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ABSTRACT

5reast self-examination (BSE) is a recommendec' breast cancer screening behaviour whereby a

woman examines her breasts un a monthly basis to detect any problems.

The purpose of this study has been to determine Jc.hannesburg northern suburbs women's

attitudes, knowledge and behaviour towards SSE.

To this view, a questionnaire was developed. Subjects wme recruited from three Johannesburg

northern suburb general practices. The data was captured and analysed using the Epi-info 6

statistical package.

The results indicated that the majority o~respondents were aware of BSE and believed in its value.

Furthermore and consistent with first-world countries, only a minority of respondents practise SSE

regularly, although the majority had examined their breasts at least once.

It is recommended that a formal breast cancer-screening programme, in particular BSE education

at a primary health care level, be instituted since presently none exists in South Africa.
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NOMENCLATURE

Attitudes A state of mind or feeling with regards to BSE

and breast cancer.

Breast Cancer A maliqnant tumor of the breast.

Breast Self-Examination (BSE) The examination of both breasts (or one, if one

has been removed) in a systematic manner, in

order to detect any abnormalities.

Clinical Breast Examination (CBE) A breast examination pen,"ned by a health

care professional for example a doctor or nurse.

Health Belief Model (HBM) A model developed by Rosenstock in 1960,

which identified certain variables believed to

Influence the taking of a preventive action.

Health Care Workers dealth care professionals for example doctors

and nurses.

Knowledge Factual knowledge possessed by the

respondent, in regard to possible causes Of

breast cancer and knowledge of breast self-

examination

Mammogram A radiological depiction of the breast.

Pap Smear A cytological smear of the cervix. It is 8

screening procedure to detect cancer of the

cervix. It IS recommended to be done 9nnually

on all sexually active women.
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1.0 INTRODUCTION

The aim of this research project is to determine Johannesburg northern suburbs women's

attitudes, knowledge and behaviour towards breast self-examination (SSE)

SSE is a method whereby a woman examines her breasts on a monthly basis to detect

any lumps. It is a recommended breast cancer screening behaviour along with clinical

breast examination (CSE) and mammography (1, 2, 3)

Breast cancer is the major form of cancer in women in the Western world. It is a

considerable cause of morbidity and mortality (4) Although mortality rates have remained

relatively stable the incidence of breast cancer is in' easing (5). It has a very poor

prognosis in the late stages unless detected and treated early. Reversing mortality

depends on early detection (4). In most of the developed countries in the world there are

extensive breast cancer screening programmes in place in an attempt to detect breast

cancer early and thus reduce mortality rates (4, see also Appendix S). It is of concern that

international research shows tbat not enough women practise BSE on a regular basis (6).

It is the hope of this report which describes attitudes, knowledge and behaviour of South

Afncan women, that strategies to Increase BSE performance will be developed. It is

hoped that recommendations based on the findings will assist with health education

planning at both a local and government level, as South Africa currently has no formal

breast cancer screening programme in place.

This introductory chapter will look at some background information on breast cancer and

breast cancer screening as this will enable the reader to have a better understanding 01

where BSE fits into the greater context and thus to understand more clearly the aims and

objectives of this research

CHAPTER 1 • INTRODUCTION



1.1 BREAST CANCER

This section covers breast cancer prevalence, Incidence. risk factors and

proqnosis.

1.1.1 PREVALENCE OF BR'EAST CANCEl?

In the United Kingdom breast cancer is the major form of cancer in women, If

being estimated that one in twelve women will develop :t (4) It .s the leading

cause of female cancer death ;n the UK (4) Nearly 30 000 ne.....cases of breast

cancer are d;agnosed annually and over 15 OeD women die annually from breast

cancer in thrJ UK (7)

In the L'nited States it is estimated tha\ aporcxirnatelv one in ten women will

develop breast cancer (8) Annually there are an esnrnatec 142 000 cases of

b.east car:cer bemg diagnosed (213% of all newly diagnosed cases of female

cancers) and 43000 deaths (18% of all female cancer deaths) (3) It is the leading

cause of death of American women aged 40-55 years (1)

In Canada there are an estimated 16 300 new cases of breast cancer and an

estimated 5 400 deaths annually. It is the second most common car.cer in

Canadian women, skin cancer being the first (9),

In comparison, according to the South African National Cancer Registry Peport

(1990/91 and 1992) (10,11), cancer or the breast is the second most common

cancer amongst females in South Africa, cancer of the cervix being the most

CHAPTER 1 - INTRODUCTION 2



common. However breast cancer ranks first in white and asian females and

second in coloured and black females (10,11)

South African statistics for cancer of the breast are as follows (10, 11)

8547 cases of breast cancer were reported in 1990 and 1991, this being 15,86% of

all female cancers. This represents an overall risk of 1/29, if current lifestyle and

dietary trends continue. Most of the cases reported occurred between the ages of

35-74 years with the highest number of cases reported being in lhe 50-54 year age

group. 4084 new cases were reported in 1992. A breakdown of breast cancer

statistics for the various race groups rs as follows (10, 11)

TABl.E 1.1: BREAST CANCER STATrSTICS FOR VARIOUS RACE GROUPS IN
1990/1991 AND 1992

Race Group

Asian Females
Black Females
Coloured Females
White Females

1.1.2 INCIDENCE OF BREAST CANCER

Over H, ~ 1,5t 20 years the Incidence of breast cancer worldwide has steadily

Increased by about 15% whereas the mortality rate has remained relatively stable

(5)

CHAP rER I - INTRODUCTION 3



1.1.3 RISK FACTORS FOR BREAST CANCER

A vast amount of literature exists on this SllUJ9Ct. ,brief overview will be given

here (1,2,4,12) Risk factors for breast cancer include hereditary, hormonal and

dietary factors

a) Hereditary factors

A positive family history of breast cancer especially first degree relatives

I.e., a mother or sister With breast cancer is strongly linked to an increased

risk of breast cancer.

b) Hormonal factors.

These include an early menarche, a later menopause, nulliparity and

delayed first pregnancy (after 30 years of age). These all give rise to an

Increased exposure to estroqens that are implicated in the pathogenesis of

breast cancel. Pest-menopausal hormone replacement therapy and the

oral contraceptive pill are still controversial.

c) Dietary factors

Obesity and dietary factors specifically a high intake of fat, particularly

saturated animal fat is considered to be risk factors that lead to a rise in

oestrogens. The role ot alcohol is controversial.

d) Other factors

Risk factors include exposure to ionising radiation, a previous history of

breast cancer or benign breast disease and a history of ovarian or

endometrial carcinoma.

CHAPT[R 1 . INTRODUCTION 4



Breast cancer is predominantly a disease of the developed world with dietary,

t.orrnonal and hereditary factors possibly playing a major role (11).

1.1.4 BREAST CANCER PROGNOSIS

Breast cancer has a very poor proqnosis in the late stages of the disease (4).

Long-term survival rests on early detection and treati, at the earliest possible

stage. Survival is good in women whose cancers are detected when very small

and with no spread (metastases) to either lymph glands or other organs (4, 12).

1.2 BREAST CANCER SCREENING

To detect breast cancer early is the basis for popuiation breast cancer screening.

There are extensive government sponsored mass breast screenii.q programmes in

place in most of the developed world. Extensive research has demonstrated the

value of breast cancer screening programmes In a number of countries (12). To

date no formal research has been conducted in South Africa in this area nor are

there any formal or government sponsored breast cancer screening programmes

in place.

In the first world, several countries already have programmes in place And qoals

set. To illustrate, a national breast-screening programme has been in operation in

the UK since 1988. Its aim is to reduce breast cancer mortality be 25% in the

population of women invited for screening (7). Israel also has a 25 year old breast

cancer detection programme in place (13).

CHAPTER 1 - INTROIJUCTIO~I 5



There are three methods of screening for breast cancer available viz., breast self-

examination (SSE), clinical breast examination (CSE), and mammography

1.2.1 BREAST SELF-EKAMINATION (BSE)

SSE is the seil-exarnination of a woman's breast in order to detect any

abnormalities. It is a well known technique for the detection of breast lumps

In first world countries SSE is known about and promoted in health education

programmes. In South Africa information about the technique is widely available

on a more informal basis, for example, in doctors' waiting rooms, in magazines,

posters, pamphlets etc In the private sector campaigns on SSE and breast

cancer have been sponsered. The Cancer Association of South Africa is also

actively involved in promoting SSE and preventing breast cancel.

SSE has a number of advantages compared to CSE and mammography (14), to

list but a f",w:

a) It is the only method that can be performed by women themselves and is

therefore available to all women.

b) Low cost.

c) It is a relatively quick, easy and simple technique to perform.

d) It is painless

e) It is safe.

f) It offers more frequent monthly assessment.

g) Mr,:;t importantly, it does not require overcorninq barriers associated with

access to the health care system

CHAPTER 1 - INTRODUCTION 6



Despite the extensive coverage that BSE is given and its advantages, research

has shown that very few women actually practise BSE on a ree. ' r basis or do it

correctly (15) In a selective review of BSE literature from 1977-, J89 by Coleman

(B), it was found that only 19-40% of women practise BSE regularly and that there

is no strong evidence to suggest that they do it correctly. This is of major concern

in that it is a valuable screening method for breast cancer and that the earlier

breast cancer is deter.ted the more favourable the prognosis (14)

There is a lot of controversy as to the value of BSE. Some studies have shown an

association between BSE and better survival (5,16,17,18), whilst others have not

(20,21,22,23)

Coleman (6) found that the weight of literature pointed to SSE functioning as an

effective preventive health behaviour. Evidence indicates that regular BSE may

reduce breast cancer mortality by 18%, yet the majority of women do not practise

BSE (16). In Japan, Ota (17) demonstrated that women who practise BSE

showed higher survival rates than those who did not. Newcomb (24) found that

the small percentage of women reporting more thorough BSE had a 35% decrease

in advanced stage breast cancer compared to those who did not. In a Swiss study

(18) it was found that the BSE group had smaller tumours than those who did not

practise BSE and that BSE combined with mammography is one of the best

methods for the detection of breast cancer. The European Code against cancer

recommends BSE for the early detection of breast cancer (25)

Findings of the Breast Cancer Demonstration Project (BCDP) (3) are.

a) SSE was found to be a less sensitive form of screening than CBE.
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b) Estimate that SSE sensitivity for women aged 35-39 years was 41% and

for women aged 60-74 years was 21% i.e , decreased with age

c) Sensitivity of SSE can bp improved by training. After a 30 minute training

session the mean lump detection rate increased from 25% to 50% Ie,

doubled.

The fact that SSE is a less sensitive form of screening than both CSE and

mammography is one of the major objections cited in the literature (3, 4) as to Its

value.

Other objections are its high false positive rate which leads to anxiety, a higher

frequency of visits to doctors and subsequentiy a higher number of unnecessary

radiological and surgical procedures (3, 4)

Austoker (7) stated that "To date, routine SSE has not been shown to be an

effective method of screening for breast cancer and should therefore not be

promoted as <I primary screening procedure. There is however a case to be made

for women to become more 'breast aware' (4, 7)." Currently, the US Preventive

Task Force's states: "Inadequate evidence that the practice of SSE improves

survival, insufficient evidence to include or exclude it from the current periodic

health examination (3)" This is also supported by the World Health Organisation

(WHO) where they state that "there is insufficient evidence that SSE is effective in

reducing mortality from breas. cancer" The WHO does not recommend SSE

screening programmes as public health policy although they find insufficient

evidence to change existing programmes (3).
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In conclusion, it would seem on reviewing the literature that BSE is still considered

to be a useful technique for breast cancer screening but is most effective when

combined with the two other recommended breast cancer screening procedures

viz.. CBE and mammography This is supported by Janz (26) who found on

reviewing 33 intervention studies that numerous studies back up the rationale for

breast screening as an important means of detecting breast cancer early and that

BSE is valuable in supplementing CBE and mamr..Jgraphy.

The American Cancer Association recommends a regime for breast cancer

screening that includes mammograms, CBE and BSE. When a woman does all

three she is doing the best she can to ensure early detection of breast cancer (3).

It is not the intention of this research that SSE should be seen in isolation to the

other very important parts of breast cancer screening. SSE also has value in

encouraging women to become more "breast aware" and to start taking

responsibility for their own health and well-being. BSE should also be seen as an

important health investment and self-care activity (4)

Thus, BSE is especially important in countries like South Afnca where there are no

government sponsored mass breast screening programmes that utilise CBE and

mammograms

1.2.2 CLINICAL BREAST EXAMINATION (CSE)

CBE is a breast examination performed by a health care professional (HCP), for

example a doctor or nurse. The Breast Cancer Demonstrations Project (BCDP)

estimated that the sensitivity of CBE for nurses was 65% and for physicians 87%

which is hlghei than that of BSE (21%-41%) (3)
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1.2.3 MAWIMOGRAPHY

Mammography is a radiological depiction of the breast. It clearly detects early

breast problems and has a high sensitivity and specificity (1).

The average sensitivity of mammography cr.mbined with C8C as determined by

the BCDP was 75%. The specificity of mammography is 94-99%. There are large

variations in observer performance (3).

Mammography has a number of disadvantages, viz. (3,27,28)

a) It is expensive and is not a simple procedure

b) Exposure to iorusmj, radiation can be carcinogenic, although this has

decreased dramatically with :ow-dose equipment and proper technique

c) It is an uncomfortable procedure and can be painful

Currently, evidence suggests that .narnmopraphy is the only proven effective

screening procedure and that BSE and CBE are recommended as adjuncts to

mammography (29).

1.2.4 CURRENT BREAST CANCER SCREENING RECOfVIMENDA TlONS

International consensus recommends mat optimal breast cancer screening should

consist of the following three procedures (1, 2)

1) Age related mammography

2) Annual CBE

3) Monthly BSE

CHAPTER 1 - INTRODUCTION 10



Up until March 1997 the American Cancer Society (ACS) and the National Cancer

Institute (NCIl recommended annual mammograms fro'" the age of SO years This

was because the Health Insurance Plan (HIP) trial had demonstrated a clear

reduction in breast cancer mortality in women aged 50-69 years of age who had

undergone screening mammography (1).

However controversy existed in the 40-49 years age group as regards optimal

screening intervals. Subsequently the Can 'ian National Breast Screening Study

(CNBSS) found more node-nejative small tumours in women aged 40-49 years

who had annual CBEs and mammography than those who were not screened (5).

As a result. in March 1997, the ACS and NCI changed their guidelines and now

recommend that women in their 40's have mammograms at 1-2 yea,'v :ntervals.

Recommendations according to the ACS and NCI are as follows:

a) All adult women monthly BSE and annual CBE

b) Women aged 40-49 years mammography at 1-2 year intervals

c) Women aged 50 and older annual mammography

d) Women older than 70 years annual mammograms as long as the patsnt

can tolerate marnrnoq.aphy arod any resultant surgical/medical or

radiological procedures.

These recommendations are considered "pertinent for high risk areas, such as

North America, We~tern Europe, South Africa and Australia" (2).
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1.3 RATIONALE, AIMS AND OBJECTIVES FOR RESEARCH

1.3.1 RA TIONALE FOR RESEARCH

Long term survival If) breast cancer currently rests on detection and appropriate

therapy at the earliest possible stage. Survival is excellent in those patients whose

breast cancer is discovered at the earliest possible stage i.e., small size and

without dissemination Improving women's breast cancer screening behaviour

could lead to a reauction in breast cancer mortality.

