiof wemen did not respond
to the specific'questions. There was an average of six non-responses
 to épecific questions regarding BSE‘compared to an average of (.67 non-
resbonses to .general questioné regarding breast cancer.

Results of the cognitive portion of the pre-test indicated that a
high level of general knowledge about breast cancer ¢Xisted. ‘Although
assessmént‘of'perfonnance fechnique of BSE was beyond‘the'scope of.the |

study, it might be assumed from .the results of the discriminate questions
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concerning BSE that manual performance ability was not present :at ‘the

level indicated by the high rate of BSE education :¢laimed “by the

participants,

Breast Self-Examination Practice

Respondents who completed the pre-test were asked, 'Do you-prac-

- tice breast self-examination at the current time?" As can be seen.:in

Table. 6, 56% replied ''yes' and 40%, 'mno'. Attémpting to further. re-
fine the information, participants were asked, "If yes (you currently
practice BSE), how often?'" Results of this question are more re-
vealing (Table 7). Only 25.3% of the sample indicated they practiced
ESE at the recommended rate of once per mbngh. The BSE habits of this
population appear similar to BSE habits reported in the literature.
The Gallup Survey in 1973 reported that 23% of the women surveyéd
throughout the United'States performed BSE monthly. Foster, gg;gl;
(1978:268) reported similar findings in Vermont. However, Greenwald,
et al. (1978:273) found that 51% of their sample reported monthly BSE,
a significantly higher proportion, perhaps accounted for by.the use of

an interview, rather than questionnaire, process.
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Table 6

"Do you practice BSE at the current time?"
(October 1979)

Practice BSE . Percent
Yes | 56%
No 40%
Missing ' 4%
TOTAL - N =75 _ o 100%

Table 7

Frequency of ‘BSE Practice Prior to Education Program

Frequencf of Praétice - Percent .
‘Monthly S . 25.3%
Evéry 3-4 months = | , 9.4%
WhenlI remember ‘ - ‘ 12.0%
. Twice a month o : E 1.3%
. Missing® - 52.0%
TOTAL N = 75 | 100%

*Missing values includeé 30 women who stated they did not practice BSE,
three non-responses to either question, and six women who stated they
practlce BSE, but dld not define how frequently
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Researchers.have hypothesized lack of knowlédgg about BSE and -
low rates of BSE education of women by their personal physicians might'
“account for low BSE compliance. However, therpopulafion studied here
demonstrated (as discﬁssed.eariier inifhe chapter) fairly high know-
ledge of breast. cancer and BSE, and reported a high (68%) rate of BSE
education by their private physicians, leading us to hypothesize‘that
those variables ﬁadflittle effect on the rate of practice of BSE.'

.In an attempt to determine wﬁy women don't practicejBSE, respon-
“dents wére asked, "Why don't you practice BSE?" The majority (60%). of?
wﬁmen who stated they did not currently perform the propédure stated
they forget. Another 6% admitted'BSE_"makes ﬁe nervous." Thirty per-
cent stated lack of knowiedge was their reason for BSE failure. The
high‘proportion of respondents stating they don't'practice.because they
forget lends credence to studies advancing-unconscious psychoigiéai
Tesponses as reasons for failure to comply with BSE.

There appeaped to be no sighificant rélgtionship between demo-
graphic variables and the rate of préctice of BSE. Statistics for this
' popﬁlation support Greenwald's (1978) findings which suggest that demo;
gféphié variables are not confounders of BSE compliance.

'Five months after participation in the BSE education program,
respondents completed a post-test (Appendix B) designed to measure

changes in health status, BSE practice, and to determine their attitude
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toward breast caﬁcer. A statistical test relating the pést-test
rate of BSE with‘demégraphic variables continued to support the-
null hypothesis.

