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Abstract

Despite many therapeutic advances, breast cancer remains a major killer of
Canadian women. Since its etiology is uncertain, the current approach to recucing
associated morbidity and mortality is early detection through screening: mammography,
physical examination, and breast seif-examination (BSE).

Most Canadian women know about BSE but few practise it . Since previous
findings have been contradictory, the purpose of this study was to develop a new model of
factors associated with those who practise (or do not practise) BSE.

The model was constructed following ethnoscientific analysis of interviews with 13
women. Eleven categories of characteristics associated with BSE were identified. These
categories were further refined into four components — social context, information,
meaning of having breast cancer, and routine — which comprise the BSE Practise Model.

Based on the above analysis, a BSE attitude questionnaire containing 11 subscales
were developed. Following content validation, the subscales were placedina
questionnaire with the Crowne-Marlowe Social Desirability Response Index (CMSDI),
selected demographic items, and a BSE practise question and pretested with a group of 24
women to determine internal consistency, stability, potential social desirability response
bias, and time required for completion. Cronbach's alpha for all subscales was 0.8 or
higher. Eight subscales had test-retest correlation coefficients of 0.7 or higher. None of
the subscales showed evidence of social desirability response bias. The instrument took 15
minutes to complete.

Following revision, the questionnaire was admistered to 341 women. Complete
questionnaires were obtained from 158 women. Cronbach's alpha for 10 of the subscales
was 0.7 or higher although four of the subscales showed minor potential for social
desirability response bias. The validity of the subscales was analyzed by conducting a

factor analysis (Varimax rotation) for 11 factors. Eight latent variables were identified. The



validity of the model was analyzed by conducting discriminant analysis and stepwise
multiple regression. Eighty-five percent of participants were correctly classified in terms of
their BSE practise based on the latent variables. Four composite scores, representing the
four components of the BSE Frequency Model were constructed. These scores accounted

for 41% (Definition 1) to 53% (Definition 2, including education) of the variance in BSE

frequency of practise.
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CHAPTER L BREAST SELF-EXAMINATION: AN IMPORTANT HEALTH
PRACTICE

Introduction

Breast cancer is a leading cause of death among women in Canada. In 1987, there
were approximately 11,400 new cases of breast cancer and 4,400 deaths associated with
breast cancer (Canadian Cancer Society, 1987). Itis estimated that in 1989 there were
12,300 new cases of breast cancer and 4,800 deaths associated with this disease (Canadian
Cancer Society, 1989). ‘There are approximately 540,000 new cases of breast cancer per
year world-wide, 40% of which occur in the developing countries (Semiglazov &
Moiseenko, 1987).

Since the etiology remains uncertain, the main approach to this serious health
problem has been medical in nature (€.g., mammography, radiotherapy, chemotherapy).
Another approach to early detection under the control of the woman herself is breast self-
examination (BSE). Despite considerable debate regarding the efficacy of this approach, it
is generally thought that BSE may also aid in reducing the morbidity and mortality
attributed to breast cancer. The purpose of this study is to identify and understand the

factors associated with doing and not doing BSE.

The epidemiology and etiology of breast cancer
Despite many new technologic, surgical, and pharmacologic developments, the
epidemiologic pattemns of breast cancer in Canada and the United States have remained
relatively constant since the early 1900's. Age-adjusted death rates generally follow
incidence curves and show a gradual increase with age, climbing more sharply beginning in
the fourth decade and levelling out somewhat after the age of 7 5. The rates of breast cancer
among immigrants to the United States from countries with low breast cancer rates (e.8-

Japan) remain lower than the rate for American women, but these rates rise above the rate
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were approximately 11,400 new cases of breast cancer and 4,400 deaths associated with
breast cancer (Canadian Cancer Society, 1987). It is estimated that in 1989 there were
12,300 new cases of breast cancer and 4,800 deaths associated with this disease (Canadian
Cancer Society, 1989). There are approximately 540,000 new cases of breast cancer per
year world-wide, 40% of which occur in the developing countries (Semiglazov &
Moiseenko, 1987).

Since the etiology remains uncertain, the main approach to this serious health
problem has been medical in nature (e.g., mammography, radiotherapy, chemotherapy).
Another approach to early detection under the control of the woman herself is breast self-
examination (BSE). Despite considerable debate regarding the efficacy of this approach, it
is generally thought that BSE may also aid in reducing the morbidity and mortality
attributed to breast cancer. The purpose of this study is to identify and understand the

factors associated with doing and not doing BSE.

The epidemiology and etiology of breast cancer
Despite many new technologic, surgical, and pharmacologic developments, the
epidemiologic patterns of breast cancer in Canada and the United States have remained
relatively constant since the early 1900's. Age-adjusted death rates generally follow
incidence curves and show a gradual increase with age, climbing more sharply beginning in
the fourth decade and levelling out somewhat after the age of 75. The rates of breast cancer
among immigrants to the United States from countries with low breast cancer rates (e.g.,

Japan) remain lower than the rate for American women, but these rates rise above the rate
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of the women in their country of birth (Siedman, 1972). Prognosis is generally poorer for
premenopausal women compared to postmenopausal women.

While the etiology of breast cancer remains uncertain, a number of risk factors have
been identified, and the trends (noted above) suggest a lifestyle factor (Spratt, Donegan, &
Greenberg, 1988). Lubin, Burns, Blot, Ziegler, Lees, and Fraumeni (1981) note that the
age-adjusted relative risk of breast cancer increased significantly across all ages with a
greater consumption of beef, pork, and sweet desserts. In their analysis of the relationship
between breast cancer rates and per capita fat intake (kcal) in 21 countries, Prentice, Kakar,
Hursting, Sheppard, Klein, and Kushi (1988) report that a straight-line regression
accounted for 58% of the variance in incidence rates (p<.0001). The National Cancer
Institute is currently undertaking a randomized clinical trial to determine whether reduction
of dietary fat among middle-aged women will reduce breast cancer. Repeated
demonstrations of a strong familial tendency suggest that an inherited factor is also likely
(Anderson, Goodman, and Reed, 1958: Jacobsen, 1946; Lees, Burns, May, and Jenkins,
1984; Wynder, 1976). Other factors include ionizing radiation (Spratt et al., 1988),
reproductive factors such as low (2 or less) parity, early (before 12 years) menarche, 30
years or more of menstrual history (Lubin et al., 1982; Shapiro, Strax, & Venet, 1968),
late (over 35 years) age at first birth (McMahan, Cole, & Brown 1973), and previous
breast cancer (Papaioannou, 1974).

Other risk factors, which are inconclusive or contradictory, include viruses
(Papaioannou, 1974), reduced estriol production (Dickson, MacMahon, & Cole, 1974,
Lemon, 1965 [cited in Donegan and Spratt, 1988)), reduced androgen production
(Bulbrook et al., 1964; Bulbrook, 1973), increased prolactin levels (Hobbs, Salih, & Flax,
1973), hypothyroidism (Buckman & Peak, 1976; Repert, 1952), estrogen ingestion
(Arthes, Sartaell, & Lewison, 1976; Burch & Byrd, 1971; Centers for Disease Control,
1983; Glass, Hoover & Finkel, 1979; Hoover, Gray, & Cole, 1976; Lubin et al., 1982;



Royal College of Family Practise, 1981), a history of breastfeeding (Lubin et al., 1981),
and tonsillectomy (Lubin et al., 1981).

Based on an analysis of risk studies to date, Carter, Thompson, Bourdeau,
Andenes, Mustin, & Straley (1987) analyzed risk data for a cohort of approximately
50,000 women 40 years of age or older in the northwestern United States. They estimated
that 80% of the breast cancers occurring in this group of women occur among those
women identified in their model as being at increased risk (those in the HR, MR, or BR
categories in Table 1), and approximately 20% of the breast cancers occur to those women
identified by their model as those not at increased risk (NMR category). The relative risks
for the HR, MR, BR, and NMR categories were x6, x2, x1.5, and x1.2 respectively.

Table 1

Risk Category Recommendation

High Risk (HR) previous breast cancer or mother with breast cancer
or age 50+ and two variable risk factors (VRF)*

Moderate Risk (MR) under age 50 plus any two VRF or age 50 plus any
one VRF

Borderline Risk (BR) under age 50 plus any one VRF

* Variable Risk Factors are previous other cancers, close relative with breast cancer,
menarche age 10 or earlier, nulliparity, first birth after 30 years of age, menopause after 55
years of age, and previous benign breast disease.

Screening to reduce morbidity and mortality of breast cancer
Since the etiology of breast cancer remains uncertain, to date, the best approach to

reducing the morbidity and mortality associated with breast cancer has been early detection



through screening (Carter et al., 1987; Ferguson, Meier, Karrison, Dawson, Straus, &
Lowenstein, 1982; Fisher, 1978). The nature of breast cancer tumors, however, has posed

some difficult challenges in the screening arena.

Screening Challenges

The first of these challenges is related to the biological nature of breast cancer
tumors. Some kinds of tumors are more aggressive (i.e., metastasize more quickly) than
others. Until recently, it had been assumed that there was a universally strong positive
correlation between the early detection of breast cancer through screening and reduced
morbidity and mortality; however, according to Spratt et al. (1988), this is not necessarily
the case. Following the Breast Cancer Detection Demonstration Project (BCDDP),
investigators concluded that breast cancers could be divided into three groups (Heuser,
Spratt, & Polk, 1979a; Heuser, Spratt, & Polk, 1979b):

1. those that grew so rapidly that even if they were found when they were small using
BSE, physical exam, and/or mammography they had already metastasized
extensively, thus decreasing the chance of a favorable treatment response;

2. those that grew more slowly and often had either not metastasized at all or had only
spread locally by the time they were detected using mammography and/or BSE,
thus increasing the prospect of a more favorable treatment responsc; and

3. those that grew very slowly and, despite their size, did not seem to metastasize,
thus also responding favorably to treatment.

Tumors in the first group seemed to result in death despite rigorous screening protocols.
Compared to slower growing tumors, faster growing cancers were more likely to have
metastasized by the time of detection (p<0.05) (Heuser et al., 1979a, 1979b). The faster
growing tumors tended to be detectcd as lumps that appeared between annual
mammograms and were found accidentally or by women doing BSE. The slower growing
and often less aggressive tumors tended to be discovered through mammography before
they were palpable. Spratt, Chang, Heuser, Kuhns, Buchanan, and Polk (1983) studied
28 tumors detected between annual screenings using BSE in the BCDDP project. Upon



retrospective review of mammograms, they found 13 cases in which there were
mammographic abnormalities but no tumor nucleus shadow and 15 cases in which no
abnormalities were noted. These 15 cases, often labelled "acute carcinomas,"” were more
common in younger (under 50 years) women with heavy, dysplastic breasts (making
palpation and mammography more difficult) and no family history of breast cancer. The
growth patterins were infiltrative, thus delaying formation of a palpable mass, and the
tumors were often associated with metastases to regional lymph nodes at the time of
diagnosis. The 13 "missed" cases, often labelled "slow carcinomas," were more
responsive to treatment. Thus, the benefits of detecting breast cancer early are more
complex than many investigators initially realized. For those women who find acute
carcinomas early, a good prognosis seems unlikely at this time; however, for those who
detect slow-growing tumors early, the future is considerably brighter.

In the early evaluation of breast cancer screening programs, investigators frequently
noted that treatment results for those whose cancers were detected using mammography
seemed better than for those whose cancers were found accidentally or by using BSE. This
phenomenon, known as length bias, was due to the fact that tumors discovered during
mammographic screening were often less aggressive and therefore had a more favorable
outcome.

The second challenge which is closely related to the first challenge, involves the
difficulties in determining when breast cancer tumors need to be detected in order to
maximize the chance of a favorable treatment response. From a screening standpoint,
Spratt et al. (1988) introduced the concept of a cancer control window (CCW). A CCW is
the time between the moment a cancer is large enough to be detected and the moment it
disseminates. It is generally thought that the greatest opportunities for reducing morbidity
and mortality associated with breast cancer lie in the detection and treatment of tumors
during this time. As discussed above, some very rapidly growing cancers are probably

not detectable before dissemination.



Estimates of doubling time aid in understanding the length of the CCW. Doubling
time is one of several measures of tumor growth and is the time required for a cancer to
double its volume. Individuals seldom survive more than 40 doublings. Spratt,
Katenbach, and Spratt (1977) report median doubling times ranging from 23 to 209 days
(median 120 days) based on a sample of 19 primary breast cancer patients. Spratt (1981)
estimates that the CCW for breast cancer was 14 doublings at the very most and was
probably closer to 9 doublings. Thus, according to these figures, rapidly growing tumors
can potentially go from being barely detectable to metastatic in 207 (9 x 23) days or 6.9
months. A more slowly growing tumor, on the other hand, could remain non-metastatic
for up to 2926 (14 x 209) days or 8 years.

Given the variable growth rates of breast cancer, screening-related diagnoses are
sometimes made after the case is already terminal but earlier than it would have been if the
individual was not diagnosed until the disease presented clinicaily. In the evaluation of
screening programs, this phenomenon, known as lead time bias, often caused investigators
to attribute an increase in survival of screened individuals to screening when in fact the
increased survival was related to an earlier diagnosis of an already terminal condition.

There are many ways to estimate lead time. According to Spratt et al. (1988), lead
time for mammographic screening is obtained by multiplying the number of doublings
required for a cancer to grow from the size detectable using mammography to the size
detectable using BSE by the net doubling time for the interval of growth. In the BCDDP,
doubling times based on xeromammograms were determined in 23 cases and ranged from
109 to 944 days (log mean was 327 days). No cancer smaller than 2.1 mm was correctly
diagnosed using mammography (Spratt et al., 1988). Foster, Lang, Constanza, Worden,
Hains, and Yates (1978) found that the mean tumor diameter discovered using BSE was
0.4 mm. According to Spratt et al. (1988), approximately 9 doublings would be required
for a cancer to grow from 2.1 to 20.4 mm. Estimating conservatively and using the

BCDDP data but without adjusting for age-related variations, the lead time associated with



mammography could vary from 981 days (9 x 109) to 8496 days (9 x 944), with a mean of
2943 days (9 x 327), or 2.4 years to 20.7 years, with a mean of 7.1 years. Moskowitz and
Fox (1979) estimate the lead time gained by mammographic screening to be 2.2 years (+/-
0.4) for those under 50 years and 3.2 years (+/- 0.4) for those over 50 years. In the
BCDPP, Heuser et al. (1979b) and Sprait, Greenberg, and Heuser (1986) report a lead

time between 1.8 and 6.9 years, depending; on age.

In summary, then, it can be seen that screening can detect breast cancers earlier than
they might otherwise be found, but only some of these will still be within the CCW.
Obviously, the earlier the cancer is detected, the greater the chance that it would still be

within the CCW and favorably respond to treatment.

Types of Screening

Three techniques, mammography, physical examination, and breast self-exam
(BSE), are currently being used for the early detection of breast cancer. While any one of
these techniques may be of some benefit on its own, the best approach appears to be one
which utilizes all three. The BCDDP, which screened 290,000 women in the United
States, found that of the 3,557 cancers they detected, 42% were apparent only on
mammography, 9% did not show on mammography but were found by physical exam, and
17% were detected by BSE between annual exams (Baker, 1982). The bulk of the
remaining 32% were detected by more than one screening method, leaving a small number
for which the method of diagnosis was unknown. Based on their analysis and findings
from other studies, Carter et al. (1987) recommend a breast screening schedule

(see Table 2).



Table 2

Risk category Recommended screening protocol

High Risk annual mammogram, physical exam, and BSE
instruction in screening unit

Moderate Risk mammogram, physical exam, and BSE instruction

every three years in screening unit. Physical exam
and BSE instruction in primary care center during
other two years

Borderline Risk mammogram, physical exam, and BSE instruction
every five years in screening unit. Physical exam
and BSE instruction in primary care center years

No Measureable Risk referral as necessary to screening unit, annual
physical exam and BSE instruction in primary care
center _

M i { Physical Examinat
Mammography, a specialized type of x-ray, has been of interest to health care
professionals since Salomon (cited in Donegan and Spratt, 1988) first showed a correlation
between the clinical, pathologic, and roentgenologic characteristics of breast tumors. The
main advantage of mammography is that it is noninvasive and assists in the identification of
nonpalpable, small lesions. It has been estimated, however, that mammography misses
12% to 16% of clinically demonstrable tumors (Donegan, 1988) and that for women less
than 50 years of age, it misses as much as 41% of the tumors. The reduced effectiveness
of mammography among younger women is thought to be primarily due to the density of
younger breast tissue. For this reason, many argue that women should receive a physical
examination by a health care professional at the same time as their mammogram.

There is an ongoing debate about the carcinogenic effect of ionizing radiation.



It is well-known that this result is clearly related to age at the time of initial exposure, with
the greatest effect being seen among children, adolescents, and young adults, and that it is
cumulative. While all of the evidence is not yet in, there does not seem to be a significant
detectable effect on breast cancer incidence for those exposed during mammography
beginning around the age of 40 years (Feig, 1983, 1984a,1984b), particularly given the

low levels of radiation per examination now possible.

Several randomized trials of screening for breast cancer have consistently shown
the value of mammography for detecting small non-metastic tumors. In the United States,
the HIP study showed a 24% reduction in the 10 year mortality rate from breast cancer
(Shapiro, Venet, & Strax, 1982). No reduction for women under 50 years of age was
noted, but a recent study by Habbema, Van Oortmarssem, and Van Patten (1986) suggests
a delayed benefit for this group. Verbeek, Hendriks, & Holland (1984) and Tabar et al.
(1985) also found a reduction in mortality for those over 50 years of age.

B If: ination (BSE

Breast self-examination (BSE) is a method of physically checking one's own
breasts for monthly changes. A critical issue in the evaluation of BSE is technique. There
have not been any studies comparing the relative efficacy of the various methods of BSE.
Perhaps for this reason, there is little uniformity in the methods used in the various studies
cited in this document. The following description is the result of the investigator’s clinical
work with a physician, Dr. Patricia Burns, a recognized clinical expert in this field.

In order to have the best chance of detecting potentially malignant changes in breast
tissue, BSE must be done every month. Because changes in breast tissue follows a
monthly cycle that roughly parallels that of the ovaries, the best time to detect real changes
in breast tissue is between days 10 and 14 of the menstrual cycle, when monthly cylical
influences and fluid retention are minimal. Women no longer menstruating should choose

a day (e.g., first Saturday of the month) convenient to them and check their breasts on that
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day each month. BSE should be undertaken in either the standing or sitting position,
which includes an examination of part of the breast that extends into the axilla, and in the
lying position as some cancers are more readily detectable in one position than the other.
While many different methods of palpation are used, itis crucial that the method of choice
be one which ensures complete coverage of all breast tissue. The easiest method of
palpation for most women is one in which they begin the examination at the clavicle.
Using the opposite hand and proceeding side to side, the skin under the hand is moved in
small circles over the underlying stru..tures. Then, without removing the hand from the
surface of the skin or changing the pressure under the hand, the hand is gently moved
about an inch and the same process repeated. Once the midline or the acromial process is
reached, the hand is moved down about an inch and the above process is repeated, coming
back in the other direction. As the axillary region is reached, the lateral edge of the
examination region should be extended distally to include the area below the axilla. On the
last "row" of BSE, the hand should be partly on breast tissue and partly on the chest wall.
In this way, tumors on the periphery of the breast are less likely to go unnoticed.

The position of the hand in BSE is very important. In order to maximize the chance
of detecting an abnormality, all four fingers must be used, and all knuckles kept flat. As
the hand moves around the curve of the breast to the area below the axilla, flexion of the
wrist makes it possible to keep the whole surface of all four fingers on the breast. Clearly,
the correct practice of BSE requires specific information and must be practiced in order to
be perfected. Clinical records show that women who use this method can detect breast
cancer tumors of about 10 mm in size (Patricia Burns, personal communication, 1989).
This is highly significant because if BSE were done as outlined above it could aid in the
detection of a greater proportion of breast cancers still within the CCW, a time when
tumnors are more likely to respond favorably to treatment.

The efficacy of BSE is controversial. As was noted above, tumors detected using

BSE are usually much larger than those initially found using mammography and therefore
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have a poorer prognosis. Foster et al. (1978) report that the mean size of tumors detected
using BSE was 20.4 mm; whereas, those found using mammography have been as small

as 2.1 mm (Spratt et al., 1988).
The sensitivity of the screen (the ability of the screening method to detect breast

cancers) is reported to vary between 26% and 70% (Baker, 1982; Gastrin, 1976;
Greenwald, Nasca, & Lawrence, 1978; Gohagan et al., 1989; Gugley & Brown, 1981;
Tabar & Gad, 1981). Thus, some suggest that women who do BSE may miss cancers and
be falsely reassured that they are healthy. Hall, Adams, and Stein (1980), attempting to
improve the sensitivity and specificity of BSE, found that the percentage of false positives
actually increased following training using silicone breast models. This finding has led
many investigators to conclude that the best way improve the predictive ability of BSE is
for each woman to practice on her own breasts.

Although some have found no relationship between BSE practice and the stage of
disease at diagnosis (Gould-Martin, Paganini-Hill, Casagrande, Mack, & Ross 1982;
Senie, Rosen, Lesser, & Kennie, 1981; Smith, Francis, & Pollisar, 1980), Constanza and
Foster (1984) found that in their sample of 1004 women with breast cancer there were
fewer breast cancer deaths among BSE performers than non-BSE performers. After 5
years, 75% of those who had done monthly BSE were still alive compared to 57% who
had not done BSE. Several researchers have found that women who did BSE on a
monthly basis tended to be diagnosed with earlier stage disease than women who did not
do BSE (Feldman, Carter, Nicastri, & Hosat 1981; Foster et al., 1978; Greenwald et al.,
1978; Huguley & Brown, 1981).

Foster and Constanza (1984) also estimate that a lead time of 3 years would have to
be taken into account when atterhpting to estimate the beneficial effects of this type of
screening on morbidity. This figure has been criticized due to the use of a uniform cancer

volume doubling time of 100 days. Given the extreme variation in growth rates among



volume doubling time of 100 days. Given the extreme variation in growth rates among
breast cancers, the difficulties in establishing a suitable value for doubling time is
understandable.

Hill, White, Jolley, and Mapperson (1988) undertook a meta-analysis of 12
studies, which included 8118 patients with breast cancer. The purpose of this analysis was
to determine what relationship, if any, existed between regional lymph node state or tumor
diameter and BSE. Based on a logistic regression of available data (six studies), the
investigators found that those who had done BSE at least once before their breast cancer
was diagnosed were less likely to have cancer in their surrounding lymph nodes than those
who had not done BSE (odds ratio 0.66, 95% confidence interval 0.59 to 0.74). The
investigators then compared the proportion of women who found .s2ir tumor while doing
BSE with those who found their tumor accidentally. They found that 42% of the tumors in
the group who found their tumor by doing BSE had metastasized to the surrounding lymph
nodes, while 46% of the tumors in the group who found their tumors accidentally had
metastasized. This difference was not significant. Last, in an analysis of data from eight
studies, the investigators found that significantly fewer women who had practised BSE
before their illness had tumours with a diameter of 2 centimeters or more (odds ratio 0.56,
95% confidence interval 0.38 to 0.81).

Despite the difficulties associated with BSE, most researchers argue that it is
somewhat beneficial when used alone and that in combination with other early detection
techniques, it has been particularly useful in detecting breast cancers that become palpable
between yearly check-ups and/or mammograrns. These would likely be either very
aggressive tumors (acute carcinomas) or slow-growing tumors that did not appear on an
earlier mammogram. Although the prognosis for acute carcinomas is not favorable at this
time, new advances in surgical and pharmacologic treatment may prove helpful in the near

future. The prognosis for slow growing tumors is more favorable, particularly if they are
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Part of the purpose of the recently completed Canadian National Breast Screening
Study (NBSS) was to assess the relative utility of BSE in the early detection of breast
cancer. The method of BSE taught was similar to the method outlined above. Preliminary
results from this study are expected in 1990 (Anthony Miller, personal communication,
1989). A randomized clinical trial of BSE is currently being conducted in the Soviet
Union. This study of 150,000 women is expected to demonstrate whether BSE is able to
reduce the mortality associated with breast cancer (Semiglazov & Moiseenko, 1987).

These results will be especially interesting in light of the NBSS data since the same BSE

technique was taught in both cases.

Statement of the Problem

As can be seen from the material presented above, BSE does not require
technological support or regular access to the health care system. It is inexpensive,
relatively easy to do, and appears to aid in the early detection of breast cancer if done on a
monthly basis. Yet, despite extensive health education efforts by nurses and others,
relatively few women do BSE on a monthly basis (Baines, Risch, Juin & Fan, 1986;
Health and Welfare Canada, 1981; Thornberry, 1986). These findings suggest that the
regular performance of BSE requires more than an understanding of how it is done, and
give rise to the following research question:

What factors are associated with deing and not doing BSE?

Delineation of the Research Problem
This research question has been explored in great depth by others, but their findings
have been contradictory. The literature in this area will be reviewed in Chapter 2. While
the usual methodologic and design problems may be partly responsible for these findings,
three more basic areas of concern must also be considered. First, although variables of

interest in previous studies were appropriate, given the current way of thinking about these
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three more basic areas of concern must also be considered. First, although variables of
interest in previous studies were appropriate, given the current way of thinking about these
matters ( drawn from psychological theory and/or studies of other health behaviors
intended to reduce the risk of developing disease), they may have been incorrect. BSE
is intended to identify changes in breast tissue that may be cancerous and, in this way,
identify women who are sick. It is based on the assumption that if disease is detected
early one can reduce more extensive sickness and, in this case, certain death. Risk
reduction practices, on the other hand, are based on the assumption that it is possible to
prevent one from becoming sick. If women think of early detection health practices as
being different from risk reduction health practices, it is not surprising that models used
primarily to understand risk reduction behavior were unable to predict BSE practise with
any great dégi'ec of precision.

Second, although some investigators identified the variables they chose to study
from questionnaires in which women were asked to give a "short answer” to some
particular question, most of the techniques constrained women's answers to a "true/false”
response or a number on a Likert scale. With the exception of those studies based on the
Theory of Reasoned Action, the potentially complex views of women were not studied in a
way that they could be tapped.

Third, the majority of investigators who tried to show that certain attitudes or
beliefs were precursors to BSE designed their studies in such a way that attitudinal/belief
data were collected simultaneously with behavioural data. In order to validate their models,
it would have been necessary to conduct prospective studies, collecting the attitudinal/belief
data first and the behaviour data later.

The combined results of the problems identified above is that previous investigators
of BSE may well have asked the wrong questions and in ways that could not have
answered their research questions. These studies were based on an inappropriate

theoretical foundation (risk reduction instead of early detection), were generally not
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not designed to facilitate the testing of the proposed model. Given the implications of these

errors, several additional questions were added to this study. They were

What would the variables of interest be in a study on BSE if they were derived from
semi-structured interactive interviews with women instead of the currently used

methodologies?

Would the variables identified though interviews be the same as or different from
those already identified using other methodologies?

Would the variables identified in the interviews better predict BSE frequency than
the variables of the currently used models?

How effectively could the variables identified in the interviews classify individuals
in terms of their BSE frequency?

In order to answer these questions, a series of interviews were undertaken with
English-speaking Canadian women 30 to 65 years of age who lived in a large city in
western Canada . Variables identified by the women as being related to the practice or non-
practice of BSE were identified and organized into an initial theoretical model. This model
was then used as the basis for the development of a questionnaire. Following the testing of
the questionnaire, it was administered to a larger group of women in order to determine

whether the variables identified in the interviews and built into the model predicted BSE

practice and non-practice.

Organization of the thesis
The following chapters document the process undertaken in this study:
Chapter II: A review of selected perspectives regarding the determinants of
health behavior

In this chapter, several models that have been used to study BSE in the past will be
presented. In each section, the major studies that used each model will be presented. The
models to be presented include the Health Belief Model (HBM), Health Locus of Control
Theory (HLCT), and the Theory of Reasoned Action (TRA). Findings regarding other
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variables (e.g., demographic, health care system, attitudes, health education) not
particularly associated with one theoretical view will also be outlined. This material will be
used to provide a justification for the methodology used in the present study and as a
backdrop for the discussion of results.

Chapter I~ Discovering and understanding the factors associated with doing and

not doing breast self-examination

In this chapter, the methods and the plan of work that were used in the model
development phase of this present study will be described. The data analysis will be
presented and this will be followed by a presentation of the initial model.

Chapter IV:  The development of subscales to measure factors associated with

doing and not doing breast self-examination

In this chapter, the method used to develop subscales to measure factors associated
with doing and not doing BSE will be described. The results of reliability and validity
testing will be presented.