Developing strategies to increase BSE performance is a major challenge

Internationally, considerable research has been directed at encouraging women to

perform 8SE. Unfortunately the majority of 'Nomen do not practise monthly 8SE

and only a minority has access to mammography

The effectiveness of BSE educational programmes depends on an accurate

understa-rdinq of beliefs and attitudes that affect a woman's decision to perform or

not to perform BSE Biger et al (30) recommended that "if health education

programmes are to succeed, we must understand what motivates or prevents

compliance with recommended health behaviour." Predictors of BSE need to be

identified in order to improve educational programmes and facilitate more effective

cl.nical encounters. Gregg (31) looked at explanatory models for cancer amongst

African-American women and recommended that "if educational programmes are

to succeed cultural as well as logistic barriers need to be overr.ome."
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~.3tients and doctors need to each understand how t~e other perceives cancer. its

treatment and Its prevention This mutual unde.standr.iq can lead 1O cooperation

to improve cancer screening rates. Gregg's (31) results indicate that cancer

models held by patients differ significantly from those held by (i -:ialll:>

Currently there are no statistics on SSE and breast cancer screening available in

South Africa as there are neither formal breast cancer screening programmes In

South Afnca nor are there any studies available

1.3.2 AIMS AND OBJECTIVES

The aims of this stl1jy are to determine knowledqe. attitudes and behaviour of

Johannesburg northern suburbs women with regard to SSE

The objectives are to

a) identify variables associated with BSE compliance and to therefore

determine factors associated with SSE compliance;

b) determine factors associated with SSE amongst specific groups of women

viz, different age groups, high risk women, health care protessionats and

over-adhererc:

c) determine the percentage of respondents actually practising SSE and the

frequency thereof;

d) identify barriers associated with decreased BSE cornelia: .e:

e) identify specftc reasons for and against the practice of BSF ,

f) identify sources of BSE Information and teaching in South Africa amonqst

respondents.
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2.0 LITERATURE REVIEW

2.1 INTRODUCTION

An extensive literature search was conducted using the CD FlOM medium. The

i;terature was reviewed from February 1966 to October 1996. This revealed a

plethora of information.

In the United Kingdom, the United States of America and Canada, there are large

state supported breast cancer screening programs in progress. This has

encouraged extensive research in the area of BSE and related areas like women's

attitudes and krowledge of BSE. To date, no local studies on South African

women's attitudes, knowledge and behaviour regarding BSE have been found.

!n much of the research, variables from various theoretical psycholoqical models

and frameworks are utilised to assist in assessing attitudes to BSE. Of particular

note IS the Health Belief Model (32). Others of interest are. The Theory of

Reasoned Action (33), The Theory of Planned Behaviour (which IS an extension of

the Theory of Reasoned Action) (33) and The Mufti ..Attnbute Utility Model (16)

This literature review consists of five main areas viz,

a) The Health Belief Model

b) Specit findings Findings from the literature refdting to groups of women in the

various categories specified in the study were reviewed.

c) Maif'l results and findings: Results from the literature reviewed presented In

tabulated form for clarity's &3ke and for ease of access and reference.
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d) Key studies.

e) Results of BSE education and intervention programmes

2.2 THE HEALTY BELIEF MODEL (HBM)

The HBM has been w;dely used in the study of preventive health behaviour. It was

first introduced in the 1950s by Hochbaum et al (19). It was then extensively

developed by Rosenstock (19) in the 19bOsto identify certain variables believed to

influence the taking of a preventive action.

The HBM proposes that the likelihood of a health-related action is determined both

by the individual's psychological state of readiness to take that action ard by ihe

perceived benefits minus the perceived barriers, the latter, both perceived benefits

and barriers, are influenced by modifying factors (32, 34), whereas the former,

psycholoqical state of readiness, is determined by perceived susceptibility and

perceived severity. M(v:Lfying aspects of sociodemographic and psychosocial

attributes are thought to affect the tikelihood of ail action only indirectly (32, 34)

High levels of perceived susceptibility, perceived severity and perceived benefits

p.~~ positively related to preventive health behaviours (35)

The specific variables in the HBM are (19)

a) Susceptibility: perceived personal vulnerability to or subjective risk of a

health condition

b) Seriousness perceived personal harm of the condition.

c) Benefits perceived positive attributes of an action.

d) Barriers perceived neqative aspects relater: to an action.
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e) General health motivation was leter added to the original HBM variables.

f) Confidence: the belief that one can successfully execute a behaviour that

will lead to a desirable outcome - this was the most recent concept added

to the HBM.

Much of tile research Icoking at the relationship of the HBM variables to preventive

health behaviour has demonstrated SUppOl1 for the model (35) It has been

concluded that the HBM provides a workable theoretical and practical framework

(35).

Champion (19, 21, 36, 37, 38, 39) has been a leader in the field of looking at how

HBM variables relate to BSE behaviour. In 1984 she developed an attitudinal

BSE-related scale based on the original HBM and later fE..IIlsed it in 1993 (19).

Attitudinal variables specified by the HBM which predict ~",E were found to be

(36):

a) Susceptibility

b) Seriousness

c) Barriers

d) Health motivation

e) Health locus of control

f) Perceived barrier index: consisting of forgetting, exclusive reliance on medical

personnel for breast examinations and a low confidence in the ability to

perform BSE.

Extensive research conducted by Champion lends support to the use of HBM

variables in predicting women's BSE behaviour and intentions

CHAPTER 2 - LiTERATURE r<EVIEVV 16



2.3 C;PECIFIC FINDINGS

2.3.1 HIGH RISK WOMEN (HRW)

High-risk women are considered to be those women with one or more first-degree

relatives (mother, sister) with breast cancer. In seve-a] studies (40, 41, 42, 43) it

has been found that there IS no significant increase in breast screening behaviour,

or SSE frequency in HRW

In one of the studies previously cited (41) it was found that the most important

barrier to SSE in HRW is psychological distress. In fact Stefanek and Wilcox (44;

found that the more anxious the HRW is about breast cancer the less likely she is

to perform SSE.

Studies by both Doyle (45) and Stefanek and Wilcox (44) found that variables in

HRVV associated with greater SSE frequency were:

a) Confidence in performing SSE

b) Learning SSE from a doctor or nurse; and

c) 'hat they (HRW) had control over finding breast cancer in its early

stages (internal locus of control).

2.3.2 WOMEN WITH BREAST CANCER

Two studies (45, 46), concluded that women with breast cancer significantly

practised SSE more frequently, were more proficient in SSE and had more

knowledge about SSE than women Without breast cancer
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2.3.3 HEAL TH CARE PROFESSIONALS (HCP)

A study (47) looking at rural Heps found that they scored higher on knowledge,

positive attitudes towards early detection and reported a strong intention to

participate in early detection behaviour. Ironically they were less likely to perceive

early detection as being beneficial and scored higher on self-reported BSE

efficacy, BSE frequency and regarded breast cancer as being more life-

threatening.

In a study (48) looking specifically at nursing students, it was found that there was

no significant increase in BSE frequency amongst nU'sing students as compared

to the general population even though the nursing students had higher knowledge

scores. Higher BSE frequency was associated with higher perception of

susceptibility to cancer, higher perception of benefits of BSE and havi19 nursed a

patient with breast cancer.

Han et al (49) looked at factors influencing nurses teaching SSE They indicated

that higher levels of BSE teaching amongst nursing staff was associated with more

nursing experience, having a friend with breast cancer, more knowledge about

breast cancer screening, and more self-reported confidence and comoetence in

performing SSE

Najem et al (50) conducted research amongst medical, dental and nursing

students and found that the major barrier to BSE was forgetfulness. The most

significant predictor was a positive attitude towards BSE
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2.3.4 AGE-RELA TED DIFFERENCES

As the risk of b, ~ast cancer increases with age, a tremendous amount of research

has been directed at the older women. The elderly are therefore considered to be

an "at risk population" and a special target group.

In a study looking at older Hispanic women (51), it was found that knowledge

about breast cancer risks and detection was low. Ironically, Mah and Bryant (52)

stated that older women believed that they were less susceptible to breast cancer

than tile general population and had a less positive attitude towards screening.

Champion's study of women over the age cf 35 (36), revealed that BSE frequency

was predicted by the attitudinal variables of health motivation, susceptibility and

barriers

Mamon and Zapka (53) researched characteristics associated with frequency of

BSE by younger and older women. Their results showed that characteristics

associated with BSE frequency by younger women were

a) Attitudinal barriers

b) Medical services use

c) BSE skill

d) Internal locus of control

e) Reinforcement through CBE

f) DiSCUSSionof BSE with others
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Characteristics associated with SSE frequency amongst older women were

a) ?erceived susceptibility

b) Knowledge of risk factors

c) Internal locus of control

Confidence in one's ability to perform SSE and exposure to information on breast

cancer was positively associated with SSE frequency in all age groups

In another study by Champion (39), looking at the relationship of age to factors

influencing SSE practice, it was found that in the oldest age group barriers was the

only significant variable In the middle-aged group (45-54 years), it was found that

confidence and barriers were both significantly related to SSE. Factors

significantly influencing the youngest group (35-44 years) were susceptibility,

seriousness, barriers, confidence and knowledge,

2.3.5 OVER-ADHERERS

Lauver and Angerame (14) locked at over-adherence with BSE recommendations

and determined that 1'1% of women in his study were over-adherent i.e. examined

their breasts more often that the recommended guidelines, These women were

found to have higher rates of breast disease and the least professional instruction

and encouragement

This study also revealed that, ironically, women who over-adhere do so because

they lack sufficient knowledge and confidence
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2.3.6 RACIAl. DIFFERENCES

Nemcek (54) looked at factors influencing American black women', r -": practice

and found that the majority (67%) did not follow the American Cancer Society's

recommendations. Additionally, the breast cancer knowledge: was low and that

factors associated positively with SSE frequency were older age and a history of

breast problems.

In another study (5:5) looking at American black women's BSE knowledge,

attitudes and performance, it was noted that BSE frequency was positively

associated with the following variables

a) Level of competence

b) Older age

c) Belief in benefits of BSE

d) Having been taught BSE

e) Confidence level

Vernon et al (56) compared three racial/ethnic group's breast cancer screening

behaviour and found that the main problem was that the higher income and

education groups were over-represented

In a study (57) conducted in America comparing African American and white

women's breast cancer health beliefs and early detection practices, it was

ascertained that the contribution u health beliefs to BSE frequency,

mammography and CBE was unclear.
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2.3.7 INTENTION TO PERFORM SSE

Burnett et al (58) concludec at intention to perform SSE was associated with

attitudes towards SSE, previous SSE performance and the influence of significant

others.

2.3.8 SOCIODEMOGRAPHIC FACTORS

Shepperd et al (59) looked at d'::!clllllnants. of SSE amongst women with low

incomes and education. Here j~ was determined that knowledge of SSE was the

best predictor of SSE performance. Barriers to BSE performance recorded were:

forgetting, exclusive reliance on medical personnel (external locus of control), and

a low confidence in ability 10 perform BSE.

In this study (60) using Champion's HBM scale, the demographic variables of age,

race, marital status. religion and education made no difference to BSE practice.

Fletcher et al ~v.) also indicate that sociodemographic characteristics poorly

predicted SSE performance. Similarly, in a Swedish study (62), age, occupation

and education made no difference to BSE practice.

2.3.9 REASONS FOR AND AG/J,INST PERFORMING BSE

Friedman et 81 (40) list the most frequently cited reasons for doinq BSE. These

were:

a) Early detection of breast problems ar.d cancer

b) Recommendations from a doctor

c) Peace of mind
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The most frequently cited reasons for .iot dOing SSE was forgetting and net

enough time.

Kurtz et al (63) state that fear of finding a lump and ignorance of the procedure

were the most commonly cited reasons for not performing SSE.

2.4 MAIN RESULTS AND FINDINGS

The literature was reviewed to determine variables positively and negatively

associated with both SSE performance (whether a woman practises BSE) and

BSE frequency (how regulany she practises BSE). Statistics of women practising

SSE was also looked at.

It was fel! that this was nnport= .t . ) determine so that comparisons between this

study and the international Ii, "ature could be made (see Chapter 5).

Due to the plethora of information available, the results are presentee in a

tabulated form for clarity and ease of access and reference. (See Appendix A)

The studies are grouped as roilows

A1 Significant positive variables associated with SSE performance

A2 Significant negative variables associated with BSE peiformance

A3 Significant positive variables associated with BSE frequency

A4 Significant negative variables associated with BSE frequercy

A5 Statistics (percentage figuies) of different groups of women practising SSE
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2.5 !(EY BREAST SCREENING STUDIES

Two studies were felt to be worth mentioning The first IS the Russian

Federalton/World Healtll Organisalton (WHO) Study (64) This study, sponsored

by WHO. was sterted In 1993 and IS planned to last for 15 years It involves

193 CJO women aged 40-64 years from Moscow and St Pietersburg.

The major objective of the study IS to determine the effect of a BSE programme on

mortality from breast cancer It involves an aqqressive education programme,

during and following which, all newly diagnosed cases of breast cancer 'viii be

followed up for 3-15 years The power of this study is expected to permit detection

of a 30% reduction in breast cancer mortality, provided that 50-70% of women in

the study group practise BSE. Therefore a key issue is compliance of the

population with BSE

The results of this study will be valuable. particularly In view of the controversy

surrounding the value of BSE

The second study IS the Canadian Neuonst Breast Screening Study (CNBSS) (5)

This stur'v's main objectives were to evaluate the efficacy of mammography, CBE

and BSE teaching In reducing the death rate from breast cancer in women of two

different age groups 40-49 years and 50-59 years

Results were Similar for both age groups Screening with annual mammography

and annual CBEs detected considerably more node-negative, smail tumours than

usual, but made no impact on the rate of death from breast cancer up to seven

yei'lr::: of follow-up

CHAPTER 2 LITERATURE REVIEW 24



The results from this study made a valuable contribution to the current

recornrnendations. mentioned in the introductory chapter (section "I 24)

2.6 EFFECTS OF SSE EDI'CATION AND INTERVENTION PROGRAMMES

As already mentioned, there are a lalge number of SSE education and intervention

programmes in pl....ce in the first world countries.

Results of some of these programmes are presented In a tabulated form, In order

to help Justify the suggestions made In the recommendations that South Africa

could benefit from a formal breast cancer screening programme. (See Appendix

B).
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3.0 METHODOLOGY

3.1 STUDY DESIGN

A erose-sectional descnptive design was used

3.2 POPULATION AND SAMPLING

Subjects were recruited from three Johannesburg northern suburb general

practices. These practices were selectee as the doctors involved were affiliated to

the department of Family Medicine and were more than accommodating for their

practices, patients and receptionists to be involved Also, the doctors were w:;,ing

to answer any questions or discuss any concerns with their patients Some time

was spent with each receptlo-ust briefing them and enlisting their cooperation.

The population were all women 18 years or older in the three Johannesburg

northern suburb general practices. The sample consisted of 100 consecutive

consenting WOfT en If! each practice all able to read and write Englistl (as decided

on by the practice receptionist)

3.3 MEASURING INSTRUMENT

\ questionnaire (see Appendix D) was designed and developed using a number of

sources and influenced by similar questions in other studies, as well as

investigator-developed iterr.s The questionnaire was modifj"Jd using some

variables from the Health Belief Model (19), for example, susceptibility, benefits,

barriers, health motivation and co.itidence.

CHAPTER 3 - METHODOLOGY 26



Four types of answer formats were used, viz, yes/no answers, four-and five-point

scales, lists of options and open-ended questions

A patient information sheet accompanying the questionnaire explained the

purpose of the study, what the respondent's participation would mean in terms of

meaningful contribution to research, together with a rider guaranteeing

confidentiality and anonymity

The questionnaire consisted of seven main areas. These are

3.3.1 SOCIODEMOGRAPHIC FACTORS

This section dealt with socioderncgraphic factors believed to be relevant to the

practice of SSE: age, marital status, number of children and ages, educational

level, occupation and language

3.3.2 HEALTH MOT/VATION

Health motivation factors of nealthy lifestyle, diet, exercise. smoking, alconot and

breastteedmq were included to determine whether there was a lir~ between health

motivation and SSE frequency and practice.

3.3.~ HEALTH PREVENTIVE BEHAVIOUR

This section included questions relating to BSE frequency, mammography, clinical

breast examinations (CBE) and Pap (cervical smear) tests.
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3.3.4 OTHER MODIFYING FACTORS

Other factors that may affect SSE-r3lated behaviour were dealt with in this section.