Post-test results indicated an increase in BSE practice.
Seventy-nine percent of the population stated, at the time.of the
post¥test,.they had pfacticed'BSE in‘the interval between the pre-
and post-tests. McNemar's test for the significance of changes was
calculated for the 68 women who responded to the dueétion concerning
| BSE practice.on both pre-test and post-test. Chi square, ;alculated
in the usual'manner, is inappropriate for fhose designs (as in this
case). "in which each person is used as his ownlcontrol, and in which
measurement is in the strength of either a nominal or ordinal scale"
(Siegel, 1956:63). - The results of the test indicate the null hypo-
~ thesis shouid'be_rejécted, and the research hypothesis acceptéd: the
increasé in the rate of BSE was a result of the education prqjéct |

(Table 8).
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Table 8

, Comparison of the BSE Practice Before and
After the Education Program

.Before the BSE

Education Program After the BSE Education Program
‘ No {did not practice) Yes (dld;practlce)

Yes (did practice) 18.2% : 66,75
No (did not practice) 81.8% 23.3%
TOTAL "N = 68 (7 missing 1005 (N = 11) " 100% (N = 57)
' : cases) - : '

Chi square (calculated- using McNemar's test) = 12,190

d.f. =1 -p = significant at the 0.05 level

Because.the'research project was designed to test the signifi-
cance of the use of silastievmodels in a BSE education program, model
use was crossFtabulated by BSE practicelrepofted on the,pre-test conlx
trolling for post—test reported BSE practice. |
| Table 9 presents a Cross- tahulatlon of only . those 57 women -who
stated they practiced BSE at some time in the interval between October
1979 and March 1980. (Women who did nottpractlce BSE at either time

are not included in‘the table.)
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Table 9

Comparison of Practice of BSE in Control and'Expefimental
Groups in March 1980 Controlling for BSE Practice in October 1979

Practiced BSE Initiated BSE After
Before and After the Program
With model ,
(experimental) 50.0% 57.9%
Without model | ' .
(control) A 50.0% : 42.1%
= 38) . 100% (N = 19}

. TOTAL N=57 ~ . 100% ‘(N

not significant at the 0,05

Chi square = 0.2823 d.f. =1 .p
' level

It can be seen in the experimental group that 19 womeﬁ practiced
" BSE in October 1979 and continued £o do so. Eleven women did not prac-
tice BSE originallf, bgt'did?so in the iﬁtervai bétﬁeen'tésts. "The
control group exhibited approximétely the same type of behavior: 19
wbmen practicing in both October and March, and eight initiating BSE
pracfice following participation in the program. Statisfical tésting
of the significance of the differences between the control and experi-
'. ﬁeﬁtal groups supported the ﬁull-hypothesis. A significant inérease
in the number of women pfacticing_could be attributed to thé BSE éQuca—
tion program, but no relationship between the inérease in rate of prac-

tice and use of the models could be supported.
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Although the total number of women.practicing BSE increased sig-
nificantly, the proportion performing the procedure on a monthly'basis
remained relatively constant. Of the total sample, 19 women .stated
_ they practiced BSE on‘a‘monthly basis prior to the program, and 20
replied affirmatively at the time of the post-test. -

It was believed the presence of breast disease, a family h1story
of breast cancer, or contact w1th a close. frlend with breast cancer
might increase the rate of BSE, - Comparison of the rate of BSE for
. women without the~presence‘of any of'these variables with women with
the presence of the variables_revealed 1o significant difference in the
y gronps (chi square = 0.9707, d.f:‘e l), Comparison of groups con-
| trolling for the rate‘of monthlf practice'ochSE also resulted in sup-
port of'the null hypothesis fchi square = 0.6092, d.f."= 1, p = not
significant at the 0.05 level). | .

.At~the time of the post-test, respondents were asked to.indicate:
'_which of five responses most accurateiy described their feelings about
* cancer, Table 10 represents a frequency d1str1but10n of the responses.
Elghty-one percent of the respondents stated they felt ”early dlagn051s
can make a dlfference." Yet, the great majority continued to practice 2
BSE spasmodically, at best. It might be assumed that although partici-
pants cognitively accept the need for BSE, unconscious factors continue

to.hinder monthly BSE practice.. Of interest were the comments written
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By those who selected "other' as their responsé. Almost all of these
women had had contact'with:ffiends and relafives who had breast cancer;
and wrote iengthy fespohses describiﬁg.their very émbivalent fgelings
about.breast cancer treatment. One woman stated, "If BSE means I find
a lump and can be treated with chemotherapy and surgery like my 51ster,
I'd just as soon not know anythlng is wrong'” It might be beneficial
for nurses to spend time counseling friends and relatives of cancer

patients in order to reduce fear. .

Table 1Q

How'do you feel about cancer?

