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Abstract:

This study looked at the variables of sociodemographics, knowledge about breast cancer and breast
self-examination (BSE), and Health Belief Model concepts and frequency of BSE practice in rural
women. The Health Belief Model Scale (Champion, 1984) was used to measure the concepts of
seriousness, susceptibility, benefits, barriers, and health motivation, sociodemographic and knowledge
variables, and frequency of BSE. A convenience sample included 347 members of the Cascade County
Extension Homemaker Clubs. Data were collected using a self-administered mailed questionnaire.

Analysis of sociodemographic variables in relation to frequency of BSE using the Lambda statistic
showed no relationship between the variables. A Pearson product moment correlation coefficient was
used to test the association between knowledge of breast cancer and BSE and frequency of BSE.
Results showed a low, but positive relationship (r =.1216; p =.023).

Multiple regression analysis showed the Health Belief Model concepts accounted for 26% of the
variance in BSE practice. Perceived benefits of BSE, perceived barriers to BSE, and health motivation
were found to be the best predictors of BSE performance.

Results from this study suggested that this group of rural women were highly motivated toward health
issues. Forty-three percent of the sample reported practicing BSE at least monthly. Those women who
perceived the most benefits to BSE were likely to practice more frequent BSE.

Educational programs that emphasize benefits of BSE need to be developed, implemented, and
evaluated to increase the number of women who practice BSE. Nurses should assess what women
perceive as potential barriers to BSE and plan appropriate strategies to reduce them. Nurses also need
to assess women concerning general health practices in an effort to identify women who are motivated
toward good health. These women may be more likely to complete monthly exams if encouraged by
health care personnel.
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ABSTRACT

.This study looked at the variables of

- Bociodemographics, knowledge about breast cancer and

" breast self-examination (BSE), and Health Belief Model
concepts and frequeéncy of BSE practicé in rural women.
The Health Belief Model Scale (Champion, 1984) was used
to measure the concepts of seriousness, susceptlblllty,
béenefits, barriers, and health motivation,
sociodemographic and knowledge variables, and frequency
-of BSE. A convenience sample included 347 members of

the Cascade County Extension Homemaker Clubs. Data vere
collected using a self-administered mailed
questionnaire.

Analysis of sociodemographic variables in relation
to frequency of BSE using the Lambda statistic showed no
rTelationship between the variableas. A Pearson product
moment correlation coefficient was used to test the
. association between knowledge of breast cancer and BSE
and frequency of BSE. Results showed a low, but
positive relationship (r = .1216; p = .023).

Multiple regression analysis showed the Health
Belief Model concepts accounted for 26% of the variance
in BSE practice. Perceived benefits of BSE, perceived
barriers to BSE, and health motivation were found to be
the best predictors of BSE performance.

Results from this study suggested that this group
of rural women were highly motivated toward health
issues. Forty-three percent of the sample reported
practicing BSE at least monthly. Those women who
perceived the most benefits to BSE were likely to
practice more frequent BSE.

Educational programs that emphasize benefits of BSE
need to be developed, implemented, and evaluated to
‘increase the number of women who practice BSE. Nurses
should assess what women perceive as potential barriers
to BSE and plan appropriate strategies to reduce them.
.Nurses also need to assess women concerning general
. health practices in an effort to identify women who are
motivated toward good health. These women may be more

f:llkely to complete monthly exams if encouraged by health
- care. personnel.




CHAPTER 1
INTRODUCTION

Brea9t~cancer is one of the leading health concerns
for Ameri&an women today. - One out of ten wohen, about
10% of all females in the United States, will develop
breast cancer sometime duripélher lifetime (American
Cancer Society, 1987). About oné million American women
have had preast cancer and are‘still alive. Today,_bS%
of women wifh breast c&ncer survive at least fivé years
after diagnosis (Clark et a1¥, 1987). The rate of cancer
deaths from breast cancer has remained stable from 1930
to 1985, accounting for 27 deaths per 100,000 womén per
year (Silverberg and Lubera, 1988).

An important factor in breast cancer prognosis is
the stage of disease upon discovery. The five year
sﬁrvivalhrate is calculated to be 95% if caﬁcer,is
detected'gné treated in a localized stage. If the cancer
has spread regionally to thé axillary lymph nodes, the
éurvival rate drops to'65% (SilQerberg and Lubera, 1988).

Early detection using mammograbhy, physical.
examination by a health proféséional, and breast

self-examination,. and subsequent-tréatment could
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"significantly increase long term survival rates. Of the
péthods of detecting breast cancer, none can match the
appeal of breast self-examination (BSE).' BSE is simple,
performed“in private, inegpensive, non-invasive,
non-radiative, and self-generated.

Breast self-examination is the regular and
systématic examination of the breasts and underarm area,
visually and by palpation, for any signs of abnormality.
With the regular practice of BSE a woman becomes familiar
with the structure and texture of her own breasts so thaf
she will recognize any changes. Research has found thaf
women practicing BSE were more likely to find their own
tumors than patients not practicing BSE (Smith,'Frapcis,
and Polissar, 1980) aﬁd that performance of BSE is
asgpcia;ed‘with earlier clinical staging, smaller tumor
éize, gn&-increased five year sﬁrvivgl rates (Greenwald
et at., 1978). ‘ |

:HowéQer, despite the facté that BSE is é Quidk,
simple,- painless, and cost-free procedure, and that many
women possess the knowledge to perform BSE, research
findings reveal that manf women choose not to practice
BSE. According to a Gallup poll conducted in 1974 for
the American Cancer Socie;y, 77% of women interviewed had
hear& of BSE but only_18%-had performed BSE in the

previous year. A follow-up study in 1977 by Gallup
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Organization reported 24% of women practicing monthlf
BSE. A 1980 national survey indicated that only 24% of
the adult feéemale population-reported performing monthly
BSE kAmerican Cancer Society,"1980).

Recenf research has revealed that women’s attitudes
about breast canCer‘and BSE_may relate to the practice of
BSE (Champion, 1985; Kelly; 1979; Rutledgé, 1987;
Schlueter, 1982; Stillman, 1977; Trotta, 1980; Turnbull,
1978;). Beliefs about the seriousness of breast cancer
énd‘susdeptibility to the disease and'the'va;ue of BSE in
relation to the threat of'breést cancer may affec;
motivation to perform monﬁhly breast exams.

Health professibnals in both urban and rural areas
must gmphasize the preventive aspects of health care and
the teaéhing of information.oﬁ BSE. To develop effective
teaching brograms, nurses ﬁust understand the effecté of
wémenfs attitudes about breast cancer and BSE on -the
practice gf BSE. ﬁuch of tﬁe pasf research on attitudes
abputtbreast cancer and BSE has been conducted on women
residiﬁé-in densely populated areas. Iherefore, the
purpose.of this study was £§ identify the relationships
“of £he-6ariabies of gociodemographics, knowledge{'

- susceptibility, seriousnegs;’benefits, barriers, and
'health_ﬁétivation to.the freqﬁency of breast self;

examination in rural women.
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This research study on rural women addressed the
following questions: |

1. What sociodemographic'variables are associated
with frequency of breast self-examination?

2. Does knowledge about breast cancer and BSE relate
to frequency of breast self-examination?
| 3. What is the relationship between the variables of
perceived sﬁsceptibility, perceived seriousness,
perceived benefits, perceived barriers, and health

motivation to the frequency'of‘breast\self—examinatiqn}

Significance to Nursing

Mortality from breast cancer has not changed
significantly in the last fifty years. Use.of BSE as an
early screening technique may lessen the likelihood of
axillary iymph node involvement énd recurrence and
increase the chances for prolonged survival and possible
curé. However, research indicates that only one in four
women practice BSE. Women’s attitudes about breast
cancer and BSE may affect their1motivation to perform BSE
monthiy. An understanding of the variables that
influence the practice of BSE can assist nurses in rural
and urban areas in.desighing successful interventions to

increase performance of BSE.




Conceptual Framework

The conceptual framework for this study was based on
the Health Belief Model (HBM). The HBM was developed to
explain health-related behaviors at the level of
individual decision making (Mikhail, 1981). The HBM
relates psychological theories of decision making (which
attempt.to explain action in a choice situation) to an
individual’s decision about altergative health
beha&iors. Use of the HBM aliows ana}ysis of an
individual’s motivation to act as a function of the
expectancy of goal attainment in the area of health
behavior. The HBM was defiﬁed from social-psychological
theory of Lewin, Becker, and othersv(Rosenstock, 1966).

The HBM éddfes;es-the subjecti&g world of the
behaving individual and focuses onAlinking current
subjective states of the individual with current health
behavior. Thus, the subjective world of the perceiver
- determines behavior rather than the objective world of
the health brofessional (Rosenstéck, 1966).