Present and past history of breast disease (benign or malignant), knowledge of

someone with breast cancer, social support and encouragement for FlSE were

explored.

3,3.5 A TTl TUDES, BELIEFS AND INTENTIONS WITH REGARD TO BSE

The following aspects were explored

a) perceived susceptibility to breast cancer

b) fear of breast cancer

c) perceived consequences of SSE

d) perceived effectiveness of SSE

e) intention to perform SSE

f) reasons why SSE IS or is not done

g) confidence in performing .3SE

3.3.6 KNOWLEDGE

Questions relating to knowledge of SSE and breast cancer were asked.

3.3.7 REQUESTS FOR MORE INFORMATION

Respondents were asked whether they would like more information about BSE

anc breast cancer
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3.4 THE PILOT STUDY

The questionnaire was initially piloted on a sample of 20 women from a general

practice not used in the study. These women, covering a wide range of ages,

education and ethrucitv, were not included in the main study. The pilot study

resulted in a few minor changes to the questionnaire

3.5 DATA C')LLECTION

Data was collected by means of an anonymous self-administered questionnaire

100 questionnaires were given to each of the piactices. The receptionists asked

each success,Je female patient, satisfyinq the aforementioned criteria, whether

they would participate In the study. On a busy day, it was possible that the next

appropriate patient lilight not have been selected. They were free to refuse. The

women who were willing to participate were then requested to fill in the

questionnaire in the rooms, usually whilst waiting to see their doctor. The

completed r estionnatres were then collected. Thereafter information booklets on

SSE .311 • breast cancer were freely available to all female patients, whether they

corr leted a questionnaire or not

All practical procedures and problems were rnoruto=d and addressed respectively.

3.6 METHOD OF DATA ANALYSIS

Data W<:iS captured in Epi-info 6 - a word processing, database and statistical

packaqe for public health
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Statistical analyses were performed using this package. Frequencies for all the

responses were determined, which yielded all the information found in the results

presentation sections 4.2-4.11

Cross-tabulations were performed uSing chi squares and yielding p-values The

results of all the cross-tabulations performed are listed in Appendix C

3.7 LIMITATIONS OF THE STUDY

There are three limitations to this study

1) The sample population, being predominantly white, middle-upper class and

English- .•peakinq is not representative of all South African communities.

This however is the population group most likely to know about and be

practising SSE. Therefore it was felt that adequate data on those

responoents who do practise SSE would be collected.

2) It is recognised that the selection of practices is by no means random or

stratified and therefore elements of bias could have been introduced. One

of the problems in doing surveys amongst South African ge,1eral practices

is the lack of a reliable sampling frame. While it might theoretically have

been possible to use medical council practice lists to draw a random

sample of Northern suburb general practices, the feasibility of the study

depends entirely upon the cooperation of practices and receptionists.

3) SSE performance was not evaluated because it was logistically not feasible

to include it in tho research design.

Further research is needed in both areas.
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4.0 RESULTS: PRf.SENTATION

4.1 RESPONSERATES

214 out of 300 patients from three Johannesburg northern suburbs general

practices completed the questionnaires This was an overall response rate of

71,3% of questionnaires handed to the receptionist.

100 questionnaires were placed at each general practice The numbers returned

were 86, 85 and 43 respectively.

The first two practices had receptionists who were very willing and motivated and

who managed to get 86 and 85 women respectively to complete questionnaires

over a period of two weeks each. The third practice had a slow return of

questionnaires with only 43 questionnaires filled in over a period of five weeks,

before the receptionist lost interest, and refused to cooperate any further.

Each receptionist was requested ,0 keep a count of the number of women who

refused to f:lI in questionnaires, but this unfortunately did not happen due to time

pressure, forgetting, etc. The receptionists reported that overall the women were

interested in the questionnaires and quite wi!ling to fill them in. Most managed to

fill them In before seeing their respective doctors. About three questionnaires

were taken home, by mistake, to be completed and only one was returned
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The response rates per question were also high ranging from 62% to 100%. The

averaqe response rate per question was 86.2%

In reporting on the results. the number of respondents per question is indicated

by n = x.

4.2 DEMOGRAPHiCS

4.2.1 AGE

The age distribution of the respondents is shown in Figure 4.1.

>80

71-80

61-70
II)
Q.
:::> 51-600
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<20 ~O.6
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0.0 5.0

34:1

10.0 15.0 20.0 25.0 30.0

PERCENTAGE OF RESPONDENTS

35.0 40.0

FIGURE 4.1: AGE DISTRIBUTION (n = 170)

The age range was from 19 to 81 Yl.'3rs. with a mean age of 40,7 years. 77,6%

of respondents were between the ages of 20 to 50 years, with the largest group

being between 31 and 40 years (34,1 %).
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4.2.2 MARITAL STATUS

Table 4.1 depicts the frequencies of the respondents' marital status

TABLE 4.1: MARITAL STATUS OF RESPONDENTS (n = 214)

Marital Status Frequency Percent Cumulative (%)

1. Single 32 15,0 15,0
2. Married 147 68,7 83,6
3. Divorced 22 10,3 93,9
4. Separated 4 95.8
5. Widowed 9 100,0

TOTAL: 214

The majority (68,7%) of the respondents was married,

4.2.3 NUMBER OF CHILDREN

78,1% of the respondents who answered this question had children, with 41%

having two children, The results are indicated in Table 42

TOTAL:

4.2.4 HOME LANGUAGE

TABLE 4.2: NUMBER OF CHILDREN (n = 210)

Frequency

46
31
86
35

Percent

~
I

21,9
14,8
41,0
16,7
3,3
1,9
0,5

100

21,9
36.1
77,6
94,3
9'(,6
99,5

100,0
4
1

210

98,6% of the respondents (n = 211) speak English as their home language
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4.2.5 HIGHEST /_EVEL OF EDUCATION

Respondents were asked to state their highest level of education Of the

respondents (n = 158) who replied, 94,3% had at least a Standard 10. Of this

group, 37,3% had a University degree, 24.7% a Technikon diploma and 10,8%

other diplomas, for example nursing, teaching or computer diplomas.

4.2.e OCCUPI'. TION

Respondents were asked to state their present occupation, in an open-ended

question The open-ended responses were grouped as follows:

0 Housewife Also includes mother, retired, unemployed, i.e.,

all those not workinp at present.

0 Medical Professionals All those invob ~d in the medical profession in

some way, e.g., doctors, nurses, pharmacists,

occupational therapists, etc.

a Professional e.q., attorney, psychologist, teacher

a Sectetetie!
0 Non-professional/Other e.q., export manager, systems analyst, stock

controller. account controller, credit controller.

etc.

0 Students FUll-lime students

The occupation distribution of the respondents is shown in Figure 4.2
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OCCUPATION OF RESPONDENTS

FIGURE 4.2: OCCUPATION DISTRIBUTION (n = 212)

As can be seen the largest group of respondents (34%) were Ire 1 the Non-

Professional/Other group

4.3 BREAST SELF-EXAMINATION (SSE) PRACTICE

Respondents were asked whether they had ever examined their breasts. These

results are shown in Figure 4.3.

~l
~

F!GURE 4.3: RESPONDENTS WHO HAVE EXAMINED THEIR BREASTS AT LEAST ONCE
{n = 208)
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As can he seen, the majority (84,1%) of respondents reported that they have

examined their own breasts at least once

Respondents were asked to indicate when they practise SSE. The results of

when the respondents practise SSE are depicted in Table 4 3

TABLE 4.3: WHEN SSE IS PRACTISED (n = 165)

When

Less than monthly
Monthly
More than monthly
Before your period
During your period
After your period
No specific time

TOTAL

Frequency

40
21
6
2
o
4

92
165

Percent
, '

24,2
12,7
3,6
1,2
0,0
2,4

55,8

1(-

period,

The recommendation for SSE is that It should be done monthly, preferably after a

Only 12,7% of respondents practise BeE monthly and 2,4% do so after a period

24,2% do so less than J"'-nthiy,

Just over half (55 R%) the respondents practise BS':: at no specific urns and

4.4 aSE FREQUENCY

4.4.1 FREQUENCY OF BSE IN THE LAST MONTH

table

The respondents' frequency of 8Se: in the last month IS .Jepicted in the following
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TABLE 4.4: FREQUENCY OF BSE IN If'E LAST MONTH (n = 202)

Last Month Frequency Percent Cumulative (%)

1 Nil 114 56,4 56,4
2 Once 67 33,2 89,0
3 More than Once 21 10,4 100,0

TOTAL 202 100

Over half of the respondents (56,4%) had not done SSE In the last month, while

the remainder had at least once

4.4.2 FREQUENCY OF SSE IN THE LAST THREE MONTHS

The respondents' frequency of SSE In tne last three months IS depicted In Table

4.5

TABLE 4.5: FREQUENCY OF SSE IN THE LAST THREE MONTHS (n = 199)

Last 3Months Frequency Percent Ct.. "'ulativo (%)

1 Nil 80 40,2 40,2
2. Less than 3 times 76 38,2 78,4
3. 3 or more times ·3 21,6 100,0

TOTAL: 199 100

40,2% of respondents had not done BSE In the last three months while 38,2%

had examined their breasts less -.,an three limes 111 three months and 21,6%

more than three times

For the purposes of this study respondents were classified as being regular

breast self-examrners if they had examined their breasts less than three til nes 'J(

three or more times in the last thre-e months This particulai rrequencv was used

extensively in cross-tabulations.
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4.5 ATTITUDES, BELIEFS AND KNOWLEDGE OF BSE

4.5.1 BELiEFS TOWARDS BSE

4.5.1.1 Reason .. why respondents believed BSE is useful

Respondents were asked whether they believed BSE was useful. 94,7% of

respondents (n = 208) believed that SSE IS useful. An open-ended question

asked respondents to state their reasons why they believe BSE is useful 189

respondents answered this question, yielding 199 responses1 Table 4.6 lists the

most frequently given reasons.

TABLE 4.6: ;"t:ASONS WHY RESPONDENTS BELIEVE SSE IS USEFUL (n = 189)

Reasons why respondents believe BSE is useful

Early.detection and prevention of breast cancer
To detect breast changes, lumps, irregularities, abnormalities
and nipple dischargE!
In between gynaecolol:Jicalcheck-ups
"Breast Aware"

• Wise/good thingtodo
Easy, cheapandconvenient

4.5.1.2 Reasons why rc spondents believed aSE is not useful

5,3% of respondents (n := 208) did not oeheve that SSE is useful. An open-ended

question' asked respondents to give their reasons why they do not believe that

8SE IS useful six respondents answered this question, yielding eight respcnses.

1 In all coon-enaed questions more than one response was allowed
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Table 4.7 lists these

TABLE 4.7: REASONS WHY RESPONDENTS BELIEVE BSE IS NOT USEFUL (n = 6)

Reasons why respondents believe SSE is not useful 8
Responses %

Problems with BSE competence
Don't believe it can detect breast cancer
Causes unnecessary worry

6 75.0
12.5
12.5

4.5.1.3 Reasons why respondents practised BSE

Respondents were asked in an open-ended questior to give their reasons for

examining their breasts. 133 of respondents answered this question yielding 161

responses The most frequently tlisclosed reasons for dOing BSE are listed in

Table 4.8 below

TABLE 4.8: REASONS FOR PRACTISING BSE (n = 133)

ReaSl)ns for practising aSE 161 %Responses

53 32.9

28 17.4
24 14.9
15 9,3

13 8,0

12 7,5

6 3,7

J 1,8

3 1.8

3 1,8
0,6

To detect breast changes. lumps. irregularities,
abnormalities. unusual problems and nipple discharge
Earlyd(;!ection of breast problems
To detect or prevent breast cancer, fear of breast cancer
If one has tender breasts, breast lumps, breast cancer
previous breast surgery
Wise/healthy precaution, for peace of mind
Have risk factors, have a positive family history
To be "Breast Aware"
Self-det~ctable - can do regular check-ups yourself. not
gynaecologist dependent
Encouraged bymagazllles, television
Advised by gynaecologist
Molher/friend died of breasl cancer
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4.5.1.4 Reasons why respondents did not practise aSE

Respondents who do not examine their breasts were asked in an open-ended

question to give their reasons for not exarrrung their breasts. The most

frequently disclosed reasons for not doing BSE are listed in Table 4.9. 75

respondents answered this question, yielding 82 responses.

TABLE 4.9: REASONS FOR NOT PRACTISING BSE In = 75)

Reasons for not practising SSE

mamTTlo~ralll. more
Embarrassment
Ve;y small breasts, ..have implants
DiscouraIJ8d by someone

4.5.2 A HITUDES TOWARDS aSE

72,7% of respondents (n = 161) felt they would practise SSE if a doctor or health

care professional advised them to 72,8% of respondents (n = 147) felt they

would practise SSE if a doctor or he alth care professional taught them. 56,8% of

respondents (n = 132) felt that they very definitely mtend to practise SSE in

future. 43,2% (n = 132) were ambivalent, Ie, felt they might practise BSE in the

future.
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4.5.3 KNOWLEDGE OF aSE

83,3% of respondents (n ::: 204) had been informed about SSE. Respondents

were asked to indicate their sources of SSE knowledge and to state any other

sources. Table 4.10 lists the results.

TABLE 4.10: SOURCES OF KNOWLEDGE OF SSE (n = 169)

Sources of knowledge of aSE

~_._~_, __ C"_';'_~"_<~_~'r_

i Family {FriendsI E~·r~.e....... -- ..-
) Other School•

Television
Medical ~ ng

68,8% (If responde Its (n = 208) felt moderately well-informed. 62,9% of

respondents (n = 210) had been taught to examine their breasts. Respondents

were asked to Indicate who had taught them to examine their breasts They

Gould also indicate any other source of teaching not indicated in the questionnaire

table The results are Illustrated in Table 4.1"
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TABLE 4.11: SOURCESOF TEACHINGOF SSE (0 :: 130)

SourceD of teaching of SSE 162
F'~~' "nses %

; C3ynaecolofJist
: General Practitioner

As can be seen, most (53%) of the respondents had b, .Jgl1t SSE by

gynaecologists.

4.6 FACILITATORS TO BSE PRACTICE

In this section of the questionnaue factors thought to facilitate BSE practice were

explored These factors included encouragement, discussion, confidence and

reminders.

4.6.1 ENCOURAGEMENT

Over half (58,6%) of the respondents (n = 203) reported that they had been

encouraged by someone to practise SSE. Respondents were asked to indicate

who had encouraged them Tf-Je resp-r 1 encouraqemsnt for

SSE are tabulated in Table 4 12
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TABLE 4.12: SOURCESOF ENCOURAGEMENTFORBSE (n = 110)

Sources of encouragement for SSE 153
Responses %

Magazines
15
4
3Work

Significantly, doctors played an important role ir encouraging the respondents to

practise BSE.

4.6.2 SSE DISCUSSION

Respondents were asked whether they discussed BSE with anyone. The

majority (62,3%) of respondents (n = 20i) who answered this question do not

discuss BSE With anyone. Respondents were asked to indicate with whom they

discussed BSE Those With whom BSE is discussed are listed in Table 4.13.

TABLE 4.13: SOURCESOF BSE DISCUSSION(n = 76)

Sources of discussion

Friends 51

Family 32 24,(

Doctors 30 23,0

Work 9 6,9:
Nurses 5 3,8 :

Other Clients I Patients 3 2,3
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4.6.3 CONFIDENCE IN BSE TECHNIQUE

Respondents were asked to indicate how confident they felt about examining

their breasts. Just under a half (48,8%) of respondents who answered this

question feel somewhat :::onfidentabout examining their breasts. The results are

shown in Table 4.14

TABLE 4.14: SSE CONFIDENCELEVELS (n = 207)

32
101
74
201

Frequency

4.6.4 REMINDERS

The overwhelming majority (94,3%) of respondents (n = 177) do not use

reminders. Respondents were asked In an open-ended question to specify how

they remind themselves. The types of reminders they use are indicated in Table

4.15.