How do you feei about cance£? | ' Percent
1. It is a horrible'disease that is alwayé fatal, B 1.3%
2. The cure is worse than the disease; I'd rather die

_than be mutilated. : 2.7%
3. It is better not to know what is wrong w1th.y0u when .:

. a symptom occurs.-’ ‘ - _ - 0.0%
4, Early diagnosis can make a diffefence.— 81.3%
5. Other | : ] | .' . 8.0%
6. :Missing ' o 678

TOoTAL  N=75 » 1008
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Summary of the Data Analysis

Analysis of data failed to support the research hypothesis Wthh
stated the use of silastic breast models in a BSE education program
would increase the rate of BSE practiced. Participation in the educa-
tion program significantly increased the total mumber of women prac-
ticing BSE. However, the number of women practicing BSE on a monthly
‘basis remained ;elatively constant. Neither demographic nor health-
related variables éppeared to influence the BSE pfactice behavior of
" the groups. .Wbmen who did not practice the procedure at all, and many
women who only practiced irrégularly, cited "I forget" as the reason
~ for practice failure. While it was beyond the scope of the research
project to determine unconscibué psychologiéal factors‘as determinants
of behévior, it can be hypothesized (based on prior research)Athesé

factors might be responsible for a large measure of performance failure.




Chapter 4-

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Summarz

Cancer_of the breast has been identified as a major cause of death
in women. Although BSE haé been shown to enhance the breast cancer -
detection efforts -of scréening clinics and private physicians, few -
women practice it on the recommended monthly basis. The research pro-
ject discussed here was designed to test the efficacy of those vari-
ables identified in:prior research to positively effect the accomplish;
ment of the health behavior‘of BSE. '

The Health Belief Model, designed by Rosenstock and’ discussed in
Cﬁapter 1, defines variables thought to affect an individual's ability
to perform a designated health behavior. Rosenstock grouped the |
variables into two.maiﬂ éla;ses--the state of readiness to take -action
and the extent to which a course of action is believed benefiéial-in
reducing the ﬁhreat. Additionally, Rosenstock hypothééized that under-
lying emétions have more’ influence on health behavior thén Cognitive
elements.  The Health Belief Model has been Vélidated, in part, by
other researchers. Specific support fér_his prothesis'that uﬁconscious
psYchological.factoré influence health behgvior has been presénted_by
researchefs,inyestigating motivational‘factors for BSE and treatment

delay.
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'The Cancer Intefvention.modellassumes all individuals exist in
one of the three care médes (total self-care, assisted self-care, or
institutional care) at any one point in time, moving from one modé to
another ‘as warrénted by a change in health status, Because of the
'Complexity of canéer care, an individual might be required to move ffom
the local communlty to a reg10na1 cancer care center for care. The
Cancer Intervention model v1ews the nurse's role as being one of
assessment,-fac111tat10n of communication/feedback, émotional support,
and direct‘cére. Education about BSE and breast cancer is viewed as
being within the province of the nurse who isjmandated to extend her .
'role to the total self-care mode in order to a551st her client to
maintain a hlgh level of wellness.

‘ In order to educate an individual in self-care techniques and to
positively reinforce the heaith:béhavior of BSE, a BSE éducation pro--
gram‘was designed and executed. Following a review of the literature,
fear;feduciﬁg components (such as emphasizing 80% of-gll breast 1lumps
are benign) were incorporated into the education program. Because
reséarchers (notably Hall and Stillman)'had hypothesized an increase.
in tactlle education and irmediate relnforcement of lump detection
ability would increase women's confidence in thelr detection ab111-
ties and thus decrease their fear level) it was decided to test the
hypothesis: the use of silastic breast models will increase the rate

of BSE compliance{
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Limitations of the Study

" Several'factoré limited the study: participant selection could
not be ranaom, BSE compliance was self-reported, a relativély short
period (five months) existed between initiation and termination of the
.‘program, the type of breast model. used, and the characteristics.of the
grdup. Because thevmembersﬁip of a previoﬁslf'existing organizgtion.
was used for thé,stu@y, participénts‘could not be randomly divided ‘
into contrbl and experimental groups. .Selection 6f a convenience
éample jeopatdized.thé équality of the groups. Although deﬁographic'
data indicated no significant difference between control and experi-
mental groups, it was impossiblé to assess the éffect of estéblished
intra-group relatlonshlps on the study.

A.part1c1pant's rate of BSE practice must be self reported.” A
" reliable ;elf-reportlng mgthod of BSE practice has not yet been’de-
signéd.: Poor memory and”the desite to please méy influence reporting.
Specifically, personalracquaintance with the researcher and the know-
ledge that they were participating iﬂ a reéearch‘project might have
prompted an 1nf1ated report of compllance in this research project.