Chapter V:  Validation of the model

This chapter will focus on the method and results associated with the validation of
the model. Issues related to sampling, sample size, and method of data collection will be
discussed. Revisions to the model based on triangulation will also be presented.

Chapter VI:  Discussion.

In this chapter, the results of the work described in Chapter IIL, IV, and V will be
discussed in light of the material presented in Chapter II. Similarities and differences
between the new model and those previously used will be discussed.

Chapter VII:  Implications for future research and breast cancer early detection programs

In this chapter, the implications of the model developed in this study for future
research and for breast cancer early detection programs will be discussed.
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Definition of Terms
Breast self examination (BSE) — a set of steps taught to women for the express purpose of
detecting potentially cancerous changes in their own breast tissue (e.g., lumps, thickening).
BSE is not diagnostic, but rather it is a method for identifying women who require further
medical attention. To be done correctly, it should be done monthly and at the same time
each month (between day 10 and 14 of the menstrual cycle if menstruating). For the
purposes of this study, women who regularly examine their breasts at least once every
three months will be defined as those who practice BSE. Those who examine their breasts

less than once every three months or not at all will be defined as those who do not practice

BSE.

Early detection practices — practices that enable the detection of a disease before it would
normally be detected clinically. Early detection practices can be performed by an individual
on themself (e.g., breast self-exam) or by a health professional (e.g., mammography,
physical examination of the breast). The assumption underlying early detection practices is
that the early detection of a health problem will reduce the morbidity and mortality

associated with it by making earlier treatment possible.

Mammography — a special x-ray examination of the breast using small amounts of

radiation to detect abnormal changes in breast tissue.

Physical examination of the breast — an examination of the breast usually by a physician or
nurse using roughly the same procedures as the breast self-examination for the purpose of
detecting changes in breast tissues (e.g., lumps, thickening). It is usually, but not always,

undertaken at the time of one's yearly check-up.
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Risk factors — factors thought to be associated with an increased probability of getting
some specific disease. Risk factors are often categorized as either modifiable (e.g.,
smoking) or non-modifiable (e.g., family history). The assumption is that modifiable risk
factors are ones over which individuals have a reasonable amount of control and are ones
that could be reduced or eliminated if an individual chose to do so. Non-modifiable risk

factors are assumed to be ones over which individuals have essentially no control.



CHAPTERIL: A REVIEW OF SELECTED MODELS OF THE DETERMINANTS
OF BREAST SELF-EXAMINATION

Breast self-examination (BSE) has been the topic of many studies in which the
primary objective of the investigation was (0 understand the determinants of this early
detection health behaviour. While other health behaviours have been viewed from a wide
variety of explanatory models (e.g., socio-cultural, behavioural), the models for
understanding BSE have been primarily cognitive in nature, focusing on the factors that
affect the decision to do or not to do BSE. Some studies were based on an existing model
of health behaviour, while others were not. On occasion, several models of health
behaviour were combined, while in other studies the author examined the effect of certain
demographic or health system variables in conjunction with some model of health
behaviour. Regardless of the model, the results to date have been contradictory and
incomplete. The purpose of this chapter is to analyze these studies in the light of the model

used and show why a new model for understanding detection health behaviour is needed.

Demographic variables

The relationships between several demographic variables and BSE frequency have
been explored in a number of studies. The resuits of studies conducted by Fink, Shapiro,
and Lewison (1968) and Stillman (1977) are often cited as evidence of a relationship
between age and BSE.

Fink et al. (1968) studied a group of women randomly drawn from among 11,500
women between the ages of 40 and 64 years of age who were eligible to participate in the
Health Insurance Plan of Greater New York (HIP) breast cancer screening program. The
purpose of this screening program was to evaluate the use of mammography in the early
detection and treatment of breast cancer. Interviews were conducted with & random sample

of those who participated in the program as well as those who did not. Fink et al. found
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that those who participated in the breast cancer screening program tended to be younger (<
than 50 years) than non-participants. These finding were all significant at the 0.05 level or
greater. It should be noted, however, that this study examined the relationship between
participation in a screening program that used mammography, instead of BSE and that the
relationship between the demographic variables studied and BSE frequency was not
reported. Therefore, this study will not be included in the discussion which follows.

In a study of a convenient sample of 125 women who had not had treatment for
cancer or breast lumps and who were recruited from various women's organizations in a
community of approximately 4000 women, Stillman (1977) found that 33% of women 30-
39 years of age (N=71) practised BSE monthly, while 53% of women 40-60 years (N=15)
were monthly practicers. Stillman also collected data regarding occupation, income,
education, and marital status. Most of the participants were married (97%), educated (99%
completed high school), and had incomes above the mean of the community. An analysis
of the relationship between these demographic variables and BSE frequency was not
presented. While data regarding religion per se were not explicitly collected, two of the
groups from which subjects were recruited were religiously affiliated: one Catholic and
one Jewish. The women from the Catholic organization had the highest mean BSE practice
score, followed by the women from the Jewish organization, and then by the women from
the non-religious organizations. No statistical analysis was undertaken by Stillman but
enough information was presented to allow a reader to test the difference between the
proportions of women who did not do BSE in both the 40-60 year and 30-39 year age
groups. The differences were not insignificant in either case (do not do BSE p=0.08, do
BSE p=0.07).

A number of other investigators have included demographic variables in their
studies, but very little support was found for a relationship between the demographic
variables and BSE. Howe (1981) studied a group of women randomly drawn from among

those known to have a higher risk for breast cancer (white, married, higher socioecomomic



status). Howe found that while 70% of those who never did BSE were over 40 years of
age 65% of those who did BSE were also over 40 years. Howe also found that women
who were well educated were more likely to do BSE (Chi Square 40.37, df=18,
p=0.002).

Trotta (1980) analyzed the responses from questionnaires received from a
convenient sample of 446 women employed by a large insurance company in the eastern
United States. The women ranged in age from 18 to 64 years of age and were
predominantly Caucasian and well-educated (high school graduates). Trotta found that
none of the demographic characteristics (race, religion, socioeconomic status (SES), and
age) were significantly associated with BSE frequency.

In a study of a convenient sample of 616 female professional staff and ambulatory
care patients at a large urban hospital, Bennett, Lawrence, Fleischmann, Gifford, and Slack
(1983) found that age, education, income, marital status, religious preference, and race
were not associated with BSE frequency. The majority of the professional staff were under
35 years of age (81%), white (77%), and earned in excess of $20,000 US per year. The
majority of the patient volunteers were also under 35 years of age (85%), were almost
evenly split along racial lines between white and black, and had at least a high school
education (79%). Also, 47% of the participants earned less than $11,000 US per year.
Thus, the sample was relatively heterogeneous.

Celantano and Holtzman (1983) conducted telephone interviews with a group of
308 women randomly drawn from a population of 75,000. They reported that women over
65 years of age did monthly BSE less often that younger women (Chi Square and df not
reported, p<0.05), a finding which is opposite to the findings of Stillman (1977). They
also note that blacks reported doing BSE monthly more often that whites (p<.0.05) and that
women from families with annual salaries over $15,000 were more likely to practice
monthly BSE that women from families with lower annual salaries (p<0.01). No

relationship was found between BSE frequency and marital status.
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In a study of a convenient sample of 301 women evenly distributed between the
ages of 17 and 82 who were recruited from women's organizations in a large metropolitan
centre, Champion (1985) found no relationship between the frequency of BSE practise and
age, marital status, socioeconomic status (SES), race, or education. While all age groups
were equally represented, the majority were white and protestant. The mean educational
level was that of a second year university student.

Based on her previous work, Champion (1987) studied a convenient sample of 585
women who were approached in the waiting room of a large out-patient clinic. The women
were between the ages of 12 and 74 years, predominantly Caucasian, married, from
slightly lower SES backgrounds, and well-educated (high school graduates). She found
that age, race, and marital status were not associated with BSE frequency. A significant
correlation (7=0.19, p<0.001) was found between BSE frequency and years of schooling.
As education increased, women perceived more benefits and fewer barriers to doing BSE.

In a later study of a random sample of 380 women aged 35 years and older who
had not had breast cancer and were living in and around a large city, Champion (1989)
examined the relationship between knowledge, teaching method, confidence in ability to do
BSE correctly, social influence (whether people considered to be important thought that one
should do BSE), and BSE frequency. While there was no significant correlation between
education, religion, SES, age, confidence, or social influence, a strong association was
noted between knowledge of BSE and SES (r=0.25, p=0.001) as well as knowledge of
BSE and race (Chi Square 4.11, df=3.362 p=0.007). White, high SES women were
more likely to. have knowledge about BSE. An analysis of the relationship between
knowledge and BSE frequency was not reported, but Champion notes that knowledge
correlated highly with intent to engage in BSE (r=0.19, p<0.001) and BSE proficiency
(r=0.24, p<0.001). Champion also found that as religious involvement increased so did
intent to do BSE (r=0.16, p<0.001) and BSE frequency (r=0.15, p<.002). No definition

of religious involvement was provided.
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Walker and Glanz (1986) studied a stratified random sample of 264 women who
were either faculty, staff, or students at a private suburban university in the eastern United
States. Although they ranged in age from approximately 18 to 64 years of age, the majority
of the participants were under the age of 25 (62.9%). Only 15% were over the age of 45.
Walker and Glanz failed to find a significant relationship between age, marital status, race,
education, income, and BSE frequency. It was noted, however, that the population was
relatively homogeneous in these respects. A significant difference was found between BSE
frequency and university status (undergraduate student, graduate student, faculty, staff),
with undergraduate students reporting significantly higher BSE frequency than women in
the other categories (p<0.05).

In a study of a convenient sample of 105 women 65 years of age or older at one of
two senior citizens centres in a metropolitan community, Lashley (1987) found that 61% of
the women did BSE on a monthly basis. Lashley attributes the high participation rate to the
availability of medical and health education services, BSE classes at the senior centre, and
the fact that the sample was drawn from a relatively healthy, ambulatory population. She
notes that race was a significant predictor of BSE technique, with white women being more
likely to do BSE, but believes this was probably due to educational level, age, or both since
a significant relationship existed between race and educational level, with white subjects
reporting higher education (p=0.005). The black women were also older than the white
women (P=0.009).

Rutledge (1987) undertook a study of a convenient sample of 103 women drawn
from nine women's organizations. The women ranged in age from 25 to 85 years of age
(mean 50.5 years), were able to read and write English, non-pregnant, non-lactating, and
had not had treatment for breast cancer or breast lumps in the past year. Most were married
(66%), white (84%), well educated (65% college educated, 36% in graduate study),
protestant (99%), and financially "comfortable" (34% with family incomes over $50,000
US). Rutledge did not report results regarding possible relationships between BSE



frequency and other demographic variables. Rutledge hypothesized that age, among other
variables, would modify a woman's perception of susceptibility to breast cancer as well as
the perceived benefits and barriers to doing BSE monthly and would therefore be
significantly correlated with frequency of BSE. This, however, did not prove to be the
case (r=-0.0069, p=0.474).

Redeker (1988) studied a convenient sample of 49 women whose children attended
three private preschools within a suburban community. These women ranged from 26 to
44 years of age. Twenty-six of these women worked outside the home. All of them had
completed high school, and eleven were college graduates. The majority were white (90%)
and Catholic (61%). Thirty percent of these women were Protestant, and the remainder
were Jewish. Redeker found no relationship between education and BSE frequency, but
this author notes that occupation and religious affiliation together with health beliefs and
internal health locus of control explained 47.5% of the variance in BSE frequency.
Analysis of variance for the main effect of religion was not statistically significant. This
author did not report any further analysis of the occupation variable.

In a study of a convenient sample of 175 women between the ages of 20 and 89
(mean 42.4 years), Olson and Mitchell (1989) found no relationship between BSE
frequency and education or age. In this study, subjects were drawn from among those
seeking health care ata primary-care clinic over a four month period. The majority of the
women had some college education (58.9%) and were married (57%).

As can be seen from a summary of the above studies (Table 3), a significant
relationship between BSE frequency and the usual demographic variables is unlikely.
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Table 3
Demographic variables
Study Age SES Religion Educaton Income  Marital Race
Status

Stillman (1977) Y* n/a* Y n/a n/a n/a n/a
Troua (1980) N* N N n/a nfa n/a nfa
Howe Y n/a n/a Y n/a n/a n/a
Celantano/Holtzman Y n/a nfa n/a Y N Y

(1983)
Bennett et al.(1983) N n/a N N N N N
Champion (1985) N N n/a N n/a N N
Champion (1987) N N N Y n/a N N
Champion (1939)

confidence N N N N n/a n/a n/a

social influence

knowledge of BSE N Y N N nfa nfa nfa

BSE frequency nfa n/a Y n/a nfa nfa n/a
Walker/Glanz (1986) N n/a n/a N N N N
Lashly (1987) N n/a n/a n/a nja nfa na
Rutledge (1987) N nfa n/a nfa nfa nfa n/a
Redeker (1988) n/a n/a N N occupa. nfa nfaY?
Olson/Mitchell (1989) N nfa nfa N nfa n/a n/a

*Y — positively associated, N —— not positively associated, n/a — not studied or not reported



Summary

Stillman's (1977) findings are probably the results of a small unrepresentative
sample and are not significant. Howe's (1981) findings, with respect to age and education
suggest that age is not related to BSE frequency. The findings of Celantano and
Holtzman (1983) regarding age were opposite to those of Stillman. They found that older
age was associated with a decreased BSE practice. Given that Celantano and Holtzman's
work was based on a random sample from a large city, their findings are particularly
interesting. Champion (1989) used a random sample similar to Celantano and Holtzman
but found no correlation between age and BSE frequency. It should be noted, however,
that Celantano and Holtzman analyzed their data using the chi square test whereas

‘ Zhampion used Pearson's product-moment correlation coefficient, a stronger statistical
test.

The relationship between BSE and religion initially reported by Stillman (1977),
whose study was based on a convenient sample and subsequently also found by
Champion, (1989) whose study was based on a random sample, is puzzling. This finding
is opposite to what one might expect.

A second interesting finding of the Celantano and Holtzman (1983) study was the
finding that race was related to BSE frequency, with black women being more likely to
practice BSE. This was opposite to the findings of Lashley (1987). Again, however,
Lashley's findings were based on a convenient sample and so may not have been
representative of the population from which it was drawn. Celantano and Holtzman's
(1983) findings are difficult to explain. Are there reasons why black women would be
more likely to engage in BSE? The authors do not offer an explanation of their results in
this area.

One problem associated with attemnpting to discern the influence of demographic
variables, or any other variables for that matter, on BSE frequency is that most of the

studies used either convenient samples or ones that were very homogeneous. In the studies
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undertaken by Howe (1981), Celantano and Holtzman (1983), Walker and Glanz (1986),
and Champion (1989), random samples were used but the population from which the
samples were taken lacked demographic variability. Only the studies conducted by

Celantano and Holtzman (1983) and Champion (1989) could be said to be representative

of a typical community.

A second problem associated with attempting to draw conclusions regarding the
influence of demographic variables on BSE frequency was the variation in the way
important constructs were operationalized. For example, some investigators categorized
individuals who did BSE at least once in three months as doers, while others did not place
an individual in that category unless they did BSE monthly. There was also considerable

variation in the ways in which education, income, and socioeconomic status were

operationalized.

Attitudinal variables
In this section, studies of attitudinal variables not part of a recognized theory of
health behaviour will be described. Attitudinal variables found to be positively associated
with BSE frequency were favourable attitudes toward screening (Howe, 1981), positive
self-concept (Hallal, 1982; Rutledge, 1987), and worry about getting cancer (Hailey,
1987). A strong negative association was found between BSE frequency and both
inhibition (Howe, 1981) and the fear the breast cancer surgery would diminish

attractiveness (Bennett et al., 1983).

E ble attitud i . { BSE
In thé study by Howe (1981), 5 orthogonal factors were extracted from a set of

interview data. These were: attitude, social influence, inhibition, medical preventive health

behaviour, and autonomous preventive health behaviour. Five scales were then developed

based on these factors. Howe found that those who did BSE were more likely to place a



high value on preventive health practices requiring a visit to a physician than those who did
not do BSE (Chi Square 28.4, df=8, p=0.0005). Those who placed a high value on health
practices that could be conducted independent of medical visits were also more likely to do
BSE than those who did not (Chi Square 16.6, df=8, p=0.04). Howe also found that those
with a positive attitude toward BSE (Chi Square 501.06, df=36, p<0.001) were more

likely to do BSE than those without a positive attitude.

Self-esteem

Hallal (1982) studied a convenient sample of 207 women from a variety of groups
in a large city, 42% of whom practised BSE on a monthly basis. Self-esteem was
measured using the Total P of the Tennessee Self-Concept Scale (Fitts, 1965). Hallal
found that when considered together with variables from the Health Belief Model (HBM)
and Health Locus of Control (MHLC) self-esteem was the single best predictor of BSE
practice (p<0.01), accounting for 12% of variance in BSE frequency.

In a study by Rutledge (1987), self-esteem was again measured using the Total P of
the Tennessee Self-Concept Scale (Fitts, 1965). The correlation between self-esteem and

BSE frequency was significant (r=0.2362, p=0.015).

Worry about cancer
Hailey (1987) studied factors associated with BSE among college females. Based

on questionnaires returned by 230 women between 20 and 51 years of age (mean 23.9)
enrolled in an undergraduate psychology class, she was able to accurately distinguish
(73.9%) between those that did BSE and those that did not do BSE based on familiarity
with BSE (the more the familiarity, the greater the likelihood of doing BSE) and interest in
learning more about BSE (the greater the willingness to learn about BSE, the greater the
likelihood of doing BSE). Those who did BSE obtained a positive centroid loading of
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0.56, indicating that they were characterized by the above description of the discriminant

function, while the non-examiners obtained a negative loading of -0.58.

Diminished .

An attitude found to be negatively associated with BSE frequency was the fear that
breast surgery would diminish attractiveness. Bennett et al. (1983) found that women who
were young {Chi Square 44.2, df=1, p<.001), college educated (Chi Square 14.7, df=1,
p<.001), and/or nulliparous (Chi Square 32.2, df=1, p<.001) were more afraid that breast
cancer would diminish attractiveness and that this fear was negatively associated with BSE

practice ¢Chi Square 23.3, df=3, p<0.001). Women who were more fearful practised BSE

less frequently.

[nhibiti
Howe (1981) found that women that were uncomfortable talking about breast

concerns were less likely to do BSE (Chi Square 45.7, df=24, p=0.005). Inhibition was

measured by asking women how comfortable they were talking about their breast concerns
with their husband, doctor, and/or friends and how comfortable they were in touching their
breasts to do BSE. Howe says BSE seemed to be neither openly discussed nor advocated.

She suggests that this lack of support may leave women unsure about whether BSE is an

appropriate thing to do.

Summary
Studies involving the above attitudinal variables were plagued by many of the same

problems as those considered when discussing the relationship between BSE frequency
and demographic variables. In this case, only one of the samples (Howe, 1981) was
random in nature. The others did not appear to represent the populations from which they

were drawn. Nevertheless, several themes emerged from these studies. First, Howe's
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finding regarding the positive relationship between BSE frequency and a high value on
preventive health practices was comprised of two parts: health practices requiring a visit to
the doctors office (e.g., vision, blood pressure), which was based on three questions, and
health practices that could be undertaken without going to a doctor (e.g., seatbelt usage),
based on one question. One must ask whether these four questions are sufficiently
representative of all of the questions one could ask about preventative health practice. No
measures of internal consistency were reported for any of Howe's scales. The scales were
developed from a factor analysis (varimax rotation) in which all items contributing to any
one factor had a loading of at least 0.60. Thus, the items in the scale were obviously
related. One must still question whether the value an individual ascribes to preventive
health practices can be reliably measured by four items. The same question holds for
Howe's findings regarding inhibition, which was also measured using four items.

Second, the findings of Hallal (1982) and Rutledge (1987) regarding the positive
relationship between BSE and self-esteem were very interesting, particularly since they
both used the same instrument for operationalizing self-esteemn and since they studied
different populations. A qualitative study in this area may shed more light on the role of
self-esteem in the regular practice of BSE.

Hailey's (1987) findings regarding a positive relationship between BSE frequency
and worrying about cancer also raises several questions. Is there some point beyond which
worry becomes so overwhelming that it prevents the practice of health behaviours such as
BSE? The finding of Bennett et al. (1983) regarding a negative relationship between fear
of decreased attractiveness if breast surgery is required and BSE frequency among women
who were young, unmarried women, and/or nulliparous suggests that fear may prevent

individuals from conducting health practices under certain circumstances.
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Educational variables

Educational variables found to be positively associated with BSE frequency were
confidence in an ability to detect a lump ( Assaf, Cummings, Mettlin, and Marshall, 1985;
Bennett et al., 1983; Champion, 1989; Keller, George, & Podell, 1980), formal BSE
instruction (Bennett et al., 1983; Brailey, 1986; Celantano & Holtzman, 1983; Champion,
1989; Edwards, 1980; Keller et al., 1980; Worden, Constanza, Foster, Lang, & Tidd,
1983), and knowledge about BSE (Champion 1985; Howe, 1981; Lauver, 1989; Roberts,
French, & Duffy, 1984; Worden et al., 1983).

Confidence

Keller et al. (1980) studied a convenient sample of 772 patients who were part of a
family practice. They report that patients who felt confident about their ability to do BSE
were more likely to do it monthly (Chi Square, df not reported, p<0.005). They also
report that those who had received individual instruction in BSE by a physician were more
likely to claim confidence than those who had received group instruction by a physician,
individual instruction by a nurse, or group instruction by a nurse.

Bennett et al. (1983) found that confidence in an ability to find a lump was
associated with more frequent practice of BSE (Chi Square 49.96, df=3, p<0.001) and that
this confidence was associated with having been shown how to perform BSE (Chi Square
157.2, df=4, p<0.001). Reading about BSE, on the other hand, was not associated with
confidence.

In a study by Champion (1989), confidence was measured by three questions: how
confident women were in their ability to do BSE, whether they thought they could find
breast cancer by doing BSE, and their ability to detect breast lumps each time they
examined themselves. While the first and third questions seem to address the issue of

confidence in one's ability, the second question is more closely related to confiaence in the



screening doing what it is suppose to do— detect breast cancer. One must question what a
measure of confidence in BSE performance that is comprised of answers to these three
questions is actually measuring. Be that as it may, Champion found that confidence was
highly correlated with BSE frequency (p<0.001).

Edwards (1980) studied a convenient sample of 146 women attending a cervical
cancer screening program and found that those with confidence in their ability to discover
breast lumps were more likely to do BSE (r=0.38, p<0.001)

Assaf et al. (1985) studied the use of three approaches to BSE teaching with a
convenient sample of 463 women who attended a cancer screening clinic in the United
States. The women were randomly assigned to one of three training methods: a pamphlet,
a video plus a pamphlet, and training on a breast model plus a pamphlet. They found that a
greater proportion of women in the group trained using the model were confident in their
ability to do BSE than women in the other two groups (p<0.01). They also found that
women trained on the model were more likely to do monthly BSE than women from either

of the other groups (r=0.23, p<0.01).

Formal .
Edwards (1980) developed a BSE educational program that incorporated the
principles of modelling, guided practice, self-monitoring, and peer support. To test the
usefulness of these principles, she randomly assigned 130 women volunteers who were
participating in a cervical cancer screening program to one of four treatment groups: one
based on modelling only, one based on modelling plus self-monitoring, one based on
modelling plus peer support, and one based on modelling plus guided practice. She reports
that while the BSE practice in all groups increased (significance not reported), indicating

the benefit of instruction, there was no difference in the BSE practice rates between the

groups after the program.
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Keller et al. (1980) found that individuals who received instruction in BSE by a
physician were more likely to feel confident in their ability, but this finding was not
significant. Bennett et al. (1983) found that regardless of their level of education, women
who had read about or been shown how to do BSE were more likely to do BSE (Chi
Square 49.7, df=3, p<0.001).

Celantano and Holtzman (1983) found that 63% of those who reported doing BSE
sometime during the past year had received instruction in BSE from a health professional
(Chi Square, df not reported, p<0.05). They also note that those who had been asked to
demonstrate proficiency to the instructor were more likely to do BSE (Chi Square, df not
reported, p<0.05).

Worden et al. (1983) studied 923 women in various women's organizations in the
northeast United States. They investigated three alternative methods for motivating women
todo BSE. Slide/tape presentations were developed using one of three approaches:

1. the modern woman approach, which was a matter-of-fact approach that
talked about the breast as the site of a common cancer, thus warranting

regular checking;

2. the physician-patient approach, which showed the traditional physician
giving a gentle reminder to keep up with BSE; and

3. the relative risk approach, a simple statistical discussion about the
importance of early detection.

Regardless of which presentation was viewed, there was a significant increase in monthly
BSE for all women in this study (p<0.001). This change was attributed to the presentation
of information within a favourable climate (i.e., a group of friends).

Brailey (1986) studied a convenient sample of 154 female office staff in south
central Canada. This study consisted of three groups: one that was offered no teaching on
BSE, one that was offered group teaching, and one that was offered individual teaching.
By comparing pre-intervention self-reports with post-intervention self reports of BSE,
Brailey found that teaching was effective in increasing BSE (Chi Square 5.9, df=140,

p<0.05) but that there was no difference between the two formats.
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Champion (1989) found that individuals who had been taught BSE by a physician
did BSE more often and were more proficient than those not taught by a physician (Mann
Whitney U p<0.001). The internal consistency of the proficiency scale using Cronbach's

alpha was 0.73, but the number of items in the scale is not reported.

Knowledge
Howe (1980) reports that women with higher BSE knowledge scores were more

likely to do BSE than women with lower BSE knowledge scores (Chi Square 38.8, df=24,
p=0.03). Schiueter (1982) administered a questionnaire designed to measure knowledge
and beliefs regarding BSE as well as BSE frequency toa convenient sample of 263 women
who were members of sororities or the Y.W.C.A. The questionnaire was adapted from the
one developed by Stillman (1977). Schiueter found no relationship between either
knowledge or beliefs regarding BSE and BSE frequency. Worden et al. (1983) found that
following their intervention knowledge increased in both those who did and did not do
BSE. They conclude that knowledge was necessary but not sufficient to bring about
regular BSE.

Roberts, French, and Duffy (1984) studied a random sample of 819 women from
two large Scottish cities. They report that women who did BSE had higher mean BSE
knowledge scores than women who did not do BSE (p<.0001).

Champion (1985) studied a convenient sample of 301 women from various
women's organizations in a large midwestern city in the United States. She found that
there was no relationship between knowledge and BSE practise.

'Lauver (1989) randomly assigned a convenient heterogeneous sample of 204
women to one of four instructional groups:

1. one that received basic information on BSE;

2. one that received tactile sensory information in addition to the basic
information;
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3. one that received information about coping techniques that would minimize
the likelihood of false positive screening results in addition to the basic
information; and

4, one that received both the tactile and the coping information in addition to
the basic information.

She found that BSE frequency increased following the intervention, regardless of the
informational condition (F(2,366)=174.56, p<0.001). She also notes that those who had
done BSE prior to the intervention were more thorough in the examination after the

intervention, particularly if they received the sensory information (p<0.05).

Summary

The findings related to educational variables are probably the most consistent of any
studied in relation to BSE. Despite the variations in operational definition and
operationalization of confidence, formal instruction, and knowledge, these three variables
were almost always associated with regular BSE practise. However, Worden et al. (1983)
noted it would appear that while these variables are necessary they are not sufficient to

ensure BSE practise.

Health Care System variables
S ive physici
Walker and Glanz (1986) considered the relative ability of a variety of variables to
predict BSE frequency. They found that the extent to which a woman's physician had
encouraged her to do BSE accounted for almost half of the total variance (16.6%).

'Health Belief Model
The Health Belief Model (HBM), usually attributed to Rosenstock (1966), was
originally developed within the Behavioral Science Section of the US Public Health Service
by Hochbaum, Leventhal, Kegeles, and Rosenstock. The HBM is based on social
psychological theory, most notably that of Lewin (1935), and draws heavily on the
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definition of health behaviour initially proposed by Kasl and Cobb (1966), which included
both activities undertaken for the purpose of prevention and early detection. This view is
primarily concerned with the influence people's perceptions had on their health behavior.
In this model, four categories of beliefs thought to contribute significantly to the prediction
of health behaviour are identified: perceived seriousness, perceived susceptibility,
perceived benefits, and perceived barriers. The first two relate to readiness to act;
whereas, the last two concern the extent to which a particular action is believed to be
beneficial in reducing the threat of a health problem. The level of readiness is thought to
provide the energy to act, and the perception of benefits compared to barriers is thought to
provide the path of action. The health behaviour itself is thought to be triggered by a cue
which can be either internal (e.g., perceived body state) or external (e.g., suggestion from
physician). Low levels of readiness are thought to require an intense cue, while higher
levels of readiness are thought to require a less intense cue. These four categories of
beliefs, together with a satisfactory cue are thought to interact with modifying factors
(demographic characteristics, relationship with physician, and past experience with illness)
and influence health behaviour decisions. A fifth category of belief's related to health
motivation was added later by Becker, Maimon, Kirscht, Haefner, and Drachman (1977).