TABL.E 4.15: TYPESOF REMINDERS(n = 10)

Sources of discussion

i Just remember
; My body reminds me, e \l ,after a period. tender breasts
Media / Articles

Specific: hang card in shower
Other: husband reminds me 7.1
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4.7 HEALTH PREVENTIVE BEHAVIOUR

Health preventive type questions were asked as it was felt to be important to

ascertain the respondents' health preventive behaviour patterns and to determine

whether this distinguished those that practise SSE from those that do not.

4.7.1 HEAL THY LIFESTYLE RA TlNGS

Respondents were asked to use a five-point scale to indicate how they rate

themselves in terms of a healthy lifestyle. Their responses are indicated in

Figure 4.4.

51.

0.5% 3.3%

o Notat all Healthy 0 ModeratelyUnhealthy 0 Average
oModeratelyHealthy 0 ExtremelyHealthy

FIGURE 4.4: HEALTHYLIFESTYLERATINGS(n= 212)

The majority of the respondents (96,2%) felt they led a moderately healthy type of

lifestyle with very few (0,5% and 3,3%) indicating otherwise
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4.7.2 HEAL THY DIET R. t liNGS

Respondents were asked to rate themselves In terms of whether they followed a

healthy diet or not using a five-point scale. The results are illustrated In Figure

4.5

D Not at all Healthy
oMOOe,·':;!:::'yHealthy

oModerately Unhealthy 0 Average
o Extremely Healthy

FIGURE 4.5: HEALTHY DIET R 'TiNGS (n :: 212)

As can be seen. these results are very similar to the healthy lifestyle in that 93.4%

of respondents felt they had a moderately healthy type diet, With very few (4,7%

and 1,0%) believing otherwise.

4.7.3 FREQUENCY OF EXERCISE

Respondents were asked to indicate how often they exercised Exercise was not

defined in any way. These results are depicted In Table 4.16.
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TABLE 4.16: FREQUENCY OF EXERCISE (11 = 211)

Frequency of Exercise Frequency Percent r:umulative (%)

1 Not at all 61 28.9 28,9
2. Once a week 46 21.8 50,7
3. • -3 x a week 82 38,9 89,6

,4. Daily 22 10.4 100,0

TOTAL 211 100

The majority (71,1%) of respondents stated that they exercised, with 38.9%

exercising t"'1J to three times per week.

4.7.4 SMOKING

Respondents were asked whether they smoked or not and If so to indicate the

extent of their smoking. 82,6% of respondents (n = 213) were non-smokers. Of

the 17,4% of respondents who do smoke, 58,3% smoke between 10 and 20

cigarettes per day The extent of smoking is depicted In Table" 4.17

TABLE 4.17: AMOUNT OF SMOKING PER DAY (11:': 36)

Cigarettes / day

1. <10
2. 10-20
3. 21 - 30

,4. > 30

Frequency

8
21
6
1

36

Percent Cumulative (%)

22,2
80.5
97,2

100,0

TOTAL

22.2
58.3
16,7
2,8

100

4.7.5 FREQUENCY OF ALCOHOL CONSUMPTION

=lespondents were a',ked to indicate how often they drank alcohol. The results

are shown in Table 4.18.
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TABLE 4.18: FREQUENCY OF ALCOHOL CONSUMPTION (n = 213)

AlcohrJl Consumption Frequency Percent Cumulative (%)

Never 15 7,0 7,0
Daily 34 15,9 22,9
2-3 x week 57 26,8 497
1 x week 44 20,7 70,4
1-2 x month 27 12,7 83,1
Very infrequently 36 16,9 100,0

TOTAL 213 100

'13% of the 213 women who responded to this question drink alcohol. Of these

51% do so at I<-dstweekly

4.7.6 PAP SMEARS

The overwhelming majority (~5,3%) of respondents (n = 213) reported having had

a pap smear at least once

4.7.6.1 Frequency of pap smears

Respondents were asked to indicate how often they have pap smears. The

results are depicted in Figure .1.6.

Annually ~~~~~~~~~~~--~~
More than
once a year

E9

Less than
onceayear~ __ ~ __ ~_b1:_----------------------~

FIGURE 4.6: FREQUENCY OF PAP SMEARS (n :: 203)
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As can be seen, most (69%) respondents (n z; 203) have annual pap smears.

4.7.7 CL ,V/CAL BREAST EXAMINA TlONS (CBE)

The majority (87,9%) of respondents (n = :2 14) reported having at least one CBE

4.7.7.1 Frequency of clinical breast examinations

Respondents were asked to indicate how often they have clinical breast

examinations. The results are shown in Figure 4.7 as follows

Annually

25.1%

More than
once a year

Less than
once a year t-~~--_"

FIGURE 4.7: FREQUENCY OF CLINICAL BREAST EXAMINATIONS (n = 191)

Of the respondents who have had clinical breast examinations, 65,4% have

annual clinical breast examinations

4.7.7.2 Sources of ctinice: breast examinations

The sources of clinical breast examinations are depicted In Table 419
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TABLE 4.19: SOURCES OF CLINICAL BREAST EXAMII~ATIONS (n = 193)

Source Frequency Percent Cumulative

General Practitioner 50 25,9 25,9
Gynaecologist 142 73,6 99,5
Nurs= 1 0,5 100,0

TOTAL 193 100

Most (73,6%) clinical breast examinations are performed by gynaecologists. The

most likely reason for this is that most women in the Johannesburg northern

suburbs have their pap smears done by gynaecologists in private practice, so it is

probable that their CBEs are performed at the same time

4.7.8 iVI4iV1MOGRAMS

68,4% of respondents (n = 212) have not had a mammogram. Of the 31,6%

respondents who have had a mammogram, 40,6% have only ever had one

mammogram performed.

4. i .8.1 Frequency of mammograms

The frequency of mammograms performed is depicted In Table 4.20.

TABLE 4.20: FREQUENCY OF MAMMOGRAMS (n = 64)

Mammogram Freq. Frequency Percent Cumuletiv«

Once only 26 40,6 40,6
Annually 19 29,7 70,3
Once every 2-3 years 15 23.4 93,7
Once every 5 years 4 6,3 100,0

TOTAL 64 100
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4.7.B.2Age groups

Wilen those respondents who had and who had not had mammograms were

coss-tabulated with the age gft,UP frequencies, it was found that the majority of

women who have had mammograms fel! into the 41 to 70 year age group (p-

value =< 0,01). which conforms with recommended quidelines

4.8 BREAST -RELATED ISSUES

4.8.1 BREAST-FEEDING

67,3% of respondents (n = 214) said thet they had breast-fed at some stage.

The results for the length of time: that respondents breast-fed for are depicted in

Table 4.21.

TABLE 4.21: LENGTH OF TIME OF BREAST-FEEDING (n = 141)

Frequency Percent Cumulative

Less than 6 months 71 50.4 50,4
6-12 months 48 34,0 84,4
More than 12 months 22 15,6 100,0

TOTAL: 141 100

As C3n be seen, of the 141 respondents who answered this question, 50,4% fed

for under six months.
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4.8.2 BREAST PROBLEMS

A list of possible breast problems was given in the questionnaire and respondents

were asked to indicate whether they had ever had .,r'l of these problems. They

could also specify any other breast problems that they may have, or had, that

were not listed In the ,";uestionnaire Of the 198 respondents who answered this

question, 61,9% of women had or have got breast problems at some stage. The

specific types of breast problems are listed below in Table 4.22

TABLE 4.22: TYPES OF BREAST PROBLEMS (n == 198)

Breast problems

Tender breasts
:.L.,uTTlp>,breasts •
: Bre~stl.~.TTle~*. '.'
;.Breast s~~~ery.
, I\JPpl.~discharge
; ~r~~st 9.i?p~y'
, Breal3t if!lplants
: Other for example abscess, blocked duct, mastitis
None

• It is possible that some women were not able to distinguish between these two

categories.

Of the 214 respondents who completed the questionnaires, two (0,93%) had

breast cancer and 154 (71,9%) have benign (non-malignant) breast problems
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4.9 ATTITUDES, BELIEFS, AND KNOWLEDGE TOWARDS BREAST

CANCER

4.9.1 BELIEFS AND A IT/TUDES

4.9.1.1 Fear of getting breast cancer

Respondents were asked to rate their fear of getting breast cancer on a four-point

scale. The results are listed In Table 4.23.

TABLE 4.23: FEAR OF GETTING BREAST CANCER (n = 214)

Percent

TOTAL

85
53
34

214

19,6
39.7
24.8
15.9

100

Moderately afraid
Very afraid

As can be seen. 39.7% of respondents felt a little afraid whilst 40.7% were

moderately to ve;y afraid.

4.9.1.2 Perceived risk of getting breast cancer

Respondents were asked to rate how they perceived their risk of gettil"g breast

cancer on a four-point scale.
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The results were as listed In Table 4.24 below

TABLE 4.24: PERCEIVED RISK OF GETTING BREAST CANCER (n = 212)

Perceived Ris/c Ratings Frequency Percent Cumulative

Above average 16 7,5 7,5
Averaqe 88 41.5 49,0
Below average 47 222 71,2
Do not know 61 28,8 100,0

TOTAL: 212 100

A~ indicated, 41,5% of respondents felt they had an average risk of developing

cancer of the breast.

4.9.1.3 Belief that breast cancer can be prevented

66% of respondents (n = 205) believed that breast cancer can be prevented

4.9.2 KNOWLEDGE

4.9.2.11{nowledge of ris« factors for breast cancer

TABLE 4.25: KNOWLEDGE OF RISK FACTORS FOR BREAST CANCER (n=
200)

Risk factor Is a tisl: factor
*

% Responses

Having a relative with breast cancer
Not doing BSE
Smoking
Oral contraception

. Stress
High fat, low fibre diet
Not breast feeding.
Lack of exercise
Not having children
Cholesterol
High blood pressure
Mammogram
High protein diet
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Controversial

72.5
57.5
51

42.5
38
38

23.5
22
20
13.5
10.5
4.0
4.5
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Respondents were asked to tick any of the above factors that they thought might

be risk factors for breast cancer. The minority of respondents felt that the wrong

risk factors were correct (e.q., cholesterol ('13.5%), high blood pressure (10,5%)).

51% and 42,5% of respondents felt that the controversial risk factors (i.e., oral

contraception and smoking respectively) were risk factors. The majority of

.e-sncndents (72,5% and 57,5%) recognised correctly that having a relative with

breast cancer and not doing SSE were risk factors, whilst the minority got the

other four risk factors correct ie, high fat. low fibre diet (38%), not breast feeding

(23,5%), lack of exercise (22%) and not having children (20%)

4.9.2.2 Knowledge of someone with breast cancer

66J!J of the women (n = 211) who answered this question knew someone who

has got or had breast cancer.

Known persons with breast cancer are listed in Tab!= 4.26.

TABLE 4.26: KNOWN PERSON WITH BREAST CANCER (n = 139)

Known parson with brees: cancer 172 %
Responses

94 54,6

23 13,4
12 7,0

10 5,8

9 5,2

8 4,6

7 4,0

5 2,9

2 1,2

2 1.2

Friends
Aunt
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As can be seen, friends account for 54,6% or people known to the respondents

with breast cancer 8,7% of the respondents have first-degree relatives with

breast cancer and 18,6% have second-degree relatives with breast cancer.

Two of the 214 respondents (0,9%) currently had breast cancer themselves.

4.10 SSE TEACHING

71,9% of the i83 WOMen who answered the question on whether they would like

to be taught how to examine their breasts, indicated that they would.

Respondents were then asked to indicate by whom they would prefer to be

taught. 108 respondents answered this question yielding 121 responses. Their

responses are indicated in Table 4.27.

TABLE 4.27: PREFERRED TEACHER (n = 108}

Preferred teacher

10
1
12 9,9
4 3,3

Doctor
Female

Likewise respondents were asked to Indicate their preferred method of teaching.

These results are listed in Table 4.28.

TABLE 4.28: PREFERRED METHOD OF TEACHING (n = 112)

Preferred method of teaching
138 %. Responses

113 81,9

11 8,0

6 4,3
4 2,9

4 2,9

')6

One-to-one basis
. Pamphlets
Group
Books
Video
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Doctors on d 'me-to-one basis are the significantly preferred method of teaching

of SSE

4.11 REQUESTS FOR MORE INFORMATION

75,9% of the 203 women who responded to the question on whether they would

like more information on SSE Indicated affirmatively Likewise 79,8% of this

sample that answered the question on whether they would like more information

on breast cancer said that they would.

As can be seen, the results for the questions on whether women would like to be

taught more and receive more information on SSE and breast cancer are

remarkably similar, this representing about three quarters of all the women who

answered these questions.

4.12 VARIABLES FOUND TO BE SIGNIFICANTLY ASSOCIATED WITH BSE

PRACTICE

Variables were considered to be significant when cross-tabulated and yielded a p-

value of <0,05. The complete set of cross-tabulations results is presented in

Appendix C.

4.12.1 VARIABLES S/GNIFICANTL Y ASSOCIATED WITH BSE FREQUENCY

The variable of frequency of SSE in the last three months was cross-tabulated

against various other variables. For the purposes of this study, respondents were
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classified as being regular breast self-examiners If they had examined their breast

less than three times or three or more times in the last three months (refer to

section 4.4.2)

The vanables that were found to be associated with SSE frequency in a positive

way are tabulated in Table 4.29

TABLE 4.29: VARIABLES POSITIVELY AS~;OCIATED WITH SSE FREQUENCY

Variable

l3ei~g confident about SSE
BeinQ well-informed about SSE
Having discussed SSE with friends
Having_r,a~amammogr~m
Havin,g been encouragEld by a doctor
Havingbeen encou~agedtopractise BSE
H~vin9 di~cussed BSE with family

, '"'~~ir'o9._discussed BSE with someone,
! f!Civi[',9.had a breast bl()psy
Beinq informed about BSE
HavinQ been taught BSE
Having ~een taugh_t SSE by a geneL::!1practitioner
Having discussed BSE with doctors
Frequencyof CBEs
Having ~ad breast surgery
Fear of getting breast cancer
Believing that SSE is useful
Mother with breast cancer

0,005 ~
""""'."--<

q,,0Q~ j
0,012
0,013
0,019
0,025
0,033
0,039
0,041
0,042
0,04
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4.12.2 VARIABLES S/GNIFICANTL Y ASSOCIA TED WITH HAVING EVER

PRACTISED BSE

The variable of having ever practised BSE was c 'oss-tabulated against all tl: !

other variables. The variables found to be significant are indicated in Table 4.3u.

TABLE 4.30: VARIABLES POSITIVEL V ASSOCIATED WITH HAViNG EVER
PRACTISED aSE

Variable

LE3e~~!;1..~eJI-informed about BSE ~2

U3e.iI1J:li.~forn:e.d about BSE •
; BeinQ. ~,?nfident about SSE technique.
U-javin,g. been encou~aQed to practise BSE •
LHavingbeentauQht BSE *

, H~viri discussed BSE with someone *
L Bein,g informed by a gynaecologist
, E3~iie~i;:;'Qthat 83E is useful' .

: HCl\l~69b.~~aste~oblems
: f-jayin,.Q9i~cus~edBSE with friends *

· HaVing discussed SSE withfC)mily·

• Having .b.~.enencouraQed bya doctor'
: HC)yln!;1b.~e.ntau9.ht SSE bya gynaecolofjist
• Bell1.9 informed by books
1Friend with breast cancer
· Being Informed by a pamphlets/posters
; Bein!;! Informed by a general practitioner
Havinglumpybreasts
Having tender breasts
Having had a rnamrnoqram •

p-Value

<0,01
0.000004
0,00003
0,00005
0,00035
0,00C2
0,0067
0,002
0,004
0,007 :
0,009 \
0,014
0,014
0,031
0,032 .