The HBM proposes that in order for an individual to
avqid a disease one would need to believe (1) that one
was personally susceptible to it (susceptibili;y), (2)
that the occurrence of the disease would have at least

moderate severity on some component of one’s life
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(seriousnessi, 3) that taking a particulér actioﬁ wbuid 
be beneficial by reducing its éeverity (bénefits),-éﬁd"
(4) that action would not entail overcoming important’

barriers such as cost, convenience, pain, or

embarrassment (barriers) (Becker, 1974). In addition, a

stimu;us called cue to action must occur to trigger the
health protective behavior. This cue may be internal,
like pefception of bodily state, or external, such as
interpe;sonal communications or impact of mass media.

A fifth concept, heaith motivation, was introduced
into the m&del by Becker in 1974. Health motivation
refers to the individualfs:degrée of interest in and
concern about health matters.

Modifying factors may condition an individual’s
perception of susceptibility, seriousness, and benefits
to action. Tﬁese factors include demographic,
structurél, attitudinal, interaction, and énabling
factors (Becker, 1974).

Figuré 1 depicts the researcher’s adaptation of the
HBM to BSE for the burposes of this research. On the
left side of the figure are women’s attitudes about
breast cancer and BSE. These include the variables of
perceived susceptibility to breast cancer, perceived

seriousness of breast cancer, perceived benefits of BSE,
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ATTITUDES MODIFYING FACTORS
Perceived SUSCEPTIBILITY SOCIODEMOGRAPHIC
to breast cancer VARTABLES
Perceived SERIQUSNESS of [ | |  STRUCTURAL
breast cancer VARTABLES

(knowledge about
Perceived BENEFITS of BSE breast cancer &
BSE)
Perceived BARRIERS to BSE
HEALTH MOTIVATION
CUES to action -
Y

PERFORMANCE OF BSE

Figure 1. Gray’s Adaptation of the Health Belief Model
as a Predictor of Breast Self-Examination
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peréeived barriers to BSE, and health motivation. On tﬁe
right side of the.figure'are the modifyihg factors such
as sociodemographic variables and structural variables7
Attitudes and modifying‘factors can influence each other
and also influence the women’s likelihood of performing
BSE (located at the bottom of the figure). An additioﬁai
variab;e, cues to action, (located below attitudes) can
also influence the perfbrmanée of BSE. Cues to action
does not influence any other variables in the fiéure.

Application of the HBM proposes-that in order for a
woman to adopt the honthly practice of BSE, she must hold
severai beliefs: -

1. She must believe she is pefsonaliy susceptible to
breast cancer (perceived susceptibility).

2. She must believe that breast cancer will have at
least moderate consequences on her life-style (perceived
seriousness).

3. She must believe that BSE will be beneficial in
,preVenting or reducing the seriousness of breast cancer
sh&uld it occur (perceived benefits).

4. She must believe that performing monthly BSE does
not_involve overcoming such barriers as cost,
unpleasantnéss, inconvenience, - embarrassment, fear, pain,
or difficulty in remembering to do the exahination each

month (perceived barriers).
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Health motivation (or a wdman's degree of inﬁerest
in and concern about health matters) may also alter a
women’s per&eptiog.of her environment. .Sociodemographi;‘

and structural variables (knowledge about breast cancer

and BSE) must also be considered because they may

condition a. woman's berceptioﬁ of the threat of breast

" ..cancer and benefits and barriers to BSE.

 \ c@é to action is also necessary to trigger a
woman to perform BSE. Cues can be. external (such as a
family experience with bréast cancer) or internal (like

development of a symptom).

Definition of Terms

Perceived susceptibility: subjective risk of
contracting breast cancer. Subjective risk was measured
by thg susceptibility subscale of the Health Belief Model
Scale (HBMS) about Breast Self-Examination (Champion,
1984)..

Perceived seriousness: subjective harmful

consequences of breast cancer in relation to altering the

.individuals life-style. ' Perceived seriousness was

measured by the seriousness subscale of the HBMS
(Champion, 1984).
Perceived benefits: subjective effectiveness of BSE

in re§u¢;hg the threat of breast cancer. Perceived’
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benefits was measured by the benefit subscale of the HBMS
fChampion, 1984).

Perceived barriers: potential negative aspects of
BSE. Perceived barriers was;ﬁeasured by the barrier
subscale of the HBMS (Champion, 1984).

Health motivafion: concern about general health
matters. ﬁ;alth moti@ation was measured by the health
motivation subscale of the HBMS (Champion, 1984).

BSF practice: self report of performance of BSE; the
number of timés BSE was completéd in monthly increments.

BSE knowledge: knowledge about factual information’
bn breést cancer and BSE as measured on the knowledge
portion of the HBMS.(Champion, 1984).

Sociodemographic variables: démographic data
including age, education, religion, marital stafus;.and
personal experienée with breast cancer.. Sociodemographic
variables were measured on‘the depographic portion of the

/

HBMS scale (Champion, 1984).

Assumptions

It was assumed that the HBMS (Champion, 1984) was
valid for this study population since validity was not
reestablished. '

It was assumed that women honestly and accurately

completed the HBMS (Champion, 1984).
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CHAPTER 2
REVIEW OF LITERATURE

Breast cancer is one of the leading causes ofAdeath
among women in the United States. In 1988, 41,000
American women were e#pectéd to die from breast cancer
(Silverberg and Lubera, 1988). Efforts aimed at reducing
breast cancer mortality have focused on early detection
and treatment. Breast Se;f—Examination (BSE) has been
widelyyadvocéted as a useful method for early cancer
detection. While mosf wohen are aware of BSE as a breast
cancer screening method, many do not practice it (Gallup,
1974) ..

BSE has been studied extensively in relation to
sociodemoéraphics, knowledge, and HBM variables. The

following paragraphs address these variables.

Sociodémographicé

Mény studies.(Foster et al.,.1978; Howe, 1981;
Huguléy & Brown, 1981; Reeder, 1980; Senie et al., 1981;
Smith, Francis & Polissar, 1980) have examined the |
rela#ionship between BSE and various sociodemographic
variables. Howe (1981) interviewed 708 urban women who

by sociodemographic characteristics (white, married, and
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high_socioéconomic status) were high risk for breast
cancer. A positive'association was found between
knowledge and BSE attitude and BSE frequency. Howe al%o
fqund'that frequency. of BSE practice in high risk women
'was positively associated with age,veducation, modesty,
social influence, pfeventive health orientation, and ease
in establishing a BSE routine.

Hugﬁley & Brown.(1981) found that women who were
more educated,. under 50, white, professional or salaried
non—profeésional, and had a family experience with breast
cancer were more likely to perform monthly BSE
(N = 2092). Fostér and associates (1978) found younger
womeh tended to report more frequent BSE than older womén
(N = 335). Smith, Francis, & Polissar (1980) found a
simila:'#elationship befweeh age and éfactice of BSE
(N = 230) in urban women. Reqults from their study also
indicatéd.that study partiéipants who were séparatea of
divorced reported a_lower:frequency of BSE. Senie &
associates.(1981) found highér frequenéy of BSE reported
ih urban women who had prior benign breast disease, a
family history of breast cancer, were prehenopausal,
cﬁ:rently married, and mare educated (N = 1216). Reeder
and associates (1980) ekéﬁined,BSE behavior among urban
. women and found that more 5iaék'than Hispaniq or white.

women said they practiced BSE monthly (N = 684).
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Knowledge

Several studies (Champion, 1985; Laughter et ai.,
1981;.Sheley, 1983; Schlueter, 1982) have examined
knowledge about breast cancer and BSE in relation to BSE
practice. An examination of the knowledge of breast
cancer self-detection (Sheley, 1983) on 290 urban women’
indicated only 10%-of the breast self-examiners possessed
the. knowledge to perform both a timely and effective

examination. A study examining the BSE practices of

urban women (N = 142) with benign and malignadt breast-

disease found similar results. Rafings obtained on a

‘13-point performance 'scale showed a mean of 3.9 steps

performed. Less than half of the women were aware that
BSE should be perférmed'monthl§ (Laughtér et al., 1981).'
Scﬁlueter-(1982) administered a self-report questionnaire
to 263 urban women'examiping their knowledge of breast
cancer and benefits of BSE in relation to practice of
BSE. Results showed no significant relationship existed
beéween knowledge or beliefs and frequency of practice of
BSE. Champion (1985) found that urban women who were
younger, mbre'educated; and had a higher sociqeconomic’
étaﬁus, demonstrated highér knowledge of breast cancer
ahd BSE but did not differ in‘frequency of pepformance of

BSE (N-= 301).
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Health Belief Modél Variables

The HBM has been used to ekemine.women'S'a§ti£edee
ebOUt.b;east cancer and BSE and‘fheir practice ef BSE.
Several researchers-(Chambion,;1985; Kelly, 1979;
Rutledge, 1987; Scﬁlueter, 1882; Stillman, 1977;‘Trotta¢
,1930;'Turnbull, 19785 ﬂave.studied_bpe or ﬁore’HBM_
Qeriebles énq their reiationsbip-to'BSE behavior;,

: Chempidn (1985);foend that'u?ban women perceiving few
barriers-to BSE were-more'likeiy to report incfeased
f;eqﬁency of BSE (ﬁle 301); Likewise, women who scered
high on health motivation reported greatef frequency of
'BSE. Women perceiving moreibenefits examined theif
_breasts‘mere freedentlyhepd.those whb perceived fewef
benefits examined less frequently. Women who had a
feletive or friend with breast eancer-scored higher on
the susceptibility subscale than those women with no
befeonal experience.