The HBM was the result of a series of studies conducted in the late 1950s and early
1960s in the area of health behaviour. Four of these were retrospective (Flach, 1960;
Heinnzelemann, 1962; Hochbaum, 1958; Kegeles, 1963a), and three were prospective
(Kegeles, 1963b; Leventahl, Hochbaum, & Rosenstock, 1960; Rosenstock, 1965).
Rosenstock (1966) states that while none of the studies alone was convincing, together
they provided strong support for the model (p. 104).

One of the key problems with research based on the HBM has been the way in
which the key constructs were operationalized, particularly during its early development.
For example, Kegeles, Kirschat, Haefner, and Rosenstock (1965) conducted a

retrospective study of a national probability sample (1,493 non-institutionalized adults 21
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years or older of whom 59% were women). In this study, women were asked if they had
ever had any special tests for cancer at their doctor's office or some other place. Those
who answered in the affirmative were asked additional questions, including the type of test
taken. These investigators report that a greater proportion of young women had received
Papanicolou tests compared to older women and that this practice was also more common
among those with higher education, income and SES. Statistical testing of the differences
between those who received testing and those who did not was not reported. The authors
also asked four questions to ascertain the degree to which the women believed in the
beneﬁts of early detection:

1.  If you were to get cancer, how do you think you would find out you had it?

2. In your opinion, would checkups show that a person had cancer before the
person himself could notice that something was wrong?

3. In your own case, do you think you would find out from a doctor or a clinic
that you had cancer before you knew yourself that something was wrong?

4. Ifaperson found that he had cancer, would it make any difference if he
started treatment immediately or waited 6 months to a year?
(Kegeles, Kirschat, Haefner, & Rosenstock, 1965, p.818)

The authors found that 48.2% of the women who believed in the benefits of early
detection, as measured using the above questions, reported obtaining Pap tests; whereas,
72.5% of those who did not believe in the benefits of early detection did not obtain Pap
tests.

There are several difficulties with these findings. First, no reliability testing for the
questions was reported. Second, one must question whether these questions really
measure a person's belief in the benefits of early detection. A belief in professional
judgement (as opposed to self-diagnosis of symptoms) was considered to indicate a belief
in the benefits of early detection. One must ask whether these questions do not more
appropriately indicate the degree of medical (as opposed to self) dependence. To base a
study of an early detection health practice, which is dependent on a woman's judgment

about whether a problem requiring medical assistance exists, on a model that denigrates a
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person's ability to make decisions regarding their health is illogical. In addition, these
authors note that since the study was retrospective in nature it was impossible to impute
causality. For example, it may have been that belief in the "benefits of early detection”
(medical dependence) developed as a result of undertaking an early detection health
behaviour.

The HBM has served as the basis for a wide variety of health behaviour studies.
Kaufer, Rabkin, Syrotuik, Boyko, and Shane (1986) used the HBM in their study of
predictors of success in a smoking cessation program. Glasgow, McCaul, and Schafer
(1986) used the HBM to examine barriers to regimen adherence among insulin-dependent
diabetics. Both provided limited support for the HBM.

The HBM was the first recognized model to be used in studies of BSE frequency.
In repeated analyses of the readiness factors, a few investigators found a modest positive
association between perceived susceptibility to breast cancer (Calnan & Rutter, 1986;
Redeker, 1989; Walker & Glanz, 1985). The rest of these studies found no association
between perceived susceptibility and BSE frequency (Bennett et al., 1983; Champion,
1985, 1987; Hill, Gardner, & Rassaby, 1985; Howe, 1981; Stillman, 1977; Trotta, 1980)
or perceived severity of breast cancer (Champion, 1985, 1987; Hill etal,, 19§5; Trotta,
1980; ). Trotta (1980), Champion (1985, 1987) and Hill et al. (1985) found that barriers
to BSE were negatively associated with frequency of BSE. While some researchers found
a modest positive association between perceived benefits and BSE frequency (Brailey,
1986, Hallal, 1982; Hill et al., 1985; Walker & Glanz, 1986), others found no relationship
( Calnan & Rutter, 1986 Schlueter, 1982; Stillman, 1977). Lashley (1987) found a
positive association between perceived barriers and BSE frequency. The relationship
between health motivation and BSE has not been studied as frequently as the other
constructs in the model, but Champion (1985, 1987) found that it was associated with BSE
frequency. Hill et al. (1985) studied health motivation in relation to intention to do BSE
and found that it did not contribute significantly to the prediction of BSE frequency.
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Stillman (1977) designed a questionnaire to measure perceived susceptibility to
breast cancer and perceived benefits to doing BSE. No measure of perceived severity was
obtained in this study as the investigator assumed all women would consider breast cancer
to be very serious. Stillman found that while approximately 33% of the subjects had high
belief (thought themselves to be above average in their susceptibility to breast cancer and
belief in the benefits of doing BSE) and practice scores 25% had high belief scores but
never practised BSE. She also notes that 10 of the 14 women who thought they were high-
risk for breast cancer did BSE monthly. Of those who thought they were below average
risk for breast cancer, 35% did BSE monthly, and 35% did not do BSE at all.

Trotta (1980) found that only perceived barriers significantly contributed to the
prediction of BSE compliance. The greater the perception of barriers, the less likely the
women were to practice BSE. Perceived barriers explained 12.2% of the variance in BSE
compiiance.

Howe (1981) found no relationship between BSE fitzquency and perceived breast
cancer risk. This is particularly interesting since the population of interest in this study was
women who were defined as being part of a population that were at increased risk for
developing breast cancer. She notes that the women in her study typically believed that
they were not at risk for developing breast cancer.

Schleuter (1982) administered a modified version of Stillman's (1977) instrument
to a group of 263 young, well-educated married women and found no relationship between
health beliefs and BSE frequency. Hallal (1982) used the instrument designed by Stillman
(1977) along with the Multidimensional Health Locus of Control Scales (Wallston,
Wallston, &DeVellis, 1978) and a measure of self-esteem (Fitts, 1965) to identify
predictors of BSE. Based on stepwise multiple regression, she found that self esteem was
the best predictor of BSE but that perceived benefits entered the model at step 2. Perceived
benefits were significant at p<0.01 and explained 8.2% of the variance in BSE frequency.



Bennett et al. (1983) notes that neither the belief that one is at high risk for breast
cancer nor a personal history of breast disease was associated with an increase in BSE
frequency. Champion (1985), having developed an instrument to measure the central
constructs of the HBM, studied the responses of a heterogeneous convenience sample of
301 women. She found that while the variables of the HBM explained 26% of the variance
in BSE frequency, perceived barriers alone accounted for 23% of the variance. Perceived
benefits, susceptibility, and seriousness did not add a significant amount to the prediction
of BSE frequency. Those women who reported few barriers to doing BSE were more
likely to practice BSE regularly, as were those with high health motivation scores.

Hill, Gardner, and Rassaby (1985) studied factors predisposing a convenient
sample of 123 women between 18 and 70 years of age to take precautions against breast
and cervix cancer. The majority of the women were married and had completed high
school. The purpose of this study was to determine the relative utility of the HBM, the
Theory of Reasoned Action, and the Subjective Probability Model in predicting BSE
intention. Only the results related to the HBM will be discussed at this time. The
remainder will be discussed below in the section on the Theory of Reasoned Action. Based
on multiple regression analysis, the investigators report that only perceived benefits
(p<0.04) and perceived barriers (p<0.001) contributed significantly to the prediction of
intention to do BSE in the future. However, these two variables accounted for only 20%
of the variance in BSE intention. Results related to the relationship between intention and
BSE frequency were not reported. The investigators note that the developers of the HBM
never specified the combinatorial rules for the model, and thus, it has been treated as a
linear additive model in the past. In an effort to explain a greater proportion of the intention
to do BSE, Hill et al. (1985) developed three alternative multiplicative models. They
found, however, that no matter how they arranged the variables they could not account for

more than 21% of the variance in BSE frequency.
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Walker and Glanz (1986) note a weak but significant positive correlation between
perceived susceptibility and BSE frequency (r=0.16,p<0.001); however, when perceived
susceptibility was eritered into a stepwise multiple regression along with a number of other
variables it failed to make a significant contribution to the prediction of BSE frequency.
The HBM constructs, in the form of 2 composite variables, contributed to the prediction of
BSE frequency after four other variables were entered. The strongest predictor was the
extent to which a woman's physician had encouraged BSE, followed by normative beliefs,
instruction in BSE, general evaluation of health care received, and HBM composite
variables. Both composite variables were significant at the p<0.01 level. The first
variable was composed of perceived susceptibility minus perceived severity multiplied by
the perceived benefit score. The second variable was derived by multiplying the perceived
cost/benefit of using preventive health services by the perceived desirability of doing BSE.

Calnan and Rutter (1986) studied a convenience sample of 1134 women who were
pasticipating in a nation-wide program in Great Britain to evaluate the benefits of BSE. A
group of 540 women were invited to classes on BSE at which they were taught how to do
BSE in detail. Of these, 278 women attended. A second group of 594 was not offered the
classes. The investigators used the instrument designed by Stillman (1977) in the study
described above. This instrument was administered to the first group before and after the
classes on BSE and on two occasions one year apart to the second group. They found that
for both groups' susceptibility and benefit scores entered a stepwise multiple regression,
where BSE frequency was the dependent variable, at either step one or step two and were
significant (p<.01); however, the proportion of variance explained remained small (25%).

Brailey (1986) used a modified version of the instrument developed by Stillman
(1977). While there was no relationship between BSE frequency and perceived
susceptibility, those who perceived greater benefits from doing BSE were more likely to

practice it on a regular basis.
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Based on previous work (Champion, 1984), Champion (1987) slightly modified
her scales for measuring susceptibility, seriousness, benefits, barriers, and health
motivation and added four items to measure perceived control. Internal consistency using
Cronbach's alpha ranged from 0.63 to 0.76, and test-retest reliabilities, using Pearson 7,
ranged from 0.47 to 0.62. Champion found that perceived barriers accounted for 22% of
the variance in BSE frequency and that the remaining variables failed to make a significant
contribution to the prediction of BSE frequency. She also found that the variables correctly
classified 54% of the women according to their BSE frequency.

Lashley (1987) used the instrument developed by Champion (1984) to assess the
relationship between beliefs and BSE frequency among a group of elderly women. She
found only weak support for the model, with 94% of the variance remaining unexplained.
An unexpected finding in this study was that women who perceived greater barriers to
doing BSE actually did it more often. Lashley notes that this variable explained 6% of the
total variance in BSE frequency.

Rutledge (1987) used a model in which the variables of the HBM were analyzed
along with a set of modifying factors: age, social network, and self-esteem. The HBM
constructs were measured using a modified version of Champion's instrument. Ina
stepwise multiple regression, only a composite variable comprised of the perceived benefit
score minus the perceived barrier score was significant, accounting for 27% of the
variance.

Redeker (1989) developed a model that combined the HBM and locus of control,
and used the instrument developed by Stillman (1977) to measure the HBM constructs.
She found by using stepwise discriminant function analysis the HBM constructs explained
12.5% of the variance in BSE frequency. The mean health belief scores of those who did
BSE monthly and those who did not do it at all were significant (p<0.01).



Summary ,
There are many problems with these studies. First, only the study by Howe (1981)

and Walker and Glanz (1986) were based on random samples. Neither of these, however,
could be said to represent a typical community.

Second, as has been noted above, the way in whfch the constructs were
operationalized varied from one study to the next. While several of the study results were
based on data from the same instrument, other investigators developed their own questions.
In the latter case, testing for stability and internal consistency was seldom undertaken.

Third, the studies failed to consider one of the key assumption of the HBM in their
design. According to the HBM, certain attitudes are precursors of health behaviour. Thus,
in order for the model to be supported, it must be shown that the attitudes come before the
behaviour. This point was recognized by the early developers of the HBM and was the
rationale for conducting prospective studies. With the exception of the study by Calnan
an: Rutter (1986), all of the studies of BSE based on the HBM collected data on attitudes
and behaviour simultaneously, making it impossible to determine whether a causal
relationship between attitudes and behaviour existed or not.

As can be seen in Table 4, the contribution of the HBM to an explanation of BSE
frequency is limited. The findings conceming perceived benefits and barriers, however,
were the most consistent. In most cases, one or the other or some combination of the two
were associated with BSE frequency, but the proportion of explained variance remained
small. These finding suggest that the benefits/barriers construct is partially responsible for
the decision to do BSE or not. The inconsistencies in findings can be explained primarily
by the way the constructs were operationalized since, generally speaking, the investigators

using the same instrument came to similar conclusions.



Table 4

Fing . |

Study HBM variable
Susceptibility ~ Severity Benefits Barriers Motivation

Stillman* (1977) Nok* n/a**¥* N n/a n/a
Trotta (1980) N N n/a YhH n/a
Howe (1981) N n/a nfa n/a n/a
Schleuter* 91982) N n/a N n/a n/a
Hallal* (1982) N n/a Y n/a n/a
Bennett et al. (1983) N n/a n/a n/a n/a
Champion**(1985) N N N Y Y
Hill et al. (1985)

intention N N Y Y N
Walker and Glanz

(1986) Y (comp) Y (comp) Y (comp) "f (comp) n/a
Calnan and Rutter*

(1986) Y n/a Y n/a n/a
Brailey* (1986) N n/a Y n/a n/a
Champion** (1987) N N N Y N
Lashley** (1987) N N N Y
Rutledge** (1987) N N Y (comp) N n/a
Redeker* (1989) Y n/a Y n/a n/a

*srudies utilizing Stillman's instrument, **studies |
comp means composite, ***Y — positively associ

n/a — not studied or reported

utilizing Champion's instrument,
ated, N — not associated,
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Health Locus of Control Theory

A second model used to understand BSE practice was Health Locus of Control
Theory (HLCT) (Wallston, Wallston, & DeVellis, 1978; Wallston, Wallston, Kaplan, &
Maides, 1976). Based on Rottcr's Social Learning Theory (1954), HLCT postulates that
the potential for a health behaviour to occur is a joint function of the expectancy that the
behaviour will lead to some particular reinforcement in that sifuation and the value of that
reinforcement. Individuals whose reinforcement comes from within themselves are
considered to have internal locus of control (called internals). Those whose reinforcement
comes from outside themselves are considered to have external locus of control (called
externals). This particular framework has been subject to misunderstanding from the
outset. It is not uncommon to find internals defined as those who believe that they are
responsible for their health and externals defined as those who believe that their health is
determined by chance, fate, or persons or events beyond their control. Based on Rotter's
work, a scale specific to locus of control as it related to health was developed by Wallston
et al. (1976). This scale was later revised in recognition of the multidimensional nature of
the external portion of the construct (Wallston, et al., 1978). At that time, the external scale
was divided into two subscales (chance and powerful other ). Health locus of control has
been shown to predict intentions related to preventive health behaviours such as exercise,
brushing teeth, and drinking alcohol (Kristiansen & Eiser, 1986).

McCusker and Morrow (1979) examined the relationship between health locus of
control, health beliefs, and health behaviour. They administered a questionnaire containing
Stillman's (1977) HBM items, a set of demographic questions, and the original 11-item
HLCT scale to 543 school personnel who were part of a program designed to test the
effectiveness of teaching the importance of prevention and early detection in cancer of the
lung, colon, breast, and cervix. The program was presented to 241 staff members, with
the remainder (302) being a control group. The investigators found that among those who
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participated in the programs infernals were more likely to report monthly BSE practise three
months later than externais (p<0.05).

Hallal (1982) used a questionnaire comprised of Stillman's (1977) HBM items, the
revised Multidimensional Health Locus of Control Scales (MHLCT scale) (Wallston et al.,
1978), the Tennessee Self-Concept Scale (Fitts, 1965), and a set of demographic questions
to look for predictors of BSE practise in adult women. A convenient sample of 207
women was recruited from a variety of settings. She found that the Powerful Other score
entered a stepwise multiple regression at step three (after Total P from the Tennessee Self-
Concept Scale and Perceived Benefits from the HBM) and was significant at the 0.01 level.
However, the variables from the first three steps of the analysis only accounted for 16% of
the variance.

Redeker (1988) distributed questionnaires comprised of Stillman's (1977) HBM
itemns, the MHLCT scales (Wallston et al,, 1978), and a set of demographic items to a
convenient sample of 137 mothers of children at three private preschools. The women
ranged from 26 years to 44 years of age. She found that health beliefs, internal locus of
control, occupation, and religion explained 47.5% of the variance in BSE practise but that
only the health beliefs score made a significant contribution to the prediction of BSE
frequency (p=0.02). Using the four variables outlined above, 64.58% of the subjects
were correctly classified according to their BSE frequency.

Summary
The studies based on HLCT had the advantage that both the original and revised

scales were tested for reliability and validity extensively during their development. Internal
health locus of control was found to be positively correlated with health status (p<.0001),
and chance health locus of control was found to be negatively correlated with health status
(p<0.01) (Wallston, et al,, 1978). In addition, the investigators of BSE pretested the
instruments on the populations they studied. McCusker and Morrow (1979) report that the
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test-retest reliability of the original scale was 0.69. Hallal (1982) found the revised
instrument was also relatively stable (Internal scale 0.688, Powerful Other scale 0.745,
Chance scale 0.687). Redeker (1989) reports an alpha coefficient of 0.637 for Stillman's
(1977) HBM instrument and acceptable values for two of the MHLCT scales (Internal scale
0.665, Chance scale 0.685). The Powerful Other scale data was excluded from further
analysis due to the low internal consistency with Redeker’s sample (0.165).

The studies based on HLCT were plagued by some of the other problems seen
earlier. The samples in these studies were fairly homogeneous and small. Because they
were convenient samples, they were likely unrepresentative of the communities from which
they were drawn. The retrospective design, common to all of the studies that used HLCT

for a theoretical base, again made it impossible to determine whether a causal relationship

between locus of control and BSE practice was present.

Theory of Reasoned Action

A third model used in an effort to understand BSE practice was the Theory of
Reasoned Action (TRA) developed by Ajzen and Fishbein (1980). According to this
approach, behaviour is a function of one's intention to perform the behaviour. Intention is
determined by two additive components: attitudes toward the behaviour and subjective
norms. The attitude component is a function of the beliefs concerning the likelihood that
specific consequences follow the behaviour in question and the favourable or unfavourable
evaluation of those consequences. The subjective norms component is a function of the
perceived social pressures to engage in a particular behaviour and the motivatibn to comply
with those expectations. Thus, according to TRA, a woman would practice BSE if she
viewed BSE as useful in obtaining desired consequences and as being worthwhile in the
eyes of individuals she wished to please.

Like the HBM, the TRA has also been used as the theoretical framework for a
number of health behaviour studies such as family planning practices (Fishbein, Jaccard,
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Davidson, Ajzen & Loken, 1980). A number of advantages of the TRA over the HBM
have been noted (Lierman, Young, Kasprzyk, & Benoliel, 1990):

1. the mathematical relationships between the model components are specified;

2. there are specific instructions for operationalizing the constructs of the
model;

3. instrument development is grounded in the target population; and

4, the inclusion of a sccial normative component.

Hill et al. (1985) developed a questionnaire to measure the constructs of the TRA
using the method specified by Ajzen and Fishbein (1980). Based on multiple regression
analysis, they report that only the attitudinal component significantly contributed to the
prediction of intention to do BSE (p<0.001), and this component explains 17% of the
variance.

The relevance of the Subjective Probability Model (SPM) for predicting intention to
do BSE was also examined by Hill et al. (1985). According to this model, intention can be
predicted by any single salient belief and pairs of subjective conditional probabilities
(Jaccard, Knox, & Brinberg, 1979). This model yields a variable called psychological
relevance. In this study, individuals were asked to respond to questions such as, "How
likely is it that you would do BSE supposing it would (would not) stir up worries about
breast cancer?" Individuals were asked to respond using a 7-point scale ranging from
extremely unlikely to extremely likely. The belief statements were derived from the
preliminary work involved in developing the questionnaire for the TRA portion of the
study. The highcst correlations between intention as determined using the belief statements
and intention measured directly were for "provides reassurance about cancer," "providés a
sense of relief,” and "provides a sense of control over cancer.” All of these were
significant at the 0.001 level or greater. According to the investigators, this information

was of practical interest since, according to SPM, a change in the most relevant beliefs



49

would lead to the greatest changes in intention. It should be noted that the relationship
between intention to do BSE and BSE frequency was not reported in this study.

Champion (1989) developed a model based on the TRA and three other variables:
the method by which a person was taught to do BSE, their confidence in their ability to do
BSE, and their knowledge of r7e - Yreast cancer. The independent variables were
knowledge, method of teach:: . e, atiitude toward BSE, and social norms.
Champion developed a divect {- ) and an indirect (called attitude) measure of
attitude toward BSE as well as . .- 2L (called glchal social norm) and an indirect (called
social norm) measure of social noris. The dependent variables were intent to do BSE,
frequency of BSE, and proficiency in BSE. She found that knowledge correlated with
intent (p<0.01) and social norms (p<0.001) were related positively to knowledge. No
comment was made regarding correlations between these variables and BSE frequency.
Champion found, however, that while social norms were correlated with intent (p<0.001)
they did not correlate significantly with frequency.

Hill and Shugg (1989) developed a questionnaire based on both HBM and TRA as
part of a study to determine predictors of BSE among a group 654 Australian women. The
sample included 117 breast cancer patients, 209 women with benign breast disease, and
329 women attending general practitioners for conditions unrelated to the breast. The
sample included women ranging from less that 30 years to those over 70 years of age as
well as those with varying levels of education and marital status. They found that women
in the benign disease and breast cancer groups had significantly greater intentions to do
BSE that those in the control group (p=0.001). They also note that those in the control
group were more likely to indicate that failure to do BSE was associated with laziness or
forgetting (p=0.001), while in the other two groups, failure to do BSE was associated with
fear of finding a lump (p=0.003). Based on preiiminary analysis, four additional
composite variables were created; embotissal trcentives (¢.g-, BSE leads to reassurance),

emotional barriers (e.g., fear of finding a lump), cognitive barriers (e.g., not knowing
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how to do BSE), and personal disorganization (e.g. forgetting). In a stepwise multiple
regression, intention, cognitive barriers, personal &isorganization, and being a breast
cancer patient were significant predictors of BSE practice, explaining 32% of the variance
of BSE frequency. Intention was the strongest predictor (p=0.0001), and status as a breast
cancer patient was the weakest (p=0.0002). Hill and Shugg then used the same method to
determine the predictors of intention. They found that attitude toward BSE, previous BSE
practice, emotional incentives, personal disorganization, group (breast cancer, benign
breast, control), cognitive barriers, emotional barriers, and social referents explained 54%
of the variance in BSE intention.

Lierman, Young, Kasprzyk, and Benoliel (1990) studied a convenient sample of 93
women recruited from various women's organizations. They ranged from 52 to 90 years
in age, and most of them were married with at least a high school education. Attitude
toward BSE and social norms, the indirect measures of the model components, accounted
for 32% of the variance in intention. The direct measures, affect and global social norm,
accounted for only 21% of the variance in intention. However, only the attitudinal
component of the model was a significant predictor (p<0.001) of intention. Since the
model postulated a relationship between intention and behaviour, attitude and social norms
were regressed on BSE performance, accounting for 39% of the variance in BSE
frequency. In this case, both the attitudinal (p<0.001 for both direct and indirect measures)
and the social normative components (p<0.01 for social norms and p<0.05 for global
social norms) were significant predictors. The investigators divided their sample into two
groups: those who did BSE up to three times in the last 6 months, and those who did BSE
between four and six times in the last six months. They found that the frequent performers
had a more positive attitude toward BSE and stronger social normative influences. Using
discriminant function analysis based on these two variables, Lierman et al. were able to

correctly classify 76.34% of their sample.
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Summary
The studies using the TRA were plagued by one of the key problems noted earlier:

differences regarding the way in which some of the variables were operationalized. The
TRA specifies exactly the way in which scales to measure the independent variables are to
be constructed. Thus, according to this theory, the questions used to assess intention
would vary from one study to the next. However, when the study is being conducted in
order to assess behaviour, as opposed to intention it would be useful if the dependent
variable was defined in the same way. This was not the case. For example, Hill and
Shugg (1989) categorized their sample as follows: not at all, once every 2 or 3 months, or
monthly. On the o*her hand, Champion (1989) categorized hers as follows: more than
once a month, monthly, every other month, every three to four months, every 510 6
months, less that every 6 months, and not at all. Variations like these make comparisons
between findings difficult.

The second area of concemn is related to the stability and internal consistency of the
instruments used in these studies. The questionnaire used by Hill and Shugg (1989) was
not tested for stability or internal consistency. Champion (1989) reports Cronbach's alpha
levels of greater that 0.7 for the measures of intent, affect, attitude, social norms, and
proficiency but no stability testing. Lierman et al. (1990) also report Cronbach's alpha
levels of greater that 0.7 for all measures but no stability testing. It would be important to
know how stable the scales were since instability could be partially responsible for the low
levels of explained variance in intention and BSE frequency.

Third, according to the TRA, attitudes toward a health behaviour and perceived
social norms regarding the practice are precursors of intention to engage in the behaviour,
which in turn is predictive of behaviour itself. Thus, as discussed above in the section on
the HBM, in order for the model to be supported, it must be shown that the attitudes did
indeed come before the intention and the behaviour. All of the above studies, however,

were retrospective, making the establishment of a causal relationship impossible.
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Fourth, according to the TRA, the direct measures of attitude and social norms
should be better predictors of intention and behaviour than the indirect measures. In the
study by Lierman et al. (1990), however, the indirect measures were better predictors of
both intention to do BSE and BSE frequency. The investigators attributed this to the use of
an affect scale with only four items, but this is unlikely since the scale was found to be very
consistent (Cronbach's alpha was 0.82).

In general, it can be seen from the above analysis that while the constructs included
in the TRA are somewhat better at explaining the variance in intention to do BSE and BSE
frequency the proportion remains modest. In addition, the lack of any prospective studies
using the TRA means that, regardless of the findings above, support for the model as
originally specified by Ajzen and Fishbein (1980) is minimal.

Conclusion

As a result of the proceeding analysis, several points become apparent. None of the
models have been tested in a manner that would allow causal relationships between their
components and BSE frequency to be discovered. The studies used retrospective designs
while postuiating inat certain attitudes were precursors to behaviour. In addition, only a
few studies used samples that would permit generalization of findings to a larger
community.

Only three variables have been consistently associated with BSE: seif-esteem,
formal instruction in BSE, and perceived benefits/barriers to BSE. None of the models
used to date have been able to explain more than a small proportion of the variance
associated with BSE frequency. These results might be i< toa variety of problems
associated with the definition and operationalization oi key constructs as well as flaws in
the models themselves.

These findings raise the question of the validity of the models used # date. Studies
based on selected demographic variables and/or the HBM, TRA, and HLCT have never
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been particularly conclusive, and yet, investigators have attempted repeatedly to rearrange
the constructs in some way to explain a greater proportion of the variance in BSE
frequency. Perhaps none of these models are appropriate for understanding BSE.

To test this hypothesis, a new model was derived inductively. The remaining

chapters will describe the methods used and the results of an initial validation study.



CHAPTER III: DISCOVERING AND UNDERSTANDING FACTORS
ASSOCIATED WITH DOING AND NOT DOING BREAST
SELF-EXAMINATION

Introduction

This siudy had three phases: a qualitative model-development phase, a quantitative
instrument-developraent phase, and a quantitative model-validation phase. As such, it was
an example of a qualitatively-driven design using sequential triangulation (Morse, in press).
Triangulation was used historically to more accurately calcuiate some particular location by
using several reference points and principles of geometry. Its primary use in research is to
ensure that a more comprehensive understanding of research question is obtained by
using two or more research methods. Triangulatior was used in this manner in the present
study. Itis also sometiraes used to investigate the validity of methods. However, since
validity is normally established during a pilot phase, this later approach is less common.

Since the findings of previous studies in this area were inconclusive, a qualitative
method (ethnoscience) was used in the first phase of the study to establish a new model.
Interviews were conducted with a group of 13 women who responded to a request for
informants. A model of factors associated with the duing and not doing BSE was
developed from the analysis of this interview data. Given the investigator's long-term
interest in obtaining normatis = data related to the factors identified in the model, key
concepts from the mcdel were used as the basis for the development of a set of subscales.
Following content validation, these scales were pilot-tesied with 24 women separate from
the interview sample in order to establish stability, internal consistency, clarity, and length
of :ime required for completion. Since women had indicated during the first phase of the
study that "in order to not make the doctor angry" they often told their physician they did
BSE whea, in fact, they did not, the subscales were also checked for potential social

desirabilitv response bias. An instrument containing the revised subscales, the Crowne-

54
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Mar'ow Social Desirability Index, selected demographic items, and a BSE practise item
was then administered to a larger group of women. Analyses were undertaken to determiis:»
the degree to which BSE practise behaviour could be correctly predicted by subscale scores
and selected demographic variables. These findings will be used as the basis for a study to
further refine the model in the future.