0,036
0,041
0,042
0,049
0,01

Interestingly, the factors found not to be significant for both BSE frequency and

practice were remarkably similar. It was foun::! that lifestyle factors, for example,

diet and exercise, were poorly correlated. The only health preventive behaviours

that were positively associated were CSEs and mammograms. No correlation

Z Vanables that are cummon to both haVing ever precused BSE and B5E frequency are marked wrth an astensk (0)
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was found hetween SSE frequency and practice, pap smears, breast-feedinq,

feeling at risk for breast cancer and holding the belief that breast cancer can be

prevented. Using reminders also made no difference.

4.13 HEALTH CARE PROFESSIONALS (HCfl)

The only variables found that were significant to Heps were that they were more

informed than the non-medical respondents and that they felt they were well

informed. No other variables were found to be significant. \ \ 'len the medical

profession was cross-tabulated with variables ror SSE frequency they we!e not

found to practise SSE ml)', frequently.

4.14 OVER-ADHERERS

10,4% of respondents had examined their breasts more than once in the last

month. 21,6% had examined their breasts three or more times in the last three

months Over-adherers were classified as being those respondents who had

examined their breasts three or more times Ifl the last three months. Variables

found to be significantly related to over-adherence are tabulated In Table 4.31
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TABLE 4.31: VARIABLES SIGNIFICANTLY RELATED TO OVER-ADHERENCE

Variable p-vetu«

0,00003
0,00005

0.002
0002
0.003
0,006
0,008
0,013
0,022
0,023
0,01

Having had a mammogram
Feeling confident about SSE .~
Having had a breast biopsy *

Bein~ well-informed about SSE
Having been encouraged to practise BSE
Having been taught BSE
Having discussed SS~ \Nith someone
Having had breast surgery
Having had C~Es

. Frequency of exercise *

Having a mother with breast cancer

4.15 AGE-RELATED DIFFERENCES

All age groups were cross-tabulated against variables for SSE frequency No

Significant differences between the different age groups were found except that in

the under 40s versus the over 40s It was found that the older group had

examined their breasts more often (p<0,026).

The younger group was found to have a higher frequency of pap smears

(p<0,005) and CSEs (p<O.035) and to have been taught SSE (p<0,02) more than

the older group This could be explained by the younger group being of

childbearing age and thus VISiting their gynaecologist regularly/annuallY for pap

smears (69% of respondents have annual pap smears) and having their breasts

routinely examined at the same time.

3 /'1dlcates those veaeues ...omnlon to those f€'sjJonlients who /1c.ri exnmmect their breast mom than once In the last month
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As the results show most of the respondents' CBEs (73,6%) and BSE teaching

(53%) are carried out by gynaecologists.

The older group had undergone significantly more mammograms than the

younger group (p<0,01)

The older group also drank more alcohol than the younger group (p<0,0002).

4.16 INTENTION TO PERFORMSSE

56,8% of respondents (n = 133) felt that they intended to practise BSE in the

future. tr.tention to perform BSE was found to be positively related to the

following varrables in the Table below:

TABLE 4.32: VARIABLES SIGNIFICANTLY RELATED TO INTENTION TO PERFORM SSE

Variable

Being confident about examining one's breasts

0,0028

Having a friend with breast cancer

Being informed by a gynaecologist

Being informed about breast cancer

0,037

0,043

0,049
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4.17 HIGH RISK WOMEN (HRW)

HRW were categorised as those who had first or second degree relatives with

breast cancer. 27,')% of rospondents fell Into this category Significant variables

found on cross-tabulations to be associated with HRW are Indicated in Table

4.33.

TABLE 4.33: VARIABLES SIGNIFICANTLY RELATED TO HIGH RISK WOMEN

HaV~l1g..friends _(:!n~£?u!~g.E'.ti!'.E
Hayins had a mal11nlogram
Having been taught SSE by a gynaecologist

<0,01

o,ooqqgo~? '
0,0006 .

, ... ··~'·__.~.o.·__"",_." .. _.,)

0,038 \

o,q~§.;
0,048 '
D,th!
0,04 .

No difference was observed between HRW and the other respondents' frequency

and practise of SSE, nor In HRW requests for more information or wanting to be

taught SSE
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5.0 DISCUSSiONAND CONCLUSIONS

5.1 iNTRODUCTION

This chapter draws conclusions in line with the study's aims and objectives and

also makes comparisons between this study's findings and that of the international

literature.

5.2 PROFILE OF RESPONDENTS

This study was conducted on 214 northern suburb Johannesburg women who

were predominantly white, English-speaking married and well-educated ie.,

representative of South African first-world women

5.3 RESPONDENTS PRACTISING SSE

It was found that the majority of subjects reported irregular SSE, both on a monthly

basis (56,4%) and with respect to the time of the month (55,8%). Only 12J% of

respondents examined their breasts on a regular monthly basis. The majority

(84,1%) was familiar with SSE:and had examined their breasts at least once.

Although the international literature's results (Appendix A5) ale variable, it can

generally be concluded that the South African figures (which are of the first-worla

population as previously indicated) are in line with that of the rest of the first-world

countries, principally in that most of the figures for actually performing SSE are

well below current guidelines
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5.4 REASONS FOR PRACTISiNG SSE

The most frequent reasons given for examining one's breasts were to detect

breast problems and cancer (65,2%) This was In accordance with Friedman's

(40) most frequent reasons found.

5.5 BARRIERS ASSOCIATED WITH SSE PRACTICE

The most common reasons given for not practising SSE were found to be similar

to those of the HSM perceived barrier index (36) and Friedman (40) viz, a iack of

knowledge and confidence, time constraints. forgetfuln =ss, fear and exclusive

reliance on medical personnel.

5.0 FACTORS ASSOCIATED WITH SSE PRACTICE

Factors associated with SSE frequency (SSE on a regular basis) and those

associcted with SSE practice (whether one practises SSE at all) listed in Tables

4.29 and 430 respectively, are consistent with those found In the literature

(Appendices A 1 and A3) This study's findinqs of factors associated with BSE are

also similar to the attitudinal HSM variables found by Champior (37,38)

In line with most of the international literature (41, 59, 60, 61), it was found til at the

sociodemographic factors of age and occupation made no difference to SSE

practice, although some studies did find that other sociodernoqraphic factors

played a role (39, 48, 58, 65) In thrs study, general health preventive behaviours

wera also found to make no significant difference to SSE behaviour. However

breast-related preventive behaviour viz., frequency of CSE and havmq had a
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mammogram. were found to make a significant difference to BSE practice and

frequency

Breast problems, specifically tender and lumpy breasts, were significantly

associated with BSE practice. Previous invasive breast procedures like biopsies

and surgery were significantly associated with BSE frequency

Consistently, confidence in one's ability to perform BSE and being informed,

especially being well informed were predictors of regular SSE practice

Encouragement, discussion and being taught SSE were also among tile predictors

of SSE practice This SLlppO(Sthe recommendations made at the end of this

study stressing the importance of teaching SSE technique and imparting

information by medical personnel as a means of improving SSE compliance.

5.7 INTENTION TO PERFORM BSE

More than ilalf of the respondents (56,8%) felt that they intended to practise BSE

in thA future. Variables positively associated With intention to perform BSE were

found to be similar to Burnert's study (58) viz, positive attitudes towards SSE and

the influence of significant others.

5.8 THE ROLE OF REMINDERS

Reminders to practise SSE did not play much Of a role amongst 94,3% of

respondents. Only four respondents used something specific e.g., a routine, end

of the mor tho a card hung in tile shower etc. to remind themselves to practise

SSE.
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5.9 FACTORS ASSOCIATED WITH SSE AMONGST SPECIFIC GROUPS

5.9.1 HEAL TH CARE PROFESSIONALS (HCP)

This study found that HCPs were more well-informed than tile other respondents

were. On cross-tabulation no significant increase in SSE practice or frequency as

compared to the other respondents was found. These results are similar to those

found in the literature (47, 48)

5.9.2 OVER·ADHERERS

In this study 10,4% of women were over-adherent which is similar to Lauver and

Angerame's study (14) where the figure was 11%. Over-adherers in this study

tended to have had more medical intervention i.e., mammograms and breast

biopsies, than non-over-adherers. In contrast to Lauver's study (14) the women

from this study felt confident and well-Informed about BSE

5.9.3 AGE·.r~ELA TED DIFFERENCES

Results in the literature as to BSE frequency rates amongst different age groups

were variable and inconclusive. This study indicated that the over 40 age group

practised BSE more frequently than the under 40 age group. In contrast to the

literature there were no other significant differences relating to SSE knowledge

and attitudes, except that the younger group (under 40) tended to have more

CSEs, were taught more SSE, and requested more information than the older

group whose main statistical difference was that they had undergone more

mammography.
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5.9.4 HIGH RISK WOMEN (HRW)

As in the literature (40, 41, 42, 43) no significant increase in SSE practice or

frequency was found in HRW in this study

5.9.5 RACIAL DIFFERENCES

No conclusions can be drawn from this study as numbers of dif,.xer.t race groups

were too low. As IS discussed in the recommendation this is an area that needs to

be further researched.

5.9.6 WOMEN WITH BREAST CANCER

Here too, no significant conclusions can be drawn as only two of the 214

respondents had breast cancer.

5.10 ATTITUDES, BELIEFS AND KNOWLEDGE TOWARDS SSE

Attitudes and beliefs towards BSE amongst the respondents were extremely good

with 94,7% believing In the value of BSE Knowledge of SSE was also very high

with most respondents (83,3%) having been informed about SSE and alrnost two

thirds (62,9%) having been taught to examine their breasts.
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5.11 SOURCES OF SSE INFORMATION AND TEACHING

5.11.1 INFORiVlA TION

The most often reported sources of information were equally distributed as follows:

doctors (44 3%) and literature (44,3%).

5.11.2 TEACHING

The most often reported sources of teaching were from medical personnel viz.,

gynaecologists (53%\ general practitioners (28%) and nurses (12,3%)

Gynaecologists in the South African private sector play an important role in

teaching BSE. This contrasts with the trend overseas where women receive pap

smears, CBE and BSE education from their primary care physician and are only

referred to a specialist when there is a need.

5.12 ATTITUDES, BELIEFS AND KNOWLEDGE TOWARDS BREAST

CANCER

Two thirds (66%) of responden.; "neW someone with breast cancer and held the

belief that breast cancer can be prevented. Knowing someone with breast cancer

was significantly associated with both BSE practice and frequency. Most (80,4%)

at respondents had some fear of getting breast cancer and this was significantly

associated with BSE frequency

Knowledge of accepted breast cancer risk factors was found to be generally poor.
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5.13 CONCLUSION

In conclusion this study revealed that the vast majority of South African first-world

women are aware of SSE and believe in its value.

Consistent with other first-world countries, only the minority of South African first-

world women practise SSE regularly, although the majority have examined their

breasts at least once and almost two thirds have been taught to examine their own

breasts.

Variables delineated in this study to be significantly associated with BSE practice

are similar to those found in other studies. Factors associated with SSE amongst

specific groups were also mostly consistent with those of the international

literature:.

This study's results highlight the importance of SSE teaching and educating as a

means of Improving SSf cornphance amonqst women. This is illustrated in Table

4.29 where variables associated witl SSE education and teaching found to be

significantly associated with SSE frequency are

1) being confident about SSE

2) being well-informed about SSE

3) being informed about SSE

4) having been taught SSE

5) having been taught SSE by a general practitioner

6) having discussed SSE with doctors
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Likewise in Table 4.30, variables associated with SSE education and teaching

positively associated with having ever practised SSE ere

1) being well-informed about SSE

2) being informed about SSE

3) being confident about SSE technique

4) ha\'ing beer, .auqht SSE

5) being informed by a gynaecologist

6) having been taught SSc: by a gynaecologist

7) being informed by books

8) beino informed by pamphlets/posters

9) being informed by a general oractitioner

As already mentioned, three quarters of respondents indicated that they would like

more information on both SSE and breast cancer and would like to be taught to

examine their breasts.
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6.0 RE ";0 lillMENDA TIONS

6.1 SSE EDUCATION

This study's results highlight the Importance of BSE teaching and educatinq as a

means of improving SSE compliance amor.qst women. This is consistent with

findings in the international literature (Appendix B,

This could be achieved by having a formal breast cancer screening programme

(which includes BSE education) in the primary health care sector which could

target the majority of South African women who are underprivileged and who

currently have no access to breast cancer screening Ideally all women universally

should have access to breast cancer screening. Special groups that also need to

be targeted are high-risk women. the elderly. adolescents and the socio-

economically disadvantaged.

Justification as to the value of BSE education IS found in the literature review

(Appendix S) where SSE education and intervention programmes are reviewed.

6.2 Of'PORTUNITIES AND AVENUES FOR FURTHER RESEARCH

Opportunities for further research In this area in South Africa are manifold,

especrally as to date, no studies on SSE In South Africa have been documented.

Specific areas that need to be researched further regarding BSE follow
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6.2.1 ASSESSMENT OF BSE TECHNIQUE

Coleman (6) found on reviewing the literature that there was no strong evidence to

suggest that women were practising BSE correctly. He suggested thi .nce BSE

is a learned skill it needs to be evaluated correctly

6.2.2 CUt TURALL Y SENSITIVE RACIAL BARRIERS AND STRATEGIES

This needs to be explored and overcome, as although breast cancer occurs less

frequently in the Black population (11). SSE is valuable for all women irrespective

of racial group

6.2.3 SURVEY SOUTH AFRICAN GENERAL PRACTITIONERS

To assess

a) ':nowledge, attitudes and beliefs towards breast cancer screening. This is

Important to know as l.erman and Schwartz (66) propose that a doctor's

willingness to recommend SSE was predicted by his attitude score which

was most strongly predicted by his belief in the value of the procedure

b) how they would feel about continuing medical education (CME) in this area.

A study surveying Vermont family oractitioners (67) found that breast

screening education was a high priority and that family practitioners would

welcome such training.

c) how competent they feel aoout their own clinical breast examination skills
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d) whether they incorporate preventive interventions into their consultations

and how they keep a record of such

As already mentioned and supported by the results of this study, medical

personnel have a very important role to play in improving BSE compliance by

irnpaninq knowledge, teaching SSE, allaying anxiety. encouraging and Improving

confidence in SSE technique The majority of respondents' preferred method of

SSE screening was doctors on a one-to-one basis

6.2.4 ASSESSMENT OF THE SOUTH AFRICAN NURSING ROLE WITH REGAf?D TO

BREAST CANCER SCREENING

Specially to look in depth at South African nurses' role in breast cancer screening

by

a) assessing knowledge, attitudes, beliefs and practices towards breast

cancer screening;

b) assessing barriers to CSE and SSE education, and

c) evaluating and checking CBE techniques and skills.

Nurses in South Africa represent the largest professional group in the health care

workforce and as such are an under-utilised potential resource for breast cancer

screening, detectio. md implementation

The value of e.iucatinp nursing staff IS supported by the f0liowing two studies
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1) Judkins and Boutwell (68) assessed a programme for teaching nurses BSE

IP a community setting and showed a significant increase in nurses'

awareness (p value <0,01)

2) Han et al (49) Iour-d that nurses who taught more BSE reported more

knowledge about breast cancer screening and BSE and were more

confident and crmpetent in performing SSE.

6.2.5 EVALUA nON o= BREAST CANCER SCREENING SERVICES

Research IS needed to evaluate exactly what. if any, breast cancer screening is

taking place In South African primary heaith care and to evaluate the practicalities

and cost implications of instituting a formal breast cancer screening programme at

a primary health care level In South Africa

CHAPTER 6 RECOMMENDATIONS 75



REFERENCES

Abraham CL. Beremetis S. Breast health at midlife: Guidelines for screening and patient

evaluation Geriatrics 1997 Jun: 52 (6) 58-65

2. Kessler E. Know your breasts. 151 ed Randburg: KJB Pocket Book Publishers; 1994.

3. US Preventive Services Task FOI e. Fisher M. Editor Screening for breast cancer: In: Guide

to clinical preventive services. '~eport of the US preventive services task force. 1st ed. New

York: Williams and Wilkens 1989. 6: 39-44.