Because the organlzatlon (Beta Slgma Phi) did not meet 1n the
summer, it was 1mp0551b1e to initiate the program.prlor to October of
1979. In order to-complete the thesis, interval data cnncerning BSE
practice was required by March 31, 1980;.thus, only-five months elapsed

between initiation and termination of the project., Compliance rates
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might have been 1nf1ated 1mmed1ately follow1ng the program. A more -
accurate assessment of BSE performance would have been provided by
allowing at least a year to elapse following.the education project.,
The:"Betsi Breast'" model used in the progrém does not feel like
real breast tissue; the skin is too ""plastic'" and the "tissue'' does
not give with the same resiliency as other models. Lumpé in the model
feel too much like pormal anatomical structures, and‘thus do not
’adeQUately validate the accuracy of breast examinétion technique.
‘ Other models.(e.g., the siiicone breast forﬁs manufactured by Spencd'
Corporation of Waco, Texas) have been designed to‘provide better tac-
tile‘stimulation. Unfortunately, these more realistic models were
" not available to.the researcher. The lack of a réalistic model and
the practice-time constréinté created by a group presentation‘might
have adversely affected the oufcome of the research project.
As’discussed in Chapter 3, the total sample was better educated
and had 51gn1f1cantly hlgher 1ncomes thwn the average. These factors,
coupled with the pre- existing hlgh rate of physician contact, signi-
'flcantly 11m1t“genera11zab111ty of these results to the whole popula—
. tidn. Because we were -dealing with well-established groups, we were
“also dealing_With_individualé who had established reiationships and
support networks within the group. It is possible that support given
by group membérs to one another may act as a fear-reduéing mechanigm.

It was Beyond the ‘scope of the study to measure this effect,
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Conclusions

As discussed in the literature review and methods sections, an
attempt was made to present a program that would assist particiﬁants
in overcoming their fear of cancer to the extent that they would prac-
tice monthly BSE. As a resuit of the study,-several_conclusions have
been reached.

Previous research findings which degcribed a relationship between
BSE non-compliance and -unconscious psychological fears were indirectly -
..supported. ﬁata‘analySis indicated 87.1%_of the sample chose the'.
respohse "Early detection makes a diffefence” when asked to identify'k
.the statement moét'nearly describing their feelings about breast cancer.
Furthermore, questions designed. to test knowiedge revealed 65.3% lknew
prior to pafticipating in the program that BSE is a successful metﬁod,
of tumor deteétion, yet on1y 31% of tﬁe women practiced monthly BSE at
the termination of the program. |
" Vomen who did not practice BSE at all or only on an irregular
basis moét often listed "I forget“ aé the reason for non-compliance.
”qugetting,” howéver,'does not necéssafily mean that the teaching pro-
jecf-was totally unsucces#ful in réducing fear; be it conscious.qr un-
conscious. The substantial increase in the number of women who per-
formed BSE at least once following the program suggests.that at least

a moderate level of fear reduction may héve‘occurred. It might be
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suggested that fear was reduced enough to allow a meésure of com-
pliance, but not enough to allow mbnthly practice.
There was no significant difference between the control and ex-
* perimental groups. The pull hypothesis,- that the use of silastic
models will not .increase the rate of BSE performance, was supported.
It is.difficult to conclude, however, that the use of such models is
not a valuable teaching tool. The étudy should be replicated using a
more life-like model. |
" Rosenstock identified certain demographic variables as.being'de- |
terminants affecting the perception of diséase'and preventive actions.
The demographic vafiables tested here‘(income,.age, ﬁarital status,
education) had o significant hﬁpact on the.rate of BSE and, thus, did
not support the Health Belief Model. |
Past experignce and the pést use of preventive actions were also
identified as.determinants of health behavior. As ﬁreviously dis-
Cussed,nthe sample reported é.high yearly breasﬁ exam cqmpliancé rate,
yet tﬁere appeared to be no associétion between physicél exams.aﬁd BSE
performance. It might be hypothesized{a,woman recéiviné a breast exam
by.her physiciaﬂ rédUces hérllevel of fear by deleéating the decision—'-"
making process to him;.she visits once a year,.he confinns'everything
is fine, and -she can put it out of her mind the rest of the year. Past

experience with breast cancer victims, either family or close friends,
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also appeared to not significaﬁtly affect the rate of BSE performance.
There appeared to be no significant BSE .compliance differences between j
women whb.had had cloée_contact'with breast cancer and thbse who had
not,