Rutledge (1987):studied-93 upper middle class women
" to determine the reiationship between perceived
.susqeptibility, perceived seriousneés, perceived
Benefits, perceived barriers, ege, social support, and
self concept and women’s practice of BSE. High perceived

- benefits of BSE, low perceived barriers to BSE, and high
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éélf.ébﬁdéﬁt'héfé féﬁnd tofpositively.correlate directly
to frequencf of BSE practicé.' |
‘ Kelly (1979) studied a sample éf 158 urban women and

found that examiners had two main reasons for beginning

and continuing BSE: (1) an awareness that it is desirable

to detect breast cancer early, and (2) an awareness that
~they themselves could get breast cancer.

Stillman (1977) ihvestigated‘women’s health be;iefs
about breast cancer and BSE and the extent of practice of
BSE in 122 women. Ninety-seven percent scored high in
perceived benefits of BSE in reducing the threat of
breast cancer and 87% scored high in pérceived
susceptibility to breast cancer. ﬁorty percent practiced
BSE ménthly, but over 20% of the sample had high beliéfs
" and were not practicers. Women’s explanations fbr not
examining themselves monthly included lack of
instruction; being too busy, and preferring not to think
about it.

Turnbuil (1978) exaﬁined wdmen’s practices of BSE in
health and non-health oriented professions (N = 160) .

Her findings demonstrated.a relationship between positive
practice of BSE and positive practices of other
pfeventive health measures. in women up to 35 years of
fage, but not in thosé over age 35. Fear of cancer was

cited as the most_éignificant factor in influencing BSE




16

practice. - Most women who did not perform BSE reported
lack of motivation and forgetting to pefforﬁ the
examination as reasons. |

| ~Trotta (1980) studied ESE behavior on a group of 446
women. She found that thé fewer barriers reported by
wémen, the more frequeh£1y they pracficéd BSE. |

Furtﬁér testing of the HBM on_rural popqlatiohs

would determine the univeréality of the HBM in réla£ion
to frequency of practice of BSE. In:order to promote the
effectiveness of health pfofessional's efforts to
increase the practice of BSE in women, theory testing of

the HBM on rural populations is necessary.
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CHAPTER 3
. METHODS

Design

The research design used in this study was
descriptive survey. This design was chosen due to the
ease of distribution and administration to a large
p&pulation. The use of close-ended questions allowed the
researcher to score and tabﬁlate a lérge number of
queétionnaires with relative ease.

Use of the mailed gquestionnaire had several
gdvantages. It was a lgss time consuming method of déta
collection than a personal interview. The researcher was
able to gather data from a large sample and from a large
géogréphic area. Pértiéipénts were able to remain

anonymous; respondents may have been more willing to

‘answer personal questions about BSE if they felt they

would not be identified. Additionally, the survey was a

relatively inexpensive method of data collection.
Respondénts were able tp complete the questionnaire in a
few minutes.

The descriptive survey research method also has
weaknesses. The qﬁestionnaire was unable to probe ‘

women'’'s attitudes in depth without becoming too lengthy.
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gespondents could omit or disregard any item they choose
without giving an explanation. In addition, use of A
ciose—ended questions may have forced‘participants to.
select a response that was not their actual choice. The
amount of information gathered by the questionngire was
liﬁited.by the respoﬁdent’s évailable time and interest.
Items on.the questioﬁnairexmay have been misunderstood.
The sample was limitednto those who were literate. The
ﬁartiqipants who did return the questionnaire may not

have provided a representative saﬁple‘of the target

population.

Population and Sample

Participants in thig'study included all women who
were currently members of. the Caséade Counfy Homemakers.
Cascade County is located in central Montana and has a
population of 80,696. Thefe are currently 45 Homemaker
Clubs in Cascade County; seventeen of the clubs are
outside the city of Great‘Falléa_ Each club is a
voluntary organization with a small annual membership fee
and open membership to any woman in Cascade Count&. |

fhrough contact with the Extension Home Ecénomist, a
convenience gample of studyiparticipants was obtaiﬁed‘
(Abpendix A). VWomen were approached through the mail

from the mailing list of all current Homemakers in
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Cascade County. A cover letter giviﬁg informa£ion about
the study was mailed with the questionnaire to study
participants (Appendix B). All women who were ﬁembers of

the Cascade County Homemakers were included in the

survey. -No discrimination was made on the basis of age
~(over-18), race, occupation, education, or family

'iyéomé. "This populatibn-cqhsisted‘of approximately 811

women residing in Cascade County.

Instrument

The Health Belief Model Scale (HBMS) (Champion,
1984) was used to coliect data measuring the concepts of
susceptibility., seriousness, benefits, barriers, health
mo£ivatioﬂ, and BSE practice (Appendix C). This
instrument uses a Likert format. Responses were measured
on a five point scale from strongly agree, receiving five
pointslto strongly disagree, one point. Each concept
scale ‘included five to twelve items; examples of items
pertaining to specific concepts can be found in
Table 1. Sociodemographic variables measured included
race, marital status, education, occupation (self and
spouse), religion, age, and pefsonal experience with
breast disease. Frequency of breast self-examination was
measured by a single quéstion which asked the respondenf

how often she examined'hér breasts. Knowledge of breast
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Table 1.' Examples of Items on the Subscales of
Susceptibility, Seriousness, Benefits,
Barriers, and Health Motivation.

Scale Item
Susceptibility 1. My chances of getting breast
.cancer are great.
2. Within the next year T will get
breast cancer. .
Seriousness 1. Breast cancer is a hopeless
' © disease. '
2. If'I had breast cancer, my whole
life would change.
Benefits 1. I have a lot to gain by doing
' self exams.
2. Self breast exams can help me -
find lumps in my breast.
Barriers 1. Self breast exams are time
' consuming.
2. The practice of self breast exams
interferes with my activities.
Health Motivation 1. I frequently do things to improve
' my health.
2. I search for new information

related to my health.

cancer and BSE was measured by a ten item multiple choice

subscale. These questions tested factual knowledge about

. breast cancer and BSE.

Items testing prevalence, breast

cancer risk factors, timing of BSE, and techniques of BSE

were included.
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Internal reliability of the HBMS (Champion, 1984)
was determined for each concept using éroﬁbach alpha and
ranged from .60 to..78. Results of the test-retest |
correlations using Pearson r ranged from .47 to .86
(p£.001). Construct validity was established using

factor analysis and multiple regression statistics.

Data Collection

The Extension Home Economist of the Cascade County
Extension Homemakers was contacted to obtain a
convenience sample of study participants. Questionnaires
were mailed to all current members (N = 811) on the
mailing list. Respondents were instructed to return
questionnaires in an/enclosed stampéd self-addressed
envelope. The queétionnaire was‘self—administered and
‘took-fifteen minutes to complete.

A tﬁp'month cut-off date was established for return
of questibnnaires; éuestionnai?es returned after tﬁentwo
month period were not used in‘the data ana;ysis. A thank
yéu letter and an informational article on breast cancer
and BSE was written by the researcher and published in
the Cascade County Extension Homemaker’s Newsletter two

weeks after completion of the data collection

(Appendix D).
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Protection of Human Rights

All study participants ;epeivéd a consent letter
with the questionnaire. The consent letter informed the
participants of the nature of the study, of the:method of
data collection, of any potential harm or discomfort that
might be expected, of potential benefits that might céme
f;om participation in tﬁe séudy, and of the améunt of
£ime required to participate in the study. Additibnally,.
thé letter indicated that participation was voluntary and
without monet;ry exchange. Written consent was not
obtained; consent was implied by return of the completed
qgestionnaire.