The main task in the first phase of the study was to identify categories of factors

that were associated, in the minds of women, with doing or not doing BSE.

Description of the method

An ethnoscientific approach was the method of choice for this phase of the study
for three reasons. First, although much can be learned from observation, the health
practise of interest in this study was normally conducted privately. Thus, other methods
requiring observation, such as participant observation, were inappropriate. Second,
according to Frake (1962), this technique facilitates the discevery of cognitive structure by
examining what people say. Thus, it provides the investigator with a "window" tiirough
which to understand the thinking of a particular group. Last, Field and Morse (1985) state
that ethnoscience is the method of choice when the aim of the stuly is to determine the
kinds or types of topics of interest (e.g., kinds of acticns, types of diseases).

This approach consists of linguistic techniques for identifying aspects of a
phenomenon that are meaningful to those who participate in the study. The first major
assumption of this technique is that people "make sense"” of the world by using patterns of
behaviour that are consistent and shared through culture. These patterns are found by
conducting unstructured, interactive interviews and analyzing them using comparative
questions and card sorts (Field & Morse, 1985; Spradley, 1979). During the interview, an
investigator using this technique explores some domain of interest with individuals.
Questions are asked that identify the domain and begin to define its boundaries. As

information is leamed, it is placed in the context of what is already kii:vn, and subsequent
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questions are asked. Thus, data analysis begins during the interview per se. Data from
one interview are analyzed and become the basis for questions with the next informant as
well as subsequent interviews with the same informant. A second major assumption of this
technique is that because the patterns of behaviour are culturally shared relevant information
can be obtained from anyone thoroughly immersed in the culture (Evaneshko & Kay,
1982).

The first task in conducting work of this nature involves discovering culturally
relevant questions. While analyzing data from initial interviews, key words or phrase: are
listed that describe the domain. These key words or phrases are used for card sorts (diadic,
triadic, Q-sort) conducted during the second interview. The tape recorder is left on and the
informants are asked to think aloud as they work. When finished, the informant is asked to
name each pile, identifying similarities and differences between piles, and then the contents
of each pile are recorded.

The card sorts assist in identifying the segregates and subsegregates of the
taxonomy (see Figure 1). The analysis of the transcript provides the characteristics of each
element of the taxonomy. During the third interview, additional information on any area
still not well-defined can be obtained, and the taxonomy can be shared with the informants
for verification. The distinctive features necessary for membership in each of the categories
can then be identified and areas of agreement and disagreement documented. Areas of
consistent disagreement are further explored with informants, in order to discover any

previously undetected categeries.
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Domain

Segregates

Subsegregates

Subsets

The taxonomy shows important categories of a domain and thus provides a starting
point from which a model representing the cognitive structure of individuals' perceptions or
world views is constructed. The model suggests relationships, between concepts based on
the taxonomy, for further investigation.

Content analysis of the transcripts is undertaken after each interview . Descriptors
of important parts of the interview are noted in the margins of the transcript, and then these
are grouped intc categories and coded. If categories become very large, then they may be
divided ar: recoded. This analysis forms the basis for a discussion of the context within
which the data were found.

There are several issues related to reliability and validity in qualitative research.
First, in order for the model to be valid. the sample in a qualitative study must be made up
of those who have the knowledge and experience to talk about the subject of interest.
Thus, the subjects in a study of this nature are not statistically representative of the

population. Rather, it is assumed that by using purposeful sampling technique as well as
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careful interviewing and data analysis methods the informants, and hence the data, will be
representative of the topic of interest.

A second area of concern is the adequacy of the data. Thus, informants are added
until no new information is obtained and "negative cases" are actively sought..

The third area of concen is the social context in which data are gathered.
Informants may reveal some information in one setting that they would not share in
another. For this reason, information obtained in one-to-one situations should be verified
with information obtained from other informants in group situations.

A fourth area of concern is the possibility of observer bias. In order to detect this
problem, investigators are advised to identify or "bracket" their views on a subject prior to
collecting data. In this way, bias in data analysis can be more easily prevented. To further
enhance the credibility of the study, excerpts from field notes and transcripts should be

used to substantiate the analysis.

Sample selection

The population of interest in this study was English-speaking Canadian women
between the ages of 18 to 65 years of age. According to Spradley (1979), the ideal
informant is one who is thoroughly enculturated, involved in the culture, prepared to give
adequate time, and nonanalytic. Enculturation may take place formally or informally, but,
in general, the longer an individual has been involved in a cultural scene, the more
thoroughly enculturated he or she will be. Since this study was of a particular health
practise in which only women, as npposed to girls, engaged, only those who were defined
by society as women, wWere chosen as potential informants. Thus, it was decided that only
those who were at least in their early thirties would be considered for part::ipation in this
study.

According to Spradley (1979), current involvement in the culture in question is

important because, people who are currently involved in the cultural scene use their
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knowledge to guide their actions. Once they are no longer involved, their cultural
krowledge becomes more difficult to recall. For the purposes of this study, current
involvement was viewed as including those who were involved in both the practise and the
non-practise of BSE. As all women can be placed in either one category or the other, one
category was not recruited deliberately over the other. If it had become clear that the
practise or non-practise group was under-represeiited, additional informants from that
group would have been sought, but this further recruitment did not prove to be necessary.

Spradley (1979) notes that selecting informants from an unfamiliar cultural scene
was helpful because much of the researcher’s cultural awareness lies outside their
consciousress. He argues that if one studied an unfamiliar culture they would be more
sensitive to things thought to be common place by the “natives”. The most productive
relationship was thought to be one between an unenculturated interviewer and a thoroughly
enculturated informant. The investigator chose to go against this suggested criteria because
she wanted to eventually be able to make some social policy recommendations that would
be relevant in Alberta. Also, given that BSE is a phenomenon treated with a certain amount
of privacy in this culture, it was thought that informants might actually be more willing to
discuss it with a woman from their own culture.

Various authors have suggested that informants must be willing to provide between
three and seven one hour interviews. It is often difficult to predict beforehand how many
interviews will be necessary. Generally, people who are very interested in a study will
make time available for it. For this reason, informants were chosen from among
individuals who indicated an interest in discussing women's health concerns. The phrase
"women’s health concerns” was used in an attempt to avoid any bias that might arise if the
informants knew that BSE was the investigator's primary interest. It also aliowed the
investigator to structure early interviews around this broad topic in order to understand the

context within which women thought about breast cancer and BSE. Once these women



expressed an interest in the study, they were told of the time requirement. Those willing to
make the time commitment were considered eligible informants.

Spradley (1979) encourages the use of nonanalytic informants. Those who
provided insights into behavior using their own words were thought to be helpful, but
those who borrowed social science language were thought to cloud analyses. He argues
that the patterns of meaning sought by the ethnoscientist are imbedded in the “insider”
words used by informants. While even the best informant may occasionally get off-track
and translate their ideas into "outsider” language, they can be gently steered back to the
subject at hand by using “native language" questions (questions that ask them to respond as
though they were talking to someone inside their cultural group). If an informant were to
regularly slip into "outsider" language, however, the extensive native language
questioning required would mean that either other questioning techniques would be kept to
a minimum or that interviewing would take much longer. In either case, valuable time and
information would be lost. There is no way of knowing who will be analytic in their
comments until interviewing begins. In selecting the informants in this study, cirly
interviews were reviewed in order to identify those who found it easiest to respond using
“insider" language, and these women were considered to be eligible for inclusion as
informants.

Initial interviews were conducted with women meeting the above criteria who
volunteered to be interviewed following a request for informants in a local newspaper, on a
popular talk show, and on posters distributed across the campus of the University of
Alberta. Thirteen women with a knowledge of BSE and the ability to clearly describe their
thinking about it were eventually retained as informants. The women ranged in age from
31 to 65 years of age and included those who were single, married, separated, and
divorced. Education ranged fron: Grade 5 to some graduate studies. These women
represented a broad range of religious affiliations (e.g., Taoist, Anglican, agnostic) and

occupational groups (¢.g., housewife, student, psychologist, writer, secretary). Seven of
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them did BSE at least once every three months, while six of them did not. Of those who
did BSE, three were over 40 years of age, and four were under 40 years of age. Of those
who did not do BSE, three were over 40 years of age, and three were under 40 years of
age. Three rounds of interviews were conducted over a period of 6 months.

Prior to the first interview, informants were given an explanation of the study,
potential benefits, absence of any health risks, time requirements, and method of data
collection. They were also assured of anonymity and the option to withdraw at any time
without penalty. Following an opportunity to ask questions, those agreeing to participate
were asked to sign a written consent (Appendix I). The name and phone number of the
researcher were on the consent form and a copy of it was left with them so that they could
contact the researcher at any time.

Data were stored in a locked filing cabinet. The master code, identifying
informants, was stored separately in a locked file. All informants gave permission for their

ta, :d interviews to be kept for further studies and educational purposes.

Data collection and analysis

Data were collected by tape recording face-to-face interviews with the informants in
their homes or in the office of the investigator, whichever was more convenient for the
informant. The tape recordings were transcribed and uploaded to the mainframe at the
University of Alberta for content analysis using QUAL, a computer program for analyzing
qualitative data (see Appendix II).

In order to determine whether the topic of breast cancer or BSE would be voiced
spontaneously, initial questions with the first six informants were deliberately general in
nature. The questions were based on the investigator's experience as a community health
nurse, discussions with dissertation advisors and graduate students in nursing, and clinical

work in a local breast clinic. Since no women mentioned these topics voluntarily,
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questioning in subsequent interviews was focused on the topic of breast cancer. In this
context, BSE was readily discussed.

Questions asked during the first round of interviews included "What is it like to do
BSE? What goes through your mind when you do BSE?" and "How would you describe
the person who does BSE?" A second interview with each of the first eight informants was
used in the first round in order to clarify and expand upon the first interview. Sixty-one
descriptors were identified (see Appendix III) and placed on cards.

The three cards sorts outlined above were carried out with each of the thirteen
women. Once the card sorts were completed, the taxonomies were validated with
informants. The validity of the taxonomies was then discussed with groups of graduate
nursing students and colleagues in the Faculty of Nursing at the University of Alberta. The
final version of the taxonomies appears in Figures 2 and 3.
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Figure 3: Taxonomy for the domain (Do not Do BSE).

Before discussing the elements of the two taxonomies, it is important to first
consider the context from which these ideas emerged. Words of informants appear in

italics. Longer quotations from transcripts are indented. Investigator's remarks are

Women's ideas about breast cancer and BSE

enclosed in square brackets.
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Seri ] 1 ina]
Women consistently viewed breast cancer as a serious and usually terminal illness.
The idea of having breast cancer was terrifying. They tended to think of BSE in one of two
ways: a way of finding a lump that may or may not be breast cancer or a way of finding
a lump that probably was breast cancer. Regardless of the role attributed to BSE, the
meaning of breast cancer was the same:
[you think about] who is going to be there to take care of your kids if you're
taken out by cancer? Who is going to make sure that your husband has his
lunch made for him at 5:30 in the morning because he sure isn't capable of
it2...All the little things. Who is going to be the one who does the volunteer

work or gets involved in the community or does everything? You like to think
to a certain degree you're indispensable. And it's a pretty strong opponent to

come up against. It can take you right outin no time flat. It's scary.
As I see it, it's looking for cancer. Idon't see it so much as a preventive

measure. I see it as looking for cancer. And I don't like to be looking for
cancer, so I really do it — I think if I do it once every five months, that's

probably — that's tops...
{And looking for cancer means...7]

Death {(long pause).

The thought of having breast cancer brought several women to tears during their
interview. As they talked about women they knew who died from breast cancer or the

implications of their own deaths for their husbands and children, the women frequently

cried quietly.
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I i< horribl
The treatment associated with breast cancer was viewed with a combination of

horror and distaste by most of the women in this study. They talked about the physical
side-effects of treatment such as hair loss, nausea, and vomiting as well as the emotional
effects such as how I would be viewed by others and said that it would be a very difficult
thing to deal with. They thought of the treatment as painful and referred to a mastectomy
as an ampuzation and as mutilating:

She just pulled up her T-shirt and pulled a sock or something out of her bra and

there was a huge scar. And she had had one breast amputated.

Personally speaking I wouldn't do it, but...unless I was guaranteed 100% it
would work. I think it's a form of torture, to be honest. I think...sometimes I
think that it's worse than the disease itself.

No distinction was made between the various types of mastectomy (i.e., simple, radical).

The women thought society viewed those who had undergone mastectomies of any kind as

incomplete persons:

It would be a loss, a partial loss of what makes me a woman. You know, there
are a lot of things that make me a women, but breasts...having a breast removed
would be pretty devastating to me...part of me as a woman. Wouldn't be a
whole me, but part of me and it would be something I would have to deal with.

I had a customer who had her breast removed, and she was quite mad and
annoyed....I'm sure she would rather have had cancer in some other place
because she felt she was half missing, you know.

It's mutilation of your body which somehow is really repulsive. It would be
like loosing your arm or...I don't know, you can cover it up and stuff, but, it's

just the idea that somebody would cut off a piece of my body....It's really
repulsive.

The women in this study were especially concerned about the implications of breast
cancer treatment on their relationships with their husbands and partners. ‘(hey thought that
those with whom they had intimate relationships would probably adjust to a mastectomy

with time, but they were not sure of that:
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Even with a spouse, A. says he would still love me, and yes he would, but
there was no way he could make love to me in the same manner. Idon't
know...it's being incomplete in the sense that someone who has had & limb
amputated is incomplete, and they can wear a prosthetic device and function,
gleﬁmtely....l guess when it comes down to a women's one relationships, there
is a difference. You take off the little brace, the artificial foot, or you remove
the bra and whatever padding or whatever there is, and then you're right down
to being you, and you are less than what you were....I don't know how A.
would react if it became necessary for me to become less than the worman he
married — physically....I don't want to put him to the test.

Not tatked about

Another aspect of breast cancer and BSE had to do with the appropriateness of
discussing "things like that." Women generally remarked that "we never talked about those
things" with friends. "Those things" included anything to do with the breast as well as
anything to do with cancer. One woman regularly referred to cancer as "the big C" rather
than actually saying the word ncancer". The women generally agreed that discussions
regarding breasts and cancer were undertaken privately between mothers and daughters or
with a physician, if at all:

How you ever going to ask anybody about that, love? I don't...like, I'm
saying nobody ever said to me yesterday, "Do you do self breast examination?"
Because that's like saying, "Are you a widow?"

[It's like...]

It's like I can't talk about that because it's my age that ¥ was never taught to talk
about sex or your sexual objects of your body. When I was a child growing
up, you know, you weren't suppose to talk about you fed a baby by breast or
any thing like that. I mean, that was just a no-no.

[As in not polite?]

Well, its like that was very private language. That was between a grandmother
and a mother...but if you'd turned around and said to a bunch of girlfriends,
"Hey, I'm going to breast i " — I'm going back to my generations — they'd
have looked at you and said, (gasp) "Why did you swear lize that? Thatis
wrong. You're talking about the body. You shouldn't be talking about the
body.” That's why I'm saying think it's harder to get through to people my
age about breast cancer or any other kind of cancer because it's a no-no to talk
about it. It's something that's private.
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Even among the younger women in this study, breast cancer and BSE were not
readily discussed. Young women talked about discussing matters like birth control with
their sisters, female cousins, and husbands, but they said that the topic of reast cancer and

BSE "just never came up":

I mean, well...can you imagine? Coming down to breakfast one morning and
saying to your husband, "I did my BSE and everything is O.K." It just would

never happen.
This finding was initially alarming because the method of choice for this phase of the
study, ethnoscience, required that women talk a: ut their views. Would the cultural rules
that governed talking about breasts and cancer prevent women from talking about BSE?
Although some of the elements in the taxonomy posed more difficulty than oi. s, the
investigator was relieved to find that the women who served as informants in ti:is study

were generally able to find w:. -1z to describe their ideas.

Summary

Breast cancer was generally viewed as  serious and disfigur'ng disease that often
resulted in death. Some of the informants thought prompt treatment could probably save a
woman's life, they viewed the treatment as so horrible that "it was worse than the disease
itself" and was not something that they would undertake uniess they were guaranteed that it
would be effective. Others viewed the treatment of breast cancer as equally unpleasant, but
they still thought it was worthwhile. Regardless of which group 2 woman belongea to, she
knew that should she find "something" while doing BSE, the future would hold new
uncertzinties — uncertainties about treatment and perhaps even about life itself. Under
other similar circumstances, women might seek support by talking with friends or family
members. According to this study, the cultural rules that govern what they can talk about
in various social situations frequently prevent women from talking about breast cancer or

BSE with anyone, except perhaps close family members and/or their physician., Thus,
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mosi wormen face the .. 2::+] uncertainties associated with BSE alone. It was from within

this ontexs thi* the tax¢.. .-¥2s emerged.

'“-.. Domains — Do BSE and Do Not Do BSE
As can be seen in Figures 2 and 3, two domains were identified, namely Do BSE
and Do Not Do BSE. The elzaments in each of these doma:r's relate to the characteristics of

individuals who either do or do not do BSE.

DrBSE
The first domain, Do BSE, consisted of individuals who knew how io do BSE.
The women in this study agreed that there was a certain amount of stuff you have to know
in order to do BSE. When questioned regarding whether this included a feeling of being
competent. it was generally thought that this was nor azcessary. In fact, some of those
who did BSE admiited that they might miss a lump. but they checked their breasts on a
mathly basis anyway:
If you know what you are looking for — have an idea what you are looking
for, then you know if something is there that it could be or it couldn't be, but it
should be looked after, like right away. It shouidn't be left to say, "Oh, it's
nothing, itll go away."
This domair had two segregates, worth it and in charge. The women who thought
BSE was worth it viewed BSE as a way to find breast cancer in time for effective
treamment. Effective treatment included both the ability to detect breast cancer while it could
still be cured and the ability to prevent more disfiguring treatment like a radical mastectomy.
The women who did BSE because it was worth it did so with almost religious zeal.
Somewhere in the course of their lives, they had been convinced, usually by a physician,
that they should do BSE. The importance of BSE in relation to the prevention of

rreatments like radical mastectomy seemed almost as important as the prevention of one's

untimely death:
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I'm aware that it is 2 means of detecting lumps vcry soon, and I've been told the
sooner I find anything it can be treated and I run less risk of having to go
through this radical surgery.
Worth it, had two subsegregates, might get it and hypochondriacs. Those who
thought they might get it, came to this ccniclusion based on the knowledge that others got it,
or that for some reason, they telieved they had a higher chance of getting breast cancer:

All of a sudden you know of somebesy that ii's hagpening to, and taen you
start thinking, "Hey, I better start lorng al* mys+if a little bit better.”

Fifty, yes, because they're starting to bz the...in _ome sense of the word,
they're starting to be a faded flower....Everything starts going goofy, 2nd you
get things that you never had before.... They get into their minds again that this
could happen to me, where wher I was younger, this is never going to happen
to nie.

The hypochordriacs worried about all aspects of their health, not just whsther or
not they might get breast cancer. Concerns about their health seem 0 overshadow all
aspects of their life. They were constantly on the look ous for problems. They knew
many stories about a variety of crrible health problems:

-

She is a hypochondriac, is very interes :-X :: any part of her body that has
anything that could go wrong so she wowu be right in there making sure that it
doesn'r. Sort of obsessed with health cares.

The seconu ~cgregate, in charge, was characterized by a sense of being clued in to
the body and wanting to do ail the things that were good for it as well as the whole person.
Thus, individuals who were in charge engaged in various health practices such as BSE for
different reasons than those who saw BSE as worth it. Some of the informants knew of
individuals who had breast cancer, while others did not. They were vague about whether
they saw themse lves as being at risk and smphasized that for them doing BSE was more
related to looking after themselves:

[She would know] what are good things to do for her body and for...not just
her body but all of her self, like her spiritual self and her inteliectual and

emotional selves and her physical self...how to treat her self as a whole person
and in a health manner.

This segregate also had two subsegregates: hopeful and check on things. Hopeful
women were surprised that their future was so bright and were propelled into that future by
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their hopes and dreams. They wanted to make sure (k0 fiey lived long enough to be part

of the future that they imagined for themselves:

For, oh, eight years [ was a postal worker. And this is a dirty job. It is a job
where I felt like I was being a slave in a slave driving place, and I quit work,
got married, and had a child and still didn't fee! like a whole person. That there
was more meant for me than to be just a mom or just a postal worker or just to
be...weil, not an ordinary person...I have a lot of things inside me, a lot of
feelings, and 2 lot of insights, or a few anyway, maybe not a lot compared to
some. But what I have is really important to get out and to express and (o
share, and I wasn't doing that very well as a postal worker...and being a mom
is wonderful, but it is limited, and so now with my poetry, I'm beginning...the
success, yea, I'm starting to feel good about myself, that more of me, real me,
is coming out and doing what it was meant fo do....I do want to continue with
it, and I do want to continue expressing myself 2 d letting that real person
inside of me out....And I just have hopes...It's jusia bunch of hopes and

dreams.

‘The women in this stud:’ characteri~ed by check on things decribed BSE as part of
their day-to-day lives, along with health practices such as weight control, exercise, minimal
use of alcohol, and not smoking. While some of these health practices also characterized
women who did not do BSE, the doers of BSE described BSE as being the most important

of these heaith activides:

It's part ot my health regime. Becaise, O.K., it's been three months since 1
last did it, I think it's about time to do it and check on things and make sure that
along with all the work I'm doing to make myself healthier I'm not forgetting a
part that could jeopardize all of that.

The informants talked about the womsn who check on things as having a take care
attitude toward health concemns and being problem conscious. A take care individual was
responsible for herself, not in an obligatory manner, but in 2 way that conveyed that she

was doing these things because she likeg herself:

I mention my last marriage because I was in a very abusive relationships. My
own self-image was next to nothing. If he hit me, I must have done something
wrong....I didn't take very good care of myself. But as I got better....I started
being more concerned with who I am and what do I want — what do I expect
of me, and that includes my body, my health, and things I would have to do to
take care.... When you don't care about yourself, it doesn't matter if something
is wrong. You don't become aware of it. Everything is wrong. But if you are
healthy as far as your own self-image goes, I thik you become much more
aware and much more concerned.



71

This passage suggests the importance of a good self-image, but in the card sorts, the
informants further refined this idea to a good body image. This idea will be discussed in

more detail under the analysis of the second domain.

Take care women were known to seek information about BSE and to have time
for it. They c:iiberately looked for information, either by asking individuals who knew

about it or by reading health literature.

[Following surgery for another health problem] they just mentioned that, you
know, you should be doing breast examination. They didn't show me — they
didn't tell me anything other than that just — "ask your family doctor” because
when I came home I was going to him every day for awhile, so this was one of
the subjects that I could bring up q+:\-¢ easily to him and said, "What do they
mean? What were they talking about?"

Well, like my neighbe:. She orers...what do they call those
magazines...something about health today or something. And I know she reads
it thoroughly....If she would pick up an zsticle like that [on BSE], she would

doit.
Having time encompassed both those whose families were now grown, leaving
them time for themselves, as well as those who made time in the midst of a busy schedule
still full of the demands of a growing family and/or career. The idea of having rime

seemed related to priorities:

My kids have left home, the nest is empty, and now there is time for me.
There is time for me to think I can have a leisurely bath and do breast
examination when I'm dressing in the morning....I don't have to have
somebody always calling for my attention.

And that sees to — well, you're already in the bath, having a nice bath, you
really have the time.

The problem conscious women talked about this orientation as being very different
from that of the kypochondriac oudlined abuve. Thcis women were aware of potential
threats to their health and took an active part in minimizing their influence, but they were
not obsessed by these concerns. They were thought to anficipate and artend to health

problems.

I feel that I want to run my life, and I know there's all sorts of carcinogenic-
type things in our environment, so since you can't avoid them, the least you can
do is minimize the dangers, so I exercise, and I take vitamins, and I pay
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attention to the signals my body gives me and I poke myself a litle bit if it
seems reasonable, you kno, to sort of check up on things, and breast is in the
category of poking myself « ‘ittle bit.

Do Not Do BSE

The second domain, Do Not Do BSE, was characterized by two segregates, Ktow
how and don't know how. It was generally agreed that those in the know how group
knew all the things that those who did BSE knew.

Breast self-expmination is important. I :aderstand the importance of it. I've
been educated ;3 to how to do it and the reasons for it, but I don't praciice
it...2nd I'm not sure whether that is a denial or a belief that I just, you know, an
illogical belief that I'll never get cancer, or a...yea, I'm not sure what its about.
Upon examination of the data, three subsegregates were identified that differentiated those
who were knowledgeable but did i jo BSE from those who were knowledgeable and did

BSE. These were cancer phobia, werried but... and =o* #.s7th it.

The first subsegregate was cancer phobia. The individuals in this group were
characterized by an intense fear of cancer. The women who did BSE talked about "the
cancer scare” which motivated them to do BSE. The women who did not do BSE talked
about the fear of cancer, which prevented them from doing BSE. This latter group
acknowledged the irrationality of their comments, but they held to them anyway.
Generally, they were convinced that if they ¢hought about or listened to things regarding
breast cancer, they would be more likely to get it — almost as if they could bring it upon
themselves — and so they tuned them owst:

Tts sort of like when you watch the news and all you see is death and
destruction. Pretty soon you either tune it out or shut it off. Because you just
can't take it day and day out. And it's sort of that way with cancer. The more
tirey teli you you're going to get it, the more you start to think that you're going
to get it, and so you just tune it right Lut.

[Cancer is] a fear word. I don't know how to explain it. It's sort of — the
minute you bring it up it's sort of a subject you don't really get too involved in
because it's something that could happen to you and you just want to keep away

from it so it doesn't...and it's only because there is possibly no cure for this —
a death sentence.
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away from it so it doesn't...and it's only because there is possibly no cure for
this — a death sentence.

They were also convinced that if they checked their breasts for lumps on a regular

basis they would be sure to find a lump eventually:
So when you're having breast examination or doing it, you are looking for
cancer, and I don't like that. [ think maybe that's why 1 say it takes too much
time — that it's really I don't really like looking for it. If it takes all this time on

this on breast then if I find something....If I could just do it quickly and get it
out of my mind again, it might be O.K. I don't want to do it because I might

find something for sure.

In addition, they doubted that breast cancer could be dstected in time for acceptable
nent. Some of the informants went so far as to say that although they knew some
....2n survived breast cances, they thought that if they got it, they would be sure to die

and or have to undergo horrible treatments:

I know that you tend to exaggerate things, but it's — I think a great fear has
been instilled in women that once you find a lump, that's it.

(I thought] "Oh my God, I'm going to die." Then the whole thing went
through my mind, like all the kind of weird treatments I'd have to go through,
and I'd have to go to the cancer hospital and just all this horrible stuff, and I
don't think I could deal with it very well at all.

The second subsegregate was worried but.... The women in this group knew
about BSE, but did not do it for one of two reasons: either they had other priorities or
they thought they had ugly bodies. Other priorities included other health problems, a
stressful life, and just being too busy. The other priority category was seen in slightly
narrower terms and in the reverse within the Do BSE domain as have time.

Someone who doesn't do it (BSE)? Someone who is really busy, that realiy
doesn't have time to think of it, like take a mother with three or four kids

running around, you know, little kids — and she has to work and ‘she has the
house to take care of. She would never think of — that would be the last thing

on her mind.

In the initial analysis of the data, it seemed that low self-esteem was part of the

worried but... subsegregate. In the validation interviews, however, women narrowed the

concern to poor body image.
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Some are more inclined to look at their bodies and think they're either sexy or
they think they're ugly. And so, therefore, if they think their breasts are ugly or
their body is ugly, they're not going to do self-examination.

Development of the initial model of factors associated with the practise of
BSE

The next stage was to examine ti:¢ sequencing of the data and to develop an
explanatory flow chart of factors thai applied or did not apply to informants. If the factors
did not apply (i.e., the informants responded negatively), then the women did not practise
BSE. If all the factors could be answered affirmatively, then the women did practise BSE.