4. McPherson A Women's problems in general practice. 1:1: Oxford General Practice Series 24

Oxford Universitv Press: 3'ded. 1993: 2: 16-47.

5. Miller AB, Baines CJ, To T, Wall C. Canadian National Breast Screening Study: P '3 I and 11.

Can Med Assoc J 1992 Nov; 147 (10): 1459-1476.

6. Coleman EA. Practice and effectiveness of breast self-examination' a selective review of the

literature. J Cancer Educ 1991: 6 (2) 83-92.

7. Austoker J. Screening and self-examination for breast cancer. BMJ 1994 Jul: 308 (6948):

168-174

8. Pool KN. Judkins AF. A.health investment that may save your life Cancer Nurs 1994 Aug; 13

(6) 329-334.

9. Morrison BJ. Screening for breast cancer. In: The Canadian guide to clinir-,I preventive

health care: Canadian Task force on the periodic health examination. 1994 update; 65: 788-

795.

REFERENCES 76



10. Sitas F, Terb:anche M. National cancer registry of South Africa. Incidence and geographical

distribution of histological diagnosed cancer in South Africa, 1990 and 1991

Johannesburg: SAIMR, 1996

1st ed.

11. Sitas F, Blaauw D. National cancer registry of South Africa. Incidence and geographical

distribution of histological diagnosed cancer in South Africa, 1992. 1st ed. Johannesburg:

SAIMR, 1997.

12. Lange M. The modern approach to breast cancer. Understanding Oncology 1990 Oct; 5-8.

13. Slater PE. Aviram H, Dagan M, Yosselson-Superstine S, Cristal R. Rubenstein I. Breast

cancer screening in Tel·Aviv. Eur J Epidemiol 1990 Sep; 6 (3): 253-256.

14. Lauver D, Angerame M. Overadherence with breast self-examination recommendations.

Image J Nurs Sch 1990 Fall; 22 (30): 148-152.

15. Thomas SM, Fick AC. Women's health. Part 11: Individual, environmental and economic

factors affecting adherence to recommended screening practices for breast cancer. j La State

Med Soc 1995 Apr; 147 (4) 149-155.

16. Salazar MK. Breast self-examination beliefs a descriptive study. Pub Health Nurs 1994 Feb;

11 49-56

17. Ota J. Mass screening for breast cancer in Japan. Gan To Kagaku Ryoho 1991 Oct; 18 (13):

2210-2216.

18. Haberthur F, Sauemmann E, Schmid J. Does breast self-examination affect the stage of

breast carcinoma? Schwarz Rundsch Med Prax 1890 Dec; 79 (52): 1644-1648.

REFERENCES 77



19. Champion VL. Instrument refinement for breast cancer screening behaviours Nurs Res 1993

May-Jun; 42 (3) 139-143

20. Stillman MJ. Women's health beliefs about breast cancer and breast self-examination. Nurs

Res 1997 Mar-,A.pr; 26 (2) 121-127.

21. Champion VL. The relationship of selected variables to breast cancer detection behaviours in

women 35 and older. Oncol NUI-s Forum 1981 May-Jun; 18 (4): 733-739

22. Fulton JP, Buechner lJS, Scott HD, De Buonno SA, Feldman JP, Smith RA, et al, A study

guided by the Health Belief Model of the predictors of breast cancer screening of women ages

40 and older. Public Health Rep 1991 Jul-Aug; 106 (4) 410-420.

23. Yelland MJ, Rice DE, Ward AE, Bain C, Siskind V, Schofield F. A profile of Australian women

practicing breast self-examination. Asia Pac J Public Health 1991; 5 (4): 307-312.

24. Newcomb PA, Weiss NS, Storer BE, Scholes D, Young BE, Voight LF. Breast self-

examination in relation to the occurrence of advanced breast cancer. J Natl Cancer Inst 1991

Feb; 83 (4) 2bO-265.

25. Wardle J, Steptoe A, Smith H, Groll-Knapp E, Koller M, Smith D, et al. Breast self-

axamination: attitudes and practices among young women in Europe. Eur J Cancer Prev 1995

Feb; 4 (1) 61-68.

26 Janz NK. Becker MH, Anderson LA, Marcoux Be. Interventions to enhance breast self-

examination practice: a review Public Health Rev 1989 17 (2-3). 89-163.

27. Abdeen NS. Screening Mammography. Can Fam Physician 1991 Dec; 37 2569-2573.

28. Miller A. Mammography: Revlel.'lin') the evidence. Can Fam Physician 1993 Jan; 37 85-90.

REFERENCES 78



29, Pleatman MA, Cardona RR. Detection of breast cancer. Obstet Gynaecol Clin North Am

1990 Dec; 17 (4): 729-740,

30, Biger C, Epstein LM, Hagoel L, Tamir A, Robinson E, Ail evaluation of an education

programme, for prevention and early diagnosis of malignancy in Israel. Eur J Cancer Prev

1994 Jul: 3 (4) 305-312,

31. Gregg -J, Curry RH. Explanatory models for cancer among African-American women at two

Atlanta neighborhood health centres: the implications for a cancer screening program. Soc

Sci Med 1994 Aug; 39 (4): 519-526.

,}2. Wyper MA. Breast self-examination and the Health Belief Modet: variations on a theme. Res

in Nurs and Health 1990; 13: 421-428.

33. Young HM, Lierman L, Powel-Cope G. Operationalising the Theory of Planned Behaviour.

Res in Nurs and Health 1tl91; 14: 137-144.

34. Bluestein D, Rutledge CM. Psychosocial determinants of late prenatal care: The Health Belief

Model. Clin Res and Methods 1993 Apr; 25 (4): 269-272.

35. Ha'lal JC The relationship of health beliefs, health locus of control and self-concept to the

rvactice of BSE in adult women. Nurs Res 1982 May-Jun: 31 (3) 137-142.

36. Champion VL. Attitudinal variables related to intention, frequency and proficiency ot breast

self-examination in women 35 and over. Res Nurs Health 1988 Oct: 11 (5): 283-291.

37. Champion VL., Breast self-examination in women 35 and older a prospective study. J Behav

Med 1990 Dec; 131A) 523-538.

REFERENCES 79



38. Champion VL The relationship of breast self-examination to health belief model variables.

Res Nurs Health 1987 Dec; 10 (6) 375-382

39. Champion VL Relationship of age to factors influencing breast self-examination practice.

Health Care women Int 1992 Jan-Mar; 13 (1) 1-9.

40. Friedman LC, Nelson DV. Webb JA, Hoffman LP, Baer PE Dispositional optimism, self-

efficacy, and health beliefs as predictors of breast self-examination. Am J Prev Med 1994

May-Juri: 10 (3): 130-135.

41. Richardson JL, Mondrus GT, Deapen 0, Mack TM. Future challenqes In secondary prevention

of breast ".ancer for women at high risk. Cancer 1994 Aug; 74 (4 Supp): 1474-1481.

42. Alagna SW, Morokoff PJ, Bevett JM, Reddy OM. Performance of breast self-examination by

women at high risk for breast cancer. Women Health 1987; 12 (2): 29-46.

43 Kaplan KM, Weinberg GB, Small A. Herdon JL. Breast cancer screening among relatives of

women with breast cancer. Am J Public Health 1991 Sep; 81 (9): 174-H9.

44. Stefenek ME, Wilcox P. First degree relatives of breast cancer patients. screening practices

and provision of risk information Cancer Detec Prev 'i991 15 (5) 379-384.

45. Doyle MA. Breast self-examination practices in women with a known neoplasm. Prog Clir Bioi

Res 1998; 278: 171-184.

46. Strauss LM. Solomon LJ, Constanza MC, Worden JI<, Foster RS Jr. Breast self-examination

practices and attitudes of women with and without a history of breast cancer. J Behav Med

1987 Aug; 10 (4) 337-350.

REf-'ERENCES 80



47, Bastani R Maxweil AE, Carbonari J, Rozelle R, Baxter J, Vernon S. Breast cancer knowledge,

attitudes and behaviour a comparison of rural health and non-health workers, Cancer

Epidemiol Biomakers Prev 1994 Jan-Feb; 3 (1) 77-84,

48, Ruda PA, Bourcier FM, Skiff D Health beliefs of senior college students regarding breast

cancer and breast self-examination, Health Care Women In! 1992 Jan-Mar; 13 (1): 33-41

49, Han y, Ciofu Baumann L, Cimprich B, "'actors influencing registered nurses teaching breast

self-examination to female clients, Cance Nurs 1996 Jun: 19 (3): 197-203,

50, Najem GR, Passannante MR, Foster JD, Health risk factors and health promoting behaviour of

medical, dental and nursing students, J Clin Epidemiol 1995 Jun: 48 (6): 841-849,

51, Saint-German MA, Longman AJ, Breast cancer screening among older Hispanic women:

knowledge, attitudes and practices, Health Educ 1993 Winter; 20 (4): 539-553,

52, Mah Z, Bryant H, Age as a factor ':1 breast cancer knowledge, attitudes and screening

behaviour. Can Med Assoc J 1992 Jun; 15146 (12): 2167-2174,

53, Mamon JA, Zapka JG Breast self-examination by young women : 1, Characteristics

associated with frequency, Am J Prev Med 1986 Mar-Apr; 2 (2): 61-69

54, Nemcek MA. Factors influencing black women's breast self-examination practice, Cancer

Nurs 1989 Dec; 12 (6): 339-343,

55, Jacob TC, Penn NE, Brown M, Breast self-examination: knowledge, attitudes and

performance among black women. J Nat! Med Assoc 1989 JlI" 8'1 (7): 769-776,

REFERENCES 81

56, Vernon SW, Vogel VG, Halabi S, Jackson GL, Lundy RO, Peters GN, Breast cancer screening

behaviours and attitudes in three racial/ethnic groups. Cancer 1992 Jan; 69 (1): 165-174,



f>7. 00 llass M, Bartolucci A. Waterbar J, Sirles .\. Breast cancer early detection: differences

between African American and white women's h, ') beliefs and detection practices. Oneal

Nurs Forum 1995 Jun; 22 (5): 835-&37.

58. Burnett CB, Steakley CS, Tefft MC. Barriers to breast and cervical cancer screening in

underserved women of the District of Columbia. Oncol Nurs Forum 1995 Nov-Dec; 22 (10):

lb:11-1557.

59. Shepperd SL, Solomon LJ, Atkins E, Foster RS Jr. Frankowski B. Determinants of breast self-

examination among women of lower income and lower education. J Behav Med 1990 Aug; 13

(4): 359-371.

60. Gray ME. Factors related to practice of breast self-examination in rural women. Cancer NUfS

i990Apr; 13(2): 100-107.

61. Fletcher SW, Morgan TM, O'Malley MS, Earp JA, Degnan D. Is breast self-examination

predicted by knowledge, attitudes. f)eliefs or sociodemographic characteristics? Am j Prev

Med 1989 Jul-Aug; 5 (4) 207-215.

62. Persson K, Johansson I, Ek AC. Breast telf-examination among Swedish wome.i a survey of

frequency, knowledge and attitudes. J Cancer Educ 1995 Fall; 10 (3): 163-167.

63. Kurtz ME, Given B, Given CW, Kurtz JC. Relationship of barriers and fal..ilitators to breast self-

examination, mammography and clinical breast examination in a wori<site population. Cancer

Nurs 1993 Aug, 16 (4): 251-259.

64. Semiglazov VF, Sagaidak VN, Moiseyenko VM, Mikhailov EA Study of the role of breast self-

examination in the reduction of mortality from breast cancer The Russian FederatlonlWor1d

Health Organisation Study. Eur J Cancer 1993; 29A (14) 2039-2046

REFERENCES 82



65. Variables associated with breast self-examination among Chinese women. Cancer

Nul's 1995 Feb; 18 (1): 29-34

66. Lerman C, Schwartz M. Adherence and psychological a'i, istment among women at high risk

for breast cancer. Breast Cancer Res Treat 1993 Nov; 28 (2): 145-155.

67. Warner SL, Worden JK, Solomon LJ. Wadland WC. Physicia'l interest in breast cancer

screening education. A survey of Vermont family physicians. J Fam Pract 1989 Sep; 29 (3)

281-285.

68. Judkins AF, Boutwell WB. A model programme for teaching nurses breast assessment and

cancer screening. J Contin Educ Nul'S1991 Nov-Dec; 22 (6): 233-236.

69. Sutton S, Bickler G, Sancho-AIridge J, Saidi G. Pn ~~.ctive study of predictors of attendance

for breast screening in inner London. J Eptderrtoloqy Community Health 1994 Feb; 48 (1).

35-73.

70. Wehrwein TC, Eddy ME. Breast health promotion: behaviours of midlife women. J Holistic

Nurs 1993 Sep; 11 (3): 223-236.

71. Mjrray M, McMillan C. Social and behavioural predictors of women's cancer screening

practices in Northern Ireland. J Public Health Med 1993 Jun; 15 (2) 147-153.

72. Redman S, Reid /\L, Campbell E, Sanson-Fischer RW Breast self-examination and breast

examination by a health care provider: prevalence and predictors ot screening in a randomly

selected sample of Australian women. Med J Aust 1990 Jun; 152 (12) 640-645

73. Murray M, McMillan C. Health beliefs, locus nf control, emotional control and women's cancer

screening behaviour. Br J Clin Psycol 1993 Feb; 32 (10) 87-100.

REFEREI~CES 83



74 GIVIO (Interdisciplinary Group for Cancer Care Evaluation) A report from an :talian study

Practice of breast self-examination disease extent at diagnosis and patterns of surgical care

J Epidemiol Community Healtr: 1991 Jun; 45 (2) 112-116

75. Kloskowski S, Ebeling K The usefulness of monthly breast self-examinat:on for the early

detection of breast cancer. Arch Geschwulstforsch 1990, 60 (5) 373-378.

76. Salazar MK. A study of breast sett-exarninaticn beliefs implications for worksite education

programmes. AAOHf\I J 1992 Sep; 40 (9) 429-437.

77. Ferro S, Carol I A, Nanni 0, Biggeri A. Gdmbl A A cross sectional survey on breast self-

examination practice, utilisation of breast professional examination, mammography and

associated factors in Romagna, Italy. Tumon 1992 Apr; 3078 (2) 98-105

78. Katz RC, Meyers K, Walls J. Cancer awareness and self-examination practices in young men

and women. J Behav Med 1985 Aug; 18 (4). 377-384.

79. Baines CJ, -:-0 T, Wall C. VVorr:>n'sattitudes to screening after participation in the National

Breast Screening Study. Cancer 1990 Apr; 65 (7) 1663-1669

80. Olson RL, Mitchell E S Self-confidence as a critical factor in breast self-examination J Obstet

Gynaecol Neonatal Nurs 19ti9 Nov-Dec; 18 (6) 476-481

131. Redeker NS. Health beliefs. health locus of control and the frequency of practice of breast self-

examination in women. J Obstet Gynae.::olNeonatal Nurs 1989 Jan-Feb; 18 (1) 45-51

82. Walker LR, Glam: K Psychosocial determinants of breast self-examination Am J Prev Med

1986 May .Jun. ~ (1) 16£-178

REFERENCES 84



83 Calnan M, Rutter DR Do health beliefs predict heC'lth behaviour? A follow up analysis of

oreast self-examination. Soc Sci Med 19R8; 26 (4) 463-465

84. Hailey BJ, Bradford AC Breast self-examindtion and mammography among university staff

and faculty. Women Health 1991, 17 (3) 5S 77

85. Hill D, White V, Borland R. Cockburn J. Cancer-related beliefs and behaviours in Austieiia.

Austr J Public Health 1991 Mar, 15 (1). 14-23.