Pérficipant’s responses were kept confidential.by
asking:the participants not.to write their hames anywhere
on the guestionnaire. Questionnaires were not coded.
pripr to mailing. Respondents were told that study
findings would be reported as group data.

Réqundents were informed of potential risks from
participafion in the study. Pﬁrticipants were told that
the\questionnaire'might be émbafrassingror personal;
however, participation did not involve any sﬁbstantial
discomfort or stress. The consent letter informed |
particiéants of these potenf;al risks. Participants in

the study were informed that while the study did not have
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any direct benefits for them, the research could be

useful in developing future educational programs on BSE.

This research proposal was reviewed and approved by -

the Montana State University College of Nursing Human
Subjects Review Committee prior to data collection.

(Appendix B).

-.Data Analysis

Descriptive statistics were used to‘deséribe.the
sociodemographic characteristics of the.women
participating in the study. Research question % 1
(sociodemographics) was fested using descriptive
statistics (percentages, frequencies, range, mean,
mode). Comparative statistics were used to test the
influence of the variables of age, education, marital
status, -and personal or friend experience with breast
éancer on BSE.

Research question # é‘ (knowledge) was tested using
descriptive statistics (pércentages, frequencies; range,
mean,‘and‘mode).\ The knowledge scores were'anélyzed'in
relafion to the frequency of BSE.

Research question # 3 (HBM variables) was tested

'using a step-wise multiple regression to analyze the

combined constructs of susceptibility, seriousness,

barriers, benefits, and health motivation on BSE.




24
CHAPTER 4
RESULTS

Three hundred-seventy questionnaires were returned

for a response rate of 46%. Thirty-three questionnaires

were not used in the data analysis due to lack of

completeness. Six questionnaires were returned as
undeliverable. Data analysis was based on 347
questiohnaires.

Sociodemographics

The age of the respondents ranged from 23 years to

84 years with the mean béing 52 years. Ninety—eighf

percént of the sample Qere‘Caucasian. Eighty-eight
pefcent (n = 304) of the feépondents were married and
eleven percent (n = 38) were widowéd. Two women were
divorced and two were single. Eighty—tbree percent of

the respondents reported a religious preference.
Forty-eight percent of the respondents (n = 165) were
Protestant and 27% (n = 92) were Catholic. Educational
level of the women ranged from eight years to over 16
years with a mean of 12 years. Fifty-two percent

(n = 182) of the women reported their occupation as

either a housewife, ranchwife, or farmwife. Thirteen
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percent (n = 45) of the women Qere rétired. ‘Other
occupations reported weré teachers, six percent (n = 21);
secretaries, five percent (n = 19); nurses, four perce;t
(n = 15); and clerks, three percent (n = 11).
S;xteen percent (n = 57) of the sample reported

haying-had a personal experience with breast disease.

" Thirty-four of the women had been treated for fibrocystic.

breast diseasé; eighf had been treated for cancer; seven
for breast lumps; six for tumors; and two for méstitis.
In regards to treatment for breast conditions, 25 of the
womén had experienced surgery for breast disease; 16 had
had a biopsy: three of the women reported eliminating
caffeine from their dieté; two had received chemotherapy;
two had received estrogen therapy; one had received
raaiation therapy; and anotﬁer had received antibiotics.
All of these women stated that treatment had been
effective with their breast disease.

Forty-four percent (n = 151) reported having a
friend with breast disease. Thirty-seven percent
.(g = 127) of the women reported having a friend with
breast c&ncer. Thrée.peréent of the women knew of a
friend with fibrocystic breast disease and another three
peréent had friends with a breast lump. Thirty-four
percent of the women reported having ﬁad a friend

surgically treated for breast disease. Ten percent of
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the women'had a friend tréafed with chemotherapy; ning-”
percent with radiation; and onevpercent with caffeine
restrictions. Seventy-five pefcent'bf the women with
friends tfeated for bfeasﬁ'disease reportedlthat the
treatment had been successful.

Ninety—nine-percent of the éaﬁple (Q-=-345) had
heard of BSE and 90% (n = 311)‘reporting knowing how to-
perform BSE. Forty~three“éercent (n = 151) reporte&
-practicing-BSE at leagt.mbnthly‘(Table 2). Examining BSE
by ten'year age cohorts revealed that the 51 to 60 year
old age gfoup of women ﬁg = 72) were the most frequent
practigers of BSE with 59.8% reporting at least monthly
BSE practice. The 41 to 50 year old age group had the
iowest percent practicing monthly BSE and also the
highest percent of non-practicers (14.1%) (Table 3).

Table 2. Frequency of Practice of Breast Self
Examination (N = 347).

Frequency of examination Number of persons

" Never 35  (10.1%)
"Every 5 to 6 months: 49 (14.1%)
'Evéry 3 to 4 months K - 64 (18.4%)

' Every other month - = 48 (13.8%)
. EQéry month . . - | 116 (33.4%)

More than monthly , 35 (10.1%)
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Table 3. Frequency of Breast Self-Examination by
Age Group (N = 347).

Percent Percent

Age group. practicing monthly never practicing

Up to age 30 _ ) © 53.1% 9.1%
(n = 32) -

31 to 40 years . 35.6% . 3.1%
(n = 65)

41 to 50 years 34.4% 14.1%
(n = 64) —

51 to 60 years 59.8% 11.1%
(n = 72) '

61 to 70 years 35.2 % 10.8%

. (n = 74)
71 years and above 48.8% 12.8%

(n = 39

The Lambda statistic was used to measure the
agsociatipn between the démographic variables in relation
‘to frequency of practice of BSE (Table 4).'-P£actice
categéries of BSE were defﬁned by frequency of practice
ranging from‘never to more than once monthly. For all
categories,'the resulting Lambda statistic showed weak or
no association between the_démographic variables of age,
race, marital status, religion, education, personal
experience with breast disease and friend’s experience

wifh breast disease and the frequency of practice of BSE.
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Table 4. Sociodemographic Variables as Predictors of
Practice of Breast Self-Examination (N = 347).

Frequency of BSE Demographic
Symmetric dependent dependent
Age 0.04382 0.00000 0.08088
Race 0.00424 0.00433 0.00000
Marital 0.00368 0.00435 0.00000
status’
Religion 0.00000 '0.00000 0.00000-
Education 0.00901 0.01732 0.00000
Personal 0.00000 0.00000 0.00000
Experience ’
- Friend 0.01842 0.00000 0.04516
" Experience o K
Knowledge
. The mean score on the knowledge portion of the HBMS
was six correct responses out of ten. Only 32% of the

women were able to identify the correct time during
menstrual cycle to examine breasts (Table 5).
Thirty-nine percent correctly believed that a woman

should examine her breasts in the shower. Seventy-eight

_percent were aware that variation in the size of a

woman’s breasts is normal. Seventy-two percent were able

to.correctly identify circumstances when a woman should
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‘rate if breast

cancer is discovered
in a small area

(72.0%)

Table .5. Response Frequencies for Questions about
: Breast Cancer and BSE (N = 347).

Question Correct (%) Incorrect (%)

1. Identify best time 111 (32.0% 236 (68.0%)
during menstrual .
cycle for BSE

2. Should a woman examine 134 (38.6%) 213 (61.4%)
breast in shower? :

Are a woman’s right 271 (78.1%) 76 (21.9%)
and left breasts the -
same size?

4. Circumstances in which' 249 (71.8%) 98 (28.2%)
a woman should see :
her doctor at once

5. Identify correct 245 (70.6%) 102 (29.4%)
position and ' '

~technique for BSE

6. P:evalehce of breast - 94 (27.1%) 253 (72.9%)
cancer - ’ '

7. Identify relationship 224. (64.6%) 123 (35.4%)
between age and cancer

8. Identify groups of 247 (71.2%) 100 (28.8%)
women at risk for
breast cancer

9. Are the majority of 279 (80.4%) 68 (19.6%)

‘ breast lumps
cancerous?
10, Five year survival .250 97 (28.0%)
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see her physician at once. Seventy-one percent were able
to identify the correct position for performing BSE. The
majority of women (73%) believed the incidence of breast
ééncer was much higher than the actual rate. Sixty-five
péréént’§£ the women were correct in_identifyiné aegree
éf.fisk-régarding age and breast cancér. .Seventy—one
pe:éent of the woman identified groups of women at
highest risk for developing breast cancer. Eighty
percent of the women correctly believea that the majority
of bréast lumps are not cancerous and 72% correctly
believed that the five year survival rate for breast
cancer was very good if the cancer was detected in a
small area.