As can be seen in Figure 4, the first characteristic associated with doing and not
doing BSE is related to the sock:’ coeiext within which women live. These data suggest
that women who do BSE live in a sl context that allows them to learn to talk about their
breasts, at least comfortably enough to ask their physician and/or close friends about things
like how to do BSE. In addition, they acquire a take care meaning for the kind of touch
that is required in order to do BSE. Itis unlikely that women who do not live within a

social context that can provide them with these opportunities practise BSE.
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The second characteristic associated with doing and not doing BSE is related to
information. Women who do BSE must know certain things about how to do it. Some
will know more about BSE than others, but all of them will have some critical pieces of
information. In addition to having the information, however, the women who do BSE
believe the information is true. For example, they believe that if they do BSE regularly
they are more likely to find a lump while the cancer can still be cured or at least treated in a
less aggressive manner. It is highly unlikely that women who do not know and believe the
critical information about BSE will do it.

The third characteristic associated with doing and not doing BSE is related to the
meaning that having breast cancer would have in one's life, both in terms of treatment and
potential death. Women who do BSE hg- done more tt .- acknowledge their own
vulnerability to breast cancer; they have ixcugat about wiia: it would mean to them, their
families, and their friends. No one would velcome having breast cancer, but some would
cope in a much more adaptive manner. For these women, life would continue, even in the
face of death and disfiguring treatment, in a way that would ensure their ecsznre as a
woman was not lost. It is unlikely that women who have not come to terms with the
meaning that having breast cancer would have for them would do BSE.

The fourth characteristic involves resolving the conflict between society's
expectations for women and one's own personal expectations. Women who did not do
BSE fiegaently said that by the time they had finished their work and looked after their
husbands/children/ extended families/pets they had no time for themselves and were asleep
"before their heads touched the pillow." Women who did BSE, on the other hand, tatked
about it as being part of what they did to look after themselves. BSE was partof a
"routine." It is unlikely that women who have not made BSE part of their "routine” would
do BSE.

It should be noted that hypochondriacs aiso do BSE, but their practise indicates a
maladaptive response to the potential threat of breast cancer. This group of women has
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many of the same characteristics as other women who do BSE, but they do BSE out of an
exaggerated sense of harm or personal risk rather than from a sense of taking care of
themselves.

This model has been drawn as a series of logically-ordered decision points
representing characteristics of women who do and do not do BSE. No detailed
quantitative testing of this ordering was performed; rather it was determined based on the
interview data. The model accounts for the fact that while most women know about BSE
few do it, and shows that while each of the factors plays an important role in understanding

who does and does not do BSE, they are not sufficient alone.



CHAPTER IV: THE DEVELOPMENT OF AN INSTRUMENT TO MEAUSRE
| FACTORS ASSOCIATED WITH DOING AND NOT DOING
BREAST SELF-EXAMINATION

The main tasks in the second phase of the study were to operationalize the key
elements of the model and pretest the questionnaire that would be used in the final phase of
the study. Since none of the existing instruments seemed to capture the ideas uncov .ed in
the interviews, a set of 11 subscales were developed by the investigator. A questionnaire
containing the 11 subscales, the Crowne-Marlowe Social Desizability Lidex (CMSDI),
demographic items, and a BSE practice item was then distributed to a convenience sample

of 24 women on two occasions two weeks apart.

Compiling the items for the questionnaire
Eleven categories of characteristics associated with doing and not doing BSE were
identified in the first phase of the study. These categories are identified in Figures 2 and3
by numerals in the upper left hand corner of their respective boxes in the taxonomies. In
some cases, these categories were segregates, while in other cases they were subsets of the
domain. Thus, a set of 11 subscales of cight items each were initially developed. The
subscales were worded in such a manner that approximately half the items were scored

positively and half were scored negatively, balancing for response set.

. lidag
The subscales along with a group of demographic and BSE practice questions were
submitted to a group of seven experts in BSE, breast cancer, and health behavior for
cohtcnt validation. Validators were given a description of what the subscale was suppose
to measure and were asked to rate each item as follows: i—totally iivelevant, 2—difficult

to tell, needs major revision, 3—good item, needs minor revision, or 4—fine as it stands

78



79

(as suggested by Lynn, 1986). They were also asked to make suggestions for changes and

the subscales were revised based on their comments.

Response bias

A related task in this phase of the study was to determine the extent to which
individuals' answers to the items compri: 1g the questionnaire might be subject to social
desirability respon.e bias. The potential for social desirability response bias was of
particular concern in this study since the informants readily discussed the tendency of
women o tell their physician that they did BSE when in fact they did not.

The availability of instruments to measure social desirability response bias is
limited. Of those that are available, little is known about their reliability or validity. An
addition. . - iifficulty is that most of them are based to some extent on other personality
inventories designed to detect pathological problems. One tool, the Crowne-Marlowe
Social Desirability Index (Crowne & Marlowe, 1964), does not have the same pathological
undertones. In addition, despite the fact that it was developed 25 years ago, Ballard,
Crino, and Rubenfeld (1988) have shown that many of the items still discriminate well
between those who tend tc give a socially desirable response and those who do not. Thus,
all 33 items comprising the scale were included in the pilot-tested form of the questionnaire.
Item discrimination indices were compared to those presented by Ballard et al. (1988), and
those items with an index of discrimination (D) below 0.25 (D = proportion in upper 25%
who gave socially desirable answer minus proportion in lower 25% who gave socially
desirable answer) were dropped from further analysis as they suggested.

Following revision of the subscales based on commients from the content
validators, the subscales along with the 33 items from the Crown Marlowe Social
Desirability Index (CMSDI) were combined into a questionnaire such that the 11 subscales,
numbered consecutively, comprised the first 88 items, the CMSDI comprised items 89-
121, the demographic questions comprised items 122-129, and the BSE practice questions
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comprised items 130-131. Atthe end of the questionnaire, individuals were asked to give
permniission for their comments to be kept for future studies and to state how long it took

them to complete the questionnaire {(see Appendix IV).

S:mpling considerations

Source of sample

As outlined it Chapter Two, there has been some debate in the BSE practice
literature about the inflv - .= >f age and socio-economic status (SES) on BSE practice.
While this investigat:« di 2ot believe that these demographic variables influenced BSE
practice, an effort was made to ensure that the sample in this study included women from
both high and low SES groups as well as a wide range of ages, making it possible %o test
this hypothesis. Given that Blishen, Carroll, and Moore {1987) had recently revised their
SES index and that this interval scale instrument was based on Canadian census data the
Blishen Index (BI) formed the basis upon which SES distinctions were made. The
indicators of SES in the Blishen Index (BI) were income level, based on pooled median
employment income from all paid labor, taking into account the proportions of men and
women in the occrpation, and educational level, based on the proportion of incurabents
with a university or post-secondary degree minus the proportion without a high school
diploma (thus sometimes yielding a negative number). The index has a mean of 42.74, a
standard deviation of 13.28, a minimum of 17.81, and a maximum of 101.74. For the
purposes of this study, an individual was placed in the high SES if they were single and
had an SES score greater than 42.74 or if they or their marriage/common-law partner had
an SES score greater than 42.74. All others were placed in the low SES group.

Blishen et al. (1987) offer several cautionary notes. First, they claim their index is
"not a measure of occupational prestige but a cor sposite of the prevailing income and
education levels in each occupation” (p. 471) and that this may pose difficulties if one
wished to analyze the differential effects of each variable. Further, it is preferable to
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disaggregate SES whenever it is suspected that the differential effect of income and
education may be important. For that reason, they provided the values for education and
income used in their SES calculations. They also note that although the incomes of men
and women within some particular occupational group were highly disparate, all
individuals within any given occupational category were defined by the BI as being equal in
SES.

Next, while the values assigned by the BI give the precise position of a particular
occupation within the occupational structure, SES scores are by nature abstracted from
class relations. They note that "a socioeconomic index may be a poor substitute for the
analysis of class relations, but [were] a serviceable indicator of the inequities that are
abound up in the technical division of labour” (p. 472). Last, the BI and other indices like
it are insensitive to the historical processes through which the differences in SES come
about.

With these ideas in mind, the analysis of the influence of SES in this study included
the SES score form the BI as well as the separate income and education scores provided by
Blishen et al. (1987). The difference beiween the income of men and women within a
particular occupational category was irrelevant in this study since all the subjects were
women.

Two groups of women were then asked to complete the questionnaire. In choosing
a group of women to represent the low SES end of the BI, the primary concerns were that
the women were of varied ages and able to read and write English well enough to complete
the questionnaire. Sales clerks had a BI SES score of 30.93 and were therefore considered
representative of the low SES group. It should be noted that given the definitions of high
and low SES outlined above it was expected that not all of the women from this group who
returned the questionnaire would actually be in the low SES group. Rather, sales clerks
were chosen as a group in which one would likely find a relatively high concentration of

low SES individuals, thus facilitating data collection for that part of the sample.
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In choosing a group of women to represent the high SES end of the BI, the main
concern was finding a group of women that was relatively easy to access and provided

enough women of varied ages to permit the type of analysis required in this study.

Because women in high SES jobs tend not to be concentrated in large numbers in any one
occupational place, this sample was obtained through a local breast clinic. The breast clinic
was chosén because the investigator anticipated being able to obtain permission to access
participants, considering that she worked there in a clinical capacity one half day per week,
because the patients spanned the full age range of interest, and because a large proportion
of the patients were self-referred and therefore were likely to be from the high SES group.
It was expected, as outlined for the other part of the sample, that not all of the breast clinic
patients would actually be from the high SES group. Rather, it was chosen as a place one
would be likely to find a higher concentration of individuals in the high SES group.

Sample size

The questionnaire was administered to 66 women. Of these, 25 were sales clerks at
a local discount department store, 20 were patients of the breast clinic, and 21 were
graduate students in nursing at a local university. Initially, it was expected that the return
rate would be about 60% and that the sample provided by the sales clerks and the breast
centre patients would be sufficient for the type of analyses to be undertaken during this
phase of the study. The graduate students were added to increase the sample size once it
became known that only 14 of the initial 45 subjects (31%) were willing to complete the
questionnaire a second time, which was required in order to establish the stability of the
subscales. All of the graduate students in nursing were in the high SES group. The
desired sample size for this phase of the study was 24 subjects. A sample of this
magnitude was chosen because it was financially manageable, was expected to yield some

subjects who did BSE and some who did not and was expected to provide a 95%
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confidence interval for any correlation coefficients of about -0.35 to +0.35 if the correlation
in the population was 0. This was expected to be satisfactory since correlations

considerably higher than 0.35 were anticipated.

Data collection and analysis

Given the large number of subjects that would be required for the third phase of the
study and the desire to pretest the questionnaire on a sample very similar to the one that
would be used in the third phase, it was decided to approach one of the local large discount
department stores about the possibility of obtaining subjects for the low SES group from
among their employees. The store management agreed to allow the investigator to place the
questionnaire packages in the employees’ lunch room with a sign asking all women to take
one. The package included a covering letter signed by the investigator asking the women to
read the enclosed information, complete the questionnaire, and return it in the self-
addressed stamped envelope . The store management assured the investigator that their
staff spanned the full age range of interest to the investigator (20 - 65 years of age). It was
decided to conduct the pilot test of the questionnaire at one small branch of the store chain
and to undertake the validation phase of the project at two larger local branches.

Permission to hand out the questionnaire package to breast clinic patients as they
were leaving the clinic was obtained from the attending physicians. This group received
the same information sheet given to the store employees, but the covering letter was signed
by the attending physiciané.

Permission to give the questionnaire package to graduate nursing students was
obtained from the faculty ethics committee. This group received the same covering letter,
information sheet, and questionnaire given to the store employees as well as a separate
consent form (see Appendix V).

For the purposes of the pilot test with the low SES group, 25 questionnaire
packages (one for each employee) were placed in the lunch room at the small branch of the
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department store. All 25 were taken, and 8 (32%) were returned. Two weeks after each
one was returned, a second copy of the questionnaire was mailed to the five individuals
who indicated that they were willing to complete it a second time. Of these, all five were
returned. Therefore, complete data were available on 20% (S out of 25) of the department
store employees (see appendix VI for pilot questionnaire).

For the pilot test with the high SES group, 20 questicnnaire packages were handed
out by the receptionist to those breast clinic patients who were willing i» take one as they
left the clinic. Because BSE practice data is readily available on the patients’ charts, the
receptionists were able to give approximately half of the packages to women who reported
doing BSE at least once every three months and the other half to women who reported
doing BSE less often. Of these, 12 (60%) women returned the questionnaire and indicated
a willingness to complete it a second time. Two weeks after each questionnaire was
returned, a second copy of the questionnaire was mailed to each subject. Of these, 9 were
returned. Therefore, complete data sets were available on 45% (9 out of 20) of the breast
centre patients.

For the pilot test with the graduate students in nursing, questionnaire packages were
placed in the student mailboxes of all 21 female first year masters degree nursing students
following a brief classroom presentation about the study. Eleven (52%) of the women
returned the questionnaire and indicated a willingness to complete it a second time. Of
these, ten returned the second copy of the questionnaire, giving complete data for 48% (10
out of 21) of the sample.

In summary, then, 24 women completed the questionnaire once. These women
ranged in age frori1 19 to 60 years (mean 36.3). Their educational backgrounds were
varied (grade 9 to graduate degree). Most of them had at least some university education.
Nineteen of the women were married, while six were single, three were divorced, and three
were widowed. Approximately half (54.8%) of the women had at least one child. Using
the definitions for high and low SES outlined above, five of the women from the discount
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department store were from the low SES group, and three were from the high SES group.
Five of the women from the breast centre were from the low SES group, and seven were
from the high SES group. All eleven of the nursing graduate students were from the high
SES group. Thus, 10 of the women in the pilot study sample were from the low SES
group, and 21 were from the high SES group. Twenty of the women said they did BSE at
least once every three months, while three said they did it less often. Four of the women
said they did not do BSE at all, and 4 women did not indicate whether they did BSE or not.
Of 24 who completed the questionnaire once, 21 agreed to complete it a second time.

The questionnaire was checked for clarity by asking the women to underline any
words that were not clear to them. Length of time required for completion was determined
by asking the women to keep track of how long it took them to complete the questionnaire
and then indicate that in a space provided on the last page. The average length of time

required for compietion was 15 minutes.

I | I

The internal consistency of each subscale was assessed by calculating Cronbach's
alpha following the first and second administration of the questionnaire. Items that
contributed minimally to the corrected item-total correlation (0.1 or less) were generally
dropped and the reliability of the subscale adjusted for test length using the Spearman-
Brown prophecy formula. As can be seen in Table 5, scales 2, 3, 7, and 10 had reliability
coefficients of 0.8 or better and therefore were considered very consistent given the sample
size (24).

For those subscales consisting of less than eight items, the adjusted reliability
coefficients indicated that if additional parallel items were added these subscales could also
be brought into the 0.8 range or better.
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Table §
Scale Number of items Cronbach's alpha Spearman-Brown
adjustement for
eight items
1 (too scared) 3 0.63 0.82
2  (fatalistic) 8 0.81
3 (other priorities) 8 0.88
4  (ugly body) 3 0.62 0.81
5  (won't getit) 4 0.73 0.85
6 (roll with the punches) 3 0.61 0.81
7  (wantto learn) 8 0.89
8§ (won't learn) 4 0.77 0.87
9  (nottold) 5 0.77 0.84
10 (don't go to doctor) 8 0.81
11 (hopeful) 5 0.74 0.82
Stability

The stability of the subscales was assessed by calculating the correlation between
each pair of scale scores (time 1 scale 1 with time 2 scale 1, ime 1 scale 2 with time 2 scale
2, and so on) following two administrations of the scales two weeks apart using a t-test for
correlated samples. Given the sample size (21), the subscales appeared to be quite stable
(see Table 6). Since the 11 subscale scores are dependent, the value of p required for
significance is 0.0045 (.05/11), based on the Bonferonni procedure. Thus none of the

differences are significant.
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Scale Number of items  Test-retest reliability Value of p for
t-test on means

1 3 0.62 0.01
2 8 0.53 1.0
3 8 0.87 0.24
4 3 0.80 0.10
5 4 0.73 0.24
6 3 0.28 0.09
7 8 0.78 0.32
8 4 0.76 0.95
9 5 0.94 0.35
10 8 0.76 0.25
11 5 0.40 0.13
Crowne-Marlowe 33 0.78 0.38

Initiaily, the plans were to check for potential for social desirability response bias
by dropping all items in the CMSDI that failed to show indices of discrimination greater
than 0.25 in the pilot study, recalculating all subjects’ CMSDI scores, and calculating the
correlation between the scores on each of the eleven scales and the recalculated CMSDI
score foliowing both administrations of the questionnaire. Given the size of the sample in
this phase of the study, a correlation between -0.35 and +0.35 would indicate that no social
desirability response bias was present. If social desirability response bias was present,
negative correlation was expected (subjects would reply that they did BSE, and therefore
have low BSE subscale scores and would have a propensity toward giving the socially
desirable answer, thus scoring high on the CMSDI). When attempts were made to
compare the CMSDI scores of those who scored in the top 25% with those who scored in
the bottom 25%, it was apparent that the indices of discrimination were heavily influenced
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by the small sample size. Thus, it was décided to leave the CMSDI in the final version of
the questionnaire and re-examine the issue of discrimination with a larger sample size. Out
of interest, the correlation between the CMSDI score and each of the subscales was
calculated for both administrations of the questionnaire. As can be seen in Table 7, there
appears to be some social desirability response bias operating at the time of the second

administration of the questionnaire for subscales 3, 5, 7, and 9.

Table 7

Subscale first administration second administration
1 -0.09 -0.32
2 -0.16 0.06
3 -0.26 -0.45
4 0.10 -0.04
5 -0.16 -0.35
6 0.09 0.16
7 -0.04 -0.60
8 -0.14 -0.33
9 <.01 -0.42

10 0.16 -0.01
11 0.25 0.23

The larger correlations between the subscale scores and CMSDI scores may have
occured because the first administration of the test sensitized participants to the socially

desirable answer in some way.
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Revisions to BSE Subscales

Given the results of the pretest, the questionnaire was modified such that

5 items were dropped, and 4 new items were added to scale 1;

5 jtems were dropped, and 3 new items were added to scale 4;

4 items were dropped, and 2 new items were added to scale 5;

5 items were dropped, and 3 new items were added to scale 6;

4 items were dropped, and 2 new items were added to scale 8;

3 jtems were dropped, and 2 new items were added to scale 9; and

3 itermns were dropped and 1 new item was added to scale 11.
The wording of the items that were added was based on the concepts common to remaining
items and the interview data (see Appendix XI for revised version of questionnaire). The
revised version of the questionnaire was therefore 76 items in length. The decision to drop

items was based on a low corrected item-total correlation (generally less than 0.1).



CHAPTER V: VALIDATION OF THE MODEL

The main task in the third phase of this study was to test the validity of the BSE
Frequency Model. Since items were added to the BSE subscales following the pretest,
additional testing of the reliability and validity of the BSE subscales was also conducted.
These tasks were accomplished by using a descriptive design in which a questionnaire
containing the revised subscales, the Crowne-Marlowe Social Desirability Index (CMSDI),

demographic items, and a BSE practice question was administered to a group of 341

women.

Sampling considerations

The population of interest in this study was English speaking Canadian women
between the ages of 18 and 65 years. Since a sample heterogeneous with respect to SES
and age was desired and randomization was not feasible, the questionnaire was
administered to a convenience sample of 341 women (107 additional patients from the local
breast clinic used in the instrument development phase, 154 sales clerks at local discount
department stores, and 80 undergraduate nursing students). Of these, 52% (176) were
returned (82 from breast clinic patients, 46 from discount department store employees, and
48 from undergraduate nursing students).

Complete demographic information was available for 158 women. The sample
ranged from 18 to 74 years of age (mean 42.2 years). Education ranged from grade 8 or
less to a graduate degree. The majority of the informants were married (62%), protestant
(54.4%), and from slightly above-average SES households (50.88 on Blishen Index
[Blishen et al., 1987]). Seventy-two percent (114) cf the women did BSE at least once
every three months, and 37% (59) did BSE monthly.

The desired sample size in this study was estimated to be 196 participants. This

number met the minimum number required for factor analysis (two subjects per variable)
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and was considered to be manageable given available resources. Based on the procedures
for calculating power given by Cohen (1977), the power of the F test for multiple
regression with 13 predictors (estimated lower bound of R = 0.20, ande~ = 0.05) was
calculated to be greater than 0.97 for a sample size of 173. Following internal consistency
calculations, however, 17 items were dropped, leaving only 71 subscale items. Given
conflicting findings in previous studies regarding the role of age and education, age and
education were added to the 71 subscale variables for further analysis, giving a total of 73
items. Complete data for 158 subjects were available for the factor analysis, meeting the

minimum number requirement of 2 subjects per variable.

Data collection

As patients came for their appointment at the breast clinic, they were given a letter
from the attending physicians explaining the study and asking those interested in learning
more about it to sign and return an attached information form. While waiting to see their
physician, those who had completed the information form were invited to meet with the
investigator or the research assistant privately to discuss the study. Those willing to
participate were given a package containing two copies of the consent form, an information
sheet (Appendix XTI), the questionnaire, and a self-addressed stamped envelope. The
return rate for the breast clinic patients was 77% (82/170).

Questionnaire packages containing the same materials used at the breast clinic as
well as a covering letter were initially administered to department store employees through
the personnel manager who distribute them with pay cheques. When this approach failed
to produce sufficient returns, permission was obtained to place a box containing the
packages in the lunch room along with an open letter explaining the study and requesting
participation, but still, the return rate remained low. Permission was then obtained for the

investigator or research assistant to approach women in the lunch room at a second store,



92

explain the study, and distribute the packages to those willing to participate. Following
this approach, questionnaire returns doubled, but still, they remained low. In a final
attempt to increase returns, prospective participants at a third store were offered $5.00in
exchange for their returned questionnaire (see Appendix XIII for revised consent). The
return rate at the third store was slightly higher than at either of the other two stores. The
return rates for the deparment store employees were store 1—25%(15/58), store 2—
29%(16/56), store 3—38%(15/40). The overall return rate was 30% (46/154).
Following receipt of permission to access the undergraduate nursing students, the
study was explained to a large clase of senior students, and the questionnaires were

distributed. The return rate for the students was 60% (48/80).

Data analysis
Reliability of the BSE. Subscal
Given that some items were added following instrument development, the internal
consistency was calculated again. Complete data were available for 159 individuals. The

means and standard deviations of the subscales appear in Table 8.
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Table 8

Subscale Mean** Standard deviation
1(scared) 3.41 1.20
2(fatalistic)* 2.38 0.91
3(other priorities)* 3.03 1.29
4(ugly body) 3.70 1.01
5(won't get it) 2.06 1.06
6(roll with the punches)* 3.15 0.96
7(want to learn)* 2.32 0.95
8(embarrased) 2.08 1.08
9(told) 2.21 1.18
10(go to the doctor)* 2.50 1.09
11(hope)* 2.04 0.92
*based on n=173 (all others based on n=176)

**based on a scale from 1 to 7

Ttems that contributed minimaily to the corrected item-total correlation (0.1 or less) were
generally dropped,and the reliability of the scale was adjusted for test length using the
Spearman-Brown prophecy formula. All but subscale 6 had reliability coefficients greater
than 0.69 (Table 9), indicating thaf they wete reasonably consistent. For those subscales
consisting of less than eight items, the adjusted reliability coefficients indicated that if
additional parallel items were added, they could be brought considerably closer to a
reliability coefficient of 0.8 or better.
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Table 9
Scale Number of Cronbach's Spearman-Brown
items alpha adjustment
for eight items
1(too scared) 6 0.72 0.78
2(fatalistic) 7 0.70 0.73
3(other priorities) 8 0.85
4(ugly body) 5 0.69 0.78
S(wont get it) 5 0.73 0.81
6(roll with the 5 047 0.59
punches
7(want to learn) 8 0.83
8(embarassed) 6 0.76 0.81
9(not told) 7 0.82
10(don't go to 8 0.79
doctor
11(hopeful) 6 0.78 0.83

As can be seen in Table 10, there were modest correlations between some of the

subscales.
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Table 10

Correlations between BSE subscales

Subscale 1 2 3 4 5 6 7 8 9 10 11
1(scared) 1.00

2(fatal) 036 1.00

3(other prio.) 0.15 049  1.00
4(uglybody) 030 034 026 1.00
S(won'tgetit) 0.16 048 073 020 1.00

6(roll with  -0.13 050 0.9 007 026 1.00
the punches)

7(want to 020 039 042 026 044 008 1.00
learn)

8(embarrassed) 0.33  0/46 034 037 043 005 040 1.00

9(told) 017 037 045 020 046 -000 046 037 1.00

10(gotodr) 0.11 042 042 020 045 024 029 027 035 100
11(hope) 007 027 0.9 039 025 008 027 032 010 034 1.00

Validity of the BSE Subscales

In order to test for potential social desirability response bias, the index of
discrimination (D) was calculated for all items in the CMSDI by subtracting the proportion
of participants who scored in the bottom 25% on the CMSDI and who also gave the
socially desirable response to each item from the proportion who scored in the top 25% on
the CMSDI and who also gave the socially desirable response. As can be seen in Table 11,
eight items had values of D less than 0.25 and were subsequently dropped from further

analysis. Complete data were available for 93 individuals.
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Table 11

(n=93)

CMSDI item number Value of D
1 S1
2 43
3 .43
4 58
5 31
6 .43
7 .48
8 .40
9 24*

10 31
11 23%
12 - .10%*
13 47
14 .40
15 .50
16 .60
17 14*
18 34
19 .43
20 16%* -
21 53
22 14%
23 31
24 - 05%
25 41
26 A1
27 45
28 .33
29 20%*
30 .29
31 31
32 35
33 42

* jtems with values of D <0.25

Correlations were then calculated between the revised CMSDI scores and subscale

scores. Since the subscales were keyed in such a manner that those who did BSE would
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receive low scores, social desirability response bias would appear as a negative correlation
(low score on BSE subscale, high score on CMSDI). Since the 11 subscale scores are
dependent, the value of p required for significance is 0.0045 (.05/11), based on the
Bonferonni procedure. As can be seen in Table 12, Subscales 3,4, 7, and 11 are

significantly correlated with the CMSDL

Table 12

(=138)

Subscale r p
1(too scared) -0.09 0.1200
2(fatalistic) -0.15 0.0230
3(other priorities) -0.30 <0.0045
4(ugly body) -0.21 <0.0045
5(won't get it) -0.19 0.0060
6(roll with the 0.20 0.1020

punches)
7(want to learn) -0.23 <0.0045
8(embarassed) -0.16 0.0170
9(not told) -0.15 0.0250
10(don't go to -0.16 0.0200
doctor)
11(hopeful) -0.28 <0.0045

The null hypothesis in this case is that the correlation in the population is 0.
Althongh the correlations for items 3, 4, 7, and 11 are significant in the hypothesis testing
sense, calculation of the 95% confidence boundaries, within which the true correlation can
be expected to be found, suggests that the correlations are relatively small. For example,

the 95% confidence interval for the correlation coefficient for Subscale 3 (other priorities)
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would be approximately -0.07 to -0.40 for 158 participants. Thus, the influence of social
desirability response bias on BSE subscale scores was minimal.

Factor analysis was undertaken to further refine the items designed to identify the
characteristics of individuals who were doing and not doing BSE. Although categories
identified using an ethnoscientific approach are assumed to be orthogonal, efforts were
made to verify this by performing both orthogonal (Varimax) and oblique (Promax)
rotations. Since the orthogonal solution was more easily interpreted, it was retained. As
only the common variance among individual items was of interest, a principal axis solution
was sought. The squared multiple correlations among the items ranged from 0.448 to
0.877. Eleven factors were requested. After twenty nine iterations, the communalities
stabilized, and 20 eigenvalues above 1 (13.99, 4.16, 3.72, 3.63, 2.82, 2.39, 2.36, 2.17,
2.00, 1.87, 1.73, 1.68, 1.58, 1.50, 1.37, 1.27, 1.25, 1.17, 1.15, 1.05) were obtained.