86. Kash KM, Holland JC, Halper MS, Miller DG Psychological distress and surveillance

behaviours of women with a family history of breast cancer. J Nat! Cancer Inst 1992 Jan; 1 84

(1): 24-30.

87. Lierman LM, Young HM, Powell-Cope G, Geor""ddou F, Benoliel JQ. Effr":ts of education and

support on breast self-examination in older women. Nurs Res 1994 May-Jun; 43 (3)' 158-

163.

88. Kurtz ME, Kurtz JC, Given B, Given CC. Promotion of breast cancer screening in a work site

population. Health Care Women Int 1994 Jan-Feb; 15 (1) 31-42.

89. Agars .I, McMurray A. An evaluation of comparative strategies for teaching breast self-

exerrvnation J Adv Nurs 1993 Oct; 18 (10) 1595-1603

90. Gastrin G. Preliminary results of pnmarv screening for breast cancer with the Mama Program.

Soz Praventimed 1993; 38 (5) 280-287

91 Fletcher SW, O'Malley MS, Earp .JL, Morgan TM, Un S, Degnan D. How best to teach women

breast self-examination A randornised controlled trial. Ann Intern Med 1990 May; 112 (10)

77'2-779.

KEFERENCES 85



92 Worden JL. Solomon LJ. Flynn BS. Costanza MC. Foster RS. Dorwaldt AL. et al A community

wide program in breast self-examination trai.llng and maintenance. Frev Med 1990 MdY: 19

(3) 254-269.

93. Baines CJ. To T Changes In breast sell-exarrunafion behaviour achieved by 8\=1.835

participants in the Canadian National Breast Screening Study Cancer 1990 Aug: 66 (3) 570-

576.

94. Spatz TS. trnprovtr-q breast self-examination trarrunq by using the 4MAT instructional mocet J

Cancer Educ 1991: 6 (3) 179-183

95. Coleman EA, Riley MB, Fields F, Prior B. Efficacy of breast self-examination teaching methods

among older women. Oncol Nurs Forum 1991 April: 18 (3) 561-566.

96. Alcoe SY. Wallace DG, Beck tlM. Ten years later: an update of the case for teaching breajt

self-examination Can J Public Health 1990 Nov-Dec: 81 (6) 447-449.

97 Bennet SE, Lawrence RS. Angiollo OF. Bennet SO. Budman S, Schneider GM, et al

Effectiveness of methods used to teach breast self-exarmnation. Am ,I Prev Med 1990 Jul

Aug; 6 (4): 208-217

98. Alcoe SY. Gilbey VJ. McDermot RS.Wallace DG. The practice of breast self-examination over

a six-year period following teaching. Patient Educ Couns 1995 May; 25 (2): 183-196.

REFERENCES 86



APPENDIX A

A1: SIGNIFICANT POSITIVE VARIABLES ASSOCIATED W!TH SSE PERFORMANCE

-,------;V,-;-:iII-=Rl:-::iII-B=L--;;;ES~P=O=S=IT=IV='EL YASSOCIATED WITH
BSE PERFORMANCE I

~----- ~~---,------- ---f---------'-~--:----:-- .-::-==:--:c------:------~f---=--=---,----:---=:_=:..=.:~ ----.--- ---- ----<
6 Coleman E A ' A selective review of SSE literature: I 0 Confidence in BSE performance

1991 ~977 -1989 i 0 Prior SSE instruction
~ Finding a way to remember oj

; 0 Physician recommendations
I 0 Belief in efficacy of early detection _
o Close relative with breast cancer
o Belief in SSE

JOURNAL AUTHCRIYEAR n '" DESCRIPTION

15 ---Thurr.as S M & Fie!< A C
1995

USA
40-65 years

52 USA
Working women

16 Salazar M K
1994

! 0 Fear of breast cancer
Health motivationChampion V L

1991

-~-----------
322 USA

35 years and older '0 Social influence
o Susceptibility
e Barriers

i 0 Confidence
_____j ~_ Knowl~ . .

; 0 Socia-economic status
'0 Medical care use

HCW recommendations for screenmg
o Health beliefs about BSE and breast cancer

23 -------yelland MJet 31----- ~1103-Australia------------~- Age highest amongst 20-44 years --- - - -- -1

1991 Lowest amongst 65 years and older
,0 Married women
i. Those who nave Pap smears
,0 Learnt SSE from a doctor
c Knowledge I

o Susoeptrbility I

i: ~:~~::~~;e ab~;~ts of BSE . ---------- -- ---I
o Perceived fewer barriers to performing SSE
o Scored high on health motivation ,
o Higher BSE knowled~ -I
o Perceived efficacy I
o Desire for control over health i

22 Fu!ton J P et a:
1991

352 USA
40 years and older

588' USA

60 Gray M E
1990

347 USA
i Rural

USA
Worksite population
35 years and older , -.~----~-_j
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APPENDIX A

A1: SIGNIFICANT POSITIVE VARIABLES ASSOCIATED WITH SSE PE~FORIljJANt~E {Co,wnuecil

-!--- -~t RIABLES POSITIVE!. Y AsSOCIATED WiTHI
SSE PERFORiv1ANCE I

++; ~:erCt;;:;i)dIInport2Tlccect BSE ----------j
! 0 Personal consequence of breast screening
i p Effectiveness of breast screening
! 0 Chances of getting breast cancer
i ~ Attitudes of significant others
. 0 Moderate amount ofworrL_ --------J
o Perceived self-efficacy was a significant predictor

! JOURNAL AUTHORIYEAR DESCRIPTION

3291 I London
50-64 years
8reast ~-:.,eeni ng centre

69 ' Suttons S et al
1994

70 Wehrwein T C & Eddy M E
1993

86 i ltSA
MidlifG women
Ambulatory women's centre

i 1162 : Northern Ireland
I

---------~--_1
!

-------~-~~~~~-
71 Murray M & Mr::Millan C

1993
,0 Married

35--45 years
_~_~ __ ~_~+'~~_~_~ ~i-o-vyomng _

71 Murray M & McMillan C 400 ! Northern Ireland : 0 Confldence
1993

72 Redman S et al
1990

1454 . Australia

+--
1315 i Italii::a: clinical trial74 - GIVIO

i 1991
75 , Kloskowski S & Ebeling K

1990
f',k5 I Germany

! USA
I Worksite education programs

657jltalY

76 . Salazar M K
1992

L----=-_~~-=_-~
, 77 ; Ferro S et a!

1892 I 20-64 years
Katz R C et al
1995

1781 USA
'{ oung women------~--~

APPENDIX A

,
!

...-------.-~

o

History of breast lumps
Believe at increased risk of breast cancer
Have eSE's, "

___ -+-l_o_-,-F_re_q,-,-u~ntusers of general practitioners
Level of education

j
-----_ .._------'

c History of benign breast diseasefo Increasing age
. ° Higher education
i Q Prior breast biopsy
i 0 Pap smears
l , Regu:dr CBE--+--
i 0 Health consequences
I e Likelihood of disease
i ° Time fact:~o~rs~ _to Preventive attitudes

___ --j,'-o_ __!::!!_storyof breast disease

I
: Fear of developing cancer

Self-rated confidence in =-B-=-S=E _

-~----i

i

I
. -~-------,_1

I
i
I

--l
~
I

_J
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APPENDIX A

A2: SIGNIFICANT NEGATIVE VARIABLES ASSOCIATED WITH SSE PERFORMANCE

iJOURNAL \ AUTHORlYEAR i n - :~----------~~------~----+I~---15 Thomas S M & Fick A C 1 USA. I 0

j 1995 _J30-55 .....y...;:;e-'Cu:...::rs'-- -c'
Salazar M K S2 ! USA I 00 Belief that breast cancer causes pain

! 1994 I Working women Belief that a healthy lifestyle is protectiveL I I --t- 0 Belief that reminders would be helpful
r 38 ~ampion V L ------1 .58<.l-+-"G;_'A Io--=H::.:B="M.:::..:'b::..:a=m:...;·e-=rs~=.:...:::.-:'O'=":=..:::.:::...:.==="------

f..-----__._ 1987 '__ 1_ I
, 53 i 'Ultz MEet al l!SA ') Lack of knowledge

1993 I Vv ksite population ,: Discomfort
. 35 years and older ~

:- 79 Baines C j F!t al 1582 Participants in the Canadian National Breast: -o-F=-o-rg-e-:tfulness
__ --'--} 990 . I Screeninq Study .9'JBSS) __l . _

DESCRIPTION VARIABLES NEGATIVE/.. Y ASSOCIATED WITH II

SSE PERFORMANCE:::__ _
Fear of breast cancer =l

!15

1

I ,
~
I

_._J
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APPENDIX A

A3: SIGNIFICANT P~SITIVE VARIABLES ASSOCIATED WITH SSE FREQUENCY

r-----~------------
: JOURNAL'

e

VARIABLES POSITIVELYASSOCIATED WITH ~
SSE FREQUENCY _

Confidence in SSE performance
Prior SSE instruction ~
Finding a way to remember to do SSE _
Past frequency
Barriers
Health motivation I
Internal locus of control I