A Pearson product moment correlation coefficient was
used to analyze the relationship between the variables oﬁ
BSE knowledge total score and BSE practice. Results
indicated a low, but positive, significant relationship

between the two variables (r = .1216; p = .023).

Health Belief Model Variables

Internal reliabilities of the HBMS and eéch of the
subscaies were computed using a Cronbach Alphé statistic
(see'Tgblg 6. Ihe,ovefaii scale aemonstrated an
intefnal gdnsistencf reliébility cdeﬁficient of .81. The

subscales of susdepfiﬁility and barriers had internal
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Internal Reliabilities for Health Belief Model

Table 6.
Subscales about Breast Cancer and BSE
(N = 347).
Subscale

Ndmber of items

Cronbach alpha

Health Mofivation

Seriousness
Susceptibility
Benefits

Barriers

Overall scale

12

39

0.72
0.85
0.87 .
‘0.69

0.87

Table 7. Health Belief Model.Subscale Scores (N = 347).

Mean

Groub Possible
."Subscale .group score range range
Health Motivation 31.9 14 to 40 8 ;0.40
Susceptibility 14.7 6 to 27 6 to 30
Seriousness 30.1 12 to 54 12 té_éo
Benefits | 19.8 10 to 25 5 to 25
Barriefs- 14.1 8 to 40
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consistency reliability coefficients of .87. The
seriousness subécale had én'alpha of .85. . The scales of
benefits and health motivation had alphas of .69 and .72,
respectively.

The group scores on the five HBMS subscales are
listed in Table 7: Analysis of the mean score on thg
health motivation subscale‘indicated.that this group of
women were interested and concerned about health
matters. The scores ranged from a low of 14 to a high of
40 (highly motivated) in a poésible range of 8 to 40.

Scores én £he susceptibility subscéle indicated that
"this sample did not feel personally susceptible to breast
cancer. Scores ranged from 6 to 27 in a possible range
bf § to 30. quer1Scores on. this sﬁﬁséale indicated that
'théswomap-did not perceiQé herself to be.personaily
susceptibie to bfeast-cancér. |

The mean grodp score on the seriousness subsﬁale
indicated neutral feelings about the severity of breast
cancer on one'’'s life. Scores on this subscale ranged
from 12 to 54 in a possible range of 12 to 60.

The benefits subscale indicated that this sample of
women perceived positive benefits of BSE. The scores
ranged from 10 to 25 with a mean of 20. Higher scores

indicated that the woman perceived more benefits to BSE.
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The possible range of scores on the benefits subscale was
S‘to‘és. | |

'The low mean group score on the barriers subscale
demonsfrafed tﬁat this grouﬁ of women did not perceive
negative aspects dr bar;iers to BSE performaﬁce. Low
scores on this subscale indicéted few perceived barriers
to BSE while high scores indicated many bérriers.to'ﬁSE;
Scores‘On the barriers éubscale spanned the entire
possible range from 8 to'40;

Listwise multipleée regression was uséd to test the
combined influence of the HBMS subscale scores on
frequenéy.of BSE practice (;ee Tabie 8). For the overall
scale a muitiple.R of .508 (p < .0001) was obtained:
25.8% Qf:the variance on breast self-examination was
Table 8. Listwise Multipié Regression of Health Belief

Model Variables by Frequency of Breast
Self-Examination. (N = 347).

, Significance
Scale Multiple.R R2 F of F
Health Motivation .271 " .074  27.43 <.0001
ﬂSepiousness .023 ©  ..000 0.18 ,6661-
Susceptibility 207 .043 15.48 .0001
Benefits . _ .351  °  .124 48.63  <.0001
' Barriers .288 .083  31.35 <.0001

Overall Scale .508 '.258 23.76 <.0001
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accounted for by the variables of health motivation,
seriousness, susceptibility, benefits, and barriers. Thé
combination of the subscales of the Health Belief Model
were related £o breast self-examination at a
statistically significant level (p < .0001) in thj’_s
sample of rural women. When each subscale is aﬁal&zed
independently, benefits accounts for the largest portion
of the variance (12.4 %) on the dependent variable of
fregquency of breast self-examination. Womeﬁ who
perceived more benefits of BSE in feducing the severity
of breast cancer Qere likely to report more fregquent
BSE. Bérrieré accounted for 8.3% of the variance and
health motivation accounted for 7%. WYomen who perceived
fewer barriers to performing BSE reported a greater
frequency of BSE practice. Women who scored high on the
health motivation subscale were also more likely to

report performing monthly BSE. Susceptibility accounted

"for 4% of the variance. The seriousness subscale did not

add a significant amount to the variance.

alal,
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CHAPTER 5
DISCUSSION

The purpose of this study was to examine the
'relationship between sociodemographic variables,
knowledge about‘breast cancer and BSE, and HBM variables
and the frequeﬁcy of breast self-examination in rural
women. Dafa were coliected using a méiled self-
administered questionnaire. A convenience sanmple
included 34% members of the Cascade County Extension
Homemaker Clubs. The Health Belief Model Scale -
(Champion, 1984) was used to measure the concepts of
seriousness, susceptibility, benefits, barriers, and
.health motivation, and the variables of-knowledge,
Sociodemoéraghics, and a measufe of frequency of BSE
practice.

Analyéis'of the sociodemograpﬁic variables in
relation to frequency of BSE using the Lambda statistic
showed low or no association between variables. ‘The
Pearson product mAment correlation coefficieht used to
measure the‘relationship'between knowledge and frequency
‘of BSE revealed a low sized, but positive.significan%

relationship.
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A multiple regression analysis was done with the
frequency of BSE as the dependent variable. Results
showed the Health Belief Model concep;s accounted for 26%
of the variance in BSE praétice. When each subscale was
analyzed independently, benefit; accounted for the
lérgest pértion of the variance (12.4%) followed by
barriers (8.3%), health motivation (7.4%), and
susceptibility (4%). Seriousness did not add a
significant amount to the varianpea Women who perceived
benefits of BSE were more iikel&ito report more frequent
BSE. 1In addition,.women who perceived few barriéfs to
performing BSE or scored high on ﬁealfh motivation also

reported a greater frequency of BSE.

Sociodemographics

In this stud& there was no relationship between the
sociodemograﬁhic variables and the frequency of practice
of BSE. Champion (1985) was aléo unable-to find any
relationship between age and frequency of BSﬁ practice,
These findings differ frém research findinés by Foster
(1978), Huguley & Brown (1981), Senie and associates
(1981), and Smith, Francis, & Polissar (1980). Each of
"these researchers reported a decreasing‘frequency of BSE

with increasing age.
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Champion (1985) also reported no relationship
between education and‘frequenc& of BSE practice. In
contrast, other fesearche:s (Howe, 1981; Huguley & Brown,
1981; Senie et al., 1981; and Smith, Francis, & Polissar,
' 1980) found that monthly BSE was reported more frequently
';in women with higher gducational'levelg.

| In this study, marital status did not influeﬁce‘the

frequency of BSE practice. This is similar to findings
by Champion (1985). Senie and associatés (1981) found
that monthly BSE wés-reported more frequently by married
woﬁen. Smith, Francis; & Polissaf (1980) found tﬁat -
separated and divorced women had lower frequencies of BSE
practice.

| This research found no relationship between religion
and ﬁrquency of ESE.V Tﬁesg_fipdingS‘ére.similar to
those rebofted by Senie and associates (1981).

Findings from this study shéwed'no association
between a personal experience or a ffiend’s experience
with breast disease and frequency of BSE practice. These
findings are congfuent with. those of Champion (1985) agd
Rutledge’(1987). ‘Other researchers (Huguley & Brown,
1981; énd Sgnie et al., 1981) foupd that a personal or
‘ faﬁily hist;ry of breést disease was associated with an

" increased practice of BSE.
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Knowledge

The mean score on the knowledge portion of the HBMS
was six correct responses out of ten. Only 39% of the
sample believed that a woman éhould‘examine her breasts
in the shower. Seventy-three percent of the women
overestimated the incidence of breast cancer.
Seventy-one bercent of the sample were able to identify
the correct position and technique for BSE, but 68% of
the sample were unabie to identify the correct time
during the menstrual cycle for performing BSE. The
majority of the women cprrectly.idgntified risk factors
associated with breast cancer and knew that most breast
Jumps were not malignant. The majority of the women
i&entified breast cancer éigns which should be reported
to their doctor at once.

Schlueter (1982) also found that most women
overestimated the prevalence of breast cancer. Her
research also indicated that most women were aware that
the majority 'of lumps are not malignant. 1In cont:ést to
the findings from this research, Séhlueter found women in
her sample to be uninformed of the risk factors
associated with breast cancer.