The principle criteria for the establishment of the number of factors was simple
structure (Thurstone, 1947), at least 2 items with factor loadings of 0.3 or greater (Crocker
& Algina, 1986), and conceptual meaning. Based on this critieria, 8 latent variables
(factors) were identified (Table 13 and Appendix X). Thirty-five items either had very

small communalities or had low loadings on more than one factor.
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Table 13

Factor number Item Factor loading Subscale location
1 I'm too busy to do BSE 0.76 3-1
1 I forget to do BSE 0.77 3-2
1 I check breast even if sick 0.81 3-2
1 BSE not important to me 0.48 34
1 I do BSE even when busy 0.82 3-7
1 I have no time for self 0.42 3-8
1 I would do BSE even if 0.73 5-3
no one in family had
breast cancer

1 I would do BSE if no one I 0.65 5-4
knew had breast cancer.

2 BSE information.hard to 0.83 7-1
understand for me

2 BSE information easy to follow 0.79 7-2

2 BSE information confusing 0.84 7-3
for me

2 BSE information.straightforward ~ 0.70 7-4
forme

3 BSE good way to find lumps 0.58 2-4

3 I have less chance of dying 0.70 2-8
of breast csancer if I do BSE

3 Those who value health 0.77 3-5
should do BS

3 Woman who doesn't check 0.52 3-6
has priorities mixed up

3 I know where to get BSE 0.52 7-1

information

4 I'm afraid I will find a lump 0.67 1-1

4 I will get breast cancer 0.59 1-2

4 I'm afraid to think about 0.69 1-3

breast cancer
4 I'm afraid to hear about 0.78 1-4

breast cancer
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Table 13 (continued)
Factor number Item Factor loading Subscale location
5 Should only go to doctor when 0.58 10-1
really sick
5 I go to doctor regularly 0.68 10-2
5 I go to doctor when feel awful 0.78 10-3
5 Going to doctor when not sick 0.66 10-4
wastes money
5 To much trouble to go to 0.66 10-5
doctor. unless I really need
6 I have little to look 0.76 11-2
forward to
6 Most have happier 0.77 11-3
future than me
6 I have lots to accomplish 0.47 11-4
6 Cheerful people annoy me 0.63 11-5
6 Those who look on the 0.59 11-6
bright side annoy me
7 Doctor asks if I do BSE 0.82 9-1
7 My doctor stresses BSE 0.82 9-3
7 Women not told about BSE 0.52 9-6
7 Doctors. don't discuss BSE with ~ 0.60 9-7
patients
8 BSE touch against my 0.83 8-1
upbringing ,
8 I'm embarassed touching 0.57 8-3
to do BSE
8 BSE touching O.K. according 0.75 8-6
to upbringing

All but items 5 and 6 from Subscale 3 (other priorities) had loadings above 0.4 on
Factor 1. Items 3 and 4 from Subscale 5 (won't get it) had loadings above 0.6 on this
factor. No items from Subscale 5 loaded on other factors. This factor was named taking
time. Taking time includes the decision to do BSE in the midst of a hectic schedule.

The second factor is comprised of items 1-4 from Subscale 7 (want to learn). This
factor was named understanding. Understanding means being able to make sense of

information about BSE.
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The third factor was comprised of item 4 and 8 from Subscale 2 (fatalistic), items 5
and 6 from Subscale 3 (other priorities), and item 7 from Subscale 7 (want to learn). This
factor was named valuing BSE. Valuing BSE includes the perception that BSEisan
effective method of finding breast cancer early and that all women "should” do BSE.

The loading of items from Subscale 3 (other priorities) on both factors 1 and 3
suggests that the establishment of priorities involves both the decision to rearrange one's
life in order to set aside required time and the belief that the object of one's organizational
endeavours is "worth it".

The fourth factor was comprised of items 1-4, and 7 from Subscale 1 (scared).
This factor was named terrifying. All of the items that loaded on this factor are
characteristics of a woman who is terrified of breast cancer. This terror is understandable
in the context of the interviews, during which some women talked about having breast
cancer as being synonymous with mutilating surgery and/or untimely death. The woman
who is terrified is very sure that she will get breast cancer at some point in her life. Thus,
she decides to not even think or hear about breast cancer until she actually gets it.
Because she must check her breast regularly, which in her mind is tantamount to looking
for cancer, in order to derive the potentially benficial effects of early detection, she decides
to not do BSE.

The fifth factor included items 1-5 from Subscale 10. This factor was named
monitoring. Monitoring includes observing one's body and seeking help from the health
care system as necessary.

The sixth factor included items 2 through 6 from Subscale 11 (hope). This factor
was named positive outlook. This positive outlook includes a sense of hopefulness about
the future.

The seventh factor included items 1, 3, 6, and 7 from Subscale 9 (told). This
factor was named advisement. Given the present design of the health care system, this

advisement is generally obtained by "going to the doctor." In addition to giving advice,
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advisement includes "selling" the importance of following the advice. Advice may or may

not be solicited.
The eighth factor is comprised of items 1, 3, and 6 from Subscale 8 (embarassed).

This factor was named off limits. These items suggest that some behaviours are either

avoided or "not allowed" by one's cultural rules.

The remaining factors were uninterpretable. No items from Subscales 4 or 6 loaded
on any factors. It is not surprising that Subscale 6 failed to load, given its low internal
consistency. Several items from Subscale 4 had low loadings on more than one factor, and
thus they were not very helpful for factor interpretation.

As a final check on the validity of the instrument, subscale scores for those who do
BSE (doers) and do not do BSE (nondoers) were formed by summing the values of the
scales belonging to each group of items. These scores were compared using MANOVA
(n=168), followed by univariate F tests of individual subscales. The MANOVA was
significant (Pallai test, F=8.95, p<0.01) (see Table 14 for subscale means).
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Table 14
Subsgal Definition 1 and Definition 2 (n=168

Definition
1 2

Subscale Do BSE Do notdo BSE Do BSE Do notdo BSE

1(scared) 3.90 3.30 3.65 3.17

2(fatalistic) 2.98 2.18 2.58 2.09

3(other priorities)  4.28 2.58 3.67 2.02

4(ugly) 4.17 3.56 3.94 3.37

5(won't get it) 291 1.78 2.38 1.60

6(roll with the 3.28 3.12 3.14 3.20

punches)

7(want to learn) 2.82 2.15 2.48 2.09

8(embarrased) 2.74 1.86 2.22 191

9(told) 291 1.95 2.45 1.83
10(go to the dr.) 3.06 2.31 2.68 2.24
11(hope) 2.33 1.94 2.12 1.91

Multivariate analysis of variance was the primary method for comparing all means
simultaneously. The univariate F tests which followed compared each variable separately
(e, did not take correlations among the variables into account). The stepdown F
considers all the variables simultaneously, but it remaves the effects of the first variable at
step 2, the first and second variables at step 3, the first, second,and third variable at step 4,
and so on. Thus, given scared, fatalistic, and other priorities, the remaining variables do
not show significance (Table 15). Clinically, it was the investigator's observation that
many women who did BSE monthly seemed to do so because of their increased risk of
getting breast cancer. Thus, it was not surprising to find that when Definition 2 was used,
Subscales 5 (won't get it) and 6 (roll wtith the punches) also contributed to the

differentiation of those who do and do not do BSE. The contribution of Subscale 6 (roll
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with the punches) when Definition 2 was used is difficult to interpret. On one hand, the
numerical difference required to establish significance is very small due to the large sample
size. Since the internal consistency of this subscale was so low, the contribution of this
subscale may simply be an artifact of the data. On the other hand, this difference may be
real, It may be that those who do BSE have a more deliberate approach to health behaviour
when compared to all other women. The former is more likely the case since none of the

items from Subscale 6 loaded above 0.3 on any latent variable.

Table 15

Subscale Stepdown F for Def. 1 Stepdown F for Def. 2
1(too scared) 8.98%* 6.67*
2(fatalistic) 22.25%+ 7.73%*
3(other priorities) 53.38+* 01.66**
4(ugly body) 1.10 2.80
S(won't get it) 0.46 6.22*
6(roll with the punches) 0.26 3.98+
7(want to learn) 0.09 0.80
8(embarassed) 1.94 2.33
9(told) 0.49 0.03

10(go to the doctor) 0.13 0.03

11(hope) 0.09 0.10

*significant beyond p = 0.05
**significant beyond p = 0.01

As can be seen in Table 16, when the subscales were analyzed individually, and
doers were defined as those who checked their breasts at least once every three months and
nondoers were defined as all others (definition 1), the differences between means on all
subscales except subscale 6 (roll with the punches) were significant (p<0.05). When the
doers were defined as those who did BSE monthly, and the nondoers were defined as all
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others (definition 2), only the differences for means on subscales 1,2,3,4,5,7,8,and 9
were significant (p<.0.05).

The failure of the difference between the two groups' means to reach significance
on subscale 6 was likely related to its lack of internal consistency. The lack of significance
for subscales 8, 10, and 11 is more difficult to understand. This may be partly due to the
fact that women who did BSE at least once every three months defined themselves as
doers, despite the fact that they had been taught to do it monthly. They frequently said that
the doctor told them to do it every month, but they thought once every two or three months
was "good enough " Thus, when definition 2 was used, many women who thought of
themselves as doers were included among nondoers , and their subscale scores were

averaged. The influence of the doers scores was probably sufficient enough to decrease

group differences to a level that was no longer significant.

Table 16

Subscale Univariate F for Def. 1 Univariate F for Def.2
1(too scarded) 8.98 ** 6.67*
2(fatalistic) 30.84+* 12.60**
3(other priorities) 85.75%* 107.55%*
4(ugly body) 12.71%* 13.47%*
S(won't get it) 48.23%* 24.38+%*
6(roll with the 0.92 0.16
7(want to learn) 17.76** - 7.06%*
8(embarassed) 24 .45%+ 3.28
9(told) 25.23%* 11.81%*

10(go to the doctor) 16.71%* 6.53
11(hopeful) 6.11* 2.08

*significant beyond p = 0.05
**significant beyond p = 0.01
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Based on these findings, the investigator concluded that the BSE subscales were
reasonably valid,

Validity of the BSE F Model
The initial version of the BSE Frequency Model had four components (social

context, information, meaning of having breast cancer, and routine). As can be seen in

Table 17, the hypothesized definitions of each component, initially conceptualized as a

composite of various subscales, was altered following the quantitative analysis.

Initial component Subscales Latent variables
Social context 4(ugly body) 4(fear)
8(embarassed) 8(off limits)
Information 7(want to learn) 2(understanding)
9(told) 7(advisement)
Meaning of having 1(scared)
breast cancer 2(fatalistic)
11(hope) 6(positive outlook)
Routine 3(other priorities) 1(taking time)
S5(won't get it) 3(valuing BSE)
6(roll with the punches) S(monitoring)
10(go to the doctor)

In order to assess the ability of the components of the BSE Frequency Model to

correctly classify women in terms of their BSE frequency, two sets of discriminant
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analyses were undertaken: one using the BSE subscale scores, and one using the scores
based on the item's loadings on the retained eight latent variables. On both occasions,
selected demographic variable (age and education) were also included. Complete data were
available for 168 participants. When doers and nondoers were defined according to
Definition 1 (Doers, those who do BSE at least once every three months, and nondoers, all
others) and subscale scores were used, the model correctly classified 82.74% of all

participants on the basis of their subscale scores (Table 18).

Table 18

Actual group Number of cases Predicted group membership
Do BSE Do not do BSE

Do BSE 45 39(86.7%) 6(13.3%)

Do not do BSE 123 23(18.7%) 100(81.3%)

Percentage of "grouped"” cases correctly classified: 82.74% (139/168)

As can be seen in Table 19, the subscales contributing the most to the

discrimination were Subscales 1, 3, 8, and 9.
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Table 19

Subscale Discriminant coefficients
1(scared) 0.151
2(fatalistic) 0.094
3(other priorities) 0.766
4(ugly body) 0.095
5(won't get it) 0.039
6(roll with the punches) -0.060
7(want to learn) -0.026
8(embarassed) 0.189
9(told) 0.103

10(go to the doctor) 0.041

11(hopeful) 0.044

When doers and nondoers were defined according to Definition 2 (Doers: do BSE
every month; Nondoers: all others), and subscale scores were used the model correctly

classified 83.93% of the participants on the basis of their subscale scores (Table 20).

Table 20

Actual group Number of cases Predicted group membership
Do BSE Do not do BSE

Do BSE 103 86(83.5%) 17(16.5%)

Do not do BSE 65 10(15.4%) 55(84.6%)

Percentage of "grouped" cases correctly classified: 83.93% (141/168)
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As can be seen in Table 21, the primary contributing discriminators were subscales

1,3,4,5,6,and 8.

Table 21

Subscale Discriminant coefficients
1(scared) 0.236
2(fatalistic) -0.104
3(other priorities) 0.229
4(ugly body) 0.248
5(won't get it) -0.251
6(roll with the punches) -0.250
7(want to learn) -0.082
8(embarassed) -0.224
9(told) -0.012

10(go to the doctor) -0.037

11(hope) 0.044

When doers and nondoers were defined according to Definition 1 (Doers, those
who do BSE at least once every three months; Nondoers, all others), and scores based on
items loadings on the latent variables were used, the model correctly classified 85.26% of
the participants on the basis of their scores (Table 22). These calculations were based on

n=158 since latent variable scores were only available for those participants whose

responses were factor analyzed.
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Table 22

Actual group Number of cases Predicted group membership
Do BSE Do not do BSE

Do BSE 41 38(92.7%) 3( 7.3%)

Do not do BSE 115 20(17.4%) 95(82.6%)

Percentage of "grouped"” cased correctly classified: 85.26% (133/156)

As can be seen in Table 23, the latent variables contributing the most to the

discrimination were variables 1 (setting priorities), 3 (valuing BSE), and 4 (terrifying).

Table 23

Latent variable Discriminant coefficients
1(taking time) 0.893
2(understanding) 0.163
3(valuing BSE) 0.329
4(terrifying) 0.444
S(monitoring) 0.188
6(positive outlook) 0.211
7(advisement) 0.090
8(off limits) 0.272

When doers and nondoers were defined according to Definition 2 (Doers, those

who do BSE every month, and Nondoers, all others), and latent variable scores were used,
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the model correctly classified 85.26% of the participants on the basis of their scores (Table
24).

Table 24

Actual group Number of cases Predicted group membership
Do BSE Do not do BSE

Do BSE 95 80(84.2%) 15(15.8%)

Do not do BSE 61 8(13.1%) 53(86.9%)

Percentage of "grouped'cases correctly classified: 85.26% (133/156)

As can be seen in Table 25, the contributing discriminators were latent variables 1

and 4.

Table 25

Latent variable Discriminant coefficients
1(taking time) 0.987
2(understanding) 0.226
3(valuing BSE) -0.055
4(terrifying) 0.307
5(monitoring) -0.101
6(positive outlook) 0.067
7(advisement) 0.001

8(off limits) -0.220
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In both sets of analysis, nondoers were classified correctly more often using
Definition 1, while doers were more often classified correctly using Definition 2.
Definition 1 was the definition of a doer and nondoer used by women in the qualitative
phase of the study, and hence, it was the definition around which the subscales were
developed. According to Definition 1, the nondoers included only those women who
defined themselves as such. As noted earlier, the nondoers in Definition 2 included not
only the nondoers as defined by the women themselves, but also. it included those who
did BSE once every two or three months and defined themselves as doers.

As a final test of the BSE Frequency Model, stepwise multiple regression with
specified ordering was conducted. The dependent variable was doing BSE. As can be
seen in Table 26, using Definition 1, sets of latent variables entered as specified in the
model (step 1—off limits, fear; step 2—understanding, sources of endorsement; step 3—
positive outlook; and step 4—taking time, valuing BSE, and monitoring), accounted for
41% of the variance in BSE frequency. Age, education, and SES did not contribute to the

prediction of BSE frequency over and above the first four variables entered into the

regression equation.
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Table 26
Prediction of BSE £ Definition 1) using BSE F Model

Step Subscale Increase in R2 Significance
1 off limits 0.076 0.045
fear <0.001
2 understanding 0.011 0.218
sources of endorse. 0.518
3 positive outlook 0.011 0.081
4 taking time 0.303 <0.001
valuing BSE 0.009
monitoring 0.162
5 age 0.005 0.308
6 education 0.000 0.977
7 SES 0.000 0.587

As can be seen in Table 27, using Definition 2, sets of latent variables entered as
specified in the model (step 1—off limits, fear; step 2—understanding, sources of
endorsement; step —positive outlook; and step 4—setting priorities, valuing BSE, and
monitoring) accounted for 45% of the variance in BSE frequency. Age and SES did not
contribute to the prediction of BSE frequency over and above the first variables, but

education accounted for an increase of 8.2% in the proportion of criterion variance.
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Table 27

Prediction of BSE Definition 2) using BSE F ode]

Step Subscale Increase in R2 Significance
1 off limits 0.038 0.042
fear 0.001
2 understanding 0.012 0.082
sources of endorse. 0.638
3 positive outlook 0.000 0.454
4 taking time 0.403 <0.001
valuing BSE 0.666
monitoring 0.260
5 age 0.000 0.057
6 education 0.082 <0.001
7 SES 0.004 0.274

Clarification of the BSE Frequency Model

Based on these findings, the BSE Frequency Model was slightly modified
following the qualitative phase of the study. The benefits of methodological triangulation
are readily apparent in the fuller definition of the key characteristics of women who do and
do not do BSE.

The first characteristic, initially labelled social context, identified the importance of
being in a social context that allowed one to acquire a "take care” meaning for the type of
touch required by BSE. Based on the latter part of this study, it seems that the social
context must also allow women to acquire a new perception of what it would be like to
have breast cancer. Thus, this characteristic has been redefined to include the fourth latent
variable (terrifying) as well as items from latent variable 8 (off limits) and has been
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relabelled socially connected. Those who are not socially connected will probably never do
BSE. Those who are socially connected will be comfortable enough touching themselves
to consider doing BSE and will be less terrified by the thought of having breast cancer.

The second characteristic, initially labelled believe information, was related to what
women had to know in order to do BSE. The two latent variables included in this
characteristic (i.e., understanding and advisement) suggest that being told to do BSE by
others, particularly one's physician, is important. In order to capture the understanding
and advisement components of this characteristic, it has been renamed convincingly
informed. It is composed of items from latent variables 2 (understanding), and
7(advisement).

The third characteristic, initially labelled meaning of having breast cancer, was
thought to include the process of accepting vulnerability to breast cancer and coming to
terms with what having breast cancer would mean. It now appears that the central aspect of
this characteristic is a postive outlook. Women who do BSE are more likely to be surprised
by the unexpected brightness of their futures. Their futures excite them and would be
relatively unaffected, in their minds, by an alteration in body image such as would result
from a mastectomy. This characteristic has thus been renamed positive outlook. It is
composed of items from latent variable 6 (positive outlook).

The fourth characteristic, initially labelled routine, involved creating a balance
between society's expectations and personal health needs. This component remained
largely unchanged. Women who had a routine that included BSE appear to place a high
priority on doing BSE, "kept an eye on things," and "didn't take chances" with their
health. The women who do not do BSE appear to think BSE is relatively unimportant,
deal with health problems when they happen, and "hedge their bets" regarding health
matters. To reflect the importance of balancing personal needs with society's expectations,
as opposed to arranging one's priorities to favor one or the other, this characteristic has

been relabelled balanced organized. 1t is comprised primarily of itemns from latent variable
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1 (taking time), 3 (valuing BSE) and 5 (monitoring). The revised BSE Frequency Model
appears in Figure 5.

socially

DO NOT DO BSE connected?

Knowledgeable

convincingly
informed?

DO NOT DO BSE

Understanding,
advisement

Negative
outlook
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DO NOT DO BSE

Positive outlook

balanced

DO NOT DO BSE organization?

Taking time, valuing BSE,
monitoring




CHAPTER VI: DISCUSSION

In this chapter, the BSE Frequency Model will be compared with others that have
been used to investigate BSE practice. The discussion will include findings of both the
qualitative and quantitative phases of the study. Questions posed in the first chapter will
also be answered, and the limitations of the study will be outlined.

Demographic variables

While none of the usual demographic variables were identified as particularly
important during the qualitative phase of the study, the effects of age, education, and SES
were explored in the quantitative phase, due to conflicting findings of other studies. In the
context of the eight latent variables (taking time, understanding, valuing BSE, fear,
monitoring, positive outlook, advisement, and off limits) and age, education was a
significant predictor of BSE frequency using Definition 2 (doers defined as those who did
BSE monthly), accounting for 8.2% of the variance (p=.001). However, it did not
increase the proportion of explained variance in the context of the eight latent variables and
age when BSE frequency was based on Definition 1 (doers defined as those whc; did BSE
every three months). Upon further investigation, education was postively correlated with
BSE frequency among women under 45 years of age (r=0.131) and negatively correlated
for women 45 years of age or older (r=-0.070). These findings were not significant since
the r required for significance if df=100and alpha =0.05 is 0.195. As noted carlier, both
Howe (1981) and Champion (1987) found a positive association between education and
BSE frequency. Since a random sample was not used in this study, the above finding may
be an artifact of the data. On the other hand, it may be that information designed to
convince women to do BSE monthly is too difficult for women with less education to
understand. During the interviews, women talked about the complexity of the language
used to describe BSE and speculated that some women may have difficulty understanding

it.

117
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Attitudinal variables

Several attitudinal variables identified in other studies were also identified in this
study. Hailey (1987) notes that those who worried about getting breast cancer were more
likely to do BSE. A similar finding was also noted in this study. During the interviews,
some women said they did not do BSE, as a result of their fear of finding breast cancer.
Others said that they did BSE because if they got breast cancer they wanted to find it early.
The relationship between the fear of getting breast cancer and the fear of finding breast
cancer is unclear, but the correlation between the two is likely quite high. Items related to
the fear of finding breast cancer and the fear of getting breast cancer loaded on latent
variable 4 (terrified).

Howe (1981) found that those who were uncomfortable talking about breast
concerns were less likely to do BSE. She suggests that since BSE was not openly
discussed, women may be unsure about whether it is an appropriate practice in which to
engage. That finding was supported in this study.

The first characteristic of the revised BSE Frequency Model, socially connected, is
comprised of items related to the fear of finding and/or getting breast cancer (4 —
terrified) and embarrassment (8 — off limits). Thus, these items were entered inio the
multiple regression equation first. Together, they accounted for 7.6% (p=.003) of the
variance in BSE frequency when Definition 1 was used and 3.8% (p=.053) of the variance
in BSE frequency when Definition 2 was used. These findings suggest that those who do
BSE at least once every three months (definition 1) are also less fearful about finding or
getting breast cancer and find it less embarassing. Social connection is more characteristic
of women who do BSE at least once every three months compared to women whko do BSE
every month.

Hallal (1982) and Rutledge (1987) both report a strong positive correlation between
self-esteem and BSE frequency. Based on these findings, women were asked to talk about
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whether they thought women with high self-esteem were more likely to do BSE. These
women said that while self-esteem per se may not be related to déing BSE "liking one's
body" and "having alot to look forward to" were related to doing BSE. The body image
items did not load on any of the latent variables. According to the BSE Frequency Model,
the items relating to "having a lot to look forward to" loaded as a group on latent variable 6
and comprised the third characteristic (positive outlook) of women who do BSE.
However, when latent variable 6 (positive outlook) was entered into the multiple regression
equation, in the context of the first (latent variables 4 and 8) and second (latent variables 2
and 7) characteristics, it accounted for only 1.1% of the variance in BSE frequency
(Definition 1), and it did not increase the proportion of explained variance at all when
Definition 2 was used. These findings suggest that although women identified the
importance of having a positive outlook during the interviews the association between
outlook, as measured in this study, and the decision to do BSE is small when viewed in the
context of latent variables 2 (understanding), 4 (terrified), 7 (advisement), and 8
(embarassed).

Educational variables

Many studies have discussed the importance of a sense of confidence (Keller et al.,
1980; Edwards, 1980; Bennett et al., 1983; Assaf etal,, 1985). In these studies, a
nsense of confidence" was derived from the perception that one could find a lump (breast
cancer) if, in fact, it was present. This study did not support that finding. Some women
frequently commented that they were certain that if they checked their breasts, they would
find a lump "for sure." In that case, their confidence in their ability to find a lump seemed
to prevent them from undertaking BSE.

The results of the qualitative phase of this study supported the findings of Edwards
(1980), Keller et al. (1980), Celantano and Holtzman (1983), Worden et al., (1983),
Brailey (1986), and Champion (1989) regarding the importance of formal instruction and
the findings of Howe (1980), Roberts, French, and Duffy (1984), Champion (1983), and



120

Lauver (1989) regarding the importance of knowledge. During the interviews, women
talked about the "stuff you have to know" in order to do BSE and how this knowledge
could be acquired. It was surprising to find that the items related to being shown how to
" examine one's breasts and knowing how to examine one's breasts had low loadings on

several factors. Four items related to understanding the information about BSE loaded

together (latent variable 2 — understanding).

Health care system variables

Walker and Glanz (1986) based their study of a stratified random sample of 264
women from a private suburban university on a conceptual framework that included most
of the determinants of BSE explored in other studies. These included general health
orientation, social influence, normative belief, health evaluation, doctor’s encouragement to
practice BSE, BSE instruction, worth of medical check-up, encouragement for regular
checkups by doctors, attitudes toward the rights and status of women, perceived
susceptibility to breast cancer, perceived severity of breast cancer, belief in the efficacy of
BSE, perceived costs and benefits of doing BSE, and valence (perceived desirability of
benefits). Information regarding frequency of BSE was obtained by asking women how
often they examined their breast for lumps or other problems. The response choices for the
BSE frequency question were monthly, every two months, every 3 to 6 months, less
frequently than every 6 months, never. Six of the study variables had statistically
significant regression coefficients, explaining 34.9% of the variance. The extent to which a
woman's physician had encouraged her to do BSE entered at step 1 and accounted for
16.6% of the variance in BSE frequency. Other significant predictors, in order of their
entry into the regression equation, were normative belief (8.3%), BSE instruction (4.9%),
evaluation of health care recently received (2.5%), and a composite variable (the product of
belief in efficacy and the difference between perceived severity and perceived susceptibility)
(1.3%) and perceived costs and benefits (1.2%).



In the present study, the second characteristic of the BSE Frequency Model,
convincingly informed, was comprised of items related to encouragement from a physician
to do BSE (latent var:able 7—advisement) and being able to understand the information
about BSE (latent variable 2—understanding). When taken in the context of the first
characteristic (latent variable 4—terrifying and latent variable 8—off limits), items related to
this second characteristic explained only 1% of the variance in BSE frequency (Definition 1
and Definition 2). These findings suggest that although women identified the importance
of understanding information about BSE and being advised to do BSE during the
interviews the association between these variables, as measured in this study, and the

decision to do BSE is small when viewed in the context of latent variables 4 (terrified) and

8 (embarassed).

The BSE Frequency Model and the Health Belief Model

The key concepts used to predict heaith behaviour in the Health Belief Model
(HBM) are perceived susceptibility, perceived severity, and perceived benefits/barriers.
Perceived susceptibility (risk) and perceived severity were thought to create a psychological
state of readiness. Many investigators did not investigate "perceived severity" because they
assumed that all women would believe that having breast cancer would have very serious
implications for their lives. Thus, in most studies, readiness to do BSE was
conceptualized as being a function of perceived susceptibility. Those who based their
studies on the HBM hypothesized that if a women believed that she was susceptible to
breast cancer and believed that the benefits associated with doing BSE (e.g., finding breast
cancer early) outweighed the negative aspects of doing BSE (e.g., time consuming) she
would practice BSE regularly.

Although frequency of BSE was always based on self-report in the studies using
the HBM as their conceptual base, it was operationalized in a variety of ways. Hallal
(1982) found that out of a convenience sample of 207 women 25% said they did BSE
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monthly, 11% said they did BSE between 6 and 11 times per year, 44% said they did BSE
between 1 and 'S times per year, and 20% said they never did BSE. All of those who did
BSE at least once per year categorized themselves as "doers” of BSE. Champion (1985)
found that out of a convenience sample of 301 participants 10% did BSE more than once
per month, 29% did BSE once per month, 14% did BSE once every two months, 16% did
BSE once every three to four months, 15% did BSE once every 5 to 6 months, and the
remainder did BSE less than once every six months. These groups were coded so that
those who did BSE were assigned a value of 6, those who did BSE less than once every 6
months were assigned a value of 1, and the remaining groups were assigned values from 2
through 5. The same categories were used in her later study (Champion, 1987). At that
time, she studied a convencience sample of 585 women and found that 33% reported
examining their breasts monthly, and 11% stated that they examined their breasts more
frequently. The proportion of individuals in the remaining categories was not reported.
Hill et al. (1985) found that out of a convenience sample of 123 women BSE practice
ranged from "more than monthly" (coded as 7) to "not at all" (coded as 1). ‘One quarter of
the sample did not do BSE at all, and 17% reported practicing BSE monthly or more often.
The percentages for the remaining categories were not reported. Lashley (1987) found that
out of a convenience sample of 105 participants 61% of her sample reported doing BSE
monthly, and 15% reported doing BSE at least once every other nionth. On the other hand,
19% reported not doing BSE at all. Rutledge (1987) found that in her sample of 93
women 16% did BSE monthly or more often, 40% did BSE at least once every other
month, 16% did BSE between one and 5 times during the past year, and 28% had not done
BSE during the past year. Redeker (1989) found that in her convenience sample of 49
participants 31% were nonpractitioners (BSE twice per year or less), 37% were moderate
practitioners (three to eight times per year), and 51% were high practitioners (nine times per
year or more). It was not always clear whether the investigator had grouped individuals

on the basis of the frequency of their BSE practice prior to the analysis or not. Only
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Champion (1985, 1987) and Hill et al. (1985) make specific reference to coding BSE
practice. None of the investigators gave a rationale for the categorization of BSE
frequency used in their studies. In the interview phase of this present study, women were
asked how frequently a woman had to do BSE in order to be called a doer. They defined a
doer as someone who did BSE at least once every three months and a nondoer as all others;
However, from an epidemiologic standpoint, BSE must be done monthly in order to obtain
the desired early detection benefit. For this reason, all testing related to the BSE Frequency
Model was conducted using both the women's definition (Definition 1) and the
epidemiologic definition (Definition 2) of BSE frequency. Thus, the definition of the
dependent variable varied, making comparisons between findings difficult.