Being taught by a doctor I'
Confidence
Having SSt:: procedure checked
Perceived benefits I
Perceived susceptibility ~ I
lntennon to perform SSE l

~~~:?'~e~~:~~ ~~e:~; SSE ._-.-_- -__-._---.--~'
Perceived competence _

Satisfaction with SSE ability

AUTHOR!YEAR n= DESCRIPTION

6 , Colernan E A
: 1991

I A selective review of SSE literature:
i 1977-1989
l

I 0

t--37 -! Champion V L
1990

I :
362 i USA

! 35 years and older
/0
I o

: e,
, 0

300 I USA---
: 40-68 years

Ie--------+-
I 06', Fletcher S W et al

1989
- 0

o

191 : USA
----___,..

i 0

o

80 : Oslon R L & Mitchell E S
1989

f-.---8-1-----+'-R....;ed-e-k-e-r-N-S---- -----r----:-48::-t-;7U:::S'""'A-
1989

TWa':clkC-e-r7L-=R::-7&-=G::-7la-n--z--cK-:--
1988

Explanation of SSE techn_
i
9_

u
_e__ --.-.-._--- -- - ---1'- ,Ii 0 Health beliefs

__________ ~i-o---=H~e-a-lt-h-lo~c-u-s-=o-f-co-n-t-ro-1

I
,o· General health measures

Variables of the HBM
,0 Impact of women's social network

I
I0 Set of secondary non-health related benefits and barriers 1

----=-~----+------t--- ..- ,-- __ o--=-=-=-~- __ -----_-_+_o----:V\-Jo-'-m--'-en-'-;-s_;ce-va'--l-u'--at_:_io-n::_o~f her personal health care syste_lIl__
Calnan M & Rutter DR: Attendcrs of a SSE clasS I 0

0

Changing health beliefs
1988 SSE education

I 0 Perceived value of do;ng the behaviour found to be a more
_ __jl~__:i:_:.m:.cp_=_o'_Crt.:::;an"'t:..rp::..:.re=_d=ci_=_ct'_'_o_'_r..c.th_ca____.nperceived vulnerability to cancer__ ~1

82
I

-+----:2=-=64'-'-; USA ---

! University students and staff

:
Ir----e3
IL_--,-_
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APPENDiX A

A4: SIGNIFICANT NEGATIVE VARIABLES ASSOCIATE£) WITH BSE FREQUENCY

JOURNAL I AUTHORIY._ EA~R' = .L:. ~ DE_S_C_RJ_P~_IO_N t__V._:4_R_IA_BL_E_S__ N_EG,-A_~_IIf,_EL-,--Y_A_SS,-O_C_IA_TE_D_I,i'M_~_H~,- BSE FREQUENCY
37 I Champion V L 362 I USA g HBM specified barriers

I ! 1990 I 35 years an._:_::d:....:o::_:ld:.=e.:__r __j_ . _
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APPENDIX A

AS: PERCENTAGE FIGURES OF DIFFERENT GROUPS OF WOMEN PRACTISING SSE

! JOUR(\J=-~:.:::_L---J.--.-,-_~A'-'cU_:_c_TH_:_:O:..:R/Y,c:_:_:::::EA-,,-R-,---_+---,-n,--=-c-+I-,-:-. DES__c_C...c..RJ_PT_IO..:c.N-'-- -+- __ ~____c----:'cP:=:ER:_::C=Ec:-:-N-'-'-TA.:.c:G=E-'--'FI'-=-GURES ---------J
116 i Salazar M K 52 I USA 0 29% performed BSE I
r----- __ ~19~9::_4'____ I__·-__+I-'w~orc:.:ki=-·n"'g'--'wc::o~:mc..:e::::n:.:-----___ _ ~
, 25 Wardle Jet al 9181 I 20 European countries 0 54% reported never having practiced SSE I

1995 I' Young women I Q 8% reported regular mcnt~ly BSE practice I
Part of the European Health Behaviour I 0 36% reported occasional SSE 1
Survey I

Friedman L C et al 427 I USA 0 64% had practised BSE at least once during the past year
1994 : Gynaecologyoutpatients __ 10 27% indIcated tha~actise BSE m()nthl'L______ _ I

, Kaplan K M et al +-2=-4-=7-1-+I-c-USA i" 49% reported monthly BSE 1
i991 ' HI h nsk women ___j_ J

44 ~efenek M E -=-&-cWi-:-:::-llc-o-x--=P=--f----c1-=2-=5-+-'l-OJS'i:'A7- - - ! Q 36.8% reported monthly SSE -----.--- ..- -------!

~~r;m G R et al .__ --+_~ I ~ie~i:: :eon~a~:n-d=-n-u-rs-,in-gstudents +- 38% reported monthly BSE ---- --. - --.---- - --'l
1995 I I

Persson K e: al 162 I Sweden -t 0 10% practiced BSE ------ -.-. - -1
1995 " ; ;

:--6S---""L:UZ J r 1741 China ---_ i:o 15% practised monthly SSE --.---------.-.--- ---1
: 1995 I 48% had never~ormed ~ . .~

72 Redmann S et al i 1454 i, Australia 39% reported monthly SSE i
1990 i I

: Murray M & McMillan C 1162[NGrthern Ireland -+-1" 28% perform 8SE regularly .- -...--.- -.- ·---· ..1
1993 0 28% perform BSE occasionally :

___ ~ Remainder rarely or not at ai' .._. --J
I 0 39% reported some SSE practice ~

~_ 8% reported regular, correct BSE practice .__. ~_~
, ~~~~y B J & Bradford 1',CL~tUniversity staff I 0 31% reported monthly BSE -------n----J
Hill 0 et al 'I' 3527 I Australia '0 78% reported SSE at least once I

• 1991 I, 1 I 0 41% reported BSE:in the last month I

,--- + =~~~~j~~:23% reported monthly SSE over the past year J86 . Kash K M et al 2171 USA v 40% reported monthly 8SE l
1992 I I High nsk women 10% never oerformed BSE j

L___L_ .1__ '----_________ 50% reported Irregular BSE __~_' '..

40

43

50

62

73

74 ~GIVIO
I 1991

84

8S

FOOTNOTE. As can be seen, most of the figures for actually performing BSE are very low and well beiow breast cancer screening recommendations.

APPENDIX A A6



APPENDiX B

EFFECTS OF BSE EDUCATION AND INTERVENTION PROGRAMMES

. JOURNAL, AUTHORIYEAR n=

-- -- ~~----,---:-:--:---:---'::;7 Lierman L M et al
~ __...__ ~ ~19~9....c4-:-:-=-

:>0 Kurtz MEet al
1994

~ RESULTS ~j
Found that the most. effective way of. teach.ing a woman
SSEwas on her own breasts.

: Generally the more Intense intervention resulted in better I
i outcomes. Knowiedge seemed sufficient to promote SSE
: initially but frequency required skills, training and corrective I
. feedback. I-+- ------+ .---------~----...-.....<

1301 : UK Attitudes, beliefs and intentions to SSE screeninc behaviour i
, Inner City London : were positively amenable to change. - I

89 835 I Participants in the Canadian National : Looked at women's attitudes to breast screening after1
i Breast Screening study (CNSSS) • participation in the CNSSS and found that participation was I

i a positive experience for 93% of participants and that 89% I
----+---------.;.--c-7-::.-:---- ~ participants reported that the intended to ractise SSE.

USA Proficiency and perceived skill continued to increase at 12
_____ ~nths post-instruction ..

Revealed that a SSE programme targeted at a work-site 1
population positively influenced employees' attitudes to SSE I

frequency even though it was a brief educational i
, intervention. i

1----89 -. ,Agars j and McMurray~-166 'Western Australia---~- ------ Found film and diSCUSSiongroups toYieidthe greatest1
1993 ! I Nurses improvement in SSE prcficien. amongst nurses as I

opposed to booklets and individual teaching. However each i
of these methods produced a significant improvement In i,

-1___ _ , SSE teChnique(pvalue < 0,0001).. . j
56 000 i Finland . Results showed SSE compliance increasmq from 2% to i

: Mama Screening programmeutilises I 55% and in the compliant group, breast cancer mortality I
i Mama calendar was reduced by 29%. The system was found to be

I I effective, ea.sy and inexpensive to incorporate into existing I
Fletcher SW et al ----t---- 260 I USA ----- . ~~:'t~~~a~~:7n~truction -programme designed -to teach1
1990 I Marracare ir,..;tructlonprogramme women SSE found that BSE instruction should erru -asize t

: 'vVordensj K et al tl

-~t-vermont Communrtyreceiving SSE -t~i;Zfid~~f:~~r:~~:' in SSE frequency' and-detection-ori
1990 training___ i lumps in women who had received traim~. .. I

'--93 I?ainesC j and To T T 89 835 Participants is the Canadian National I Suggests that most women who enter screening]
! i 1390 I Breast Screening Study (CNSSS) i programmes will upgrade. their s.kills if sUbie.ctedto brief
~ j_ . l ~sodes of repeated SSE IrfstructlOn. ._

26

Coleman E A
1991

--,--
I DESCRIPTION

I Janz N K et al
1989

i : Review of SSE literature-t---t (1977-1989)i ! Review of 33 intervention studies

6

69 Sutton S et al
_____ -=1~9-=--94~-::--.

79 BainesC j et al
1990

I Middle-agedwomen
, USA
Work-site population

. - -gO --- Ga-s-tri-n-G----------+-
1993

91

92
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APPENDIX B

EFFECTS OF SSE EDUCATION AND INTERVENTIOt~ PROGRAMMES (Continued)

n = i DESCRIPTION I RESULTS ------i JOURNAL AUTHORIYEAR
94 Spatz T S

1991
~·-9~ Coleman E A et al

1991

~ Alcoe STet al
1990

r--------gj Sennet S E et al
1990

98 Alcoe STet al
1995

783' USA

I Experienced improved results in training using the 4MAT 1
____ -+. --,:m:,;_oc:c.:d:;_:e:_clover traditional lecture/discussion formats.

. Found that women who were taught SSE individually on

I their own breasts as opposed to in a qroup using a model
performed SSE significantly more proficiently (p value

I <C 041 I

Re~eal~d that any SSE instruction (be it individually or inl
groups. regardless of details and teachmg methods) will I
result in a reported increase in both frequency and
~d~cy. !
Cited even minimal intervermon led to a greater awareness II

and frequency of SSE. I

This study looked at three different methods of teaching II

SSE and found that all three groups reported increased
confidence and frequency. However the group that was I
taught on their own breasts achieved the highestscore~:____ "

49 I USA
; 4MAT Model

79: UfA
: Older women

:-canada
: 10 year study

Women from a health maintenance
_______,__Clrganisation
614 • Ireland
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APPENDIX D: QUESTIONNAIRE

Breast Self-Exammation Survey

Introduction
Dear Patient, rnv name 15 Dr Caroline Day and I JIn conducung a survey on
women's attitudes to Br(.~a,:;t Self-F,JJIliIldtlon lESE 1 By Breast Self ..
Examination (ESE), I mean. examining vour breasts m order U detect am
changes or abnormalities The results wil! be presented 1Il my research project
for the degree 1Il Family i\kd!clf1e Jt the Univcrsrty of the \VI~"\\atersr,-Uld

Purpose of Survey
The purpose of the survey IS to help Doctors ::nd other health care workers
understand the problems women face with bSE It IS hoped that this will help
them promote and t·~~c!t it better

..
Target Population
If you are 18 years or older and would like to help by' fillin« in the
questionnaire, vour assistance would be must appreciated. The questionnaire
takes a maximum of 10 minutes . :~yOIlI' time It is completely confidential and
anonymous Please 3.115,\er as mnny qllCS(\(\I1S a, \ ou can, and then place your
questionnaire 111 the sealed box at reception

For Further Information
If vo would like information on Hre~ht Sell-Examination or .u e concerned
abou: ,H\ythll1~ that the q\le,tl''I1[J~\![e r.u-c-. plea ..;,: dll not hesiutl' ~u speak to
your doctor lnformanon [lclIlli'hlet:; l)11 Br '.1.-;( Sdf-E:clIlllnalllJIl techniques are
:1\ auable from the rccepnoru- t

Thank you very much for Yl)ur tunc and co-operation

Dr Caroline Day



How to Complete ~!IeQuestionnaire
Where applicable
(/ 0' place a Tick on the relevant box. \\111,); all' illgh!lghled III grev

1 What is )'0111' age in years?

I '& ._~_-_=~~~~~~=~~=_~_-___j
2 What is the highest standard of education you achieved?

HI"'.~~t Level of Educauon t [()

--=_=~-=_~_~!~lld~lrd-5_or~~~~-=_====__=_J--

4 What is your current occupation'!

l-;_ ---_===--=~===~_~~~~~~-=~=_==_==_=J



~
--------- - - ---,------

, :'-onChildren
--""---~--"- ----------------------:-------:---

Less than 1 \ ear I
3 I 1 - 2 Years ------1-

--4--- ; 3 - 5 '\ ears I
----+---------------------t--------i::: i 6-10Years 1

6 I 11-!3Year5 !
-7-, "T----- 14.16 Years --------+,----1
8 +---------i-7~\ e:l-;;- !

- 9-_ ~ =_~20i:;,~_;,,;ij!;i';:_~~;F j
6 What is your Home language?

1 2 -+__ 1___ "_ ~ 5 6
--"--"---- -----

Language English Afrikaans I Zulu Sotho Portuguese Oth~r (State)~
"o- f-- I -

0'

8 How do you rate yourself in terms of a Healthy Diet'!



I() [)'l you Smoke?

lOa If Yes, How much do YOU smoke?-
Number of ~t:"n [0

0, i , I II--~--r o_~____~_
10 - 20 per Day 121-30per More than 30 per

Cigarettes __Eer Day I Dav I Dav
0' . t

--

11 Han often do vou drink alcohol?
1 2 __ 1----____ 3_____ 4__ ~ 5 _j~___ __§__

Never Daily Twice to Three Once a Once or Twice a I Very
times a Week Week Month Infreguently

0
-.-~------

12 Have you ever had a PAP smear'?

QM~

13 Have you ever had your breasts examined by a health care worker!
(e.g., Doctor or Nurse)

L_l L_:
I Yes I [';0

1--0--:--+-
1

- I

13a If Yes, Hoy\, often do you have them examined?
i 1 2 J____'----- ----,

1---=::__ rr-~=L-e-S'-Sc..:.-t:..:...l-l=a-c.:..n-....::":_O::ll=c=e=a-L-e-a-r-TL--O-n-c-e-'-a-v-e-a-r-- ~r-e=th_-:~_'~_r=Je-e;-Y-l';I-r:__-_-
o ,



13 b If you d o have your hreusts examined, by \\ hom is the e xu rn ina tinn
dnl1e'?

h
~---~------_1_.. --~-- - - -------- --------_L __ ..::=J
: General Pr act iti.mer (GP) Gynaecologist :\urse J_IT .- -----l_ .,------- I

-------------~------------~
14 Have you

14a If Yes, HOH- often?
l I L_~__J _L_ --~-:_'-----i

t---=O=-'_-1_0_Il_re Only i Once a Year J Once ev~_- 3 Y~rs I Once Ev~ 5 Years

15
Do you believe that r:stp;I~fnis useful?

lSi} If Yes, Why?

(3_t---------------~---.---.----------
t--.----------- .-.----.--~----.--.------------

ISb If No, wu, not?

--------------- ------------------------------1

1--------------- ------------~------------;



16a If Yes, for How long?---I~·~1----2·----~----3---~
s than 6 Mont~'--6-':--12~1:0!~th-s--1 -- Mure thall 12 --

I I Months-------1 L .

17 Have you presently got or had any of the following breast pre'
d/ I?an or procer ures.

Breast Prnhlems/Prnce du res
--- r---"
I A lump (e.g., a Fibroid}

..
2 Lumpy breasts (e.g., Fibroaden
3 Tender breasts_.
4 N ipple discharge
r----.---.-------. .-

5 A breast biopsy (Removal of a piece of
-- ._----_-_._-

6 A breast implant-4=7 Breast surgery
-- '---"' -----.~._----.~---------

8 None
-.-~~-------.--- .. --.

9 Other (Please 5pecijJ'}:"a

(0---.------4--------
-_._--_._---

osis)

----_._-_._- ---
breast tissue)

_._._----_ ..- _._--
----_._---- ---_

18 Do you know any body who currently has or has had breast cancer?
; I I ,
l. ._....L....~
I Yes I :,,<.

I 0 r----r-



7 -+, _

8 I Other (Please SpecifY):{3_,

~ I

19 How afraid are you of getting breast cancer or a recurrence of
breast cancer'?

[ f~:-t-::~-I_-l--i""'--:_--\_-L-i-tt-~-.-.\-f!:__-a-id-r--:V-l'-o-d-er-a-t-;l-Y-A-r-r-,Ii-d ......-\-!e-ry-. -~-f-ra-i-g--,

20 How much at ris k do you feel you are of getting breast cancer in
relation to other women'?--~------.----~--.--------~-------------~
~~::_-:.\b-;,i;±;,~:,;;+",~, _ _~'low ~""=:::~

----------
r Don't kn')w --

21
Do you feel that breab't ""T~~;'B'I"~::"W""d'!

----r-----r --
I I



21 a Pll':J\L Tick a nv of the fl,ll(\\\ill~ fa ctur s which vOU think may he risk
w ._. w ~

factors for breast cancer':
,0

.·l~_=~llTgh_~:t.L~~;\~f:ibreDi-;~--~-i--~
I :-io( Having Children

-~-I~----~~of~-e-rc-i-se--------i------4

High BloodPressure I
5 Stress-----==---+i- ----I

6 , :-iot Breast Feeding -----r-
_~~tDO~BreJst ~lf-E~Jminatio~_l-__iT-----_1
_ 8 L Cholesterol I
9/ Having a-Mammogram :--
l---I-O--+-,-H-a-"'-ir-Ig-a-R-e-I-'a-t j-",-e-wi th B ''''~ C ,,"" t--
I I High Protein Diet _{--
12 Oral ContraC_~(t-'.,->;.-, -l-he-p-tl-[)-I __ J
I} SmoKmg . J

22 Have you ever been informed about Breast Self-Examination?
2

s No-_._--
I

22a If Yes, by \Vhom or by What me:111s?

~------,- ..------------------.------.'-------.-----t----j

~J General~::ctitiol:.t'_r_iGIl__ -----.=t=l---
2 I Gynaecologist

-3-l-----------N~lrse-------------- - ---
-----------_._------------- .-

.\ P;Jmrh/;:(S / Posters
t----t----------...::.------------.---------+----j

Family! Friends5
6 Booksl-----~---------------------.-------~------
-; l'rlagazines

8 Other (please Specifyj.'cs,

22 b How well informed do you feel you <ire about Breast Selr-
Examination?L--_-_-=--_- _-_-1_--_--_-_-__-1.,--_--, -_-, _--_c -..-- __-_.,..-:-_-.=-=--_-=--_-_--_-_~-=-._-.,

! :"in! at All I .'\{lJderately i Very well Informed
f-----0~- ·----i~--·---------·-==r------·



23 Has anyone ever taught \()U to examine your ()\\11 breasts'). . -____:' - - -
I ,

---~-~ ..~-~-

23a If Yes, Who?

f-- 1 I Genera

2
-

3

4

5
f----- r---

6 Other (Please Specify

I Practitioner (GP)~~----- __-+-
Gynaecologist

Nurse
-

Friends
-----------.--+----1

Farr.ily

): '(3_

24 Have you ever examined 'your own breasts?

t,J I y:, 15
24a If Yes, \Vben?

2 t- 3 I I --
J + 5 6 7

Less Monthly I '10" I Before During I After No
than than your your your Specific

Monthly Monthlv I Periot] Periud I Period Time

0' I I ,

24b How often baH you examined your breasts in the Last month?
121f---------=-- -'------

Nil Once LMarc than Once

24c How often have yOU examined your breasts in the last 3 months?IF 1 2 I

td:== Nil ---;-_L_e_s_s_th_a_n_3 _T=im==e=s===/1 ==;:\=1=0r=e=t=h=a=n=3=1='=im=e=s=~



24d If 'yOU do I/O! ex..rninc vo u r breasts, would YOl! do so, if a doctor or
health carl' wo r ker aiiised YOU to? ----------------~

24e If you do not ex.imine your breasts, would you do so, if a doctor or

health care worker t{r,gr~-f I )' ~~--r~t-p~h~
24f If you do not ex.irnine your breasts, do you have :1Oy intention to do
so?

1---

0
=----;---y-'e_ry_D_~_fi";'" _~ lY_I_a

2

_Y_be ±__N_o_t or All j
25 Has anyone eve: encouraged you to practice Breast Self-
Examination ':

25a If Yes, by Whorn?
[3

Doctors
------

1'1urses
-------r----

Friends
--------

Family

Work Colleagues I-
ier (Specify):?3.

-IT_
S I
6 Ot

26 Do V0U ever di-cuss Breast Self-Examination with anyone?. -
l i 2

! Yes No
0 !



26a rr l"t's, with Whl)m '.'

6
L.-_--'- ---1

27 Do you use Reminders to remember to examine your breasts'? (e.g.,
Calendar, Your Period)

! 1121
IfuT'Nol

o i ~

27a If Yes, How do you remind yourself? (Please Specify)

28 If you do examine your breasts, 'why do you? (Please give as many
reasons as you can think oj)
'(3_

-..

'----' ._---

----
- --- -_._------------ ---

--- -----
- --

-

.__. ---

II



29 Ifyou do nnt examine your b rc.ixts. \\h,: is thix? i Pleasc give as many
reasuns as I-Oil CUll think oj)----~----------.--------------------------~

r--f-~~_' =--__ -.-=_._- ....-_..-_-_-_-=-_..-_-.-=_~=_-_-..-_--. ------ ..-_._ j
---~

------- ---.------------------- ..----~

1-----------------------------------_.-

I--- ..-----------------------------------------~

~----------------------------------------

30

1
10

How confident do you feel nhout examining your- own breasts?

hry Confidont ~,;;;~h.}C;;;;fid-,:~;-- Not" ,IIJConfid,nt

31 Would you like to he taught to examine your b i'<1StS?

L~-_I_2
~ Yes I [';0_'---r--o I

31a If Yes, by Whom?

I J:
r--DO-~-to-r--~II Nurse I """ -i--F-'e!:lale

l___ 0_v -" ----'.'- -=--IT· --------[ ----

31b And How?
I 1 I 2 -+

I
I --

I One-to-One Basb I Group I Books ! Pamphlets I Video

0 l I
-;- !I I

12



3'_ \Yould you like mot e info rrnatiori about Breast Self-E'\~lmin3tiolJ'?

~ B i Y" i \" I
33 Would you like information about Breast Cancer?

t 1

i Yes i \00--1 -

for taking part in this Survey.

13
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