Results from reéearchtconducted by Laughter.and

associates (1981) and Sheley (1983) differed from this
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study. Their findings indicated that fhe‘majority of
women lacked the knowledge neccessary to perform BSE
correctly.

Results from this research indicated a low, but
positive, relafionship befween knqwledge and frequency of
BSE performance. Howe (1981) and Reeder and associates
(1980) also found that as knowledge about breast cancer
and BSE increases, frequency of BSE practice increases.
In contrast, Champion (1985). and Schlueter (1982) found
no relationship between the variables of knqwlgdge and

frequency of practice of BSE.
" Health Belief Model Variables

Variables found in this research study to be related
to the practice of BSE in rural women were high.perceived
benefits of BSE, low perceived barriers to BSE, and high
health motivation. All five HBM constructs together
accounted for 25.8% of the variance of frequency of
breast self-examination. The findings from this study
are similar to Champion (1985) who also found 26% of the
variance on BSE practice was accounted for by the
variables of the HBM. However,~Champion found the
barriers construct to ﬁe the most significant, followed
by health motivation and perceived benefits. Rutledge

(1987) also fouﬁd that women with high perceived benefits
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of Bsﬁ were more likely fo report a higher frequency of
BSE practioe. 'In contrast, Schlueter (1982) found that
almost all of her sample held strong beliefs in the '
benefi;s of BSE but only one—third of the women practiced
BSE monthly. Stillman (1977)-found that one-foufth of
her sample who held high beliefs in the benefits of BSE
did not. practice BSE. |
| The barriers varieble was the second most important
variable ih predicting frequency of BSE for.this group of
rural women. éhampion (1985) found that barriers
accounted for the largest amount of variance in breast
self—examination. The findings from this study are also
31m11ar to Rutledge (1987) and- Trotta (1980) who found
that nigh perceived barriers to BSE were related to less
frequent BSE practice. |

The variable of health motivation was third most
important in predicting frequency of BSE. " Women wno were
concefned about mattefs felated tostheir healtn were more
likely to report a greatef frequency of BSE. This
supports findinos by Chamoion (1985) who also found that
women with high scores'on health motivation reported a
greater frequency of BSE. |

The.concept of susceptibility accounted for four

percent of the variance in BSE practice. Findings from

this study differ‘from the research findings of Champion
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(1985), Howe (1981), Rutledge (1987), Schlueter, (1982),
Stillman (1977, and Trotta (1980), who found no
associationlbetween perceived susceﬁtibility to breast'
cancer and frequency of BSE practice.

Seriousness of breast.cancer was not related to the
frequency of BSE practice. This ié congruent with
findings by Champibn (1985), Rutledge (19875, and Trotta
(1580). fhefﬁealth'Belief Model variable of seriouéness
was not related to frequéﬁcy of BSE in tﬁis group of

rural women. The relationship between seriousness of

breast cancer and frequency of BSE is not clear. In

theory, if a woman perceives breast cancer to be a
serious disease, she would be more likely to perform
BSE. The seriousness of bregst cancer may cause enough
fear that it inhibits the performéncé of BSE. If women
perceive breast cancer to be véry serious, they may avoid
any activify that might cause them to think about or
detect Breast cancer.

Results from this regearch support the relationship
of Health Belief Model variables to the practice of BSE.
In order for a woman to adopt the monthly practice of
BSE, she must believe that BSE will be beneficial in
reducing or preventing the seriousness of breast cancer
should it occur and she hust believe that performing

monthly BSE does not involve overcoming such barriers as
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embarrassment, fear, or pain. A woman's deéree of
intérest or concern about health matters may also affect
her willingness to perfofm BSE. A woman’s perception of
hér susceptibility to breast cancer was also related to
her performance of BSE. If she perceives herself to be
pe:sonally suscebtible to bregst cancer she may be more

likely to adopt the practice of monthly BSE.

Conclusions

Althbugh all but Qné of the HBM variables examined
in this study were related to the performance of BSE at
significant levels, the majority of thé variance in BSE
behavior is still unaccounted for. One of the HBM
variables that was not examined in this study was "Cues
to Action?. In theory, %“Cues to Actiop“ is independent
of other variables stuaied'and may accbupt for a 1;rge
portion of the variance in BSE éerfofmance.

Ninety“nine percent of the women in this study had
heard of BSE. Fbrty—three pércent reported practicing
BSE at least monthly aﬁd 902 practiced at least twice
yearly. Findings from this study indicate that this
group of rural women practiced BSE more frequently than
past groﬁps s£udied. The increase in the number of women
practicing monthly BSE may be due to the effects of

history. Mass media messages about breast cancer and BSE
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are more common now than a decade ago. An increase in
public awareness may have had an influence on this group
of women and served as a motivétor to"perfdrm BSE.

As a group, these rural women perceived‘BSE to be
beneficial in reducing the seriousness of breast cancer.
They perceived few barriers to .performing monthly BSE.
Women in this study were véry motivated toward matters
concerning health. High heaith mofivation may be a
characte;istic of the popuiation of women who belong to
rural extension homemaker organizations. Women that
possess high motivation toward health matters may be
more likely to perform BSE if encouraged to d6 so by
educational programs offered by the extension service.
The extension group may also serve as a support'ﬁetwork
for these women that may provide a neccessary cue to
motivate or educate these womenuto perférm BSE.

Although 43% of the women studied repo:fed at'least
monthly BSE, 68% of the women could not identify the
correct time of month for performing a breast self-
examination. The majority of the women studied also
believed that a woman should not examine her breasts in
the shower. Theée findings iﬁdicate that although women
believe they know how to‘pérfo;m a breast self-
examination, they may not possess the knowiedge‘necessary

to perform an exam correctly.
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A convenience sample was used'in‘this study and may
not have been an accurate representation of the
population of central Montana. A limi£ation of this
study was the homogenous sampling. ‘"The respondents were
primarily whité and married.

Use of a mailed questionnaire does not allow
researchers to collect data on the BSE practices of those
women who did not respond; The sociodemographic
-information of bersons ﬁelqnging to extension clubs . is
not collected by the parent organization; therefore, the
characteristics of the-non—respon&ents were not
available. A woman who is less knowledgeable about BSE |
or does not practice BSE may have been less likely to

respond than a woman who practices BSE regularly..

Implications for Nursing

Based on its value as .an eafly cahcer detection
method, nurses should continue to develop, evaluate, and
improve BSE educational programs to increase the number
of women who practice BSE. Nurses should also continue
to examine the effects of women’s knowledge, beliefs, and
,attitﬁdes concerning breast cancer and breast self-

examination behavior.
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Perceived benefits of BSE was the most important
variable inlpregicting frequency of BSE practice. The
value of BSE lies in secondary prevention. BSE will not
prevent breast cancer, but may reduce the seriousness of
the éisease if it does occur. Nurses should continue to
emphasize the preventive aspects of health care including
teaching information about breast cancer and breast self-
examination. Nurses shodld reinforce benefits of breast
self—examiﬁation when teaching patients BSE behavior.
Teaching étrategies that emphasize the benefits of BSE
should be developed and implemented by nurses.

Perceived Earriers to BSE waé also found to be a
significant predictor of BSE practice. Barrier items
inclﬁdéd embarréssment, difficulty rememberiﬁg to perform
BSE, and difficulty in performing a breast
self-examination. Whentﬁorking with women on teéching
and encouraging BSE behavior, nurses should assess what
women perceive as potential barriers to BSE. After the
barfiers have been identified, appropriate strategies can
be planned by the nurse and patient to reduce them.

Women who held high.beliefs toward health motivation
were also more likely to perform monthly BSE. Nurses
should'asséss women concerniné general héalth practices
Iin an effort to identify woﬁen who are motivated tow;rd

‘general good health. Once identified, these women may be
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more likely to complete monthly exams if encouraged by
health care personnel.

Perceived susceptibility to breast cancer accounted
for a small percentagé of the variénce of frequency of
BSE. The practice of BSE.dbes not reduce a woman’s
ususceptibility to breast cancer. The value of BSE lies
in its ability to detect tumors early and redupe the
serio;sness of the disease. The'majority of the women in
" this study also overestimated the preQalence of breast
‘cancer. Nurses should develop educational programs that
stress the actualAprevalence éf breast cancer in an-
attempt to reduce the fear and anxiety associated with
its occurrence. This fear and anxiety may actually
immobilizé women. |

Women belonging to extension homemaker
organizations may possess high motivation toward health
matters. They may be more likely to pe%forﬁ monthly BSE
if‘encouraged to do so. Nurses need to asséss groups of
women belonging to these rural organizations and provide
them with BSE educational programs.