Many of the findings from the qualitative phase of this study directly contradict the
HBM. Some women felt so susceptible to breast cancer that they were afraid to do BSE.
It was almost as if they thought they could cause themselves to get breast cancer by
thinking about BSE, hearing about BSE, and/or doing BSE. However, according to the
HBM, health behaviour should increase as perceptions of susceptibility increase.
According to the BSE Frequency Model, there is a point after which fears regarding the
possibility of getting breast cancer seem to prevent individuals from undertaking BSE.

According to the HBM, individuals intending to engage in some health behaviour
consciously undertake an assessment during which they determine whether the benefits
outweigh the barriers, in light of their knowledge of the perceived susceptibility and
severity. Studies based on the HBM show that the only variable consistently associated
with BSE frequency is perception of barriers and benefits.

All four of the components of the BSE Frequency Model could be classified as
types of barriers to doing BSE. However, during the qualitative phase of the study,
informants indicated that women did not necessarily undertake a deliberate assessment of
these barriers. It may be that some women are completely unaware of barriers to particular

health behaviours. The extent to which this lack of deliberate assessment is causally related
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to the failure to do BSE remains unclear. According to the BSE Frequency Model, the
decision to do BSE takes place within a cultural context where one's values play a role in
determining what is considered to be "acceptable behaviour." The cultural context may also
influence access to information, one's outlook on life, and one's role perception. Thu§, for
some women, their cultural context itself may be a barrier to doing BSE. For example,
some health behaviour options that seem perfectly reasonable to a nurse may be ones that
some women reject on cultural grounds.

Investigators whose studies have been based on the HBM have acknowledged the
influence of "cultural factors," but they have only acknowledged as modifiers of BSE
practice. These "cultural factors" have not been defined further, and their influence on BSE
frequency has not been evaluated. The BSE Frequency Model, on the other hand, views
culture as central to an understanding of BSE frequency and has, in fact, assigned it a gate-
keeping function.

The BSE Frequency Model provides an opportunity to examine the central concepts
of the HBM more exactly and from within a cultural context. Although the definition of
the dependent variable varied from one study to the next, making comparisons difficult, the
more specific nature of the BSE Frequency Model may partially explain why it was able to
account for a greater portion of the variance in BSE frequency than any of the variations of

the HBM used to date (Table 28).
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Table 28

Investigators Proportion of variance explained
Hallai (1982) 8.2% (perceived benefits)
Champion (1985) 26.0%
Hill et al. (1985) 21.0%
Champion (1987) 22.0%
Lashley (1987) 6.0%
Rutledge (1987) 27.0%
Redeker (1989) 12.5%
BSE Frequency Model 41.0% (Definition 1)
54.0% (Definition 2)

The BSE Frequency Model and Locus of Control Theory
According to Health Locus of Control Theory (HLCT), those whose behavioural

reinforcement comes from within themselves are more likely to engage in health behaviour
than those whose reinforcement comes from a source outside themselves (chance, powerful
others). This hypothesis received little support from previous studies of BSE practice and
was not supported in this study. By combining the HBM with HLCT, occupation and
religion, Redeker (1988) was able to explain 47.5% of the variance in BSE frequency, but
only health beliefs contributed significantly (p=0.02). Locus of control was not measured
in this study because women who said that they told the doctor that they did BSE monthly
when in fact they did not so that he would not be angry, also talked about doing BSE once

every two or three months just so they knew "what was happening" with their bodies.
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Thus, it seemed that both internality and externality (powerful other) may be associated
with doing BSE.

The BSE Frequency Model and the Theory of Reasoned Action

According to the Theory of Reasoned Action (TRA), health behaviour is a function
of intention to perform the behaviour. Intention is determined by two additive components:
attitudes toward the behaviour and subjective norms. While the method for developing
items to measure the components of this model was very similar to that used in this study,
the central concepts in the two models are very different. One of the key hypotheses of the
TRA is that individuals conduct a complex assessment of the consequence of participating
in a given health behaviour. This assessment includes an evaluation of their own beliefs
about the health behaviour as well as social pressure to participate in it and results in a
decision regarding their intention to perform the health behaviour in question. While there
was support for the importance of a woman's attitude toward BSE and its effectiveness in
this study (latent variable 3—valuing BSE), the notion of social pressure was essentially
absent, except as it related to the woman's relationship with her physician. In the
interview phase of this present study, the women talked about doing BSE because their
physician "told me to." According to the TRA, their compliance with the physician's
advise would be due to the women's desire to "please” their physician. The women, on the
other hand, described doing BSE following the physician's advise to do so as being more
related to valuing the physician's opinion.

The women in this study said they had little opportunity to find out what other
individuals close to them thought about BSE. This was related to the lack of open
discussion about BSE. The women frequently said that they had no idea what anyone,
except perhaps their doctor, thought about BSE. They did not talk about BSE with their
friends or families. There is some question about whether women who are socially

connected might have more opportunity to find out what others thought about BSE. Since



social connection provides women with the opportunity to talk about BSE more openly,

this is certainly a possibility. The influence of subjective norms was the only TRA model -
component that tapped the wider cultural context identified in the BSE Frequency Model.
None of the other central concepts from the BSE Frequency Model were present in the
TRA, which may explain why the BSE Frequency Model was generally able to account for
a greater proportion of the variance in BSE frequency, particularly if Definition 2 ("doers”

defined as those who did BSE monthly) was used (Table 29).

Investigators Proportion of variance explained
Hill et al. (1985) 17%
Hill and Shugg (1989) 32%
Lierman et al. (1990) 39%
BSE Frequency Model 41% (Definition 1)
54% (Definition 2)

As noted above in relation to studies based on the HBM, the definition of BSE
frequency in studies based on the TRA varied, making comparisons difficult. Hill et al.
(1985) found that out of a convenience sample of 123 women BSE practice ranged from
"more than monthly" (coded as 7) to "not at all" (coded as 1). One quarter of the sample
did not do BSE at all, and 17% reported practicing BSE monthly or more often. The
percentages for the remaining categories were not reported. Hill and Shugg (1989) studied
a convenient sample of 654 women. They coded "no BSE in the last year" as 0, "once in

the last year" as 1, "every 2 to 3 months" as 2, and "monthly" as 3. Lierman et al. (1990)
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coded frequency of BSE in the last six months as 0 for "not at all" up through 6 for "6 or
more times in the last 6 months.” In the present study, doer had 2 definitions: One
derivied from the qualitative phase of the study (i.e., at least once every three months), and
once based on epidemiologic research, (i.e., monthly).

In an effort to explain a greater proportion of the variance in BSE frequency, Hill
and Shugg (1989) developed two composite variables that resemble those identified in this
study. Intention, as defined within the TRA, "cognitive barriers” (which was constructed
by summing up the scores on variables related to not knowing how to do BSE and being
confused about what was normal), and "personal disorganization" (which was constructed
by summing up the scores on variables related to forgetting, laziness, and lack of time)
accounted for 32% of the variance in BSE frequency. Hill and Shugg do not discuss the
number of items in each composite variable nor the internal consistency of the relevant
subscales, but according to the brief descriptions provided, "cognitive barriers” is similar to
the BSE Frequency Model's convincingly informed component , and "personal
disorganization" is similar to the balanced organization component. According to Hill and
Shugg, "cognitive barriers” and "personal disorganization" are examples of perceived
barriers, as defined by the HBM. Thus, one could say that perceived barriers, as defined
by the HBM, and intention to do BSE, as defined by the TRA, predicted a modest

proportion of the variance in BSE frequency in their study.

Answered questions
Fi .

The first research question posed at the beginning of this study was "What are the
factors that inhibit and promote BSE?" As the study evolved, it became clear that the
process for establishment of a causal relationship between the factors that were being
identified and BSE frequency would exceed the time available. Thus, this question was
revised to include only the identification of factors associated with doing and not doing
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BSE. The BSE Frequency Model developed in this study identifies four factors or
characteristics of women who do and do not do BSE: socially connected, convincingly

informed, positive outlook, and balanced organization.

S { and third .

The second question was "What would the variables of interest be in a study on
BSE if they were derived from semi-structured interactive interviews with women, instead
of from the currently used methodologies?" A third, closely related question was "Would
the variables identified through interviews be the same as or different from those already
identified using other methodologies?" The first variable derived from the interviews was
social context. This variable was later revised based on the quantitative analysis and called
socially connected. This variable was comprised of items from latent variable 4 (terrified)
and latent variable 8 (off limits). Women who are socially connected can talk about doing
BSE, at least with their physician, and are less afraid of getting/finding breast cancer
than women who are not socially connected. Both of the components of this characteristic
(terrified, off limits) have been studied by others, but they have not been examined in the
context of the other characteristics in the BSE Frequency Model. Based on this study, it is
proposed that women who are socially connected are in a position to consider doing BSE.

The second variable derived from the interviews was believe information. This
variable was later revised based on the quantitative analysis and called convincingly
informed. This variable is comprised of items from latent variables 2 (understanding) and
7 (advisement). Women who are convincingly informed understand the information about
BSE and have been "advised" to do it by a physician. Others have identified the
importance of the supportive role of the physician, but not in conjunction with
understanding information about BSE. Many investigators have identified the importance
of knowledge of BSE in relation to BSE frequency. On the basis of this study, it is
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proposed that women who are socially connected and convincingly informed have all they
need to begin to do BSE.

The third variable derived from the interviews was meaning of having breast
cancer. This variable was later revised based on the quantitative analysis and called
positive outlook. This variable is comprised of items from latent variable 6 (positive
outlook). Women who have a positive outlook look forward to the future and have many
things they still want to accomplish. An association between this variable and BSE
frequency has not been reported to date. On the basis of this study, it is proposed that
women who are socially connected, convincingly informed, and who have a positive
outlook do BSE irregularly (e.g., do some BSE but less than at leést once every three
months).

The fourth variable derived from the interivews was routine. Based on the
quantitative analysis, this variable was renamed balanced organization. Women who have
balanced organization have succeeded in integrating their personal health needs with the
expectations others have of them in such a way that neither outweighs the other. This
variable is comprised of items from latent variable 1 (taking time), 3 (valuing BSE), and 5
(monitoring). All of these variables have been identified by others, but they have not been

considered as a group.

Eourth question

The fourth question was "Would the variables identified in the interviews better
predict BSE frequency than the variables of the currenly used models?" The variables of
the BSE Frequency Model and education were able to predict a greater proportion of the
variance in BSE frequency than any other model reported to date. This finding must be

interpreted cautiously, however, since the definition of the BSE frequency varied.
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Kifth question

The fifth question was "How effectively could the variables identified in the
interviews classify individuals in terms of their BSE frequency?" The variables identified
in the interviews classified 85% of the participants in the study correctly in terms of their
BSE frequency.

Only Champion (1987), Redeker (1989), and Lierman et al. (1990) attempted to
classify participants according to BSE frequency based on their models using discriminant
analysis. Once again, the definition of BSE frequency varied. Champion divided
individuals into three groups: those who examined every 5 to 6 months or less, those who
examined every 2 to 4 months, and those who examined at least every month. She
correctly classified 54% of the participants in her study based on perceived barriers and
perceived susceptibility components of the HBM and knowledge about BSE. Redeker also
divided individuals into three groups: twice per year to not at all, three to eight times per
year, and nine or more times per year. She comrectly classified 65% of the participants in
her study based on health beliefs, internal health locus of control, occupation, and religion.
Lierman et al. divided individuals into two groups: those who had done BSE 0 to 3 times
in the last 6 months and those who had done BSE 4 to 6 times in the last 6 months. They
correctly classified 76% of the participants in their study based on the attitude and social
norm components of the TRA. In this present study, participants were divided into two
groups: those who did BSE at least once in the last three months and all others. Using the
BSE Frequency Model variables and education, 85% of the participants were correctly
classified. When the definition of the two groups was changed to those who did BSE
monthly and all others, the proportion of participants correctly classified remained the
same. Although comparisons are difficult due to the variation in definition of BSE
frequency, the BSE Frequency Model variables appear to permit better classification of
participants on the basis of BSE frequency than other models used to date.
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Limitations of the study

Several limitations are apparent in this study. First, the questionnaire response
rates for both the instrument development and model validation phases of the study were
low. Efforts to obtain demographic characteristics of the populations surveyed, attempted
in order to determine whether those who completed the questionnaire were representative of
the population as a whole, proved unfeasible.

Second, while the true population of interest was English speaking Canadian
women, only a convenience sample drawn from several different subsets of that population
was obtained. While the sample was relatively heterogenous with respect to both the
demographic and model variabies, it is unlikely that it is statistically representative of the
population of interest.

Third, although the sample size was within the minimium requirements for factor

analysis, it was small. Additional participants would have allowed greater confidence in

the findings.



CHAPTER VII: IMPLICATIONS FOR FURTHER RESEARCH AND
PROGRAM DEVELOPMENT

Implications for further research

This study raised many significant questions requiring further investigation. The
first group of questions relates to the BSE subscales. Since the factor analysis showed that
the original 11 subscales comprised 8 latent variables, additional work should be
undertaken to confirm and refine these variables. Some of the latent variables are
comprised of considerably more items than others, and several of them have fewer than six
items. Future work should focus on developing additional reliable and valid items for the
latent variables with less than six items. Since the interview data from the qualitative phase
of this study has been computerized and coded, the development of adtlitional items would
not be difficult.

Once more reliable subscales are obtained, a random sample should be drawn and
normative data obtained. Repetition of the factor analysis and discriminant analysis
undertaken in this study would assist in the further validation of the BSE Frequency
Model. Other methods for testing the model more directly must also be explored. This
step would complete the sequential triangulation, complementing the model obtained in the
qualitative phase of this study.

With the validation of the model finished, investigation of the relationships between
the components of the model should be undertaken. For example, in this study, it was
proposed that social connection provides the context withit which to consider doing BSE,
convincing information provides the knowledge, skill, and motivation necessary to do
BSE, and positive outlook and balanced organization foster sustained regular BSE practise.
The sequential aspect of this hypothesis could be tested using Path Analysis. Additional
hypotheses requiring investigation include:

Women who are socially connected are more likely to do BSE
than women who are not.

133
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Women who are convincingly informed are more likely to do BSE than those
who are not.

Women who have a positive outlook are more likely to do BSE than those
who do not.

Women whe possessbalanced organization are more likely to do
BSE than those who do not.

This could be done by conducting MANOVA on the composite variables formed on the
basis of the latent variable scores.

The relationship between the 11 categories of characteristics of those who do and
do not do BSE and the four concepts in the BSE Frequency Model also provides a rich area
for further investigation. For example, each of the concepts in the model imply a process
(e.g., connecting, converting, and so on) that could be explored using Grounded Theory.
The structure of the process has shown itself to some degree through the item loadings.

For example, social connection was comprised primarily of items from factors 8 (off limits)
and 4 (fear). Variations of these concepts may represent stages or phases in the process of
becoming socially connected.

Another important area for further investigation is the exploration of how the BSE
Frequency Model might apply to other early detection health behaviours such as going for
HIV testing, monitoring blood pressure, or acknowledging and seeking health care for
early symptoms of some health problems. Last, although early detection behaviour was
poorly predicted using risk reduction models, a generalized version of the BSE Frequency
Model might be useful in predicting risk reduction behaviours such as smoking cessation or

seatbelt use.
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Implications for program development

According to the BSE Frequency Model, it is proposed that women can be divided
into four groups: those who will probably never do BSE (not socially connected), those
who would do BSE given certain conditions (those socially connected but not convincingly
informed), those who do BSE irregularly (those socially connected and convincingly
informed but lacking a positive outlook), and those who do BSE regularly (those socially
connected and convincingly informed with a positive outlook and balanced organization).
It is somewhat premature to make program development suggestions since analysis of
normative data has not yet been completed. Nevertheless, several points relevant to breast
cancer early detection programs (BCEDP) were noted and are unlikely to change markedly
in the future.

First, an understanding of the importance of the cultural context within which BSE
does or does not take place is crucial. Care must be taken to ensure that all program
components are culturally sensitive. For example, since BSE is not a topic discussed
openly, a media advertisement strategy, if used at all, must be organized very carefully.
While tasteful advertisements might assist in the establishment of a social connection
conducive to BSE for some women, they could further alienate others. Scheduled
instructional media programs, however, that individuals could watch or hear if they chose
might be more acceptable. Simple written information that a woman could read in the
privacy of her own home might also be helpful. Regardless of the strategy, the content
should focus on the cultural acceptability of doing BSE and strive to present a realistic
picture of breast cancer (¢.g., 80% of breast lumps are not cancerous, survival rate of
women whose cancer found early is high, and cancers found early respond well to
conservative medical treatment).

Second, since some women are unlikely to ever do BSE, responsibility for the early
detection of their breast cancers falls on the health care system. Thus, nurses and

physicians must be encouraged to include a complete breast examination as part of the
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physical examination protocol for all female patients. Health care professionals should also
stress the importance of doing BSE and use this opportunity to teach those who are
interested how to do BSE. The teaching of BSE can be a time consuming process,
frequently requiring 15 to 20 minutes if a return demonstration is done; consequently,
thought should be given to making the teaching of BSE a billable service under the
provincial health care insurance plan. Such an undertaking would require that physicians
and nurses know how to properly examine the breast and how to teach BSE. Due to the
private nature of BSE, women may be more comfortable in the teaching situation if the
teacher is also a woman. In a study of 223 women who received teaching regarding BSE
from a nurse, Shamian and Edgar (1987) found that nurses' teaching had a positive effect
on knowledge of breast cancer, knowledge of the steps in performing BSE, and BSE
frequency. Given the leng lead time bias associated with some breast cancers, women
should be encouraged to fave mammograms yearly once they are over 40 years of age,
particularly if their risk of developing breast cancer is increased. These strategics will
assist in the early detectior: of breast cancer, particularly in women who are unlikely to do
BSE, and provide information about BSE for those wishing to know more about it.

Third, regarding convincing information, methods of providing the knowledge,
skill, and motivation necessary to do BSE may require revision. In the interview phase of
this study, the women frequently mentioned that they "knew all about BSE" but did not do
it. As mentioned above, teaching must be done privately. Teaching a woman to do BSE
using her own breasts rather than silicone models is recommended. There is some
suggestion that younger and older women do BSE for different reasons. If this proves to
be the case, once analysis of the normative data is completed, it would be important to
develop separate educational materials that stress the factors important to each group of
women.

The third and fourth characteristics are more closely related to personality traits and

as such are more difficult to address within a program context. Women with a positive
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outlook had faced difficult circumstances in their lives and had actively redirected their
futates. Their attitude was one of flexibility. Women with balanced organization

had found ways to accommodate both their own personal needs and society's expectations
of them. Strategies must be found to assist women who do not posses these traits but who
wish to do BSE. Qualitative studies of the process of developing a positive outlook and
balanced organization will be of great assistance in this regard. Some suggestions initially
devised in the clinical setting have proven helpful for assisting these women. For example,
women have been taught to chart their menstrual cycle on a calendar and underline days 10
to 14 in order to remind themselves to check their breasts. Women who are no longer
menstruating have been taught to chose a day every month (e.g., first Saturday) and
underline it on their calendar to remind themselves to check their breasts. Perhaps

calendars or calendar stickers marked with "BSE Day" could be developed.

Conclusion

Breast cancer continues to be a major cancer killer of Canadian women. Various
screening methods appear beneficial in the detection of many breast cancers while they are
still favorably responsive to treatment. Despite the lack of consistent empirical evidence,
many clinicians are of the opinion that BSE is particularly helpful in detecting those breast
cancers that develop between medical examinations. Efforts to encourage women to do
BSE regularly have not been successful. Given the conflicting results of previous studies
in this area based on existing theories of health behaviour, the purpose of this study was to
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inductively develop and test 2 new model of factors associated with doing and not doing
BSE. The results of this study offer an explanation of why few women do BSE, and they

provide a basis for further research and program development in this area.



REFERENCE LIST

Ajzen, 1. & Fishbein, M. (1980). Understanding attitudes and predicting social behavior.
Englewood Cliffs, NJ: Prentice-Hall.

Anderson, R., Goodman, H. & Reed, S. (1958). Variables related to human breast
cancer. Minneapolis: University of Minnesota Press.

Arthes, F., Sartaell, P. & Lewison, E. (1971). The pill, estrogens, and the breast.
Cancer, 28, 1391-1394.

Assaf, A., Cummings, K., Mettlin, C. & Marshall, J. (1985). Comparison of three
methods of teaching women how to perform breast self-examination. Health Education
Quarterly, 12, 259-272.

Baines, C., Risch, H., Juin, J., & Fan, I. (1986). Changes in breast self examination
behavior in a cohort of 8214 women in the Canadian National Breast Screening Study.

Cancer, 57(6), 1209-1216.

Baker, L. (1982). Breast cancer detection demonstration project: Five year summary

report. Ca - A Cancer Journal for Clinicians, 32, 194-225.
Ballard, R., Crino, M. and Rubenfeld, S. (1988). Social desirability response bias and the

Marlowe-Crowne Social Desirability Scale. Psychological Reports. 63, 227-237.
Baric, L. (1969). Recognition of the at risk role: A means to influence behavior.

International Journal of Health Education, 12, 24-34.
Becker, M., Maimon, L., Kirscht, J., Harfner, D. and Drachman, R. (1977). The health

belief model and prediction of dietary compliance: A field experiment. Journal of

Health and Social Behavior, 18, 348-366.
Bennett, S., Lawrence, R., Fleishman, K,, Gifford, C. & Clask, W. (1983). Profile of

women practicing breast self-examinatios. Journal of the American Medical
Association, 249(4), 488-491.

139



140

Blishen, B., Carroll, W., & Moore, C. (1987). The 1981 socioeconomic index for

occupations in Canada. Canadian Review of Sociology and Anthropology, 24(4), 465-
488.
Brailey, L. (1986). Effects of health teaching in the work place on women's knowledge,

beliefs, and practices regarding breast self examination. Research in Nursing and
Health, 9, 223-231.
Buckman, M. & Peake, G. (1976). Prolactin in clinical practice. Journal of the American

Medical Association, 236, 871-874.
Bulbrook, R., Deshpande, N., Ellis, F., Hayward, J., Parker, J., Thomas, B., & Wang,

D. (1964). Androgens in human breast cancer. Proceedings of the Royal Society of

Medicine, 57, 523-525.
Bulbrook, R. (1973). Prediction of response of breast cancer to treatment. In J.F.

Holland and Frev, E. (eds.), Cancer Medicine (pp. 907-911). Philadelphia: Lea and

Febiger.
Burch, J. & Byrd, B. (1971). Effects of long term administration of estrogen on the

occurrence of mammary cancer in women. Annals of Surgery, 174, 414-418.

Calnan, M. & Rutter, D. (1986). Do health beliefs predict health behaviour? An analysis
of breast self examination. Social Science and Medicine, 22(6), 673-678.

Canadian Cancer Society. (1987). Canadian Cancer Statistics. Toronto: Canadian Cancer
Society.

Canadian Cancer Society. (1989). Canadian Cancer Statistics. Toronto: Canadian Cancer
Society.

Carter, A., Deldman, J. & Tiefer, L. (1985). Methods of motivating the practice of breast
self examination: A randomized clinical trial. Preventive Medicine, 14, 555-572.

Carter, A., Thompson, R., Bourdeau, R., Andenes, R., Mustin, H. & Straley, H.
(1987). A clinically effective breast cancer screening program can be cost effective,

too. Preventive Medicipe, 16, 19-34.



141

Celantano, D. & Holtzman, D. (1983). Breast self-examination competency: An analysis
of self-reported practice and associated characteristics. American Journal of Public
Health, 23, 1321-1323.

Centers for Disease Control. (1983). Cancer and hormone study: Long-term oral
contraceptive use and the risk of breast cancer. Journal of the American Medical
Association, 249, 1591-1595.

Champion, V. (1984). Instrument development for health belief model constructs.
Advances in Nursing Science, 6(3), 73-85.

Champion, V. 91985). Use of the Health Belief Model in determining frequency of breast
self-examination. Research in Nursing and Health, 8, 373-379.

Champion, V. (1987). The relationship of breast self-examination to health belief model
variables. Research in Nursing and Health, 10, 375-382.

Champion, V. (1989). Effect of knowledge, teaching method, confidence, and social
influence on breast self-examination behaviour. Image: Journal of Nursing
Scholarship, 21(2), 76-80.

Cohen, J. (1977). Statistical power analysis for the behavioural sciences, (rev. ed.).
New York: Academic Press.

Constanza, M. & Foster, R. (1984). Relationship between breast self examination and
death from breast cancer by age group. Cancer Detection and Prevention, 7, 103-108.

Crocker, L. and Algina, J. (1986). Introduction to classical and modern test theory. New
York: Holt, Rinehart, and Winston.

Crowne, D. & Marlowe, D. (1964). Social desirability scale, New York: John Wiley
and Sons.

Dickson, L., MacMahon, B. & Cole, P. (1974). Estrogen profiles of oriental and
caucasian women in Hawaii. Mnglm,[qumﬂm 291, 1211-1213.

Donegan, W. (1988). Diagnosis. In W. Donegan and J. Spratt (eds.). Cancer of the
breast, (Third ed.). Philadelphia: W.B. Saunders (pp.125-166).



142

Edwards, V. (1980). Changing breast self-examination behaviour. Nursing Research,
29, 301-306.
Evanesko, V. & Kay, M. (1975). The ethnoscientific research technique. Western

Journal of Nursing Research, 4(1), 49-64.
Feig, S. (1983). Assessment of the hypothetical risk from mammography and evaluation

of potential benefit. Radiology Clinics of North America, 21, 172-191.
Feig, S. (1984a). Hypothetical breast cancer risk from mammography. Recent Results in

Cancer Research, 90, 1-10.

Feig, S. (1984b). Radiation risk from mammography: Is it clinically significant.
American Journal of Roentgenology, 143, 469-475.

Feldman, J., Carter, A., Nicastri, A., & Hosat, S. (1981). Breast self-examination,
relationship to stage of breast cancer at diagnosis. Cancer, 47, 2740-2745.

Ferguson, D., Meier, P., Karrison, T., Dawson, P., Straus, F. & Lowenstein, F. (1982).
Staging of breast cancer and survival rates. Joumnal of the American Medical
Association, 248(11), 1337-1340.

Field, P.A., & Morse, J. (1985). Nursing research: The application of qualitative
approaches. London: Croom-Helm.

Fink, R., Shapiro, S., & Lewison, J. (1968). The reluctant participant in breast cancer
screening programs. Public Health Reports, 83, 479-490.

Fishbein, M., Jaccard, J., Davidson, A., Ajzen, L., & Loken, B. (1980). Predicting and
understanding family planning behaviours: Beliefs, attitudes, and intentions. In L
Ajzen and M. Fishbein (eds.), Understanding attitudes and predicting social behaviours
(pp. 131-147). Englewood Cliffs, NJ: Prentice-Hall.

Fisher, E. 91978). The pathologist's role in diagnosis and treatment of invasive breast

cancer. Surgical Clinics of North America, 38(4), 705-721.
Fitts, W. (1965). Tennessee Sclf-Concept Scale: Manual Nashville, TN: Counselor

Recordings and Tests.



143

Flach, E. (1960). P
report. Washington, D.C.: United States Public Health Service.

Foster, R., Lang, S., Constanza, M., Worden, J., Hains, C. & Yates, J. (1978). Breast
self-examination practices and breast cancer stage. New England Journal of Medicine,
299(6), 265-270.

Frake, C. (1962). The ethnographic study of cognitive anthropology. In T. Godwin and
W. Sturveant (eds.), Anthropology and human behavior (pp. 72-85). Washington,
D.C.: Anthropological Society of Washington.

Gastrin, G. 91976). New techniques for increasing the efficiency of self-examination in
early diagnosis of breast cancer. British Medical Journal, 2, 745-746.

Glasgow, R., McCaul, K., Schafer, L. (1986). Barriers to Regimen Adherence Among
Persons with Insulin-Dependent Diabetes. Journal of Behavioral Medicine, 9(1), 65-
71.