Although other researchers have reported education by physicians
‘increasing compliance, the findings in this. study did not support such
a relationship. A high rate of respondents~repdrted5having received
BSE education by tﬁeir physiciahs; yet they did not practice BSE. It
would seem aﬁpropriate to observe BSE education given by physicians to
determine the content of fheir education efforts priof to reaching
conclusioﬁs about their failure to incréase comﬁliaﬁce. .It was im-
possible to assess the cbmpletenéss,of physiéian education programs
from the questionnaire. |

Data anal&sis indicated a ¢oordiﬁated BSE education program will
increase the rate of BSE performénce. Although the rate of monthly
’performance 6f BSE did not change appreciably, the total number of
wémen reporting partiai complianée did increase significantly. Other
| feaf—reducing techniques and education methods should be explored in -
- an éttempt to further increase BSE compiiance;

The increase in tﬂe total rate of BSE supports the appropriate-
ness of nurses intervening in the realm bf self-care. MNurses, however,
cannot limit their efforts to formal education programs. A well- |

rounded cancer education program must create a network of health-care
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providers fo follow clients ana profi&e medical intervention when re-
quired. Information about cancer beyondlthe scope of the BSE program
was desired by participants. They expressed interest in cancer physi-
ology, treatment, and,prévention as well as detectioﬁ. Addressing the
. identified need for further cancer infqrmétioﬂ would be an appropriate
function of the nﬁrée_and‘might,decrease'fear and alloﬁ women to préc~
tice detection and prevention methqu;

. In‘sumﬁary, formal edﬁpgtion programs designéd'to‘reduce fear and
"teach breaét self-examination fechniques increase compliance. While
use of the .silastic breast model did'not affect BSE practice signifi-
© cantly in this étudy, it is a valuable teaching tool and further re-
search which defines the most'apﬁropriate model to use and the environ-’
" ment in which to use it should be qndertaken, Although the results of
_‘fhe research project did not.specifically‘sﬁpport Rosenstock's Health
Beliéf Model, the data did lend support to his hypofhesis concerning
unconscious péychological factprs as-motivatqrs‘of BSE. An increase
in BSE rate of performance and.the expressed desire for further know-
1edge about cancer lend credence to the Cancer Intervention modgl and

the intervention by the nurse in the total self-care mode.

Recommendations for Further Study

Several recommendations for further research were defined as a

result of the study:
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- The study should be replicated using a more realistic model,

and presenfing the progfam content on an individuai, rather
than a group,'basis. | |

Because of the low rate of 'BSE compliance by patients obtain-
ing regular physicals, an assessment of BSE teaching tech-

niques of physicians should be initiated. If eppropriate,

a research project using identified teaching skills should be

conducted in physician offices.

Proérams providing general cancer information should be made
available to groups.. | |
The  BSE education prograﬁ should bé.p;esented to a gréup at
one-year intervals to see if reremphasis of the information
reduces fear and.allows those who are practicing BSE on an

irregular basis to move to monthly performance. .
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" APPENDIX A

PRE-PROGRAM QUESTIONNAIRE ON BREAST SELF-EXAMINATION ‘

The following questionnaire is designed to help me learn about your
knowledge about, and experience with, the self-care skill of breast
self-examination. The time you take to complete this -questionnaire
will enable us to design more effective programs to assist you and
other women to maintain their state of health at the hlghest possible

level.
1. Name
2. Address
3. Age 4, Marital Status:
siﬁgle divorced married widowed
5. Education: Cifcle highest grade completéd:

8 9 10 11 12 13 '14 15 16 17 and abové

Income

( ) $0 . “to  $4,999
( ) $5,000 .to $9 999
( ) $10 000 to $14 999
( ) $15,000 to $19,999
( ) §20,000 to $24.999
( ) $25,000 to $29 999
( ) $30,000 and above

Have you ever had cancer of the breast?

Yes No

7. a. If yes, when?

Have you ever had (or do you now have) any other diseases of the
breast? Yes No

8. a. If yes, what kind of disease?

I ST
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9. Is there a history of breast cancer in your immediate famlly (that
is, mother, aunt, sister, daughter, or. grandmother)?

Yes No

10. Is there a history of breast cancer in your husband's family?

Yes No

11. Do you have now, or have you had, a close friend who had breast
‘cancer? Yes " No

12, Had you ever heard of breast self-examination before tonight?