.Aithough women may believe they know how to perform
a ﬁonthly breast self-exam, they hay not possess the
knowledge.to perform the exaﬁ corfectly. Nurses should

continue to assess women who perform monthly BSE to be
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certain that they possess the knowledge required to

perform a timely and correct breast self-examination.

Recommendations for Future Study .

Findings from this-study support porfions of the
Health Belief Model. However, fhe HBM variables of
motivation and perceived susceptibility, seriousness,
benefits, and barriers accounted for only 25.8% of. the
variance on BSE behavior. Therefore, more testing of the
model is needed befqre precise nursing interventions tq
increase fregquency of BSE'can be developed.

Even if'a woman holds high beliefs in the benefits of
BSE, she still needs a cue to action to trigger the
practice of ESE (Becker, 1974). This research did not
test the HBM variable of "Cue to Action". Exploration of
the internal and external cues to action may account for
cpnscidus ané unconscious factors that influence women to
perform monthly ESE; Internal cues might include such
factors as denial or fear of finding a tumor. Ekternal
cues may include recommendations from nurses and.
physicians or .mass media messages.

Findings from this study can be generalized to
populations with similar sociodemographic

characteristics. Similar studies should be done using

less homogenous populations. The HBM needs to be tested
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in populations which include more Native Americans, women
of. Catholic and Jewish f;ith, single and divorced women,
and women with less education. Addifionally, moré
testing needs to be condqéted in rural areas.

Many educational programs are aimed at increasing
women'’s pfactice of BSE; however, testing of the effects
of these éducational programs on women;s attitudes and
practice is not usually done. Exploration of women’s
attitudes: and praétice of BSE before and after such
educatiohai programs would provide valuable info;mation

about whether such programs change attitudes or practice.
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. LETTER FROM CLAIRE DEL GUERRA

Cooperative Exitension Service
MONTANA SYATE UNIVERSITY. BOZEHAN, 'I.l. S. DEPARTHMERT OF AGRICULTURE, AND MONTANA COUNTIES COOPERATING

May 11, 1987 CASCADE COUNTY EXTENSION OFFICE
. 1211 N.w. BYPASS, P. 0. BOX 5051
GREAT FALLS, MT 59403
. PHONE: 727-4643

Mary Gray
1811 3rd Avenue North
Great Falls MT 59401

Dear Ms. Gray:

You have my permission to use the mailing list for the Cascade County
Extension Homemakers as a study population for your research "Use of the
health belief model in determining frequency of breast self examination
in rural women'".

You have my permission to use my name and title (Claire Del Guerra,
Cascade, County Extension Agent) in the letter to the survey participants.

Cascade County
Extension Agent

CDG/jo

THE PROGRAMO OF THE CACCADI COUNTY EXTENGION SERVICE ARK AVAILADLY TO ALL PZOPLT
RIGARDLECI OF RACE. CREID, COLOR, OEX OR NATIONAL ORIDIN:
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LETTER FROM VICTORIA CHAMPION

INDIANA UNIVERSITY | 610 Barnhil Drive

Indianapolis, Indiana 46223

SCHOOL OF NURSING

May 4, 1987

Mary Gray
1811 Third Avenue North
Great Falls, MT 59401

Dear Ms. Gray,

You certainly have my permission to use my instruments developed on the
health belief model constructs. I will enclose a copy of the original
instrument which includes the entire 1list of items. I advise however, that
you use only those items which are recorded in the article Advances in Nursing
Science as these are the ones that have proved to be valid and reliable.

Thank you for your interest in my work and if I can help you in any further
endeavors let me know.

Sincerely,

v, Z’/%‘%m (_/Z’,/y'fy/“.//z,

Victoria Champion, R.N., D.N.S.
Associate Professor

VC:dg

Enclosure
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APPENDIX B
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CONSENT LETTER

USE OF THE HEALTH BELIEF MODEL IN DETERMINING
FREQUENCY OF BREAST SELF-EXAMINATION IN RURAL WOMEN

CONSENT LETTER

Dear Cascade County Extension Homemaker,

I am a registered nurse and graduate student in Nursing
at Montana State University. I am interested in
studying women’s attitudes about breast cancer and
breast self-examination and their relationship to
frequency of breast self-examination. The results of
grevious research indicates women’s attitudes about
reast self-examination mag be related to frequency of
breast self-examination. ince most of the previous
research has been conducted on women residing in large
densel¥ populated metropolitan areas, it would be most
helpful to obtain the attitudes of women residing in a
less densely pogulated area. Claire Del Guerra, your
Cascade County Extension Agent, has given me your name
so that you might participate in this study.

If you are willing to participate in this study, please
complete the enclosed questionnaire. It should take
approximately fifteen minutes of your time. Some women
may find the content of the questionnaire to be
personal or embarrassing and you are free to withdraw
from the study at any time. articipation in this
study is voluntary and without monetari exchange. All
information obtained from you will be kept strictly
confidential. Please do not write your name anywhere
on the questionnaire. Information that is obtained
from the questionnaire will be reported as group data
and will not identify you personally in any way.

The results of this stud{ may not have any direct
benefits for you, hopefully, the information obtained
can be used to influence the t{pes of early cancer
detection programs offered by health professionals.
Upon completion of this research, study results will be
available in the MSU Library.

Please feel free to contact me if you have any
questions or concerns regarding this project.

If you have completed the enclosed questionnaire,
please return it in the enclosed self addressed stamped
envelope prior to July 31, 1987.

S%ncerely, !
Y | G e
Mary Gray, R.N.

Graduate Student

College of Nursing-Great Falls Extended Campus
Montana State Universitx

Telephone (406) 452-224
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UNIVERSITY CONSENT
RESEARCH PROPOSAL FOR HUMAN SUBJECTS REVIEW

Use of the ilealth Belief Model in Determining Frequency
Title of Project on Breast Self-Examination in Rural Women y

Investigator Mary E. Gray Date 5-18-87

Thesis Committee:

Sh an o\ E : “‘l’ O e L,} Chairperson (signed)
- 3 -

A g Lk g, Committee member (signed)

— t i
O e Catae il OA Shea .\L g +ty Sgi| Committee member (signed)
v Y T T

‘C(:l'\k"'\"' |.~,a\m--$&.\... S-18-3 /

Please answer the following questions:

1% ; Yes No Does the project involve the administration of per-
4 sonality tests, inventories or questionnaires? If
YES, provide the name of the tests, if standard, or

a complete copy if not standard.

2. Yes _ ) No For studies to be conducted at hospitals and clinics
: do the proposed studies involve the use, methods,
techniques or apparatus other than those used
routinely at these facilities.

3. Human subjects would be involved in the proposed activity as either:
X none of the following, or including: minors, fetuses,
abortuses, pregnant women, prisoners, mentally
retarded, mentally disabled.

/\‘l'[ﬂ.llé (:IYI.’L'L"; Date H-19) 5]

Signature of Principal Investigator
APPROVAL (If disapproval, do not sign and append comments).

P ‘ / i A 7
g //zéflﬂ? //////{/4‘71((‘( Date i g / =

‘Signature of Educatioxybirect.or

’

M e, iotuy . Hage € : Date e P i 4

Committee Member

o fa dunac. tihernpns Dete. L s ¥l X 7.

Committee Member
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HEALTH BELIEF MODEL SCALE

HEALTH BELIEF MODEL SCALE=

Directions: I am interested in how.you feel
about each of the follow1ng statements. Place a
check in the column which best represents your
degree of agreement with the .statement. There
are no right or wrong answers.

[{A0VS1d

TI9NOdLS

J33pVYS1d

_FJIOV XIONOJLS

I EAT A WELL BALANCED DIET.

I ALWAYS FOLLOW MEDICAL ORDERS BECAUSE I BELIEVE
THEY WILL BENEFIT MY STATE OF HEALTH. .

1 FREQUENTLY DO THINGS TO IMPROVE MY HEALTH.

I TAKE VITAMINS WHEN I DON'T EAT GOOD MEALS.

I SEARCH FOR NEW INFORMATION RELATED TO MY
HEALTH.

I_HAVE THE RECOMMENDED YEARLY PHYSICAL EXAMS IN
ADDITION TO VISITS RELATED TO ILLNESS.

I EXERCISE REGULARLY-AT LEAST THREE TIMES A WEEK.

I HAVE THE RECOMMENDED PERIODIC DENTAL EXAMS IN
ADDITION TO VISITS FOR A SPECIFIC PROBLEM.

THE THOUGHT OF BREAST CANCER SCARES ME.

WHEN I THINK ABOUT BREAST CANCER I FEEL NAUSEOUS.

IF I HAD BREAST CANCER MY CAREER WOULD BE
ENDANGERED.