Glass, A., Hoover, & Finkle, W. (1979). Conjugated estrogen use and the risk of breast
cancer. Canger Treatment Reports, 63, 1209.

Gohagan, J., Rodes, N., Blackwell, C., Dorby, W., Farrell, C., Herder, T., Pearson, D.,
Spitznazel, E. & Wallace, M. (1980). Individual and combined effectiveness of
palpation, thermography, and mammography in breast cancer screening. Preventive
Medicine, 9, 713-721.

Gould-Martin, K., Paganini-Hill, A., Casagrande, C., Mack, R. & Ross, R. (1982).
Behavoural and biological determinants of surgical stage of breast cancer. Preventive
Medicine, 11, 429-440.

Greenwald, P., Nasca, P., & Lawrence, C. (197 8). Estimated effect of breast self-
examination and routine physician examinations on breast cancer mortality. New
England Journal of Medicine, 299, 271-273.

Habbema, J., van Oortmatssem, G., van Patten, D., Lubbe, J., van der Maas, P. (1986).
Age-specific reduction in breast cancer mortality by screening: An analysis of the



144

results of the Health Insurance Plan of Greater New York study. Journal of the
National Cancer Institute, 77, 317-320.

Hailey, B. 91986). Breast self-examination among college females. Women-Health,
11(3-4), 55-65.

Hall, D., Adams, C., Stein, G., Stephenson, H., Goldstein, M., & Pennypacker, H.
(1980). Improved detection of human breast lesions following experimental training.
Cancer, 46, 408-

Hallal, J. (1982). The relationships of health beliefs, locus of control, and self-concept to
the practice of breast self-examination in adult women. Nursing Research, 31, 137-
142,

Health and Welfare Canada (1981). The health of Canadians: Report of the Canada Health
Survey. (Catalogue No. 82-538). Ottawa: Minister of Supply and Serv ices Canada.

Heinzelmann, F. (1962). Determinants of prophylaxis behavior with respect to theumatic

fever. Joumal of Health and Human Behaviour, 3, 73-81.
Heuser, L., Spratt, J. & Polk, H. (1979a). Growth rates of primary breast cancer.

Cancer, 43, 1888-1894.

Heuser, L., Spratt, J., Polk, H. and Buchanan, J. (1979b). Relation between mammary
cancer growth kinetics and the intervals between screening. Cancer, 43, 857-862.

Hill, D., Gardner, G., & Rassaby, J. (1985). Factors predisposing women to take
precautions against breast and cervix cancer. Journal of Applied Psvchology, 15(1),
59-79.

Hill, D., White, V., Jolley, D., & Mapperson, K. (1988). Self-examination of the breast:
Is it beneficial? Meta-analysis of studies investigating breast self-examination and
extent of disease in patients with breast cancer. British Medical Journal, 297, 271-275.

Hill, D. & Shugg, D. (1989). Breast self examination practices and attitudes among breast
cancer, benign breast and general practice patients. Health Education Research, 4(2),
193-203.



145

Hobbs, J., Salih, H., & Flax, H. (1973). Prolactin dependence in human breast cancer.
Proceedings of the Roval Society of Medicine, 66, 866.

Hochbaum, G. (1958). Public participation in medical screening programs: A
sociopsychological study. (Publication #572). Washington, D.C.: US Government
Printing Office.

Hoover, R., Gray, L., & Cole, P. (1976). Menopausal estrogens and breast cancer.
New England Journal of Medicine, 295, 401-405.

Howe, H. (1981). Social factors associated with breast self-examination among high risk
women. Amgﬁgan_lo_umal_qf_linblii.ﬂﬁahh, 11, 251-255.

Huguley, C., & Brown, T. (1981). The value of breast self-examination. Cancer, 47,
989-995.

Jaccard, J., Knox, R., & Brinberg, D. (1979). Prediction of behaviour from beliefs: An
extension and test of a subjective probability model. Journal of Personality and Social
Psychology, 37, 1239-1248.

Jacobsen, C. (1946). Heredity in breast cancer: A genetic and clinical study of 200
probands. Copenhagen: Nyt Nordirk Forlag.

Kasl, S. & Cobb, S. (1966). Health behaviour, illness behaviour, and sick-role
behaviour. Archives of Environmental Health, 12, 246.

Kaufert, J., Rabkin, S., Syrotuik, J., Boyko, E., & Shane, F. (1986). Health beliefs as
predictors of success of alternate modalities of smoking cessation: Results of a
controled e, Joumal of Behavioural Medicing, (5), 475-489.

Kegeles, S. (1963a). Some motives for seeking preventive dental care. Journal of the

American Dental Association, 67, 90-98.
Kegeles, S. (1963b)). Why people seek dental care: A test of a conceptual formulation.

Journal of Health and Human Behaviour, 4, 166-173.



146

Kegeles, S., Kirscht, J., Haefner, D., & Rosenstock, L. (1965). Survey of beliefs about
cancer detection and taking Papanicolaou tests. Public Health Reports. 8(9), 815-
823.

Keller, K., George, E., & Podell, R. (1980). Clinical breast examination and breast self-
examination experience in a family practice 1 ‘ournal of Family Practice, 11,
887-893.

Kristiansen, C. & Eiser, J. (1986). Predicti::g nexi . i:led intentions from attitudes and
normative beliefs: The role of heaith locus of contrnl. British Journal of Social
Psychology, 23, 65-70.

Lashley, M. (1987). Predictors of breast self-examination practice among elderly women.

Advances in Nursing Science, 3(4), 25-34.

Lauver, D. (1989). Instructional information and breast self-examination practice.
Research in Nursing and Health, 12, 11-19.

Lees, A., Burns, P., May, C., & Jenkins, H. (1984). Aetiological factors for breast
cancer in northern Alberta as determined by a breast disease registry. Reviewson
Endocrine-Related Cancer, 14, Suppl., 71-72.

Levanthal, H., Hochbaum, G., and Rosenstock, I. (1960). The impact of Asian influenza
on community life: A study in five cities. (Public Health Service Pub. #766).
Washirigton D.C.: Government Printing Office.

Lewin, K. (1935). A dynamic theory of personality. London: McGraw-Hill.

Lierman, L., Young, H., Kasprzyk, D. & Benoliel, J. (1990). Predicting breast self-
examination using the theory of Reasoned Action. Nursing Research, 39(2), 97-101.

Lubin, J., Bumns, P., Blot, W., Ziegler, R., Lees, A. & Fraumeni, J. (1981). Dietary
factors and breast cancer risk. International Journal of Cancer, 28, 685-689.

Lubin, J., Bumns, P., Blot, W., Lees. A., May., C., Morris, L. & Fraumeni, J. (1982).
Risk factors for breast cancer in women in northern Alberta Canada as related to age at

diagnosis. Joumnal of the National Cancer Institute, 68(2), 211-217.



147

Lynn, M. (1986). Determination and quantification of content validity. Nursing

Research, 35, 382-385.
Machon, B., Cole, P., Brown, J. (1973). Etiology of human breast cancer: A review.

Journal of the National Cancer Institute, 50, 21-42.
McCusker, J. & Morrow, G. (1980). The relationship of heaith locus of control to

preventive health behavior and health beliefs. Patient counselling and Health

Education, 1, 146-150.
Moskowitz, M. & Fox, S. (1979). Cost analysis of aggressive breast screening.

Radiology, 130, 253-256.

Morse, J. (in press). Methods of qualitative-quantitative methodologic triangulation.
Nursing Research.

Olson, R. & Mitchell, E. (1989). Self confidence as a critical factor in breast self-
examination. Journal of Obstetrical, Gynecologic, and Neonatal Nursing,
November/December, 476-481.

Papaioannou, A. (1974). The etiology of human breast cancer. New York: Springer-
Verlag.

Prentice, R., Kakar, F., Hursting, S., Sheppard, L., Klein, R., & Kushi, L. (1988).
Aspects of the rationale for the women's health trial. Journal of the National Cancer

Institute, 80(11), 802-814.
Redeker, N. (1989). Health beliefs, health locus of control, and the frequency of practice

of breast self-examination in women. Journal of Obstetrical, Gynecologic.and
Neonatal Nursing, January/February, 45-51.
Repert, R. (1952). Breast carcinoma study: Relation to thyroid disease and diabetes.

Journal of Michigan Medical Society, 51, 1315-1316.
Roberts, M., French, K., & Duffy, J. (1984). Breast cancer and breast self-examination:

What do Scottish women know? Social Science and Medicine, 18(9), 791-797.



148

Rosenstock, L (1966). Why people use health services. Milbank Memorial Fund

Quarterly, 44(3), Part 2, 94-127.

Rosenstock, I (1965). A national study of health attitudes and behavior. Ann Arbour:
University of Michigan School of Public Health.

Rotter, J. (1966). Generalized expectancies for internal versus external control or
reinforcement. Psychological Monographs: General and Applied. Whole No. 609, 1-

28.
Royal College of General Practitioners. (1981). Breast cancer and oral contraceptives:

Findings in Royal College of General Practitioners' Study. British Medical Journal,
282, 2089-2093.

Rutledge, D. (1987). Factors related to women's praciice of breast self-examination.
Nursing Research, 36(2), 117-121.

Schlueter, L. 91982). Knowledge and beliefs about breast cancer and breast self-
examination among athletic and non-athletic women. Nursing Research, 31, 348-353.

Senie, R., Rosen, R., Lesser, M., & Kennie, D. (1981). Breast self-examination and
medical examination related to breast cancer stage. American Journal of Public Health,
71(6), 583-590.

Semiglazov, V. & Moiseenko, J. (1987). Breast self-examination for the early detection
of breast cancer: A USSR/WHO controlled trial in Lenningrad. Bulletin of the World

Health Organization, 63(3), 391-396.
Shapiro, S., Strax, P., & Venet, L. (1968). The search for risk factors in breast cancer.

American Joumnal of Public Health, 58, 820-835.
Shapiro, S., Venet, L., & Strax, P. (1982). Ten to fourteen year effects of breast cancer
screening on mortality. Journal of the National Cancer Institute, 69, 349-355.
Siedman, H. (1972). Cancer of the breast: Statistical and epidemiological data. New
York: American Cancer Society.



149

Shamnian, J. and Edgar, L. (1987). Nurses as agentz for change in teaching breast self-
examination. Public Health Reports, 1, 29-34.

Smith, E., Francis, A., & Pollisar, L. (1980). The effect of breast self-exam practices and
physician examination on extent of disease at diagnosis. Preventive Medicine, 9, 409-
417.

Spradley, J. (1979). The ethnographic interview. New York: Holt, Rinehart, and
Winston.

Spratt, J. (1981). The relationship between the rates of growth of cancers and the
intervals between screening examinations necessary for effective discovery. Cancer

Detection and Prevention, 4, 301-305.
Spratt, J., Chang, A., Heuser, L., Kuhns, L., Buchanan, J., & Polk, J. (1983). Acute

carcinoma of the breast. Surgery, Gynecology. and Qbstetrics, 157, 220-222.

Spratt, J., Donegan, W. & Greenberg, R. (1988). Epidemiology and etiology. In W.
Donegan and J. Spratt (eds.),_Cancer of the Breast, (3rd ed.) (pp. 46-73).
Philadelphia: W.B. Saunders.

Spratt, J., Greenberg, R. & Heuser. L. (1986). Geometry, growth rates, and duration of
cancer and carcinoma-in-situ of the breast before detection by screening. Cancer
Research, 46, 970-975.

Spratt, J., Katenbach, M. & Spratt, J. (1977). Cytokinetic definition of acute and chronic
breast cancer. Cancer Research, 37, 226-230.

Stillman, M. (1977). Women's health beliefs about breast cancer and breast self-
examination. Nursing Research, 26(2), 121-127.

Tabar, L. & Gad, A. (1981). Screening for breast cancer: The Swedish r~*al. Radiology,
138, 219-222.

Tabar, L., Fagesberg, C., Gad, A., Baldertorp, L., Holmberg, L., Grontoft, C.,
Ljengquist, U., Lundstrom, B. & Manson, J. (1985). Reduction in mortality from
breast cancer after mass screening with mammography. Lancet, 1, 829-832.



150

States, 1985. (Pub # 86-1250). Hyattsville, MD: US Department of Health and

Human Services.

Thurstone, L. (1942). Multiple factor analysis. Chicago: University of Chicago Press.
Trotta, P. (1980). Breast self-examination: Factors influencing compliance. Oncology

Nursing Forum, 7(3), 13-17.

Verbeek, A., Henriks, J., Holland, R., Mravunac, M., Sturmans, G. & Day, V. (1984).
Reduction of breast cancer mortality through mass screening with modern
mammography: First results of the Nijmegan Project --- 1975-1981. Lancet, i, 1222-

1224.
*""alker, L. & Glanz, K. (1986). Psychosocial determinants of breast self-examination.

American Journal of Preventive Medicine, 2(3), 169-178.
Wallston, K., Wallston, B. & DeVellis, R. (1978). Development of the multidimensional

health locus of control scales. Health Education Monographs, 6(2), 160-170.

Wallston, B., Wallston, K., Kaplan, G. & Maides, S. (1976). The development and
validation of the health locus of control scale. Journal of Consulting and Clinical
Bsychology, 44(4), 580-585.

Worden, J.. Consianza, M., Foster, R., Lang, S., & Tidd, C. (1983). Content and
context ini hzuith education: Persuading women to perform breast self-examination.
Preventive Mzdicine, J2, 331-339.

Zapka, T. & Mamon, J. (1982). Integration of theory, practitioner standards, literature

findings, and baseline data: A case study in planning breast self-examination

education. Health Education Quarterly, 9, 330-356.



Appendix I: Consent form for qualitative phase

151



152

Consent

Consent for interview regarding: WOMEN'S HEALTH CONCERNS

Karin Olson

26 Sundance Co-op
Edmonton, Alberta T5H 4B4
(phone: 424-851€!

Being conducted by:

1, , agree to be interviewed by Karin Olson in conjunction with her study on

women's hralth concerns. The study has been explained to me and I understand its potential benefits

and absence of health risks. I give permission for the interview to be tape recorded, and am assuss: &
anonymity. I understand that I may withdraw from the study at any time without penalty. 1am

willing to allow my comments to bx used in subsequent studies and for educational purposes.

informant

investigator

date
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Appendix II: Description of QUAL



QUAL

Qual is written in FORTRANVS (IBM FORTRAN 77) for the Amdahl 5870 computer running the MTS
operating system at the Univerzity of Alberta. It uses random access line-oriented files to hold the text
data. The program may be used for semi-structured interview guides or unstructured, interactive
interviews, and provides a rapid method for performing content analysis. Data may be retrieved by
interview number, subject, question number, or code. Retrieval order is specified by the investigator.
The program is available without charge by sending a message to JMORSEUALTAVS.BITNET. Any

modifications 1o meet the requirements of the host computer are the responsibility of the receiver.

Taken from: Morse, J.M. and Morse, ..M. {'n press). QUAL: A mainframe program for qualitative

data analysis. Nursing Research.
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Appendix IIl: Descriptors for card sorts



1.
2.
3.

4.
5.
6.

7.
8.
9.
10.
11.
12.
13.
14.

15.
16.

17.
18.

19.
20.

21.
22.
23.

24.
25.

26.
27.

28.
29.
30.
31.

i Be )
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Descriptors from first round of interviecws.

I feel good about myself.

I have alot to look forward to in the future.

Although I would probably feel devastated initially if
I got breast cancer, I think I would be able to cope
with it quite well eventually.

I am well informed about things related to my health.
The doctor showed me how to do breast self examination
T know what I‘m looking for when I do breast self

examination.
I think breast self examina
breast caacer while it still has a good ch

cured.

There is time in my life for me.
I think breast cancer has a good chance of being cured
if its detected early enough.

I am generally in tune with my rody.

I want to run my life.
I try to do everything I can to keep myself healthy.
If I found something when I was doing my breast sclf
examination, I’d make an appointment to go see the

doctor right away.
Breast celf examination is part of what I do to keecp

myself healthy.
I have a family history of breast cancer.
Its reassuring to not find anything when I check my

breasts.
I know somcone who was recen

cancer.
I worry about what would happen to my family if I died

from breast cancer or something like that.

I‘ve already had one lump removed from my breast.

As I get older, I get a little more concerned about al!
the things that I could get, like breast cancer.
Something reminds me to do breast self examination.
The doctor told me I should do breast self examination.
I‘ve heard alot of stories recently about women with

breast cancer.
I think there is a chance I could get breast cancer.

sve read alot about the importance of doing breast
self examination and I guess it just finally sunk it.
I don’t read very well so its hard to get information.
I don’t know very much about breast self examination
because its so hard to get to the doctor ---I can’t get
time off work very easily, and even if I could, I‘d
have to take three buses.
I’ve gone through menopausc an
“female problems! were over.
I have too many other health problems right now.
I’ve never heard about breast self examination.
I figure that if you’re going to get breast cancer,
you’re going to get it.

T leave thinme like hreas

tion is a way of finding
ance of bein

tly diagnosed with breast

d so I figured all my

+ ewamination to the doctor.



33.

34.
35.

36.
37.

38.
39.
40.
41.

42.

43.

44.

45.
46.

47.
48.
49.
50.
51.

52.
53.

54.

55.

57.

58.
89.
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I just don’t have time to think about breast self
examination.

I’‘m too busy to do breast self examination.

T don’t like to touch my body like that. Its against
the way I was brought up.

I doubt that I will ever get breast cancer.

I just feel sort of immortal---I really don’t think
anything serious will ever happen to me.

I think most of the lumps women find in their breasts

are breast cancer.
I think most people who get breast cancer eventually

die of it.
Doing breast self examination isn’t worth the effort

pecause I never find anything.
Breast self examination just isn

stay healthy.
I think doing breast self examination is too much of a

big deal---you have to do it at a certain time each
month, do certain steps, hold your hand just right.
If I get some part wrong or am a couple of days late, 1
just feel like I might as well not do it.

I don’t really need to do breast self examination
bgcause I‘m healthy.

I really don’t know what I’m looking for when I‘m doirg
breast self examination.

Breast self examination takes too long.

The more they tell you about breast cancer, the morc
you think you‘re going to get it and so you just try t«
forget the whole thing, incliding things related to it
like breast self examination.

I’m afraid I might find something w
self examination.

I really don’t know if I‘m doing breast self
examination right.

I just don‘t like to be looking for cancer.

I just don’t think of breast self examination.

I’ve heard that just older women get breast cancer,

young ones like me.
I just don’t understand breast self examination.

I’ve never been taught how to do breast self
examination.
I really don‘t like my body and so I don’t feel like

taking care of it.
The doctor tol me about why I should do breast self

examination, but I think I sort of figure if I don’t
listen to him, I just won’t get breast cancer.
I‘m really not cducated cnought to know about things
like breast self examination.
The doctor has never mentioned breas

to me.
Breast cancer is just not a big worry for me right now

There is almost no cancer in my family.

‘t part of what I do tc

hen I’‘m doing breast

no!

t self examination
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60. I have too many other problems right now---I hate my

job and things at home are not the areatest.
61. I’ve hear that even people who do breast self
examination on a regular basis miss lumps until

its too late.
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Appendix IV: Pretest questionnaire information sheet and identification page
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Information sheet for the study:
The identification of factors that inhibit and promote breast self examination

Conducted by: Karin Olson
26 Sundance Co-op

87 St. and 100 Ave.
Ednsnton, Alberta TSH 4B4
Phone; 424-8516

The purpose of this information sheet is to bricfly explain a study currently being done on
breast sclf cxamination (BSE). Please feel free to keep it if you wish. This study is being
conducted in conjuntion with my doctor: * studies.

The aim of the study is to understand the factors that inhibit and promote BSE from the
vicwpoint of women. The information gained from this project will eventually be used to
help develop programs on BSE. Permisison to conduct this study has been received from
the Department of Educational Psychology at the University of Alberta. The study began
by intervicwing a number of women on this topic. Bascd on these interviews, some
catcgorices of rcasons for doing and not doing BSE were identified. These reasons were
then used as background for a questionnaire. I am now looking for a small group of
womea who would be willing to answer the questionnaire in order to check how long it
takes to complete and to make sure that the questions are clear. The questionnaire will be

revised based on your comments and administered to a larger group of women. The
imately two weeks after you retum the questionnaire,

checking process requires that approximat

a second one exactly the same be seat to'you for you to complete and retim. For this
reason, I have enclosed an identification page on which I have asked you to indicate your
name and mailing address. You will also notice that on the bottom of the identification
page, I have asked you to consider giving permission for me to keep you questionnaire for
other studies and educational purposes. If you arc willing to do this, please sign your
name and indicate the date in the space provided.

In any written or oral reports of this study, your name will never be asociated with your
commeats. The only people who will sce your answers arc my advisors at the University
of Alberta and myself. If, at some point in the future, you decide that you would like to
have your comments removed from the study, please contact me at the above address or
phone number and I will take your comments out of the study with no questions asked. If
you have any questions or would like to have something clarified, please do not hesitate to
contact me at the above address or phone number. .

If you arc willing to participate in this study, plcase complete the ideatification page and the
questionnaire and retum them to me in the enclosed cavelope.

Thank you for your considcration of this request.
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tification of factors that inhibit and promotc

Ideatification Page for the stuZy: The iden
breast sclf examination

ID. _ _

Name

Mailing address

o en sleacm Ausctinne for other studies and to help students
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Appendix V: Information sheet and consent form for MN students
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Information sheet for the study:

he identificati ¢ fact that inhibit : :
breast self examination

conducted by: Karin Olson
26 Sundance Co-op
87 St. and 100 Ave.
Edmonton, Alta. T5H 4B4
Phone: 424-8516

The purpose of this information sheet is to briefly explain
a study currently being done on breast self examination
(BSE). Please feel free to keep it if you wish. This study
is being conducted in conjunction with my doctoral studies.

The aim of the study is to understand the factors that
inhibit and promote BSE from the viewpoint of women. The
information gained form this project will eventually be used
to help develop programs on BSE. Permission to conduct this
study has been received from the Department of Educational
Psychology and the Faculty of Nursing at the University of
Alberta. The study began by interviet’ing a number of women
on this topic. Based on these interviews, some categories
of reasons for doing and not doing BSE were identified.
These reasons were then used as background for a
questionnaire. I am now looking for a small group of women
who would be willing to complete the questionnaire in order
to check how long it takes and to make sure the questions
are clear. The guestionnaire will then be revised and
administered to a larger group of women. The checking
process requires that approximately two weeks after yocu
return the questionnaire, a second one exactly the same be
sent to you for you to complete and return. For this
reason, I have requested your mailing address on the consent

fornm.

In any written or oral reports of this study, your name will
never be associated with your comments. The only people who
will see your answers are my advisors at the University of
Alberta and myself. If, at some point in the future, you
decide that you would like to have your comments removed
from the study, please contact me at the above address or
phone number and I will take your comments out of the study
with no questions asked. If you have any questions or would
like to have something clarified, please do not hesitate to
contact me at the above address or phone number.

If you are willing to participate in this study, please
complete both copies of the consent and then return one of
them and the completed questionnaire in the enclosed return
envelope via campus mail.

Thank you for your consideration of this request.

Ko Olirm



Consent for the study:

The identification oZ factors that inhibit and
promcte hreast self examination

Being conducted by:

Karin Olsen

26 Sundance Co-op
87 St. and 10C ive.
Edmonton, Alberta
TSH4B4

Phone: 424-8516

pPurpose of the study

The purpose of this study is to identify the factors
that inhibit and promote breast self examination from

women’s point of view.

The study has been explained to me and I have had an
opportunity to have my questions about it answered.

I understand that there are no health risks or personal
benefits associated with this study.

I understand that I may drop out at any time by phoning
Karin Olson at 424-8516 or by writing to her at the above
address and tha® no one will hold that against me.

I understand that I will not be des  ibed as an individual
in any articles or talks about this tudv. My records in
this study will only be marked w.tk .+ identification
number, nof. my name.

I give my permission for my o™. . to be used by Karin
Olson in her lectures to stud-u:s.

T give my permission for my comments to be used by Karin
Uison in other studies she nay do. I undevstand that in
this case I will not be described as an individual in any
articles or talks about ths study and that my records will
only be marked by my identification number as described
above. I also t:aderstand that permision to do these later
studies will be requested from the appropriate ethcis review
committee(s).

i understand that I may cross out any part of this consent
that I wish.

I have read this information and give my consent to
participate in the study:

The identification of factors that inhibit and promote
broast s2lf examination

Name

Address

Date
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Appendix VI: Pretest questionnaire
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Appendix VII: Revised questionnaire
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Appendix VIIL: Information sheet and consent (no payment) for validation study
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Information sheet for the study

A Study of the Practice of Breast Self Examination

Conducted by: Karin Oison
26 Sundance Co-op
87 St. and 100 Ave.
Edmonton, Alberta TSH 4B4
Phone; 424-8516

The purpose of this information sheet is to briefly explain a study currently being done on
breast self examination (BSE). Please feel free to keep it if you wish. This study is being
conducted in conjunction with my doctoral studies.

The aim of the study is to understand from a woman's point of view why some women do
and others do not do BSE. The information gained from this study will be used to develop

special programs for women on BSE.

Permission to conduct this study has been received from the Department of Educational
Psychology, the Faculty of Nursing at the University of Alberta, the management of the
Woolco Store at Heritage Mall and the Zellers Department Stores at Kingsway and West
Edmonton Malls, Dr. Otto Roob, the physicians at the Breast Centre, and the Alberta

Cancer Board.

The study is in its second stage. In the first stage women were interviewed regarding their
feelings about doing BSE, and from this information a questionnaire was developed and
refined. The questionnaire is now ready for further study with a larger group of women.

If you are willing to participate in this study, please complete the questionnaire, which
takes about 20 minutes, and both copies of the consent, and return one copy of the consent
and the questionnaire in the enclosed envelope.

In any reports of this study, your name will never be associated with your comments. The
only people who will see your answeérs are members of the study team at the University of
Alberta and myself. A list connecting the identification number in the upper right hand
section of the first page of your questionnaire with your name will be stored separately
from the questionnaires in a locked filing cabinet. If, at some point in the future, you
decide that you would like to have your comments removed from the study, please contact
me at the address or phone number above and I will take your responses out of the study
with no questions asked.

If you have any questions or would like to have something clarified, please do not hesitate
to contact me at the above address or phone number.

Thank you for helping in this important study.
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Consent for the study:
The identification of factors that inhibit and promote breast self examination

Being conducted by:
Karin Olson

26 Sundance Co-op
87 St. and 100 Ave.
Edmonton, Alberta
TSH 4B4

Phone: 424-8516

The purpose of this study is to identify the factors that inhibit and promote breast self
examination from women's point of view.

The sn::lz has been explained to me and I have had an opportunity to have my questions about it
answered.

I understand that there are no health risks or personal benefits associated with this study.

I understand that I may drop out at any time by phoning Karin Olson at 424-8516 or by writing to
her at the above address and that no one will hold that against me.

I understand that I will not be described as an individual in any articles or talks about this study.
My records in this study will only be marked with my jdentification number, not my name.

I give my permission for my comments to be used by Karin Olson in her lectures to students.

I give my permission for my comments to be used by Karin Olson in other studies she may do. I
understand that in this case I will not be described as an individual in any articles or talks about this
study and that my records will only be marked by my identification number as described above. 1

also understand that permission to do these later studies will be obtained from the appropriate
ethics reyiew committee(s).

I understand that I may cross out any part of this consent that I wish.
[ have read this information and give my consent to participate in the study:
The identification of factors that inhibit and promote breast self examination
Name
Address
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Appendix IX: Revised consent (payment)
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Consent for the study:
The identification of factors that inhibit aud promote breast self

examination

Being conducted by:
Karin Olson
11308 62 St.
Edmonton, Alberta T5W 4Cl
Phone: 477-3890

The purpose of this study {s to find out why women think some women do
breast self examination(BSE) while others do not.

The study has been explained to me and I have had an opportunity to have
my questions about it answered.

1 understand that there are no health risks or personal benefits
associated with this study.

1 understand that I will not be described as an individual in any
articles or talks about this study. My records in this study will only
be marked with my identification number, not my name.

1 give my permission for my comments to be used by Karin Olson in her
lectures to studente.

I give my permission for my comments to be used by Karin Olson in other
studies she may do. I understand that in this case I will not be
described as an individual in any articles or talks about this study and
that my records will onmly be marked by my identificatior number as
described above. I also understand that permission to do these later
studies will be obtained from the appropriate ethics review comnitztee(s).

I understand that I will be sent a cheque for $5.00 by mail once Karin
Olson receives my completed questionnaire.

I understand that I may cross out any part of this consent that 1 wish.

I have read this information and give my consent to participate in the

study:
The identification of factors that inhibit and promote breast self

examination.

Name

Address

Date




191

Appendix X: Table of factor loadings
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