Yes : No

13. Have you ever had your breasts examined by a health professional
(e.g., MD, nurse, etc.)? Yes No

13. a. If yes, what type of profe551onal performed the examina-
tion? s

13. b. How often have you had your breasts examined?

) Once

( ) Yearly
) Every 2-3 years
) Every 5 years -

13. c. If ycu have never been examined, why not?

14. Have you ever received instruction in breast self-examination tech-
nique? = Yes No

14, a. If yes, from whom?

( ) Physician

( ) Nurse

() Volunteer health worker

( ) Friend

( ) Relative

( ) Pamphlets or other 11terature
( ) Other
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16.

17.

18,

19.
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14, b. How long ago?

How often should breast self-examination be done?

( ) Every 2 weeks ( ) Every week
( ) Once a month ( ) Every 3 months

Do you practice breast self-examination at the current time?

Yes No

16. a. If yes, how often?

16. b." If no, why not?

Forget

Makes me nervous

Am afraid I'11 £ind ''something"
Takes too much time

It isn't important

Lack of knowledge-~don't know how
Other ' o

FNNENTNNTNT
S NN

How confident do you feel about your ability to do breast self-
examination? :

( ) Very confident

( ) Confident

( ) Not at all confident

Do you know wﬁat a breast lump would feel like?

Yes No

Have you ever practiced breast self-examination on a regular basis?

Yes «  No
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This page will assist-you in knowing what p01nts to look for in tonight's
presentation. Addltlonally, it will enable me to determine which areas
should be emphasized in future programs.

Please circle the correct answer.

1. Almost all breast changes are cancerous. ‘True False
2. It is abnormal to feel a ridge in the lower part

of the breast. True False
3. Breast cancer is almost always fatal. _ True False

4, Heredity and/or other factors may influence the

likelihood of any woman's developing breast cancer. True  False -

5. Why should you look at yourself in the mirror as part of the BSE
- process?

a. To be sure you're doing it broperly

b. Some abnormalities can be seen’

c. To check your muscular development‘
6. A breast biopsy is the removal of a breast. True Falsg '
7. The results of almoét all biopsies indicate cancer. True False

8. A woman whose doctor examines her breasts every
year does not need to do BSE, True False

9, What part of the breast is most freduently the site of cancer?

a. b. - c.

10, What is palpation? a. Rapid heart beat b. Touching

c. Butterflies in your stomach
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12.
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The cure rate for breast cancer detected in
its earliest stage is no different than breast

cancer found in a more advanced stage. “True

In 95% of all breast cancer cases, the woman

discovers her own lesion. True

“Fdlse

False -
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APPENDIX B.

Name

Breast Self-Examination - Follow-up Questionnaire

This questionnaire is designed to provide me with more information

about the BSE education program that was presented to you last year. I
have requested that you include your name for information purposes.only,
so that I can obtain an accurate assessment of the mumber of partici-

- pants, -Although it is vital that I have your name, no use will be made
"of it beyond my initial record-keeping. Please answer each question as

accurately and completely as possible. Thank you. Jackie Stankey

1. &ince you participated in the BSE education program, have you been

diagnosed as having any type of breast disease? Yes

1. a. If yes, what type?

a. Cancer
b. Benign tumor (non-cancerous lump)

c. . Cystic disease
d. Mastitis
C.

No

Other (please explain)

2. Since you participated in the BSE program, has anyone close to you
been diagnosed as having cancer of the breast? Yes No

2, a. If yes, was ity

a, Your mother
b. Your sister

11

c. One of your other relatives
d.’ Relative of your husband
€. Close friend

3, Since you participated in the BSE education program; have you been

practicing BSE? Yes No
3. a. If yes, how often?

a. Monthly




b.
C.
d.

g

2 or 3 times
When I remember
Once since I was instructed

|

3. b. If no, why not?

a.

b.
C.
d.
e.

Afraid

Forget
Don't know how
Don't believe it is important
Other (please explain)

ST

How do you feel about cancer? Please check the choice that most
nearly describes your feelings. Feel free to write on the back, if
you desire. ' a

- Other (please explain)

It is a horrible disease that is élways fatal.

The cure is worse than the disease; I'd rather die than
be mutilated.

It's better not to know what Is vrong with you when a
symptom occurs.

Early diagnosis can make a difference.
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