FASTER.

WHEN I THINK ABOUT BREAST CANCER MY HEART BEATS

BREAST CANCER WOULD ENDANGER MY MARRIAGE (OR A
SIGNIFICANT RELATIONSHIP).

BREAST CANCER IS A HOPELESS DISEASE.

MY FEELINGS ABOUT MYSELF WOULD CHANGE IF I GOT
BREAST CANCER.

I AM AFRAID TO EVEN THINK ABOUT BREAST CANCER.

MY FINANCIAL SECURITY WOULD BE ENDANGERED IF I
GOT BREAST CANCER

PROBLEMS I WOULD EXPERIENCE FROM BREAST CANCER
WOULD LAST A LONG TIME.

{IF I HAD BREAST CANCER MY WHOLE LIFE WOULD
CHANGE.

IF I GOT BREAST CANCER, IT WOULD BE MORE SERIOUS
i THAN OTHER DISEASES. -
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|

L
1
i
QY
LS

LT
3

25
=t

d4dOV X' TONOY

MY CHANCES OF GETTING BREAST CANCER ARE GREAT.

MY PHYSICAL HEALTH MAKES IT MORE LIKELY THAT I
WILL GET BREAST CANCER.

I FEEL THAT MY CHANCES OF GETTING BREAST CANCER
ARE GOOD.

I WORRY A LOT ABOUT GETTING BREAST CANCER.

THERE IS A GOOD POSSIBILITY THAT I WILL GET
BREAST CANCER.

' WITHIN THE NEXT YEAR I WILL  GET BREAST CANCER.

'ggéNgESELF BREAST EXAMS PREVENTS FUTURE PROBLEMS

I HAVE A LOT TO GAIN BY DOING SELF BREAST EXAMS.

-SELF BREAST EXAMS CAN HELP ME TO FIND LUMPS IN MY:

BREAST

IF I DO MONTHLY BREAST EXAMS I MAY FIND A LUMP
BEFORE IT IS DISCOVERED BY REGULAR HEALTH EXAM.

I WOULD NOT BE SO ANXIOUS ABOUT BREAST CANCER IF
I DID MONTHLY EXAMS.

IT IS EMBARRASSING FOR ME TO DO MONTHLY EXAMS.

IN ORDER TO DO MONTHLY EXAMS I HAVE TO GIVE UP
QUITE A BIT.

SELF BREAST EXAMS CAN BE PAINFUL.

SELF BREAST EXAMS ARE TIME CONSUMING.

THE PRACTICE OF SELF BREAST EXAMS INTERFERES WITH
MY ACTIVITIES.

MY FAMILY WOULD MAKE FUN OF ME IF I DID SELF
BREAST. EXAMS.

DOING SELF BREAST EXAMS WOULD REQUIRE STARTING A
NEW HABIT, WHICH IS DIFFICULT.

%XﬁgSAFRAID I WOULD NOT BE ABLE TO DO SELF BREAST

*This instrument has been modified based on the
recommendation of it’s author, V. Champlon, R.N.,
D.N.S. It .is used with her written permission.
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Directions: I would also like to have some information
about you and your knowledge about breast cancer and
breast self-examination. lease check the most
appropriate answer or write in your answer. If you do
not understand or do not wish to answer, leave that -
question blank.

1. How o0ld are you?
2. Are you Black White Oriental
ative American Other
3. What is your marital status?
married divorced single
] widow other
4. Do you regularly (at least two times a month)
practice religion?
Jewish Catholic
rotestant Other
5. How many years of school have you completed?
under 8 9 10 1
12 13
16 more than 16
6. What is your occupation?
7. If married, what is the occupation of your spouse?
8. Have you ever been treated for breast disease or
lumps in the breast? Yes No

9. What type of breast disease did you have?

10. What type of treafment did you have?

11. Was the treatment effective? Yes No

12. Have any persons close to you been treated for
breast disease? Yes No

13. What type of breast disease did they have?

14. What type of treatment did they have?

15. Was the treatment effective? Yes No

16. Have you ever heard of_the self breast exam?

17. Do you know how to do a self breast exam?

Lbal S




18.

19.

20.

21.

22.

23.

24.
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How often do you examine your breasts?

Every 5 to 6 months
Every 3 to 4 months

- Every other month
Every month

More than once a month

When is the best time during a menstrual cycle to
examine the breasts?

One week before your period

One week after your period

- During your period

Two weeks after your period

A woman should check her breasts while in the
shower.
False, she might miss lumps.
False, the heat of the water could cause the
breasts to swell.
True, more lumps are visible when the
breasts are wet.
True, the hand glides over the skin more
easily when wet.

Are a woman’s right and left breast the same size?
No, during adolescence there is usually a
difference.

Yes, if a woman is fully developed, the
breasts are the same size.

No, variation in size is normal.

No, many women take hormones which could
cause unequal size.

Under which of the following circumstances should
a woman see her doctor at once?
If there is a firm ridge on the lower curve
of the breast.
If the breasts are not exactly the same
size.
If she accidently hits her breasts.
A discharge from the nipple is noticed
(does not include milk).

Which of the following is a true statement?
A breast should be examined while lying on
the side. -
Breasts should be examined twice a month.
Breasts should be examined in a clockwise
manner, circling at least three times.
A woman should not examine her breasts in
the shower.

What are the chances that a woman will have breast
cancer within her lifetime? ,

Less than 10 in 100.

About 15 in 100.

About 20 in 100.

About 25 in 100.




25.

26.

27.

28.
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Which of the following is true regarding age and
cancer?

Risk is the greatest under age 35.

Risk increases with age after 35.

Age is not related to risk. .

In which of the following groups would women be at
greatest risk for developin? breast cancer?
Women who have a family history of breast
cancer.
Women who smoke cigarettes.
Women who have several sex partners.
Women who breast-feed.

Which of the following statements is true?
The majority of all lumps in the breast are

cancerous.

About half of all breast lumps are
cancerous.

The majority of breast lumps are NOT
cancerous.

I1f breast cancer is discovered in a small area,
the 5 zear survival rate is

ery good.

Good.

Moderate.

Poor.

Very poor.

Thank-you for taking the time to answer this’
questionnaire! ' '
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FOLLOW-UP LETTERS
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LETTER TO CLAIRE DEL GUERRA

1811 Third ‘Ave N.
Great Falls, MT 59401
August 27, 1987 :

Claire Del Guerra ,
Cascade County Extension Agent
1211 N.W. Bypass, P.0. Box 5051
Great Falls, MT 59403

Dear C;aire,

I want to thank-you for your support of my research
project "Use of the health belief model in determining
frequency of breast self-examination in rural women".
Almost 400 questionnaires were completed and returned
to me. I have not yet started to analyze the data so I
am unsure about any results at this point. '

Enclosed you will find a letter to place in your
- newssheet that will give participants the correct
information about breast cancer.and breast self
examination.

Thank-you again,

NMawy € &WMQI\‘

Mary K. Gray,




(S

68

LETTER TO CASCADE COUNTY EXTENSION HOMEMAKERS

1811 3rd Avenue North
Great Falls, MT 59401
August 27, 1987

Dear Cascade County Extension Homemaker,

Thank you to all of you who responded. to mK
questionnaire "The Health Belief Model Scale". I have
had a very good response and have received almost 400
completed questionnaires. I apgreciate all the time
and effort that each of you took in responding.

Most breast cancers are discovered by women themselves
through the regular practice of breast self-examination
{(BSE). About percent of American women will get
breast cancer during their lifetime. Under age 35, the
risk of breast cancer is minimal but the risk increases
with age. Women are at highest risk if they have a
personal or family history of breast cancer.

Every woman should take the time to examine her breasts
for signs of possible cancer. Once a month is often
enough, and tge best time is about seven days after
your period. Examine the breasts during bath or
shower; hands glide easily over wet skin. Using the
flat part of your fingers, feel for thickenings, lumps
or changes as you glide your hand in small circles,
sgiraling towards the nipgle. This requires atleast
three circles. A ridge of firm tissue in the lower
curve. of each breast 1s normal. Left and right breast
will not exactly match-few women’s breasts do. If a
lump or dimple or discharge is discovered during BSE,

- it is important to see your doctor as soon as

possible. Don't be frightened. Most breast lumps or
changes are not cancer, but only your doctor can make
the diagnosis. Breast cancers that are found early and
treated promptly have ekcellent chances for cure.

Thank you again for taking the time to participate in
this research study. If you would like additional
information on breast cancer or breast self-
examination, please contact the American Cancer
Society.

Sincerely,

o ay PN
Marg-G ay, RX.
Graduate Student

College of Nursing
Montana State University
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